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This visit was for the investigation of one (1) state 

complaint.

Complaint Number:  IN00232892

Substantiated; Deficiency related to the 

allegations is cited. 

Date of survey:  3/27/18 and 3/28/18

Facility number:  012132

QA:  5/29/18

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, the 

Nurse failed to supervise the care of providing 

patient baths for 4 of 5 medical records (MR) 

reviewed.  (patient #1, 3, 4, and 5). 

Findings include;

1.  Facility policy titled "MEDICAL RECORD 

DOCUMENTATION REQUIREMENTS" last 

reviewed/revised 12/16 indicated the following: 

...POLICY...All medical records will contain 

documentation to substantiate care and treatment 

provided....

2.  Review of patient #1's medical record 

S 0930 S 930

1.       The Nurse Manager/Chief 

Clinical Officer will immediately 

provide the patient care techs and 

nursing staff with education and 

training regarding documentation 

of daily patient hygiene in the 

patient medical record, and the 

requirement for the RN to 

supervise  care for each patient. 

Further training will continue at 

staff skills fair to be completed by 

June 1st, 2018.

3. The Nurse Manager/Chief 

Clinical Officer will conduct 

weekly audits on an ongoing 

06/01/2018  12:00:00AM
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indicated the following:

(A)  The patient was admitted on 2/6/18 and a 

current patient.  

(B)  The medical record lacked documentation of 

baths or patient refusing baths for 22 out of 49

days for the following dates:  2/8/18, 2/9/18, 

2/10/18, 2/14/18, 2/16/18, 2/18/18, 

2/21/18, 2/24/18, 2/25/18, 2/26/18, 2/28/18, 

3/1/18, 3/4/18, 3/6/18, 3/7/18, 3/9/18, 

3/14/18, 3/17/18, 3/18/18, 3/21/18, 3/23/18 and 

3/26/18.  

     

3.  Review of patient #3's medical record 

indicated the following:

(A)  The patient was admitted on 4/26/17 and 

discharged on 5/22/17.  

(B)  The medical record lacked documentation of 

baths or patient refusing baths for 23 out of 26

days for the following dates:  4/27/17, 4/28/17, 

4/29/17, 4/30/17, 5/1/17, 5/2/17, 

5/3/17, 5/4/17, 5/5/17, 5/6/17, 5/7/17, 5/8/17, 

5/9/17, 5/10/17, 5/11/17, 5/13/17, 

5/14/17, 5/17/17, 5/18/17, 5/19/17, 5/20/17, 

5/21/17 and 5/22/17.

4.  Review of patient #4's medical record 

indicated the following:

(A)  The patient was admitted on 4/28/17 and 

discharged on 5/26/17. 

(B) The medical record lacked documentation of 

baths or patient refusing baths for 10 out of 28 

days for the following dates:  4/29/17, 4/30/17, 

5/1/17, 5/5/17, 5/12/17, 5/18/17, 5/19/17, 

5/20/17, 5/23/17 and 5/26/17.  

 

5.  Review of patient #5's medical record 

indicated the following:

(A)  The patient was admitted on 4/19/17 and was 

discharged on 5/26/17.  

(B)  The medical record lacked documentation of 

baths or patient refusing baths for 26 out of 37 

basis for the next four (4) months, 

starting on 4/01/18, to ensure 

100% compliance with 

documentation of daily patient 

hygiene.

4.       The Nurse Manager/Chief 

Clinical Officer will submit findings 

of weekly reviews to the Director 

of Quality and report on results at 

the Quality Assessment & 

Performance Improvement 

Committee and the Medical 

Executive Committee.

Person responsible for all above 

plans of correction is the Chief 

Clinical Officer.

Expected date of completion for 

all training is June 1, 2018
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days for the following dates:  4/22/17, 4/23/17, 

4/25/17, 4/26/17, 4/27/17, 4/28/17, 4/30/17, 

5/1/17, 5/2/17, 5/3/17, 5/5/17, 5/6/17, 5/7/17, 

5/8/17, 5/10/17, 5/11/17, 5/12/17, 5/14/17, 

5/15/17, 5/16/17, 5/18/17, 5/19/17, 5/21/17, 

5/22/17, 5/25/17 and 5/26/17. 

6.  During an interview on 3/27/18 at 5:44 a.m., 

staff member A2 (Chief Clinical Officer) 

indicated the expectation is that all patients are 

bathed daily either on days or nights. 

7.  Staff member A2 verified the medical record 

information for patient #1 and #3 at 9:01 a.m. on

3/28/18.  

8.  Staff member A2 verified the medical record 

information for patient #5 on 3/28/18 at 10:16 

a.m.

9.  Staff member A2 verified the medical record 

information for patient #4 on 3/28/18 at 10:49 

a.m.

10.  During an interview on 3/28/18 at 11:10 a.m., 

staff member A2 indicated there was no 

specific policy related to bathing patients.
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