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Salmon Creek Post Acute & Rehabilitation 2811 NE 139th Street
Vancouver, WA 98686

F 0760

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure residents were free from medication and/ or 
treatment errors when medications and or treatments were not administered in accordance with provider 
orders for 1 of 3 sampled residents (Resident 1) reviewed for medication errors. This failure placed residents 
at risk of adverse medical conditions, a change in health conditions, and a diminished quality of life. Findings 
included .Review of the facility policy, Medication Administration Section 7.1, General Guidelines, dated 
January 2023, noted, Medications are administered in accordance with written orders of the prescriber . The 
individual who administers the medication dose records the administration on the resident's MAR [Medication 
Administration Record] immediately following the medication being given.Resident 1 was admitted to the 
facility on [DATE] with diagnoses including Diabetes Mellitus II [a chronic condition characterized by high 
blood sugar] and Peripheral Vascular Disease [a chronic disease affecting the blood vessels, typically in the 
legs, causing narrowing of blood vessels and reduction of blood flow]. The admission Minimum Data Set 
(MDS- an assessment tool) assessment, dated 07/01/2025, showed Resident 1 had moderately impaired 
cognition.Record review of Resident 1's care plan, dated 08/20/2025, showed Resident 1 had a care focus 
area for skin impairment involving three open areas to their left lower extremity, an open area on the 
buttocks, and impaired skin integrity to the right heel. Interventions included provide treatments as ordered.
Record review of Resident 1's MAR and Treatment Administration Record (TAR), dated July and August 
2025, showed Resident 1 had the following wound care orders:Once daily: Bilateral heels: cleanse with NS 
[normal saline] or wound cleanser, apply cut to fit calcium alginate [wound dressing to help absorb drainage 
and promote healing] to wound beds and cover with bordered foam dressing;Once daily: Bilateral heel 
wounds, cover wound with Betadine [skin disinfectant] soaked gauze, cover wet gauze with a layer of dry 
gauze. Wrap in kerlix (rolled gauze) to keep dressings in place.The MAR and TAR showed Resident 1 did 
not receive the above wound care treatments on 07/16/2025, 08/06/2025, 08/11/2025, and 08/16/2025.
Record review of Resident 1's progress notes, dated 06/01/2025-09/04/2025, showed no documentation that 
Resident 1 received their wound care treatments or why they did not receive their wound care treatments for 
07/16/2025, 08/11/2025, and 08/16/2025. A progress note dated 08/06/2025 showed that wound care was 
provided by an outside provider, but was not noted on the MAR/TAR.In an interview on 10/09/2025 at 
3:15PM, Staff B, Registered Nurse and interim Director of Nursing, said the expectation for nurses was to 
administer medications, care, or treatments according to the providers' orders.Reference WAC 388-97-1060 
(3)(k)(iii)
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