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Provide or obtain laboratory tests/services when ordered and promptly tell the ordering
 practitioner of the results.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to ensure physician ordered laboratory (lab) tests were obtained
 for one of three sampled residents (Resident 1). This failure resulted in Resident 1's hemoglobin (protein contained in red blood cells
that is responsible for delivery of oxygen to the tissues) and hematocrit (volume of red blood cells compared
 to the total blood volume) (H&H) to be left unmonitored. Findings: During a review of Resident 1's Laboratory Results,
 (LR), dated 10/24/19, the LR indicated, Resident 1's H&H was 8.7 (normal range-12.5-18) and 25.9 (normal range-37-52). The
 Physician Orders, (PO) dated 10/25/19, indicated, complete blood count (CBC, counts the blood cells that make up your
 blood: red blood cells, white blood cells, and platelets, cells that keep your blood from clotting) was ordered to be drawn on 11/24/19.
The LR, dated 1/22/19, indicated, Resident 1's H&H was 6.5 and 20. The PO, dated 1/22/19, indicated, Transfer
 to (hospital emergency room  ) for blood transfusion. During a concurrent interview and record review on, 2/21/2020, at
 3:11 PM, with Registered Nurse (RN) 1, Resident 1's PO, dated 10/25/19, for CBC to be drawn on 11/24/19 was reviewed. RN1
 was unable to provide documentation confirming lab for CBC was drawn on 11/24/19. RN 1 stated lab orders are place into lab book
under the date they are to be drawn, the phlebotomist (person trained to collect laboratory samples) initials the log
 once drawn, if the resident refuses the phlebotomist is to notify the nurse, the nurse and phlebotomist are to countersign
 the log, the nurse is to document the refusal in the nurses' notes. RN 1 reviewed lab log and confirmed phlebotomist did
 not draw labs or results were received. RN 1 confirmed there was not any follow up she stated, We trust them
 (phlebotomists). RN 1 stated, There should be a system. During an interview on, 2/21/2020, at 3:44 PM, with Licensed
 Vocational Nurse (LVN) 1, LVN 1 stated follow up on lab results is hard if it is not endorsed to you. LVN 1 stated the lead nurse is
responsible for following up on lab results. During an interview on, 2/21/2020, at 3:48 PM, with LVN 2, LVN 2
 stated she ensures her residents labs are drawn and results are received by reviewing the lab book and following up
 herself. During a concurrent interview and record review on 2/21/2020, at 4 PM, with Director of Nursing (DON), DON stated
 it is the lead nurse's responsibility to ensure lab requisitions are processed. DON stated it is medical records
 responsibility to ensure the orders are entered, carried out. DON reviewed the clinical record for Resident 1. DON
 confirmed the PO dated 10/25/19, for CBC to be drawn 11/24/19, DON was unable to provide lab results for 11/24/19 or
 documentation indicating Resident 1 refused lab draw. DON stated there is no process to ensure labs are drawn or to track
 labs results. DON stated, No system is strong here. During an interview on 2/25/2020, at 2:51PM, with RN 1, RN 1 stated if
 the CBC was drawn on 11/24/19 the results would have been vital in guiding the physicians' care of Resident 1 During an
 interview on 2/25/2020, at 3:24 PM, with Medical Records Staff (MRS), MRS stated she ensures routine monthly labs are done
 and results are received. MRS stated the lead nurse is responsible for stat orders and all other orders that are not
 routine. During a concurrent interview on 2/25/2020, at 3:42 PM, with the Lead Licensed Vocational Nurse (LLVN), LLVN
 stated all nurses are responsible to ensure labs ordered are placed, labs are drawn, and the results are received. LLVN
 stated, No one nurse is responsible (for labs). During a review of the facility's policy and procedure (P&P) titled,
 Request for Diagnostic Services, dated 4/07, the P&P indicated, 3. Orders for diagnostic services will be promptly carried
 out as instructed by physician's orders [REDACTED].
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