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This visit was for an investigation of a State 

Licensure Hospital Complaint.

Complaint Number IN00446154 - No deficiencies 

related to allegations are cited.

Complaint Number IN00455076 - Deficiency 

related to the allegations are cited at A1510. 

Survey Date: 06/02/2025

Facility Number: 005028

QA: 06/05/2025

S 0000  

410 IAC 15-1.6-2 

EMERGENCY SERVICES 

S 1510

 

Bldg. 00

Based on document review and interview, the 

facility failed to follow safety precautions in a 

timely manner for suicidal precautions in 1 of 5 

(Patient 4) medical records reviewed. 

Findings include:

1. Facility policy titled Suicide-Homicidal Risk 

Patients, last revised 02/2023, indicated under 

Observation and Safety, 2. All belongings 

removed and placed in the nurse's station 

(including cell phone).  Document in EMR per 

policy.

2. Review of Patient 4's medical record indicated 

the following:

a. The patient presented to the Emergency Room 

on 12/24/2024 with suicidal ideations.

S 1510 A computer based learning 

module (CBL) through Netlearning 

will be mandatory re-education  for 

all Emergency Department (ED) 

staff and Nursing office (Includes 

all Float staff & House 

Supervisors) . The purpose of the 

CBL is to reeducate staff on the 

Suicidal-Homicidal Risk Patients 

policy.  Each staff member must 

complete the CBL and pass the 

quiz with at least an 80%. This 

education will be completed by 

7/7/25. If any staff member is off 

on vacation or not working, this 

education will be expected to be 

completed within 7 days of their 

return to work. Documentation Job 

Aid has been created and will be 

07/07/2025  12:00:00AM
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b. The provider ordered suicide precautions at 

3:23 p.m.; the patient's cell phone was taken from 

the patient at 7:06 p.m., 3 hours and 43 minutes 

after provider order. 

3. Interview with N4 (Registered Nurse) on 

06/02/2025 at approximately 3:25 p.m. confirmed 

the provider order for suicide precautions for 

patient 4 was at 3:23 p.m. and the medical record  

indicated the patient's cell phone was taken from 

the patient at 7:06 p.m.     

4. Interview with N5 (Registered Nurse) on 

06/02/2025 at approximately 4:10 p.m. confirmed 

that patient belongings including cell phone are 

removed from the patient's possession when the 

provider orders suicide precautions.

provided to each ED and Nursing 

office staff. The Job Aid will be 

placed in each ED workstation 

binder. All ED providers will be 

educated on the policy. Providers 

will be instructed to communicate 

with nursing staff if they wish for 

patients' phones to be returned to 

them. If ED provider is O.K. with a 

patient having phone, there must 

be a communication order placed 

in the EHR.

 

** A copy of the education can be 

provided upon request.**

10 chart audits of Suicidal and/or 

Homicidal patients will be 

completed on a monthly basis by 

the ED Director.  The goal is 

100% compliance.  Once 100% 

compliance has been met for 3 

consecutive months, an ongoing 

random audit will be completed on 

a monthly basis to monitor 

continued compliance.  If/when a 

deficiency is identified, a face to 

face chart review will be performed 

by the ED Director and primary 

nurse. 

Primary responsibility of monthly 

chart audits will be completed by 

the ED Director. 

Monthly results will be shared with 

the Chief Nursing Officer (CNO) .   
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