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F 0580 Immediately tell theresident, theresident'sdoctor, and a family member of situations

(injury/decline/room, etc.) that affect theresident.
Level of harm - Actual **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm Based on records reviewed and interviews, for one of three sampled residents (Resident #1), the Facility failed to ensure
the Physician was notified immediately when there was a need to obtain a new treatment for [REDACTED]. Findings include:
Residents Affected - Few Review of the Facility policy titled, Change in a Resident's Condition or Status, dated 2/28/17, indicated that the Charge
Nurse or Nursing Supervisor will notify the Physician when there has been a significant change in the resident's physical

condition. The Policy indicated the Nurse will record in the resident's medical record information relative to the changes

in the resident's physical condition. Resident #1 was admitted to the Facility in July 2017, [DIAGNOSES REDACTED]. Review of
Resident #1's admission Minimum Data Set (MDS), dated [DATE], indicated that Resident #1 was severely cognitively
impaired, exhibited no behaviors, required extensive assistance of two staff for bed mobility and transfers, was impaired

for range of motion on one side of the body and was at risk for pressure ulcers or injury. Review of the Resident #1's Skin
Assessments, dated 7/8/20 and 7/15/20, indicated there were no new skin conditions or changes, or injuries. The Facility's

Investigation, dated 7/21/20, indicated that on 7/18/20 at 6:00 P.M., when Resident #1 returned from the[MEDICAL
TREATMENT] Center, there was a new dressing on his’her left heel. During an interview on 9/2/20 at 11:20 A.M., Nurse #1
said on 7/18/20 at approximately 5:00 P.M., Resident #1's Family Member called and said she was informed at the [MEDICAL
TREATMENT] Center that Resident #1 had an area of skin breakdown (pressure injury) on his/her left heel. Nurse #1 said when
Resident #1 returned from the [MEDICAL TREATMENT] Center on 7/18/20 at 6:00 P.M., she remove the left heel dressing and
said the left heel did not look good, and that the outer layer of skin had been removed. Nurse #1 said she had requested

that the Supervisor look at his’her heel, but the Supervisor was too busy. Nurse #1 said she meant to call the physician to notify him
of Resident #1's heel and to obtain an order for [REDACTED].#1's clinical record indicated there was no

documentation to support that the Facility notified the Physician of Resident #1's pressure injury on 7/18/20 or that they
obtained an order for [REDACTED)]., Nurse #2 said on 7/18/20 at 11:00 P.M. during the change of shift report, Nurse #1 told
her that Resident #1's Family Member had called the Facility and was concerned regarding an area on Resident #1's | eft

heel. Nurse #2 said Nurse #1 had said that the Supervisor had assessed the area, and that heel booties had been applied for offloading
the heels. Review of Nurse #2's Progress Note, dated 7/19/20 at 3:47 A.M., indicated Resident #1 was turned and

positioned every two hours to aide in offloading with the bilateral heel booties. Review of Resident #1's Physician's

Orders, dated 7/17/20 through 7/20/20, indicated there were no orders for a treatment to Resident #1's pressure injury for

his/her the left heel. Review of Resident #1's Treatment Administration Record (TAR), dated 7/17/20 through 7/20/20,

indicated there were no treatments completed to Resident #1's pressure injury on his/her |eft heel. The Facility Wound
Assessment Record, dated 7/21/20, indicated Resident #1 had a new left heel pressure injury, stage 2 (a partia thickness

injury), which measured 3 centimeters (cm) in length by 2.5 cm in width (with no measurement for depth), the wound bed was
pink, the wound edges appeared macerated with serous drainage, and that Resident #1 had pain associated to the wound (
pressure injury). Further review of Resident #1's clinical record indicated that on 7/21/20, three days after the pressure

injury was first observed on Resident #1's left heel by [MEDICAL TREATMENT] staff and reported to the Facility by afamily
member, the physician was then notified, and a treatment order was obtained. During an interview on 9/2/20 at 8:15 A.M.,

the Director of Nurses said that Resident #1 had a pressure injury, and that on 7/18/20, after Nurse #1 removed the left

heel dressing she did not follow the policy for physician notification.
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