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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

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

or potential for actual harm observation, interview and record review the facility failed to document changes in resident health
status according to professional standards of practice and the facility's policy and procedure titled

Residents Affected - Few Licensed Nurse Weekly Progress Notes, for one of three sampled residents (Resident 1) when the

facility nursing staff did not accurately assess, document and monitor Resident 1's skin changes that
included multiple bruising to bilateral (both) upper thighs, knees, buttocks and right ankle. This failure
placed Resident 1 at risk for further injury, potential for falls, increased pain and further skin
breakdown. Findings:During a review of Resident 1's admission Record (AR- a summary of information
regarding a resident which includes patient identification, past medical history, insurance status, care
providers, family contact information and other pertinent information), the AR indicated, Resident 1
was admitted to the facility on [DATE] with diagnosis for Parkinsons Disease (disorder that causes
nerve cells in the brain to die, affecting movement, balance, and mood), syncope (temporary loss of
consciousness/fainting), orthostatic hypotension (a sudden drop in blood pressure upon standing),
Anxiety (feeling of fear or worry that persists, interfering with daily life), muscle weakness, anemia
(condition when red blood cells don't carry enough oxygen to the tissues causing fatigue, weakness,
pale skin, and dizziness). During a review of Resident 1's Minimum Data Set [MDS a resident
assessment tool used to identify cognitive (mental processes) and physical functional level
assessment] dated 3/12/26, the MDS indicated, Resident 1's Brief Interview for Mental Status (BIMS
screening tool used to assess resident cognitive level) score was 11 out of 15 (0 - 7 indicated severe
cognitive impairment [memory loss, poor decision making skills] 8-12 moderate cognitive impairment,
(13 -15) cognitively intact) which indicated Resident 1 had moderate cognitive impairment.During an
interview on 4/15/26 at 3:30 p.m. with Complainant, Complainant stated that on 4/14/26, Resident 1
was observed with multiple bruises to both lower legs, upper legs and buttocks. Complainant stated
the bruises had not been observed prior to 4/14/26.During an interview on 4/16/26 at 8:30 a.m. with
Resident 1, Resident 1 stated there were bruises to both arms due to a medical procedure and there
were bruises to both legs due to a fall in the facility. Resident 1 stated she required assistance with
transfers and walking as she would become dizzy and had the potential to fall.During an interview on
4/16/26 at 8:56 a.m. with Licensed Vocational Nurse (LVN) 1, LVN 1 stated she had cared for
Resident 1. LVN 1 stated Resident 1 had a diagnosis of Anemia which caused her to bruise easily.
LVN 1 stated she had observed bruises to Resident 1's arms but had not observed any other bruises.
LVN 1 stated Resident 1 did not have a history of falls in the facility since admission.During a
concurrent observation and interview on 4/16/26 at 9:02 a.m. with certified nursing assistant (CNA) 1
in Resident 1's room, Resident 1's legs were observed with multiple bruises on the lower legs, upper
legs and buttock. CNA 1 stated Resident 1 had bruises to the right ankle, both knees and both thighs
extending to buttocks. Resident 1 stated the bruises were from a fall that had happened in her room in
the facility but could not recall the date or time. CNA 1 stated she did not recall Resident 1
experiencing a fall or if a fall had been reported. CNA 1 stated she had observed the bruises the last
time she worked with Resident 1 which had been on 4/13/26 and the bruises had been reported to the
nurse. CNA 1 stated she did not recall which nurse she reported the bruises to. CNA 1 stated Resident
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F 0658 1 stated she had bumped herself on something or state she did not know how the bruises happened.
CNA 1 stated the facility process was to report and document any new conditions to the nurse, and
Level of Harm - Minimal harm document it as a new alert in the CNA documentation on the electronic medical record (EMR).During a
or potential for actual harm concurrent observation and interview on 4/16/26 at 9:10 a.m. with LVN 1 and CNA 1 in Resident 1's
room, Resident 1's legs were observed with multiple bruises on the lower legs, upper legs and
Residents Affected - Few buttock. LVN 1 stated Resident 1 had bruises to left and right buttock, left/right thigh bruises, large

bruise to right ankle with pain upon movement, bruise to both knees, small scabs to top of right toes.
LVN 1 stated there was no documentation of bruises, falls or injuries in the EMR. Resident 1 stated
she had a fall early in the morning and could not recall date or time. LVN 1 stated there should have
been documentation of the observed injuries or a fall in Resident 1's EMR.During a concurrent
interview and record review on 4/16/26 at 9:20 a.m. with the Nurse Unit Manager (NUM), Resident
1's, Skin Check, dated 4/12/26 and 4/15/26 and Resident 1's EMR were reviewed. The Skin check
dated 4/12/26 and 4/15/26 indicated, . Skin warm & dry, skin within normal limits and turgor is
normal. No skin issues identified. Skin issues note: no new skin issues noted. The EMR indicated
there were no documented changes in Resident 1's status including no falls, no skin changes and no
reported injuries since admission on [DATE]. The NUM stated the facility process was for the nurses
to document any new changes including falls, skin issues and injuries. The NUM stated the skin
changes should have been documented on the skin check assessments completed by the nurse.During
a concurrent observation and interview on 4/16/26 at 9:51 a.m. with the NUM in Resident 1's room,
Resident 1's legs were observed with multiple bruises on the lower legs, upper legs and buttock. The
NUM stated Resident 1 had bruises to both lower and upper legs and thighs and bruises to the
buttocks. Resident 1 stated she had a fall at night when staff were assisting her back to bed from the
restroom in her room. The NUM stated the bruises and injuries should have been observed and
documented by the nurses during their skin checks and during the skin check on 4/15/26. The NUM
stated the injuries could have been missed during the skin check assessment by the nurse. The NUM
stated the facility expectation was for the CNA to report the observation of injuries to the nurse, then
the nurse should have notified the unit manager, complete and document a skin assessment, change
in condition assessment and MD notification.During a concurrent interview and record review at
4/16/26 at 10:36 a.m. with the director of nursing (DON), Resident 1's EMR was reviewed. The EMR
indicated there were no documented changes in Resident 1's status including no falls, no skin
changes and no reported injuries since admission on [DATE]. The DON stated the facility expectation
for new skin issues was for the CNA to report it to the nurses immediately. The DON stated the
expectation was for the nurses to assess the resident with skin injuries immediately and document
any new skin issues observed. The DON stated the expectation was for the nurses to document any
change in resident status.During an interview on 4/16/26 at 12:03 p.m. with the administrator (ADM),
the ADM stated the facility expectation was for the nurses to document any changes observed in
resident health status. The ADM stated it was important to document findings to ensure staff were
aware of resident changes in health status.During a review of the facility's policy and procedure
(P&P) titled, Licensed Nurse Weekly Progress Notes, dated 10/9/24, the P&P indicated, .Weekly
nurses' progress notes will be written by licensed personnel on each resident, specific to the
psychological, emotional, social, spiritual, and recreational needs and consistent with the Plan of
Care. Purpose: To reflect observations of the resident's response to their environment, physical
limitations, independent activities, dependency status, behavioral changes, skin problems, dietary
problems and restorative measures to characterize the functional status of progression and/or
regression. The Licensed Nurse will document the resident's response and progress towards goals
weekly. The Licensed Nurse will review, revise, update or develop the Plan of Care accordingly
.During a review of the facility's P&P titled, Skin Integrity Management, dated 7/31/24, the P&P
indicated, .The facility will identify, evaluate, and intervene to prevent further pressure injury and/or
heal pressure ulcers and any other skin integrity conditions. A plan of care will be developed to
(continued on next page)
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F 0658

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

provide guidelines for the treatment of skin integrity conditions to facilitate healing. A Licensed Nurse
will complete a skin evaluation then there is a change in skin integrity. A Licensed Nurse will
complete the skin evaluation weekly. The physician and responsible party will be notified when there
is a change in the condition of the pressure injury or skin integrity condition. Licensed Nurses will
document the effectiveness of current treatment for skin integrity problems in the resident's medical
record on a weekly basis .During a review of a professional reference from the American Nurses
Association titled, Principles for Nursing Documentation, dates 2010, the reference indicated, . Clear,
accurate, and accessible documentation is an essential element of safe, quality, evidence-based
nursing practice. Documentation of nurses' work is critical as well for effective communication with
each other and with other disciplines. It is how nurses create a record of their services for use by
payors, the legal system, government agencies, accrediting bodies, researchers, and other groups and
individuals directly or indirectly involved with health care. It also provides a basis for demonstrating
and understanding nursing's contributions both to patient care outcomes and to the viability and
effectiveness of the organizations that provide and support quality patient care. Entries into
organization documents or the health record (including but not limited to provider orders) must be
Accurate, valid, and complete, Authenticated; that is, the information is truthful, the author is
identified, and nothing has been added or inserted, Dated and time-stamped by the persons who
created the entry.
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