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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, observation and document review, the facility failed to ensure orders were followed as prescribed 
by the physician for 1 of 3 residents (R1) reviewed for post-op care after a right great toe amputation. R1's 
quarterly Minimum Data Set (MDS) assessment dated [DATE], identified severely impaired cognition with 
physical behavioral symptoms towards others (hitting, kicking, pushing, scratching, grabbing) and verbal 
behavioral symptoms directed towards others (screaming, threatening others and cursing). Medical 
diagnoses included: non-traumatic brain dysfunction, peripheral vascular disease (PVD) (a circulation 
disorder where blood vessels outside the heart become narrowed, blocked, and can cause pain, cramping, 
numbness, and poor wound healing), diabetes mellitus (DM), and Alzheimer's. R1's care plan dated 
11/12/25, identified a potential for skin breakdown related to dementia, urinary incontinence, history of stage 
2 pressure ulcer to right buttock and seborrheic dermatitis, right great toe ulcers and left toe diabetic ulcers. 
Interventions directed staff to apply Prevalon boots (a cushioned bottom that floats the heel off the surface of 
the mattress, helping to reduce pressure) when going off the unit and to activities. Tubigrips (a brand of 
elastic tubular bandage used for providing compression and tissue support for conditions like sprains, 
strains, edema, and post-burn scarring) to bilateral lower extremities as ordered and wrapped bars around 
foot pedals of Rock n Go (type of wheelchair) with towel for protection. R1's post-op surgical shoe was not 
included in the care plan. Nursing assistant (NA) care plan dated 11/13/25, identified R1 transferred with 
assist of two and Hoyer (mechanical device used for transferring), non-ambulatory. Positioning: Prevalon 
boots when going off unit and to activities. Safety/Falls: gripper socks when in bed or room if not wearing 
shoes. R1's post-op surgical shoe was not included in the NA care plan. R1's post operative discharge 
instructions/orders dated 10/30/25, signed off by licensed practical nurse (LPN) on 10/30/25, identified 
weight bearing as tolerated in post-op shoe (a supportive medical shoe designed to protect and provide 
comfort for a foot recovering from surgery or injury), may gently wiggle toes within the dressings. R1's 
progress note dated 10/30/25 at 5:04 p.m., Provider Order: Ice to affected area for 48 to 72 hours and as 
needed (PRN). Avoid placing ice pack directly on skin. Place the ice pack under the knee of the surgical foot. 
Elevated leg for 72 hours. Keep dressing clean/dry/intact until follow up appointment on 11/12/25. May 
shower or bath. Wrap dressing with waterproof protection such as saran wrap or plastic bag. If dressing 
became soaked with water, contact the foot and ankle clinic. A telephone encounter returned phone call from 
wound clinic to nursing home dated 11/3/25, who needed a change in wound care order orders for patient's 
right great toe. He had a right partial hallux (big toe) amputation, hardware removal on 10/30/25. Orders 
were placed for post-surgery. Recommendations: discontinue wound clinic orders for the right great toe, 
continue with post-surgical orders placed by provider. R1's progress note dated 11/11/25 at 5:29 a.m. R1 
kicked the wall by the secretary desk on 2nd floor before lunch. He had refused to move from that location. 
Looked at right foot earlier no injury and blood noted at the bottom on left gripper sock. He had a skin tear to 
tip of left forth toe 0.5 centimeters (cm) by 0.5 cm small amount of bleeding. R1's clinic visit dated 11/12/25, 
identified R1 with a history of type 2 diabetes with neuropathy, peripheral arterial disease (PAD) (narrowed 
arteries reduces blood flow to the arms and legs), atrial fibrillation and Alzheimer's. Two weeks post partial 
amputation of his great toe secondary to osteomyelitis (infection in the bone) and retained hardware. The 
incision was well coapted (edges of incision were closed) and no signs of dehiscence (splitting or opening) or 
erythema (redness of the skin). Healing was delayed but the wound edges are healthy and capillary refill to 
the flap was immediate. Sutures remained intact. During an observation on 11/12/25 at 2:03 p.m., R1 sat at 
nurse's station in Broda (allows the user to change angle of backrest to reduce pressure points and improve 
circulation) chair with blue lift sheet underneath him. R1 wore a blue pull-on gripper sock on the left foot and 
a black open toed post-op shoe on the right foot. The right foot and lower ankle were wrapped with a 
dressing and Tubigrip. During an observation on 11/13/25 at 8:07 a.m., R1 sat in Broda chair in dining room 
along with two other residents. He was well groomed and wore gripper socks on both feet. His left foot was 
placed on the floor in front of the Broad chair and right foot hung just above the floor. R1 did not have 
post-op shoe on his right foot. During an observation and interview on 11/13/25 at 11:12 p.m., NA-A and 
NA-B transferred R1 with a Hoyer lift from [NAME] chair onto his bed to off load him for a short period of 
time. R1's post-op shoe was not on his right foot and was observed on the floor in front of the recliner. R1 
was transferred back to the Broda chair via Hoyer. R1's right foot was wrapped with cling/gauze on top of 
Coban (stretchy dressing wrap) from the ankle to the top of foot, and from ankle to just under right knee had 
Tubigrip. R1 had gripper socks on both feet. Registered nurse (RN)-A observed the transfer and stated R1 
should have had his post-op shoe on right foot when up out of bed. The end of the shoe hung out further 
then the end of his toes and protected the surgical site during transfers. RN-A placed the post-op shoe on 
R1's right foot. RN-A was unable to locate surgical shoe order and when it should be applied. RN-A stated it 
was common sense R1 should have had the post-op shoe on to protect the amputation since he kicked 
things and could have caused more harm. During an observation on 11/13/25 at 1:30 p.m., R1 laid in bed on 
his left side. Both feet had blue pull on slippers. The inner lateral side of the right foot involving great toe 
amputation rested on the bed mattress crossed over by R1's left leg. At 1:59 p.m. NA-A entered R1's room 
and applied blue Prevalon boots to both of R1's feet. During an observation on 11/13/25 at 2:30 p.m., R1 sat 
in Broda chair in TV lounge. R1's left foot had a black post-op shoe with Velcro straps across the top of the 
foot attached to the inner side of the shoe. R1's right foot had on a slip-on gripper sock. During an 
observation on 11/13/25 at 2:48 p.m., R1 sat in Broda chair in TV lounge with a black post-op shoe on left 
foot. R1's feet were extended out in front of him, crossed at the ankles with the left foot resting on top of the 
right foot NA-A sat in a lounge chart documenting and was asked if she had clarified with floor manager the 
use of R1's surgical shoe. NA-A jumped up and said oh ya, it should have been placed on the right foot not 
the left and needed to be switched. NA-A sat in front of R1 and offered to switch the post-op shoe from the 
left foot to the right but R1 refused. NA-A informed staff nurse via walkie that R1 refused and would try again 
later. During an observation on 11/13/25 at 3:52 p.m., NA-C approached R1 while in TV lounge and asked if 
she could remove and clean up the post-op shoe. R1 refused. NA-C stated the Velcro was on the wrong side 
and the shoe and belonged on the right foot instead of the left. R1 agreed and allowed NA-C to remove shoe 
from left foot and placed on right foot. During an interview on 11/13/25 at 9:54 a.m., LPN-A stated R1 tended 
to kick walls/doors/staff. R1 had kicked the wall, ended up with a sore right on great toe, and started going to 
the wound clinic in September 2025. R1 wore shoes on his feet initially and later taken off because they may 
have caused pressure (per the wound clinic) and shoes replaced with gripper and compression socks, then 
changed to Tubigrip pulled onto lower legs and toes left exposed. During an interview on 11/13/25 at 11:36 a.
m., family member (FM)-B stated she was with R1 when he was being discharged back to the facility after 
his right big toe amputation surgery. FM-B confirmed the surgical post-op shoe was placed on his right foot 
over the dressing prior to the transfer back to the facility. FM-B stated the nurse informed her it was used to 
protect R1's foot and amputation site of his big toe. The shoe looked like an open toed sandal with Velcro 
used to hold it in place. They placed a pull-on slipper on his left foot. During an interview on 11/13/25 at 
12:15 p.m., FM-A stated she visited R1 weekly, and noticed during every visit the black post-op shoe had not 
been placed on his right foot. R1 had blue pull on socks on both feet during visits. FM-A stated R1's right foot 
surgical area should have been protected so it healed properly. During an interview on 11/13/25 at 1:45 p.m., 
NA-B stated R1 punched and kicked. R1 had his big toe removed. NA-B verified R1's care plan did not 
identify if a post-op shoe should be worn or not. NA-B was unsure as to why and when a post-op shoe would 
be needed. NA-A stated staff would be expected to protect R1's right foot after surgery and prevent him from 
hitting things with the end of his foot. During an interview on 11/13/25 at 2:03 p.m., NA-A stated she referred 
to R1's care plan to take care of him. R1 had behaviors including being combative, not wanting to be 
changed, touched, or transferred. NA-A indicated since surgery she had not placed anything other than a 
pull-on slipper over R1's right foot. NA-A stated she had placed the black post-op shoe on R1's left foot, and 
was pretty sure he should not have anything on his right foot since the amputation of his toe. NA-A stated 
earlier this morning she had been instructed by the staff nurse over the walkie R1's post-op shoe should be 
placed on his left foot. NA-A states she placed R1's black post-op shoe on his left foot and R1 wore it all day 
while up in his chair. NA-A reviewed R1's care sheet and verified no indication of the post-op shoe was 
included. NA-A indicated R1's care plan identified gripper socks were to be worn in bed or in room if not 
wearing shoes, and Prevalon boots to be worn when going off unit and to activities. NA-A stated she planned 
on checking with the floor manager regarding the use of the post-op shoe and which foot she should have 
placed it on. During an interview on 11/13/25 at 2:58 p.m., RN-B resident care manager stated was hard to 
protect R1's right toe amputation site with how restless he was. RN-B stated there was nothing currently 
used to protect R1's right foot after surgery. When up in Broda chair he should have gripper socks on and no 
shoes. RN-B stated R1's care plan was not updated after his right toe amputation before today and should 
have been. RN-B stated an open toes shoe was a surgical shoe and there were no orders for it, will need to 
check on that. Generally, the surgical post-op shoe was used for residents with diabetes for toe protection 
but if R1 had just received the surgical shoe, most likely should have been used to protect the amputation 
site and added to the care plan. RN-B stated when R1 returned from surgery the staff nurse would have 
been expected to process the orders from his discharge papers, follow up with provider if he was to wear the 
boot and how often. The secretary placed the orders, and the nurse verified them on 10/30/25. On 11/3/25, 
he had a follow-up and no mention of a post-op shoe. RN-B further stated R1 had a history of kicking things 
and would have been important to protect the site without pressure applied to his toes/surgical area. Facility 
policy Care Plan dated 11/2021, identified care plans will be updated, and changes will be made as they 
occur to ensure the most current plan for the resident. Care plans will be reviewed at least monthly by each 
discipline and documentation will be made in the electronic medical record indicating that the care plan was 
reviewed and summarizing the changes made, if any. Any changes made to the comprehensive care plan 
will also be updated in the NA care plan for accuracy.
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