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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure services provided by the nursing facility meet professional standards of quality.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 36471

Based on interview and record review, the facility failed to ensure the clinical record was complete and 
accurate for 1 of 2 sampled residents to meet the standard of practice, when Resident 1 had a blood draw 
performed (a procedure in which a needle is used to take blood from a vein, usually for laboratory testing).

As a result, Resident 1's medical record could not accurately reflect the care provided. This lack of 
documentation poses a potential risk to Resident 1's health, as it hinders the ability to track and monitor the 
effectiveness of the care provided.

Findings:

Resident 2 was admitted to the facility on [DATE] with diagnoses that included End Stage Renal Failure 
(kidneys can no longer support the body's needs) and renal dialysis (a type of treatment that helps the body 
remove extra fluid and waste products from the blood when the kidneys are not able to), per the Admission 
Record.

On 3/28/24 at 3 P.M., Resident 1 stated he woke up and saw the phlebotomist (a trained professional who 
draws blood) draw blood from his fistula, (a connection made through a surgical intervention between an 
artery and vein for dialysis access). Resident 1 further said he told the phlebotomist to stop, and a nurse 
came in.

A review of Resident 1's medical record was conducted. Per the Care Plan, dated 3/26/24, under 
interventions, indicated, Do not draw blood or take B/P (blood pressure) in arm with graft.

Per the Progress Notes dated 3/25/24 through 3/27/24, Resident 1 did not have a blood draw documented in 
the medical record. However, on 3/27/24 at 10:41 P.M., the licensed nurse documented a lab result which 
indicated that a blood drawn had happened. 

Per the Test Request Form, dated 3/27/24 at 3:52 A.M., the phlebotomist did not indicate the blood draw 
location.

Licensed Nurse 2 was not available for an interview.
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On 5/7/24 at 1 P.M., a joint interview and record review was conducted with the Assistant Director of Nursing 
(ADON). The ADON stated the licensed nurse should have documented that a blood draw was performed, 
which site, and how the resident tolerated the procedure. In addition, the phlebotomist should indicate the 
site where the blood was taken. The ADON further stated it was a standard of practice. 

The Facility's policy and procedure, dated 1/1/12, titled Laboratory Services did not address documentation 
after the procedure was completed. 
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