
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

495189 10/22/2025

Regency Health and Rehabilitation Center 112 N Constitution Dr
Yorktown, VA 23692

F 0686

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

(continued on next page)

495189 4

02/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

495189 10/22/2025

Regency Health and Rehabilitation Center 112 N Constitution Dr
Yorktown, VA 23692

F 0686

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, staff interview, facility documentation review and clinical record review, the facility failed to 
prevent pressure sore formation, for one resident (Resident #3) in a sample of 3 residents.For Resident #3 
the facility failed to provide consistent and accurate skin care assessments, provide available prevention 
techniques, wound care monitoring, and treatment for Resident #3 who suffered an avoidable sacral 
pressure ulcer. The findings included. Resident #3 was originally admitted to the facility on [DATE]. 
Diagnoses included acute stroke with craniotomy and paralysis on his (dominant) right side, dysphagia with 
peg feeding tube insertion, diabetes, chronic kidney disease, cardiomyopathy, bell's palsy, prostatic 
hypertrophy, foley urinary catheter, and a renal mass. Resident #3's most recent MDS (minimum data set) 
with an ARD (assessment reference date) of 9-16-25 was coded as a significant change assessment. The 
Resident was coded as severe cognitive loss. Resident #3 was coded as being dependent on 1 to 2 staff 
members for physical assistance with all activities of daily living and two-person assistance with bed mobility, 
toileting and transfers. Resident #3 was coded as having a catheter for bladder elimination and was 
frequently incontinent of bowel. The Resident was not coded as having had neurosurgery, in error. The 
Resident was coded as being at risk for pressure ulcer development and coded only one acquired stage 3 
pressure sore. The MDS document coded diabetic ulcers on feet, and there were 3. On 10-21-25 at 2:00 P.
M. Resident #3 was observed in bed. The Resident was awake and non- verbal upon questioning. The 
Resident was lying inclined at a 45-degree angle propped up facing the wall in front of him. The Resident 
was lying on a mechanical alternating air low air loss mattress which was operating appropriately. On 
10-21-25 Resident #3's clinical medical record was reviewed. That review revealed nursing progress notes 
dated 8-29-25 describing that Resident #3 had orders for treatments. Notes do not indicate who ordered the 
treatment, nor a description of the wound to be treated. No evaluations, assessments, measurements nor 
descriptions of the character of the wound accompanied the order for treatment upon identification of the 
wound until 8 days after identification on 9-5-25. Physician progress notes also document no wound often in 
the record after identification of the pressure ulcer further indicating no knowledge of the wound by the 
physician. No skin assessments nor evaluations were completed in the clinical record until 9-5-25 when the 
Advanced Practice Registered Nurse Practitioner (NP) specializing in wound care saw the Resident and 
documented such. She documented that the location of the wound was described more appropriately as 
Sacrum and not left/right lower buttocks. On that day the NP also documented in the first evaluation of the 
wound for Resident #3 recommendations for an alternating air mechanical low air loss mattress, and other 
interventions, and described the wound as a stage 3 pressure ulcer to the sacrum. The 4 orders for 
treatment of the wound follow below in chronological order. 1. 8-28-25 - ordered left lower buttocks, and right 
lower buttocks DWC (Dakins wound cleanser) Xeroform and border gauze 1 time per day. Discontinued on 
9-8-25. 2. 9-8-25 - ordered Sacrum cleanse with wound cleanser, hydrogel gauze and cover with silicone 
bordered gauze 1 time per day. Discontinued on 9-12-25. 3. 9-17-25- Prostat SF liquid protein supplement 
for wound healing 30 milliliters via feeding tube 1 time per day. Continued through survey. 4. 9-24-25 - 
ordered Sacrum cleanse with DWC, apply hydrogel gauze, and apply silicone border gauze one time per 
day. Discontinued 10-6-25. There was no ordered treatment for the sacral wound from 9-12-25 until 9-24-25 
(12 days). Medication and treatment administration records (MAR's/TAR's) were reviewed and documented 
that the treatments were omitted on the following days. 8-28-25, 8-29-25, 9-1-25, on 9-11-25 the Resident 
went out to hospital, and returned on 9-12-25. Treatments were not administered 9-12-25 through 9-24-25 
(12 days), 9-27-25, 9-28-25, 9-29-25, 10-2-25, and 10-5-25. Treatments to the sacral pressure ulcer were 
discontinued on 10-6-25 as the wound was healed and remained healed at the time of survey. Braden skin 
assessments typically completed on admission for risk of wound development were only completed twice for 
this Resident. Those 2 were completed late, as the first one was completed on 10-14-25, which scored a 10 
high risk and the only other one on 10-22-25 a 12 high risk. The Resident's care plan for this period revealed 
as interventions the following. Assess Resident for risk of skin breakdown.Alternating air mattress.Assist 
resident to turn and reposition often.Draw sheet for turning and repositioning while in bed.Educate resident 
and family about pressure ulcer prevention.Enhanced barrier precautions.Keep skin clean and dry as 
possible.Pressure relieving cushion to the chair.Referral to registered dietician.Skin assessments as 
indicated. On 10-22-25 at 11:00 a.m. LPN (B) was interviewed stated We keep those skin checks 
documented on the weekly skin integrity review sheets. She was asked where the measurements were and 
stated they were on the pressure ulcer records and that the measurements were in centimeters. She was 
asked to supply all of them since admission. She supplied her own document created by her and the NP to 
keep track of all wounds in the facility. It was not part of the clinical record. LPN (B) went on to say the 
pressure ulcer was not present on admission to this facility and occurred after the Resident was admitted . 
She was asked why some nursing notes revealed the wound on Resident #3's sacrum and some 
documented no wound at all. She stated that was an error. The Facility policy on skin assessment revealed 
that assessments will be completed on each resident weekly and would be documented in the clinical record. 
No skin assessments were documented for Resident #3 until 9-5-25 when the NP wound nurse completed 
her evaluation.Pressure ulcer guidance is provided below. www.ahrq.gov <http://www.ahrq.gov>Pressure 
ulcers develop when capillaries supplying the skin and subcutaneous tissues are compressed enough to 
impede perfusion, leading ultimately to tissue necrosis. Since 1930, we have understood that normal blood 
pressure within capillaries ranges from 20 to 40mm Hg; 32mm Hg is considered the average.17 Thus, 
keeping the external pressure less than 32 mm Hg should be sufficient to prevent the development of 
pressure ulcers. However, capillary blood pressure may be less than 32 mm Hg in critically ill patients due to 
hemodynamic instability and comorbid conditions; thus, even lower applied pressures may be sufficient to 
induce ulceration in this group of patients. Therefore, the key to preventing pressure ulcers is to accurately 
identify at-risk individuals quickly, so that preventive measures may be implemented. www.nursingceu.com 
<http://www.nursingceu.com>The compression of soft tissue interferes with the tissue blood supply, leading 
to vascular insufficiency, tissue anoxia, and cell death. Pressure ulcers usually occur over bony prominences 
such as the sacrum, ischium, heel, and trochanter, where there is less tissue to compress. Other factors 
previously mentioned also contribute to the tissue breakdown. Pressure ulcers can develop within 24 hours 
of the initial pressure. On 10-22-25 at 2:30 p.m. during the end of day conference, the Administrator, DON, 
Corporate Registered Nurse consultant and Corporate Administrator of Operations were made aware of 
missing evidence of consistent and accurate skin care assessments, available prevention techniques, and 
wound care monitoring and treatment for Resident #3. As the wound healed with available measures once 
they were instituted, it was agreed that the wound was avoidable. The facility staff stated they had nothing 
further to provide.
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on staff 
interview and clinical record review, the facility staff failed to maintain a complete and accurate clinical record 
for one Resident (Resident #3) in the survey sample of 3 Residents. The findings included. For Resident #3 
the facility staff failed to complete accurate skin assessments weekly before and after identifying a pressure 
sore, failed to document accurate Braden scale assessments upon admission for a high-risk resident and 
further after finding an unstageable pressure sore, and failed to accurately document the pressure ulcer 
presence in skilled nursing and physician progress notes. Resident #3 was originally admitted to the facility 
on [DATE]. Diagnoses included acute stroke with craniotomy and paralysis on his (dominant) right side, 
dysphagia with peg feeding tube insertion, diabetes, chronic kidney disease, cardiomyopathy, bell's palsy, 
prostatic hypertrophy, foley urinary catheter, and a renal mass. Resident #3's most recent MDS (minimum 
data set) with an ARD (assessment reference date) of 9-16-25 was coded as a significant change 
assessment. The Resident was coded as severe cognitive loss. Resident #3 was coded as being dependent 
on 1 to 2 staff members for physical assistance with all activities of daily living and two-person assistance 
with bed mobility, toileting and transfers. Resident #3 was coded as having a catheter for bladder elimination 
and was frequently incontinent of bowel. The Resident was not coded as having had neurosurgery, in error. 
The Resident was coded as being at risk for pressure ulcer development and coded only one acquired stage 
3 pressure sore. The MDS document coded diabetic ulcers on feet, and there were 3. On 10-21-25 at 2:00 P.
M. Resident #3 was observed in bed. The Resident was awake and non- verbal upon questioning. The 
Resident was lying inclined at a 45-degree angle propped up facing the wall in front of him. The Resident 
was lying on a mechanical alternating air low air loss mattress which was operating appropriately. On 
10-21-25 Resident #3's clinical medical record was reviewed. That review revealed nursing progress notes 
dated 8-29-25 describing that Resident #3 had orders for treatments. Notes do not indicate who ordered the 
treatment, nor a description of the wound to be treated. No evaluations, assessments, measurements nor 
descriptions of the character of the wound accompanied the order for treatment upon identification of the 
wound until 8 days after identification on 9-5-25. Physician progress notes also document no wound often in 
the record after identification of the pressure ulcer further indicating no knowledge of the wound by the 
physician. No skin assessments nor evaluations were completed in the clinical record until 9-5-25 when the 
Advanced Practice Registered Nurse Practitioner (NP) specializing in wound care saw the Resident and 
documented such. She documented that the location of the wound was described more appropriately as 
Sacrum and not left/right lower buttocks. On that day the NP also documented in the first evaluation of the 
wound for Resident #3 recommendations for an alternating air mechanical low air loss mattress, and other 
interventions, and described the wound as a stage 3 pressure ulcer to the sacrum. The 4 orders for 
treatment of the wound follow below in chronological order. 1. 8-28-25 - ordered left lower buttocks, and right 
lower buttocks DWC (Dakins wound cleanser) Xeroform and border gauze 1 time per day. Discontinued on 
9-8-25. 2. 9-8-25 - ordered Sacrum cleanse with wound cleanser, hydrogel gauze and cover with silicone 
bordered gauze 1 time per day. Discontinued on 9-12-25. 3. 9-17-25- Prostat SF liquid protein supplement 
for wound healing 30 milliliters via feeding tube 1 time per day. Continued through survey. 4. 9-24-25 - 
ordered Sacrum cleanse with DWC, apply hydrogel gauze, and apply silicone border gauze one time per 
day. Discontinued 10-6-25. There was no ordered treatment for the sacral wound from 9-12-25 until 9-24-25 
(12 days). Medication and treatment administration records (MAR's/TAR's) were reviewed and documented 
that the treatments were omitted on the following days. 8-28-25, 8-29-25, 9-1-25, on 9-11-25 the Resident 
went out to hospital, and returned on 9-12-25. Treatments were not administered 9-12-25 through 9-24-25 
(12 days), 9-27-25, 9-28-25, 9-29-25, 10-2-25, and 10-5-25. Treatments to the sacral pressure ulcer were 
discontinued on 10-6-25 as the wound was healed and remained healed at the time of survey. Braden skin 
assessments typically completed on admission for risk of wound development were only completed twice for 
this Resident. Those 2 were completed late, as the first one was completed on 10-14-25, which scored a 10 
high risk and the only other one on 10-22-25 a 12 high risk. On 10-22-25 at 11:00 a.m. LPN (B) was 
interviewed stated We keep those skin checks documented on the weekly skin integrity review sheets. She 
was asked where the measurements were and stated they were on the pressure ulcer records and that the 
measurements were in centimeters. She was asked to supply all of them since admission. She supplied her 
own document created by her and the NP to keep track of all wounds in the facility. It was not part of the 
clinical record. LPN (B) went on to say the pressure ulcer was not present on admission to this facility and 
occurred after the Resident was admitted . She was asked why some nursing notes revealed the wound on 
Resident #3's sacrum and some documented no wound at all. She stated that it was an error. The Facility 
policy on skin assessment revealed that assessments will be completed on each resident weekly and would 
be documented in the clinical record. No skin assessments were documented for Resident #3 until 9-5-25 
when the NP wound nurse completed her evaluation.On 10-22-25 at 2:30 p.m. during the end of day 
conference, the Administrator, DON, Corporate Registered Nurse consultant and Corporate Administrator of 
Operations were made aware of missing evidence of consistent and accurate skin care assessments, 
available prevention techniques, and wound care monitoring and treatment for Resident #3. As the wound 
healed with available measures once they were instituted, it was agreed that the wound was avoidable. The 
facility staff stated they had nothing further to provide.
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