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Provide appropriate pressure ulcer care and prevent new ulcers from developing.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** >
Based on clinical record review, staff interviews, and policy review, the facility failed to ensure one resident (#316) who
 developed a pressure ulcer received treatment and services consistent with professional standards of practice. The
 deficient practice could result in care not being provided to residents with pressure ulcers.
Findings include:
Resident #316 was readmitted on (MONTH) 25, 2019, with [DIAGNOSES REDACTED].
The Braden Scale for predicting pressure ulcer risk and risk factors dated (MONTH) 25, 2019 revealed a score of 12 which
 indicated the resident was at high risk for pressure ulcers.
Review of the clinical record revealed a physician order [REDACTED].
The weekly skin integrity data collection form dated (MONTH) 29, 2019 revealed the resident skin was not intact, there was
 blanchable redness to the coccyx area, and barrier cream was applied as ordered.
Review of the admission Minimum Data Set (MDS) assessment dated (MONTH) 2, 2019 revealed the resident was independent
 regarding cognitive skills for daily decision making. The assessment included the resident did not have any pressure ulcers but was at
risk for developing pressure ulcers.
A weekly skin integrity data collection form dated (MONTH) 6, 2019 revealed the resident's skin was intact. The document
 included the resident had some redness on the coccyx area, barrier cream was applied, and no open areas were observed.
The weekly skin integrity data collection form dated (MONTH) 13, 2019 revealed the skin was intact and that there were no
 new skin issues.
Review of the physician orders [REDACTED].
The skin integrity data collection forms dated (MONTH) 19, 20, and 27, 2019 revealed the resident's skin was not intact, and that
there was an open area/wound on the resident's right buttock. The notes also included a treatment was in place.
Review of the Treatment Administration Record (TAR) dated (MONTH) 2019 revealed the treatment was provided as ordered to the
open area.
However, further review of the clinical record revealed no documentation that the right buttock wound was ever thoroughly
 assessed to include a description of the wound, staging, and measurements.
Additional review of the clinical record revealed there was no care plan developed which addressed the pressure ulcer to the right
buttock. There was also no intervention on any care plans regarding the care and treatment for [REDACTED].
The discharge MDS assessment dated (MONTH) 30, 2019 revealed the resident was discharged to an acute hospital and had no
 unhealed pressure ulcers at Stage 1 or higher.
An interview was conducted with the Licensed Practical Nurse (LPN/staff #96) who is the wound nurse on (MONTH) 18, 2019 at
 2:47 p.m. Staff #96 stated that once she is notified a resident has a break in skin integrity, she assesses the area,
 initiates a Wound Observation Tool, obtains an order for [REDACTED]. Regarding resident #316, the LPN stated she was not
 notified the resident had a wound. She stated information regarding skin status is supposed to be passed on during report.
 However, the LPN stated that she was aware [MEDICATION NAME] was being used for the resident's wound. She also stated that
 [MEDICATION NAME] is used for pressure ulcers stage 2 and above.
On (MONTH) 18, 2019 at 3:20 p.m., an interview was conducted with the Director of Nursing (DON/staff #161). For a resident
 that has developed a wound, the DON stated her expectation would be for nursing to document the wound on a nursing progress note
or complete a skin integrity assessment and notify the physician to obtain a treatment order. The DON stated she would expect the
wound care nurse to be notified. She said her expectation would be for the wound care nurse to assess the wound, ensure the
appropriate treatment and determine whether or not she would follow the wound.
Review of the facility's policy titled Skin Integrity and Pressure Ulcer/Injury Prevention and Management effective (MONTH)
 3, 2019, revealed a comprehensive skin inspection/assessment is conducted on admission and re-admission to the facility.
 The policy included the facility will utilize the Lippincott procedures for pressure injury management, long term care.
The Lippincott procedure for pressure injury management, long term care revealed documentation should include the size,
 location, depth, and stage of the pressure injury; the condition of the wound bed, the presence of eschar, and the status
 of the peri-wound area. The procedure included the presence and signs of infection and pain, wound care provided and the
 resident's response to the interventions should be documented. The procedure also included teaching should be provided to
 the resident and/or family members and their understanding of the teaching, and whether they require follow-up teaching
 should be documented as well.
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