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F 314

SS=D

483.25(c) TREATMENT/SVCS TO 
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, prevent infection and 
prevent new sores from developing.

This REQUIREMENT  is not met as evidenced 
by:

F 314 4/12/13

 Based on record reviews and interviews the 
facility failed to assist one of five sampled 
residents (R1) off of a bedpan for over two hours. 

Findings include:

On 3/14/13 at 10:20 A.M. Z1 (R1's daughter) 
stated that on the evening of 3/2/13 R1 had called 
Z1 and told her that no one would answer R1's 
call light. Z1 stated that she then went to the 
facility and arrived there at 12:45 A.M. R1 was in 
pain and found to be on a bedpan. Z1 said that 
after talking to staff, Z1 found out that R1 had 
been on the bedpan since 10:25 P.M. This was 2 
hours and 20 minutes. Z1 said that when they 
took R1 off the bedpan, R1 had a new open area 
on her buttocks. Z1 stated that R1 was 
transferred to another facility on 3/5/13.
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On 3/29/13 at 11:10 A.M. E4 (Certified Nurse's 
Aide) confirmed that on 3/2/13 R1 was placed on 
the bed pan at 10:25 P.M.. E4 stated that second 
shift staff passed on the information to third shift 
staff at 10:30 P.M., but third shift must have 
forgotten to take R1 off the bedpan.  

Nursing Admission form from facility R1 was 
transferred to on 3/5/13 notes a four centimeter 
by 1 centimeter open area on R1's buttocks. 

On 3/14/13 at 2:05 P.M. Z2 (Licensed Practical 
Nurse) at facility R1 was transferred to, stated 
that the open wound on R1's buttocks looks as if 
it was caused by a bedpan. 

On 3/14/13 at 2:15 P.M. R1 stated that on the 
night of 3/2/13 she remembers being left on the 
bedpan for a long time. R1 remembered being in 
a lot of pain and calling her daughter for help. R1 
stated that she called her daughter because the 
staff would not answer her call light.
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