Printed: 02/05/2026
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
385068 B. Wing 11/21/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Village Health Care 3955 SE 182nd Avenue
Gresham, OR 97030

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 0686 Provide appropriate pressure ulcer care and prevent new ulcers from developing.

Level of Harm - Minimal harm Based on interview and record review, it was determined the facility failed to re-evaluate preventative

or potential for actual harm interventions in the presence of new pressure ulcers for 1 of 3 (#1) sampled residents reviewed for skin
issues. This placed residents at risk for developing new pressure ulcers. Findings include:Resident 1

Residents Affected - Few admitted to the facility in 4/2024, with diagnoses including hemiplegia and hemiparesis following cerebral

infarction.Resident 1 no longer resided in the facility and could not be observed or interviewed.Resident 1's
4/21/25 care plan revealed Resident 1 had potential impairment to skin integrity related to history of CVA
(stroke) with left sided deficits/neglect, impaired mobility, poor insight to limitations, incontinence, history of
weight loss and other comorbidities. Interventions included avoid scratching, keep body parts from excessive
moisture, keep fingernails short, follow facility protocols for treatment of injury, identify and document
potential causative factors and eliminate/resolve where possible, off load when in bed, frequent repositioning
while in wheelchair and clean after each incontinence episode. Resident 1's 6/12/25 Weekly Skin Audit
revealed Resident 1 developed a small, superficial open area on his/her left buttock.Resident 1's 8/29/25
Weekly Skin Audit revealed Resident 1 developed moisture-associated skin damage to his/her coccyx.
Resident 1's 9/12/25 Weekly Skin Audit revealed Resident 1 developed un unstageable pressure wound to
his/her heel.A review of Resident 1's clinical record found no documented evidence that the facility
re-evaluated resident's current care plan interventions to ensure the effectiveness of her/his interventions to
prevent additional pressure ulcers.On 10/30/25 at 10:09 AM, Staff 13 (RN) stated weekly skin audits are
completed on a shower day and a nurse looks over the resident's skin from head to toe. Staff stated she
recommended a pressure reducing air mattress at some point and notified the RCM and DNS of this
recommendation but did not document it. She stated on 8/29/25 she contacted Resident 1's provider about
the new skin issue on his/her coccyx but did not work with Resident 1 again and did not follow up for a
recommendation. On 11/3/25 at 8:58 AM, Staff 16 (LPN/Resident Care Manager) stated when a resident had
skin breakdown, additional interventions should be implemented but were not for Resident 1. On 11/3/25 at
10:11 AM, Staff 2 (DNS) stated additional interventions should have been developed and implemented to
prevent Resident 1's skin breakdown.
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