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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 observation, interview and record review the facility failed to identify, assess, and implement treatment
orders for a resident who had facility acquired pressure ulcer. This applies to 1 of 3 residents (R3) reviewed

Residents Affected - Few for pressure ulcers in the sample of 6. The findings include: On 12/5/25 at 10:05 AM, R3 was in his

wheelchair self propelling down the hallway. R3 said he has pain to his bottom that started about two weeks
ago. R3 said it's a sore on his right buttock, he does not have a dressing or cream being applied. R3 said he
reported this to the staff, but nothing was done. On 12/5/25 at 10:07 AM, V9 (Licensed Practical Nurse-LPN)
said R3 reported pain to his bottom about two weeks ago. He was referred to wound care and it was
checked out and she was told it was not pressure. V9 said it was a dime size area to his right buttock that
looked like a healed wound. R3 is not getting any treatment to his backside. On 12/5/25 at 10:48 AM, V14
(Wound Nurse), V9 (LPN) were in R3's room for a skin check. R3 was lying in his bed, he pulled down his
pants and a dime size open area to his right buttock was present with no treatment in place. V14 said there
was an area on his bottom a few weeks ago they were monitoring and now it's an open. She said at that time
barrier cream was ordered. V14 said she was not aware of R3's open area until today. Staff should be
monitoring skin daily, report new skin alterations and should be applying the barrier cream. This surveyor
informed V14 the barrier cream was not found in his room. V14 went back in R3's room to find the cream, R3
was upset and irritated, and said to V14 what are you looking for, | don't have cream, where would | get it.
V14 could not locate the barrier cream in R3's room and said he should have had the cream for protection.
V14 said R3's right buttock area is a new pressure injury. On 12/5/25 at 1:00 PM, V14 (Wound Nurse) said
she could not locate wound notes for the skin alteration that was identified a few weeks ago. V14 said she
will assess the wound and obtain treatment orders. R3's Physician Order Sheets dated December 2025
shows orders on 11/7/25 to apply house stock incontinence barrier cream to buttock and moisturizer .may
keep at bedside as needed daily and every shift. R3's Skin and Wound Note dated 11/10/25 shows new
admission to the facility skin/wound assessment shows no history of chronic wounds and no wounds on
current exam (R3) has risk factors that may contribute to wound formation, impaired functional mobility,
bowel incontinence, and peripheral vascular disease. R3's Electronic Health Record (EHR) does not show
documentation of R3's skin's alteration to his right buttock. R3's current care plan shows he has the potential
for pressure ulcer development, Braden score of 19 with interventions including to administer treatments as
ordered, apply house stock moisturizer daily and as needed, assess for pain, monitor/document/report to MD
as needed changes in [NAME] status .weekly monitoring of wounds, assessments, recommendations,
measurements. The facility's Skin Regimen and Treatment Formulary Policy revised July 2025 states, 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 EHR any skin breakdown upon
assessment and identification. Furthermore, treatment must be obtained form the patient's physician .
prevention a) topical moisturizer applied .b) incontinent moisturizer barrier cream
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