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This visit was for a re-certification
survey.

Facility Number: 005394
Survey Date: 2-9/11-15

Surveyors:
Jack 1. Cohen, MHA
Medical Surveyor

Marcia Anness, RN
Public Health Nurse Surveyor

QA: claughlin 02/20/15

416.45(a)
MEMBERSHIP AND CLINICAL
PRIVILEGES

Membersof the medical staff must be
legally and professionally qualified for the
positions to which they are appointed and for
the performance of privileges granted. The
ASC grants privileges in accordance with
recommendations from qualified medical
personnal. A

Based on document review and
interview, the governing board failed to
follow the medical staff by-laws and
ensure that criteria for selection for
medical staff membership are

demonstrated ability and judgment for 1

0000000

1 0000121

The Medical Staff By-Laws have
been revised under Article  to
read as follows: SECTIONS3.
Criteria for Selection The review
process fo be congidered for
Medical Staff mermbership will
also consider the individual

03/04/2015
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TITLE
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Any defiencystaiement ending with an asterisk (¥} denotes a deficency which the instifution may be excused from comecting providing it is determined that
other safegavrds provide sufficient protection to the patients, (see instructions.) Bxcept for nursing homes, the findings stated above are diselosable 90 days
foltowing the date of survey whether or not a plan of correotion is provided. For nursing homes, the sbove findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisiie to
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(MD#7) of 7 medical staff credential files character, competence,
reviewed education, training, experience
’ and judgment. It is required to
Lo solicit the opinion of qualified
Findings: medical personnel on the
competence of applicants for
1. Review of a document entitled E::;’\?;%ZsénJ;eb;eﬁowgrﬁﬁ;dig‘;"
Medical StﬂffB}’HLaWS, ARTICLE VI, should include a supporting;
DETERMINATION OF CLINICAL rationale. This revision was sent
PRIVILEGES, SECTION 2. Delineation to the Governing Bady on 3/3/15
of Privileges in General, part 2. Basis for ig;;‘gg; ?t:ﬁtly gf?i;lb(?;c;ning
Privileges ‘De’.telmination, approve'd ' Body to assure that medical staff
12-31-14, indicated requests for clinical privileges are granted only to
privileges shall be evaluated on the basis professionally qualified
of the practitiopet's education, training, F;?gﬂ:;;g?é&lf;x'?;?e?;nce will be
?xpcrience, and demonstrated ability and obtained from qualified medical
Jjudgement, versonnel who have observed
MD#7 indicating h]S
2. Review of 9 medical stafT credential demonstrated ability and
files indicated file MD#7, an judgment. Peer evaluations have
\ ; . * ] been performed and were sent to
ophthalmoelogist, did not contain any the Medical Staff andGoverning
documentation in the fite of initial Body for review. The failure to
appointment, such as letters of reference gg?‘&g‘;gg})’:"ﬁﬁ%ﬁ:gﬁﬁg ?Qge
| or ‘r?ferral, 'indicating their demonstrated by t'rfe ASC Director and to
~f-ability and judgment. prevent reoccurrence
recommendation/reference forms
3. Tn interview, on 2-10-15 at 3:15 pm, will be added o the credentialing
. o : packets as a reminder when a
employee #A1, a staff RN, confir‘med the prospective physician is to be
above and no further documentation was added to the medical staif.
provided prior to exit. ’
Q00162 | 416.47(p) A
FORM AND CONTENT OF RECORD
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The ASC must maintain a medical record for
each patient. Every record must be
accurate, legible, and promptly completed.
Medical records must include at least the
following:

{1) Patient dentification,

(2) Significant medical history and
resuits of physical examination.

{3) Pre-operative diagnostic sludies
{entered before surgery), if performed.

(4) Findings and techniques of the
operation, including a pathologist's report on
all tissues removed during
surgery, except those exempted by the
governing body.

(5) Any allergles and abnormal drug
reactions.

{8} Entries related to anesthesia
administration.

{7) Documentation of properly executed
Informed patient consent.

(8) Discharge diagnosis.

Based on policy/procedure review,
medical record review and interview, the
facility failed to ensure the accuracy of 23
(#N2,3,45,6,7,9,10,11,12, 13, 14,
15,17, 18,20, 21, 22, 24, 25, 28, 29 and
30) of 23 medical records that required
anesthesia and the date the operative
report was authenticated on 30 (#N1, 2,
3,4,56,7,8,9,10,11,12,13, 14, 15,
16,17, 18,19, 20,21, 22,23, 24, 25, 26,
27,28, 29 and 30) of 30 medical records.

Findings include;

1. Facility policy titled "Authentication

0000162

After conferring with the
Physicians and Ahesthesictogist,
changes on the Physician order
sheet in the Medical record have
been divided into Physician and
Anesthesiclogist orders, and will
be authenticated accordingly.
The ASC Director reviewed with
each physician the change in
protocol with the operalive record
in the medical record. The
operative record will now be
authenticated by date, time and
signature of the Physician to be in
compliance with the State and
Federal regulations. These
changes were implemented
3/315 and will be audited daily by
ASC staff to prevent

03/04/2015
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of Medical Records Entries" approved on
12/31/14 states on page 1: IL....B. Every
entry, including transcribed reports, is
dated and authenticated by the author.

2. Medicalrecords#N 2, 3,4, 5,6,7,9,
10,11, 12, 13,14, 15, 17, 18, 20, 21, 22,
24, 25, 28, 29 and 30 had pre-printed
orders that combined both the surgeon
and anesthesiologist pre-op, intra-op and
post-op orders. It could not be
determined which physician originated
each order. Both the surgeon and
anesthesiologist authenticated all of the
orders.

3. Medical records #N1, 2, 3,4, 5,6, 7,
8.9,10, 11, 12,13, 14, 15, 16, 17, 18, 19,
20,21, 22, 23, 24, 25, 26, 27, 28, 29 and
30 did not include a date that operative
record was authenticated by the
physician.

4, Staff member # 40 (Staff Nurse)
indicated in interview at 12:00 PM on

| 2711715, it could not be determined which

physician originated cach order or the
date the physician
authenticated the operative record.

reoccurrence. The ASC Director
will monitor the daily chart audits
on a monthly basis. An in-service
was held on 3/4/15 to update staff
of all the changes in protocol.

The revisions were sent to the
Governing Body for approval on
3/3M5.
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S000000
This visit was for a State licensure S000000
Survey.
Facility Number: 005394
Survey Date: 2-9/11-15
- Surveyors:
Jack 1. Cohen, MHA
Medical Surveyor
M_arcia Anness, RN
Public Health Nurse Surveyor
QA: claughlin 02/20/15
5000126 | 410 1AC 15-2.4-1
GOVERNING BODY; POWERS AND
DUTIES
410 1AC 15-2.4-1 (b)(5)
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interview, the governing board failed to
follow the medical staff by-laws and
ensure that criteria for selection for
medical staff membetship are individual
character, competence and judgment for
1 (MD#7) of 7 medical staff credential
files reviewed.

Findingé:

1. Review of a document entitled
Medical Staff By-Laws, ARTICLE VI,
DETERMINATION OF CLINICAL
PRIVILEGES, SECTION 2. Delineation
of Privileges in General, part 2. Basis for
Privileges Determination, approved
12-31-14, indicated requests for clinical
privileges shall be evaluated on the basis
of the practitioner's education, training,

“experience, and demonstrated ability and

judgement,

2. Review of 9 medical staff credential
files indicated file MD#7, an
ophthalmologist, did not contain any
documentation, such as letters of-

bean revised under Article V to
read as follows: SECTIONS.
Criteria for Selection The review
process to be considered for
Medical Staff membership will
also consider the individual
character, competence,
education, training, experience
and judgment. It is required fo
solicit the opinton of qualifisd
medicai personnel on the
competence of applicants for
privileges. The recommendation
provided must be in writing, and
should include a supporting
rationale. This revision was sent
to the Governing Body on 3/3/15
for approval. [t will be the
respensibility of the Governing
Body to assure that madical staff
privileges are granted only to
professionally gualified
practitioners, Letters of
recommendation/reference will be
obtained from qualified medical
personnel who have observed
MD#7 indicating his
demonsirated ability and
judgment. Peer evaluations have
been performed and wera sent to
the Medical Siaff and Governing
Body for review. The failure to
obtain recommendationfreference

| iy, | v | s IRETAESREINL | covpmmon
: o CROSS-REFERENGED TO THE APPROPRIATE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
The governing body shall do the following:
{5) Ensure that criferia for selection
for medical staff membership are
individual character, competence,
education, training, experience, and
judgement. .
Based on document review and $000126 | The Medical Staff By-Laws have | 03/04/2015

State Torin
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medical record review and interview, the
facility failed to ensure the acouracy of 23
(#N2,3,4,5,6,7,9,10,11, 12, 13, 14,
15,17, 18, 20, 21, 22, 24, 25, 28, 29 and
30) of 23 medical records that required
anesthesia and the date the operative
report was authenticated on 30 (#N1, 2,
3,4,5,6,7,8,9,10,11, 12, 13, 14, 15,
16, 17, 18, 19, 20, 21, 22, 23, 24, 25, 26,
27,28, 29 and 30) of 30 medical records.

Physicians and Anesthesiologist,
changes on the Physician order
sheet in the Medical record have
been divided Inte Physician and
Anesthesiologist orders, and will
be authenticated accordingly. The
ASC Director reviewed with each’
physician the change in protocol
with the operative record in the
medical record. The dperative
record will now be authenticated
by date, time and signature of the
Physician to be in compliance
with the State and Federal

STATENINT OF DEFICINNCIES [X1) PROVIDER/SUPPLIRR/CLIA  |[%2) MULTIPLE; CONSTRUCTION X3) DATE SURVIEY
AND PLAN OF CORRECTION  |IDENTIFICATION NUMBER: 0o COMPLETED
. BUILDING
150001013 WING 02/11/2015
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4 ID SUMMARY SFATEMENT OF DEFICIENCIES i) R OVIDELS PLAN OF CORGCTION (X5)
PREFIX | (EACH DERICIENCY MUST BE PRECEDED BY FIILL PREFIX | JACHCORRMICIVEACTIONSHOULDDE COMPLETION
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reference or yeferral, in the file of initial documentation will be monitored
appointment indicating their individual by the ASG Director and to
) . prevent reoccurrence
character, competence and judgment. recommendationfreference forms
_ will be added to the credentialing
3. In interview, on 2-10-15 at 3:15 pm, packets as a reminder when a
employee #A1, a stalf RN, confirmed the prospective physician is o be
- | added to the medical staff.
above and no further documentation was
provided prior to exit.
5000612 | 410 IAC 15-2.5-3
MEDICAL RECORDS, STORAGE, AND
ADMIN,
410 1AC 156-2.5-3(c)(1)
(¢) An adequate medical record must
be maintained with documentation of
service rendered for each patient of
the center as follows:
(1) Medical records are documented
accurately and in a timely manner, are
readily accessible, and permit prompt
retrieval of information,
Based on policy/procedure review, S000612 | After conferring with the 03/04/2015
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Findings include:

1. Facility policy titled "Authentication
of Medical Records Entries" approved on
12/31/14 states on page 1: IL...B. Every
entry, including transcribed reponts, is
dated and authenticated by the author,

2. Medical records 1N 2,3,4,5,6,7, 9,
10, 11,12, 13, 14, 15,17, 18,20, 21, 22,
24, 25, 28,29 and 30 had pre-printed
orders that combined both the surgeon
and anesthesiologist pre-op, intra-op and
post-op orders. It could not be
determined which physician originated
each order. Both the surgeon and -
anesthesiologist authenticated all of the
orders.

3, Medical records#N1,2,3,4,5,6,7,
8, 9,10, 11, 12, 13, 14, 15, 16, 17, 18, 19,
20, 21, 22,23, 24, 25, 26,27, 28, 29 and
30 did not include & date that operative
record was authenticated by the
physician.

4, Staff member # 40 (Staff Nurse)
indicated in interview at 12:00 PM on
2/11/15, it could not be determined which
physician originated each order or the
date the physician

authenticated the operative record.

regulations.

These changes were
implemented 3/3/15 and will be
audited daily by ASC staff to
pravent reoccurrence. The ASC
Director will monitor the daily
chart audits on a monthly basls.
An in-service was held on 3/4/15
to update staff of al! the changes
in protocol. The revisions weare
sent to the Governing Body for
approval on 3/3/15. )
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X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

interview, the medical statf did not
review the medical staff rules and
regulations at least once every three (3)
years in 1 instance,

Findings:

1, Review of the medical staff rules and
regulations indicated they were last
reviewed by the medical staff on
12-13-11.

2. In interview, on 2-11-15 at 1:45 pm, -
employee #A1 confitmed the above and
no other documentation was provided
prior to exit.

regulations were reviewed and
sent tc the Governing Body for
approval on 3/3/15. it wilf be the
responsibility of the ASC Director
to ensure that the Medical Staif
rules and regulations are

reviewed every three yearsand a

notation has been listed onan’
Excel spread sheet titled “Time
Requirements” fo assist with
compliance, The “Time
Requirements” is & quick
reference tool that will be
checked by ASC Direclor on a
monthly basis.
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NAMEOF PROVIDER OR SUPPLIER :
B 30 N EMERSON AVE
AMBULATORY SURGERY CENTER AT THE INDIANA EY! GREENWOOCD, IN 46143
(X4 1D SUMMARY STATEMENT OF DEFICENCIES o) ROVIDHS PLAN O CORRECIION x5
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5000732 | 410 IAC 15-2.5-4
MEDICAL STAFF; ANESTHESIA AND
SURGICAL
410 IAC 15-2.5-4(h}(2)
These bylaws
and rufes must be as follows:
{(2) Be reviewed at least triennially.
Based on document review and 5000732 | The Medical Staff rules and 03/04/2015
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S001188 | 410 1AC 15-2.5-7 _
: PHYSICAL PLANT, EQUIPMENT
MAINTENANCE,
410 1AG 15-2.5-7{c)}{4)
(c) A safety management program must
include, but not he limited to, the
following:
(4) A written fire control plan that
contains provisions for the following:
(A} Prompt reporting of fires.
(B) Extinguishing of fires.
{C} Protection of patients,
personnel, and guests.
(D) Evacuation.
(E) Cooperation with firefighting
authorities.
(F) Fire drilis. )
Based on document review and S001188 Poglcg #;]4.8'1Ahsacs bteef)fﬂ Y%VJSEd to | 03/04/2015
. [ “pe . . . nciuge ma stalr wi
3ntervvle.w, thfa facth‘ty failed to mc_hfde in cooperate with firefighting
its writien ﬁfe eon'tlol plana provision authorities”. The policy was sent
for cooperation with firefighters in { to the Governing Body on 3/3/15
instance. ' for review and approval of the
revision. An in-service on 3/4/1%5
N LR, was given to the staff fo inform
Findings: them of the change in the policy.
X e It will be the responsibility of
1. Review of a facility POLICY NO. the ASC Director to complete this
14,01, entitled EMERGENCY task and moniter the change.
OPERATIONS FOR, FIRE, BOMB OR
ANY OTHER THREAT/EMERGENCY,
approved 12-31-14, did ot indicated a

State Form
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provision for cooperation with
firefighting authorities.
2. In interview, on 2-10-15 at 3:15 pm,
employee #A1, staff RN, confitmed the
above and no further documentation was
provided prior to exit.
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