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12/08-1114, Deficient practice was identified as required under the Conditions of
with the highest scope and severity at "D" level. Participation.
F 282 483.20(k)}{3)(i) SERVICES BY QUALIFIED F 282
§5=0 PERSONS/PER CARE PLAN
The services provided or arranged by the facifity
must be provided by qualified parsons in F282

accordance with each resident's written plan of
care,

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, record review,
and facllity policy review it was determined the
facility falled to ensure services were provided in
accordance with the Comprehensive Plan of Care
for two (2) of ninetaen (19) sampled residents
related to toenail care (Resident #3 and Resident
#4), Resident #3 and Resldent #4's
Comprehensive Care Plan contalned care plan
interventions for nall care to be provided by staff
or a podiatrist; however, observations on
12/10/14 revealed nall care was not beling
provided for Residents #3 and #4,

The findings include;

Review of the facility's policy titled "Care Plan
Policy Statement," (not dated) revealed the
Comprahensive Care Plen for each resident
would ba ongoing, and would be revised as
information about the resident and the resident's
eandition changed.

1. Review of Resident #4's medical record

LABD ORY RECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
-

Any deficien

other safeguards provide sufficlent pratection to the patlents . {Se
following the date of survey whather or not a plan of corection la
days following the date thesa documents are mads available to the facl

statement anding an asteris

program particlipation.

Resident #3 and #4 were referred to the
podiatrist who came on their next scheduled
visit the following day, December 12, 2014,
They were seen and their toenails were cut
and treated.,

We have observed all residents’ toenails.
Any that were long, thick or jagged were
trimmed, if possible, or an appointment was
made with a local podiatrist immediately. A
schedule has been instituted as to when the
resident was last seen by the podiatrist and
with the podiatrist, will devise a next visit
date to ensure all residents are seen timely.

The facility is now uslng a new weekly skin
assessment form that is completed by the
nurse. This assessment specifically list
assessing the toenails, their thickness, and if
they need trimmed, or if they are diabetic and
may need a podiatrist consultation. For new
admissions, all new residents will have a
through assessment, Including toenails. They
will be referred to the podiatrist based on this
assessment as needed. The facillty will
maintain a copy of the report of these visits,

TTLE {X8) CATE
(

Cam. o |

} danotes a deficlency which tha Institution may be excused from comecting providing it s determined thal
8 instructions.) Except for nursing homes, ths findings stated above are disciosable B0 days
provided, For nursing homes, tha above findinga and plans of correction are disclosabls 14
lty. if deficiencias are cited, an approved plan of comaction is requisite to continued
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revealed the facllity admitted Resident #4 on
02/08/14 with diagnosis that included
Hypertension, Dysphagia, Advanced Dementia,
and Anxiety Disorder. Review of the Minlmum
Data Set (MDS) dated 08/31/14 revealed the
resident's Brief Interview for Mental Status (BIMS)
score was 1, which indicated the resident was
seversly impalred cognitively. Furthar raview of
the MDS revealed Resident #4 required extensive
assistance with persanat hygiene.

Review of the Certified Nurse Alde (CNA)
Aclivities of Dally Living (ADL) Plan of Care
updated on 12/05/14 revealed the resident would
receive nail care every Sunday. Review of the
Treatment Administration Record (TAR) dated
02/26/14 ravealed Resident #4 would receive
weekly skin assessments and nail care.

Observation of Resident #4 on 12/10/14 at 11:18
AM during a skin assessment revealed Resident
#4's toenails to be thick and long.

Intarview via phone with CNA #4 on 12/11/14 at
6:12 PM revealed CNA #4 noticed Resident #4's
toenails were thick but did not notice that the
toenalls were long. She further stated it was on
the CNA Care Plan to provide nali care.

Interview with the Unit Manager on 12/11/14 at
6:20 PM revealed she conducted random spot
chacks on Mondays to ensure staff wes following
the care plans for the residents. She had not
identified any problems with nail care.

2. Review of the medical record revesled the
facllity admitted Resident #3 on 03/27/14 with
diagnoses Including Senlle Dementia, Coronary
Artery Disease, Hypertansion, and Diabetes

Fa82 1y, facility will monltor these assessments

wecekly by the Unit Managers. The Director
of Nursing, Unit Managers, or other designees
will randomly check at least 5 residents
weekly, for 4 weeks, by observin g their
toenails for thickness, length, and any
sign/symptoms of infection ot pain. Any
issues will be addressed immediately. The
Director of Nursing will monitor the weekly
skin assessments for any issues with the
residents’ toenails, and these also will be
addressed immediately. Residents’ toenails
will be trimmed and monitor for thickness by
facility staff wherevar possible, and the
facility will refer residents to the podiatrist as
the sltuation warrrants, The facility will
review all weekly results in our facility
Quelity Assurance Committee meeting, Our
Quality Assurance Committee consists of at
least, the Administrator, the Director of
Nursing, the Medical Director, Soclal

St.:rvlces and Activities, and other staff. We
will review the findings of our weekly audits
as well as the assessments of any new

admissions and make recornmendations ay
needed,

Compietion Date—12/31/14
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Review of the significant change comprehensive
MDS assessment dated 09/30/14 revealed the
facility assessed Resident #3 to have a Brief
Interview for Mental Status (BIMS) score of 3,
which indlcated the resident had severely
Impalred cognitlve skills. In addition, the resident
was assessed to require exiensive assistanca of
staff for personal hygiene needs.

Review of the comprehensive care plan revealed
the facllity addressed the potential for skin
breakdown and foot care related to the resident's
diagnosis of Diabetes Melliius. Interventions
included wearing appropriate footwear, weekly
skin assessments and diabetic nall care, and a
podiatry consultation and treatment as indicated.

Resident #3 was observed sitting on the side of
the bed eating dinner on 12/09/14, at 6:00 PM.
The resident was not wearing shoes or socks and
the resident's toenails were observed to be thick
andlong. Further observation during a skin
assessment conducted with facility staff on
12111114, at 10:10 AM, revealed toenails on each
of the resldent’s feet were very thick and long; the
tosnails on the third toe on each foot were noted
to be grown over and almost touching the skin of
the toe.

Interview with Licensed Practical Nurse (LPN) #2
on 12/11/14, at 6:00 PM, revealed the nurses
were responsible to cut/trim the toenalls of the
diabetic residents. The LPN further stated if the
resident's toenails were thick and long and staff
was unable to trim, the resident should be
referred to the podiatrist for evaluation and
treatment. LPN #2 stated she had observed the

F 282
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resident's toenalls to be long and thick, but had

never tried to cut the resident's toenails. LPN #2
staled she believed the resident was being seen

by the podiatrist, but she had never reported the

resident’s thick, long toenails to the supervisor or
the Social Services Director.

Interviaw with Registered Nurse {RN) #1 revealed

and oral hyglene.

by:

The findings Include:

she was the Unit Maneger for tha C and D Halls
and was responsible for ensuring residant care
needs were pravided in accordance with each
resident's plan of care. The RN stated shs
conducted random "spot checks” to ensure the
nurses wers providing diabetic toenail care for
residents; however, she had not abserved
Resident #3's toenalils untl] 12/11/14.

F 312 | 483.25(a){3) ADL CARE PROVIDED FOR
§5=D | DEPENDENT RESIDENTS

A resident who s unable to carry out activities of
dally living receives the necessary services to
maintain good nutrition, grooming, and personal

This REQUIREMENT is not met as evidenced

Based on observation, interview, record raview,
and review of facility policy it was determined the
facility falled to provide appropriate toenall care
far one {1} of nineteen (18) sampled residents
(Resident #4). Resident #4 was observed to
have long, thick toenalls on 12/10/14 at 11:15 AM.

Review of the facllity's procedure tiled “Assisting

F 312

F312

Resldent #4 was referred to the podiatrist
who came on their next scheduled visit the
following day, December 12, 2014. She was
seen and her toenails were cut and treated.

We have observed all residents’ toenails,

Any that were long, thick or jagged were
trimmed, if possible, or an appointment was
made with a local podiatrist inmediately. A
schedule has been Instituted as to when the
resident was last seen by the podiatrist and the
facility, along with the podiatrist, will devise
a next visit date to ensure all residents are
seen timely.
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facllity does not have a policy for Activities of
Daily Living (ADLs) and according to the Unit
Manager the staff is to use the care planas a
guide,

Review of Resident #4's medical record revealed
the facility admitted Resident #4 on 02/06/14 with
dlagnoses that included Hypertension, Advanced
Dementia, Dysphagia, and Anxlety Disorder.
Review of the Minimum Data Set (MDS)
assessment dated 08/31/14 revealed the facility
assessed Resident #4 to be severely Impalrad
cognitively. Further review of the MDS reveaied
the facility assessed Resident #4 to require
extansive assistance with personal hygiene.
Review of the Treatment Administration Record
(TAR) dated 02/26/14 revealed weekly skin
assessments and nall care would be provided for
Resident #4. Review of the Activities Daily Living
(ADL) Plan of Care for the Certified Nurse Aide
{CNA) revealed nall care was to be provided for
Resident #4 every Sunday.

Resident #4 was observed on 12/10/14 at 11:15
AM to have long, thick toenalls on both fest. CNA
#4 was interviewed on 12/11/14 at 8:12 PM (by
phona). CNA #4 stated on 12/10/14, during the
skin agsessment and incontinence cere, sha
noticed the resident's foenails were thick, but did
not notice they were too long.

Interview with the Unit Manager on 12/11/14 at
6:20 PM revealed the CNA staff does skin
assessments on shower days and staff nurses do
skin assessments weekly, On 12/11/14 at 6:30
PM in the resident's room, the Unit Manager
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with Foot Care,” not dated, revealed taenails weeklly tsel;"l: assessment form that is
should only be trimmed by personnel qualified to comp’eted by the nurse. This assessment
do s0 according to facliity policy. However, the specifically list assessing the toenails, their

thickness, and if they need trimmed, or if they
are diabetic and may need a podiatrist
consultation. As of 1/6/15, all new residents
will have a through assessment, Including
toenails. They will be referred to the
podiatrist based on this assessment as needed.
The facility wiil maintain a capy of the report
of these visits,

Beginning the week of 1/5/15, he facility will
monitor these assessments weekly by the Unit
Managers. The Dlrector of Nursing, Unit
Managers, or other designees will randomly
check at least 5 resldents weekly, for 4 weeks,
beginning 1/5/15, by observing their toenails
for thickness, length, and any sign/symptoms
of infection or pain, Any issues will be
addressed immediately. The Director of
Nursing will monitor the weekly skin
assessments for any issues with the residents’
toenails, and these also will be addressed
immediately. Residents’ toenails will be
trimmed and monitor for thickness by facility
staff wherever possibie, and the facility will
refer residents to the podiatrist as the situation
warrrants. The facility will revlew all weekly

results in our facility Quality Assurance
Committee meeting. Our Quality Assurance
Committee consists of at least, the
Administrator, the Director of Nursing, the
Medical Director, Social Services and
Activities, and other staff. We will review the
findIngs of our weekly audits as well as the
assessments of any new admissions and maka

———]
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ss=p | NEEDS

The facility must ensure that residents receive
proper freatment and care for the follewing
special sarvices:

Injections;

Parenteraf and enteral fluids:

Colostomy, ureterostomy, or ileostomy care;
Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT s not met as evidenced
by:

Based on obsarvation, interview, record raview,
and facility policy review, the facility failed to
ensure residents recelved proper diabetlc foot
treatment and care for one (1) of nineteen (19)
sampled resldents (Resident #3). Resident#3
was admitted to the faciiity with a diagnosis of
diabetes meflitus and was observed to have long,
thick toenails on both feet; however, there was no
avidenca fool care, including podiatry services,
had been provided for the resident.

The findings include:

Revlew of the Skin and Foot Care policy (revision
date April 2011) revealed toenalls should only be

trimmad by qualified personnel; either by regular

staff or a podiatrist.
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stated she would not lst 8 CNA cut Resident #4's

toenails. The Unit Manager statad Resident #4

needed to be seen by a Podiatrist for nail care.
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328

F328

Resident #3 was referred to the podiatrist who
came on their next scheduled visit the
following day, December 12, 2014, She was
seen and her toenails were cut and treated.

We have observed all residents’ toenails.

Any that were long, thick or jagged were
trimmed, if possible, or an appointment was
made with a local podiatrist immediately, A
schedule has been instituted as to when the
resident was last seen by the podiatrist and the
facility, along with the podiatrist, will devise
a next visit date to ensure all residents are
seen timely.

As of 1/6/15 the facility is using a new
wecekly skin assessment form that is
completed by the nurse. This assessment
specifically list assessing the toenails, their
thickness, and if they need trimmed, or if they
are diabetic and may nced a podiatrist
consultation. As of 1/6/15, all new residents
will have a through assessment, including
toenails, They will be referred to the
podiatrist based on this assessment as needed.
The facility will maintain a copy of the report
of these visits,

FORM CM3-2587(02-99) Previous Versions Ohaolate Event 1D: W2X511

Faclity 1Dt 100373 If continuation aheet Page 6 of 9



03:32.02p.m.01-08-2015 |

From;

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

01/08/2015 13:53

#033 P.00B/0M11

PRINTED: 12/28/2014
FORM APPROVED

Resident #3 was observed sitting on the side of
the bad eating dinner on 12/09/14, at 6:00 PM.
The resident was not wearing shoes or socks and
the resident's toenalls were observed to be thick
and long. Further observation during a skin
assessment conductad with facility staff on
12/11/14, at 10:10 AM, revealed toenalls on each
of the resldent's feet were very thick and long; the
toenails on tha third toe on each foot were noted
to be grown over and almost touching the skin of
the tos.

Review of the medical record revealed tha facility
admitted Resident #3 on 03/27/14 with diagnoses
including Senila Demantia, Coronary Arlery
Disease, Hypertansion, and Diabetes Mellltus -

Type ll.

Review of the significant change comprehenslve
MDS assessment dated 08/30/14 revealed the
facllity assessed Resident #3 to have a Brief
Interview for Mental Status (BIMS) score of 3,
which indicated the resident to have saverely
impalred cognitive skilla. In addition, the resident
was assessed to require axtensive assistance of
staff for personal hygiene needs.

Review of the comprehensive care plan revealed
the facility addressed the potential for skin
breakdown and foot care related to the resident's
diagnosis of Diabetea Mellitus. Interventions
included wearing appropriate footwear, weekly
skin assessments and dlabetic nail care, and a
podialry consultation and treatment as indicated.

Interview conducted with the Soclel Services
Director on 12/11/14, at 3:15 PM, revealed the
nurses were responsible to assess the residents'
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Beginning the week of 1/5/15, he facility will
monitor these assessments weekly by the Unit
Managers. The Director of Nursing, Unit
Managers, or other designees will randomly
check at least 5 residents weekly, for 4 weeks,
beginning 1/5/15, by observing their toenails
for thickness, length, and any sign/symptoms
of infection or pain. Any issues will be
addressed Immediately. The Director of
Nursing will monitor the weekly skin
assessments for any issues with the residents’
toenails, and these also will be addressed
immediately. Residents’ toenalls will be
trimmed and monitor for thickness by facility
staff wherever possible, and the facility will
refer residents to the podiatrist as the situation

warrrants. The facility will review all weekly
results In our facility Quality Assurance
Committee meeting. Our Quality Assurance
Committee consists of at least, the
Administrator, the Director of Nursing, the
Medlcal Director, Social Services and
Activitles, and other staff. We will review the
findings of our weekly audits as well as the
assessments of any new admissions and make
recommendations as needed,

Completion Date—12/31/14
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toeneils and make the referrals to her and she
would inform the podiatrist. The Soclal Services
Director stated no one had teld her about
Resident #3's toenails and the resident had not
been seen by the podiatrist.

Interview with CNAs #2 and #3 on 12/11/14, at
5:35 PM revealed the CNAs could not recal} ever
looking at the resident's toenalls when providing
care for the resident.

Interview with Licensed Practical Nurse (LPN) #2
on 12/11/14, at 6:00 PM, revealed she was
routinely scheduled to conduct weekly head to toe
8kin assessments for Resident #3, Including
checking the resident's feet, LPN #2 stated she
had cbserved the resident's toenails to be long
and thick, but had never tried to cut the reaident’s
teenails. LPN #2 stated she belleved the resldent
was being seen by the padiatrist, but she had
never reported the resident's thick, long toenails
ta the supervisor or the Soclal Services Director.

Interview with Registered Nurse (RN) #1 on
12/11114, at 8:10 PM, revealed she was the Unit
Manager for the C and D Halls and was
responsible for ensuring resident cara needs
were provided In accordance with each resident's
plan of care. The RN stated she conducted
random "spot checks" to ensura the nurses were
providing diabetic toenail care for residents.

Interview with the Director of Nursing (DON) on
12/1114 at 6:20 PM, revesled the licensed nurse
was responsible to trim/cut the diabetic residents’
toenalls or inform the Social Services Director so
that a referral could be made to the podiatrist.
The DON stated she had not observed Residant
#3's toenails and was not aware the resident was
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