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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews during an abbreviated survey (iQIES ID# 2648127), the facility failed to ensure 
residents received treatment and care in accordance with professional standards of practice, the 
comprehensive person-centered care plan, and the resident's choices for one (1) of three (3) residents 
(Resident #1). Specifically, Resident #1 had physician orders discontinuing their Unna boots (gauze bandage 
soaked in a wound treatment, wrapped from toes to knees that provided compression and remained in place 
for up to one week) on 10/03/2025, and there was documented evidence the Unna boots remained in place 
for seven (7) days without an order and without monitoring. On 10/10/2025, the resident complained of left 
leg pain and upon removal of the Unna boot, they were found with a new open wound on the left outer ankle 
that contained an infestation of maggots. Additionally, there was no documented evidence the resident's 
wounds were assessed timely upon admission and no documented evidence a physician ordered treatment 
was obtained timely.This resulted in harm that was not Immediate Jeopardy for Resident #1. Findings 
included:There was no documented evidence the facility had a policy that addressed non-pressure injury 
wounds. The resident had diagnoses including lymphedema (accumulation of lymphatic fluid in the body 
causing swelling), morbid obesity and difficulty walking. The 09/02/2025 admission Minimum Data Set (a 
resident assessment tool) documented the resident's cognition was intact; they needed substantial 
assistance with rolling left and right and partial/moderate assistance with chair/bed-to-chair transfer. The 
resident had three (3) venous ulcers (open sores that develop on the lower legs due to poor blood 
circulation). The 08/27/2025 Hospital Discharge Report documented the resident had multiple wounds (the 
report did not specify type, number, location or treatment). The 08/27/2025 admission Assessment 
completed by Wound Registered Nurse #1 documented the resident had a skin issue present. There was no 
documented evidence wound type, number of wounds, or location of wounds were identified, and there was 
no physician ordered treatment for wounds upon admission to the facility on [DATE]. The 08/27/2025 
Comprehensive Care Plan documented the resident had an alteration in skin integrity with venous ulcers. 
Interventions included: monitor for signs and symptoms of infection, treatments as ordered, and weekly 
wound evaluations. The 08/29/2025 Skin and Wound Evaluation completed by Wound Registered Nurse #1 
documented:- a venous ulcer, right top foot second toe, present on admission, 2 centimeters long x 1.2 
centimeters wide, light serous drainage.- a venous ulcer, right front lateral (to the side of) lower leg, present 
on admission, 13.8 centimeters long x 5.2 centimeters wide, no drainage and intermittent pain.- a venous 
ulcer, left front lateral lower leg, present on admission, 6.2 centimeters long x 4.2 centimeters wide, no 
drainage, erythema (redness) in surrounding tissue and intermittent pain. Physician orders documented:- On 
08/29/2025, Unna boots to right and left legs. - On 08/30/2025, to right foot (toe) wound, apply Xeroform 
(wound treatment) and bordered dressing daily.- On 09/01/2025, Unna boots to right and left legs applied 
every Monday for wound healing. There was no documented evidence the resident's wounds were assessed 
from 08/30/2025 through 09/23/2025. The 09/24/2025 Skin and Wound Evaluation completed by Wound 
Registered Nurse #1 and signed on 09/26/2025, documented the resident's left front lateral and right front 
lateral leg wounds resolved. From 09/24/2025 through 10/02/2025, the resident's physician ordered Unna 
boots continued as ordered. The 09/2025 Treatment Administration Record documented Unna boots were 
applied to the resident's left and right legs weekly with the last documented administration on 09/29/2025 by 
Licensed Practical Nurse #7. The 10/03/2025 physician orders documented to discontinue routine and as 
needed Unna boots. The notes section of the physician order for Unna boots documented resolved. There 
was no documented evidence the Unna boots were removed after 10/03/2025. The 10/06/2025 Nurse 
Practitioner #5 note documented the resident was assessed and observed in their wheelchair with dressings 
intact to both feet. The 10/07/2025 Skin and Wound Evaluation by Registered Nurse Manager #4 
documented the resident's right second toe was assessed. A picture of the resident's right foot was attached 
to the evaluation. The picture showed the resident's right foot toes to just below the right ankle, and a pink 
tinged gauze bandage wrapped around the resident's foot (later revealed in interview with Wound Registered 
Nurse #1 this was an Unna boot). There was no documented evidence of current physician orders in the 
resident's record for Unna boots on 10/07/2025. The 10/10/2025 Director of Nursing note documented they 
were called to assess the resident's left lower extremity. It was noted the resident had a new wound to the 
lateral left lower extremity that was found to have small maggots noted. The site was cleansed with saline 
and the maggots were removed, however upon removal, more pieces of skin began to peel back and reveal 
more maggots. The physician was notified, and the nurse practitioner was consulted. The 10/10/2025 Nurse 
Practitioner #5 Note documented the resident's Unna boots were removed due to increased pain, a new 
wound was discovered on their left lateral ankle and there were maggots in the wound. The wound was new 
and due to the Unna boot. The resident was very upset and reported pain level 10 out of ten. The resident 
was sent to the hospital due to multiple maggots and intractable pain. During an interview on 10/31/2055 at 
12:23 PM, Certified Nurse Aide #6 stated the resident had dressings on both legs that went from their knees 
to their feet. The dressings had to be covered during a shower, so they did not get wet. They cared for the 
resident on 10/07/2025 and 10/09/2025, and recalled the dressings to both legs were in place when they 
provided care. On 10/10/2025, they gave the resident a shower and covered both legs to protect the 
dressings. During an interview on 11/03/2025 at 9:49 AM, Licensed Practical Nurse #7 stated Unna boots 
were a medicated wrap that stayed in place for a week at a time. The skin below the Unna boot could not be 
visualized while the boot was in place. On 09/29/2025, they changed the resident's Unna boots and recalled 
the skin to their legs was intact but scaly. On 10/08/2025, they did a skin integrity check on the resident and 
believed the Unna boots were in place at that time. During an interview on 11/04/2025 at 10:26 AM, Licensed 
Practical Nurse #9 stated they worked the day and evening shift on 10/09/2025 (the day before the resident 
discharged ) and they did a treatment to the resident's right foot second toe on the day and evening shifts. 
The resident had Unna boots in place to both legs on 10/09/2025. During an interview on 11/04/2025 at 
10:10 AM, Licensed Practical Nurse #10 stated on 10/10/2025, the resident complained of pain in the left leg 
and the resident asked them to remove the leg wrap. They were not sure if the resident's wraps were Unna 
boots, however, the resident had the same type of wrap also on their right leg. They removed the left leg 
wrap, noticed an odor and saw an infestation in an open wound on the resident's left outer ankle. They 
notified Wound Registered Nurse #1, the Director of Nursing, and Nurse Practitioner #5. During an interview 
on 11/04/2025 at 1:50 PM, Wound Registered Nurse #1 stated during the admissions assessment, the nurse 
completed a full head to toe assessment and if wounds were found, orders were obtained the same day. The 
wounds would be documented in the Admissions Report including type of wound, location and 
measurements. Wounds would be reassessed by a registered nurse every seven (7) to 10 days and they 
were assessed at that frequency so new wounds were not missed, and current wounds were not worsening. 
On 08/27/2025, they were not sure why the resident's wounds were not documented and not sure why there 
were no ordered treatments. Upon admission, they recalled the resident had both legs reddened and swollen 
with dried peeling skin and a wound on their right second toe. Orders should have been in place within 24 
hours of admission. When the resident went from 08/30/2025 to 09/23/2025 without a wound assessment, 
they stated they were short staffed, and the facility had lost the unit manager during that time frame. On 
10/03/2025, they stated both the resident's lower legs healed, and they discontinued the Unna boots. Wound 
Registered Nurse #1 showed the surveyor a picture taken on 10/07/2025 of the resident's right foot from toes 
to just below the ankle. The picture showed a pink tinged gauze wrapped around the foot. When questioned, 
Wound Registered Nurse #1 stated that was an Unna boot. They stated they would not have expected an 
Unna boot to be in place as there was no physician order for Unna boots. They stated on 10/10/2025, the 
Unna boot would not have caused trauma to the resident's left outer ankle. They had witnessed the resident 
scratching at their legs and putting things down the Unna boot to scratch. During an interview on 11/05/2025 
at 10:39 AM, Nurse Practitioner #5 stated if a resident had wounds upon admission, they expected nursing to 
obtain orders within 24 hours. They expected wounds to be assessed by nursing weekly or more frequently if 
needed. The facility required residents have physician orders for all medications and treatments and that was 
required because they wanted the correct orders in place. They were not aware the resident went greater 
than two (2) days without a treatment order, was not aware the resident went four (4) weeks without a 
documented wound assessment and stated that was not timely. On 10/10/2025, when they documented the 
resident's wound was due to the Unna boot, they should have said the wound occurred when the Unna boot 
was on. They heard from staff the resident was non-compliant and messing around with their Unna boot. 
They were not sure how the resident got an infestation when the Unna boot was in place. They were not 
aware the Unna boot was discontinued on 10/03/2025 and not aware there was no physician order for Unna 
boots that were in place on 10/10/2025. 10 NYCRR 415.12
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