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CFR(s): 483.10(g)(14)(i)-(iv)(15)
8483.10(g)(14) Notification of Changes.

(i) A facility must immediately inform the resident;
consult with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which results in
injury and has the potential for requiring physician
intervention;

(B) A significant change in the resident's physical,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial status
in either life-threatening conditions or clinical
complications);

(C) A need to alter treatment significantly (that is, a

need to discontinue an existing form of treatment due

to adverse consequences, or to commence a new form of
treatment); or

(D) A decision to transfer or discharge the resident
from the facility as specified in §483.15(c)(1)(ii).

(i) When making notification under paragraph

(9)(14)(i) of this section, the facility must ensure

that all pertinent information specified in

8483.15(c)(2) is available and provided upon request to
the physician.

(iii) The facility must also promptly notify the
resident and the resident representative, if any, when
there is-

Resident #1 no longer resides at the facility.

2. Identification of the other residents with the

Potential to be Affected: Director of Nursing/Designee
audited 100% of all residents that experienced a fall

in the past 30 days to ensure notification to Provider
and responsible Party was completed per requirements.
Audit completed on 02/27/2026. No negative findings.

The Director of Nursing/Designee interviewed staff that
worked in the past 72 hours to ensure if the provider
needs to be notified of any residents 'unrelieved pain
with current interventions. Completed 03/16/2026. No
negative findings.

3. Systemic Changes to Prevent Recurrence: Director of
Nursing/Designee educated 100% Licensed staff on
reporting changes of condition to the Provider and
Responsible Party. The non-licensed staff were educated
by the Director of Nursing/Designee on reporting to the
assigned nurse any observed change of condition.
Completed 03/6/2026.

During routine rounds, the Interdisciplinary Team
members will observe for any report any changes of
condition as well as report any staff concerns about
change of condition to the Director of Nursing or
designee.

The Clinical Management team will review documented
changes of condition in the electronic record and
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(A) A change in room or roommate assignment as
specified in 8§483.10(e)(6); or

(B) A change in resident rights under Federal or State
law or regulations as specified in paragraph (e)(10) of
this section.

(iv) The facility must record and periodically update
the address (mailing and email) and phone number of the
resident

representative(s).

§483.10(g)(15)

Admission to a composite distinct part. A facility that

is a composite distinct part (as defined in §483.5)
must disclose in its admission agreement its physical
configuration, including the various locations that
comprise the composite distinct part, and must specify
the policies that apply to room changes between its
different locations under §483.15(c)(9).

This REQUIREMENT is NOT MET as evidenced by:

Based on record review and staff and Nurse Practitioner
interview, the facility failed to immediately notify

the Responsible Party (RP) and the physician of
Resident #1 experiencing a fall with reported pain
immediately after the fall and throughout the day. This
failure to immediately notify the physician resulted in

a delay in diagnostics and necessary medical treatment
for a fractured hip. The result of the x-ray that

followed was the diagnosis of a fractured hip that
resulted in the resident being sent out for medical
treatment. This deficient practice affected 1 of 3
residents reviewed for notification of change (Resident
#1).

The findings included:

Resident #1 was admitted to the facility on 1/23/26

with diagnoses including traumatic subdural hemorrhage
(bleeding near the brain) without loss of

consciousness, fractured ribs, type Il diabetes, muscle
weakness, and unsteadiness on her feet.

A review of the 5-day Minimum Data Set (MDS) assessment
dated 1/28/26 indicated the resident was cognitively

intact. She was assessed as requiring supervision with
toilet transfers and toileting hygiene. Resident #1 was

coded as having a fall with a fracture prior to

notifications during clinic morning meetings. Any
negative findings will be addressed.

Agency staff will be educated upon first working shift,
and newly hired staff will be educated with the
Onboarding procedure.

AD-HOC QAPI was held on 03/03/2026.

4. Ongoing Monitoring and Quality Assurance: The
Director of Nursing or designee will audit five

residents' charts weekly x's twelve weeks to ensure any
change of condition is identified, documented, and
notification to Provider and Responsible Party.

The Director of Nursing or Designee will interview five
staff members per week to identify if there are any
resident complaints of pain during provision of care.

The Director of Nursing/Designee will interview five
residents per week x's twelve weeks to ensure any
verbalized change of condition was documented and the
Provider and Responsible Party notified. Audits Results
will be reported monthly to the QAPI Committee for a
minimum of three months, which will determine the need
for continued monitoring or additional interventions.

AOC: 03/17/2026
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A phone interview was conducted with Resident #1 on
2/26/26 at 1:45 PM who stated on 1/28/26 she had turned
her call light on sometime during the night, she was
unsure of the time, to request help to go to the

bathroom. She stated nobody answered her call light, so
she tried to get up by herself. Resident #1 explained

she lost her balance and fell to the floor. According

to the resident, a while later, time unknown, two

ladies picked her up off the floor and put her in a
wheelchair then assisted her into bed. She stated

neither lady completed an exam on her because she would
have remembered that. Resident #1 stated her right leg
hurt after the fall, and she rated the pain level a

10/10 (0 meaning no pain and 10 meaning the worst pain
the resident experienced).

A phone interview was conducted with Nurse #1 on
2/25/26 at 9:24 AM who was assigned the 7:00 PM shift
to the 7:00 AM shift on 1/27/26 through the morning of
1/28/26. Nurse #1 stated she was notified by Nurse Aide
(NA) #1 that Resident #1 had fallen in her room on the
morning of 1/28/26. She stated she was completing her
medication pass around 5:30 AM when the NA informed
her. Nurse #1 stated she and NA #1 got the resident off
the floor and up into her wheelchair. She stated she
asked the resident what happened but said she did not
complete an assessment on the resident. Nurse #1 stated
Resident #1 winced and said “Oh my leg” when she and NA
#1 got her up, but she didn't think the resident was

hurt because she looked like she had full range of
motion of her leg. Nurse #1 stated she had NA #1 take
the resident to the bathroom then put her back to bed.
She indicated she looked in at Resident #1 a while

later, time unknown, and the resident looked fine, so
she went down the hall. Nurse #1 further indicated she
did not report the fall to the Doctor or the Nurse
Practitioner and stated, “| used bad judgement”.

An interview was conducted with NA #2 on 2/23/26 at
1:57 PM who stated she checked on Resident #1 before
breakfast on 1/28/26, she estimated the time to be
around 8:00 AM, to get the resident ready for the day.
NA #2 indicated she was changing the resident’s brief,
and Resident #1 kept saying “ouch” as she moved her in
the process. NA #2 stated the resident informed her she
had fallen during the night. The NA stated she had not
been informed the resident had fallen so she reported
what the resident said to the Medication Aide. NA #2
indicated the Medication Aide informed her she was not
aware Resident #1 had fallen. The NA stated she
reported the resident’s statement to the Unit Manager
after she discussed the reported fall with the
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Medication Aide, and the UM replied she would get right
onit.

A phone interview was conducted with Medication Aide
(MA) #1 on 2/24/26 at 12:12 PM who stated on 1/28/26
she was standing beside Resident #1's room at the
medication cart passing medications between 8:00 AM and
9:00 AM when NA #2 came out of the room and told her
the resident reported she fell during the night.

According to MA #1 she did not receive notice of

Resident #1 having a fall during shift change report.

MA #1 indicated she immediately went to the resident

and could tell Resident #1 did not look the same as she
had when she worked with her on 1/27/26. She stated the
resident had a look of agony on her face and reported

her pain level was 10/10. MA #1stated she looked up and
noted the Unit Manager was headed down the hall towards
her to Resident #1's room to assess her.

A phone interview was conducted with Nurse #2 who was
assigned to Resident #1 on the morning of 1/28/26 for
the shift of 7:00 AM to 7:00 PM. Nurse #2 stated she
received a report from the previous shift nurse (Nurse

#1) that Resident #1 had an unwitnessed fall during her
shift. According to Nurse #2, she did not know if Nurse
#1 reported the fall to the provider or the Unit

Manager, and she did not know where to look in Resident
#1's medical record to determine if the fall was

reported.

A review of the vital signs documented in the

electronic medical record for Resident #1 revealed on
1/28/26 at 8:58 AM the resident reported a pain level

of 8/10. The acceptable pain range for Resident #1 was
documented to be between 0-4/10. Acetaminophen was
administered at 8:59 AM.

At 12:20 PM another vital signs documented in Resident
#1's chart indicated the resident reported a pain level
of 5/10, no interventions were listed.

At 1:02 PM another vital signs indicated Resident #1
reported a pain level of 5/10, no interventions were
listed.

At 2:12 PM a vital sign documented in Resident #1's
chart indicated the resident reported a 10/10 pain
level and had acetaminophen administered at 2:13 PM.

A final vital sign documented at 3:00 PM indicated
Resident #1 reported a pain level of 10/10, and there
were no interventions listed.

A nursing progress note dated 1/28/26 written by the

FO580
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the staff she attempted to walk to the bathroom without
assistance that morning and slipped and fell to the

floor. According to the progress note, Resident #1
stated two females assisted her off the floor and back

to bed. Upon assessment, the resident complained of hip
pain and was unable to bear weight on the right lower
extremity. The right leg was noted to have limited

range of motion and increased pain with movement. The
resident was kept in bed for safety and Tylenol was
given. The physician and family were notified of the

fall and change in condition. Orders were received and
a right hip fracture was noted. The provider was
updated. A new order was received to send Resident #1
to the emergency department for further evaluation. The
family was notified.

An interview was conducted with the Unit Manager (UM)
on 2/23/26 at 1:39 PM. The UM stated when she arrived
at work on 1/28/26, sometime between 8:00 and 8:30 AM,
the Medication Aide reported that Resident #1 had
fallen earlier that morning and was complaining of

pain. According to the UM, she assessed Resident #1
immediately. She stated the resident was alert and
oriented, and “very emotional” during her assessment as
she complained of right leg pain. The resident informed
her during the night two females got her off the floor

and helped her get into bed. The UM stated she
instructed the Medication Aide to give the resident
Tylenol for pain as she assessed Resident #1's leg. She
stated she then called the Nurse Practitioner and got

an order to obtain an x-ray of the resident’s right

hip. The Unit Manager stated she questioned both the
Medication Aide and Nurse #2 if the night shift nurse
had reported Resident #1 had a fall, and both denied
they had received a report. The UM stated she called
Nurse #1, the previous night shift nurse, to ask if the
resident had a fall during the previous shift, and

Nurse #1 denied it. She indicated she investigated and
reviewed the camera footage for the previous shift and
noted Nurse #1 and Nurse Aide #1 had entered the
resident’s room together at 5:45 AM on 1/28/26. The UM
stated she called Nurse #1 back and informed her she
was observed entering Resident #1's room at 5:45 AM
with Nurse Aide #1 (NA), and Nurse #1 admitted the
resident had a fall and she had messed up by not
reporting it.

A review of the electronic medical record revealed
orders for post-fall monitoring and a stat (immediate)
x-ray of the right hip were ordered by the physician on
1/28/26 at 11:50 AM.

On 2/26/26 at 1:05 PM a phone interview was conducted
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sSS=G with Customer Service Representative #1 with the
facility’s mobile imaging provider. She stated Resident
#1's mobile imaging record revealed they received an
order to perform a hip x-ray for the resident on
1/28/26 at 11:57 AM. The record further indicated that
the service was dispatched to the facility at 12:54 PM.

A phone interview was conducted with the Responsible
Party (RP) on 2/25/26 at 12:50 PM who stated on the
afternoon of 1/28/26 he was notified Resident #1 had
fallen and was injured. He stated he arrived at the
facility sometime between 2:45 and 2:50 PM and saw that
his mother’s right leg appeared injured. He stated the
Unit Manager told him the facility was unsure when the
fall had happened, but they were reviewing tapes to see
if they could determine a time. According to the RP, he
had believed the injury happened just before he arrived
at the facility, but he found out instead he had not

been notified that Resident #1 had fallen hours earlier
in the day. The RP indicated the ambulance arrived to
take the resident to the local hospital while he was at
the facility.

A further review of Resident #1's facility electronic
medical record revealed an order from the physician
dated 1/28/26 at 2:34 PM to send Resident #1 to the
local hospital for evaluation and treatment, stat
(immediately).

A review of the local hospital treatment record dated
1/28/26 at 3:54 PM indicated Resident #1 presented to
the emergency room (ER) with deformity and tenderness
to the right hip. An x-ray of the right hip completed
1/28/26 revealed a comminuted, displaced, and impacted
right hip fracture (a severe injury where the bone
shatters into three or more pieces, the fragments are

out of alignment, and the broken ends are driven into
each other). The hospital record indicated the resident
denied hitting her head when she fell, but due to the
history of an existing subdural hematoma (bleeding near
the brain) with CT (computed tomography) evidence of
recent bleeding, the resident was admitted to the

trauma intensive care unit for monitoring and
neurological checks. Resident #1 was then transferred

to a secondary hospital for surgical repair of the

right hip fracture.

The Director of Nursing (DON) was interviewed on
2/24/26 at 2:30 PM who stated Nurse #1 failed to report
Resident #1 had fallen during her shift on 1/28/26. The
DON stated she reviewed the 24-hour shift report and
noted the time 5:45 was written and underlined next to
Resident #1's name on the report, but there was no
documentation in the medical record to indicate what
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had happened. She further stated that Nurse #1 did not
report the fall to the oncoming shift. According to the
DON, the staff should have done what was right for the
resident and completed an assessment of the resident
and notified the provider the resident had a fall.

The Nurse Practitioner (NP) was interviewed on 2/23/26
at 4:41 PM and stated she was notified by the Unit
Manager during the morning of 1/28/26 that Resident #1
had fallen but was unsure of the time she received the
call. She stated she gave orders to obtain an x-ray of
the resident’s right hip due to reports of pain. The NP
indicated if she had known the severity of the

resident’s pain level, she would have possibly given
different treatment orders.

Quality of Care
CFR(s): 483.25
§ 483.25 Quiality of care

Quality of care is a fundamental principle that applies

to all treatment and care provided to facility

residents. Based on the comprehensive assessment of a
resident, the facility must ensure that residents

receive treatment and care in accordance with
professional standards of practice, the comprehensive
person-centered care plan, and the residents' choices.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review and interviews with the
resident, staff, mobile imaging provider
Representative, and the Nurse Practitioner, the
facility failed to identify the seriousness of a
resident’s unwitnessed fall and immediate reports of
pain and complete and document comprehensive
assessments following the fall to determine the need
for transfer to a higher level of care. The Nurse did
not complete a thorough assessment of Resident #1
before the resident was transferred from the floor to
the bed. In addition, there were no comprehensive
nursing assessments of the resident’s condition
documented in the medical record. The Unit Manager
called the order for the stat (immediately) x-ray of

the right hip to the mobile imaging provider instead of
the computerized ordering system which further delayed
transfer to the hospital for evaluation and treatment.
An x-ray of the right hip completed at the hospital on
1/28/26 confirmed a comminuted, displaced, and impacted
right hip fracture (a severe injury where the bone
shatters into three or more pieces, the fragments are
out of alignment, and the broken ends are driven into

FO580

F0684

Correction action for the resident affected by the
deficient practice-Resident #1 no longer resides at the
facility.

How the facility will identify other residents who may

be affected by the same deficient practice- The

Director of Nursing/ Designee reviewed all incident

reports from the last 30 days to identify any falls

involving reported of suspected pain, Provider

notification and responsible party and or family
notification. Completed 02/27/2026. No negative

findings. The Director of Nursing/Designee reviewed all
incidents reports from the last 30 days to verify

timely and comprehensive assessment was completed and
documented. Completed 02/27/2026. No negative findings.
The Director of Nursing/Designee reviewed all

diagnostic orders from the last 30 days to ensure all

have been entered electronically to avoid a delay in
services. Completed 03/16/2026.

Systemic changes to prevent recurrence of the deficient
practice- The Director of Nursing/ Designee will

educate licensed staff on completing and documenting a
through physical assessment post fall to include pain
level, any change in physical function, document timely
notification to the provider and the responsible party.
Completed 03/06/2026. The Director of Nursing or
Designee educated all licensed nursing staff the
procedure for ordering stat and routine diagnostic
x-rays to ensure no delays in service. Completed
03/16/2026. All Agency will be educated prior to shift
assignment. All new hires will receive education during
the Onboarding process. The Director of
Nursing/Clinical Interdisciplinary Team will review

post fall documentation in clinical morning meeting to
ensure compliance and will act upon any negative
findings immediately as well as diagnostic orders.
AD-HOC QAPI was held on 03/03/2026.

03/17/2026
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hospital for surgical repair of the right hip fracture
on 1/28/26. This deficient practice was identified for
1 of 3 residents sampled for supervision to prevent
accidents (Resident #1).

The findings included:

Resident #1 was admitted to the facility on 1/23/26

with diagnoses including traumatic subdural hemorrhage
(bleeding near the brain) without loss of

consciousness, fractured ribs, type Il diabetes, muscle
weakness, and unsteadiness on her feet.

A review of the 5-day Minimum Data Set (MDS) assessment
dated 1/28/26 indicated the resident was cognitively

intact. She was assessed as requiring supervision with
toilet transfers and toileting hygiene. Resident #1 was

coded as having a fall with a fracture prior to

admission.

A phone interview was conducted with Resident #1 on
2/26/26 at 1:45 PM who stated on 1/28/26 she had turned
her call light on sometime during the night, she was
unsure of the time, to request help to go to the
bathroom. She stated nobody answered her call light, so
she tried to get up by herself. Resident #1 explained

she lost her balance and fell to the floor. According

to the resident, a while later, time unknown, two

ladies picked her up off the floor and put her in a
wheelchair then assisted her into bed. Resident #1
stated she was not assessed by a nurse after she fell,
and she would have remembered if the nurse did assess
her because her right hip was in pain at a level 10 out

of 10 (0 meaning no pain and 10 meaning the worst pain
the resident experienced).

A phone interview with NA #1 was conducted on 2/26/26
at 9:46 AM who confirmed she was assigned to Resident
#1 from 7:00 PM on 1/27/26 through 7:00 AM on 1/28/26.
NA #1 reported that on 1/28/26 at approximately 5:30
AM, while completing final rounds on her assigned hall,
she heard Resident #1 make a noise. She looked into the
resident’s room and observed the resident lying on the
floor. NA #1 stated that when she asked what happened,
the resident reported she had attempted to go to the
bathroom and fell. NA #1 stated she asked the resident

if she was injured, and Resident #1 replied she was not
certain. NA #1 then notified Nurse #1. Upon returning
with Nurse #1, NA #1 stated they assisted the resident
from the floor into a wheelchair so they could transfer

the resident more easily into bed. NA #1 did not

indicate she checked on Resident #1 any further that
shift.

Monitoring to ensure sustained compliance-The Director
of Nursing/Designee will conduct audits on five
residents with falls for 12 weeks for-Timely and
complete assessments, Documentation of pain level
before/after interventions, Provider notification,
Responsible party and or family notification. Audit
results will be reviewed at monthly QAPI meetings for a
minimum of three consecutive months, and corrective
actions will be implemented as needed. Sustained
compliance will be verified when no patterns of

deficient practice are observed for three consecutive
months. Director of Nursing is responsible for the
implementation, ongoing monitoring and maintenance of
this Plan of Correction.

AOC: 03/17/2026.
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A phone interview with Nurse #1 was conducted on
2/25/26 at 9:24 AM. Nurse #1 confirmed she was assigned
to Resident #1 from 7:00 PM on 1/27/26 through 7:00 AM
on 1/28/26. Nurse #1 reported that around 5:30 AM on
1/28/26, NA #1 informed her that Resident #1 had fallen
in her room. Nurse #1 stated she and NA #1 assisted the
resident from the floor to her wheelchair. She asked

the resident what occurred, and Resident #1 reported
she attempted to get out of bed to use the bathroom and
fell. Nurse #1 stated the resident winced and said, “Oh
my leg,” during the transfer; however, she did not
complete a full assessment, because Resident #1
appeared to have intact range of motion. She reported
she instructed NA #1 to assist the resident to the
bathroom and back to bed. Nurse #1 stated she looked in
on the Resident #1 later (time unknown), observed her
to appear “fine,” although she did not complete an
assessment on Resident #1 at the time and continued
down the hall.

Review of Resident #1's nursing progress notes for
1/27/26 through 1/28/26 revealed no documentation by
Nurse #1 about Resident #1's fall or any assessments.

A phone interview was conducted with Nurse #2, who was
assigned to Resident #1 on 1/28/26 for the 7:00 AM to
7:00 PM shift. Nurse #2 stated she received report from
Nurse #1 that Resident #1 had an unwitnessed fall
during the previous shift. Nurse #2 reported she did

not complete an assessment of Resident #1 on 1/28/26
because her day was “so busy”. She stated that at an
unspecified time during her rounds, she visually
checked on Resident #1 and observed the resident to
appear “OK” and not in discomfort. Nurse #2 stated that
the Physical Therapist later informed her that during

his visit Resident #1 reported pain rated 10/10. Nurse
#2 acknowledged she did not immediately assess the
resident after receiving this information. She stated

she was preparing to text the Unit Manager for guidance
when she observed the Unit Manager and another staff
member already proceeding to Resident #1's room.

A review of the vital signs documented in the

electronic medical record for Resident #1 revealed on
1/28/26 at 8:58 AM Resident #1 reported a pain level of
8/10. The acceptable pain range for Resident #1 was
documented to be between 0-4/10. According to the
Medication Administration Record (MAR) acetaminophen
was administered at 8:59 AM by Nurse #2.

An interview was conducted with NA #2 on 2/23/26 at
1:57 PM who stated she checked on Resident #1 before

F0684
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breakfast on 1/28/26, she estimated the time to be
around 8:00 AM, to get the resident ready for the day.
NA #2 indicated she was changing the resident’s brief,
and Resident #1 kept saying “ouch” as she moved her in
the process. NA #2 stated the resident informed her she
had fallen during the night. The NA stated she had not
been informed the resident had fallen so she reported
what the resident said to the Medication Aide. NA #2
indicated the Medication Aide informed her she was not
aware Resident #1 had fallen. The NA stated she
reported the resident’s statement to the Unit Manager
after she discussed the reported fall with the

Medication Aide, and the UM replied she would get right
on it.

A phone interview was conducted with Medication Aide
(MA) #1 on 2/24/26 at 12:12 PM who stated on 1/28/26
she was standing beside Resident #1's room at the
medication cart passing medications between 8:00 AM and
9:00 AM when NA #2 came out of the room and told her
the resident reported she fell during the night.

According to MA #1 she did not receive notice of
Resident #1 having a fall during shift change report.

MA #1 indicated she immediately went to the resident
and could tell Resident #1 did not look the same as she
had when she worked with her on 1/27/26. She stated the
resident had a look of agony on her face and reported
her pain level was 10/10. MA #1 stated she looked up
and noted the Unit Manager was headed down the hall
towards her to Resident #1's room to assess her after

NA #2 reported the fall to her.

A nursing progress note dated 1/28/26 written by the
Unit Manager at 2:28 PM indicated Resident #1 informed
the staff she attempted to walk to the bathroom without
assistance that morning and slipped and fell to the

floor. According to the progress note, Resident #1

stated two females assisted her off the floor and back

to bed. Upon assessment, the resident complained of hip
pain and was unable to bear weight on the right lower
extremity. The right leg was noted to have limited

range of motion and increased pain with movement. The
resident was kept in bed for safety and acetaminophen
was given. The physician and family were notified of

the fall and change in condition. Orders were received
and a right hip fracture was noted and the provider was
updated. A new order was received to send Resident #1
to the emergency department (ED) for further evaluation
and the family was notified. The progress note did not
include pain scale, vital signs or details about the
presence of redness, swelling, bruising or external
rotation of the right leg.

An interview was conducted with the Unit Manager (UM)
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on 2/23/26 at 1:39 PM. The UM stated when she arrived
at work on 1/28/26, sometime between 8:00 and 8:30 AM,
the Medication Aide reported that Resident #1 had

fallen earlier that morning and was complaining of

pain. According to the UM, she assessed Resident #1
immediately after she was notified. She stated the
resident was alert and oriented, and “very emotional”
during her assessment as she complained of a pain scale
of 8/10 of her right leg. The resident informed her

during the night two females got her off the floor and
helped her get into bed. The UM stated she instructed
the Medication Aide to give the resident acetaminophen
for pain as she assessed Resident #1's leg. According

to the UM, she did not observe any obvious signs of
injury to the resident’s leg. However, she did not

explain how she determined the resident did not have an
injury. The UM stated she then called the Nurse
Practitioner and got an order to obtain an x-ray of the
resident’s right hip. The UM stated she called the

mobile x-ray provider sometime around 9:00 AM to inform
them of the stat (immediately) order for a hip x-ray

and was told later that morning (time unknown) by a
caller from the mobile imaging provider that they did

not accept verbal orders and the order would need to be
entered into the electronic chart. The Unit Manager
indicated she was unaware the mobile x-ray provider did
not accept a verbal order for imaging. According to the
UM, the mobile x-ray unit arrived at the facility

around 2:00 PM and she said the Director of Therapy saw
the preliminary image when the x-ray tech obtained the
x-ray, and the Director of Therapy, who is a Certified
Occupational Therapy Assistant (COTA), told her it
looked like a fracture. The UM explained she reported
this to the NP and got the order to send the resident

out.

A review of the therapy progress note written by the
Director of Therapy on 1/28/26 indicated he assessed
Resident #1 between 8:50 AM and 9:10 AM. The note
indicated upon arrival Resident #1 stated she was in
extreme pain in her right hip and rated her pain to be
10/10. The note indicated that the therapist notified
the nurse and management and that x-rays had been
ordered.

An interview was conducted with the Director of Therapy
on 2/23/26 at 3:30 PM who stated he assessed Resident
#1 for a routine visit on 1/28/26 between 8:50 AM and
9:10 AM, and the resident reported extreme pain in her
right hip. The Director of Therapy, who is a Certified
Occupational Therapy Assistant (COTA), stated this was
reported to the Unit Manager, and he was told the UM
had ordered a hip x-ray. According to the Director of
Therapy, he did not see any bruising, rotation, or

F0684

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: 1IF1BB8-H1 Facility ID: 923187 If continuation sheet Page 11 of 21




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/02/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

(X3) DATE SURVEY COMPLETED
02/26/2026

345066

B. WING

NAME OF PROVIDER OR SUPPLIER
Davidson Health & Rehab Center

STREET ADDRESS, CITY, STATE, ZIP CODE
4748 Old Salisbury Road , Lexington, North Carolina, 27295

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION
DATE

F0684
SS=G

Continued from page 11

deformity of Resident #1's right leg during his
assessment. He did say he thought Resident #1 had a
fracture when he saw the imaging taken when the mobile
imaging company was at the facility, but he was not
trained to read x-rays.

A review of a Physical Therapist (PT) note written by

PT #1 on 1/28/26 indicated he assessed Resident #1
between 11:01 AM and 12:10 PM. The note indicated the
resident complained of pain in her right hip rated

7110, and the resident reported she had a fall earlier

that morning. The PT documented the resident was tender
to palpation (touch) and had significant pain with

passive range of motion. The note indicated the PT
reported the concerns to the nurse.

An interview was conducted with PT #1 on 2/24/26 at
11:41 AM who stated he saw Resident #1 for an initial
evaluation on 1/28/26 around 11:00 AM. He stated the
resident informed him she had fallen the night before
when she was trying to go to the bathroom. He stated
Resident #1 did not initially report pain in her hip,

but after attempting passive range of motion with
Resident #1 she winced and complained of hip pain
10/10. According to PT #1, he did not see a deformity
of Resident #1's leg, but he stopped the range of
motion and reported the pain level to Nurse #2.

A review of the electronic medical record revealed
orders for post-fall monitoring and a stat (immediate)
x-ray of the right hip were written by the Unit Manager
as a verbal order from the Medical Director on 1/28/26
at 11:50 AM.

At 12:20 PM vital signs completed by Nurse #2 indicated
Resident #1 reported a pain level of 5/10, no
interventions were documented.

At 1:02 PM vital signs completed by Nurse #2 indicated
Resident #1 reported a pain level of 5/10, no
interventions were documented.

At 2:12 PM vital signs completed by Nurse #2 indicated
Resident #1 reported a 10/10 pain level. A review of

the MAR indicated Nurse #2 administered acetaminophen
at 2:13 PM.

Vital signs completed by Nurse #2 at 3:00 PM indicated
Resident #1 reported a pain level of 10/10, and there
were no interventions documented.

A review of Resident #1's nursing progress notes did
not reveal any documentation of a post-fall assessment
completed by Nurse #2.
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On 2/26/26 at 1:05 PM a phone interview was conducted
with Customer Service Representative #1 with the
facility’s mobile imaging provider. She stated Resident
#1's mobile imaging record revealed they received an
order to perform a hip x-ray for the resident on

1/28/26 at 11:57 AM. The mobile x-ray provider stated
the record further indicated that the service was
dispatched to the facility at 12:54 PM.

A review of the x-ray findings revealed the results
were not signed by the radiologist until 1/28/26 at
9:42 PM.

A further review of Resident #1's facility electronic
medical record revealed an order from the Physician
dated 1/28/26 at 2:34 PM to send Resident #1 to the
local hospital for evaluation and treatment, stat.

A review of the emergency medical services (EMS)
transport record indicated EMS arrived at the facility

on 1/28/26 at 2:48 PM. According to the report, when
EMS personnel assessed Resident #1, she complained of
right hip pain rated 5/10. The personnel did not find
obvious injuries, contusions (bruises), or deformities

to the hip area but pain when the area was palpated
(touched). No treatment options were noted in the EMS
report, and Resident #1's care was transferred to the
local emergency department at 3:09 PM.

A review of the local hospital treatment record dated
1/28/26 at 3:54 PM indicated Resident #1 presented to
the ED with deformity and tenderness to the right hip.
Resident #1's pain was not quantified using a pain

scale assessment, and the medical record indicated
Resident #1 refused analgesics (pain relievers) upon
arrival at the ED. An x-ray of the right hip completed
1/28/26 revealed a comminuted, displaced, and impacted
right hip fracture. The hospital record indicated the
resident denied hitting her head when she fell, but due

to the history of an existing subdural hematoma
(bleeding near the brain) with CT (computed tomography)
evidence of recent bleeding, the resident was admitted
to the trauma intensive care unit for monitoring and
neurological checks. Resident #1 was then transferred

to a secondary hospital for surgical repair of the

right hip fracture on 1/28/26.

The resident did not return to the facility after the
surgical repair of the right hip fracture.

The Director of Nursing (DON) was interviewed on
2/24/26 at 2:30 PM who stated she was not working the
morning of 1/28/26 but received a call from the Unit
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sSS=G Manager that Nurse #1 failed to report to the physician
that Resident #1 had fallen during her shift on

1/28/26. She further stated that Nurse #1 did not

report the fall to the oncoming shift. The DON

indicated she and the Unit Manager interviewed the
nurses and nurse aides on the hall where Resident #1
resided to piece together the events that led to her

injury. The DON stated later in the day of 1/28/26 it

was discovered Nurse #1 and Nurse Aide #1 had entered
Resident #1's room earlier that morning for a brief

time. According to the DON, Nurse #1 was not in
Resident #1's room long enough to have completed a post
fall assessment. The DON stated Nurse #2 who was
assigned to Resident #1 for the 7:00 AM to 7:00 PM on
1/28/26 was a new nurse, and she failed to document
Resident #1's condition that day. The DON indicated she
assumed Nurse #2 assessed the resident, but she did not
find any documentation in the chart of a completed
assessment. The DON stated the nurses should have
completed a full post fall assessment on Resident #1

and notified the provider of the resident’s level of

pain to avoid delaying the level of care she required.
According to the DON, the order for the mobile x-ray
should have been entered into the computerized ordering
system to avoid delay in diagnosing Resident #1's hip
fracture.

The Nurse Practitioner (NP) was interviewed on 2/23/26
at 4:41 PM and stated she was notified by the Unit
Manager during the morning of 1/28/26 that Resident #1
had fallen but was unsure of the time she received the
call. She stated she gave orders to obtain an x-ray of
the resident’s right hip due to reports of pain. The NP
indicated if she had known the severity of the

resident’s pain level, she would have possibly given
different treatment orders for the resident to receive

the correct level of care to treat her injury.

The facility provided a plan of correction for past
non-compliance, however upon review, the plan of
correction was found to have been lacking the necessary
information and was found to be incomplete.

F0697 Pain Management F0697

SS=G
CFR(s): 483.25(k)

8483.25(k) Pain Management.

The facility must ensure that pain management is
provided to residents who require such services,
consistent with professional standards of practice, the
comprehensive person-centered care plan, and the
residents' goals and preferences.

Corrective Action for the residents affected by the 03/17/2026

deficient practice:

Resident #1 no longer resides at the facility.

2. Identification of Other Residents with Potential to

Be Affected:

The Director of Nursing/Designee audited 100% of all
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SS=G residents that experienced a fall in the past 30 days
This REQUIREMENT is NOT MET as evidenced by: to ensure pain was addressed and intervention
effective. Audit completed on 02/27/2026. No negative
Based on record review and resident, staff, Responsible findings.
Party, and Nurse Practitioner interviews, the facility
failed to provide effective pain management for a
resident who reported acute severe pain rated a 10 out The Director of Nursing/Designee audited the last 72
of 10 (0 meaning no pain and 10 meaning the worst pain hours of nursing progress notes to ensure there is no
the resident experienced) of the right hip after documentation of unrelieved pain. Completed 03/16/2026.
experiencing an unwitnessed fall. Despite receiving 2 No negative findings.

doses of 1,000 milligrams (mg) of acetaminophen, the
pain and discomfort the resident experienced caused the
resident to cry out and wince in pain with movement. 3. System Changes to Prevent Recurrence:
Resident #1 stated she told everyone she was in a lot
of pain that day and she was not offered anything

additional for pain relief. Resident #1 was transferred Director of Nursing/Designee educated 100%Licensed
via Emergency Medical Services (EMS) to the hospital Nursing staff on Pain Management Protocol and to ensure
where an x-ray indicated the resident had a right hip any reports of pain were address, provider notified if
fracture. This deficient practice affected 1 of 3 pain management ineffective and to include notification
residents reviewed for effective pain management to responsible party. Completed 03/06/2026.
(Resident #1).
The findings included: Agency staff will receive education prior to taking

shifts assignments, all hew hires will receive
Resident #1 was admitted to the facility on 1/23/26 education during their on boarding procedure.

with diagnoses including traumatic subdural hemorrhage
(bleeding near the brain) without loss of consciousness

secondary to a prior fall at home, fractured ribs, During routine rounds, the Interdisciplinary Team
diabetes, muscle weakness, and unsteadiness on her members will observe for any pain concerns and report
feet. to the Director o Nursing or designee for follow-up.

A review of the 5-day Minimum Data Set (MDS) assessment
dated 1/28/26 indicated Resident #1 was cognitively AD-HOC QAPI was held on 03/03/2026.
intact. She was assessed as requiring supervision with
toilet transfers and toileting hygiene. She was coded

as having received pain medication within the past 5 4. Ongoing Monitoring and Quality Assurance:
days of the assessment period.

Resident #1 had an active medication order with a start The Director of Nursing/Designee will interview five
date of 1/23/26 for acetaminophen 500 milligrams (mg) 2 residents per week x's twelve weeks to ensure that have
tablets by mouth for pain every six hours as needed. no concerns with their pain management.

A phone interview was conducted with Resident #1 on

2/26/26 at 1:45 PM who stated on 1/28/26 she had turned The Director of Nursing or designee will audit five

her call light on sometime during the night (early residents' charts weekly x's twelve weeks to ensure any
morning), she was unsure of the time, to request help concerns of pain with a fall were addressed, follow up
to go to the bathroom. She stated nobody answered her for effectiveness of pain medication, and notification
call light, so she tried to get up by herself. Resident to the Provider and the Responsible Party.

#1 explained she lost her balance and fell to the
floor. According to the resident, a while later, time

unknown, two ladies (Nurse #1 and Nursing Assistant The Director of Nursing or Designee will interview five
(NA) #1) picked her up off of the floor and put her in staff members per week to identify if there are any
a wheelchair then assisted her into bed. She stated resident complaints of pain during provision of care.

neither lady completed an exam on her because she would
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having a lot of pain.”

hurt after the fall, and she rated the pain level a 10

out of 10. Resident #1 indicated she told the ladies

she was in pain, but she was not given anything for
pain control at that time. Resident #1 stated she was
given a dose of acetaminophen by someone later in the
morning, but she was not offered any additional pain
relief measures (ice, positioning) “even though she

told everyone she talked to that day (1/28/26) she was

Review of Resident #1's nurses’ notes for 1/27/26
through 1/28/26 revealed no documentation of a fall
during the shift from 7:00 PM to 7:00 AM.

A phone interview with NA #1, who worked the evening of
1/27/26 until the morning of 1/28/26, was conducted on
2/26/26 at 9:46 AM. NA #1 reported that on 1/28/26 at
approximately 5:30 AM, while completing final rounds on
her assigned hall, she heard Resident #1 make a noise.
She looked into the resident’s room and observed the
resident lying on the floor. NA #1 stated that when she
asked what happened, the resident reported she had
attempted to go to the bathroom and fell. NA #1 stated
she asked the resident if she was injured, and Resident
#1 replied she was not certain. NA #1 then notified
Nurse #1. Upon returning with Nurse #1, NA #1 stated
they assisted the resident from the floor into a
wheelchair so they could transfer the resident more
easily into bed. NA #1 did not indicate she checked on
Resident #1 any further that shift.

A phone interview was conducted with Nurse #1 on
2/25/26 at 9:24 AM. Nurse #1 explained she was assigned
to Resident #1 from 7:00 PM on 1/27/26 to 7:00 AM on
1/28/26. Nurse #1 stated she was notified by NA #1 that
Resident #1 had fallen in her room on the morning of
1/28/26. She stated she was completing her medication
pass around 5:30 AM when the NA informed her. Nurse #1
stated she and NA #1 got the resident off of the floor

and up into her wheelchair. Nurse #1 stated Resident #1
winced and said, “Oh my leg,” when she and NA #1 got
her up, but she didn't think the resident was hurt

because she looked like she had full range of motion of
her leg. Nurse #1 stated she had NA #1 take the

resident to the bathroom then put her back to bed. She
indicated she looked in at Resident #1 a while later,

time unknown, and the resident looked fine, so Nurse #1
said she went down the hall. Nurse #1 stated she did

not complete a pain assessment on Resident #1.

A review of the Medication Administration Record (MAR)
revealed Nurse #1 did not administer any pain
medication after Resident #1's unwitnessed fall.
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SS=G have remembered that. Resident #1 stated her right leg

Audits Results will be reported monthly to the QAPI
Committee for a minimum of three months, which will
determine the need for continued monitoring or

additional interventions.

AOC:03/17/2026.
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An interview was conducted with NA #2 on 2/23/26 at
1:57 PM who stated she was assigned to Resident #1 on
1/28/26 during the 7:00 AM to 7:00 PM shift. The NA
explained she checked on Resident #1 before breakfast
on 1/28/26, she estimated the time to be around 8:00
AM, to get the resident ready for the day. NA #2
indicated as she was changing the resident’s brief
before breakfast, Resident #1 kept saying “ouch” as she
repositioned her in the process. NA #2 stated the
resident informed her she had fallen during the night
and her right leg hurt. NA #2 stated she reported the
resident reporting she had fallen to the Unit Manager
(UM) after her discussion with the MA, and the UM
replied she would, “Get right on it,” (check on

Resident #1).

A phone interview with Medication Aide (MA) #1 was
conducted on 2/24/26 at 12:12 PM. MA #1 reported she
was assigned to Resident #1 on 1/28/26. She stated
between 8:00 AM and 9:00 AM on 1/28/26, while
administering medications near Resident #1's room,
Nursing Assistant (NA) #2 informed her Resident #1
reported experiencing a fall during the night. MA #1
indicated that no fall had been communicated to her
during shift change report. According to MA #1, upon
entering the resident’s room, she observed that
Resident #1's appearance had significantly changed from
the prior day. The resident displayed an expression
consistent with severe discomfort and reported a pain
level of 10 out of 10.

A nursing progress note dated 1/28/26 written by the

Unit Manager at 2:28 PM indicated Resident #1 informed
the staff she attempted to walk to the bathroom without
assistance that morning and slipped and fell to the

floor. According to the progress note, Resident #1

stated two females assisted her off the floor and back

to bed. Upon assessment, the resident complained of hip
pain and was unable to bear weight on the right lower
extremity. However, the progress note did not include
notation of a pain scale assessment. The right leg was
noted to have limited range of motion and increased

pain with movement. The resident was kept in bed for
safety and acetaminophen was administered for pain. The
physician and family were notified of the fall and

change in condition. Orders were received and a right

hip fracture was noted. The provider was updated. A new
order was received to send Resident #1 to the emergency
department for further evaluation. The family was

notified.

An interview was conducted with the Unit Manager (UM)
on 2/23/26 at 1:39 PM. The UM stated when she arrived
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at work on 1/28/26, sometime between 8:00 and 8:30 AM,
the Medication Aide reported Resident #1 had fallen
earlier that morning and was complaining of pain.
According to the UM, she went to Resident #1's room and
assessed the resident immediately. The UM stated the
resident was alert and oriented, and “very emotional”
during the assessment as she complained of right leg
pain. The UM stated she instructed the Medication Aide
to give the resident acetaminophen for pain as she
assessed Resident #1's leg. The Unit Manager stated she
then called the Nurse Practitioner and got an order to
obtain an x-ray of Resident #1's right hip. The UM did

not disclose if she had followed up with Resident #1 to
see if the acetaminophen was effective for the

resident’s complaints of pain.

A review of the therapy progress note written by the
Director of Therapy on 1/28/26 indicated he assessed
Resident #1 between 8:50 AM and 9:10 AM. The note
indicated upon arrival Resident #1 stated she was in
extreme pain in her right hip and rated her pain to be

10 out of 10. The note indicated the therapist notified

the nurse and management and x-rays had been ordered.

An interview was conducted with the Director of Therapy
on 2/23/26 at 3:30 PM. He stated he assessed Resident
#1 for a routine visit on 1/28/26 between 8:50 AM and
9:10 AM, and the resident reported she had extreme pain
in her right hip. He stated he reported this to the

Unit Manager and was told she had ordered a hip x-ray.

A review of the vital signs documented in the

electronic medical record for Resident #1 revealed on
1/28/26 at 8:58 AM the resident reported a pain level

of 8 out of 10 as documented by Nurse #2. The
acceptable pain range for Resident #1 was documented to
be between 0-4 out of 10.

A review of the medication administration record (MAR)
indicated Nurse #2 administered acetaminophen at 8:59
AM on 1/28/26. The MAR revealed Nurse #1 did not follow
up after administering the medication until 12:20 PM
when Resident #1 rated her pain 5/10 which was outside
of the resident’'s documented acceptable range of pain.
There was no follow-up intervention documented.

A review of a physical therapist (PT) note written by

PT #1 on 1/28/26 indicated he assessed Resident #1
between 11:01 AM and 12:10 PM. The note indicated the
resident complained of pain in her right hip rated 7

out of 10, and the resident reported she had a fall

earlier that morning. The PT documented the resident
was tender to palpation (touch) and had significant

pain with passive range of motion. The note indicated

FO0697

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: 1F1BB8-H1 Facility ID: 923187 If continuation sheet Page 18 of 21




PRINTED: 04/02/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES fé]é)Nﬁ'll?liolg,lg'FglilSﬁSlleERRlcLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 345066 ' A. BUILDING 02/26/2026
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Davidson Health & Rehab Center 4748 Old Salisbury Road , Lexington, North Carolina, 27295
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

F0697 Continued from page 18 F0697
SS=G the PT reported the concerns to the nurse.

An interview was conducted with PT #1 on 2/24/26 at
11:41 AM who stated he saw Resident #1 for an initial
evaluation on 1/28/26 around 11:00 AM. He stated the
resident informed him she had fallen the night before
when she was trying to go to the bathroom. He stated
Resident #1 did not initially report pain in her hip,

but after attempting passive range of motion with
Resident #1 she winced and complained of hip pain 10
out of 10. According to PT #1, he did not see a
deformity of Resident #1's leg, but he stopped the
range of motion and reported the pain level to the
nurse.

A review of the electronic medical record revealed
orders for post-fall monitoring and a stat (immediate)
x-ray of the right hip were ordered by verbal order
from the Medical Director to the Unit Manager on
1/28/26 at 11:50 AM.

After 1/28/26 at 8:58 AM the next pain assessment
documented in vital signs was completed at 12:20 PM by
Nurse #2 who noted Resident #1 reported a pain level of
5 out of 10, no interventions were listed.

On 1/28/26 at 1:02 PM vital signs completed by Nurse #2
indicated Resident #1 reported a pain level of 5 out of
10, no interventions were listed.

On 1/28/26 at 2:12 PM vital signs completed by Nurse #2
indicated the resident reported a 10 out of 10 pain

level. Further review of the MAR revealed Nurse #2 had
administered acetaminophen at 2:13 PM on 1/28/26.

A phone interview was conducted with Nurse #2 who was
assigned to Resident #1 on the morning of 1/28/26 for

the shift of 7:00 AM to 7:00 PM. Nurse #2 reported she
had a busy day on 1/28/26 but sometime during her
rounds, time unknown, she checked on Resident #1 who
looked “OK” and not in discomfort. Nurse #2 stated the
resident informed her she had pain in her leg and rated
the pain an 8 out of 10, but she did not assess the
resident for the cause of pain. According to Nurse #2,

she offered Resident #1 acetaminophen, and according to
the medication administration record Nurse #2
administered acetaminophen at 8:59 AM. Nurse #2 stated
she knew she should have rechecked Resident #1 an hour
after her pain medication administration, but she was

very busy that day and the time of her following up

with the resident regarding her pain was probably

longer than an hour. Nurse #2 stated the resident

“still looked fine,” but she asked the resident about

her pain. Nurse #2 stated the resident told her she had
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pain at 5 out of 10 and told her it was tolerable.
However, when the physical therapist saw the resident
at 11:00 AM, the resident told him her pain was 10 out
of 10. Nurse #2 stated she did not go check on Resident
#1 right away because she was busy that day. Nurse #2
Indicated she was “about to text the Unit Manager to
ask what she was supposed to do,” but when she looked
up, she saw the Unit Manager and another person were
already headed to Resident #1's room.

A phone interview was conducted with the Responsible
Party (RP) on 2/25/26 at 12:50 PM who stated on the
afternoon of 1/28/26 he was notified Resident #1 had
fallen and was injured. He stated he arrived at the
facility sometime between 2:45 and 2:50 PM and saw that
Resident #1's right leg appeared injured because she
could not straighten her leg, and “the right knee was
rotated outward as if it aligned with her underarm

area.” According to the RP, Resident #1 informed him
she had asked several people for pain medication
throughout the day, and someone had eventually given
the resident acetaminophen. The RP stated Resident #1
informed him she told the physical therapist she was in
significant pain, but the resident did not receive

help, or pain medication.

A further review of Resident #1's facility electronic
medical record revealed a verbal order from the Medical
Director given to the Unit Manager dated 1/28/26 at
2:34 PM to send Resident #1 to the local hospital for
evaluation and treatment, stat (immediately).

A final pain assessment at 3:00 PM on 1/28/26 completed
by Nurse #2 indicated Resident #1 reported a pain level
of 10 out of 10, and there were no interventions

listed.

The mobile x-ray report signed by the radiologist on
1/28/26 at 9:45 PM was reviewed and revealed Resident
#1 had a right hip fracture with slight displacement.

A review of the emergency medical services (EMS) report
indicated EMS arrived at the facility at 2:48 PM. The
report indicated Resident #1 complained of right hip
pain with tenderness to touch. The EMS report did not
note a numerical value for the reported pain. Per the
EMS report, Resident #1 did not have an obvious injury,
contusions (bruises), or deformities to the hip area,

but the resident did have pain when the area was
touched. The EMS report did not indicate any pain
relief measures were administered for Resident #1. The
resident was received at the local hospital at 3:09 PM.

A review of the local hospital treatment record dated
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1/28/26 at 3:54 PM indicated Resident #1 presented to
the emergency department (ED) with deformity and
tenderness to the right hip. According to the ED note,
Resident #1 was alert and oriented, and she declined
analgesics (pain relieving medications) upon arrival.
An x-ray of the right hip completed at the hospital
1/28/26 revealed a comminuted, displaced, and impacted
right hip fracture (a severe injury where the bone
shatters into three or more pieces, the fragments are
out of alignment, and the broken ends are driven into
each other). Resident #1 was then transferred to a
secondary hospital for surgical repair of the right hip
fracture.

The Director of Nursing (DON) was interviewed on
2/24/26 at 2:30 PM who stated Nurse #1 failed to report
Resident #1 had fallen during her shift on 1/28/26. The
DON stated there was no documentation in the medical
record to indicate what had happened to Resident #1.
The DON stated Nurse #2, who was assigned to Resident
#1 from 7:00 AM to 7:00 PM on 1/28/26, was a new nurse,
and she failed to document Resident #1’s condition that
day. The DON indicated she assumed Nurse #2 assessed
the resident. The DON stated the physical therapist
reported Resident #1 only reported pain when he touched
the resident and if she was not being touched then
Resident #1 did not complain of pain. According to the
DON, the staff should have completed an assessment of
the resident and notified the provider the resident had

a fall and was in pain.

The Nurse Practitioner (NP) was interviewed on 2/23/26
at 4:41 PM and stated she was not at the facility on

the morning of 1/28/26 and she was notified by the Unit
Manager that morning Resident #1 had fallen but was
unsure of the time she received the call. She stated

she gave orders to obtain an x-ray of the resident’s

right hip due to reports of pain. The NP indicated if

she had known the severity of the resident’s pain

level, she would have possibly given different

treatment orders.

The facility provided a plan of correction for past
non-compliance, however upon review, the plan of
correction was found to have been lacking the necessary
information and was found to be incomplete.
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