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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 
interview and record review, the facility did not ensure that residents received treatment and care in 
accordance with professional standards of practice for 1 of 3 residents (R1) reviewed for foley catheter (a 
thin, flexible tube inserted into the urethra to drain urine from the bladder) management.The facility 
manipulated and removed R1's foley catheter against physician orders.This is evidenced by:The facility's 
policy Change in a Resident's Condition or Status, dated 2/21, includes: Our facility promptly notifies the 
resident, his or her attending physician, and the resident representative of changes in the resident's 
medical/mental condition and/or status. The nurse will notify the resident's attending physician or physician 
on call when there has been a(an): need to alter the resident's medical treatment significantly.The facility's 
policy Acute Condition Changes - Clinical Protocol, dated 3/18, includes: The nursing staff will contact the 
physician based on the urgency of the situation. For emergencies, they will call or page the physician and 
request a prompt response (within approximately one-half hour or less). The attending physician (or a 
practitioner providing backup coverage) will respond in a timely manner to notification of problems or 
changes in condition or status. The nurse and physician will discuss and evaluate the situation. The 
physician will help identify and authorize appropriate treatments.The facility's policy Emergency and/or 
Alternative Physician Care, dated 4/13, includes: All residents shall be provided with emergency and/or 
alternative physician care. Should an emergency arise, and the resident's attending physician is not 
available, the emergency physician on-call must be contacted. The staff will follow designated protocols for 
evaluating and triaging medical symptoms and changes in condition and for gathering and reporting 
information to attending physicians and covering practitioners. The staff will use appropriate procedures to 
contact physicians, depending on arrangements and the urgency of a situation. If a physician and his/her 
backup coverage do not respond in a timely or appropriate manner to facility notification of medical issues, 
the nursing staff will contact the medical director for assistance. The facility's policy Indwelling (Foley) 
Catheter Removal, dated 8/22, includes: The purpose of this procedure is to provide guidelines for the 
approved method of removing an indwelling catheter. Verify that there is a physician's order for this 
procedure.R1 admitted to the facility on [DATE] with a foley catheter.R1's physician orders include DO NOT 
manipulate, flush, or exchange foley catheter, established with [Hospital] Urology, contact if any issues or 
questions. [Phone number provided], dated 9/3/25.R1's comprehensive care plan, printed 9/8/25, includes 
Do NOT PULL FOLEY OUT ONLY UROLOGY CAN DO THAT.R1's nurse progress notes include:9/3/25 
3:34 PM . Do not manipulate, flush, or exchange foley catheter, contact [Hospital] Urology with any issues or 
questions.9/4/25 6:56 AM Progress Note Text: Monitor urine output every shift & document mL (milliliter) 
every shift Catheter not in place this AM, balloon felt close to the meatus and patient c/o (Complained of) 
pain. RN (Registered Nurse) found only 3mL in balloon [sic] on aspiration. Patient bed was soaking wet and 
appeared to have leaked around it all night. RN removed the catheter, notified NP (Nurse Practitioner) of the 
removal. Waiting for Urology clinic orders on re-insertion.9/4/25 10:48 AM Note Text: resident was sent out 
to [Hospital] ER (Emergency Room) to replace foley by urologist. Resident was accompanied by daughter. 
On 10/6/25 at 11:41 AM, Surveyor interviewed RN D (Registered Nurse) about R1's foley catheter. RN D 
indicated on 9/4/25 around 6:00 AM, she was made aware R1's foley catheter was not draining properly. RN 
D indicated R1's bed was wet with urine. RN D indicated she reviewed R1's medical record and was aware 
of the physician order to note manipulate, flush, or exchange foley catheter and to not pull foley out. RN D 
indicated she was aware urology needed to be notified of any issues with the foley catheter. RN D indicated 
she aspirated the foley catheter balloon and noted there was only 3mL of fluid in the balloon. RN D indicated 
she believed the catheter was not in the proper place in R1's bladder so she pulled the foley catheter out. RN 
D indicated she left a voicemail for R1's primary provider and attempted to call urology after she removed the 
catheter. RN D indicated she did not speak to a provider before or after the removal of the foley catheter.On 
10/6/25 at 12:11 PM, Surveyor interviewed UCN E (Urology Clinical Nurse) regarding R1's foley catheter. 
UCN E indicated the clinic does have an afterhours number to contact a physician for urology concerns. 
UCN E indicated the facility should have left the catheter in place since the nurse would have been unable to 
determine placement. UCN E indicated the facility should have contacted a provider and should not have 
removed the catheter.On 10/6/25 at 1:41 PM, Surveyor interviewed DON B (Director of Nursing) regarding 
R1's foley catheter. Surveyor asked if removing fluid from the balloon would be considered manipulation of 
the foley catheter. DON B indicated she did not believe removing the 3mL of fluid from the foley catheter 
balloon was considered manipulation of the foley catheter. Surveyor asked DON B if RN D should have 
consulted with a provider prior to removing the foley catheter. DON B indicated RN D removed the foley 
catheter since RN D did not think the catheter was in the correct place. DON B indicated RN D attempted to 
contact the provider and urology clinic after the removal as this event took place prior to the clinic opening at 
8:00 AM.
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Provide appropriate pressure ulcer care and prevent new ulcers from developing.

(continued on next page)

43525692

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      

525692 10/22/2025
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F 0686

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility did not ensure each resident receives care consistent 
with professional standards of practice (SOP), to prevent pressure injuries (PI) and each resident with PIs 
receives necessary treatment and services, consistent with professional SOP, to promote healing, prevent 
infection, and prevent new injuries from developing in 1 of 1 sampled residents (R2), out of a total sample of 
3 residents reviewed.The facility inaccurately assessed R2's risk of skin breakdown.The facility failed to 
create a robust plan of care to prevent PI development.The facility failed to update R2's care plan timely with 
interventions to prevent worsening pressure injuries or prevent more injuries from developing.Staff 
inconsistently staged R2's wound and failed to describe characteristics of the wound bed in weekly 
assessments.R2's pressure injury presented with signs of deterioration and symptoms of infection. The 
facility failed to update R2's Medical Doctor (MD) timely with these changes.Staff did not give R2 risks and 
benefits when he refused to wear offloading boots for treatment of his pressure injuries.Staff did not follow 
standards of practice when performing wound care and treatment orders were not followed as prescribed by 
the physician.The facility's failure to provide care for R2, consistent with current SOP to prevent and treat PIs 
led to the development of multiple stage 3 or unstageable PIs and led to an infected stage 3 or unstageable 
PI. This created a finding of Immediate Jeopardy (IJ) that began on 8/31/25. NHA A (Nursing Home 
Administrator) was notified of the IJ on 10/8/25 at 2:15 PM. The immediate jeopardy was removed on 
10/9/25. However, the deficient practice continues at a scope/severity of D (Potential for Harm/Isolated) as 
the facility continues to implement its action plan.Evidenced by:The American Medical Directors Association 
(AMDA) clinical practice guideline entitled, 'Pressure Ulcers and Other Wounds, dated 2017 states in part: .A 
pressure ulcer [Injury] is localized damage to the skin or underlying soft tissue, usually over a bony 
prominence or related to a medical or other device. The ulcer may present as intact skin or as an open ulcer 
and may be painful. The ulcer occurs as a result of intense or prolonged pressure or pressure in combination 
with shear.Recognition: Early recognition of pressure ulcers and of any risk associated with the development 
of pressure ulcers and other wounds is critical to their successful prevention and management .Assessment: 
The purpose of the assessment is to collect enough information to evaluate the patient's general condition, 
characterize a pressure ulcer; and identify related causes and complications.The National Pressure Ulcer 
Advisory Panel (NPUAP) at www.NPUAP.com defines PI's in the following categories:Category/Stage I: 
Non-blanchable erythemaIntact skin with non-blanchable redness of a localized area usually over a bony 
prominence.Category/Stage II: Partial thickness loss - Partial thickness loss of dermis presenting as a 
shallow open ulcer with a red, pink wound bed, without slough. May also present as an intact or 
open/ruptured serum-filled or serosanguinous filled blister.Category/Stage III: Full thickness skin loss - Full 
thickness tissue loss. Subcutaneous fat may be visible, but bone, tendon or muscles are not exposed. 
Slough may be present but does not obscure the depth of tissue loss. May include undermining and 
tunneling. The depth of a Category/Stage III pressure ulcer varies by anatomical location.Category/Stage IV: 
Full thickness tissue loss - Full thickness tissue loss with exposed bone, tendon or muscle. Slough or eschar 
may be present. Often includes undermining and tunneling.Unstageable/Unclassified: Full thickness skin or 
tissue loss - depth unknown. Full thickness tissue loss in which actual depth of the ulcer is completely 
obscured by slough (yellow, tan, gray, green or brown) and/or eschar (tan, brown or black) in the wound bed. 
Until enough slough and/or eschar are removed to expose the base of the wound, the true depth cannot be 
determined; but it will be either a Category/Stage III or IV.Suspected Deep Tissue Injury (DTI) - depth 
unknown. Purple or maroon localized area of discolored intact skin or blood-filled blister due to damage of 
underlying soft tissue from pressure and/or shear. The area may be preceded by tissue that is painful, firm, 
mushy, boggy, warmer or cooler as compared to adjacent tissue. Deep tissue injury may be difficult to detect 
in individuals with dark skin tones. Evolution may include a thin blister over a dark wound bed. The wound 
may further evolve and become covered by thin eschar. Evolution may be rapid exposing additional layers of 
tissue even with optimal treatment.The facility's policy Pressure Ulcers/Skin Breakdown - Clinical Protocol, 
dated 4/18, includes: The nursing staff and practitioner will assess and document an individual's significant 
risk factors for developing pressure ulcers; for example, immobility, recent weight loss, and a history of 
pressure ulcer(s). The physician will order pertinent wound treatments, including pressure reduction 
surfaces, wound cleansing and debridement approaches, dressing (occlusive, absorptive, etc.), and 
application of topical agents.The facility's policy Change in a Resident's Condition or Status, dated 2/21, 
includes: Our facility promptly notifies the resident, his or her attending physician, and the resident 
representative of changes in the resident's medical/mental condition and/or status. The nurse will notify the 
resident's attending physician or physician on call when there has been a(an): e. need to alter the resident's 
medical treatment significantly; f. refusal of treatment or medications two (2) or more consecutive times) [sic]; 
Except in medical emergencies, notifications will be made within twenty-four (24) hours of a change 
occurring in the resident's medical/mental condition or status. The nurse will record in the resident's medical 
record information relative to changes in the resident's medical/mental condition or status.The facility's policy 
Support Surface Guidelines, dated 9/13, includes: The purpose of this procedure is to provide guidelines for 
the assessment of appropriate pressure reducing and relieving devices for residents at risk of skin 
breakdown. Redistributing support services are to promote comfort for all bed-or chairbound residents, 
prevent skin breakdown, promote circulation and provide pressure relief or reduction. Support surfaces alone 
are not effective in preventing pressure ulcers, but studies indicate that the use of appropriate support 
surfaces with interventions such as turning, repositioning and moisture management can assist in reducing 
pressure ulcer development. Use a pressure ulcer risk scale such as the Braden Scale to help determine 
need for and appropriate type of pressure relieving devices. For residents that recline and depend on staff for 
repositioning, change positions at least q (every) 2 hours.The facility's policy Prevention of Pressure Injuries, 
dated 4/20, includes: The purpose of this procedure is to provide information regarding identification of 
pressure injury risk factors and interventions for specific risk factors. Assess the resident on admission 
(within eight hours) for existing pressure injury risk factors. Inspect the skin on a daily basis when performing 
or assisting with personal care or ADLs (Activities of Daily Living). Reposition resident as indicated on the 
care plan. Reposition all residents with or at risk of pressure injuries on an individualized schedule, as 
determined by the interdisciplinary care team. Choose a frequency for repositioning based on the resident's 
risk factors and current clinical practice guidelines. Teach residents who can change positions independently 
the importance of repositioning. Provide support devices and assistance as needed. Remind and encourage 
residents to change position. Evaluate, report and document potential changes in the skin. Review the 
interventions and strategies for effectiveness on an ongoing basis.The facility's policy Pressure Injuries 
Overview, dated 3/20, includes: The purpose of this procedure is to provide information regarding definitions 
and clinical features of pressure injuries. Pressure ulcers/injuries occur as a result of intense and/or 
prolonged pressure or pressure in combination with shear. Avoidable means that the resident developed a 
pressure ulcer/injury and that one or more of the following was not completed: evaluation of the resident's 
clinical condition and risk factors; Definition or implementation of interventions that are consistent with the 
resident needs, resident goals, and professional standards of practice; Monitoring or evaluation of the impact 
of the interventions; or Revision of the interventions as appropriate. Infected Refers to the presence of 
micro-organisms in sufficient quantity to overwhelm the defenses of viable tissues and produce the signs and 
symptoms of infection. Debridement Is the removal of devitalized/necrotic tissue and foreign matter from a 
wound to improve or facilitate the healing process. Eschar Is dead or devitalized tissue that is hard or soft in 
texture; usually black, brown, or tan in color; and may appear scab-like. Necrotic tissue and eschar are 
usually firmly adherent to the base of the wound and often the sides/edges of the wound. Slough Is 
non-viable yellow, tan, gray, green or brown tissue; usually moist; can be soft, stringy and mucinous in 
texture. Slough may be adherent to the base of the wound or present in clumps throughout the wound bed. 
Purulent exudate/drainage/discharge is any product of inflammation that contains pus (e.g., leukocytes, 
bacteria, and liquefied necrotic debris). Granulation tissue is the pink-red moist tissue that fills an open 
wound when it starts to heal. It contains new blood vessels, collagen, fibroblast, and inflammatory cells.The 
facility's policy Pressure Injury Risk Assessment, dated 3/20, includes: The purpose of this procedure is to 
provide guidelines for the structured assessment and identification of residents at risk of developing new 
pressure injuries or worsening of existing pressure injuries (PIs). The purpose of a pressure injury risk 
assessment is to identify all risk factors and then to determine which can be modified and which cannot, or 
which can be immediately addressed, and which will take time to modify. Risk factors that increase a 
resident's susceptibility to develop or to not heal PIs include but are not limited to: Impaired/decreased 
mobility and decreased functional ability; The presence of previously healed PI; Impaired sensory perception; 
Resident refusal of some aspects of care and treatment. The risk assessment should be conducted as soon 
as possible after admission, but no later than eight hours after admission is completed. Supplement the risk 
assessment tool with assessment of additional risk factors. Once the assessment is conducted and risk 
factors are identified and characterized, a resident-centered care plan can be created to address the 
modifiable risk for pressure injuries. Develop the resident-centered care plan and interventions based on the 
risk factors identified in the assessments, the condition of the skin, the resident's overall clinical condition, 
and the resident's stated wishes and goals. The interventions must be based on current, recognized 
standards of care. The effects of the interventions must be evaluated. The care plan must be modified as the 
resident's condition changes, or if current interventions are deemed inadequate. Notify the supervisor if the 
resident refuses the procedure.The facility's policy Assisting the Nurse in Examining and Assessing the 
Resident, dated 9/10, includes: The purpose of this procedure is to assist the nurse in gathering information 
about the overall condition of the resident and his or her performance of activities of daily living. The primary 
purpose of assessing the resident is to gather detailed information that will help to develop a plan of care that 
is appropriate for the resident.The facility's policy Wound Care, dated 10/10, includes: The purpose of this 
procedure is to provide guidelines for the care of wounds to promote healing. Verify that there is a 
physician's order for this procedure. 4. Put on exam glove. Loosen tape and remove dressing. 5. Pull glove 
over dressing and discard into appropriate receptacle. Wash and dry your hand thoroughly. 6. Put on gloves. 
9. Wear exam gloves for holding gauze to catch irrigation solutions that are poured directly over the wound. 
12. Apply treatments as indicated. 13. Dress wound. 16. Remove disposable gloves and discard into 
designated container. Wash and dry your hand thoroughly.Facility Standing Orders, undated, includes 
Wound/Skin Orders- . Pressure Injury - wash wound with soap and water. Apply Silicone cream and cover 
with Kerrafoam dressing. Contact MD/NP (Medical Doctor/Nurse Practitioner as soon as possible for further 
wound orders.R2 admitted to the facility on [DATE] with the following diagnoses including urinary retention 
and severe kidney injury and necrobiosis lipoidica (a rare, chronic skin condition). R2's most recent Minimum 
Data Set (MDS) with Assessment Reference Date (ARD) of 8/4/25 indicates R2's cognition is 15 out of 15 
indicating R2 is cognitively intact. R2's MDS also indicates he is dependent on staff assistance to meet his 
needs in toileting hygiene, substantial/maximal assist in rolling left to right, substantial/maximal assist in 
sitting to lying, partial/moderate assist in lying to sitting, partial/moderate assist in sitting to lying, 
partial/moderate assist in chair/bed to chair transfer and requires contact guard assist walking 10 feet.R2's 
hospital referral dated 7/28/25, includes: . was admitted on [DATE] with urinary retention and severe acute 
kidney injury with creatinine of 15. He has changes in his legs and dermatology was consulted and we are 
continuing topical triamcinolone for bilateral necrobiosis lipoidica . Transfers: sit to stand- contact guard 
assist with gait belt and walker. stand to sit- contact guard assist with gait belt and walker. requires minimal 
assist to stand from lower height toilet. Declines gait outside of room. Heavy reliance on bilateral upper 
extremities to offload lower left extremity due to pain. Reports arm pain. Gait slow, drags feet especially 
when fatigued. Requires standing and seated rest breaks to recover from fatigue and pain. 7/17/25 wounds 
present on admission: pressure injury left inner gluteal cleft, traumatic abrasion midline back scrape from fall 
in shower, pressure injury posterior, right knee linear, and closed blisters on left posterior leg.It is important 
to note R2's history of having pressure injuries.R2's Braden Scale for Predicting Pressure Sore Risk, dated 
7/30/25, includes a score of 22 which means not at risk. Moves in bed and in chair independently and has 
sufficient muscle strength to lift up completely during move. Maintains good position in bed or chair at all 
times. Ability to change and control body position: No Limitation: Makes major and frequent changes in 
position. Degree of physical activity: Walks Frequently: Walks outside room at least twice a day and inside 
room at least once every two hours during waking hours . Sensory Perception: No Impairment: Responds to 
verbal commands. Has no sensory deficit which would limit ability to feel or voice pain or discomfort .It is 
important to note R2's referral included a history of having pressure injuries and the facility scored R2 as not 
at risk for pressure injury development.R2's Comprehensive Care Plan, initiated 7/29/25, includes potential 
for PI development related to disease process (specify). Interventions: Administer treatments as ordered . 
Frequent repositioning . Good nutrition . Taking care during ambulating and mobility. Follow facility policy 
and protocol for prevention of skin breakdown. Moisturize. Do not massage over bony prominences. Use 
mild cleansers . If R2 refuses treatment confer with family, resident, and IDT (Interdisciplinary Team) to find 
out why. Monitor, document, and report any changes in skin status such as appearance, color, wound size, 
stage, signs and symptoms of infection. Treat pain as ordered prior to treatment/turning, . to ensure 
resident's comfort. 8/1/25 potential for PI development related to decreased mobility, weakness. requires bed 
as flat as possible to reduce sheer. Moisturize twice daily . If R2 refuses treatment confer with family, 
resident, and IDT to find out why. Requires 2 assist for turning and repositioning in bed. 1 staff to move 
between surfaces with walker.R2's physician orders state in part; start date: 7/30/25 Air mattress for bed 
related to potential skin breakdown.R2's Nurse Shower Review Skin Assessment, dated 7/31/25, indicates 
R2 has redness in his gluteal fold and in his abdominal folds.R2's Dermatology MD Note, dated 8/1/25, 
includes recommendations: triamcinolone for necrobiosis lipoidica as well as edema bullae on posterior legs. 
no other chronic wounds.R2's Nurse Notes, dated 8/3/25, include: 4:03 AM.11:43 AM Skin check completed 
on resident after bed bath this shift. Multiple small open areas noted to resident's bottom and coccyx. 
Mepilex applied and education provided to resident on importance of repositioning. NP (Nurse Practitioner) 
updated. R2's Nurse Shower Review Skin Assessment, dated 8/3/25, indicates R2 has reddened areas in 
his gluteal fold, an open area to his coccyx, and an open area on his buttock. The medical record does not 
include measurements or other description/characteristics of the open area.R2's Physician Orders state in 
part; Start date: 8/3/25 Offer frequent repositioning as resident allows.R2's Braden Scale, dated 8/4/25, 
indicates R2 is at risk for pressure injury development with a score of 16, at risk.R2's Comprehensive Care 
Plan, updated 8/4/25, includes pressure ulcer to coccyx. Pressure relieving device in bed and chair.R2's 
Weekly Wound Observation Tool, dated 8/6/25, which is 3 days after the areas were first identified, includes 
date acquired- 8/6/25. Location - left gluteal fold. In house acquired. Type - Pressure. Pressure Ulcer stage - 
stage 2. Visible tissue - epithelial pink tissue. Drainage Type - bloody. Amount of drainage - scant. Odor - no. 
Wound measurements (in centimeters) - 1.0 x 1.0 x 0.0. Describe the extent of tunneling or undermining- 
blank. peri-wound tissue description- blank. Wound edges description - blank. Current treatment plan - 
Mepilex foam border every 3 days. Special equipment/preventative measures - air mattress, repositioning 
schedule, cushion in wheelchair.Facility's Wound Excel Form, dated 8/6/25, includes coccyx.stage 2. 2.0 x 0.
5 x 0.0. 100% epithelial.left gluteal fold. stage 2. 100% epithelial. 1.0 x 1.0 x 0.0.It is important to note this 
form is not part of R2's medical record but was found in a wound care binder where the facility documents 
wound assessments.R2's Nurse Shower Review Skin Assessment, dated 8/10/25, includes reddened areas 
in abdominal folds and gluteal fold. Intervention: Zinc applied to glute area.R2's Weekly Wound Observation 
Tool, dated 8/13/25, includes Location- left gluteal fold. Type- pressure. Pressure Ulcer Stage- Stage 2. 
Overall impression- worsening. Visible tissue- Epithelial pink tissue present. Granulation tissue present. 
Drainage- Type- none. Odor- none. Wound measurements (in centimeters)- 3.0 x 2.0 x 0.0. Peri- wound 
tissue- bright red, bleeding. Describe any changes to treatment plan in the last week- discontinued Mepilex, 
barrier cream only. Current treatment plan- barrier cream, offer frequent repositioning. Wound progress- 
worsening, length and width.Special equipment/preventative measures- air mattress, repositioning schedule, 
cushion in wheelchair. Medical Doctor updated.Facility's Wound Excel Form, dated 8/13/25, includes coccyx. 
stage 2. 2.0 x 0.5 x 0.0. epithelial, granulation.left gluteal fold. stage 2. 3.0 x 2.0 x 0.0. epithelial, granulation. 
worsening. The documentation does not include how much of the wound is granulation and how much of the 
wound is epithelial tissue.R2's Nurse Shower Review Skin Assessment, dated 8/17/25, includes reddened 
areas noted in abdominal folds and groin, rash noted in abdominal folds and groin, and an open area on 
buttock.R2's Weekly Wound Observation Tool, dated 8/20/25, was not included in R2's medical record.
Facility's Wound Excel Form, dated 8/20/25, includes coccyx. stage 2. 2.0 x 0.5 x 0.0. epithelial, granulation. 
left gluteal fold. stage 2. 3.0 x 2.0 x 0.0. This documentation was not included in the R2's medical record. It is 
important to note this form is not part of R2's medical record but was found in a wound care binder where the 
facility documents wound assessments.R2's Telephone Order, dated 8/22/25, includes open area on gluteal 
fold. Cleanse with soap and water and cover with Mepilex. Change every other day and as needed.R2's 
Nurse Shower Review Skin Assessment, dated 8/24/25, includes: no new skin injury noted. No new issues. 
No interventions.R2's Weekly Wound Observation Tool, dated 8/27/25, includes: Location- left gluteal fold. 
Type- pressure. Pressure ulcer stage- 2. Visible tissue- epithelial pink tissue present. Comments- possible 
sheering injury. Drainage- none. Odor- no. Wound measurements (in centimeters)- 1.5 x 1.0 x 0.0 . Peri- 
wound tissue- intact, pink, blanchable. Wound edge description- rolled, skin flap unable to approximate, no 
signs and symptoms of infection noted, resident denies pain. Current treatment plan- barrier cream, offer 
repositioning. Evaluation- improving, possible sheering injury as opposed to pressure.According to 
https://blog.wcei.
net/friction-vs-shearing-in-wound-care-whats-the-difference#:~:text=Studies%20from%20the%20National%20Institutes,
factors%20in%20pressure%20injury%20formation.Studies from the National Institutes of Health (NIH) list 
friction and shear as two main factors in pressure injury formation. A shearing wound damages the skin on a 
deeper level. Shearing occurs when tissue layers laterally shift in relation to each other; as when bone and 
deep tissue layers move in opposite directions. While shearing wounds typically occur when patients' skin 
rubs against bed sheets, it may also happen when patients shift or scoot themselves across a surface 
instead of fully lifting their pelvis from the bed or chair. Wounds affected by shear will often have tunneling or 
undermining due to the deep layers of tissue destruction.However, shearing can only contribute to and 
compound the damage created by pressure. (It can't cause a pressure injury by itself.) A purely shear-based 
injury is a traumatic wound caused by enough inertia to keep the body moving in one direction.Facility's 
Wound Excel Form, dated 8/27/25, includes coccyx.stage 2. healed. left gluteal fold. stage 2. 1.5 x 1.0 x 0.0. 
epithelial. possible sheering injury.R2's Nurse Shower Review Skin Assessment, dated 8/31/25, includes 
abrasion to midback, left foot 2 open areas, bilateral malleolus (ankle). see progress note. Mepilex applied to 
abrasion mid back.R2's Nurse Note, dated 8/31/25, includes Open areas noted- Left ankle 1.5cm 
(centimeters) x 1.5cm. Open area on left lateral malleolus (ankle) with eschar present. Open area on left 
lateral foot measuring 1.75cm x 4.0cm, no eschar present, area is reddened, no drainage present, no 
complaints of pain in either area. Patient feels like he may have bumped it during therapy or on the 
wheelchair. Right ankle-open area on right lateral malleolus measuring 1.75cm x 1.5cm. Both heels are dry, 
no open areas at this time. Both feet washed and wound cleanser used on the 3 areas, foam dressing to 
affected areas for protection. Patient is up walking with therapy this shift. No complaints of pain at this time. 
Will continue to monitor and await any additional orders. May consider heel boots to be used while in bed. 
R2's Telephone Order, dated 9/2/25, includes heel boots- bilateral at night. Pressure injury right and left 
lateral malleolus and left lateral foot. Wash with soap and water and cover. 3 sites with Mepilex dressings. 
change every other day or as needed.R2's Weekly Wound Observation Tool, dated 9/3/25, includes: 
Location- left gluteal fold. Type- pressure. Pressure ulcer stage- stage 2. visible tissue- epithelial tissue 
present. Drainage- none. Odor- no. Wound measurements (in centimeters)- 1.3 x 1.0 x 0.0. Peri-wound- 
intact, pink, blanchable. Wound edge description- rolled, skin flap unable to approximate, no signs and 
symptoms of infection noted. Current treatment- barrier cream, offer frequent repositioning.R2's MD Note, 
dated 9/3/25, includes seeing today for newly reported bilateral ankle wounds. Skilled nursing facility 
reporting new wounds in bilateral feet found over the weekend. Unsure when these started. Patient reports 
reusing same socks that he came in with from home at the end of July. Wounds are on bilateral malleolus 
which are covered with eschar. He also has a wound on mid-lateral plantar aspect of left foot as well as 
another on right heel which is an open flap. Right heel has been draining serosanguinous malodorous 
output. Others are not draining. Wounds have surrounding erythema and tenderness with palpation. R2 rates 
pain 3 out of 10 with wound care today. Denies fever or chills. It is suspected that these wounds started with 
feet rubbing against footrests on his wheelchair. Has mild neuropathy and decreased sensation. 
Assessment/Plan- R2. with history of hypertension, .presented at hospital with urinary retention of unclear 
duration and acute non-traumatic kidney injury. Hospitalization complicated with urinary retention, acute 
kidney injury, bladder stones, Atrial fibrillation, weakness, and gastric ulcers. He was discharged to skilled 
nursing facility. On 7/29/25 for rehab. Multiple wounds present. Bilateral malleolus wounds- unstageable 
pressure injuries due to covering eschar/necrotic tissue. Stage 3 right heel wound- draining malodorous 
serosanguinous output with surrounding erythema, tenderness, and warmth- infection. Left lateral plantar 
wound- unstageable pressure injury due to covering callus. All wounds with surrounding erythema and 
tenderness on palpation. No fever or chills, no signs of systemic infection, will check complete blood count 
and x ray to rule out osteomyelitis. Debridement agent needed for necrotic tissue resolution, will e-consult 
with dermatology for others. New orders: Bilateral ankle 3 view x rays. Indication- wounds, rule out 
osteomyelitis. Start levofloxacin 750mg once daily for 7 days for wound infection. Start doxycycline 100mg 
two times a day for 7 days for wound infection. Start bilateral heel protectors for protection and wound 
healing. Update NP (Nurse Practitioner) on 9/9/25 with update on wounds. May have to extend antibiotics. 
Start Prostat renal care once daily for wound healing. Start Santyl 250 unit/gm (grams) ointment once daily 
on bilateral malleolus wounds- ones with eschar. Vitals two times a day until infections are healed. Start 
wound care to bilateral malleolus- where eschar is present. Remove old dressing carefully. Clean with 
normal saline or wound cleanser. Apply- use spatula or gauze pad to apply Santyl ointment directly to the 
wound once daily. The layer should be 2mm thick, or the thickness of a nickel. Do not apply beyond the 
wound edges. Cover the treated area with a clean non-adherent dressing. Start wound care to left lateral 
plantar wound. Clean with normal saline or wound cleanser. Cover with Mepilex dressing for now. Start 
wound care to right heel. Clean with normal saline or wound cleanser. Cover with Mepilex for now.Due to the 
wound infection, R2's treatment included two antibiotics.R2's MD Note, dated 9/3/25, includes: . Ensure that 
wounds stay moist. Apply Vaseline over top of the Santyl and then apply wound dressing.Facility's Wound 
Excel Form, dated 9/3/25, includes left gluteal. stage 2. 1.3 x 1.0 x 0.0. epithelial possible sheering injury. 
Right malleolus . unstageable. 1.75 x 1.50 x 0.5. Left malleolus. unstageable.1.5 x 1.5 x 0.5. Right heel. 
stage 3. 1.5 x 1.5 x 0.5. Left lateral planter foot. unstageable. 1.75 x 1.5 x 0.5.It is important to note this form 
is not part of R2's medical record but was found in a wound care binder where the facility documents wound 
assessments.R2's Radiology Report, dated 9/4/25, includes Ankle: Anterior-posterior medial oblique, lateral 
views of the right ankle. No prior studies. No ankle fracture or dislocation. Talar dome preserved. Hindfoot 
degenerative changes. Mineralization decreased. Calcaneal enthesophyte at the insertion of the plantar 
fascia and Achilles tendon. No convincing plain film evidence of osteomyelitis.R2's Physician orders state in 
part; start date: 9/4/25 Malleolus where eschar is present, clean with normal saline or wound cleanser. Apply: 
Use a spatula or gauze pad to apply Santyl ointment directly to the wound once daily. The layer should be 
about 2 millimeters thick or the thickness of a nickel. Do not apply beyond the wound edges. Cover the 
treated area with a clean nonadherent dressing.R2's Physician Orders state in part; start date 9/4/25 
Bilateral heel boots place on both feet at bedtime.Start date: 9/5/25 Left lateral plantar wound- cleanse with 
normal saline or wound cleanser, cover with Mepilex every day shift.R2's MD Note, dated 9/5/25, includes 
Please ensure that wounds in bilateral malleolus stay moist. Add Vaseline over top of the Santyl and then 
apply wound dressing per Dermatology recommendations. I ordered bilateral ankle brachial index test for 
both legs to rule out vascular insufficiency given fast developing wounds. Patient has an appointment for this 
test on Friday 9/19/25 at 10:30 AM.R2's Physician Orders state in part; start date: 9/5/25 Right heel wound, 
clean with normal saline or wound cleanser, cover with Mepilex every day shift.R2's Physician orders state in 
part; start date: 9/6/25 Please ensure that wounds in bilateral malleolus (ankle) stay moist. Add Vaseline 
over the top of the Santyl and then apply dressing every day shift.R2's Nurse Shower Review Skin 
Assessment, dated 9/7/25, includes redness noted in buttock area, 4 open sores noted on right and left outer 
foot, one open sore noted on right heel and labeled new .R2's Weekly Wound Observation Tool, dated 
9/10/25, includes Location- left gluteal fold. Type- pressure. Pressure ulcer stage- SDTI (Suspected Deep 
Tissue Injury). Visible tissue- epithelial pink tissue present. Drainage- none. Odor- no. Wound measurements 
(in centimeters)- 0.0 x 0.0 x 0.0. Description of peri-wound- intact, pink, blanchable. Current Treatment Plan- 
barrier cream, offer frequent repositioning. Wound progress- improving, possible sheering injury as opposed 
to pressure. Special Equipment/ Preventative measures- pressure relieving boots, repositioning schedule.In 
the assessment of R2's left gluteal fold, dated 9/10/25, staff down staged R2's wound and called the wound a 
SDTI with epithelial pink tissue. According to standards of practice, pressure injuries should not be down 
staged. In addition, did not include shearing as a cause of pressure.R2's Weekly Wound Observation Tool, 
dated 9/10/25, includes Location- right malleolus. In house acquired. Date acquired- 8/31/25. Type- 
pressure. Pressure Ulcer Stage- stage 3. Visible tissue- granul
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