OHIO DEPARTMENT OF HEALTH

W D, 245 North High Street 614/466-3543
‘ % Columbus, Chio 43215 www.odh.chio.gov
/ John B. Kasich 7/ Governor Theodors E. Wymvsio, M.D. / Director of Health

APR 24 203

Center for Choice
c/0 Susan Posial
328 22" Street
Toiedo, Ohig 43604

Re: Proposed Civil Penalty
Proposed License Revocation and Proposed Refuse to Renew License
Facility Name: Center for Choice
License Number: 0625AS

Dear Ms. Postal:

You hereby are notified that | propose to Issue an order revoking and refusing to renew the Health Care
Facility license of Center for Choice located at 328 227 street, Toledo, Ohio 43604, to gperate as an
ambulatory surgical facitity, for violations of Ohio Revised Code {R.C.} section 3702.30 and Chapter 3701-83
of the Chio Administrative Code {0.A.C.}. This action is taken under authority of R.C. section 3702.32,
paragraph [C){2) of O.A.C. rule 3701-83-05.1 and in accerdance with R.C. Chapter 118,

Additionally, you are hereby notified that | propose to impose a divil penalty in the amount of twenty-five
thousand dotlars {$25,000.00) against Center far Choice for violations of R.C. section 3702.30 and Chapter
3701-83 of the 0.A.C. This action is taken under authority of R.C. section 3702.32, paragraph {C}{4 jof O.A.C.
rule 3701-83-05.1 and in accordance with R.C. Chapter 119.

Representatives of the Ohic Department of Health conducted a licensure compliance inspection at Center for
Choice, on Aprit 10, 2013. A copy of the report s enclosed and incorporated into this notice by reference.
The above listed actions are based on the violations found on the Aprit 10, 2013, licensure compliance

inspection.

You are hereby notified that vou may request a hearing before me or my duly authorized representative
regarding my Qrder prohibiting Center for Choice fram performing medical, pharmaceutical, and anasthesia
services and my proposal to revoke Center for Choice’s license to operate. Such request must be made in
writing and received within thirty days of receipt of this letter and should be directed to the Cffice of General
Counsel, Ohic Department of Health, 246 North High Street, Seventh Fioor, Columbus, Ohio, 43215, A
request is considered timely if it is received by the Chio Department of Health via facsimile, hand delivery, ar
ordinary United States mail within thirty days of the date of recelpt of this letter.
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At a hearing you may appear in person or be represented by an attorney. You may present evidence and you
may examine witnesses appearing for and against you. You also may prasent your position, contentions or
arguments in writing rather than appear in person for a hearing. If you are a corporation, you must be
represented at the hearing by an attorney licensed to practice in the state of Ohio.

Please be advised that if you do not request a hearing within the thirty {30} days allowed, [ will issue an
adjudication order revoking Center for Choice’s Health Care Facility license. Please call Kathryn Kimmet
a1 [614) 644-6220 if you have any questions about this matter.

Sincerely,
A
w v Wm
Theodore E. Wymyslo, M.D.
Director of Health
Certified Mail Return Receipt Requested: 7012 3050 0002 1677 4290
c Kathryn Kimmet, Chief, Bureau of Regulatory Compliance

Rachel Belenker, Office of the General Counseal
Tamara Malkoff, Assistant Bureau Chief, Bureau of Information and Operational Support
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initial Comments
County: Lucas
Administrator: Susan Postal

Type of survey: Licensure Compliance Inspection

Nurmiber of operating rooms: Three

The following viciations were based onthe
License Compiiance inspection completed on
G4/ 10713,

G.AC. 3701-83-03 {F} Goveming Body

The HCF shalt hava an identifiable governing
body responsivle for the following:

{1} The development and implementation of
poiicies and precedures and a mission statement
for the orderly development and management of
the HCF,

(2} The evaluation of the HCF's quality
assasment and performance improvement
program on an annual basls; and

{3} The development and maintenance of &
disgster prieparedness plan.

This Rule is not met as evidenced b\t
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Based on review of the faciity's policy and
procedure manual and interview with the faciiity
staff, the facility falled o ansure the govemning
body took responsibility for the developrient and
implementation of the facility's policies and
procedures fo assure the orderly development
and managermient of the facility. This had fhe
potential to affect aft patients cared for at this
facility. The facility provided satvices for 1,451
patients iy the past year.

Findings induded:

The facliity's policy and procedure manual was
reviewed on 04/10/13. Included i the policy
manual was 2 booklet entitled "Clinical Policy
Guidelines™and dated 2013, Review-of this
booklet revealed guidefines for producing facility
policies, but was not intended to replace facility
policies and procedures.

Further review of the poficy manual revealed no
policies and precedures in place for Nursing,
Medical Staff, Quality Assurance, Laboratory,
Surgical, Medical records, Phammeceuticals, and
infection control.

Interview with Staff A on 04710713 at
approximately 2:50 PM revesied Staff A stating
that the faciiity policy manual included the booklet
titled "Clinical Pelicy Guidelines” as part of the
facliity policies and confinmsi# ho specific facility
polices were in place for the areas listed sbove.

£ 132 QLALC. 3701-83-08 (D) Infection Control Poficies
& Procedures

The HOF shall establish and follow written
infection controf poiicies and procedures for the

C 14
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surveliiance, conirol and prevention and reporting
of communicable disease organisms by both the
contact and alrbomne routes which shall be

; consisient with curvent infection control
guidelines, ssued by the United States centers
far disease control. The policies and procedures
shall address:

{1} The utifizafion of protective clothing and
equipment;

(2} The storage, mainienanice and distribufion of
sterite supplies and equipment,

{3} The disposai of biological waste, including
‘biood, body tissue, and fluid in acéordance with
Ohio law;

{4} Standard precautionsfody subsiance
isotation or squivatent; and

{6} Tuberculosis and other gitborne diseases,

This Rule is not met as evidenced by

Based on a review of the facilily's policy and
procedure manual and intervew with the facility
staff, the facility falled to establish and foliow
written infection control policies and procedures
for the survelilanoe, control and prevention of
post-operative infections, This had the potential
to affect ail patients carad for at this faclity. The
faclity provided services for 1,451 patients in the
past yaar.

Findings included:

The facility's policy and procedure related io

i
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. morning of 04/09/13 with Staf A, The following

Continued From page 3

infection confrol was reviewed on (4/08/13.
Review of the one page poficy reveated the poficy
fo be identified as being 2 low risk environment
for certain communicable diseases. The policy
did address air temperature and humidity In the
operating and recovery room areas and hand
hygiene and environmental cleaning, however,
the poiicy did not address any surveiliance for
post-operative infections.

Stall A was interviewed on 5409713 regarding the
post-operative infection rate for patients. StaffA
siated that only & portion of patients retumn far
post surgical follow-Up exam and the facility does
not monitor those patients for post-surgital
infections,

Q.A.C. 3701-83-10 (B} Safety & Sanitation

The HCF shall be maintained in & safe and
sanitary manner.

This Rule is not met as evidenced by

Based on surveyor observation during & four of
the facility and interview with the facifity staff, the
facifity failed to ensure the operating room
eguipiment was maintained in a safe and sanitary
manner. This had the potential o affect all
patients cared for at this facliity. The facility
provided services for 1,457 patients in the past
year,

Findings ingiuded:
A tour of the facility was conducted during the

chservations were rioted:

132
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‘the surveyor noted the sfirrup mounting brackets

: the autociave. Closer ohservation of the rubber
- tubing revealed dark arsas inside the fubing,

| with tubing from that area, taking it to the sink and

| and the dirty/clean utiiity room revealed rust on all

Continued From page 4

During tour of Operating Room #1, 2 vinyl
covered exam chair was noted to have at least
Hirge cracks or splits i the vinyl, which could
altow for bacterial growth or hibernation. In
addition, & few discolered cotton balis held o the
ceiling by a clear surgical dressing known as a
Tegadern was noted on the celiing offset from
the exam chair. Staff A was questioned on
D4/08/13, at the time of the cbservation, as ko
what eand why this was there. Staff A stated fwas
cotion balls held with tegaderm over an ares,
which had lsaked In the past. _

During towr of sach of the thres operating rooms,

attached to each of the three the exam chairs to
have st on both the right and lefl sides.

During four of the dirty/clean uliiity room, where
instruments are processed and wrapped for
future use, observation was made of an autociave
{sterilizer used to steriize surgical tools), which
had a glass bottle with distilied water sitting
beside it. This bottle was nhoted o have a rubber
wbe approximately two foot jong with one énd of
the ube aittached to the fop of the bottte and the
other end pinched off with @ paper clip fo prevent
water from leaking oul. This bottle was filled from
a larger container of distilled water, which sat on
the fioor and was then used 1o fill the reservoir of

which appeared fo be mold. Staff A, at the time
of the observation, agreed that this substence
appaared to be mold and then removed the bottle
pouring the water ot

Final observation in sach of the cperating rooms
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of e heater unit covers,
Staf A verified the above observations at the tirme
of the four.
€ 140 0.A.C! 3701-83-10 (C) Disaster Planning C 140

The HCF shall develop 4 disaster preparedness
plan including evacuation in the svent of a fire.
The HCF shall review svacuation procedures at
least annually, and conduct practioe drills with
staff at least onics avery six months.

: This Rule is not mét as evidenced by:

Based on review of the facliity's disaster
preparedness plan, review of the facility's
evacuation drills, and interview with the facility
siaff, the facility failed fo ensure svacustion
procedures were reviewed annually and practice
evacuation drilis with staff were conducted at
least ones svery six months a8 required. This
had the potential to affect 2l patients cared for at
this facility. The Tacility provided services for
1,481 patients in the past year.

Findings included:

The facility’s disaster preparedness plan and
evacuationfire diiffs were reviewed on 04508713
Raview of the documentation revaeaied no
evidence that the facility's disaster preparedness
plan had been reviewed annually as required.

Review of the facility's documentation of practice |

fire drills revealed fire drills had beef conducted
ofi QYATHS, O3, J28/13 and 04511413
{current date is 04/09/13), and not every six
months as required. Each of these sheets had
bsen signed by those staff who had participated,

;
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Faven the 04/19/13 drill which has not occurrad as
of the date of the review. In addition, #e facilitys
documentation of the fire drills lacked any detail
as fo the time of the drill, evidence that ‘
evacuation was performed, or any evaluation of
the drifl. intetview with SiaffA on 041013 at
approximately 10:40 AM confirmed this
information,

C 18 O.AC.3701-83-12 (A} O A & Improvement C 150
Program

| Each HOF shall establish a quality assessment
and performance improvement program designed
to systematically monitor and evaluaie the quality
of patient care, pursus opportunities to improve
patient care, and resolve identified problems.

This Rule is not met as evidenced by:

Based on review of the facifity's quality assurance
program policy and procedure, review of guality -
assurance program documentation, and inferview |
with the facility staff, the facility faiied to establish i
and follow a quality assessment and performance '

improvement program designed to systematically
monitor and evaluate the quality of patient cars,
pursue opportunities (o improve paifent care, and
resolve idéntified problams. This Had the -
potential to affect aff patients cared for at this
facility. The facility provided services for 1,451
patienis i the past year,

Findings included:

The faciiity’s policy and procedure related fo the
their quality assurance progiam was reviewsd on
04/08/13. Review of the one page policy

Ohia Deparanent of Heatth '
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' revealed the Director of Nursing was fo mainizin

stated that paflent concems related 1o wall times

and implement the facility's quality assurance
program. Review of information provided as part.
of the quality assurance program included
quarterly peer review of medical records, patient
medical record chart audits, and patient
satisfaction surveys.

Review of the peer review information and the
patient medical record audits révealed no
idertified problems or areas needing
improvement. Review of the patient satisfaction
surveys révealed dissatisfaction with wait times
prior o surgical proceduras,

interview with Staif A oh 04/09/13 regarding any
identified quality assurance. pm;ects for 2012 and
2013 revealed no quality assurarice projects were
pianned or completed in 2012 or 2013, StaifA

were addressed by infosming the patients ahesd
of time there could be a four to six hour wait.

Interview of Staff A on 04/09/13 regarding the
armourt of time the Director of Nursing spends on
the faciiity's qualily assurance program revealed
that once avery three io four months SiaFaand
the Director of Nursing work on the program.

Q.AC. 3701-83-12 (B) QA& improvement Plan | C 159

Each HCF shal develop a written plan that
describes the quality assessment and
performance improveinient program's objectivés,
urganization, scope, and mecharnism for
overseeing the effeclivenass of monitoring,
evaluation, improvement and probiem- -S0iving
activities.
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This Rule is not met as evidenced by

Based on review of the facility's quality assurance
program poficy antd procedure, review of quality
assuranve program documentation, and interview
with the facility staff, the facility falled o develbp 2
written plan that described the qualify

- assessment snd performance improvement

progrant's objectives, organization, scope, and
mechanism for overseeing the effectiveness of
monitoring, evalvation, improvement ang
problem-seiving activities. This had the potential
to affect all patients cared for at this faciity. The
faciiity provided sarvices for 1,451 patients in the
past year.

Findings included:
The Tacility's poilcy and procedure related to the

their quality assurance program was reviewed on
04/08/13. Review of the one page policy

1 revealed the Director of Nursing was to maintain

and implement the facifity's quality assurance
program. The single page policy did not address
the program’s objectives, organization, scope or
mechanism for oversaeing the activities of the
qualily assurance program. :

| interview of Staff A on 04/D9A3 revealed there

were no dentified Q4 projects for 2012 or 2013,
Review of informabion provided as part of the
gliality assurance program included guarierly
peer review of médical records, patient medics
record chart audits, and patient satisfaction
surveys,

| Review of the peer review information and the
. patient medicat rebord audits revealed no

identified problems or areas neading
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Improvement. Review of the pafient satisfactitn

. pre-operative wait times was not presented as a

that onge every three to four months Staff A.and

Reguirements

| outcorie, and patient satisfaction

Continued From page §

surveys reveaied dissatisfaction With wait times
pricy o surgical procedures, Inferview of Staff A
revesied that patient dissatisfaction with e

quality assurance project,

Interview of Staff A on 04/09/13 regarding the
amount of ime the Director of Nursing spends on
the faciiity's quaiity assurance program revesled

the Direcior of Nursing work o the program.

CAC 3701-83-12 {C) Q A & Improvement

The guality assessmeant and performance
Improvement program shall do all of the following:

{1} Monitor and evaluats il azpects of care ™
including effectiveness, sppropriateness,
accessibiiity, confinuity, sfficiency, patient

(2) Establish expectations, develop plans, and
implement procadures fo assess and improve the
guality of Care and resolve identified problems;

{31 Estabiish expeciations, develop plans, and
implerment procedures {0 assess and improve the-
tealth care facility's govemnance, management,
cliniced and suppolt processes;

{4} Establish information systems and approgriate
data management procssses o fachitate the
collection, management, and analysis of data
needed for quality assessment angd performance
improvement, and to comply with the applicable
data collection requirements of Chapter 3703-83

of the Adrinistrative Code:

G181

G182
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Continued From page 10

- {8) Doctument and fepori the status of quality

assessrent and improviement progiram to the
governing bady svery telve monihs;

{6} Document and review all unexpecied
complications and adverse svents, whether
serious injury or death, that arlse during an’
operation or procedurs; and

- {7} Hold regutar meetings, chaired by the medical

diractor of the HCF or designes, s necessary,
but at least within sixty days after a serious injury
or death, o review gl deaths and serious injuries
and report findings.  Any patiern that might
indicate & problem shall be investigated and

Jemadied, ¥ necessany.

This Rule is not met as evidenced by:

Based on review of the Tacility's quality assurance
program policy and procedurs, review of quality
assurance program documantation, and interviéw
with the faciiity staff, the facility faifed {o enstre
that thelr quality assessment and parformance
improvement program monitored and evaluated
all aspects of cars including effectiveness,
appropriateness, gocessibiity, continuity,
efficiency, patient outcome, and patient
satisfaction; established expectations, developsid
plans, and implementad procsdures to assess
and improve the quaiity of cars and resoive
identified problems, documented and reported
the status of the guality assessment and
improvement program fo the governing body
every hwelve months; and held regular mestings,
chairad by the medical director of the faciiity or
designee. This had the poteniial to affect o)
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Conthwed From page 14

patients cared for at this facility. The facility
provided services for 1,451 patients in the past
year

Findings includad:

The ?aciixty’s policy and procedurs related fo the
their quality assurance program was reviewed on
04/08/13. Review of the one page policy
revealed the Director of Nursing was o maintain

- and implement the facility's qudiity assurance

program,

interview.of Siaff A on 04109413 revealed there.

were no identifled quality assurance projects for
2012 or 2013, Review of information provided as
part of the quality assurance program included
quarterly peer review of medical records, patient
medical record chart sudits, and patient
satisfaction surveys.

Review of the peer review information and the

patient medical recoid audits reveaind no
identified problems or areas needing
improvement. Review of the patient satisfaction
surveys revealed dissatisfaction with wait times
pricr o surgical procedurss:

The single page policy did not addrass the quality
assurance progranTs mechanism o monitor and
evaluate all aspecis of care including
effectivenass, a@pmpréateness accessibility,
continuity, efficiency, patient outcome, and patient
satistaction. The policy did not establish
expeciations, develop plans, or implement
progedures {o assess and improve the qualify of
care of resolve ideniified problems.  inferview of
Staff A on 04408113 revealed that patient
dissatisfaction with e pre-operative wall imes
was not presentedd as 8 qualily assurance project
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201

ESSUrEncs program activities.,

up-to-date fisting of these procedures;

{2} Grant or deny ¢linical {medicai-surgical and

Continusd From pegs 12

Review of the facility's governing body mesting
minutes revealed & meeting was heid on
UB/26/13. The very brief documentation of the
meeting minutes revealed no discussion or
evidence of tha guality assurance program's
activities or any quailly assurance projects over
the past 12 months, Further review of facllity
documentation reveaied o evidence that regufa
meefings, chaired by the medicat director ora
designee were hald that addressed quality

interview of Staff A on 04/09/13 regarding the
amount of fime the Director of Nursing spends on
the facility's qualily assurance program revealed
that once every three 1o four months Staff A and
the Director of Nursing work on the program.

CAC. 3701-83-16 (B! Governing Body Duties
The governing body shall:

{1} At least gvery twenty-four months review,
update, and approve the surgical procedures that
may be

performied at the facility and maintain a0

angsthesia) privileges, in writing and reviewad or
re-approved at feast avery wentby-four months, to
physicians and other appropriaiely fioensed or
cerfified health care srofessionals based on
documented professional peer advice and.on
recommendations from appropriate professionat
siaff. These aclions shafl be consistent with
applicablelaw and based on documented
evitdence of the foliowing:

{2} Curvant licensure and cerfif catfcm #

¢ 152
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applicable;
{b} Relevant education, training, and experience; ‘
arnd :

{c) Competence in performance of the
procedures for which privileges are requested, as
indicated in part by relevant findings of quality
assessmant and improvement activities and other
reasonable indicators of current competency.

{3} In the case of an ASF owned and operated by
2 single individua!, provide for an external peer
review by an unrelated person not otherwise
affiliated or associated with the individual, The
external peer review shall consist of a quarierly
audit of & randorn =ample of surgical cases.

This Rule Is not met.as evidenced by

Based on review of the faciiity's personnel files,
review of the governing body's meeling minutes,
and interview with the facllity staf, the facility
failed to ensure the governing body reapproved
all physician's clinfcal privileges i writing as least
every bwenty four months as required. Thig had
the potential 1o affect 28 pafients cared for &t this
facility. The facllity provided services for 1,451
patients in the past year.

| Findings included:

Tae facllity's personnel racords were reviewsd on
04/08/13. Review of Staff B's personnel record
revealed no evidence that the goverming body
had reapproved the physicien's clinical privileges
in writing as least svery twenty four months as

Cito Department of Health S
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C 201! Continued From page 14 Capt
reqiired.

The governing body's meeting minutes, dated
03/26/13, were raviowed on 0411013, Review of
the meeling minules reveaied Stalf A and Staf C
io be present &t the meeting. The meeting
minutes further revealed five topics of disgussion,
none of which included reappointmenis s
clinica! privileges of the facility's physicians. This
document was signed by both StaffAand O

' These finding were verifiad by Staff A during
interview on 04/09/13 at approximately 3:50 PM.
Staff A stated not kiowing why this information
was not in the file and wolld have & difficult time
refrieving the necessary information on this day.

G227 O.AC. 3701-83-18 {H) Ongoing Training for Siaff | €227

Ezch ASF shail provide an ongoing training
- program for its personnel. The program shall
provide both orientation and continuing training to
all staff members. The arientation shall be
appropriate 1 the tasks that each staff member
will be expected i perform. Continuing training
shall be designed to assure appropriate skilf
fevels ara maintained and that staff zrs informed
of changes In techniques, philosophies, goals, i
and sinifar matters. The wnhﬂumg fraining may !
include attending and parficipating in professional
meelings and seminars.

This Rute Is not met as evidenced by

Based on review of the faciiity's personnet files
and interview with the facilliy staff, the fac:[ﬁy
failed to ensure &lf staff were provided ongoing
trazning, specifically related 10 infection control. i
This affiicted three of seven staff (Staff A, C, and. :
Ohio Department of Mealth )
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DY whose personnel files were reviewed. This
aiso had the potential 1o afect all patients cared
for et this facility. The facility provided setvices
for 1,451 patients in the past vear.
Findings included:
The faciiity's personnet files were reviewed on
04/09/13. Review of the personnel files revealed
« no documentation thet Siaff A, C, and D had
received any ongelng fraining or review of
infection control practices in order io assure :
appropriate skill levels were maintained and to
inform staff of any chianges in fechnigues.
These findings were verified by Staff A during an
interview an 04/10/13 at approximately 12:15 PM.
Staff A verified no ongoing training had been !
completed for Staff A, C, and [,
: }
i !
€231 0.ALC. 3701-83-18 (B) Drug SControl & 231

Accountability

| The ASF shalt

{1} Provide adequaie space, squipment, and staff
for storage and the administration of drugs in
compliance with siate and federst lows and
regultations.

{2} Estabiish and implement & progeam for the

suntrol and sccountabiffy of drug products

throughout the facility and mainiain 2 list of

medications that are always available.

; This Rule is not met as evidenced by:
. Based on surveyor observation during 2 tour of

the facility and interview with the faciiity siaﬁ‘ the
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 faciiity failed 1o establish and implement a

'; for at this facliity. The facility provided services

| Findings included:

| facifity:

- to each patient. The end count and what was

Continued From page 16

program for the control and accountability of drug

products throughout the facility and to maintain a

iist of medications that are siways available. This
also had the potential to affect all patients cared

for 1,481 patients in the past year.

A tour of the facility was conducted with S8taf A on
Q4/09/132 between 8:36 AM. and 1030 AM, The
foliowing observations were noted related to the
accounting and storage of medications in the

1. Surveyor observation during & tour of the
facliity revealed the facility's controlled
substances to be It a locked cabinet. The
accourting docurmentation was reviewed with
Staif A, Staff Averified that the acéounting of
medication was completed by the BN, the
physician andfor themsealves, Steff A, Surveyor
nofed 158 ampuias of ?eni‘awyi on hand, each
ampule containing & milfiliters (250 micrograms
per 5 milliliters). Review of the accounting
information reveated a start count in micrograms
at the beginning of the day gnd end count in
migrograms at the end of the day. I addition, the
physician documented ths amount of Fentany in
micrograms given 1 ¢ach patient’ These
dosages ranged from 75 fo 100 micrograms each
pattent. There was no documentation of the
amount of Fentany! wasted out of ezch ampule,
The end count identified the amount of
micrograms left after deducting the amount given

actually on hand did not match, because a large
amount of Fentanyl was wasted afier each
patient, due to the ampules being szngie dose

231
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Corttinued From page 17

| ampules. Staif A verifiad the accounting of the
| Fertany! was not corréel.

In gddition o the conirofied substances in the
ipcked medication cabinet, the physician's
prescription pads were aiso observed, The
medication pad had three blank presoription.
pages, pre-signed with the physician's signature:
izl A verified the three pre-signed prescription
pages.

2. Surveyor obiservation of a closet in Operating

Room #3 revealed storage of medications used
by the facility, The medications included two

‘boxes of different antibiotics, an anti fungal, 2
‘bottle of analgesic oral medication, and 59 mult

dose bottles of lidocainie 1%, with one of the £9
botdes of fidocaine being unsealed. There was

| no data es o when the lidocaine was opered or

used. Additional medication was noted in the
cioset, which included a botlie of jigid -
ecetaminophen, Siaff A verified there was no
fisting or accounting of these medications
maintaingd by the faclity

Also noted in the closeat in Operating Room #3
was 2 box conlaining 44 syringes with naedies
attached contalning 5 milliiiers of an unjdentified
clear liquid. The syringes had no tabels identifying
the type of liquid, when the fiquid was drawn ug,
orwiho drew up the jiguid, Interview with Siaff A,
who accompanies the surveyor during the o,
was unable fo tell the surveyor what was in the
syringes, wino drew i up, or when i was drawn

up.

3. Surveyor observalion in Operating Room £3
also revealed sleven intravenous (V) bags of
lactated fingers solution with. expiration dates of
February 2013, In addition there were 48 multi

£231
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| cared for at ihis facility. The faclity provided

(2013, StaffAverffied the axpired medications

Cortinued From page 18

dose bottles of fidocaine and epinephrine
1:100,000 which had expirstion dates of March

were (o have Desn discarded.

Slaff & verified the above observations afthe tims
of the o,

OLAC. 3701-83-18 {E) Transfer Agreement

The ASF shali have a written transfer agreement.
with a hospital for ransfer of patients in the event
of medical complications, smergency situaions,
and for other needs as they arise. Aformal
agreement is not required in those instances
where the licensed ASF is a provider-bassd entity

of & hospital and the ASF policies and procedures ]

) am@mmodate medicat complications,
amergency situations, and for other nesds as
they arfse are In place and approved by the
governing body of the parent hospital,

This Rule is not met as evidenced by _
Based on & review of the facility's dooumentation
related 1o a wansfer agrasment and interview with
the facility staff, the facility failed to have 2 written
transfer agreement with a hospital Tor ensfer of
patients in the event of medical complications,
emergency situations or for other nseds as they
arise. Thishad the potential to affect all patients

services for 1,451 patients in the past year.

€231
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& letier of termination from the hospital on May

and had not had one gince the ransfer

gnesthesiviogists,

Corfinued me pége 18
Findings included:

The faclity's docurmatation ralaied ioa ransfer
egreement was reviewed on 04058713, The
faciity's documentation revesied that a transfer
agresment with g local hosgital oblained June 5,
2008 had been terminated 50 days after receiving

17, 2618,

Interview with Staff A on 040813 revealed that.
the faciity had been in discussions and attempted
to-obtain a transfer agreement with 2 local
hospitai, but currently the facility had reached no |
agresment with a local hospital, Staft A verified
the facility had no transfer agreement in place

agreement was terminated in 2010,

Q.A.C. 3701-83-20 (C) Preveniive Maintenance

Each ASF shail establish and follow & preventive
maintenance program which includes perlodic
calibration, cleaning and adiustment of all
equipment in accordance with manufacturer's’
instructions. Each ASF using mhalation
anesthesia shall develop and Toliow poiicies and
procedures for monitoring the anesthesiz
machineg which are consisient with e standards
recommended by the American society of

This Rule s not met as evidenced by:

Baged on surveyor cbservation during 2 tour of
the facility, review of the faciity's preventative
maintenance record, and interview with the facility
staff, the facility fat eﬁ o ensure all mec%m!

234
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ohservations wers noled:

| attached indicafing that the ultrasound machine
- hed been visuglly inspected, dated 03/27/13, was

. An ulrasound machine which fad no inspection

| ne inspection had been condugted on the

Continued From page 20

equiprent was inspected, calibrated, and
appropriate adiustments made in accordance
with mahufecturer's instructions,  This had the
potential tn affect oif patienis cared for at this .
fzclity, The facilily provided services for 1.451
patients in the past year.

Findings inciuded:

Atour of the facility was conducted during the
morming of G4/09413 with Staff &, The Tollowing

Any ultrasound machine with an inspection t2g

noted iy Operating Room #1. Another lnspection
tag indicating the equipment had been visually
inspected, dated 03/27/13; was algo noted on the
biced prassure monitor,

A culposcopy (g microscope used for visualization
of the cervix) which had an inspection tag
attached, indicating the culposcopy had been
visuglly inspectad, dated 03/27/13 was also noted
in Operating Room #2.

fag was noted in Operating Room #3.

The facilify's praveniative maintenande record
was reviewed on 04/083/13. The preventative
maintenance recerd dentified that inspections
had Seen conducted for ezeh medicsl device
listed above with inspection tags, but confirmed
uitrasound machine in Cperating Room #3.

Agy inferview with Staff A on 04/09/43 verified that

the preventaiive maintenance lng was silent o

G242
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242 Continued From page 21 G242 | :
the ultrasound machine being inspected in '
Cperating Room #3 and that they had contacted :
the ouiside grofessional company and left g voice
message requesting a relum call in order W find
out wity the ultrésound maching had not been
| ingpected.
§
|
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