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Rehabilitation Center
acknowledges receipt of the
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241 Statement of Deficiencies
s5=D | INDIVIDUALITY )
and proposes this plan of
The facllity must promote care for residents in a correction to the extent of
manner and in an environment that maintains or findi .
. S ) indings
enhances each resident's dignity and respect in : gs Is factually correct
full recognition of his or her individuality. and in order to maintain
compliance with applicable
This REQUIREMENT is not met as evidenced rules and provisions of quali-
by: ty of care of residents, The
Based on observations, record review and staff ! __—
: an of it
interviews, the facility failed to preserve dignity for P correction is submit
1 of 2 sampted dependent residents {Resident ted as a written allegation of
#2) who was observed on 2 different occasions in compliance. :
the hallway with wet soiled clothing. The facility Roanoke River Nursing and
also failed to ensure that dignity for 1 of 1 .
sampled dependent residents (Resident #5) was Rehabilitation Center’s re-
maintained as evidenced by being left in bed on sponse to this Statement of
urine soaked linens. Findings include: P,
r a g Deficiencies does not denote
1. Resident # 2 was admifted to the facility on agreement with the State-
08/26/10 and readmitted on 04/19/11. ment of Deficiencies nor
Cumilative diagnoses included alzheimer's ) . i
disease. does it constitute an admis-
SoL(MDS) of sion that any deficiency is |
The Annual Minimum Data Set (MDS) ¢ :
09/09/12 indicated she had severely impaired a-ccurate. Further, Roanoke |
cognitive skills. There were no behaviors noted. River Nursing and Rehabilita- -
She required extensive lo fotal assistance with tion Center reserves the right
toilet use and hygiene. She was incontinent of ) 8
both bowel and bladder. to refute any of the deficien- _
cies on this Statement of De-
On 09/26/12 beginning at 1:45 PM, a continuous . . .
observation was conducted for Resident #2. She flcl:lenues through Informal
was observed seif-propelling in the hallway in her Dispute Resolution, formai
specialty wheelchair. It was noted that the entire appeal procedure a
crofch of her navy sweat pants was darkened in ppealp . . nd/or any
color with the discoloration up towards the other administrative or legal
proceeding,
TIJLE (X6) DATE

(0!

0]

/0// 71L&

LA( 'ORY DIRECTOR'SOR P QVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE

Crofen \ AQudC

Any de igncy statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcling providing it is determined that
other sa guards provide sufficlent protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencles ase cited, an approved plan of correction is requisite to continued

program participation.
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Co‘ntn.aued From page 1 Fai F 241 483.15(a) Dignity and
waistline of her sweat pants. The dark area £ Individualit
extended down her inner right thigh. There was a Respect of Indiviauality
distinct stool odor detected as she propelled
down the hallway. As she propslled herself down . :
A . t's #2 and 5 were
the hallway, visitors as well as staff members 1. Residen k}\ale]lé)

passed her by and in passing would stop to talk
with Resident #2. She was observed
continuously until 2:15 PM on 00/26/12 when
Nurse Aide #1 (NA#1) was observed pulling her
from the haliway backwards into her room. When
questioned about what she was about to do, she
stated she was going to clean her up. Upon
entrance into the room, a strong stool odor was
detected. Upon observation, the crotch and
upper legs of the sweat pants were saturated with
soft mushy brown stool when removed, NA#1
provided incontinent care for Resident #2.

During an interview with NA#1, on 09/26/12 at
2:50 PM, she stated she usually started her last
rounds after the lunch frays were off the hall. She
stated she did not usually work on the floor with a
routine assignment as she floated on different
halls. NA#1 commented that the last time she
had checked Resident #2 was around 11:00 AM.
She stated she had numerous duties that had to
be completed during her shift and she checked
residents as often as she could.

A continuous observation was conducted
beginning on 09/28M12 at 10:45 AM. Resident #2
was observed self propelling in her speciality
wheelchair at the far end of the hallway on
09/28/12 at 10:45AM. As she propelled down the
hallway, it was noticed that there was a large dark
wet area which appeared to encompass the
entire crotch of her pink sweat pants that
extended down her inner right thigh and left thigh.

Team.

reviewed for proper and
timely incontinent care on
10/1/12 by the Director of
Nursing {(DON)

2. 100% of resident’s, includ-
ing #2 and 5, have been au-
dited for proper and timely
incontinent care on 10/16/12
by Administrative Nursing

3. 100% in-servicing of nurs-
ing staff on Proper and Time-
ly Incontinent care, and Dig-
nity Issues completed on
10/22/12 by Staff Facilitator
or designee.

Care audits will be complet-
ed by Administrative nursing
staff 3 times per week X's 4
weeks, then weekly X's 4 and
then monthly X’s 3 months
using a Q! tool.
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Staff were observed walking by her speaking and
chatting with her as she self propelied in the
hallway. Family members visiting other residents
ware observed walking by and speaking to her,
She propelled herself down towards her room,
She was continuously observed until $1:15 AM on
09/28/12 when NA#2 walked down the hallway
fowards Resident #2, She commented fo
Resident #2 that she needed to take her to her
roem. She wheeled Resident #2 into her room
and left her sitting in the room. NA#2 came out of
the room and began charting in the computer
located in the hallway. As she was documenting
on the computer, the speech therapist
approached Resident #2 at 11:20 AM and asked
NAJ#2 if she could take her to the day room.

NA#2 responded that yes she could and she
would provide care for her after she finished her
therapy session.

NA#2 was interviewed at 11:26 AM on 09/28/12.
When guestioned if she needed to provide care
before the interview started, she stated that she
would provide incontinent care for her after
therapy finished. NA#2 commented that therapy
usually kept Resident #2 for about 10 or 15
minutes. She stated she checked the residents
on her assighment every 2 hours. She stated the
last time she checked Resident #2 was around
9:00 AM. NA#2 stated Resident #2 was total
care and could not make her needs known.

Resident #2 was observed sitting in the day room
with the speech therapist on 09/28/12 at
11:30AM. She had a lollipop in her mouth and
the therapist was talking with her. At 11:35 AM,
the therapist stated she would return her to her
room. The therapist asked Resident #2 if she

monthly X3.

4. The Executive QI commit-
tee will meet and review au-
dits to identify and address
concerns and/or trends and
to follow up as necessary and
to determine the frequency
and the need for continued
monitoring weekly X4, then
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had spilled something on her clothing. Then she
stated she definitely needed to take her to her
room as it locked as if she had wet herself. She
reported to Resident #2 that NA#2 could provide
care for her before having her lunch tray. The
speech therapist pushed her to her room at
11:40AM and told Resident #2 that NA#2 would
be in to dry her up.

At 11:45 AM on 09/28/12, NA#2 was observed
rolling the mechanicat lift device into the room.
After placing her onto the bed, NA#3 was in to
assist her with care for Resident #2, it was noted
that Resident #2 had soft mushy brownish stool
covering the inside of her sweat pants when
NA#2 removed them. After they had provided
incontinent care to Resident #2, they transferred
her back to the wheelchair.

NA#2 was interviewed af 2;30 PM on 09/28/12.
She stated she had changed Resident #2 at
around 9:00 AM and she did not have a bowel
movement when she changed her. She stated
Resident #2 had been having looser more
frequent stools the tast day or so sometimes
more than one on her shift. NA#2 commented
the nurse was aware. She reperted that
Resident #2 usually had stocls about this time
every day or right after she finished lunch. When
questioned about allowing the speech therapist to
take her to the day room soiled, she responded
she thought Resident #2 could wait until therapy
was finished. She reported she had no
explanation as to why she did not provide care
prior to documenting her informaltion into the
computer in the hallway. NA#2 commented that
she was busy when she walked towards Resident
#2 and really did not notice if she was wet or not.

F241
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NA#2 also commented that it was about time to
check her and that was the reason she rolled her
into her room and not becauss she noticed she
was wet or soiled.

During an interview with the Assistant Director of
Nurses (ADON), on 09/28/12 at 2:45 PM, she
stated her expectation was that staff check
residents every 2 hours for incontinence. She
stated staff knew which residents were having
frequent or loose stools and which residents were
heavy wetters. The ADON stated staff should be
checking those residents more often to preserve
their dignity. She stated it was not acceptable for
Resident #2 or any resident to be in the hallway
with an obvious incontinent episode on their
clothing. She commented the fact that Resident
#2 was in the hallway on 2 different occasions
with obvious incontinence on her clothing was not
acceptable at all. Tha ADON commented that the
aide should have provided care before she went
to the day room.

2. Resident #5 was admitted to the facllity on
01/20f10. Cumulative diagnoses included
cerebrovascular accident, vascular dementia and
aphasia.

The Annual Minimum Data Set {MDS) of
05/08/12 indicated Resident #5 had moderately
impaired cognitive skills. He needed total
assistance with hygiene, bathing and toilet use.
He was incontinent of both bowel and bladder.
He needed total assistance with activities of daily
living.

The most recent Quarterly Minimum Data Set
{MDS) assessment of 08/06/12 indicated
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Resident #5 had severely impaired cognitive
skills. He needed total assistance for dressing,
bathing, hygiene and toilst use. Resident #5 was
also noted to be incontinent of both bowel and
biadder.

Resident #5 was observed in bed wearing a gown
on 09/28/12 at 10:45 AM. There was a distinct
urine odor detected. When questioned if he
could use his call bell to cali for assistance, he
had no response. His roommate was in the room
and stated staff had not been in to bathe
Resident #5.

During a bed bath observation, on 08/28/12
beginning at 11:55 AM, Nurse Aide #4 (NA#4)
and Nurse Aide #5 (NA#5) were in the process of
bathing Resident #5's face, upper chest, ams
and hands. There was a distinet urine odor
detected. It was noted that there was a large halo
of yellow stains noted on the sheet where
Resident #5 was positicned that extended out
both sides and around Resident #5. It appeared
to be saturated with urine. When the wet sheet
was removed, it was noted that the bed had a
darkened area where the sheet had been
indicating the bed mattress was wet as well. Both
aides finished the bath, dressed him in shorts and
a t-shirt and transferred him via mechanical lift to
his wheelchair.

NA#4 was interviewed at 12:25 PM on 09/28/12.
NAY4 stated she was working with NA#5 inan
effort to get everyone hathed hefore junch. When
questioned about the last time they were in to
provide care for Resident #5, NA#4 responded
that this was the first time any care had been
provided for him since third shift left. NA#4
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stated Resldent #5 was a heavy wetter and F 312 483.25(a) (3) ADL Care
needed to be checked often. ' She also stated he Provided for Dependent Res 1lag]|a
was mostly non-verbal. When questioned if the )
sheet and bed was wet with urine, she responded idents
that yes the bed was wet and she had noticed it.
NAJ#5 stated she didn't usually work the floor but .
were
due to several staff call ouls today she had been L Re5|dent§ #? and 5
pulied to provide care. audited for nail care com-
. o , ) pleted on 10/1/12 by DON.
During an interview with the Assistant Director of ) dited
Nurses (ADON), an 09/28/12 at 2:45 PM, she Resident #5 was audited on
stated her expectation was for staff to check on bed baths to include rinsing
residents at least every 2 hours. She stated if a
n
resident was known to be a heavy wetter the staff the soap completed o
should be checking on them more often. The 10/16/12 by Asst Director of
ADON commaented that alfowing a resident to be .
in bed on urine soaked sheets was not Nursing (ADON).
acceptable. She also commented that it was
unacceptable for staff to leave him in bed since o . .
the beginning of the shift and not check to see if 2.100% a'udlted onresi
he needed care. The ADON added that his dent’s nails was compieted
dignity was not maintained. on 10/15/12 by designated
F 312 | 483,25(a)(3) ADL CARE PROVIDED FOR F 312 ified Nursing Asst. su-
$s=E | DEPENDENT RESIDENTS Certitied Nursing Asst. su
pervised and signed off on by
A r‘es@gnt who is unable to carry out aqtmtles of the DON. Administrative
dally living receives the necessary services to .
maintain good nutrition, grooming, and personal Nursing Team completed
and oral hyglene. 100% audit on residents us-
ing bar soap on 10/17/12.
This REQUIREMENT is not met as evidenced
by:
Based on observations, record review and staff
interviews, the facility failed to provide timely
incontinent care for 1 of 2 sampled dependent
residents (Resident #2) whose care was
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ohserved on 2 different occasions. The faclity 3. 100% in-servicing of staff
failed to provide complete incontinent care for 1 . .
of 2 sampled dependent residents {Resident #5) on Nail Care, Proper Inconti-
whose care was observed. The facility failed to nent care {Male/Female),
Qroyide a complete bed bath as evidenced by not using barrier cream and Rins-
rinsing away the soap from the body for 1 of 1 )
sampled dependent residents {Resident #5) ing bar soap during a bed
whose care was observed. The facility also failed bath completed on 10/22/12
to provide grooming services for 2 of 2 sampled e \
dependent residents {Resident #2 and Resident by Staff Facilitator or design-
#5) who were observed with black matter ee. Care audits will be com-
underneath fingernails. Findings include: pleted by Administrative
1. Resident #2 was admiited to the facility on nursing staff 3 times per
08/26/10 and readmitted on 04/19/11. week X's 4, then weekly X's 4
Cumulative diagnoses included alzheimer's ,
disease, congestiva heart failure and depression. and then monthly X's 3
months using a Ql tool,
The Annual Minimum Data Set {MDS) of
09/09/12 indicated she had severely impaired
cognitive skills. There were no behaviors noted. 4. The Executive Q) commit-
She required extensive to total assistance with tee will meet and review au-
toilet use and hygiene. She was incontinent of . . ]
both bowel and bladder. According to the Care dits to identify and address
Area Assessment {CAA) trigger detail, she concerns and/or trends and
Frigger‘ed in 10 areas including urinary to follow up as necessary and
incontinence.
to determine the frequency
Resident #2's most current care plan, last and the need for continued
reviewed 07/25/12, identified problems with . ,
urinary incontinence and risk for skin breakdown. monitoring weekly X's 4,
The goal for the urinary incontinence care plan then monthly X’ 3 months.
was to be free of urinary tract infections. Included
in the interventions for the urinary incontinence
problem was to provide peri-care after each
Incontinent episode. The care plan for risk for
skin breakdown indicated she was incontinent
and at high risk for pressure ulcer development.
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Included in the interventions for being at risk for
skin breakdown was to provide incontinence care
after each incontinent episode or {oileting.

1 a. The facility's incontinence care policy,
version 4/2007, indicated perineal care was to be
provided after each incontinent episode.

On 09/26/12 at 1:45 PM, Resident #2 was
observed self-propelling in the hallway in her
specially wheelchair. Upon closer observation, it -
was noted that the entire crotch of her navy sweat
pants was darkened in color with the discoloration
up lowards the waistline of her sweat pants. The
dark area extended down her inner right thigh.
There was a distinct stool odor detected as she
propelled down the hallway. At 2:15 PM on
09/26/12, Nurse Aide #1 (NA#1) was observed
wheeling Resident #2 backwards into her room.
When guestioned about what she was about to
do, she stated she was going to clean her up.
Upon entrance info the room, a strong stool odor
was defected. Resident #2 was using her right
arm to rub her pants back and forth where the
wet dark area was on the sweat pants. She
positioned the mechanical lift device up to the
specialty wheelchair, after applying the sling she
lifted her up and transferred her to the bed. Once
she positioned her on the bed and removed the
sling, she removed her shoes and her sweat
pants. it was noted that she had soft mushy
brownish stoo! on the inside of her sweat pantis.
Her brief appeared to be filled with soft stool
which had seeped out the sides of the diaper onto
her inner thighs. She removed the diaper to
reveal very large amounts of soft mushy brownish
stool which extended from the buftocks, perineal
area and up to just above her pubic hair on her
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abdomen. NA#1 used disposable wipes to
remove the stool from the buttocks area. She
continued to use disposable wipes cleansing front
to back numerous times to remove the soft stool,
Once she had removed the stool, she placed a
clean brief. She did not apply any type of barrier
cream,

During an Interview with NA#1, on 09/26/12 at
2:50 PM, she stated she did not Gse soap and
water due to time constraints as she needed fo
finish her rounds. She stated she feit she had
cleaned away all of the soft stool with the
disposable wipes. NA#1 reported Resident #1 to
be a heavy wetter. When questionsd as to how
often she checked residents for incontinence, she
responded she usually started her last rounds
after the lunch frays were off the hall. NA#1
commaented that the last time she had checked
Resident #2 was around 11:00 AM.

During an interview with the Assistant Director of
Nurses (ADON), on 09/28/12 at 2:45 PM, she
stated her expectation was that staff check
residents every 2 hours for incontinence. She
stated staff knew which residents were having
frequent or loose stools and which residents were
heavy wetters. The ADON stated staff should be
checking those residents more often to preserve
their dignity. She stated it was not acceptable for
Resident #2 or any resident fo be in the hallway
with an obvious incontinent episcde on their
clothing. She stated after incontinent episodes,
staff should be applying either vaseline or oil as a
protectant,

1b. Resident #2 was observed self propelling In
her speciality wheelchair at the far end of the
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hallway on 09/28/12 at 10:45 AM. As she
propelled down the haliway, it was noticed that
there was a large dark wet area which appeared
to encompass the entire crotch of her pink sweat
pants that extended down her inner right thigh
and left thifh. She propelled herself down
towards her room. At 11:15 AM, NA#2 walked
down the hallway towards Resident #2 and told
her she needed to take her to her room. She
wheeled Resident #2 into her room and left her
sifting in the room. NA#2 came ouf of the room
and began charting in the computer located in the
hallway. As she was documenting on the
computer, the speech therapist approached
Resident #2 at 11:20 AM and asked NA#2 if she
could fake her to the day room. NA#2 responded
that yes she could and she would provide care for
her after she finished her therapy session. At
11:25 AM, NA#2 was asked if she needed to
provide care to Resident #2 and she responded
she would care for her after therapy finished.

NA#2 was interviewed at 11:25 AM on 09/28/12.
She stated she checked the residents on her
assignment every 2 hours. She stated the last
time she checked Resident #2 was around 9:00
AM. NA#2 commented that therapy usually kept
Resident #2 for about 10 or 15 minutes.

At 11:40 AM on 09/28/12, NAKZ was observed
rolling the mechanical lift device info the room.
NA#3 was in to assist her provide care for
Resident #2. After they transferred her to the
bed, they left the sling from the lift device in
place. NA#2 began o remove her sweat pants.
As she removed them, it was noted that there
was soft mushy brownish stool on the inside of
the sweat pants as she pulled them down
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Resident #2's legs. The back of the sweat pants
was noted to be soaked with urine and/or stool.
The entire crotch area and the inner legs of the
sweat pants were also saturated with stool and/or
urine. Soft brownish mushy stool was seeping
from the sides of the soiled brief. NA#2 used
numerous disposable wipes to clean away the
loose stool which extended from the upper
buttocks covering the perineal area and up past
her pubic hair. After she finished removing the
stool, she dressed Resident #2 in blue panis and
transferred her back to her wheaelchair. She did
not apply any barrier cream to her buttocks or
perineum area.

NA#2 was interviewed at 2:30 PM on 09/28/12.
She stated she had changed Resident #2 at
around 9:00 AM and she did not have a bowel
movement when she changed her. She stated
Resident #2 had been having looser more
frequent stools sometimes more than one on her
shift. NA#2 commented the nurse was aware.
She reported that Resident #2 usually had stools
about this time every day or right after she
finished lunch. When questioned about allowing
the speech therapist to take her to the day room
soiled, she responded she thought Resident #2
could wait until therapy was finished. She
reported she had no explanation as fo why she
did not provide care prior to documenling her
rounds in the computer., NA#2 commented that
she was busy when she walked towards Resident
#2 and really did not notice if she was wet or not.
NA#2 also commented that it was about time to
check her and that was the reason she rolled her
into her room.

During an inferview with the Assistant Director of
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Nurses {ADONY), on 09/28/12 at 2:45 PM, she
stated her expectation was that staff check
residents every 2 hours for inconiinence. She
stated staff knew which residents were having
frequent or loose stools and which residents were
heavy wetters. The ADON stated staff should be
checking those residents more often to preserve
their dignity. She staled it was not acceptable for
Resident #2 or any resident to be in the hallway
with an obvious incontinent episode on their
clothing. She stated affer incontinent episodes,
staff should be applying either vaseline or cifas a
protectant.

1 ¢. The facility's procedure for providing a bed
bath, version date 02/2007, indicated the
objective was to cleanse, refresh and soothe the
resident. It was noted in this procedure that care
of the finger and toenails was part of the bath,
"Be certain nails are clean.”

Resident #2 was observed sitting in a specialty
wheelchair on 09/26/12 at 9:30 AM. it was noted
that there was black matter underneath the
fingernails on both hands.

Resident #2 was observed in the hallway in her
specialty wheelchair on 09/27/12 at 8:25 AM. #t
was noted that there was black matter
underneath the fingernails on both hands.

On 08/27/12 at 11:00 AM, Resident #2 was
observed self-propelling in the hafiway in her
specialty wheelchair with the black matter noted
underneath the fingernails on both hands.

Resident #2 was observed in the hallway in her
specialty wheelchair again on 09/27/12 at 5:06
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PM. The biack matter remained underneath the
fingernails on both hands.

NA#2 reported during an interview on 09/28/12 at
11:25 AM that she soaked the resident’ s
fingernails daily when she provided bed baths.
She stated Resident #2 ate with her hands at
times as she would not use utensils, NA#2 stated
resident's fingernails should be cleaned daily.

Incontinent care was provided for Resident #2 at
11:40 AM on 09/28/12. After NA#2 finished
providing the care, she was observed looking at
her fingernalls and told Resident #2 she would
clean them after lunch,

During a lunch cbservation of Resident #2 in the
restorative dining room, on 09/28/12 af 1:15 PM,
she was observed placing two fingers on her right
hand into a dish of chocolate pudding. She
placed the two fingers in her mouth and licked the
pudding from her fingers. She continued o eat
her lunch with utensils.

The Assistant Director of Nurses (ADON) was
assisting residents in the restorative dining room
where Resident #2 was eating on 09/28/12 at
1:30 PM. The ADON was asked to check
Resident #2's fingernalls. She stated she would
clean the black matter from her fingernails with a
wet wipe when she finished eating. At 1:35 PM,
the ADON used the wet wipe to remove the black
matter from her fingernails.

During an Interview with the ADON, on 09/28/12
at 2:45 PM, she stated her expectation was that
staff wash the resident's hands and clean the
fingernails daily with the morning bath. She
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stated Residsant #2's fingernails were in need of
cleaning.

2. Resident #5 was admitted to the facility on
01/20/10. Cumulative diagnoses included
carebrovascular accident, depression, diabetes
mellitus, vascular dementia and aphasia.

The Annual Minimum Data Set (MDS} of
06/08/12 indicated Resident #5 had moderately
impaired cognitive skills. He needed total
assistance with hygiene, bathing and toilef use.
He was incontinent of both bowe! and bladder.
According fo the Care Area Assessment (CAA)
detail for this assessment, he triggered in 12
areas including activities of daily living and urinary
incontinence. He needed total assistance with
aclivities of daily living.

The most recent Quarteriy Minimum Data Set
(MDS) assessment of 08/06/12 indicated
Resident #5 had severely impaired cognitive
skills. He needed total assistance for dressing,
bathing, hygiene and foilet use. Resident #5 was
also noted to be incontinent of both bowel and
bladder.

2 a. The facility's procedure for providing a bed
bath, version date 02/2007, indicated the
objective was to cleanse, refresh and soothe the
resident. it was noted in this procedure to wash,
finse and dry the body parts carefully.

Resident #5's care plan, last reviewed 08/16/12,
identified a problem with being at risk for skin
breakdown related o cognitive impairment and
immobility. Interventions included providing
incontinence care after each incontinent episode.
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There was no problem identifying activities of
daily living in the care plan.

On 09/26/12 at 11:25 AM, Nurse Aide #4 (NA#4)
prepared to provide a complete bed bath for
Resident #5. She placed a bar of green soap into
the empty basin and filled it with warm water, As
the basin filled, a farge amount of suds was
noted. As she washed using a wash cloth and
lots of suds, she bathed his face, neck and upper
body. After she washed the upper body, she
used a dry towst to dry the suds off of his body.
She did not rinse the soap from his skin. She
changed the basin of water. She again filled the
basin with warm water with the soap in the
bottom of the basin causing lots of suds to form.
She washed the lower body including the perineal
area using a different washcloth and lols of suds.
Afterwards, she dried with a dry towel again not
rinsing the soap from his body. Whan she
finished the bath, she applied baby oil to his body,
Then she dressed him In tan slacks and a dark
green t-shirt in preparation to fift him into the
wheelchair,

During an interview with NA#4 on 09/27/12 at
9:10 AM, she siated she did not usually rinse the
soap off when she provided a bed bath to
Resident #5. She stated she usually dried it off
using a dry fowel. She stated the facility also
provided soap for use if the resident did not have
their own soap.

During an interview with the Director of Nurses
{DON), on 09/27/12 at 4:55 PM, she stated if staff
provide bed baths using the resident's personal
bar soap, they should be rinsing the soap from
the resident's body.
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2 b. The facility's procedure for providing a bed
bath, version date 02/2007, indicated the
objective was to cleanse, refresh and soocthe the
resident, It was noted in this procedure that care
of the finger and toenails was part of the bath.,
"Be certain nails are clean.”

During a lunch meal observation in the dining
room of Resident #5, on 09/26/12 at 12:45 PM,
he was observed eating a biscuit with his right
hand. There was black matter noted underneath
all of the fingernail beds on the right hand.

Resident #5 was observed sitting up in bed on
09/27/12 at 8:20 AM. He was eating breakfast. it
was noted that the black matter remained
underneath the fingernails on both hands.

On 09/27/12 at 11:30 AM, Resident #5 was
observed in his wheelchair with the black matter
noted underneath the fingernails on both hands.

Reslident #5 was observed in his wheelchair
sitting in the hallway with his hands crossed one
over the other at 5:00 PM on 09/27/12. There
was black matter noted underneath the
fingernails on both hands.

During another observation of Resident #5, on
00/28/412 at 10:45 AM, he was in bed and the
black matter remainad underneath the fingernails
on both hands.

On 09/28/12 at 1:45 PM, Resident #5 was
observed having lunch in the dining room. The
black matter was still noted underneath the
fingernails on both hands. The Administrator
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asked Resident #5 if she could see his hands,
when he held up his hands she stated she would
have someene clean underneath his fingernails
as they were in need of cleaning.

During an interview with the Assistant Direcior of
Nurses (ADON), on 09/28/12 at 2:45 PM, she
stated nail care should be provided daily during
the bed bath. She stated staff should be washing
the resident's hands and ¢leaning underneath the
fingernails fo remove any material from the nait
bed and tip of the finger.

2 c. Resident #5's care plan, last reviewed
08/15/12, identified a problem with being at risk
for skin breakdown related to cognitive
impairment and immobifity. Interventions
included providing incontinence care after each
incontinent episods.

During an observation of Resident #5, on
09/26/12 at 5:20 PM, he was silting in the
wheelchair in the hallway. [t was noted thai the
entire crotch on the front of his slacks was wet.

On 09/26/12 at 5:45 PM, Nurse Aide #6 (NA#S)
was observed attempting to place the positioning
strap for the sit to stand mechanical lift device
around Resident #5's waist. She had placed the
leg strap around his lower legs. She stated she
was having difficulty as he did not understand
what she was asking him to do so she yelled out
to a passing staff member for assistance. Nurse
Aide #7 (NA#7) came into the room to assist her.
After the waist strap was connected, NA#7 lifted
Resident #5 up enough for NA#S to pull his
slacks down so she could wash him. ltwas nofed
that the entire crofch area, seat of the slacks and
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the upper part of both legs of the slacks were
soaked with urine. NA#G used a disposable wipe
to wipe across the upper pubic area and wiped
across the buttocks from left to right and
disposed of the wipe. She ptaced a clean brief
and NA#T7 transferred him to the bed. Once
Resident #5 was positioned on the bed, NA#6
removed his slacks. She asked if he wanted to
stay In bed and Resident #5 nodded that he did.
NA#S did not provide cleansing of the perinsal
area, scrotum or buttocks, she did not push back
the foreskin, she did not wash the penis nor did
she wash his inner thighs to remove the urine.

NA#6 was interviewed immediately after the
observation on 09/26/12 at 6:00 PM. She stated
she had provided incontinent care for Resident #5
ahout 30 minutes prior to this episode. She
stated she had cleaned him thoroughly at that
time and felt that wiping him down briefly was
sufficient. NA#6 stated she was in a hurry as she
was assigned {o assist in the dining room. She
reported she should have washed all of his body
parts as both the front and back of his body had
been in contact with the urine. NA#6 commented
that the facility did provide barrier cream for use
on incontinent residents but she did not use it.

The Assistant Director of Nurses (ADON) was
interviewed on 00/28/12 at 2:45 PM. She stated
staff were expected to check residents every 2
hours for incontinence, She stated if a resident
was known to be a heavy wetter staff should be
checking them more often. The ADON reported
that thorough cleansing should be done after
each ncontinent episode which included pushing
the foreskin back on the uncircumcised male to
properly cleanse away the urine. She slated the
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entire perineum including the penis and Fhe 1. Resident #3 (L) knee im-
scrotum and any other areas that came into N . )
contact with the urine should be cleansed. mobilizer was discontinued | 0’ W l |
F 314 | 483.25(c) TREATMENT/SVCS TO F 314 on 10/15/12. Registered die- 2
S$8=G | PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
prassure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, physician interview, staff
interview, resident interview, and record review
facility staff faited to apply a knee immobilizer
correctly which contributed to the development of
pressure ulcers (feft lower leg) which were not
identified until they presented as unstageable
wounds for 1 of 3 sampled residents (Resident
#3) with pressure ulcers. The facility also failed
to measure and assess a pressure ulcer {left
buttock/sacrum) for 13 days after it was identified,
and falled to put nutritional interventions in place
to help heat this ulcer in a timely manner and
provide a consuit with the registered dietitian as
recommended by the dietary manager for 1 of 3
sampled residents (Resident #3) with pressure
ulcers. Findings include;

Resident #3 was admitted to the facifity on
10/01/05. The resident’s documented diagnoses

titian reviewed resident and
chart on 9/28/12. Wound
assessments for resident was
reviewed and up dated as
needed on 9/28/12 by
treatment nurse{s).

2. 100% audit on all residents
with immobilizer/splints for
skin checks was completed
on 10/18/12by ADON. All
residents with wounds were
audited for Registered Dieti-
tian consults completed on
10/16/12 by the Administra-
tor. All residents with
wounds were audited for
timely wound assessments
completed on 10/11/12 by
DON.
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included pressure ulcers, diabetes, peripheral
vascular disease (PVD), and bilateral tibia
fractures (as documented by 08/30/12 x-rays).

a. Labs collected on 06/22/12 documented
Resident #3's albumin level was within normat
limits, 3.7 grams per deciliter (g/dL} with normal
being 3.5- 5.2 gfdL.

X-rays taken on 08/30/12 documented Resident
#3 had bilateral tibia fractures.

A 08/31/12 physician's order documented
Resident #3 was to be sent out to the hospital for
bilaterat knee immobilizers.

The resident's 09/05/12 Significant Change
Minimum Data Set (MDS) documented her
cognition was moderately impaired, and she
required extensive assistance from two staff
members for bed mobility.

On 09/12/12 "Ulceration or interference with
structural integrity of fayers of skin caused by
proionged pressure related to:

incontinence-bowel andfor bladder, immobility,
total assistance needed with turning &
positioning" was identified as a problem on the
resident's care plan. Interventions to this problem
included, "Menltor skin daily during care for any
changes. Report any abnormal observations to
nurse" and "Notify appropriate personnet of
changes in eating/drinking patterns. Interventions
also included, "Weekly assessment of
wound/ulcer. Notify physician of changes as
indicated."

A 08/15/12 electronic Resident Progress Note

3. 100% in-servicing for staff
of Procedure for reporting
Skin referrals, Reporting res-
idents pain to nurse, Apply-
ing immobilizers/splints cot-
rectly and reports skin issues
completed on 10/22/12 by
the Staff Facilitator or de-
signea,
Treatment nurses in-serviced
per Wound Consultant, Vera
Stanley on 10/18/12 timely
assessment procedure com-
pleted on
Proper placement of immo-
bilizers/splints with reporting
skin issues, reporting pain
and timely wound assess-
ment and RD consults will be
audited 3 X’'s weekly X's 4,
then weekly X’s 4, then
monthly X’s 3 using a Ql tool.
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documented, "...Leg immobilizers in place to bilat
(bilateral} lower extremities ...Swelling remains of
extremities @ (at) knees and helow. Pedal
pulses present bilat. Resident keeps feet
externally rotated. Propped with piifow to prevent
rotation. Receives pain medication as
prescribed.”

A 09/19/12 eleclronic Resident Progress Notfe
documented, "Resident lying in bed, ¢/o
(complains of) pain fo Lt (left) feg. Sfated leg felt
like it was bleeding. lmmobllizer loosened on leg.
Bruising and swelling @ & {at and) below knee.
No bleeding present. Pedal pulse present bilat
(bilaterally). Legs positioned for comfort.”

A 09/20/12 physician's order clarified that the
bilateral knee immobilizers, which the resident
received on 08/31/12, were {o be in place for
Resident #3 at all imes unless the resident was
being bathed.

A 09/24/12 electronic Wound/Ulcer Flow Sheet
documented the presence of two pressure ulcers
on Resident #3's left lower leg. The sheet
documented the uicer on the proximal lefi lower
leg measured 2 x 1.5 centimeters {cm), and was
identified as unstageable, with the wound bed
being 100% necrotic tissue. The sheet
documented this pressure ulcer was caused by
rubbing from the knee immobilizer. The sheet
documented the uicer on the distal left lower feg
measured 2.5 x 2 cm, and was identified as
unstageable with the wound bed being 100%
necrotic fissue. The sheet documented this ulcer
was caused by pressure from the knee
immobilizer.

4, The Executive QI commit-
ted will meet and review au-
dits to identify and address
concerns and/for trends and
to follow up as necessary and
to determine the frequency
and need for continued mon-
itoring weekly X's 4, then
monthly X's 3.
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A 09/26/12 physician's progress note
documented Resident #3 was baing seen for
evaluation of an abrasion of her left tibial surface.
The physical exam portion of the note -
documented, "Peripheral pulses are equal in ali
extremities. No significant varicosities or arterial
venous malformations are noted." The
assessment portion of the note documented,
“Abrasion left tibial surface (secondary fo
slippage of knee immobilizer)." The plan portion
of the note documented, "Knee immobilizer has
been stabilized to reduce risk of slippage.”

At 9:12 AM on 09/27/12 treatment/dressing
changes were provided to Resident #3's left lower
{eg by two freatment nurses. The nurses
removed bilateral bunny boots and bilateral
immaobilizers containing hard rods from the
resident's feet and legs. A pressure ulcer four to
five inches above the rasident's feft ankle was 75
% yellow slough and 25% pink tissue,
approximately 2 x 3 cm. A pressure ulcer near
the resident's left ankle presented as 100%
yellow slough with pink edges, approximately 2 x
2 cm. After removal of the old dressings, the
ulcers were cleaned with wound cleanser and
wet-to-dry dressings were applied. At this time
Treatment Nurse {TN) #1 stated the pressure
ulcers to Resident #3's left lower leg were the
result of an improperly applied immaobilizer which
had rubbed agalnst the resident's leg. She
explained when the immobilizers were applied,
the resident's kneas were not in the center which
caused the immobilizers to bunch toward the
bottom of the resident's legs. TN #1 reporled that
since finding the pressure ulcers on Resident #3's
left lower leg, the hall nurses were having to
check the resident's immobilizers each shift and
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sign off that they were properly applied.

At 9:21 AM on 09/28/12 a telephone conversation
was held with nursing assistant (NA) #8, who the
facility identified as Resident #3's primary NA on
first shift. According to NA #8, when staff tried to
turn the resident on her sides she complained
about pain to her sacrum and legs. She
explained the resident would request to be
repositioned on her back once again. The NA
stated she provided daily bed baths to Resident
#3, and was told by nursing that she could
remove the immobilizers before the baths and
reapply them after the baths. She reported that
she was the staff member who actually removed
and reapplied the immobilizers. NA#8
commented the facility provided her with no
training on how to apply and remove the
immobilizers the best she could. She reported
that to the best of her knowledge she did not
seem {0 have any problems taking them off or
putting them back on. However, she stated the
resident did yell and complain of pain when
applying and removing the immobilizers.
According to NA #3, because of the signs and
symptoms of pain, she placed towels inside
Resident #3's immobilizers to make them more
comfortable untit a nurse advised her that the
towals would generate too much heat inside
closed environments. The NA reporied that she
found a brown/black area on Resident #3's lower
left leg on elther Monday, 09/24/12, or Tuesday,
00/25/12. She commented she reported this
wound to the hall nurse as soon as she found it.

Al 11;32 AM on 09/28/12 Resident #3's primary
physician stated the resident's diabetes was
poorly controlled, the resident was non-compliant
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with her diabetic diet, and the resident was
non-compliant with turning and repositioning.

Al 3:00 PM on 09/28/12 TN #2 stated Nurse #1
informed the TNs that Resident #3 had pressure
ulcers to her left lower leg. According to TN #2,
Nurse #1 showed the TNs that the resident's
immobllizer was not applied correctly, and was
sliding down the resident's left leg. TN#2
reported that it was agreed going forward that the
hall nurses had to check the application of the
Immobilizers after bed baths to make sure they
ware on the resident's legs correctly.

During a telephone interview at 3:24 PM on
09728112 Nurse #1 stated she observed two
brown/black areas on Resident #3's left lower leg,

one near the ankle and the other on the lower leg.

This nurse reported she informed the TNs who
stated the areas were 100% hard necrotic tissue.
She commented she thought the wounds on the
resident's left lower leg were caused by the
immobilizer sliding down the leg. Nurse #1
stated she thought the bottom part of the
immaobilizer was rubbing against the leg.

At 3:08 PM on 09/28/12 Resident #3's primary
physician stated if the resident had PVD, it was
very mild. He explained the resident's previous
physician documented a diagnosis of PVD
because the resident had venous ulcers in the
past, but they healed very quickly. The physician
reported he had checked the pulses in the
resident's feet and ankles, and they were very
good for a geriatric resident. However, the
physician commented the staff needed to be
careful in the application of the immobilizers
because they could rub places on the resident's
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feet and lower legs.  According to the physician,
scabs did not spontaneously appear. Instead, he
explained that wounds progressed from a
reddened area which yellowed, thickened, and
turned into dark scabs. f a resident's nutrition
and health were impaired, the physician
commented he had seen scabs develop within a
week's time.

At 3:14 PM on 09/28/12 Resident #3 stated the
feg immobilizers were not comfortable, and they
rubbed a place on her leg. She reported she
complained they were painful, but was given
medicine to keep the pain under control. She
stated the NAs took the immobilizers off before
baths, and reapplied them afterwards.

At 3:18 PM on 09/28/12 NA #9 stated she cared
for Resident #3. She reported the resident
complained the immobilizers were uncomfortable,
but would wear them. She commented she had
taken off and reapplied the immobilizers when
pathing the resident. According fo NA#9, no one
in the facility trained her how to apply or remove
the immobilizers, but she had worked with other
residents over the years that had them, so she
falt she could apply and remove them without any
problems.

Af 3:32 PM on 09/28/12 the Director of Nursing
(DON) stated the facility did not provide any
training to direct care staff about how to apply and
remove immobilizers. She reported she was
informed the wounds on Resident #3's left lower
leg were caused by friction from the immobitizer.
However, she commented no staff members had
reported to her having problems applying or
removing Resident #3's immobilizers. According
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to the DON, typically wound beds were not found
as hard eschar or scabs. She explained pressure
uleers usually started as non-blanchable areas
that reddened, opened, and sometimas
proceeded to deepen. However, the DON
reported she had seen cases with nutritionally
compromised residents when this progression
from red area to scab occurred in less than a
week.

At 4:30 PM on 10/05/12 NA #10 stated, during a
telephone conversation, she cared for Resident
#3 on 09/22/12 and 09/23/12 second shift. She
reported although she did not bathe the resident
herself on these days, the charge nurse did
remove the immobilizers during this time. The
NA commented she did not remember seeing any
bruising or discoloration to the resident's ankles
upon removal. According to the NA, Resident #3
complained about the immobilizers being tight,
but she was able to get two fingers under them so
she reassured the resident they were okay. She
stated she did not notice Resident #3's
immobilizers sliding down her legs.

At 12:18 PM on 10/09/12 NA #11 stated, during a
telephone conversation, she cared for Resident
#3 on 09/23/12 when she washed the resident's
legs and feet. She explained she had to lift the
resident's legs a little in order to wash her feet
and heels. NA #11 reported there was yellow
bruising on both legs between the knees and the
feet. However, she commented she did not see
any other skin integrity problems assoclated with
her lower extremities. According fo NA #11,
Resident #3 did complain some about her ankles
hurting and being sore. She also reporied the
resident complained of the immobilizers being hot
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and wanting them removed. This NA stated the
facility did not provide her with any training about
how the immobllizers were to be applied or
removed and how they should fit.

On 10/10/12 the facility faxed copies of Annual
Nurse Assistant Skills Checklists for NA #8
{09/20/11), NA#10 08/04/11), and NA #11
{01/30/12) which documented the NAs were
chacked off for "Braces, Splints, Prosthests.”

Al 2:47 PM on 10/10/12, during a {elephone
conversation, the DON stated the Staff
Development Coordinator (SDC) who completed
the checklists no tonger worked in the facility.
However, she reported she had observed this
SDC completing the checklists. For each skill on
the checklist the DON explained the SDC
reviewed the policy and procedure related to it.
She stated there was no demonsiration or return
demonstration involved in completing the skills
checklists.

b. Labs collected on 08/22/12 documented
Resident #3's albumin leve! was within normal
limits, 3.7 grams per deciliter (g/dL} with normal
being 3.5 - 5.2 g/dt.

A 08127112 physician progress note documented,
“(Resident #3) appears fo be ...well-nourished,
well-hydrated .."

A 08/29/12 11:34 AM electronic Resident
Progress Note documented Resident #3 was
found to have an open blister on her left buttock.
The note also documented the wound was
cleansed and a dressing was applied.
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A 09/04/12 Report of Consultation from the
orthopedist documented, "Also large decub
(decubitus) ulcer left (symbol used) buttock."

The resident's 09/05/12 Significant Change
Minimum Data Set (MDS) documented her
cognition was roderately impaired, she required
extensive assistance from two staff members for
bed mobility, she did not resist care, and she had
one stage 1l pressure ulcer.

In a 09/05/12 Dietary Supplemental Assessment
the Dielary Manager (DM) documented Resident
#3's meal intake had dropped to 1 - 25% In the
last 20 days. According to the assessment, the
resident had been receiving a Magic Cup every
night for snack and 80 cubic centimeters {cc} of
Resource 2.0 three times daily with medication
pass. The DM documented the resident's
nutritionat requirement was 1712 calories daily,
with actual intake being only 856 calories daily.
The DM also documented, “... Will refer to RD
{Registered Distitian} for consult ...."

At 4:02 PM on 09/27/12 Nurse #2 reported
Resident #3 was started on a Magic Cup nightly
on 02/07/12, and the resident had been recelving
Resource supplement since at least 2008.

Review of electronic Resident Progress Notes
revealed Resident #3 had not been assessed by
the RD {as of 09/28/12 AM).

The first documented assessment of Resident
#3's buttock/sacral pressure ulcer was on
09/11/12 when an electronic Wound/Ulcer Flow
Sheet documented the resident had a stage il
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buttock/sacral pressure ulcer measuring 6 x 5.5
centimeters (cm) with no depth provided, no
exudate, no tunnelingfundermining, no odor, and
no pain. A wet-to-dry dressing was applied, and
the wound bed was 25% yellow/white slough and
75% granulation tissue.

On 09112412 "Ulceration or interference with
structural integrity of layers of skin catsed by
prolonged pressure related to:
incontinence-bowel andfor bladder, immobility,
fotal assistance needed with turning &
positiening” and "Actual skin breakdown. Stage 2
fo coccyx" were identified as problems on the
resident's care plan. Interventions to these
problems included, "Monitor skin daily during care
for any changes. Report any abnormal
observations to nurse" and "Notify appropriate
personnel of changes in eating/drinking patterns.”
Interventions also included, "Weekly assessment
of wound/ulcer, Notify physician of changes as
indicated.”

A 09/12/12 physician's progress note did not
document any information about the resident's
buttock/sacral pressure ulcer. In fact, it
documented, "No skin lesions, rashes, jaundice
or lymphadenopathy are noted."

An electronic 09/17/12 Wound/Uleer Flow Shest
documented Reslident #3's buttock/sacral
pressure ulcer was a stage lil wound which
measured 5 x 4 cm with no depth provided, no
exudate, no tunnelingfundermining, nc odor, and
no pain. A wet-lo-dry dressing was applied, and
the wound bed was 100% yellow/white slough.

A 08/214/12 physician's progress note did not
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document any information about the resident’s
buttockisacral pressure ulcer. In fact, it
documented, "No skin lesions, rashes, jaundice
or lymphadenopathy are noted."

An electronic 09/24/12 Wound/Ulcer Flow Sheet
documented Resident #3's buttack/sacral
pressure ulcer was a stage 1tl wound which
measured 4.4 x 4 cm. No other description of the
wound was documented.

A 09726112 physician's order started Resident #3
on vitamin C, zinc sulfate, a multi-vitamin, and
protein supplement.

A 09/26/12 physician's progress note addressed
the wounds to Resident #3's teft lower leg, but did
not document any information pertaining to the
resident's buttock/sacral pressure ulcer.

At 9:12 AM on 09/27/12 the Treatment Nurses
{TNs) changed the dressing on Resident #3's
buttocksfsacrum. There was yellowish dralnage
on the old dressing which was removed, and a
very strong odor was present when this dressing
was removed. The wound presented as
unstageable with areas of red tissue, yellow
slough, and gray slough. The ulcer measured
approximately 4 x 4 cm,

At 3:50 PM on 09/27/12 TN #2 stated she had
only been working as a TN in this faclity for about
3 months, but she thought Resident #3 had a
history of a sacral pressure ulcer. She reported
she thought the ulcer fo the resident's o
buttock/sacrum started as a reddened area,
caused in part, by the resident being
non-compliant with repositioning on her sides.
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According to NA #2, the nursing assistants (NAs)
were responsible for completing skin checks
which were conducted daily as the NAs bathed
and showered residents.

Af 8:37 AM on 08/28/12 the facility's RD stated
she was in the faclility on 09/21/12, but was not
told or notified in writing that she needed to
assess Resident #3. However, she commented
Resident #3 was on the pressure ulcer fist she
received before beginning her 09/21/12
assessments.

During a telephone conversation at 9:21 AM on
09/28/12 Nursing Assistant (NA} #8, who the
facility identified as Resident #3's primary NA on
first shift, stated that the resident hollered out and
complained of pain during a bed bath sometime
batween Monday and Thursday following a fall on
08/25/12. When the NA examined the resident,
she reported she found the skin had been rubbed
off the resident's sacrum. She stated TN #2
placed a Tegaderm on the resident's sacrum. 1
to 2 weeks later NA #8 reported the Treatment
NA was going to only put cream on the area, and
she told the Treatment NA that the resident had
open areas to the sacrum. When the Treatment
NA and NA #8 observed the area, NA #8
commented the wound was completely yellow.

At 9:47 AM on 09/28/12 TN #2 stated Resident
#3's primary physician had signed off on the
facility's 09/13/12 Quality Improvement {Q1)
wound list. However, she reported he had not
signed off on the facility's 09/20/12 Q! wound list
although it was completed. She stated the only
medical doctor {MD) communication form sent to
Resident #3's physician, concerning her
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buttocks/sacral pressure ulcer was on 08/29/12
when a nurse documented the resident had an
open blister on her left buttock.

At 10:25 AM on 09/28/12 the facility's RD stated
the facility identified the communication between
the DM and RD as a problem 45 - 60 days ago,
and it was handled internally, but not run through
the facility's Q! program. She commented the
problem was the DM was documenting referrals
in the computer, but not relaying them to the RD
on paper so RD assessments could be
completed.

At 11:32 AM on 09/28/12 Resident #3's primary
physician stated he thought he had observed and
assessead the resident's buttocks/sacral pressure
ulcer, but was not absolutely certain. He stated
tie thought he heard that this wound would get
better and then decline. This physiclan
commented the facility often referred residents
with pressure sores out to another physician who
specialized in wound assessment, but was not
sure if this was done for Resident #3, He stated
he did not remember the resident’s buttock/sacral
pressure ulcer starting out as a blister, but
thought it was due to refusal of turning and
repositioning in the bed. According to Resident
#3's physiclan, wounds with slough did not
usually appear spontaneously, but started out as
open reddened areas that declined.

At 11:48 AM on 09/28/12 the Treatment NA
stated usually hali NAs would tell her about skin
changes, and she would write them down so she
could observe them. However, she reported she
could not find any written record which she made
of Resident #3's buttocks/sacral area. According
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to the Treatment NA, she remembered finding
skin off the resident's sacrum, and a TN applied a
Tegaderm to be changed every 7 days. She
stated she observed Resident #3's
buttocks/sacral pressure ulcer again on 09/11/12
when the dressing was changed to wet-to-dry
daily. At that time, the Treatment NA
remembered there being odor to the wound, the
wound was deeper, and about 25% of the wound
was covered with yellow slough.

At 12:22 PM on 09/28/12 TN #2 stated, according
to the facllity's Treatment Administration Record
(TAR)}, Resident #3 had a transparent dressing
placed on an open blister on 08/29/12. Then on
08/30/12 and 08/31/12 a Tegaderm dressing was
placed on the buttocks/sacral pressure ulcer. Cn
09/04712 TN #2 reported a hydrocolioid dressing
was placed on the ulcer, and replaced with the
same type of dressing on 09/05/12 because of
rolling up. According to TN #2, she thought she
remembered looking at Resident #3's
buttocks/sacral ulcer on 09/04/12, and the wound
bad was red with no slough. TN #2 commented
she did not document any measurements of
descriptions of this ulcer until 09/11/12 when the
dressing was changed to a daily wet-to-dry. She
commented because of the decline in the
buttocks/sacral ulcer and the emergence of
wound odor she placed a call to the corporate
wound consultant today (09/28/12).

At 3:32 PM on 09/28/12 the Diractor of Nursing
{DON}) stated it was facility policy to measure and
assess pressure ulcers weekly on the electronic
Wound/Ulcer Flow Sheets. She reported that
Resident #3 had not been referred outside of the
facility for wound consults. She commented skin
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checks wera completed by the NAs as they
provided daily baths and showers. The DON
explained the NAs reported skin integrity
problems to the hall nurses who then contacted
the TNs.

FORM CMS-2567{02-69) Previous Versions Qbsclale

Event ID:4RTM11

Faciiity 1D: 923076

if continuation sheet Page 35 0f 35




