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F 0684 Provide appropriate treatment and care according to orders, resident?s preferences and goals.
Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
or potential for actual harm interviews and record review, the facility failed to address a change in condition in a timely manner

for one Resident (#1) out of three residents sampled. Findings included: On 03/03/2026 at 12:53 PM
Residents Affected - Few an interview was conducted with Resident #1's Resident Representative (RR). The RR stated after

the initial X-ray the facility called him letting him know the Xray came back clear, so he was thinking
everything was fine. The RR stated after a week or so he went to visit the resident and noticed
swelling on her arm and her hand looked to be hanging in a weird position, like hanging down, so he
reached to feel the arm to see if it was warm because he was concerned about a possible blood clot.
The RR stated when he barely touched the arm right above the wrist Resident #1 screamed out in
pain. He stated he notified the nurse and they said they would address it. The RR stated he called the
facility 4 or 5 times, asking for the Director of Nurses (DON) to see what the plan was for Resident #1.
He stated he was told they'd give her the message and have her call him back. The RR stated he was
never contacted by the DON after those attempts were made. The RR stated he finally went into the
facility and found the DON himself to show her Resident #1's arm. The DON went into the room with
him and the physician, and she again screamed out in pain when her arm was touched. He said at that
point he insisted Resident #1 be transferred to the hospital. He said the DON kept trying to keep her at
the facility stating they could try other things, but he told the DON the resident needed to go to the
hospital. The RR stated the hospital called him that evening letting him know that Resident #1's
shoulder was dislocated and looked like it was that way for a long time. The RR stated the physician
told him he estimated at least a month. After that the RR decided not to return the resident to the
facility. Review of Resident # 1 admission record revealed she was admitted to the facility on

[DATE] with diagnoses to include unspecified dementia, unspecified severity, without behavioral
disturbance, psychotic disturbance, mood disturbance, and anxiety, muscle weakness (generalized),
chronic kidney disease. Review of a Minimum Data Set (MDS). dated 11/25/25, Section C- Cognitive
Patterns revealed a Brief Interview of Mental Status (BIMS) score of 06 which indicated Resident #1
was severely cognitively impaired. Review of a progress note, dated 1/7/26, revealed Staff A,

License Practical Nurse (LPN) spoke to Resident #1's RR to inform him about the resident complaints
of left hand and wrist pain. Doctor ordered X-ray. Staff A noted Resident #1 RR thanked her for calling
to inform him. Review of a change in condition report, dated 1/7/2026, revealed the following: nursing
observations, evaluation, and recommendations are: Resident yelling out her hand hurts. Advance
Registered Nurse Practitioner (ARNP) notified new orders received for x-ray and as needed (PRN)
Tylenol. Review of a X-Ray report, dated 1/7/2026, revealed: Findings--The osseous structures are
unremarkable. There is no fracture or periosteal reaction. There is no focal bone lesion. Alignment is
anatomic. There is no soft tissue swelling or foreign body identified. Mild degenerative changes and
osteopenia noted. Review of a therapy screen, dated 1/9/2026, created by Staff B, Physical Therapy
Assistant, [PTA] read: Staff B noted Resident #1 reported left wrist pain during screening process.
Staff B reported Resident #1 concern to the unit nurse. On 3/3/2026 at 10:19 AM, an interview was
conducted with Staff B, PTA. Staff B stated she has worked at the facility since 2011. Staff B stated
therapy was not conducting a screening on Resident # 1 because of a referral from nursing for her
(continued on next page)
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wrist. Resident #1 was due for her quarterly screening. Her mobility had not changed. She had no
contractures and was able to move her legs properly. Resident #1 complained about her wrist. When
she was on her side, she kept saying she didn't want to give me her hand. Staff B stated she
understood the resident hand was hurt. So she reported Resident #1's concerns to nursing and
documented her concerns on a communication form.Review of the medical record showed no nursing
assessment completed by an LPN after Staff B reported Resident #1's wrist pain. Review of a
progress note, dated 2/3/2026, created by the Advanced Registered Nurse Practitioner (ARNP),
revealed Resident #1 was seen for a routine visit. Review of the progress note showed no range of
motion or left hand and wrist assessment completed by the ARNP. On 3/2/2026 at 3:21 PM, an
interview was conducted with the ARNP. She stated she was notified Resident #1 had pain and
discomfort in her left hand and wrist. The ARNP stated she ordered an x-ray. The results was
negative. It did not show any fracture. She stated she ordered the x-ray and as needed Tylenols. She
saw Resident #1 on the 3rd of February. She stated Resident #1 was comfortable, did not have pain or
discomfort. She was able to raise her arms and move her hands without any concerns. The ARNP said
she doesn't know why she did not document her assessment. Resident #1 had no discoloration on her
hand. She stated she would make an addendum to her notes. Review of a nursing note, dated
2/10/2026. revealed: Resident {RR} at the facility requesting resident to be sent to the emergency
room for evaluation related to left hand/wrist edema and pain. The {RR} spoke with the Doctor via
phone. All results and orders are provided to the {RR}, however the {RR} still requested Resident #1
go to the emergency room. The {RR} arrived at the bedside, requesting Medical Doctor change. The
Medical Director in the facility and in agreement to accept Resident #1. The Medical Director willing to
treat in house with available resources, educated Resident #1 {RR}, however the resident {RR} still
requested resident to go to the hospital. Orders received from residents to the hospital for a
Computed Tomography Scan (CT). Review of a physician progress note, dated 2/10/2026, revealed
the following: Chief Complaint: new admission from skilled nursing facility. Main complaint: left arm
swelling of over 4 weeks of evaluation {RR} present during visit as well as the Director of Nursing.
She has been moved to our services today so we can examine her left arm. She has swelling on that
arm for over 4 weeks of evaluation and does not let anybody lift her arm, but she uses it on her own.
At the moment of exam, she refuses to do any range of motion on the exam no visual openings in the
arm but unable to examine her axilla. Assessment/plan-1 left arm swelling and pain sent to the
emergency room for arm scanning as patient does not let us examine the arm and x-ray of the hand is
negative as per staff the venous Doppler was also negative but is not in her chart. So venous
thrombosis is not ruled out at this point in time. Agreed with {RR} to send patient to emergency room
for immediate imaging and addressing any issue that is now 4 weeks and elevation. Review of a
hospital history and physical, dated 2/10/2026, revealed: Chief Complaint left arm pain and swelling x
3 days. She was found to have a left shoulder dislocation in the emergency room which was unable to
be reduced, and patient was admitted for further evaluation with orthopedic X-Ray shoulder showed
signs of left shoulder dislocation. On 03/02/2026 at 12:37 PM an interview was conducted with Staff
C, Certified Nursing Assistant, (CNA). Staff C stated she has worked at the facility for 8 years. She
stated she usually works in restorative, but she is pulled to the floor often. She stated she took care

of Resident #1 often. Staff C stated she remembers one day she was passing out trays and she heard
Resident #1 yelling that she was in pain. Staff C stated she reported the resident complaint to the
nurse. They took an X-ray, and that's all she had heard about it. Staff C stated Resident #1 would
always yell that she was in pain. On 03/02/2026 at 1:02 PM. an interview was conducted with Staff

A, LPN. Staff A stated she has worked at the facility for 21 years. She said she did not take care of
Resident #1 often because the resident moved to a different hall. Staff A stated about a month ago
the CNA brought it to her attention Resident #1's hand was hurting. Staff A stated she did not
remember the aides name. Staff A stated she touched Resident #1's hand, asked her if her hand hurt,
and the resident said yes. She stated the resident's hand looked a little swollen at the time. Staff A
(continued on next page)
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stated she notified the Advanced Registered Nurse Practitioner, ARNP. An X-ray and Tylenol were
ordered as needed. X-ray was completed on 1/7/26 with no negative findings. Staff A stated she
notified the ARNP, and the resident RR about the results. Staff A stated at the time she went into the
resident room to give her medication the resident did not complain about pain. She said after the
resident was put in her chair the staff came to her to notify her that the resident was in pain. On
03/02/2026 at 1:35 PM an interview was conducted with the Director of Nursing. The DON stated a
change in condition was completed by the nurse on 1/7/26 for the hand edema for Resident #1. They
notified the Advanced Registered Nurse Practitioner. She ordered an X- ray and as needed Tylenol for
Resident #1. On 1/9/2026 therapy screened her for pain and swelling in her hand. Pain management
saw her on 1/17/2026 for left wrist pain. Pain Management put her on a Topical gel and continue the
extra strength Tylenol. When therapy saw her on 1/9/26. Resident #1 reported left wrist pain.
Therapy reported pain to unit nurse. The unit nurse gave the resident Tylenol. The DON said they kept
the residents on the Tylenol. On 1/13/26 she was checked for a urinary tract infection (UTI), due to
Resident #1 complaining about pain when she urinates. She was started on Antibiotic for a Urinary
Tract Infection. On 1/17/26 they had Resident #1 Tylenol changed from as needed to routine. On
1/21/26 she was seen by Palliative Care. Noted no complaints of pain. On 2/3/26 the ARNP saw
Resident # 1 for a routine visit. No pain noted at the time of visit. On 2/10/2026 her son came in
wanting the resident to be sent to the hospital. She had swelling in her hands and fingers. They had
the medical director see the resident that day to conduct an assessment. Family wanted a provider
change. The DON stated the family did not bring the resident back to the facility because they felt the
facility did not address Resident #1's pain. She said her expectations are when another discipline
notifies a nurse about a resident change in condition. The nurse should notify the doctor and family
and put a change in condition in. If it is something new. It should be a followed up note that the doctor
was made aware and the family. She stated that on 2/10/2026 was the first time she assessed the
resident and was able to see that the resident was in pain and could not move her arm. On 3/2/2026
at 3:21 PM, an interview was conducted with Pain Management. He stated he saw the resident from
1/17/26 to 2/8/26 for pain. He said the resident has dementia but able to verbalize pain. He stated he
ordered the resident routine Tylenol. He said, He did not remember everything about her. He was
asked to see her for left wrist swelling. When he did his initial assessment, he did not do any range of
motion on the resident because she was in too much pain when he moved her wrist. He said he would
just check in with the resident every now and then because nursing was not reporting the resident
had further pain. Review of a policy titled, Nursing - Change on a Residents Condition or Status,
undated, revealed the following: Policy--the facility shall promptly notify the resident, his or her
attending physician, and representative of change in the resident's medical/metal condition and /or
status (e.g. change in level of care, billing/payments, resident rights, etc). Procedure: 5. The nurse
supervisor/charge nurse will record in the resident's medical record information relative to changes in
the resident's medical/ mental condition or status. The facility was asked to provide an assessment
change in condition policy but it was not provided.
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