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Section 300.610 Resident Care Policies

| a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The

_ policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

T T

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 ‘

Attachment A
Statement of Licensure Violations

resident to meet the total nursing and personal |
1
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| B0res were unavoidatile. Aresidenthaving

care needs of the resident. _
d) Pursuant to subsection (a), generai |
nursing care shall include, at @ minimum, the '
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

1) Medications, including oral, rectal,
hypodermic, intravenous and intramuscular, shall
be properly administered.

2) All treatments and procedures shall
be administered as ordered by the physician.
3) Objective observations of changes in

a resident's condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shalf be
made by nursing staff and recorded in the
resident's medical record.

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

pressure sores shall receive treatment and
services to promote healing, prevent infection,
and prevent new pressure sores from developing.

These regulations are not met as evidenced by:

Based on observation, interview, and record |
review, the facility failed to develop and

implement pressure relieving interventions,
assess for pressure ulcer risk, complete weekly
skin assessments, administer treatments as
ordered, and assess wounds weekly (R1, R2, R3) |
and implement an antibiotic timely for a surgical |
wound infection (R2) for three of three residents |
reviewed for pressure ulcers in the sample list of |
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seven residents. These failures resulted in R3
developing a Deep Tissue Injury to the right heel
and three Stage Il pressure ulcers.

Findings include:

The facility’s Pressure Injury and Skin Condition
Assessment policy, revised on 1/17/18,
documents: "Wounds will be measured weekly
and skin assessments will be completed weekly
by the nurse. Pressure Ulcer Risk assessments
will be completed upon admission and quarterly.
Dressings shall include the date the nurse
administered the treatment and treatment
administration will be documented on the TAR.
The resident's care plan will be updated to
include skin alterations, approaches and goals of
care."

1.) R3's Minimum Data Set (MDS), dated 3/4/21,
documents R3 is cognitively intact, is frequently
incontinent of bowe! and bladder, and uses
extensive assistance of two staff for transfers,
I | bed mobility, and toileting. This MDS documents
| R3is at risk for developing pressure ulcers, T T T
admitted to the facility without any pressure
ulcers, and R3 uses a turning and repositioning

program.

R3's Base Line Care Plan, dated 3/4/21, does not
document R3 has skin integrity issues. R3's
Physician's Orders, with a start date of 3/5/21,
documents orders for a Pressure Ulcer Risk
Assessment on admission and then weekly for
three weeks and weekly skin assessments. R3's
medical record does not document that a
Pressure Ulcer Risk Assessment was completed '
as ordered upon admission and weekly for three
weeks after admission. There are no documented |
| weekly skin checks completed after R3's |
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admission on 2/26/21 until 3/6/21. R3's Skilled
Charting notes, dated 2/26/21 and 3/6/21,
document R3's skin is intact and the section for
pressure relieving interventions is not completed.

R3's Initial Wound Evaluation & Summary, dated
3/10/21, by V23, Wound Physician, documents
R3 has an Unstageable deep tissue injury to the
right heel that measured 1.5 ¢m {centimeters)
{long) by 1 cm (wide} by no measurable depth.
This summary documents treatment orders to l
apply a skin protectant daily and heel protectors
worn when in bed. R3's Skin Condition Report,
dated 3/11/21, documents: "R3 has two shear
wounds to the right buttock that measured 8 mm
{millimeters) by 2 mm by 1 mm(depth)} and 4 mm
by 3 mm by 1 mm. R3 has a shear wound to the -

posterior left thigh that measured 0.5 ¢cm by 4 mm . l
by 1 mm." |

R3's Physician's Orders document an order dated | !
3/11/21 for pressure relieving boots to R3's heels
when in bed, cleanse and apply a skin protectant
to R3's right heel, and cleanse and apply a

| hydracolloid dressing three imes weeKly to the
right buttock and posterior thigh wounds. There is
no documentation in R3's medical record that a
turning and repositioning program was
implemented or pressure relieving interventions
for R3's bilateral heels were implemented prior to l
3. |

R3's Nursing Notes document: On 3/11/21 at
12:37 PM shearing areas were noted to the right
buttock and posterior left thigh during
incontinence care. R3 was turned and
repositioned and pillows were used for comfort.
R3 had poor appetite documented on 3/2, 3/3, 3/9
and 3/10/21. There is no documentation that the
facility consulted a registered dietitian since R3's
llinois Department ©f Public Health
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admission or when R3's wounds were identified
on 3/10/21 and 3/11/21.

On 3/11/21 at 1:43 PM, V14, Registered Nurse
(RN), V16, and V17, Certified Nursing Assistants,
entered R3's room to provide incontinence and
wound care. R3 was lying in bed with R3's heels
lying directly on the mattress. R3's heels were not
floated with a pillow. V14 stated R3 admitted to
the facility with a pressure wound to the right heel
and developed two more wounds to R3's buttocks |
from shearing. V16 removed R3's incontinence
brief and V17 turned R3 onto R3's left side. There
were two open areas to R3's right buttock. V17
turned R3 onto R3's right side there was a small
open area to R3's left posterior thigh. There was
bloody drainage noted on R3's brief. V14
cleansed the wounds and applied a hydrocolloid
dressing. At this time V13, Director of Rehab,
delivered pressure relieving boots to R3's room. |
V14 applied a skin protectant to R3's right heel. |
R3's heel had a small area that was purple/black |
in color. V14, V16, and V17, applied R3's I

| pressure relieving boots, V17 stated pressure |
relieving interventions for R3 include turning and
repositioning every 2 hours and floating R3's
heels.

On 3/11/21 at 2:12 PM, R3 stated staff have been |
turning R3 from side to.side throughout the day,
but R3 has not had R3's heels floated. R3 stated ‘
R3 needs staff assistance with turning and
repositioning and incontinence care. R3 stated l
R3 has not gotten out of bed regularly, and R3 |
has had a poor appetite. I
|

On 3/15/21 at 2:28 PM, V4, RN, stated V4 has

been assisting with monitoring wounds for the

past couple of weeks since V21, Former Wound I
| Nurse, resigned. V4 stated Pressure Ulcer Risk
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Assessments should be completed on admission
and quarterly. V4 confirmed R3's orders
document for Pressure Ulcer Risk Assessment to
be completed upon admission and weekly for 3
weeks. V4 confirmed there are nc completed I
Pressure Ulcer Risk Assessments in R3's
medical record since R3 admitted to the facility on
2/26/21. V4 stated if the physician's order
specifies the Pressure Ulcer Risk Assessment be
completed weekly for 3 weeks then it should have
been done. V4 stated R3 has shear wounds to
the right buttock and left posterior thigh that were
identified on 3/11/21, and V4 stated V4 thought |
R3 admitted to the facility with the deep tissue
injury to R3's right heel, V4 confirmed there is no
documentation in R3's medical record that R3's
deep tissue injury was present on admission. V4
stated the nurses are responsible for completing
weekly skin assessments which are documented
on the TARs (Treatment Administration Records)
and as an assessment in the resident's medical
record. V4 stated pressure relieving interventions
are documented on the resident's care plan and
. R3's interventions included turning and

repositioning every 2 hours and as needed. V4
confirmed there is no documentation in R3's
medical record that a turning and repositioning
schedule was implemented or pressure relieving
interventions were implemented for R3's heels
prior to 3/11/21.

On 3/16/21 at 9:41 AM, V23, Wound Physician,
stated residents who are at risk for developing
pressure uicers with risk factors including
impaired mobility, should have pressure refieving
interventions implemented such as turning and
repositioning every 2 hours, a pressure relieving i
mattress, and not sitting in the same position for
more than 2 hours. V23 stated not implementing

| pressure relieving interventions can contribute fo |
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the development of pressure ulcers. V23 stated
V23 saw R3's deep tissue injury on 3/10/21, and
recommended the use of bilateral heel protectors.

On 3/16/21 at 11:20 AM, V2, Director of Nursing
{DON), stated the facility's dietitian rounds at the
facility monthly and assesses residents who are
newly admitted, have weight loss, and wounds.
V2 was unsure if the facility had notified V25,
Registered Dietitian, of R3's admission, or after
R3 developed pressure ulcers. On 3/16/21 at
1:30 PM, V2, Director of Nursing, stated V2 was
unable to provide documentation that Pressure
Ulcer Risk Assessments were completed, skin
assessments were completed between 2/26/21
and 3/6/21, V25 was consulted in regards to R3's
wounds, and pressure relieving interventions
were implemented for R3 prior to R3 developing
pressure ulcers on 3/10/21 and 3/11/21.

2.) R1's Pressure Ulcer Risk Assessment, dated
12/1/20, documents R1 is at high risk for
developing pressure ulcers. There are no

| documented Pressure Ulcer Risk Assessments
completed after 12/1/20 in R7's medical record.

R1's MDS, dated 12/6/20, documents R1 had
Unstageable pressure ulcers that were present
upon admission. R1's MDS, dated 3/6/21,
documents R1 is cognitively impaired, is always
incontinent of bowel and bladder, is dependent on
two staff for transfers and bed mobility, uses
extensive assistance of one staff person for
toileting. This MDS documents R1 has three
Stage 1, two Stage I, and two stage [V pressure
ulcers that were not present upon admission.

R1's Care Plan, revised on 2/24/21, documents
R1 has impaired skin integrity with interventions
for heel protectors to be worn in bed initiated on
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12/3/20, pressure reducing mattress, pillows to
protect skin, pressure relieving cushion for
wheelchair, alternating air mattress initiated on
12/18/20, refer to physician orders and TAR
(treatment administration record) for wound
treatments, turn and repositiont every 2 hours and
as needed, and weekly documentation including
measurements of skin breakdown, drainage, and
any other noted changes.

R1's Wound Evaluation & Management
Summaries by V23, Wound Physician, document
the following:
On 10/21/20 R1 had abrasions to R1's left lateral
foot 9 cm long by 2.5 cm wide and left lateral heel
1.5 cm by 3 cm. V23 recommended heel
protectors to be worn in bed.
On 10/28/20 R1 had an abrasion to the left lateral
foot 7 cm by 1 cm and left distal medial foot 1 cm
by 1 cm.
On 11/11/20 R1 had the following abrasion
wounds: left lateral foot abrasion measured 3 cm
by 0.5 cm, left distal medial foot 1 cm by 1 cm, l
. right medial foot 1.5 cm by 1 cm, right heel 1.2
' cm by 0.5 cm, left heel 1 cm by 0.8 cm by 0.1 ¢m. |
On 12/2/20 R1 had an Unstageable necrotic
(dead tissue) wound with a duration of greater
than 76 days duration to the left, proximal, lateral
foot that measured 2 cm long by 1.5 cm wide by
0.2 cm deep. R1 had an Unstageable necrotic
wound with a duration of greater than 56 days to
the left, distal, lateral foot the measured 1.5 cm
by 1 ¢m by no measurable depth. R1 had an
Unstageable deep tissue injury to the right distal,
lateral foot that measured 9 cm by 2.5 cm by no
measurable depth. ,
On 12/9/20 R1 had the following wounds: stage |
IV pressure ulcer to the left proximal, lateral foot
2 cm by 1.5 cm by 0.2 cm, Unstageable necrotic
left distal, lateral foot pressure ulcer 1.5 cm by 1
inois Department of Public Health
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cm, Unstageable necrotic pressure ulcer to the
right distal, lateral foot @ cm by 2.5 cm, deep
tissue injury to the right hip 3 cm by 2 em, stage |
pressure ulcer to the left heel 1.5 cm by 1 cm,
stage [l sacral pressure ulcer 0.8 cm by 1 cm by
0.1 cm.

On 12/16/20 R1 had the following pressure
ulcers: Stage iV left proximal, lateral foot 2 ¢cm by
1.5 cm by 0.2 cm, Unstageable left distal lateral
foot 1.5 ¢m by 1 cm, Unstageable right distal,
lateral foot 9 ¢cm by 2.5 cm, right hip deep tissue
injury 4.5 cm by 2 cm, Stage il sacrum 4.5 cm by
1.5 cm by 0.1 cm, and Unstageable left distal
medial foot 1.5 cm by 1.5 cm.

On 2/18/21 R1 had the following pressure ulcers:

Stage IV left distal, lateral foot 2.5 cm by 1.5cm, |

Stage IV right distal, laterat foot 2.5 cm by 2 cm
by 0.1 cm, Stage |I left distal medial foot 2 cm by
1.3 cm by 0.2 cm, Stage Il left buttock 3.5 cm by
2.5cm by 0.5 cm, Stage IV left proximal lateral
foot 1.5 ecm by 1.5 cm by 0.2 cm, Stage ll right
hip 0.4 cm by 0.2 cm by 0.1 c¢m, Stage IV right
proximal lateral foot 2 cm by 1 cm by 0.2 cm,
Stage |l left lateral heel 0.3 cm by 0.2 cm, Stage

T MT'right ear 0.3 cm by 0.2 cm, Stage I right
buttock 2.5 ¢cm by 2 cm, Stage | left hip 6 cm by 3 i

cm, Stage 1 left lower medial thigh 5 cm by 1.5
cm.

On 2/24/21 R1 had the following pressure ulcers:
Stage IV left distal lateral foot 1 cm by 2 cm,
Stage IV right distal lateral foot 1 cm by 1 cm by
0.2 cm, Stage lll left distal medial foot 1.5 cm by
1 em by 0.2 cm, Stage I} left buttock 4 cm by 2
cm by0.2 cm, Stage IV left proximal lateral foot
1.5 cm by 0.8 cm by 0.2 cm, Stage IV right
proximal lateral foot 2 cm by 1.2 cm by 0.3 cm,
Stage Il left lateral heel 0.5 cm by 1 cm, Stage Il
right ear 1.5 ¢m by 0.8 cm, Stage | left hip 5 cm
by 3.5cm, Stage | left medial thigh 4 cm by 1 cm,
and Stage | left lateral ankle 0.8 cm by 1.5 cm.
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There are no documented measurements of R1's
wounds until 3/10/21.

On 3/10/21 R1's wounds are documented as:
Stage IV right distal lateral foot 0.5 cm by 0.4 cm
by 0.2 cm, Stage 1V left distal lateral foot 0.4 cm
by 0.3 cm by 0.1 cm, Stage ill left buttock 3.5 cm
by 2 em by 0.2 em, Stage IV right proximal lateral
foot 1.5 cm by 1 cm by 0.1 cm, Stage Il right ear
1.2 cm by 0.5 cm, and Stage | right hip 2 cm by 1
cm.

R1's medical record does not document skin
assassments were completed weekly as ordered
in October 2020, between 11/5 and 11/16, upon
readmission on 11/30/20, weekly between |
12/1/20 until 12/21/20, and weekly after 2/17/2.
R1's Nursing Notes document: On 11/30/20 R1
returned to the facility from the hospital with
wounds to bilateral feet and buttocks and R1 will
be referred to the wound nurse. There is no
documentation that R1's wounds were assessed
or measured until R1 was seen by V23 on
12/2/20.

3/31/21, documents the following treatment
orders: Cleanse left buttock wound, apply calcium
alginate, and a foam dressing daily. Cleanse right
buttock wound, apply calcium alginate and a
foam dressing daily. Cleanse left and right distal
and proximal lateral foot wounds and apply:
petrolatum dressing, one fourth strength bleach
soaked gauze, abdominal pad, and gauze wrap
twice daily. R1's TARs dated January 2021,
February 2021, and March 2021, do not
document that R1's treatments were
administered as ordered to: R1's left and right
buttock wounds on 2/4, 2/9, 2/10/21, and
3/1-3/4/21, and left: distal and lateral foot wounds
| and right distal and lateral foot wounds on 2/25

|
|'R1’s Orders Listing Summary, dated 12/1/20 - }[
[
|
|
[
|
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and 2/26/21. R1's Weekly Skin Assessments are
not documented as being completed in March or
on 2/22/21.

On 3/11/21 at 12:10 PM, V10, RN, entered R1's
room and administered R1’s left buttock wound
treatment. R1's left buttock wound was red with
some yellow tissue. There was a foam dressing
to R1's right hip. V10 removed the dressing and
there was a small red scabbed area to R1's right
hip. R1's right ear wound was red. On 3/11/21 at
3:12 PM, V10 administered R1's treatments to
R1's bilateral foot wounds. R1 had one wound to
the left lateral and inner foot and two wounds to
the right lateral that were small with red wound
beds.

On 3/15/21 at 2:38 PM, V4, RN, stated: V4 has
been assisting with monitoring wounds for the
past couple of weeks since V21, Former Wound
Nurse, resigned. V23 did not round on 3/3/21 and
there wasn't anyone assigned to assess and
measure the wounds that day since V21 had
resigned that same week. Pressure Ulcer Risk

" Assessments should be completed on admission
and quarterly. The nurses are responsible for
completing weekly skin assessments which are
documented on the TARs and as an assessment
in the resident's medical record. Nurses should
sign out the TAR when a treatment is
administered. R1 had declined after having
COVID-19 (Human Coronavirus Infection) and
then developed multiple pressure ulcers while in
the facility. R1 used to be up in a wheelchair and
was more mobile prior to having COVID-19. V4
confirmed R1's last completed Pressure Ulcer
Risk Assessment was 12/1/20 and there are no
documented waekly skin assessments after
2/17r21.
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On 3/16/21 at 9:41 AM, V23, Wound Physician,
stated residents who are at risk for developing
pressure ulcers with risk factors including
impaired mobility, should have pressure relieving
interventions implemented such as turning and
repositioning every 2 hours, a pressure relieving
mattress, and not sitting in the same position for
more than 2 hours. V23 stated not implementing
pressure relieving interventions can contribute to
the development of pressure ulcers. V23 stated
V23 would expect V23's recommendations to be
implemented within a day or two, and the facility
has access to V23's Physician Notes the day I

after V23 rounds at the facility.

On 3/16/21 at 9:00 AM, V2, DON, stated V2
would expect an aiternating air mattress to be
initiated if a resident has multiple stage II, stage
Ill, or stage IV pressure ulcers. On 3/16/21 at
1:30 PM, V2 stated V2 had no additional skin
assessments that were completed in October I
2020, between 11/5 and 11/16, upon readmission |
on 11/30/20, weekly between 12/1/20 until
12/21/20, and weekly after 2/17/2. V2 was unable

to provide documentation that pressure relieving
boots were implemented for R1 on 11/11/20 as
ordered or that an alternating pressure matiress
was implemented prior to 12/18/20.

i
3.) R2's Admission Record, dated 3/15/21, l
documents R2 admitted to the facility on 1/14/21
with diagnoses including Chronic Kidney Disease I
Stage IV, Type 2 Diabetes Mellitus, Morbid
Obesity, and Bilateral Above Knee Amputations. I
R2's MDS, dated 1/20/21, documents R2 is
dependent upon two staff for transfers and bed
mobility, dependent upon one staff person for
toileting, is frequently incontinent of bladder and
always incontinent of bowel.
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R2's Pressure Ulcer Risk Assessments, dated
1/14/21, documents R2 is at high risk, and
1/21/21 document R2 is at very high risk for
developing pressure ulcers. There are no
documented Pressure Ulcer Risk Assessments
after 1/21/21.

|
i
R2's Minimum Data Set (MDS), dated 1/20/21, '
documents R2 is cognitively intact. '
R2's Care Plan, revised on 2/5/21, documents R2 | ’
has impaired skin integrity and admitted with
shearing to the lower sacrum. R2's Care Plan I
documents interventions including dietitian |
consult, encourage R2 to shift weight, monitor for
moisture and apply barrier product as needed, ’
and administered treatments as ordered by the !
physician. This Care Plan also documents R2 has |
impaired skin integrity and is at risk for infection | ‘
with a post surgical incision to the left forearm .
and documents interventions to administer | l
antibiotics as ordered, evaluate the surgical
incision and monitor for signs or symptoms of
infection.

R2's Physician Orders, dated 3/15/21, documents
an order for Pressure Ulcer Risk Assessment
upon admission and then weekly for three weeks
and wash sacral wound and apply barrier cream
once per shift until healed. R2's Order Listing
Report, dated 1/1/21 - 3/31/21, documents an
order to cleanse R2's sacral wounds, apply a
calcium alginate dressing and foam dressing
every shift from 1/14/21-1/20/21; Apply Betadine
twice daily to the left forearm surgical wound from
2/4/21 untit 2/16/21. Apply Gentamicin Sulfate 0.1
% ointment, gauze soaked in one fourth strength
bleach solution, abdominal pad and wrap with
gauze wrap twice daily to the left forearm surgical
wound beginning on 2/19/21. Complete skin
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assessments weekly beginning on 1/14/21,
Doxycycline Hyclate (antibiotic) 100 mg

(milligrams) by mouth twice daily for 10 days for '
left arm wound infection beginning on 2/15/21.

R2's TARs, dated January, February, and March
2021, do not document R2's sacral wound
treatments were administered on 8 shifts in
January, 12 shifts in February, and 11 shifts in
March. R2's Treatment Administration Records,
dated February and March 2021, do not
document that R2's surgical incision treatments
were administered on 11 shifts in February, and
10 shifts in March.

R2's Skin - Pressure/Diabetic/Venous/Arterial
Wound Report, dated 1/14/21, documents R2's:
stage Il left medial sacral pressure ulcer
measured 3.5 by 1 by 0.1 cm, Stage |l left lower
sacral pressure ulcer measured 3 by 1 by 0.1 ¢m,
and Stage |l left upper distal sacral pressure ulcer
measured 1.5 by 1.5 cm. R2's Skin Condition
Report dated 2/10/21 documents R2's shear

" wound to the left Tower sacrum measured 1 cm
by 0.3 cm by 0.1 cm. There are no documented
skin assessments or wound assessments until
2/24/21. R2's Skin Condition Report, dated
2/24/21, documents R2's shear wound measured
0.4 cm by 0.3 cm by 0.1 ¢m. There are no
documented skin assessments or wound
assessments after 2/24/21.

R2's Wound Evaluation & Management I
Summary, dated 2/10/21 by V23, Wound
Physician, documents R2's post surgical wound

to the left forearm measured 0.5 cm (centimeters)
tong by 5 cm wide by 0.1 cm and the wound had
necrotic (dead) tissue and periwound cellulitis

| (skin infection.) V23 documented orders for
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Doxycycline 100 mg by mouth twice daily for 10
days. There is no documentation that R2's wound
was assessed and measured after 2/10/21 until
2/24/21, and none after 2/24/21.

R2's Medication Administration Record, dated |
February 2021, documents R2 received the first
dose of Doxycycline on 2/15/21 at 9:00 AM, five
days after ordered by V23 on 2/10/21.

On 3/11/21 at 10:20 AM, R2 was lying in bed and |

R2's dressing to the left forearm was dated

3/9/21. R2 stated the nurses administer a wet to

dry dressing daily to R2's left forearm. R2 stated |

R2 had a dialysis shunt in the left forearm, but

now R2 has a port in R2's chest. !
|

On 3/11/21 at 11:46 AM, V19 and V20, CNAs,
provided incontinence care for R2. R2 had a
small pink, superficial open wound to R2's
coccyx. V19 confirmed R2's wound is open and
stated R2 admitted to the facility with the wound.

On 3/15/21 at 9:00 AM, V2, DON, stated, "V23

did not round at the facility on 3/3/21 and that was |
the same week that V21 had resigned.” V2 stated |
V2 was not sure who would have been
responsible for wound assessments and
measurements in V23's absence. V21 was
responsible for assessing and measuring
wounds. V2 stated V2 could not provide R2's
Pressure Ulcer Risk Assessments completed
after 1/21/21 and skin assessments or wound
measurements on 2/17/21 or after 2/24/21.

On 3/15/21 at 2:38 PM, V4, RN, stated: V4 has
been assisting with monitoring wounds for the
past couple of weeks since V21 Former Wound |
Nurse resigned. V23 did not round on 3/3/21 and |
therewasn't anyone assigned to assess and I
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measure the wounds that day since V21 had
resigned that same week. Pressure Ulcer Risk
Assessments should be completed on admission
and quarterly. If the physician's order specifies
the Pressure Ulcer Risk Assessment be
completed weekly for 3 weeks then it should have
been done as ordered. V21 was responsible for
completing weekly wound assessments and
measurements. The nurses are responsible for
com pleting weekly skin assessments which are
documented on the TARs and as an assessment
in the resident's medical record. Nurses should
sign out the TAR when a treatment is
administered. V4 confirmed there are no
documented skin assessments after 2/24/21 for
R2. V4 stated: R2 was not seen by V23 on
2/17/21 and | (V4) don't see a skin assessment or
wound assessment completed on 2/17/21. R2
may have been out for dialysis at the time V23
rounded at the facility. V4 confirmed V23 ordered
Doxycycline on 2/10/21, and the antibiotic was not
initiated as ordered until 2/15/21, V4 stated R2
has a surgical wound to the left forearm with an

| order for wet to dry dressing changes twice daily
on the dayshift and evening shift. R2 was at
dialysis on 3/10/21. R2's left forearm dressing
changed before R2 left for dialysis and again
when R2 returned to the facility. V4 confirmed
there are no documented wound assessments
and measurements for R2's left surgical wound
on 2/17/21 or after 2/24/21.

On 3/16/21 at 9:00 AM, V2, Director of Nursing,
stated the facility has a convenience medication
box provided by the pharmacy that is kept in the
medication room that the nurses can access to
initiate antibiotic orders. V1 Administrator
provided an undated list of the medications in the
convenience box that documents the box !
contains Doxycycline 50 mg capsules.
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On 3/16/21 at 9:41 AM, V23 stated V23 rounds
weekly at the facility with the nurses and gives
verbal orders for antibiotics to the nurses. V23
stated the facility has access to V23's Physician
Notes the day after V23 rounds at the facility. V23
stated waiting five days is a little late to be
initiating an antibiotic.

(8)
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