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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview, and record review, the facility did not ensure treatment and services was provided,
consistent with professional standards of practice, to promote healing and prevent new ulcers from
developing for 1 of 3 residents reviewed for quality of care. (Resident #1)The facility failed to
implement treatment orders for Resident #1's right heel as ordered by Wound Care Specialist from
5/11/2026-5/18/2026.This failure could place residents at risk for developing avoidable pressure
injuries and the worsening of existing pressure injuries.Findings included:Record review of Resident
#1's face sheet, dated 5/23/2026, indicated Resident #1 was a [AGE] year-old female, admitted
[DATE], diagnoses included intracapsular fracture of right femur (occurs within the joint capsule of
the hip, most often involving the femoral head or neck), Hyperlipidemia (a condition characterized by
elevated levels of cholesterol in the blood), Alzheimer's (most common cause of dementia, a condition
involving significant memory loss and other cognitive abilities that interfere with daily life), and
anxiety (an emotional characteristic by an unpleasant state of inner turmoil and includes feelings of
dread over anticipated events). Record review of an admission MDS assessment, dated 5/11/2026,
indicated Resident #1 was usually understood and usually understood by others. The MDS indicated a
BIMS score of 99 which indicated Resident #1 was unable to complete the interview. The MDS
indicated Resident #1 was dependent on staff for toileting, showering, dressing lower body and
personal hygiene. The MDS indicated Resident #1 was at risk of developing pressure ulcers/injuries
and had 1 deep tissue injury that was not present upon admission.Record review of the care plan, last
revised on 5/11/2026, indicated Resident #1 had potential/actual impairment to skin integrity related
to suspected deep tissue injury, initiated on 5/11/2026 and created on 5/20/2026. Interventions
initiated on 5/20/2026 included offloading boots while in bed, administration of treatment as ordered,
encourage good nutrition and hydration to promote healthier skin, use caution during transfers and bed
mobility to prevent striking arms, legs, and hands against any sharp or hard surface. During record
review of Resident #1's Clinical admission note, dated 5/7/2026, indicated Resident #1 had a surgical
wound and redness to her buttocks. The Clinical admission note did not indicate Resident #1 had a
pressure area to her right heel. During record review of Resident #1's Baseline Care plan, dated
5/7/2026, Resident #1 had potential for pressure ulcer development with interventions to administer
treatments as ordered and monitor for effectiveness, monitor nutritional status, serve diet as ordered,
monitor intake and record, notify nurse immediately of any new areas of skin breakdown such as
redness, blisters, bruises, discoloration noted during bathing or daily care, and weekly head to toe
skin at risk assessment.During record review of Resident #1's progress note, dated 5/11/2026 at 5:45
PM as a late entry, the Treatment Nurse indicated Resident #1 had a new skin issue located on the
right lateral heel and was unstageable. The Treatment Nurse indicated the right lateral heel pressure
ulcer was present upon admission and measured 1.2 cm x 1.5 cm x 1.8 cm. The Treatment Nurse's
progress note indicated the family was present during the assessment.Record review of Resident #1's
Initial Wound Care Evaluation and Management Summary, dated 5/11/2026, indicated the chief
complaint was, Patient present with a wound on her right heel. The evaluation indicated Resident #1
had an unstageable DTI to the right heel. The right heel wound measured 1.20 cm x 1.50 cm with skin
(continued on next page)
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intact with purple/maroon discoloration. The dressing treatment plan on the wound care evaluation
summary included for betadine to be applied once daily and as needed. General recommendations
included: Reposition per facility protocol, off-load wounds, float heels in bed, and cleanse with wound
cleanser at the time of dressing changes. Record review of Resident #1's consolidated orders, dated
5/23/2026, did not indicate any wound care orders on 5/11/2026. Resident #1 did not receive
treatment for the pressure area to her right heel from 5/11/2026-5/19/2026. Record review of
Resident #1's Wound Evaluation and Management Summary, dated 5/18/2026, indicated Resident #1's
unstageable DTI of right heel measured 2.3 cm x 2 cm with skin intact with purple/maroon
discoloration. The dressing treatment plan on the wound care evaluation summary included for
betadine to be applied once daily and as needed. General recommendations included: Reposition per
facility protocol, off-load wounds, float heels in bed and cleanse with wound cleanser at time of
dressing changes.Record review of Resident #1's Wound Evaluation and Management Summary, dated
5/20/2026, indicated RP was at bedside. The RP was noted to be upset about the DTI noted on
assessment. The Skin assessment on left heel, sacrum and buttock was performed and no active
wounds were observed. The wound to unstageable right lateral heel measured 0.5 cm x 1.6 cm with
intact purple/maroon discoloration. The dressing treatment plan on the wound care evaluation
summary included betadine apply once daily and as needed. General recommendations included:
Reposition per facility protocol, off-load wounds, float heels in bed and cleanse with wound cleanser
at time of dressing changes. Right heel wound measured 0.5 cm x 0.7 cm with intact purple/maroon
discoloration. The wound care orders indicated skin prep once daily and as needed.Record review of
Resident #1's consolidated physician orders, dated 5/23/2026, indicated an order initiated on
5/20/2026 to cleanse right lateral heel with wound cleanser or normal saline, pat dry and apply
betadine every day shift for wound care. The order also indicated wound care order for right heel with
orders to cleanse with wound cleanser or normal saline, pat dry and apply skin prep starting on
5/21/2026. There were no orders for wound care starting on 5/11/2026. During record review of
Resident #1's TAR, Resident #1 had the following orders:Right Heel: cleanse with wound cleanser or
normal saline, pat dry, and apply betadine every shift for wound care starting on 5/19/2026 and was
discontinued on 5/21/2026. Documentation indicated wound care was performed on 5/19/2026 and
5/20/2026.Right Heel: cleanse with wound cleanser, pat dry and skin prep each shift starting on
5/20/2026 and discontinued on 5/21/2026.Right lateral heel: cleanse with wound cleanser or normal
saline, pat dry and apply betadine every day shift for wound care starting on 5/21/2026. Wound Care
was documented completed on 5/22/2026.Right Heel: cleanse with normal saline, pat dry, and apply
skin prep every day shift for wound care starting on 5/21/2026. Wound care was documented
completed on 5/22/2026.Record review of Resident #1's Skin Assessment, completed on 5/11/2026,
indicated an unstageable pressure ulcer/injury to right heel and a surgical wound to front right
trochanter was present at admission. Record review of Resident #1's Skin Assessment, completed on
5/14/2026, indicated there were no new skin issues found on the evaluation and foot evaluation was
completed. Record review of Resident #1's Skin Assessment, completed on 5/21/2026, indicated
there were no new skin issues found and foot evaluation was completed. During a phone interview on
5/23/2026 at 8:44 AM, RP said Resident #1 was discharged from the facility at 8:00 AM. RP said the
treatment nurse observed a new pressure ulcer on 5/11/2026 and did not notify RP. RP said the
treatment nurse had come in and provided treatment. RP stated there was a meeting on 5/11/2026
and no one had informed her of any skin issues. During a phone interview on 5/23/2026 at 10:58 AM,
RP reported Resident #1 was covered in wounds and she was unaware of them. During an interview
on 5/23/2026 at 3:12 PM, CNA A said she provided showers for Resident #1 on Monday, Wednesday,
and Fridays. CNA A said Resident #1 had steri-strips (sterile, reinforced adhesive skin closures used
to pull edges of shallow cuts, surgical incisions, or lacerations together) in place after her staples
were removed. CNA A said Resident #1 did not have any open areas to her to her right hip surgical
incision. CNA A said Resident #1 had, what she thought, was a pressure area to her right heel, and
(continued on next page)
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stated it was not open. CNA A said if she observed any new areas on a resident, she would tell the
nurse and then the treatment nurse. She said she would report it immediately. CNA A said she had not
observed any concerns to report to the nurse. CNA A said she had been in-serviced on Abuse and
Neglect. CNA A said neglect was if left someone without changing them or providing their activities of
daily living. CNA A said the treatment nurse was responsible for ensuring the resident's skin
assessments and treatments were completed. CNA A said the charge nurse was responsible for
reporting new skin openings to the family. CNA A said a resident could get an infection if an area was
not identified or treated. During an interview on 5/23/2026 at 3:44 PM, CNA C said she would report to
the nurse or treatment nurse if she observed new wounds or skin issues. CNA C said a resident could
get an infection and it could cause problems for them. She said the nurse should be notified as soon
as a new skin issue was found. CNA C said the nurse was responsible for notifying the family. CNA C
said the charge nurse was responsible for putting in the orders. CNA C said if orders were not put in
the computer for wound care, it could affect the residents' health. During an interview on 5/23/2026
at 3:47 PM, LVN D said she assessed Resident #1's skin this morning prior to discharge. LVN D said
she administered Resident #1's medications and set up her breakfast tray. LVN D said the family did
not want her to have a shower prior to discharge. LVN D said she looked at the dressing in place to
her right hip, boots were on bilateral feet with betadine on heel. LVN D said Resident #1 did not have
any open areas, heel was not open and the incision was healed. LVN D said Resident #1 went to the
Orthopedic Physician on Thursday and he removed her staples. LVN D said the resident was eating
well and the family was there for all her meals. LVN D said the treatment nurse made rounds with the
Wound Care Specialist. LVN D said the treatment nurse was responsible for entering the new orders
and supplements. LVN D said the treatment nurse would report to the family and the charge nurse
would report to the family if they were the one who found a new area. LVN D said the MD and family
would be notified by nurse who found new area. LVN D said the wound could get worse or get
infected if new orders were not entered timely and the family would be mad. LVN D said the treatment
nurse was responsible for ensuring the orders and treatments were completed. LVN D said she had
not received Resident #1's orthopedic note. During an interview on 5/23/2026 at 3:56 PM, the
Treatment Nurse said she worked on 5/11/2026 and she said she puts the orders in the day the
Wound Care Specialist was at the facility. The Treatment Nurse said she must have forgotten to put
in the orders if they were not in the EMR. The Treatment Nurse said the orders should be put in the
next day. The Treatment Nurse said she was responsible for putting the orders in. The Treatment
Nurse said it was human error from seeing so many residents. The Treatment Nurse said she was
positive the family was present at the time of the visit. The Treatment Nurse said the only reason she
did not notify the family members was because they were in the room. She said if the family were in
the room, she would document it. She said she had not been documenting but it was a lesson learned.
The Treatment Nurse said she was responsible for putting in the orders and notifying the family. The
Treatment Nurse said it could negatively impact resident if the orders were not being put in and could
delay the healing process. During an interview on 5/23/2026 at 4:07 PM, ADON E said she expected
the charge nurse to put in standing wound care orders. ADON E said when the Wound Care Specialist
had new orders, the treatment nurse was responsible for entering orders. ADON E said the treatment
nurse had 24 hours to put the new orders on the EMR. ADON E said she was not sure when the nurse
should notify the family of new treatments or orders. ADON E said she expected the family to be
notified by the end of their shift. ADON E said if wound care orders were not entered timely, the
wound could get worse and negatively impact on a resident's pain, wound, or infection. ADON E said
the treatment nurse was responsible. During an interview on 5/23/2026 at 4:12 PM, the DON said she
expected the treatment nurse to enter orders from the Wound Care Specialist within 24 hours. She
said the family should be notified when the nurse is available to get all the orders. The DON said she
expected the nurses to document the family was notified even if the family was in the room. The DON
said she could not speculate on what could happen if orders were not put in the computer. The DON
(continued on next page)
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said she identified last week areas the treatment nurse was lacking in on her education and
knowledge checks. The DON said the treatment nurse was responsible for ensuring the family was
notified and the orders were in the computer. The DON said the CNA should report changes to the
charge nurse. The DON said she had completed in-services on identifying and reporting skin
breakdown. The DON said if there was a skin issue, it would be on the skin report. The DON said she
did not think the treatment nurse knew the time frame the orders needed to be entered in EMR. The
DON said her previous treatment nurse quit prior to the new treatment nurse was trained. The DON
said the new treatment nurse had been in her role for about 1 month. During an interview on
5/23/2026 at 4:20 PM, the ADM said he expected the nurses to place orders from the Wound Care
Specialist in the EMR. The ADM said he did not know when the orders should be placed in the EMR.
The ADM said the treatment nurse dealt with the Wound Care Specialist. The ADM said the treatment
nurse, ADON, and DON was responsible for putting the orders in. The ADM said he could not tell me
what could happen if the treatment orders were not being followed. The ADM said the charge nurse
and treatment nurse were responsible for reporting a change in condition or new wound to the family.
The ADM said it would be documented in the EMR. The ADM said he expected the nurse to document
the family was notified even if the family was in the room.Record review of facility policy titled, Skin
and Wound Monitoring and Management, revised 4/2025, indicated, .It is the policy of this facility that:
1. A resident having pressure injury (s) receives necessary treatment and services to promote
healing, prevent infection, and prevent new, avoidable pressure injuries from developing. Purpose.1.
Promote interventions that prevent pressure injury development. 2. Promote the healing of pressure
injuries that are present .3. Prevent the development of additional, avoidable pressure injury.Facility
nursing staff will identify and document in the resident's clinical record.Deep tissue pressure injury:
Intact or non-intact skin with persistent non-blanchable deep red, maroon or purple
discoloration.Procedure: a. Resident assessment: The nurse responsible for assessing and evaluating
the resident's condition on admission and readmission is expected to take following actions.a.
Complete Initial admission Record, Braden scale.b. Braden scale for pressure injury risk.c. Identify
risk factors.d. Risk factors identified on assessment should be documented.e. Develop an
individualized person-centered care plan.f. Skin and wound assessment.j. Treatments per physician
order should be documented in the resident's clinical record at the time they are administered. 6.
Monitoring.a. Daily via medication administration and treatment administration record.Confirm all
orders have been implemented as ordered.Weekly via skin weekly committee.Prepare and maintain
skin committee review notes and recommendations in the resident's clinical record.document and
implement recommended additions or changes to care plan in the resident clinical record.

44676048

07/30/2026




