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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake #1322431. Based on observation, interview, and record review the facility failed to 
implement care planned interventions and ordered treatments for pressure ulcer prevention for 1 resident 
(R102) of 3 residents reviewed for pressure ulcers. Findings include:Review of a Face Sheet revealed R102 
admitted to the facility on [DATE] with pertinent diagnoses which included cerebral infarction (stroke) and 
hemiplegia (muscle weakness or partial paralysis on one side of the body). Review of a Minimum Data Set 
(MDS) (a tool used for assessing a resident's care needs) assessment for R102, with a reference date of 
8/5/2025 revealed a Brief Interview for Mental Status (BIMS) (a scale used to determine a resident's 
cognitive status) score of 6, out of a total possible score of 15, which indicated R102 was severely cognitively 
impaired. Further review of the same MDS assessment revealed R102 was dependent on staff for toileting 
hygiene, always incontinent of bowel, and at risk for developing pressure ulcers. Review of a current skin risk 
Care Plan interventions for R102, initiated 2/5/2025, directed staff to keep skin clean and dry as possible, 
minimize skin exposure to moisture, provide incontinence care after each incontinence episode, and use 
moisture barrier product to perineal area as needed. Further review of activities of daily living (ADL) 
interventions revealed R102 was incontinent of bowel and bladder and required extensive assistance with 
personal hygiene. Review of R102's Physician's Orders, active 9/3/2025, revealed and order for 
Calmoseptine ointment (a topical medicated ointment used to prevent skin irritation from incontinence) to be 
applied to buttocks after each episode of incontinence. In an observation on 9/3/2025 at 9:20 AM in R102's 
room, R102 was assisted back to bed by mechanical lift by Licensed Practical Nurse (LPN) C and Certified 
Nursing Assistant (CNA) D and was provided incontinence care. R102's brief was soaked, and urine had 
soaked through the brief and saturated his pants. R102 also had a bowel movement. Observation of buttocks 
revealed no evidence of barrier cream or ointment residue, and no barrier cream or Calmoseptine ointment 
were applied by staff at the time. In an interview on 9/3/2025 at 9:39 AM, CNA D reported that the previous 
shift got R102 up and into his chair at approximately 5:00 AM. CNA D reported she had not checked or 
changed R102 from when he was placed into his chair by the previous shift at approximately 5:00 AM until 
she assisted him back into his bed at 9:20 AM because she did not have time. CNA D reported incontinent 
residents should be checked and changed every two hours. Review of R102's Medication Administration 
Record (MAR) on 9/3/2025 at 2:00 PM revealed Registered Nurse (RN) F documented that she administered 
Calmoseptine ointment to R102's buttocks that morning. In an interview on 9/3/2025 at 2:15 PM, RN F 
reported that she had not administered Calmoseptine ointment to R102 that morning as documented. RN F 
stated The CNAs do this. In an interview on 9/3/2025 at 2:18 PM, CNA D reported she did not normally apply 
Calmoseptine ointment to residents. CNA D reported Calmoseptine ointment was stored in the treatment cart 
and nurses usually applied this. In an observation on 9/4/2025 at 9:05 AM in R102's room, R102 was 
assisted back to bed by mechanical lift by CNA E and CNA G and was provided incontinence care. R102's 
brief was soaked, and urine had soaked through the brief and saturated his pants. R102 also had a bowel 
movement. Observation of buttocks revealed no evidence of barrier cream or ointment residue, and no 
barrier cream or Calmoseptine ointment were applied by staff at the time. In an interview on 9/4/2025 at 9:20 
AM, CNA E reported the previous shift got R102 up to his chair at approximately 5:30 AM. CNA E reported 
residents with incontinence should be checked and changed every 2 hours. CNA E reported she should have 
checked R102 for incontinence before breakfast, but he was escorted to breakfast by another staff member 
before she was able to do this. CNA E reported she did not believe R102 had an order for any kind of barrier 
cream. CNA E reported CNAs use barrier cream if it is in the room, but if it is in the treatment cart the nurse 
will administer the cream. In an interview on 9/4/2025 at 12:52 PM, RN F reported she was not aware R102 
had a bowel movement that morning. RN F reported she was sure R102 had Calmoseptine ointment placed 
by the previous shift when they got him up that morning because that is the process. RN F reported CNAs 
have been getting the Calmoseptine ointment from the treatment cart to apply, but they should not because it 
is medicated and should be applied by a nurse. RN F reported she was not aware the Calmoseptine order 
for R102 was to be applied as needed for episodes of incontinence. In an interview on 9/4/2025 at 1:15 PM, 
the Director of Nursing (DON) reported Calmoseptine ointment was medicated and must be stored in the 
treatment cart and administered by a nurse. The DON confirmed the expectation that staff check and change 
incontinent residents every two hours. Review of Fundamentals of Nursing ([NAME] and [NAME]) 11th 
edition revealed, Usually MASD is mainly caused by moisture from incontinence, so preventing incontinence 
or having a good management plan when a patient is incontinent is imperative. The do's for effective 
management include identification and treatment, use of skin risk assessment tools, use of appropriate 
barrier products, and ensuring adequate hydration ([NAME] and Justice, 2019). Keep the patient's sheets 
clean and dry, and do not double pad the bed. Also remember that incontinence is not an expected or normal 
finding in most adults. Thus, do not assume that incontinence is inevitable, especially in older adults 
([NAME], 2018). [NAME], [NAME] A.; [NAME], [NAME] G.; Stockert, [NAME] A.; Hall, [NAME]. Fundamentals 
of Nursing - E-Book (p. 1253). Elsevier Health Sciences. Kindle Edition.
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