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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to Intake Number 2574995.Based on observation, interview, and record review, the facility failed to 
provide the appropriate skin care interventions to prevent the development of pressure ulcers and promote 
healing consistent with professional standards for one resident (R103) of four sampled residents reviewed for 
pressure ulcers, resulting in a delay in treatment and healing, worsening of newly developed wounds, 
infection and further complications. Findings Include:Resident #103 (R103) A review of R103 Electronic 
Medical Record (EMR) was conducted on August 22, 2025, at 3:30 PM. According to the clinical record, 
R103 was [AGE] years old, admitted to the facility on [DATE], with the diagnosis of laceration of the scalp, 
Cerebral Palsy, Obstructive Hydrocephalus, and Epilepsy in addition to other diagnoses. R103's Brief 
Interview for Mental Status (BIMS) Score, assessed on June 27, 2025, was left as zero or 99, indicating that 
the patient was unable to complete the interview for the assessment. Minimum Data Set (MDS) section GG 
dated July 1.2025, indicated that R103 is dependent on staff with all Activities of Daily Living (ADLs), 
including but not limited to eating, toileting, showers, and personal hygiene. R103 relied on one to two staff 
members for transferring to and from the chair and bed, as well as rolling in bed from side to side, and using 
the toilet.General Progress Notes dated 8/8/25, at 9:26 AM, was reviewed, Noted text: Resident's wound has 
foul odor, and had a temp of 99.1 last evening. Dr K (Last name mentioned) informed and new order 
received to start Bactrim DS BID (Twice a day) for 7 days. Orders Noted.A review of R103's Care Plan 
indicated:ADLs Care plan initiated on 6/24/25, revealing the need for assistance with incontinence care, 
mobility, showers, personal hygiene, toilet use, and transfers. R103 also required one-on-one assistance 
with feeding. R103 was assessed as a two-person assist using a Hoyer lift.A care plan for Risk of skin 
breakdown r/t (related to) impaired mobility, contractures, and incontinence indicated that R103 had scarring 
from previous pressure ulcers to the coccyx and left outer ankle. There was no active open skin breakdown 
noted upon admission skin assessment on 6/24/25.R103 has impaired skin integrity: Pressure ulcer to 
coccyx, and wounds to ischium and left heel related to mobility, contractures to lower extremity, incontinence 
of bowel and bladder. Initiated on 6/24/25, revision date: 8/8/25.Goal: 1.) Tissue injury will improve and be 
free from complications with a revised date of 8/8/2025.Note: A wound treatment intervention was initiated in 
R103's care plan on July 16, 2025.The following were R103's recorded Skin Assessment and Condition from 
admission to discharge (June 23, 2025, to discharge date on August 8, 2025: According to the Skin 
assessment dated [DATE], upon admission). Staff assessed by: UnknownStaples on top of R103's head 
from a previous history of scalp lacerationLeft trochanter hip (closed wound)Left outer ankle (closed 
wound)Coccyx-Scar tissue with surrounding dark soft tissue DTI (Deep Tissue Injury)Treatment applied: No. 
A review of the admission Skin Evaluation revealed that it was dated on 6/23/25, but was locked and signed 
until July 6, 2025. It was unknown who the nurse who did the assessments on June 23rd and who the staff 
member who locked the assessment in July 6th. The Director of Nursing and the wound Nurse was asked 
subsequently but no staff member could verify the accuracy of the findings during the surveyor's review on 
August 22, 2025, at 4:30 PM. The Weekly Skin Evaluation Forms were reviewed on 8/22/2025 at 4:30 PM. It 
indicated:06/30/25 A. Skin Evaluation: 1. After completing a head-to-toe skin assessment, are there any new 
skin areas? NO07/07/25 A. Skin Evaluation: 1. After completing a head-to-toe skin assessment, are there 
any new skin areas? NO07/14/25 A. Skin Evaluation: 1. After completing a head-to-toe skin assessment, are 
there any new skin areas? NO07/21/25 A. Skin Evaluation: 1. After completing a head-to-toe skin 
assessment, are there any new skin areas? NO07/28/2025 A. Skin Evaluation: 1. After completing a 
head-to-toe skin assessment, are there any new skin areas? NO08/04/2025 A. Skin Evaluation: 1. After 
completing a head-to-toe skin assessment, are there any new skin areas? NO A review of R103's Skin 
assessment dated [DATE], (noted: this is R103 discharged date from the facility) revealed:Coccyx (UTD)- 
UTD means unstageable or unknown depth.Measurement size: 7.5 X 7.0 X depth UTD with eschar 1 00 % 
wound filled, heavy exudate, purulent drainage. Noted erythema described as intense bright red, dark red, or 
purple. 2. Left Heel-(acquired in house on 7/16/25)Measurement size: 3.5 X3.5 X depth (UTD) unstageable 
or unknown depth100% wound filled slough with a light amount of exudate described as purulent discharge 
3. Left Ischium (acquired at the facility, first observed on 7/31/25, described as shearing and UTD 
(Unstageable Full Thickness or Tissue Loss)Measurement size: 3.0 cm (centimeters) X 3.2 cm x depth UTD, 
Slough 100% wound filled slough with a light amount of purulent drainage. A review of R103's skin record 
and treatment orders revealed:Physician's orders: From 6/23/25 (admission date) through 8/8/25 (discharge 
date ):Coccyx: Order Start Date: 7/6/26: Cleanse with cleanser, pat dry, apply calcium alginate to the wound 
bed, and cover with a wound dressing as needed, daily. Order Discontinued Date: 8/8/25Left Heel: Left heel 
wound was first discovered on 7/15/25. Physician's Order Start Date 7/29/25: Cleanse with wound cleanser, 
pat dry, apply calcium Alginate to wound bed, cover with foam dressing daily and as needed (PRN). Order 
Discontinued Date: 08/08/2025Left Ischium: Order Start Date: 8/8/25: Cleanse left Ischium with NS, cover 
with comfort foam, change qd and PRN every day shift for wound A review of R103's Treatment orders 
revealed:Date ordered: 6/23/25, Started on 6/24/25: Apply House Barrier cream to (B) Buttocks, coccyx, and 
peri-area every shift with incontinent episodes. Frequency: every shift and PRN (as needed)Date ordered: 
8/8/25. Start Date: 8/8/25. Cleanse coccyx with NS (Normal Saline). Apply moistened gauze with Dakins 
Solution 1/4 strength pack to the wound. Cover with sacral dressing, changing BID and PRN (as needed) 
twice a day for wound care.Order Date: 8/8/25, and Start Date: 8/8/25: Cleanse Left Heel with NS, apply 
Medihoney topically, and cover with comfort foam, changing qd (daily) and PRN (as needed).Order Date 
8/8/25 and started 8/8/25: Cleanse Left Ischium with NS, apply medihoney, cover with comfort foam, change 
qd and PRN. Every day shift for the wound. No treatment to the Left Ischium was ordered, despite being 
observed and assessed on 7/31/25, with an open area 2.8 cm (length) X 2.6 cm (width) X 0 depth with a light 
serous drainage.Order started on 7/22/25, Enhance Barrier Precautions when engaging in high-contact 
resident care activities for chronic wounds every shift.Order started on 8/8/25 - Bactrim DS oral Tablet 
800-160 mg (Sulfamethoxazole-Trimethoprim). Give one (1) tablet by mouth two times a day for wound 
infection until 8/14/25 Treatment Administration Record (TAR) for R103 was reviewed, and it was found that 
missed treatments and assessments were as follows: Missed Treatment in July 2025 was noted below:- 
Weekly Skin Assessment (every Tuesday)= missing on 7/15/25- House Barrier cream to (B) Buttocks, 
coccyx, and Peri-Area every shift with an incontinence episode. There were no record of 7/13/25 (Days), 
7/20/25 (Days), and 7/21/25 (Days)- Left Heel= 7/18/25 & 7/28/25 Coded 2 (Refused)-Coccyx= 7/13/25, 
7/15/25, 7/20/25, and 7/21/25 did not indicate that the treatment was done. 7/18/25 and 7/28/25 were coded 
as 2 (Refuse)- No treatment to the Left Ischium was ordered despite the 7/31/25 assessment with an open 
area 2.8 cm (length) X 2.6 cm (width) X 0 depth with a light serous drainage Missed Treatment in August 
2025, were noted below: Sunday, August 3, 2025: No treatment was administered to the Coccyx, Left Heel, 
and House barrier cream was not applied as ordered.An interview with the previous wound care Nurse, H, 
was conducted on August 21, 2025, at 1:15 PM. Nurse H admitted that she was the Wound nurse during 
6/19/25 through 7/31/25. She was assigned the evening shift as a Unit Manager (Nights). She recalled that 
R103 did not have any open area when she was admitted . R103 had some noticeable scars from a previous 
injury at the coccyx area that had healed. She explained that, We noticed the same area developed 
discoloration and later opened up as described on the 7/10/25 assessment as a deep tissue injury (DTI). 
Stage 3 pressure sore on the coccyx measurement: 6.2 cm (Length) X 7.9 cm (Width) X zero (Depth). It had 
moderate serosanguineous drainage. Nurse H was an LPN and was a certified wound nurse. She stated that 
she was unaware of a newly developed open area on the left heel, which was first noted on July 15, 2025. 
The Director of Nursing conducted the initial assessment, but no one had informed me about the newly 
opened area. I was unaware of the left heel, so during the 7/17/25 evaluation, I was unable to reassess the 
wound on the left heel. So, on the 7/17/25 assessment I did, it did not include the left heel, because I did not 
get a report from a nurse aid or nurses. When asked about the Left Ischium open area, she confirmed she 
assessed a newly developed open area located at the left ischium described as another site that measured 2.
8 cm (Length), 2.6 cm (width) X zero depth, denuded (loss of epidermis caused by exposure to urine, feces, 
body fluids, wound exudate, or friction. Not sure what happened, but we were putting treatment on the 
wound, but it was not recorded. We applied the same treatment as the coccyx, considering the wound as 
extending from the coccyx; however, this was not documented in the doctor's order or recorded. There was 
no treatment order from the doctor obtained for the Left ischium. Nurses don't do wound rounds with the 
doctors. No one was assigned to rounds with the doctor. Doctors do their own assessment and evaluation.
An interview with the current Wound Nurse M was conducted on 8/20/25 at 4:20 PM. Nurse M indicated she 
started working as a wound nurse at the facility on 8/4/25. Nurse M revealed that she is an LPN with wound 
certification. She admitted that she vaguely remembers R103. But reviewing the assessment done on 8/8/25, 
before R103's discharge, Nurse M mentioned that the wound in the coccyx was infected with a purulent 
heavy drainage and foul odor. The physician was called, and oral antibiotics were ordered immediately. An 
interview with the Director of Nursing (DON) was conducted on August 20, 2025, at 4:30 PM. She revealed 
that R103 was discharged on 8/8/25 to a new foster care home. He stayed with us from 6/23/25 to 8/8/25 for 
short-term rehab and for new home placement. There was a question about previous foster care, and 
because of physical violence, he needed a new placement. R103 had mental incapacity- he was struck on 
the head. On 7/15/25, during therapy, they stated they found shearing on the Left outer heel. The Therapist 
(PTA) found it during the therapy session. The DON admitted that the left heel wound developed and was 
acquired at the facility. She further stated: The hospital records did not mention any open area or DTI in 
R103's hospital Discharge summary dated [DATE]. On August 8, the physician prescribed oral antibiotics 
because his wounds were infected. On the same day, R103 was discharged because a bed opened up, and 
was immediately discharged to the community. He started with only one dose. An interview with the PTA 
staff B was conducted on 8/21/25 at 10:30 AM. PTA staff B stated, R103 was at the rehab gym on his 
[NAME] chair, doing R103's stretches when I noticed the sock was damp. I immediately removed the sock on 
his left foot. I found an open area that looked like the skin had come off. It appeared that a blister had 
ruptured, and the fluid had been absorbed into the sock. I did not see blood. The sock was damp where the 
wound (Left Heel) was wet to the touch. It was rounded in shape, a bit bigger, and superficial. The wound 
was located on the inner side of the heel of the left foot. I immediately notified my Rehab Department 
Director and got the Director of Nursing. I don't remember what day it was, as it was not found in the notes. I 
don't know how the wound developed. I have no idea, to be honest! R103 doesn't move very much. I did not 
observe any repetitive or jerky movements in his feet during the therapy session. He did not express any 
discomfort or pain.An interview with Dr. K was conducted by phone on 8/27/25 at 4:45 PM. She indicated 
that she does rounds to see residents and see them, but did not remember rounding with the wound nurse 
on a weekly or monthly basis. She further specified: We see patients individually. Dr. K reviewed R103's 
medical record during the interview and stated that she saw the resident a few days after admission. On 
6/25/25, Dr. K noted during examination that R103 was non-verbal with no open wound ongoing during her 
assessment. Although R103 was bedbound, Dr. K recalled examining his back in bed, and there were no 
other skin impairments noted on the legs, ankles, and feet during the examination on June 25, 2025. The 
subsequent encounter I had with R103 was pointed out in the Progress Notes dated August 7, 1925, which 
stated that at 5:15 PM, I received a text regarding a necrotic coccyx with foul drainage. I ordered an antibiotic 
of Bactrim to give immediately after a wound culture. Dr. K was not sure what happened, but the following 
day on 8/8/25, R103 started on Clindamycin and not the Bactrim she had ordered. The resident was 
discharged on August 8, 2025, so she did not follow up.Late Entries progress notes entered Dr. L was 
unavailable for interview due to a scheduled vacation internationally, but according to both Dr. J and Dr. K, 
the dictated notes should not take more than 48 hours. The two physicians were unaware of the delay of all 
seven (7) Late Entries of progress notes in the EMR for R103.POLICIESOn August 22, 2025, at 3:30 PM, 
the Wound Management Policy was reviewed.Wound Management Policy (Original date-1/2/2024) Policy: 
To promote wound healing of various types of wounds. It is the policy of the facility to provide 
evidence-based treatments in accordance with current standards of practice and physician orders.
Procedure:Wound treatments will be provided in accordance with physician orders, including cleansing 
method, type of dressing, and frequency of dressing change.In the absence of treatment orders, the licensed 
nurse will notify the physician to obtain treatment orders. This may be the treatment nurse or the assigned 
licensed nurse in the absence of the treatment nurse .
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to Intake Number 2575492 Based on observation, interview and record review, the facility failed to 
ensure that a resident was appropriately assessed and provided pain relief for one resident (Resident #108), 
who had chronic pain out of four residents reviewed for pain. Findings include:Resident 108 (R108):R108 
was [AGE] years old admitted to the facility on [DATE] with a diagnosis of Acute Pyelonephritis, Urinary Tract 
Infection, Type 2 Diabetes Mellitus, Gout and unspecified Osteoarthritis in addition to other diagnoses. Care 
Plan for Pain initiated 8/13/25 revealed: At risk for Pain due to Diabetic neuropathy, depression, gout, GERD, 
Osteoarthritis. Goal: R108 will verbalize adequate relief of pain. Interventions: Administer medication as 
ordered, Notify MD of unrelieved or worsening pain, .R108'shad an Order: Oxycodone HCl Oral Tablet 5 MG 
give one tablet by mouth every 6 hours for pain (start date was 8/20/25 at 20:00 (8:00 PM).R108's 
Medication Administration Record (MAR) dated August 2025, showed on August 20th, 2025, R108 received 
the last dose of the prescribed Oxycodone 5 mg at 11:00 AM. The next Dose administered to R108 was 
dated 8/21/25 at 8:00 PM. There were 29 hours of no oxycodone pain medication given to R108. The 
Medication Administration Record (MAR) dated August 2025 noted on the following dates were:8/20/25 
20:00 PM (8:00 PM) Not Administered as ordered. Nurse coded 5 which means HOLD/ See Progress Notes 
8/21/25 02:00 AM, Not Administered as ordered. Nurse Coded 5 which means Hold/ See Progress 
Notes8/21/25 08:00 AM, Not Administered as ordered. Nurse Coded 9 which means Other/ See Progress 
Notes8/21/25 14:00 (2:00 PM), Not Administered as ordered. Nurse Coded 9 which means Other/See 
progress NotesA review of R108's Pain Record showed8/20/25: Wednesday (order: Monitor Pain 
assessment every 6 hours)12:17 PM 0/1017:30 (5:30 PM) 0/10 Nurse administered Tylenol22:45 (10:45 PM) 
5/10 no pain medication administered8/21/25: Thursday (order: Monitor Pain every 6 hours)11:13 AM 0/10 
20:28 (8:28 PM) 0/10Pain assessment was not done according to the order to monitor pain level every 6 
hours and medication of oxycodone was not followed to be administered every 6 hours around the clock.On 
8/21/25 at 3:30 PM, Resident 108 was restless, sitting up in bed, who appeared to have shortness of breath, 
sweaty and anxious. When interview, R108 stated she hasn't gotten her pain pill since yesterday afternoon. 
They said they were out of stock. I am hoping they will get them today. When asked how her pain level was, 
she replied, right now is a 9/10. When asked where the pain was that was 9/10 she said: I hurt all over but 
the pain is always on hip and my shoulder. I am waiting for my insurance to clear so I can have surgery to 
my hip. I take oxycodone. They gave me a Tylenol yesterday at 5:00 PM because I was out of Oxycodone, 
but it did not help a bit. I did not have any of my oxycodone since I thought around 2:00 PM yesterday. 
According to the Director of Nursing on 8/21/25 at 3:45 PM, She was unaware about R108's Narcotic issue 
but we have a backup emergency kit and if not we can have it drop shipped. The Unit Nurse G was 
interviewed on 8/21/25 at 4:35 PM. Nurse G revealed that he was assigned to R108 yesterday 8/20/25 and 
she was out of Oxycodone and admitted he was unaware it was available in the EDK. He stated, I was not 
sure if they have a backup for oxycodone. I was here yesterday, and I gave her the last dose yesterday 
(8/20/25) was recorded 11:00 AM and we are waiting for her Oxycodone. When asked if he had called or 
notified the doctor about the held dosages and if there were other pain management alternatives, he denied 
calling the physician. He did inform the oncoming nurse (night shift that told her that there was no 
Oxycodone in the back up box. So I have the unit manager help me to order the medication. I told the night 
shift nurse it was in route but never arrived. Before I left my shift on 8/20/25, Her pain level was a 6/10. I 
gave her Tylenol at around 5:00 PM on 8/20/25. Today I came that the drop ship did not arrive, so we are still 
waiting, that's why she has not received any of her oxycodone since yesterday. The Unit Manager I was 
interviewed on 8/21/25 at 5:00 PM and recalled that Nurse G came to his office to fax the refill order of 
Oxycodone. I helped him faxed it over but Nurse G never told me that R108 was out of the medication. 
Nurse G did not notify me that R108 was administered her last dose at 11:00 AM. We have them in Backup. 
The back up pharmacy was here yesterday and was filling the back-up meds. Oxycodone are available in the 
back up box. Nurse Manager N was interviewed on 8/21/25 at 5:15 PM. She recalled that on 8/20/25, the 
Oxycodone order was changed from a PRN (as needed to around the clock every 6 hours. She obtained the 
order from the doctor and got an order. Nurse Manager N admitted that she was not aware that R108 was 
out of the Oxycodone. Nurse G never told her. I just found out now. Nurse G did not check the backup box. 
Oxycodone is available in EDK. Although there is a process to obtain the narcotic, I can easily help if I was 
told. R108 missed at least 4 doses. Nurse Manager N reported that the last dose of the ordered oxycodone 5 
mg every 6 hours was on: 8/20/25 at 1400 (2:00 PM) Oxycodone/APAP 5 mg 1 tablet 8/20/25 at 5:30 PM 
Tylenol was givenShe stated Then there were 4 missed doses in over 24 hours. We just administered now 
from the back-up on 8/21/25 at 5:00 PM so that's over 24 hours. We will be on it now and we have educated 
the nurse about the refill and process of the EDK. On 8/21/25 at 5:30 PM, a follow-up interview R108 
reported her pain is now at 6 to 7/10 and had received oxycodone as ordered. According to the Director of 
Nursing (DON) on 8/22/25 at 2:42 PM, according to her investigation last oxycodone was administered on 
8/20/25 at 2:00 pm then at around on the same day, the nurse gave her Tylenol.The pharmacy delivered her 
medicine on 8/22/25 and her oxycodone was given at 7/22/25.There was no oxycodone dose given from 
8/20 at 2 pm until 8/22 when it arrived aand administered at 7:30 am. An interview with Dr. K was conducted 
by phone on 8/27/25 at 4:45 PM. She stated that that was not acceptable to have a resident wait and not 
have pain relief. Dr. K indicated that the greatest adverse effect to monitor for this case is the opioid 
withdrawal. She stated I recall signing the order form that night so it will be sent it to the pharmacy right 
away. I was unaware of any discrepancy. They did not notify me of any missed doses. A list of available 
medication in the Narcotic Emergency Drug Kit (Emergency Back-up Box) (undated) was reviewed and 
revealed three types of oxycodone were available at the facility. A list of Oxycodone Narcotic Medication 
were available:Oxycodone /APAP 5 mg -325 TabOxycodone/APAP 10 mg-325 TabOxycodone/APAP 7.
5mg-325 Tab A list of other available narcotics in the back-up box were:Hydrocodone/APAP 5 mg-325 
TabHydrocodone/APAP 10 mg-325 TabHydrocodone/APAP 7.5-325 mg Tab The following facility policies 
were reviewed on 8/22/25 at 3:45 PM:Policy #1: Pain Management Policy (dated 1/2/2024) Policy- The 
facility must ensure that pain management is provided to residents who required such services, consistent 
with professional standards of practice, the comprehensive person-centered care plan and the residents' 
goals and preferences. Procedure- The Facility will utilize a systemic approach for recognition, assessment, 
treatment and monitoring pain.2. Policy #2 Controlled Substance Orders (review date 1/27/2025) Policy- To 
define the process for ordering and dispensing controlled substance medication(s) in a manner in 
accordance with State and Federal regulations.3. Policy #3 Narcotic Emergency Drug Kit Usage- Manual Kit 
(EDK) (review date 1/27/2025) Policy: To ensure that EDK devices containing control substances are utilized 
in a manner compliant with state and federal regulations. Procedure: 1. Opening the EDK., 2. Reordering 
EDK unit Control Substance Stock., 3. Provider Order and Control Substance EDK Units., 4. Delivery and 
Exchange of Control EDK boxes.
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