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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38087

Based on observation, interview and record review, the facility failed to provide care and services in 
accordance with professional standards of practice for one of three residents (Resident 1) when the facility 
failed to follow up Resident 1's physician orders for Psychiatrist and Dermatology consultations, and failure 
to provide nail care for Resident 1's long fingernails.

These failures had the potential to negatively affect the residents' health, safety and well-being.

Findings:

Review of Resident 1's clinical record indicated she was admitted to the facility on [DATE] with diagnoses 
including major depressive disorder, schizophrenia (mental illness that impacts a person's thoughts, feelings, 
and behaviors), adult failure to thrive (a decline in an adult's overall health and well-being), and need for 
assistance with personal care.

Review of Resident 1's minimum data set (MDS, an assessment tool), dated 2/13/25, indicated she needed 
partial/moderate assistance for personal hygiene and substantial/maximal assistance for bathing and 
toileting.

During an observation on 3/14/25 at 12:10 p.m., Resident 1 was lying in bed with both hands by her side. 
Resident 1 was observed with long fingernails on 5 digits of her left hand and 3 digits on her right hand. 
There was overgrowth of skin on the thumb and index fingers of both hands and the skin surrounding all the 
nails appeared dry.

During an observation and concurrent interview with the assistant director of nursing (ADON) on 3/14/25 at 
12:20 p.m., she confirmed Resident 1's fingernails were long. The ADON stated Resident 1's fingernails 
needed to be trimmed.

A review of Resident 1's Order Summary Report, an order dated 3/26/24, indicated Consult - Psychiatrist 
Eval and Treatment with follow-up as indicated. A second physician order, dated 10/22/24, indicated Psych 
consult to be done 10/23/24. A third physician order, dated 10/22/24, indicated Dermatology consult to be 
done 10/23/24.
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During a concurrent interview and record review of Resident 1's physician orders on 4/16/25 at 1:55 p.m. 
with LVN A, she stated she recalled the physician ordering a psychiatric consult on 10/23/24. LVN A stated 
Resident 1 had been refusing some medications and refusing to eat at times. LVN A stated she 
communicated the physician order for the psychiatric consult to the social service department. LVN A stated 
she was unaware if the psychiatrist consultation was done.

During a concurrent interview and record review of Resident 1's physician orders on 4/17/25 at 2:30 p.m. 
with the social service assistant (SSA), she confirmed Resident 1 had physician orders for psychiatrist and 
dermatology consults on the above-mentioned dates. The SSA stated she could find no evidence that the 
physician orders for the 3 consults had been carried out. The SSA further stated there was no documentation 
in Resident 1's clinical record to indicate that Resident 1 had been seen by a dermatologist or a psychiatrist.

During a concurrent interview and record review of Resident 1's physician orders on 4/17/25 at 3:45 p.m. 
with the director of nursing (DON) she confirmed resident 1 had physician orders for dermatology and 
psychiatrist consultations. The DON stated the physician orders should have been followed and 
arrangements should have been made for Resident 1 to been seen by a dermatologist and psychiatrist as 
ordered by the physician.

During a review of the facility's 2001 procedure titled Care of Fingernails/Toenails indicated, Proper nail care 
can aid in the prevention of skin problems around the nail bed. Trimmed and smooth nails prevent the 
resident from accidentally scratching and injuring his or her skin.

22055798

06/26/2025


