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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 observation, interview, and record review, the facility failed to implement pressure injury interventions for a
 resident with pressure injuries. This applies to 1 of 4 (R4) residents reviewed for pressure injuries in the sample of 6.
 The findings include: R4's Face sheet showed an original admission date of [DATE] with [DIAGNOSES REDACTED]. R4's
8/8/2020
 Minimum Data Set (MDS) showed him to be cognitively impaired (Basic Interview for Mental Status = 5) and to require
 extensive assistance of one person for bed mobility and dressing. The MDS showed unhealed pressure injuries and at risk for
developing pressure injuries. On 9/17/2020 at 1:50 PM, R4 was supine in bed, covered with bedding, and heels resting on
 mattress (not off-loaded). At 2:05 PM, V3(Assistant Director of Nursing/Wound Nurse) removed R4's dressing to the right
 heel. R4's wound was approximately the size of a marble, without drainage, without slough, and without necrotic tissue.
 After V3 applied R4's dressing, V3 opened R4's closet, and stated to V7, Certified Nursing Assistant, We need to find his
 (R4's) heel protectors. The heel protectors were not in R4's bed, on the floor, or in his closet. On 9/17/2020 at 2:15 PM,
 V3 stated, He (R4) should have had his heel protectors on to protect his heels from breakdown. V3 said, if his heel
 protectors were being laundered, they (staff) should have off-loaded his heels with a pillow or by another means. R4's
 9/15/2020 Skin and Wound Evaluation showed a facility acquired pressure injury to the right heel that measured 0.6
 centimeters by 0.7 centimeters. The evaluation showed, under treatment, heel suspension/protection device. R4's Care Plan
 showed, .pressure ulcer on his right heel and has further potential for pressure ulcer development .Float heels when in bed.
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