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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, facility documentation review, facility policy review, and interviews for two of four 
residents (Resident #2 and #3) reviewed for abuse, the facility failed to ensure the State Agency was notified 
timely when the facility had knowledge of an allegation of mistreatment and an injury of unknown origin. The 
findings include: Based on clinical record review, facility documentation review, facility policy review, and 
interviews for two of four residents (Resident #2 and #3) reviewed for abuse, the facility failed to ensure the 
State Agency was notified timely when the facility had knowledge of an allegation of mistreatment and an 
injury of unknown origin. The findings include: Resident #2's diagnoses included heart failure and 
atrioventricular heart block. The admission Minimum Data Set (MDS) assessment dated [DATE] identified 
Resident #2 had a Brief Interview for Mental Status (BIMS) score of fifteen out of fifteen, indicative of no 
cognitive impairment and required substantial/maximal assistance with bathing and lower body dressing, 
partial/moderate assistance with bed mobility, toilet hygiene, transfers, ambulation and wheelchair use. The 
Resident Care Plan (RCP) dated 11/4/2025 identified Resident #2 had self-care deficit, interventions directed 
ADLs, bed mobility with assist of one (1), and transfers with assist of one (1) with four-wheeled walker. A 
physician order dated 10/29/2025 directed Plavix oral tablet 75 mg (milligrams) (Clopidogrel Bisulfate - 
antiplatelet medication used to prevent blood clots) give one (1) tablet by mouth one time a day for heart 
failure, atrial fibrillation and coronary artery disease, and Aspirin EC (enteric coated) tablet delayed release 
one (1) tablet one time a day for heart failure and atrial fibrillation. Nursing note (late entry by the ADNS) 
dated 11/10/2025 at 3:15 PM identified Resident #2 was noted to have a discolored area on the back of the 
left upper arm that measured 22.5 centimeters (cm) (8.8 inches) by 10 cm (3.9 inches). Resident #2 was 
unaware of the discolored area, denied pain, appropriate parties were notified and an order was placed to 
monitor (the area). APRN note dated 11/10/2025 at 8:30 AM identified Resident #2 was seen for significant 
discoloration on the back of the left bicep (upper arm) that is trending to the elbow, combination of petechiae, 
purpura (purple or reddish spots on the skin caused by blood leaking from small vessels, appearing as 
bruises that don't fade when pressed and can range from tiny dots (petechiae) to larger patches) and 
ecchymosis (bruising), no pain at site, warm and dry elsewhere, turgor normal, likely due to dual antiplatelet 
therapy with aspirin and Plavix, follow up with cardiologist next week. Review of skin assessment dated 
[DATE] indicated Resident #2 had a discolored area 22.5 centimeters (cm) (8.8 inches) by 10 cm (3.9 
inches) to left elbow. Review of anonymous photos provided to surveyor identified the back of Resident #2's 
left arm was noted to be dark purple covering the entire back of the arm from just below the deltoid (top of 
the arm muscle) to below the elbow, and encompassed the entire width of the arm. Review of facility 
requested list of accident/incidents (A & I) provided on 12/22/2025, dated from 11/4/2025 to 12/15/2025 
failed to include any incident reporting for Resident #2.Review of CT's Department of Health's FLIS Events 
Report Tracking System identified the facility failed to identify the State Agency was notified of the allegation 
on 11/10/2025 of rough care and new bruising measuring 22.5 cm x 10 cm to the left elbow.Interview, record 
review on 12/22/2025 at 1:03 PM with PTA #1 identified when she was working with Resident #2 on 
11/10/2025, she noted the resident had a big dark bruise on his/her arm and she reported it to the ADNS and 
supervisor. PTA #1 stated Resident #2 had told her the night girl was a little rough, did not know her name, 
but implied it was an aide. PTA #1 stated she notified the ADNS/ nursing supervisor and her supervisor that 
Resident #2 had stated someone was kinda rough. On 12/22/2025 at 11:59 AM interview and record review 
with the ADNS identified Resident #2 was working with Physical Therapy Aide (PTA #1) on 11/10/2025 when 
the ADNS and LPN #2 saw the back of the Resident #2's arm as PTA #1 walked Resident #2 past them. The 
ADNS stated she spoke with PTA #1 who indicated during the therapy session PTA #1 observed the whole 
back of Resident #2's arm was dark purple. Resident #2 denied pain, and Resident #2 stated to the ADNS 
that someone had been rough with him/her and they grabbed his/her arm hard when weighing him/her. The 
ADNS stated weights are obtained by the overnight staff. The ADNS stated although the allegation of rough 
treatment was made by Resident #2 on 11/10/2025, she completed an incident report on 11/12/2025 (two 
days after the allegation) and gave it to the DNS who completed the investigation. Further, the ADNS stated 
she should have completed the incident report when Resident #2 made the allegation of rough care on 
11/10/2025 and stated the State Agency should have been notified. Interview failed to identify why the 
incident report was completed two (2) days after the allegation. The ADNS stated she did not notify the State 
Agency because she did not have access to the on-line reporting system; she stated she had last attempted 
to obtain access to the system about one (1) year ago.Interview and record review with LPN #2 on 
12/22/2025 at 1:27 PM identified therapy was working with Resident #2 she and the ADNS were sitting at the 
nursing station when Resident #2 walked by, and they observed Resident #2 had a large bruise to the back 
of his/her left arm. Resident #2 stated that the overnight aide was weighing him/her in the standing position 
and put his/her hand on the resident's arm. LPN #2 stated Resident #2 had told her that he/she didn't think 
the aide did it on purpose but it happened while being weighed.Interview with Resident #2 on 12/22/2025 at 
11:54 AM identified some staff are rough with care but was unable to identify any individual staff member. 
Resident #2 stated he/she did have bruising issues on the left arm/elbow recently, and could not identify how 
the bruise on his/her arm occurred. Interview, clinical record review and facility documentation review with 
the DNS on 12/23/2025 at 12:56 PM identified Resident #2 was alert and oriented, and after she was notified 
about the bruise, she interviewed Resident #2 at unspecified time on 11/10/2025, and again on 11/11/2025. 
The DNS stated that the interview did not identify an injury at the time and Resident #2 reported he/she felt 
safe. Resident #2 reported the night staff get him/her up to a wheelchair for weighing on the scale chair and 
it is very hard and the aide has a strong voice. The DNS stated Resident #2 was asked if he/she had any 
concerns out of normal and if anyone did anything on purpose. Resident #2 denied any concerns, and gave 
no indication harm was intentional. The DNS stated the bruise was large, but Resident #2 was receiving 
anticoagulants. Review of the incident report list with the DNS failed to identify the 11/10/2025 allegation was 
included on the list. The DNS stated that she had an incident report for the allegation, but it was in her 
separate (soft) file and she did not include any of her records with the requested incidents because they 
were her files and not included in the facility incident reports. Although Resident #2 had verbalized to two (2) 
facility staff that a Nurse Aide (NA) was rough with care and had a 22.5 by 10 cm bruise, the DNS stated she 
did not notify the State Agency of the allegation because when she and the Administrator interviewed 
Resident #2 he/she did not say it was intentional. The DNS stated allegations of mistreatment are required to 
be reported to the State Agency within two (2) hours and she could have reported the allegation to the State 
Agency and then done her investigation instead of investigating first to determine if it was abuse. The DNS 
stated she should have reported the allegation first and then submitted the results of her investigation that it 
was not abuse.Review of additional information provided after surveyor exit dated 11/10/2025 (without a time 
indicated), identified the DNS interviewed Resident #2 after the allegation and after the bruise was identified 
and Resident #2 had indicated the hard weight scale may have been part of it. Resident #2 indicated the NA 
on the 11 PM to 7 AM shift tends to be quick and stated no one was mean or mistreated him/her. The 
documentation identified Resident #2 was receiving Plavix and Aspirin and had a history of purpura. 
Resident #2 was interviewed again on 11/11/2025. 2. Resident #3's diagnoses included Alzheimer's, atrial 
fibrillation and anxiety. The quarterly Minimum Data Set (MDS) assessment dated [DATE] identified Resident 
#3 had a Brief Interview for Mental Status (BIMS) score of zero out of fifteen, indicative of severe cognitive 
impairment, had limited mobility of both upper extremities, and was dependent for ADLs (activities of daily 
living). The Resident Care Plan (RCP) dated 9/29/2025 identified a self-care deficit, contractures, and risk for 
alteration in skin integrity. Interventions directed one (1) staff assist for bathing, dressing and two (2) staff for 
Hoyer lift transfers, apply splints as ordered, and monitor for bruising. Nursing note dated 12/3/2025 at 12:08 
PM and 5:02 PM identified the RN (supervisor) was called at approximately 12 PM to assess Resident #3. 
The NA reported bilateral bruising under Resident #3's arms/armpits. Resident #3 was unable to describe 
the cause of the bruising. The APRN was notified, and staff were notified to use two (2) staff for care when 
transferring or repositioning Resident #3. Further, the note identified clothing was reviewed with the family 
and anything too tight or too small was sent home to make dressing easier. Record review failed to identify 
Resident #3 received any routine anticoagulant (blood thinner) or Aspirin. Review of facility incident report 
identified on 12/3/2025 at 11:45 AM Resident #3 was found to have bruising to bilateral upper extremities, 
right arm 9 x 4 cm and left arm 3.5 x 3 cm, discomfort when dressing resident, bruising under arms/armpit 
bilateral upper extremities. No staff witnesses, the APRN was notified, and the care plan was updated for two 
(2) for care, and loose clothing. Additional review of the incident report identified the section labeled 
investigation initiated was checked with the answer No. Upon further review, two (2) statements were 
attached to report by the two (2) Nurse Aides (NAs) who reportedly found the bruising on Resident #3. 
Although requested, no further investigative reporting, summary or findings information was provided for 
surveyor review. Review of CT's Department of Health's FLIS Events Report Tracking System identified the 
facility failed to notify the State Agency of the bruising of unknown origin identified by staff on 12/3/2025. 
Review of anonymous photos provided to surveyor identified the right armpit area and the area of the upper 
inner arm/bicep area and the side of the chest had a yellowish-blue and dark purple discoloration/bruise and 
the arm just above the bend of the elbow had three (3) dark purple circular areas approximately the same 
size as the fingers in the photo, surrounded by yellowish purple bruising and a small red open slit in the 
upper underarm area. Review of the left armpit photo identified the armpit area was dark brown/purple 
surrounded by greenish/yellow bruising. Interview and record review with the ADNS on 12/22/2025 at 11:59 
AM identified Resident #3 had contractures and needed his/her care to be provided gently. The ADNS stated 
Resident #3 had a bruise in the shape of a handprint under his/her right underarm with four (4) fingerprint 
marks on his/her arm and bruising under his/her left underarm/armpit area. The ADNS stated the bruising 
appeared as if someone may have grabbed Resident #3 from behind and lifted or maybe boosted the 
resident incorrectly, or it may have occurred when staff dressed Resident #3 due to his/her contractures. The 
ADNS stated the incident should have been reported to the State Agency and she did not notify the State 
Agency because she did not have access to the on-line reporting system; she stated she had last attempted 
to obtain access to the system about one (1) year ago. Interview, review of clinical record and facility 
documentation with the DNS on 12/23/2025 at 12:56 PM identified Resident #3 required total assistance with 
personal care and on 12/3/2025 was noted to have bruising to the bilateral upper extremities in the 
underarm/armpit area. The DNS stated she completed an investigation and she did not notify the State 
Agency of the injury of unknown origin; the DNS stated she completed her investigation first and stated she 
thought the bruising was caused by tight clothing. The DNS stated she put the investigation off to the side 
because she had completed the investigation, and she did not reach out/call the State Agency to clarify if it 
was a reportable event (if it should be filed). The DNS stated she felt if it was investigated and found a 
reasonable reason for why it happened, so it did not need to be reported. Review of the undated facility 
Incidents and Accidents Policy directed in part, incidents of abuse will be managed and reported according to 
the facility abuse prevention policy. Alleged abuse require an incident report. Review of CT's Department of 
Health's Public Health Code 19-13-D8t Reportable Event(s) directed in part, a Class B event was a 
complaint of patient abuse or an event that involves an abusive act to a patient. Class B events require 
immediate notice by telephone to the Department.Review of facility the undated Abuse, Neglect and 
Exploitation Policy directed in part, physical abuse included but was not limited to hitting, slapping, and 
punching. Possible indicators of abuse include resident reports of abuse, physical marks such as bruising or 
patterned appearances such as a hand print on a resident's body. The Policy further directed all alleged 
violation to be reported to the State Agency immediately, but not later than 2 hours after the allegation is 
made.
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