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This visit was for investigation of a State 

Licensure Hospital complaint.

Complaint Number:  IN00441443 - Deficiency 

related to the allegation is cited (S0930).

Date of Survey:  4/02/2025

Facility Number:  005079

QA:  5/7/2025

S 0000  

410 IAC 15-1.5-6 

NURSING SERVICE 

S 0930

 

Bldg. 00

Based on document review and interview, nursing 

services failed to provide safe and effective pain 

management as part of their plan of care in 1 of 5 

medical records reviewed (Patient 3). 

Findings Include:

1. Facility Policy Titled: Pain Management, no 

policy number, last reviewed 7/09/2024, indicated: 

V. Policy Statements. The standard of care for the 

Indiana University Health ECR is to partner with 

every patient to provide safe and effective pain 

management as part of their plan of care. VI. 

Procedures. B. Establish realistic pain goals based 

on functional ability/status. Develop an 

individualized pain plan of care involving the 

patient as patient condition allows. C. Reassess 

and respond to patient's pain plan throughout 

Registered Nurse's (RN) shift. 6. If current pain 

management plan is not effective, consider 

S 0930 1.  "Pain Management" policy was 

reviewed with RN team members

2.  Education was also provided 

on pain documentation 

expectations for all RNs.  A sign 

in sheet was utilized to ensure all 

team members completed and 

understood the expectations.  

3.  A Quick Tips sheet for pain 

was created and shared with staff 

that covered expectations for 

assessing and re-assessing pain, 

pharmacological and 

non-pharmacological pain 

interventions and documentation of 

these interventions, 

documentation of patient's pain 

goal, and expectations of when to 

notify the provider of patient's pain 

level.  

4.  Staff education for pain will be 
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implementation of additional interventions, if 

appropriate or contact patient's provider. 

2. Review of patient 3's medical record indicated 

patient reported pain on initial triage of 6/10.

  a. Patient 3's MR lacked documentation of 

pharmacological and/or non-pharmacological pain 

interventions administered during patient's stay.

 b. Patient 3's MR lacked documentation of 

patient's pain goals in the plan of care. 

 c. Patient 3's MR lacked documentation of RN 

notification to provider of patient's reported pain 

6/10 that was unchanged during facility stay. 

3. In interview on 4/02/25 at approximately 2:45 

pm, A1 (Registered Nurse, Quality Coordinator) 

confirmed that nursing staff did not document 

patient 3's pain goals, interventions, or provider 

notification of patient's unchanged reported pain 

of 6/10.

provided for new RNs to the 

department during orientation in 

the ED foundations course.

5.  Ongoing monitoring will occur.  

30 audits will be completed per 

month for greater than 90% 

compliance for 3 consecutive 

months then random audits will be 

conducted to ensure ongoing 

compliance. 

6.  The department manager is 

responsible for ongoing 

compliance and will review audit 

results on a weekly basis.  Any 

area of noncompliance will be 

followed up on and education 

provided to the noncompliant team 

member and the progressive 

discipline process will be 

followed.  
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