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F 0684 Provide appropriate treatment and care according to orders, resident's preferences and
oals.

Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on areview of clinical records, and staff interview, it was determined that the facility failed to follow up on an
harm x-ray (aform of electromagnetic[MEDICAL CONDITION] that is used for medical imaging) order in atimely manner, resulting
in adelay of treatment for one of three residents reviewed (Resident CL1). Findings include: Review of Resident CL1's

Residents Affected - Few [DIAGNOSES REDACTED)]. A review of Resident CL1's vital signs record revealed that the Resident had a temperature of 99.8
Fahrenheit (F) (normal temperature range: 97 F to 99 F) on April 16, 2020, at 2:35 p.m. A review of Resident CL1's nursing
progress note dated April 17, 2020, at 2:32 am., revealed Resident had atemperature of 101.3 F, [MEDICATION NAME] (a
medication to treat fever and mild pain) was given, generalized weakness was noted. A review of Resident CL1's physician's
orders [REDACTED)]. The patient is facing towards the left on the lateral view). A review of the same order sheet revealed

that the order for Resident CL 1's chest x-ray was faxed to the radiology provider on April 17, 2020, at 2:17 p.m. A review

of Resident CL1's POS revealed another order for PA/lateral chest x-ray on April 19, 2020, at 10:40 am. Review of Resident CL1' s
nursing progress note dated April 19, 2020, at 1:15 p.m., revealed Chest x-ray ordered, tech (radiology technician)

with the Resident at present. Review of nursing progress note dated April 19, 2020, at 1:49 p.m. revealed, provider and POA was
given an update on chest X-ray result which was Patchy Bibasilar (relating to bases of both lungs) increased density

suggest atelectasis (complete or partial collapse of alung or a section of alung) and pneumonia (alung disease

characterized by inflammation of the airspacesin the lungs, most commonly due to an infection). Review of the same note
revealed that a new order of [MEDICATION NAME] (an antibiotic used to treat many different types of infections caused by
bacteria), and [MEDICATION NAME] ( a medication that can decrease the pain and swelling of arthritis, also used to treat

and prevent [DIAGNOSES REDACTED] (mosquito-borne disease caused by a parasite) was obtained, POA was made aware. A
statement from the Nursing Home Administrator on July 16, 2020, at 8:07 am., revealed that the initial order (chest x-ray) was
written on April 17, 2020, but upon follow up with the radiology provider, they stated that they did not receive the

order on April 17, 2020. The order was re-written on April 19, 2020, and the x-ray was done on the same day. During an
interview with anursing supervisor, Employee E4, on July 16, 2020, at 12:50 p.m., regarding the process of receiving an

order for [REDACTED]. Employee E4 further stated that for anon-STAT (immediate) chest x-ray order, if the provider did not come
in to do the procedure within 24 hours from the time the x-ray was ordered, a follow-up call should be made and the

physician should be notified to get anew order. A review of Resident CL1's clinical records failed to reveal that the

physician was notified of the delayed chest x-ray until April 19, 2020. Review of Resident CL1's progress notes dated April 19, 2020,
at 10:44 p.m., revealed that the Resident was started on a treatment for his’her pneumonia ((MEDICATION NAME])

that was identified from the chest x-ray result on April 19, 2020, two days after the initial chest x-ray was ordered by

the physician on April 17, 2020, at 2 p.m. The above finding was conveyed with the NHA on July 16, 2020, at 2:08 p.m. The
facility failed to follow up on a chest x-ray order in atimely manner resulting in a delay of treatment for Resident CL 1.
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