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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46216

Based on observation, record review, and interview, the facility failed to provide ulcer care as ordered by the 
physician for two (#1 and #3) of three residents sampled for ulcer care.

LPN #1 identified 61 residents resided in the facility.

Findings:

The Wound Care LPN identified 13 residents received wound care in the facility.

1. Resident #1 admitted to the facility on [DATE] with diagnosis which included non pressure chronic ulcer 
with unspecified severity (back and right thigh).

A Physician's Order, dated 05/25/24, documented, Hibiclens External Solution (Chlorhexidine Gluconate) 
Apply to back and thighs topically every day shift for use with each dressing change.

A May 2024 TAR, had no documentation on 05/26/24 and 05/30/24 for the above treatment.

A June 2024 TAR, had no documentation on 06/09/24 for the above treatment.

A Physician's Order, dated 05/25/24, read in part, Non-pressure wound of the right flan: cleanse with 
hibiclense, pat dry, apply calcium alginate sprinkled with collagen powder, cover with island dressing daily 
and prn every day shift

A May 2024 TAR, had no documentation on 05/26/24 for the above treatment.

A June 2024 TAR, had no documentation on 06/08/24 for the above treatment.

A Physician's Order, dated 05/25/24, read in part, Non-pressure wound of the right posterior thigh: cleanse 
with hibiclense, pat dry, apply calcium alginate sprinkled with collagen powder, cover with island dressing 
daily and prn every day shift

A May 2024 TAR, had no documentation on 05/26/24 for the above treatment.

A June 2024 TAR:, had no documentation on 06/09/24 for the above treatment.
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A Physician's Order dated 05/16/24, read in part, Nystatin External Powder 100000 UNIT/GM (Nystatin 
Topical) Apply to buttocks topically one time a day.

A May 2024 TAR, had no documentation on 05/26/24 for the above treatment.

2. Resident #3 admitted to the facility on [DATE] with diagnosis which included pressure ulcer of sacral 
region, stage four.

A Physician's Order, dated 06/05/24, documented, Cleanse bilateral buttocks with ns, pat dry, apply triad to 
bilateral buttocks BID and prn.

A June 2024 TAR, had no documentation on 06/07/24 for the above treatment.

A Physician's order, dated 06/05/24, documented, Hydrophillic Paste apply to bilateral buttocks topically two 
times a day for prevention.

A June 2024 TAR, had no documentation on 06/07/24 for the above treatment.

A Physician's Order, dated 06/07/24, documented, Floor Nurse: cleanse area to LFA with ns, pat dry apply 
xeroform and cover with dry dressing daily and prn. Every day shift related to other skin changes.

A June 2024 TAR, had no documentation on 06/07/24 for the above treatment.

On 06/17/24 at 11:56 a.m., the Wound Care LPN stated the blanks on the TAR meant the treatment was no 
done.

On 06/17/24 at 11:58 a.m., the Wound Care LPN stated the treatments above had not been done. They 
stated treatments are to be done by the end of your shift.
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