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This visit was for the investigation of a State 

Licensure Hospital complaint.

Complaint Number: IN00402275 - State Deficiency 

related to the allegation is cited at tag S930.

Survey Date: 09/04/24

Facility Number: 005099

QA: 9/10/24

S 0000  

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.

S 0930

 

Bldg. 00

Based on document review and interview, staff 

failed to provide a daily bath accompanied by 

linen change for 5 of 5  patient medical records 

reviewed. (P1, P2, P3, P4 and P5)

Findings include:

1. Facility policy titled Patient Care 

Policy/Procedure Manual, Policy/Procedure Code: 

B 00013, last revised 6/1/21, Subject: Bathing, 

Chlorhexidine Gluconate (CHG) 4%, page 1, under 

Policy: Inpatients will be offered a bath 

S 0930 Created a patient list for charge 

nurses to monitor bathing and 

linen change and provide 

in-the-moment coaching for any 

non-compliance.  This will be 

reinforced during daily 

interprofessional rounds.  Charge 

nurses were educated on the 

policy and process on 9/9/2024.  

Plan of correction was reviewed 

and approved by Chief Nursing 

Officer on 9/6/2024.  Weekly 

audits (5 charts per week) on 6T^ 

will be conducted until 100% 

11/04/2024  12:00:00AM
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accompanied by linen change within 24 hours of 

admission and daily thereafter. 2. RN sets 

expectations for daily CHG bathing with the 

patient and unlicensed personnel. Procedure: A. 

CHG bathing is done within 24 hours of admission 

and then daily thereafter.

2. Review of P1 MR lacked documentation of 

completed CHG bath/refusal accompanied by 

linen change on 1/30/23, 1/31/24 and 2/1/24.

3. Review of P2 MR lacked documentation of 

completed CHG bath/refusal accompanied by 

linen change on 1/23/23, 1/26/23, 1/27/23, 1/28/23, 

2/5/23 and 2/7/23.

4. Review of P3 MR lacked documentation of 

completed CHG bath/refusal accompanied by 

linen change on 1/29/23, 1/30/23, 2/2/23 and 

2/3/23.

5. Review of P4 MR lacked documentation of 

completed CHG bath/refusal accompanied by 

linen change  on 1/2/23 and 1/3/23.

6. Review of P5 MR lacked documentation of 

completed CHG bath/refusal accompanied by 

linen change on 1/17/23, 1/18/23, 1/19/23, 1/21/23, 

1/22/23, 1/24/23, 1/26/23, 1/27/23, 1/29/23, 1/30/23, 

2/2/23, 2/4/23, 2/5/23 and 2/6/23.

7. In interview on 9/4/24 at approximately 1200 

hours with A4 (Registered Nurse Manager), he 

she indicated bathing is provided to patients 

every 24 hours with CHG unless patient has a red 

dye allergy and then soap and water is used. 

Documentation is done in MR (Medical Record) if 

patient refuses a bath, and bathing 

responsibilities are performed by PCT (Patient 

Care Technician) and RN (Registered Nurse).

compliance is achieved for 9 

consecutive weeks (9/9/2024 to be 

completed November 4, 

2024/currently 100%).

Person responsible:  Director of 

Nursing
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8. In interview on 9/4/24 at approximately 1330 

hours with A1 (Vice President of Quality and 

Safety), he/she confirmed P1, P2, P3, P4 and P5 

MR lacked documentation of daily bathing 

accompanied by linen change per facility policy.
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