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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review, the facility failed to adequately assess, document, and provide appropriate 
staff and provider updates for treatment orders for 1 of 3 residents (R1), when R1 was found to have buttock 
redness during an initial skin assessment that did not dissipate with pressure reduction, or when an open 
area was observed by staff to R1's buttocks the following day. R1 admitted to the facility on [DATE] and 
discharged on 10/16/25.Findings include: A 10/8/25 hospital Oncology Note identified R1 had pain related to 
concurrent chemoradiation therapy and radiation dermatitis (Grade 1) to the inguinal (groin) area. R1's 
hospital Discharge summary, dated [DATE], identified R1's primary problem was vaginal pain. R1 was 
diagnosed with vulvar cancer and underwent chemotherapy, and radiation that started on 10/8/25. She was 
provided discharge orders for perineal care related to dryness, to help wick moisture away, and for 
discomfort to the groin/vulva area [related to effects of radiation]. Additionally, R1 was previously discharged 
from the hospital on [DATE] with a commuted fracture of the left humerus (shoulder) that brought about 
issues of self-care due to cast use. A review of R1's hospital notes lacked evidence to support 
buttock/coccyx skin impairments (i.e., redness/wounds/pressure ulcer(s) were identified during her hospital 
stay. R1's Admission/Initial Data Collection form, dated 10/10/25, completed by registered nurse (RN)-A, 
identified a Skin section that housed a subsection to document Incisions, Discoloration, Bruises.Decubitus, 
Open areas, Skin tear. This area lacked evidence of any skin impairments. An additional subsection labeled 
If alteration in skin noted was treatment or monitoring setup? was checked as Not Applicable; however, the 
next subsection related to Skin Comments identified Redness on the buttocks. This data collection form 
lacked any additional details related to the redness or further actions taken in response to the redness 
identification, nor did it identify the groin radiation dermatitis identified on 10/8/25. R1's 48 Hour [Baseline] 
Care Plan, dated 10/10/25, completed by RN-B, identified R1 had alterations in her skin integrity related to 
perineal and buttock wounds. The goal was to have this resolved by next review with the following triggered 
interventions: dietary interventions, including encourage supplements as ordered, weekly skin 
measurements and assessment of wound, monitor for skin breakdown for signs/symptoms of infection with 
reports to provider, document on skin condition and keep provider updated on any changes, wound care 
follow, treatment to open areas per order, turn and reposition or reminders to offload every two to three hours 
and as needed, pressure redistribution mattress to bed, and pressure redistribution cushion to wheelchair 
and chair. R1's Admission/Initial Data Collection form, completed on 10/10/25, lacked information related to 
perineal and buttock wounds: only buttock redness. R1's October 2025 Treatment Administration Record 
(TAR), directed a weekly skin inspection due on 10/11/25, and a skin assessment form to be completed by a 
licensed nurse. The task was signed off by RN-C; however, there was no skin assessment form in R1's 
medical record. A Task report identified R1 refused her 10/11/25 shower/bath. R1's 10/11/25 progress note, 
completed by RN-C, identified wound care was provided; however, the note lacked any additional 
information on which wound(s) and/or the wound(s) status. In addition, the note lacked information related to 
the Weekly Skin Assessment process. A progress note, dated 10/12/25, indicated RN-D questioned a 
nursing assistant about R1's bathing since admission. This interaction identified R1 received a shower on 
10/10/25 with no skin concerns identified at that time, [despite the 10/10/25 skin assessment and baseline 
care plan that identified skin impairments were present that day]. R1's Braden Evaluation (scale for 
predicting pressure ulcer risk), dated 10/12/25, indicated the following:-Sensory Perception: No impairment.
-Moisture: Rarely Moist.-Activity: Walks occasionally-Mobility: Slightly Limited. Makes frequent though slight 
changes in body or extremity position independently.-Nutrition: Adequate.-Friction and Shear: Potential 
problem. This scoring identified a score of 19 which equated to a lower risk. A progress note, dated 10/13/25, 
identified R1 was assessed by nurse practitioner (NP)-A and found to have peri area (layer of skin between 
genitals and anus) erythematous (abnormal redness or inflamed skin), which R1 identified was baseline 
secondary to radiation. There were no changes in the plan of care. The note lacked information related to the 
10/10/25 buttock redness/wounds and/or that the buttock area was assessed and found free of concerns. 
R1's Clinical Nutrition Assessment, dated 10/14/25, identified the dietitian suggested a house supplement 
every day related to malnutrition. It was estimated that R1 met greater than sixty percent of her estimated 
needs through oral intake; however, the focus was to stay with good oral intakes and remain hydrated. The 
assessment indicated No additional nutrition concern at this time. The assessment lacked information related 
to R1's skin alterations. R1's progress notes, dated 10/15/25, and 10/16/25, indicated R1's skin was free of 
concerns. R1's 5-Day Minimum Data Set (MDS), dated [DATE], identified R1 admitted on [DATE]. R1 was 
cognitively intact and without communication concerns. She was diagnosed with malignant neoplasm of the 
vulva as a primary medical condition with subsequent diagnoses of anemia, malnutrition, anxiety disorder, 
radiodermatitis (radiation skin damage), fibromyalgia (long-term condition that causes widespread pain and 
fatigue), pancytopenia (low blood levels of red and white blood cells, along with platelets with increased 
infection risk), and agranulocytosis (low neutrophil levels causing impairment of the body to fight infections) 
secondary to cancer chemotherapy. R1 required substantial/maximal physical assistance with toileting, 
upper and lower body dressing, bed mobility, and transfers, R1 utilized a Foley catheter for [urine 
management/skin impairment prevention] and was frequently incontinence of stool. R1 was free of pressure 
ulcers; however, she was at risk. An Office Visit - Palliative Care progress note, dated 10/16/25, at 10:58 a.m.
, identified R1 informed NP-B that the facility staff informed her there was a white area on her buttocks that is 
new. R1 further identified she experienced excessive sweating upon waking, and her appetite was 
decreased, and she was not eating well. Upon NB's assessment, R1 was identified to have a stage 2 
(partial-thickness loss of dermis - middle layer of skin) pressure ulcer to her right buttock, along with 
sloughing to her bilateral buttocks. Along with this, the periarea radiation dermatitis continued. An attached 
picture, taken at the appointment, identified R1's bilateral buttocks. Peeling, reddened skin was present on 
each buttock that was overall centralized medially. The right buttock skin peeled more and was redder than 
the left. In the lower left corner of the right buttock peeling was an open oval/circular area with a whitish 
base, due to this, the depth/stage would have been unable to be determined. Periwound skin was slightly 
redder than the redness noted on the buttock. The progress note lacked measurements for the impairments. 
A progress note, dated 10/16/25, at 11:39 p.m., identified the St. Cloud Hospital called the facility and 
requested information on R1 as she was admitted for pain. The Emergency Department Note, dated 
10/16/25, identified R1 reported to the provider pain started in her right buttock after she moved into the care 
center and that her pajama shorts adhered to the sore, thus causing increased discomfort. The provider's 
assessment identified R1's vulva and pubic symphysis areas displayed erythema secondary to radiation and 
a stage 2 wound to the right buttock with surrounding erythema to the right and left buttocks that was warm 
to touch. Due to the redness and warmth, the provider was concerned for possible cellulitis (bacterial skin 
infection) concerns. The note lacked any additional ulcer details. A hospital progress note, dated 10/17/25, 
completed by medical provider (MP)-A, identified R1 reported she developed a pressure ulcer on her right 
buttock due to lack of cares at the care facility. She indicated not being provided basic hygiene cares, 
difficulty with repositioning, and there was no care for gradually worsening pain in her right buttock. The note 
identified R1 reported mild pain localized to the right buttock which was observed an approximately 2 cm 
(centimeter) pressure ulcer with mild periwound erythema and no evidence of infection. This area was 
considered unstageable (full-thickness ulcer that cannot be accurately assessed due to the presence of 
necrotic tissue/eschar (dead tissue) covering the wound bed). R1's hospital records lacked additional details 
related to the ulcer. A facility Skin Evaluation and Skin Risk Factors form, dated 10/17/25 (the day after R1 
was admitted to the hospital), and completed by the director of nursing (DON) identified R1 had Redness to 
the Left buttock and the Right buttock. A Summary section identified R1 noted to have redness to bilateral 
areas of the coccyx (tailbone region). [R1] continues with turning and repositioning schedule along with 
toileting plan. [R1] primary continent and one noted bowel incontinence episode. The form allowed for areas 
to insert additional details related to the skin alterations (length, width, depth, stage) and a description area; 
however, these areas remained blank. This form identified R1 was at risk for skin alterations related to 
medications which included psychotropic(s), pain, urinary/fecal incontinence, chronic end stage disease or 
cancer. Options for malnutrition, medical device (cast and catheter which was relevant to R1), and 
immunosuppression, were unchecked. A review of R1's facility medical record identified the medical record 
lacked the following information related to the buttock redness identified on admission, and the perineal and 
buttock wounds identified during the baseline care plan process:-treatment and monitoring of the buttock 
redness or buttock wound(s). (Treatment was directed for perineal area).-measurements and comprehensive 
redness/wound assessments.-care management update(s) on the redness by the admission nurse when 
initial buttock redness was observed.-medical provider update and consultation related to the buttock 
redness/wounds. -wound care provider involvement.-therapy involvement for appropriate bed mattress, or 
wheelchair and chair cushions.-dietary update and consultation related to skin status. When interviewed on 
10/27/25, at 1:21 p.m., MP-A stated R1's ulcer presentation concerned him that R1 lacked appropriate 
hygiene cares and positioning while at the care center. MP-A, after review of R1's hospital records, 
verbalized the following assessment based on his 10/17/25 visit with R1 and the wound care nurse: right 
medial buttock pressure ulcer unstageable. Red/yellow wound bed - full thickness. Minimal serious drainage. 
Periwound skin sloughing epidermis with blanchable erythema. No s/s of infection. Estimated at 2.5 cm x 1 
cm. During an interview on 10/27/25, at 2:00 p.m., the DON stated when a skin impairment, such as redness 
or an open area, was identified, she expected staff to update the nurse and then the nurse to complete an 
initial assessment and document the findings in the medical record after completion which included details 
such as measurements and specific location(s). Next the provider, as soon as recognized, along with herself 
or the care manager, and the wound care provider (after care manager review), were to be updated for 
further assessment processes, collaboration, and interventions. Interventions included such things as a bed 
air mattress and cushion on wheelchair/chair with therapy involvement to help determine the most 
appropriate pressure reduction devices based on resident needs. Additional interventions were to be resident 
specific, again based on needs, along with resident input. These interventions were then to be adjusted 
based on any changes in skin impairment(s) or resident status. Representative involvement would be 
initiated depending on the situation. In addition, dietary was to be consulted depending on the situation. Skin 
impairment monitoring was to be initiated where staff usually will put something on the TAR. usually by the 
MDS assessment reference date (ARD), which was typically by the seventh day of stay. By the ARD, she 
expected all forms and comprehensive skin assessments to be completed. If a skin impairment was noted on 
admission, she ultimately wanted the initial comprehensive assessment completed sooner than later but this 
also depended on what [was] going on with the facility in terms of the MDS process and/or other staff tasks. 
Overall, a holistic approach was to be utilized to look at what was going on when a skin impairment was 
identified. When interviewed on 10/27/25, at 3:20 p.m., RN-B explained her processes as the nursing 
manager which included steps to review the admission information and the admission skin check on the 
resident's second day of admission, and if any concerns identified, she started wound rounds and then 
completed a comprehensive skin assessment by the MDS ARD. By the ARD, she was expected to have all 
the necessary skin alteration steps in place (i.e., assessment, monitoring setup and interventions, along with 
provider and/or any other appropriate ancillary staff updates and collaboration.) RN-B stated during the 
comprehensive skin assessment process, she only put eyes on the resident's skin when staff indicated 
concerns and something warrants it. RN-B stated R1 was admitted with concerns for vulva cancer and that 
R1 went to radiation appointments most days and was out for extended periods of time with her leaving in 
the morning and returning in the afternoon. RN-B recalled R1 was ordered treatments to help wick away 
moisture but did not recall any skin issues. She denied she assessed R1's skin during her stay as R1 
discharged prior to the MDS ARD. After review of R1's record, she indicated R1's day two process occurred 
during a weekend and thus care manager RN-D completed it, and she again lacked remembrance of any 
redness or open areas. During an interview on 10/28/25, at 11:13 a.m., RN-D stated she did not review the 
admission assessment information on the second day of a resident's stay; she just ensured the Day 2 
checklist was completed. She indicated it was expected she reviewed the admission information in the first 
week, and completed the comprehensive skin assessment by the MDS ARD; however, she typically only 
visualized the skin for this process if redness, or other skin impairments, were reported to her upon 
admission or identified during the assessment reviews. RN-D indicated she really did not remember R1; 
however, she identified she spoke to nursing assistants about R1's admission bath, as R1 refused the bath 
on 10/11/25 and there was not a weekly skin assessment identified for 10/11/25. Those conversations were 
free of noted concerns; however, RN-D stated she did not talk with RN-A. When interviewed on 10/27/25, at 
3:41 p.m., RN-C stated if she were updated on, or observed, redness or other skin impairments, she was to 
complete an assessment, ensure all documentation was completed within the medical record, put 
interventions in place, and update the care manager. RN-C explained she was unable to recall R1 or any 
care provided to R1; however, any care or concerns would be reflected in R1's medical record if she had 
identified any, or if any were brought to her attention. When interviewed on 10/28/25, at 10:29 a.m., NP-B 
stated R1 informed her she had been through hell at the care facility and staff were not applying her creams 
as ordered. Further, she told NP-B staff informed her she had a white spot on her butt but did nothing about 
it. NP-B indicated R1 saw her to help manage the radiation pain. On the 10/16/25 visit, R1 displayed redness 
and skin peeling on bilateral buttocks and an area that resembled an unstageable pressure ulcer on her right 
buttock. NP-B did not expect such a presentation to be from radiation. R1 did display such radiation 
concerns along the front periarea regions, and this did not present a similar presentation. During an interview 
on 10/28/25, at 12:16 p.m., nursing assistant (NA)-A stated she assisted R1 on 10/11/25 with bowel 
incontinence care and noted R1 had radiation marks on her butt. NA-A described these areas as itty bity dots 
that were circular in nature and about the size of a pen cap. There were quite a few in number and there was 
a big red area surrounding them. The areas were mainly centered more medial to the inner buttock line then 
the outer buttock area. These areas did not bleed despite the first layer of skin being off. NA-A indicated it 
was painful for [R1]. R1 informed her the areas were from the radiation treatments. NA-A updated the unit 
nurse [RN-C] on the identified concerns, and let the nurse know that family wanted cream on twice a day. 
This family member was also overhead by NA-A talking to the same nurse and letting her know of the 
buttock issues and the need for cream. That same day, R1 declined her shower for NA-A as she had one the 
evening before. NA-A lacked remembrance of staff talking to her about R1's skin after that. When the DON 
was again interviewed on 10/28/25, at 12:41 p.m., she identified the 10/17/25 comprehensive skin 
assessment was completed after R1 had discharged and was completed for the MDS ARD process. She 
completed this assessment based on information obtained from R1's medical record, especially the initial 
admission assessment, and had not physically examined R1's skin for the comprehensive assessment 
process. When interviewed on 10/29/25, at 8:43 a.m., RN-A stated when a skin impairment was observed, 
which included redness: Anything is key, he was to assess the area, initiate interventions, place the 
information on the 24-hour board, along with monitoring on the TAR, update the provider for wound care 
orders, and let the care manager know so that they could follow-up on the area and adjust the care plan if 
needed. If impairments were found in the evening, the nurse manager then followed -up the next day; 
however, he identified if there was something concerning found, there was an on-call nurse. If redness was 
observed, he was expected to document details such as size, location, and if the area was blanchable (skin 
quickly returned to normal color once pressure removed) or non-blanchable (persistent redness to skin once 
pressure is removed). RN-A vaguely remembered R1 and the admission buttock redness. He stated he did 
not think it was significant as it was blanchable; however, the redness did not go away on his shift. He 
explained he passed this on in report as it needed follow up and monitoring. He did not recall doing any other 
processes for this redness. He did not remember any skin concerns related to open areas or the effects of 
radiation. RN-A identified his typical practice was to immediately follow-up on expected processes but there 
were times, due to the unit's fast pace and periods of interruptions, where he had to go back and complete or 
document things later in the shift. Due to this, there was potential for steps and documentation to be missed. 
During an interview on 10/29/25, at 10:17 a.m., NP-A stated if redness was noted on admission, they have a 
protocol on what to do, and she expected them to follow it. Further, she expected to see documentation of 
observed redness in the medical record such as size, location, blanching status, etc., along with care 
manager being updated and interventions put into place no matter how busy staff were, If the redness 
changed, she then expected to be updated. NP-A explained R1 underwent radiation to the vaginal area with 
noted redness to that area. R1 had informed her during the visit this was normal for her. She did not think 
she examined R1's buttocks. NP-A stated not having overall concerns for R1's pressure ulcer risk and 
questioned during the interview this being unavoidable versus avoidable, especially in the setting of radiation 
and having to lay without pressure reduction for those treatments. One of her biggest questions related to 
where the radiation was aimed and if this caused the potential open area. NP-A reviewed R1's chart and 
stated there were no notes to indicate staff updated her about any identified skin concerns. During an 
interview on 10/29/25, at 11:33 a.m., R1 stated she was free of open areas on admission, or prior pressure 
ulcers before admission. She did not think the admission nurse informed her of the observed redness to her 
buttocks; however, shortly after admission, she brought concerns to staffs' attention, especially the increased 
pain she had to her buttock area, especially when the sheet would stick to it or she laid on it. She stated staff 
looked at her buttocks on a few occasions when she questioned them, but staff denied concerns. She 
indicated this went on for a few days. It was not until 10/16/25 when she was made aware of an actual open 
area. She was unsure what the etiology was but her being out at appointments and extended time in the 
wheelchair may have played a factor. She identified she utilized a cushion in her wheelchair which she 
brought to the facility on admission and denied the facility provided her a different one. R1 stated, when staff 
first saw the buttock redness, she expected they would have updated to the doctor to put something on it. 
She feels it would not have gotten worse. She did not know if the area were avoidable but there was a 
chance it would not have gotten so bad. When interviewed on 10/29/25, at 11:47 a.m., for additional 
follow-up, the DON stated she expected R1 would have had interventions developed specific for R1 and any 
skin impairments identified during admission, and/or after. As the redness did not go away during her first 
day, she expected R1's provider would have been updated before the end of that shift for appropriate 
treatment. Therapy would have been involved to ensure the appropriate pressure reduction surfaces and 
thorough documentation would have been embedded within R1's medical record by the end of each shift 
where concerns were identified, especially open areas as identified by staff interview. R1 then would have 
been expected to be added to wound care rounds to ensure appropriate monitoring and treatment. The DON 
stated R1 had a very good gamut of interventions applied in the beginning. She was unable to speculate on 
any outcomes for R1 if staff on admission followed her expectations; however, commented that education 
was clearly needed, along with a review of the processes. During an interview on 10/29/25 at 12:00 p.m., 
RN-E, the regional consultant, stated they identified areas for improvement and had already started on a 
plan to fix process concerns related to assessments, updating appropriate people, and documentation 
processes. During an interview on 10/29/25 at 12:44 p.m., the medical director expected the appropriate staff 
to be updated, and protocols followed when skin impairments were identified. This included care manager 
visual assessment of the area, adequate and timely documentation, provider updates, individualized 
intervention implementation, and monitoring. When it came to provider update for redness, she stated she 
would expect this more so if the area deteriorated. The medical director was unable to speculate answers 
surrounding radiation questions or what may have occurred if staff on admission followed expectations; 
however, commented that R1's situation appeared like an error of omission. A Skin Assessment & Wound 
Management policy, last revised February 2025, directed the following when a New Skin Problem was 
identified: notify the nurse, provider, the resident's representative, and the nurse manager/wound nurse; 
complete education with resident/resident representative which included risks and benefits; initiate a Skin 
and Wound Evaluation; referrals to dietary and therapy if appropriate; review and update the plan of care 
which included interventions, along with skin breakdown identified risks, and to update the resident care lists.
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