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Develop the complete care plan within 7 days of the compr ehensive assessment; and

prepared, reviewed, and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, and record review, the facility failed to implement revisions made to the skin integrity

care plan for Resident #42. This affected one (Resident #42) of four residents reviewed for care plans. The facility census was 51.
Findingsinclude: Review of the record revealed Resident #42 was admitted on [DATE] with [DIAGNOSES REDACTED)]. The
Braden Score assessment dated [DATE] revealed Resident #42 was at high risk for development of a pressure ulcer. The
resident had a care plan for potential alteration in skin integrity initiated 06/08/20. The admission Minimum Data Set
Assessment (MDS) 3.0 dated 06/11/20 indicated the resident was comatose, dependent on two staff for bed mobility, and was
aways incontinent of bowel and bladder. Review of atransfer form dated 07/18/20 reveal ed Resident #42 had a change of
condition and was sent to the hospital. Resident #42 returned from the hospital on [DATE]. Review of the Admission
Assessment with Baseline Care Plan dated 07/24/20 indicated Resident #24 had wounds to the right buttock and right ear. The
physician ordered [MEDICATION NAME] ointment (topica antibiotic) apply to the right ear wound topically three times a day
and directed nursing staff to cleanse the right buttock wound with normal saline, apply calcium alginate (highly absorbent
dressing that promotes healing), and cover with foam dressing every two days and every 24 hours as needed. Review of
Resident #42's care plan for potential alteration in skin integrity revealed the plan was revised 07/24/20 to include
encouragement to turn and position every two hours and as needed. Review of electronic care documentation in Caretracker

for the last 30 days revealed state tested nursing assistants documented Resident #42 was turned and repositioned one

time, on 07/16/20. On 07/27/20 beginning at 8:10 A.M., an initial tour of the facility was completed. Observation revealed
Resident #42 was in bed, lying flat on her back (supine position) with a pillow under both feet. The resident had a

pressure reducing mattress. On 07/27/20 beginning at 9:00 A.M., revealed Resident #42's bed position remain unchanged. She
was lying on her back with a pillow under both feet. On 07/27/20 at 10:36 A.M., adressing change observation was

completed. Licensed Practical Nurse (LPN) #100 changed the dressing to Resident #42's right buttock and assessed the wounds to her
right ear and buttock. Upon leaving the room, LPN #100 placed Resident #42 back in supine position on her back with

apillow under both feet. During tours on 07/27/20 at 10:52 A.M. and 12:00 P.M., Resident #42 remained in bed, positioned

on her back with her feet on the pillow. During an interview on 07/27/20 at 12:10 P.M., LPN #100 confirmed Resident #42 was
positioned on her back with a pillow under both feet. The LPN agreed when she changed Resident #42's dressing this morning, the
resident was also on her back with pillow under both feet prior to and after the dressing change. On 07/27/20 at 12:22

P.M., aninterview with Respiratory Therapist #101 indicated he has been in Resident #42's room twice today providing
respiratory care, around 7:45 A.M. and a short time ago. At 7:45 A.M., the resident was positioned in supine position with
pillow under her feet. He remembers because Resident #42's heart rate was 148. He immediately informed the nurse. A short
time ago, the resident was again positioned in supine position with pillow under both feet. On 07/27/20 at 12:26 P.M., an
interview with State tested Nursing Assistant (STNA) #102 revealed she was not assigned to care for Resident #42, the

other STNA (STNA #103) had the resident. There are two STNAs on the hall. She and STNA #103 worked as ateam caring for
residents who needed two staff to assist with care. Resident #42 was totally dependent and needed assistance of two staff

for turning and repositioning. She indicated she assisted STNA #103 with Resident #42's care around 8:00 A.M. When they
were done, they placed a pillow under the resident's feet. She was unsure whether they placed any other pillows for

positioning. She said she and STNA #103 had not been in Resident #42's room since around 8:00 A.M. On 07/27/20 at 12:40
P.M., the director of nursing revealed he corrected Caretracker after surveyor intervention. Caretracker had not been

updated to include Resident #42 was to be turned and repositioned every two hours. On 07/27/20 at 1:12 P.M., the director

of nursing confirmed turning and repositioning was added to Resident #42's care plan for skin integrity on 07/24/20 upon

her return from the hospital.

Provide appropriate pressure ulcer careand prevent new ulcersfrom developing.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, and record review, the facility failed to provide turning and reposition for a resident

with a pressure ulcer who was dependent on staff for bed mobility. This affected one (Resident #42) of three residents

reviewed for pressure ulcers. The facility identified 26 residents as being dependent for bed mobility. Findings include:

Review of the record revealed Resident #42 was admitted on [DATE] with [DIAGNOSES REDACTED]. The Braden Score
assessment

dated [DATE] revealed Resident #42 was at high risk for development of a pressure ulcer. The admission Minimum Data Set
Assessment (MDS) 3.0 dated 06/11/20 indicated the resident was comatose, dependent on two staff for bed mobility, and was
always incontinent of bowel and bladder. Review of atransfer form dated 07/18/20 revealed Resident #42 had a change of
condition and was sent to the hospital. Resident #42 returned from the hospital on [DATE]. Review of the Admission

Assessment with Baseline Care Plan dated 07/24/20 indicated Resident #24 had wounds to her right buttock and right ear. The
physician ordered [MEDICATION NAME] ointment (topica antibiotic) apply to the right ear wound topically three times aday
and directed nursing staff to cleanse her right buttock wound with normal saline, apply calcium aginate (highly absorbent
dressing that promotes healing), and cover with foam dressing every two days and every 24 hours as needed. Review of

Resident #42's care plan for potentia alteration in skin integrity revised 07/24/20 had interventions including encourage

to float heels whilein bed, encourage to turn and position every two hours and as needed, pressure reducing cushion to

chair and mattress to bed, and assist with hygiene including pericare as needed. On 07/27/20 beginning at 8:10 A.M., an

initial tour of the facility was completed. Observation revealed Resident #42 wasin bed, lying flat on her back (supine

position) with a pillow under both feet. The resident had a pressure reducing mattress. On 07/27/20 beginning at 9:00 A.M., revealed
Resident #42's bed position remain unchanged. She was lying on her back with a pillow under both feet. On 07/27/20 at 10:36 A.M., a
dressing change observation was completed. Licensed Practical Nurse (LPN) #100 changed the dressing to

Resident #42's right buttock and assessed wounds to the right ear and buttock. Resident #42 had a dressing to her right

buttock dated as last changed 07/26/20. There were two pressure ulcers to the right buttock right next to each other. The

nurse measured and described both wounds. The larger ulcer was 3.0 cm (centimeters) long by 3.2 cm wide with yellowish-tan
eschar (non-viable tissue) covering the center area surrounded by pink granular tissue. LPN #100 estimated the eschar

covered 75% of wound bed. The second smaller wound to right buttock was near the sacrum and measured 1.9 cm long by 1.0 cm
wide. The wound bed was pink, granular tissue. After completing the dressing change, the nurse assessed Resident #42's

right ear. There were two discolored areas to the right ear. LPN #100 indicated there was a closed reddened area measuring

0.5 cm long by 1.0 cm wide and an open reddened area with no depth measuring 0.6 cm long by 1.1 cm wide. LPN #100 followed
appropriate infection control measures during the dressing change. Upon leaving the room, LPN #100 placed Resident #42 back in
supine position with a pillow under both feet. During an interview on 07/27/20 at 10:48 A.M., LPN #100 indicated when
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Resident #42 was sent to the hospital on [DATE], she had no skin alterations except for her ear. The resident developed

moisture associated skin damage a few days prior to be hospitalized . Resident #42's right ear had chaffing but was not

open. During tours on 07/27/20 at 10:52 A.M. and 12:00 P.M., Resident #42 remained in bed, positioned on her back with feet on
pillow. During an interview on 07/27/20 at 12:10 P.M., LPN #100 confirmed Resident #42 was positioned on her back with a pillow
under both feet. The LPN agreed when she changed Resident #42's dressing this morning, the resident was aso on her

back with pillow under both feet prior to and after the dressing change. On 07/27/20 at 12:22 P.M., an interview with

Respiratory Therapist #101 indicated he has been in Resident #42's room twice today providing respiratory care, around 7:45 A.M.
and a short time ago. At 7:45 A.M., the resident was positioned in supine position with pillow under her feet. He

remembers because Resident #42's heart rate was 148. He immediately informed the nurse. A short time ago, the resident was

again positioned in supine position with pillow under both feet. On 07/27/20 at 12:26 P.M., an interview with State tested

Nursing Assistant (STNA) #102 revealed she was not assigned to care for Resident #42, the other STNA (STNA #103) had the

resident. There are two STNAs on the hall. She said she and STNA #103 worked as a team caring for residents who need two

staff to assist with care. She said Resident #42 was totally dependent and needed assistance of two staff for turning and
repositioning. She assisted STNA #103 with Resident #42's care around 8:00 A.M. When they were done, they placed a pillow
under the resident's feet. She was unsure whether they placed any other pillows for positioning. She said she and STNA #103 had not
been in Resident #42's room since around 8:00 A.M. and had not turned and repositioned her. On 07/27/20 at 1:12

P.M., the Director of Nursing confirmed turning and repositioning was added to Resident #42's care plan for skin integrity
on 07/24/20 upon her return from the hospital. This deficiency substantiates Complaint Number OH 419.
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