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The facility must provide or obtaih laboratory
services to meet the needs of its residents. The
facility is responsible for the quality end timeliness
of the services,

This REQUIREMENT is not met as evidanced
by:

Based on medical record review and staff
interview, the facility failed to assure laboratory
tasts were performed in accordance with
physician's orders for one (#22} of ten sample
residents who received the medication Coumadin
{anticoagulanf). The findings were:

Review of a physician's order dated 3/16/05

The facility will provide Jaboratory
services to meet the needs of its
residents

Upon varification that resident # 22 did
not have an ordered laboratory test
drawn, a current PT/INR was drawn as
per MD order.( July 11, 2005)

showed resident #22 recelved Coumadin 2
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milligrams {(mg} everyday. Review of a physiclan's
order dated 6/9/05 revealed a PT/INR
[prothrombin timefinternational normalized ratio)
lzboratory test should be done in one week,
Review of the laboratory reports in the medical
record revealed no PT laboratery report since
86/9/05. Revlew of a physician's progress note
dated 6/21/06 showed the INR level was "over
due...will check today."

On 6/21/05 the physician changed the
Coumadin to 2 mg six days per weak, and 4 mg
once per week. That same day (6/21/05), the
physician ordered a PT laboratory test in one
week. Previous medical record review revealed
no PT laboratory repert since 6/9/05, During an

interview on 7/11/06 at 11:35 PM, the director of -

nursing (DON) confirmed no PT laboratory repont
since 6/9/05 was in the chart. The DON stated
she called the laboratory, but there was no record
of a PT lab since 6/9/05. On 7/11/05 at 1:10 PM,
the nurse at the physician's office stated the
physician had a PT drawn on 6/21/05, but the

The facility will ensure that ail 1ab tests
will be drawn as ordered for all
res(dents, The facliity will implement a
lab tracking form, The lab tracking form
will be audited weekly by Medical
records to assure all labs have been
drawn and results back to the facllity in
a fimely manner,

if alab is not completed in a timely
manner, Medical records will notify the
DON for follow up to assure the lab
work is completed. Thege tracking
forms will be reviewed monthly by the
QA committee.
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