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Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39849

Based on interview and record review, the facility did not immediately consult with the resident's physician 
when there was a need to alter treatment for 1 of 3 residents (R1) reviewed for physician notification. 

R1's provider was not notified of abnormal lab results.

This is evidenced by:

The facility policy titled, Change in Condition of the Resident, reviewed/revised 9/20/22, indicates, in part: 
Policy: A facility should immediately inform the resident; consult with the resident's physician .when there is .
a need to alter treatment significantly (that is, a need to discontinue an existing form of treatment due to 
adverse consequences, or to commence a new form of treatment) .3. Notify resident's physician - Use 
Interact Change in condition: When to report to the MD/NP/PA (Medical Doctor/Nurse Practitioner/Physician 
Assistant) as a guideline .

The facility Interact Version 4.5 Tool - Change in Condition: When to report to the MD/NP/PA, indicates, in 
part, the following lab results should be reported immediately: .Chemistry: Blood/Urea/Nitrogen (BUN) 
>60mg/dl .

R1 was admitted to the facility on [DATE] with diagnoses that include, in part: Chronic Kidney Disease, Stage 
4 (Severe), Anemia in Chronic Kidney Disease, Malignant Neoplasm of Overlapping Sites of Left Female 
Breast, Type 2 Diabetes, Chronic Heart Failure and Metabolic Encephalopathy (when the brain is not 
functioning properly because of an imbalance in the body's chemicals).

R1's most recent MDS (Minimum Data Set), dated 10/29/24, indicates a BIMS (Brief Interview for Mental 
Status) score of 9, indicating R1's cognitive status is moderately impaired. 

R1's physician orders indicate the following:

BMP (Basic Metabolic Panel) and CBC (Complete Blood Count) without diff one time only for Lab Monitoring 
until 10/28/24. 

Order date: 10/26/24. Start Date: 10/28/24.
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Surveyors reviewed the lab results from 10/28/24, which included, in part:

--BUN: 83 (Blood Urea Nitrogen) 

Normal Range: 7-19mg/dl

--Creatinine: 4.17 

Normal Range: 0.57 - 1.11 mg/dl

--GFR: 10 (Glomerular Filtration Rate -- a measure of how well your kidneys are working) 

Normal Range: >=60 ml/min/1.73m2)

Of note, surveyors could not find evidence in R1's medical record that the lab results were called to nor 
reviewed by a provider.

On 11/25/24 at 3:00 PM, Surveyor interviewed NP (Nurse Practitioner) C who indicated she saw R1 once, on 
the day of admission 10/23/24. NP C indicated she ordered labs for 10/28/24 and that they were completed. 
NP C indicated her notes show that there was not a provider who reviewed the results. NP C indicated she 
was on vacation and there was another NP taking her calls. NP C indicated if the facility would have notified 
her or the on-call provider of the lab results they would have discussed options of sending to the hospital 
versus remaining at the facility. NP C reviewed with Surveyor R1's previous labs and noted that they were 
trending down prior to admission. 

On 11/25/24 at 3:12 PM, Surveyor interviewed DON B who indicated that when an order is received for labs 
it is put into the system and put into a file box at the nurse's station. DON B indicated usually he, ADON E 
(Assistant Director of Nursing), or the lab will come and complete the draw and take the sample(s) to the 
hospital. DON B indicated, usually UM D (Unit Manager) pulls up the lab results and either her or the nurse 
call the provider or NP C. If NP C is not at the facility then we contact (Physician Name) or whoever is on 
call. DON B indicated they do not have an exact timeframe for how long they wait to check for lab results and 
that there are always outliers but would expect within that day. 

On 11/25/24 at 3:30 PM, Surveyor interviewed UM (Unit Manager) D who indicated she is responsible for 
ensuring orders are completed for labs and that the results are taken off the fax and follow up occurs. UM D 
indicated she will make sure NP C reviews the results because NP C is often in the building. UM D indicated 
she does not recall R1's labs for 10/28/24. UM D indicated she would look into the follow up for R1's labs on 
10/28/24. It is important to note no further documentation was provided by UM D. 

On 11/25/24 at 3:40 PM, DON (Director of Nursing) B indicated if UM D is not in facility any of the nurses can 
take lab results off of the fax machine. DON B indicated staff know if they take something off the printer they 
should give it to the nurse or the DON. DON B indicated he does not see anything in the documentation 
regarding results for R1's labs on 10/28/24. DON B indicated he would expect someone at the facility to 
follow up with the provider once the lab results are received. DON B indicated if the lab results were not 
received he would expect someone at the facility to follow up. 
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R1's provider was not contacted regarding R1's Lab results from 10/28/24. 
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