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Immediately tell the resident, the resident's doctor, and a family member of situations
 (injury/decline/room, etc.)  that affect the resident.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 The facility reported a census of 67 residents with three sampled for review of accidents. Based on interviews and record
 review, the facility failed to timely notify the family for one Resident (R) 1, of the three residents reviewed, when the
 resident revealed signs of change in condition with swelling and pain to an elbow, the day following a fall. R1 fell   on
 [DATE], without any identified injury. The following day, 04/12/2020, R1 presented with left elbow swelling and pain. The
 staff notified the PCP (primary care physician) with orders for mobile x-rays for the elbow and did staff failed to notify
 the resident's family. The x-ray identified an elbow fracture and the staff received physician orders [REDACTED]. On
 04/13/2020, the staff sent R1 to the orthopedic doctor without family notification. A family member also in the clinic
 noted the resident and questioned why they had not been notified of the change in condition with fracture and the need for
 a specialist consult. Findings included: - The facility admitted   Resident (R) 1, on 03/26/2020, with a history of
 multiple previous falls at home and experienced fractures including an acute hip/leg fracture with surgical repair. R1's
 [DIAGNOSES REDACTED]. Review of the resident's admission Minimum Data Set (MDS), dated [DATE] revealed the Brief
Interview
 for Mental Status (BIMS) score as 15/15, with cognition intact. Review of the admission Care Plan dated 04/02/2020,
 included, History of falls prior to admission. The plan instructed one staff to assist with transfer, walking and
 toileting. Addition, on 04/07/2020, to offer toileting every two hours and as needed for agitation and /or restlessness. On 04/10/2020,
it added the use of gripper socks and for staff to assist with dressing daily. On 4/11/2020, added a floor
 sensor mat by the bed side and addition of a recliner to activate the call light. Progress Notes, dated 04/11/2020 at 01:00 PM,
confirmed the staff found the resident on the floor by her bed, with the left arm noted under her head. The nursing
 assessment revealed no discolorations or abnormalities. The resident denied pain or discomfort. The staff notified the
 resident's family and Primary Care Physician (PCP) of the non-injury fall. Nurses Notes, dated 04/12/2020 at 06:30 AM,
 revealed the nurse assessed the resident's left elbow with new bruising, swelling and pain. The staff notified the PCP and
 received orders for mobile x-rays of the elbow. The mobile x-ray unit's findings included, the bones had [MEDICAL
 CONDITION], with a displaced intraarticular [MEDICAL CONDITION] (elbow). The physician ordered an Orthopedic (bone
 specialist doctor) consultation recommended for further management of the resident. On 04/13/2020 at 11:00 AM, the
 orthopedic consultant office instructed the facility to bring the resident to their office at that time. The staff
 transported the resident to the clinic without notification of the change in condition and orthopedic consult to the
 resident's family. While in the physician's office, a member the resident's family saw her and questioned why the family
 had not been notified of the resident's change in condition and the need for the consultation. Interview with the
 resident's family per phone, on 4/21/2020 at 06:15 PM, revealed the facility notified them of the resident's fall without
 injury on 04/11/2020. However, the family member reported that on 04/13/2020, another family member, while in a ph
 physician's clinic, reported also seeing R1 in a wheelchair in the doctor's office. The facility staff failed to notify the family
member/DPOA (durable power of attorney) of the change in condition the day after the fall, with the fractured elbow
 and the need for the orthopedic doctor evaluation and treatment. On 04/22/2020, at 11:20 A.M. Administrative Staff A
 verified the facility incident investigation of the resident's fall on 04/11/2020, revealed nursing staff failed to call
 the family after the change in condition which included the left elbow swelling and pain. The facility failed to inform the
family/DPOA of the resident's x-ray results and of the need for an orthopedic consultation. The facility's undated, Fall
 Follow-Up Policy included, The family is notified of the fall and findings from the assessment. Document circumstances,
 notification of medical doctor, family, Administrator and Director of Nursing and findings from the assessment in the
 clinical record. The facility failed to immediately notify the family of the resident's change of condition, the x-ray
 report with fractured elbow, and of the further need for an orthopedic consult.
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it added the use of gripper socks and for staff to assist with dressing daily. On 4/11/2020, added a floor
 sensor mat by the bed side and addition of a recliner to activate the call light. Progress Notes, dated 04/11/2020 at 01:00 PM,
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 member/DPOA (durable power of attorney) of the change in condition the day after the fall, with the fractured elbow and the need for
the orthopedic doctor evaluation and treatment. On 04/22/2020, at 11:20 A.M. Administrative Staff A verified the
 facility incident investigation of the resident's fall on 04/11/2020, revealed nursing staff failed to call the family
 after the change in condition which included the left elbow swelling and pain. The facility failed to inform the
 family/DPOA of the resident's x-ray results and of the need for an orthopedic consultation. The facility's undated, Fall
 Follow-Up Policy included, The family is notified of the fall and findings from the assessment. Document circumstances,
 notification of medical doctor, family, Administrator and Director of Nursing and findings from the assessment in the
 clinical record. The facility failed to immediately notify the family of the resident's change of condition, the x-ray
 report with fractured elbow, and of the further need for an orthopedic consult.
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