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Cleveland Community Care Center 4036 Highway 8 East
Cleveland, MS 38732

F 0686

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide appropriate pressure ulcer care and prevent new ulcers from developing.

Based on record review, staff interview, and facility policy review the facility failed to ensure a
resident who was admitted with multiple pressure ulcers and other wounds received necessary
treatment and services to promote healing and prevent worsening by failing to obtain wound
treatment orders and initiate wound care upon admission for one (1) of three (3) residents reviewed
for pressure ulcers. Resident #1.Findings included:Record review of the facility policy Wound Care
revealed Policy.Wound Care Orders and Care Plans. Each individual wound site requires a separate
wound care order.A record review of progress notes for Resident #1, dated 4/17/26, revealed the
resident refused assessment of her wounds. The physician was notified; however, there was no
documentation that wound treatment orders were obtained.Further record review of a nursing
progress note for Resident #1, dated 4/19/26, documented the resident had multiple wounds including
a right heel pressure ulcer with slough, a right hip pressure ulcer with eschar, Stage four (4) pressure
ulcers to the right buttock, sacrum, and left buttock with tunneling, and additional wounds to the
lower extremities. Despite documentation identifying the wounds, no wound treatment orders were
obtained.Record review of the April 2026 Order Summary Report for Resident #1 revealed no wound
treatment orders were entered until 4/28/26.Record review of the April 2026 Treatment
Administration Record (TAR) revealed no documented wound care treatments were provided prior to
4/22/26.Telephone interview on 6/8/26 at 3:39 PM, the Wound Care Nurse Practitioner verified that
she attempted to assess Resident #1's wounds on 4/21/26 but the resident refused to allow her to.
The Wound Care Nurse Practitioner stated she was unaware the facility had not obtained treatment
orders and agreed that basic treatment orders to clean and dress the wounds could have been
obtained despite the resident's refusal of assessment.During an interview on 6/8/26 at 3:47 PM,
Registered Nurse (RN) #1 stated the resident refused wound assessment upon admission and that he
notified the Director of Nursing of the refusal. He stated he did not recall whether wound care orders
were obtained at that time but agreed wound treatment orders should have been obtained.Interview
with the Director of Nursing on 6/8/26 at 4:05 PM, she verified the resident had no wound treatment
orders prior to 4/22/26 and agreed wound treatment orders should have been obtained upon
admission.During a telephone interview, on 6/8/26 at 4:39 PM, the Treatment Nurse stated Resident
#1 initially refused wound assessment but agreed wound treatment orders should have been obtained
at the time of admission and acknowledged that failure to obtain treatment orders could result in
worsening of wounds.Record review of the admission Record revealed that the facility admitted
Resident #1 on 4/17/26 with diagnoses that included Diabetes Mellitus, Chronic Venous Hypertension
with Ulcer of the Left Lower Extremity, Congestive Heart Failure, Chronic Obstructive Pulmonary
Disease, and Schizophrenia.
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