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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to promptly notify a physician of a resident's change in

Residents Affected - Few condition and significant decline in mobility, which resulted in prolonged discomfort/pain for one cognitively

impaired resident (R1). More than twenty-four hours after the initial change of condition was noted, an x-ray
was obtained and R1 was sent to the Emergency Room, admitted , and had surgical repair of a left
intertrochanteric hip fracture. R1 is one of three residents reviewed for falls in the sample of four.

Findings Include:

R1's Medical Diagnosis List, dated June 2025, documents R1 is diagnosed with Falls, Muscle Weakness,
Difficulty Walking, Cognitive Communication Deficit, and Anxiety.

R1's Minimum Data Set (MDS), dated [DATE], documents upon admission R1 was severely cognitively
impaired and had Hallucinations, Delusions, Wandered Daily, had no impairment to her lower extremities,
used a walker, and required supervision or touching assistance from staff for transfers and toileting. Upon
discharge, R1 required substantial/maximal assistance for transfers and toileting.

R1's Physical Therapy Treatment Encounter Note, dated 6/18/25, documents V14, Physical Therapy
Assistant (PTA), completed R1's therapy session. R1 reported a new onset pain in her left lower extremity
with movement.

On 7/3/25 at 10:45 AM, V14, PTA, stated V28, Physical Therapist, completed R1's initial therapy evaluation
on 6/17/25. Baseline R1 was assessed to require supervision and touching assist/contact guard with gait belt
for transfers. V14 stated she completed therapy with R1 on 6/18/25, and R1 reported new onset left lower
extremity (LLE) pain when lifting her LLE off of the foot pedal, however, R1 could still stand and bear weight.
V14, PTA, stated on 6/19/25, V15, PTA, asked her to assist with R1, and at that time, R1 could hardly bear
any weight on her LLE. R1 had declined to a maximal two assist with two PTAs. R1 was still complaining of
LLE pain with movement. V14 stated she told V15 R1 had a significant change from the day before, and she
should let the nurse know to notify the doctor and get an x-ray to make sure nothing was broken.

(continued on next page)
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F 0684

Level of Harm - Actual harm

Residents Affected - Few

R1's Physical Therapy Treatment Encounter Note, dated 6/19/25, documents V15, Physical Therapy
Assistant, (PTA) completed R1's therapy session. R1 was noted to be voicing complaints of pain in her left
lower extremity and hip area with movement and weight bearing. R1 kept stating she thinks her hip is
broken. V15 notified R1's nurse (V22, Licensed Practical Nurse) and requested V22 follow up with a provider
and get an x-ray of R1's left hip due to increased pain which was severely limiting R1's movement. At that
point, R1 required maximal assistance of two therapist to transfer to the toilet.

On 7/2/25 at 12:40 PM, V15, Physical Therapy Assistant (PTA), stated she completed R1's therapy on
6/19/25. R1 was having LLE pain with movement and weight bearing. R1 said she thought her hip is broken.
V15 stated she notified V22, LPN, and requested she get an x-ray. R1 seemed to be in a lot of discomfort
when V14 and V15 were toileting R1. V15 stated it was a significant change in condition from when she
assisted with transferring R1 from her daughter's car to the wheelchair upon admission on [DATE], just three
days prior. V15 stated she was concerned something was broken.

R1's Physical Therapy Treatment Encounter Note, dated 6/20/25, documents V16, Physical Therapy
Assistant, (PTA) completed R1's therapy session. R1 was noted to have left hip pain and could not bare
weight. R1 did not use or move her left leg except to place it on the footrest for comfort.

On 7/3/25 at 10:57 AM, V16, PTA, stated she worked with R1 for about a half hour on 6/20/25, and did not
attempt to make R1 stand or transfer due to her left hip pain and subsequent inability to stand or bare weight.
V16 PTA stated she was told an x-ray was just ordered for R1.

The progress note, dated 6/20/25, documents V5, R1's Daughter, came up to the nurses' station very upset
that something happened to R1's left hip and an x-ray had not been completed yet. A call was placed to V6,
Medical Director, and a STAT x-ray was ordered to assess R1's left hip pain.

R1's Radiology Patient Report, dated 6/20/25, documents R1 had a recent fall and new onset pain while
weight bearing in therapy. R1's report documents R1 sustained an acute left intertrochanteric hip fracture.

On 7/1/25 at 1:15 PM, V5, R1's Daughter, stated R1 arrived at the facility on 6/16/25 by car and could
transfer with one assist and a walker. R1 was admitted to the facility for rehab after sustaining a fall at her
assisted living facility. R1 was confused and impulsive, and required constant monitoring for safety. Later, on
6/16/25, V5 was notified R1 had fallen at the facility and was sent to the emergency room for evaluation. R1
returned to the facility with no acute injuries noted. V5 stated she came to visit R1 on 6/17/25, and R1 was
walking around the facility pushing her own wheelchair and wandering unsupervised. V5 stated R1 was not
complaining of any pain at that time. On 6/18/25, V5 stated she did not visit R1. On 6/19/25 when V5 came
to visit R1, V5 stated she saw R1 sitting in her wheelchair and she was not trying to get up or move like she
normally did. V5 stated V15, PTA, told her R1 was unable to move her left leg in therapy and she was
complaining of a lot of pain. V15 told V5 she had told the nursing staff and requested they get a x-ray. V5
stated on 6/20/25 when she came to visit R1, she was being transferred to the commode by two unknown
staff members, and R1 was screaming out in pain. V5 stated she was furious that her mom (R1) was still in
pain and no x-ray had been completed. V5 stated she confronted V2, Director of Nurses, at the nurses
station, who stated she was not aware that R1 had left hip pain or a change of condition. V2 called V6,
Medical Director, and got an order for a x-ray. V5 stated later that evening, she got a call from the facility that
her mom R1 was being sent to the hospital for a left hip fracture.
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F 0684 On 7/2/25 at 1:55 PM, V2, Director of Nurses, stated on 6/20/25, R1's daughter (V5) came up to the nurses'
station and was upset that an x-ray of R1's left hip had not yet been completed. V2 stated she was not aware

Level of Harm - Actual harm anything was wrong with R1's left hip. V22, Licensed Practical Nurse, was also at the nurses' station and told
V2 the day prior (6/19/25), V15, PTA, told V22 that R1 was complaining of left hip pain and could not bare

Residents Affected - Few weight anymore. V15 requested V22 notify the doctor and ask for an x-ray of R1's left hip to check for

injuries. V2 stated she asked V22 if she had spoken with R1's doctor, and she stated she had not. V2
confirmed V22 had not documented any assessment or change of condition in R1's medical record, and
confirmed V22 did not notify R1's physician or obtain an order for an x-ray. V2 confirmed staff should be
documenting changes of condition, completing assessments, notifying physicians and families, and following
up concerning the resident's change in condition in a timely manner. V2 confirmed V22, LPN, should have
notified a provider on 6/19/25 when V15, PTA, informed her about her concerns with R1's change in physical
condition/new onset - increased pain.

On 7/3/25 at 2:15 PM, V9, Nurse Practitioner, stated the facility notified the provider group of R1's fall on
6/16/25 with no injuries, and asked to notify them if there were any changes in R1's condition. V9 denied the
primary group was ever notified of R1's new onset left hip pain or decreased ability to bare weight. V9
confirmed the sooner they were notified, the sooner R1's hip fracture would have been identified, and the
sooner she could have received treatment.

The facility's Change in a Resident's Condition or Status policy, dated 5/28/24, documents the facility shall
promptly notify the resident, his or her attending physician, and representative of any changes in the
resident's medical/mental condition and/or status. The nurse should notify the resident's physician or
physician on call when there has been a significant change in the resident's physical/emotional/mental
condition.
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