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Provide appropriate treatment and care according to orders, resident’s preferences and goals.

37116

Based on clinical record review, hospital records, staff interviews, and review of the facility incident report, it 
was determined that the facility failed to ensure that care and services were provided timely following a fall 
with fracture for one of three residents reviewed (Resident 1), which resulted in harm as evidenced by 
uncontrolled fracture-related pain and delayed corrective treatment.

Findings include:

Review of Resident 1's clinical record revealed diagnoses that included atrial fibrillation (irregular heart beat), 
congestive heart failure (CHF - weakness of the heart that leads to buildup of fluid in the lungs and 
surrounding body tissues), and chronic obstructive pulmonary disease (COPD - chronic inflammatory lung 
disease that causes obstructed airflow from the lungs).

Review of the facility incident report, revealed that Resident 1 experienced an unwitnessed fall between 4:45 
and 5:00 AM on April 3, 2024. Further review of the report revealed, resident was found lying on the 
bathroom floor after staff had noted knocking noise coming from resident's bathroom. Resident states that 
she thought she had her call light on (light was not on) and wanted to go to the bathroom. Resident had 
ambulated without staff assistance and had fallen onto back Noted resident stating discomfort in left wrist. 
On assessment, swelling/bruising noted. Resident transferred to bed. Left arm elevated and cool compress 
applied .MD [doctor] updated, xray of left wrist to be obtained. The pain level evaluation documented on the 
incident report indicated a pain level of 3 out of 10 with facial grimacing noted.

Review of Resident 1's clinical record failed to reveal any evidence that neurovascular assessments 
(evaluation for impaired blood flow to the extremities) were completed following Resident 1's wrist injury.

Review of nursing progress note dated April 3, 2024, revealed that at 6:04 AM the X-ray was ordered.

Review of Resident 1's April 2024 MAR (Medication Administration Record - form used to document 
physician orders as well as when and how medications are administered to a resident) revealed an order for 
Norco (opioid pain medication used to treat moderate to severe pain) every 12 hours as needed for pain, 
effective April 2, 2024. Further review revealed it was administered to Resident 1 at 8:27 AM on April 3, 
2024. Review of the MAR revealed that Employee 2 (Licensed Practical Nurse) documented that the Norco 
was ineffective in treating Resident 1's pain. 

(continued on next page)
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The x-ray was completed at 9:29 AM; three hours and 25 minutes after it was ordered. 

Review of Resident 1's X-ray report revealed that Resident 1 had a fracture involving the distal radius with 
mild displacement (wrist fracture).

At 10:15 AM, MD 1 was notified via text message of the X-ray results and that Resident 1 was requesting to 
go to the emergency room . 

Review of Resident 1's April 2024 MAR, revealed that at 10:20 AM on April 3, 2024, the Resident's pain level 
had increased, and was noted to be a 5 out of 10, and Tylenol 650 mg was administered to her at that time. 
Further review revealed that it was notated by Employee 2 that the Tylenol was ineffective in treating 
Resident 1's pain.

On April 3, 2024, at 12:12 PM, Resident 1 refused wound care stating, I have so much pain in my arm. I can't 
do it right now.

Approximately two hours after being notified of Resident 1's x-ray results, MD 1 responded to the notification 
and gave orders to transfer Resident 1 to the hospital. Review of physician order details revealed that the 
order to send Resident 1 to the emergency room was created and confirmed by Employee 5 at 12:19 PM on 
April 3, 2024.

Review of Resident 1's hospital records dated April 3, 2024, revealed that upon arrival to the hospital: 
Resident 1 reported a pain rating of 6 out of 10 and received Fentanyl (opioid medication used to treat 
severe pain) in the emergency department; Resident 1 was noted to have obvious deformity and immediate 
pain following her fall; Resident 1 was diagnosed with acute impacted comminuted displaced angulated 
intra-articular fracture of the distal radius [type of fracture involving the distal radius (the forearm bone near 
the wrist) being broken in multiple places, with the bone fragments shifted and potentially affecting the joint], 
with substantial surrounding posttraumatic soft tissue swelling. 

Further review of the hospital records revealed Resident 1 required local anesthesia and a closed reduction 
(a non-invasive procedure where the broken bone is put back into place, allowing for it to grow back together 
in better alignment; best prognosis when performed as soon as possible after the bone breaks).

During an interview with Employee 2 on April 8, 2024, at 9:44 AM, he confirmed that Resident 1 was alert 
and oriented. He revealed that on the day of Resident 1's fall, Resident 1 informed him that her wrist was 
very painful. Employee 2 confirmed that he administered pain medication to Resident 1, after which Resident 
1 stated the pain subsided a little bit but was still present. Employee 2 revealed that Resident 1's wrist 
appeared abnormal. Employee 2 also revealed that Resident 1 refused wound treatment due to wrist pain, 
and asked to be sent to the hospital. 

During an interview with Employee 4 (Registered Nurse) on April 8, 2024, at 10:06 AM, she revealed that 
she assessed Resident 1 following her fall. She revealed that Resident 1 had bruising and swelling to her left 
wrist, and that Resident 1 stated there was some discomfort.
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During an interview with Employee 6 on April 8, 2024, at 10:41 AM, Employee 6 revealed that on the date of 
Resident 1's fall, when she delivered Resident 1's breakfast tray, Resident 1 was hysterically crying and was 
in pain. Employee 6 stated that Resident 1's wrist appeared abnormal. Employee 6 stated that she tried to 
reassure Resident 1, who ate a little bit of her breakfast and dozed off. When Resident 1 awoke, she put her 
call light on again. Per Employee 6, Resident 1 stated she couldn't take the pain anymore and asked if she 
could have anything for pain. Employee 6 stated that she spoke to Employee 2 about this request, who 
informed her that he had already given Resident 1 pain medication and could not readminister it for another 
12 hours, but that he would give Resident 1 Tylenol. Employee 6 stated that Resident 1 requested to be 
taken to the hospital, which Employee 6 stated she passed along to Employee 3 (Licensed Practical Nurse). 
Employee 6 also stated she informed Employee 5 (Registered Nurse) that Resident 1 was in a lot of pain.

During an interview with Employee 5 April 8, 2024, at 10:52 AM, she revealed that when she received 
Resident 1's x-ray results, she went back to talk to Resident 1. She revealed that Resident 1's wrist was 
swollen, probably more than I thought it was going to be based on report. She revealed that she spoke to 
Resident 1's son and informed him that she had notified MD 1 about the x-ray and was awaiting a response. 
Employee 5 confirmed that there was a time lapse of a couple of hours between the time she notified MD 1 
of the x-ray results, and when the facility received the physician response/order to transfer Resident 1 to the 
emergency room .

Per email correspondence received from the Nursing Home Administrator on April 11, 2024, at 12:50 PM, 
she confirmed that as soon as Employee 5 received Resident 1's x-ray results, she notified MD 1 of the 
results via text message at 10:15 AM on April 3, 2024.

During an interview with the Director of Nursing on April 8, 2024, at 12:31 PM, she revealed the expectation 
that if Resident 1 was experiencing uncontrolled pain, an assessment should have been completed and the 
physician should have been notified. She confirmed that she was not able to locate evidence that 
neurovascular assessments were completed following Resident 1's injury, but that she would expect that a 
Registered Nurse would complete these assessments and document them in the clinical record. Lastly, she 
revealed the expectation that the physician would have responded to the facility request to transfer Resident 
1 in a timely manner, and that when a timely response was not received, nursing staff should have reached 
out to the physician again, and if still no response, staff should have contacted another facility physician, 
possibly the Medical Director.

Review of Resident 1's clinical record failed to reveal any evidence that the physician was notified of 
Resident 1's unmanaged pain, or that the facility took any additional steps to manage her uncontrolled pain 
at any point during the timeframe between her fall and her transfer to the hospital (approximately 7 hours and 
45 minutes). Additionally, the facility failed to complete neurovascular assessments to ensure proper 
circulation following injury, and failed to act timely to ensure Resident 1's transfer to the hospital following her 
fall.

28 Pa. Code 201.14(a) Responsibility of licensee.

28 Pa. Code 201.18(b)(1)(3) Management.

28 Pa. Code 211.12(d)(1)(3)(5) Nursing services.
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