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F 0684 Provide appropriate treatment and care according to orders, resident?s preferences and goals.

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm interview and record review, the facility failed to provide documentation of ongoing assessments of a
surgical wound as directed in facility policy for one resident (Resident #1), in a review of eight

Residents Affected - Few sampled residents, when the resident's wound deteriorated. The facility failed to notify the surgeon

when the wound had an increase in bleeding for four days which caused a delay in the resident being
sent to the emergency department following a miscommunication and a missed appointment with the
surgeon. The facility census was 32.Review of the facility's policy, Wound Treatment Management,
last revised 04/2025, showed the following:-It is the policy of this facility to provide evidence-based
treatments in accordance with current standards of practice and physician orders;-Treatment
decisions will be based on etiology of the wound, characteristics of the wound and location of the
wound;-The facility will follow specific physician orders for providing wound care and are able to
provide standard of care provisions for all residents;-Consideration for needed modification included
lack of progression towards healing, changes in the characteristics of the wound, changes in the
resident's goals and preferences;-The effectiveness of treatments will be monitored through ongoing
assessment of the wound. Review of the facility's policy, Notification of Changes, last revised
04/2025, showed the following:-The purpose of this policy is to ensure the facility promptly informs
the resident, consults the resident's physician, and notifies, consistent with his/her authority, the
resident's representative when there is a change requiring notification;-The facility must inform the
resident, consult with the resident's physician and/ or notify the resident's family member or legal
representative when there is a change requiring such notification;-Circumstance requiring notification
includes significant change in the resident's physical, mental or psychosocial condition such as
deterioration in health, mental, or psychosocial status including clinical complications, circumstances
that require a need to alter treatment. 1. Review of Resident #1's undated face sheet showed the
following:-admission date 04/18/26;-Diagnoses included pathological fracture left femur (broken bone
in an area weakened by a pre-existing medical condition), encounter for orthopedic aftercare, acute
posthemorrhagic anemia (critical condition caused by a sudden rapid loss of a large volume of blood).
Review of the resident's care plan, last revised 04/19/26, showed the following:-At risk for
complications secondary to anti-coagulant use;-Will have no unaddressed bleeding or adverse drug
event;-At risk for alteration to skin integrity secondary to left hip surgical incision;-Will have no
unaddressed alteration to skin integrity;-Weekly skin check per facility schedule, notify the physician
of alterations for prompt/proper intervention;-The resident has an actual skin impairment/wound, left
hip incision;-Will have no unaddressed complications to skin/wound or prescribed treatments;-At risk
for infection secondary to recent hospitalization, left hip incision, diabetes and multiple myeloma (a
blood cancer);-Will have no untreated signs or symptoms of infection. Review of the resident's April
2026 physician order sheet showed the following:-Apixaban (blood thinner) 5 milligrams (mg) twice
daily;-Clean surgical site to left hip with normal saline, apply 4x4 gauze pad and abdominal (ABD, a
highly absorbent multi-layered medical dressing) pad to site, creating a pressure dressing, cover with
tape daily, ordered 04/23/26. Review of the resident's progress note/weekly skin check, dated
04/26/26 at 3:01 P.M., showed the following:-Surgical wound. Wound was present on admission.
(continued on next page)
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F 0684 Incision approximated: Yes;-Dehiscence (the separation of the stitched edges of a wound) partial or
complete separation of the outer layers of the joined incision: No;-Healing Ridge: induration beneath

Level of Harm - Minimal harm the skin under the suture line: No;-Length 7 centimeters (cm), width 0.3 cm, depth 0.0 cm;-No

or potential for actual harm undermining (tissue damage under the skin creating hidden pockets) or tunneling (wound forms
passageways underneath the surface of the skin). Review of the resident's admission Minimum Data

Residents Affected - Few Set (MDS), a federally mandated assessment tool to be completed by the facility, dated 05/01/26,

showed the following:-Cognition was intact;-Lower extremity impairment on one side;-Surgical
wound;-Frequently incontinent of bowel and bladder;-He/She required set-up assistance with

personal hygiene;-He/She required substantial/maximal assistance with showers, roll left to

right-right to left, and sit to standing position;-He/She was dependent on staff with toilet hygiene,
transfers and sit to lying and lying to sitting position. Review of the resident's May 2026 physician
order sheet showed the following:-Apixaban 5 mg twice daily was discontinued on

05/04/26;-Apixaban 2.5 mg twice daily was ordered on 05/04/26;-Surgical incision to left hip, change
cover dressing with clean dry bordered gauze, ordered 05/01/26. Review of the resident's progress
note, dated 05/04/26 at 7:40 P.M., showed a new order from the Nurse Practitioner (NP) to decrease
apixaban 5 mg to 2.5 mg twice a day (BID) for five days then increase apixaban to 5 mg BID related to
increased bleeding at the surgical incision. Review of the resident's progress note/weekly skin

check, dated 05/04/26 at 8:13 P.M., showed a surgical wound. The wound was present on admission.
No undermining or tunneling. (Staff did not document measurements or any other assessment of the
wound.) Review of the resident's progress note, dated 05/06/26 at 2:02 P.M., showed the ADON
assisted the nurse with the dressing change to the left hip incision. Upper proximal incision at distal
end with moderate to heavy amount of sanguineous (fresh bright red blood that leaks from an open
wound) drainage present. The resident denied increased pain or discomfort. No redness was observed
to the site. The nurse doubled over an ABD pad applied for added pressure and secured with medical
tape. Staples intact. Nurse to update surgeon regarding the drainage. Review of the resident's
progress note, dated 05/06/26 at 2:55 P.M., showed staff notified the surgeon's office of the

drainage. Review of the resident's progress note, dated 05/06/26 at 6:47 P.M., showed staff
contacted the surgeon's office regarding the bleeding from the surgical incision. The surgeon's nurse
wanted the resident to come into the office as early as possible on 05/07/25. The resident already

had an afternoon appointment scheduled with the surgeon. The nurse wanted to be contacted to
confirm if the resident could make it into the office to be seen by 9:15 A.M. Pressure dressing using
ABD pad to be applied at bedtime with date and time so drainage amount could be observed at the
appointment. During an interview on 05/19/26 at 12:05 P.M., Licensed Practical Nurse (LPN) A said
the following:-The resident's wound gradually started to drain more, and when it saturated through the
abdominal pad, he/she called the surgeon;-He/She called the surgeon to get the appointment changed
earlier in the day on 05/07/26 due to the change in condition and increased drainage;-He/She spoke
with the nurse at the surgeon's office and was told to bring the resident in at 9:15 A.M.;-He/She was
unable to confirm with transportation if they would be able to accommodate that time and told the
nurse not to cancel the afternoon appointment in case the resident was unable to come in at 9:15
A.M.;-Transport services were unable to take the resident to the morning appointment, so they took
him/her to the afternoon appointment. When the resident got there, they were told the appointment
was canceled and the surgeon was already gone for the day and rescheduled the appointment. During
an interview on 05/20/26 at 8:50 A.M., LPN G said the following:-The resident left the faciity on the
afternoon of 05/07/26 for an appointment with the surgeon, and returned to the facility without seeing
the surgeon;-Upon return to the facility, staff completed a dressing change. The wound had bloody
drainage, and the dressing was doubled for more absorbency;-He/She did not contact the physician to
notify them of the resident not being seen by the surgeon or on the status of the wound;-He/She
should have contacted the Director of Nursing (DON) and physician about the increase in the
resident's wound drainage and bleeding;-He/She thought the physician was already aware of the
(continued on next page)
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F 0684

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

status of the resident's wound and the resident had another appointment scheduled for the 5/11/26
with the surgeon. Review of the resident's medical record showed no documentation staff completed
any assessments of the wound from 05/06/26 until 05/11/26 at 7:58 A.M. Review of the resident's
progress note, dated 05/11/26 at 7:58 A.M., showed the resident's incision on the left leg was found
dehisced. Staples had detached and red/brownish flesh was bulging out of the resident's incision.
Staff attempted to contact the surgeon who did not answer, then notified the on-call physician. The
on-call physician ordered to send the resident to the hospital. Review of the resident's hospital
records, dated 05/11/26 at 5:40 P.M., showed the following:-The resident presented to the Emergency
Department (ED) with bleeding from left hip surgical incision site;-The resident stated he/she had
drainage since surgery, with increased pain and discomfort in the surgical site. During an interview on
05/19/26 at 1:40 P.M., the resident's family member said the following:-He/She was upset the facility
did not react sooner to the wound bleeding and draining;-The facility should have taken the resident to
the appointment on 05/07/26 or to the emergency department sooner. During interviews on 05/19/26
at 3:30 P.M. and 05/20/26 at 3:40 P.M., Registered Nurse (RN) | from the surgeon's office said the
following:-The resident told him/her they were having a heck of a time with his/her incision and staff
would not let him/her out of bed due to the wound bleeding;-The resident came to the surgeon's office
on 05/07/26 at 2:30 P.M. for an appointment, however, the surgeon was out of the office so he/she
did not see the resident. The office did not get a call back from the facility that morning to let them
know if they were coming at 9:15 A.M. or if they were coming at 2:30 P.M.;-The resident said he/she
could not get staff to listen to him/her about his/her wound;-The facility finally called 911 and sent

the resident to the emergency room on [DATE];-The resident was admitted to the hospital on
[DATE];-He/She tried to call the Assistant Director of Nursing two times on 05/11/26 to confirm the
dosage of the resident's blood thinner and still had not received a call back;-He/She felt the facility

let the wound deteriorate for too long and should have involved the surgeon, not just the facility
physician. During an interview on 05/19/26 at 2:40 P.M., Certified Nurse Assistant (CNA) B said the
following:-The resident's wound was always draining. As it got worse, he/she told the charge nurse,
but was unable to remember exactly when that was;-Each time the resident went to the bathroom or
therapy, the wound bled more and he/she told the charge nurse. During an interview on 05/19/26 at
3:05 P.M., RN H from the surgeon's office said the following:-He/She reviewed the resident's chart at
their office and determined the first call from the facility was on 04/22/26 stating the resident's

incision had an increase in serosanguinous drainage, staples were intact, no redness or fevers;-The
nurse was instructed to use pressure dressing and to call back in the next few days if bleeding had
not resolved;-He/She did not receive another call until 05/06/26 at 3:11 P.M. when LPN A called and
said the surgical incision had a lot of drainage and staff had to change the dressing twice in 12
hours;-He/She returned a call to LPN A who said at the end of the previous week, the drainage
increased, the blood thinner was decreased on 05/04/26, and there was no odor or purulent drainage
to the wound;-The surgeon asked the facility to bring the resident to the office the following morning
at 9:15 A.M. instead of in the afternoon;-LPN A could not confirm if they would have transportation
available that morning;-He/She told LPN A to call him/her on his/her personal cell phone in the
morning to confirm if they would be at the morning appointment or if they needed to keep the
afternoon appointment;-He/She did not receive any further communication from the facility until the
resident's family member called the office on 05/11/26 to see if the surgeon was going to continue
the resident's care in the hospital. During an interview on 05/19/26 at 5:00 P.M., the Assistant
Director of Nurses (ADON) said the following:-The resident's surgical wound had a lot of drainage and
edema upon admission;-He/She helped LPN A with the dressing change on 05/06/26. All the staples
were intact with drainage from the distal end, no odor, no redness and pain was controlled. There was
more drainage than he/she would expect so he/she told LPN A to call the surgeon. During an
interview on 05/20/26 at 10:15 A.M., the Administrator said the following:-She expected staff to

follow physicians' orders;-She expected staff to contact the physician and seek treatment for a
(continued on next page)
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F 0684 resident as soon as there was a change in wound drainage, even if the resident had an upcoming
appointment. During an interview on 05/19/26 at 1:05 P.M., the resident's physician said the

Level of Harm - Minimal harm following:-If the facility staff would have contacted him after the surgeon did not see the resident on

or potential for actual harm 05/07/26, he would have contacted the surgeon for further orders or instructions;-In the best-case
scenario, the resident would have been sent to the emergency department a couple of days earlier.

Residents Affected - Few Complaint 3014866
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