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Based on interview, and record review, the facility failed to ensure one out of three sampled residents
(Resident 1) was assisted with transportation arrangements to attend a post-surgery appointment on
9/4/2025.This failure resulted in Resident 1 missing a scheduled physician's appointment and caused a
delay in care and treatment.Findings:A review of Resident 1's admission RECORD, indicated Resident 1 had
diagnoses which included amputation (removal of a limb or other body part by surgery), complications of
amputation stump (the remaining part of a limb after it has been surgically removed), and orthopedic
aftercare following surgical amputation (care given to the resident, usually by the surgeon who performed the
surgery).During a telephone interview on 9/10/25, at 9:24 AM, with the Medical Receptionist (MR) at
Resident 1's surgeon's office, the MR stated that Resident 1 did not show up for her appointment on
September 4, and it was rescheduled for September 11.During an interview on 9/9/25, at 10:47 AM, with
Resident 1 and utilizing Licensed Nurse (LN) 1 as an interpreter, Resident 1 stated she missed one doctor's
appointment, and it was rescheduled. Resident 1 stated she used her communication board when there was
no Spanish speaking staff.During a follow-up interview on 9/10/25, at 9:50 AM with Resident 1 and LN 1 as
an interpreter, Resident 1 stated she did not go to the appointment on 9/4/25 because facility staff told her
she needed a CNA (certified nursing assistant) or RNA (Restorative Nursing Assistant) to go with her but no
one was available. Resident 1 stated they did not tell her why she needed somebody to accompany her.
Resident 1 stated she did not know if the facility asked her son to accompany her to the appointment.During
an interview on 9/10/25, at 11:09 AM, with Resident 1's responsible party (RP), and LN 1 as a translator, the
RP stated the facility did call him and asked if he could accompany Resident 1 to the appointment as a
translator but he did not know how to speak and understand English so he could not be a translator.During a
concurrent interview and record review on 9/9/25, at 12:56 PM, with the Treatment Nurse (TN), the TN stated
she made sure that she followed up with the receptionist or the scheduler to schedule follow up
appointments for the residents with surgical wounds. The TN stated Resident 1 was sent to the hospital on
7/30/25 for evaluation of the gangrene (a serious condition where tissue dies due to a lack of blood supply or
infection) on her lower extremities (refers to the legs, hips, thighs, knees, lower legs, ankles, and feet) and
possible amputation. The TN stated based on Resident 1's medical record, both of Resident 1's lower
extremities (BKA-below the knee amputation) were amputated on 8/4/25 and Resident 1 came back to the
facility on 8/12/25. The TN stated Resident 1 had a combination of staples and sutures (medical methods for
closing wounds by holding the skin edges together) on both stumps. The TN stated follow up appointments
post-surgery were usually scheduled 1-2 weeks after the surgery.During a concurrent interview and record
review on 9/9/25, at 1:49 PM, with the Receptionist, the Receptionist stated she received the follow up
appointment order from the TN for Resident 1, but she was told Resident 1 needed a Spanish interpreter to
translate during the doctor's appointment. The Receptionist stated Resident 1 missed her appointment
because the facility was looking for a Spanish speaking staff to accompany her. The Receptionist stated it
was her understanding that Resident 1 was just late for the appointment. During a concurrent interview and
record review on 9/9/25, at 2:22 PM, with the Assistant Director of Nursing (ADON), the ADON stated there
should be a staff member or family member accompanying Resident 1 to her appointment and the facility
tried to send staff that spoke Resident 1's language to interpret for Resident 1. The ADON stated she
expected the receptionist to make sure that a family member was available to go with Resident 1 or to let the
nursing staff know in advance if a nursing staff member was needed. ADON stated if a resident missed their
appointment, it could prolong the care and treatment of the resident. During a follow up interview on 9/10/25,
at 10:14 AM, with the ADON, the ADON stated that the RN Supervisor told Resident 1 that no one was
available to go with her to her appointment that speaks her language. The ADON stated she thought that the
facility did not need to send a translator because the doctor's office would have their own translator services
and Resident 1 should have gone to the appointment. The ADON stated that follow-up appointments should
be made within 2 weeks to remove the staples because otherwise it could cause an infection. During an
interview on 9/9/25, at 2:50 PM, with LN 2, LN 2 stated Resident 1's appointment on 9/4/25 was to check the
staples and check for possible removal. LN 2 stated the facility could not send a nursing staff member as a
translator that day. LN 2 stated that the nurses and the receptionist must coordinate calls to family members
for resident appointments. LN 2 stated if a resident missed a doctor's appointment, there would be a delay in

rara far tha racidant NiirinA a ~rAanciirrant intandiaw and rarard raviaw an Q/M1N/2K at 10N AN with tha

FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID: If continuation sheet
555307 Page 2 of 2




