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Each resident must receive and the facility must of the Statement of Deficiencies i
provide the necessary care and services to altain and proposes this plan of correction !
or maintain the highest 'praclicabig physical. to the extent of findings is factually :
mental, and p§ychosoczal weli-be!ng, in correct and in order to maintain i
accordance with the comprehensive assessment - | t
compfliance with applicable rules :
and plan of care. ) :
and provisions of quality of care of ‘1
residents, The plan of correction is
submitted as a written allegation of
This REQUIREMENT is not met as evidenced compliance. i
by: '
Based on record review, resident concern iog North Chase Nursing and Rehabili-
reviet:n.r and ipterviews,. the facilil_y failfad to provide tation Center’s response to this
? res:denft with a slgec:a[ty bo-o't ina temel_y ll:lagner statement of Deflciencies does not
or 01‘19 of one residents requiring a specialty boot denote agreement with the State-
{Resident #1). \
ment of Deficiencies nor does it
Resident #1 was admitted to the facility on constitute an admission that any
4/29/10 with diagnhoses including End Stage deficlency Is accurate. Further, i
Bladder Cancer, Chronic Kidney Disease, Severe North Chase Nursing and Rehabiii- !
Dementia, Peripheral Vascular Disease, tatlon Center reserves the right to
Non-healing ulcer of the foot and Diabetes refute any of the deficiencies on
Mellitus. this Statement of Deflclencles
. . h Informal Dispute Resolu- ;
Review of the most recent quarterly Minimum throufg T eal F:OC edure |
Data Set (MDS) Assessment dated 11/4/11 tion, formal app d” T eative of
indicated that resident #1 had short and long term and/or any ot.her administra
memory loss and was moderately impaired in legal proceeding.
making daily decisions. Resident #1 was
non-ambulatory.
: F309
Review of the Podiatry note, dated 2/3/10,
revealad that resident #1 was diagnosed with an
ulcer on his &th right toe, 2 hammertoe 5th right
toe and Diabetes with Peripheral Vascular
Disease.

LABORATORY DIRECTOR'S C;W?SUPPLIER REPRESENTATIVE'S SIGNATURE ,, /j TiTl.E @ {X6) DATE

Any deficiency s!alemf_mt ending with an asterisk (*} de ‘p a def ceency which the mslstullon may be excused from correcting providing it Is determined that
other :e.afegaards provide sufficient protection to the patighis, (See instructions.) Except for nursing homes, the findings staled above are disclosable 80 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes; the above findings and plans of correction are disclosable 14

days following the date these decuments are macde available to the facliity. if deficlencies are ciled, an approved plan of correction is requisite to continued
program participation.
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1. Resident #1 Is no longer in the / / / A
Review of the Podiatry note, dated 9/2/11, facility. Va4

revealed that the " Plan™ for resident #1 was to
order a fleece sieeve for when he is in bed.

Review of a Physician note, dated 11/17/11,
documented that resident #1 had a " chronic
wound right first metatarsal head. " The
physician informed the family that despite
whatever wound care measures are underiaken,
it was highly unlikely that this wound will heal.

Review of the Treatment Administration Record
for the month of September 2011, there was no
documentation that resident #1 had a specialty
boot.

Review of the Podialrist order of 9/2/11 a fleece
sleeve was to be ordered for resident #1 and to
be worn whife in bed.

Review of a Resident Concern form, dated
9/10/11, revealed that a family member had a
coneern because resident #1 had a fleece sleeve
1o be ordered on 9/2/11 and he was yet to be
weating the " fleece fined foot wraps " as
ordered by the Podiafrist. interventions in place
included having the supply department to ensure
fleece lined foot protection was ordered.

Review of a Resident Concern form, dated
9M14/11, revealed that a family member
expressed concerns because the specialty boot
was not in place. Interventions were: specialty
boot was ordered and arrived on 9/15/11.

During an interview with the Nurse who received
the order for the Fleece sleeve (fleece lined boot)

2, A 100% audit of current residents
charts was completed on 1/31/12
by the DON/Administrative nurses
for consultation orders with any
eguipment ordered as indicated.

3, All nurses have been tn-serviced
on complete follow up of consulta-
tlons to include the process of
completing MD orders completed
by SDC hurse on 1/33/12. The
administrative nurses will review
all restdents that have had a consul-
tation with an MD to ensure all
orders have been completed and
any equipment needed has been
ordered or obtained, This will o¢-
cur wéekly using a Ql audit toel.
The administrative nurses will fol-
low up on any potential area of
concern upon identification.
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on 9/2/11, she slated that she made a copy of the
order and placed it on the freatment nurse ‘s
book. She stated that she remembers resident
#1 having boots on his feet but did not remember
when he started wearing them.

During an interview with the Treatment nurse on
1418112, she stated that she doesn ' t remember
receiving an order for the Fleece sleeve. She
stated that resident #1 already had gel boots in
place at the time.

During an interview with the Supply manager on
1/18/12, she stated that she did not have an order
for the fieece sleeves on 9/2/11. She stated that
she would have only ordered what exactly what
she was told to order per the physician ' s orders.

During an interview with the MDS (Minimum Data
Set) Nurse on 1/19/11 she stated that if the
resident had a specially boot it should have been
written on the Treatment Administration record.

During an interview with the Assistant Direclor of
Nursing on 1/19/12 she stated that somehow the
fleeced line boot did nof get ordered.

During an interview with the Podiatry office on
119112, it was stated that the fleece lined boots
were to be used for protection of the skin.

During aninterview with the Administrator on
1/18/11 she stated that an order was placed on
9/12/11 and the order was received on 9/15/11.
She stated that the order should have been
placed on 9/2/11.

terly.

4. The Executive Qf committee will
review the results of the audits to
identify and address concerns
and/or trends and to follow up as
necessary to determine the fre-
quency and/or need for continued
‘monitoring, monthly x3, then quar-
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