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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, and staff interviews the facility failed to conduct a comprehensive nursing assessment and 
neurological assessments after a Nurse Aide (Nurse Aide #3) reported a newly identified injury on a 
residents (Resident #1) face to the nurse on duty (Nurse #5) following an unwitnessed injury that resulted in 
facial bruising around the right eye and above the right eye on the forehead. A nurse did not complete a 
comprehensive assessment of the resident until a few hours after the initial discovery of the facial bruising 
and the resident was observed to have bruising to the right shoulder, right lateral knee (outer side), left knee 
and left toe. A reddened area was also observed to the left neck area. This occurred for 1 of 1 resident 
reviewed for accidents (Resident #1).Findings included:Resident #1 was admitted to the facility on [DATE] 
with diagnoses including terminal cancer -multiple myeloma (a type pf blood cancer) without remission, 
history of malignant breast cancer, osteopenia (loss of bone density), vitamin D deficiency, dementia, and a 
history of a fall with a spinal fracture. The Minimum Data Set (MDS) admission assessment dated [DATE] 
revealed Resident #1 was severely cognitively impaired. Falls occurred prior to admission with no falls since 
admission. Anticoagulant medication were administered. Resident #1 required extensive assistance with bed 
mobility, transfers, activities of daily living, and received Hospice services.A care plan dated 8/9/25 revealed 
Resident #1 had an increased risk of falls related to confusion, de-conditioning, history of falls, incontinence, 
psychoactive drug use, and being unaware of safety needs. The goal of care was the risk of falls or fall 
related injuries would be minimized with current interventions.During a phone interview on 10/16/25 at 8:30 
AM Nurse #5 stated he worked on 10/1/25 from 7:00 PM through 7:00 AM and was Resident #1's assigned 
nurse. Nurse #5 stated he received report on 10/1/25 at 7:00 PM from Nurse #1 who did not report anything 
to him regarding Resident#1. Nurse #5 went into Resident#1's room between 9:00 to 9:30 PM on 10/1/25 to 
administer medications and noticed the right side of Resident #1's face at the temporal area had red marks. 
Nurse #5 stated Resident #1 typically laid on her right side with both hands under her face, like praying 
hands. Resident #1 took her medications without difficulty. Nurse #5 stated he asked Nurse Aide #1 who had 
been there since 3:00 PM if she knew about the red marks and Nurse Aide #1 stated she pushed her head 
against the mattress today, he didn't ask further questions but assumed the day shift nurse (Nurse #1) had 
addressed the marks. He stated the Nurse Aide #3 was in Resident#1's room during the night and did not 
report anything to him. Nurse #5 reported Resident #1 slept most of the night. When Nurse #5 went in the 
room around 3:00 AM Resident #1 was tangled in the sheets but the light was off, so he repositioned her in 
the bed and didn't notice anything on her face. Nurse #5 reported he went in Resident #1's room again 
around 4:00 AM to give scheduled lorazepam (an antianxiety medication) and Resident #1 was sleeping and 
he held the medication. Around 5:00 AM Nurse Aide #3 called out to him from down the hall saying what's 
with the marks on her face. Nurse #5 stated he thought Nurse Aide #3 was referring to the red marks Nurse 
#5 had observed at the 9:00 PM medication pass so he told Nurse Aide #3 that he knew about the marks. 
Nurse #5 stated he did not go down and assess Resident #1 at that time when Nurse Aide #3 reported 
marks. He stated Nurse Aide #3 did not say that he had observed bruising. Nurse #5 stated he went in 
Resident #1's room around 6:00 AM to give scheduled lorazepam, which Resident #1 took, but he did not 
turn the lights on, and he did not assess for marks, and stated he did not see bruising on Resident #1's face. 
Nurse #5 stated he left his shift at 7:00 AM and did not report anything to the oncoming day shift nurse 
(Nurse #1). Nurse #5 stated he should have gone to assess Resident #1 at 5:00AM when Nurse Aide #3 
reported marks to him, but he did not. During an interview on 10/15/25 at 3:48 PM Nurse Aide #3 stated he 
worked the night shift on 10/1/25 from 11:00 PM until 7:00 AM and was assigned to Resident #1. He stated 
Resident #1 was sleeping when he came in for his shift and slept most of the night. He went into the room a 
couple of times during the night to check for incontinence and she was sleeping on her right side. He stated 
Resident #1 had dementia and agitation, so he did not want to wake her up while she was sleeping. Nurse 
Aide #3 reported that Resident #1 remained on her right side during the night, so he never saw any bruising. 
When he went in for the 5:00 AM check Resident #1 was awake and needed changing. Nurse Aide #3 stated 
he noticed right away the bruising on Resident #1's face when he turned her. Nurse Aide #3 stated he got a 
second nurse aide (Nurse Aide #4) who came in and witnessed the bruising. Nurse Aide #3 stated he 
reported the bruising to Nurse #5 at that time. Nurse Aide #3 stated Resident #1 was in bed the entire shift 
and had no falls or injuries during that time.A phone interview was conducted on 10/15/25 at 6:00 PM with 
Nurse Aide #4 who stated Nurse Aide #3 called her to come into Resident #1's room on 10/2/25 around 5:00 
AM. Nurse Aide #4 stated she saw a large purple bruise on Resident #1's forehead. She stated the bruising 
was immediately reported to Nurse #5 by Nurse Aide #3.A nursing progress note dated 10/2/25 at 8:00 AM 
written by Nurse #1 revealed she was called to Resident #1's room to observe bruising. Upon entering the 
room Resident #1 was observed to be lying in bed. A large bruise was observed on the right side of her face 
(eye area) which was dark purple, and blue, in color. The ADON (Assistant Director of Nursing) was at the 
bedside. Resident #1 was also observed to have bruising to the right shoulder, right lateral knee, left knee, 
foot and left toe. A reddened area was also observed to the left neck area.A nursing note dated 10/2/25 at 
9:07 AM written by the Director of Nursing (DON) revealed Resident #1 was observed this morning with 
bruising to the left forehead, left toe, right wrist, and an abrasion to the left knee. A skin assessment was 
completed with no further skin issues identified. The Physician was notified, and x-rays were ordered. 
Resident #1's Responsible Party (RP) and Hospice were notified.Review of Resident #1's electronic medical 
record on 10/2/25 following the 7:00 to 8:00 AM observation revealed the following neurological assessments 
recorded: 10/2/25 at 7:25 AM: level of consciousness, pupil response, motor function, and pain response 
were assessed however the vital signs recorded on this assessment were not taken until 6:18 PM on 10/2/25 
and signed by the 10/2/25, 7:00 PM to 7:00 AM night shift nurse (Nurse #2). 10/2/25 at 10:02 AM: level of 
consciousness, pupil response, motor function, and pain response were assessed however the vital signs 
recorded on this assessment were dated 9/30/25 at 10:26 AM and signed by the Assistant Director of 
Nursing. 10/2/25 at 2:55 PM: level of consciousness, pupil response, motor function, and pain response were 
assessed and up to date vital signs were recorded on this assessment. The assessment was signed by 
Nurse #1. 10/2/25 at 6:03 PM: level of consciousness, pupil response, motor function, and pain response 
were assessed and up to date vital signs were recorded on this assessment. The assessment was signed by 
Nurse #1. Review of Resident #1's electronic medical record on 10/3/25 revealed neurological assessments 
were completed every shift. A hospice note dated 10/2/25 at 3:30 PM written by the Hospice Nurse revealed 
in part; Resident #1 with terminal diagnosis of multiple myeloma. The Hospice Aide reported that when she 
arrived to give Resident #1 her bath this morning (10/2/25), she was noted to have several bruises to her 
body, she was uncomfortable and had possible injury to her left leg. The injuries had been reported to facility 
staff. Upon arrival, Resident #1 was resting quietly in bed with her eyes closed, she aroused to voice and 
touch. She smiled and had nonsensical conversation and was cognitively at baseline. She was oriented to 
person only. Resident #1 was noted to have dark purple bruising to the right forehead, blue/red bruising to 
the right periorbital (eye) area. Slight redness noted to the left side of her neck. Slight bruising noted to right 
shoulder, and right knee. Redness and bruising to left knee and foot. Resident #1 was able to move her right 
leg. Her left leg was pulled up, and she did not want the nurse to touch her left leg. There was obvious injury 
to the left lower extremity. This nurse did not attempt to move or perform range of motion to left leg. Facility 
staff stated that x-rays have been ordered and will be done in house. Pain level was zero during visit. The 
facility nurse administered as needed Morphine concentrate (pain medication) with good effect at this time. 
Unsure of cause of injury at this time, presumed fall, facility staff stated they were investigating the injury, 
and all appropriate agencies had been notified of the injuries. Resident #1 was comfortable during visit. A 
phone interview was conducted on 10/15/25 at 2:45 PM with Nurse # 1, the assigned nurse on 10/1/25 and 
10/2/25 from 7:00 AM through 7:00 PM. She indicated Resident #1 was at baseline with no bruising on 
10/1/25, and no falls or injuries were reported to her on 10/1/25. Nurse #1 stated when she returned to work 
the following morning on 10/2/25 at 7:00 AM the Hospice Aide was in Resident #1's room early before 8:00 
AM, and Nurse Aide #2 asked Nurse #1 to go look at Resident #1. Nurse #1 went in to evaluate Resident #1 
at that time and saw the facial bruising and bruising to her shoulder, both knees, and one of her toes. Nurse 
#1 stated the night shift nurse (Nurse #5) did not report anything at all to her that morning during shift report 
regarding Resident #1. Resident #1 did not seem to be in pain, at that time. Nurse #1 assessed Resident #1, 
notified the Director of Nursing and the physician who ordered a mobile x-ray. During a follow up interview on 
10/17/25 at 12:00 PM Nurse #1 stated she was an agency nurse and was not certain what the facility 
protocol was for checking neurological assessments following unwitnessed injuries. She stated the 
neurological assessments that she completed on 10/2/25 were only what was recorded in the electronic 
medical record. During a phone interview on 10/22/25 at 2:00 PM the Assistant Director of Nursing stated 
she recorded one of the neurological assessments on 10/2/25 and when she documented the assessment 
the electronic medical record pulled the most recent vital signs which were from 9/30/25. She stated that was 
done in error on her part and she should have ensured up to date vital signs were done and recorded in the 
medical record. During an interview on 10/17/25 at 11:00 AM the Director of Nursing (DON) stated a full 
investigation was initiated on 10/2/25 at 8:00 AM when unexplained bruising was observed on Resident #1 
by the Hospice Nurse Aide who reported it to Nurse #1. The DON stated Resident #1 had no reported falls or 
trauma and was evaluated at the hospital and diagnosed with facial bruising and a tibia fibula fracture. The 
DON stated Nurse #5 should have gone to the room and checked Resident #1 and completed a full 
assessment at 5:00 AM on 10/2/25 when Nurse Aide #3 reported unexplained marks and bruising but Nurse 
#5 did not do that. The DON stated when the unexplained facial bruising was later observed by Nurse #1 at 
approximately 7:30 AM on 10/2/25 Nurse #1 should have initiated neurological assessments every hour for 
four hours, then every shift for a total of 48 hours. The DON stated up to date vital signs were part of the 
neurological assessments.
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