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(X5)
COMPLETION
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S000000

S001504

This visit was for one (1) State
complaint investigation.

Date of survey: 01/16/14
Facility number: 005075

Complaint number: IN00132277
Substantiated; Deficiency cited.

Surveyor: Jennifer Hembree, RN
Public Health Nurse Surveyor

QA: claughlin 02/04/14

410 IAC 15-1.6-2
EMERGENCY SERVICES
410 IAC 15-1.6-2(a)

(a) If a hospital provides a community
emergency service, the service shall
meet the emergency needs of the
patients served, within the scope of

the service offered, in accordance

with acceptable standards of practice,
and be under the direction of a
physician qualified by education or
experience.

Based on document review and staff
interview, the facility failed to ensure
patients treated in the emergency

department (ED) received prescriptions

S000000

S001504

ED nursing leadership will
involve ED physician leadership
with the Plan of Correction. ED
physician leadership will then
provide physician education on

02/18/2014

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above 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 requisite to

continued program participation.
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for the correct dosage of medication for medication dosage availability by
1 of 5 patients treated in the ED. February 18, 2014, and ensure
that the physicians understand
o ' that medication database
Findings include: contains drugs and dosages that
may not be available in the United
1. Review of patient #1 medical record States.The apove Plan of
.. he followine: Correction will be completed by
indicated the following: February 18, 2014. The ED
(A) He/she presented to the ED at 10:13 Manager and the ED physician
on 5/30/13 with chief complaint listed as leadership will be the responsible
right "thigh pain x 2 weeks..." pqrties to ensure that all items on
.. . this plan will be completed.
(B) A prescription was given to the
patient for Oxycodone 7.5 mg to be
taken every 6 hours for 5 days. A
problem was identified with the
prescription given to the patient.
Oxycodone is not supplied in 7.5 mg. It
is supplied in 5 mg, 10 mg, 15 mg, 20
mg or 30 mg.
(C) The patient had a documented
allergy to Tylenol, therefore medication
containing this dosage of Oxycodone
could not be substituted.
2. Staff member #3 verified in interview
beginning at 11:00 a.m. on 1/16/14 that
patient #1 received an incorrect
prescription of Oxycodone 7.5 which is
not supplied.
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