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F 0770 Provide timely, quality laboratory services/tests to meet the needs of residents.

Level of Harm - Minimal harm Based on record review and interview, the facility failed to ensure timely laboratory (lab) services were

or potential for actual harm provided as ordered, related to urinalysis (UA) testing (testing for a urinary tract infection), for 1 of 3
residents reviewed for lab testing. (Resident G)Finding includes:Resident G's record was reviewed on

Residents Affected - Few 1/13/25 at 2:12 p.m. The diagnoses included, but were not limited to, stage 3 chronic kidney disease,

history of urinary tract infections (UTI), and a left nephrostomy catheter (catheter placed into the kidney to
drain urine).A Quarterly Minimum Data Set assessment, dated 12/5/25, indicated an intact cognitive status
and an indwelling urinary catheter was present.A Care Plan, dated 10/30/25, indicated a nephrostomy
catheter was present. The interventions indicated signs and symptoms of a UTI would be monitored.A
Nurse's Progress Note, dated 12/10/25 at 12:34 p.m., indicated a urine sample was collected for
testing.The lab results indicated the tests ordered were a UA with a culture and sensitivity of the urine. The
collection date was 12/10/25 at 1:08 p.m. and the reported date was 12/21/25 at 9:01 a.m. (11 days). The
results indicated the results were invalid.A Nurse Practitioner's Progress Note, dated 12/23/25 at 1:58 p.m.,
indicated the left nephrostomy tube had light yellow urine with minimal sediment. A UA, culture and
sensitivity of the urine was ordered.A Nurse's Progress Note, dated 12/26/25 at 9:51 p.m., indicated a urine
sample had been collected.A lab result report indicated a UA, culture and sensitivity of the urine had been
collected on 12/26/25. The reported results were received five days later on 12/31/25 at 12:33 p.m. The
results were, invalid and indicated the the specimen was rejected due to urine stability lapsing.A
Physician's Order, dated 1/9/26, indicated another UA was to be completed. The results of the UA were not
located in the resident's record.During an interview on 1/13/26 at 3:49 p.m., the Corporate RN Consultant,
indicated, the timeliness of the results of the UA sent on 12/10/25 was just brought to their attention today
(1/13/26). There was no facility policy for the timeliness of lab results. She acknowledged the UA sent on
12/26/25 also had not been completed. The Physician/Nurse Practitioner receives the results directly from
the Lab Company. The Lab Company had just been notified about the UA sent on 1/9/26 and they indicated
there were no results at this time.This citation relates to Complaint 2670530.3.1-49(c)
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