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Provide appropriate foot care.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview, and record review, the facility failed to provide foot care and treatment, in accordance with
professional standards of practice, including to prevent complications from the resident's medical
condition for 8 of 8 resident.The facility failed to provide continued care for 8 of 8 residents (Resident
#1, Resident # 2, Resident # 3, Resident #4, Resident #5, Resident #6, Resident #7, Resident #8) after
being treated by podiatry.This failure resulted in Resident #1 developing Gangrene which lead to toe
amputation.An Immediate Jeopardy (IJ) was identified on 06/17/2026 at 5:14PM. The initial IJ
template was provided to the facility on [DATE] at 5:14PM. While the IJ was removed on 06/18/2026
at 7:42PM, the facility remained out of compliance at the scope of pattern and severity of no actual
harm due to the facility's need to train all staff. Findings Included:An interview was conducted on
06/16/2026 at 12:45PM with family member for Resident #1 who stated Resident #1 was being seen
for issues of her toenails growing weird. A family member stated there were no concerns regarding
the resident's toe condition prior to the amputation of the toe. They could not state what caused the
amputation of their loved ones' toe.An interview was conducted on 06/16/2026 at 12:50PM with
Resident #1 but she could not state what happened to her toe. She stated she had no concerns
regarding her care.An interview was conducted on 06/16/2026 at 1:07PM with ADON A revealing that
Resident #1 did not have any concerns regarding her toe condition before 06/08/2026. ADON A stated
the podiatrist made a visit with Resident #1 on 06/05/2026 and completed an incision and drainage,
including a toenail removal. ADON A stated the podiatrist did not leave the orders with a nurse, but at
the business office. ADON A stated the facility staff was not aware of the orders until 06/08/2026.
ADON A stated on 06/08/2026 Resident #1 had c/o pain in her toe. ADON A took resident to her
bedroom and noticed a bandage on Resident #1's right toe. ADON A described the bandage as yellow,
which was not a color used at the facility. ADON A stated the bandage appeared tightly wrapped and
required soaking of the bandage to be able to remove it from Resident #1's toe. ADON A stated when
they removed the bandage, the toe was black and was smaller on the tip. ADON A stated it appeared
that Resident #1's toe had lost a lot of blood circulation. ADON A sent Resident #1 to the hospital.
ADON A stated that the ADON B had removed the bandage on 06/06/2026 and reapplied he same
bandage to the toe. ADON A stated staff were not aware of this being done until 06/09/2026. ADON A
stated Resident #1 had circulation issues and believed that the dressing was placed on too tight.An
interview was conducted on 06/16/2026 at 1:38PM with MDSC revealed that during the morning
meeting on 06/09/2026 it was discussed that a nurse had unwrapped Resident #1's dressing, looked
at the toe, and continued with her rounds on 06/06/2026. MDSC stated that the nurse was ADON B,
who stated that the podiatrist had done some work on the resident's toe, and ADON B wrapped it back
up.An interview was conducted on 06/16/2026 at 3:07PM with ADON B who stated that she was not
aware of any orders for Resident #1 following the podiatry appointment on 06/05/2026. ADON B
stated that when she made rounds on Resident #1 and observed the dressings on Resident #1's toe on
06/06/2026, she did not check for orders. ADON B stated that the providers would leave orders with
the nursing staff. She stated that she did not observe any concerns and did not feel she needed to
check the orders.An interview on 06/16/2026 at 3:28PM was conducted with the BOM who stated she
(continued on next page)
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would not typically receive orders from providers, but stated she would give them to a nurse or DON if
they were present. The BOM stated she was working on 0605/2026. She stated that the podiatrist
handed her a stack of paperwork and that she needed to leave it for the social worker. She said that
the podiatrist did not specify what it was. She said that she did not take a look at the documents
because it was just stack. She said she put them on her desk for the social worker to take a look at
on Monday because the social worker was gone. She said that the podiatrist made the copies of the
orders by herself. BOM stated that she was not aware that they were orders for the residents and
would not have been able to tell just by looking at the documents that they could have been orders.An
interview was conducted on 06/16/2026 at 5:05PM with ADON A who stated when she received the
orders she had gone to each resident to take a look at the toes and feet that the orders were written
on. She stated that in the progress note she acknowledged what the order was and when it was
received. She stated she believed that this was on Tuesday 06/09/2026. She said there were only 2
that needed monitoring, but the rest had been healed. ADON A stated that Resident #1's skin
assessment that was completed on 06/07/2026 should have reflected bandages on the resident's
toes.An interview was conducted on 06/16/2026 at 5:15PM with the RADM revealed that ADON B was
the facility's acting wound care nurse and completed wound care.An interview was conducted on
06/17/2026 at 1:18 PM with the RDN. The RDN stated that skin assessments would note if there
were concerning conditions. The RDN stated if a bandage was observed on the resident, it should be
noted in a skin assessment if there were scheduled skin assessments.An interview on 06/17/2026 at
2:25PM with the podiatrist. She stated that the orders she placed would be to remove the dressing in
24 hours. Confirmed the note on the order sheet that a total nail avulsion was done. She confirmed the
orders on the back of the page. She stated that she went to check out with the call nurse, who stated
they do not enter orders. She said there was urgent orders who also required a bandage to be
removed within 24 hours. She said she left copies of those and left them under the DON door with the
intention that the nurse was going to notify the DON per their statement. If the facility had not
followed the orders it could have resulted in gangrene and the amputation of the toe. When you
remove the toenail it could bleed, so there was a tight dressing to prevent excessive bleeding. She
said it could strangulate the toe and lead to necrosis and infection because it is impeding blood flow.
She stated that the facility had not followed these orders that it could result in the amputation of the
resident's toe. She stated that the abscess under the nail would not have noticed by the facility staff
unless you look closely at the foot. She said you can see fluid under the nail after thinning the toe
nail. She stated that she leaves orders almost every single time at a facility, she said that it is
typically put in when the nurse was given. She said that she tried to text the social worker the next
day notifying them of the orders being placed under the door at the DON office. She stated she did not
leave the orders at the copy machine. She said she gave all the copies of the notes to the business
office because the DON had left for the day.RR of podiatry visit orders revealed that 8 residents were
seen by podiatry on 06/05/2026 with new orders for continued care for Resident #1, Resident #2,
Resident #3, Resident #4, Resident #5, Resident #6, Resident #7 and Resident #8.RR of Resident #1's
face sheet revealed an [AGE] year-old woman admitted to the facility on [DATE] with diagnoses of
gangrene and acquired absence of one right toe.RR of hospital records indicated that Resident #1
presented to the ER on [DATE] for necrosis (tissue death) of the toe with a diagnoses of Gangrene
(the death of body tissue caused by a loss of blood supply or a severe bacterial infection), which
resulted in amputation of the toe.RR of resident's nurse notes indicated Resident #1 had a skin check
completed on 06/06/2026 with no issues or concerns noted.RR of podiatrist order dated 06/05/2026
revealed Resident #1 required the dressing to be removed after 24 hours and apply ointment for 4
days following. The order also stated wound care as needed.RR of Resident #1's podiatry order as of
06/05/2026 indicated to remove the bandage in 24 hours bilateral feet, triple antibiotic ointment
followed by bandage daily x4 days, and have wound care follow if necessary. RR of Resident #2's
face sheet revealed a [AGE] year-old man admitted to the facility on [DATE] with diagnoses of type
(continued on next page)
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II diabetes and unsteadiness on feedt.RR of Resident #2's podiatry order as of 06/05/2026 indicated
to remove bandage to right foot in 24-48 hours.RR of Resident #3's face sheet revealed an [AGE]
year-old woman admitted to the facility on [DATE] with diagnoses of type II diabetes (chronic
condition where your body becomes resistant to insulin or cannot produce enough of it, leading to high
blood sugar) and end stage renal disease (the final stage of chronic kidney disease).RR of Resident
#3's podiatry order as of 06/05/2026 indicated to remove bandage in 24-48 hours on right first toe.RR
of Resident #4's face sheet revealed an [AGE] year-old woman admitted to the facility on [DATE]
with diagnoses of unspecified protein calorie malnutrition and unsteadiness on feet. RR of Resident
#4's podiatry order as of 06/05/2026 indicated remove bandage to right foot in 24 hours, triple
antibiotic ointment followed by bandage daily x3 days, and have wound care follow if needed.RR of
Resident #5's face sheet revealed a [AGE] year-old woman who admitted to the facility on [DATE]
with diagnoses of type II diabetes and unspecified sequelae of cerebral infarction (medical term for
lingering, post-stroke effects that are present but not detailed in clinical notes).RR of Resident #5's
podiatry order as of 06/05/2026 indicated remove bandage bilateral toes x2 in 24-48 hours.RR of
Resident #6's face sheet revealed a [AGE] year-old male admitted to the facility on [DATE] with
diagnoses of type II diabetes and unsteadiness on feet.RR of Resident #6's podiatry order as of
06/05/2026 indicated ketoconazole 2% lotion to bilateral feel daily x4 weeks.RR of Resident #7's face
sheet revealed an [AGE] year-old woman who admitted to the facility 02/02/2026 with a diagnoses
of peripheral vascular disease (a slow, progressive circulation disorder that narrows, blocks, or
spasms blood vessels outside the heart and brain) and unsteadiness on feet.RR of Resident #7's
podiatry order as of 06/05/2026 indicated triple antibiotic ointment followed by bandage daily x2
days, have wound care follow as needed.RR of Resident #8's face sheet revealed an [AGE] year-old
male admitted to the facility on [DATE] with diagnosis of unsteadiness on feet and muscle wasting
atrophy (the loss or thinning of muscle tissue, leading to decreased mass and strength). RR of
Resident #8's podiatry order as of 06/05/2026 indicated unilateral edema of right lower extremity,
please alert PCP to risk of deep vein thrombosis (serious medical condition that occurs when a blood
clot (thrombus) forms in a deep vein, typically in the legs or pelvis) if not already aware and triple
antibiotic ointment followed by bandage to left 1st toe and right 3rd toe daily x3 days. RR of undated
policy titled Skin Assessment revealed the followingAny open areas will be treated according to
physician orders. Notify DON and responsible family member. Documentation will then be entered into
the resident's chart with the following information.1. Skin problem noted, and treatment completed.2.
Skin problem appearance including size, color of tissue, perimeters, color and amount of drainage,
odors, etc.3. Resident with or without pain/discomfort at the site.4. Signs and symptoms of
infection.5. Notification completed (physician, family, Treatment Nurse/designee, etc.) RR of undated
policy titled Medication Orders revealed the following:New Handwritten Orders signed by the
prescriber. The charge nurse on duty at the time the order is received, notes the order and enters it on
the physician order sheet if not written there by the prescriber. If necessary, the order is clarified
before the prescriber leaves the nursing station whenever possible.THE POR WAS AS FOLLOWS:On
06/16/2026 an investigation was initiated at the facility. An Immediate Jeopardy (IJ) was identified
on 06/17/2026 at 5:14PM. On 06/17/2026 the surveyor provided an IJ Template notification that the
Regulatory Services had determined that the condition at the facility constitutes an immediate
jeopardy to resident health and safety. The POR was requested on 06/17/2026 at 5:20PM and
approved on 06/18/2026 at 8:54AM.The notification of Immediate Jeopardy stated as follows: The
facility failed to ensure that proper foot care was provided for Resident #1 to maintain mobility and
good foot health to prevent complications from the resident's medical condition, for 1 of 1 resident. All
residents receiving services from podiatrist could be affected.Immediate ActionsResident #1 was
assessed by the ADONs and Charge Nurses on 6/9/2026. No further skin issues were identified.
Physician orders were reviewed by the Regional Compliance Nurse to ensure all orders were
implemented and followed. Completed 6/17/2026.All residents seen by the Podiatrist on 6/5/2026
(continued on next page)
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(residents #1-8) were assessed by the ADONs and Charge Nurses on 6/17/2026. No additional skin
issues were identified. All physician orders were reviewed by Regional Compliance Nurse to ensure
all were implemented and followed. Completed 6/17/2026.Skin assessments on all residents in the
facility were completed by the ADON and Charge Nurse to ensure accuracy. Completed as of
6/17/2026. All skin assessments are current. No additional skin issues were identified.An audit of all
podiatry visits and physician consults from the previous 30 days was completed to verify that all
orders had been received, entered into PCC (cloud-based Electronic Health Record and healthcare
software platform designed specifically for the long-term and post-acute care) and implemented.
Completed by the Regional Compliance and ADONs on 6/17/2026.Effective immediately, the DON,
ADONs or Treatment Nurse will conduct an entrance conference with the provider (podiatrist). The
Treatment Nurse or ADON will be designated to round with the provider (podiatrist) with every visit.
The Treatment Nurse and/or ADON will exit with the provider (podiatrist) and enter all orders into
PCC to ensure that the treatment orders are implemented. If the provider (podiatrist) does not exit,
the Treatment Nurse or ADON will call the provider directly for orders and instructions. The
Administrator, DON, ADONs, and Treatment Nurses were in-serviced 1:1 on this process by the
Regional Compliance Nurse on 6/17/2026.The medical director was notified of the immediate jeopardy
on 6/17/2026.An ADHOC QAPI was completed with the Interdisciplinary team as of
6/17/2026.EducationThe following in-services were initiated by Administrator, Regional Compliance
Nurse, DON, ADON to all staff.ˆ All staff who are not present or in-serviced as of 6/17/2026 would not
be allowed to assume their duties until in-serviced. All new hires will be in-serviced during
orientation. All PRN, agency staff, or staff on leave will in- serviced prior to assuming their next
assignment. Competency will be verified with a post-test. Completion date 6/18/2026.ˆAbuse and
Neglect PolicyPressure Prevention PolicySkin Assessment PolicyProvider Process- If a provider
(podiatrist) gives staff any paperwork, the staff member will take the paperwork to the DON or ADON
immediately. If the DON and ADON cannot be located, the staff member will call the DON directly.THE
POR WAS MONITORED AS FOLLOWS:An interview was conducted on 06/18/2026 at 3:47 PM with MA
C, stated the in-service for 06/18/26 covered abuse and neglect, pressure prevention policy, skin
assessment policy and the provider process. She stated that if a provider gave paperwork to staff,
they would give it to the ADON or DON immediately. She would call the DON immediately if she could
not find them. She said the DON's phone number was posted on the wall next to her office door. She
said she took a competency test and if she did not make 100, she had to be in-serviced again. She
stated that ADON, charge nurses, DON, and wound care doctors completed all skin assessments.An
interview was conducted on 06/18/2026 at 4:13 PM with ADON B who stated the ADONs, and Charge
Nurse completed another skin assessment on 06/17/26 for all residents seen by the podiatrist on
06/05/26. She stated there were not any new skin issues. ADON B said that the podiatry provider
would no longer be allowed in the facility and that no other providers have been there since 06/10/26.
ADON B said she was in-serviced on having an entrance and exit conference with all providers
effective 06/17/2026. She said either she or a treatment nurse would complete the rounds with the
provider. She stated that the provider would give her, the treatment nurse, or the DON all the orders
and paperwork and they would enter all orders in the system (PCC). If the provider did not complete
an exit conference with them, she said she would call them immediately for orders and instructions.
She stated she met with the RDN by herself and was in-serviced on 06/17/2026. She said she had to
take a competency test and make a 100 or she would have had to be in-serviced and tested again
until she made a 100. She stated she, the DON, RDN, and the ADM administered an Inservice to all
staff on:1. Abuse and neglect policy2. Pressure prevention policy -turning every 2 hours and
notification if one saw redness3. Skin Assessment policy - when removing dressing, make sure they
measured and described everything they saw. CNA's were to report changes to Nurses. Nurse would
then go and assess.4. Provider process - if providers gave staff any paperwork, they were to notify
and take it to the ADON or DON immediately. Staff would call the DON directly.She stated that the
(continued on next page)
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DON's phone number was posted by her office. She stated that everyone signed the in-service and
took a competency test. She stated that staff were not allowed to clock in until the in-services were
completed. She advised that no one left until that was done. She advised the RDN called the PRN
staff and told them they would have to complete the in-service and the test before they would be able
to clock in. They had to take a competency test. You had to make a 100 on the test or you would be
in-serviced again.An interview was conducted on 06/18/2026 at 4:40 PM with CMA D, who stated the
in-service for 06/18/2026 covered abuse and neglect, pressure prevention policy, skin assessment
policy and the provider process. She stated that if a provider gave paperwork to staff, they would give
it to the ADON or DON immediately. She would call the DON immediately if she could not find them.
She said the DON's phone number was posted on the wall next to her office door. She said she took a
competency test and if she did not make 100, she had to be in-serviced again. She stated that ADON,
charge nurses, DON, and wound care doctors completed all skin assessments.An interview was
conducted on 06/18/2026 at 4:55 PM with CNA E, who stated the in-service for 06/18/2026 covered
abuse and neglect, pressure prevention policy, skin assessment policy and the provider process. She
stated that if a provider gave paperwork to staff, they would give it to the ADON or DON immediately.
She would call the DON immediately if she could not find them. She said the DON's phone number was
posted on the wall next to her office door. She said she took a competency test and if she did not
make 100, she had to be in-serviced again. She stated that ADON, charge nurses, DON, and wound
care doctors completed all skin assessments.An interview was conducted on 06/18/2026 at 5:23 PM
with RDN, who advised that she reviewed the physician orders in PCC on 06/17/26 for all Residents
seen by the Provider on 06/05/2026 to ensure all MD orders were implemented and followed. She
advised there were no additional skin issues identified. RDN stated the old podiatrist would not be
allowed in the building anymore. She said that no providers have been in the building since
06/10/2026. RDN said she conducted an in-service with the ADM, DON, ADON and the treatment
nurse, individually, on 06/17/2026 regarding the provider process. She said either the DON, ADON, or
the treatment nurse would conduct an entrance and exit conference with all providers. She said the
ADON, or the treatment nurse would round (check on residents) with the provider at every visit and
would also exit with them. She said the ADON, or the treatment nurse would enter all orders in PCC to
make sure all orders were implemented. She said if the provider left the facility without completing an
exit conference with them, the ADON or treatment nurse would call them to get the orders and
instructions. RDN said the ADM, DON, ADON, and treatment nurse signed their in-service on
06/17/2026. RDN said the DON was not there, but she sent her a picture of the in-service by text
message and the DON acknowledged it by responding to the text. RDN said the DON would sign the
in-service when she returned. RDN advised she and RADM completed the Root cause analysis on
06/17/2026. RDN advised the root cause analysis determined that the podiatry orders were provided
to a non-clinical department head rather than a licensed nurse responsible for implementation. She
said the facility failed to obtain the orders, and they did not ask for them. Additionally, the facility
failed to identify the new bandage on Resident#1, verify and implement the provider's orders, monitor
and track the resident's condition, and document the issue on the weekly skin assessment as
required. RDN stated an ADHOC QAPI was completed with the Interdisciplinary team on 06/17/2026.
RDN said she, the ADM, DON and ADON completed the following in-services with staff:Abuse and
neglect policyPressure Prevention policySkin Assessment PolicyProvider processRDN said there was
a post competency test completed for staff who were in-serviced. They had to make a grade of 100 or
they would be in-serviced and had to re-take the test until they passed. She said no one could work a
shift until they were in-serviced and took the test. If they were in-serviced by phone, they would have
to sign the in-service and take the test before starting their next shift. RDN stated the MD was
notified of the IJ on 06/17/2026. RDN said an ADHOC QAPI was completed with Interdisciplinary team
on 06/17/2026. An interview was conducted on 06/18/2026 at 5:46 PM with CNA F who said she was
not working on 06/17/2026, but she signed the in-service and completed the competency test before
(continued on next page)
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she started her shift on 06/18/26. She said she had to score 100 or she would have had to take the
in-service and take the test again until she had got a perfect score. She said the in-service covered
the following areas:Abuse - she said it meant anything that harmed the resident; and neglect - she
said it meant not taking care of the residents' needs on purposePressure PreventionSkin
AssessingProvider process- she stated that if a provider gave her any paperwork, she would
immediately give it to the ADON. If she did not see the ADON or the DON, she would call the DON
immediately. She said the DON's number was posted on the outside of her doorShe stated that the
nurses completed the skin assessments and the pressure ulcer assessments.An interview was
conducted on 06/18/2026 at 6:00PM with WCN who said he completed skin assessments on
06/17/2026 on all residents seen by the provider on 06/05/2026. He said there were no new skin
issues reported, and all assessments were current.He said he was in-serviced by the ADM, DON, and
ADON on the following:Provider process - if a provider gave any paperwork work to a staff member,
they were to give it to the DON or the ADON immediately. If DON was not around, they had to call her
immediately and that her number was posted outside of her office.Abuse and neglect policySkin
assessment policyPressure ulcer policyWCN stated he was in-serviced by the RDN on 06/17/2026
regarding an entrance and exit conference with all providers effective 06/17/2026. He stated he
would complete rounds with the provider. He stated they had to have an entrance conference with the
provider to discuss what they were going to do and what the plan would be. He said they would also
have an exit conference. WCN said if the provider left the building without an exit, he would call them
to get the orders and instructions. He advised he took a competency test and had to make a 100 or
had to be re-in- serviced and take another test until he made a 100.An interview was conducted on
06/18/2026 at 6:24 PM with ADM who stated the ADONS, DON, and charge nurses completed skin
assessments on 06/17/2026 for all residents who the provider saw on 06/05/2026. She said there
were no new skin issues reported. She said all orders were reviewed for accuracy by the RDN on
06/17/2026. ADM said the old podiatrist would not be allowed in the building anymore due to not
providing nurse staff with the orders. She stated that they were still contracted with the same
company but requested a different person. She said there were no audits completed after 06/10/26
because no other providers had been there. She said the in-service for 06/18/2026 covered abuse and
neglect, pressure prevention policy, skin assessment policy and provider process. She stated that if a
provider gave paperwork to staff, they would give it to the ADON or DON immediately. She would call
the DON immediately if she could not find her. The ADM had to take a competency test. She stated
that if you did not make a 100, you had to be in-serviced again. ADM stated the DON, ADONs, and
treatment Nurses were in-serviced by the RDN on 06/17/2026 regarding an entrance and exit
conference with the providers effective 06/17/2026. She said they would have the entrance
conference to discuss what they were there for and what the plan would be and then either the ADON
or a treatment nurse would round with them while they were there. ADM said they would also have an
exit conference with the provider and enter all information and orders into the system. She said if the
provider left the building without an exit, either the ADON or treatment nurse would call them to get
the orders and instructions. She advised they took a competency test and had to make a 100 or had to
be re-in serviced and take another test until they scored a 100. ADM said a root cause analysis was
completed between the RDN and RADM on 06/17/2026 to determine the cause of the systemic
breakdown. She said the provider gave paperwork and orders to non-clinical staff and there was no
follow-up process completed by staff. ADM stated the medical director was notified of the immediate
jeopardy. ADM said she in-serviced the provider on 6/10/2026. She said the in-service included that
the provider would communicate with clinical leadership when visiting the building. She said the
provider would conduct an entrance conference and exit conference with the treatment Nurse or
ADON and theywould conduct resident rounds with them. She said the provider would give the
treatment Nurse or the ADON all orders and paperwork and would conduct an exit conference and
discuss details about the visit rounds before they left the facility. She stated the provider
(continued on next page)
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electronically signed the Provider Acknowledgement section of the in-service to verify they
understood. She stated that they wanted to ensure that the provider gave the orders to the
appropriate person.ADM said she, RADM, DON and the ADON completed the following in-services with
staff on 06/17/2026:Abuse and neglect policyPressure Prevention policySkin Assessment
PolicyProvider processADM said staff who were in-serviced completed a competency test. She said
they had to make a grade of 100 or they would be in-serviced again and had to re-take the test until
they passed. She said no one could work a shift until they were in-serviced and took the test. If they
were in-serviced by phone, they would have to sign the in-service and take the test before starting
their next shift.An interview was conducted on 06/18/2026 at 6:54 PM with the FP who stated he
was contacted about the IJ on 06/17/2026.RR of skin assessments for all residents who had a
podiatry appointment on 06/05/26 revealed there were no additional skin breakdowns as of
06/17/2026.RR of training titled DON, ADON, or treatment Nurse rounding with podiatrist provided on
06/17/26 at 8:00 PM by RDN revealed the following: Effective immediately, the DON, ADON, or
Treatment nurse will conduct an entrance conference with the Provider. The Treatment Nurse or
ADON will be designated to round with the provider with every visit. The treatment nurse and/or
ADON will exit with the provider and enter all orders into PCC to ensure that the treatment orders are
implemented. If the provider does not exit, the treatment nurse or ADON will call the provider directly
for orders and instructions. Five staff members signed the in-service and there were 5 competency
tests with a score of 100.RR of the Root cause Analysis dated 06/17/26, revealed it was conducted
by the RDON and RADM. It consisted of the event summary, root cause, contributing factors, and
conclusion. It stated the deficient practice occurred due to a system failure in the facility's
order-management and communication processes. The lack of a defined procedure for routing,
verifying, and implementing physician orders resulted in podiatry orders not being communicated to
licensed nursing staff and therefore not implemented in a timely manner.RR revealed there were 73
competency tests with a score of 100 from the in-service completed on 06/17/29 facilitated by the
RDN, ADM, DON, and ADON.An Immediate Jeopardy (IJ) was identified on 06/17/2026 at 5:14PM. The
initial IJ template was provided to the facility on [DATE] at 5:14PM. While the IJ was removed on
06/18/2026 at 7:42PM, the facility remained out of compliance at the scope of pattern and severity of
no actual harm due to the facility's need to train all staff.The IJ was lifted on 06/18/2026 at 7:42PM
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