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Provide appropriate treatment and care according to orders, resident's preferences and
 goals.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview and record review, the facility failed to ensure residents received treatment and care in
 accordance with professional standards of practice and the comprehensive person-centered care plan for one (Resident #1) of five
residents reviewed for quality of care. The facility failed to ensure Resident #1 received an x-ray as ordered
 following a fall on 05/29/20. An x-ray was ordered on [DATE] of Resident #1's right hip, but the x-ray was not obtained
 until the resident was transferred to the hospital on [DATE]. At the hospital the resident was diagnosed   with [REDACTED]. This
failure placed residents at risk of not receiving treatment for [REDACTED]. Findings included: Review of Resident #1's MDS
assessment dated [DATE], reflected the resident was an [AGE] year-old female admitted to the facility on [DATE]. The
 resident's cognition was moderately impaired, and her [DIAGNOSES REDACTED]. The resident required the extensive assistance
 of one staff for transfers. Review of Resident #1's Current Care Plans dated 02/13/20 and revised on 05/31/20, reflected
 the resident had a fall due to impaired mobility, weakness, and impaired safety awareness. Facility interventions included
 X-ray as order to rule out any fracture. Review of Resident #1's Incident Report dated 05/29/20 reflected the resident was
 found on the floor during rounds. an order for [REDACTED]. Review of Resident #1's Physician order [REDACTED]. Review of
 the 24-hour report dated 05/29/20 through 05/31/30 reflected Resident #1 had X-rays ordered on [DATE]. No results were
 noted. Review of Resident #1's Progress Notes dated 05/29/20 through 05/31/20 reflected: 05/29/20 5:00 a.m. Resident #1 was found
on the floor during rounds, the physician was notified about the resident fall. The physician ordered X-ray for right hips two views.
No other additional notes were documented concerning the follow-up of the x-ray. 05 /31/20 at 11:34 a.m.
 Resident #1 complaining of back pain, physician notified STAT X-ray ordered for pain in back. X-rays were not able to
 provide ETA (estimated time of arrival). A new order received to send resident to the ER  (emergency room  ) for pain
 evaluation and treatment. Review of Resident #1's hospital records revealed a Radiological report for a CT Scan of the
 [MEDICATION NAME] and lumbar spine dated 05/31/20. which reflected acute superior T12 end plate fracture An observation on
 06/03/20 at 11:05 a.m. revealed Resident #1 was lying in her bed. She said that she recalled falling, but did not recall
 going to the hospital. The resident said she did not want to get up today. When Resident #1 was asked why she did not want
 to get up she said it was because she had fallen. An interview with LVN B on 06/03/20 at 12:15 p.m. revealed he was
 assigned to Resident #1 on 05/28/20 and 05/29/20 for the 10:00 p.m. - 6:00 a.m. shift. LVN B said he was informed by the
 CNA around 5:00 a.m. that Resident #1 was on the floor. LVN B said he assessed Resident #1 and she appeared to have no
 injuries. He stated he assisted her back into the bed, called the physician, completed the incident report, and called the
 responsible party. LVN B said the physician ordered an X-ray of the right hip. LVN B stated he called the X-ray company,
 completed the paperwork, reported to the oncoming nurse in charge and went home. LVN B said he was not in charge of
 Resident #1 again. LVN B was asked what the policy for physician orders [REDACTED]. An interview with LVN C on 06/03/20 at
 12:43 p.m. revealed on 05/29/20, she was the nurse in charge for Resident #1 for the 6:00 a.m.-2:00 p.m. shift. LVN C said
 she was aware that Resident #1 had fallen but did not recall any x-rays that had been ordered. LVN C was asked about
 following up on the fall and physician orders [REDACTED].#1 had x-rays the day before (05/28/20). LVN C said the X-Rays
 were negative, she did not think about looking for any other orders. LVN C said she followed up on her assessment for pain
 of Resident #1 due to the fall on 05/28/20. LVN C said the resident did not complain of any pain and she was up walking
 with her walker. LVN C was asked about the policy for physician orders, she said when you receive an order for [REDACTED].
 RN D said she was told that Resident #1 had fallen, but she was not told about any X-rays that had been ordered. RN D said
 she assessed and followed-up on Resident #1 for a change in condition. RN D stated if she knew there were X-rays ordered
 she would have called and found out why the X-rays had not been done, but no one told her. RN D was asked if she checked
 the 24-hour report and she said, no she did not. An interview with LVN E on 06/03/20 at 12:43 p.m. revealed she was the
 nurse in charge on 05/30/20 for the day shift and 05/31/20 for the day shift. LVN E said that she had assessed and
 followed-up on Resident #1 after her fall on 05/29/20. LVN E said that she had called and spoken to the X-ray company about the X-
rays that had not been completed on 05/30/20 and was told the X-ray company was backed-up. LVN E stated she had not
 reported this delay to the physician. LVN E said Resident #1 appeared fine and she thought the Administrator knew about the X-rays
not being done. LVN E said on 05/31/20 she assessed Resident #1 in the morning and she was fine, offering no
 complaint, but around 11:00 a.m. Resident #1 started complaining of pain in her low back. LVN E had the RN weekend
 supervisor assessed the resident. LVN E said the resident was sent to the hospital for further assessment. An interview
 with LVN F on 06/03/20 at 2:24 p.m. reflected she was the charge nurse for Resident #1 on 05/30/20 from 2:00 p.m. -10:00
 p.m. LVN F said she was unaware that Resident #1 had any X-rays ordered. LVN F was asked what the policy for physician
 orders [REDACTED]. An interview with RN G on 06/03/20 at 3:30 p.m. revealed she was the weekend RN supervisor on 05/30/20
 and 05/31/20. RN G said she had assessed Resident #1 on 05/31/20 when LVN E had reported the resident was experiencing pain in
her back. RN G said she assessed the resident and called the physician about getting an X-Ray for her back. RN G was
 told by the X-ray company they were backed-up. When the Administrator had called to check on the other X-rays, RN G said
 the Administrator made it STAT, but the X-ray company could not give an ETA on when the x-ray would be performed. The
 Administrator said to call the physician and send Resident #1 to the hospital. RN G said she was aware of the X-rays that
 had been ordered on [DATE].She stated she had been on the phone for 45 minutes on 05/30/30 trying to follow-up on those
 x-rays. RN G stated the Administrator had texted her about it, but she had not gotten back with him. An interview with LVN
 A on 06/03/20 at 11:20 a.m. revealed she was off on 05/29/20 when Resident #1 had fallen, when she returned to work on
 Monday 06/01/20 it was reported to her that Resident #1 had a Compression Fracture of T-12. When LVN A was asked about the
 policy for following physician orders, LVN A said if you get an order you were to see that the order was followed. The LVN
 said if you could not complete the physician order [REDACTED]. LVN A said she had previously had problems with getting
 X-rays completed at the facility. An interview with the Administrator on 06/04/20 at 11:45 a.m. revealed he had called to
 check and had sent a text concerning the results of Resident #1's X-rays on Saturday morning, 05/30/20, but the weekend RN
 supervisor said she had no results and would call and check. The Administrator stated he did not hear anything back. On
 Sunday morning, 05/31/20, he called to check on the results of the X-rays and was told by the RN supervisor that she had an order for
[REDACTED]. The Administrator said he called back and found out about no ETA given, so he told her to call the
 family and send her to the hospital. The Administrator said he did not understand why they did not follow-up, it was in the 24-hour
report. An interview with the primary care Physician on 06/04/20 at 1:00 p.m. revealed he was aware that both sets
 of X-rays had been ordered for Resident #1. The Physician said once he gave the orders to the nurse, it was up to the
 facility to get the test completed and to follow-up on the results and let him know. If the facility did not follow-up, the Physician
would have no way of knowing if the tests were completed or not. The Physician said he was aware that Resident #1
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(continued... from page 1)
 had a fracture of T-12 and was to see an Orthopedic Surgeon for a follow-up, but the facility had not contacted him to let
 him know the hip X-rays were not getting done. When the Physician was asked about the length of time that the facility let
 pass without completing the hip X-ray, he replied he was glad her hip was not broken. An interview with the DON on 06/04/20 at
12:00 p.m. revealed she expected her nurses to follow physician orders. The DON said if the nurse could not complete the order, the
nurse should communicate with the physician, Administrator and the DON. When ask concerning time frames for
 x-rays, the DON said if the x-ray is ordered non-STAT, the x-ray is completed within 24 hours, but if the x-ray is ordered
 STAT then it has to be completed within 5 hours. Review of the facility's policy for Radiology and other Diagnostic
 Services, undated, revealed, Radiology and other diagnostic services are available to residents to meet their needs for
 diagnostic, treatment and prevention. The facility is responsible for the quality and timeliness of the services. Review of the facility's
policy for Quality of Care, undated, revealed, The facility provides the necessary care and services to
 ensure that each resident attains or maintains the highest practicable physician, mental, and psychological well-being in
 accordance with the resident's comprehensive assessment and plan of care

FORM CMS-2567(02-99)
Previous Versions Obsolete

Event ID: YL1O11 Facility ID: 676036 If continuation sheet
Page 2 of 2


