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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41755

Past Noncompliance

Based on record review and interview, the facility failed to ensure wound care orders were implemented, 
wound care was completed, and staff documented that the wound care was performed for 1 (R #1) of 3 (R 
#1, R #2, and R #17) residents reviewed for pressure ulcers (damage to an area of the skin caused by 
constant pressure on the area for a long time). These deficient could likely result in the provider being 
unaware of the resident's current condition, leading to inconsistent interventions and worsening of pressure 
ulcers. The findings are: 

A. Record review of R #1's admission record (no date) revealed R #1 was admitted to the facility on [DATE].

B. Record review of the wound care consultation (outside nurse practitioner that provides consultation to the 
facility for wound treatment) note dated 10/24/24 revealed the following: 

 1. R #1 presented with a stage 3 pressure (fatty tissue may be visible but bone, tendon or muscle are not 
exposed) injury to sacrum (triangular bone at the base of the spinal column).

 2. Wound care order: primary dressing wound vacuum assisted closure (Wound VAC; a therapeutic 
technique using a suction pump, tubing, and a dressing to remove excess exudate and promote healing in 
acute or chronic wounds), apply Duoderm (name brand of gel dressing that helps maintain a moist wound 
bed) to periwound (tissue surrounding the wound that has been affected by the wound), black foam (foam 
dressing used with wound vac which is connected to a pump to provide suction to help drain fluids from the 
wound bed and reduces swelling) to wound bed (bottom part of a wound where new skin and tissue grow as 
the wound heals), cover with Adaptic (name brand of specialized nonstick wound dressing designed to 
protect the wound bed), set suction to 125 mmHg (pressure setting for wound vac) every Tuesday, 
Thursday, and Saturday. 

C. Record review of R #1's Admission Minimum Data Set (MDS; comprehensive clinical assessment 
completed for all nursing home residents) dated 10/28/24 revealed the following:

 a. R #1 had one unhealed stage 3 pressure ulcer. 

 b. R #1's stage 3 pressure ulcer was present on admission. 
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D. Record review of R #1's physician's orders revealed the following: 

 1. Facility staff did not enter the Wound Vac ordered by the wound care consultant on 10/24/24. 

 2. Order start date 10/30/24, order discontinue date 10/31/24: clean wound with normal saline, pat dry with 
4x (times) 4 (gauze), apply Santyl (topical enzyme medication used to remove damaged or burned skin, 
aiding in wound care and the growth of healthy skin) to slough (layer of dead tissue that accumulates on 
surface of a wound and can impede healing) area, cover with Hydroblue ready (sic; Hydrofera Blue Ready; 
dressing that maintains a moist wound environment without the need for hydration and has a wear time of up 
to seven days, requiring less dressing changes). Secure with protective dressing one time a day every 
Monday, Wednesday, and Friday.

 3. Order date 10/31/24: clean wound with normal saline, pat dry with 4x4, apply Santyl to slough area, pack 
(fill the open wound space with dressing material) with iodoform packing (saturated gauze fabric that is 
effective in promoting wound healing, managing exudate [liquid produced by the body in response to tissue 
damage and wound healing], and preventing infections), secure in place with border dressing (absorbent 
wound dressing that helps protect the wound surface and has adhesive tape to hold the dressing in place 
and maintain a moist wound environment) every morning. 

E. Record review of R #1's Treatment Administration Record (TAR, electronic document where facility staff 
document wound care was completed) for October 2024 revealed facility staff did not document any wound 
care provided to R #1 from 10/23/24 through 10/29/24. 

F. Record review of R #1's Nursing Progress Notes for October 2024 revealed staff did not notify the wound 
care consultant that the Wound Vac did not stay on R #1 on 10/24/24, and that R #1 required other wound 
care orders. 

G. On 01/07/25 at 2:10 PM, during an interview, LPN #1 stated the following:

 1. He assisted the facility wound care nurse in providing wound care to R #1.

 2. LPN #1 could not recall the dates or how often he assisted with wound care for R #1. 

 3. He recalls that the Wound Vac did not stay on R #1, LPN #1 believes this was on 10/24/24 after the 
wound care consultant evaluated R #1's pressure ulcer. 

 4. He assisted the wound care nurse with packing R #1's pressure ulcer wound when the Wound Vac did 
not stay on. 

 5. He did not document any wound care provided for the resident because the wound care nurse was 
responsible for documentation. 

 6. He did not speak to the wound care consultant regarding R #1's pressure ulcer. 

H. On 01/08/25 at 12:54 PM, during an interview, the DON stated the following:

 1. Facility staff did not enter the wound care order provided by the wound care consultant on 10/24/24 onto 
the physician's orders. 
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 2. If the wound care order was not entered then staff will not be prompted to complete the wound care and 
will not know what care to provide.

 3. Facility staff did not document the wound care provided to R #1 from 10/23/24 through 10/29/24. 

 4. The facility wound care nurse did not document any communication with the wound care consultant 
regarding the Wound Vac treatment not staying on R #1.

 5. She stated that her expectation is for staff to enter wound care orders on the date the order is received 
from the wound care consultant, staff document that the wound care is provided to the residents in their 
medical record, and staff document communication with the wound care consultant. 

This deficient practice was cited as past noncompliance: 

Based on facitlity investigation for pressure ulcers the following interventions were implemented and placed 
in the plan of correction prior to survey investigation and verified on the revisit completed on 12/12/2014. 

An audit of current residents with wounds was completed by 11/19/24 to ensure that orders and treatment 
protocols were in place, and wounds were reported to PCP (primary care provider), and interventions were 
identified and placed in the care plan. Additional wounds from ongoing resident assessments were 
documented, reported to PCP, Care planned and treatment started.

Measures/Systemic Changes:

DON/designee educated nurses on wound process with emphasis on reporting all new and worsened 
wounds to providers, ensuring appropriate interventions for wound healing and prevention were identified 
and in place, and documenting wound measurements at least every seven (7) days by 11/19/24. 

In daily clinical meetings, DON/designee reviewed new admissions/new wound orders/new wounds 
identified, nursing notes to ensure treatment orders were written and implemented, wound measurements 
were documented and care plans were updated per identified interventions for wound healing and prevention.

Monitoring:

DON/designee audited all new and worsened wounds weekly for four (4) weeks then monthly x (times) 2 
months to ensure the wound process is in place. 

The facility QAPI (Quality Assurance and Performance Improvement) committee reviewed the corrective 
actions, staff training and audits described above to monitor the effectiveness of the plan for three months to 
ensure that the correction is achieved and sustained.
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