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F 0687 Provide appropriate foot care.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, medical record review and interview, the facility failed to obtain a podiatry consultation as ordered by the
harm or potential for actual | physician for Resident #1. Thisis evident for 1 of 3 residents selected for review during the COVID-19 Focused
harm Survey. The findings include: Resident #1 who has a[DIAGNOSES REDACTED]. Resident #1 did not have on slippers or socks
with gripper soles. Resident #1 had discolored toenails greater than 1/4 inch over the nail bed on both feet. Resident #1's care plans
Residents Affected - Few | were reviewed and indicated that Resident #1 has impaired cognition and usually needs assistance dressing. The
care plans further stated Resident #1 required skin inspections and to report any changes. Review of Resident #1's medical
record on 9-14-2020 revealed that on 8-12-2020 the physician ordered podiatry consult and treat as needed. The facility
staff failed to obtain a podiatry consultation as ordered by the physician to treat Resident #1's toenails. This finding
was confirmed by the DON on 9-14-2020 at 10:50 AM.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above 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 available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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