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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 21492
or potential for actual harm
Licensure Reference Number 175 NAC 12-006.09(H)(iii)(3)
Residents Affected - Few
Based on observation, record review and interview; the facility staff failed to follow practitioners orders for
wound care for 1 (Resident 3) of 3 sampled residents. The facility staff identified a census of 60.

Findings are:

Record review of an Order Summary Report (OSR) sheet printed on 10-01-2024 revealed Resident 3 was
admitted to the facility on [DATE] with the diagnoses of Hypertension, Severe Sepsis with Septic Shock (

infection with severe complication) and Diabetes. Further review of the OSR sheet printed on 10-01-2024
revealed Resident 3's practitioner order a treatment to Resident 3's left foot second toe as follows:

-Lt (left) 2nd toe: clean with mild soap and water, pat dry, apply betadine ( a antiseptic used for skin
disinfection) and allow to dry. Cover with a non-adherent dressing and secure it with Kerlex and tape.

Record review of a Office Visit Form (OVF) dated 9-26-2024 revealed Resident 3 had gone to their
practitioner due to a toe nail issue on the left foot. Further review of the OVF dated 9-26-2024 revealed
Resident 3's practitioner order had order a antibiotic for additional treatment for the left 2nd toe.

Observation on 10-01-2024 at 10:00 AM of Resident 3's wound treatment to the left 2nd toe revealed
Licensed Practical Nurse (LPN) A washed hands and donned gloves. LPN A removed a 4 by 4 piece of
gauze from a cup of pre-poured saline. LPN A used the 4 by 4 to cleanse the left 2nd toe. LPN A after
removing the soiled gloves and completing hand hygiene, donned clean gloves and completed the treatment
on Resident 3's 2nd great toe.

On 10-01-2024 at 1:12 PM an interview was completed with LPN A. During the interview LPN A confirmed
mild soap and water was not used to cleanse Resident 3's 2nd great toe and should have been.
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