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Based on the comprehensive assessment of a
resident, the facifity must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observations, interviews, and record
review, the facility failed to provide services to
promote the healing of pressure ulcers by not
doing weekly skin assessments that included
staging and wound measurements for2of4
residents, {Residents 4, and 2) reviewed for
pressure ulcers.

Findings included:

1. Resident #4 was admitted to the facility on
12/16/08 and had diagnoses that included
dementia, failure to thrive, urinary tract infection
and depression.

The quarterly Minimun Data Set (MDS) dated
6/13/13 revealed the resident had an indweliing
urinary catheter, was totally dependent for bed
mobility, transfer, personal hygiene, was always
incontinent of bowe!, had one Stage 3 unhealed
pressure ulcer, There was no measurement of
the wound on the assessment.

The care plan updated on 8/21/13 revealed a
potentiaf for skin breakdown - Stage 2 - left
buttack fold. Interventions included body audits
weekly and notify physician of any changes in
status or sI?"n breakdown.

measurements updated with correct measuring

raol and correct units, centimeters, Staging

completed by RN Care Managers. Care Plan and

MDS updated. Treatment Nurse and or Care

ITﬂanagers will docurment weekly skin assessments,
wound measurements, characteristics, and staging

or accuracy and consistency via the weekly skin
hssessment form. Treatment nurse will notify RN

C-are Managers with any changes tn staging, skin, and

br wound characteristics. Hospice Provider educated on
pollcy, accurate staging and measurement process and
documentation on 8/22/13. Facility skin prevention and
treatment policy and wound protocol revised and
iL’lp!emented for consistency and monitoring progress

of wounds by Treatment Nurse andfor Care Managers.

-

he policy and protocal was approved by the Clinical
Jtuality Committee and the Medicat Executive Committee

on 8/17/13.
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The Weekly Skin Assessment Sheets and nurse ’
s notes were reviewad for 4/14/13 - 8/1113 and
revealed the following:

The week of 4/14/13 there was no staging and no
measurement of the wound.

The week of 4/21/13 there was no staging and no
measurement of the wound.

The week of 4/28/13 there was no staging and no
measurement of the wound. The assessment
stated, " Sacral wound [treatment continued]. "
The week of 5/5/13 there was no staging of the
wound.

The week of 5/12/13 there was no staging of the
wound.

The week of 5/19/13 there was no staging and no
measurement of the wound. The assessmeni
dated 5/21/13 indicated the resident had no skin
impairment.

The week of 5/26/13 there was no staging and no
measurement of the wound. The assessment
dated 5/26/13 stated, " Sacral wound continue. "
The week of 6/2/13 there was no staging and no
measurement of the wound. The assessment
dated 6/4/13 indicated the resident had no skin
impairment.

The week of 6/9/13 there was no staging and no
measurement of the wound. The assessment
dated 6/11/13 stated, " Sacral wound [treatment
continue]. ™

The week of 6/16/13 there was no staging of the
wound.

The week of 6/23/13 there was no staging and no
measurement of the wound.

The week of 6/30/13 there was no staging and no
measurement of the wound.

The waek of 7/7/13 there was no staging and no
measuremant of the wound.

The week of 7/14/13 there was no staging of the
wound. The nurse * s note dated 7117/13 stated, "

with proper staging and measurements completed by

RN Care Managers. Care Plans and MDS were updated as

equired. Treatment Nurse and or Care Managers will

continue weekly skin assessments and wound

measurements. Care Managers will ensure weekly

skin assessments are completed per polley.

Documentation will be reviewed by DON

monthly.

3. All staff and Physictans will be educated on revised

policy, new wound protoco! and impertance of

accuracy of measurements, staging, and consistency

of documentation by 8/29/13. Initial skin

assessment and or new wounds will be assessed by RN

Care Managers. All Skin assessment Forms and protoco
is part of the Treatment Admiristration Record.
Treatmant Cart was supplied with products to follow
Wound Protocol and with appropriate wound

measurement tools on 8/6/13.
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Sacral wound 12 x 10."

The week of 7/21/13 there was no staging and no
measurement of the wound.

The week of 7/28/13 there was no staging of the
woumnd. The nurse ' s note dated 7/31/13 stated, "
Wound 4 x 15"

The treatment order dated 7/25/13 indicaled
cleanse sacral wound with cleanser, pat dry,
apply hydrogel wafer then transparent film,
changed every 5 days or soil or wet.

An observation was made on 7/31/13 at 12:10 pm
of wound care for Resident #4 ' s Stage 3 sacral
wound being provided by the hospice nurse. She
did not use a measuring tool or state the stage of
the wound during the treatment and stated to
Nurse #2, " Her wound is ona and a half by four.
During an interview on 7/31/13 at 5:20 pm Nurse
#2 indicated the hospice nurse had visually
measured the resident ' s wound and that wounds
should be measured with a measuring tool and
reported in centimeters.

The Chief Nursing Officer {CNO) was interviewed
on 8/1/13 at 8:45 am and stated, " Skin
assessments should be head to foe, turning
residents and looking at everything. We do not
have a wound cart with supplies, but that is
something we are working on. We are looking at
having [one assigned nurse} do all the wound
assessments. Right now, different siaff members
are doing skin assessments, depending on their
assignments. " She indicated that all wounds
should be staged and measured with a
measuring tool, not by sight alone, fo ensure
censistency and accuracy with measurements.
She further indicated wounds should always be
measured in cenlimeters per the Skin Impairment
Prevention and Treatment Policy dated 10/2002.
During an interview with Nurse #3 on 8/1/13 at

4, Monitoring of 100% of skin assessments will be

completed weekly and findings discussed in the
Interdisciplinary meetings. Care Plans and MDS
will be revised to reflect needs of the Residents. Results
will be presented to the ECU QA Committee monthly
and the Clinical Quality Committee monthly, The wound
protocol and the Skin Prevention and Treatment Policy
will be part of orientation and annuat tralning.
5. Compliance with all skin assessments and updated

documentation will be compteted by August 29, 2013

1, Resident #2 skin assessment, measurements, and
staging has been completed by the RN Care
Manager. The Care plan and MDS have also been
updated. Treatment Nurse and or Care Managers will
continue weekly skin assessments and wound

measurements via the weekly skin assessment form.

Treatment nurse will notify RN Care Managers with apy
changes in skin and wound characteristics. The Skin

Prevention and Treatment Policy will be followed an
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10:25 am she indicated she does waekly
skinfwound assessments and that documentation
is done either on the skin sheets orinnurse's
notes. She also indicated there was not a system
to monitor the increase or decrease in wound
size, and that each nurse would have to ook
several places if she wanted to know the fast
wound measurement.

2. Resident #2 was originally admitted to the
facility on 10/7/11 and most recently readmitted
on 7/15/13. She had diagnoses that included
Rheumatoid arthritis, osteoporsis, history of falls,
depression, urinary tract infection, and dementia.
The quarterly Minimun Data Set (MDS) dated
5/3/13 revealed the resident was severely
cognitively impaired based on staff interview, was
at risk for pressure ulcers, did nof have any
pressure uicers, did not participate in the
assessment, was totally dependent for bad
mobility, transfer, eating, and personal hygiene.
The care plan most recently updated on 4/25/13
stated, " Resident at risk for skin breakdown or
pressure ulcers refated to decreased mobility. No
skin breakdown at this time. "

The Weekly Skin Assessment Shests and nurse ’
s notes were reviewed for 5/26/13 - 8/1/13 and
revealed the following:

The nurse ' § note dated 5/26/13 indicated a skin
tear to the left elbow.

The Weekly Skin Assessment Sheet dated 6/6/13
indicated & " skin tear™ to the left elbow.

The Weekly Skin Assessment Sheet dated
6/13/13 indicated a " skin tear " to the left elbow.
The nurse * s note dated 6/21/13 indicated
Resident #2 had a, "left elbow skintear2x 1. "
The Weekly Skin Assessment Sheet dated
6/27/13 stated, " Open sore draining yeliow " to
the left elbow.

The Weekly Skin Assessment Sheet dated 7/7/13

2. All Residents have updated and accurate skin

assessments with proper staging and measurement

updated as required. Treatment Nurse and or Care

Managers will continue weekly skin assessments an

measurements and staging. Care Managers wili ha

have responsibility to ensure weekly skin assessme

are completed per policy, Pocumentation

will be revlewed by the DON monthly.

3. All staff and physicians will be educated on the
revised policy, new skin protocol, and the

, Importance of accuracy of measurements, staging

and documentation consistency by 8/29/13. Initia

and staged, and measured by RN Care Managers.

All skin assessments forms and protocols are part ¢

Cart was supplied with products to folfow Skin
Care Protocol and appropriate wound measureme

Tools on 8/6/13.

completed by RN Care Managers. Care Plans and MDS

]

[

1153

skin assessments and or new wounds will be assessed

—

the Treatment Administration Record. The Treatment

r
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stated, " Open area to {left] elbow. "

The physician order dated 7/17/13 stated " clean
left elbow with normal saline, pat dry, pack lightly
with calcium alginate silver. Cover with
nonadherent dressing [daily] and [as needed]. "
The nurse ' s note dated 7/17/13 indicated
Resident#2 had a "5x 3" wound to the left
elbow.

During an interview with Nurse #2 on 7/31/13 at
11:30 am she indicated Resident #2 had a
pressure ulcer on her left elbow and received
daily wound care for the ulcer.

During an interview on 8/1/13 at 12:44 pm Nurse
#1 stated the wound on Resident #2 ' s left elbow,
" Started out as a skin fear, became inflamed,
and is now a pressure sore. "

There was no staging of the resident ' s wound
noted in her record.

4 .Monitoring of 100% of skin assessments will

completed weekly and discussed with the
Interdisciplinary meetings. Care Plans and MDS

Will be revised to reflect needs of the resident.

Results will be presented to The ECU QA Commitiee
and Clinical Quality Committee monthly, Skin Cqre
Protocol and the Skin Prevention and Treatmeant
Policy will be part of orientation and annual
Training
5. Compliance with all skin assessments and
wound staging and measurement documentation

wilt be completed by August 29, 2013,
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