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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, staff interview, and record review, the facility did not provide the necessary care and services to 
prevent pressure injuries from developing and/or promote healing for 1 Resident (R) (R2) of 2 sampled 
residents. On 8/5/25, R2 developed a facility-acquired stage 2 pressure injury on the gluteal cleft. R2 also 
had treatment orders for coccyx and sacral wounds. On 9/16/25, R2 was seen at the wound clinic. A provider 
note indicated R2 did not have an adequate wheelchair cushion when R2 arrived. The pressure injury was 
classified as a stage 4 and was infected. The facility did not ensure weekly wound assessments were 
completed timely or accurately for each of R2's wounds. The gluteal cleft pressure injury was not added to 
R2's care plan until 9/26/25. R2 was prescribed 2 courses of oral antibiotics, required a wound vac and a 
catheter, and was to start intravenous (IV) antibiotics for osteomyelitis (a bone infection that causes 
inflammation and destruction of bone tissue). In addition, R2's specialty bed was not on the correct weight 
setting and R2's wound vac was not changed as ordered. The facility's failure to ensure a resident received 
the appropriate care and treatment for a stage 2 facility-acquired pressure injury that progressed to a stage 4 
infected pressure injury led to a finding of immediate jeopardy that began on 9/16/25. Nursing Home 
Administrator (NHA)-A was notified of the immediate jeopardy on 10/29/25 at 4:30 PM. The immediate 
jeopardy was removed on 10/29/25, however, the deficient practice continues at a scope/severity level D 
(potential for more than minimal harm/isolated) as the facility continues to implement its action plan. Findings 
include:The facility's Pressure Injuries and Non-Pressure Injuries policy, revised 7/2025, indicates: For those 
residents admitted with, or who subsequently develop a pressure injury or impaired skin integrity, they will 
receive care, treatment, and services that seek to promote healing, prevent infection, and prevent further 
development of pressure injuries/impaired skin integrity. The staging of pressure injuries is consistent with 
the recommendations of the National Pressure Injury Advisory Panel (NPIAP) and the Resident Assessment 
Instrument (RAI) manual.If pressure injury: Initiate the Pressure Injury Weekly Tracker User-Defined 
Assessment (UDA) - one per wound. If non-pressure injury: initiate the Non-Pressure Injury Tracker UDA - 
one per wound. Complete the Braden Scale to assess risk of developing a pressure injury. A Braden 
assessment tool will be completed.iii. Upon a significant change of condition.v. As needed.4. As needed or 
upon a significant change of condition: a. Complete a Braden Scale and update the plan of care as needed if 
changing/new risk factors. B. Review and update plan of care (if indicated) related to skin risk 
(actual/potential) for alteration in skin integrity. Mobility: As mobility scores decrease, concern about the 
adequacy of the support surface should increase - evaluate the need for specialty wheelchair cushion and 
specialty mattress.On 10/28/25, Surveyor reviewed R2's medical record. R2 was admitted to the facility on 
[DATE] and had diagnoses including cerebral palsy, pressure ulcer of the sacral region stage 4, and 
osteomyelitis of vertebra sacral and sacrococcygeal region. A Significant Change of Condition Minimum Data 
Set (MDS) assessment, dated 9/23/25, indicated R2's cognition was not assessed. An MDS assessment, 
dated 7/24/25, had a Brief Interview for Mental Status (BIMS) score of 1 out of 15 which indicated R2 had 
severe cognitive impairment. R2 had a Corporate Guardian ((CG)-C) for healthcare decisions.R2's most 
recent Braden Scale assessment was completed 7/20/25 and indicated R2 was at high risk for the 
development of pressure injuries. Of note: The facility's policy indicates a new Braden Scale assessment 
should be completed with a Significant Change of Condition MDS which was not done on 9/23/25.A care 
plan (initiated 11/21/22 and last revised 10/2/25) indicated R2 had the potential for impaired skin integrity 
and/or pressure ulcer development related to impaired mobility, impaired cognition, bowel incontinence, and 
history of moisture-associated skin damage (MASD) to the gluteal cleft. The care plan contained 
interventions (dated 5/14/25) to encourage and assist R2 with turning/repositioning every 2 hours or more 
often as needed or requested; and Encourage and assist R2 to lie on R2's side after lunch.A care plan 
(initiated 9/26/25 and last revised 9/28/25) indicated R2 had a stage 4 pressure injury on the sacral region 
that was debrided at the wound clinic on 9/16/25 and 9/26/25. A wound vac was initiated on 9/26/25. The 
care plan contained interventions (dated 9/28/25) to complete treatments as ordered and monitor for 
effectiveness and adverse side effects; Implement pressure reducing devices (i.e., ROHO cushion in chair, 
air mattress, offloading heels); Monitor/document location, size, and treatment of skin injury. Report 
abnormalities, failure to heal, signs/symptoms of infection, maceration to MD; and Weekly wound 
documentation to include measurement of area of skin breakdown width, length, depth, type of tissue and 
exudate, and other notable changes or observations.On 8/5/25, staff identified a new area of concern on 
R2's gluteal cleft during a shower. A Weekly Skin and Wound Evaluation, dated 8/5/25, indicated R2 had a 
new in-house acquired stage 2 pressure injury that began on 8/5/25. The wound was 0.8 centimeters (cm) 
squared and measured 1.3 cm (length) x 0.9 cm (width). The evaluation did not list the location of the wound 
but indicated education was provided to R2 and staff on the importance of turning and repositioning every 2 
hours, to sit upright for short periods in a chair, and to off-load pressure while in a seated position. R2's 
physician and CG-C were notified. Treatment orders were initiated.A Weekly Skin and Wound Evaluation, 
dated 8/14/25, indicated R2 had a stage 2 pressure injury that was 19.6 cm squared and measured 9.4 cm x 
4.5 cm. The evaluation did not list the location of the wound. Progress was stalled.A Weekly Skin Check 
completed during a shower on 8/19/25 indicated R2 had a pressure injury on the coccyx. On 8/25/25, a 
physician provided the following orders: ~ Sacral wound - Cleanse with normal saline. Apply Santyl to wound 
bed. Do not apply to intact skin. Cover with bordered foam and change daily and as needed (PRN).~ Coccyx 
wounds - Cleanse with normal saline. Cover wound beds with collagen sheet and bordered foam. Change 
every 3 days and PRN. On 8/26/25, the following orders were entered in R2's medical record: ~ Measure 
open area to sacrum and document in wound skin tracker UDA. ~ Measure open area to coccyx and 
document in wound skin tracker UDA. (R2's medical record did not contain measurements for the above 
orders.) A Weekly Skin and Wound Evaluation, dated 9/7/25, indicated R2 had a stage 2 pressure injury that 
was 3.6 cm squared and measured 2.8 cm x 1.8 cm. The evaluation did not list the location of the wound. 
Progress was stable. Of note: The last Weekly Skin and Wound Evaluation was completed 8/14/25.A Weekly 
Skin Check, dated 9/9/25, indicated R2 had 2 sacral wounds and an order for Santyl to the wound bed and to 
cover with a foam dressing.On 9/9/25, R2's physician provided a wound clinic referral. A progress note, 
dated 9/12/25 at 3:31 PM, indicated the referral was faxed to the wound clinic.A progress note, dated 9/12/25 
at 3:11 PM, indicated R2 had nasal congestion, did not feel well, and wanted to stay in bed.A Weekly Skin 
and Wound Evaluation, dated 9/14/25, indicated R2 had a new (no start date indicated) unstageable 
pressure injury with slough and/or eschar that was 4.7 cm squared and measured 3.2 cm x 2.0 cm x 0.4 cm 
(depth). The evaluation did not list the location of the wound or indicate notifications were completed. 
Progress was deteriorating. On 9/14/25, the following orders were entered in R2's medical record:~ Coccyx 
wound - Cleanse with Vashe. Apply Santyl to wound bed. Cover with moist gauze for mild exudate. If heavy 
exudate, cover with calcium alginate instead every day and evening shift.~ Cleanse open area on gluteal fold 
with soap and water. Rinse well and pat dry. Cover with Exuderm Thin 2 x 2 for increased exudate every 
other day.A progress note, dated 9/15/25 at 2:53 PM, indicated R2 did not feel well, was tired, had a 
decreased appetite, and loose stool. R2's dressing was changed. Previous gauze packed in the wound was 
saturated with green/dark brown/black drainage and the wound was malodorous. A wound clinic appointment 
was scheduled for 9/16/25.A wound clinic note, dated 9/16/25, indicated R2 arrived alone in a wheelchair 
with a thin polyurethane foam cushion. There was an urgent recommendation for a ROHO cushion for 
offloading. Pre-debridement, R2 had a stage 4 decubitus sacral ulcer that measured 3.5 cm x 1.2 cm x 0.7 
cm. The wound bed contained chronic subcutaneous tissue that extended to the fascia. The periwound 
contained maceration. The wound was malodorous and had moderate seropurulent drainage. A culture was 
obtained. The facility was encouraged to evaluate R2 for a group 2 off-loading mattress as soon as possible. 
Wound vac therapy would be considered when R2's periwound was improved.The wound clinic provided the 
following orders:~ Stage 4 sacral ulcer - Remove dressing. May perform a gentle dry gauze rub to remove 
any loose tissue. Place Dakin's dampened gauze to fill wound cavity. Cover with ABD pad and Medipore 
tape or equivalent. Change dressing at least once daily and PRN for fecal soiling. Of note: An addendum to 
the order indicated the facility could use Vashe instead of Dakin's to cleanse the wound. On 10/30/25 at 8:45 
AM, Surveyor interviewed Wound Care Physician (WCP)-D who clarified a statement in the wound clinic note 
that indicated R2 had an adequate wheelchair offloading cushion. WCP-D indicated there was a transcription 
error and the note should have stated R2 had an inadequate wheelchair offloading cushion.R2's medical 
record contained an order (dated 9/16/25) for a fully inflated ROHO cushion when up in chair every shift. A 
progress note, dated 9/17/25 at 1:59 PM, indicated the facility's physician saw R2 for worsening sacrum 
wound concerns post-surgical debridement. The wounds had increased and had purulent, malodorous 
drainage. Treatment options were discussed, including the need for more in-depth wound treatment and a 
wound vac. The wound clinic was contacted to collaborate on a treatment plan to manage R2's exudate. The 
wound clinic indicated a wound vac may be needed and should be implemented prior to R2's next 
appointment. On 9/17/25, the facility's physician noted R2 had a post-debridement stage 4 ulcer that was 
malodorous and contained necrotic tissue at the borders. The wound contained saturated gauze packing. 
Pictures and wound care notes were reviewed. On 9/17/25, an order was initiated to cleanse R2's coccyx 
wound with Vashe, moist gauze for exudate, and cover with bordered foam dressing. Every day shift. 
Discontinue when wound vac applied. Of note: The order did not match the wound clinic order on 9/16/25.On 
9/19/25, R2 started Bactrim (an antibiotic) when the culture from 9/16/25 grew Proteus mirabilis.A Weekly 
Skin and Wound Evaluation, dated 9/19/25, indicated R2 had an unstageable pressure injury (despite the 
wound clinic indicating the wound was a stage 4) that was 6 cm squared and measured 2.3 cm x 3.5 cm. 
The evaluation did not list the location of the wound which was stable and contained light exudate with a 
moderate odor. An order from R2's wound clinic appointment on 9/16/25 that was transcribed on 9/20/25 
indicated: ~ Wound care: Coccyx - Cleanse periwound and wound bed with Vashe using gauze. Do not 
scrub. Fill wound with Vashe dampened roll gauze and cover with ABD. Secure with paper tape. Once daily 
every day shift. Discontinue when wound vac applied. A Weekly Skin and Wound Evaluation, dated 9/25/25, 
indicated R2 had an unstageable pressure injury that was 8.3 cm squared and measured 3.1 cm x 3.6 cm. 
The evaluation did not list the location of the wound.A wound clinic note, dated 9/26/25, indicated R2 had a 
new specialty bed and a ROHO cushion. A wound vac was applied. Post debridement, R2's wound 
measured 4.2 cm x 1.9 cm x 1.6 cm. The wound bed contained early granulations with subcutaneous 
necrosis that was debrided to viable tissue. The wound contained a large amount serosanguineous drainage 
but no odor. R2 had an order to change the wound vac every Monday/Wednesday/Friday.On 9/29/25, a 
urinary catheter was inserted to keep the wound from getting soiled.A progress note, dated 9/29/25 at 9:39 
PM, indicated the wound vac was not changed because supplies were unavailable. The physician stated to 
contact the wound clinic in the morning. Of note: R2's medical record did not indicate the wound clinic was 
contacted. R2's Treatment Administration Record (TAR) indicated the wound vac was changed on the next 
scheduled date (10/1/25). Of note: R2's wound vac was applied at the wound clinic on 9/26/25 and not 
changed for 5 days.A Weekly Skin and Wound Evaluation, dated 10/2/25, indicated R2 had an unstageable 
pressure injury that was 8.3 cm squared and measured 3.3 cm x 3.2 cm. The evaluation did not list the 
location of the wound.A wound clinic note, dated 10/3/25, indicated R2 had exposed sacral bone indicative of 
osteomyelitis. Post debridement, R2's wound measured 3.9 cm x 2.0 cm x 0.4 cm. The wound bed contained 
granulations (new connective tissue that forms in the healing stage of a wound). The wound contained a 
large amount of serosanguineous drainage with no odor and was improved. A culture was obtained. R2 was 
scheduled for a magnetic resonance imaging (MRI) scan (a medical imaging technique that uses a strong 
magnetic field and radio waves to produce detailed images of the body's internal structures) on 10/9/25. On 
10/6/25, R2 was prescribed levofloxacin (an antibiotic) when the culture grew Escherichia (E) coli.On 
10/8/25, staff were unable to obtain a photo of R2's coccyx due to iPad log in issues.A wound clinic note, 
dated 10/10/25, indicated R2 had exposed bone indicative of osteomyelitis. R2 was prescribed a 14-day 
course of levofloxacin and referred to the Infectious Disease clinic. Post debridement, R2's wound measured 
4.2 cm x 2.2 cm x 1.1 cm with undermining on the left side that reached 1.9 cm at 7 o'clock. The wound bed 
had granulations. The wound contained a large amount of serosanguineous drainage with no odor and was 
improved. An MRI confirmed sacral osteomyelitis with exposed bone. R2 was referred to Infectious Disease 
and would likely benefit from IV antibiotics.On 10/17/25 and 10/24/25, R2 saw the wound clinic and had 
continued orders for a wound vac. On 10/22/25, R2's TAR indicated the wound vac should have been 
changed. The treatment was not documented as completed and there was no corresponding progress note. 
On 10/27/25, R2 saw the Infectious Disease clinic who recommended a peripherally inserted central catheter 
(PICC) line and 2 grams of IV ceftriaxone (an antibiotic) every 24 hours for 6 weeks.On 10/28/25 at 12:58 
PM, Surveyor interviewed CG-C who indicated R2 had previous areas of concern but not to this extent. 
CG-C wondered if the severity of the pressure injury was avoidable. On 10/28/25 at 3:38 PM, Surveyor 
interviewed Registered Nurse (RN)-E via phone who was the interim DON from April through August 2025. 
RN-E indicated R2 had areas that opened and closed but nothing to this extent. When asked about R2's 
coccyx, sacrum, and gluteal cleft wound orders, RN-E thought the MASD and gluteal fold were healed and 
the coccyx/sacral region was not. RN-E contacted R2's facility physician for a wound clinic referral after 
RN-E observed R2's wound on 9/9/25 and noted it was worse than the last time RN-E saw it. RN-E could not 
recall when RN-E last saw the wound prior to 9/9/25.On 10/28/25 at 3:53 PM, Surveyor interviewed RN-F via 
phone who indicated weekly wound assessments are completed when the facility's system indicates they 
should be. RN-F confirmed pictures are obtained with an iPad. RN-F was surprised the evaluations did not 
contain a wound location. RN-F indicated R2's wound started at the gluteal crease and extended toward the 
coccyx. RN-F stated staff did a good job repositioning R2 who did not always like to be on R2's side. On 
10/28/25 at 2:20 PM, Surveyor interviewed DON-B who had recently started at the facility and was not 
involved with R2's wound progression. DON-B acknowledged there were missing weekly wound evaluations 
and verified the evaluations did not contain the location of the wound. When asked about treatment orders 
for R2's coccyx, sacrum, etc., DON-B indicated the facility did not have assessments for each of the 
treatment areas. DON-B verified R2's care plan was not updated until 9/26/25 but should have been updated 
upon discovery of the gluteal cleft wound on 8/5/25. When asked to check R2's wound clinic order from 
9/16/25, DON-B verified the order entered on 9/17/25 did not match the wound clinic order. When informed 
about WCP-D's concern for R2's wheelchair cushion, DON-B verified interventions should have been 
addressed and updated as soon as the wound was noted. DON-B also confirmed a Braden Scale 
assessment was not completed with R2's Significant Change of Condition MDS assessment. DON-B 
indicated photos were not obtained due to iPad issues when the facility changed ownership.On 10/28/25 at 
3:53 PM, Surveyor observed R2 in bed and noted R2's air mattress was set at 400 pounds. Of note: R2's 
weight on 10/28/25 was 228.8 pounds.On 10/29/25 at 12:50 PM, Surveyor interviewed Licensed Practical 
Nurse (LPN)-G via phone. Surveyor noted R2 had a stage 2 pressure injury on the gluteal cleft on 8/5/25; 
however, a weekly skin check on 8/19/25 indicated R2 had a wound on the coccyx. When asked if the 
physician was notified, LPN-G indicated it was probably the same area and stated R2 had three areas that 
were discovered at approximately the same time. Each wound progressed differently and more than likely 
merged into one wound with healed tissue in between. At one point, staff completed three different 
treatments. When asked if a wound assessment should have been completed for each area since each area 
had different orders, LPN-G indicated staff looked at the wound as one area. LPN-G verified accurate and 
thorough assessments should have been completed and should have contained the location of the wound. 
LPN-G verified there were issues with an iPad used for wound assessments and indicated assessments 
were likely missed. LPN-G entered an order for staff to document wound measurements in a progress note 
(which was not completed). When asked if staff could enter an assessment in R2's medical record without a 
photo, LPN-G indicated that was possible. LPN-G also indicated Braden Scale assessments and care plan 
updates may have been missed. LPN-G indicated R2 could have used a ROHO cushion for longer than R2's 
medical record indicated. R2 had a Broda chair which was too big to use for transport. LPN-G indicated R2 
used a smaller wheelchair for transport to the wound clinic and stated the ROHO cushion may not have been 
put in the wheelchair. LPN-G confirmed R2's medical record did not indicate R2 had a ROHO cushion prior 
to 9/16/25. When informed that R2's bed was set to 400 pounds, LPN-G indicated the bed should be set to 
R2's weight. LPN-G indicated staff enter an order to ensure the mattress is checked for functioning, however, 
the order does not usually contain a weight setting. LPN-G verified R2 did not have orders for either. When 
asked if R2's wound vac was changed on 10/22/25, LPN-G indicated if the wound vac was not changed, staff 
should have entered a note to indicate why.The failure to ensure a resident received the appropriate care 
and treatment for a stage 2 facility-acquired pressure injury that progressed to a stage 4 infected pressure 
injury created a reasonable likelihood for serious harm which led to a finding of immediate jeopardy. The 
immediate jeopardy was removed on 10/29/25. The deficient practice continues at a scope/severity level D 
(potential for more than minimal harm/isolated) as the facility continues to implement the following action 
plan: Educated staff on the facility's skin and wound assessment process, timely transcription and 
implementation of physician orders, what to do if supplies are unavailable, care plan updates, and Braden 
Scale assessments Wound physician to round weekly with facility staff devoted to wound care. Implemented 
new skin and wound assessment forms.Implemented skin impairment/new pressure area audits twice weekly 
for 6 weeks.
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