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A 000 INITIAL COMMENTS A 000

 This visit was for investigation of a Federal 

hospital complaint.

Complaint Number: IN00281758.

Substantiated: Deficiencies related to allegations 

are cited. 

Survey Date: 1/9/19

Facility Number: 013116

QA:  1/16/19

 

A 131 PATIENT RIGHTS: INFORMED CONSENT

CFR(s): 482.13(b)(2)

The patient or his or her representative (as 

allowed under State law) has the right to make 

informed decisions regarding his or her care.

The patient's rights include being informed of his 

or her health status, being involved in care 

planning and treatment, and being able to request 

or refuse treatment.  This right must not be 

construed as a mechanism to demand the 

provision of treatment or services deemed 

medically unnecessary or inappropriate.

This STANDARD  is not met as evidenced by:

A 131 2/15/19

 Based on document review and interview the 

facility failed to ensure protection of patient rights 

related to the right of  family members/designee 

to be informed of patient changes in condition so 

as to participate in the patient's treatment/plan of 

care  in 1 (patient 1) of 10 closed medical records 

(MR) reviewed:

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

02/04/2019

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
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A 131 Continued From page 1 A 131

Findings include:

1. Policy/procedure, No. I-A. 9, Patient Rights and 

Responsibilities, revised/reviewed 6/18 indicated: 

"Receive information about your health status, 

course of treatment, prospects for recovery and 

outcomes of care, including unanticipated 

outcomes, in terms you can understand, tailored 

to the patient's age and language; have your 

family and/or agent, when appropriate, be 

informed of your care, including unanticipated 

outcomes, in order to participate in current and 

future decisions affecting your care and to 

participate in the development and 

implementation of your plan of care.  

2. Policy/procedure, No. II-C.100, Change of 

Condition, revised/reviewed 8/17 indicated on 

page 2: "The patient's family/designee will be 

notified as needed of the change of condition 

unless the patient refuses and does not have a 

guardian that is required to be notified. 

3. Review of patient 1's MR lacked 

documentation of communication to F1 regarding 

patient's change in medical condition related to 

increased swelling and bruising to right thigh/hip 

and left index finger. 

4.  On 1/9/19 at approximately 1215 hours, staff 

N9 (Medical Records) was interviewed and 

confirmed patient 1's MR lacked documentation 

of communication informing F2 of patient 1's 

change in medical condition.

A 392 STAFFING AND DELIVERY OF CARE

CFR(s): 482.23(b)

The nursing service must have adequate 

A 392 2/15/19
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A 392 Continued From page 2 A 392

numbers of licensed registered nurses, licensed 

practical (vocational) nurses, and other personnel 

to provide nursing care to all patients as needed.  

There must be supervisory and staff personnel for 

each department or nursing unit to ensure, when 

needed, the immediate availability of a registered 

nurse for bedside care of any patient.

This STANDARD  is not met as evidenced by:

 Based on document review and interview the 

facility failed to ensure appropriate staffing based 

on patient acuity and safety in 3 (Unit 100, 200 

and 300) of 3 area toured:

Findings include:

1. Policy/procedure, No. II-C.107, Nursing 

Staffing Plan, revised/reviewed 1/18 indicated: 

"Acuity that deviates from the projected needs is 

assessed and accommodated in the shift-to-shift 

allocation of staff. In addition to acuity, including 

patient diagnosis, age, functioning of the patients, 

co-occurring conditions, physical care, 

equipment, technology, emotional support, 

education for self care, social needs, discharge 

planning and patient safety are considered.  

2.  Review of staffing for the week of 11/18/18 

through 11/24/18 lacked documentation of 

process to determine shift-to-shift staffing based 

on patient acuity, diagnosis, age, functioning, 

co-occurring conditions, physical care and patient 

safety.  

3.  Review of Incident Report Log indicated 10 

patient falls occurred during the week of 11/18/18 

through 11/24/18.  

4.  On 1/9/19 at approximately 1245 hours, staff 
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A 392 Continued From page 3 A 392

N10 (Interim Chief Executive Officer [CEO]) was 

interviewed and was unable to verbalize how 

facility accounts for patient acuity and safety 

when scheduling nursing staff.  Staff N10 

confirmed the Incident Report Log indicated 10 

patient falls occurred during the week of 11/18/18 

through 11/24/18.

A 395 RN SUPERVISION OF NURSING CARE

CFR(s): 482.23(b)(3)

A registered nurse must supervise and evaluate 

the nursing care for each patient. 

This STANDARD  is not met as evidenced by:

A 395 2/15/19

 Based on document review and interview, the 

facility failed to ensure nursing staff documented 

the initiation time of a provider-ordered increased 

'line-of-sight' observation level;  by failing to 

monitor and resolve in a timely manner a patient's 

change in medical condition; and by failing to 

complete documentation of a patient transfer to 

another facility in 1 (patient 1) of 10 medical 

records (MR) reviewed: 

Findings include:

1. Policy/procedure, No. II-C.113, Patient 

Observation Policy, revised/reviewed 11/18, 

indicated: "Observation levels can be increased 

or decreased by a provider order".  

2. Policy/procedure, No. II-C.100, Change of 

Condition, revised/reviewed 8/17, indicated: "It is 

the policy of the hospital that providers will be 

notified of patients that have changes in their 

condition in a timely manner. Nursing staff will 

document these changes, provider's notifications, 

and any interventions and/or orders regarding the 
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A 395 Continued From page 4 A 395

change in condition in the patient's medical 

record. The assessments, provider notification, 

and any interventions and/or orders received and 

carried out will be documented in the nursing 

notes of the patient's medical records along with 

the patient's response. The change in condition 

will continue to be monitored and documented 

until resolved or a clinical decision has been 

determined by a provider. Documentation should 

reflect when the change has been resolved. A 

sample list of possible changes in condition would 

include but not be limited to: complaint of pain, 

change in mobility or ambulation, onset of 

edema". 

3.  Policy/procedure, No. I-C.73, Transfer and 

Transport of a Patient, revised/reviewed 11/18, 

indicated: "The following forms are required to be 

completed when transporting the patient: 

Transfer/Transport Consent/Order. Continuing 

Care Transfer Information".  

4. Review Nursing Reassessment note dated 

11/17/18 at 1900 hours indicated the medical staff 

D1 instructed the staff to start the patient on 

'line-of-sight' observation level.  Review of 

Physician Orders indicated an order for the 

increased observation level of 'line-of-sight' was 

dated 11/18/18 at 1106 hours.  Review of Every 

15 Minute Patient Observation Monitoring sheet 

dated 11/18/18 lacks documentation of time 

'line-of-sight' observation level was initiated. 

5.  Review of patient 1's MR lacked 

documentation of timely response by staff to 

address the patient change in medical condition.  

Review of Nursing Reassessment note dated 

11/20/18 at 0615 hours indicated a change in the 

patient's medical condition.  Review of Physician 

FORM CMS-2567(02-99) Previous Versions Obsolete J3GD11Event ID: Facility ID: 013116 If continuation sheet Page  5 of 7



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  03/02/2021
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

154063 01/09/2019

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

6720 PARKDALE PLACE, SUITE 100
NEUROPSYCHIATRIC HOSPITAL OF INDIANAPOLIS, LLC

INDIANAPOLIS, IN  46254

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

A 395 Continued From page 5 A 395

Orders indicated x-ray of right hip, pelvis and left 

index finger were ordered on 11/20/18 at 1005 

and 1025 hours.  Review of patient 1's MR lacked 

documentation x-rays were completed.  

6.  Review of patient 1's MR lacked 

documentation of transport documentation 

including the Continuation of Care form and 

Continuing Care Transfer Information form

7.  On 1/9/19 at approximately 1215 hours, staff 

N9 (Medical Records) was interviewed and 

confirmed patient 1's MR lacked documentation 

of transfer/transport documentation.

8.  On 1/9/19 at approximately 1245 hours, staff 

N10 (Interim Chief Executive Officer [CEO]) was 

interviewed and confirmed patient 1's MR lacked 

documentation of Radiology Reports for x-rays of 

right thigh, pelvis and left index finger as ordered 

per physician.  Staff N10 confirmed nursing staff 

did not initiated x-rays as ordered by the 

physician.  Staff N10 confirmed patient 1's MR 

lacked completed transfer/transport 

documentation as per facility policy/procedure. 

Staff N10 confirmed patient 1's MR lacked 

documentation of time an increased observation 

level of 'line-of-sight' was initiated.    

  

.
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A 396 NURSING CARE PLAN

CFR(s): 482.23(b)(4)

The hospital must ensure that the nursing staff 

develops, and keeps current, a nursing care plan 

for each patient. The nursing care plan may be 

part of an interdisciplinary care plan

This STANDARD  is not met as evidenced by:

A 396 2/15/19

 Based on document review and interview the 

facility failed to ensure staff update a patient 's 

care plan in 1 (patient 1) of 10 medical records 

(MR) reviewed:  

Findings include: 

1.  Policy/procedure, No. II-C.100, Change of 

Condition, revised/reviewed 8/17 indicated on 

page 2: "The nurse will also update/amend the 

patient's care plan as needed, regarding the 

change in condition". 

2.  Review of patient 1's MR lacked 

documentation of an update to the patient's plan 

of care regarding the change of condition related 

to the patient increased swelling to the right 

thigh/hip and left index finger as documented in 

the Nursing Reassessment note dated 11/20/18 

at 0930 hours.  

3.  On 1/9/19 at approximately 1245 hours, staff 

N10 (Interim Chief Executive Officer [CEO]) was 

interviewed and confirmed patient 1's MR lacked 

documentation of an update/amendment to the 

patient's plan of care regarding the patient's 

change in medical condition.
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