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inservice will explain the importance

This REQUIREMENT is not met as evidenced and necessity of delivering the mail

by: to the residents on Saturday.

Based on record and interview, it was determined . .

the facility did not obtain laboratory test as Monitoring/Quality Assurance

ordered by the physician for 1 of 11 sample

residents. Resident identifier 5. The DNS or designee will audit the
identified mea:

Findings include: measures to prevent
reoccurrence | times per week for 6

Resident 5 was admitted to the facifity on 6/16/06 weeks. The DNS or designee will

and readmitted on 7/17/06, with diagnoses that then report to the Performance

mcludetq ccr)]ronaLy ar@:ja_ry dlijease, a.tnal fibrillation, Improvement Committee (Quality
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' ' then determine further audits and

Resident 5's medical record was reviewed on reports.

11/28/06.

A ohysician's telenh der. dated 9/25/06 The DNS will be responsible for

physician's telephone order, date , : .
documented "Draw CMP (complete metabolic continued compliance.

panel) in the AM on 9/26/06". .

Completion date: 01/26/2007

Review of resident 5's medical record, there was

no CMP laboratory results dated 9/26/06. This plan of correction is the center’s

in an interview with the Director of Nursing, on credible allegation of compliance.

11/29/06 at 9:3C AM, she said the order for the )

CMP for 9/26/06 was missed. Preparation and/or execution of this
plan of correction does not constitute
admission or agreement by the
provider of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencies. The plan
of correction is prepared and/or
executed solely because it is required
by the provisions of federal and state
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Corrective Action for Identified
Residents

Resident 5°s missed CMP lab was
drawn on 10/3/06.

Identification of Residents
Potentially Affected

All residents have the potential to be
affected.

Measures to Prevent Recurrence

Director of Nursing Services (DNS)

of designee will inservice the
licensed nurses by 12/4/06. The

inservice will explain the importance
of monitoring all ordered labs and
ensuring timely lab draws.

Monitoring/Quality Assurance

The DNS of designee will audit the
identified measures to prevent
reoccurrence 2 times per week for 3
weeks, and then weekly for 4 weeks.
The DNS or designee will then
report to the Performance
Improvement Committee (Quality
Assurance). The Committee will
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The DNS will be responsible for
continued compliance.

Completion date: 01/26/2007
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