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F 314 | 483.26(c) PRESSURE SORES F 314
88=G Based on the comprehensive assessment
Based on the comprehensive assessment of a of a resident, the Tacillty will ensute that
resldent, the facity raust ensure that a resident a resident who enters the facility without
who enters the facllity without pressure sores pressurc sores does not develop pressure
does nat develop pressure sores unless the sarcs unless the individual’s clinicel
Individual's elinical condition demenstrates that condition demnonstratey that they were
they were unaveidable; and a resident having utiavoidable: and a resident having
pressuré sores receives necessary treatment and Pressure sores receives neoessary
services to promote healing, prevent infection and treatment and services promote healing,
prevent new sores from developing. prevent infection and prevent new sores
from devsloping,
This REQUIREMENT s not met as evidenced Resident #43 had a provsurc relioving
: . gel eushion added to her wheelohair and
Based on chservation, medical record review, 0 her reclingr on December 29, 2008.
and family and staff interviews, the facility falled to
provide traatment and services to promote The staff will observe the resident’s skin
healing and prevent the development of new, svery shift for signs and symptoms of
avoldable, pressure sores for ang (#43) of three presswre ulcers.
sample residents with pressure sores. The
findings werg; | Peri-vara is provided by staff each time
. the resident is toilcted using Comfort
According to the 12/17/08 significant change Sﬁ;}'jl b:nn‘;cl'r a?;[;it ;ﬁgm:x:ch
Minimum Data Set (MDS) assesement, residsnt shift and after each incontinent cpisode
#43 had a Stags i pressure sore and a history of and Baza oream as a preventative
pressure sores within the past 90 days, However, measure.
fhe only treatments Jisted were dressings and
medications to the area. Review of the carg plan, : ion of b
updated on 12/24/08, showed the resident had a ;Eﬁ’%ﬁgﬁiﬁﬁg:ﬁ%ﬁ o
Stage Il pressure soe on the butteck, which was Jarmuary 5, 2009 and indicated “only mild
to be covered with an Allevyn dregsing. The care e :
i : | very superficial abragion type area
plan also Inastructed staff to cbserve the resident's remaining. No nesd for PT wound core
skin every shift for slgns and symploms of Nursing b continue dressing changes )
pressure ulcers and to provide perineal care "at PRY until healed
least once each shift and aftsr each incontinent '
episode." A note on the care plan dated 12/24/08 . . ili
described the pressure sore area as "red but not ﬁﬁg&dﬁﬁ;ﬁﬁ;ﬂfﬁzxl:;.;‘lea;f::
open." The documantation alse noted that a '
“pressure relleving cushion has hesn ordered" for
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F 314 | Continued From page 1 F314 The care plan of Resident #43 has been
the resident's ragliner. npdated o reflect ourrent intervention JL)
Observation on 12/29/08 at 1 PM showed the urilized for teatment and prevention of  —~8+H5/89-
rasident was continant of bowel but nesded pregsure uleers,
assistance with perineal care. The resident was
alert and oriented when conversing with staff and Systemic changes:
the surveyor. Further obsarvation showed the
resldent had a dressing on the right buttock, A 1) Wound Care Committes has been
reddened area approximataly one centimeter catablished wud will meet moathly to
{(em) long by 0.8 cm wide was on the left buttock ensure (he eontinued monitoring of all
with 2 clreular open area approximately 0.2 ¢m In regidents with referrals to the appmpriate
diameter In the middle of the reddened tissus. physicisn sand/or cal Thera D
The surrounding skin was rough and flaky. During . a?ﬁ
the observation, certified nurse alde (CNA) #3 2) Dally skin dhedk sheet hay been
pravided perineal care and confirmed the area on implemented(to be signed by cuch CNA
the left buttock was open. On 12/29/08 at 1:16 and nurse on duty doring each 24 hour,, 0 W A
PM registerad nursa (RN) #5 abserved the wound penod ww"ffﬁ Atl Nao A my
on resident's buttocks and stated the open area W sl y oy
on the left buttock was not present when she iast 3)J§'atﬁ1d G mpIetele pec lon ofg ‘ﬁw &4
worked on 12/28/08. She slated she received no twice weekly dusing resident baths to :
information about it from the previous shift and ensurs a thorough inspection of each
had no idea how long It had been apen, The RN resident.
raported the open area on the right buftock was
healed on 12/26/08. The RN stated the open 4) Physica] Therapy and Restorative
wound on the left buttock looked as if It contained Cane working together to provide daily .
feces, overview of resident for all skincare W70 a-Lonlt
At 1:25 PM, RN #5 removed the dressing jasucs. J 7 -La Aot b Al et £
and cleansed the resident's cocoyx and butincks, ATLf A z " ‘ /‘Lt /
The gauze was slighfly vellowed when she 5) Additional pressure nehevmg devices
finished, After the slough tissue was removed, have besn ardered,
five saparate open areas, Ihcluding the original .
pressure sare, weie revealed. Three weré on the 6} Prewsnre relieving and position )
right buttock and two were on the left. They devioes will be mmntamad in stock, Tl
ranged in size from 0.2 cm to 1.3 cm In diamater, WMW‘*
with the original pressure sore measuring 0.8 em 7) Inventory and trackmg heotfins beerl /) 3{ )
after the pressure sores were cleansed and resident, < /
treated. The following concerns were identified: ¢£ s
showed the resident had two one-inch pleces of been initiated and implemented, ' tflﬂ fe.
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F 314 | Continued From page 2 F 314 9) Nurse to murse and CNA to CNA ;
foam tacked togethar and placed In the recliring reporting have been replaced with team
chair. A blua cushion coverad with a pillowcass reports with all shift staff participating to
and partially filled with aic wag In the whaelchair; increage commmunication completely to
howaver, it had deflated to the point that no ull team members,
praasure relief was provided. At that time RN #8
stated tha cushion was from restorative services, 10) All pressure relieving devices
but the foum had been provided by the family. At L. brought from the resident’s home will be
1.44 PM, restorative aide #11 stated the blue inspected by the wound cars mursing
cushion did not eome from the facllity: It had alse staff and only these devioey that are
been provided by the family. At 4115 PM that day, approved by the wotnd care toam may
the director of nursing (DON) conflrmed the foam be used,
in the recliner was not an acceptable pressurs
reducing device. The DON also verified the blue 11) All cere plans for each resident’s
cushion in the wheelchair was too deflated to care will inelode measures rejated to
provide pressure relief. On 12/30/08 at 10:32 AM, provent pressurg uloers formation,
a family member stated the family had provided 01/22/09

both cushions in an attempt to reduce pressure
on the sores while the resident was sitting. The
family member further stated the resident "hated"
1o lle down.

b. On 12/29/08 at 1:46 PM the MDS§
coordinator confirmed a "pressure relisving
cushion" was ordered two to three weeks prior but
had not yet amived. At 2:05 PM the coordinator
stated the facility replaced the blue cushion in tha
wheelchair with a pressure redusing ona, but she
had no ldea why i was not done sooner.

. Although the care plan instructed staff to
observe for signs and symptoms of pressure
sores during every shift, there was no system for
reporiing these observations to the charge nurse
or wound team,

d. Review of the care plan showed ramoving
pressure from the pressure sore area was not
addressed. Review of the medical record showed
a regime that was acceptable to the resident for
removing pressure fram the open areas was not
discussed,

&. The facility falled to determine If providing

Quality monitoring will be done monthly
by members of the Weound Care Team
and reported at least quartedly 1o the QA

committee 7 _
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perineal vare once every shift was sufficlent to
maintafn cleanliness of the prassure soras.
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