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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on record review and interview during the abbreviated survey (NY00323539/IQIES 652830), the 
facility did not ensure residents with pressure ulcers or at risk of pressure ulcers received the necessary 
treatment and services, consistent with professional standards of practice, to promote wound healing, 
prevent infection, and prevent new ulcers from developing for 1 of 3 residents (Resident #3). Specifically: 
Resident #3 developed a new pressure ulcer that was not assessed and was not treated timely. Two weeks 
after the wound developed, the facility investigated the pressure ulcer and concluded the wound was not 
assessed, there was no treatment order implemented, and was not documented.Findings include:The facility 
policy, Pressure Ulcer Prevention Program, revised 1/31/2017, documented the facility should have a system 
in place that assured assessments were timely and appropriate, interventions were implemented, monitored 
and revised as appropriate; and changes in condition were recognized, evaluated, reported to the resident's 
attending practitioner and other health care professionals, i.e., wound nurse, as appropriate. Resident #3 had 
diagnoses including heart failure and weakness. The 7/12/2023 Minimum Data Set assessment documented 
the resident's cognition was intact and they required partial/moderate assistance with rolling left and right 
and partial/moderate assistance with chair/bed-to-chair transfers. The resident had no unhealed pressure 
ulcers.The 7/14/2023 Comprehensive Care Plan documented the resident was at risk of skin breakdown 
related to deconditioning. Interventions included risk assessments, keep skin clean and dry and massage 
with emollients during cares.Between 7/14/2023 and 8/31/2023, there was no documented evidence in the 
electronic record that the resident had any skin related concerns.The 9/1/2023 Wound Flow Sheet completed 
by former Director of Nursing #5 documented the resident had a new unstageable pressure ulcer (full 
thickness skin and tissue loss) on the left heel that was 2.5 centimeters (width) by 2.7 centimeters (length) by 
0.4 centimeters (depth). The wound had moderate seropurulent (thin, watery, yellow to tan) drainage and the 
wound bed had necrotic tissue (non-viable tissue). A treatment order was obtained, and new interventions 
included a low air loss mattress, a pressure reducing cushion and mattress, and foam booties.The 9/1/2023 
physician order documented Santyl (wound treatment) to the left the heel and cover with a dry dressing daily. 
The undated/unsigned facility investigation (later determined in interview it was completed by former Director 
of Nursing #5) documented on 9/1/2023, they became aware Resident #3 had an unstageable pressure 
injury on their left lateral (to the side, away from midline) heel that was 2.5 centimeters by 2.7 centimeters by 
0.4 centimeters. After interviews and investigation, it was concluded the resident's pressure injury was noted 
by a certified nurse aide (later determined to be Certified Nurse Aide #1) on 8/18/2023. The certified nurse 
aide notified the licensed practical nurse (later determined to be Licensed Practical Nurse #3) and the 
licensed practical nurse reported it to the registered nurse supervisor (later identified to be Registered Nurse 
Supervisor #4). There was no documentation found regarding the resident's wound by the licensed practical 
nurse or the registered nurse supervisor, a treatment was not implemented and there was no documentation 
of notification to the Residential Care Coordinator, the Director of Nursing or the physician. Staff statements 
documented:- on 9/1/2023, from Certified Nurse Aide #1, on 8/18/2023, they found an open wound on the 
resident's left heel and reported it to Licensed Practical Nurse #3 who had Registered Nurse #4 evaluate the 
resident's heel.- from Licensed Practical Nurse #3 (undated), about 3 weeks ago, Certified Nurse Aide #1 
reported a wound to them on the resident's heel that appeared to be a pressure ulcer. Licensed Practical 
Nurse #3 notified Registered Nurse #4 who assessed the resident and never mentioned a treatment plan. 
When they saw Registered Nurse Supervisor #4 later that shift, they asked about the plan for the resident's 
foot and Registered Nurse Supervisor #4 stated they did not know. When they asked if Registered Nurse 
Supervisor #4 wanted the resident's wound placed on the report, Registered Nurse Supervisor #4 stated it 
did not need to go on report, and they would discuss it with Resident Care Coordinator #5 the next day. 
Licensed Practical Nurse #3 stated they did not document the resident's wound and should have.- on 
9/5/2023, from Registered Nurse Supervisor #4, they did not recall the events of the resident's heel on 
8/18/2023. They typically documented a note after they assessed a resident and because the event was not 
documented, they were not told to assess the resident.- on 9/7/2023, Certified Nurse Aide #2 documented 
they were aware Certified Nurse Aide #1 found a wound on the resident's heel and reported it to Licensed 
Practical Nurse #3 who reported to Registered Nurse Supervisor #4 who looked at the resident's wound. 
Certified Nurse Aide #2 overheard Licensed Practical Nurse #3 ask Registered Nurse Supervisor #4 if they 
wanted the resident's wound placed on report however they did not hear their answer as they had walked 
away.The plan on the investigative summary documented head to toe assessments would be completed on 
all residents. Re-education was to be provided to all nursing staff regarding reporting and documenting of 
skin issues, and weekly skin checks on every resident on the unit for a duration of four weeks.The resident's 
9/1/2023 through 11/30/2023 wound notes and the Treatment Administration Record documented the 
resident continued with weekly wound evaluations and wound treatments were completed as ordered. The 
left heel wound was documented as healed on 12/3/2023.During a telephone interview on 8/8/2025 at 9:45 
AM, Certified Nurse Aide #1 stated when they found a resident had a new skin concern, they would notify the 
nurse. On 8/18/2025, they recalled finding a wound on the resident's left foot and they reported it to Licensed 
Practical Nurse #3 who reported it to Registered Nurse #4. They were not sure if the resident's wound was 
assessed.During a telephone interview on 8/8/2025 at 10:47 AM, Licensed Practical Nurse #3 stated when a 
new skin issue was found, they reported it to the supervisor. On 8/18/2023, Certified Nurse Aide #1 reported 
the resident had a wound. They looked at the resident's wound on the left heel and reported it to Registered 
Nurse Supervisor #4. Certified Nurse Aides #1 and #2 witnessed them report the resident's wound to 
Registered Nurse Supervisor #4.On 8/8/2025 at 11:03 AM, Registered Nurse Supervisor #4 was not reached 
in an interview.During an interview on 8/8/2025 at 11:08 AM, former Director of Nursing #5 stated if a 
resident had a new skin issue, they expected the nurse to notify the provider and get a treatment order 
immediately. On 9/1/2023, they were notified the resident had a new wound on the left heel and initiated an 
investigation. The investigation revealed the wound was first observed on 8/18/2023 by Certified Nurse Aide 
#1 who reported it to Licensed Practical Nurse #3. Licensed Practical Nurse #3 reported it to Registered 
Nurse Supervisor #4 and there was no documentation of the assessment, or a treatment ordered. They 
notified the provider and got an order for a treatment for the resident. The resident did not receive timely care 
for their wound. Corrective measures included changing the process for weekly skin checks and how those 
checks were communicated and documented, having a Stop and Watch form completed by the staff finding 
the wound, and educating the nursing staff on the new processes. They disciplined Licensed Practical Nurse 
#3 and Registered Nurse Supervisor #4 for their failure to document the resident's wound and failure to 
obtain a treatment order. Skin check documentation was added to Quality Assurance until 100% compliance 
and they did not recall if they reached 100% compliance. The resident received weekly nursing assessments 
after 9/1/2023 and they could not recall if the wound on the resident's left heel healed.During an interview on 
8/12/2025 at 8 AM, Physician #7 stated they expected nursing staff to assess new wounds when found, the 
physician to be notified as soon as possible and the wound documented in a progress note. They were not at 
the facility when this incident occurred and ten days without a treatment order was not timely. The resident 
did not suffer any untoward effects, and the wound eventually healed. The facility took corrective actions to 
prevent recurrence. 10NYCRR 415.
12(c)(1)-------------------------------------------------------------------------------------------Past non-compliance was 
identified, and the Administrator notified on 8/14/2025.The facility provided verification the following 
corrective actions were completed.- on 9/1/2023, Resident #3 was assessed, the provider notified, and a 
treatment order was implemented.- Resident #3 was provided weekly wound assessments and daily wound 
treatments from 9/1/2023 through 12/3/2023. The wound was healed on 12/3/2023. - on 9/1/2023, a facility 
investigation was initiated regarding the resident's pressure ulcer.- on 9/1/2023, the facility's Skin Care 
Protocol was reviewed and revised.- on 9/7 and 9/8/2023, skin checks were completed on all facility 
residents.- on 9/23/2023, Licensed Practical Nurse #3 and Registered Nurse #4 received written disciplinary 
notices for their failure to obtain a treatment order from the physician and failure to document the resident's 
new pressure ulcer.-from 9/19 to 10/4/2023, the facility re-educated all certified nurse aides, licensed 
practical nurses and registered nurses on the new Skin Care Protocol that included reporting and 
documenting skin concerns.- the facility conducted weekly skin check audits over four weeks. Skin check 
documentation was added to Quality Assurance until 100% compliance was reached.- during the 8/5/2025 
abbreviated survey, two sampled residents were reviewed and observed with no concerns. The facility was 
found to be in regulatory compliance related to wound assessment and treatment.
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