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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
observation, interview, and record review, the facility failed to maintain medical records, in
accordance with accepted professional standards and practices, which are complete; and accurately
documented for 1 of 4 residents (Resident #1) reviewed for documentation. Resident #1's electronic
medical record did not contain complete and accurate documentation that LVN B and LVN C recorded
in the March 2026 TAR (Treatment Administration Record) that the resident received wound care on
3/9/26, 3/12/26, 3/15/26, and 3/16/26. This failure could result in residents' records not accurately
documenting interventions, monitoring, and information provided to nursing and medical staff involved
in wound care given to residents.Findings include: Record review of Resident #1's face sheet, dated
3/20/26, reflected an -[AGE] year-old male who was admitted to the facility on [DATE]. Resident #1
had diagnoses which included: dementia (decline in memory cognition), surgical aftercare for
digestive system, HTN (hypertension), muscle wasting, lymphedema (localized swelling) and DM
(diabetes (too much sugar in the blood stream). The RP was listed as: self.Record review of Resident
#1's admissions MDS, dated [DATE], reflected a BIMS score of 14, indicative of no impairment in
cognition. The ADLs for: B/B was incontinent of both; Transfer and Mobility was total care. ROM was
no impairment. Assistive devices: W/C. Record review of Resident# 1's Care Plan, dated 2/27/26,
revealed the goals and interventions included:wound care for pressure ulcers, notify MD for changes,
follow treatment orders, pressure release mattress, supplements, and proteins. Record review of
Resident #1's physician orders, dated March 2026, reflected: the physician's wound orders were:Great
toe left and right (q shift); Left and right heel Tuesday/Thursday/Saturday; and Sacrum q shift and
PRN. Record review of Resident #1's March 2026 TAR reflected wound care was not documented as
follows:Great toe left and right (q shift): not documented 3/7/26, 3/12/26, and 3/15/26, and 3/16/26
[last wound care was 3/17 and documented]Left and right heel T/T/S: not documented 3/7/26,
3/12/26 [last treatment was on 3/17/26 and documented]Sacrum q shift and PRN: not documented
3/7/26, 3/9/26, 3/12/26, 3/15/26, and 3/16/26 [last treatment was 3/17/26 and documented]
Record review of Resident #1's Discharge summary dated [DATE] reflected the resident was sent to
the ER per request of a family member. During an observation and interview on 3/20/26 at 5:30 PM,
Resident #1 was in a hospital medical bed picking at his dinner meal. The resident was alert and
oriented towards person, place, and time. The resident stated he was in the hospital for wound care
treatment. The resident stated the nursing home provided him wound care and his wounds had
improved. However, the resident stated that he might have missed wound care on some days; the
resident could not provide specifics as to the days he had missed wound care. The resident denied
ANE at the nursing home. During an interview on 3/20/26 at 9:30 AM, MD stated Resident #1 had poor
blood circulation around his toes and had developed dead tissues. The MD stated the skin condition
had declined and the resident received daily wound care. The MD stated the resident needed to be
assessed by a surgeon to determine whether the resident was a suitable candidate for surgery. The
MD stated the resident was not neglected around wound care. During an interview on 3/20/26 at 9:35
AM, the DON stated Resident #1 was discharged to hospital on 3/17/26 because his wounds around
(continued on next page)
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the toes were not improving and the family wanted him assessed at the hospital. The DON stated the
family was informed that Resident #1 was a candidate for hospice, but the family refused. The DON
stated the resident was provided with daily wound care and was not neglected. During an interview on
3/20/26 at 11:47 AM, the ADON stated that she had been observing, as an RN, wound care provided to
Resident #1 since his admission [DATE] and sent to the hospital on 3/17/26). The ADON stated
Resident #1 had orders for daily wound care of the sacrum. The ADON stated Resident #1 had a
diagnosis of lymphedema which caused swelling and oozing to both legs. The ADON stated the wound
care orders were for: great toe left and right (q shift-12-hour shifts), left and right heel
Tuesday/Thursday/Saturday and PRN; both legs T/T/S and PRN; sacrum q shift and PRN. The ADON
stated the two nurses responsible for wound care were: LVN B and LVN C. ADON stated she could not
explain why physician orders were not documented for wound care to Resident #1 on 3/7/26, 3/9/26,
3/12/26, 3/15/26 and 3/16/26. ADON stated the family member requested that the resident be sent
to the hospital for an assessment and/or treatment of wounds. ADON stated the family member felt
the resident was declining in health. ADON stated she was not sure whether providing or not providing
wound care as ordered by the physician would have led to a decline in the condition of the wounds.
ADON stated the resident was at an end stage of skin failure for his wounds. ADON stated she
monitored the wound care on 3/16/26 but it was not documented; and she had a photo available to
prove care was done on 3/16/26. During an interview on 3/20/26 at 1:37 PM, Regional RN stated: the
lack of documentation on 3/7/26 wound care in the TAR was due to resident being in the hospital for
a fall without injury; and the resident returned on 3/8/26. The Regional RN stated on 3/9/26, LVN B
had stated to him that wound care was done but not documented. Regional RN stated he had no
explanation for the non-documentation on 3/12, and 3/15. Regional RN stated the wound care was
done on the 3/16 at 12:09 PM and witnessed by the ADON but not documented. During an interview on
3/20/26 at 1:47 PM, LVN A stated she witnessed LVN C provide wound care on 3/12/26 but was not
certain whether the March TAR was documented. During telephone interview on 3/20/26 at 2:10 PM,
LVN B stated: she put a wound patch on one of Resident #1's wounds on 3/9/26 but did not document
the TAR because she forgot. During phone interview on 3/20/26 at 3:11 PM, the Wound NP stated the
resident was dying but the family did not want to place the resident under hospice care. The NP
stated her expectation was for nursing staff to follow physicians' orders and document the clinical
record. The NP stated she could not explain the dates wound care was not documented. The NP
stated the resident refused facility meals and only took limited amounts of liquids which made him
susceptible to more wounds or worsening wounds. NP stated the family on 3/17/26 insisted on
Resident #1 going to the ER because the resident stated to a family member, he could not feel his
legs. During interview on 3/20/26 at 3:30 PM, the DON stated based on the timeline of wound care by
MD orders the following occurred:---3/7/26 resident was in the hospital for fall without injury for
observation and tests (resident hit his head on floor unwitnessed, not reportable to HHSC) and wound
care was not documented.---3/9/26 wound care done to the sacrum but not documented; DON stated
she heard LVN B tell the night nurse to observe for the patch to the sacrum because the resident was
having loose stools.---3/12/26, 3/15/26 the DON stated LVN C told her wound care was done but not
documented.---3/16/26 wound care was done by LVN C and witnessed by the ADON but not
documented. The DON stated she could not give an explanation why LVN C did not document wound
care on 3/12, 3/15 and 3/16 on the TAR March 2026. DON stated the Wound Nurse NP visited the
facility weekly. The DON stated based on her best knowledge wound care was provided to Resident
#1 on 3/9/26, 3/12/26, 3/15/26, and 3/16/26 but not documented. The DON stated she expected
nurses to document care and the two nurses (LVN B and LVN C) that provided wound care to
Resident #1 were competent in documentation. During an interview on 3/20/26 at 5:35 PM, hospital
RN D stated the resident was admitted to the hospital for debridement of wounds to the toes, heels,
and sacrum. The RN stated that she saw no neglect of care at the nursing home based on hospital
progress notes. RN stated that the resident sometimes refused medications in the hospital and did not
(continued on next page)

32676301

06/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

676301 03/21/2026

Avir at Schertz 3301 Fm 3009
Schertz, TX 78154

F 0842

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

eat all his food. During an interview on 3/20/26 at 5:37 PM, hospital RN E stated the resident was
admitted for follow-up wound care. RN stated the resident had a lot of necrotic issues to his wounds.
The RN stated the resident was at times non-compliant in accepting his medications. The RN read the
hospital admissions notes and it stated there was no neglect mentioned in the notes involving any
wound care at the nursing home. Record review of Resident #1's photo of sacrum area taken by the
ADON on 3/16/26 reflected photo of the sacrum as proof wound care was done on 3/16/26. Record
review of Text message dated 3/20/26 at 3:50 PM from LVN C stated that she did wound care for
Resident #1 on 3/12/26, 3/15/26 and 3/16/26. Record review of facility's Nurse
Orientation/Competency Checklist undated reflected the competency of Charting/POC/ Dashboards
for LVN B (1/29/26) and LVN C (3/17/26). Record review of facility's Charting and Documentation
policy undated, read All services provided to the resident, progress toward the care plan goals, or any
changes in the resident's medical, physical, functional or psychosocial condition, shall be documented
in the resident's medical record.
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