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Level of harm - Minimal
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Residents Affected - Many

Provide or obtain laboratory tests/services when ordered and promptly tell the ordering
 practitioner of the results.

 Based on staff interview, clinical record review, and facility document review, the facility staff failed to obtain a
 physicians order prior to obtaining COVID19 laboratory tests for 3 of 3 residents (Resident #1, #2, and #3). The findings
 included: The facility failed to obtain a physicians order prior to obtaining COVID19 laboratory tests for the residents of the facility.
On 09/17/2020 during the clinical record review, the surveyor was unable to locate any orders for COVID19
 laboratory testing. On 09/17/2020 at approximately 9:15 a.m., during a phone conference with the administrator, DON
 (director of nursing), and IP (infection preventionist). The DON verbalized to the surveyor that they were in outbreak
 status and were testing the residents of the facility for COVID19 every 3 to 7 days. On 09/17/2020 at approximately 2:55
 p.m., during a phone call with the administrator, DON, and IP nurse. These staff were asked about the missing orders.
 Oreders could not be found for Resident #1, #2, and #3. On 09/18/2020 at approximately 9:20 a.m., during a phone call with
 the administrator, DON, and IP nurse. The DON stated there were no orders for COVID19 testing. On 09/18/2020, the facility
 provided the surveyor with a copy of their policy/procedure titled, Facility COVID-19 Testing. This document read in part,
 .Symptomatic Testing .Secure order and get written consent to test any staff or resident with symptoms of COVID-19
 .Outbreak testing .Secure order and get written consent for each resident and staff member . The administrator was made
 aware of the above issue regarding no physician order(s) in regards to COVID19 testing during the exit conference on
 09/21/2020. The administrator stated the DON was working on getting these orders. No further information regarding this
 issue was provided to the surveyor prior to the exit conference.
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