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Myrtle Point Rehabilitation & Care 637 Ash Street
Myrtle Point, OR 97458

F 0776

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

34703

Based on interview and record review it was determined the facility failed to timely obtain radiology services 
for 1 of 3 sampled residents (#300) reviewed for specialized medical appointments. This placed residents at 
risk for lack of radiology services. Findings include:

A public complaint was received on 9/17/24 which alleged Resident 300 did not receive a timely radiology 
appointment.

Resident 300 admitted to the facility in 9/2023 with diagnoses including spinal stenosis (narrowing of the 
spinal canal).

On 9/19/24 at 11:28 AM Witness 1 (Complainant) stated Resident 300 had an order for a MRI (medical 
imaging used to take pictures of the body) for her/his left knee on 6/19/24, but the resident was not seen until 
9/11/24 due to inaccurate facility documentation including no physician signature on the order, and what 
imaging the resident was to receive. Witness 1 stated the facility was called numerous times to update the 
order and add the physician signature, but there was lack of communication by the facility and the radiology 
appointment was delayed until 9/11/24.

A 6/19/24 physician order indicated the resident was to receive an appointment for a MRI. 

On 9/19/24 at 2:04 PM Staff 9 (Social Service Director) acknowledged Resident 300's physician order for 
radiology services was not addressed timely, and was delayed by approximately three months.
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