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Honor the resident's right to a dignified existence, self-determination, communication, and to exercise
his or her rights.

Based on observation and interview, the facility failed to provide dignity and respect to a resident
during a wound care treatment when a staff member argued with one resident (Resident #4) who
attempted to direct his/her own care. The facility census was 7.Review of the facility's policy titled
Patient [NAME] of Rights, undated, showed the following:-The purpose of the Patient [NAME] of
Rights is to inform patients and their family members of their rights and responsibilities;-The facility
has defined patient rights and responsibilities to comply with the patient Self-Determination Act,
(Health Insurance Portability and Accountability Act (Hippa) and Centers for Medicare and Medicaid
Services (CMS) and other applicable regulations and organizational values;-Patients have the right to
be treated with respect and dignity. Patients will be cared for in a safe environment that provides
personal privacy, preserves dignity and contributes to a positive self-image;-Be involved in their care
decisions including but not limited to participating in all decisions related to their health
care;-Participate in the development and implementation of their plan of care including but not limited
to being involved in care planning, treatment and discharge planning;-Patients have the responsibility
to communicate with caregivers their desires and to ask questions to ensure they understand the plan
of care being considered. 1. Review of Resident #4's face sheet (admission data) showed an
admission date of 03/31/26. Review of the resident's admission Minimum Data Set (MDS-a federally
mandated comprehensive assessment instrument completed by facility staff), dated 04/06/26,
showed the following:-Cognitive skills intact;-The resident was independent with toileting and
mobility. Review of the resident's care plan, revised 04/26/26, showed the patient/family able to
effectively weigh alternatives and participate in decision making related to his/her treatment and
care. An observation on 04/22/26, at 3:35 P.M., showed the following:-Skin Wound Ostomy Team
(SWOT) Registered Nurse (RN) C and Licensed Practical Nurse (LPN) A entered the resident's room
to perform wound care on his/her left leg;-The resident lay in bed with a Kerlix (a highly absorbent,
100% cotton fluff gauze with a crinkle-weave pattern, commonly used as a primary or secondary
dressing to manage wound drainage) around his/her left leg with serous (a clear, thin, watery plasma
that commonly appears during the early stages of wound healing) drainage approximately the size of
an egg visible on the left side/back of the Kerlix dressing;-The resident told the RN and LPN the
supplies they needed and where they should place the supplies;-The resident asked the nurses to
place three disposable pads under his/her legs to catch the saline when they irrigated the wound;-The
RN said they did not need to place that many disposable pads under his/her legs as he/she would not
need that much saline;-The resident said you will need two bottles of saline and the 60 milliliter (ml)
syringe and large plastic graduated container located on a counter in his/her room, to irrigate the
wound;-The LPN looked at the container, syringe, and two opened bottles of normal saline and threw
them in the trash as no opened date was visible on the items. One unopened bottle of saline remained
on the counter along with a pink plastic basin that contained various supplies;-The resident told the
nurses they needed the container they threw away to pour saline in when they irrigated the wound
with the syringe;-The RN said he/she would not need that large container as he/she would not use
that much saline;-The RN asked the resident if he/she could pour saline over the wound, and the
(continued on next page)
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resident said no, he/she did not want all of that saline on his/her bed and again requested more
disposable pads;-The LPN found another syringe in the supply bucket and showed the RN. The
resident said that syringe was not big enough and you need to irrigate it using the large syringe. The
LPN looked and found another 60 ml syringe;-The resident said on Monday, the nurse practitioner
changed the frequency of the dressing change to every three days. This (pointing to the visible
drainage on the dressing) is the reason he/she could not go three days without a dressing change;
-The resident again asked the nurses to get four 4X4 gauze and more saline, neither nurse
acknowledged the resident's request;-The RN told the resident if the drainage was leaking through the
dressing, they needed to change the Xeroform (a non-adherent wound dressing consisting of fine
mesh gauze primarily used to maintain a moist wound environment for low-draining, chronic
(continuing or occurring again and again for a long time) wounds). The resident said the absorbent
dressing would stick to the wound. The RN said they could replace the ABD pad (thick, highly
absorbent medical dressings designed for heavily draining wounds) with the more absorbent dressing.
The resident said it would not need that if staff changed it every day; -The resident again asked the
RN for four 4X4 gauze. The RN said he/she would not need three gauze; the resident said you will
need four. -The RN grabbed his/her scissors and started to lift the Kerlix to cut off the dressing. The
resident said do not start until you have all of the supplies assembled, four 4X4 gauze, more saline
and a large container and syringe;-The resident then told the nurses to place a table at the end of the
bed to set the supplies on. The RN slid out the bottom tray of the resident's bedside table. The
resident said no, do not use that, it is dirty. The RN said he/she would clean it and wiped off the
bottom tray of the bedside table with a sanitizing wipe. The resident said no, do not use that. They
use the table near the window (pointing to a small table with various wound supplies). The LPN
removed the items from the table near the window, moved it closer to the bed, but not at the foot of
the bed as the resident requested, then cleaned it with a wipe. The LPN picked up supplies to place
on the table, but the resident said you need to place something over the table before adding the
supplies. The RN placed the pad on the table still wet from sanitizing wipe. The resident said no, you
need to dry off the table before placing supplies on it as it could seep through and make the supplies
wet. The nurses removed the disposable pad, dried the table with a paper towel, then covered the
table with a new disposable pad;-The resident asked the nurses again to get a large container with a
syringe to irrigate the wound. The nurse said he/she would not need it and this was what he/she was
doing. The resident said you are not supposed to rub the wound and again insisted on the large
container with syringe; -The RN disagreed with the resident several times about not needing the large
container.-The resident said you could have gotten another one (from the supply room) instead of
arguing with him/her;-The RN said, this is how we are doing the dressing change, is that okay? The
resident said no, it was not okay;-The resident said ma'am, please, could you get the large
container?-The RN and LPN left the room and returned a short time later with a sealed package. The
RN opened the package and removed a large syringe and small container from the package;-The
resident said please, get the proper materials. He/she did not know why he/she (the RN) was arguing
with him/her. He/she (the resident) wanted a large container so they (the nurses) would not need to
pour more saline in the container. The large container held enough fluid to complete the irrigation;-The
RN said this one (pointing to the smaller container) would work fine;-The resident said it was too
small and he/she needed to get one like he/she had;-The LPN said this one (pointing to the small
container) was sterile and the one the resident kept requesting was not sterile and was packaged in
bulk. The smaller container should work fine;-The resident said the large container was clean and
when staff would bring it to him/her, it was covered with plastic; -The RN said he/she had been doing
this (dressing changes) for 27 years and this container (pointing to the small container) would work
fine. Could he/she just remove the resident's dressing. The resident said place another disposable
pad under his/her legs;-The RN started unwrapping the kerlix covering the resident's wound, and the
resident again told the nurses they needed to place another disposable pad under her legs. The RN
(continued on next page)
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told the LPN to place another pad under his/her legs if it made the resident happy. The LPN complied;
-The RN told the resident he/she was sorry but this was his/her first time changing the resident's
dressing. The resident said he/she knew that and that was why he/she was telling the RN how to do
itl-The resident said ma'am could you just get the large container? The resident said I should not have
to go through this;-The RN asked the resident if he/she could remove the dressing. The resident
agreed then told the RN how to remove the tape and unwrap the three kerlix wrapped around his/her
leg;-The RN filled the syringe with normal saline and turned to moisten the ADB dressing which had
visible drainage that leaked through to the outside of the dressing. The resident said, do not saturate
my dressing. The RN said he/she would like to wet it. The resident said no, it would come off; -The
RN carefully removed the ABD pads and showed a large amount of serous, yellow and bloody drainage
on the ABD. The resident said they saturate this pointing to the xeroform still covering the wound;-At
approximately 4:05 P.M. (30 minutes after the RN and LPN entered the room), the SWOT Manager and
another RN entered the resident's room. The resident looked at the four nurses standing in the room
and said he/she did not want an entourage. LPN A left the room followed by the second RN;-The
SWOT Manager introduced herself to the resident and RN C saturated the xeroform with saline. After
saturating the xeroform, the resident said the RN needed to change his/her gloves. The RN said
he/she was just going to remove the old dressing. The resident said no, change your gloves, you have
been touching the syringe. The SWOT manager told the RN, Just do it.-The RN changed his/her
gloves, and the SWOT manager took over the wound care;-The resident told the SWOT nurse to move
the table containing the supplies to end of the bed and the trash can to the right of the SWOT
manager. Neither nurse moved the table to the end of the resident's bed as requested;-The SWOT
nurse removed the xeroform and showed a large red, open wound, which wrapped around the entire
circumference of the resident's leg except for a small vertical strip of skin approximately two
centimeters (cm) wide and the length of the wound;-The RN told the SWOT Manager that he/she
discussed with the resident that a more absorbent dressing would be better, but the resident did not
want that;-The SWOT Manager poured more saline in the small container. The resident told the SWOT
Manager he/she wanted her to irrigate the wound vertically, starting at the top then moving down the
leg. The SWOT Manager said she did not think that was a big deal, the resident said it was and
repeated how he/she wanted the SWOT Manager to irrigate the wound. The SWOT nurse
complied;-The resident said he/she needed two more disposable pads under his/her legs. The RN told
the resident he/she already had one. The resident said he/she needed another as he/she did not want
blood and drainage all over his/her sheets;- The resident looked at his/her wound and told the SWOT
Manager that it appeared meaty because the NP changed the order. The SWOT nurse confirmed the
NP's order and said they would talk to the NP or physician about the change;-The resident again said
he/she wanted another disposable pad under his/her legs. The SWOT Manager asked the RN to get it
for the resident;-After irrigating the wound per the resident's directions, the SWOT Manager began
drying the wound by patting it with a 4X4 gauze, starting at the top working her way around the
resident's leg in a circular. The resident told the SWOT Manager that she needed to start at the top
and work her way down the leg. The SWOT Manager said she was going around the wound. The
resident said no, go from the top down, vertically, to ensure the entire wound was dried. The SWOT
Manager said she did but would do it the way he/she (the resident) wanted. The resident said that
was not how he/she wanted it but how it was always done;-While the SWOT Manager performed the
resident's wound care, the resident told the nurse, see, if you would have moved the table to where
he/she asked (at the foot of the bed), you would not have to twist around, your supplies would be
within easy reach;-The SWOT Manager then applied the xeroform per the resident's instructions and
before she could start apply the ABD pad, the resident said, change your gloves. The SWOT Manager
said the protocol was to change gloves after removing the dirty dressing before applying a clean
dressing, and she was going from a clean dressing to another clean dressing. The resident said
he/she did not care, the SWOT Manager's hands were sticky from the xeroform. The Manager
(continued on next page)
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complied with the resident's request.-The SWOT Manager completed the dressing change and RN C
applied lotion to the resident's feet and legs.During an interview on 04/22/26, at 5:22 P.M., RN C and
the SWOT Manager said the following:-RN C said he/she worked as a wound nurse for 27 years. The
NP ordered staff to clean the resident left leg wound with saline, apply Xeroform, cover with ADB and
wrap with kerlix, every 72 hours.;-The SWOT manager said she was RN C's manager. Resident #4 was
very picky and not receptive to all plans of care (related to wound management). They had to find a
plan that was appropriate for the wound and one that he/she (the resident) agreed with;-RN C said
someone told him/her that the resident liked things a certain way. The resident became upset with
him/her (RN C) because he/she was not doing things like he/she (the resident) wanted. The RN C
said he/she probably did argue with the resident over the size of container;-The SWOT Manager said
the RN used the sterile container because it was cleaner and thought the resident would prefer
that;-RN C said he/she used a sterile container and syringe but did not use sterile technique, it was
clean technique. The RN said after the interaction, he/she guessed the size of the graduate container
did not matter. After he/she completed all of the wound care, he/she told the resident thank you.
He/she thought the resident appeared calmer when he/she did as the resident saw fit;-The SWOT
Manager said when the resident asked her to change her gloves after applying the xeroform, she tried
to educate the resident but decided to just do it if it made the resident more comfortable and less
anxious.During an interview on 04/23/26, at 9:46 A.M., the resident sat in his/her bed. The resident
said the nurse did not want to use the table to organize his/her wound care materials. The resident
informed the wound care nurse other staff organize the wound care material first. The resident did not
feel the wound care nurse listened to him/her.During an interview on 04/23/26, at 9:30 A.M., RN D
said the following:-Staff should not argue with residents;-If staff and a resident did not agree about a
plan of care, staff should have a conversation with the resident, but resident could have their own
opinion about their care, and they are allowed to refuse; -Staff should try to honor residents'
preferences within reason.During an interview on 04/23/26, at 5:10 P.M., LPN A said the
following:-RN C made a point when he/she did not comply with the resident; -We, as nurses, used the
container we thought was appropriate for the situation;-The type of container did not necessarily
matter but we did not want to compromise with her because where would it stop? He/she would think
he/she was right, and we would have no say in the care we provided;-RN C used the type of container
and syringe he/she thought the resident wanted, it was sterile and the resident was concerned with
germs;-After discussing the incident further, the LPN said if a resident could not control their
environment, they could control how other provided their care, and we are their advocates.During an
interview on 04/23/26, at 1:52 P.M., the Director said she expected staff to honor resident requests
and not argue with a resident regarding care. She expected staff to educate a resident if a request
contradicted a physician order and staff should find a compromise to work with the resident. During
an interview on 04/23/26, at 2:25 P.M., the Assistant RN Director said the following:-The nurse could
not override the provider's orders if a resident did not agree with it. The resident had the right refuse
the treatment;-The resident wanted staff to use four 4X4s because at one time, staff did not dry the
wound well enough and left it too wet;-It was not okay for staff to be disrespectful or show no
concern for a resident;-Resident #4 was very particular but the interaction between him/her and RN C
did sound like a power struggle;-Sometimes it was easier to follow a resident's instructions as long
as the instructions were not unreasonable such as not following a provider's order.During an interview
on 04/23/26, at 4:20 P.M., the RN Director and Administrator/Director said the following:-The RN
Director said it was not appropriate for staff to argue with a resident. If they had a disagreement, the
two parties should communicate and discuss the issue and come to a reasonable agreement;-The
Director said when in the facility, residents did not have a lot of choice and giving them a sense of
control could mitigate problems and they may be willing to do things for you;-The RN Director said
arguing with a resident is not what we expect of staff. Resident #4 knew his/her treatment.
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