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revealed:

*She was admitted on 3/24/16 from another
nursing facility with a neck fracture after a fall.
*A Comprehensive Evaluation of Skin Inspection
and Risk Factors {revised) form with an effective
date listed as 3/24/16. Licensed practical nurse
(LPN) A had signed the evaluation on 3/25/16 and
documented:

-A Braden score for the risk factor of pressure
ulcers as 20, indicating no risk.

-A Stage one pressure area to her coccyx
(tailbone) measuring thirteen millimeters (mm)
long by nine mm wide with no depth.

-A suspected DTl on her coccyx measuring four
mm long by 2 mm wide. No depth was
documented.

-The resident had been transferred to an
emergency room due to a status change on
4/1/16 and had not returned to the facility.

Review of the above skin inspection form had an
Analysis of Risk Factors and Interventions
section. That section of the form indicated:

*RN [registered nurse] ANALYSIS OF RISK
FACTORS AND INTERVENTIONS Include Dats.
SKIN NEEDS TO BE INSPECTED WITHIN 2
HOURS OF ADMISSION/READMISSION AND
WEEKLY FOR 4 WEEKS."

*No analysis of risk factors or interventions had
been documented on the form.

*No RN signature was documented.
*LPN/Minimum Data Set assessment coordinator
B had signed the Analysis of Risk Factors and
Interventions section on 3/29/16.

Review of a Weekly Wound Documentation form
dated and signed by LPN/MDS coordinator B on
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! have reviewed procedures on
documentation and notification to
| physician and the cited deficiency.

The LPN scope of practice has also
| been reviewed. The DOC (Director of
I Clinical), and DON (Director of
Nursing) will educate nurses on
| Professional Standards and Pressure
Ulcers, including identificatio
: staging of pressure vlcers and
hysician notificationg The LPN
scope of practice will be reviewed
with nurses at this time. Education
will occur no later than 9/21/2016.
Those not in attendance will be
educated prior to their next shift.

4. DON or designee will audit‘the
following:
I / - Wound is staged correctly and

assessment is completed timely
| - Providers are being notified of skin
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coccyx pressure ulcer and the suspected coccyx
DTl areas.

*There was no change in the status of the ulcers.
*There was no signature in the RN Signature
area.

Review of the Braden Scale assessmetn dated
and signed by LPN/MDS coordinator B on
3/30/16 indicated:

*A score of 18 indicating mild risk for pressure
ulcers.

*The resident had a pressure-relieving mattress
on her bed and a cushion in her wheelchair.

Review of the interdisciplinary progress notes
from 3/24/16 through 4/1/16 revealed:

*There was no documentation of the presence or
treatment of the pressure areas until 3/30/16
when the physician had asked RN D about the
area on the resident's coccyx.

*On 3/31/16 RN D updated the physician by
phone regarding "The condition of skin on the
coceyx and placement of mepilex dressing.”

*No dietary documentation.

Review of an undated and unsigned All About Me
form had indicated:

*On the skin conditions section neither pressure
ulcer nor skin tear had been circled.

*An area below the above section marked
Location was documented as NA (not applicable).

Review of the physician's orders section of the
medical record had included the following
physician's orders:

*On 3/28/16 a fax physician communication form
was sent to resident 1's physician stating:
-"Resident has a pressure ulcer that is deep

purple and is 4x2 unstageable and red
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unblanching area around it that is 13x9 - do you
want orders for treatment?"

-The physician response area had indicated the
response had been addressed in a phone call on
3/30/16 and was signed by RN D.

*A 3/30/16 phone communication from the
physician to RN D stated "Make sure patient sits
upright when in chair to help reduce pressure on
coceyx.”

Interview on 8/24/16 at 3:30 p.m. with RN C
revealed when asked about a licensed practical
nurse performing the skin evaluation for resident
1 revealed:

*She agreed LPN A had done the initial skin
evaluation.

*The LPNs could document the initial evaluation
of the resident's skin.

*After that evaluation was done the LPN would
notify the RN of skin concerns.

*The RN would perform the skin assessment
within the next week.

*LPN B and RN C (both MDS coordinators)
worked as a team to monitor skin and perform
the skin assessments.

*RN/MDS coordinater C would sign all MDS
assessments completed for both LPN/MDS
coordinator B and RN C.

*She agreed LPN B had signed the
Comprehensive Evaluation of Skin Inspection and
Risk Factors form and Weekly Wound
Documentation form, but she had not signed the
evaluation forms.

*Her expectation was the RN would sign all
Comprehensive Evaluation of Skin Inspection and
Risk Factors forms and Weekly Wound
Documentation forms.
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Interview on 8/24/16 at 4:12 p.m. with LPN A
revealed:

*She had evaluated resident 1's skin on the day
of her admission.

*She had documented the stage one pressure
ulcer and the suspected DTI on the
Comprehensive Evaluation of Skin Inspection and
Risk Factors form.

*She had not notified the physician, the registered
nurse, or other primary staff members of the skin
issues.

*She stated "l guess it was an oversight. We
were busy. | documented it, but | didn't notify
anyone."

*She stated she did not believe the physician
needed to have been notified, because the

areas.

Interview on 8/24/16 at 5.00 p.m. with the director
of nursing (DON} and LPN/MDS coordinator B
revealed:

*A skin evaluation was done for resident 1 at the
time of admission, but the findings were not
communicated to the physician or other provider
staff at that time.

*The admitting nurse should have notified other
provider staff of the identified skin concerns.
*Resident 1's physician had standing orders for
treatment of pressure ulcers, so they felt he did
not need to be notified of the skin concerns at
that time.

*The All About Me form was the initial care plan.
*The initial care ptan should have:

-Been signed and dated.

-Included the identified skin concerns and
treatment plan for those concerns.

*The DON was not sure if the dietitian had been
notified of the pressure uicer issues.
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*The resident should have had digtary
interventions for the skin concerns.

*The DON stated:

-The resident had been admitted from another
provider.

-The transfer papers had not included skin
CONCErns.

-She did not know the pressure areas had not
been identified by the previous provider.

*The provider used their own policies for making
decisions on professional standards.

Review of the provider's April 2016 Skin Program
policy revealed:

*The purpose was to promote healing of pressure
ulcers/wounds that were present, and to prevent
development of additional pressure
ulcers/wounds.

*On admission a baseline assessment of the
resident's skin status would have been completed
within twenty-four hours of admission.

*A temporary plan of care would have been put in
place for residents that were identified at-risk for
skin breakdown.

*Nursing personnel would utilize the results of the
exam and pressure ulcer assessments to
determine an individualized pressure ulcer
prevention program for each at-risk resident
including:

-Skin protection against pressure, friction, shear,
and moisture.

-QOptimum nutrition and fluid intake.

-Education to staff, residents, and families.
-Training front-line caregivers.

-immediate prevention plan instituted when
potential area was identified.

*When a pressure ulcer was identified a
comprehensive wound assessment would have
been completed including:
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-Wound measurements.

-Treatment of the ulcers.

-"Type of the skin uicer (MD is asked to identify
type of vicer...and provide treatment orders."
*Skin checks were to be completed weekly by the
licensed nurse.

Review of the provider's physician's Standing
Orders revealed:

*'Pressure Ulcer Protocol per dietitian
recommendations."

*No standing physician's orders for pressure ulcer
dressings or other skin {reatment.

No Physician's Standing Orders policy had been
provided when requested from the DON.
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