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Mary, Queen and Mother Center 7601 Watson Road
Shrewsbury, MO 63119

F 0580

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

Based on interview and record review, the facility failed to notify a resident's responsible part after a change 
in condition that required an alteration in the resident's treatment plan (Resident #1). The sample size was 3. 
The census was 74.Review of the facility's Notification of Change Policy dated 11/28/17, showed the 
purpose of this policy ensures the facility promptly informs the resident, consults the resident's physician; 
and notifies, consistent with his or her authority, the resident's representative when there is a change 
requiring notification: -Compliance guidelines: The facility must inform the resident, consult with the resident's 
physician and /or notify the resident's member or legal representative when there is a change requiring such 
notification; -Circumstances requiring notification include new treatment. Review of Resident #1's Minimum 
Data Set (MDS, a federally mandated assessment instrument completed by facility staff), dated 8/22/25, 
showed:-Intact cognition;-Diagnoses included stroke with hemiplegia and hemiparesis of right dominant side, 
open wound of left breast subsequent encounter of left breast biopsy, and seizures. Review of the resident's 
nursing progress notes, showed:-On 10/16/25 Surgical area of left breast dehisced (opened). Physician and 
nurse manager notified, received orders for antibiotic times 7 days, triple antibiotic ointment and dry 
dressing;-On 10/22/25 Resident representative contacted informed of dehisced surgical wound to left breast, 
current antibiotic and wound care orders. Representative requested resident to be sent to hospital;-No 
documentation the resident representative was notified of the change in condition prior to 10/22/25. During 
an interview on 11/3/25 at 8:03 A.M., the Administrator and Registered Nurse (RN) A said the nurse on the 
floor, Licensed Practical Nurse (LPN) D, called the physician and was supposed to call the family but 
according to the records, he/she did not call the family about the resident's change in condition. The resident 
had been on an antibiotic for a couple days when the family texted RN A and said they were just informed by 
the resident that the resident's surgical incision was open and infected and the resident was started on an 
antibiotic. During the text the family requested the resident to be sent to the hospital for follow up. During an 
interview on 11/4/25 at 12:38 P.M., The administrator and RN B said they would expect staff to notify family 
as soon as possible when a resident has a change in condition and definitely before their shift is over. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

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

(continued on next page)
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F 0684

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observation, interview and record review, the facility failed to provide services per acceptable 
standards of practice for one resident (Resident #1), when the facility failed to following physician orders for 
a left breast lumpectomy (surgical procedure to remove a potentially cancerous lump) surgical incision by not 
maintaining resident NPO (nothing to eat by mouth) status at midnight the night before surgery. The facility 
failed to obtain physician ordered treatments for the surgical site and provided treatments without a physician 
order. In addition, the facility failed to properly perform accurate head to toe weekly skin assessments. The 
sample size was 3. The census was 74.Review of the facility's Wound Treatment Management Policy, dated 
11/28/17, showed:-Policy: To promote wound healing of various types of wounds, it is the policy of this 
facility to provide evidence-based treatments in accordance with current standards of practice and physician 
orders;-Wound treatments will be provided in accordance with physician orders, including the cleansing 
method, type of dressing, and frequency of dressing change;-In the absence of treatment orders, the 
licensed nurse will notify physician to obtain treatment orders. This may be the treatment nurse, or the 
assigned licensed nurse in the absence of the treatment nurse;-Treatments will be documented on the 
Treatment Administration Record (TAR) or in the electronic health record;-The effectiveness of treatments 
will be monitored through ongoing assessment of the wound; -Considerations for needed modifications 
include Lack of progression towards healing; Changes in the characteristics of the wound. Review of the 
facility's Physician Orders Policy, dated 3/5/20, showed: -Purpose: To provide quality medical care of the 
residents by accurate follow-through of physician's orders;-All Physician Orders will be transcribed to the 
electronic Medical Administration Record (eMAR). Review of Resident #1's annual Minimum Data Set (MDS, 
a federally mandated assessment instrument completed by facility staff), dated 8/22/25, showed:-Cognitively 
intact;-Diagnoses included stroke with hemiplegia (partial paralysis on one side) and hemiparesis (partial 
weakness on one side) of right dominant side, and open wound of left breast subsequent encounter of left 
breast biopsy. Review of the resident's Care Plan, in use at the time of the investigation, showed:-Problem 
start date 8/12/25, edited 10/28/25: Resident #1 had a lumpectomy to left breast;--Goal: Resident will not 
exhibit signs of infection;--Approach: Observe and report localized infection, localized pain, redness, 
swelling, and tenderness. Provide skin care/treatment to left breast. Report signs of hematoma (collection of 
blood under the skin), hemorrhage (bleeding), purulent (puss) drainage, odorous drainage;-Problem start 
date 10/27/25, edited 10/28/25: Resident #1 has impaired skin integrity related to left breast lumpectomy. 
He/She has an open area to left breast;--Goal: Resident will be free from signs and symptoms of infection 
and will demonstrate optimal healing; --Approach: Nursing responsible to assess and evaluate wound size, 
depth, color and drainage present every week. Certified Nurse Assistance (CNA) and nursing responsible to 
keep skin clean and dry. CNA, nursing, and therapy responsible to minimize force and friction to skin. 
Nursing to provide treatment as ordered. Review of the resident's July 2025 progress notes showed: -On 
7/29/25 Resident Leave of Absence (LOA) surgical consult related to biopsy of breast;-On 7/29/25 Resident 
returned with surgical consult paperwork, papers given to supervisor. Resident upset about possible surgery. 
Review of the resident's Surgical Nurse Practitioner (NP) after visit summary notes, dated 7/29/25, showed 
preparation for surgery: Nothing to eat or drink (including water) after midnight the night before surgery (no 
gum, mints or cigarettes). Review of the resident's August 2025 progress notes, showed on 8/11/25 at 8:32 
A.M., resident scheduled for surgery today, 8/11/25. Order for Nothing by Mouth (NPO) 8/10/25 - 8/11/25 
and ate a bowl of cereal for breakfast. Nurse manager notified; resident left via transport at 8:33 A.M. Review 
of the resident's Surgeon History and Physical (H&P), dated 8/11/25, showed assessment/plan - Time of 
surgery delayed due to patient NPO time, still planning surgery later today. Review of the resident's August 
2025 progress notes, showed on 8/12/25 at 3:38 P.M. Resident returned from hospital with transport papers 
post breast mass removal. Dry dressing covering intact Dermabond (medical-grade topical skin adhesive 
used for closing wounds) to left breast, surgical glue not to be removed it will wear off. No drainage seen. 
Review of the resident's Surgical discharge orders, dated 8/12/25, showed safety Instructions and when to 
notify the physician:-Watch for signs and symptoms of temperature higher than 101 degrees Fahrenheit 
(F);-Pain that gets worse or does not get better after taking pain medication(s) as directed;-Nausea or 
vomiting or cannot eat or drink;-Bleeding from incision site;-If Incision site looks infected (red, swollen, warm 
to the touch, or non-clear, foul-smelling drainage);-Assess for numbness, tingling, or changes in color in your 
arm;-Do not remove the surgical glue. It will wear off;-May take showers with incision uncovered;-Dressing 
may be removed anytime. Review of the resident's August 2025 progress notes, showed: -On 8/13/25: 
Resident resting in bed left breast surgical site dry dressing intact, no drainage;-On 8/21/25: Area to left 
breast has scant (small amount) drainage, dressing applied. Nurse manager, physician and resident 
representative notified;-On 8/23/25: Two steri-strips to left breast site. Dressing applied per resident request. 
Review of the resident's August 2025 weekly nursing focused skin assessments on 8/19, 8/25, and 8/28/25 
showed no documentation of a left breast surgical biopsy wound. Review of the resident's surgical post-op 
follow up appointment, dated 8/28/25, showed:-Physical examination: Incision slightly superficially open with 
a small separation in the incision and some pink tissue at the incision edge at the lateral (side) peri (area 
surrounding) areolar incision (surgical incision around the pigmented area of the breast nipple), drainage is 
slightly bloody, no palpable seroma (collection of fluid) or hematoma (collection of blood). Skin glue was 
removed and replaced with Steri-Strips. A nonstick dressing was placed;-Assessment plan: Physician offered 
another follow-up to ensure resident #1 is fully healed but given that the resident stays in a nursing home 
and needs to take transportation to get here and resident family member has to come in town to come along 
with the resident, physician offered that the resident could just follow-up as needed if he/she feels it is not 
healing completely on its own. However, the physician does anticipate that the slight separation in the 
incision is going to heal on its own without any further intervention and just local wound care. There are no 
current signs of infection. Review of the Resident's September 2025 weekly nursing focused skin 
assessments on 9/1, 9/4, 9/18, and 9/25/25, showed no documentation of a left breast surgical biopsy 
wound. Review of the resident's September 2025 progress notes, showed on 9/20/23, Skin assessed for 
redness and signs/symptoms of infection, none noted. Review of the resident's physician orders, 
showed:-No orders to monitor or provide surgical wound care to left breast lumpectomy on 8/11/25, surgical 
incision prior to 10/16/25;-No order for the steri-strips that were applied on 8/23/25;-An order dated 10/16/25 
through 10/22/25, to clean left breast wound with wound cleaner, pat dry, apply Triple Antibiotic Ointment 
(TAO), cover with dry dressing;-An order dated 10/16/25 through 10/24/25, for Doxycycline (antibiotic) 100 
milligram (mg) two times a day for ten days for left breast wound infection;-An order dated 10/16/25, 
scheduled follow up with surgeon for left breast wound; -An order dated 10/20/25, for a wound care provider 
to evaluate and treat;-An order dated 10/22/25 through 10/24/25, to cleanse with Vashe (wound cleaner), 
apply collagen powder to wound bed and cover with dry dressing every other day and as needed;-An order 
dated 10/22/25, to send resident to the hospital for dehisced (wound seperation) of left breast surgical 
wound;-An order dated 10/27/25 through 11/1/25, for amoxicillin-clavulanate (antibiotic) 875/125 mg take one 
tablet by mouth two times a daily for 5 days;-An order dated 10/27/25 through 11/1/25, for doxycycline 
(antibiotic) 100 mg two times a day for five days;-An order dated 10/27/25, to cleans left breast with normal 
saline, apply xeroform (sterile wound dressing made of fine-mesh gauze impregnated with a blend of 
petrolatum (Vaseline) and bismuth tribromo phenate (a substance that kills bacteria). Cover with dry dressing 
daily and as needed if soiled. Review of the Resident's October 2025 progress notes, showed: -On 10/16/25, 
surgical area to left breast dehisced (wound separation). Physician and nurse manager notified;-On 
10/20/25, antibiotic therapy, left breast minimal drainage noted;-On 10/21/25, antibiotic therapy for left breast 
no drainage noted;-On 10/22/25, antibiotic completed small amount of dry blood on old dressing noted;-On 
10/22/25, resident representative contacted nurse, informed of dehisced surgical wound to left breast and 
current antibiotic treatment and wound care orders. Representative requested resident to be sent to the 
hospital;-On 10/27/25, resident returned from hospital. Review of the resident's wound care provider notes, 
dated 10/21/25, showed resident had a surgical excision of a cyst on 8/25/25. He/She has been released 
from care of that surgeon. Wound is currently dressed with a dry dressing. Surgical dehiscence 
measurements length 1.5 centimeters (cm), width 1.0 cm, depth 0.1 cm, undermining (wound extends under 
the wound edges) at 12 o'clock (location when compared to the face of a clock) 1.4 cm, wound is wet and 
draining, tissue red/pink, and bumpy, healable. New wound care orders to cleans with hypochlorous acid, no 
need to rinse, apply calcium alginate to wound base cut to fit inside wound edges. Do not place on skin, 
cover with self-adherent super absorbent dressing, change dressing every two days and as needed if soiled 
or saturated. Review of the resident's weekly nursing focused skin assessment, showed on 10/30/25 no 
alterations kin skin, comments-no new skin issues noted. Dressing changed on left breast per order. During 
an interview on 11/3/25 at 8:03 A.M., Registered Nurse (RN) A said on 10/16/25 he/she was assisting a CNA 
with Resident #1. The resident asked RN A to look at his/her left breast, he/she had a silicone dressing 
(wound dressing with soft tacky silicone adhesive to secure itself to the skin without sticking to the wound 
bed) on it. RN A said he/she does not remember if it had a date or initials on it and there was thick yellow 
drainage coming from breast surgical wound, no odor and the bandage was not saturated. The resident 
reported to RN A that the dressing had been on there for three weeks without being changed but did not 
remember the nurse who put the dressing on. The physician was notified, and orders were received for oral 
antibiotics and wound care. RN A said he/she review the TAR and did not find a treatment plan for the 
resident's left breast after he/she returned from lumpectomy on 8/13/25. During an interview on 11/3/25 at 
8:29 A.M., the resident said the facility did not take care of his/her breast incision after his/her lumpectomy, 
and left the dressing on for three weeks until he/she asked RN A to look at it because it was bothering 
him/her with a little pain and discomfort. When RN A removed the dressing, it had yellow stuff coming from 
the wound. The resident also said RN A notified the physician and he/she was started on oral antibiotics and 
wound care to the site. During an interview on 11/4/25 at 12:38 P.M., the Administrator and RN B said when 
residents have a surgical procedure, they would expect nursing to assess the site, obtain vital signs, and 
review orders sent with the resident after the procedure. If no orders were sent, they expected nursing staff 
to call and receive surgical incision orders. Upon the resident's return after a surgical procedure, the nurse 
should complete an assessment, vital signs, and surgical site orders should be documented and entered the 
resident's medical chart, and orders entered under physician orders and treatment administration record. 
Nurses should not complete wound care or dressing changes without an order and all physician orders 
should be followed. They expected staff to monitor the surgical site daily and document findings until the 
area is healed. They would expect weekly skin assessments completed by nursing to be thorough and 
include all open areas including surgical incisions. They were aware the resident's lumpectomy incisional 
wound had not been followed up on and physician orders were not entered into resident's orders and 
treatment administration records. They were aware a nurse applied steri strips and wound dressing to the 
resident's incisional site without a physician order. They were also aware the resident was given cereal the 
morning of surgery when there was an ordered for NPO after midnight. The nurse is supposed to inform the 
CNAs so they remove water cups. They are unsure how this happened because there was a physician order 
and treatment administration record for resident to be NPO after midnight. 2651240
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