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QA: claughlin 07/25/14

410 IAC 15-1.5-2
INFECTION CONTROL
410 IAC 15-1.5-2(a)

(a) The hospital shall provide a safe

and healthful environment that

minimizes infection exposure and risk
to patients, health care workers, and

visitors.

Based on observation, the hospital

S000000

S000554

S 554.1 Infection Control
Correction:
7/14/14: Sprinkler Head trim was installed. The room

08/06/2014
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L . . was inspected and other voids in ceiling were
Created 3 COIldlthIlS Wthh falled to corrected. All areas of Radiology were cleaned and
provide a healthful environment that gusted by Houseleeping on 714714
111 3 M M The rooms will be periodically inspected for Infection
minimized infection exposure and risk to o ros vl
patients employees and ViSitOI'S A policy outlining the areas to be cleaned and a
’ : request for a weekly cleaning was created by the
Radiology manager and provided as an in-service to
the Housekeeping supervisor with a recommendation
Findings: that this same in-service be provided to the
Housekeeping staff by the Housekeeping Supervisor.
Exhibit # S 554-a
. : Exhibit # S 554-b
1. On 7-14-14 at 1:15 pm, in the presence Exhibit 3 S 554.c
: : Responsibility:
of employees #A1, chief operating It will be the responsibility of both Paul Sanders,
Ofﬁcer and #A3 maintenance lt was Radiology Manager and Beth Little, Housekeeping
’ ’ > Manager to over see this.
observed in the radiology interventional Date of Completion: _
8/6/2014: Policy put into place and Housekeeping staff
room. there was a Sprinkler head in the has attended an in-service on the Imagining
. ’ i K . X Department Cleaning Process and Schedule. Exhibit #
ceiling which did not have a piece of trim § 554-a
surrounding it. This caused an area in the
ceiling tile to expose the room to material
falling from the area above the ceiling to
fall down into the patient care area.
2. On 7-14-14 at 1:20 pm, in the
presence of employees #A1 and #A3, it
was observed in the nuclear medicine
room, there was dust on the gamma
camera. The patient came into direct
contact with this camera.
3. On 7-14-14 at 1:35 pm, in the
presence of employees #A1 and #A3, it
was observed in the MRI dressing area,
there was dust on the top of a patient
locker.
S000952 | 410 IAC 15-1.5-6
NURSING SERVICE
State Form Event ID: Facility ID: If continuation sheet
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410 IAC 15-1.5-6(d)
(d) Blood transfusions and intravenous
medications shall be administered in
accordance with state law and approved
medical staff policies and procedures.
If the blood transfusions and
intravenous medications are
administered by personnel other than
physicians, the personnel shall have
special training for these procedures
in accordance with subsection (b)(6).
. . S 952 Nursing Servi
Based on transfusion record review, S000952 Comactiope g Services 08/11/2014
. . 8/5/2014: The nursing policy/procedure, 100-36E, was
policy/procedure review and staff changed [0
interview, the fac111ty falled to have I\;];!'Ude the following language: #6 — “Take pre-infusion
documentation available to indicate Exhibit # $ 852-a ,
8/15/2014: The Blood Transfusion Form, PCH #4500,
policy/procedure for transfusion will be sent
for re-printing. The pre-infusion VS will be recorded in
administration had been followed for the patient's
. . electronic medical record until the new form is in place.
seven of seven transfusions reviewed. Prevention:
8/11/2014: Education to staff completed regarding
policy/procedure
. . . change.
Findings include: Memo Exhibit # S 952-b
9/1/2014: Blood Transfusion Record Audit will include
1.0n 7/15/14 at 1:15 p-m. a monitoring of
. . -infusi ital sit .
policy/procedure titled: "Procedure for Responabiity:
3 " The Director of Nursing revised the nursing
Blood Transfusion 100-36 Rev. 3/14 policylprocadure and the
was reviewed Wthh stated: :;aar:‘saf;:iron record form. The nursing department
"PRECAUTIONS 4 ChCCk TPR Kammie Meek, RN, will be responsible for providing
- education to the
(Temperature, PUISC, Respirations) & Eur'a.*ing ass.tlnlcli)ates. The laboratory manager or
esignee wi e
BP(Blood Pressure) prior to responsible for the Blood Transfusion Record audit.
This audit is
administering, (blood) for baseline to be reported to the Pharmacy and Therapeutics
. Committee quarterly.
used for later Comparlson." The August/September audit will be reported at the
. . . October 2014
2. During review of transfusion records P&T Committee mesting.
Date of Completion:
from 1230 pm to 1 : 15 pm on 7/1 5/14, 8/11/2014: Nursing will be documenting pre-infusion
. vital signs in
there was no documentatlon on the the patient’s electronic medical record until new form
transfusion records to indicate step 4. armes.
listed above had been performed. SP
(staff person)#2 offered to check patient
State Form Event ID: 55MK11 Facility ID: Q04765 If continuation sheet Page 3 of 9
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charts for the above step 4. information
and found:
a. 1 TPR&BP was done 1 hour prior
b. 1 TPR&BP was done 2 hours prior
c. 1 TPR&BP may have been done but
no time was available on the "out" patient
form.
3. Ininterview on 7/15/14 at 2:30 p.m.
SP#1 and SP#2 acknowledged
documentation of prior TPR&BP
information was lacking.
S001164 | 410 IAC 15-1.5-8
PHYSICAL PLANT
410 IAC 15-1.5-8(d)(2)(B)
(d) The equipment requirements are as
follows:
(2) There shall be sufficient
equipment and space to assure the
safe, effective, and timely provision
of the available services to patients,
as follows:
(B) There shall be evidence of
preventive maintenance on all
equipment.
Based on document review and S001164 Canoa1 Physical Plant 07/18/2014
interview, the hospital failed to provide iy g completed & PR on e siecp
evidence of preventive maintenance (PM) Expiow S 11642
revention:
fOI' 1 piece Of equipment August 6, 2014:TriMedx has began documenting PM's
. for the sleep study machines.
Exhibit # S 1164-b
Responsibility:
Findings: It is the responsibility of TriMedx to do the PM's on the
sleep study machine as well as Jeff Mace,
State Form Event ID: 55MK11 Facility ID: Q04765 If continuation sheet Page 4 of 9
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Maintenance Director to over see this to completion.
Date of Completipn: _
1. On7-14-14 at 11:45 am, employee P on the sl stady machine, EXLE & 1164
#A3, maintenance, was requested to
provide documentation of PM on a sleep
study machine.
2. In interview, on 7-15-14 at 10:40 am,
employee #A3 indicated there was no
policy to conduct a PM on the piece of
equipment and employee #A4 indicated
there was no documentation of PM and
no other documentation was provided
prior to exit.
S001166 | 410 IAC 15-1.5-8
PHYSICAL PLANT
410 IAC 15-1.5-8(d)(2)(C)
(d) The equipment requirements are as
follows:
(2) There shall be sufficient
equipment and space to assure the
safe, effective, and timely provision
of the available services to patients,
as follows:
(C) Appropriate records shall be
kept pertaining to equipment
maintenance, repairs, and current
leakage checks.
Based on document review and S001166 S 1166 Physical Plant Correction: 08/11/2014
interview, the hospital failed to keep July 17, 2(,)14: TriMedx will begin
. documenting the actual leakage
current leakage checks on 1 piece of current in the PM work order
equipment. notes for all beds. Exhibit # S
State Form Event ID: 55MK11 Facility ID: Q04765 If continuation sheet Page 5 of 9
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1166-a Prevention: August 6,
Findings: 2014: TriMedx has completed the
’ PM for the sleep study machine.
TriMedx also documented the
1. Review of a preventive maintenance actual leakage current in the PM
(PM) document for an adult bed indicated work order notes. Exhibit # S
it did not document current leakage 1166-b Respc.)r.13|blllty:. it will be
heck the responsibility of TriMedx to do
cheeks. the PM's on the sleep study
machine as well as documenting
2. In interview, on 7-15-14 at 10:00 am, the actual leakage current in the
employee #A4 confirmed the above and PM, work order potes. J?ﬁ Mace,
further d . ded Maintenance Director will over
nq urt er. ocumentation was provide see this to completion. Date of
prior to exit. Completion: August 11, 2014:
TriMedx will be documenting the
leakage and the PM's on the
sleep study machine. Exhibit # S
1166-c
S001168 | 410 IAC 15-1.5-8
PHYSICAL PLANT
410 IAC 150-1.5-8 (d)(3)
(d) The equipment requirements are as
follows:
(3) Defibrillators shall be discharged
at least in accordance with
manufacturers recommendations and a
discharge log with initialed entries
shall be maintained.
Based on document review and S001168 S 1681 Prysical Plant 08/11/2014
interview, the hospital failed to follow i e et
the manufacturer's recommendaﬁon fOI' begin performing daily checks on ALL defibrillators.
Exhibit # S 1168-c
dally testing Of 1 Of 1 deﬁbrillator August 7, 2014: Maintenance Department had a staff
: meeting regarding the Defibrillator testing. Exhibit # S
1168-d
Prevention:
Findings: August 7, 2014: Maintenance to do daily checks to
verify that each of the Defibrillators spare batteries are
fully charged and functional. Exhibit # S 1168-a
Responsibility:
State Form Event ID: If continuation sheet
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1. Review of the manufacturer's manual
for a hospital defibrillator, indicated a
recommended checklist to test and
inspect the device on a daily basis. The
LIFEPAK 12 defibrillator/monitor Series
OPERATOR'S CHECKLIST indicated
the following:

2. Inspect Power Source for:
Broken, loose, or worn battery pins
Two fully charged batteries installed
Fully charged spare batteries

available

2. Review of a hospital policy NO
51-G-03, entitled LIFE PAK 12
MONITOR AND DEFIBRILLATOR
CHECK & DOCUMENTATION, and a
hospital policy 805-11, entitled
Defibrillator Testing and Inspections,
both approved 1-20-14, indicated they
did not include the above-stated
inspections of the power source.

3. In interview, on 7-16-14 at 10:35 am,
employee #A3, maintenance, confirmed
the facility's policies and inspections did
not include the above-stated
manufacturer's requirements. No further
documentation was provided prior to
exit.

August 11, 2014: It will be the responsibility of the
Maintenance Department to complete daily checks to
verify that each of the Defibrillators spare batteries are
fully charged and functional.

Exhibit # S 1168-b

Completion:

August 11, 2014: Maintenance will begin completing all
components of the "Operator's Checklist" daily. Exhibit
#$S 1168-g
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S001186 | 410 IAC 15-1.5-8
PHYSICAL PLANT
410 IAC 15-1.5-8 (f)(3)(A)(B)(C)(D)(E)
()(i(ii)(iv)(v)
(f) The safety management program
shall include, but not be limited to,
the following:
(3) The safety program that includes,
but is not limited to, the following:
(A) Patient safety.
(B) Health care worker safety.
(C) Public and visitor safety.
(D) Hazardous materials and wastes
management in accordance with federal
and state rules.
(E) A written fire control plan that
contains provisions for the following:
(i) Prompt reporting of fires.
(i) Extinguishing of fires.
(i) Protection of patients,
personnel, and guests.
(iv) Evacuation.
(v) Cooperation with firefighting
authorities.
Based on document review and S001186 | gonse Prysical Plant 07/28/2014
interview, the facility failed to conduct 201 Mool Rt 1405 00DE 0
fire drills in accordance with facility e
policy in 1 instance_ Ju‘Iy 28, ?014: The Saflety Councilldiscussed the ﬁreA
drills during their meeting and the importance of having
more in-services for associates to better prepare them
Findings: Responaloiy:
Steve Walters, Materials Management Manager and
Jeff Mace, Maintenance Director will be responsible to
. over see the fire drills as well as other disaster drills.
1. Review Of HOSPITAL Completion:
REGULATION #40-5, entitled 20,208
"CODE RED" FIRE PLAN,
State Form Event ID: 55MK11 Facility ID: Q04765 If continuation sheet Page 8 of 9
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REVIEWED : May 2013, indicated
[there will be] monthly fire drills.

2. Review of fire drills conducted at the
facility for calendar year 2013, indicated
there was no fire drill conducted for the
month of September.

3. In interview, on 7-15-14 at 10:15 am,
employee #A3, maintenance, confirmed
the above and no further documentation
was provided prior to exit.
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