
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      

455493 10/31/2025

Vista Hills Health Care Center 1599 Lomaland Dr
El Paso, TX 79935

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)

455493 4

02/05/2026



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      

455493 10/31/2025

Vista Hills Health Care Center 1599 Lomaland Dr
El Paso, TX 79935

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 record review, the facility failed to ensure that residents received treatment and care in 
accordance with professional standards of practice for 1 (Resident #1) of 1 reviewed for quality of care. The 
facility failed to ensure staff acted in a timely manner to transfer Resident #1 to a hospital after radiologist 
confirmed a spiral femur fracture on 05/29/2025 at 11:51 PM and delayed response until 05/30/2025 at 06:32 
AM. This failure resulted in the resident receiving delay in emergency care services for a fractured femur and 
placed the resident at risk of further harm and injury.Findings included: Record review of Resident #1's 
admission record dated 10/15/2025 revealed an [AGE] year-old female with an initial admission date on 
09/22/2023 and readmission date on 06/03/2025. Resident #1 was discharged from facility at family's 
request on 06/09/2025. Record review of Resident #1 physical and health dated 06/05/2025 revealed the 
resident had a diagnoses of advanced dementia (a degenerative neurological condition that affects an 
individual's emotional regulation, memory, an ability to complete ADLs), dysphagia (an impairment in speech 
production due to disease or damage), PEG tube in place (a feeding tube for individuals who are orally 
limited), and was recovering from post-surgery from a right distal femur fracture (lower end of the femur near 
the knee). As per documentation, patient is a very poor historian with altered mental status, unable to 
participate in exam or questioning. Record review of Resident #1 MDS assessment dated [DATE] revealed 
under section C - cognitive patterns the resident did not have a BIMS score as it was coded resident is 
rarely/never understood. Under section GG - ADL self-care/mobility the resident was coded at a 1 which 
signified the resident was dependent on staff to complete activities for care and ambulation. Under section H 
- Bladder and Bowel, the resident was coded at a 3 which signifies the resident is always incontinent.Record 
review of Resident #1 care plan dated 06/20/2025 (date of cancellation) stated the resident had a cognitive 
and communication impairment with interventions being consult with family, provide an ideal environment, 
and ongoing monitoring for change in condition. Per her care plan, the resident had a potential for pain with 
interventions recommending to evaluate the effectiveness of pain interventions, identify and record previous 
pain history, and record and treat the resident's existing conditions.Record review of Resident #1's SBAR 
dated 5/29/25 written by RN G at 10:29 pm revealed situation had blood pressure of 136/70, pulse was 75, 
respirations were 18 per minute, oxygen level was 96 at room air. It was noted that there was a functional 
status change of swelling, redness, and pain to right knee. The symptoms had started on 05/29/25 and STAT 
2 vies right knee was ordered. It was suggested to continue monitoring and administer PRN pain medication 
every 4 hours for pain. Record review of Resident #1's Event note dated 5/29/25 written by RN G at 11:03 
pm revealed the location of event was in [Resident #1's] room, she was cognitive impaired, her right knee 
appeared to be painful to touch, and she noted that CNA C notified her of right knee appearance. She noted 
that Resident #1 right knee appeared swollen, some redness, warmth and painful to touch. She documented 
her vitals to be blood pressure was at 136/70, temperature was 98.8 Fahrenheit, pulse was 75 beats per 
minute, respirations were 18 per minute. Initial treatment provided was administer as needed Tylenol 325mg 
2 tablets every 4 hours for pain and STAT x-rays were ordered. Record review of Resident #1's MARS for 
month of May 2025 revealed she was administered Tylenol 325 mg 2 tablets for pain level of 2 and was 
signed off as effective at 11:38 pm. Record review of Resident #1's the x-ray provider Patient Report dated 
on 05/29/2025 revealed she had a spiral femur fracture and osteo-degeneration that was signed off by the 
Radiologist on 05/29/2025 at 11:51PM.Record review of Resident #1's EMS care report dated 05/30/2025 
revealed Resident #1 had right knee deformity and pain an exert from Narrative stated caregiver (family) 
stated occurred yesterday trying to move patient around and heard a pop, possible fall/ no head strike or 
LOC reported. The record added Resident #1's vitals were stable with a blood pressure of 118/86, oxygen 
saturation at 96% with 2 liters per minute on home concentrator, heart rate 86, oriented to smiles, sounds, 
and interactions, and MAP at 97. Resident #1 arrived at the local hospital and transferred into care on 
05/30/2025 at 07:22 AM.Record review of the hospital discharge for Resident #1 dated 05/30-31/2025 
revealed Resident #1 with a history of Alzheimer's dementia (a degenerative neurological condition that 
affects an individual's emotional regulation, memory, an ability to complete ADLs), PEG-tube dependence (a 
feeding tube for individuals who are orally limited), hypertension (high blood pressure), hypothyroidism (a 
endocrine diseases in which the thyroid gland does not produce enough thyroid hormones), depression (a 
psychiatric disorder in which an individual was experiencing sadness that interfered with daily living), and 
prior bilateral knee and hip arthroplasties (surgical procedure where both knees and hips are replaced with 
artificial parts) was evaluated after reports of knee pain and swelling. X-rays showed a spiral, mildly 
displaced fracture (broken bones that had moved out of their normal position) of the distal (outermost; near 
the knee) right femoral diaphysis (central part of a long bone) near the prior arthroplasty (surgical 
reconstruction) site, with no acute fracture to the left leg. The initial hospital history and physical listed 
status-post fall as the cause of injury; however, Provider H note documented that Resident #1 had not 
suffered a fall, and that a CNA reported hearing a popping sound from the knee when care was provided. 
Initial evaluation at local hospital, Resident #1 was not noted to be in any form of distress and was on oxygen 
via nasal cannula. Resident #1 was transferred for further orthopedic (branch of medicine specializing in 
bones) evaluation and further orthopedic and cardiac (branch of medicine specializing in the heart/blood 
vessels) consultations were obtained. On 05/31/2025, she underwent right distal femur periprosthetic 
fracture (a fracture that occurs around the components of implants) repair with percutaneous (procedure 
conducted via needle through skin) knee-aided reduction and intramedullary nail fixation (a surgical 
procedure involving the insertion of a metal rod through bone for stability), which was completed without 
complications. Post-operatively, she remained stable with no cardiac events and continued oxygen therapy. 
The discharge plan included GI/DVT Prophylaxis (prevention of blood clots), fall precautions, frequent 
reorientation (changing an individual's focus), and routine monitoring of labs.In an over the phone interview 
on 10/15/2025 at 02:43 PM, CNA C stated she went to provide incontinent change for the resident on 
05/29/2025 at approximately 09:00 PM. She stated she had used proper technique and placed one hand on 
the resident's back, one hand on the resident's buttocks, then placed the resident on an angle when she 
heard the pop. She stated Resident #1 did not acknowledge the noise nor complain about pain. She stated 
she went to retrieve RN G to conduct an assessment on the resident. She stated Resident #1 remained in 
bed for the entirety of care and had not fallen to the floor at any point. She stated she was unaware when the 
resident went to the hospital for care. She stated Resident #1 was a one-person assist at the time and she 
had performed care for Resident #1 independently before. She stated she was placed on suspension after 
the incident, she provided a statement to the facility and was allowed to return after the investigation was 
completed. She stated that she received in-service trainings for resident care and abuse, neglect, and 
exploitation when she returned from suspension. She stated she did not remember what date she returned to 
work. She stated the last in-service for abuse, neglect, and exploitation was held last week (10/6/25 - 
10/10/25). In an interview on 10/16/2025 at 04:47 PM over the phone with RN G, she stated that she worked 
the second shift (02:00 PM -10:00 PM) when the incident with Resident #1 occurred. Per RN G, CNA C was 
completing final rounds on 05/29/2025 at approximately 09:30 PM and requested RN G to look at the 
resident because she had heard a popping sound. She stated the resident was nonverbal and could not 
vocalize complaints. She stated she observed Resident #1 expressing dissatisfied facial expressions and 
inferred the resident was uncomfortable when pain assessment was completed. She stated the right knee 
appeared painful to touch, swollen, some redness, and warmth. She stated she notified ADON B and the 
Nurse Practitioner. She stated she received orders for a STAT x-ray. She stated the x-ray tech from the x-ray 
provider arrived at the end of her shift at approximately 10:00 PM when she was providing report to LVN E. 
She stated she paused her report to LVN E to assist the x-ray provider technician with x-rays. She stated she 
returned to finish report to LVN E, and notified him that the orders were STAT x-rays. She stated that STAT 
x-rays were used for emergency services and provided a rapid response. She stated she was notified that 
the resident was transferred to the local hospital due to significant findings in the x-ray on 05/30/2025. She 
stated that LVN E would be responsible for reviewing results and checking on the status during his shift. She 
stated that staff was trained to call the x-ray provider to find out the status of results if there was an extensive 
wait time from the time the technician had completed his task at the facility. She stated that if there were 
critical findings, the x-ray provider would call the facility. She stated that if critical findings are discovered, 
staff was trained to call the provider, notify The ADON, DON, and The Administrator. She stated Resident 
#1's femur fracture would have resulted in transfer to the local hospital with providers' orders. In an interview 
on 10/16/2025 at 11:35 AM over the phone with LVN E, he stated that he was the charge nurse for 3rd shift 
(10:00 PM - 06:00 AM) for the hall where Resident #1 resided on. He stated RN G provided report at 2nd to 
3rd shift change and notified him that CNA C had provided incontinence care to Resident #1 and heard a 
pop noise from Resident #1's right femur area. He stated that he did not recall if the STAT x-rays were ready 
during his shift. He stated he checked on the resident after he received report and repeatedly checked on 
Resident #1 throughout his shift. He stated Resident #1 did not display any grimace or vocalization of 
discomfort when he conducted rounds; As per clinical documentation, the resident had communication 
impairments. He stated there were no progress notes entered for a reason because there was nothing to 
report. He stated the resident was verbal but disoriented and confused from time to time. He stated that 
when something was wrong or significant in the findings, the x-ray provider would call the facility to provide 
notice to the charge nurse. He stated the x-ray provider did not call the facility during his shift on 05/29/2025 
at 10:00 PM to 05/30/2025 at 06:00 AM. He stated nurses could also log into the x-ray provider portal on the 
nursing station computers to obtain results. He stated that abnormal results would send notifications to the 
DON and ADONs. He stated he did not log in to the x-ray provider portal to review the STAT x-ray results 
because he was the only nurse in the night for 30 patients and was busy. He stated it is good clinical practice 
to follow-up with x-rays if you were aware that you had pending results. He stated he gave report to LVN D 
during the 3rd to 1st shift change. As per LVN E, he reported to LVN D that there were pending STAT x-ray 
results for Resident #1 and the results had not been checked by him while he worked 3rd shift. LVN E was 
heard projecting agitation in his tone while responding to surveyor. He became hostile during the interview 
and challenged the credentials of the surveyor for not being a nurse investigating a nursing facility. He 
became interruptive when being asked questions by surveyor. He was provided the option to terminate 
interview if he no longer wanted to participate in investigation. He stated he wanted to terminate over the 
phone interview at 11:44 AM. In an interview on 10/16/2025 at 10:32 AM with LVN D, he stated he 
remembered the incident involving Resident #1. He stated he came in for his shift at approximately 06:00 AM 
on 05/30/2025 and received report from LVN E. He stated LVN E had notified him that there were pending 
x-ray results from the previous shift. He stated he went to conduct a round check for Resident #1 who was 
asleep on 05/30/2025 at approximately 06:15 AM. He stated he proceeded to contact the x-ray provider to 
obtain findings on x-rays. He stated the x-ray provider notified him that the results were online and could be 
accessed on the x-ray provider portal. He stated that all nurses had access to the x-ray provider portal 
located on software at the nursing station computers. He stated x-rays results usually took 3-4 hours to come 
in after the x-ray provider technician had captured the imaging. He stated that STAT x-rays were urgent and 
provided a more rapid response. He stated he contacted the x-ray provider to follow up on results because of 
clinical knowledge and experience. LVN D stated that a resident with a fracture was considered a significant 
finding, and results should be provided to the providers immediately. LVN D stated he contacted the Nurse 
Practitioner on 05/30/2025 at approximately 06:30 AM and was provided orders to send Resident #1 to the 
hospital. LVN D stated he contacted EMS on 05/30/2025 at approximately 06:32AM for Resident #1 to be 
transported to the hospital. He stated that a 7-hour delay was not considered a rapid response to the critical 
findings of the incident.In an interview on 10/15/2025 at 02:31 PM with ADON A, she stated that nurses were 
allowed to order STAT x-rays from the x-ray provider with the order approval from the nurse practitioner or 
physicians. She stated that results were sent to the ADONs' and DON's email with the radiologist's findings. 
She stated she did not have the email from this incident. She stated that charge nurses were additionally 
notified by fax and phone call from the x-ray provider, ADONs, and DON if the findings from the x-rays were 
significant (e.g. confirmed fracture, dislocation, break). She stated that staff were trained to call the nurse 
practitioner or physicians to staff the findings and request transfer to higher level of care. She stated she was 
present when the resident was transferred by EMS ambulance on 05/30/2025 at 06:45 AM. She stated the 
Administrator was notified immediately when LVN D located the findings on the x-ray provider portal. She 
stated further investigation was initiated for resident neglect by CNA C. She stated the side of the facility 
where the incident occurred was under ADON B's responsibility and she would have more pertinent 
information. In an interview on 10/15/2025 at 03:02 PM with ADON B, she stated that x-rays completed by 
the x-ray provider were faxed to the facility and Resident #1 was transferred to a local hospital on [DATE] in 
the morning; she stated she did not remember the exact time. She stated the DON and ADONs would 
receive an email regarding the x-rays being developed from the x-ray provider. She stated the email from the 
x-ray provider was not in her inbox from the incident on 05/29/2025. She stated she had reviewed her email 
inbox for a notification from the x-ray provider on 05/29/2025 and 05/30/2025 about Resident #1 after being 
notified by ADON A. She stated that if the findings were critical, the x-ray provider radiologists would call the 
facility to notify charge nurse or providers of the findings. She stated a critical result, in terms of x-ray, would 
be a fracture. She stated results from the x-ray provider were not received until the morning when LVN D 
arrived for his shift; she was unable to elaborate how she obtained this information but knew that the results 
were not sent until the morning of 05/30/2025. She stated LVN D's discovery of x-rays was documented in 
the SBAR and in progress notes for Resident #1. She stated the time that the x-ray provider radiologist 
signed off on x-ray results was on 05/29/2025 at 11:51 PM and read this from the facility provided 
investigation binder. She stated the incident occurred on 05/29/2025 between 2nd and 3rd shift change, and 
RN G provided shift report to LVN E. She stated LVN E provided report to LVN D which resulted in LVN D 
discovering the x-ray results. She stated that when a resident had a critical finding in the x-ray, nursing staff 
is trained to contact the provider immediately. She stated from the time the radiologist had determined a 
spiral fracture (11:51 PM on 05/29/2025) to the time LVN D contacted the provider for hospital transfer order 
(06:45 AM on 05/30/2025), approximately 7 hours had elapsed. She stated this was not an immediate 
response to critical findings on the facility's behalf. In an interview with the Administrator on 10/16/2025 at 
09:43 AM, she stated. She stated there was no policy for documenting when external test results were 
received from contracted partners.In an interview on 10/16/2025 at 11:27 AM via phone was attempted with 
Resident #1's family, voicemail message left; Resident #1's family did not return phone call by 10/16/2025 at 
06:33 PM. In an interview on 10/16/2025 at 01:25 PM with LVN F, he stated the steps to responding to a 
resident injury was to assess the resident for pain and abnormalities, provide findings in assessment to the 
providers, and follow-up in completing provider's orders by contacting contracted partners (e.g. x-rays, labs, 
etc.). He stated he ordered x-rays and had to follow-up on findings before. He stated it was within his 
responsibilities as a nurse and it was good nursing practices to do so. He stated that all nurses have access 
to the x-ray provider portal and are trained to locate findings, to include STAT x-rays. He stated that he would 
check for x-ray orders every 30 minutes to an hour if he was aware that there were pending results. He 
stated that if the results were not available after hours of delay he would call the x-ray provider to find out the 
status of findings. He stated a femur fracture as being a critical finding and needed to be reported to the 
providers immediately. He stated that a resident with a femur fracture could be further injured, be in pain, 
and/or contract an infection. He stated that Resident #1 could have been at risk for a fat embolism (bone 
marrow causing a clot in the veins or lungs), could have contracted a bone infection or an infection in her 
blood. He stated there was no reason for nurses to not look for results during their shift. He stated that 
charge nurses were responsible for following up on pending results and identified ADONs and DON was 
responsible for ensuring charge nurses were completing their responsibilities. He stated it was not 
appropriate for staff to not review the x-ray provider portal throughout their shift. He stated delayed 
emergency care by 7 hours was a form of abuse, neglect, and malpractice. In an interview on 10/16/2025 at 
02:14 PM with the Administrator, she stated that there was always two nurses always working the third shift 
(10:00 PM to 06:00 AM). She stated the facility was notified by the x-ray provider findings via phone call and 
portal results that all nurses had access to. She stated she did not know how often staff was trained to 
follow-up on pending STAT x-ray results. She stated that it was appropriate practice for nursing staff to 
follow-up to check on results at least once. She stated from the facility investigation binder for Resident #1, 
the x-ray provider radiologist signed off on the diagnosis on 05/29/2025 at 11:51 PM. She stated the nurse 
who would have been responsible to follow-up after 11:51 PM was LVN E. She stated from the facility's 
investigation binder for Resident #1 was that the resident was sent to the local hospital on [DATE] at 06:45 
AM. She stated there was an additional potential for harm and infection for Resident #1 who had a fractured 
femur and delayed emergency medical response; she stated she could not elaborate further due to limited 
clinical knowledge. She stated the reason for the delay in emergency services occurred was because of lack 
of follow-up by LVN E. She stated this placed Resident #1 in harm. She stated the DON and ADONs were 
responsible for ensuring nursing staff were completing assigned responsibilities. She stated the DON and 
ADON should have followed up with LVN E. She stated being busy was not an acceptable reason for nurses 
not to follow up on STAT x-rays. In an interview on 10/16/2025 at 04:46 PM over the phone with Provider H, 
he stated he was aware of Resident #1's case and recalled seeing her during the subsequent hospital 
evaluation on 05/30/2025 to 06/04/2025. Provider H stated that facility staff contacted the on-call service 
after a CNA C reported hearing a pop during peri-care. He stated RN G promptly notified the answering 
service, and a STAT x-ray was ordered. He emphasized that because the setting was a nursing facility, there 
was typically a delay between the order, the mobile x-ray's arrival, and the radiologist's read. He explained 
that once the x-ray report was received, he instructed staff to transfer the resident to the local hospital due to 
findings consistent with a fracture. He stated that, in his view, staff acted appropriately and proactively. He 
expressed that he had no concerns regarding the care provided and pain was managed and effective, noting 
that the CNA and nurse followed proper procedure by reporting the incident and ensuring timely physician 
notification and diagnostic follow-up.Record review of Professional Service Agreement with the x-ray 
provider revealed the facility and the x-ray provider had been in contractual partnership since 12/16/2019. An 
exert under Now; Therefore in section 2 stated, Any notice or communication required or permitted to be 
given by one party to the other pursuant to this agreement shall be in writing, shall be effective upon receipt 
and shall be sent by United states mail, by telegram, telefax, or facsimile transmission.The facsimile 
transmission of any signed document shall be the same as a delivery of an original. At request of either 
party, parties will confirm facsimile transmitted signatures by signing the original document for delivery 
between the parties. In a secondary exert under Exhibit A Scope of Work in section 1 - C stated .[x-ray 
provider] shall be responsible for transporting the image to the radiologist and facsimile transmission of 
results . Record review of the facility's Nursing Policy and Procedure Manual: Abuse/Neglect policy dated 
03/29/2018 revealed the facility defined neglect as, the failure of the facility, its employees or service 
providers to provide goods and services to a resident that are necessary to avoid physical harm, pain, mental 
anguish, or emotional distress.Record review of the facility's Nursing Policy and Procedure Manual: Notifying 
the Physician of Change in Status policy undated revealed .the nurse will gather and organize resident 
information. Applicable information will include current medications, vital signs, signs and symptoms initiating 
call, current laboratory information.
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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 
observation, interview, and record review the facility failed to ensure each resident receives adequate 
supervision and assistance devices to prevent accidents for 1 (Resident #1) of 3 residents reviewed for 
repositioning.The facility failed to ensure adequate supervision and safe handling techniques were provided 
during routine repositioning to prevent injury for Resident #1 who sustained a spiral fracture of the distal right 
femur while being repositioned in bed by a CNA C.This failure could place residents at risk for injuries.The 
noncompliance was identified as PNC-IJ. The facility had corrected the noncompliance before the survey 
began.Findings included: Record review of Resident #1's admission record dated 10/15/2025 revealed an 
[AGE] year-old female with an initial admission date on 09/22/2023 and readmission date on 06/03/2025. 
Resident #1 was discharged from facility at family's request on 06/09/2025.Record review of Resident #1 
physical and health dated 06/05/2025 revealed the resident had a diagnoses of advanced dementia (a 
degenerative neurological condition that affects an individual's emotional regulation, memory, an ability to 
complete ADLs), dysphagia (an impairment in speech production due to disease or damage), PEG tube in 
place (a feeding tube for individuals who are orally limited), and was recovering from post-surgery from a 
right distal femur fracture (lower end of the femur near the knee). As per documentation, patient is a very 
poor historian with altered mental status, unable to participate in exam or questioning. Record review of 
Resident #1 MDS assessment dated [DATE] revealed under section C - cognitive patterns the resident did 
not have a BIMS score as it was coded resident is rarely/never understood. Under section GG - ADL 
self-care/mobility the resident was coded at a 1 which signified the resident was dependent on staff to 
complete activities for care and ambulation. Under section H - Bladder and Bowel, the resident was coded at 
a 3 which signifies the resident is always incontinent.Record review of Resident #1 care plan dated 
06/20/2025 (date of cancellation) stated the resident had a cognitive and communication impairment with 
interventions being consult with family, provide an ideal environment, and ongoing monitoring for change in 
condition. Per her care plan, the resident had a potential for pain with interventions recommending to 
evaluate the effectiveness of pain interventions, identify and record previous pain history, and record and 
treat the resident's existing conditions.Record review of Resident #1's SBAR dated 5/29/25 written by RN G 
at 10:29 pm revealed situation had blood pressure of 136/70, pulse was 75, respirations were 18 per minute, 
oxygen level was 96 at room air. It was noted that there was a functional status change of swelling, redness, 
and pain to right knee. The symptoms had started on 05/29/25 and STAT 2 vies right knee was ordered. It 
was suggested to continue monitoring and administer PRN pain medication every 4 hours for pain. Record 
review of Resident #1's Event note dated 5/29/25 written by RN G at 11:03 pm revealed the location of event 
was in [Resident #1's] room, she was cognitive impaired, her right knee appeared to be painful to touch, and 
she noted that CNA C notified her of right knee appearance. She noted that Resident #1 right knee appeared 
swollen, some redness, warmth and painful to touch. She documented her vitals to be blood pressure was at 
136/70, temperature was 98.8 Fahrenheit, pulse was 75 beats per minute, respirations were 18 per minute. 
Initial treatment provided was administer as needed Tylenol 325mg 2 tablets every 4 hours for pain and 
STAT x-rays were ordered. Record review of Resident #1's MARS for month of May 2025 revealed she was 
administered Tylenol 325 mg 2 tablets for pain level of 2 and was signed off as effective at 11:38 pm. Record 
review of Resident #1's the x-ray provider Patient Report dated on 05/29/2025 revealed she had a spiral 
femur fracture and osteo-degeneration that was signed off by the Radiologist on 05/29/2025 at 11:51PM.
Record review of Resident #1's EMS care report dated 05/30/2025 revealed Resident #1 had right knee 
deformity and pain an exert from Narrative stated caregiver (family) stated occurred yesterday trying to move 
patient around and heard a pop, possible fall/ no head strike or LOC reported. The record added Resident 
#1's vitals were stable with a blood pressure of 118/86, oxygen saturation at 96% with 2 liters per minute on 
home concentrator, heart rate 86, oriented to smiles, sounds, and interactions, and MAP at 97. Resident #1 
arrived at the local hospital and transferred into care on 05/30/2025 at 07:22 AM.Record review of the 
hospital discharge for Resident #1 dated 05/30-31/2025 revealed Resident #1 with a history of Alzheimer's 
dementia (a degenerative neurological condition that affects an individual's emotional regulation, memory, an 
ability to complete ADLs), PEG-tube dependence (a feeding tube for individuals who are orally limited), 
hypertension (high blood pressure), hypothyroidism (a endocrine diseases in which the thyroid gland does 
not produce enough thyroid hormones), depression (a psychiatric disorder in which an individual was 
experiencing sadness that interfered with daily living), and prior bilateral knee and hip arthroplasties (surgical 
procedure where both knees and hips are replaced with artificial parts) was evaluated after reports of knee 
pain and swelling. X-rays showed a spiral, mildly displaced fracture (broken bones that had moved out of 
their normal position) of the distal (outermost; near the knee) right femoral diaphysis (central part of a long 
bone) near the prior arthroplasty (surgical reconstruction) site, with no acute fracture to the left leg. The initial 
hospital history and physical listed status-post fall as the cause of injury; however, Provider H note 
documented that Resident #1 had not suffered a fall, and that a CNA reported hearing a popping sound from 
the knee when care was provided. Initial evaluation at local hospital, Resident #1 was not noted to be in any 
form of distress and was on oxygen via nasal cannula. Resident #1 was transferred for further orthopedic 
(branch of medicine specializing in bones) evaluation and further orthopedic and cardiac (branch of medicine 
specializing in the heart/blood vessels) consultations were obtained. On 05/31/2025, she underwent right 
distal femur periprosthetic fracture (a fracture that occurs around the components of implants) repair with 
percutaneous (procedure conducted via needle through skin) knee-aided reduction and intramedullary nail 
fixation (a surgical procedure involving the insertion of a metal rod through bone for stability), which was 
completed without complications. Post-operatively, she remained stable with no cardiac events and 
continued oxygen therapy. The discharge plan included GI/DVT Prophylaxis (prevention of blood clots), fall 
precautions, frequent reorientation (changing an individual's focus), and routine monitoring of labs.In an over 
the phone interview on 10/15/2025 at 02:43 PM, CNA C stated she went to provide incontinent change for 
the resident on 05/29/2025 at approximately 09:00 PM. She stated she had used proper technique and 
placed one hand on the resident's back, one hand on the resident's buttocks, then placed the resident on an 
angle when she heard the pop. She stated Resident #1 did not acknowledge the noise nor complain about 
pain. She stated she went to retrieve RN G to conduct an assessment on the resident. She stated Resident 
#1 remained in bed for the entirety of care and had not fallen to the floor at any point. She stated she was 
unaware when the resident went to the hospital for care. She stated Resident #1 was a one-person assist at 
the time and she had performed care for Resident #1 independently before. She stated she was placed on 
suspension after the incident, she provided a statement to the facility, and was allowed to return after the 
investigation was completed. She stated that she received in-service trainings for resident care and abuse, 
neglect, and exploitation when she returned from suspension. She stated she did not remember what date 
she returned to work. She stated the last in-service for abuse, neglect, and exploitation was held last week 
(10/6/25 - 10/10/25). In an interview on 10/16/2025 at 04:47 PM over the phone with RN G, she stated that 
she worked the second shift (02:00 PM -10:00 PM) when the incident with Resident #1 occurred. Per RN G, 
CNA C was completing final rounds on 05/29/2025 at approximately 09:30 PM and requested RN G to look 
at the resident because she had heard a popping sound. She stated the resident was nonverbal and could 
not vocalize complaints. She stated she observed Resident #1 expressing dissatisfied facial expressions and 
inferred the resident was uncomfortable when pain assessment was completed. She stated the right knee 
appeared painful to touch, swollen, some redness, and warmth. She stated she notified ADON B and the 
Nurse Practitioner. She stated she received orders for a STAT x-ray. She stated the x-ray tech from the x-ray 
provider arrived at the end of her shift at approximately 10:00 PM when she was providing report to LVN E. 
She stated she paused her report to LVN E to assist the x-ray provider technician with x-rays. She stated she 
returned to finish report to LVN E, and notified him that the orders were STAT x-rays. She stated that STAT 
x-rays were used for emergency services and provided a rapid response. She stated she was notified that 
the resident was transferred to the local hospital due to significant findings in the x-ray on 05/30/2025. She 
stated that LVN E would be responsible for reviewing results and checking on the status during his shift. She 
stated that staff was trained to call the x-ray provider to find out the status of results if there was an extensive 
wait time from the time the technician had completed his task at the facility. She stated that if there were 
critical findings, the x-ray provider would call the facility. She stated that if critical findings are discovered, 
staff was trained to call the provider, notify The ADON, DON, and The Administrator. She stated Resident 
#1's femur fracture would have resulted in transfer to the local hospital with providers' orders. In an interview 
on 10/16/2025 at 11:35 AM over the phone with LVN E, he stated that he was the charge nurse for 3rd shift 
(10:00 PM - 06:00 AM) for the hall where Resident #1 resided on. He stated RN G provided report at 2nd to 
3rd shift change and notified him that CNA C had provided incontinence care to Resident #1 and heard a 
pop noise from Resident #1's right femur area. He stated that he did not recall if the STAT x-rays were ready 
during his shift. He stated he checked on the resident after he received report and repeatedly checked on 
Resident #1 throughout his shift. He stated Resident #1 did not display any grimace or vocalization of 
discomfort when he conducted rounds; As per clinical documentation, the resident had communication 
impairments. He stated there were no progress notes entered for a reason because there was nothing to 
report. He stated the resident was verbal but disoriented and confused from time to time. He stated that 
when something was wrong or significant in the findings, the x-ray provider would call the facility to provide 
notice to the charge nurse. He stated the x-ray provider did not call the facility during his shift on 05/29/2025 
at 10:00 PM to 05/30/2025 at 06:00 AM. He stated nurses could also log into the x-ray provider portal on the 
nursing station computers to obtain results. He stated that abnormal results would send notifications to the 
DON and ADONs. He stated he did not log in to the x-ray provider portal to review the STAT x-ray results 
because he was the only nurse in the night for 30 patients and was busy. He stated it is good clinical practice 
to follow-up with x-rays if you were aware that you had pending results. He stated he gave report to LVN D 
during the 3rd to 1st shift change. As per LVN E, he reported to LVN D that there were pending STAT x-ray 
results for Resident #1 and the results had not been checked by him while he worked 3rd shift. LVN E was 
heard projecting agitation in his tone while responding to surveyor. He became hostile during the interview 
and challenged the credentials of the surveyor for not being a nurse investigating a nursing facility. He 
became interruptive when being asked questions by surveyor. He was provided the option to terminate 
interview if he no longer wanted to participate in investigation. He stated he did want to terminate over the 
phone interview at 11:44 AM. In an interview on 10/16/2025 at 10:32 AM with LVN D, he stated he 
remembered the incident involving Resident #1. He stated he came in for his shift at approximately 06:00 AM 
on 05/30/2025 and received report from LVN E. He stated LVN E had notified him that there were pending 
x-ray results from the previous shift. He stated he went to conduct a round check for Resident #1 who was 
asleep on 05/30/2025 at approximately 06:15 AM. He stated he proceeded to contact the x-ray provider to 
obtain findings on x-rays. He stated the x-ray provider notified him that the results were online and could be 
accessed on the x-ray provider portal. He stated that all nurses had access to the x-ray provider portal 
located on software at the nursing station computers. He stated x-rays results usually took 3-4 hours to come 
in after the x-ray provider technician had captured the imaging. He stated that STAT x-rays were urgent and 
provided a more rapid response. He stated he contacted the x-ray provider to follow up on results because of 
clinical knowledge and experience. LVN D stated that a resident with a fracture was considered a significant 
finding, and results should be provided to the providers immediately. LVN D stated he contacted the Nurse 
Practitioner on 05/30/2025 at approximately 06:30 AM and was provided orders to send Resident #1 to the 
hospital. LVN D stated he contacted EMS on 05/30/2025 at approximately 06:32AM for Resident #1 to be 
transported to the hospital. He stated that a 7-hour delay was not considered a rapid response to the critical 
findings of the incident.In an interview with the Administrator on 10/16/2025 at 09:43 AM, stated the facility's 
internal investigation verified CNA C's account and that the fracture likely resulted from underlying bone 
fragility. CNA C was suspended during the review period and re-trained on safe repositioning and resident 
handling prior to reinstatement. The Administrator further stated all staff received in-service training on safe 
handling, abuse/neglect recognition, and incident reporting procedures following the event. In an interview on 
10/16/2025 at 11:27 AM via phone was attempted with Resident #1's family, voicemail message left; 
Resident #1's family did not return phone call by 10/16/2025 at 06:33 PM. In an interview on 10/16/2025 at 
04:46 PM over the phone with Provider H, he stated he was aware of Resident #1's case and recalled seeing 
her during the subsequent hospital evaluation on 05/30/2025 to 06/04/2025. Provider H noted the fracture 
mechanism was plausible from minimal movement during repositioning due to severe osteopenia and did not 
attribute it to abuse or rough handling. He stated that facility staff contacted the on-call service after a CNA C 
reported hearing a pop during peri-care. He stated RN G promptly notified the answering service, and a 
STAT x-ray was ordered. He stated that, in his view, staff acted appropriately and proactively. He expressed 
that he had no concerns regarding the care provided and pain was managed and effective.Record review of 
the facility's Nursing Policy and Procedure Manual: Abuse/Neglect policy dated 03/29/2018 revealed the 
facility defined neglect as, the failure of the facility, its employees or service providers to provide goods and 
services to a resident that are necessary to avoid physical harm, pain, mental anguish, or emotional distress.
Record review of the facility's Nursing Policy and Procedure Manual: Notifying the Physician of Change in 
Status policy undated revealed .the nurse will gather and organize resident information. Applicable 
information will include current medications, vital signs, signs and symptoms initiating call, current laboratory 
information.The facility completed the following corrective actions to address the non-compliance after the 
incident occurred but prior to the surveyor entering on 10/15/25.Record review- In-services conducted for: 
Turning and repositioning dated 5/30/25 was signed by all staff.Safe patient handling dated 5/30/25 was 
signed by all staff.Abuse and neglect dated 5/30/25 was signed by all staff.Interviews from 10/15/25- 
10/16/25:ADON A, ADON B, CNA C, LVN D, LVN E, LVN F, RN G, CNA I, CNA J, CNA K, and CNA L 
confirmed receiving in-services on turning and reportioning, safe handling and abuse and neglect. 
Observations: 10/16/25 at 10:43 am- Resident #2 was repositioned by CNA I and CNA J. CNAs provided 
verbal prompts to give resident notification of what they were doing and going to be doing (raise the bed, 
lower head, touch the resident, etc.) CNAs engaged with resident and received positive head gestures from 
the resident when asked about comfort and preference. No distress was noted. 10/16/25 at 10:56 am- 
Resident #3 was repositioned by CNA K and CNA L. The resident was repositioned, and a pillow was placed 
behind his back. Another staff member assisted by turning the resident to his left side and placing a pillow 
between his legs. The staff informed the resident they would raise the bed and asked him to extend his legs. 
The CNA asked the resident if he was doing okay, to which he responded yes and requested the light be 
turned off. The call light was positioned within reach on his right side. No distress was noted.
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