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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to consistently assess, monitor, and provide wound care 
treatments as ordered to existing pressure ulcers for 1 of 3 residents [Resident 1] reviewed for pressure 
ulcers. Resident 1 experienced harm when the residents left heel wound became malodorous, excessive 
fluid discharge, developed a maggot (fly larvae) infestation that required hospitalization and antibiotic 
treatment and placed the resident at risk of decreased quality of life. Findings included.Record review of the 
National Library of Medicine article, titled, Maggot Infestation: Various Treatment Modalities, dated 
03/30/2018, showed the invasion of the skin and subcutaneous (under the skin) tissue by larvae (maggot) 
was known as maggot infestation. Maggot infestation was a condition in which fly maggots feed off and 
develop in the tissues of a living person or animal. This results from flies laying eggs in or on the tissue. 
Female flies may visit wounds to feed or to lay eggs. They generally lay 50-300 eggs at a time that hatch and 
emerge as larvae (maggot) within eight to 12 hours. Infestation can cause infection, pain, and psychological 
distress associated with having a maggot infestation. Record review of the facility policy, titled, Skin at 
Risk/Skin Breakdown, dated June 2025, documented, Within 8 hours of admission a licensed nurse 
examines resident's entire body to determine if skin impairment is present. Upon admission, skin at risk and 
any actual skin impairment is identified and interventions are considered to prevent further breakdown.
Resident 1 was admitted to the facility on [DATE] at 3:45 PM with diagnoses to include osteomyelitis [an 
infection of the bone occurring when bacteria or other microorganisms enter the bone tissue and cause 
inflammation and damage], chronic ulcers [wound or sore] to both heels, and vascular dementia [confusion 
due to reduced blood flow to the brain]. Review of the admission Minimum Data Set [MDS-an assessment 
tool] assessment, dated 09/06/2025, showed Resident 1 was cognitively impaired. Record review of a 
Resident 1's hospital note, dated 08/25/2025, showed Resident 1 had the following diagnoses: Acute on 
Chronic Bilateral Lower Extremity Heel Ulcerations with Osteomyelitis, Bilateral Lower Extremity Venous 
Insufficiency, Left heel was Unstageable and right heel was stage 3. Under the Musculoskeletal section, it 
showed Resident 1 had tenderness to bilateral heels with unstageable pressure injury of the left heel, and 
stage 3 on the right heel. Record review Resident 1's admission orders, dated 08/30/2025, showed Resident 
1 admitted with no orders for antibiotics. Record review of Resident 1's admission assessment and skin 
evaluation, dated 08/30/2025 at 11:43 PM, and completed by Staff C, Licensed Practical Nurse (LPN), 
showed, Pressure wounds to the right and left heels. In section 1e. of the skin assessment, meant for 
description of wounds, Staff C's documentation showed, Dressings changed by [the hospital] on 08/30/25. 
Record Review of Resident 1's physicians orders, dated 08/31/2025, showed an order reading, Wound Care: 
Bilateral Heels; Every morning. Change dressings every morning. Use betadine [an antibacterial solution 
used to kill germs to prevent infection] moistened gauze and cover with a dry dressing daily. Keep heels 
offloaded [positioning to alleviate pressure] at all times. This order was to be completed once a day on the 
day shift until 09/03/2025 when it was switched to once a day on the evening shift. Record review of 
Resident 1's Treatment Administration Record [TAR], dated 08/31/2025, showed no signature for the 
administration of treatment to right and left heel wounds were completed. Record review of Resident 1's 
TAR, dated 09/04/2025, showed a nurse signature with code 2 indicating Resident 1's refusal of treatment to 
bilateral heels. Record review of Resident 1's TAR, dated 09/05/2025, showed a signature for Staff D, 
Registered Nurse (RN), for the administration of treatment to right and left heel wounds. Record review of 
Resident 1's progress notes, dated 09/07/2025 at 4:13 PM, showed Staff E, RN, documented, This LN found 
maggots on left heel pressure ulcer during dressing change, foul odor present, no c/o [complaint of] pain. On 
call provider notified, order to send out to hospital for evaluation. Picked up by ambulance at 4:24 pm, 
Resident Care Manager and family notified.Record review of Resident 1's hospital notes, dated 09/07/2025, 
showed Resident 1 admitted to the hospital due to chronic lower extremity wounds with concerns for 
maggots in the bilateral feet wounds. According to the emergency room provider, they had to remove 
maggots from Resident 1 upon arrival to the emergency department. While in the hospital, Resident 1 was 
prescribed oral and IV (intravenous) antibiotics for their bilateral lower extremity heel wounds with 
osteomyelitis.Record review of Resident 1's re-admission hospital notes titled Active Issues dated 
09/08/2025, showed the following:Acute on Chronic Bilateral Lower Extremity Heel Ulcerations, 
Osteomyelitis, Bilateral Lower Extremity Venous Insufficiency .Patient was hospitalized 08/25[/2025] through 
8/30[/2025] .Patient was discharged to SNF [Skilled Nursing Facility] .Patient returned to ED [emergency 
department] with worsening bilateral foot wounds. Wounds appeared not to have been cared for and were 
full of maggots .Large bilat[eral] heel wounds with drainage, necrotic [dead tissue] appearing tissue. Multiple 
wounds over bilat[eral] LE [lower extremity's] Record review of Resident 1's investigation surrounding the 
finding of maggots to the left heel wound, dated 09/16/2025, showed conclusion documentation from Staff B, 
RN/Director of Nursing Services, as follows:Missed opportunity to take wound pictures. Missed opportunity to 
complete wound evaluation. Missed opportunity to round daily and ensure wound care was being completed 
according to standards. Missed opportunity to ensure transition into Skilled Nursing Facility was successful 
and that wound care standards were upheld. In an interview on 09/10/2025 at 10:50 AM, Collateral Contact 1 
(CC1), Resident 1's daughter, said her mother's cognitive status had declined with all that had happened. 
Her mother had only been at the nursing facility for a little over a week when she was sent back to the 
hospital. On 09/06/2025 when she arrived to visit her mother there was a putrid smell. At one point she saw 
a fly land on her bedding. The next day she received a call from the facility informing her they were sending 
her mother to the hospital because they had found maggots in her wound. In an interview on 09/19/2025 at 
4:00 PM, Staff F, Licensed Practical Nurse (LPN) and Resident Care Manager (RCM), said that upon 
admission the nurse would complete an admissions assessment including a skin assessment and document 
findings. Staff F said the process had recently been refined. When a resident was admitted on an evening 
shift or during the weekend, the RCM would follow up with initial photographs and measurements of the 
wounds, weekly photographs and measurements of wounds, make sure wound orders were documented 
correctly, and treatments were being completed. Staff F explained the nurses on the evenings and weekend 
shifts did not have access to the camera used to take photographs and measurements of wounds. When 
asked if measurements and/or photographs had been completed for Resident 1 during their stay at the 
facility, Staff F said no, they had not. In an interview on 09/21/2025 at 2:36 PM, Staff E, RN, said she had 
been off for three days, had come back to work on Sunday 09/07/2025, went to complete the treatment for 
Resident 1 around 2:30 PM and found maggots in the left heel wound. Staff E said she had last changed 
Resident 1's dressing on 09/03/2025 and there had been no signs of maggots. Staff E said she remembered 
a therapist requesting Resident 1's dressing to be changed as it was weeping (wound with excessive fluid 
discharge). In an interview on 09/21/2025 at 4:22 PM, Staff G, Nursing Assistant Certified (NAC), said she 
only worked at the facility two days per week. Staff G stated, When she [Resident 1] admitted the week 
before she was okay. Alert and a little confused but perky. When I saw her the next Sunday (09/07/2025), I 
knew something was off. She wasn't perky and there was an odor. Her roommate commented on it, and I 
checked her to see if she'd had a BM [bowel movement]. She hadn't. I knew something was up. I thought it 
was her wound. I told the nurse, and she went in and did the treatment and found maggots. In an interview 
on 09/22/2025 at 1:05 PM, Staff H, Physical Therapist (PT), said she had seen Resident 1 twice on 
Wednesday 09/03/2025. In the morning the bandages to Resident 1's heels had been soaked as were the 
moon boots (therapeutic boots utilized to offload pressure to heels). Staff H requested the bandages be 
changed by the nurse and sent the moon boots to the laundry. When Staff H went back in the afternoon that 
bandages had been changed. Staff H said the bandages to bilateral heels were frequently soaked and the 
odor was very bad. In an interview on 09/22/2025 at 1:23 PM, Staff I, PT, said she cared for Resident 1 on 
09/04/ 2025. Staff I said Resident 1's bandages were always soaked. It was as if the nurse would change 
them and they immediately became soaked again. When asked what type of dressing covered the wounds, 
Staff I said gauze was wrapped around the dressings placed on the wounds. Staff I said the smell was 
terrible. In an interview on 09/23/2025 at 3:29 PM, Staff D, RN, said she had been at the facility the evening 
of 09/05/2025 and was doing admissions. She left at approximately 8:00 PM. A nurse had called off and 
there were three nurses to pass medications and complete treatments. Staff D said she signed for all of the 
treatments for Cart 4 but did not do them. She informed the three nurses at the facility she had signed off on 
them so it was one less thing they had to do but they would need to pitch in together to help get the 
treatments completed. In an interview on 09/25/2025 at 1:30 PM, Resident 1 said the staff at the facility did 
not change the dressings on her feet very often. She said there were flies there. In an interview on 
09/25/2025 at 1:35 pm, Collateral Contact 2, (CC2) Resident 1's son, said that on 09/01/2025 Resident 1 
called him to bring in a fly swatter because there were many flies. CC2 added that on 09/06/2025, the day 
before Resident 1 was sent back to the hospital, his sister came and brought an air freshener and applied 
Mentholatum [ointment with a strong menthol smell] beneath her nose because the odor was so bad. In an 
interview on 10/17/2025 at 12:51 pm, Staff C, LPN, said he remembered the evening of 09/06/2025. Staff F 
had been doing admissions. There had been a nurse who called off sick. Staff F informed Staff C she had 
signed off for and completed all the treatments on his wing. Staff C said he had been grateful because they 
were short staffed. Staff C said he did not change the dressings for Resident 1 that evening. Later he learned 
that Resident 1 was found with maggots in her left heel wound.In an Interview on 11/07/2025 at 12:25 pm, 
Staff C stated, When [Resident 1] first admitted there was not an odor. This developed over time.In an 
interview on 10/27/2025 at 3:45 pm, Staff B, RN/Director of Nursing Services, said it was his expectation that 
when a resident was admitted to the facility, a total body assessment was to be completed, and this would 
include a skin assessment. The purpose was to know what the resident was coming in with and therefore the 
needs of the resident so they could be monitored and treated accordingly. Reference WAC 388-97-1060 
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