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INITIAL COMMENTS

The visit was for a State licensure survey,
Facllity Number, 011133

Survey Date: 3/25-26/19

QA: 32719

410 |AC 26-8-2 REQUIRED POLICIES AND
PROCEDURES

410 1AC 28-5-2(a)

{a) The dlinic shall develop, Implement, and
malintain the foliowing:
(1) Written medical staff policles.
(2) Wiitten procedures for the following:
(A) Emergencies.
(B) Initlal treatment.
(C) Transfer,

This RULE s not met as evidenced by:

Based on document review and interview, the
clinic failed to maintain its required medical staff
policy/procedures for emergency transfers at the
clinic for two occurrences.

Findings include:

1. Raview of a copy of the pollcy/procedure fitlad
Medical Emergency Transfer of Patient (approved
1-19) ohserved in the policy/procedure binder
indicated the following: "Contact back-up
Physician MD41, via telephone...”

1 2. Review of a second copy of the

polley/procadure titled Medical Emargency

T0G6O

T086
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Transfer of Pafient (approved 1-19) obsetved in
the poficy/procedure binder indicated tha
follawing: “Contact back-up Physician MD43, via
telephone.. "

2. Review of the credentlal files for the
Physictans MD11, MD12, MD13 and MD14
indicated a back-up agreement with Physician
MD31,

3, On 3-26-19 at 1220 hours, the Director At
confimed the policy/procedures lacked
documentation indicating the current back-up
physician and had not been maintained.

410 IAC 26-11-1 INFECTION CONTROL
PROGRAM

410 IAC 26-11-1(=)(1)

(a) The clinic must do the following:
{1) Provide a safe and healthful environment
that minimizes Infection exposure and risk to the
following:
(A} Patlents,
(B) Health care workers,
(C) Persons who accompany patients.

This RULE Is not met as evidenced by.

RBased on document review, observation and
Interview, the facillty failed fo ensure ready to use
supplies were not explred (Supply Room) and
ready to usa Gidex OPA solution test sirips were
not expired. (Ultrasound Room)

Findings include,
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1. Facllity policy titfed "Policy for the Tracking and
Monitoring of Supplies® last reviewedfrevised
1448/19 Indicated the following: “...wiil appoint an
employee who will be responsible for the monthly
moniforing of all Inventory. This monitoring will
Include the following: ...*Labeling with stickers
which include recsived and expiration dates
*Discarding of expired items appropriately.”

2. During facllity tour beginning at 11:22 am. on
3/25M8 with A1 (Director) the following was
observed:

(A) On 3/25M9 at 11:27 a.m., an unsealed, clear
plastic bag of eight Individually wrapped 13 mm
{millimeter) curved disposabie rigid cursttes with
an expiration date of 9/2018 was observed on a
shelf with other ready to use supplies, (Supply
Room}

(BY On 3/25/19 at 11:30 a.m., a ready to use and
unseated botte of Cidex OPA Solution test sirips
with 80 out of 60 test strips inside was located on
a shelf of the ultrasound supply stand with a
manufacturer's expiration date of 9/28/18.
(Ultrasound Room})

3. During an interview with A1 on 3/25/19 at
11:28 a.m., hefshe verifiad the sight individually
wrapped 13 mm curved disposable rigid curettes
with an expiration date of 8/2018 were expited,

4, During an interview with A1 on 3/25/19 at
11:31 a.m., hefshe verified the Gidex OPA
Solution test strips with a manufacturers
expiration date of 9/28/18 was expired,

Indiana S!a\te Dapartment of Health

STATE FORM

&899

TEFZ11

If continuation sheel 3of3




