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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interview and record review, the facility failed to provide notification of injury to the Resident's 
Representative (RR) for 1 of 3 residents (Resident 1) reviewed for notification. This failure placed the 
resident at risk of not having their representative involved in health care decision making for timely care and 
services.Findings included. Review of a policy titled, Incident Report - Resident, dated 04/02/2018, showed 
when the facility became aware of an incident that involved a resident, a Resident Incident Report would be 
initiated by the person that first became aware of the incident. The report should include family notification. 
The notification should be completed in a timely manner and contact attempts should be recorded on the 
Incident Report and in the nursing progress notes. Resident 1Review of the medical record showed Resident 
1 was admitted to the facility with diagnoses including heart failure, dementia with behavioral disturbance 
(distressing personality and behavior changes that occur alongside cognitive decline that include aggression, 
wandering, and hallucinations), and anxiety. The 09/23/2025 comprehensive assessment showed Resident 1 
was dependent on two staff members for activities of daily living. The assessment also showed Resident 1 
had a severely impaired cognition. During an interview on 12/04/2025 at 12:41 PM, the Resident 
Representative (RR) stated they were not notified of two injuries. The first injury involved Resident 1's toes. 
They stated Resident 1's socks were soaked with blood. The RR stated when they asked how the injury 
occurred; they were told it happened on night shift. The second injury involved a skin tear to Resident 1's left 
wrist. They stated it was more than a skin tear, it was a laceration that had steri-strips (thin, sticky bandages 
that help cuts or wounds stay closed as they heal) as a dressing. The RR stated they were not notified by the 
facility of either wound. Record review of a facility investigation dated 10/11/2025 at 5:00 AM, showed 
Resident 1 was found in their room with blood on the end of their sock to the right great toe. The injury was 
cleansed, and interventions were initiated to prevent further injury. The investigation report showed the 
provider, residents power of attorney, and Director of Nursing were notified of the injury on 10/14/2025, three 
days after the injury occurred. During an interview on 12/04/2025 at 12:34 PM, Staff C, Registered Nurse 
(RN), stated when a resident had a fall or injury, they assessed the injury, measured the wound, provided 
treatment, notified other shifts, the provider, and the Director of Nursing. They stated they would also notify 
the family. Staff C stated if they notified the family, they would have documented that information in the 
medical record, including if they left a voicemail. Staff C stated they did not remember calling the family to 
notify them of Resident 1's toe injury. Record review of a progress note dated 10/13/2025 at 11:30 AM, 
showed Staff D was called to Resident 1's room by a nursing assistant, who noticed a skin tear to the 
resident's left wrist while they were getting them up for lunch. Staff D assessed the skin tear that measured 
four centimeters (a unit of measurement), cleansed the site and applied steri-strips. A dressing was applied 
over the steri-strips to protect the area and prevent further injury. The progress note showed the Director of 
Nursing, provider, and resident care manager were notified. There was no documentation that the family had 
received notification of the injury. During an interview on 12/04/2025 at 12:29 PM, Staff D, RN, stated they 
did not remember notifying Resident 1's family of the skin tear. They stated the process following an injury 
included completing a risk management form, assessing the wound, and per protocol, entering a progress 
note into the medical record. They stated notification of the injury included notifying the provider, the resident 
care manager, the Director of Nursing, and the family. Staff D stated if the injury occurred on night shift, they 
would pass it on to the day shift nurse to notify the family. Staff D stated they were unsure if the family was 
notified of Resident 1's injury. Record review of a facility investigation dated 10/13/2025 at 11:30 AM, 
showed the date of the incident was 10/11/2025 at 5:00 AM. The investigation showed the provider, Director 
of Nursing, and Resident 1's power of attorney was notified on 10/14/2025, three days after the injury. During 
an interview on 12/04/2025 at 1:02 PM, Staff B, Director of Nursing, stated the process included providing 
notification to the family when a resident was injured. They stated the facility was unable to locate any 
documentation to verify that the RR was notified. Staff B stated the nursing staff did not follow the process. 
During an interview on 12/04/2025 at 1:12 PM, Staff A, Administrator, stated the process included notifying 
the family of the injuries, but they were unable to locate documentation of the notification. They stated they 
believed one injury had been reported to the family and would continue to search for that documentation. 
During a follow-up voicemail received on 12/09/2025 at 8:38 AM, Staff A stated one of the injuries (toe injury) 
had been brought to the facility's attention by the RR. They stated the RR had talked to the facility staff about 
the injury and that was the reason why nursing staff did not notify the RR of the injury. Reference: WAC 
388-97-0320(1)(a)
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