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This visit was for one ambulatory S000000
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S000900 | 4101AC 15-2.5-5
PATIENT CARE SERVICES
410 IAC 15-2.5-5(a)
(a) All patient care services must
meet the needs of the patient, within
the scope of the service offered, in
accordance with acceptable standards
of practice. Patient care services
must be under the direction of a
qualified person or persons. Patient
care services must require the
following:
Based on patient medical record review, and staff S000900 On August, 1, 2013 a new form 08/19/2013
interview, the nursing director failed to ensure that was drafted, "Allergy Record",
nursing staff followed standards of care related to which will be completed by the
the discharge of a patient with a prescription for pre-op nurse upon admission, in
medication they listed as an allergy to (pt. #5), and conjunction with patient or
related to signing off on physician orders for lab patient's representative. Both
testing, EKG (electrocardiogram) and CXR (chest pre-op nurse and patient or
X-ray) prior to a procedure, when there is no patient's representative will sign
indication that these were performed (pt. #5). the form. Policy K-25, "Patient
Allergies" was revised to include
Findings: two additional procedures:
1. review of patient medical records on 7/31/13 1)allergy record will be completed
indicated that pt. #5: and signed by the patient or their
a. had a surgical procedure on 12/28/12 that representat've ar;'q .pre-op r?urs'e,
noted on the "Operation Room Record" form that 2) if allergy/ SenSItIVIt¥ reaCtlo_n .'S
the patient was allergic to ASA (aspirin) and other than .anaphyl.aXIS.’ physician
Hydrocodone. Other forms in the medical record c.’;n .al..ltr:ortllze m:dlcatlon ¢
indicated allergies to ASA and Oxycodone. The a mlnls.re.I lon. A memo was sen
. . . . to the clinical staff on August 1,
patient was discharged with a prescription for ..
. o . 2013advising them of the new
Norco (a pain medication containing ; .
form and policy revision.
Hydrocodone). . A
b. had - cal d 11/13 in which Responsible person: Director of
’ a. a Surglc% proce ure.on .m.w N Nursing A Quality Assurance
the patient was discharged with a prescription for study will continue through 4th
Norco _ quarter, 2013 verifying completion
c. had a surgical procedure on 2/22/13 when the of allergy record form and
patient was given a Norco in the recovery room adherence to Policy K-25.
and was discharged with a prescription for Norco Responsible person: Director of
d. had pre surgery orders written on 3/7/13 for Nursing. On August 8, 2013, the
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labs: CBC (complete blood count) with a Board of Directors approved the
differential; Basic Metabolic Panel; an EKG; and new form, Allergy Record, and
a CXR were to be done prior to the surgery date of revision to the Policy K-25. The
3/15/13 form, Allergy Record, was sent to
e. had no labs, EKG, or CXR copies in the the printing company on August
medical record for any date after 3/7/13 (that were 9, 2013. Form was finalized and
to be performed prior to the 3/15/13 surgery) returned from the printer on
f. had allergies to ASA and Oxycodone listed on August 16, 2013. Responsible
all surgery days after 12/28/13, with no person: Executive Assistant.
explanation of why Hydrocodone was no longer The new form and revisions to
listed Policy K-25 were implemented on
g. had an added allergy of "Codeine" on the August 19.’ 2013. Respo_nS|bIe
3/15/13 surgery record person: Director of Nursing. On
August 1, 2013, the pre-op order
2. interview with staff member #50, the director izrmmaf Drce):]/;s"e :ntg :c?clie(t:ilumn
of nursing, at 8:55 AM and 11:00 AM on 7/31/13 .
indicated: that indicates date the tgst was
. ) ) completed. Also, a Quality
a. the facility does not require a patient to Assurance study for pre-op
explain reasoning behind a statement of allergy to testing completion as ordered will
a medication, such as symptoms or previous be completed in 3rd & 4th
reaction to that medication quarters of 2013. Responsible
b. a physician has the authority to consider if the person: Director of Nursing. On
patient had a true reaction to a medication and to August 8, 2013, the Board of
order a medication if it was felt there was not a Directors approved the revision to
true reaction the pre-op order form and the
c. there is no documentation in the medical proposed Quality Assurance
record that indicates nursing double checked with studies. New form was sent to
the physician about an order for prescription of a printing company on August 9,
medication listed as an allergy in the medical 2013 and it was finalized and
record returned on August 16, 2013.
d. there is no documentation by the physician as Responsible person: Executive
to why a medication was ordered that the patient Assitant. New form was
listed as an allergy implemented on August 19, 2013.
e. it is not clear why Hydrocodone was not listed Responsible person: Director of
as an allergy with procedures that were performed Nursing.
after the 12/28/12 procedure where it was listed as
an allergy
f. lab tests, an EKG and a CXR were ordered for
pt. #5 at the 3/7/13 physician office appointment
and are checked off on 3/15/13 by nursing, but are
not in the medical record, and not found in the
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computer system
g. it is unclear why nursing checked off the
physician orders if these tests were not actually
performed
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