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S0322 410 IAC 15-1.4-1(c)(6)(H)
(c) The governing board is responsible
for managing the hospital. The
governing board shall do the
following:
(6) Require that the chief executive
officer develops policies and programs
for the following:
(H) Requiring all services to have
policies and procedures that are
updated as needed and reviewed at
least triennially.
Based on policy and procedure review, S0322 Corrective Actions: 09/21/2011
document review, observation and staff 1) Policy MM_52 (Attachment A)
interview, the chief executive officer failed to outlines the process for
. .. inspecting and testing eye wash
ensure all services have policies and . . . )
. stations in the Sterile Processing
procedures that are updated as needed in Department at both campuses. A
relation to testing emergency eye wash new Eyewash Station Testing log
stations in 2 of 15 (Central Sterilization) was created (Attachment B).
areas toured.
2) Sterile Processing staff were
Findings: edupatgd on the weekly
1. Policy No. PO_42, titled "Testing of Eye tesFlng/n“lspec.tlon requirements
C e defined in policy MM_52 and the
Wash Stations" reviewed at 3:00 PM on new Eyewash Station Testing log
8/29/11, indicated on pg. 1, under Policy to use for documentation
section, "To insure eye wash stations are (Attachment C: Agenda and
operating correctly and free of obstructions. Education record).
This procedure is done at Northlake and
Southlake Campuses. Plant Operations will, Responsible Person(s):
on a weekly basis, inspect and test the Chief Supply Chain Officer
emergency eye wash station located in the Plan for Preventing
boiler room at Northlake and located in the Recurrence:
chiller room and kitchen at Southlake..." 1) Sterile Processing Supervisors
at the Northlake and Southlake
2. Review of the manufacturer's tag located campuses inspect the Eyewash
on the emergency eye wash station located at Station Testing logs to confirm
required weekly testing is
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the: documented.
A. Northlake campus on 8/29/11 at 2) In the case of missing
approximately 1:38 PM, indicated "Test this dOCL.Jmenta.tion, resp(?nsible staff
unit each week." Dates on the tag were are !mmedlately notified and.are
reminded of the documentation
documented as 11/10/08, 1/12/09, 1/20/9, requirements.
2/2/09, 3/8/09, 4/5/09, 5/7/09, 6/2/09, 7/1/09, 3) Staff who do not improve
12/7/09, 1/18/10, 11/4/10, 12/9/10, 1/9/11, compliance receive corrective
2/9/11, and 3/29/11. action.
B. Southlake campus on 8/31/11 at 4) Goal is 100%.
approximately 12:45 PM, indicated "Inspect 5) Compliance to date is 100%.
this unit caréfully befor-e signing inspectiqn Responsible Person(s):
record." It did not specify weekly, but policy Sterile Processing Supervisors at
does. Dates on the tag were documented as 3 Northlake and Southlake
dates illegible, 3/30/11, 4/28/11, 5/19/11, campuses
6/8/11,7/16/11, 8/10/11, and 8/31/11.
3. While on tour of the:
A. Northlake Campus on 8/29/11 at
approximately 1:38 PM, in the company of
personnel P3, P15 and P17, the following was
observed in the Central Sterilization
Department instrument cleaning area:
a. an emergency eye wash testing station
that had not been tested according to
manufacturer's recommendation of weekly.
B. Southlake Campus on 8/31/11 at
approximately 12:45 PM, in the company of
personnel P3, P15 and P2, the following was
observed in the Central Sterilization
Department instrument cleaning area:
a. an emergency eye wash testing station
that had not been tested according to
manufacturer's recommendation of weekly.
4. Personnel P17 was interviewed on 8/29/11
at approximately 1:50 PM and P2 on 8/31/11
at approximately 1:00 PM, and confirmed the
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above-mentioned emergency eye wash
stations were not tested weekly according to
manufacturer's recommendation. And policy
no. PO_42, titled "Testing of Eye Wash
Stations" was not updated to include testing
of the emergency eye wash stations in the
Central Sterilization Department instrument
cleaning areas for both campuses.
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410 IAC 15-1.4-1(d)(6)(A)(B)(C)(D)
(E)F)

(d) The governing board is responsible
for assuring that quality patient care

is provided. In accordance with
hospital policy, the governing board
shall do the following:

6) Ensure that the hospital does the
following:

(A) Establish written protocols to
identify potential organ and tissue
donors.

(B) Has written policies and
procedures for the facilitation of
organ and tissue donations, including
procurement.

(C) Inform families or authorized
persons of potential organ and tissue
donors of the option of donation on
admission or at the time of death of a
potential donor.

(D) Use discretion and sensitivity in
contacts with potential organ donor
families.

(E) Notify the appropriate procurement
organization of potential organ
donors.

(F) Establish membership in the organ
procurement and transplantation
network if the hospital performs
transplants.

Based on document review, the facility
failed to notify the appropriate organ
procurement organization, per contract, of
all hospital deaths.

Findings:

S0362

Corrective Actions:

1) Upon further medical record
review, it was identified that the
patient with the missed referral in
December 2010
(MR#1001209186) did not die at
Methodist Hospital. (Attachment
D: 4 th Quarter Gift of Hope

09/20/2011
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Donation Report)
1. Review of the contract between the fgcoAﬁjcc;chnr?a:;::iVZ:d'cal
hospital and the Gift of Hope Organ & discharged on 12/8/2010 at 2:00
Tissue Donor Network indicated the p.m. (Attachment E).
hospital shall provide "All notification of 3) The patient was discharged to
death or imminent death...". L|ncoln§h|re He.alt.h and Rehab
located in Merrillville, Indiana.
) ) o 4) Lincolnshire Health and
2. Review of the Donation Activity Rehab confirmed that the patient
Report for the 4th Quarter 2010 indicated died on 12/26/10 at 7:12 a.m.
31 deaths occurred in December 2010 and (Attachment F). )
Iv 30 death q 5) Therefore, no action was
only eaths were reported. taken. Methodist reported all
deaths to the Gift of Hope as
3. Interview with Employee A2 and required.
Employee A4 on August 31, 2011 at
1:30pm verified 31 deaths occurred in
December 2010 and only 30 deaths were
reported.
S1118 410 IAC 15-1.5-8 (b)(2)
(b) The condition of the physical
plant and the overall hospital
environment shall be developed and
maintained in such a manner that the
safety and well-being of patients are
assured as follows:
(2) No condition shall be created or
maintained which may resultin a
hazard to patients, public, or
employees.
Based on document review, observation and S1118 Corrective Actions: 09/21/2011
staff interview, the facility failed to ensure 1) Policy MM_52 (Attachment A)
that no condition exists which could be outlines the process for
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hazardous to employees related to testing of inspecting and testing eye wash
emergency eye wash stations in 2 of 15 stations in the Sterile Processing
(Central Sterilization) areas toured. Department at bOth campuses. A
new Eyewash Station Testing log
.. was created (Attachment B).
Findings:
1. Review of the manufacturer's tag located 2) Sterile Processing staff were
on the emergency eye wash station located at educated on the weekly
the: testing/inspection requirements
A. Northlake campus on 8/29/11 at defined in policy MM_52 and the
approximately 1:38 PM, indicated "Test this new Eyewash Station .Testlng log
. " to use for documentation
unit each week." Dates on the tag were
10/ 12/ ) (Attachment C: Agenda and
documented as 11/10/08, 1/12/09, 1/20/9, Education record).
2/2/09, 3/8/09, 4/5/09, 5/7/09, 6/2/09, 7/1/09,
12/7/09, 1/18/10, 11/4/10, 12/9/10, 1/9/11, Responsible Person(s):
2/9/11, and 3/29/11. Chief Supply Chain Officer
B. Southlake campus on 8/31/11 at
approximately 12:45 PM, indicated "Inspect Plan for Preventing
this unit carefully before signing inspection Recurrgnce. ) .
record." It did not specify weekly, but polic 1) Sterile Processing Supervisors
: pectty ¥, poticy at the Northlake and Southlake
does. Dates on the tag were documented as 3 campuses inspect the Eyewash
dates illegible, 3/30/11, 4/28/11, 5/19/11, Station Testing logs to confirm
6/8/11,7/16/11, 8/10/11, and 8/31/11. required weekly testing is
documented.
2. While on tour of the: 2) In the case of missing
A. Northlake Campus on 8/29/11 at docgmentgtlon, resp?nSIble staff
approximately 1:38 PM, in the company of are immediately notified and are
PP vy i p .y reminded of the documentation
personnel P3, P15 and P17, the following was requirements.
observed in the Central Sterilization 3) Staff who do not improve
Department instrument cleaning area: compliance receive corrective
a. an emergency eye wash testing station action.
that had not been tested according to 4) Goalis 100%.
H H 0,
manufacturer's recommendation of weekly. 5) Compliance to date is 100%.
B. hlak 1/11 .
Squt ake Campus On, 8/31/11 at Responsible Person(s):
approximately 12:45 PM, in the company of Sterile Processing Supervisors at
personnel P3, P15 and P2, the following was Northlake and Southlake
observed in the Central Sterilization campuses
Department instrument cleaning area:
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a. an emergency eye wash testing station

that had not been tested according to

manufacturer's recommendation of weekly.

3. Personnel P17 was interviewed on 8/29/11

at approximately 1:50 PM and P2 on 8/31/11

at approximately 1:00 PM, and confirmed the

above-mentioned emergency eye wash

stations were not tested weekly according to

manufacturer's recommendation.
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