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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review conducted during an Abbreviated Survey (Incident ID: 2640065) from 
10/15/2025 to 10/24/2025, the facility failed to ensure residents received treatment and care in accordance 
with professional standards of practice and the comprehensive person-centered care plan for one (1) 
(Resident #1) of three (3) residents reviewed. Specifically, Resident #1 had no documented bowel movement 
from 09/24/2025 through 10/03/2025 and there was no documented evidence any as needed medications for 
constipation were administered. Resident #1 was hospitalized on [DATE] and found to have severe rectal 
stool burden (excessive amount of stool in the colon or rectum) requiring manual disimpaction (a procedure 
used to remove stool from the rectum) and stercoral colitis (an inflammatory condition of the large bowel 
caused by substantial stool burden). Following return from the hospital on [DATE], Resident #1 had no 
documented bowel movement through 10/16/2025, and there was no evidence any as needed bowel 
medications were administered until 10/15/2025. This facility's failure to implement an effective bowel 
management protocol, to follow care plan interventions, and act on documented alerts and bowel movement 
reports resulted in actual harm for Resident #1 and a likelihood for serious injury, serious harm, serious 
impairment, or death for all residents in the facility (census 403), that was Immediate Jeopardy and 
Substandard Quality of Care. The findings include: The facility policy titled Provision of Resident Care, 
revised 05/15/2023, included after care such as incontinence and bowel care is performed it is entered into 
the electronic medical record. The electronic medical record is programmed to provide alerts and reports for 
specific care-related documentation, including alerts and tasks that would prompt receiving users to initiate 
proper follow-up. Programmed alerts included, but are not limited to, absent bowel movements. Receiving 
users are expected to review and act upon alerts each shift. Programmed reports include bowel tracking and 
receiving users were expected to review and act upon the reports each shift.An undated facility document 
Bowel Movement (BM) Alert Training included if a resident has not had a documented bowel movement, an 
alert would trigger under the To Do list in the electronic medical record. Clinical nurse managers, 
administrative nurse managers, assessment nurses, supervisors, registered nurses, and nursing 
administration would see these alerts. Nursing should implement an appropriate bowel movement protocol 
and once the appropriate protocol was in place, the alert should be cleared. The facility could not provide a 
written bowel regimen policy, procedure, or protocol that provided monitoring timeframes or the parameters 
for administering as needed bowel medications. Resident #1 had diagnoses including multiple sclerosis (a 
disease that affects the central nervous system), depression, and generalized weakness. The Minimum Data 
Set (a resident assessment tool) dated 09/05/2025 included the resident was cognitively intact.Review of the 
comprehensive care plan last revised on 09/15/2025, revealed the resident had hypothyroidism (a condition 
where the thyroid gland is underactive) and a history of constipation with the use of laxatives (medications or 
substances that promote bowel movements) daily. Interventions included, but were not limited to, monitor 
bowel movements, check bowel sounds as indicated, assess abdomen for distention, and bowel 
management per medical orders.Review of September 2025 and October 2025 Physician Order Sheets 
revealed an order dated 08/29/2025 for polyethylene glycol 17 grams oral powder as needed two (2) times 
daily for constipation and an order dated 10/21/2024 for milk of magnesium 400 milligrams oral suspension 
once a day as needed for constipation. The physician orders did not specify after how many days without a 
bowel movement to administer as needed medications or the order in which as needed medications were to 
be administered.Review of the Activities of Daily Living Verification Worksheet (part of the electronic medical 
record used to track resident care) revealed Resident #1 had no documented bowel movement from 
09/24/2025 through 10/03/2025.Review of bowel movement reports (includes the number of times residents 
had no bowel movement recorded or had missed documentation during the previous three (3) days), 
revealed Resident #1 was listed on reports dated 09/26/2025, 09/29/2025, 10/01/2025, and 10/03/2025. 
There was no documented evidence the reports had been reviewed or acted upon. Review of September 
2025 and October 2025 Medication Administration Records revealed the as needed medications prescribed 
to Resident #1 for constipation were not administered from 09/24/2025 through 10/03/2025.Review of 
medical provider visit notes from 09/24/2025 to 10/03/2025 did not include evidence Resident #1's bowel 
status had been addressed. In a progress note dated 10/02/2025, Licensed Practical Nurse #4 documented 
Resident #1 was found wearing multiple urine-soaked briefs with a stool-contaminated dressing to the 
sacrum. There was no documented evidence of the size, amount, color, or consistency of the stool.In a 
Provider Acute Visit note dated 10/03/2025, Physician Assistant #1 documented Resident #1 had developed 
a fever and tachycardia (rapid heart rate) and there was concern the resident was having a septic response 
(a life-threatening condition that occurs when the body's immune system overreacts to an infection) to a 
deeper infection. Resident #1 would be sent to the hospital for further evaluation. There was no documented 
evidence the resident's abdomen or bowel status were assessed at that time. Resident #1 was hospitalized 
from [DATE] to 10/09/2025. The Hospital Discharge summary dated [DATE], documented Resident #1 had 
imaging (a medical technique used to see inside the body to diagnose conditions and plan treatment) on 
10/03/2025 with results including severe rectal stool burden. Resident #1 had sepsis secondary to potential 
intra-abdominal (within the abdominal cavity) infection from stercoral colitis and experienced a high fever and 
tachycardia following manual disimpaction. Resident #1 was readmitted to the facility on [DATE]. Review of 
the Activities of Daily Living Verification Worksheet from 10/09/2025 through 10/16/2025 revealed Resident 
#1 had no documented bowel movement(s).Review of bowel movement reports revealed Resident #1 was 
listed on reports dated 10/10/2025 and 10/13/2025. There was no documented evidence the reports had 
been reviewed or acted upon. Review of the Medication Administration Record from 10/09/2025 to 
10/14/2025 revealed as needed medications prescribed for constipation had not been administered. A 
nursing progress note dated 10/15/2025, by Licensed Practical Nurse #5, documented as needed milk of 
magnesium and polyethylene glycol were administered to Resident #1 at 4:39 PM.During an interview on 
10/15/2025 at 11:41 AM, Licensed Practical Nurse #5 stated they were not aware Resident #1 had been 
treated in the hospital for bowel impaction and most residents had as needed medications ordered for 
constipation. In a follow-up interview at 3:16 PM, Licensed Practical Nurse #5 stated a report was generated 
from the electronic medical record listing residents who had not had a bowel movement in three (3) days, 
and they would follow the bowel protocol which included administering as needed medications for those 
residents with orders. During an interview on 10/15/2025 at 3:31 PM, Certified Nursing Assistant #1 stated 
they documented bowel movements in the electronic medical record. They stated printed reports identifying 
residents with no bowel movement in three (3) days were reviewed during shift huddles to verify whether any 
documentation of bowel movements was missed.During an interview on 10/15/2025 at 4:06 PM, Medical 
Director #1 stated they expected nursing staff to administer as needed bowel medications if there was no 
bowel movement in three (3) days and notify a provider if medications were not effective or not ordered. 
Medical Director #1 stated they believed there was a bowel alert report listing residents without bowel 
movements available to nursing staff. They stated if a resident had multiple medications ordered, the orders 
should specify which medication to administer first. Medical Director #1 stated the facility did not have a 
written bowel management protocol. During an interview on 10/15/2025 at 4:30 PM, Director of Nursing #1 
stated bowel movement reports were printed on Mondays, Wednesdays, and Fridays (automatically by the 
electronic medical record) and listed residents without a bowel movement. They stated the reports were 
intended to alert staff for follow-up.During an interview on 10/15/2025 at 5:33 PM, Licensed Practical Nurse 
#6 stated bowel movement lists were printed daily, identified residents without a bowel movement in three (3) 
days, and were reviewed during morning report. They stated they would administer bowel medications or 
notify the provider if no medications were ordered, and certified nursing assistants were instructed to notify 
them when a bowel movement occurred so it could be documented.During an interview on 10/16/2025 at 
1:43 PM, Registered Nurse Manager #1 stated bowel movement reports were printed three (3) times per 
week and reviewed with certified nursing assistants. They stated the electronic medical record would 
generate alerts at 24, 48, and 72 hours for residents without a bowel movement. Registered Nurse Manager 
#1 stated most residents were on bowel regimens and the bowel management process involved the use of 
as needed medications. They were unable to locate a written bowel protocol upon request.During an 
interview on 10/16/2025 at 2:56 PM with Director of Nursing #1 and Director of Nursing #2, Director of 
Nursing #1 stated if a resident had several as needed medications for constipation, the nurse should review 
the medication indication to determine which medication to use. Director of Nursing #2 stated the nurse 
should start with the least restrictive medication. Director of Nursing #1 stated there were no bowel 
movement entries for Resident #1 from 09/24/2025 through 10/03/2025 and believed someone may have 
forgotten to document a bowel movement. Director of Nursing #1 stated they had no explanation for how this 
was not identified despite bowel alerts and reports.During a follow-up interview on 10/21/2025 at 11:32 AM, 
Medical Director #1 stated a resident could have leakage of stool around a bowel impaction. They stated 
Resident #1's bowel impaction was likely preventable because interventions were not implemented. They 
stated Resident #1 was at high risk for constipation due to immobility and a neurologic condition and would 
have expected bowel management to be addressed when Resident #1 returned from the hospital.During a 
telephone interview on 10/24/2025 at 11:49 AM, Licensed Practical Nurse #2 stated bowel movement reports 
had been printed daily until a system upgrade six (6) months earlier. After the upgrade, reports were printed 
every other day and then only on Mondays, Wednesdays, and Fridays. Licensed Practical Nurse #2 stated 
they had been serving as an interim charge nurse since 08/06/2025 and had not understood the bowel alerts 
in the electronic medical record until recently receiving education. They were not aware Resident #1 had not 
had a bowel movement from 09/24/2025 through 10/03/2025 and would have expected to be informed.
During a telephone interview on 10/24/2025 at 10:40 AM, Nurse Practitioner #1 stated they expected staff to 
notify them if a resident had not had a bowel movement in more than two (2) days or was experiencing 
discomfort. They stated the facility did not have a bowel protocol and most residents were on bowel 
regimens. Nurse Practitioner #1 stated they specified the order bowel medications were to be administered 
when prescribing the medications. They stated they were unaware Resident #1 had not had a bowel 
movement from 09/24/2025 through 10/03/2025 or from 10/09/2025 through 10/16/2025.The survey team 
identified Immediate Jeopardy, and the facility Administrator was notified on 10/17/2025 at 2:30 PM.On 
10/20/2025 at 10:45 AM, the survey team determined the Immediate Jeopardy was removed based on the 
following corrective actions taken by the facility:The facility provided a copy of the defined Bowel 
Management Regimen policy and procedure, dated 10/17/2025. The bowel regimen policy was observed in 
binders on each residential unit along with current bowel movement reports. The facility provided supporting 
documentation for 85.5% of nursing staff educated on the formal bowel management policy and procedure 
with an attestation that all remaining nursing staff would receive education prior to their next scheduled shift. 
Interviews with several staff revealed appropriate knowledge of the bowel management process.A list of all 
facility residents who did not have a documented bowel movement in three (3) days was provided. 
Supporting evidence of as needed medications offered and provided was reviewed with no identified 
concerns. 10 NYCRR 415.12
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review conducted during an Abbreviated Survey (Incident ID: 2640065) from 
10/15/2025 to 10/24/2025, the facility failed to ensure a resident with pressure ulcers received necessary 
treatment and services, consistent with professional standards of practice, to promote healing, prevent 
infection and prevent new ulcers from developing for one (1) of three (3) residents (Resident #1) reviewed. 
Specifically, the facility failed to assess, treat and prevent deterioration of Resident #1's sacral pressure ulcer 
from 08/30/2025 through 09/22/2025 which resulted in severe pain to the wound and the wound required 
sharp debridement during a hospitalization. This resulted in actual harm for Resident #1 and a likelihood for 
serious injury, serious harm, serious impairment, or death for 29 residents in the facility (census 403) 
identified as having pressure ulcers that was Immediate Jeopardy and Substandard Quality of Care. The 
findings include:The facility policy Skin Care Program revised 03/04/2025 included, but was not limited to, 
comprehensive skin assessments are completed by the registered nurse upon admission and with any 
significant change of condition, skin checks will be performed once weekly by the registered nurse or 
licensed practical nurse, daily visual checks during routine care should be completed by the certified nursing 
assistants and if a new area is identified the staff nurse should be notified. The staff nurse should complete 
an electronic incident report once a new open area is identified which triggers notification to the wound care 
team. The wound care team will assess the site and recommend an appropriate course of treatment. An 
individualize skin care plan will be developed and tailored to the resident's clinical condition and risk profile. 
Resident #1 had diagnoses including multiple sclerosis (a disease that affects the central nervous system), 
depression, and generalized weakness. The Minimum Data Set (a resident assessment tool) dated 
09/05/2025 included the resident was cognitively intact.Review of the Comprehensive Care Plan revised 
09/15/2025 revealed Resident #1 had the potential for alterations in their skin related to decreased mobility. 
Interventions included, but not limited to, assess for new skin breakdown, turn and reposition per policy, keep 
the skin dry and clean, and provide appropriate skin barriers.There was no documented evidence the care 
plan included documentation of conversations related to the resident's condition, treatment options, expected 
outcomes, and consequences of refusing treatment. The Resident Care Summary Assessment (care plan 
used by certified nursing assistants) reviewed on 10/15/2025, revealed Resident #1 required the limited 
assistance of one (1) staff for bed mobility, had a specialty mattress, and staff were to apply barrier cream or 
gel to the intact skin of the buttocks two (2) times a day, and notify the nurse for redness or irritation.The 
September 2025 Physician Order Sheet included an order dated 12/14/2023 to apply a thick layer of barrier 
cream to the right and left buttocks two (2) times a day. Resident #1 was hospitalized from [DATE] to 
08/30/2025 for evaluation of stroke-like symptoms. In a hospital consult note dated 08/25/2025, Wound Care 
Registered Nurse #2 documented the resident had a partial thickness/Stage 2 (a type of skin injury that 
involves damage to the outer layer of skin) wound to their sacrum (the bony area at the top of the buttocks) 
related to friction and moisture and complicated by pressure and immobility. The wound measured 1.5 
centimeters (length) by 0.5 centimeters (width) by 0.1 centimeters (depth). The periwound (skin surrounding 
the wound) had hyperpigmented (darkened) scar tissue likely related to continuous irritation or friction on the 
skin.The hospital After-Visit Summary dated 08/30/2025, included wound care instructions to cleanse the 
sacral wound bed with normal saline moistened gauze, allow to dry, and cover with a foam dressing every 
three (3) days and as needed. There is no documented evidence new wound care orders were entered for 
Resident #1 from 08/30/2025 through 09/22/2025.Resident #1 returned to the facility on [DATE]. In a 
Provider Visit Note dated 09/02/2025, Nurse Practitioner #1 documented Resident #1 was admitted to the 
hospital on [DATE] with acute encephalopathy (a change in brain function due to injury or disease), 
underwent a stroke workup, and was treated for a urinary tract infection. There is no documented evidence 
Nurse Practitioner #1 assessed Resident #1's sacral wound or reviewed the wound care recommendations 
from the hospital.In a nursing progress note dated 08/30/2025, Licensed Practical Nurse #2 documented the 
resident's arrival to the facility and an area on the sacrum measuring 2.0 centimeters by 2.0 centimeters with 
soft, pink, friable (thin, delicate, and easily tears or breaks) skin. A sacral foam dressing was replaced.There 
is no documented evidence of dressing changes from 08/31/2025 to 09/21/2025. In a Skin Check dated 
09/02/2025, Registered Nurse Assistant Director of Nursing #1 documented Resident #1 had a Stage 1 
pressure ulcer to the sacrum measuring 2.0 centimeters by 2.0 centimeters. There is no documented 
evidence additional skin checks were completed until 09/23/2025.In a progress note dated 09/11/2025, 
Licensed Practical Nurse #1 documented nursing staff found an open area on Resident #1's sacrum, notified 
the nursing supervisor, and entered a note in the communication log (used by staff to communicate resident 
status and changes in condition to medical providers). In an incident report (used to trigger notification to the 
wound care team of a new open skin area) dated 09/11/2025, Licensed Practical Nurse #1 documented the 
discovery of an open area to the sacrum during care, Nursing Supervisor #1 was notified, and a medical 
provider was notified via the communication log. The report included it was reviewed at morning report on 
09/12/2025.In a Communication Log entry dated 09/11/2025, Licensed Practical Nurse #1 documented 
Resident #1 had an open area to the sacrum. The provider response section had ‘In hospital' handwritten 
and did not include a date or initials.In a progress note dated 09/12/2025 at 3:41 AM, Licensed Practical 
Nurse #7 documented Resident #1 was sent to the hospital. The resident returned to the facility on [DATE].In 
a Communication Log entry dated 09/16/2025, Licensed Practical Nurse #2 documented an open area noted 
9/11 by nurse via incident report. The provider response section was initialed by Nurse Practitioner #1 and 
dated 09/16/2025.The documented evidence revealed the wound was not seen by or documented by a 
provider until 09/23/2025.In a progress note dated 10/15/2025, documented as a late entry (an addition to 
the medical record made after the original event, to document information that was missed or forgotten), 
Wound Care Registered Nurse #1 documented Resident #1 was not seen on 09/12/2025 after initial 
notification of possible skin breakdown because the resident was out at the hospital and they were unable to 
assess the resident's skin on 09/17/2025 because the resident was up in a wheelchair and declined to return 
to bed for assessment. In a progress note dated 09/21/2025, Licensed Practical Nurse #3 documented they 
were called to change a dressing found on Resident #1's sacrum. The wound measured 1.75 to 2.0 
centimeters (length) by 0.5 centimeters (width) by 0.25 centimeters (depth). Licensed Practical Nurse #3 was 
informed the wound had been brought to other nurses' attention five (5) days earlier and they notified 
Registered Nurse #2.In an incident report dated 09/21/2025, Licensed Practical Nurse #3 documented the 
dressing change to Resident #1's sacral wound, Registered Nurse #2 was notified, and a medical provider 
was notified via the communication log. The report included it was reviewed at morning report on 09/22/2025.
In a Communication Log entry dated 09/21/2025, Licensed Practical Nurse #3 documented Resident #1 had 
an open area to the sacrum. The provider response section had ‘Wound to see' handwritten, was initialed by 
Medical Director #1 and dated 09/22/2025.In a progress note dated 09/21/2025, Registered Nurse #2 
documented they were notified Resident #1 had an open area on their sacrum, measured the wound, and 
placed a dressing. Resident #1 reported they had pain in the sacral area that rated a 5 (moderately strong 
pain) out of 10 (worst pain possible). The incident was written in the Communication Log for further follow-up.
In a Wound Assessment note dated 09/23/2025, Wound Care Registered Nurse #1 documented Resident #1 
had a 2.0 centimeter (length) by 2.0 centimeter (width) unstageable (a type of pressure injury where the 
wound bed is fully or partially covered with dead tissue) sacral wound with slough (dead tissue within a 
wound) and recommended daily treatment with gelling fiber (a wound dressing) and a foam dressing for 
autolytic debridement (a wound care technique that breaks down and removes dead tissue) and a 
pressure-relieving mattress.Review of medical orders dated 09/23/2025 included wound care orders for the 
sacral pressure ulcer to be completed daily and as needed, and a specialty (ROHO) mattress. In a provider 
Acute Visit Note dated 09/29/2025, Nurse Practitioner #1 documented Resident #1's sacral wound measured 
approximately 2.0 centimeters by 3.0 centimeters with surrounding erythema (redness) and tenderness and 
the resident had severe pain to the wound with no as needed pain medication available. There was no 
documented evidence a medical provider saw Resident #1 or addressed their sacral wound and related pain 
from 08/30/2025 to 09/28/2025.In a Wound Assessment note dated 10/02/2025, Wound Care Registered 
Nurse #1 documented a Stage 4 (a severe pressure injury with full-thickness skin loss and tissue damage 
that extends into muscle, bone, or tendons) sacral pressure injury measuring 4.5 centimeters (length) by 3.5 
centimeters (width) by 1.0 centimeter (depth) with a larger area of periwound erythema and non-blanchable 
skin (areas of skin that do not turn white when pressure is applied) and recommended a daily Vashe (skin 
cleanser used for debriding and irrigating wounds) moistened gauze dressing.In a Provider Acute Visit note 
dated 10/03/2025, Physician Assistant #1 documented the resident was followed for a Stage 4 sacral wound 
and received one (1) dose of Ceftriaxone (an antibiotic) intramuscularly the previous night. Resident #1 had 
developed a fever and tachycardia (rapid heart rate) and there was concern the resident was having a septic 
response (a life-threatening condition that occurs when the body's immune system overreacts to an 
infection). Resident #1 would be sent to the hospital for further evaluation. Resident #1 was hospitalized from 
[DATE] to 10/09/2025.Review of a hospital surgical consult note dated 10/08/2025, Physician #2 
documented the sacral wound bed was covered with fibrinopurulent exudate (a type of inflammatory fluid that 
is typically found in areas of infection) and necrotic (dead tissue that has lost its blood supply and is no 
longer able to function) skin and had sharp debridement (a medical procedure that involves removing dead, 
infected, or damaged tissue from a wound with sharp instruments such as a scalpel or forceps) at the 
bedside.During an interview on 10/15/2025 at 11:30 AM, Resident #1 stated they do not get out of bed 
unless they have an appointment because if they get up, they will have to wait until the next shift to get back 
in bed. Resident #1 stated sitting for long periods of time is painful at the wound site.During an observation 
on 10/15/2025 at 12:30 PM, Licensed Practical Nurse #5 performed wound care as ordered. Resident #1 
yelled out you are hurting me during the dressing change. Licensed Practical Nurse #5 proceeded with the 
dressing change and did not address Resident #1's pain.During an interview on 10/20/2025 at 1:55 PM, 
Registered Nurse Assistant Director of Nursing #1 stated weekly skin checks were required, and certified 
nursing assistants were expected to report changes so licensed nurses could evaluate the wound, with 
registered nurses verifying any identified skin concerns. They stated wound issues should be entered in the 
communication log or referred to the wound team and nursing supervisors complete skin and pain 
assessments on new admissions or readmissions on weekends and after hours. Registered Nurse Assistant 
Director of Nursing #1 stated they completed a skin check on 09/02/2025, identifying a Stage 1 (an 
early-stage skin injury caused by prolonged pressure) wound, applied barrier cream, and did not apply a 
dressing to the area since the skin was intact. There was no documented evidence a provider was notified of 
the Stage 1 pressure injury, or an incident report initiated. During an interview on 10/20/2025 at 2:44 PM, 
Wound Care Occupational Therapist #1 stated the wound team reviewed incident reports daily, attempted to 
assess residents as scheduling allowed, and prioritized those residents with newly reported skin concerns. 
Wound Care Occupational Therapist #1 stated if a resident declined to return to bed for a wound 
assessment, the wound team attempted later the same day or scheduled them first for the next day if still 
unable to see them.During an interview on 10/20/2025 at 3:49 PM, Wound Care Registered Nurse #1 stated 
weekly skin checks were expected. They were not informed of Resident #1's skin findings from 08/30/2025 
or 09/02/2025 but would have expected to be notified so they could advise on any skin treatments and make 
a plan to see the resident. Wound Care Registered Nurse #1 stated they attempt to educate residents who 
refuse evaluations and may document additional notes when needed. Wound Care Registered Nurse #1 
stated they recalled a skin concern entered for Resident #1 on 09/11/2025, but Resident #1 was out of the 
facility on 09/12/2025, and the resident later declined assessment on 09/17/2025. They stated after receiving 
a second incident report on 09/21/2025 they evaluated the wound on 09/23/2025. The sacral wound had 
significant slough and drainage, and they ordered daily dressing changes and a specialty mattress. Wound 
Care Registered Nurse #1 stated they examined the wound again on 10/02/2025 and the dressing was 
heavily soiled with urine and stool. They stated a day or two (2) prior, Nurse Practitioner #1 informed them 
the wound was worsening, and Wound Care Registered Nurse #1 was advised by Nurse Practitioner #1 
assessment of the wound could wait until the next scheduled wound rounds.During a telephone interview on 
10/21/2025 at 8:45 AM, Licensed Practical Nurse #1 stated day shift nurses typically complete weekly skin 
checks and certified nursing assistants report concerns. They stated new open areas require cleaning, 
measurements, application of a dressing, supervisor notification, communication log entry, and incident 
reporting. They recalled a certified nursing assistant reporting Resident #1's open sacral area in September 
2025, after which they documented it and notified the provider.During a telephone interview on 10/21/2025 at 
11:00 AM, Licensed Practical Nurse #3 stated they were called by a certified nursing assistant to see 
Resident #1's wound on 09/21/2025. Licensed Practical Nurse #3 stated there was a dressing in place. They 
cleansed the wound, applied barrier film, used silver gelling fiber, and placed a foam dressing without a 
provider order, and stated the certified nursing assistant reported notifying another nurse four (4) to five (5) 
days earlier.During an interview on 10/21/2025 at 11:32 AM, Medical Director #1 stated they expect nursing 
staff to assess new skin issues, document open wounds with an incident report, and notify the wound team 
for pressure concerns. They stated Stage 1 wounds do not usually require provider notification, but the 
wound team should be notified to monitor. Medical Director #1 stated they learned of Resident #1's wound 
on 09/22/2025, was informed the wound team would see the resident, and documented Wound to see in the 
communication log. They stated early interventions should occur when a wound is first identified but believed 
the wound was likely unavoidable due to Resident #1's immobility and inability to tolerate being off the area.
During an interview on 10/21/2025 at 9:29 AM with Director of Nursing #1 and Director of Nursing #2, 
Director of Nursing #1 stated weekly skin checks are expected but not strictly done every seven (7) days. 
Director of Nursing #1 stated new skin issues should prompt a supervisor check, progress note, and provider 
communication for pressure wounds, but would not expect an incident report to be created for Stage 1 
wounds. Director of Nursing #1 stated the wound team receives alerts in the electronic health record for new 
pressure wounds and attends morning reports where incident reports are reviewed. Director of Nursing #2 
stated Resident #1 returned from the hospital on [DATE], with a fragile skin area covered by a dressing, and 
an open area was entered in the communication log on 09/11/2025. Director of Nursing #2 stated an open 
area is not always considered a pressure ulcer and could be moisture associated skin damage (MASD, 
inflammation or skin erosion caused by long-term exposure to moisture). Director of Nursing #2 stated the 
wound team first saw Resident #1 for their sacral pressure ulcer on 09/23/2025.During a telephone interview 
on 10/24/2025 at 10:40 AM, Nurse Practitioner #1 stated they review hospital information and see residents 
upon return but do not always document the visit. They stated nurses report new concerns through the 
communication log, which Nurse Practitioner #1 initialed when reviewed, and assessed the resident as 
needed. Nurse Practitioner #1 stated they recalled seeing Resident #1 for pain and observing a small open 
area on their sacrum, applying barrier cream, and alerting the wound team; they could not recall the date of 
the visit. They later saw the worsening wound at the wound team's request; they could not recall the date of 
the visit. Nurse Practitioner #1 stated they may not document every resident visit and were not aware 
Resident #1 missed wound assessments on 09/12/2025 and 09/17/2025. They expected the wound team to 
notify them if the wound team was unable to see a resident.The survey team identified Immediate Jeopardy, 
and the facility Administrator was notified on 10/21/2025 at 4:38 PM.On 10/21/2025 at 8:15 PM, the survey 
team determined the Immediate Jeopardy was removed based on the following corrective actions taken by 
the facility: All residents with pressure ulcers were reassessed and treatment plans were reviewed for 
appropriateness. The survey team reviewed additional residents with no identified concerns. The Skin Care 
Program policy and procedure was revised to include all new admissions and readmissions would be 
screened by a member of the wound care team to ensure appropriate skin care treatment plan was initiated.
100% of Wound Care staff received re-education on the revised policy and procedure. The survey team 
verified the education through staff interviews. 10 NYCRR 415.12(c)(1)(2)
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