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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation
pertains to intake #2715766Based on interview and record review, the facility failed to promptly identify a
change in condition and act upon those changes for 1 resident (Resident #6) out of 3 residents reviewed for
quality of care, resulting in a delay in medical treatment and surgical intervention for an unstable sacral
fracture with spinopelvic dissociation and left superior/inferior ramus fractureFindings:Resident #6
(R6)Review of an admission Record revealed R6 was a [AGE] year-old female, admitted to the facility on
[DATE], with pertinent diagnoses which included: sacral and pelvic fractures from fall and Parkinson's
Disease.Review of a Minimum Data Set (MDS) assessment for R6, with a reference date of 11/6/25
revealed a Brief Interview for Mental Status (BIMS) score of 13, out of a total possible score of 15, which
indicated R6 was cognitively intact. Review of R6's Kardex revealed: Monitors: report to Nurse s/sx (signs
and symptoms) of (the) following.change in normal behavior.decline in ability to help with/do adls (activities
of daily living), continence. Transferring: (R6) requires one assistance with gait belt and 2ww (wheeled
walker) for stand and pivot transfers.Review of a Complaint/Incident Investigation Report reported to the
State of Michigan revealed R6 experienced a fall on 11/14/25 while receiving care from Certified Nursing
Assistant (CNA) G. The complainant states CNA G told the resident not to tell anyone what happened. The
complainant states that for 5 days the resident was in such bad pain that she couldn't sit in her
wheelchair.the resident was sent to (name omitted) hospital and found to have a separated pelvis and her
spine separated from her sacrum.the resident was sent to (name omitted) Hospital Trauma Center and had
to have a 4-hour surgery to try to correct the damage. The complainant states the resident may never walk
again.Complainant states when he inquired about the residents' change in condition, CNA G told him that
nothing happened to her while the resident was on her watch. The complainant states this was reported to
Licensed Practical Nurse (LPN) F the charge nurse, but he doesn't know if an internal investigation was
completed or if the incident was reported.During an interview on 02/02/2026 at 12:55 PM, Family Member
(FM) C reported that R6 had told him that she fell in the shower on 11/14/25. R6 reported to FM C that the
aide told her not to tell facility staff that it had happened. FM C then asked R6 to point out the aide that was
involved and she pointed to CNA G. FM C reported he asked CNA G about the alleged fall and she
reported that R6 had not fallen and if she did, then she was not the aide that was with her. FM C reported
he visited R6 that weekend (11/15/25 and 11/16/25) and R6 was in increased pain. He reported that on
11/17/25 he visited R6 and she had increased confusion. FM C reported that the nurse, LPN F, reported
she was going to get R6 up to the bathroom and FM C asked if he could watch how she transferred R6
since he would need to do it by himself at home. LPN F allowed him to watch and when LPN F pulled down
R6's pants they noticed a large bruise on her right hip. FM C reported to LPN F that it was likely related to
R6's fall on 11/14/25 and stated (LPN F) freaked out and reported that she did not know that R6 had fallen.
FM C reported R6 was then sent to the emergency room and was

(continued on next page)

235176 6

05/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

235176 02/04/2026

Regency at Fremont 4554 West 48th Street
Fremont, MI 49412

F 0684

Level of Harm - Actual harm

Residents Affected - Few

subsequently transferred to (name omitted) Hospital Trauma Center for substantial fractures which required
extensive surgery.During an interview on 02/02/2026 at 3:20 PM, LPN F reported that she had worked
11/14/25 but had not been notified of a fall. LPN F reported CNA G found the bruise and reported that she
was told by R6 that she had fallen in the shower room, and the aide knew about it. LPN F reported that
CNA G stated that she was not the CNA that was involved with the fall. LPN F reported she had not worked
the weekend of 11/15/25-11/16/25 and when she worked again on 11/17/25 a large bruise was found on
R6's right hip. R6's husband reported R6 had fallen sometime on Friday or Saturday. LPN F reported she
was told that Registered Nurse (RN) T was notified over the weekend of the bruise by CNA H.Review of
R6's Nurses Note dated 11/1/25 revealed, .Resident is continent of bowel and bladder.Review of R6's Skin
Check dated 11/12/25 revealed no irregularities or areas of bruising.Review of R6's Skin Issues dated
11/13/25 revealed no irregularities or areas of bruising.Review of R6's Skilled Care Note dated 11/14/25 at
9:25 AM revealed no irregularities/issues with her skin. Further review of the note revealed R6 was
continent of bowel and bladder and that she was 1 assist for transferring, ambulation in wheelchair, toilet
use, post elimination care, showers, and dressing.Review of R6's Electronic Medical Record revealed no
documentation that CNA G notified the licensed nurses or management of an allegation of a fall on
11/14/25 following her interaction with FM C.Review of CNA G's Disciplinary Action Record dated 11/19/25
revealed, Staff member observed using the sit to stand mechanical lift to transfer a patient (R6) by herself,
without assistance from another staff member. This was observed on 11/14/25.During an interview on
02/04/2026 at 12:25 PM, CNA H reported when she was providing morning care to R6 she found a large
bruise on her hip and immediately notified RN I of her findings. CNA H reported that R6 had not fallen on
her shift, but the injury occurred over the weekend on either 11/14/25 or 11/15/25.During an interview on
02/04/2026 at 12:56 PM, RN I reported that the rehabilitation unit has a high turnover of residents that only
remain in the facility for a short period of time and because of that he could not recall if R6 had been found
with a large bruise.Review of R6's Electronic Medical Record (EMR) revealed both CNA H and RN I had
provided care for R6 on 11/15/25. There was no documentation that a physical assessment was completed
or that an investigation was initiated to identify the cause of the bruising identified by CNA H. There was no
documentation that FM C or the provider were notified of the new injury.Review of R6's Nurses Note dated
11/15/25 revealed, Sending to (name omitted) E.D. (emergency department) following confusion with
hallucinations. Pain to BLE (bilateral lower extremities) resolved with repositioning from seated in
wheelchair to lying in bed, HTN (hypertension) also decreased with this change in position. Hallucinations
continued. On Call Provider contact, resident sent to E.D. Indicating a change in R6's baseline. R6's pain
had increased and changed her functional ability (no longer able to sit in wheelchair without pain) and
severe pain affecting causing her blood pressure to rise.Review of R6's Hospital Note dated 11/15/25 at
12:29 PM revealed, .There was a possible fall last night however (husband) is unsure of these details. R6's
Electronic Medical Record did not include a copy of these comprehensive hospital medical records and
only included the After Visit Summary which did not include the allegation that R6 fell on [DATE].)Review of
R6's Nurses Note dated 11/15/25 revealed, Returned from (hospital) with finding of Low Potassium. E.D.
Provider also recommended d/c (discontinuation) of meds that were started on 11/13/25 as they may have
played a role in hallucinations.Review of R6's Electronic Medical Record revealed no documentation that a
physical assessment was completed upon her return to the facility. There was no documentation that a fall
investigation was initiated or that the provider and management were notified of the fall.Review of R6's
Skilled Care Note dated 11/16/25 revealed, .2 assist with sit to stand d/t (due to) recent new onset Sciatic
Pain.
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Indicating a change in her functional ability and the identification of new/increased pain.Review of R6's
Electronic Medical Record revealed no documentation that LPN F notified the provider or management of
the large bruise/injury observed or the allegation of a fall on 11/14/25 following her interaction with FM C on
11/17/25.Review of a Provider Note dated 11/18/25 at 8:00 AM revealed, Follow up after ED visit. Pt
(patient) states that she is having sciatica pain on her right side.Sciatica, right side: Started a week ago, is
not improving. Started on gabapentin (analgesic medication).Review of R6's Electronic Medical Record
revealed no documentation that a comprehensive physical assessment was completed following R6's
change of condition: documented change in functional ability (required the use of a sit to stand), the new
onset right sciatic pain (11/16/25), newly identified injury (11/17/25 by LPN F), or the need for an additional
pain medication (gabapentin).Review of R6's Nurses Note dated 11/18/2025 at 6:05 PM revealed, Resident
reported to the nurse on 11/18/2025 at 5:55pm that she had a fall on 11/14/2025. When asked what time
this occurred she could not give a specific time, just that it happened sometime between lunch and dinner.
Resident stated that she was standing at the bathroom bar when she fell to her right side and landed in the
shower stall. When asked how or who got her up off the floor she stated that a (name omitted) lifted her
back into her wheelchair. Upon assessment of the resident it was noted that there was a hematoma to
residents lower back with a bruise that surrounded it and continued down the right thigh. The area around
the bruise shows signs of healing with yellow and green areas. No other skin issues noted or observed.
VSS (vital signs stable). No c/o (complaints of) pain and or discomfort from baseline complaints. (R6 had
experienced a change in pain documented on 11/16/25 and a pain medication was ordered that
morning.)Review of R6's Nurses Note dated 11/19/2025 at 07:00 AM revealed, Upon assessment of
residents lower back, there is a bruise that is located along the lower back and down the right thigh. It has
spread from a site of a hematoma that can be felt under the skin. Around the edges of the bruise it has
already started to heal and shows signs of being yellow/green in color. When asked where this bruise came
from resident states it is from a previous fall. When asked if this resident has any pain resident states no.
Upon palpitation of bruised area resident shows no s/s of pain and/or discomfort.Review of R6's Incident
Report for a fall on 11/14/25 at 3:00 PM revealed the Nursing Home Administrator (NHA), Director of
Nursing (DON), and Physician were notified of the fall on 11/18/25 at approximately 6:00 PM.Review of
R6's Task Documentation revealed R6 received care from CNAs multiple times throughout each day with
toileting, personal hygiene, and dressing which would have exposed the skin on R6's lower body.
Additionally, R6 received a shower on 11/16/25 which would have exposed the entirety of her skin in a
well-lit area.Review of R6's Electronic Medical Record revealed no documentation that the facility CNAs
notified a licensed nurse or management of the significant bruising on R6's right hip. There was no
documentation that a licensed nurse documented an assessment of the injury or notified the provider or
management.Review of R6's Care Plan dated 11/7/25 revealed, (R6) is occasionally incontinent of Bladder.
There were no entries/focus areas that R6 experienced bowel incontinence indicating that was not an
active problem.Review of R6's Urinary Continence documentation completed on each shift (3 times a day)
revealed:From 10/30/25 through 11/13/25 there were 13 entries of incontinence out of a total of 45
entries.From 11/14/25 through 11/19/25 there were 14 entries of incontinence out of a total of 16 entries.
R6 was only continent of bladder for 1 shift on 11/14/25 and 11/17/25.Review of R6's Bowel Continence
documentation completed on each shift revealed:From 10/30/25 through 11/13/25 no documentation of
bowel incontinence out of 7 entries.From 11/14/25 through 11/19/25 there were 4 entries of bowel
incontinence out of a total of 6 entries.Review of R6's Electronic Medical Record revealed no
documentation that the CNAs or licensed nurses identified a significant
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change in R6's bowel and bladder continence or that the provider or management were notified of the
change.Review of R6's Functional Status for personal hygiene and toileting hygiene on 11/19/25 revealed
she was dependent on staff (she had previously been documented as Substantial/maximal
assistance).Review of R6's Laboratory Reports revealed the following hemoglobin (hgb) levels (red blood
cells):On 10/30/25 her hgb was 11.8On 11/7/25 her hgb was 11.5On 11/11/25 her hgb was 11.9On
11/15/25 her hgb was 10.1On 11/19/25 her hgb was 9.3Signifying a downward trend of her hemoglobin.R6
was transferred to the local hospital on [DATE] at 10:32 AM.Review of R6's Hospital Note dated 11/19/2025
at 10:58 AM revealed, We did observe a large area of ecchymosis to the right low back and flank area.
EMS (Emergency Medical Services) denied any history of injury, trauma, or fall. When husband arrived he
did report that there was a fall that occurred on Saturday, the 15th. The patient was seen in the emergency
room on the 15th but it does not appear it was for a fall.Hemoglobin is 9.3 today, this is trending down from
previous lab work. CT of the chest, abdomen, and pelvis along with the spine showed a mildly displaced
oblique fracture through the anterior lateral left 5th rib. There is also comminuted displaced fractures
through the inferior left pubic ramus and nondisplaced fracture of the superior left ramus near the
acetabulum. There also comminuted mildly displaced fracture through both the right and left sacral ala with
significant subluxation of the S1 segment on S2. There is also hematoma in the subcutaneous fat above the
right buttock with no evidence of active bleeding. I did call and speak with the radiologist in regards to these
findings. He was able to compare this to a CT of the left lower extremity that was done on the 24th. He felt
that the fractures that appeared today were new and worse compared to previous imaging.The patient will
be transferred by EMS to (name omitted) ER for further workup and management.Review of R6's Hospital
Note dated 11/19/2025 beginning at 7:12 PM revealed:TRAUMA CONSULT Patient is a [AGE] year-old
female who presents with a chief complaint of altered mental status, seizure, fall, pelvic fractures. She has
a transfer from outside hospital. She was admitted to a rehab/nursing facility following a fall multiple weeks
ago. Reportedly had a fall on Friday, uncertain circumstances. Transferred for further evaluation by
Trauma.Patient was sent to (facility), where she experienced another fall this past Friday but was not
reported and she was not seen for. At this time she gained a large hematoma on her right buttock.Patient
currently denies any pain while stationary, but husband states that prior to admission she was unable to
even sit in a wheelchair due to the pain.According to her husband she fell on 11/14, where she developed
right buttock bruising but did not hit her head or lose consciousness and was not seen in the ED due to the
fall being unreported by the rehab facility. Her buttock hematoma is likely at least as old as her most recent
fall 11/14 .slight hemoglobin drift noted and consistent with the size/chronicity of the hematoma .A
hematoma is present in the subcutaneous fat above the right buttock. This measures 7.3 x 4 x 6.3 cm
.(Downward trend of R6's hemoglobin was not identified by the facility.)OTHOPEDIC TRAUMA
CONSULTATION75 y.o. female who sustained an unstable U-type sacral fracture with spinopelvic
dissociation and left superior/inferior ramus fracture after sustaining multiple recent falls. She has a history
of Parkinson's and lives with her husband at home. She had cauda equina on presentation with no rectal
tone and overflow incontinence.(Cauda equina syndrome is a serious medical condition caused by
compression of the lower end of the spinal cord. Presents with low back pain, sciatica, sensorimotor
deficits, and bowel and bladder dysfunction. cauda equina syndrome would elucidate the new sciatica, new
bowel incontinence, and increased bladder incontinence that began on 11/14/25).decided that lumbopelvic
fixation in addition to iliosacral or trans-iliac trans-sacral screws at S1 would provide her with the best
stability.SPINE SURGERY CONSULTATIONBilateral Comminuted sacral injuries with anterior subluxation
S1 on S2. Left-sided L3, L4, and likely bilateral L5 transverse
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process fractures.Comminuted displaced bilateral sacral alar fractures with anterior subluxation of S1 on
S2Left L3, L4 and L5 TP fractureSpinal-pelvic dissociationPatient admits unable to urinateNo rectal
toneLeft superior/inferior pubic ramus fracture.Right buttock subcutaneous hematoma without active
extravasation.OPERATIVE NOTEShe underwent spinopelvic fixation with L4-S1 posterior spinal fusion and
S1-2 laminectomy on 11/20.Orthopedics completed a transiliac transsacral screw fixation and spinal fusion
of L4-5 and S1-2 laminectomy on 11/20 and she remained in the hospital. She received 2 unit of blood after
the OR (operating room).During an interview on 02/04/2026 at 1:18 PM, the NHA confirmed the facility staff
had not reported R6's injury following facility policy. The NHA reported an investigation into the injury was
initiated on 11/18/25 when the management team was made aware but the root cause of the injury was
difficult to determine based on the information provided by R6 and the lack of witnesses. The NHA reported
that CNA G was disciplined for using a mechanical lift alone to toilet R6. The NHA reported staff were not to
use mechanical lifts alone as it was difficult to maneuver the lifts in the bathrooms. The NHA confirmed that
the facility staff should have identified the injury while performing daily cares for R6 and the expectation
was for facility staff to report any injuries, falls, or allegations of a fall.During an interview on 02/04/2026 at
3:52 PM, a timeline of R6's injury/fall, beginning on 11/14/25 until her hospitalization on 11/19/25, was
reviewed with the NHA. At 4:06 PM, The NHA confirmed there was a lack of documentation and follow-up
following R6's alleged fall from 11/14/25 and the management team had not been notified of the alleged fall
and injury until 11/18/25. The NHA reported that the expectation was for facility staff to immediately report
an actual and/or allegation of a fall and any new injuries.A picture of R6's injury was reviewed with the
NHA, and she confirmed that staff would have seen the bruise during ADL care based on the size and
extent of the injury and management should have been notified.The NHA confirmed that a copy of the
hospital records from 11/15/25 were not scanned into R6's Electronic Medical Record and reported that the
ER providers allegation of a fall on 11/14/25 would have been followed up with had facility staff obtained the
complete medical record and not just the After Visit Summary. The NHA reported that the expectation for
the Unit Managers was to obtain pertinent records for residents following hospitalizations to ensure
laboratory and diagnostic reports were reviewed and ensure that provider recommendations and changes
in treatment plans were identified and completed. Cauda equina syndrome (CES) is a rare but life-altering
disease resulting from compression of the nerve roots at the spinal cord's terminus. CES typically presents
with low back pain, sciatica, sensorimotor deficits, and bowel and bladder dysfunction. Owing to its rarity,
the condition is often missed, leading to significant morbidity and potential legal implications for
physicians.The literature reveals variability in the reported prevalence of CES, with incidence rates ranging
from 0.34 to 7 per 100,000 individuals annually. The timing of decompression remains debated. Some
studies report no significant difference in outcomes between decompression within 24 hours vs. 48 hours,
while others emphasize the importance of immediate intervention. Legal cases related to CES frequently
involve delayed diagnosis, with significant ramifications for physicians.Surgical decompression remains the
definitive treatment of CES, though the timing of surgery requires careful consideration to balance the
urgency of intervention with the risks of complications. Further research is needed to explore strategies that
would allow for improvement in identifying and treating patients with CES in a timely manner. Karikaran A,
[NAME] AH, [NAME] L, [NAME] N, [NAME] CP, Puvanesarajah V, [NAME] A. Cauda Equina Syndrome: A
Review of Classification, Diagnosis, Treatment, and Best Practices. JBJS Rev. 2025 [DATE];13(2). doi:
10.2106/JBJS.RVW.24.00156. PMID: 39937930.Review of the facility policy Fall Management last revised
7/8/25 revealed, The facility will identify hazards and resident risk factors and
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implement interventions to minimize falls and risk of injury related to falls.Practice Guidelines: 4. The
licensed nurse will complete: Incident/Accident Report.Document in the medical record and on the 24 Hour
Report/ dashboard.The licensed nurse will notify the attending physician and the responsible party of the
fall, and document the notification in the medical record.The nurse will communicate via the 24-hour report
/dashboard to the interdisciplinary team of the resident fall .Review of Fundamentals of Nursing ([NAME]
and [NAME]) 11th edition revealed, A comprehensive assessment offers direction for health promotion
recommendations and planning and implementing any acutely needed interventions. [NAME] RN, MSN,
PhD, FAAN, [NAME] A.; [NAME] RN, MSN, EdD, FAAN, [NAME] G.; Stockert RN, BSN, MS, PhD, [NAME]
A.; Hall RN, BSN, MS, PhD, CNE, [NAME]. Fundamentals of Nursing - E-Book . Elsevier. Kindle
Edition.Review of Fundamentals of Nursing ([NAME] and [NAME]) 11th edition revealed, (Nurses) are
accountable to report any significant changes in your patient's condition in a timely manner to the health
care provider and to document these changes in the patient's electronic health record (EHR). Timely and
truthful documentation is important to provide communication necessary among health care team
members. Documentation must be accurate. In the EHR, ensure that assessments are complete and
consistent with those completed previously. Ensure that you conduct your own assessment rather than
copying the previous assessment in the patient's medical record to ensure accuracy of information.Notify
other team members in a timely manner when changes in condition are triggered within the record. [NAME]
RN, MSN, PhD, FAAN, [NAME] A.; [NAME] RN, MSN, EdD, FAAN, [NAME] G.; Stockert RN, BSN, MS,
PhD, [NAME] A.; Hall RN, BSN, MS, PhD, CNE, [NAME]. Fundamentals of Nursing - E-Book . Elsevier.
Kindle Edition.
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