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the new wound on R1 's left buttock during routine care. 

She said she was here making her rounds, and they went 

to turn R1 over and when they did that's when they 

found the wound to her Lt. buttock. V47 said the staff 

should be repositioning residents while they are up in 

their chairs. She said she would expect to be notified 

if the facility didn't have the supplies to complete 

the treatment that was ordered. She said she would 

expect the nurse to do a full body assessment upon 

readmission and document any wounds the resident had. 

V47 said the night shift does the treatments, and they 

are usually done towards the end of the shift. She said 

so they usually just wait for her to come in Tuesday 

morning and complete them. V47 said new interventions 

should have been put into place after a new wound has 

been found. She said while she was here doing her 

rounds, they inspected R1's bed and she was on an air 

overlay, so she suggested they get R1 a low air loss 

mattress and she also got a new wheelchair cushion. 

V47, NP agreed the lack of identifying, treating, and 

preventing new pressure wounds can for sure cause the 

wounds to worsen, get infected, and there is always a 

risk for death. 

The facility's policy Pressure Ulcer Prevention, 

revision date of 1/15/18, documented "Purpose: To 

prevent and treat pressure sores/pressure injury. 

Guidelines: 1. Maintain clean/dry skin during daily 

hygiene measures. 2. Inspect the skin several times 

daily during bathing, hygiene, and repositing measures. 

May use lotion on dry skin." It further documented "5. 

Turn dependent resident approximately every two hours 

or as needed and position resident with pillow or pads 

protection bony prominences as indicated." It also 

documented "9. Pressure reducing (foam) mattresses are 

used for all residents unless otherwise indicated. 

Specialty mattresses such as low air loss, alternating 

pressure, etc. may be used as determined clinically 

appropriate. Specialty mattresses are typically used 

for residents who have multiple Stage 2 wounds or one 

or more Stage 3 or Stage 4 wounds." 
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300.1210c) 

300.1210d)6) 

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 A ct 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. 

Section 300.1010 Medical Care Policies 

h) The facility shall notify the resident's physician 

of any accident, injury, or significant change in a 

resident's condition that threatens the health, safety

or welfare of a resident, including, but not limited

to, the presence of incipient or manifest decubitus

ulcers or a weight loss or gain of five percent or more 

within a period of 30 days. The facility shall obtain 

and record the physician's plan of care for the care or

treatment of such accident, injury or change in

condition at the time of notification.

Section 300.1210 General Requirements for Nursing and 

Personal Care 

a) Comprehensive Resident Care Plan. A facility, with

the participation of the resident and the resident's

guardian or representative, as applicable, must develop

and implement a comprehensive care plan for each

resident that includes measurable objectives and

timetables to meet the resident's medical, nursing, and

mental and psychosocial needs that are identified in 

the resident's comprehensive assessment, which allow

the resident to attain or maintain the highest

practicable level of independent functioning, and

provide for discharge planning to the least restrictive

setting based on the resident's care needs. The 

assessment shall be developed with the active

participation of the resident and the resident's 

guardian or representative, as applicable. (Section 

3-202.2a of the A ct) 

b) The facility shall provide the necessary care and
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