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S0000
The visit was for investigation of a S0000
licensure hospital complaint.
Complaint Number:
IN 00108701
Unsubstantiated: lack of sufficient
evidence; deficiency cited unrelated to
the allegations.
Date: 8-28-12
Facility Number: 005002
Surveyor: Brian Montgomery, RN, BSN
Public Health Nurse Surveyor
QA: claughlin 09/13/12
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days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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S0872 410 IAC 15-1.5-5
MEDICAL STAFF
410 IAC 15-1.5-5(b)(3)(P)
(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:
(P) A requirement that the the final
diagnosis be documented along with
completion of the medical record
within thirty (30) days following
discharge.
Based on document review and interview, S0872 Corrective Action: The 10/02/2012
the facility failed to enforce its medical physician responsible for
staff bylaws ensuring that the final completing the discharge ,
. . summary on the record reviewed
diagnosis was documented and the left our hospitalist group. As per
medical record (MR) completed within protocol, another physician in the
thirty (30) days following discharge for 1 group was asked to complete the
of 5 MR reviewed. d!scharge summary. The
discharge summary is now
complete and signed.
Findings: Responsible Leader: Director,
Medical Records Completion
1. The medical staff bylaws (approved Date: 10/02/12  Plan for
.. . " Preventing Recurrence: The
7-12) indicated the following: Medical Records Department
Discharge Summaries: Should be tracks compliance with timely
dictated within thirty (30) days following discharge summaries on ongoing
the patient ' s discharge ... [and include] basis. Weekly, Medical Records
. . . . sends a notice of deficiencies to
...Final Diagnosis ...[and] ...Final - :
all physicians. Monthly, Medical
Disposition (home, other health facility, Records calls all physicians with
nursing home, home health, etc.). " delinquent records. ~ When a
pattern of delinquency is
2. Review of MR for patient P25 failed to :;jentlfled, the Dlrgctor of Mec.m.:al
ecords works with the physician
indicate that a discharge summary was to help identify solutions.
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dictated and MR completed by the Physicians with significant
physician within 30 days of the patient delinquencies are reported fo the
disch 5.30-12 Medical Records Committee and
1scharge on >-5U-12. letters are sent to the physicians
signed by the Chair of the Medical
3. During an interview on 8-28-12 at Records Committee. The
1225 hours, staff A1 confirmed that the Medical Records .Commlttee.
MR f . P25 lacked a disch reports up to Medical Council,
or patient acked a discharge where additional action may be
summary and confirmed that the medical initiated, if needed.
record was not completed in the required Delinquencies are reported and
timeframe. cons!d_ered at the tlme .of
physician re-credentialing.
Responsible Leaders: Director,
Medical Records, Physician
Leaders Completion Date:
Monitoring process in place at
time of survey. Monitoring is
ongoing.
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