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F 0687 Provide appropriate foot care.

Level of Harm - Minimal harm (continued on next page)
or potential for actual harm

Residents Affected - Few
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F 0687 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, record review, Responsible Party (RP), resident, and staff interviews, the facility failed to

Level of Harm - Minimal harm or arrange or coordinate podiatry care for 1 of 1 dependent resident reviewed for foot care (Resident #17).The

potential for actual harm findings included:Resident #17 was admitted to the facility on [DATE] with diagnoses which included muscle
weakness, stroke, diabetes, and lack of coordination. Review of Resident #17's admission Minimum Data

Residents Affected - Few Set (MDS) dated [DATE] revealed the resident was severely cognitively impaired and was dependent on

staff for assistance with personal hygiene.Review of Resident #17's care plan, revised 10/08/25, revealed
the resident had potential for complications related to diabetes. Interventions included inspecting foot for
bunions, calluses, cracking, encouraging proper foot care, referring to podiatrist for foot care, and trimming of
nails.Review of Resident #17 physician order dated 09/22/25 revealed the resident may use podiatrist
services.Review of a progress note dated 10/15/25 documented by the facility Social Worker (SW) revealed
Resident #17's Responsible Party (RP) had called the facility with concerns and questions regarding podiatry
care. The note further revealed Resident #17 would be added to the next podiatry list for the next visit. The
note indicated the Director of Nursing (DON) was notified of concerns.An interview conducted with Resident
#17's RP on 11/17/25 at 1:05 PM revealed the RP had requested multiple times since admission that
Resident #17 needed to have her toenails trimmed. The RP could not recall who she had spoken to. The RP
further revealed the facility had yet to trim Resident #17's toenails since admission and if they could not trim
them then she would like Resident #1 to be seen by a podiatrist at an appointment outside of the facility.
Review of the facility podiatry list indicated Resident #17 was not on the list to be seen by podiatry during the
next scheduled podiatry visit to the facility on [DATE]. An observation with Resident #17 on 11/20/25 at 8:50
AM revealed the free edge of the resident's great toe toenails, on both feet, to be extending beyond the end
of her toes, and the nails were thick.An interview and observation were conducted with Nurse Aide #1 on
11/20/25 at 9:00 AM. NA #1 confirmed Resident #17's toenails were long, thick, and needed to be trimmed.
NA #1 further revealed she was unable to trim Resident #17's toenails due to the resided being a diabetic.
NA #1 stated she had recently notified Nurse #1 that Resident #17's toenails needed to be trimmed.An
interview and observation were conducted with Nurse #1, who routinely worked with Resident #17 on
11/20/2 at 9:10 AM. Nurse #1 revealed she did not recall staff, notifying her the resident's toenails needed to
be trimmed. Nurse #1 confirmed Resident #17's toenails were long and thick and needed to be trimmed.
Nurse #1 indicated she would have Resident #17 added to the list for the next podiatry visit in December
because the resident's toenails were thick and needed to be buffed by a podiatrist.An interview conducted
with the Facility Scheduler on 11/20/25 at 9:25 AM revealed she handled appointments for residents and
assisted with adding residents to in-house services as well. The Facility Scheduler further revealed that she
had not been made aware Resident #17 was in need to be seen by podiatry. The Facility Scheduler stated if
resident #17's toenails required immediate attention she would have made an appointment with an outside
podiatrist.An interview conducted with the Administrator on 11/20/25 at 4:00 PM revealed she was not aware
Resident #17's RP had concerns with Resident #17's toenails. It was further revealed she expected
residents' toenails to remain trimmed and if there were issues, podiatry would be consulted. The
Administrator indicated nursing staff should have communicated the residents' needs and the resident
should have been added to the podiatry list.
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F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.
Level of Harm - Minimal harm or

potential for actual harm Based on observations and staff interviews, the facility failed to ensure the food and beverage items stored in
the refrigerator/freezer in 1 of 1 nourishment room were dated and labeled and failed to dispose of expired
Residents Affected - Few cartons of single serve milk. These practices had the potential to affect food served to residents.The findings

included: On 11/19/25 at 2:45 p.m., accompanied by Dietary [NAME] #1, the nourishment room was
observed. The refrigerator contained 13 (8-ounce) cartons of whole milk with expiration dates of 11/17/25
and 11/18/25. The refrigerator also contained a small, clear, plastic container of peach cobbler and a
blueberry bagel wrapped in foil. These items were not dated or labeled with a resident's name or room
number. There were 2 commercially prepared entrees in the freezer section of the refrigerator that were not
dated or labeled with a resident's name and room number. Dietary Cook#1 stated the expired cartons of milk
should not have been in the refrigerator and the food items without a resident's name, room number and
date were not placed in the refrigeration unit by the dietary department. She indicated the nursing staff were
responsible for dating and labeling residents' personal food items before storing the items in the refrigerator
or freezer. During an interview on 11/20/25 at 9:33 a.m., the Dietary Manager (DM) revealed the dietary
department did not supply milk to the nourishment room. He stated the dietary department maintained a list
of food items which dietary staff placed in the nourishment room for residents between 1:00 p.m. and 2:00 p.
m., every day, including weekends. The DM further explained that if a resident requested extra milk, the
nursing staff and/or resident would notify the dietary staff who would supply the milk from the refrigeration
unit in the kitchen. He indicated dietary staff were on duty in the kitchen until 8:30 p.m., every night.
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