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The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facility failed to
ensure services provided met professional
standards of quality for one resident (#1) in the
selected sample of seven. The facility failed to
follow physician's orders for the removal of
staples from Resident #1's surgical incisions. In
addition, the facility failed to follow physician's
orders for a left knee-ankle foot hinged brace to
be worn only when out of bed for Resident #1.

Resident #1 was admitted to the facility following
surgical repair of a fractured hip, with the
knee-ankle brace in place. Even though there
were physician's orders for staple removal, and
for the resident to wear the brace only when out
of bed, the facility failed to remove the brace for
assessment, and failed to remove surgical
incision staples located under the brace. On
admission to the hospital, thirty-four (34) days
later, the brace was removed and assessment
revealed a Deep Tissue Injury on the resident's
left inner knee and a scab on the resident's left
outer foot.
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Disclaimer: Preparation and
F 000 | INITIAL COMMENTS F 000| execution of this plan of correction
does not constitute admission or
An abbreviated survey (KY #15195) was agreement by the provider of the truth
conducted on 08/17/10 through 08/19/10. of the facts alleged or conclusions set
Deficiencies were cited with the highest forth in the statement of deficiency.
Scope/Severily being a "G". This plan of correction is prepared
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F281) and executed solely because it is
$s=G | PROFESSIONAL STANDARDS required by federal and state law.

F 281 Comprehensive Care Plans

The services provided or arranged by the
facility shall meet professional standards
or quality:

Criteria #1 — (1) Resident #1 returned
from the hospital on 8/19/10, a thorough
skin assessment was completed at that
time. (2) All treatment orders were place
on the Treatment Administration Record
(TAR) and reviewed by two nurses for
accuracy. .

Criteria #2 — (1) A chart audit was
completed on all residents admitted/re-
admitted in the past 30 days to identify
correct transcription of all freatment
orders and follow through of these
orders. (2) Head-to-toe  skin
assessments were, performs on all
residents to verify accuracy of the last
weekly skin assessment documented.
(3) Orders for all residents currently
utilizing splints/braces were reviewed to
determine that orders for splints/braces
reflect parameters for removal for bathing
and assessments. :

Criteria #3 — (1) Facility's protocol for
admissions/re-admissions changed to
mandate that orders require the review
and signature of two licensed nurses
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Any deﬁfcienéy statement ending w;ll(%n asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient ps'mech’on to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 30 days
following the date of survey whether or not a plan of correclion is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficlencies are cited, an approved plan of correction is requisite to continued

program particl

Ipation.
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The findings include;

Record review revealed Resident #1 was
re-admitted to the facility on 07/12/10 with
diagnoses to include: Intracapsular Fracture (Fx)
of the right hip and a Supracondylar Fx of the left
distal fernur. Review of the Operative Records,
dated G7/03/10 and 07/04/10 revealed the
resident undeiwent two separate surgeries while
admitted to the hospital, a right hip '
hemiarthroptasty on 07/03/10, and a open
reduction, internal fixation of the left distal femoral
fracture on 07/04/10.

Review of the hospital physician's discharge
orders, dated 07/12/10, revealed Resident #1's
surgical staples should be removed on 07/18/10.
The discharge orders stated Resident #1 should
have full weight bearing with a left knee-ankle foot
hinged brace with full range of motion, when the
 resident was out of bed.

Review of the nurse’s progress note, dated
0718110, revealed the staples from Resident #1's
right hip incision were removed on 07/18/10, as
ordered by the physician. There was no mention
of the staples in the surgical incision on the
resident's left leg in the progress notes.

An interview with Registered Nurse (RN} #1, on
08/18/10 at 3:15 PM, revealed the RN admitted
Resident #1 to the facility. The RN staled when
the resident arrived at the facility, she transcribed
the physician's orders to the resident's Medication
Administration Record (MAR). According to the
RN, she did not recall seeing the physician's
order that indicated the resident’s brace was to be
worn when out of bed; and if she had seen the
order she would have transcribed it to the MAR.

x4 ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION )
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F 281 | Continued From page 1 F281)to TAR's and MAR's. (2) Facility is

implementing a Licensed Nurse Care -

Plan Communication form for aii
residents. These will be completed 10-
15 per week until all residents have one
in place. (3) Licensed nurses have
received in-service education by the
Director of Nurses (DON) on: removing
bracesfsplints for skin assessments in
accordance with physician orders and
resident plan of care, protocol changes
on admit/re-admit orders, LN Care Plan
Communication forms on 8/16/10 and
8/23/10. {4) Nursing assistants received
in-service education by the DON on the
removal of splints/braces for bathing in
accordance with the resident's plan of
care and reporting any findings of
changes in skin noted during inspection
of skin while bathing on 8/23/10.

Criteria #4 — The CQl tool for the
monitoring  of  implementation  of
admission/re-admission orders shall be
utilized on all admissions/re-admissions

ifor 2 months, then 1 per week for 2
-months, then 1 monthly and as indicated

under the supervision of the DON,
Criteria #5 — Target Date:

09/02/10
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F 281 | Continued From page 2

She indicated she wrote the resident's
"name-remove staples" on the calendar for
07/48/10, but had not transcribed the order to the
MAR. She was not aware of any system that
would ensure physician's orders were transcribed
to the MAR,

Review of the July and August 2010 MARS
revealed the facility had not transcribed the
removal of Residant #1's surgical staples, nor the
physician's order to wear the brace "when out of
bed".

Review of the calendar at the nurse’s desk
revealed on 07/18/10 Resident #1's name was
listed, with the notation fo "remove staples”.
There was no documentation on the calendar to
indicate the location of the surgical staples.

interviews with RN #2, RN #4, LPN #2, LPN #4,
LPN #5, LPN #6 and LPN #9 on 08/17/10 at 7:55
PM and 8:00 PM, on 08/18/10 at 12:10 PM and
3:40 PM and on 08/19/10 at 11:00 AM and 1120
AM, revealed they were not aware Resident #1
had surgery to the left ieg and had an incision on
the left leg under the brace. The licensed staff
thought the brace had been placed on the left leg
{0 immobifize the fracture and it should not be
removed due to the fracture. The licensed staff
stated they did not question the fact the MAR did
not indicate when the brace was supposed to be
worn, and no attempts were made to contact the
physician to clarify the order, The licensed staff
were not aware of a system in the facility to
ensure physician's orders were followed. They
revealed the order for the removal of the staples
should have been written on the MAR and the
calendar at the nurse's station,

F 281
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F 281 | Continved From page 3

Record review revealed Resident #1 was
transferred to the hospital on 08/14/10 due to
respiratory distress. Review of the hospital's
Adult Admission Assessment, dated 08/14/10,
revealed when the brace was removed from the
resident’s left leg, the staples were stili present in
the surgical incision. Additionally, hospital staff
identified an area 6.5 centimeters (cm) by 5.0 cm
on the resident’s left inner knee. The area was
described as red, witha 1.3 em by 2.5 em
blackened area in the center. A0.5 cmby 1.0 cm
red and black area was identified on the left outer
foot.

An interview with the hospitat RN, on 08/19/10 at
9:40 AM, revealed she conducted an assessment
of Resident #1 on admission to the hospital. The
RN stated she removed Resident #1's left leg
brace, and observed a wrapping around the
resident's leg. When the RN removed the
wrapping, she found a dressing that was dated
07/09/10. The RN removed the dressing and
found a healing surgical incision with twenty-two
(22) staples still in the incision. The RN stated
she reviewed the resident's medical records from
the previous admission, and determined the
staples had been In place since 07/04/10, even
though there were physician's orders to remove
the staples. The RN indicated that the staples
were "loose", and she was able to remove the
staples easily. The RN continued to assess the
leg, and observed a wound on the left inner knee
where the brace had been in place. The RN
described the area as bright red with a center that
was blackened. In addition, the RN cbserved a
small red and blackened wound on the resident's
outer left foot.

Observation of Resident #1's wounds with the

F 281
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F 281 ] F 282 Comprehensive Care Plans
Continued From page 4 F 281 The services provided or arranged by the
hospital Wound Nurse {WN), on 08/19/10 at 9:40 facility shall be provided by qualified
AM, revealed an area on the resident's left inner persons in accordance with each
k‘,‘?]e!:'o cm{by 1'ﬁ,°m' nge outer :?a was *e[d' resident’s written plan of care:
iy dsﬁ:;{;"i:;&‘;t;‘;“(ga: d::;‘;‘)"‘ b 2 Criteria #1 — Resident #1 returned from
observed in the wound. There was no drainage the hosgital Odn 8’;9” O.’ hidslher .czg.e E:Iadn
or odor observed. Two incision ilines on the was revfewe an revise . as Indicated.
outside of the left knee and thigh were observed, H?ISh? is receiving care in accordance -
measuring 9.2 ¢m fong, and the second incision W‘t.h h'.s"her plan of care. _
measuring 7.2 cm long. Observation of Resident Criteria #2 — (1) A chart audit was
#1's left fool revealed an area 0.5 cm by 0.6 cm completed on all residents admittedfre-
which was dark. An interview with the WN, at the admitted in the past 30 days to identify
time, revealed the WN described the area on the correct transcription of all {reatment
inner knee as a deep tissue injury, caused by the orders and follow through of these orders
resident's brace. The WN stated the blister would in accordance with their care plan. (2)
likely open to reveal a Stage 1} pressure sore. Head-to-toe skin assessments were

F 282 48320(k)(3)(l|) SERVICES BY QUALIFIED F 282 performs on all residents to Verify

§8=G | PERSONS/PER CARE PLAN accuracy of the last weekly skin

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facility failed to
provide services in accordance with the
comprehensive care plan for one resident (#1) in
the selected sample of seven. The facilily failed
to ensure Resident #1's left knes brace was only
wlilized when the resident was out of bed, and
failed to assess and monitor the left leg incision
site every shift for symptoms of infection. Review
of the resident’'s medical record revealed no
evidence the brace had been removed from the
resident's leg from 07/12/10 through 08/14/10,

FORM CMS-2567(02-99) Pravious Verslons Qbsclate

Evant ID; JCRS11

assessment documented. (3) Orders for
all residents currently utilizing
splints/braces  were  reviewed o
determine that orders for splints/braces
reflect parameters for removal for bathing
and assessments; care plans were
revised as indicated.

Criteria #3 — (1) Facility is implementing
a Licensed Nurse Care Plan
Communication form for ali residents.
These will be completed 10-15 per week
unti all residents have one in place. {2)
Licensed nurses have received in-service
education by the Director of Nurses
{DON) on: removing braces/splints for
skin assessments in accordance with
physician orders and resident plan of
care, protocol changes on admit/re-admit
orders, LN Care Plan Communication
forms on 8/16/10 and 8/23/10. (3}

racNursing assistants received in-service page soft4
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Record review revealed Resident #1 was
re-admitted to the facility on 07/12/10 with
diagnoses to include a Intracapsular Fracture (Fx)
of the right hip, and a Supracondylar Fx of the left
distal femur. Review of the hospital operative
records revealed on 07/03/10 the resident
underwent hemiartiroplasty, and on 07/04/10, the
resident underwent an open reduction internal
fixation of the left distal femoral fracture.

Review of the Comprehensive Care Plan for
Resident #1, dated 07/12/10, revealed
interventions for risk of infection and decline in
activities of daily living due to post right hip fx with
repair, and left distal femur fx with repair.
Interventions included assessment of the
incisions every shift, monitoring for signs and
symptoms of infection, and to apply left leg brace
when up. Review of the July and August, 2010,
Certified Nurse Aide (CNA} care plans revealed
there was no indication the resident should utilize
a brace when out of bed.

Review of the July and August, 2010 medication
Adminisiration Record {MAR) revealed there was
no entry for assessment of the incisions every
shift, nor to monitor for signs and symptoms of
infection. The MAR stated Resident #1 was to

GREEN ACRES HEALTH CARE
MAYFIELD, KY 42086
(X4HD SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORREGTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
" TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 282 Conlinued From page 5 F 282, gducation by the DON on the removal of
when the resident was admitted to the hospital. splints/braces for bathing in accordance
On admission to the hospital, the nurse removed with the residenf's plan of care on
the resident ' s brace and found a dressing dated 8/23/10.
as applied on 07/09/10, surgical staples, which Critoria #4 — The CQI tool for the
continued to be in the surgical site, along with a monitoring of Care Plan Compliance
Deep Tissue Injury on the resident's left inner shall be utilized monthly for 2 months -
knee, and a pressure ulcer on the resident's left and then quarterly as per established
outer faot CQY calendar under the supervision of
The findings include: the DON.
° Criteria #5 — Target Date: 09/02/1
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F 282 | Centinued From page 6

wear a left knee-ankla float hinged brace with full
range of motion, but it did not indicate when the
brace was suppesed to be worn/fremoved.
Review of the medical record revealed no
avidence Resident #1's brace had been removed
since admission to the facility on 67/12/10. in
addition, there was no evidence the left incision
had ever been observed for signs and symptoms
of infection, during the facility admissien 07/12/10
through 08/14/10.

Interviews with Certified Nursing Assistant (CNA)
#2, CNA #3 and CNA #4, on 08/18/10 at 12:00
PM, 12:10 PM, and 12:20 PM, revealed they were
aware Resident #1 had a left knee brace while in
the faciiity, but they were told by licensed staff
that the brace was not to be removed.

An interview with the Director of Nursing (DON},
on 08/18/10 at 1:20 PM, reveated there was no
policy/procadure to ensure the licensed staff
reviewed each resident’s plan of care. She stated
she expected licensed staff to review the care
plans of each resident to be aware of care
required by the resident. The DON explained
when the care plans were developad, the staff
who developed the care plan should have
ensured interventions to monitor the incision site
every shift, and the brace removed in bed, were
ptaced on the MAR.

interviews, on 08/19/10 at 1:15 PM, with
Registered Nurse (RN) #3 and RN #5 who
assisted with the development of the care plans,
revealed they reviewed the discharge physician's
orders and instructions for Resident #1, and
developed interventions based on the information.
The RNs stated they sent the care plans outto
the resident ' s unit after completion; however,

F 282
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F 282 | Continued From page 7

they did not moniter whether the interventions
were implemented.

Interviews with RN #3, RN #4, Licensed Practical
Nurse (LPN) #3, LPN #4, LPN #6 and LPN #7, on
08/18/10 at 3:25 PM and 3:40 PM, and 08/19/10
at 11:00 AM, 11:20 AM, 11:35 AM, 11:50 AM, and
11:55 AM, revealed the staff do not review a
resident's comprehensive care plan unless there
is a question about the care. The licensed staff
revealed they usually reviewad the CNS care plan
because it was condensed and served as a
“quick reference" .

Record review revealed Resident #1 was sent o
the hospital on 08/14/10. Review of the hospitals
Adult Admission Assessment, dated 08/14/10,
revealed nursing staff removed Resident #1's
brace at the hospital, observed a dressing dated
as applied on 07/09/10, surgical staples
continued in the incision, and a 6.5 centimeter
(cm) by 5.0 cm area on the left inner knee. In
addition, the assessment identified a 0.5 cm by
1.0 cm red and blackened area to the left outer
foot.

Observation of Resident #1 with the Physical
Therapy Wound Nurse (WN), on 08/19/10 at 9:40
AM, revealed a Deep Tissue Injury on the left
inner knee which measured 3.0 cm by 1.2 cm,
The outer area was red in color, with the center
deep purple and slightly indurated (hardened). A
blister was observed in the wound. Observation
of the outside of the left foot revealed a 0.5 cm by
0.6 cm dark area. An interview with the WN, at
the time, revealed the areas were consistent with
having the brace applied from 07/12/10 to
08/1410. The WN continued that it was likely the
blister would open and the area on the inside left

F 282
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F 282 i ;
Continued From page 8 F 282\ pased on the comprehensive
knee would be a Stage lif pressure sore. assessment of a resident the facility shall
F 314 483.25(c) TREATMENT/SVCS TO F314 gnsure that a resident who enters the

$5=G | PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, pravent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facility failed to
provide care and services to promote the
prevention of pressure sore development for one
resident (#1) in the selected sample of seven.
The facility failed to provide care to Resident #1 in
accordance with physician's orders and the
comprehensive care plan related to applying a left
knee-thigh full range of motion brace to the
resident’s left leg. Even though physician's
orders included a left knee brace fo be applied
when out of bed, the facility left the left knee
brace on the resident from 07/12/10 to 08/14/10,
Resident #1 was admitted to the hospital on
(8/14/10, and when the hospital licensed nurse
removed the brace, she found a Deep Tissue
Injury on the resident’s left inner knee and a
pressure sore on the resident's left outer foot.

The finding include:

A review of the facility's Skin Assessments policy

facility without pressure sores does not

develop pressure sores unless the
individual's clinical condition
demonstrates that they were
unavoidable:

(Criteria #1 — (1) Resident #1 returned
from the hospital on 8/19/10, a thorough
skin assessment was completed at that
time. (2} All freatment orders were place
on the Treatment Administration Record
(TAR) and reviewed by two nurses for
accuracy. Histher care plan was
reviewed and revised as indicated for
pressure sore carefprevention,

Criteria #2 - (1) A chart audit was
completed on all residents admitted/re-
admitted in the past 30 days to identify
correct transcription of all treatment
orders and follow through of these
orders. (2} Head-to-foe skin
assessmenis were performs on all
residents to verify accuracy of the last
weekly skin assessment documented.
{3} Orders for all residents currently
utilizing splints/braces were reviewed to
determine that orders for splints/braces
reflect parameters for removal for bathing
and assessments,

Criteria #3 — (1) Facility is implementing
a Licensed Nurse Care Plan
Communication form for all residents.
These will be completed 10-15 per week
until all residents have one in place. {2)
Licensed nurses have received in-service
education by the Director of Nurses
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tntracapsular Fracture {Fx) of the right hip and a
Supracondylar Fx of the left distal femur. A review
of the Operative Records, dated 07/03/10 and
07/04/10, revealed the resident had two surgeries
while at the hospital. The resident had a right hip
hemiarthroplasly conducted on 07/03/10 and an
open reduction, internal fixation of the left distal
femoral fracture on 07/04/10. The resident had
incisions on the right hip and on the outer left
knee and thigh.

A review of the hospital Discharge Physician's
Qrders, dated 07/12/10, revealed the resident
was to wear a left knee-ankle-foot hinged brace
with full range of motion whan the resident was
out of the bed.

A review of the Comprehensive Care Plan for
activities of daily fiving due to post right hip fx with
repair and lsft distal femur fx with repair and
potential for skin breakdown, dated 07/12/10,

GREEN ACRES HEALTH CARE
MAYFIELD, KY 42068
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od g dat led the admissio ‘ physician orders and resident plan of
and procecurs, no aa's, roved ad e acmission care, protocol changes on admitfre-admit
skin assessment would be conducted on orders. LN Care Plan Communication
admission to reflect the skin conditions present f ! 8/16/10 4 8/2310. (3
on admission that may/do require skin {reatment 0rm§ on N - an \ " ’ ( )
measures such as abrasions, skin tears, bruises, N“"S'ng assistants received in-service
wounds of any cause, surgical sites, stoma sites ed&ricatlon by the DON on t'he removal of
and rashes or other skin eruptions. Weeldy skin splintslbraces. for bathing in accordance
assessments should be conducted to reflect the with the resident's plan of care and
resident's current skin status. The descriptions reporting any findings of changes in skin
should refiect measurements, color, and other noted during inspection of skin while
descriptors based on the aclual finding. The bathing on 8/23/10.
assessment should identify abrasions, skin tears, Criteria #4 — The CQl tool for the
bruises, disease related lasions, Sufgical sites, monitoring of Pressure Sore prevention
stoma sites, and rashes or other skin eruptions. shall be utilized monthly times 2 months,
) . then quarterly as per established CQI
A recard review revealed Resident i1 was calendar, under the supervision of the
re-admitted to the facifity from the hospital on DON
0712110 with diagnoses fo include a e
g Criteria #5 — Target Date: 08/02/1
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revealed interventions to apply a lefl leg brace
when up and licensed sfaff were to conduct
weekly skin assessments. A review of the July
and August 2010 Cerlified Nurse Aide (CNA) care
plans revealed there was no documeniation to
indicate the resident was supposed fo wear a left
knee brace when up.

A review of the July and August 2010 Medication
Administration Records {MAR) revealed the
facility had not indicated when the resident was
supposed to wear the left knee-ankle float hinged
brace with full range of motion.

A review of the weekly skin assessments, dated
07M2/10, 07/22/10 and 08/02/10 revealed the
licensed staff documented the resident had a
brace on the left fleg. An interview with RN #1 on
08M7/10 at 3:15 PM revealed when she
conducied the skin assessment on admission,
she removed the brace and Identified there was a
dressing on the left ouler leg. She stated she did
not look under the dressing. An interview with
LPN #11 {(who conducied the assessment on
07/22/10), revealed she did not remove the brace
to look at the resident's skin because she thought
staff were not supposed to remove the brace.
interviews with RN #2 and LPN #2 on 08/17/10 at
7:55 PM and 8:00 PM {who conducted the skin
assessment on 08/02/10), revealed they removed
the brace but they did not see any skin
breakdown or dressing on the resident's left leg.

Interviews with RN #2, RN #4, LPN #2, LPN #4,
LPN #5, LPN #6 and LPN #9 on 08/17/10 at 7:55
PM and 8:00 PM, on 08/18/10 at 12:10 PM and
3:40 PM and on 08/16/10 at 11:00 AM and 11:20
AM, revealed they were not aware Resident #1
had undergone surgery to the left leg, and had an

F 314
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incision on the left leg, under the brace. The
licensed staff thought the brace had been placed
on the feft leg to immebilize the fracture and
should not be removed due to the fracture. They
were unsure of the origin of the information, and
thought they had received the information in shift
report, or by word of mouth. The licensed staff
stated they did not question the fact the MAR did
not indicale when the brace was supposed to be
worn, and they made no attempts to contact the
physician to clarify the order. They stated they
would have removed the leg brace if they had
conducted a skin assessment to ensure there
was no skin breakdown.

An interview with the Director of Nursing (DON)
on 08/18/10 at 1:20 PM revealed there was no
system in place to ensure physician's orders were
transcribed accurately, and no system to ensure
licensed staff raviewed the residents’
comprehensive care plans. She stated nurses
were expected to franscribe the physician's
orders accurately and review the comprehensive
care plans so they would provide care to the
resident’s according to the care plans.

A record review revealed Resident #1 was
transferred to hospitat on 08/14/i10 due to
respiratory distress. A review of the hospital's
Adult Admission Assessment, dated 08/14/10,
reveated when the nurse removed the brace, she
identified a 6.5 centimeter (cm) by 5.0 cm area on
the left inner knee. The area was red and in the
center there was a 1.3 em by 2.5 cm. blackened
area. in addition, a 0.5 ¢m by 1.0 cm. red and
blackened area to the left outer foot was
identified.

An interview with the hospital Registered Nurse

F314
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{RN) on 08/19/10 at 9:40 AM, revealed Resident
#1 arrived on the floor, on 08/14/10, and she
conducted a complete assessment of the
resident. She stated when she removed the
brace from the resident's left leg she noficed a
"wrap" around the resident's leg. She removed
the wrap and found a dressing, that was dated
07/09/10, over a healed surgical incision with
surgical staples still in place. She stated she
assessed the leg and found a wound on the left
inner knee. The area was bright red and had an
area in the center that was blackened. She
stated further assessment of the left leg and foot
where the brace had been, revealed a small red
and blackened wound on the resident's outer left
foot.

A review of the hospital's PT Wound Evaluation,
dated 08/16/10, revealed the resident had a
suspected Deep Tissue Injury to the left inner
knae measuring 6.5 cm by 5.0 ¢cm. and within the
reddened area there was a 1.3 cm by 2.5 cm.
blackened area. The area was purple in color
and had edema (sweliing) present. Additionally,
there was an 0.5 cm by 0.6 cm. pressure sore
with a black scab on the left outer foot.

Observation of the wounds with the PT Wound
Nurse at the hospital on 08/19/10 at 9:40 AM
revealed a deap tissue injury pressure sore on
the left inner knee measuring 3.0 cm by 1.2 cm..
The peri-wound (outer area) was red. The center
portion of the wound was deep purple and slightly
indurated (hardened). The lower part of the
center portion had a blister. There was no
drainage or odor observed. On the outside of the
left foot, there was a 0.6 cm by 0.6 cm. dark
pressure sore. An interview with the WN
revealed she felt the area on the left inner knee

F 314
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was a deep tissue injury due to the area being a
dark purple, and when the brace was on, the area
matched up approximately to the hinge joint of the
leg brace. The area on the left outer foot
matched up approximately with the foot plate at
the bottom of the brace. She stated the blister on
the left inner knee would likely apen and result in
a stage 11l pressure sore,
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