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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, interview, and record review , the facility failed to provide care per standards of practice when 
staff failed to promptly assess one resident (Resident #2) after a change in condition. The census was 123.
Review of the facility's policy named, Event Investigation, undated, showed the following:-Purpose to 
investigate the cause of all marks, discolorations, skin breaks and injuries which have not been witnessed 
and to identify any injuries after a resident sustains an event;-Handle resident gently, examine the entire skin 
surface, interview the resident to determine cause of any conditions identified, interview any witnesses to 
determine cause of any conditions identified, measure vital signs, assess pain, identify all skin discolorations, 
redness, swelling, edema (swelling), tenderness, breaks, or changes in temperature, measure the size, 
depth, color and location of any skin conditions identified, palpate peripheral pulses, gently perform passive 
and active range of motion of all joints, assess any change in mental and cognitive status through 
observation and interview of the resident, observe and assess all neurological signs, notify the resident's 
attending physician of a change of condition or any concerns that have been identified,notify the resident's 
representative of a change of condition or any concerns that have been identified, attempt to determine the 
cause of any conditions identified, implement preventive measures as appropriate, if resident abuse is 
suspected, proceed with abuse investigation;-Complete a Report of Event Form as soon as possible 
whenever there is an unusual, unexpected and/or unintended event that is not consistent with the routine 
operation of the facility, the routine care of the resident and/or adversely effects or has the potential to 
adversely affect a resident or visitor;-Examples of when a form should be completed include allegation or 
known abuse of a resident by a staff member, visitor or resident, fracture/dislocation of unknown origin, 
bruise/skin tear of unknown origin, elopement from the facility, equipment malfunction, fall or person found 
on the floor, burn/scald from hot beverage or hot water temperature, occurrence involving medication, 
self-inflicted injury, suicide or attempted suicide, and damaged or lost personal property;-Any staff member 
who discovers, witnesses or is involved in an event should immediately report the event to the nurse in 
charge. The charge nurse is responsible for completion of the Report of Event form and forwarding to the 
Director of Nursing (DON) as soon as possible. Events resulting in injury, life-threatening nature and/or 
allegation of or known abuse/neglect, the charge nurse will notify the DON and Administrator immediately. 
Upon notification of an event resulting in hospitalization or need to notify outside agency, the Administrator 
will notify the Quality Assurance Nurse Consultant and Director of Operations immediately;-The following 
should be completed on the form facility name; who the event involved; person's by name; date and time of 
the event; description of the event; witness names and contact information; primary diagnoses; cognitive 
status; exact location of event; equipment involved; type of event; observations; exact location of the injury 
and measurement ; vital signs; mental/neuro status - after the event; range of motion; complaint of pain; first 
aid given; what was done immediately to prevent event from happening again; nurse completing report and 
date with nurse signature with date;-Follow up section to be - These questions are to be completed by the 
DON to ensure an entry was made in the nurses' notes regarding the event, the event was logged for 
tracking/trending purposes, the facility's investigation was completed to determine causal factors of the event 
and to determine changes in resident plan of care or facility practice to reduce the likelihood of recurrence, 
the plan of care was revised, 72 hour monitoring initiated in nurses' notes and any further comments. If any 
of the questions are answered no there must be further explanation of why;-Administrative action taken, to 
be completed by the Administrator after review of the event report and investigation findings. Provide 
information regarding any further administrative action including but not limited to personnel action or policy 
revision. 1. Review of Resident #2's face sheet (a document that gives a resident's information at a quick 
glance) showed the following:-admission date of 07/31/24;-Diagnoses included chronic kidney disease - 
stage 5 (end-stage kidney disease - when the kidneys have failed or have very low function), 
encephalopathy (a disease in which the functioning of the brain is affected by some agent or condition), and 
mood disorder. Review of the resident's quarterly Minimum Data Set (MDS - a federally mandated 
assessment instrument completed by facility staff), dated 08/17/25, showed the following:-Resident had mild 
cognitive impairment;-The resident required set-up or clean up assistance for oral hygiene;-The resident 
required substantial/maximal assistance for transfers and used a wheelchair. Review of the resident's care 
plan, dated 07/31/24, showed the resident required dialysis (the process of removing excess water, solutes, 
and toxins from the blood in people whose kidneys can no longer perform these functions naturally) three 
times per week. The resident was at risk of fluid volume excess and or/depletion.Review of the resident's 
hospital records showed the following:-The resident admitted to the hospital on [DATE];-The resident arrived 
at the hospital by emergency medical services from a dialysis clinic after he/she was dropped off by 
transport. They found him/her to have altered mental status. He/she was normally oriented to person, place, 
time, and situation but was only oriented to person;-The resident was diagnosed with metabolic 
encephalopathy and hypoglycemia (low blood sugare);-The resident returned to the facility on [DATE]. 
Review of the resident's records showed staff did not document regarding the resident's change in condition 
or transfer to the hospital on [DATE]. Review of the resident's progress note dated 11/01/25, at 6:15 P.M., 
showed License Practical Nurse (LPN) I noted the resident readmitted from the hospital for acute 
encephalopathy. During an interview on 10/29/25, at 11:12 A.M., Certified Nursing Aide (CNA) J said the 
following:-On 10/27/25, he/she transported the resident to dialysis;-He/she helped CNA K get the resident 
ready for the appointment around 10:15 A.M. to 10:30 A.M., ;-He/she noticed that the resident was not acting 
like his/her normal self. The resident kept dropping (3 times) his/her toothbrush while trying to brush his/her 
teeth and couldn't lean forward to spit in the skin and spit on him/herself. The resident seemed a little 
incoherent and was mumbling. This was not normal for the resident, and he/she felt it was a change in 
condition;-Generally, the resident can brush teeth with just a little set-up help and can converse;-He/she was 
concerned about the resident and checked the resident's vital signs;-He/she then reported to the LPN I that 
the resident was talking nonsense and was not acting like herself. He also told the nurse that she was kept 
dropping his/her toothbrush and what the vital signs were;-The nurse did not have concerns about the 
resident's vital signs;-He/she thought the nurse would go assess the resident, but he/she did not. LPN I told 
him/her to go ahead and take the resident to his/her dialysis appointment and dialysis would take care of 
him/her if it was really that bad. LPN I did not go talk to the resident;-He/she would have considered what 
was going on with her has really bad;-He/she did what the nurse told him/her to do and transported the 
resident to dialysis;-He/she let the receptionist at dialysis know that the resident was not him/herself;-A staff 
member immediately came out and assessed the resident;-The resident's speech was now slurred and the 
staff from dialysis immediately sent him/her to the hospital;-He/she called the Administrator and told him/her 
that the resident was being sent to the hospital and about the change in condition and mumbling 
speech;-The Administrator asked if he/she had told the nurse. He/she told the Administrator that he/she had 
and he/she said okay and the conversation ended. The Administrator did not ask if the nurse had assessed 
the resident;-Generally, if there is a change in condition or anything seems off with a resident the CNA's are 
supposed to let the nurse know so they can assess them. The CNA's can take vital signs to help with the 
assessment. During an interview on 10/29/25, at 11:30 A.M., CNA I said the following:-The resident seemed 
out of it on the morning of 10/27/25. The resident had a normal baseline of being oriented and coherent. 
He/she could generally brush his/her teeth with set up from staff. He/she did not generally mumble or slur 
his/her words;-The resident was mumbling on 10/27/25 and just acting off and really tired;-He/she was not 
sure if anything serious was going on and felt it should be reported to the nurse;-He/she thought he/she told 
LPN I around 10:45 A.M. that the resident was not acting like him/herself;-He/she expected that LPN I would 
assess the resident before leaving for his/her dialysis appointment. The resident generally leaves around 
11:00 A.M. because his/her appointment is at 11:30 A.M.,-He/she remembered LPN I saying he/she thought 
the resident would be admitted to the hospital from dialysis due to him/her acting weird;-The resident got 
admitted to the hospital from dialysis;-CNA's are supposed to report any changes in condition to the nurse. 
He/she felt this was a change in condition and that was why she reported it to LPN I. During an interview on 
10/29/25, at 11:12 A.M., Certified Medication Tech (CMT) K said the following:-He/she was to report any 
resident changes in condition to the nurse;-On 10/27/25, at around 9:45 A.M. to 10:00 A.M., he/she went to 
give the resident medications. The resident was leaning far over to the left side and when he/she asked the 
resident why he/she was leaning he/she said there was a man pushing her and he/she had told him to stop 
but there was nobody else in the room;-He/she felt this was a change in condition because the resident does 
not usually hallucinate, and he/she was not acting like her/himself;-He/she repositioned the resident;-He/she 
then let the nurse know that the resident thought there was a man in her room and he/she was not acting like 
herself. He/she thought it was LPN I that he/she spoke to;-He/she then continued on passing medications 
and did not see LPN I assess the resident, but he/she assumed that he/she would. During an interview on 
10/30/25, at 8:31 A.M., LPN I said the following:-The resident went to dialysis three times a week;-On the 
morning of 10/27/25, at around 10:30 A.M., he/she was told by two staff , CNA J and CNA K, that the 
resident was not acting like him/herself;-The resident was talking to him/herself and acting different from 
his/her normal;-The CMT said that the resident was talking to someone that was not there;-He/she had a 
CNA get vital signs and they were okay for the resident;-He/she did not go and assess the resident;-The 
resident has had hallucinations in the past, but it is when the resident has metabolic encephalopathy or a 
urinary tract infection and she goes to the hospital;-He/she did tell the CNA to go ahead and take him/her to 
dialysis and he/she would assess him/her when she returned;-If the resident was not going to dialysis, 
he/she would have assessed him/her. Due to the resident going to dialysis, he/she did not think he/she 
needed to. Normally, he/she would assess for change in condition and contact the physician;-He/she forgot 
to put in a nurses note regarding the change in condition. He/she would generally put in a note;-The resident 
was sent to the hospital from dialysis. During an interview on 10/30/25, at 12:05 P.M., the resident's 
Physician said the following:-The resident's health waxes and wanes, but he/she was able to converse and 
hold a toothbrush;-He/she would expect the nurse to complete and face to face assessment if the resident 
was acting out of the normal;-He/she could understand why the nurse would want the resident to go ahead to 
the dialysis appointment, but he/she would have liked an assessment first;-He/she felt it was important for 
the resident to get to his/her dialysis appointment due to it possibly helping the resident's change in 
condition;-Any changes in the resident's condition should be documented. During an interview on 10/31/25, 
at 8:01 A.M., the resident's Nurse Practitioner (NP) said the following:-On 10/27/25, he/she did not get to 
assess the resident because he/she had just left for dialysis when he/she was arriving to the building;-He/she 
was informed by LPN I that the resident was not acting right more confused and talking out of her head 
;-He/she ordered labs for the resident, but the resident did not return from dialysis;-The resident tends to get 
very sick quickly due to all his/her conditions;-The resident can sometimes have some confusion but had not 
heard of her having hallucinations or dropping her toothbrush multiple times at her normal baseline;-The 
resident missed dialysis on 10/24/25;-He/she assumed that LPN I had assessed the resident, and he/she 
would have expected for the nurse to assess the resident;-If a resident had a change in condition, they 
should be assessed with a head-to-toe assessment and check vital signs;-He/she had heard from the 
hospital that the resident was diagnosed with metabolic encephalopathy and his/her blood sugars were very 
low. During an interview on 11/06/25, at 12:59 P.M., LPN F said the following:-If a resident was acting out of 
their normal baseline then the nurse should assess them;-A resident that is normally oriented that is acting 
more confused and hallucinating would indicate to him/her a change condition that would require an 
assessment;-Then he/she would document in the chart the resident's status and steps taken to address the 
change in condition. During an interview on 11/06/25, at 2:28 P.M., the Assistant Director of Nursing (ADON) 
said the following:-The majority of the time the resident is oriented, and he/she was not aware of the resident 
having any hallucinations and would consider that a change condition;-He/she was not aware of the resident 
having a change in condition, but would expect the nurse to assess a resident if they have a change in 
condition;-He/she took care of the resident the night before on 10/26/25 and he/she was not acting confused, 
but he/she did refuse to eat. During an interview on 11/06/25, at 3:05 P.M., at the DON said the 
following:-He/she initially thought that the resident's NP had assessed the resident due to there being lab 
orders;-He/she would expect a nurse to check on and assess any resident that is acting off or with a change 
in condition;-A change in condition should be reported to the DON and documented in the resident's 
progress notes;-He/she would expect a CNA to get the ADON or the DON if they report a change in 
condition and the nurse does not assess the resident. During an interview on 11/06/25, at 3:39 P.M., the 
Administrator said the following:-He/she was not aware of the resident having hallucinations;-He/she would 
have expected the nurse to assess the resident. A nurse should assess resident's if they have a change in 
condition;-He/she would expect there to be a note in the resident's chart regarding the resident's change in 
condition. 2653479
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, interview, and record review the facility failed to ensure an environment as free from accident 
hazards as possible when staff failed to identify, assess, investigate, and document bruising of an unknown 
source for one resident (Resident #1). The census was 123. Based on observations, interview, and record 
review the facility failed to ensure an environment as free from accident hazards as possible when staff failed 
to identify, assess, investigate, and document bruising of an unknown source for one resident (Resident #1). 
The census was 123. Review of the facility's policy named, Event Investigation, undated, showed the 
following:-Purpose to investigate the cause of all marks, discolorations, skin breaks and injuries which have 
not been witnessed and to identify any injuries after a resident sustains an event;-Handle resident gently, 
examine the entire skin surface, interview the resident to determine cause of any conditions identified, 
interview any witnesses to determine cause of any conditions identified, measure vital signs, assess pain, 
identify all skin discolorations, redness, swelling, edema (swelling), tenderness, breaks, or changes in 
temperature, measure the size, depth, color and location of any skin conditions identified, palpate peripheral 
pulses, gently perform passive and active range of motion of all joints, assess any change in mental and 
cognitive status through observation and interview of the resident, observe and assess all neurological signs, 
notify the resident's attending physician of a change of condition or any concerns that have been identified,
notify the resident's representative of a change of condition or any concerns that have been identified, 
attempt to determine the cause of any conditions identified, implement preventive measures as appropriate, 
if resident abuse is suspected, proceed with abuse investigation;-Complete a Report of Event Form as soon 
as possible whenever there is an unusual, unexpected and/or unintended event that is not consistent with 
the routine operation of the facility, the routine care of the resident and/or adversely effects or has the 
potential to adversely affect a resident or visitor;-Examples of when a form should be completed include 
allegation or known abuse of a resident by a staff member, visitor or resident, fracture/dislocation of unknown 
origin, bruise/skin tear of unknown origin, elopement from the facility, equipment malfunction, fall or person 
found on the floor, burn/scald from hot beverage or hot water temperature, occurrence involving medication, 
self-inflicted injury, suicide or attempted suicide, and damaged or lost personal property;-Any staff member 
who discovers, witnesses or is involved in an event should immediately report the event to the nurse in 
charge. The charge nurse is responsible for completion of the Report of Event form and forwarding to the 
Director of Nursing (DON) as soon as possible. Events resulting in injury, life-threatening nature and/or 
allegation of or known abuse/neglect, the charge nurse will notify the DON and Administrator immediately. 
Upon notification of an event resulting in hospitalization or need to notify outside agency, the Administrator 
will notify the Quality Assurance Nurse Consultant and Director of Operations immediately;-The following 
should be completed on the form facility name; who the event involved; person's by name; date and time of 
the event; description of the event; witness names and contact information; primary diagnoses; cognitive 
status; exact location of event; equipment involved; type of event; observations; exact location of the injury 
and measurement ; vital signs; mental/neuro status - after the event; range of motion; complaint of pain; first 
aid given; what was done immediately to prevent event from happening again; nurse completing report and 
date with nurse signature with date;-Follow up section to be - These questions are to be completed by the 
DON to ensure an entry was made in the nurses' notes regarding the event, the event was logged for 
tracking/trending purposes, the facility's investigation was completed to determine causal factors of the event 
and to determine changes in resident plan of care or facility practice to reduce the likelihood of recurrence, 
the plan of care was revised, 72 hour monitoring initiated in nurses' notes and any further comments. If any 
of the questions are answered no there must be further explanation of why;-Administrative action taken, to 
be completed by the Administrator after review of the event report and investigation findings. Provide 
information regarding any further administrative action including but not limited to personnel action or policy 
revision. 1. Review of Resident #1's face sheet (a document that gives a resident's information at a quick 
glance) showed the following:-admission date of 10/23/25;-Diagnoses included cerebral infarction (the death 
of brain tissue due to a lack of blood flow, typically caused by a blood clot), hemiplegia and hemiparesis (a 
complete paralysis on one side of the body, while hemiparesis is weakness on one side), muscle weakness, 
cognitive communication deficit, dementia (general term for loss of memory, language, problem-solving and 
other thinking abilities that are severe enough to interfere with daily life), anxiety disorder, and aphasia 
(impaired speech) following cerebral infarction. Review of the resident's admission clinical assessment dated 
[DATE], at 7:26 P.M., showed staff noted no skin issues. Review of the resident's skin monitoring shower 
sheet, dated 10/27/25, showed staff noted no new skin conditions. Review of the resident's weekly skin 
assessment, dated 10/27/25, showed the resident had scattered bruising especially right arm prior to 
admission.Review of the resident's care plan, dated 10/27/25, showed staff did not care plan regarding any 
bruising.Observations of the resident on 10/29/25, at 9:38 A.M., showed the following:-The resident had 
bruising on the right side of his/her forehead about the size of a golf ball that was dark purple in color;-The 
resident had dark purple bruising to the left ring finger.During an interview on 10/29/25, at 9:38 A.M., the 
resident's family said the following:-The resident did not have the bruising on his/her forehead or finger prior 
to her coming to the facility or as of 10/26/25;-They reported to the staff that the resident had new bruising. 
They did not think the nurse had assessed the resident;-The resident was not able to tell them what caused 
the bruising;-The facility did not report any incidents that may have caused the bruising. During an interview 
on 10/29/25, at 10:42 A.M., Licensed Practical Nurse (LPN) A said the following:-He/she was not aware of 
any bruising on the resident's forehead of finger when he/she worked on 11/26/25;-He/she noticed bruising 
to the resident's left finger about an hour ago and planned to assess it;-He/she was not aware of any bruising 
on the resident's forehead;-He/she planned to talk to the certified nurse aides (CNA) regarding the bruising 
to figure out the possible cause;-He/she would also notify the Director of Nursing (DON) and Assistant 
Director of Nrusing (ADON) of the bruising;-Any new bruising on the resident should be documented;-There 
was nothing documented or told to him/her in report that would have caused the bruising overnight;-The 
resident does lower him/herself to the floor, but he/she does not fall or go down unsafely.Review of the 
resident's progress note, late entry on 10/29/25 at 1:06 P.M., showed LPN A said the resident's family noti�
ed him/her of bruising to left third �nger. It was purple in color. The resident reported no pain and was 
unable to recall any incident related to the area of concern due to advanced state of disease process. ADON 
and DON aware of bruising. Family aware at time of discovery by this nurse. (The resident's progress notes 
did not show any documentation regarding a bruise on the resident's forehead.) During an interview on 
10/29/25, at 12:52 P.M., CNA B said the following:-He/she gave the resident a shower on 10/24/25. He/she 
remembered there being bruising on the right shoulder/arm from admission, but that was it. He/she saw 
bruising on the resident's finger earlier this morning around 8:30 A.M. It appeared to be blackish/ purple in 
color and swollen;-There was also a purple circular bruise on the resident's forehead. He/She did not tell the 
nurse because the morning was hectic;-He/she did not know how he/she got the bruising, but the resident 
does put him/herself down on the floor and will crawl around at times. During an interview on 10/29/25, at 
3:13 P.M., CNA G said the following:-Today around 7:00 A.M., he/she saw bruising on the resident's left 
hand/finger. It was reddish purple and swollen. He/she did not tell the nurse;-He/she worked on 11/26/25 and 
he/she did not have the bruise then. He/she assumed the bruise happened in the two days that he/she had 
off;-If there is new bruising he/she was supposed to report to nurse;-He/she was not aware of the bruise on 
his/her forehead, but he/she had bangs so she maybe would not see it. During an interview on 10/30/25, at 
7:48 A.M., LPN C said the following:-He/she worked on the nights of 10/27/25 and 10/28/25;-He/she was not 
aware of any new bruising on the resident;-The CNA's generally report any new bruising to him/her and 
he/she would assess the resident;-If a resident had new bruising it should be documented so it can be 
monitored. During an interview on 10/30/25 at 8:04 A.M., CNA D said the following:-He/she saw bruising on 
the resident's left ring finger on 10/27/25, in the evening. It was dark purple. He/she did not report the 
bruising because he/she thought maybe he/she had come from the hospital with it;-He/she thought it could 
have been from a ring;-The resident was unable to say where the bruise came from;-If a resident had 
bruising and the staff member was not sure the nurse is aware of it they should report it;-He/she also 
brushed the resident's hair that night and did not notice any bruising on his/her head. During an interview on 
10/31/2,5 at 5:02 A.M., CNA E said if a resident had any new bruises the CNA's are supposed to report it to 
the nurse so they can assess it. During an interview on 10/31/25, at 8:59 A.M., the Social Services Designee 
he/she spoke with the resident the morning of 10/29/25 and noticed a bruises on the resident's left finger and 
on forehead. They were both purple in color. He/she did not report the bruises to the nurse because he/she 
believed he/she was aware of it. During an interview on 11/06/25, at 12:59 P.M., LPN F said the 
following:-He/she saw bruising on the resident's left finger, but he/she did not feel it was significant. It was 
purple in color. He/she did not assess it. He/she did not document anything about it. He/she was not sure 
what day he/she saw it;-He/she did not see bruising on the resident's forehead but if he/she had, he/she 
would have assessed it and most likely started neuro checks. He/she would have made a nurses note, and 
an event made. They generally investigate the bruise to find the cause if possible;-The resident had been 
witnessed getting down on the floor on purpose and then refusing to let staff help her up. During an interview 
on 11/06/25, at 2:18 P.M., CNA H said he/she remembered the resident having a bruise on his/her forehead. 
He/she believed it was on the left side. He/she believed he/she notified LPN F. During interviews on 
10/29/25, at 2:35 P.M., and on 11/06/25, at 2:28 P.M., the ADON said the following:-He/she saw bruising on 
the resident's finger this morning. He/she did not remember seeing it the morning of 10/29/25. He/she did not 
see bruising on the resident's head;-The CNA should report any new bruising to the nurse. If it is of unknown 
origin the nurse should contact on call person;-The nurse should assess the resident and notify the on-call 
person. He/She would expect the nurse to document information regarding the bruise such as location, 
description and how the resident got the bruise and out in an event. During interviews on 10/29/25, at 2:09 P.
M., and on 11/06/25\, at 3:05 P.M., at the DON said the following:-The resident's family reported bruising on 
her finger and her forehead. He/she was not sure where it came from;-The CNA's should always report new 
bruising to the nurse. They should check with the nurse if they are not sure if it is new;-The nurse should 
assess the resident and then document what they observed in a note and an event;-A bruise on a resident's 
head should he assessed timely;-All events should be reported to the DON. During an interview on 11/06/25, 
at 3:39 P.M., the Administrator said the following:-If a CNA sees bruising on a resident, they should report it 
to the nurse so they can assess it. There should be documentation regarding the bruise and the assessment 
in a progress note;-All bruising should be reported to the nurse within the same shift. 26534798
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