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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, hospital clinical record review, staff interviews and policy review the facility failed to 
assure the resident with pressure ulcers received treatment and services, consistent with professional 
standards of practice to promote healing for 2 of 3 residents reviewed (Resident #1and #2) for pressure 
ulcers. The facility reported a census of 58 residents.Findings include: The Minimum Data Set (MDS) 
assessment identifies the definition of pressure ulcers:Stage I is an intact skin with non-blanchable redness 
of a localized area usually over a bony prominence. Darkly pigmented skin may not have a visible blanching; 
in dark skin tones only it may appear with persistent blue or purple hues. Stage II is a partial thickness loss of 
dermis presenting as a shallow open ulcer with a red or pink wound bed, with slough (dead tissue, usually 
cream or yellow in color). May also present as an intact or open/ruptured blister. Stage III is full thickness 
tissue loss. Subcutaneous fat may be visible but bone, tendon or muscle is not exposed. Slough may be 
present but does not obscure the depth of tissue loss. May include undermining and tunneling. Stage IV is 
full thickness tissue loss with exposed bone, tendon or muscle. Slough or eschar (dry, black, hard necrotic 
tissue) which may be present on some parts of the wound bed. Often includes undermining and tunneling or 
eschar. Unstageable Ulcer: inability to see the wound. Other staging considerations include:Deep Tissue 
Pressure Injury (DTPI): Persistent non-blanchable deep red, maroon or purple discoloration. Intact skin with 
localized area of persistent non-blanchable deep red, maroon, purple discoloration due to damage of 
underlying tissue. This area may be preceded by tissue that is painful, firm, mushy, boggy, warmer, or cooler 
as compared to adjacent skin. These changes often precede skin color changes and discoloration may 
appear differently in darkly pigmented skin. This injury results from intense and/or prolonged pressure and 
shear forces at the bone-muscle interface. 1. Resident #1's Minimum Data Set (MDS) dated [DATE] 
assessment identified a Brief Interview for Mental Status (BIMS) score of 11, indicating moderately impaired 
cognition. The MDS identified Resident #1 required substantial/maximal assistance with bed mobility and all 
transfers. Resident #1's MDS included diagnoses of cancer, anemia, end stage renal disease, diabetes 
mellitus, morbid obesity and chronic pain. The MDS documented Resident #1 was at risk for developing 
pressure ulcers/injuries. The MDS documented the following skin and ulcer/injury and treatments: pressure 
reducing device for chair/bed and application of nonsurgical dressing. The Care Plan with a revision date of 
[DATE] indicated Resident #1 had actual impairment to skin integrity related to abrasion to buttocks evidence 
by need for treatment. The care plan directed staff to monitor location, size and treatment of skin injury and 
to report abnormalities, failure to heal, signs/symptoms of infection, and maceration to the health care 
provider. In addition the care plan documented Resident #1 required enhanced barrier precaution related to 
open wounds to bilateral heels and left upper buttocks. The Care Plan lacked interventions related to 
pressure ulcer prevention and treatment such as repositioning, turning or keeping Resident #1's heels 
floated or elevated off of a surface to reduce the risk for pressure ulcers and promote healing. The Braden 
Scale for Predicting Pressure Sore Risk documented the following scores (a lower score indicates higher 
risk):[DATE]- 18- Mild Risk[DATE]- 17- Mild Risk The Progress Note dated [DATE] documented a Nurse to 
Nurse Hospital Report indicated Resident #1 had Mepilex (foam dressing) treatments to her coccyx, labia 
and buttocks. The admission Skin Assessments (Wound RN Assessment and Wound Data Collection) dated 
[DATE] revealed the following information:A. Right buttock abrasion- full thickness, traumatic wound- 
measured 4 cm (centimeters) (length) x 1.6 cm (width), 25% epithelialized tissue and 75% granulation tissue.
B. Left buttock abrasion- full thickness, traumatic wound- measured 1.2 cm x 1 cm, 25% epithelialized tissue 
and 75% granulation tissue. The Skin Assessments dated [DATE] for the right and left buttocks documented 
a treatment order to clean the areas with wound cleanser, apply Aquacel AG (antimicrobial dressing) and 
bordered Mepilex. Review of the June, July and [DATE] Treatment Administration Records (TAR) lacked 
documentation of a treatment being completed to the left buttock abrasion. The Progress Note dated [DATE] 
documented a blister was noted to Resident #1's left heel, betadine applied and a blue boot in the room. The 
clinical record lacked documentation Resident #1's family was notified of the area. The Wound Data 
Collection assessment dated [DATE] revealed an intact blister to the left heel that measured 5.7 cm x 3.5 cm 
with the surrounding skin erythematous/reddened. The assessment documented the treatment to the left 
heel was to apply betadine to the blister twice a day (BID). The Wound RN assessment dated [DATE] for the 
right buttocks revealed two abrasions with full thickness loss that measured 1 cm x 1cm (lower wound) and 1.
5 cm x 1 cm (upper wound). The assessment lacked documentation of the wound characteristics of the two 
areas. The clinical record lacked documentation the Physician or family was notified regarding an additional 
wound to the right buttocks. The Wound Data Collection assessment dated [DATE] for the right buttocks 
revealed Resident #1 had 3 open areas to the sacrum/coccyx area and one area on the right buttocks. The 
assessment lacked wound measurements, wound characteristics, and dressing/treatments applied. The 
clinical record lacked documentation that the Physician/family was notified of the new areas. Review of the 
clinical record lacked any additional skin assessments to the sacrum/coccyx area. The Progress Note dated 
[DATE] at 10 AM documented Resident #1 had difficulty with transfers requiring 3 staff to assist her from the 
bed to the beside commode. Resident #1 stated the blister on her left heel was causing her pain during the 
transfer and requested to be seen by a Physician regarding the blister. The Progress Note dated [DATE] at 
12:04 PM documented Resident #1 had returned to the facility from a Physician appointment with new orders 
to wear foam boots, start Keflex (antibiotic) 500 mg (milligrams) three times a day (TID) for 10 days for left 
heel blister infection. Review of the July and [DATE] TAR lacked documentation regarding the foam boots. 
The Wound RN assessment dated [DATE] for the left buttocks abrasion with partial thickness loss measured 
0.5 cm x 1.5 cm. The wound assessment lacked documentation of wound characteristics. Review of the skin 
assessments for the left buttocks revealed the wound had not been measured since admission [DATE]. The 
Wound Data Collection assessment dated [DATE] documented the left buttocks presented with eschar 
(dead, nonviable tissue) and Resident #1 voice complaints of discomfort rating the pain a 9 out of 10. The 
assessment lacked documentation regarding measurements and wound characteristics regarding the 
amount of eschar and the color of the eschar. The clinical record lacked documentation the family or 
Physician was notified regarding the change in the wound. The Wound RN assessment dated [DATE] 
identified a stage 2 pressure ulcer to the left heel with 100% epithelization. The assessment documented the 
wound was assessed by an outside wound nurse and recommendations were sent to the Physician for 
review. Review of the skin assessments revealed the left heel pressure wound had not been measured since 
[DATE]. The Wound Evaluation Assessment completed by the outside wound nurse dated [DATE] 
documented stage 2 pressure ulcer to the left heel that measured 5.0 cm x 4.0 cm with the wound bed 100% 
epithelialized tissue. The wound nurse recommendations were to clean the wound with a cleanser of choice, 
apply moistened gauze with betadine (squeeze out excess) and secure with roll gauze and tape. The Wound 
Evaluation Assessment completed by the outside wound nurse dated [DATE] documented a non open area 
to the left calf that measured 0.3 cm x 10 cm that was dark red/purple in color and 100% epithelialized tissue. 
The wound nurse recommended applying skin prep to the area BID. The Wound RN assessment dated 
[DATE] documented a scab to the left lower calf that measured 0.3 cm x 10 cm. The assessment 
documented the area was observed by the wound nurse and wound recommendations were sent to the 
Physician for review. Review of the clinical record lacked any additional skin assessments to the left calf 
wound. The Progress Note dated [DATE] documented Resident #1 complained her bottom hurt from sitting 
in the wheelchair and Tylenol was given. The Wound RN assessment dated [DATE] for the right buttocks 
revealed the full thickness abrasion measured 1 cm x 5.8 cm. The assessment lacked any documentation 
regarding wound characteristics. Review of the skin assessments revealed the right buttocks had not been 
measured since [DATE]. The Progress Note dated [DATE] documented Resident #1 complained of pain to 
her bottom and Tylenol was given. The Progress Note dated [DATE] documented Resident #1 complained 
that her bottom hurt and Tylenol was given. The Progress Note dated [DATE] at 10:24 AM documented a call 
was placed to the Physician to report Resident #1 was having increased pain and did not want to get out of 
bed to see the Physician. The note documented Resident #1's wound on buttocks are noted to be worse and 
there was a new wound to the left groin and right heel. The Progress Note lacked any documentation 
regarding what the buttocks, left groin wound or right heel wound looked like. The Progress Note dated 
[DATE] at 4:44 PM documented Resident #1's son reported his mom had called him the night prior reporting 
she was having an increased amount of pain and worried about the sores she had. The Progress Note dated 
[DATE] at 5:51 PM documented a new order was received for Norco (pain medication) 5/325mg every 6 
hours for pain as needed was reported to the son. There were no changes made to the treatment order for 
the buttocks. The clinical record lacked any formal skin assessments completed on [DATE] for the right and 
left buttocks. The Skin Assessments (Wound RN Assessment and Wound Data Collection) dated [DATE] 
documented an unstageable pressure area to the right heel that measured 5.5 cm x 3.5 cm with 100% 
eschar. The assessment indicated to continue with the current plan of treatment. The Skin Assessments 
(Wound RN Assessment and Wound Data Collection) dated [DATE] documented a non-pressure wound, 
partial thickness to the left posterior upper hip that measured 3.5 cm x 8.5 cm. The assessment documented 
the surrounding skin was reddened and tender. The wound had 25% epithelialized tissue and 75 % 
granulation tissue. The assessment documented staff would cleanse the area with wound cleanse and apply 
Mepilex light per Physician order. The Progress Notes lacked documentation of the new area, Physician or 
family notification. The clinical record lacked skin assessments or treatments for the wound to the left groin. 
The [DATE] TAR lacked documentation of a treatment to the right heel and posterior upper left hip. The 
Wound Data Collection dated [DATE] for the right buttocks documented a presence of possible complication, 
increasing area of ulceration or skin infection evidenced by increased redness, tenderness and pain with the 
wound. The assessment documented a minimum amount of serosanguinous (clear, watery fluid and red 
blood cells) drainage with foul odor. The assessment lacked documentation of measurements and wound 
characteristics. The Wound Data Collection dated [DATE] labeled 49 Right Heel documented the wounds on 
the right and left buttocks had increased blackened areas with pain and drainage present. The assessment 
lacked documentation regarding measurements or wound characteristics regarding amount of blackened 
areas, drainage amount and type. The Skin Assessments (Wound RN Assessment and Wound Data 
Collection) dated [DATE] documented unstageable pressure ulcer to the left heel that measured 4.6 cm x 10.
6 cm. The skin assessments revealed the last time the left heel was measured was on [DATE] and 
measured 5 cm x 4 cm. The assessment lacked documentation regarding wound characteristics. The Skin 
Assessments (Wound RN Assessment and Wound Data Collection) dated [DATE] documented unstageable 
pressure ulcer to the right heel that measured 6.1 cm x 7 cm. The assessment lacked documentation 
regarding wound characteristics. The Wound RN Assessment for [DATE] for the left posterior upper hip 
documented the area measured 11.3 cm x 5.5cm. The assessment lacked documentation of wound 
characteristics. A facility fax form sent to the Physician on [DATE] documented the wound to the right 
buttocks had worsened and was draining. The form documented a request to cleanse the area and apply 
Aquacel with Mepilex lite BID. The Physician responded ok to do Aquacel and Mepilex BID on [DATE]. The 
fax form did not address declines to the right heel, left heel, left posterior upper hip or left buttocks. The 
Progress Notes lacked documentation regarding the declines to Resident #1's right/left buttocks wounds, 
right/left heel wounds and left posterior upper hip. The Progress Notes lacked documentation that the 
Physician and family were notified of the declines. The Progress Note dated [DATE] at 2:30 PM documented 
Resident #1 was sent out by Emergency Medical Services (EMS) to the local hospital due to hypoglycemic 
episodes (low blood sugar). The Progress Noted dated [DATE] at 6 PM documented the facility was informed 
by the hospital, Resident #1 was transferred to a different hospital and was admitted to Intensive Care Unit 
(ICU) due to septic shock (a life threatening condition that occurs when infection spreads throughout the 
body and causes a severe drop in blood pressure). The Hospital Critical Care Unit Progress Note dated 
[DATE] documented Resident #1 presented to the emergency room department with significant decubitus 
ulcer burden (necrotic sacral and bilateral heel ulcers), hypoglycemia (blood sugar 37), generalized 
weakness and signs of sepsis. The note documented Resident #1 had a history of poor oral intake and 
reported inability to reposition herself for several days. She was found to be in septic shock and admitted to 
ICU on [DATE] for vasopressor support. A wound consult identified extensive calciphylaxis (rare, life 
threatening syndrome that involves calcium build up in skin and fat tissue's small blood vessels), Kennedy 
ulcers (a type of skin ulcer that develops in the final stages of life) and dry eschar across sacrum, buttocks, 
thighs and bilateral heels. A CT scan (computed tomography) of the abdomen/pelvis/lower extremities 
revealed a moderate subcutaneous emphysema (serious condition where air get trapped under the skin) in 
the subcutaneous fat of the left gluteal region suggesting open wound and/or necrotizing infection and an 
erosive/osteolytic changes involving the left iliac wing and posterior aspect of the coccyx, concerning for 
possible osteomyelitis (serious bone infection). The acute assessment revealed septic shock secondary to 
suspected osteomyelitis from chronic sacral and bilateral heel/decubitus ulcers, metabolic encephalopathy, 
and multiple chronic pressure ulcers. The Wound Care Consult Dated [DATE] documented reason for 
consult was large necrotic smelling wound encompassing left and right hip into lower back, inner thigh 
wound, and bilateral pressure ulcers on heel. The note documented Resident #1 had malodorous wounds 
noted throughout the entire room. Resident #1 moaned in pain. Resident #1 had necrotic areas to her 
bilateral heels, bilateral hips, sacral coccyx and bilateral thighs. The wound consult assessment and wound 
images revealed the following:-Sacral/Buttocks: Necrotic, dry eschar with foul odor, consistent with Kennedy 
ulcer and skin failure, measuring 15 x 6 cm (left sacrum) and 5 x 6 cm (left buttock). -Bilateral Heels: 
Unstageable ulcers with dry, stable eschar, complicated by calciphylaxis. Left heel measuring 5.5 x 5.5 cm, 
25 % blood filled blister and 75 % dry eschar. Right heel measuring 5 x 8.4 cm with 100% eschar. -Bilateral 
Thighs, Hips, Iliac Crests: Scattered linear purple, non-blanching areas, consistent with skin failure.
-Calciphylaxis lesions noted on posterior lower extremities bilaterally. The State of Iowa Certificate of Death 
with time of death on [DATE] at 3:51 PM documented the immediate cause of death was end stage renal 
disease due to or as a consequence of acute on chronic renal failure due to or as a consequence of acute 
hypoxic respiratory failure and underlying cause severe sepsis. On [DATE] at 10:35 AM, the Administrator 
acknowledged concerns with the facility wound documentation. He said he knew Resident #1's record lacked 
documentation regarding weekly wound assessments/measurements, family/physician notifications and the 
care plan did not reflect skin prevention interventions. On [DATE] at 2:03 PM, the Administrator verified a 
treatment for the right heel pressure ulcer was not on the TAR and he could not locate a Physician order for 
treatment of the right heel. He said he did see on the wound data collection forms staff were documenting 
they were applying betadine to the area. On [DATE] at 2:20 PM, the Administrator reported they could not 
find treatment documented on the TARs for the left buttocks. The Administrator acknowledged the lack of 
documentation regarding Physician and family notification for the increase in measurements for the bilateral 
heel ulcers and posterior left thigh. He said he knew there were issues with documentation and notifications. 
On [DATE] at 1:11 PM, the facility Medical Director reported Resident #1 had chronic wounds related to 
multiple comorbidities. He said Resident #1 was unhealthy. He said Resident #1's wounds became infected 
and she became septic. He said the wounds were end stage and presented as Kennedy ulcers. He agreed 
that the wounds were unavoidable due to her condition and reported he thought the wounds led to her death. 
He said Resident #1 was quite sick and the wounds looked more significant in the hospital than what they 
had been due to her organs shutting down. He said the family wanted a higher level of care so he sent her to 
another hospital. On [DATE] at 3:40 PM, Staff A, Certified Nursing Assistant (CNA) reported Resident #1 
would be repositioned every 1-2 hours. She said she would try to check on her frequently as Resident #1 
would pull the pillow out and go back to her back. She acknowledged Resident #1 had an alternating air 
mattress and had boots to her feet. She said Resident #1 would refuse to wear the boots often. She said 
Resident #1 would complain that the boots hurt and were uncomfortable. She said she would stack a couple 
of pillows to elevate her heels. She said Resident #1 would kick out the pillows at times but it was better than 
nothing. She said Resident #1 would refuse positioning a couple of times a day as she did not want to be 
touched. She said she would have to reproach 10-15 minutes later for care/repositioning. On [DATE] at 4:05 
PM, the Nurse Consultant said she expected the CNAs to monitor skin with every care. She said skin 
observations were to be completed every week by the licensed nurse. She said any surgical wound and any 
type of ulcer was to be looked at daily and documented on the wound data collection form. The Nurse 
Consultant said she expected skins were to be measured weekly with complete/thorough assessments 
which included documenting the characteristics of the wound. She said if the wound showed no improvement 
within 14 days, she expected the family and Physician to be notified. She said if the wound 
declined/worsened, she would expect the family and Physician to be notified right away. She reported she 
expected the Unit Manager to have oversight of the wounds daily (Monday through Friday) and update the 
care plan as needed. She said any resident at risk for pressure ulcers should have interventions in place to 
prevent development of a pressure ulcer. She said if the wound was not improving, alternative interventions 
should be attempted. The Nurse Consultant reported she expected treatments to be obtained and completed 
for any pressure ulcer identified. A facility policy titled Skin Assessment Pressure Ulcer Prevention and 
Documentation dated [DATE] documented the purpose of the policy was the following:-To systematically 
assess residents regarding risk of skin breakdown.-To accurately document observations and assessments 
of residents.-To appropriately use prevention techniques and pressure redistribution surfaces on those 
residents at risk for pressure ulcer.The policy documented the following procedures:1. A systematic skin 
inspection would be made daily by the nursing assistants assigned to those residents at risk for skin 
breakdown. The nursing assistant would report any abnormal findings or signs of skin impairment to the 
licensed nurse.2. Residents who are unable to reposition themselves independently should be repositioned 
as often as directed by the care plan approaches. Developing an individualized repositioning schedule is 
required for those residents unable to reposition themselves and based on nutrition, hydration, incontinence, 
diagnoses, mobility and observation of the resident's skin over a period of time. The positioning schedule 
should be communicated to the nursing assistants using the Kardex in the medical record. Any resident at 
risk would be placed on a pressure redistribution surface as determined appropriate. 3. If a pressure ulcer 
was identified, the registered nurse should record the type of wound and the degree of tissue damage on the 
Wound RN Assessment UDA. The licensed nurse records the location of the area, the measurements and 
the ulcer/wound characteristics on the Wound Data Collection UDA. 4. Staff to notify the 
Physician/Practitioner of the ulcer and the resident's condition to obtain orders for a treatment. 5. Staff to 
notify the resident and/or family/representative of the pressure ulcer, orders and planned interventions. 6. 
The interdisciplinary team should determine any modifications that are necessary to the resident's plan of 
care. Interventions should focus on physical, mental and psychosocial aspects that may be impacted. 
Treatment and Interventions should be consistent with the resident's goals. 7. The pressure ulcer should be 
assessed/evaluated at least weekly and documented on the Wound RN Assessment UDA. Observations of 
the ulcer characteristics may be documented by a licensed nurse and should include at least the 
following:-Measurements: length, width, depth-Characteristics of the ulcer including wound bed, 
undermining/tunneling, exudate, surrounding skin, ect.-Presence of pain-Current treatments 2. Resident #2's 
MDS dated [DATE] assessment identified a BIMS score of 9, indicating moderately impaired cognition. The 
MDS identified Resident #2 was independent with bed mobility and transfers. Resident #2's MDS included 
diagnoses of renal disease, Non-Alzheimer's dementia, hypertension and edema. The MDS documented 
Resident #2 was not at risk for developing pressure ulcers/injuries. The Care Plan with a revision date of 
[DATE] indicated Resident #2 had actual skin breakdown related to pressure area to the left outer ankle, 
dementia, hypertension, incontinence, history of CVA evidenced by need for pull up and assistance with 
activities of daily living as needed. The care plan directed the following interventions:-Staff to monitor 
location, size and treatment of skin injury. Staff to report abnormalities, failure to heal, sign/symptoms of 
infection, maceration, to the health care provider- Revised: [DATE]-Keep skin clean and dry. Use lotion on 
dry skin. Do not apply on site of injury. Blue boots at night- Revised on: [DATE]-Restorative Nursing 
referral-Date Initiated: [DATE]-Weekly skin observation by a licensed nurse.-Date Initiated: [DATE]-Resident 
uses incontinence products pull ups- Date Initiated: [DATE] The Progress Note dated [DATE] at 1:06 AM 
revealed Resident #2 pulled her call light to summon a nurse to the room. Upon the nurse arrival, Resident 
#2 was noted to be teary and complaining of left outer ankle pain. Upon inspection, the nurse noted Resident 
#2 had a Mepilex dressing on the lateral left ankle. The note indicated a yellow open area that measured 1 
mm (millimeter) was identified. The surrounding tissue was red and warm to touch. Resident #2 reported 
pain was localized to the left outer ankle and rated the pain 5 out of 10. The note documented Tylenol was 
given. The clinical record lacked documentation regarding when and why the Mepilex dressing was applied 
to Resident #2's left outer ankle. The Progress Note dated [DATE] at 1:23 AM documented the nurse 
contacted Resident #2's Physician regarding the new skin area. Resident #2's Physician directed to 
administer pain medication as needed and continue to monitor. The Physician reported she would be at the 
facility the next morning and would examine Resident #2 at that time. The Physician Progress Note dated 
[DATE] documented Resident #2 was seen due to some redness around her left ankle. The note 
documented the lateral malleolus on the left ankle was tender, red and had a very tiny superficial ulceration. 
The Progress Note documented the diagnosis was cellulitis. The Physician ordered Doxycycline (antibiotic) 
100 mg BID for 10 days and topical wound care that consisted of Aquacel AG and foam border with baths 
and as needed. Resident #2's [NAME] hose were put on hold. The Progress Note on [DATE] revealed 
Resident #2 did not want to wear the bootie to her left foot. The left foot was elevated with a pillow. The 
Progress Note on [DATE] revealed Resident #2 refused to utilize the offloading boot at HS (bedtime). The 
note lacked any alternative intervention to elevate her left foot. The Skin Assessments (Wound RN 
Assessment and Wound Data Collection) for the left ankle pressure wound revealed the following 
information:[DATE]- left outer ankle- measured .10 cm x 1.0 cm- The assessment documented the area was 
covered with slough (moist nonviable tissue). [DATE]- left lateral ankle- unstageable pressure injury. Area 
measured 0.8 cm x 1.2 cm x 0.1 cm. The assessment documented wound consultation was completed by an 
outside wound nurse. The assessment documented treatment recommendations were received from the 
wound nurse and would be faxed to the Physician to be reviewed. [DATE]- left outer ankle- measured 0.2 cm 
x 0.2 cm- The assessments lacked documentation regarding wound characteristics. The ET Services Patient 
Wound/Skin Assessment Form dated [DATE] documented a wound assessment to the left lateral ankle that 
consisted of a pressure injury measuring 0.8 cm x 1.2 cm x 0.1 cm. The wound base was yellow, pink, dry, 
with a scant amount of serous (clear, watery) drainage. The assessment documented the peri wound was 
intact. The wound was tender to touch. The assessment documented a recommendation to alter topical care 
to add moisture. The wound nurse recommendations included the following:1- Hold compression at this 
time2- Pressure offloading boots at HS (hour of sleep)- off in AM (morning) and with ambulation.3- Continue 
antibiotics per Primary Care Physician recommendations4- Staff to complete topical care to left lateral ankle 
on bath days and PRN: cleanse wound with wound cleanser and dry with gauze, apply mupirocin 2% 
ointment to wound base and secure with Mepilex or similar foam border dressing.5- 4 oz (ounces) house 
supplement BID6- High protein diet7- Wound care follow up. Review of the clinic record revealed the 
recommendations from the outside wound nurse were not implemented. The clinical record lacked 
documentation the Physician or Dietician received/reviewed the wound nurse recommendations and 
provided any orders or directions. The clinical record lacked documentation that the staff followed up with the 
Physician regarding the fax. On [DATE] at 9:45 AM, observation of the left ankle wound revealed the area 
was closed with a dry, scaly scab and a small amount of pinkness around the wound. The DON reported she 
did not think the current treatment of Aquacel remained appropriate and would follow up with the Physician. 
The DON reported Resident #2 did not like to wear the heel lift boot. Review of the Care Plan and CNA 
Kardex lacked documentation of an alternative intervention when Resident #2 refused to wear the heel lift 
boot to her left foot. On [DATE] at 11:05 PM, the Director of Nursing (DON) reported she had talked with 
Staff B, Licensed Practical Nurse (LPN). She reported Staff B applied the Mepilex dressing to the left ankle 
right before shift change on [DATE]. She said Staff B applied the Mepilex dressing to reduce rubbing under 
the [NAME] hose as it was bothering Resident #2. The DON said Staff B reported she had passed it on to 
the night nurse. The DON acknowledged Mepilex dressing was a treatment and she reported she would 
expect the nurse to obtain a physician order for it. On [DATE] at 12:13 PM, the DON reported she faxed the 
wound nurse recommendations to the clinic late in the afternoon on [DATE]. The DON said she had been 
told there had been no changes to the original orders. She said she called the clinic and the clinic did not 
have any record of the fax or any new orders related to the fax. She said she would expect the nurses to 
follow up on a fax sent out to ensure a response was received. On [DATE] at 2:33 PM, Staff B, LPN reported 
on [DATE], Resident #2 complained that her [NAME] hose was bothering her left ankle. She said her 
thoughts were to put padding on the area for protection. She said she applied the Mepilex dressing and 
thought she would follow up on it the next day. She said once she applied the Mepilex dressing and put the 
[NAME] hose back on, Resident #2 reported it felt better. Staff B reported the left ankle bone was slightly red 
but not open. She said she did not document that she had put the Mepilex on the ankle in the clinical record 
as it was later in the day. When asked if she should have documented it, she said more than likely. She said 
she passed it on to the night nurse. When asked if Mepilex dressing was a treatment that could be initiated 
without a Dr's order, she said no. Staff B said she should have padded the area with something different or 
notified the physician to obtain an order. She said she could have left the [NAME] hose off since it was later 
in the day. She reported she did not have any concerns with cellulitis when she looked at the left ankle. Staff 
B reported she worked on [DATE] and was aware that a fax was sent out on 10/7 regarding wound nurse 
recommendations. She said she did not see the fax come back. She said they usually give the clinic a day or 
two to respond. She said she did not call or follow up with the clinic regarding the fax. She said the faxes that 
go out are put on the nurses clipboard while waiting for a response. She said as the faxes come back they 
get rid of the fax on the clipboard. Staff B reported she did not know if the fax was on the clipboard or not. 
She said she was not the one who sent the fax out.
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