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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and medical record review, the facility failed to provide necessary care and services to ensure the
residents maintained their highest physical well-being for five of five sampled residents (Residents 1, 2, 3, 4,
and 5). * Resident 1 had fracture of the right upper arm. There was no monitoring for pain, redness, swelling
and warmth of extremities. * The facility failed to follow the physician's order for PT and OT treatment for
Resident 1 and OT treatment for Resident 4. * The facility failed to follow the physician's order for daily RNA
services for Residents 1, 2, 3, and 5. These failures had the potential for delayed medical interventions and
could negatively impact the residents well-being.Findings: 1. Medical record review for Resident 1 was
initiated on 10/1/25. Resident 1 was admitted to the facility on [DATE]. Review of Resident 1's MDS
assessment dated [DATE], showed a BIMS score of 00 (severe cognitive impairment). Review of Resident
1's Care Plans initiated 7/28/25, showed the following:- risk for pain, redness, swelling and warmth of
extremity/ies; interventions included monitoring for pain, warmth, redness and swelling of affected
extremity/ies, document and report to MD any signs and symptoms of pain, warmth and redness.- risk for
fracture/spontaneous fracture; interventions included monitoring for signs and symptoms of fracture and
notify MD as soon as possible. Also to monitor signs and symptoms of pain and discomfort and refer to MD.-
risk for pain/altered comfort; interventions included assessment for non-verbal signs and symptoms of pain:
grimaces, irritability, crying and posturing. Review of Resident 1's PT/OT Treatment record dated 9/16/25,
showed the resident was grimacing when there was repositioning of the head/body/bilateral lower
extremities. Review of Resident 1's medical record failed to show documented evidence the PT had reported
the resident with grimacing during the repositioning. Review of Resident 1's Flowsheets - All Others dated
9/17/25, failed to show documentation of the following: - no documentation of the limited range of motion in
upper and lower extremity joints and for no joint tenderness/swelling under the Musculoskeletal Assessment
- no CNA documentation for the 0700 to 1730 hours shift. Further review of Resident 1's Flowsheets - All
Others dated 9/17/25, showed RN 3 was notified Resident 1's right arm was swollen, warm to touch, and
with bruises at 2130 hours. Resident 1 was unable to move arm, and nodded when asked if there was pain
when the right arm was touched. Review of Resident 1's x-ray report for the right shoulder dated 9/17/25,
showed a fractured humerus. On 10/2/25 at 1244 hours, a telephone interview was conducted with LVN 4.
LVN 4 stated Resident 1 was not checked for signs and symptoms of swelling or redness. Furthermore, LVN
4 stated a head-to-toe assessment was not completed. Resident 1 looked fine. On 10/3/25 at 0919 hours, an
interview and concurrent medical record review was conducted with the DON. The DON stated the RNs
should monitor the residents every four hours, the LVNs every two hours, as well as the CNAs. Skin
monitoring should be included. The DON verified there was no CNA documentation for the 0700 to 0730
hours on 9/17/25. Furthermore, the DON verified there was no documentation to show the PT had reported
the resident had grimacing during the treatment on 9/16/25. On 10/3/25 at 1646 hours, a telephone interview
was conducted with LVN 2. LVN 2 stated Resident 1 was uncomfortable when the right arm was touched.
The swelling and bruise would not be visible unless the sleeves of the hospital gown was pulled up. 2. a.
Medical record review for Resident 1 was initiated on 10/1/25. Resident 1 was admitted to the facility on
[DATE]. Review of Resident 1's Order Summary Report showed the following orders: - dated 8/20/25, for PT
treatment once a day for two days per week times two weeks for therapeutic activity, functional mobility,
neuromuscular (network of nerves and muscles) re-education, therapeutic exercise and patient/family
education.- dated 8/26/25, for OT to continue treatment two times a week for four weeks for ADL retraining,
functional mobility for ADLs, neuromuscular re-education, therapeutic activities, therapeutic exercise for
ADLs, resident/family education. Review of Resident 1's PT/OT Treatment Record for August to September
2025 showed only one PT treatment for the week 8/25 to 8/29/25, and no PT treatment for the week 9/1 to
9/5/25. Further review of the document failed to show Resident 1 had OT treatment from 9/1 to 9/16/25. b.
Medical record review for Resident 4 was initiated on 10/2/25. Resident 4 was admitted to the facility on
[DATE]. Review of Resident 4's MDS assessment dated [DATE], showed a BIMS score of 2 (severe
cognitive impairment). Review of Resident 4's Order Summary Report showed an order dated 8/5/25, for OT
to continue one time a week for four weeks for ADL retraining, functional mobility for ADLs, neuromuscular
re-education, patient/family education, therapeutic activities and therapeutic exercise for ADLs. Review of
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