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S 0000
Bldg. 00
This visit was for investigation of a state licensure S 0000
hospital complaint.
Complaint Number: IN00246338
Substantiated: Deficiency related to the allegation
is cited.
Dates of survey: 6/15/21 and 6/16/21
Facility Number: 005020
QA: 6/23/2021
S 0930 410 IAC 15-1.5-6
NURSING SERVICE
Bldg. 00 | 410 IAC 15-1.5-6 (b)(3)
(b) The nursing service shall have the
following:
(3) A registered nurse shall supervise
and evaluate the care planned for and
provided to each patient.
Based on document review and interview, the S 0930 ISDH PRMC Complaint 07/21/2021
Registered Nurse failed to supervise the care of #IN00246338 — Event Id #6CZ911
providing patient baths and linen change daily for Date of complaint: June 15 & 16,
4 of 6 medical records (MR) reviewed. (Patients 2021
#1,2,4, and 6). Tag # or Deficiency ID: S930
Nursing Services; 410 IAC
Findings include: 15-1.5-6 NURSING SERVICE
Based on document review and
1. Facility policy titled, "Standards of Care - interview, the Registered Nurse
Med-Surg", no # (number), last reviewed/revised failed to supervise the care of
7/2017 indicated the following: "...ADLs providing patient baths and linen
[Activities of Daily Living]...Daily bath and linen change daily for 4 of 6 medical
change QD [every day]...". records (MR) reviewed. (Patients
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#1, 2, 4, and 6).
2. Review of patient #1's medical record indicated 1.  How are you going to
the following: correct the deficiency? If
(A) The patient was admitted on 10/17/17 at 2335 already corrected, include the
hours and discharged on 10/21/17 at 1518 hours. steps taken and the date of
(B) The medical record lacked documentation of correction.
baths or patient refusing baths for 2 out of 4
days for the following dates: 10/18/17 and a. A multidisciplinary team was
10/20/17. promptly assembled to review the
(C) The medical record lacked documentation of ISDH findings and develop an
linen change or patient refusing linen change action plan.
for 2 out of 4 days for the following dates: b.  Nursing reviewed and
10/18/17 and 10/19/17. modified their unit standards of
care to assure best practice and
3. Review of patient #2's medical record indicated allow more flexibility in prioritizing
the following: hygiene needs for patients.
(A) The patient was admitted on 10/13/17 at 2009 i.  The standard of care
hours and discharged on 10/16/17 at 1244 hours. for Daily Baths (complete or
(B) The medical record lacked documentation of partial) was updated with the
baths or patient refusing baths for 2 out of 3 following guidelines:
days for the following dates: 10/14/17 and Daily CHG (chlorhexidine
10/16/17. gluconate) baths will be given to
(C) The medical record lacked documentation of patients with central lines, foleys,
linen change or patient refusing linen change and patients in contact
for 2 of 3 days for the following dates: 10/14/17 transmission-based precautions
and 10/15/17. Patients that do not meet
the above criteria for CHG baths
4. Review of patient #4's medical record indicated should receive a complete bath
the following: every other day.
(A) The patient was admitted on 6/11/21 at 2049 Linen changes are to be
hours and a current patient. completed with each bath and as
(B) The medical record lacked documentation of needed
baths or patient refusing baths for 1 out of 4 ii.  Nursing also clarified
days for the following dates: 6/13/21. and defined “partial bath”
(C) The medical record lacked documentation of Consisting of bathing only
linen change or patient refusing linen change body parts that would cause
for 1 of 4 days for the following dates: 6/13/21. discomfort if left unbathed, such
as the hands, face, axilla, and
5. Review of patient #6's medical record indicated perineal area.
the following: Patients that do not meet
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(A) The patient was admitted on 6/7/21 at 1816 criteria for a CHG bath, should
hours and a current patient. receive at minimum a partial bath
(B) The medical record lacked documentation of daily and a complete bath every
baths or patient refusing baths for 2 out of 9 days other day.
for the following dates: 6/11/21 and 6/12/21. c.  Nursing education on the
(C) The medical record lacked documentation of new standard of care and the
linen change or patient refusing linen change for 2 definition of a partial bath has
out of 9 days for the following dates: 6/11/21 and been planned for all nurses and
6/12/21. techs.
d. The Linen Supervisor
6. During an interview on 6/16/21 at 3:50 p.m., A14 established a process to conduct
(Registered Nurse/Nursing Manager of 7 Medical weekly audits on the 7th floor
Unit), he/she verified the medical record clean linen carts to verify
information for Patients #1, 2, 4 and 6. Al4 appropriate linen replenishment.
verified that the current practice was to offer
patients a bath and linen change daily and to 2. How are you going to
document the patient bath/linen changes and/or prevent the deficiency from
refusals in the patient's medical record. recurring in the future?
a. Nurse leaders review the
daily care summary on the
“Nursing Safety and Quality
Metrics” dashboard. Each
afternoon the nurse leads run the
report and identifies patients that
do not have hygiene addressed for
the day. They pass this
information on during the evening
shift change. During the evening
shift the nurse leads run the report
again to ensure that hygiene
needs passed on at shift change
have been addressed.
b.  The Linen Supervisor
conducts weekly audits on the 7th
floor clean linen carts to verify
appropriate linen replenishment.
3.  Who is responsible for
numbers 1 and 2 above?
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action plan.
4. By what date will the

deficiency be corrected?

complete by 7/21/2021.
b.  Ongoing monitoring of
hygiene

weekly until there is 90%

months.

consecutive months.

a. The PRMC Nursing Director,
Medical Services is accountable
to assure compliance with this

a.  Nursing education will be

compliance/documentation occurs
compliance for 3 consecutive
c.  Linen audits began on

7/6/2021 and will continue until
there is 90% compliance for 3
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