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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Based record review and interview during the abbreviated survey (iQIES #2707916) the facility did not
ensure residents received treatment and care in accordance with professional standards of practice for one
(1) of three (3) residents (Resident #1) reviewed. Specifically, Resident #1 was observed to have a new
onsite pressure ulcer of their sacrum (large triangular bone at the base of the spine). There was no
documented assessment by a qualified professional, and no documented notification of a medical provider
for treatment when it was identified, or during the following day shift. Findings include:The facility policy
Notification of Change in Status, revised 05/2025 documented:-The Nurse Managers/Charge
Nurse/Nursing Supervisor would be responsible for assessing a resident's condition for significant changes
or with any accident/incident.-Any change in condition or accident/incident would be reported to the
physician.-Change in condition or accident/incidents would be placed on the 24-hour report with the
notification information and any related physician orders. The facility policy Pressure Injuries, revised
11/2025 documented:-A pressure ulcer risk assessment would be done on admission for existing pressure
injury and/or risk factors. Repeat the risk assessment quarterly, annually, and upon any changes in
condition. Use the Braden Risk Assessment tool to document and assess risk factors.-A skin assessment
would be daily when performing or assisting with personal care or activities of daily living. Staff were to
evaluate, report and document potential changes in skin. Resident #1 had diagnoses including diabetes
mellitus type 2 with unspecified complications, cellulitis (skin infection) of left great toe, and stage 3
pressure ulcer (a wound that extends to the subcutaneous fat tissue) of the sacrum. The 11/03/2025
Minimum Data Set assessment documented the resident's cognition was severely impaired, they were
partial to moderate assist for rolling left to right in bed and bed/chair-to-bed transfers, used a wheelchair
and they could propel short distances, were not at-risk for pressure ulcers, had no unhealed pressure
ulcers, no venous ulcers, and had pressure-reducing devices for their bed and chair. A 10/28/2025 Braden
Skin Assessment (a tool to determine pressure ulcer risk) documented the resident had no skin
impairment. A 10/29/2025 admission Assessment by Registered Nurse Unit Manager #4 documented the
resident's skin was intact and they were at risk for pressure ulcers. The Comprehensive Care Plan, with a
start date of 10/28/2025, documented:Interventions for activities of daily living/mobility were weekly skin
checks with bathing, wheelchair with leg rests, gel/foam seat cushion and toe offloading shoe on left
foot.Interventions for risk for impairment of skin integrity due to diabetes were incontinence management
for relief of moisture and fecal contamination, toileting schedule as indicated, weekly skin checks, skin care
every shift and as needed, keep skin clean and dry, encourage adequate nutrition intake, and monitor
intakes and outputs. Certified Nurse Aide Instructions as of 12/27/2025 documented the resident was
supervision or touching assist for rolling left to right in bed and sit to lying, and partial to moderate assist of
one person for transfers. They used a wheelchair and had a toe offloading shoe for their left foot. They had
a pressure-reducing device for their wheelchair. Physician's Orders from 12/01/2025
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to 12/27/2025 did not contain any orders for pressure ulcer treatments prior to the resident going out to the
Emergency Department on 12/27/2025. A 12/27/2025 at 10:53 AM Nursing Progress Note by Licensed
Practical Nurse #10 documented the resident had an open area on their coccyx (tailbone) that was red in
color and had a small area of black in the center. It appeared it may be tunneling. The area was cleansed,
foam dressing applied, and the unit manager was notified. There was no documentation evidence on the
12/27/2025 day shift that a Registered Nurse assessment had been completed on Resident #1 or that any
orders from a medical provider were obtained. A 12/27/2025 at 8:55 PM Registered Nurse Supervisor #13
progress note documented Licensed Practical Nurse #19 notified them that Resident #1's blood sugar was
504 and they were not at baseline. An assessment of the wound to their coccyx (the specific area later
identified as the sacrum) was foul- smelling with gray and brown drainage. Vital signs were taken, and their
temperature was 99.9 degrees Fahrenheit, their oxygen saturation on room air was 89% (normal range
95% - 100%), and oxygen was applied. The on-call medical provider was notified at 8:10 PM, and an order
was obtained to send the resident to the Emergency Department to be evaluated. A 12/28/2025 at 11:53
AM Licensed Practical Nurse #19 progress note documented the resident had been admitted to the
hospital. Their vital signs were stable, a surgical consult was ordered regarding their left great toe ulcer,
intravenous fluids were running for dehydration purposes and the wound on their sacrum was documented
as an unstageable pressure ulcer of the sacrum, needing packing in the wound bed. The 01/02/2026
Hospital Discharge Summary documented the resident had been admitted to the Emergency Department
for hyperglycemia (high blood sugar) and left great toe necrotic wound. Other medical problems managed
in the hospital included type 2 diabetes mellitus and stage 3 decubitus ulcer on the sacrum. The resident
had a poor prognosis due to multiple comorbidities and was at high risk for readmission. The facility
investigation and summary for the 12/27/2025 investigation of Resident #1's sacral pressure ulcer, signed
off by the Administrator and Director of Nursing on 01/14/2026 documented:-On 12/26/2025 night shift
Certified Nurse Aide #14 observed a skin issue and notified Registered Nurse #12, who was working on
the unit. Registered Nurse #12 assessed the sacral wound and applied a treatment. Registered Nurse #12
did not document the skin area in the Nursing Progress Notes and did not notify a medical provider.
Registered Nurse #12 reported to the day shift nurse, Licensed Practical Nurse #10, about the area on the
resident's sacrum.-On 12/27/2025 day shift Licensed Practical Nurse #10 documented on the skin issue to
the sacral area and notified Registered Nurse Unit Manager #4 (who was not in the building), instead of the
in-house supervisor, Licensed Practical Nurse #11. Licensed Practical Nurse #10 reported to the evening
nurse, Licensed Practical Nurse #19.-On 12/27/2025 evening shift Licensed Practical Nurse #19 reported
to Registered Nurse Supervisor #13 that the resident had a change in condition. Registered Nurse
Supervisor #13 assessed the resident, noted the sacral wound and was made aware of the hyperglycemia
(high blood sugar). The on-call medical provider was notified, and an order was obtained to send the
resident to the Emergency Department to be evaluated. During an interview on 01/08/2026 at 2:30 PM with
Physician's Assistant #6 they stated the last time they had seen Resident #1 before the sacral pressure
area was discovered on 12/27/2025 was on 12/23/2025, when they were evaluating them for recent,
uncontrolled hyperglycemia. They were not made aware of any skin issues the resident may have had at
that time. The resident's visible skin was clear, dry and intact. A pressure area on a resident's sacrum like
Resident #1 had could take a few days to develop and not be discovered until it opened. During an
interview on 01/08/2026 at 3:35 PM with Registered Nurse Unit Manager #4 they stated they first heard of
the pressure area on Resident #1's sacrum when Licensed Practical Nurse #10 notified them 12/27/2025 in
the morning via a text message. They were not working that day, and they did not
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assess the area. They told Licensed Practical Nurse #10 to have a Registered Nurse assess the area. They
did not offer any further direction to Licensed Practical Nurse #10. During an interview on 01/14/2026 at
3:00 PM with Assistant Director of Nursing/Wound Nurse #3 they stated they were notified of Resident #1's
sacral pressure ulcer on 01/02/2026 when they were readmitted to the facility. Weekly skin checks were
done on residents' shower days by a Licensed Practical Nurse or Registered Nurse. A nurse should have
done a Braden Skin Assessment on Resident #1 when the sacral ulcer was discovered on 12/27/2025.
During an interview on 01/16/2026 at 9:45 AM the Administrator stated during the facility investigation they
discovered Resident #1's sacral pressure ulcer was first assessed by Registered Nurse #12 on night shift
(12/26/2025 into 12/27/2025). Registered Nurse #12 did not document on the sacral pressure ulcer and did
not notify a medical provider. During an interview on 01/16/2026 at 10:20 AM Certified Nurse Aide #7
stated they cared for Resident #1 on day shift 12/26/2025 and the resident did not have a skin impairment
at that time. On 12/27/2025 when they were doing care on Resident #1 before breakfast, they saw a
reddened area on the resident's sacrum and notified Licensed Practical Nurse #10. Certified Nurse Aide
#14, who had cared for the resident on night shift, did not say anything to them about an area on Resident
#1's sacrum. Licensed Practical Nurse #10 came into the resident's room and looked at the reddened area
to their sacrum. During an interview on 01/16/2026 at 10:36 AM with Licensed Practical Nurse #10, they
stated on the morning of 12/27/2025 Certified Nurse Aide #7 told them about the reddened area on
Resident #1's sacrum and how there was a soiled, detached dressing in the resident's incontinence brief.
Certified Nurse Aide #14 (night aide) told them they notified Registered Nurse #12 about the reddened
area on Resident #1's sacrum. They (Licensed Practical Nurse #10) placed a clean foam dressing on the
resident's sacrum and notified Registered Nurse Unit Manager #4, who was not working that day, via a text
message about the resident's sacral pressure area. Registered Nurse Unit Manager #4 told them to not
write a nursing progress note about the area until a Registered Nurse had assessed the area. They
(Licensed Practical Nurse #10) told Registered Nurse Unit Manager #4 there was not a Registered Nurse
working day shift that day but there would be on evening shift. At change of shift from days to evenings on
12/27/2025, they notified Licensed Practical Nurse #19 about Resident # 1's sacral pressure area. Looking
back on the incident, they should have notified Licensed Practical Nurse Supervisor #11 on day shift
12/27/2025 and the medical provider on-call. During a follow-up interview on 01/16/2026 at 12:20 PM with
Registered Nurse Unit Manager #4 they stated Licensed Practical Nurse #10 should have notified Licensed
Practical Nurse Supervisor #11 on 12/27/2025, who then would have notified a Registered Nurse to assess
Resident #1's sacral area. Licensed Practical Nurse #10 should have also called the on-call medical
provider. Both Registered Nurse #12 and Licensed Practical Nurse #10 did not follow the notification chain
of command. During an interview on 01/16/2026 at 1:35 PM with Licensed Practical Nurse Supervisor #11
they stated Licensed Practical Nurse #10 never notified them about Resident #1's sacral pressure ulcer on
12/27/2025. They were not able to assess an area if notified, but they could observe an area and notify a
Registered Nurse and a medical provider. During a phone interview on 01/16/2026 at 2:20 PM Registered
Nurse #12 stated they worked the night shift (12/26/2025 into 12/27/2025) and were called to assess a
pressure area on Resident #1's sacrum by Certified Nurse Aide #14. They were not sure what time they
assessed the area. The area was red, and quarter sized. They cleansed the area with normal saline, patted
it dry and applied a foam dressing for protection. They thought about documenting a nursing progress note
and notifying a medical provider, but they never did. They did not want to call a medical provider in the
middle of the night about a pressure area, which is why they reported to the day nurse. When their shift was
done, they could not remember who the
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nurse was they reported to. During an interview on 01/16/2026 at 3:30 PM with Registered Nurse
Supervisor #13 (evening shift) they stated they were notified on 12/27/2025 by Licensed Practical Nurse
#19 about Resident #1's high blood sugar and a pressure area on their sacrum. The resident's vital signs
were within normal range. When they removed the foam dressing on the resident's sacrum it was
foul-smelling with gray drainage. They called the on-call medical provider and received an order to send the
resident to the Emergency Department for evaluation. During a phone interview on 01/23/2026 at 11:06 AM
with the Director of Nursing they stated if a nurse discovered a skin issue on a resident, they should be
notifying the nursing supervisor and medical provider, getting a medical order for treatment, and then
starting the treatment order. If the nurse discovering a skin issue was a licensed practical nurse, they
should contact a registered nurse for an assessment. If there was no registered nurse in the building, the
nurse should be calling the Director of Nursing or Assistant Director of Nursing as identified on the nursing
schedule as one of them would always be available. Registered Nurse #12 should have documented on
Resident #1's pressure area then notified the medical provider for a treatment order and then started that
treatment. Administration reviewed the policy for notification and re-educated the nurses on who to contact
when a skin issue was found. 10 New York Codes, Rules and Regulations 415.12(c)(1)(2)
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