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S000000

 

This visit was for a State licensure 

survey.

Facility Number:  005648

Survey Date:  1-5/7-15

Surveyor:  Jack I. Cohen, MHA

Medical Surveyor

QA:  claughlin 01/29/15

S000000  

410 IAC 15-2.4-1 

GOVERNING BODY; POWERS AND 

DUTIES 

410 IAC 15-2.4-1 (c)(5) (M)

Require that the chief executive  

officer develop and implement policies

and programs for the following:

(M) Demonstrating and documenting  

personnel competency in fulfilling  

assigned responsibilities and  

verifying in-service in special  

procedures.

S000176

 

Based on document review and 

interview, it could not be determined the 

facility followed the performance 

requirements in fulfilling assigned 

responsibilities for 1 (#P6) of 6 employee 

personnel files reviewed.

S000176 This deficiency will be corrected 

by updating documentation in our 

annual competency checklist to 

include assisting the surgeon with 

all surgical procedures and 

removing sutures/staples as 

needed for the aforementioned 

personnel.    This deficiency will 

be prevented in the future by the 

03/06/2015  12:00:00AM
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Findings:

1.  Review of the job description of 

employee #P6 indicated the KEY 

PROCESSES of the job included assist 

physicians with all surgical procedures.  

Under direction of the physician, remove 

sutures/staples.  Further review of the 

document indicated under 

PERFORMANCE REQUIREMENTS, 

Equipment Used, properly trained to use 

equipment such as surgical instruments

2.  Review of the personnel files of 6 

employees indicated the file of #P6 did 

not have any documentation of job 

orientation, Competency Assessment - 

Key Processes, and Performance 

Appraisal, regarding  surgical procedures 

and use of surgical instruments and 

removal of sutures/staples.

3.  In interview, on 1-7-15 at 10:45 am, 

employee #A1, Administrative Director, 

indicated employee #P6 did assist in 

surgery and could remove sutures.  

4.  At the above date and time, employee 

#A1 was requested to provide 

documentation of job orientation, 

Competency Assessment - Key 

Processes, and Performance Appraisal, 

regarding use of surgical instruments and 

removal of sutures/staples for employee 

update on the competency 

checklist which is reviewed 

annually for all personnel.   Dr. 

Michael Murphy - the medical 

director is responsible for the 

above changes.    The deficiency 

will be corrected by 3/6/15. 
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#P6.  No other documentation was 

provided prior to exit.

410 IAC 15-2.5-3 

MEDICAL RECORDS, STORAGE, AND 

ADMIN. 

410 IAC 15-2.5-3(e)(2)

All entries in the medical record  

must be as follows:

(2)  Made only by authorized  

individuals as specified in center and  

medical staff policies.

S000644

 

Based on document review and 

interview, the facility failed to comply 

with its policy to authenticate entries in 

the medical record for 2 of 30 medical 

record files reviewed.

Findings:

1.  Review of a facility policy entitled 

GENERAL RULES, POLICY:  

indicated the following rules apply to 

medical records at the ASC

PROCEDURE: 

   A.  All clinical entries in the patient's 

medical record shall be accurately dated 

and

         authenticated.  Authenticated means 

to prove authorship by written signature,

         identifiable initials or computer 

key.

S000644 This deficiency will be correctly by 

ensuring that all personnel are 

double checking to ensure that 

they are documenting under the 

correctly logged electronic 

medical record source.  This has 

been discussed with our staff. 

 This deficiency will be prevented 

in the future by staff education 

and double checking for accuracy 

during our daily audit of all 

medical records.  Dr. Michael 

Murphy the Medical Director is 

responsible for the change.This 

deficiency has already been 

corrected as of 2.2.2015

02/02/2015  12:00:00AM
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2.  Review of 30 medical record files 

indicated file MR#19 had a document 

entitled Summary View for [MR#19].  

Review of this document indicated there 

was an entry that the patient was 

discharged to SELF AT 1020 [P#3] RN.  

The document had no authentication by 

P#3.

3.  In interview, on 1-6-15 at 10:30 am, 

employee #A1, Administrative Director, 

indicated the authentication would be 

documented on a document for MR#19 

entitled Progress Notes log.  Review of 

that document indicated the entry was 

authenticated by P#6, Medical Assistant 

and not by P#3.

4.  Review of 30 medical record files 

indicated file MR#23 had a document 

entitled Summary View for [MR#23].  

Review of this document indicated there 

was an entry Discharge assessment 

performed by: [P#3] RN.  The document 

had no authentication by

P#3.

5.  In interview, on 1-6-15 at 10:30 am, 

employee #A1 indicated the 

authentication would be documented on a 

document for MR#23 entitled Progress 

Notes log.  Review of that document 

indicated the entry was authenticated by 

P#6, Medical Assistant and not by P#3.
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6.  In interview, on the above date and 

time, employee #A1 indicated there was 

no other means of documentation of 

authentication and no other 

documentation was provided prior to 

exit.
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