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Based on interview and record review, the facility failed to ensure one resident (Resident #1) received care 
consistent with professional standards when staff failed to report a large bruise and abrasion to the resident's 
head immediately, delaying assessment, proper care and required notifications to family and physician. The 
sample size was three. The census was 88.Review of the facility's Change in Condition policy, dated 
10/2/23, showed:-Purpose: To provide care and services based upon the current needs of the resident under 
the direction of the attending provider. To inform resident/resident representative and attending provider 
when a significant change in resident condition occurs;-Policy: When a significant change in the resident's 
physical, mental or psychosocial status is identified by the licensed nurse, or when there is a need to alter 
treatment significantly, the licensed nursing associate consults with the attending provider and notify the 
resident/resident representative;-Procedure: --Licensed nursing associate: --Assess significant change in the 
resident's condition noted through direct observation, interview or report for other staff; --Obtain a set of vital 
signs and repeat as needed or ordered; --Open matrix event and conduct a symptom review and 
assessment, as condition warrants; --Notify the attending provider of the change in condition and implement 
orders for treatment and appropriate monitoring as directed; --Notify the resident/resident representative; 
--Document symptom(s), assessment, observations, resident/resident representative and medical provider 
notification; --Monitor and provide treatment as ordered by the attending provider. Review of Resident #1's 
medical record, showed:-Diagnoses included Alzheimer's disease and age-related osteoporosis (weak/brittle 
bones). Review of the resident's progress notes, showed on 10/13/25 at 1:20 P.M., the resident's hospice 
worker reported a knot to the resident's head. Upon assessment, a large knot with bruising was noted to the 
left side of the forehead and a small cut to the center of the knot. The nurse practitioner (NP) and family were 
made aware. The resident had no pain or discomfort. After cleansing the area, a small scab fell off. There 
was no bleeding noted. At 8:44 P.M., the resident continued on observation related to a bump on his/her 
head. The resident did not display any signs of pain or discomfort during observation. He/She has a golf ball 
sized bump to the left side of the forehead with small abrasions at the center. Review of a typed statement 
dated 10/14/25, by Certified Nurse's Aide (CNA) A showed the employee was feeding the resident on 
10/12/25 and he/she got hold of the tray before the CNA could get to it and turned it over on him/herself. The 
CNA got the resident another tray and cleaned him/her and the room up. The CNA did not report the incident 
because he/she did not think anything about it. Review of event information report, dated 10/13/25, 
showed:-Event category and description: Other events -Situation, Background, Assessment and 
Recommendation (SBAR)-Physician/NP/Physician Assistant (PA) communication Tool and progress 
note;-When occurred: 10/13/25, 10:56 A.M.-Description: Knot to forehead;-Vitals for this event: No vitals 
have been recorded for this event;-Orders for this event: Post-fall signs for fall with injury-complete and 
record full set of vitals;-Progress notes for this event: There are no associated progress notes. Review of a 
written statement by Certified Nurse's Aide A, dated 10/14/25, showed when the CNA went to check on the 
resident on 10/13/25, he/she had a big bruise on his/her forehead with a small amount of dried blood. During 
interviews on 10/22/25 at 12:00 P.M. and on 10/23/25 at 10:30 A.M., CNA A said he/she did not receive 
report on the morning of 10/13/25 when he/she started his/her shift and did not know the resident was 
injured. When he/she went to check on the resident around 9:00 A.M., to get the resident ready for breakfast, 
he/she noticed the large knot on the resident's head. He/She did not say anything because he/she thought 
someone would have already reported it since the knot did not look new and the blood was dried on the cut. 
During an interview on 10/23/25 at 2:00 P.M., the hospice social worker said he/she got to the facility around 
10:00 A.M. on 10/13/25. The resident was sleeping so he/she sat by his/her bedside for a little while until 
he/she woke. He/She noticed a large spot of blood on the resident's pillow and dried blood on the bed rail. 
When the resident turned over, to his/her left side, the social worker noticed a golf sized knot on his/her head 
with dried blood on it. He/she immediately went to the nurse's station to report the injury to the nurse who 
had no idea what happened. The nurse checked the resident's medical record to see if there was any note 
about what happened and there was nothing documented. During an interview on 10/22/25 at 1:50 P.M., 
Licensed Practical Nurse (LPN) D said he/she was not working the resident's floor on 10/13/25, but he/she 
was standing at the nurse's station when the hospice staff came and reported the injury. He/She and the 
floor nurse went in and assessed the resident together. The resident had a large knot on his/her head. 
During an interview on 10/22/25 at 2:00 P.M., LPN D said on 10/13/25, the hospice social worked came to 
the desk and questioned him/her about the resident's injury. No one said anything to him/her in shift change 
about the resident being injured. When he/she went and assessed the resident, he/she had a significant knot 
on his/her head from the front to the back. Review of the resident's medical record, dated 10/23/25, 
showed:-On 10/9/25 at 2:44 P.M., vitals documented;-On 10/13/25 at 8:41 P.M., vitals documented;-No vitals 
documented between 10/9/25 at 2:44 P.M. and 10/13/25 at 8:41 P.M.;-No documented assessment or 
neurological checks on 10/13/25 from 9:00 A.M. to 11:30 A.M. During an interview on 10/22/25 at 2:45 P.M., 
the Director of Nursing said the staff should have reported the incident of the tray to the nurse if it hit the 
resident even if there were no immediate injuries. The staff should have also immediately reported the injury 
to the nurse as soon as it was noticed. Not reporting the incident and/or injury could delay assessment and 
care for the resident. All this information should have been documented. During an interview on 10/22/25 at 
3:15 P.M., the Administrator said he expected staff to report all resident injuries immediately so care can be 
provided. This information should also be documented. 2646327
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