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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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** 38208

This citation pertains to intake MI00146222.

Based on interview and record review the facility failed to inform the Physician of an abnormal x-ray result in 
a timely manner for one resident (R901) out three residents reviewed for notification of change, resulting in a 
delay in further treatment. 

Findings include:

During an interview on 8/13/24 at 9:30 AM, R901 reported that after a fall on 7/25/24, pain was controlled 
with medications, but was not sent to hospital until 7/30/24.

Record review of R901's electronic medical record revealed admission into the facility on [DATE] with a 
pertinent diagnosis of muscle wasting. According to the Minimum Data Set (MDS) dated [DATE], R901 had 
moderately impaired cognitive function and required substantial/maximal assistance with Activities of Daily 
Living (ADLS).

Record review of Progress Notes dated 7/25/24, R901 had an unwitnessed fall. The Physician ordered an x 
ray of right foot. Record review of Radiology Results Report dated 7/26/24 documented, an x-ray was 
completed on 7/25/24 at 10:48 PM. Results were reported to facility on 7/26/24 at 12:16 AM. Further review 
of the x-ray results documented, Conclusion: No visible foot fracture. Acute distal tibial (lower leg) fracture; 
recommend a three view ankle series.

Record review of the Progress Notes from 7/26/24 to 7/29/24 revealed no documentation that the Physician 
was notified of abnormal x-ray results. Further review revealed on 7/30/24 at 10:14 AM, Licensed Practical 
Nurse (LPN) A documented, Still awaiting call back from physician regarding x-ray results, MD called at this 
time, with new order to send resident to (name redacted) hospital.

During an interview on 8/13/24 at 11:30 AM with LPN A, it was reported that Physician B was texted on 
7/26/24 at 10:13 AM but was not called. It was further reported that there is no documentation that nursing 
staff followed up or attempted to call the physician to provide notification of an abnormal x-ray result when 
there was no response from the text. 
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During an interview on 8/13/24 at 12:53 PM with Physician B, it was reported that the nursing staff did not 
call and give notification of R901's abnormal x-ray results until 7/30/24, and patient was then sent to the 
hospital. It was further reported that nursing staff should call the physician when there is abnormal lab or x- 
ray results immediately. 

During an interview on 8/13/24 with the Medical Director (MD) C, it was reported that the nursing staff should 
notify the physicians when there is an abnormal x-ray result in a timely manner.

During an interview on 8/14/24 at 10:30 AM with the Director of Nursing (DON), it was reported that when the 
x- ray result came in on 7/26/24 at 12:16 AM, the nurse on duty should have called the physician at that time. 
When asked should nursing staff had made more than one attempt to contact the physician when there is no 
timely response, DON said, Nursing staff should have made more attempts to contact the physician, if there 
is no response, the DON should have been called; and then the Medical Director would then be called to 
provide instructions on how to proceed. It was further reported that nursing staff should document when the 
physician is called and any new orders that were given. 

Record review of policy Notification of Change Guidelines dated 7/24/19 documented, Purpose: It is the 
practice of this facility that changes in a resident's condition or treatment are immediately shared with the 
resident and/or the resident representative, according to their authority, and reported to the attending 
physician or delegate .
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