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Initial Comments

An unannounced recertification and

complaint survey was conducted on 04/20/26
through 04/23/26. The facility was found in
compliance with the requirement CFR 483.73,
Emergency Preparedness. Event ID #22E571-H1.

INITIAL COMMENTS

A recertification and complaint investigation survey
was conducted from 04/20/26 through 04/23/26.
Event ID# 22E571-H1. The following intakes were
investigated: 768616, 2716076, 2743541, 2712050,
768628, 2686423, 2674598, 2603010, 2647918, and
2807562.

21 of the 21 complaint allegations did not result in
deficiency.

Foot Care
CFR(s): 483.25(b)(2)(i)(ii)
8483.25(b)(2) Foot care.

To ensure that residents receive proper treatment
and care to maintain mobility and good foot health,
the facility must:

(i) Provide foot care and treatment, in accordance
with professional standards of practice, including to
prevent complications from the resident's medical
condition(s) and

(ii) If necessary, assist the resident in making
appointments with a qualified person, and arranging
for transportation to and from such appointments.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, record review and staff
interviews, the facility failed to ensure a dependent
resident’s toenails were trimmed and podiatry
services were arranged for 1 of 3 residents reviewed
for foot care (Resident #8).

The findings included:

E0000

FO000

F0687

1. Resident #8 has a scheduled Podiatry appointment
for May 12, 2026. She was discharged home on
4/24/26. The Resident’s daughter is aware of the
appointment and will ensure the resident attends the
appointment.

2.All residents are at risk for the deficient practice.

All current residents have been assessed for
podiatry needs and podiatry appointments have been
scheduled. The assessments were completed on
4/29/26.

3.All nurses and nursing assistants were educated
on identifying foot care and Podiatry needs and
ensuring the appropriate foot care is received
immediately and Podiatry appointments are
scheduled as soon as possible if needed. The
education was completed on 4/27/26 by the DON
and ADON.

4.This has been added to the Quality Assurance and
Performance Improvement (QAPI) Program to be
monitored to ensure continued compliance. The
facility will audit all new admissions and 5 other
residents weekly times 8 weeks then monthly times
4 to ensure they have received proper foot care and
Podiatry needs. The DON will report the results of
the audits monthly at the Quality Assurance and

04/28/2026

04/30/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 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 documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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SS=D Performance Improvement meeting. This deficiency
Resident #8 was admitted to the facility on 3/16/26 and plan of correction was discussed with the QAPI
with diagnoses that included hypertension, dementia, team on 4/30/26.

age-related physical debility and need for assistance
with personal care.

Resident #8's care plan had a care focus area
initiated 3/17/26 that indicated that Resident #8 had
an activity of daily living self-care deficit related to
decreased functional mobility with the goal for her
needs to be met with staff assistance. Interventions
included assist with activities of daily living,
dressing, grooming, toileting, feeding, and oral care.

A bath/shower sheet dated 3/18/26 completed by
Nurse Aide (NA) #1 indicated Resident #8 had
received a bed bath and needed podiatry services.
This sheet was signed off by Nurse #2.

A bath/shower sheet dated 3/21/26 completed by
NA #1 indicated Resident #8 had refused a shower,
received a bed bath and needed podiatry services.
This sheet was signed off by Nurse #2.

An admission Minimum Data Set (MDS) assessment
dated 3/23/26 coded Resident #8 as severely
cognitively impaired. She required substantial to
maximal assistance with oral and personal hygiene,
showers/bathing and transfers. She was not coded
for rejection of care during the assessment period.

A bath/shower sheet dated 4/15/26 completed by

NA #1 indicated Resident #8 had received a bed bath
and needed podiatry services. This sheet was signed
off by Nurse #2.

A review of the facility’s podiatry clinic schedule
dated 4/20/26 revealed Resident #8 was not seen by
the podiatrist and was not on the list to be seen on
that day.

A review of Resident #8's electronic medical records
(EMR) on 4/21/26 revealed no consultation reports
or notations in Resident #8's EMR that she was
scheduled to see a podiatrist or that she had been
seen by a podiatrist since admission to the facility.

During an interview with NA #1 on 4/23/26 at 8:30
AM she revealed that she frequently cared for
Resident #8 during the first shift (7:00 AM to 3:00
PM). NA #1 stated that she had noticed that Resident
#8's toenails were long and thick from when she

was admitted to the facility in March 2026 and that
she had attempted to trim them without success. NA
#1 stated that she had documented in the shower
sheets a couple of times that Resident #8 required
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off by the primary nurse. She stated that she had
mentioned it to Nurse #2 on more than one occasion
and she could remember the last day she had
mentioned it was on 4/15/26 and that if she had not
mentioned it, Nurse #2 would still be aware because
she had signed off on the shower sheets where she
(NA #2) had documented on 3/18/26, 3/21/26 and
4/15/26 that Resident #8 needed podiatry services.

An interview was conducted with Nurse #2 on
4/23/26 at 10:55 AM. She stated that she could not
remember if NA #1 or anyone else had mentioned to
her that Resident #8 needed podiatry services. She
indicated that she had not seen it on the shower
sheets when she signed off on them and that she
should have read the shower sheets more carefully
to ensure Resident #8 received footcare. Nurse #2
further stated that she should have put Resident #8
on the podiatry list and obtained consent from
Resident #8's Responsible Party (RP) or asked the
physician for a podiatry consult for Resident #8.

An observation and interview was conducted on
4/22/26 at 10:40 AM in the company of Unit 1 and
Unit 2 Managers. All of Resident #8’s toenails on
both feet were observed to be thick, long and curved
downward past her toenail bed. When Resident #8
was asked if her toes hurt or if she wanted her
toenails trimmed, she stated, “| don’t know”. The
two Unit Mangers stated that they were not aware of
Resident #8'’s toenails condition prior to this
observation and that normally the nurse aides would
notify the primary nurses if a resident required
podiatry services and the nurses would ask the
physician for a podiatry consult.

During a follow up interview on 4/23/26 at 8:58 AM
with Unit 2 Manager she stated that Nurse #2 should
have reached out to the physician for a podiatry
consult when she signed off on Resident #8's
shower sheet on 3/18/26.

An interview was conducted with the Director of
Nursing (DON) on 4/23/26 at 11:46 AM. The DON
stated that when Nurse #2 signed off on the shower
sheet on 3/18/26 she should have obtained consent
from Resident #8’s RP and put her on the podiatry
list to be seen at the facility during the podiatry
clinic on 4/20/26 or she could have requested a
podiatry consult from the physician to ensure
Resident #8 received appropriate foot care. The DON
stated that she was not aware that Resident #8’s
toenails were long and that after she was made
aware on 4/22/26, Resident #8 has been scheduled
to be seen at an offsite podiatry clinic on 5/2/26.
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An interview was conducted with the Administrator
on 4/23/26 at 12:55 PM. The Administrator stated
nobody had mentioned to her that Resident #8’s
toenails were long and that if she had been made
aware she would have ensured Resident #8 was
seen during the 4/20/26 podiatry clinic at the
facility. She stated that Nurse #2 should have
reached out to the physician for a podiatry consult
or put her on the podiatry list and obtained RP
consent for Resident #8 to be seen in house on
4/20/26. The Administrator indicated she expected
all residents to receive podiatry services when
needed.
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