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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 did not ensure that all alleged violations involving abuse, neglect, and 
including injuries of unknown source, are reported immediately for 1 of 3 residents (R) reviewed for abuse 
(R1).R1 had an injury of unknown source on 11/7/25 and 11/9/25 that the facility was aware of and did not 
report the injuries of unknown source to the State Agency. This is evidenced by: The facility's policy Abuse 
Prevention and Reporting Policy, dated 11/25, includes: I. Purpose To ensure all residents are free from 
abuse, neglect. This policy establishes clear expectations for the prevention, identification, investigation, and 
reporting of all allegations or reasonable suspicions of mistreatment. IV. Identification and Reporting 3. 
Nursing staff must report bruising of unknown origin or other abnormalities. 4. The nursing supervisor is 
responsible for assessing and reporting such occurrences. 8. Reporting to Other Agencies Wisconsin 
Division of Quality Assurance (DQA): Must receive the initial allegation report immediately and a five-day 
final investigation report including findings and corrective actions. R1 admitted to the facility on [DATE] with 
diagnoses including Parkinson's disease (a progressive brain disorder affecting movement), neuralgia 
(intense nerve pain), dementia (a cognitive decline affecting memory, thinking, language, and daily function), 
fibromyalgia (a chronic condition causing widespread body pain, fatigue, sleep issues, and cognitive 
difficulties), and history of falling. R1's 11/7/25 2:47 PM nurse progress note states, Patient was assessed by 
DR D (DDS) (Dentist) today. No pain or discomfort reported during assessment. [Company Name] x-ray 
report was faxed, no new orders were given at this time, dentist recommended no further action unless tooth 
bother patient. POA [Name] was informed and is in agreement with no further dental work at this time. On 
12/16/25 at 11:59 AM, Surveyors interviewed BOM G (Business Office Manager). BOM G indicated on 
11/7/25, she used a transport wheelchair and wheeled R1 to the dentist for an appointment. BOM G 
indicated the dental office was only a couple of blocks from the facility. BOM G indicated R1's wheelchair 
was too wide to fit through the exam room door, so the dentist provided information to R1 and BOM G in the 
lobby. BOM G indicated she wheeled R1 back to the facility. BOM G indicated there was no incident that 
occurred during the transportation to, at, or from the dental office. On 12/16/25 at 11:09 AM, Surveyors 
interviewed DR D (Dentist) regarding R1's 11/7/25 visit. DR D indicated 2 staff members walked R1 to his 
office and he spoke with them at length about what he would need to be able to see R1, including a smaller 
wheelchair. DR D indicated R1's wheelchair was too wide to fit through the exam room door. DR D indicated 
he spoke with R1 in the lobby. DR D measured both the main door and the exam room door. DR D indicated 
the main door is 5 or 6 inches wider than the exam door so there should have been no difficulties getting the 
wider wheelchair into the main door. DR D and his staff do not recall an incident or R1 stating she bumped 
her leg. DR D indicated R1 had no sign of injury while R1 was waiting in his lobby. R1's hospice note, written 
by HRN M (Hospice Registered Nurse) dated 11/7/25 at 5:30 PM, includes: Patient verbalized pain to RLE 
(Right Lower Extremity). Writer asked patient what happened, replied I was out for a walk today and twisted 
my knee on the uneven sidewalk. Patient is non-ambulatory, hoyer lift (Full body mechanical lift) for transfers 
and broda chair (a specialized wheelchair designed for comfort, support, and safety) for positioning and 
comfort. Edema noted to BLE (Bilateral Lower Extremity), 3+ to RLE, 2+ to LLE (Left Lower Extremity). no 
issues reported by staff. R1's hospice triage note, written by HRN N (Hospice Registered Nurse) dated 
11/7/25 at 9:52 PM, includes: LPN I (Licensed Practical Nurse), facility, called to pass on that patient was at 
dentist today and they bumped her leg on the doorway. She is complaining of pain, but has bruising, No 
deformity. Offered nurse visit, but patient is currently sleeping and staff report that only time she complains of 
pain is with touching her leg with the bruising and pain medication as needed is helping.On 12/16/25 at 2:24 
PM, Surveyors interviewed LPN I (Licensed Practical Nurse) regarding R1 on 11/7/25. LNP I indicated, LPN 
K stated in report that R1 had bumped her leg at the dentist and when R1 returned she had complained of 
pain to her leg. LPN I stated when she went to R1's room, R1 was fine. LPN I indicated R1 had pain with 
movement when the CNAs would change or turn R1. LPN I indicated R1 had redness to her leg like it was 
starting to bruise and there was some mild swelling. LPN I indicated staff usually complete and incident 
report for bruising of unknown origin. LPN I indicated she was unsure if an incident report was completed. 
LPN I indicated if she charted on this, it would be under R1's progress notes. Of note, R1 does not have a 
nurse progress note from LPN I regarding this on 11/7/25.On 12/16/25 at 3:35 PM, Surveyors interviewed 
LPN K regarding R1. LPN K indicated later in the shift on 11/7/25, after R1 had returned from the dentist, 
LPN K went into R1's room. LPN K stated a hospice nurse was in with R1. LPN K indicated R1 complained 
of leg pain and LPN K looked at R1's leg. LPN K stated the leg was swollen and there was some 
discoloration. LPN K indicated she gave R1 pain medication as R1 requested. LPN K indicated she did not 
know what caused the swelling, discoloration, and pain but that R1 stated the ride to the dentist was rough. 
LPN K stated from what R1 had said LPN K assumed R1 had bumped into something but R1 wasn't specific 
so LPN K did not get exactly what had happened. LPN K stated BOM G (Business office Manager) 
transported R1 and did not mention anything about R1 bumping her leg. LPN K indicated the hospice nurse 
was in the room and aware of the situation and LPN K did inform DON L (Assistant Director of Nursing). LPN 
K indicated she did not document a note because she thought DON L would since LPN K believed DON L 
assessed R1.Of note, R1 does not have a nurse progress note regarding bumped her leg at the dentist from 
LPN K on 11/7/25. There is no incident report indicating R1 had an incident occur. On 12/16/25 at 3:55 PM, 
Surveyors interviewed DON L (Assistant Director of Nursing) regarding R1. DON L indicated LPN K informed 
DON L that R1 was having new pain to her foot. DON L indicated LPN K stated R1 told LPN K that R1 was 
walking and got hurt. DON L stated since R1 was not ambulatory, it was a flag to go see what happened. 
DON L indicated she went to R1's room and the hospice nurse was in there. DON L indicated the hospice 
nurse had already done an assessment and reported her assessment to DON L. DON L indicated she 
uncovered R1's legs and positioned R1's legs onto pillows. DON L indicated R1 did not complain of pain and 
DON L did not recall seeing any swelling. DON L indicated she does not recall if she completed an 
assessment for R1. R1's skin sweep sheet, undated, includes shear (BL) (Bilateral) buttock, LLE (Left Lower 
Extremity) anterior - faint bruise. No new skin condition. NHA A (Nursing Home Administrator) indicated the 
skin sweep was conducted on 11/8/25. R1's 11/9/25 2:34 PM nurse progress notes state, Hospice called to 
be informed that patient continues to have increased pain and requesting to be sent out. Patient was 
evaluated and X ray was ordered by [Name] hospice. Patient and POA informed. R1's 11/9/25 4:51 PM R1's 
X-ray results include, Conclusion: 1. Questionable non-displaced fracture of the proximal tibial metaphysis; 
correlate for sit of injury/pain. Dedicated knee radiographs may be useful.On 12/16/25 at 3:55 PM, Surveyors 
interviewed DON B (Director of Nursing). DON B indicated there was nothing showing R1 bumped her leg 
and staff did not know what happened. DON B indicated there was no event that the facility is aware of that 
would have caused the bruise or possible fracture. DON B indicated the bruise and possible fracture are 
injuries of unknown source. DON B indicated this was not reported as an injury of unknown source. On 
12/16/25 at 5:05 PM, Surveyors interviewed NHA A (Nursing Home Administrator) regarding R1's injuries. 
NHA A indicated R1's injuries were injuries of unknown source and should have been reported. NHA A 
indicated this was not reported.R1 had an injury of unknown source on 11/7/25 and 11/9/25 that the facility 
was aware of and did not report the injuries of unknown source to the State Agency.
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Respond appropriately to all alleged violations.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility did not ensure that in response to injuries of unknown source, that all 
alleged violations are thoroughly investigated to rule out the potential for abuse for 1 or 3 residents reviewed 
(R1).R1 had an injury of unknown source on 11/7/25 and 11/9/25 that the facility was aware of and did not 
complete a thorough investigation of these injuries. This is evidenced by: The facility's policy Abuse 
Prevention and Reporting Policy, dated 11/25, includes: I. Purpose To ensure all residents are free from 
abuse, neglect. This policy establishes clear expectations for the prevention, identification, investigation, and 
reporting of all allegations or reasonable suspicions of mistreatment. IV. Identification and Reporting 3. 
Nursing staff must report bruising of unknown origin or other abnormalities. 4. The nursing supervisor is 
responsible for assessing and reporting such occurrences. V. Protection of Residents Pending Investigation 
The facility will take immediate and effective measures to protect all residents from potential abuse, neglect. 
while any allegation or investigation is in process. Protection begins the moment an allegation is made or a 
suspicion is reported and continues until the investigation is fully resolved. All staff must cooperate fully with 
internal and external investigative authorities. The facility will immediately evaluate the emotional and 
physical well-being of the alleged victim(s) and provide support through Social Services, counseling, or other 
appropriate interventions. All protective measure taken shall be documented in detail in the incident report, 
including the time, date, and name of the staff member implementing the intervention. The Administrator 
and/or Director of Nursing will reviewed protective actions daily until the investigation is complete to ensure 
continued safety and compliance. VI. Final Reporting and Follow-Up 1. Investigator shall obtain and review 
documentation, interview witnesses, and maintain confidentiality until investigation conclusion. R1 admitted 
to the facility on [DATE] with diagnoses including Parkinson's disease (a progressive brain disorder affecting 
movement), neuralgia (intense nerve pain), dementia (a cognitive decline affecting memory, thinking, 
language, and daily function), fibromyalgia (a chronic condition causing widespread body pain, fatigue, sleep 
issues, and cognitive difficulties), and history of falling. R1's 11/7/25 2:47 PM nurse progress note states, 
Patient was assessed by DR D DDS (Dentist) today. No pain or discomfort reported during assessment. 
[Company Name] x-ray report was faxed, no new orders were given at this time, dentist recommended no 
further action unless tooth bother patient. POA [Name] was informed and is in agreement with no further 
dental work at this time. On 12/16/25 at 11:59 AM, Surveyors interviewed BOM G (Business Office 
Manager). BOM G indicated on 11/7/25, she used a transport wheelchair and wheeled R1 to the dentist for 
an appointment. BOM G indicated the dental office was only a couple of blocks from the facility. BOM G 
indicated R1's wheelchair was too wide to fit through the exam room door, so the dentist provided 
information to R1 and BOM G in the lobby. BOM G indicated she wheeled R1 back to the facility. BOM G 
indicated there was no incident that occurred during the transportation to, at, or from the dental office. On 
12/16/25 at 11:09 AM, Surveyors interviewed DR D (Dentist) regarding R1's 11/7/25 visit. DR D indicated 2 
staff members walked R1 to his office and he spoke with them at length about what he would need to be able 
to see R1, including a smaller wheelchair. DR D indicated R1's wheelchair was too wide to fit through the 
exam room door. DR D indicated he spoke with R1 in the lobby. DR D measured both the main door and the 
exam room door. DR D indicated the main door is 5 or 6 inches wider than the exam door so there should 
have been no difficulties getting the wider wheelchair into the main door. DR D and his staff do not recall an 
incident or R1 stating she bumped her leg. DR D indicated R1 had no sign of injury while R1 was waiting in 
his lobby. R1's hospice note, written by HRN M (Hospice Registered Nurse) dated 11/7/25 5:30 PM, 
includes: Patient verbalized pain to RLE (Right Lower Extremity). Writer asked patient what happened, 
replied I was out for a walk today and twisted my knee on the uneven sidewalk. Patient is non-ambulatory, 
hoyer lift (Full body mechanical lift) for transfers and broda chair (a specialized wheelchair designed for 
comfort, support, and safety) for positioning and comfort. Edema noted to BLE (Bilateral Lower Extremity), 
3+ to RLE, 2+ to LLE (Left Lower Extremity). no issues reported by staff. R1's hospice triage note, written by 
HRN N (Hospice Registered Nurse) dated 11/7/25 9:52 PM, includes: LPN I (Licensed Practical Nurse), 
facility, called to pass on that patient was at dentist today and they bumped her leg on the doorway. She is 
complaining of pain, but has bruising, No deformity. Offered nurse visit, but patient is currently sleeping and 
staff report that only time she complains of pain is with touching her leg with the bruising and pain medication 
as needed is helping.On 12/16/25 at 2:24 PM, Surveyors interviewed LPN I (Licensed Practical Nurse) 
regarding R1 on 11/7/25. LNP I indicated, LPN K stated in report that R1 had bumped her leg at the dentist 
and when R1 returned she had complained of pain to her leg. LPN I stated when she went to R1's room, R1 
was fine. LPN I indicated R1 had pain with movement when the CNAs would change or turn R1. LPN I 
indicated R1 had redness to her leg like it was starting to bruise and there was some mild swelling. LPN I 
indicated staff usually complete and incident report for bruising of unknown origin. LPN I indicated she was 
unsure if an incident report was completed. LPN I indicated if she charted on this, it would be under R1's 
progress notes. Of note, R1 does not have a nurse progress note from LPN I on 11/7/25. On 12/16/25 at 
3:35 PM, Surveyors interviewed LPN K regarding R1. LPN K indicated later in the shift on 11/7/25, after R1 
had returned from the dentist, LPN K went into R1's room. LPN K stated a hospice nurse was in with R1. 
LPN K indicated R1 complained of leg pain and LPN K looked at R1's leg. LPN K stated the leg was swollen 
and there was some discoloration. LPN K indicated she gave R1 pain medication as R1 requested. LPN K 
indicated she did not know what caused the swelling, discoloration, and pain but that R1 stated the ride to 
the dentist was rough. LPN K stated from what R1 had said LPN K assumed R1 had bumped into something 
but R1 wasn't specific so LPN K did not get exactly what had happened. LPN K stated BOM G transported 
R1 and did not mention anything about R1 bumping her leg. LPN K indicated the hospice nurse was in the 
room and aware of the situation and LPN K did inform DON L (Assistant Director of Nursing). LPN K 
indicated she did not document a note because she thought DON L would since LPN K believed DON L 
assessed R1. On 12/16/25 at 3:55 PM, Surveyors interviewed DON L (Assistant Director of Nursing) 
regarding R1. DON L indicated LPN K informed DON L that R1 was having new pain to her foot. DON L 
indicated LPN K stated R1 told LPN K that R1 was walking and got hurt. DON L stated since R1 was not 
ambulatory, it was a flag to go see what happened. DON L indicated she went to R1's room and the hospice 
nurse was in there. DON L indicated the hospice nurse had already done an assessment and reported her 
assessment to DON L. DON L indicated she uncovered R1's legs and positioned R1's legs onto pillows. 
DON L indicated R1 did not complain of pain and DON L did not recall seeing any swelling. DON L indicated 
she does not recall if she completed an assessment for R1. R1's skin sweep sheet, undated, includes shear 
(BL) (Bilateral) buttock, LLE (Left Lower Extremity) anterior - faint bruise. No new skin condition. NHA A 
(Nursing Home Administrator) indicated the skin sweep was conducted on 11/8/25. R1's 11/9/25 2:34 PM 
nurse progress notes state, Hospice called to be informed that patient continues to have increased pain and 
requesting to be sent out. Patient was evaluated and X ray was ordered by [Name] hospice. Patient and 
POA informed. R1's 11/9/25 4:51 PM X-ray results include, Conclusion: 1. Questionable non-displaced 
fracture of the proximal tibial metaphysis; correlate for sit of injury/pain. Dedicated knee radiographs may be 
useful.On 12/16/25 at 3:55 PM, Surveyors interviewed DON B (Director of Nursing). DON B indicated there 
was nothing showing R1 bumped her leg and staff did not know what happened. DON B indicated there was 
no event that the facility is aware of that would have caused the bruise or possible fracture. DON B indicated 
the bruise and possible fracture are injuries of unknown source. DON B indicated she did not feel this was 
abuse. DON B indicated this was not investigated as an injury of unknown source. On 12/16/25 at 5:05 PM, 
Surveyors interviewed NHA A (Nursing Home Administrator) regarding R1's injuries. NHA A indicated R1's 
injuries were injuries of unknown source and should have been investigated. NHA A indicated these injuries 
of unknown source were not investigated.
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Provide appropriate treatment and care according to orders, resident’s preferences and goals.

(continued on next page)

85525508

02/25/2026



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      

525508 12/16/2025

Alden Meadow Park Hcc 709 Meadow Park Dr
Clinton, WI 53525

F 0684

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility did not provide care and treatment in accordance with professional 
standards of practice (Wisconsin Nurse Practice Act, N6) related to assessment and monitoring of a 
resident's change in condition. This had the potential to affect 1 of 3 sampled residents (R1).R1 reported to 
staff that an event occurred at her time away from the facility that caused an increase in pain to her leg/foot. 
The facility did not complete a Registered Nurse (RN) Assessment timely. Staff observed R1 to have 
swelling and bruising after the change in condition was noted, staff failed to continuously assess, record, and 
monitor R1's change in condition for new or worsening symptoms. R1's x ray results showed a questionable 
non-displaced fracture of the tibia metaphsis (neck portion of a long bone). Evidenced by:Facility policy, titled 
Change of Condition, dated 9/2020, includes: To ensure that the resident's physician/physician on call/Nurse 
Practitioner and responsible party is kept informed regarding the resident's change of condition. The 
attending physician or physician on call/Nurse Practitioner and responsible party will be notified with changes 
in a residence condition. Document time of call, physician or nurse practitioner or other person spoken to, 
reason for call, and results or orders received.Interact Change In Condition: When to Report, Version 4.0 
Tool, copyright 2011 Florida Atlantic University, includes: Immediate Notification - any symptoms, signs, or 
apparent discomfort that is: acute or sudden in onset and a marked change in relation to usual symptoms 
and signs or unrelieved by measures already prescribed. Non-immediate Notification- New or worsening 
symptoms that do not meet above criteria. Discoloration of skin- immediate- any new discoloration 
accompanied by significant pain. non-immediate-any new discoloration without any other symptoms. 
Pain-immediate- new severe pain, or marked increase in chronic pain. non-immediate-increase in frequency 
or severity of pain.According to the Wisconsin Nurse Practice Act, N6.03(1), An R.N. (Registered Nurse) 
shall utilize the nursing process in the execution of general nursing procedures in the maintenance of health, 
prevention of illness or care of the ill. The nursing process consists of the steps of assessment, planning, 
intervention, and evaluation. This standard is met through performance of each of the following steps of the 
nursing process: (a) Assessment. Assessment is the systematic and continual collection and analysis of data 
about the health status of a patient culminating in the formulation of a nursing diagnosis. (b) Planning. 
Planning is developing a nursing plan of care for a patient which includes goals and priorities derived from 
the nursing diagnosis. (c) Intervention. Intervention is the nursing action to implement the plan of care by 
directly administering care or by directing and supervising nursing acts delegated to L.P.N.s (Licensed 
Practical Nurse) or less skilled assistants. (d) Evaluation. Evaluation is the determination of a patient's 
progress or lack of progress toward goal achievement which may lead to modification of the nursing 
diagnosis.According to N6.04(1), In the performance of acts in basic patient situations, the L.P.N. shall, 
under the general supervision of an R.N. or the direction of a provider . (b) Provide basic nursing care. (c) 
Record nursing care given and report to the appropriate person changes in the condition of a patient .(e) 
Perform the following other acts when applicable: 1. Assist with the collection of data. 2. Assist with the 
development and revision of a nursing care plan. 3. Reinforce the teaching provided by an R.N. provider and 
provide basic health care instruction. 4. Participate with other health team members in meeting basic patient 
needs .R1 admitted to the facility on [DATE] and had the following diagnoses: Type 2 Diabetes Mellitus with 
diabetic neurological complications, neuralgia (severe nerve pain that occurs due to irritation or damage to 
the nerves) and neuritis (inflammation of the nerves), chronic kidney disease stage 3, fibromyalgia (disorder 
that causes widespread pain throughout the body), epilepsy (Seizure disorder), history of falling, morbid 
obesity, age related osteoporosis (disease that weakens bones or makes them thinner and less dense), and 
Parkinson's disease (condition that affects movement and mood when nerve cells in the brain fail to produce 
enough dopamine.).R1's most recent MDS (Minimum Data Set) with ARD (Assessment Reference Date) of 
9/5/25 indicates R1's cognition is moderately impaired with a BIMS (Brief Interview for Mental Status) score 
of 12 out of 15.R1's Comprehensive Care Plan, initiated 11/22/22, includes: Transfer with 2 assist and hoyer 
lift (full body lift) . Provide broda chair when up out of bed.(It is important to note the facility did not provide 
hospice nurse progress notes, as they could not locate them during survey. Surveyor requested them from 
the hospice agency to obtain copies.)R1's Hospice Progress Note, dated 11/4/25 6:45 AM -8:05 AM, 
includes: dressing completed, shower completed, linen change completed, no skin changes., no pain during 
visit. (of note: R1 had no skin changes noted on 11/4/25)R1's Hospice Progress Note, dated 11/5/25 2:02 
PM - 3:09 PM, includes: gave patient massage therapy, Reiki, lymph drainage for lower extremities, and 
sound therapy in her broda chair. she was bothered by the swelling of her right foot/leg. She has been 
struggling with finding the right words for awhile, but she was able to get her point across. It was obvious she 
was in some distress. I was able to reduce slightly some of the swelling in her foot, but keeping her feet up is 
causing her stomach to hurt more. I used the weighted, booted, tuning fork with vibration over the area and 
the pain calmed down, but was still present. She was less agitated and more calm when I finished.(Of note: 
R1 had swelling of her right foot on this day. R1's left leg was not indicated.) R1's Hospice Progress Notes, 
dated 11/6/25 1:45 PM - 2:59 PM, includes: Chaplain visit with patient in her room. She was irritable because 
she was in pain and discomfort. She said that she was experiencing generalized body pain and needed 
some medications for it. I contacted the staff on hand to advise her that R1 was hurting. Otherwise the 
patient was content with watching television and getting her mind off of the pain .R1's Hospice Progress 
Notes, dated 11/6/25 3:46 PM - 4:17 PM, includes: . No pain noted during visit. No skin changed noted 
during visit.R1's Nurse Practitioner Note, dated 11/7/25 at 8:45 AM, includes: is seen resting in her room in 
no apparent distress, seen in follow-up on chronic medical conditions; no concerns reported by patient or 
nursing staff.R1's Interdisciplinary Note, dated 11/7/25 at 2:47 PM, includes: Patient was assessed by DDS 
(Doctor of Dentist) today. No pain or discomfort reported during assessment. Health Drive x-ray report was 
faxed, no new orders were given at this time, dentist recommended no further action unless tooth bothers 
patient. POA (Power of Attorney) was informed and is in agreement with no further dental work at this time.(It 
is important to note R1's medical record did not contain clinical notes by this provider.)R1's Hospice Progress 
Note, dated 11/7/25 3:37 PM - 4:07 PM and resumed 4:33 PM - 5:31 PM, includes: Pain: . yes. numerical 
scale: 9 out of 10. Did patient report pain since last visit: yes. Frequency: all of the time. Location: Abdomen, 
calves, feet, knees. Description of abdominal pain: aching. Duration: occasional. rate the worst your 
abdominal pain gets: 3 out of 10. Specify location of calf pain: right. Description of pain: aching and sharp. 
Duration: Intermittent. rate the worst your calf pain gets: 9 out of 10. rate least calf pain: 3. factors that 
exacerbate the pain: movement. Specify location of foot pain: bilateral. description of foot pain: aching and 
sharp. duration: intermittent. How would your [sic] rate the worst your foot pain gets: 9 out of 10. How would 
you rate the least foot pain: 3 out of 10. Specify location of knee pain: bilateral. Indicate description of knee 
pain: intermittent. worst knee pain gets : 9 out of 10. least knee pain gets: 3 out of 10. factors that exacerbate 
pain: movement. How would you rate your pain in the last 24 hours: 9 out of 10. Abnormal cardiovascular 
findings: edema. Location and scale of edema: lower right extremity/ankle 3 + and lower left extremity/ankle 
2+. Abnormal gastrointestinal finding: abdominal pain, tenderness, and bowel incontinence. Abnormal 
musculoskeletal findings: pain/stiffness, decreased strength, limited range of motion, swelling. Is cause of 
pain known: yes, chronic.R1's Hospice Progress Note, dated 11/7/25 5:30 PM, includes: . Patient verbalized 
pain to right lower extremity. Writer asked what happened. Patient replied, I was out for a walk today and 
twisted my knee on the uneven sidewalk. Patient is non-ambulatory, hoyer lift for transfers, and broda chair 
for positioning and comfort. Staff arrived with as needed morphine and administered during visit. Edema 
noted to bilateral lower extremities 3+ to right lower extremity and 2+ to left lower extremity. No issues 
reported by staff.R1's Hospice Progress Note, dated 11/7/25 9:52 PM, includes: on call triage note: 9:51 PM 
central time, LPN I, from facility called to pass on that patient was at dentist today and they bumped her leg 
on the doorway. She is complaining of pain, . has bruising. No deformity. Offered nurse visit, but patient is 
currently sleeping and staff report that only time she complains of pain is with touching her leg with the 
bruising and pain medication as needed is helping. LPN I will return call if they would prefer a visit or with 
any changes.(It is important to note the facility did not provide evidence of continued/close monitoring of R1 
after noting her bruising. No documentation of an RN assessment by facility staff, no documentation of R1 
bumping her leg at the dentist, no documentation that LPN I or an RN checked R1's range of motion or 
updated a provider regarding R1's change)R1's MAR/TAR (Medication Administration Record/Treatment 
Administration Record) for 11/7/25, includes:Pain Evaluation Every Shift: Day- 0 out of 10, Evening-0 out of 
10, Evening- 0 out of 10, Night- 0 out of 10. (It is important to note the facility's pain ratings of 0 while hospice 
notes R1's pain to be 9 out of 10.)Morphine Sulfate Solution 20 mg/ml (milligrams/milliliter). Give 0.5ml by 
mouth every 4 hours as needed for moderate pain/shortness of breath. Administered at 3:28 PM (It is 
important to note the facility recorded R1's pain as 0 out of 10 and then administered her as needed pain 
medication.)R1's skin sheet, undated, indicates R1 has shearing in the buttock area and a faint bruise on the 
anterior left lower extremity. On 12/16/25 at 5:05 PM, NHA A (Nursing Home Administrator) indicated the 
form should have been dated, but she knows it was completed on 11/8/25 during a house wide skin sweep.
(It is important to note this form was not included in R1's medical record.)R1's MAR/TAR, for 11/8/25, 
includes:Pain Evaluation Every Shift: Day- 2 out of 10, Evening-0 out of 10, Evening- blank, Night- 0 out of 
10.Morphine Sulfate Solution 20 mg/ml. Give 0.5ml by mouth every 4 hours as needed for moderate 
pain/shortness of breath. Administered at 10:09 PM (It is important to note the facility recorded R1's pain as 
0 out of 10 and then administered her as needed pain medication.)Of note: there is no facility documentation 
of continued monitoring of R1's edema, range of motion, or bruising to R1's left leg on 11/8/25.R1's Hospice 
Progress Note, dated 11/9/25 9:30 AM - 11:00 AM, includes: . as needed visit for left lower leg pain. 
Assessment of left lower leg demonstrates localized edema and bruising to the lateral aspect. Patient does 
not tolerate movement and cries out with even the slightest movement. Patient, facility, and POA requesting 
an x ray. pain: yes. pain score: 7 out of 10. goal pain: 4 out of 10. worst pain in the last 24 hours: 10 out of 
10. frequency of pain: all of the time. Abnormal musculoskeletal findings: pain/stiffness in left lower extremity. 
Indicate reason for pain: Patient bumped her leg and has edema and bruising. What discipline did you 
communicate with: Registered Nurse/Supervisor. On call visit due to unexpected status change involving an 
adverse event. Indicate other unexpected status change: Patient's left lower extremity was bumped during 
transport on 11/7/25 resulting in increased pain with movement, bruising, and edema.(of note: there is no 
documentation of an incident report indicating R1 bumped her leg during transport on 11/7/25 and the Dental 
office denied any incident occurred.)R1's Hospice Progress Note, dated 11/9/25 at 10:52 AM, includes: as 
needed visit for left lower leg pain. Plan of care discussed with RN [Name], facility. Per report patient was 
transported to an appointment on 11/7/25. During transport patient's left lower extremity was bumped and 
patient experienced severe pain and discomfort. Assessment of left lower extremity demonstrates localized 
edema and bruising to the lateral aspect. Patient does not tolerate movement and cries out with even the 
slightest movement. Patient, facility, and POA are requesting an x ray. Medical Doctor contacted for x ray to 
be completed. Vitals signs obtained and within normal limits. Patient has a persistent cough. Lungs clear to 
auscultation and no shortness of breath noted. Patient answers questions but conversation is confused and 
she is not oriented to time or situation. Advised staff that order has been placed and x ray company 
contacted.R1's Nurse Note, dated 11/9/25 at 2:34 PM, includes: Hospice called to be informed that patient 
continues to have increased pain and requesting to be sent out. Patient was evaluated and X ray was 
ordered by hospice. Patient and POA (power of attorney) informed.Of note: there is no facility documentation 
of continued monitoring of R1's edema, range of motion, or bruising to R1's left leg on 11/9/25.R1's X ray 
results, dated 11/9/25, include: Tibia and fibula left 2 views: Normal mineralization. Status post total knee 
arthroplasty. Questionable non-displaced fracture of the proximal tibial metaphysis. Normal alignment. 
Diffuse soft tissue phleboliths. Osteoporosis and ankle/foot osteoarthritis noted. Conclusion: questionable 
non-displaced fracture of the tibia metaphsis (neck portion of a long bone); correlate for site of injury/pain. 
Dedicated knee radiographs may be useful. Status post knee arthroplasty.R1's MAR/TAR, for 11/9/25, 
includes:Pain Evaluation Every Shift- Day- 0 out of 10, Evening- 0 out of 10, Evening- blank, Night-0 out of 
10. (It is important to note the facility's pain ratings of 0 out of 10, while the hospice ratings are 10 out of 10, 
4 out of 10, and 7 out of 10.)Morphine Sulfate Solution 20 mg/ml. Give 0.5ml by mouth every 4 hours as 
needed for moderate pain/shortness of breath. Administered at 11:15 AM. (It is important to note the facility 
recorded R1's pain as 0 out of 10 and then administered her as needed pain medication.)R1's Hospice 
Progress Note, dated 11/10/25 11:04 AM - 11:44 AM Writer collaborated with hospice staff and facility staff 
including DON B (Director of Nursing) for today's visit. Patient denied shortness of breath. Per patient 
decreased appetite due to pain. Pain rated 7 out of 10 to left lower extremity. Left lower extremity noted with 
bruising, light yellow/green in color. Edema noted to lateral aspect of shin/bruised area. +1 to left foot/ankle 
region, elevated on pillow. Writer asked patient what happened and she replied, I caught my toe on the 
cement. Per patient, has been using as needed morphine for pain management. +2 to +3 pitting edema 
noted to right lower extremity. Hoyer lift for transfers. Broda chair for positioning and comfort. Educated staff 
on when to contact hospice. POA updated on visit.R1's Nurse Practitioner (NP) Note, dated 11/10/25 at 1:30 
PM, includes: . seen In follow up on chronic medical conditions. No concerns reported by patient or nursing 
staff. She has a possible spontaneous fracture, with past medical history including osteoporosis.On 12/16/25 
at 3:11 PM, NP J stated that she was told that they didn't believe there was any fall or incident, so she had 
said it sounded like it was a spontaneous fracture based on her osteoporosis and her other co-morbidities. 
NP J stated, I used the information I had at the time to diagnose. NP J indicated that she had not been 
informed of any injury and x-ray said possible fracture, so there wasn't anything real definitive. NP J stated if 
there was some kind of incident it is possible that it could have contributed to R1's death.R1's MAR/TAR, for 
11/10/25, includes:Pain Evaluation Every Shift- Day- 0 out of 10, Evening- 0 out of 10, Evening- 0 out of 10, 
Night-0 out of 10. (It is important to note the pain rating by facility of 0 out of 10 while hospice rating is 7 out 
of 10.)Morphine Sulfate Solution 20 mg/ml. Give 0.5ml by mouth every 4 hours as needed for moderate 
pain/shortness of breath. Administered at 12:03 PM. (It is important to note the facility recorded R1's pain as 
0 out of 10 and then administered her as needed pain medication.)R1's Nurse Notes, dated 11/11/25 at 2:42 
PM, include: Hospice called to inform them of patient noted extremely tired the last couple of days. Recent 
vital signs relayed. Patient is awake and alert during conversation but falls asleep while in her room. Patient 
is also requiring assistance with meals. Hospice states they will have a nurse come see her tomorrow 
morning.R1's MAR/TAR, for 11/11/25, includes:Pain Evaluation Every Shift- Day- 1 out of 10, Evening- 0 out 
of 10, Evening- blank, Night-0 out of 10.Morphine Sulfate Solution 20 mg/ml. Give 0.5ml by mouth every 4 
hours as needed for moderate pain/shortness of breath. Administered at 8:46 AM. (It is important to note the 
facility recorded R1's pain as 1 out of 10 and then administered her as needed pain medication.)R1's 
Hospice Progress Notes, dated 11/12/25 11:54 AM -12:40 PM, includes: .She was calm and comfortable, 
sleepy, her feet were elevated in bed and since she injured her left leg recently, and she was so tired, I 
focused on comfort care .R1's Nurse Notes, dated 11/14/25 at 9:26 PM, include: hospice aware, resident has 
no output. Will be coming back tomorrow to assess further.R1's Hospice Progress Notes, dated 11/14/25 
6:45 PM -7:52 PM, included: Patient is on hospice services. Upon arrival collaborated with facility nurse 
(named in document).Vital signs obtained hypotensive and tachycardic. Patient does not have any 
indications of urinary retention with assessment. Lungs have crackles and rhonchi in all fields. Heart rate 
regular, . Has 2 + pitting edema to bilateral lower extremities. Patient is somewhat responsive and attempts 
to answer questions but appears to be lethargic. She has a history of renal disease. Denies pain or 
discomfort. Suspect patient may have renal failure due to disease progression.R1's Hospice Progress Note, 
dated 11/15/25 5:07 PM - 6:08 PM, includes: per facility caregiver patient had an emisis [sic] earlier today. 
No antimetics [sic] were needed. Patient continues to be fatigued and drowsy throughout the day. No food 
intake and minimal fluid intake throughout the last 24 hours. She is able to verbalize answers to questions 
when awake but quickly falls asleep after. She has received as needed lorazepam throughout the day. 
Encouraged facility caregiver to administer as needed morphine as patient shows labored breathing with 
accessory muscle use. Denies pain at this time. Due to sudden change in status after left lower calf injury 
suspect patient may have passed an embolism. She does have urinary output, no other minimal [sic] and 
concentrated. Lungs continue to have crackles throughout. Call placed to POA with update. She plans to be 
back in town early tomorrow and will be visiting patient as soon as possible. She is in agreement with 
caregivers providing comfort focused care only.R1's Nurse Notes, dated 11/15/25 at 11:36 PM, include: 
Resident with labored respirations- as needed medications given. Hospice notified that oxygen applied at this 
time.R1's Nurse Note, dated 11/16/25 at 12:36 AM, includes: Resident with no vital signs at this time. 
Hospice notified.(It is important to note R1's medical record did not contain hospice nurse progress notes or 
assessments. The facility documentation lacked ongoing assessments when R1 was noted to have a change 
in condition, all assessments were completed by hospice nurses and not the facility nurses for ongoing 
monitoring.)R1's Certificate of Death, file date of 11/25/25, includes: . Immediate cause of death: 
Complications of blunt force trauma of left lower extremity with tibia fracture. Interval between onset and 
death: 9 days. Date of injury: 11/7/25. Place of injury: Dental office. Manner of death: accident. If injury stated 
anywhere in cause of death, describe how it occurred: struck leg on door while ambulating.(of note: R1 does 
not ambulate and requires a full body lift for transfers). On 12/16/25 at 10:24 AM, Surveyor interviewed RR C 
(Resident Representative) for R1. RR C stated that on 11/7/25, R1 had a dentist appointment but that the 
facility forgot to call transport so they asked her if they could push R1 to the dentist in her wheelchair. RR C 
indicated that the dentist's office was only a few blocks away from the facility, and it was a nice day out, so 
she agreed. RR C stated that R1 uses a Broda chair (a specialized positioning wheelchair for comfort, 
support, and positioning for individuals with complex medical needs). RR C stated that she thought that they 
tried to push R1 to the dentist in her Broda chair and not a regular wheelchair, and that they couldn't get the 
Broda chair through the door to the exam room, so the dentist examined her in the lobby. RR C stated that 
R1 had a hematoma on her left leg after the dentist appointment on 11/7/25, and that she expected that they 
would have kept an eye on that. RR C stated and that R1 also complained about a lot of pain in her legs after 
11/7/25, but it was mostly ignored by the facility. RR C indicated that R1 was on hospice, and she wanted 
them to keep her comfortable, but that she never thought the severity of her injury would result in R1's death.
On 12/16/25 at 11:04 AM, Surveyor interviewed DON B (Director of Nursing), who stated that the dentist's 
office was less than a block away from the facility, so that R1 got a ride there and then staff walked her back 
to the facility because it was a nice day out. DON B indicated that the walk would have taken less than 5 
minutes, and that she didn't think R1 was taken in her Broda chair. (Please Note: This would have left R1 
unattended by anyone from the facility for a period of time.) On 12/16/25 at 11:09 AM, Surveyor interviewed 
DR D (Doctor of Dentistry), who stated that the facility brought R1 in with a wheelchair that would not go 
through the door to his exam room, so he told them they would have to bring her back in a chair that would 
fit. DR D stated that he was unable to examine her, but that he did talk to her in the waiting room, and did not 
see that she had bumped her leg. DR D indicated that R1 told him that she walked by herself, but that was 
obviously not the case, and that R1 had two female staff members with her. DR D asked his assistant, who 
was there at the time, who also stated that she did not recall R1 bumping her leg, just that she was in a really 
wide chair. DR D measured both his interior and exterior doors and told Surveyor that the width of his outside 
door is 5 or 6 inches wider than the width of his interior door so there would have been no problem getting 
R1 into the building, but there was a problem getting R1 into the exam room. DR D stated that at no time did 
R1 complain of any pain or say anything about bumping her leg, and that there was no sign of injury while 
she was in his waiting room.(It is important to note the facility provided no evidence of a safety assessment 
or positioning assessment being completed for R1 prior to transporting R1 in a wheelchair.)On 12/16/25 at 
11:48 AM, Surveyor interviewed ME E (Medical Examiner) for [Name of county], who stated that the 
information provided to his investigator on 11/16/25 was that when R1 was taken to a dental office in [Town 
name], that she struck her left leg on the front door. ME E stated that this information was given by the 
hospice nurse that pronounced the death. ME E stated that his office was notified that the date of injury was 
9 days prior, and that she must have hit her leg pretty hard, sustaining pain, bruising, and swelling. ME E 
indicated that the mobile x-ray showed a non-displaced fracture of the tibia, and that afterwards R1 started to 
quickly decline with less activity and food intake. ME E stated that prior to 11/7/25, R1 had been more alert 
and active, and there were no other falls or injuries noted. ME E stated that the conclusion that we draw for 
the death certificate is based on medical records and not just hearsay of the reporting nurse.On 12/16/25 at 
11:59 AM, Surveyor interviewed SSD F (Social Service Director) and BOM G (Business Office Manager), 
who stated that they went and got R1 from the dentist on 11/7/25. SSD F and BOM G indicated that the 
dentist was not able to really examine R1 or do any x-rays of her mouth, the dentist just did a verbal visit and 
recommended that they monitor R1 and treat her for any dental pain. BOM G stated they had no trouble 
getting R1 in the front door of the dental office and into the lobby BOM G stated that she walked R1 down to 
the dentist, and then SSD F gave her a ride back to pick R1 up, at which time she walked R1 back to the 
facility. SSD F indicated that R1 was not in her Broda chair but was in one of the facility's standard transport 
wheelchairs with foot pedals. BOM G clarified that the wheelchair used to transport R1 was not the standard 
wheelchair that fits in the van, but one that was a little wider than the standard transport wheelchair. BOM G 
stated that R1 did not complain of any pain either to or from the walk to the dentist's office. On 12/16/25 at 
12:04 PM, Surveyor interviewed DON B and asked about the results of R1's x-ray, which indicated a 
questionable non-displaced fracture of the proximal tibial metaphysis. DON B stated that she talked to RR C 
about the x-ray, and that RR C said as long as hospice was keeping R1 comfortable, she did not want to do 
anything more at that time. DON B indicated that it was a questionable fracture because R1 had 
osteoporosis and was very immobile. On 12/16/25 at 1:00 PM, Surveyor interviewed hospice RNCM H 
(Registered Nurse Case Manager), who indicated that LPN I (Licensed Practical Nurse) from the facility 
called the triage nurse on 11/7/25 at 9:52 PM and reported that R1 had a dentist appointment earlier in the 
day, had bumped her leg on the doorway, and that there was some bruising but no deformity. RNCM H 
stated that if something is found before the next hospice visit, if it goes to the on-call nurse and they would 
go in the next day to assess. RNCM H stated that she did see R1 on 11/8/25, and that she did have some 
pain in her lower extremities. RNCM H stated that R1 told her that she was out walking and twisted her knee 
on the sidewalk, but that R1 is non ambulatory. RNCM H stated that R1 was becoming more and more 
confused over time with her disease process. RNCM H stated that it was her understanding that R1 had 
gone out to a dentist appointment on 11/7/25, and the next day when she visited R1, R1 said she was having 
pain in her right extremity. RNCM H indicated that DON B and ADON L (Assistant Director of Nursing) had 
reported to her that R1 had bruising on her left extremity, not her right extremity. RNCM H stated that she 
remembered that DON B asked if they knew anything about this bruise because there was no documentation 
on their end and no knowledge of what happened either, so RNCM H stated that she sent the DON the triage 
call note and the documentation from their triage nurse via email on 11/10/25. RNCM H stated that it was 
hospice who ordered the x-ray on 11/9/25, and that note indicated that the patient (R1) was transported and 
that her left lower leg was bumped and she was experiencing great pain and discomfort, and that there was 
localized edema and bruising to the lateral aspect of the lower extremity. RNCM H indicated that the results 
of the x-ray were a suspected fracture. RNCM H stated that she would have expected that the staff at the 
facility would have assessed R1's leg as well and pass that information on to the hospice nurse. On 12/16/25 
at 1:25 PM, Surveyor interviewed DON B. DON B indicated that she was told that R1 had bruising to her leg 
but no discoloration. DON B stated that the x-ray was ordered because R1 was experiencing increased pain. 
DON B indicated that R1 always had pain all over, so it was difficult to determine when she was having 
increased pain. Surveyor asked DON B what she would expect staff to do if a resident endorsed having 
increased pain. DON B stated that she would want to know where the pain is, what it looks like, if there is 
redness or warmth. Surveyor asked DON B if she would expect staff to assess for ROM (Range of Motion). 
DON B stated yes, they should check for movement, but that R1 had no ability to lift her leg. DON B stated 
that staff should offer pain medication and see if it was effective. Surveyor pointed out to DON B that none of 
that information was anywhere in R1's medical record. DON B stated that they should have it. Surveyor 
asked DON B if she had the email correspondence from hospice about their visits to R1 regarding the 
increased pain to the leg. DON B stated that she usually tries to talk to hospice and not put any of the 
resident's names in an email. Surveyor asked if the facility should keep hospice notes as part of the medical 
record. DON B indicated that yes, they should have those. On 12/16/25 at 2:24 PM, Surveyor interviewed 
LPN I (Licensed Practical Nurse). LPN I stated that on 11/7/25 she started her shift at 6:00 PM, and that it 
was reported to her that R1 went out to the dentist and when she came back she had complaints of pain in 
her left leg. LPN I stated that she wasn't sure at that point because R1 had chronic pain, so she was 
unaware if it was new or a chronic issue. LPN I stated that when she went to see R1 in her room, she was in 
bed and seemed fine. LPN I indicated that R1 did have pain with movement when the staff would change 
and turn her that night. LPN I stated that R1 maybe had a little redness to her left lower leg so she called 
hospice. LPN I indicated that hospice asked her if it was uncontrolled pain, and she said no, that R1 was 
fine, nothing that was not her normal, and that she slept for me all night. LPN I stated that she gave R1 her 
PRN tramadol that she took every single night and she felt fine and slept all night. LPN I stated that it was 
LPN K who reported to her at the start of her shift that R1 had went out to the dentist and came back, and 
that the aides told her R1 was having some pain. LPN I indicated that LPN K had said that possibly R1 
bumped her leg on the doorway because R1 is a bigger woman and her wheelchair was wider than the 
normal wheelchair. LPN I stated she did not know if that was true or not, that it was more of a hearsay thing 
that R1 had bumped her leg at the dentist's office. Surveyor asked LPN I to describe the bruise she noted on 
R1's leg, and LPN I stated that what she saw was some redness, like maybe a bruise was starting, and 
maybe some mild swelling, but that she never saw it again after that night. LPN I indicated that usually they 
would do an incident report for bruising of unknown origin but that she was not positive if an incident report 
was done in this situation, and that she herself had not completed one. Surveyor indicated that there was no
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility did not maintain medical records on each resident that are complete, 
accurately documented, readily accessible, and systematically organized for 1 of 3 sampled residents (R1) 
for change of condition.During interviews staff indicated R1 had experienced an increase in pain, a bruise, 
and swelling to her lower left extremity on 11/7/25. Hospice Nurse Notes reflect R1 was experiencing pain 9 
out of 10, 10 out of 10, and 7 out of 10. R1's medical record does not accurately reflect her pain.R1 reported 
an event happened while she was off premises at an appointment with one or two staff members. R1 
reported the event with inconsistent details to facility staff and to hospice staff. Staff failed to capture R1's 
allegation/details of the event in her medical record.R1 had a dental appointment on 11/7/25 and R1's 
medical record contained no documentation from this provider.R1's medical record did not contain hospice 
nurse progress notes.Evidenced by:The facility did not provide a policy related to charting, documentation, or 
medical record filing.R1 admitted to the facility on [DATE] and had the following diagnoses: Type 2 Diabetes 
Mellitus with diabetic neurological complications, neuralgia and neuritis, chronic kidney disease stage 3, 
fibromyalgia, epilepsy, history of falling, morbid obesity, age related osteoporosis, and Parkinson's disease. 
R1 passed away on 11/16/25 at 12:45 AM.R1's most recent MDS (Minimum Data Set) with ARD 
(Assessment Reference Date) of 9/5/25 indicates R1's cognition is moderately impaired with a BIMS (Brief 
Interview for Mental Status) score of 12 out of 15.R1's Hospice Progress Note, dated 11/7/25 9:52 PM, 
includes: on call triage note: 9:51 PM central time, LPN I, from facility called to pass on that patient was at 
dentist today and they bumped her leg on the doorway. She is complaining of pain, . has bruising. No 
deformity. Offered nurse visit, but patient is currently sleeping and staff report that only time she complains of 
pain is with touching her leg with the bruising and pain medication as needed is helping. LPN I will return call 
if they would prefer a visit or with any changes.(It is important to note R1's medical record did not have 
documentation about this event, did not contain a description of R1's bruise, did not have accurate pain 
assessments, did not have an indication for use of R1's as needed pain medications, did not have a 
Registered Nurse Assessment, did not contain continued monitoring after change in condition was identified, 
and did not contain Hospice Nurse Notes or Hospice Nurse Assessments at the time of survey.)R1's Hospice 
Progress Note, dated 11/9/25 9:30 AM - 11:00 AM, includes:. as needed visit for left lower leg pain. 
Assessment of left lower leg demonstrates localized edema and bruising to the lateral aspect. Patient does 
not tolerate movement and cries out with even the slightest movement. Patient, facility, and POA requesting 
an x ray. pain: yes. pain score: 7 out of 10. goal pain: 4 out of 10. worst pain in the last 24 hours: 10 out of 
10. frequency of pain: all of the time. Abnormal musculoskeletal findings: pain/stiffness in left lower extremity. 
Indicate reason for pain: Patient bumped her leg and has edema and bruising. What discipline did you 
communicate with: Registered Nurse/Supervisor. On call visit due to unexpected status change involving an 
adverse event. Indicate other unexpected status change: Patient's left lower extremity was bumped during 
transport on 11/7/25 resulting in increased pain with movement, bruising, and edema.(It is important to note 
R1's medical record does not reflect R1's pain.)R1's Nurse Note, dated 11/9/25 at 2:34 PM, includes: 
Hospice called to be informed that patient continues to have increased pain and requesting to be sent out. 
Patient was evaluated and X ray was ordered by hospice. Patient and POA informed.(It is important to note 
R1's medical record does not reflect the increase in pain.)R1's MAR/TAR, for 11/9/25, includes:Pain 
Evaluation Every Shift- Day- 0 out of 10, Evening- 0 out of 10, Evening- blank, Night-0 out of 10. (It is 
important to note R1's medical record does not accurately reflect her pain ratings as the facility's pain ratings 
are 0 out of 10, while the hospice ratings are 10 out of 10, 4 out of 10, and 7 out of 10.)Morphine Sulfate 
Solution 20 mg/ml. Give 0.5ml by mouth every 4 hours as needed for moderate pain/shortness of breath. 
Administered at 11:15 AM. (It is important to note the facility recorded R1's pain as 0 out of 10 and then 
administered her as needed pain medication.)R1's Hospice Progress Note, dated 11/10/25 11:04 AM - 11:44 
AM Writer collaborated with hospice staff and facility staff including DON B (Director of Nursing) for today's 
visit. Writer entered patient's room. Patient sleeping. Writer introduced self and reason for visit. Patient 
agreeable to visit. Lethargic for remainder of visit. Patient denied shortness of breath. Per patient decreased 
appetite due to pain. Pain rated 7 out of 10 to left lower extremity. Left lower extremity noted with bruising, 
light yellow/green in color. Edema noted to lateral aspect of shin/bruised area. +1 to left foot/ankle region, 
elevated on pillow. Writer asked patient what happened and she replied, I caught my toe on the cement. Per 
patient, has been using as needed morphine for pain management. +2 to +3 pitting edema noted to right 
lower extremity. Hoyer lift for transfers. Broda chair for positioning and comfort. Educated staff on when to 
contact hospice. POA updated on visit.R1's MAR/TAR, for 11/10/25, includes:Pain Evaluation Every Shift- 
Day- 0 out of 10, Evening- 0 out of 10, Evening- 0 out of 10, Night-0 out of 10. (It is important to note the pain 
rating by facility of 0 out of 10 while hospice rating is 7 out of 10.)Morphine Sulfate Solution 20 mg/ml. Give 0.
5ml by mouth every 4 hours as needed for moderate pain/shortness of breath. Administered at 12:03 PM. (It 
is important R1's medical record did not capture R1's pain as they rated it as 0 out of 10 and then 
administered her as needed pain medication.)On 12/16/25 at 3:55 PM ADON L (Assistant Director of 
Nursing) stated that the reason that she didn't document an assessment on R1 was that she was not in 
charge of fully documenting all the assessments, and she went in and talked to R1 about her pain, but that 
she didn't go in and do a full assessment. Surveyor asked ADON L if she should have documented what was 
discussed with R1 and what she did and what she was going to do somewhere in R1's medical record. 
ADON L stated that change of condition in her mind because she didn't physically see anything wrong with 
R1's leg. ADON L indicated R1's medical record should accurately reflect her pain, should contain hospice 
nurse notes, should contain Medical Doctor after visit summaries, and should include descriptions of injuries, 
and descriptions of possible events that are reported, especially if they lead to an increase in pain or a 
bruise/other injury.On 12/16/25 at 2:24 PM, Surveyor interviewed LPN I (Licensed Practical Nurse). LPN I 
stated that on 11/7/25 she started her shift at 6:00 PM, and that it was reported to her that R1 went out to the 
dentist and when she came back she had complaints of pain in her left leg. LPN I stated that she wasn't sure 
at that point because R1 had chronic pain, so she was unaware if it was new or a chronic issue. LPN I stated 
that when she went to see R1 in her room, she was in bed and seemed fine. LPN I indicated that R1 did 
have pain with movement when the staff would change and turn her that night. LPN I stated that R1 maybe 
had a little redness to her left lower leg so she called hospice. LPN I indicated that hospice asked her if it 
was uncontrolled pain, and she said no, that R1 was fine, nothing that was not her normal, and that she slept 
for me all night. LPN I stated that she gave R1 her PRN tramadol that she took every single night and she 
felt fine and slept all night. LPN I stated that it was LPN K who reported to her at the start of her shift that R1 
had went out to the dentist and came back, and that the aides told her R1 was having some pain. LPN I 
indicated that LPN K had said that possibly R1 bumped her leg on the doorway because R1 is a bigger 
woman and her wheelchair was wider than the normal wheelchair. LPN I stated she did not know if that was 
true or not, that it was more of a hearsay thing that R1 had bumped her leg at the dentist's office. Surveyor 
asked LPN I to describe the bruise she noted on R1's leg, and LPN I stated that what she saw was some 
redness, like maybe a bruise was starting, and maybe some mild swelling, but that she never saw it again 
after that night. LPN I indicated that usually they would do an incident report for bruising of unknown origin 
but that she was not positive if an incident report was done in this situation, and that she herself had not 
completed one. Surveyor indicated that there was no RN working the night shift on 11/7/25, and she was 
unaware if an RN had done an assessment on 11/7/25. LPN I stated that there was an RN working the day 
shift on 11/8/25 who may have done an assessment, but she was not positive. LPN I stated that she did not 
do any Range of Motion (ROM) or passive ROM with R1, because she couldn't really move her legs. LPN I 
stated that the length of R1's legs looked normal to me. Surveyor asked LPN I if she had documented any of 
this in R1's medical record, and LPN I stated that she thought she had put in a progress note. (of note: 
evidence of documentation of an assessment was not provided)On 12/16/25 at 1:25 PM, Surveyor 
interviewed DON B (Director of Nursing) . DON B indicated that she was told that R1 had bruising to her leg 
but no discoloration. DON B stated that the x-ray was ordered because R1 was experiencing increased pain. 
DON B indicated R1's medical record should accurately reflect R1's pain. DON B indicated staff are to 
document no findings if they do not have finding on an assessment. Surveyor asked if the facility should 
keep hospice notes as part of the medical record. DON B indicated that yes, they should have those. 
Surveyor asked DON B if she expected the staff to document in the medical record when they call hospice or 
a medical doctor. DON B stated yes, that was her expectation. Surveyor asked DON B if a resident has an 
appointment and is leaving the facility with staff, should that be documented in the medical record. DON B 
stated that they have a transport log excel spreadsheet for that, but that yes, it probably should be 
documented in the resident's chart. Surveyor asked DON B if the hospice notes should be part of the 
resident's medical record. DON B stated yes, and that she could see that some were missing in R1's chart. 
Surveyor asked DON B if R1 ever had zero pain, and DON B indicated that with R1's history of fibromyalgia 
and osteoporosis, she would not have a zero-pain rating.On 12/16/25 at 5:05 PM NHA A (Nursing Home 
Administrator) indicated R1's medical record is not complete. Surveyor asked NHA A if she would expect the 
staff to chart an assessment even if there were no findings, and NHA A stated yes, that was her expectation. 
Surveyor asked NHA A what she would expect the staff to do with increased monitoring of R1's leg. NHA A 
stated that she would expect that the staff check on R1's leg every two hours when they reposition her and 
yes, she would expect them to document that. Surveyor asked NHA A if she would expect resident pain 
ratings to be documented accurately. NHA A stated yes, that was her expectation. Surveyor asked if a 
resident states a pain rating of zero, should they be given PRN morphine. NHA A indicated no, that would 
not be appropriate. NHA A stated that it was her expectation if a staff is giving morphine, that they would 
evaluate the pain and give the medication based on the pain scale and also later follow up to see if the 
medication was effective. Surveyor asked NHA A if a pain rating of zero would be accurate for R1. NHA A 
stated that R1 was very up and down on pain, and that some days she would complain of pain and other 
days she would be fine. However, NHA A stated that she did not think a pain rating of zero would be 
accurate for R1, as she was never without pain. NHA A stated that she 100% agreed that the documentation 
was lacking in this instance. On 12/17/25 at 8:30 AM NHA A indicated she is still trying to coordinate with 
hospice to get R1's nurse progress notes and assessments to add to R1's medical record. NHA A indicated 
these documents should have been in R1's medical record.(It is important to note Surveyor filled out a 
release form on 12/16/25 and obtained a copy of R1's hospice records from the hospice agency on 12/17/25.
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