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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to ensure 1 of 3 residents (Resident 1) who were at risk of 
pressure injuries (PI), did not develop an avoidable PI. The facility failed to implement preventive PI 
interventions for Resident 1. This failed practice resulted in the development of a deep tissue injury (DTI) of 
Resident 1's left heel which caused the resident significant discomfort. This failed practice placed other 
residents at risk of pressure injuries, pain and decreased quality of life. Findings included. The National 
Pressure Ulcer Advisory Panel (NPUAP) Pressure Injury (PI- also known as a PU) definition and stages of 
PU's include:-A PI (PU) is localized damage to the skin and/or underlying soft tissue usually over a bony 
prominence or related to a medical or other device. The injury can present itself as intact skin or an open 
ulcer and may be painful. The injury occurs as the result of intense and/or prolonged pressure or pressure in 
combination with sheer. The tolerance of soft tissue for pressure and sheer may also be affected by 
microclimate (the skin temperature, humidity, and airflow next to the skin's surface), nutrition, perfusion 
(measures how well the circulatory system is working), co-morbidities, and condition of the soft tissue. 
Unstageable PI (PU) is an obscured full-thickness skin and tissue loss in which the extent of tissue damage 
within the ulcer cannot be confirmed because it is obscured by slough or eschar. If slough or eschar is 
removed, a Stage 3 or Stage 4 pressure injury will be revealed. Stable eschar (i.e. dry, adherent, and intact 
without erythema or fluctuance) on the heel or ischemic limb should not be softened or removed. Deep 
Tissue Pressure Injury (DTPI) is a persistent non-blanchable deep red, maroon, or purple discoloration. 
Intact or non-intact skin with localized area of persistent non-blanchable deep red, maroon, purple 
discoloration, or epidermal separation revealing a dark wound bed or blood-filled blister. Pain and 
temperature change often preceding skin color changes. This injury results from intense and/or prolonged 
pressure and shear forces at the bone-muscle interface. The wound may evolve rapidly to reveal the actual 
extent of tissue injury or may resolve without tissue loss. If necrotic tissue, subcutaneous tissue, granulation 
tissue, fascia, muscle, or other underlying structures are visible, this indicates a full thickness PI. Resident 1 
was admitted to the facility 10/03/2025 with diagnosis to include a fractured left hip with surgical repair, 
morbid obesity, and neuropathy (a condition referred to damaged or diseased nerves, which may result in 
impair sensation). Review of Resident 1's admission Minimum Data Set (MDS- an assessment tool) 
assessment dated [DATE], showed Resident 1 was not admitted with a PI and was at risk of developing a PI. 
Review of the admission Care Area Assessment (CAA) dated 10/09/2025, showed Resident 1 would be care 
planned at risk of developing a PI related to limited mobility and incontinence. Review of Resident 1's Skin 
Inspection Evaluation dated 10/03/2025, documented green boots (heel protective device) were placed on 
both feet after assessment. Review of Resident 1's care planned focus problem of potential for alteration in 
skin health related to surgical site dated 10/03/2025, showed Resident 1 was to be assisted to off load 
(reduction or removal of pressure and friction on a specific area of the body to promote healing and prevent 
further tissue damage) heels or use heel protective device boots when in bed. Review of Resident 1's 
planned focus problem of activities of daily living self-care performance deficit dated 10/04/2025, showed 
Resident 1 was dependent on two staff members for bed mobility with use of a turn sheet and verbal cueing. 
Review of Resident 1's Skin Inspection Evaluation dated 10/07/2025, documented a boggy/soft spot to the 
resident's left heel still present from admission but remains closed and painless. Review of Resident 1's 
direct care staff documentation for the Month of October 2025 showed no assigned task to assist to off load 
heels or use of a heel protective device when in bed was completed. Review of Resident 1's Treatment 
Administration Record (TAR) from 10/03/2025 to 10/13/2025, showed no use of protective heel devices or 
off-loading of the resident's heels were completed. Review of Resident 1's Skin Event dated 10/13/2025, 
showed the resident had developed a 5 centimeter (cm) by 7 cm, closed blister to the resident's left heel. 
Resident 1's statement regarding the possible cause of the skin issue was, it was from rubbing on the bed. 
The ordered plan implemented at the time of the skin issue was a dressing and protective heel boots. 
Review of an incident report dated 10/13/2025, showed Resident 1's left heel injury root cause analysis was 
due to the rubbing of the resident's heel while in bed, the resident's immobility, the resident's bed was too 
small for proper positioning, and the resident would lay on their back and again noted the bed was too small. 
The interventions were noted to offload the resident's heels in green heel boots and use of an Alternating 
Pressure Pump (APP) mattress. Review of Resident 1's TAR from 10/13/2025 to 10/31/2025, showed an 
adhesive dressing for the residents left heel was ordered on 10/14/2025 to be applied every three days and 
as needed if soiled as well as heel boots to be on at all times, off-load the resident's heels with use of green 
off-loading boots initiated on 10/17/2025, and an APP mattress was applied to the resident's bed on 
10/23/2025. Review of the Skilled Weekly IDT (Interdisciplinary team) Review dated 10/16/2025, showed 
Resident 1 had a DTI and was referred to a community wound care provider. Review of Resident 1's 
community wound care provider note dated 10/23/2025, showed staff noted a left heel DTI. The note 
documented Resident 1's Collateral Contact (CC) 1, reported the area started out as a blister. The note 
indicated serial debridement (a medical procedure to clean wounds by removing dead, infected, or unhealthy 
tissue (like slough, necrotic tissue, or biofilm) to promote healing and prevent infection) may be medically 
indicated due to slow wound healing, persistent infection, biofilm, and underlying comorbidities that are 
complicating the closure process. Review of an email sent by CC 1 to Staff A, Social Services, Staff B, 
Registered Nurse and Staff C, former Director of Nursing Services, dated 11/03/2025, showed CC 1 reported 
when they were visiting over the weekend, they noticed the resident's foot protectors were not on their feet 
and the resident's heels were rubbing on the foot of the bed. Review of an email sent by CC 1, to Staff A, 
Staff B, and Staff C, dated 11/10/2025, showed CC 1 expressed concerns regarding Resident 1's heel 
wound which was not properly taken care of where the staff had peeled back the dead skin on the resident's 
heel and then applied socks over the open wound. CC 1 noted on Saturday, 11/08/2025, the resident's 
wound was seeping and became stuck to the sock that had been applied over the open wound. In a phone 
interview on 12/11/2025 at 9:32 AM, CC 1 stated that the staff forgot to put the resident's offloading boots on 
and the resident would slide down in bed. CC 1 stated the staff had peeled back the skin on the resident's 
heel wound as they wanted it to air out. CC 1 stated the staff had placed a sock on the resident's left foot and 
it was stuck to the resident's wound which was weeping. CC 1 stated after therapy they did not see Resident 
1 in the off-loading boots multiple times. In a phone interview on 12/16/2025 at 4:45 PM, Resident 1 stated, I 
am tall and the bed was short. The resident stated they would slide to the end of the bed where their heel 
would rub on the end of the bed. Resident 1 stated at one point someone noticed their heel was black. 
Resident 1 stated the pain to their heel was not good. Resident 1 stated the wound was uncomfortable to 
walk on and when the skin was taken off, it was really sore. The resident stated they were there to 
rehabilitate and the wound did not help their rehabilitation. In an interview on 12/17/2025 at 2:29 PM, Staff D, 
Licensed Practical Nurse/Resident Care Manager, confirmed Resident 1's admission documentation had no 
specific information on the resident's left heel. Staff D confirmed the skin check completed on 10/07/2025 
showed the resident had a boggy soft spot and was not discolored. Staff D stated Resident 1's wound was 
weird, it was large and the skin was white. Staff D stated they were working the floor as a cart nurse when 
the resident was admitted . Staff D stated they were notified of the resident's heel and knew other nurses 
had seen the resident's heel. Staff D confirmed the medical record did not indicate off-loading boots were in 
use daily from admission. Staff D stated they recalled a Noc Shift nurse was the first who reported the 
resident's heel wound turned black on 10/13/2025 and an adhesive dressing was ordered. Staff D confirmed 
there was no documentation the staff applied the off-loading boots by the direct care staff. Staff D confirmed 
the off-loading boots were documented on the TAR as started on 10/17/2025. During the in person and 
phone exit interview, Staff E, Regional Nurse Consultant, stated the facility's MDS was completed by staff 
remotely. Staff E confirmed Resident 1 was not coded to have a PI on the admission MDS or on the CAA. 
Staff E stated Resident 1 was noted to be at risk of developing a PI. Reference WAC 388-97-1620(1)(3)(b)
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