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S000000
S000000
This was an offsite State licensure
survey.
Facility Number: 004975
Survey Date: 1/20/15
Surveyor:
Randy Snyder, PT, MBA
Division Director
QA: claughlin 2/2/15
S000296 | 410 IAC 15-1.4-1
GOVERNING BOARD
410 IAC 15-1.4-1 (c)(2)
(c) The governing board is responsible
for managing the hospital. The
governing board shall do the
following:
(2) Appoint a qualified chief
executive officer who is delegated
the authority and responsibility for
managing the hospital and report to
the division the name of the chief
executive officer within ten (10) days
after the appointment.
S000296 What is the plan of correction? 02/17/2015
Based on document review, the When anew ‘?'“a"f'ed _Ch'ef
. fail h Executive Officer who is
governing body failed to report to the delegated the authority and
division the change of the chief executive responsibility for managing the
officer within ten (10) days of the hospital by the governing board
appointment. this will be reporteq to the dlYISIOﬂ
the name of the chief executive
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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officer within ten (10) days after
1. Review of the facility's "Facility the appointment. The notice wil
C . be sent by certified mail. How the
Information" report printed from the plan of correction will occur:A
Federal database on 1/30/15 at 3:40PM letter regarding the CEO change
indicated A1 is the administrator of was sent to Mr. John Lee on
record effective 2/27/12. Friday, December 26, 2014 along
with the court order appointing
the Trustee. A copy of the letter
2. Review of the facility's webpage and court order was also
located at scanned and emailed on
http://www.saintcatherinehospital.com/? Th.ursda.y, Fe.bruary 5,2015
to jlee@isdh.in.gov. In the future,
p=1568 and we will send notice within ten (10)
http://www.saintcatherinehospital.com/? days as required and send by
cat=10 on 1/20/15 at 3:45PM indicated certified mail. Who is
Al is the president and CEO. Responsible?When the governing
board appoints a new CEO the
Chief Nursing Officer/Quality
3. Review of a news story published by Officer will assure the change is
News and Tribune dated 1/11/15 and sent in a notice to the division
posted at http://www.newsand Wlthlf_\ ten (10) days of'the '
. . " . appointment. The notice will be
tribune.com titled, "Charlestown hospital sent by certified mail. When the
up for auction" and printed on 1/20/15 plan of correction will begin?As
indicated A2 was appointed administrator our plan is submitted today on
on 11/21/14. February 17, 2015. A letter
regarding the CEO change was
sent to Mr. John Lee on Friday,
4. Review of the facility's records on file December 26, 2014 along with
at the Indiana State Department of Health the court order appointing the
on 1/30/15 at 4:00PM failed to Trustee. A copy of the letter and
demonstrate that the facility notified the Z:;g;d;: V;szrzﬁgy?;zlr:ﬁg;n;
division of the change in administrator. 2015 to jlee@isdh.in.gov. In the
future, the CNO/Quality officer will
assure the change is sentin a
notice to the When the governing
board appoints a new CEO the
Chief Nursing Officer/Quality
Officer will assure the change is
sent in a notice to the division
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within ten (10) days as required
and sent by certified mail.How are
you going to prevent the
deficiency from recurring in the
future?The Chain of Command
Policy has been revised to include
the following:When the governing
board appoints a new CEO the
Chief Nursing Officer/Quality
Officer will assure the change is
sent in a notice to the division
within ten (10) days of the
appointment. The notice will be
sent by certified mail.
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