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 S 000 INITIAL COMMENTS  S 000

This visit was for the investigation of two state 

licensure hospital complaints.

Complaint Number:  IN00266631

Unsubstantiated:  State deficiency unrelated to 

the allegation is cited.

Complaint Number:  IN00291963

Substantiated:  State deficiency related to the 

allegation cited.

Facility Number:  011506

Date of Survey:  03/17/21

QA:  3/22/21

 

 S 930 410 IAC 15-1.5-6 NURSING SERVICE

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.

This RULE  is not met as evidenced by:

 S 930 4/19/21

Based on document review and interview, nursing 

failed to provide pain assessments and/or 

reassessments in 9 of 12 medical records 

reviewed (Patients 1, 3, 4, 5, 8, 9, 10, 11 and 12).

Findings Include:
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 S 930Continued From page 1 S 930

1.  Review of policy titled:  Pain Assessment and 

Management Guidelines - Adults, approved 

07/2017 (policy current at time of complaint) 

indicated that "Pain assessment...pain 

interventions...pain reassessment...are 

documented in the patient's medical record". 

2.  Review of Patient's 1, 3, 4, 5, 8, 9, 10, 11 and 

12's medical records indicated a pain level upon 

presentation to the Emergency Department, but 

lacked documentation of further reassessments.

3.  Interview on 03/17/21 at 11:30 am with P53 

(Manager Emergency Department {ED}) 

confirmed that it is the expectation of nursing to 

assess/reassess and document a patient's pain 

level and interventions.
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