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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to ensure care plan interventions were 
personalized, implemented, and updated to include changes to wound management for 1 of 3 residents 
reviewed for care plans (Resident B). This deficient practice was corrected by 10/31/25 prior to the start of 
the survey and was therefore Past Noncompliance. Findings include:Resident B's clinical record was 
reviewed on 11/7/25 at 2:00 p.m. Diagnoses on Resident B's profile included hemiplegia and hemiparesis 
(paralysis) following a cerebral infarction (stroke - death of brain tissue caused by a lack of blood flow) 
affecting the left dominant side, type 2 diabetes mellitus with diabetic neuropathy, Parkinson's disease, 
encephalopathy (disfunction of the brain that caused confusion and memory loss), and dysphagia (difficulty 
swallowing). A care plan for Resident B, dated 9/5/25, indicated the resident was at risk for altered skin 
integrity related to impaired mobility, and type 2 diabetes mellitus. The goal was for the resident to have 
improved skin or maintain the current skin status through the next review. Interventions included, complete a 
skin at risk assessment upon admission / readmission, quarterly, and as needed. Complete weekly skin 
checks, encourage the resident to turn and reposition or assist as needed as resident allows, and to provide 
an appropriate off-loading mattress and off-loading cushion, if applicable. Physician's order, dated 9/9/25, 
indicated to apply Triad cream (a multipurpose skin protectant) to the buttocks every shift and as needed 
after incontinent episodes. A nursing progress notes, dated 9/17/25 at 4:04 p.m., indicated there had been 
skin breakdown observed on Resident B's buttocks. A Post Wound Round report, dated 9/19/25, indicated a 
new full thickness dermatosis on the coccyx, measured 3.5 cm x 2.5 cm x 0.1 cm. Physician's order, dated 
9/19/25, indicated to cleanse the coccyx with soap and water, then pat dry. Apply Triad paste to the coccyx 
affected area three times a day (TID) for wound care and as needed for soilage. Leave open to air. A Post 
Wound Round report, dated 9/26/26, indicated a new in-house acquired unstageable pressure ulcer on the 
coccyx, that measured 6.5 cm x 8 cm x 0.1cm. Physician's order, dated 9/26/25, indicated to cleanse the 
coccyx with wound cleanser then apply medical grade honey and cover with boarder foam every shift for 
wound care and as needed for soilage or dislodgement. Daily wound assessment and document 
abnormalities in the progress notes to include drainage, necrotic tissue, signs of infection, odor, surrounding 
skin, pain level, and if the dressing was dry and intact. Physician's order, dated 10/3/25, indicated to use a 
low air loss mattress, and check every shift for placement and function. A Post Wound Round report, dated 
10/3/25, indicated the in-house acquired unstageable pressure ulcer on the coccyx, measured 10 cm x 3.5 
cm x 0.1 cm. A local hospital Physician's Progress Notes, dated 10/6/25 at 3:18 p.m., indicated Resident B 
presented to the hospital with concerns for hypoxia (low oxygen saturations) and difficulty breathing. The 
resident was subsequently admitted to the Intensive Diagnostic Treatment Unit (IDTU) to receive treatment 
for pneumonia (PNA) and a change in mental status. On 10/7/25 at 8:40 a.m., orders were received to 
initiate the skin and wound care protocol. The reason for the consultation was an unstageable pressure injury 
on the sacrum and a DTI on the right heel. On 10/8/25 at 4:22 p.m. wound care consult photos included,a. A 
general assessment indicated the patient's left heel, bilateral ears, and elbows were intact. The left ear and 
knee had some hyperpigmentation.b. An unstageable sacral/bilateral buttocks pressure ulcer, that measured 
8.1 cm x 9.3 cm x 0.4 cm. A minimal amount of tissue was removed with sharps, but remaining necrosis was 
crosshatched to allow for deeper dressing penetration.c. An unstageable right heel pressure injury was firm 
and intact with adherent eschar. d. There was a small oval area on the left lateral lower exterior, that 
presented like an old wound with a hard scab, and measured approximately 3.0 cm x 1.0 cm.e. Nursing was 
to turn the patient every 2 hours using 2 pillows as wedges, no pillow to the sacrum/buttocks only back and 
posterior legs, and no back time. Waffle boots were in place to assist with offloading while in bed. A nursing 
progress notes by LPN 15, dated 10/10/25 at 1:50 p.m., indicated Resident B had returned on a stretcher 
from a nearby hospital. The resident was alert to herself only and non-verbal per her baseline. The resident 
had a hard calloused area on the left heel and boots were applied as preventative. Physician's order, dated 
10/10/25, indicated weekly skin assessments were to be completed every Friday, wound care consult, the 
resident was to be on a standard facility mattress that was supposed to be pressure reducing/relieving, and 
daily wound assessment and document abnormalities. Cleanse the sacral wound daily with wound cleanser, 
apply medical grade honey, and cover with a bordered foam daily and as needed for soiling and as needed. 
A Post Wound Round report, dated 10/14/25, indicated the in-house acquired unstageable pressure ulcer on 
the coccyx, measured 9.5 cm x 4 cm x 2 cm. A Post Wound Round report, dated 10/21/25, indicated the 
in-house acquired unstageable pressure ulcer on the coccyx, measured 7 cm x 9 cm x 3 cm. A Post Wound 
Round report, dated 10/24/25, indicated a right heel DTI was covered in eschar, and measured 1.8 cm x 1.5 
cm x 0.1 cm. The wound round report indicated the DTI was identified on 10/8/25, when the resident was in 
the hospital, but had not been identified for this report until 10/24/25. An updated skin care plan for Resident 
B, dated 10/27/25, indicated the resident was at risk for altered skin integrity related to impaired mobility, 
type 2 diabetes mellitus, hemiplegia/hemiparesis, hyperlipidemia, chronic kidney disease, Parkinson's 
disease, insomnia, atrial fibrillation, hypertension, and obstructive + reflux uropathy. Gluteal dermatosis to 
the coccyx, an unstageable coccyx wound, and a right heel DTI. The goal was for the resident to have 
improved or maintain the current skin status through the next review date. On 9/5/25 interventions included, 
complete a skin at risk assessment upon admission / readmission, quarterly, and as needed. Complete 
weekly skin checks, encourage the resident to turn and reposition or assist as needed as resident allows, 
and to provide an appropriate off-loading mattress and off-loading cushion, if applicable. New interventions, 
dated 10/27/25, included apply barrier creams after incontinent episodes, enhanced barrier precautions 
when dressing/bathing/showering/transferring/personal hygiene, changing linens, toileting and peri care, and 
providing care to wound care for skin openings that require a dressing. Ensure residents are turned and 
repositioned. Nutritional consult on admission, quarterly, and PRN (as needed). Provide appropriate 
off-loading cushion to chair. Provide appropriate off-loading mattress. Provide appropriate off-loading 
mattress & off-loading cushion, if applicable. Provide heel protectors per orders. On 11/14/25 at 2:49 p.m., 
the VPRM provided documentation from a local hospital, that indicated the resident had been admitted on 
[DATE] for medical treatment following a cardiovascular accident (CVA-stroke). A Nurse's Note for Resident 
B, dated 9/5/25 at 10:00 a.m., indicated Resident B had a resolved stage 2 pressure injury (a 
partial-thickness skin loss where the outer layers of the skin are damaged, resulting in an open, shallow 
wound that may look like a blister or abrasion with a pink or red base) on the coccyx. Daily wound care 
included no cover dressing, and no documented treatment. The note lacked documentation of a date when 
the resident had acquired the pressure injury, root cause, or a description and size of the injury. During an 
interview on 11/14/25 at 2:50 p.m., LPN 11 indicated, the Minimum Data Set (MDS) nurse was responsible 
for care planning new or worsening wounds. On 11/14/25 at 3:20 p.m., the RVRM provided documentation 
she felt would prove past non-compliance to include,a. On 10/24/25, care plan audits were completed for 
residents with known skin concerns/wounds (Residents B, F, L, P, Q, R, S, T, U, V, W, and X). The RVRM 
indicated, approximately 75% of those residents required their care plans to be updated, but she did not 
know the names of the residents who had care plans revised. b. On 10/25/25 a skin sweep of every resident 
was completed and documented on bath/skin sheets for the 97 residents residing in the facility. To her 
knowledge there were no new pressure ulcer/injuries identified, but residents were found with undocumented 
skin tears, bruises, and other skin issues.c. On 10/31/25, follow-up audits were initiated. Ten (10) residents 
with wounds were to be visually validated per week for 4 weeks to ensure family had been notified, wound 
treatments were completed per orders, monitoring had occurred daily, Wound NP recommendations were 
being followed, LAM were in place per orders, and care plans were up to date. On 11/14/25 at 2:49 p.m., the 
[NAME] President Risk Management provided a Plan of Care Overview policy, undated, and indicated the 
policy was the one currently being used by the facility. The policy indicated, The facility will: i. Provide an RN 
assessment of the resident as on on-going, periodic review that provides the foundation for resident focused 
care and the care planning process.iii. Review care plans quarterly and/or with significant changes in care.vii. 
Support and encourage resident/representative participation including but not limited to working cooperative 
to.3. Schedule meetings to accommodate a resident's representative that may include conference calls, 
video conference sessions or live sessions.II. Care Plan Team.b. Members of the care planning team will 
coordinate care to meet resident preferences and care needs utilizing a holistic approach of care. On 
11/14/25 at 2:49 p.m., the [NAME] President Risk Management provided a Skin Care & Wound Management 
Overview policy, undated, and indicated the policy was the one currently being used by the facility. The 
policy indicated, 4. Develop a care plan with individualized interventions to address risk factors. 5. 
Communicate risk factors and interventions to the care giving team. 6. Evaluate for consistent 
implementation of interventions and effectiveness at clinical meeting. 7. Modify and document goals and 
interventions as indicated. 8. Communicate changes to the care giving team. This deficient practice was 
corrected by 10/31/25 prior to the start of the survey and was therefore Past Noncompliance. The facility 
implemented a systemic plan that included staff education, skin assessments and wound care plan audits, 
and ongoing monitoring was in place. Cross reference tag F686. This citation relates to Intake 2655006. 3.
1-35(d)(2)(B)
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Level of Harm - Actual harm

Residents Affected - Few

Provide appropriate pressure ulcer care and prevent new ulcers from developing.
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Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interview, the facility failed to identify wounds, and complete skin 
assessments for 1 of 3 residents resulting in harm when the resident developed skin breakdown on her 
buttocks that progressed to an unstageable pressure ulcer/injury (a full thickness tissue loss where the 
extent of the damage is hidden by dead tissue) that required surgical debridement and the facility failed to 
assess and treat a Deep Tissue Injury (a pressure-related injury to sub-cutaneous tissue under intact skin, as 
a result of prolonged compression of bony prominences on underlying soft tissue, particularly muscle) to the 
right heel for 1 of 3 residents reviewed for pressure ulcers (Resident B). This deficient practice was corrected 
by 10/31/25 prior to the start of the survey and was therefore Past Noncompliance. Findings include: A 
confidential interview conducted during the survey indicated a resident representative had been upset when 
Resident B had developed pressure wounds on her bottom and right heel. Staff had not kept the resident 
representative informed regarding the extent of the wounds on the resident's bottom, or that the resident had 
acquired a wound on her right heel. Resident B's clinical record was reviewed on 11/7/25 at 2:00 p.m. 
Diagnoses on Resident B's profile included hemiplegia and hemiparesis (paralysis) following a cerebral 
infarction (stroke - death of brain tissue caused by a lack of blood flow) affecting the left dominant side, type 
2 diabetes mellitus with diabetic neuropathy, Parkinson's disease, encephalopathy (disfunction of the brain 
that caused confusion and memory loss), and dysphagia (difficulty swallowing). A Nursing admission 
Evaluation, dated 9/5/25, indicated there were no skin areas noted, and the resident had no skin issues in 
the past year. Resident B was unresponsive to painful stimuli due to diminished level. The skin was 
occasionally moist, and she was bedfast. Mobility was very limited, and she could make occasional slight 
changes in body or extremity position but was unable to make frequent or significant changes independently. 
During a move skin probably slid to some extent against sheets, chair, restraints or other devices. The 
resident maintained relatively good position in a chair or bed most of the time but occasionally slid down. A 
care plan for Resident B, dated 9/5/25, indicated the resident was at risk for altered skin integrity related to 
impaired mobility, and type 2 diabetes mellitus. The goal was for the resident to have improved skin or 
maintain the current skin status through the next review. Interventions included, complete a skin at risk 
assessment upon admission / readmission, quarterly, and as needed; complete weekly skin checks; 
encourage the resident to turn and reposition or assist as needed as resident allows; and to provide an 
appropriate off-loading mattress and off-loading cushion, if applicable. Physician's orders, dated 9/8/25, 
included weekly skin assessments to be completed every Thursday, and that the resident was to be on a 
standard facility mattress that was supposed to be pressure reducing/relieving. Wound Assessment Reports, 
documented by Wound Nurse Practitioner (NP) 13, dated 9/8/25, indicated there were no pressure ulcers 
noted. A Physician's order, dated 9/9/25, indicated to apply Triad cream (a multipurpose skin protectant) to 
the buttocks every shift and as needed after incontinent episodes. A Weekly Skin assessment, dated 
9/12/25, indicated Resident B had skin areas noted that were not new since the last documented skin 
assessment. A nursing progress note, dated 9/17/25 at 4:04 p.m., indicated there had been skin breakdown 
observed on Resident B's buttocks. A physician's order, dated 9/19/25, indicated to cleanse the coccyx with 
soap and water, then pat dry, apply Triad paste to the coccyx affected area three times a day (TID) for 
wound care and as needed for soilage, and leave open to air. A Dietary Progress note, dated 9/19/25 at 2:09 
p.m., indicated Resident B had no skin issues notes. A Post Wound Round report, dated 9/19/25, indicated 
new full thickness dermatosis on the coccyx, measured 3.5 centimeters (cm) by (x) 2.5 cm x 0.1 cm. Wound 
Assessment Reports, documented by Wound NP 13, dated 9/19/25, indicated the resident had an open area 
to the coccyx, and scarring to the peri wound suggestive of gluteal dermatosis, that measured 3.5 cm x 2.5 
cm x 0.10 cm. A Skin Grid Non-Pressure assessment, dated 9/22/25, indicated Resident B had a 
non-pressure area on the sacrum (situated just above the crack of the butt and coccyx/tailbone) that was not 
new. Gluteal dermatosis (general term for skin diseases) was first been observed on 9/19/25 and measured 
3.5 cm x 2.5 cm x 0.1cm, with full thickness skin loss. The assessment did not indicate if the primary care 
physician had been notified. A Post Wound Round report, dated 9/26/26, indicated a new in-house acquired 
unstageable (full thickness skin and tissue loss where the wound depth is obscured by dead tissue) pressure 
ulcer on the coccyx, that measured 6.5 cm x 8 cm x 0.1cm. A nursing progress notes by the prior in-house 
wound nurse, Licensed Practical Nurse (LPN) 15, dated 9/26/25 at 2:19 p.m., indicated she had called 
Resident B's representative regarding skin issues, and informed her the resident's buttocks was improving 
with the current treatment. The resident was being turned every 2 hours and on a low air loss mattress 
(LAM). Wound Assessment Reports, documented by Wound NP 13, dated 9/26/25, indicated the resident 
had an unstageable pressure ulcer/injury to the coccyx, that measured 6.5 cm x 8.0 cm x 0.1 cm. There was 
80% eschar (brown or black colored dead tissue), no slough (yellow colored dead tissue), and wound status 
was stable. Physician's orders, dated 9/26/25, included cleanse the coccyx with wound cleanser then apply 
medical grade honey and cover with boarder foam every shift for wound care and as needed for soilage or 
dislodgement. Staff were to do daily wound assessment and document abnormalities in the progress notes 
to include drainage, necrotic tissue, signs of infection, odor, surrounding skin, pain level, and if the dressing 
was dry and intact. A Post Wound Round report, dated 10/3/25, indicated the in-house acquired unstageable 
pressure ulcer on the coccyx, measured 10 cm x 3.5 cm x 0.1 cm. A Physician's order, dated 10/3/25, 
indicated using a low air loss mattress, and checking every shift for placement and function. Wound 
Assessment Reports, documented by Wound NP 13, dated 10/4/25, the resident had an unstageable 
pressure ulcer/injury to the coccyx, that measured 10.0 cm x 3.5 cm x 0.1 cm. There was 80% eschar, no 
slough, and the wound was stable. A local hospital Physician's Progress Notes, dated 10/6/25 at 3:18 p.m., 
indicated Resident B presented to the hospital with concerns for hypoxia (low oxygen saturations) and 
difficulty breathing. The resident was subsequently admitted to the Intensive Diagnostic Treatment Unit 
(IDTU) to receive treatment for pneumonia (PNA) and a change in mental status. On 10/7/25 at 8:40 a.m., 
orders were received to initiate the skin and wound care protocol. The reason for the consultation was an 
unstageable pressure injury on the sacrum and a Deep Tissue Injury (DTI, a type of pressure injury beneath 
the skin's surface that often appears as a dark red, purple, or maroon area of intact skin or a blood-filled 
blister) on the right heel. On 10/8/25 at 4:22 p.m. hospital wound care consult documentation and photos 
included,a. A general assessment indicated, the patient's left heel, bilateral ears, and elbows were intact. 
The left ear and knee had some hyperpigmentation.b. An unstageable sacral/bilateral buttocks pressure 
ulcer, that measured 8.1 cm x 9.3 cm x 0.4 cm. A minimal amount of tissue was removed with sharps, but 
remaining necrosis was crosshatched to allow for deeper dressing penetration.c. An unstageable right heel 
pressure injury was firm and intact with adherent eschar. d. There was a small oval area on the left lateral 
lower exterior, that presented like an old wound with a hard scab, and measured approximately 3.0 cm x 1.0 
cm. e. Nursing was to turn the patient every 2 hours using 2 pillows as wedges, no pillow to the 
sacrum/buttocks only back and posterior legs, and no back time. Waffle boots were in place to assist with 
offloading while in bed. A nursing progress note by LPN 15, dated 10/10/25 at 1:50 p.m., indicated Resident 
B had returned on a stretcher from a nearby hospital. The resident was alert to herself only and non-verbal 
per her baseline. The resident had a hard calloused area on the left heel and boots were applied as 
preventative. A Nursing admission Evaluation by LPN 15, dated 10/10/25, indicated the resident had an 
unstageable pressure area on the sacrum, and a suspected DTI on the left heel. There were no descriptions 
or measurements of either wound. Physician's orders, dated 10/10/25, included weekly skin assessments 
were to be completed every Friday, wound care consult, the resident was to be on a standard facility 
mattress that was supposed to be pressure reducing/relieving, and daily wound assessment and document 
abnormalities. Cleanse the sacral wound daily with wound cleanser, apply medical grade honey, and cover 
with a bordered foam daily and as needed for soiling and as needed. A Post Wound Round report, dated 
10/14/25, indicated the in-house acquired unstageable pressure ulcer on the coccyx, measured 9.5 cm x 4 
cm x 2 cm. Wound Assessment Reports, documented by Wound NP 13, dated 10/14/25, indicated the 
resident had an unstageable pressure ulcer/injury on the coccyx, that measured 9.5 cm x 4.0 cm x 2.0 cm. 
There was 80% eschar, 20% slough, and the wound was stable. Surgical excisional debridement of the 
wound was performed with a scalpel, forceps, and scissors at bedside. An e-mail statement from Wound NP 
13 indicated, results of Resident B's skin examination on 10/14/25 were as follows, Unstageable pressure 
injury to her sacrum, long thick toenails. Her intact skin was dry and ashy, including both heels. Prior to 
completing her assessment, I reviewed her hospital documentation, and they noted she had DTI's to her left 
knee, ear, lower leg, and right heel. All those areas were dry, ashy, and intact. While those areas are 
included in the comprehensive skin exam, I double-checked them, along with double-checking both heels to 
confirm. I also double-checked both heels as she was bedbound to ensure they were intact as those are high 
pressure injury areas. Nurse Practitioner 12, who represented Resident B's Primary Care Physician (PCP), 
assessed Resident B upon admission 9/5/25 and weekly throughout the resident's stay. NP 12 documented 
on the resident's each weekly assessment, no rashes or skin breakdown, and there are no pressure ulcers 
noted. On 10/13/25, NP 12 documented a Post Hospital Visit, and indicated there are no pressure ulcers 
noted. The skin is warm and dry. There are no obvious suspicious lesions. A History and Physical, 
documented by PCP 16 on 10/15/25, lacked documentation of Resident B having skin breakdown to include 
a pressure ulcer/injury to the sacral area or a DTI on the right heel. A Post Wound Round report, dated 
10/21/25, indicated the in-house acquired unstageable pressure ulcer on the coccyx, measured 7 cm x 9 cm 
x 3 cm. Wound Assessment Reports, documented by Wound NP 13, dated 10/22/25, indicated the resident 
had an unstageable pressure ulcer/injury on the coccyx, that measured 7.0 cm x 9.0 cm x 3 cm. There was 
0% eschar, 50% slough, and the wound was stable. Surgical excisional debridement of the wound was 
performed with a scalpel, forceps, and scissors at bedside. A Concern Form, dated 10/23/25, indicated 
Resident B's representative had concerns with the resident's wounds, and had indicated she was not aware 
of the treatment being done or that it would cause the area to look like a hole in her mother's butt. The 
resident representative indicated while she was washing her mother, she had also found a discolored area 
on her heel. The Executive Director (ED) reviewed with the resident representative that a new Wound NP 
had assessed the resident's heel on 10/24/25, stated it was a DTI, and indicated it was believed the wound 
was present upon her return from the hospital on [DATE]. The resident representative indicated she was 
moving forward with hospice and intended to take Resident B home. The concern was documented as 
resolved on 10/24/25. A Post Wound Round report, dated 10/24/25, a right heel DTI was covered in eschar, 
and measured 1.8 cm x 1.5 cm x 0.1 cm. The DTI on the resident's heel was identified on 10/8/25 when the 
resident was in the hospital, but was not identified for the Wound Round report until 10/24/25. A Care Plan 
Note, dated 10/24/25 at 11:12 a.m., indicated the Social Service Director (SSD), ED, Director of Nursing 
Services (DNS), Unit Manager (UM), and Resident B's representative met to discuss her concerns with the 
team. The care plan note focused on the resident representative's behaviors the previous day when she'd 
been upset, and how in the future she would converse regarding concerns about her mother. The note 
indicated the team discussed Resident B going home with hospice service, and the plan was for the resident 
to discharge the following week. The care plan note lacked documentation about the resident 
representative's specific concerns or interventions that were put into place to reach a resolution about her 
concerns. A Wound Assessment Report for Resident B, documented by Wound NP 14, who provided a 
contracted service from a wound care company, dated 10/24/25 at 2:49 p.m., indicated the resident had a 
DTI pressure ulcer/injury on the right heel, that measured 1.8 cm x 1.5 cm x 0.1 cm. The wound had 100% 
stable eschar. Resident B's clinical record lacked documentation of when or how the right heel pressure 
injury was identified, the right heel wound was being monitored or treated, that the PCP and resident 
representative had been notified of the wound, or that a care plan was implemented before the resident 
representative verbalized a concern on 10/23/25. An updated skin care plan for Resident B, dated 10/27/25, 
indicated the resident was at risk for altered skin integrity related to impaired mobility, type 2 diabetes 
mellitus, hemiplegia/hemiparesis, hyperlipidemia, chronic kidney disease, Parkinson's disease, insomnia, 
atrial fibrillation, hypertension, and obstructive + reflux uropathy. Gluteal dermatosis to the coccyx, an 
unstageable coccyx wound, and a right heel DTI. The goal was for the resident to have improved or maintain 
the current skin status through the next review date. On 9/5/25 interventions included, complete a skin at risk 
assessment upon admission / readmission, quarterly, and as needed. Complete weekly skin checks, 
encourage the resident to turn and reposition or assist as needed as resident allows, and to provide an 
appropriate off-loading mattress and off-loading cushion, if applicable. New interventions, dated 10/27/25, 
included apply barrier creams after incontinent episodes, enhanced barrier precautions when 
dressing/bathing/showering/transferring/personal hygiene, changing linens, toileting and peri care, and 
providing care to wound care for skin openings that require a dressing. Ensure residents are turned and 
repositioned. Nutritional consult on admission, quarterly, and PRN (as needed). Provide appropriate 
off-loading cushion to chair. Provide appropriate off-loading mattress. Provide appropriate off-loading 
mattress & off-loading cushion, if applicable. Provide heel protectors per orders. During an interview on 
11/7/25 at 12:04 p.m., Licensed Practical Nurse (LPN) 7 indicated there was a new in-house wound nurse, 
LPN 9, who rounded with Wound NP 13 every Tuesday and Friday, and they were responsible for keeping 
track of and documenting resident wounds. If a nurse identified or was informed of a new wound, that nurse 
wound notify the PCP and obtain new orders. When the aides gave showers, they would notify the nurse if 
there was a skin issue or concern, and that was documented on the shower sheet by the aide. Staff were 
taught if you see something, you say something. During an interview on 11/7/25 at 2:45 p.m., the resident 
representative indicated Resident B had been admitted to the nursing facility on 9/5/25 after having been 
hospitalized for a stroke. The resident required total assistance with a mechanical lift for transfers, and she 
required total care per staff for activities of daily living (ADLs), but she had no skin breakdown or wounds. On 
10/6/25, the resident was readmitted to the hospital for pneumonia, and after receiving intravenous (IV) 
antibiotics, was returned to the nursing facility on 10/10/25. The resident representative indicated she was 
the health care representative (HCR) and had not been informed of the severity of the wound on the 
resident's bottom or that the resident had a new wound on her right heel until she was giving the resident a 
bath on 10/23/25. The resident representative indicated she had observed the wound on her mother's bottom 
to be round and about the size and depth of a cutie orange with tunneling and a small black area on the 
resident's right heel. The resident representative indicated she had questioned staff about the severity of the 
wounds, and when the aides told her they were not aware of the heel wound, and the nurse on duty 
indicated they had previously informed her of the severity of the sacral wound, she had went off. The 
healthcare representative indicated she then went to the receptionist and asked to speak with management, 
and was told the DNS was out, and she would have to make an appointment to speak with the ED. The 
healthcare representative indicated she was so upset about her mother's condition, she had acted in an 
inappropriate manner, and the facility called the police on her. The healthcare representative indicated, on 
10/24/25, she had met with management regarding her care concerns, and the team provided no explanation 
about how the wounds had occurred, or what she perceived as lack of care, instead she was spoken down to 
in a condescending tone, and they spent their time scolding her about her behavior the day before. The 
management team knew they were in the wrong, as they kept repeating phases like we could have done 
better, or we should have done better. A corporate person called her that evening and seemed genuinely 
apologetic, and after she was provided with pictures of the residents wounds, assured her an investigation 
into the situation would start the following Monday. The resident representative indicated, on 10/30/25 she 
took Resident B home with her. During an interview on 11/12/25 at 2:08 p.m., the [NAME] President of Risk 
Management (VPRM) indicated on 10/23/25, Resident B's representative had gotten upset and acted out 
against the staff as she thought the resident had developed wounds in the facility. She was not sure she had 
understood that debridement of the wound would make it look worse before it got better. The Wound NP had 
assessed the resident on 9/19/25 and diagnosed her with gluteal dermatosis with scarring. The VPRM 
indicated, in defense of the facility, she felt the resident could have had a DTI on her coccyx before being 
admitted to the facility, and upon reviewing pictures, did not see scarring but instead saw what she thought 
was dead tissue. This could have caused the resident's bottom to be more prone to breakdown. There was 
no documentation of the right heel DTI before the resident was readmitted to the hospital. On 9/26/25 LPN 
15 had documented she informed the resident representative Resident B's buttocks were improving with the 
current treatment, which was a contradiction to Wound NP 13's documentation of the wound worsening. The 
VPRM indicated she did not think LPN 15's documentation reflected what she meant. On 10/10/25, LPN 15 
had documented both on a skin grid and in the progress notes that Resident B had a wound on the left heel 
versus the correct location on the right heel, but she thought the nurse knew which was the correct heel and 
just made a mistake when documenting. During an interview on 11/13/25 at 12:10 p.m., the VPRM indicated, 
while reviewing Resident B's wounds, additional lack of documentation included,a. The clinical record lacked 
documentation to indicate when an abscess on the right upper back had been identified, of 
palliative/preventative care being provided, if the staff was monitoring for pain at the site, the resident 
representative and PCP had been notified, and there was no care plan initiated. b. The clinical record lacked 
documentation before or after hospitalization, of a small oval area on the left lateral lower exterior, that had 
presented like an old wound with a hard scab.c. The clinical record identified a left heel suspected DTI on 
10/10/25, with no description or measurements. There were no orders obtained to treat the DTI on the right 
heel. Wound NP 14 documented on 10/14/25 there was no DTI on the heels, and in subsequent visits did not 
document on the heels. There was no documentation to indicate the resident representative was aware of 
the DTI on the right heel, and there was no care plan initiated.d. The clinical record lacked care plan 
documentation of a sacral wound until 10/27/25. On 10/3/25 an order was obtained to place a LAM. The LAM 
order was not rewritten upon the Resident B's return from the hospital on [DATE]. During an interview on 
11/13/25, the VPRM indicated she had interviewed LPN 15 regarding Resident B's wounds. LPN 15 
indicated, when the resident returned to the facility on [DATE], the nurse had mistakenly documented the 
resident had a suspected DTI on the left versus right heel. Wound NP 13 had seen Resident B on 10/14/25 
and documented the resident had no DTI's. LPN 15 had told the VPRM she did not agree with Wound NP 
13's assessment of the heel, but she wound not argue as Wound NP 13 was the wound expert. Both Wound 
NP 13 and LPN 15 indicated it was not customary for them to document on calluses, so there was no further 
documentation of the right heel DTI until after the resident representative brought it to the attention of nursing 
staff on 10/23/25. The Divisional Director of Clinical Services had requested a different Wound NP visit, and 
on 10/24/25 Wound NP 14 had assessed and documented Resident B's right heel DTI. The VPRM indicated 
it was at this point that the facility realized there was a potential issue regarding wound documentation and a 
disconnect between what Wound NP 13 had documented versus what the hospital had documented, and 
nursing staff indicated they felt was a skin issue. During an interview on 11/14/25 at 2:36 p.m., LPN 10 
indicated she was the Unit Manager (UM) for the 2nd floor hallways. LPN 10 indicated, if a resident 
developed a new wound, staff were supposed to relay the information to her or the nurse in charge at the 
time, and the nurse that was informed of a wound was responsible for documenting the information in the 
electronic medical record. The in-house wound nurse was then responsible for assessing the wound, 
documenting a description and measurement, informing Wound NP 13, and care planning the wound. If 
there was a change in the status of a wound, the in-house wound nurse would be informed and was again 
responsible for assessing and documenting the wound and making the necessary notifications. If a new 
wound was found in between Wound NP 13's rounds, the in-house wound nurse would enter a generic order 
for treatment until the resident could be seen. On 11/14/25 at 2:49 p.m., the VPRM provided documentation 
from a local hospital, that indicated the resident had been admitted on [DATE] for medical treatment following 
a cardiovascular accident (CVA-stroke). A Nurse's Note for Resident B, dated 9/5/25 at 10:00 a.m., indicated 
Resident B had a resolved stage 2 pressure injury (a partial-thickness skin loss where the outer layers of the 
skin are damaged, resulting in an open, shallow wound that may look like a blister or abrasion with a pink or 
red base) on the coccyx. Daily wound care included no cover dressing, and no documented treatment. The 
note lacked documentation of a date when the resident had acquired the pressure injury, root cause, or a 
description and size of the injury. During an interview on 11/14/25 at 2:50 p.m., LPN 11 indicated she was 
the UM for the downstairs hallways. If she was informed by staff or a family member that a resident had 
developed a wound, she would notify in-house NP 12, who was usually in the facility Monday through 
Thursday, and get orders until Wound NP 13 visited on Tues and Fri, and she would then assume care of the 
wound. The UM and floor nurses would only document in the progress note and on a skin grid that a wound 
was found if wound nurse LPN 9 and Wound NP 13 were unavailable and then reach out to the tele-health 
NP for treatment orders. LPN 9, or the floor nurse in her absence, was responsible for notifying the resident 
representative and PCP of a new or worsening wound. The floor nurse was responsible for completing 
weekly skin assessments, and for documenting nursing wound interventions. The Minimum Data Set (MDS) 
nurse was responsible for care planning for a new or worsening wound. During an interview on 11/14/25 at 
2:50 p.m., LPN 11 indicated Resident B had been admitted to the facility on [DATE]. The nurse on duty for 
the day documented an admission nursing assessment to include the skin, and Wound NP 13 had followed 
up with documentation of a head-to-toe assessment a few days, and there were no wounds documented at 
that time. Wound NP 13 was the facility expert for wounds. But, if the nurse identified that a resident had a 
skin area of concern, and the area was not documented or was staged by Wound NP 13 in a manner that 
she did not agree with, she would take next steps. The nurse could describe the area of concern in the 
progress notes, notify in-house NP 12 for direction, notify the DNS with the concern, or notify the corporate 
support to help intervene. On 11/14/25 at 3:20 p.m., the RVRM provided documentation she felt would prove 
past non-compliance to include,a. On 10/24/25, internal education was sent out to 130 staff members. 
Education regarding wounds included assessment of skin conditions, information to be documented to 
include a description and measurements, notification of the wound, where to document the wound, care 
planning the wound, and what to do if the nurse disagreed with the providers choice of treatment or wound 
description.b. On 10/24/25 - 10/27/25, nursing management met with staff in-person, and nursing staff 
signed to verify they had received the education, if they understood the education, and if there were 
questions. The clinical education for the nurses and aides included skin observation, wound documentation, 
wound assessments, and who was to be notified of a new wound. The nurses were also encouraged to notify 
nursing management if the nurse felt like she/he was not being heard, or if he/she felt a wound was not being 
managed/documented accurately by internal or external sources. c. On 10/24/25, care plan audits were 
completed for residents with known skin concerns/wound and updated with interventions as needed. d. On 
10/25/25 a skin sweep of every resident was completed and documented on bath/skin sheets for the 97 
residents residing in the facility. There were no new pressure wounds/injuries identified. Approx. 75% of 
known residents with wounds had their care plans updated with new interventions.e. On 10/25/25, 
notifications to the MD/NP, resident representatives, and wound NP were made, and treatment orders were 
obtained for any resident found to have a skin issue. New wound orders were obtained as needed.f. On 
10/27/25, LPN 9 was hired for the in-house wound nurse position and replaced LPN 15. LPN 9 then initiated 
completion of a skin assessment on all new residents on her next day on shift.g. On 10/31/25, follow-up 
audits were initiated. Ten (10) residents with wounds were to be visually validated per week for 4 weeks to 
ensure family had been notified, wound treatments were completed per orders, monitoring had occurred 
daily, Wound NP recommendations were being followed, LAM were in place per orders, and care plans were 
up to date. On 11/14/25 at 2:49 p.m., the VPRM provided a Skin Care & Wound Management Overview 
policy, undated, and indicated the policy was the one currently being used by the facility. The policy 
indicated, Each resident is evaluated upon admission and weekly thereafter for changes in skin condition. 
Resident skin condition is also re-evaluated with change in clinical condition, prior to transfer to the hospital 
and upon return from the hospital.Prevention: 1. Complete the Braden Scale.2. Complete an admission 
Observation Tool.3. Identify diagnoses or conditions to place the resident at risk for pressure ulcer 
development . [co-morbid conditions, cognitive impairment, decreased activity, decreased sensory 
perception, diabetes, poor nutrition/hydration.healed pressure ulcer, increased moisture on skin] .4. Develop 
a care plan with individualized interventions to address risk factors. 5. Communicate risk factors and 
interventions to the care giving team. 6. Evaluate for consistent implementation of interventions and 
effectiveness at clinical meeting. 7. Modify and document goals and interventions as indicated. 8. 
Communicate changes to the care giving team. This deficient practice was corrected by 10/31/25 prior to the 
start of the survey and was therefore Past Noncompliance. The facility implemented a systemic plan that 
included staff education, skin assessments, and wound care plan audits, and ongoing monitoring was in 
place. This citation relates to Intake 2655006. 3.1-40(a)(1)3.1-40(a)(2)
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