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Based on the comprehensive assessment of a re ion #o -+f thi
rasident, the faoility must ensure that & resldent ;as%%r::g a,ﬁ‘d ‘f,,g’r‘,"’:;“,jgmtfgf
who enters the facility without prassure sores doas not congtitute an admission
does not develop pressure sores unless the : or agreement by the provider of the
individual's olinioal condition demonstrates that truth of the facts elleged or
they were unavoidable; and o resident having conclusions et forth in the stetement
pressure sores receives nacassary Heaiment snd of deficiencies, The plan of
sarvices to promote healing, prevent infection and correction Is prepared andfor executed
prevent new sores from devsloping. : solely because It Is required by the
. ;.goﬂs[ons of Federal and State law, For
Ihis REQUIREMENT i8 not met as evidenced ;a:iﬁt;riﬂqr?c?? ir? ngt?rl:i%?ﬂcg?nﬂ?;ﬂg
¥ wi
Based on observaticn, staff interview, and p;2|i?€;t€§:-,':1?: ‘mﬁﬁfg’énd plan of
medical record review, the facility falled te have correction constitutes the faciity's
an effective system in place to prevent, identify, allegation of complisnce in acodrdance
monltor, and provide treatmant related to with saction 42 G.F.R. Par 488.18 and
prassure sores, This fallura rasulted in avoidable goction 7317A of the State Operations
harm for three (#1, #4, #5) of eight sample Manual
residents who wera assessed at risk for pressure )
sores. The findings were:
1, Review of the admission face sheet for
resident #5 showed s/he was admitted to the
nursing facility on 1/9/09, Review of the 1/9/09
nursing admissioh assessment showed the
reaident had no prassure ulcers and hia/hir risk
for skin breakdown was modarate, The following
concems were [dentifiod:
a. Review of the 2/15/09 timed at.6 AM
nursing notes revealad there was an open area
on the coceyx which measured § centimeter (cm)
by & cm. Review of the 2/15/09 timed at 8:45 AM
nursing notes showed the coscyx was blistered
and when the DuoDerm dressing was removed,
the prossure sare was oozing fluid and
measurements had increased In slze from 5 cm
by & em to 5.5 cm by 7 cm. Review of the 3/17/09
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Ay daficlency statament anding with an asterisk (*) dewbtes a deficlenay which the institution may b excused from correcting providing i%s defermined that
other safeguards provide sufficlent protection to the patients, (See instructions,) Excspt for nureing homes, the findings stated above are disclosable 80 days
followlng the date of survey whalher of not a plan of coraction ls pravided, Far nursing homes, the above findings and plavs of corection ate disclosable 14
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 wound. According to a sscond 3/20/09 physlsian's

physician fax telephone arder revealad the cocoyx
pressure sore had worsened to & staga |V wound

with ane-half inch tunneling around the edges and

& Wwound vac was required. Review of the 3/20/09
physiclan visit notes revealed the coccyx wound
wag "toxic" and had worsenad from stage Il to
stage IV. On 3/20/009, according to the nursing
notes, the resident was transfarrad to the
emergency room for debridement of the coceyx

telephone order the resldant required admiasion
to the hospltal for debridement of the wound.

b. Review of the February 2009 medication
administration record revesled thers were
phyeician ordefs dated 2/23/09 for Mepiplax and
dressing changes as needed to the sacral area
and heel. Review of the 3/1/08, untimed, nursing
netes showed staff was unable to locate Mepiplex
g0 they used another dressing on the cotcyx
instead. In addition, review of the 2/28/09 nursing
notes timed at 7 AM showed the heel wound
dressing was saturated with drainage and needed
to be changed. Further review of the notes
showad the dressing on the heel was changed
but "unable ta find what [dressing] was on it so
put @ Aquacue? Abd [abdominal] pad" and
covered it with a Tegaderm dressing.

¢. Review of the 1/20/09 care plan revesaled
an intervention for pressure relieving devices to
the bad. However, review of the 3/17/09, untimed,
nursing notes revealed an alr mattress was
placead in the room for a stage (1, stage I, and
stage IV wound on the coccyx 31 daye aftar the
wound was identified and 56 days after it was
written as a prevantive intarvention on the care
plan, During an interview with licensed practical
nurse (LPN) #1, who helped care far this resident,
on 6/10/09 at 2:45 PM, she stated she was
unsyre why the air mattress was not placed on

AN pesidents have hed
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'ﬁ‘\ Resident #5 has beer;
didcharged.

2. Resldent #4 has baen
discharged.

3. Resitlent 1 currgntiv has

a decubltus.ulcer.on his.” :
bilateral heels. They are.
haaling. The right hee|
measures 1.5 X2 ¢m, The feft
heel measures 1.5X 2.2 em.
They are being treated per
our wound protocol with
supporting orders from.the
physician, B

The nursing staff has been
inserviced related to wound
preventlon, wolnd

treatment, wound CL
assessment and staging, .
measurerment and accurate .
documentatlon. .

Sk assessent s g 18 cutitab,
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the resident's bed on 4/20/09 when pressure
sores ware first identified as a potential problem
and added as an intervention on the resident's
care plan,

d. In addition to the above noted pressure
sore on the coooyx and heel, the regident also
teveloped the following pressure sores atter
admission to the facliity: Review of the 2/16/09
nursing notes timed at 8 AM ravealed there were

| QU reddened areas an the laft foot/ankle. Review|

of the 2/15/09 nursing notes timed at 9:45 AM
revedled there was a 6 am by 8 ¢m bllster on the
Hght heel and & 1 cm by 2 om sore on the right
side of the resident's mid back area. Thers were
also two sares on the left foot with the front sore
measuring 1 ¢m by 2 cm and the middle sore
measuring 1 em by 1 om, the heel sore was 1.2
om by 2.5 cm and the ankle was 1 ¢m by 1.5 cm.

AM revealed there was a new reddenad area

approximately 0,25 ¢m on the rght second toe
and a 0.5 em reddanad area on top of the third
right toa.

e. Review of the death cerlificate fssued on
§/15/09 showed severe decubltus ulcers was g
significant condition for this resident ang were
noted to he an underlying cause of death.

2. Review of the 1/8/00 admission physiclan's
orders for resldent #4 revealed s/he had a

1/9/09 admission nursing assessment revealed
the resident had no pressure eores upon
admission. Further revisw of this document
révesled the resldent was at moderate tisk for
skin breakdown. Review of the 1/27/09 nursing
notes for the 6 PM ta 6 AM shift revealad the
physidian removed the resident's long leg cast
and applied a posterior splint, which was held In

Review of the 2/18/09 nursing notes timed at 8:30

diagnosis of a fractured right femur, Review of the

Fata|. . . . - e
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A wound and treatment

nurse has baen hired. This © |
nurse Is responsible f6F dajfy " -
assessment.of alf wounds. . -
This nurse will also perform .
weekly skin rounds on all
residents,

Treatment for wounds will

be determined by~ ||
callaboration with the ... -, .,
resident’s physician, the ",
medical director and our’
wound protocols.’ Physiclan
orders will ke obtained prior

to beginning wound

treatment unless the

physlclan has accepted our .
standardized mgwj‘d}p@cggynl o
as the preferred tredtment,”. '+
for identified wounds, - *

Weekly skin rounds will be
documented in the resident
chart and on a log kept by
the wound and treatment, -
nurse. .o e L

' . :"'. 1'.‘..‘:!_\. '-'-F"'ll-,._:'.”;..,.':
Daily wound ia;éess'meﬁi::wfll_' P
be keptin the treatment
record until the. wound is
healed theh will be placed In

— |
Teleghone oiders will be seh
to f\{\-\n“ o Py SiLERS dammel, of
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place with an ace bandage. Review of the
1/27/09 physiclan orders documented that the
splint could be removed for bathing and hyglene,
The following concems were idenified:

8, Review of the notes from a 2/4/09
physisian's visit revealsd there was a sore on the
top of the resident's right foot, Review of the
2110/09 nursing notes for the 6 PM to 6 AM shift
revealad there was a dry open area on top of the
g, a dry opan area.ontop of the

the resident chért. _

b
The phvsiqihrv'\:\;ﬂ] bélkg: !{'h o -
infotmad of the progress bf -
the wound on a weekly
summary note, A copy of:

this note will be placed in the

right foot, a dry open arsa on the lateral right
ankle, and a one-half dollar size ulcer with black
eschar on the right heel. Review of the day shift
nursing notes revealed the physicizn was not
notifisd of the open areas untll 2/14/00 (four days
after the aforementioned pressurs sores, ware
identified). Review of the 2/14/08 fax telephone
orders fimed at 2 PM ravealed & nursing note
advising the phyaician that the posterior splint
would riot stay in posttion and was causing
pressure aress on the hesl and ankle. This fax
also noted the physiclan ordered sheepskin for
the right heel, a long leg khee immobllizer, which
could be removed for hathing and hygrene (to
replace the posterior splint to the right leg), and a
physical therapy (PT) consultation regarding the
foot wounds, Review of the PT assessment
performed on 2/18/09 (four days after it was
ordetad and elght days after the soras were
identffled), revealed there were four wounds an
the right foot and a fifth uleer on the right hael.
The foot wounds were describad as follows:
waund #1 measured 2.4 om by 1.6 om, wound #2
measured 1.8 cm by 1.1 om, wound #3 measured
1 emin dimmeter (anterior to lateral malleoius),
and wound #4 measured 0.8 om in diameter
posterior to the lateral malleolus. The pressure
ulcer on the: heel measured 4,1 om by 3.5 cm.
Raview of the 2/18/09 physiclan's record of visit

rasident chart. '

The MDS Codrdinatorifi- - -, -
complete alladmissions, All * B
skin assessments wili be -
completed within 24 hours of
agmission, These

assessments will be placed in -
the resident chart witha + -
copy 1o the MQUI‘I’di;hdﬁ“*“ L -
treatment nura for.follow . -, ~

| upasneeded andasa. "
baseline assessment for

weekly skin rounds,

5 \atek:
Al Smmpi)aﬁt& ¥3:

bath aides wiil be diractedto,
the wound ahﬂ treatment '
nurse. She intgrn will . ..
review the assessment and
determine Jf there areqny ;-
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hotes revealad the posterior splint was removed : J
due to skin breakdownh, - o =
b. Review of the 3/12/09, untimed, nursing araas of cohgern, Agy CeT
notes revealed there was a newly identified s ideitifsd il e Es: . - o
Unopened bllster noted to the back side of the wounds 'd-.'!qtli.'ﬁ?d Wj." ﬂ?ﬁn T
right knee. Review of the 3/12/09 physician's he assessed by the wound
progress note revealed there was a new pressure " nurse. The wound nurse will
sore an the lateral distal femur ares, deserlbed gs v
an open biisier by the nursing staff: "This new then determine what, if any,
. pressure sore Is probably due to Improper ... . o treatment s indicated-and
placemsnt of the knee Immobilizer, Thera is also seek appropriate orders.
8 new pressure sore uhder the most proximal o L
strap of the right drop-foot splint, which will have e il
0 be monttored better to pravent a full thickness Al I[cens't-aglj_ .n%_r's_n‘\g étai’wﬂ! o
decubitus,” be inserviced relatedto", "' ;
¢. Review of the 3/25/08, untimed, nursing wound assessment, .
notes revealed there was scant weeping from the ' ‘
area near the back of the right knee and the area traatment by tha wound and
was black, Review of the 3/26/08 physidlan's visit treatment nurse to lnsurel
notes revealed there were two new pressure continulty of care by July Jeg
sores; there was fresh hleeding at the proximal 2009 7/
heel eschar site that was noted to be "(painful)” ’ I IR
and there was a 5 cm by 10 cm eschar mid-leg s e T el -
(posterior/leteral) in assoclation with the proximal The DON/ JE;",TB!’IEE, ’thé'MDﬁ S
lateral margin shell of thﬁ grap—foot splint, coordinator/Medicare nurse; .
d. Interview with LPN #1 on 6/10/00 at 2:45 O
PM ravealed she was unsure why the physiclan the woun‘cl'/ trgaltment nu‘rs?
was nof notified until four days after the initial and the dietary mahager will
gores were identified, Inferview on 6/19/09 at 2 meet weekly to evaluate _
PM with RN #1 revealed this resident was T o
fraquently non-compllant with care Raview of the skin issues ?‘“d't"e?tm?n}% ,
1/23/08 care plan identlfied altered mental status, T e
mood, and hehaviors as a potential problems. All currentiwguing PEPOLLST. .
However, there were no Interventions identified will be presented each day af .
regarding how to pravide appropriate care and morning brisene’ . .
monitoring of pressure sores during the resident's gorienng.- .
difficult behaviors. '
3, Review of the 10/8/08 anrual Minimum Deta
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Set (MD8) assessmant for resident #1 revealed i qe o
s/he was totally depandent on staff for alt cares. Thg DON]c!esigpaewu]lw R
Review of the medical record fase sheet showed perform randdri audits bt 7
the resident was a patient indthe hespital frotm wound/treatment records
4{12/09 through 4/17/09, and, acsording to the :
4117/09 re-admisslon nurslng assessment, the rnd skin assessment. The
resident had one pressure ulcer on the left heel, results of these will be
one on the right heel, and one on the cocayx. The | presented at monthly QA
following concerns were identified: . - ,
a. Review of the 4/17/08 adission nursing meetings.
assessment showed the comprehenalve pressure ' R
sore risk assessment was Incomplste, the ' ™ july 3,2000

wouhds wers not staged or measured, and o
spacific treatments were identified. Review of the
AMTI09 admission physleian's orders revesled
thera were no orders o address pressure sores,
and pressure sores were not identified as a
diagnosis, The nursing notes documentad that
the prassure sores wera not agaln addressiad
until 4/22/08 {five days tater) and were still not
staged or measured, (n addition, the cosoyx
redness noted on the 4/17/09 re-admission
nursing assessment was net addressed again.

b. Raview of the nursing fax communication
and subseguent physiclan orders showed the
physiclan had not been notified about the
pressure sores untll 4/27/09 (tan days after the
sores were ldentified). According ta the record
this notification was at the family's request,

6. Raview of the weekly pressure ulcer
progress report revesled on 5/28/09 the right heel
pressure sore measured 3 am by 3 em, was black
and had a scant odor. The left heel measured 2.6
em by 2.6 om and was black. Review of the
8/5/09 weekly presaure uicer progress repor
revealed that on 6/5/09 the right hesl presaurs
gore had increased in slze to 8 om hy 8 om, and
had black eschar, The left heal also had
increased to & em by 3 em. During an interview

FORM CMB-2867(02-09) Pravisus Versions Obsolels Event ID{SVNN11 Fachity 1D: WYD003 If continuation shest Page 6 of 9
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on 6/10/09 at 3:50 PM the director of nursing,
who was a member of the wound team, stated
tioth of these wotinds had enlarged i size, and
the resident's verall condition had declined.
F 520 | 483.75(0)(1) QUALITY ASSESSMENT AND F 520 :
§8=H | ASSURANCE et me e e e LT
F520 - ,‘-_ W -’-';" ‘ ' "A\e i 1'fj W
A facllity must maintaln 3 quallty assessment and 483.75(c)(1) D-UAUTY
agsurance camitise consisting of the director of ASSESSMENT AND
nureing services; a physician designated by the ASSURANCE

facitity; and at least 3 other members of the
faclity's staff.

The quallty assesement and assurance
comrhittes meets at jeast quartery to identify
issues with respeot to which quality assessment
and asaurance activities are necessary; and
develops and implements appropriate plans of
action to correct identifled quality defislencies.

A State or the Secretary may not require
thisciosure of the records of such committes
sxcept insofar as such disclosure is related to the
compliance of such gommittes with the
requirements of this seotion,

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basls for sanctions.

This REQUIREMENT s not met as evidenced
by:

Based on staff interview, madicel record review,
and review of facility documants, the facility failed
to ensure the quality assurance parformance
improvement (QAPI) program was effective in
preventing the development of prassute sores ih

1.Resident #5 has been.
dlscharged

DR ‘”' o .
2. Remdent#’# has beé.n‘r"? _r *
discharged T SO

3 Resndent #1 is current!y ;]
rasident at TRCC and though
still has decubitus ulcers they. .
have significantly decreased
In size, (See 314; IBJ-_, i

Monthly QA Meetlng il ff‘:
include a complete report
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the facllity for three (#1, #4, #5) of efght sample
residents who had pressure sofes, The findings
weara:

1. Review of the admission face sheet for
resident #5 showed s/he was adimitted to the
nursing facility on 1/8/08. Review of the 1/8/09
nursing admission assessment showed the
resident had no pressure ulcers and his/her risk
for skin breakdown was moderate. Refer to F314
for specific information regarding staff fallure to
prevent the development of avoidable pressures
sores.

2. Review of the 1/9/09 admission physisian
orders for resident #4 revealed s/he had a
diagnosis of fractured right femur, Review of the
1/9/09 admission nursing assessment revealed
the resldent had no pressure sores upon
edmission, Further review of this document
reveaied the resident was a moderate rigk for skin
breakdawn, Refer to F314 for specific information
regarding staff fallure to pravent the development
of avoidable pressures sores.

3. Review of the 10/6/08 annual Minimum Damm
Set (MD3) asgessment for resident #1 revesled
s/he was totally depandent on staff for all cares.
Review of the medical record face sheet showed
the resident was a patiant In the hospital from
4112/09 through 4/17/09, and, aepording 1o the
A117/09 re-admission nursing assessent the
resident had one pressure ulcer on the laft hael,
one on the right heel, and one on the coccyx.
Refer to 7314 for specific detalls regarding staff
failure to adequately asaess and monitor pressure
sores which resultad in an increase in size and
condition of pressure sores.
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committee will be créatad to-
participate In the assessment
and improvement of the
wound program. This
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wound team until the _ .
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will alsb provide reports to
the monthly QA meeting for
3 months or untli thera is a
decline in scope and severity
of wound/skin problems,
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assessment complated, The
result of this assessment will
be provided to the physiclan

with recommendations for." .
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and/or vitamin supplements,
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4. Interview with the diractor of nursing (DON)
and administrator on 6/10/09 =i 3:60 PM revaaled
pressure sore menitoring was ingluded in the
morning stand-up mesatings as wall as in the
QAP program. The DON firther stated the
wound team petformed weekly rounds to a
partion of residents, She further stated a skin
assessmeant was ohly performed If the team
thought a resident might have a pressure sore
and no skin measurements, staging, or wound
team recommendations were completed; only a
notation whether of not the ragident had a
pressure sore was noted. There was no evidencs
the QAPI program developed an agtion plan to
address pressure gore pravention or worsening.
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