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INITIAL COMMENTS

At the time of the survey, Summit Medical
Associates was not in compliance with Chapter
290-5-33, Rules and Regulations for Ambulatory
Surgical Treatment Centers, as the result of a
State licensure survey. The following deficiencies
were written as the result of that survey.

290-5-33-10(c) PHYSICAL PLANT &
OPERATIONAL STANDARDS

Equipment, electrical appliances, wiring,
elevators, heating and cooling systems, surgery
rocms and special service areas shall be
constructed so as to assure the safety of all
occupants. It shall be the respensibility of the
governing body to assure that the center is in a
safe condition at all times and that a fire
inspection record is maintained on equipment,
systems, and areas that may present a hazard to
occupants.

This Rule is not met as evidenced by:

Based on review of facility records and staff
interview, it was determined that the governing
body failed to assure that the center was in a safe
condition at all times and that a fire inspection
record was maintained.

Findings:

Review of facility records failed to reveal evidence
of a fire inspection report. During an interview on
02/17/10 at 5:00 p.m. in the consultation room,
the administrator (employee #8) stated that
he/she had been employed at the facility for
years and did not recall a fire inspection ever
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having been conducted in the facility.

290-5-33-.10(g)(2) PHYSICAL PLANT &
OPERATIONAL STANDARDS

The walls and floors in procedure rooms shall be
of material that will permit frequent washing and
cleaning;

This Rule is not met as evidenced by:

Based on observations during the facility tour, it
was determined that the facility failed to ensure
that the walls and flooring in the procedure room
were in a condition that would permit effective
washing and disinfecting of the surgical area.

Findings were:

During a tour of the procedure room at 1:30 p.m.
on 02/17/2010 and accompanied by the facility's
administrater (employee #8) and the certified
registered nurse anesthetist (CRNA-credential file
#5), observations revealed peeling paint on the
ceiling of the room, deep gouged cut areas
(damage) on three (3) of the four (4) walls, and
separation of the seams of the floor around the
procedure fable as well as at the edges of the
flooring. These conditions decreased the facility's
ability to effectively clean and disinfect the
procedure room before and between procedures,
thus increasing the risk of infections. The facility's
administrator acknowledged the condition of the
reom and the risk of infections.

290-5-33-.10(1) PHYSICAL PLANT &
OPERATIONAL STANDARDS
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The center shall be arranged and organized in
such a manner as to ensure the comfort, safety,
hygiene, privacy, and dignity of patients treated
therein.

This Rule is not met as evidenced by:

Based on observations during tour of the
pre-operative and post-operative arcas and staff
interview, it was determined that the center was
not arranged to ensure and respect the privacy
and dignity of the patients.

Findings were:

Observations during a tour of the pre-operative
and post-operative areas at 1:.30 p.m. on
02/17/2010 accompanied by the administrator
(employee #8) and a registered nurse
(RN-employee #1) revealed the following:

1. The pre-operative area contained twelve (12)
chairs touching each other that the patients used.
No curtains or screens were available to ensure
the individual privacy and dignity of the patients in
the area;

2. The post-operative area contained six (6)
chairs next to each where patients would be
moved from stretchers once sufficiently recovered.
No curtains or screens were available to ensure
the individual privacy and dignity of the patients in
the area.

During an interview at 2:15 p.m. on 02/17/10 in
the facility's post-cperative area, the RN
(employee #1) stated that the patients waited
together in the chairs provided in the pre-operative
area and were recovered together in the chairs
located in the post-operative area. The RN stated
that no screens or curtains were available to be
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placed between the chairs in these areas.

290-5-33-.10(n) PHYSICAL PLANT &
OPERATIONAL STANDARDS

Medicines shall be stored in a conveniently
located cabinet with lock, and only licensed
perscns shall have access.

This Rule is not met as evidenced by:

Based on observations during a facility tour and
staff inferview, it was determined that the facility
failed to ensure that drugs were stored in a locked
cabinet and only accessible by licensed
personnel.

Findings were:

During a toeur of the facility's procedure room at
approximately 1:30 p.m. on 02/17/2010, and
accompanied by the administrator (employee #8)
and the certified nurse anesthetist
(CENA-credential file #5), medications were
observed on the top of the anesthesia cart and
accessible fo a non-licensed staff member who
was cleaning the room. The medications located
on iop of the anesthesia cart included:

a) An opened vial of Fentanyl (narcotic) labeled for
single use anly. The CRNA stated that he/she
only used a small amount at a time out of the vial
50 the contents of the vial were used for more than
one patient;

b) Three {3) small white tablets in a medication
cup that was unlabeled. The CRNA stated that
the tablets were Cytoxan (an antineoplastic drug
used to induce abortion);

¢) An unopened vial of Robinul {anesthetic) and
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an unopened vial of Succinylcholine (anesthetic);
and

d) Twe (2) opened vials of Propofol (anesthetic),
each labeled for single use only, were not labeled
as fo when the vials were opened.

The administrator and CRNA acknowledged that
non-licensed personnel had access to the
medications located on top of the anesthesia cart.

290-5-33-.15(1)
HOUSEKEEPING,LAUNDRY,MAINTENANCE

(1) Each center shall provide sufficient space and
equipment and ensure that housekeeping and
maintenance is sufficient to keep the center and
equipment in a clean and tidy condition and state
of good repair. Proper maintenance shall be
provided as necessary to correct, prevent, or
adjust faulty equipment and/or correct other
undesirable conditions.

This Rule is not met as evidenced by:

Based on review of facility policies and
procedures, facility tour, and staff interview, it was
determined that the facility failed to ensure that
the physical environment was sanitary, free of dust
and debris, and in good repair.

Findings were:

During a tour of the procedure room at 1:30 p.m.
on 02/17/2010 and accompanied by the facility's
administrator (employee #8) and the certified
registered nurse anesthetist (CRNA-credential file
#5), observations revealed peeling paint on the
ceiling of the room, deep gouged out areas
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(damage) on three (3) of the four (4) walls, and
separation of the seams of the floor around the
procedure fable as well as at the edges of the
flooring. These conditions decreased the facility's
ability to effectively clean and disinfect the
procedure room before and between procedures,
thus increasing the risk of infections. The facility's
administrator acknowledged the condition of the
room and the risk of infections.

Review of facility policy, entitled Sanitation Policy
For The Procedure Room Suite, Policy Number
NURS 10082-D, revision date August 13, 2002,
revealed that acceptable sanitation techniques
were to be used by all personnel to reduce the
possibility of infection of both patients and staff.
The policy required that prior to the first procedure
of the day all horizontal surfaces of tables,
equipment, overhead lights, and other ceiling and
wall mounted equipment was to be damp-dusted
with a germicide.

During the tour of the facility conducted at
approximately 1:30 p.m. on 2/17/10 and
accompanied by the administrator (employee #8),
the following were observed:

a) The ventilation vent in the room with the
sterilizer was covered with dust;

b) A visible gap was arcund the top of the facility's
back exit door and the doer frame;

¢) Numercus stained ceiling tiles were observed
throughout the facility;

d) Water stains were noted in the florescent light
fixtures in the procedure room;

e) Dust was noted cn all the flat surfaces in the
procedure room, on the surgical light, and other
equipment in the rocom;

fy Dust was noted in the recovery area on the
counter at the head of the stretchers, on the top of
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the crash cart and the suction machine, and on
the intubation set-up tray, which was covered only
by a towel. The tray alsc contained a pair of
surgical gloves with an expiration date of
12/31/2009; and

g) A ceiling tile was observed to have been
pushed open in the pre-operative area hallway.
Per the administrator this was for workmen access
to the heating and air conditioning area, located
above the ceiling.

During the tour the administrator acknowledged
the above observations.

290-5-33-.19(3) ELECTRICAL POWER

Centers which utilize general anesthesia shall
provide an emergency electrical system s¢
controlled, that, after interruption of the normal
electric power supply, an acceptable auxiliary
power source is available and capable of being
brought into use within ten seconds with sufficient
voltage and frequency to reestablish essential
in-house services and other emergency
equipment needed to effect a prompt and efficient
transfer of patients {o an appropriate licensed
hospital, when needed.

This Rule is not met as evidenced by:

Based on review of facility policies and
procedures, the facility's generator log, and staff
interview, it was determined that the facility, which
used general anesthesia, failed to ensure that the
facility's generator, their auxiliary power source,
was capable of being brought into use within ten
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seconds following interruption of normal power.
Findings were:

Review of facility policy, entitled Emergency
Power, Policy Number ADMIN 10017, effective
January 27, 1997, revealed that an emergency
generator was operational in the event of a power
failure and that records of maintenance were on
file in the administrator's office.

Review of the generator log failed to reveal
evidence of testing to ensure that the generator
was capable of being brought into use within ten
seconds of interruption of the normal power

supply.

During an interview at 4:30 p.m. on 02/16/2010 in
the consultation rocom, the facility's administrator
(employee #8) stated that the facility used general
anesthesia; however, the administrator was
unaware that the generator's capability of use,
within ten seconds of interruption of normal power,
had to be tested.
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M 001 Opening Comments M 001
At the time of the survey, Summit Medical
Associates was in compliance with Chapter
290-5-45, Rules and Regulations for Disaster
Preparedness Plans, as the result of a State
licensure survey.
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7=, GEORGIA DEPARTMENT
'/ ‘\\ OF COMMUNITY HEALTH

&

2 Peachiree Street, NW
Atlanta, GA 30303-3159
David 4. Cook., Commissioner Nathan Deal, Governor www.dch.georgia.gov

February 10, 2011

Ms. Merriam MclLendon, Administrator
Summit Medical Associates -

1874 Piedmont Rd., NE, Suite 500-E
Atlanta, GA 30324-4869

Dear Ms. McLendon:;

Enclosed is a Report of Licensure inspection completed at your facility on December 21,
2010 by surveyor(s) from this office. This report contains one or more violations which must
be corrected.

Your plan to corract these violations should be entered in the right hand column entitled
"Providers Plan of Correction" with a projected completion date entered in the column
"Completion Date". After you have completed the form, sign and date it in the space
provided, return the ORIGINAL to our office no later than. February 25, 2011.

Thank you for the courtesies extended to our representatives during this visit. If | can be of
further assistance, please contact me at (404) 657-5449.

Sincerely,

P.Za-—w//f/;

James E. Courtney, Acting Director
Acute Care Section

Healthcare Facility Reguiation Division
Department of Community Health

JEC:

United
for Life

Equal Opportunity Empioyer
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U000 INITIAL COMMENTS U oo INITIAL COMMENTS
Summit Medical Associates, P.C. has always
) ) ) + placed a high priority on Patient Safety and
At the_tlme of tha survey, Summlt Mf_idlcal Infection Control, and will continue to do so,
Associates was not in compliance with Chapter Pursuant to the State Inspection conducted on
290-5-33, Rules and Regulations for Ambutatory December 21, 2010, Summit has responded by
Surgical Treatment Centers, as the resuit of a State mplementing the following corrective actions:
licensure survey. The following deficiencies were
written as the result of that survey.
U 028 290-5-33-.03(3) ORGANIZATION & U 028 200-5-33-03(3)
S5=D | ADMINISTRATION. AMENDED

The governing body of the center shall be
-responsible for appointing the professional staff and
shall establish effective mechanisms for quality
assurance and to ensure the accountability of the

'| center's medical and/or dental staff and otfier
professlonal personnel,

This Rule is not met as evidenced by:

Based on review of facility quality assurance data,
facility credential files, and staff interview, it was
determined that the facility lacked effective quality
assurance mechanisms to ensure accountability of
the medical and professional staff for five (5) of five
{8) sampled credential files (#s 1, 2, 3, 4, and 5).

Findings were:

Review of the facility's Quality Assurance
Management Report, dated January 25, 2010,

indicated that peer review (quality review) would be
conducted on a random number of charts and that
peer review for anesthesia would be conducted on
random charts on a monthly basis.

Five (5) of five (5) credential files reviewed (#s 1, 2,
3, 4, and 5) lacked evidence that peer review

[PPSR

22411

ORGANIZATION & ADMINISTRATION.
AMENDED

CORRECTIVE ACTION

Summit Medical Associates, P.C. respectfully
disagrees with ths Anesthesia Peer Review
portion of this deficiency. One of the Facility’s
doctors performs anesthesia peer reviews for
each anesthetist. The review and summary
forms are kept in a separate file folder, which
was given to the Surveyars for review at the
time of the Inspection,

Peer review data (which is also kept in a

separate file folder) is also kept on all medical

and professional staff; however, this data file was
not avaiisbie at the time of the Inspection. It had
been inadvertently placed in a box headed for
storage. A new form has been developed that

will become a part of each medical and profissional
staff member’s personne] file, which will ensure
that the documentation is glways on site and
available for review,

MONITORING

Copies of completed Peer Review forms for &l
medical and professional staff will be kept in
their personnel files, and a copy will be sent to a
member of the Goveming Body on a quarterly
basis for review, and to ensure compliance.
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had been conducted,
During an interview at 5:30 p.m. on 12/21/2010 in
one of the facility's offices, the Administrator
(employee # 1) stated that peer review was
conducted on unexpected outcomes and that
physician #3 compiled the peer review data;
however, the Administrator was unable to provide
documentation that peer review on random cases
had been completed. The Administrator also stated
that physician #3 completed the peer review on the
cettified registered nurse anesthetist
(CRNA-credential file #5), but that there was no
peer review data on the CRNA for review.
290-5-33-.05(8)
|
. PROFESSIONAL SERVICES
U 062 200-5-33-. : uoez |t
oS 200-5-33-.09(8) PROFESSIONAL SERVICES . CORRECTIVE ACTION
. ) ., ¢ Summit Medical Associates respectfully
Each center will have effective policies and disagrees with this deficiency, Summit has
proced.ures for f'fanciﬂing infe_ection control_ and for always placed a high priority on infeetion
recording complications which ocour during or after gontrol and proper documentation of the sams.
surgery, which includes a reporting mechanism for zlheiceﬂltff has had poicies and progedures
patients who develop Infections or postoperative ;c;:f:bi:rs?aﬁg‘;’rgzrr:”?“ that ensures
complications after discharge. temperature and humidigtgri;llﬁf ﬂ?ﬁﬁng
This Rule is not met as evidenced by: room. There is a Temperature and Humidity
. k;]goktt%ptem hthelpp_eragng 'r]oorn that is completed
N are .. T (0 &a i
Based on review of facility policies and procedures, Eor the op;aﬁr:g'f;omcéﬂ,féﬂioﬁ,";;"ﬁ;?"
observation and staff interview, it was determined that this log had been requested by the Surveyors,
that the facility lacked effective infection contro! Also, the unavailability of this log was not
poficies and procedures by ensuring that acceptable geﬂtmm‘—d during the exit interview that the
standards regarding temperature and humidity in arveyors conducted with the Administrator;
the operating room (OR) were followed oot ently, it s the Facility's position that |
P g . :hu;fﬁlc::;nt %pp]?rtumty “tiﬁas not ggven to provide f
) 15 log, which was, in fact, in the operating rogr;
Findings were; at the time of the survey, 8 I
The Diregtor of Nursing has been advised to ! 3/ / g / ! '
|

alweys check wifh the operating 1oom superiico;

and t_hc Administrator regarding the current Ps

location of any requested legs during an

Inspection in the event they have been ogeflly l ‘ I
)

moved or arg in use,

State of GA Inspection Rsport

STATE FORM
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;o .
! - | PRINTED: 02/10/2011
}  EXHIBIT'B . . FORM APPROVED

State of GA Heaithcare Facility Requlation Division
STATEMENT OF DEFICIENCIES e {X3) DATE SURVEY
AND PLAN OF CORRECTION (X1} &Eﬁg&%ﬁ'{ﬁgﬁﬁ&ﬁ% ERf\ {X2) MULTIPLE CONSTRUCTION COMPLETED
A. BUILDING
B. WING
060-141 1272112010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1874 PIEDMONT RD, NE, SUITE 500-E
SUMMIT MEDICAL ASSOCIATES ATLANTA, GA 30324
{(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVI|DER'S PLAN OF CORRECTION (%85)
PREFIX | (EACH DEFICIENGY MUST BE PREGEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U 082 Confinued From page 2 uos2
the OR temperature and humidity on the days that
the facility had scheduled procedures.
The facility. lacked evidence of a femperature and
humidity log for the OR.
During a tour of the OR suite at 3:30 p.m. on
12/21/2010, observation revealed a thermometer in
the OR. During the four, the director-of nursing
{DON-employee # 2) stated that the temperature
and humidity was obtained, but that shefhe did not
know where the readings were recorded.
U 083} 290-5-33-.10(n) PHYSICAL PLANT & U 093 ;r 290-5-33-.10(n)
=F B
SS=E| OPERATIONAL STANDARDS PHYSICAL PLANT & OPERATIONAL
- . . . STANDARDS
Medicines shall be stored in a conveniently located ; g/,r;/ T
cabinet with lock, and-only icensed persons shall i CORRECTIVE ACTION
have access. : Patient safety is of utmost importance to
; ; Summit Medical Associates. The Medical
) . . . - Director has warned the CRNA, that all medications
. This Rule is not met as evidenced by: } and drugs must be kept locked when he/she leaves
E ) the room .unles§ the att.ending physician is present.
E Based on observations and staff interview, it was gﬁuxiﬂ'ﬂ g;%i‘;m;egﬁiﬁgﬂg o ]
! . " . = - PErsonne|
: determined that thg facility fa:led tp ensure that should never have access fo cither medications or
; drugs were stored in a I.oci::e:d cabinet and only controlfed drugs. He acknowledged his understanding
i accessible by licensed individuals. that finther instances of non-compliance would not be
i tolerated, and would lead to more stringent disciplinary
Findings were: ection, which couid include dismissal.
. . irer : MONITORING
: During a tour-of the facshtyjs operating room (OR)' at The Medical Direstor and Administrator will conduct
: 3:30 p.m. on 12/21/2010 with the director of nursing random inspections/observations of the operating room
{DON-employee #2) and the cerlified registerad to abserve the CRNA’s compliance.

nurse anesthetist (CRNA-credential file #5),
observation revealed an open OR door, and
medications on top of the anesthesia cart and
accessible to non-icensed individuals. Medications
on top of the anesthesia cart and accessible

included: °
a. Twenty (20) 25 cubic centimeter (cc) syringes U d
of pre-drawn Propofol (anesthetic nl e
[ ]

State of GA Inspecticn Report m‘ﬁ
STATE FORM ] Q4DB11 continuation sheet 3 of 8
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EXHIBIT ‘B’ . . PRINTED: 02/10/2011
FORM APPROVED
State of GA, Healthcare Facility Regulation Division _
AN PLAN OF CorEcon | 1 ROvIDERISURPLERICLA 0% HLTILE CONSTRUCTION o ren
A. BUILDING
B. WING
060-141 12/2472010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1874 PIEDMONT RD, NE, SUITE 500-E
SUMMIT MEDICAL ASSOCIATES ATLANTA, GA 30324
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION (%5)
PREFIX | ({FACH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY BREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7O THE APPROPRIATE DATE
DEFICIENCY)
U 093 | Continued From page 3 U093
sedative) 1%;
. b. Twenty (20) 6 cc syringes of pre-drawn
Lidocaine {local anesthetic);
- ¢. Two {2) 50 cc vials of opened 1% Lidocaine
(local anesthetic), marked "Vaso” and initialed. At
the time of discovery, the CRNA stated that
vasopressin (drug used to increase arterial blood
pressure) 20 units had been added to the vials; and
d. Three (3) 1 cc vials of Methylergonovine
(blood vessel constrictor).
The anesthesia cart was also observed to contain
numerous medications and o have been left
unlocked.
The administrator and CRNA ackhowledged that
non-licensed individuals had access to the
medications located on top of and in the anesthesia .
cart, but that they believed this regulation only
applied to narcotics.
This rule was previously cited on 02/17/2010.
U 108 290-5-33-.12(2)({c) RECORDS U 108 290-5-33-122) (e)
58=D RECORDS 3/ '/ t
Contents of individual rmedical records shall :
narmally contain the following at least: CORRECTIVE ACTION
The Pre-op/Post op orders form has been revisad
y . include date and time next to the physician’s
Treatment data: f.sci‘g!rlllatlr:lrt:. All physicians have beenpngtified to
. begin using the revised form, and to document
1. Practitioner's orders. date and tims along with their signature. !
2. Progress notes. i
3. Nurse notes. MONITORING o l
4. Medication. The signature, date _and time will be ch?cked as
— . part of normai Quality Assurance checks by both
5. Temperature-pulse-respiration (Graphic chart; the Administrator and the Medical Diréotor.
surgical purposes only).
6. Special examinations(s) and reports (include S '
x-ray and lab reports). Un l te
7. Signed irformed consent form., ﬁ l ° ﬁ

State of GA Ingpection Report
STATE FORM
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EXHIBIT

lBi

State of GA, Healthcare Facitity Regulation Division

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 02/10/2011
FORM APPROVED

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER;

060-141

{(%2) MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

12/21/2010

NAME OF PROVIDER OR SUPPLIER

SUMMIT MEDICAL ASSOCIATES

STREET ADDRESS, CITY, STATE, ZIF CODE

1874 PIEDMONT RD, NE, SUITE 500-E
ATLANTA, GA 30324

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

iy}
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EAGH GORREGTIVE ACTION SHOULD BE
CROSS-REFERENCER TO THE APPROPRIATE
DEFICIENCY)

(X5
COMPLETE
DATE

U 106

U119
§8=D

Contfinued From page 4

8. Operation record.

9. Anesthesia record (if applicable).

10 Consultation record (if applicable).

11. Tissue findings when performed.

12. Where dental services are rendered, a2 complete
dental chart with dental diagnosis, treatment,
prescription and progress notes shall be part of the
clinical record.

This Rule is not met as evidenced by:

Based on review of medical records and staff
interview, it was determined that the facility failed to
ensure that pracfitioner orders were datéd and
fimed for six (6) of six (6) sampled patient records
(#s1,2,3,4,5,and 6).

Findings were:

Six {6) of six (6) medic:a] records reviewed (#s 1, 2,
3, 4, 5, and 6) revesled that the practitioners’ orders
lacked a date or time when signed.

During an interview at 11:30 a.m. on 12/21/2010 in
one of the facility's offices, the Administrator
{employee #1) stated that the date on the top of the
record indicated the date that the physician signed
the orders, even though the date was written by
another staff member. The Administrator confirmed
that the practitioner's orders did not have a date or
time next to the physician's signature, as to when
the orders were written.

290-5-33-.12(6) RECORDS

Patient records shall be current and shall be entitled
io the same protection as provided for any medical
records under Georgia law.

U 106

U110

" storage will be kept in a secure, locked area until
* picked up by the off-site storage company. Al

290-5-33-.12(6)
RECORDS

CORRECTIVE ACTION .
Medical records that are boxed and ready for

staff members have been in-serviced regardin s the
propet method of staging and seouring medical
records for storage pick-up.

MONITORING

State of GA Inspection Report

STATE FORM
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|
The Administrator will monitor ann ical o
records staging for off-site storage to Bnsu
compliance, l ‘ ?
forLife
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EXHIBIT 'B’ : .

State of GA, Healthcare Facility Requlation Division

PRINTED: 02/10/2011
FORM APFROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
[DENTIFICATION NUMBER:

(60-141

(X2} MULTIPLE CONSTRUGTION
A BUILDING

BWING

{X3) DATE SURVEY
COMPLETED

1212172010

NAME CF PROVIDER OR SUPPLIER

SUMMIT MEDICAL ASSOGIATES

STREET ADDRESS, CITY, STATE, ZIP CODE

1874 PIEDMONT RD, NE, SUITE 500-E
ATLANTA, GA 30324

{(X4)1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST 8E PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

1D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APFROPRIATE DATE

U110

U9
S8=E

Continued From page 5

This Rule is not mat as evidenced by:

Based on review of facility policies and procedures,
observation during facility tour, and staff interviews,
it was determined that the facility failed to ensure
that all patient records were protected from
unauthorized access.

Findings were:

Review of facility policy, entitled Storage and
Maintenance of Records, Policy Number Admin
10046, effective date January 27, 1997, last revised
July 11, 2000, revealed that patient and personnel
files were under the control of the director and must
be kept in a controlled and secured area. The
policy further noted that all patiént charts were
secured in the file room in alphabetical order.

During a facility tour at 5:15 p.m. on 12/21/2010
with a medical assistant (MA-employee #8),
observation revealed boxed medical records stored
in an open area off the patient walling room. The
MA stated that the boxed records were from 2009
and needed to be picked up for off-site storage.
Hefshe also confirmed that the housekeeping staff
did access the area in the evenings while
performing their duties.

During an interview at 5:30 p.m. on 12/21/2010, the
administrator (employee #1) acknowledged that the
medical records were unprotected, and stated that
the records could be moved into another area to
await pick up.

290-5-33-.15(1)
HOUSEKEEPING,LAUNDRY, MAINTENANCE

(1) Each center shall provide sufficient space

u1io

290-5-33-.15(1)

|
. HOUSEKEEPIG, LAUNDRY, MAINTENANCE %
" CORRECTIVE ACTION |
Summit Medical Associates places a high priozity l
U119 on the maintenance and upkeep of the fhcility and
medical equipment. During the seco

fowth  ® :
With | [s
company’s medical mainienance comp A
)

quarters of 2010, all stretchers were 5

State of GA Inspection Report

STATE FORM
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KHIBIT ‘B’

. PRINTED: 02/10/20114
. FORM APPROVED
State of GA, Healthcare Facllity Requlation Division
‘TATEMENT OF DEFICIENGIES X1 CVIDER/SUPPLIERICL (%3} DATE SURVEY
iND PLAN OF CORRECTION ¥ IEENTIFIEATION g\mﬂ,"g(.gRl':A (X2) MULTIPLE GONSTRUCTION COMPLETED
. - A BUILDING
B. WING :

, 060-141 1212112010
IAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CfTY, STATE, ZIP GODE
? 1874 PIEDMONT RD, NE, SUITE 500-E
SUMMIT MEDICAL ASSOCIATES ATLANTA Oh agag T SUME S

{%4) D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 1%8)

PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE OATE
DEFICIENCY)

' U119| Continued From page 6 U119

-and equipment and ensure that housekeeping and
maintenance is sufficient fo keep the center and
equipment in a clean and fidy condition and state of
good repair. Proper maintenance shall be provided
as necessary to correct, prevent, or adjust faulty
equipment and/or correct other undesirsble

i conditions.

This Rule is not met as evidenced by:

Based on observation during facility tours and staff
interviews, it was determined that the facility failed
to ensure that the center was kept in a clean and
tidy condition and that equipment was properly
mainiained.

Findings were:

Observation during facility tours at 3:30 p.m. on
12/21/2010 with the director of nursing
(DON-employee #2) and at 5:15 p.m. on
12/21/2010 with a medical assistant (MA-employee
#8) revealed the following:

a. Four {4) of four (4} stretchers in the
post-operative area were observed with
broken/missing plastic along the fops of the
siderails and rusted areas with peeling paint along
the bottom areas of the siderails. The DON
acknowledged the condition of the stretchers at the
time of discovery, and stated that the facility had
ordered new streichers which would arrive soon;
and

b. Heavy lint and a washcloth were observed
behind the clothes dryers, and one (1) of two (2)
clothes dryers was observed with approximately
one quarter (1/4) inch layer of dust in the dust trap.
At the time of discovery, the MA stated that the
housekeepers were responsible for cleaning the
area, and should have removed the lint and
washcloth.

acceptable standards.

tidy condition.

MONITORING

good repair.

; the existing stretchers ara baing painted and checked
¢ for aesthetic appearance and to bring them within

A. The Medical Director will accompany the
Administrator and DON on a raonthly tour of the
facility to inspect the physical plant and medical
equipment to ensure that ali is kept in a state of -

i B. A Daily Check-list has been developed for the

: laundry aren. This check —Jist must be reviewed and
signed off by the operating room supervisor at the
end of each clinic day, and a copy must be placed
in the Administrator’s box for review.

A. New stretchers have been ordered and scheduled ,_3/ f/ HY
for delivery within the next three weeks. In the interim,
> R17 2L

1
’ B. Medical staff has been in-serviced to properly J_/ / 5/ 1
| clean the lint filter afier each laundry load to

prevent lint build-up. They have also been
in-serviced to keep the laundry area in a clean and

of GA Inspection Report
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EXHIBIT ‘B’ ‘ PRINTED: 02/10/2011
FORM APPROVED
State of GA, Healthcare Facllity Regulation Division
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUP (X2) DATE SURVEY
AND PLAN OF CORRECTION B PRI FLISACLIA X2) MULTIPLE CONSTRUCTION COMPLETED
A BUILDING
B.WING
060-141

NAME OF PROVIDER OR SUPPLIER

SUMMIT MEDICAL ASSOCIATES

STREET ADDRESS, CITY, STATE, ZIP CODE

1874 PIEDMONT RD, NE, SUITE 500-E
ATLANTA, GA 30324

1272172010

This rule was previousty cited on 02/17/2010.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 19} PROVIDER'S PLAN OF CQRRECTION (%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE GATE

DEFICIENCY)
U 119 Continued From page 7 U119
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PRINTED: 10/24/2019

FORM APPROVED
State of GA. Healthcare Facility Requlation Division
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
025-115 B. WING 06/24/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
120 East 34th Street
SAVANNAH MEDICAL CLINIC
SAVANNAH, GA 31401
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 000 Opening Comments V 000
At the time of the survey, Savannah Medical Clinic
was in compliance with Chapter 290-5-32,
Performance of Abortions After the First Trimester
of Pregnancy and Reporting Requirements for All
Abortions, as the result of a State licensure
survey.
|
ni

State of GA Inspection Report °
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State of GA, Healthcare Facility Regulation Division

PRINTED: 10/24/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

025115

{X2} MULTIPLE CONSTRUCTION
A. BUILDING:

{X3) DATE SURVEY
COMPLETED

B. WING

06/24/2010

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

120 East 34th Street
SAVANNAH, GA 31401

SAVANNAH MEDICAL CLINIC

(X410
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS5-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

U 000

U 091
S8=D

INITIAL COMMENTS

At the time of the survey, Savannah Medical Clinic
was in substantial compliance with Chapter
290-5-33, Rules and Regulations for Ambulatory
Surgical Treatment Centers, as the result of a
State licensure survey. The following deficiency
was written as the result of that survey.

290-5-33-10(1) PHYSICAL PLANT &
OPERATIONAL STANDARDS

The center shall be arranged and organized in
such a manner as to ensure the comfort, safety,
hygiene, privacy, and dignity of patients treated
therein.

This Rule is not met as evidenced by:

Based on observations during tour of the
pre-operative and post-operative areas and staff
interview, it was determined that the center was
not arranged to ensure and respect the privacy
and dignity of the patients.

Findings were:

Observations during a tour of the pre-operative
and post-operative areas at approximately 4:30
p.m. on 06/23/2010 and accompanied by the
administrator (employee #9) and a registered
nurse (RN-employee #3) revealed the following:

1. The pre-operative area contained three love
seats (sofas for two (2) people) for the use of the
patients before their procedure. No curtains or
screens were in place to ensure the individual
privacy and dignity of the patients in the area; and

2. The post-operative area contained six (6)
chairs, three (3) chairs each on opposite sides of
the room facing each other. No curtains or
screens were in place to ensure the individual

U 000

U091

State of GA Inspection Report
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State of GA, Healthcare Facility Regulation Division

PRINTED: 10/24/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

025115

{X2} MULTIPLE CONSTRUCTION

A. BUILDING:

B. WING

{X3) DATE SURVEY
COMPLETED

06/24/2010

NAME OF PROVIDER OR SUPPLIER

SAVANNAH MEDICAL CLINIC

SAVANNAH, GA 31401

STREET ADDRESS, CITY, STATE, ZIP CODE
120 East 34th Street

(X410
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

U 091

Continued From page 1

privacy and dignity of the patients in the area.

During an interview at approximately 5:00 p.m. on
06/23/10 in the facility’s post-operative area, the
RN (employee # 3) stated that the patients wailed
together on the love seats (sofas) provided in the
pre-operative area and then were recovered
together in the recliner chairs located in the
post-cperative area. The RN added that patients
were brought from the procedure room into the
post-op area on stretchers. The stretcher was
then placed between the two rows of chairs where
the patient remained until sufficiently recovered
enough to be moved to a recliner. The RN
acknowledged that no screens or curtains were in
place between the sofas in the pre-op area and
the recliner chairs in the post-op areas. The RN
added that should the patient's condition require
it, the patient could be taken to the other side of
the room.

U 091
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PRINTED: 10/15/2019

FORM APPROVED
State of GA. Healthcare Facility Requlation Division
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
060-011 B. WING 06/16/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 235 WEST WIEUCA ROAD
ATLANTA WOMEN'S MEDICAL CENTER ATLANTA, GA 30342
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 000 Opening Comments V 000
At the time of the survey, Atlanta Women’s
Medical Center was in compliance with Chapter
290-5-32, Performance of Abortions After the First
Trimester of Pregnancy and Reporting
Requirements for All Abortions, as the result of a
State licensure survey.
|
|
ni
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PRINTED: 10/15/2019

FORM APPROVED
State of GA. Healthcare Facility Requlation Division
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
060-011 B. WING 06/16/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 235 WEST WIEUCA ROAD
ATLANTA WOMEN'S MEDICAL CENTER ATLANTA, GA 30342
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U000 INITIAL COMMENTS £ 000
At the time of the survey, Atlanta Women’s
Medical Center was in compliance with Chapter
290-5-33, Rules and Regulations for Ambulatory
Surgical Treatment Centers, as the result of a
State licensure survey.
|
|
ni
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PRINTED: 10/24/2019

FORM APPROVED
State of GA, Healthcare Facility Regulation Division
STATEMENT OF DEFICIENCIES {X1) PROYIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
R
060-141 B. WING 03/15/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1874 PIEDMONT RD, NE, SUITE 500-E
SUMMIT MEDICAL ASSOCIATES ’ ’
ATLANTA, GA 30324
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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At the time of the survey, Summit Medical
Associates was in compliance with Chapter
290-5-33, Rules and Regulations for Ambulatory
Surgical Treatment Centers, as the result of a
follow-up survey to the State licensure survey of
12/21/2010.
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== GEORGIA DEPARTMENT
\\ OF COMMUNITY HEALTH

2 Peachtree Street, NW
Atlanta, GA 30303-3159
David A. Cook., Commissioner Nathan Deal, Governor www.dch.georgia.gov

April 4, 2011

Ms. Golda Melnik, Administrator
Atlanta Women's Medical Center
235 West Wieuca Road
Atlanta, GA 30342-3321

Dear Ms. Melnik:

Enclosed is a Report of Licensure Inspection completed at your facility on March 17, 2011 by
surveyor(s) from this office. This report contains one or more violations which must be
corrected.

Your plan to correct these violations should be entered in the right hand column entitled
"Providers Plan of Correction" with a projected completion date entered in the column
"Completion Date". After you have completed the form, sign and date it in the space
provided, return the ORIGINAL to our office no later than April 14, 2011.

Thank you for the courtesies extended to our representatives during this visit. If | can be of
further assistance, please contact me at (404) 657-5449.

Sincerely,

James E. Courtney, Director

Acute Care Section

Department of Community Health
Healthcare Facility Regulation Division

JEC:rf

United
for Life

Equal Opportunity Employer



PRINTED: 08/06/2019

FORM APPROVED
State of GA. Healthcare Facility Requlation Division
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
060-011 B. WING 03/17/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
235 WEST WIEUCA ROAD
ATLANTA WOMEN'S MEDICAL CENTER
ATLANTA, GA 30342
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
M 001 Opening Comments M 001

At the time of the survey, Atlanta Women’s

Medical Center was in compliance with Chapter

290-5-45, Rules and Regulations for Disaster

Preparedness Plans, as the result of a State

licensure survey.
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In addition to the medical records requirements of
Chapters 280-5-6 and 290-5-33 of the Rules and
Regulations of the Gecrgia Department of

| Human Resources, the physician who performs

the abortion shall file with the Commissioner of
Human Resources or [lldesignee, within ten
(10) days after an abortion procedure is
performed, a Certificate of Abortion. It is
expressly intended that the privacy of the patient
shall be preserved and, o that end, the
Certificate of Abortion shall not reflect the name
of the patient but shall carry the same faciiity
number, or other identifying number reflected on
the patient's medical records. A duplicate of the
Certificate of Abortion will i made a part of the
patient's Medical record and neither the aforesaid
duplicate certificate nor the Certificate of Abortion
which is filed with the Commissioner ofiill
designee shall be revealed to the public unless
the patient executes a proper authorization which
permits such a release or unless the records
must be made available to the District Attorney of
the Judicial Circuit in which the hospital or health
facility is located as provided by

Code Section 16-12-141 (d) of the Official Code
of Georgia Annotated.

This REQUIREMENT s not met as evidenced

l
|
|
|
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V 000, Opening Comments V000 HEALTHCARE FACILr7y ppg
At the time of the survey, Atlanta Women's
Medical Center was not in compliance with APR 28 2001
Chapter 290-5-32, Rules and Regulations for
Performance of Abortions After the First
Trimester of Pregnancy and Reporting RECEIVED i
Requirements for All Abortions, as the result of a
State licensure survey. The following deficiency
was written as the result of that survey.
Y 030 290-5-32-.03(1) Procedure for Filing Certificate of | V 030 See Attachment A-V 030. 4/22/11
S8=D| Abortion
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by:

Based on review of medical records, facility
policy, and staff interview, it was determined that
the facility failed to ensure that Certificates of
Abortion were filed with the Georgia Department
| of Community Health within 10 days following

| abortion procedures for eight (8) of ten (10)
sampled patient records (#1, 2, 4, 5, 6, 7, 8 and

| 10).

Findings were:

Review of the current Georgia Code, O.C.G.A. §
| 16-12-141, revealed a requirement that the

| physician who performed an abortion file a

| certificate of abortion with the Commissioner of

| - Community Health within 10 days following the

; ; procedure. Review of facility policy, enfitled AB

| Policy-VEIS / ITOPS Policy, last revised 01/06/11,
| also required that the facility file the required

| information with the State within ten (10) days of
| the abortion, and that a copy of the certificate be
| stapled into the patient's medical record for
reference and verification purposes.

Nine (9) of ten (10) medical records reviewed (#s
2,4,5,6,7,8, 9 10and 11} contained a
document which included the date the abortion
procedure was performed and an unidentified
date at the bottom of the page. During an
interview at 2:00 p.m. on 03/17/2011 in the
Administrator's office, the Administrator
(employee #8) identified the date at bottom of the
document as being the date the document was
printed, not the date the required information was
actually filed with the State, When asked o
provide documented evidence of the date each
certificate was filed, the Administrator explained
that the person responsible for filing the

United

State of GA Inspection Report
STATE FORM

5829

HOTa11

fordife



. PRINTED: 04/04/2011
- oo g . FORM APPROVED
State of GA, Healthcare Facility Regula Division

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA 2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION &0 IDENTIFICATION NUMBER: ®3 cno COMPLETED
A. BUILDING
B. WING
060-011 03/17/2011
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
, 235 WEST WIEUCA ROAD
ATLANTA WOMEN'S MEDICAL CENTER ATLANTA, GA 30342
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
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certificates had gone home for the day, was
expected to return the next day, and that hefshe
was the only staff member with access to that
program. As of noon on 03/21/2011, no further
information had been provided by the facility.

: State of GA Inspection Report
forlife
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At the time of the survey, Atlanta Women's
Medical Center was not in compliance with
Chapter 290-5-33, Rules and Regulations for
Ambulatory Surgical Treatment Centers, as the
result of a State licensure survey. The following
deficiencies were writien as the result of that
survey.

RECEIVED

i

U 028 260-5-33-,03(3) ORGANIZATION & Uo2s | See Attachment B - U 028. 4/28/11
$8=D | ADMINISTRATION. AMENDED

The governing body of the center shall be
responsible for appeinting the professional staff
and shall establish effective mechanisms for
quality assurance and to ehsure the
accountability of the center's medical and/or
dental staff and other professional personnel.

This Rule is not met as evidenced by:

Based on review of the facility’s Quality
Assurance Plan, quality assurance
documentation, and staff interview, it was
determined that the Governing Body failed to
establish effective mechanisms for quality
assurance, and to ensure accountability of the
center's professional perscnnel.

Findings were:

Review of the facility's Quality Assurance
Program, revealed that: 1) the administrator
would periodically choose an area of patient care
to monitor for quality of care as defined by the

Center's Policy and Procedures; 2) that the data l
would be thirty (30) patient charts pulled randomly

for that quarter; 3) that the data would be
analyzed to assure quality care was achieved, Un II

State of GA Inspection Report
TITLE r e)
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE M M

STATE FORM [T HOTO11 ’ If conhnuatlon sheet 1 of




. PRINTED: 04/04/2011

- it 9 FORM APPROVED

State of GA, Healthcare Facility Requla®h Division
STATEMENT OF DEFICIENCIES ROVID CLIA ()&3) DATE SURVEY
AND PLAN OF CORRECTION *n |PDENT|F]](E:FX%%';P;ED%ER; (x2) MULTIPLE CONSTRUCTION COMPLETED

A.BUILDING
d B. WING
060-011 03/17/2011

NAME OF PROVIDER OR SUPPLIER

ATLANTA WOMEN'S MEDICAL CENTER

STREET ADDRESS, GITY, STATE, ZiP GCDE

235 WEST WIEUCA ROAD
ATLANTA, GA 30342

41D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

[iV]
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION 5
{EAGH CORRECTIVE AGTION SHOULD BE COMPLETE
DATE
DEFICIENCY)

U 028
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55=D

Continued From page 1

and 4) that the results would be summarized on
the QA monitor form and reviewed by the medical
team.

Review of the facility's Quality Assurance
Program documents failed to include mention of
specifically identifiable quality indicators,
achievement goals, or documentation of ongoing
review or results.

During an interview on 3/17/2011 at 12:00 p.m. in
the administrator's office, the Administrator
{(employee #8) canfirmed the absence of quality
indicators, and stated that he/she would randomly
choose an area to review, providing an example
of a time when he/she had monitored infection
control practices on one (1) registered nurse for
one (1) day. He/she stated that he/she never
found any deficient practices on his/her reviews,
0, he/she did not do any follow up
reviews/monitering.

290-5-33-.09(8) PROFESSIONAL SERVICES

Each center will have effective policies and
procedures for handling infection control and for
recording complications which occur during or
after surgery, which includes a reporting
mechanism for patients who develop infections or
postoperative complications after discharge.

This Rule is not met as evidenced by:

Based on review of facility policies and
procedures and staff interview, it was determined
that the facility failed to maintain a
policy/procedure for recording complications
which occur during or after surgery.

Findings were:

U028

U 062

See Attachment C - U 062.
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Continued From page 2

Review of the facility's policies and procedures
failed to reveal a policy/procedure for the
recording of infections or complications which
occurred during or after surgery.

This information was requested from the facility's
Administrator (employee #8) on 3/17/2011 at 9:00
a.m., 12:00 p.m., 2:00 p.m., and 4:00 p.m., but
was never received.

290-5-33-.09(11) PROFESSIONAL SERVICES

Each center shall establish policies for patient
care and procedures for maintaining these
policies.

This Rule is not met as evidenced by:

Based on review of facility policies, medical
records, and staff interview, it was determined
that the facliity failed to establish procedures for
maintaining patient care policies related to
surgical time-out.

Findings were:

Review of facility Policies and Procedures failed
to reveal a policy addressing performance and
documentation of a surgical time-out (a pause
before surgical incision to verify the correct
patisnt, correct surgical site/side, and correct
procedure),

Six (6) of six (6) medical records reviewed (#s 1,
4,5,7,9, 11) lacked evidence that a surgical
time-out had been conducted.

During an interview on 3/17/2011 at 12:00 p.m. in
the administrator's office, the administrator
{employee #8) confirmed that the facility did not
have a Time Out policy, and did not document

U 062

U065

See

Attachment D - U 06B. 4/25/11
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SUMMARY STATEMENT OF DEFICIENCIES

ID PROVIDER'S PLAN OF CORRECTION

The physical plant of the center shall meet zl|
Federal, State and local laws, codes, ordinances
and regulations which apply to its location,
construction, maintenance and operation.

This Rule is not met as evidenced by:

Based on observations during a facility tour, and
staff interview, it was determined that the facility
failed 1o ensure that temperature, humidity and
air pressures in the surgery center were
monitored.

Findings were:

Upon arrival to the facility at 8:00 a.m. on
03/17/2011, surveyors provided the facility's
Administrator (employee #8) with a list of
documents for review that included
documentation related to the facility's monitoring
and maintenance of the temperature and
humidity of the two (2) procedure rooms and of
the air pressures in the instrument processing
and sterilizing rooms. Requests for the
documents were made at 12:00 p.m., 2:00 p.m.
and 4:00 p.m., and as of the close of the survey
at 6:00 p.m. on 03/17/2011, the documents had
not been provided.

Observations during a tour of the facility with the
facility's Administrator (employee #8) at 5:30 p.m.
on 03/17/2011 revealed that the facility's dirty
instrument cleaning area and clean instrument
sterilizing and storage area were located inside a

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
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U 065 Continued From page 3 U 065
such in the patient's medical record.
U 068 290-5-33-,10(b) PHYSICAL PLANT & U 068 See Attachment E - U 068. 4/22/11
SS=D| OPERATIONAL STANDARS
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Continued From page 4

room which was partitioned by a floor-to-celling
wall, with sufficient space allotted between the
edge of the wall and the entrance door for staff to
walk through. The entrance door to the room
was found open, and several attempts to close
the door and keep it closed were unsuccessful.
As the door could not be kept closed, the facility
was unable to maintain the required air pressures
in each area, negative air pressure for the dirty
instrument cleaning area and positive air
pressure for the clean instrument sterilizing and
storage area.

During the tour, the facility's Administrator
revealed that the room's door was supposed to
be kept closed, and that he/she had been
unaware that it was broken. The Administrator
also related that he/she had been unaware of the
air pressures required in the clean/sterilizing
areas and soiled instrument areas.

290-5-33~.11(6) PERSONNEL

Fire and internal disaster drills shall be conducted
at least quarterly and results documented. There
shall be an ongoing program of continuing
education for all personnel concerning aspects of
fire safety and the disaster plan for moving
personnel and patients to safety, and for handling
patient emergencies.

This Rule is not met as evidenced by:

Based on review of the facility's Disaster
Preparedness Plan, fire and disaster drills, and
staff interview, it was determined that the facility
failed to ensure that internal disaster drills were
conducted at least quarterly and results
documented.

U 068

U101

See Attachment F - U 101.
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Continued From page 5
Findings were:

Review of the facility's Disaster Preparedness
Plan, no date, revealed that the emergency
situations to be addressed were: fire, explosion,
bomb threat, unanticipated interruption of
electricity and/or water, loss of air conditioning or
heat, damage to the physical plant, invasion by
protestors, and anthrax threats. The plan called
for the center to conduct quarterly rehearsals with
the circumstances varied as to create full staff
participation in differing situations.

Review of the facility's fire and disaster drills
failed to reveal evidence that a disaster drill had
been conducted during the second quarter of
2010. The review also revealed that, of the three
(3) drills that were performed during the last four
{4) quarters, two (2) of the drills were discussions
only which did not include movement of staff or
evaluations,

During an interview on 3/17/2011 at 5:00 p.m. in
the administrator's office, the Administrator
(employee #8) stated that he/she thought that all
drills had been done during the last four (4)
quarters, and was unaware that the drills needed
to include resuits.

290-5-33-.12(2)(c) RECORDS

Contents of individual medical records shall
normally contain the foliowing at least;

Treatment data:

1. Practitioner's orders.
2. Progress notes.

3. Nurse notes.

4, Medication.

U101

L 106

See Attachment ¢ - U 106.

4/26/11

State of GA Inspeciion Report
STATE FORM

6899

HOTO11

Uni

ted

fortife



LS

PRINTED: 04/04/2011

5. Temperature-pulse-respiration (Graphic chart;
surgical purposes only).

6. Special examinations(s) and reports (include
x-ray and iab reports).

7. Signed informed consent form.

8. Operation record.

9. Anesthesia record (if applicable).

10 Consultation record (if applicable).

11. Tissue findings when performed.

12. Where dental services are rendered, a
complete dental chart with dental diagnosis,
treatment, prescription and progress notes shall ©
be part of the clinical record.

This Rule is not met as evidenced by:

Based on review of facility policies and
procedures, medical records and staff interview, it
was determined that the facility failed to ensure
that each patient undergoing an abortion
procedure certified in writi:ﬁat, 24 hours in

advance of the procedure, had besn
provided all information re d to make a fully
informed consent for ten (10) of ten (10} sampled
patient records (#1, 2, 4, 5, 6, 7, 8, 9, 10 and 11).

Findings were:

Review of current Georgia Code, O.C.GA. §
31-9A-3, revealed that, in order to ensure that a
fernale considering an abortion makes a fully
informed decision regarding whether to undergo
the procedure, facilities provide the female with
certain information at least 24 hours in advance
of the procedure, and that the female certify in
writing that she received the information. The
Code required that, as part of the information
provided, the female be given information
regarding how to obtain a list of health care
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providers, facilities and clinics that offer to
perform ultrasounds free of charge, arranged
geographically, and which included the name,
address, hours of operation, and telephone
number of each listed entity.

Ten (10) of ten (10) medical records reviewed
(#1,2,4,5,6,7,8,9, 10 and 11) included a
document entitled Client Certification Form, which
delineated the information that was required by
Code to be given to each prospective abortion
patient. Each form also included a patient's
signature certifying thatlllhad been provided
the information required by the Code. However,
closer review of the Certification form revealed
that information regarding how to obtain a list of
health care providers, facilities and clinics that
offer to perform ultrasounds free of charge was
not included.

During an interview in hisfher office at 4:10 p.m.
on 03/17/2011, the facility's Administrator
{employee #8) related that the Certification form
had been amended to inciude the required
information related to obtaining free ultrasounds,
but that the facility had not implemented it yet.

290-5-33-.14(5) CLINICAL LABORATORY
SERVICES

The center shall report to the Department all
communicable diseases detected or reported for
patients.

This Rule s not met as evidenced by:
Based on review of facility policies and

procedures, facility logs, and staff interview, it
was determined that the facility lacked a

U 108
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policy/procedure and log for the reporting of
commuinicable diseases to the Department.
Findings were:
Review of the facility's policies and procedures
failed to reveal evidence of a policyfprocedure for
the reporting of communicable diseases. Review
of facility logs failed to reveal a log for Reportable
Diseases.
This information was requested on 3/17/2011 at
9:00 a.m., 12:00 p.m., 2:00 p.m., and 4:00 p.m.,
but was never received.
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Atlanta Women’s Medical Center

Corrective Acfion Plan - V030
290-5-32-.03(1) Procedure for Filing Certificate of Abortion

Existing policy of the AWMC required the timely filing of the VEISATOP information with the State
and inclusion of the required infarmation in the patient's medical record. Staff responsible for
timely submitting the VEIS/ITOP information has received specific instructions and updated
information about the importance of consistently submitting this data within the required
timeframe. Written policy has been revised to insure timely filing and on-going monitoring of
timely filing. This re-training occurred on April 19, 2011 and included a review of the revised
policy and upgraded tracking system to insure compliance with timeliness requirements.

An ITOP Log form has been implemented that tracks all patients, the date of the abortion
procedure and the date of filing of the ITOP report.

The Medical Records Quality Assurance Form now includes a specific reference to the VEIS-
ITOP submission and requires chart reviewers {o verify that the data was submitted in a timely

fashion. Any deviation from the required timing will be brought to the Administrator’s attention for
correction.

Staff Education: Re-training of relevant Staff covering the revised VEIS/ITOP Policy, the proper
confirmation of filing with DCH, and upgraded tracking system occurred April 21, 2011, The
Office Manager was also included in this re-training.

Monitoring: For the next six months (through October 2011), the Clinic Administrator will check
on a weekly basis the ITOP Log and audit random patient records to insure that the [TOP reports
have been timely filed for each patient, and confirm that proper documentation has been provided
in the ITOP Log, the Copy of the VEIS Certificate in the patient chart, and the Medical Chart
Quality Assurance Form in each patient chart.

The Medical Chart Quality Assurance Form has been revised to include the submission of VEIS-
ITOP information on the patient record checklist and monitoring of compliance will occur through
the Quality Improvement Commiittee. Any patient record that does not include a computer copy
of the ITQP filing is to be reviewed immediately by the Clinic Administrator and Quality
Improvement Committee.

Responsible Persons: Clinic Administrator, ITOP Reporting Staff, Office Manager and Quality
Improvement Committee

ATTACHMENT A-V 030

United
for Life




Atlanta Women’s Medical Center

Corrective Action Plan — U028
290-5-33-.03(3): ORGANIZATION & ADMINISTRATION. AMENDED

AWMC had in place at the time of the survey exiensive policies and procedures with effective
mechanisms for quality assurance that ensured accountability of the Center's professional
personnel and the delivery of quality care.

The Quality Improvement Plan for Atlanta Women’s Medical Center has been revised to augment
existing policies with specifically identifiable quality indicators, achievement goals and
documentation of cngoing review and/or results. The Identifiable Quality Indicators include:
Complication Rates, Anesthesia Complication Rates, Physician Performance, Medical Records,
Therapeutic Environment, and Patient Safisfaction. This Policy was updated on April 22, 2011
and was reviewed in detail with key members of the Quality Improvement Committee and
approved by the Medical Director.

Staff Education: A full staff in-service training is scheduled for April 27, 2011 to review changes
to the Quality Improvement Plan.

Monitoring: The Clinic Administrator, Nursing Supervisor, Medical Director and Quality
Improvement Committee will monitor implementation, emphasizing identifiable quality indicators,
achievement goals, and documentation of on-going review and results associated with the Quality
Improvement Plan.

Responsible Persons: Clinic Administrator, Nursing Supervisor, Medical Director, and Quality
Improvement Committee,

ATTACHMENT B - U028

United
for Life




Atlanta Women’'s Medical Center

Corrective Action Plan — U062
290-5-33-.09(8): PROFESSIONAL SERVICES

Existing policy and procedures of the AWMC at the time of the survey provided for recording
complications that occur during or after surgery and were available and offered for inspection at
the time of the survey. All patient calls received after clinic hours are reported on the Hotline
Reporting Form, reviewed by appropriate nursing or medical personnel, followed up on as
appropriate and retained. In addition, all infections or complications are recorded, summaries are
documented monthly, important complications are subjected to detailed peer review through the
Quality Improvement Committee, and data summarizing all infections and complications are
reported quarterly to the National Abortion Federation.

To further insure the monitoring and evaluation of all abortion complications, a Complication
Tracking Form (log) of all reportable complications has been created and will be utilized by
medical staff involved with such cases. A copy of the new Complication Tracking Form and
exisfing Reportable Quality Indicators Definitions form are attached hereto. Patient information
will be entered, and the Medical Director and Administrator will review this log at each quarterly
Quality Improvement Committee meeting. This log will allow for consistent detailed review of all
reportable incidents, discussion of corrective measures, and recommendations for training or
retraining for staff and physicians involved. The Complication Tracking Log will be kept in the
Medical Director’s office for access by Nursing staff and Physicians.

The Complication Tracking Log will also be signed and reviewed by either the Medical Director or
Nursing Director after five entries to verify that staff is completing the form appropriately.

All reportable complications will continue to be submitted to the National Abortion Federation —
the facility's national professional association.

Staff Education: The Nursing Supervisor was trained regarding this new policy and log an April
20, 2011 and will conduct an in-service training with the appropriate medical staff by April 26,
2011.

Monitoring: The Clinic Administrator will be informed of each complication upon its occurrence,
and will receive and review each page of the Complication Tracking Log upoh completion — each
page lists a maximum of five patients. Each case included in this Log will be reviewed in the
quarterly Quality Improvement Committee meeting.

Responsible Persons: Nursing Supervisor, Medical Director, Clinic Administrator, and Quality
Improvement Committee.

United
ATTAGHMENT G - U 062 f()r L]fe



Atlanta Women’s Medical Center

Corrective Action Plan U065
290-5-33-.09(1): PROFESSIONAL SERVICES

The policy and procedures of AWMC in place at the time of the survey included repeated steps
that involved confirmation of patient identity and the procedure the patient is to receive in order to
insure patient safety and proper care and avoid misidentification or error.

Corrective Action: AWMC policies have been revised to include a specific record of & "Time
Cuf” prior to laminaria insertion, digoxin injection, and for the abortion procedure in order fo
confirm patient identity, surgical site and correct procedure..

The revised Time Oui policy was reviewed and approved by the Medical Director and Clinic
Administrator. An entry has been added to the Procedure/Physician Exam Notes form to
document “Time Out performed.” In addition, “Time Out documented” has been added as an
entry to the Medical Records Quality Assurance Form to confirm that this has been performed
and documented. Each patient chart is reviewed with this form. Failure to perform or record the
Time Out will be addressed by the Administrator and Medical Director's quarterly Quality
Improvement reviews.

Staff Education: A memorandum was distribuied to affected staff and an in-service training was
conducted for the Operating Room staff on April 22, 2011. Personnel who review charts were
informed of this change on the same day.

Monitoring: “Time Out documented® now appears on the Medical Record Quality Assurance
checklist which is used to review each pafient chart. Any patient record that does not indicate
that a Time Out occurred will be brought to the Nursing Supervisor who will alert the physician of
record and the CRNA of record, if appropriate. The Medical Record Quality Assurance form will
be reviewed in the next quarterly Quality Improvement meeting. Compliance with this record
keeping will be integrated into the Quality Improvement review process.

Responsible Persons: Medical Director, Clinic Administrator, Nursing Supervisor, OR Staff and
Quality Improvement Committee.
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Atlanta Women’s Medical Genter

REVISED Corrective Action Plan — U068
290-5-33-10{b): PHYSICAL PLANT & OPERATIONAL STANDARDS

AWMC had in place policies and procedures to measure and maintain the temperature and
humidity of the two procedure rooms with temperature between 68 and 73° F and relative
humidity between 30 and 60%. Staff will.continue to separately measure and record temperature
and humidity on logs {that were provided to the surveyor) kept in Operating Room 1 and
Operating Room 2 each day prior to the commencement of procedures. Deviations are
appropriately addressed to maintain the correct temperature and humidity levels. The
Temperature and Humidity Log has been updated to differentiate between the two OR’s so that
specific data can be accurately tracked back to the appropriate room and is attached. The Clinic
Administrator will review and sign off on each log sheet upen completion to insure compliance.

The door o the Sterile Room was repaired on March 28, 2011. Additionally, a barrier will be
added to the bottom of the door to the OR hallway to prevent infectious material from being
sucked into the haliway when soiled instruments are being cleaned. The medical staff has been
alerted to the importance of keeping this door closed at all times — verbally and in a written memo.
To monitor the status of this door, a Log is now posted on the daor for the Administrator and/or
the Nursing Director to sign daily indicating the stalus of the door and is attached here. This
continual monitoring is & very visible action fo demaonstrate the importance of separating this

room from the rest of the OR haillway.

A new policy has been implemented to require staff to protect clean and sterilized instruments
from exposure to dirty instruments by performing tasks en only one side of the room at a time.
When soiled instruments and/or equipment are being processed there is to be no activity or
exposed instruments on the “clean” side of the room.

Staff Education: The medical staff was informed of this policy update on April 21, 2011. The
revised Logs for Temperature and Humidity were installed on April 22, 2011 and the Log for
monitoring the status of the door to Sterile was installed on Aprit 22, 2011,

The Instrument Processing policy will be effective May 11, 2011, and a copy will be provided to
and reviewed with medical staff members on that date by the Nursing Supetvisor,

Monitoring: The Administrator will review and sign each completed Temperature and Humidity
Log. The Administrator and/or Nursing Supetvisor will make a daily entry in the Sterile Door Log
and monitor adherence to the new Instrument Processing Policy. Completed logs will be
reviewed by the Clinic Administrator.

Responsible Persons: Nursing Supervisor, Clinic Administrator and Quality Improvement
Committee.

Revised May §, 2011
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Atlanta Women’s Medical Center (\.
0 “We_ {)
Corrective Action Plan - U068 “jp Q@
290-5-33-10(b): PHYSICAL PLANT & OPERATIONAL STANDARDS (a))’ @Log '
AWMC had in place policies and procedures to measure an /

humidity of the two procedure rooms with temperature be
humidity between 30 and 80%. Staff will continue to sepgrately measure and record temperature
and humidity on logs (that were provided to the surveygf) kept in Operating Roem 1 and
Operating Room 2 each day prior to the commencemént of procedures. Deviations are
appropriately addressed to maintain the correct tempperature and humidity levels. The
Temperature and Humidity Log has been updated'to differentiate between the two OR's so that
specific data can be accurately tracked back tgAhe appropriate room and is attached. The Clinic
Administrator will review and sign off on eacl¥log sheet upon completion to insure compliance.

The door to the Sterile Room was repairsél on March 28, 2011. The medical staff has been
alerted to the importance of keeping this door closed at all times — verbally and in a written memo.
To monitor the status of this door, a |.0g is now posted on the door for the Administrator and/or
the Nursing Directar to sign daily indicating the status of the door and Is attached here. This
continual monitaring is a very visible action to demonstrate the importance of separating this

room from the rest of the OR r!aiiway.

Staff Education: The medical staff was informed of this policy update on April 21, 2011. The
revised Logs for Temperature and Humidity were installed on April 22, 2011 and the Log for
monitoring the status of the-door to Sterile was installed on April 22, 201T1.

Monitoring: The Admiyc(strator will review and sign each completed Temperature and Humidity
Log. The Administrater and/or Nursing Supervisor will make a daily entry in the Sterile Door Log.
Completed logs will fe reviewed by the Clinic Administrator.

Responsible Peysons: Nursing Supervisor, Clinic Administrator and Quality Improvement
Committee.
£
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Atlanta Women’s Medical Center

Corrective Action Plan - U101
290-5-33.11(6) PERSONNEL

The Office Manager and Clinic Administrator have revised the existing policy for quarterly fire and
internal disaster drills to provide for active drills to address fire safety, moving personnel and
patients to safety and for handling patient emergencies. An active drill was held on March 31,
2011 for the entire staff. Drills will vary and include: storm response, bomb threat, fire, patient
crisis, efc. with results documented as to whether there were problems with carrying out the
various disaster plans, how much time it took to perform the drill, and whether staff were able to
perform as directed.

Staff Education: The Office Manager shared the ohjectives of the disaster drill with the staff -
emphasizing the impoertance and the frequency of future drills, In setvice trainings provided to
staff will include frainings in fire safety issues and disaster plans for moving personnel and
patients to safety, and handling patient emergencies.

Monitoring: The Clinic Adminisirator and Quality Improvement Committee will monitor
participation, timing and outcomes of disaster drills to insure active quarterly drills, insure that
results are documented, and provide on-going in-service trainings for staff in disaster
preparadness and responses.

Responsible Persons: The Clinic Administrator, Facllity and Safety Manager and Quality
Improvement Committee -

United
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Aflanta Women’s Medical Center

Corrective Action Plan - U106
290-5-33-.12(2)(c) RECORDS

AWMC has revised its Proof of Client Certification Form to include a statement certifying that the
woman has received, at least 24 hours in advance of the procedure, information about how to
obtain a list of providers, facilifies and clinics that offer to perform ultrasounds fee of charge,
arranged geographically, and including the name, address, hours of operation and telephone
number of each listed entity.

Updated information about facilities providing free ultrasounds will be collected from the State's
Department of Community Health website on a menthly basis to provide to patients who wish io
receive this information at the clinic rather than directly from the State’s website.

Staff Education: The Office Manager shared this revised form with the staff on April 12, 2011,
and provided an educational in-service training about the updated form and the information about
access to free ultrasound services.

Monitoring: Chart reviewers will document the presence of the revised Proof of Client
Certification Form during the Quality Improvement review of each patient record. Any record
missing this form will be brought to the immediate attention of the Clinic Administrator, The Office
Manager will be responsible for downloading and providing copies of the updated list of facilities
providing free ulfrasounds on a monthly hasis.

Responsible Persons: Office Manager and Clinic Administrator.

ATTACHMENT G-U 106
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Atlanta Women’s Medical Center

Corrective Action Plan - U118
290-5-33-.14 (5) CLINICAL LABORATORY SERVICES

AWMC had in place at the time of the survey palicies and procedures to report to the Department
of Community Health communicable diseases detected or reported for patients, including sexually
transmitted diseases (gonorrhea, chlamydia, and/for syphilis), venereal diseases or AIDS.

The AWMC policy was revised on April 12, 2011, in response fo survey comments $o record and
report all statutorily required communicable diseases to the Department of Community Health. A
Notifiable Disease/Condition Reporting Log was created and is kept in the AWMC Laboratory.
The laboratory staff parson is required to enter appropriate patient information into the Nofifiable
Disease/Condition Reporting Log and alert the Nursing Supervisor immediately regarding any
patient entry. The Georgia Department of Community Health Notifiable Disease/Condition
Reporting poster will be posted in the laboratory to provide information about the range of
repartable diseases and the timeframes for reporting. A copy Is attached here.

The Nursing Supervisor will then utilize the appropriate DCH reporting forms found on the
Department's website to report such patients with the prescribed time period indicated for each
disease or condition.

Staff Education: Laboratory staff was verbally alerted to this new Log and procedure on April 12,
2011. The Nursing Supervisor drafted the Revised Policy and is aware of its requirements.

Monitoring: The Nursing Supervisor will review and sign off on the Notifiable Disease/Condition
Reporting Log every Friday and will submit any appropriate patient information at that time to
DCH and notify the Clinic Administrator. The Quality Improvement Committee will monitor the log
and implementation of the repotting requirements.

Responsible Persons: The Nursing Supervisor, Clinic Administrator and Quality Improvement
Committee.

United
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INITIAL COMMENTS

At the time of the survey, Atlanta Women’s
Medical Center, Inc. was not in compliance with
Chapter 290-5-33, Rules and Regulations for
Ambulatory Surgical Treatment Centers, as the
result of complaint investigation #GA00103576
and #GA00104379. The following deficiencies
were written as a result of the survey.

290-5-33-.12(2)(c) RECORDS

Contents of individual medical records shall
normally contain the following at least:

Treatment data:

1. Practitioner's orders.

2. Progress notes.

3. Nurse notes.

4. Medication.

5. Temperature-pulse-respiration (Graphic chart;
surgical purposes only).

6. Special examinations(s) and reports (include
x-ray and lab reports).

7. Signed informed consent form.

8. Operation record.

9. Anesthesia record (if applicable).

10 Censultation record (if applicable).

11. Tissue findings when performed.

12. Where dental services are rendered, a
complete dental chart with dental diagnosis,
treatment, prescription and progress notes shall
be part of the clinical record.

This Rule is not met as evidenced by:

Based on review medical records and staff
interview, it was determined that the facility failed
to ensure adequate nursing documentation

U 000

U 106

State of GA In

spection Report

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

TITLE

111
for L'ife

STATE FORM

6599

C3EFI1

If continuation sheet 1 of 6



State of GA, Healthcare Facility Regulation Division

PRINTED: 10/15/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

060-011

{X2} MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

{X3) DATE SURVEY
COMPLETED

Cc
11/22/2011

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

235 WEST WIEUCA ROAD
ATLANTA, GA 30342

ATLANTA WOMEN'S MEDICAL CENTER

(X410
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

DEFICIENCY)

D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS5-REFERENCED TO THE APPROPRIATE DATE

U 108

Continued From page 1

related o post anesthesia unit (PACU) monitering
and care provided for 1 of 1 (#1) patient requiring
emergency transfer to an acute care facility.

Review of medical record #1 revealed that the
patient was admiited to the facility for an abortion
procedure (surgical removal of the contents of the
uterus fo end pregnancy). The surgeon’s
documentation reflected a complication (possible
perforaticn of the uterus) was identified during the
surgical procedure. The procedure was
immediately stopped. The patient remained
stable without active bleeding. The surgeon made
arrangements for the transfer of the patient to a
local acute care hospital for further evaluation and
treatment. The anesthesia record indicated that
the patient was transferred from surgery to the
post anesthesia care unit (PACU). The PACU
record lacked documented evidence of ongoing
menitoring of the patient prior to the arrival of the
emergency medical services (EMS). The record
also lacked documentation related to the time of
arrival of EMS, transfer of patient's care to EMS
and the condition of the patient at the time of
transfer from the facility to the hospital.

An interview was conducted at 12:00 p.m., in the
Administrator's private office, with the registered
nurse (employee #1) responsible for the patient's
(medical record #1) care, in the PACU. The
interviewee reviewed the patient's record during
the interview and was unable to explain the
missing documentation. Hefshe remembered
providing care for the patient, but was unable to
recall completion of the documentation. He/she
stated that the patient was continuously menitored
and remained stable until the transfer of care to
the EMS staff. The interviewee confirmed that
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there was no documentation in the record to
reflect care and monitoring of the patient in PACU
or documentation related the arrival and transfer of
the patient's care to EMS.

290-5-33-.15(5)
HOUSEKEEPING,LAUNDRY , MAINTENANCE

(5) Arecognized method of checking sterilizer
performance shall be adopted.

This Rule is not met as evidenced by:

Based on review of facility policy, sterilization
temperature logs, facility tour and employee
interview it was determined, that the facility lacked
documented evidence that required autoclave
(equipment used for sterilization of surgical
instruments) temperatures had been reach for
effective sterilization of surgical instruments.

Findings were:

Facility policy entitied Autoclave Procedure 15.4
revealed that two autoclaves were located in the
sterilizing room. The policy required the
autoclaves to reach a temperature of 270 degrees
fahrenheit (F) for effective sterilization of surgical
instruments.

Atour of the facility was conducted at 1:50 p.m.
with the facility's Administrator and the cperating
room technician (employee #4). Two autoclaves
were cbserved in the sterilization room. Employee
#4 confirmed that both autoclaves were used for
the sterilization of surgical instruments.
Sterilization temperature log from 07-01-11 to
11-21-11 for both autoclaves (autoclave #1 and
autoclave #2) were reviewed. Documentation on
the logs reflected that the autoclaves had only
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reached a temperature of 229 degrees F.
everytime they were checked during this time
period. The Administrator and employee #4
confirmed that facility policy required the
autcclaves fo reach a temperature of 270 degrees
F for effective sterilization. They were unable to
explain the discrepancy between the required
temperature and the temperature decumentation
on the logs.

290-5-33-.22 WAIVER OF RULE

The Department may waive any rule for a stated
period of time when it is shown that the specific
rule is not

applicable or when a waiver is needed to permit
experimentation and demonstration of new and
innovative

approaches to the delivery of services which will
not jeopardize the health and safety of the
patients, staff or others utilizing the center.
Resulis of such experimentation and
demonstration projects shall be submitted to the
Department as prescribed by the plan under
which the waiver is approved. The Department
shall maintain a record of and make available to
interested persons information on all waivers
granted under this rule.

This Rule is not met as evidenced by:

/Based on review of conditions required by the
Department for Waiver of Rule 290-5-33-.10(f),
staff interviews and patient observation, it was
determined that the facility failed to comply with
one of the conditions or alternative standards
required for granting and continuation of the
wavier.

Findings were:
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Condition #1 of Waiver of Rule 200-5-33-.10(f)
(requirement for an elevator for ambulatory
surgical services provided in multistory buildings)
granied by the Department 08/30/2005 until
08/31/12 required that the facility will assess the
patient's condition at the time of discharge and
determine the type of assistance and the number
of escorts needed to help the patient safely down
the stairs. The facility will be required to maintain
evidence of this assessment of patients, which will
be provided to the Department upon request. At
least one escort will accompany each patient
down the stairs upon discharge.

At 10:00 a.m. a patient was observed leaving the
facility post procedure. The PACU supervisor
(employee #1) talked with the patient in the
waiting room prior to the patient's exit from the
building. The patient walked down a flight of
eighteen (18) stairs with a companion/designated
driver, unaccompanied by facility staff escort. The
patient and the companion/designated driver
exited the building without staff escort and walked
in the parking lot to their private vehicle.

An interview was conducted with the PACU
supervisor (employee #1) at 12:00 p.m. in the
Administrator's private office. The interviewee
stated that he/she did not routinely escort patients
down the stairs at discharge. He/she stated that
it was his/her understanding that it was alright to
discharge the patient at the door and allow the
patient to walk down the stairs with his/her driver.
The interviewee confirmed that he/she was not
aware of the waiver requirement for facility staff
escort to accompany each patient down the stairs
upen discharge from the facility.
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An interview was conducted with the Administrator
at 3:30 p.m. in his/her private office. The
interviewee stated that he/she had instructed the
staff not to escort the patients out of the building
at discharge. The decision was made for staff
safety after a staff member became involved in a
patient/ family altercation at discharge.
|
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At the time of the survey, Atlanta Women’s
Medical Center was in compliance with Chapter
290-5-33, Rules and Regulations for Ambulatory
Surgical Treatment Centers, as the result of a
State licensure survey.
|
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INITIAL COMMENTS
AMENDED

At the time of the survey, Atlanta Women’s
Medical Center was not in compliance with
Chapter 290-5-33, Rules and Regulations for
Ambulatory Surgical Treatment Centers, as the
result of a State licensure monitoring visit. The
following deficiency is being written as a result of
that survey.

290-5-33-10(f) PHYSICAL PLANT &
OPERATIONAL STANDARDS

Ambulatory surgical services provided in
multistory buildings shall be accessible by an
elevator of adequate size to accommodate a
standard wheeled litter patient and two
attendants. A stairway or ramp of adequate
dimensions shall be available for transfer of a
patient in case of power failure.

This Rule is not met as evidenced by:
AMENDED

Based on facility documentation, observation, and
staff interviews, it was determined that the facility
failed to provide an elevator of adequate size to
accomodate a standard wheeled litter patient and
two attendants.

Findings were:

An unannounced monitoring visit was conducted
at 9:00 a.m. on 10/15/2012. Surveyors entered
the premises through an cpen door and walked
up the stairs to the entrance. No operable elevator
was observed in use. At the top of the stairs was
a locked door that required a button to be pressed
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to allow entry from the staff that was inside.

The Surgical log for the year 2012 was requested.
Review of the facility's surgical log revealed that
surgical procedures were performed as follows:
Thirteen (13) procedures were performed on
10/10/12, twelve (12) procedures were performed
on 10/11/12, eighteen (18) procedures were
performed on 10/12/12 and thirty-five (35)
procedures were performed on 10/13/12.
According o documentation in the log,
seventy-eight (78) surgical procedures had been
performed 10/10/2012 through 10/13/2012.
Surveyors also reviewed six (6) medical records
during the survey.

During an interview on 10/15/12 at 10:15 a.m. in
the facility's break room, the facility's Administrator
(personnel file #1- interview only), Director of
Nursing (personnel file #2- interview only), and
Business Office Manager (personnel file #3-
interview only) confirmed that surgical procedures
were still being performed and were also
scheduled for the week of the on-site monitoring
visit.
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Ambulatory surgical services provided in
multistory buildings shall be accessible by an
elevator of adequate size to accommodate a
standard wheeled litter patient and two
attendants. A stairway or ramp of adequate
dimensions shall be available for transfer of a
patient in case of power failure.

This Rule is not met as evidenced by:
AMENDED

Based on facility documentation, observation, and
staff interviews, it was determined that the facility
failed to provide an elevator of adequate size to
accomodate a standard wheeled litter patient and
two attendants.

Findings were:

An unannounced monitoring visit was conducted
at 9:00 a.m. on 10/15/2012. Surveyors entered
the premises through an open door and walked
up the stairs to the entrance. No operable elevator
was observed in use. At the top of the stairs was
a locked door that required a button to be pressed
to allow entry from the staff that was inside.

The Surgical log for the year 2012 was requested.
Review of the facility's surgical log revealed that
surgical procedures were performed as follows:
Thirteen (13) procedures were performed on
10/10/12, twelve (12} procedures were performed
on 10/11/12, eighteen (18) procedures were
performed on 10/12/12 and thirty-five (35)
procedures were performed on 10/13/12.
According to documentation in the log, °
seventy-eight (78) surgical procedures had been nl
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performed 10/10/2012 through 10/13/2012.
Surveyors also reviewed six (6) medical records
during the survey.
During an interview on 10/15/12 at 10:15 a.m. in
the facility's break room, the facility's Administrator
(personnel file #1- interview only), Director of
Nursing (perscnnel file #2- interview only), and
Business Office Manager (personnel file #3-
interview only) confirmed that surgical procedures
were still being performed and were also
scheduled for the week of the on-site monitoring
visit.
|
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AMENDED

At the time of the survey, Atlanta Women's

Medical Center was in compliance with Chapter

290-5-32, Rules and Regulations for Abortions, as

the result of a State licensure monitoring visit.
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INITIAL COMMENTS

At the time of the survey, Summit Medical
Associates was not in compliance with chapter
290-5-33, Rules and Regulations for Ambulatory
Surgical Treatment Centers, as a result of
complaint investigation #GA00105953. Allegation
not substantiated. The following deficiency was
written as a result of the survey process.

290-5-33-.22 WAIVER OF RULE

The Department may waive any rule for a stated
period of time when it is shown that the specific
rule is not

applicable or when a waiver is needed to permit
experimentation and demonstration of new and
innovative

appreoaches to the delivery of services which will
not jeopardize the health and safety of the
patients, staff or others utilizing the center.
Results of such experimentation and
demonstration projects shall be submitted to the
Department as prescribed by the plan under
which the waiver is approved. The Department
shall maintain a record of and make available to
interested persons information on all waivers
granted under this rule.

This Rule is not met as evidenced by:

Based on review of conditions required by the
Department for Waiver of Rule 280-5-33-.09 (4),
medical record, policy and procedure, call log, and
staff interview, it was determined that the facility
failed to comply with one of seven (#2) conditions
required for granting and continuation of the
waiver.

Findings were:

Review of Condition #2 revealed that the facility
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was required to provide the patient with a
twenty-four (24) hour emergency telephone
contact number that would be operational when
the facility is closed which would put the patients
in touch with a facility nurse with whem the
patients could discuss unusual symptoms which
might require medical intervention prior to the
facility's regular business hours. The facility would
need to maintain documentation of the profocols
that the facility nurse would use to assess whether
the patient, who was admitied for a twe (2) day
procedure, should return to the facility prior to
regular business hour for evaluation and/or
treatment by a physician and evidence that the
nurse manning the heotline was trained
appropriately to use the protocols and handle the
emergency the telephone calls.

Review of facility policy #ADMIN 071499, entitled
"Answering Service Protocol” last revised
07/124/09, revealed that after hours medical calls
will be forwarded by the answering service to the
on call staff. The policy indicated what
signs/symptoms required notification to the on call
staff. The policy lacked evidence of a nurse being
involved in any of the after hours calls.

Review of the the facility's call log for the past
three (3) months (January-March) revealed that
after hours calls received from patients were being
respended to by a medical assistant. One (1) of
the calls was in regard to a patient (#9) seeking
advise regarding symptoms related to a two (2)
day procedure.

Review of the medical record for patient #9
revealed that the patient had a two (2) day
procedure and placed an after hours call (1:25
a.m.) to the facility for advise regarding symptoms
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related {o the procedure. The record indicated that
the patient talked with employee #2, a medical
assistant (MA), who instructed the patient to take
pain medication. The medical assistant, according
to the documentiation, spoke with the patient's
physician and the physician suggested that the
patient not return to the facility unless the patient
experienced contractions. The MA called the
patient's caregiver with the physician's
instructions.

An interview was conducted at 1:55 p.m. on
3/10/12 in the facility call center with the
Administrator. The interviewee related that
employee #2 was assigned to receive after hours
calls, including emergency calls and calls related
to concerns/complications with the two (2) day
procedure. Patients were instructed to call the
answering service phone number. The answering
service then contacted employee #2 to follow up
with patient's concerns. The Administrator stated
that employee #2 was a medical assistant.
Additicnally, the administrator related that he/she
also received after hours calls if the medical
assistant was not available. In a later interview at
3:30 p.m. on 3/12/12, the Administrator confirmed
that the contact person for patient #9 was not a
nurse and alse confirmed that after hours calls for
the facility had not been assigned tc a nurse.

Corrective action received from the facility
Administrator on 03/12/12: Effective immediately,
the facility will have a Registered Nurse to respond
to all after hours calls from patients who were
receiving two (2) day procedures. The Medical
Director will conduct training on 03/13/12 to
ensure that the facility protocols were followed
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regarding after hours calls.
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U 000 INITIAL COMMENTS £ 000

At the time of the survey, Summit Medical

Associates was in compliance with Chapter

290-5-33, Rules and Regulations for Ambulatory

Surgical Treatment Centers.

|
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| equipped, and maintained to assure the safety of .
i patients and personnel.

} This RULE s not met as evidenced by:

. Based on the facility policy and procedures,

| observation.and staff interview, it was determined
i that the facility failed to maintain construction and
; equipment to assure the safety of patients and

. personnel.

; Findings were:

I Review of the facility policy entitled Title:
Sanitation Policy For The Procedure Room Suite,

t Policy Number: Nurs 10082-D, reviewed 1/4/2013

revealed that acceptable sanitation techniques

, would be used by all personnel to reduce the

| possiblity of infection to patients and staff.

: Further review of the policy reveled that horizontal

 surfaces of tables, equipment, overhead lights

\ and other celling and wall mounted equipment

| would be damp dusted with germicide.

i During a tour of the facility's surgical suite

i between 10:40 a.m. and 12:30 p.m. on 7/18/2013

» with the facility Assistant Administrator (employee

i file #8), the surveyor observed the following:
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: (B\ COMPLETED
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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o4 SUMMARY STATEMENT OF DEFICIENCIES i D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX . (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG | caossaEFEREggEl% 'Eg g":jE APPROPRIATE DATE
; !
U 000! Initial Comments. U 000 U 900 :
; INITIAL COMMENTS
 Atthe ‘time of the su_rvey, Summit M_Edicai " |Summit Medical Associates strives to provide quality, '
. Associates was not in compliance with Chapter compassionate ¢ae to our patients. The care and safety |
' 111-8-4, Rules and Regulations for Ambulatory g&’ gr ﬁi:ﬂts Is of uTost priority andﬁs suc&k; ::tummit
H Ca! sociates endeavors to meet a stan 5.5¢6t
Su rglc_al Treatment Cenfﬁ_’;s ! falsl the. rezu !;‘ o.f a . forth by the Georgla Departmeht of Community Health,
: State licensure survey. The following deficiencies Summit Medical Associates welcomes the opportunity to
| were written as the result of that survey. address these deficicacies by implementing the following
i corrective actions: i u
U1007' 111-8-4-.10(g) Physical Plant and Operational U1007  lyqe07 |
SS C! standards. PHYSICAL PLANT AND OPERATIONAL oA
! STANDARDS |
i All procedure rooms shall be constructed, CORRECTIVE ACTION

Maintaining a clean and safe environment has always been a
priority &t Summit Medical Associates.

- Over the past several weeks, the fcility has had ceiling
leaks in multiple locations due to problems caused when a
new surgical center was built out upstairs. Plumbers have
hed to make numerous visits, removing ceiling tile to access
the plumbing pipes overhead, In some instances, the ceiling
tiles were chipped in the process. The building management
was notified and was working closely with the facility to
replace the tiles.

- A meeting was held with the janitorial service
Tepresentative to stress that a higher level of cverall cleaning,
must be delivered per contract. The janitorial closet was
better organized to reduce clutter, -

- A new ulirasound machine will be ordered.

-'The small section of chair rail on the wall outside of exam
room #2 has been caulked and repainted.

- The staff has been in-serviced to properly cover all opened
supplies, and to discard any stained finen.

- The cardboard covering the vent in the biohazard was
limmediately removed.

- The intubation set up tray has been placed in a covered
container.

e

- Going forward, the Administrator and DON or OR,
Supervisor will conduct a weskly facility inspection dnd
complete a newly developed Facility Tnspection

checklist that will cover all areas. The Admimistrator.end
Medical Director will conduet monthly Facility Inspectitns.
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) Y CROSS-REFERENCED TO THEAPPROPRIATE . DATE
. : DEFICIENCY) :
U1007 | Conti u1c07
007 | ntinued From page 1 NMONITORING
| Brok ili iles and cracks in ient's The weekly and monthly check Iists will be included as part
bathg:)g]emng t nd in the patient of the monthly AdministrativeReport sent to the Governing
. o Body monthly. Surmit Medical Associates has appointed
» Dust in the.pre-op room, the Janitpnal closet was an Executive Director who will conduct annonnced and
¢ cluttered with soiled mops and pails unannounced site visits on at least a semi-annual basis to
TTe sonogram machine in the sono room was ensure total compliance to the fac:hpes’ protocels ai_ well as
cracked with farge openings and chipped along the standards se forth by the Georgia Deparment o
ommunity Health.
the keyboard
The wall outside of exam room #2 was a broken j
chair molding with exposed sharp wood ;
An uncovered cart with exposed sanitary napkins
The vent in the Biohazard room was taped off
with cardboard
The operating room supply cart was covered with
soiled/stained linen
The intubation tray set up on the counter ina
| patient's bay was covered with a chuck (large pad
used to place under patients to absorb .
fluids/secretions) |
1 rusted, dirty silver looking food tray wrapped j
with aluminum foil i
Damaged celling tiles in the Recovery room :
Torn stretchers in the recovery room !
The Assistant Administrator confirmed all :
findings. l
U1501! 111 —8-4- 1 5(2) Housekeeping, Laundry, Maint, u1s01  [U1501 : B\ar\\\g
STERILE SUPPLY
Laundry service shall be provided. Separate 'CORRECTIVE ACTION
. space and faciiities shall be provided for The facitity Wfﬂl comtract with aur;;umde corel;ip;ny g:}gmwde
receiving, sorting, and storing soiled laundry, and linen service for its patients. Farther, covered laundry garts
' ’ de th
for the sorting, storing and issuing of clean }fi‘;igem ordersd to house the lasndey once tasids fre
Iaundry, if reusable items are utilized.
An educational in-service was conducted o re-train staif o
infection control with emphasis on the importance of
inspecting all linen for Betadine or any other type of stain,
This RULE s not met as evidenced by: Any linen that has such stains will act by Uaci a this facility.
Based on the facility policy and procedures, A copy of the in-service has been placed i ployesy
observation, and staff interview, it was training mamal, t e d
: determined that the facility failed to maintain
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U1501! Continued From page 2 U1s01  |MONITORING
i The Administrator and DON will conduct weekly random
separation between clean and soiled laundry. spot checks of the linen nsed in the facility. Any laundry that

zn;ﬂs inspection will dot be used. The Administrator will
- cument (= I

Findings were: include ﬁé‘fﬁ??ﬁﬂ mﬁﬁmﬁm
Report sent to the Goveming Body each month.

Review of the facility policy entitled Title:
Sanitation Policy For The Pracedure Room Suite,
: Policy Number: Nurs 10082-D, reviewed 1/4/2013 .
revealed that acceptable sanitation techniques
would be used by all personnel to reduce the i
possibility of infection to patients and staff.
Further review of the policy reveled that reusable
i linens, soiled or not would be ptaced in laundry :
bags and closed. |

During a tour of the facility's surgical suite
between 10:40 a.m. and 12:30 p.m. on 7/18/2013 !
with the facility Assistant Administrator (employee i
file #8), the surveyor observed laundry-supplies in :
the laundry room. Those supplies included Arm |
and Hammer detergent and Clorox liquid. The :
Assistant Administrator was asked if those
products were used to wash the facility's
contaminated linen and he/she stated that was
the products used. Further observation in the
laundry room revealed uncoverad clean linen
positioned next to a garbage can and soiled linen
was positioned next {o dirty linen.

During an interview at 2:45 p.m. on 7/18/2013 in

the facliity office, the Administrator (employee file !

#7- interview only) was asked if the facility ;
!

taundered their own linen, and he/she stated that
the linen was laundered on site. The
Administrator was asked if he/she used
commercial grade laundry cleaning products (for .
hospital use) for the the facility's linens. The i
Administrator stated that he/she did not, and
: asked if it was necessary fo do so. The

|
| Administrator was asked if he/she knew what the °
: temperature of the water that was being used to n lte

i
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U1501 | Continued From page 3 L1501 :
launder the facility's linen, and he/she stated that |
hefshe did not know what the temperature of the E
wash water that was being used to launder |
contaminated laundry. |

|
The Administrator confirmed all findings. |
. . 01503 ?

lé 1S 5%3 111-8-4-.15(4) Housekeeping, Laundry, Maint, U103 | pouserEERING, L AUNDRY, MAINTENANCE, 5?5\\6\‘6
Sterile Supply. STERILE SUPPLY e
Special precaution shalt be taken to ensure that CORRECTIVE ACTION

PO . A traffic cone (nsed by one the building workers) was
sterile instruments and _SUPP lies are kept inadvertently placed on the fioor just inside the deor of the
separate frorq non-sterile instruments and supply area. All staff has been in-serviced to be alert for any

; supplies. Sterilization records shall be kept and items out of place, and to keep such items out of the supply
 sterlle items shall be dated and utilized, based on ToOI.
established procedures. MONITORING
IContinued educational in-services on infection contro! for all
staff will be conducted and results documented in the staff
This RULE is not met as evidenced by: ﬁammu " ;ft;g%boghk A“;;;l;liy ;:i mﬂzlzlthhlg Esgl%t_im willb:
. - condu v the s iy edical Director, an
Eg::rdv;’tri‘;:eaf:‘g'gg f??:lit%y nﬁgi %;‘::::“resl the Physical Plant Fnspection Checklist completed to ensure
: 1 I il . compliance. Results will be documented in the
determined that the facility failed to ensure sterile Administrator’s monthly report and seat to the Governing
supplies would be kept separate from non-sterile Body cach month. i
supplies.
Findings were: .
i
Review of the facility policy entitied Title: ;
Sanitation Policy For The Procedure Room Suite, ‘
Policy Number: Nurs 10082-D, reviewed 1/4/2013
revealed that acceptable sanitation techniques
would be used by all personnel to reduce the |
possibility of infection to patients and staff. |
During a tour of the facility's surgical suite :
between 10:40 a.m. and 12:30 p.m. on 7/18/2013 {
with the facility Assistant Administrator (employee |
file #8) the surveyor observed a dirty traffic cone; ® |
sterile and non-sterile supplies stored in the same Un lte d
| area. ,
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U1503 | Continued From page 4 L1503
The Assistant Administrator confirmed the
findings.
U1600 !q B\
U1600| 111-8-4-.16 D 0 and Dispensing. U1600 - :
88 G 11 fug Storage P g DRUG STORAGE AND DISPENSING i
Each center shall provide adequate space and CORRECTIVE ACTION
equipment and staff fo assure that drugs are Patient safety is of utmost importance to Summit Medical
stored and administered in compliance with State ﬁ;‘;ﬁ:ﬁ; ?ﬂnumls Isltave been c%n-serv_iced ﬁxﬁe d
., oI properly storing and securing 2 I
and Federal laws and regulations. mediations atthe cad of ack.oinic per Sarmit's ootosols.
_ a8 well as remaining in compliance with State and Federal
Authority O.C.G.A. Secs. 31-2-4 et seq. and laws azd regulations.
. 31-7-1 et seq.. Administrative History. Original MONITORING
H n H H "
F.m1e entified "Drug Sto"age and .DlSpensmg was The Recovery Room Daily Checklist will be revised to
filed on January 22, 1980; effective March 1, include a section for the mmrse to indicate that all drugs and
1980, as specified by the Agency. medications have been securely locked. Any adverse
! findings can result in disciplinary action by the facility
; This RULE is not met as evidenced by: Eﬁi“‘::;‘-c hgelﬁmffﬁgﬁdmﬂ cdonﬂt;;l
! . 5 and mo
 Based on the facility policy and procedures, Facility Plant lospection Checklit, Results willbo
observation and staff interview, it was determined documented and included in the Administrator’s Monthily
that the facility failed to assure that medications Checkdist and sent to the Governing Body for review. As an
were stored in compliance with State and Federal :giﬂ‘;ﬂ:d’msm’ th:ﬂi’;:g“t.‘t"e ].)‘.‘;"t"r.w”] °°;d“°t_ _
laws and regulations. ensuze compliance, el o spect thaclnioto
Findings were: 1
| Review of the facility policy entitied Title: Labeling
i Pre Drawn Medications, Policy number
ANES010197, reviewed 1/4/13 revealed that filing !
and [abeling all containers of drugs that were to g
be administered, and to be accountable for all |
pharmaceutical materials. ;
During a tour on 7/18/2013 between 10:40 a.m. to !
12:35 p.m. with the Assistant’ Administrator ;
(employee file #8- interview only), a one (1) liter |
bag of intravenous (V) fiuids labeled with Pitocin |
{medication that induces contractions in the P
uterus) was observed hanging in the surgical Un lte d
suite. ,
State of GA Inspection Report . I - I
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U1600| Continued From page 5 U1600 Jx
|
During an interview at 2:30 p.m. on 7/18/2013 in i
! the facility office, the facitity Administrator ;
(persannel file #7-interview only) stated that the i
nurses should have disposed of the bag of IV |
fluids at the end of the work day.
The Administrator and the Assistant Administrator
confirmed the findings.
i !
|
f ;
i
|
;
!
|
1
é
|
)
!
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V 000: Opening Comments V 000
At the time of the survey, Atlanta Women's
Medical Center was not in compliance with
Chapter 280-5-32, Rules and Regulations for
Performance of Abortions After the First
Trimester of Pregnancy and Reporting
Requirements For All Abortions, as the result of a
State licensure survey.The following deficiency
was written as a result of that survey.
- Carrective Action: ot filing the Gerti . 8/28/13
- - ‘ The internal process for filing the Certificate o
V 030 290-5-32-,03(1) Procedure for Filing Certificate of | V 030 Abf,,ﬁon haspbeen updated fo include defined
$S=A| Abortion roles and responsibilities of staff members that
will be held accountable for filing the ceriificates
In additior to the medical records requirements of of abortion. Additional documentation has been
Chapters 290-56 and 290-5-33 of the Rules and adde‘:.:" de'?s“[r%?" abortion procedures have
Regulations of the Georgia l?e.p artment of ?i?xn“l'll%l,’ I\rilhc':ol:k;ge-et“ o be used internally
Human Resources, the physician who performs has been Instifuted and will be used by staff to
the abortion shall file with the Commissioner of complete filing.
Human Resources or- designes, within ten + A column has been added to the Post-
(10) days after an abortion procedure is - anesthesia Care Unit (PACU) Log for staff to
performed, a Certificate of Abortion. It is indicate a °°mg'3ted 5#2"“'53'0“" ﬁrl:r:ig of each
expressly intended that the privacy of the patient abortion procedure performed sach day.
shall be preserved and, to that end, the Staff Education:
Cerfificate of Abortion shall not reflect the name Staff members responsible for filing the
of the patient but shall carry the same facility certiﬂcat_g_sl_ff ?bortion_fha;e bee;'l aesr\?llgge(ide
i ifvi responsibility for specific days of s .e.
numbef, 01" Dther'ldentlfymg number _reftected on Wed, Thurs, Fri, Sat) and were trained on the
the patient's medical records. A duplicate of the updated procedures and documents to ensure
Cerlificate of Abortion will he made a part of the that all records are filed within the required 10
patient's Medical record and neither the aforesaid day time perlod,
duplicate certificate nor the Certificéte of Abortion o
which is filed with the Commissioner or his Menitoring: il be reviewsd und
designee shall be revealed to the public unless Ejggn':’;‘lg# Ol;f’gl"i'n"i’ﬂ e e 10
the pghent executes a proper authorization which days. Random chart reviews wil continue to be
permits such a release or uniess the records conducted as part of the Quality Assurance -
must be made available to the District Attorney of * process to ensure that "Proof of Filing” form is
the Judicial Circuit in which the hospital or health included in medical chart. Staff members will be
facility is located as provided by :gef?: ;g;oggﬁgg{gg ?nAvb;irt:;ggO;:; EZ.‘.’:.Z Policy
H T or 1
Code Se.d'on 18-12-141 (d) of the Official Gode termination of duties, and possible termination
of Georgia Annotated. of employment.
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V030

Continued From page 1

_ Repealed: F. Dec. 18, 2012; eff. Jan. 7, 2013.

This REQUIREMENT is nof met as evidenced
by;

Based on review of Georgia Code, 0.C.G.
16-12-14, medical record reviews and staff
interview it was determined that the facility failed
to’ensure that the Certificate of Abortion was filed
with the Department for two {2} of ten {10)
sampled medical records {#s 2 and 8),

Findings include:

Review of the current Georgia Co'cle, 0.C.G.
16-12-14 on 8/9/2013, revealed a requirement
that the physician who performs an abortion file a
Cerlificate of Abortion with the Commissioner of
Community Health within ten {10) days following
the abortion procedure.

1. Patiant #2, abortioh was completed on
the Commissicner of Community
Health notification wa ‘
W&, abortion was completed on

the Commissioner of Community
Health notification wa

Interview on 8/9/2013 at 6:30 p.m,, the
Administrator confirmed the findings.

V030 '

Respensible Persons;

Assignad Staff Members and Clinic
Administrator
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(X4)iD SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETE
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. DEFICIENCY)
U Q00 Initial Comments. U ooo
A State Licensure survey condicted on 8/9/2013 .
at Atlanta Women's Medical Center, was not In
compliance with Chapter 111-8-4, Rules and
Regulations for Ambulatory Surgical Treatment
Centers, as the result of a State licensure survey.
't The following deficienciss were written as the
result of that survey,
V1005 111-8-4-.10(e} Physicat Plant and Operational U1005 Corrective Action: 1054713

$8=G| Standards.

Entrances for patients shall be connected to the
public right-of-way by a hard-surfaced,
unobstructed walkway in good repair.
Handicapped patients confined {0 a wheel chair -
or otherwise impaired shall be able to access the
center building without elimbing any staits or
steps. A ramp with handralls over existing stairs
or steps may be utilized in meeting this
requirement, A hard-surfaced, unobstructed road
or driveway for use by ambulances or other
emergency fire or police vehicles shall run from at
least ane entrance of the building to the public
right-of-way. The dooiway of such entrance shall
be immediately adjacent to the road or driveway.

This RULE is not met as evidenced by:

Based on observation, it was determined that the
facility failed to provide for handicapped patients
confined to & wheelchair or otherwise impaired to
access the facility without climbing any stairs or
steps

Findings inciude:
'Observation on 08/08/2013 at 9:00 a.m. revealed

two (2) parking spaces labeled with the blue
handicapped symbols (wheelchair) paintad on the

On Sept. 16, 2013, Administrator contacted
the property owner to nofify it of the parking
violation and request purchase of "No
Parking” signage. On Sept, 17, 2013, a
property owner representative sent receipt of
purchase of signage to AWMG Clinic
Administrator with expected delivery date of
Sept. 27, 2013. "No Parking” signage will be
installed, visible to the public, prohibiting any
parking that would block access to the ramp.

" in the event & vehicle parks illegally in that
spot, a towing company will be called to
remove the vehicle.

Staff Education:

AWMC staff and contractors and first floor
building tenants were notified of this pariing
enforcement regarding the striped area in front
of the sidewalk ramp on Sept. 18, 2013, All
were informed that signage prohibiting parking
in this area will soon be posted,

Meonitoring:

AWMC Security Officer will report any visible
parking violations to AWMC Clinic
Administrator, who will notify property owners
to handle appropriately.

Responsible Persons; -
AWMC Security Officer and AWMC Clinic
Administrator
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060-011 B. WING 08/09/2013
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(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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' DEFICIENCY)
U1005| Continued From page 1 u1005
pavement. Confinted observations revealed a
ramp that was level with the pavement and the
sidewalk located between the entrances of two N
businesses. The ramp was painted with white :
stripes to indicate no parking ( the ramyp was to
be used for wheelchairs to maneuver the curb). A
large size black car was parked In the stripped
area completely blocking the ramp, thus
preventing handicapped patients confined fo a
wheelchair, ambulances with stretchers, and
emergency vehicles such as fire and/ar police,
easy access to the facility.
i - Flrst Corrective Action; Immediate
L1006 111-8-4-,10(F) Physica! Plant and Operational U006 In order to ensure that AWMC's lack of elevator

§3=G|{ Standards.

Ambulatory surgical services provided in
muttistory buildings shail be accessible by an
elevator of adequate size to accommodale date a
standard wheeled litter patient and two
attendants. A stairway or ramp of adequate
dimensions shall be available for transfer of a
patient in case of power failure.

This RULE s not met as evidenced by

Basged on abservation and staff interview, it was
determined that the facility faited to provide an
elevator for patient transport to the second floor
an which the ASC is located.

Findings include:

Observation on 8/8/2013 at 8:30 a.m. revealed
entrance to the premises through an open door
and up a flight of eighteen steps o the enirance
of the center, There was no evidence of an
elevatar on the premises.

personal escort and a clinic staff memb
the patient to her transportation.
patients (n the Staff Escort Log,
but who have been determined to need

assistance to safely navigate the stairs

member.

canfer is via a stairway.

access does not adversely affect patient safety (these are

« Following her procedure, a patient receiving IV
sedation will be escorted down the stairs by her

+» The patient's personal escort will accompany -~
+ All staff escorts will document the escorting of
* Patients who have not received IV sedation

be escorted down the stairs by a clinic staff

« If a patieni must be transferred to another
facllity, the clinic administrator or a designee wilf
call the ambulance service to arrange for
fransfer and alert the-operator that the center is
on the second floor and that access to the

or care, AWMC will camply with the following ongoing

policies and procedures: practices

» Patients who recelve IV sedation will be already in

accompanied to the center by a personal place prior

escort. fo the i
inspection) )

erl.

will also
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State of GA, Healthcare Facility Regulatio&ision . '
STATEMENT OF DEFICIENCIES | (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORREGTION {DENTIFICATION NUMBER: A BUILDING: ™ COMPLETED
060-011 B, WING 08/09/2013F .

NAME OF PROVIDER OR SUPPLIER

ATLANTA WOMEN'S MEDICAL CENTER

STREET ADDRESS, CI'I:Y. STATE, ZiF CODE

235 WEST WIEUCA ROAD
ATLANTA, GA 30342

©pA)ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {%8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
U1006| Continued From page 2 U1008 + Prospective patients will be notified that AWC
. is on the second floor and that access fo
Interview on 0B/0912013 at 6:00 p.m., the AWMG is via a stairway. Such nofification will
Administrator acknowledged that there was not be documented in patient appoiniment notes.
an elevator in the facility. '
acility + The center will maintain in its file a statement
- signed by its current medica! director that in
U1502 111-8-4-,16(3) Housekeeping, Laundry, Maint, U1502 histher medical judgment, walking down stairs .
$8=G| Sterile Supply. following surgery presents minimal, if any, risk
to the patient.
There shall be adequate space and facilities for Staff Education:
receiving, packaging and proper sterilizing and Staff Meeting for review of procedures Oct. 9.
storage of supplies and equipment, consistent
with the services fo be provided. Menitoring:
N Administrator will perform periodic quality
assurance checks to ensure policies are heing
. . N followed.
This RULE is not met as evidenced by:
Based on observation of the facility’s surgical Responsible Party
suite, review of facility's policies and procedures Administrator
and staff interview, it was determined that the . Second Coractive Adit
it ; s econd Correclive Action:
fatcﬂtty failfed to tlansuredproper stenth?ln% and No From the time this facility was first licensed in
storage of supplies and equipment for four (4) of 1894 until last year, the Department Unknown
four (4) pataents continuously granted AWMC variances frorm the -
elevator requirerment, The most recent of those
Finding incmdg; variances expired in 2012. We have applied for
a new varlance from the elevator requirement
: . and are currently in the midst of pending
Ob;_er}fatlon or! 8/8/2013 at 3:30 p.m. of the proceedings on that matter — on 9/13M3, we
facﬂllty s operating room #'1 revealed four (4} filed a new variance request, adding additional
surgical cervical dilators {instruments used to alternative standards, and we are also in the
open the lower portion of the uterine cervix)ina midst of administrative proceedings regarding
cabinet drawer with visible moisture inside the two earlier-filed requests. Additionally, we are
packages in the process of seeking a settlement
: conference with the Department to fry and
. . i . reach a suitable resolution agreeable to all. Our
Review of facility's policy and procedure entitled, plan for compliance is to pursus each of these
"Autoclave & Sterilization”, no policy number or avenues with the goal of finding a feasible
date, revealed that both autoclaves were to reach means of compliance that is acceptable to the
270 degrees and the cycle continues uniil drying Department,
time was reached. Staff Education:
N - . Staff will be appropriately notified of decisions
Interview on 8/8/2013 at 5:00 p.m., the resulting from the pending administrative {
Administrator confirmed the findings. proceadings and any changes that may he
implemented as a result of such decisions.
State of GA Inspection Report
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U1006 | Continued From page 2 U1008 Monitoring:
) Legal Counsel & Administrator will continue
. Interylew on 08/09/2013 at 6:00 p.m., the monitoring progress of all administrative
Administrator acknowledged that there was not proceedings on this matter.
an elevator in the facility. .
Responsible Persons:
i . Legal Counsel & Clinic Administrator R
U1802) 111-8-4-.15(3) Housekeeaping, Laundry, Maint, U1502 ]
§8=G| Sterile Supply. Comective Action: : 8/30/13
Nurse Coordinator reviewed appropriate
e sterlization techniques and monitering with the
Ther_e_s_hal[ be adgquate space and f.a.c!['tles for Medical Assistant who performs instrument
receiving, packaging and proper sterilizing and sterilization.
storage of supplies and equipment, consistent I
with the services to be provided. Autoclaves were sent to preventative.
maintenance vendor for thorough cleaning and
new filters to ensure propar working order.
This RULE is not met as eVi‘.jen,L:'eg by. . Autoclave policy and procedure reviewed and
Based on observation of the facility's surgicai date noted on policy.
suite, review of facility's policies and procedures -
and staff interview, it was determined that the Staff Education: .
facility failed to ensure proper sterllizing and g:g;;jtgﬁsgggﬁiﬁa:s‘?ﬁ:g&g {;’gg;; of
storage of gupphes and equipment for four (4) of auloclaves, and accurate monitoring of
four (4) patients. sterilization. Training was documented on B/30.
Finding include: Monitoring: ‘ :
. Sterilization techniques, policies, and
R . procedures will be reviewed maonthiy to ensure
?bﬁ.e ’}’E’t'c’“ 0?. B/8/201 3#?;[ 3:30 Fljg‘f of th: compliance. Nurse Ceordinator will perform
acl '.ty 5 oper_a ing _room \ revealed four (4) staff observation monthly; any required action
surgical cervical dilators {instruments used to will be planned accordingly and reported to
open the lower portion of the uterine cervix) in a Administrator and Quality Assurance
cabinet drawer with visible moisture inside the Committee.’
packages. Responsible Persons:
, S . \ Nurse Coordinator, Administrator & Qualit
Review of facility's policy and procedure entitied, Assurance Committee Y
"Autoclave & Sterilization”, no policy number or .
date, revealed that both autoclaves were to reach
270 degrees and the cycle continues until drying
time was reached. |
s {
Interview on 8/8/2013 at 5:00 p.m., the ‘
Administrator confirmed the findings.,
State of GA Inspection Report P .,_._. T
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060-011 B. WING 08/09/2013
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_ DEFICIENCY)
U1802| Continued From page 3 Lg02
U1902 111-8-4-15(3) Elecical Power. ‘ U1802 | oorretive Action: 10/2/13
o . AWMG will not provide (and do not currently
Centers which utilize general anesthesia shall provide) general anesthesia, making the
provide an emergency electrical system so generator rule inapplicable to the facility.
controlled, that, after interruption of the normal _ AWM has never provided generat anesthesia.

 electric power Supply, an acceptable auxiliary

E tion:
power source is available and capable df bieing Staff Education

Staff in-service scheduled for 10/9 to review

brought into use within ten seconds with sufficient the proper terminology for the levelfiype of
voltage and frequency to reestablish essential . | anesthesia/sedation provided at the center,
in-house services and other emergency which is [V sedation/MAC (monitored
squipment neaded to effecta prompt and anesthesia care) andfor local anesthesia.
efficient transfer of patients to an appropriate Monitoring:
licensed hospital, when needed. Clinic administrator will ensure that all policies
and chart paperwork reflect the appropriate
Authority O.C.G.A. Secs. 31-2-4 et seq. and terminology regarding type of anesthesia
31-7-1 et seq. Administrative History, Original provided at the center.

Rule entitled "Electrical Power” was filed an
January 22, 1980; effective March 1, 1980, as
specified by the Agency

Responsible Persons:
Administrator

This RULE is not metas evidenced by

Based on review of the policies and procedures,
generator log, and staif interview, it was
determined that the faciiity, which has a
generator, failed to produce evidence that the
facility's auxiliary power source, was capable of
being braught into use within ien {10) seconds
following interruption of normal power.

Findings include:
Review of policy entitled, "Generator Testing and

Maintenance”, no date, revealed that preventative
maintenance will be performed twice each year.

Review of the generator logs, failed to reveal
evidence that the generator was tested to assure |
power transfer within ten (10} seconds following
interruption of normal power. . |

Stale of GA Inspectton Report

STATE FORM : 6339 WP1P11 !UManon siget 4of5
for L i fe




State of GA, Healthcare Fac

[ETS WS I PP TP P P

FORM APPROVED

On 08/08/13 at 1:.00 p.m., the Administrator
confirmed the findings.
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{910 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION [+
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFIGIENCY)
U1902| Continued From page 4 u1e02
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OF COMMUMITY HEALTH

Nathan Deal, Governor Clyde L. Reese Ill, Esg., Commissioner

2 Peachtree Street, NW | Atlanta, GA 30303-3159 | 404-656-4507 | www.dch.georgia.gov

August 6, 2013

Ms. Elizabeth Johnson, Administrator
Summit Medical Associates

1874 Piedmont Rd, Ne, Suite 500-E
Atflanta, GA 30324-4869

Dear Ms. Johnson:

The Healthcare Facility Regulation Division acknowledges receipt of your plan of correction
for the deficiencies that were cited as the result of your July 18, 2013 survey. The plan of
correction has been reviewed and accepted as appropriate to correct the cited deficiencies.

If a follow-up visit is not conducted, please be advised that the implementation of your plan of
correction will be monitored at your next on-site visit.

If you have any questions, please contact my office at (404) 657-5440 or write to the address
listed above.

Sincerely,

“TNuaha e Ao

Marsha Fricks, Interim Program Director
Acute Care Programs

Department of Community Health
Healthcare Facility Regulation Division

MF:rf

United
for Life

Health Information Technology | Healthcare Facility Regulation | Medicaid | State Health Benefit Plan
Equal Opporiunity Employer
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Nathan Deal, Governor - Clyde L. Reese |Il, Esg., Commissioner

2 Peachiree Street, NW | Aflanta, GA 30303-3169 | 404-656-4507 | www.dch.georgia.gov

July 23, 2013

Ms. Merriam McLendon, Administrator
Summit Medical Associates

1874 Piedmont Road, NE, Suite 500-E
Atlanta, GA 30324-4869

Dear Ms. McLendon:

Enclosed is a annual Report of Licensure Inspection completed at your facility on July 18,
2013 by surveyor(s) from this office. This report contains one or more violations which must
be corrected.

Your plan to correct these violations should be entered in the right hand column entitled
"Providers Plan of Correction" with a projected completion date entered in the column
"Compietion Date". After you have completed the form, sign and date it in the space
provided, return the ORIGINAL to our office no later than August 5, 2013.

Thank you for the courtesies extended to our representatives during this visit. If | can be of
further assistance, please contact me at (404) 657-5440,

Sincerely,

L]

Marsha Fricks, Interim Program Director
Acuie Care Programs

Department of Community Health
Healthcare Facility Regulation Division

MF:rf

United
for Life

Health information Technology | Healthcare Facility Regulation | Medicaid | State Health Benefit Plan
Equal Opportunity EmployerEqual Oppartunity Employer
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State 6? GA, Healthcare Facility i%tion Division

STATEMENT OF DEFICIENCIES | (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION \\,, (X3) DATE SURVEY
AND PLAN-OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: ﬂ\f\ COMPLETED
044-287 B. WING pearraeRErAOUTY REGg/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1924 CLIFF VALLEY WAY, NE SEP 09 2013
CLIFF VALLEY GLINIC ATLANTA, GA 30329
X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF_ﬁﬁwN > (86
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AC D BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U 000; initial Comments. U000
At the time of the survey, CIiff Valley Clinic was in Corrective Action: Drug ¥ ‘Q , Lf)
substantial compliance with Chapter 111-8-4, iration removal and loagina.
Rules and Regulations for Ambulatory Surgical expiration e g?’ 9
Treatment Centers, as the result of a State The responsibility of checking all
licensure survey. The following deficiency was medications that is shared between
wilten as the result of that survey. all Registered Nurses on staff shall
L1600/ 111-8-4-.16 Drug Storage and Dispensing. uteco | also include checking supplies.
Each center shall provide adequate space and
equipment and staff fo assure that drugs are All Nurses are GXpECt?d to check the
stored and administered in compliance with State area that they are assigned to (Pre-
and Federal laws and regulations. op (exam room), Post-Op (aftercare)
Authority O.C.G.A. Secs. 31-2-4 et seg. and and each OR) for any
31-7-1 et seq.. Administrative History. Original and all expired medications and
Rule entitled “Drug Storage and Dispensing" was . . . d
filed on January 22, 1980; effective March 1, supplies to include test strips an
1980, as specified by the Agency. supplies used for non surgical
This RULE is not met as evidenced by: Services. .
Based on review of the facility's policies and Any pre-drawn normal saline flush
procedures, observations during facility tour and ith 1y Name of
interview, it was determined that the facility failed shal!| be.marked.v.\nth )
to ensure that expired medications were not medication 2) Initials of RN and
available for patient's use. 3) Date drawn. Flushes will be
Findings were: discarded at the end of each shift.
Review of the facility's policies and procedures
entitled Equipment and Supplies, and General
Policy to Prevent Transmission of Infections, last l
revised 09/2009, revealed all medications were ,
checked for expiration dates on a monthly basis :
by a full time registered nurse, |
A tour of the facility with the Clinical Director on
8/6/2013 at 3:30 p.m., revealed the following °
medications were expired and available for

State of GA Inspection Report
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U1600| Continued From page 1 U1600
patient care use:
1) Exam room #2 in a locked wall cabinet: - [3
a. One (1) full box and one (1) partially full box of Staff Ed ion:_Each Nurse upon 8[ q
One Step test fecal occult blood packages (used R ; 4—&
to identify hidden blood in the stool), expired return to c.:llntc “f'" receive a O@’T\ LD
January 2013; and refresher inservice on 4
b. One (1) box of Powdong -lod_lne swabs (used the proper way to check all work
1o prevent surgical wound infections}) expired ;
08/2002. areas, cabinets, and carts for
2) Operating room cart drawer, located in the expired medications and supplies
post-operative area; . .
a. Three (3) boxes each containing Junior to include the proper disposal and
strength acetaminophen 160 mg tab reptacement of each.
pain reliever) expired on 8/5/2013; and oo
b. Seventeen (17) pre- drawn 3 ml syringes _M.QBLtng_ :l'o tansure that all .
contalning a clear fiuid, labeled NS dated 8/5/13. expired medications and supplies
3) Locked cabinet in the in post-operative area: oved fn ien
a. One (1) vial Procainamide HCL 10 m! ( used are rem- ?d c,}m patient care
for treatment of abnormal heart-beats) expired areas within a timely manner, the
04/2013; and _ _ Clinic Director will include an
b. Two (2) Normal Saline IV bags 500 ml (fluid , .  all patient
given in the vein to prevent dehydration andfor o inspection of all patient care areas
administer medication) expired on 04/1/2013. along with the quarterly check of
medication logs.
An interview was conducted in the facility's sible Persons:
post-operative area batween on 8/6/2013 at 3:10 ini i
p.m. with the Clinical Director. He/she confirmed Clinical Director
that the above named medications were expired,
and explained that the one step fecal blood test
swabs were used by the Wellness clinic on their
days of service. He/she stated that the pre-filled
syringes were drawn up by the Certified Nurse :
Anesthetist the day prior to the surgical |
procedures, |
[
State of GA Inspection Report
STATE FORM o100 230011 20f2

forLifé



PRINTED: 08/28/201

. ) . FORM APPROVEL
State otf GA, Healthcare Facility R%ﬁon Division
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
044-287 B. W‘NG 08/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1924 CLIFF VALLEY WAY, NE
CLIFF VALLEY CLINIC ATLANTA, GA 30329
X4 1D SUMMARY STATEMENT OF DEFICIENCIES [[n} PROVIDER'S PLAN OF CORRECTION (%5)
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DEFICIENCY)
V000 Opening Comments V000 | Upon further internal investigation, 8{ e ll b
At the time of the survey,Ciiff Valley Clinic was it was found that the computer
not in compliance with 290-5-32 Rules and system used o file the Certificate
Regulations for Performance of Abortion After the i
ot Tt . on (ITOP forms) was
First Trimester of Pregnancy and Reporting of Ab?ﬂl . ( ) ) .
Requirements for All Abortions, as a result of a experiencing technical difficulties
State licensure survey. The foliowing deficiency due fo system upgrades
was written as a result of that survey. . .
Y intermittently between the dates
V030 290-5-32-.03(1) Procedure for Filing Certificate of | Voso | of 1/25/13 to 3/27/13.

SS8=A

Abortion

In addition to the medical records requirements of
Chapters 290-5-6 and 280-5-33 of the Rules and
Regulations of the Georgia Department of
Human Resources, the physician who performs
the abortion shall file with the Commissioner of
Human Resources or his designee, within ten
(10) days after an abortion procedure is
performed, a Certificate of Abortion. it is
expressly intended that the privacy of the patient
shall be preserved and, to that end, the
Certificate of Abortion shall not reflect the name
of the patient but shall catry the same facility
number, or other identifying number reflected on
the patient's medical records. A duplicate of the
Certificate of Abortion will he made a part of the
patient's Medical record and neither the aforesaid
duplicate certificate nor the Cerificate of Abertion
which is filed with the Commissioner or his
designee shall be revealed to the public unless
the patient executes a proper authorization which
permits such a release or unless the records
must be made available to the District Attorney of
the Judicial Circuit in which the hospital or heaith
facility is located as provided by

Code Section 16-12-141 (d) of the Official Code
of Georgia Annotated.

Repealed: F. Dec. 18, 2012; eff. Jan. 7, 2013.

Corrective Action: To ensure
compliance all employees

trained to submit [TOP forms shall
cross reference all chart numbers
with the pathology log and all
appeintments listed as "kept” in
the computer system for each
clinic day to be sure no chart has
been left out for reporting.

Any patient's chart that needs
medical follow up shail have the
ITOP form submitted before being
placed in the follow up area for
Nurse or Physician.

Monitoring: For each clinic day a
form shall be completed to |
document which charts have had |
ITOP forms completed and any /|
reason why a chart has not yet ]
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e FORM APPROVEL
State of GA, Healthcare Facili tion Division P
STATEMENT OF DEFICIENCIES | (X4) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUGTION {X2) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: i COMPLETED
A. BUILDING:
044-287 B. WING 08/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1924 CLIFF VALLEY WAY, NE
CLIFF VALLEY CLINIC !
Al ATLANTA, GA 30329
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V030 Continued From page 1 V030

This REQUIREMENT is not met as evidenced
by:

Based on review of policy and procedure, medical
reviews, and staff interview it was determined that
the facility failed to ensure that the Certificate of
Abortion was filed with the Department for two (2)
of ten (10) patients.

Findings:
No Policy was identified during the survey.

Review of ten (10) sampled medical records (#'s

+1.2,3,4,5,6,7, 8, 9and 10) revealed that MR

#'s 5 and 7 failed to reveal evidence that the
required Certificate of Abortion was filed with the
Department within the regulatory timeframe of ten
(10) days. ical Record # 5's date of abortion
ertificate of Abortion
was filed on Medical Record #7's

date of abort an
Certificate of Abortion was filed on

The Clinical Manager on 8/7/2013 at 6:30 p.m. in
staff break room, confirmed the above findings.

A quarterly inspection of daily forms
shall be conducted by
Admissions Supervisor to ensure
all Certificates of Abortion have beer
filed. '
Staff Education: All admissions staff
that are trained o submit ITOP forms
shall receive an inservice fo review
the form fo be filled out for each
clinic day and how {o cross referenct
the chart numbers with the
pathology log.

ible Persons:
Admissions Supervisor, and Clinical
Director

1"
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Nathan Deal, Governor Clyde L. Reese I, Esq., Commissioner

2 Peachtree Street, NW | Atlanta, GA 30303-3158 | 404-856-4507 | www.dch.georgia.gov

August 29, 2013

Ms. Joline Milord, Administrator
Cliff Valley Clinic

1924 CIiff Valley Way, NE
Atlanta, GA 30329

Dear Ms. Milord:

Enclosed is a annual Report of Licensure Inspection completed at your facility on August 7,
2013 by surveyor(s) from this office. This report contains one or more violations which must
be corrected.

Your plan to correct these violations should be entered in the right hand column entitled
"Providers Plan of Correction” with a projected completion date entered in the column
- "Completion Date". After you have completed the form, sign and date it in the space
provided, return the ORIGINAL to our office no later than September 9, 2013.

Thank you for the courtesies extended to our representatives during this visit. If | can be of
further assistance, please contact me at (404) 657-5440.

Sincerely,

(e - C LA
Marsha Fricks, Interim Program Director
Acute Care Programs

Department of Community Health

Healthcare Facility Regulation Division

MF:rf

United
for Life

Health Information Technology | Healthcare Facility Regulation | Medicaid | State Health Benefit Plan
Equal Opportunity EmployerEqual Opportunity Employer
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Nathan Deal, Governor Clyde L. Reese IIi, Esq., Commissioner

2 Peachtree Street, NW | Atlanta, GA 30303-3159 | 404-656-4507 | www.dch.georgia.gov

September 9, 2013

Ms. Joline Milord, Administrator
Cliff Valley Clinic

1924 CIliff Valley Way, NE
Atlanta, GA 30329

Dear Ms. Milord: ‘
The Healthcare Facility Regulation Division acknowledges receipt of your plan of correction

for the deficiencies that were cited as the result of your August 7, 2013 survey. The plan of
correction has been reviewed and accepted as appropriate to correct the cited deficiencies.

if a follow-up visit is not conducted, please be advised that the implementation of your plan of
correction will be monitored at your next on-site visit.

If you have any questions, please contact my office at (404) 657-5440 or write to the address
listed above.

Sincerely, .
s et

Marsha Fricks, R.N., Program Director
Acute Care Unit

Department of Community Health
Healthcare Facility Regulation Division

MF:rf

United
for Life

Heaith Information Technology | Healthcare Facility Regulation | Medicaid | State Health Benefit Plan
Equal Opportunity Employer
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FORM APPROVED
State of GA. Healthcare Facility Requlation Division
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
c
060-141 B. WING 01/03/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1874 PIEDMONT RD, NE, SUITE 500-E
SUMMIT MEDICAL ASSOCIATES ATLANTA, GA 30324
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U000 INITIAL COMMENTS £ 000
At the time of the survey, Summit Medical
Associates was in compliance with Chapter
290-5-33, Rules and Regulations for Ambulatory
Surgical Treatment Centers, as the result of
complaint investigation #GA00119494.
|
|
ni
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FORM APPROVED
State of GA. Healthcare Facility Requlation Division
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
025-115 B. WING 02/14/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
120 East 34th Street
SAVANNAH MEDICAL CLINIC SAVANNAH, GA 31401
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U 000 INITIAL COMMENTS £ 000
At the time of the survey, Savannah Medical Clinic
was in compliance with Chapter 290-5-33, Rules
and Regulations for Ambulatory Surgical
Treatment Centers, as the result of a State
licensure survey.
|
|
ni
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Nathan Deal, Governor Clyde L. Reese I, Esq., Commissioner

2 Peachtree Street, NW | Atlanta, GA 30303-3158 | 404-856-4507 | www.dch.georgia.gov

August 29, 2013

Ms. Joline Milord, Administrator
Cliff Valley Clinic

1924 CIiff Valley Way, NE
Atlanta, GA 30329

Dear Ms. Milord:

Enclosed is a annual Report of Licensure Inspection completed at your facility on August 7,
2013 by surveyor(s) from this office. This report contains one or more violations which must
be corrected.

Your plan to correct these violations should be entered in the right hand column entitled
"Providers Plan of Correction” with a projected completion date entered in the column
- "Completion Date". After you have completed the form, sign and date it in the space
provided, return the ORIGINAL to our office no later than September 9, 2013.

Thank you for the courtesies extended to our representatives during this visit. If | can be of
further assistance, please contact me at (404) 657-5440.

Sincerely,

(e - C LA
Marsha Fricks, Interim Program Director
Acute Care Programs

Department of Community Health

Healthcare Facility Regulation Division

MF:rf

United
for Life

Health Information Technology | Healthcare Facility Regulation | Medicaid | State Health Benefit Plan
Equal Opportunity EmployerEqual Opportunity Employer
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FORM APPROVED
State of GA. Healthcare Facility Requlation Division
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
c
060-011 B. WING 04/16/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U000 Initial Comments. U 000
At the time of the survey, Atlanta Women’s
Medical Center was in compliance with Chapter
290-5-33, Rules and Regulations for Ambulatory
Surgical Treatment Centers, as the result of
complaint investigation #GA00123252.
|
|
ni
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HEALTHCARE FACILITY REGULATSIRV APPROVED
PIASION

the abortion shall file with the Commissioner of
Human Resources orjill designee, within ten
(10) days after an aboriion procedure is
performed, a Ceriificate of Abortion. lf is
expressly intended that the privacy of the patient
shall be preserved and, o that end, the
Certificate of Abartion shall not reflect the name
of the patient but shall carry the same facility
number, or other identifying number reflected an
the patient's medical recardg. A duplicate of the
Ceriificate of Abortion wiljjili made a part of the
patient’s Medical record and neither the aforesaid
duplicate cettificate nor the Certificate of Abortion
which is filed with the Commissioner or

designee shall be revealed to the public uniess
the patient executes a proper authorization which
permits such a release or unless the records
must be made available to the District Attorney of
the Judicial Circuit in which the hospital or health
facility is located as provided by

Code Section 16-12-141 (d) of the Official Code
of Georgia Annotated.

Repealed: F. Dec. 18, 2012; eff. Jan. 7, 2013.

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUFPLIER/CLIA = | (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 96T COMPLETED
10201
044-287 B. WING £ 09/24/2014
g ~—FECEIVED —
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1924 CLIFF VALLEY WAY, NE
CLIFF VALLEY CLINIC ATLANTA. GA 30320
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 000] Opening Comments V 000 Corrective Action:
A State re-licensure survey was conducted on As noted, the Certificate of Abortion
September 22, 2014. Cliff Valley Clinic was not in had been filed online but the form
compliance with Chapter 290-5-32 Rules and printed out did not include the
Regulations for Performance of Abortion After the second page with the date submitted.
First Trimester of Pregnancy and Reporiing When filina the Certificate of Abortion .
Requirements for Ali Abortions. The following ;n .lllmg q et t © orte 09/25M14
deficiency was cited. staff will now document on a
printout of the encounter list for each
V 030 290-5-32-.03(1) Procedure for Filing Gertificate of | V 030 abortion day, the date, time and
§8=F | Aboriion signature of the person submitting
in add " dical 4 ; each certificate online and place in
n addition io the medical records requirements o the book marked "ltops” along with a
Chapters 290-5-6 and 290-5-33 of the Rules and o the oy
Regulations of the Georgia Department of painoiogy sn ay.
Hurnan Resources, the physician who performs Staff Education: T0/08/14

All staff that are trained fo complete
worksheets will be reminded to print

both sheets that are generated after
submitting the Certificate of Abortion

and instructed on how to document their
submissions, as well as where the "itops"
book will be located.

Monitoring:

Lead Health Educator will be

responsible for monitoring book

for compliance and will work

closely with the Quality Care Team Leader
to assure compliance monthly and nofify
Clinic Director of any issues with
submitting or prinfing worksheets.

State of GA Inspecﬂ
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. PRINTED: 10/07/2014

. . FORM APPROVED
Staie of GA, Healthcare Facility Regulation Division
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/GLIA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
044-287 . . B. WING 09/24/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1924 CLIFF VALLEY WAY, NE
CLIFF VALLEY CLINIC
ATLANTA, GA 30329
(M) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
V 030| Continued From page 1 V030

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview the
facility failed to ensure that the Certificaie of
Abortion was filed with the Department for two (2) .
patients (#4 and #7) of ten (10) patienis.

Findings include:

Review of the policy manual revealed no
evidence of a Policy addressing filing of
Certificate of Abortion.

Review of patient #4, revealed the date of
abortion a_ however there was no
evidence that the Cenificate of Abortion was filed

with the Department within the regulatory
timeframe of ten (10) days.

Review of patient #7, revealed the date of
abortion as- however there was no
evidence of that the Certificate of Abortion was
filed with the Department within the regulatory
fimeframe of ten (10) days.

Interview conducted with the facility's Clinical
Manager on 9/23/2014 revealed that the
certificate was a two page document and that the
sacond page which contained the date of filing
was inadvertently omitted and could not be
refrieved.

Responsible Persons:

Lead Health Educator, Quality
Care Team Leader, and Clinic
Director.

State of GA Inspection Repaort
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
044-287 B. WING 09/24/2014
NAME COF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1924 CLIFF VALLEY WAY, NE
CLIFF VALLEY CLINIC ATLANTA, GA 30329
(X4} I SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U 000 Initial Comments. U000
A Stat i re survey was conducted o Corrective Action:
‘ e re-licensure survey was conducted on I
September 22, 2014, Clift Valley Clinic was not in Each sterilized instrument found tolbe out 09!25/2014H
substantial compliance with Chapter 111-8-4, dated was removed from the container,
Ruies and Regulations for Ambulatory Surgical recleaned and sterilized in the autoclave.
Treatrr!ent Centers. The following deficiencies All instruments are fo be checked every
were cited. Tuesday for expirations. Any instrument
U102 . . U that is found to be due to expire that week
ssi De g ; n?i-:rd'ls 0(m) Physical Plant and Operational 1026 will be pulled, cleaned, sterilized and
' correctly marked with date completed,
Equipment for sterilizing instruments. and supplies date of expiration, initials of person
shall ba conveniently located and of adequaie completing and autoclave machine used.
ﬁ?ngait‘y f?irtthz:;?]rr I:?qiiligeggr:?rs Is?::lzlll?(;ng Documentation will also be recorded on
intained to ol, . .
date, time and temperaiure of each batch of instrument cfea?mg log.
sterilized supplies and equipment. Staff Education:
All Health workers will be retrained on  [10/18/2014
This RULE is not met as evidenced by: weekly dufies and reminded of
Bajlsed on record reyigw and intervieyv the facility importance of checking all instruments
failed to ensure sterilized speculum instruments espedially fhose instruments that are not
were not expired, and that expired sterilized especially
instruments were not stored with unexpired in regular use.
sterilized instruments. Monitoring:
gigdmgs !nclude!;m/ML 1500 i Quality Care Team member will be
servation on at 12:00 p.m., wiih the assigned to check all instruments monthi
Clinical Director and Health Advocate of the clean ; g i d will report . Y
sterile room revealed fifteen (15) sterile wrapped or compliance and wili report any Issues
instruments in a sterilized container of which of noncompliance to Team Leader and
three (3) speculum instruments, dated 6/19/14, Heszlth Worker Supervisor.
8!1/14 and 9/16/1.{ respectively were explred. Responsible Persons:
Review of thl? facility's Gent'ral Log revealed Health Worker Supervisor,
three (3) expired speculum instruments. ) .
Interview on 8/23/14 at 12:30 p.m. in the Quality Care Team Leader and Clinic_{ |
sterilization clean room with the Health Advocate Director |
who confirmed the above findings. '
U1027| 111-8-4-.10(n) Physical Piant and Operational Ui027 l
S8=C| Standards. i
State of GA Inspection B 1 U]Tite-d
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FORM APPROVED
State of GA, Healthcare Facility Regulation Division
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BULDING: COMPLETED
044-287 B. WING 09/24/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1924 CLIFF VALLEY WAY, NE
CLIFF VALLEY CLINIC ATLANTA, GA 30329
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
U1027! Continued From page 1 u1027 Corrective Action;
Bin containing normal saline IV fluids was| 09/25/14
Medicines shall be stored in a conveniently removed from
located cabinet with lock, and only licensed medical suite storage closet and placed in
persons shall have access. locked cabinet in aftercare until new key
for storage closet can be obtained from
This RULE is not met as evidenced by: Facilities.
Based on interview and observation, the facility Once replacement key is obtained for lock, 10/11/14
failed to ensure medications were secured with fluids will be retumed to medical suite

only licensed persons having access. storage closet, closet will be locked and

key will be placed on key ring for

. medication access and placed in secure
Review of the facility's policies and procedures locker with Nurse access only.

entitled ‘Medication Policies and Procedures', last Staff Education: 1011814

reviewed 11/2013, revealed that upon receipt, all
medications must be immediately stored in

Findings include:

All nurses will be instructed on which

locked medication cabinets. the narcotics cabinet key opens medical suite storage closet,
(if they are a controlled substance), or in the and insfructed to open and lock closet
refrigerator (if they are a medication which as they do with all medication storage
requires refrigeration). areas and return key to secure locker at
Observation on 9/23/2014 at 12:20 p.m., the and,Of _Shlﬂ'

accompanied by the facility's Administrator * | Monitoring:

revealed the following unsecured medications in Upon closing at end of day, RN on duty
an unloclged storage cabinet in the Operating will assure that all cabinets and closets
Room Suite: are locked. Quality Care feam member

A plastic bin full of multiple bags of 0.9 NaCL will be assigned fask of checking medical

(Normal Saling) 1000 ml {intravenous fiuid). suite for compliance and report to Clinic
Director any discrepancies or unlocked
At the time of the discovery the Administrator areas.

acknowledged that the storage cabinet was kept

unlocked and unlicensed staff had access to it. Responsible Persons:

All Registered Nurses on schedule, (.;:ta.‘il*»

U1104 111-8-4-.11(5) Personnel. U1104 Care Team, and Clinic Director. ’

88=C

There shall be a separate personnel folder
maintained for each employee. This file shall °®

State of GA Inspection Report
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FORM APPROVED

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (42) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
044-287 B, WING 09/24/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1924 CLIFF VALLEY WAY, NE
CLIFF VALLEY CLINIC ATLANTA, GA 30329
X4 I SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
; Corrective Action:
U1104| Gontinued From page 2 utio4
o i , _— Documentation obtained from PRN RN | 09/29/201
contain ail personnel information conceming the of completed CPR renewal obtained.
employee, including the application and .
qualifications for employment, physical Ult-ralsound 'I:e_chnlc1an present f°’i CPR
examination (including laboratory and x-ray fraining at clinic and renewal obtained.
reports, if applicabie), job description and All PRN staff and contracted staff will
attendance record. be notified that they must send in
updated copies of renewals or be
Based on review of record review and staff Staff Education:
interview the facility failed to ensure employees CPR classes will be held biyearly for
had met the reqwre_d t'r alning for Gemf"?d . staff to assure rehewals in a timely
Pulmonary Resusciiation (CPR) as outlined in
their job description whereby compromising man.ner..
patient safety for two (2) patients (#1 and #2) of Monitoring: 10/10/14
four (4) sampled. - Quality Care Team member will be
;'"d_'"gs :j‘C'Ud?: s for Redistored assigned task of maintaining an
eview of employee records for Regisiere i
Nurses (RN) #1 and an Ultrasound Technician #2 ;lpdated ||slt Df:“ stafrft.membgrs It.iates
revealed employee's records #1 and #2 no or renewal and reporting to Quality
evidence of training for CPR as required as care team Leader the need for
qualifications for their job description. additional classes. Clinic Director will
13561‘337{' :f the fleglfty‘rs IJROb {i,i"s”;pﬂf’: daﬁ;d 4 be notified of all upcoming professional
revealed for Registered Nurses an . - .
Ultrasound Technician will have CPR ftraining. license rene.wal dates and will obtain
Interview on 9/23/14 at 1:00 p.m. the Clinical documentation from FRN staff.
Director confirmed the above findings. Responsible Persons:
Quality Care Team Leader and Clinic
U1600| 111-8-4-.16 Drug Storage and Dispensing. U1600 Director
85=F
Each center shall provide adequate space and
equipment and staff to assure that drugs are
siored and administered in compliance with State
and Federal laws and regulations.
Autherity 0.C.G.A. Secs. 31-2-4 et seq. and
31-7-1 et seq.. Administrative History. QOriginal
Rule entitled "Drug Storage and Dispensing" was
filed on January 22, 1980; effective March 1,
State of GA Inspection Report
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1. All medications are checked for expiration
dates on a monthly basis by the full time BN ora
designee of the Clinic Administrator, with the
exception of controlied drugs, which must be
checked by a Nurse.

2. Upon receipt, all medications must be

immediately stored in locked medication cabinets.

the narcotics cabinet (if they are a controlled
substance), or in the refrigerator {if they are a
medication which reguires refrigeration).

3. Any medication remaining in a2 multi-dose vial
at the end of the clinic day must be labeled with
the date opened and the initials of the person
opening the vial. The vial must then be discarded
within 30 days of opening or after vial expiration
date, which ever comes first.

CObservation on 9/23/14 at 12:30 p.m. with the
Clinic Administrator revealed the following
medications were expirad and available for

CLIFF VALLEY CLINIC ATLANTA, GA 30329
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U1600 | Continued From page 3 U1600 Corrective Actions: 125/
; g 09/25/14
1980, as specified by the Agency. A_ll expired medlc_attons removed an.d
discarded according to DEA reguiations.
This RULE is not met as evidenced by: Medication expiration log reviewed and
Based on review of the facility's policies and RN that signed off as checking al 09/27/14
procedures, anq obsewgtlor]s the facility failed to medications on September 18th, 2014 has
ensure that expired medications were not b lieved of dut dwil no
available for patient's use; multidose medications een refievea ol duties and will no longer
were discarded per faciilty policy; single dose be working at clinic.
medication was discarded per medication label, Policy for checking medications has been
and narcotic counts were accurate per facility updated to inciude removing medications
policy. at least 30 days before they are due to
Findings include: expire and all medications that are on
anesthesia cart but not in regular use will
Review of the facility's policies and procedures be removed from caris and stored in
entitled 'Medication Policies and Procedures’, last aftercare cabinet and
reviewed 11/2013, revealed the following: marked as "Emergency Anesthesia Drugs”| 10/18/14

Staff Education:

All ENs will receive an additional copy of
updated medication policy and the
importance of careful monitoring will be
siressed.

Monitoring:

Quality Care Team members will be
assigned tasks of checking expired
medication log sheet monthly for
documentation of monthly check and
monthly check of supplies. Will report to
Quality Care Team leader any
discrepancies and Health Worker
Supervisar of any items that need to ba
ordered.

Clinic Director will perform random
guarterly checks on medications and

State of GA Inspection Report
STATE FORM

supplies. ‘ } °

SWIF11

e

forLife




. . PRINTED: 10/07/2014

FORM APPROVED
State of GA, Healthcare Facility Regulation Division

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDNG: COMPLETED
044-287 B. WING 09/24/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1924 CLIFF VALLEY WAY, NE
LIFF VALLEY CLINIC !
CLIFF ATLANTA, GA 30328
X4 D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U1600| Continued From page 4 uiéno
patient care use: Respansible Persons:

All RNs on schedule, CRNA, Quality Care

On the Crash Cart located in the Operating Suite: Team Leader, Clinic Director

1. 1000 ml of Normal Saline fluid bags expired
on9/1/M14 x2.

2. Vlal of Solumedrol explred 8/1/14 x 1.

3. Ampoule of Neo-Syneprine HCL
(Phenylephrine Hydrochlotide)} expired on 8/1/14
1mixT.

4. Naloxone hydrochloride 1 mg expired
September 1, 2014 x 1.

In the anesthesia cart in Operating Room 2

1. Neo-Synepring HCL (Phenylephrine
Hydrochloride) 1 ml X 4 ampoules expired on
8/114.

2. Solu-Medrol methylpradnisone one 500 mg vial
expired 8/14

3. 1 opened 20 mi multiple dose vial of Atropine
Sulphate with ne indication of opening date per
facility policy.

In the narcotics cabinet in the recovery area;

1. Fentanyl 5 ml single dose viat of 250 meg
expiration date 8/2015 opened, with no indication
of open date, included in narcotic count.

2. Ketamine HCL multiple dose 500 mg/A0 ml vial
opsned marked opened '7/22".

3. Xanax 1 mg tablets count discrepancy.

At the time of discovery of the above items, the
Clinic Administrator acknowledged the findings.
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V 000 Opening Comments V 000
At the time of the survey, Atlanta Women’s
Medical Center was in compliance with Chapter
290-5-32, Rules and Regulations for Performance
of Abortions After the First Trimester of Pregnancy
and Reporting Requirements For All Abortions.
|
|
ni
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{] 000! Initial Comments. U 000
‘ HEALTHCARE FACILITY REG.
i AMENDED 2567 g |

A relicensure and complaint investigation

l (GAQ0136570) was conducted on 6/12/2014, Jul 232 20

| Alanta Women's Medical Center was not in }

_ compliance with Chapter 111-8-4, Rules and ; RECENVED |

| Regulations for Ambuiatory Surgical Treatment :

. Centers, the following deficiencies were cited:

T Luly 10, 2014
U1025| 111-8-4-.10()) Physical Plant and Operational Ut025 | AWC responded to this deficiency in a plan of !
88 G' Standards comrections submitted on July 7, 2014. A copy of that !
' plan of comection, to which AWC has nat yet raceived i
| The center shall be arranged and organized in aresponse, is incorporaled herein by reference. |
such a manner as to ensure the comfort, safety, !
I
1

hygiene, privacy, and dignity of patients treated
 therein.

. This RULE is not met as evidenced by:

' Based on observation and staff interview the

: facility failed to ensure patient safety related to
glucometer use.

Findings include:

t The facility was equipped with a glucometer i
(device to assess blood sugar) and the only test |
strips available were expired. ,

interview with the Director of Nursing following |

' the observation confirmed the strips were expired |

i and that the machine was for single patient use 1
and not approved for muiti-patient use.

U2100 111-8-4-.21 Advertising. ' U200  |AWC responded to this deficiency in a plan of Juiy11, 2014
A i corrections submitted on July 7, 2014, A copy of Wit
| Any advertising of the services provided in or by plan of corraston, o (‘;’;‘t‘;’;ﬁgg:z: nowyetrecsived |
' ambulatory surgical treatment center shall include ponse, 1s incorp Xihern
* the full name of the center and its Georgia license
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U2100! Continued From page 1 ' U2100

. number, as shown on the face of the permit.

Authority O.C.G.A. Secs. 31-2-4 et seq. and i
. 31-7-1 et seq. Administrative History. Original
i Rule entitled "Advertising" was filed on January
i 22, 1980; effective March 1, 1980, as specified by
the Agency,

This RULE is not met as evidenced by:

Based on observation and staff interview it was :
the facility failed to include its Georgia license !
number as shown on the face of the permit, in it's
advertising, .

i
Findings include:

1 Review of the facility's oniine website, which

- included information about the center and

| services provided, failed to reveal the center's
| Georgia license number.

During an interview with the administrator on
6/12/2014 at 3:00 p.m., he/she confirmed that '
the website was the only source of advertising,
and that it did not include the Gecrgia license
number,
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U 000’ Initial Comments. L ooo
AMENDED 2567 ?
A relicensure and complaint investigation i
{GAD0136570) was conducted on 6/12/2014,
Atlanta Women's Medical Center was not in
[ compliance with Chapter 111-8-4, Rules and |
i Regulations for Ambulatory Surglcal Treatment |
- Centers, the following deficiencies were cited;  °!
f
U1005| 111-8-4-.10(e) Physical Plant and Operational U1005  |The cited rule requires “access to the center buiding  July 18, 2014
88 G| Standards without climbing any stairs or steps.” AWC camplies
' with this rule by providing access to its building via a
: ramp. The cited rule does not appear to address
Eng'?nqez thI]; patlegts s:;'a“ be ??nnemed tothe access between the floors of the building, and DCH
public nght-of-way by a hard-surfaced has nat previously indicated that this rule might require|
unobstructed walkway in good repair. an elevator betwaen the floors of AWMC's building.
Handicapped patients confined to a whee! chair AWC is addressing iis lack of an elevator by taking the
gr O:gegmﬁje ImpatI}:Edtsr:a“t?e able to t:ccess the corrective actions listed below in response to U1006.
enter building without climbing any stairs or
 steps. A ramp with handrails over existing stairs
or steps may be utilized in meeting this
requirement. A hard-surfaced, unobstructed road
or driveway for use by ambulances or other
emergency fire or police vehicles shall run from at
ieast one entrance of the building to the public
right-of-way. The doorway of such entrance shall
' : be immediately adjacent o the road or driveway.

! This RULE is not met as evidenced by:

Based on observations and staff interviews, the
facility failed to provide handicapped patients
confined to a wheeichair or otherwise impaired
access to the facility without climbing any stairs.

* Findings include:

. Observation on 06/11/2014 at 9:00 a.m. revealed
* two (2} parking spaces |abeled with the blue
handicapped symbols (wheelchair) painted on the

: pavement. Continued observations revealed a
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U1005 Continued From page 1 u1005
ramp that was level with the pavement and the
sidewalk located between the entrance of the
facility and another office. The facility was
located on the second (2nd) floor, there was a .
front patient and visitor entrance accessible by i
climbing 19 stairs. There was na elevator in the 1
! facility,
Interview on 08/11/14 at 10:20 a.m., the |
Administrator acknowledged that the facility did
not have an elevator.
. Interview on 06/12/14 at 10:15 a.m., the Clinical
Coordinator confirmed that the patient and visitor
entrance had 19 stairs and that there was no
slevator in the facility. '
Observation on 06/12/14 at 3:00 pm., aback |
staircase which the Administrator confirmed was
| used by staff or emergency personnel when
| transferring patients. This staircase also had 18
' steps. i
First Comrective Action: Immediate
ls’éo%ﬁ! 132 34;;,10“) Physical Plant and Operational 11008 In order to ensure that AWMC's lack of elevator (these are
ndards access does not adversely affect patient safetyor ~ [ON80INg
i , . \ . care, AWC will comply with the following policies practlce.s
i Ambulatory surgical services pravided in and procedures: already in
multistory buildings shall be accessible by an - Patients who recsive IV sedation will be place prior lo
! elevaior Qf adequate size to accommodate date a accgmpanied to the centerby a personaj escort, |ﬂ1e inspectionf
standard wheeled litter patient and two : + Following her procedure, a patient recaiving IV '
. attendants. A stairway or ramp of adequate sedation will be escoried down the stairs by her 1
dimensions shall be available for transfer of a personal escort and a clinic staff member. i
patient in case of power failure. « The patient's persanal escort will accompany the
! patient to her transportation.
| = All staff escorts will document the escorting of hatients
' This RULE s not met as evidenced by: in the Staff Escort Log. |
. Based on observations and staff interview, it was + Patients who have not received IV sedation but who |
| determined that the faciiity falled to provide an prave bean defamined fo need assistangl by s
! navigate the stairs will also be escorted down the sta

by & clinic staff member.
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U1006 1 Continued From page 2 uqops | If @ patient must be transferred to anolher facility, the!
clinic administrator or a designee wiRl call the ambulande
floor Ambulatory Surgery Center. service fo arrange for fransfer and alert the operator
that the center is on the second floor and that access
to the center is via a slairway.
. Findings include: » Prospective patients will be notified that AWMC is on
: the second floor and that access o AWMC is via a
| Observation on 06/11/2014 at 9:00 a.m. revealed plaivay: Such notflcaton wil be documertedin
: . patient appointment notes. d
tl:;?\c(lizgapat([jng sn?ggles S(L?I?EI?dhw.'th th? :"’l:e th » The center will maintain in its file a statement signed |
PP Y. aelc _a'r) painied on ine by its current medical director that in histher medical
| pavement. Continued .observatlons revealed a judgment, walking down stairs following surgery
- ramp that was level with the pavement and the presents minimal, if any, risk to the patient.
sidewalk located between the entrance of the Staff Education:
facility and another office. The facility was Staff Meeting for review of procedures scheduled on
located on the second (2nd) floor, there was a 7/23/14.
front palient and visitor entrance accessible by Monitering:
climbing 19 stairs. There was no elevator in the Administrator will perform pericdic qualily assurance
facility, checks fo ensure policies are being followed.
Respansible Party:
7 . Administrator
:{'é?nn:r'::r:;’?gl L‘” 14 Ia:j10'dzt0haiTll the e iy Second Corrective Action: Jnknown as to
Cknowiedge at the facility did i From the time this facility was first licensed in 1994 the adminisirafve
not have an elevator. ' until 2012, the Departmant cortinuously granted AWC broceedings.
i ] varances from the elevator requirement. The most arch 16, 201
Interview on 06/12/14 at 10:15 a.m., the Clinical ! recent of those variances expired in 2012, AWC made {the date on
Coordinator confirmed that the patient and visitor several attempts o renew those variances, butthe  iwhich AWC's
entrance had 19 stairs and that there was no Department denied our applications. Accardingly, we requested
| elevator in the facility. have undertaken to install an elevator in the building: one-year
We have retained an architecture firm, prepared variance would
| Observation on 08/12/14 at 3:00 p.m., a back construction drawings, sought permitting and applied | _expire) _asto
staircase which the Administrator confirmed was for the necessary loan funds. In addition, on installation of
used by staff or emergency personnel when : :Ma'rch 17, 2014, we appliec! fora tempprary or_le-year i’the’ elevator.
transferring patients. This staircase also had 19 vartance to allow us to contifue °”"§i‘"§‘\§,§““" d
teps. installing thc? elevator. On July 7, 2'0_ s requeste
§ linformal review of the Department’s initial denial of the
March 17th variance application. That matter is still
U1025 111-8-4-.10(l) Physical Plant and Operationat U1025  lpending. {Also pending is AWC’s 3/14/14, request for |
S8 G. Standards. Informal review of the Department's initial denfal of
i AWC's 9/12/13 (variance request to use stairlitt in ieu |
| The center shall be arranged and organized in zfet‘:'z;a;g?cﬁ'f‘;?e':c:lm': “t:': gr:‘;e::g;f ;e':n"“ [
| such a manner as to ensure the comfort, safety, atterpt to reach a suitable rosolution agreeable fo all, |
| hygiene, privacy, and dignity of patients treated | i

therein.
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U1006) Continued From page 2 U10068 | Qur plan for compliance is to pursue al of these
avenues with the goal of installing an elevator in the
floor Ambulatory Surgery Center. v

building while continuing to provide services.

Staff Educafion: ]
Staff will be appropriately nofified of decisions resulting
from the pending administrative proceedings and any

Findings include:

Observation on 06/11/2014 at 9:00 a.m. reveaied changes that may be implemented as a result of such
two (2) parking spaces labeled with the blue decisions. -
handicapped symbols {wheelchair) painted on the Monitoring: . , .
pavement. Gontinued observations revealed a Legal Counsel & Administrator will continue

! ramp that was level with the pavement and the ronitoring progress of all admiinistrative proceedings
sidewalk located between the entrance of the ;';;hp':nzli?: Sorsons:
facility and another office. The facility was Legal Counsel & Clinic Adminisirator
located on the second (2nd) floor, there was a

front patient and visitor entrance accessible by

climbing 19 stairs, There was no elevator in the
facility.

Interview on 06/11/14 at 10:20 a.m,, the
Administrator acknowledged that the facility did
not have an elevator.

Interview on 06/12/14 at 10:15 a.m., the Clinical
Caoordinator confirmed that the patient and visitor
entrance had 19 stairs and that there was no
elevator in the facility.

Observation on 06/12/14 at 3:00 p.m., a back
staircase which the Administrator confirmed was
used by staff or emergency personnel when
transferring patients. This staircase also had 18 |

steps,
i : AWC responded to this deficiency in a plan of ‘,"lly 10, 2014
géost ég;g;&;o{l) Phys:cal Plant and Operahonal L1025 corrections submitted on July 7, 2014. A copy ofthat |

plan of carrection, to which AWC has not yet recaived ‘

. . a response, is incorporated herein by referenca,
The center shall be arranged and organized in

such a manner as to ensure the comfort, safety,

hygiene, privacy, and dignity of patients treated
therein.

for Life
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U1025' Continued From page 3

Based on observation and staff interview the
, facility failed to ensure patient safety related fo
glucometer use,

'
i This RULE is not met as evidenced by:
]

i Findings include:

' The facility was equipped with a glucometer
. (device to assess blood sugar) and the only test
- strips avaitable were expired.

Interview with the Director of Nursing following
the observation confirmed the strips were expired
and that the machine was for single patient use
and not approved for multi-patient use.

U2100
SS Al

Any advertising of the services provided in or by
. ambulatory surgical treatment center shall include
| the full name of the center and its Georgia ficense
number, as shown on the face of the permit.

111-8-4-.21 Advertising.

: Authority O.C.G.A. Secs. 31-24 et seq. and

¢ 31-7-1 et seq. Administrative History. Original
Rute entitled "Advertising" was filed on January
22, 1980, effective March 1, 1980, as specified by
the Agency,

. This RULE is not met as evidenced by:

. Based on observation and staff interview it was
the facility failed to include its Georgia license
number as shown on the face of the permit, in it's
advertising, .

Findings include:

U1025

uz2100

i

i
:

T

AWG responded 1o this deficiency in a plan of WJuly 11, 2014
corrections submitied on July 7, 2014, A copy of that ]
plan of correction, fo which AWC has not yet received -

a response, is incorporated herein by reference.

i
'
i
h

State of GA Inspection Report
STATE FORM

L33



LR} ]
. . PRINTED: 07/06/2014

FORM APPRCVED
_State of GA, Healthcare Facility Regulation Division
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
060-011 B. WING 06/12/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 235 WEST WIEUCA RDAD
ATLANTA WOMEN'S MEDICAL CENTER ATLANTA, GA 30342
*HID | SUMMARY STATEMENT GF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ! (X5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE . D
| : DEFICIENGY) ,
! .
V000! Opening Comments Vv 0oe

At the time of the survey, Allanta Women's
. Medical Center was in compliance with Chapter
| 290-8-32, Rules and Regulations for
| Performance of Abortions After the First
Trimester of Pregnancy and Reporting
. Requirements For All Abortions.

State of GA Inspaction Report
LABORATORY DIREC1(Q§'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
e\
7

Moindrater

STA FORMO 7 owe Jyczi1

If continuation/sheat 1 of 1




. ."

/ﬁ‘ CEOCRGIA DEFARTMENT
Yowtll OF COMMUNITY HEALTH
=

Nathan Deal, Governor Clyde L. Reese lll, Esq., Commissioner

2 Peachtree Street, NW | Atlanta, GA 30303-3159 | 404-656-4507 | www.dch.georgia.gov

September 29, 2014

Ms. Joline Milord, Administrator
Cliff Valley Clinic

1924 Cliff Valley Way, NE
Atlanta, GA 30329

Dear Ms. Milord:

Enclosed is a annual Report of Licensure Inspection completed at your facility on September
24, 2014 by surveyor(s) from this office. This report contains one or more violations which
must be corrected.

Your plan to correct these violations should be entered in the right hand column entitled
"Providers Plan of Correction” with a projected completion date entered in the column
"Completion Date”. After you have completed the form, sign and date it in the - space
provided, return the ORIGINAL to our office no {ater than October 15, 2014.

Thank you for the courtesies extended to our representatives during this visit. If [ can be of
further assistance, please contact me at (404) 657-5440.

Sincerely,

Marsha Fricks, R.N.
Program Director
Acute Care Unit

Department of Community Health
Healthcare Facility Regulation Division

MF:rf

United
for Life

Health Information Technology | Healthcare Facilify Regulation | Medicaid | State Health Benefit Plan
Equal Opportunity EmployerEqual Opportunity Employer



PRINTED: 10/15/2019

FORM APPROVED
State of GA. Healthcare Facility Requlation Division
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
060-011 B. WING 05/15/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 235 WEST WIEUCA ROAD
ATLANTA WOMEN'S MEDICAL CENTER ATLANTA, GA 30342
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 000 Opening Comments V 000
A State re-licensure survey was conducted on May
13, 2015. Atlanta Women's Medical Center was in
compliance with Chapter 111-8-4, Rules and
Regulations for Ambulatory Surgical Treatment
Centers. No deficiencies were cited.
|
|
ni

State of GA Inspection Report °
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE fO r I (XT&

STATE FORM 6599 KXY 11 If continuation sheet 1 of 4




State of GA, Healthcare Facility Regulation Division

PRINTED: 10/24/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
025-115 B. WING 04/16/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
120 East 34th Street
SAVANNAH MEDICAL CLINIC
SAVANNAH, GA 31401
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 000 Opening Comments V 000

A re-licensure survey was conducted on 4/16/15,

Savannah Medical Clinic was in compliance with

Chapter 290-5-32, Rules and Regulations for

Performance of Abortions After the First Trimester

of Pregnancy and Reporting Requirements For All

Abortions.

|
o

State of GA Inspection Report
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

nite
= forLife

STATE FORM 5599 NZEB11

If continuation sheet 1 of 1




/Y PRINTED: 04/29/2015
\ W FORM APPROVED

State of GA, Healthcare Facility Regulation Division

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE BDNS“gM ki (X3yDATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER.: A BUILDING: O‘Um{ { g{ |4 Mﬂ‘%m A W%ﬁ%PLETED
025-115 B. WING UAY X 4 npr 04/16/2015
" g
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE?&J'VZIF?“QODE
RECErvEp
SAVANNAH MEDICAL CLINIC 120 East 34th Street T
‘ : : SAVANNAH, GA 31401
(X4y 1D SLMMARY S‘TA.TE’ME'NT OF DEFICIENCIES Ie} PROVIDER'S PLAN OF CORRECTION (){5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACT'VION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS»REFERENCED TO THE-APPROPRIATE DATE
‘DEFICIENCY)
U000 Initial Comments. U000

A re-licensure survey was conducted on April 15,
| 2015, Savannah Medical Clinic was notin |
" compliance with Chapter 290-5-32, Rules and
..Regulations for Performance of Abortions Afier
the First Trimester of Pregnancy and Reporting
I Requirements for All Abortions. The following
deficiencies were written as the result of that

| survey.

U1007| 111-8-4-,10(g) Physical Plant and Operational U007
55= D Standards.

All procedure rooms shall be constructed,
equipped, and maintained to assure the safety of
patients and personnel,

This RULE is not met-as evidenced by:

Based on observation, record review and staff
interview, the facility failed to maintain-a sanitary
enviernment to assure the safety of all patienits.

Findings include:

é\u\\ 5
Oservation on 4/14/2015 between 12:00 p.m. and
12:35 p.m.. revealed the operating room
procedure table has stirrups (device used to '

position a patients legs in place during a

procedure) wrapped with-thick silver tape, which ﬁﬁ ‘\ LY Q.‘Q,\JE)

hinders the possibility to proper cleaning and \\'\O [
\deds'2a0d ReVisien

disinfection.

Review of policy entitled, " Policy for physical AET%. ,Pﬂ'b)\'f(‘:\'\\}& \oéﬂ(' R

envirornment maintenance" no policy number or

revision date stipulates in the statement heading, "v \J’f\ W‘w\\ \3& %%4”
"A physical enviornment maintenace policy is

sufficient to keep the center and equipment in Closffﬁﬁ @ﬂd \ﬂﬁ\.}(‘&,. Pﬂ??&»

‘w%u"k'{ any (.K

clean and tidy condition and in a state of good
repair.” There is no reference, included in the [« ﬂ\ﬂg\ d(\%
ek? SRR

policykpecifically addressing cleaing of the

Stateyo GA Tspecjgh Repor ‘ "
ORY TOR'S DR WROVIDEWSUPPUER REPRESENTATIVE'S SIGNATURE
‘ :C\AM\{\‘\ ‘

If ccmmuation sheet 1015




PRINTED: 04/29/2015

All medical gases shall be stored in accordance
with Bulletin 56A of the National Fire Protection

Association, ‘[@\(g&cﬁ;&ﬂ wa\@% 'JT'D

This RULE is not met as evidenced by: : W\O&%‘Kb aﬂ ‘M(’,LD(E“_

Based on observation, record review and

interview the facility failed to ensure proper
stqrage‘ of four (4) of four (4) medical gas 1’{ @:‘6 QU\\W\AC(‘& ﬂ—‘
cylinders (oxygen tanks). CL\\(\a&" e\ UJH N
| Findings include:

e  addess Setae

Cbservation .on 4/14/2015 between 1:30 P.M. and
| 2:45 p.m accompanied by the Adiminstrator and 23\«\ Q \'u 6‘5 WW

employee # 1 revealed four (4) of four (4) small I
gas oxygen cylinders located in the admlnlstratorw VOO, AB;K(E. ,
officé behind-ar’égéned do6r. k

FORM ARPROVED
State of GA, Healthoare Facility Regulation Division
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE COMSTRUCTICN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENT FICATION NUMBER: A BLILDING: COMPLETED
025-115 B. WING 04/16/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
| - 120 East 34th Street
SAVANNAH MEDICAL CLINIC SAVANNAH, GA 31401
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN CF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FUILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE  DATE
DEFICIENCY)
U1007 | Continued From page 1 u1007
equipmerit.
T ! ,
 Imterview on 4/14/2015 at 12:35 p.muwith the 1 I
administrator confirmed the findings, she
- verbalized that “the tape is intended to hold the b
| 'ps in place because, some patients legs are
: hﬂavy
U1023 111-8-4-.10(j) Physical Plant and Operational U1023 ’ -
$8=D| Standards. 5515
() & ey \" b/ e Cdde

Review of policy entitled, "Policy for Physical
Environment Maintenance" no policy number or
revision date, failed to address storage of gas
cylinders,

Interview on 4/14/2015 at 2:45 P.M. with the
Administrator comfirmed the finding.

State of GA I/nspmtimm Report
STATE FORM Whws NZEB11 f ()lfiamfltimnivf éﬁ




PRINTED: 04/29/2015

FORM APPROVED
__State of GA, Healthcare Facility Regulation Division
STATEMENT OF DEFICIENGIES {X1) PROVIDERISUPPLIERICLIA, (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
025-115 B. WING 04/16/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
o ‘ 120 East 34th Street
SAVANNAH MEDICAL CLINIC SAVANNAH, GA 31401
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION L )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHCORRECTIVE ACTION SHOULD BE | COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
’ DEFICIENCY)
U102‘7‘ Continued From page 2 U1027 =) ”b‘"'ﬁ"':::a
U1027 111-8-4-.10(n) Physical Plant and Operational u1027 \Q\\ W.’\ wﬁﬁ\\ \O(&.

88= Fl Standards.
Medioines shall be stored in @ conveniently
| located cabinet with lock, and only licensed
" persons shall have access,

|

This RULE is not met as evidenced by:

Based on observation, record review and
interview the facility failed to store medications in
a locked cabinet where only lecensed persons
can have acccess.

Findings include:

Observation on 4/14/2015 between 1:30 P.M.
and 2:45 P.M. revealed the following medications

office, where unlicensed personnel had access
to.

18 vials - Lidocaine 50 mi, Expiration date
1211115, Lot #45-183 EV
20 vials - NS 0.9%, Expiration date 3/1/18, Lot
39-565-DK
10 vials - Midazolam IM injection 50mg/10mi,
Expiration 10/1/16, Lot 46-388-DK
1.« 600 tablet bottie of tbuprofen 800mg,
Expiration 06/16, Lot#AF 27414
2 - Bottles Equate Acetaminophen 500 mg 250
tabs, Expiration 1/2017
20 - Medroxyprogesterone 150mg/ml, Expiration
11186
- 20 - Misoprostol 200 mcg (8 tabs each bottle),
. Expiration 6/16
10 - Fentanyl citrate 250mg/5 ml ampules

stored in an unlocled cabinet in the administrators

w\o

doonenent

&ﬁb C%&m\ &WT“MmVﬁﬁaf
mema A on \aaﬁﬂﬁﬁkm
pﬁ%%x%ﬂ%&ﬂ \yg 200ESS.
Aatnions &oﬁfﬂ:w&i&

AW e O0g

ﬁ%ﬂ%gi?irxllﬁbfﬁb aﬂww

State of GA Inspection Report
STATE FORM

L]
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State of GA, Healthcare Facility Regulation Division

PRINTED: 04/28/2015

STATEMENT OF DEFICIENCIES {X
AND PLAN OF CORRECTIOM

1) PROVIDER/SUPPLIER/CL 1A
IDENTIFICATION NUMBER:

025-115

FORM APPROVED
{(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A, BUILDING: COMPLETED
B WING 04/16/2015

NAME OF PROVIDER OR SUPPLIER

SAVANNAH MEDICAL CLINIC

STREET ADDRESS, CITY, STATE, ZIP CODE
120 East 34th Street

SAVANNAH, GA 31401

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (%6)
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO TM)E APPROPRIATE DATE

DEFICIENCY
U1236 Continued From page 3 U236
U1236 111-8-4-.12(6) Records. - U1236
$8=D |
Patient records shall be current and shall be "' \f’:, o Q-Q;‘Ef \(\Mﬁ 5\%@”
entitled to the same protection as provided for
, any medical records under Georgia law. | (f'_,\ 0( <0 OW :
" Authority 0.C.G.A. Secs. 31-2-4 et seq. and Seconda_. a‘!‘r '%C ‘\ ‘TL\
31-7-1 et seq. Administrative History. Qriginal . g
Rule entitled "Records” was filed on January 22, C"*&aﬂ”‘ﬂﬁ\ W
1980; effective March 1, 1980, as specified by the
Agoncy. g ot %me c,%
This RULE is not met as evidenced by: W\Cﬁfﬂ\ﬂ \\’\CO(
Based on observation review of facility policies vy X NOST
and procedures and staff interview the facility &N OM‘ =
failed to ensure the privacy and security of patient /E:W d’\A =20y e
protected health information. psga (
\OfeS \% esRAN.
Findings include: ?
Sne ‘.Q::: no aaafesﬁ th
Observation on 4/14/2015 at 245 P.M. inthe |
administrtors office reveals approximately 75 J P Tg LS
patient medical records lying on fop of a cabinet. J g{g\l
| C\O‘f’ '“"
Review of policy entilted,"Policy for Medical \a:\ &\L
Records, no policy number, no revision date (Y\ W\\Q&Qg NCv \W\ __\,\w\ \
stipulates,"Medical records are required to be | &
kept by the rules and regulations of the Georgia M\ ﬂG\ = < E «
“Department of Huwian Resources, using HIPPA | EMA
guidelines.” ! ﬂ
Interview on 4/14/2014 at 2:45 P.M. the
Administrator confirmed the records are placed
there for next day procedures and confirmed that
all staff, including the facility's after hours
cleaning crew, had access to these health
records.
United
State of GA Inspection Report

fortife




PRINTED:. 04/29/2015

FORM APPROVED
State of GA, Healthcare Facility Regulation Division
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: " ) COMPLETED
A, BUILDING:
025-115 B. WING 04/16/2015
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
120 East 34th Street
SAVANNAH M :
H MEDICAL CLINIC SAVANNAH, GA 31401
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D ! PROVIDER'S PLAN OF CORRECTION [
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY DR LSC IDEMTIFYING IMFORMATION) &G CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY )

V000 Opening Comments V000

A re-lncemuure survey was conducted on 4/16/15, ,

; linic was in compliance with F
Chapler 290 5-32, Rules and Regulations for ‘
. Performance of Abortions After the First Trimester - , e S |
| of Pragmnlcy and Reporting Requirements For All ' e
| Abortions.

=

Y

S
! NS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE / MG f
S —— —Maua M@t‘nl&l ﬁqﬁ

\j (2 NZER 1 If continuation sheet 1 of 1




State of GA, Healthcare Facility Regulation Division

PRINTED: 10/24/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
c
025-115 B. WING 07/21/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
120 East 34th Street
SAVANNAH MEDICAL CLINIC
SAVANNAH, GA 31401
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U000 Initial Comments. U 000
At the time of the survey, Savannah Medical Clinic
was in compliance with Chapter 290-5-32, Rules
and Regulations for Performance of Abortions and
Chapter 111-8-4, Rules and Regulations for
Ambulatory Surgical Treatment Centers, as the
result of complaint investigation number
GA00153118. No deficiencies were cited.
|
o
State of GA Inspection Report
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

for I:ife

STATE FORM

6599

OLIV11

If continuation sheet 1 of 1



PRINTED: 08/06/2019

FORM APPROVED
State of GA, Healthcare Facility Regulation Division
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
Cc
044-287 B.WING 07/21/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1924 CLIFF VALLEY WAY, NE
CLIFF VALLEY CLINIC ’
ATLANTA, GA 30329
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U 000 Initial Comments. U 000

At the time of the survey, Cliff Valley Clinic was in

compliance with Chapter 111-8-4, Rules and

Regulations for Ambulatory Surgical Treatment

Centers, as the result of complaint investigation

#GA00153117. No deficiencies were cited.

L
)
State of GA Inspection Report
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XD

STATE FORM

6899

XKSI11

If continuation sheet 1 of 1




PRINTED: 10/15/2019

FORM APPROVED
State of GA. Healthcare Facility Requlation Division
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
c
060-011 B. WING 07/21/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 235 WEST WIEUCA ROAD
ATLANTA WOMEN'S MEDICAL CENTER ATLANTA, GA 30342
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U000 Initial Comments. U 000
At the time of survey, Atlanta Women's Medical
Center was in compliance with Chapter 111-8-4,
Rules and Regulations for Ambulatory Surgical
Treatment Centers as the result of complaint
investigation number GA00153112. No
deficiencies were cited.
|
|
ni

State of GA Inspection Report
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

m  forLife

STATE FORM 5599 KM3C11

If continuation sheet 1 of 1



PRINTED: 10/24/2019

FORM APPROVED
State of GA. Healthcare Facility Requlation Division
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
c
060-141 B. WING 07/21/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1874 PIEDMONT RD, NE, SUITE 500-E
SUMMIT MEDICAL ASSOCIATES ATLANTA, GA 30324
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U000 Initial Comments. U 000
At the time of the survey, Summit Medical
Associates was in substantial compliance with
Chapter 111-8-4, Rules and Regulations for
Ambutory Surgical Treatment Centers, as the
result of complaint investigation #6A153119. No
deficiencies were cited.
|
|
ni

State of GA Inspection Report °
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE fO r I (XT&

STATE FORM 5899 1QIM11 If continuation sheet 1 of 1




PRINTED: 10/24/2019

FORM APPROVED
State of GA. Healthcare Facility Requlation Division
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
060-141 B. WING 04/14/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1874 PIEDMONT RD, NE, SUITE 500-E
SUMMIT MEDICAL ASSOCIATES ATLANTA, GA 30324
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U000 Initial Comments. U 000
A State licensure survey was conducted on April
14, 2015. Summit Medical Asscciates is in
compliance with Chapter 111-8-4, Rules and
Regulations for Ambulatory Surgical Treatment
Centers. No deficiencies were cited.
|
|
ni

State of GA Inspection Report

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

m  forLife

STATE FORM

6599

XGva

If continuation sheet 1 of 1



State of GA, Healthcare Facility Regulation Division

PRINTED: 10/24/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
060-141 B. WING 04/14/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1874 PIEDMONT RD, NE, SUITE 500-E
SUMMIT MEDICAL ASSOCIATES o
ATLANTA, GA 30324
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 000 Opening Comments V 000
At the time of the survey on 4/14/2015, Summit
Medical Associates was in compliance with
Chapter 290-5-32, Rules and Regulations for
Performance of Abortions as the result of a State
licensure survey.
|
o
State of GA Inspection Report
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

for I:ife

STATE FORM

6599

XGva

If continuation sheet 1 of 1



PRINTED: 10/15/2019

FORM APPROVED
State of GA. Healthcare Facility Requlation Division
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
c
060-011 B. WING 02/11/2016
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U000 Initial Comments. U 000
At the time of survey, Atlanta Women's Medical
Center was in compliance with Chapter 111-8-4,
Rules and Regulations for Ambulatory Surgical
Treatment Centers as the result of complaint
investigation number GA00158266. No
deficiencies were cited.
|
|
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OF COMMUNITY HEALTH

/f_—l\\ GEORGIA DEPARTMENT

Nathan Deal, Governor Clyde L. Reese lll, Esq., Commissioner

2 Peachtree Street, NW | Atlanta, GA 30303-3159 | 404-656-4507 | www.dch.georgia.gov

April 11, 2016

Ms. Stacey Linn, Administrator
Atlanta Women's Medical Center
235 West Wieuca Road

Atlanta, GA 30342-3321

Re: Complaint #GA00158266

Dear Ms. Linn:

Enclosed is a copy of the results of the complaint investigation completed at your facility on
February 11, 2016 by a surveyor(s) from this office. The report indicated that no violations of
state regulations that are enforced by this office were noted in the services provided at your

facility.

We appreciate the courtesies extended to our representative(s) during the visit. If we may be
of assistance at any time, please call me at (404) 657-5440.

Sincerely,

S35l Cone

gYMargaret Kersey, R.N., Program Director
Acute Care Unit
Department of Community Health
Healthcare Facility Regulation Division

MK:rf
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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U 000 Initial Comments. f U000 MEALTHCARE FACILITY REGY | 310N 135 ingn
At the time of the survey, Atlanta Women's : JAN 0 9 2017
Medical Center was in substantial compliance !
with Chapter 111-8-4, Rules and Regulations for
Ambulatory Surgical Treatment Centers, as the RECEIVED
result of a relicensure survey. The foliowing CORR!::CTIVE ACTION: The 12/01/16
deficiencies were cited as a result of that survey. Administrator has reassigned the chart
review process to the Medical Director
U302 111-8-4-.03(3) Organization and Administration. . U 302 for at least Quarterly. The Medical
S8= Director was notified of change on

The governing body of the cenler shall be
responsible for appointing the professional staff
and shall establish effective mechanisms for
quality assurance and fo ensure the
accountability of the center's medical and/or i
dental staff and other professional personne]

This RULE is not met as avidenced by:

Based on credential file review, review of facmty‘s
Medical Staff By-Laws and 2015-2016 Quality
Improvement Plan, and staff interview, the
governing body failed to establish effective
mechanisms for quality assurance and to ensure .
the accountability of the center’s medical staff.

Findings include:

Review of four (4) credential files (#s 1-3 and 10) -
revealed that three {3- #s 1.3} did not contain
avidence that quality reviews had been

performed by a peer.

Review of the facility's Medical Staff By-Laws, '
undated, revealed that Genera! Medical Staff ’

11729/16; therefore, ensuring adherence
to established Peer Review & Quality
Plan as outlined by the Quality
Improvement Plan.

The Medical Director will review at least
30 randomly selected physician’s charts
for appropriate signatures, dates,
treatment information, appropriate
follow-up, standard-of-care, and
complications.

EDUCATION: The revision of duties
were discussed with the Medical Director
and Governing Body on 11/29/16 by the
Administrator.

MONITORING:Tracking of completion
of peer reviewed charts by the Medical
Director will be monitored by the
Administrator. The resuits of the reviews
will be communicated to the Governing
Body at each Quarterly meeting by the
Administrator.

Responsibilities included; RES‘.’QNSlBLE PE.RSOI?(S):
3. Each member would cooperate with and Administrator, Medical Director,
participate in the Medical Staff Peer Review and Governing Body
Quality Assurance Program.
The Reappomtment Prccess ,
tate of GA inspection Raport )
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COMPLETE
DATE

DEFICIENCY}

U302 Continued From page 1 T yU302
3. In addition to the information provided by the
applicant as previously prescribed, consideration
would be given to the following and to other
valuable reasonable indicators of the applicant's
qualifications for reappointment:

a. Peer recommendation regarding the appltcants
professional performance, individual judgement, '
clinical or technical skilis, ethics, conduct and
ability to communicate.

b. The results of Quality Assurance monitoring
and evaluation.

Review of the facility's 2015-2016 Quality
improvemant Plan revealed:

3. Physician Performance

Routine performance assessments would be
made for each physician regularly contracted.
Medical record evaluations would be conducted
by the Medical Director to ensure all contracted
physicians provide services and documentation
consistent with the facility's protocols,
procedures, and mission. Records for review
would be chosen randomiy. |
a. Thresholid- Compliance/Corrective

b. Monitoring Frequency-Quarterly

c. Reporting Frequency-Quarterly

d. Person Responsible- Medical Director

interview with the adminisirator on 11/2/2016 in
the break room at 2:.45 AM revealed that

physician peer reviews were conducted on cases
which had complications only, and were not done
routinely. The administrator produced evidence
that random medical record reviews had been
conducted on physicians, stating that they has
been completed by him/herself or his/her
assistant. ;
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U1210 Continued From page 2 uU1210
1210 111-8-4-.12(2){b) Records. - U1210
S8=D CORRECTIVE ACTION: The 12/01116
Contents of individual medical records shall Administrator updated the Patient’s
normally contain the following at least: History form on 11/ 30/16 to incorporate
the patient’s family history: (1) Cancer, (2)
(b} History and physical examination dala: Diabetes, (3) TB, (4) Heart Disease, (5)
1. Personal medical history {including all current History of Twins, (6) Kidney Disease, and
medication that the patient is taking). {7y Malignant Hyperthermia.
2. Family medical history.
3. Physical examination Also, the Administrator provided a memo
4. Psychialric examination (if applicable). ... on 11/16/17 to all licensed clinical staff
(e.g., RN’s, MD’s and CRNA’s) reminding
z them to ensure completion of the the initial
This RULE is not met as evidenced by: H&P per patient and that the MD must
Based on medical record review, raview of facility . validate the H&P prior to any procedure.
policies, and staff interview, the facility failed This is Atlanta Women's Center’s current
ensure that all patients received a history and i practice.
physical examination by a physician prior lo their .
procedurs, and that it included family histories. | EDUCATION: The Administrator
E reviewed the changes on 11/30/16 with all
Findings include: staff during an inservice related to the
addition of family history on the Patient’s
Review of twenly (20) medical records revealed: | History Form and the memo was given to
A. Two (2-#s 1 and 20) did not contain a history the licensed clinical staff on 11/16/17
and physical examination by a physician related to the H&P process,
B. Eighteen (#s 2-18) which did contain a history . ,
and physical examination, did not include family MONITORING: Compliance will be
histories. monitored by the Administrator or
designee as part of the Quarterly chart
Review of facility policy, Medical History & review process in the Quality
Physical, last rev. 06/14, revealed the RN/NP Improvement Plan.
would perform a pre-anesthesia evaluationand
physical prior to screening by the MD or CRNA. ! RESPONSIBLE PERSON(S):
Any patient with active diagnosis would be Administrator
reviewed on a case-by-case basis.
The RN/NP would review with the patient current |
medical status, as well as medical history. Any
contraindication to an outpatient abortion .
procedure would be consulted with the physician | | )
tate of GA inspection Report ) o ®
i o - Ynited
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U1210 Continued From page 3 - U210

and/or CRNA as appropriate. All findings are
documented in the patient's medical record.

Review of facility policy, Medical Screening For
Patients Receiving Local Anesthesia, rav. 08/14,
revealed that through pre-operalive medical
screening and physical examination, the
physician, NP, CRNA, or RN would evaluate the
patient's health status and determine [l eligibiiity .
for the suction curettage abortion in the outpatient |
facility. The physician reviews the patient's i
medical history and performs a physical
examination, which includes a pelvic
examination,

The administrator acknowledged the absence of
the physicat examinations and documentation of |
family histories in the medical records on
11/2/2018 during the closing conference.,

3

U214

S8=D
Contents of individual medical records shall
normally contain the foliowing at least:

111-8-4-.12(2)(c) Records. : U1214

{¢) Treatment data:

1. Practitioner's orders.

2. Progress notes.

3 Nurse notes.

4. Medication.

5. Temperature-Pulse-Respiration (Graphic
Chart; surgical purposes only).

6. Special examination(s) and reporis {include
x-ray and lab reports).

7. Signed informed consent form.

8. Operation record.

9. Anesthesia record {if applicable).

10. Consultation record (if applicable).

11. Tissue findings when performed,

CORRECTIVE ACTION: The 12/01/16

Administrator created a specific Physician
Orders Sheet (APPENDIX A) to reflect
treatment orders for Pre-Op and General
Patient Care on 11/29/16.

The current practice and policy is that the
Post-Procedure Record (APPENDIX B)
reflects the post-operative orders and
discharge with the signature of the
physician providing care.

We will continue to adhere to this practice,
which is consistent with the GA
Regulations and Atlanta Women’s Center’s
policy.

ate of GA Inspection Report
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U1214 Continued From page 4 U114 STAFF EDUCATION: A new Physician’s

12. Where dental services are rendered, a
compiete dental chart with dental diagnosis,
treatment, prescription and progress notes shall
be part of the clinical record. ...

This RULE is not met as evidenced by:

Based on medical record review, staff interview,
review of facility's Patient Treatment Guidelines
and Doctors’ Guidelines, review of facility policies, :
and review of employee files, the facility failed
ensure that medical records contained physician
orders for treatment rendered therin.

i

Findings include:

Review of twanly (20) medical records revealed:
A. None contained pre-operative orders

B. Ten (#s 5-8, 10, 12, 15, 16, 18, and 20) did not
contain post-operative orders or discharge orders
€. Al medical records contained a form titled
Pre-Procedure Nursing Record, which included
areas for documentalion of the patient's name,
date of birth, surgery date, gestational age, and
1-day or 2nd Day of 2 day in the first section.
The second section titled 2nd Day of 2-Day
include areas {o document:

1. Vital signs, height/weight, BMI (body mass
index), ime and name of person completing

2. Admission assessment which included pain
scale, nausea yes/no, rupture of membranes
{ROM) yes/no, and time and name of person
completing.
The third section titled IV Assessment included
areas to document gauge size (24, 22, 20, 18),
location, inserted by, number of attempts, date
and time, and check boxes for patient {olerated
well and IV palent, good blood return, flushes

Order Sheet was created by the
Administrator on 11/15/16. The Staff was
educated about the new Physician’s Order
Sheet during an inservice and via memo to
the MD's on 11/16/16, by the
Administrator. Additionally, the
Administrator reinforced the importance
of physician orders for both Pre-op and’
Post-Op phases.

MONITORING: The Administrator or
Designee will monitor compliance at least
weekly.

RESPONSIBLE PERSON(S):
Administrator

tate of GA Inspection Repon
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U1214 Continued From page 5

well,

The fourth section included a table which
contained a column for times, medications,
doses, route, and initials. Multiple doses for
medications Norco §/325 mg (hydrocodone-a
synthelic opiate made from codeine and Tylenol,
Tylenol #3 (with Codeine- a narcotic pain

[

reliever), Tylenol, Misoprostol, and Azithromycin |

(antibiotic) were listed to choose from. The right
side of the fourth section contained an area titled
Pre-Operative Nates which was lined for free
hand written notes. The botiom of the form

]
{
{

containéd four (4) lines for RN signatures, one (1) f'

line for MD signature, one (1) line for date, and
one (1) line for time.
The forms had been signed by the physician at

:

various times ranging from the time of medication s

administration to hours later.

interview with the administrator on 11/1/2016 at
2:00 PM in the breakroom revealed that nurses
utilized facility protocols for pre-operative
medication administration, and that the
physician's signature on the Pre-Procedure
Nursing Recard served as an order.

Upon surveyor reguest for facility pre-operative
protocols, the administrator provided:

1. Patient Treatment Guidelines

2. Doctors’ Guidelines

3. Standing Orders for Post-Operative
Medications

H

Review of facility's Patient Treatment Guidelines,

iast rev. 03/16, revealed directives for Laminaria
and/or Ditapan-S Insertion {used o dilate the
cervix for abortion)-1 and 2 day procedures,
Misoprostol {Cytotec-medical abortion pill),
Hemoglobin {protein in red blood cells that cany

' U1214

tate of GA Inspection Report
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U1214

U1214 Continued From page 6

oxygen/Hematocrit (ratio of the volume of red
blocd cells to the total volume of blood), Medical
Conditions, Fasting/NPO (nothing by mouth), and
Obesity {over weight).

Review of the facility's Doclors’ Guidelines, last v
05/18, revealed columns for physician first and
tast names, number of weeks, 1 day with number
of week ranges, 2 day with number of week
ranges, Cylotec with number of week ranges,
Laminaria, Dilapan, and Digoxin with number of
week ranges, RN directives, and notes.

Review of facility policies failed to reveal a policy
which addressed physician orders.

Review of six (6) employse files revealed that all
contained initial applications with references, job
discriptions, had received annual trainings which
included infection control; had underwent
competency testing and evaluations; and, had
current BLS and ACLS certification, as

appropriate.

taie of GA inspection Repont
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DEFICIENCY)
U000 Initial Comments. U 000
At the time of the survey, Summit Medical
Associates was in compliance with Chapter
111-8-4, Rules and Regulations for Ambulatory
Surgical Treatment Centers, as the result of a
State relicensure survey. No deficiencies were
cited.
|
|
ni
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060-141 B. WING 11/03/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 000 Opening Comments V 000
At the time of the survey, Summit Medical
Associates was in compliance with Chapter
290-5-31-.01, Rules and Regulations for Abortion
Centers, as the result of a relicensure survey. No
deficiencies were cited.
|
|
ni
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DEFICIENCY)
U000 Initial Comments. U 000
A State Re-licensure survey was conducted on
2/2812017 through 3/2/2017. Savannah Medical
Clinic was in compliance with Chapter 111-8-4,
Rules and Regulaticns for Ambulatory Surgical
Treatment Centers. No deficiencies were cited.
|
|
ni
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V 000 Opening Comments V 000
At the time of the survey, Savannah Medical Clinic
was in compliance with Chapter 290-5-32, Rules
and Regulations for Performance of Abortions
After the First Trimester of Pregnancy and
Reporting Requirements For All Abortions, as the
result of a State licensure survey.
|
|
ni
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i AL A RE P LIt AEGULATION
WEVISTON
4 000 Initial Commenits. i U000 BEPARTMENT OF COMMUMITY HEALTH
At the time of the survey, CIiff Valley Clinic was in i v @4 20
substantial compliance with Chapter 111-8-4, : i
Ruies and Regulations for Ambulatory Surgical  ° )
Treatment Centers, as the result of a State RECEVED
re-licensure survey. The following deficiencies
were written as the result of that survey.
U300 111-8-4-.03(1) Organization and Administration. U 300 See next page for plan of corection
S8=D

Each ambulatory surgical treatment center shall
be organized with an identifiable governing body

" that establishes the objectives, sets the policies

and assumes full iegal responsibilities for the
overall conduct of the center and for compliance
with ail applicable laws and regulations pertaining
to the center. The membership of the governing
body shall be identified in the application to the
Department for ficensure.

This RULE is not met as evidenced by:

Based on medical record review, review of
employee and credential files, review of facility
palicies, and staff interview, the Governing Body

failed to be responsible for the overall conduct of

the center.
Findings include:

Cross reference U tags:

0302 - Organization and Administration
0903- Professional Services

0807 - Professional Services

1027 - Physical Plant and Operational Standards

1103 - Personnel
1104 - Personnel
1105 - Personnel
1210 - Records

e—,

1214 - Regerds

State of GA Inspection Report
LABORATORY gg

[k}

INLE
Clinic Administrator

5/3/2017

United
forlLife

STATE FORM

o9 QVRE



PRINTED: 03/30/2017

FORM APPROVED
_ State of GA, Healthcare Facility Regulation Division
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
) 044-287 B. WING 03/14/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1924 CLIFF VALLEY WAY, NE
LINIC
CLIFF VALLEY C ATLANTA, GA 30329
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D { PROVIDER'S PLAN OF CORREGTION )
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPRQPRIATE | DATE
DEFICIENCY) i
U300 Continued From page 1 U 300 U302 ;
Corrective Action: All records for 5/15/2017

U 302

S8=

D

2001 - Sanitation and Waste Disposal

V tags
0030 - Procedure for Filing Certificate of Abortion

111-8-4-.03(3) Organization and Administration.

. The governing body of the center shali be
. responsible for appointing the professional staff
. and shall establish effective mechanisms for

quality assurance and to ensure the

" accountability of the center's medical and/or
- dental staff and other professional personnei.

This RULE is not met as evidenced by:
Based on cradential file review, review of facility's
Medical Bylaws, and staff interview, the facility

- failed to ensure that professional staff were
" appointed, and that quality reviews were

conducted.
Findings include:
Review of four {4) credential files (#s 1-4)

revealed:
File #3 did not contain requested privileges.

" Files #3 and 4 did not contain evidence that

privileges had been approved.
Files #2, 3, and 4 did not contain Medical Staff or
Governing Body approvall.

. Files #3 and 4 did not contain re-appointment
- dates.

None of the files contained evidence that peer

" review had been conducted.

File #3 did not contain an agreement to abide by
the Governing Body Bylaws.

- Review of facility's Medical Bylaws, undated,

professional staff were reviewed for
completeness. Request was made to
professional staff to submit any missing
U302 |documents. Practitioners were givena
time frame to supply missing

: documentation or have privileges i
: temporarily suspended. All completed 1

charts that are due for reappointment will

be forwarded to medical director and then

back to medical staff administration at

least 30 days prior to reappointment being

due. Peer reviews will be conducted and |
documented quarterly. i

Staff Education: In-service has been 5/15/2017
scheduled for Professional staff as well as
! clinic administration to review Medical
bylaw requirements for appointment.
Monitoring: Summary of Medical Bylaws i
‘has been created to be distributed to ‘
professional staff annually about |
necessary documentation which is ‘
necessary for credentialing at the clinic. A
separate document will be forwarded
guarterly to professional staff with the
status of items that is required for re-
appointment. It will also include the status
of quarterly peer review.

Respaonsible Persons: Clinic
Administrator, Medical director '
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U 302. Continued From page 2 U 302 U302

' revealed that the Medical Director is accountable

for the oversight of clinical services provided by
the professional staff, clinical policies &
procedures and medical quality assurance

- activities.

Duties and Responsibilities include:

- Assures medical staff are approptriately trained
. &and credentialed.
- Monitors Physicians, CRNAs, RN cod services

and Advanced Practitioners for performance and

! privileges as required by the medical staff bylaws.

Participates actively in peer review and the quality
management process.

Section 3; Reappointment Process

B. Al applicants for reappointment would be

' required to provide the following information:

1. Conformation of admitting privileges.

D. Recommendations for the reappointment of

Medical Staff member and clinical privileges to be
granted upan reappointment will be based upon,

_but not limited to, the member's:

" 4. Quarterly medical peer review.
" Section 1: Peer Review

Medical peer review would be conducied on a
quarterly basis. The Q-Care Patient Outcome
review would be performed on any chart that is

" entered as a statistic. Additionally, 5 random
. charts would be evaluated for appropriateness of

diagnosis and treatment.
The peer review would be conducted either by the

' Medical Directer or by another active physician
* with comparable skill.

" Interview on 3/14/17 at 1:00 PM with the Director
. of Clinical Administration revealed that MD #2

3

See previous page for plan of correction
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U302 Continued From page 3 U 302 ,

" had been suspended effective January 1, 2017

~due to not providing current documentation; and

* hefshe acknowledged the above findings. |

| i

U903 111-B-4-.09(4) Professional Services. U903 !
85=D
.. All nursing services shall be under the ;

: > . U903 i
supervision of a registerad nurse (R.N.). Each c tive Action: Nursing S , ! 3/23/2017
center shail have a sufficient number of currently O [ Sing oupervisor was |

' licensed nurses present and on duty to attend to hired o | 3/23/2017
patients at all times patients are receiving Staff Education: As pari of the on-boarding |
treatment or recovering from treatment up to and process, Nurse Supervisor has been educated |
including the time of discharge. Additional staff about the nursin it ;

g ) g roles and responsibilities of
shall be_ on duty and available to assist the . the dlinic.
professional staff to adequately handie routine S . . . :
and emergency patient needs. i Monitoring: Nursing Supeml's.or will be {
appointed by Medical director for a renewable '
two year term. i

 This RULE is not met as evidenced by: Responsible Persons: Clinic Administrator, |

- Based on staff mte_;mew,_e_mp!oyee flfﬁ review Medical Director : :

~and review of facility policies, the facility failed to | ;
have an appointed Director of Nursing (DON) / ;

Nursing supervisor.
Findings include: i

3 |

- During the entrance interview with Director of |

* Clinical Administration on 3/13/2017, hefshe !

 stated that the facility has not had a DON since ;

i -
|

: Review of employee files failed o reveal a DON |

: file. :

Review of facility policies failed to reveal a policy '
which addressed requirement for a DON / ;
Nursing Supervisor. |

| )
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U907 Continued From page 4 u 907 U907
U907 111-8-4-.09(8) Professional Services. U907 Corrective Action: The OR logs have been 1 4/14/2017
: ) _ . updated to have a monthly signature from j
Each center will have effective policies and lead Health Advocate, Nursing Supervisor, or

fégg?;ﬁ;egggp“zgggﬂg :thelg:: %lgj:‘;rj::rg‘i:or Clirlwic Adrr-1inistrator. Any abnormalities are to
: after surgery, which includes a reporting be immediately reported. The Operations
mechanism for patients who develop infections or manager has been accepting bids from HVAC |
postoperative complications after discharge. companies to convert the pathology room to a
! negative pressure room.

Staff Education: In-service was held forthe : 4/14/2017

staff reviewing the temperature and humidity

. This RULE is not met as evidenced by: :
Based on review of the Operating Room (OR)

. ensure that patients remained free from

complications of infections net function properly, it is to be immediately

reported. Staff will also be trained how to

Temperature and Humidity (T&H) Logs, Air logs were to be performed every day the OR
Exchange and Balance report, observation, and was used. Also during the in-service, itwas |
staff interview, it was determined that the facility reviewed with staff that abbreviations are not }
 failed to have effective policies and procedures to permissible in the logs. Should the equipment ‘
|

i

_ Findings: perform the tissue test for the pathology room
' fo ensure that it stays a negative pressure 1
. OR #1's T&H Log was reviewed from 01/15/16 room once converted. |
|

: through 3/11/17 and OR #2's T&H Log was

' reviewed from 03/11/16 through 03/11/17. Both Monitoring: O.R. Logs will be reviewed

 logs revealed that the acceptable humidity range monthly. Should there be any abnormalities |
was 30% to 60%. Documentation revealed that on the daily record, they are to be '
 the T&H for both ORs was documented as "EE" immediately reported by the OR staff. The
i for the above time frames. Further review of the tissue test will be performed and documented .

. logs revealed that OR #1 on 11/14/14 "EE" was
- noted as equipment error and OR #2 on 01/08/15
noted that the monitor was not working.

monthly for the pathology room.
Responsible Persons: Lead Health Advocate,
Clinic Administrator, Nursing Supervisor,
- Review of the Air Exchange and Balance report Operations Manager
from Medical Equipment Technology, Inc. dated
* 0B/16/14 revealed that the Pathology Room (dirty ‘ {
instruments room) had a positive pressure and |
9.53 air exchanges per hour. |

SSe

' Obsewafion on 03/14/16 at 8:30 a.m. revealed
that the Pathology Room failed tha tissue test ; d
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U 907" Continued From page 5 fuea7 ueo7 ‘
' (tissue held at bottom of door and if it blows See previous page for plan of correction |
' under the closed door the room is negative !
. pressure). |
During an interview on 03/14/16 at 2:00 p.m. in |
the Conferance Rocm, the Director of Clinic 1
Administrator confirmed that staff had been |
documenting the ORs' humidity levels "wrong" for | g
_the above timeframe and that the Pathology room ;
' was not a negative pressure room. ,
U1027 111-8-4-.10(n) Physical Plant and Operational u1027 u1027 ‘
Standards. Corrective Action: A lock was purchased and | 3/14/2017
‘ . . . laced on medication refrigerator with broken
Medicines shall be stored in a conveniently ::::ck g
located cabinet with lock, and only licensed ) 42112017

* This RULE is not met as evidenced by:
. Based on review of faciiity's policy, observation,

- medications were secured with only ||censed

+ Policies and Procedures, last reviewed 11/2013,
- revealed that upon receipt, all medications must

* refrigeration).

- Observation on 03/13/17 at 3:.30 p.m.,
, accompanied by the facility's Director of Clinic
. Administration revealed the following unsecured

persons shall have access.

and staff interview, the facility failed to ensure that
persons having access.

Findings:

Review of facility policy entitled Medication

be immediately stored in locked medication
cabinets, the narcotics cabingt (if they are a

controlled substance), or in the refrigerator (if
they are a medication which requires

Staff Education: in-service was held for

" nursing staff about which medications need to
be stored in a locked unit.

Monitoring: All locked units will be checked
and documented that they are functioning
properly weekly. Any malfunctions must be
reparted immediately to Nursing Supervisor.
Responsible Persons: Nurses, Nursing
Supervisor, Clinic Administrator, and ,
Operations Manager ‘
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U1027 Continued From page 6 uto27 | U027

medications in an unlocked refrigerator in the See previous page for plan of correction

Post Anesthesia Care Unit (PACU):
a. Five (4) Rhogam (a sterile solution made
| from human blood plasma that is given to I
i Rh-negative in the form of an injection) ,

' 300 micrograms (mcyg) syringes expiration date i
- 08120117, '

. b. One {1} Rhogam 300 mcg syringe expiration

date 10/27/17,
 ¢. Eight (8) Rhogam 300 mcg syringes

expiration date 06/23/17,

d. Ten (10} Rhogam 300 mcg syringes |
expiration date 10/20/18; !
e. Seven (7) Rhogam 50 mcg syringes i

expiration date 12/20/17;

f. Four {4) Rhogam 50 mcg syringes expiration

date 02/20/18;

g. Abottle of liquid Trichioroacetic Acid (used to
- treat genital warts) 80% solution expiration date |
1213112017 ! !
h. Twelve (12) one {1) milliliter vials of " 5
Methergan (used to help stop bleeding after
childbirth or an abortion) 0.2 milligrams (mg) per
ml expiration date 05/20/18,;

i. One (1) one (1) ml vial of Purified Protein !
Derivative (PPD used to test for tuberculosis) |
5TU/0.1 mi or 50 tests; and ;
. j. Five (5) Hepatitis B vaccines 10 mg per one |
+ (1) mi vial expiration date 11/20/18.

. |

" At the time of the discovery the Diractor of Clinic | ‘ |
Administration confirmed that the refrigerator lock :

* had been broken for a "little over a month™ and

that the PACU door did not lock. In addition, the

- Director confirmed that unlicensed staff and
contracted housekeepers had access to the

- medications.
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U1103: Continued From page 7 UMO3 | L1103
U1103 111-8-4-.11(4) Personnel. U103 Corrective Action: All employee staff records 5/15/2017
$8=D _ were reviewed. Reguest for missing
Each centeI: Shl?l’? requu:e tzat each empl?yee N documentation was made to staff. Staff will
receives a health examination upon employmen . , o
- and a policy shall provide for follow-up be given a time frame to supply missing
. examinations. The examination shall be in documentation, which may include physical
sufficient detail, including pertinent laboratory and exams. Failure to provide missing
: x-ray data, to assure that the employee is documents will result in the staff member not
' physically and mentally qualified to perform the being allowed to work. Request has been
: jobto “’h‘d'.s assigned. submitted to the Directors to have the Human
. Resources Palicy to reflect this change in ;
" This RULE is not met as evidenced by. policy. §
Based on review of employee files, facility Staff Education: In-service has baen ‘ 5/15/2017
poficies, and staff interview, the facility failedto scheduled for staff to review requirements to
assure thgat employges received @ health. 1 work in the clinic and the frequency these ‘
examination upen hire, and to have a policy which documents are to be malntained ‘
addressed follow up examinations. e ed. |
Monitaring: Summary of requirements to work
Findings include: in the clinic has been created to be distributed .
_ . . to staff annually about necessary i
fei\g:r;d(?f five () employee files (¥#s 6-10) documentation which is needed. A separate |
. None contained an examination by a physician or document will be forwarded to them with !
* mid-level provider on hire. status of items that are required for !
' Four (4-#s 6, 7, 8, and 9) contained a health employment. The orientation/ annual check
' questionnaire completed by the employee post list will be updated and documented at least |
_hire, ) ) i f annually. Once updated, it will be signed by |
lgc;égt-i:s 6 and 8) did not contain evidence o the supervising manager then submitted 1o i
9 the Clinic Administrator to be included in the |
. Review of four (4) credential files (#s 1-4) personnel file.
i revealed: Responsible Persons: Clinic Administrator,
Files #2, 3, and 4 did not contain evidence of Front Office Supervisor, Nursing Supervisor |
current TB testing. ‘
Review of facility policy #HR 180, Employment :
' Physical Assessment, effective 01-01-07, revised ‘ !
| 10-19-06, revealed that each employee must e
_undergo an employment physical assessment by ; d
State of GA Inspection Report
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employee must schedule an appointment with the |
Clinicat Director for the employment physical
assessment. At the time of the appointment, the
. employee would be given a FWHC employee
health form for completion and then seen by a
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U1103 Continued From page 8 U1103 U1103 I
|
|

+ physician or nurse (NP or RN) for assessment.
' The employee health form/physical assessment u1104
. would be kept with the employee's personnel/ Corrective Action: All employee staff records | 2 19/2017
i ?ﬁg‘;;llé;edld ot address follow up were reviewed. Request for missing
‘ examinations. dolcumentatlon was rnadt_a. _Staff will be given
a time frame to supply missing ;
The Director of Clinical Administration documentation, which may include TB test,
. acknowledged the above findings on 3/13/2017. CPR, physical exams, etc. Failure to have an |
‘ updated employee file will result in the ’
1104 111-8-4-.11(5) Personnel, U1104 | employee not being allowed to work.
S50 ] Staff Education: In-service has been 51512017

There shall be a separate personnel foider
maintained for each employee. This file shall
contain all personnel information conceming the

scheduled for staff to review requirements to
work in the clinic and the frequency these

: employee, including the application and documents are to be maintained. ,
" qualifications for employment, physical Monitoring: Summary of requirements to work I
examination (including laboratory and x-ray in the clinic has been created to be distributed |
reports, if applicable), job description and ta staff annually about necessary |

. attendance record.
; documentation which is needed. A separate

document will be forwarded to them with

" This RULE is not met as evidenced by; status of iterns that are required for
Based on employee file review, review of facility employment. The orientation/ annual check
 policies, and staff interview, the facility failed to list will be updated and documented at least

assure that files included evidence of crientation

and job descriptions annually. Once updated, it will be signed by

the supervising manager then submitted to ‘

Findings include: the Clinic Administrator to be included in the
. personnel file.
; Review of five (5) employee files (#s 6-10) Responsible Persons: Clinic Administrator,

| revealed:

Four files (4- #5 6, 7, 8, and 9) did not contain Front Office Supervisor, Nursing Supervisor
State of GA Inspection Report d

3TATE FORM 4800 OVRB11 if coflauon sheet




PRINTED: D3/30/2017

FORM APPROVED
_ State of GA, Healthcare Facility Regulation Division
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
- | 044287 5. WING 03/14/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
1924 CLIFF VALLEY WAY, NE
LEY CLINIC ’
CLIFF VALLE ATLANTA, GA 30329
T X4D - SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE " COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE
DEFICIENCY) :
U1104 Continued From page 8 U104 { U1104
orientation check lists signed by the supervisor. i See previous page for plan of correction
Two (2- #s 6 and 8) did not cantain a job E

description. :
One (1- #9) did not contain current CPR !
certification as required by job description. i

- Review of facility policy #A01, Orientation policy,

" effective, revised and approved 10/21/09,
revealed:

. Hiring procedure: All new hires and re-hires must
attend an orientation with the HR and Office
Manager prior to their start date. The completed
portions of the personnel file and the orientation
checklist to the employee's supervisor. The
supervisor completes tasks on Orientation
Checklist under "Jab Specific Orientation”. The
supervisor signs and obtains empioyee's
signature for the Orientation Checklist, and
places it in the employee's personnel file.

The Director of Clinical Administration
acknowledged the above findings on 3/13/2017.

U1105! 111-8-4-.11(6) Personnel. L U105 | U1105 |
; ' See next page for plan of correction :

Fire and internal disaster drills shall be conducted
. at least quarterly and the resuits documented.
" There shall be an ongoing program of continuing
education for all personnel concerning aspects of |
fire safety and the disaster plan for maving i
personnel and patients to safety, and for handling }
patient emergencies. 1
i
!

. Authority O.C.G.A. Secs. 31-2-4 et seq. and
~31-7-1 et seq. Administrative History. Qriginal

E Rule entitled “Personnel” was filed on January 22,
1 1880; effective March 1, 1880, as specified by the : |
" Agency. i
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! DEFICIENCY) !
U1105: Continued From page 10 U1105 U1105
. . . C i jon: Fi i i : 3120/2017
This RULE is not met as evidenced by’ <_Jrrect_|ve Action: Fire and internal dllsa_ster |
Based on review of the facility's Disaster drilis wil! be pre-scheduled at the beginning of
Preparedness Plan, fire and disaster drills, and the calendar year. The first quarter drills was
staff interview, it was determined that the facility conducted on 3/20/2017. Future drills have
failed to conduct quarterly fire and disaster drills been scheduled for June 20, September 26,
 and disaster drills. and December 5, of 2017.
i Findings: Staff Education: In-service has been 512212017
; scheduled for staff to review fire and disaster
Review of the facility's Disaster Preparedness plans for the clinic. The in-services will be
Flan, no policy numtl)er or date, revealed that fire included as part of staff meetings throughout
drilis and disaster drills were to be conducted the year.
quarterly. Monitoring: Dates of the |ast performed drill :
Review of the facility's Fire and Disaster Dril and upcoming scheduled drifts will be E
manual revealed the facility failed to conducted documented on the monthly signed, OR log.
 the foliowing drills: . . The dates of the conducted drills will also be |
a. Forth (4th) quarter fire drill; documented by the Operations Manager :
b. Third (3rd) quarter disaster drill; and quarterly
¢. Forth (4th) quarter disaster drill. f . - '
Responsible Persons: Clinic Administrator, i
During an interview on 03/14/17 at 2:00 p.m. in  Health Advocate, Nursing Supervisor, |
- the Conference Room, the Director of Clinic Operations Manager {
Administration confirmed that fire drills and i
disaster drilis had not been conducted quarterly. :
U1210; 111-84-.12(2)b) Records. ui21p | U1210 |
. See next page for plan of correction ;
Contents of individual medical records shall |
normally contain the following at least: |
|
!
- (b) History and physical examination data: =
' 1, Personal medical history (including all current
* medication that the patient is taking). i '
2. Family medical history. |
. 3. Physical examination !
i 4. Psychiatric examination {if applicable}. ...
{ e
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__State of GA, Healthcare Facility Regutation Division
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE GONSTRUCTION {X3) DATE SURVEY
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| DEFIGIENCY)
U1210' Continued From page 11 U210 | U1210
|

Corrective Action: All professional staff have
been instructed that a history and physical, as
well as a discharge summary is needed on all

. This RULE is not met as evidenced by:
Based on review of facility policy, Medical Bylaws,
medical records, and staff interview, it was

_determined that the facility failed to ensure that patients being seen in the ambulatory surgical
. physical examinations were performed prior to center, regardless of the procedure performed.
procedures and that discharge orders were Electronic medical records will be implemented |

written, for three (3) of ten (10) sampled patient

. by J ist wi i .
' records (#6, 7. and 10). y June 2017 to assist with compliance

| History and Physicals are to be performed by
. Findings: the practitiener anly.
Staff Education: In-service has been

Revi t facilly poli iitled Medicati scheduled for Professional staff and clinic staff
eview of facility policy entitled Medication ; o review Medical b I iy

. Abortion Policies and Procedures, no policy : o review Medical bylaws, as well as policies
" number, last updated 05/2014, revealed patients |

and procedures to determine the components E

" having a medical abortions with Mifepristone and of a complete chart for all patients treated in

- Misoprostol (medications administered to bring | the ambulatory surgical center. In-service has !
about an abortion) were to have a medical history ' also been scheduled in May 2017 to train '

' and physical examination. The physical | professional staff on using the Electronic

" examination was to include the following: Medical Record, Nextgen, to record a

a. Pertinent physical examination, including vital complete history, physical and discharge

‘ signs; summary. ;
b. Determination of gestational age (age of Monitoring: Cempletion of charts, including the :
' fetus) by clinical assessment; and physical exam, will be reviewed as part of the

¢. Ultrasonographic (specialized x-ray that

‘ ! . front i
" determines age of fetus) examination when ront staff chart audit, as well as by random

chart audits by the Clinic Administrator, Nurse

| indicated.

: Supervisor, or Medical Director. Chart will also
' Review of Medical Bylaws, no date, revealed in ! be reviewed as part of the quarterly peer

. Article VIli: Rules and Regulations, Section 3: review.

- Medical Records, B. History and Physical, 1. A
complete gynecologic (female reproductive
system) history and physical exam shall in all
cases be performed and written by a physician, Office Supervisor, Professional Staff
advanced practice nurse, or a Registered Nurse,
. and be a part of each patient's chart.

' C. Written, Verbal, and Standing Orders, 1. All
- orders for treatment shall be in writing.

Responsible Persons: Clinic Administrator,
Medical Director, Nurse Supervisor, Front

State of GA Inspection Report
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_State of GA, Healthcare Facility Regulation Division

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION
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B. WiNG 03/14/2017

NAME OF PROVIDER OR SUPPLIER

CLIFF VALLEY CLINIC

STREET ADDRESS, CITY, STATE, ZIP CODE

1924 CLIFF VALLEY WAY, NE

ATLANTA, GA 30329

4D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION T s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE
3 DEFICIENCY) ‘
U1210. Continued From page 12 u1210 | U1210 ‘,
: . , 5 i i
" Three (3) of ten (10) medical records reviewed 8¢ previous page for plan of correction .
. (#8, 7, and 10) revealed a physical examination |
was not completed prior to administering the 5
Mifepristone andfor Misoprostol for medical |
abortion procedures and that no discharge orders |
| were written. |
' During an interview on 03/14/16 at 2:00 p.m. in
the Conference Room, the Director of Clinic
Administrator confirmed that the above medical
- records contained neither discharge orders nor i
documented evidence of a physical examination. |
!
U2001 111-8-4-20(2) Sanitation and Waste Disposal. | U2001 | U2001 E
$8=D Corrective Actions: All clean containers have | 4152017
. Ali garbage, trash and waste shall be stored and been relocated from the biohazard closet.
- disposed of in a manner, by approved methods, Onlv containers that contain biohazard
' that will not permit the transmission of disease, y coniainers that conain blohazardous
' create a nuisance, or provide a breeding place for waste will be stored in the bichazard closet. ‘
- insects or rodents. Staff Education: In-service has been | 512212017
: scheduled to review how to properly dispose of;
) . . bichazardous waste. Also, OSHA compliant |
- This RULE is not met as evidenced by: ideos for Infection C ome ;
Based on observation, staff interview, and review videos for Infection Control Essentials: Every
of facility policies, the facility failed to store Action and Infection Control for Ambulatory :
. biohazardous waste properly. Care Settings training handbooks by Coastal
- Training Technologies Corp will be reviewed
 Findings include: and the quiz will be taken by everyone in :
‘ . . ttend . |
Observation during a tour on 3/13/2017 at 3:30 2 er_‘ a,nce_ ) o !
PM with the Director of Clinical Administration Menitoring: - Quarterly mock inspection will be |
revealed a closet which contained boxed performed. As part of the mock inspection,
bichazardous waste and full sharp containers, | disposal methods will be reviewed to
+ along with clean sharp containers. determine if the method is appropriate. '
! . . . . . Res ibl : Clinic Admini !
' The Director of Clinical Administration ponsible persons: Clinic Administrator, |
" acknowledged the above findings at the fime. Nurse Supervisor, Health Advocates, Nurses
. Review of facility policy titied Waste Disposal, i o
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_ State of GA. Healthcare Facility Regulation Division
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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L2001 Continued From page 13 u2001

" undated, last developed/reviewed 12/13,

' revealed that regulated medical waste would be

. handled in accordance with the blood-borne
pathogens standards of OSHA (Occupational
. Safety and Health Administration).

See previous page for plan of correction
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ﬁ GEORGIA DEPARTMENT
L OF COMMUNITY HEALTH
\"“x‘:::';

Nathan Deal, Governor Frank Berry, Commissioner

2 Peachtree Street, NW | Atlanta, GA 30303-3159 | 404-656-4507 | www.dch.georgia.gov

January 10, 2017

Ms. Stacey Linn, Administrator
Atlanta Women's Medical Center
235 West Wieuca Road

Atlanta, GA 30342-3321

Dear Ms. Linn:

The Healthcare Facility Regulation Division acknowledges receipt of your plan of correction
for the deficiencies that were cited as the result of your November 2, 2016 survey. The plan
of correction has been reviewed and accepted as appropriate to correct the cited
deficiencies.

If a follow-up visit is not conducted, please be advised that the implementation of your plan of
correction will be monitored at your next on-site visit.

If you have any guestions, please contact my office at (404) 657-5440 or write to the address
listed above.

Sincerely,

y2rrla (Ane

Abimbola (Bola) Ansa, RN

Program Director, Acute Care Unit
Department of Community Health
Healthcare Facility Regulation Division

AA:rf

United
for Life

Health Information Technology | Healthcare Facility Regulation | Medicaid | State Heaith Benefit Plan
Equal Opportunity Employer
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/fi\\ GEORGIA DEPARTMENT
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Nathan Deal, Governor Clyde L. Reese I, Esq., Commissioner

2 Peachtree Street, NW | Atlanta, GA 30303-3159 | 404-656-4507 | www.dch.georgia.gov

November 18, 2016

Ms. Stacey Linn, Administrator
Atlanta Women's Medical Center
235 West Wieuca Road

Atlanta, GA 30342-3321

Dear Ms. Linn:

Enclosed is a annual Report of Licensure Inspection completed at your facility on November
2, 2016 by surveyor(s) from this office. This report contains one or more violations which
must be corrected.

Your plan to correct these violations should be entered in the right hand column entitled
"Providers Plan of Correction" with a projected completion date entered in the column
"Completion Date". After you have completed the form, sign and date it in the space
provided, return the ORIGINAL to our office no later than December 2, 2016.

Thank you for the courtesies extended to our representatives during this visit. If | can be of
further assistance, please contact me at (404) 657-5440.

Sincerely,
Wbttt e BN, M
Abimbola (Bola) Ansa, RN

Program Director, Acute Care Unit
Department of Community Health

Healthcare Facility Regulation Division

AA:rf

United
for Life

Health information Technology | Healthcare Facility Regulation | Medicaid | State Health Benefit Plan
Equal Opportunity EmployerEqual Opportunity Employer



@ GEORGIA DEPARTMENT
% i HEALTH
w OF COMMUNITY

Nathan Deal, Governor Frank Berry, Commissioner

2 Peachtree Street, NW | Atlanta, GA 30303-315% | 404-656-4507 | www.dch.georgia.gov

April 6, 2017

Ms. Joline Milord, Administrator
Cliff Valley Clinic

1924 Cliff Valley Way, NE
Atlanta, GA 30329

Dear Ms. Milord:

Enclosed is a annual Report of Licensure Inspection completed at your facility on March 14,
2017 by surveyor(s) from this office. This report contains one or more violations which must
be corrected.

Your plan to correct these violations should be entered in the right hand column entitled
"Providers Plan of Correction" with a projected completion date entered in the column
"Completion Date". After you have completed the form, sign and date it in the space
provided, return the ORIGINAL to our office no later than April 20, 2017.

Thank you for the courtesies extended to our representatives during this visit. If | can be of
further assistance, please contact me at (404) 657-5440.

Sincerely,

. o s .
Qﬁ‘"’{i,@w, QW‘J—Q
Abimbola (Bola) Ansa, RN
Program Director, Acute Care Unit

Department of Community Health
Healthcare Facility Regulation Division

AA:rf

United
for Life

Health information Technology | Healthcare Facility Regulation | Medicaid | State Health Benefit Plan
Equal Opportunity EmployerEqual Opportunity Employer
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State ox: GA, Healthcare Facility Regulation Division

T

W B HIN | LT USf2sr2U [
7 / gD/ 1 & W/ FORM APPROVEE

STATEMENT OF DEFIGIENGIES (X1} PROVIDER/SUPPLIER/CLIA
AND PILAN OF CORRECTION IDENTIFICATION NUMBER:

BEALEUEARE RACILITY RELLT Al b v itsy

{¥2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A, BUILDING: COMPLETED
B Wive 04/10/2018

NAME OF PROVIDER OR SUPPLIER

5AVANNAH MERICAL cLinic RECEIVED

1 L

STREET ADDRESS, CITY, STATE, ZIP CODE

120 East 34th Streat
SAVANNAH, GA 31401

A

§8=F'

" Each center will have effective policies and

- procedures for handling infection control and for

- recording complications which oceur duting or
after surgery, which includes a reporting
mechanism for patients who devslop infections or
postoperative complications after discharge.

This RULE is not met as evidenced by:
Based on review of policy, patient records and
staft interviews it was determined that the facility
failed to have an eftective mechanism for
recording and reporting post-operative

- complications and/or infections.

" Findings were:

. Beview of POLICY FOR RECORDING OF

 INFECTIONS AND POST-PROCEDURE

" COMPLICATIONS, no policy number or initial or

. revision date, reveals that the facility will have an

. effsctive procedure for recording complications

_ which ocour during or post procedure that
includes a reporting mechanism for patients who
develop infections or post operativa complications
after discharge
Six {6) patien{fdcords (#s 1,2, 3, 4, 8 & 10) out
of ten (10) did ngt have documented follow up
after the day ofthe procedure. No follow up or

X0 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
a6 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U000 Initial Comments. U 000
At the time of the survey, Savannah Medical
Clinic was in substantial compliance with
. Chapter 111-8-4, Rules and Regulations for
- Ambulatory Surgical Treatment Centers, as the
. resuit of a relicensure sutvey. The following
. deficiency was cited as a result of that survey.
1
U 907 111-8-4-.09(8) Professional Services. U 907

State of

LABORATORY DIREGT

Inspection

o~

'S OF PROVIDER/SUPPLIER REPREBENTATIVE'S SIGNATURE

=i
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State of GA, Healthcare Facility Regulation Division
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) OATE SURVEY
AND PLAN OF CORAECTIOM IDENTIFICATION NUMBER: A BUILDING: COMPLETED
025-115 B. WING 04/10/2018
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
120 East 34th Strest
SAVANNAH MEDICAL CLINIC SAVANNAH, GA 31401
(%) 1D SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U807 Continued From page 1 U %07
attempts to foliow up were noted in any of the (6)
six records.
Interview with registered nurse (staff #1)on
04/10/18 at 2:00 p.m. in the counselors office
revealed that two (2) patients had experienced
complications but there were no infections
reported or documented in the past twelve |
months and that there is no log to foliow post |
_operative complications/infections within the g
facility. i
1t was confirmed by the assistant administrator
(staff #7) during the exit conference in the
counselors office on 04/10/18 at 4:54 p.m. that
there is no log or formal follow-up procedure to
follow complications/infections of patients after
procedures.
1
|
|
|
i
State of GA Inspection Heport PY
8TATE FORM sav FYOK11 fO Pcr]*_uj’nf of2
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Tag # Ug07 7/ %0 /{ (X;@/

Mechanism for recording and reporting post operative complications and/or
infections.

Corrective Action:  All patients receive a post operative check up
appointment. For all patients that do not return for this check up a follow up
telephone call will be placed at 30 days post operative to access their
recovery.

Monitoring:  Monitoring of this program will be included as part of the
biannual post procedure review performed by the Medical Director.

Implementation:  All patients have been receiving post procedure checlj;
Up appointments since the facilities inception. The follow-up call has beer
implemented immediately post inspection. |

Responsible person: A log has been established and will be reviewed

weekly by staff member performing post procedure checkup assessment to
follow complications/infections of patients after procedures.

Complete date: 4/17/2018

|
|
|
]
]

United
for Life
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
025-115 B. WING 04/10/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
120 East 34th Street
SAVANNAH MEDICAL CLINIC SAVANNAH, GA 31401
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 000 Opening Comments V 000
At the time of the survey, Savannah Medical Clinic
was in compliance with Chapter 290-5-32, Rules
and Regulations for Performance of Abortions
After the First Trimester of Pregnancy and
Reporting Requirements For All Abortions, as the
result of a State licensure survey.
|
|
ni
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A. BUILDING:
060-011 B. WING 04/12/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
235 WEST WIEUCA ROAD
ATLANTA WOMEN'S MEDICAL CENTER
ATLANTA, GA 30342
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 000 Opening Comments V 000

At the time of the survey, Atlanta Women’s

Medical Center was in compliance with Chapter

290-5-32, Rules and Regulations for Performance

of Abortions After the First Trimester of Pregnancy

and Reporting Requirements For All Abortions, as

the result of a State licensure survey.

|
o
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PRINTED: 10/15/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
060-011 B. WING 04/12/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
235 WEST WIEUCA ROAD
ATLANTA WOMEN'S MEDICAL CENTER
ATLANTA, GA 30342
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U000 Initial Comments. U 000

At the time of the survey, Atlanta Women’s

Medical Center was in compliance with Chapter

111-8-4, Rules and Regulations for Ambulatory

Surgical Treatment Centers, as the result of a

relicensure survey.

|
o
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060-141 B. WING 03/27/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1874 PIEDMONT RD, NE, SUITE 500-E
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ATLANTA, GA 30324
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U000 Initial Comments. U 000
At the time of the survey, Summit Medical
Associates was in compliance with Chapter
111-8-4, Rules and Regulations for Ambulatory
Surgical Treatment Centers, as the result of a
relicensure survey. No deficiencies were cited.
|
ni
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State of GA, Healthcare Facility Regulation Division
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
060-141 B. WING 03/27/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1874 PIEDMONT RD, NE, SUITE 500-E
SUMMIT MEDICAL ASSOCIATES o
ATLANTA, GA 30324
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 000 Opening Comments V 000

At the time of the survey, Summit Medical

Associates was in compliance with Chapter

290-5-32, Rules and Regulations for Performance

of Abortions After the First Trimester of Pregnancy

and Reporting Requirements For All Abortions, as

the result of a relicensure survey. No deficiencies

were cited.

|
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State of GA, Healthcare Facility Regulation Division

PRINTED: 10/15/2019

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

060-011

FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
C
B. WING 09/13/2018

NAME OF PROVIDER OR SUPPLIER

235 WEST WIEUCA ROAD
ATLANTA, GA 30342

ATLANTA WOMEN'S MEDICAL CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

(X410
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
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Opening Comments

At the time of the survey, Atlanta Women’s
Medical Center was in compliance with Chapter
290-5-32, Rules and Regulations for Performance
of Abortions After the First Trimester of Pregnancy
and Reporting Requirements For All Abortions, as
the result of investigation of complaint
#GA00190010 and #GA00190237. No
deficiencies were cited.
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U 000 Initial Comments.

At the time of the survey, CIiff Valley Clinic was
not in compliance with Chapter 111-8-4, Rules
and Regulations for Ambulatory Surgical
Treatment Centers, as the result of a relicensure
survey. The following deficiencies were cited as
a result of that survey.

U 300 111-8-4-.03(1) Organization and Administration.

SS=F
Each ambulatory surgical treatment center shall
be organized with an identifiable governing body
that establishes the objectives, sets the policies
and assumes full legal responsibilities for the
overall conduct of the center and for compliance
with all applicable laws and regulations pertaining
to the center. The membership of the governing
body shall be identified in the application to the
Department for licensure,

This RULE is not met as evidenced by:

Based on review of the facility's policies and
procedures, QAPI (quality assurance
performance improvement) meeting minutes and
data, Infection Control meeting minutes and data,
and staff interview, it was determined that the
facility failed to establish an ongoing QAPI or
Infection Control program.

Findings:

A review of the Medical Staff Bylaws revealed that
the Medical Staff is responsible for the quality of
medical care in the facility and must accept and
discharge that responsibility, subject to the
ultimate authority of the facility governing body.

A review of the facility policy, no policy number,
"Quality Assessment and Improvement Plan®,

|
! U 000
1
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u 300 Continued From page 1 U 300

last revised 2013, revealed that the facilty would
have a quality plan in place to provide a systemic
process to organize and direct quality
assessment and improvement activities provided
by the physicians, registered nurses, nurse
practitioners, health workers, health educators,
and medical records staff. A further review
revealed that QAPI summary data would be
submitted and evaluated by the Quality
Committee. The policy revealed that the QAPI
Program would fall under the responsibility of the
Nursing Supervisor, in collaboration with the
Medical Director, and the committee would meet
no less than quarterly. A continued review
raevealed that the Quality Assessment and
Improvement Data would be initiafly be discussed
with the board.

A review of the facility policy, no policy number,
"Quality Assurance: Infection Control", last
reviewed 12/2013, revealed that the Quality
Improvement Committee would monitor and
evaluate the overall quality ot the intfection control
program, and the committee would meet monthly.
A further review revealed that statistical data
would be complied based on surveillance and
studies and reviewed quarterly during the Quality
Assurance meetings.

A review of the facility Meeting Minutes for 2017
revealed that QAP! plan was not discussed or
reviewed. There were no meeting minutes for
2018.

A review of the Nursing Supervisor's (Employee

#10) Job Description revealed that the Nursing 4
Supervisor would monitor the development and |
guality monitoring methods for the QAP program. |I

During an interview with the Administrator |
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Corrective Action:
(Employee #2) on 05/02/18 at 8:00 a.m. in the Effective 2™ Quarter 2018 QAPI meetings will resumme being
Conference Room, the Administrator stated that held on a Quarterly basis to ensure a systematic process to
& facility had no current QAP gr Infegtion organize and direct quality assessment.
@ontr I %mmittees or plans In piace. ef; The Nursing Supervisor/Manager has assumed the task of re-
Administrator acknowledged that the facilty policy organizing and implementing the QAPI program.
stated the committees would meet at least
guarterly and would have ongoing plans, studies, [The Nurse Manager has received and signed a Job
and surveillance review. Description outlining ] duties and responsibilities as QAPI
Care Program Supervisor.
U 302 111-8-4-.03(3) Organization and Administration. U 302  June 30, 2018 QAPI program will be in place and up to date

SS=E
The governing body of the center shall be
responsible for appointing the professionai staff
and shall establish effective mechanisms for
guality assurance and to ensure the
accountability of the center's medical and/or
dental staff and other professional personnel.

This RULE is not met as evidenced by:

Based on review of the facilities policies and .
procedures, QAPI {Quality Assurance %
Performance improvement) meeting minutes and
data, and staff interviews, it was determined that
the facility failed to establish an ongoing QAPI
program that included quality indicators that
measured, analyzed, and tracked patient care

and indicated the sefting of priorities for
performance improvement activities.

A review of the facility policy, no policy number,
"Quality Assessment and Improvement Plan”,

last revised 2013, revealed that the facility would !
have a quality plan in place to provide a systemic
process o organize and direct quality

assessment and improvement activities provided
by the physicians, registered nurses, nurse
practitioners, health workers, health educators,

and medical records staff. A further review

State of GA Inspection Report
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for the 2™ Quarter of 2018.

Corrective Action will include the reinstitution of regular QA
Meetings to facilitate ongoing plans and studies as deemed
necessary to maintain both the program and the Quality of the
facilities services.

Responsible Person: Nurse Manager
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U 302 Continued From page 3

revealed that QAR| summary data would be
submitted and evaluated by the Quality
Committee. | he policy revealed that the WAFI
Program would fall under the responsibility of the
Nursing Supervisor, in collaboration with the
Medical Director, and the committee would meet
no less than quarterly. A continued review
revealed that the Quality Assessment and
Improvement Data would be initially be discussed
with the board.

A review of the facility Meeting Minutes for 2017
revealed that a QAP plan was not discussed or
reviewed. There were no meeting minutes for
2018.

A review of the Nursing Supervisor's (Employee
#10)} Job Description revealed that there were no
specific duties or information listed, as it related
to the management of the QAPI program.

During an interview with the Administrator
{Employee #2) on 05/02/18 at 8:00 a.m. in the
Conference Room, the Administrator stated that
the facility had no current QAP committee or
plan. The Administrator acknowledged that the
facility policy stated the committee would meet at
least quarterly and would have ongoing plans and
srud s.

111-8-4-.09(7) Professional Services.

Each center shall have a hospital affiliation
agreement and/or the medical staff must have
admitting privileges or other acceptable
documented arrangements to insure the
necessary backup for medical complications. The
center must have the capability o transfer a
patient immediately to a hospital with adequate

U 302

!
U906
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U 806 Continued From page 4

emergency room services.

This RULE is not met as evidenced by:

Based on review of facility's records and
interview, the facility failed to maintain hospital
affiliation agreements, admitting privileges of
medical staff to ensure the necessary backup for
medical complications.

Findings:

A review of the facility's Medical Staff Bylaws
policy {not dated), "Feminist Women's Health
Center's CIiff Valley Clinic Medical Staff Byiaws",
Article V: Procedure for Appointment and
Reappointment, Section 1: Application for
Appointment, required physicians to provide:

3. Information as to whether the applicant's
membership status and/or clinical privileges have
ever been revoked, suspended, reduced or not
renewed at any other hospital or institution;
involvement in any professional liability actions;

Review of credentialed files #16, #17, revealed no
documentation of a hospital privileges
agreements.

During an interview with the Clinic Administrator
(Employee #2) on 5/1/18 at 11:45 a.m., in the
facility's conference room, the Administrator
stated he/she could not locate #16 or#17's
hospital privileges agreements.

U 807 111-8-4-.09(8) Professicnal Services.

SS8=E
Each center will have effective policies and
procedures for handling infection control and for

\J 906

U947

i
1
E

Corrective Action:

All Physician files in accordance with 111-8-4-09(7)
Professional Services have undergone complete review by the
Ciinic Administrator.

Those Physician files lacking or missing the required
information have been updated in compliance with the
facilities Medical Staff ByLaws, as have all Physician files.
This process shall be completed by Fune 8, 2018.

Responsible Person: Clinic Administrator
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U907 Continued From page 5 , U907 Corrective Action;

recording complications which occur during or
after surgery, which includes a reporting
mechanism for patients who develop infections or
postoperative complications afterdischarge.

This RULE is not met as evidenced by:

Based on review of the facility's policies and
procedures, Infection Control meeting minutes
and data, and staff interview, it was determined
that the facility failed to establish an ongeing
Infection Control program that included a plan to
report repartable communicable disease,
statistical data, facility infection rates or trends,
and surveillance review or studies .

Finding

A review of the facility policy, no policy number,
"Quality Assurance: Infection Control", last
reviewed 12/2013, revealed that the Quality
improvement Committee would monitor and
evaluate the overall quality of the infection control
program, and the commitiee would meet monthly.
A further review revealed that statistical data
would be complied based on surveillance and
studies and reviewed quarterly during the Quality
Assurance meetings.

A review of the facility Meeting Minutes for 2017

revealed that Infection Control was not discussed

or reviewed. There were no documented meeting
- minutes for 2018,

A review of the Nursing Supervisor's {(Employee
#10) Job Description revealed that there were no
responsibilities or tasks listed that related to
infection control,

During an interview with the Administrator

The Clinic Administrator as per her responsibilities has
credentialed and assigned the INFECTION CONTROL
oversight to the Nurse Manager & Medical Director as
prescribed by FWHC P&P.

In addition, an OR Supervisor has recently been employed to
maintain all Logs pertinent to Infection Control in the OR
Suite.

Quality Control Meetings will be held Quarterly as prescribed
to enhance and complete the requirement for an effective and
data driven review of surveillance at FWHC.

Responsible Persons: Nurse Manager and Operating Room
Supervisor
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u 907" Continued From page 6

{(Employee #2) on 05/02/18 at 8:00 a.m. in the
Conference Room, the Administrator stated that
the facility had no current Infection Control
commitiee or plan in place. The Administrator
acknowledged that the facility policy stated the
Infection Control committee would meet at least
guarterly and would have ongoing plans, studies,
and surveillance review. The

Administrator stated that Employee #10 would be i
responsible for the Infection Control Program
moving forward.

U1007 111-8-4-.1 0(g) Physical Plant and Operational
$5=D Standards.

All procedure rooms shall be constructed,
equipped, and maintained to assure the safety of
patients and personnael.

This RULE is not met as evidenced by:
Based on review of the facility's policy and staff

;interview, the facility failed to ensure all procedure
rooms were maintained to assure the safety of
patients and personnel,

Findings:

A review of the facility's policies showed revealed
no documentation of an Operating Room
Temperature Humidity tracking policy or protocol.

A review of the Operating Room (OR) Daily
Dusting and Cleaning Log & Temperature &
Humidity for OR #1, revealed that the facility last
checked the temperature and humidity of
operating room {OR) #1 on 3/11/17. No further
checks of the temperature and humidity for
operating room #1 were provided.

U Q07

u1007
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U1007 Continued From page 7 ‘ U1007 ES’::r Rdul::1 111-8-4-10(g) Physical Plant and Operational
) e . andards:
A review of the facility's OR #! Daily Log Corrective Action:
Temperature & Humidity, Dusting & Cleaning log I As of 5/5/2018 Logs were re-constructed to maintain record
revealed that the facility last checked the , of
temperature and humidity of ocperating room {OR) 1. Operating Room Dusting & Cleaning: OR's will be
#2. on 5/6/17. No further checks of the terminally cleaned every Wednesday.
temperature and humidity for operating room #2 2. Temp and Humidity Logs are notated every day
were provided. surgery is performed.
_ ) ' ) 3. OR Supervisor will assign Health Advocates on a
During an interview on 4/30/18 at 12:50 p.m. in daily basis after surgery to clean and sanitize the OR
the Clinic Administrator's office, the Clinic and set-up for next day's surgery.

+ Administrator stated the facility had not checked Note: OR 1 is presently not being used. Equipment Repairs
the operating rooms' temperature and humidity are in progress and until the OR Table is repaired will remain
logs since the facility's last inspection dated closed until repairs are completed.

3/14/17.
Deep Cleaning of the OR suite was conducted on May 23,
U1103 [11-8-4-.11(4) Personnel. U103 2018 by Service Master

SS=E
Each center shall require that each employee
receives a health examination upon employment
and a policy shall provide for follow-up
examinations. The examination shall be in
sufficient detail, including pertinent laboratory and
x-ray data, to assure that the employee is
physically and mentally qualified to perform the

job to which he is assigned.

This RULE is not met as evidenced by:
, Based on a review of employee health records,
facility policy, and staff interview, the facility failed
State of GA Inspection Re;'aort ' . ‘ ‘ h
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Responsible Persons: Nurse Manager, OR Supervisor and
Clinic Administrator

Corrective Action:

All facility personnel Health & Physical Requirements will be
completed by June 9, 2018.

Credentialed employee files have been completed to meet this
requirement.

Responsible Person: Clinic Administrator
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U1103 Continued From page 8

examination upon employment.

Review of employee files #1, 2, 3,4, 5,6, 7, 13,
18, and 18, reveaied no documentation of a-
physical exam.

Review of credentialed file #14 and #15 revealed
no documentation of a physical exam. Review of
credentialed file

#18 revealed the last physical exam was dated
6/16/186.

During an interview with the Administrative
Personnel Assistant (Employee #18) on 5/1/18 at
9:05 a.m. in the facility's conference room, the
Administrative Personnel Assistant stated he/she
could not Jocate any of the employee's physical
exams, and he/she had not seen any physical
exams for the employees upon hire.

During an interview with the Clinic Administrator
{(Employee #2) on 5/1/18 at 11:45 a.m. in the
facility's conference room, the Clinic Administrator
stated he/she could not locate Employee #18's
most recent health attestation.

U1105 111-8-4-.11(6) Personnel.

SS8=E
Fire and internal disaster drills shall be conducted
at least quarterly and the results documented.
There shall be an ongoing program of continuing
education for all personnel concerning aspects of
fire safety and the disaster plan for moving
personnel and patients to safety, and for handling
patient emergencies.

Authority O.C.G.A. Secs. 31-2-4 et seq. and
31-7-1 ef seq. Administrative History. Criginal

Rule entitted "Personnel" was filed on January 22, ;;'

U103

U1105
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U1105, Continued From page 9 U110s  [Corrective Action: _
To meet the Compliance Requirements for 111-8-4-11(6)
1980; effective March 1, 1980, as specified by the Personnel as it relates to Fire/Disaster Drills FWHC is in the
Agency. process of hiring a new Facilities & IT Coordinator who

, This RULE is not met as evidenced by:
Based on record review and interview, the facility
failed to conduct fire and internal disaster drills at
least quarterly and document the results.

Findings:

Areviewofrecords revealed no documentation
forfire or disaster drills in 2017 or 2018,

During an interview with the Clinic Administrator
{(Employee #2) on 5/1/18 at 2:11 p.m,, in the
facility's conference room, the Administrator
stated hefshe could not find the facility's 2017 fire
and disaster drills. The employee stated there
had been no drills conducted for 2018. Employee
#2 further stated, he/she knew the fire and
disaster drills needed to be completed quarterly,
and did not know whether the drills were
conducted.

U1500 111-8-4-.15(1) Housekeeping, Laundry, Maint, Uu1500
SS=D Sterile Supply

Each center shall provide sufficient space and
equipment and ensure that housekeeping and
maintenance is sufficient to keep the center and
equipment in a clean and tidy condition and state
of good repair. Proper maintenance shall be
provided as necessary to correct, prevent, or
adjust faulty equipment and/or correct other
undesirable conditions. I
:
This RULE is not met as evidenced by: .

Based on review of facility policy, observation, I

will schedule Fire/Disaster Drills, record same as well as
complete and record for QA documentation of same.

Drills will be conducted on a Quarterly basis. Completion of
274 Quarter 2018 drill will be completed by June 30, 2018.

Monitoring is the responsibility of the Facilities/IT
Coordinator.

The Executive Director has made an offer to a candidate who
the facility has determined a start day of 6/25/2018.

Responsible Persons: Facilities IT Coordinator and
Executive Director
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and staff interview, the facility failed to ensure that
maintenance to keep the equipment rooms clean
and in good repair.

Findings:

Review of the facility pelicy, no policy number,
"Specific Terminal Cleaning", reviewed on
12/2013, revealed that terminal cleaning will take
place at the end of each surgical day by the
health workers and the housekeeping crew. A
further review revealed that each Operating
Room (OR) suite will be terminally cleaned daily.
A continued review revealed that terminal
cleaning would be completed to reduce the
amount of dust, crganic debris and
microorganisms {germs} present in the surgical
environment. Terminal cleaning by the staff will
include daily cleaning of furniture and equipment. ,

Review of the facility policy, no policy number,
"Disinfection", revised on 5/20085, revealed that in
order to destroy and prevent the spread of
pathogenic (harmful) microorganisms, the
following items must be disinfected or cleaned
with a certain solution. The following items
and/or spills require disinfecting: furniture,
equipment and light fixtures in the exam rooms.

During a tour of Operating Room (OR) /r2. on
05/01/2018 at 1:45 p.m. the following
observations were made:

a. One (1) ventilator has dust and a waxy build-up
around knobs;

b. An angular tear, approximately 2 x 1 inches, in
the vinyl on the side of the OR table.

During an interview on 05/01/2018 at 2:02 p.m. in

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPLJER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING: COMPLETED
044-287 B.WING 05/02/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1924 CLIFF VALLEY WAY, NE
CLIFF VALLEY GLINIC '
ATLANTA, GA 30329
(X 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CCRRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
U1500 Continued From page 10 u1s00 |Corrective Action:

Effective 5/14/2018 with the hiring of a Operating Room

Supervisor the following protocols were set and Health

\Advocate assignments given:

1. OR wiil be terminally cleaned after each surgery day
to include disinfection, dusting, floor scrub as
prescribed in the FWHC policy.

2. Terminal Cleaning of the entire OR Suite was
conducted by Service Master on 5/24/2018 and will
be maintained.

3. OR Supervisor is preparing “standing orders” for

the proper cleaning of the OR Suite. These orders
will be completed by June 18, 2018.

As regards the tear in the OR Table in use, Staff is covering
the tear with proper materials to avoid any patient contact
with the angular tear until the arrival of a new OR Table
which should be in-house and operational no later than July
30, 2018.

Staff Education: OR Supervisor will be conducting an In
Service for all Health Advocates working in the OR Suite.
This In Service will be completed by June 15, 2018.
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SS=E
Each center shall provide adequate space and
equipment and staff to assure that drugs are stored
and administered in compliance with State and
Federal laws and regulations.

Authority 0.C.G.A. Secs. 31-2-4 et seq. and
31-7-1 et seq.. Administrative History. Original
Rule entitled "Drug Storage and Dispensing” was ,
filed on January 22, 1980; effective March 1,
1980, as specified by the Agency.

This RULE is not met as evidenced by:
Based on review of facility policy, observation,
and staff interview, the facility failed to ensure that
expired medications were not available for patient
use and multidose medications were discarded

. per facility policy.

Findings:

A review of the facility policy, no policy number,
"Medication Policies and Procedures”, last
revised 11/2013, revealed that any medication
remaining in a multi-dose vial must be labeled
with the date opened and the initials of the person
opening the vial. All medications would be

- checked tor expiration dates on a monthly basis.
All expired medications would be discarded.

Review of the facility policy, no policy number,
"Equipment and Supplies", last revised on

ATLANTA, GA 30329
(X4)D SUMMARY STATEMENTOF DEFICIENGIES D PROVIDER'S PLANOF CORRECTION (XS)
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ulsoo Continued From page 11 . U1500
OR #1, the Nursing Superviseor (Employee #10)
confirmed that the ventilator had dust and a waxy
substance around the door knob. The employee
also confirmed a tear was present on the R
table.
U1600 111-8-4-.16 Drug Storage and Dispensing. U1600

Corrective Action:

The Nurse Manager or RN (per assignment) will be
responsible for monthly check of sterile supplies
for expiration date and wasting as needed per the
FWHC facility protocol for Equipment and
Supplies.

Responsible Person: Nurse Manager

Correction: Immediate

The CRNA Staff will undergo an In Service
refresher with the Medical Director regarding the
storage of vials and labeling as well as the
disposal of expired anesthesia drugs and
equipment in accordance with the facilities policies
and procedures. This process shall be completed
by June 30, 2018 with the proper notation provided
in the QAIP program.

Responsible Person: Medical Director, Nurse
Manager

State of GA Inspection Report

STATEFORM )7 W

ﬁfc,

Zf/%éc//m

8FU211

Umﬁe

forL



PRINTED: 05/22/2018

FORM APPROVED
—State of GA Healthcare Facilit Requlation Division
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING: COMPLETED
044-287 B.WING 05/02/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1924 CLIFF VALLEY WAY, NE
CLIFF VALLEY CLINIC ’
ATLANTA, GA 30329
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (XS)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATURY UK LDL IUENTIFTING INFURMA L IUING TAG CROSS-KEFEKENGEU |Q 1HE AFFRUOFHIATE UAIE

DEFICIENCY)

1600 Continued From page 12

12/2013, revealed that sterile patient supplies are
to be checked prior to use for their expiration date
during monthly inventory.

During a tour of Operating Room (OR) #2 on
(5/01/2018 at 1:45 p.m. the following
observations were made in the locked anesthesia
cart:

a. One (1) Flumazenil (to treat drowsiness
caused by medications used to produce a state of
sleep) 1 mg/M10 mi vial expired 3/2018;

b. Four (4) pre-filled syringes with no name of
solution, date, time solution was drawn up into
syringe, or initials of the person opening the vial,

c. One(1) Xylocaine 1% 30 ml vial spiked with a

"mini-spiked"” connector with only month/day with
no year or initials of the person opening the vial;

d. One (1) Lidocaine HCI 1% 20 mi vial opened
with no date or initials of the person opening the
vial;

e. One (1) 0.9% Normal Saline {NS) 30 ml vial
with no date or initials of the person opening the
vial.

A continued tour of OR #2 revealed the following
expired supplies:

a. Four {4) winged infusion sets with no date, but
"vellowed" tubing;

b. One (1) CO2 detector expired 112017;
¢. One (1) cuffed tracheal tube expired 10/2014;

d. One (1) laryngeal mask airway expired 2/28/16;4

U1600
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e, One (1) nasopharyngeal airway expired
12/2015.

During a tour of Operating Room (OR) #1 on
05/01/2018 at 2:00 p.m. the locked anesthesia
cart was observed to contain one (1) 30 ml
multi-dose vial of 0.9% Normal Saline was found
to be opened with only the month/day labeled on
the vial. The year and initials of the staff member
that opened the medication were not documented
on tne vial. | nNe TolowINg expired supphes were
observed during the tour of OR #1:

a. Four (4) winged infusion sets with no date, but
"vellowed" tubing;

b. One {1) CO2 detector expired 1/2017,

During an interview on 05/01/2018 at 2:15 p.m. in
OR #1, the Nursing Supervisor (Employee #10)
confirmed that the medications and supplies were
expired, and the multi-dose vials were not labeled
in accordance with the facility's policies and
procedures.
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V ooo Opening Comments vopp  [Corrective Action:

At the time of the survey, CIiff Valley Clinic was
not in compliance with Chapter 290-5-32, Rules
and Regulations for Performance of Abortions
After the First Trimester of Pregnancy and
Reporting Requirements For All Abortions, as the
result of a State licensure survey. The following
deficiency was cited,

v 030 290-5-32-.03(1) Procedure for Filing Certificate of ' v 030
SS=E Abortion

In addition to the medical records requirements of
Chapters 290-5-6 and 290-5-33 of the Rules and
Regulations of the Georgia Department of
Human Resources, the physician who performs
the abortion shall file with the Commissioner of
Human Resources or his designee, within ten
{10} days after an abortion procedure is
performed, a Certificate of Abortion. It is
expressly intended that the privacy of the patient
shall be preserved and, to that end, the Certificate
of Abortion shall not refiect the name of the
patient but shall carry the same facility number, or
other identifying number refiected on the patient's
medical records. A duplicate of the Certificate of
Abortion will he made a part of the patient's
Medical record and neither the aforesaid
duplicate certificate nor the Certificate of Abortion
which is filed with the Commissioner or his
designee shall be revealed to the public unless
the patient executes a proper authorization which
permits such a release or unless the records
must be made available to the District Attorney of :
the Judicial Circuit in which the hospital or health -
facility is located as provided by

Code Section 16-12-141 (d) of the Official Code
of Georgia Annotated.

Repealed: F. Dec. 18, 2012; elf. Jan. 7, 2013.

The Clinic Administrator instituted a new protocol for the
completion of ITOPS as per Code Section 16-12-141 of the
Official Code of Georgia Annotated, effective on May 3,
2018 at the end of each surgery day the patient charts and
Encounter Sheets are forwarded to the Front Office. The
charts undergo “Chart Review” for missed signatures etc and
the ITOPS form is completed and certified.

This new protocol will eliminate the concern for ITOPS completion
in a timely manner.

Additionally, ITOPS completion for 2018 will be completed and up
to date by June 5, 2018.

Staff Education: This protocol was reviewed and explained in a
Staff Meeting conducted on May 3, 2018,
Responsible Person: Clinic Administrator
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v 030 Continued From page 1

This REQUIREMENT is not met as evidenced

by:

Based on facility policy, medical record review,
and sfaff interview, it was determined that the
facility failed to ensure that Certificates of
Abortion were filed with the commissioner of
Human Resources within ten (10} days following
a termination of pregnancy for seven (7) of twelve
{12) sampled patient records (#3, 5, 6, 7, 8, 9,
and#11.)

Finding

Review of the facilty policy, B23, "VEIS/ITORS",
last revised 03/2011, revealed that all Induced
Terminiation of Pregnancies (ITOPs) performed
by the facility would be filed with the State within
ten (10) days of the procedure, as required by
law.

Review of seven {7) of twelve (12} medical

records reviewed (#3, 5, 6, 7, 8, 9, and 11)
revealed that the Certificates of Abortion were

filed after the ten (10) day requirement as follows: .

a. A review of medical record #3 revealed that
MOn procedure was performed on
however, the Certificate of Abortion was
not filed until_ fwenty-six (26) days after
the procedure;

b. A review of medical record #5 revealed that
the abortion procedure was performed on
however, the Certificate of Abortion was '

not filed untit _ thirty-eight (38) days after
the procedure;

c. A review of medical record #6 revealed that

V030
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V 030 Continued Frompage 2 V030

the abortion procedure was performed on
however, the Certificate of Abortion was '

not filed until- thirty-three (33) days after

the procedure;

d. A review of medical record #7 revealed that
the abortion procedure was performed on

however, the Certificate of Abartion was »
not tled unti sixty-four (64) days after
the procedure;

e. A review of medical record #8 revealedthat

the abortion procedure was performed on iy
“ however, the Certificate of Abortion was|
not filed until [ thirty-one (31) days after
the procedure;

f. Areview of medical record #9 revealed that the ,
abortion procedure was performed onq
however, the Certificate of Abortion was not filed
unti I < nty-four (24) days after the

procedure;

g. A review of medical record #9 revealed that
the abortion procedure was performed on

however, the Certificate of Abortion was
not file untit— twenty-four (24) days after
the procedure;

During an interview with the Administrator
(Employee #2) on 04/30/18 at 9::47 a.m. in the
Administrator's office, the Administrator revealed
that he/she is new to the position and stated that
the facility was not in compliance in numerous
areas. The Administrator revealed that many of
the ITOPs had not been filed with the State within
the required ten (10) days.
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V 000 Opening Comments V 000

At the time of the survey, Atlanta Women’s

Medical Center was in compliance with Chapter

290-5-32, Rules and Regulations for Performance

of Abortions After the First Trimester of Pregnancy

and Reporting Requirements For All Abortions, as

the result of a State Re-licensure survey. No

deficiencies were cited.

|
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U000 Initial Comments. U 000
At the time of the survey, Atlanta Women’s
Medical Center, was in compliance with Chapter
111-8-4, Rules and Regulations for Ambulatory
Surgical Treatment Centers, as the result of a
Re-licensure survey. No deficiencies were cited.
|
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U000 Initial Comments. U 000
At the time of the relicensure survey on 02/18/19,
Summit Medical Associates was in substantial
compliance with Requirements with Chapter
111-8-4, Rules and Regulations for Ambulatory
Surgery Centers. No deficiencies were cited.
|
|
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