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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** 44750
or potential for actual harm
Based on observation, interview, and record review, the facility failed to change a dressing for one resident
Residents Affected - Few (R706) out of one reviewed for wounds. Findings include:

On 6/25/2024 at 8:40 AM, R706 was observed in their wheelchair. R706 was noted to have an dressing to
their right leg with a date of 6/23/2024 on it. R706 was asked what happened to their leg. R706 stated they
had surgery on it and it needed to be wrapped up. R706 stated the facility changes the dressing every now
and then.

A review of the medical record revealed that R706 admitted into the facility on [DATE] with the following
medical diagnoses, Cutaneous abscess of Right Foot and Sepsis. A review of the Minimum Data Set
assessment revealed a Brief Interview for Mental status score of 11/15 indicating an impaired cognition.
R706 also required assistance with bed mobility and transfers.

Further review of the medical record revealed the following,

Ordered: 6/19/2024. Status: Active. Directions: Right plantar heel: cleanse with vashe, fill with vashe
moistened, plain packing strips, apply ABD (abdominal) pad, and wrap with roll gauze, change daily.

Ordered: 6/19/2024. Status: Active. Directions: Right heel: cleanse with vashe, apply oil emulsion over open
area, cover with ABD and wrap with roll gauze, change daily.

Further review of the progress notes, Date: 6/20/2024. Wound Note: Resident readmitted into the facility with
a DM (Diabetes Mellitus) ulcer to right heel, proximal area measuring 2.0 x 1.0 cm (centimeters) 10%
granulation, no exudate. Right heel Distal DM wound measures 1.2 x 1.8 cm. 100 % light pink tissue. No
exudate noted .

On 6/25/2024 at 10:16 AM, an interview was conducted with Licensed Practical Nurse (LPN) C. LPN C was
queried regarding R706's dressing being dated 6/23/2024. LPN C stated R706's dressing should be changed
daily and they would be changing it that morning.

On 6/25/2024 at 2:02 PM, an interview was conducted with the Director of Nursing (DON). The DON stated
they are unsure why the dressing was dated 6/23/2024 because they looked at the Treatment Administration
Record (TAR) and it said that it was completed. The DON stated they would be reaching out to the nurse.

(continued on next page)
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F 0686 No further information was received by the end of the survey.

Level of Harm - Minimal harm or A review of a facility policy titled, Wound Management Program noted the following, Policy: To assure that
potential for actual harm residents who are admitted with, or acquire, wounds receive treatment and services to promotr healing,

prevent complications and prevent new skin conditions from developing.
Residents Affected - Few
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