
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) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

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

Event ID: Facility ID: If continuation sheet 
Page 1  of      

245276 07/09/2025

Maplewood Rehabilitation Center 1900 Sherren Avenue East
Maplewood, MN 55109

F 0684

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

(continued on next page)

245276 4

11/20/2025



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      

245276 07/09/2025

Maplewood Rehabilitation Center 1900 Sherren Avenue East
Maplewood, MN 55109

F 0684

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review, the facility failed to ensure a resident's primary medical provider was notified 
of changes in condition for 1 of 1 resident (R1) who exhibited increased pain and extremity swelling after a 
fall, which required x-ray services, along with failure to ensure a physician order was acted upon for R1 after 
she returned from the emergency department (ED).Findings include: R1's quarterly Minimum Data Set 
(MDS), dated [DATE], identified severe cognitive impairment. R1's diagnoses included, but not limited to, 
diabetes, stroke, malnutrition, depression, bipolar disorder, chronic pain syndrome, insomnia, and vascular 
dementia. Additionally, R1 continued with hospice care. She was administered scheduled pain medication 
during the five days of the assessment period; however, no PRN medications and/or non-medication 
interventions for pain. R1 was unable to participate in the pain questionnaire and staff interview(s) indicated 
R1 lacked indicators of pain, or possible pain, during the assessment period. R1's May 2025 progress notes 
lacked pain related entries related to any R1 pain verbalizations and/or physical s/s of pain. R1's 
comprehensive care plan, identified, on 5/31/24, a pain care plan indicated R1's chronic pain and 
fibromyalgia (long-term condition causing widespread body pain, fatigue, etc.). Interventions directed staff to 
observe for signs of unmet pain and to report any increase in pain to MD/NP (medical doctor/nurse 
practitioner). A progress note, dated 6/12/25 at 9:48 p.m., identified R1 was found on the floor. R1 responded 
to staff she fell after they attempted to question her on fall details. An assessment was free of signs and/or 
symptoms (s/s) of injury, but she endorsed arm and back pain. Daughter, hospice, and on-call [facility] nurse 
were contacted. The note lacked evidence the medical provider was updated that evening. A Found on Floor 
Risk Management report, dated 6/12/25 at 7:45 p.m., identified the 6/12/25 progress note information, along 
with information R1's pain level was assessed at a 3 based on R1's negative vocalization (occasional moan 
or groan, low level of speech with a negative quality), her facial expression (sad, frightened, frown) and her 
body language (tensed, distressed pacing). The report indicated R1 was Agitated, forgetful, confused, did not 
always realize her limitations, and had dementia. The report lacked additional details to R1's agitation and/or 
any possibly associated behaviors. Additionally, the report lacked evidence the medical provider was 
updated. A hospice note, dated 6/12/25, indicated R1 was assessed by registered nurse (RN)-B in response 
to the fall. The assessment was free of fracture s/s. R1 was unable to verbalize pain. She laid in bed 
comfortably but appeared anxious and pulled at her clothing. Staff were instructed to utilize PRN pain 
medications. A progress note, dated 6/13/25, indicated the interdisciplinary team (IDT) meet and reviewed 
the fall. No injuries were identified. The nurse practitioner (NP) and the daughter were updated [time and/or 
route of the provider update was not identified]. R1's MARs, 5/1/25 through July 7/7/25 identified the 
following information:-Gabapentin in the evening for neurogenic pain each month.-Methadone 2.5mg twice a 
day: May (nine doses not administered due to her sleeping); June (18 doses not administered due to 
sleeping - seven instances prior to a 6/12/25 fall and 11 after); July (two doses not administered due to her 
sleeping).-Methadone 5mg (milligrams) at bedtime (HS) for chronic pain syndrome: May (with one dose not 
administered due to her sleeping); June (four doses not administered due to sleeping - one instance prior to 
the fall and three after); July (no missed administrations).-Tylenol 1000mg three times a day for pain: May 
(12 doses not administered due to her sleeping. Pain level monitoring indicated six shifts with documented 
pain, identified either a 2 or a 3 in intensity); June (27 doses not administered due to her sleeping and/or 
refusal - seven instances prior to the fall and 19 after. Pain level monitoring indicated no signs of pain prior to 
the fall and pain on four days with pain documented once as a 1, once as a 4, and twice as 6, after the fall); 
July (five doses not administered due to her sleeping and/or refusal. Pain level monitoring indicated three 
days with pain ranging from 4 to 5). -Hydromorphone PRN: May (no administrations); June (6/12/25 after the 
fall with a pain score of 8, and then on 6/20/25, 6/21/25, 6/23/25, 6/24/25 three times, 6/26/25, and 6/27/25 
with pain ranging from a 4 to a 10); July (administered three times with pain ranging from 4 to 5).-Morphine 
sulfate PRN: May (no administrations); June (administered on 6/23/25 - 6/28/25, once each day with pain 
ranging from 6 to 8); July (administered twice with pain at a 4). -R1's June MAR/TAR lacked evidence fall 
monitoring was implemented after the fall to monitor for fall related concerns. A hospice Physician Order, 
dated 6/16/25, identified R1's every four-hour lorazepam was discontinued and a new order for three times a 
day dosing was initiated. R1's medical record lacked evidence her medical provider was updated on the 
lorazepam order and/or was collaborated with prior to, or after this adjustment. On 6/20/25, a progress note 
indicated R1's left arm was painful to touch with facial grimacing that morning. The area was free of redness 
and swelling. Staff questioned on possible reasons for the pain with no reasons identified. R1 was assessed 
additionally by a hospice nurse and no s/s of injury were identified. The note lacked evidence the medical 
provider was updated. On 6/22/25, a progress note indicated R1's left arm was swollen. After hospice 
assessed, hospice initiated an x-ray order. The note lacked evidence the medical provider was updated. A 
left elbow x-ray Final Report, dated 6/23/25, identified the following: There is a transverse fracture of the 
distal humerus extending from the medial to the lateral epicondyle. There are no dislocations. There is 
considerable soft tissue swelling adjacent to the facture. Impression: Distal humeral intra-articular fracture. 
Emergency Department (ED) Orthopedic Surgery Consultation/H&P progress note, dated 6/23/25, identified 
repeat x-rays were obtained which identified left supracondylar humerus fracture with mild extension 
deformity. Additionally, other injuries were noted on post splinting x-rays which included a proximal radial 
shaft fracture. Due to this, and R1's endorsement of some degree of potential pain, a left forearm and left hip 
x-rays were ordered; however, despite recommendations to stay for continued assessment, the daughter 
wished R1 returned to the nursing home and R1 was discharged back to the nursing home against medical 
advice (AMA). The provider instructed R1 to keep the extremity elevated and apply ice PRN to help improve 
pain and swelling, along with a non-weight bearing status. An After Visit Summary, dated 6/23/25, instructed 
an orthopedic/sports medicine referral for symptom recheck with a referral/Follow-Up Appointment within one 
week, and designated this appointment urgent, for the distal humerus fracture. The summary lacked 
recommendations for elevation, ice, and/or weight bearing status. Additionally, the summary lacked evidence 
staff addressed the appointment or acknowledged the referral order. R1's June 2025 Treatment 
Administration Record (TAR) lacked evidence an orthopedic appointment was made. R1's medical record 
lacked evidence R1 was assessed by her medical provider(s) after her fall on 6/12/25, or after her return 
from the ED on 6/23/25. R1's progress note, dated 6/24/25, at 1:52 a.m., identified the nurse was aware R1 
required an orthopedic referral; however, the progress note does not indicate what occurred with this 
information. Documentation was requested related to medical provider update(s) and visits since 6/12/25. No 
visit evidence was provided, and the only clinic updates were on 6/23/25 to triage to update on the x-ray 
results and one to nurse practitioner (NP)-A that indicated the following: Pt under hospice care and was sent 
to the ER per hospice instruction. No orders and/or recommendations were identified. When interviewed via 
telephone on 7/7/25, at 12:14 p.m., R1's family member (FM)-A expressed significant concerns related to 
R1's post-fall management and fracture identification. FM-A explained it should not have taken a family 
assessment of R1's expressed pain to determine there was an issue. FM-A endorsed continued concerns 
related to R1's status after the fall as R1 appeared heavily sedated and drooling, where she was unable to 
control her mouth muscles. Additionally, R1 slept more than normal and was not talking. FM-A stated there 
were conversations R1 was going to graduate from hospice due to her overall stability; however, now R1 
needed continued hospice support because of the fall and her associated declines. FM-A explained, prior to 
the fall, R1 was able to use her left arm to assist herself with eating. Now, due to the fall and the fracture, she 
was dependent on staff for eating and R1 was barely eating. On 7/7/25, at 1:23 p.m., and on 7/8/25, at 10:11 
a.m., interactions with R1 were attempted; however, there were no verbal responses elicited. When 
interviewed via telephone on 7/8/25, at 11:33 a.m., hospice RN-A stated that prior to R1's fall, R1 was able to 
eat independently with setup, was at baseline, and was free of any significant declines. After the fall, and in 
response to the fall, R1 displayed more pain and sounds like she is eating less. They are now having to help 
her eat. During a telephone interview on 7/8/25, at 12:08 p.m., RN-B stated that on 6/12/25, during her 
assessment, she identified contractures to R1's left arm but did not identify any fracture concerns, nor did R1 
show any increased pain. However, R1 pulled on her clothing and appeared anxious. RN-B indicated she 
questioned staff on this, as she had not worked with R1 before, to which staff reported this was typical for 
R1. RN-B stated she encouraged staff to utilize PRN pain medications for R1. RN-B expressed she expected 
facility staff updated the medical provider related to falls and any associated pain to ensure continued 
collaboration between the medical provider, hospice, the facility, and family. When interviewed via telephone 
on 7/8/25, at 1:13 p.m., R1's nurse practitioner (NP)-A stated R1 was not one to complaint of pain and her 
status fluctuated based on the day and time where R1 was so difficult to read; however, prior to the fall, R1 
was overall stable. Hospice contemplated discharging her, but due to the fall, this did not occur. NP-A stated 
R1 overall looks about the same. but maybe [she was] not eating as much. NP-A identified R1's anxiety was 
very stable. NP-A identified she had not assessed R1 after her fall and/or after she was alerted to the x-ray 
results. She was aware R1 presented to the ED, and she indicated pain management was the main goal for 
R1 which was primarily managed by hospice. Additionally, as hospice was involved, hospice determined 
processes going on. NP-A stated fracture associated swelling could show up basically any time after a fall 
which was dependent on each patient individually. She was unable to estimate when she would expect such 
swelling to show up with R1. Further, she indicated as R1 was medicated already with scheduled pain 
medication, it potentially was harder to tell if R1 experienced increased pain. During an interview on 7/8/25, 
at 2:28 p.m., LPN-B stated she was expected to update the medical provider on any fall, along with hospice if 
applicable, in which she was to call the provider shortly after the fall. LPN-B stated R1's only complaints 
during the post-fall assessment were arm and back pain, which were not new complaints for R1 due to 
generalized pain. LPN-B indicated R1 had episodes where R1 took off her gown and staff had to keep 
putting it back on: It was one of those nights. LPN-B further explained that evening, R1 also attempted to get 
her legs off the bed which prompted multiple encounters of repositioning R1 to her back. Due to R1 being 
provided her bedtime medication, she was unable to give R1 any additional medications for the gown 
removal and leg actions. It was approximately 10 to 15 minutes after staff repositioned R1 due to these 
actions that she was found on the floor: [the fall] happened quick. LPN-B indicated R1's intake after the fall 
had lessened due to no longer being able to use her left hand to help herself eat, and she was more quiet 
and sleeping more but overall, she did not feel R1 showed any additional declines. During this interview, 
LPN-B indicated she contacted the on-call medical provider after the fall and they instructed her to call 
hospice. When interviewed on 7/8/25, at 2:49 p.m., RN-C stated prior to R1's fall, R1 really never showed 
signs of pain. R1 was always sleepy with no expression. If R1 were to show signs of increased pain, she was 
expected to update the provider and the nurse manager. On 6/22/25, around 4:00 p.m. or so, RN-C 
examined R1's arm based on R1's daughter's concerns that R1 had a fracture due to the arm being swollen. 
Her assessment of R1 identified swelling on the left arm, just above the elbow to the wrist area. RN-C 
explained when R1's arm was looked at, she could see from R1's facial expression she was in pain. In 
response, she called the on-call facility nurse who instructed her to contact hospice. Hospice, after their 
assessment, ordered an x-ray and informed her he wished for the x-ray to be completed that evening; 
however, if the x-ray company was unable to come out, then the x-ray would get done the next night. She 
ended her shift prior to the x-ray being completed that evening. RN-C identified she did not call the medical 
provider related to R1's arm swelling and/or the need for the x-ray. During an interview on 7/8/25, at 3:09 p.m.
, the health information manager (HIM) stated she and a health information assistant (HIA) typically 
processed orders. She explained, when a resident went to the ED, once they returned, they reviewed the 
after-visit summary for any order changes and/or appointment referrals. Unscheduled appointment referrals 
required them to make the appointment. They then placed these appointments on the TAR for staff 
notification. If the resident returned at a time, they were no longer there to process orders, they expect the 
nurse to review the after-visit summary for changes and place the summary in a designated bin for review 
once she and/or the HIA returned to work. There was no official audit completed to ensure appointments 
were made; however, they had a process to ensure things were not missed prior to the orders/after visit 
summary being scanned into the system, but she commented that there were more than just her and the HIA 
that scanned things into the medical record. The HIM reviewed R1's after visit summary and indicated the 
ortho appointment required a call to hospice for approval. She was unaware of this appointment for R1, or if 
anyone had spoken to hospice. She confirmed there was no indication on the after-visit summary to identify it 
was processed per the expectations, nor was there an appointment on R1's TAR. She expected a progress 
note in R1's record to indicate the follow-up for this appointment and hospice's response. During an interview 
on 7/8/25, at 3:28 p.m., the HIA stated any after visit summaries provided after hours were expected to go 
into a bin for her and the HIM to review. During this process, she reviewed for any changes, which included 
appointments. The HIM explained once the appointment was made, it was entered into the TAR. The HIA 
explained when there was an appointment, she expected the after-visit summary to have the appointment 
information highlighted. This was either done by the nurse or by her. If the summary just had an appointment 
indication, she would not expect any signatures or acknowledge of processing on the summary, but the 
appointment would be highlighted. The HIA indicated there was overall no process to ensure all 
orders/appointments on the after-visit summaries were completed prior to being scanned into the medical 
record. She identified R1's ortho appointment should have been setup, but explained this only would have 
been processed after approval from hospice was provided. She denied any prior instances where hospice 
had declined such follow up. The HIM verified she scanned the summary into R1's medical record and stated 
she was busy and probably overlooked it. When interviewed on 7/8/25, at approximately 3:45 p.m., the 
director of nursing (DON) stated after-hours and on the weekends, orders were initially processed by the 
nurse, but not necessarily an appointment order. She expected some sort of note, or indication, that this 
needed to be scheduled to decrease the risk of it getting missed. Further, she expected some sort of 
acknowledgement on the order, or after visit summary, along with any appointments on the TAR, to indicate 
it was taken care of, either by the nurse, the HIM, or the HIA. For R1's ortho appointment, she expected the 
ortho appointment to initially be placed into R1's order set until the appointment was clarified with hospice. 
She was unaware of this appointment, and she was under the understanding no follow-up appointments 
were to be required. Hospice would manage her pain but nothing above and beyond this would be done. She 
expected R1's chart to reflect this such information. Additionally, when staff noted R1's arm swelling and 
increased pain, she expected staff to update the medical provider, in addition to hospice. She explained, 
most often R1's medical provider deferred to hospice; however, this did not negate the fact the medical 
provider was ultimately the primary provider and make the overall medical decisions. The DON further 
expected such provider conversations and recommendations to be placed into the medical record. When 
interviewed via telephone on 7/9/25, at 10:56 a.m., nursing assistant (NA)-A stated she was R1's primary NA 
on 6/12/25 and placed R1 into bed for the night after evening cares, about 30 minutes after R1 finished 
supper: Maybe around 6:30 p.m. NA-A explained, that evening, R1 was restless the whole shift, and she had 
not witnessed such restlessness from R1 before. Typically, R1 was restless in the evening, but typically only 
removed her gown; however, that shift, R1 kicked out the pillows they used for positioning which was 
abnormal for [R1]. Additionally, R1 took off her gown, the blankets, pillows, everything. Both herself and the 
nurse had to replace the gown, the pillows, and reposition R1 multiple times when they checked on her. 
NA-A was unsure as to why R1 was restless, as when she attempted communication with R1, R1 would just 
look at her. During a follow-up telephone call on 7/9/25, at 11:08 p.m., LPN-B clarified she did not call the 
on-call medical provider the evening of the fall [to update on the fall and/or increased restlessness]. She only 
updated family, the hospice nurse, and the on-call facility nurse. She explained once a resident signed up for 
hospice, it was her understanding they only had to call hospice. When interviewed via telephone on 7/9/25, 
at 11:24 a.m., LPN-C stated if a resident showed increased pain and/or facial grimacing, she was expected 
to update the nurse manager as they would know additional resident information. She would then follow their 
direction; however, she would update the medical provider for anything medical, or any changes in condition. 
When LPN-C assessed R1 for pain on 6/20/25, R1's left extremity was painful to touch and R1 displayed 
facial grimacing when her arm was touched. Additionally, made noises at this same time. LPN-C was unsure 
if R1 had pain in her left extremity prior to the fall; however, also indicated this is a normal response for [R1]. 
R1's arm was free of swelling, and it was not red, there was nothing to give clue that something was there. 
She thought maybe R1 pulled her hand or arm too strong during a transfer, or something like that. She 
indicated she did not update the medical provider, only the nurse manager and hospice. During an interview 
on 7/9/25, at 12:41 p.m., the assistant director of nursing (ADON) identified herself as R1's unit manager and 
stated that on 6/12/25, she expected, if R1 was restless, non-pharmacological interventions, and then PRN 
medications, were to be utilized. If those still did not decrease the restlessness, provider contact was to be 
completed. The ADON identified she was updated about R1's pain on 6/20/25. She explained she instructed 
the nurse to contact hospice and the medical provider. She confirmed with the nurse hospice was updated, 
who instructed to continue to monitor and utilize pain medications; however, she did not confirm with the 
nurse if the medical provider were updated. She explained even though NP-A most likely would have 
deferred to hospice, she still should have been updated regardless as R1 was still her patient. This also 
provided the opportunity for collaboration between hospice and the medical provider, We all work together. 
The ADON stated R1 at baseline took significant narcotic medication for pain management and thus, she 
typically did not show signs of pain. If R1 displayed facial grimacing, this was a warning to her there was 
something going on that required addressing. The ADON stated the HIM and the HIA manage appointment 
setup and R1's ortho appointment was expected to be setup, especially as the facility had ortho follow-up 
that could be done inhouse. During a follow-up via telephone interview on 7/9/25, at 4:30 p.m., NP-A stated 
staff usually contacted the clinic to provide updates, or they called her personally and left a voicemail, or they 
sent her an email. In relation to R1's 6/20/25 complaints of pain, NP-A stated that anything related to pain 
was expected to be managed by hospice and she expected staff to update hospice versus her. In such 
cases, the hospice nurse would then consult with the hospice provider. NP-A identified she had yet to talk to 
R1's daughter about R1's status as this was a hospice responsibility. NP-A stated for R1's ortho follow-up 
hospice was responsible to authorize this, and she felt this was not a required appointment for R1; however, 
if the order was provided, she expected it was at least followed up on. She indicated the facility had 
orthopedics that was able to come to the facility and this was something that could be setup for R1. A policy 
related to order processing was requested; however, the DON indicated the facility lacked a specific policy 
related to this. A Notification of Changes policy, dated 3/2024, indicated changes in a resident's condition, or 
treatment, or an accident that may require physician intervention, were to be reported timely to the attending 
physician, or delegated nurse practitioner, to assist in decisions related to care, treatment and preferences to 
address the changes.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review, the facility failed to implement individualized interventions to reduce the risk 
of falls for 1 of 3 residents (R1) reviewed for accidents. This resulted in actual harm for R1 who sustained 
fractures after a fall from bed, and required emergency medical care. Findings include: R1's significant 
change Minimum Data Set (MDS) Falls CAA (Care Area Assessment) Worksheet, dated 11/6/24, identified 
R1 was diagnosed with vascular dementia, end stage chronic disease, diabetes, bipolar disorder, and pain 
syndrome. She required staff assistance and triggered falls related to daily scheduled antianxiety 
medications. She was free of falls in the past year. She was enrolled in hospice (end of life) care since 
6/2022. R1 was non-ambulatory and was bed-bound. At times, R1 lacked verbal responses and was 
impacted by flexion contracture of the upper extremity. R1's quarterly MDS, dated [DATE], identified severe 
cognitive impairment. R1 required overall dependence on staff for her activities of daily living (ADLs) with 
substantial/maximal assistance for rolling from side to side while in bed. R1's diagnoses included, but not 
limited to, stroke, chronic pain syndrome, and moderate vascular dementia. Additionally, R1 continued with 
hospice and displayed episodes of bowel and bladder incontinence. R1 was free of falls in the previous three 
months. R1's admission Record, printed 7/7/25, identified the following additional diagnoses: 
obsessive-compulsive disorder (mental health condition with unwanted thoughts and repetitive behaviors), 
fibromyalgia (long-term condition causing widespread body pain, fatigue, etc.), and weakness. R1's 
comprehensive care plan, identified, on 5/31/24, R1 was determined to have an ADL deficit related to many 
of the above diagnoses along with back contractures that caused her to lean forward at times. One of the two 
goals was to remain free of falls/sliding out of bed to the floor. Interventions directed R1 to be laid down 
around 7:00 p.m. - 7:30 p.m. and if R1 was agitated, she was to be up in the broda chair (specialized chair to 
help support head, neck, spine) by the nurses' station for observation. R1's comprehensive care plan, 
identified, on 5/31/24, R1 had a history of falls with risk factors related to morbid obesity, right sided 
weakness secondary to her history of stroke, gout (form of arthritis), COPD (chronic obstructive pulmonary 
disease), chronic pain, incontinence, dementia and end state renal disease. [R1] becomes agitated and 
restless at times. R1's goal was to remain free of falls. On 6/12/25, interventions directed a few of the 
following: bariatric bed for comfort and to help prevent falls from bed, broda chair for comfort, and Place in 
staff view when restless. R1's comprehensive care plan, identified on 5/31/24, R1 had a potential for altered 
mood state due to bipolar disorder with depression and anxiety where she was anxious and/or hot at times 
and will take blankets off. Additionally, she had episodes of restlessness, asking repetitive questions, and/or 
yelling out for her brother when he is not there. Goal was for R1 to be less anxious after staff interventions. 
Interventions directed medications per physician orders, to provide reassurance and TLC (tender loving 
care), and to remind resident to use distraction strategies when worried such as deep breathing, watching 
TV, and to assist with re-dressing with encouragement to keep clothing on. R1's June 2025, Medication 
Administration Record (MAR), identified an order for lorazepam (anti-anxiety) medication every four hours 
with an evening dose scheduled at 6:00 p.m., along with every four hours as needed (PRN) dosing. The 
MAR identified no PRN dosing was administered. An Administration Details report printed 7/9/25, identified 
R1 was administered the scheduled 6:00 p.m. lorazepam at 5:05 p.m. R1's June 2025 Medication 
Administration Record (TAR), identified staff documentation each shift for Non-Pharmacological Pain 
Interventions. 6/12/25's, evening section identified a 0 correlating to No interventions needed. Additionally, 
another section instructed each shift for the nurse to offer pain medication and anti-anxiety medication 
throughout the shift as R1 would often not ask for these medications. Documentation for this identified a 0. A 
Found on Floor Risk Management report, dated 6/12/25 at 7:45 p.m., identified the 6/12/25, progress note 
information, along with information R1's pain level was assessed at a 3 based on R1's negative vocalization 
(occasional moan or groan, low level of speech with a negative quality), her facial expression (sad, 
frightened, frown) and her body language (tensed, distressed pacing). The report indicated R1 was Agitated, 
forgetful, confused, did not always realize her limitations, and had dementia. An immediate interaction 
initiated was to Check and change after dinner [supper]. A section labeled Predisposing Situation Factors (i.e.
, rolled out of bed, reaching for something, exhibiting behaviors, toileting needs, responding to hunger/thirst 
needs, other, etc.,) lacked indication of any such identified factors. The report lacked additional details to 
R1's agitation and/or any possibly associated behaviors. Additionally, the report lacked identification of 
potential issues related to care plan intervention implementation concerns. A progress note, dated 6/12/25 at 
9:48 p.m., identified R1 was found on the floor (earlier in the shift) after her roommate updated staff to this 
location. R1 responded to staff she fell after they attempted to question her on fall details. An assessment 
was free of signs and/or symptoms (s/s) of injury, but she endorsed arm and back pain. The note identified 
R1 did not hit her head. She was checked and changed (for incontinence) around 7:45 p.m. (after the fall and 
returned to bed). Daughter, hospice, and on-call (facility) nurse were contacted. A hospice note, dated 
6/12/25, indicated R1 was assessed by registered nurse (RN)-B due to an unwitnessed fall from bed while 
R1 attempted to self-transfer. The assessment was free of fracture s/s. R1 was unable to verbalize pain. She 
laid in bed comfortably but appeared anxious and pulled at her clothing. A Task Follow Up Question Report, 
dated 6/12/25, identified a section labeled Behavior. That day, documentation occurred at 12:04 a.m., 12:49 
p.m., 9:01 p.m., and 10:54 p.m. Each time frame identified the following questions: Number of times behavior 
occurred during your shift, Behavior Approaches, Trend. All time-frame responses were charted Not 
Applicable. The 9:01 p.m. entry was documented by nursing assistant (NA)-A. The report lacked indication of 
what behavior(s) were monitored or indication of R1's agitation/restlessness that shift. A progress note, 
dated 6/13/25, indicated the interdisciplinary team (IDT) meet and reviewed the fall. They identified R1 fell 
from bed after dinner [supper] when she became restless due to needing her brief to be changed and fell. R1 
at times had difficulty verbalizing her needs and thus staff anticipated these. R1 was on psychotropic and 
narcotic medications. No injuries were identified. An intervention was implemented to check and change R1 
after dinner (supper). The nurse practitioner (NP) and the daughter were updated. The note lacked evidence 
there was identification there were care plan implementation concerns. R1's medical record, information 
dated between 6/12/25 and 6/19/25, lacked evidence R1 showed a significant increase in pain from her 
baseline, and/or left arm swelling. On 6/20/25, a progress note indicated R1's left arm was painful to touch 
with facial grimacing that morning. The area was free of redness and swelling. Staff questioned on possible 
reasons for the pain with no reasons identified. R1 was assessed additionally by a hospice nurse and no s/s 
of injury were identified. On 6/22/25, a progress note indicated R1's left arm was swollen. After hospice 
assessed, an x-ray order was placed. A left elbow x-ray Final Report, dated 6/23/25, identified the following: 
There is a transverse fracture of the distal humerus extending from the medial to the lateral epicondyle. 
There are no dislocations. There is considerable soft tissue swelling adjacent to the facture. Impression: 
Distal humeral intra-articular fracture. Emergency Department (ED) Orthopedic Surgery Consultation/H&P 
progress note, dated 6/23/25, identified repeat x-rays were obtained which identified left supracondylar 
humerus fracture with mild extension deformity. Additionally, other injuries were noted on post splinting 
x-rays which included a proximal radial shaft fracture. Due to this, and R1's endorsement of some degree of 
potential pain, a left forearm and left hip x-rays were ordered; however, despite recommendations to stay for 
continued assessment, the daughter wished R1 returned to the nursing home and R1 was discharged back 
to the nursing home against medical advice (AMA). R1's progress notes, and a facility Risk Management 
Incident Report log, lacked evidence R1 was involved in any additional incidents between her 6/12/25 fall 
and 6/22/25, which may have contributed to the fracture diagnoses. NAR (nursing assistant) Care Sheets, 
provided 7/7/25, directed R1 was to be checked and changed after dinner [supper], check, change and 
reposition every two hours, keep close to the nurses' station, use pillows to position in bed, and when 
agitated, get up in the wheelchair. Care Sheets for 6/12/25 were requested; however, interviews identified 
these sheets were not saved. When interviewed via telephone on 7/7/25, at 12:14 p.m., R1's family member 
(FM)-A expressed significant concerns related to R1's post-fall management and fracture identification. FM-A 
explained it should not have taken a family assessment of R1's expressed pain to determine there was an 
issue. FM-A endorsed continued concerns related to R1's status after the fall as R1 appeared heavily 
sedated and drooling, where she was unable to control her mouth muscles. Additionally, R1 slept more than 
normal and was not talking. FM-A stated there were conversations R1 was going to graduate from hospice 
due to her overall stability; however, now R1 needed continued hospice support because of the fall and her 
associated declines. FM-A explained, prior to the fall, R1 was able to use her left arm to assist herself with 
eating. Now, due to the fall and the fracture, she was dependent on staff for meals and R1 was barely eating. 
FM-A reported she visited R1 often, and at times during these visits, R1 moved her legs a little bit, but 
otherwise stayed where staff placed her. On 7/7/25, at 1:23 p.m., and on 7/8/25, at 10:11 a.m., interactions 
with R1 were attempted; however, there were no verbal responses elicited. When interviewed via telephone 
on 7/8/25, at 11:33 a.m., hospice RN-A stated that prior to R1's fall, R1 was able to eat independently with 
setup, was at baseline, and was free of any significant declines. After the fall, and in response to the fall, R1 
displayed more pain and sounds like she is eating less. They are now having to help her eat. During a 
telephone interview on 7/8/25, at 12:08 p.m., RN-B stated that on 6/12/25, during her assessment, she 
identified contractures to R1's left arm but did not identify any fracture concerns, nor did R1 show any 
increased pain. However, R1 pulled on her clothing and appeared anxious. RN-B indicated she questioned 
staff on this, as she had not worked with R1 before, to which staff reported this was typical for R1. When 
interviewed via telephone on 7/8/25, at 1:13 p.m., R1's nurse practitioner (NP)-A stated R1's status 
fluctuated based on the day and time and R1 was so difficult to read; however, prior to the fall, R1 was 
overall stable, where hospice contemplated discharging her, but due to the fall, this did not occur. NP-A 
stated R1 overall looks about the same. but maybe [she was] not eating as much. NP-A identified she had 
not assessed R1 after her fall and/or after she was alerted to the x-ray results. NP-A indicated pain 
management was the main goal for R1 which was primarily managed by hospice. NP-A stated fracture 
associated swelling could show up basically any time after a fall which was dependent on each patient 
individually. She was unable to estimate when she would expect such swelling to show up with R1. During 
an interview on 7/8/25, at 2:28 p.m., licensed practical nurse (LPN)-B stated, other than the fall on 6/12/25, 
she was unaware of any additional incidents/events related to R1. LPN-B explained R1 fell during the 
evening medication pass and R1's only complaints during the fall assessment were arm and back pain, 
which were not new complaints for R1 due to generalized pain. LPN-B indicated R1 had episodes where R1 
took off her gown and staff had to keep putting it back on: It was one of those nights. LPN-B further 
explained that evening, R1 also attempted to get her legs off the bed which prompted multiple encounters of 
repositioning R1 to her back. Due to R1 being provided her bedtime medication, she was unable to give R1 
any additional medications for the gown removal and leg actions. It was approximately 10 to 15 minutes after 
staff last repositioned R1 due to these actions that she was found on the floor: [the fall] happened quick. 
LPN-B indicated R1's intake after the fall had lessened due to no longer being able to use her left hand to 
help herself eat, and she was more quiet, and sleeping more, but overall, she did not feel R1 showed any 
additional declines. When interviewed via telephone on 7/9/25, at 10:56 a.m., NA-A stated she reviewed the 
NAR group sheets for resident fall interventions and was expected to ensure these were implemented. NA-A 
identified she was R1's primary NA on 6/12/25 and placed R1 into bed for the night after evening cares, 
about 30 minutes after R1 finished supper: Maybe around 6:30 p.m. NA-A explained, that evening, R1 was 
restless the whole shift, and she had not witnessed such restlessness from R1 before. Typically, R1 was 
restless in the evening, but typically only removed her gown; however, that shift, R1 kicked out the pillows 
they used for positioning which was abnormal for [R1]. Additionally, R1 took off her gown, the blankets, 
pillows, everything. Both herself and the nurse had to replace the gown, the pillows, and reposition R1 
multiple times when they checked on her. NA-A was unsure as to why R1 was restless, as when she 
attempted communication with R1, R1 would just look at her. In response, NA-A identified she told R1 to 
calm down and to tell her if she needed anything. NA-A stated, despite R1's restlessness, R1 remained in 
bed. NA-A reported, at the time of R1's fall, she was on break; however, identified there were times before 
that when R1 was not in view of staff. NA-A indicated that on 6/12/25 she was unaware R1's care plan 
directed R1 to be kept in view of staff when she was restless or a designated bedtime. During a follow-up 
telephone call on 7/9/25, at 11:08 p.m., LPN-B stated she was expected to follow fall interventions identified 
in the care plan, on the group sheets, and on the treatment administration record (TAR). She was unaware 
during the interview of what these interventions were for R1 on 6/12/25, but she stated all R1's fall 
interventions were followed that shift prior to the fall. Since the fall, R1 now had a fall mat on the one side 
that she tries to swing herself off of. LPN-B indicated R1 had shifts where she was more agitated with 
attempts to take her clothing off and thus when R1 was out of bed, she was placed in the hallway and visible 
by the nurse's medication cart unless engaged in activities. LPN-B expressed that R1's care plan, as directed 
on 6/12/25, should have specified what to do with her after she was placed into bed for the evening, and she 
became restless versus just the direction of place in staff view when restless. LPN-B indicated she would 
have known how to interpret this intervention if it were day hours; however, was unsure what that would have 
meant during bedtime. LPN-B explained R1 started to become restless once staff put her into bed on 
6/12/25, which she suspected was around 7:00 p.m. or so. LPN-B identified R1 remained in bed that 
evening, despite her restlessness, and there were periods of time R1 was not within view of staff prior to her 
fall. When interviewed on 7/9/25, at 12:41 p.m., the assistant director of nursing (ADON) identified herself as 
R1's unit manager and stated she expected staff to follow the care plan, the Kardex (care plan driven 
summarization of designated interventions), and NAR group sheets at all times. The ADON explained that 
typically R1 was outside of her room and was expected to be by the nurse's station and/or medication cart to 
be within view of staff; however, she followed up with R1 did not require 24-hour supervision. The ADON 
stated staff put [R1] to bed too early right after dinner [supper], as R1 normally stays up for a bit, at least until 
after 7:00 p.m. Additionally, she stated, if [R1] is restless, that means she probably does not want to lay 
down. The ADON was questioned on her understanding of R1's 6/12/25, intervention to keep in line of site of 
staff when restless and indicated this was open to interpretation and was unable to comment further on this 
intervention expectation. In follow-up however, she indicated this was one of the reasons this was adjusted 
after the fall. If R1 was restless, she expected the NA would have alerted the nurse, the nurse would have 
assessed and hopefully determined R1 did not want to lay down as it was too early. Additionally, 
non-pharmacological interventions should have been utilized such as ensuring the fan was on as maybe she 
was hot, and if those such interventions were not effective, utilization of as needed medication(s) would be 
tried. If those still did not decrease the restlessness, provider contact was to be completed. During this, staff 
should have reviewed the NAR group sheets to which they would have noted the fall interventions and 
maybe one of them would have made a difference. During an interview on 7/9/25, at 2:23 p.m., the director 
of nursing (DON) stated she expected staff to follow the care planned fall interventions: Simple as that. 
Potential risk factors of not following these increased fall risk, and thus, injury risk. When questioned on the 
expectation for R1's fall intervention of in view of staff when restless, she indicated this was vague; however, 
identified this meant in a public space where staff are commonly stationed and can easily turn their head and 
view her.out of her room. Due to this, when R1 was restless, she should have been placed in her chair and 
brought out of her room. When interviewed on 7/9/25, at 3:14 p.m., the administrator expected staff to follow 
the care plan and NAR group sheets as these identified fall interventions in which both sources were 
expected to match each other. Due to this, the group sheets were printed daily, or when changes were made 
during the shift. She indicated staff did not use the Kardex due to this process. If staff questioned information 
on these, she stated she expected they referred to the nurse or the nurse manager. The administrator 
explained, after R1's fall, they initiated an internal investigation; however, information provided to them at 
that time, compared to information received from staff after the surveyor entered the facility, differed slightly. 
This difference centered overall on R1's restless behaviors prior to the fall and staffs' response to her 
restlessness. It was her understanding, once LPN-B contacted the on-call nurse manager, it was identified 
the care plan was followed that evening. If care plan issues would have been identified that evening, or 
during their investigation, the course of their investigation would have looked different. The administrator 
explained R1 was typically outside of her room by the nurse's station, and if she was restless, staff were 
expected to monitor R1 and additionally expected staff followed the intervention at that time for place her in 
view of staff. Due to some confusion about this intervention, this intervention was updated to provide more 
details to staff. Based on their investigation, the administrator indicated the fracture resulted from the fall on 
6/12/25, especially as she was found on her left side. During a follow-up telephone interview on 7/9/25, at 
4:30 p.m., NP-A stated she expected the fall care plan interventions to be followed and explained R1's care 
plan intervention for staff viewing when restless meant bringing R1 closer to the nurse's station that included 
getting her up out of bed. NP-A indicated she was not aware of concerns surrounding R1's fall and care plan 
interventions not being followed. A Care Planning policy, dated 1/6/22, identified interventions where derived 
from a thorough analysis of the information gathered as part of the comprehensive assessment (significant 
change MDS process) with a goal to identify problem areas and their causes and for the interventions to be 
targeted and meaningful to the resident. This was then used to develop the resident's daily care routines and 
was to be utilized by staff for the purposes of providing care or services to the resident. A Fall Prevention and 
Management policy, dated 2/2024, identified as part of its policy statement that one purpose of the protocol 
was to implement fall prevention interventions. The policy directed staff to identify interventions related to the 
resident's specific risks and causes to assist in fall prevention and fall complication minimization.
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