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S 0000
Bldg. 00
This visit was for a state licensure survey S 0000
of an ambulatory surgery center.
Facility Number: 007651
Dates of Survey: 4/15/19 to 4/16/19
QA: 4/22/19
S 0058 410 IAC 15-2.3-2
POSTING OF LICENSE
Bldg. 00 | 410 IAC 15-2.3-2 (b)
(b) A copy must be conspicuously
posted in an area open to patients and
the public on the premises of each
separate building of a multiple
building system.
S 0058 At the end of the day an updated 04/16/2019
Based on observation and document current license was printed from
. . . our files and placed in the posted
review, the facility failed to have a frame in the lobby.
current Ambulatory Surgery Center This will be prevented
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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(ASCQ)license posted. from happening again by placing
a reminder in the administrative
. binder file.
1. On 4/15/2019 at 0930 hours, it was Center Manager will be
noted upon entering the facility that the responsible to ensure this
posted State License had expired happens
12/31/2018.
2. Indiana State Ambulatory Surgery
Center Licensure Rules indicate that a
current license must be posted in a
conspicuous place.
S 1010 410 IAC 15-2.5-6
PHARMACEUTICAL SERVICES
Bldg. 00 | 410 IAC 15-2.5-6(3)(A)
Pharmaceutical services must have the
following:
(3) Written policies and procedures
developed, implemented, maintained,
and made available to personnel,
including, but not limited to, the
following:
(A) Drug handling, storing, labeling,
and dispensing.
Based on observation, document review S 1010 Since there was no way to know 04/18/2019
and interview, the facility failed to follow how long those medications were
. . . . open, they were discarded on
their policy for drug handling, storing, 4/16/2019.
labeling and dispensing in 2 instances, Staff was in-serviced on proper
while touring the facility. labeling when opening multi
dose medications.
. . . To ensure this doesn't happen
1. While touring the facility on again, routine monthly monitoring
4/15/2019 at approximately 1430 hours, will be complete.
it was noted in the Yag (laser) procedure The Director of Nursing and/or
Center Manager will be
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room, that 2 bottles of medications were
not labeled with the opening date.

A. One opened bottle of Goniotaire
2.5% Hypromellose Solution (demulcent)
was sitting on a counter. There was no
opening date on the bottle.

B. One opened bottle of Goniotaire
2.5% Hypromellose Solution was in a
drawer. There was no opening date on
the bottle.

2. Facility Policy titled: Multidose
Medications; Shelf Life After Entry, PH-
11, (no date), indicated:

A. In some cases where only multi
dose vials are available, the Center will
exercise all recommended precautions to
ensure the sterility of the product.

B. The vial is dated with the
expiration date, which is 28 days after the
initial entry, or the manufacturer's
expiration date, whichever is sooner.

Vial should be discarded by expiration
date after the initial entry. All topical
solutions are good until the
manufacturer's expiration date, with some
exceptions. (Ophthalmologic drops are
not listed as an exception in the policy.)

3. In interview, staff member #1,
Director of Nursing, indicated agreement
with the above findings.

responsible to make sure this is
complete
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S 1146 4101 AC 15-2.5-7
PHYSICAL PLANT, EQUIPMENT
Bldg. 00 | MAINTENANCE,
410 IAC 15-2.5-7(b)(2)
(b) The condition of the physical
plant and the overall center
environment must be developed and
maintained in such a manner that the
safety and well-being of patients are
assured as follows:
(2) No condition may be created or
maintained which may resultin a
hazard to patients, public, or
employees.
Based on document review, observation S 1146 The blanket warmer was set to 04/18/2019
and interview, the center created or the proper temperatwe of 1,30
L. . hich I degrees. Staff was in-serviced on
maintained a condition which may result proper temperature as well
in a hazard to patients or employees with as properly documenting on the
one piece of equipment (blanket warmer) daily and notifying DON or Center
of 1 facility Manager if out of range.
o . This will be prevented by
Findings include: checking daily on the log.
1. On 4/15/19, between approximately The DON and for Centerl
2:30 d2:45 durine facili Manager will be responsible to
:30 p.m. and 2:45 p.m., during facility ensure compliance
tour in the presence of A2, Director of
Nursing, the patient blanket warmer
temperature appeared to be
approximately 172 degrees Fahrenheit
(F).
2. On 4/15/19, between approximately
2:30 p.m. and 2:45 p.m., when asked
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what the temperature should be for the
blanket warmer, A2 indicated they keep
their warmer at 200 degrees F. When
asked to verify the blanket warmer
temperature reading, A2 indicated the
temperature reading was 175 degrees F.

3. Review of the facility's "Daily
Checks" log indicated the blanket warmer
temperature should be set at 130 degrees
F. The log indicated the temperature was
checked daily, but lacked documentation
of a temperature reading.

4. Review of the manufacturer's manual
for the blanket warmer lacked
documentation of a recommended
temperature setting.

5. Review of AORN (Association of
Perioperative Registered Nurses)
guidelines as provided by the facility
indicated the following: AORN
recommends a limit of 130 degrees
Fahrenheit for blankets...The temperature
range of blanket or linen warming cabinet
should not exceed 130 degrees
Fahrenheit.

6. On 4/15/19, between approximately
2:45 p.m. and 3:00 p.m., A1, Center
Manager, indicated the facility did not
have a policy on blanket warmer
temperatures, but did follow AORN
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guidelines and would provide a copy. Al
verified that the blanket warmer
temperature is to be maintained at 130
degrees Fahrenheit.
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