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This visit was for the investigation of two (2) 

Federal hospital complaints.

Complaint Number:  IN00357597 - No deficiencies 

related to the allegations are cited.

Complaint Number:  IN00420883 - No deficiencies 

related to the allegations are cited. Unrelated 

deficiency cited. (A0395) 

Dates:  02/13/2023 & 02/14/2023 

Facility Number:  005199

QA: 02/22/2024

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 the 

registered nurse failed to document the events 

related to a patient's death for one (1) of ten (10) 

medical records (MR's) reviewed. 

Findings include:

1. The facility policy titled, Death of a Client, 

number 11.2.024I, indicated the charge nurse 

would notify 911, and the coroner. All 

documentation of the event and subsequent 

management would be documented by the charge 

nurse in the MR. This policy was last revised on 

07/26/2023. 

2. Patient # 10's MR was reviewed on 02/14/2024 

and lacked the following documentation:

A 0395 Our agency will continue to 

provide care and to 

monitor/assess all clients while 

present on our inpatient unit.

Our agency will ensure that all 

documentation including nursing 

assesment, orders, labs are 

present in the chart that occured 

prior to the client's death. 

Any client that needs medical 

attention will be assessed by our 

nursing staff and 9ll will be called 

when appropriate. 

Our  agency policy regarding 

death of a client was revised on 

3/4/24 to include the below:  

   1.Clearly documenting in the 
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   a. Events leading up to patient # 10's death.

   b. Notification of 911.

   c. Notification of the coroner.

   d. Notification of supervisor.

   e. Notification of family.  

3. In interview on 02/14/2024 with administrative 

staff member A # 2 (Chief Compliance Officer/Vice 

President Facilities & Safety), confirmed the MR 

lacked the documentation.

Electronic Health Record, the 

following:

   1.Time 911 was called.

   2.Time the coroner was called.

   3.Time attempt and/or contact 

was made with client’s family. 

   4.Time that the Supervisor 

and/or Medical Director were 

notified.

 

Our agency’s nursing staff have 

been advised on the revised policy 

on 3/4/24. 

 Our agency’s Director of Nursing, 

Chief Medical Officer and Chief 

Clinical Officer are responsible to 

ensure that our policy is followed 

and that documentation is present 

in the chart. 

 Our agency will audit all client 

deaths’ that occur on our inpatient 

unit to ensure that our policy is 

followed and includes all 

necessary documentation 

(informatoin on what occured prior 

to the death including any nursing 

assessments, orders, labs) will be 

audited as well  at 100% 

compliance. 
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