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

Level of Harm - Actual harm Based on record review and interview, the facility failed to ensure the proper repositioning of a dependent
resident was performed for 1 (#3) of 3 sampled residents reviewed for safe transfers.The regional nurse

Residents Affected - Few consultant identified 65 residents resided in the facility. Findings:On 02/11/26 at 12:00 p.m., Res #3 was

observed sitting in their recliner with their feet elevated. A bandage and dark purple bruising were observed
on their right forearm.On 02/11/26 at 1:24 p.m., Res #3 was observed sitting in their recliner and watching
television. A bandage and dark purple bruising were observed to their right forearm.An undated face sheet
for Res #3 showed the resident was admitted to the facility with diagnosis which included unspecified
pain.A quarterly assessment for Res #3, dated 12/03/25, showed the resident's cognition level was
moderately impaired with a BIMS score of 11. The assessment showed the resident was dependent with
activities of daily living and required the assistance of two staff.On 02/11/26 at 1:24 p.m., Res #3 was asked
about the bruising and the bandage on their right forearm. Res #3 stated CNA #1 and LPN #1 tried to pull
them up in bed. When CNA #1 leaned over them and pushed down on their arm while trying to move them
up in bed. Res #3 stated they hollered and told CNA #1 and LPN #1 their arm was hurting, but they
continued to move them up in bed.On 02/12/26 at 5:25 a.m., LPN #1 stated Res #3 had just returned from
the emergency room, and they assisted the resident to bed. LPN #1 stated CNA #1 reached over Res #3
and grabbed the draw sheet that was under the resident while LPN #1 put their arm under the resident's
knees to help move the resident up in bed. LPN #1 stated the resident stated, Ow my arm. LPN #1 stated
they stopped and readjusted the resident then finished moving the resident up in bed.On 02/12/26 at 10:01
a.m., CNA #1 stated them and LPN #1 assisted Res #3 to bed after they returned from the emergency
room. CNA #1 stated the resident needed to be moved up in the bed, so they reached across the resident
and grabbed the draw sheet that was under the resident on both sides and LPN #1 grabbed under the
resident's knees and they moved Res #3 up in bed. CNA #1 stated they never heard the resident complain
of pain. CNA #1 was asked if that was the correct way to move a resident up in the bed. They stated, No,
that one person should have been on each side of the bed and pulled the resident up in bed using the draw
sheet.On 02/12/26 at 10:12 a.m., the DON stated on 02/06/26 at 4:30 p.m., Res #3's family member had
called and informed them of the bruising to the resident's right forearm with a hematoma in the middle of it.
The DON stated CNA #1 stated they did not hear Res #3 say Ow, my arm and LPN #1 stated they heard it
and just assumed the resident referred to their chronic arm pain. The DON stated both employees were
written up and re-educated on the proper way to move a resident up in bed.In-service training
documentation, dated 02/06/26, was reviewed. The documentation showed all staff were re-educated on
proper transfers, repositioning techniques, and pain management/assessments.A quality assurance
meeting, dated 02/09/26, showed a performance improvement plan was established for improper
lifts/transfers and pain assessment/re-assessment compliance documentation.On 02/13/26 at 9:56 a.m.,
CNA #2 stated to assist a resident up in the bed they had to have one person on each side and use the
draw sheet to
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F 0684 move the resident up.On 02/13/26 at 10:00 a.m., LPN #2 stated if a resident complained of pain, you
repositioned first. LPN #2 stated pain medication was administered if the resident was still having pain and
Level of Harm - Actual harm charted in the medication administration record and nurses' notes. LPN #2 stated if it was not an everyday
pain then they documented in the nurse' notes, monitored, and notified the physician.On 02/13/26 at 10:10
Residents Affected - Few a.m., CNA #3 stated you lowered the head of the bed, one person was on each side of the bed, and they
used the pad or draw sheet to move the resident up.On 02/13/26 at 10:20 a.m., CNA #3 stated to move a
resident up in bed you had to have one person on each side of the bed. CNA #3 stated they used the draw
sheet to move the resident up in bed.On 02/13/26 at 10:35 a.m., restorative aide #1 stated you had to have
one person on each side of the bed and used the draw sheet or pad to move the resident up in bed.On
02/13 26 at 10:45 a.m. LPN #3 stated if the resident complained of pain they assessed, checked physician
orders, notified the physician if it was not chronic pain, completed a report sheet, and charted in the nurses'
notes.
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F 0697 Provide safe, appropriate pain management for a resident who requires such services.

Level of Harm - Minimal harm Based on observation, record review, and interview, the facility failed to ensure a resident was assessed for

or potential for actual harm pain while being repositioned in bed for 1 (#3) of 4 sampled residents reviewed for pain.The regional nurse
consultant identified 65 residents resided in the facility. Findings:On 02/11/26 at 12:00 p.m., Res #3 was

Residents Affected - Few observed sitting in their recliner with their feet elevated. A bandage and dark purple bruising were observed

on their right forearm.On 02/11/26 at 1:24 p.m., Res #3 was observed sitting in their recliner and was
watching television. A bandage and dark purple bruising were observed to their right forearm.A
Pain-Clinical Protocol policy, dated 10/2022, read in part, the staff and physician will identify the
characteristics of pain such as location, intensity, frequency, pattern, and severity. Staff will use a consistent
approach and a standardized pain assessment instrument appropriate to the resident's cognition level.An
undated face sheet for Res #3 showed the resident was admitted to the facility with diagnosis which
included unspecified pain.A physician order for Res #3, dated 08/28/23, showed Tylenol Arthritis Pain (pain
reliever) 650 milligrams every six hours as needed.A quarterly assessment for Res #3, dated 12/03/25,
showed the resident had a cognition level that was moderately impaired with a BIMS score of 11. A nurse's
note for Res #3, dated 02/05/26 at 2:44 a.m., showed the resident received Tylenol as requested.A care
plan for Res #3, revised 02/08/26, showed to monitor any skin changes, notify physician of blood blister and
changes as necessary until area resolved, and to monitor for pain and/or discomfort.On 02/11/26 at 1:24
p.m., Res #3 stated when they returned from the emergency room, CNA #1 and LPN #1 tried to pull them
up in bed. Res #3 stated CNA #1 leaned over them and pushed down on their arm while trying to move
them up in bed. Res #3 stated they hollered and told CNA #1 and LPN #1 their arm was hurting. Res #3
stated they continued to move them up in bed.On 02/12/26 at 5:25 a.m., LPN #1 stated Res #3 had just
returned from the emergency room, and they assisted the resident to bed. LPN #1 stated CNA #1 reached
over Res #3 and grabbed the draw sheet that was under the resident while they put their arm under the
resident's knees to help move the resident up in bed. LPN #1 stated the resident stated, Ow my arm. LPN
#1 stated they stopped and readjusted the resident then finished moving the resident up in bed. LPN #1
stated they did not assess the resident for new pain, just assumed it was the chronic shoulder pain they
complained about. LPN #1 stated they should have assessed the resident to see where the pain was,
reported they just administered the resident's pain medication, and made sure it was effective.On 02/12/26
at 10:01 a.m., CNA #1 stated them and LPN #1 assisted Res #3 to bed after they returned from the
emergency room. CNA #1 stated the resident needed to be moved up in the bed, so they reached across
the resident and grabbed the draw sheet that was under the resident on both sides and LPN #1 grabbed
under the resident's knees and they moved Res #3 up in bed. CNA #1 stated they never heard the resident
complain of pain. CNA #1 was asked if that was the correct way to move a resident up in the bed. They
stated, No, that one person should have been on each side of the bed and pulled the resident up in bed
using the draw sheet.On 02/12/26 at 10:12 a.m., the DON stated on 02/06/26 at 4:30 p.m. Res #3's family
member had called and informed them of the bruising to the resident's right forearm. The DON stated CNA
#1 reported they did not hear the Res #3 say Ow, my arm and LPN #1 stated they heard it and just
assumed the resident referred to their chronic arm pain. The DON stated both employees were written up
and re-educated on the proper way to move a resident up in bed. The DON stated LPN #1 was
reprimanded for their failure to assess the complaint of pain from Res #3 during transfer.
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