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Provide appropriate treatment and care according to orders, resident’s preferences and goals.

38834

Based on interview and record review, the facility failed to provide nursing services in accordance with 
professional standards of practice to meet the needs of one of four sampled residents (Resident 1), when the 
facility did not follow a physician order to perform laboratory blood tests.

This failure had the potential to result in worsening of Resident 1 ' s bladder infection and subsequent need 
to transfer to a hospital.

Findings:

A review of the facility ' s policy titled, Request for Diagnostic Services, with the last revision date of 2007, 
indicated, All orders for diagnostic services must be entered into the resident ' s medical record .Orders for 
diagnostic services will be promptly carried out as instructed by physician ' s order .Emergency requests 
must be labeled stat [now] to assure that prompt action is taken.

A review of Resident 1 ' s admission record indicated the facility admitted the resident in 2023 with multiple 
diagnoses which included diabetes mellitus (DM, a disorder characterized by difficulty in blood sugar 
control), lung and heart diseases.

A review of Resident 1 ' s clinical records contained a document SBAR notification (Situation, Background, 
Assessment, and Recommendations - a document to communicate with physician) dated 12/16/24 which 
indicated that the resident had been diagnosed with dehydration (a condition that occurs when the body 
loses too much water) and urinary tract infection (UTI, a bladder infection). Resident 1 ' s clinical records 
indicated the resident was prescribed treatment with antibiotics (medications to treat the infection).

A review of the nursing progress notes dated 12/26/24, at 1:10 p.m., indicated that Resident 1 was very 
sleepy and refused to get up. The nurse documented that the resident ' s family were concerned that 
something was wrong with [Resident 1]. The nurse documented that the physician was notified, and the 
physician ordered two blood tests.

A review of Resident 1 ' s physician order dated 12/26/24, at 1.08 p.m., contained a physician order for two 
blood tests. One of the ordered tests was to evaluate if the resident responded to treatment for UTI or if she 
still had the bladder infection. According to physician order, both blood tests were ordered to be completed 
STAT (a medical term that means immediately, without delay).
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A review of facility document titled, Patient Service Log dated 12/27/24 contained name of three residents, 
including Resident 1 ' s name. The left side of the document contained residents ' names and the blood tests 
that were to be done for the residents. The right side of the document indicated the dates the tests were 
performed. Resident 1 ' s blood tests had no documentation if they were completed, cancelled, or 
rescheduled.

A review of Resident 1 ' s clinical record indicated there was no documented evidence the ordered blood 
tests were carried out on 12/26/24 or at a later date. Resident 1 ' s medical records contained no results of 
blood tests ordered on 12/26/24.

A review of the clinical records contained SBAR notification dated 12/30/24, at 12:52 p.m., indicating that 
Resident 1 was experiencing a change of condition. The nurse documented that the resident had altered 
level of consciousness (a change of awareness and alertness, manifested by confusion, disorientation, and 
lethargy). Resident 1 ' s records indicated that the resident was sent to emergency department for further 
evaluation.

A review of Resident 1 ' s hospital records dated 12/30/24 contained a diagnosis of, Acute encephalopathy [a 
serious neurological disorder of altered brain function] secondary to acute urinary infection. Per hospital 
records Resident 1 received treatment with multiple antibiotics and was hospitalized for 9 days.

During an interview on 1/8/25, at 4 p.m., Licensed Nurse (LN 1) explained that if the blood test was ordered 
STAT, the nurse had to enter the order into computer immediately to notify the laboratory and follow up with 
a phone call to make sure the laboratory was aware the test(s) must be done without delay.

During an interview on 1/8/25, at 4:25 p.m., LN 2 stated the STAT order means right away, immediately and 
added that the staff had to follow up with the laboratory to inform them of STAT blood tests. LN 2 stated that 
the physician had to be notified right away if the resident refused the blood tests and the test was not 
completed.

During an interview with the Infection Control Nurse (ICN) on 1/8/25, at 4:50 p.m., the ICN validated that 
Resident 1 was hospitalized for UTI after she was treated for the same infection in the facility. The ICN was 
asked how the facility assured that the antibiotic treatment was effective and the resident no longer had the 
infection. The ICN stated that sometimes the physician would order another urine test after the treatment 
was completed. The ICN stated that Resident 1 had blood tests ordered on 12/26/24 after the resident had 
completed her treatment for UTI but had no follow up urine test ordered. The ICN was unable to find the 
results of the tests ordered on 12/26/24 and mentioned that the results might not have been uploaded into 
resident ' s electronic chart yet.

During a telephone interview on 1/9/25, at 4:43 p.m., the Director of Nursing (DON) stated Resident 1 ' s 
clinical records did not contain blood tests results ordered on 12/26/24. The DON stated the tests should 
have been performed on 12/26/24 because it was ordered STAT. The DON validated that the ' Patient 
Service Log ' dated 12/27/24 did not show if Resident 1 ' s blood tests were done. The DON stated that she 
was not sure if the tests were carried out and if the nursing staff followed up with laboratory staff addressing 
Resident 1 ' s laboratory tests. The DON stated the facility called the laboratory clinic and were waiting for 
the clinic ' s call back.
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A review of the undated document provided by the facility and titled, LABORATORY PROCEDURES, 
indicated, STAT requests must be made through the 24 hour call center .A call to the 24 hour call center will 
prevent delays. These requests are reserved for CRITICAL LIFE THREATENING REQUESTS ONLY .When 
the phlebotomist [a medical professional who draws blood for testing] is unable to draw or there is a refusal 
or other condition which prevents the completion of the lab test(s) requested, the phlebotomist will obtain the 
charge nurse initials on the requisition slip to verify the facility has been notified of these circumstances .
STATS are given top priorities.

During a follow up telephone interview on 1/10/25, at 10:30 a.m., the DON confirmed that the blood tests that 
were ordered to be completed STAT on 12/26/24 for Resident 1 were not carried out. The DON explained 
that per the facility ' s policy, all STAT blood tests were required to be performed in 4 -6 hours. The DON 
stated that per laboratory clinic, Resident 1 refused the blood draw on 12/26/24. The DON stated the nurse 
notified the physician but did not document the notification and did not document that the blood tests were 
rescheduled for 12/31/24. The DON stated her expectation was that the nurse documented the physician 
notification in the progress notes. The DON acknowledged that Resident 1 ' s clinical records had no 
documented evidence to support facility ' s notification of physician of Resident 1's refusal of the laboratory 
tests and there was no documented evidence that the tests were rescheduled for 12/31/24. The DON was 
asked if not carrying physician ' s order and not completing blood tests contributed to Resident 1 ' s 
continuing having bladder infection and hospitalization and the DON did not provide any answer.
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.
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Based on interview and record review, the facility failed to maintain complete and accurate medical records 
for one of four sampled residents (Resident 1), when there was documentation that the blood tests ordered 
by physician were performed and there was no documentation the physician was notified of resident's refusal 
of the lab tests. In addition, the order to reschedule blood tests for later date was not entered into Resident 1 
' s records.

These failures resulted in the confusion among the facility ' s staff whether the tests were performed as 
ordered and had the potential to result in Resident 1's continued deterioration of health.

Findings:

A review of Resident 1 ' s admission record indicated the facility admitted the resident in 2023 with multiple 
diagnoses which included diabetes mellitus (DM, a disorder characterized by difficulty in blood sugar 
control), lung and heart diseases.

A review of Resident 1 ' s clinical records contained documentation dated 12/16/24 which indicated that the 
resident had been diagnosed with urinary tract infection (UTI, a bladder infection).

A review of Resident 1 ' s physician order dated 12/26/24, at 1.08 p.m., contained a physician order for two 
blood tests. One of the ordered tests was to check if the resident responded to treatment for UTI or if she still 
had the bladder infection. According to physician order, both blood tests were ordered to be completed STAT 
(a medical term that means immediately, without delay).

A review of facility document titled, Patient Service Log dated 12/27/24 contained name of three residents, 
including Resident 1 ' s name. The left side of the document contained residents ' names and the blood tests 
that were to be done for the residents. The right side of the document indicated the dates the tests were 
performed. Resident 1 ' s blood tests had no documentation if they were completed, cancelled, or 
rescheduled.

A review of Resident 1 ' s clinical record indicated there was no documented evidence the ordered blood 
tests were performed on 12/26/24 and the resident ' s medical records did not contain results of the blood 
tests ordered on 12/26/24.

During an interview on 1/8/25, at 4:25 p.m., Licensed Nurse (LN 2) explained that the STAT order means 
right away, immediately and added that the staff had to follow up with the laboratory to inform them of STAT 
blood tests. LN 2 stated that the physician had to be notified right away if the resident refused the blood tests 
and the test was not completed. LN 2 stated resident ' s refusal and communication with the physician 
should be documented in the progress notes.

A review of the facility ' s ' Telephone Orders ' policy dated 2/2017, indicated, Verbal telephone orders .must 
be .recorded in the resident ' s medical records .The entry must contain the instructions from the physician, 
date, time, and the signature and title of the person transcribing the information.
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During a telephone interview on 1/9/25, at 4:43 p.m., the Director of Nursing (DON) stated Resident 1 ' s 
clinical records did not contain blood tests results ordered on 12/26/24. The DON stated the tests should 
have been done on 12/26/24 because it was ordered STAT. The DON validated that the ' Patient Service 
Log ' dated 12/27/24 did not show if Resident 1 ' s blood tests were done. The DON went on to say that she 
was not sure if the tests were carried out and if nursing staff followed up with laboratory staff addressing 
Resident 1 ' s laboratory tests. The DON stated the facility called the laboratory clinic and were waiting for 
the clinic ' s call back.

During a follow up telephone interview on 1/10/25, at 10:30 a.m., the DON confirmed that the blood tests that 
were ordered to be completed STAT on 12/26/24 for Resident 1 were no carried out. The DON stated that 
the laboratory clinic reported that Resident 1 refused the blood draw. The DON stated the nurse notified the 
physician but did not document the notification and did not document that the blood tests were rescheduled 
for 12/31/24. The DON stated her expectation was that the nurse documented the physician notification in 
the progress notes. The DON acknowledged that Resident 1 ' s clinical records had no documented 
evidence to support facility ' s notification of physician of the laboratory tests refusal and there was no 
documented evidence that the tests were rescheduled for 12/31/24.

A review of the facility ' s policy titled, Charting and Documentation, dated 2/2017, indicated, All services 
provided to the resident .or any changes in the resident ' s medical, physical, functional or psychosocial 
conditions, shall be documented in the resident ' s medical record. The medical record should facilitate 
communication between the interdisciplinary team regarding the resident ' s condition and response to care .
Documentation in the medical record will be .complete and accurate .Documentation .will include .the date 
and time the procedure/treatment was provided .whether the resident refused the procedure/treatment .
notification of .physician or other staff.
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