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potential for actual harm

Residents Affected - Few

Based on observation, interview and record review, the facility failed to ensure residents received care and 
treatment in accordance with professional standards of practice when staff failed to administer treatments as 
ordered for non-pressure wounds, to complete comprehensive skin assessments on a routine basis, and to 
reassess for efficacy of treatments for skin integrity issues for one resident (Resident #54). The sample was 
6. The census was 72.Review of the facility's Skin Assessment policy, revised 1/18/24, showed:-Policy: It is 
our policy to perform a full body skin assessment as part of our systematic approach to pressure injury 
prevention and management. This policy includes the following procedural guidelines in performing the full 
body skin assessment;-Policy Explanation and Compliance Guidelines included:--A full body, or head to toe, 
skin assessment will be conducted by a licensed or registered nurse upon admission/re-admission and 
weekly thereafter. The assessment may also be performed after a change of condition or after any newly 
identified pressure injury;--Considerations for a bariatric (obese) resident; -Thoroughly inspect each surface 
of a skin fold; -Consider moisture and weight exerted by opposing skin and/or body folds when determining 
pressure versus moisture related etiology (cause);--Documentation of skin assessment: -When a new skin 
concern is identified, documentation will be completed according to the established guidelines. This 
documentation process is designed to ensure that each newly identified skin concern is thoroughly recorded. 
Accurate and complete documentation supports effective treatment planning and ongoing care for residents. 
Review of the facility's Wound Treatment Management policy, undated, showed:-Policy: To promote wound 
healing of various types of wounds, it is the policy of this facility to provide evidence-based treatments in 
accordance with current standards of practice and physician orders;-Policy Explanation and Compliance 
Guidelines included:-Wound treatments will be provided in accordance with physician orders, including the 
cleansing method, type of dressing, and frequency of dressing change;-Treatments will be documented on 
the Treatment Administration Record (TAR) or in the electronic health record (EHR);-The effectiveness of 
treatments will be monitored through ongoing assessment of the wound. Considerations for needed 
modifications include: -Lack of progression towards healing; -Changes in the characteristics of the wound. 
Review of Resident #54's comprehensive admission Minimum Data Set (MDS), a federally mandated 
assessment instrument completed by facility staff, dated 8/25/25, showed:-Cognitively intact;-Lower 
extremity impairment on both sides;-Substantial/maximal assistance required for 
showering/bathing;-Dependent for lower body dressing, putting on/taking off footwear, and personal 
hygiene;-Dependent in mobility areas of rolling left and right, sitting to lying, lying to sitting, and 
transfers;-Diagnoses included paraplegia (paralysis affecting one side), complete traumatic amputation at 
knee level to left lower leg, morbid obesity, kidney failure, osteomyelitis (bone infection), and generalized 
muscle weakness;-At risk of developing pressure ulcers/injuries;-Three venous and arterial ulcers (open 
sores caused by circulatory problems) present;-Skin and ulcer/injury treatments included pressure 
ulcer/injury care, application of nonsurgical dressings other than to feet, applications of 
ointments/medications other than to feet, and application of dressings to feet. Review of the resident's care 
plan, in use at the time of survey, showed:-Focus: Actual impairment to skin integrity related to left stump 
wound;-Focus: Actual impairment to skin integrity related to excoriation to buttocks, thighs, and calves and 
open areas to right stump, right hip, and right buttocks;-Interventions/Tasks included: Administer treatments 
as ordered and monitor for effectiveness. Monitor pressure areas for changes in color, sensation, 
temperature and report any changes to nurse;-Focus: Activities of daily living (ADL) self-care performance 
deficit;-Intervention/Tasks included: Resident is totally dependent on staff to provide a bath three times a 
week and as necessary. Review of the resident's shower sheets for September and October 2025, reviewed 
10/7/25, showed:-On 9/8/25, staff documented a bed bath completed. No documentation of any areas noted 
during a visual assessment of the resident's skin;-On 9/12/25, staff documented on a shower sheet with no 
indication of whether bed bath or shower provided. Skin tears noted on the buttocks and swelling noted to 
the lower legs of a drawing of a person;-On 9/19/25, staff documented a bed bath completed. No 
documentation of any areas noted during a visual assessment of the resident's skin;-On 9/22/25, staff 
documented assessment of bruising, skin tears, rashes, drying, and scratches, with areas marked on the 
back, buttocks, and inner thighs of a drawing of a person. No documentation of any areas noted to the 
legs;-On 9/29/25, staff documented the resident refused a bed bath. No documentation of a visual 
assessment of the resident's skin or of a shower offered;-No documentation of any other showers or bed 
baths offered or provided to the resident in September or October 2025. Review of the resident's medical 
record, showed:-A physician order, dated 8/15/25, for skin assessment every night shift every Friday. 
Perform head to toe skin assessment and document findings in weekly skin assessment user-defined 
assessment (UDA) under the assessments tab in the EHR;-On the TAR for the weekly skin assessment, 
scheduled for 10/3/25, staff documented 9 (other/see nurse's note);-On 10/4/25 at 12:48 A.M., staff 
documented a progress note that they unable to complete skin assessment due to time constraints;-On 
10/6/25 at 2:59 P.M., staff documented a progress note that a wound assessment was completed and to see 
assessment for additional information;-No skin assessment documented in assessment tab of the EHR since 
8/8/25. Review of the resident's electronic physician order summary, showed:-An order, dated 8/2/25, for 
heel protectors in place at all times, every shift for skin breakdown;-An order, dated 8/2/25, ammonium 
lactate external lotion 12% (lactic acid ammonium lactate, used to treat dry skin), apply to bilateral lower 
extremities and intact back skin topically every day and night shift for dry skin. Cleanse bilateral lower 
extremities and back with soap and water, pat dry, apply to intact skin of bilateral lower extremities and back, 
avoiding between toes.-An order, dated 8/13/25, for Ace wrap (elastic compression bandage) to bilateral 
lower extremities related to edema (swelling), every day shift. No instruction or additional physician order to 
remove the Ace wraps;-An order, dated 9/23/25 for wound care, cleanse right dorsal (top) foot with wound 
cleanser, pat dry, apply Aquacel Extra (wound dressing) to wound bed, and cover with Aquacel foam 
dressing every day shift every three days and as needed. Review of the resident's October 2025 TAR, 
showed:-On 10/5/25, the Wound Nurse documented wound care to the resident's right dorsal foot as 
administered;-On 10/7/25, Registered Nurse (RN) C documented heel protectors in place at all times as 
administered. Observation on 10/7/25 at 8:45 A.M., showed the resident in bed with no heel protector on the 
resident's foot or in any visible area of the room. During an interview, the resident said due to his/her size, 
he/she can sort of turn him/herself to a certain point, but not much. He/She relies on staff to help reposition 
him/her, clean him/her up, and dress him/her. He/She sometimes gets bed baths but not showers. He/She 
had three wounds on his/her buttocks that got better when he/she was recently in the hospital. He/She is 
unsure of their status now, but his/her buttocks and backside are sore, and he/she feels like something is 
going on with his/her skin, like maybe the wounds are getting worse. CNAs put a barrier cream on him/her 
and he/she is not sure if there are other creams used for wound prevention or treatment. He/She is 
supposed to get a wound dressing on his/her leg daily, but that doesn't always happen. Observation on 
10/7/25 at 9:34 A.M., showed the resident in bed. RN C removed the resident's bed covers. The resident had 
beige compression wraps on his/her right foot and calf, a black sock on his/her right foot, and no heel 
protector on his/her right foot. The compression wraps appeared very tight around the resident's right foot 
and calf with the top of the resident's knee and lower thigh area overlapping onto the compression wrap. RN 
C removed the black sock and compression wraps from the resident's right foot and leg. The compression 
wrap showed a large area of dried burgundy drainage. The resident's right leg and foot were extremely dry 
and showed deep crevices of cracked skin and wrinkling. On the resident's dorsal area of his/her right foot, a 
dressing dated 10/3/25. During an interview, RN C said he/she did not know what was under the dressing. 
RN C began to remove the dressing and had some difficulty removing the dressing due to the dressing 
bonded to the resident's skin. The wound to the resident's dorsal foot showed a venous ulcer, approximately 
0.5 inches wide. The wound bed appeared pink and healing with no drainage. The resident's left leg had 
beige compression wraps to his/her left lower leg, which was amputated at the ankle. The compression 
wraps appeared very tight with the top of the resident's knee and lower thigh area overlapping onto the 
compression wrap. RN C removed the resident's left leg compression wrap. The resident's left lower leg 
extremely dry, scaly, and wrinkled. RN C raised the resident's left leg and the resident's left posterior (back) 
thigh showed extremely dry, scaly skin with an alligator-like skin texture. The resident's posterior left thigh 
showed several small crevices within the skin that were bleeding. RN C left the compression wraps off and 
said he/she was getting new ones because the old ones were soiled with drainage. The resident said it had 
been a couple of days since the compression wraps have been removed and staff do not remove them at 
night. The resident said it had been a couple of days since his/her right foot dressing was changed. At 9:50 A.
M., Certified Nursing Assistant (CNA) B entered the room and assisted the resident turn on his/her right side. 
Both of the resident's buttocks showed pink scarring from previous wounds. His/Her lower back, directly 
above the buttocks, showed very thick, scaly, alligator-like skin. CNA B said he/she washes the resident ‘s 
back and buttocks every time he/she works and applies lotion to the resident's skin. CNA B removed a bottle 
of ammonium lactate lotion off the resident's sink and said it was the lotion he/she applies to the resident. 
CNA B did not know whether or not he/she was supposed to be applying that lotion. The resident said he/she 
only gets bed baths. CNA B said the facility does not have bariatric (obese) shower chairs to provide the 
resident a shower. Observation of the shower room on 10/7/25 at approximately 10:00 A.M., showed a 
bariatric shower chair in the shower room. During an interview on 10/7/25 at 11:49 A.M., the Wound Nurse 
said the resident has a venous wound that gets dressing changes every three days. She worked on 10/5/25 
and did the dressing change that day on the resident's right foot. She was unsure why the resident's dressing 
observed today was dated 10/3/25. She must have written the wrong date on the dressing. Dressings must 
be dated with the date the dressing is applied. Nurses are supposed to complete head to toe skin 
assessments once a week. When a skin assessment is completed, the nurse should mark it as completed on 
the TAR and complete the skin assessment under the assessment tab of the EHR. If staff cannot complete 
the skin assessment during the scheduled shift, they should pass it along to the oncoming shift. Staff can set 
a reminder in the EHR to prompt the next shift to complete the missed assessment. It is not acceptable for a 
skin assessment not to be completed due to time constraints. It is important for skin assessments to be 
completed weekly for early identification of skin issues, prevention, and monitoring. Nurses should apply the 
resident's Ace wraps in the morning and remove them at night. Ace wraps should not be worn 24 hours a 
day and should be removed at night for blood flow and circulation. There should be a physician order to 
remove the Ace wraps at night to prompt the charge nurse to complete the removal. The resident gets bed 
baths. Showers could help with the resident's dry skin. When CNAs complete bed baths or showers with a 
resident, they should fill out a shower sheet. Any skin issue should be documented on the shower sheet. If 
staff observe a new skin issue and the Wound Nurse is in the building at that time, staff should come tell her 
what they saw. If the Wound Nurse is not in the building at the time, staff should report new skin issues to the 
nurse on duty. Dry, crusted legs and feet should be documented on shower sheets and skin assessments. If 
the resident has skin crevices that are splitting open and bleeding, their current treatment may not be 
effective. In that case, the nurse should notify the physician to discuss obtaining new orders. The resident is 
seen weekly by the Nurse Practitioner (NP) of an outside wound company. The Wound Nurse rounded with 
the wound company NP this morning and they assessed the resident. During the assessment, the wound 
company NP observed the resident's foot and buttocks. They did not look at the resident's legs during the 
assessment. During an interview on 10/7/25 at 2:27 P.M., RN C said he/she marked the resident's heel 
protector as administered on the TAR this morning because it was going to get done. He/She does not know 
where the resident's heel protector is. During an interview on 10/7/25 at 2:40 P.M., RN A said nurses are 
responsible for ensuring physician-ordered compression wraps are applied in the morning and removed at 
night. Physician orders for compression wraps should instruct staff to remove them at night. Nurses are 
responsible for completing comprehensive skin assessments on a weekly basis. Skin assessments are 
documented on the TAR and in the assessment tab of the EHR. CNAs should document all showers and bed 
baths on shower sheets. Any skin issues identified during bathing should be documented on the shower 
sheet, and the shower sheet should be reviewed by the nurse. New skin issues should be reported to the 
nurse and the Wound Nurse. The nurse or Wound Nurse would notify the physician to discuss revising 
treatments or obtaining new treatments. The shower sheets are reviewed by the nurse. Nurses are 
responsible for applying medicated creams and heel protectors as ordered. Nurses should not document a 
treatment as administered on the TAR if they did not actually administer the treatment. During an interview 
with the Administrator and Regional Director of Operations on 10/7/25 at 4:32 P.M., they said nurses should 
complete comprehensive skin assessments weekly. If a nurse cannot complete a scheduled skin 
assessment during their shift, they should pass it along to the nurse in the oncoming nurse in report. If a skin 
assessment is missed, the resident's physician and family should be notified. Completion of skin 
assessments should be documented on the TAR. If a new skin issue is identified during the skin 
assessment, the nurse should complete the comprehensive assessment tool under the assessment tab in 
the EHR. They expect physician orders to be followed for treatment, including orders for dressing changes 
and application of creams and heel protectors. When completing wound dressing changes, nurses should 
ensure they are documenting the correct date on the new dressing. If a nurse cannot complete a treatment, 
they should document the incomplete treatment on the TAR using the appropriate code to indicate why the 
treatment was not completed, and notify the Assistant Director of Nurses (ADON) and nurse for the 
oncoming shift. It is not appropriate to mark any treatment as completed when it was not administered. 
Nurses are responsible for ensuring compression wraps are applied in the morning and removed at night. 
Physician orders for compression wraps should include instruction to remove the wraps at night. When such 
orders are received by the NP from the wound company, the orders should be verified by the Wound Nurse, 
who would ensure they are accurately added to the physician order summary. The Regional Director of 
Operations said he expects the wound company NP to perform comprehensive, head to toe skin 
assessments during their weekly rounds of residents on their caseload. Ideally, the wound company NP 
would explore new treatment options after approximately two weeks of no improvement to identified skin 
issues. The resident's skin with bleeding crevices indicates the current treatments may be ineffective. 
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