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{E 000} Initial Comments {E 000}

An unannounced Emergency Preparedness
survey revisit 1o the slandard survey conducted
3112/18 through 3/19/18, was conducted 5/14/18
through 5/17/18. The facility was in compliances
with applicable 42 CFR Part 483.73 Raquirement
for | ong-Term Care Facililies. No complaints
were investigated during the survey.

{F 000} | INITIAL COMMENTS {F 000}
The statements macde on lhis plan of correclion
are not an admission (o and do not conslitule an
agreement with the alleged deficienciss herein. |
To remain in compliance wilh all state and
lederal regulations, the center has taken the

An unannounced Medicare/Medicaid revisit to the
standard survey conducted 3/12/18 through
3M19/18, was conducted 5/14/18 through 5/17/18.

Carrections are required for compliance with the lactions sel forth in the following plan of
following 42 CFR Part 483 Federal Long Term comection. The following plan of correction
Care requirements. Uncorrecled deliciencies are conslilutes Lhe centers allegations of

identified within the body of this report. Corrected compliance. All alleged deficiencies have been
deficiencies are identified on lhe CMS 2567-B. or will be corrected by th= date indicated

No complaints were investigated during the

survey.

The census in this 120 certified bed facility was REC E iVE B

102 &t the time of the survey. The survoy sampla

MAY 9 nNig
consisted of 20 current record reviews (Residenis MAY L 9 ?f..’ 10
#101-104, 106, 107, 109, 110, 112-119, and e
121-124) and 4 closed resident reviews V?ﬁ Uﬁ[D L ;
(Residents #105, 108, 111 and 120). 1. Administrator met with Resident #1124z 01_15

{F 609} | Reporting of Alleged Violations F GO9}

to review any care concerns or
55=0 | CFR(s): 483.12(c)(1)(4)

concerns the resident may have The |
administrater providod support and ‘
assured the resident was able 1o voice
salisfaclion and comlart with her

current carg plan and needs.

§483.12(c) In response 1o allegations of abuse,
neglect, exploitation, or mistreatment, the facilily
must:

§483 12(c)(1) Ensure that all alleged violations
involving abuse, neglect, exploitalion or
rnislreatiment, including injunes of unknown
source and misappropriation of resident progerty,

._f'q/’q\\_ | Il

-Staff member's # 2, #1 has had
appropricte follow up action of: re-
education coaching, counseling or
appropriste performance aclion steps

LABO DIRECTORE ORIfRO DERSOFPLIEREEPRESE NTATIVE 'S BIGNATURT TITLE . {X6) Ul
- - < = N {
Anydeficiency SATETERT ending will agatterna () dghoh slicicncy which he inshlulicn may be excused from correcting providing it is derermined thal f i

1ur safsgudrds provide sufficiant protection lo thedfatenty (e nstiuclions ) Lxcepl (ar nursing homes. he lindings slated abovo gre dischosabls 00 days
ollowing INe date of suivey whiclher or nol a plan of correciibefis provided. For nuraing homas, the ahove findings and plans of caraclion ae discioaatie 14

days following the dale these dacumenis are made avalable (o NG foally. I dulcioncics aic ciled. an approves plan of correchion 1s requisite to continued
program pmlicration,
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2. Those residents who regide in the 06-01-18
{F 608} | Continued From page 1 {F 600} facility could potentizlly be at risk of this

are reported immediately, but not later than 2
hours aiter the allegalion is made, if the events
that cause the allegation involve abusa or rosutt in
serious bodily injury, or not later than 24 hours if
the evenis that cause the allegation do not involve
abuse and do not resull in serious bodily injury, 1o
the administrator of tho facility and to othar

_officials (including 1o the State Survey Agency and

adult proteclive services wherg siate law provides
far jurisdiction in long-term care facililies) in
accordance with State law through established
proceduraes,

§483 12(c)(4) Reporl the results of all
investigations 1o the administrator or his or her
designaled representative and Lo other officials in
accordsnce with State law, including to the Stato
Survey Agency. within 5 working days ol the
incident, and if the alleged violation is verified
appropriale correclive aclion must be laken.
This REQUIREMENT is nat mot as ovidoneod
ny:

Based on review of the facility's plan of
correction, observations. resident and slall
interviews, and review of the facility's
documentation, the facility siaff failed lo
immediately report to the Administrator or
designea, as well as to the State survey and
cerlfication agency, an allegation of abuse, and
that it was reported not |ater than Z hours after
the allegation was made for 1 of 24 residents
(Resident #112) in the survey sample.

Resident #112 shared an alleged incident of
verbal abuse to a member of the nursing staff on
421/18. Tha nursing staff failed lo immediately
share the delails of the incident with the
Administrator or designee. The resident made
the Adminislrator aware of the incident on 5/6/18,

prachice.

4. The following practices have been
initiated:;

a) Re-education has been provided to
staff members and managers on
renorting timeframes and
guidélined pét regulation”

b) A new staff questionnaire was
developed and will be conducted
with slafl members on reporing
guidelines and understanding of
these guidelines monthly,

Cr
~%

A revision to the training schedule
has been compiatad to includs;
Abuse educalion on hire, and
quarterly going forward.

4. The Department managers will
complete the monthly staff
questionnaires and provide (he findings
o Ihe Administrator. The Adminislrator
will reporl summary findings monthly to
QAP for 6 months.

5. Date of Completion 6/1/18
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and tha Director of Nursing (DON) reported the
allegaiian of abuse to the State survey and
cartification agency on 5/7/18 which was alsa not
in compliance with the 2 hour reporting timeframe
for allegations of abuse.

The findings include:

Resident #112 was admitled to the nursing facility
on 8/29/17 and readmitted on 11/28/17 with
diagnoses that included stroke with left sided
hemiplegia (weakness).

The mast recent Minimum Data Set assessment
was a quararly datod 5/6/18 and caded Residont
#112 on the Brief Interview for Mental Status
(BIMS) with a score of 15 out of a possible score
of 15 which indicated Lhe resident was inlact wilh
the skills necessary for daily decision making.
She had no problems understanding the staff and
was understood by them. The resident was
assessed lo require exlensive assistance from
one staff for transfers and personal hygicne . Sha
required extensive assistance from lwo stalf for
positioning in bed, and was totally dopendent with
the assistance of one stall for balhing.

The care plan that was operational at the time of
the alleged abuse incident was dated as revised

. on 11/30/17 to identify impaired aclivities of daily

living (ADL). The goal set by the staff for the
resident indicated sheé maintain maximum level of

. functioning in ADL care, Same of the approaches

the staff would implement to accomplish thiz goal
included assisting the resident to complete ADL
tasks that she is unable to complete
independentlly. as well as exlensive assistance in
turning and repositioning.
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The initial Facilily Reported Incident (FRI)
indicated thal on 5/6/18, Resident #112 told the
Administrator of an incident that occurred on
4/21/18 when she asked Certified Nursing
Assistant (CNA) #1 for assistance and the CNA
salid she needed to try harder to help hersalf and
that she was "dane with her." It was documenled
in the FRI thal the resident furher stated to the
DON, based on he way she was trealed, it made
her afraid of CNA #1. The FRI indicaled Rasident
#112 had also brought this incident to the
allention of enather CNA (#2) on 4/21/18, the day

| it allegedly occurred, The FRI indicated the

alleged incident type was sbusive to include
intimidation and retaliation, as well as refusal to
provide care. The allegation of abuse was
reported to the Stato survey anc cerlificalion
agency on 5/7/18.

The facility's Flan of Correctian (POC) indicated
that as of 4/25/18 reporting requirements would
be me! for all alleged violations involving abuse,
The POC referenced all staff was educated on
mandated reporting requiremenls and timeframes
lo report alleged abuse that included allegations
of abuse, neglect, or exploitation were 1o be
reported to the Administrator of the facility
irmmediately, but not later that 2 hours afier the
allegation s made, if the events of the allegation
involve abuse or result in serious bodily injury, or
not laler than 24 hours if the events that cause
the allegation do not involve abuse or result in
serious bodily injury. All allegations of abuse,
neglect, inurics of unknown sources and
misappropnation of resident property are repored
immediately to tha Administrator, the State
Survey agency, local abuse agency =nd 1o other
officials in accordance with slate law, by lhe
abuse coordinalor or designee. The CNA (#2)
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that was made aware of the complaints from the
residenl lhe day it oceurred was educated on
3/16/18 and had signed acknowlocdgemant of
mandated reporier status on the same date of the
inservice educalion, 3/16/18. The Administrator
and DON sighed individual acknowledgmenlts of
their mandzsted reporter status on 4/23/18.

On 5518 at 11:55 p.m., an nterview was
conducted with the Administrator and the Director
of nursing (DON). They both stated the allegatian
of abuse on 4/21/18 was considered verbal with
intimidation and retaliation, but thought once they
found out if the allegation of abuse on 5/6/18 did
nat involve physical bodily harm they did not have
to repart it untii 24 hours later. The Administrator
stated she was under the impression the
reporting time clock began when it was reported
10 them and did not consider CNA #2 who was
the first ane io know about ihe alleged abuse on
4/21/18, bul failed o report it to the charge nurse
and subsequently immediately to the
Administrator or designee, as well as reported to
the applicable State agencies, all within 2 hours
afler the allegalion was made. They stated Lhey
misinterpreted the regulation and requircment
that mandated all slaff was responsible to report
allegations involving sbuse to them immediately
within the 2 hours. The lacility's failure to
immediately report the incldent lo the
Administrator or designee placed the resident at
potential risk for further abuse, The CNA
implicated in the alleged incidenl remained on the
schedula to work until the DON took action to
suspend CNA#1 on 5/6/18 pending nvestigation,
which was 16 days after the allegation was mace
by the resident. The Administrator stated she
interviewed the resident and was lold by her CNA
W1 was mean, rude, refused to reposition her and

{F 600}
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stated "I am through with you,” The Administrator
also slaled lhe resident requested CNA #1 nol be
assigned to her in the fulure because she fearad

the CNA.

On 5/15/18 al 1:58 p.m., an interview was
conductod with Certifiad Nursing Assistant (CNA)
#1 The CNA confimned she was assigned to
Resident #112 on 4/21/18 and was suspended on
5/6/18 pending an investigalion related 1o verbal
abuse. The CNA stated she was no longer
assigned to the residenl because she feared her.

On 61518 at 2:15 p.m., an interview was
conducted with GNA #2, According to CNA#Z,
she abserved Residenl #1112 sitling in her
wheelchair in the hallway crying on 4/21/18, 8he
stated she inquirad of the resident why she was
crying to which the resident siated her assigned
CNA spoke to her harshly and staled she had to
do for herself and if she dion't she was "through
with her." The CNA further stated (he resident
said she was fearful of the assigned CNA. CNA
#2 said she told the resident to tell soimeone
about the incident because no one was in tho
building io report to since it was Llhe weekend, bul
in looking back she said she should have
informod the unit charge nurse, The CNA stated
she had abuse Lraining to include mandated
reporter responsibilities and re-signed the
mandated réportEr form, since it was an issue on
the last survey, She said, at the time, she did not
make lhe connection and stated she would report
any fulure allegations to the charge nurse or RN
unit manager. CNA #2 slated the DON
interviewed hor on 5/7/18 about what she
observed and what the rasident shared with her
about the incident on 4/21/18.
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On 5/15/18 at 2:35 p.m., an intarview was
conducted with the Chesapeake RN (#2) unil
manzger where Resident #112 resided. She
stated it was her expectation [hat all allegations of
abuse be reported {o either her or the charge
nurse, and it did not malter If it was the weekend
or not. She stated allegations of abuse are to
reporled immedialely lo charge nurse and to her
30 that she can report it to the DON no !ater than
2 hours alter Llhe allegation of ahuse so it can be
properly investigated and the rasident protecled.
According to RN #2 extensive {raining took place
with all staff about reporting allegations of abuse .

Qn 5/15/18 at 2:50 p.m., an interview was
conducted withy the Nansemond unit RN #3. She
stated all allegations of abuse should be reporled
lo her immeadiately within 2 hours so ghe could
report il to the either the DON or the Administralor
and she thought all staff understood the reporting
requirements especially since the recent training
over the last two months. Shao stated all nursing
staff re-signed and daled the mandated reporter
form.

Further random CNA interviews were conducted
regarding reporting requirements for abuse:

On 5/15/18 at 3:00 p.m., CNA #4 from the
Nansemond unit stated she had recent ahuse
training thal indicated all allegations of abuse
were to be repored to the charge nurse, "right
away."

On 5/15/18 at 3:10 p.m., CNA #3 from the
| Chesapeake unit said she too had recent abuse
| training and would report any complainis to the
charge nurse and lat the charge nurse proceed
wilh any further actions.
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On 5/16/18 at 10:00 a.m., Resident #112 was
interviewed regarding (he alleged verbal sbuse
incidenl that was recorded to have occurred ¢on
4/21/18. Roesident #112 slaled CNA #1 refusad to
reposition her lefl leg, which was impaired as a
result of her stroke, as well as refusal lo place the
sling on her left arm, repeatndly tolling herin a
nasty way with each requesl lo "do it yourself.”
According lo the resident, Residant #112 stated
GNA #1 told her to pull herself up in bed or wait
for night shilt, and stated, "l am through wilh you."
After this interview, the resident began lo ¢ry and
said she was fearful of the CNA and hoped {hat
she never took care of her again. The residsnt's
loft arm was observed to be immabile and sho
wore a glove on her loft hand to minimize
swelling, as well as a sling to keep the arm in a
90 degree angle. The resident also wore a brace
on the left log and demonslraled she could bend
her knee and lift her leg, but coutd not

" independaontly chanae positions willioul help from

the nursing slall.

A pre-exit interviow was conducted with the
Acministrator, DON and corporate RN on 5/17/18
at approximately 11:53 a.m, No further
information was provided prior to exit.

The fadcilily’s policy revised on 12/2017 titled
"Abuse Prohibition” indicated allegations of
abuse, neglect, or explotalion are 1o be reporied
Lo the Administrator of the facility immediately, but
not latar that 2 holrs afler the allegation iz made,
il the events of the allegation involve abuse or
result in sevious Lodily injury, or not later than 24
hours if the events that csuse the allegation do
not involve abuse or resull in serious bodily injury.
All allegztions of abuse, neglect, injuries of
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unknown sources and misapproprialion of

rogidant preperty are reported immediately to the

Administralor, the State survey agency, local

abuse agency and to other officials in accordance

with Slate law, by the abuse coordinator of

designee.
{r 687} | ~oot Caro o {FB87)| 1 Residents# 101,102,123 117 have  06/01/18

s5=n| CFR(s): 483.25(b)(2)(i)(i)

5483 .25(b)(2) Foot care,

To ensure that residents receive proper treatment
and care to mamtain mobilily and good fool
nealth, the facilily must:

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

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

This REQUIREMENT is not mot as evidencea

.by

Based on observation, rosident interviews, staff
interviews, clinical record review, and review of
the facility's palicy the facilily staff failed tc ensure
necessary specialized services and care was
provided far 4 of 25 residents (Resident #1041,
102, 123 and 117}, in the survey sample.

1. The facility stafl failed o ensure Resident #1071
received podiatry care for long painful and broken
toe nails.

2. The facility staff failed to ensure Resident#102
received podialry care for painful, jagged and
long toe nails.

their podiatry/nail care noeds.

could potentiaily be at risk for tnis
practice,

3. The following systcms and practices
have been pul in place:

needs have been identified with
follow up needs addressed.

care needs and podiatry carg

services and unit managers.

c) A system revision has been

needs on an ongoing basis.

be reviewed monthly at nursing
slaff meetings for the next 3
months.

received appropriate follow up care for

2. Thoso residents residing in the facility

a) Current residents were reviewed
and those residents with nail care

b) Re-education has occurred on nail

needs (o nursing staff, Mds staff,
wound nurse, achivity slaff, social

idantifiod weekly to review nail carg

d)  Nail care needs and process will

g) Outside podialry services will be
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utilized until an infernal podiatrist is
establizshed.

4. The Unit managers will audit weakly for
any residents with nail care needs. The
unit managers will provide a list to the
DON with follow up appointments as
nzeded to podialry. The DON will

" present this isl and olfcome of this ~ |~
audit Lo QAPI menthly for & months.

5. Dale of compliance 6/1/18
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3 The facility staff failed to ensure Resident#123
received podiatry care for fungus infested,
yellowish, long, and curved toe nails which
resemble a ram's horn toe.

4, The facility staff failed o ensuro Resident#117
received podialry care for overgrown and thick
toc nails.

The findings included;

1. Resident #1701 was originally admilted o the
facility 8/5/13 and readmitted to the facility after
an acule care hospital visil 3/16/18. The current
diagnoses include diabetes and a siroke with
right hemiparesis with use of anticoagulant
therapy

The quarterly Minimum Data Set (MDS)
assessment with an assessmont reference date
(ARD) of 2/26/18 coded the resident as
completing the Brief Inlerviow for Mental Status
(BIMS) and scoring 11 out of a possible 15, This
indicatod Rosident #101's cognitive abilities for
daily decision making were moderately impaired.
In section "(3" (Physical functioning) the resident
was coded as requiring tolal care of 2 people wilh
transfers, personal hygiene and bathing, totzl
care of 1 person with toileling and locomotion,
and axtensive assistance of 2 people with bed
mobility and dressing.

On lhe physician's order summary was an order
dated 4/24/18 which read; Consult podiatry as

| needed lor routine evaluation and lreatment.

Clinical record documentation identified diabetes
mellitus as the rationate for podiatry services for
loenail care instead of the direct care slalf
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providing the service.

The active care plan had a problem which read; |
have o diagnosis of diabctes mellitus. The goals
read, "l will be free from signs/symptoms of
hyperglycemia through tha review date 6/10/18.
Another goal read; | will have no complications

related to diabetes through the review date

6/10/18 and the final goal read: | will be liee from
sighs/symptoms of hypoglycemia through the
review date 6/10/18. One of lhe interventions
read; Refer to the podiatrist/foot carg nurse to
moniterfdocument foct care needs and to cul long
nails".

Resident #101 was observed scated at bedside
on 5/15/2018 at approximately 3:45 p.m.
Licensed Practical Nurse (1.PN) #2 and Cerlified
Nursa Assistant (CNA) #3 accompanied he
surveyer into the resident's room to obsorve her
feet. Bath feet were with plus 2 swelling, dry skin

" as well as long, hard and broken toenails, some

protruding far beyond the toes. On Lhe left great
toe a dark area was observed ‘o the tip on the
toe. LPN #2 sizted she would have the wound
care nurse assess lhe discoloralion to the left
great toe determine if intervantions were
warrantec.

Aninterview was conducted with Resident #101
direclly after cbservation of her feet, The resident
stated there was no foot pain related to the

| swelling in her legs and foet but, she had

experienced pain related Lo lhe long loenails
when her socks and shaos were applied.
Resident #1071 furlher slaled it had been at least
5.6 months since the podiatrist had assessed her
feel and cut her toenails. Resident #101 slaled ")
need him to cut my toenails”,
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An interview wag conducled with the Director of
Nursing (DON) an 6/16/18 at approximately 12
p.m. The DON stated the Unit Manager
(UM-Registered Nurse #3)) was not available
therefore; she would gather all needed
information regarding Rosident #101 lang and
painful toenails. The DON slaled the resident's
long loe nails needs should have been identified
during routine care or showers by ihe direct care
staff. The DON alzo staled another opportunily
for toe nail observalion is during weekly skin
assessments by the licensed nursing staff .

Skin assessment were conducled on Resident
101's body on 4/25/18, 5/3/18, 5/10/18 and
5/16/18, yet thers was na docurnentation,
identifying the resident with long painful and
broken toenails.

An appointment for Resident #101, to receive
podiatry services was scheduled for 8/5/18 at
2:30 p.m., on 5/17/18

The above findings were shared with the
Administralor, Directer of Nursing, Pharmacy
representative and several corporate siaff
members on 5/17/16 at approximately 11:53 a.n.
No additional informalion was provided and they
stated thay had no further questions conceming
this information.

2. Resident #102 was originally admitted to the
facility 1/11/18 and has never been discharged
The current diagnoses include peripheral
vascular disease, diabeles mellitus, neuropathy
and use of a bloed thinner secondary to Deep

|
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Ve Thrombosis.

The significant change Minimum Data Set (MDS)
assessment wilh an assessmenl reference date
(ARD) of 4/2/18 coded the resident as completing
the Bricf Interview for Menlal Stalus (BIMS) and
sconing 15 out of a possible 15. This indicated
Resident #102 cognilive abililies lor daily decision
" making were inlact.

In section "G" (Physical functioning) the resident
was coded as requiring extensivo assistance of 2
pcopia with bed mobility and (ransfers, extensive
assistance of 1 person with locomotion, dressing,
toileting, and personal hygiens and limiled
assistance wilh bathing.

On the Physician's orders summary was an order
dated 4/24/18, which read; Consull podiatry as
needed for rouline evaluation and treatment.

Resident #7102's active care plan included a
problem which read; | have a diagnosis of
diabetes mellilus. The goal read; | will have no
complications related to diabetes through the
review date 7/11/18. One of the interventions
dated 5/15/18, read; Consult podiatry as needed
for routine evaluation and treatment.

Clinical record documentalion identified diabetes
melliitus as the rationale for podiatry services for
toenail care instead of the direct care staff
providing the service.

Resident #102 was interviewed in her room
5/156/18 at approximately 2:60 p.m. She was
vbserved with a dressing to the right leg with
yallowish drainage on it. The resident's legs were
with plus 2 adema and she ware socks and

| shoes, Resident #102 was asked about her
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toenails and she stated they had not been cul
sinca sho had been admitted to the nursing
facility. The resident further staled her "toe nails
were so bad, painful, jagged and long she
begged a man to cut them". Resident #102 slated
the man didn't cut them therefore she picked at
them with her fingernails. The resident slated the
staff "doesn't wash your feetf, so wny do you Lhink
they will cut my toenails".

Directly afler inlerviewing Resident #102, the Unit
Manager (RN#3) came in fo observe the

. resident's feet, The observation revealed the

resident's bilateral great oe nails prolruded far
bayond the toes and all of tho toanails ware
broken, uneven and painful to touch.

The Unit Manager stated an appointiment with a
podiatrist was necessary for Resident #102
because of her vascular disease, diabales and
the resident required the use of 3 blood thinner.
She slated an appoinlimenl would be scheduled
as spon as possible. The Unit Manager was
asked how does she idenlify individuals requiring
toe nail services and how does she determine if it
can be performed by [he facilily stalf or podiatry 7
‘The Unit Manager sigied, some residents vaice
their need, others are identified during daily care
or showers and athers during skin assessments

0r reporls by family members.

An interview was conducted with the Director of
Nursing (DON) on 5/16/18 at approximately 12
p.m. The DON stated lhey had not delermined
which residents could have toe nail care by the
facility stafl and currently they had not lrained the
facility staff 1o szfely provide the service. The
DON lurther staled they were aclively seeking to

{F 647
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ablain a podialnst to render in-house services,
but at this time they were scheduling
appointments with a podiatrist officg in the
community.

Information regarding an appointment for
Resident #102, to receive podialry services was
nol provided to the survey team prior to the end
of the survey.

The above findings were sharcd with the
Administrator, Director of Nursing, Pharmacy
representative and several corporate staff
members on 5/17/18 at approximalely 11:53 a.n.
Ne additional informalion was provided and thoy
statad they had no further questions concerning
this information.

3. Resident #123 was originally admittad to the

~facilitly 5/1/17 and has never boen discharged

from the facility. The current diagnoses are
Parkinson's disease and muscle spasms.

The guarledy Minimum Data Set (MDS)
assessment with an assessment reference dale
(ARLD) of 3/17/18 coded the residenl as
completing the Brief Interview for Mantal Status
(BIMS) and scoring 16 oul of a possible 15. This
indicaled Resident #123's cognitive abilities for
daily decision making were intact.

In seclion "G" (Physical functioning) the resicent
was coded as requiring lotal care ol 1 wilh
bathing. exlensive assistance of 2 people with
ped mobility, and dressing. exlensive assistance
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of 1 person with parsonal hygiene and toileling
and limited assisiance with walking.

On the Physician's arders summary was an order
dated 4/24/18, which read; Consult podiatry as
needead for routine evaluation and irnatment.

Clinical record documentation identified no
rationale why Resident #123 roquiras podiatry
services for loe nail care inslead of having the
dirsct care staff providing the service.

The Director of Nursing slaled during an interview
5M16/18 at approximately 12:00 p.m., that the
resiclent's toenail were too hard and overgrown
for the nursing staff to manage.

Residenl #123's active care plan included a
problem which read; | amn at risk for pressure
areas related {0 decreased mobilily. The goal
read; | will not develop a pressure ulcer as
cvidenced by intact skin through 6/3/18., One of
the inlerventions dated 5/15/18, read; Carsult
podiatry as needed for routine evaluation and
treatmeant.

On 5/15/2018 at approximately 4:45 p.m., Unit
Manager #3 accompanied the surveyor into the
Resident #123 room o observe her feet. Both
feet were observed to have with a yellowish, long,
and curved e nails which resemble a ram's
harn,
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An interview was conducted wilh Resident #123
as her toenails were observed. The resident
stated she had a history of fungl lo her loenails
and al one time a physician in another stato
providad a laser treatment which resolved the
fungus unlil currenily. Resident #123 further
stated she maintained her toe nails when residing
in the community by having manthly podicures at

. aspa. She also stated mainlenance of her

toenails had not occurred since admission to the
nursing facility and her daughter didn't know of a
podiatrist lo take her lo therefore; her daughter
was supposed to ask the resident's reommate the
name of her podiatrist.

The Unit Manager stated Lo the resident she
would contact her daughter and give her tho
name of the roommate's podiatrist and assisl with
making the appointment if needed.

The appointment for Resident #123, lo receive
podiatry services had not been scheduled prior to
the end of the survey.

On 8117/18 at approximately 11:53 a.m.; the
above findings wore shared with ihe
Administrator, Direclor of Nursing and Comorate
consultant during the pre-oxit brighing, No
additional informalion or any concems were
voiced by Lhe facility staff.

Mayo Clinic recommends if an individual is
dizbetic to check the feet daily for signs of
ingrown toenails. To help prevent an ingrown
toenail; trim your toenails siraight across,,,
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(http/fwww. mayoclinic.org/diseases-conditions/in
grown-toenails/basics/pravention/con-20019655)

Mayo Clinic also stated to prevent thick toenails
1o wash your hands and feet regularly and keep
your nails short and dry and relatively minor injury
le your feet - including a nail fungal infection - can
lead to a more serous complication.

(htlo:/Awww. mayoclinic.org/diseases-conditions/ina
il-fungus/basicsfcomplications/con-20018319).

4. Resident #117 was admitted lo the {saility on
1/1718, diagnoses included but were not imited
to acute kidney failure, ESRD {end slags renal
diseasa), muscle weakness, malignant neoplasm
of the prostate, hyperlension, benign proslate
hypertrophy (enlargement of the prostate gland),
GERD (gastroesophageal reflux disease), and
angmia.

‘, A care plan was prepared for resident #117 on
1/18/18 and revised on 1/30/18 Focus | have

impaired activities of daily living related to mobility
doficite, ESRD, and generalized
weaknass/debility. Goal: | will attain maximum
lovel of functioning in my ADL care needs by the
review date. Interventions: Assist resident with
washing their hair/shcwering as much of each
ADL task as lhey are able to do. Do not rush
resident, Encourage resident to chooge thair own
clathing daily. Provide privacy during ADL care.
Provida supplies for bathing/hygiene/oral care
needs,

Resident #117's quarterly MDS (Minimum Data
Set 3.0) was completed on 4/12/18. ' he
azsessmenl coded resident #117 with a BIMS
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(Brief Inlerview for Mental Status) score of 14,
indicating cognitively ntact. Resident # 117's ADL
(Activities of Daily Living) stalus was coded as
exlensive assistance needed for
self-performance and siaff assistance of two stalf
members for bad mobility; and supervision for
self-performance with 1 staff member assistance
with transfers, drossing, toilet use, and personal
hygiene. He needed supervision and sel up
assistance for gating.

On 5/14/18 al 1:30 PM Resident #117 was
intervizwod upon inifial touring of the facility.
During the interview Resident #117's toenails
were observed to ba very long, ihick, and jagged.
9 of 10 toenails were approximately % to % of an
inch past the end of his toes.

On 5/16/18 at :40 AM observalion of resident
#1717 noted resling in bed with the sheet covering
his toes. Surveyor askad to look at his feet and
he said "they are bad." When Resident #117 was
asked if he wanted to have his tognails timmed
he replicd "yes, | asked a fellow here a month
ago. He lold me that they [the facility) doesn't
have a podiatrist but as soon as they get one they
will put me on the list." Resident #117 did not
know the nama of the staff member but did offer

a description and stated he worked on the" dinner
time shifl.” When asked if any staff member had
offered to trm his toenails, or send him to an
outside podiatrist he said "no, bul | guess | could
do that since | go to dizlysis 3 times a wook,”
Resident #117 stated his toes "hurl" whan he iries
lo walk Lo the bathroom.

- On 5/16/18 ut 9:50 AM an intervicw with Licensed

Fractical Nurse (LPN) #1 was conducted where
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she slated Resident #117 is alert and orienled,
and pleasant, When askad if he refuses carg sho
stated "nol resistive at all to care”. LPN#1 was
asked to examine Resident #117's toenails. She
stated "lhey are long and he has a consult wilh
podiatry. Check with the unit secretary.” When
LPN #1 was asked if staff can trim toenails she
stated "yes, as long as they are not diabetic”.
Asked if a stall memaer would have been allowed
lo trim resident #117's loenails, she stated "yes,
he's not diabetic."

On 5/16/18 at 9:58 AM an interview with
Registered Nurse (RN) #1 was conducted and
she was asked if Resident #117 had an
appointment to see a padiatrisl. She looked in
tha appointmant book and found none schedulad
for him. She introduced unit secrelary #1 who

| mace residont appaintmants. Unit socretary # 1

was asked o discuss the process for getling
podiatry scrvices for the resident. Unit scoretary
#1 stated she "got an email from the unit
manager to set up appointmants with their
podiatrist. There were 4 names on tha list.”
Review of the list provided revealed that Resident
#117's name was not on the list

5/16/18 at 10:15 AM an interview was held with
the DON (Director of Nursing) and corporate
Quality Assurance nurse. The DON walked 1o
resident #117 room lto examine his {cenails. DON
slaied "they are long, we will set up an
appointment for him. The audit list is done, he
should have 2n appointment pending". When
asked whal lha process is (o identify and obtain
podiatry services for the residents was she
responded “the unit manager does a weekly audit
of the skin sheets and gives it to mc” When
asked if all he residents are reviewad weekly she
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said "the unit manager reviews the skin shoets,
done weekly to identify residents who need
padiatry care”. The DON was informed that
resident #117 is not on the Iisl, and has ho
appointimenit pending. DON stated "it he doosn't
have an appointment we pay for the
transportation and lhe podistry care if he can't
pay".

On 5/16/13 at 11:52 2 review of lhe audits
compleled for the plan of correction found a
single audit shcet for Resident # 1175 unit lilled
"May 2018" which noted 6 resident names listod,
The audit showod 5 resident names have
"pending” and one had an appointment on May
11, 2018. An additional list for Resident #117's
unit was provided wilh 20 resident names.
Resident #117 was not on either lisl provided.

On 516118 at 11;:55 AM an interview wilh the
DON was conducted to review the plan of
correction audits performetd for compliance with
deficiencies on the previous survey. She stated
resident #117 "should be on the podiatry list,

Staff can do some toenails, non-diabetic,
non-vascular disease, and nan-painful nails. We
nocod a way to identify residents on admission.”
"Skin assessment sheels da not address nail

carg and we may need to ask lhe computer
people how 1o add to the form (skin assessment )
form) on the computer”, '

On 5/16/18 al 1:50 PM a review of clinical record
was conducted and noted Resident #117 had a
physician's order for Podiatry consult as needed
[or routine evaluation and freatment written
4/24/18.

A review of Resident #117's Skin Check
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Evaluation (skin sheels) on 5/16/18 al 2:10 PM
noted he was assessed by licensed nursing staff
weekly and the skin checks noled:

4/25/18 at 3:15 AM No opan arcas or arcas of
impaired skin integrily noted

5/6/18 at 1:37 AM No cpen arcag or arcas of
impaired skin inlegrily noted

5/8M8 at 7:07 AM No new arcas of impaired skin
integrily noled, bul has areas currently being
treated per physician's orders.

On 5M16/18 at 2:45 PM an intervicw with LPN #1
whe was assigned o Residenl #117 was asked if
she could have trimmead #117's toenails. She
stated she "would have to check to sea” if she
could cut his nails. He has been referred to &
podiatrsl *hecause he has a consult. A podiafrist
should cut them." When asked if she had
received treining on how to cut toenails she
stated "no”.

On 5/16/18 at 2:50 PM an interview with Certified

Nursing Assistant (CNA) #6 who was caring for
resident #117 was asked about providing ADL

care and the long condilion of his toenails and
she responded "lhey are really long." Asked if
she can trim nails she stated "the nurscs cut
toenails."

On 5/16/18 at 3:06 PM an interview conducted
with LPN #1 revealed she had just attempted lo
clip resident #117's tae nails. When asked what
prompted her lo cut his {cenails afler she had
been askod about her ability to trim his nails she
responded she thought she "should try lo cul his
nails if | could". She "went in with another nurse
and clipped some of his nails, bul some are oo
Lhick."
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5/16/18 al 4:00 PM Review of the facility policy
litlod "Nail Carc” SNI -035, dated 12/2017 noted
N parl the lollowing:

Purpose:

1, Review the resident's care plan to assess for
any special needs of the resident.

2, Refer diahetic residents or residents with
circulalory impairment, curved, mycotic (fungal
infection) or other nail abnormalities o podiatrist
PRN (as reeded). Notify altending ML to obtain
order for padiatry consuft,

General Guidelines:

1. Nail care includes daily cleaning and regular
trimming

5. Stop and report to the nurse if there is
evidenca of ingrown nails, infections, pain, or if
nails are too hard or thick to cut with ease

The policy containg 24 sleps in the procedure for
providing nail care including:

12. Da not trim nails below the skin line or cut the
skin.

13. Trim toenails siraight across.

14. Smooth the nails with a nail filc or emery
board. Apply lolion as permitted,

On 5/17/18 al approximately 11:53 AM Pre-Exit
review with Administrator, DON, corporate quality
assWence nurse, corporate human resource
lepresenlalive, and corporale risk manager was
hold and they were infarmed of lhe failure to
provide toensil care for resident #117. No

additional information was provided by the facility.
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