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This visit was for an investigation of a Federal 

Hospital Complaint.

Complaint Number IN00453879 - Deficiency cited 

related to allegations at A0395.

Survey Date: 03/03/2025

Facility Number 013899

QA:  03/07/2025

A 0000  

482.23(b)(3) 

RN SUPERVISION OF NURSING CARE 

A registered nurse must supervise and 

evaluate the nursing care for each patient.

A 0395

 

Bldg. 00

Based on document review and interview, nursing 

services failed to obtain provider ordered labs in 1 

of 10 (Patient 2) medical records reviewed. 

Findings include:

1. Review of Patient 2's medical record indicated 

the following:

a. The patient was admitted on 12/27/2024

b. On Saturday, 01/04/2025, at 6:09 p.m. the 

provider ordered a Basic Metabolic Panel (BMP) 

and a Lithium level to be drawn on Mondays and 

Thursdays. MR indicated the order was noted on 

Sunday, 01/05/2025, at 7:39 a.m. MR lacked 

documentation that lab was drawn and completed 

as ordered on Monday, 01/06/2025.  

c. Patient 2 was discharged on Tuesday, 

01/07/2025, in stable condition. 

A 0395 To correct standard A 395, 

education on completing lab work 

was posted to all staff on 2/28/25. 

Starting on 3/24/25, Director of 

Nursing will review every patient 

chart to ensure all lab work is 

completed once a week for four 

weeks. Lab work will also be 

reviewed during treatment team 

once a week for each patient from 

now on to ensure it has all been 

completed prior to discharge.
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2. Interview with A1 (Quality Manager) on 

03/03/2025 at approximately 10:45 a.m. confirmed 

nursing staff failed to obtain Basic Metabolic 

Panel and Lithium level as ordered by the provider 

during patient 2's hospitalization.
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