
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) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

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

Event ID: Facility ID: If continuation sheet 
Page 1  of      

235642 10/07/2025

Westlake Health Campus 10735 Bogie Lake Road
Commerce, MI 48382

F 0686

Level of Harm - Actual harm

Residents Affected - Few

Provide appropriate pressure ulcer care and prevent new ulcers from developing.

(continued on next page)

235642 2

02/05/2026



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      

235642 10/07/2025

Westlake Health Campus 10735 Bogie Lake Road
Commerce, MI 48382

F 0686

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake #2623642Based on interview and record review, the facility failed to conduct accurate 
assessments, complete wound treatments per Physician orders, implement interventions in a timely manner 
and have new wounds regularly assessed by medical providers for one resident (R901) of two residents 
reviewed for pressure ulcers, resulting in R901 developing two unstageable pressure ulcers on the left and 
right buttock that worsened into an infection which required an acute care transfer. Findings include:On 
10/7/25 a concern submitted to the State Agency was reviewed that alleged R901 developed multiple 
pressure ulcers that became infected while at the facility. On 10/7/25 the medical record for R901 was 
reviewed and revealed the following: R901 was initially admitted to the facility on [DATE] with diagnoses 
including Displaced intertrochanteric fracture of left femur, Osteomyelitis (bone infection) unspecified and 
was discharged to the hospital on 7/14/25. A review of R901's MDS (minimum data set) with an ARD 
(assessment reference date) of 6/24/25 revealed R901was dependent on facility staff with most of their 
activities of daily living. R901's BIMS score (brief interview for mental status) was 14 indicating intact 
cognition. Section M (skin condition) documented R901 was at risk for developing pressure ulcers and had 
no unhealed pressure ulcers/injuries. A review of R901's admission careplans revealed the following: 
Problem Start Date: 06/19/2025 Category: Skin Integrity At risk for skin breakdown r/t (related to) decline in 
functional mobility, bladder incontinence .Approach- Approach Start Date: 06/19/2025. Keep resident as 
clean and dry as possible. Minimize skin exposure to moisture. A Nursing admission assessment dated 
[DATE] revealed R901 had a braden scale score (a tool used to predict risk of skin breakdown) of 17 which 
indicated they were at risk of developing pressure ulcers. Further review of the assessment did not document 
any pressure ulcers present on R901's body. A progress note dated 6/26/25 revealed the following: MASD 
(moisture associated skin damage) noted to both but <sic> cheeks, skin open, bruise to right buttock, family 
& NP (Nurse Practitioner) & wound care, [Nurse B] made aware, Triad paste per order, applied, continue to 
monitor. A progress note dated 6/26/25 revealed the following: Resident observed with a bruise measuring 
approx. (approximately) 7x1cm (centimeters) on the R (right) buttock. Bruise is dark purple/red in color and is 
linear. Resident uses the bed pan frequently and bruise is due to sitting on the bed pan. Resident receives 
anticoagulant therapy and is at risk for easy bruising. Resident also noted with widespread MASD in the 
gluteal cleft area. Area was cleansed and Triad cream applied. Surrounding skin with blanchable redness. 
Intervention for bruising is to encourage resident to use the toilet as opposed to the bedpan. A progress note 
dated 7/2/25 revealed the following: .Two pressure ulcers noted on the coccyx present from admission, see 
wound management for measurements. New orders placed to cleanse with WC/NS (wound cleanser/normal 
saline), apply medihoney, apply foam dressing daily.A Nursing Wound Details assessment dated [DATE] 
completed by Nurse B revealed the following: Wound Type-Pressure Ulcer.Wound Location-Left buttock.
Length-4 centimeters (cm). Width-2 cm. Can depth be measured? [No]. Exudate Amount Light Exudate color 
and consistency-Serosanguineous (pale red to pink, thin and watery) Stage-Stage II .Tissue Type-Epithelial 
Tissue. Skin surrounding wound: Assess within 4cm of wound edge. Erythema (redness)/blanchable. 
Present on Admission/Re-entry: Yes.A second Nursing Wound Details assessment dated [DATE] completed 
by Nurse B revealed the following: Wound Type-Pressure Ulcer.Wound Location-Right buttock.Length-4 
centimeters (cm). Width-7.5 cm. Can depth be measured? [No]. Exudate Amount: Light Exudate color and 
consistency Serosanguineous. Wound odor present? No. Stage-Unstageable - Slough and/or Eschar. Tissue 
Type-Necrotic Tissue Present on Admission/Re-entry: Yes.A Nursing Wound Details assessment dated 
[DATE] revealed the following: Wound Type-Pressure Ulcer.Wound Location-Left buttock.Length-6 
centimeters (cm). Width-2 cm. Can depth be measured? [No]. Exudate Amount-Light. Exudate color and 
consistency-Seropurulent (yellow or tan, cloudy and thick) Stage-Unstageable - Slough and/or Eschar. 
Tissue Type-Slough. Present on Admission/Re-entry: Yes. A second Nursing Wound Details assessment 
dated [DATE] revealed the following: Wound Type-Pressure Ulcer.Wound Location-Right buttock.Length-4 
centimeters (cm). Width-7.5 cm. Exudate Amount-Light. Exudate color and consistency-Seropurulent. 
Stage-Unstageable - Slough and/or Eschar. Tissue Type-Slough. Present on Admission/Re-entry: Yes. A 
review of R901's Physician ordered enhanced barrier precautions (EBP) (precautions used to prevent 
infection) revealed no EBP orders were implemented to protect R901's wounds from infection until 7/10/25.A 
progress note dated 7/12/25 revealed the following: Foul odor noted in coccyx wound, recent lab results 
show WBC (white blood cell count) 10.51. [medical provider group] on-call notified and lab results faxed. 
New order for Doxycycline 100mg BID (twice a day) x 7 days and wound culture reflected in EMAR 
(electronic medication administration record) per Dr. recommendation. Additional order for Vitamin C 500mg 
bid updated to EMAR for iron absorption per recommendation.A progress note dated 7/14/25 revealed the 
following: NP (Nurse Practitioner) [NP A] is here, evaluated resident condition, resident is in pain to left thigh, 
neuro WNL (within normal limits), coccyx wound not improving, infection present, NP ordered resident to be 
sent to hospital.A progress note dated 7/14/25 revealed the following: IDT (interdisciplinary team) Review: 
Infection-- Resident's wound assessed this morning due to diagnosis of infection. S/sx (signs/symptoms) of 
infection include: surrounding skin erythema, pain at the site, moderate amount of serous (clear) drainage. 
Resident also noted with a functional decline and she experienced a fall on 7/13/25. Resident meets 
Mcgreer's McGeer criteria for infection. She started on Doxycycline 7/12-7/19 for treatment of infection. Due 
to severity of her symptoms, she was transferred to the ER (emergency room) on 7/14.A Nurse Practitioner 
evaluation note dated 7/15/25 with a date of service of 7/14/25 revealed the following: was evaluated today 
due to concerns about coccyx wound infection, extreme pain, and post-fall. Resident fell in her room 
yesterday; no new obvious injuries were detected; at this time, the resident was resting in bed, weeping, and 
complaining of acute discomfort in her bottom (9/10) (pain scale rating 1-10). To treat the resident's pain, the 
nurse administers oxycodone. Resident had an infected wound on her coccyx; she is currently getting 
doxycycline, which was ordered by on-call yesterday. On-call also ordered a wound culture, which is still 
pending. After inspecting the wound, the family was advised to either take the patient to the hospital or make 
an appointment with the wound clinic. Due to the patient's suffering and discomfort, the family consented to 
send her to the hospital. Staff phoned 911 and transported the patient to the hospital with her prescription 
list. Assessment and Plans.Risk of Complications and/or Morbidity or Mortality of Patient Management: 
undefined.Local infection of the skin and subcutaneous tissue, unspecified: Coccyx wound infection, painful.
Acute pain due to trauma: Acute and severe pain at the resident <sic> but to due to worsening wound.
Further view of R901's medical record did not reveal any documentation that the development of R901's 
pressure ulcers were unavoidable or any medical provider's complete assessment/presentation of the skin 
impairments for the identified MASD on the bilateral buttocks on 6/26 or the Bilateral buttocks pressure 
ulcers identified on 7/2 as well as the foul odor noted on the coccyx on 7/12 until 7/14 when R901 was sent 
to the hospital for an infected coccyx wound.A Physician's order dated 6/26/25 revealed the following: Triad 
Wound Dressing (wound dressings) [OTC] (over the counter) paste; - ; amt (amount): 1 application; topical 
Special Instructions: apply to both butt cheeks until healed-Twice A DayA Physician's order dated 7/2/25 
revealed the following: - Ulcers on coccyx: Cleanse with wound cleaner/NS, apply medihoney, cover with 
allyven dressing Special Instructions: Contact provider for s/sx of infection-Once A Day.A Physician's order 
with a start date of 7/12/25 revealed the following: Vitamin C (ascorbic acid (vitamin c) tablet; 500 mg; amt: 1 
tab; oral Twice A DayA review of R901's July 2025 Medication administration record/Treatment 
administration record (MAR/TAR) revealed no documentation of R901 receiving their Triad treatment on the 
morning of 7/11/25. Further review of the MAR/TAR revealed R901 did not receive their Medihoney 
treatment to their ulcers on their coccyx on 7/3/25 with the documented reason being No Medihoney. In 
addition, their evening Vitamin C administration on 7/12/25 with the documented reason being Drug/Item 
Unavailable.A review of R901's careplan revisions for the identification of their new pressure ulcers identified 
on 7/2/25 revealed R901's careplan was not updated to reflect the new pressure ulcers until 7/7/25, 
furthermore R901 did not have a careplan for enhanced barrier precautions initiated.Two additional 
Physician orders dated 7/14/25 revealed the following: 1.- Pressure reducing cushion to w/c 
(wheelchair)-Three Times A Day and 2. Order Set PS- Pressure reducing mattress. (12 days after the 
identification of the pressure ulcers)On 10/7/25 at approximately 12:32 p.m., during an interview with Clinical 
Support Nurse C (CSN C), CSN C was queried why no wound assessments documenting the presentation of 
R901's wounds were completed by any medical providers in the facility and they indicated they did not know, 
but that the medical providers should be assessing wounds in the facility to determine the appropriate 
treatment orders. CSN C was queried regarding the pressure relieving devices ordered on 7/14/25 including 
the wheelchair cushion and mattress and they indicated that there was a delay in getting orders into the 
chart. CSN C indicated that R901 was provided a standard pressure reduction mattress and a wheelchair 
cushion upon admission, but that the Physician orders for the specialized mattress and wheelchair cushion 
were not added until 7/14/25. CSN C reported the facility did add a specialized cushion roho(specialized 
pressure reduction cushion) to the care plans five days after the pressure ulcers were identified on 7/7/25 
and that a work order was made on 7/3/25 for a specialized mattress. CSN C was queried regarding the 
wound detail assessments completed by Nursing staff that indicated R901's pressure ulcers were present 
upon admission, and they indicated they believed they were not and that not accurate. CSN C was queried 
regarding the progression of R901's skin impairments from having nothing identified on their coccyx area 
upon admission, to having multiple infected and unstageable pressure ulcers upon transfer to the hospital on 
7/14, and they acknowledged the concern and indicated that the medical providers should have completely 
assessed and evaluated the wounds.On 10/7/25 at approximately 1:24 p.m., Nurse Practitioner A (NP A) 
was queried regarding the progression of R901's wounds and if they had ever assessed their wounds while 
they were in the facility. NP A reported they never conducted a thorough assessment of the wounds that 
included measuring/staging etc. NP A indicated they did not assess any wounds in the facility but had looked 
briefly at R901's wound on the day they were sent to the hospital and that it had become infected. NP A 
reported they had talked to a family member that day about going to the hospital or the wound clinic. NP A 
reported that the Nursing staff write out their own treatment orders, and they just sign off on them on a later 
date. NP A was queried if the Nursing staff ever call them to discuss the orders for treatment of the wounds 
and they indicated they did not and left that decision to the Nurse to decide and would sign off on the order 
later. NP A reported that if a resident needed antibiotics they would order those or other medications for 
them.During the onsite survey, past noncompliance (PNC) was cited after the facility implemented actions to 
correct the noncompliance which included education to the providers, new wound nurse and nursing staff. A 
new order set was set up with guidelines depending on the resident's risk of skin break down. Current 
residents were reviewed by the provider. The facility was able to demonstrate monitoring of the corrective 
action and maintained compliance.
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