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S000000

This visit was for the investigation of 2
State complaints.

Complaints:

IN00110732

Unsubstantiated, lack of sufficient
evidence.

IN00114211

Substantiated, State deficiency related to
allegation cited.

Date of Survey: 3-12 and 3-13-13
Facility number: 005044

Surveyors: John Lee, R.N.

Public Health Nurse Surveyor

QA: claughlin 04/30/13

S000000

No response needed for this
section.
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S000732 | 410 IAC 15-1.54
MEDICAL RECORD SERVICES
410 IAC 15-1.5-4(d)(1)(2)(3)(4)
(d) The medical record shall contain
sufficient information to:
(1) identify the patient;
(2) support the diagnosis;
(3) justify the treatment; and
(4) document accurately the course
of treatment and results.
Based on document review and interview, S000732 1. The deficiency will be 03/19/2013
the facility failed to ensure that the corrected in the following manner:
. . . - Modification to the ADL
medical record contained sufficient .
. ] documentation screen to add
information to document accurately the discrete data fields to capture
course of treatment and results for 1 of 5 supplements including Ensure. -
medical records (MR) reviewed (Patient Staff education regarding
#2) nutritional supplement interim
’ documentation plan to be done in
the narrative notes began on
Findings include: March 19, 2013. 2. The
deficiency will be prevented from
1. Review of patient #2's MR indicated oceurring In the futur'e through
o i ongoing staff education.
the physician wrote the following order
on 07-17-12 at 2230 hours; Ensure 8 o0z A daily report has been
PO BID. Review of the patient's MR requested detailing supplement
lacked documentation that the Ensure was ordered, freguency and .
. corresponding documentation to
given BID. insure completed as ordered.
2. 0On 03-13-13 at 1040 hours staff #41 & A discrete data field for
42 confirmed that they could not confirm supplements will 'be added to the
. ADL documentation screen.
where nursing staff would document the
Ensure being administered. 3. The Director of Clinical
Informatics Integration will be
responsible for discrete data field
creation in the clinical
documentation system. Ongoing
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staff education and compliance
monitoring will be the
responsibility of the Psychiatric
Services Unit Manager,
Psychiatric Services Service Line
Director and Executive Director of
Nursing.
Systems Request submitted
March 19, 2013 with completion
date of May 31, 2013.
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