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Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a
way that maximizes each resident's well being.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to have sufficient nursing staff with the
appropriate competencies and skills sets to provide nursing and related services to assure resident
safety and attain or maintain the highest practicable physical, mental, and psychosocial well-being of
each resident by providing care including assessing, evaluating, planning and implementing resident
care plans and responding to resident's needs for 1 (Resident #1) of 7 residents reviewed for nursing
services. The facility failed to ensure that skin assessments were completed completely and
correctly for Resident #1. This failure could place residents at risk of worsening skin conditions or
infection. Findings included: Record review of Resident #1's face sheet dated 4/28/26, revealed the
resident was a [AGE] year-old male admitted to the facility on [DATE] with diagnoses including
aphasia following cerebral infarction (inability to comprehend or communicate following a stroke) and
anemia (deficiency of red blood cells) in chronic kidney disease. Record review of Resident #1's Entry
MDS on 4/24/26 revealed admission date of 4/24/26. Record review of Resident #1's Medication
Review Report revealed a physician order for weekly skin assessments with order date of 4/24/26
and start date of 4/25/26. Record review of Daily Sign In Sheets revealed the following staff
members were assigned to Resident #1: on 4/24/26 from 2 p.m. to 10 p.m. was LVN A and CNA A, on
4/24/26 from 10 p.m. to 6 a.m. was LVN B and CNA B, and on 4/25/26 from 6 a.m. to 2p.m. was LVN
C and CNA C. Record review of Resident #1's admission Clinical Evaluation - V2 dated 4/24/26
revealed description of redness to sites of front and rear right thigh. Section K (Skin) states Complete
a thorough head to toe skin assessment. Identify any abnormalities and indicate on the diagram
below. (e.g. pressure injuries, non-pressure injuries, skin tears, arterial ulcers, redness, bruises,
senile purpura (benign skin condition in older adults characterized by purplish bruises on sun-exposed
areas due to fragile blood vessels and thinning skin) , scabs, swelling, corns, bunions, callouses,
rashes, dryness). Record review of Resident #1's Progress Note dated 4/24/26 at 8:04 p.m. revealed
Resident #1 was admitted to the facility. Record review of Resident #1's Progress Note dated
4/25/26 at 8:25 a.m. revealed Resident #1 was to go to a local hospital for feeding tube replacement.
Record review of Resident #1's Daily Skilled Documentation - V 4.0 - V 1 dated 4/25/26 completed by
LVN C revealed under section J. Skin no was documented for question Note skin issues new and old.
A. Does the resident have any skin conditions?Record review of Resident #1's documentation from a
local hospital dated 4/25/26 at 1:10 p.m. revealed skin integrity was positive for redness and bruising
to right hip, back and leg. Record review of Resident #1's Progress Note dated 4/25/26 at 7:26 p.m.
revealed the DON spoke with a doctor from a local hospital where Resident #1 was transferred to
regarding bruising that was getting progressively worse on Resident #1's leg. The progress note said
the DON discussed in detail with the doctor that this bruising was present on admission to the facility
but not as large. During interview on 4/26/26 at 5:07 p.m., LVN C said she cared for Resident #1 on
4/25/26 from 6 a.m. to 2 p.m. shift and transferred him to a local hospital around 10:30 to 11 a.m. but
could not remember the exact time. LVN C said Resident #1 had some excoriation (condition where
skin becomes red and painful) on his bottom and groin and a healed great toe amputation but no large
(continued on next page)
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bruising when asked regarding Resident #1's skin conditions. LVN C said Resident #1 did not have any
large bruises that she saw. During interview on 4/26/26 at 9:54 a.m., RN A who worked at local
hospital where Resident #1 currently resided said they did not have any measurements regarding the
bruising to Resident #1's right hip and thigh but he would assist the surveyor to observe the bruise.
Observation on 4/26/26 at 10:08 a.m. of Resident #1 at a local hospital revealed red and purplish
bruising starting above Resident #1's right hip and extending down his right thigh that measured 15
inches in length. Resident #1 was not interviewable. During interview on 4/27/26 at 4:13 p.m., CNA C
said she had changed Resident #1's brief during the 10 p.m. to 6 a.m. on 4/24-4/25/26 and did not see
any bruising when changing Resident #1. CNA C said Resident #1 did not make any noises like he was
in pain when she turned Resident #1 from side to side when changing him. On 4/28/26 at 10:24 a.m.,
surveyor left LVN A a message via phone with request to call surveyor. On 4/28/26 at 10:33 a.m.,
surveyor left CNA B a message via phone with request to call surveyor. During interview on 4/28/26
at 11:18 a.m., LVN B said she had Resident #1 during her shift on 4/24/26 from 10 p.m. to 6 a.m. and
was received as a new admission from the previous nurse. LVN B said she frequently checked on
Resident #1 as he was confused and had checked on him more than five times during her shift and
last checked him at 5 a.m. LVN B said Resident #1 had a previous injury that was on the leg and said
she thought it was a bruise or discoloration and did not remember which side the leg was on. LVN B
said she only used the light from the door that was open from the bathroom to not disturb the resident
so did not see the bruise well to see if the bruise was large or small when asked to describe Resident
#1's bruise. LVN B said the morning and afternoon nurses did the skin assessment because they do
not want to wake residents up at night to do skin assessments because if they wake them up they do
not go back to sleep and it increases their risk of falling. LVN B said the nurse who admitted Resident
#1 had completed a skin assessment. During interview on 4/28/26 at 11:38 a.m., CNA A said she did
not really remember Resident #1 and did not remember anything specifically about his care. CNA A
said she did not remember anything regarding Resident #1's skin condition. CNA A said if she noticed
a large bruise or a wound on a resident she would report it to the charge nurse. During interview on
4/28/26 at 11:58 a.m., the ADON said she did see Resident #1 briefly when he was admitted to the
facility and the nurse was in the room with him. The ADON said she did not see the skin on Resident
#1's bottom or legs. The ADON said the charge nurse that admits the resident was responsible for
doing a skin assessment on residents when they were first admitted before their shift was over. The
ADON said if the charge notices a new skin condition, they document it. The ADON answered yes
when asked if a bruise that was getting larger was something that should be documented. The ADON
said they did not measure a bruise and just described what they were seeing. The ADON said if skin
conditions were not documented the effect it could have on the resident was that it could get worse
or turn into a pressure sore or anything. During interview on 4/28/26 at 12:11 p.m., the DON said
Resident #1 had come to the facility the evening of 4/24/26 and left by noon the next day and she
knew from the review of the paperwork that Resident #1 had a couple of skin conditions, but she did
not observe his skin because he was gone before she came back to work on 4/26/26. The DON said
she spoke to a doctor from the transferring local hospital on 4/25/26 from her home. The DON said
the doctor from the transferring local hospital had spoken to a nurse at the facility and said there was
a bruised area that was present from admission at the facility but was getting worse. The DON said
the nurses generally did not measure skin conditions and normally just describe what they were
seeing as the wound care doctor comes on Monday and they did measurements and staging if it was a
pressure ulcer. The DON said previously the documentation asked if there were any new skin issues.
The DON said they were under a different company now as of April 7th so the staff were still getting
used to the new system, so the answer would have been no previously because he had the skin
conditions on admission. The DON said they were still using their previous assessments until the
system got integrated on April 7th . The DON said the effect it would have on a resident if skin
assessment documentation was not accurate was it would depend on what the skin issue was and if
(continued on next page)
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it was a pressure ulcer then it could get worse, infection, sepsis (life-threatening condition caused by
the body's extreme response to an infection), and would depend on the nature and extent of the
wound. The DON said if redness was documented regarding skin assessment, then it could mean
excoriation or skin color and it would tell them there was some kind of skin impairment. The DON said
the effect it could have on the resident if a bruise was getting larger but not documented would
depend on which stage the bruise was as it starts off as red and goes to purple and would depend on
where they are at in the healing process. During interview on 4/28/26 at 1:01 p.m., the Administrator
said they changed computer charting systems recently with their company change and have had to
add onto the electronic medical record system and tell them there were features that they need so as
they go along they were having to add on new features that they need and this was probably one of
the features they need and they just need to educate the nursing staff regarding the new features and
programs. Record Review of facility's policy Skin Management dated June 2022 revealed Residents
receive care to aid in the prevention or worsening of wounds and/or pressure ulcers. Individuals at
risk for skin compromise are identified, assessed and provided treatment to promote healing, prevent
infection, and prevent new pressure injuries from developing. Ongoing monitoring and evaluation are
provided for optimal resident outcomes.
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