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F 0658

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, resident representative and staff interview and policy and procedure review, the facility failed 
to meet professional standards of quality for 1 of 3 sample residents (#1) reviewed for diagnostic service 
orders. The findings were: 1. Review of the re-entry MDS assessment dated [DATE] showed resident #1 had 
severely impaired cognitive skills, did not ambulate, and required substantial/maximal assistance for 
transfers. Resident #1 had diagnoses which included presence of left artificial hip joint, difficulty in walking, 
and neurocognitive disorder with Lewy bodies. The following concerns were identified: a. Review of a 
progress note dated 6/6/25 and timed 2:39 AM showed .PT is seeing resident and has requested staff to see 
about getting an x-ray to the left hip d/t very tight tension and limited ROM. Resident will work on improving 
LLE strength and ROM for glider transfers . b. Review of a progress note dated 6/7/25 and timed 2:46 AM 
showed .PT is seeing resident and has requested staff to see about getting an x-ray to the left hip d/t very 
tight tension and limited ROM. Resident will work on improving LLE strength and ROM for glider transfers. 
Therapy requests that staff continue using the manual glider at this time and provide resident proper verbal 
and tactile cues . c. Review of a progress note dated 6/8/25 and timed 4:58 AM showed .PT is seeing 
resident and has requested staff to see about getting an x-ray to the left hip d/t verytight [sic] tension and 
limited ROM. Resident will work on improving LLE strength and ROM for glider transfers. Therapy requests 
that staff continue using the manual glider at this time and provide resident proper verbal and tactile cues . d. 
Review of a progress note dated 6/9/25 and timed 2:34 AM showed .PT is seeing resident and has 
requested staff to see about getting an x-ray to the left hip d/t verytight [sic] tension and limited ROM. 
Resident will work on improving LLE strength and ROM for glider transfers. Therapy requests that staff 
continue using the manual glider at this time and provide resident proper verbal and tactile cues . e. Review 
of a progress note dated 6/9/25 and timed 8:30 AM showed Called Dr. [primary physician] office talked to 
[office nurse], asked if we could get an order for X-Ray to the left hip. f/u with response. f. Review of a 
progress note dated 6/9/25 and timed 4:56 PM showed Dr, [sic] [primary physician] office called talked to 
[office nurse], there is an X-ray order over at the hospital. Will set up transportation to get [him/her] over 
there tomorrow. g. Review of a progress note dated 6/10/25 and dated 2:59 AM showed .PT has requested 
nursing to see about getting an x-ray to the left hip d/t very tight tension and limited ROM. Resident will work 
on improving LLE strength and ROM for glider transfers . h. Review of a progress note dated 6/11/25 and 
timed 2:17 AM showed .Abductor wedge in use for proper leg placement to avoid hip/joint issues. PT has 
requested nursing to see about getting an x-ray to the left hip d/t very tight tension and limited ROM . i. 
Review of a progress note dated 6/12/25 and timed 4 PM showed LATE ENTRY Appointment / 
Transportation Follow Up: Called radiology to confirm order was received. Called [name of outside entity] for 
transportation. Appointment scheduled for 6/16 at 9 AM. Notified staff. j. Review of a progress note dated 
6/13/25 and timed 4:05 PM showed .Hip abduction support with straps is on resident when [s/he] is up in 
[his/her] wheelchair and also when [s/he] is in bed to help with pain management to hip/knee, along with 
ensuring proper alignment and positioning. Resident has x-ray of left hip scheduled for Monday 6.16.25 d.t 
continuation of odd alignment of hips seated and standing . k. Review of a progress note dated 6/14/25 and 
timed 3:29 AM showed .Hip abduction support with straps is on resident when [s/he] is up in [his/her] 
wheelchair and when [s/he] is in bed to help with pain management to hip/knee, along with ensuring proper 
alignment and positioning. Resident has x-ray of left hip scheduled for Monday 6.16.25 d/t continuation of 
odd alignment of hips seated and standing . l. Review of a progress note dated 6/15/25 and timed 3:12 AM 
showed .Hip abduction support with straps is on resident when [s/he] is up in [his/her] wheelchair and when 
[s/he] is in bed to help with pain management to hip/knee, along with ensuring proper alignment and 
positioning. Resident has x-ray of left hip scheduled for Monday 6.16.25 d/t continuation of odd alignment of 
hips seated and standing . m. Review of a progress note dated 6/16/25 and timed 12:38 AM showed .Hip 
abduction support with straps is on resident when [s/he] is up in [his/her] wheelchair and when [s/he] is in 
bed to help with pain management to hip/knee, along with ensuring proper alignment and positioning. 
Resident has x-ray of left hip scheduled for Monday 6.16.25 d/t continuation of odd alignment of hips seated 
and standing . n. Review of a progress note dated 6/16/25 and dated 1:14 PM showed Situation: The 
Change in Condition/s reported on this CIC Evaluation are/were: Trauma (fall or related) . Primary Care 
Provider Feedback: Primary Care Provider responded with the following feedback: A. Recommendations: 
sent out for evaluation B: New Testing Orders: -X-ray . o. Review of a progress note dated 6/16/25 and dated 
5:42 PM showed Called hospital talked to [name], asked how [resident #1] was doing and if they decided on 
what they were going to do with [his/her] left hip, she stated that they have tried to put it back in place a 
couple of times unsuccessfully. they [sic] are still waiting for the doctor to make a decision for surgery. I will 
f/u again tomorrow. p. Review of a progress note dated 6/17/25 and dated 4:42 AM showed Resident sent 
our [sic] to [hospital name] for XR of previously repaired hip. Hip found to be out of socket at that time and 
Resident has been out of facility all NOC . q. Review of a progress note dated 6/17/25 and dated 4:37 PM 
showed [Resident] returned from [hospital] with our transportation around 14:45. [S/he] has dislocated 
internal Left hip prosthesis. Non weight bearing to left side. weights [sic] and vitals taken and placed in 
charting. [s/he] has a fentanyl 12.5 mg patch to the right side for mild pain. and [sic] Tramadol 50mg every 6 
hours PRN for a higher level of pain . r. Review of a progress note dated 6/24/25 and timed 1:56 PM showed 
Per [orthopedic physician] verbal: Resident is WBAT. Hip will always be this way. Resident may participate in 
activities as comfortable and able. s. Review of a progress note dated 6/24/25 and dated 5:01 PM showed 
[name] from Dr. [physician] office called states that [resident #1] is to be non weight bearing. Again [sic] non 
weight bearing, placed in communication as well. t. Review of a progress note dated 6/25/25 and dated 
12:32 PM showed Notified MD of orthopedic MD recommendation to be WBAT. No changes at this time. 2. 
Interview with resident #1's representative on 7/7/25 at 1:48 PM revealed s/he had not complained of 
additional pain, but had not been putting weight on his/her left leg during transfers, and stated maybe s/he 
did the thing s/he wasn't supposed to do after her hip surgery in March, like leaning over; s/he doesn't know 
what s/he's doing. 3. Interview with LPN #1 on 7/7/25 at 2:07 PM revealed she had called the physician and 
asked for an order at the request of therapy because they wanted to know the placement of the resident's 
hip. She reported the resident had reported increased pain a couple of weeks prior and it was under control 
and managed with Tramadol. Further interview revealed that she was unaware there had been no 
transportation available. 4. Interview with PTA #1 on 7/7/25 at 2:18 PM revealed the resident had fallen in 
March 2025, and was sent out of town for a hemiarthoplasty. She reported that surgeon did not want to see 
the resident for a follow-up appointment, and gave orders for toe touch weight bearing and to use a glider for 
transfers. She reported therapy had discharged the resident after one month of treatment because s/he had 
met her goals, and then at the end of May, they received another referral because the resident had more 
difficulty with transfers. She reported the PT requested a urinalysis and a hip x-ray from the nurse, and it had 
to be requested a few times in order to get it done. 5. Interview with the hospital social worker on 7/7/25 at 
2:40 PM revealed there had been a delay in making the decision to send the resident in for the x-ray. She 
confirmed the physician's order was a routine order that had been put in on 6/9/25. She stated the physician 
had signed the verbal order on 6/10/25 at 8:11 AM, and the x-ray was scheduled by the facility for 6/16/25. 
She reported she spoke with the DNS on 6/16/25 and asked why the x-ray had not been scheduled in a 
timely manner, and was told the facility van did not work and outside transportation had to be arranged. 6. 
Interview with LPN #1 on 7/7/25 at 3:16 PM confirmed the order for the x-ray was verbal, and there was no 
confirmation by fax for the order. 7. Interview with the DNS on 7/7/25 at 3:20 PM confirmed transportation 
had to be scheduled from an outside source because the facility van was broken, and she did not think it was 
a huge rush. She reported she called the radiology department on 6/12/25 to confirm the order was in, called 
the clinic and set up the appointment for 6/16/25, and then scheduled transportation with a community 
provider. She reported she called the hospital and let them know the resident had been non-ambulatory 
because there had been confusion and the hospital staff and physicians were unaware the resident was 
non-ambulatory. Further interview revealed if an order is taken by an LPN it goes through the LPN and was 
not signed off by an RN. Further, she confirmed the facility administration was aware of the delay to obtain 
xrays for resident #1 and a PIP had been initiated to address the timeliness of the services. 8. Interview with 
the DNS on 7/7/25 at 4:40 PM revealed when a verbal order was taken it was then documented in the chart, 
not with a fax. She confirmed there was no evidence of the priority of the order and no evidence the order 
was clarified. 9. Review of the Physician Order Recaps policy last updated April 2024 showed .Policy 
Statement: Physician orders are reviewed and revised daily, via the Electronic Health Record .Procedure 1. 
The licensed nursing staff is responsible for inputting admission, telephone and verbal physician's orders into 
the EHR immediately upon receipt from the provider. 2. The Director of Nursing establishes the licensed 
clinician responsible for recap and reconciliation of New, Discontinued, or Completed orders in the EHR daily 
and initiates corrections daily. 3. New Telephone and Verbal Physicians orders are signed routinely or a 
minimum of once per month by the provider either electronically via the EHR, or printed and signed in wet ink 
and scanned into the Documents tab . 10. Review of the State of Wyoming Board of Nursing, Chapter 3: 
Scope and Standards of Nursing Practice and CNA Role effective date 9/7/2017 to current showed .Section 
4. Scope of Nursing Practice for the RN and the LPN .(v) Seek clarifications of orders or direction when 
needed; .
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Provide timely, approved x-ray services, or have an agreement with an approved provider to obtain them.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, resident representative and staff interview, and policy and procedure review, the facility failed 
to meet the needs of residents with regard to the quality and/or timeliness of providing radiology or other 
diagnostic services for 1 of 3 sample residents (#1) reviewed for diagnostic service orders. The findings 
were: 1. Review of the re-entry MDS assessment dated [DATE] showed resident #1 had severely impaired 
cognitive skills, did not ambulate, and required substantial/maximal assistance for transfers. Resident #1 had 
diagnoses which included presence of left artificial hip joint, difficulty in walking, and neurocognitive disorder 
with Lewy bodies. The following concerns were identified: a. Review of a progress note dated 6/6/25 and 
timed 2:39 AM showed .PT is seeing resident and has requested staff to see about getting an x-ray to the left 
hip d/t very tight tension and limited ROM. Resident will work on improving LLE strength and ROM for glider 
transfers . b. Review of a progress note dated 6/7/25 and timed 2:46 AM showed .PT is seeing resident and 
has requested staff to see about getting an x-ray to the left hip d/t very tight tension and limited ROM. 
Resident will work on improving LLE strength and ROM for glider transfers. Therapy requests that staff 
continue using the manual glider at this time and provide resident proper verbal and tactile cues . c. Review 
of a progress note dated 6/8/25 and timed 4:58 AM showed .PT is seeing resident and has requested staff to 
see about getting an x-ray to the left hip d/t verytight [sic] tension and limited ROM. Resident will work on 
improving LLE strength and ROM for glider transfers. Therapy requests that staff continue using the manual 
glider at this time and provide resident proper verbal and tactile cues . d. Review of a progress note dated 
6/9/25 and timed 2:34 AM showed .PT is seeing resident and has requested staff to see about getting an 
x-ray to the left hip d/t verytight [sic] tension and limited ROM. Resident will work on improving LLE strength 
and ROM for glider transfers. Therapy requests that staff continue using the manual glider at this time and 
provide resident proper verbal and tactile cues . e. Review of a progress note dated 6/9/25 and timed 8:30 
AM showed Called Dr. [primary physician] office talked to [office nurse], asked if we could get an order for 
X-Ray to the left hip. f/u with response. f. Review of a progress note dated 6/9/25 and timed 4:56 PM showed 
Dr, [sic] [primary physician] office called talked to [office nurse], there is an X-ray order over at the hospital. 
Will set up transportation to get [him/her] over there tomorrow. g. Review of a progress note dated 6/10/25 
and dated 2:59 AM showed .PT has requested nursing to see about getting an x-ray to the left hip d/t very 
tight tension and limited ROM. Resident will work on improving LLE strength and ROM for glider transfers . h. 
Review of a progress note dated 6/11/25 and timed 2:17 AM showed .Abductor wedge in use for proper leg 
placement to avoid hip/joint issues. PT has requested nursing to see about getting an x-ray to the left hip d/t 
very tight tension and limited ROM . i. Review of a progress note dated 6/12/25 and timed 4 PM showed 
LATE ENTRY Appointment / Transportation Follow Up: Called radiology to confirm order was received. 
Called [name of outside entity] for transportation. Appointment scheduled for 6/16 at 9 AM. Notified staff. j. 
Review of a progress note dated 6/13/25 and timed 4:05 PM showed .Hip abduction support with straps is on 
resident when [s/he] is up in [his/her] wheelchair and also when [s/he] is in bed to help with pain 
management to hip/knee, along with ensuring proper alignment and positioning. Resident has x-ray of left hip 
scheduled for Monday 6.16.25 d.t continuation of odd alignment of hips seated and standing . k. Review of a 
progress note dated 6/14/25 and timed 3:29 AM showed .Hip abduction support with straps is on resident 
when [s/he] is up in [his/her] wheelchair and when [s/he] is in bed to help with pain management to hip/knee, 
along with ensuring proper alignment and positioning. Resident has x-ray of left hip scheduled for Monday 6.
16.25 d/t continuation of odd alignment of hips seated and standing . l. Review of a progress note dated 
6/15/25 and timed 3:12 AM showed .Hip abduction support with straps is on resident when [s/he] is up in 
[his/her] wheelchair and when [s/he] is in bed to help with pain management to hip/knee, along with ensuring 
proper alignment and positioning. Resident has x-ray of left hip scheduled for Monday 6.16.25 d/t 
continuation of odd alignment of hips seated and standing . m. Review of a progress note dated 6/16/25 and 
timed 12:38 AM showed .Hip abduction support with straps is on resident when [s/he] is up in [his/her] 
wheelchair and when [s/he] is in bed to help with pain management to hip/knee, along with ensuring proper 
alignment and positioning. Resident has x-ray of left hip scheduled for Monday 6.16.25 d/t continuation of 
odd alignment of hips seated and standing . n. Review of a progress note dated 6/16/25 and dated 1:14 PM 
showed Situation: The Change in Condition/s reported on this CIC Evaluation are/were: Trauma (fall or 
related) . Primary Care Provider Feedback: Primary Care Provider responded with the following feedback: A. 
Recommendations: sent out for evaluation B: New Testing Orders: -X-ray . o. Review of a progress note 
dated 6/16/25 and dated 5:42 PM showed Called hospital talked to [name], asked how [resident #1] was 
doing and if they decided on what they were going to do with [his/her] left hip, she stated that they have tried 
to put it back in place a couple of times unsuccessfully. they [sic] are still waiting for the doctor to make a 
decision for surgery. I will f/u again tomorrow. p. Review of a progress note dated 6/17/25 and dated 4:42 AM 
showed Resident sent our [sic] to [hospital name] for XR of previously repaired hip. Hip found to be out of 
socket at that time and Resident has been out of facility all NOC . q. Review of a progress note dated 
6/17/25 and dated 4:37 PM showed [Resident] returned from [hospital] with our transportation around 14:45. 
[S/he] has dislocated internal Left hip prosthesis. Non weight bearing to left side. weights [sic] and vitals 
taken and placed in charting. [s/he] has a fentanyl 12.5 mg patch to the right side for mild pain. and [sic] 
Tramadol 50mg every 6 hours PRN for a higher level of pain . r. Review of a progress note dated 6/24/25 
and timed 1:56 PM showed Per [orthopedic physician] verbal: Resident is WBAT. Hip will always be this way. 
Resident may participate in activities as comfortable and able. s. Review of a progress note dated 6/24/25 
and dated 5:01 PM showed [name] from Dr. [physician] office called states that [resident #1] is to be non 
weight bearing. Again [sic] non weight bearing, placed in communication as well. t. Review of a progress 
note dated 6/25/25 and dated 12:32 PM showed Notified MD of orthopedic MD recommendation to be 
WBAT. No changes at this time. 2. Interview with resident #1's representative on 7/7/25 at 1:48 PM revealed 
s/he had not complained of additional pain, but had not been putting weight on his/her left leg during 
transfers, and stated maybe s/he did the thing s/he wasn't supposed to do after her hip surgery in March, like 
leaning over; s/he doesn't know what s/he's doing. 3. Interview with LPN #1 on 7/7/25 at 2:07 PM revealed 
she had called the physician and asked for an order at the request of therapy because they wanted to know 
the placement of the resident's hip. She reported the resident had reported increased pain a couple of weeks 
prior and it was under control and managed with Tramadol. Further interview revealed that she was unaware 
there had been no transportation available. 4. Interview with PTA #1 on 7/7/25 at 2:18 PM revealed the 
resident had fallen in March 2025, and was sent out of town for a hemiarthoplasty. She reported that surgeon 
did not want to see the resident for a follow-up appointment, and gave orders for toe touch weight bearing 
and to use a glider for transfers. She reported therapy had discharged the resident after one month of 
treatment because s/he had met her goals, and then at the end of May they received another referral 
because the resident had more difficulty with transfers. She reported the PT requested a urinalysis and a hip 
x-ray from the nurse, and it had to be requested a few times in order to get it done. 5. Interview with the 
hospital social worker on 7/7/25 at 2:40 PM revealed there had been a delay in making the decision to send 
the resident in for the x-ray. She confirmed the physician's order was a routine order that had been put in on 
6/9/25. She stated the physician had signed the verbal order on 6/10/25 at 8:11 AM, and the x-ray was 
scheduled by the facility for 6/16/25. She reported she spoke with the DNS on 6/16/25 and asked why the 
x-ray had not been scheduled in a timely manner, and was told the facility van did not work and outside 
transportation had to be arranged. 6. Interview with LPN #1 on 7/7/25 at 3:16 PM confirmed the order for the 
x-ray was verbal, and there was no confirmation by fax for the order. 7. Interview with the DNS on 7/7/25 at 
3:20 PM confirmed transportation had to be scheduled from an outside source because the facility van was 
broken, and she did not think it was a huge rush. She reported she called the radiology department on 
6/12/25 to confirm the order was in, called the clinic and set up the appointment for 6/16/25, and then 
scheduled transportation with a community provider. She reported she called the hospital and let them know 
the resident had been non-ambulatory because there had been confusion and the hospital staff and 
physicians were unaware the resident was non-ambulatory. Further interview revealed if an order is taken by 
an LPN it goes through the LPN and was not signed off by an RN. Further, she confirmed the facility 
administration was aware of the delay to obtain xrays for resident #1 and a PIP had been initiated to address 
the timeliness of the services. 8. Interview with the DNS on 7/7/25 at 4:40 PM revealed when a verbal order 
was taken it was then documented in the chart, not with a fax. She confirmed there was no evidence of the 
priority of the order and no evidence the order was clarified. 9. Review of the Physician Order Recaps policy 
last updated April 2024 showed .Policy Statement: Physician orders are reviewed and revised daily, via the 
Electronic Health Record .Procedure 1. The licensed nursing staff is responsible for inputting admission, 
telephone and verbal physician's orders into the EHR immediately upon receipt from the provider. 2. The 
Director of Nursing establishes the licensed clinician responsible for recap and reconciliation of New, 
Discontinued, or Completed orders in the EHR daily and initiates corrections daily. 3. New Telephone and 
Verbal Physicians orders are signed routinely or a minimum of once per month by the provider either 
electronically via the EHR, or printed and signed in wet ink and scanned into the Documents tab .
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