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minimal harm

Residents Affected - Some

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 35346

 Based on interview, medical record review, and facility P&P review, the facility failed to ensure the physician 
and RP were notified of the skin changes for one of two sampled residents (Resident 1). This failure posed 
the risk of Resident 1 to experience a delay in receiving care.

Findings:

Review of the facility's P&P titled Notification of Changes revised 12/19/22, showed the facility is to promptly 
consult the resident's physician and notify the resident responsible representative when there's a change 
requiring notification including need to alter treatment for a resident's change in physical status.

On 7/31/24 at 0900 hours, a telephone interview was conducted with Family Member 1. Family Member 1 
stated on 7/28/24, they reported bruising on Resident 1's legs and arms to the facility staff. Family Member 1 
stated Resident 1 was on a blood thinner medication. Family Member 1 stated she was concerned about the 
new onset of bruising on Resident 1's arms and legs because Resident 1 verbalized a staff member was 
rough with Resident 1.

On 7/31/24 at 1148 hours, Resident 1 was observed in bed with generalized purple discoloration to her 
bilateral upper and lower extremities. When asked about her skin condition, Resident 1 stated she did not 
remember how she got the discoloration.

Medical record review for Resident 1 was initiated on 7/31/24. Resident 1 was readmitted to the facility on 
[DATE].

Review of Resident 1's H&P examination dated 3/17/24, showed Resident 1's diagnoses included 
osteoporosis and post status fall at home. Resident 1 was being administered a blood thinner medication 
and no history of bruising. The H&P did not show Resident 1 had a skin rash or visible lesions. Resident 1 
did not have capacity to make medical decisions.

Review of Resident 1's progress note dated 7/28/24, showed Resident 1 was observed with skin 
discoloration.

Further review of the progress notes failed to show documented evidence, Resident 1's physician and RP 
were notified of Resident 1's discoloration on 7/28/24.
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On 7/31/24 at 1611 hours, an interview was conducted with CNA 1. When asked about Resident 1's skin 
condition, CNA 1 stated she was aware Resident 1 had scattered bruises but did not report or document the 
bruising because CNA 1 thought the nurses had already been aware. CNA 1 acknowledged she should have 
reported the bruising to the nurses.

On 8/1/24 at 1615 hours, an interview was conducted with LVN 2. When asked about Resident 1's skin 
condition, LVN 2 stated on 7/28/24, Family Member 1 reported Resident 1 had a change in condition to 
Resident 1's legs. LVN 1 acknowledged he should have completed a change in condition for Resident 1's 
skin status on 7/28/24.
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