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20000 Initial Comments

*****ATTENTION******

20000

NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 144A.10,
this correction order has been issued pursuant to a
survey. If, upon reinspection, it is found that the
deficiency or deficiencies cited herein are not
corrected, a fine for each violation not corrected
shall be assessed in accordance with a schedule of
fines promulgated by rule of the Minnesota Department
of Health.

Determination of whether a violation has been corrected
requires compliance with all requirements of the rule
provided at the tag number and MN Rule number indicated
below. When a rule contains several items, failure to
comply with any of the items will be considered lack of
compliance. Lack of compliance upon re-inspection with
any item of multi-part rule will result in the
assessment of a fine even if the item that was violated
during the initial inspection was corrected.

You may request a hearing on any assessments that may
result from non-compliance with these orders provided
that a written request is made to the Department within
15 days of receipt of a notice of assessment for
non-compliance.

INITIAL COMMENTS:

On 3/26/26, a complaint survey was conducted at your
facility by surveyors from the Minnesota Department of
Health (MDH). Your facility was NOT in compliance with
the MN State Licensure, and the following licensing
order(s) were issued. Please indicate in your
electronic plan of correction you have reviewed these
orders and identify the date when they will be
completed.
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Office of Primary Care and Health Systems Management
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20000 Continued from page 1

The following complaints were reviewed. H51899400C
(Intake 2962443) with a licensing order issued at 0625,
0875.

20000
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(X5)
COMPLETION

DATE

Minnesota Department of Health is documenting the State
Licensing Correction Orders using Federal software. Tag
numbers have been assigned to Minnesota state
statutes/rules for Nursing Homes. The assigned tag
number appears in the far-left column entitled "ID
Prefix Tag." The state statute/rule out of compliance
is listed in the "Summary Statement of Deficiencies"
column and replaces the "To Comply" portion of the
correction order. This column also includes the
findings which are in violation of the state statute
after the statement, "This Rule is not met as evidence
by." Following the surveyor’s findings are the
Suggested Method of Correction and Time Period for
Correction.

You have agreed to participate in the electronic
receipt of State licensure orders consistent with the
Minnesota Department of Health Informational Bulletin
14-01, available at
https://www.health.state.mn.us/facilities/regulation/in
fobulletins/ib14_1.html The State licensing orders are
delineated on the attached Minnesota Department of
Health orders being submitted to you electronically.
Although no plan of correction is necessary for State
Statutes/Rules, please enter the word "CORRECTED" in
the box available for text. You must then indicate in
the electronic State licensure process, under the
heading completion date, the date your orders will be
corrected prior to electronically submitting to the
Minnesota Department of Health. The facility is
enrolled in ePOC and therefore a signature is not
required at the bottom of the first page of state form.

PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH
STATES, "PROVIDER'S PLAN OF CORRECTION." THIS APPLIES
TO FEDERAL DEFICIENCIES ONLY. THIS WILL APPEAR ON EACH
PAGE.

20625 Clinical Record Contents; In General 20625 Corrected

CFR(s): MN Rule 4658.0450 Subp. 1 A-P

Subpart 1. In general. Each resident's clinical record,
including nursing notes, must include:

A. the condition of the resident at the time of

STATE FORM Event ID: 22C023-H1 Facility ID: 00102

04/15/2026
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20625 Continued from page 2
admission;

20625

B. temperature, pulse, respiration, and blood pressure,
according to part 4658.0520,

subpart 2, item I;

C. the resident's height and weight, according to part
4658.0520, subpart 2, item J;

D. the resident's general condition, actions, and
attitudes;

E. observations, assessments, and interventions
provided by all disciplines responsible

for care of the resident, with the exception of
confidential communications with

religious personnel;

F. significant observations on, for example, behavior,
orientation, adjustment to the

nursing home, judgment, or moods;

G. date, time, quantity of dosage, and method of
administration of all medications, and

the signature of the nurse or authorized persons who
administered the medication;

H. a report of a tuberculin test within the three
months prior to admission, as described

in part 4658.0810;

I. reports of laboratory examinations;

J. dates and times of all treatments and dressings;

K. dates and times of visits by all licensed health
care practitioners;

L. visits to clinics or hospitals;

M. any orders or instructions relative to the
comprehensive plan of care;

N. any change in the resident's sleeping habits or
appetite;

O. pertinent factors regarding changes in the
resident's general conditions; and

STATE FORM Event ID: 22C023-H1 Facility ID: 00102 If continuation sheet Page 3 of 12
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P. results of the initial comprehensive resident
assessment and all subsequent

comprehensive assessments as described in part
4658.0400.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on interview and record review, the facility
failed to maintain medical records that are accurately
documented for five of six residents (R1, R2, R3, R5,
and R6) when their weekly bath audits did not indicate
wounds that they were being treated for.
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(X5)
COMPLETION
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Findings include:

R1’s minimum data set (MDS) dated 3/17/26 indicated R1
was admitted to the facility on 7/11/25 with a primary
diagnosis of unspecified dementia with other behavioral
disturbances. R1’s additional diagnoses included
vascular dementia without behavioral disturbance,
acquired absence of left leg above knee, acquired
absence of right leg above knee, vascular disease, and
reduced mobility. R1 had no ulcers, wounds, or skin
problems.

R1’s weekly bath audit dated 3/17/26 indicated under
the title Skin Status i.e., bruises, skin tears,
rashes, redness, blisters, or any other open areas. R1
had non-tender lymph nodes observed on right upper hip.

R1’s weekly bath audit dated 3/24/26 indicated under
the title Skin Status i.e., bruises, skin tears,
rashes, redness, blisters, or any other open areas. R1
did not have any new or old skin alterations.

R1’s wound documentation indicated R1 was receiving
treatment on his stage four pressure ulcer/injury on
his right above the knee amputation from 3/23/26
through 3/25/26.

R2’s MDS dated 3/4/26 indicated R2 was admitted to the
facility on 10/18/24 with a primary diagnosis of
paraplegia. R2’s additional diagnoses included
pressure-induced deep tissue damage of left hip,
pressure ulcer of other site, pressure ulcer of other
site stage three, pressure ulcer of right ankle stage
three, pressure ulcer of left hip stage four, pressure

STATE FORM Event ID: 22C023-H1 Facility ID: 00102 If continuation sheet Page 4 of 12
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ulcer of right heel stage four, and pressure ulcer of
left heel stage three.

20625
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R2’s weekly bath audits dated 1/7/26, 1/14/26, 1/21/26,
1/28/26, 2/4/26, 2/18/26, 2/25/26, 3/4/26, 3/11/26, and
3/18/26 indicated R2 did not have any new or old skin
alterations.

R2’s wound documentation indicated R2 was receiving
treatment for his open lesion on his right Achillies on
1/5/26, 1/12/26, 2/2/26, 2/9/26, 2/16/26, 2/23/26,
3/7/26, 3/9/26, 3/16/26, and 3/23/26. R2 was receiving
treatment for stage three pressure ulcers on his right
heel on 1/5/26, 1/12/26, 1/19/26, 1/26/26, 2/2/26,
2/9/26, 2/16/26, 2/23/26, 3/7/26, 3/9/26, 3/16/26, and
3/23/26. R2 was receiving treatment for his left shin
wound on 3/9/26 and 3/23/26. R2 was receiving treatment
for his stage three right medial calf wound on 1/5/26,
1/12/26, 1/19/26, 1/26/26, 2/2/26, 2/9/26, 2/16/26,
2/23/26, 3/7/26, 3/9/26, and 3/23/26. R2 was receiving
treatment for his unstageable right medial malleolus
wound on 1/5/26, 1/12/26, 1/19/26, 1/26/26, 2/2/26,
2/9/26, 2/16/26, 2/23/26, 3/7/26, 3/9/26, 3/16/26, and
3/23/26. R2 was receiving treatment for his stage three
left heel pressure ulcer/injury on 1/5/26, 1/12/26,
1/19/26, 1/26/26, 2/2/26, 2/9/26, 2/16/26, 2/23/26,
3/7/26, 3/9/26, 3/16/26, 3/21/26, and 3/23/26.

R3’s MDS dated 1/7/26 indicated R3 was admitted to the
facility on 4/26/24 with a primary diagnosis of
malignant neoplasm of prostate. R3’s additional
diagnoses included pressure ulcer of left heel stage
three, pressure ulcer of other site stage three,
pressure ulcer of other site unspecified stage, and
pressure ulcer of sacral region stage four.

R3’s weekly bath audit dated 3/25/26 indicated R3 did
not have any new or old skin alterations.

R3’s wound document indicated R3 received treatment to
his right heel pressure ulcer/injury on 3/23/26.

R5’s MDS dated 12/24/25 indicated R5 was admitted to
the facility on 6/25/25 with a primary diagnosis of
type two diabetes mellitus with other skin ulcers. R5’s
additional diagnoses included pressure-induced deep
tissue damage of left ankle, pressure ulcer of left
heel stage four, and non-pressure chronic ulcer of
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other part of left foot with other specified severity.
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R5’s weekly bath audits dated 2/10/26, 2/17/26, 3/3/26,
3/17/26, and 3/24/26 indicated R5 did not have any new
or old skin alterations.

R5’s wound documentation indicated R5 received
treatment for his diabetic ulcer on left heel on
2/9/26, 2/23/26, 3/2/26, 3/16/26, 3/23/26, and 3/25/26.
R5 received treatment for his diabetic ulcer on left
medial calf on 2/23/26, 3/2/26, 3/9/26, 3/16/29,
3/23/26, and 3/25/26.

R6’s MDS dated 2/27/26 indicated R6 was admitted to the
facility on 8/20/25 with a primary diagnosis of end
stage renal disease. R6’s additional diagnosis included
peripheral vascular disease.

R6’s weekly bath audits dated 1/8/26, 1/15/26, 1/22/26,
2/5/26, 2/12/26, 2/19/26, and 3/12/26 indicated R6 did
not have any new or old skin alterations.

R6’s wound documentation indicated R6 received
treatment for his unstageable pressure ulcer/injury to
his left dorsum second digit on 1/26/26, 2/2/26,
2/16/26, 2/23/26, 3/2/26, 3/9/26, 3/16/26, and 3/23/26.
R6 received treatment for an abscess on his coccyx on
1/5/26, 1/12/26, 1/26/26, 2/2/26, 2/9/26, 2/16/26,
2/23/26, 3/2/26, 3/9/26, 3/16/26, and 3/23/26.

During an interview on 3/26/26 at 11:24 a.m.,
registered nurse (RN)-A stated she was unsure why R1’s
skin alterations were not documented on the weekly bath
audit on 3/24/26. RN-A stated that education would be
provided to the nurse who completed the bath audit.

During an interview on 3/26/26 at 1:10 p.m., licensed
practical nurse (LPN)-B stated when a resident takes a
bath, the nursing aid will alert the nurse who will
complete the skin audit. The nurse will check for
redness, swelling, and open wounds. If there are any
new skin alterations, she would note that on the weekly
bath audit. If there are no new skin alterations, LPN-B
stated she would chart “nothing new”.

During an interview on 3/26/26 at 1:12 p.m., RN-C

STATE FORM Event ID: 22C023-H1 Facility ID: 00102 If continuation sheet Page 6 of 12
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20625 Continued from page 6
stated when a resident is taking a bath, they would
complete the weekly skin audit. If RN-C found a new
wound or skin alteration, she would make a report in
risk management.

20625
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During an interview on 3/26/26 at 1:33 p.m., LPN-C
stated when she is completing a skin audit on a
resident, she is looking for any marks under the
breasts, under the arms, groin, buttocks, and feet. If
there is a new wound, she would document that in the
weekly bath audit.

During an interview on 3/26/26 at 1:40 p.m., LPN-E
stated when a resident is taking a bath, they would
complete the resident’s weekly bath audit. LPN-E stated
she would document what she found on the resident’s
skin on the weekly bath audit.

During an interview on 3/26/26 at 1:46 p.m., LPN-D
stated the nurse will check a resident’s skin when the
resident is taking a nap. If the resident has a new or
old wound, LPN-D would document that on the weekly bath
audit.

During an interview on 3/26/26 at 4:22 p.m., RN-D
stated any new or existing wound should be noted on the
weekly bath audit. RN-D stated before “three months
ago” staff was instructed not to put the existing
wounds on the weekly bath audits, but nurses are now
expected to note both new and existing wounds on the
weekly bath audit.

A policy on weekly bath audits was requested and none
was received.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing
or designated person to determine how the deficiency
occurred, review policies and procedures, revise as
necessary, educated staff on revisions, and monitor to
ensure compliance.

20875

TIME PERIOD FOR CORRECTION: Twenty-One (21) days.

Adequate and Proper Nursing Care; Monitor TPR

CFR(s): MN Rule 4658.0520 Subp. 2 I

20875 Corrected 04/15/2026
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20875 Continued from page 7
Subp. 2. Criteria for determining adequate and proper
care. The criteria for determining adequate and proper
care include:

20875

I. Monitoring resident temperature, pulse, respiration,
and blood pressure as often as indicated by the
resident's condition but at least weekly.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on interview and record review, the facility
failed to treat a wound when first discovered for one
of one resident (R1) when the facility staff identified
a wound on 3/16/26, applied a dressing, and then
notified the provider and initiated treatment on
3/23/26.

Findings include:

R1’s provider encounter note dated 3/4/26 did not
include a skin assessment of R1.

R1’s minimum data set (MDS) dated 3/17/26 indicated R1
was admitted to the facility on 7/11/25 with a primary
diagnosis of unspecified dementia with other behavioral
disturbances. R1’s additional diagnoses included
vascular dementia without behavioral disturbance,
acquired absence of left leg above knee, acquired
absence of right leg above knee, vascular disease, and
reduced mobility. R1 had no ulcers, wounds, or skin
problems.

R1’s weekly bath audit dated 3/17/26 indicated under
the title Skin Status i.e., bruises, skin tears,
rashes, redness, blisters, or any other open areas. R1
had non-tender lymph nodes observed on right upper hip.

R1’s progress note dated 3/23/26 indicated R1 had a new
skin issue located right above his knee on his
amputation site. This wound was staged at a stage four
pressure ulcer/injury with full thickness skin and
tissue loss. The progress note indicated R1’s bone was
exposed and had erythema/edema. The wound was measured
1.56 centimeters (cm) in length and 1.64 cm wide. The
wound had 29% granulation and 80% slough. There was
moderate amount of serosanguineous exudate. The
progress note indicated the dressing was intake and
there was 26%-75% dressing saturation.

PROVIDER'S PLAN OF CORRECTION
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CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)
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R1’s provider order dated 3/23/26 indicated registered
nurse (RN)-B called NP indicating R1 had an ulcer on
his right stump and there was slough at wound bed and
exposed bone. NP ordered doxycycline monohydrate 100
milligrams (mg) by mouth twice a day for seven days for
an infection of the skin and/or soft tissue.

20875

R1’s skin issues assessment dated 3/23/26 indicated R1
had a new would to his above the knee amputation stump.
The wound measured 1.56 by 1.64, and the wound bed is
20% granulation and 80% slough with a small area of
exposed bone. There was erythema to the peri wound with
no order or pain. The assessment indicated R1’s wound
was a stage four pressure ulcer/injury with
full-thickness skin and tissue loss. R1’s dressing
appeared intact, and the dressing had moderate amount
of saturation.

R1’s progress note dated 3/23/26 indicated R1 had a new
would to his above the knee amputation stump. The wound
measured 1.56 by 1.64, and the wound bed is 20%
granulation and 80% slough with a small area of exposed
bone. There was erythema to the peri wound with no
order or pain. The nurse practitioner (NP) was updated
and reviewed the picture, and determined the wound was
a diabetic ulcer with R1’s peripheral vascular disease
and severe protein-calorie malnutrition as contributing
factors. NP ordered doxycycline for possible cellulitis
due to the erythema. Wound order treatment consisted of
UrgoTul Ag, calcium alginate, and a bordered foam
dressing. R1’s guardian was updated.

R1’s medication admission record (MAR) dated 3/23/26
indicated R1 would receive Doxycycline Monohydrate 100
mg by mouth twice a day for infection of the skin
and/or soft tissue for seven days. This order was
marked completed on 3/23/26 at 8:00 p.m., 3/24/26 at
9:00 a.m. and 8:00 p.m., 3/25/26 at 9:00 a.m. and 8:00
p.m., and 3/26/26 at 9:00 a.m.

R1’s MAR dated 3/24/26 indicated the nurse would
provide wound treatment to right stump daily and as
needed by cleansing with Vashe and let moistened gauze
remain on would bed for 3 minutes, apply skin prep to
peri wound, place UrgoTul on wound bed followed by
calcium alginate and cover with a bordered form
dressing. This order was marked and completed on
3/24/26 and 3/25/26.
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R1’s weekly bath audit dated 3/24/26 under the title
Skin Status R1 had no new skin alterations i.e.,
bruises, skin tears, rashes, redness, blisters, or any
other open areas.

20875
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During an interview on 3/26/26 at 8:30 a.m., guardian-A
indicated he was notified about the wound during a care
conference on 3/23/26. Guardian-A indicated there was a
progress note in R1’s medical records between 3/21/26
and 3/22/26 about R1’s wound.

During an interview on 3/26/26 at 9:34 a.m., licensed
practical nurse (LPN)-A stated if she saw a resident
had a wound, she would let the provider know right away
and get treatment orders.

During an interview on 3/26/26 at 11:24 a.m., RN-B
stated she received a note on 3/22/26 that R1 had a
wound on his right stump and RN-B had assessed it on
3/23/26. After RN-B assessed the wound, RN-B had a care
conference with guardian-A.

During an interview on 3/26/26 at 1:10 p.m., LPN-B
stated she had discovered the wound on 3/23/26. LPN-B
was providing cares for R1 when she saw the wound
dressing on his stump, the dressing was dated 3/16/26,
but there were no initials to indicate who applied the
dressing. LPN-B asked other nurses working if they had
noticed the wound on R1’s stump and none of the other
nurses knew about the wound.

During an interview on 3/26/26 at 1:12 p.m., RN-C
stated she worked the overnight shift on 3/16/26,
3/17/26, 3/18/26, and 3/19/26. RN-C stated she did not
notice a wound on R1’s stump during any of her shifts.
If she found a resident had a wound, she would contact
the provider and then use the house standing orders for
treatment while she waited for treatment from the
provider.

During an interview on 3/26/26 at 1:33 p.m., LPN-C
stated she worked the evening shift on 3/16/26,
3/17/26, 3/18/26, and 3/20/26 and she did not notice a
wound on R1’s stump during any of her shifts. If she
discovered a wound on a resident, she would assess the
wound, then contact the provider for treatment and
update the family.
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During an interview on 3/26/26 at 1:40 p.m., LPN-E
stated she worked with R1 on the evening of 3/16/26.
LPN-E stated she did not see any dressing applied to
R1’s stump.

20875
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During an interview on 3/26/26 at 1:46 p.m., LPN-D
stated she worked with R1 on 3/16/26 during the day
shift and she did not see R1’s wound on 3/16/26. LPN-D
stated she did recall seeing a band-aid with a date on
his stump during her shift but could not recall the
date noted.

During an interview on 3/26/26 at 2:00 p.m., LPN-A
stated she did not see R1’s wound when she worked on
3/16/26 because she was not looking for a wound. LPN-A
stated she did not know how or who applied R1’s
dressing on 3/16/26.

During an interview on 3/26/26 at 2:15 p.m., RN-B
stated when she assessed R1’s wound on 3/23/26, there
had already been a dressing on the wound. RN-B did not
recall where the dressing came from or who applied
dressing on the wound. RN-B stated the dressing had a
date of 3/16/26 but did not have initials of the staff
member who applied the dressing.

During an interview on 3/26/26 at 4:22 p.m., RN-D
stated it is the expectation that when a nurse
discovers a wound, the nurse would notify the provider
the day the wound was found and then treat the wound
based on what the provider orders. RN-D stated the
wound should be assessed at the duration the provider
orders.

The facility’s Standing Orders for Skilled Nursing
Facility revised in 2025 indicated if the facility
wound management process was not available staff should
assess all wounds and dressings daily and change
dressings every three days and as needed. The Standing
Orders indicated the nurse could treat the wound with
normal saline or non-cytotoxic wound cleaner and cover
with a non-adherent dressing and secure appropriate
cover dressing while avoiding tape to the skin. Staff
should notify the provider the next business day of a
new wound or injury.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing
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or designated person to determine how the deficiency
occurred, review policies and procedures, revise as
necessary, educated staff on revisions, and monitor to
ensure compliance.

20875

TIME PERIOD FOR CORRECTION: Twenty-One (21) days.
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F0000 INITIAL COMMENTS

On 3/26/26, a standard abbreviated survey was conducted
at your facility. Your facility was NOT in compliance
with the requirements of 42 CFR 483, Subpart B,
Requirements for Long Term Care Facilities.

F0000
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04/15/2026

The following complaints were reviewed. H51899400C
(Intake 2962443) with a deficiency issued at F684, and
F842.

The facility's plan of correction (POC) will serve as
your allegation of compliance upon the Departments
acceptance. Because you are enrolled in ePOC, your
signature is not required at the bottom of the first
page of the CMS-2567 form. Your electronic submission
of the POC will be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an onsite
revisit of your facility may be conducted to validate
that substantial compliance with the regulations has
been attained.

F0684
SS = G

Quality of Care

CFR(s): 483.25

§ 483.25 Quality of care

Quality of care is a fundamental principle that applies
to all treatment and care provided to facility
residents. Based on the comprehensive assessment of a
resident, the facility must ensure that residents
receive treatment and care in accordance with
professional standards of practice, the comprehensive
person-centered care plan, and the residents' choices.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and record review, the facility
failed to treat a wound when first discovered for one
of one resident (R1) when the facility staff identified
a wound on 3/16/26, applied a dressing, and then
notified the provider and initiated treatment on

F0684 R1 had a skin check performed, a comprehensive skin
review completed, a risk management incident initiated
to identify root cause and a new Braden assessment
completed. R1 orders and care plan were reviewed and
updated as needed. Provider and guardian were made
aware of skin status. All current residents that score
high risk for skin breakdown, their most recent weekly
bath audit and skin was assessed, orders and care plan
reviewed and updated as needed. Future residents who
admit and have wounds develop will have new wound
orders initiated timely and provider and resident
representative notified.

Licensed nurses and nurse aides will be in-serviced on
Weekly Skin Care Policy with focus on items 6 and 7
that full visual inspection of the skin will occur
along with any new or ineffectively managed skin
problems will be referred to the appropriate health
professional. In addition, licensed nurses will be
in-serviced on the Standing Orders for Nursing
Facilities that permit the nurse to initiate treatment

04/15/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Continued from page 1
3/23/26.

Findings include:

R1’s provider encounter note dated 3/4/26 did not
include a skin assessment of R1.

R1’s minimum data set (MDS) dated 3/17/26 indicated R1
was admitted to the facility on 7/11/25 with a primary
diagnosis of unspecified dementia with other behavioral
disturbances. R1’s additional diagnoses included
vascular dementia without behavioral disturbance,
acquired absence of left leg above knee, acquired
absence of right leg above knee, vascular disease, and
reduced mobility. R1 had no ulcers, wounds, or skin
problems.

ID
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F0684 Continued from page 1
orders for wounds and that the provider must be
notified the next business day.

Director of Nursing and/or designee is responsible for
compliance.

Audits on weekly bath audits for new and existing wound
identification, new wound treatment order and
provider/resident representative notification to begin
weekly x 3 weeks then monthly to ensure sustained
compliance.

Audit results will be reviewed by the Administrator,
and the Administrator will take the audit results to
QAPI for review and recommendation.

Compliance: 04/15/2026

(X5)
COMPLETION

DATE

R1’s weekly bath audit dated 3/17/26 indicated under
the title Skin Status i.e., bruises, skin tears,
rashes, redness, blisters, or any other open areas. R1
had non-tender lymph nodes observed on right upper hip.

R1’s progress note dated 3/23/26 indicated R1 had a new
skin issue located right above his knee on his
amputation site. This wound was staged at a stage four
pressure ulcer/injury with full thickness skin and
tissue loss. The progress note indicated R1’s bone was
exposed and had erythema/edema. The wound was measured
1.56 centimeters (cm) in length and 1.64 cm wide. The
wound had 29% granulation and 80% slough. There was
moderate amount of serosanguineous exudate. The
progress note indicated the dressing was intake and
there was 26%-75% dressing saturation.

R1’s provider order dated 3/23/26 indicated registered
nurse (RN)-B called NP indicating R1 had an ulcer on
his right stump and there was slough at wound bed and
exposed bone. NP ordered doxycycline monohydrate 100
milligrams (mg) by mouth twice a day for seven days for
an infection of the skin and/or soft tissue.

R1’s skin issues assessment dated 3/23/26 indicated R1
had a new would to his above the knee amputation stump.
The wound measured 1.56 by 1.64, and the wound bed is
20% granulation and 80% slough with a small area of
exposed bone. There was erythema to the peri wound with
no order or pain. The assessment indicated R1’s wound
was a stage four pressure ulcer/injury with

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22C023-H1 Facility ID: 00102 If continuation sheet Page 2 of 10
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Continued from page 2
full-thickness skin and tissue loss. R1’s dressing
appeared intact, and the dressing had moderate amount
of saturation.
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R1’s progress note dated 3/23/26 indicated R1 had a new
would to his above the knee amputation stump. The wound
measured 1.56 by 1.64, and the wound bed is 20%
granulation and 80% slough with a small area of exposed
bone. There was erythema to the peri wound with no
order or pain. The nurse practitioner (NP) was updated
and reviewed the picture, and determined the wound was
a diabetic ulcer with R1’s peripheral vascular disease
and severe protein-calorie malnutrition as contributing
factors. NP ordered doxycycline for possible cellulitis
due to the erythema. Wound order treatment consisted of
UrgoTul Ag, calcium alginate, and a bordered foam
dressing. R1’s guardian was updated.

R1’s medication admission record (MAR) dated 3/23/26
indicated R1 would receive Doxycycline Monohydrate 100
mg by mouth twice a day for infection of the skin
and/or soft tissue for seven days. This order was
marked completed on 3/23/26 at 8:00 p.m., 3/24/26 at
9:00 a.m. and 8:00 p.m., 3/25/26 at 9:00 a.m. and 8:00
p.m., and 3/26/26 at 9:00 a.m.

R1’s MAR dated 3/24/26 indicated the nurse would
provide wound treatment to right stump daily and as
needed by cleansing with Vashe and let moistened gauze
remain on would bed for 3 minutes, apply skin prep to
peri wound, place UrgoTul on wound bed followed by
calcium alginate and cover with a bordered form
dressing. This order was marked and completed on
3/24/26 and 3/25/26.

R1’s weekly bath audit dated 3/24/26 under the title
Skin Status R1 had no new skin alterations i.e.,
bruises, skin tears, rashes, redness, blisters, or any
other open areas.

During an interview on 3/26/26 at 8:30 a.m., guardian-A
indicated he was notified about the wound during a care
conference on 3/23/26. Guardian-A indicated there was a
progress note in R1’s medical records between 3/21/26
and 3/22/26 about R1’s wound.

During an interview on 3/26/26 at 9:34 a.m., licensed
practical nurse (LPN)-A stated if she saw a resident
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had a wound, she would let the provider know right away
and get treatment orders.

F0684

During an interview on 3/26/26 at 11:24 a.m., RN-B
stated she received a note on 3/22/26 that R1 had a
wound on his right stump and RN-B had assessed it on
3/23/26. After RN-B assessed the wound, RN-B had a care
conference with guardian-A.

During an interview on 3/26/26 at 1:10 p.m., LPN-B
stated she had discovered the wound on 3/23/26. LPN-B
was providing cares for R1 when she saw the wound
dressing on his stump, the dressing was dated 3/16/26,
but there were no initials to indicate who applied the
dressing. LPN-B asked other nurses working if they had
noticed the wound on R1’s stump and none of the other
nurses knew about the wound.

During an interview on 3/26/26 at 1:12 p.m., RN-C
stated she worked the overnight shift on 3/16/26,
3/17/26, 3/18/26, and 3/19/26. RN-C stated she did not
notice a wound on R1’s stump during any of her shifts.
If she found a resident had a wound, she would contact
the provider and then use the house standing orders for
treatment while she waited for treatment from the
provider.

During an interview on 3/26/26 at 1:33 p.m., LPN-C
stated she worked the evening shift on 3/16/26,
3/17/26, 3/18/26, and 3/20/26 and she did not notice a
wound on R1’s stump during any of her shifts. If she
discovered a wound on a resident, she would assess the
wound, then contact the provider for treatment and
update the family.

During an interview on 3/26/26 at 1:40 p.m., LPN-E
stated she worked with R1 on the evening of 3/16/26.
LPN-E stated she did not see any dressing applied to
R1’s stump.

During an interview on 3/26/26 at 1:46 p.m., LPN-D
stated she worked with R1 on 3/16/26 during the day
shift and she did not see R1’s wound on 3/16/26. LPN-D
stated she did recall seeing a band-aid with a date on
his stump during her shift but could not recall the
date noted.
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During an interview on 3/26/26 at 2:00 p.m., LPN-A
stated she did not see R1’s wound when she worked on
3/16/26 because she was not looking for a wound. LPN-A
stated she did not know how or who applied R1’s
dressing on 3/16/26.

F0684
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During an interview on 3/26/26 at 2:15 p.m., RN-B
stated when she assessed R1’s wound on 3/23/26, there
had already been a dressing on the wound. RN-B did not
recall where the dressing came from or who applied
dressing on the wound. RN-B stated the dressing had a
date of 3/16/26 but did not have initials of the staff
member who applied the dressing.

During an interview on 3/26/26 at 4:22 p.m., RN-D
stated it is the expectation that when a nurse
discovers a wound, the nurse would notify the provider
the day the wound was found and then treat the wound
based on what the provider orders. RN-D stated the
wound should be assessed at the duration the provider
orders.

The facility’s Standing Orders for Skilled Nursing
Facility revised in 2025 indicated if the facility
wound management process was not available staff should
assess all wounds and dressings daily and change
dressings every three days and as needed. The Standing
Orders indicated the nurse could treat the wound with
normal saline or non-cytotoxic wound cleaner and cover
with a non-adherent dressing and secure appropriate
cover dressing while avoiding tape to the skin. Staff
should notify the provider the next business day of a
new wound or injury.

F0842
SS = E

Resident Records - Identifiable Information

CFR(s): 483.20(f)(5),483.70(h)(1)-(5)

§483.20(f)(5) Resident-identifiable information.

(i) A facility may not release information that is
resident-identifiable to the public.

(ii) The facility may release information that is
resident-identifiable to an agent only in accordance
with a contract under which the agent agrees not to use
or disclose the information except to the extent the
facility itself is permitted to do so.

F0842 R1, R2, R3, R5 had a skin check performed and R1, R2,
R3, R5 skin concerns were recorded on the weekly bath
audit. R6 has since been discharged from the facility.
All current and future residents will continue to have
a weekly bath audit completed and the weekly audit will
include new and existing wounds per facility policy.

Licensed nurses and nurse aides will be in-serviced on
Weekly Skin Care Policy updated 04/10/2026 with focus
on items 6 and 7 that full visual inspection of the
skin will occur along with any new or ineffectively
managed skin problems will be referred to the
appropriate health professional. New and old skin
concerns will be documented on the weekly bath audit.

04/15/2026

§483.70(h) Medical records.
Director of Nursing and/or designee is responsible for
compliance.
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Continued from page 5

§483.70(h)(1) In accordance with accepted professional
standards and practices, the facility must maintain
medical records on each resident that are-

(i) Complete;

(ii) Accurately documented;

(iii) Readily accessible; and

(iv) Systematically organized
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F0842 Continued from page 5

Audits on weekly bath audits for new and existing wound
identification, new wound treatment order and
provider/resident representative notification to begin
weekly x 3 weeks then monthly to ensure sustained
compliance.

Audit results will be reviewed by the Administrator,
and the Administrator will take the audit results to
QAPI for review and recommendation.

Compliance: 04/15/2026

(X5)
COMPLETION

DATE

§483.70(h)(2) The facility must keep confidential all
information contained in the resident's records,

regardless of the form or storage method of the
records, except when release is-

(i) To the individual, or their resident representative
where permitted by applicable law;

(ii) Required by Law;

(iii) For treatment, payment, or health care
operations, as permitted by and in compliance with 45
CFR 164.506;

(iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, organ donation purposes,
research purposes, or to coroners, medical examiners,
funeral directors, and to avert a serious threat to
health or safety as permitted by and in compliance with
45 CFR 164.512.

§483.70(h)(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70(h)(4) Medical records must be retained for-

(i) The period of time required by State law; or

(ii) Five years from the date of discharge when there
is no requirement in State law; or

(iii) For a minor, 3 years after a resident reaches
legal age under State law.
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§483.70(h)(5) The medical record must contain-

(i) Sufficient information to identify the resident;

(ii) A record of the resident's assessments;

(iii) The comprehensive plan of care and services
provided;

(iv) The results of any preadmission screening and
resident review evaluations and determinations
conducted by the State;

(v) Physician's, nurse's, and other licensed
professional's progress notes; and

(vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and record review, the facility
failed to maintain medical records that are accurately
documented for five of six residents (R1, R2, R3, R5,
and R6) when their weekly bath audits did not indicate
wounds that they were being treated for.

Findings include:

F0842

R1’s minimum data set (MDS) dated 3/17/26 indicated R1
was admitted to the facility on 7/11/25 with a primary
diagnosis of unspecified dementia with other behavioral
disturbances. R1’s additional diagnoses included
vascular dementia without behavioral disturbance,
acquired absence of left leg above knee, acquired
absence of right leg above knee, vascular disease, and
reduced mobility. R1 had no ulcers, wounds, or skin
problems.

R1’s weekly bath audit dated 3/17/26 indicated under
the title Skin Status i.e., bruises, skin tears,
rashes, redness, blisters, or any other open areas. R1
had non-tender lymph nodes observed on right upper hip.

R1’s weekly bath audit dated 3/24/26 indicated under
the title Skin Status i.e., bruises, skin tears,
rashes, redness, blisters, or any other open areas. R1
did not have any new or old skin alterations.

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE
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R1’s wound documentation indicated R1 was receiving
treatment on his stage four pressure ulcer/injury on
his right above the knee amputation from 3/23/26
through 3/25/26.

F0842

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
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APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

R2’s MDS dated 3/4/26 indicated R2 was admitted to the
facility on 10/18/24 with a primary diagnosis of
paraplegia. R2’s additional diagnoses included
pressure-induced deep tissue damage of left hip,
pressure ulcer of other site, pressure ulcer of other
site stage three, pressure ulcer of right ankle stage
three, pressure ulcer of left hip stage four, pressure
ulcer of right heel stage four, and pressure ulcer of
left heel stage three.

R2’s weekly bath audits dated 1/7/26, 1/14/26, 1/21/26,
1/28/26, 2/4/26, 2/18/26, 2/25/26, 3/4/26, 3/11/26, and
3/18/26 indicated R2 did not have any new or old skin
alterations.

R2’s wound documentation indicated R2 was receiving
treatment for his open lesion on his right Achillies on
1/5/26, 1/12/26, 2/2/26, 2/9/26, 2/16/26, 2/23/26,
3/7/26, 3/9/26, 3/16/26, and 3/23/26. R2 was receiving
treatment for stage three pressure ulcers on his right
heel on 1/5/26, 1/12/26, 1/19/26, 1/26/26, 2/2/26,
2/9/26, 2/16/26, 2/23/26, 3/7/26, 3/9/26, 3/16/26, and
3/23/26. R2 was receiving treatment for his left shin
wound on 3/9/26 and 3/23/26. R2 was receiving treatment
for his stage three right medial calf wound on 1/5/26,
1/12/26, 1/19/26, 1/26/26, 2/2/26, 2/9/26, 2/16/26,
2/23/26, 3/7/26, 3/9/26, and 3/23/26. R2 was receiving
treatment for his unstageable right medial malleolus
wound on 1/5/26, 1/12/26, 1/19/26, 1/26/26, 2/2/26,
2/9/26, 2/16/26, 2/23/26, 3/7/26, 3/9/26, 3/16/26, and
3/23/26. R2 was receiving treatment for his stage three
left heel pressure ulcer/injury on 1/5/26, 1/12/26,
1/19/26, 1/26/26, 2/2/26, 2/9/26, 2/16/26, 2/23/26,
3/7/26, 3/9/26, 3/16/26, 3/21/26, and 3/23/26.

R3’s MDS dated 1/7/26 indicated R3 was admitted to the
facility on 4/26/24 with a primary diagnosis of
malignant neoplasm of prostate. R3’s additional
diagnoses included pressure ulcer of left heel stage
three, pressure ulcer of other site stage three,
pressure ulcer of other site unspecified stage, and
pressure ulcer of sacral region stage four.

R3’s weekly bath audit dated 3/25/26 indicated R3 did
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not have any new or old skin alterations.

R3’s wound document indicated R3 received treatment to
his right heel pressure ulcer/injury on 3/23/26.

F0842
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R5’s MDS dated 12/24/25 indicated R5 was admitted to
the facility on 6/25/25 with a primary diagnosis of
type two diabetes mellitus with other skin ulcers. R5’s
additional diagnoses included pressure-induced deep
tissue damage of left ankle, pressure ulcer of left
heel stage four, and non-pressure chronic ulcer of
other part of left foot with other specified severity.

R5’s weekly bath audits dated 2/10/26, 2/17/26, 3/3/26,
3/17/26, and 3/24/26 indicated R5 did not have any new
or old skin alterations.

R5’s wound documentation indicated R5 received
treatment for his diabetic ulcer on left heel on
2/9/26, 2/23/26, 3/2/26, 3/16/26, 3/23/26, and 3/25/26.
R5 received treatment for his diabetic ulcer on left
medial calf on 2/23/26, 3/2/26, 3/9/26, 3/16/29,
3/23/26, and 3/25/26.

R6’s MDS dated 2/27/26 indicated R6 was admitted to the
facility on 8/20/25 with a primary diagnosis of end
stage renal disease. R6’s additional diagnosis included
peripheral vascular disease.

R6’s weekly bath audits dated 1/8/26, 1/15/26, 1/22/26,
2/5/26, 2/12/26, 2/19/26, and 3/12/26 indicated R6 did
not have any new or old skin alterations.

R6’s wound documentation indicated R6 received
treatment for his unstageable pressure ulcer/injury to
his left dorsum second digit on 1/26/26, 2/2/26,
2/16/26, 2/23/26, 3/2/26, 3/9/26, 3/16/26, and 3/23/26.
R6 received treatment for an abscess on his coccyx on
1/5/26, 1/12/26, 1/26/26, 2/2/26, 2/9/26, 2/16/26,
2/23/26, 3/2/26, 3/9/26, 3/16/26, and 3/23/26.

During an interview on 3/26/26 at 11:24 a.m.,
registered nurse (RN)-A stated she was unsure why R1’s
skin alterations were not documented on the weekly bath
audit on 3/24/26. RN-A stated that education would be
provided to the nurse who completed the bath audit.
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During an interview on 3/26/26 at 1:10 p.m., licensed
practical nurse (LPN)-B stated when a resident takes a
bath, the nursing aid will alert the nurse who will
complete the skin audit. The nurse will check for
redness, swelling, and open wounds. If there are any
new skin alterations, she would note that on the weekly
bath audit. If there are no new skin alterations, LPN-B
stated she would chart “nothing new”.

F0842

During an interview on 3/26/26 at 1:12 p.m., RN-C
stated when a resident is taking a bath, they would
complete the weekly skin audit. If RN-C found a new
wound or skin alteration, she would make a report in
risk management.

During an interview on 3/26/26 at 1:33 p.m., LPN-C
stated when she is completing a skin audit on a
resident, she is looking for any marks under the
breasts, under the arms, groin, buttocks, and feet. If
there is a new wound, she would document that in the
weekly bath audit.

During an interview on 3/26/26 at 1:40 p.m., LPN-E
stated when a resident is taking a bath, they would
complete the resident’s weekly bath audit. LPN-E stated
she would document what she found on the resident’s
skin on the weekly bath audit.

During an interview on 3/26/26 at 1:46 p.m., LPN-D
stated the nurse will check a resident’s skin when the
resident is taking a nap. If the resident has a new or
old wound, LPN-D would document that on the weekly bath
audit.

During an interview on 3/26/26 at 4:22 p.m., RN-D
stated any new or existing wound should be noted on the
weekly bath audit. RN-D stated before “three months
ago” staff was instructed not to put the existing
wounds on the weekly bath audits, but nurses are now
expected to note both new and existing wounds on the
weekly bath audit.

A policy on weekly bath audits was requested and none
was received.
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