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F 0687 Provide appropriate foot care.
Level of Harm - Minimal harm Based on observation, interview, and record review, the facility failed to provide podiatry services (service
or potential for actual harm provided by a podiatrist; a health professional trained to diagnose and treat diseases and other disorders of

the feet) for one of three sampled residents (Resident 1) as ordered by the physician.
Residents Affected - Few
This deficient practice had the potential to affect Resident 1' s foot health with a possibility to contribute to
pain and podiatric complications.

Findings:

Review of Resident 1" s clinical record titled admission RECORD, indicated Resident 1 was admitted to the
facility with diagnosis which included, dementia (loss of cognitive functioning, remembering, and reasoning to
such an extent that it interferes with a person ' s daily life and activities), glaucoma (a group of eye conditions
that damages the optic nerve leading to vision loss), hyperlipidemia (a condition in which there are high
levels of fat particles (lipids) in the blood), and depression.

Review of Resident 1 ' s skin/wound note, dated 12/31/24, the record indicated wound eval and treatment
completed on resident's right toenail with mild exudate (a small amount of fluid produced by a wound or
affected area) observed.

Review of Resident 1' s physician order, dated 1/1/25, the record indicated there was an order for a podiatry
consult for toenails.

During a concurrent interview and record review on 6/11/15, at 11:34 a.m., with the Social Services Director
(SSD), Resident 1's physician order dated 1/1/25 was reviewed. The SSD confirmed there was a physician
order for a podiatry consult for Resident 1 on 1/1/25. The SSD stated Resident 1 should be seen by a
podiatrist. The SSD further added, she was unsure why it did not happen. The SSD stated there was a risk
for pain that could affect Resident 1 ' s health and emotional well-being.

During a concurrent interview and record review on 6/11/25, at 3:19 p.m., the Assistant Director of Nursing
(ADON) confirmed the order for podiatry consult was ordered by physician on 1/1/25 after he visited
Resident 1 for a right great toenail avulsion (partial or complete removal of the toenail). The ADON further
confirmed that Resident 1 was not seen by a podiatrist. The ADON stated the physician's order needed to be
carried out and followed up. The ADON further added this practice had potential to affect Resident 1's
health.

(continued on next page)
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F 0687 During an interview on 6/11/25, at 4:15 p.m., the Administrator (ADMN) confirmed that Resident 1's

physician order for podiatry consult dated 1/1/25 was not carried out and Resident 1 was not seen by a
Level of Harm - Minimal harm or podiatrist. The ADMN stated there was a risk for infection and pain that could affect Resident 1 ' s health and
potential for actual harm well-being.

Residents Affected - Few
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