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F 000 INITIAL COMMENTS F 000

 An unannounced onsite investigation survey 
regarding a complaint was completed on March 
11, 2025. During the complaint investigation the 
facility was found partially noncompliant with 
regulatory requirements.

 

F 684 Quality of Care
CFR(s): 483.25

§ 483.25 Quality of care 
Quality of care is a fundamental principle that 
applies to all treatment and care provided to 
facility residents. Based on the comprehensive 
assessment of a resident, the facility must ensure 
that residents receive treatment and care in 
accordance with professional standards of 
practice, the comprehensive person-centered 
care plan, and the residents' choices.
This REQUIREMENT  is not met as evidenced 
by:

F 684 4/6/25
SS=G

 Based on record review, review of facility 
policies, and staff interview, the facility failed to 
provide the necessary care and treatment for 1 of 
2 sampled residents (Resident #2) with impaired 
skin integrity of the feet/toes. Failure to assess, 
monitor, and treat skin issues in a timely manner 
resulted in a delay of treatment and contributed 
to Resident #2's hospitalization for amputation of 
fourth and fifth toes. 

Findings include:

Review of the facility policy titled "Prevention and 
Treatment of Skin Breakdown" occurred on 
03/11/25. This policy, dated 09/01/18, stated, ". . . 
Skin integrity is monitored and abnormal findings 
are documented: Skin is observed daily with 
cares. . . ."

 1. Affected Resident #2:
     a. Resident #2 no longer resides at the 
facility. 
2. Potential Affected Residents:
     a. All residents have the ability to be 
affected by the indicated deficient 
practice. A facility wide skin assessment 
audit on all in-house residents was 
completed on or before 03/31/25 to 
ensure skin impairments are identified, 
appropriate notifications are completed, 
physician treatment orders are in place, 
and care plan interventions implemented. 
Ant residents identified as affected from 
the audit will have notifications 
completed, physician treatment orders in 
place, and care plan interventions 
implemented/updated accordingly. 
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Review of the facility policy titled "Change in 
Condition" occurred on 03/11/25. This policy, 
revised 10/02/23, stated, ". . . Update the care 
plan as appropriate. . . ."

Review of Resident #2's medical record occurred 
on 03/11/25. Diagnoses included peripheral 
vascular disease (PVD). Resident #2 tested 
positive for COVID (Coronavirus disease) and 
was placed in isolation from February 9-16, 2025. 

A physician's order, dated 02/11/24, stated, 
"Monitor the wound every 7 days to include 
measurements. Notify MD [physician] if no 
change in 2 weeks"

Review of Resident #2's care plan identified the 
following:
* "Skin treatment as ordered and/or as needed." 
* "Report any signs of skin breakdown (sore, 
tender, red or broken areas)."

Review of Resident #2's progress notes identified 
the following: 
* 02/10/25 at 1:37 p.m., "SKIN ASSESSMENT 
In-between 4th and 5th toe on left.
4th toe, inner medial [in the middle]; eschar [dry, 
thick, leathery skin] noted measuring W [width] 
0.7 cm [centimeter] X [by] L [length] 0.5 cm. 
Surrounding skin light red and blanchable 
[redness to the skin disappears when pressure is 
applied and reappears when pressure is 
released]. 5th toe, inner medial; eschar noted 
measuring W 2.2 cm X L 1.1 cm. Surrounding 
skin light red and blanchable. Anterior [in the 
front] toes also light red and blanchable. Not 
warm to the touch. Area cleansed with saline and 

3. Measures/Systemic Changes:
     a. Education to be provided to the 
Licensed Nurses (to be completed on or 
before 04/03/25) related to facility Change 
in Condition Policy, Prevention and 
Treatment of Skin Breakdown Policy, 
Benedictine Health System 3m Standing 
House Orders for wound care, process in 
place for discovery of new skin integrity 
impairments interventions for prevention 
and care planning. 
     b. Education to be provided to 
Certified Nursing Assistants (to be 
completed on or before 04/04/25) related 
to the importance of daily skin 
observation during cares and 
information/purpose of reporting 
abnormalities to the Licensed Nurses on 
duty. 
4. Monitoring:
     a. The RN Care Coordinator and/or 
designee will complete skin assessment 
audits weekly for one month for all current 
in-house residents, then monthly for three 
months to assure that skim impairments 
are identified, appropriate notifications are 
completed, physician treatment orders 
are in place, care plan interventions are 
implemented, and provider 
documentation is available. The audits 
will be reviewed by the Director of 
Nursing and/or designee and will be 
compiled monthly for review at the Quality 
Assurance Committee meeting with 
ongoing frequency and duration to be 
determined through analysis and review 
of results. The Director of Nursing will 
follow up on further education and 
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gaze [sic]. Area covered with betadine [topical 
antiseptic] and Vaseline gauze, secured in place 
with dressing. . . . Orders placed [no orders found 
in the resident's medical record] for dressing 
change every 3 days. PA [physician's assistant] 
informed and will assess when in house on 
2/12/25."
* 02/11/25 at 9:08 a.m., ". . . IDT [interdisciplinary 
team] met to review plan of care. . . . Nursing 
continues to monitor COVID symptoms and skin 
with new wounds to left 4th and 5th toes. . . ."
* 02/12/25 at 11:12 a.m., "Wounds to 4th and 5th 
toe, left assessed by [name of PA] Resident to be 
seen by podiatry once off of Isolation 
precautions. . . ."
* 02/13/25 at 9:11 a.m., "IDT met to review plan 
of care. Nursing continues to monitor COVID 
symptoms and skin with new wounds to left 4th 
and 5th toes."
* 02/18/25 at 1:25 p.m., "PA in facility for rounds. 
Notified regarding resident's left 4th and 5th toe. 
5th toe appears to have black discoloration with 
inner aspect appearing to have black eschar. 4th 
toe appears purple in color with medial aspect of 
toe covered with black eschar, surrounding skin 
is red . . . Resident verbalized not bein [sic] able 
to sleep last night due to pain to area. PA 
recommendation to have resident sent to [name 
of hospital] ER [emergency room] for further 
evaluation and intervention. . . ."
* 02/18/25 at 3:36 p.m., "Resident has been 
hospitalized at [location of hospital] for possible 
PVD & foot infection."
* 02/24/25 at 2:30 p.m., Note Text: "Resident 
Returned from [name of hospital] Hospital at 
12pm [12:00 p.m.] following admission for 
amputation of 4th and 5th toe, left d/t [due to] 
gangrene [death of skin tissue]. . . . Resident 

process improvements as needed. 
5. Completion Date:
     a. 04/06/2025
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denies pain. Dressing noted to left foot and is to 
stay in place until 1 [one] week follow up with 
provider, per orders. Nursing to monitor every 
shift to ensure dressing is CDI [clean, dry, intact]. 
Darco [brand of protective shoe] shoe to be worn 
when up with reminder to have resident put 
pressure on heel when standing. . . ."

The February 2025 treatment administration 
record lacked documentation of skin 
assessment/treatment, and the electronic health 
record (EHR) lacked the orders for a dressing 
change every three days as stated in the 
progress note dated 02/10/25. The nurse 
documented a weekly skin check on 02/13/25, 
but failed to identify/assess the impaired skin 
integrity on resident #2's toes.

The EHR lacked a progress note from the PA's 
inhouse visit on 02/12/25. 

During an interview on the afternoon of 03/11/25 
an administrative nurse (#1) confirmed the PA did 
not document an assessment/progress note 
and/or orders from the visit on 02/12/25.

The facility failed to initiate treatment for toe 
wounds in a timely manner, assess, monitor, and 
document abnormal skin conditions daily, ensure 
the availability of PA notes post visit, and 
effectively communicate with the provider 
regarding treatment.
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