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F 0684 **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
Level of Harm - Minimal harm or neurological assessments after a Nurse Aide (Nurse Aide #3) reported a newly identified injury on a
potential for actual harm 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
Residents Affected - Few 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
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