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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 each resident received the necessary care and 
services in accordance with professional standards of practice to meet each resident's physical needs for 1 
of 3 sampled residents (R1).R1 had a change in condition. The facility did not assess or have ongoing 
monitoring of R1's change in condition. R1 was eventually sent to the hospital with a distal fracture of the left 
femur (leg bone).This is evidenced by: On 12/2/25 at 12:28 PM, Surveyor spoke to DON B (Director of 
Nursing) and requested the facility's change in condition policy and procedure. DON B stated the facility 
does not have a change in condition policy and procedure. DON B indicated the facility follows the standard 
of practice for nursing. According to the National Library of Medicine from the National Institute of Health 
(www.ncbi.nlm.nih.gov), the nursing process, according to ANA (American Nursing Association) Standards of 
Professional Nursing Practice, includes assessment. and evaluation. The Assessment Standard of Practice 
is defined as, The registered nurse collects pertinent data and information relative to the health care 
consumer's health or situation. Assessment includes physiological data. A physical examination is a 
systematic data collection. that uses the techniques of inspection, auscultation, palpation. observation of the 
patient's anatomical structures. After the initial plan of care is developed, continual reassessment of the 
patient is necessary to detect any changes in the patient's condition requiring modification of the plan. The 
need for continual patient reassessment underscores the dynamic nature of the nursing process and is 
crucial to providing safe care. As interventions are performed, they must be documented in the patient's 
record in a timely manner.Lack of documentation is considered a failure to communicate. if an intervention is 
not documented, it is considered not done. It is also important to document administration of medication and 
other interventions in a timely manner to prevent errors that can occur due to delay documentation time. 
Reassessment should occur every time the nurse interacts with a patient. R1 admitted to the facility on 
[DATE] with diagnoses of fracture of neck of right femur, fracture of lower end of left femur, fracture of right 
humerus, end stage renal disease and renal osteodystrophy (an alteration of bone in patients with chronic 
kidney disease - mineral and bone disorder).R1's MDS (minimum data set) dated 11/30/25, indicates R1 has 
a BIMS (brief interview of mental status) of 15 out of 15 indicating R1 is cognitively intact.R1's 
comprehensive care plan, printed 12/2/25, includes: Focus: R1 has an ADL (Activities of Daily Living) 
self-care performant deficit r/t (Related To) limited mobility.Interventions: Bed mobility: . requires 
substantial/maximal assistance by one staff to turn and reposition in bed. Dressing: .requires 
substantial/maximal assistance.Focus: R1 has severe osteoporosis r/t renal osteodystrophy. Interventions: 
Give analgesics PRN (As needed) for pain. Resident may complain of pain, stiffness or weakness. 
Document complaints. Give medications as ordered. Monitor/document/report PRN s/sx (Signs and 
Symptoms) or complications related to osteoporosis: acute fracture, compression fractures, loss of height, 
kyphosis (dowagers hump, thoracic curve), pain, especially back pain. Focus: R1 has a bone fracture r/t 
trauma and osteoporosis. Date initiated 4/21/25.Interventions: Handle gently when moving or positioning. 
Maintain body alignment. Monitor/document/report PRN: edema, bruising/discoloration of skin, skin 
temperature changes, loss of sensation distal to fracture, presence/absence of pulses distal to fracture.R1's 
physician orders include: Oxycodone oral tablet 5 mg (milligrams) give 1 tablet my mouth one time a day for 
pain. give 30 minutes prior to getting up in the AM. Scheduled for 6:00 AM. Start date 7/9/25. Oxycodone 
oral tablet 5 mg, give 1 tablet by mouth every 4 hours as needed for pain (4-10) Start date 3/19/25. 
Discontinue date 11/24/25. Tizanidine (Muscle Relaxant) oral tablet 2 mg. Give 1 tablet my mouth every 6 
hours as needed for sciatic nerve pain. Start date 10/7/25. Oxycodone oral tablet 5 mg. Give 1 tablet by 
mouth every 4 hours as needed for pain (4-6). Start dated 11/24/25. Discontinue date 12/1/25. Oxycodone 
oral tablet 5 mg. Give 2 tablets by mouth every 6 hours as needed for pain (7-10) Start date 11/24/25. 
Discontinue date 12/1/25.R1's Medication Administration Record (MAR) indicates R1 received the 
following:11/19/25 6:00 AM Oxycodone 5 MG 11/19/25 3:00 PM Tizanidine 2 MG11/19/25 4:00PM 
Gabapentin 300mg 1 capsule 11/19/25 6:00 PM Oxycodone 5 MG pain rating 611/20/25 6:00 AM 
Oxycodone 5 MG11/20/25 7:00 AM Gabapentin 300mg 1 capsule 11/20/25 10:19 AM Tizanidine 2 
MG11/20/25 1:25 PM Oxycodone 5 MG pain rating 6R1's narcotic sign out sheet for Oxycodone 5 mg, states 
R1 received oxycodone 5 mg on 11/19/25 at 12:40 PM. (Of note: R1 only received scheduled oxycodone on 
11/12, 11/13, 11/14, 11/15, 11/16, 11/17 and 11/18. R1 did not receive any as needed oxycodone tablets on 
those days.) R1's MAR indicates R1 had a pain level of 10 out of 10 on 11/19/25 at 12:25PM, and a pain 
level of 6 out of 10 at 1800 (6:00PM).R1's Dialysis note from 11/19/25 states in part: .patient stated that he 
heard a pop noise from his L (left) hip while he was being transferred at the [Facility Name] . this morning 
prior to coming to HD treatment. Encourage patient to update his PCP. Patient verbalized understanding. 
Writer attempted to reach someone at the SNF (skilled nursing facility) x2 (times 2) .updated [Name] RN, 
[Name] APNP (Advanced practice Nurse Practitioner) .On 11/19/25 at 12:44 PM R1's nurse progress note 
states in part: Resident returned from dialysis with c/o (Complaint of) severe left hip pain rates 10/10, some 
relief from prn (as needed) oxycodone, tizanidine, heat, repositioning. Resident states I thought I heard or felt 
a pop this morning when I was moving around in bed. Nurse practitioner updated with orders for x-ray of left 
hip, 2 views received. Resident updated with new orders. Author: RN EOf note, there is no assessment of 
R1's leg per R1's comprehensive care plan. There is no assessment or documentation of edema, 
bruising/discoloration of skin, skin temperature changes, loss of sensation distal to fracture, 
presence/absence of pulses distal to fracture. There is no further documentation for R1 on 11/19/25.R1's 
Physician Order Sheet dated 11/19/25 4:00 PM states: Obtain 2 views xray of L hip (left) for range of motion 
decrease and increase pain. Mobile xray d/t (Due To) homebound status and limited mobility.On 11/20/25 at 
3:13 AM R1's nurse progress note states in part: Monitor for the following behaviors: refusal of cares and 
decreased interaction with staff every shift Document specific behaviors observed in progress note Was a 
behavior observed? .Resident requested to stay in recliner overnight. On 11/20/25 at 8:50 AM R1's nurse 
progress note states in part: Resident continues with pain to right hip. Resident's right leg noted with 
uncontrollable shaking. [Company name] xray here at this time for xray. When preparing resident to transfer 
into bed, resident stated that the pain was so bad that he felt like he was going to throw up. PRN Zofran 
(antinausea medication) administered and let resident sit for a while. PRN effective, able to transfer resident 
into bed but resident noted to still have significant pain. Scheduled oxycodone and APAP (Tylenol) given 
approximately 20 minutes prior to transfer. Resident in bed at this time and getting xray. On 11/20/25 at 9:20 
AM R1's nurse progress note states in part: Per xray technician, resident in too much pain for rolling and only 
able to obtain a 1 view xray. On 11/20/25 at 1:25 PM R1's nurse progress note states in part: X-ray results 
received. X-ray shows complete oblique fracture of proximal left femur with displacement. Resident remains 
in significant discomfort. NP, [Name], updated and order received to send resident out for evaluation. 
Resident updated.Author: DON BR1's pain level summary includes: 11/20/25 1:25 PM pain rating 6. On 
11/20/25 at 2:00 PM eInteract SBAR (Situation, Background, Assessment, Recommendation) summary 
includes: Situation: Pain (uncontrolled)Blood Pressure: BP 130/83 on 11/14/25 1:05 PMPulse: P 84 on 
11/14/25 1:05 PMRR: R (Respiratory Rate) 18 on 11/14/25 1:05 PMTemp: T 98.0 on 11/14/25 1:05 
PMFunctional Status Evaluation: Needs more assistance with ADLs Decreased mobilityNursing 
observations, evaluation, and recommendations are: Resident had complaint of increased pain to left leg and 
had reported he heard a pop during transfers. X-ray obtained revealed displaced complete oblique distal 
fracture to left femur. Sent to ER (Emergency Room) for further evaluationOf note, the vital signs entered for 
R1's change in condition were obtained on 11/14/25.On 11/20/25 at 3:10 PM R1's nurse progress notes 
states in part: Resident left facility at this time via [Company Name] transport . Resident being transferred to 
[Name] Hospital.On 12/2/25 at 10:37 AM, Surveyor interviewed R1. R1 stated on 11/19/25 around 5:30 AM, 
he asked CNA C (Certified Nursing Assistant) to assist him with getting ready for dialysis. R1 stated CNA C 
was gently moving his legs and he felt a pop in his leg. He asked CNA C to give him a minute and she did. 
R1 stated when he was ready again, CNA C assisted him into the mechanical stand lift. R1 indicated when 
he stood up, it caused him pain. R1 stated CNA C assisted him into his wheelchair and the nurse gave him 
his medications. R1 stated while at dialysis, he was moved again via a mechanical stand lift from his 
wheelchair to the dialysis chair and then back to his wheelchair. R1 indicated the pain worsened while at 
dialysis. R1 stated when he arrived back to the facility, around 11:45 AM, staff assisted him from the 
wheelchair into his recliner via the mechanical stand lift. R1 stated he informed the nursing staff when he 
returned that he was having pain. R1 stated the staff offered him to go to the emergency room but he 
declined. R1 indicated the staff had ordered an x-ray for him. R1 indicated he was having a lot of pain. R1 
stated he sat in his recliner all night because of the pain.Of note, R1 informed staff of his pain when he 
returned from dialysis at approximately 11:45 AM. R1 was given his as needed, oxycodone, pain medication 
at 12:40 PM and 6:00 PM and then did not receive any further pain medication until his scheduled 
oxycodone on 11/20/25 at 8:30 AM. On 12/2/25 at 11:48 AM, Surveyor interviewed CNA C (certified nursing 
assistant). CNA C indicated she was assisting R1 on the morning of 11/19/25. CNA C indicated when she 
was assisting R1 with his legs, he said OW. CNA C indicated R1 frequently makes noises of discomfort 
when moving. CNA C indicated she asked R1 a few times during cares if he was alright. CNA C indicated R1 
stated he was fine. CNA C indicated RN D (Registered Nurse) was in the room with her to help transfer R1. 
CNA C stated when she was assisting R1's foot into the foot pedal of the wheelchair he mentioned that he 
felt a pop in his leg when he was in bed. CNA C indicated she believed the cares provided was routine. On 
12/2/25 at 11:56 AM, Surveyor interviewed RN D (Registered Nurse). RN D indicated she was the night shift 
nurse. RN D indicated she was assisting CNA C with transferring R1. RN D indicated R1 yelped out when 
CNA C moved his foot onto his wheelchair peddle. RN D indicated it was usual for R1 to make noises of 
discomfort when moving. RN D indicated he was fine per his usual. RN D indicated there was no increase in 
pain expressed after that. Of note, RN D did not assess R1 even after R1 called out in pain when his leg was 
moved. On 12/2/25 at 11:29 AM, Surveyor interviewed RN E. RN E indicated she was R1's nurse on day 
shift. RN E indicated after she had been given report in the morning, around 6:00 AM, she took R1's dialysis 
binder to his room and assisted him to the transport. RN E indicated R1 was tapping his leg and said he 
thought it was muscle spasms. RN E stated she asked him if he was ok and he said yes and that the night 
nurse had given him his medications. RN E indicated she was the nurse for R1 when he returned from 
dialysis. RN E indicated a CNA came and told her R1 was having pain. RN E indicated R1 was in his 
wheelchair on the phone when she went to his room. RN E stated R1 was still having pain after he came 
back from dialysis. RN E indicated she notified the nurse practitioner (NP) about R1's pain and requested an 
x-ray. RN E stated she notified the NP because of this pain and history of fractures. RN E indicated nothing 
was really working to get R1's pain under control. RN E indicated she gave verbal report to the evening shift 
nurse at around 2:30 PM. RN E indicated she would have expected the evening and night nurse to continue 
to monitor and assess R1. On 12/2/25 at 1:06 PM, Surveyor interviewed LPN F (Licensed Practical Nurse) 
regarding what the facility does for residents with a change in condition. LPN F indicated a full assessment 
should be completed to include at least vital signs, pain, check for obvious injury and document. On 12/2/25 
at 12:03 PM, Surveyor interviewed DON B. DON B indicated if a resident has a change in condition, the 
nurse should assess the resident. DON B indicated R1 should have had monitoring every shift, including an 
evaluation of his range of motion, pain assessment and an evaluation of the site. Surveyor requested 
documentation from R1's medical records of R1's assessments and on-going monitoring. The facility did not 
provide documented assessments and on-going monitoring of R1's change in condition.
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