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F 0686 Provide appropriate pressure ulcer care and prevent new ulcers from developing.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm record reviews and interviews, the facility failed to ensure care and services to prevent pressure ulcers, as
evidenced by no interventions ordered or in place to prevent, 1 of 3 sampled residents, Resident #3, from

Residents Affected - Few acquiring pressure ulcers. The findings included:Record review revealed Resident #3 was readmitted to the

facility on [DATE]. Review of the admission assessment dated [DATE] documented Resident #3 had redness
to her buttocks area. Review of the quarterly minimum data set assessment dated [DATE] documented
Resident #3 was dependent on staff for toileting and required moderate assistance for turning right to left in
bed.Review of the physician orders for Resident #3 did not reveal any orders to prevent skin breakdown.
Review of a skin assessment dated [DATE] documented Resident #3 had an open wound to her sacrum and
left buttocks.Review of a progress note dated 04/25/25 revealed documentation that staff called Resident
#3's daughter to inform her of an open area and redness to the resident's buttocks area. It further stated that
staff told the daughter the Resident had non blanchable redness to her buttocks when she returned to the
facility and the daughter said she was not aware or informed about the redness.Review of the care plan did
not reveal any documented focus that stated Resident #3 was at risk of developing pressure ulcers.Review
of a wound care consult dated 04/28/25 revealed documentation that Resident #3 had a Stage 4 pressure
ulcer to the sacrum and a Stage 3 pressure ulcer to the left buttocks. During an interview with the Director Of
Nursing (DON) on 12/29/25 at 4:18 PM, she was asked if Resident #3 had facility acquired pressure ulcers.
She stated, | pulled some information regarding her wounds; let me get it for you. The DON returned with
copies of progress notes regarding other skin issues the resident had. When asked if she was aware of when
Resident #3 got the pressure ulcers to her sacrum and left buttocks and if there were any interventions in
place to prevent them, she stated | wasn't here at that time. | will get the person that does the care plans.
During an interview on 12/29/25 at 4:25 PM, Staff A, Care Plan Specialist, Staff A was asked if there were
any interventions ordered or in place to prevent Resident #3 from getting pressure ulcers. She looked in her
computer and stated, | see a care plan that was initiated on 04/22/25 that said she was at risk and is being
treated for pressure ulcer. When asked whether there was anything prior to her getting the pressure ulcers,
she stated, No | don't see anything care planned.
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