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Provide appropriate pressure ulcer care and prevent new ulcers from developing.
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Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to prevent the worsening of a pressure ulcer (PU; an injury to 
skin and underlying tissue resulting from prolonged pressure on the skin)�for 1 (R #10) of 3 (R #10, #12 and 
#13) residents when staff failed to notify the physician when the resident's right gluteal fold (buttocks) wound 
worsened. If the facility does not recognize and notify the physician when a wound deteriorates, then the 
wound may worsen, become infected, and result in hospitalization. The findings are:� A. Record review of R 
#10's face sheet revealed an initial admission date of 12/02/21 with a diagnosis of multiple sclerosis�(MS; a 
chronic progressive disease involving damage to the nerve cells in the brain and spinal cord, which may 
cause numbness, impairment of speech and muscular coordination, blurred vision and severe fatigue). B. 
Record review of R #10's care plan, dated 09/09/24, revealed R #10 was dependent on staff assistance for 
all activities of daily living (ADL; activities related to personal care such as bathing, showering, dressing, 
walking, toileting, and eating). C. Record review of R #10's wound assessment revealed the following: -On 
07/17/25, an abrasion (partial thickness wound caused by damage to the skin) on R #10's right gluteal fold. 
Length (l) 0.82 centimeters (cm), width 0.6 cm.� -On 07/31/25, an abrasion on R #10's right gluteal fold. 
Length 2.24 cm, width 1.19 cm, depth 1 cm.� -On 08/06/25, an abrasion on R #10's right gluteal fold. 
Length 5.6 cm, width 3.12 cm. The wound was 70 percent (%) slough�(yellow stringy tissue adhered to 
wound bed). - On 08/11/25, an abrasion on R #10's right gluteal fold. Length 3.7 cm, width 2.49 cm, depth 2.
5 cm. The wound had a suspected infection and was 70% slough with increased drainage.� - On 08/19/25, 
a stage III pressure sore (full thickness skin loss that extends into deeper tissue and fat but not into muscle, 
tendon, or bone)�on R #10's right gluteal fold. Length 3.9 cm, width 3.17 cm, depth was 3.5 cm. The wound 
was debrided (medical removal of dead, damaged, or infected tissue) at the hospital, and a negative 
pressure wound therapy (NPWT; a treatment that uses suction to help wounds heal)�was put into place.� - 
On 08/25/25, a stage III pressure sore��on R #10's right gluteal fold. Length 4.59 cm, width 3.31 cm, depth 
was 3.5 cm. The wound was 30 percent slough (yellow stringy tissue adhered to wound bed). D. Record 
review of R #10's physician orders revealed the following: - Monitor open area to right buttock for signs and 
symptoms of infection. Notify medical doctor (MD) for any changes every shift. Start 07/17/25 and end on 
08/05/25. -Right buttock open area: Cleanse site with wound cleanser and apply foam dressing, daily every 
day shift for wound. Start date 07/18/25 and end on 07/31/25.� -Right buttock open area: Cleanse site 
wound cleanser and apply skin prep to periwound. Apply collagen to wound bed and cover with mepilex 
(foam dressing for acute and chronic wounds). Change dressing as needed. May discontinue when resolved. 
Complete�every day shift for wound care. Start date 08/01/25 and end on 08/04/25.� -Right buttock open 
area: Cleanse site wound cleanser, apply skin prep to peri wound, apply medihoney�(wound and burn gel)�
to wound bed cover with mepilex. Start on 08/04/25 and end on 08/05/25.� -Right gluteal (buttock) fold: 
Unstageable [a wound that has full thickness tissue loss but is covered with slough (dead tissue) or eschar 
(dark scab or falling away of dead skin) so that the true depth of the wound cannot be determined] pressure 
ulcer. Clean wound and dry with gauze. Apply a thin layer of Santyl (medication used to treat severe burn or 
skin ulcers by removing dead skin tissue and aid in wound healing)�to wound bed. Cover with a foam 
bordered�dressing. Start date 08/05/25 and end on 08/06/25.� - Wound Care to right Gluteal fold 
unstageable PU: Clean wound and dry with gauze, apply skin prep to peri wound, apply a thin layer of Santyl 
to wound bed, cover with a foam bordered dressing. May change as needed if dressing is soiled. Every shift 
for wound care. Start date 08/08/25 0846 and end date 08/13/25. E. Record review of R #10's Medication 
Administration Record (MAR) dated 07/18/25 to 07/31/25, revealed the following: - Staff did not provide 
wound care to R #10 on 07/28/25. The record did not state why the wound care was not provided. - Staff did 
not provide wound care to R #10 on 07/29/25. The record did not state why the wound care was not 
provided. F. Record review of R #10's MAR, dated 08/01/25 to 08/06/25, revealed the following: - Staff did 
not provide wound care to R #10 on 08/01/25. The record did not state why the wound care was not 
provided. G. Record review of R #10's electronic health record revealed the following: -The record did not 
contain any progress notes indicating staff notified the physician of the resident's deteriorating wound from 
07/17/25 to 08/05/25. -The record did not contain an order to send the resident out to the hospital. H. Record 
review of R #10's admission hospital record, dated 08/11/25, revealed R #10 had altered mental status (a 
change in mental function related to brain issues) at the facility and was picked up by an ambulance. The 
resident had evidence of urinary tract infection (UTI; an infection in any part of the urinary system, which 
includes the kidneys, ureters, bladder, and urethra) and a pressure ulcer that was inflamed and hot. The R 
#10 had bacteremia (bacteria and�infectious organisms�in your blood) with enterococcus faecalis (a 
bacteria found in the intestines that causes a serious infection) related to the right ischial pressure wound 
(right gluteal fold).� I. Record review of R #10's hospital discharge record, dated 08/14/25, revealed the 
following:� - Post debridement (medical procedure that involves the removal of dead, damaged, or infected 
tissue from a wound to promote healing): -Right ischium with full thickness wound (severe injury that extends 
through all layers of the skin). -Wound was malodorous (bad odor or smell). -Wound bed after debridement 
with liquifying necrotic tissue (process where dead tissue transforms into a liquid mass, often due to bacterial 
or fungal infections, or as a result of lack of blood supply). -Wound edges well defined.� -Measurement: 
length 5 cm by width 4.6 cm by depth 1.8 cm. Undermining (erosion under the wound edges) from 3:00-9:00 
(significant erosion occurs underneath the outwardly visible wound margins resulting in more extensive 
damage beneath the skin surface) with a depth of 1.5 cm. J. On 08/26/25 at 1:24 pm, during an interview, the 
Wound Care Nurse (WCN) stated the wound on R #10 was found on Friday, 07/18/25. She stated she put in 
an order for daily cleaning and to keep the wound covered on 07/18/25. She stated she planned to go to the 
facility on Monday, 07/21/25, to reassess the resident's wound, but she was out sick for at least one week. 
She stated she added collagen to the resident's wound care order on 08/01/25, and then she changed to 
medihoney for a day. She stated the Director of Nursing became involved on 08/06/25, and she called the 
physician and the wound care contract company to come take a look at the resident's wound. She stated 
new orders were put in for Santyl around 08/06/25. K. On 08/26/25 at 2:20 pm and 08/27/25 at 8:38 am, 
during an interview, Nurse #3 stated she provided wound care for R #10 and documented the care in the 
MAR. She stated the beginning of R #10's wound was just very tiny, but then she saw a larger dark area 
emerge. She stated she observed the resident's wound start to change, and she was alarmed by it. She 
stated she did not reach out to the physician, the WCN, or the DON. She stated she should have contacted 
them. L. On 08/26/25 at 3:45 pm, during an interview, the Director of Nursing (DON) stated she became 
aware of the resident's wound on 07/18/25. The DON stated she was not at the facility from 07/28/25 through 
08/01/25. She stated she returned to the facility on [DATE]. The DON stated R #10's wife showed her 
pictures of the wound on 08/05/25, and she immediately called the physician. The DON stated the Wound 
Care Nurse Practitioner (WCNP) to come to the facility for a consult and to put in orders for Santyl on 
08/05/25. The DON stated she was not aware of the deterioration of the wound prior to 08/05/25. The DON 
stated the Assistant Director of Nursing (ADON) was also not at the facility during the same time period. The 
DON stated the WCN should have called the physician to report the wound was getting worse. She stated 
the WCN should have notified her as well, even though she was out. The DON stated the resident's wound 
was red and hot when she saw it on 08/05/25, and she suspected the wound was infected.� M. On 08/27/25 
at 10:30 am, during an interview, the Medical Director (MD) stated he did not remember when he was 
notified of the wound for R #10, and he was usually in the building every week. The MD stated he was aware 
of the wound before R #10 went out to the hospital on [DATE]. He stated it was expected staff would notify 
him of any change in condition, to include worsening wounds. N. On 08/27/25 at 11:20 am, during an 
interview, Family Member #10 stated she was aware of the wound on 07/18/25. She stated she watched it 
get worse and talked to the facility nursing staff about it. She stated she went to the DON on 08/05/25 and 
showed her a picture of the wound. She stated the DON got a consult for R #10 on 08/05/25 and the orders 
were changed. Family member #10 stated R #10 was put on antibiotics (08/06/25), but he ended up in the 
hospital with an infection 08/11/25.� O. On 08/27/25 at 11:36 am, during an interview, the WCNP stated the 
first time she saw the wound was on 08/07/25. She stated the wound was an unstageable pressure wound 
with 100% dry eschar. She stated the facility already ordered Santyl, and that was the treatment she would 
have put into place. The WCNP stated a wound culture could not be done due to the dry eschar. She stated 
she did not see R #10 again, because the resident went out to the hospital.�
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

Based on observation, interview and record review the facility failed to secure an oxygen cylinder to prevent 
tipping and falling over for 1 (R #13) of 2 (R #13 and R #14) residents. If the oxygen container fell over, then 
the valve could break on the canister and cause the residual oxygen to leak or cause the oxygen cylinder to 
self-propel across the facility. The findings are: A. Record review of the facility's oxygen safety policy, last 
revised 2025, indicated oxygen cylinders will be properly chained or supported in racks or other fastenings 
(sturdy portable carts, approved stands) to secure all cylinders from falling, whether connected, 
unconnected, full or empty. B. On 08/26/25 at 10:35 am, an observation revealed R #13's oxygen tank sat 
unsecured next to her recliner. R #13 was not using the oxygen.� C. On 08/26/25 at 10:35 am, during an 
interview, the Director of Nursing (DON) stated the portable oxygen container should not be in R #13's room. 
She stated oxygen cylinders should not be stored unsecured, because it could cause an accident.�
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