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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
refers to intake 2647067. Based on interview and record review, the facility failed to report timely of an 
allegation of abuse to the state survey agency for 2 of 5 residents (R3 and R4) reviewed for abuse. Findings 
include:R3 A review of R3's admission Record, dated 12/10/25, revealed R3 was an [AGE] year-old resident 
admitted to the facility on [DATE]. In addition, R3's admission Record revealed they had multiple diagnoses 
that included anxiety, chronic pain, and insomnia. A review of R3's Minimum Data Set (MDS) (a tool used for 
assessing a resident's care needs), dated 9/25/25, revealed a Brief Interview for Mental Status (BIMS) (a 
scale used to determine a resident's cognitive status) score of 15 which revealed R3 was cognitively intact. A 
review of R3's Pertinent Charting-Behavior note, dated 10/2/25 at 3:36 PM, revealed, Resident had a 
physical altercation with another resident during second shift on 10/1/25. R4 A review of R4's admission 
Record, dated 12/10/25, revealed R4 was a [AGE] year-old resident admitted to the facility on [DATE]. In 
addition, R4's admission Record revealed multiple diagnoses that included dementia and anxiety. A review 
of R4's MDS, dated [DATE], revealed a BIMS score of 15 which revealed R4 was cognitively intact. A review 
of R4's Nurses' Notes, Late Entry: dated 10/4/25 for 10/1/25, revealed, Incident between roommates, 
physical altercation. No injuries sustained by either resident, no complaints of pain. A review of the Facility 
Reported Incident (FRI), dated 10/9/25, revealed that on 10/1/25 at approximately 8:30 PM, R3 and R4 were 
heard with raised voices in their shared room. R4 stated R3 made contact with her arms and shoulder area 
with open hand. The residents were immediately separated, assessed, and no physical injuries or harm were 
noted. In addition, the FRI revealed the facility reported the incident to the state survey agency on 10/2/25 at 
1:30 PM (17 hours after the incident occurred). The FRI also revealed that the facility was able to 
substantiate that contact had occurred, however there was no marks, injury, or pain. A review of Certified 
Nursing Assistant (CNA) L's typed and unsigned statement, dated 10/1/25, revealed she was standing in the 
doorway to the shower room talking to CNA A and CNA D when she heard a commotion behind her. She 
wrote she looked into R3's and R4's room and saw R3 standing over and leaning into R4 who was lying in 
her bed. CNA L also wrote R3 had her hands wrapped around R4's hands/arms and was punching R4 in the 
face and chest. CNA L wrote she shouted, ran into R3's and R4's room, grabbed R3's hands, and pulled R3 
back away from R4. She wrote the other CNA's (CNA A and CNA D), and the nurse were in the room at this 
point and everyone physically separated R3 from R4. During an interview on 12/10/25 at 11:30 AM, the 
Nursing Home Administrator (NHA) stated she was called on 10/1/25 and told by the nurse that R3 and R4 
had a verbal argument. She stated she told the nurse to talk with the residents and find out what happened. 
The NHA stated the nurse spoke to the residents and called her back. She stated that R3 said she was 
coughing and R4 told her she needed to see a doctor. The nurse told her that R3 and R4 started arguing and 
they had to be separated. The NHA stated she was told that both residents said they felt safe in their room 
and neither one wanted to move rooms. The NHA stated they had a staff member stay in the hallway and 
monitor R3 and R4 for the rest of the shift. The NHA stated she came in the next morning and spoke with 
both residents. She stated neither one said there was physical contact. The NHA stated that they only said 
they had a verbal argument. The NHA stated a few hours after she spoke to R3 and R4 (around 11:10 AM), 
she was told R4 wanted to talk to her. She stated when she spoke with R4, R4 told her she wanted the 
police notified because she wanted to press charges against R3. The NHA stated she told R4 that she would 
call the police, but charges may not be pressed if there was not any physical contact. The NHA stated the 
police came and took a report. During the interview on 12/10/25 at 11:30 AM, the NHA was asked if she was 
ever told that R3 and R4 had physical contact. She stated she was not told that. When I asked her why the 
facility concluded that there was physical contact (per the FRI that the facility submitted to the state survey 
agency) if R3 and R4 only verbally argued, she stated R3 and R4 had only had physical contact with crossed 
arms. The NHA further stated that neither resident hit the other one and there was not any physical injury or 
evidence that they had. I informed the NHA that according to CNA L's typed statement she had noted that 
she had seen R3 punching R4 in the face and chest. I then asked the NHA if she had seen CNA L's 
statement and knew what it said. She stated she had seen the statement and when she read it she called 
CNA L to ask her about it. The NHA stated when she spoke with CNA L over the phone, CNA L told her that 
everything happened so fast that she could not be sure if R3 actually hit R4 or if she just saw them swinging 
at each other and/or contacting each other's crossed arms. The NHA stated she did not document the phone 
call with CNA L to reflect that she changed her statement and/or modified it. She also stated she did not 
have CNA L write another statement to reflect that she was not sure if R3 and R4 actually made physical 
contact with each other or were just swinging their arms at each other. During a phone interview on 12/10/25 
at 12:30 PM, Registered Nurse (RN) M stated on 10/1/25 at around 8:30 PM she heard yelling and went to 
R3's and R4's room. She said when she got there the aides were separating R3 and R4. RN M stated she 
saw R3 leaning over R4's table swinging at her. She stated she did not see any physical contact because by 
the time she arrived at the room, the aides were already separating the residents and there was some 
distance between them. RN M stated she did see R4 lying in bed with her arms up trying to block R3's 
swings, but she did not see if R3 hit R4's arms. RN M further stated she spoke with R3 and R4 after they 
were separated and they stated they felt safe, and they wanted to stay in their room together. RN M also 
stated she spoke with the aides and was told by CNA L that she saw R3 lay a punch on R4. She stated she 
called the NHA and told her what had happened. She stated she did report to the NHA that CNA L had said 
R3 laid a punch on R4. RN M further stated she had everyone write a statement and left them on the NHA's 
desk for her to see in the morning. During an interview on 12/10/25 at 2:30 PM, CNA A stated she was 
across the hall in the shower room helping CNA L clean up the shower room before the end of their shift. 
She stated they were looking into R3's and R4's room when she heard CNA L yell No, No, No. She stated 
CNA L was standing between her and R3's and R4's room. CNA A stated CNA L ran into R3's and R4's 
room and she followed her. CNA A stated when she entered R3's and R4's room she could see R3's arms 
swinging and flailing from above CNA L's head and shoulders. She stated CNA L was between her and R3. 
CNA A said she could see R3 leaning over R4's table but could not see if R3 was actually hitting R4 because 
she was behind CNA L. CNA A stated CNA L probably saw if R3 hit R4 since she was the first one in the 
room and was right there. She stated CNA L separated the two residents and the nurse (she could not 
remember her name) came into the room quickly after that. During an interview on 12/10/25 at 3:30 PM, 
CNA L stated she was standing in the doorway to the shower room looking out. She stated she was talking 
to CNA D and another aide about work things. CNA L stated she heard a commotion and heard R3 and R4 
yelling at each other. She stated she went into their room and saw R3 hanging over R4's bedside table 
hitting her. CNA L said R3 was definitely hitting R4 in her upper chest/collarbone area and R4 was lying in 
her bed with her arms/hands up in a defensive posture trying to defend herself. CNA L stated she 
immediately pulled R3 away from R4 and separated them. She stated when she did, she noticed that R3 
looked livid. She said that R3 had wide open crazy eyes. CNA L stated R4 did not hit R3 back. She just had 
her arms/hands up defending herself from R3's blows. CNA L further stated that after R3 and R4 were 
separated. She took R4 down to the dayroom to talk with her. She said that when she asked R4 what 
happened R4 told her she asked R3 about her cough and R3 told her to go to hell. She stated R4 told R3 to 
come over here and tell me that. CNA L said that R4 said that was when R3 went over to her bed and started 
hitting her. CNA L stated that earlier in the day R3 had been coughing and R4 would comment on R3's 
cough. She said R4 if she was ok whenever she would cough and would ask her if she needed to see a 
doctor. During the interview on 12/10/25 at 3:30 PM, CNA L stated everything happened so fast, but I saw 
what I saw. She stated she saw R3 hitting R4. CNA L stated she told the nurse that R3 hit R4. She said the 
nurse immediately called the NHA and told her that. She stated she has given the same statement about the 
incident every time she has been asked about it by management and another nurse. She stated she has 
never changed her statement and would repeat the exact same statement if asked again. A review of the 
facility's Abuse, Neglect and Exploitation policy and procedure, reviewed/revised 1/10/24, defined abuse as 
the willful infliction of injury, unreasonable confinement, intimidation, or punishment with resulting physical 
harm, pain or mental anguish (injury may not be apparent at the time of the incident since some injuries such 
as bruising can develop over time). The facility's Abuse, Neglect and Exploitation policy and procedure 
defined willful as the individual must have acted deliberately, not that the individual must have intended to 
inflict injury or harm. The facility's Abuse, Neglect and Exploitation policy and procedure also revealed 
physical abuse includes, but is not limited to hitting, slapping, punching, biting, and kicking. The facility's 
Abuse, Neglect and Exploitation policy and procedure further revealed that allegations of abuse must be 
reported to the Administrator, state agency, adult protective services and to all other required agencies (e.g., 
law enforcement when applicable) immediately, but no later than 2 hours after the allegation is made.

62235356

02/25/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

235356 12/10/2025

Medilodge at the Shore 900 South Beacon Boulevard
Grand Haven, MI 49417

F 0657

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.

(continued on next page)

63235356

02/25/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

235356 12/10/2025

Medilodge at the Shore 900 South Beacon Boulevard
Grand Haven, MI 49417

F 0657

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake #: 2674458Based on observation, interview, and record review, the facility failed to ensure 
resident care plans were reviewed, revised, and implemented for 1 of 15 residents (Resident #6) reviewed 
for comprehensive person-centered care plans.Findings:Resident #6 (R6)Review of an admission Record 
revealed R6 was a [AGE] year-old female, admitted to the facility on [DATE], with pertinent diagnoses which 
included: dementia, Alzheimer's Disease, dysphagia (difficulty swallowing), peripheral vascular disease, and 
urinary incontinence. R6 had an activated DPOA (Durable Power of Attorney).Review of R6's Admin Order 
dated 9/17/25 revealed, .(R6) needs to be in a geri chair with direct supervision.and she should NOT be up in 
a broda chair as it is not supportive enough.Review of R6's care planned intervention dated 12/24/24 
revealed, Resident uses a manual wheelchair for locomotion.Review of R6's Physician Order dated 11/20/25 
revealed, Tramadol 5 MG/ML (Tramadol HCl) Take 10 ml by mouth twice a day and additional 10 ml once 
daily as needed for pain (one hour before wound dressing change).Review of R6's Care Plans did not reflect 
the administration of the pain medication 1 hour prior to dressing changes.Review of R6's Electronic Medical 
Record revealed new onset of seizures beginning on 8/23/25.Review of R6's Care Plans did not reflect the 
diagnosis of seizures or include interventions for preventing injuries and/or monitoring.Review of R6's 
provider Progress Note dated 10/30/25 revealed, .continue with frequent repositioning and incontinence care.
Review of R6's care planned intervention dated 12/24/2024 revealed, Assist resident with turning and 
repositioning as needed and did not reflect the need for frequent repositioning.Review of R6's Skin & Wound 
Evaluation dated 11/18/25 and 11/18/25 revealed her unstageable pressure injury on the right gluteus was 
deteriorating.Review of R6's Care Plans revealed no new interventions were implemented despite the 
documented deterioration of the pressure injury on 11/11/25 and 11/18/25 (examples: head of bed less than 
30 degrees to reduce pressure, use of a wedge offloading device, frequency of turn schedule, etc.)Review of 
R6's Weight Summary revealed she was 116.2 pounds on 9/1/25 and 105.2 pounds on 12/4/25 (9.47% 
decrease in approximately 3 months).Review of R6's care planned intervention dated 12/25/24 revealed, 
Provide meals/fluids based on resident food preferences and as ordered. The Care Plan did not include 
meals and/or snacks that R6 previously enjoyed or suggestions from R6's DPOA and did not include a list of 
dislikes and/or foods to avoid.Review of R6's Electronic Medical Record and Pain Summary revealed R6 was 
experiencing increased pain due to her Stage 4 pressure injury.Review of R6's care planned intervention 
dated 12/24/24 revealed, Offer non-pharmacological interventions to relieve pain and observe for 
effectiveness. The Care Plan did not include non-pharmacological interventions that had been previously 
effective or other interventions to try.Review of R6's Admin Order dated 9/24/25 revealed a dietary order for 
puree, nectar thick, liquids by teaspoon. 1:1 feed small bites/sips, slow rate. Stop feeding if coughing. Use 
metal utensils and glass/hard plastic cups.Review of R6's care planned intervention dated 9/18/25revealed, 
1:1 feeding assist. (Do not use plastic utensils, straws or Styrofoam cups as she will chew through them. 
R6's Care Plan did not reflect the therapeutic diet order or the use of a teaspoon for liquids. During an 
observation and interview on 12/10/2025 at 8:58 AM, CNA N reported R6 required 1:1 feeding assistance 
and required pureed food and nectar thick liquids. CNA N reported her diet order and type of feeding 
assistance was listed on the meal ticket found on her meal tray as well as on her care plan. R6's meal tray 
contained pureed food and hard plastic cups with straws. CNA N assisted R6 with drinking the thickened 
liquids with the straw. During an observation and interview on 12/10/2025 at 12:15 PM, CNA N reported the 
importance of reviewing resident care plan prior to working the shift and especially if pulled to an unfamiliar 
unit. CNA N was observed feeding R6 and assisting her with using the straw for her thickened liquids. 
Review of R6's Meal Ticket displayed on her meal tray revealed Dys (dysphagia) puree-regular, Nectar 
Thickened Liquids, no Styrofoam cups. Review of Fundamentals of Nursing ([NAME] and [NAME]) 11th 
edition revealed, A nursing care plan includes nursing diagnoses, goals and/ or expected outcomes, 
individualized nursing interventions, and a section for evaluation findings (see Chapter 20). The plan 
promotes continuity of care and better communication because it informs all health care providers about a 
patient's needs and interventions and reduces the risk for incomplete, incorrect, or inappropriate care 
measures.The plan gives all nurses a central document that outlines a patient's diagnoses/ problems, the 
plan of care for each diagnosis/ problem, and the outcomes for monitoring and evaluating patient progress. 
The plan of care communicates nursing care priorities to nurses and other health care providers. It also 
identifies and coordinates resources for delivering nursing care. [NAME], [NAME] A.; [NAME], [NAME] 
Griffin; Stockert, [NAME] A.; Hall, [NAME]. Fundamentals of Nursing - E-Book (p. 249). Elsevier Health 
Sciences. Kindle Edition.Review of Fundamentals of Nursing ([NAME] and [NAME]) 11th edition revealed, 
Care plans identify a plan of care based on a patient's appropriate nursing diagnoses, outcomes, and 
interventions individualized to the patient's unique needs. [NAME], [NAME] A.; [NAME], [NAME] Griffin; 
Stockert, [NAME] A.; Hall, [NAME]. Fundamentals of Nursing - E-Book (p. 254). Elsevier Health Sciences. 
Kindle Edition.Review of Fundamentals of Nursing ([NAME] and [NAME]) 11th edition revealed, Care 
planning is patient centered, taking into consideration the patient's most immediate needs and preferences. 
be vigilant in monitoring the patient and supervising assistive personnel in carrying out activities to prevent 
complications and potential injury. [NAME], [NAME] A.; [NAME], [NAME] Griffin; Stockert, [NAME] A.; Hall, 
[NAME]. Fundamentals of Nursing - E-Book (p. 790). Elsevier Health Sciences. Kindle Edition.
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Provide appropriate pressure ulcer care and prevent new ulcers from developing.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake #: 2674458Based on interview and record review, the facility failed to 1.) implement the 
facility policy for pressure injuries/wound management and 2.) ensure treatments were completed as 
ordered, for 5 of 15 residents (Resident #6, #9, #11, #12, and #13) reviewed for alterations in skin integrity.
Findings:Resident #6 (R6)Review of an admission Record revealed R6 was a [AGE] year-old female, 
admitted to the facility on [DATE], with pertinent diagnoses which included: dementia, Alzheimer's Disease, 
dysphagia (difficulty swallowing), peripheral vascular disease, and urinary incontinence.Review of a 
Minimum Data Set (MDS) assessment for R6, with a reference date of 9/19/25 revealed R6's cognitive skills 
for decision making was severely impaired. Further review of R6's MDS revealed there were no pressure 
injuries present at that time, however, R6 was at risk for the development of pressure injuries. Review of R6's 
Functional Abilities assessment dated [DATE] revealed that R6 was dependent on staff with eating (1:1 
feeding assistance), personal hygiene, bed mobility (rolling left and right in bed), and transferring (bed to 
chair). Review of R6's Braden Scale for Predicting Pressure Sore Risk dated 6/17/25 and 9/17/25 revealed a 
score of 11 which indicated R6 was high risk for the development of a pressure injury.Review of R6's Skin 
Assessment dated 10/4/25 no new skin breakdown.A Skin Assessment was not completed on 10/11/25.
Review of R6's Skin Assessment dated 10/18/25 revealed, Are there any new abnormal skin areas? Yes .
Coccyx-opening in skin about pea sized.Review of R6's Electronic Medical Record (EMR) revealed no 
documentation that the provider or DPOA was notified of the pressure injury or that a wound treatment was 
initiated at the time of the discovery of the wound. There was no wound assessment completed.Review of 
R6's Incident Report dated 10/21/25 revealed, Incident Description: Pressure area observed to resident's 
right buttock. The physician and DPOA were not notified of the pressure injury until 10/29/25.Review of R6's 
Order Summary dated 10/22/25 revealed, Cleanse with NS (normal saline) and apply foam dressing to 
coccyx every day shift for Pressure Ulcer.Review of R6's Treatment Administration Record (TAR) revealed 
the coccyx pressure injury treatment was not completed on 10/26/25.During an interview on 12/10/2025 at 
11:08 AM, the Director of Nursing (DON) confirmed that the licensed nurse did not follow the facility policy 
and procedure following the identification of skin breakdown and confirmed the missing skin assessment on 
10/11/25. Review of R6's Skin & Wound Evaluation dated 10/28/25 revealed a facility acquired unstageable 
pressure injury on the right gluteus measuring 1.7 cm (length) by 1.0 cm (width) and 0.2 cm (depth). 70% of 
the wound was filled with slough (yellow/white viscous dead tissue). (The base of R6's wound bed was 
obscured by slough and therefore an accurate depth measurement was unattainable.) Interventions to 
implement were cushion, foam mattress, incontinence management, moisture control, and 
turning/repositioning program.Review of R6's provider Progress Note dated 10/30/25 revealed, .(R6) 
appears increasingly uncomfortable while wound is assessed especially when touching near the area of the 
wound. A pressure wound is noted to the right side of her sacrum on a bony prominence approximately 2cm 
x 2cm with unknown depth due to the presence of slough to wound bed. Tissue surrounding wound has 
discoloration with both light and dark areas surrounding. New dressing applied during visit and urinary 
incontinence is noted (facility Registered Nurse) tells me that they have been repositioning (R6) frequently on 
alternating sides using a pillow.Encouraged (facility) staff to report any acute changes or signs of infection to 
(provider). continue with frequent repositioning and incontinence care.Review of R6's Care Plan revealed, 
Resident has impaired skin integrity as evidenced by: Unstageable pressure ulcer to right buttock Date 
Initiated: 10/28/2025.Assist resident with turning and repositioning as needed Date Initiated: 12/24/2024. The 
care plan did not include the turning/repositioning program or with frequent repositioning and incontinence 
care.Review of R6's Skin & Wound Evaluation dated 11/4/25 revealed her unstageable pressure injury on 
the right gluteus now measured 2.0 cm (length) by 1.6 cm (width) and 0.6 cm (depth). The wound bed was 
filled with 20% slough and there was moderate serosanguineous (thin, watery, light pink fluid) exudate 
(drainage) with a saturated dressing. Increased pain was also identified. No new interventions were 
implemented. There was no documentation that the provider was notified of the deterioration of the wound.
Review of R6's Wound Evaluation dated 11/4/25 revealed a handwritten order for APM (alternating pressure 
mattress)-ensure set to alternating.Review of R6's Care Plan revealed .Pressure redistribution mattress to 
bed Date Initiated: 10/29/2025. Pressure redistribution mattress to bed Date Initiated: 11/25/2025. The care 
plan did not include the APM settings (level 1-5) or to ensure it was set on alternating versus float.Review of 
R6's Skin & Wound Evaluation dated 11/11/25 revealed her unstageable pressure injury on the right gluteus 
now measured 1.7 cm (length) by 2.0 cm (width) and 2.0 cm (depth). The wound bed was filled with 40% 
slough and 60% eschar (dry, thick, dark dead tissue) and there was moderate seropurulent (light yellow, tan, 
indicates infection) exudate with a moderate amount of odor. Evidence of infection was documented due to 
increased drainage. The wound was noted to be deteriorating. New interventions to implement were a 
mattress with pump and repositioning device(s). A wound culture was obtained (antibiotics ordered on 
11/13/25).Review of R6's Skin & Wound Evaluation dated 11/18/25 revealed her unstageable pressure injury 
on the right gluteus measured 2.0 cm deep with undermining: 3 o'clock 3.5 cm, 6 o'clock 5 cm, 9 o'clock 2.9 
cm, and 12 o'clock 2.6 cm. The wound bed was filled with 30% and there was heavy serosanguinous 
exudate with a strong odor. The wound was documented as deteriorating.Review of R6's Care Plans 
revealed no new interventions were implemented despite the documented deterioration of the pressure injury 
on 11/11/25 and 11/18/25 (examples: head of bed less than 30 degrees to reduce pressure, use of a wedge 
offloading device, frequency of turn schedule, etc.)Review of R6's November TAR revealed he wound 
treatment was not completed on 11/19/25.Review of R6's Wound Clinic note dated 11/24/25 revealed a 
debridement surgical procedure was performed (removal of dead/infected tissue from a wound). The wound 
was documented a stage IV ulceration of the sacrum with the measurements 2.6 cm x 2.4 cm x 0.6 cm post 
debridement depth 0.9 cm undermining 12 o'clock 2.2cm, 3 o'clock 2.5cm, 6 o'clock 4.5cm, 9 o'clock 2.5cm 
bone exposed.Review of R6's Skin & Wound Evaluation dated 11/25/25 revealed her stage 4 pressure injury 
on the right gluteus measured 2.6 cm (length) by 2.1 cm (width) and 2.1 cm (depth), 2.2 cm undermining, 
and 3.9 cm tunnelling. There was moderate sanguineus/bloody exudate and the wound was documented as 
deteriorating.Review of R6's Skin & Wound Evaluation dated 12/2/25 revealed her stage 4 pressure injury on 
the right gluteus measured 2.7 cm (length) by 1.4 cm (width) and 1.4 cm (depth), and 3.2 cm undermining. 
The wound bed was filled with 20% slough and 10% eschar with a heavy amount of serosanguineous fluid.
Review of R6's Skin Issues evaluation dated 12/9/25 revealed her stage 4 pressure injury on the right 
gluteus measured 2.53 cm (length) by 1.57 cm (width) and 2 cm (depth), 1.9 cm undermining and 4.1 cm 
tunneling. The wound bed was filled with 10% slough with a moderate amount of serosanguineous exudate.
Review of R6's Care Plan (with documentation of revisions made with dates) revealed, Resident has 
impaired skin integrity as evidenced by: Unstageable pressure ulcer to right buttock. Administer medications 
as ordered Administer treatment(s) per orders Apply protective barrier cream after incontinent episodes 
Complete skin inspection weekly and as needed Complete wound evaluation to observe the progress of the 
resident's skin condition Dietary supplement(s) as ordered Notify Nurse of any new areas of skin impairment 
noted during bathing or daily care (e.g., redness, blisters, bruises, discoloration, impairment related to 
medical device/tubing) Notify Physician/NP/PA of noted worsening skin condition or any new areas of skin 
impairment Notify Physician/NP/PA of signs/symptoms of infection (new or change in type/amount/color of 
drainage, bleeding, foul odor) Pressure redistribution mattress to bedAll interventions were 
added/implemented on 11/25/25. The impaired skin integrity Care Plan did not include a turning/repositioning 
schedule or other interventions to prevent further deterioration and/or promote the healing of the pressure 
injury.During an interview on 12/10/2025 at 2:55 PM, the DON reported that the frequency of repositioning 
was not included in the care plan but was instead located in the EMR under Task which transcribed onto the 
resident Kardex. DON confirmed that no new interventions were implemented following the documented 
deterioration of the wound on 11/11/25 and 11/18/25.Review of R6's Task revealed MONITOR-Turn and 
Reposition per Care Plan and PRN.every 2 hours & PRN.Review of R6's Kardex (reference for key resident 
information) revealed, .MONITOR-Turn and Reposition per Care Plan and PRN (as needed). but did not 
include the frequency of the repositioning.During an interview on 12/10/2025 at 8:58 AM, CNA N reported R6 
had a significant increase in pain since her pressure injury developed, and she was now completely 
bedbound and required repositioning and incontinence care at least every 2 hours. CNA N reported resident 
care needs and interventions were found in the care plans which were accessible from the kiosks hanging in 
the hallway.During an interview on 12/10/2025 at 12:15 PM, CNA N reported that she would find R6 left wet 
(saturated with urine) when she arrived on her shift which indicated the 3rd shift had not provided prompt 
incontinence care. CNA N stated, her breakdown is probably from lack of turning and reported difficulty with 
repositioning R6 timely if she was occupied and helping in another (resident) room. CNA N reported it would 
be beneficial to find a way for every 2 hour repositioning to be communicated so that it was not missed 
and/or late and additional staff could step in if she was with another resident.During an interview on 
12/10/2025 at 03:32 PM, CNA A was queried on facility acquired pressure injuries. CNA A reported some 
CNAs needed additional education on following care plans and their job duties. CNA A expressed the 
importance of reviewing care plans on unfamiliar residents prior to working the floor in order to meet their 
needs. CNA A reported it is difficult to meet the needs of the residents at times due to some staff don't work 
hard and do not assist other staff or residents with care.During an interview on 12/10/2025 at 03:40 PM, CNA 
L was queried on R6's facility acquired pressure injury. CNA L reported some staff refuse to reposition or 
provide incontinence care or are lazy and some need additional education on the importance of following 
care plans. CNA L reported she had witnessed R6 left wet for extended periods of time and felt it could be 
due to the fact that R6 is unable to call out and ask for help which is why following her care planned 
interventions and repositioning her every 2 hours was necessary. CNA L reported that increased 
interventions documented in the care plans would assist the CNAs in meeting the residents needs and 
ensure they received appropriate care.During an interview on 12/10/2025 at 03:45 PM, CNA D was queried 
on facility acquired pressure injuries. CNA D it was difficult to get to all of the residents that require every 2 
hour turns due the high acuity of the residents on the units and staffing concerns. CNA D reported that some 
staff hide and don't help with their care which only hurts the residents. CNA D reported that they frequently 
work short staffed and even if staff get mandated it is only for 4 hours.Resident #3 (R3)A review of R3's 
admission Record, dated 12/10/25, revealed R3 was an [AGE] year-old resident admitted to the facility on 
[DATE]. Review of a Minimum Data Set (MDS) assessment for R3, with a reference date of 9/25/25 revealed 
a Brief Interview for Mental Status (BIMS) score of 15, out of a total possible score of 15, which indicated R3 
was cognitively intact. During an interview on 12/10/25 at 8:40 AM, R3 stated she has had some issues 
where staff take a long time to answer her call light. She stated she did not know how long it took, but she 
had wet herself waiting. R3 also stated she keeps her door open and can see staff walk by her room and 
ignore her call light. She stated she would watch staff walk into the shower room and just stand there talking. 
That's where they go to just talk. Resident #14 (R14)Review of R14's admission Record dated 12/10/25 
revealed R14 was a [AGE] year-old resident admitted to the facility on [DATE]. Review of a Minimum Data 
Set (MDS) assessment for R14, with a reference date of 10/22/25 revealed a Brief Interview for Mental 
Status (BIMS) score of 15, out of a total possible score of 15, which indicated R14 was cognitively intact 
During an interview on 12/10/25 at 8:50 AM, R14 stated that staff will take a while to answer her call light, 
and she has wet herself waiting. One time I was soaked from my waist up my back. R14 stated she sees 
staff walk by her room when the call light is on and they do not answer it. She also stated she has seen staff 
stand in the shower room and just talk about personal things even when call lights are on.Resident #10 
(R10)Review of an admission Record revealed R10 was a [AGE] year-old male, admitted to the facility on 
[DATE]. Review of a Minimum Data Set (MDS) assessment for R10, with a reference date of 12/3/25 
revealed a Brief Interview for Mental Status (BIMS) score of 15, out of a total possible score of 15, which 
indicated R10 was cognitively intact. During an interview on 12/10/2025 at 12:01 PM, R10 reported staff 
would often ignore his call light causing him to wait extended periods of time for assistance and would treat 
him like I'm not even here. R10 reported that the 3rd shift was especially troublesome, and he had witnessed 
staff sleeping in the chapel. R10 3rd shift staff would hide and disregard call lights and were frequently 
observed on their personal phones. R10 expressed concern for the residents unable to speak for themselves 
and felt they were getting substandard care and insufficient care to meet their needs. R10 stated there's not 
enough help to care for elderly in the facility.During an interview on 12/10/2025 at 11:08 AM, the DON 
reported that the facility had completed a Past Non-Compliance (PNC) regarding R6's facility acquired 
pressure injury with a compliance date of 11/20/25. The PNC was not accepted due to the following ongoing 
non-compliance.Resident #9 (R9)Review of an admission Record revealed R9 was a [AGE] year-old female, 
admitted to the facility on [DATE].Review of R9's Order Summary dated 10/27/25-12/3/25 and 12/4/25 
revealed, Cleanse with wound cleanser. Pat dry. Apply Honey Alginate as directed to left buttock wound, cut 
to fit. Skin barrier wipe to peri wound. Cover with 3x3 bordered foam dressing. every day shift for wound.
Review of R9's Treatment Administration Record revealed the treatment was not completed on 12/1/25, 
12/3/25, or 12/4/25.Review of R9's Order Summary dated 12/04/2025 revealed, Cleanse bottom with soap 
and water. Apply barrier cream. every day shift for wound.Review of R9's Treatment Administration Record 
revealed the treatment was not completed on 12/8/25.Resident #11 (R11)Review of an admission Record 
revealed R11 was a [AGE] year-old female, admitted to the facility on [DATE].Review of R11's Order 
Summary dated 12/04/2025 revealed: Bilateral buttocks wound: cleanse with NS or wound cleanser. 
Collagen sheet to open areas, cut to fit, cover with ABD pad every shift for open areas buttocks. To be 
completed on dayshift, evening shift, and nightshift. Right inner thigh wound: Cleanse with soap and water 
and apply barrier cream q shift. To be completed on dayshift, evening shift, and nightshift.Review of R11's 
Treatment Administration Record revealed both treatments were not completed on 12/8/25 dayshift.Resident 
#12 (R12)Review of an admission Record revealed R12 was a [AGE] year-old female, admitted to the facility 
on [DATE].Review of R12's Order Summary dated 12/05/2025 revealed: cleanse bilateral heels with NS, 
apply betadine, leave OTA every day shift for pressure wound cleanse lateral left foot with NS, apply 
betadine, leave OTA every day shift for pressure wound cleanse groin area with NS or wound cleanser, pack 
with moistened gauze (NS), cover with dry ABD. No tape. every day and evening shift for wound cleanse 
sacrum with NS or wound cleanser, apply moistened gauze (NS), apply zinc barrier cream periwound, cover 
with ABD every day and evening shift for stage 4 pressure wound Left ischial tuberosity: cleanse with NS or 
wound cleanser, apply moistened gauze (NS), apply zinc barrier peri-wound, cover with ABD every day and 
evening shift for stage 4 wound Right ischial tuberosity: cleanse with NS or wound cleanser, apply moistened 
gauze (NS), apply zinc barrier cream periwound, cover with ABD every day and evening shift for stage 3 
woundReview of R12's Treatment Administration Record revealed the treatments were not completed on 
12/8/25 dayshift.Resident #13 (R13)Review of an admission Record revealed R13 was an [AGE] year-old 
male, admitted to the facility on [DATE].Review of R13's Order Summary dated 12/05/2025 revealed, skin 
prep to right medial calf every day shift for scabReview of R13's Treatment Administration Record revealed 
the treatment was not completed on 12/8/25.During an interview on 12/10/2025 at 4:28 PM, the DON 
confirmed the incomplete treatments for R9, R11, R12, and R13.Review of the facility policy Pressure Injury 
Prevention and Management last reviewed/Revised 3/20/24 revealed, .4. Interventions for Prevention and to 
Promote Healing a. After completing a thorough assessment/evaluation, the interdisciplinary team shall 
develop a relevant care plan that includes measurable goals for prevention and management of pressure 
injuries with appropriate interventions. b. Interventions will be based on specific factors identified in the risk 
assessment, skin assessment, and any pressure injury assessment (e.g., moisture management, impaired 
mobility, nutritional deficit, staging, wound characteristics) .e. The goals and preferences of the resident 
and/or authorized representative will be included in the plan of care. f. Interventions will be documented in 
the care plan and communicated to all relevant staff. 5. Monitoring .b. The attending physician will be notified 
of .ii. The progression towards healing, or lack of healing, of any pressure injuries weekly. iii. Any 
complications (such as infection, development of a sinus tract, etc.) as needed .6. Modifications of 
Interventions a. Any changes to the facility's pressure injury prevention and management processes will be 
communicated to relevant staff in a timely manner. b. Interventions on a resident's plan of care will be 
modified as needed. Considerations for needed modifications include .ii. New onset or recurrent pressure 
injury development. iii. Lack of progression towards healing.Review of Fundamentals of Nursing ([NAME] 
and [NAME]) 11th edition revealed, Early identification of high-risk patients helps prevent pressure injuries 
(see Chapter 48). Interventions aimed at prevention include turning and positioning and the use of 
therapeutic support surfaces and devices (e.g., low air loss mattresses, heel boots, flotation mattresses) to 
relieve pressure. Regular skin care (cleansing of soiled areas and use of moisturizers) aims to maintain the 
condition of the skin. Change the immobilized patient's position according to his or her activity level, 
perceptual ability, treatment protocols, and daily routines. For example, an obese patient or a very thin 
patient, both of whom have bowel incontinence, will require more frequent turning than standard practice. 
Usually the time that a patient sits uninterrupted in a chair is limited to 1 hour. This interval is shortened in 
patients who are at very high risk for skin breakdown. Reposition patients frequently because uninterrupted 
pressure causes skin breakdown.Chair-bound patients may benefit from a pressure-relief cushion such as an 
air, viscous fluid/ foam, or gel/ foam cushion that reduces pressure. [NAME], [NAME] A.; [NAME], [NAME] 
Griffin; Stockert, [NAME] A.; Hall, [NAME]. Fundamentals of Nursing - E-Book (p. 845). Elsevier Health 
Sciences. Kindle Edition.Review of Fundamentals of Nursing ([NAME] and [NAME]) 11th edition revealed, 
Consistent, planned skin-care interventions are critical to ensuring high-quality care.Assessment reveals 
clusters of data to indicate whether a problem-focused or negative diagnosis of Impaired Skin Integrity or a 
risk diagnosis of Risk for Impaired Skin Integrity exists. In addition, the assessment data provide information 
about the related factor.After completing an assessment of a patient's wound, the nurse identifies nursing 
diagnoses that direct the interventions that will be needed to support wound healing and prevent 
complications.After identifying nursing diagnoses, develop a plan of care for a patient so that interventions 
promote wound healing and prevent complications of any existing wounds.Professional standards are 
especially important to consider when you develop a plan of care. Practice standards will ensure your use of 
appropriate wound therapies. [NAME], [NAME] A.; [NAME], [NAME] Griffin; Stockert, [NAME] A.; Hall, 
[NAME]. Fundamentals of Nursing - E-Book (pp. 1242, 1251-1252). Elsevier Health Sciences. Kindle Edition.
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