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Initial Comments 

Facility Reported Incident of/04/06/2025/IL195586 

Final Observations 

Statement Of Licensure Violations: (1 of 2) 

300.610a) 

300.1210a) 

300.1210b) 

300.1210d)6) 

300.610. Resident Care Policies 

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall be 
formulated by a Resident Care Policy Committee 
consisting of at least the administrator, the advisory 
physician or the medical advisory committee, and 
representatives of nursing and other services in the 
facility. The policies shall comply with the Act and
this Part. The written policies shall be followed in 
operating the facility and shall be reviewed at least 
annually by this committee, documented by written, 
signed and dated minutes of the meeting. 

300.1210. General Requirements for Nursing and Personal 
Care 

a) Comprehensive Resident Care Plan. A facility, with
the participation of the resident and the resident's 
guardian or representative, as applicable, must develop 
and implement a comprehensive care plan for each 
resident that includes measurable objectives and
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timetables to meet the resident's medical, nursing, and
mental and psychosocial needs that are identified in 
the resident's comprehensive assessment, which allow 
the resident to attain or maintain the highest 
practicable level of independent functioning, and 
provide for discharge planning to the least restrictive
setting based on the resident's care needs. The 
assessment shall be developed with the active 
participation of the resident and the resident's 
guardian or representative, as applicable 

b) The facility shall provide the necessary care and
services to attain or maintain the highest practicable
physical, mental, and psychological well-being of the
resident, in accordance with each resident's
comprehensive resident care plan. Adequate and properly
supervised nursing care and personal care shall be
provided to each resident to meet the total nursing and
personal care needs of the resident. 

d) Pursuant to subsection (a), general nursing care
shall include, at a minimum, the following and shall be
practiced on a 24-hour, seven-day-a-week basis: 

6) All necessary precautions shall be taken to assure
that the residents' environment remains as free of
accident hazards as possible. All nursing personnel
shall evaluate residents to see that each resident
receives adequate supervision and assistance to prevent
accidents. 

These regulations were not met as evidenced by: 

Based on interview and record review, the facility 
failed to provide adequate supervision to a high fall 
risk resident for one (R1) of four residents (R1, R2, 
R3 and R4) reviewed for falls in the sample of four. 
This failure resulted in R1's left hip fracture, 
emergent hospitalization, and subsequent left hip 
surgery. 

Findings include: 

R1 is a 63-year-old male admitted to the facility on 
12/23/2021 with diagnosis including bit not limited to
Ataxia; Epilepsy; Unspecified Abnormalities of Gait and
Mobility; Abnormal Posture; Muscle Wasting and Atrophy;
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Schizoaffective Disorder, Bipolar Type; Schizophrenia;
Bipolar Disorder; Essential (Primary) Hypertension; 
Type 2 Diabetes Mellitus with Diabetic Neuropathy; and
Heart Failure. 

According to R1's MDS (Minimum Data Set) assessment 
dated 02/19/2025 under section C, R1 has BIMS (Brief 
Interview of Mental Status) score of 12 indicating 
moderate cognitive impairment. 

According to R1's MDS (Minimum Data Set) assessment 
dated 02/19/2025 under section GG, R1 uses a walker as
a mobility device and requires supervision or touching
assistance during bed-to-chair transfers and walking. 

According to R1's Fall Risk Review dated 03/12/2025, R1
is at high risk for falls. 

R1's care plan initiated on 12/23/2021 reads in part, 
"(R1) is at risk for falls r/t (related to) confusion,
gait/balance problems, poor 
communication/comprehension, on statin, hypoglycemic 
and psychotropic medications, unaware of safety needs,
vitamin D deficiency, ataxia, DM II with neuropathy. 
Interventions: Be sure (R1's) call light is within 
reach and encourage the (R1) to use it for assistance 
as needed. Scott needs prompt response to all requests
for assistance; Anticipate and meet the (R1's) needs; 
Ensure that (R1) is wearing appropriate footwear when 
ambulating or mobilizing in wheelchair; (R1) needs a 
safe environment with even floors free from spills 
and/orclutter; adequate, glare-free light; a working 
and reachable call light, handrails on walls, personal
items within reach." 

R1's care plan initiated on 03/21/2023 reads in part, 
"(R1) presents with: Decreased strength., Poor 
balance., Impaired ambulation., General 
deconditioning., Symptoms/problems are manifested by 
increased risk for falls. Interventions: Implement fall
precautions per facility protocol (keep areas clear, 
well lit & accessible)." 

On 6/30/2025 at 11:48 AM Surveyor observed R1 laying in
the bed. R1 clean and dressed appropriate, no shoes 
observed at this time. R1's room dark, call light out 
of R1's reach, no clutter observed. R1 said, "Yeah I 
fell, I hurt my hip. I'm not sure when or how it 
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happened." R1 unable to recall circumstances of the 
incident, sounds confused and forgetful. 

On 06/30/2025 at 11:54 AM V6 (Licensed Practical Nurse)
said, "I wasn't here when R1 fell (04/06/2025). R1 
ambulated with a walker, had steady gait back then; 
however, still required supervision prior to the fall.
R1 is forgetful, there are times when you can have a 
conversation with him and other times when you cannot.
R1 forgets to use a call light despite staff reminding
him to do it. R1 was moved to a room closer to the 
nursing station after the fall for easier monitoring."

On 06/30/2025 at 3:23 PM V9 (Registered Nurse) said, "I
worked on 04/06/2025, I don't remember what shift. I 
don't remember the time of R1's incident, but I think 
it was after breakfast. I heard R1 calling for help 
while I was passing medications. I went up to R1, R1 
was sitting on the hallway floor, right by his room, 
leaning against the wall, with one of his legs 
stretched forward. R1 said he saw spilled water on the
floor and was trying to wipe it. I don't remember if R1
was wearing shoes. R1 was not able to get up on his 
own. I called someone for help, I don't remember who 
came, we placed R1 in the wheelchair and put him in the
bed. I notified the doctor, who recommend an x-ray. 
Upon my assessment, R1 was not able to move his left 
leg and it was in extended position. R1 was in a lot of
pain, especially when trying to move his leg. I gave R1
pain medication, but I don't remember if I documented.
After I received an x-ray order, I called the 
diagnostic company, and I was told they'll come out to
do an x-ray but didn't say when. I don't remember 
whether this was a regular or STAT order. I didn't 
check on R1 nor reassessed R1's pain before the end of
my shift. The x-ray company didn't come before I left.
I didn't follow up with the diagnostic company. R1 
would always use a call light when he needed anything.
I don't know why he attempted to get up that day 
(04/06/2025). R1 would normally walk around the unit, 
he looked stable. I don't know if he used any mobility
devices. R1 was walking like a normal person, so I'm 
not sure if R1 was at high risk for falls before the 
incident on 04/06/2025, so I'm not sure if R1 had any 
fall prevention interventions." 

Per record review, V9 (Registered Nurse) was scheduled
to work 7:00 AM - 3:00 PM and 3:00 PM - 11:00 PM on the
2 Main unit on 04/06/2025. 
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On 07/01/2025 at 10:45 AM V7 (Licensed Practical Nurse)
said, "When I came in to work on 04/07/2025 7:00 AM - 
3:00 PM, it was reported to me that R1 fell the day 
before. I wasn't told any details of the fall. I looked
at the report, and it showed that the x-ray was ordered
per doctor's order. Once I noticed the diagnostic 
company didn't come around midday, I called them, and 
they said they had no order for R1's x-ray. I placed a
STAT x-ray order, and they came out after 3:00 PM 
(04/07/2025). R1 usually wakes up early and walks 
around with a walker. On 04/07/2025, during my initial
rounds, I noticed R1 was in pain and couldn't move his
left leg. R1 was not able to get up but wasn't able to
rate the pain. I'm pretty sure I gave R1 pain 
medication and document it in the progress. I was 
thinking we were just waiting for an x-ray, and 
everything was arranged. I was trying to keep R1 
comfortable, I gave R1 some ice. When I returned to 
work on 04/08/2025 (7:00 AM - 3:00 PM), I was told that
the x-ray showed that he had a fracture, and I was 
supposed to send him out to the hospital and not wait 
for the x-ray. R1 was a fall risk resident, and we were
supposed to make sure we assist and supervise R1 when 
he gets in and out of bed and that he has a walker with
him. R1 would always use a call light but also, he 
would try to get up by himself." 

On 07/01/2025 at 11:07 AM V2 (Director of Nursing/ Fall
Coordinator) said, "R1 had a fall in an early April 
(2025). I received a call from V9 (Registered Nurse) 
close to 3:00 PM notifying e of R1's fall. V9 (RN) said
that R1 had a fall, while he was trying clean up a 
spilled water in the room. R1 didn't have a walker at 
the time of a fall. V9 (RN) said that R1 didn't have 
any injuries but complained of leg pain. V9 (RN) said 
he gave R1 pain medication and called V13 (Attending 
Physician) to get an x-ray order. It was a Sunday, so I
didn't do anything else in relation to the fall, just 
spoke to V9 (RN). When I came in on 04/07/2025, V7 
(Licensed Practical Nurse) told me that they are still
waiting for an x-ray. I advised V7 (LPN) to follow up 
with the diagnostic company. V7 (LPN) told me that the
diagnostic company will be coming in before the end of
the day. I don't know what time they came in. When I 
came into the facility the next day (04/08/2025), I 
made my rounds and heard that R1 didn't come out of the
bad. I had words with V7 (LPN), I told her that when a
resident has a change in condition and cannot walk 
whereas he walked before, nurses should send them out 
to the hospital. I then started the process of sending
R1 to the hospital and he was picked up around 10:20 AM
(4/8/2025)." R1 was a fall risk resident before the 
incident (04/06/2025). R1 required constant 
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redirection. One of the issues was that R1 has OCD 
(obsessive compulsive disorder), trying to clean and 
rearrange the room all the time. R1 didn't use a call 
light or ask for assistance. We would find him walk 
without the walker all the time. R1 was already walking
around or stayed in one of the dining rooms; however, 
Certified Nurse Assistant should monitor residents at 
least every two hours. R1's fall occurred because R1 
was trying to clean up after his roommate and there was
spilled water on the floor. R1 has an "obsession" with
cleanliness. One of the reasons why R1 was moved to 
another room is to make sure the room is clean and 
close to the nursing station." Surveyor asked if V8 
(Certified Nurse Assistant) was the only working CNA 
despite the need for two CNAs on the on the 2 Main unit
on 04/06/2025, V2 (Director of Nursing/ Fall 
Coordinator) did not confirm nor deny it. 

On 07/01/2025 at 12:02 PM V13 (Attending Physician) 
said, "I don't recall getting notified of R1's call, I
might have gotten a call. When the facility nursing 
staff call me, they emphasize if a resident hit the 
head, vital sign status, how a fall occurred, and based
on that I give orders. The first step is in-house 
diagnostic. If there is a change in resident's mental 
status, head trauma, loss of consciousness, or 
complaining of severe pain, I send them out to the 
hospital." Surveyor asked what some of the signs and 
symptoms of a broken hip are, V13 (Attending Physician)
stated, "Some of the signs of broken hip is complaining
of pain, bruising, deformity, and affected ROM (range 
of motion), such as extended leg. The nurse should try
to obtain a STAT image order to determine if there is a
fracture and need for hospitalization. If a resident 
has a mild pain, we start at over-the-counter pain 
medication, if it's excruciating pain we would send 
them out to the hospital. It a resident has continuous
pain, not managed by the over-the-counter medications,
they should be sent out to the hospital." Surveyor 
asked what some are of long-lasting results of a broken
hip, V13 (Attending Physician) said, "A broken hip with
a subsequent surgery would affect a resident acutely, 
example: bed rest and physical therapy. There could 
also be long lasting effect, such as chronic pain and 
change in the ROM (range of motion)." 

On 07/01/2025 at 12:19 PM V8 (Certified Nurse 
Assistant) said, "On 04/06/2025, R1 was assigned to me.
I don't recall R1 falling on my shift (7:00 AM - 3:00 
PM). I was the only CNA on the main portion of the 
second floor on 04/06/2025, normally it's two. We do 
rounds are at least every two hours. R1 was not 
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monitored in any special way, I don't think he was at 
risk for fall. I don't remember any special 
interventions that we had to do for R1. R1 was always 
adjusting and cleaning his room." 

Per record review, V8 (Certified Nurse Assistant) was 
an only CNA scheduled to work 7:00 AM - 3:00 PM on the
2 Main unit on 04/06/2025. 

R1's progress note written by V9 (Registered Nurse) 
dated 04/06/2025 02:42 PM reads in part, "Full body 
assessment done, no open injuries or active bleeding 
noted, able to move all extremities but with a lot of 
pain voiced when moved the left knee and unable to 
stand up. v/s bp 134/67, r 20 p 71, DON (V2) aware, on
call md order Knee x-ray." 

R1's progress note written by V7 (Licensed Practical 
Nurse) dated 04/07/2025 03:38 PM reads in part, "(R1) 
immobile due to pain to injury from recent fall; (R1) 
unable to come to an upright sitting position without 
assistance, greenish purple bruise noted on the left 
hip; pain level 5/10; Ambulatory status pre-change: 
ambulated with walker; Ambulatory status post-change: 
non ambulatory due to injury from previous fall." 

R1's progress note written by V2 (DON/Fall Coordinator)
dated 04/08/2025 09:30 AM reads in part," Manager 
follow up: Writer made aware by floor nurse that (R1) 
was observed lying in bed awaiting x ray results, but 
(R1) continues to c/o pain to Left leg and is not 
getting out of bed as per his baseline. Writer observed
(R1) in room lying in bed stating, "it's hard for me to
stand up it hurts". Floor nurse made aware and 
instructed to call MD and have (R1) sent out for 
further evaluation, no further issues at this time, 
call remains within reach and resident given pain 
medication as per MD order. will continue to monitor as
needed." 

R1's progress note written by V7 (Licensed Practical 
Nurse) dated 04/08/2025 09:53 AM reads in part, "The 
writer received (R1) in bed complaining of pain in left
hip due to recent fall. The resident unable to come to
a standing position. Md updated; orders given to send 
the resident to (local hospital). Currently awaiting 
transportation to arrive." 
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R1's progress note written by V7 (Licensed Practical 
Nurse) dated 04/08/2025 10:20 AM reads in part, 

"(Local) transportation arrived and transported (R1) 
via stretcher to (local medical center) per (R1's) 
request. (R1) received all scheduled medication and prn 
(pain medication) before leaving the facility and 
consumed 100% of his breakfast tray. Vitals upon 
(ambulance) arrival were (blood pressure): 138/76 
(pulse): 86 (oxygen): 96% (temperature): 97.7 (pain): 
6/10." 

Hospital record initiated on 04/08/2025 11:30 AM reads 
in part, "62-year-old male with a (past medical 
history) of anemia, CAD (coronary artery disease), 
schizoaffective disorder, bipolar disorder, GERD, 
epilepsy, hypothyroidism, heart failure, hypertension, 
T2DM (diabetes mellitus type 2) presented to the ER due 
to a fall. (R1) unsure when he fell but thinks that he
fell on Sunday (04/06/2025) on his left side. Since the 
fall, (R1) has been having left-sided hip and knee pain 
as well as adnominal pain. CT of the hip showed a 
moderately displaced and angulated fracture of the left 
femoral neck along with enlargement of the left iliac 
muscle. (R1) was admitted for further management. Left 
femoral neck hemi-arthroplasty on 04/09/2025. Tolerated 
procedure well." 

The facility "Fall" policy (no date) reads in part, "It
is the policy of this facility to have a Fall 
Prevention Program to assure the safety of all 
residents in the facility, when possible. The program 
will include measures which determine the individual 
needs of each resident by assessing the risk of falls 
and implementation of appropriate interventions to 
provide necessary supervision and assistive devices are 
utilized as necessary. Quality Assurance Programs will 
monitor the program to assure ongoing effectiveness. 
Standards: Safety interventions will be implemented for 
each resident identified at risk using a standard 
protocol. Standard Fall/Safety Precautions for All 
Residents: The resident's environment will be kept 
clear of clatter which would affect ambulation and 
remove hazards. Lighting will be appropriate for the 
time of day and in accordance to the resident's desire 
and the plan of care; Residents who require staff 
assistance will not be left alone after being assisted
to bathe, shower, or toilet; All nursing personnel will
be informed of residents who are at risk of falling. 
The fall risk classification will be identified on the
care plan.          (A)
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Statement Of Licensure Violations: (2 of 2) 

300.610a) 

300.1210b) 

300.1210d)1) 

300.610. Resident Care Policies 

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall be
formulated by a Resident Care Policy Committee
consisting of at least the administrator, the advisory
physician or the medical advisory committee, and
representatives of nursing and other services in the
facility. The policies shall comply with the Act and
this Part. The written policies shall be followed in
operating the facility and shall be reviewed at least
annually by this committee, documented by written,
signed and dated minutes of the meeting. 

300.1210. General Requirements for Nursing and Personal
Care 

b) The facility shall provide the necessary care and
services to attain or maintain the highest practicable
physical, mental, and psychological well-being of the
resident, in accordance with each resident's
comprehensive resident care plan. Adequate and properly
supervised nursing care and personal care shall be
provided to each resident to meet the total nursing and
personal care needs of the resident. 

d) Pursuant to subsection (a), general nursing care
shall include, at a minimum, the following and shall be
practiced on a 24-hour, seven-day-a-week basis: 

1) Medications, including oral, rectal, hypodermic,
intravenous and intramuscular, shall be properly
administered
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These regulations were not met as evidenced by: 

Based on interview and record review, the facility 
failed to timely administer a PRN (as needed) pain 
medications for post fall onset of pain for a one of 
one (R1) resident reviewed for pain in the sample of 
four. This failure resulted in R1 having ongoing, 
unaddressed pain for 44 hours before R1 was 
hospitalized for left hip fracture, and subsequent 
surgery of the left hip fracture. 

Findings include: 

R1 is a 63-year-old male admitted to the facility on 
12/23/2021 with diagnosis including but not limited to
Ataxia; Epilepsy; Unspecified Abnormalities of Gait and
Mobility; Abnormal Posture; Muscle Wasting and Atrophy;
Schizoaffective Disorder, Bipolar Type; Schizophrenia;
Bipolar Disorder; Essential (Primary) Hypertension; 
Type 2 Diabetes Mellitus with Diabetic Neuropathy; and
Heart Failure. 

On 6/30/2025 at 11:48 AM Surveyor observed R1 laying in
the bed. R1 clean and dressed appropriate, no shoes 
observed at this time. R1's room dark, call light out 
of R1's reach, no clutter observed. R1 said, "Yeah I 
fell, I hurt my hip. I'm not sure when or how it 
happened." R1 unable to recall circumstances of the 
incident, sounds confused and forgetful. 

06/30/2025 11:54 AM V6 (Licensed Practical Nurse) said,
"If a resident complains of pain and has difficulty 
moving, I make sure the doctor knows all the details 
and gives order to send a resident to the hospital for
further evaluation." 

On 06/30/2025 at 3:23 PM V9 (Registered Nurse) said, "I
worked on 04/06/2025, I don't remember what shift. I 
don't remember the time of R1's incident, but I think 
it was after breakfast. I heard R1 calling for help 
while I was passing medications. I went up to R1, R1 
was sitting on the hallway floor, right by his room, 
leaning against the wall, with one of his legs 
stretched forward. R1 said he saw spilled water on the
floor and was trying to wipe it. I don't remember if R1
was wearing shoes. R1 was not able to get up on his 
own. I called someone for help, I don't remember who 
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came, we placed R1 in the wheelchair and put him in the
bed. I notified the doctor, who recommend an x-ray. 
Upon my assessment, R1 was not able to move his left 
leg and it was in extended position. R1 was in a lot of
pain, especially when trying to move his leg. I gave R1
pain medication, but I don't remember if I documented.
After I received an x-ray order, I called the 
diagnostic company, and I was told they'll come out to
do an x-ray but didn't say when. I don't remember 
whether this was a regular or STAT order. I didn't 
check on R1 nor reassessed R1's pain before the end of
my shift. The x-ray company didn't come before I left.
I didn't follow up with the diagnostic company. R1 
would always use a call light when he needed anything.
I don't know why he attempted to get up that day 
(04/06/2025). R1 would normally walk around the unit, 
he looked stable. I don't know if he used any mobility
devices. R1 was walking like a normal person, so I'm 
not sure if R1 was at high risk for falls before the 
incident on 04/06/2025, so I'm not sure if R1 had any 
fall prevention interventions." 

Per record review, V9 (Registered Nurse) was scheduled
to work 7:00 AM - 3:00 PM and 3:00 PM - 11:00 PM on the
2 Main unit on 04/06/2025. 

On 07/01/2025 at 10:45 AM V7 (Licensed Practical Nurse)
said, "When I came in to work on 04/07/2025 7:00 AM - 
3:00 PM, it was reported to me that R1 fell the day 
before. I wasn't told any details of the fall. I looked
at the report, and it showed that the x-ray was ordered
per doctor's order. Once I noticed the diagnostic 
company didn't come around midday, I called them, and 
they said they had no order for R1's x-ray. I placed a
STAT x-ray order, and they came out after 3:00 PM 
(04/07/2025). R1 usually wakes up early and walks 
around with a walker. On 04/07/2025, during my initial
rounds, I noticed R1 was in pain and couldn't move his
left leg. R1 was not able to get up but wasn't able to
rate the pain. I'm pretty sure I gave R1 pain 
medication and document it in the progress. I was 
thinking we were just waiting for an x-ray, and 
everything was arranged. I was trying to keep R1 
comfortable, I gave R1 some ice. When I returned to 
work on 04/08/2025 (7:00 AM - 3:00 PM), I was told that
the x-ray showed that he had a fracture, and I was 
supposed to send him out to the hospital and not wait 
for the x-ray. R1 was a fall risk resident, and we were
supposed to make sure we assist and supervise R1 when 
he gets in and out of bed and that he has a walker with
him. R1 would always use a call light but also, he 
would try to get up by himself." 
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On 07/01/2025 at 11:07 AM V2 (Director of Nursing/ Fall
Coordinator) said, "The nurses should assess residents'
pain, establish source, administer a PRN pain 
medication or order one if there is no order for it, 
and check within 30 minutes if administered pain 
medication was effective. If the medication is not 
effective, nurses should follow-up with a physician. 
The nurses should sign the medication out in a 
resident's MAR (Medication Administration Record) or 
document it in the progress note. The pain should be 
assessed at the time of a fall or if a resident 
exhibits pain. Other than that, pain should be assessed
every shift and documented in a resident's MAR 
(Medication Administration Record). 

On 07/01/2025 at 12:02 PM V13 (Attending Physician) 
said, ""I don't recall getting notified of R1's call, I
might have gotten a call. When the facility nursing 
staff call me, they emphasize if a resident hit the 
head, vital sign status, how a fall occurred, and based
on that I give orders. The first step is in-house 
diagnostic. If there is a change in resident's mental 
status, head trauma, loss of consciousness, or 
complaining of severe pain, I send them out to the 
hospital." Surveyor asked what some of the signs and 
symptoms of a broken hip are, V13 (Attending Physician)
stated, "Some of the signs of broken hip is complaining
of pain, bruising, deformity, and affected ROM (range 
of motion), such as extended leg. If a resident has a 
mild pain, we start at over-the-counter pain 
medication, if it's excruciating pain we would send 
them out to the hospital. It a resident has continuous
pain, not managed by the over-the-counter medications,
they should be sent out to the hospital." 

R1's progress note written by V9 (Registered Nurse) 
dated 04/06/2025 02:42 PM reads in part, "Full body 
assessment done, no open injuries or active bleeding 
noted, able to move all extremities but with a lot of 
pain voiced when moved the left knee and unable to 
stand up. v/s bp 134/67, r 20 p 71, DON (V2) aware, on
call md order Knee x-ray." 

R1's progress note written by V7 (Licensed Practical 
Nurse) dated 04/07/2025 03:38 PM reads in part, "(R1) 
immobile due to pain to injury from recent fall; (R1) 
unable to come to an upright sitting position without 
assistance, greenish purple bruise noted on the left 
hip; pain level 5/10; Ambulatory status pre-change: 
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ambulated with walker; Ambulatory status post-change: 
non ambulatory due to injury from previous fall." 

R1's progress note written by V2 (DON/Fall Coordinator)
dated 04/08/2025 09:30 AM reads in part," Manager 
follow up: Writer made aware by floor nurse that (R1) 
was observed lying in bed awaiting x ray results, but 
(R1) continues to c/o pain to Left leg and is not 
getting out of bed as per his baseline. Writer observed
(R1) in room lying in bed stating, "it's hard for me to
stand up it hurts". Floor nurse made aware and 
instructed to call MD and have (R1) sent out for 
further evaluation, no further issues at this time, 
call remains within reach and resident given pain 
medication as per MD order. will continue to monitor as
needed." 

R1's progress note written by V7 (Licensed Practical 
Nurse) dated 04/08/2025 09:53 AM reads in part, "The 
writer received (R1) in bed complaining of pain in left
hip due to recent fall. The resident unable to come to
a standing position. Md updated; orders given to send 
the resident to (local hospital). Currently awaiting 
transportation to arrive." 

R1's progress note written by V7 (Licensed Practical 
Nurse) dated 04/08/2025 10:20 AM reads in part, 

"(Local) transportation arrived and transported (R1) 
via stretcher to (local medical center) per (R1's) 
request. (R1) received all scheduled medication and prn
(pain medication) before leaving the facility and 
consumed 100% of his breakfast tray. Vitals upon 
(ambulance) arrival were (blood pressure): 138/76 
(pulse): 86 (oxygen): 96% (temperature): 97.7 (pain): 
6/10." 

R1's April 2025 Medical Administration Record pain 
assessment shows: 04/06/2025 (evening) pain 3/10; 
04/07/2025 (day) pain 4/10; 04/07/2025 (evening) pain 
1/10. 

R1's progress note written by V7 (Licensed Practical 
Nurse) dated 04/07/2025 03:38 PM shows R1's pain 5/10.

Absent are any documents to show that R1 received pain
medication between 04/06/2025 2:40 PM (time of the 
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incident) and 04/08/2025 10:20 AM (as per progress 
note) indicating 44-hour delay in pain management. 

Hospital record initiated on 04/08/2025 11:30 AM reads 
in part, "62-year-old male with a (past medical 
history) of anemia, CAD (coronary artery disease), 
schizoaffective disorder, bipolar disorder, GERD, 
epilepsy, hypothyroidism, heart failure, hypertension, 
T2DM (diabetes mellitus type 2) presented to the ER due 
to a fall. (R1) unsure when he fell but thinks that he
fell on Sunday (04/06/2025) on his left side. Since the 
fall, (R1) has been having left-sided hip and knee pain
as well as adnominal pain. CT of the hip showed a 
moderately displaced and angulated fracture of the left 
femoral neck along with enlargement of the left iliac 
muscle. (R1) was admitted for further management. Left 
femoral neck hemi-arthroplasty on 04/09/2025. Tolerated 
procedure well." 

The facility "Pain" policy (no date) reads in part, "It
is the policy of the Nursing Department to respect and 
support the resident's right to optimal pain 
management. General Guidelines: A Pain Assessment tool 
will be used as a guide in determining a resident's 
pain level in addition to their descriptive words, 
and/or physical signs and behaviors; Assessments will 
be performed at the time of admission, quarterly in 
conjunction with the MDS schedule. Admission diagnosis 
and other events during the resident's stay may 
initiate additional pain assessments, i.e., post falls
or new or increased pain medications; Pain control 
effectiveness will be measured after PRN pain 
medication is administered and during each medication 
pass; Once pain rate scale is determined, all staff 
members are instructed to use the resident's identified 
scale for all assessments; Interventions for pain will
be balanced with adequate response to provide comfort 
while maintaining functional status, when possible, in 
accordance with the residents; Documentation of each 
pain assessment will be recorded on the Pain Assessment 
form, in the nurses' notes or on the MAR." 

B
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