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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 
facility policy review, signed Job Description review, medical record review, and interview, the facility failed to 
ensure an injury of unknown origin was reported to the State Survey Agency (SSA) for 1 of 10 (Resident #1) 
sampled residents reviewed for abuse. The facility also failed to report the results of a thorough investigation 
for abuse within 5 working days to the SSA. The findings include: Review of the facility policy titled, Abuse, 
Neglect and Exploitation, revised 5/2025, revealed .It is the policy of this facility to provide protections for the 
health, welfare and rights of each resident by developing and implementing written policies and procedures 
that prohibit and prevent abuse, neglect.Abuse.includes the deprivation by an individual, including a 
caretaker, of goods or services that are necessary to attain or maintain physical, mental, and psychosocial 
well-being.Neglect means failure of the facility, its employees, or service providers to provide goods and 
services to a resident that are necessary to avoid physical harm .Failure to implement effective 
communication system across all shifts for communicating necessary care and information between staff, 
practitioners and resident representatives.Prevention of Abuse, Neglect.The identification, ongoing 
assessment, care planning for appropriate interventions, and monitoring of residents with needs and 
behaviors which might lead to conflict or neglect.Possible indicators of abuse include.Physical injury of a 
resident, of unknown source.Failure to provide care needs such as.safety.An immediate investigation is 
warranted when suspicion of abuse, neglect. Review of the medical record revealed Resident #1 was 
admitted to the facility on [DATE], with diagnoses which included Heart Failure, Convulsion, and 
Hypertension. Review of the admission Minimum Data Set (MDS) assessment dated [DATE], revealed 
Resident #1 had a Brief Interview for Mental Status (BIMS) score of 0, which indicated severely cognitively 
impaired. Record review revealed on [DATE] at approximately 5:30 AM, nursing staff observed a swollen 
area on Resident #1's forehead above his left eyebrow. There was no documentation Resident #1 had fallen 
or sustained an injury. Resident #1 was found by Family Member (FM) E unresponsive and sent to the 
hospital for evaluation several hours later. Resident #1 underwent emergency surgery due to bleeding in the 
brain and was discharged to the hospice unit in house where he died on [DATE]. The facility did not 
investigate the injury of unknown origin and the cause of Resident #1's injury remains unknown. During a 
telephone interview on [DATE] at 11:39 PM, Licensed Practical Nurse (LPN) B stated on [DATE] at 
approximately 5:30 AM, Certified Nursing Assistant (CNA) A noticed a raised area on Resident #1's forehead 
above his left eye. LPN B stated Resident # 1 had been observed sleeping in bed through the night 
([DATE]-[DATE]) and did not have any falls or known trauma to his head. LPN B was asked if she had asked 
Resident #1 what happened to cause the swollen area on his head. LPN B stated she did not ask Resident 
#1 what happened due to his severe cognitive impairment. LPN B was asked if she knew how Resident #1 
sustained the hematoma on his forehead. LPN B stated the raised area was soft and squishy like an allergic 
reaction to a mosquito bite. LPN B concluded she did not know for certain what caused the raised area due 
to staff was not monitoring Resident #1 at all times. LPN B confirmed she did not believe Resident #1 had 
fallen or caused an injury to himself. LPN B was asked if she had received training for abuse which included 
recognizing and reporting an injury of unknown origin. LPN B stated she had received training on abuse and 
did not recall reporting injuries as suspected signs of abuse. During a telephone interview on [DATE] at 
12:06 AM, CNA A stated on [DATE]-[DATE] she frequently observed Resident #1 in bed sleeping, and sitting 
on the side of the bed, which was in the lowest position. CNA A stated Resident #1 would get out of bed at 
times and wander around the Memory Care Unit. CNA A confirmed she was not always monitoring him 
during the night ([DATE]-[DATE]) because there were 15-16 other residents on the Memory Care Unit. CNA 
A was asked if she had received education on abuse which included recognizing and reporting an injury of 
unknown origin. CNA A confirmed she was not aware a head injury could be a sign of abuse. During an 
interview on [DATE] at 3:56 PM, Registered Nurse (RN) S stated her last abuse in-service was more than a 
year ago as she had just worked a minimal schedule while attending school. RN S stated she did not recall 
being given education related to reporting an injury of unknown origin as suspected abuse. During an 
interview on [DATE] at 4:49 PM, LPN U stated the last in-service training she received was within the past 3 
months. LPN U did not recall specific training on injury of unknown origin being included in the reporting 
requirements for abuse. During an interview on [DATE] at 5:16 PM, RN N stated the last in-service on abuse 
was within the past year. RN N acknowledged she was not aware of the requirement to report an injury of 
unknown origin within a specified time frame. During a telephone interview on [DATE] at 11:00 AM, RN C 
stated on [DATE] she worked 6:00 AM to 6:00 PM on the Memory Care Unit. RN C stated Resident #1 did 
not have a raised area on his left forehead when she left work on [DATE]. RN C stated during morning (6:00 
AM) report on [DATE], LPN B reported Resident #1 had a raised area on his left forehead. LPN B reported 
Resident #1 had not had a fall and she didn't know what caused the raised area on his forehead. RN C 
stated LPN B did not complete an event report and did not ask her to complete the event report for the raised 
area. RN C was asked if she had reported the injury to Administration. RN C replied, No. RN C was asked if 
she had been educated on recognizing abuse and reporting abuse. RN C acknowledged she had received 
abuse education, and she had provided abuse education during her employment in the facility. RN C was 
asked what she was required to do if a resident had an injury no one had witnessed happening and the 
resident was unable to explain how the injury occurred. RN C replied, .If the injury needed treatment, I would 
call the doctor.I would fill out an incident report and give it to the Unit Manager. During an interview on 
[DATE] at 1:45 PM, the Director of Nursing (DON) acknowledged she was aware Resident #1 was sent to 
the hospital on [DATE] for evaluation of a raised area on his left forehead and she did not have any concerns 
with the assessment and intervention provided to Resident #1 by nursing staff. The DON was asked if the 
facility had determined the cause of Resident #1's injury to his forehead. The DON stated there was not an 
injury or fall and staff concluded the raised area was probably an allergic reaction to a mosquito bite. The 
DON was asked if staff provided monitoring for Resident #1 at all times during the night of [DATE]-[DATE]. 
The DON stated staff did not monitor at all times. The DON was asked if Resident #1's injury of unknown 
cause had been reported to the SSA within two hours and the facility investigation results reported to the 
SSA within 5 business days. The DON confirmed the injury had not been reported to the SSA and 
investigated. During an interview on [DATE] at 2:42 PM, the Administrator stated as the Administrator and 
Abuse Coordinator she was responsible to ensure allegations of abuse, known or suspected, are reported to 
the SSA in the required time frame. Refer to F684
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Respond appropriately to all alleged violations.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on the 
facility policy review, signed Job Description review, medical record review, and interview, the facility failed to 
investigate an injury of unknown origin for 1 of 10 (Resident #1) sampled residents reviewed for abuse. The 
findings include: Review of the facility policy titled, Abuse, Neglect and Exploitation with a revision date of 
5/2025, revealed .It is the policy of this facility to provide protections for the health, welfare and rights of each 
resident by developing and implementing written policies and procedures that prohibit and prevent abuse, 
neglect.Abuse.includes the deprivation by an individual, including a caretaker, of goods or services that are 
necessary to attain or maintain physical, mental, and psychosocial well-being.The facility will develop and 
implement written policies and procedures .to investigate any such allegations; and .Include training for new 
and existing staff on activities that constitute abuse .reporting procedures, and dementia management .
Training topics will include .Identifying what constitutes abuse .Recognizing signs of abuse, neglect .
Reporting process for abuse, neglect including injuries of unknown sources .Possible indicators of abuse 
include .Physical injury of a resident, of unknown source .Failure to provide care needs .An immediate 
investigation is warranted .Reporting of all alleged violations to the Administrator, state agency, adult 
protective services and to all other required agencies .Immediately, but not later than 2 hours after the 
allegation . Review of the Director of Nursing's (DON) job description signed on 1/2020, revealed .To 
manage the overall operations of the Nursing Department in accordance with Company policies, standards 
of nursing practices and governmental regulations so as to maintain excellent care of all residents' needs.
Management duties including.training and developing, coaching and counseling.Inform state of any 
reportable incidents within appropriate time frames. Complete investigative analysis as required.Study.
Medication Incident Reports and Resident Incident Reports for corrective action. Review of the former 
Administrator's job description signed on [DATE], revealed .Lead and direct the overall operations of the 
facility in accordance with customer needs, government regulations and.policies . Review of the medical 
record revealed Resident #1 was admitted to the facility on [DATE], with diagnoses which included Heart 
Failure, Convulsion, Hypertension, and Difficulty in walking. Review of the admission MDS assessment 
dated [DATE], revealed Resident #1 had a BIMS score of 0, which indicated severe cognitive impairment. 
Record review revealed on [DATE] at approximately 5:30 AM, nursing staff observed a swollen area on 
Resident #1's forehead above his left eyebrow. There was no documentation Resident #1 had experienced a 
fall or other cause of the resident's swollen area on the forehead. Resident #1 was found by Family Member 
(FM) E unresponsive and sent to the hospital for evaluation several hours later. Resident #1 underwent 
emergency surgery due to bleeding in the brain and was discharged to the hospice unit in house where he 
died on [DATE]. The facility did not investigate the injury of unknown origin and the cause of Resident #1's 
injury remains unknown. During a telephone interview on [DATE] at 11:39 PM, Licensed Practical Nurse 
(LPN) B stated Resident #1 was in bed all night ([DATE]-[DATE]/ 2025). Resident #1 was observed sleeping 
at times and sitting up on the side of the bed at times. The morning of [DATE], Certified Nursing Assistant 
(CNA) A got Resident #1 up and dressed then walked him to the hall without noticing the hematoma on his 
forehead. LPN B spoke to Resident #1 as he passed her in the hallway, without noticing the hematoma. 
Minutes later, Resident #1 walked to the door and CNA A noticed the raised area when she went to assist 
him. LPN B notified the telehealth provider and obtained orders to outline the raised area and monitor it for 
changes. LPN B stated the raised area was soft and squishy like an allergic reaction to a mosquito bite. LPN 
B was asked if she knew how Resident #1 sustained the hematoma on his forehead. LPN B stated, .I guess I 
couldn't say for sure because I wasn't with him all the time that night [[DATE]-[DATE]].we did not have him 1 
on 1 [monitoring] every minute. I guess he could have fallen and got himself up.I know there wasn't an injury. 
LPN B confirmed she did not ask Resident #1 if he fell or what had happened due to his level of cognitive 
impairment because it wasn't likely he could tell her what happened. LPN B confirmed she was asked to 
provide a statement related to the [DATE] incident on [DATE], during the complaint survey. During a 
telephone interview on [DATE] at 12:06 AM CNA A stated she observed Resident #1 in bed sleeping, and at 
times sitting on the side of the bed, which was in the lowest position. CNA A stated Resident #1 could get up 
with the bed in the low level and would wander around the Memory Care Unit. CNA A confirmed she 
checked on Resident #1 during the night and was not always monitoring him, because there were 15-16 
other residents on the memory care unit. CNA A stated, .I didn't see the place [hematoma] on his head the 
night before. CNA A was asked if she had received education on abuse which included injury of unknown 
origin, such as a knot on a resident's head with unknown cause. CNA A confirmed she was not aware a 
head injury could be a sign of abuse. CNA A confirmed she had not been asked to provide a statement about 
the incident with Resident #1 until [DATE]. During an interview on [DATE] at 1:45 PM, the DON stated the 
Staff Development Coordinator (SDC) was in the building on [DATE] and told her about Resident #1 getting 
sent out per family request. The DON concluded she did not have any concerns with the assessment and 
intervention provided to Resident #1 by nursing staff. The DON was asked if Resident #1 had an injury of 
unknown origin which required investigation. The DON stated Resident #1's injury (hematoma) was not 
caused by an injury or fall and was thought to be a mosquito bite. The DON acknowledged Resident #1 was 
not monitored at all times during the night of [DATE]-[DATE]. The DON stated the facility started an 
investigation after APS (Adult Protective Services) came to the facility and told them about the investigation 
([DATE]). The DON was asked if the facility was required to investigate injuries of unknown origin. The DON 
put her head down for a minute and then got up from the table and left the room. During an interview on 
[DATE] at 2:42 PM, the Administrator stated when a resident has an injury that cannot be explained the 
facility would be required to investigate. Refer to F684
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
facility policy review, ANA's [American Nurses Association] Principles for Nursing Documentation, review, job 
description review, medical record review, Neuro (Neurological) Check Assessment Form review, and 
interviews the facility failed to ensure treatment and care was provided in accordance with professional 
standards of practice, the comprehensive care plan and the resident's goals for care. The facility failed to 
promptly identify and intervene for an acute change in condition for 1 of 3 (Resident #1) sampled residents 
reviewed for quality of care. The facility's failure to ensure a resident received appropriate assessments and 
interventions resulted in Immediate Jeopardy when on [DATE] Resident #1 was noted to have a raised area 
on his left forehead. Nursing staff notified the contracted telehealth provider and failed to give complete, 
relevant, and accurate information resulting in Resident #1 remaining in the facility for 7 hours and 36 
minutes before being transferred to the emergency room for evaluation of a life-threatening condition. 
Nursing staff also failed to notify a provider when Resident #1 had an acute change in condition from his 
baseline status resulting in the family requesting transfer to the hospital. Resident #1 was admitted to the 
hospital for a subdural hemorrhage on [DATE] and died on [DATE]. Immediate Jeopardy is a situation in 
which the provider's noncompliance with one or more requirements of participation has caused, or is likely to 
cause, serious injury, harm, impairment, or death to a resident. The Administrator, the Director of Nursing 
(DON), the Regional Director of Operations (RDO), the Regional Director of Clinical Services (RDCS) and 
the Area Director of Clinical Services (ACDS) were notified of the Immediate Jeopardy (IJ) for F-684 during 
the complaint investigation on [DATE] at 7:39 PM, in the conference room. The facility was cited at F-684 at 
a scope and severity of J, which is Substandard Quality of Care. A partial extended survey was conducted 
from [DATE] through [DATE]. An acceptable Removal Plan, which removes the immediacy of the Jeopardy 
for F-684 was received on [DATE]. The Removal Plan was validated onsite by the surveyors on [DATE] 
through audit review, medical record review, observation, review of education records, and staff interviews. 
The IJ began on [DATE] and was removed on [DATE]. Noncompliance at F-684 continues at a scope and 
severity of D for monitoring the effectiveness of the corrective actions. The facility is required to submit a 
Plan of Correction. The findings include: Review of the facility policy titled, Neurological Assessment, with a 
facility review date of [DATE], revealed, .It is the policy of this facility to report potential head injuries to the 
physician and implement interventions to prevent further injury including Neurological Assessment.
Guidelines.1. Neurological assessments are indicated.b. Following an unwitnessed fall.c. Following a fall or 
other accident/injury involving head trauma.d. When indicated by resident's condition.2. Any change in vital 
signs or/neurological status in a previously stable resident should be reported to the physician immediately.
Compliance Guidelines.Resident Neurological Assessment.a. Vital signs.b. General condition and 
appearance.c. Neurological evaluation for changes in: i. Level of Consciousness.ii. Resident Response.iii. 
Movement.iv. Hand Grasp.v. Speech.vi. Pupil Reaction.vii. Pupil Size.d. Initial Evaluation of the head, eyes, 
ears, and nose for significant changes in vision, hearing, smell, or bleeding. e. Initial Assessment of any 
injuries to head.5. Notify family and document all assessments, actions, and notifications. Review of the 
facility policy titled, Notification of Changes, revised on 6/2025, revealed, .The purpose of this policy is to 
ensure the facility promptly informs the resident, consults the resident's physician; and notifies.resident's 
representative when there is a change requiring notification.Life-Threatening Conditions Examples-Heart 
Attack or Stroke.Guidelines.Significant change in the resident's physical, mental or psychosocial condition 
such as deterioration in health, mental or psychosocial status.Circumstances that require a need to alter 
treatment. Review of the undated Charge Nurse-Registered Nurse (RN)/Licensed Practical Nurse (LPN) job 
description revealed, .Complete accident/incident reports, as necessary.Chart nurses' notes in an informative 
and descriptive manner that reflects the care provided to the resident, as well as the resident's response to 
care.Write nurses' notes to reflect that the care plan is being followed when administering nursing care or 
treatment.Deliver and maintain optimum resident care and comfort by demonstrating knowledge and skills of 
current nursing practices.Notify the resident's attending physician when the resident is involved in an 
accident or incident.Monitor seriously ill residents, as necessary. The facility was unable to provide a policy 
for Nursing Services. Review of the medical record revealed Resident #1 was admitted to the facility on 
[DATE], with diagnoses which included Heart Failure, Convulsion, Hypertension, Occlusion and stenosis of 
carotid artery, Difficulty in walking, Cognitive communication deficit, Anxiety disorder, and Insomnia. The 
facility provided Resident #1's hospital history and physical documentation which included a history of falls 
prior to his admission. Review of the Physician Order Report for Resident #1 revealed, XXX[DATE].carvedilol 
[medication given for high blood pressure] .12.5 mg [milligram].twice a day .Eliquis [anticoagulant- 
medication to prevent blood clots which increases the risk of bleeding] .5 mg .Twice A Day XXX[DATE] .
levetiracetam [seizure medication] .750 mg .Twice A Day .Code Status: Full-Full Treatment . Review of the 
comprehensive care plan for Resident #1 dated [DATE], revealed .Problem .Anticoagulant .[Named Resident 
#1] has potential for injury/bleeding related to anticoagulant therapy .Approach .Observe for signs of active 
bleeding .Protect resident from injury/trauma . There was no care plan with interventions for 
Seizures/Anticonvulsant or Advance Directive of Full Code on Resident #1's care plan dated [DATE]. Review 
of the Risk Assessment Bundle for Resident #1 dated [DATE], revealed Resident #1 had a history of falls, 
altered gait (pattern in which a person walks) pattern and was high risk for falls. Review of the Physician 
Order Report for Resident #1 revealed, XXX[DATE] .aspirin [antiplatelet- medication to prevent blood clots, 
can increase risk of bleeding] .81 mg . Once A Day .amlodipine [blood pressure medication].10 mg.PRN [as 
needed] . Review of the admission Minimum Data Set (MDS) assessment dated [DATE], revealed Resident 
#1 had a Brief Interview for Mental Status (BIMS) score of 0, which indicated severe cognitive impairment. 
Resident #1 required assistance with bed mobility, transfers, and walking 10 feet. Fall history on admission 
was marked unable to determine. Resident #1 received an anticoagulant, antiplatelet, and anticonvulsant 
over the 7-day look-back period for this assessment. Review of the meal intake documentation for Resident 
#1 dated [DATE]-[DATE], revealed meal intakes ranged between 51% to 76% except for [DATE]. On [DATE] 
Resident #1's meal intake was documented as none for breakfast and lunch. Review of the Progress Notes 
dated [DATE], [DATE], and [DATE], revealed Resident #1 was up walking around the memory care unit at 
various times. Review of the Medical Director's Progress Notes dated [DATE], revealed .[Resident #1].with 
past medical history significant for advanced dementia, hypertension, stroke and seizure disorder.[Resident 
#1] has history of dementia.continues with Melatonin for sleep. There are no current reported concerns of 
lethargy [lack of energy or excessive sleepiness] or mental status changes. There are no current reported 
concerns of decreased oral intake [meals and liquids].no current reported concerns of.elevated blood 
pressure readings.continues with Eliquis.High risk of fall.Hypercoagulable [High risk of forming blood clots] 
status.Continue to take.aspirin.Continue full code. Review of the Vital Signs Report dated 5/2025 revealed 
Resident #1's Blood Pressure (B/P-systolic top number represents pressure in your arteries when your heart 
beats/ diastolic bottom number the pressure inside the artery when your heart rests between beats) readings 
documented twice daily for 2 weeks prior to Resident #1's change in condition, averaged between 115-141 
systolic and 70-90 diastolic. On [DATE], RN C documented Resident #1's BP reading of 168/97 taken at 8:58 
AM. RN C did not document a follow up BP reading during her 6:00 AM-6:00 PM shift. Review of the 
Progress Note for Resident #1 dated [DATE] at 5:40 AM, revealed .Nurse [LPN B] was made aware by CNA 
[Certified Nursing Assistant A] .she noted a fluid filled raised area on LT [left] side of [Resident #1] forehead. 
No noted falls during the night and resident was in bed resting when CNA [CNA A] noticed area.BP 162/116.
[Named Telehealth Provider] was contacted, and MD [Telehealth Provider - Medical Doctor (TMD) #1] stated 
to mark the area and monitor for increase in size and a cool compress could be applied. Review of TMD #1's 
Progress Note for Resident #1 dated [DATE] revealed, .5:40 [AM].Primary Chief Complaint.Facial Swelling.
Defined area on the left side of the forehead noticed today patient denies, and there has been no recorded 
trauma no falls no hitting head. Patient has no tenderness and his mental status had remained at baseline 
area appears to look like a lipoma however, we will monitor the size. cold compress q [every] shift.Source of 
verification for all history: Per nurse and/or patient, Per scanned documents [scanned picture].BP Sys: 
[systolic]162 ./Dia: [diastolic] 116 .Exam findings per nurse and video observation.left forehead/temporal area 
with lipoma like mass nontender, no bruising skin intact.Diagnosis.Localized swelling, mass and lump.Please 
use skin marker to outline the area and evaluate for increase in size.use cool compress Q [every] shiftNotify 
[shift Notify] a clinician of any change in condition. Review of Resident #1's Medication Administration 
Record (MAR) dated [DATE], revealed there was no documented administration of amlodipine 10 mg which 
was ordered as needed for hypertension. There was no documented administration of Resident #1's 
scheduled medications which included carvedilol 12.5 mg given for hypertension (high blood pressure). 
Review of the Neuro Check Assessment Form dated [DATE], for Resident #1 revealed 9 neurological 
assessments were completed from 5:55 AM to 10:40 AM. All areas of the assessments were marked the 
same. Level of consciousness was marked 1 for fully conscious. Resident response was marked 1 for name. 
Movement was marked 1 for all 4 extremities. Hand grasp was marked 1 for equal and strong. Speech was 
marked 1 for clear. Pupil reaction was marked 1 for brisk (both eyes). Pupil size bilateral was marked 3 
(choices were 1 for equal in size and 2 for not equal in size). There were no vital signs documented on the 
form. Review of the Vitals Report and the Progress Notes for Resident #1 revealed there were no vital signs 
documented on [DATE] after 5:40 AM (when LPN B noted the swollen area on Resident #1's forehead and a 
BP of 162/116) until Family Member (FM) E found Resident #1 unresponsive and requested RN C to transfer 
him to the hospital (approximately 7 hours later). The Neuro Check Assessment Form indicated Resident 
#1's neurological status findings were without change. RN C completed the assessments at 6:25 AM, 6:40 
AM, and 7:10 AM. RN C confirmed Resident #1 did not wake up during the neuro check assessments and 
did not grasp her hand during the neuro check assessment which indicated Resident #1's change in 
condition. Review of the Daily Skilled Service Observation Details (Daily Skilled Note) for Resident #1 dated 
[DATE] at 10:07 AM, revealed .Cognition.Alert.Confused.Neurological Symptoms.None.Change in Cognitive 
Status.No Change.Pulmonary Status.Lungs Clear.Cardiovascular/Circulatory.N/a [Not Applicable].
Integumentary Status.No new open Areas or skin issues. The daily Skilled Note was completed by RN S. 
Review of the Progress Note dated [DATE], revealed .12:46 [PM] .Resident [Resident #1] sent to [Named 
Hospital #1] ED [Emergency Department] for evaluation per family request. Review of the 
Discharge/Transfer with Bed Hold document for Resident #1 dated [DATE], revealed, .Blood Pressure 
140/106 .Reason for Transfer .Resident or Family initiated transfer .Progress Note related to condition 
leading to transfer .Family requested resident be sent to ED for evaluation .Name of MD/Provider Notified . 
[Named NP] . Review of Resident #1's Emergency Medical Service (EMS) report dated [DATE] at 1:05 PM, 
revealed .dispatched and responded immediately with lights and sirens.to [Named Facility #1] for complaint 
of hematoma to forehead needing X-ray.Arrived to find [Named Resident #1] sitting limp in wheelchair 
unresponsive to verbal stimuli and sternal rub [Painful stimulus caused by firmly rubbing with knuckles 
across an unresponsive person's chest to cause a response]. Pt's [patient's/Resident #1] nurse [RN C] 
reports last known well to be approximately when she get [got] off her shift last night [[DATE] at 
approximately 6:30 PM] as he [Resident #1] was up and walking around. Pt's wife [FM E] had come to visit 
today [[DATE]] and noticed the hematoma on the forehead and requested nurse to send the patient out for 
evaluation. Nurse [RN C] reported that none of their staff had witnessed any fall or any other mechanism of 
injury over the night [[DATE]] and that the patient had been asleep all morning [[DATE]] in his wheelchair.Pt 
is on Eliquis blood thinner .PARAMEDIC ASSESSMENT - GCS [Glasgow Coma Scale- used to help assess 
acute brain injury and impaired consciousness] 7 [score] (1) eyes none, (2) verbal sounds (pt reacted to IV 
[catheter inserted into a vein] insertion by shouting), (4) normal flexion (when starting IVs, otherwise 
unresponsive to any other physical stimuli).hematoma to left forehead and right deviated gaze, pupils 4 mm 
[millimeter] bilaterally and sluggish reaction to light.extremities flaccid.Pt extremity lifted from wheelchair to 
stretcher by emt [Emergency Medical Technician] x 2 [two persons] .transported emergent with lights and 
sirens to [Hospital #2] ED due to neuro specialty. Pt condition remained unchanged throughout transport. 
Upon arrival.pt was triaged and immediately wheeled to CT [Computed Tomography imaging procedure that 
uses X-rays] .revealed large right subdural hemorrhage [a pool of blood between the brain and its outermost 
covering] . Review of Hospital #2's admission Record for Resident #1 dated [DATE], revealed .Chief 
Complaint Patient presents with Altered Mental Status.M [male] with a h/o [history of] afib [Atrial Fibrillation] 
on Eliquis, seizures.LKN [Last Known Normal] last night. Possible fall- nursing found pt [patient] this AM with 
a hematoma to his L [left] forehead.Vitals: BP 141/91.Neurological.Poorly responsive, R [right] gaze 
deviation - does not regard examiner [look at examiner] or track [follow objects with eyes], nonverbal, not 
withdrawing to painful stimulus at this time.ED Course.Spoke with radiology-large left sided SDH [Subdural 
Hematoma/Hemorrhage] 9mm midline shift [brain tissue is displaced across the brain's center line].Call out 
to neurosurgery, reversing Eliquis.Pt will now intermittently cross midline [moving arms or legs but not 
consistently], pulling at lines and clothes at times.Pt going to OR [Operating Room] with NSGY 
[Neurosurgery].CT evaluation of the nonvascular structures of the head and/or neck. Left hemispheric 
subdural hematoma again observed.There is an acute left cerebral convexity [outer surface of the brain] 
subdural hemorrhage with maximal thickness of 13 mm .Upon my evaluation, this pt had a high probability of 
clinically significant imminent or life-threatening deterioration due to subdural hemorrhage.Neuro Critical 
Care History and Physical.This.male.on Eliquis.seizure.presented with a change in mental status. The wife 
stated yesterday he was at baseline able to walk, feed himself, and talk some.NEUROSURGERY CONSULT 
NOTE.Presented to ER with hematoma on the left forehead above the eyebrow .Spoke with family at 
bedside. They wish for full neurosurgical intervention.PLAN.Unfortunately his exam continues to climb since 
arrival to ER. I think this is going to continue to get worse if we do not intervene.We will proceed to the OR 
for a [an] emergent left sided open craniotomy [surgical procedure that involves making an opening in the 
skull] for subdural hematoma evacuation [removal]. Review of Hospital #2's Patient Summary and Hospital 
Course dated [DATE], revealed Resident #1 was admitted for traumatic left acute subdural hematoma. 
Emergency craniotomy was performed to remove the hematoma. Resident #1's prognosis was complicated 
by postoperative seizures and Resident #1 required intubation (installed tube in the windpipe to maintain the 
airway) for respiratory failure. Further testing revealed concerns for anoxic/toxic encephalopathy (brain injury 
caused by a lack of oxygen and/or presence of toxins) with guarded prognosis. Discussion with family related 
to status resulted in the decision to switch Resident #1 to comfort care measures with Hospice. Resident #1 
received Hospice care within the hospital setting and expired on [DATE]. During a telephone interview on 
[DATE] at 2:20 PM, FM E stated when she left Resident #1 around 6:30 PM on [DATE] he was walking, 
talking and smiling. FM E stated, .I was a little bit late getting to the facility that morning [[DATE]].about 10:30 
[AM], [Resident #1] was not in the hallway like he often was before lunch.he was in the dining room sitting in 
a wheelchair with his head down.I called his name and he did not turn towards me, as he usually does.I 
touched him on the shoulder and he did not move or respond.the nurse [RN C] said he was like that when 
she got there around 6:30 [AM]. I [FM E] said he won't wake up, something is wrong, [RN C] told me he was 
probably just sleepy because [Resident #1] had been up during the night.[CNA D] told me he was up, 
dressed and in a chair when she got there.we took him to his room.[RN C] couldn't get him to wake up.I had 
to ask them to call an ambulance.the ambulance person called me from the ambulance and told me 
[Resident #1] symptoms were so severe he needed to go on to Memphis.[Facility #1] said he didn't have a 
fall, something happened, there was skin broke on his left arm. FM E stated the facility did not call her and 
tell her about the hematoma on Resident #1's forehead. FM E concluded she would have come in earlier and 
sent Resident #1 to the hospital. FM E then became emotional and ended the phone call. During a telephone 
interview on [DATE] at 4:38 PM, TMD #1 stated, .The nurse [LPN B] provided a picture.of a gentleman 
[Resident #1] with a raised area on his forehead.The nurse [LPN B] provided a detailed report of raised soft 
area and no complaint of pain or tenderness at site.the patient was at baseline cognitive level, and he did 
have an elevated BP.The nurse [LPN B] reported the patient had a history of hypertension and frequent 
episodes of elevated BP . TMD #1 confirmed LPN B did not report the patient's use of blood thinning 
medication, cognitive impairment, or status of fall risk. TMD #1 stated, .the nurse [LPN B] was very sure.clear 
the patient had not been involved in a fall or other trauma. TMD #1 acknowledged she gave the order to 
circle the area, monitor for increase in size, and follow up with changes. During a telephone interview on 
[DATE] at 11:39 PM, LPN B stated, .We [LPN B and CNA A] checked on [Resident #1] frequently all night 
[[DATE]-[DATE]].he was in bed asleep.a couple of times he was sitting on the side of the bed.[On [DATE]] 
about 5:30 [AM] [CNA A] was getting him up and she didn't see anything unusual.he [Resident #1] came 
down the hall and said good morning to me.he walked over to the door to answer because someone was 
knocking, that's when [CNA A] noticed the raised area on his forehead.his BP was 162/116, but that wasn't 
unusual for him, he has high blood pressure.I called [TMD #1], I sent a picture.the doctor knew his BP was 
high.I told her he had not fallen during the night, I told her there had not been any trauma.he was at baseline 
physically and cognitively.[Resident #1] didn't have any pain.[CNA A] had taken him outside for a while the 
evening before.I thought it [hematoma] could be an allergic reaction to a mosquito bite.area was soft and 
squishy.[TMD #1] told me to draw a line around the area to see if it gets bigger.I did not give her a list of 
medicines.don't recall telling her he was on a blood thinner, they can see his records and I assumed [TMD 
#1] looked at his meds. I didn't specifically tell [TMD #1] he was cognitively impaired or a high fall risk. Again, 
they [TMD #1] have access to the medical record, I assume they look at them.There wasn't any trauma that I 
know of.we watched him.we did not have him.1 on 1 every minute.I guess he could have fallen and got 
himself up.I know there wasn't an injury. The nurse confirmed she did not ask Resident #1 if he fell or what 
had happened due to his level of cognitive impairment. LPN B stated, .It is not likely [Resident #1] could tell 
me, he is on memory care for a reason.Dementia patients show pain in other ways, they don't always tell 
you. [Resident #1] wasn't scratching at the area, didn't look like bruising.on a blood thinner there would be a 
bruise, skin would be darker. LPN B was asked if she had opened an event/incident report in the EHR and 
replied, Yes. LPN B was asked if she performed neuro checks on Resident #1 and she responded, .Yes, I 
didn't document them [neuro check assessments] in the computer, I put them on the paper form. There is a 
place to put the neuro checks, it prompts you to add them for head injury.I'm not sure why I put them on 
paper, it's been a while since that [[DATE] the morning Resident #1 was observed with a hematoma on his 
left forehead] happened. During a telephone interview on [DATE] at 12:06 AM, CNA A stated, .I checked on 
him [Resident #1] frequently.he was either sleeping or sitting up on the side of the bed.the bed was in the 
lowest position, but he could get up.sometimes he did get up and wander around. CNA A confirmed she 
checked on Resident #1 during the night and was not always monitoring him because there were 15-16 other 
residents on the Memory Care Unit. CNA A stated the raised area was not present the night of [DATE] and 
she did not see it until the morning of [DATE]. CNA A stated, .I got him up and dressed him, the nurse [LPN 
B] took his vital signs and I walked with him to the common area. [Resident #1] was at baseline walking and 
talking.nothing unusual.didn't even notice the spot [hematoma] until he walked to the back door.it 
[hematoma] was small, soft, squishy.we [CNA A and LPN B] figured it was a reaction, like allergic to a 
mosquito bite.I had taken [Resident #1] outside for a little while the night [[DATE]] before.I don't remember 
asking [Resident #1] what happened to his head.[Resident #1] wasn't scratching at it [hematoma]. During an 
interview on [DATE] at 12:44 PM, the MD stated he would expect nursing staff to notify the provider to obtain 
an order for residents to be sent out for evaluation when any type of injury to the head was observed or 
suspected with use of anticoagulant therapy. The MD was asked about Resident #1's head injury on [DATE]. 
The MD replied, . [LPN B] called the [Named Telehealth Provider], and the resident was sent out for 
evaluation. The MD was unaware Resident #1 had remained in the facility for approximately 7 hours prior to 
being sent out per family request. The MD was asked to review the photo of Resident #1's raised area 
provided by LPN B to TMD #1. The MD responded, .[Resident #1] should have been sent to the hospital.high 
fall risk.anticoagulants.location of the area.not a lipoma.located on his forehead above the temple.not on his 
arm or leg.I am not here to judge another physician.on-call would depend on the nurse to report all risk and 
potential.should send out. The MD was asked if he would expect vital signs to be obtained and documented 
as part of the neurological assessments. The MD replied, Yes. The MD was asked if he expected nursing 
staff to obtain follow-up BP for abnormal readings and document the results. The MD replied, Yes. During a 
telephone interview on [DATE] at 3:05 PM, CNA D stated on [DATE] she received a report at 6:00 AM from 
CNA A related to Resident #1 having a raised area on his forehead. Resident #1 was sitting in a chair with a 
wheelchair beside him in the common area of the hall. CNA D described the raised area as .small, like a 
mosquito bite, like someone having an allergic reaction to a mosquito bite. CNA D stated at 7:00 AM 
Resident #1 got into the wheelchair and she pushed him to the dining room. Resident #1 went to sleep and 
did not eat breakfast. CNA D stated, .I woke him up and he just looked at it [breakfast].that wasn't unusual 
for him.[Resident #1] didn't eat lunch either, I woke him up and he looked over at the table, then went back to 
sleep.and like I said, that was not unusual for him.[FM E] came in and tried to wake him up.ask me to take 
him to his room.[Resident #1] woke up in the room when [FM E] shook him and patted his face.didn't talk, he 
just looked up and drifted back to sleep. CNA D concluded she had been around Resident #1 all morning in 
the dining room. CNA D was asked if she saw RN C do vital signs on Resident #1 in the dining room on 
[DATE]. CNA D replied, .not in the dining room, I saw her do vital signs one time and that was in the room.
[FM E] told me to go get the nurse [RN C] because [Resident #1] would not wake up, [RN C] came in the 
room and did the BP at that time.[FM E] wanted [Resident #1] put in the bed.called [Named CNA R] to help 
me.[FM E] changed her mind, asked [RN C] to call an ambulance.left him in the chair. During a telephone 
interview on [DATE] at 12:24 PM, the Paramedic stated Resident #1 was sitting in a wheelchair, limp and 
slumped over when EMS arrived at the room. Resident #1 was not responsive to physical or verbal stimuli. 
RN C reported Resident #1's last known well time at the end of her shift (approximately 6:30 PM) on [DATE]. 
RN C reported Resident #1 was up and walking around when she left on [DATE] and sitting in wheelchair 
limp and nonresponsive when she arrived the morning (6:00 AM) of [DATE]. RN C reported staff had not 
witnessed any falls or any injury mechanism overnight. FM E came in to visit and requested to send Resident 
#1 out. Resident #1 had been sleeping all morning in his wheelchair. The Paramedic stated, .[Resident #1]'s 
feet were edematous [swollen with fluid].Resident #1] did make a sound when I started the IV.had flexion in 
his arm when we started the IV.never opened his eyes.GCS of 7. 1 for eyes [no eye opening], 2 for verbal 
sound [incomprehensible sounds], 4 for flexion [arm-withdrawal from pain].remained unresponsive for 
duration of care.We took him to [Named Hospital #2].because of his responses and the time he had been 
sitting with the head injury.being unresponsive gave me a high index of suspicion of traumatic brain injury or 
brain bleed or stroke.[Resident #1] had a right deviated gaze.gives suspicion of intercranial pressure.
indicates brain bleed.Very large hematoma, about the size of a golf ball. The Paramedic confirmed Resident 
#1 did not wake or walk to the stretcher, his extremities were limp requiring two person lift to the stretcher, 
and he was never alert during transport. During an interview on [DATE] at 12:38 PM, CNA R stated on 
[DATE] CNA D asked her to assist with putting Resident #1 in bed. CNA R stated when she arrived at 
Resident #1's room, she observed Resident #1 sitting in his wheelchair with his head down and eyes closed. 
CNA R stated, .[Resident #1]'s wife [FM E] told me she didn't want him in the bed, she wanted an ambulance 
to come and get him.I tried to wake [Resident #1] up.I shook him and called his name, and he never 
responded.[RN C] came in the room as I was leaving. During an interview on [DATE] at 3:20 PM, RN M 
stated, .On [DATE] [Named RN C] called and asked what [Named Resident #1]'s baseline was because the 
wife said he wasn't at his baseline.[Resident #1] was normally alert, oriented to self and recognizes his wife. 
usually up and walking around, hard to get him to stay in one spot, anxious.I never actually went back to 
memory care and looked at [Resident #1].helped by documenting [Named Resident #1]'s vital signs, a 
progress note and printing off transfer paperwork. with a head injury and use of anticoagulants, even if the 
doctor did not order a transfer out, I would press on to get the order to send out.at times you have to press a 
little harder with the on-call doctors. During an interview on [DATE] at 3:56 PM, RN S stated she documented 
Resident #1's Skilled Observation Note on [DATE]. RN S acknowledged she had not actually observed 
Resident #1 on [DATE] and documented the information provided by RN C. RN S confirmed a resident with a 
head injury or possible head injury and on blood thinning medications would need to be sent out for 
evaluation for a brain bleed. RN S stated, .if the telehealth physician did not order the transfer, I would 
request the order due to the risk of brain bleed.getting evaluation and treatment could prevent death to the 
resident.I would complete neuro checks in the computer under the event note.if you are performing neuro 
checks there was a reason to open an event note.wouldn't document in progress note only. During an 
interview on [DATE] at 4:49 PM, LPN U confirmed residents who present with a raised area or swelling on 
the forehead need to be evaluated for head injury and if they are taking anticoagulants, they should be sent 
to the emergency room for evaluation. LPN U concluded she would call the on-call and request the transfer 
order due to risk of brain bleed. During an interview on [DATE] at 4:55 PM, LPN P was asked what steps she 
would take for a resident who presented with a raised area to their head, and she was unaware of how the 
injury occurred. LPN P stated, .the resident could have had a fall or accident.risk of blood clot or brain bleed.
need to call someone and get him sent out even if the resident appeared fine, I would be more concerned if 
the resident was taking Eliquis.could be something more serious.neuro checks are done in the computer 
system, and they include a blood pressure check. During an interview on [DATE] at 5:16 PM, RN N stated 
when
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on the 
American Nurses Association (ANA)'s Principles for Nursing Documentation review, facility policy review, 
medical record review, and interview, the facility failed to ensure medical records were complete and 
accurately documented for 1 of 7 (Resident #1) sampled residents reviewed. The findings include: Review of 
the ANA's Principles for Nursing Documentation dated 2010, revealed .Nurses document their work and 
outcomes for a number of reasons: the most important is for the communicating within the health care team .
Nurses and other health care providers aim to share information about patients and organizational functions 
that is accurate, timely, contemporaneous, concise, thorough, organized, and confidential .Foremost of such 
electronic documentation is the electronic health record (EHR), provides an integrated, real-time method of 
informing the health care team about the patient status. Timely documentation of the following types of 
information should be made and maintained in a patient's EHR to support the ability of the health care team 
to ensure informed decisions and high-quality care in the continuity of the patient care .Assessments .
Medication records (MAR) .Nursing Documentation Principles .Principle 1. Documentation Characteristics .
High quality documentation is: Accurate, relevant, and consistent. Clear, concise, and complete. Timely, 
contemporaneous, and sequential. Reflective of the nursing process .Principle 5. Documentation Entries .
Entries into organization documents or the health record (including but not limited to provider orders) must 
be: Accurate, valid, and complete; Authenticated; that is, the information is truthful, the author is identified, 
and nothing has been added or inserted; Dated and time-stamped by the persons who created the entry . 
Review of the facility policy titled, Documentation in Medical Record, with a facility review date of 1/2025, 
revealed .Each resident's medical record shall contain an accurate representation of the actual experiences 
of the resident.information to provide a picture of he resident's progress through complete, accurate, and 
timely documentation.Licensed staff.shall document assessments, observations, and services provided in 
the resident's medical record.Documentation shall be completed at the time of service.Principles of 
documentation included.Documentation shall be factual.False information shall not be documented.
Documentation shall be accurate, relevant, and complete, containing sufficient details about the resident's 
care and/or response to care. Review of the facility policy titled, Neurological Assessment, with a facility 
review date of 6/19/2025, revealed .It is the policy of this facility to report potential head injuries to the 
physician and implement interventions to prevent further injury including Neurological Assessment.
Guidelines.When indicated by resident's condition.Any change in vital signs or/neurological status in a 
previously stable resident should be reported to the physician immediately.Compliance Guidelines.Resident 
Neurological Assessment.a. Vital signs.b. General condition and appearance.c. Neurological evaluation for 
changes in: i. Level of Consciousness.ii. Resident Response.iii. Movement.iv. Hand Grasp.v. Speech.vi. 
Pupil Reaction.vii. Pupil Size.d. Initial Evaluation of the head, eyes, ears, and nose for significant changes in 
vision, hearing, smell, or bleeding. e. Initial Assessment of any injuries to head.5. Notify family and document 
all assessments, actions, and notifications. Review of the medical record revealed Resident #1 was admitted 
to the facility on [DATE], with diagnoses which included Heart Failure, Convulsion, Hypertension, and 
Occlusion and stenosis of carotid artery. Review of the admission Minimum Data Set (MDS) assessment 
dated [DATE], revealed Resident #1 had a Brief Interview for Mental Status (BIMS) score of 0, which 
indicated severe cognitive impairment. Review of the Medication Administration Record (MAR) for Resident 
#1 dated 5/4/2025, revealed administration of amlodipine (medication given for hypertension/high blood 
pressure) 10 mg (milligram) was administered to Resident #1 for an elevated BP (Blood Pressure-the force 
exerted by the blood on the walls of the arteries as it flows through them) of 168/122. There was no follow-up 
BP reading documented in the medical record. Review of the MAR for Resident #1 dated 5/5/2025, revealed 
Licensed Practical Nurse (LPN) O documented administration of amlodipine 10 mg for a BP of 173/121. 
There was no follow-up BP reading documented in the medical record. Review of the Nurse Practitioner's 
(NP) Progress Note for Resident #1 dated 5/5/2025, revealed, .no current reported concerns of.elevated 
blood pressure readings.no current nurse concerns reported . Review of the Medical Director's (MD) 
Progress Note for Resident #1 dated 5/6/2025, revealed no new event, no complaints, .Advised per progress 
. Review of the NP's Progress Note for Resident #1 dated 5/7/2025, revealed, .no current reported concerns 
of.elevated blood pressure readings.no current nurse concerns reported . Review of the MAR for Resident 
#1 dated 5/24/2025, revealed RN C documented an administration of carvedilol (medication for 
hypertension) 12.5 mg and a BP reading documented at 168/97. There were no follow up BP measurements 
documented in the medical record. Review of the Progress Note dated 5/25/2025 at 5:40 AM, revealed 
Certified Nursing Assistant (CNA) A notified LPN B about a raised area on Resident #1's left forehead. LPN 
B documented there were no noted falls during the night of 5/24/2025 and early morning on 5/25/2025. LPN 
B documented Resident #1 was in bed resting when CNA A noticed the raised area to the Resident's 
forehead. LPN B documented Resident #1's BP reading was 162/116. LPN B contacted the Telehealth 
Medical Doctor (TMD) #1 and obtained orders to outline the raised area, monitor for an increase in size and 
apply cool compresses. Review of the TMD #1's Progress Note dated 5/25/2025, revealed notification by 
LPN B on 5/25/2025 at 5:40 AM related to Resident #1 having swelling on the left side of the forehead with 
no reported trauma or fall. TMD #1 provided orders to outline the area, evaluate for increase in size, use cool 
compress every shift and notify a provider of any changes in condition. Review of the Daily Skilled Service 
Observation Details (Daily Skilled Note) for Resident #1 dated 5/25/2025 at 10:07 AM revealed, .Cognition .
Alert .Confused .Neurological Symptoms .None .Change in Cognitive Status .No Change .Pulmonary Status .
Lungs Clear .Cardiovascular/Circulatory .N/A [Not Applicable] .Integumentary Status .No new open Areas or 
skin issues . Review of the Neuro (Neurological) Check Assessment Form dated 5/25/2025 for Resident #1 
revealed nursing staff provided handwritten documentation for neurological assessments for 5:55 AM, 6:10 
AM, 6:25 AM, 6:40 AM, 7:10 AM, 7:40 AM, 8:40 AM, 9:40 AM, and 10:40 AM. All entries were answered the 
same for the assessments as follows: level of consciousness was marked 1 for fully conscious, resident 
response was marked 1 for name, movement was marked 1 for all 4 extremities, hand grasp was marked 1 
for equal and strong, speech was marked 1 for clear, pupil reaction was marked 1 for brisk for both eyes, 
pupil size bilateral was marked 3 (choices for pupil size bilateral were 1 for equal and 2 for not equal). There 
were no vital signs documented on the form. Resident #1's neurological assessments were documented on 
paper with handwritten entries including nurse's initials for completion. Registered Nurse's (RN) C) initials 
were marked under nurse signature for neuro checks completed on the Neuro Check Assessment Form at 
6:25 AM, 6:40 AM, and 7:10 AM Review of the Discharge/Transfer with Bed Hold document for Resident #1 
dated 5/25/2025, revealed .Blood Pressure 140/106 .Reason for Transfer .Resident or Family initiated 
transfer .Progress Note related to condition leading to transfer .Family requested resident be sent to ED for 
evaluation .Name of MD/Provider Notified .[Named NP] . During a telephone interview on 6/24/2025 at 2:20 
PM, Family Member (FM) E stated she arrived at Facility #1 between 10:30 AM and 11:00 AM and found 
Resident #1 sitting in his wheelchair unresponsive to her touch and voice. FM E stated RN C suggested 
Resident #1 was probably just sleepy due to being up during the night of 5/24/2025. FM E stated she noticed 
the knot on Resident #1's left forehead and asked CNA D to take Resident #1 to his room and get the nurse. 
FM E stated the nurse informed her the knot had been found earlier in the morning by LPN B and the doctor 
had said to mark around it and see if it gets bigger. FM E stated she then demanded RN C to send Resident 
#1 to the emergency room because he was unresponsive. During a telephone interview on 7/21/2025 at 
11:39 PM, LPN B stated on 5/25/2025 Resident #1 presented with an area of swelling above his left eye on 
his forehead. LPN B stated she notified the Telehealth provider and received orders to mark the perimeter of 
the swollen area, monitor for an increase in size of the area, use cold compress if needed, and notify the 
provider with any change of condition. LPN B was asked if she opened an event note in the EHR and 
completed neuro check assessments. LPN B confirmed she had opened an event note related to the swollen 
area on Resident #1's forehead and completed 2 neuro assessments before leaving the facility on 
5/25/2025. LPN B was asked if the event note prompted her to complete the neuro check assessments. LPN 
B confirmed there was a prompt for neuro assessments and added, she wasn't sure why she had 
documented the neuro check assessments on the paper form. LPN B was asked if she had obtained a 
follow-up BP reading and documented the results. LPN B replied, .Yes, the vital signs would be documented 
in the computer under vital signs. LPN B stated she had applied the cold compress to Resident #1's head 
and he tolerated it for a few minutes then refused to keep the compress in place. LPN B was asked if she 
documented the refusal of treatment in the medical record. LPN B responded, .I don't recall. The facility was 
unable to provide an event note opened by LPN B on 5/25/2025 for Resident #1. The BP reading obtained at 
5:40 AM was documented in a progress note by LPN B. There were no follow-up vital signs documented by 
LPN B in the vital sign section or the progress notes of Resident #1's EHR. During a telephone interview on 
7/21/2025 at 12:06 AM, CNA A stated the raised area on Resident #1's forehead was not present the night of 
5/24/2025 and she did not see it until the morning of 5/25/2025. CNA A stated she had taken some of the 
residents outside for a short time the evening of 5/24/2025. CNA A stated LPN B thought the raised area was 
an allergic reaction to a mosquito bite. There was no documentation related to Resident #1's activity outside 
the evening of 5/24/205 and no documented concern for an allergic reaction to an insect bite. During an 
interview on 7/21/2025 at 12:44 PM, the MD was asked about Resident #1's hematoma and what his 
expectations were for nursing intervention. The MD stated nursing staff notified the Telehealth Provider and 
received orders to send Resident #1 out to the emergency room (ER) for evaluation. The MD was asked if 
his expectations was to have the head injury evaluated immediately or at a later time. The MD stated a 
resident with a head injury, on anticoagulants, should be evaluated as quickly as possible. The MD was 
asked if Resident #1 was sent to the ER for evaluation in a timely manner. The MD reviewed Resident #1's 
EHR and confirmed Resident #1 remained in the facility approximately 7 hours before being sent to the ER. 
The MD confirmed there was no documentation related to monitoring Resident #1 for changes in condition 
and no documentation related to monitoring Resident #1's elevated BP on 5/25/2025. The MD was asked if 
RN C notified him on 5/25/2025 to discuss Resident #1's change in condition and FM E's request to send 
him to the ER. The MD confirmed RN C did not notify him on 5/25/2025 and obtain an order to send 
Resident #1 to the ER. During a telephone interview on 7/21/2025 at 3:05 PM, CNA D stated on 5/25/2025 
Resident #1 had a small, raised area on his forehead which looked like someone having a reaction to a 
mosquito bite. CNA D stated Resident #1 was in the dining room all morning. CNA D stated she woke him up 
for breakfast and lunch and he went back to sleep without saying anything to her. CNA D was asked if she 
observed RN C obtaining vital signs on Resident #1 or trying to wake him up. CNA D confirmed she 
observed RN C obtain vital signs once on 5/25/2025 in Resident #1's room after FM E came in and 
requested a transfer to the hospital. During a telephone interview on 7/22/2025 at 12:24 PM, the Paramedic 
stated on arrival to Resident #1's room on 5/25/2025, he observed Resident #1 sitting in a wheelchair, limp 
and slumped over. The Paramedic stated Resident #1's feet were swollen with fluid, and he had a large 
hematoma on his left forehead. The Paramedic confirmed RN C reported Resident #1 had been sleeping 
since she arrived for work at approximately 6 AM. RN C reported the resident had no known trauma or fall to 
cause the hematoma on his left forehead. The Paramedic was asked if RN C provided documentation of 
neurological assessments with vital signs monitoring. The Paramedic replied the BP reading at 5:40 AM and 
the BP reading prior to the call for transport were the only readings RN C provided. The Paramedic stated 
RN C gave the reason for transfer as family request. The Paramedic concluded RN C did not provide 
documentation of any interventions or assessments completed related to Resident #1's change in condition. 
During an interview on 7/23/2025 at 12:38 PM CNA R stated on 5/25/2025 she went to assist CNA D in 
putting Resident #1 in bed. CNA R stated Resident #1 was sitting in his wheelchair with his head down and 
eyes closed. CNA R stated FM E said she could not wake Resident #1 up. CNA R concluded Resident #1 
did not respond when she (CNA R) shook him and called his name. CNA R confirmed RN C came into 
Resident #1's room as she was leaving. During an interview on 7/23/2025 at 3:20 PM, RN M acknowledged 
on 5/25/2025 she had documented a progress note and vital signs for Resident #1 which were provided to 
her by RN C. RN M confirmed she did not go to Memory Care to assess Resident #1's vital signs. RN M was 
asked if she documented on the residents in her care every day. RN M stated nurses should document all 
changes in a resident's condition including pain, changes in mental status, and changes in vital signs. RN M 
stated a nurse should document all interventions provided to the resident and the effect of those 
interventions. RN M was asked what steps she would take when a resident had a BP reading of 162/116. RN 
M responded, .If the resident had medication scheduled or PRN [as needed] I would give the medication and 
recheck the BP to see if the medication was effective. RN M confirmed the follow-up BP reading would be 
documented in the resident's medical record. During an interview on 7/23/2025 at 3:56 PM, RN S confirmed 
on 5/25/2025 she had documented Resident #1's Skilled Observation note in the EHR. RN S stated she 
documented the information RN C provided to her and confirmed she had not been on the Memory Care Unit 
to observe Resident #1 on 5/25/2025. RN S stated an event note should be completed for any abnormal 
findings on a resident's skin. RN S was asked if neuro checks would be prompted in the computer as part of 
an event note for head injury. RN S replied, .Yes. RN S was asked about documentation requirements for 
nursing. RN S concluded nurses should document when there are changes related to a resident's condition, 
new orders, effectiveness of treatments, and any information related to following up on the resident's care. 
RN S was asked if documenting an assessment on a resident using information provided by another nurse 
was professional standards of practice for a nurse. RN S replied, .I don't believe it is.I didn't consider the 
information might not be accurate.I do now. During a telephone interview on 7/23/2025 at 7:01 PM, the 
Emergency Medical Technician (EMT) confirmed when she arrived at Resident #1's room on 5/25/2025, 
Resident #1 was in a wheelchair slumped over and limp. The EMT stated RN C reported Resident #1 had 
been sleeping all day and did not have any meal intake, which was unusual for him. The EMT confirmed 
Resident #1 was unresponsive with a minimal response to pain on the scene and remained unresponsive 
throughout the transport. During a telephone interview on 7/24/2025 at 11:00 AM, RN C stated she 
completed neurological assessments which included vital signs on Resident #1 and documented the 
assessments in the EHR. RN C was asked if she completed and initialed the Neuro Check Assessment form 
paper documentation in addition to the EHR documentation. RN C replied, .No. RN C stated Resident #1 
slept in his chair on 5/25/2025 which was not unusual for him. RN C was asked if Resident #1 had awakened 
when she completed the neuro check assessments. RN C responded, she attempted to wake Resident #1, 
and he did not respond verbally, open his eyes or grasp her hands during the neuro assessments. RN C 
concluded Resident #1 did not want to be bothered and she didn't find that unusual. RN C acknowledged 
LPN B did not initiate an event note related to the hematoma on Resident #1's forehead. RN C stated 
Resident #1 was asymptomatic (not showing symptoms) except for sleeping a lot during the day, which was 
not unusual for him. RN C was asked if Resident #1 had any oral intake including foods and medications on 
5/25/2025. RN C responded, .I was about to give him his meds [medication] when his wife came in and 
demanded me to send him out.he didn't eat breakfast but that wasn't unusual for him, and he left before 
lunch was served. RN C was asked if she had documented Resident #1's neuro check assessments as 
normal. RN C stated on the Memory Care Unit it was impossible to have a normal neuro check assessment 
and confirmed she had documented Resident #1's neuro check assessments as normal. During an interview 
on 7/25/2025 at 1:45 PM, the DON was asked if staff were required to complete an event note for abnormal 
skin issue findings or injuries. The DON confirmed staff were required to complete an event note if no one 
could explain the bruising or injury. The DON stated RN C notified the NP on 5/25/2025 and obtained an 
order to transfer Resident #1 to the hospital at the wife's request. The DON was asked if neuro checks 
should be documented as normal if the patient/resident does not wake up during the assessment and the 
patient/resident was unable to complete the assessment. The DON replied, .No, it would be documented as 
abnormal findings.the person's ability to complete the assessment could depend on their baseline. The DON 
was asked if she considered checking a patient's BP as part of the neuro check process was professional 
standards of practice. The DON replied, .yeah.BP is documented in the vital signs section of the record 
[EHR]. The DON confirmed nurses should not document an assessment on a resident using information 
provided to them by another nurse or staff member. The DON was asked to review the transfer form 
completed on 5/25/2025 and determine which provider was notified for orders to send Resident #1. The DON 
stated the nurse documented notification to the NP. The DON confirmed notification to the provider should 
not be documented unless the provider was notified. During a telephone interview on 7/25/2025 at 4:15 PM, 
LPN T stated she had worked with RN C on occasion and had to help RN C with documenting in the 
electronic health record. LPN T concluded, .[Named RN C] has lots of trouble on the computer.she forgets 
how to get in and how to complete documentation. LPN T confirmed she has documented assessments 
completed by RN C without performing the assessment herself. During a telephone interview on 7/25/2025 at 
6:09 PM, the NP stated the facility had not called her on 5/25/2025 to discuss Resident #1's change of 
condition or request an order to transfer the resident to the ER. Refer to F684
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