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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm observation, interview and record review, the facility failed to provide services necessary to address one
resident's (Resident #1's) pressure ulcer treatment of six sampled residents. Resident #1 admitted to the

Residents Affected - Few facility on [DATE] with a Stage 4 pressure ulcer of the sacrum (full thickness tissue loss with exposed bone,

tendon or muscle. Slough or eschar may be present on some part of the wound bed. Often includes
undermining and tunneling at the base of the spine) and diagnosis of osteomyelitis (a severe infection
within the bone). The facility failed to follow physician orders for treatment of the sacral wound and failed to
communicate the resident's condition including culture of the wound to consider for treatment. The facility
failed to complete a weekly skin assessment per policy. The resident subsequently admitted to the hospital
with the diagnoses of osteomyelitis and sepsis (life threatening response to infection). The facility census
was 90.Review of the facility policy for Wound Management with a revision date of 10/24/22 showed:-A
resident who has a wound will receive necessary treatment and services to promote healing, prevent
infection and prevent new pressure ulcers (PU) from developing;-A Licensed Nurse will perform a skin
assessment upon admission, readmission, weekly and as needed for each resident;-The attending
physician will be notified to advise on appropriate treatment;-A Licensed Nurse will develop are car plan for
the resident based on recommendations from dietary, rehabilitation and the attending physician;-Per
attending physician order, the nursing staff will initiate treatment; -The attending physician and
Interdisciplinary Team (IDT) will be notified of new PU or wounds, PU or wounds that do not respond to
treatment, PU or wounds that worsen or increase in size; complaints of increased pain, discomfort or
decreased in mobility by a resident; signs of ulcer sepsis, presence on exudates, odor or necrosis (dead
tissue), residents refusing treatments;-Wound documentation will occur at a minimum of weekly until the
wound is healed;-IDT will document discussion and recommendations for: PU and wounds that do not
respond to treatment; PU or wounds that worsen or increase in size; complaints of increased pain,
discomfort or decrease in mobility by the resident; signs of ulcer sepsis (a life-threatening, emergency
condition occurring when an untreated ulcer-typically a pressure sore (bed sore) or a bleeding stomach
ulcer-becomes severely infected, causing the body's immune system to release chemicals that trigger
widespread inflammation and organ damage), presence of exudates (drainage), odor or necrosis;-Licensed
Nurses will document effectiveness of current treatment in the residents' medical record on a weekly
basis;-Document natifications following a change in the resident's skin condition. Review of the facility
policy for Physician Orders with a revision date of 10/24/22 showed the following:-Purpose: to ensure that
all physician orders are complete and accurate;-Policy: the Medical Records Department will verify that all
physician orders are complete, accurate and clarified as necessary;-Documentation pertaining to physician
orders will be maintained in the resident's medical record. Review of the facility policy for Laboratory,
Diagnostic and Radiology Services with a revision date of 10/24/22 showed laboratory, diagnostic and
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F 0658 radiology results will be maintained as part of the resident's medical record. 1. Review of Resident #1's face
sheet showed the resident admitted to the facility on [DATE] with diagnosis of multiple sclerosis (a chronic

Level of Harm - Minimal harm disease of the central nervous system), osteomyelitis (a severe infection within the bone, causing

or potential for actual harm inflammation and destruction of bone tissue, usually caused by bacteria or fungi) of the vertebra, sacral (a
triangular shaped bone at the base of the spine) and sacrococcygeal (refers to the anatomical region

Residents Affected - Few involving both the sacrum (the base of the spine) and the coccyx (the tailbone), diabetes, paraplegia

(impairment or loss of motor and sensory function in the lower legs) due to trauma. Review of the
comprehensive Minimum Data Set (MDS) a federally mandated assessment instrument completed by staff
dated 12/2/25 showed:-Sometimes able to make self-understood and sometimes able to
understand;-Dependent upon staff for all Activities of Daily Living (ADL's);-admitted with a Stage 2 pressure
ulcer (partial thickness loss of dermis presenting as a shallow open ulcer with a red or pink wound bed,
without slouch. May also present as an intact or open/ruptured blister) and a Stage 4 pressure ulcer.
Review of the resident's undated care plan for pressure ulcers showed the following:- The resident has
pressure ulcers: Coccyx 11/18/25; right dorsal foot/heel 11/18/25; right knee 12/22/25; right posterior leg
12/22/25; left posterior leg 12/23/25; right heel 12/23/25; right lateral ankle 12/31/25; left dorsal (upper side
foot) 1/15/26; left first toe 1/15/26; right ischium (curved bone forming the base of each half of the pelvis)
1/15/25-right first toe 1/15/26;-Goal: Affected areas will show signs of improvement through next review
date;-Interventions included: Administer medications as ordered. Monitor/document for side effects and
effectiveness; -Administer treatments as ordered and monitor for effectiveness; Assess/record/monitor
wound healing. Measure length, width and depth where possible. Assess and document status of wound
perimeter, wound bed and healing progress. Report improvements and declines to the physician;
-Monitor/document/report as necessary any changes in skin status: appearance, color, wound healing,
signs and symptoms of infection, wound size, length and depth and stage; -Obtain and monitor
lab/diagnostic work as ordered. Report results to physician and follow up as indicated. Review of the
resident's wound care provider's progress notes for the resident's Stage 4 pressure ulcer to the sacrum
dated 01/13/26, showed the following:- At the request of the referring provider, a thorough wound care
assessment and evaluation was performed today;-Resident presents with wounds on her left posterior leg;
left lateral ankle; left dorsal foot; left first toe; right posterior leg; right anterior ankle; right dorsal foot; right
first toe; right heel; sacrum; right ischium;-Past Medical History: muscle weakness, paraplegia, high blood
pressure and osteomyelitis of vertebra, sacral and sacrococcygeal region;-Pressure ulcer of the sacrum
Stage 4, healing potential poor; -Wound Size (L x W x D): 10 x 13.5 x 0.4 centimeters; Exudate: Moderate
serousgranulation tissue 100 %; Pain Assessment: Described as mild;-Infection Assessment: One or more
sign(s) of clinical infection;-Continue current treatment. Review of the resident's wound care provider's
progress notes for the resident's Stage 4 pressure ulcer to the sacrum dated 1/20/26, showed the
following:-Pressure Stage 4, measures 12 x 15 x 0.5 cm. Exudate moderate serosanguinous, exacerbated
due to infection;-Pain Assessment: Described as moderate;-Infection Assessment: One or more sign(s) of
clinical infection;-The progress of this wound and the context surrounding the progress were considered in
greater detail today. Relevant conditions including infection were considered and addressed through
treatment changes or investigations;- The wound is undergoing autolytic debridement (a natural, painless,
and highly selective wound care method that utilizes the body's own enzymes (neutrophils and
macrophages) and moisture to liquefy and remove necrotic tissue (eschar and slough);-Procedure today:
Florescence imaging (a non-invasive, point-of-care tool that uses violet light to detect clinically significant
bacterial in wounds in real-time) was performed today
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on this wound;-Dressing/treatment plan: Add mupirocin topical (antibiotic ointment) 2% twice daily and as
needed;- Additional recommendations: Deep wound culture;- Stage 4 pressure wound of the sacrum
assessed to have deviated from the expected wound healing trajectory;-Discussed the treatment of each
wound, resident's noncompliance for offloading, signs suggesting sacral osteomyelitis and diagnostic tests
with the resident and the Regional Wound Nurse Consultant. Review of the resident's physician orders
dated 01/20/26 through 01/29/26 showed no order for mupirocin topical ointment. Review of the resident's
Treatment Administration Record (TAR) and Medication Administration Record (MAR) dated 01/20/26
through 01/29/26 showed no orders for mupirocin topical ointment or documentation staff applied the
ointment Review of the resident's medical record dated 01/21/26 showed the resident admitted to hospice.
Review of the resident's culture and sensitivity report of the resident's pressure ulcer to the sacrum dated
01/23/26 showed the following:-Culture collected on 01/20/26, received on 01/22/26, report date of
01/23/26 of the sacrum tissue;-Pathogens detected: Streptococcus agalactiae ( a harmless bacterium
colonizing the gastrointestinal and genitourinary tract (asymptomatic carriers). Finegoldia [NAME] (a
virulent pathogen that may cause life-threatening infections); Peptoniphilus harei, ivorli (Gram-positive,
anaerobic, non-spore-forming cocci; they are part of the human microbiome (skin, vagina, gut) and act as
opportunistic, often polymicrobial pathogens in soft tissue, bone, and joint infections); Proteus mirabilis (a
Gram-negative, rod-shaped bacterium commonly found in the human gut and environment);
Corynebacterium minutissimum, striatum, jeikeium (Gram-positive, rod-shaped bacteria, often part of
normal human skin microbiota but increasingly recognized as opportunistic, multidrug-resistant pathogens;
pseudomonas aeruginosa (a common, often multidrug-resistant bacterium thriving in moist environments
that causes severe, opportunistic infections) and staphylococcus aureus (a bacterium commonly found on
the skin);-First line treatment: Amoxicillin or cephalexin (antibiotics);-Alternative treatment: Doxycycline or
levofloxacin or ceftriaxone (antibiotics);-Additional options: Mupirocin 2% ointment;-A handwritten note on
the report will see during next rounds with initials of LP on the note. Review of the resident's medical record
dated 01/21/26 through 01/30/26 showedno results from any wound cultures completed on 01/20/26 and no
results of the biopsy that was done on 01/20/26. Review of the resident's physician orders dated 01/30/26,
showed an order for mupirocin 2%, apply to sacrum topically as needed for wound care, cleanse with
wound cleanser or Vashe (antiseptic cleanser containing hypochlorous acid used to clean, irrigate, and
moisten acute and chronic wounds), apply mupirocin cream and calcium alginate (highly absorbent,
biodegradable primary wound dressing), to wound bed, cover with dry dressing every day shift. Review of
the TAR dated 01/30/26 showed a code of six (6) signed off on 01/30/26 and 01/31/26. The code six (6)
indicated the resident was in the hospital. Review of the resident's medical record dated 01/21/26 through
01/30/26 showed no further documentation of the resident's wound to the sacrum. During an interview on
02/18/26 at 4:00 P.M. Licensed Practical Nurse (LPN) A said the following:-She was responsible for the
wounds; she does the weekly rounds with the wound care provider;-The wound care provider last saw the
resident on 01/20/26, he/she did not come the week of 01/26/26 due to the weather;-He/She monitored the
wounds weekly with the wound care provider. Nurses were responsible for completing treatments on a daily
basis; -The wound care provider did the resident's wound culture and the bone biopsy when he/she did
rounds on 01/20/26;-The wound care provider was a physician;-He/She just got the results of the wound
culture today (2/18/26);-She talked with the wound care provider last week, who said the pressure ulcer to
the sacrum was infected, and the resident had osteomyelitis in the wound. She did not want to prescribe
any antibiotics until she saw the resident; the wound care provider canceled her last visit and then the
resident went on hospice care;-She did not notify the primary
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physician or the responsible party of the cancelled visit by the wound care provider, she did not think she
had to;-There were no changes in any orders for wound care given in the absence of the wound care
provider. During an interview on 02/18/26 at 10:00 A.M. the Director of Nursing (DON) said the
following:-The wound care provider did a bone biopsy and wound culture on 01/20/26;-The wound care
provider did not make rounds in the facility the week on 01/26/26 due to the weather;-She did not find any
results from the wound culture or the bone biopsy in the resident's medical record. During an interview on
01/18/26 Regional Nurse B said the following:-The wound nurse (LPN A) and the wound care physician
talked about the results of the wound culture on 01/23/26. The wound care physician did not want to order
any antibiotics until he/she saw the resident;-A Nurse Practitioner saw the resident on 01/20/26 and
ordered the mupirocin ointment to the sacral wound;-Then the resident went on to hospice services. During
an interview on 02/20/26 at 8:30 A.M. Nurse Practitioner (NP) A said the following:-He/She does not work
for the wound care provider;-He/She saw the resident for generalized pain;-He/She has never seen the
resident's wounds;-He/She did not order mupirocin ointment for the wound. During an interview on 03/04/26
at 11:15 A.M. Regional Wound Nurse LPN C said the following:-He/She was with the wound care provider
on 01/20/26 and did not recall if the provider gave an order for mupirocin topical ointment for the resident's
sacral wound. If the order was written on the wound care provider's note, then the note would be available
to the facility the next day and the facility wound nurse should have checked the report and followed
through with any orders that were written. The wound care provider was a physician;-The wound care
provider obtained a tissue sample for further diagnostic testing as well as a bone biopsy. These tests can
take up to a week to process. The wound care provider receives the results and will then upload them in the
resident's electronic medical record. The wound care provider did not upload them;-He/She would expect
that any orders written by the wound care provider would be followed and any labs results should be
followed up on; if not received, then the wound nurse should call the provider for the results;-If the resident
was under the care of hospice for the wounds, then all information regarding the wounds should have been
shared with the hospice provider for them to determine what they were going to treat. During an interview
on 02/19/26 at 3:04 P.M. Hospice Registered Nurse (RN) C said:-He/She assumed the care of the
resident's wounds on 01/26/26 when he/she received paperwork from LPN A with the measurements and
treatment orders;-He/She did not see the wounds on 01/28/26 as LPN A did not have the time to go with
him/her to show him/her the wounds. LPN A asked him/her to come back on 02/04/26 to do wound rounds
then;-He/She was not aware of any wound culture reports or that a biopsy had been done;-If he/ she would
have been made aware of the wound culture report, he/she would have consulted the hospice physician
and started the resident on antibiotics for the infection in the sacral wound;-He/She did not have a chance
to examine the resident as the resident went to the hospital on [DATE] and had not returned. During an
interview on 02/20/26 at 10:56 A.M. LPN A said:-He/She did not remember what he/she said to the hospice
nurse, he/she sent the resident's paperwork to the nurse with the measurements;-He/She was not with the
wound physician when they took the culture of the resident's wounds or the biopsy;-He/She did not receive
the results of the wound culture of the sacrum until the surveyor asked questions;-He/She obtained the
results when he/she checked the resident's electronic record and saw the wound care provider notes
uploaded into the resident's record. Review of the lab reports from a local hospital dated 01/30/26 showed
the following:-WBC (white blood cells) 36.81 with normal of 3.8-9.90 ( is considered severely elevated, a
condition known as leukocytosis (Leukocytosis is a high white blood cell count typically indicating the
immune system is responding to infection, inflammation, tissue damage, or bone marrow disorders) (A
result this high (over 3 times the upper limit of
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normal) indicates a significant reaction within the body that requires immediate investigation by a
healthcare professional.);-Neutrophils abs (measures the total number of neutrophils-the primary,
infection-fighting white blood cells-in your blood) 32.9 with a normal of 1.5 to 6.5;-Sepsis lactate with reflex
(a blood test used to diagnosis if a resident is septic. Elevated lactate levels are a key indicator of sepsis) of
2.7 with a normal of 0.7 to 2.0. Review of the biopsy report of the resident's sacrum collected on 01/20/26
and reported on 02/04/26 showed diagnosis biopsy, sacral: acute and chronic osteomyelitis. Review of a
progress noted dated 02/19/26 from the wound care provider showed:-The resident was admitted to the
faciliy in November 2026 with miltiple chronic wounds involving the bilateral lower extremities, sacrum and
ischium. Prior to admission to the facility the resident had completed a course of antibiotics for known
sacral osteomyelitis. At the time of the initial evaluation on 01/13/26, the resident was under care of a
different provider and was transitioned to this provider's care. Follow-up evluation was completed on
01/20/26;-A comprehensive wound reassessment was performed including PCR-based wound culture (to
rapidly detect, identify, and quantify pathogens (bacteria, fungi) from wound swabs within 24-48 hours) and
a bone biopsy of the sacral wound. The resident was receiving an aggressive local wound care regime,
inclduing topical antimicrobial therapy, antimircrobial dressings, hypochlorous acid and twice-daily dressing
changes;-Clinical findings at the time of the evaluation demonstrated chornic wounds with complicating
factors. There were no consistent systemic signs of acute infection warranting immediate systemic antibiotic
therapy.;-On 01/21/26, prior to availability of diagnostic results, the resident elected to transition to hospice
[NAME] at which time the plan of care appropriately shifted to comfort-focused, conservative management
approach. Wound cultures results (01/23/26) and bone biopsy results (02/04/26) became available after the
transition to hospice and while the resident was hospitalized ;-Given the residents recent completion of IV
antibiotics, absence of systemic infection indicators at the time of the evaluation on 01/20/26, active topic
antimircrobial coverage, and subsequent transition to hospice-directed care, the decision to defer initation
of system antibiotics during this provider's period of management was clinically appropriate and consistent
with accepted standards of wound and palliative care. During an interview on 03/03/26 at 2:00 P.M. Family
Member (FM) A said when the resident was admitted to the hospital, he/she had a severe infection in the
pressure ulcer on the sacrum and the resident was septic requiring admission to the intensive care unit and
extensive intravenous (1V) antibiotic therapy. The resident underwent several surgeries to remove the
infection from the PU on the sacrum. During an interview on 02/20/26 at 3:00 P.M. the Administrator said
the following:-She would expect any lab work results, cultures or biopsies be made available to the nursing
staff so they can follow up for any orders or treatments;-She would expect any orders written and
communicated by the wound care provider be followed up on at the time the orders were given;-She would
expect of all the resident's record be made available to any contracted provider, such as hospice for them to
review and make any recommendations they would want for the resident. During an interview on 02/18/26
at 11:00 A.M. the Medical Director said the following:-The resident was severely compromised due to the
diagnosis of multiple sclerosis. The resident had a history of infected wounds;-He would expect any orders
given by the wound care provider to be followed;-He would expect any lab work or biopsies to be reviewed
and communicated. 2731000
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