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. A tomplaint aufvey was conductad by Healthcare PREVENT/ PRESSURE ULCERS
Licansing and Surveys on 8/31/16. The survay y : . .
i It is the practice of the facility to strive to
was pmmptﬁd hy complaint intake ensure that based on comprehensive -
¥ T #wvo . ; AdT
4 assessment of a resident, that a regident
¢ ,‘ Tha following common abbraviations are ysed who enters the facility without a pressure (
i) throughout the dooument: , sore does not develop pressure sores unless
{h the resident’s clinical condition ‘
i Y ‘ gga' . gm::%:?sﬁga demonstrates that they were unavoidable;
i AN = .
: ! LPN - Lloensed Practical Nurge and .ales{dem having pressure sores . ]
i 'MDS - Mihimum Dats Set receives necessary treatment and services Y
il RN- Reglstered Nurse to promiote healing, prevent infection and W
i };5,' SBAR-  Siuation Background Assassment prevent new pressure sores from “
g( o Recommigndation developing.
sh i
B + | Less commenly used abbreviations will be m
W anﬁétmud In ®ach deficiency, ' CORRECTIVE ACTION A
Ul F 314 | 483.25(c) TREATMENT/SVCS TO F 314 |
i 98=0 PREVENT MMEAL PRESSURE SORES Resident #1 was discharged from the
ap fucility on 9/3/2016.
P Based on the comprehenelve assassment of a ey b
Yy regident, the facliity must ensure that a resident
ap, :'Vho enters the facllity without pressiire sorés
o 088 not develop presslre sores unless the TIF!
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. T ‘ Evaluation and documentation will be
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(‘L‘ . ¥ iad on mwauon medical record review, care plan revised as needed.
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.| hypertenslon, renal insufliciency, non-Alzheimers

| Bsove tie oocoyx. Review.of the 8/8/18 Weekly

residents with pressure ulcers received trastment

1

and garvices to prisvent wound deciine for 1 of 3

sample reaklents (#1) with wounds. This failurs
resultad In &btual hanm to resident #1. The

findinge were:

Review of the 7/10/16 admission MDS
aspagsimant shtwed residant #1 was admilttad to
the ficliity with diagiiossis thet included
dementla, ‘did chronic obstructive puirfioftary
disase, The residant required the extansive
aselifshce of two 8rsons for activities of dally
iivihg uch da bed ; transférs, dressing,
toliet use, and personal hygiéne, antd was st riak
for pragaure ylcers. The resident was slways
Iﬂgﬂhﬂnﬁht-oﬁm&} bowsl and bhidder, Réview 6f
tié 2/3/1€ Nursing Admisston Data Coltestion
fon showed the resldent did not have any
pressiire uicers. Raviaw of the' 8/8/16 Head to
Tod Skin Check showed the resident did not Hiave

ldanﬁﬂgd;
&. Review of the madical record showed no
g:;;:l Bto tow skin checke were complatad after

b, Raview of the 6/8/16 SEAR
Communication Form and Progresa Nota showed
the resident had an abrasion ta the saprum just

Non-pressure Condftion Récord showed the
resident had an abraslon to the sacrum that
maa:uaed 8 ing?en by 4 inches. '

. Review of the progress note dated 8/11/16
el timed it 3:08 PM showed “Resldent along
with [histher] tight buttocics shearingfblater
wound aiag fus some bilster wounds are (sko)
[hig/er) iowst back. All walinds have red wound

any pressure uksers. The following concems wre |

beds. | it botlis wouind dows have sorme

SYSTEMIC CHANGES

1

The licensed nursing staff will be educated
on skin management policies, including
weekly head to toe evaluation, weekly
wound evaluation and documentation on
weekly pressure ulcer record and weekly
non pressure ulcer record, documentation
of skin concerns on daily skilled charting
form, obtaining physician orders, by the
Director of Nursing or designee by the date

of compliance. R

EV‘CM e Ay
Nursing staffAvill be educated on
prevention of pressure ulcers and reporting
of new changes in skin condition and
reporting of changes in wound or need for

or desighee by the date of compliance.

During morning clinical meeting the
facility will continue to review the PCC
dashboard, 24 hour report for any changes
in skin condition, any new wound

checks for timely completion and new
admissions for any skin concerns.
Corrective actions will be taken as needed
for any identified concerns.

The Director of Nursing or designee will
review new admissions and residents with
significant change of condition for

update preventative measures on care plan

dressing change by the Director of Nursing A

treatment orders, assigned head to toes skin|

potential for skin breakdown and initiate / |
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| rexdiblack araas, Wounds were cleansed and g

discoloration to the wound bed such as dark

amall armount of akin bartier cresim was applied to
the open dréas. Resident ia going to lay In bed
afer magls dnd will ba tumeéd every 2 hibure.”

' d. Review of the Nursing Dally Skillad
Charting form for 8/12/16 showed the resident
had no'skin lssues, and no chenges in skin
Integrity. Review of the Nursing Dally Skilled
Charting forms for 8/13/16 through /1818
ehowsd the same.

e. Review of the medical record showed no
other assessmelit of the rght buttock wound
‘befwadh 8/11118 and B/19/16.

f. Review of the Nursing Dally Skilied
Charting farm for 88/16, timed &t 10:30 AM,
showed the résidant had dehlsced (re-opened)
surgicel wounda, but the form made no mention
of skin braakdowh on the resident's lower back or
buttooks. The fédrmn furthr noted the resident was
to go to the wound clinlc later that day.

9. Review of the progress note dated 8/18/116
and Ymed at 10:48 AM revealed "...Resident gees
to wound care ciinlc today, Wound care ciinic was
talled to get report on residant's areas of
concéma. They ware informed of open blisters on
fower back and right buttocks, and bi-Istaral ankle
inclslong dehlieting dus to lowar extramity adem.
They will avaluate the araas of concerns and
provide a treatment plan.”

h. Review of wound elinic documentation
datad 8/19/16 and timed 1 PM shawed the
resident's right bultock wound measured 0.6
Inches by 5.7 Inches. The wound site was
desatibsd ae "Dry bieck eechar; Molst yallow
glough; Adherent yeliow slough,” The wound
ciinle also described a suspected deep tissue
injury on the resldent's right heet that measured
0.6 Inchas by 1.3 inghes, and a suspectad doap

* also comnplete 2 random obsetvation rounds
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The Dirvclor of Nurging or designee will
continue to conduct wound rounds weekly
and review / complate wound evaluation;
docurnentation and review and update care
plan as needed, A designated nurse will
assist with wound rounds weekly for
consistency and will complete rounds in
absence of Director of Nursing for
consistency. - |

The Director of Nursing or designee will
audit current wounds weekly for 3 months.
The audit will include evaluation and
measurement of wound and documentation
on weekly pressure ulcer and non-pressure
uleer forms and daily skilled charting form,
apipropriate Lreatment orders/documentation
of treatments and care plan {nterventions,
and completion of head to toe skin checks.
Corrective actions will be taken as needed.

The Director of Nursing or designee will

per week on 6 residents 1o check dressings
and adherence to wound interventions per
care plan.

MONITORING

The Director of Nursing or designee will
track and trend the wound audits monthly
for any trends / patterns for 3 months. The
audit results will be reported to the Quality

Assurance Performance Improvement .
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, .'% g ﬁcﬁ"m;f:nm thpaégr:ali{anrs Ioft heel that ' Fa% Commitiee (QAFI). The QAFPI Comniittee, i
ﬁLn measuted 1.5 Inghes by 1.5 Inches. Further will evaluate the effectiveness of the. plan * -

5 f raview of the resideit’s medioal recard showed based on trends identified and implement

i neither héel wound was noted- priorto thé , additional interventions as needed to ensure

S residentis vigit (b thé wound clinic. : continued compliance monthly for 3

'[r: 4f ; L Observation on 8/31/18 at 2:01 PM showed months and then reassess the need fqr

é]; g’:’m?&gh'%:s .f‘l"tbl m w&ﬁgﬁwﬁ? continued monitoring based on compliance.

i left bikte, and the drisasin on the residént's right _— ‘

of butkhck wasvisugllzed. Thi drssing was ' 4 P
i complately setudted with brown-Golored liguid. . o

Thé dbgorbant gid berieath thé resident wes alss - s
sitiratadwith brewn-oolaréd I4id. The ) ab
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: . W‘mp’aﬂ wae changed, and the resident :
| paslisned. ' | = x
: . Interdiev With LPI #1.0f 8/31/16 ot 3:65 s
Q PM revedled she was the chare-nuraa for the C e
K residafit:and had cacelved no report the resident’s ‘ B I 4
i wournd dressihg was saturated, : B R
il -~ k./Obisérvation of a dressing change on B
1 8/31/{8.ab5:47 PM with RN'# and the DON ,
i shoiverfithe résidant's right buttock.wound was a , S
o large, fullthickness wound with tyntieling, oo
il Intrvigw with RN #1 and the DON at that time
it confirfjed CNAa should report to the nurse whan
A # dresaing v saturated. ,
1 L. Intefview with the DON and the reglona
" diteator of.ofinical sérvices on 8/31/16 at 7:45 PM ;
] revealsd tha facity did not, at that time, have a "
" dedicated &taif member to tvarsee and
gl coordinate wouhd assessments and services, It
i wais further confirmed ho head to toe akin
‘B assassmants had bean ‘ompléted on the
9 realdent after 8/8/18, and no assassment was
H4 made of tha resldant's right buttook wound
4 betwaen 8/1116 and 8/19/18 when the residant
il- wetit to the wound eifnic.
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