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The pressure ulcer/injury definitions used in the RAl Manual
have been adapted from those recommended by the National
Pressure Ulcer Advisory Panel (NPUAP) 2016 Pressure Injury
Staging System.

For MDS assessment, initial numerical staging of pressure
ulcers and the initial numerical staging of ulcers after
debridement, or DTI that declares itself, should be coded in
terms of what is assessed (seen or palpated, i.e. visible tissue,
palpable bone) during the look-back period.

Nursing homes may adopt the NPUAP guidelines in their clinical
practice and nursing documentation. However, since CMS has
adapted the NPUAP guidelines for MDS purposes, the
definitions do not perfectly correlate with each stage as
described by NPUAP. Therefore, you must code the MDS
according to the instructions in this manual.
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2. For the purposes of coding; determine that the
lesion being assessed is primarily related to
pressure and that other conditions have been
ruled out. If pressure is not the primary cause,
do not code here.

Source: CMS’s RAIl Version 3.0 Manual Pages:
M-9
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Is or was patient or the patient’s body part immobile?
Evaluate location of the ulcer. Is it directly from positioning in bed? Chair? Shoe? Device?

Observe the patient in actual supine, side lying, sitting, and with their devices (splints, braces, etc). Is the
specific area of breakdown consistent with applied external force?

Determine if the patient had a recent period of immobility, including just prior to admission. Consider
falls at home, rhabdomylisis, and surgical procedures > 4 hours.



Rationale: Not all ulcers are from pressure. If the cause was clearly not from pressure, do NOT label as
pressure.

Determine wound type: Review with the patient’s physician, nurse practitioner. In the case that the
wound type is unclear, a wound consultation by a Certified Wound Specialist (CWS) may be helpful to
determine wound type. Obtain final wound type diagnosis by the patient’s physician, nurse practitioner.

Document: In cases where a wound is deemed to be NOT pressure, but has characteristics of pressure,
the rationale should be documented.

Communicate: Provide education on wound type, plan of care, prognosis, interventions, treatments, etc.
with interdisciplinary team, patient and responsible party

Rationale: In the case that wound type is deemed pressure, a full evaluation should be completed to
determine the extent of the issue, mitigate the pressure cause, determine plan of care and wound type
prognosis and communicate effectively with the interdisciplinary team, the patient, and the family.



Care Setting | Instructions for Coding

LTC/SNF Nursing homes may adopt the NPUAP guidelines in their clinical practice and nursing documentation.
However, since CMS has adapted the NPUAP guidelines for MDS purposes, the definitions do not perfectly
correlate with each stage as described by NPUAP. Therefore, you must code the MDS according to the
instructions in this manual.

LTACH/IRF If pressure is determined to be the primary cause, use the staging system to stage the ulcer/injury and
code in Section M of the LTCH CARE Data Set or IRF-PAL. If the ulcer/injury is not due to pressure, do not
code it in Section M.

Home Home health agencies may adopt the NPUAP guidelines in their clinical practice and documentation.

Health However, since CMS has adapted the NPUAP guidelines for OASIS purposes, the definitions do not
perfectly align with each stage as described by NPUAP. When discrepancies exist between the NPUAP
definitions and the OASIS scoring instructions provided in the OASIS Guidance Manual and CMS Q&A’s,
providers should rely on the CMS OASIS instructions.

Outpatient  Follows NPUAP/NPIAP Guidelines
Wound
Centers

Acute Care  Follows NPUAP/NPIAP Guidelines
Hospitals
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A previously closed pressure ulcer that opens
again should be reported at its worst stage,
unless currently presenting at a higher stage

or unstageable.

For each pressure ulcer/injury, determine if the
pressure ulcer/injury was present at the time of
admission/entry or reentry and not acquired
while the resident was in the care of the
nursing home. Consider current and historical
levels of tissue involvement.



Although the requirements do not mandate any specific assessment tool, other than the RAI,
validated mstruments are available to assess risk for developing pressure ulcers. Research
has shown that a significant number of pressure ulcers develop within the first four weeks
after admission to a long term care facility.”® Therefore, many clinicians recommend using
a standardized pressure ulcer risk assessment tool to assess a resident’s pressure ulcer risks
upon admission, weekly for the first four weeks after admission for each resident at risk,
then quarterly, or whenever there is a change in cognition or functional ability.” *° A

resident’s risk may increase due to an acute illness or condition change (e.g., upper
respiratory infection, pneumonia, or exacerbation of underlying congestive heart failure) and

may require additional evaluation.
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Article Content

In 1984, | developed The Braden Scale for Predicting Pressure Sore Risk as a screening tool for a research study.

Together with Dr Nancy Bergstrom and other colleagues, we tested the Braden Scale in several settings, and the

results of those tests were published in 1987.1,2 To my amazement, use of the Braden Scale disseminated rapidly!















The depth of a Stage 4 pressure ulcer varies by anatomical location. The bridge of the
nose, ear, occiput, and malleolus do not have subcutaneous tissue, and these ulcers can be

shallow.




Exposed bone/tendon/muscle 1s visible or directly palpable.



F-684 (Previously F-309)
Quality of Care

F-686 (Previously F-314)
Skin Integrity-Pressure Ulcers
Section M of the RAlI Manual (MDS Manual)















Licensed Nurse check
head to toe every shift
for first 10 days or
beyond depending on
your policy


















(WAPI

1. Why is the wound there?
2. How do you know?

3. W
4. W

nat’s keeping it from healing?

nat are you doing about it?












If a pressure ulcer fails to show some
evidence toward healing within 14 days,
the pressure ulcer (including potential
complications) and the patient’s overall
clinical condition should be reassessed.
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1. Evaluate the resident’s
clinical condition and risk
factors

If yes, proceed
to second
criteria

2. Define and implement
Interventions that are
consistent with resident

needs, resident goals, and
professional standards of
practice

If yes, proceed
to third criteria

3. Monitor and evaluate
the impact of the
interventions

If yes, proceed
to final criteria

4. Revised interventions
as appropriate

If yes, proceed
with coding
wound as
UNAVOIDABLE




www.woundsource.com



https://www.woundsource.com/woundsource-product-guide






Wounds may be classified as infected if the signs and symptoms of infection are present
and/or a wound culture (obtamed m accord with accepted standards, such as sterile tissue
aspirate, a “‘quantitative surface swab” using the Levine technique or semi-quantitative
swab) contains 100,000 (10°) or greater micro-organisms per gram of tissue. A superficial
swab may show the presence of bacteria, but 1s not a reliable method to identify nfection.



Some facilities may use “wet to dry gauze dressings” or wrigation with chemical solutions to
remove slough. The use of wet-to-dry dressings or irrigations may be appropriate in limited
circumstances, but repeated use may damage healthy granulation tissue mn healing ulcers
and may lead to excessive bleeding and increased resident pam.









Care Plan-Hospice or Palliative Care






If you are a physician group or Part B
Dressing company, proceed with adding
GW modifier and bill to Medicare

Are you the
primary care
physician?
















End-of-life skin and wound changes

* Limited to Skin
* Kennedy Lesion
* Mottling
* Trombley-Brennen Terminal Tissue Injury (TB-TTI)
* Open Wound or Full-thickness
Kennedy Terminal Ulcers
Skin Failure-End Stage
Skin Changes at Life’s End (SCALE) Wounds
Open Fungating Wounds
Open Malignant Wounds

May be associated with other common etiologies for alterations in skin and tissue
integrity — such as pressure, friction, shear, and moisture — the primary etiology is
suspected to be hypoperfusion or compromised perfusion associated with organ
failure due to the dying process.













Skin changes at the end of life (SCALE), also
referred to as Kennedy Terminal Ulcers (KTUs)
and skin failure, are not primarily caused by
pressure and are not coded in Section M.
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Skin changes at the end of life (SCALE), also
referred to as Kennedy Terminal Ulcers (KTUs)
and skin failure, are not primarily caused by
pressure and are not coded in Section M.
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L98.9: Disorder of skin and subcutaneous tissue, unspecified

Q&A: Skin failure due to hypoperfusion

March 16, 2023 - CDI Strategies - Volume 17, Issue 11

Q: We recently had a patient who presented with a stage 2 pressure ulcer. Due to hypoperfusion, the
pressure ulcer progressed. The physicians are now documenting progression due to “skin failure” due
to hypoperfusion. Can you have skin failure at the same site of a pressure ulcer, or is it progression
of the pressure ulcer to stage 3 or 4?

A: A pressure injury is described as localized damage to skin and/or underlying soft tissue, typically over a
bony prominence that is a result of pressure.

Skin failure is a loss of normal temperature control with an inability to maintain core body temperature;
failure to prevent percutaneous loss of fluid, electrolytes, and protein with resulting imbalance; and failure
of the mechanical barrier to prevent penetration of foreign materials.

Acute skin failure describes the cause of integumentary loss in association with hemodynamic instability
and/or organ system compromise in critically ill patients. Current research show that we may be inaccurately
classifying pressure injuries when skin failure is the likely cause.

So, clinically, can a patient have both a pressure injury and skin failure? Yes, they can. The documentation
does need to specifically state the pressure ulcer worsened “due to hypoperfusion,” not due to pressure.
Currently, there is no specific code for skin failure, so the advice out there is to use code L98.9. You can code
both, stage 2 pressure injury POA-Y did not evolve to a higher stage related to pressure and other disorders
of the skin, and L98.9 POA-N for the skin failure. These are two different diagnoses.

https://acdis.org/articles/qga-skin-failure-due-hypoperfusion#:~:text=The%20documentation%20does%20need%20to,9.



L98.9: Disorder of skin and subcutaneous tissue, unspecified

We also see issues related to Kennedy Terminal Ulcers (KTU). These are ulcers develop quickly due to the
dying process. There are no specific codes for a KTU and Coding Clinic Second Quarter 2018, page 21,
advises (bold added):

Assign the appropriate code from category L89, Pressure ulcer, for a Kennedy ulcer. A Kennedy
ulcer is a type of pressure ulcer that occurs at the end of life and is related to multiorgan failure.
Because of its pathophysiology, this type of pressure ulcer does not typically respond to standard
treatment. In view of the implications of a Kennedy ulcer for prognosis, and the differences in
response from other pressure ulcers, a proposal for creation of a separate code for Kennedy ulcer
may be taken to a future ICD-10 Coordination and Maintenance Meeting.

More recent studies have shown that a KTU is likely skin failure as a result of ischemia from the dying
process. This is not to say that there KTUs are strictly due to hypoperfusion, as there may be an element of
pressure causing the injury. The focus for CDI work is understanding the etiology of the injury, pulling the
clinical indicators together to specify the cause of the skin breakdown.

Documentation of a Kennedy ulcer without further specification will be coded as a pressure injury POA-N,
which is a well-known HAC and PSI. Is this an accurate representation of the etiology of the skin injury? In
certain circumstances it may be accurate and in other circumstances it may not. This is an area where CDI
professionals can work with providers, wound care specialists, coders, and quality professionals to provide
the necessary education so we are all capturing these specific diagnoses appropriately and accurately.

Reference: https://www.hmpgloballearningnetwork.com/site/wounds/article/pathophysiology-skin-failure-vs-
pressure-injury-conditions-cause-integument-destruction-and

https://www.hmpgloballearningnetwork.com/site/wounds/article/pathophysiology-skin-failure-vs-pressure-injury-conditions-cause-integument-destruction-and



1. Head to toe assessment as soon as possible after admission but no more than 2 hours after
admission

. Clinical condition reviewed for risk of skin failure

Care Plan implemented consistent with needs

Weekly QA&A/QAPI/Risk with revision of interventions

Wounds categorized as Avoidable or Unavoidable

Daily visualization of skin by nurse aides and care staff with documentation

Weekly body audit head to toe by licensed nurses

Weekly wound assessment by licensed clinicians

. Weekly wound measurements obtained by the same person every week

10.Clinical condition and treatments reviewed or revised every 2-4 weeks if wound is not
progressing

11. MDS Section M Coded correctly

12. Wounds are not “labeled” as pressure IHA unless a thorough investigation has been
completed (same as BUO or fall)

13. Nurses notes reviewed in weekly QA&A committee to verify all charting is present

14. Weekly tracking log is labeled as “Internal QA only” and is completed completely and
correctly
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Martha R Kelso, RN, CHWS, LNC, HBOT

martha-r-kelso-5209741 @MarthaRKelso martha.r.kelso @MarthaRKelso
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