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300.3240a)

Section 300.1210 General Requirements for
Nursing and Personal Care

b} The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

5) Aregular program to prevent and treat
pressure sores, heat rashes or other skin
breakdown shall be practiced on a 24-hour,
seven-day-a-week basis so that a resident who
enters the facility without pressure sores does not
develop pressure sores unless the individual's
clinical condition demonstrates that the pressure
sores were unavoidable. A resident having
pressure sores shall receive freatment and
services to promote healing, prevent infection,
and prevent new pressure sores from developing.
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Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator, employee or
agent of a facility shall not abuse or neglect a
resident. (Section 2-107 of the Act)

These Requirements are not met as evidenced
by:

Based on record review and interview, the facility
failed to reposition a resident as needed in order
to prevent a pressure ulcer for one of three
residents (R1} in a sample of three reviewed for
pressure ulcers. This failure resulted in R1's
coccyx pressure ulcer deteriorating to
unstageable with necrosis requiring surgical
debridement.

Findings include:

R1's Nursing Admission Assessment sheet dated
2/12/19 notes that R1's coccyx is excoriated and
"almost resolved.” R1's care plan dated 2/12/19
notes that R1 requires staff assistance to turn
and position every two hours.

On 2/21/19 facility wound clinic notes that R1 has
a "Pressure wound” measuring 1 cm x 0.7 cm x
0.1 cm.

R1's hospital records note that R1 was admitted
to the hospital on 2/26/18 for unrelated issue and
coceyx wound measured 2.5cm x2.5¢cm x 0.5
cm.

R1's was readmitted to the facility on 3/12/19
from the hospital and on 3/14/19 facility wound
clinic noted R1's coccyx wound to measure 2.5
cm x 2.5 em.
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Hospital records note that R1 was admitted to the
hospital on 4/7/19 due to confusion and lethargy.
On 4/8/18 hospital records note that R1's coccyx
wound measures 6 cm x 8 cm x 0.5 cm. Hospital
wound recommendations note that wound is
completely necrotic and plan is to take R1 into
surgery on 4/9/19. Hospital postoperative notes
dated 4/10/19 note that after surgical
debridement R1's coccyx wound measured 7.5
cm x 7 em with 13 em of tunneling and bone
exposed.

On 4/10/19 at 12:15 P.M. V5 (Medical
Doctor/Surgeon) stated that R1's coccyx wound
had no necrotizing fasciitis and was a direct result
of prolonged periods of pressure on that area
and/or sitting in one position too long.

On 4/10/19 at 11:40 A.M. V4 (Regional Wound
Ostomy Nurse Coordinator) stated that it was her
professional opinion that R1's pressure sore on
her coccyx would have been preventable with
timely repositioning and proper care.

On 4/11/19 at 10:20 A M. V6 (R1's son) stated
that that when he would visit R1 at the facility, he
noticed that R1 would sit for extended periods of
time without any repositioning by staff.
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