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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or 
her rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38129

Based on record review, observation, and interview of resident and staff, the facility failed to feed a resident 
when her meal tray was placed on her bedside table. The resident was left to observe her tray but not able to 
access the meal while staff fed another resident for approximately 20 minutes (Resident #11) and staff stood 
up over a resident while feeding him (Resident #6) for 2 of 3 residents sampled.

Findings included:

1. Resident #11 was admitted to the facility on [DATE] with diagnosis of muscle weakness.

Resident #11 ' s quarterly Minimum Data Set, dated dated dated [DATE] documented unclear speech, 
sometimes understood, usually understands. The resident was dependent for activities of daily living. 

On 10/29/21 at 12:20 an observation was done of Nursing Assistant (NA) #5 place Resident #11 ' s meal tray 
on her bedside table within her view. The tray was in the resident ' s room for approximately 20 minutes 
while NA #5 feed another resident across the hall. 

On 10/29/21 at 12:20 pm an interview was conducted NA #5. NA #5 stated she was not aware that she 
should not leave a meal tray in a resident ' s room when not ready to feed; it was a dignity issue.

On 10/29/21 at 12:40 pm an interview was conducted with Medication Aid #1. She was assigned to resident 
#6 and stated that the NAs should not leave a meal tray in front of the resident who was dependent until the 
NA was ready to feed. She stated she would speak to NA #5.

2. Resident #6 was admitted to the facility on [DATE] with the diagnosis of muscle weakness.

Resident #6 ' s care plan last updated on 9/21/21 documented that he was dependent for all activities of daily 
living.

Resident #6 ' s quarterly Minimum Data Set, dated dated dated [DATE] documented an intact cognition, 
dependent for activities of daily living, and active diagnosis of muscle weakness. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 10/29/21 at 12:20 pm an observation was done of Resident #6. The resident was in his bed and NA #5 
was standing at the bedside feeding him. The tray table was lateral to the bed and the NA had to reach over 
the bed to reach the resident. NA #5 was not conversing with the resident during feeding and had limited eye 
contact. 

On 10/29/21 at 12:20 pm an interview was conducted NA #5. She stated that sometimes she stood to feed a 
resident. She also stated that the bed was up and there was no chair in the room, it was easier to feed 
standing. NA #5 stated she would obtain a chair and sit to feed the resident. 

On 10/29/21 at 12:40 pm an interview was conducted with Medication Aid #1. She was assigned to resident 
#6 and stated that the NAs were required to sit while feeding a resident and would speak to NA #5. 

292345489

07/03/2024



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

345489 11/10/2021

Saturn Nursing and Rehabilitation Center 1930 West Sugar Creek Road
Charlotte, NC 28262

F 0558

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Reasonably accommodate the needs and preferences of each resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38129

Based on record review, observation, and interview of resident and staff, the facility failed to provide a call 
light to meet a dependent resident ' s (Residents #6 and 11) accommodation for 2 of 3 residents sampled.

Findings included:

1. Resident #6 was admitted to the facility on with the diagnosis of muscle weakness

Resident #6 ' s quarterly Minimum Data Set (MDS) documented that the resident had an intact cognition. 
The resident required extensive assistance with all activities of daily living. 

Care plan documented for Resident #6 last updated on 9/1/21 revealed the resident required assistance with 
all his activities of daily living (was dependent).

On 10/28/21 at 10:40 am an observation was done of Resident #6 in his bed. He had no use of his lower 
extremities and gross use of his arms and hands with no use of the fingers (able to bend). The resident had 
no call light in the room. 

On 10/28/21 at 10:40 am an interview was conducted with Resident #6. The resident stated he had no call 
light because he could not press the button. The resident had to holler (call out) for help and the staff could 
not always hear him. The resident stated it would take a long time to get help and that was a problem when 
he was in pain (resident had painful pressure ulcers).

On 10/29/21 at 7:00 am an interview was conducted with Nursing Assistant (NA) #3 (night shift). NA #3 
stated Resident #6 could call out for assistance. 

On 10/29/21 at 7:55 am an interview was conducted with Medication Aid #1. MA #1 stated she was familiar 
with and assigned to Resident #6. The resident was able to make his needs known and would call staff for 
assistance. She was aware the resident had no call light due to his inability to press the button.

On 10/29/21 at 10:30 am an observation was done of Resident #6 in his bed. There was a touch pad call 
light sitting on the resident ' s chest. The resident commented, they gave this to me today, and I can press it.

On 11/3/21 at 12:30 pm an interview was conducted with the Director of Nursing (DON) and corporate nurse 
consultant (CNC). The CNC stated that staff was aware of Resident #6 ' s inability to press a call light and a 
touch pad call device was placed on 10/29/21. The CNC stated that other dependent residents would be 
evaluated whether a touch pad call device would be a good option.

2. Resident #11 was admitted to the facility on [DATE] with diagnosis of anoxic brain damage.

(continued on next page)
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Level of Harm - Minimal harm or 
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Residents Affected - Few

Resident #11 ' s quarterly MDS dated [DATE] documented unclear speech, sometimes understood, usually 
understands. She had a moderately impaired cognition and was dependent for activities of daily living. Active 
diagnosis was anoxic brain damage. 

Resident #11 ' s updated care plan dated 7/11/21 documented the resident was dependent for all activities of 
daily living.

On 10/28/21 at 10:40 am the resident was observed to be calling staff. The resident was lying in her bed and 
her neck was bent to the right off the pillow and was unable to reposition. The resident had gross movement 
of her arms and hands and spastic movement of her legs.

Observation of the resident revealed the staff had not responded to the resident ' s verbal call for 
approximately 15 minutes. There was no call light in the room. The assigned staff MA #1 was retrieved to 
assist the resident. 

On 10/28/21 at 10:40 am an interview was attempted with Resident #11. She had garbled speech but was 
able to turn her head toward the pillow and struggle to move back on to the pillow unsuccessfully.

On 10/28/21 at 10:55 am an interview was conducted with MA #1. She stated that the resident had spastic 
muscles and had to be moved in the bed frequently. The resident was able to understand you, was checked 
periodically, and could make her needs known. 

On 11/3/21 at 12:30 pm an interview was conducted with the Director of Nursing (DON) and corporate nurse 
consultant (CNC). The CNC stated that staff was aware of Resident #6 ' s inability to press a call light and 
other dependent residents (including Resident #11) would be evaluated whether a touch pad call device 
would be a good option.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37538

Based on record review and interviews with the staff and Medical Doctor (MD) the facility failed to notify the 
MD when significant medications were omitted on 2 separate occasions (Resident #12, #13, and #14) and 
failed to the notify the MD when treatments were not provided as ordered (Resident #6 and #15) for 5 of 5 
residents reviewed for notification. 

The findings included: 

1. Resident #14 was admitted to the facility on [DATE] with diagnoses of hypertension and chronic diastolic 
heart failure. 

Review of the physician order written on 10/6/21 revealed Resident #14 was to receive diltiazem 120 
milligrams daily for hypertension. 

Review of a significant change Minimum Data Set (MDS) dated [DATE] assessed Resident #14's cognition 
as moderately impaired and required extensive assistance with bed mobility, transfers, and toilet use. The 
MDS medication review revealed diuretic and opioid medications were received 3 days during the 
assessment look back period. 

The care plan last revised on 10/12/21 identified cardiovascular disease diagnoses as atrial fibrillation, 
congestive heart failure, and hypertension with the goal for Resident #14 not experience complications 
through the next review. Interventions included administer cardiac medications as ordered. 

A review of Resident #14's MAR for October 2021 revealed on 10/10 and 10/24 the letter N (meaning not 
administered) was documented under the administration of diltiazem 120 milligrams scheduled at 8:00 AM. 

2. Resident #12 was admitted to the facility on [DATE] with a diagnoses of type 2 diabetes mellitus and 
dementia.

Review of the quarterly MDS dated [DATE] assessed Resident #12's cognition as being severely impaired 
and required total assistance with bed mobility, transfers, and toilet use and limited assistance with eating. 
The MDS medication review revealed insulin injections were given 7 days during the assessment look back 
period. 

The care plan last revised on 5/9/21 identified diabetes mellitus and uncontrolled blood sugar levels with the 
goal Resident #12 would have an A1C (a percentage of blood glucose readings over a period of 3 months) 
be below 6. Interventions included administer hypoglycemic agents and obtain blood sugar as ordered. 

Review of physician orders for insulin revealed Resident #12 was to receive aspart subcutaneously per 
sliding scale started on 3/24/21 and detemir inject 30 units subcutaneously every morning started on 6/24/21 
for the diagnosis of diabetes mellitus. 

(continued on next page)
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A review of Resident #12's Medication Administration Record (MAR) for October 2021 revealed on 10/10 
and 10/24 the letter N (meaning not administered) was documented for the times of 7:30 AM and 11:30 AM 
under the administration of sliding scale aspart insulin (a fast-acting antidiabetic medication) with no blood 
glucose readings documented. The letter N was documented under the administration of detemir insulin (a 
long-acting antidiabetic medication) inject 30 units subcutaneously scheduled at 8:00 AM.

3. Resident #13 was admitted to the facility on [DATE] with diagnoses of type 2 diabetes mellitus and chronic 
obstruction pulmonary disease. 

Review of physician orders for insulin revealed Resident #13 was to receive aspart 25 units subcutaneously 
before meals started on 6/29/21 and detemir inject 30 units subcutaneously twice a day started on 5/27/21 
for diabetes mellitus. 

Review of the quarterly MDS dated [DATE] assessed Resident #13's cognition as being intact and extensive 
assist was needed with bed mobility, transfers, and toilet use. The medication review of the MDS revealed 
insulin injections were administered for 7 days during the assessment look back period. 

The care plan last reviewed on 9/6/21 identified diabetes mellitus with the goal Resident #13 would not 
experience hypo and/or hyperglycemia through the next review. Interventions included administer insulin as 
ordered. 

A review of Resident #13's MAR for October 2021 revealed on 10/10 and 10/24 the letter N (meaning not 
administered) was documented under the administration of fast-acting insulin aspart inject 25 units 
scheduled at 7:30 AM and 11:30 AM. The letter N was documented under the long-acting insulin detemir 
inject 30 units scheduled at 8:00 AM. 

An interview was conducted on 10/29/21 at 4:06 PM with Nurse #1. Nurse #1 revealed on 10/10/21 and 
10/24/21 she worked on a unit that typically two nurses were assigned to cover and was the only nurse until 
approximately 3 to 4 PM on both days. Nurse #1 stated she did not think to call the MD and notify him 
residents had missed their medications and stated she was struggling to complete her task and felt 
overwhelmed with the assignment. 

During an interview on 10/29/21 at 4:30 PM the Director of Nursing (DON) revealed she was unaware 
residents did not receive all their scheduled medications on 10/10/21 or 10/24/21 due to insufficient nurse 
staff for an assignment. The DON revealed she was aware on 10/24/21 there was not a nurse to cover the 
second assignment and kept in contact with Nurse #1 to relay a message the second shift nurse was coming 
in early. The DON stated with the number of residents on that unit she would not expect one nurse could 
complete a 2-nurse assignment and successfully administer residents all their medication. 

An interview on 11/4/21 at 10:32 AM was conducted with the MD. The MD stated that when the residents 
missed medications there could be harm for critical medications that were missed. If insulin was not given 
and the blood glucose was not checked for the ordered sliding scale that would cause harm. The MD stated 
that staff on later shifts should have seen that medication was not given and tried to give the daily dose of 
medication. The MD stated he expected the nurse to report the missed medications to him or the Nurse 
Practitioner and that was not done, and he was not informed there were a lot of errors related to missed 
medications.

(continued on next page)
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38129

Findings included:

4. Resident #6 was admitted to the facility on [DATE] with muscle weakness and pressure ulcers to his right 
and left ischium and sacrum. 

Resident #6 ' s quarterly Minimum Data Set (MDS) dated [DATE] documented an intact cognition and active 
diagnosis of pressure ulcer. 

A review of Resident #6 ' s treatment administration record (TAR) for October 2021 orders for daily wound 
care treatments. The TAR revealed the following:

 Right toes care was not documented as provided on 10/1/21 - 10/4/21 and 10/6/21 - 10/10/21

 Left elbow care was not documented as provided on 10/20/21 - 10/25/21 and 10/29

 Right 5th toe (start 10/18/21) care was not documented as provided on 10/20/21 - 10/25/21 and 10/29

 Right ischium care was not documented as provided on 10/1/21 - 10/4/21, 10/6/21 - 10/10/21, 10/20/21 - 
10/25/21, and 10/29/21

 Left ischium care was not documented as provided on 10/1/21 - 10/4/21, 10/6/21 - 10/10/21, 10/20/21 - 
10/25/21, and 10/29/21

 Sacrum care was not documented as provided on 10/6/21 - 10/10/21, 10/20/21 - 10/25/21, and 10/29/21

The care was not documented as provided on the TAR. 

On 10/28/21 at 5:25 pm an interview was conducted with Nurse #1. Nurse #1 stated she was assigned on 
10/10/21 and 10/24/21 to cover 2 assignments and was unable to complete wound care due to a lack of 
staffing. The TAR for Resident #6 was not initialed because the care was not done. Nurse #1 stated that she 
informed the Director of Nursing (DON) on both occasions. Nurse #1 stated she had not informed the 
physician.

On 11/5/21 at 3:00 pm an interview was conducted with Nurse #9. Nurse #9 stated that the failure to provide 
wound care was discussed in the morning stand up meeting (daily clinical meeting where management was 
present). 

On 11/4/21 at 2:10 pm an interview was conducted with the Director of Nursing (DON) and corporate nurse 
consultant. Both staff stated after a review of Resident #6 ' s TAR documentation for October 2021, if there 
were no nursing staff initials documented, the care was not completed due to insufficient staffing. The DON 
stated she was made aware by Nurse #1 and Nurse #9 that wound care was not completed as ordered.

(continued on next page)
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On 11/4/21 at 11:10 am an interview was conducted with the facility physician. He stated that he was not 
made aware that Resident #6 ' s wound care was not completed as ordered. He stated if informed, he would 
have assessed the wounds.

5. Resident #15 was admitted to the facility on [DATE] with the diagnosis of muscle weakness.

Resident #15 ' s quarterly Minimum Data Set (MDS) dated [DATE] documented an intact cognition. Pressure 
ulcer was not coded. 

Resident #15 ' s treatment administration record (TAR) for September and October 2021 included an order 
for wound care to his right buttock wound daily. The TAR revealed: 

 Right buttock care was not documented as provided on 9/22/21 - 9/26/21, 10/1/21 - 10/6/21, 10/11/21 pm - 
10/15/21, 10/17/21 - 10/28/21, 10/20/21 - 10/22/21, 10/23/21 pm, 10/28/21 pm, and 10/30/21 am

On 10/28/21 at 5:25 pm an interview was conducted with Nurse #1. Nurse #1 stated she was assigned on 
10/10/21 and 10/24/21 to cover 2 assignments and was unable to complete wound care due to a lack of 
staffing. The TAR for Resident #15 was not initialed because the care was not done. Nurse #1 stated that 
she informed the Director of Nursing (DON) on both occasions. Nurse #1 stated that a lack of staffing that 
affected the ability to provide care was an ongoing problem and management was aware that care was not 
being completed. Nurse #1 was aware that 10/10/21 and 10/24/21 were not the only days in October 2021 
that had insufficient staff and care was not completed as reflected in the blank TAR documentation. Nurse #1 
stated she had not informed the physician.

On 11/4/21 at 2:10 pm an reinterview was conducted with the Director of Nursing (DON) and corporate nurse 
consultant. Both staff stated after a review of Resident #15 ' s TAR documentation for September and 
October 2021, if there were no nursing staff initials documented, the care was not completed due to 
insufficient staffing. The DON stated she was made aware by Nurse #1 and Nurse #9 that wound care was 
not completed as ordered.

On 11/4/21 at 11:10 am an interview was conducted with the facility physician. He stated that he was not 
made aware that Resident #15 ' s wound care was not completed as ordered. He stated if informed, he 
would have assessed the wounds.
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Residents Affected - Some

Provide care and assistance to perform activities of daily living for any resident who is unable.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38129

Based on record review, observation, and interview of resident and staff, the facility failed to provide hair 
wash and nail care to a dependent resident (Resident #6) for 1 of 3 residents sampled.

Findings included:

Resident #6 was admitted to the facility on [DATE] with the diagnosis of muscle weakness.

Resident #6 ' s care plan last updated on 9/21/21 documented that he was dependent for all activities of daily 
living.

Resident #6 ' s quarterly Minimum Data Set, dated dated dated [DATE] documented an intact cognition, 
dependent for activities of daily living, and active diagnosis of multiple muscle weakness. 

A review of Resident #6 ' s shower/bathing sheets provided by the facility for the month of October 2021 
revealed he had a bed bath on 10/6/21, 10/20/21, 10/23/21, and 10/27/21. Hair care was documented as 
provided on 10/6/21 and 10/21/21. Nail care was documented as provided on 10/6/21 and 10/23/21. 

On 10/28/21 at 10:40 am an interview was conducted with Resident #6. The resident stated that his hair had 
not been washed in a long time. The resident could not remember when. The resident stated that he would 
like to have his hair washed and nails cut. The resident stated the staff had not offered to cut my nails.

On 10/28/21 at 10:40 am an observation was done of Resident #6 while in his bed. The resident ' s hair 
appeared greasy and segmented. The resident had limited use of his hands and his right hand was held 
closed. The nails were noted to be long and pressed into his palm. Skin was intact. 

On 10/29/21 at 7:00 am an interview was conducted with Nursing Assistant (NA) #3. The NA stated the 
nursing assistants were responsible to cut the resident ' s nails if they were not a diabetic. The NA agreed 
that Resident #6 ' s nails were quite long. Observation was done of the NA wash and cut Resident #6 ' s 
nails with the assistance of assigned Nurse #6. The NA stated that residents get their hair washed when they 
have a shower. Since Resident #6 was bed bound and had wounds, he would need to have his hair washed 
in the bed. The NA stated she was not sure when Resident #6 had his hair washed last.

On 11/4/21 at 11:30 am an observation and interview were done of Resident #6 in his bed. His hair remained 
unchanged with a greasy appearance that was segmented. The resident stated he had not had his hair 
washed. 

On 11/4/21 at 2:10 pm an interview was conducted with the Director of Nursing (DON) and corporate nurse 
consultant. Both staff stated they were made aware that care was not completed due to insufficient staffing. 
The DON was made aware that hair and nail care were not completed for Resident #6 and agreed care 
should be done. 
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Provide appropriate pressure ulcer care and prevent new ulcers from developing.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38129

Based on record review, observation and interviews with resident, staff, guardian, Wound Family Nurse 
Practitioner and physician, the facility failed to: assess and document wounds consistently; provide wound 
treatments as ordered; and provide pressure relief from equipment that operated in accordance with 
manufacturer ' s instructions. These failures led to the development of new wounds, wounds that worsened 
in size and became infected (#6 and #15), and wounds that resulted in hospital interventions. These 
problems affected 2 of 3 sampled residents with pressure ulcers. Resident #6 developed a new pressure 
ulcer on the elbow, developed larger wounds on the hips and sacrum that became infected, acquired 
osteomyelitis of the toe and expressed pain from inadequate pressure relief while in bed. Resident #6 
required hospitalization for treatment of the osteomyelitis with intravenous antibiotics. Resident #15 
developed a new wound that advanced to the highest stage with infection. This resulted in surgical 
debridement and hospital treatment. 

Immediate jeopardy began on 9/22/21 for Resident #15 when the facility failed to provide ongoing 
assessment for skin abrasion of his buttock which resulted in a black necrotic unstageable pressure ulcer the 
size of a fist that required surgical debridement. Immediate jeopardy began on 10/11/21 for Resident #6 
when his right toe unstageable ulcer required debridement and antibiotics. Immediate jeopardy was removed 
on 11/7/2021 when the facility implemented a credible allegation of immediate jeopardy removal. The facility 
will remain out of compliance at a lower scope and severity level of E (no actual harm with a potential for 
minimal harm that is not Immediate Jeopardy) to ensure monitoring of systems are put in place and to 
complete employee in-service. 

Findings included:

1. Resident #6 was admitted to the facility on [DATE] with muscle weakness and pressure ulcers to his right 
and left ischium and sacrum. 

Resident #6 ' s admission Minimum Daily Set (MDS) dated [DATE] documented he had an intact cognition. 
He had bowel incontinence. He had one stage 4 pressure ulcer and 6 unstageable pressure ulcers with 
suspected deep tissue injury.

Resident #6 ' s quarterly MDS dated [DATE] documented he had 2 stage 3 pressure ulcers, 3 stage 4 
pressure ulcers, and 3 unstageable pressure ulcers with suspected deep tissue injury. He had bowel 
incontinence.

Resident #6 ' s physician order dated 6/19/21 right toes paint area with betadine daily for deep tissue injury.

Resident #6 ' s physician order dated 7/12/21 for the right ischium was to clean with wound cleanser daily 
and pat dry. Pack with wet Dakin ' s 0/5% solution gauze and cover with dry sterile dressing (DSD).

(continued on next page)
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Resident #6 ' s physician order dated 7/12/21documented left ischium clean with wound cleanser daily and 
pat dry. Pack with wet Dakin ' s solution gauze and cover with dry sterile dressing (DSD). Resident #6 ' s 
physician order dated 7/12/21 for the sacrum was to clean with wound cleanser daily and pat dry. Pack with 
wet Dakin ' s solution gauze and cover with DSD.

Resident #6 ' s care plan last updated for pressure ulcers on 9/21/21 documented that he had pressure 
ulcers to his left heel, right toes, left elbow, bilateral ischium, and sacrum. The right toes all had black 
necrotic tissue, unstageable, and scabbed (stable). Interventions for pressure ulcers were pressure reduction 
device and turning. 

Resident #6 ' s pressure ulcer reduction bed was to enhance healing and prevent skin breakdown. The 
manufacturer instructions indicated close supervision was needed when used by a person with disability. The 
mattress inflation level was according to the person ' s weight and comfort level in conjunction with the 
physician. The manufacturer ' s comfort and weight level table provided the inflation recommendation by the 
person ' s weight. Service and malfunction will light for malfunction of the mattress. Warning: the pump unit 
should always be operating to prevent bedsores from occurring.

The wound care family nurse practitioner progress note dated 9/9/21 documented Resident #6 ' s wound to 
sacrum was stage 4 and had length 6 centimeters (cm), width 3 cm, and depth 2 cm. There was no tunneling 
(opening under the skin in one direction) and there was moderate serosanguinous drainage and undermining 
(opening under the skin in more than one direction) at 9 o ' clock of 1.1 cm. The wound to his left ischium 
was stage 4 had length 3 cm, width 2.1 cm, and depth 1.2 cm. There was yellow necrotic tissue with minimal 
serosanguinous drainage. The wound to his right ischium was stage 4 had length 3.8 cm, width cm 1.5, and 
depth 1 cm. There was yellow necrotic tissue. There was no tunnel for either ischium pressure ulcer but 
slight odor. The ischium and sacral ulcers had improved. Right toes all had black necrotic tissue, were 
unstageable, and scabbed.

The wound care family nurse practitioner progress note dated 9/20/21 documented Resident #6 ' s left elbow 
was an unstageable skin tear and had length 2.5 cm, width 1.6 cm, and depth 0.1 cm. No tunneling was 
observed and had mild serous draining. The sacrum wound was stage 4 and had length 6.1 cm, width 3.4 
cm, and depth 1.9 cm. There was undermining at 9 o ' clock at 1.1 cm. No tunnel observed and had yellow 
necrotic tissue. There was moderate serosanguinous drainage with moderate odor. The left ischium was a 
stage 4 pressure ulcer and had length 2.9 cm, width 2.0 cm, and depth 1.1 cm. No tunneling was observed. 
Yellow necrotic tissue was present. Status: sacral and ischial wounds were improving. Right toes all had 
black necrotic tissue and unstageable.

Resident #6 ' s treatment administration record (TAR) for October 2021 revealed several treatments were not 
signed as completed.

The right toes had an order dated 6/20/21 to paint with betadine each day scheduled at 2:30 pm: dates 
10/1/21 - 10/4/21 and 10/6/21 - 10/10/21 had no initials documented for care completed.

The right ischium had an order dated 7/22/21 to cleanse and pack with wet Dakin ' s 0.5% solution 
(antiseptic medication) and cover with a DSD. There were no initials entered for care completed on the 2:30 
pm block for 10/1/21 - 10/4/21 and 10/6/21 - 10/10/21.

(continued on next page)
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The left ischium had an order dated 7/22/21 to cleanse and pack with wet Dakin ' s 0.5% solution and cover 
with a DSD. There were no initials entered for care completed on the 2:30 pm block for 10/1/21 - 10/4/21 and 
10/6/21 - 10/10/21.

The sacrum had an order dated 7/12/21 to cleanse with wound cleanser daily wet Dakin ' s 0.5% solution 
and cover with a DSD. There were no initials entered for care completed on the 2:30 pm block for 10/1/21 - 
10/4/21 and 10/6/21 - 10/10/21.

On 10/28 at 5:25 pm an interview was conducted with Nurse #1. Nurse #1 stated the TAR was not initialed 
because the wound care was not done.

A nurses ' note dated 10/11/21 documented that the facility nurse practitioner observed Resident #6 ' s 
pressure ulcers and determined that the right toe declined and appeared infected. An order to send the 
resident to the hospital was provided. 

Resident #6 was hospitalized from 10/11/21 until 10/18/21 for treatment of his infected right foot toe. 

The hospital discharge summary dated 10/18/21 for Resident #6 documented that the resident ' s right toe 
was infected, and he had acquired an osteomyelitis (infection of the bone) to that toe. The resident remained 
admitted for intravenous antibiotics and was discharged back to the facility with continued antibiotics. The 
ischiums and sacral pressure ulcers were stage 4.

Resident #6 ' s TAR documentation after readmission to the facility was as follows. 

The left elbow had an order to cleanse, apply calcium alginate, and cover with DSD. There were no initials 
entered for care completed on the 2:30 pm block for 10/20/21 - 10/25/21 and 10/29/21. 

The right 5th toe had an order to paint with betadine daily. There were no initials entered for care completed 
on the 2:30 pm block for 10/20/21 - 10/25/21 and 10/29/21. 

The right ischium had an order to cleanse and pack wet with Dakin ' s solution and cover with DSD daily. 
There were no initials entered for care completed on the 2:30 pm block for 10/20/21 - 10/25/21 and 10/29/21.

The left ischium had an order to cleanse and pack wet with Dakin ' s solution and cover with DSD daily. 
There were no initials entered for care completed on the 2:30 pm block for 10/20/21 - 10/25/21 and 10/29/21.

The sacrum had an order to cleanse with wound cleanser, pack wet with Dakin ' s solution and cover with 
DSD. There were no initials entered for care completed on the 2:30 pm block for 10/20/21 - 10/25/21 and 
10/29/21.

(continued on next page)
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On 10/28 at 5:25 pm an interview was conducted with Nurse #1. Nurse #1 stated she was assigned two 
nursing units due to lack of staff on 10/10/21 and 10/24/21 for day shift 7 am to 3 pm. Nurse #1 was asked to 
stay for one nurse assignment for evening shift 3 pm to 11 pm due to a lack of staffing on the same days. 
Nurse #1 stated that her additional day shift assignment included Resident #6 ' s wound care. Nurse #1 
stated that she was not able to provide wound care and supervision (to include checking Resident #6 ' s air 
mattress inflation device for appropriate pressure) to any of the residents on the additional assignment, 
which included Resident #6 ' s wound care. Total residents for both nursing assignments were more than 30 
residents. The treatment administration record (TAR) was not initialed because the care was not done. Nurse 
#1 stated that she informed the Director of Nursing (DON) on both occasions. Nurse #1 stated that a lack of 
staffing was an ongoing problem and management was aware that care was not being completed. Nurse #1 
was aware that 10/10/21 and 10/24/21 were not the only days in October 2021 that had insufficient staff and 
care was not completed as reflected in the blank TAR documentation.

On 11/4/21 at 2:10 pm an interview was conducted with the DON and Corporate Nurse Consultant. Both staff 
stated after a review of Resident #6 ' s TAR documentation for October 2021, if the resident was out of the 
facility there would be a star in the initial box and if there were no nursing staff initials documented, the care 
was not completed due to insufficient staffing. The DON stated she was made aware that wound care was 
not completed as ordered, not always when it happened. The DON stated that for the first three weeks in 
October 2021 the wound care family nurse practitioner was not available, and the assigned residents ' 
wounds were not assessed and measured during this time. The DON stated that there was not a wound care 
nurse and assigned nursing staff had not measured the resident ' s wounds during October. 

Resident #6 ' s quarterly Minimum Data Set, dated dated dated [DATE] documented five stage IV pressure 
ulcers with four present on admission and 1 unstageable pressure ulcer. Resident #6 ' s weight was 168 
pounds.

The care plan was not updated after hospitalization .

The wound care family nurse practitioner progress note dated 10/26/21 documented right elbow pressure 
ulcer (started as a skin tear) had length 2.6 cm, width 0.8 cm, and depth 0.1 cm. There was scant serous 
drainage, and the wound was declining. Sacral wound had length 7.3 cm, width 5.1, and depth 3.2. There 
was a tunnel of 6.4 cm (new). Around the wound was red. There was yellow necrotic tissue and moderate 
foul-smelling drainage. The wound was declining. The left ischium had length 4.5 cm, width 4.4 cm, and 
depth 3.4 cm. Around the wound was red. There was yellow necrotic tissue with minimal serosanguinous 
drainage. The wound was declining. The right ischium had length 4.1 cm, width 4.2 cm, and depth 3.1cm. 
Around the wound was red. There was yellow necrotic tissue with minimal serosanguinous draining. The 
wound was declining. Right foot toes: 2nd, 3rd, and 4th toes were now open and declining. There was 100% 
necrotic tissue with no drainage. 

On 10/28/21 at 10:10 am an observation was done of Resident #6 in his pressure reduction air mattress bed. 
The resident was slightly off to his left leaning on his left elbow. Observation of the air flow pressure device 
for the mattress indicated a red light on maintenance and the light for pressure by weight had indicated less 
than 100 pounds (lbs). The resident had a wound dressing to his left elbow, bilateral shins, and right heel 
and foot. Both legs were edematous. The resident ' s heels were off the bed. The air mattress was soft to the 
touch, pressure was below 100lbs and then disappeared on the indicator.
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On 10/28/21 at 10:40 am an interview was conducted with Resident #6. The resident complained that his 
sacral pressure ulcer was hurting and thought the mattress was soft and had been soft. The resident did not 
know why. He stated that he had several open areas in his skin. The resident stated that his dressings were 
not always changed. The resident stated that he had received his pain medication but was uncomfortable on 
the bed. 

On 10/28/21 at 12:15 pm an observation was done of Resident #6 in his pressure reduction air mattress bed. 
The resident was slightly off to his left leaning on his left elbow. Observation of the air flow pressure device 
for the mattress indicated a red light for maintenance and the light for pressure by weight was indicating less 
than 100 lbs. 

On 10/28/21 at 2:40 pm an observation was done of Resident #6 in his pressure reduction air mattress bed. 
The resident was slightly off to his left leaning on his left elbow. Observation of the air flow pressure device 
for the mattress indicated a red light for maintenance and the light for pressure by weight had indicated less 
than 100 lbs 

On 10/28/21 at 4:10 pm an interview was conducted with Nurse #4 who was assigned to Resident #6. She 
stated she was in earlier to check Resident #6 ' s air mattress control box to see if it was lit. She was not 
aware that the device had a maintenance red light lit. She did not know who would trouble shoot/fix the 
mattress air pressure and would need to inform maintenance. She stated that the resident does not like to be 
turned because it caused him pain.

On 10/28/21 at 5:10 pm an observation was done of Resident #6 on his pressure reduction air mattress bed. 
The resident was slightly off to his left leaning on his left elbow. Observation of the air flow pressure device 
for the mattress indicated a red light on maintenance and the light for pressure by weight was indicating less 
than 100 lbs.

On 10/29/21 at 6:45 am an observation was done of Resident #6 in his bed. The pressure reduction air 
mattress was inflated, and the pressure monitor red maintenance light was no longer lit. The pressure light 
indicated it was set at 1000 lbs.

On 10/29/21 at 7:00 am an interview was conducted with Nurse #6 night-shift nurse assigned to Resident #6. 
She stated she looked at the air mattress control device to make sure it was lit and observed the control 
device during interview. (Nurse #6 was not aware that it was set to 1000 lbs).

On 10/29/21 at 7:55 am an interview was conducted with the Activities Coordinator/Medication Aide 
(AC/MA). She was assigned to Resident #6 for day shift. She stated the resident was on a pressure 
reduction air mattress and looked at the pressure regulation device at the end of the bed, not just that it was 
lit but that it was providing proper pressure. The setting was set to 1000 lbs. She observed the pressure 
device during interview and had not commented if the pressure was set at the proper setting for the resident. 
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On 10/29/21 at 11:10 am an observation was done of Resident #6 ' s wound care. Care was provided by 
Nurse #7. She commented that the pressure ulcers to the sacrum and 2 ischiums were deep and without 
signs and symptoms of infection. Nurse #7 observed and unlocked the pressure reduction mattress because 
the setting was at 1000 lbs. Nurse #7 changed the setting to 200 lbs to match up closer to the resident ' s 
weight. The resident was noted to sink in the center almost to the frame of the bed. Nurse #7 stated that 
there was an air mattress beneath the resident ' s torso. The DON entered the room and took a picture of the 
air mattress pressure device and serial number. The DON commented that the air mattress device was 
broken and would need to be replaced. The DON commented that 1000 lbs was not the correct pressure for 
Resident #6.

On 10/29/21 at 12:10 pm an interview was conducted with the DON. The DON stated she did not know the 
air mattress device was not working until today and she did not know how long it had not been operating 
correctly. Staff had not reported that the mattress was in maintenance mode. The DON was aware that 
Resident #6 ' s pressure ulcer had declined and that the pressure reduction bed was part of the resident ' s 
plan to prevent further pressure ulcer. She said the bed would be replaced.

On 10/29/21 at 1:40 pm an interview was conducted with the wound family nurse practitioner for Resident 
#6. She stated that Resident #6 was assessed and measured on 10/26/21 and all pressure ulcers had 
declined. She stated that an inoperable pressure reduction bed that was too soft or too hard would not 
provide pressure reduction and would harm frail, pressure ulcerated tissue. She stated that Resident #6 was 
a high risk for infection and sepsis and daily wound care was important to prevent infection. She stated that 
without pressure reduction and wound care the wounds would be expected to decline. She stated she was 
aware that there were no assessments and measurements of the residents that were being followed for 
wound for the prior 3 weeks to the 10/26/21 visit, staff was unavailable.

On 11/1/21 at 10:32 am an interview was conducted by telephone with the facility physician. He stated that 
an air mattress pressure reduction bed was for pressure reduction. If the mattress was too soft or too hard 
(not operating), it would cause undue pressure and injury. 

On 11/4/21 at 11:10 am an interview was conducted with the facility physician. He stated that if the wound 
care was not completed as ordered or missed, the wound could become infected or worsen (larger). He 
stated that he was not made aware that Resident #6 ' s wound care was not completed as ordered and was 
aware that the resident was hospitalized for his pressure ulcer infection in October 2021 (10/11/21 to 
10/18/21) and was aware that all the pressure ulcers had declined (wound nurse practitioner visit of 
10/26/21). He stated that residents informed him they waited for wound care and the assigned nurse 
informed the resident they would return but had not returned. He stated that the failure to provide wound care 
for Resident #6 contributed to his infection. 

2. Resident #15 was admitted to the facility on [DATE] with the diagnoses of neurological disorder and 
muscle weakness.

Resident #15 ' s quarterly Minimum Data Set, dated dated dated [DATE] documented an intact cognition. His 
active diagnosis was muscle weakness. Pressure ulcer was not coded.

Resident #15 ' s admission Braden Scale documented he was a high risk for pressure ulcer.
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Resident #15 ' s care plan documented a problem onset dated 5/9/19 at risk for pressure ulcers related to his 
diagnosis, immobility, and incontinence. Interventions included weight shift and daily observation of skin.

Resident #15 ' s nurses ' note written by Nurse #9 dated 9/22/21 documented right buttocks (ischium) open 
area noted that went from skin abrasion to stage 2 quickly, in a matter of days. 

The wound had declined with necrotic tissue. Resident #15 was planned for surgical consult. A new order 
Physician order dated 9/22/21 was written for wound care to right buttock was cleanse with wound cleanser, 
pat dry, apply medi-honey, and cover with a dry sterile dressing (DSD) every day and as needed for soiling.

On 11/5/21 at 3:00 pm an interview was conducted with Nurse #9. She stated that she was assigned to 
Resident #15. She had identified the skin abrasion to the ischium which she covered with a DSD that was 
now a stage 2 and Medi-honey and dressing was ordered for each day. On 9/22/21 Nurse #9 stated she 
observed Resident #15 ' s ischium wound which had declined to a black necrotic unstageable pressure ulcer 
the size of her fist. The facility nurse practitioner was informed of the wound decline and assessed the 
resident by video. The facility nurse practitioner gave orders for a surgical consult: concern for infection and 
needed debridement of eschar tissue. Nurse #9 informed the nurse practitioner that Resident #15 had not 
received wound care on several occasions in September 2021. Nurse #9 stated that she was aware that 
wound care was not being completed due to insufficient staffing and observed on the North Unit that staffing 
had not completed wound care even when staffed. Nurse #9 would round with the wound care nurse 
practitioner each week and reviewed the TAR. Nurse #9 stated that the wound care was not initialed as 
being completed for several residents. After Nurse #9 stated she inquired why there were no initials, she was 
informed by nursing that the care was not completed. Nurse #9 stated she informed the Director of Nursing 
(DON) of the failure to provide wound care to multiple residents on multiple dates during the month of 
September 2021. Nurse #9 stated that the failure to provide wound care was discussed in the morning stand 
up meeting (daily clinical meeting where management was present). Nurse #9 stated that the facility was 
aware that wound care was not being completed. Nurse #9 had changed her employment status to as 
needed and had not been back in the facility since 10/1/21.

Resident #15 ' s Treatment Administration Record (TAR) for September 2021 documented care for right 
buttock as ordered starting on 9/23/21 at 2:30 pm. There were no initials on the TAR to indicate care was 
provided for the dates of 9/23/21 - 9/26/21. 

Resident #15 ' s TAR for October 2021 documented care for right buttock as ordered at 2:30 pm. There were 
no initials for care provided dated 10/1/21 - 10/6/21 (star in signature/initial block for remainder of the month 
for 10/7/21 hospitalization ). 

Resident #15 ' s nurses ' note dated 10/6/21 documented he was sent out for surgical consult of the pressure 
ulcer stage 5 ischium wound per the wound nurse practitioner. 

Resident #15 ' s discharge MDS dated [DATE] documented an intact cognition and stage 4 (ischium) 
pressure ulcers. 

Resident #15 ' s hospital history and physical dated 10/7/21 documented inpatient admission for a worsening 
pressure ulcer now a stage 4 with deep wound infection. Plan for operative debridement. 

(continued on next page)
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F 0686

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

Resident #15 ' s facility nurse practitioner ' s progress note dated 10/11/21 for follow-up on sacral wound 
after debridement documented there was skin breakdown to sacrum and right buttocks. The resident ' s 
wound was examined last week (before debridement), and it had black eschar circular of right buttock and 
there was evidence of purulent drainage on his dressing. Resident was sent to the hospital for debridement 
for the black eschar and purulent drainage (10/7/21). The wound tissue was now pink with serous drainage 
and was packed with gauze and no current signs of infection. The resident had an elevated which cell count 
while in the hospital.

Resident #15 ' s physician order dated 10/11/21 indicated to clean the ischium with Dakin ' s, pack with 
soaked Dakin ' s, and DSD twice a day.

Resident #15 ' s October TAR for wound care order beginning 10/11/21 documented no initials for care 
provided 10/11/21 pm - 10/15/21 for twice a day dressing, no initials for 10/17/21 - 10/18/21 twice a day 
dressing, no initials for 10/20/21 - 10/22/21 for twice a day dressing, and no initials for 10/23/21 in the pm.

Resident #15 ' s facility nurse practitioner progress note dated 10/18/21 documented follow up for decubitus 
ulcer. Approximately 2 weeks ago the resident had surgical debridement. She ordered wound care nurse 
practitioner to follow closely. Order for Dakin ' s solution cleanse and pack with Dakin ' s wet-to-dry dressing 
twice a day. 

A review of Resident #15 ' s medical record had no documentation of care by the wound care nurse 
practitioner.

Resident #15 ' s physician progress note date 10/25/21 documented the resident had an altered mental 
status, low oxygen saturation of 82%, pulse of 102 and blood pressure of 80/69. The resident was sent to the 
hospital. 

Resident #15 ' s discharge summary dated 10/28/21 documented the resident ' s diagnoses as sepsis, acute 
encephalopathy, elevated heart enzymes (shows injury), and fast ventricular heart rate. Antibiotic coverage 
was provided. Suspected sacral ulcer infection. Hospital physical therapy recommended a motorized 
wheelchair to get the resident up off his sacral ulcer.

Resident #15 ' s physician order dated 10/28/21 was right ischial wound stage 4 pressure ulcer clean with 
Dakin ' s and pack with Dakin ' s-soaked gauze and cover with a DSD twice a day.

Resident #15 ' s TAR for October of 2021 order began 10/28/21 had initials for care provided except for 
10/28/21 10:30 pm and 10/30/21 2:30 pm.

On 11/3/21 at 2:02 pm an interview was conducted with the Guardian/RP (responsible party) for Resident 
#15. The RP stated that the resident acquired a pressure ulcer in September that quickly worsened. The 
resident had informed her his wound care was not being completed regularly and he was not getting out of 
bed. The resident has had to have two debridements to his ischium/sacral pressure ulcer due to infection 
and necrotic tissue which was a change. The resident had advancing disease and was at risk for sepsis.

(continued on next page)
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F 0686

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

On 11/4/21 at 11:10 am an interview was conducted with the facility physician. He stated that if the wound 
care was not completed as ordered or missed, the wound could become infected or worsen. He stated that 
he was not made aware by the facility that Resident #15 ' s wound care was not completed as ordered and 
was aware that the resident required debridement. He stated that residents informed him they waited for 
wound care. The assigned nurse stated to residents they would return and had not returned when I saw the 
resident later in the day. The physician did not indicate which residents informed him. He stated that a failure 
to provide wound care would be a contributor to infection. The physician was informed that an interview with 
the facility nurse practitioner that he supervised would need to be interviewed.

An interview was attempted with the facility nurse practitioner on 11/4/21 and 11/5/21. Message was not able 
to be left, the mailbox was full. The supervising facility physician was informed on 11/4/21 by telephone 
message and no return call was provided from the facility nurse practitioner or physician.

On 11/4/21 at 2:10 pm an interview was conducted with the DON and corporate nurse consultant. Both staff 
stated TAR documented if the resident was out of the facility there would be a star in the initial box and if 
there were no nursing staff initials documented, the care was not completed due to insufficient staffing. The 
DON stated she was made aware that wound care was not completed as ordered, but not always when it 
happened. The DON stated that for the first three weeks in October 2021 the wound care family nurse 
practitioner was not available, and the residents ' wounds were not assessed and measured during this time. 
Resident #15 was not seen by the wound care nurse practitioner. The DON stated that there was not a 
wound care nurse and assigned nursing staff had not measured the resident ' s wounds during the first three 
weeks in October. Assigned nursing staff were responsible to provide wound care as ordered and there was 
no replacement for the wound care practitioner ' s assessment and measurement. 

On 11/4/21 at 2:05 pm an interview was conducted with Resident #15. He stated that he had a wound to his 
backside that had recent surgery. He stated that the staff does not always change his dressing, they missed 
some. He stated that he had not gotten up because his wheelchair was too small, and he needed to lean 
back which caused him to be stuck in bed. The resident stated the surgeon informed him he should be 
getting up to relieve pressure on his backside. 

On 11/4/21 at 2:05 pm an observation was done of Resident #15. He was in his bed with an egg-crate 
mattress (foam mattress). The resident was large and filled the bed. There was a pressure reduction cushion 
on the wheelchair. The wheelchair appeared to be too narrow for the resident ' s width and had no option to 
lean back.

The Administrator was notified of the immediate jeopardy on 11/5/2021 at 7:12 pm. 

On 11/6/2021 the facility provided an acceptable credible allegation for immediate jeopardy removal that 
included the following: 

Allegation of Compliance F 686 Pressure Ulcers

The facility failed to provide sufficient nursing staff to ensure residents received consistent pressure ulcer 
wound care as ordered which resulted in wound decline, infection, needed surgery, and antibiotic 
administration. (Residents #6 and #15).

(continued on next page)
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F 0686

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

Resident #6 was readmitted with diagnosis: chronic osteomyelitis, epilepsy, urinary retention and pressure 
ulcer. TARS reveal scattered missing wound treatments during the last month. He was discharged to the 
hospital on 10/11/21 for treatment of a declining wound and readmitted on [DATE]. On 10/29/2021, it was 
noted that his air mattress had malfunctioned, and it was replaced. Resident # 6 was assessed for current 
wounds and treatments on 11/5/2021 by wound nurse practitioner, treatment nurse and nurse consultant. 
Treatment orders are to continue at this time, after reevaluation. Air mattress is functioning properly and 
checked every shift for continued function and resident is noted to be comfortable during wound evaluation.

Resident #15 was originally admitted on [DATE] with diagnosis: multiple sclerosis, failure to thrive, and 
pressure ulcer. Wound was noted on 9/22/2021 to extend to the right ischial area with identification of the 
right buttock which is noted in the residents ' wound records as a Stage 4. Resident was transferred to the 
hospital for left sided facial drooping and increased aphasia while participating in therapy. During 
hospitalization it was noted that resident ' s wound had necrotic eschar and wound was debrided during this 
hospitalization . Resident was readmitted on [DATE] with new orders for wound which were initiated. 
Resident was seen by in-house treatment nurse and wound nurse practitioner on 11/05/2021. Resident was 
comfortable and had no pain with treatment provided. Air mattress initiated and functioning properly on 
11/06/2021.

The Facility currently has a total of ten (10) residents with wounds, as of 11/05/2021. The Facility has 
employed a Full-Time wound Nurse for the facility 11/5/2021. The Corporate Clinical Nurse completed a 
Competency with the facility wound nurse and Director of Nursing to ensure they were competent in wound 
identification, measuring, treatments and healing.

The Director of Nursing and Administrative Nurses completed a Head- to- toe assessment of current 
residents on 11/04/2021, to evaluate current skin condition and identify any new skin deficiencies. Any areas 
identified were cross referenced with resident ' s Treatment Administration Record to ensure treatments were 
in place and being implemented timely. Any new areas that would have been identified the resident ' s 
attending physician would have been notified and treatment order obtained. There were no new areas noted.

11/4/2021, Regional Clinical Nurse completed a review of nurse ' s notes, for the last 30 days. No new 
concerns were noted. This included, an audit of the previous weeks ' wound progress notes, reviewed for 
current wound orders and were updated as applicable. This also included updating resident care plans and 
care guides to ensure interventions fo [TRUNCATED]
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

Provide enough nursing staff every day to meet the needs of every resident; and have a licensed nurse in 
charge on each shift.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38129

Based on record review, observation and interviews of the residents, staff, guardian, and medical staff, the 
facility failed to provide sufficient nursing staff to 1.) ensure residents received consistent pressure ulcer 
wound care as ordered and pressure ulcer prevention. for 2 of 3 sampled residents (#6 and #15). 2.) Avoid 
significant medication errors for 3 of 3 sampled residents reviewed for medication administration (#12, #13 
and #14); and 3.) Provide activities of daily living to a resident dependent on staff for nail care and hair 
washing for 1 of 3 sampled residents (#6).

Immediate Jeopardy began on 9/22/21 when there was insufficient staff to carry out wound treatments.for 
Residents #6 and 15 who both had significant decline to their wounds. The facility did not address insufficient 
staffing to complete resident ordered wound care and pressure reduction for pressure ulcer prevention. 
Immediate Jeopardy was removed on 11/7/2021 when the facility implemented a credible allegation of 
Immediate Jeopardy removal. The facility will remain out of compliance at a lower scope and severity level of 
E (no actual harm with a potential for minimal harm that is not Immediate Jeopardy) to correct findings 2. and 
3. and to ensure monitoring of systems are put in place and to complete employee in-service. 

Findings included:

1. Cross refer to F686.

Based on record review, observation and interviews with resident, staff, guardian, Wound Family Nurse 
Practitioner and physician, the facility failed to: assess and document wounds consistently; provide wound 
treatments as ordered; and provide pressure relief from equipment that operated in accordance with 
manufacturer ' s instructions. These failures led to the development of new wounds, wounds that worsened 
in size and became infected (#6 and #15), and wounds that resulted in hospital interventions. These 
problems affected 2 of 3 sampled residents with pressure ulcers. Resident #6 developed a new pressure 
ulcer on the elbow, developed larger wounds on the hips and sacrum that became infected, acquired 
osteomyelitis of the toe and expressed pain from inadequate pressure relief while in bed. 

Resident #6 required hospitalization for treatment of the osteomyelitis with intravenous antibiotics. Resident 
#15 developed a new wound that advanced to the highest stage with infection. This resulted in surgical 
debridement and hospital treatment. 

(continued on next page)
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

On 10/28/21 at 1:05 pm an interview was conducted with the Staffing Coordinator/Medication Aide. She 
stated when staff call out, they were informed to call the Director of Nursing. She stated scheduling nursing 
staff had been rough over the past couple months and the facility only has approximately 10 employee 
nursing assistants (NA). The facility has had to use agency staff from 4 different staffing agencies to fill shifts 
for (licensed nurses and nursing assistants). Currently, the facility is short NA staff, and have approximately 
4-5 shifts open on first shift, 2-3 shifts open on second shift, and 3 shifts open on night shift. She stated she 
would contact the staffing agency 1 to 2 weeks in advance to schedule. Some agency staff cancel. When 
there were no staff available, the nursing staff would have to take on more residents in their assignment. She 
stated she worked 16-20 hours a day to help fill in as a medication aide. She stated that she had not been 
able to schedule a registered nurse for 8 hours each day. When there was not enough staff, she would have 
to assign licensed nurses about 30 residents and NAs about 20 resident each for their shift. This type of 
assignment applied to all shifts.

On 11/4/21 an interview was conducted with the Administrator. She stated that she was working on 
contracting with additional staffing agencies to address the facility ' s insufficient staffing problem. There was 
a job fair planned for 11/5/21. The current contracted agency staff were unreliable and frequently did not 
show up for their assignment. Part of the new contract plan was for the agency to hold staff accountable 
when they do not show and to give adequate notice when staff cannot work. 

The Administrator was notified of the immediate jeopardy on 11/5/2021 at 7:12 pm. 

On 11/6/2021 the facility provided an acceptable credible allegation for immediate jeopardy removal that 
included the following. 

Identify those recipients who have suffered, or are likely to suffer, a serious adverse outcome because of the 
noncompliance:

The facility failed to provide sufficient nursing staff to ensure resident received consistent pressure ulcer 
would care as ordered which resulted in wound decline, infection, needed surgery, and antibiotic 
administration. (Residents #6 and #15).

All Residents had the potential to be affected by the alleged deficient practice.

The Facility currently has a total of ten (10) residents with wounds, as of 11/5/21. The Facility has employed 
a Full-Time wound Nurse for the facility 11/5/21. The Corporate Clinical Nurse completed a Competency with 
the facility wound nurse & Director of Nursing to ensure they were competent in wound identification, 
measuring, treatments and healing.

The Director of Nursing and/or Administrative Nurses completed a Head-to-Toe assessment of current 
residents on 11/4/2021, to evaluate current skin condition and identify any new skin deficiencies. Any areas 
identified were cross referenced with resident ' s Treatment Administration Record to ensure treatments were 
in place and being implemented timely. Any new areas that would have been identified the resident ' s 
attending physician would have been notified and a treatment order obtained. There were no new areas 
noted.

(continued on next page)
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F 0725

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

The facility Director of Nursing and Human Resources has re-implemented a recruiting initiative program 
beginning 10/30/21 & 11/1/21, for licensed nurses, Certified Medication Aides (CMAs), Certified Nursing 
Assistants (CNA), this includes utilizing Agency Supplemental Staffing to maintain appropriate staffing 
numbers, implementing a bonus program for full-time and referral bonus ' for their current licensed nurses, as 
well as sign-on bonus for new employees. The facility governing body along with Regional Director made the 
decision, 9/27/21, to stop new admissions to ensure facility stability of current staffing and regulatory 
concerns.

 10/30/21, The facility Director of Nursing and Human Resources is utilizing Certified Medication Aides to 
assist with Medication Administration with the oversight of a Licensed Nurse, to allow Licensed Nursing staff 
more time to perform assessments and treatments. Director of Nursing has been having conversations with 
the licensed nurses about the expectations of the program to be completed by 11/6/21.

Specify the Action the Facility will take to alter the process or system failure to Prevent a Serious Outcome 
from occurring or reoccurring and when the Action will be complete:

Executive Director will implement a daily labor meeting that will include, Director of Nursing (DON), Staffing 
Coordinator, Human Resources, and other members of the Leadership Team, to review current daily staffing 
needs and forecast the remaining week, including weekends to ensure sufficient staff is available for the 
resident needs, to include wound care, in the facility. This meeting began 11/5/21.

The Corporate Clinical Nurse along with the Director of Nursing, and Scheduler, has completed a master 
schedule, as of 11/6/21, that will ensure proper staffing levels based on current resident census to ensure 
that resident wound treatments are completed timely. 

Director of Nursing has completed re-education with current Licensed Nurses, including Agency staff, If the 
wound nurse is not available, it will be communicated to the licensed nurses by the Director of Nursing to 
provide treatments as ordered by the physician. If the licensed nurse cannot complete the treatments within 
the parameter of their work schedule, the licensed nurse will report the issue to the Director of Nursing 
and/or facility Executive Director. The Director of Nursing and/or Unit Manager will complete the assessment 
and measurements. This training will be completed as of 11/6/21, any current nurse, including agency, who 
is unable to receive this training will not be allowed to work until training is completed by the Director of 
Nursing and/or designee. New Licensed Nursing staff, including agency, will receive this training at time of 
their orientation.

Resident wound treatments will be validated by weekly observation rounds, 3 times a week, by the Director 
of Nursing and/or Unit Managers, to ensure treatments are timely and documentation is complete. The 
Corporate Clinical Nurse will be completing observation rounds, weekly x 4 weeks with the facility clinical 
staff to provide additional training regarding wound care prevention and treatments. 

The Director of Nursing and/or Facility Administrator will monitor staffing 5 times a week during the daily 
Stand-up meeting. The director of nursing and/or designee will monitor the staffing daily 7 days per week to 
ensure that all call-outs are reported timely and coverage is available.

The Facility Administrator will complete a summary of monitoring efforts and present at the monthly Quality 
Assurance and Performance Improvement meeting, to ensure continued compliance

(continued on next page)
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F 0725

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

The facility alleges the removal of the Immediate Jeopardy on [DATE], 

The Administrator and/or Director of Nursing is responsible for assuring corrective actions to ensure 
continued compliance.

The credible allegation was validated on 11/10/21.

On 11/5/21 the Corporate Recruiter and facility Human Relations Department completed a job fair at the 
facility which resulted in 2 new hires, a medication aide and a nurse. 

An Ad-hoc Quality Assurance and Performance Improvement (QAPI) meeting was held on 11/6/2021.

The Executive Director implemented a daily labor meeting. The first meeting was on 11/5/21 and it 
addressed staffing needs for Friday through Sunday. An 11/8/21 meeting discussed the week ahead and 
open nursing spots and the 11/9/21 noted 2 new staff members in orientation, 1 medication aide and 1 nurse 
for night shift. 

The Corporate Clinical Nurse along with the DON and scheduler had completed a master schedule as of 
11/6/21 that would ensure proper staffing levels based on current resident census to ensure that resident 
wound treatments would be completed as ordered.

The Director of Nursing had completed re-education with current licensed nurses, including agency staff was 
documented.

Resident wound treatments had been validated by weekly observation rounds, 3 times a week. 

The Director of Nursing and/or Facility Administrator had monitored staffing 5 times a week during the daily 
stand-up meeting. 

The immediate jeopardy was removed on 11/7/21.

2. Cross refer to F 760.

Based on record review and interviews with the staff and Medical Doctor the facility failed to prevent 
significant medication errors by omitting scheduled doses of a medication used to treat atrial fibrillation 
(Resident #14) and failed to check blood glucose levels to determine if sliding scale aspart insulin (a 
fast-acting antidiabetic medication) was needed and omitted scheduled doses of detemir (a long-acting 
antidiabetic medication) (Resident #12) and failed to check blood glucose levels and omitted scheduled 
doses of aspart before meals and scheduled doses of detemir (Resident #13) for 3 of 3 residents reviewed 
for medication errors.

3. Cross refer to F 677.

Based on record review, observation, and interview of resident and staff, the facility failed to provide hair 
wash and nail care to a dependent resident (Resident #6) for 1 of 3 residents sampled.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Have a registered nurse on duty 8 hours a day; and  select a registered nurse to be the director of nurses on 
a full time basis.

37538

Based on record review and interviews with staff, the facility failed to have a Registered Nurse (RN) 8 hours 
a day for 7 days a week for 3 of 6 days reviewed for staffing (10/25/21, 10/26/21, and 10/28/21). 

The findings included: 

Review of the daily staffing hours revealed on 10/25/21 and 10/26/21 the census was 92 with no RN for 24 
hours. On 10/28/21 the census was 91 with no RN for 24 hours. 

An interview was conducted on 10/28/21 at 1:05 PM with the Staffing Coordinator (SC). The SC confirmed 
she had not been able to schedule an RN each day for 8 hours 7 days a week. The SC revealed she 
currently worked with 4 staffing agencies in an attempt to meet the needs of nursing schedule. 

During an interview on 10/29/21 at 4:38 PM the Director of Nursing revealed there had been times no RN 
was scheduled for 8 hours a day and stated it had been difficult to find RNs available to work. The DON 
revealed she was not counted on the RN hours but had worked 12 hours shifts. 
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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37538

Based on record review and interviews with the staff and Medical Doctor the facility failed to prevent 
significant medication errors by omitting scheduled doses of a medication used to treat atrial fibrillation 
(Resident #14) and failed to check blood glucose levels to determine if sliding scale aspart insulin (a 
fast-acting antidiabetic medication) was needed and omitted scheduled doses of detemir (a long-acting 
antidiabetic medication) (Resident #12) and failed to check blood glucose levels and omitted scheduled 
doses of aspart before meals and scheduled doses of detemir (Resident #13) for 3 of 3 residents reviewed 
for medication errors. 

The findings included: 

1.Resident #14 was admitted to the facility on [DATE] with diagnoses of hypertension and chronic diastolic 
heart failure. Resident #14 was discharged to the hospital on 9/26/21 and readmitted on [DATE]. 

A review of the hospital discharge summary revealed Resident #14 was admitted on [DATE] for acute 
respiratory distress and diagnosed with a new onset of atrial fibrillation (an irregular heartbeat) but was not a 
candidate for anticoagulation (medications used to thin the blood) therapy. The discharge summary revealed 
the plan was to continue diltiazem (an antiarrhythmic medication) 120 milligrams (mg) give 1 tablet daily. 

Review of a significant change Minimum Data Set (MDS) dated [DATE] assessed Resident #14's cognition 
as moderately impaired. 

The care plan last revised on 10/12/21 identified cardiovascular disease diagnoses as being atrial fibrillation, 
congestive heart failure, and hypertension with the goal Resident #14 would not experience complications of 
cardiovascular disease through the next review. Interventions included administer cardiac medications as 
ordered. 

A review of Resident #14's Medication Administration Record (MAR) for October 2021 revealed on 10/10 
and 10/24 the letter N (meaning not administered) was documented under the administration of diltiazem 120 
milligrams scheduled at 8:00 AM. 

A second review of the MAR revealed on 10/25/21 Resident #14 received the scheduled dose of diltiazem at 
8:00 AM with a blood pressure reading of 145/79. 

An interview was conducted on 10/28/21 at 5:25 PM with Nurse #1. Nurse #1 revealed on 10/10/21 and 
10/24/21 she worked by herself on a unit with a 2-nurse assignment and was the only nurse till after 3 PM on 
both days. Nurse #1 revealed she was unable to administer all medication to residents on the second nurse 
assignment. Nurse #1 revealed she notified the Director of Nursing (DON) there was no nurse assigned to 
complete medication administration for the second nurse assignment on 10/10/21 and 10/24/21 and it was 
after 3:00 PM before a second nurse arrived to help. 

(continued on next page)
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An interview was conducted with the Medical Doctor (MD) on 11/4/21 at 9:43 AM. The MD revealed he 
considered diltiazem a significant medication and was aware Resident #14 was newly diagnosed with atrial 
fibrillation and not a candidate for anticoagulant medications. The MD stated staff on the later shift could see 
daily the medication was not administered and could have given the diltiazem.

2. Resident #12 was admitted to the facility on [DATE] with a diagnoses of type 2 diabetes mellitus and 
dementia.

Review of the quarterly MDS dated [DATE] assessed Resident #12's cognition as being severely impaired. 
The MDS medication review revealed insulin injections were given 7 days during the assessment period. 

The care plan last revised on 5/9/21 identified diabetes mellitus and uncontrolled blood sugar levels with the 
goal Resident #12 would have an A1C (a percentage of blood glucose readings over a period of 3 months) 
be below 6. Interventions included administer hypoglycemic agents and obtain blood glucose levels as 
ordered. 

Review of physician orders for insulin revealed Resident #12 was to receive aspart inject subcutaneously per 
sliding scale started on 3/24/21 and detemir inject 30 units subcutaneously every morning started on 6/24/21 
for the diagnosis of diabetes mellitus. 

A review of Resident #12's Medication Administration Record (MAR) revealed on 10/10/21 the letter N was 
documented for the times of 7:30 AM and 11:30 AM under the administration of sliding scale aspart insulin 
with no blood glucose readings documented. The next scheduled blood glucose reading for Resident #12 
was done on 10/10/21 at 4:30 PM with a level of 301 and 6 units of aspart insulin was provided per sliding 
scale of 301 to 350. The letter N was also documented under the administration of detemir insulin inject 30 
units subcutaneously scheduled at 8:00 AM. 

A second review of Resident #12's MAR revealed on 10/24/21 the letter N was documented for the times of 
7:30 AM and 11:30 AM under the administration of sliding scale aspart insulin with no blood glucose 
readings documented. The next scheduled blood glucose reading for Resident #12 was done at 4:30 PM 
with a level of 260 and 4 units of aspart insulin was provided per sliding scale of 251 to 300. The letter N was 
also documented under the administration of detemir insulin inject 30 units subcutaneously scheduled at 
8:00 AM. 

An interview was conducted on 10/28/21 at 5:25 PM with Nurse #1. Nurse #1 revealed on 10/10/21 and 
10/24/21 she worked by herself on a unit with a 2-nurse assignment and was the only nurse till 
approximately 3 PM on both days. Nurse #1 revealed she was unable to administer all medications to 
residents on the second nurse assignment and had not checked blood glucose readings or administered 
insulin. Nurse #1 revealed she notified the Director of Nursing (DON) there was no nurse assigned to 
complete medication administration for the second nurse assignment on 10/10/21 and 10/24/21 and it was 
after 3:00 PM before a second nurse arrived to help. 

An interview was conducted on 11/4/21 at 10:32 AM with the MD. The MD revealed blood glucose levels 
needed to be monitored closely for the administration of insulin. The MD revealed if blood glucose levels 
were not taken, and insulin doses were missed he considered as a significant medication error for a diabetic. 
The MD expected physician orders to be followed, and when missed, for the nurse or DON to contact him or 
the Nurse Practitioner. 

(continued on next page)
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3.Resident #13 was admitted to the facility on [DATE] with diagnoses of type 2 diabetes mellitus and chronic 
obstruction pulmonary disease. 

Review of physician orders for insulin revealed Resident #13 was to receive aspart inject 25 units 
subcutaneously before meals started on 6/29/21 and detemir inject 30 units subcutaneously twice a day 
started on 5/27/21 for diabetes mellitus. 

Review of the quarterly MDS dated [DATE] assessed Resident #13's cognition as being intact. The 
medication review of the MDS revealed insulin injections were administered for 7 days during the 
assessment period. 

The care plan last reviewed on 9/6/21 identified risk related to the diagnosis of diabetes mellitus with the goal 
Resident #13 would not experience hypo and/or hyperglycemia through the next review. Interventions 
included administer insulin as ordered. 

A review of MAR for Resident #13 revealed on 10/10/21 the letter N was documented under the 
administration of insulin aspart inject 25 units scheduled at 7:30 AM and no documentation under the 11:30 
AM administration time. The next scheduled dose of insulin aspart was administered at 4:30 PM. The letter N 
was also documented under the insulin detemir inject 30 units scheduled at 8:00 AM with no blood glucose 
reading documented. The next scheduled dose of insulin detemir was administered at 8:00 PM with a blood 
glucose reading of 214. 

A second review of the MAR for Resident #13 revealed on 10/24/21 the letter N was documented under the 
administration of insulin aspart inject 25 units scheduled at 7:30 AM and 11:30 AM. The next scheduled dose 
was administered at 4:30 PM. The letter N was also documented under the scheduled 8:00 AM dose of 
insulin detemir. The next dose was administered at 8:00 PM with a blood glucose reading of 263. 

An interview was conducted on 10/28/21 at 5:25 PM with Nurse #1. Nurse #1 revealed on 10/10/21 and 
10/24/21 she worked by herself on a unit with a 2-nurse assignment and was the only nurse till 
approximately 3 to 4 PM on both days. Nurse #1 revealed she was unable to administer all medications to 
residents on the second nurse assignment and had not checked blood glucose readings or administered 
insulin. Nurse #1 revealed she notified the Director of Nursing (DON) there was no nurse assigned to 
complete medication administration for the second nurse assignment on 10/10/21 and 10/24/21 and it was 
after 3:00 PM before a second nurse arrived to help. 

An interview was conducted on 11/4/21 at 10:32 AM with the MD. The MD revealed blood glucose levels 
needed to be monitored closely for the administration of insulin. The MD revealed if blood glucose levels 
were not taken, and insulin doses were missed he considered as a significant error for a diabetic. The MD 
expected physician orders to be followed, and when missed, for the nurse or DON to contact him or the 
Nurse Practitioner. 

(continued on next page)
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During an interview on 10/29/21 at 4:30 PM the Director of Nursing (DON) revealed she was unaware 
residents did not receive their scheduled medications on 10/10/21 or 10/24/21. The DON revealed she was 
not aware there was no nurse on to cover an assignment on 10/10/21 and explained typically if a nurse shift 
was not covered, she came in to cover but was out of town. On 10/24/21 the DON revealed she was aware 
there was not a nurse to cover the second assignment on the unit with Nurse #1 and stated with the number 
of residents on the unit she would not expect one nurse could complete a medication administration for all 
the residents by herself. The DON revealed she was also out of town on 10/24/21 but kept in contact with 
Nurse #1 on 10/24/21 to let her know the second shift nurse would be coming in earlier to help. 

During an interview on 10/29/21 at 1:52 PM the Interim Administrator (IA) revealed she was not made aware 
residents did not receive medications on 10/10/21 and 10/24/21. The IA explained the facility continued to 
have nursing staff shortages, but she did not know the shortage specifically related to residents missing their 
medications. The IA revealed during their Interdisciplinary Team Meetings there had been no discussion 
about residents who did not receive their medications on 10/10/21 and 10/24/21 because a lack of nurse 
staff to administer medication. The IA stated on the dates there was no nurse to cover an assignment and 
she believed in the chain of command and the nurse should inform their superior or the DON if medications 
were not given and would expect the DON to notify her. 
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Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food 
in accordance with professional standards.

44156

Based on observations and staff interviews, the facility failed to label and date leftover food and residents' 
personal food items stored ready for use in 3 of 3 nourishment room refrigerators (South Hall, North Hall and 
[NAME] Hall). 

Findings included:

During a tour of the South Hall nourishment room on 10/28/2021 at 4:24 PM with the interim Food Service 
Manager (FSM), observations were made of an unlabeled, undated fast-food shake, an unlabeled smoothie 
drink, and an unlabeled water container, soft drink, and nutritional supplement in the freezer. An opened, 
unlabeled container of mayonnaise was observed in the refrigerator. An unlabeled, undated lunch bag 
containing an additional 3 unlabeled, undated plastic-wear containers were also observed in the refrigerator.

During a tour of the North Hall nourishment room on 10/28/2021 at 4:31 PM with the interim FSM, 
observation was made of an opened, unlabeled bag of bread in the refrigerator and an unlabeled slab of 
spareribs in the freezer. 

During a tour of the [NAME] Hall nourishment room on 10/28/2021 at 4:38 PM with the interim FSM, 
observations were made of an unsealed, unlabeled bag of chicken strips, and an unlabeled container of ice 
cream in the freezer. Two containers of opened unlabeled salad dressing were observed in the refrigerator. 

Interview with the interim FSM on 10/28/2021 at 4:42 PM revealed the food items in the resident nourishment 
room refrigerators should have been labeled and dated. 

Interview with the Dietary Manager (DM) on 10/29/2021 at 12:40 PM revealed he was responsible for 
maintaining the refrigerators in the resident nourishment rooms and all staff were responsible for labeling and 
dating food brought in from outside the facility. The DM stated he was working excessively long hours in the 
kitchen and did not get to his responsibilities in the resident nourishment rooms.

The Administrator stated in an interview on 10/29/2021 at 2:10 PM that the dietary department should be 
checking the nourishment room refrigerators daily for cleanliness, food labeling, dating, and temperature.
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