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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview and record review, the facility failed to monitor and follow up on a change of condition in a timely
manner for 1 of 3 sampled residents, Resident #2, as evidenced by failing to fully investigate and conduct a
 timely assessment when Resident #2 experienced facial grimacing and leg swelling. The findings included: Review of the
 clinical record revealed Resident #2 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. On 05/21/20 at 3:15
 PM, a phone interview was conducted with Staff C, a certified nursing assistant (CNA). The interview revealed that on
 04/28/20, Staff C came into the resident's room to feed Resident #2 breakfast. Staff C then bathed her, and noticed her
 left leg was swollen. She called Staff A, the registered nurse, who assessed the resident and said it's ok. On 04/29/20,
 Staff C saw that the resident's leg was still swollen. Staff C revealed that she didn't report it again, since it was
 reported on Tuesday, 04/28/20. On 04/30/20, Staff C saw the leg was still swollen, as she prepared to give the resident a
 bed bath. She then reported it to a different nurse, a licensed practical nurse (Staff B). A subsequent interview was
 conducted with Staff C on 05/22/20 at 2:40 PM, in which she reiterated the same statement that she made on the phone. On
 05/21/20 at 3:26 PM, an interview with Staff A, the registered nurse (RN), was conducted. Staff A stated that Staff C had
 called her to check on Resident #2 on 04/28/20, while the resident was in bed on her back. She did not see bruises or
 swelling. She had no facial grimacing. On 05/21/20 at 3:35 PM, an interview was conducted with Staff B, the licensed
 practical nurse (LPN). Staff B stated that on 04/30/20 Staff C had called her into Resident #2's room to check the
 resident. Staff C asked her to check the resident's left leg and it was swollen. She reported that while Staff C was
 bathing her, she could see the leg was swollen and warm, and Resident #2 made a facial grimace when the area was touched.
 She further stated that she then called the Nurse Practitioner (NP) to ask her to check the resident when she came to the
 facility later that day. A phone interview was conducted with the NP on 05/22/20 at 3:55 PM. The NP stated that Staff B had called
her on 04/30/20 and asked her to see Resident #2 when she came into the facility later on 04/30/20. She examined the resident's leg
and saw swelling and a blue spot on the left leg. She further revealed that the resident was grimacing when
 she touched the leg. She saw the resident around 7:00 PM and ordered an x-ray of the entire left leg. The NP stated the
 resident already had a physician order [REDACTED]. She told the nurse to send the resident to the hospital for evaluation
 since it was a fracture. There is no evidence of nursing documentation for this conversation and no order written to send
 the resident to the hospital at this time. The NP's note was not in the record and had not been scanned into the computer.
 The NP did not know what nurse she had spoken to. A request was made to the Director of Nursing (DON) for the progress
 notes for Resident #2 for the period of 0[DATE] through 05/21/20. A review of these progress notes revealed that the first
 nursing progress note for this time period was dated 04/28/20 at 0025 hours (00:25 AM) revealing the resident had no pain
 or discomfort, she is in bed, alert and responsive. On 04/29/20, a social service progress note revealed that family was
 notified that there was [MEDICAL CONDITION] in the building. On 04/30/20 at 1919 hours (7:19 PM), a nursing progress note
 revealed that the resident's left leg was noted with 'swelling and was warm to the touch'. The resident 'made grimace when
 touching'. The Advanced Registered Nurse Practitioner (ARNP) was made aware and had assessed the resident. The ARNP had
 ordered X-rays of the entire leg; and the Administrator had notified the son. On 05/01/20 at 9:49 AM, a nursing note
 revealed the results of the X-ray of the left femur were received that documented an acute moderately displaced fracture
 supracondylar region of distal femur, old left intertrochanteric fracture healed with mild deformity, moderate osteopenia /
[MEDICAL CONDITION], doctor and family aware. On 05/01/20 at 1506 hours (3:06 PM), the notes documented the social service
 director spoke with family regarding fracture. On 05/01/20 at 1620 hours (4:20 PM), the director of nursing's notes
 revealed the resident was transferred to the hospital for evaluation and treatment, the doctor and family were notified. A
 review of the Medication Administration Record [REDACTED]. The review revealed the resident did not have an order for
 [REDACTED].#2 was not administered any medication for pain from 04/27/20 through 05/01/20. The pain scale on the MAR
 indicated [REDACTED]. The nursing note for 04/30/20 revealed the resident had facial grimacing, which is a non-verbal sign
 of pain. In the above interview with the NP, regarding her assessment of the resident on 4/30/20, the resident had grimaced when she
had touched her leg. On 05/22/20 at 4:00 PM, an interview was conducted with the DON regarding the timeline from
 the time Staff C had first identified the swelling in the left leg to the time the resident was sent to the hospital. The
 swelling was identified on 04/28/20 in the morning and the resident was sent to the hospital on [DATE] at 1446 hours (2:46
 PM). During this time, the resident had facial grimacing but there was no evident she was provided any pain medication. The DON
verified that there was a delay in treatment for [REDACTED]. The nursing staff did not act on an order from the NP to
 send the resident to the hospital at 4:00 AM on 05/01/20; but instead sent her at 1446 hours (2:46 PM) on 05/01/20, per an
 additional order of her physician. After reviewing the nursing progress notes, the DON confirmed that there should have
 been documentation of the assessments that were done by nurses, and nursing documentation of the phone call with the NP in
 the early morning of 05/01/20.
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