Accepted
8/5/2025

50387

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/24/2025
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEF|CIENCIES
AND PLAN OF GORRECTIONS

056405

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A, BUILDING
B.WING

07110/2025

(X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER
CERRITOS VISTA HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
17836 WOODRUFF AVENUE , BELLFLOWER, Californla, 90706

CFR(s): 483.10(a)(1}{2)B)1)2)
§483.10(a) Resident Rights.

The resldent has a right to a dignified existence,
self-determination, and communication with and access
to persans and services inside and outside the

facility, including those spacified in this section.

§483.10(a){1) A facllity must treat each resident with
respect and dignity and care for each resident in a

manner and in an environment that promotes maintenancs
or enhancement of his or her quality of life,

recognizing each resident's individuality. The fagility

must protect and promote the rights of the resident.

§483.10(a)(2) The facility must provide equal access o
quality cara regardless of diagnosis, severity of
condltion, or payment source. A faclllty must establish
and maintain Identical policies and practices regarding
transfer, discharge, and the provision of services
under the State plan for all residents ragardiess of
payment source.

§483.10(b) Exercise of Rights.
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FO000 | INITIAL COMMENTS Fooop | Disclaimer: o
The signing of this plan of correction is not
The following reflacts the findings of the California an admission or agreement by this
Department of Public Heatth during the Investlgation of statement of deficiencies and plan of
three complaints. correction. In fact, this plan of correction is
Complaint Number: CA00968705, CA00970208 and CA009712d6 submitted exclusively to comply with state
and federal law. This plan of correction
constitutes my written credible allegation of
The Inspection was limited to the specific complaint compliance for the deficiencies noted.
investigated and does not represent the findings of a
full inspection of the facility.
Four daficiencies were identified for complaint number
GAQDDSS705,
F 550
FO550 Resident Rights/Exercise of Rights F0550 7120/25
85=D Immediate Corrective Action

The signage at the receptionist desk was
immediately removed.

©On 7/9/25 the Administrator gave a 1-1
in-service to Receptionist 1 and
Receptionist 2 regarding the palicy for
resident rights specifically regarding
visitation.

Identification of Others at Risk

Sacial Services Director visited with
residents on 7/10/25 to ensure they are
able to have visitors with no restrictions.
No other residents were identified with the
same deficient.

Process to Prevent Recurrence
On 7/9/25 the DSD gave an in-service to

staff regarding the policy for resident rights
specifically regarding visitation.

Any defloiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it Is determined that other
safeguards provide sufficlent protection to the patients. (See reverse for further instructions.) Except for nursing haomes, the findings stated abeve are disclosable 90
days-following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made availabie to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program

participation.
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FO550 Continued from page 1 FO550 The Social Service designee will visit
88=D residents randomly weekly for six weeks

The resident has tha right to exercise his or her .
rights as a rasident of the facility and as a citizen and fo discuss whether they had any

or resident of the United States. conhcerns with visitation. All findings will be
reported to the Administrator.

§483.10(b)(1) The facility must ensure that the Monitoring Performance
residant can exerclse hls or her rights without

[nterfsrence, cosrcion, discrimination, or reprisal

from the facilly. The Activity Designee will discuss monthly

at resident council for three manths
whether residents had any concerns with
§483.10(b)(2) The resident has the right to be free of visitation. All findings will be reported to
interference, coercion, discrimination, and reprisal the Administrator,

frem the facllity in exercising his or her rights and
to be supparted by the facilify in the exercise of his
or har rights as required under this subpart.

Findings will be reported to the QA
committee for further review and

This REQUIREMENT is NOT MET as evidenced by: recommendations, monthly, for 3 months
or until substantial compliance is achieved.
Based on observation, interview; and record review, The
facility failed to respect residents’ right to recelve
visltors without limitation.

This failure has the potential to disrupt resident’s
psychosocial well-being, cause emctional distress, and
negatively affect the quality of care provided.

During an interview on 7/8/2025 at 7:25 a.m, with
Receptionlst 1, Receplionist 1 stated that they
recommended two visitors per resident to prevent the
room belng crowded.

During & concurrent observation and Interview on
7/8/2025 at 12:38 p.m. with Receptionist 2 at the
facility entrance, observed cne signage on the
receptionist's dasks stating, only two pecple allowed
In resldents room per visit. Receptionist 2 stated that
the factlity limits visifors to twe pecple per visit

and the facility remained the sign on the
receplion]st’s desk for several years.

During an interview on 7/9/2026 at 1:18 p.m. with
Family Member (FM}) 1, FM 1 stated that there are two
visitor limit guidelines at this policy, but the

facility does not follow thair own palicy, he saw a
bunch of people celebrating one resident’s birthday.

During a concurrent observation and interview on
7/9/2026 at 1:25 p.m., observad that the facillty dld
not post the ‘two people allowed' sign on the
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88=D

FO604
§8=D

Continued from page 2

receptionist’s desk on the abservation date.
Receptionist 2 stated that, for some reason, tha
visltor limit sign was not presant on that date,

During an interview on 7/9/2025 at 2:28 p.m., Resident
1 stated that he heard from his family that up to two
peaopla can visit him at tha same time.

Ouring an interview on 7/9/2025 at 2:48 p.m. with the
Social Service Director {S5D), the SSD stated that
rasidents have the right to unlimited visitors, the
signage on the reception desk was Incorreet and
Inconsistant posting of the sign could affact
resident’s psychosocial well-being. The S8D stated if
raoms are too small for visitors, the facilily can
provide alternative spacas like the patio or activity
room.

During the interview on 7/10/2025 at 1:10 p.m. with the
Administrator (ADM), the ADM stated that they can have
unlimited visltors, and this Is the resldents’ right.

The ADM stated If a room bacomes overcrowded or issues
arise, alternatives like activity room or patic can be
pravided Instead of limiting visitor numbers. The ADM
stated that failing to honor it could upset residents,

lead to complaints, affect quality of care, or cause
amotional distress and deprassion,

During the review of the facility's policy and
pracecure(P&P), titled Residants’ rights, no dated, the
P&P indicated that This facility shall encourage
visiting by family members and friends of all residents
residing in the facilily, In addition, cheerful and
comfortable visiting aroas are provided in which the
residents may welcome and converse freely with their
visltors.

Right to be Free from Physical Restraints

CFR(s): 483.10(e){1),483.12(a)(2)

§483.10(e) Respect and Dignity.

The resident has a right to be treated with raspect and
dignity, including:

§483.10(a)(1) The right ta be free from any physical .
. . restraints imposed for purpeses of discipline or
convenience, and not requirad to treat the resident's
medlcal symptoms, conslstent with §483.12(a)(2).

F0550

FOo604

FG04

Corrective action:

On 7/11/25, the physician's order for to use
of abdominal binder for Resident 2 was
discontinued and carried out.

An individualized care plan to address use
of abdominal binder was developed on
07/10/2025 for Resident #2.

An in service to the MDS nurses was done
by the Regional MDS nurse on 07/9/2025
to discuss completion of care plan for
residents with abdominal binder order,
individualized to address resident needs,
clinical conditions, and medical necessity
for use.

Identification of others

7/20/125
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Fosgs | ©On 7/11/25 the DON/ADON conducted a
chart audit and reviewed residents with
current orders for abdominal binder/
§483.12 physical restraints to ensure that less
restrictive interventions attempted or tried
other alternative options prior o applying a
physical restraint. No other residents were

FO604 Continued from page 3
S8=D

The resident has the right ta be free from abuse,
neglact, misappropriation of resldent property, and
exploitation as defined in this subpart. This includes

but Is not imited te fraadom from corporal punishment, identified with the same deficient practice.

involuntary secluslon and any physical or chemlcal

restraint not required to treat the resident’s medical The Medical Records designee conducted a

symptomns, health records audit on 7/11/25 to ensure
residents with an abdominal binder/ physical

§483.12(a) The facility must- restraint have a complete informed restraint

consent. No other residents were identified
with the same deficient practice.
§483.12(a)(2) Ensure that the resident is free from )
physlcat . . . restraints Imposed for purposes of On 7/11/25, the DON/ADON and Medical
discipline or convenience and that are not required to Records designee reviewed MAR/TAR

treat the resident's medical symptoms. When the use of ident ith t order f
restraints {s indicated, the facility must use the record on residents with cutrent order for

lsast restrictive alternative for the least amount of abdominal binder/ physical restraint to
tima and document cngoing re-evaluation of the need for ensure rasidents are monitored every 30
restraints. minutes while abdominal binder is in use.

No other residents were identified with the

This REQUIREMENT is NOT MET as evidenced by: same deficient practice

Based on abservation, interview, and record review, the

facllity falled to follow facillty's own restraint The Lead MDS nurse completed an audit on
policy for one of three sample residents {Resident 2) residents who currently have an abdominal
by not: binder/physical restraint order and were

reviewed to ensure individualized care plan

a. frying alternatives prior to use of abdominal binder for abdominal bindet/ physical restraint use

b. completing the informed rastraint consent. is addressed_/ uPdated- . i .
No other residents were identified for this

¢, monitaring avery 30 minutes while on use. deficient practice

d. developing a care plan for abdomlnal binder (a Process to prevent recurrence:

supportive garment that wraps around the abdomen and

provides compression and support) restraint {limiting . . )
or controlling something, whether if's a person's An in service to all licensed nurses was

actions, emotions, or physical movement). ' conducted by the DON on 7/11/25 to
discuss trying alternatives prior to use of

. , ‘ applying an abdominal binder/ physical
These deficient practices have the potential to place restraint

the residents at risk for unnecessary prolonged use of '
restraints and can lead to a decline in physical

functioning, and residents not being treated with An in service to all licensed nurses was
respect and dignity with the use of restraints. conducted by the DON on 7/10/25 to
discuss completion of informed restraint
During a review of Resident 2's Admission Record, the consant when a resident has an order for an
Admissicn Record indicated the faclllly admitted abdominal binder/ physical restraint. Also,

Resident 2 on 5/9/2025 with diagnoses Including chronic

must monitor every 30 minutes.
FORM CMS-2567 (02/99) Previous Versions Obsolete -~ Event ID: WWH211  Facility ID: CA940000112 If contlnuation sheet Page 4 of 12
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F0604 Continued from page 4 F0604 An i ice to all I d
§5=D obsiructive pulmonary disease (COPD-a common lung N in service 1o all licénsed nurses W‘?‘S
diseass that makes it hard to breath), dysphagia condUCt_ed by the DON on 7/91_25 to discuss
{cifficulty swallowing), type two diabetes mellitus (a completion of care plan for residents with
condifion where the body does not use insulin properly, abdominal binder order, individualized to
and our blood sugar levels become too high) and address resident needs, clinical conditions,

dysphagia (difficulty swallowing} with gastrostomy {a
surglcally created opening into the stomach, often for
the purpose of Inserting a feeding tube).

and medical necessity for use.

The Medical Records designee will
conduct a weekly audit for six weeks and

During a review of Resident 2's “History and Physical” monthly thereafter for three months to

{H&P), dated 5/11/2025, the H&P indicated, Resident 2 ensure there is an informed restraint

;"d not have the capacity to understand and make consent completed for residents with an

sclsions. . h X X

Abdominal binder/ physical restraint. She
will also check the MARS/TARS to ensure

During a review of Resident 2's Minimum Data Set (MDS- the residents are being monitored every 30

a resident assessment tool), dated 5/15/2025, the MDS minutes. All findings will be reported to the

indicated Residaent 2's cognitive (functions your brain DON.

uses to think, pay attention, process information, and
remember things} skills for dally decision making was

moderately impaired, The MDS indicated Resident 2 was The DON/ADON will ensure care plan for

dependent {helper does all of the effort) with sating, abdominal binder use is addressed for all

oral hygiene, tolleting hygiene, upper body dressing, residents with current abdominal binder

lower body dressing, putting on/ taking off footwear, order/ physical restraints. Furthermore, the

and personal hygiene. MDS nurses will revisw/ update restraint
care plans quarterly and as needed, per

During a review of Resident 2's Order Summary Report, protocol

as of 7/8/2025, the Crder Summary Report indicated

there was an order, created an 5/3/2025, support and Monitoring perfermance

safety device, may apply abdominal binder to minimize

tha risk of resident pulling out Iife sustalning The DON/ADON will review residents with

gastrostomy tube (a flexible tube inserted through the . :
abdaminal wall into the stemach) and preveni potential current order for abdominal binder

injury, and may release during activittes of daily application several times a week for six
living. ‘ weeks and weekly thereafter for 3 months
to ensure that less restrictive interventions
were attempted and/or other alternative
initial evaluation, dated 5/10/2025 at 00:22 a.m., the options prior to abdominal bindet/ physical
restraint evaluation indicated that no alternatives re.Stramt' Th.e Director of Nu_rsmg will
atternpted to reduce risk of harm to Resident 2 were discuss findings at our Quality

attempted prior to the application of the restraint. Assurance and Improvement

Committee monthly for evaluation and
further action.

During a review of Resident 2's Restraint-Physical

During a raview of Resident 2's Informed Consent, dated

5/10/2025, the informed consent Indicatad that the .
proposed treatment was applying abdaminal binder. The The DON/ADON and Medical Records

Informed consent form did not have a physician's designee will check resident records
signature. MAR/TAR weekly for six weeks and
monthly thereafter for 3 months to ensure
that residents are being monitored every 30
minutes.

FORM CMS-2567 (02/99) Pravious Versions Obsolete Event 1D: WVH211 Facility 1D: CAS40000112 If continuation shost Page & of 12
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binder restraint.

Puring an ohservation on 7/7/2025 at 4:40 p.m., in
Resldent 2's raom, Resident 2 was wearihg an abdomen
binder.

During a concurrent interview and record review on
7/8/2025 at 10:51a.m., with Licensed Vocational Nurse
(LVN) 2, the informed consent, dated 5/10/2025was
reviewed. LVN 2 stated that Resident 1 had the
abdominal binder as a restraint and staff should obtain
the restraint informed consent. The informed consent
regarding the abdominal restraint on 5/10/2025 was
incomplate due ta the absence of the physliclan's
signature and date, LVN 2 stated that Staff should
monitor Resident 2 while the restraint binder in use to
ensure that it is fastened properly, not too

constrictive or tight, and that the skin is not

affected. LVN 2 stated that there was no documented
monltering while the abdominal restraint was In use.

During a concurrent interview and recerd review on
7/8/2025 at 2:51p.m., with 20Registered Nurse (RN)1,
Resident 2's Restraint-Physical initial evaluation,

dated 5/10/25 at 12:22 a.m., was reviewed. RN 1 stated
Staff did net attempt alternative interventions prior

to the initial use of abdominal binder on 5/10/2025 at
00:00, to raduce or avoid the use of restraint. RN 1
stated Resident 2 had COPD which causes difficulty
breathing, and staff did not monitor or assess Resident
2 every 30 minutes while the abdominal binder restraint
was In use. RN 1 stated that staff should moenitor and
assoss comfort, tolerance, breathing difficulties, and
proper application, and no such record was found. RN 1
stated that there was no specific care plan regarding
the abdominal binder restraint. RN 1 stated that

failure to follow the restraint policy could lead to
resident neglect, unrecognized distress, or actions
against residents’ will,

During an interview on 7/10/2025 at 11:34 a.m., with

the Assistant of Diractor of Nursing (ADON), the ADON
stated that staff had fo obtain the informed consent

prior to apply restraint, should first try less

restricting alternatlves, such as 1:1 companionship,
medication review, or engaging in activities. The ADON
stated use of restraints should be the last resource.

The ADON stated that the personalized Care plan should
be developed and reflect Resident 2's need for

(X4)1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOUI.D BE COMPLETION
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APPROPRIATE DEFIGIENCY)
F0B04 Continued from page 5 FO604
sS=D was no care plan addressing Resident 2's abdominal The Director of Nursing will discuss

findings at our Quality Assurance and
Improvement Committee monthly for
evaluation and further action.

The Regional MDS nurse shall conduct
chart audits monthly for 3 months with
focus on care plan for residents with
current restraint order/s and will provide a
report of findings to the Administrator/QA
committee for review and further
recommendations
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§8=D abdominal binder restraint. ADON stated that staff
should observe the resident at least every 30 minutes
while the restraint In use, as Resident 2's multiple
comorbidities could cause discomfort and dignity issues
If not preperly monitored.

During a review of the facliity's pollcy and precedure
{P&P) titled, Use of restraint, dated 2017, the P&P
indicated that, Restrainis shall only be used for the
safety and well-being of the resldents and only after
other alternatives have been triad unsuccessfully. The
ongoing re-evaluation for the need for restraints will

be documented. Orders for emergency restraints shall be
signed by the physiclan within forty-eight 48 hours. A
resident placed in a restraint will be observed at

least every thirty (30} minutes by nursing personnel

and an account of the resident's condition shall be
recorded in the resident's medical record. Care plans

for residents in restraints will reflect interventions

that address not only the immedlate medlcal symptoms), E

but the underlying problems that may be causling the 641
symptom (s}, care plans shall also Include the measures

taken to systematically reduce or eliminate the need Corrective action: 120/
for restraint use. Documentation regarding the use of 7/120/25
restraints shall include the length of effactiveness of A. Resident #2's Admission/Medicare 5

the restraint time; and obsarvation, range of motion

and repositioning flow shoes. day assessment with an Assessment

Reference Date (ARD} of 05/15/2025 has

FOG41 Accuracy of Assassments FO641 been modified on 07/10/2025 to correct
85 =D coding for Section PG100D. Other
GFR(s}: 483.20(g)(h){()()) Restraint, {o code use of the abdominal

binder. This assessment was transmitted

$483.20(g) Accuracy of Assessments. and accepted on 07/11/2025 accordingly.

The assessment must accurately reflect the resident's . .
status. B. In service was done by the Regional

MDS consultant re: Section P coding
accuracy on 07/9/2025.
§483.20(h) Coordination. A registered nurse must

conduct or coordinate each assessment with the e g .
appropriata participation of health professionals. identification of Others at Risk

The Lead MDS nurse did a chart audit on

§483.20(1} Certification. 7/10/25 and reviewed residents with

. ) ) current order for Abdominal binder on use
§h483.20(|)(1) A registered nurse crinusll sign and certify to check if they were correctly coded on
that the assessment is completed. the MDS assessment/s: Section P. A copy
§483.20(1)(2) Each individual who completes a portion of this audit was provided to the DON/
of the assessment must sign and certify the accuracy of Administrator for review. One other
that portion of the assessment. resident was identified for this deficient

practice and MDS assessment was
modified accordingly.
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§5=D §483,20() Penalty for Falsification.

§483.20()(1) Under Medicare and Medicald, an
individual who willfully and knowingly-

{i) Certifies a materlal and false statemant ina
resident assessment Is subject to a civil maney penalty
of not more than $1,000 for each assessment; or

(ii} Causes another individual to certify a matorial

and false statement in & resident assessment is subject
to a civll money penalty or not more than $5,000 for
each assessment.

§483.20(j)(2) Clinlcal disagreement does not constitute
a matarial and false statement.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, and record review, the facility

falled to ensure the assessment entries on the Minimum
Data Set (MDS- a resident assessment tool) related ta
restraints and alarms was accurately documented for one
of two sampla rasidents (Resident 2).

This deficient praclice had the potential to negatively
affect Resident 2's plan of care and delivery of
necessary care and services.

During a review of Resident 2's Admission Record, the
Admission Record indicated the facility admitted
Resldent 2 on 5/9/2025 with diagnoses including chronic
obstructive pulmonary disease {COPD-a common lung
disease that makes [t hard to breath), and dysphagia
{difficully swallowing) with gastrostomy (a surgically
created opening into the stomach, often for the purpose
of Inserting a feeding tube).

During a review of Resident 2's MDS, dated 5/156/2025,

The MDS Indicated Resident 2 was dependent (helper doos
all the effort) with eating, oral hygiene, toileling

hygiene, upper body dressing, lowar body drassing,

putting on/ taking off footwear, and personal hygiens.

The MDS, Section P, indicated Resident 2 did not have
rastralnts (limiting or controlling something, weather

it's a person's actions, emotions, or physical

mavement)

During a review of Resident 2's Restraint-Physical
Initial evaluation, dated 5/10/2025, the restraint
evaluation indicated that staff initiated an abdominal
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Measures fo prevent recurrence:

The Lead MDS nurse will ensure all
residents with (new) abdominal binder
order that meet the definition of restraint

are coded accurately.

The Regional MDS consultant shall
perform random chart audits, focusing on
coding Section P accurately, monthly for
three months and present inaccuracy
findings to the DON and the Administrator

for corrective actions.

Monitoring Performance

The Director of Nursing will present a
recapitulation of findings of the random
monthly audits at the Monthly Quality
Assessment and Assurance Committee
meeting for review with corrective actions,

as indicated.
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binder restraint on Resident 2 on 5/10/2025 at 00:00.,

During a concurrent interview and record review on
718/2025 at 2:22 p.m., with Reglstered Nurse (RN} 2, RN
2 stated that Resident 2 wora the abdomlnal binder, she
did not mark it as a restraint on the MDS section P
because she did not consider It a rastraint.

RN 2 stated that accurate entries on the MDS were
important because they reflect the ¢are provided to
residents; If not assessed accurately, the facility
cannot identify the correct status of the patient.

During a concurrent interview and record review on
7/8/2026 at 2:51p.m., with Registered Nurse (RN)1, RN 1
stated that abdominal binder used for Resident 2 was
considerad a restraint, and the MDS coordinator should
mark it as a restraint on the MDS.

During an Interview on 7/10/2025 at 11:34 a.m. with the
Assistant Director of Nursing (ADON), the ADON siated
that Resldent 2's abdominal binder was a restraint,
Accurate assessment is Important and should ba
accurately documented in the systam, as MDS serves as
the basis of care planning, billing purposes, and
ensuring that the patient recelves the appropriate

quality of care of the patients need.

During a review of the facility's policy and procedure
{P&P) titled, certifying accuracy of the resident
assessment, undated, indicated, any person who
completes any portion of the MDS assessment, tracking
form, or correction raquest form Is requirad to sign

the assessment certifying the accuracy of that portlon
of that assessment.

During a review of the facility's P&P titled, Resident
assessment, undated, indicated that comprehensive
assessment includes completion of the Minimum Data Set
{MDS); All persons who have completed any portion of

the MDS resident assessment form must sign the document
attesting to the aceuracy of such information.

Quality of Care
CFR(s): 483.25

§ 483.25 Quality of care

F0641

FO684
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to all treatment and care provided to facility

residents. Based on the comprehensive assessment of a
resident, the facility must ensure that residents

receive treatment and care in accordance with
professlonal standards of practice, the comprehensive
person-centered care plan, and the residents' choices.

Thls REQUIREMENT s NOT MET as evidenced by:

Facility failed to assess comprehensivaly one of three
sampled residents (Resident 2} by not assassing and
monitoring Resident 2's foenail detachment status after
it began bleeding for five days,

This failure had the potential to delay necessary
medical Intervention, leading to complications such as
Infection, pain, or further njury.

During a review of Resident 2's Admisslon Record, the
Admission Record indicated the facility admlited
Resident 2 on 5/9/2025 with diagnoses including chronic
obstructive pulmonary disease (COPD-a common lung
disease that makes it hard to breath), dysphagia
(difffaulty swallowing), type two diabetes mellitus (2
condition where the body does not use Insulin property,
and our blood sugar levels become too high), the
admission record also indicated that long term use of
anticoagulants (blocd thinners).

During a review of Resident 2's "History and Physical”
(H&P), dated 5/11/2028, indicated, Resident 2 did not
have the capacity to understand and make decislons.

During a review of Resident 2's Minimum Data Set (MDS-
a residant assessment tool), dated 5/15/2025, Indlcated
Resldent 2's cognitive (functions your braln uses to

think, pay attention, process Information, and ramember
things) skills for daily decision making were

moderately impaired. The MDS indlcated Resident 2 was
dependent (helpar does all the effort} with eating,

oral hyglene, tolloting hyglene, upper body drassing,
lower body dressing, putting an/ taking off footwear,

and personal hygiene.

During a review of Resident 2's Order Summary Report,
as of 7/8/2025, the Order Summary Report indicated
there was an order, dated 5/9/2025, to administer one
1able of apixaban (a blaod thinner) oral tablet 2.5
m!lligram (unit does) through gastrostomy tube( a tube
inserted thought the abdominal wall into the stormach)

Immediate Corrective Action

Upon notification the RN Supervisor
immediately assessed the toenail of
Resident 2 and notified the Physician and
family. The treatment nurse was informed
and assessed the resident.

On 7/9/25, the DON gave a 1-1 in service
to RN 1 regarding ensuring to assess and
monitor residents after they have a
change of condition and ensure not to
delay necessary medical intervention,
pain, or further injury.

On 7/9/25, the DON gave a 1-1 in-service
to LVN 1 regarding ensuring to assess
and monitor residents after they have a
change of condition and ensure not to
delay necessary medical intervention,
pain, or further injury.

Identification of Others at Risk

The Director of Nursing and Medical
Records conducted a health records
review on 7/9/2025 to ensure all residents
with a change of condition were assessed
and monitored and follow up was
completed. No other residents were
identified with the same deficient.

Process to Prevent Recurrence

On 7/9/25, the DON gave an in-service to
Licensed nurses regarding ensuring to
assess and monitor residents after they
have a change of condition and ensure
not to delay necessary medical
intervention, pain, or further injury.
Medical Records will audit change of
condition assessments daily for six weeks
and weekly thereafter for three months to
ensure compliance. All findings will be
reported to the DON,
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where the upper chambers of the heart beat Irregularly
and rapidly).

During a review of Resident 2's COC {change of
conditicn-any significant alteratlon in a patient's
physleal, mental, emotional, or functional
status)finteract assessment form (SBAR-situatlon,
background, assessment and recommendation), dated
5/20/2025, the COC assessment form Indicated that
Resident 2's daughter reported RN 1 that her toe was
bieeding, RN 1 noted dried blood underneath the fifth
toe (pinky toe) of left foot.

During an observation on 7/8/2025 at 10:10 a,m. in
Resident 2's room, observed nc toenail on Resldent's
left 5th toa.

During a concurrent interview and record review on
7/8/2025 at 2:51 p.m, with Registersd Nurse (RN) 1, COC
agsessment form (SBAR), dated 5/20/2025 was reviewed,
RN 1 stated that Resident 2's left tce started to bleed

on the day, RN 1 assessed the resident and MD made
aware with order to have treatment nurse assoss and
evaluate. RN 1 stated that Resident 2's foenail was
already detached and gone completely upon RN 1's return
to work & days later. RN 1 stated that the treatment
nurse, Licensed Viocational Nurse (LVN)1 assessed
Resident 2 after the toenall was fully removed. RN 1
stated this was a delayed intervention and not

consistent with quality care.

During a concurrent interview and record review on
7/8/2025 at 4:43 p.m, with the Director of Nursing
(DON}, Resident 2's COC assessment form and nursing
prograss notes, dated from 5/20/25 to 5/25/2025 were
reviewed. The DON stated that thare was no
documentation regarding the status of toenall’s
detachment, after the initial COC assessment.

During an interview on 7/9/2025 at 1:32 p.m. with
Llcensed Vocational nurse (LVN) 1, LVN 1 stated, her
role included monitoring and assessing any skin issues.
LVN 1 stated that Resident 2 had diabetes and was at
risk of bleading. When Resldent 2 experianced bleeding
on her toe, assessing and monitaring were important.
LVN 1 stated that there was no follow-up treatment
dacumentation regarding the bleading on her toe,

The DON or designes will randomly
check residents change of condition
assessments several times a week for
six weeks and weekly thereafter for three
maonths to ensure to ensure licensed
nurses have assessed and monitored
after the residents change of condition.
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During an interview on 7/10/2025 at 11:34 a.m. with the
Assistant Director of Nursing (ADON), the ADON stated
that when the patient Is diaboles, was on a blood
thinner, and began bleeding on the toe area, it could
Indlcate a diabetic foot compllcation. Staff should
agsess, monitor and document the source of bleeding,
clrculation, and signs of Infaction for at least 72

hours or lenger fo allow early Intervention. The ADON
stated that there was no documentation regarding
circulation, infection slgns, or, bleeding source, and
there was no treaiment nurse's documentation. The
progress of the toenail coming off was not assessed for
several days. And 6 days later, it detached and finally
fell off after then seen late by podiatrist after the

toenail had gone. The ADON stated that proper
documentation and timely communication are essential.

Durlng a review of the facility’s policy and procedure
(P&P) titled, Change of Condition, revised 1/24/2017
Indicated that documentation of change In condition
shall be performed by the licensed Nurse accordingly,
Documenting for at least 72hours or longer if condition
change warrants,

During a review of the facility's P&P titled, Charting
and Documentation, revised 07/2017, Indicated that
Documentation In the medical record will be objective
(not opinionated or speculative}), complete, and
accurate. The P&P Indicatad that Documentation of
procedures and treatments will include care-specific
datails, including: the assessmant data and/or any
unusual findings obtained during the
pracedurefireatment,

During a review of tha facliity's P&P titled, change In

a Resldent's Conditlon or Status, revised 2/2021,
indicated that If a significant change in the

resident's physical or mental condition ocours, a
comprehensive assessment of the resident's condition
will ba conducted.

During a review of the facility's P&P tiled, Change of
Condition, revised 1/24/2027, indicated that
documentation of change in condition shall be performed
by the licansed nurse accordingly: documenting for at
least 72 hours or longer if condition change warmants.
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