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Based on observation, interview, and record review, the facility failed to monitor a surgical wound for 1 of 3 
sampled residents (Resident 1), reviewed for non-pressure wounds. This failure placed residents with 
surgical incisions at risk of potential worsening skin conditions and complications. Findings included .A 
facility document titled Documentation and Assessment of Wounds, revised 06/12/2025, showed the facility 
Policy was to guide nurses in the assessment of wounds to include pressure ulcer/injuries (damage to the 
skin and underlying tissue caused by unrelieved pressure that restricts blood flow), venous (open sore on the 
lower leg from impaired circulation), arterial (painful wounds caused by poor circulation), diabetic (sores, 
ulcers, or chronic conditions that develop in people with diabetes, often on the feet, due to poor circulation, 
nerve damage), and dehisced surgical wounds (surgical wound that split open or separate), and other 
wounds not otherwise specified. A wound observation was to be made with each dressing change. The 
provider would be notified of changes and updated with a treatment plan if applicable. The nurse that 
performed the treatment would do an as needed assessment and document if a change had occurred (if 
wound appeared to be infected or appeared to have declined).Review of a facility assessment, dated 
06/10/2025, showed Resident 1 was admitted with diagnoses to include Peripheral Vascular Disease (PVD, 
a circulation disorder that affected the peripheral arteries and veins, most commonly in the legs and arms, 
due to a narrowing or blockage), below knee amputation on both legs, and Diabetes. The resident was able 
to make their needs known.Per record review, the resident had dry gangrene (caused by insufficient blood 
flow leading to tissue death) to their right fingertips and had them amputated on 06/19/2025. The resident 
arrived at the facility with a dressing on their right hand which was not to be removed until their follow up with 
the surgeon on 06/24/2025.Review of a surgical follow up visit on 06/24/2025 showed the resident had their 
dressing removed in the office and wound care was ordered to be done daily. Resident 1's next follow up 
was on 07/01/2025.Review of the resident's Treatment Administration Record (TAR) for June 2025 showed 
the resident's wound care included cleansing the wound, covering the wound with an ointment type gauze, 
and to secure it with self-adherent wrap. The wound care was marked as done daily from 06/24/2025 to 
06/29/2025, on 06/30/2025 there was no signature. Nurse progress notes were reviewed from 06/24/2025 
thru 06/30/2025 and no documentation was found about the resident's surgical wound on their right hand. 
Review of a surgical follow up on 07/01/2025, Resident 1 had their dressing removed and the surgeon noted 
the fingertips were healing but the resident had developed a large blister over the palm of their hand. The 
surgeon debrided (removal of dead skin) the blister. The surgeon documented there appeared to be a soft 
tissue infection. New wound care was ordered, the resident was to start on antibiotics, and the area was to 
be monitored for increased redness. The resident's next follow up appointment was 07/11/2025.The TAR for 
July 2025 showed the resident's new wound care orders were to wash the hand with water or normal saline, 
apply bacitracin (antibiotic ointment) to a non-adherent dressing, and cover with gauze. The dressings were 
marked as done from 07/02/2025 through 07/13/2025 daily. There was nothing on the TAR to show the 
resident's right hand was monitored for increased redness or signs of worsening infection. Review of nurses 
notes from 07/01/2025 to 07/11/2025 showed a note written by Staff D, Registered Nurse (RN), on 
07/04/2025. It was documented the resident's right-hand wound infection had mild redness and odor which 
was resolving with antibiotics. Staff D had written a note on 07/05/2025 which showed the wound appeared 
less inflamed (red, swollen, hot) and redness appeared to have lessened. Review of a surgical follow up note 
on 07/11/2025 showed the resident rated their pain a 7 out of 10 (0 being no pain, 10 being the worst pain) 
and described the pain in the hand and into the wrist. It was noted the resident's hand was red and the 
resident had wound cellulitis (bacterial infection of the skin and underlying tissues, characterized by red, 
swollen, warm, and painful skin). The surgeon discussed going to the hospital for a CT scan (a scan that 
created a detailed image of the inside of the body to help in diagnoses such as an infection), but the resident 
wanted to wait and do the CT scan as outpatient. The resident was instructed to report to the hospital if 
symptoms worsened. The wound care remained the same. Review of nursing progress notes from 
07/11/2025 to 07/13/2025 showed no documentation the resident's hand was monitored by staff which would 
include a description of the wound on the right hand or if the wound infection had worsened. A nurses note 
on 07/14/2025 showed the resident was sent to the hospital for a worsened infection of their right hand. 
There was no documentation to show the assessment of the wound and how the infection had worsened.
Review of hospital notes on 07/14/2025 showed the resident arrived at the hospital with redness that had 
progressed on their hand and the resident had nausea/vomiting. The resident complained their hand and 
wrist were very painful and tender. The provider documented the resident's finger amputation wound was 
closed and there was a large purulent wound (drainage that is thick, cloudy, and typically white, yellow, or 
green which indicated an infection) and mass on the palm of their hand with tenderness and warmth on the 
palm and wrist. An emergent debridement was done. The resident remained in the hospital and had an 
additional surgery to amputate the right four fingers and palm. On 09/02/2025 at 1:30 PM, Resident 1 was up 
in their electric wheelchair in their room. The resident had both legs, below the knee, amputated. The 
resident's right hand was the thumb and base of the thumb. The surgical incision appeared to be healing. 
The resident stated they originally had their fingertips removed on the right hand. The resident said a large 
blister then developed on their palm, while at the facility, and the area became hotter and more painful. The 
resident was started on antibiotics for an infection. The resident went on to say they were right handed and 
had a difficult time feeding themselves. During an interview on 09/02/2025 at 11:10 AM, Staff A, Wound 
Nurse, stated residents with wounds would have a wound observation form filled out weekly. The form would 
include a description of the wound and measurements. If a resident had a surgical wound and an order for a 
dressing change, it would be documented on the TAR. If the surgical area opened, the staff would then do a 
wound observation form, and any abnormal findings would be charted in the progress notes. Staff A stated 
they were not familiar with Resident 1's wound due to being out of the facility at that time.On 09/02/2025 at 
12:27 PM, Staff B, Resident Care Manager (RCM), stated if a resident had a surgical wound and there was a 
change with the surgical area, or signs and/or symptoms of an infection, the surgeon would be contacted. 
The TAR would be where staff monitored for redness or signs/symptoms of an infection. Staff B stated they 
knew Resident 1 was on antibiotics for an infection and the hand became more painful so was sent to the 
hospital. Staff B had not observed the wound prior to the last surgery since the resident was on a different 
unit.On 09/02/2025 at 1:07 PM, Staff F, RCM, stated Resident 1 was on their unit when they had dry 
gangrene on their right fingertips and then had them amputated. Staff F stated the floor nurses would do 
wound care if the wound nurse was not available. Staff F stated they had not observed the resident's wound 
but stated the resident had developed an infection. Staff F said if there was a concern with a surgical wound, 
staff contacted the surgeon.On 09/04/2025 at 1:50 PM, Staff C, Director of Nursing (DNS), stated when 
Resident 1 had their initial surgery and then amputation of their hand, they were being trained as the DNS. 
Staff C stated the facility did not do wound observation forms for surgical incisions; the surgeons would be 
the ones to monitor and follow up on the residents. Staff C stated the policy had since changed. On 
09/12/2025 at 2:30 PM, Staff D, RN stated they had just started to work at the facility when Resident 1 had 
their hand surgery. Staff D remembered they were alerted to Resident 1's hand wound when they came to 
work but could not recall what the wound looked like. Staff D said they did do wound care on the resident's 
hand and if there was any abnormality, they would have documented it in the progress notes. On 09/12/2025 
at 2:45 PM, Staff E, Licensed Nurse (LN), stated they would do wound care for Resident 1 if it had not been 
done on dayshift. Staff E recalled the resident was picky about the wound care if they had a follow up visit to 
the surgeon the following day. The resident would refuse the dressing to be changed because they preferred 
the surgeon do it. Staff E did not recall the resident had a blister on their hand and could not recall how the 
resident's wound appeared. Reference: WAC 388-97-1060(1)
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