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Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate pressure ulcer care and prevent new ulcers from developing.
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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 document regarding identification of 
potential pressure ulcers, failed to document timely assessment and tracking for potential pressure ulcers, 
and failed to care plan regarding newly identified possible pressure ulcers. The facility census was 116.
Review of the facility policy titled Wound Care and Treatment, undated, showed prevention strategies include 
on-going skin assessment with weekly documentation of status, minimize dry skin by applying lotion, avoid 
massage, minimize friction and sheer through proper positioning, transferring, and turning, and develop and 
implement a method of communication position changing. Review of the facility policy titled Care Area 
Assessments, dated March 2015, showed the following: -Care area assessments (CAA's) will be used to 
help analyze data obtained from the MDS and to develop individualized care plans;-CAA's are the link 
between assessment and care planning;-Triggered care areas will be evaluated by the interdisciplinary team 
to determine the underlying causes, potential consequences and relationships to other triggered care 
areas;-Review the triggered CAA's by doing an in-depth, resident-specific assessment of the triggered 
condition, which includes history taking, physical assessment, gathering of relevant information such as labs 
or tests and sequencing of clinically significant events;-The problem shall be defined by identifying the 
implications of the problem and the relationships between risk factors, triggers and problems;-Decisions 
about the care plan are made;-Document interventions on the care plan. Review showed the facility did not 
provide a policy regarding assessment of skin and wounds and documentation protocol of those wounds. 1. 
Review of Resident #1's face sheet (a brief look at the residents personal, incoming information) showed the 
following: -admission date of 03/02/22;-Diagnoses included Parkinson's disease (a progressive 
neurodegenerative disorder that primarily affects movement, but also involves non-motor symptoms), 
dementia (a general term for a decline in mental ability severe enough to interfere with daily life) and 
palliative care (specialized medical care focused on improving the quality of life for individuals with serious 
illnesses, like cancer, by managing symptoms and side effects of treatment). Review of the resident's 
quarterly Minimum Data Set (MDS- a federally mandated assessment tool filled out by facility staff), dated 
05/22/25, showed the following: -Cognitively impaired;-Dependent on staff assistance for all activities of daily 
living (ADL- to include dressing, bathing, transfers, and mobility). Review of the resident's care plan, dated 
03/02/22, showed the following: -At risk for skin breakdown, with contractures, impaired mobility, 
incontinence, and disease processes;-Goal to be free from skin breakdown;-Apply moisture barrier as 
appropriate;-Check positioning in wheelchair and bed regularly;-Clean and dry skin after each incontinent 
episode;-During staff assisted showers, note and report any areas of redness/breakdown to the skin. Review 
of the resident's Physician Order Sheet (POS), dated 06/01/25 through 07/10/25, showed an order, dated 
03/14/25, to apply barrier cream to left glute (buttock) two times a day (BID). Review of the resident's shower 
sheet, dated 06/06/25, showed the resident had redness to bilateral (both) buttocks and the peri-area. 
Review of the resident's progress notes, dated 06/06/25 through 06/11/25, showed staff did not document 
regarding the identified redness to the resident's buttocks. Review of the resident's POS dated 06/01/25 
through 07/10/25, showed no new physician orders for the identified redness to the resident's buttocks. 
Review of the resident's care plan showed staff did not update the care plan regarding the identified redness 
to the resident's buttocks and any new treatments or interventions. Review of the resident's hospice shower 
sheet, dated 06/30/25, showed the resident had a small open area to the left buttock. Review of the 
resident's progress notes, dated 06/30/25, showed the resident had a small open area to the coccyx (a small 
triangular bone at the base of the spinal column). Hospice was notified. Review of the resident's weekly skin 
assessments showed staff had not completed a skin assessment completed since December 2024. Review 
of the resident's wound management log, dated 06/30/25, showed staff did not document regarding the 
discovered wound. Review of the resident's POS, dated 06/30/25 through 07/07/25, showed no new orders 
for the resident's open area. Review of the resident's progress notes, late entry dated on 07/10/25, at 9:56 A.
M., for 07/06/25, at 9:56 A.M., showed the Director of Nursing (DON) observed the resident's area of 
concern to the right buttock, physician was notified, and new orders were placed. Hospice aware. Review of 
the resident's wound management log, dated 07/07/25, showed the resident had a stage two (an open 
wound that involves partial-thickness skin loss, affecting the epidermis and dermis) pressure ulcer to the left 
buttock, measuring 0.4 centimeter (cm) by 0.4 cm with a 0.1 cm depth. Peri-wound was pink/red and 
blanchable (skin that turns pale or white when pressed on and then quickly returns to normal when pressure 
is released.) No drainage present. Review of the resident's July 2025 POS showed an order, dated 07/08/25, 
to cleanse buttock wound with wound cleanser, apply calcium alginate (alginate dressings are a highly 
absorptive, non-occlusive dressing made of soft, non-woven calcium alginate fibers derived from brown 
seaweed or kelp) to the wound bed, and cover with an abdominal pad and tape daily. During an interview on 
07/07/25, at approximately 11:20 A.M., Certified Nursing Assistant (CNA)/Shower Aide A, said the following: 
-Residents are changed every two hours or more often, if needed;-Most residents receive two showers a 
week;-He/she does give showers to the residents receiving hospice;-Shower aids are expected to document 
any skin issues onto the resident's shower sheet;-Skin issues would include any redness, open areas, 
bruising, any changes to the skin, and should be reported to the nurse;-Nurses will do an assessment if there 
are any reports of skin issues;-He/she has seen a red spot on the resident's coccyx in the past, while 
assisting with some of the residents personal care;-He/she was unsure of the date, but thinks it was a week, 
or so, prior to today's date of 07/07/25;-He/she did report the skin redness to the nurse and the nurse did put 
barrier cream on the resident's bottom. During an interview on 07/07/25, at approximately 11:40 A.M., 
CNA/Shower Aide B, said the following: -Residents receive showers twice a week, unless they request 
something different;-Hospice also provides showers;-Shower aides are expected to document any signs of 
redness, sores, or markings to the skin onto the shower sheet and pass onto the nurse;-If it is bad, the nurse 
will look right then but if not as bad, may look at it later but within the shift. During an interview on 07/07/25, 
at approximately 12:00 P.M., the Licensed Practical Nurse (LPN) C said the following: -He/she visits the 
resident twice a week;-Two aides also come twice weekly and an RN comes once a week;-There is a 
full-body skin assessment completed weekly;-Has seen there was a small red spot on the resident, but 
unsure when, as he/she did not do the last couple skin assessments and another nurse had completed;-It 
would be expected that the wound was assessed and reported to the physician and that nurses are treating 
the open area, as the physician has prescribed. During an interview on 07/07/25, at approximately 12:50 P.M.
, the Director of Nursing (DON) said the following: -Either the treatment nurse, or whichever nurse is on the 
floor, is expected to assess the resident's skin, when there are concerns;-Nurses are usually informed of skin 
concerns following an aide providing personal care, such as changing an incontinent resident or giving a 
resident a shower;-Nurses are expected to put barrier cream on the resident twice each shift, to ensure they 
are continuously assessing, and the aides are to use each time they change the resident;-The size of the 
open area on the right buttock small, measuring .2x.3, if that large;-The size of the open area on the left 
buttock is even smaller, measuring .2x.1;-The treatment orders had no date because he/she just added them 
earlier today. During an interview on 07/10/25, at approximately 10:25 A.M., Nursing Assistant (NA) D, said 
the following: -If there are any kind of skin concerns, he/she will immediately let a nurse know;-He/she will 
also turn the resident onto his/her side or in a different position, to relive any pressure;-He/she would expect 
the nurse to do a skin assessment right away;-He/she has not seen a nurse ignore anything such a skin 
concerns. During an interview on 07/10/25, at 10:40 A.M., LPN E said the following: -The facility has a 
treatment nurse Monday through Friday. The staff nurses only complete wound treatments on the 
weekends;-He/she has cared for the resident. The resident had two small open areas. One to the left buttock 
and one to the right buttock. At that time the ordered treatment was skin prep to the surrounding skin and 
barrier cream to the open areas, frequent repositioning, and to be laid down after meals. He/she and his/her 
staff had those areas healed about a week prior to this date;-He/she was then not scheduled to work for 
three days and when he/she came back to work, the resident had a large opening to the right buttock;-The 
treatment to the area has since changed to calcium alginate. They have also implemented a wedge for 
repositioning the resident;-The DON does the measurements on any open areas, weekly;-Skin assessments 
are to be completed weekly;-LPN looked in the resident's electronic medical record (EMR) and said the 
resident had not had a skin assessment completed since December 2024. This is due to the order being put 
in incorrectly;-The bath aides should also be filling out a shower sheet with any areas of concern, those 
sheets should be turned into the charge nurse. If a concern is reported, the charge nurse should call the 
doctor, call the residents family, document, and initiate a treatment;-Wounds and wound treatment should be 
visible in the resident's care plan. Observation on 07/10/25, at 10:45 A.M., showed the following: -The 
resident lay on his/her left side in bed. The wound was uncovered. The treatment nurse was in the room to 
provide wound care;-There was a pinpoint opening to the upper left buttock;-There was an open area to the 
upper right buttock, approximately larger than a golf ball. At least 25 % slough (non-viable tissue, yellow in 
color), at least 10 % eschar (non-viable tissue, black in color), with the rest of the tissue appearing to be 
granulation tissue (red healthy tissue);-Scant (small) amount of bloody drainage when the treatment nurse 
would cleanse the area. Moderate amount of yellow drainage also observed. No odor. During an interview on 
07/10/25, at approximately 10:45 A.M., CNA F said the following:-He/she is unsure who does skin 
assessments but thinks it is a nurse;-When asked who he/she would report skin concerns to, he/she said the 
nurse;-He/she thinks nurses do skin assessments weekly. During an interview on 07/10/25, at 11:05 A.M., 
the DON said the following: -She measures wounds weekly, but is usually a week behind with her 
documentation and has to backdate the information;-She was told about the wound on 07/07/25 and 
observed the resident's wounds on that date, at that time the resident had a pea-sized area to the right 
buttock which was dusky colored with granulation tissue present. Treatment of barrier cream was already in 
place. That treatment was appropriate for the left side wound, however due to decline of the right buttock 
wound, the treatment was changed to calcium alginate;-Initially the wound was documented as 
pressure;-Skin assessments are expected to be completed weekly by the treatment nurse;-If a staff member 
discovers a new or worsened wound, they should immediately report it to the charge nurse, herself, and 
notify the physician and/or hospice team;-She measured the wounds as one whole wound which is why she 
documented it as a wound to the left buttock versus the right. She will update and correct that in the 
resident's EMR;-Wounds and wound treatment should be found in the care plan. During an interview on 
07/10/25, at approximately 11:30 A.M., Licensed Practical Nurse (LPN) G, said the following: -He/she is an 
MDS coordinator, so he/she will enter information regarding the resident's care, onto the care plan;-The 
information regarding the resident comes from nurse's assessments, reports from staff, risk management 
meetings, and wound and therapy reports;-The weekly skin assessments are discussed weekly by all staff at 
the risk management meetings;-The skin assessments should be completed by the nurses. During an 
interview on 07/10/25, at approximately 11:55 A.M., Registered Nurse (RN) H, said the following: -He/she 
was an MDS coordinator;-The ADON or DON should be letting him/her know at the risk management 
meeting, if there has been a change in condition, for any resident;-The information gets to the ADON or DON 
from one of the RN's on the floor, who does assessments on residents;-Assessments are to be done 
weekly;-Any skin issues should be put on the care plan;-When any skin integrity issues are brought to his/her 
attention, the problem, interventions or treatments and goals are set, as well as following the progress of the 
healing and updating, as needed. During an interview on 07/10/25, at approximately 12:35 P.M., RN I said 
the following: -He/she is an RN and also a case manager for the resident;-He/she had just learned about the 
pressure ulcer on the resident, this past Monday, 07/07/25;-He/she saw it for the first time on 07/08/25;-The 
physician orders had already been updated by the time he/she had seen the open area on the resident. 
During an interview on 07/10/25, at approximately 12:50 P.M., the Administrator, said the following: -Skin 
assessments are expected to be done weekly, as scheduled, for all residents;-If the nurse is notified of a skin 
issue or an assessment finds this to be the case, the nurse is expected to report this to the DON and then 
the physician, for orders;-Everything regarding skin issues should be care planned. Complaint #1759506
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