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F 0580

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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** 32231

Based on observations, record reviews, and interviews the facility failed to immediately inform the 
responsible party of tests results for 1 (#1) of 3 (#1, #2, and #3) residents reviewed for notification of change. 
The facility failed to ensure that resident #1's responsible party was notified of the resident's x-ray results, in 
a timely manner.

Findings:

Review of the medical record revealed resident #1 was readmitted to the facility on [DATE] with diagnoses 
that included in part, Alzheimer's disease, psychotic disturbance, mood disturbance, anxiety and a personal 
history of other diseases of the musculoskeletal system and connective tissue.

Review of the annual Minimum Data Set, dated dated dated [DATE] revealed resident #1 had a Brief 
Interview for Mental Status score of 11 which indicated the resident had moderate cognitive impairment with 
daily decision making skills. Further review revealed resident #1 required assistance with activities of daily 
living.

On 03/31/2025 at 12:15 p.m., an observation revealed resident #1 lying in bed, resting with her right arm 
exposed. An observation of resident #1's right forearm revealed an area approximately the size the palm of 
the hand with a faint pinkish color to center of the area. 

Review of the nursing progress notes dated 03/07/2025 at 10:33 a.m. revealed resident #1 was seen per 
Nurse Practitioner (NP) with new orders for an x-ray of resident #1's right shoulder/arm. 

Review of patient report dated 03/07/2025 revealed resident #1 had an x-ray of the right shoulder with 2+ 
views. The report was electronically signed on 03/07/2025 at 1:23 p.m. by the interpreting physician. Further 
review revealed S3Licensed Practical Nurse (LPN) had signed and dated the report on 03/07/2025.

Review of the medical record revealed there was no documented evidence of resident #1's responsible party 
being notified of the x-ray report results.

On 04/02/2025 at 4:45 p.m., S2Director of Nursing (DON) confirmed resident #1's responsible party had not 
been notified of the x-ray results in a timely manner. 
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On 04/02/2025 at 5:00 p.m., S1Administrator was notified of the above findings.
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