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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review and interview the facility failed to ensure that a resident receives care, consistent 
with professional standards of practice, to prevent pressure ulcers and does not develop pressure ulcers 
unless the individual's clinical condition demonstrates that they were unavoidable; and a resident with 
pressure ulcers receives necessary treatment and services, consistent with professional standards of 
practice, to promote healing, prevent infection and prevent new ulcers from developing for one (Resident #1) 
of five residents reviewed for pressure ulcers. The facility failed to provide appropriate treatment to Resident 
#1's skin issues. This failure placed residents at risk for the decline in quality of life and the wounds being 
infected or deteriorating.Review of Resident #1's face sheet dated 10/06/25 revealed he was a [AGE] 
year-old male, he was originally admitted on [DATE] and readmitted on [DATE]. Admitting diagnoses 
included, hypertension, anxiety, major depression, dementia, muscle weakness and need assistance with 
personal care. Review of Resident #1's quarterly MDS assessment dated [DATE] reflected he had a BIMS 
score of 01, indicating severe cognitive impairment. The resident had an open lesion on the foot. Review of 
Resident #1's care plan initiated 09/30/25 reflected, Focus, Has actual impairment to skin integrity r/t 
TRAUMA WOUND TO RIGHT HEEL. 9/30/2025-0.9 X 0.9 X 0.1 CM. Goal, Skin injury of the RIGHT HEEL 
will be healed by review date. Intervention, Administer treatments as ordered. Monitor/document location, 
size and treatment of skin injury. Report abnormalities, failure to heal, s/sx of infection, maceration (the 
softening and breakdown of the skin resulting from prolonged exposure to moisture. This can occur from 
sweat, wound fluids, urine, or other bodily fluids, leading to the skin becoming pale, wrinkly, and more 
susceptible to injury and infection. It is a common issue for those with chronic wounds, incontinence, or 
immobility.) etc. to MD. Focus, Has right Hip Fracture. Goal, Will remain free of complications related to hip 
fracture. Intervention, . Change surgical incision dressing as per order and PRN. Review of Resident #1's 
physician summary dated 10/06/25 reflected an order dated 09/30/25; cleanse right heel with normal saline, 
pat dry, apply Santyl (nickel thick) and cover with foam dressing on Monday, Wednesday and Friday every 
day for wound healing. Review of Resident #1's wounds progress notes from 09/20/25 through 10/05/25 
revealed the wounds had not deteriorated. The wound care were to be completed on Monday, Wednesday 
and Friday. The wound care to the right heel was completed on 09/30/25 (Tuesday) missing the wound care 
on 10/1/25 and 10/3/25. The wound care on the top side of the right heel was completed on 10/02/25 
(Thursday) missing the wound care on 10/3/25. Observation and interview on 10/06/25 at 12:15 pm with 
Resident #1 reflected the resident was in the wheelchair. The resident was noted with wound dressings to 
the right heel and on top of the right heel. The dressing on the bottom of the heel was dated 09/30/25 and 
the dressing on top was dated 10/02/25. In an interview with Resident #1 he stated the wound care 
dressings had been completed but did not recall when the wound care was completed. Resident #1 denied 
any signs or symptoms of infection. In an interview on 10/06/25 at 2:15 pm with RN A revealed she worked 
on the 6a-6p shift. RN A stated she was proving care to Resident #1, and she worked on Wednesday 
(10/01/25) and Sunday (10/05/25). RN A stated she could not complete the wound care on 10/01/25 
because she was too busy and did not complete the wound care. RN A stated she did not inform the night 
nurse that she was not able to complete the treatment on Wednesday so that the night nurse could complete 
the wound cares. RN A stated she was expected to inform the DON and ADON of not completing the wound 
cares, but she did not because she forgot. RN A stated the resident's wound care was completed on 
09/30/25 and from the last time she completed the resident's wound care, the wounds did not have signs or 
symptoms of infection and had not deteriorated. RN A stated wound cares not completed could cause 
infection and or the wound getting worse. In an interview on 10/06/25 at 3:56 pm with RN B revealed she 
oversaw Resident #1 care on 10/03/25. RN B stated wound care for the resident was scheduled on 10/03/25 
but she could not complete it because she was busy and forgot to report to the oncoming charge nurse. RN 
B stated she was supposed to report to the DON if she was not able to complete wound care but she did not. 
RN B stated from the previous wound care the resident's wounds had not deteriorated and the resident had 
not reported any signs or symptoms of infection. RN B stated wound care not completed per the primary care 
provider could lead to the wound getting infected or getting worse. In an interview on 10/06/25 at 4:30 pm 
with the DON revealed she was not aware, and the staff had not informed her of not completing Resident 
#1's wound care. The DON stated she expected the charge nurses to complete the wound care and if unable 
they were to inform the oncoming nurse to complete the wound care and report to the DON. The DON stated 
the ADON was responsible to follow up and make sure wound cares were completed, but during the 
investigation the ADON was not present. The DON stated from the daily morning meetings and per the 
wound care reports there had not been reports of the resident's wounds getting worse, and the wound care 
doctor assessed the wounds weekly. The DON stated wound care not completed per the primary care 
provider could lead to the wound not healing properly and could cause infection to the wound. Review of the 
facility policy revised 07/15 and titled, Wound Management reflected, . 2. A resident having pressure ulcers 
received necessary treatment and services to promote healing, prevent infection, and prevent new, 
avoidable sores from developing. Once a wound has been identified, assessed and documented nursing 
should administer treatment to each affected area as per the Physician's order.
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