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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 32935

Based on observation, interview, and record review, the facility failed to implement strategies and equipment 
to prevent pressure injury.

This applies to 1 resident (R2) of 3 residents observed for prevention and treatment of pressure injury.

According to the MDS (minimum data set) for R2, R2 was admitted to the facility January 9, 2024 with 
advanced dementia and requires moderate assistance with bed mobility and substantial assistance with all 
transfers. 

The facility provided records of R2's pressure injuries which shows R2 has a pressure injury to the left heel, 
diagnosed on [DATE]. The wound is described as unstageable. 

The wound assessment performed by the Wound Doctor, dated April 10, 2024, shows the wound as 
worsening.

The wound assessment performed by the Wound Doctor, dated April 17, 2024, shows the wound as 
improving.

On April 17, 2024 at 11:30am, R2 was in the dining room eating lunch. After lunch was finished, R2 was 
assisted to bed and was in bed at 1:00pm. R2 was positioned on turned to the right side, supine. R2 had no 
heel floating boots on while in bed. 

On April 17, 2024 at 1:00pm, an intermittent observation of R2 was commenced. Every 15 minutes between 
1:00pm and 3:05pm, R2 was observed in the same position and without heel floating boots. During this 
period, no staff entered R2's room with heel floating boots. 

On April 17, 2024 at 3:00pm, V7 (RN - Registered Nurse) checked R2 for the heel float boots and showed 
there were none. 

On April 17, 2024 at 3:00pm, V7 stated the heel float boots should be on the resident in bed. V2 searched 
the room and was not able to locate the boots. 

On April 17, 2024, V5 (Wound care Nurse) stated the heel float boots should be on the resident - without 
them the wound will likely get worse. 
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The POS (physician's order sheet) for R2 includes the Doctor's order with a start date of February 12, 2024 
that says: Apply off loading boots: while in bed every shift.
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