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The facility must provide or obtain laboratory
sarvices to meat the needs of its residents. The
facility is responsible for the quality and timeliness
of the services.

This REQUIREMENT s not met as evidenced
by:

Based on obsarvation, interview, record review,
and a review of the facility's policy, it was
determined the facility failed to obtain laboratory
services to meet the needs of one (1} of four (4)
sampled residents (Resident #2). Resident #2
had a physician's order to have a Pro Time with
an International Normalized Ratio {laboratory
tests to check the amount of time it takes for
blood to clot) done “"STAT" {a medical
abbraviation for urgent or rush) on 05/30/14, at
9.57 AM when the resident returned to the facility
from an oulside appaintment that day (05/30/14).
However, continued review of documentation
revealed there was not a laboratory report for the
Pro Time and International Normalized Ratio
(PT/INR) that had been requested on a "STAT"
basis on 05/30/14 for Resident #2.

The findings include:
i Review of the facility's policy fitled, "Laboratory

Policy and Procedure,” undated, revealed the
licensed nurse was required to obtain a
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Labs for resident #2 were revicwed
for accuracy, limcliness and responsg to
lab values by DON on 6/25/14. Unit
Managgcr is no longer employed at
Charleston Health Carc Center.

A 100% Resident audil was
completed on 07/14/14 by DON, of
Residents who reccive anticoagulant
therapy requiring lab monitoring for
past 30 days. :

Facility policy and procedure fol“I
laboratory scrvices reviewed and
modified on 07/18/14 by Administrator

and Dircctor of Nursing to include

nolification of Stal labs and resulis Ig

DON al the time orderfresulls reccivid.
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physician's order for the required laboratory work
and would complete the laboralory requisition for
the physician's order. In addition, according to
the policy, the Unit Manager would verify all
physicians' orders have been processed.

Review of the medical record revealed the facility
admitted Resident #2 on 12/30/13 with diagnoses
that included Acute Venous Embalism, Deep Vein
Thrombosis, and Anlicoagulant Use. Review of
physician orders revealed on 05/13/14 the
resident's physician requested staff to administer
10 milligrams (mg} of Coumadin {blood thinner)
daily, Based on documentation, the physician
adjusted future dosages of the Coumadin based
on the resuils of the resident's PT/INR, when
requestiad. Continued review of the physician's
orders for Resident #2 revealed an order dated
05/26/14, (o hold the resident's Coumadin for two
days and then to resume the Coumadin at 7.5 mg
daily, In addition, review of laboratory reports
revealed a PT/AINR had been performad on
05/26/14, and revealed Resident #2's INR was
4.88 (results greater than 4.0 are considered to
be critical), and his/her PT result was 25.8
{normal result would be 9.8 to 11.5).

On 05/30/14, at 9:57 AM, Resident #2's physician
requested a PT/INR be performed on a "STAT"
basis. Review of the nurse's notes dated
05/30114, at 2:36 PM, revealed Unit Manager #2
collected a blood specimen from Resident #2's
right hand for the PT/INR laboratory tests and
sent the specimen to the laboratory. However,
continued review of documentation revealed
there was not a laboratory report for the PT/INR
that had been requested on a "STAT" basis and
collected on 05/30/14 for Resident #2.

months, results of audit will be
reviewed in QA. 100 % in-service
given by DON on 07/18/14 of all
licensed medical personncel including
RN, LPN and KMA on new policy and
procedure related to laboratory
monitoring and reporting.

All 1ab orders arc reviewed in
Interdisciplinary Team Meeling,
starling on 6/25/14 and will bc on-
going. IDT members consist of buf nol
limited to DON, Unit Managers, MDS
Coordinator, & Diclary Manager.
Results of audits will review by QA

commitlee monthly.

Date of Compliance july 19. 2014.
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Raview of the nurse's noles revealed Unit
Manager #2 documanted on 06/02/14, a1 9:38
AM, the laboratory had called and reporied they
were unable to use tha blood specimen sent to
the laboratory on 05/30/14 for Resident #2 for the
PTANR. The nurse's note further revealed the
physician had been contacted with a new order
received to obtain a PT/INR on 06/02/14.
Continued review of documentation revealed a
PT/INR was completed on 06/02/14 and the
results were on a laboratory report in the
resident's medical record.

Observation of Resident #2 on 06/24/14, at 1:00
PM, revealed the resident was lying in bed on
his/her back. The resident was not observed ta
have any outward signs of bruising or bleeding.

Interview with Unit Manager #1 on 06/25/14, at
10:15 AM, revealed she had oblained the
physician's order dated 05/30/14, at 9:57 AM for
the resident's "STAT" PTANR. According to Unit
Manager #1, the Charge Nurse assigned to the
morning shift on 05/31/14 would have been
responsible to ensure the facility received the
result of the resident’s laboratory test.

Interview with Licensed Practical Nurse (LPN} #1
on 06/25114 at 11:15 AM revealed she was the
Charge Nurse on 05/31/14 and routinely checked
the laboratory reports several times daily and did
not recall anything aboul Resident #2's laboratory
report from 05/30/14. The LPN also stated she
routinely checked the 24-hour facility report that
included reports of laboratory tests that
physicians requested and did not recall seeing
anything about a request for a PT/INR laboratory
lest for Resident #2.
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