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F 0686 Provide appropriate pressure ulcer care and prevent new ulcers from developing.

Level of Harm - Minimal harm 28309
or potential for actual harm
Based on interview and record review, the facility failed to ensure 1 of 3 residents reviewed for pressure
Residents Affected - Few ulcers had routine and timely wound assessments, including measurements, conducted on a weekly, or
more often as needed, basis and documentation conducted to reflect these assessments. (Resident B)

Findings include:

The clinical record of Resident B was reviewed on 8/8/24 at 11:16 a.m. Resident B's diagnoses included, but
were not limited to, a displaced fracture of the right femur, hypertensive stage three (3) chronic kidney
disease, and age-related osteoporosis.

An admission Minimum Data Set (MDS) assessment, dated 5/14/24, indicated Resident B admitted into the
facility with an unstageable pressure ulcer (wound in which a full-thickness tissue is lost, with the extent of
the wound being obscured by slough or eschar tissue) during the first week of May 2024. It also indicated
Resident B was cognitively intact.

The admission nursing assessment, dated 5/8/24, indicated Resident B had a skin impairment, with details
identified on an associated document entitled, Wound Event. The associated Wound Event, dated 5/8/24,
indicated the skin impairment was located at the gluteal fold/coccyx area, measuring 2.5 centimeters (cm) in
length by 1.8 cm in width, and was present on admission. The wound event/assessment did not address the
stage of the wound, any drainage or exudate, the color of the wound, if any odor was present, the wound
margins, the surrounding tissue or if any tunneling or undermining was present. The wound event form was
handwritten and did not indicate if the information was entered into the facility's electronic health record
(EHR) system. Under the section entitled Evaluation, it did not indicate if a Wound Management Tool, was
initiated into the EHR for Resident B.

A care plan, dated 5/8/24, indicated Resident B had a pressure ulcer to the gluteal fold. The goal of the care
plan indicated the wound was to heal without complications. Interventions, dated 5/8/24, identified for this
care plan included, but were not limited to, Weekly skin assessment, measurement, and observation of the
pressure area and record.
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F 0686

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

In an interview with Resident B on 8/8/24 at 1:50 p.m., it indicated admission to the facility was for
rehabilitation after a hospital stay for a fractured femur and surgical repair, as well as problem with the skin to
my bottom. The resident described the area as inflamed or at least really red, not sure if it was actually open
or not. Resident B recalled after admission, the facility's wound nurse came to look at her bottom within a
day or two after admission, then again about a week later, then does not recall seeing that person anymore.

In an interview with the Assistant Director of Nursing (ADON)/Wound Nurse and the Executive Director on
8/9/24 at 10:45 a.m., the ADON/Wound Nurse indicated, It is completely on me. It was very busy here for me
with the DON [Director of Nursing] out and | had a lot of responsibilities to handle. | did see her [Resident B]
within a day or two of admission and again about a week later. | wrote the notes down about measurements
and the assessment, but [I] did not get it put into the computer. At this time, the Executive Director provided a
listing of residents with skin impairments, for the dates of 5/7/24 through 5/13/24. This document included a
handwritten note with Resident B's last name present and measurements documented as 2.5 cm in length by
1.6 cm in width and by 0.2 cm in depth. There was no other information, such as wound location or
description of the wound present. This information was not located in the EHR for Resident B. No information
was located in the EHR which indicated the attending physician was made aware of the pressure ulcer until
on/after 5/29/24.

In an interview on 8/9/24 at 1:04 p.m., with the ADON/Wound Nurse, DON and Corporate Nurse, the
ADON/Wound Nurse indicated, From what it looks like, when | saw the resident on that first day or so after
admission, | measured the wound and added a foam dressing because those [foam dressings] are good for
a seven day time period. | don't see any particular care or dressing orders put in [to the EHR)]. It doesn't look
like any measurements or assessments were documented from 5/7/24 until 5/18/24, except for the standard
weekly skin assessments and a rather vague order for a dressing change and incontinence care.
Documentation in the EHR did not reflect the application of a foam dressing to the wound.

In an interview with the Corporate Nurse and the DON on 8/9/24 at 1:04 p.m., they reviewed the information
located in the clinical record with the following information:

-5/7/24: New order indicated, Starting day 3, change dressing once daily PRN [as needed] if soiled or loose.
This order did not provide details to indicate the of location for the dressing change, what type of dressing to
use, any cleansing instructions or if any special treatments were to be utilized. The order was unclear if the
dressing change was to be conducted on a daily basis and additionally if it is soiled or loose, or only once a
day if it is soiled or loose. The Treatment Administration Record, (TAR) for May 2024, reflected only one
dressing change, on 5/21/24.

-5/14/24: A new foam dressing was applied, but the ADON/Wound Nurse did not document this in the clinical
record. Documentation in the EHR did not reflect the application of a foam dressing to the wound.

-5/18/24: A new event was opened by Registered Nurse (RN) 4, regarding a new skin issue, located to the
top of the gluteal fold; this new area was the previously identified area denoted on the 5/8/24 Wound Event,
not an actual new skin area.
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F 0686 -5/19/24: New orders were entered into the EHR for a check and change of coccyx dressing with no other
details, to be conducted daily. The May 2024, TAR reflected daily dressing changes were conducted from
Level of Harm - Minimal harm or 5/20/24 through 5/29/24, when the order was changed.

potential for actual harm
-56/29/24: Began weekly wound assessments and measurements, with documentation located in the EHR
Residents Affected - Few located under Wounds, with appropriate documentation included and reflected slow improvement in the
measurements and wound in general.

-The TAR for May 2024, indicated weekly skin assessments were conducted on 5/13/24, 5/20/24 and
5/27/24, each indicating a 2, reflective of an old impairment. The TAR did not specify what the old skin
impairment was or its location.

The weekly wound assessments that began on 5/29/24, indicated the wound measurements were 2.5 cm in
length by 1.5 cm in width by 0.2 cm in depth, slightly smaller than the admission measurement of 5/8/24. The
most recent measurements, dated 8/1/24, indicated the pressure ulcer, now identified as a stage three
wound (wound characterized by a full-thickness loss of skin extending to the subcutaneous tissue), were 1
cm in length by 0.2 cm in width.

On 8/9/24 at 1:58 p.m., the Corporate Nurse provided a copy of a policy entitled
Pressure/Stasis/Arterial/Diabetic Wound Guidelines. This policy had a review date of 12/31/23. This policy
indicated its purpose was, To provide weekly documentation of wound measurements and condition.
Appropriate wound event is completed by a RN/LPN in EHR. Complete [an] event for each impaired area. All
measurements are recorded in centimeters. Wound event will remain open in EHR until wound management
tool is initiated. Document description of wound using length [from] 12 o'clock to 6 o'clock; width [from] 3
o'clock to 9 o'clock; depth [of] deepest area of wound bed; exudates; color; odor; wound margins;
surrounding tissue; tunneling and/or undermining if applicable. Re-assessment/measurement weekly or with
significant change in wound noting the current treatment, medical interventions provided, and comments as
needed. DHS/ADHS and/or designee to close/complete wound management PUSH tool when area healed.

This citation relates to Complaint INO0440151.
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