Department of Health & Human Services

Centers for Medicare & Medicaid Services

Printed: 05/05/2026
Form Approved OMB
No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

A. Building

B. Wing 02/12/2026

165513

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

3131 Hillcrest Road
Dubuque, 1A 52001

Luther Manor at Hillcrest

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0677 Provide care and assistance to perform activities of daily living for any resident who is unable.

Based on observation, clinical record review and staff interview the facility failed to provide complete
perineal care after incontinence for 2 out of 5 resident reviewed (Resident #11 and Resident #84). The
facility reported a census of 94 residents. Findings include: 1. The Minimum Data Set (MDS) assessment
for Resident #11 dated 1/14/26 revealed the following diagnoses: Hypertension, Diabetes, Anxiety Disorder
and Depression. The MDS revealed a Brief Interview for Mental Status score of 6 out of 15, which indicated
severe cognitive impairment, and revealed the resident was dependent on staff for toileting hygiene and
toilet transfers. The MDS reflected Resident #11 was always incontinent of bowel and bladder.

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

The Care Plan intervention for Resident #11 dated 5/7/25 revealed the resident was frequently incontinent
of bowel and bladder, utilize incontinent products for dignity. Provide incontinent cares as needed and utilize
stock barrier ointment for skin protection from breakdown due to incontinence.

On 2/10/26 at 8:27 AM, Staff B, Certified Nursing Assistant (CNA) and Staff C, CNA provided perineal
cares to Resident #11. Staff B wet two washcloths and placed on towel on night stand next to bed. Resident
#11 observed in bed lying on back. Staff B used the washcloth to wipe right side and left side of abdominal
fold into the perineum. Staff B then used second washcloth to wipe the middle of the perineum and failed to
separate the skin folds. Staff C assisted Resident #11 to roll on right side. Staff B then wiped the center of
the buttocks with the third washcloth and swiped across the the left buttock with the same area of the
washcloth. Staff B failed to change the surface of the cloth. They assisted Resident #11 onto her back and
placed a clean brief on the resident. Staff failed to wash the hip areas on the left and right side and never
washed the right buttock.

On 2/12/26 at 10:07 AM, Staff W, Licensed Practical Nurse (LPN), Assistant Director of Nursing (ADON)
stated staff should use soap and water in a basin when providing perineal cares. They should wipe both
sides of the perineum and the middle. The abdominal folds should also be washed, rinsed and dried. She
commented a clean surface should be used with each wipe of the washcloth. She would expect them to
wash the buttocks and hips when staff provide perineal care.

2. The MDS for Resident #84 dated 12/3/25 listed diagnoses of the dementia and anxiety. The MDS
reflected Resident #84 had short and long term memory problems, had severely impaired cognitive skills
for daily decision making, was dependent on staff for toileting hygiene and toilet transfers, and was always
incontinent of bowel and bladder.

The Care Plan intervention for Resident #84 dated 2/22/25 directed a mandatory stand lift with assist of two
staff for toilet transfers and assist of 1 staff with post-toileting hygiene tasks.

The Care Plan intervention dated 2/22/25 identified Resident #84 was always incontinent of bowel
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F 0677

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

and always incontinent of bladder. The Care Plan directed incontinent cares routinely and as needed.

On 2/10/26 at 1:32 PM Staff C, CNA removed Resident #84's brief as it hung down appeared heavily
soaked as she placed it into the trash can it plopped at the bottom of the trash can.

On 2/10/26 at 1:39 PM Staff B, CNA stood Resident #84 up with the stand lift. Staff B used a wipe to swipe
up her rectal area one time. Staff B failed to wash the front of Resident #84 and failed to wash her buttocks.

On 2/10/26 at 1:43 PM Staff C reported they were to wash all the areas of the skin that got wet from
incontinence. Staff C confirmed Staff B failed to wash Resident #84's front peri area. Staff C reported
Resident #84 reported that she had a bath in the morning.

On 2/11/26 at 1:20 PM, Staff T, Certified Medication Aide (CMA) reported if a resident was incontinent she
cleaned them. Staff T explained a very wet brief that hit the trash can made a plop noise. Staff T said she
uses soap and water to clean residents after incontinence provide care.

On 2/11/2026 at 3:15 PM Staff M, Registered Nurse (RN) reported if she found a resident who is wet from
urine the staff needed to clean them, clean all the area of the skin that was wet with urine. Staff needed to
wash front to back change the cloth surface with each swipe, pat the skin dry.

On 2/12/26 at 10:03 AM, the Administrator reported she expected the CNAs to provide incontinent care
after each episode of bowel or bladder incontinence. She said the staff needed to wash all the areas that
came in contact with the urine or bm (bowel movement). The Administrator stated she expected residents
toileted every 2 hours or as they needed to go to the bathroom.

The facility provided an undated Incontinent Care Checklist, undated, which directed to wash all soiled skin
areas including hips. Ensure washing from front and back. Use clean area of the washcloth each stroke.
Rinse and dry very well especially between skin folds.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, record review, staff interview and facility policy review the facility failed to follow fall
interventions to prevent falls for 3 out of 4 residents reviewed with falls resulting in injuries. (Resident #11,
#13 and #80). Staff failed to properly transfer Resident #11, resulting in a fractured ankle. The facility failed
to follow fall interventions to prevent a fall for Resident #80, resulting in a hematoma and abrasion to
forehead and a skin tear to left elbow. The facility failed to have interventions in place to prevent an abrasion
to Resident #80's knee while in bed. The facility reported a census of 94 residents. Findings include. 1. The
Minimum Data Set (MDS) assessment dated [DATE] for Resident #80 revealed a diagnosis of coronary
artery disease, hypertension, peripheral vascular disease, cerebrovascular accident and non Alzheimer's
Dementia. The MDS revealed the resident had short and long term memory problem, with severely
impaired decision making. The MDS indicated Resident #80 was dependent on staff for personal hygiene
and dressing. Resident #80 needed substantial assist to roll left and right in bed, and had a history of falls.

The Incident Report dated 2/1/26 at 5:30 PM revealed, Noted skin tear to left knee. Resident #80 was
laying on his left side and Certified Nursing Assistant (CNA) states his knee where against the heater and
the residents pants were pulled up to his knees. The Immediate Action Taken section of the Incident Report
revealed, in part, Clean skin tear with soap and water and assist resident out of bed with 2x (two) person
assist with hoyer lift (mechanical lift). No bleeding noted, skin bright red color and contact Administrator
[Name Redacted] nurse on-call and notified new skin issue from the heater.

Review of Resident #80's Nurses Note dated 2/1/26 at 6:27 PM revealed, in part, a certified nursing
assistant notified the nurse at 5:30 PM about skin tear to left knee. Staff reported resident was laying on his
left side and left knee and left was resting against the heater and resident pants pulled up to the left knee.
Resident #80 turned on left side and noted skin tear to left knee. Skin tear measured 1 centimeter(cm) by 2
cm and 2 cm by 0.5 cm. Skin color pink, no bleeding noted and skin warm to touch .Contact [Name
Redacted]-Administrator and notified the skin tear from heater and informed re-arrange the bed away from
the heater.

The Nurses Note dated 2/1/26 at 9:18 PM revealed the nurse reassessed area on left leg/knee and noted
drainage on dressing and redness on leg. Total area of redness measured 13 cm x 5 cm with 2 abrasions
measured 3 by 2 cm and and 3.5 cm by 1.5 cm with 0.1 cm depth. Staff noted resident facial grimacing and
on call light frequently as needed pain medication given for comfort.

Hospice notes from 2/3/26 revealed, left knee wounds appear to be popped blisters. Staff reports knees
were resting on the radiator.

The nurse progress note dated 2/8/26 at 5:15 PM revealed, skin issue #1 front left knee issue type was a
burn, described in note as superficial burn that was in-house acquired on 2/1/26. 3 cm depth with a 1 cm
depth. Skin issue #2 front left knee superficial burn wound acquired in house on 2/1/26 with a 3 cm depth
and 1.5 cm depth.

On 2/04/26 at 4:41 PM, utilized a heat gun from maintenance and the register in Resident #80's room was
109.5 to 119 degree Fahrenheit within a 15 minute interval.

(continued on next page)

FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID: If continuation sheet
165513 Page 3 of 15




Department of Health & Human Services Printed: 05/05/2026

. . . . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
165513 B. Wing 02/12/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Luther Manor at Hillcrest 3131 Hillcrest Road
Dubuque, 1A 52001

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0689 On 2/05/26 at 7:55 AM, Resident #80 lying in bed which has been moved to along the wall and no longer
next to heater. He was lying on his right side facing the wall, and the left knee was exposed and 3 open red

Level of Harm - Actual harm areas exposed to air. No dressing on left knee.

Residents Affected - Few On 2/5/26 at 10:22 AM, Staff Y, Registered Nurse (RN) stated the CNA came and told [Staff Y] there was a

skin tear on Resident #80 left knee and the bed was in the lower position, and he was laying on his side
with his left knee touching the heater. [Staff Y] observed there was 2 skin tear on the left knee and it was
red there was no blister when [Staff Y] saw it. There was no drainage to the wound. It was like 73 degrees in
the room and the metal was warm. There was 2 areas on the left knee and it measured 1 cm x 2 cm and
then 2 cm x 0.5 cm. Its because it was touching the heating vent that caused the skin tear. The skin tear
would be defined as open and you could see the inner skin. [Staff Y] would not say it was a burn because
there is blister a burn should have a blister first. The skin might be rubbing off when he was doing it. The
register was hot. The skin was warm and not scalding hot. [Staff Y] notified Hospice and the daughter and
informed the Administrator. [Staff Y] did tell her (Administrator) the knee was touching the heater and let her
know we repositioned the bed away from the heater. [Staff Y] also let the daughter know we moved the bed
away from the heater. All burns have blister and this is why | thought it was a skin tear.

On 2/05/26 at 10:57 AM, observed 2 CNAs position Resident #80 in bed and body pillow placed on left
side. The heating unit metal part registers 113.9 degree Fahrenheit on the side metal part and the top part
registers 139.1 where vents are located and the heat blows out of it.

On 2/05/26 at 11:02 AM, Staff E, Licensed Practical Nurse (LPN)LPN and Staff Staff W, LPN provided
wound care to Resident #80. Staff W stated did skin assessments on area like this, and considered it an
abrasion. Staff W explained they came to conclusion the skin was abrased from 2 areas unknown etiology.
[Staff W] stated [Staff W] feel like it could be an abrasion or it could be a rug burn from friction or shear.
[Staff W] did not feel like heat caused it because there was no blistering. [Staff W] did state burns do not
always have blisters. [Staff W] did not think it was a burn because it was an abrasion and the pictures from
Sunday to Monday show the redness around the wound is gone. [Staff W] did clarify she was unsure what
caused skin to be rubbed off, the heat could be a factor .

Staff W further explained it could be from anything that would cause the skin to come off and by Monday
morning there was no redness, and the third area was a more like a bruised abrasion area and it was not
open. Staff E obtained the following measurements for open areas on the left knee of Resident #80, top
wound on left knee measures 2.9 (centimeter) cm x 1.1 cm, The middle wound was 2.8 cm x 0.7 cm and
the bottom area on the wound was 1.7cm x 0.3 cm. Each area has full thickness of skin removed and
wound base was yellow with the peri wound red. The wounds were all irregular shaped. Staff E confirmed
no drainage on the dressing with little bit of blood when she removed the dressing.

On 2/05/26 at 1:39 PM, Staff Il, Hospice Registered Nurse (RN) stated regarding Resident #80 left knee
there were 2 open areas on his left knee, the on call nurse got a call from the facility on 2/1/26 stated he
had 2 skin tears on his left knee. Staff Il, Hospice RN did come observe the wound and the nurse changed
the dressing and [Hospice RN] saw it. [Staff |I]] observed it on 2/4/26 and it appeared to be popped blister
areas. She was not able to say what caused the area but Hospice was notified the knee was on the vent of
the heater. She revealed she does think the heat may have caused the knee blisters. She stated she had
not seen Resident #80 knees on the register but he is able to pull his legs up and move them side to side.
[Staff I, Hospice RN] informed/made the comment to the facility nurse as she changed the dressing on the
left knee those are not skin tears.
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

On 2/05/26 at 2:48 PM, Staff E, LPN confirmed she did the dressing change to Resident #80 left knee

today and yesterday. It does not appear to have changed much since yesterday. [Staff E] did talk to Hospice
about the area and told her we are calling it an abrasion. [Staff E] would suspect it might be a mild burn and
he was supposed to have pillows on both sides [Staff E] suppose if the heater got hot enough it could be a
burn. It could be an abrasion or a rug burn.

On 2/05/26 at 3:02 PM, Staff Z, RN stated got in report Resident #80 had an incident and he was in bed
and he was close to the wall heater and he got to little skin tears. When [Staff Z] checked it was bleeding
through and it was a larger area and then he he had some other areas. It was a lot bigger that what the
previous nurse documented . [Staff Z] did not think it was a skin tear, from [Staff Z's] experience it looked
like a burn from the heater. A lot of the area was redness and he had two area that were more open they
were full thickness skin gone and appeared to be like a second degree burn. His bed was moved away from
the radiator.

On 2/05/26 at 3:23 PM, Staff AA, CNA explained took care of Resident #80 on 2/1/26. [Staff AA] checked
on him at 2:30 PM he was on his back and then the nurse told [Staff AA] he was awake and he needed to
get up for supper. [Staff AA's] partner and [Staff AA] went in to get him up from bed and his pant leg went
up exposed the sore. It looked like a burn and his leg was hot it felt warm to the touch. It felt warmer than it
should have been. It couldn't have been on there very long [Staff AA] checked on him at 2:30 PM. [Staff AA]
suspected a burn right away because he was laying near the heater, the way he was laying made me
suspect it. The left knee was next to the metal, they don't get hot but they do get warm. [Staff AA] moved
the room because [Staff AA] told them the bed should not be there you never stick a bed next to the heater.
[Staff AA] think it was an accident he was on his back and flipped over.

Observation on 2/09/26 at 1:15 PM with Maintenance Director in Resident #80 room revealed flat metal
part of heater temperature on infrared heat gun read 107.3 - 116 degrees Fahrenheit on the heating unit.
The top part of the heating unit measured 117.3 degree Fahrenheit. He stated they do not take temperature
on them and have not had issues with them. This is the hottest [Maintenance Director] have ever seen
them, and [Maintenance Director] did not know how hot they potentially could get.

On 2/09/26 at 3:50 PM, the Director of Nursing (DON) stated she did see the left knee area on Resident
#80 maybe a day or so after it occurred. It looked like a friction shearing from the mechanical lift. The DON
explained the following about the situation: it was not only Resident #80 was leaned up towards the radiator
and the pants were up to the knee and there was bedding present also. It was a known origin and |
considered it was known friction and shearing. His knee must have rubbed up and down against the surface
with material like a volley ball floor burn. That is why [DON] felt it was friction and shearing. The DON did
not feel like the heat from the radiator contributed. [DON] only got to see it one time and it did not appear to
be a burn. [DON] interpreted the redness getting larger differently than the nurse assessing the appearance
on the day of the event. It was described as an abrasion and [DON's] eyes went on it one time. That was
why assigned a consistent assessor and it was Staff W, LPN, ADON she measured and documented on all
wounds of that type.

On 2/10/26 at1:09 PM, the DON explained the Nurse Practitioner providers that come to facility do not see
him (resident), he had not been seen by a Provider, and there was no documentation regarding him being
seen by a Provider.

On 2/10/26, the Advanced Registered Nurse Practitioner (ARNP) from Hospice confirmed she had not
seen Resident #80 she was aware of the wound on his left knee but had not seen the pictures. She

(continued on next page)

FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID: If continuation sheet
165513 Page 5 of 15




Printed: 05/05/2026
Form Approved OMB
No. 0938-0391

Department of Health & Human Services
Centers for Medicare & Medicaid Services

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
165513 B. Wing 02/12/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Luther Manor at Hillcrest 3131 Hillcrest Road
Dubuque, 1A 52001

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0689 revealed most patients are managed by their own attending physician.

Level of Harm - Actual harm On 2/12/26 at 12:28 PM, the DON stated the abrasion on Resident #80 could have been prevented by
more frequent repositioning. When [DON] looked at the electronic health record for documentation of when

Residents Affected - Few he was repositioned it was either not there or documented all at the same time.

2. Review of the Incident Report for Resident #80 on 2/2/25 at 6:30 PM revealed the resident was found
laying face down in front of his wheelchair in his room. CNAs were assisting him with bedtime cares and left
the room to go get the EZ stand (lift). Abrasion to left forehead and hematoma starting to form, bruise to
nose and skin tear to left elbow.

The Care Plan for Resident #80 dated 12/9/24 identified a focus area of High Risk for Falls related to
gait/balance problems, incontinence, vision and hearing problems. The intervention dated 3/10/25 directed
staff Resident #80 is a wheelchair star on the wheelchair to alert staff to keep resident out of room while in
wheelchair due to high fall risk.

On 2/10/26 at 1:33 PM, Staff R, CNA stated the star program is supposed to be little tags on back of
wheelchair with a star and that means residents can't be left in their room in their wheelchair. They need to
be in a recliner or bed due to self transfer risk.

On 2/10/26 1:38 PM, Staff EE, CNA states knew how the resident transfers by they have a sheet in the hall
at the nurses station and at night time we will write a blank sheet with their transfer status and if you don't
know you can ask the nurse. [Staff EE] didn't know anything about the star on the wheelchair.

On 2/10/26 at 1:43 PM Staff T, CMA states they really don't do the star program any longer. They were a
circle plastic thing and they would fall off and break. If intervention is for them not to be in wheelchair in
their room it should be in the kardex or the wing sheet.

On 2/10/26 at 2:00 PM Resident #80 wheelchair in room and no star observed on his wheelchair. Resident
is in bed hospice provided wound treatment to left knee.

On 2/10/26 at 4:20 PM Staff W, LPN, ADON stated regarding Resident #80 fall on 2/2/26 that a dietary aide
walking past his room came and told me he was on the floor. Resident #80 was lying face down in front of
his wheelchair and next to his bed. He is a wheelchair star - this star means the resident are not allowed to
be left alone in the room by themselves. We still have the ones that were were previous to the current
electronic health record. [Staff W] did not recall if the star was on his wheelchair that night. [Staff W]
completed an assessment he had a hematoma and abrasion to his left upper forehead and skin tear to left
elbow and left cheek was bruised. Staff W explained did not remember the root cause analysis for that fall,
but | knew the intervention was a drop seat in his wheelchair. [Staff W] didn't know if education was
provided but did talk to agency staff that night and let them know he was not supposed to be in his room up
in his wheelchair by himself.

On 2/12/26 at 12:24 PM the DON stated the wheelchair star program identifies the resident is not supposed
to be left alone in room in wheelchair. There was a star on their wheelchair to identify they are at risk. Staff
left Resident #80 alone to go get the equipment and he fell. The DON explained talked about falls in the
morning meeting. [DON] did not check on his wheelchair but would expect for
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F 0689 the star to be there. She revealed the staff did not follow the plan of care for Resident #80 and he fell.

Level of Harm - Actual harm 3.The MDS dated [DATE] for Resident #11 revealed a diagnosis of hypertension (high blood pressure),
diabetes, and depression. The Brief interview for mental status (BIMS) revealed a score of 7 out of 15

Residents Affected - Few which indicated severe cognitive impairment. The MDS indicated the resident required maximal assistance

from staff for transfers.

The care plan intervention with a date initiated of 5/7/25 and a revision date of 8/27/25 revealed Resident
#11 dependent on staff with assist of 2 with EZ stand (lift).

An incident report dated 8/1/25 at 7:20 AM revealed CNA staff transferred Resident #11 by herself with the
pull up bar, while resident is an assist of 2 with the EZ stand. Resident was eased to the floor by CNA staff
because resident could not hold self up at the bar. No injuries from the fall. Facility provided education to
staff on residents transfer status and if unsure to verify with nurse.

An incident report dated 12/15/25 at 5:00 PM revealed Resident #11 told CNA she could walk and CNA
pushed button on the recliner to raise it and when her partner saw this informed the CNA she was an EZ
stand. Resident #11 started to slide and CNA could not hold the resident up and CNA assisted Resident
#11 to the floor. Resident did not hit head. No visible injuries noted. Staff assisted resident #11 into the
wheelchair per 3 assist and gait belt.

The nurse progress note dated 12/16/25 at 7:13 AM revealed when Resident #11 woke for the day, staff
noted her right ankle to be bruised, swollen and painful even to touch. She could not move her ankle at all.
Condition report to nurse practitioner. Resident #11 sent to emergency room for evaluation and treatment.

Review of the results of the x-ray of the right ankle revealed a mildly displaced obliquely oriented fracture of
the lateral malleolus. The small bony knob on the outside of the ankle is broken at an angle, with pieces
slightly shifted out of their normal position.

On 2/04/26 at 2:20 PM, electric lift recliner chair in Resident #11 room.

On 2/09/26 at 5:20 PM Staff BB, CNA stated on 12/15/25, was walking past Resident #11 room and
observed another CNA getting ready to transfer the resident. She was in the recliner and and she was
seated forward with her walker in front of her and had the lift chair in a raised position. [Staff BB] informed
the CNA that is not how she transfers she needs the EZ stand, and [Staff BB] went to get the EZ stand and
heard help help and by the time | got back to the room Resident #11 was on the floor. She revealed staff
know how to transfer residents by they have little signs on the door. and some paper they call it a wing
sheet it has their transfer status on it. If EZ stand lift need to use 2 staff for transfer. [Staff BB] was upset
because had just told her that is not how we transfer her and why would she not have put her back down.

On 2/10/26 at 8:21 AM Resident #11 Lying in bed, head elevated and eyes closed. No signs and symptoms
of discomfort.

On 2/10/26 at 8:27 AM Resident #11 Staff B, CNA and Staff C, CNA provided transfer from bed to
wheelchair with EZ lift (mechanical lift) with out problems. Resident had boot on right lower extremity.
During the transfer Staff C stated could always ask the nurse what a resident needs for transfer

(continued on next page)
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F 0689 assist and usually there was something on the door but it is not always updated and recently they have not
been updating them.

Level of Harm - Actual harm
On 2/10/26 at 9:29 AM Staff CC, CNA stated would ask the other staff what the resident transfer status was
Residents Affected - Few and the residents had their own gait belts. [Staff CC] asked the staff on Sunday when [Staff CC] started and
when hour of orientation on Sunday they did not go over how they transfer or communicate this to staff.
[Staff CC] used [electronic health record system, (EHR)] a lot for another facility so had access to [EHR]
and can look up in there. [Staff CC] am not aware of any way specific way they communicate transfer status
of residents to agency staff.

On 2/10/26 at 10:15 AM Staff T, CNA/CMA stated they don't always use the wing sheets anymore and she
is not sure how updated they even are anymore. She went to the electronic health record to check the
resident transfer status. We have communication board in the electronic health record that we all can read.
The communication board gives us anything new and recent and supposed to look at it every shift.

On 2/10/26 at 2:27 PM Staff DD, CNA stated the fall Resident #11 had was about 430 there was a gait belt
in her room so it made [Staff DD] think she walked normally. They would have a plaque on the door that
tells you her transfer status that might have been right around the time they were going to stop them. So
[Staff DD] lifted her power chair up and had the gait belt up and [Staff DD] tried to stand her up. Another
CNA agency said she was an EZ stand so while [Staff DD] was putting the chair back down and was
looking for the remote on the ground, Resident #11 slid out of the power lift chair. Her walker was not in her
room, she had just moved from Bluff View so [Staff DD] grabbed another residents walker and it was in
front of her and was going to pivot her into her wheelchair. [Staff DD] did have the chair almost all the way
up and was attempting to have her bear weight but she was not able to bear weight and then the other CNA
said she was an EZ stand. No one told us how to look for the transfer status and there was no education.
[Staff DD] explained talked to the activity staff and asked her how [Staff DD] was supposed to know how to
transfer her and she told me about papers in a binder and those have the transfer status on them and other
information on them about the resident. Staff DD explained used them now. At one of our most recent staff
meeting Administrator did talk about them being in the binders. She did not say any where else to find there
transfer status.

On 2/10/26 at 4:11 PM Staff W, LPN, who documented resident's fall on 8/1/25, stated it was in the Bluff
View shower room and was called into the tub room. Resident #11 had fallen the staff member had
transferred her with the grab bar and she should have been an EZ stand. The CNA knows to use the
Kardex in the electronic health record to know their transfer status and how the CNA should transfer.

On 2/10/26 at 5:16 PM the Administrator states the wing sheets are still available but they are not always
the most current so she encouraged the staff to use the kardesx because that is the most current.

On 2/11/26 at 3:05 PM Staff GG, LPN stated was the nurse to document Resident #11 fall on 12/15/25. The
CNA said she tried to transfer Resident #11 by herself. The resident told her she could do it by herself and
she was in the recliner chair. The CNA raised the chair because it was an electric chair and the resident
started to slide out of the chair. The staff could not stop her and she slid right out of the chair.

On 2/12/26 at 12:15 PM the DON stated [DON] called staff to take the witness statement on Resident #11
fall and it was a facility staff. She was getting Resident #11 up for a transfer. Resident #11

(continued on next page)
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has dementia and she told staff she could walk so the staff went to get her up from the power chair. An
agency staff saw her getting her up from the chair and told her no she is a lift and the staff was in there in a
lifted position and resident lost balance and was lowered to the ground. The DON explained there were
several ways they could know how to transfer a resident and because we have a system that is able to
update live time the care plan, kardex and communication board is the full up to date information. So [DON]
would expect them to go to the care plan, kardex or communication board these are the current active up to
date areas to get the information. The DON further explained was working to phase out the other programs
in place. The education was completed in December to use the kardex not the magnets on the door frames
and we tried to go around and remove them but staff continue to put them in place. Communication board is
a way to know what was changed.

The facility provided a policy titled Safe Lifting and Movement of Patients with a last revision date of July
2017 it directed the residents current transfer status is to be found by using the KARDEX/Care plan located
in the electronic health record.

4. The MDS assessment dated [DATE] for Resident #13 informed a Brief Interview for Mental Status (BIMS)
score of 12, indicating moderate cognitive impairment. The MDS also revealed the resident had diagnoses
of repeated falls, weakness, muscle weakness, difficulty in walking, unsteadiness on feet, and other
abnormalities of gait and mobility. The MDS indicated Resident #13 had difficulty in walking and a need for
assistance with personal care.

The Care Plan instructed the Resident #13 needed assist of one for transfers and ambulation Ax1 with
FWW in room and throughout the facility. The Care Plan also instructed to apply gripper socks (dated
3/21/25), auto-lock brakes to wheelchair (dated 9/10/25), and ensure wheelchair pedals are not attached,
unless being propelled (dated 9/10/25).

The Care Plan dated 1/22/26 instructed to remove white socks from room and only supply with gripper
socks as the Resident removes shoes and gripper socks.

The Fall Incident Report dated 2/10/26 at 9:00 AM Staff E, Licensed Practical Nurse (LPN) was called to
resident room by Staff F, Certified Medication Aide (CMA). Staff F informed Resident #13 had been found
on the floor kneeling on his knees, but upon entering the room resident got himself up and back in his
wheelchair. Staff E, LPN started neuros and obtained vitals, resident was upset and yelled at Staff E, LPN.
continued to state he did not fall, did not want to get vitals or assess him. The resident did not appear to
have any red areas, bruising or open areas to his knees, and denied hitting his head and denied any pain
or discomfort.

An observation on 2/4/26 at 12:01 PM Resident #13 sat on the edge of his bed with no shoes on. wearing
white socks. Observed no shoes or gripper socks in the resident's room. The resident informed he did not
know where his shoes were. Wheelchair pedals were on the wheel chair.

An observation on 2/9/26 at 9:14 AM, Resident #13 wearing white socks, no shoes, and no gripper socks.
The resident proceeded to stand up at the side of his bed, did not know where his shoes were.

An observation on 2/10/26 at 8:10 AM the resident lying in bed, door open, right foot hanging off of foot of
the bed, white socks on without shoes or gripper socks on.

An observation on 2/10/26 at 8:47 AM Resident #13 lying in bed, wearing white socks, no gripper socks or
shoes. Wheel chair pedals were on his wheel chair. Staff F, CMA knocked on the door, entered

(continued on next page)

FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID: If continuation sheet
165513 Page 9 of 15




Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 05/05/2026
Form Approved OMB
No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

IDENTIFICATION NUMBER: COMPLETED
A. Building

165513 B. Wing 02/12/2026

NAME OF PROVIDER OR SUPPLIER

Luther Manor at Hillcrest

STREET ADDRESS, CITY, STATE, ZIP CODE

3131 Hillcrest Road
Dubuque, 1A 52001

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0689

Level of Harm - Actual harm

Residents Affected - Few

the resident's room, turned on light, and told the resident that it was time to get up for breakfast. Staff F,
CMA asked Staff HH, CNA to help assist him and that he is willing to get up.

An observation on 2/10/26 at 9:01 AM Staff HH, CNA assisted Resident #13, with the door open, observed
the resident stand up, pivot turn, and sat down in his wheel chair without a gait belt on and no gripper socks
or shoes. Resident was wearing his white socks, a t-shirt, and a brief. Socks on standing to turn around and
sit in a wheel chair, t-shirt, brief. Staff E, LPN entered the residents room door shut Staff HH, CNA and Staff
E, LPN left the room at 9:04 AM.

An observation on 2/10/26 at 9:06 AM, Resident #13 self-transferred from his wheel chair into his bed. The
resident still wearing only his white socks, t-shirt, and a brief.

An observation on 2/10/26 at 9:08 AM Multiple staff walked past his room. Resident #13 still had white
socks on without gripper socks. The resident was sitting in his wheel chair drinking a can of pop.

An observation on 2/10/26 at 2:02 PM, Resident#13 stood up on his own, walker not in reach, wheel chair
pedals were on wheelchair, wheelchair did not have the brakes locked, resident turned around and sat
down in his wheel chair. The anti-lock brakes on the resident's wheel chair did not prevent the wheelchair
from rolling backwards and his wheel chair bumped into his dresser. The resident stood up, picked up his
walker, moved the walker, then sat down in another wheel chair that was near the center of his room. The
resident proceeded to propel himself out of his room. The resident informed he was not sitting in his
wheelchair. The Resident's wheel chair remained in his room. The anti-lock brakes were not tight, the right
brake was on, and the left brake was off.

An interview on 2/10/26 at 2:08 PM with Staff D, CNA informed she will put a work order to fix the antilock
brakes.

In an interview on 2/11/26 at 10:55 AM, the Maintenance Supervisor looked at the wheelchair and fixed the
anti- lock brakes. He was informed by the CNA that she was unsure what needed to be fixed on the wheel
chair and she had told him it was the front brakes that were not working. The maintenance man informed he
was going to have therapy to check the wheel chair brakes.

In an interview on 2/11/26 at 11:10 AM with Staff E, LPN was unsure why Resident #13's wheel chair was
not in his room and indicated they did not have an alternate wheel chair that did not have the anti-lock
brakes on it. Staff E reported she would go to the therapy room to check on his wheelchair.

In an interview on 2/11/26 at 11:12 AM with Staff E, LPN indicated the anti-lock brakes were fixed and
working appropriately. Staff E indicated she would assist him into his wheel chair.

An interview with on 2/11/26 at 1:50 PM with Staff G, Scheduler/Certified Medication Aide (CMA) informed
staff bring their concerns to me if there is not enough training or skills to provide for resident cares. If there
are questions on how a resident transfers, the nursing staff can use the kardex, or the magnets, we are
phasing out the magnets.

An interview with on 2/11/26 at 1:50 PM at with Staff G, scheduler informed staff bring their concerns to her
if there is not enough training or skills to provide for resident cares. If there are questions on how a resident
transfers, the nursing staff can use the kardex, or the magnets, we are
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phasing out the magnets.

An interview on 02/12/2026 at 12:25 PM the Director Of Nursing, (DON) indicated Resident #13 was not
supposed to be wearing white socks and they were supposed to have removed them from his room for his

personal safety.
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F 0809 Ensure meals and snacks are served at times in accordance with resident’s needs, preferences, and
requests. Suitable and nourishing alternative meals and snacks must be provided for residents who want to
Level of Harm - Minimal harm eat at non-traditional times or outside of scheduled meal times.

or potential for actual harm
Based on observation, clinical record review, facility documentation, resident interview and staff interview
Residents Affected - Few the facility failed to ensure 2 of 3 residents observed for room trays received their meals in a timely manner
(Residents #31 and Resident #104). The facility reported a census of 94 residents. Findings include: 1.The
Minimum Data Set (MDS) for Resident # 31 dated 11/19/25 documented a Brief Interview for Mental Status
(BIMS) score of 15/15, indicating no cognitive impairment.During an observation on 2/5/26 beginning at
9:30 AM, Staff J, Restorative Aide, Staff K, Certified Nursing Assistant (CNA) and Staff L, CNA were heard
at the nurses station on Bluff View discussing that Resident #31 just woke up and did not have a breakfast
tray. During an interview on 2/5/26 at 10:30 AM, Resident #31 explained she did not get breakfast and no
one woke her up for breakfast. She explained she does not get meals frequently and her son bought her a
mini fridge for her room so she would always have food available. A mini fridge was observed between the
bed and dresser. When asked if she wanted breakfast, she said since it was so close to lunch, she would
have a doughnut for breakfast that her family provided. A gallon size zip lock bag was observed on her
overbed table with 4 doughnuts with frosting and sprinkles. The facility document titled Documentation
Survey Report v2 for February 2026 documented NA for breakfast on 2/5/26. Per the code at the bottom of
the page on the report, NA meant not applicable. 2. The MDS for Resident #104 dated 2/2/26 revealed a
BIMS score of 15/15, indicating no cognitive impairment. During an observation on 2/10/26, meal trays
were delivered to Bluff View at 11:40 AM. At least 4 trays had orange sticky notes identifying the resident to
get the tray, other trays had a meal ticket identifying the resident to receive the tray. The trays were
distributed to residents. At 11:46 AM staff called dietary over the walkie talkie to report that Resident #104
did not have a tray on the cart. No response was received over the walkie talkie. At 12:11 PM, Staff R, CNA
answered Resident #104's call light. The resident reported to Staff R that she had not had lunch yet. At
12:17 PM, Staff R delivered a room tray to Resident #104. Review of meal times document provided by the
facility documents breakfast 7:15 AM to 9:00 AM and lunch 11:15 AM to 12:15 PM. During an interview on
2/10/26 at 12:18 PM, the Certified Dietary Manager (CDM) explained the dietary staff are notified a resident
needs a meal tray by the meal ticket. If it is last minute, the CNAs call down on the walkies. She further
explained meals are tracked by keeping the tickets and there has never been a problem with residents not
getting served. On 2/11/26 at 2:51 PM, the Director of Nursing (DON) reported the CNAs were responsible
for taking the trays to the rooms and documenting the intakes. She reported she expected residents to
offered 3 meals a day.
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Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve
food in accordance with professional standards.

Based on observation, record review, interviews, and policy review the facility failed to prevent physical
contamination of food in the kitchen during 4 observations. Hair nets were improperly worn, the cleaning
schedule was not followed, and staff did not adequately sweep and mop floors to remove dead
cockroaches. The facility reported a census of 94 residents. Findings include:During a kitchen observation
on 2/04/26 starting at 10:20 AM noted the following:Staff I, Dietary Director, wore a brown hairnet that left
about 2 inches of hair exposed over each ear and about 3 inches exposed in the backStaff P, Dietary Aide
(DA), wore a white hairnet with about 2-3 inches of hair exposed in the back.Staff N, DA, wore a hairnet
with about 1-2 inches of hair exposed in the back and about an inch over each earStaff Q, Cook, wore a
hairnet with hair exposed on the right side, about 1-2 inches out of hairnet over her earsStaff O, Cook, wore
a hairnet with about 2 inches exposed in back and wisps out over both earsFreezer - Whipped cream
sprayed on the right freezer wall. Staff | stated someone broke in before she started and sprayed it
everywhere. She reported she started in September or October and just hadn't gotten around to it, but it
was being cleaned on Saturday.Dry storage - Dry cereal under the can and cereal racks, additional pieces
further out on the floor and partially crushed. Plate storage equipment next to the gelatin and pudding shelf
had a white granular substance on it in addition to a clear sticky substance. There were 2 quarter size
splotches of a yellowish orange substance under the pasta shelves and 3 smaller ones under the spices
and baking products. Ice machine - A dry off-white film was found under the door, along with a sticky
brown/orange substance on the inside rim.Floor - Observed dead roaches and debris under the pots/pans
shelf, sanitizing sink, and dish machine.During a kitchen observation on 2/05/26 noted the following starting
at 8:42 AM:Staff N, 3 inches of hair in back exposedStaff I, 2 inches of hair over both ears exposedStaff P,
2 inches of hair exposed on back left sideA blue paper was attached to a work surface in the kitchen with
tape and plastic. The paper, plastic, and tape were pulled away from the surface leaving a sticky substance,
the paper and plastic were jagged in appearance, and the tape had grey and brown substances stuck to it.
The paper was discolored and showed dried moisture stains.Daily Cleaning Schedules dated 1/05/26
through 1/31/26 documented that out of 56 AM and 56 PM opportunities for the kitchen and dish room
floors to be swept/washed, cleaning occurred 34 of 112 times. During the same time frame there were no
cleaning entries for any task for 1/08/26 AM or PM, 1/09/26 PM, 1/10/26 AM or PM, 1/11/26 AM or PM,
1/12/26 AM or PM, 1/13/26 AM, 1/14/26 AM, 1/15/26 AM or PM, 1/16/26 AM or PM, 1/17/26 AM, 1/18/26
AM or PM, 1/19/26 AM or PM, 1/21/26 AM, 1/22/26 AM or PM, 1/23/26 PM, 1/24/26 AM or PM, 1/25/26 AM
or PM, or 1/29/26 PM. The deep cleaning items listed on the bottom of schedules were cleaned 3 of 36
opportunities.During an interview on 02/05/2026 at 9:06 AM Staff |, Dietary Director did not confirm she
had ever seen roaches in the kitchen. She stated pest control probably treated both the dry storage pantry
and kitchen for roaches. On 2/05/26 at 9:18 AM confirmed that dead roaches remained in the kitchen under
the sink, shelf, and dish machine.Upon follow up with Staff | on 2/05/26 at 9:22 AM, she stated she was not
aware her hair was outside of her hair net and observed her attempt to tuck it in to a brown hair net. She
stated she knew the brown hair nets slipped and she would have to make staff wear the bonnet style. She
reported she would educate staff about the hair nets and ask them to change them if their hair was out.
When asked about the dead roaches she stated she was not aware of them so could not say how long they
had been there. She said staff should be sweeping and mopping according to the posted schedule. She
thought staff probably didn't sweep far enough back to get them. Staff | then stated the facility had treated
for roaches in the kitchen more than once and shrugged when asked why that was
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different than her answer before. She could not say if any other staff had seen the roaches.On 2/05/26 at
9:28 AM, the Administrator stated the roaches were sprayed and verified it was done by pest control on
1/20/26. She acknowledged that there had been multiple treatments and that if there were still live roaches
the treatment was not yet effective. During a follow up about the roach activity in the kitchen on 2/05/26 at
1:05 PM, the Administrator stated kitchen staff were responsible for cleaning under the shelves and all
around the kitchen.On 2/10/26 at 9:21 AM, Staff Q stated there was a cleaning schedule, and staff in the
dish area should clean the floors in that area. Cooks cleaned the floors in their area. She reported seeing a
live roach recently, and dead roaches the day before. Staff Q stated cleaning them up should be part of
sweeping and mopping floors, which should be done at the end of every meal as part of clean up. She
reported hair net policy was to have them on the minute they entered the kitchen and all hairs need to be
tucked in with the hair nets over ears to make sure hair was not sticking out. During an interview with the
pest control company on 2/10/26 at 5:02 PM, they confirmed treatments since November and stated it was
significantly better, but still an issue. Treatments included the kitchen, hallways, dry goods, dining room, and
the memory care eating area. He confirmed finding dead and living roaches in the kitchen when he treated
on 2/06/26 and stated the kitchen was the source of the infestation. On 2/11/26 at 11:22 AM, Staff S,
Assistant Dietary Director reported staff were expected to follow the cleaning schedule with initials to show
it was completed. Staff should have their cleaning done by the end of their shift. She thought everyone
participated. She acknowledged there had been live roaches in the kitchen recently and reported it was
much improved. She stated she noticed dead roaches under the dish machine rack. Staff S stated staff
were supposed to wear hair nets immediately when they entered the kitchen and they should cover all of
their hair. On 2/12/26 at 10:56 AM during a follow up with Staff | to get the February cleaning sheets she
stated staff were not good about signing off on the cleaning sheets and that they would have to get better at
that. She acknowledged the January and February sheets were not completed accurately and it appeared
the kitchen wasn't being cleaned. A kitchen policy titled Sanitation revised November 2022 documented the
food service area was maintained in a clean and sanitary manner. All kitchens were to be kept free of
garbage and debris, and protected from rodents and insects. Utensils, counters, shelves, and equipment
were kept clean and in good repair. Ice machines were drained, cleaned, and sanitized. A policy titled Food
Preparation and Service dated 2001 with no revision dates documented food preparation staff should
adhere to sanitary practices to prevent the spread of foodborne ilinesses. Cross-contamination could occur
when harmful substances such as chemicals or disease causing microorganisms were transferred to food
by hands or food contact surfaces not adequately cleaned. Food and nutrition services staff wear hair
restraints so hair does not contact food.
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(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0880

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

Based on observation, record review and staff interview the facility failed to provide appropriate practices to
prevent the spread of infection during wound care for 1 of 2 residents observed for wound care (Resident
#80). The facility identified a census of 94 residents. Findings include: Review of the Minimum Data Set
(MDS) assessment for dated 1/14/26 revealed Resident #80 had severely impaired cognitive skills for daily
decision making. Review of the Hospice order for wound care to Resident #80's left knee dated 2/4/26
revealed to cleanse left knee wounds with wound cleanser, apply triple antibiotic ointment, non adhesive
dressing and wrap with cotton gauze twice a day and as needed. May discontinue when no longer draining
and healed. On 2/05/26 at 11:02 AM, Staff E, Licensed Practical Nurse (LPN) provided wound care to
abrasion on the left knee of Resident #80. Staff E removed the dressing from the left knee and cleansed the
wounds. Staff E did not remove gloves or wash hands after she cleansed the wound Staff E used her index
finger and applied triple antibiotic from the tube to each of the four areas on the left knee three of the areas
were open skin. Staff E did not use a different finger or an applicator to put the ointment on the wound. On
2/12/26 at 8:54 AM, Staff U, Registered Nurse (RN) stated gloves should be changed after removal of
soiled dressing for wound care and wash hands. He revealed he would use a sterile applicator for each
area to put ointment on a wound. On 2/12/26 at 9:16 AM, Staff V, RN explained set up supplies, clean the
wound, and take gloves off and wash hands. Per Staff V, they would put ointment with gloves on, and
should change gloves with each area. If in same area could use the same gloves, take off gloves and wash
hands, and apply clean dressing. On 2/12/26 at 10:03 AM, Staff W, LPN, facility wound nurse stated she
noticed Staff E put the ointment for Resident #80's left knee wound on her gloved finger and she would
have expected her to use an applicator. She also noted she should have cleaned her hands between
cleansing the wound and applying the ointment. On 2/12/26 at 12:00 PM, the Director of Nursing stated
staff should wash hands and change gloves between cleansing the wound and applying an ointment.
Ointment should be applied with an applicator and each wound area should get a different applicator. The
facility provided a policy titled Wound Care with a revision date of October 2010 which directed staff after
removal of dressing to remove gloves, wash and dry hands thoroughly. The policy directed to use no-touch
technique. Use sterile tongue blades and applicators to remove ointments and creams from their
containers.
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