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Provide appropriate foot care.

Based on observation, interview, and record review, the facility failed to implement preventive
measures to protect residents' feet from injury, monitor the feet of high-risk residents, identify
changes in skin integrity, report changes in wounds, seek treatment from the physician, ensure foot
care treatments were completed consistently and according to physician orders, and arrange timely
appointments with a podiatrist or wound care specialist for 2 of 3 Residents (Resident 1 and 2)
reviewed for foot care. These failures placed residents at risk for impaired skin integrity, wound
infection, hospitalization, and diminished quality of life.Resident 1, who was at an increased risk of
skin impairment due to underlying diabetes, impaired circulation and sensation in their lower
extremities, experienced harm when the facility staff did not identify changes in, or take timely action
for, a diabetic foot ulcer (an open wound with skin loss, caused by trauma, poor circulation and/or
nerve damage) between the right toes that became infected, required hospitalization for treatment of
a systemic infection, and two separate surgeries for amputation of their right toes then amputation of
their partial right foot.Findings included.The facility policy for Wound Prevention and Treatment
revised on 02/03/2023 showed all residents were considered at risk for skin impairment, intensive
efforts would be directed at managing risk factors, preventative interventions and provision of
treatment for wounds including diabetic ulcers. The policy showed wounds would be monitored
weekly and documented for size, color, odor, healing progression, notification and other pertinent
information in the medical record.<Resident 1>Review of the 12/22/2025 quarterly Minimum Data Set
(MDS, an assessment tool) showed Resident 1 was admitted for rehabilitation following an
amputation below the knee of their left leg. The MDS showed Resident 1 had diagnoses of diabetes,
impaired circulation, and decreased sensation in their lower legs.Review of the 03/11/2026 closed
Care Plan (CP) showed Resident 1 had a left below the knee amputation with a surgical wound from a
prior bone infection in the ankle. The CP showed Resident 1 had diabetic neuropathy (decreased
sensation in the foot with decreased ability to feel pain). The 09/10/2025 diabetic CP interventions
directed nursing staff to ensure socks were clean and absorbent and not too tight daily, ensure the
use of non-skid footwear at all times to protect toes, nurses to inspect feet daily for open areas,
sores, pressure areas, blisters, edema or redness and report any of the above to the physician, and
refer to podiatrist/foot care provider to provide foot care needs and to cut toenails. The 10/01/2025
CP intervention for Activities of Daily Living (ADL) showed Resident 1 required staff assistance with
a shower twice a week and staff should check Resident 1's skin while providing ADL care
daily.Review of the February 2026 and March 2026 Treatment Administration Records (TAR) showed
nurses were directed to assess Resident 1's feet weekly (not daily as stated in the CP), cut the
toenails related to the diagnosis of diabetes, and notify the physician of skin issues noted. The TARs
showed nurses signed on 02/06/2026, 02/13/2026, 02/20/2026, 02/27/2026, 03/06/2026, that
Resident 1's right foot was assessed, and toenail care was provided.A 02/11/2026 Physician
(continued on next page)
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progress note showed Resident 1 self-reported a new blister between their toes, with no pain, no
sensation at baseline, with occasional drainage, and was unsure how long the blister had been there.
The note showed Resident 1 received physical therapy and used their left leg prosthesis (artificial
limb) for ambulation. The skin assessment noted by the physician described a soft blister on the side
of the second toe, the top of the blister shed off exposing a deeper layer of skin. The note showed the
physician's plan was to make a referral to podiatry for management of Resident 1's diabetic foot
disease.Review of a weekly skin assessment completed on 02/12/2026 showed no new skin issues
for Resident 1.Review of a weekly skin assessment completed on 02/19/2026 showed Resident 1 had
redness and tenderness of the right toes. A blister was not noted on the assessment.Review of a
weekly skin assessment completed on 02/23/2026 showed Resident 1 had no skin issues on the right
toes.A 02/24/2026 a Nurse Practitioner (NP) 30-day follow-up visit note showed a copied note from
the prior 02/11/2026 Physician note. The visit note showed there was an active order for podiatry for
a diabetic ulcer. The skin assessment noted by the NP showed a copied assessment from the
02/11/2026 Physician note, a new assessment on the diabetic ulcer was not noted.Review of the
weekly skin assessments completed on 02/26/2026 showed Resident 1 had a popped blister, dry
scabs on the right toes and there was treatment in place. Review of the February 2026 TAR showed
no treatment orders were provided to Resident 1's right toes. The TAR only showed monitoring the
toes for infection three times a day, signed as completed by the nurses on the day, evening, and night
shifts.A 03/05/2026 NP note showed Resident 1 saw the NP for a follow up visit regarding their
diabetic foot ulcer because Resident 1 told the nurses they wanted to talk to the NP about another
podiatry referral. The NP documented that Resident 1 felt they were getting weaker, and not able to
walk around due to not being able to put weight on the right foot with the diabetic ulcer. The note
showed Resident 1 asked for the dressing on the foot to be changed. The skin assessment by the NP
showed multiple necrotic (severe skin tissue death) diabetic ulcers on Resident 1's right toes. The NP
noted Resident 1 did not see the podiatrist and had an active order for podiatry for the diabetic ulcer,
and the NP would follow up with the facility's scheduling team.Review of the weekly skin assessment
completed on 03/05/2026 showed Resident 1 had dry eschar (a patch of dead tissue that covers a
wound or ulcer) and scabs on the right toes and there was a treatment in place.Review of the March
2026 TAR showed no treatment orders were provided to Resident 1's right toes. The TAR only showed
monitoring the toes for infection three times a day, signed as completed by the nurses on the day,
evening, and night shifts.Review of the February 2026 to March 2026 physician order summary
showed no treatment orders were implemented by the Physician or the NP. The only orders were for a
02/11/2026 podiatry referral and a 02/20/2026 order to monitor the popped blister to second toe each
shift, initiated nine days after the diabetic ulcer was identified.Review of the 02/11/2026 through
03/08/2026 progress notes for Resident 1 showed no progress notes written by a nurse. The review
of progress notes only showed the physician, the NP and Social Services (SS) notes entered.Review
of the 03/09/2026 5:01 PM nurse progress note showed the infection control nurse spoke to Resident
1 about a respiratory illness. Resident 1 reported they were weak, coughing, sleepier than usual, slept
the whole day, and had a loss of appetite. The note showed the nurse would report the worsening
signs and symptoms of respiratory illness.Review of the 03/10/2026 10:18 AM, nurse progress note
showed Resident 1 was lethargic, did not eat breakfast, voice was weak, had very low blood
pressure, a high pulse, and low oxygen saturation which required oxygen supplementation. The note
showed staff called 911, and Resident 1 was transferred to the Emergency Department (ED).Review
of the 03/10/2026 hospital transfer record showed Resident 1 had dry and flaky scabs on right
toes.Review of the 03/10/2026 2:22 PM hospital ED admission record showed Resident 1 was
(continued on next page)
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admitted for hypoxia (a medical condition where body tissues and organs do not receive adequate
oxygen to function), low blood pressure, and altered mental status. The record showed Resident 1 had
a worsening mental condition and a cough for the past four days. The report showed Resident 1's
right foot had two toes that had both wet and dry gangrene (dead skin due to loss of blood supply,
severe bacterial infection, or traumatic injury that is a life-threatening emergency requiring immediate
medical attention. Dry gangrene is caused by poor circulation from diabetes or artery disease, and wet
gangrene involves an active severe bacterial infection in the tissue that is swollen, blistered and filled
with pus which can spread rapidly).Review of a 03/13/2026 SS progress note showed a call was
made to Resident 1's Representative (RR) who stated Resident 1 required surgery for a foot infection
and their toes were amputated. The RR stated Resident 1's foot's condition was known by facility
staff the day before the ambulance was called. The SS note showed a facility investigation was
started.Review of the 03/13/2026 facility investigation showed a timeline of events: the blister was
identified on 02/11/2026 by the physician; on 02/12/2026 there was a discussion with the
interdisciplinary team to schedule Resident 1 to see the podiatrist; 02/20/2026 an order was entered
for the nurses to monitor the blister every shift; 02/23/2026 the weekly skin assessment did not
document ongoing concern to the right toes; on 02/24/2026 the NP documented the blister sloughed
(top layer opened); a 03/05/2026 skin assessment documented dry eschar and scabbing, indicating
worsening of the wound; on 03/10/2026 Resident 1 was sent to the hospital for abnormal vital signs,
lethargy and decline in status. The conclusion of the investigation showed the identification of gaps in
documentation accuracy, gaps in coordination of wound interventions, and gaps in staff follow-up.
The facility immediately implemented a plan of correction including education for nurse staff on
identified wound care issues, issued disciplinary action to identified staff, and terminated one staff
with a trend of documentation discrepancies.Review of the 03/13/2026 investigation packet showed
the facility reported neglect to the state agency hotline, 12 nurses required education on completing
skin evaluations on assigned days, new skin conditions required an incident report and care plan
update, new wounds should have a referral sent to the wound provider, all wounds should be
measured on every assessment, any wound changes must be reported to the provider and progress
note written with any new treatment orders. The investigation packet identified eight nurses who
received disciplinary action for signing for care and monitoring of a wound that was either not
assessed, not documented, not placed on alert charting, not notifying provider of wound worsening,
not initiating wound treatment orders and/or not providing treatment or monitoring of wounds when
signing the medical record as completed.In a phone interview on 07/01/2026 at 12:56 PM, the RR
stated they talked on the phone with Resident 1 often during the time they had the ulcer on their foot.
The RR stated Resident 1 was alert, oriented, and managed their healthcare without help from their
power-of-attorney. The RR stated Resident 1 said they frequently asked to see the physician and the
podiatrist, and for the nursing staff to look at and treat the ulcer on their right foot. The RR stated the
nurses did not change the bandage on Resident 1's foot when asked. The RR stated when they arrived
at the ED to see Resident 1, the RR could smell the infection in the cubicle before they even saw the
foot. The RR stated they saw the right foot and the big toe and surrounding tissues were black, blue,
green, and yellow and obviously infected. The RR stated the odor of the foot was so strong in the ED
they did not know how the nurses at the facility did not see or smell how bad the infection was on
Resident 1's foot. The RR stated Resident 1 required two separate surgeries, first to amputate the
toes, then to amputate part of Resident 1's foot. The RR stated Resident 1 was in the hospital for a
long time, then went to another nursing facility where they did not heal from surgery and ended up
dying on 04/24/2026.In an interview on 07/15/2026 at 11:37 AM, Staff CC (Regional Director of
(continued on next page)
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Operations) stated the facility's prior Administrator and the prior Director of Nursing (both no longer
employed at the facility) completed the investigation after Resident 1 was hospitalized and identified
that the facility staff did not arrange podiatry services for Resident 1 when the diabetic ulcer was
identified.In an interview on 07/16/2026 at 3:59 PM, Staff DD (Medical Records Coordinator) stated
the podiatrist visited the facility every couple of months and was at the facility on 02/18/2026 (seven
days after the blister was identified and the physician ordered a podiatry referral). Staff DD stated
Resident 1 was not on the podiatrist list for 02/18/2026 and did not see the podiatrist. Staff DD
reviewed Resident 1's electronic medical record and stated there were no podiatry visits or wound
care specialist documents in Resident 1's records. Staff DD stated if Resident 1 saw the podiatrist or
wound care specialist there would be documents in their medical record.In a phone interview on
07/16/2026 at 4:20 PM, Staff EE (Regional Director of Clinical Operations) stated they were involved
in the investigation of Resident 1's diabetic ulcer. Staff EE stated the biggest issue was the nurses
lack of assessment, lack of documentation, and lack of follow up on Resident 1's diabetic ulcer. Staff
EE stated the facility recognized during the investigation that the ulcer worsened and the nurse staff
did not recognize, report, or seek treatment as expected. <Resident 2>Review of the June 2026
facility incident report log showed on 06/23/2026 Resident 2 had a blister with an identified origin
related to their condition.Review of the 06/26/2026 incident investigation packet showed Resident 2
had diagnoses of diabetes, poor circulation and poor sensation to their lower legs and feet with
multiple other medical conditions. The investigation showed a two-centimeter round blister was found
on the side of Resident 2's right heel, notifications were made to the provider and the RR, and a
topical treatment was ordered and implemented. Interventions for care included directions to staff to
float Resident 2's heels to offload pressure.In an observation and interview on 07/01/2026 at 4:22
PM, Resident 2 was in their bed with the head of the bed slightly elevated, both feet had non-skid
socks on, both heels were resting on the mattress and there were no pillows under the resident's feet
or legs. Resident 2 had an extra wide bed and showed they could move their own feet in bed. Resident
2 stated they had pain in the right heel, and someone took a lidocaine patch off the heel that morning
and pulled the blister off their heel. Resident 2 stated the nurses had been applying a lidocaine patch
for about a week because the blister hurt, but the patch did not do a whole lot to make it better. Staff
FF (Assistant Director of Nursing) removed the sock on the right foot and stated the blister was open,
was the size of a nickel, the wound surface was wet and there was some slough (dead tissue that is
yellow, sticky, and stringy) in the middle of the wound. Staff FF stated the wound care provider
visited that morning and removed the lidocaine patch, and the blister cover came off. Staff FF stated
Resident 2's heels should be up on pillows to keep the pressure off the heels.In an interview and
record review on 07/01/2026 at 4:50 PM, Staff FF stated the blister was found on 06/23/2026. Staff
FF stated the wound care provider came weekly on Wednesdays and evaluated Resident 2's other
wounds on 06/24/2026. Staff FF looked at the wound care provider notes and stated the blister on
the right heel was not evaluated by the wound care provider on 06/24/2023. Staff FF stated the
wound care provider first evaluated the blister on 07/01/2026 and the lidocaine patch was removed
and opened the blister.In an interview on 07/01/2026 at 5:06 PM, Staff BB (Director of Nursing) stated
Resident 2 had a blister on their heel because they preferred to lay on their back when in bed and
there was friction on the heel that created the blister. Staff BB stated floating residents' heels while
in bed is a standard of practice for all residents and staff were expected to float Resident 2's heels.
Staff BB stated the blister was found on 06/23/2026 and should have been evaluated, but was not, by
the wound care provider on 06/24/2026. Staff BB reviewed Resident 2's electronic medical record
and stated the provider ordered a topical skin treatment when notified of the blister on 06/23/2026.
(continued on next page)
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Staff BB stated on 06/25/2026 another provider ordered a lidocaine patch for heel pain. Staff BB
stated a lidocaine patch would not be indicated for a heel blister.In an interview on 07/16/2026 at
5:10 PM, Staff BB stated documentation from the nurses or the prescriber regarding heel pain and
implementation of the lidocaine patch could not be found. Staff BB stated the lidocaine patch should
have been discontinued on 07/01/2026 and was not discontinued until 7/06/2026. Staff BB stated the
lidocaine patch was not indicated for a blister on Resident 2's heel and should not have been applied
over a blister. Staff BB stated a nurse did place it over the blister and was how the blister opened on
07/01/2026 when the wound care provider removed the patch and opened the blister.REFERENCE
WAC: 388-97-1060(1)(3)(j)(viii).
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Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical
punishment, and neglect by anybody.

Based on observation, interview, and record review, the facility failed to protect the resident's right to
be free from abuse for 3 of 3 residents (Residents 4, 5, & 6) reviewed for resident-to-resident
altercations. This failure placed the residents at risk of physical injury, fear, intimidation, mental
anguish, and emotional distress.Findings included.Review of the facility policy titled Abuse
Prevention and Reporting revised on 08/2025 showed residents have the right to be free from abuse.
The facility prohibited abuse of a resident by anyone including staff, residents, resident
representatives, family, and friends. The policy defined types of abuse as verbal, sexual, physical or
mental and was a willful infliction of injury, intimidation, or punishment with resulting physical harm,
pain, or mental anguish. The policy defined willful as the individual must have acted deliberately, with
the knowledge and understanding that their actions would result in injury or harm.Review of the May
2026 and June 2026 facility incident report logs showed Resident 3 had three separate incidents of
resident-to-resident altercations on 05/16/2026, 06/23/2026 and on 06/25/2026.Review of the
05/16/2026 facility investigation showed Resident 3 was in the dining room at dinnertime and was
throwing things at Resident 4 while sharing the same table. The staff escorted Resident 3 to the
hallway where they were able to self-propel in their wheelchair to their room. The investigation
showed a witness saw Resident 3 in the doorway of Resident 5, moving their hands up and down in a
motion to hit Resident 5; when the witness arrived at the doorway, they saw Resident 5 had fallen
backwards onto the floor. The investigation showed staff intervened, Resident 3 was removed from
the area, Resident 5 was assessed and not injured. The investigation concluded that Resident 3
deliberately caused Resident 5 to fall to the floor.Review of the 06/23/2026 facility investigation
showed Resident 3 was leaving the dining room in their wheelchair upset at another resident for
wearing Resident 3's pants. When Resident 3 exited the dining room, Resident 4 entered the dining
room, they tried to get past each other in the doorway when Resident 3 grabbed Resident 4's left
index finger and twisted it, then Resident 4 yelled at Resident 3. The staff intervened and the
residents were separated. When the nurse arrived, Resident 4 was crying and holding their left index
finger. The investigation showed witnesses saw both residents verbally arguing and had their fists
up. Resident 4 was evaluated by the physician onsite, after an x-ray, severe injury to the fingers was
ruled out. The investigation found Resident 3 was the aggressor but could not substantiate Resident 3
intended to hurt Resident 4 as they were upset about something else and often reached for objects to
help self-propel the wheelchair. The investigation showed Resident 3's actions caused Resident 4 to
cry related to inflicted pain to their finger.Review of the 06/25/2026 facility investigation showed
Resident 3 was banging on the dining table demanding food at 4:15 PM. The investigation showed
when Resident 6 told Resident 3 the staff were serving food, a verbal altercation occurred between
Resident 3 and Resident 6, then Resident 3 threw a cup at Resident 6. As staff intervened and moved
Resident 3 to another table, Resident 3 grabbed a second cup to throw at Resident 6 but accidentally
hit Resident 7. The investigation showed neither Resident 6 nor Resident 7 were injured. The facility
investigation included witness statements which determined Resident 3 was the aggressor who
intended to harm Resident 6 by throwing two cups at them. The facility investigation substantiated
abuse from Resident 3 to Resident 6 and implemented one-to-one staff supervision for Resident 3 to
ensure other residents' safety. In an interview, on 07/01/2026 at 2:08 pm, Staff BB (Director of
Nursing) stated Resident 3 was easily irritated, and one-to-one staff supervision was initiated to
ensure residents' safety. Staff BB stated Resident 3 had a private room and had ongoing evaluations
(continued on next page)
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by various medical practitioners to assist the facility in managing Resident 3's behaviors. Staff BB
stated Resident 3's representatives were aware of interventions and on-to-one staff supervision.In an
observation and interview, on 07/01/2026 at 2:40 PM, Resident 4 stated a few days ago someone
grabbed their finger and hurt it. Resident 4 stated the finger was ok, not broken, and could not provide
any further information. Resident 4 was observed to not be distressed by the incident.In an interview,
on 07/01/2026 at 2:47 PM, Resident 6 stated they had an argument with another resident in the dining
room a few days ago and the other resident threw a cup at them. Resident 6 stated they were not
harmed and the staff intervened. Resident 6 stated [Resident 3] now always had staff with them.On
07/01/2026 Resident 7 was not available for interview and Resident 4 was not able to be
interviewed.In an observation and interview, on 07/01/2026 at 2:31 PM, Resident 3 was in their room,
lying in bed looking at their cell phone. Resident 3 did not have a roommate and Staff GG (Certified
Nursing Assistant) provided one-to-one supervision. Resident 3 stated they were mad at their prior
roommate because they wore Resident 3's pants to the dining room. When asked, Resident 3 did not
recall the incidents of Resident 5, Resident 4 or Resident 6. Staff GG stated Resident 3 required
one-to-one supervision because of the prior behaviors toward other residents. Staff GG stated they
were instructed to stay with Resident 3 so Resident 3 did not go on their own around other
residents.In an interview, on 07/16/2026 at 4:48 PM, Staff BB reviewed the incidents of Resident 3
towards Residents 4, 5, and 6. Staff BB stated residents had the right to be safe and free from abuse.
Staff BB stated interventions were in place to protect residents from the behaviors of Resident 3
because the facility had the responsibility to protect all residents from abuse.REFERENCE: WAC
388-97-0640(1)(a).
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