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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure laboratory services were completed as ordered and 
in a timely manner for 1 (R1) of 5 residents reviewed for laboratory services in the sample of 5.Findings 
include:R1 is an [AGE] year-old female admitted to the facility on [DATE] with diagnosis including but not 
limited to Chronic Systolic (Congestive) Heart Failure; Hypertensive Heart Disease with Heart Failure; 
Chronic Obstructive Pulmonary Disease; Type 2 Diabetes Mellitus Without Complications; Arthritis Due To 
Other Bacteria, Left Knee; Adjustment Disorder With Depressed Mood; and History of Falling.On 08/26/2025 
at 01:08 PM Surveyor verified that R1 remains hospitalized at this time and is not available for observations 
nor interview.On 08/27/2025 at 01:48 PM V3 (Director of Nursing) said, I was not aware that R1 had weekly 
labs that were ordered post R1's last hospitalization and readmission on [DATE]. Nurses receive hand off 
report from the discharge facility, the receptionist gets medical records, uploads them into the electronic 
medical chart and then they bring it to the nurses. Any order that comes from the hospital, should be verified 
by nurses with attending physician to make sure they are appropriate for the resident. The attending 
physician may or may not agree with the discharge orders. The nurses should then transcribe all discharge 
orders into electronic medical chart. Laboratory service orders have to be also transcribed on to the hard 
copy and placed in the binder for laboratory staff to pick them up each morning when they come to collect 
residents' specimens.On 08/28/2025 at 10:00 AM V6 (Licensed Practical Nurse) said, I vaguely remember 
readmitting R1 on 7/17/2025; it's been a month. I don't remember if R1 returned with any new orders for labs. 
When a resident gets readmitted with new lab orders, I put them in the system (electronic medical chart). R1 
was readmitted on Friday (07/18/2025), her labs were going to be drawn on Monday, and the results were 
supposed to be faxed to infectious disease doctor. They were standing labs, meaning, they are automatically 
scheduled to be done on a regular, weekly basis. I believe I placed R1's labs in the system as a standing 
order. Additionally, we place lab orders on a hard copy and place them in the bin for phlebotomist to pick it 
up and be able to determine which resident needs which labs to be drawn.On 08/28/2025 at 10:25 AM V3 
(Director of Nursing) said, I think what happened was, R1 had a standing order for laboratory services; 
however, upon readmission, V6 (LPN) placed lab order to be done on Monday (07/21/2025) and repeated a 
week after (07/28/2025) instead of routine, weekly laboratory service. The most recent order should have 
been placed as routine, weekly laboratory service order. I am unable to produce the original order from 
07/18/2025 at this time, it disappeared from the system. There were no further labs drawn after 07/21/2025 
and 07/28/2025 until infectious disease clinic called and said they are missing R1's weekly labs. We then 
placed an order on 08/15/2025 for labs to be restarted on 8/18/2025 (Monday) and continued weekly every 
Monday. Additionally, nurses placed a one-time order for labs to be drawn on 08/16/2025. R1's labs were 
drawn after that on 08/25/2025 as per schedule and R1 was hospitalized later in a day on 08/25/2025 for 
chest pain. All together, we missed labs on 08/04/2025 and 08/11/2025 due to V6's (LPN) mistake while 
placing lab order.On 08/28/2025 at 12:03 PM V15 (Assistant Director of Nursing) said, I was called by 
infectious disease clinic to be made aware of R1's missing labs. The clinic staff appeared to be upset and 
was demanding R1's labs be drawn and sent to the clinic weekly. I explained that I wasn't aware of the order, 
but I will try to resolve it as soon as I can. The clinic staff proceeded to hang up on me. I gathered all 
available lab results and sent it to the clinic, I gave them a call; however, I didn't get a response. I tried again 
and I was able to speak to the clinic staff and confirmed that the clinic received available blood work results; 
however, did not get further directions.Per record review, R1's discharge order dated 07/18/2025 reads in 
part, Please draw weekly labs: CBC w DIFF, BUN, Creatinine, and LFT's, Fax results weekly to xxx-xxx-xxxx.
Per record review, R1's laboratory service reports show collection dates on 07/21/2025, 07/28/2025, 
08/16/2025, and 08/25/2025. Per R1's hospital readmission order dated 07/18/2025, laboratory services 
should have been provided on weekly basis and were not done on 08/04/2025, 08/11/2025, and 08/18/2025.
The facility Job Description: Staff Nurse (Registered Nurse/License Practical Nurse) reads in part, Arrange 
for diagnostic and therapeutic services, as ordered by the physician; obtain sputum, urine, and other lab 
tests as ordered.
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