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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.

¢) Each direct care-giving staff shall review and
be knowledgeable about his or her residents'
respective resident care plan.

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:

2) All treatments and procedures shall be
administered as ordered by the physician.
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5) A regular 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 treatment and
services to promote healing, prevent infection,
and prevent new pressure sores from developing.

Section 300.3240 Abuse and Neglect

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

These requirements were not met as evidenced
by:

Based on interviews and records review the
facility failed to transcribe treatment orders during
admission and failed to follow physician treatment
orders for wound care treatment for 1 (R1) of 4
residents reviewed for wound care. This failure
resulted in R1's wound worsening, developing
sepsis with suspected osteomyelitis and R1 being
admitted to the local hospital for septic.

Findings include:

Review of R1's face sheet documents a
70-year-old male admitted to the facility on
9/25/2021 after a right above the knee
amputation and left above the knee amputation
revision. Minimum Data Sheet (MDS) dated
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10/2/2021, section C, documents R1's mental
status was severely impaired as noted in the Brief
interview for Mental Status (BIMS) score of 7 out
of 15. Section G of MDS documents R1 requiring
extensive assistance with all Activities of Daily
Living.

Review of R1's After Visit Summary from the
hospital dated 9/24/21 includes recommended
wound care and documents R1 had bilateral
lower extremity wounds, a pressure ulcer to the
sacrum, and 5 deep tissue pressure injuries to
the lumbar-sacral spinal column.

After Visit Summary also documents the following
plan:

Palliative care: Family requests SNF for Wound
Care, awaiting placement.

Following wound care recommendation.

Ortho: Follow up in 2-3 weeks as oufpatient

Review of R1's Braden scale for predicting
pressure sores risk was 13 on admission
9/25/2021. The score of 13 suggests R1 was a
moderate risk for pressure ulcers.

First visit by wound care doctor is documented on
10/7/2021 via Wound Evaluation & Management

Summary. On this wound evaluation V6 {Wound
Care Physician) documents, R1 is at high risk for
wound decline and new wound development.

Review of Physician orders document the
following order to start 10/21/2021:

Clean Sacrum with normal saline, pat dry, then
apply Dakin's soaked gauze and cover with dry
dressing daily and as needed.
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| getdakins.com, Dakin's kills MSRA, VRE and

| toprevent and treat skin and tissue infections that

According to Dakin's manufacturer website:

more within 30 seconds. Effective against
biofitm-forming bacteria. On 11/19/2021
WebMD.com documents Dakin's Solution is used

could result from cuts, scrapes and pressure
sores. Chlorine, the active ingredient in Dakin's
solution, is a strong antiseptic that kills most
forms of bacteria and viruses.

Review of R1's Wound Treatment Administration
Record (TAR) is absent of any initials that wound
treatments for R1's sacral wound was done for
10/30/31, 10/31/2021, 11/1/2021 and 11/2/2021.

On 11/17/2021 at 2:35 PM V3 (ADON) states she
expects nurses to follow doctor's orders.

On 11/17/2021 4:32 PM V18 (Wound Care
Director) stated "(she) understands if TAR is not
sighed then it's not done.”

On 11/18/2021 at 1:38 PM V11 (LPN), states she
remembers caring for R1 on 10/30/2021. V11
slated, normally wound care nurse does wound
changes and if not, the nurse assigned does it.
V11 stated once wound care is done, "we sign off
on Treatment administration Records (TAR). It
was a pretty busy weekend. | remember signing
off the TAR".

On 11/18/2021 at 1:44PM V9 (LPN) states she
remembers R1 and caring for him on 10/31/2021
and 11/2/2021. V9 stated, if the wound care
nurse isn't available, the nurses do the wound
care treatments. VO stated they (Nurses) look at
the MAR and TAR and follow treatment per
doctor orders, then they sign out the TAR. |
probably didn't sign off on it on the TAR."
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On 11/18/2021 at 1:57 PM V10 (LPN) stated she
remembers taking care of R1 on 11/1/2021. In
regard to 11/1/2021 wound care, V10 states, "No
I did not do his wound care that day. | don't recall
ifthe wound care nurse did it."

On 11/17/2021 at 11:18 AM V12 (CNA) stated R1
was a feeder and Hoyer lift and had wounds and
amputee of both legs. R1 was alert to self once
ina while. V12 stated "l went to change R1 and
noticed he wasn't soiled; it was his wound that
was smelling." V12 stated, "No one in the
previous shift mentioned it to me. | believe it was
V9 (LPN) who | told to look atit. This happened a
day or two before he left (to the hospital)."

On 11/18/2021 at 4,02 PM V6 (Wound Care
Doctor) stated, on 10/28/21 R1 displayed no
signs and symptoms of an underlying infection.
V6 stated when she saw R*1's sacral wound on
11/4/2021, she suspected Osteomyelitis. V6
stated. "It was purple and dark and odorous.” V6
stated, "With a normal person perhaps missing 4
wound care treatments would have caused
infection, but not R1. It probably would not have
mattered in terms of his total clinical picture.”

Review of wound evaluation and management
dated 11/4/21, V6 documents "wound shows
significant decline, wound joined with buttock
wound, malodorous, necrotic, bone exposed,
concerning for clinical osteomyelitis.”

Review of 11/56/2021 Progress notes by V8 (LPN)
documents, R1 was noted to be lethargic, with
shallow, labored breathing. Rapid response
called, EMS called, and resident sent to the
hospital.
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Hospital Physician note dated 11/5/21 19:32
documents the following:

Clinical Impression:

Sepsis, due to unspecified organism, unspecified
whether acute organ dysfunction present (HCC)
Dehydration.

Emergency Department provider notes dated
11/6/2021, includes but not limited to the following
diagnoses: Septic Shock, Dehydration, Chronic
Anemia, Pressure injury of skin of buttock,
respiratory failure.
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