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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review, the facility failed to ensure the resident representative was notified in a 
timely manner of a deterioration in wound status for 1 of 3 residents (R1) reviewed for non-pressure skin 
impairments.Findings include: R1's admission Minimum Data Set (MDS), dated [DATE], identified R1 
admitted to the care center on 6/23/25 from the acute care hospital. The MDS outlined R1 as having 
significant cognitive impairment, needing substantial assistance with most activities of daily living (ADLs), 
and having several medical conditions including a history of stroke, high blood pressure, thyroid disorder, 
and hemiparesis (i.e., muscle weakness or partial paralysis on one side of the body). The MDS identified R1 
as having one un-healed stage II pressure injury present on admission, along with a subsequent section 
reading, M1040. Other Ulcers, Wounds and Skin Problems, which indicated R1 as having 
moisture-associated skin damage (i.e., MASD; a type of skin damage that occurs when skin is exposed to 
prolonged moisture, leading to inflammation and erosion).On 8/1/25 at 9:53 a.m., R1's family member (FM)-A 
was interviewed via telephone. FM-A explained R1 had admitted to the care center in June 2025 from the 
hospital after having a stroke and needing therapy services. FM-A stated R1 had a small sore on her coccyx 
when she admitted to the care center which the nurse identified on their initial skin check adding they had 
assumed the care center would address and prevent it from worsening. FM-A expressed several concerns 
about R1's care while at the facility and added aloud, The attention to her really lacked. FM-A explained R1 
then contracted COVID-19 and suddenly, on 7/21/25, they were notified the wound had significantly changed 
and R1 needed to be hospitalized for it. FM-A stated nobody had ever mentioned or updated them on the 
wound since R1 admitted adding aloud, We were not updated at all on that wound. FM-A stated they were 
shocked to learn about how bad the wound had become when they learned of it from the hospital adding, It 
just floored me. FM-A added, We had no idea that is was that bad. R1's Weekly Skin Check, dated 6/23/25, 
identified a section to record current skin alterations upon R1's admission. This indicated R1 had a fluid-filled 
blister present along with another checkmark placed next to the option reading, Moisture Associated Skin 
Damage. The evaluation included a place to record the location of these which was answered with a 
radio-button next to the option, Other. The corresponding section to record dictation on, Other, had text 
which read, See note. R23's corresponding progress note, dated 6/23/25, identified R1 admitted to the care 
center on that same date. The note listed a section labeled, Skin:, which outlined R1 as having a blister on 
her right heel which the hospital reported as a stage II pressure injury along with an additional skin 
impairment recorded as, . 0.1 cm [centimeters] X [by] 0.1 cm X 0.1 cm and 0.2 cm X 0.3cm [sic] X 0.1 cm 
wounds noted on sacral region [which] hospital reported as moisture-associated [MASD]. R1's Wound 
Management Detail Report, printed 8/1/25, identified all the facility' wound tracking within the medical record 
and dated back to her admission on [DATE]. The report outlined R1's coccyx/sacral wound as, Other - 
moisture associated, and recorded it as being present upon admission with dictation on 6/23/25 reading, two 
small wounds . [measurements; see progress note] . both blanchable. However, the next recorded entry was 
dated 7/10/25 and outlined the wound as now being 10 cm X 5.5 cm with a healing status recorded, 
Declining, adding further, See the progress notes. R1's corresponding progress note, dated 7/10/25, 
identified R1 was evaluated by the registered nurse manager (RN)-B with dictation reading, . was assessed 
today following a reported change in condition related to a wound that was present upon admission . a 
boil-like lesion was observed near the anus in the coccyx/perianal region. Additionally, a coccyx wound was 
noted, measuring 10 cm (L) x 5.5 cm (W). The wound appears purple/red in color, with irregular edges, 
central necrosis, and blanchable red tissue surrounded by areas of white discoloration . odor was noted 
during the inspection . A dressing was applied to protect the compromised skin. However, R1's medical 
record was reviewed and lacked evidence R1's family member (FM) or responsible party had been notified of 
the change in condition and declining wound status despite R1 having severe cognitive impairment and the 
wound increasing in size with signs of necrosis, having an odor, and showing significant discoloration. When 
interviewed on 8/1/25 at 10:32 a.m., RN-A stated they recalled working with R1 and described her as being 
totally dependent for most ADLs. RN-A explained they had noticed the wound worsening towards the end of 
her stay at the care center and believed the nurse manager (RN-B) was aware and addressing it. However, 
RN-A stated they did not recall ever updating R1's family member about the wound adding, [Not] specifically. 
RN-A stated any conversations with family, including updates on wound conditions, should be recorded in 
the medical record. On 8/1/25 at 1:03 p.m., RN-B and the director of nursing (DON) were interviewed, and 
both verified they had a chance to review R1's medical record. RN-B explained the floor nurse had asked 
them to observe R1's coccyx wound on 7/10/25, which was the first time they had seen it. RN-B stated the 
area was purple and red in color and appeared more like a deep-tissue injury at that time so the DON was 
notified about it. DON verified the documented characteristics from admission to 7/10/25 and expressed, I 
would consider that a change. DON stated there was some conflicting charting from the hospital on the 
potential origin of the wound but reiterated there was care being done for it throughout her stay such as 
repositioning, nutritional supplements, and a dressing being applied. RN-B stated FM-A was R1's acting 
responsible party, and explained FM-A had been present in the room on 7/14/25 while R1's wound care was 
completed; however, RN-B verified they did not specifically mention or review the coccyx wound with them 
but rather discussed the heel ulcer which was healing. RN-B and DON both acknowledged the lack of 
documentation within the medical record to demonstrate R1's FM-A had been updated timely about the 
coccyx wound condition on 7/10/25 and RN-B expressed aloud, I feel like any change of condition should be 
notified to the family.A facility-provided Change In Condition policy, dated 10/2023, identified when a 
significant change is the resident's physical or mental status is identified, the provider and resident 
representative would be consulted. The policy listed a step-by-step procedure which included, 6. Notify the 
resident/resident representative.
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Provide appropriate treatment and care according to orders, resident’s preferences and goals.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review, the facility failed to comprehensively assess the bowel and bladder status to 
determine what, if any, proactive interventions were needed to help promote healing of developed 
moisture-associated skin damage (MASD; a type of skin damage that occurs when skin is exposed to 
prolonged moisture, leading to inflammation and erosion) for 1 of 3 residents (R1) reviewed for non-pressure 
skin impairments. Findings include: R1's admission Minimum Data Set (MDS), dated [DATE], identified R1 
admitted to the care center on 6/23/25 from the acute care hospital. The MDS outlined R1 as having 
significant cognitive impairment, needing substantial assistance with most activities of daily living (ADLs), 
and having several medical conditions including a history of stroke, high blood pressure, thyroid disorder, 
and hemiparesis (i.e., muscle weakness or partial paralysis on one side of the body). The MDS identified R1 
as using no appliances for bowel and bladder (i.e., ostomy, catheter) and being frequently incontinent of both 
bowel and bladder. Further, the MDS identified R1 as having moisture-associated skin damage (i.e., MASD; 
a type of skin damage that occurs when skin is exposed to prolonged moisture, leading to inflammation and 
erosion).On 8/1/25 at 9:53 a.m., R1's family member (FM)-A was interviewed via telephone. FM-A explained 
R1 had admitted to the care center in June 2025 from the hospital after having a stroke and needing therapy 
services. FM-A stated R1 had a small sore on her coccyx when she admitted to the care center which the 
nurse identified on their initial skin check adding they had assumed the care center would address and 
prevent it from worsening. FM-A expressed several concerns about R1's care while at the facility and added 
aloud, The attention to her really lacked. FM-A explained they were unsure what all treatment(s) had been 
done for the coccyx wound as they hadn't been told about it again until 7/21/25, when R1 was re-hospitalized 
for it. FM-A stated R1 would often complain about soreness on her backside though adding they'd seen a 
small container of silly putty [looking] cream on her bedside table only a few times. FM-A stated they were 
unsure what it was. R1's corresponding Urinary Incontinence and Indwelling Catheter Care Area 
Assessment (CAA), dated 7/4/25, identified R1 had several factors which triggered the CAA to be completed 
including being frequently incontinent, dependent for mobility, and having MASD. The CAA outlined R1 had 
restricted mobility, a psychological or psychiatric problem, and urinary urgency. The CAA identified R1 
consumed multiple psychotropic medications and listed a section labeled, Analysis of Findings, which 
identified, . is frequently incontinent of bladder [related to] impaired mobility and communication . Requires 
assist with toileting hygiene and transfer . I/O [intake/output] monitored per policy . All medications 
administered per orders and monitored for side effects and effectiveness . PRODUCT used to promote skin 
integrity and dignity. Resident does have MASD. This places resident at risk for falls and pressure injury. 
Goal is for resident to maintain current level of continence through review date. The CAA concluded with 
dictation directing to care plan and no referrals were needed. The CAA lacked information on what type of 
incontinence R1 demonstrated during the review period (i.e., functional, urge) or what other interventions 
were considered to promote continence despite R1 having MASD.R1's Skin Risk Observation with Braden 
Scale, dated 6/23/25, identified R1 had chronic incontinence, cardiovascular disease, and repeated 
hospitalizations. The evaluation outlined R1 required substantial assistance with most ADL(s) and had active 
skin problems including a stage II pressure injury and MASD. The corresponding Braden scale scored R1 as 
a 12.0 which had dictation, HIGH RISK. A section labeled, Interventions, was provided which identified staff 
would elevate R1's affected extremities and reposition her every 2 to 3 hours. The completed evaluation 
lacked what, if any, interventions would be done for R1's continence despite R1 having MASD and being 
recorded with, Chronic Incontinence. R23's progress note, dated 6/23/25, identified R1 admitted to the care 
center on that same date. The note listed a section labeled, Skin:, which outlined R1 as having a blister on 
her right heel which the hospital reported as a stage II pressure injury along with an additional skin 
impairment recorded as, . 0.1 cm [centimeters] X [by] 0.1 cm X 0.1 cm and 0.2 cm X 0.3cm [sic] X 0.1 cm 
wounds noted on sacral region [which] hospital reported as moisture-associated [MASD]. R1's Clinical 
Documentation (Admission) evaluation, dated 6/23/25, identified R1 demonstrated no behaviors and 
included a section labeled, BOWEL and BLADDER. This section had several questions to be answered by 
the staff member completing the evaluation, and it outlined R1 used no appliances for voiding, was 
frequently incontinent of bowel and bladder, and had no constipation present. The section continued and 
identified R1's last bowel movement as 6/23/25, and R1 as having active bowel sounds. The section 
concluded with a subsection reading, Comments .[;] however, this was left blank.R1's corresponding Bladder 
evaluation, dated 6/27/25, identified R1 used no appliances for voiding and was rated as, Always incontinent 
(no episodes of continent voiding). The evaluation outlined R1 did not recognize the appropriate time or 
place to void, did not feel the urge to urinate, and demonstrated one risk factor for incontinence which was 
recorded as, Impaired Mobility. The options to select other risk factors, including severe cognitive 
impairment, were left blank despite R1 being recorded as having such on the MDS. The evaluation listed 
several other sections to be completed with data including what, if any, potentially reversible causes of 
incontinence were present, contributing medical diagnoses which could be affecting continence, medications 
which could affect continence, an incontinence symptoms profile (i.e., type of incontinence), and a summary 
of the evaluation and decision-making for program placement. However, these sections were each left blank 
and not completed. The evaluation concluded with a section labeled, Section 9 - Bladder Assessment 
Summary, however, this also was left blank and not completed. R1's corresponding Bowel evaluation, dated 
6/27/25, identified R1 did not use an appliance for defecation. The section labeled, Bowel Continence, was 
answered with a radio-button response, Not assessed. The entire remainder of the evaluation, including 
sections to review symptoms, medication use, risk factors, and treatment decisions, were left blank and not 
completed. The evaluation concluded with a section labeled, Section 7 - Bowel Summary, however, this was 
left blank and not completed. R1's Bowel & Bladder Function care plan, dated 7/11/25, identified R1 
experiences bowel and bladder incontinence due to impaired mobility, hemiplegia, and impaired 
communication. A goal was listed which read, I will maintain current level of continence, along with 
interventions to help R1 meet this goal including assisting with toileting, initiating barrier cream in accordance 
with standing orders, reporting signs of a potential infection and, Provide individualized toileting interventions 
based on needs/patterns. These interventions were all initiated on, 07/11/2025.However, R1's medical 
record was reviewed and lacked evidence R1's bowel and bladder status had been comprehensively 
evaluated or assessed to determine what type(s) of incontinence R1 demonstrated; nor what, if any, 
interventions for voiding had been considered (i.e., fluid management, timed toileting program, potential 
appliance use) despite R1 being recorded as having active MASD on her coccyx upon admission [DATE]) 
which could worsen with ongoing exposure to incontinent urine or feces. When interviewed on 8/1/25 at 
10:23 a.m., nursing assistant (NA)-A stated they recalled working with R1 while she was at the care center, 
and described her as total help for cares. NA-A stated R1 had a wound which just smelled so gross on the 
day R1 was sent back to the hospital for it adding, it wasn't always like that. NA-A stated R1 had been 
incontinent of bowel and bladder throughout her admission but verified R1 could use the toilet if helped. 
NA-A stated R1 had difficulty holding herself up though and used a mechanical lift for transfers so, as a 
result, she (R1) often just went [voided] in the bed. NA-A stated they did not recall ever using a barrier cream 
for R1 either, as most of the time her coccyx was covered with a dressing due to the wound. On 8/1/25 at 
1:03 p.m., registered nurse manager (RN)-B and the director of nursing (DON) were interviewed, and both 
verified they had a chance to reviewed R1's medical record. RN-B stated the floor nurse had asked them to 
observe R1's coccyx wound on 7/10/25, which was the first time they had seen it. RN-B stated they then 
alerted the DON to the wound. DON stated there was some conflicting charting from the hospital on the 
potential origin of the wound but expressed cares had been done for it such as repositioning and nutritional 
supplements. RN-B verified R1 was able to use the toilet for voiding with assistance, and the DON explained 
a comprehensive review of R1's voiding and elimination would be done using the bowel and bladder 
observations in the medical record. DON reviewed R1's completed Bowel and Bladder evaluations, 
respectively, and verified they were not completed in their entirety adding, My expectation would be it's filled 
out. DON verified those evaluations would be the tools used to demonstrate what, if any, interventions for R1 
had been considered for her voiding and elimination. DON stated continence and voiding were important to 
assess as incontinence does directly affect your skin adding further, We want to make sure we're toileting 
appropriately. A facility-provided Resident Examination and Assessment policy, dated 10/2023, identified 
each resident would have a thorough examination and assessment completed upon admission with three (3) 
parts being completed including a physical exam, reporting a refusal, and documenting a refusal in the 
medical record. However, the policy lacked information on how a comprehensive bowel and/or bladder 
evaluation would be completed.
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