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F 0776 Provide timely, approved x-ray services, or have an agreement with an approved provider to obtain
them.

Level of Harm - Minimal harm

or potential for actual harm Based on interview and record review, the facility failed to obtain a radiology services to meet the
needs of all residents when staff failed to obtain an ordered x-ray in a timely manner for one resident

Residents Affected - Few (Resident #1) who complained of wrist pain. The facility's census was 107.Review showed the facility

did not provide a policy regarding x-rays services. Review of the facility's policy, Physician's Orders,
dated 09/28/22, showed the following:-Purpose to provide guidance and ensure physician's orders are
transcribed and implemented in accordance with professional stands, state and federal
guidelines;-Physician's order sheets (POS) will be maintained with current physician orders as new
orders are received. Discontinued orders will be marked as discontinued with the date, and all new
order will be written in the appropriate area on the POS with the date the order was received. 1.
Review of Resident #1's face sheet (a document that gives a resident's information at a quick glance)
showed the following:-admission date of 06/19/24;-Diagnoses included cognitive communication
deficit (difficulty with thinking skills), guillain-barre syndrome (auto immune disorder where the
immune system mistakenly attacks the nerves in the legs), pain, and panic disorder (episodes of fear
with shortness of breath). Review of the resident's admission Minimum Data Set (MDS - a federally
mandated assessment tool completed by facility staff), dated 06/01/26, showed the following
information:-Cognitively intact;-Impairment on both sides;-Used a wheelchair for mobility;-Required
supervision assistance with upper body dressing, toileting hygiene and personal hygiene;-Required
partial assistance with showers, and lower body dressing. Review of the resident's nurse practitioner
(NP) progress note, dated 06/29/26, showed the following:-Chief complaint of left wrist pain and
edema (swelling) following brace removal;-Resident seen today at the request of staff for evaluation
of left wrist pain and edema;-Resident is post a recent left wrist fracture and the orthopedic
specialists had recently removed the stabilizing brace;-Resident reported active left wrist pain,
currently managed with as needed analgesics (painkiller);-Left wrist edema noted with brace no
longer in place. Wheelchair used for mobility;-Ordered left wrist x-ray today;-Instructed nursing to
apply ice to the left wrist four times daily for swelling;-Continue current pain management regime.
Review of the resident's June 2026 showed an order, dated 06/29/26, for a left wrist x-ray, one time
only for three days; Review of the resident's June 2026 Medication Administration Record (MAR)
showed on 06/29/26, at 4:01 P.M., LPN K signed off the left wrist x-ray was completed Review of the
resident's record showed staff did not document regarding completion of the x-ray ordered, results,
and physician notification of the x-ray delay Review of the resident's July 2026 POS showed an order,
dated 07/07/26, for left wrist 2 view x ray, stat (immediately) one time only for pain for 3 days.

During an interview on 07/07/26, at 1:15 P.M., the resident said the following:-His/her wrist had been
hurting more the past two weeks;-His/her wrist was swollen, red, and bruised;-He/she rated his/her
pain a 9 on a scale from 1 to 10;-He/she saw the NP on 06/29/26, and they ordered an x ray. The
(continued on next page)
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Residents Affected - Few

x-ray had not been completed; -He/she saw the doctor on 07/06/26, and there was no x ray
completed by then. During an interview on 07/08/26, at 10:45 A.M., Certified Medication Tech (CMT) |
said when an x-ray is ordered, the nurse will add the order to the resident's Treatment Administration
Record (TAR) and those orders were completed by nurses. During an interview on 07/08/26, at 12:41
P.M., LPN K said the following:-If the doctor orders an x ray, staff obtain what views are requested
and put this order into the TAR;-The nurse calls the x-ray company and provides them the information
on the x-ray, what views, which doctor ordered the x-ray, and the resident's room number;-The x-ray
company provided an estimated timeframe of when their tech would be out;-On stat orders it's usually
a couple of hours and on non stat orders, probably the next day;-All of the information is put into the
resident's medical record;-The resident came to him/her about an x-ray and he/she asked Registered
Nurse (RN) J. RN J said one was ordered and it was done on 07/07/26 (eight days after the original
order.) During an interview on 07/28/26, at 12:51 P.M., RN L said the following:-When there is an
order for an x-ray, staff place it in the medical record;-The nurse will call the x-ray companty, print
out the face sheet and the physician's order, and place them in the book;-If the x-ray is ordered stat,
it's usually that day. If it's not stat, it's usually completed the following day; -If the x ray is not done
the following day, he/she would call the x-ray company to see where the resident is at on the

list;-The order is placed on the nurse's TAR and they mark it off as done, when it's done;-If it's placed
on the TAR for a three day order, it will fall off after three days whether the x-ray was completed or
not;-He/she was not aware of an order prior to the one for 07/07/26;-The resident got his/her x-ray
done on 07/07/26. During an interview on 07/08/26, at 1:16 P.M., LPN M said the following:-When an
x-ray is ordered by the doctor or NP, the floor nurse, NP, or doctor will put it into the medical record
for the nurses to complete;-The nurse will call the x-ray company to give them the order, and the
provide the necessary information;-If the order is stat, it normally takes less than two hours;-If the
order is not stat, it takes two to four days. If it is not completed within the time frame, the staff will

call 24 hours after to follow up;-The doctor or NP put in the order for the resident and it was placed
for three days. If it's not completed, it will fall off. During an interview on 07/08/26, at 1:33 P.M., the
Assistant Director of Nursing ADON (A) and ADON (B) said the following:-X-rays are put in the orders
and nurses are responsible for putting them into the TAR;-The ADONs check the orders from the NP
and doctor's daily and add them to the TAR;-When an x-ray is ordered, the nurse is responsible for
calling x-ray company and providing them the information and then they print of the order and face
sheet and place that in the book;-ADON B provided the book with multiple orders and it did not have
any orders for the Resident;-When the x-ray company comes in to do the x-ray, they take the
paperwork out of the book;-A non stat order is usually completed the same day, or the following
day;-If the x-ray has not been completed in three days, he/she would expect staff to be calling the
X-ray company to see when they will be coming;-They expected the staff to notify the doctor to see if
they want the resident to be sent out;-The order is listed on the TAR, if it is not completed, and it's
only on there for 3 days, it will fall off whether it's done or not;-They did not know the resident had an
x-ray ordered on 06/29/26. It should not be marked off as completed if it was not completed. During
an interview on 07/08/26, the Director of Nursing (DON) said the following:-When an x ray is ordered,
the doctor or NP puts the order in the electronic medical record this pops up when the order is due
and the nursing staff confirm the details and call x-ray company;-The nursing staff provide the x-ray
company all of the necessary information and they print off the face sheet and order and this is put in
the book for x-ray company when they arrive;-Sometimes a non stat order can take several
days;-He/she would expect the staff to call the x-ray company if they have not shown up in two to
three days;-The x-ray company did not complete the order for the resident's x ray on 06/29/26.
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F 0776 He/she looked for the results and did not find them so an order was placed for stat x-ray. During an
interview on 07/08/26, the Administrator said the following:-Nurses put orders for x-rays on the TAR
Level of Harm - Minimal harm in the electronic medical record;-The nurse will call the x-ray company and they are usually out in a
or potential for actual harm reasonable time. If the order, if not stat it usually takes one day;-If the x-ray company did not show
up, he/she would expect staff to follow up in three days with the x-ray company;-The staff print off
Residents Affected - Few the order and face sheet and this information is placed into the book;-The ADONs are responsible for

ensuring the orders are completed;-He/she didn't know why it wasn't done and believed it was
overlooked. Complaint #3067770
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