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'tl,‘hls REQUIREMENT Is not met as evidenced
g ‘
Based on medical record review and staff
interview, the facllity falled to ensure the physiclan
and the resident’s emergency contact were
Immediately Informed of a significant change for 1
of 5 sample fesidents (#1) with a significant
change In status or accldent. The findings were:

4. Review of tha medical record showed on
10/16/16 resident #1 fell while away from the
faciiity, which required a visit to the emergency
room, ThHe resident was diagnosed with a right
humerus fracture. The resident had a follow-up
visit with the physician on 10/18/18. The physician
wrote orders for the resident to wear a sling on
the right arm and to have ancther appointment in
3 weeks. The following concerns were identifled:

a. Review of nursifig notes showéd on
14/7/18 nursing staff documentad *bone
protruding in shoulder-area (R [right] shoulder
area), concérned that it can possibly braak
through skin. Not suré If it is the humerus or colar
bone..." The note also indicated the resident had
a follow-up appolntment for the following day
(11/8/18) alfeady schéduled. Review of hosplce
ceriified nurse alde (CNA) and nursing notes
dated 11/7/18 also dogumentad the bone
protrusion at the right shoulder, :

b, Further reviéw of the medical record
showed no evidenca the physician was notified
immediately on 11/7/16 when nursing staff
observed the boné protrusion at the riglit
shoulder. In addition, there lacked evidence the
retldent's emergency contact was notified of the
bone protrusion. 4 _

_ ¢, On 11/16/18 at 3:06 PM registered nurse
(RN) #1 reviswed the medical record. He stated
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he was unable to find evidence that the physician
il or the amergency contact were notified on
! 11/7118 of the bone protrusion.
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