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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observation, interview and record review, the facility failed to assess, monitor, document, and 
provide treatment per professional standards of practice for 1 (Resident #103) of 1 resident reviewed for 
management of skin and wounds, resulting in lack of assessment, monitoring, and the potential for a decline 
in overall health status.Findings include:Resident #103: Review of an admission Record revealed Resident 
#103 was a male with pertinent diagnoses which included diabetes and edema. Review of Care Plan for 
Resident #103, revealed a focus of .(Resident #103) has the potential with acute condition change with 
cardiopulmonary, metabolic or infectious complications Diabetes Mellitus, Sterocoral Colitis, (serious 
inflammation of the colon caused by severe chronic constipation and impaction) Bilateral (both sides) hearing 
loss, and Hypertension (high blood pressure). with the intervention .Assess and document edema, breath 
sounds, circumoral (blueish tint around the mouth due to poor oxygen) or nail bed cyanosis (blueish tint on 
the nail bed). Review of admission Assessment completed on 11/11/25 revealed, .CARDIAC/ 
CIRCULATION: 2b. Edema present.2c. Location: BLE (bilateral lower extremities).2d. Pitting.2+.somewhat 
deeper pit/4mm, disappears in 10-15 sec. Review of Alert Note dated 11/19/2025 at 06:07 AM, revealed, .
Res (Resident) has +3 pitting edema (a deep indentation (around 5-6 mm) forms when pressure is applied to 
swollen skin, and this pit take up to 60 seconds or more to rebound or fill back in, indicating moderate to 
severe fluid buildup) feet are seeping BLE (bilateral lower extremities) put in book for np (Nurse Practitioner) 
to f/u (follow up).Review of Skin Assessment for Resident #103 dated 11/23/25 revealed, .He has 4+ edema 
to bilateral ankles and feet and copious (large amount) weeping clear fluid. His BLE are covered with ABD, 
kerlix, and Coban, and he has been encouraged to keep them elevated . Review of Order dated 11/25/25, 
revealed, .Cleanse bilateral lower extremities with wound wash, pat dry, apply Optilock (super absorbent 
polymer core dressing which locks in drainage under compression and protect the skin from maceration 
(softening and breakdown of skin around a wound due to excessive moisture)) then wrap with kerlex, and 
then wrap with Ace bandage. Change daily and prn (as needed) every day shift for wound care. Review of 
Order dated 12/1/25 at 1:45 PM, revealed, .Order Summary: daily weights edema in the morning for edema.
Start date 12/2/25 at 08:00 AM. Review of Weights and Vitals Summary for Resident #103 revealed no 
weights were taken following the order written on 12/1/25. Review of Skin Assessments for Resident #103 
revealed no documented assessment was completed on 12/7/25 for weekly skin assessments. Resident 
#103's skin assessment day was on Sundays. During an observation on 12/8/25 at 3:12 PM, Resident #103 
was seated in his wheelchair in his room, he had his feet on the foot pedals and ankles looked swollen. 
Resident #103 had ace bandages wrapped around his ankles, with kerlix observed underneath. During an 
observation and interview on 12/10/25 at 10:25 AM, Licensed Practical Nurse (LPN) I reported the wound 
team was coming today to look at Resident #103. Resident #103 was observed seated across from the 
nurse's station, legs were wrapped with ACE bandage, and he had kerlix and Optilock underneath it. In an 
interview and observation on 12/10/25 at 11:02 AM, Regional Nurse Consultant Q reported Resident #103 
was looked at a few weeks ago due to the weeping of his legs. Regional Nurse Consultant Q reported she 
had come to his room to assess him as the certified nursing aide (CNA) reported he had an open area on his 
bottom. This writer observed Resident #103's bilateral lower legs and on his left mid-shin he had an open 
area approximately 2 inches long, running up and downward on his shin. The middle of the open area was 
wider and had white appearance on the edges. The bilateral feet were swollen, red, dry, and flaky. On his 
upper lower left leg by his knee, he had a dark blackish thick scab approximately the size of a quarter. 
Regional Nurse Consultant Q reported Resident #103 had edema on his feet still but the last time she saw 
him a few weeks ago, he had the edema all the way up to his knees. In an interview on 12/10/15 at 10:57 
AM, LPN H reported when the provider gave an order and the documentation was to be on the treatment 
administration record (TAR), when entered the nurse would select the option to add to the TAR for weights 
done daily. LPN H reported the order would come up when the nurse was in the medical record and the 
nurse would document the weight completed that morning. Review of the TAR for December 25 revealed, no 
order for daily weights and no documented daily weights completed for Resident #103. In an interview on 
12/10/25 at 11:57 AM, Director of Nursing (DON) B reported skin assessments were to be completed weekly 
on the assigned day, last one done for Resident #103 was on 11/30/25 and should have been completed on 
12/7/25. DON B reported there was no wound assessment in the medical record which should have been 
implemented when the area opened on Resident #103's shin which was not documented in the medical 
record. DON B reported the skin assessments were on a 7 day cycle, and the days they were done never 
changed. Review of policy, Skin at Risk Assessment Documentation, Staging, & Treatment revised 1/2020, 
revealed, .Policy: It is the policy of this facility to assess resident risk factors for the development of impaired 
skin integrity.It is the policy of this facility to assess skin on a regular basis to determine whether changes in 
the patient's skin condition have occurred. Weekly measurements and narrative assessments are conducted 
on existing pressure injuries.Purpose: To provide prompt identification and intervention for residents at risk of 
impaired skin integrity corresponding to risk factors.6. The following guidelines are reviewed and 
implemented as indicated for each individual risk factors: a. Daily skin inspections with am and pm care.b. C.
N.A. reporting of abnormal skin inspections to the charge nurse.h. Communication of skin concerns to other 
team members on the 24 hour report summary.
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Provide and implement an infection prevention and control program.
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Based on observation, interview, and record review the facility failed to ensure proper infection control 
protocols and practices for 2 (Resident #103 & #105) of 3 residents reviewed for infection control, resulting in 
the increased potential for the spread of infection, bacterial harborage, cross contamination, and disease 
transmission for residents residing in the facility. Findings include: Review of Centers for Disease Control 
and Prevention (CDC) dated March 20,2024, revealed, .Enhanced Barrier Precautions (EBP) refer to an 
infection control intervention designed to reduce transmission of multidrug-resistant organisms that employs 
targeted gown and glove use during high contact resident care activities .EBP are used in conjunction with 
standard precautions and expand the use of PPE (personal protective equipment) to donning (putting on) of 
gown and gloves during high-contact resident care activities that provide opportunities for transfer of MDROs 
(multi drug resistant organisms) to staff hands and clothing .EBP are indicated for residents with any of the 
following: o Infection or colonization with a CDC-targeted MDRO when Contact Precautions (infection control 
measures used for infections spread by touch) do not otherwise apply; or o Wounds and/or indwelling 
medical devices even if the resident is not known to be infected or colonized with a MDRO .Effective Date: 
April 1, 2024 .Review of Centers for Disease Control (CDC) poster for Enhanced Barrier Precautions, 
revealed, .Enhanced Barrier Precautions: Everyone Must .Clean Their Hands, including before entering and 
when leaving a room .Providers and Staff Must Also .Wear Gown and Gloves for the following High Contact 
Resident Care Activities .Dressing .Bathing/Showering .Transferring .Changing linens .Providing hygiene .
Changing briefs or assisting with toileting .Device care or use: central line, urinary catheter, feeding tube, 
tracheostomy .Wound Care: any skin opening requiring a dressing .Resident #103: Review of an admission 
Record revealed Resident #103 was a male with pertinent diagnoses which included diabetes and edema. 
Review of Resident #103's medical record revealed an order dated 12/5/25 for .Enhanced barrier 
precautions during high contact resident activities every shift for weeping edema to BLE (Bilateral lower 
extremities). Review of Care Plan for Resident #103, revealed no focus for enhanced barrier precautions 
(EBP) in place for him. During an observation on 12/8/25 at 3:12 PM, Resident #103 was seated in his 
wheelchair in his room, he had his feet on the foot pedals and ankles looked swollen. This writer observed no 
EBP signage or personal protective equipment (PPE) holder on the door for use. Resident #103 did appear 
to have ace bandages wrapped around his ankles and feet. Review of Alert Note dated 11/19/2025 at 06:07 
AM, revealed, .Res (Resident) has +3 pitting edema (a deep indentation (around 5-6 mm) forms when 
pressure is applied to swollen skin, and this pit take up to 60 seconds or more to rebound or fill back in, 
indicating moderate to severe fluid buildup) feet are seeping BLE (bilateral lower extremities) put in book for 
np (Nurse Practitioner) to f/u (follow up). Note: EBP should have been implemented during this time due to 
Resident 103's legs weeping fluid.Review of Interdisciplinary Documentation dated 11/22/2025 at 1:35 PM, 
revealed, .(Resident #103).diagnosis of DM (diabetes) and recent sepsis (life threatening medical emergency 
caused by the body's overwhelming response to an infection).He has 4+ edema (the most severe form of 
pitting edema, characterized by a deep pit (8mm or deeper) that takes 2-3 minutes or longer to rebound after 
pressure is applied to the swollen area) to his BLE with weeping and legs are wrapped with ABD (a thick 
highly absorbent wound dressing used for heavy-draining wounds), kerlix (bulky, crinkle-weave gauze 
bandage used to cushion protect, and absorb fluids from wounds) and Coban (self-adherent elastic wrap).
Review of Order dated 11/25/25, revealed, .Cleanse bilateral lower extremities with wound wash, pat dry, 
apply Optilock (super absorbent polymer core dressing which locks in drainage under compression and 
protect the skin from maceration (softening and breakdown of skin around a wound due to excessive 
moisture)) then wrap with kerlex, and then wrap with Ace bandage. Change daily and prn (as needed) 
everyday shift for wound care. Review of Skin Assessment dated 11/30/25, revealed, .Res (Resident) has 
dressing to BLE (bilateral lower extremities) and are covered with ABD, kerlix and Coban, and he has been 
encouraged have them elevated. Res has +3 pitting edema and is weeping clear fluid. Resident #105: 
Review of an admission Record revealed Resident #105 was a male with pertinent diagnoses which included 
a foley catheter (flexible tube inserted into the bladder through the urethra to drain urine) and wounds on his 
left lower extremity. Review of Care Plan for Resident #105, revealed a focus, .(Resident #105) has altered 
functional mobility and ADL's (activities of daily living) related to: r/t (related to) right sided hemiparesis 
(paralysis), muscle weakness, contracture (permanent tightening/shortening of muscles, tendons, skin, and 
tissues around a joint) of muscle in the right upper arm, dependence on renal dialysis, need for assistance 
with personal cares, and altered mental status. with the intervention .ENHANCED BARRIER 
PRECAUTIONS: During direct contact with ADL care. During an observation and interview on 12/9/25 at 
2:19 PM, Resident #105 was requesting to get up out of bed. Certified Nursing Assistant (CNA) R entered 
his room and had donned gloves but no gown and placed his foley catheter bag up in his sling in the 
wheelchair seat. CNA F entered Resident #105's room with the hoyer lift to get Resident #105 into bed and 
she did not don any PPE. Both CNAs attached the sling, and then unattached it to change Resident #105's 
shirt. CNA R removed his glasses and his hat. Both CNAs removed his soiled shirt and placed a clean shirt 
on him each taking one side. Both CNAs attached the hoyer sling to the hoyer arm basket. CNA F operated 
the hoyer lift, asked if Resident #105 was ready to be lifted. Resident #105 had his arms inside the sling, his 
catheter was in the sling with him. CNA R moved Resident #105's wheelchair out of the way and CNA F 
slowly guided the hoyer to Resident #105's bed. CNA R was on the other side of the bed and positioned over 
the bed, he was lowered into the bed. Both CNAs had unattached the sling. Resident #105 was rolled 
towards CNA R, CNA F tucked the sling under him and Resident #105 was rolled towards CNA F and CNA 
R removed the sling. Resident #105 was situated in the bed and had frequently used items in place. CNA F 
took his dirty shirt and placed in his laundry bin, went to the bathroom and grabbed the trash bag.In an 
interview on 12/9/25 at 2:40 PM, CNA R was queried what the sign on the door meant and she explained it 
was because he had a catheter. CNA R reviewed the sign and reported she should have donned a gown as 
Resident #105 had been placed on enhanced barrier precautions for infection control and gown and gloves 
needed to be worn when providing hands on care to him. In an interview on 12/20/25 at 11:53 AM, Infection 
Preventionist (IFP) N reported the IFP would assess the resident's status and determine if enhanced barrier 
precautions (EBP) was needed. IFP N reported residents with catheters and/or wounds were to be placed on 
EBP. Review of the policy, Enhanced Barrier Precautions dated March 2025, revealed, . Enhanced barrier 
precautions are an infection control intervention designed to reduce transmission of multidrug-resistant 
organisms (MDROs) in nursing homes. Enhanced Barrier Precautions involve gown and glove use during 
high-contact resident care activities for residents known to be colonized or infected with a MDRO as well as 
those at increased risk of MDRO acquisition (e.g., residents with wounds or indwelling medical devices).1. 
Residents admitted to the facility with any chronic wounds and/or indwelling medical devices are placed in 
Enhanced Barrier Precautions.1. Post clear signage on the door or wall outside of the resident room 
indicating the type of Precautions and required PPE (e.g., gown and gloves).a. Signage should also clearly 
indicate the high-contact resident care activities that require the use of gown and gloves.2. Gowns and 
gloves will be available outside the resident room, in addition to any other PPE needs for resident care.3. 
Ensure access to alcohol-based hand rub in every resident room (ideally both inside and outside of the 
room).4. Position a trash can inside the resident room and near the exit for discarding PPE after removal, 
prior to exit of the room or before providing care for another resident in the same room.5. Enhanced barrier 
precautions should be used for the duration of a resident's stay in the facility or until resolution of the wound 
or discontinuation of the indwelling medical device that placed them at higher risk.
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