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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 staff 
interviews, clinical record review and facility documentation review, the facility staff failed to develop a 
comprehensive person-centered care plan for (1) one resident (Resident #1) in a survey sample of 5 
residents.The findings included:For Resident #1, who was identified to be at risk for pressure ulcer 
development, the facility staff failed to develop a comprehensive person-centered care plan to address the 
development of pressure injuries.Resident #1 was originally admitted to the facility on [DATE]. On 11/8/2025, 
Resident #1 was re-admitted to the facility after hospitalization with diagnoses including but not limited to a 
history of a sacral ulcer stage II.Resident #1's most recent MDS (Minimum Data Set) assessment with an 
ARD (Assessment Reference Date) of 10/9/25 coded the resident in Section M: Skin Conditions, as having 
no open wounds and was at risk for development of pressure ulcers.Review of the Nursing admission 
assessment dated [DATE] revealed skin was intact.On 12/30/25 at 11:10AM, an interview was conducted 
with the facility's Wound Care Nurse (LPN#3) who stated that Resident #1's pressure injury to her sacrum 
and the Deep Tissue Injury to her right heel was identified during a facility skin sweep. When asked why a 
facility skin sweep was done, LPN#3 stated. we had identified that weekly skin reviews were not being done 
weekly per the facility policy. When asked if the facility conducted skin risk assessments, LPN#3 replied, 
Yes, we do the Braden Assessment upon admission and then weekly for (4) four weeks and if or when a 
resident should develop any new areas. When asked what the Braden Assessment was used for, LPN#3 
stated, To identify any risk factors such as moisture or poor nutrition and then putting interventions in place 
to address those areas to help the resident from developing a pressure wound. When asked who updates 
the care plans, LPN#3 stated, The Director of Nursing or the MDS (Minimum Data Set) Nurse.A review of 
Resident #1's Braden Scale for Predicting Pressure Sore Risk dated 11/8/25 upon re-admission revealed a 
Braden Score of 17 which indicates the resident was at risk for developing a pressure injury:On 12/30/25 
during an interview with the facility's Wound Care Nurse Practitioner, she was asked if preventive measures 
such as placing the air mattress when Resident #1 was identified as at risk for development of a pressure 
injury and having a history of a sacral pressure injury in the past, adding a protein supplement, more frequent 
turning and repositioning and incontinence care and off-loading of her heels wound have perhaps prevented 
the development of the pressure injuries she stated, I was not aware of her having a history of a previous 
sacral wound, I did see her in August of this year but she refused to have me assess her sacrum, so perhaps 
more aggressive preventive measures may have prevented or delayed development, but again she was in a 
general decline. On 12/30/25 at 2:40PM, an interview was conducted with the Director of Nursing who 
confirmed that Resident #1 had a history of pressure injuries to her sacrum. A review of Resident #1's care 
plan did not reveal a care plan to address resident's risk for development of a pressure ulcer and had no 
interventions to address prevention of the development of pressure related injuries. On 12/30/25 at 2:40PM, 
an interview was conducted with the Director of Nursing (DON) on what preventive measures were put in 
place prior to Resident #1 acquiring two new pressure related wounds that were identified at an advanced 
stage on 11/20/25. The DON stated they were turning and repositioning the resident and had changed her 
mattress to an air mattress on 11/20/25. When asked if Resident #1 had a care plan to address preventive 
measures on development of pressure ulcers, the DON stated Resident #1 had a care plan for addressing 
potential impairment to skin integrity related to fragile skin, advanced age, chronic illness. A review of the 
care plan with the Director of Nursing revealed no preventive measures to prevent the development of 
pressure wounds and no care plan to address Resident #1's refusal of care such baths, skin assessments, 
dialysis treatments, etc.A review of the facility's policy, entitled Pressure Injury Prevention and Management, 
Policy Explanation and Compliance Guidelines, was conducted. The policy read in part, .a. After completing 
a thorough assessment/evaluation, the interdisciplinary team shall develop a relevant care plan the includes 
measurable goals for prevention and management of pressure injuries with appropriate interventions .c. 
Evidence-based interventions for prevention will be implemented for all residents who are assessed at risk or 
who have a pressure injury present .f. Interventions will be documented in the care plan and communicated 
to all relevant staff.On 12/30/25 during the exit meeting with the Director of Nursing and Administrator, the 
above findings were discussed, and an opportunity was offered to the facility staff to present additional 
information. No further comments or additional information was provided upon exit.
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Provide appropriate pressure ulcer care and prevent new ulcers from developing.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on staff 
interviews, clinical record review and facility documentation review, the facility staff failed to implement 
interventions, care and services to prevent the development of a pressure ulcer for one resident in a survey 
sample of five residents (Resident #1), which resulted in harm for Resident #1. The findings included:For 
Resident #1, who was identified to be at risk for pressure ulcer development, the facility staff failed to provide 
interventions to prevent the development of (2) two pressure-related injuries which were at an advanced 
stage at the time of discovery, which constituted harm.Resident #1 was originally admitted to the facility on 
[DATE]. On 11/8/2025, Resident #1 was re-admitted to the facility after hospitalization for a clotted 
arteriovenous (AV) fistula (linking a vein to an artery for medical use) following a dialysis session (medical 
treatment that cleans the blood by removing waste, toxins and extra fluid when one's kidneys cannot do the 
job) and a urinary tract infection. Resident #1 was re-admitted with diagnoses including but not limited to end 
stage renal disease on hemodialysis, dementia, legally blind with cataracts, hypertension, congestive heart 
failure, type 2 diabetes and history of a sacral ulcer stage II. Resident #1 was incontinent of bowel and 
bladder and wore incontinence products.Resident #1's most recent MDS (Minimum Data Set) assessment 
with an ARD (Assessment Reference Date) of 10/9/25 coded the resident in Section M: Skin Conditions, as 
having no open wounds and was at risk for development of wounds. Review of the Nursing admission 
assessment dated [DATE] indicated that Resident #1's skin was intact. A review of the most recent Weekly 
Skin Reviews dated 8/1/25 noted skin intact and 11/20/25 revealed pressure sore on buttocks and right heel 
DTI (deep tissue injury), treatment in place. No Weekly Skin Reviews were found between 8/1/25 and 
11/20/25. A review of the Wound Care Nurse Practitioner's assessment 11/20/25 revealed two newly 
acquired pressure-related injuries. An unstageable pressure injury (meaning the depth of the wound cannot 
be measured) to the sacrum measuring 3 x 3 x 0.3 cm with a calculated area of 9 sq cm with a wound bed of 
100% slough (wet, yellow/white stringy tissue in a wound) and a pressure-induced deep tissue injury to the 
right heel measuring 2.5 cm x 2.5 cm x 0 cm with a calculated area of 6.25 sq cm.On 12/30/25 at 11:10AM, 
an interview was conducted with the facility's Wound Care Nurse (LPN#3) who stated that Resident #1's 
pressure injury to her sacrum and the Deep Tissue Injury to her right heel was identified during a facility skin 
sweep. When asked why a facility skin sweep was done, LPN#3 stated they had identified that the weekly 
skin reviews were not being done weekly per the facility policy. When asked if the facility conducted skin risk 
assessments, LPN#3 replied, Yes, we do the Braden Assessment upon admission and then weekly for (4) 
four weeks and if or when a resident should develop any new areas. When asked what the Braden 
Assessment was used for, LPN#3 stated To identify any risk factors such as moisture or poor nutrition and 
then putting interventions in place to address those areas to help the resident from developing a pressure 
wound. When asked who updates the care plans, LPN#3 stated, The Director of Nursing or the MDS 
(Minimum Data Set) Nurse.A review of Resident #1's Braden Scale for Predicting Pressure Sore Risk dated 
11/8/25 upon re-admission revealed a Braden Score of 17 which indicates the resident is at risk for 
developing a pressure injury: Resident #1's Braden scale included findings of:1. Sensory perception - Ability 
to respond meaningfully to pressure-related discomfort - coded as 4. No impairment2. Moisture - Degree to 
which skin is exposed to moisture - coded as 3. Occasionally moist3. Activity - Degree of physical activity - 
coded as 2. Chairfast4. Mobility - Ability to change and control body position - coded as 3. Slightly limited5. 
Nutrition - Usual food intake pattern - coded as 2. Probable inadequate6. Friction and Shear - risk from skin 
rubbing or sliding against surfaces - coded as 3. No apparent problemOn 12/30/25 at 11:54AM, an interview 
was conducted with the Director of Nursing who stated they had completed a facility wide skin sweep after 
they had identified weekly skin reviews were not being completed per facility policy. During the skin sweep, 
Resident#1 was identified with two newly acquired pressure-related pressure injuries.On 12/30/25 at 
12:44PM, a telephone interview was conducted with the facility's Wound Care Nurse Practitioner (ADM#3) 
regarding her assessment of Resident #1's newly acquired pressure injuries dated 11/20/25. Per the Wound 
Care Nurse Practitioner (ADM#3), she stated that the facility had identified weekly skin reviews had not been 
done consistently and wanted to complete a full house head to toe assessment on all residents, and that is 
when they identified Resident #1 had developed (2) newly acquired wounds. When asked to provide 
information on how the wounds were considered to be unavoidable as Resident #1 was re-admitted on 
[DATE] with skin intact and 12 days later she had developed a pressure injury at an advanced stage, she 
stated she had obtained information from the facility wound care nurse about the resident recently being 
admitted to Hospice services, she was showing an overall general decline, refusing to go to her dialysis 
treatments and her decreased mobility. So, my main thought process was due to her co-morbidities such as 
her end stage renal disease, diabetes and heart failure and she was incontinent of bowel and bladder and 
basically her rapid decline I determined the wounds to be unavoidable. When discussing what preventative 
measures were in place to prevent the development of pressure injuries (PI), the Wound Care Nurse 
Practitioner stated she had recommended an air mattress and gave the nurses treatment orders. On 
12/30/25 at 1:05PM, the Director of Nursing provided copies of Resident #1's Skin Monitoring: 
Comprehensive C.N.A. Shower Reviews revealing 11/11/25 no issues observed on skin, 11/18/25 noted 
resident refused shower, and on 11/21/25 revealed bruise and swelling from dialysis .On 12/30/25 at 
2:40PM, an interview was conducted with the Director of Nursing who confirmed that Resident #1 had a 
history of pressure injuries to her sacrum and provided copies of the Weekly Skin Review from her original 
admission dated 11/10/21 revealing redness with scabs and open areas on bilateral lower extremities and 
redness with a scab on her sacrum and a Wound Evaluation by a Certified Wound Nurse Practitioner dated 
4/6/22 revealing a re-opened Stage 2 pressure injury on the sacrum and a Wound Evaluation dated 4/19/22 
pressure injury Stage 2 sacrum, healed.A review of Resident #1's care plan did not reveal a care plan to 
address resident's risk for development of a pressure ulcer and had no interventions to address prevention of 
the development of pressure related injuries. On 12/30/25 at 2:40PM, during an interview with the Director of 
Nursing on what preventive measures were put in place prior to Resident #1 acquiring two new pressure 
related wounds that were identified at an advanced stage on 11/20/25, she stated they were turning and 
repositioning the resident and had changed her mattress to a pressure relief mattress (air mattress) on 
11/20/25. According to the Director of Nursing all the facility beds have pressure reducing mattresses. When 
asked why the air mattress wasn't placed when Resident #1 was identified as being at risk for development 
of pressure injuries and had a history of a previous sacral wound she stated it had always been her practice 
to place an air mattress once a wound was identified. When asked about Resident #1 being turned and 
repositioned, would she expect staff to see changes in skin integrity prior to identification of a wound at 
advanced stage she replied, she was declining rapidly, not eating and declining her dialysis treatments. 
When asked about preventive measures on Resident #1's care plan she stated the resident had a care plan 
for addressing potential impairment to skin integrity related to fragile skin, advanced age, chronic illness. A 
review of the care plan with the Director of Nursing revealed no preventive measures to prevent the 
development of pressure wounds and no care plan to address Resident #1's refusal of care such baths, skin 
assessments, dialysis treatments, etc.A review of the facility's Documentation Survey Report ( C.N.A 
documentation) for turning and re-positioning revealed on 11/11/25 all 3 shifts was coded as (NA) Not 
Applicable, 11/12/25, 11/15/25, 11/16/25 was coded NA for Day and Evening shifts, 11/18/25 coded as NA 
for evening and night shift, 11/20/25 coded as NA for day shift and on 11/21/25 was coded as NA for evening 
and night shift. (Legend: Did you turn and reposition the resident? Y - Yes, N - No, NA- Not Applicable). A 
review of Resident #1's most recent MDS (Minimum Data Set) assessment with an ARD (Assessment 
Reference Date) of 10/9/25 Section GG coded the resident as requiring substantial/maximal assistance or 
being totally dependent for turning/repositioning, lying to sitting, dressing, chair to bed to chair transfers and 
toileting.A review of the facility's policy, entitled Skin Assessment, Policy Explanation and Compliance 
Guidelines revealed: 1.A full body, or head to toe, skin assessment will be conducted by a licensed or 
registered nurse upon admission/re-admission and weekly thereafter. The assessment may also be 
performed after a change of condition.A review of the facility's policy, entitled Pressure Injury Prevention and 
Management, Policy Explanation and Compliance Guidelines 2. The facility shall establish and utilize a 
systematic approach for pressure injury prevention and management, including prompt assessment and 
treatment; intervening to stabilize, reduce or remove underlying risk factors; monitoring the impact of the 
interventions; and modifying the interventions as appropriate.3. Assessment of Pressure Injury [NAME]. 
Licensed nurses will conduct a pressure injury risk assessment, using the [NAME] Scale, on all residents 
upon admission/re-admission and whenever the resident's condition changes significantly. Section M0150 of 
the Minimum Data Set may also be utilized to assess the resident's risk for skin integrity impairment.b. This 
data will be used in conjunction with other risk factors. Examples of risk factors include, but are not limited 
to:i. Impaired/decreased mobility and decreased functional ability.ii. Co-morbid conditions, such as end stage 
renal disease, thyroid disease, or diabetes mellitus.iii. Drugs such as steroids that may affect healing,iv. 
Impaired diffuse or localized blood flow.v. Exposure of skin to urinary and fecal incontinence.vi. Under 
nutrition, malnutrition, and hydration deficits, andvii. The presence of a previously healed pressure injury.c. 
Licensed nurses, or contracted agencies which provide wound care and skin assessments on the facility's 
behalf, will conduct a full body skin assessment on all residents upon admission/re-admission and weekly. 
Findings will be documented on the weekly shower sheets or in the electronic medical record Skin 
Assessment.d. Assessments of pressure injuries will be performed by a licensed nurse and documented.e. 
Nursing assistants will inspect skin during bath and will report any concerns to the resident's nurse 
immediately after the task.4. Interventions for Prevention and to Promote Healinga. After completing a 
thorough assessment/evaluation, the interdisciplinary team shall develop a relevant care plan the includes 
measurable goals for prevention and management of pressure injuries with appropriate interventions.b. 
Interventions will be based on specific factors identified in risk assessment, skin assessment and any 
pressure injury assessment (moisture management, impaired mobility, nutritional deficit, staging and wound 
characteristics)c. Evidence-based interventions for prevention will be implemented for all residents who are 
assessed at risk or who have a pressure injury present. Basic or routine care interventions could include, but 
are not limited to:i. Redistribute pressure (such as repositioning, protecting and/or offloading heels, etc)ii. 
Minimize exposure to moisture and keep skin clean, especially of fecal contamination.iii. Provide appropriate, 
pressure-redistributing, support surfaces.iv. Maintain or improve nutrition and hydration status, where 
feasible.f. Interventions will be documented in the care plan and communicated to all relevant staff.On 
12/30/25 during the exit meeting with the Director of Nursing and Administrator, the above findings were 
discussed, and an opportunity was offered to the facility staff to present additional information. The Director 
of Nursing stated she would be providing a copy of the Hospice admission assessment for Resident #1. No 
further comments or additional information was provided upon exit.The survey team offered to delay survey 
exit until the following day if the facility felt they had additional information to provide. The facility chose to 
proceed with the survey exit. The following day, 12/31/25, the facility administration submitted via email, a 
document that was titled, Recapitulation of Stay- [Resident #1's name redacted]. The document was not part 
of Resident #1's clinical record, nor provided to the survey team during the survey.
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