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300.1210b)
300.1210c)
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300.1220b)2)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the

medical advisory committee, and representatives |

of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at feast annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b)The facility shall provide the necessary care
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and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

c) Each direct care-giving staff shall review and
be knowledgeable about his or her residents’
respective resident care plan.«

d)Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

3)Objective observations of changes in a
resident's condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident's medical record.

5)A regular program to prevent and treat pressure
sores, heat rashes or other skin breakdown shall
be practiced on a 24-hour, seven-day-a-week
basis so that a resident who enters the facility
without pressure sores does not develop
pressure sores unless the individual's clinical
condition demonstrates that the pressure sores
were unavoidable. A resident having pressure
sores shall receive treatment and services to
promote healing, prevent infection, and prevent
new pressure sores from developing.

Section 300.1220 Supervision of Nursing
Services

b} The DON shall supervise and oversee the
nursing services of the fagility, including:
2)Overseeing the comprehensive assessment of
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the residents’ needs, which include medically
defined conditions and medical functional status,
sensory and physical impairments, nutritional
status and requirements, psychosocial status,

- discharge potential, dental condition, activities
potential, rehabilitation potential, cognitive status,
and drug therapy.

These Requirements were Not Met evidenced by:

These Failures require more than one deficient
practice statement.

A. Based on observation, interview, and record
review, the facility failed to monitor, observe,

| assess, notify and implement targeted
interventions to prevent the development and or
worsening of unstageable pressure ulcers for one
of four resident (R6) reviewed for pressure ulcers.
These failures include lack of: skin
assessment/checks, pressure wound monitoring,
repositioning assistance, incontinence care
assistance, transfer assistance, for a resident
who required extensive assistance. This failure

| affects one of four residents (R6) reviewed for
pressure ulcers. R6 developed two additional
unstageable pressure ulcers between 12/31/2021
(readmission) and 1/25/2022.

Findings include:

The facility’s policy, with a revision date of
12-1-2020, titled "Pressure Injury Prevention and
Management” documents, "Policy: this facility is
committed to the prevention of avoidable
pressure injuries and the promotion of healing

| existing pressure injuries. Definitions: "Pressure
Ulcer/Injury”: refers to localized damage to the
skin and/or underlying soft tissue usually over a
flinols Department of Public Health
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bony prominence. "Avoidable" means that the
resident developed a pressure ulcer/injury and

' that the facility did not do one or more of the

following: evaluate the resident's clinical condition
and risk factors; define and implement
interventions that are consistent with the
residents needs, resident goals, and professional
standards of practice; monitor and evaluate the
impact of interventions; or revise the interventions
as appropriate. Policy Explanation and
Compliance Guidance: 2- The facility shall
establish and utilize a systematic approach for
pressure injury prevention and management,
including prompt assessment and treatment:
intervening to stabilize, reduce or remove
underlying risk factors; monitoring the impact of
the interventions; and modifying the interventions
as appropriate. 3- Assessment of Pressure Injury
Risk: ¢- Licensed nurses will conduct a full body
skin assessment on all residents upon
admission/readmission, after any newly identified
pressure injury. Findings will be documented in

' the medical record. d- Assessments of pressure

injuries will be performed by a licensed nurse,
and documented on the (fill in the blank for
designated form- not filled in). The staging of
pressure injuries will be clearly identified to

| ensure correct coding on the MDS, 4:

Interventions for Prevention and to Promote
Healing: a- after completing a thorough
assessment/evaluation, the interdisciplinary team
shall develop a relevant care plan that includes
measurable goals for prevention and
management of pressure injuries with appropriate
interventions. b- Interventions will be based on
specific factors identified in the risk assessment,
skin assessments and any pressure injury
assessment (e.g: moisture management,

| impaired mobility, nutritional deficit, staging,
| wound characteristics.) c- Evidence-based
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i Provide appropriate pressure redistributing

' healing, and compliance at least weekly, and

| Ré's medical record documents a physicians

| rolled back to head and unresponsive. Was sent

interventions for prevention will be implemented
for all residents who are assessed at risk or who
have a pressure injury present. Basic or routine
care interventions could include, but are not
limited to: i- Redistribute pressure (such as
repositioning, protecting and/or offloading heels,
etc), ii- Minimize exposure to moisture and keep
skin clean, especially of fecal contamination, iii-

support surfaces. iv- Maintain or improve nutrition
and hydration status. 5: Monitoring, a- The Nurse
Manager, or designee, will review all relevant
documentation regarding skin assessments,
pressure injury risks, progression towards

document a summary of findings in the medical
record. b- The attending physician will be notified
of: i- The presence of a new pressure injury upon
identification, ii- The progression towards healing,
or lack of healing, of any pressure injuries
weekly."

Ré's Admission assessment form dated
12/21/2021, documents, Skin: Site- Coccyx: scar,
(there are no measurements documented). R6's
Admission assessment does not document any
other skin concerns/or pressure ulcers present.

R6's medical record documents on 12/22/2021 at
2:24 AM, Skin: has old scar on'coccyx, no open
areas noted.

order to Cleanse left heel with normal saline, pat
dry. Paint with betadine twice a day, every shift
for wound care, dated 12/22/2021.

R6's medical record documents on 12/29/2021,
Resident was working with therapy and eyes
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to (local hospital) for evaluation and treatment.

R6's (Readmission assessment) form dated
12/31/2021, Skin: Site: Left heel, Type: Pressure.
the L.ength, Width, Depth and Stage columns are
blank.

R6's medical record does not document wound
monitoring/assessments to include the
measurements and/or characteristics of R6's Left
heel (Deep Tissue Injury) pressure ulcer from
12/21/2021 (original admission) through 12/29/21
(discharge to hospital) and 12/31/2021
(readmission) through 1/25/2022.

Ré's Treatment Administration Records dated
January 2022 do not document the completion of
physician ordered treatment of "Cleanse left hee!
with normal saline, pat dry. Paint with betadine
twice a day, every shift for wound care” on days
(6 AM to 6 PM) on 1/8/2022, 1/10/2022,
1M11/2022, 1/17/2022, 1/20/12022, 1/21/2022 and
1/22/2022.

Ré6's medical record documents on 1/10/2022,
"complaints of pain when wiping due to pressure
wound on right buttocks."

There is no documentation of the type, size or

characteristics of the pressure wound located on -

R6's right buttocks from 1/10/2022, until
1/16/2022. There is also no physician notification
documented until 1/16/2022.

Ré6's medical record documents "Skin
Observation Tool: date 1/16/2022, Site: Right
Buttock, Type: Other- Unstageable Deep Tissue
Injury, Length: 7 centimeters, Width: 5
centimeters, Depth: 0.1 centimeters, Stage:
Unstageable. This same form documents the
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definition of Unstageable as: Full thickness tissue
loss in which the base of the ulcer is covered by
slough {yellow, tan, gray, green or brown) and/or
eschar (tan, brown or black) in the wound bed."

R6's medical record documents on 1/20/22 at
6:45PM by V19 Registered Dietician, "Wound
status reviewed. Noted resident with an
unstageable DT to his right buttock.
Recommendation for Liquid Protein three times a
day and Multivitamin sent on 1/18/22 for approval

by (physician)."

The facility's Dietary Recommendation/Follow up
form documents, "Date: 1/18/22, R6,
Recommedations: Liquid Protein three times a
day and Multivitamin for Unstageable Deep
Tissue Injury, signed by V19. "Responses"
section and "Attending Physicians signature line"

! were blank.

On 1/26/2022 at 1:30 PM, V5 Wound nurse
stated, "l found a new area to (R6's) right heel
yesterday. It is an unstageable deep tissue injury.
Itis on the right lateral outer ankle, it measured 3
centimeters by 4.5 centimeters. R6's left heel
wound measured 9 cm by 7 cm. V5 stated, |

| have not found documentation regarding the

dietician's recommendation (from 1/18/2022) was
followed through with, (R6) is not currently ;

receiving the recommended dietary supplements

for wound healing.”

On 1/26/2022 at 11:25 AM, Ré&'s left
buttock/sacral wound was approximately golf ball

| in size, asymmetrical with beefy red tissue noted
| inside the wound from approximately 9:00 to

12:00, there was obvious depth to the wound,
there was also dry yellow/brown slough observed
from approximately 12:00 to 6:00. Directly below
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wa$ an additional open area with a beefy red
center, half-moon shaped approximately 2 cm by
2cm in size. R6 moaned loudly during the
cleansing of the wounds to the left buttock. R6
had dry black hard eschar covering the entire
bottom of the left foot proceeding upwards on the

' back of the heel. R6 had dry black hard eschar

covering the right lateral outer ankle/heel area.

On 1/27/2022 at 1:35 PM, V5 Wound Nurse
stated, R6 admitted on 12-21-21 with an
Unstageable Deep Tissue Injury to the Left heel, 1
saw the wound and it was hard black eschar
tissue, it covered the entire heel, it was an
Unstageable Deep Tissue Injury, 1 do not see any
measurements or assessment with wound
description in R6's medical record. On 1-16-22

' R6 was found to have an Unstageable DT to the
| left buttock, we have been documenting the area

was on the right buttock but it has always been on
the left buttock. The wound doctor was notified of
the area to the left buttock on 1-16-22. R6 is
incontinent of bowe! and bladder, R6 needs
assistance with transferring, bed mobility, and
incontinence care. Since R6 was at risk for skin
breakdown and admitted with a pressure ulcer to
the left heel R6 should have had at least weekly
body audits being completed.

R6's care plan, created on 12/22/2021

documents, "Focus: | am at risk for alteration in
skin integrity related to left metacarpal fractures,
gout, hypertension, history of falls, thyroid nodule
and schizophrenia, has Deep Tissue Injury to left
heel Interventions: Encourage resident to
reposition as needed, provide preventative skin
care routinely and as needed, skin audits as
ordered, treatment to left heel as ordered."

Ré6's additional care plan, created on 1/15/2022
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documents, "Focus: Has actual Deep Tissue
Necrosis to left heel, has an unstageable Deep
Tissue Injury to right buttock. Interventions:
Follow physician treatment orders, (Pressure
reducing boots) on as resident allows/tolerates,
resident needs (pressure relieving/reducing
mattress, pillows, sheepskin padding etc) to
protect skin while up in chair, Weekly treatment
documentation to include measurement of each
area of skin breakdown's width, length, depth,
type of tissue and exudate and any other notable
changes or observations."

Ré's medical record does not document the
completion of complete skin/body audits by
licensed nursing staff between 12/31/2021
(readmission) through 1/25/2022,

On 1/25/2022 at 1:30 PM, R6 was lying in bed
with non skid slipper socks on bilateral feet. R6
had a cast covering R6's entire hand/wrist/arm
area. There was a blue (pressure reducing) boot
and pink foam heel pressure reducing device
noted in R6's room on top of cart. R6 stated, "yes
| have a sore on my butt and my heel. I'm
supposed to wear a boot."

On 1/26/2022 at 8:15 AM, R6 was lying in bed,
breakfast tray on over the bed table, eating
breakfast. R6 was wearing non skid slipper socks
to bilateral feet, R6 stated, "l am not wearing my
boot, R6 pointed to the cart in the room and
stated see it is over there, they didn't put it on.
There was a blue pressure reducing boot and
pink foam heel pressure reducing device on a
stand in R6's room."

On 1/25/2022 at 1:50 PM, V5 Wound Nurse
stated, "Body audits are to be completed by
Licensed Nursing staff weekly, they initial off on
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the Treatment Administration Record and will
document on the skin observation tool if a new
area is identified. (R6) is compliant with wearing

| the boot, (R6) should be wearing (pressure

reducing boot)."

Ré's Minimum Data Set assessment dated
1/6/2022 documents R6 requires extensive
assistance of 2 or more staff members for bed
mobility, transfers, toilet use and total
dependence of two or more staff members for
bathing, and always incontinent of bowel and
bladder. This same MDS documents R6 has a
current pressure injury and is at risk for pressure
injuries/ulcers. This assessment also documents

' R6 has "1" Unstageable pressure injury

presenting as a deep tissue injury. Turning and
Repositioning program and Nutritional or
Hydration intervention to manage skin problem
documents "NO."

R6's task forms do not document assistance was
provided or conducted 1/7/2022 through
1/17/2022 with bathing, transfers, bed mobility,
bowel and bladder elimination and skin
observations.

Ré's Physical Therapy Plan of Care notes dated
1-2-2022 document, "Reason for referral;
receiving skilled Physical Therapy for rehab to
home after a fall resulting in left finger fractures.
Patient continues to demonstrate decreased

i functional activity intolerance due to early onset

fatigue, required extensive assistance to
transition to different positions due to generalized
weakness-and limited use of left upper extremity
and total dependence in functional transfers and
gait due to impaired balance and weight bearing

| tolerance. Functional deficits current level: Bed
| mobility, rolling side to side: dependent 100
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. percent assist. Bed mobility, bridging/scooting:

dependent 100 percent assist. Bed mobility,
supine to sit: dependent 100 percent assist. Bed
mobility, sit to supine: dependent 100 percent
assist.

On 1/31/22 at 9:30 AM V2 DON stated dietary
recommendations are given to myself, V5 Wound
Nurse and | think V1 Administrator, | then forward
them to the physicians, if a response is not
received from the physician within 5 days | follow
back up with a phone call, etc. We did not follow
back up on R6's dietary recommendation until
1/28/22. V2 stated it should have been followed
up with sooner.

R6's medical record documents on 1/28/2022
12:11 PM, Resident was seen by the wound
(physican) V8 on wound rounds today. Resident
received new orders for a wound vac (negative
pressure wound therapy).

| R6's Initial Wound Evaluation and Management

Summary form dated 1/28/2022, completed by V8
Wound Physician documents, "Chief Complaint:
This patient has multiple wounds. Exam:
Peripheral Vascular: Examination of left and right
lower extremities: foot cool, wound present, mild

| edema. Pedal pulses left and right: Dorsalis Pedis

detected by portable doppler, Posterior Tibial

| detected by portable doppler. Back, buttock, left

lower extremity and right lower extremity: wound
present. Focused Wound Exam (site 1): Arterial
Wound of the Right Heel Full Thickness: Wound
size: 2.5 centimeters (length) by 5 cm (width).
100 percent thick adherent black necrotic tissue
(eshar). Focused Wound Exam (site 2): 9 cm

' (length) by 8.5 cm (width), 100 percent thick
adherent black necrotic tissue (eschar). Focused
| Wound Exam (site 3): Stage Four Pressure

§9999

Tinols Department of Public Health
S5TATE FORM

HQVC11

If continuation sheet 11 of 30




lllinois Department of Public Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 03/21/2022
FORM APPROVED

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

1L6005938

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

{X3) DATE SURVEY
COMPLETED

Cc

02/01/2022

NAME OF PROVIDER OR SUPPLIER

LOFT REHAB OF DECATUR

STREET ADDRESS, CITY, STATE, ZIP CODE

500 WEST MCKINLEY AVENUE

DECATUR, IL 62526

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION})

1D
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

X5
{EACH CORRECTIVE ACTION SHOULD BE o

COMPLETE
DATE

DEFICIENCY)

59999

Continued From page 11

Wound Sacrum Full Thickness, Etiology:
Pressure, Wound size: 3.5 cm (length) by 4.5 cm
(width) by 2.5 cm (depth). Surface area: 15.75
cm. Undermining: 4.5 cm at 3:00. Exudate:
Moderate Serous. Thick adherent devitalized
necrotic tissue: 20 percent, Slough: 20 percent,
Other viable tissue: 60 percent {(muscle, bone).
Recommendations: Float heels off bed, Off-load
wound, Reposition per facility protocol, Turn side
to side and front to back in bed every one to two
hours if able, group two mattress."

On 2/1/22 at 1:30 PM V8 Wound Physician
stated, | diagnosed R6's heel wounds as arterial,
Ré6's feet were cool to touch, non palpable pulses
(detected with doppler) and the appearance of
the wounds, given the fact of being told it had not
gotten worse since it was first identified. All areas
are pressure, someone with diabetes or
circulation problems are more susceptible to
breakdown, less pressure is required for this to
occur. Nutritional interventions should be started
when wounds are identified. Routine weekly
wound monitoring should be occurring. From
what | was told by V5 was R6's pressure to the
buttocks started out as superficial, if repositioning
is not occurring that will contribute, could have
been a combination of all.

B. Based on observation, interview, and record
review, the facility failed to assess and implement
interventions to prevent the development and
worsening of pressure ulcers in two of three (R7,
R8) residents reviewed for pressure ulcers.

Findings include:

1.b. R7's medical record documents an
admission date of 12/29/21.
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R7's medical record documents on 12/29/2021 at
2:29 PM, Resident arrived at facility, full code,
alert and orientated times 3 not situation, hard of

| hearing, bed bound, poor sitting balance, puree

diet thin liquids, needs to be fed, was bed bound
at hospital, has poor sitting balance, is
incontinent of bowel and bladder, she has wound
to her buttock.

R7's Braden risk assessment form dated
1/4/2022 documents a score of 12, indicating R7
is at high risk for skin breakdown.

: On 1/25/22 at 2:00 PM V5 Wound Nurse stated,
i R7 admitted with diaper dermatitis to her

buttocks, she was at risk for skin breakdown. She
was being seen by the wound physician. On
1/5/2022 she developed a Unstageable Deep
Tissue Injury, 1 don't know what caused the area,
she didn't have a special mattress before she got
the area.

R7's care plan, with a creation and initiation date
of 12/29/2021 documents, "Focus: (R7) is at risk
for skin breakdown related to asthma, congestive
heart failure, hypertension, gastroesophageal
reflux, schizoaffective disorder, diabetes mellitus,
spinal stenosis and history of stroke.
Interventions: Encourage, ensure and assist me

| with repositioning every routinely (initiation date:

12/29/21), Keep me clean and dry as possible
(initiation date: 12/29/21), Maintain adequate
nutrition and hydration (initiation date: 12/29/21),
Provide incontinence care after each incontinent
episode (initiation date: 12/29/21), Provide me

| with any and all treatment/ dressings if ordered by

my physician (initiation date: 12/29/21)."

R7's Wound Evaluation and Management
Summary form dated 12/30/21, signed by V8
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