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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46068

Based on interview and record review, the facility failed to follow physician orders for a surgical wound for 1 
of 3 (Resident 1) residents reviewed for quality of care. This failure placed residents at risk for clinical 
complications, infections and discomfort. 

Findings included .

Resident 1 was admitted to the facility on [DATE]. 

Resident 1's Hospital's Skilled Nursing Facility Transfer Orders, dated 02/15/2025, showed the resident had 
a C2-T10 PSF, T4 Corpectomy (surgical procedure on the spine) on 02/06/2025. The orders showed 
discharge instructions to the SNF [skilled nursing facility] to remove the staples in the incisionthree weeks 
postop (post-surgery) unless there were any concerns about the incision and then call the surgeon. 

Review of Resident 1's electronic medical record on 05/13/2025, showed no documentation the staples were 
removed from the resident's incision and/or the surgeon was contacted. 

Resident 1's discharge orders, dated 03/03/2025, showed the resident had a follow up appointment with the 
surgeon on 03/20/2025. The orders showed no documentation the resident had staples in their incision 
and/or instructions for removal. 

Resident 1's progress notes, dated 03/04/2025, showed the resident was discharged to their prior living 
facility with medications and orders. 

On 05/13/2025 at 04:02 PM, Staff A, Registered Nurse Case Manager, said Resident 1 was discharged to 
their assisted living facility with their current orders and referrals for home health. Staff A said there was no 
documentation sent regarding the staples in the resident's incision and/or documentation the facility staff had 
removed them. 

On 05/13/2025 at 4:43 PM, Staff B, Director of Nursing, said the facility staff missed Resident 1's order for 
staple removal from the surgical incision and failed to relay the information to the assisted living facility. 
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