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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47083

Residents Affected - Few Based on interview and document review, the facility failed to ensure injuries of unknown origin were

reported to the State Agency (SA) immediately (within two hours) for 1 of 2 residents (R1) reviewed for
injuries of unknown source.

Findings include:

On 3/25/24 at 3:10 p.m., a facility reported incident (FRI) submitted to the SA indicated R1 had bruises of
unknown origin. These included bruising on her left upper inner arm measuring 30 centimeters (cm) x 5¢cm,
the left palm of her hand measuring 4 cm x 1 cm, her left shoulder measuring 5 cm x 4 cm, and a skin tear to
her left knee measuring 5 cm x 4 cm.

R1's quarterly Minimum Data Set (MDS) dated [DATE] indicated R1 had severe cognitive impairment, and
had a diagnosis of dementia. The MDS indicated R1 required substantial to maximum assistance of staff for
all personal care and transfers. The MDS also indicated R1 was non-ambulatory, required a manual
wheelchair for all locomotion, and she had a history of falls.

On 3/23/24 at 2:15 a.m. a progress note indicated R1 had an open area and bruise. The documentation
lacked location, description and measurements of the open area and the bruise.

On 3/23/24 at 10:44 a.m. a progress note indicated R1 had pain in her left leg, and a skin tear below her left
knee. The progress note lacked a description or measurements of the skin tear.

On 3/24/24 at 2:18 p.m. a progress note indicated R1 had a bruise to her left hip area. The progress note
lacked a description or measurements of the bruise.

On 3/24/24 at 5:00 p.m., a facility Resident Occurrence Report indicated R1 had a bruise to her left inner arm
measuring 4 cm x 2 cm and a bruise to her left shoulder. The report indicated the DON was notified of the
injuries on 3/24/24.

On 3/24/24 at 5:16 p.m. a progress note indicated R1 had a bruise to her left upper inner arm of unknown
origin. The progress note lacked a description and measurement of the bruise.

On 3/24/24 at 6:55 p.m. a progress note indicated R1 had a bruise to her left upper inner arm measuring 4
cmx 2 cm.
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F 0609 On 3/25/24 at 3:17 p.m. a progress note indicated a adult report was made regarding the bruising.

Level of Harm - Minimal harm or A facility document Resident Occurrence Report dated 3/23/24 at 2:15 a.m., indicated R1 had an open area
potential for actual harm on left leg below the knee.

Residents Affected - Few A facility document Resident Occurrence Report dated 3/24/24 at 8:00 a.m., indicated R1 had a bruise to her

left hip measuring 3 cm x 3cm. The report indicated the director of nursing (DON) was notified of the injury
on 3/24/24 at 2:13 p.m.

On 3/29/24 at 10:10 a.m., licensed practical nurse (LPN)-A stated R1 had a skin tear and pain to her left leg
on the morning of 3/23/24. LPN-A stated he notified the DON of the injury right away.

On 3/29/24 at 11:39 a.m., registered nurse (RN)-A stated on 3/24/24 nursing assistant (NA)-A notified her of
R1 bruise to R1's left upper arm. She stated the bruise measured 4 cm x 2 cm, and R1 was unable to identify
how she sustained the bruise. RN-A stated she notified the DON of the bruise at 4:00 p.m. on 3/24/24.

On 3/29/24 at 11:57 a.m. NA-A stated she first saw the bruise to R1's left upper arm on 3/24/24 after lunch,
when she was assisting R1 to put a sweater on. She stated she informed RN-A immediately of the bruise.

On 3/29/24 at 12:57 p.m., the DON stated LPN-A called him on 3/23/24 around 2:00 p.m., to report left hip
bruise and pain. LPN-A was not aware of an origin for the bruise and pain. RN-A called him on 3/24/24 at
4:00 p.m., to report R1's left upper inner arm bruise measuring 4 cm x 2 cm. The DON stated RN-A was not
aware of an origin for the bruise. On the morning of 3/25/24 he observed the bruises to R1's left hip, inner
arm, palm of hand and shoulder. He made the report to the SA on 3/25/24 at 3:00 p.m. He stated he did not
report the bruises of unknown injury because R1 likely had an unwitnessed fall.

On 3/29/24 at 1:14 p.m., the administrator stated the facility should investigate injuries of unknown origin,
and report to the SA right away.

The facility policy Vulnerable Adult Abuse Prevention Plan dated 1/23 directed each resident has the right to
be free from abuse including but not limited to verbal, sexual, physical, and mental abuse, injuries of
unknown origin, corporal punishment, misappropriation of property, mistreatment, neglect or involuntary
seclusion. The policy directed allegations of abuse, neglect, exploitation or mistreatment, including injuries of
unknown source and misappropriation of resident property will be reported immediately within the state and
federal guidelines.
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