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Bldg. 00

This visit was for the Investigation of Complaint 

IN00455053.

Complaint IN00455053 -  Federal/state deficiencies 

related to the allegations are cited at F635. 

Survey dates: March 20, 21, 2025. 

Facility number: 000069

Provider number: 155148

AIM number: 100288980

Census Bed Type:

SNF/NF: 86

SNF: 10

Total: 96

Census Payor Type:

Medicare: 2

Medicaid: 74

Other: 14

Total: 96

This deficiency reflects State Findings cited in 

accordance with 410 IAC 16.2-3.1.

Quality review completed on March 24, 2025.

F 0000 The creation and submission of 

this Plan of correction does not 

constitute an admission by this 

provider of any conclusion set 

forth in the statement of 

deficiencies, or of any violation 

of regulation.

 

This provider respectfully 

requests that this 2567 Plan of 

Correction be considered the 

Letter of Credible Allegation of 

compliance and requests a 

desk review in lieu of a post 

survey review. 

 

483.20(a) 

Admission Physician Orders for Immediate 

Care 

F 0635

SS=D

Bldg. 00

Based on interview and record review, the facility 

failed to ensure a newly admitted resident had 

immediate orders for wounds for 1 of 3 residents 

reviewed for wounds. (Resident B)  

Finding includes: 

F 0635 What corrective action(s) will 

be accomplished for those 

residents found to have been 

affected by the deficient 

practice?

       Resident B no longer resides 
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On 3/20/25 at 8:44 a.m., Resident B's clinical record 

was reviewed. Diagnoses included, but were not 

limited to, hemiplegia and hemaparesis following 

cerebral infarction affecting right dominant side, 

dysphagia following cerebral infarction,chronic 

obstructive pulmonary disease, unspecified 

protein-calorie malnutrition, hyperlipidemia. 

An Admission Minimum Data Set (MDS) 

assessment dated 7/31/24, indicated Resident B's 

cognition was intact, range of motion,  impairment 

one side upper and lower extremities.  Pressure 

injury, 2 unstageable deep tissue injury present 

on admission. Resident B admitted to the facility 

on 7/25/24, discharged on 12/4/24. 

Care plans included, but were not limited to:  

[Resident B] is at risk for skin breakdown or 

further skin breakdown due to refuses showers at 

times. Responds to verbal commands but can't 

always communicate discomfort or need to be 

turned. Or has some sensory impairment that 

limits ability to feel pain/discomfort in 1 or 2  

extremities. Skin is kept moist almost constantly 

by perspiration, urine, etc. Ability to walk severely 

limited or nonexistent. Can't bear own weight 

and/or must be assisted into chair or wheelchair. 

Makes, frequent though slight, changes in body 

or extremity position independently. Eats over half 

of most meals. Eats a total of 4 servings of protein 

(meat and dairy products) each day. Occasionally 

will refuse a meal, but will usually take a 

supplement when offered. Requires moderate to 

maximum assist in moving. During a move, skin 

probably slides to some extent, against sheets, 

chair, restraints or other device. Maintains 

relatively good position in chair or bed most of 

the time but occasionally slides down, start date 

in the facility.

 

How will the facility identify 

other residents having the 

potential to be affected by the 

same deficient practice?

       All residents have the 

potential to be affected by the 

alleged deficient practice.

       An audit was completed by 

DNS/ designee of admission 

observations and readmissions for 

the last 30 days to ensure if there 

was an alteration in skin, it was 

documented in the medical record, 

and a treatment was immediately 

ordered.

 

 

What measures will be put into 

place or systematic changes 

made to ensure that the 

deficient practice will not 

reoccur?

        Facility LPN/RN’s will be 

in-serviced regarding alterations in 

skin integrity policy by DNS/ 

designee.

        IDT will monitor skin 

assessments on the admission 

observation and skin events tabs 

in the EMR to ensure MD orders 

are present if alterations in skin 

are identified.

 

How will the facility monitor its 

corrective actions to ensure 

that the deficient practice will 

not recur?
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7/25/24, edited 11/4/24.   

Approaches included, but were not limited to: 

Assess and document skin condition weekly and 

as needed. Notify MD of abnormal findings, start 

7/25/24

Preventative treatment as ordered, start 7/25/24. 

Resident has bruise to right heel, start 7/26/24, 

d/c'd 7/30/24. Approaches included, but were not 

limited to:

Document abnormal findings and notify MD, start 

7/25/24, d/c'd 7/30/24

Observe for increase in size of bruise or 

development of new bruising, start date 7/26/24, 

d/c'd  7/30/24.

Treatment as ordered, start 7/26/24, d/c'd 7/30/24.

Resident has impaired skin integrity to: DTI (deep 

tissue injury) to right outer heel and bottom of left 

foot (bottom of left foot healed 8/23/24) ....start 

date 7/30/24. 

Approaches included, but were not limited to: 

Float heels while in bed, start 8/8/24.

Pressure relieving boot when up in chair and 

during transfers, start 8/8/24. 

A progress note dated 7/25/24 at 6:45 p.m., 

indicated: " Resident arrived to facility from 

hospital transportation vehicle via wheelchair. 

Resident placed into room [room number] placed 

in bed by facility staff x2 with gait belt. Resident 

alert and oriented to self only. V/S (vital signs) 

stable, afebrile. Incontinent of B&B (bowel and 

bladder). Resident presented with right sided 

weakness. Upon skin assessment this nurse 

        The DNS/ Designees will be 

responsible for the completion of 

the Skin Management QA Tool 

weekly x4, monthly x6, then 

quarterly there after until continued 

compliance is maintained for two 

consecutive quarters. The results 

of the audits will be reviewed by 

the QAPI committee overseen by 

the ED. If the threshold of 100% is 

not achieved, an action plan will 

be developed. 
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observed a small bruise 1 cm x 1 cm to right lateral 

heel, abrasion on the right side of middle back 4cm 

(centimeters) x 3cm, and a non fluid filled previous 

blister that was calloused and dry. No family or 

visitors in at present." 

A admission observation report dated 7/25/24 

included but was not limited to:

Skin: ...alterations in skin =yes 

Abrasion -right thoracic back,  4 cm  length, 3 cm 

width 

Bruise- right heel, 1 cm length, 1 cm width

Wound- left bottom of foot, length 11 cm, width 6 

cm

A wound assessment note dated 8/2/24 included 

but was not limited to:

right heel- Length 1.50 cm, width 1.0  cm, depth 

0.10, pressure, DTI

left bottom of foot- length 11.20 cm, width 9.50 cm, 

depth 0.10 cm. pressure, DTI

Physicians orders for July 2024 were reviewed and 

included but were not limited to:

Apply skin prep to DTI on outer heel and to 

bottom of left foot, order date  7/30/24. 

On 3/21/25 at 10:58 a.m., RN 2 indicated when a 

skin assessment is done on a new  resident 

admission, she documents what she sees,  if sees 

a skin issue, notify's the physician and the the 

Assistant Director Of Nursing, there is a place on 

the admission assessment to put measurements. 

On 3/21/25 at 11:56 a.m., the DON indicated she 

and the IP nurse  (Infection Prevention Nurse) 

both did Resident B's admission, they were both 

new at that time and learning, they assumed the 

area on the palm of left foot was an reabsorbed 
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blister, it almost looked like he had stepped on 

something, there was a thick layer of skin. They 

thought the area on the right heel was a bruise, 

she now knows the policy, and typically will open 

a skin event on admission on any skin issue. 

Ob 3/21/25 at 2:40 p.m., the Regional Nurse 

Consultant provided the current policy on 

alterations in skin integrity/wound management 

policy with a revision date of 9/22. The policy 

included but was not limited to: It is the policy of 

[name] to ensure that each resident receives care, 

consistent with professional standards of 

practice, and receives necessary treatment and 

services, consistent with professional standards 

of practice, to promote healing, prevent 

infection...All residents will be interviewed at 

admission, semiannually, and with significant 

change of condition about any impairment in skin 

integrity...1. Alterations in skin integrity will be 

reported to the MD/NP, the resident and/or 

resident representative. 2. A treatment order will 

be obtained from the MD/NP including order for 

third party if applicable....4. All newly identified 

areas after admission will be documented in the 

New Skin Event. 5. The Director of 

Nursing/Clinical Director/designee will be notified 

of alterations in skin integrity. a. The 

DON/CD/designee will complete further 

evaluation of the skin impairment identified and 

complete the appropriate skin evaluation on the 

next business day. The assessment may include 

measurements,staging, condition of tissue, and 

drainage. The assessment will be documented in 

the clinical record. 6. The DON/CD/designee will 

assess the area and complete an IDT 

(interdisciplinary team) initial wound review using 

the progress note template...Wound management : 

1. Wound management for ulcers: any Stage 2 or 

greater pressure injuries; arterial, diabetic, venous 
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ulcers;  or suspected deep tissue injury will be 

referred to a third-party provider for care or the 

resident will be considered for referral to 

comprehensive care facility...2. Wound 

management for non-ulcers: bruises, skin tears, 

rashes, etc, will be assessed by the 

DON/CD/designee. If no signs of complications or 

worsening the skin event can be closed after 72 

hours, and no further documentation is required...

On 3/21/125 at 12:46 p.m., the DON provided the 

current policy on skin management with the latest 

date of 5/22. The policy included but was not 

limited to: It is the policy of [name] to ensure that 

each resident receives care, consistent with 

professional standards of practice, to prevent 

pressure ulcers and does not develop pressure 

ulcers unless individual's clinical condition 

demonstrates that they were unavoidable; and a 

resident with pressure ulcers receives necessary 

treatment and services, consistent with 

professional standards of practice, to promote 

healing, prevent infection and prevent new ulcers 

from developing...

This citation relates to Complaint IN00455053.

3.1-30(a)
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