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Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to maintain medical records on each resident, in
accordance with accepted professional standards and practices that were complete and accurately
documented for 1 of 4 Residents (Resident #1) reviewed for medical records.1. The facility failed to
ensure Resident #1's medical records were complete. 2. The facility failed to ensure staff documented
the complete assessment, treatment, and outcome of a possible skin injury to Residents 1's right foot
on 6/9/26.These deficient practices could place residents at risk for errors in care and treatment.The
findings include: Record review of Resident #1's face sheet, dated 7/16/26, reflected an [AGE]
year-old male who was admitted to the facility on [DATE] with an original admission date of 9/21/24.
Resident #1's diagnoses included: atherosclerotic heart disease of native coronary artery without
angina pectoris (occurs when plaque [buildup of fats, cholesterol, calcium, and other substances in
artery walls] narrows the heart's original arteries without causing chest pain, peripheral vascular
disease (slow progressive circulation disorder characterized by narrowing, blockage, or spasms in
blood vessels outside the heart and brain), chronic kidney disease, stage 4 (severe - kidneys were
severely damaged and operating at 15-29% capacity), and type 2 diabetes mellitus (chronic condition
where the body could not effectively use insulin or produce enough of it, leading to persistently high
blood sugar). Record review of Resident #1's comprehensive Minimum Data Set assessment, dated
6/17/26, reflected Resident #1 had a BIMS score of 8 which indicated a moderate impaired cognition.
Resident #1 rejected care and behavior occurred 1 to 3 days. Resident #1 required supervision or
touching assistance with eating and was dependent on assistance for all other self-care. Record
review of Resident #1's care plan, with a closed date of 7/9/26, reflected Resident #1 had a problem
of Peripheral Vascular Disease (PVD) r/t Diabetes Date Initiated: 11/05/2024 Revision on:
07/09/2026. Interventions included: Monitor the extremities for s/sx of injury, infection, or ulcers.
Date Initiated: 11/05/2024 Revision on: 07/09/2026. Monitor/document/report PRN any s/sx of skin
problems related to PVD: Redness, Edema, Blistering, Itching, Burning, Bruises, Cuts, other skin
lesions. Date Initiated: 11/05/2024 Revision on: 07/09/2026.Record review of Resident #1's progress
notes from 6/4/26 - 6/15/26 revealed no documentation related to the skin assessment on 6/9/26.
Record review of Resident #1's skin assessment, dated 6/9/26, reflected a skin assessment with a
foot evaluation was completed, but it did not reflect the reason for the assessment, the location of
the foot that was assessed, the type of treatment if any provided, the outcome of the assessment,
such as if the NP was notified of the assessment and if any new orders were provided or not. During
an interview on 7/16/26 at 2:30 pm, the RN / Treatment Nurse verbalized there was a day when
Resident #1 left the facility to a doctor's appointment and returned with dried blood on the right outer
side of the ankle, closer towards the back of the ankle. The RN said the family thought Resident #1
(continued on next page)
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might have hit his leg on the wheels of his wheelchair. The family member pointed out the location to
her. The RN said the NP C told her to clean the area and address it as needed. The RN said staff held
up Resident #1's leg for her, she cleansed the area with dried blood with a generic wound cleanser,
dried the area with gauze, and placed a bandage on it. The RN said there was dried blood, but when
she cleaned it there was no active bleeding. The RN said she thought the skin injury must have been a
very superficial wound. The RN said Resident #1's family member was there, and she thanked her for
taking care of it. The RN said she removed the bandage the next day and there was nothing there, no
discoloration, not even a scab, so no new orders were needed. The RN said she should have
documented the above information in a progress note. The RN said if it was not there, she must have
forgotten. The RN said she should have documented Resident #1 had dried blood to the right ankle
when he returned from an MD appointment, the treatment the NP requested, what she assessed and
what treatment she provided. The RN said a negative outcome of not documenting the information
onto a progress note would be no one knew what care was provided which could lead to side effects
like infection. During an interview on 7/17/26 at 8:48 a.m. with NP C, she said she was called by
Resident #1's family member. NP C said she was out of town and did not have access to her notes.
NP C said she told the nurse to assess, clean, and address the area the family was concerned about.
NP C said she did not recall what nurse she told and did not recall if Resident #1 actually had an
injury, cut, or abrasion or not. NP C said she was covering for Resident #1's primary nurse
practitioner, NP B, and provided NP B with a hand off of everything when she returned 2 weeks later.
NP C said the nurses should follow the facility's protocols on documenting orders received. NP C said
she did not feel the lack of documenting the skin issue would have had a negative effect because the
interventions had been done.During an interview on 7/17/26 at 11:22 a.m. with ADON A, he said there
were no skin issues reported regarding Resident #1's right leg. ADON A said staff were pretty good at
reporting any issues. ADON A said Resident #1 was being seen so frequently, if there was a skin
issue the wound care nurse would have done an inspection, then notified the NP, and they would have
placed treatment orders in PCC. ADON A said ideally the information should go onto a progress note in
PCC. ADON A said he knew the wound care nurse inspected Resident #1's skin regularly and if there
was anything notable, there would have been documentation, but it would have depended on the
extent of the skin issue. If the wound care nurse cleaned it up and nothing was there or the wound
care nurse did not note anything, she would not have documented anything. ADON A said he felt
because it was not significant, it would not need follow up especially since the wound care nurse was
the one who assessed Resident #1 frequently. ADON A said Resident #1 received all the treatments
and care he needed and requested and, in this situation, staff followed policies and procedures.During
an interview on 7/17/26 at 12:07 p.m. with the Administrator, she said staff in general knew any
bruising, blood, or discoloration must be reported to a nurse. The administrator said best practice
would be to document if an abrasion was there or not, any NP orders and any provided care. The
administrator said she did not believe there would be a negative outcome if the alleged skin issue was
superficial and there was not even a scab noted the next day after the bandage was removed. The
administrator said she knew the resident was seen frequently by the wound care nurse so the area
was being assessed and any issues would have been documented. She said staff did identify the skin
issue, reported it, and provided treatment, however there was not a progress note in the medical
record. The Administrator said according to the facility's policy the information should have been
documented.Record review of the facility policy titled, Documentation in Medical Record with an
implemented date of 10/24/2022 reflected: Policy:Each resident's medical record shall contain an
accurate representation of the actual experiences of the resident and include enough information to
(continued on next page)
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provide a picture of the resident's progress through complete, accurate, and timely
documentation.Policy Explanation and Compliance Guidelines:1. Licensed staff and interdisciplinary
team members shall document all assessments, observations, and services provided in the resident's
medical record in accordance with state law and facility policy. 2. Documentation shall be completed
at the time of service, but no later than the shift in which the assessment, observation, or care
service occurred. 3. Principles of documentation include, but are not limited to:a. Documentation shall
be factual, objective, and resident centered.ii. Record descriptive and objective information based on
first-hand knowledge of the assessment, observation, or service provided.b. Documentation shall be
accurate, relevant, and complete, containing sufficient details about the resident's care and/or
responses to care.c. Documentation shall be timely and in chronological order.
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