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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record review and staff interview, it was determined that the facility failed to assess and
document the status of wounds or provide physician ordered treatments to prevent new or worsened
pressure ulcers for three or eight sampled residents. (Residents 2, 3, 4)Findings include: Clinical
record review revealed that Resident 2 had diagnoses that included Hidradenitis suppurativa (chronic
inflammatory skin condition of lumps and cysts in the buttocks, groin, and armpits), peripheral
vascular disease (a condition when the blood vessels become narrow), and heart failure. The
Minimum Data Set (MDS) assessment dated [DATE], indicated that the resident was alert, was
dependent on staff for activities of daily living (ADL), and was at risk of developing pressure ulcers. A
review of the care plan revealed that the resident had limited mobility and had skin breakdown on her
left axilla (armpit) and right gluteal fold (the crease that forms beneath the buttocks). A physician's
order dated March 2, 2024, directed staff to cleanse the resident's left axilla with a wound cleanser,
apply an antibiotic lotion (clindamycin 1%) and apply a new dressing daily on day shift (7:00 a.m. to
3:00 p.m.). A review of Resident 2's treatment administration record (TAR) for April 2026, revealed a
lack of documentation to support that the daily dressing was completed as ordered on four occasions
on day shift. In addition, a physician's order dated April 2, 2026, directed staff to apply a topical cream
(clindamycin phosphate 1%) on the resident's inflamed skin daily on day shift for wound care. A review
of the treatment administration record for April 2026, revealed a lack of documentation to support that
the medication was applied as ordered on three occasions on day shift and there was no documented
evidence that the resident had refused treatment. Clinical record review revealed that Resident 3 had
diagnoses that included hypertension (high blood pressure) and cellulitis of the left lower limb. The
MDS assessment dated [DATE], indicated that the resident was alert, was dependent on staff for
ADL, and was at risk for developing pressure ulcers. A review of the care plan revealed that the
resident was at risk for skin breakdown related to fragile skin, poor safety awareness, and that he
had an arterial ulcer (slow-healing wound) on his left ankle. Staff was instructed to provide wound
treatment as ordered. A physician's order dated April 23, 2026, directed staff to remove the dressing,
provide sterile cleaning, apply a new dressing to the left ankle and wrap it with a bandage daily on
day shift. A review of the TAR for April 2026, revealed a lack of documentation to support that the
daily dressing treatment was completed as ordered on three occasions on day shift and there was no
documented evidence that the resident had refused treatment. In addition, a physician's order dated
April 16, 2026, directed staff to apply a thin layer of skin protectant medication on the resident's
buttocks on every shift for redness. A review of the treatment administration record for April 2026,
revealed a lack of documentation to support that the medication was applied as ordered on seven
occasions and there was no documented evidence that the residence had refused treatment. Clinical
record review revealed that Resident 4 had diagnoses that included hypertension and stroke. The
MDS assessment dated [DATE], indicated that the resident had memory problems, was dependent on
staff for ADL, and had pressure ulcers. A review of the care plan revealed that the resident had a
pressure ulcer on the sacrum, left heel and the left lower part of his leg. Staff were instructed to
administer treatments per physician's orders. A physician order dated April 2, 2026, directed staff to
(continued on next page)
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assess and document the appearance and the outcome of the wound on the left heel on every shift. A
review of the TAR for April 2026, revealed a lack of documentation to support that staff assessed the
wound on the left heel on day shift on eight occasions. In addition, a physician's order dated April 9,
2026, directed staff to assess and document the appearance and the outcome of the wound on the
sacrum on every shift. A review of the TAR for April 2026, revealed a lack of documentation to
support that staff assessed the wound on day shift on seven occasions. A further clinical review
revealed a physician's order dated April 16, 2026, that directed staff to assess and document the
appearance and the outcome of the wound on the left lower leg on every shift. A review of the TAR for
April 2026, revealed a lack of documentation to support that staff assessed the wound on the left
lower leg on day shift on seven occasions and there was no documented evidence that the resident
had refused to be assessed. In an interview on April 29, at 12:36 p.m., the Director of Nursing
confirmed that there was no documented evidence that staff assessed the wounds as ordered,
provided wound care, or that the residents refused treatments on those dates. CFR. 483.25(b)(1)(ii)
Pressure Ulcers.Previously cited 9/5/25 28 Pa. Code 211.12(d)(1)(5) Nursing services.
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Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate
catheter care, and appropriate care to prevent urinary tract infections.

Based on facility policy review, clinical record review, observations, and staff interview, it was
determined that the facility failed to ensure that adequate catheter care was provided for two of eight
sampled residents. (Residents 5, 6) Findings included: Review of the facility policy entitled, Catheter:
Indwelling Urinary - Care of, last reviewed January 15, 2026, revealed that the catheter drainage bag
must be positioned lower than the bladder, the catheter drainage bag must be emptied when it became
half full, and the catheter tubing and drainage bag must be kept off the floor. Clinical record review
revealed that Resident 5 had diagnoses that included obstructive uropathy (blockage in the urinary
tract), diabetes, and kidney failure. The resident required the use of an indwelling urinary catheter (a
tube inserted into the bladder to drain urine). On January 27, 2026, the physician ordered the resident
to have an indwelling urinary catheter. On April 28, 2026, at 11:00 a.m., the resident was observed in
bed with the catheter tube and catheter bag containing urine lying directly on the floor. On April 29,
2026, at 9:38 a.m., the resident was observed in bed with the catheter tube and catheter bag
containing urine lying directly on the floor. At the time of the observation, registered nurse 1 stated
that the catheter bag should have been kept off the floor. Clinical record review revealed that
Resident 6 had diagnoses that included neuromuscular dysfunction of the bladder and diabetes. A
physician's order dated December 28, 2024, instructed staff to monitor the resident's suprapubic
catheter (a tube inserted in the lower abdomen to drain urine directly from the bladder) on every shift.
On April 29, 2026, at 9:48 a.m., Resident 6 was observed lying in bed with the catheter drainage bag
that was more than half full of urine on the floor. At the time of the observation, license practical
nurse 1 stated that the catheter drainage bag should have been emptied and kept off the floor. In an
interview on April 29, 2026, at 11:00 a.m., the Director of Nursing confirmed that the catheter bags
should be emptied and not in contact with the floor. 28 Pa. Code 211.12(d)(1)(5) Nursing services.
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