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

Level of Harm - Actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
staff and resident interview and record review, the facility did not ensure care was provided in accordance

Residents Affected - Few with a physician order for 1 resident (R) (R9) of 16 sampled residents.R9 had a diabetic heel ulcer. An

Apligraf (a bioengineered, bi-layered skin substitute that contains living human keratinocytes, fibroblasts,
and bovine collagen commonly used to treat diabetic foot ulcers) was applied at a podiatry appointment on
11/3/25 with an order not to remove the graft. Staff removed the graft on 11/4/25 and did not inform the
podiatry clinic. During a podiatry appointment on 11/11/25, it was noted that the Apligraf was missing and
R9's ulcer had worsened. R9 was hospitalized for nine days and diagnosed with osteomyelitis (a bone
infection). R9 required surgical debridement and both intravenous (V) and oral antibiotics. The facility's lack
of order entry process along with not following current orders/not clarifying orders with the physician
resulted in the Apligraf being removed between 11/3/25 and 11/11/25. This resulted in R9 being admitted to
the hospital for surgical debridement, IV antibiotics, insertion of a peripherally inserted central catheter
(PICC) line (a thin tube inserted into a peripheral vein in the upper arm and threaded to a large vein near
the heart for long-term intravenous access), and hospitalized for nine days. There was no sign of infection
at the time the Apligraf was applied on 11/3/25.Findings include: The facility's Medication Orders policy,
dated February 2025, indicates: The purpose of this procedure is to establish uniform guidelines in
receiving and recording medication orders .Recording Orders: .6. Treatment Orders: When recording
treatment orders, specify the treatment, frequency, and duration of the treatment .From 1/12/26 to 1/20/26,
Surveyor reviewed R9's medical record. R9 was admitted to the facility on [DATE] and had diagnoses
including diabetes with polyneuropathy, peripheral artery disease, status post right below-the-knee
amputation (BKA) (7/16/25), and chronic left posterior ankle diabetic ulcer with visible tendon. R9's
Minimum Data Set (MDS) assessment, dated 1/7/26, had a Brief Interview for Mental Status (BIMS) score
of 13 out of 15 which indicated R9 had intact cognition. R9 made R9's own healthcare decisions.R9 had a
diabetic ulcer on the left foot. Surveyor reviewed wound care notes and physician visit notes. (Of note: The
location was referred to as heel and posterior ankle interchangeably.) A wound care note, dated 9/25/25,
indicated R9's right BKA surgical stump wound was healed and the left heel wound included visible
tendon.A note from a podiatry visit with Doctor of Podiatric Medicine (DPM)-P on 10/16/25 indicated:
Cleanse wound with saline and gauze. Apply gentian (antiseptic dye that helps promote healing) to
peri-wound and Adaptic (non-adherent wound dressing that protects regenerating tissue) to wound bed.
Cover with ABD (gauze dressing that absorbs fluid from draining wounds). Secure with Kerlix (gauze
bandage). Change three times weekly and as needed. R9 was being treated under an advanced wound
care plan and with a plan to apply a graft.On 10/20/25, podiatry applied an Apligraf to R9's left heel. A
wound care note, dated 10/27/25, indicated: Apligraf applied last week. Okay to remove Apligraf today.
DPM-P plans to apply every other week with a one week break between applications. Will
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alternate wound care and podiatry appointments with wound care to remove graft and podiatry to apply. Will
apply Hydrofera blue (antibacterial foam wound dressing) today. Left posterior ankle: Cleanse wound with
saline and gauze. Apply saline-moistened Hydrofera blue to wound bed. Cover with ABD. Secure with
Kerlix. Change 3 times weekly and as needed (PRN). On 11/3/25, podiatry applied Apligraf #2 to R9's left
heel ulcer. A progress note by DPM-P indicated: The total wound surface area has continued to improve
and is 11 centimeters squared (cm2). Apligraf application was discussed to help promote healing. Verbal
consent was obtained. Home health will change the dressing once this week. They are not to disturb the
Steri-Strips or Adaptic so as not to disturb the graft. R9 should follow-up with DPM-P next week. Apligraf 11
cm2 graft application #2 was applied to the wound. Adaptic was applied over the graft followed by
Steri-Strips, a 4 x 4 (gauze), and an ABD. Kerlix and Coban (self-adherent plastic wrap used in wound care)
were applied over the Steri-Strips and Adaptic. The graft should not be disturbed until R9 follows-up with
wound care the following week. A new graft should be applied in 2 weeks. A progress note, dated 11/3/25 at
2:05 PM and written by Licensed Practical Nurse (LPN)-F, indicated R9 had a podiatry appointment with
treatment: Wound graft #2 placed on left foot. DO NOT REMOVE. (Of note: The order (written on 11/3/25)
was not entered into R9's Treatment Administration Record (TAR) until 11/4/25. A wound care note, dated
11/11/25, indicated when R9's heel dressing was removed, the Apligraf was gone. The left heel contained a
significant amount of boggy, non-viable, hypergranulation tissue (excessive growth of friable, bright red or
dark tissue that extends above the wound margin, often signaling stalled healing, infection, or chronic
irritation). The wound edges were cauterized (a medical technique using heat chemicals (electrocautery), or
cold (cryocautery) to seal blood vessels, stop bleeding, and remove abnormal tissue). R9 was admitted to
the hospital for surgical debridement (a medical procedure that uses sterile instruments like scalpels or
scissors to remove necrotic (dead), damaged, or infected tissue and foreign debris from a wound,
facilitating faster healing) and IV antibiotics. (Of note: R9 reported to the wound care provider during the
visit that a nurse removed the Apligraf a day after it was applied and later applied Adaptic and gauze. R9
did not inform anyone until the wound clinic visit on 11/11/25.) On 11/13/25, R9 was diagnosed with
calcaneus (heel bone) osteomyelitis status post partial calcanectomy (removal of heel bone) and
debridement and had a bone biopsy. R9 was diagnosed with Achilles tendon and calcaneus with abscess,
calcaneal avulsion fracture (a rare heel bone injury where the Achilles tendon pulls a piece of the heel bone
away) and a partial thickness tear of the Achilles tendon.On 11/20/25, R9 returned to the facility on IV
antibiotics (vancomycin and ceftriaxone) and had orders for wound care.A vascular surgery note, dated
11/24/25, indicated R9 had adequate perfusion to the left heel wound and required surgical intervention for
carotid stenosis (narrowing of the carotid arteries in the neck, usually from plaque buildup, which restricts
blood flow and oxygen to the brain, significantly increasing stroke risk) to decrease the risk of stroke when
there were no further signs of infection. R9 was cleared to wear a prosthetic and follow-up with a carotid
duplex in 2 months.An Infectious Disease note, dated 12/2/25, indicated R9's surgical culture was positive
for Proteus and diptheroids. The wound was closed with no signs of infection. R9 was to continue IV
vancomycin until 12/25/25, complete a vancomycin trough (a lab to measure vancomycin levels) and
weekly labs, and start Cefdinir (an antibiotic) 300 milligrams (mg) by mouth twice daily for 2 months starting
12/26/25.A podiatry note, dated 12/4/25, indicated R9's heel wound sutures were removed with no signs of
infection. R9's foot was dressed with a dry sterile dressing. The note indicated to keep the dressing clean,
dry, and intact and continue elevating. R9 could weight bear as tolerated with the prosthetic and progress
with physical therapy.A wound care note, dated 12/30/25, indicated the wound was healed. It was
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recommended to cover the wound for protection for 2 weeks. R9 could weight bear and wear proper
footwear. The note contained the following wound care order: Left posterior ankle: Cleanse with saline; pat
dry; cover newly healed area with ABD and Kerlix padding the heel well. Change 3 times weekly and as
needed. Continue pressure relief to the left heel and prevent friction to the area to prevent
reopening.Surveyor reviewed R9's medical record and TAR for wound care orders for the left posterior
ankle/heel and noted the following:~ Dressing change for left lower extremity (LLE): Per podiatry: Change
outer bandage cautiously with gauze, ABD, Kerlix, and tape twice weekly. Once daily on Tuesday and
Saturday. Special Instructions: **DO NOT REMOVE ADAPTIC AND STERI-STRIPS*** SKIN GRAFT TO
REMAIN IN PLACE. (Start date: 10/20/25; End date: 10/28/25). (The order was documented as completed
on 10/21/25 and 10/25/25.) ~ Cleanse wound with saline and gauze. Apply saline-moistened Hydrofera
blue to wound bed. Cover with ABD. Secure with Kerlix. Once daily on Tuesday, Thursday, and Saturday
(Start date: 10/28/25; End date: 11/4/25).~ Left posterior ankle: Cleanse wound with saline and gauze.
Apply saline-moistened Hydrofera blue to wound bed. Cover with ABD. Secure with Kerlix. Once a day on
Tuesday, Thursday, and Saturday. DO NOT REMOVE SKIN GRAFT (under special instructions) (ordered by
Medical Doctor (MD)-Q and created by LPN-F). (Start date: 11/4/25; End date: 11/6/25). (The order was
documented as completed by LPN-F on 11/4/25 and LPN-G on 11/6/25).~ DO NOT REMOVE DRESSING
AT LEFT ANKLE UNTIL SEEN AT WOUND CLINIC. NEW GRAFT PLACED 11/3/25. Frequency every shift.
(Start date: 11/6/25; End date: 11/20/25). (The order was documented as completed on the 11/6/25 AM
shift through the 11/11/25 AM shift.) ~ DO NOT REMOVE DRESSING AT LEFT ANKLE UNTIL SEEN AT
WOUND CLINIC. NEW GRAFT PLACED 11/5/25. Frequency every shift. (Start date: 11/6/25; End date:
11/6/25). (The order was documented as not completed on 11/6/25 at 3:14 PM by LPN-G with a reason of
other.) On 1/15/26 at 10:58 AM, Surveyor interviewed R9 regarding the left heel skin grafts. R9 stated the
day after the second graft was applied, a nurse (who R9 described) looked at R9's left heel and stated,
Eww. What's that? The nurse left the room, returned with supplies, wet the wound, and pulled pieces of the
skin graft off. R9 did not have feeling in the left foot. R9 did not say anything but wondered why the nurse
did that. R9 stated the same nurse came back later that day with another nurse. They unwrapped R9's left
foot and re-did the dressing. R9 informed the provider at a wound clinic appointment on 11/11/25. R9 stated
the provider verified the skin graft was gone. On 1/20/26 at 10:45 AM, Surveyor interviewed Wound Care
Registered Nurse (WCRN)-J via telephone who worked with Wound Care Nurse Practitioner (WCNP)-K at
the wound clinic. RN-J verified R9's 11/11/25 appointment was pre-scheduled and stated the wound clinic
did not have any documented calls from the facility except notification that R9 had an X-ray on 11/11/25.
WCRN-J stated WCRN-J was available for further information via fax request. On 1/20/26 at 10:55 AM,
Surveyor interviewed Podiatry Registered Nurse (PRN)-O from the office where R9 received the heel skin
grafts. PRN-O verified R9's medical record did not contain telephone encounters or questions from the
facility.On 1/20/26 at 11:29 AM, WCRN-J called Surveyor and stated WCRN-J spoke with the nurse and
provider who worked with R9 on 11/11/25. WCRN-J stated the facility did not contact the wound clinic prior
to R9's visit on 11/11/25. WCRN-J stated R9 told DPM-P that staff removed the Apligraf, applied Hydrofera
blue, and then came back and removed the Hydrofera blue. WCRN-J stated wound clinic staff removed an
Adaptic dressing from R9's left heel on 11/11/25 which was the only dressing on the heel. WCRN-J stated
the Apligraf was not on long enough to adhere and indicated it takes 48 hours to adhere to the wound and
begin working. R9 reported that staff removed the graft (on 11/4/25) the day after it was applied (on
11/3/25). WCRN-J stated R9's left heel wound became infected and required surgical debridement. R9 was
admitted to the hospital on [DATE] for surgical intervention and 1V antibiotics. WCRN-J stated the skin graft
looked like a non-transparent
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F 0684 gelatinous, white, shiny tissue paper with a thick consistency and was visible on the wound. WCRN-J stated
when a skin graft is applied, the ordered dressing change usually includes Adaptic and Steri-Strips.

Level of Harm - Actual harm WCRN-J stated if a nurse removed the skin graft, the nurse would have noticed something different and
would have had to remove the ABD and Steri-Strips to remove the graft. WCRN-J verified R9's graft should

Residents Affected - Few not have been removed and verified R9's 11/3/25 order stated no dressing changes. WCRN-J stated the

provider sends new orders back to the facility with the resident. On 1/20/26 at 12:49 PM, Surveyor
interviewed LPN-F via phone. LPN-F indicated the facility received orders to change R9's left heel wound
outer dressing every other or every third day and not to remove the inner dressing, unless it was saturated
and they contacted the provider. LPN-F stated LPN-F did not contact the provider. LPN-F also recalled a
standing order to change the outer dressing, but nothing else. LPN-F denied removing the inner dressing
and stated LPN-F only changed the outer Kerlix or ace bandage once but not because it was saturated.
LPN-F denied changing or removing Steri-Strips or Hydrofera blue. LPN-F thought staff said one of the
nurses removed the skin graft between 11/3/25 and 11/11/25 after the second graft was applied. LPN-F
stated there was no oversight of wound care at the facility. Nurses entered orders when they received them
and Director of Nursing (DON)-B usually verified new orders the next day. LPN-F stated DON-B asks staff
at the start of their shift to verify DON-B's work as a third check. LPN-F stated if nurses have questions
regarding order entry, they ask an RN from another unit to verify the order. LPN-F verified LPN-F wrote
11/3/25 progress note regarding Apligraf #2 and not to remove it which was the order sent back from R9's
11/3/25 appointment. (Of note: The order was not entered on R9's TAR on 11/3/25.) On 1/20/26 at 1:55 PM,
Surveyor interviewed Scheduler (SCH)-H who stated a nurse told SCH-H that another nurse removed R9's
Apligraf because the nurse did not see the new order. SCH-H thought LPN-G (who resigned from the
facility before the end of November 2025) was the one who removed the graft. SCH-H was unsure if LPN-G
knew what LPN-G had done because there was confusion with R9's orders. SCH-H stated the facility's
former wound nurse may have known about the graft removal but no longer worked at the facility. SCH-H
stated SCH-H may have been told about the graft removal on 11/6/25 but did not tell anyone and had not
heard anything since. SCH-H was unsure if DON-B was aware but assumed the nurse who informed
SCH-H informed DON-B. (Of note: SCH-H's description of the nurse who allegedly removed the Apligraf
matched R9's description of the nurse.) On 1/20/26 at 2:14 PM, Surveyor interviewed Rehab Manager
(RM)-I who stated LPN-G called RM-I to help figure out R9's wound care orders. RM-I reviewed R9's wound
care orders and noticed R9's podiatry notes indicated R9 had a graft in place for one week. When RM-I
observed R9's left heel with LPN-G, the graft was intact. RM-I stated an envelope with a progress note and
medication list is sent back with the resident and usually contains new orders or the wound clinic sends
new orders via fax. An RN or LPN enters a progress note with the new order, enters the order in the
system, and initials and dates the paper order. RM-I stated the facility does not have a policy for second
checks to ensure orders are entered correctly. RM-| stated the Health Unit Coordinator (HUC) thins charts
and may remove orders from a resident's paper chart. On 1/20/26 at 2:39 PM, Surveyor interviewed LPN-G
via phone who worked at the facility through November 2025. LPN-G recalled R9's TAR and stated LPN-G
wrote R9's orders on a sticky note prior to entering R9's room to complete a dressing change. LPN-G
stated R9's left heel contained Hydrofera blue and LPN-G applied Hydrofera blue. LPN-G stated if LPN-G
signed the TAR, LPN-G completed the order. When Surveyor asked if LPN-G remembered changing R9's
dressing on 11/6/25, LPN-G did not recall the exact date. When Surveyor asked if LPN-G remembered a
skin graft on R9's left heel, LPN-G recalled two skin grafts with Steri-Strips. LPN-G stated LPN-G did not
remove the Steri-Strips from R9's left heel because the instructions stated not to.
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LPN-G recalled confusion with R9's wound care orders but did not recall the date or what the confusion
was about. LPN-G verified RM-I reviewed the orders and stated LPN-G had not heard that the Apligraf was
removed.On 1/20/26 at 3:00 PM, Surveyor interviewed DON-B who was not aware that a nurse removed
R9's Apligraf. DON-B verified a progress note stated not to remove the graft. DON-B stated unless DON-B
notices something out of the ordinary with an order, DON-B does not double or triple check newly entered
orders and it is not necessary for the oncoming nurse to do so either. DON-B reviewed the 11/3/25 entry on
R9's TAR, the 11/3/25 paper order, and the 11/3/25 provider note in R9's medical record. DON-B also
reviewed orders from the provider after the first graft was applied on 10/20/25. DON-B indicated R9's
wound care orders were ambiguous. When Surveyor noted the 11/11/25 wound care note stated the
Apligraf was missing when the dressing was removed and R9 required wound debridement, IV antibiotics,
and hospitalization, DON-B indicated there was room for improvement. DON-B stated if DON-B was aware
the graft was removed, DON-B would have initiated an investigation and sent R9 back to podiatry for a graft
replacement. DON-B would have also provided education regarding order entry, transcription, double
checks, and skin grafts. DON-B stated new orders sometimes go to the HUC who sends the orders to
DON-B, RM-I, or the Hickory unit nurse. The orders are entered by an LPN. When a resident returns from
an appointment, the orders are written on paper and the unit nurse enters them in the resident's medical
record and writes a progress note. The nurse puts the paper order in the resident's chart. The process is
the same for faxed orders. Phone orders are written on order sheets and saved for the physician to sign.
DON-B verified the facility's policy for order entry did not cover verifying or double-checking orders.On
1/21/26, Surveyor faxed DPM-P with questions per the clinic's request. Surveyor did not receive a response
as of this writing.
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