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Provide or obtain x-rays/tests when ordered and promptly tell the ordering practitioner of the results.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
records reviewed and interviews for one of three sampled residents (Resident #1), who in the morning
on 3/31/26 exhibited signs of acute pain in his/her right shoulder and arm, and had a new Physician's
order for a STAT (without delay, immediately) x-ray, the Facility failed to ensure that he/she was
provided with radiology services consistent with his/her Physician's Orders, when nursing did not
follow up on the order and a STAT x-ray was not obtained, as a result he/she had to be transferred to
the Hospital Emergency Department the following day to obtain an x-ray.Findings Include:Resident #1
was admitted to the Facility in March 2025, diagnoses included Alzheimer's, dementia, lack of
coordination, difficulty walking, and history of falling.Review of Resident #1's Incident Report, dated
03/29/26, indicated that he/she had an unwitnessed fall, he/she was assessed and no injuries were
noted.Review of Resident #1's Nurse Progress Note, dated 03/31/26 (written by Nurse #2), indicated
Resident #1 was assessed that morning, he/she exhibited signs of acute pain in his/her right
shoulder and arm and there was visible quarter size dark purple bruising to his/her right upper and
lower arm. The Note indicated that Resident #1 showed facial grimacing, he/she said, ouch when
his/her arm (right) was touched. The Note further indicated that Resident #1's Physician ordered a
STAT x-ray of his/her right shoulder and upper and lower arm for acute pain due to trauma related to
status post fall on 03/29/26.Review of Resident #1's Physician's Orders, dated 03/31/26, indicated
an x-ray of his/her right shoulder and arm to rule out fracture was ordered. Review of Resident #1's
Radiology Provider Confirmation Order, dated 03/31/26, indicated an x-ray was ordered at 11:52 A.M,
priority STAT. During an in-person interview on 05/05/26 at 1:46 P.M. and a telephone interview on
05/07/26 at 10:55 A.M. Nurse #2 said she worked from 7:00 A.M. to 11:00 P.M. (double shift) on
03/31/26 and was assigned to care for Resident #1 (both shifts). Nurse #2 said during the morning
she noticed that Resident #1 appeared to be in pain. Nurse #2 said she assessed Resident #1 and
there were quarter size bruises on his/her right upper and lower arm and said when she touched
his/her shoulder and arm, he/she said, Ow. Nurse #2 said she notified Resident #1's Physician and
obtained an order for a STAT x-ray of his/her right shoulder and arm.Nurse #2 said she called the
x-ray provider to inform them that Resident #1 had an order for a STAT x-ray of his/her right shoulder
and arm (order confirmed by x-ray provider at 11:52 A.M., priority STAT). Nurse #2 said when there is
an order for a STAT x-ray their x-ray provider usually comes to the facility within one to four
hours.Nurse #2 said the x-ray provider had not come to the facility by the end of her second shift
(11:00 P.M., more than 11 hours after she had placed the order for the STAT x-ray) and that she had
not called the x-ray provider back at any time during her double shift that day to see when and what
time they would be coming to do Resident #1's STAT x-ray. Nurse #2 said she informed the 11:00 P.M.
to 7:00 A.M. shift nurse (identified as Nurse #5) that the x-ray provider had not come to do Resident
#1's x-ray and to follow up with them.During an interview on 05/07/26 at 1:17 P.M., Nurse #5 said she
worked the 11:00 P.M. to 7:00 A.M. (night shift) on 03/31/26 into 04/01/26 on Resident #1's unit.
Nurse #5 said during change of shift report the 3:00 P.M. to 11:00 P.M. nurse (Nurse #2) informed her
Resident #1 was supposed to have a STAT x-ray of his/her arm and that the x-ray provider had not
come to do the x-ray. Nurse #5 said she did not call the x-ray provider to see when they would be
(continued on next page)
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coming to the facility.During an interview on 05/05/26 at 2:16 P.M., Nurse #3 said on the morning of
04/01/26 she informed the ADON that the x-ray provider had not come to do Resident #1's STAT
x-ray. Nurse #3 said she called Resident #1's Physician and obtained an order to send him/her to the
Hospital Emergency Department (ED) to have an x-ray done.Review of Resident #1's medical record
indicated that there was no documentation to support that Nurse #2 followed up on the STAT x-ray
before the end of her double shift on 3/31/26 at 11:00 P.M. (more than 11 hours after she obtained
and placed the order) or that Nurse #5 followed up on the x-ray after being made aware during change
of shift report that a STAT x-ray was still pending.During an in-person interview on 05/05/26 at 12:37
P.M. and a telephone interview on 05/07/26 at 1:53 P.M., the Assistant Director of Nursing (ADON)
said on the morning of 04/01/26 she reviewed the 24-hour report and saw that Resident #1 was
supposed to have a STAT x-ray of his/her right arm on 03/31/26. The ADON said she asked Nurse #3
if the x-ray provider had come to do Resident #1's x-ray and said Nurse #3 told her, they had not. The
ADON said Nurse #3 notified Resident #1's Physician and an order was obtained to send him/her to
the Hospital ED for an x-ray.The ADON said that the turnaround time for a STAT x-ray order to be
done by the x-ray provider was four hours. The ADON said there was no documentation in Resident
#1's medical record to support that nursing followed up with the x-ray provider as to why they had not
come to do his/her x-ray.Review of Resident #1's Hospital Discharge summary, dated [DATE],
indicated that his/her x-ray results revealed a closed fracture of his/her right distal radius (broken
wrist).During an in-person interview on 05/05/26 at 4:06 P.M and a telephone interview on 05/07/26
at 11:32 A.M., the Director of Nursing (DON) said on 03/31/26 Resident #1 was noted to be guarding
his/her right arm, the Physician was notified and a STAT x-ray was ordered. The DON said the x-ray
provider had not come to the facility to do Resident #1's x-ray on 03/31/26.The DON said that when
there is an order for a STAT x-ray it is done within one to four hours by the x-ray provider. The DON
said Nurse #2 did not follow up with the x-ray provider after four hours to see when they would be
coming and that Nurse #2 should have notified Resident #1's Physician for further orders.The DON
said that it was his expectation that nurses would follow up with the x-ray provider and that STAT
orders are obtained.
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