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§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident and staff
interviews, and record review the facility failed to
keep fingernails trimmed for 1 of 3 residents
reviewed for activities of daily living care.
(Resident #4)

Findings included:

Resident #4 was re-admitted to the facility on
2/14/17. His active diagnoses included anemia,
hypertension, peripheral vascular disease, and
dementia. Resident #4 did not have a diagnosis
of diabetes mellitus.

Review of Resident #4 ' s most recent quarterly
minimum data set assessment dated 1/26/18
revealed Resident #4 was assessed as
moderately cognitively impaired. He had no
behaviors of rejecting care. Resident #4 was
totally dependent on staff for personal hygiene
and had impairment on both sides of his upper
extremities.

Review of Resident #4 ' s care plan dated 12/5/17
revealed the resident was care planned for limited
physical mobility and functional impairments. An
intervention was to provide supportive care as
needed for activities of daily living.

During observation on 5/15/18 at 9:49 AM
Resident #4 was observed to have long
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Resident #4 received nail care on 5/15/18
by the Unit Coordinator.

The Director of Nursing or designee will
check all other Resident’s finger nails to
ensure they are properly cleaned and cut
to the Residents’ satisfaction and/or the
acceptable hygiene standard.

The Staff Development Coordinator or
designee will be re-educate all nursing
staff on the facility’s ADL care policy and
more specifically the facility’s policy
regarding maintaining Resident’s finger
nails to their satisfaction and/or the
acceptable hygiene standard.

The Director of Nursing or designee will
audit 10 Residents’ finger nails to ensure
acceptable hygiene x 4 weeks; then
monthly times 3 months.

The facility’s Quality Assurance team will
meet weekly times 4 weeks, then monthly
times 3 months to review the staff
re-education status and review the results
of the weekly/monthly finger nail audits
and adjust audits as needed based on any
potential negative findings.
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fingernails.

During observation on 5/15/18 at 11:42 AM
Resident #4 was observed to have long
fingernails.

During an interview on 5/15/18 at 11:43 AM
Resident #4 stated that his fingernails were long
and that staff did not cut them like they should.
He further stated he would ask a nurse aide to cut
his fingernails and they would tell him they would
come back later but they never did.

During an interview on 5/15/18 at 12:15 PM
Nurse Aide #1 stated that she did not cut
Resident #4 ' s fingernails because he was
diabetic and staff could not cut fingernails of
residents who had diabetes and would just file
them if they got chipped or hurt. She further
stated she did not think any staff was allowed to
clip diabetic fingernails so she would only check
and see if they needed to be filed. She further
stated she did not remember if he had asked to
have his nails trimmed recently, but she would file
them for him if they were chipped. She further
stated that diabetic fingernails could not be
clipped by facility staff but that a podiatrist did
come to the facility to cut nails.

During an interview on 5/15/18 at 12:43 PM
Nurse #1 stated that nurses would clip resident
fingernails when they requested it. She further
stated no staff or nurse aides had informed her
Resident #4 would like to have his fingernails
clipped. She stated she oversaw the medication
aide and nurse aide on Resident #4 ' s hall and
that if he did request to have his nails trimmed, it
should be reported to her.
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During an interview on 5/15/18 at 12:21 PM the
Director of Nursing stated Resident #4 was able
to make his needs known and could
communicate if he wanted his nails trimmed or
not. She stated nurse aide ' s rarely trimmed
residents ' nails. The Director of Nursing stated
nurses were responsible for clipping the residents
' fingernails and not the podiatrist. She further
stated upon observation of Resident #4 's
fingernails that his nails were very long, and it
was her expectation that a staff member would
have brought it to her attention so she could get a
nurse to clip them. She further stated she would
clip Resident #4 ' s fingernails after the interview.
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