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Based on interview and record review, the facility failed to thoroughly assess and intervene to promote the 
healing of pressure injuries for 1 of 3 residents reviewed for injuries (Resident C). Finding includes:Resident 
C's clinical record was reviewed on 9/30/25 at 9:39 a.m. Diagnoses included fracture of unspecified part of 
neck of right femur, chronic kidney disease, stage 3, severe protein-calorie malnutrition, and dementia. 
Orders included wound nurse practitioner (NP) to provide wound management assessment and treatment by 
provider as needed (9/9/25), heel protectors while in bed, as tolerated (9/9/25), pressure 
relieving/redistribution mattress (9/8/25), pressure redistribution cushion to wheelchair (9/8/25), quetiapine 
(antipsychotic) 100 mg daily, trazodone (antidepressant) 100 mg daily, and sertraline (antidepressant) 25 mg 
daily. An admission Minimum Data Set (MDS) assessment, dated 9/12/25, indicated the resident was 
severely cognitively impaired. She had an impairment to her functional range of motion to her lower extremity 
on one side. She required substantial/maximal staff assistance for eating, oral hygiene, and personal 
hygiene. She was dependent on staff assistance for toileting hygiene, upper and lower body dressing, 
showering and bathing, putting on/taking off footwear, bed mobility, and transfers. She was always 
incontinent of bowel and bladder. She had a stage 2 (partial-thickness skin loss involving epidermis/dermis) 
unhealed pressure injury upon admission to the facility. An initial care plan for skin (9/8/25) included the 
following interventions: turn and reposition for comfort with care, elevate heels, provide pressure relieving 
device in chair, use lift sheet to reposition in bed, ensure resident in clean and dry, ensure adequate 
hydration, observe nutritional intake, encourage resident to float heels while in bed, and inspect skin when 
repositioning, toileting, and assisting with activities of daily living (ADLs) - notify nurse of adverse findings. A 
care plan for risk for pressure injury related to decreased mobility was initiated on 9/9/25 with a goal that skin 
will be intact, free of redness, blisters, discoloration or open areas over bone prominences through the next 
review date. Interventions included apply lotion after showering/bathing (9/9/25), avoid prolonged skin to skin 
contact (9/9/25), provide pressure relieving device: pressure relieving mattress, chair cushion (9/9/25), 
treatment per physician order (9/9/25), and weekly skin review (9/9/25). A nursing progress note, dated 
9/8/25 at 6:05 p.m., indicated the resident was admitted to the facility. The resident was confused and 
drowsy. She had a right femoral neck fracture. A surgical site had a nonremovable dressing with surrounding 
edema. She had redness to her coccyx area, a stage 2 pressure injury on her right elbow, and red/purple 
discoloration to both her heels. An admission observation detail report, dated 9/8/25 at 6:13 p.m., indicted 
the resident had skin impairment upon admission and was at a high risk for developing pressure injuries. A 
skin integrity event, dated 9/8/25 at 6:50 p.m., indicated the resident had a pressure injury to the right elbow 
with the length of 1.7 cm and a width of 1.2 cm. The DON/wound nurse was notified to enter the findings into 
the wound management system. Immediate interventions included elevate heels, provide pressure relieving 
device in chair, turn and reposition for comfort with care, ensure the resident is clean and dry, and avoid 
positioning the resident directly on skin breakdown. A dietary progress note, dated 9/17/25 at 4:47 p.m., 
indicated the resident had a stage 2 pressure injury on elbow and redness to coccyx mentioned on nursing 
notes. A wound NP progress note, dated 9/23/25 at 6:01 p.m., indicated the resident had a pressure injury to 
the right elbow, coccyx, right heel, and left heel. The pressure injuries had previous treatments of dry 
dressing. The right elbow and coccyx pressure injuries were staged as unstageable (full-thickness loss of 
skin and tissue where the depth is obscured by yellow stringy or black, brown dead tissue). The left and right 
heels were staged as deep tissue injuries (DTI) (non-blanchable, purple or maroon discoloration of skin). The 
note indicated to look at wound management in the electronic medical record for a full wound assessment 
and for treatment recommendations. The right elbow, coccyx, left heel, and right heel had new 
recommendations based on the assessment that was completed. Associated wound care treatments were to 
be referenced under the orders in the resident's electronic medical record. The resident demonstrated an 
overall decline in wounds consistent with terminal illness/end of life. The NP recommended the staff discuss 
hospice consult with the resident and/or family due to the current wound care impact on the quality of life. 
The recommendations were discussed with the DON. The wound management detail report indicated a 
stage 2 pressure injury to the right elbow was identified on 9/8/25 (report created 9/18/25). The length was 1.
7 cm, width 1.2 cm, and depth 0.1 cm. The report lacked additional assessments and measurements for the 
right elbow. The report lacked documentation for the coccyx and the heels. A nursing progress note, dated 
9/24/25 at 7:45 a.m., indicated the resident was sent to the hospital. A hospital provider progress note, dated 
9/25/25 at 12:00 p.m., indicated the right elbow pressure injury was a stable scab with no redness. The area 
was crusted/scabbed and brown in color. The area measured 1.0 cm long by 0.8 cm wide and was 
unstageable. The area was present upon admission to the hospital. A hospital provider progress note, dated 
9/25/25 at 12:45 p.m., indicated the left heel and right heels were black/purple in color. The right heel 
pressure injury measured 1.0 cm long by 1.0 cm wide with no depth. The left heel pressure injury measured 
3.0 cm long by 3.5 cm wide with no depth. Both were staged as DTIs. The areas were present upon 
admission to the hospital. A facility care plan for pressure injuries was initiated 9/25/25 with a goal that the 
resident's pressure injuries would heal without complications. Interventions included apply dressings per 
physician order (9/25/25), assess the pressure ulcer for stage, size (length, width, and depth), 
presence/absence of granulation tissue and epithelialization, and condition of surrounding skin (9/25/25), and 
use moisture barrier product to perineal area (9/25/25). During an interview, on 9/3025 at 3:30 p.m., the DON 
indicated she had measurements for the resident's pressure injuries on a spreadsheet. She or the ADON 
rounded with the wound NP. Sometimes the resident would be unavailable for the NP because of therapy or 
appointments. In that case, the DON would check on the resident's pressure injuries, measure them and 
provide whatever else was needed. The spread sheet was not part of the resident's clinical record, and she 
should have put the measurements in the clinical record. Review of the spreadsheet for 9/16/25 indicated the 
resident had an unstageable pressure injury with measurements of 1.2 cm long by 1.2 cm wide and no 
depth, had a DTI to the right heel with measurements of 1.5 cm long by 1.2 cm wide, and had a DTI to the 
left heel with measurements of 3.0 cm long by 3.0 cm wide. The spread sheet contained measurements of 
wounds and no other wound characteristics. The spreadsheet lacked documentation of an area to the 
resident's coccyx. During an interview, on 10/1/25 at 9:54 a.m., RN 3 indicated when a resident was admitted 
to the facility, skin issues were documented in the admission observation, and a skin event was opened. 
When a skin event was opened, it prompted the user to put in a treatment for the area. Sometimes, skin 
issues would be documented in the progress notes. The skin areas that were open were measured, but not 
necessarily the ones that were not open like bruises or redness. If the nurse was unable to complete the skin 
assessment, the next shift would do the skin assessment. During an interview, on 10/1/25 at 10:52 a.m., RN 
4 indicated when a resident was admitted a skin assessment was performed. Pressure injuries were 
measured and put into a skin event. If the pressure injury did not have a treatment, the DON and the NP 
would be informed to get an order to treat the area. The wound NP assessed the pressure injuries each 
week and assessed the skin of all new admissions. During an interview, on 10/1/25 at 11:52 a.m., the DON 
indicated she was unable to locate wound measurements in the electronic record for the resident's right 
elbow pressure injury other than on admission or wound measurements for the other pressure injuries in the 
resident's clinical record. She indicated the heel protectors were the treatment utilized for the right and left 
heel DTIs. The right elbow stage 2 pressure injury was left open to air and utilized turning and repositioning 
for bony prominences per nursing measures. The resident had a private caregiver who kept the resident 
repositioned and propped with pillows. The resident had an order for a pressure relieving/redistribution 
mattress as well. She was unable to locate a specific treatment order for the right elbow. For the coccyx 
pressure injury, the CNAs routinely applied moisture barrier creams to the resident with incontinence care as 
a nursing measure. The application of moisture barrier cream was not typically a physician's order. She was 
unable to locate a specific order for treatment for the coccyx pressure injury. A care plan for the pressure 
injuries was not implemented until 9/25/25 other than those listed in the initial baseline care plan. Review of a 
treatment administration record for 9/8/25 through 10/1/25, provided by the DON on 10/1/25 at 2:51 p.m., 
indicated a weekly skin assessment was performed on 9/9/25, 9/16/25, and 9/23/25. The assessment was 
signed off as existing skin impairment. The special instructions indicated Open an appropriate event for 
newly identified skin issues. No additional documentation was listed. A facility policy, revised 1/31/25, 
provided by the DON on 10/1/25 at 2:51 p.m., titled Skin Integrity, indicated the following: .A resident with 
impaired skin integrity receives necessary treatment and services, consistent with professional standards of 
practice, to promote healing, prevent infection and prevent avoidable skin integrity issues from developing.
Upon admission, the licensed nurse shall complete the initial skin check and obtain orders from the 
physician/practitioner for any area of impaired skin integrity that may not have orders in place when the 
resident is admitted to the facility from other healthcare settings or home.The Nurse Leader/Wound Nurse 
shall document all impaired skin integrity areas such as: pressure, stasis, surgical incision, or diabetic ulcers 
in the EMR [electronic medical record] on an ongoing basis or until closed or the resident has been 
discharge. This citation relates to Intake 2621648. 3.1-40(a)(2)
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