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Provide appropriate treatment and care according to orders, resident?s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Failures at
this level required more than one deficient practice statement.A. Based on interview and record
review, the facility failed to assess and document resident vital signs for a resident experiencing a
change in condition and failed to ensure a resident received timely emergency treatment for one
resident reviewed on the sample list of 33. These failures resulted in R7's delay in transferring to a
higher level of care to receive emergency care after R7's change in condition.B. Based on observation,
interview and record review, the facility failed to implement skin prevention interventions and failed
to identify skin integrity impairments for two residents reviewed for skin integrity. These failures
affect two residents (R32, R89) reviewed for skin integrity on the sample list of 33.C. Based on
observation, interview and record review, the facility failed to ensure medications administered are
documented at the time of administration. The facility also failed to ensure that medications were
administered timely. These failures affect R47, R69, R73, R104 on the sample list of 33.Findings
include:

a) R7's face sheet documents R7 admitted to the facility on [DATE] with diagnoses including Chronic
Respiratory Failure with Hypoxia, Unspecified Severe Protein-Calorie Malnutrition, Unspecified
Asthma, Uncomplicated, Dependence on Respirator [Ventilator] Status, Pressure Ulcer of Sacral
Region, Stage 4, Dysphagia, Oropharyngeal Phase, Encounter for Attention to Gastrostomy, Pressure
Ulcer of Other Site, Unstageable , Encounterf for Attention to Tracheostomy, Dependence on Renal
Dialysis, Hypothyroidism, Unspecified, End Stage Renal Disease, Gastro-Esophageal Reflux Disease
Without Esophagitis , Hypotension, Unspecified , Other Specified Symptoms and Signs Involving The
Digestive System and Abdomen (Ct Scan [DATE] Suggestive of Contained Perforation, Treated
Surgically, Noninfective Gastroenteritis and Colitis, Unspecified, Perforation of Intestine
(Nontraumatic) -Treated [DATE] Peritoneal Abscess - Treated with laparotomy and drainage
[DATE].

R7's minimum data set ([DATE]) does not document a brief interview of mental status summary
score and is marked not assessed. R7 had moderate impairment with cognition regarding decision
making and had unclear speech. R7 utilized a feeding tube for nutrition and 51% or more of R7's
nutrition was received through the tube feeding.

R7's care plan ([DATE]) documents R7 requires tube feeding due to dysphagia, nothing by mouth
(NPO) and is ventilator/trach dependent. The goal of care was R7 would be free of aspiration.
Interventions to meet this goal include the head of the bed elevated to prevent aspiration,
Monitor/document/report as needed any signs/symptoms of aspiration including- fever, shortness of
breath, feeding tube dislodged, infection at tube site, self-extubating, feeding tube dysfunction or
malfunction, abnormal breath/lung sounds, abnormal lab values, abdominal pain, distension,
tenderness, constipation or fecal impaction, diarrhea, nausea/vomiting, dehydration.
(continued on next page)
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R7's pre-admission hospital records document [DATE]: Underwent exploratory laparotomy, drainage
of pelvic abscess, and resection of a portion of the uterus due to severe proctocolitis with perforation
and intra-abdominal abscess. [DATE]: Extubated but reintubated due to labored breathing and
hypercapnic respiratory acidosis. [DATE]: Underwent tracheostomy tube and PEG tube placements
for respiratory support and nutritional needs. [DATE]: Transferred to (HOSPITAL) for continued care,
including antibiotics, respiratory care, wound care, and rehabilitation. Throughout hospitalization:
Treated for septic shock with antibiotics, managed acute kidney injury (which improved), and
received empirical Keppra for neurological issues, with EEG showing no seizures. CT scans for CVA
were negative. [DATE]: Multiple skin tears and pressure injuries noted, including a deep tissue injury
on the right heel and a Stage 4 pressure injury on the sacrum with a drain. Wound care was initiated,
including cleansing and application of dressings (e.g., Optifoam, Kerlix, Tegaderm).

R7's progress notes document the following:

On [DATE] at 12:00 AM, (R7) was observed to be vomiting through R7's trachea. V10, Nurse
Practitioner was notified of abdominal distention & vomiting. New orders for one dose of Zofran,
enema, check residual, & remove rectal tube. All orders carried out. Report given to incoming nurse to
continue to monitor (R7).

On [DATE] at 7:50 AM, in nurse-to-nurse report, writer V47, Former Registered Nurse received
information regarding (R7's) feeding to be held. Writer (V47) contacted (V10) to verify. Per (V10), (R7)
was vomiting and abdomen was distended, recheck residual and if its less than 60cc then restart
feeding. Upon assessment, (R7's) right arm was swollen with pitting edema +2, BP 63/39 and HR 102,
patient had scheduled 10mg midodrine. Writer notified (V10) and orders were given to give and extra
250cc if residual is within normal range and doppler forearm. Orders were carried out.

On [DATE] at 8:20 AM, (V47) rechecked (R7's) blood pressure 76/40, rechecked residual less than
10cc. (V10) notified. Will restart feeding and give extra 250cc and continue to monitor (R7).

On [DATE] at 10:30 AM, (R7's) blood pressure was 76/44 despite all interventions. (R7) was not able
to go to dialysis d/t hypotension. (R7) was lethargic. Reported to V10, per V10's orders R7 will be
sent to (HOSPITAL) via (PRIVATE AMBULANCE COMPANY) for blood pressure and dialysis. ETA of
ambulance is 30 mins. Writer notified (FAMILY MEMBER).

On [DATE] at 11:40 AM, (R7) left the facility via (PRIVATE AMBULANCE COMPANY) to (HOSPITAL).

Review of the ambulance run report ([DATE]) documents the private ambulance company was
notified at 11:00 AM and assumed care at the facility on 11:23 AM. The EMS crew arrived and found
R7 to be alert and oriented x 1-2 (Person, Time) and lethargic in bed. R7 was laying supine in bed. The
EMS crew was informed R7 was hypotensive since approximately 8 AM in the morning. EMS
assessed R7's vitals and obtained the following: Blood Pressure: 74/46, Heart Rate 97, Respiratory
Rate 12, Blood Glucose 121. R7 was receiving ventilation via a ventilator. EMS started a 20 Gage IV in
the upper arm, started IV fluids, and placed the resident in the Trendelenburg position. EMS assessed
Revised Trauma Score on arrival and during transport to be between 8 and 10, indicating R7's health
status is compromised and requires rapid transport for evaluation. EMS assessed R7's Shock Index
(SI) on arrival and throughout transport to be between 1.0 to 1.3, indicating worsening hemodynamic
instability and correlates with increased mortality and morbidity. The EMS crew documented R7's
primary symptom was severe sepsis with septic shock, and the provider's primary impression of
sepsis. R7's acuity was labeled Critical (Red) and R7 was emergently transported to the nearest
(continued on next page)
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emergency room with lights and sirens. R7 arrived at the hospital at 11:48 AM and hospital staff
assumed care at 11:52 AM.

R7's progress notes document:

On [DATE] at 8:17 PM, V10 documented: R7 was admitted to ICU at (HOSPITAL). reviewed notes
admitted for septic shock, source including intra-abdominal versus urinary versus CLABSI with
PermCath versus pneumonia, Chronic respiratory failure requiring mechanical ventilation via
tracheostomy, Recent initiation of dialysis with PermCath in place, Chronic Foley for reported urinary
retention, Severe protein calorie malnutrition, Diffuse anasarca secondary to poor nutrition. (R7)
required Levophed support for septic shock with potential source of infection including
intra-abdominal versus urinary. CLABSI given the presence of PermCath and pneumonia are also on
the differential. Will cover with antibiotics of Zosyn and vancomycin. Case discussed with general
surgery and interventional radiology. Per interventional radiology, there is no safe window and the
pocket of fluid collection on the CT appears to be too small to leave a drain. May be able to attempt
aspiration for culture and drainage in the morning. General surgery evaluated (R7) given the up
trending of pressor requirements organ to discuss possibility of surgical reevaluation. Nephrology has
been consulted given hemodialysis history with PermCath in place and at this time do not feel that
(R7) requires dialysis. History was obtained from (FAMILY MEMBER) over the phone and confirmed
CODE STATUS of DNR/full treatment. Will continue to monitor progress during hospital stay.

On [DATE] at 6:47 PM, V10 documented, (R7) passed away at 2:30 PM today ([DATE]) at
(HOSPITAL). A review of hospital stay showed she had a CT abdomen with concern for developing
abscess in the left lower quadrant. ED noted concern for urosepsis leading to a Foley change which
was noted to have a large quantity of purulent drainage followed by 1500 cc of urine output. Patient
was given Zosyn, vancomycin, Levophed, 30cc/kg IV fluid bolus. Consulted nephrology, general
surgery She was admitted to ICU for further evaluation and management of septic shock. Management
included Levophed as needed for pressor support along with Zosyn and vancomycin, later switched to
Merrem due to broad possibility of sources, including HD line, urine, ventilator pneumonia. General
surgery was consulted as well. They determined that the patient had acute surgical abdomen, but
after extensive goals of care discussion with the family, they opted for not undergoing surgery.
Overnight 3/2-3, patient's pressor requirements continued to increase and patient continued to be
unarousable. It was ultimately determined that the patient will be transitioned to comfort measures at
the wishes of her family. At 2:30 PM the RN stated (R7) had passed. Attending (physician) went in
room with (R7's) mourning family members, pronouncing (R7's) death at 2:30 PM on [DATE].

R7's death certificate ([DATE]) documents R7 died on [DATE] at 2:30 PM at the hospital. R7's cause
of death was septic shock due to an intra-abdominal abscess due to an underlying small bowel
obstruction with perforation and severe protein calorie malnutrition.

On [DATE] at 1:43 PM, V2 (Director of Nursing) did not recall the events that led to R7's
hospitalization and death. R7's electronic health record was reviewed with V2. V2 explained
abdominal distention can be signs of constipation, gas, or other dysfunction of the gastrointestinal
tract, such as g-tube displacement or infection. When residents vomit through their tracheostomy,
they are at increased risk of complications including aspiration. V2 reviewed the electronic health
record and confirmed no vital signs were documented on [DATE] at 12:00 AM when R7 experienced a
change in condition. V2 affirmed nursing standards of care include taking a full set of vital signs when
a resident experiences a change in condition. V2 did not recall R7's blood pressure being 63/39. V2
denied R7's blood pressure being 63/39 or 76/40 was critically low or potentially life threatening and
(continued on next page)
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described these values as urgent that require intervention. V2 affirmed R7 received a dose of
midodrine, and the blood pressure did not return to normal limits. V2 reviewed the electronic health
record and affirmed there was no further documentation of R7's temperature or respirations after 2:51
AM or heart rate (pulse) after 7:50 AM. V2 affirmed it is the expectation that the nurse assesses all
vital signs when there is a change in condition. V2 explained sepsis is caused by an infection and can
affect multiple body systems to fail. Signs and symptoms of sepsis include mental status changes,
lethargy, hyperthermia/hypothermia (fever/low temperature), tachycardia (increased heart rate),
tachypnea (increased respirations). V2 affirmed in most cases, sepsis is treatable. When sepsis is not
identified or treated residents can develop life-threatening complications. V2 explained untreated
sepsis can lead to septic shock which is caused by organ dysfunction/failure as blood volume is
shunted to other parts of the body focused on life-saving measures. V2 affirmed V2 would have
expected the staff to take all vital signs when R7 developed a change in condition, and affirmed
without assessing vital signs, it is difficult to assess for sepsis. V2 denied there was a sepsis
protocol for the facility but was working on developing a protocol with V4 (Medical Director). No
sepsis protocol or policy was provided to the survey team prior to the exit of the survey. V2 denied
the facility tracks sepsis sentinel events as part of a quality assurance process or infection control
surveillance monitoring.

On [DATE] at 1:18 PM, V48, Former Registered Nurse affirmed V48 no longer works for the facility.
V48 explained V48 resigned from working at the facility because there was too much bad s**** going
on there, including chronic understaffing and patients not getting care they deserve. V48 affirmed V48
brought these concerns to the management staff multiple times but management wouldn't help and
would just sit in their offices. V48 recalled R7's change in condition on [DATE]. V48 explained V48
had worked the 3PM to 11PM shift that night and observed R7 vomiting from R7's tracheostomy site
prior to shift change. V48 completed an assessment of R7 and noted R7's abdomen to be distended
and hard on palpation, as well as vomiting. V48 stayed over to notify V10 and carry out the orders.
V48 recalled taking the vital signs on the vitals machine and was unaware they were not documented
in R7's record. V48 could not recall what the vitals were but affirmed if they were abnormal, V48
would have notified V10 and sent R7 to the emergency room. V48 affirmed the vital signs should have
been documented in R7's health record and thought vitals automatically transmitted to the chart from
the vitals machine. V48 affirmed nurses can send residents out if they are experiencing an emergent
change in condition. V48 explained V48 did not send out R7 to the hospital because V10 gave orders to
address the change in condition, R7's vitals didn't seem abnormal, and it was the end of V48's shift so
V48 endorsed care to V46, Registered Nurse. V48 recalled R7 was sent to the hospital on the
following day shift and subsequently died in the hospital. R7's vital signs were reviewed with V48.
V48 affirmed 63/39, 76/40, were critically low vital signs and asserted, H*** yeah, with those blood
pressures, (R7) should have been sent to the hospital right away. If I would have gotten those vitals, I
would have called immediately called 911 and started an IV line right away, that is an emergency.

On [DATE] at 1:31 PM, V47, Former Registered Nurse affirmed V47 no longer works for the facility
but vaguely recalled the events with R7 on [DATE]. V47 recalled V47 received shift-to-shift report
from V46, Registered Nurse but it wasn't very detailed. V46 told V47 that R7 had been vomiting so the
tube feeding had been stopped and there were no parameters to restart the tube feeding. V47 denied
V46 knew too much about R7's change in condition so V47 assessed R7 herself. R7's abdomen was
very distended and R7 was very lethargic. V47 denied palpating R7's abdomen because V47 did not
think we (nurses) were supposed to do that if there is a concern with their abdomen. V47 affirmed
based on how distended R7's abdomen was it had to have been hard. V47 observed R7's extremities
had significant pitting edema, which wasn't R7's baseline. When V47 assessed R7's blood pressure, it
was really low like in the 60's (systolic) which was very concerning to V47. V47 noted R7 was due for
(continued on next page)
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midodrine, which raises blood pressure. V47 called V10 and reported the low blood pressure to V10
who gave orders, including administering the midodrine and rechecking the vital signs. V47 could not
remember the other vital signs on assessment and affirmed she took them using the vitals machine.
V47 stated, the vitals should be in the system. V47 affirmed V47 should have documented the vital
signs within the progress notes. V47 recalled having to keep calling (V10) over and over about the
blood pressure and interventions weren't working. Eventually, (V10) ordered (R7) to be sent out by
(PRIVATE AMBULANCE). V47 affirmed V10's order was explicitly to use (PRIVATE AMBULANCE
COMPANY), so V47 did not call 911. V47 believed R7 should have been sent out on night shift when R7
began to vomit from the trach and abdomen was distended, as both can be serious changes in
condition. Surveyor inquired why V47 did not send R7 out 911 if V47 believed the prior shifts should
have sent out 911. V47 explained that V10 tries to do everything V10 can prior to sending out
residents. It is the facility's expectation that staff and V10 try interventions prior to sending out
residents, and nurses will be reprimanded if they send residents out without a provider's approval.
V47 recalled the prior management/ownership of the facility would allow nurses to utilize their
clinical judgement, but that isn't allowed unless the providers make their assessment. V47 affirmed
nurses would be reprimanded or receive push back if they sent out a resident when a provider did not
give them an order. V47 did not think R7 was appropriate for admission to the facility and R7's needs
with oxygenation/ventilation exceeded what the facility was equipped to care for. V47 believed many
residents that arrive to the facility exceeded the level of care the facility could provide, which is why
the facility's residents, especially the tracheostomy patients, have negative outcomes.

On [DATE] at 2:31 PM, V10 affirmed V10 is a nurse practitioner and V4 (Medical Director) is V10's
supervising physician. V10 explained sepsis is a response to an infectious process in the body. To
diagnose sepsis, the patient needs to meet certain criteria such as elevated temperatures, elevated
white blood cell counts, elevated heart rate, blood pressure higher or lower, and positive lactic
laboratory values. V10 explained if sepsis is not treated promptly, it can be disastrous, it's like an
extreme reaction from an infection. It (sepsis) can damage organs, cause tissue death, and can cause
death in extreme situations. V10 explained septic shock is a critical stage of sepsis and is a
life-threatening emergency. Septic shock causes blood vessels to dilatate (enlarge) which causes
blood pressure to drop and fluids to leak from the blood vessels. V10 affirmed septic shock often does
not respond to fluid resuscitation, which causes the patient's condition to be more difficult to treat.
V10 recalled R7 being admitted to the facility and notified about R7's change in condition. V10
explained R7 was from a rehabilitation hospital and only was at the facility for a few days. V10
recalled R7 admitted towards the end of the week and the facility alerted V10 of R7 vomiting from the
trach. V10 was unsure if the secretions were from the ventilator as natural secretions or the
secretions were actually tube feeding coming from the trach. V10 affirmed laboratory work was not
available for review to see if there were signs of an infection because the facility only has availability
for stat labs on the weekends, routine labs wait until Mondays. V10 explained that the hospital
providers have asked the facility providers to try 1-2 interventions prior to sending residents to the
hospital. When V10 was originally told about the abdominal distention, V10 thought the cause was
from constipation which is why V10 ordered to discontinue the rectal tube and give an enema. When
V10 was told the resident blood pressure was 63/39, V10 attributed the blood pressure drop to fluid
volume depletion, and the pulse elevation was from the abdominal distention/constipation. V10
recalled the resident having blood pressure with systolic in the 90's, which would make the 63/39
less abnormal. V10 could not recall if any other vital signs besides the blood pressures were
communicated during follow up phone calls. V10 affirmed the expectation when residents have
changes in condition is to assess and report all vital signs and document in the record. V10 recalled
having exhausted all interventions and R7's blood pressure was still low, so V10 ordered R7 to be
sent out via ambulance. V10 denied V10 stated to use (PRIVATE AMBULANCE COMPANY) when
(continued on next page)
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giving the order. V10 stated staff probably should have sent (R7) out via 911. V10 explained V10
called report into the ER and monitored the hospital records while R7 was admitted . While in the
hospital, R7 had labs which showed a lactic of 7.1, which affirmed R7 had severe sepsis. V10 recalled
R7 was diagnosed with septic shock and there was uncertainty if the infection was from the foley
catheter, the permcath, pneumonia. Eventually, they were going to do surgery because R7 was
diagnosed with acute surgical abdomen with an abdominal abscess, but there was a goal of care
conversation and R7's family opted to choose comfort vs. treatment. V10 confirmed R7 died the
following day shortly after comfort care was elected. V10 believed the course of treatment was
appropriate for R7, but it was difficult to make good diagnoses about R7's health status because V10
hadn't ever examined R7 and was reliant on what the staff were communicating to V10. V10 denied
that the facility gives push back to V10 with sending residents to the hospital but tries to exhaust all
interventions prior to sending a resident out.

On [DATE] at 10:29 AM, V1 (Administrator) affirmed V1 is the administrator of the facility, is a
licensed nursing home administrator but is not clinically licensed. V1 explained sepsis is caused by an
infection and causes the body to rapidly decline. V1 denied nurses or V10 get pushback or disciplined
if they send residents to the hospital. V1 affirmed nurses have the ability to send any resident to the
hospital if they are concerned with their health status. V1 explained the facility tracks their return to
hospitalization rate and will debrief with a nurse if they send out and discuss if the hospitalization
could have been prevented but denied that a nurse ever gets disciplined. V1 did not recall R7's
hospitalization. V1 affirmed V4's role as the medical director is to provide guidance any time there is
a physician or practitioner concern and to oversee the medical care provided in the facility. V4 will
provide education to providers and other staff as needed.

On [DATE] at 2:59 PM, V4 (Medical Director) affirmed V4 is the medical director for the facility and is
the supervisory physician for V10. V4 recalled R7's admission to the facility and denied V4 had
completed an examination prior to R7's discharge from the facility. V4 explained it is hard for V4 or
V10 to treat patients when they haven't examined the patient in person and R7 was not due for a
physician visit yet as R7 was recently admitted . V4 affirmed V10 attempted to stabilize R7 at the
facility and send out after but would be dependent on what staff told V10 to determine when to send
R7 out. V4 could understand why V10 ordered to give the midodrine when R7 was hypotensive, but the
midodrine should have increased the blood pressure after administration. V4 explained abdominal
distention is signs of changes in condition such as constipation or a bowel obstruction. V4 stated
staff should have sent out R7 sooner to the hospital, ideally right when R7 was vomiting from the
trach and had abdominal distention at 12:00 AM.

Facility policy titled, Making a Transfer or Discharge (3/2016) documents the facility shall make an
emergency transfer or discharge when it is in the best interest of the resident.

b) R32 re-admitted to the facility on [DATE]. R32's medical diagnoses include hemiplegia and
hemiparesis following unspecified cerebrovascular disease affecting right dominant side, type two
diabetes mellitus, anemia, hypertension, Ogilvie syndrome, benign prostatic hyperplasia without lower
urinary tract symptoms, unilateral primary osteoarthritis right hip and hypokalemia.

R32's Brief Interview of Mental Status (BIMS) dated [DATE] was 15 indicating R32 is cognitively
intact.

R32's functional ability document in the Minimum Data Set (MDS) dated [DATE] has upper extremity
as no impairment and lower extremity and impairment on both sides. Chair to bed transfer was
(continued on next page)
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documented as not applicable.

On [DATE] at 10:39 AM R32 was observed with bilateral heel boots in place. R32's skin was observed
to be drying and scaling around the toes. Amputation of the left toes with healed scar.

R89 is admitted to the facility on [DATE]. R89's medical diagnoses include type two diabetes without
complications, muscle wasting and atrophy, abnormalities of gait and mobility, lack of coordination,
anemia, essential hypertension, pain in both knees, hyperlipidemia.

R89's Brief Interview of Mental Status (BIMS) dated [DATE] is 12 indicating moderate cognitive
impairment.

R89's care plan dated [DATE] had a focus area of R89 has the potential for pressure ulcer
development related to disease process history of ulcers, Immobility and fecal incontinence. The goal
is that R89 will be free from new areas of skin breakdown and have intact skin, free of redness,
blisters or discoloration by/through review date. Interventions include following facility
policies/protocols for the prevention/treatment of skin breakdown. Inform the
resident/family/caregivers of any new area of skin breakdown. Monitor/document/report as needed
any changes in skin status: appearance, color, wound healing, signs and symptoms of infection and
wound size.

On [DATE] at 9:38 AM R89 described a scratch on the left lower back/upper buttock area Because
the CNAs snatch and pull my clothes and the [mechanical] lift sheet out from underneath me. V33
(Certified Nursing Assistant) and surveyor observed R89's backside. A linear scabbed lesion was
observed to left lateral hip/low back area. R89 stated It hurts and they pull that sheet out from
underneath me which makes it worse.

On [DATE] at 9:58 AM V37 (Licensed Practical Nurse) stated V37 was not aware of any alterations in
skin integrity with R89. V37 observed R89's wound and described it as a healing stage two pressure
ulcer. V37 then stated, It is more of a scratch that is healing. It is scabbed over, so it has been there
for a while. V37 stated V37 would ask the wound nurse to see R89.

R89's medical record had no documentation of skin/wound issues past or present for R89.

On [DATE] at 4 PM V2 (Director of Nursing) stated that R89 and R32's wounds would be assessed
and treated by V7 with surveyor present on the morning of [DATE].

On [DATE] at 8:30 AM V7 (Wound Nurse) stated V7 was in the middle of a dressing change and would
let surveyor know when R89 and R32's wounds were going to be assessed and treated.

On [DATE] at 11:22 AM V7 (Wound Nurse) stated V7 already assessed and treated R89 and R32's
wounds. R89 was observed to be sitting up in the wheelchair. V7 stated R89's wound was an abrasion
and treated with betadine and a foam dressing three times a week. V7 stated R89's wound was
preventable because it may be related to the mechanical lift sheet being pulled out from under R89. To
prevent the wound, staff must be more mindful to turn R89 to remove clothing or lift device instead of
pulling the clothing or lift device across R89's skin. The staff should not be pulling it out from
underneath R89 creating shear to the skin. V7 stated V7 spoke to V3 (Assistant Director of Nursing)
and V3 is planning an in-service with the Certified Nursing Assistants to prevent recurrence of this
type of skin injury for residents.
(continued on next page)
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On [DATE] at 11:45 AM V7 (Wound Nurse) stated she had already assessed R32 earlier this morning
and identified a wound to the right foot. V7 described it as a diabetic foot ulcer to the right plantar
lateral foot. There was a dressing on the right foot dated [DATE]. The dressing was removed, and a
pink open area was observed on the plantar aspect of the right lateral foot. Surveyor asked V7 about
the ulceration on the left heel. V7 stated she was unaware of any skin problem with the left heel. I
looked at R32 earlier this morning and didn't see anything. Surveyor pointed to R32's left heel where
an alteration in skin integrity was observed. R32 stated, That thing on my left heel has been there for
a while. A sock on my foot makes it hurt. V7 described the left heel as a one centimeter (1 cm) by one
point two centimeter (1.2 cm) pressure point diabetic ulcer. R32 stated, I had complained of the left
heel bothering him, but no one has looked at my left or right foot before today. V39 (Wound Certified
Nursing Assistant/CNA) stated V39 works on the floor as a CNA and works with wounds. V39 was
familiar with R32. V39 stated neither as a CNA working on the floor, or a wound CNA, had V39
previously identified any issue with R32's feet. V39 stated staff are supposed to be looking at
residents' skin. If there is a change or concern, it is reported to the nurse who then enters a report in
the electronic health record (EHR). The EHR entry becomes the trigger for wound nursing to see the
resident. V6 (Wound Nurse Coordinator) stated R32's left heel could be a pressure injury. V6 stated
last week, R32 had no skin changes. V6 stated R32's right foot appears to be arterial; the left foot
appears to be pressure related. V40 (Wound Nurse Practitioner) stated that R32 had a previous wound
to the left foot which resolved on [DATE]. V40 stated R32's left heel is a diabetic foot wound. When
surveyor asked how V40 differentiates diabetic foot ulcer from pressure injury, V40 stated because
he has diabetes. If he has diabetes, it is a diabetic ulcer. V40 went on to state that R32's left foot
could be multifactorial. V40 stated the left foot would not look any different if it was a pressure ulcer,
rather than a diabetic ulcer. V40 stated I don't know what R32 looked like before. V40 stated that the
risk to R32 is infection and R32 may need a debridement. V40 stated the expectation is that the CNAs
are identifying skin and wound concerns and escalating those concerns to the nurse.

On [DATE] at 2:04 PM V3 (Assistant Director of Nursing/DON) stated the wound nurse did not
discuss R89's alteration in skin integrity with V3. V3 stated no staff in-service is planned regarding
R89's alteration in skin integrity and preventing recurrence with R89 or another resident.

On [DATE] at 9:15 AM V2 (Director of Nursing) stated V2 was aware of wound on R89's back. V2
stated R89's wound was related to sheer forces of staff pulling the mechanical lift sheet and R89's
clothes out from under R89. V2 is developing staff education to prevent additional alterations in skin
integrity for R89 or any other resident in the facility.

Facility policy titled Wound Assessment with no date stated in part the facility will ensure that all
residents with actual or potential skin integrity issues receive a timely, comprehensive, and ongoing
wound assessment performed by licensing nursing staff. A full assessment will be completed with
any new wound or any significant change in condition of the wound.

c) On [DATE] at 11:48am, V14 (Licensed Practical Nurse) was observed administering 9:00am
medications. Surveyor also noted that multiple residents were highlighted red (indicating late
administration) on the screen displaying the EMAR (Electronic Medication Administration Records).
Surveyor inquired why 16 residents were highlighted red on the EMAR V14 stated I (V14) got at least
a couple more people to do from this morning, I'm (V4) passing 9:00am medication. Surveyor inquired
why R73 was highlighted red on the EMAR. V14 responded, She's (R73) done already and proceeded
to document R73's 9:00am medications at this time. Surveyor inquired who else (assigned to V14) had
not received prescribed (9:00am) medications today V14 a[
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Provide appropriate pressure ulcer care and prevent new ulcers from developing.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based upon
observations, interviews, and record review the facility failed to implement preventive interventions
to maintain skin integrity, failed to ensure that the LALM (Low Air Loss Mattress) as on the correct
settings while in use, failed to ensure that multiple linen layers were not beneath the resident while
on a LALM, failed to timely identify skin integrity impairments, failed to follow physician orders,
and/or failed to document/administer prescribed treatments for 10 of 33 residents (R8, R11, R12, R47,
R52, R55, R90, R100, R118, R121, R123) in the sample reviewed for pressure ulcers. These failures
resulted in R118 developing a (facility acquired) infected (stage 4) sacral wound on or about 5/5/26
which required hospitalization, antibiotic medication, and surgical debridement. Findings include:

R118 was admitted to the facility on [DATE].

R118's diagnoses include type II diabetes mellitus, generalized weakness, and (4/14/26) sacral
pressure ulcer - stage 4.

R118's (4/10/26) functional assessment affirms the resident is dependent on staff for rolling left and
right.

R118's (4/14/26) initial sacrum wound assessment states (in-house acquired) stage 3 pressure ulcer
injury: Full-thickness skin loss therefore the wound was not identified timely as MASD (Moisture
Associated Skin Damage) or stage 1 - as warranted. 3.27cm (centimeters) x 3.91cm x 0cm. Wound
bed: 90% granulation. Exudate: serosanguinous: odor after cleaning.

R118's (4/14/26) physician wound assessment states per patient, he spends most of the day in his
(wheelchair) and when not in the chair is lying on his back in bed. Patient states that he is not able to
reposition himself.

R118's Physician Order Sheets include (6/16/26) Sacrum: cleanse with wound cleanser, pat dry, skin
prep, apply Vaseline gauze and cover with dry dressing PRN (as needed). Apply PRN dressing &ndash;
if wound vac fails to maintain suction. (6/26/26) Sacrum: cleanse with wound cleanser, pat, apply
skin prep to peri wound then adaptic to bone, black foam, and apply wound vac as directed at
125mmhg 3x/week Tuesday, Thursday, Saturday and PRN x 30 days.

R118's care plan states (4/14/26) Resident has a stage 4 sacrum pressure ulcer related to immobility
and incontinence, interventions: follow facility policies/protocols for the prevention/treatment of skin
breakdown. Pressure reducing mattress on bed. Reposition resident every 2 hours. (5/13/26)
Resident is on intravenous antibiotic medication related to sacral wound infection. (6/16/26) The
resident has a sacral wound requiring wound vac therapy related to impaired skin integrity,
interventions: Reposition resident at least every 2 hours and as tolerated to reduce pressure on sacral
area. Maintain wound vac at prescribed settings and ensure continuous therapy as ordered by
physician. Verify wound vac seal is intact and functioning properly each shift and as needed.

R118's (5/5/26) physician wound assessment states (stage 4) sacrum pressure ulcer 8.0 x 5.7 x not
measurable cm. Depth is unmeasurable due to presence of nonviable tissue and necrosis. Peri wound
radius: odor. Exudate: heavy purulent. Thick adherent devitalized necrotic tissue: 100%. One or more
signs of clinical infection. Surgical excisional debridement procedure: Devitalized tissue and necrotic
muscle level tissue were removed at a depth of 2.7cm and healthy tissue was observed. Patient
(continued on next page)
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requiring an increase in the level of care. Given decline in wound over 1 week with foul odor, and
abscess extending almost to bone under necrosis, recommend patient go to emergency department
for workup and treatment above scope of skilled nursing facility.

The facility census affirms R118 was transferred to the hospital on 5/5/26 and returned to the facility
on 5/11/26 (6 days later).

R118's history and physical includes (5/26/26) Assessment/Plan: infected sacral wound systemic
inflammatory response syndrome due to infected sacral ulcer. General surgery has been consulted.
Will hold anticoagulation in anticipation of surgical debridement of the sacral wound. (5/10/26) The
site is bleeding and has a lot of dark red tissue inside, it goes to the bone. The patient has a PICC
(Peripherally Inserted Central Catheter) line and will receive antibiotics for six weeks.

R118's (4/10/26) BIMS (Brief Interview Mental Status) determined a score of 10 (moderate
impairment).

On 6/29/26 at 9:56am, R118 was lying atop of a LALM (Low Air Loss Mattress) on his back at this
time - the sacrum wound was not offloaded. Surveyor inquired how frequent R118's sacrum dressing
is changed. R118 responded, I (R118) don't have no dressings however a wound vac canister (full of
blood) was observed next his bed.

On 6/29/26 at 10:03am, surveyor inquired about R118's sacrum wound treatment. V14 (LPN/Licensed
Practical Nurse) stated, He (R118) has a wound vac. Surveyor inquired who administers facility
wound care. V14 responded, It might be wound care, or wound management. V20 (Certified Nursing
Assistant) affirmed that she (V20) was assigned to R118 and stated his (R118) incontinence brief was
changed before breakfast however it contained a moderate amount of urine and diarrhea at this time.
In addition, a dried brown ring was noted on the pad - beneath R118's buttocks. V20 turned R118 to
inspect the brief and the wound vac continuously alarmed due to wound vac dressing not adhered to
the skin (near the anus). Surveyor inquired about the brown substance covering R118's entire sacral
dressing. V14 responded, BM (Bowel Movement) on his (R118) butt and it's here on the tape, it's a
dressing. Surveyor inquired about the dried brown ring observed on R118's pad V20 replied, His (R118)
wound leaks, it's his drainage from his wound. V14 advised that the wound care nurse would be
contacted to change R118's dressing, proceeded to cover resident with the sheet and then left the
room.

On 6/29/26 at 10:27am, (24 minutes later) surveyor inquired why V14 (LPN) didn't change R118's
sacrum dressing - which remained covered with BM. V14 stated, Because when they (facility) have a
treatment nurse the treatment nurse does it, not me.

On 6/20/26 at 10:33am, V15 (RN/Registered Nurse) approached surveyor and stated, I'm (V15) a floor
Nurse, I'm not the wound Nurse. I (V15) was pulled to the floor to do the wounds around 9am. I don't
usually do the wound care and affirmed that she (V15) was going to administer R118's sacrum
treatment. Surveyor inquired about R118's treatment V15 responded His (R118) wound vac is
Tuesday, Thursday, and Saturday. He (R118) gets PRN (as needed) wound cleanser, Vaseline gauze
and cover with dry dressing. Surveyor requested that V15 review R118's treatment orders - prior to
administration V15 subsequently reviewed the orders (with surveyor) and replied that the wound vac
orders are also PRN and affirmed that she (V15) would not be administering R118's wound vac
treatment at this time. Surveyor inquired why R118's wound vac would not be administered (as
prescribed) V15 stated We (facility) have the wound nurse do the wound vac cause we (facility) have
(continued on next page)
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the wound Nurse coming tomorrow with the Doctor as well. I'm going to have um gauze, Vaseline
gauze and a dry dressing with wound cleanser. Surveyor inquired about the appearance of R118's
sacrum dressing V15 affirmed I (V15) see a wound vac that's attached and some poo that went inside,
it looks like its inside the wound. V15 removed R118's transparent film dressing, sprayed the wound
dressing (which appeared to be dry) with wound cleanser multiple times, removed the dressing,
cleansed the (stage 4) sacrum wound &ndash; which was bleeding (after dressing removal), applied
Vaseline gauze, dry gauze and bordered dressing at this time (not the wound vac &ndash; as ordered).
R118's sacrum was not offloaded after treatment administration. R118 was lying on a LALM (Low Air
Loss Mattress) covered with a fitted sheet and thick pad, resident was also wearing a disposable
brief (3 layers were between the resident and the mattress - impeding air flow).

R118's (June 2026) TAR (Treatment Administration Record) affirms sacrum wound vac treatments
were not documented (blank entries were noted) on Saturday (6/6/26) and Saturday (6/27/26).

On 6/30/26 at 9:42am, surveyor inquired what blank spaces indicate on the TAR. V3 (ADON/Assistant
Director of Nursing) replied, It would be like the missing EMR (Electronic Medical Record)
documentation for those days. Surveyor inquired how many blank spaces were on R118's (June 2026)
TAR. V3 stated, It looks like 2 days that there's missed entries, the wound vac is 3 times a week.
Surveyor inquired why blank spaces were on R118's (June 2026) TAR. V3 responded, I'm (V3) not
entirely sure.

On 7/2/26 at 9:39am, surveyor inquired about R118's sacrum wound V6 (Wound Care Coordinator)
stated, I (V6) know it's a sacrum facility acquired pressure stage 3, identified April 14th, 2026.
Surveyor inquired when skin integrity impairments should be reported. V6 responded, They should be
reported as soon as they're found. The stages are redness, non-blanchable, many stages before it
gets to this. Surveyor inquired why R118's (4/14/26) initial sacrum wound assessment was identified
as a (stage 3) wound. V6 replied, Really, not reporting that the wound was there. Normally when a
wound is found they (staff) have to put it in risk management and there's a weekly assessment that
pops up on their MAR (Medication Administration Record) so I'm (V6) not sure why it wasn't reported
before it got this bad. If there's a risk management, we (wound care staff) see them (residents) within
24 hours. Surveyor inquired what exudate odor is indicative of. V6 stated, Infection, if there's an odor
it normally means that there is some type of infection. Surveyor inquired how R118's sacrum wound
could have been prevented. V6 responded, Turning and repositioning, I don't know if he was on an air
mattress at that time but that would have helped. Surveyor inquired if R118's sacrum should be
offloaded. V6 replied, Yes, maybe he could lie on his side for a little bit. Surveyor inquired if R118's
sacrum wound was debrided V6 reviewed the 5/5/26 physician wound assessment and stated, Yeah,
it says it was necrosis caused by pressure on the sacrum. It says one or more signs of infection.
Surveyor inquired about R118's current sacrum wound treatment. V6 responded, He (R118) gets a
wound vac changed 3 times a week. If it comes off, we have orders for the floor nurses to apply
Vaseline gauze and cover with a dry dressing, pat it cleanse it dry. Surveyor inquired if R118's wound
vac is ordered PRN is it appropriate to place Vaseline gauze, dry dressing? V7 responded Yeah
because the floor nurse is unable to place the wound vac. I see the wound vac order does say 3 times
a week and PRN. The other order says clean with normal saline/wound cleanser, pat dry, skin prep,
apply Vaseline gauze and cover with dry dressing x 30 days - if wound vac fails to maintain suction
and affirmed that R118's wound vac is functioning properly and maintains suction. Surveyor inquired
what static mode indicates on the LALM V6 replied Basically, its hard. It's not supposed to stay on
the static setting; it defeats the purpose of relieving pressure from the wound. Surveyor inquired
what's allowed on the LALM while in use. V23 stated, It's supposed to be 2 layers; either a flat sheet
and diaper or a flat sheet and pad.
(continued on next page)
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On 7/2/26 at 11:44am, surveyor inquired about staff requirements for identified skin integrity
impairments V4 (Medical Director) stated They (staff) need to notify the nursing staff and then the
nursing staff will reach out to the providers and the wound care. The provider will then integrate care.
Surveyor inquired if a resident has a sacrum skin integrity impairment what should be implemented to
prevent further breakdown. V4 responded, We (facility) have a set of protocol that we follow, we need
to address the nutritional aspect, change the position of the patient, notify the family, involve the
wound care services, and see what they (wound care) are recommending. Surveyor inquired if a
sacrum wound is not offloaded what's the potential outcome. V4 replied, Its gonna break down.
Surveyor inquired what exudate odor is indicative of. V4 stated, It probably means that there is
secondary infection of the wound. Surveyor inquired when staff should identify skin integrity
impairments. V4 replied, As soon as possible, first of all they (residents) should not have any
breakdown, as soon as staff identifies breakdown, they need to notify staff. Surveyor inquired about
potential harm to residents if skin integrity impairments are not identified/reported. V4 stated, If we
don't take care of it right away, is gonna escalate, turn into stage 4, get worse and can involve the
muscles and the bone.

R8's diagnoses include anoxic brain damage.

R8's (6/10/26) functional assessment affirms the resident is dependent on staff for rolling left and
right.

R8's (6/4/26) care plan states the resident has impaired skin integrity related to pressure, decreased
mobility, and cognitive impairment as evidenced by stage 3 pressure injury to right heel.

R8's (6/10/26) BIMS determined that the resident is rarely/never understood.

On 6/29/26 at 11:09am, R8 was lying in bed atop of a LALM set on 165 pounds (R8's 6/9/26 weight
was 109 pounds &ndash; therefore incorrect setting) and static mode (static mode provides a firm
surface).

On 6/29/26 at 11:21am, V17 (Registered Nurse) affirmed that she's (V17) assigned to R8. Surveyor
inquired about R8's LALM settings V17 stated She's (R8) at like 165. Surveyor inquired if 165 is the
weight setting V17 responded No, that's just the setting it's on. I (V17) think she weighs a little less
than that. Surveyor inquired what mode R8's LALM is on V17 replied It says that the static is on.
Surveyor inquired what static mode indicates V17 stated I'm (V17) not really sure what that refers to
and failed to adjust the LALM settings at this time.

On 6/30/26 at 9:50am, surveyor inquired what static mode indicates on the LALM V3 (ADON) stated
It's just static, its continuous - it doesn't alternate. Surveyor inquired what mode the LALM should be
on when a resident is lying in bed asleep V3 responded We (staff) would want to have it on alternate,
cause it can alternate the pressure for them (residents). Surveyor inquired what the numbers indicate
on the LALM settings V3 replied It would be representative to the patients' weight.

R90's Face sheet documents in part that R90 is a [AGE] year-old female admitted to the facility on
[DATE]. Diagnoses include in part chronic respiratory failure, dependence on respirator (ventilator),
type 2 diabetes, chronic pulmonary embolism, conversion disorder with seizures or convulsions,
resistance to multiple antibiotics, and osteomyelitis.

R90's Minimum Data Set (MDS) on 4/6/2026 documents in part that Staff Assessment for Mental
(continued on next page)
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Status is a 3 indicating that resident is severely cognitively impaired, and that R90 is dependent for
all Activities of Daily Living (ADLs).

On 6/30/2026 at 10:25AM, R90's low air loss mattress was set on Static Mode. V14 (Licensed
Practical Nurse/LPN) states that I (V14) think we use the static button when residents have
trach/ventilators so they are not moved too much.

On 6/30/2026 at 11:23AM, V7 (Wound Licensed Practical Nurse) stated there is no reason to be on
static mode due to having a trach/vent. The only time the static button should be on is if we are
performing personal care or turning a resident so that they do not roll off the bed, and then the button
should be turned off once the care is complete.

R121's Face sheet documents in part that R121 is a [AGE] year-old male admitted to the facility on
[DATE]. Diagnoses include in part Cerebral Infarction, dysphagia, hypertension, tracheostomy,
epilepsy, and nontraumatic intracerebral hemorrhage.

R121's Minimum Data Set (MDS) on 6/4/2026 documents in part that Staff Assessment for Mental
Status is a 3 indicating that resident is severely cognitively impaired, and that R121 is dependent for
all Activities of Daily Living (ADLs).

On 6/29/2026 at 10:04AM, Surveyor noted that R121's left heel was offloaded from the mattress on
pillows, while the right heel was laying directly on the mattress. V52 (Restorative Certified Nursing
Assistant/CNA) confirmed this observation and noted that only one heel protector boot is here, I (V52)
will look for the other one because he (R121) should have two.

On 7/2/2026 at 12:49PM, R121's low air loss mattress was set to static mode. V3 (Assistant Director
of Nursing) confirmed the setting and stated it should not be on static mode so that resident gets the
benefit of the pressure relief mattress.

R11's Face sheet documents in part that R11 is an [AGE] year-old male, admitted to the facility on
[DATE]. Diagnoses include in part acute and chronic respiratory failure with hypoxia, dependence on
respirator (ventilator), atherosclerotic heart disease, severe sepsis with septic shock, and benign
prostatic hyperplasia.

R11's Minimum Data Set (MDS) on 6/5/2026 documents in part that Staff Assessment for Mental
Status is a 3 indicating that resident is severely cognitively impaired, and that R11 is dependent for
all Activities of Daily Living (ADLs).

On 6/29/2026 at 09:41AM, Surveyor observed R11 in bed. Adhesive foam dressings were noted on
right forearm and left hand, both undated. Heel protector boots were on a table in the corner of the
room; R11's heels were resting directly on the mattress.

On 6/29/2026 at 01:25PM, V15 (Registered Nurse/RN) stated that she (V15) had changed the
dressing on R11's left hand a little while ago but was unaware and did not assess the right arm for a
wound. V15 (RN) states she (V15) will call wound doctor for orders after assessing what is under the
dressing.

R52's Face sheet documents in part that R52 is a [AGE] year-old female admitted to the facility on
[DATE]. Diagnoses include in part acute respiratory failure with hypercapnia, dysphagia, dependence
(continued on next page)
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on respirator (ventilator), pulmonary embolism, cardiac arrest, tracheostomy, hypertension, anxiety,
obstructive sleep apnea and chronic kidney disease.

R52's Minimum Data Set (MDS) on 5/23/2026 documents in part that Staff Assessment for Mental
Status is a 3 indicating that resident is severely cognitively impaired, and that R52 is dependent for
all Activities of Daily Living (ADLs).

On 6/29/2026 at 10:14AM, Surveyor observed R52 laying in bed, regular mattress (no air loss
mattress), with heels laying directly against the mattress.

On 6/29/2026 at 10:54AM, V54 (daughter of R52) reported there have been issues with CNAs
(Certified Nursing Assistants) checking on R52. V54 states that R52 had developed wounds from the
pamper because it was put on too tight. V54 (daughter of R52) reports that it is better now because
they are not using the pampers anymore.

On 6/29/2026 at 1:30PM, Surveyor observed V15 (Registered Nurse) performing wound care to R52's
gluteal/sacral area. Area of current breakdown correlates with the lower gluteal area where the
diaper previously would lay against the skin.

On 6/30/2026 at 10:15AM, V14 (Licensed Practical Nurse/LPN) that R52 affirmed that resident
remains on a standard mattress, no offloading of heels nor specialty mattress for preventative
measures. V14 (LPN) confirmed that R52 has wounds and remains high risk for wounds, and will
follow up.

R100's Face sheet documents in part that R100 is a [AGE] year-old male admitted to the facility on
[DATE]. Diagnosis includes in part chronic respiratory failure, dependence on respirator (ventilator),
end stage renal disease, dependence on dialysis, bacteremia, type 2 diabetes, epilepsy, vascular
dementia, and pressure ulcers.

R100's Minimum Data Set (MDS) on 4/30/2026 documents in part that Staff Assessment for Mental
Status is a 3 indicating that resident is severely cognitively impaired, and that R100 is dependent for
all Activities of Daily Living (ADLs).

On 7/2/2026 at 01:04PM, Surveyor observed R100 in bed with only one heel protector on the left foot.
Right foot was resting directly on the mattress. V3 (Assistant Director of Nursing) confirmed these
findings and could not locate the other heel protector boot in the room.

On 6/22/26 at 10:55am, during observation of residents in the Activity/Dining Room, R47 was
observed sitting in the wheelchair without pressure relieving cushion/device. Again, at 11:45am, R47
was in the same position in the activity room. At this time, V24(Restorative Director) in the dining
room was notified and V24 stated that she(V24) would get a cushion for R47's wheelchair. V47 added
that the residents at risk for pressure ulcers should have cushions on wheelchairs to prevent
pressure ulcers.

On 6/22/26 at 10:15am and 12:45pm, during observation of residents on the unit, the following
residents were observed on low air loss mattresses with the machine at the wrong weight settings:

R12 weighs 191 pounds LALM weight setting was at 250 pounds.
(continued on next page)
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R123 weighs 129 pounds LALM weight setting was at 250 pounds.

R55 weighs 177 pounds LALM was not set at any weight.

On 6/29/26 at 1:55pm, the surveyor showed all 3 residents' LALM to V15(RN/Wound Nurse). V15
stated that the LALM machine should be set to the nearest weight closest to the resident's weight.
V15 explained that it could be that R55's LALM that was not on any weight setting was accidentally
knocked off by someone's leg; V15 stated that she(V15) would work on all the LALMs and ensure that
they are at the correct weight settings for each resident.

R12's Records show the following:

Face sheet shows diagnoses which include but are not limited to Dementia, Osteoarthritis of Hip,
Disorders of Muscles and Low Back Pain.

Pressure Ulcer Risk assessment dated [DATE] shows that R12 is at risk for more pressure ulcers.

MDS (Minimum Data Status) section C (BIMS/Basic Interview for Mental Status) dated 6/5/26 for
R12 shows a score of 6 out of 15(Severe Cognitive Impairment).

MDS section M dated 6/5/26 states that R12 has unhealed stage 4 pressure ulcer and requires
pressure reducing devices for chair and bed

Care plan dated 2/13/26 states in part: R12 is at risk for alteration in skin integrity, has a sacral
pressure injury, receiving Hospice services. Intervention states to provide Pressure relieving
mattress, questions, and positioning devices as ordered.

R123's Records show the following:

Face sheet shows diagnoses which include but are not limited to Dementia, Hemiplegia and
Hemiparesis,

Pressure Ulcer Risk assessment dated [DATE] shows that R123 is at risk for more pressure ulcers.

MDS (Minimum Data Status) section C (BIMS/Basic Interview for Mental Status) dated 3/20/26 for
R123 shows a score of 00 out of 15(Severe Cognitive Impairment).

MDS section M dated 3/20/26 states that R123 is at risk for pressure ulcers and requires pressure
reducing devices for chair and bed.

R47's Records show the following:

Face sheet shows diagnoses which include but are not limited to Dementia, Alzheimer's Disease,
Weakness, And Peripheral Vascular Disease.

Pressure Ulcer Risk assessment dated [DATE] shows that R47 is at risk for more pressure ulcers.

Care plan Intervention dated 3/3/26 states that R47 should have a pressure reducing cushion in chair.
(continued on next page)
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MDS (Minimum Data Status) section C (BIMS/Basic Interview for Mental Status) dated 5/26/26 for
R47 shows a score of 6 out of 15(Severe Cognitive Impairment).

MDS section M dated 5/27/26 states that R47 is at risk for pressure ulcers and requires pressure
reducing devices for chair and bed.

R55's Records show the following:

R55 stated that she(R55) came to the facility without any pressure ulcers but now has had pressure
ulcers two times.

Face sheet shows diagnoses which include but are not limited To Weakness, Muscle Wasting and
Atrophy, Poorly Neuropathy, Abnormalities of Gait and Mobility, Peripheral Vascular Disease, Type 2
Diabetes, And Disorder of Muscle.

Pressure Ulcer Risk assessment dated [DATE] shows that R55 is at risk for more pressure ulcers.

Care plan Intervention dated 2/17/25 states that R55 should have a pressure reducing mattress on
bed.

MDS (Minimum Data Status) section C (BIMS/Basic Interview for Mental Status) dated 5/26/26 for
R47 shows a score of 6 out of 15(Severe Cognitive Impairment).

MDS section M dated 4/7/26 states that R55 is at risk for pressure ulcers and requires pressure
reducing devices for chair and bed.

Facility policy Pressure Ulcer Prevention (6/2026) documents in part that All residents will receive
timely, individualized risk assessments, appropriate preventative interventions, and ongoing
monitoring to ensure skin integrity is preserved to the greatest extent possible and that Skin will be
monitored and early changes in skin integrity will be addressed by the licensed nurse.

The pressure injury prevention policy (revised 6/2026) states this skilled nursing facility maintains
and implements a comprehensive pressure injury prevention program designed to reduce incident,
severity, and recurrence of pressure injuries. All residents will receive timely, individualized risk
assessments; appropriate preventive interventions; and ongoing monitoring to ensure skin integrity is
preserved to the greatest extent possible. All beds in the facility will have pressure reducing
mattresses unless pressure relieving, or specialty support surface mattresses are required according
to the resident's needs. Interventions to maintain skin integrity or to promote healing will be
incorporated into the plan of care based on each resident's individual needs and risks. Interventions
will address as appropriate: repositioning and mobility, support surfaces. The medical provider is
notified of changes in skin integrity and treatment orders are obtained and implemented.

The (undated) alternating and low air loss pressure relief system policy states the caregiver can
select the static function to stop alternating function.
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