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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and document review the facility failed to assess and monitor non-pressure related 
skin injuries for changes until resolved for 1 of 3 (R1), reviewed for quality of care.Findings include:Findings 
include:R1's annual Minimum Data Set (MDS), dated [DATE], identified R1's cognition was intact and had 
diagnoses of multiple sclerosis (MS)- (an autoimmune disease where your immune system mistakenly 
attacks the protective covering of your nerves (called myelin) in the brain and spinal cord producing 
symptoms such as fatigue, walking difficulties, numbness, and muscle weakness), diabetes, congestive 
heart failure and pyoderma gangrenosum (a rare disease where a person's immune system attacks its own 
skin, causing extremely painful, rapidly spreading ulcers or sores, most often on the legs). Further indicated 
R1had open lesions other than ulcers, rashes, cuts.and Moisture Associated Skin Damage (MASD) that 
required applications of ointment/medications and nonsurgical dressings other than to feet.R1's care plan 
dated 9/30/24, identified a problem at risk for moisture due to incontinence of bladder and/or bowel, 
decreased activity, immobility, shear and friction. Other risk factors: recent ADL decline, MS, cardiovascular 
disease, depression, diabetes, polyneuropathy, pain, shortness of breath, required assist with activities of 
daily living (ADL)s, congestive heart failure (CHF), and Pyoderma Gangrenosum and admitted to the facility 
with several lesions on her body. Also has a history of MASD to her buttocks. Followed by Dermatology 
since 2/2024 for Pyoderma Gangrenosum lesions (neck, midback, right shin and abdomen). At times have 
refused treatments. Interventions dated 9/20/24 include to provide treatment per physician orders, involve 
and educate R1 and family in prevention/treatment methods related to skin integrity, NAR/CNA to observe 
daily during cares and notify nurse promptly of any areas of concern.R1's Visual Body Inspection note dated 
9/17/25, identified R1 had no new skin concerns at this time.R1's Wound Management note dated 9/20/25, 
identified R1 had a right shin rash that measured 31 centimeters (cm) x 7 cm and left shin rash measured 2.5 
cm x 13 cm. Healed discontinued information: policy updated, wound management no longer required this 
skin alteration, Staff will continue to monitor until resolved per updated facility policy.R1's progress note 
dated 9/20/25 at 1:50 p.m., identified R1 was noted to have 31 centimeters (cm) X 7 cm rash from right inner 
lower leg to the middle of her inner thigh. A 2.5 cm x 13 cm rash from left inner lower leg to top left inner 
knee. R1 complained of pain to her right foot and rated it 8 out of 10. Tylenol, 650 mg prn was given for pain. 
Medication seems effective. The rashes are not raised; they are flat and pink in color, no warmth to the 
touch. Provider updated through email and family-member (FM)-A at the facility visiting and stated R1 used 
to have that kind of rash. Will continue to monitor.R1's Visual Body Inspection note dated 9/24/25, identified 
R1 had no new skin concerns at this time.R1's progress note dated 9/27/25, identified R1 was sent to the 
hospital per provider orders.R1's hospital Consult notes dated 9/29/25, identified R1's initial wound 
assessment note described the wound etiology to be Pyoderma gangrenous:1. Wound 1 location left neck, 
bilateral axilla, left back, abdomen, right thigh and right leg wound base appears to be scar tissue with a few 
small ones on the abdomen with small amount of yellow/gold/tan drainage with mild pain present.2. Wound 2 
location bilateral axilla fungal/yeast wound etiology rash with odor present.Orders to follow up weekly with 
wound care.R1's Hospital Discharge summary dated [DATE], identified R1 was hospitalized for congestive 
heart failure and had new orders for the following wounds:1. Left neck, bilateral abdomen and right thigh: 
cleanse wounds with normal saline and pat dry, place xeroform gauze product (non-adherent, occlusive 
dressing, which means it helps protect the wound, maintains a moist healing environment, and does not stick 
to the new tissue) over wound bed, cover with ABD pad (large, sterile, absorbent dressing used to cover 
large wounds or surgical incisions on the abdomen) and secure with tape, change dressings daily.2. Left 
back and right anterior shin: cleanse wounds with normal saline and pat dry with non-sterile 4 x 4 gauze. 
Right shin cover with 4 x 4 Mepilex soft, foam bandage designed to absorb fluid from a wound). Left back 
cover with xeroform and a 6 x 6 Mepilex.3. Bilateral axilla: do not use Cavilon advanced wand (a single-use 
foam applicator containing a unique, ultra-thin polymer barrier designed to protect and heal severely 
damaged or intact skin from caustic body fluids like liquid stool and gastric fluid) on this patient. Clean axilla 
with bath wipes and dry, apply a very thin layer of citric aid AF ointment and continue treatment for 2 weeks.
R1's progress noted dated 10/1/25 at 9:07 p.m., identified R1 returned from hospital.no new skin concerns.
R1's Visual Body Inspection note dated 10/1/25, Although the hospital discharge summary identified R1 had 
wounds, R1's inspection not only identified that R1's scars were visually inspected and without change, both 
heels intact and free of deep tissue injury (DTI) or other skin alteration. No new bruises, skin tears, moles, 
pressure injuries or rashes noted. R1's Physician progress note dated 10/9/25, identified R1 has Pyoderma 
gangrenosum, presenting with multiple open wounds, starting late 2023, currently treated with vitamin D, 
topical clobetasol (prescription-strength corticosteroid medication applied directly to the skin to treat severe 
inflammatory skin conditions) and cyclosporine (potent immunosuppressant medication that works by 
decreasing the activity of the immune system), follows with dermatology and the visiting wound physician. 
R1's wounds were not addressed on this visit. R1's Visual Body Inspection note dated 10/12/25, identified 
R1's scars were visually inspected and without change, both heels intact and free of deep tissue injury (DTI) 
or other skin alteration. No new bruises, skin tears, moles, pressure injuries or rashes noted. R1's Visual 
Body Inspection note dated 10/15/25, identified R1's scars were visually inspected and without change, both 
heels intact and free of deep tissue injury (DTI) or other skin alteration. No new bruises, skin tears, moles, 
pressure injuries or rashes noted. R1's Visual Body Inspection note dated 10/20/25, identified R1's scars 
were visually inspected and without change, both heels intact and free of deep tissue injury (DTI) or other 
skin alteration. No new bruises, skin tears, moles, pressure injuries or rashes noted. R1's treatment 
administration record (TAR) dated October 2025 identified the following:1. Bilateral armpits: DO NOT USE 
CAVILON ADVANCED WAND ON THIS PATIENT 1) Clean axilla with bath wipes and dry. 2) Apply a very 
thin layer of Critic Aid AF ointment BID and prn to red/denuded areas. Do not scrub the skin if soiled, instead 
cleanse gently and apply another thin layer of Critic Aid Ointment. 3) Continue this treatment for 2 weeks. 
This was documented as completed from 10/1/25 to 10/15/25.2. Left buttock: cleanse with ns, pat dry, apply 
skin prep to surrounding tissue, cover with 6x6 silicone adhesive dressing. Change every sun, wed and prn. 
This was documented as completed on 10/1/25, 10/5/25, 10/8/25, 10/12/25, 10/15/25 and 10/19/25.3. Left 
mid back and right shin: cleanse with ns, pat dry, skin prep peri wound, add xeroform to wound-base on back 
cover with silicone adhesive dressing. Change every Sun, Wed and prn. This was documented as completed 
on 10/1/25, 10/5/25, 10/8/25, 10/12/25, 10/15/25 and 10/19/25.4. Left posterior head/neck: cleanse with NS, 
pat dry, apply Clobetasol to wound edges as directed and Tacrolimus to center of wound as directed daily. 
Ensure pillowcase is clean. Replace pillowcase as needed. This was documented as completed from 10/1/25 
to 10/20/25 with the exception on 10/7/25 and 10/10/25 due to resident refusal.5. Right thigh and bilateral 
abdomen: 1) Cleanse wound with wound cleanser or NS and pat dry. 2)Apply Tacrolimus to center of wound 
then cover with xeroform gauze over wound bed. 3) Cover with 4x4 gauze and secure with tape. 4) Change 
dressing daily. This was documented as completed from 10/1/25 to 10/20/25 with the exception on 10/7/25 
and 10/10/25 due to resident refusal.R1's record was reviewed from 9/20/25 to 10/20/25, did not include any 
monitoring of R1's wounds nor any weekly comprehensive skin assessments to identify interventions to 
protect R1's skin from further injury. In addition, it did not identify the physician was notified of R1's dressing 
change refusals on 10/7/25 and 10/10/25. Furthermore, the record lacked wound care follow up in 2 weeks 
per the hospital discharge summary on 10/1/25. During an interview on 10/16/25 at 2:25 p.m., R1 was lying 
bed and stated she had a rare skin disorder and had sores all over her body like her arm pits, neck, 
abdomen and legs. R1 stated they were painful and never go away but do get better.During an interview on 
10/20/25 at 11:26 a.m., nursing assistant (NA)-A stated she hasn't worked with R1 much but when does 
provides cares she always notices a bandage on R1's abdomen and legs. NA-A stated she had never seen 
what was under the bandages.During an interview on 10/20/25 at 11:36 a.m., NA-B stated R1 had a lot of 
bandages on her body, to include her abdomen, right and left lower legs. NA-B stated she had never seen 
under the bandages.During an interview on 10/20/25 at 11:46 a.m., NA-C stated R1 had dressings on her 
abdomen, when she cleans R1 she has to be very careful to not bump all the bandages. NA-C stated she 
had never seen under the bandages.During an interview on 10/20/25 at 12:13 p.m., NA-D stated R1 had 
wounds on her legs, abdomen and her back. NA-D stated when the nurse does her dressing changes, she 
will ask for help rolling R1 but had never seen R1's wounds.During an interview on 10/20/25 at 12:22 p.m., 
licensed practical nurse (LPN)-A stated R1 had current wounds on her left and right abdomen, side of her left 
head, right thigh, left mid back and right shin that she has treatment orders for. LPN-A reviewed R1's record 
and was unable to find R1's weekly comprehensive wound assessments for these wounds. LPN-A stated 
they should include measurements, wound bed and peri wound. LPN-A stated they should be monitoring for 
signs and symptoms of infection and it should be done weekly.During an interview on 10/20/25 at 12:32 p.m., 
nurse manager (NM)-A stated for non-pressure skin wounds the nurse would initially measure the wound 
and document it in a skin event, call and update the family and provider to get a treatment started right away. 
NM-A stated we no longer measure non pressure wounds weekly; our skin policy was updated about a 
month ago. NM-A further stated R1 used to be followed by dermatology but was unsure of the last time she 
saw dermatology.During an interview on 10/20/25 at 12:54 p.m., director of nursing (DON) stated they 
recently had their skin policy updated which directed that staff no longer had to do weekly comprehensive 
skin assessments on non-pressure wounds. DON reviewed R1's record and stated R1 had multiple current 
wounds that are not comprehensively assessed each week to include measurements, wound base, peri 
wound, drainage or odor. DON was unable to articulate how staff would know if there was a change in the 
wound to notify the doctor without the assessments. DON further stated she was unsure the last time R1 was 
seen by dermatology for her wounds and was not currently followed by wound rounds.Facility policy, Skin 
Integrity, revised 10/3/25, identified a policy that Cassia seeks to utilize an interdisciplinary approach to 
promote best practice in areas of skin injury prevention and promotion of healing. Skin care, risk assessment 
and wound care treatment plans are based on resident focused goals of pressure redistribution, improved or 
sustained skin integrity, mobility, comfort, infection prevention, healing and/or palliation. Cassia facilities will 
use the Wound Management area of the MatrixCare EHR to document pressure injuries, deep tissue 
injuries, arterial ulcers, diabetic ulcers, venous ulcers, surgical incisions with removable dressings. Facilities 
with Point Click Care (PCC) will document pressure injuries, deep tissue injuries, arterial ulcers, diabetic 
ulcers, venous ulcers and surgical incisions in the skin and wound area of PCC. Matrix sites and PCC sites 
will document all other skin integrity concerns such as bruises, skin tears, rash, MASD, and surgical incisions 
with a non-removable dressing (ordered by the provider not to remove), etc. in the treatment section of the 
EHR by entering a treatment to monitor and treat the area until it is healed. The treatment will be 
discontinued when healed.A skin alteration event/incident report will be completed any time there is any 
other type of facility acquired skin concern. Surgical incisions do not require an event/incident report. Bruises 
that are less than the size of a quarter and are not suspicious would not need an event/incident created but 
should have a progress note explaining the bruise. Updates will be given to MD/NP/PA, Dietitian and 
resident representative monthly, or more often if area is deteriorating or not healing as expected. The 
provider will be updated for wounds that worsen. The provider will be updated for wounds that are stagnant 
for 2 weeks and will be asked to consider a change in treatment if applicable. If a bruise, skin tear or 
abrasion are the result of a fall, the fall event/incident report will cover those injuries and no additional skin 
alteration event/incident is required.Measuring/Describing wounds: 1. Location of wound 2. Type of wound 3. 
Length is the greatest length head to toe 4. Width is the greatest width side to side. 5. Depth is measured by 
inserting a moistened sterile cotton tipped applicator into the deepest portion of the wound base to measure 
depth in centimeters. Grasp the fully inserted applicator with the thumb and forefinger at the skin surface. 
Withdraw the applicator while maintaining the grasp with the thumb and forefinger at the point of the 
indicating depth. Measure from the tip of the applicator to the position of the thumb with a measuring tool to 
determine depth. 6. Tissue types -- use percentages to describe the wound bed with the following tissue 
types: Epithelial, granulation, eschar, intact, discolored skin, scab, callous, slough, red/pink, etc. Percentages 
should equal 100%.7. Undermining/tunneling is measured by gently inserting the moistened applicator to 
measure undermining and/or tunneling using the applicator as described in depth measuring. Measure as if 
the resident were a clock and the head is 12 o'clock. Measure undermining by measuring the extent of the 
undermining clockwise then the deepest part of the undermining. For example: 1.5 cm from 2-7 o'clock. 
Measure tunneling by measuring the depth of the tunnel and give direction of the tunnel by the clock method. 
For example, 3 cm at 3 o'clock. If there is more than 1 tunnel, number each clockwise.9. Thickness of injury 
(for non-pressure related ulcers): Document if the wound is partial thickness (isolated to the skin), or full 
thickness (below the skin) 10. Drainage, document amount of drainage such as no drainage, scant, small, 
moderate, large or copious. 11. Drainage, document type of drainage such as no drainage, serous, 
sero-sanguinous, sanguineous, purulent, or other (Describe). 12. Document odor from wound after the 
dressing has been removed and the wound has been cleansed. Do not document odor from the dressing. 
13. Document presence of pain at site of the wound. 14. Describe wound edges (e.g. black, calloused, 
denuded, erythematous, or rolled). 15. Describe the peri wound area up to 4 cm from the edge of the wound. 
Measure in centimeters. Describe the characteristics of the surrounding skin (e.g. intact, denuded, 
erythematous, indurated, macerated). 16. Document progress to healing in the past week (e.g. improved, no 
change, worsening) for the following: Pressure injury, deep tissue injuries, arterial ulcers, diabetic ulcers, 
venous ulcers, surgical incisions. If the surgical incision has a dressing that is ordered by the provider not to 
be removed, you will not document progress to healing.
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