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F 000 [ INITIAL COMMENTS F aon This constitutes my credible .

allegation of compliance. All
/ . A-Ap -—9_\ . deficiencies will be corrected by
Correction date: March 26, 2021.

The lowa Depariment of Inspections and Appasis This plan of co
(DIA) In accordance with the Medicare Conditions P rrection does not

of Particlpation et fotth in 42 GFR 483, Subpart constitute admission or
B-C conducted this Investigation, The faciiity was agreement by this provider of the

found to be NOT IN COMPLIANCE, . truth of the facts alleged or

i conclusions set farth in the
statement of deficiencies. This
Onslte dates: 3/15/21 - 3/26/21 plan of correction is prepared

; and executed solely because the
: provisions of Federal and/or

H
¢
H
i

State law require it,

Total residents: 30

Complaint #'s reviewed:
#924627-C not substantiated.
#26382-C substantiated.
#98441-C substantiated.

F 684 The nursing department

F 684 | Quality of Care Fesd| |
s52D | GFR(s): 483 925 [ falled to ensure that 5 of 30
i resident’s baths were not
§ 483.25 Quality of care " documented in the Point Click
Quality of care is a fundamental principle that Care technology program. ' All

applies to all treatment and care provided to
facility resldents. Based on the comprehensive nursing staff were educated on
assessment of a resident, the facility must snsure . utilizing PCC and not paper to
that resldents recelve freatment and care in document the refusal
accordance with professional standards of fit the retusai or

practice, the comprehensive person-centerad completion of resident baths,

care plan, and the residents’ cholees, . Resident #2, #3, #5, #6, and #7
';;\.Is REQUIREMENT is not met as evidenced desires with bathing has been

{continued on next page)

-

Based on clinical record review, staff and resident

(X6) DATE

LABORATQ YDI ECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE : TITLE
- 2
7 -8 2041

Any deﬂciency sletement an Ing with an asterisk f‘) denotes a deficlency which the Institution may be excused from correcting providing it is determlned that

ather safeguards provide eufflclent protection to the patients. {See nstruciions.) Except for nursing homes, the findings stated above are disciosable 96 days
following the date of susvey whether or not a plan of correction Is provided, For nursing homes, the above findings and plans of eozrection are disclosable 14
days following the date these documents are made avallable to the facility. If deflclencles are clied, an approved plan of correction ts requisile to continued

program particlpation.
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inferviews the facility falled to provids needed
care and services that are resident centered, in
accordance with resident preferenices, by falling
to provide baths for & of 7 residents reviewed (#2,
3,5,6and 7). The facillty reported a census of 30
residents.

Findings inciude:;

1. According to the quarterly Minimum Data Set
{MDS) assaessment tool dated 2/3/21 Resldent #2
had diagnoses that included chronic kidhey
disease stage 3, hypertension, disbetes,
Alzhelmer's disease, and atherosclerotic heart
disease. The MDS documentad the resident was
severely impaired for cognltive skills. The MDS
also documented she required extensive assist of
2 staff for hed mobility, transfers, ambulation,
dressing, hygiene and tollating.

The Care Plan dated 11/6/20 for Resident #2
indicated she has an activity of daily living (ADL)
self-care deficit relatad to dementia and listed an
intervention for bathing/showering; avoid
scrubbing and pat dry sensitive skin. The care
plan lacked any Interventions for frequency of
bathing.

The Showers Report revealed Resident #2 did
not have a bath or shower the week of 217/21 and
went 13 days without a bath or shower.

During an interview with the ADON on 3/24/21 at
2:40 PM, She stated that the facllity expects all
residents to receive a bath twice per week and If
they refuse they are to be approached and
offered one the next day.

During an Interview with the Administrator on

i address as needed,

The Care Plan coordinator to
review resident bathing care
plans and update as neaded in
the next assessment period. The
Admin, nurses have and will
continue to randomly audit
resident bathing compliance thru
PCC and will report any negative
findings to the daily Quality

- Assurance team for further
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3/24/21 at 4:38 PM she stated there is a part time
alde that thought she was supposed to document
on every ADL task so thatis why 97 far not
applicable is all thatis charted.

2, According 1o the quarterly Minimum Data Set
{MDS) assessment tool dated 1/20/21 Resident
#3 had diagnoses that includad atrial fibriifation,
hypertension, renal insufficlency, neuregenic
bladder, diabetes, Alzheimer's disease and
vascular dementia. The MDS documented the
resident was severely impaired for cognitive
sklils. The MDS also documentad he reguired
extensive assist of 2 staff for bed mobillty,
transfers, ambulation, dressing, hygiene, tolleting
and total dependence for bathing.

The Care Plan dated 10/13/17 documented
Resident #3 had altered ADL's related to
dementia. It listed Interventlons for one staff o
assist with his bath as needad but lacked
frequency of how often to give a bath or shower.

The Showers Report revealed Resident #3 did
not have a bath the week of 1/24/21 and 2/7/21
and went 12 days with no bath or showar the
weeks of 2/22/21 to 3/5/21.

3, According to the quarterly Minimum Data Set
(MDS) assessmant tool dated 2/23/21 Resident
#5 had diagnoses that included schizophrenia,
anemia, asthma and congestive heatt failure. The
MDS doclimented the resident scored 14715 for
his Brief Interview of Mental Status indicating he
is cognitively intact. The MDS also documentad
he required physicat assist with his bath and was
occaslonally incontinent of bladder.

The Care Plan datad 8/17/20 documented
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Resident #5 had an ADL self-care deficit related
to weakness. It fisted interventions for one staff to
asgsist with his bath but lacked frequency of how
often to give a bath or shower.

The Showers Report revealed Resident #5 did
not gat a bath or shower the weeks of 1/3/21,
1124121, 211212021 and for the week of 2/28/21,

4, According to the quarterly Minimum Data Set
(MDS) assessment tool dated 1/5/21 Resident #6
had diagnoses that included chronic respiratory
failure, hypertension, peripherat vascular disease,
diabates and pulmonary fibrosis. The MDS
documented the resldent scored 15/15 for his
Brief Intarview of Mental Status indicating he is
cognitively intact. The MDS also documented he
requlred extensive assist of {1 staff for transfers,
dressing, tolleting and bathing and was
occasionally incontinent of bladder.

The Care Plan dated 10/4/19 documented
Resident #56 has an ADL sslf-care deficit and
listed an Infervention that the resident requlred
assistance with his bathing and transfers to the
shower chalr but lacked frequency of how often to
give a bath or shower.

The Showers Report revealed Resident #8 only
had bed baths from 2/1-2/10/2'1 and went © days
without a bath 2/16-2/24/21. He only had 2 baths
the month of February. The remaining were bad
baths.

During an interview on 3/17/21 at 1:20 PM with
Resident #6 he stated he has not been getting a
bath every week, He added that sometimes itis
becausse it is not a convenient time for him so
they tell him they will be back but never do.
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5. Acoording to the quarterly Minimum Data Set
(MDS) assessment toof dated 2/26/21 Resident
#7 had dlagnoses that included cerebrovascular
disease, hypertension, diabetes, hemlplegia, and
| setzure disorder. The MDS documented the
rasident scored 9/16 for her Brief Inferview of
Mantal Status indicating she Is cognitively Intact.
The MDS also documented she required
extensive assist of 2 staff for transfers, drassing,
toileting and bathing and was always incontinent
of bladder.

The Care Plan dated 3/3/21 documented
Resident #7 has an ADL self-care deficit related
to hemiplegia and listed an Intervention that the
resident required assistance with her bathing but
jacked frequency of how often to give a bath or
shower.

The Showers Report revealsd Resldent #7 want
9 days between baths 1/16-1/28/21 and 8 days
between baths 2/17-2/26/21.

During an interview on 31721 at 2:40 PM,
Resldent #7 and her husband statad that for the
most part she is getting her baths butonce ina
while she wilt go a wesk without a bath,

F 686 | Treatment/Sves to Prevant/Heal Pressure Ulcer F 686 !

58=J | GFR(a): 483.25(b)(1)()(1) . | SeeNextPage far Plan of
1

§483.25(0) Skin Integrity  Correction

§483.25(b)(1) Pressure ulcers,

Based on the comprehensive assessment of &

resldent, the facifity must ensure that-

(i) A resident receives care, consistent wih
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F 686 Based on Surveyor
F 686 | Continued From page § F 686 v

io ility failed to
professional standards of practice, to prevent observation the facl . Y
pressure ulcers and does not develop pressure ensure that appropriate pressure
ulcars unless the individual's clinical condition ; ulcer management was provided
demonstrates that they were unavoidable; and “In 3 residents of a census of 30.

(i) A resident with pressure ulcers receives
necessary treatment and services, consistent . Resident #1 was discharged.

with professional standards of practice, to - Resident #2, #3 and all other
promote healing, pravent infection and prevent ' residenits received a

new uicers from developing. . .

This REQUIREMENT is not met as evidenced : comprehensive assessment on
by: i his/her skin on 03-18-2021.

. | Although the facility thoroughly

i corrected the 1 on 03-18-2021 in
an ongoing commitment to

Basad on observations, clinical record review,
facllity record review, hespltal record review, staff
interviews, physician interviews and hospital staff
interviews tha facliity falled to ensure residents Quality care and written
received care consistent with professional he defici
standards of praclice to prevent pressure uicers | response to tne deticiency )
and alsa fafled to ensure residents with pressure ! statement; the following will
ulcers received necessary tfeatrpent and services ! continue to be Implemented:
to promole healing for 3 of 3 residents reviewed ' The HSS will K I m
(#1, 2 and 3). The facllity did not demonstrate the e Hos will weekly review a
pressure uicer deterlaration was unavoidable dus skin issues and/or areas to
to fallure fo provide weekly comprehensive skin ensure completion and
assessments, care plan interventions, pressure i d mak

ralief, turning and reposttioning. The facillty comptiance and make
reportad a census of 30 residents. recommendations to the team
for further address. New

admisslons will have an initial

The MDS (Minimum Data Set) assessment skin assessment upon admission
identifies the definition of pressure ulcers: .  and weekly thereafter thru the

Stage | is an Intact skin with non-blanchable MDS assessment perlod.. The
retness of a iocalized area usually over a bony new ADON/MDS Coordinator has
prominence. Darkly pigmented skin may not have updated resident individual care

a visible bfanching; in dark skin tones only it may i
appear with persistent blue or purple hues. plans to Include interventions the
{ton’t next page)

e e+ s

Findings Include:
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Stage 1l is partial thickness loss of dermis
presenting as a shallow open ulcer with a red or
pink wound bed, without slough (dead tissue,
usually cream or yellow in colar). May also
present as an intact or open/ruptured bitster.

Stage Ml Full thickness tissue loss. Subcutaneous
fat may be visible but bone, tendon or muscle is
not exposed. Slough may be present but does not
obscoure the depth of Hissue foss, May Include
undermining and tunnsling.

Stage IV Is full thickness tissue foss with exposed
bone, tendon or muscle. Slough or eschar (dry,
black, hard necrotls tissus). may be present on
some pants of the wound bed. Often includes
undermining and tunneling or eschar,

Unstageable Ulcer: inability to see the wound
bed.

Other staging conslderations include;

Deep Tissua Pressure Injury (DTPI): Persistent
non-blanchable deep red, maroon or purple
discoloration. Intact skin with lacalized area of
persistent non-blanchable deep red, maraon,
purple discoloration due to damage of underlying
soft tlasue, This area may be preceded by tissue
that Is painful, firm, mushy, bogay, warmer or
cooler as compared to adjacent tissue. These
changes often preceds skin coler changes and
discoloration may appear differently in darkly
pigmented skin. This Injury results from Intense
andlor prolonged pressure and shear forces at
the bone-muscie interface.

1.According to the admission Minimum Data Set
(MD3S} assessment tool dated 2/25/21 Resident
#1 admitted to the facility on 2/18/21 and had

. will be updated prn. All nursing

| 03-18-2021. The routine annual

(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 5}
PREFTX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . v, {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 686 | Continusd From page 6 Fe85| (con’t from prior page}

facility is using for the residents
individual Care plan. Care plans

staff have been educated on skin
protocols and pressure areas on

In-service schedule was changed
to include another training on
pressure ulcer detection,
reporting and management of
care for the nursing staff on 04~
16-2021. The QA committee form
has been updated to include
reporting new skin Issues and will
be addressed during the a.m.
meeting. Random Admin. nurse
review of pressure relieving
devices shall occur and findings
given to the new Admin, for
further address as needed. The
Quarterly QA meeting shall '
address any ongoing concerns
with the team to ensure ongoing
compliance or implantation of
new interventions.
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diagnoses that inchided cerebral infarction,
hemiplegia, hypertension, arthritis, gout, and
obstructive sleap apnea. The MDS documented
the resident scorad 9715 on the Brief intervisw for
Mental Status (BHVIS) test, which indicated the
resident was moderately Impaired for cognition.
The MDS also documentad he required extensive
assist of 2 staff for bed mobility, transfers,
dressing, hygiene and tolleting and was totally
dependent on 2 staff for a bath. The MDS
documented Resident #1 did not have any
pressure ulcers but was at risk for developing
pressure ulcers.,

The Baseline Care Plan dated 2/18/21
dogumented Residont #1's skin was intact with no
interventions listed for pressure ulcers or skin,

The Care Plan dated 2/25/2% documented
Resident #1 was af risk for pressure ulcers
related to immaobility, it documented the resident
reqtired a skin inspection weekly to observe for
redness, open areas, scratches, cuts, and
brulses. The care plan lacked any intervantions
for pressure relief devices until 3/10/21 and
lacked any updated Interventions after skin
impairment found.

The Admission Nursing Assessment dated
2118121 documented Resident #1 had pink intact
akin,

The Braden Scale for Predicting Pressure Sore
Risk dated 3/1/21 scored Resident#1 at a
moderate risk for developing pressure Ulcers.

The Progress Notes for Resident #1 included:
On 2/18/21 at 5:44 PM staff documented that, he
admitted to the facility, had 2+ edema to his feet,
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F 686 | Conlinued From page 8

a bunion to his left outer foot and left sided
weakness.

On 211921 at 9:43 AM, staff documented the
resident up in his electric wheslchair, atert and
oriented times three, friendly and cooperalive.
On 2/19/21 at 7:30 PM staif documented, the
residant had moderate non-pitting edema to his
bllateral lower extremities, The residsnt
requested the nurse to ook at his left foot.
Callous on bunion laft foot is red, 2 small scabs
left great toe 0.2cm each. The physician and
family were nofified.

On 212521 at 5:30 AM staff, documented area to
left inner buttock superficial shearing 2emx16m
also noted area right inner buttocks superficial
skin loss shear area 1cmx0.2cm, Areas cleansed
and freatment applied. Physician notified via fax
and famlly notified. (Skin assessment done on
2{25/21 for these areas only)

On 2/25/21 at 1000 PM, staff documented an
aresn to his [eft elbow measured 0.5cm circular
abrasion. Treatment applied and physician and
family notified.

On 2/27/21 at 2:23 PM staff documented that, a
fax from the physictan was received with new
ordars for his left foot and left elbow. TAR
updated and family notifled,

On 3/%/21 at 10:67 AM, staff documented no new
skin areas noled.

On 36121 at 8:00 PM staff documented the
resident was having increased confugion and not
knowing where his wife is. Physician wag
updated.

On 317121 at 9:27 PM staff documented the
resident was dozing off and on with increased
lethargy, nat able to feed self or propel self in his
wheelchair.

On 347121 at 10:24 PM staff documented
abrasions to left, elbow dry and scabbed. Scab

F 686
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{eft great toe healed. Callous bunion left foot now
sunken in. Physiclan updated via fax,

On 3/8/21 at 5:45 AM, staff doscimented area
right inner buttock healing and smalfer but area to
ieft Inner buttock much worse and larger now
measuring {0cmx4cm with green malodorous
exudate, Physiclan notified via fax. (Skin
assessment done on 3/8/21 for these areas only)
On 319121 at 1:09 PM, staff documented resident
complalning of pain on his bottomn. Only eating 25
percent of his meals. Treatment to bottom done,
Physician updated with new orders for wound
nurse consuit,

On 3/9/21 at 9:14 PM staff, documented resident
confused and in bed all shift,

On 3/10/21 at 11:32 AM staff documented
resident sent to the hospital for evaluation due to
lungs congestad and oxygen saturation 78
percant.

The Non-Pressure Skin Condition Repart for the
left foot callous documented;

On 2119721 as a reddened callous on the bunion
of his left foot.

QOn 2/26/21, area continuous, has had for a while.
On 3/7/24, callous remains dry Is now sunken in
with no exudate, erythema or increased warmth,

The Non-Pressure Skin Condition Report for the
feft inner buttock docuimented:

On 2/25/21, area presents as superficial shear
2cm by 1em with light serous drainage and no
odor.

On 3/8/24, area much worse and larger with
green malodorous exudate 10cm by 4om with
2mm depth.

On 39/21 cocoyx is open with maceration noled
throughout area pink In color, resldent
complaining of pain to area. Darkened and white
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center and maceration of surrounding tissue.

On 3/10/21, area to center of cocoyx is now open
with stough and odor, Araea continues fo be
painful.

The dlinical record lacked documentation of a
comprehensive skin assessment for the week of
2128421 for the left foot and left inner buttock,

The ADL Lookback Report dated 2/18/21 {o
3/10/21 revealed Resident#1 had not been
turned every 2 hours.

The facllity policy Wound Definitions dated
9/18/12 documented to measure pressure ulcers
uponh identification and then weekly and to
measure shearing upon identification and then
weekly. The facility policy Prevention and
Treatment of Pressure Ulcers dated 9/18/12
documented:

1. Purpose: To ensure a resident who enters the
factity without a pressure ulcer does hot develop
a pressure ulcer unlass the clinical condition
demonstrates it was unavoidable. To ensure a
resident who has a pressure ulcer receives the
necessary treatment and servicss to promote
healing, prevent infection and prevent additional
pressure ulcers.

2. Elements: Pathway to pressure ulcer
prevention and trealment. Pathway to pressure
ulcer treatmsant. Braden scale. Weekly skin
assessment for high risk and other skin
problerns. Waeekly pressure ulcer assessment,
3. Procedure; Complete a Braden scals upon
admission and then with every comprehensive
and quarterly MDS assessment. Follow the steps
as outlined In the Pathway to Pressure Ulcer
Prevention and Treatment. Document on the
Care Plan outcomes and assessments. Review
findings with resident, family and staff.
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The Emergency Dapartment Encounter dated
3/10/2% documented Resident #1 presented with
3 unstageable pressure ulcers to his sacrum,
lateral left great toe and right heel due to stough
and/or eschar and/or deep lissue injury, The
resident presented complaining of sacral ulcer
pain. The resident was started on antibiotics for
sepsis.

During an interview on 3/16/21 at 11:50 AM with
the Social Worker at the hospital, she stated
Resident #1 passed away at the hospltal this
morning. He was not swallowing, was NPO, the
wife decided she did not want to do TPN long
term so he was started on comfort cares. She
added that the wounds were about the same from
when he came into the ER {emergency room}) on
3/10/21 but were not improving. She stated the
resident was septic when he came in and they
were dolng vitals every 15 minutes, He had
pressure wounds {o his bottom, feft foot and both
hesls. He did improve from the sepsis but due to
not being able to swallow, he continued to decline
until he died this morning.

During an interview on 3/16/21 at 1:15 PM with
Staff A she stated she did not complete any
wound care to Resident #1 the last weekend she
worked 3/6/21 and 3/7/21. She stated she signed
them off and then ran out of time so she asked
the next nurse Staff C coting on to do the
freatments, She stated that on 3/6/21 when she
waorked, she was fraining a new RN Staff B and
she had her go with an aide and change the
dressing to Resldent #1's bottom. She added that
any new skin Issues are relayed to the ADON and
she is to follow up on them,
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During an interview on 3/16/21 at 1:50 PM with
Staff B she stated she saw the wound to his
bottorn only once during rounds at 5:00 AM on
Sunday 3/7/21. She stated that she did not
provide the care she only held him over while
Staff C provided the care. She added that Staff G
commented on how it was much worse so Staff G
was going to fax the doclor.

During an interview on 3/16/21 at 2:15 PM with
Staff LB, she stated she provided the care to
Resident #1's buttock wound the morning of
317/21. She stated she notified the physician
because it was much worss than when she had
seen it earlier in the weel.

During an Interview on 3/16/21 at 3:16 PM with
Staff D, he stated he had completed alf the
ordered treatments o Resident #1's wounds on
33 and 3/4/21 but did not do a full assessment
with measurements. He could not recali any open
areas or treatments to Rasident #1's hesls. He
stated that the ADON does ali the weekly skin
assessmanis.

Duzing an Interview on 3/16/21 at 3:26 PM with
the Assistant Director of Nursing {ADON), she
stated ali rosidents In the building are on the
sams pressure reducing mattresses the facility
huys from Medline. She added that the facility has
not used any air matiresses on any residents in
the last 1-2 months if ever.

Dusing an interview on 3/17/21 at 11:10 AM with
the ADON, she stated the skin records in
Resident #1's paper chart copled for the surveyor
was all that he had. She stated that he had a
Stage 3 pressure Ulcer on his buttock sacral area
when he discharged to the hospital on 3/10/21,
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that she had just been made aware of the
detarioration of that wound and that was the only
pressure area she was aware of. She stated that
she was not aware of any pressure areas on his
heels. She added thaf when a skin assessment is
done |t is documented on the Skin Condition
Report,

During an Interview on 3/17/21 at 11:33 AM with
the physician for Resident #1 he stated that he
was involved with reporting the complaint to DIA.
He stated that when Resident #1 was brought into
the hospltal on 3/10/21 the wounds hs had were
quite extensive and that he had developed them
whille at the faclity within 2 weeks. He added that
Resldent #1 did not admit to the facility with any
skin issues on 2/18/21. He stated that after about
a week the facility nolified him that Resident #1
had a wound on his hottom bul they did not report
any deterioration of the wound untit 3 days before
hospitalization. He stated that he had been
notified of some scab areas on his left foot but
had never been notified of any areas on the
heels. The physlician stated that these areas
could have all been avoidad if the facility had
been turning Residant #1 and if they would have
provided more pressure rellef devices then what
they were using. He stated Resident #1 was
admitted to the ER on 3/10/21 with sepsis-but the
cultures of the wounds and lungs never graw
anything. He added that Resldent #1 passed
away on 3/16/21 from asplration pneumonia but
that the wounds were a complicating factor.

During an interview with the ADON on 3/24/21 at
2:35 PM she stated she updates care plans within
1 to 2 days of baing told about changes and that
she would typically update the care plan with any
new or changing wounds or pressure wcers, She
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addad that she was gone during the time the
wounds got worse for Resident #1 but the charge
nurses are to update the care plans but don't do
it,

2, According to the quarterly Minimum Data Set
{MDS) assessment tool dated 2/3/21 Resident #2
had disgnoses that Included chrenic kidney
disease stage 3, hypertension, diabetes,
Alzheimer's disease, and atherosclerotic heart
disease. The MDS documented the resident was
severely impaired for cognitive skills. The MDS
also documented she required extensive assist of
2 staff for bed mobility, transfers, ambulation,
dressing, hygiene and toilefing. The MDS
documented Resident #2 did not have any
pressure Ulcars but was af risk for developing
prassure ulcers,

The Care Plan dated 11/15/20 documented
Resident #2 was at risk for pressure ulcers
retated to immobility. It documented the resident
required a pressure reduction mattress on her
bed but lacked decumentation of an updated
intervention untll 3/15/21.

The Braden Scale for Predicting Pressure Sore
Risk dated 2/14/21 scored Resident #2 at risk for
developing pressure ulcers.

The Non-Pressure Skin Condition Reports for
Resident #2 documented:

On 1/4/21 she had two areas to her left lower
buttocks 1) measuring icm by 0.5cm and 2)
measuring 1.25cm by 0.76cm, The physician was
faxed for a treatment.

On 111221, the area was assessed as one area
measuring 4.5¢m by 3cm with a green center and
very painful to the resident, The physiclan was
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faxed for a hew treatment.

On 1/13/21, the area was reassessed with the
center of the area measuring 1.7cm by 3cm and
is now a Stage Il.

The clinical record lacked comprehensive skin
assessments for tha wasks 1/17 and 1/24/21.

On 1/31/21, the area was reassessed measuring
1.5cm by 3cm.

On 2/5/21, the area was reassessed measuring
1.6em by 2.8cm with 1mm depth, wound bed
closing and no pain.

The elinical record facked comprehensive skin
assassmaents for the weeks of 2/7, 2/14, 2121 and
2/28(21, :

0On 377721, the area was reassessed as a Stage i
measuring 1.5cm by 1cm with 1mm depth.

On 3/15/21, the area was reassessed as healing
and measuring 1cm by 1cm.

During observation of cares on 3/17/21 at 1:30
PM, observed nurse Staff E, alde Staff F and aids
Staff G enter Resident #2's room. All three staff
washed their hands and donned gowns and
gloves. The resident verbalized understanding
when they fold her they needed to do a treatment
to her bottomt. The aides repositicned the resident
onto her side and held her while the nurse
complated the cares. The resident's hrief was dry.
Observed an open area to resident’s leff hip
buttock area. Observed walnut size white circutar
area with a red open center. The nurse did not
measure it buf she verbally noted the red open
center to be about 2x1om. Staff E completed the
treatment per orders, removed her gloves and
washed her hands, The aides completed the
cares with the resident,

3. According to the quarierly Minimum Data Set
{MDS) assessment too] dated 1/20/21 Resident

¥ 686
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#3 had diagnoses that included atrial fibrillation,
hypertension, renal insufficiency, neurogenic
bladder, digketes, Alzheimer's disease and
vascular dementia. The MDS documented the
resident was severely impaired for cognitive
skills. The MDS also documented he requirad
extensive assist of 2 staff for bed mobility,
transfers, ambutation, drassing, hygiene, toileting
and total dependences for bathing. The MDS
documented Resident #3 did not have any
pressure ulcers but was at risk for developing
pressure ulcars.

The Care Plan dated 2/19/20 documented
Resident #3 was at risk for pressure ulcers
rafated to immobility. It documented the resident
required a pressure reduction matiress on his
bed and in his wheselchair.

The Braden Scale for Predicting Pressure Sore
Risk dated 1/19/21 scored Resident #3 at risk for
developing pressure ulcers.

The Non-Pressure Skin Condition Reports for
Resldent #3 documentsd:

On 1/2/2% and 1/3/21, ha had an open abrasion
on his right inner thigh measuring 3.0cm by
2.0cm

On 1/14/21, he had no open areas.

The clinical record lacked comprehensive skin
asgessments for the week of 1/17/21 and
1724121,

On 2/2/21, he had an opan area on his right
upper inner buttock rmeasuring 0.6cm

On 2/1821 it documented the area was improving
and to continue to the treatment. No
measuremenis or description found.

During an interview with the ADON on 3/15/21 at
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1:16 PM, she stated Resident #3 did not have any
open wounds or pressure areas.

The siluation detailed above resulted in
Immediate Jeopardy {IJ) for the facility. The
facllity was hotified of the Immediate Jeopardy on
03/18/21, The facility removad the 1J situation
on03/18/21. The scope and severity of the
deficiency was lowered from a"J"to a "D.*

The facility removed the IJ by implementing the
following measurss:

LPN completad head fo toe skin assessment on
alf residents In the facility 03/18/21.

Contacted alf Nursing employee's and educated
them on skin protocols and pressure areas
0318121

Posted to Facllity Wide Bulletin aducation with
skin assessments and reporting issues to Charge
Nurses immediately.

Posted "Pressure Ulcers" In the nursing enclave
and at the nurse's station for further education to
our Staff,

Nurses have been re-sducated on utllizing the
Skin Condilion Reports and Pathway to Pressure
Ulcer Prevention and Treatment,

‘The Qualily Assurance daily tool includes Skin
Issues identified on the form and will be
addressed durlng the morning QA meetings with
the QA team.

Added on the admin. team calendar & task
reminder to prompt skin review wesldy.

Admin. Nurse shall audit skin sheets weekly for
acouracy and completion of weekly skin
assessments, skin condition reports and report
any negativa findings to the Adimin. Team for
further address,

All steps implemented on 03-18-2021
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