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F 000 | INITIAL COMMENTS )
Preparation and/ or execution of this plan of

Comaction date: 7-18-/ ‘ correction does not constitate admission. or
agreement by the Frovider of the fruth of the
facts alleged or conclusions set forth in the

The following deflcingies ware identifisd during
statement of deficiencies.

tha onsite investigation of complaint
H59447-C, #60268-C, Bn‘d #60203-C conducted

on June 8-21, 2018, The plan of correction is prepared and/or
Complaint #60203 substantiated witi the executod solely becaus th? pr_owsmns of
Federal and State law require 1t

following deficiencias.

Complalnis # 53447-C and #50269 were
\“Chis constliuteg wy credible allegation of

unsubstantiatad,
compliance as of July 18, 2016, :
Ges Code of Faderal Reguiations (42GFR) Part * ’
483, Subpart B-C. Y187 ;
F 157 | 483.10(b){11) NOTIFY OF CHANGES F167| . The standavd of Pleur Heights Center Yar
Wellness and Rehab to provide proper

(INJURY[DECL!NEIROOM, ETC)
notification. to Residents, legal

representation, and resident attending
physician in any changes in treatment,

as=D

A facifity raust immediatsly inform the resident;
consull with the resident’s physician; and if

known, notify the resident’s legal rapresanla.trve condition, roop changes, efc.

o an intarested family mamber when theraisan

aceidant involving the resident which results in s »

Injury.and has lhe potential for requidag physician I Mini ln-ser91ce Was oompl?ted on

Intervention; & slgnificant change in tha Tesidents -— 71 8"291 & m review of policy

physical, mental, or paychasacial statys (ie., @ regarding wofification of families

deterioration In health, mental, or paychnsocial and attending physician, Upon

status in either lifa threatening conditions ar worsening of wound condition,

chnical complicafions); a need to aiter treatment emetgency room visit, or change iu
{reatmest.

significanily {i.e, 3 need to discantinua an
existing form of traatment due {o adverse

consequences, ar fo commence a naw form of
treatment); or a dacisian fo tansfar or dischargs The Director of Nursing or Unit Managers
the residant from the fadllity as spacified i will tandomly review turses notes, incident
§483.12(a). reports, skin sheets, and other
i sure tha
The faciifty must slso promptly notify the resident gg;%f:ggﬁ?éi eﬂ; & that proper
and, If known, the resident's legal representative ’
ﬁﬁ_é - Yy A | PIL B w]m'fﬁ

'3 OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGHATURE

ORATORY DIREGTO .
% Lol RA Nor/ 0712542016
ricy whish the Instilutien may be sxcused from cormeellng providing Tt 1 detstmined that

Py dofiesency statemenfending with an astersk {') donotes a defice
ufficient prolection ta the patients, (Gee Inatnrclions.) Exceptior nurslng homes, he findings atated above 3 tacioaabla 90 days
hemes, the abovs findings and pians of comeslion ara dleclosable 14

othsr safeguifrds p
jallewing Te date of survey whatharer not a plan of cotraction i provided. Far nursing
daya faftowing thoe dale these documants are made avalable bo e fxdity. If daficionciss s olled, an approved plsn of correction is requisite 1o contnuwed

progeam panicipation.
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F 157 | Continued From page 1

aor intarested Family member when there Js a
changa in room or reommate assignment as
specifiad In §483,15(e}(2); or a changa In
rosident rights under Federal or State faw or
fagulations as epacified i paragraph {b){1) of
this section.

Tha facility must record and petiodicalfy update
the address and phone number of the Tesident’s
lagal representative or interested family renibar.

This REQUIREMENT iz not met as evidanced
by:
Based ‘on abservation, recard review, and sfaff
and residant inferviews the facillty failad to nolify
a respansible family member whan Rasident #4
experisnced a changa in conditfon rafated o the
deteriaration of a pressure ulcer. The resident
sampla was flve residents and facllity census was

103 residents,

Findings Include:

F {57| quacterly CQI process. i
Completion Date: July 18, 2016 i,
[

Resident #4 had a quarterly Mintmum Data Set
(MDS) assessment dated 4/23/16 which revealed
the residant had an Intact cognition as evidenced
by & Brief Interview for Mental Status (BIMS)
score of 14 points, Tha resident required limled
to extensiva assistance from staif for actvities of
dally living including bad mobllity, ambulation,
hygiernio cares, and toilating. The MDS identified
dlagnoses included Alzhelmer's Disease and
mustle waakness, ahd polyosteoathritis.

‘fhe plan of care noted resident #4 had an
impaired dedislon making abilily related to
Alzheimer's disease diagnosis and staff was

instrucled to encaurage the resident fo make
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Indspendeant declsions as long #s sppropriate and
to encourage family to be active with cares and
detlaton making =s they are able.

Review of Resident #4's individual Wound/Skin
Healing record dafed 4/126/16 vevealed the
Idantification of a stage bwo pressure ulcer (pariial
{hickness loas of dermls presenting as 8 shafllow
open ulcar wifh & red-pink wotind hed without
glaugh and may resent as an intact or ruptured
biister) on the left heel. Tha following entries
wara documentad on the recard and ravealed the
famiy was not notifiad of the daterioration of ihe
wound:

4125116~ left hast wound measured 1.5
centimeters {cm) by 1.3 cm with scant dralnage.
Treatment was Triple Antibiotic gintment and the
reskdent was nof to wear shoes. The family and
physicisn were noified.

BoA8- wound measured 1.7 G by 2 emand
was covered wilh eschar (dead fissue resembling
a scab) and was deteriorating. Treatmant
changad to Beladina {broad spectrum antiseptic

F 157

for toplcal application in the frgatmisnt and
pravention of infection in wounds) application.
E/9/16- wound measured 3.2 cm by 4 cm and
continuad fo dateriorate. Trastment apply heal lift
bont to teft heal.

EA6/6- wotmd measured 4.5 em by 5.5 cm and
had dralnage and a foul ador. The waolmnd
continued to deteriorate.

The wound record reflected the famlly was not
notified of the deterioration of the wound on the

left heal,

Nurse's Noles Documentation revealed the

foiloving enirles:
Tuasday 5117716 at 2:15 AM - the wound had

significantly increased in aize, was dark purpla in
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color, and had & distinct odor present. The
documentation did nof siate the physician andfor
family viere notified of the change in the wound.

Clinical record roviaw of Resident #4's chart’
revealed the residant experienced an elevated
temperatuze of 101 degiess on 6/1316 prior to
the §/19/16 diagnosis of osteomyalitis. On
5416 higMer Bmperature was documentetf as
99.1 degress and on 5/17/10 as 95.6 degrees,
Docdmentation did not reveal the family or the
physician was notified of the residents fever.

Dusing an Interview with family members of
Residant £4 on 6/16/16 at 1:00 PM in tha
resident's reom one member sfated ha/sha visits
the resident at least twice a week of mora.

Hafshe recalied family was notified when the left
heel ulcerwas firot idantified on 4/26M186. The
farally member statad when visiting the resident
hefshe noted tha biue boot on tha left fool was
nof placed correcly.  The resident's left heel was
not centered in e open dopression at the hael of

the hoot bist was pressing on the padding ahove
fhe hols, He/she stated hafshe notified staff of
this Kowaver when the member returned again to
visk the boot still was not on carrectly. The family
merher stated hefshe did not see the residant's
heels fioated on piliows when in bed. The
mamaer stated the family was shocked when the
resident was dlagnosed with osteomyelilis
(Infaction of the bone &t the site of the utcer)
during evaluation i the emergency foom on
5/9/6. The family member stated tha Farnity
thaught the facility wae updating them on
changes in the rasfdent’s condition but were rot
notified of the wound deterioratfon, the resldenl's
faver on 5/13#18, or the identification of a skin
issue on the resident's buttocks on S/19/6.
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On 6/18/16 at 1 PM Resident #4 obsarved to ba
sleaping in a supine position in bad while the
family interview was taking place. The Prafe
suspanaion boots were noted to be on both of the
resident’s feet and the family membaes approved
of the hools used now. The resident's calves
were aupporied by plliows at this {ime.

Duting an intatview with the Diractor of Nurshg
{DON) on 8/15/16 at §:00 AM she stated stalf
should notify family members when a resident
sxperences a changs in condition such as
dotedoration of wounds, change In physician
ordors, and significant changas in vitals signs
such as a faver. Sha stated she willba
va-edycating staff on famify nofification‘as well as
ofher palicies/procedufes.

483 .96(6} TREATMENT/SVCS TO
PREVENT/HEAL PRESESURE SORES

Bazad on the comprehensive assessment ofa |
1asident, the facility must ensure fhata resldent

F 167

F 314

standard of Fleur Heights Center for

F3l4
The
‘Wellness and Rehab is to ensrs that

who enters the facility without pressure s0res
does not develap pressure soes unless the
individuat's cfinical condition demonstrates that
they were unavaidable; and a resident having
pressure sores fecé{ves NECassary {reatment and
services to pramote healing, prevent infection and
prevent new so5es from daveloping.

“Ihls REQUIREMENT Is not mot as svidencad
by:
Based on obssrvation, clinical chart raview, siaff

and resident intarview, and policy raview the
facility fallad io ensure that a residant entering the

facilify withaut pressure sores did nof develop

preventative measures are puttrplaceto|———}—

prevent pressiyes s0res o1 residents
admitted into the facility.

1. StaffA and nursing staffhave
beanreeducated o0 proper
infoetion control by & mini in-
service completed 7/18/2016.

_Foensing onuse of barriers on
qupplies to prevent contamination

and handwaghing/gloving.
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Ditector of Nuxsing has meeting on

pressura sores uniess the indlvidual's clinical
condifion demonstrated that they were
unavaidable. Concerns ere noted for threa out
of four samplad resikients with pressure sores
(Residants #2, #3, and #4). Appropriate
physician ordered wouad care was not provided
for Resident #4 and Resident #2 and proper
infeclion coniral technlgues were not
jmplementsd durng wound cares for Resident #4
and Resldsnt #3. Staff did not provide
appropriats interventicn consistently for these
rasidents. The facllity repotied cenatis was 103

resklents.
Findings includs:

1. A quarterly Minimum Data Set (MDS)
assesement revealed Resldent #4 had an intact
cognltion as evidenced by a Brief Jntarview far
Mental Status (BIMS) score of 14/16 points.
Resident #4 required limited-extensive assistance
from staff for all activities of daly living Including

2.
- 9/98/2016 with Unity Point
Director of Operations for the
Wound Center to develop and set
up training for Staff A. Sraffa
will be sent to a wound copference
in Des Moinsg in September,

3, Mini in-service completed with

nursing staff reeducating {hex on
skin policy and interventions to
prevent skin breakdown done on -

“1/18/2016.

4. Miniin-service completed on
771842016 regarding removal of
discontinued ordets on MARs and

TARs,

~ffgupd-care-audits will be; done wifh all

bed mobllity, ambulation; hygiene-cares;-and
tollsting. The MDS diagnoses freluded
Alzheimar's disease, musde weakness, and
polyosteoathrilis which resutted [n bilataral
shoulder pain. The MDS noted the regident did
not have any pressure, Yenous, or arterial ulcers
st the fime of the assessment. The prevantive
ltams listed I the MDS Skin and Treatment
Saction noted a pressure reducing device for tha
chair and bad was providad {or lhe resident and
treatments Included application of non-surgical
Jressings and ointmentsfmedications other than
fo fest. The MDS reflected tha resident was not
on & lurning or repositioning prageaim ‘or
nutfitional supplements aimed at prevention of

skin issues.

froility urses. Audits on Nurses will be
conducted and Nugsss will continue to be
andited on a quaxterly bagls.

ATl residents with wounds will bo reviewed
weekly during ICF meeting.

Any pafterns or i8sues with wounds will be
reviewed at the quarterly OOl mesting

Completion Dte: July 18,2016
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The Bragen Scale (prassure sofe risk

follows:

<5 =vary high fisk
40-12= high risk
43-14= moderate sk
46-18= at ik

and decreased funciional mobility. The

wound nurée as needad, fo float heels

malirass and chair cushlon.

165273

FLEUR HEIGHTS CENTER FOR WELLNESS AND REHAT

SUMMARY STATEMENT OF DEFGIENCIES
H DEFICIENCY JUSTRE PRECEDED BY FLLL
REGULATORY GR 150 {DENTIFYRIG INFORIATION)

assessment) ia parfarmad on all residents
guarterly (every three menihs) fo fract residant
ik of devaloping pressure glcars. The Braden
scoras for Resldant #4 on aloais, 111618, and
495416 vera "16°. 5iaff neglected to documant
findlings for a0 assessment due i Febiuaty of
2016, Tha seale for the Braden scores 6 as

42 MULTIFLE COMSTRUCTION {K3) DATE SURVEY
A, BUILDIRG COMPLETED
C

o, WING

1] PROVIDER'S PLAN OF CORRERTION
PREFTX CORRECTIVE AGTION SHOULD gE CONPLETION
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DEFICIENGY)
b ee—— ] ,——_‘_
Fald

The plan of care noted Restdent #4 had 2
solf-gare deficlt ralatad to Alzheimer's disease

intarventions o pravent skin issues were Iniliated
on &7/15 and staff was instructed to consuli the

off tha bad

as requested, and 1o provide pressurd raliaving

e |-Aftar-idenilficalion of a pressura ulcer on tha
rexidents heel on 4725516, "oat Eale™was

No. 6043 P9
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waitten on the care plan.

{boot device {hat is worn on tha calf an
Implemented for the residant.

Review of individual Wound{Skin Heall

{dentification of 2 staga two presaurs i
{nickness loss of demmis presenting &6

FORM CMS-2567 02-9%) preialts VRrsmns Ohsclele

Afier identificalon of a gecond prassre ulcer on
the resident’s dght heaf an grare, "Prafa hoots"

d foot and

ig often used for pal «anfa {o ralisve prassure on
ihe heel and prevent pragsure uleers) were

ng fecord

for Residant #4 dated 4125/ 16 revealed he

lcer {partial
a shallow

cpen uleer with a red-pink waung bad without
.| stough and may present as ah intact or ruptured

Event IDIEAPRT]
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blistar) on the left heel, The following entrlas ware
doturmentad on the record:

On 4/25/16- laft heel wound measured 1.5
cantimeters {om) by 1.3 ém with scant drainage.
Treatrent was Triple Antiblotic oiniment and the
rezident was not {0 wear shoes.

On 52116 wound measured 1.7 cm by 2 em and
was covered with eschar {dead tissue resembling
a geab) and was deferioraling. Treatment
changed to Beladine (broad specirum antiseptic
for toplcal application in the {reatment and
prevention of infeclion in wounds) application,

On 8/6/16- wound measured 3.2 em by 4 ¢ and
continued to getariorate. Treatmant apply haai Tift
boot to laft heal.

O 5/16f16- wound measured 4.6 cm by 6.5 cm
and hed dralnage and & foul odor. The wound
confinuad to deferorate.

Murse's Notes Documentation revealed the

foflowing entrles:
On 5M7H86 (Tuesday) st 2:15 AM - the wound

-+had slanificentlly-increased in. size, was dark

purple In color, and had a distinct odor present.
The resldent had been asked how his/er laft
heel felt and stated the heel did ot hurt, Tha
doctrmentation did not state the physician had
bean nofifiad of the shange in the wound.

On 8/19H8B (Thursday) at 530 AM - anew
superficial open area with soant drairtage was
Identified by staff on the resident's buftock. The
area was cleansed and ddied and left opan to alr.
The doctar was notilad and traatment orders
wore racaived.

On 5A9116 at 9:00 AM - the resident's left hesl
had deteriorated shhce 5/16/16 (Monday) and
now had a foul odor and a brownish
serosanquinous (vld leaving a wound that is

yellowish with small amounts of blowd} drainags.

FORM CMS-2587(02-83) Prevlous Versions Obenfeln
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Notification of the famlly was documentsd at ihis
time.

On 5196 at 1:00 PM - the Advanced
Registared Nurse Practitioner (ARNF) exemined
the heal wound.and Resident #4 was sentto the
smargency room for evaluation of the left hae!

prassure ulcer.

On 5H19/18, a physician ‘ s order for pre-athumin
and wound cullure to left heal was ordered,

Record review of hospital Pragress Notes dated
819716 revealed the resident was admitted an
61976 due 1o 'eft heel wound which had baen
present for af laast 3 weeks.

Apparenily a plece of tissue had fallan cut of the
wound vnich concerned staff. The resident had
basn complaining of a low grada fever. The
reported idenliffied a diagnosis of left caleansat
{heel bone) osteomylifis {pane Infection) and heel
ulcar with necrosle (dead lissue). On sxamination
the ares was coverad with black eschar but thiz
was boggy and {nere was dralnage an an odor.

The resident raporied palm i Hiser feft {eg:The
rasldent had a debridement {surgical removal
nonliving Hgsua from pressure ulcara) while a
patlent in the hespital.

Nurse's Notes Documentation revealed the
following enirias:

On 5/27116 at 1:45 PM - the residant retumed {0
the facility and was acimitted for skilled care.

On BfA0/6 at 9:30 Al - the family noficed a new
lagian on Resident #4' right hael and natified tha

slaff.

Review of an Individual Non-Pressure SKin
Conditlon Record for Restdent #4 dated 513016
documentation revaaled a 3 cm by § em area
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located on the tighl heel which appears to have
dark fidd visible under intact gkin.

Raviaw of indlvidual Wound/Skin Healing Record
dated 573116 ravealed the wound was ‘
unslageable and covered with eschar. The

wound when opaned, measurad 3.5 om by 2 6in. '

During chservation of vwound care for Resident #4
on BI40/46 at 8:40 AM Sfafl A, Reglatared Nutse
(RN}, gatherad supplies including taps, an
wnwispped rall of gauze, a wrapped dressing,
and 4 paper tapa measure and placad the
aupplles on her dliphoard. The top page on the
dlip hoard had Staff A's wiitien notes an it. She
entered ihe resident's room, placed the clipboard
with supplies on & badside table, wazhad har

| hands, and donnad gloves. The Director of

: Nursing {DON) was in the room fo obgerve the

i procedure. StaffApoked the wound bad with her
gloved finger fo check the surface of the ulcar o
tha right heel, The wound bed appeared to b -
siaugh-ﬁssue.wﬂh.a.da_r_K_ pink area surrounding

{he wound bed. Asscant amount of .
serosanguinous drainage was notad. Staff A
mesdsured the wound with ihe paper tape {§ ¢m
by 2.2 tr0), sonkeda square of gauze with
Betading, painted {applied) befadine on fhe
wound, and elevated the right heal on a pillow to

dry uncovered.

Revlow of Resident #4's Treatment Administration
Record (TAR) noted the freatment to the right
heel was lo cleanse the wotnd with wound
daanzer, pat dry, dry paint with Betadine, and
leave open to air once each day. StaftA
neglacted to clean the wound with waund
ciaanser prior io painiing the heel with betadine

and did not change her gloves appropriately
Evenl jo:84FR11 Fastly 1D: [A0ER)
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during the procedure.

Siaff A continuad with wound vares {from 61016
at 8:40 a.m.) end washed her hands end changed
gloves. &he measured the wound an the
Resldents Jeft hael which hed peen debrided
praviously at the hosplial. The wound measured &
¢m by 8 cm with a depth of 0.3 cm. Hand eschar
coverod ths wound bage and npo drainage of foul
ador was noted. She poked on the wound bed
with her gloved finger and teak Beladine soaked
4X 4 squares and placed the soaked squares ol
the wound bed. Sscuring the soaked 4 X 4
squares to ths wound hed she wrappsd he
wound and 4 X 4 squares with the roll of
unwrapped gauze which was stil located on tha
dlipboard, Tha Betadine soaked through the
outar wrapping and ihe wound nufse applied fhe
Prafo fift boot to the foot.

Roviow of Resldent #d's TAR poted the treaimsnt
10 the left heel was te cleanse the wound with
wound cleanser, pat gy, dry paint with Beladine,
| and coverwilth a dry dressing daily {otdered on

8/2/18). The trealment Glakf A performed an the
feft heel during observation was afi old order that
had been discontinued on 6/2/16. Stalf A again
neglected to changs her gloves appropriatsly

during fhe procadure.

Durtng an intervisw with Resldant #4 on 6/1046
41 8:20 AM the resident stated tha wound on the
left foot bacams infected when it was "not faken
gare of* by siaff. The resident statad hisfher legs
were not alevated aff the mattrass or fier recliner
footrest previously. He/she siated after the left
foof wound was discovered a blue boat was
placad on the left fot hut not the rght foot. The
rasident stated there now is a wound oh the rght
heel and hisfaer bettom. The residan stated the
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physictan told him/he the wounds wera from
spreasure”,
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During an inferview with Resident #4's primary
care phiysician {PCFYhe stated with the resident’s
current giagnoses he Was nat susprised the left
hesl wound deteriorated to 2 gevere state s0

. When asked about the dovelopment of

quickly.
fhie wound inifially he stated the facility staff is
wiih the care of the

golng “above and beyond”
viound but multipla factors are inhibiting wouno

healing.

Nurse's Notes dacumentation ravealed the
following entries:

On Tuesday &/17/16 al 218 AM - the wound had
significantly increased in gfze, was dark purple I
color, and had a distlnct odor present. The
documentation did not gtate the physician had
been nolified of the changs in the wound.

Clinical racord faview of Regldent #4's chart

revealad the resmanraxperlenced-an-etevatad
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femparature of 401 degrees on §M3/16 prier to
{ho 5/19/16 diagnosis of osteomyelifis. On
5/14/16 hisfher temperature was documented ag
59,1 degrees and an 51718 as 99.6 degrees.
Documentation did not reveal the physician was
notified of the razidants fover,

Dering an interview with family members of
Resident #4 on BAE/16 at 1:00 FMinthe
restdent's room one member stated halzhe visits
{he resident at least twica a wesk of mare.
Hefshe racalied family was nofifted when the faft
hae! ulcor was first identified of Asiie. The
family rnamber statad when visiting the residant
hefsha noted the biue boot on the eft foot was

not placed correctly. The resident’s left heel was
Event I0:84PRIY
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tiot centerad In the open depression at the heal of
the baot hut was pressing on the padding abova
the hole. Hefshe stated he/she nofifiad slaff of
this however when the member raturned agafn ia
visit the boot silll was not on comectly, The fantily
tnember stated hefshe did not see the resident's
heels floated on pillows whean in bad. The
member stated the family was shocked when the
resident was diagnosed wilh asleomyelllis
(infection of the hona at tha site of the ulezr)
during evaluation in the emergency Tcom on
6196, The famify member stated the family
thaught the facility was updating therm on
changes in the resident ' s condllion but ware not
notified of the wound defedoration, the residents
fever on 511318, or the identification of a skin
isstie on the resident's buttocks on 51946,

The resident was obesrved to be slaeping in a
supine posttion In bed while the family interview
veas taking place, The Prafo suspension boots
ware noted on hath fast and the family members
approved of tha boots used now. The resident’s

calvas ware supporied-hy-piilovs-at-this-ime,

2. Aquarterly MDS assessinient for Resident #2
dated /66 revesled the resldent had an intact
cognition as evidenced by a BIMS scor of 15115
points, Resident #2 required linited assistanca
from staff for all sctivitles of daily living including
hed mohility, ambutation, hygiens cares, and
tolleting. MDS disgnoses includad
Non-Alzhelmer's disaase and Diabetas Mellitus.
The MDS noted the resigent did not have any
pressurs, venous, of arterial ulcers at the ime of
the assessment. Ths preventive items listed in
the MDS Skin and Treaiment Section noted a
pressure reducing davice for the chair and hed
was providad for the resident and treatments
includad application of ofnimenisimedications
EventID:#4PRH Facfy i WIE3
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ofherthan fo feat  The MDS reflectad the
ragident was not on a turalng of repositioning
program or nuiritional supplements aimed at
preveniion of skin issues.

‘g plan of care noted Resldent #2 had a
salt-care deficit and required assist of staff for
bast mobility and ambulation. |nterventions to
prevent skin fssues were initiated on 12118715
and staff was instructed to consult the wound
nurse as neaded, float hasls off the bed as
tolerated, to provids pressurs relieving mallress
and chalr cushion, Afler identification of &
pressure ulcer on the resident * s left hael on
4126716 * Heellift boois fo be wam at all
times-may remove for cares. Will refuse, was
hand wrilten on the care plan.

The Braden scores for Resident #2 on 3/10/16
was M8 and on 6/7/16 was “17" indicaflng the
resident was at risk for developing pressure

tlears

Review of Resident #2's Wound/Skln Healing
record dated 3126716 revesled the Identification of
# slage two pressure ulcer located on tha left
heel. Tha wound measuied 2.1 cm by 23 cm
with & dopth of 0.2 em and wag noted to have
purulent drainaga (drainage conslsting of pus). A
second wound was idertifled on 4/11/16 op the
sadia] aspect of the resident's left foot measuring
2 em by 4 cm and wag unstageabla. Records
reveslad this wound was healed on 5/16/18.

During ohservation of wound care for Resident #2
on 6A5/16 at 11:20 AM with the Director Of
Nursing (DON) In the room fo observe aiso, Staff
B, Licensed Practieaf Nursa (LPN), gatharad
supplies, entered the resident’s youin, and placed
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{ha supplies on & clean bader. Staff C, LEN,
ramovad the residant’s sock from the left foot and
it was noted there was no dressing covering the
wound. The resident stated af this fime he/she
had a shower lagt evening and staff did not
rg-dreas the wound. The wound had a scant
amotnt of deainage from the wound bed. Staff B
provided appropriate wound care for the resident
and malatained adequate infection control
lachiniqueas.

Review of Rasident #2's TAR noted the treatment
to the loft hael was (o cleanse the wound with
wound cleanser, apply Aquacell AG {antimicrobial
dressing) , and wrap wilk Kerlix (gauze wiap).
Nursing staff neglectad 1o provide appropriata
wound traatrment for the resident after the
residants showsr on 8H4/16,

3. Resdent #3 had a quarterly Minimum Date

Sat{MDS).assessment, dated 511816, which |
revealed the rasident had an intact cognition as
avidenced by a BIMS score of 15/15 paints. The
DS sssvssed the resident 55 Independent with
ail activilies of dally fiving except taileting. MD3
diagneses included heart failure and obaslly. The
MDS notad the restdent did not have any
pressure, venous, or arferial ulcers at the fime of
tha aseesement. Tha MDS identitiad the resident
at flsk of developing pressure vlcers. The
preventiva items listed in the MES Skin and
Treatmant Seclion noted a prassure reducing
device for the chair and bedf was providad for the
residant and {reatments Included application of
alntmends/meadications other than io feat

The care plan noled the method of ambulation

and transfer was changad to staff assist with the
Event!D;84PR11 ety [D: ADZRS
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machanical Easy-Stand ift siand on /19186,
After idantification of unstageabls ulcer to the left
heol an 65116 “Heal-lift boots, Arginine {yound
haaling supplemant) and Multi-vitamin to start

"was hand wrliten on the care plan.

Tha Braden scores for Resident #2 on 519/16,
priar to hig/her dacline, was “20" indicating the
resident was niot at risk for devafoping pressure

ulcers.

Review of Residant #3's Weund/Skin Healing
record dated BI5H6 ravealed the Identification of
an unstageable pressure ulcer located an the feft
hesl, The wound imeasured 4.8 ¢ by 8.3 om
witi an open area of 4.8 cm by 4.5 cm.. A
medarate amount of serosanquinous dralhage
was documented. The record reflected Prafo
boots were ordered for the regidant.

Observation en 8/10H6 at 8:00 AM revealed

Fat4

Rezident#3 seated In-a Wheslchairin his/her

room. Tha resident's feat were uncovered. The
left foot had a dressng over the hesl and the
dressed has! was rasting on the floor without a

bariier,

Duilng observation 6/10/16 at § AM SlaffA, RN,
placed drassing supphes (unvicapped rolf of
gauze, 4 X 4 gauze squares sprayed with wound
cleanser, and fapa measure) on the clipboard and
enlerad Resident #3's room to provide wound
care. Resldent #3 was seated in a wheelchair
with his feet on the floor.  StaffA noled the
resident's feat did not have blue baats on and
stated the resident was to wear lhe heel-ift blue
baots at all times. Staff A washed her hands and
gloved. She took the old dressing off ihe
rasident's heel and changed her gloves. The
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DON, present 1o obsetve the procadure, held the
resident’s leg up off the floor for StaffAto
measure the wound (8.3 cm by 4.8 cmwith a2
sloughfeschar wound base measuring 4.5 cm by
4.8 cin). Staff Awashed the wound wilh weund
cleanser and took a Telfa {non-stick) drassing out
of the patkage. She placed the clean dressing
direotly on the floor and placed the resident's foot
onto the dreasing, She pickad up the Telfa
dressing and heel and wrappad the foot with the
gauze rofl. Staff A did not apply Santyl vintment
{o the rasident's wound and stated she would call
the physician to ask If the Santyl should be
continuad since the wouhd was no longer
complatefly covered wilh eschar.

Review of Resident #3's TAR noted the frealment

to the 1eft hesl was to cleanse the wound with

wound cleanser, pat dry, apply Santyi, cover with ,
dry dressing, and wiap with gauza fwice daity and

as neaded. The TAR noled tha resident was to

{loat hesls when in bed. Tha TAR did not instruct

F 314

staff 1o place heal it boots on the resident as
noled the care plan.

Raview of a Physician Progress Nofe dated
6710116 revealad the physician diagnosed the
wound as a laft neel ulcer with cellufitls, The
rasident was placad an Roeaphin (antlblofio) -
intramuscular injection daily far seven days.

During an interdew with Resident #3 on 6/10H6
at 9:15 AM the resident stated it was hisfher
understanding that {iie hoots were o ba on ali tha
time. Hefshe stated staff did put the boots on last
night. Thiz moentng when hefshe was assisted to
get up staff did not put socks or the boots on
histher feat end he neglacied to left them fo.
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Obsarvation of Resident #3 on 6/156H6 at 10:30
AM ravaalad the resident asleep in the whealchair
without boofs on his/her fea which rested on tha

flaor.

Observation of Resfdant #3 on 6/16/16 at 9:00
AM revealed the reskdent asteap in the wheealchair
with blue boots on both fesf.

Observation of Resident #3 on 61716 at 8:20
AM reverled he rosident aslaap in the wheelchalr
withott boots an histher fast which rested on the
foot padals of the whesichair.

During an intarviaw with Staff D, MDS/care plan
nuras, on 871516 at 10:20 AM she atated on
atmissian all residents who are not indepandent
with ambutation have interventllons placed fo float
hagls by pracing pillows under their calves when
in bed and pressure relieving mallasses and
chair cushlons. Resitents assessed to be high
risk for skin Issues are placed on alr alternating

MaHiEs5es. The wount nures, Siaff A, thew
implements other prevantative interventions as

needed/ordered,

During an intervisw with the Director of Nursing
{DON) on 6/15/16 at 9:00 AM she stated all
resldents hava weakly skin checks done by the
nursa and on showerfbath days the Certified
Nursa's Aidas (CNAs) are responsible for
.| checking tha resident's skin and reporfing to the
nurea, The DON agreed that Staff A, Wound
Nurse, dgidl niot provide the correct treatmant far
Rasident #4's heel wound, She stated Resldent
#4'z laft heel freatment had been changad an
6/2r16 and siaff neglected to ramova the older
ordar from the TAR so two different treatments for
the left heel were present on the TAR. Sha

FORM CW5-2507(02-949) Previous Verdons Qbsalaly Event ID:B4PREI Fadlly 107 A0 If contnuafon sheet Page 1Eof 18




Jul. 25. 2016 11:17AM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

No, 6043

P2

PRINTED: 07/16£2016

FORM APPROVED

OMB NO, 0938-0331

CENTERS FOR MEDICARE & MEDICAID BERVICES

SYATEMENY OF DEFICIENCIES
PAHD FLAN OF GORRECYION

X1} PROVIDERMRUPPLIERICUA
IBENTIAICATIGH NUMBER:

165273

{42} MULTIELE CONSTRUGTION
A BUILDING

B. VNG

{K3) DATE SURVEY

CORPLETER

c
0612112018

RAME OF PROVIDER OR SUPPLIER

FLEUR HFEIGHTS CENTER FOR WELLMNESS AND REHABR

STREETADDRESS, CiTY, STATE, 2P CODE
4941 &W {87H STREET
DES MOINES, IA 50315

)

{410
PREFIX
TAQ

SUMMARY STATEMENT OF DEFICIERCIES
(EALH DEFICIENGY MUST BE PRECEGED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

PROVIDER'S FLAN OF CORRECTION
(EAGH CORRECTIVE ACTIOM SHOULD BE
CROSS-REFERENGED TO THE APPROPRIATE
DEFICIERGY}

4]
PREFIX
TAg

&
COUPLETION
DATE

Fa4

Confinued From page 18

agread Staff A, did not follow proper lafeclion
contral technlques whita providing wound cares lo
Resfdent #4 and Rezident #3 and reskiont #2
should have had a drassing on hisfher wound
after hisMer showar. Sha stated Stalf A was new
{o the position of weund nurse and had requested
additional fraining for wound care fechniques.
The DON statad she would arrange additional
training for Stalf A through the Hespital Wound
Ciinie. The DON stated she has bean atihe
fadllity for ona month and realizes she has
edvcation o provide for stalf conceming
pravantative pressure ulcer intervanfions siuch as
consistent hest floating and application of boats
for residents at dsk. The DON agreed that all
residents should be thoroughly sssessed for
preventative skin interventions and appropriate
interventions should ba implemented.

Review of the facility 8kin Care and Early
Trealment Policy, raview dafe of 1/2013, noted
resilents who score 13-16 polnts on the Braden

Fat4

Scale (Resident#4} should-have the-folloving
Interventions placed:

a. hesl profactors

b float heals/albows with blllows

€. weekly skin checks

d. wheat chalr cishlon

&, possible supplemsnt and vifamin therapy
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