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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to ensure acceptable nursing standards of practice when a 
resident was admitted from the hospital with a wound vacuum (wound vac, a medical device that provides 
light suction to a wound with high amounts of drainage to pull the excess drainage away from the skin) in 
place to his/her abdomen for treatment to an open surgical wound. The facility did not verify the wound 
vacuum treatment orders including wound vacuum dressing changes and needed supplies upon admission 
to the facility. As a result, the resident did not receive treatments as ordered by the hospital while at the 
facility. The resident discharged to the hospital on [DATE] for wound evaluation (Resident #1). The sample 
was 3. The census was 51.Review of the facility's Prevention and Treatment of Skin Breakdown and Other 
Skin Condition policy, dated 2017, showed:-Policy: properly identify and assess residents whose clinical 
conditions increase the risk for impaired skin integrity, to implement preventive measures, and to provide 
appropriate treatment modalities for wounds according to industry standards of care;-Procedure: A skin/body 
audit will be done upon admission and weekly during the resident's stay. If a skin concern is noted, complete 
a wound ID and assessment for each skin condition identified, which will auto create a wound log. Solicit 
appropriate physician orders;-Treatment: if the resident is admitted with a wound, the following procedure is 
implemented: Initiate wound care guidelines. Notify the physician and family representative. Solicit 
appropriate physician orders. Review of Resident #1's hospital Discharge summary, dated [DATE], 
showed:-Hospital diagnoses included: partial colectomy (removal of part of the colon), severe sepsis with 
septic shock (systemic blood toxicity) and colon perforation (burst colon);-Hospital wound care notes: 
Focused assessment of midline (middle) wound vacuum:--Surgery date: 9/27/25. Location: 
abdomen;--Procedure: re-exploration of the abdomen, partial ileostomy (a surgical procedure that creates an 
opening (stoma) in the abdominal wall through which waste from the small intestine (ileum) can be 
discharged into a bag) and negative pressure wound therapy (NPWT, wound vac);--Date wound vacuum 
initiated: 9/27/25;--Measurements: length 18 centimeters (cm) x width 2.6 cm x depth 1.5 cm, with a small 
opening proximally (near top of abdomen) and distally (near lower abdomen);--Wound base: 100 percent (%) 
reddened granular (new tissue growth) tissue and 100 % friable (fragile) tissue throughout wound with two 
small tunneled areas; --Edges: open and defined;--Drainage: creamy serosanguinous (thin white, blood 
tinged drainage);--Treatment/interventions: Clean wound with Vashe (antibacterial wound cleanser). Peri 
wound (outer edge of wound): skin barrier wipe for moisture protection. Vac drape and place Duoderm (a 
thin transparent material, used as a skin protectant) placed along wound edges for protection from 
mechanical forces and moisture protection. Foam used, medium black foam. Place two pieces of white foam, 
one into each tunnel at proximal and distal ends. One piece of black foam to loosely fill wound space and 
one piece of black foam to cushion [NAME] pad. Pressure setting: 75 (negative pressure setting) 
mmHG;--Instructions for dressing changes, if wound vac machine is off/fails for greater than two hours or if 
dressing compromised: Remove the Vac drape and sponges and reconcile the sponge counts with the most 
recent wound care note. Irrigate the wound gently with normal saline (NS). Lightly pack the wound with NS 
moistened gauze dressing (wet to dry) and secure with dry dressing. Change wet to dry dressing daily and 
as needed (PRN) until seen by the physician team or wound care nurse;-Plan: Vacuum changes every 
Monday, Wednesday and Friday. Discharge to skilled facility. Review of the resident's facility admission 
physician order sheet, showed:-admitted : 10/23/25;-Shower/bath: every Wednesday and Saturday;-Skin 
observation: every Saturday;-No wound care orders noted. Review of the resident's progress notes, 
showed:-On 10/23/25 at 6:20 P.M., an admission note: Arrived by hospital transport. Mental status, able to 
make needs and wants clearly known. Gastrointestinal: abdomen is tender. A colostomy is present with a 
stoma. Skin: skin is normal. (The assessment did not address the resident's abdominal surgical wound or 
wound vac);-On 10/26/25 at 2:05 P.M., a skilled evaluation note: Skin warm and dry, color within normal 
limits. Skin note: wound vacuum and colostomy area present with no signs of infection, swelling or bleeding. 
Review of the resident's October Treatment Administration Record (TAR), dated 10/23/25 through 10/28/25, 
showed no treatment wound care orders for the abdominal wound vacuum. Review of the resident's 
progress note, showed on 10/27/25 at 5:13 A.M., the resident and family wanted to know the schedule for 
the wound vac to be changed and the wound cleaned. Currently, had a wound vac to the center of the 
abdomen at 75 mmHG of pressure. No order located. The physician was contacted to obtain orders to verify 
and treat. Waiting a call back. The resident stated in the hospital the wound vac had been changed every 72 
hours. The orders could not be verified within hospital paperwork. Will continue to monitor. During an 
interview on 11/04/25 at 11:45 A.M., the Director of Nursing (DON) said the resident was admitted from the 
hospital with an abdominal wound vac and a new colostomy. The DON was approached by the family on or 
around 10/28/25 and was notified the resident had not received any wound vacuum changes since he/she 
was admitted . The resident and family said the wound vacuum was to be changed every Monday, 
Wednesday and Friday. The facility did not have any wound care supplies, and the resident did not have 
orders for treatments to the abdominal wound. Upon investigation, the DON discovered the admitting nurse 
and subsequent nursing staff did not verify hospital discharge wound care orders. The resident did not 
receive any abdominal wound or wound vacuum care while at the facility. The resident and the family elected 
to discharge to the hospital for wound evaluation and treatment on 10/28/25. All nurses who cared for 
Resident #1 were responsible to ensure wound care orders were received from the hospital or call the 
surgeon to obtain orders for care. During an interview on 11/4/25 at 12:02 P.M., Licensed Practical Nurse 
(LPN) A said he/she worked part time at the facility and assisted the specialized wound management (SWM) 
nurse weekly with wound assessments. He/She was asked to assess Resident #1's abdominal wound and 
wound vacuum on 10/28/25. When he/she approached the resident for consent to enroll into SWM services, 
he/she was told by the resident and family the resident was going to the hospital for evaluation and treatment 
of the wound. Prior to the resident discharging to the hospital, LPN A reviewed the physician orders in the 
computer and did not locate any wound care orders. LPN A expected the admitting nurses to conduct a full 
head to toe assessment, document any skin impairments and obtain orders. If wound care orders are not 
clear or provided on discharge paperwork, the nurse should call and verify the orders with the hospital. 
During an interview on 11/4/25 at 12:17 P.M., the Licensed Practical Nurse Manager said she had worked at 
the facility for two weeks. On 10/28/25, the resident and family expressed concern that the resident had not 
received a wound vacuum change since his/her discharge from the hospital several days previously. Upon 
review of the resident's admission orders, no wound care orders were documented in the medical record. 
The admitting charge nurse should have verified orders and conducted a full skin assessment. If the 
admitting staff did not observe hospital discharge wound orders, the staff should have called the hospital for 
wound orders or clarification. The facility staff could have called the facility medical director for temporary 
orders until the surgeon was reached. Resident #1 did not receive wound care to his/her abdominal surgical 
wound since his/her admission on [DATE]. The resident discharged to the hospital per resident and family 
request on 10/28/25 for wound evaluation and treatment. 2655086
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