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Based on an Abbreviated survey in response to two
complaints completed on January 3, 2025, it was
determined that Springfeild Rehabilitation and
Healthcare was not in compliance with the following
requirements of 42 CFR Part 483, Subpart B,
Requirements for Long Term Care and the 28 Pa.
Code, Commonwealth of Pennsylvania Long Term
Care Licensure Regulations as they relate to the
Health portion of the survey.

F 0772 F 0772
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE: (X6) DATE:

Any deficiency statement ending with an asterisk (*) denotes a deficiency which may be excused from correction providing it is determined that other safeguards
provide sufficient protection to the patients. The findings stated above are disclosable whether or not a plan of correction is provided. The findings are disclosable
within 14 days after such information is made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.

This form is a printed electronic version of the CMS 2567L. It contains all the information found on the standard document in much the same form. This
electronic form once printed and signed by the facility administrator and appropriately posted will satisfy the CMS requirement to post survey information found
on the CMS 2567L.
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483.50(a)(1)(iv) Lab Services Not Provided On-Site

§483.50(a)(1) The facility must provide or obtain laboratory
services to meet the needs of its residents. The facility is
responsible for the quality and timeliness of the services.
(iv) If the facility does not provide laboratory services on
site, it must have an agreement to obtain these services
from a laboratory that meets the applicable requirements of
part 493 of this chapter.

This REQUIREMENT is not met as evidenced by:

F 0772

This Plan of Correction constitutes
this facility's written allegation of
compliance for the deficiencies cited.
This submission of this plan of
correction is not an admission of or
agreement with the deficiencies or
conclusions contained in the
Department's inspection report.

1. Resident R1 has been
discharged from the center.

2. The DON/Designee conducted
a 7-day lookback of physician
progress notes on all current
residents to ensure that any ordered
labs were placed in the electronic
system to draw the lab. Any
variances were noted on the facility
audit tool.

3. Nursing staff were educated by
the Director of Nursing/Designee on
ensuring that labs get entered into
the electronic system to draw the
lab.

4.  The Director of
Nursing/Designee will conduct an
audit of 10 physician progress notes
for 4 weeks and 10 physician
progress notes monthly for 2 months
to ensure that ordered labs were

Completion
Date:
01/22/2025
Status:
APPROVED
Date:
01/21/2025
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entered into the electronic system to
draw the lab. Audit results will be
submitted to Quality Assurance
Performance Improvement
Committee for additional review and
recommendations as needed. Further
audit frequency will be determined
based on prior audit findings.
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Based on clinical record review and staff interview,
it was determined that the facility failed to ensure
that laboratory studies were promptly obtained as
ordered by the physician for one of three clinical
records reviewed (Resident R1).

Findings include:

Review of Resident R1's physician progress note
dated November 22, 2024, indicated that resident
was noted with hypotension and dehydration.
Intravenous fluids were given and ordered to repeat
BMP (basic metabolic panel blood test) tomorrow
(November 23, 2024).

Review of Resident R1's clinical records revealed
the staff did not place an order in the electronic
system to draw the lab.

Further review of clinical record for Resident R1
revealed no evidence that the facility obtained the
lab, and the results were obtained on November 22,
2024.
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Review of nurse's note for Resident R1 dated
November 24, 2024, revealed that the resident was
observed with weakness, in and out of
consciousness and use of abdominal muscle to
breath. Resident was transferred to the hospital per
the family request.

Interview with the Director of Nursing, Employee
E2 on January 25, 2025, at 2:30 p.m., confirmed
that the staff did not obtain lab work as ordered by
the medical practitioner.

28 Pa. Code 211.5(f) Clinical records

28 Pa. Code 211.10(c) Resident care policies

28 Pa. Code 211.12(d)(1)Nursing services

28 Pa. Code 211.12(d)(3) Nursing services

28 Pa. Code 211.12(d)(5) Nursing services
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