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Statement of Licensure Violations:

300.610a)

300.1010h)

300.1210b)

300.1210c)

300.1210d)3

300.1220b)3)

Section 300.610 Resident Care Policies 

a)         The facility shall have written policies and 

procedures governing all services provided by the 

facility.  The written policies and procedures shall 

be formulated by a Resident Care Policy 

Committee consisting of at least the 

administrator, the advisory physician or the 

medical advisory committee, and representatives 

of nursing and other services in the facility.  The 

policies shall comply with the Act and this Part.  

The written policies shall be followed in operating 

the facility.

Section 300.1010 Medical Care Policies

h)         The facility shall notify the resident's 

physician of any accident, injury, or significant 

change in a resident's condition that threatens the 

health, safety or welfare of a resident, including, 

but not limited to, the presence of incipient or 

manifest decubitus ulcers or a weight loss or gain 

of five percent or more within a period of 30 days.  

The facility shall obtain and record the physician's 

plan of care for the care or treatment of such 
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accident, injury or change in condition at the time 

of notification.

Section 300.1210 General Requirements for 

Nursing and Personal Care 

b)         The facility shall provide the necessary 

care and services to attain or maintain the highest 

practicable physical, mental, and psychological 

well-being of the resident, in accordance with 

each resident's comprehensive resident care 

plan. Adequate and properly supervised nursing 

care and personal care shall be provided to each 

resident to meet the total nursing and personal 

care needs of the resident.  

c)         Each direct care-giving staff shall review 

and be knowledgeable about his or her residents' 

respective resident care plan.

d)         Pursuant to subsection (a), general 

nursing care shall include, at a minimum, the 

following and shall be practiced on a 24-hour, 

seven-day-a-week basis:

 

3)         Objective observations of changes in a 

resident's condition, including mental and 

emotional changes, as a means for analyzing and 

determining care required and the need for 

further medical evaluation and treatment shall be 

made by nursing staff and recorded in the 

resident's medical record.

300.1220 Supervision of Nursing Services

b) The DON shall supervise and oversee the 

nursing services of the facility, including:

3) Developing an up-to-date resident care plan for 

each resident based on the resident's 
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comprehensive assessment, individual needs 

and goals to be accomplished, physician's orders, 

and personal care and nursing needs. Personnel, 

representing other services such as nursing, 

activities, dietary, and such other modalities as 

are ordered by the physician, shall be involved in 

the preparation of the resident care plan. The 

plan shall be in writing and shall be reviewed and 

modified in keeping with the care needed as 

indicated by the resident's condition.

These requirements were not met as evidenced 

by:

Based on observation, interview and record 

review the facility failed to assess, monitor, and 

notify physician to obtain treatment orders timely 

and failed to implement care plan interventions 

for one (R2) resident's documented open buttock 

wounds out of three residents reviewed for 

incontinence care in a sample list of seven 

residents. This failure resulted in R2's reddened 

bilateral buttock areas to deteriorate to open 

wounds.

Findings include:

R2's undated Face Sheet documents medical 

diagnoses of Quadriplegia, Diabetes Mellitus 

Type II, Spinal Stenosis, Arthrodesis, Cervicalgia, 

Obesity, Radiculopathy Cervical Region, 

Sensorineural Hearing Loss, Neuropathy, 

Retention of Urine, Depression, Syndrome of 

Inappropriate secretion of Antidiuretic Hormone 

and Anxiety.

R2's Minimum Data Set (MDS) dated 10/4/24 

documents R2 as moderately cognitively 

impaired.  This same MDS documents R2 
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depends on staff for all cares including toileting, 

bed mobility, transfers, showering and personal 

hygiene.

R2's Care plan intervention dated 10/4/24 

instructs staff to place an incontinence brief on 

R2 when up and to check incontinence brief 

every two hours and change as needed.  

On 1/9/25 at 11:30 AM R2 was laying on his back 

in his recliner chair in his room.  No staff present 

in room.  

On 1/9/25 at 1:50 PM V5, V9, V10 Certified Nurse 

Aides (CNA) transferred R2 from his recliner 

chair to his bed using a total body mechanical lift 

and then provided incontinence care.  V5 CNA 

cross contaminated R2's open wounds on 

bilateral buttocks with the soiled towel used to 

provide bowel incontinence care for R2 by wiping 

directly over R2's open wounds.  R2's bilateral 

buttocks had nickel sized open, dark red areas 

with dark purple peri wounds.

  

On 1/9/25 at 2:05 PM V5 Certified Nurse Aide 

(CNA) stated cross contaminating R2's wounds 

could cause an infection.  V5 stated V5 started 

work at 8:00 AM, was assigned to R2 and had not 

been in R2's room at all on her shift.  V5 CNA 

stated V5 thought V9 CNA had been in R2's room 

to offer to help him to turn/position and provide 

incontinence care.

On 1/9/25 at 2:15 PM V9 CNA stated V9 got R2 

up for the day at 7:30 AM and had not been in 

R2's room since V9 got R2 up.  V9 CNA stated 

V9 was assigned to R2's hall but not directly to 

R2.  V9 CNA stated V5 CNA was assigned to R2 

and should have helped R2.  
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On 1/9/25 at 3:10 PM V2 Director of Nurses 

(DON) stated sometimes R2 does refuse 

turning/positioning and incontinence care but R2 

would not have the opportunity to refuse if the 

staff don't ask him.  V2 DON stated the staff 

should be asking R2 if he would like to be 

turned/positioned and provided incontinence care 

at least every two hours. V2 DON stated R2 has 

an indwelling urinary catheter but should still be 

assisted every two hours and as needed with 

incontinence care.  V2 DON stated R2 has had 

open areas on his buttocks in the past, so it is 

very important to keep R2 repositioned, clean and 

dry.  V2 DON stated cross contaminating R2's 

wound during incontinence care could cause an 

infection of R2's wounds. V2 DON stated V2 is 

unable to find a policy for turning/positioning and 

cross contaminating wounds.  V2 DON stated the 

staff are expected to turn/position incontinent 

residents every two hours and maintain a clean 

field when providing incontinence care to protect 

any wounds in that area.  

On 1/10/25 at 11:50 AM V8 Registered Nurse 

(RN) stated V8 visualized R2's bilateral buttocks 

on 12/24/24 after V15 Certified Nurse Aide (CNA) 

brought her the shower sheet.  V8 stated V8 

visualized R2's buttocks while R2 was laying on 

his back on a shower bed.  V8 RN stated R2's 

bilateral buttocks had reddened areas but from 

what V8 could see, she did not see any open 

areas.  V8 RN stated she should have notified 

V11 Physician for a treatment order, documented 

R2's newly acquired areas and documented a full 

assessment of R2's bilateral buttocks skin 

evaluation but did not.

On 1/10/25 at 1:50 PM V7 Certified Nurse Aide 

(CNA) stated V7 replaced R2's mattress with a 

newer one due to R2 complained that R2 could 
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feel a metal bar on his buttocks when he was in 

bed.  V7 CNA stated R2's mattress needed 

replaced badly due to the middle of it being caved 

in.

On 1/10/25 at 1:55 PM V7 CNA showed R2's 

previous pressure reducing mattress had a large 

two feet by two feet area in the middle that was 

extremely caved in.  A side view of R2's previous 

mattress showed that R2's mattress was not in a 

straight line, but the middle section was so 

bowed, it showed through the opposite side of the 

mattress.  

On 1/10/25 at 3:00 PM V3 Wound LPN stated R2 

has a history of having open sores on his 

buttocks that open and close.  V3 stated R2's 

shower sheets dated 12/24 and 12/27 both 

document open sores on R2's bilateral buttocks.  

V3 Wound Nurse/LPN stated R2's bilateral 

buttock wounds were either closed reddened 

areas on 12/24/24 and deteriorated to being open 

by 12/31/24 or R2's buttock wounds were open 

on 12/24/24.  V3 stated R2 did not get treatment 

orders, V11, V12 Physicians were not notified so 

nothing got done with R2's wounds, R2's wounds 

were not measured, assessed or monitored and 

R2's care plan was not updated with any new 

interventions on 12/24/24.  V3 stated V11 Wound 

Physician rounds every Thursday but due to the 

holidays, V11 did not round for those two weeks.  

V3 stated the facility should assess, which 

includes measuring and describing a resident's 

wounds, weekly.  V3 stated R2 was never put on 

the list for residents for V3 to review weekly.  V3 

Wound Nurse/LPN stated V8 Registered Nurse 

(RN) reported on 1/10/25 that V8 did visualize 

R2's buttock wounds on 12/24/24 and said they 

were reddened areas.  V3 stated there is no 

documentation of this and due to the lack of 
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monitoring, there is no way to know if R2's 

wounds were closed. V3 Wound Nurse/LPN 

stated the only information has about R2's 

buttock wounds is from the shower sheets which 

document R2's wounds as being open.  V3 

Wound Nurse/LPN stated V3 did review the 

shower sheets dated 12/24/24 and 12/27/24 but 

did not follow up with the nursing staff or visualize 

R2's bilateral buttock wounds until 12/31/24.  

(B)
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