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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to Intake Number 2607357.Based on observation, interview and record review, the facility failed to 
prevent the development of pressure ulcers for one resident (Resident #1) of three residents reviewed for 
skin alterations, resulting in Resident #1 developing three facility-acquired pressures ulcers- one Stage 3 
pressure ulcer ( full- thickness skin loss with exposure of the subcutaneous tissue layer beneath) to his 
coccyx: unstageable wound (full- thickness loss where the depth of the wound is obscured by necrotic tissue 
or eschar) to his left heel and a deep tissue injury (pressure related injury to subcutaneous tissues that 
appears as deep bruise under intact skin) to his left lateral malleolus and inconsistencies in classification of 
the wounds. Findings Include Resident #1:On 9/16/2025 at approximately 12:15 PM, Resident #1 was 
observed resting in bed watching television. He was well dressed in a knitted shirt and black slacks. His left 
lower leg was observed to be bandaged above his socks with the date of 9/11. When Resident #1 was asked 
if he had any other open areas on his body he pointed to coccyx area. CNA (Certified Nursing Assistant) G 
entered the room and when asked about the resident's wounds she expressed, he has three (pressures 
ulcers) - left ankle, left heel and coccyx and all were facility acquired. It can be noted Resident #1 did not 
have soft heel boots on and his bilateral heels were resting on the bed.On 9/16/2025 at 1:30 PM, Wound 
Nurse F was interviewed regarding Resident 1's three wounds. He stated they were all facility acquired but 
two they believe are vascular and they are awaiting testing. The three wounds were reviewed:Resident #1's 
left malleolus was discovered on 7/29/2025 with classification as stage 2 pressure ulcer; on 7/31/2025 it was 
classified as unstageable. Wound Nurse F expressed he was unsure what the true classification was 
currently as they are awaiting testing. Left heel opened on 8/7/2025 and was initially classified as pressure 
DTI (deep tissue injury) but around 8/28/25 is when it was changed to other as it appeared more vascular in 
nature. He reported the wound was worsening and now it appears to be healing.Coccyx was discovered on 
8/7/2025 and the current treatment is triad cream. It is classified at MASD (moisture associated skin 
damage) which is due to incontinence related moisture. Nurse F stated the wound is associated from 
Resident #1 sweating or being urine.On 9/16/2025 at approximately 2:00 PM, a review was conducted of 
Resident #1's medical record and it revealed he was admitted to the facility on [DATE] with diagnoses that 
included metabolic encephalopathy, diabetes, dementia, hypertension, kidney disease and heart disease. 
Resident #1 was deemed incompetent but can express his needs to facility staff. Further review revealed the 
following:admission Skin Assessment 5/26/25:- No skin issues present on admissionCare Plan: .I have an 
ADL (Activities of daily Living) self-performance.ambulation. I am non ambulatory.Transfer: I require 
assistance by (1) staff to move between surfaces with use of sliding board. Bed Mobility: I require 1 
assistance to turn and reposition in bed.Use of incontinence products-brief.daily skin inspections. Report 
abnormalities to the nurse.Kardex: Off-loading heels boots as I will tolerate.Bladder Continence and Toilet 
Use 30-day look back: Most of the lookback, Resident #1 was incontinent and changed about once on each 
shift, with 8+ hours between episodes and the resident being incontinent 95% of the time.MDS (Minimum 
Data Set Assessment) dated 8/27/2025 check MDS date for accuracyNumber of Stage 3 pressure ulcers: 
1Number of unstageable pressure ulcers due to coverage of wound bed by slough and/or eschar: 1Number 
of unstageable pressure injuries presenting as deep tissue injury:1Progress Notes:7/15/2025 04:39: 
Resident was observed expressing discomfort during check and change. Resident verbally complained of 
pain in both legs and refused to be touched during care.7/29/2025 10:45: Upon entering the patient's room 
this morning, stage 2 pressure ulcer was noted to left lateral malleolus, along with a DTI to left heel.8/1/2025 
at 14:46:. Resident noted to have stage 3 coccyx, unstageable left lateral malleolus, DTI left heel.8/12/2025: 
14:11: .Ulcer of sacral region, stage 3 Sacrum. Frequent incontinence checks. Pressure injury of deep tissue 
of left heel Left heel: Offload left heel Recommend NWB ( none weight bearing) to the left foot doppler 
ordered for left lower leg. Decubitus ulcer, ankle, left, unstageable Left lateral malleolus. Pt (patient) is bowel 
incontinent yes. Pt is urinary incontinent yes. Stage 3 pressure injury - Sacrum Wound Length x Width x 
Depth: 2.4cm x 1.8cm x 0.1cm. Deep Tissue Injury - Left HeelWound Length x Width x Depth: 2.4cm x 1.5cm 
x 0.1cm. Unstageable Pressure Injury - Left Lateral Malleolus Wound Length x Width x Depth: 1.4cm x 1.
1cm x 0.1cm.9/9/25 at 10:48: .Recommend ordering CT angiogram to further evaluate vascular status given 
non-healing.foot ulcer.The wound service is consulted for evaluation and treatment of:- Moisture associated 
skin damage (MASD) to the sacrum, previously coded at Stage 3 Pressure injury. Surface area has 
decreased.- A diabetic ulcer to the left heel, previously coded as deep tissue injury. Surface area has 
decreased.- A diabetic ulcer to the left lateral malleolus, previously coded as unstageable pressure injury.
Arterial doppler BLE 9/1/25: The common femoral arteries, superficial arteries, and popliteal arteries are well 
visualized bilaterally. They appear patent without evidence of obstruction to flow. There is no evidence of 
significance stenosis or atherosclerotic disease.Review was conducted of Resident #1 wound notes for all 
three wounds and the following was reviewed:Coccyx Wound:Facility acquired- opening on 7/26/2025:Stage 
2 on 7/28/2025; MASD IAD Incontinence Associated Dermatitis on 7/31/2025; Stage 3 on 8/7/2025; MASD- 
IAD Incontinence Associated Dermatitis on 8/28/2025.7/28/2025: 2.13 cm x 2.61 cmx 1.16 cm, 60% slough 
and 40% epithelial and edges are fragile.7/31/2025: 1.71 cm x 3.09 cm x 0.91 width.light serosanguineous 
drainage, edges attached and surrounding tissue fragile .8/7/2025: No measurements were indicated on this 
wound evaluation. Light serous drainage and intermittent pain during care.8/15/2025: 2.73 cm x 2.41 cm x 1.
84 cm, light serosanguineous drainage, attached edges ad fragile surrounding tissue with slight pain at 
dressing change.8/21/2025: 0.88 cm x 1.75 cm x 1.03 cm, islands of epithelium pink or red, light 
serosanguineous drainage.8/28/2025: 0.51 cm x 2.11. cm x 0.74 cm, sanguineous/bloody drainage, 
moderate pain at dressing change.There was inconsistency in the classification of the coccyx wound as the 
facility reclassified it multiple times.Left Heel Wound:7/31/2025: DTI.3.24 cm x 2.51 cm x 1.71 cm, 
surrounding tissue is fragile, slight pain at dressing change, wound bed is pink or red.8/7/2025:DTI.No 
measurements included on this assessment, resident reports pain during movement.8/15/2025: DTI.2.76 cm 
x 2.39 cm x 1.48 cm, edges attached and surrounding tissue is fragile.8/21/2025: DTI.7.17 cm x 4.24 cm x 2.
22 cm, surrounding tissue is dry/flakey and fragile, slow to heel.8/28/2025: Consistent with vascular 
complicated by diabetes.1.78 cm x 2.03 cm x 1.34 cm.dry, flakey, fragile.9/4/2025: 4.01 cm x 3.44 cm x 1.62 
cm, type- consistent with vascular complicated by diabetes, 80% slough, light serosanguineous drainage, 
fragile edges and moderate pain at dressing changes. progress: stalled.9/11/2025: 3.07 cm x 2.9 cm x 1.39 
cm. consistent with vascular complicated by diabetes .80% slough, light serosanguineous drainage, 
moderate pain at dressing changing.It can be noted on 08/28/2025, Resident #1's wound was changed to 
reflect the facility's current impressions regarding the wound- they stated the wound was consistent with 
vascular complicated diabetes Left Lateral Malleolus- in house acquired Stage 2 - Unstageable (slough 
and/or eschar)7/29/2025: Pressure- Stage 2.1.47 cm x 1.63 cmx 1.3 cm, no drainage and intermittent pain.
7/31/2025: Pressure- Unstageable (slough and/or eschar).1.3 cm x 1.62 cm x 1.17 cm, 100% slough, light 
serosanguineous drainage. 8/7/2025: Pressure- Unstageable (slough and/or eschar) .1.85 cm x 1.73 cm x1.
39 cm.light serous drainage, edges intact, pain at dressing change.8/15/2025: Pressure- Unstageable 
(slough and/or eschar) .1.11 cm x 1.36 cm x 1.13 cm.50% slough, no drainage.8/21/2025:Pressure- 
Unstageable (slough and/or eschar).2.38 cm x 2.25 cm x 1.67cm, 100% slough, light serosanguineous 
drainage, moderate pain at dressing change.9/4/2025: Consistent with vascular complicated diabetes.6.87 
cm x 5.44 cm x 2.45 cm.10% granulation, 90% eschar, light sanguineous/bloody drainage, moderate pain at 
dressing change.It can be noted on 9/4/2025, Resident #1 wounds were changed to reflect the facility's 
current impressions regarding the wound- they stated the wound was :consistent with vascular complicated 
diabetes.: On 9/1/2025 Resident #1's doppler of his bilateral extremities revealed the following, .The 
common femoral arteries, superficial femoral arteries, and popliteal arteries are well visualized bilaterally. 
They appear patent without evidence of obstruction to flow. There is no evidence of significant stenosis or 
atherosclerotic disease. Color doppler analysis reveals normal direction of flow. Doppler spectral analysis 
reveals normal arterial wave patterns without evidence of spectral broadening. There is no evidence of 
thrombosis. Overlying soft tissue tissues appear grossly normal.On 9/16/2025 at 12:25 PM, observation was 
made of Resident 1's left heel and lateral malleolus wound in the presence of CNA G and Nurse I.His heel 
was observed to be 90%-100% covered with eschar. Nurse I stated the left malleolus had eschar in the 
center, slough at the base, small amount of maceration with beefy redness surrounding the eschar center. A 
few inches down from the lateral malleolus wound was an approximately a dime size open area. The center 
was black/brown, and the surrounding area was red/pink. There was no documentation found related to this 
new skin alteration for Resident #1.On 9/16/2025 at 10:20 AM, the DON (Director of Nursing) reported 
Resident #1's three wounds were all discovered around the same time. The DON was asked why the coccyx 
wound was reclassified multiple times. The DON reported during their wound meeting they discussed what 
they thought the best course of treatment would be and that is when they decided the wound was MASD and 
not pressure. The results from the doppler were reviewed which indicated no arterial insufficiencies and the 
DON was asked as to why the wounds were reclassified at diabetic ulcers when the imaging refutes their 
stance. The DON stated she would research and provide further clarity. On 09/16/2025 at 11:15 AM, CNA G 
reported Resident #1 was unable to reposition himself with assistance and he favors laying on his back even 
when they change his position. The CNA added the residents left foot flares to the left when he is in bed. On 
9/16/2025 at 2:06 PM, the DON and Clinical Support Nurse K were interviewed regarding Resident #1's 
wound. They explained his wounds were inconsistent with pressure and they were not healing. Once they 
looked deeper into the wounds they found the malleolus and coccyx appeared to have a vascular component 
to it, they completed the doppler which showed no issues. It was explained this was basic level imaging and 
after it resulted, they still wanted to image further to rule out vascular issues. They assert his wounds are 
consistent with vascular complicated diabetes and they are still in the rule out process.It can be noted the 
wound Nurse Practitioner notes recoded the sacrum wound from a Stage 3 Pressure Injury to MASD, left 
heel DTI was recoded to diabetic ulcer and left malleolus unstageable pressure injury was recoded to 
diabetic ulcer on 9/2/25 but during the interview process the facility reported they have not officially recoded 
the heel and malleolus yet as they wait or further testing. There are inconsistences from the inception of 
Resident 1's wounds with classification and subsequent diagnosis of the wounds. On 9/16/2025 at 3:15 PM, 
an interview was conducted with MDS (Minimum Data Set) Coordinator J. She reported she recently 
completed a significant change for Resident #1 based on his wounds. While she does not complete a 
physical assessment of the wound she does review the documentation, and the team discusses the wounds 
in their meetings. When coding the wounds for the MDS she goes off the ARD (Assessment Reference 
Date), and recent documentation closet to her seven day look back period. Review was completed of the 
CAA (Care Area Assessment) Worksheet dated 8/25/2025 and it stated the following, (Resident #1) is a long 
term care resident here at the facility. He requires assist with all adls (activities of daily living). He has three 
facility acquired pressure ulcers.he is incontinent of bowel and bladder and requires assist with incontinence 
care and toileting.He has a stage 3 pressure ulcer to his coccyx, a DTI to his left heel and an unstageable 
pressure ulcer to his left lateral malleolus. According to the National Pressure Injury Advisory Panel, dated 
9/11/2025 . The heel is one of the most common anatomical sites for PI (pressure injuries.Review was 
conducted of the facility policy entitled, Skin Management Guidelines Prevention of Pressure Ulcers/Injuries, 
reviewed 11/2024. The policy stated, .Inspect the skin on a daily basis when performing or assisting with 
personal care or ADLs. Identify any signs of developing pressure injuries (i.e., nonblanchable erythema). For 
darkly pigmented skin, inspect for changes in skin tone, temperature, and consistency; Inspect pressure 
points (sacrum, heels, buttocks, coccyx, elbows, ischium, trochanter, etc.); Wash the skin after any episodes 
of incontinence, using pH balanced skin cleanser.
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