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This visit was for the Investigation of Complaints 

IN00440210 and IN00441630. 

Complaint IN00441630 - Federal/state deficiencies 

related to the allegations are cited at F686.

Complaint IN00440210 - No deficiencies related to 

the allegations are cited.

Survey dates: August 26 and 27, 2024

Facility number: 000514

Provider number: 155503 

AIM number: 100266800

Census Bed Type:

SNF/NF: 65

Total: 65

Census Payor Type:

Medicare: 7

Medicaid: 47

Other: 11

Total: 65

These deficiencies reflect State Findings cited in 

accordance with 410 IAC 16.2-3.1.

Quality review completed on September 5, 2024.

F 0000 Re: Complaint Survey 

Hutsonwood at Brazil

501 S Murphy Ave

Brazil, IN 47834-0130 

Dear Ms. Buroker, 

On sept 27, 2024 a complaint 

survey (IN00440210, IN00441630) 

with survey ID PK3T11 was 

conducted by the Indiana State 

Department of Health. Enclosed 

please find the Statement of 

Deficiencies with our facilities Plan 

of Correction for the alleged 

deficiency.

Please consider this letter and 

Plan of Correction to be the 

facility’s credible allegation of 

compliance. 

We respectfully request a desk 

review that the facility has 

achieved substantial compliance 

with the applicable requirements 

as of the date set forth in the Plan 

of Correction of sept 23, 2024. 

Please feel free to call me with 

any further questions at 1 (812) 

446-2636. 

Respectfully submitted, 

Manoj Berry (Executive Director) 

Hutsonwood at Brazil

501 S Murphy Ave

Brazil, IN 47834-0130 

 

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

Treatment/Svcs to Prevent/Heal Pressure 

Ulcer 

F 0686

SS=D

Bldg. 00
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Based on observation, record review, and 

interview, the facility failed to ensure wound care 

was provided for 2 of 2 residents reviewed for 

wound care (Residents S and C).

Findings include:

1. On 8/26/24 at 2:51 p.m., observed the Resident S 

lying in bed with left leg propped on pillow. The 

resident was alert and oriented. The left foot was 

wrapped in Kling gauze. A date of application was 

not on the dressing. The resident indicated the 

dressing to the left foot had not been changed at 

the time of the observation and had not been 

changed over the previous weekend. The resident 

indicated when the nurse changed the dressing 

they would date it. 

On 8/26/24 at 3:00 p.m., the medical record of 

Resident S was reviewed. Diagnoses included but 

were not limited to, complications of amputation 

stump left foot, acquired absence of left foot part 

of foot, type 2 diabetes mellitus with 

hyperglycemia (a disease that occurs when your 

blood glucose, also called blood sugar, is too 

high), chronic kidney disease, stage 4 (a severe 

stage of kidney disease where the kidneys are 

moderately to severely damaged and are not 

functioning properly).

An admission Minimum Data Set (MDS) 

assessment, dated 7/16/24, indicated the resident 

was cognitively intact. 

Physician order, dated 7/11/24 and discontinued 

7/12/24, indicated to keep the area around the 

incisions clean and dry. Soap and water could be 

used to gently clean the incision. Pat gently dry 

and keep a dry gauze dressing to groin incisions 

F 0686 F 686 Treatment to prevent/Heal 

pressure ulcer.¿ 

The facility requests paper 

compliance for this citation. ¿ This 

Plan of Correction is the center's 

credible allegation of 

compliance. ¿ Preparation and/or 

execution of this plan of correction 

does not constitute admission or 

agreement by the provider of the 

truth of the facts alleged or 

conclusions set forth in the 

statement of deficiencies.¿ The 

plan of correction is prepared 

and/or executed solely because it 

is required by the provisions of 

federal and state 

law.  1)Immediate actions taken 

for those residents 

identified: Resident S and 

Resident C’s treatments were 

completed per physician orders 

and dated appropriately. Care 

plans were reviewed and updated 

to reflect appropriate 

interventions.   2)How the facility 

identified other residents: Any 

resident who has orders for 

dressing changes could be 

affected by the alleged deficient 

practice. An audit was completed 

to ensure all treatments were 

completed per physician orders 

and dated appropriately. An audit 

was also completed to review care 

plan interventions were appropriate 

and in place. No other concerns 

were noted.  3)¿Measures put into 

place/ System changes: An 

in-service was completed on 

09/23/2024  12:00:00AM
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at all times until 100% healed. Change dressing 

daily. 

Physician order, dated 7/11/24 and discontinued 

on 7/13/24, indicated to change wound vac (a 

medical device that helps wounds heal by using 

negative pressure to create a vacuum over the 

wound) three times per week on Monday, 

Thursday, and Saturday. Staff were to keep 

pressure setting at 125 mmHG (millimeters of 

mercury).

A care plan, dated 7/12/2024 and edited 

08/05/2024, indicated, "Skin Integrity (Actual) - 

risk for complications related to open wound to 

left foot related to surgery." An intervention, 

dated 7/12/2024, indicated treatment as ordered.

 

Physician order, dated 7/13/24  and discontinued 

7/24/24, indicated staff were to change the wound 

vac three times per week on Monday, Thursday, 

and Saturday, and to keep pressure setting at 125 

mmHG.

Physician order, dated 7/24/24 and discontinued 

8/23/24, indicated to change the wound vac three 

times per week on Monday, Thursday, and 

Saturday, and keep pressure setting at 125 mmHG. 

Staff were to add Promogran or equivalent 

collagen under wound vac to wound base with 

every wound vac dressing change. 

Review of the treatment administration record 

(TAR) indicated, an order to change the wound 

vac dressing to the left foot on Mondays, 

Thursdays, and Saturdays. The record lacked 

documentation of the treatment with dressing 

change as being completed on 7/29, 8/8, 8/12, and 

8/19. The wound service provider documentation 

indicated on 8/1/24 the surgical wound had 

09/12/2024 by Director of nursing 

with emphasis on completing 

treatment orders appropriately, 

ensuring dressings are dated, and 

ensuring interventions are in place 

and appropriate with the licensed 

employees.  Director of Nursing or 

designee will complete a random 

audit of 3 residents five times a 

week for four weeks, then three 

times a week for four weeks then 

one time a week for four weeks, 

then monthly for three months to 

ensure physician orders are being 

followed and dressings are dated 

appropriately. Director of 

Nursing/designee will review¿3 

residents records five times a 

week for four weeks, then three 

times a week for four weeks, then 

one times a week for four weeks, 

then monthly for three months to 

ensure wound interventions are in 

place and appropriate.   4)How the 

corrective actions will be 

monitored: Audit findings will be 

presented to the QA Committee 

monthly x 6 months. The results 

of these audits will be reviewed in 

Quality Assurance Meeting 

monthly for 6 months or until 

100% compliance is achieved x3 

consecutive months.¿ The QA 

Committee will identify any trends 

or patterns and make 

recommendations to revise the 

plan of Correction as indicated.¿¿

¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿

¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿

¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿
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improved. On 8/22/24 the provider indicated the 

wound condition had worsened. An order to 

discontinue the wound vac was initiated on 

8/23/24, and an order for topical wound treatment 

was obtained.   

Physician Order, dated 8/23/24 and discontinued 

8/26/24, ordered Santyl ointment 250 unit/gram,1 

application topically with special instructions to 

cleanse left stump with normal saline (NS), pat 

dry, apply Santyl (a topical medication used to 

treat wounds) and then cover with Calcium 

Alginate and a ABD (a type of wound dressing 

used for large wounds or wounds that require 

high absorbency), and wrap with rolled gauze. 

Staff were to change daily and PRN (as needed) 

for soilage. 

On 8/26/24 at 4:15 p.m., during an interview with 

the Director of Nursing Services (DON). She 

indicated she did not know what the facility policy 

was regarding dating dressings, she indicated she 

would have to review their policy.

On 8/26/24 at 4:35 p.m., during an interview with 

Licensed Practical Nurse (LPN) 3 indicated 

treatments ordered daily were usually changed on 

day shift. The LPN indicated she would sign and 

date all dressings.

2. On 8/26/24 at 3:35 p.m., Resident C was 

observed lying in bed, sleeping. The resident was 

lying on a low air loss mattress. Off-loading heel 

boots were not observed on the resident's feet. 

Observed a gauze dressing over the left heel. The 

dressing was dated 8/22/24.  

On 8/26/24 at 3:45 p.m., the medical record of 

Resident C was reviewed. Diagnoses included, 

but were not limited to, cerebral infarction due to 

¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿ ¿

¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿¿

¿¿¿¿¿¿¿ 5) Date of compliance:¿ 

09/23/2024 
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embolism of left posterior cerebral artery (stroke 

related to a blood clot), chronic obstructive 

pulmonary disease (COPD) (a group of diseases 

that cause airflow blockage and breathing-related 

problems), and history of pressure-induced deep 

tissue damage of right heel. 

Physician order, dated 3/13/24, indicated to use a 

skin-pressure relieving/reducing mattress on bed.

Physician order, dated 4/12/24, indicated to float 

heels while in bed with the use of heel boots. 

A care plan, dated 4/12/24 and edited 7/9/24, 

indicated Resident C's skin was at risk for 

complications related to DTI (deep tissue injury) 

to right inner heel. An intervention dated 

4/12/2024, indicated treatment as ordered. 

Resident C's record lacked documentation lacked 

a care plan for heel boots.  

A quarterly Minimum Data Set assessment, dated 

6/19/24, indicated the resident was not cognitively 

intact. 

Physician order, dated 8/23/24, indicated to 

cleanse wound to right inner heel with wound 

cleanser, pat dry, apply skin prep to peri 

(surrounding) wound, apply calcium alginate, and 

cover with bordered gauze. Change daily and prn 

(as needed) for soilage or displacement. 

On 8/26/24 at 4:35 p.m., during an interview LPN 3 

she indicated dressings ordered daily were 

usually changed on day shift. LPN 3 confirmed 

the dressing on the left foot of Resident C was 

dated 8/22/24. She indicated she was not the 

nurse assigned to the resident.
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On 8/27/24 at 11:30 a.m., during an interview 

Registered Nurse (RN) 5 indicated she always 

dated dressings after providing treatment.

On 8/27/24 at 1:37 p.m., observed the resident 

lying in bed. Certified Nurse aide (CNA) was 

repositioning the resident. There were no pressure 

relieving boots on the resident's feet. The CNA 

acknowledged there were none on his feet and he 

should have them on while in bed. Offloading 

boots were not observed in the resident's room.

On 8/26/2024 at 4:54 p.m., the Administrator 

provided a document titled, "Treatment Dressing 

Standards,", dated, 5/19/21, and indicated it was 

the policy currently being used by the facility. 

The policy indicated, "...Purpose: to promote 

healing that results in an intact skin layer 

...Procedure ...11. Clean and dress wound per 

physician order. A best practice is to apply date 

on outside of dressing ...Document the dressing 

change in the resident's medical record ...."

On 8/27/2024 at 2:00 p.m., the Administrator 

provided a document titled, "Skin condition 

policy," dated 5/19/21, and indicated it was the 

policy currently being used by the facility. The 

policy indicated, "...Potential resident 

interventions to prevent skin impairment in 

healing may include ...Elevation of heels off bed 

...."

This citation relates to Complaint IN00441630.

3.1-40
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