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Based on observations, interviews, and record reviews, this facility failed to provide the necessary care and 
services to prevent a stage 3 sacral pressure ulcer from recurring, assess and document wound conditions, 
perform weekly wound assessments with measurements for one resident (R1) out of three residents 
reviewed for pressure ulcers. On 10/1/25 R1's stage 3 sacral pressure ulcer reopened; wound measured 2.
9cm (centimeters) x 0.6cm x 0.1cm. On 11/14/25, R1's wound declined; wound measures 3cm x 4,3cm x 0.
4cm with 50% slough and 50% granulation tissue. Findings include:On 11/17/25 at 8:45 AM, V4 (wound care 
nurse) stated that she believes R1's sacral pressure ulcer is facility acquired. V4 stated that the nurse is 
expected to chart in the resident's medical record when dressings changed. V4 stated that resident's family 
is updated weekly after resident is seen by wound care physician. V4 stated that the resident's family is 
notified if a new wound identified. V4 stated that wounds are measured weekly during wound care physician 
rounds. V4 stated that if resident develops a MASD (moisture associated skin damage), the nurse is 
expected to notify wound care team so resident can be assessed and have wound treatment orders obtained.
On 11/17/25 at 11:15 AM, V2 DON (director of nursing) stated that V4 has been in the wound care nurse 
position for one week. V2 stated that the previous wound care nurse was not doing her job.R1's medical 
record notes R1 was hospitalized 9/26-9/30/25 and 10/11-10/18.On 9/30/25 at 6:30 PM, V5 LPN (licensed 
practical nurse) notes R1 is re-admitted after hospitalization. R1 is noted to have two old wounds (scar 
tissue) to the sacrum and left posterior thigh.R1's full clinical body observation, dated 9/30/25, notes R1's 
skin color is normal, skin temperature is warm, skin is dry, and skin turgor is normal. R1 is noted with MASD 
to sacrum and left posterior thigh. No pressure ulcers identified.On 10/1/25 at 12:52 PM, V6 LPN noted R1 is 
a readmission from hospital. Head-to-toe skin assessment completed. R1 has a 1.5cm x 0.5cm wound on 
her sacrum. V6 received new orders to clean with normal saline and apply calcium alginate to wound bed on 
sacrum and posterior thigh and cover with gauze dressing. R1's family notified of new orders.R1's wound 
care physician's initial note, date 10/7/25, notes R1 with stage 3 sacral pressure ulcer, measuring 2.9cm x 0.
6cm x 0.12cm, 100% granulation tissue. On 10/21, the wound care physician documented R1's sacral 
pressure ulcer resolved.R1's wound was not monitored by wound care physician 10/22 to 11/13.R1's full 
clinical body observation, re-admission dated 10/18/25, notes R1's skin color is normal, skin temperature is 
warm, skin is dry, and skin turgor is normal. R1 is noted with a stage 3 sacral pressure ulcer. R1's POS 
(physician order sheet), dated 10/1/25, notes an order to cleanse sacrum with normal saline and apply 
calcium alginate to wound bed and cover with a dry dressing once a day; discontinued on 10/7. 10/7 notes 
an order to cleanse sacrum with wound cleanser and apply calcium alginate to wound bed and cover with a 
dry dressing once a day; discontinued on 10/11 (due to hospitalization). 10/18 notes an order to cleanse 
sacrum with normal saline and apply a dry dressing until wound care evaluates and treats; discontinued on 
10/21. 10/26 notes an order to cleanse sacrum with normal saline and apply a foam dressing with zinc.There 
are no wound care treatment orders from 10/21 until 10/26.R1's TAR (treatment administration record), 
dated 9/30 to 11/17, was reviewed. There is no documentation R1 received wound care treatment to sacral 
wound on 10/3, 10/7, 10/8, 10/22, 10/23, 10/24, 10/25, 10/28, 11/4, 11/7, 11/13, or 11/15.R1's wound 
management documentation, dated 10/2 to 11/4, notes on 10/2 R1's sacral wound measured 2.9cm x 0.6cm 
x 0.1cm with100% granulation tissue; on 10/7 wound measured 2.9cm x 0.6cm x 0.1cm with100% 
granulation tissue; on 10/28 wound measured 3.5cm x 1cm with100% granulation tissue; and on 11/4 wound 
measured 3.5cm x 4cm x 0.2cm with 50% slough (yellow tissue) and 50% granulation tissue.There is no 
further documentation under wound management after 11/4/25.On 11/14/25, R1's sacral wound was 
assessed by the new wound care physician. R1's wound measures 3cm x 4,3cm x 0.4cm with 50% slough 
and 50% granulation tissue.
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