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F 0686 Provide appropriate pressure ulcer care and prevent new ulcers from developing.
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or potential for actual harm

Residents Affected - Few
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F 0686 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to follow wound care specialist's recommendation to treat a
Level of Harm - Minimal harm or resident's pressure ulcer and failed to revise the comprehensive care plan addressing a resident's new skin
potential for actual harm alteration. These failures affected one (R1) out of three residents reviewed for wound care.Finding
Include:R1's clinical records show an original admission date of 6/12/25 with included diagnoses but not
Residents Affected - Few limited to acute and chronic respiratory failure with hypoxia, anoxic brain damage, and encounter for

attention to tracheostomy, and gastrostomy. R1's progress notes show R1 was discharged to hospital on
717125, 7/11/25, 7/19/25, 8/9/25, 8/23/25, and 9/6/25. readmitted back to facility on 7/9/25, 7/15/25, 7/26/25,
8/20/25, and 8/31/25. R1's Quarterly Minimum Data Set assessment dated [DATE] shows R1 is cognitively
impaired and is dependent on staff's assistance for his activities of daily living.R1's Wound Assessment
Report dated 9/4/25 documented by V23 (Wound Care Nurse Practitioner) revealed R1 was observed with
left lateral leg cluster pressure ulcer/injury stage 2 on 8/21/25 (present on admission). Treatment documents
in part: Cleanse with normal saline; Betadine and bordered foam; daily and as needed. R1's comprehensive
care plan dated 6/13/25 was not revised to address R1's left lateral leg cluster wound. R1's physician orders
from 8/21/25 to 9/6/25 shows no treatment order was entered for R1's left lateral leg cluster wound. R1's
August to September Treatment Administration Records (TAR) show no documentation of treatments done
for R1's left lateral leg cluster wound. On 9/28/25 at 1:52 PM, V8 (Wound Care Licensed Practical Nurse)
stated that R1's wounds were all acquired from the hospital and that V23 was seeing R1 weekly at the facility
and writes notes weekly. V8 stated that new admissions and re-admissions are seen by the wound care
nurse within 24 hours. V8 stated, We call primary doctor to notify of the wounds regardless of if it's old or
new then the primary doctor will let us know to follow [V23's] recommendation. We enter treatment orders in
PCC [Residents' Electronic Health Record]. All orders will generate in the TAR. Wound care nurse will
document in the TAR when treatment is done. Wound care nurses make rounds with [V23] once a week and
she let's us know her treatment orders. Then we enter the treatment order in PCC. Wound care will sign the
TAR after treatment is done. V8 stated that she is not sure if the facility's wound care team was made aware
of R1's left lateral leg cluster wound. Surveyor asked V8 if there were treatment orders in R1's electronic
health records for his left lateral leg cluster wound. V8 stated she could not find any documentation. On
9/28/25 at 3:12 PM, V2 (Director of Nursing) stated that resident's who are re-admitted or newly admitted to
the facility will be assessed by the admitting nurse and assessed by the wound care nurse within 24 hours
for skin alterations. V2 stated that the nurse will get order from the Nurse Practitioner or doctor and then
wound care will assess and contact [V23] for recommendations. V2 said that treatment orders will be
obtained within 24 hours of admission/re-admission until [V23] comes in and assesses to provide further
recommendation. V2 said that the facility's wound care team makes rounds with V23, and all her
recommendations will be entered in the resident's electronic health records. V2 said all orders entered will
show in the resident's TAR and the wound care nurse will document or sign the TAR if treatment is done. V2
said that if it's not signed off, it's not an active order. V2 further stated that skin care plan is revised as
needed and if any new skin issue occurs. It needs to be revised based on the current condition of the
resident. V2 said that the care plan is resident specific and individualized, and the purpose of the care plan is
to make sure staff is following the plan of care of the residents. V2 stated that the resident's needs,
conditions, outcomes, and interventions should all be included in the care plan.The facility's Skin Care
Regimen and Treatment Formulary policy dated 7/3/25 documents in part: It is the policy of this facility to
ensure prompt identification, documentation and to obtain appropriate treatment for residents with skin
breakdown. Charge nurses must document in the Electronic Health Record any skin breakdown upon
assessment and identification. Furthermore, treatment must be obtained from the patient's physician. TAR
Nursing Documentation includes: a) Routine wound care completed by wound care nurse or designee. b)
Ostomy care completed by the wound care nurse or designated nurse. Refer any skin breakdown to the skin
care team and physician including wound physician/NP for further review and management as indicated.The
facility's Care Plan policy dated 6/30/25 documents in part: It is the policy of the facility to ensure that all care
plans including base line care plans are in conjunction with the federal regulations. After the comprehensive
assessment (state/federal-required MDS) is completed, the facility will put in place person-centered care

nlane ninitlinina rara far tha racidant within 7 dave Thaeca will ha narindirallv raviiawad and raviead hv a taam

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 145632 Page 2 of 2



