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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, review of clinical record, and review of facility policy and procedure, the facility failed to ensure 
one resident's (#91) assessment was accurate and reflective of the resident's status at the time of the 
assessment. The deficient practice could result in the resident not receiving appropriate care that is 
necessary for their wellbeing.Findings include:Resident #91 was admitted to the facility on [DATE] with 
diagnoses that included acute respiratory failure with hypoxia, generalized muscle weakness, tracheostomy 
status, and dysphagia following cerebral infarction.Resident #91 was discharged from the facility on October 
10, 2025.Review of the admission Minimum Data Set (MDS), dated [DATE] indicated Resident #91 
completed a Brief Interview for Mental Status (BIMS) and scored a 00 which indicated she had severe 
cognitive impairment. The same MDS also indicated Resident #91 had no impairments in in the upper 
(shoulder, elbow, wrist, and hand) extremity.Review of the discharge record from the resident's previous 
facility indicated that Resident #91 had an x-ray of the left humerus on August 28, 2025 at 1:52 P.M. 
Findings for the x-ray indicated there was a severely angulated fracture of the proximal humeral shaft. 
Glenohumeral joint alignment appears to be preserved. No focal soft tissue abnormality. It was also noted 
that per family, she broke it approximately 2 years ago and ortho determined she was too high risk for 
surgical fixation, daughter will bring in brace.A review of the Initial admission Record, dated September 10, 
2025 at 5:46 PM indicated Resident #91 was nonverbal and was not admitted with a sling device. It also 
noted that Resident #91 only moved her extremities with tactile stimuli.A review of Resident #91's Care Plan, 
initiated on September 11, 2025, revealed no goals or interventions related to her history of shoulder 
dislocation.A review of a Physical Therapy Evaluation and Plan of Treatment, dated September 11, 2025 
indicated Resident #91 was referred to Physical Therapy (PT) for several conditions and one of them was 
identified as a chronic left humerus fracture. It was also noted that the fracture took place 2 years ago and 
the resident was too high of a risk for surgical fixation. The same evaluation identified several precautions for 
the resident and one of the precautions was using a sling for comfort due to a left humerus fracture.A review 
of an Occupational Therapy Evaluation and Plan of Treatment, dated September 11, 2025, indicated 
Resident #91's Range of Motion (ROM) was impaired in the Left Upper Extremity (LUE).Review of the 
Physician's Orders revealed an order, dated October 8, 2025 for an x-ray of the left humerus and left 
shoulder, stat, for left shoulder looks displaced.A second order, dated October 9, 2025, indicated that a sling 
was to be used on the left arm continuously for 8 weeks for a fracture of midshaft of the humerus.Review of 
the clinical chart revealed a Daily Skilled Note, dated October 8, 2025 at 5:14 P.M. The note indicated that 
Resident #91 was spontaneously moving her left arm this evening at (4:30 P.M.) when the wound team was 
changing (resident's) wounds. The note continued to explain that Registered Nurse (RN/Staff #84) observed 
Resident #91 moving her left arm and that it appeared, to Staff #91, that the left shoulder was not in place. 
The note continued to explain that Staff #84 spoke with Resident #91's daughter, who was outside of the 
room, informing her what happened and that she was going to request an x-ray of the shoulder. The note 
indicated that the daughter explained that the left shoulder had been broken twice and Resident #91 was not 
a surgical candidate. The note indicated the provider was notified about the shoulder and a stat x-ray had 
been ordered for the left upper arm and shoulder.Review of a Nursing Note, dated October 9, 2025 at 5:58 P.
M. indicated that the results of the x-ray was reported to the provider.Review of a Daily Skilled Note, dated 
October 9, 2025 at 1:00 P.M., noted the Resident's condition being monitored was the fracture of the left 
humerus with sling on at all times.An interview was conducted on October 30, 2025 at 8:24 A.M. with 
Certified Nursing Assistant (CNA/Staff #4). Staff #4 recalled Resident #91 as not moving all 4 extremities 
when she provided cares to her. She also did not recall Resident #91 using a shoulder sling however, she 
did remember when Resident #91 was being turned, her left shoulder looked like it had popped out. Staff #4 
indicated that she did not know if the shoulder was broken. She shared that she shared the information with 
the nurse on duty but was unable to remember the name of the nurse she reported it to.An interview was 
conducted on October 30, 2025 at 8:39 A.M. with CNA/Staff #77. Staff described Resident #91 as 
incontinent, not talkative, didn't really move around and sometimes would track, Staff #77, with her eyes. She 
also described the left arm always hanging when providing cares. Staff #77 added that she would change 
Resident #91, sit her up to eat, changed her every two hours and repositioned her. She would sometimes 
groan during cares and Staff #77 would communicate the groans to the nurse on duty because she was not 
sure if Resident #77 was in pain or not. Staff #77 also recalled Resident #91 not being mobile but her right 
arm was bent as if she had a contracture while the left arm would just lay any out, and they would put a 
pillow under the left arm to prevent swelling or skin damage as that arm would swell up. She also did not 
recall Resident #91 having a sling on her left arm.An interview was conducted on October 30, 2025 at 9:15 A.
M. with Licensed Practical Nurse (LPN/Staff #22). Staff #22 explained that for new admissions she will 
assess the resident's mobility, continence status, skin, fall risk, wound care, mental health needs, 
medications, and etc. within a certain time period after admission. There were around 10 different 
assessments that needed to be completed and the initial assessment covers the whole person which is a 
review of systems. These assessments were documented under the assessments tab (in the electronic 
health record). However, if a resident was non-verbal then they would get the resident's history and health 
status from the family, their provider, and from the hospital notes. They also monitor the resident for 3 days 
post admission and it is documented via a change in condition note so they are able to get baseline vitals. 
Staff #22 explained that it was important for resident assessments to be accurate because if there are 
changes to the resident, they have accurate documentation to go off of. The risk of not having accurate 
assessments would be that critical information would be missing especially for a resident that is non-verbal. 
Staff #22 recalled Resident #91 and described her as having spontaneous eye movement, not responsive to 
verbal commands, appeared to track with her eyes, and not being able to move all four extremities. Staff #22 
described her first assessment with Resident #91 being on September 11, 2025 which was the Weekly Skin 
Assessment. Staff #22 explained that she was working as a wound nurse at the time and was assessing 
Resident #91's skin. She had to ask a CNA to assist her with rolling the resident as she had no motor skills. 
At that time, she explained, she did not see anything off with Resident #91's arm. She added that she did not 
know the resident had a shoulder issue until she returned to work after her vacation, which ran through 
October 10, 2025. She shared that Staff #84 had told her that she had put a note into the resident's chart 
about the shoulder. When asked if she typically accesses therapy notes for residents and she shared that 
she only accessed it when residents are asking questions related to their therapy. The few notes that she 
had read are gibberish. They use abbreviations that I'm not familiar with. Staff #22 explained that the risk to 
the resident, for not having an accurate assessment completed upon admission, would be the resident 
having pain, further dislocation of the shoulder which could cause more damage.An interview was conducted 
on October 30, 2025 at 9:57 A.M. with LPN/Staff #1. Staff #1 explained that for new admissions, she would 
do a variety of assessments such as a baseline assessment, mobility, cognitive status, how much assistance 
they need with Activities of Daily Living (ADL), and skin assessments. She also explained that she gets 
historical information on a resident by reviewing a report from the admissions department which gives a brief 
update on the resident such as if they are alert and oriented, equipment they might need, what health 
conditions they previously had and what they needed to look out for. She added that sometimes they get 
new admissions with no information and she has to go with what little information she has but she is 
sometimes also to get information from family if a resident is not alert and oriented. Staff #1 explained that it 
was important to have accurate assessments because it gives the staff an idea of the residents' baseline and 
they can determine if something is off from their baseline. She shared that the risk of not having accurate 
assessment is they could miss something. She gave an example of a resident having slurred speech and 
they might think it's the resident's baseline but they are really having a stroke. Staff #1 recalled Resident #91 
and described her as being on a vent, having a gastrotomy tube (g-tube), non-verbal, and limited mobility. 
She admitted that she only cared for Resident #91 once.An interview was conducted on October 30, 2025 at 
10:12 A.M with the Assistant Director of Nursing (ADON/Staff #82). Staff #81 explained that new admissions 
are given a variety of assessments such as head to toe, neurological, elopement risk, skin, fall risk, and 
depending on the type of medications they receive they might trigger additional assessments. She also 
shared that historical information is received from the hospital which is then reviewed by the admissions 
department and then is put into the physical chart by a nurse supervisor. At that point the chart is reviewed 
and sent throughout the facility for different teams to review it. She added that nurses do have access to 
hospital records but it can be hard for them to review it because of time constraints. Staff #82 explained that 
it was important for these initial assessments to be as accurate as possible so that the facility doesn't miss 
anything. When asked if the nursing staff had access to residents' Therapy notes for physical and 
occupational therapy, she indicated that she didn't think they did as the therapy team used a different 
charting system. The only way the nurses knew what was being worked on was through direct 
communication with the therapist. When asked what the risk to the residents would be if assessments were 
not accurate, Staff #82 shared that the plan of care would not be accurate without the full story of the 
resident and it could also lead to missed treatment. Staff #82 shared that she was familiar with Resident #91 
a little bit but she typically did not provide direct care to residents. She was aware that the resident was 
non-verbal and dependent with ADLs but did not know her cognition status. She was not sure if Resident #91 
was able to move any of her extremities. After reviewing the Initial admission Record, she indicated that the 
assessment note Resident #91 was only able to move her extremities with tactile stimuli and all four 
extremities had limited ROM with contracture to the left arm. When asked to read the Daily Skilled Note 
dated October 8, 2025 at 5:14 P.M. After reading the note, Staff #82 shared that the note told her the wound 
team might not have been aware of the fracture and that the floor nurse was not aware of the injury as well. 
When asked what the risk to the resident would be if staff were not aware of the resident's history related to 
her shoulder dislocation, Staff #82 shared that the risk would be an increase of the injury and hurting the arm 
more. She shared that she did not know if it was care planned but using her clinical judgement, it should be 
care planned. After reviewing the care plan, she indicated that the shoulder injury was not in the resident's 
care plan. She added that she would expect to see information related to the history of the resident's 
shoulder dislocation under the resident's medical diagnosis and in the care plan.An interview was conducted 
on October 30, 2025 at 10:52 A.M. with the Director of Nursing (DON/Staff #28). Staff #28 explained that 
new admissions are given an initial assessment which includes the full body assessment, skin, neurological, 
and cardiopulmonary. Also, these initial assessments might trigger additional assessments such as pain 
management and psychotropics. The initial assessments are completed by the nurse working the floor. Staff 
#28 shared that it was important for these initial assessments to be as accurate as possible because they 
help the nurses know about the residents so they can treat the residents adequately. If the assessments 
were not accurate as possible then the risk to the residents would be dependent on what was missed. Staff 
#28 indicated that she was somewhat familiar with Resident #91 but knew she was not alert and oriented, 
did not respond well to staff, and was a two-person assist for cares. When asked to review the initial nursing 
assessment (Initial admission Record), written on September 10, 2025, Staff #28 shared that the 
assessment noted Resident #91 had a contracture to the left arm and had a ROM limitation on all sides. 
When asked why an x-ray was ordered, she explained that the wound care team and never seen her and 
moved her arm and they noticed the shoulder was separated as there was an indent so it looked like it was 
not in place. The nurse had spoken with the family and the provider and the family said it was an old fracture. 
The doctor wanted an x-ray to follow up and then the daughter brought in a sling for the resident to use. Staff 
#28 explained that Resident #91 did not have a sling with her when she was admitted . She also shared that 
when she spoke with the Staff #84, she was given the impression the she did not know about the shoulder 
fracture until she spoke with the provider. Staff #28 also shared that when the resident was admitted , the 
information about the fracture was not on the facesheet provided by the hospital and was not on the 
resident's diagnoses list. She added that after the resident was sent to the hospital, on October 10, 2025, 
they found information on the hospital discharge list about the fracture. She shared that this recent admission 
was the 2nd time Resident #91 was at the facility and they were unaware of her shoulder issue during the 1st 
admission period last year. Staff #28 explained that the resident's history of shoulder dislocation is important 
and if it was known earlier, she'd expect to see it on the care plan and assessments. She added that the risk 
to the resident for not having an accurate assessment is that nurses would not know what to look for and 
they did not protect the dislocated shoulder. She added that the resident should have had a sling on when 
she was admitted to the facility but the facility should have reviewed the admission paperwork more 
thoroughly. She stated that her expectation was for staff to read residents' history paperwork from the 
hospital more thoroughly. It was missed in multiple places and the facility was using float help at the time of 
the admission so she was not sure where the ball was dropped. When asked why the Therapy notes 
identified Resident #91's shoulder injury history and the facility's initial nursing assessment did not, Staff #28 
was not able to identify the discrepancy and acknowledged that was something that needed to be addressed.
Review of the facility's policy titled, Admission, indicates it was last reviewed in May 2025. The policy states 
that it was the policy of this facility to have well defined guidelines for processing the Resident's entry into the 
nursing facility and the resident's right guaranteed under federal and state law are protected. The procedure 
explained that the Licensed Nurse was to initiate the admission assessments.
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