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Level of Harm - Actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.
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Rochester Rehabilitation and Living Center 1900 Ballington Boulevard NW
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F 0684

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and document review the facility failed to ensure timely identification, evaluation, and 
treatment of a worsening skin infection for 1 of 3 residents (R1) reviewed for quality of care. This resulted in 
actual harm for R1 who developed a worsening infection in the wound in which necessary treatment and 
care were delayed. In addition, the facility failed to complete comprehensive skin assessments for 
non-pressure skin impairments (surgical wounds) for 3 of 3 residents (R1, R4, R5) reviewed for non-pressure 
(surgical incisions) skin impairments.Findings include:R1's face sheet dated 6/27/25, identified diagnoses of 
cellulitis (a potentially serious bacterial skin infection) of left lower limb, absence of left leg below the knee, 
heart failure (a condition where the heart does not pump as well as it should), and diabetes mellitus (a 
disease that results in too much sugar in the blood).R1's hospital after visit summary (AVS) dated 5/9/25, 
identified R1 had been hospitalized for a infection in left foot and had a surgical wash out and I &D (incision 
and drainage) where they found 5.4 millimeters (mm) of glass found in her foot along with purulent drainage 
(composed of pus, a thick yellowish or greenish fluid associated with infection). R1 had a magnetic 
resonance imaging (MRI) with no signs of osteomyelitis (bone infection). R1 had been discharged to the 
skilled nursing facility on oral antibiotics. R1's admission Minimum Data Set (MDS) dated [DATE], identified 
R1 had a surgical wound of the foot, needed maximum assistance for transfers and cognitively intact. 
Despite the hospital discharge summary and the admission MDS identifying the presence of a surgical 
wound R1's record did not include an admission skin assessment. R1's focus care plan dated 5/9/25, 
identified R1 had an alteration in skin integrity related to surgical incision on left foot. Interventions included: 
observe my site daily for signs of infection or poor healing (drainage, odor, redness, warmth at incision line 
and notify physician of any signs of infection.R1's physician orders for left foot incision were as 
follows:-5/11/25-6/9/25: Keep surgical incision clean and dry every shift.-5/12/25-5/15/25: two times a day 
removing packing strips x 2, cleanse foot wounds top and bottom of foot with Vashe, pack plantar and dorsal 
foot wound with 1/4 inch iodoform packing, cover with 4 x 4's, loosely wrapping with kerlix.-5/12/25-6/9/25: 
apply betadine (iodine) to incision three times per week. Review of R1's record from 5/9/25 to 5/21/25 it was 
not evident comprehensive wound assessments were completed and no indication consistent routine 
monitoring for changes was completed between 5/9/25 through 5/31/25.R1's orthopedic follow up note dated 
5/15/25, identified R1 did not need additional iodoform packing required of foot wound and recommended 
twice dry dressing with gauze and betadine swabs on Monday, Wednesday, and Friday. R1's wound would 
need an expedited (quickly) workup including emergency department (ED) if systemic changes including 
fever/night sweats, worsening drainage, spreading erythema (redness) or foul odor from the foot. Review of 
R1's medical record identified the order for the dressing changed was transcribed into the record, however, 
revealed no evidence that the directive-to transfer R3 to the emergency department upon signs of systemic 
symptoms-had been documented or acknowledged. R1's nurse practitioner (NP) visit note dated 5/19/25, 
identified R1 expressed concern that her wound care was not being completed accurately and was tearful 
about this. The incorrect dressing was in place with iodosorb packing present on the top of the foot and 
xeroform placed over the incision to the top and bottom of the foot (instead of using betadine swab and 
gauze). NP informed the nurse manager and the director of nursing of the incorrect dressing. R1's Wound 
Evaluation assessment dated [DATE], identified R1's surgical wound on the left dorsum foot measuring 7.29 
centimeters (cm) x 0.57 cm with no depth. Wound had 70% epithelial tissue (regenerating tissue), 20% 
slough (dead tissue), and 10% eschar (dead tissue that forms in a wound). Has light serosanguinous (fluid 
that contains liquid with blood) drainage. Review of R1's corresponding picture dated 5/22/25, identified nine 
sutures on the top of the foot with sutures not approximated (edges together). Wound base had a yellow 
substance at the top and bottom of the wound and a dark red area in the middle. The 3rd and 4th toe had a 
reddish scab like between the toes. R1's foot had swelling on the top of the foot and in the toes. Noted dark 
brownish skin on the left side of the wound without redness.R1's wound nurse note dated 5/22/25, identified 
R1 was evaluated for a wound consult for a left foot surgical incision. R1 reported recent infection and 
subsequent surgery on her left foot. R1 was not having pain but having itching on the central part of the 
incision. No signs of infection and to follow up with surgeon. To follow up on weekly wound rounds.R1's clinic 
internal medicine note dated 5/27/25, identified that communication had been received from the facility on 
5/24/25 regarding left wound had increase in drainage, no odor but white slough in stitches. Wound cleansed 
per order and wrapped. Physician assistant said to follow up with in facility provider on 5/28/25. Review of 
R1's progress notes on 5/24/25 to 5/27/25 did not identify an expedited workup including sending R1 to the 
ED for increased drainage had been completed per the physician orders from 5/12/25. R1's NP nursing 
home visit note dated 5/28/25, identified a large piece of callused skin naturally removing from the healthy 
skin on the bottom of the left foot had begun to pull on the sutures on the bottom of the left foot and had 
become uncomfortable for R1. NP removed a small amount of devitalized material with surgical scissors. No 
obvious signs of infection observed. End of last week nursing noted a small amount of drainage on the gauze 
and over the weekend they noticed slough at the distal (situated away from the center of the body) portion of 
the sutures on the top of the foot. Will review with orthopedics. Review of R1's record did not identify 
orthopedics had been notified of the findings.R1's Wound Evaluation dated 5/29/25, identified a surgical 
wound on the left dorsum foot measuring 7.11 centimeters (cm) x 0.65 cm with no depth. Wound had 50 % 
epithelial tissue, 10% granulation (pink or red, bumpy, and moist tissue that fills in the wound bed), 20 % 
slough (dead tissue), and 10% eschar. Has light serosanguinous drainage. Review of the corresponding 
image dated 5/29/25, identified nine sutures on the top of the foot with incisional line not approximated 
(edges together) with open areas between the width of the sutures (consistent with dehiscence). Wound 
base had a yellow substance (consistent with slough) in the entire wound bed. Between the 3rd and 4th toe 
had an opening with a yellow substance in the base of he wound between the toes. Skin was dry and flaky 
on the entire foot with swelling on foot. Skin above the sutures near the ankle were dark purple in color and a 
brownish scab noted on the lateral side of the sutures. [AO1] R1's wound nurse note dated 5/29/25, 
identified R1 was seen for a wound follow up of left foot. R1 denied pain or concerns with her foot. R1 did 
complain of itching of foot and stated she was tender in the toe, with a lot of dry and peeling skin. Wound 
appeared slightly improved today. Wound plan was the following:-twice daily dressing changes. Apply gauze 
top and bottom of foot over incision. Wrap with Kerlix and secure with tape. Betadine swabs to surgical 
wound top and bottom of foot Monday/Wednesday/and Friday.-follow up with surgeon-suture removal by 
surgeon-recommend applying lotion to dry skin daily.R1's progress note dated 5/31/25, identified R1 was 
sent to the emergency department (ED) for evaluation of suspected infected surgical site of left lower 
extremity. R1 had swelling and purulent drainage from the surgical incision.R1's hospital admission note 
dated 5/31/25, identified R1 admitted to the hospital after being seen in the ED for evaluation and treatment 
of a recurrent left foot infection with progressive drainage, pain, and dehiscence (splitting or bursting open) 
over the past several days. Computed tomography (CT) scan showed increased gas and fluid collection 
along the dorsum (top) of the left foot now extending into more laterally and further into the 3rd and 4th toe 
metatarsophalangeal (joints located in the forefoot) joints. R1 stated her foot became more erythemic 
(reddened), more swollen, and had some dehiscence after stopping antibiotics a week ago.R1's hospital 
orthopedic trauma surgery consult note dated 5/31/25, identified R1 was seen in the emergency department 
(ED) with an apparent recurrent infection in her left foot. R1foot wound showed dehiscence of the distal 
incision as well as spreading erythema and purulent drainage. R1 reported in the ED that the incision started 
looking worse over the past few days with increasing drainage. R1's hospital Discharge summary dated 
[DATE], identified R1 was hospitalized for ongoing treatment of an recurrent left foot infection. R1 was given 
intravenous (IV) antibiotics and had an (MRI) of the left foot which revealed a dorsal abscess with 
osteomyelitis (bone infection) and ultimately had a below the knee amputation of the left leg on 6/4/25. R1 
was discharged back to the skilled nursing facility on 6/9/25.During an interview on 6/25/25 at 12:32 p.m., 
licensed practical nurse (LPN)-A stated when she performed R1's left foot wound care on 5/30/25, R1's foot 
it looked infected. LPN-A stated she then brought registered nurse (RN)-A to evaluate R1's foot and RN-A 
told her R1's foot had been seen by the nurse practitioner the day prior and the wound appeared the same. 
LPN-A did not look at the notes or the image of R1's foot that had been taken the day prior. LPN-A then used 
the facility phone and took an image of R1's left foot, because she believed R1's foot looked terrible. LPN-A 
stated she did not notify the nurse managers, primary physician, or orthopedics of her concern for infection. 
LPN-A waited until she returned to work the next day and then proceeded to send the image of R1's foot to 
facility nurse managers and then was instructed by management to send R1 to the ED. LPN-A was not 
aware of an order for R1 to send her to the ED if the wound had appeared worse and no order was in the 
electronic health record to her knowledge.During an interview and observation on 6/25/25 at 12:30 p.m., 
LPN-B explained nurses had an incident phone to communicate to management about any concerns during 
their shifts. LPN-B obtained the incident phone and identified two images were on the phone of R1's foot with 
a date of 5/30/25 at 1:16pm. The corresponding images of R1's left foot had a surgical incision on the bottom 
of the foot near the 4th toe with 3 sutures that had dark blackish spot underneath the sutures, under the 4th 
toe there was a circular shaped area with yellowish material in the center and another area with toes swollen 
and reddened. 9 sutures on the top of the foot which appeared to be not holding the skin together-inside the 
wound had a thick yellow-pus like material. The skin surrounding the wound appeared shiny, red, and 
swollen. In between the 3rd and 4th toe was thick yellowish material. LPN-B further stated the wound 
appeared like it had drastic change from the last time she had seen it and was taken by the nurse due to a 
concern for infection. During an interview on 6/25/25 at 3:17 p.m., registered nurse (RN)-A stated she 
observed R1's left foot on 5/30/25 with LPN-A. RN-A explained she thought the foot looked the same, 
however the night shift had to change R1's dressing due to it being saturated. RN-A did not document her 
evaluation of R1's wound in her chart or call the physician to update on the increase drainage and was not 
aware of the recommendation from the orthopedic appointment on 5/15/25 to send R1 to the ED if increase 
drainage. RN-A stated it would be normal standard of practice for a nurse to communicate to the provider a 
change in the condition of a surgical wound and would not need to have an order in the chart to give us 
direction, however, did not think the wound appeared worse when she looked at the wound on 5/30/25. 
During an interview on 6/27/25, registered nurse (RN)-C observed the wound images of R1's left foot that 
had been taken on 5/29/25 and 5/30/25. RN-C stated left foot appeared definitely worse on 5/30/25. RN-C 
stated she would have notified the physician right away and sent R1 into the ED for evaluationDuring an 
interview on 6/24/25 at 4:06 p.m., R1 stated a nurse had taken a picture of her left foot a few days prior to 
her being sent to the hospital because she felt her wound looking infected, and by the time she was sent to 
the ED the infection had went to the bone and needed to have an amputation. The first nurse thought her 
foot was infected, she brought a second nurse to come and look at her foot and she stated it looked fine. R1 
stated she was so glad the pictures were sent to management, and she was sent to the ED. R1 further 
stated, the nurse that took them the pictures, Basically saved my life. During an interview on 6/27/25 at 11:18 
a.m., nurse practitioner (NP) reviewed R1's images of her left foot taken on 5/29/25 and again on 5/30/25 
and stated the wound appeared to be worse on 5/30/25 and staff should have made provider notification on 
5/30/25 and not waited until 5/31/25, however it would have not changed the outcome of her having the 
amputation due to her diabetes and the extent of infection she had in her foot. During an interview on 6/25/25 
at 1:09 p.m., director of nursing (DON) stated the director of nursing at the time on 5/31/25 directed LPN-A to 
send R1 to the ED after first seeing the photo. In a follow up interview at 6:18 p.m., DON stated if she had 
been aware of R1's foot looking infected on 5/30/25 she would have had the nurse send her into the ED on 
that day. DON further stated it is a standard of practice for a nurse to notify the physician if they feel a wound 
appeared worse to get direction from the provider and confirmed that this was not done until 5/31/25 when 
she was sent into the ED for evaluation.R4's face sheet dated 6/27/25, identified diagnoses of end stage 
renal disease, immunodeficiency, diabetes mellitus, and kidney transplant.R4's hospital Discharge summary 
dated [DATE], identified R4 had been hospitalized from [DATE] to 6/2/25 after having sustained an injury to 
his right lower extremity after hitting his leg on his scooter. and has a significant right lower extremity 
hematoma (a localized collection of blood outside of the blood vessels) which needed to be evacuated (a 
surgical procedure to remove) on 5/11/25. necrotic tissue and fat removed. R4 had subsequent surgical 
debridement (a medical procedure to remove dead, damaged, or infected tissue from a wound to promote 
healing) on 5/12, 5/16/25, and 5/22/25. R4 was discharged to the facility on 6/2/25.R4's hospital after visit 
summary dated 6/2/25, identified R4 had a wound on his right lower extremity and the beefy red tissue to be 
covered with a saline moistened gauze and then covered with an ABD and then gauze roll to hold dressing in 
place.R4's nurse practitioner note dated 6/4/25, identified wound orders changed to the following: cleanse 
with normal saline, pat dry, cover entire area of debridement (fascia and granulation tissue) with double layer 
xeroform gauze, cover with one to three layers of ABD for absorption, securing with gauze and paper tape. 
R4's Wound Evaluation dated 6/5/25, identified a surgical wound on front right lower leg that was present on 
admission. Wound measured 27.65 cm x 7.21 cm, with 60% granulation, and 40% slough. Wound had heavy 
bloody drainage. Review of R4's record from 6/6/25 to 6/25/25 did not identify any comprehensive weekly 
wound assessments had been completed. R4's trauma surgery follow-up note dated 6/16/25, identified R4's 
right lower leg wound had progressed quite well and the facility should continue to monitor the wound for 
signs of infection, which would include fever, chills, nausea, vomiting, purulent drainage, expanding redness 
from the wound, or increased or new abdominal pain. The new order was to place xeroform over the 
exposed fascia (connective tissue) and moist to dry dressings to the remainder of the wound bed twice daily. 
R4's nurse practitioner note dated 6/18/25, identified right lower leg stable with increase in pain in recent 
days. R4 described the pain as burning or poking pain. Pain medication added every six hours as needed. 
Note identified R4 was seen two days prior by general surgery and wanted wound care orders to be adjusted 
and she will follow up for clarification.During an interview on 6/25/25 at 3:30 p.m., licensed practical nurse 
(LPN)-B stated R4 did not have consistent weekly wound evaluations done by the wound nurse practitioner 
due to him being out for dialysis appointments on the days she came to look at the wounds. LPN-B was not 
aware if another nurse in the facility had been assigned to complete the weekly wound assessments if the 
wound nurse was not able to see the residents on her rounds.During an observation and interview on 
6/25/25 at 5:44 p.m., R4 was lying in bed and registered nurse (RN)-B was performing wound care. R4's 
right lower had a white gauze dressing in place, the dressing had moderate amount of wet liquid with a no 
color. When the dressing was removed another dressing was covering the wound, upon removal, it was 
noted to have moderate amount of clear liquid. R4 denied pain with the dressing removal. The wound was 
irregular in shape. Noted area of beefy red skin in the wound with clean edges and without discoloration. At 
the 12 o'clock position there was a white area approximately 4.0 cm in diameter. This area had a yellowish 
mesh, which RN-B called xeroform. that had been covering the wound. R4 stated his wound is healing slowly 
due to his immune system being impaired, but it looked better. Wound was measured and 25.0 cm x 11.0 cm 
per RN-B, and stated the wound looks better than since the last time she had seen it. Review of R4's 
progress notes on 6/26/25, did not identify any documentation of the wound evaluation completed on 6/25/25.
During an interview on 6/26/25 at 12:01 p.m., wound nurse practitioner (WNP) stated R4's wound had not 
consistently been evaluated each week due to R4 being out of the facility on the days she came to the 
facility. WNP was unsure whether other staff in the facility had been trained to use the skin and wound 
application to do the weekly assessment if she missed seeing a resident. WNP further stated the purpose of 
a weekly wound assessment of a resident's wounds would be to track and to monitor healing and inform the 
physician if the wound was not healing to possibly change the treatment of the wound. WNP further stated 
the lack of comprehensive wound assessments being consistently completed could put a resident at risk for 
a worsening wound. During an interview on 6/26/25 at 3:30 p.m., director of nursing (DON) stated that they 
utilize a wound nurse to come and do the weekly comprehensive wound assessments and she uses the 
wound application in the electronic health record (EHR). The DON indicated wound assessments had not 
been completed consistently because staff nurses were not trained on completing wound assessments in the 
absence of the contracted wound practitioner. DON stated the weekly comprehensive wound assessments 
are important to evaluate the healing of a wound and without having them done consistently it could lead to a 
deterioration in a wound, an infection could be missed and could cause an increased risk of serious 
complications.R5's face sheet dated 6/27/25, identified diagnoses of joint replacement surgery, obesity 
(excessive body fat), and chronic kidney disease (damage to the kidneys).R5's hospital Discharge summary 
dated [DATE], identified R5 had been hospitalized to perform a left hip arthroplasty (replacement) due to an 
infection and inflammatory reaction of the left hip prosthesis. R5 was discharged to the skilled nursing facility 
on 6/16/25.R5's hospital After Visit Summary dated 6/16/25, identified R5 had a wound vac (a medical 
device used to help wounds heal) and was to be left on for one week after surgery. R5's physician orders 
identified a wound vac over the incision and was discontinued on 6/18/25. Review of R5's chart from 6/16/25 
to 6/25/25 did not identify a comprehensive wound assessment had been completed on the surgical wound. 
R5's progress note dated 6/25/25, identified surgery team notified of drainage to the distal (situated away 
from the center of the body) part of the surgical wound and strong odor noticed. R5's record did not identify a 
wound evaluation was completed on 6/25/25.R5's Skin and Wound Evaluation dated 6/26/25, identified a 
surgical wound located at the left front trochanter (hip) that was present on admission. Wound measured 37.
90 cm x 1.80 cm x 0.1 cm Noted light serosanguinous drainage. Area marked as a new wound.R5's progress 
note dated 6/26/25, identified surgery team will see R1 on 6/27/25 for labs and in clinic visit to evaluate 
wound.R5's orthopedic surgery note dated 6/27/25, identified that wound appeared normal for this stage of 
surgery and continued oral antibiotics for two more weeks.During an interview on 6/26/25 at 5:40 p.m., 
medical director (MD)-H stated her expectation would be for the facility to document a weekly wound 
assessment for all wounds to track and monitor healing and allows them to look for changes in the wound 
and is needed to avoid the risk of the wound becoming worse.Review of the facility's Notification of Changes 
policy dated 12/16, identified immediate notification of the resident; consult with the resident's physician is to 
be done in the following situations:-A significant change in the resident's physical, mental, or psychosocial 
status including a deterioration in the health, mental, cognition, medication change, or psychosocial status in 
either life-threatening conditions or clinical complications.Review of the facility's Wound Assessment Protocol 
dated 2/24/25, identified comprehensive wound assessment is necessary during every dressing change. 
Comparing the assessment results to the previous findings helps monitor, communicate, treat, and document 
wound healing progression or complications. Documentation associated with wound assessment 
included:-date and time of the wound assessment.-general appearance of the skin and bony 
prominences-location, size, and appearance of the wound site-presence or absence of
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Rochester Rehabilitation and Living Center 1900 Ballington Boulevard NW
Rochester, MN 55901

F 0867

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Set up an ongoing quality assessment and assurance group to review quality deficiencies  and develop 
corrective plans of action.

Based on interview and document review the facility failed to ensure the Quality Assurance and Performance 
Improvement (QAPI) committee identified, investigated, analyzed, and responded to wound assessments not 
being completed by developing and implementing action plans for process improvement. This had the 
potential to affect all 36 residents that resident in the facility. Findings include:See F684: Based on 
observation, interview, and document review the facility failed to ensure timely identification, evaluation, and 
treatment of a worsening skin infection for 1 of 3 residents (R1) reviewed for quality of care. This resulted in 
actual harm for R1 who developed a worsening infection in the wound that delayed treatment and care. In 
addition, the facility failed to complete comprehensive skin assessments for non-pressure skin impairments 
(surgical wounds) for 3 of 3 residents (R1, R4, R5) reviewed for non-pressure (surgical incisions) skin 
impairments.During the facility resident record review on 6/25/25 for resident sample selection revealed from 
5/9/25 to 6/25/25, the facility had three residents that did not have consistent wound evaluation assessments 
completed on surgical wounds. Review of R1's record from 5/9/25 to 5/21/25 did not identify a 
comprehensive wound assessment had been completed for a surgical wound on her left foot.Review of R4's 
record from 6/6/25 to 6/25/25, identified there was a wound assessment completed on 6/5/25, however was 
not completed again until 6/26/25.Review of R5's record from 6/16/25 to 6/25/25 did not identify a 
comprehensive wound assessment had been completed on the surgical wound. A copy of the facility's 
current quality action plans was received on 6/30/25, and did not identify any plan for assessing or 
monitoring of skin related issues.During an interview on 6/27/25 at 12:19 p.m., director of nursing (DON) 
stated prior to the beginning of the survey, a few weeks ago (but could specify a date), she had been 
informed by the certified wound nurse practitioner that wound assessments had not been completed 
consistently on the residents with current wounds. DON stated she had not brought the practitioner's 
concerns forward to the quality team nor did she create an action plan to address the issue. DON further 
stated, the quality team met on 6/26/25 (during the survey) to discuss the concerns with the facility's wound 
management program and were currently working on a plan to correct. The quality team had been 
monitoring pressure related skin issues, however, DON indicated non-pressure related skin concerns were 
not being addressed and would be monitoring those concerns at the next quality meeting. Review of the 
facility's Quality Assessment and Assurance/Quality Assurance Performance Improvement (QAA/QAPI) 
Committee Policy and Procedure dated 11/21, identified the following:-When improvement or innovation is 
indicated based on outcomes and/or new information, Performance Improvement Plans (PIP's) will be 
chartered as needed. -A Root Cause Analysis (RCA) or equivalent process will be completed when needed 
to define the problem or need.-The QAPI team will define who is on the PIP team which will utilize the Model 
for Improvement process to determine what change is indicated based on the RCA findings and additional 
information identified.-The team then proceeds with testing the change, making any necessary changes, and 
then designing an implementation plan.-Once the plan is completed a sustainability (monitoring) plan is 
created. The metric or process to monitor this issue will be added to the QAPI Surveillance Data and 
Reporting Schedule as the feedback loop for on-going monitoring.
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