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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.
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F 0580

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interview and record review the facility failed to inform a resident's representative of new a 
injury/bruise found to a resident's shoulder for 1 of 1 residents (R2) reviewed for a resident change in 
condition in the sample of 5. The findings include:A facility Incident report dated 9/6/25 showed on 9/5/25 at 
4:20 AM, facility staff discovered new bruising to R2's left upper arm. The facility notified R2's hospice 
agency which subsequently ordered an X-ray of R2's left arm. An X-ray of R2's left arm was performed in the 
facility which showed R2's left shoulder was dislocated. The report showed R2 was sent to a local hospital 
on 9/6/25 for an evaluation of her shoulder dislocation. R2's progress note dated 9/5/25 showed at 4:20 AM, 
facility staff discovered new bruising to R2's left shoulder. The note showed R2's hospice agency was 
notified of the new bruise on 9/5/25 by facility staff. The note showed no documentation facility staff notified 
V8 (R2's Power of Attorney/POA) of R2's new bruising. A physician order dated 9/5/25 at 1:23 PM showed 
an X-ray of R2's left shoulder was ordered/obtained by V14 (R2's Hospice Nurse) after R2 was assessed by 
V14. R2's progress notes dated 9/5/25 from 4:20 AM to 9/6/25 at 9:30 PM were reviewed and showed no 
documentation facility staff attempted to notify V8 (R2's POA) of the new bruising found on R2's left shoulder. 
Progress notes showed V8 was contacted by facility staff about a room change for R2 but not informed of the 
changes noted to R2's left shoulder. R2's progress note dated 9/6/25 at 9:40 PM showed the facility was 
notified, by R2's hospice agency, of R2's X-ray results which showed her left shoulder was dislocated. The 
note showed the hospice agency had notified V8 (R2's POA) of R2's X-ray results. R2 was sent to a local 
hospital for an evaluation due to her injury.On 9/10/25 at 10:37 AM, V8 (R2's POA) stated he upset because 
the facility never called him to inform him of the new bruising to R2's shoulder or that an X-ray had been 
ordered of R2's left shoulder. V8 stated, No one called me on September 5th or 6th to tell me about her 
shoulder. Someone called me on September 5th to tell me they were moving (R2) to a different room, but 
they didn't say anything to me about her shoulder. The first I heard anything about it was when someone 
from hospice called me that night (9/6/25) to tell me her shoulder was dislocated, and they needed to send 
her to the hospital.On 9/10/25 at 10:48 AM, V10 RN stated she was notified of new bruising to R2's left 
shoulder by V9 CNA on 9/5/25. V10 she immediately went to assess R2 and found R2's left upper arm to be 
purple in color and warm to the touch. V10 stated she notified R2's hospice agency of R2's new bruise. V10 
stated she did not notify V8 (R2's POA) of the new bruising noted to R2's shoulder. On 9/10/25 at 11:15 AM, 
V3 Assistant Director of Nursing (ADON) stated he was notified of the new bruising to R2's left shoulder on 
the morning of 9/5/25. V3 stated when he observed R2's shoulder on that morning, he noted a new. large 
bruise to R2's left upper arm. V3 stated he did not notify V8 (R2's POA) of the new bruising noted to R2's 
shoulder. On 9/10/25 at 1:00 PM, V2 Director of Nursing (DON) stated she examined R2's left shoulder on 
9/5/25 after she was notified of the new bruising. V2 stated she noted a large bruise to R2's left upper arm. 
V2 stated she did not contact V8 (R2's POA) to notify him of R2's new bruising. V2 DON stated facility staff 
are to immediately report any changes in a resident's condition to the resident's POA/representative as soon 
as possible.The facility's Responding to an Acute Change of Condition policy dated August 2025 showed, 
Residents who experience an acute change in condition will have their condition monitored, the attending 
physician notified, and the responsible party informed when the condition changes and as follow up actions 
occur. GOAL . To ensure that the responsible party is notified of a residents change in condition as soon as 
practical, and plan of care is updated .
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Level of Harm - Actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.
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Level of Harm - Actual harm

Residents Affected - Few

Based on interview and record review the facility failed to assess, intervene and implement treatments in a 
timely manner for a resident (R2) found to have a new injury/bruising to her left shoulder which resulted in a 
delay in the diagnosis of and treatment of R2's left shoulder dislocation. This failure applies to 1 of 5 
residents (R2) reviewed for the necessary care and services in the sample of 5.The findings include:A facility 
Incident report dated 9/6/25 showed on 9/5/25 at 4:20 AM, facility staff discovered new bruising to R2's left 
upper arm. The facility notified R2's hospice agency which subsequently ordered an X-ray of R2's left arm. 
An X-ray of R2's left arm was performed in the facility which showed R2's left shoulder was dislocated. The 
report showed R2 was sent to a local hospital on 9/6/25 for an evaluation of her shoulder dislocation. The 
report showed hospital recommended surgical intervention to reposition the shoulder; however, V8 (Power of 
Attorney/POA for R2) declined surgical intervention. R2's hospital records dated 9/6/25 showed a repeat 
X-ray of R2's left shoulder was performed which showed R2's left shoulder was dislocated with a possible 
glenoid (shoulder bone) fracture. R2 was discharged back to the facility on 9/6/25, on hospice, with orders for 
R2's left arm to be kept in a sling for comfort and conservative management of R2's shoulder dislocation. 
R2's current care plan showed R2 was severely cognitively impaired and primarily nonverbal due to her 
diagnosis of Alzheimer's disease. R2 was unable to verbalize her needs. R2 was dependent on staff for all 
cares. R2 was unable to move on her own. R2 required two staff members to safely reposition her in bed. R2 
was on hospice.R2's progress note dated 9/5/25 showed at 4:20 AM, facility staff discovered new bruising to 
R2's left shoulder. The note showed R2's hospice agency was notified of the new bruise on 9/5/25. The note 
showed no documentation facility staffed notified R2's physician or nurse practitioner of the R2's new 
bruising. The note showed no documentation that facility staff attempted to obtain a physician order to X-ray 
R2's shoulder. A physician order dated 9/5/25 at 1:23 PM showed an X-ray of R2's left shoulder was 
ordered/obtained by V14 (R2's Hospice Nurse) after R2 was assessed by V14. R2's progress notes dated 
9/5/25 from 4:20 AM to 9/6/25 at 9:30 PM were reviewed and showed no documentation of facility staff 
attempting to notify R2's physician or nurse practitioner of the new bruising to R2's shoulder. The progress 
notes showed no documentation of staff reassessing R2's left shoulder bruising at any time after the bruising 
was found. The progress notes showed no documentation of staff attempting to contact the facility's mobile 
X-ray company to ensure the X-ray of R2's left shoulder was completed as soon as possible. R2's progress 
note dated 9/6/25 at 10:21 AM showed an X-ray was completed in the facility of R2's left shoulder; over 24 
hours after the new bruising/injury to R2's left arm was found by staff. R2's progress note dated 9/6/25 at 
9:40 PM showed the facility was notified, by R2's hospice agency, of R2's X-ray results which showed her 
left shoulder was dislocated. R2 was sent to a local hospital for an evaluation due to her injury.On 9/10/25 at 
10:48 AM, V10 RN stated she was notified of new bruising to R2's left shoulder by V9 CNA on 9/5/25. V10 
stated she immediately went to assess R2 and found R2's left upper arm to be purple in color and warm to 
the touch. V10 stated she did not complete a range of motion assessment on R2's left arm. V10 stated she 
notified R2's hospice agency of R2's new bruise. V10 stated she did not notify R2's physician or nurse 
practitioner of the changes noted to R2's shoulder. V10 stated, I notified hospice. They were coming in to 
see her later that day (9/5/25). I just assumed hospice would follow up on her shoulder and get an X-ray if 
she needed it.On 9/10/25 at 11:15 AM, V3 Assistant Director of Nursing (ADON) stated he was notified of the 
new bruising to R2's left shoulder on the morning of 9/5/25. V3 stated when he observed R2's shoulder on 
that morning, he noted a new. large bruise to R2's left upper arm. V3 stated he did not contact R2's physician 
or nurse practitioner to inform them of the bruise and/or obtain an order for an X-ray because we were just 
kind of waiting on direction from her hospice. V3 stated facility staff are to notify a resident's physician or 
nurse practitioner immediately with any changes in resident condition. When asked why the facility did not 
order any X-ray of R2's shoulder themselves and why it took over 24 hours for R2's X-ray to be completed, 
V3 stated, I believe we could have ordered the X-ray ourselves if we had contacted the physician. I don't 
know how the X-ray was ordered by hospice. I don't know why it took so long to get it.On 9/10/25 at 11:19 
AM, V14 (R2's Hospice Nurse) stated she was notified of the new bruising to R2's shoulder on 9/5/25. V14 
came to the facility on 9/5/25 to assess R2. V14 stated, I found bruising to (R2's) left lateral arm and 
posterior shoulder area. (R2) didn't appear to be in pain. It was her bath day. My hospice CNA went to bathe 
her and called me immediately. She said that something was wrong with (R2's) shoulder because she said 
(R2's) shoulder was floppy and seemed unstable. That is when I ordered the X-ray. When asked if she 
ordered R2's X-ray to be done STAT (immediately), V14 stated she didn't know if it had been ordered STAT. 
V14 stated, We (hospice and the facility) should have collaborated better and ordered the X-ray sooner. V14 
stated the facility could have contacted V15 (R2's Nurse Practitioner) directly when they found the new 
bruising to R2's shoulder to obtain an order for an X-ray. On 9/10/25 at 11:40 AM, V15 (R2's Nurse 
Practitioner/NP) stated she never received a call from the facility on 9/5/25 or 9/6/25 informing her of and/or 
updating her on the new bruising found to R2's left shoulder. V15 stated, The first I learned of the injury was 
on 9/5/25 when (V14 R2's Hospice Nurse) called me and got an order for the X-ray. V15 stated either V15 or 
R2's physician should have been notified immediately by the facility when the new bruising to R2's shoulder 
was found by facility staff. On 9/10/25 at 1:00 PM, V2 Director of Nursing (DON) stated she examined R2's 
left shoulder on 9/5/25 after she was notified of the new bruising. V2 stated she noted a large bruise to R2's 
left upper arm. V2 stated she did not complete a full assessment of R2's left arm at that time. V2 stated she 
did not contact R2's physician or NP to notify them of R2's new bruising or attempt to obtain an X-ray order. 
V2 stated, We were just waiting to see what hospice would say. The facility is responsible for all patient care 
and general treatment even with hospice residents. Hospice is kind of a second set of helping hands. We 
should have called (V15 R2's NP) ourselves to inform her of the bruising and to get the X-ray order. I am not 
sure why we didn't. V2 DON stated facility staff are to immediately report any changes in a resident's 
condition to the resident's physician or NP to ensure treatments are implemented as soon as possible.The 
facility's Responding to an Acute Change of Condition policy dated August 2025 showed, Residents who 
experience an acute change in condition will have their condition monitored, the attending physician notified, 
and the responsible party informed when the condition changes and as follow up actions occur. GOAL: 1. To 
ensure the resident changes are identified, communicated, and addressed timely. 2. To ensure that the 
attending physician of a resident is notified of changes in condition. The licensed nurse will evaluate the 
resident to determine the status of the condition change. If the resident is not presenting with a medical 
emergency but presents with an acute condition that requires prompt care and treatment, the licensed nurse 
will obtain a baseline assessment. and then contact the physician for further follow up and orders. The 
medical record should reflect the nurse's observation and assessments, physician notification, and 
follow-through, including updated plan of care.
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Level of Harm - Actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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Level of Harm - Actual harm

Residents Affected - Few

Based on observation, interview and record review the facility failed to care for a resident (R2) in a safe 
manner which resulted in R2 sustaining a left shoulder dislocation. The facility failed to ensure a resident 
(R2) was safely repositioned in bed, as directed per the resident's care plan. These failures apply to 1 of 5 
residents (R2) reviewed for resident safety and supervision in the sample of 5.The findings include:A facility 
Incident report dated 9/6/25 showed on 9/5/25 at 4:20 AM, facility staff discovered new bruising to R2's left 
upper arm. The facility notified R2's hospice agency which subsequently ordered an X-ray of R2's left arm. 
An X-ray of R2's left arm was performed in the facility which showed R2's left shoulder was dislocated. The 
report showed R2 was sent to a local hospital on 9/6/25 for an evaluation of her shoulder dislocation. The 
report showed hospital recommended surgical intervention to reposition the shoulder; however, V8 (Power of 
Attorney/POA for R2) declined surgical intervention. R2's hospital records dated 9/6/25 showed a repeat 
X-ray of R2's left shoulder was performed which showed R2's left shoulder was dislocated with a possible 
glenoid (shoulder bone) fracture. The X-ray results showed no findings of osteopenia or osteoporosis. R2 
was discharged back to the facility on 9/6/25. R2's current care plan showed R2 was severely cognitively 
impaired and primarily nonverbal due to her diagnosis of Alzheimer's disease. R2 was unable to verbalize 
her needs. R2 was dependent on staff for all cares. R2 was unable to move on her own. R2 required two 
staff members to safely reposition her in bed. R2 was on hospice related to her diagnosis of Alzheimer's 
disease. R2's progress note dated 9/5/25 showed at 4:20 AM, facility staff discovered new bruising to R2's 
left shoulder. The note showed the area of bruising to R2's left shoulder was warm to the touch. R2 was 
noted to be sleeping, looks comfortable. The note showed R2's hospice agency was notified of the new 
bruise on 9/5/25. A physician order dated 9/5/25 at 1:23 PM showed an X-ray of R2's left shoulder was 
ordered. R2's progress note dated 9/6/25 at 10:21 AM showed an X-ray was completed in the facility of R2's 
left shoulder. R2's progress note dated 9/6/25 at 9:40 PM showed the facility was notified, by R2's hospice 
agency, of R2's X-ray results which showed her left shoulder was dislocated. R2 was sent to a local hospital 
for an evaluation due to her injury.On 9/10/25 at 8:30 AM, R2 was asleep in a high-back wheelchair on the 
facility's memory care unit. A sling was noted around R2's left arm. The sling held her arm in place, close to 
R2's chest. On 9/10/25 at 11:04 AM, V11 Certified Nursing Assistant (CNA) stated she provided cares to R2 
from 2 PM-10 PM on 9/4/25. V11 stated R2 had no bruising to her left shoulder during that time. V11 stated 
R2 did not have any falls or sustain any injuries during her shift on 9/4/25.On 9/10/25 at 10:28 AM, V9 CNA 
stated he provided cares to R2 on 9/4/25, from 10 PM - 6 AM. V9 stated from 10 PM on 9/4/25 to 
approximately 3 AM on 9/5/25, he repositioned R2 in bed and provided her with incontinence care, by 
himself, two different times. V9 stated R2 was nonverbal and totally dependent on staff for cares but that he 
always provides these cares, including bed mobility and repositioning, to R2 by himself. V9 stated R2 was 
dressed in a sweater when he provided cares to R2 from 10 PM-3AM so he was not able to visualize her left 
shoulder during that time. V9 stated around 4 AM on 9/5/25, he again provided cares to R2, by himself, 
which included repositioning her in bed, incontinence care, and getting her dressed. R2 stated, When I took 
her sweater off, I noticed her (left) shoulder was bruised and swollen. It looked abnormal. V9 stated R2 did 
not appear to be in pain and was not wincing or crying with movement of her left arm. V9 stated he 
immediately reported the new bruise to V10 Registered Nurse (RN). V9 stated R2 had no falls or injuries 
while being cared by V9. V9 stated, I don't know what happened to her. I just assumed something happened 
to her when someone was moving her or removing her shirt. On 9/10/25 at 10:48 AM, V10 RN stated she 
was notified of the new bruising to R2's left shoulder by V9 CNA on 9/5/25. V10 she immediately went to 
assess R2 and found R2's left upper arm to be purple in color and warm to the touch. V10 stated R2 did not 
appear to be in pain as V10 had administered hospice pain medications to R2 one hour prior. V10 stated she 
had no idea what caused the injury to R2's arm stating R2 was unable to move her extremities on her own. 
V10 stated she notified R2's hospice agency of R2's new bruise. V10 stated she did not notify R2's 
physician, nurse practitioner, or V8 (R2's POA) of the changes noted to R2's shoulder. On 9/10/25 at 11:19 
AM, V14 (R2's Hospice Nurse) stated she was notified of the new bruising to R2's shoulder on 9/5/25. V14 
came to the facility on 9/5/25 to assess R2. V14 stated, I found bruising to (R2's) left lateral arm and 
posterior shoulder area. (R2) didn't appear to be in pain. It was her bath day. My hospice CNA went to bathe 
her and called me immediately. She said that something was wrong with (R2's) shoulder because she said 
(R2's) shoulder was floppy and seemed unstable. That is when I ordered the X-ray. V14 stated R2 was 
nonverbal and dependent on staff for cares. V14 stated R2 did not have a diagnosis of osteoporosis or 
osteopenia. V14 stated she was unsure what caused the injury to R2's shoulder but stated, This is not an 
injury she could have done to herself. She has no physical behaviors and cannot move on her own. This 
injury will contribute to her decline.On 9/10/25 at 11:40 AM, V15 (R2's Nurse Practitioner/NP) stated R2 is 
unable to move on her own. V15 stated R2's left shoulder injury was caused by some sort of trauma or force. 
This is not an injury that spontaneously happens. V15 stated R2 had no underlying diagnoses of osteopenia 
or osteoarthritis that she was aware of. On 9/10/25 at 1:00 PM, V2 Director of Nursing (DON) stated R2 was 
nonverbal and fully dependent on staff for all ADL (activity of daily living) cares. V2 stated staff are to refer to 
the resident's care plan to verify the level of assistance a resident required for cares. V2 stated if R2's care 
plan showed R2 required the assistance of two staff to be safely repositioned in bed, then two staff members 
should be repositioning R2.
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