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410 IAC 15-1.5-5(b)(3)(O)

(b) The medical staff shall adopt and
enforce bylaws and rules to carry out
its responsibilities. These bylaws
and rules shall:

(3) include, but not be limited to,

the following:

(O) A requirement that all verbal orders must
be authenticated by the responsible individual
in accordance with hospital and medical staff
policies. The individual receiving a verbal
order shall date, time, and sign the verbal
order in accordance with hospital policy.
Authentication of a verbal order must occur
within forty-eight (48) hours unless a read
back and verify process described under
items (i) and (ii) is utilized. If a patient is
discharged within forty-eight (48) hours of the
time that the verbal order was given,
authentication shall occur within thirty (30)
days after the patient's discharge.

(i) As an alternative, hospital policy may
provide for a read back and verify process for
verbal orders. Any read back and verify
process must require that the individual
receiving the order shall immediately read
back the order to the ordering physician or
other responsible individual who shall
immediately verify that the read back order is
correct.

(ii) The individual receiving the verbal order
shall document in the patient's medical
record that the order was read back and
verified. Where the read back and verify
process is followed, the hospital shall require
authentication of the verbal order not later
than thirty (30) days after the patient's
discharge.
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Based on medical record review and S0871 Corrective Actions for S 871: 06/12/2012
interview, the facility failed to correctly dEf'C'en,Cy #2 and #:_3 1.
. . Correction of the deficiency: On
1mp1ement its Verbal/itelephone order 5-24-12 the Vice President of
policy for 2 of 5 medical records Nursing in Inpatient Behavioral
reviewed. Care Services sent to all staff
instructions to: a) review and
.. el . follow the policy CLN-2070 re.
Findings included: use of “RAV” with documentation
of all MD verbal and phone
1. Facility policy "Doctors' Orders, orders and b) for the night shift
Verbal And/Or Telephone" effective ngtr:f: to |ncl(;Jde gscfhof Rﬁtv
L o with these orders in the nig
10/6/201.0, page 2, #8, indicated "Prior to chart audits. In addition, on
completion of the VO or TO, the person 5-21-12, the Medical Director
receiving the order must write down and sent policy CLN-2070 and
read back the entire order and obtain instructions to all MDs treating
ification that the order i "read inpatients in the Behavioral Care
verification that the order 1s correct-"rea Services to follow the policy. He
back and verify" or RAV. The order also discussed this policy in the
must include the notation "RAV" to Psychiatry Department meeting
indicate that the order was read back and on 5'21,'12' (30 day.def|C|ency
ified" correction)2. The Site Leader for
verihied. Quality/Risk and the Inpatient
Director will review the night
2. Review of closed medical record for audits to evaluate effectiveness of
NI contained on 6-15-2011 at 20:13 an Egi:?:eiicatlonlf.or1uos§0/of
WAL . The goal is o
orcller fqr Atlvalll 1'mg PO or IM for compliance. 3. Vice President of
agitatation one time dose, transfer to Nursing, Medical Director,
PICU PRN. T.O. Dr. Martin/C Dyer, Inpatient Director, and Site
RN". The order lacked documentation of Leader for Quality/Risk in
RAV indication i .. hat th Inpatient Behavioral Care
or any ndication in writing that the Services are responsible. 4. Date
Telephone Order (T.O.) had been read for complete correction of the
back and verified for accuracy. deficiency: 60 day timeline: June
12, 2012.
3. Review of closed medical record for
N3 contained on 6-17-2011 at 10:00 an
order for "UA V.O. Dr. Sidku/M.Davis,
RN". The order lacked documentation of
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RAYV or any indication in writing that the
Verbal Order (VO) had been read back
and verified for accuracy.

4. During interview with S3 on
3-12-2012 at 3:00 PM, S1:

a. verified the findings in the medical
records.

b. confirmed that the TO in the medical
record of N1 did not conform with facility
policy requiring RAV for Telephone
Orders.

c. confirmed that the VO in the medical
record of N3 did not conform with facility
policy requiring RAV for Verbal Orders.
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