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Provide appropriate pressure ulcer care and prevent new ulcers from developing.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, record review and interview, the facility failed to provide treatment as ordered, secure Physician
 orders and complete routine wound assessments necessary to promote healing of existing pressure ulcers for 3 of 3 residents reviewed
for pressure ulcers. (Residents D, E, and F) Findings include: 1. Resident D was observed in his bed on 4/28/20 at 12:23 p.m. His right
foot was wrapped in Kerlix gauze. The Kerlix had separated, exposing a red, beefy wound around the
 heel. The sheets around the foot of his bed were soiled with red and yellowish drainage. The resident's record was reviewed on
4/28/20 at 12:05 p.m. A Physician's order, dated [DATE]6/20, indicated the right ankle should be cleansed with normal
 saline, then place foam and negative pressure wound therapy at 125 mm (a wound vac), to be changed three times a week.
 There was no indication the order had been discontinued. There was no Physician order for [REDACTED]. She observed the
 dislodged dressing and wound at that time and instructed the nurse to change the dressing. She indicated there were no
 orders written to discontinue the wound vac or for new treatment to the right foot. She contacted the wound nurse by phone
 and indicated she would clarify orders. 2. Resident E was observed in bed on 4/28/20 at 1:50 p.m. He had a dressing to his
 right and left ankles, both dated 4/28, and was wearing protective padded boots. The resident's record was reviewed on
 4/28/20 at 1:00 p.m. A Physician's order, dated [DATE]5/20, indicated the left ankle was to be cleansed with normal saline
 and a foam dressing applied three times a week. A Physician's order, dated 4/24/20, indicated the right ankle was to be
 cleansed with normal saline and a foam dressing applied three times a week. The Readmission Full Body Assessment, dated
 [DATE]5/20, did not indicate wounds to the ankles. The Weekly Skin Assessment, completed [DATE], did not indicate wounds to
the ankles. There was no documentation or assessment of the ankle wounds. During an interview with the Administrator on
 4/28/20 at 1:52 p.m., she indicated the wounds should be documented under the Weekly Skin Assessments. 3. Resident F was
 observed in bed on 4/28/20 at 2:55 p.m., her right heel and foot were wrapped in Kerlix gauze and she was wearing
 protective padded boots. The resident's record was reviewed on 4/28/20 at 2:28 p.m. A Physician's order, dated [DATE]3/20,
 indicated the right heel was to be cleansed with normal saline, apply calcium alginate and wrap with Kerlix gauze every
 other day for [DIAGNOSES REDACTED]. A Care Plan, dated 1/13/20, was in place for a pressure ulcer to her heel. A Weekly
 Skin Observation, dated 1/13/20, indicated a new DTI was found on her right heel. The next Weekly Skin Observation was
 dated 2/28/20 related to the DTI on the right heel with measurements included. There were no additional assessments on the
 right heel. During an interview with the Administrator at the time of observation, she was notified there were only two
 assessments of the heel in the resident's record. She indicated the wound nurse was responsible for doing the Skin
 Observations weekly, but she was going to do a house sweep of wounds today. The policy titled, Pressure/Skin Breakdown
 Clinical Protocol, dated January 2017, was received from the Administrator as current on 4/28/20 at 2;30 p.m. The policy
 indicated, 2. In addition, nurses shall assess and document/report the following: a. Full assessment of the skin condition
 including but not limited to location, stage or partial/full thickness, length, width and depth, presence of exudates or
 necrotic tissues . 7. The physician will authorize pertinent orders related to wound treatments, including pressure
 redistribution surfaces, wound cleansing and debridement approaches, dressings (occlusive, absorptive, ect) and application of topical
agents This Federal tag relates to Complaint IN 978. 3.1-40
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