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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to ensure residents received timely care and treatment 
prescribed by the Medical Provider (Physician, Nurse Practitioner or Physician Assistant) for a change in 
condition for 1 of 3 residents (Resident 1) reviewed for accidents and injury. This failure placed residents at 
risk for harm, worsening medical conditions, and diminished quality of life.Findings included.<Resident 
1>Review of Resident 1's quarterly Minimum Data Set (MDS - an assessment tool) dated 11/08/2025, 
showed Resident 1 had diagnoses including kidney failure requiring dialysis, and a chronic 
neurological-muscle disease with impairment of their arms and legs. Resident 1 was assessed to require a 
mechanical lift for transfers, a manual wheelchair for mobility, and was dependent on staff for care. 
According to a 12/11/2025 day shift nurse progress note, Staff F (Licensed Practical Nurse-LPN) received a 
call from the dialysis clinic stating Resident 1 reported they were in pain because their left leg was hurt 
during transport to the dialysis clinic. The note showed the Nurse Practitioner (NP) assessed Resident 1 
upon return to the facility. The note showed the NP ordered an x-ray and pain medication. The progress note 
was entered into the record at 5:54 PM. Review of the NP progress notes from 12/11/2025 visit showed an 
assessment was completed on Resident 1 upon return from their dialysis appointment. The assessment 
showed Resident 1 had acute left hip and upper thigh pain after returning from dialysis, Resident 1 told the 
NP their left leg was bent during transport from the facility to their dialysis appointment. The NP note showed 
Resident 1's pain was more than a strain to the muscle. The note showed the NP discussed the assessment 
with the facility nurse, directed the nurse to give pain medication, and ordered a left hip x-ray STAT (as soon 
as possible). Review of the 12/11/2025 11:19 AM order entered into the medical record by the NP showed a 
STAT left hip x-ray. The order summary showed Staff E (LPN) confirmed the order at 3:55 PM, four and a 
half hours later. Review of a 12/11/2025 evening shift progress note written by Staff E, showed a new order 
for x-ray of left hip STAT was received and the order was initiated. The progress note was entered into the 
record at 11:33 PM. Review of Resident 1's 12/12/2025 x-ray report showed the left hip x-ray was completed 
at 8:35 PM, 33 hours after the NP ordered the STAT x-ray. The report showed Resident 1 had an acute hip 
fracture. The report showed a reported date and timestamp of 12/12/2025 at 9:11 PM. Review of a 
12/12/2025 evening shift nurse progress note, entered late on 12/13/2025 at 2:43 PM, showed Staff C (LPN) 
received a phone call from the x-ray company reporting Resident 1's hip fracture. Staff C wrote information 
was passed to the night shift for follow up because it was the end of the evening shift. Review of a 
12/13/2025 9:29 AM nurse progress note showed the nurse received a report Resident 1 had a hip fracture. 
The note showed directions to send Resident 1 to the hospital, notify the family, and notify nurse 
management. In an interview on 12/30/2025 at 9:25 AM, Staff B (Assistant Director of Nursing) stated that 
when x-ray results were received showing an acute fracture, the Medical Provider should be notified 
immediately. Staff B stated if results were received after hours there was an on-call provider number staff 
should call to report. Staff B stated when the on-call provider was called a progress note was automatically 
generated into the medical record. Staff B stated there was no progress note in Resident 1's record showing 
the on-call provider was notified of the hip fracture. Staff B stated the NP notified them on 12/13/2025 at 
about 7:30 AM that Resident 1 had a hip fracture. Staff B stated the NP gave directions to send Resident 1 to 
the hospital. Staff B stated they called the facility nurse assigned to Resident 1. Staff B stated the nurse was 
not aware of Resident 1's x-ray results and told Staff B Resident 1 was at their dialysis appointment. Staff B 
said they directed the nurse to call the dialysis clinic to send Resident 1 to the hospital.In an interview on 
12/30/2025 at 9:58 AM, the NP stated they expected the nursing staff to review the x-ray results and report a 
fracture immediately to the provider, including calling the on-call provider if the report was after hours. The 
NP stated the facility did not notify the provider of the fracture. The NP stated they looked up the x-ray report 
in Resident 1's medical record on 12/13/2025 at 7:30 AM and tried calling the facility. The NP stated when 
they could not reach the facility staff, they called Staff B to instruct the facility to send Resident 1 to the 
hospital immediately for the hip fracture from the 12/11/2025 incident. The NP stated a hip fracture was a 
severe injury requiring ambulance transportation to the hospital for immediate intervention. In an interview on 
12/30/2025 at 10:16 AM, Staff C stated they were the evening shift nurse on 12/12/2025 and received a 
phone call and report from the x-ray company about 10:00 PM, which was shift change. Staff C stated they 
did not report the fracture to the Medical Provider. In an interview on 12/30/2025 at 10:21 AM, Staff D (LPN) 
stated they were the night shift nurse on 12/12/2025 and they were not informed by the prior shift that 
Resident 1 had a fracture. Staff D stated when a report of a fracture was received the nurse was expected to 
notify the Medical Provider immediately. Staff D stated there was an after-hours number to call the on-call 
provider. Staff D stated Resident 1 should not have gone to dialysis on 12/13/2025 and should have gone to 
the hospital when the report of a fracture was received by the facility. In an interview on 12/30/2025 at 12:25 
PM, Staff B stated they called the x-ray company to verify the report of Resident 1's x-ray results. Staff B 
stated the x-ray company notified the facility of the fracture on 12/12/2025 at 10:30 PM and spoke with Staff 
C. Staff B stated the nursing staff did not notify the NP or the on-call provider as required. In an interview on 
12/30/2025 at 12:47 PM, Staff A (Director of Nursing) stated the investigation of Resident 1's injury did not 
identify the delay of nursing staff to process the Medical Provider's x-ray orders and did not identify the error 
of nursing staff to immediately notify the provider of Resident 1's fracture. Staff A stated the nurse was 
expected to call the x-ray company right away when the NP provided the STAT x-ray order. Staff A stated 
STAT x-rays should be completed within four hours of notification of the x-ray company. Staff A stated the 
nurse was expected to notify the on-call provider immediately upon the report of Resident 1's fracture. Staff 
A stated if Staff C notified the on-call provider as required, Resident 1 would have gone to the hospital on 
[DATE] and would not have been transported to dialysis on 12/13/2025.Reference: WAC 388-97-1060.
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