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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to ensure the lump (abnormal bumps or swellings
on or under the skin) at the back of neck of one of four residents (Resident 1), was assessed timely and
reported to the resident's physician. This deficient practice had the potential to result in the delay of care and
services necessary to treat Resident 1's back of neck lump and had the potential to cause worsening
condition of the lump. Findings:During a concurrent observation and interview on 7/17/2025 at 9:30 a.m. with
Resident 1, Resident 1 stated he had a lump (mass) at the back of his neck. The lump was observed like the
size of a pea, did not look swollen and was not red. Resident 1 stated a family member (FM)1 saw the lump
and probably informed the nurse.During a review of Resident 1's admission Record, the admission Record
indicated Resident 1 was admitted to the facility on [DATE], with diagnoses including schizoaffective disorder
(a mental iliness that can affect thoughts, mood, and behavior), alcohol dependence (a chronic disease in
which a person craves drinks that contain alcohol and is unable to control his or her drinking), and nicotine
dependence (a chronic, compulsive need to use nicotine despite negative consequences.) During a review of
Resident 1's Minimum Data Set (MDS - a resident assessment tool), dated 5/14/2025, the MDS indicated
Resident 1 had intact cognition. The MDS indicated Resident 1 was independent with activities of daily living
(ADLs) such as dressing, toilet use, personal hygiene, and mobility. During a review of the County Case
Management (CM) e-mail sent to the facility's Registered Nurse (RN) 2 dated 6/16/2025 timed 2:27 p.m., the
County CM email indicated notification to RN 2 regarding FM 1's request to have a nurse check Resident 1's
bump on the middle of the neck. During a review of Resident 1's Progress Notes dated 6/16/2025 to
7/15/2025, the progress notes did not indicate a nurse had assessed Resident 1's bump on the middle of the
neck when requested by the FM 1 as indicated in the County CM email on 6/16/2025. The progress notes
did not indicate RN 2 responded and provided update to the County CM as requested in the email dated
7/15/2025. During a review of the County CM e-mail dated 7/15/2025 timed 10:27 a.m., the County CM email
indicated a requested update regarding Resident 1's neck. During an interview on 7/17/2025 at 1:00 p.m.
with RN 2, RN 2 stated the County CM's email dated 6/16/2025, with the FM 1's request to assess Resident
1's lump in the middle of neck was received. RN 2 stated Resident 1's neck was checked but there was
nothing observed in the resident's front neck. RN 2 stated Resident 1's back side of his neck was not
assessed. RN 2 stated she did not document Resident 1's assessment in the resident's progress notes. RN
2 stated she did not notify the doctor nor replied to the County CM's e-mails, because there was nothing in
Resident 1's neck. RN 2 acknowledged that the County CM's email was received on 7/15/2025 following up
updates about Resident 1's lump on the back of his neck. RN 2 stated she went to Resident 1's room and
assessed Resident 1's back of neck and observed a small bump. RN 2 stated the consequence when the
resident's skin was not properly assessed, or concerns ignored was putting the resident at risk to sustain
skin infections. RN 2 stated Resident 1's FM inquiry was not addressed, and the County CM's email was not
replied. During an interview on 7/17/2025 at 2:47 p.m. with the Director of Nursing (DON), the DON stated
residents' skin were checked by the Certified Nursing Assistants (CNA) on shower schedules and by the
nurses daily. The DON stated when the family representative requested for residents to be assessed, the
nurses should go and assess the resident. The DON stated after RN 2 assessed Resident 1's back of neck,
RN 2 should have informed the doctor and Resident 1's County CM. The DON stated if there were no
documentation in the resident's clinical records about the findings, it meant the nurses did not acknowledge
the FM's concerns, and the assessment was never done. The DON stated the risk of Resident 1 not
receiving the proper assessment could cause worsening condition of Resident 1's back of neck lump. During
a review of the facility's undated policy and procedure (P&P) titled, Resident Assessment, the P&P indicated
a registered nurse should conduct and coordinate all comprehensive assessment, to identify the resident's
care needs. During a review of the P&P titled Charting and Documentation, dated 1/2025, the P&P indicated
all services provided to the residents should be documented in resident's medical record. The P&P indicated
treatments or services performed to the resident should be documented on the resident's medical record.
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