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Working in or living as a resident in the long-
term care (LTC) space can be challenging

for clinicians and residents, for different yet
overlapping reasons. This healthcare setting
is one of the most highly requlated industries
in the U.S. LTC clinicians and support staff
must thoroughly understand both the
clinical approaches to wound prevention and
management and the myriad of regulations
that drive the clinical, business, and reporting
components of this care space.

Wound healing is a complex process
requiring interrelated physiological occurrences
to take place. The processes for wound
healing are aided by effective management
of the overall clinical conditions that caused
the wound in the first place, or conditions
preventing the healing processes from taking
place (e.g., diabetes), in addition to a thorough
assessment and interventions for the wound
bed and surrounding tissues (periwound area).
These are two different levels of focus (the
whole patient and the wound), both of which
are required to create an environment where
the patient's wound(s) can close. Essential to
the care of the person with a chronic wound is
an accurate diagnosis of the underlying cause
of the wound, usually determined by an in-
depth patient history and clinical assessment.
The duty of diagnosing the etiologies causing
the wound(s) is the responsibility of the
practitioner (e.g., physician, nurse practitioner,
physician assistant). Often the facilities staff is
focused on the wounds, weekly wound rounds,
dressing changes, and documenting tasks in
the medical record and needs the practitioner
closely involved to take the lead on the medical
management for the resident and the issues

causing or delaying wound healing. Sometimes
facilities have practitioners who can provide
this level of evaluation and management,
sometimes not, depending on the level of
knowledge the practitioner has related to
chronic wound healing.

Several patient physiological issues can
occur in the LTC setting that impede wound
healing. Consider vascularity, for example. On
the surface, vascularity is a very simple issue
as lack of blood flow results in stalled wound
healing. However, getting accurate vascular
studies, such as an ankle brachial index, in the
LTC environment for lower extremity wounds
is often a challenge. Another example of care
issues in the LTC is related to reporting and
intervening for severely elevated blood glucose.
When the directive is given to the nurse from
the practitioner to not call them unless the
patient's blood glucose over 300 mg/dL, over
350 mg/dL, even as high as 400 mg/dL, the
practitioner may not recognize that severely
elevated blood glucose can and does impair
wound healing. This is a critical issue in that
protein synthesis (required for healing) cannot
occur with blood glucose levels this high, and
the patient is at risk for wound or other types
of infections due to the elevated blood glucose.!
Working with the older population, which
makes up the largest segment of patients
served in LTC, adds another level of challenge
for clinical and support teams. These patients
often have multiple physiological challenges
due to the aging processes, along with co-
morbidities and medication all of which often
impair the healing processes (Table 1).!

An interdisciplinary team approach best
serves patients and residents with chronic
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wounds in all care settings (Figure 1).2 Each
team member brings specialized knowledge,
skills, and approaches to create the most
optimal wound care outcomes for residents
during this frequently difficult and complicated
process. Team members contribute their
specific expertise and collaborate with other
team members to interpret findings and
develop care plans specific for each patient
and their individual issues. The team should
negotiate priorities together and agree on a
care plan by consensus.? An important team
member is the nursing assistant, who may

or may not be trained to recognize skin and
wound issues that need to be reported to the
supervising nurse. It is worth remembering
that the nursing assistant sees the skin of the
patients/residents more than anyone else on
the team and is an incredibly valuable team
member.

Despite the plethora of requlatory
guidelines that mandate providing care that
meets standard practices for prevention of
pressure ulcers/ pressure injuries (PUs/Pls)
there are, and will continue to be, PUs/Pls
and other chronic wounds in this and all care
settings. Some of these wounds are avoidable
with appropriate care for prevention, such
as most, but not all, PUs/Pls. On the other
hand, there are unavoidable PUs/PlIs due
to multiple challenges for preventing these
chronic wounds. The Centers for Medicare and
Medicaid Services (CMS) recognizes this and
has given the LTC setting what is termed the
“unavoidable pressure ulcer/injury (PU/PI)", also
known as the Kennedy Terminal Ulcer or skin
failure.? Each of these terms has overlapping
components contributing to the formation of



TABLE 1. CHALLENGES RELATED TO WOUND PREVENTION AND MANAGEMENT

IN THE LONG-TERM POST-ACUTE CARE SETTING.*3%¢

Challenge

Issues Related to Problem

Recommendations for Improvement

Age of patient/residents

Multiple co-morbidities of
population

Susceptibility to wound/bone infections

Mobility impairments
(NOTE: Number 1 cause of PUs/Pls.)

Lack of formal education in wound
prevention and management at the
university/college level.

Minimal number of wound
management residencies in
healthcare training/education

that recognize chronic wound care
as a specialty.

Lack of resources to fund quality care

Slowing of wound repair process or
physical challenges due to aging processes.

Disease states that contribute to skin
integrity issues (e.qg., diabetes,
autoimmune diseases, vascular diseases).

+ Infections delay healing and can create sepsis

in patients, culminating in death.
This population often has impaired innate
antibodies to fight infections.

Immobility creates increased pressure.
Friction (e.g., sliding resident up in bed
causing the buttocks and heels to drag on
sheet/bed surface contributing to superficial
top-down injuries).

Shear (movement of the underlying tissue
parallel to underlying structures in
combination with pressure).

Most healthcare education curriculums

do NOT include chronic wound management
as part of their training.

Students are often taught older techniques
that do not translate to quality care

in today's healthcare arena.

Medicare and insurance companies are

NOT mandated to provide all-inclusive
funding for wound prevention and
management, leaving this care setting
sorely underfunded for quality wound care.
Older or destitute residents are often unable
to fund their own care due to lack of
personal resources.

Assess and intervene:
* Nutrition, hydration, mobility, sensation,
polypharmacy.

+ Manage disease states to the best
outcomes possible.

+ Take care to NOT introduce pathogens
into the wound during dressing changes.
Recognize the signs and symptoms of
locally infected wounds where topical
antimicrobials are appropriate before
needing systemic antibiotics.

Ensure blood glucose as close to normal
range as possible to prevent elevated
glucose driven infections.

Accurate mobility assessment.
Interventions to decrease support
surface/skin interface pressure

(e.g., floating heels).

Rehabilitation or restorative services
to assist the resident with strength,
positioning, bed/chair mobility.
Pressure redistribution surfaces
(mattresses/chair cushions).

Specific wound prevention and
management education in healthcare
curriculums.

On-the-job support for focused wound
prevention and care education.

Board certification from an accredited
wound certification credentialing agency.

There is no remedy currently for improved
funding of care. The best facilities can do
is to prevent avoidable wounds where
possible.
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wounds that develop at life's end or from an
unavoidable condition or circumstance.?
Some unavoidable PUs/PIs are related
to situations that may contribute to PU/PI
formation. An example would be a person
who is in end-stage congestive heart failure
who needs the head of the bed elevated up
to 75-80 degrees to drain the lung field fluid
(by gravity) to the bottom of the lungs leaving
the upper portion free for breathing. The
goal is to facilitate the person’s breathing to
keep them alive. This is not possible if the
bed is flat and the staff is trying to implement
a turning schedule to avoid a PU/PI for this
resident. Should a PU/PI develop as a result
of the required elevation of the head of the
bed, the PU/PI would be unavoidable and in
keeping with the regulatory mandates. When
this situation occurs, it is critical that the
practitioner write an order to "keep the head
of the bed elevated"” at the level needed

/ Resident/Family

Nursing Assistant Practitioner

Certified/Trained

Wound Specialist Nurse

Pharmacist Dietitian

Figure 1. Interdisciplinary Wound Management Team. Adapted from Scarborough 2013.”

TABLE 2. ITEMS REVIEWED BY SITE SURVEYORS WHEN A F686 DEFICIENCY IS GIVEN.

Number Title of Tag Brief Tag Description/Content

F552 Planning and Implementing Care Resident has the right to be informed.

F580 Notification of Change Inform regarding: Accident, significant change, need to alter treatment,
decision to change or discharge resident.

F635 Admission Orders Physician orders for immediate care.

F636 Resident Assessment Periodic comprehensive assessment of resident's functional capacity.

F637 Significant Change Resident with significant change comprehensively assessed using CMS-specific
Resident Assessment Instrument.

F641 Accuracy of Assessment Assessment must accurately reflect resident's status.

F655 Comprehensive Person-Centered Facility must develop and implement baseline care plan for each resident providing

Care Planning effective and person-centered care that meets professional standards of quality care.

F656 Comprehensive Care Plans Facility must develop and implement a comprehensive person-centered care plan
for each resident, consistent with resident rights, and include measurable objectives
and timeframes to meet residents' needs identified in the comprehensive assessment.

F658 Comprehensive Care Plans Services provided meet professional standards of quality.

F684 Quality of Care Facility must ensure residents receive treatment and care in accordance with
professional standards of practice.

F710 Physician Services Medical care of each resident is supervised by a physician.

F880 Infection control Facility must establish and maintain an infection prevention and control program.

Adapted from The State Operations Manual Appendix PP: Guidance to Surveyors for Long Term Care.?
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(e.g., 75-80 degrees) to facilitate the patient's
breathing. This order is important for when the
surveyor is trying to determine if the facility is
to be given a deficiency for the development of
a PU/PI.

To be successful assessing and managing
chronic wounds, it is imperative to incorporate
good wound prevention and care interventions
that meet today's standards of practice. In
addition to knowing and implemting the
standards of wound management, it is
critical the clinical and support staff have
an understanding of the requlations?® that
often describe care recommendations, create
coding and reporting mandates, and define
how reimbursement is calculated for the LTC
industry. In the State Operations Manual,? the
care team needs to read, learn, and implement
F686 (Skin Integrity), F684 (Quality of Care),
and look at the other F tags that the surveyor
is directed to review (Table 2).2 It should be
stressed how important the State Operations
Manual and Resident Assessment Instrument*
documents are for providing wound prevention
and care guidance in the LTC care setting. To
ignore these documents sets a facility and
the staff up for failure, from both clinical and
regulatory perspectives, and the resident for
less than optimal outcomes from interventions
that do not meet current practice standards.

The CMS take their PU/PI concepts from
the National Pressure Ulcer Advisory Panel's
(NPUAP) clinical practice guideline and have
adapted this information to write F686 and
F684 sections in the State Operations Manual
and the Resident Assessment Instrument,
M-Section.® The guideline from the NPUAP is
another document that facilities should have
in their library. Current wound textbooks,
journals, and in-person and online courses
and literature are available, and some of the
education is provided at no cost.

Training and educating facility staff in
wound prevention and care can help the LTC
staff create better outcomes for patients and
residents and avoid F-tags and monetary
penalties, which can be quite large and
detrimental to a facility's financial health.
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