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F 0686 Provide appropriate pressure ulcer care and prevent new ulcers from developing.

Level of Harm - Actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review the facility failed to prevent the development of an unstageable

Residents Affected - Few pressure injury (a severe, full-thickness wound where the base is completely covered by dead tissue) for

one resident (Resident #2), of 6 sampled residents, when the facility failed to periodically check the
resident's skin under a removable medical device for more than 20 days and the resident required surgery
to clean the wound. The facility census was 115. Review of the facility policy titled, Skin Identification,
Evaluation, and Monitoring, dated 2/2026 showed:-The purpose of this policy is to outline a method of
identification, evaluation and monitoring for alterations in skin integrity, Communities will implement
preventative measures and an individualized care plan will be formulated upon completion of findings;-A
licensed nurse will evaluate the skin integrity through a physical skin evaluation upon admission, weekly
and when a significant change is identified;-The nursing assistant will observe the resident's skin when
assisting with activities of daily living (ADLs: tasks completed in a day to care for oneself) and report
changes to the nurse;-The Licensed Nurse will initiate preventative and/or treatment intervention as
indicated;-Eliminate or reduce: the source of pressure using positioning techniques, enhancement of
mobility and circulation, and other sources of skin injury by evaluating the cause and providing
interventions. 1. Review of Resident #2's hospital discharge paperwork dated 01/05/26 showed:-He/She
was awaiting placement in post acute care facility;-He/She had a fracture of the left ankle;-His/Her skin had
no lesions (abnormal change in skin caused by injury or disease). Review of the resident's Operative
Report dated 12/31/25 showed:-The resident's ankle was sterilely dressed; -The resident was placed in a
new splint (soft cast, made of fiberglass or plaster, the splint covers the back of the leg and calf, held in
place by an elastic bandage. Padding is crucial to prevent pressure ulcers, particularly around the heel and
ankle bones. The splint is usually not designed for walking and is used for non-weight-bearing protection.)
Review of the resident's admission Minimum Data Set (MDS: a federally mandated assessment tool
completed by facility staff) dated 01/06/26 showed:-Brief Interview of Mental Status (BIMS) of 12 indicated
minimal cognitive loss;-Partial to moderate assistance from staff for ADLs;-Risk for pressure
ulcers;-Diagnoses included: Fracture of the ankle, muscle weakness, anxiety, stroke, and dementia (a
disease that affects the way a person thinks and affects reasoning). Review of the resident's
Comprehensive Care Plan dated 01/06/26 showed the resident had a splint on his/her left ankle and a
pressure injury to right great toe. Review of the resident's admission assessment dated [DATE] showed
he/she did not have impaired skin integrity. Review of the resident's Nurse Progress Notes showed the
following:- The Assistant Director of Nursing (ADON) documented on 01/6/26 at 09:10 P.M. He/She had a
Stage | (an area of skin damage characterized by intact, red, skin with temperature changes) to the right
great toe, present on admission;-The resident had no other skin issues;-Registered Nurse (RN) A
Documented on 01/10/26 at 10:22 P.M. the resident had a left ankle fracture and right great toe
discoloration;-The resident had no other
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F 0686 skin issues;-Licensed Practical Nurse (LPN) B documented on 01/12/26 at 10:51 P.M. the resident had no
skin issues;-LPN A documented on 01/13/26 at 02:09 P.M. the resident had no skin issues. Review of the

Level of Harm - Actual harm physician's progress note for the resident dated 01/12/26 showed:-He/She was seen for a follow up after a
left ankle fracture;-The soft cast was removed and a Controlled Ankle Movement (CAM) boot (a stabilizing

Residents Affected - Few boot with adjustable Velcro straps) was placed on the resident;-He/She was to leave the boot on at all times

except for hygiene;-He/She had a scheduled follow up appointment on 02/02/26. Review of physician's
progress notes for the resident dated 02/05/26 showed:-The resident did not return in two weeks as
ordered, it has been 3 1/2 weeks;-The resident reported the dressing and CAM boot placed at the last visit
had not been touched since the visit three weeks ago;-The resident complained of numbness and tingling

in both legs;-The resident had a medial (middle) foot/ankle ulceration approximately 3 to 6 centimeters (cm)
with fibrous base and mildly erythematous (red) edges;-An order for Bactrim DS (double strength
prescription antibiotic) twice daily for ten days for a wound infection;-The resident was referred to the wound
clinic. Review of the resident's Physician referral document for wound clinic dated 02/05/26 showed the
resident had an open area on his/her left ankle and the resident needed to be seen urgently. During an
interview on 03/09/26 at 03:45 P.M the Wound Clinic RN said:-The resident was seen on 02/06/26 after a
referral from the Orthopedic Surgeon, for an open wound that was caused by the CAM boot not being
removed for three weeks;-The resident had a large unstageable wound on his/her left ankle/foot, that was
covered in eschar (a thick, dry, black or brown layer of dead tissue (necrosis) that forms over severe
wounds);-The wound measured 3.3 cm by 3.1cm by 0.1cm. Review of the resident's Physician Order Sheet
(POS) dated February 2026 showed an order for wound care: Left ankle cleanse with wound cleanser,
apply hydrafera blue (a prescription wound dressing) cover and secure with gauze wrap and tape, complete
on day shift every 3 days for wound care, starting 02/09/26. During an interview on 02/20/26 at 04:22 P.M.
the resident said:-He/She had a fall resulting in a broken ankle and hospitalization, and was sent to the
facility to receive therapy;-He/She arrived to the facility on [DATE];-The CAM boot on his/her foot was never
removed until the he/she returned to the physician who opened the CAM boot and found the big sore
spot;-The physician scheduled wound care the very next day;-The facility staff told him/her they could not
take the boot off and it was left in place for more than two weeks;-He/She had a sock on his/her foot under
the boot and it was left on his/her foot for more than two weeks;-He/She reported to the facility staff his/her
left ankle hurt badly, but could not tell if it was the skin or the surgery that caused the pain. During an
interview on 02/20/26 at 04:37 P.M. Certified Nurse Aide (CNA) A said:-The resident complained of a lot of
pain in the left foot;-He/She loosened the strap of the boot one time to assist with pain relief;-He/She did
not remove the boot at any time;-He/She worked with the resident a lot, as she works that area full time.
During an interview on 02/24/26 at 01:20 P.M. LPN A said:-He/She did not open or remove the boot to
check the resident's skin or provide any hygiene;-If he/she completed a skin assessment and there was a
wound, he/she would have documented the skin check and the wound;-He/She would follow the physician's
orders and would not have opened the boot if there was an order to leave it in place. During an interview on
02/24/26 at 01:28 P.M. RN A said:-He/She never removed or opened the boot to look at the resident's
skin;-The resident complained of stabbing pain in the left foot;-If the physician gave an order not to remove
it then it would be left in place;-If the physician orders were to remove it then we would have done that.
During an interview on 02/24/26 at 01:40 P.M. Nurse Practitioner A said:-He/She believed at the time the
resident admitted to the facility, the boot was to be left on, then at a later time there was an order to remove
for hygiene only;-The resident's pain was a concern from the beginning and had been addressed
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F 0686 with medication adjustments;-She was very unhappy the surgeon found a wound under the boot on
02/12/26;-She would expect staff to open the boot and check the skin and pulses each shift. During an

Level of Harm - Actual harm interview on 02/25/26 at 09:12 A.M. Unit Manager A said:- The resident had a soft cast (a thick foam and
dressing wrap) when he/she was admitted to the facility;-The resident had an order to leave the soft cast in

Residents Affected - Few place until he/she saw the orthopedic surgeon for follow up;-The resident did not give any indication that

he/she had foot pain;-The cam boot was placed on the resident on 02/12/26 at the physician's visit;-The
physician ordered for the boot to be left on except for hygiene;-He/She would expect staff to check the skin
under a boot for skin integrity;-He/She is unsure why skin checks were not done;-There was not an order to
check the skin under the boot, but an order would not be necessary;-When the physician found the wound,
the wound was unstageable;-The resident was placed on antibiotics for the wound. During an interview on
02/26/26 at 02:26 P.M. the Director of Nursing (DON) said:-When the resident was admitted he/she had on
a soft cast that was not to be removed until he/she was seen by the orthopedic follow up appointment;-The
resident went for an orthopedic follow up appointment on 01/12/26 and a CAM boot was placed on the
resident's left foot;-The resident had an orthopedic follow up appointment on 02/05/26 where the doctor
found the wound;-With the physician's order to remove for hygiene the CAM boot should have been opened
and the skin checked every shift; - We did not check the resident's skin and it was wrong. During an
interview on 03/09/26 at 09:00 A.M. the Orthopedic Surgeon said:-He/She expected the CAM boot to be
removed for hygiene as ordered;-He/She would expect hygiene to be done at the very least daily, but
preferably every 12 hours;-It was unacceptable the boot was not removed and the skin was not checked for
three weeks. During an interview on 03/11/26 at 10:25 A.M. Surgeon A said:-The wound on the resident's
ankle became infected, causing the hardware in his/her ankle to also become infected, resulting in the
resident having to have surgery, removal of the hardware and preparing the skin for a skin graft (a surgical
procedure that transplants healthy skin from a donor site to cover damaged, burned, or surgically removed
skin). Review of the resident's Operative Note dated 03/05/26 showed:-He/She had a hardware infection,
left ankle with full thickness ulcer to the fat layer;-Performed procedure irrigation and debridement (medical
removal of dead tissue), hardware (screw) removal and surgical wound bed preparation of skin graft;-Left
front, middle ankle had a large eschar with underlying wound, was noted to extend deep into the fat layer
with partial tendon exposed;-A bone biopsy (small bone sample taken to test for infection, inflammation or
disease) was completed. Intakes 2784865 & 2736326

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 265863 Page 3 of 3



