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This visit was for the Investigation of Complaint 

IN00447319.

Complaint IN00447319 - State deficiency related to 

the allegations is cited at R0241.

Survey date: January 30, 2025

Facility number: 015221

Residential Census: 97

These State Residential Findings are cited in 

accordance with 410 IAC 16.2-5.  

Quality review completed on 2/3/25.

R 0000  

410 IAC 16.2-5-4(e)(1) 

Health Services - Offense 

R 0241

 

Bldg. 00

Based on record review and interview, the facility 

failed to ensure the Physician or Nurse 

Practitioner (NP) was notified of a laboratory (lab) 

test result in a timely manner. The facility also 

failed to ensure a resident's antidepressant 

medication was not stopped abruptly without 

indication and the NP was notified when a 

resident's blood pressure (BP) was out of 

parameters per the physician's orders for 1 of 3 

residents reviewed. (Resident B)

Finding includes:

Record review for Resident B was completed on 

1/30/25 at 9:20 a.m.  Diagnoses included, but were 

not limited to, bipolar, anxiety, depression, 

hypertension, and hypothyroidism.

R 0241 Plan of Correction:Lab results will 

be audited weekly for 4 weeks, 

two times per month for 4 weeks 

and monthly for 3 months for 

completion and appropriate 

physician notification and for 

documentation completion.

Physician notification will be 

audited weekly x 4 weeks two 

times per month for 4 weeks and 

monthly for 3 months during 

morning meeting.

In-service with performance 

improvement plans have been 

issued to nursing staff in violation 

of proper documentation and 

administration policy.Order Listing 

02/28/2025  12:00:00AM
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A Service Plan, dated 1/27/24, indicated the 

resident had a history of depression and received 

mental health services.

A Physician's Order, dated 1/27/24-11/8/24, 

indicated the resident was to take levothyroxine 

sodium (treats hypothyroidism) 150 mcg 

(micrograms) daily for hypothyroidism. 

A Physician's Order, dated 9/22/24-11/5/24, 

indicated the resident was to take duloxetine 

(antidepressant) 40 mg (milligrams) every morning.

The January 2025 Physician's Order Summary 

indicated orders for the following: 

- levothyroxine sodium 125 mcg every morning for 

hypothyroidism, started on 11/8/24

- duloxetine 40 mg once daily, started on 11/13/24

- clonidine (to treat high blood pressure) 0.2 mg 

three times a day.  Call the NP for SBP (systolic 

blood pressure - top number of a blood pressure 

reading) greater than 160 or less than 100. 

A lab test for a TSH (Thyroid-stimulating 

hormone) was collected from Resident B on 

10/1/24 and reported on 10/3/24.  The resident's 

TSH level was 0.146.  The reference range was 

0.450-4.500.  The result indicated the TSH was 

low.

An NP Progress Note, dated 10/3/24 at 9:10 a.m., 

indicated the resident had hypothyroidism.  The 

TSH lab test was to be monitored and was 

pending.  The resident's BP was being monitored 

by facility staff.  Continue with medications, with 

possible future changes based on need of control.  

The resident had recurrent major depression and 

to continue the duloxetine. 

Reports to be reviewed daily x 2 

weeks and weekly x 4 weeks and 

reviewed at monthly Quality 

Assurance meetings x 6 months
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The January 2025 Medication Administration 

Record indicated the resident's BP was not 

checked or was outside of parameters on the 

following dates and times.

9:00 a.m.:

1/1; BP 165/70; 1/5 BP 176/93; 1/11 BP 166/73; 1/12 

BP 163/73; 1/16 BP 171/80; 1/18 BP 172/79; 1/19 BP 

178/86; 1/21 BP 163/74; 1/23 blank; 1/24 BP 170/82; 

1/25 BP 167/79; 1/27 162/84; 1/28/25 BP 162/77

2:00 p.m.:

NA (non applicable) on 1/1, 1/2, and 1/4-1/11, 1/12 

BP 163/73; 1/13, blank on 1/14 and 1/16, NA on 

1/17-1/20, 1/21 BP 163/74, NA 1/22, blank 1/23, NA 

1/24-1/29/25

8:00 p.m.:

1/1 BP 166/72; 1/4 BP 171/90, NA on 1/5; 1/10 BP 

219/89; 1/17 BP 182/91; 1/18 BP 174/94; 1/19 BP 

167/72; 1/20 BP 163/82; 1/29/25 BP 168/81

There were no other progress notes or 

documentation to indicate the facility had notified 

the NP of the resident's low TSH result on 10/3/24.  

The resident did not have a medication 

adjustment to her levothyroxine sodium until it 

was ordered on 11/8/24.  There was no 

documentation to indicate why the resident's 

duloxetine had been stopped abruptly on 11/5/24 

and not started again until 11/13/24.  There was no 

documentation to indicate the resident's BP was 

checked on the above dates that were 

documented NA or if the NP had been notified 

when it was out of parameters. 

During an interview on 1/30/25 at 2:28 p.m., the 

Director Of Nursing indicated she could not 

provide any documentation the NP had been 

notified of the lab test until 11/8/24, why the 
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resident's antidepressant had been stopped for 

over a week, or if the NP was notified about the 

BP results or why staff were marking NA on some 

days. 

A facility policy titled, "Laboratory Services" and 

received as current from the facility on 1/30/25, 

indicated, "...Diagnostic services are provided 

that are ordered by the physician, identified in the 

patient's plan of care and are necessary for the 

management of the patient's symptoms..."

No other policies were provided for the above 

concerns.

This citation related to Complaint IN00447319.
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