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This visit was for the Investigation of Complaints 

IN00327988 and IN00332655. This visit included a 

COVID-19 Focused Infection Control Survey.

Complaint IN00327988 - Substantiated. No 

deficiencies related to the allegations are cited.

Complaint IN00332655 - Substantiated.  

Federal/State deficiencies related to the 

allegations are cited at  F684 and F686.

Survey dates:

July 31, August 3, and 4, 2020

Facility number: 000302

Provider number: 155461

AIM number: 100286510

Census Bed Type:

SNF/NF: 50

Total: 50

Census Payor Type:

Medicare: 3

Medicaid: 40

Other: 7

Total: 50

These deficiencies reflect State Findings cited in 

accordance with 410 IAC 16.2-3.1.

Quality review completed on August 5, 2020.

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 the 2567 Plan of Correction 

be considered the letter of credible 

allegation and requests a desk 

review in lieu of a Post Complaint 

Survey Revisit on or after 

8/21/2020

 

483.25 

Quality of Care 

§ 483.25 Quality of care 

Quality of care is a fundamental principle that 

F 0684

SS=G
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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.

Based on observation, interview, and record 

review, the facility failed to assess, treat, develop 

and implement a plan of care for a resident with 

recurring cellulitis of his feet, resulting in more 

than 1 hospitalization for cellulitis; and failed to 

assess and document the appearance of the 

resident's toes and feet; for 1 of 4 residents 

reviewed for skin impairments (Resident K).

Findings include:

On 7/31/20 at 10:15 A.M., the Director of Nursing 

Services (DNS) indicated Resident K had been 

admitted with an area of impaired skin to the 

buttocks. The DNS did not indicate the resident 

had any altered skin on the feet and/or toes.

The clinical record of Resident K was reviewed on 

8/3/20 at 10:50 A.M. Diagnoses included, but were 

not limited to, sepsis, cellulitis of left lower limb, 

type 2 diabetes mellitus, and peripheral vascular 

disease.

A quarterly Minimum Data Set (MDS) 

assessment, dated 3/12/20, indicated the resident 

had a slight memory problem, required 

supervision of set up help for personal hygiene, 

and physical help of set up help for bathing. The 

resident had no venous or arterial ulcers, and no 

foot problems. 

F 0684 F- 684 Quality of Care

 

It is the facilities practice to 

ensure that residents receive 

treatment and care in accordance 

with professional standards of 

practice, the comprehensive 

person-centered care plan, and 

the residents' choices.

 

1.What corrective action will be 

accomplished for those residents 

found to have been affected by the 

deficient practice?

 Resident K bilateral lower 

extremities were assessed on 

8/3/20. All areas of impairment 

were identified and documented. 

Treatment orders were obtained 

from physician, responsible 

parties were notified, care plans 

were developed, reviewed, and 

updated to ensure accuracy and 

CNA care guides were updated to 

accurately reflect current risk and 

interventions in place. Resident 

was seen by primary physician on 

8/4/20.

 

2. How other residents having the 

potential to be affected by the 

same deficient practice will be 

08/21/2020  12:00:00AM
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Nurses Notes included the following notations:

5/10/20 at 7:54 A.M.: "Resident very lethargic, 

shaking uncontrollably, weak and just a general 

change in condition, MD aware and new order to 

send to [name of hospital] ER for eval and tx 

[evaluation and treatment]...."

5/10/20 at 3:07 P.M.: "[Name of hospital] called 

and admitted res [resident] with Sepsis, cellulitis 

[skin infection]...."

A hospital discharge summary, dated 5/13/20, 

indicated, "Discharge Diagnosis: Cellulitis of the 

left foot...Hospital course: May 11:...The patient 

does also report have [sic] cellulitis to his 

toes...Bilateral extremities were discolored and 

suggestive of chronic venous stasis...Cellulitis of 

the left foot...Patient was given Zyvox [an 

antibiotic] and Cefepime [an antibiotic] in the ER 

and I will continue Zyvox...."

The resident returned to the facility on 5/13/20 at 

3:45 P.M.

An Admission Observation form, dated 5/13/20 at 

3:52 P.M., indicated Resident K had a skin 

impairment on his coccyx.  Documentation of the 

appearance of his feet/toes at this time was not 

found.

A plan of care to monitor the resident's feet was 

not found.

Nurses Notes continued:

5/14/20 at 2:43 A.M.: "...BLE [bilateral lower 

extremity] edema [swelling] noted, Cellulitis 

continues...."

identified and what corrective 

action will be taken?

All residents have the potential to 

be affected

Facility wide skin sweep was 

conducted on 8/12/20 by 

management nurses to ensure all 

areas of skin impairment are 

identified with proper notification of 

physician and family, proper 

treatment is in place, areas are 

documented in wound 

management and all care plans 

and CNA care guides are updated.

 

3. What measures will be put into 

place or what systemic changes 

will be made to ensure that the 

deficient practice does not recur?

 

All direct care staff were educated 

on 8/11/2020 regarding The Skin 

Management Program which 

includes the procedure if new 

areas of impairment are identified; 

Weekly summary policy with 

weekly skin check as well as CNA 

skills validation for shower 

procedure which includes direction 

for notifying charge nurse when 

areas of skin impairment are noted 

during shower. IDT was educated 

by the Regional Director of Clinical 

Services on 8/12/2020 regarding 

IDT Initial and Weekly Wound 

Observation policy and procedure. 

Facility wide skin sweeps will be 

conducted weekly to ensure no 

areas of skin impairment are 

unidentified. CNA shower sheets, 
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5/16/20 at 11:44 P.M.: "...[Name of antibiotic] 

continues for treatment of lt [left] foot cellulitis...."

A Physician's note, "Date of Service: 05/14/2020," 

indicated, "...The patient was recently 

hospitalized. The patient was noted to be in 

sepsis...for cellulitis of right [sic] great toe...."

Nurses Notes continued:

6/4/20 at 2:47 A.M.: "...res transferring with assist 

of 2 at this time, Res is unable to move right foot 

while transferring with staff...."

6/11/20 at 3:45 A.M.: "...Res is unable to move 

right foot while transferring with staff...."

6/12/20 at 4:41 P.M.: "Res not feeling well, 

lethargic, cant [sic] sit up at this time...99.1 T 

[temperature]. Calling [name of physician]."

6/12/20 at 9:41 P.M.: Res continues to be lethargic, 

skin is pale. T 99.3...Notified [name of physician] 

order to send to [name of hospital] ER...."

6/13/20 at 12:13 A.M.: Resident admitted...with DX 

[diagnosis] of Metabolic Encephalopathy...."

A hospital discharge summary, dated 6/14/20, 

indicated, "Discharge Diagnosis: Acute metabolic 

encephalopathy of uncertain origin. Suspect 

dementia...Chronic bilateral lower extremity 

wounds...."

The resident returned to the facility on 6/14/20 at 

6:19 P.M.

An Admission Observation, dated 6/14/20 at 6:37 

P.M., indicated the resident had no alterations in 

skin. 

progress notes and 

New/Worsening skin events will be 

assessed 5 days weekly to audit 

for identified new areas of skin 

impairment. Any new areas 

identified will be addressed 

immediately with physician and 

family notification. Any new areas 

will be audited by IDT to ensure 

proper process was completed per 

policy and procedure for the 

identification of the new area of 

impairment, wound assessment 

and proper coding was completed 

by wound nurse, adequate 

treatment and interventions for 

wound prevention and healing are 

in place. Care plans and CNA care 

guides related to the new area of 

impairment will be updated.   

4. How the corrective action will be 

monitored to ensure the deficient 

practice will not recur i.e. what 

quality assurance program will be 

put into place?

 QAPI tool for Wound and skin 

prevention will be completed 

weekly x 4 weeks, monthly for 6 

months and then quarterly 

thereafter. Results of audit will be 

reported to QAPI committee for 

follow-up and will continue until 

QAPI committee compliance 

determines compliance. If 

compliance is not achieved, an 

action plan will be developed. 

 

Date of completion: 8/21/2020
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A plan of care in regards to monitoring the 

resident's feet was not found.

A quarterly MDS assessment, dated 6/30/20, 

indicated Resident K had a moderately impaired 

memory, required extensive assistance of one staff 

for personal hygiene, and total dependence of one 

staff for bathing. The resident had no venous or 

arterial ulcers, and no foot problems. 

A Nurses Note, dated 7/9/20 at 7:57 P.M., 

indicated, "Resident very lethargic with slight 

elevated temp. This nurse notified MD et [and] 

N/O [new order] noted to send resident to [name 

of hospital] ER for eval et treatment...."

A hospital history and physical, dated 7/9/20, 

indicated, "Patient was recently admitted on 

5/2020 for...cellulitis of Left foot then admitted in 

6/2020 for toxic/metabolic encephalopathy with 

concern for cellulitis of Left foot...Physical Exam: 

1+ pitting edema [swelling] of bilateral 

feet...Patient has erythema [redness] with dry 

flaking skin on left foot...Assessment/Plan: 

Toxic/Metabolic Encephalopathy, suspected to be 

an acute infection...unknown source of infection 

but possibly related to his wounds...Multiple 

chronic wounds...."

The resident returned to the facility on 7/17/20 at 

1:04 P.M.

A Nurses Note, dated 7/17/20 at 1:04 P.M., 

indicated, "Resident returned to facility...extreme 

difficulty standing with walker, unable to 

straighten legs to standing position, per assist x 3 

nursing staff to pivot to WC [wheelchair]. 

Resident going to be hoyer lift until therapies can 

eval et tx as indicated...ATB [antibiotic] continues 
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for Cellulitis of L [left] great toe...."

An Admission Observation, dated 7/17/20 at 2:12 

P.M., did not indicate there was any impairment to 

the feet and/or toes. 

A plan of care regarding the resident's cellulitis 

and appearance of toe was not found in the 

clinical record.

A wound assessment of the resident's left great 

toe was not found in the clinical record.

A Physician's note, "Date of service: 07/18/2020," 

indicated, "...Cellulitis to left great toe - betadine 

swab daily to affected area; p.o. [oral] antibiotics 

to continue course of treatment...."

A Physician's order, dated 7/18/20, indicated, 

"Betadine solution, Apply to Left big toe once a 

day."

Nurses Notes included the following notations:

7/19/20 at 8:33 A.M.: "...Skin issues noted on 

toe...."

7/22/20 at 7:11 A.M.: "...Skin issues noted on 

toe...."

A dietary note, dated 7/24/20, did not address the 

resident's toe.

A Physician's note, "Date of service: 07/24/2020," 

indicated, "...Cellulitis to left great toe - betadine 

swab daily to affected area; p.o. antibiotics to 

continue course of treatment...."

Nurses Notes continued:
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8/1/20 at 8:30 A.M.: "...skin issues noted on L toe 

area...."

A wound assessment of the resident's toes was 

not found in the clinical record.

A care plan regarding the resident's toes was not 

found in the clinical record.

On 8/3/20 at 2:15 P.M., a skin assessment was 

requested. LPN 2 indicated she did not work very 

much and was unfamiliar with the resident's skin. 

The resident was observed to be wearing 

protective shoes on each foot. LPN 2 was unsure 

which foot had wounds, and the resident pointed 

to his left foot. The resident was observed to be 

wearing socks, which appeared to be very snug, 

as LPN 2 had some difficulty removing them. 

Gauze dressings were observed on the resident's 

left great toe and left 2nd toe. The date on the 

dressings was illegible, but LPN 2 indicated she 

thought the date written was "8/7." LPN 2 

indicated the date was "probably the date that the 

dressings needed to be removed." The left great 

toe was reddened, with an open area on the 

outside of the toe. A scant amount of bloody 

drainage was observed on the dressing. The 2nd 

toe was also reddened, with an open area 

observed. A scant amount of bloody drainage 

was observed on that dressing. The resident's 

right foot had no open areas, but appeared 

discolored.

On 8/3/20 at 2:25 P.M., LPN 1 was interviewed. 

LPN 1 indicated she performed the facility's 

wound assessments, and assessed the residents' 

wounds. When questioned regarding Resident 

K's wounds on his feet, LPN 1 indicated those 

areas "were self-inflicted." Upon further interview, 

LPN 1 indicated she was unaware of any wounds 
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on the resident's feet or toes, and was unaware of 

a treatment order to the toes. LPN 1 checked the 

resident's physician orders, and indicated there 

was an order for Betadine, but no order for any 

dressings. LPN 1 indicated the wound 

assessments for non pressure areas had been 

documented under "Events," but now should be 

in the clinical record under "Wound 

Management." LPN 1 indicated there was no 

documentation for Resident K's areas, because 

she was unaware of the areas.

The clinical record of Resident K was reviewed 

again on 8/4/20 at 9:30 A.M.

A Nurses Note, dated 8/3/20 at 3:55 P.M., 

indicated, "This nurse and DNS [Director of 

Nursing Services] assessed residents [sic] 

bilateral feet at this time, noted on right foot 

resident has discoloration on top of right foot 

near base of toes and on other right great toe, 

noted on left foot an area of impairment on top of 

left foot, red in appearance and superficial, also 

noted area of impairment on outer left great toe 

and on outer second toe of left foot both areas 

dark red in appearance and superficial, [name of 

physician] notified at this time and order given to 

betadine areas on left foot until he assesses 

bilateral feet on 8/4/2020."

 Wound Management documentation included 

the following:

Wound location: Left big toe. Date/Time 

Identified: 08/03/2020 04:04 PM...Length 2.6 

[centimeters], Width 1.5 [centimeters], Wound 

healing status: Stable. MD to assess...Tx of 

betadine obtained for every shift.

Wound location: Left top of foot. Date/Time 
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Identified: 08/03/2020 04:02 PM...Length 

3[centimeters], Width 3.2 [centimeters], Wound 

healing status: Stable.

On 8/3/20 at 3:25 P.M., the DNS and LPN 1 

provided the current facility policy, "Skin 

Management Program," dated 4/2018. The policy 

included: "Procedure for Alterations in Skin 

Integrity - Pressure and Non-Pressure" 1. 

Alterations in skin integrity will be reported to the 

MD/NP, the resident and/or resident 

representative as well as to the direct care staff. 2. 

Treatment order will be obtained from the MD/NP. 

3. All alterations in skin integrity will be 

documented on the admission observation in the 

medical record...4. All newly identified areas after 

admission will be documented on the New Skin 

Event. 5. The wound nurse will be notified of 

alterations in skin integrity. a) The wound nurse is 

responsible for communicating to IDT 

[interdisciplinary team] on a weekly basis...b) The 

wound nurse will complete the appropriate skin 

evaluation on the next business day. i) Wound 

Management for ulcers (arterial, diabetic, pressure 

or venous) will be updated until resolved...6. A 

plan of care will be initiated to include resident 

specific risk factors and contributing factors with 

appropriate interventions implemented...."

This Federal tag relates to Complaint IN00332655.

3.1-37(a)

483.25(b)(1)(i)(ii) 

Treatment/Svcs to Prevent/Heal Pressure 

Ulcer 

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.  

Based on the comprehensive assessment of 

a resident, the facility must ensure that-

F 0686

SS=D

Bldg. 00
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(i) A resident receives care, consistent with 

professional standards of practice, to prevent 

pressure ulcers and does not develop 

pressure ulcers unless the individual's clinical 

condition demonstrates that they were 

unavoidable; and

(ii) 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.

Based on observation, interview, and record 

review, the facility failed to accurately assess and 

document the appearance of a pressure ulcer, for 1 

of 3 residents reviewed with pressure ulcers 

(Resident H).

Findings include:

On 7/31/20 at 9:20 A.M., during the initial tour, the 

DNS [Director of Nursing Services] indicated 

Resident H had a "long standing coccyx wound 

that was healed and then opened up again." 

Resident H was observed sitting in a Broda chair 

at that time.

On 8/3/20 at 9:55 A.M., a wound assessment was 

requested. LPN 1 indicated she was the Wound 

Care nurse, who was responsible for the weekly 

wound assessments. Resident H was lying on an 

air bed. An open area, with some depth, was 

observed on the resident's coccyx area. The 

wound bed appeared red, with surrounding raised, 

white, calloused-like rolled tissue. The resident 

did not want to lie on her side for further 

assessment. LPN 1 indicated the pressure ulcer 

was a "Stage 2." LPN 1 indicated she obtained a 

different treatment order the previous week, due 

to an increase in drainage.

F 0686 F-686

It is the facilities practice to 

ensure 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

 

1.What corrective action will be 

accomplished for those residents 

found to have been affected by the 

deficient practice?

Resident H area of impairment 

was assessed by IDT. Wound 

management observation was 

completed to indicate coccyx 

wound as a stage 3 pressure 

wound. Physician was updated 

with no new treatment orders 

noted, responsible party notified. 

Care plans and CNA care guides 

were updated to reflect accurate 

status.  

 

2. How other residents having the 

potential to be affected by the 

same deficient practice will be 

08/21/2020  12:00:00AM

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: E1UC11 Facility ID: 000302 If continuation sheet Page 10 of 14



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

08/20/2020PRINTED:

FORM APPROVED

OMB NO. 0938-039

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP COD

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIE

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

WASHINGTON, IN 47501

155461 08/04/2020

PRAIRIE VILLAGE NURSING AND REHABILITATION

801 S SR 57

00

The clinical record of Resident H was reviewed on 

8/3/20 at 10:05 A.M. Diagnoses included, but were 

not limited to, metabolic encephalopathy, 

cognitive communication deficit, and reduced 

mobility.

A Care Plan, initially dated 5/8/20 and edited 

7/31/20, indicated, "Resident has impaired skin 

integrity: Stage 2 pressure ulcer to coccyx." The 

Approaches included: "Assess wound weekly 

documenting measurements and description. "

Wound Management Documentation included:

"Date/Time Observed: 05/07/2020 at 1:07 P.M.

Length (centimeters): 2.3

Width (centimeters): 2

Can depth be measured?: Yes

Depth (centimeters): .2

Exudate (drainage) Amount: Light

Exudate color and consistency: Serosanguineous 

(pale red to pink, thin and watery)

Stage: Stage II (2)

Percent of wound covered by granulation tissue: 

25

Percent of wound covered by clean, 

non-granulation tissue: 75

Wound edges/margins: calloused/firm

Skin surrounding wound: Pink/Normal

Wound healing status: Declining

Comments: MASD [moisture associated skin 

damage] around coccyx declined and now area is 

a stage 2, new tx [treatment] order given per MD, 

will continue to assess site daily and measure 

weekly."

A  "Significant Change" Minimum Data Set 

(MDS) assessment, dated 5/15/20, indicated 

Resident H had a short term and long term 

identified and what corrective 

action will be taken?

 

All residents have the potential to 

be affected.

All residents with pressure related 

areas of skin impairment were 

reviewed by IDT to ensure 

accurate pressure wound staging. 

Care plans and CNA care guides 

related to pressure wounds were 

updated to reflect current status 

and interventions to promote 

healing. 

 

3. What measures will be put into 

place or what systemic changes 

will be made to ensure that the 

deficient practice does not recur?

IDT was educated by the Regional 

Director of Clinical Services on 

8/12/2020 regarding staging of 

pressure wounds as well as IDT 

Initial and Weekly Wound 

Observation policy and procedure. 

CNA shower sheets, progress 

notes and New/Worsening skin 

events will be reviewed to audit for 

identified new areas of skin 

impairment. Any new areas 

identified will be addressed 

immediately with physician and 

family notification and  will be 

audited by IDT to ensure proper 

process was completed per policy 

and procedure for the identification 

of the new area of impairment, 

wound assessment and proper 

coding was completed by wound 

nurse, adequate treatment and 
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memory problem. Resident H had 1 Stage 2 

pressure ulcer ("partial thickness loss of dermis 

presenting as a shallow open ulcer...).

Wound Management documentation indicated 

the wound was measured weekly, and assessed as 

a Stage 2.

Wound Management documentation, dated 

7/27/20 at 10:23 A.M., indicated: 

"Length (centimeters): 1.3

Width (centimeters): .9

Can depth be measured?: Yes

Depth (centimeters): .2

Exudate (drainage) Amount: Heavy

Exudate color and consistency: Serosanguineous 

(pale red to pink, thin and watery)

Stage: Stage II 

Percent of wound covered by granulation tissue: 

50

Percent of wound covered by clean, 

non-granulation tissue: 50

Wound edges/margins: calloused/firm

Skin surrounding wound: Pink/Normal

Wound healing status: Stable

Comments: Area stable this week, area very wet 

and new order for tx change, for drawtex and 

change every other day."

A Physician's order, dated 7/28/20, indicated, 

"Cleanse area on coccyx with wound cleanser, pat 

dry, apply skin prep to peri wound and apply 

drawtex (cut to size) to wound bed and cover with 

foam and change every other day."

On 8/3/20 at 2:10 P.M., an additional wound 

assessment was requested. RN 1 and CNA 2 

assisted the resident in rolling on her side. A 

dressing was removed, and a small amount of 

interventions for wound prevention 

and healing are in place. Care 

plans and CNA care guides 

related to the new area of 

impairment will be updated.  

Weekly wound rounds will be 

conducted per policy and 

procedure and wound 

management events will updated 

to reflect current status. 

4. How the corrective action will be 

monitored to ensure the deficient 

practice will not recur i.e. what 

quality assurance program will be 

put into place?

QAPI tool for Wound and skin 

prevention will be completed 

weekly x 4 weeks, monthly for 6 

months and then quarterly 

thereafter. Results of audit will be 

reported to QAPI committee for 

follow-up and will continue until 

QAPI committee compliance 

determines compliance. If 

compliance is not achieved, an 

action plan will be developed. 

Date of completion: 8/21/2020
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reddish drainage was observed. The wound bed 

had a scant amount of yellow tissue in the center, 

and appeared to be a greater depth than a Stage 2 

pressure ulcer would be. RN 1 indicated LPN 1 

had measured the pressure ulcer that morning. 

On 8/3/20 at 2:25 P.M., LPN 1 was interviewed. 

LPN 1 indicated she was unsure about the staging 

of the wound, and that a Corporate Nurse had 

looked at the wound and recommended it be 

documented as a "Stage 2." She stated again that 

she had needed to change the treatment the 

previous week, due to the pressure ulcer draining 

more.

On 8/3/2020 at 3:10 P.M., the DNS provided the 

most recent "Wound Management" report, dated 

8/3/20 at 10:47 A.M. The report included:

"Length (centimeters): 1.3

Width (centimeters): .8

Can depth be measured?: Yes

Depth (centimeters): .2

Exudate (drainage) Amount: Light

Exudate color and consistency: Serosanguineous 

(pale red to pink, thin and watery)

Stage: Stage II 

Percent of wound covered by granulation tissue: 

50

Percent of wound covered by clean, 

non-granulation tissue: 75

Wound edges/margins: calloused/firm

Skin surrounding wound: White or grey pallor

Wound healing status: Improving

Comments: Area slightly improved this week, will 

continue with current tx and current plan of care, 

will assess area daily and measure weekly."

On 8/4/20 at 9:10 A.M., during an interview with 

the Corporate Nurse, she indicated she had 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: E1UC11 Facility ID: 000302 If continuation sheet Page 13 of 14



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

08/20/2020PRINTED:

FORM APPROVED

OMB NO. 0938-039

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP COD

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIE

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

WASHINGTON, IN 47501

155461 08/04/2020

PRAIRIE VILLAGE NURSING AND REHABILITATION

801 S SR 57

00

discussed Resident H's pressure ulcer with LPN 1. 

She informed LPN 1 that if the area had a lot of 

drainage it was "more than a Stage 2."

On 8/3/20 at 3:25 P.M., the DNS and LPN 1 

provided the current facility policy "Skin 

Management Program," dated 4/2018. The policy 

included: "Purpose: To promote the prevention of 

pressure ulcers/injury development; promote the 

healing of existing pressure ulcers/injuries and 

prevent development of additional pressure 

ulcer/injury...Pressure Injury: Is localized damage 

to the skin and underlying soft tissue usually over 

a bony prominence...Stage 2: Pressure Injury: 

Partial-thickness skin loss with exposed dermis 

...The wound bed is viable, pink or red, moist, and 

may also present as an intact or ruptured 

serum-filled blister. Adipose (fat) is not visible 

and deeper tissues are not visible...Stage 3: 

Pressure Injury: Full-thickness skin loss...in which 

adipose (fat) is visible in the ulcer and granulation 

tissue and epibole (rolled wound edges) are often 

present...Wound Management for ulcers (arterial, 

diabetic, pressure or venous) will be updated 

weekly until resolved...IDT [interdisciplinary team] 

will review residents with alterations in skin 

integrity weekly...."

This Federal tag relates to Complaint IN00332655.

3.1-40(2)
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