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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46144

Based on observation, interview and record review, the facility failed to notify one of three sampled residents 
' (Resident 1) physician, for the resident ' s scratch marks on the left hand.

This deficient practice had the potential to worsen the skin condition when left untreated.

Findings:

During a review of Resident 1 ' s Admission Record, the Admission Record indicated, Resident 1 was 
admitted to the facility on [DATE]. Resident 1 ' s diagnoses included cerebral infarction (a stroke, specifically 
the death of brain tissue due to a lack of blood flow), bipolar disorder (a mental health condition 
characterized by significant and persistent mood swings), and aphasia (a language disorder that affects a 
person ' s ability to communicate).

During a review of Resident 1 ' s History and Physical (H&P), dated 4/1/2025, the H&P indicated Resident 1 
had the capacity to understand and make decisions.

During a review of Resident 1 ' s Minimum Data Set (MDS - a resident assessment tool), dated 2/27/2025, 
the MDS indicated Resident 1 had an unclear speech. The MDS indicated Resident 1 had difficulty 
communicating some words or finishing thoughts but is able if prompted or if given enough time. The MDS 
indicated Resident 1 misses some part or intent of the message but comprehends most of the conversation. 
The MDS indicated Resident 1 required substantial assistance (helper does more than half the effort/ helper 
lifts, holds, or supports trunk or limbs, but provides less than half the effort) for toileting hygiene, showering, 
and dressing.

During an observation on 4/1/2025 at 11:00 a.m. in Resident 1 ' s room, there were two scratch marks on 
resident ' s left hand.

During an interview on 4/1/2025 at 3:42 p.m. with Director of Staff Development (DSD), the DSD stated the 
staff have not done the resident ' s skin assessment and have not notified the physician. The DSD stated it 
was important to follow up with the physician to check if were any additional orders to treat the skin.
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Level of Harm - Minimal harm or 
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Residents Affected - Few

During an interview on 4/1/2025 at 4:10 p.m. with Director of Nursing (DON), the DON stated the scratches 
were mentioned by the ADM during the time of the five-day investigation. The DON stated we should have 
done the skin assessment and obtained treatment order for the resident. The DON stated if the skin goes 
untreated the skin could get worse.

During an interview on 4/1/2025 at 4:07 p.m. with the ADM, the ADM stated Resident 1 had scabbed 
scratches on her left hand. The ADM stated the DON and DSD were notified about the scratches on the 
resident ' s left hand. The ADM stated it was important to do a skin assessment and notify with the physician 
so there would be no complications of the resident ' s skin.

During a review of the facility ' s policy and procedure (P&P) titled, Nursing Administration, dated 5/2020, the 
P&P indicated it is the policy of the facility that all changes in resident ' s conditions will be communicated to 
the physician. The P&P indicated the licensed nurse in charge will notify the physician.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide timely, quality laboratory services/tests to meet the needs of residents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46144

Based on interview and record review, the facility failed to ensure, one of three sampled residents ' (Resident 
1), urinalysis ([UA]- a laboratory test that examines a urine sample to detect a urinary tract infection [UTI, 
infection in the urinary system-kidneys, bladder, urethra]) order was carried out and sent to the laboratory 
(facility conducting the urine test) per the physician ' s order.

This deficient practice had the potential for delayed treatment if Resident 1 had an unidentified UTI.

Findings:

During a review of Resident 1 ' s Admission Record, the Admission Record indicated, Resident 1 was 
admitted to the facility on [DATE]. Resident 1 ' s diagnoses included cerebral infarction (a stroke, specifically 
the death of brain tissue due to a lack of blood flow), bipolar disorder (a mental health condition 
characterized by significant and persistent mood swings), and aphasia (a language disorder that affects a 
person ' s ability to communicate).

During a review of Resident 1 ' s History and Physical (H&P), dated 4/1/2025, the H&P indicated Resident 1 
had the capacity to understand and make decisions.

During a review of Resident 1 ' s Minimum Data Set (MDS - a resident assessment tool), dated 2/27/2025, 
the MDS indicated Resident 1 had cognitive impairment. The MDS indicated Resident 1 required substantial 
assistance (helper does more than half the effort. Helper lifts, holds, or supports trunk or limbs, but provides 
less than half the effort) for toileting hygiene, showering, and dressing.

During a record review of Resident 1 ' s Change of Condition Evaluation (COC), dated 3/20/2025, the COC 
indicated Resident 1 had physical aggressive behavior towards staff on 3/20/2025. The COC indicated the 
physician recommendation was for Resident 1 to have a urinalysis (UA, urine test) done.

During a review of Resident 1 ' s Order Summary Report, dated 3/20/2025, the Order Summary Reported 
indicated an order do UA with culture and sensitivity.

During a concurrent interview and record review on 4/1/2025 at 3:31 p.m. with Director of Staff Development 
(DSD), Resident 1 ' s COC, dated 3/20/2025 was reviewed. The DSD stated theCOC indicated Resident 1 
had physical aggressive behavior towards staff on 3/20/2025, and the physician recommended to have a UA 
done on the resident. The DSD stated Resident 1 ' s UA was not done. The DSD stated the reason for the 
UA was because Resident 1 had shown signs of aggressive behavior and was confused, which could be a 
sign of a UTI. The DSD stated it was important the UA was done to check if Resident 1 had an infection and 
would need treatment. The DSD if the resident had UTI, it had the potential for the resident to become more 
aggressive and more confused.
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During a review of facility ' s policy and procedure (P&P) titled, Significant Change of Condition, Response, 
dated 12/2023, the P&P indicated the facility must ensure each resident receives quality of care and services 
to attain and maintain the highest practicable physical mental and psychosocial well-being. The P&P 
indicated, any time it is recognized by anyone of the team members that the condition or care needs of the 
resident have changed, the nurse should perform, document, and implement any new orders or interventions.

44056267

06/26/2025


