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£ 000 Initial Comments E 000

A Relicensure Survey was conducted on 10110/18 E245

and found the facility not meeling relicensure

requirements with deficlencies cited. Violations in TB ~Testing

E 245 802 KAR 20:360 5(3)(a)11a-b Section 5 E 245 WEiR comeati
24 - a)lla n 5. ¢
Administration and Operation immediately, all
completed by 10-17-18. 10-17-18
(3) Personnel.

(a) A facllity shall have a staff that is

' adequalely trained and capable of providing
appropriate service and supervision to the

patients.

a. The records shall be;

retrieval of Information; and
b. The flle shall contain:

(1) A current job description that reflects the

individual's responsibilities and work
assignments; and J
(i) Documentation of the individual's

ficensure, if applicable, and TB testing.

members,

i The findings include:

' The facility did not provide a policy regarding

Tuberculosis testing.

11. A personnel file shall be maintained for
each employee and for each volunteer as follows:

(i} Completely and accurately documented;

(i) Readily available and systematically
organized to facliitate the compilation and

orientation, in-service education, appropriate

This requirement is not met as evidenced by:
Based on inlerview, record review, and facility
policy review, it was determined the facility falled
lo maintain personnel records with current
Tuberculosis tesling for four (4) of ten (10) staft

Orderly, Surg. Tech and
Receptionist #2 have been
re-tested and Receptionist
#1 had a TB test done. All
results were negative.

‘The TB-Test and
Documentation policy has
been updated to reflect
that the Nurse Manager
will have TB- test
documents in a binder in
her possession. In
addition the TB-Test
documents are noted on a
yellow form to distinguish
them from other forms,

and thus not easily
misplaced.
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E 245| Continued From page 1 E245
e Cont. E 245

Review of four (4) perscnne! files revealed the Policy also

Orderly and the Surgical Technician's most recent notes that Nurse Manager

Tuberculosis tests were dated 11/16/16. ; ibl .

Receptionist #1's file did not contain evidence of 1s responsible for testing

Tuberculosis testing conducted since the date of new employees

hire, 01/27/18, and Receptionist #2's file did not ; | .

contain evidence of Tubarculosis testing immediately and will

conducted since the date of hire, 07/24/18. conduct yearly testing on
Inferview with the Executive Director (ED), on all employees within a
10/10/18 at 4:42 PM, revealed she was aware the

facility did not perform Tuberculosis testing on A8elr f.“’m the most recent
one (1) recently hir:g ztaﬁ member. The ED test. A one page table has
stated she instructed the nurses {o ensure '

Tuberculosis testing occurred for new stalf and all employees’ test dates
annually during September and October. She clearly visualized to
staled she was unable to locate the proof of —

tesling for the stalf. She stated the purpose of prevent missing the date.
Tuberculosis testing was to ensure infected staff
was not in direct contact with clients, as many of

the cilents might be more susceptible to E 340
Infactions given their backgrounds. ;
) g Expired medications and
E 340( 902 KAR 20:360 7(3)(a-e) Section 7. E 340 ;
Bharmantiiical Servlces) supplies were discarded il
immediately, by 9AM on
Pharmaceutical services shall be provided in 1
accordance with accepted professional practice 10-11-18.
and federal, state, and local laws.
(3) Medicine storaga. Policy regarding Storage,
(a) Medicines and drugs maintained in the Handli d
facility for daily administration shall not be expired ADRNE. Ak
and shall be properly stored and safeguarded in Administration of Drugs
enclosures of sufficlent size that are not : ;
accessible fo unauthorized persons. and Biologicals has been
(b) Refrigerators used for storage of updated to specify steps in
medications shall maintain an appropriate
temperature as determined by the requirements Capt °
STATE FORM L Qu7ity
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E 340 E 340 Cont. E 340
i:t:u:ddFTl:::l s monitoring and discarding
(c)sAmm" a:cu"::te 10 = thée ) expired medications. Items
1%?%&menm shall be maintained in these in Exam Room #3 were not
. (d) Only authorized personnel shall have used by EMW clinic staff
access lo storage enclosures. EMW patients.
| (&) Controlled substances and ethyl alcohol, if i patamnEs, Sht
i stocked, shall be stored under double locks and space was utilized by a
:2 :;:co:dance with applicable state and federal previous gynecology
| practice no longer in
Tahb 'el glrx'ir:lmenl :;?Lf&aﬁﬁm;r practice. Items have been
policy review, it was determined the facility failed discarded.
lo ensure medications maintained in the facility,
m:&:::&sr: ;evr:am fn"lﬁg:l‘;' "':;db 2 Outdated Micropore tape
supply items, which included surgical gloves, in laboratory has been
fape, curettes, and intravenous needles, were .
expired and available for staff use. discarded.
The findings include: Expired supplies in pre-op
Review of the facility’s policy, "Procedures to be have been discarded, as
Followed In the Storage, Hahdling, and have the items in the
Administration of Drugs and 8"
undated, revealed it did not address expirad procedure room. The
medicalions and/or supplies. expired Epinephrine
Observation of Exam Room #3, an 10/10/18 at ampule has been
9:15 AM, revealed under the base cabinel, there discarded, a current
was a 1000 milliliter (ml) bottle of 0.9% Normal - |
Saline, partially used, dated opened 06/22/08. In PINEIInnE ampuie-was
addition, there was a silicone donut pessary kit available in the drawer.
with an expiration date of October 2000, and a
silicone incontinence dish with support, packaged
identical to the pessary kit, with the expiration
date missing. Caont...
Observation of the laboratory, on 10/10/18 at e
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E340 Continued From page 3 E340 Cont. E 340
10:48 AM, revealed one (1) box containing twelve
12) rolls of Micropore surgleal tape, 1 inch x 10 "
yalds( / , with an erxopiffaﬂon o of‘?uzm g The Criterion Surgery
gloves, a free promo
Observation of the pre-procedure room, on =
10/10/18 at 11:12 AM, revealed two (2) Jelco sample box, not utilized by
intravenous catheters, 16 Gauge 1-1/4, with
explration dates of 01/2018. physicians have been
discarded from th
Observation of the procedure room, on 10/10/18 = R aupply
at 11:17 AM, revealed seven (7) disposable rigld, room.
15 curved curettes with explration dates of
03/2018, In addition, there was one (1) ampule of The Transpore Tape i
Epinephrine with an expiration date of 01/01/18, PAreTApR I the
in the anesthesia cart. Both the curettes and the post procedure room has
5&“@&“&3*&" ::; IO e S been discarded. Other
items in post procedure
Interview with the Certified Registered Nurse ;
Anesthetist (CRNA), an 10/10/18 at 11:23 AM, PR e Siage
revealed she worked from the anesthesia cart for cabinets not utilized by
the scheduled procedures on this date, which she :
used the medications in the carl to manage the | - mef.hcal staff or used on
clients during their procedures. She staled she patients. These items
:’“ prep| r:'"“s‘-::‘g‘;:'a;;f:;emel "9"" ef’“ﬁe“: end have been discarded.
medications every day and was not aware the )
medication was outdated. She stated staff should The non-aspirin pain
not use cutdated medications, as expired ;
medication potentially was not as effective as reliever has been
they should be. discarded and replaced.
Observation of the supply closet, on 10/10/18 at
11:38 AM, revealed cne (1) opened box of size 7
Criterion surgeon gloves with an expiration date Cont....
of 06/2018.
Observation of the post-procedura room, on
10/10/18 at 11:53 AM, revealed the following
| items on cabinet shelves avallable for staff use: Hﬂited
STATE FORM iy
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E 340
E 340| Continued From page 4 Cont. E 340
five (5) rolls of Transpore tape, 1 inch x 10 yards,
with expiration dates of 08/2016; and six (6) All medical staff have been
Terumo intravenous catheters, 20 gauge x 1 inch, i
three (3) expired 09/2008, two (2) expired reminded to note and
08/2004, and ane (1) expired 05/2004. discard items that have or
Continued observation of the post-procedure are about to expire. All
room revealed the following items in cabinet ;
drawers available for staff use: one (1) BD PRN spaces, even if not used to
adapter with an expiration date of 04/2007, and store items we currently
one (1) opened box of one hundred (100) Kendall
Monciect Hyoodaric Siaacke Polropstrie use, have been cleared.
Hubs, with an expiration date of 01/2017. Aiso )
avallable were three (3) BD eclipse needles 21 The LPN, full time
gauge 1-1/2 TW with expiration dates of 03/2011. employee, had been
Observation of the recovery lounge, on 10/10/18 responsible to check
at 12:01 PM, revealed an opened botile of ; S
Gericare non-aspirin pain relief acetaminophen medications and supplies
tablets, 100 count, with an expiration date of with two part time RNs.
el This duty has now been
Itgletview with the Medical Assistant (MA), on assigned to the full time
10/10/18 at 3:30 PM, revealed the expired bottle ;
of Gericare non-aspirin tabléls was avallable for Nurse Manager, who will
staff usa in the recovery lounge. The MA stated do monthly checks on all
the use of expired medications potentially dicati d I
resulted in allergic responses, delayed reactions, medications and supplies
or ineffective results. The MA siated she believed as well as be responsible
the nurse was responsible to check supplies for
quantity and expiration. for ordering replacements,
These monthly audits will
Interview with the Licensed Practical Nurse
(LPN), on 10/10/18 at 4:00 PM, revealed she had be duly noted.
no responsibility regarding medication or medical
supply stock levels; however, she further stated
she was involvad with the other staff as they went
through the ltems every couple of months to
check for sufficient supplies and expiration dates.
The LPN stated expired medications might not be
STATE FORM an Quzin
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as effective and expired supplies might have
Issues with sterility. In addition, the LPN stated
she was unsure if the facility conducied audits
related to expired medications or medical

supplies.

Interview with the Registered Nurse (RN}, on
10/10/18 at 4:12 PM, revealed she was unsure of
the facility processes rslated to inventory/audits of
medications and medical supplies. The RN
stated administration of expired pain medications
might affect the potency of the medication, as the
client might not receive the intended resulls. In
addition, the RN stated plastic britlled with age,
and as a result, medical supplies might be
affected.

Interview with the Executive Director (ED), on
10/10/18 at 4:42 PM, ravealed the facility
previcusly audited supplies monthly, but there
had not been consistent staffing. The ED stated
the facllity might have supplies in areas in which
staff did not often utilize and therefore, the staff
might be unaware of the presence of ths expired
supplies. The ED stated expired medications and
supplies might be Ineffective or defective. The
ED was unable to recall specific quality
improvement items related 1o auditing
medications and/or medical supplies.

902 KAR 20:360 13(7) Sectllon 13. Quality
Improvement

(7) The quality improvement program shall
identify and establish indicators of quality care
specific to the facliity that shaill be monitored and
evaluated.

| This requirement is not met as evidenced by:

E 340

E 550

E 550

The Quality Improvement
Policy will be updated by
Oct. 31, 2018, to include
specific steps to
monitoring TB-testing and
medications/supplies. The
Nurse Manager will
monitor and note TB-
testing every three
months. She will ensure

10-31-13
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E 550
E 550 Continued From page 6 Cont. E 550
Based on Interview and facllity policy review, it
was determined the facility failed to have a new employees are in
Quality Assurance Program that monitored .
indicators of quality care, as evidenced by & compliance as soon as
repeated delficiency related to staff Tuberculosis hired. As mentioned
[ Hesting before, The Nurse
The findings Include: Manager will monitor all
The facility did not provide a Quality Improvement supplies and medications
policy. monthly for expiration
Review of personnel files during survey revealed dates. Documentation of
the files did not contain records of Tuberculosis the above wi
{esting. (Referto E245) This deficient practice _ vl ‘
was clted during the tast Relicensure Survey, immediately placed in a
11/19/18. binder to ensure quality
Interview with the Licensed Practical Nurse “assurance. Other things of
(LPN}, on 10/10/18 at 4:00 PM, revealed the < .
facility had a Quality Assurance (QA) type of concerns are discussed in
meeting about every two (2) to three (3) months, the quarterly staff
in which the physicians facilitated the meeting. :
She stated the physicians brought forth concems meetings where the
and presenied the problems, followed by problem is identified and
questions, regarding areas of concemns and :
improvement opporiunitles. Then, there was discussed, plan of
another meeting for follow-up to evaluate if the correction is designed and
changes made resolved the Issues. In addition, thel T ht
the LPN stated the Executive Director (ED) was @ lssue is brought up
involved In QA with the paperwork, such as again to see if it has been
signalures, discharge information, stc. corrected. This plan of
Interview with the ED, on 10/10/18 at 4:35 PM, action will be documented
revealed she was involved with the QA Program .
for the facility, which had not been a priority. She in writing also to further
stated stalf Tuberculosis testing was not on her ensure quality assurance.
QA, even though it was previously cited.
Interview with the Physician/Owner, on 10/10/18 Uﬂ"i t_e_d
STATE FORM ] Qu7in
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E 550 Continved From page 7 E 550
at 4:59 PM, revealed his only concern was for
client care and he was not involved with audits,
| reviews, or the operalion of the facility. He stated
he was unable to answer any nursing guestions
and anything related to those nursing issues wera |
referred to the ED.
|
|
|
|
|
f
|
[ ]
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E 000} Initial Comments E 000
A Relicensure Survey was conducted on 10/10/18 E.285
and found the facility not meeting relicensure i > .
requirements with deficiencies cited. Violations in TB —Testing
were corrected
E 245 902 KAR 20:360 5(3)(a)11a-b Section 5. E 245 : i
Administration and Operation immediately, all
completed by 10-17-18. 1011718
(3) Personnel.
(a) A faclity shall have a staff that is Orderly, Surg. Tech and
* adequately trained and capable of providing Receptionist #2 have b
appropriate service and supervision to the R ave. A
patlents. re-tested and Receptionist
11. A personnel file shall be maintained for
each employee and for each volunteer as follows: #1 had a TB test done. Al
a. The records shail be; results were negative.
(i) Completely and accurately documented;
(i) Readily available and systematically ji e TR=Test ?nd _
organized to facilitate the compilation and Documentation policy has
retrieval of information; and
b The tis skl coutisdit been updated to reflect
(i) A current job description that reflects the that the Nurse Manager
mn;a:wms a,"d work will have TB- test
(ii) Documentation of the individual's documents in a binder in
f&m"ﬁ 'a‘.pilemi !cl °I egﬁf’a.:!g"t' apr pw "?pﬂale her possession. In
. addition the TB-Test
This requirement is not met as evidenced by:
Based on interview, record raview, and facility documents are noted on a
policy review, it was determined the facility falled yellow form to distinguish
io maintain personnel records with current — her f
Tuberculosis testing for four {4) of ten (10) stafi them from other forms,
members. and thus not easily
i The findings include: misplaced.
i The facility did not provide & policy regarding
l Tuberculosls testing.
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Review of four (4) personnal files revealed the Policy also
Orderly and the Surgical Technician's most recent notes that Nurse Manager
Tuberculosis tests were dated 11/16/16. ; b
Receptionist #1's file did not contain evidence of Is responsible for testing
Tuberculosis testing conducted since the date of new employees
hire, 01/27/18, and Receptionist #2's file did not . -
contain evidence of Tuberculosis testing immediately and will
conducted since the date of hire, 07/24/18. conduct yearly testing on
Interview with the Executive Director (ED), on all employees within a
10/10/18 at 4:42 PM, revealed she was aware the
faclity did not perform Tuberculosls testing on vear from the most recent
one (1) recently hired staff member. The ED test. A one page table has
stated she Instructed the nurses to ensure ,
Tuberculosis testing occurred for new statf and all employees’ test dates
annually during September and Oclober. She clearly visualized to
stated she was unable to locate the proof of 3
testing for the stafi. She stated the purpose of + Pprevent missing the date.
Tuberculosis testing was to ensure infected stafi
was not in direct contact with clients, as many of
the clienis might be more susceptibie to E 340
infactions given their backgraunds. :
g Expired medications and
s meamowssogém) wcion?, e supplies were discarded S
immediately, by SAM on
Pharmaceutical services shall be provided in 10-11-18
accordance with accepted professional praclice TR
and federal, state, and local laws.
(3) Medicine storage. Policy regarding Storage,
(a) Medicines and drugs maintained in the Handli d
facility for daily administration shall not be expired anming, an
and shall be properly stored and safeguarded in Administration of Drugs
enclosures of sufficlent size that are not 2 5
accessible o unauthorized persons. and Biologicals has been
(b) Refrigerators used for storage of updated to specify steps in
medicalions shall maintain an appropriate
temperature as delermined by the requirements Cont... p
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monitoring and discarding
established on the label of medications. ; -
(c) A thermometer accurale lo = three (3) expired medications. Items
ig?i;e;salgfsmenhen shall be maintained in these in Exam Room #3 were not
, (d)Only authorized personnel shall have used by EMW clinic staff
access to siorage enclosures. or on EMW pati
| (e) Controlled substances and ethyl alcohol, if paniants, That
stocked, shall be stored under double locks and space was utilized by a
;: ;sc.cordanne with applicable state and federal previous gynecology
‘ practice no longer in
This requirement is not met as evidencad by: ;
Based on ohservation, interview, and facllity practice. ltems have been
policy review, it was determined the facllity failed discarded.
to ensure medications maintained In the facility,
avallable for staff use, were not expired. In -
addition, observations revealed multiple medical Outdated Micropore tape
supply iterns, which included surgical gloves, in laboratory has been
fape, curettes, and intravenous needles, were discarded
expired and available for staff use. '
The findings include: Expired supplies in pre-op
| Review of the facility's poﬁcy."Procedures to be have been discarded, as
Followed in the Storage, Hahdling, and have the items in the
Administrailon of Drugs and Blologicals®,
undated, revealed it did not address expired procedure room. The
medications and/or supplies. expired Epinephrine
Observation of Exam Room #3, on 10/10/18 at ampule has been
9:15 AM, revealed under the base cabinet, there discarded, a current
was a 1000 milliliter (ml) bottle of 0.9% Normal Bttt ;
Saline, partially used, dated opened 06/22/09. In PINERNTINE RMPUE Was
addition, thare was a silicone donut pessary kit available in the drawer.
with an expiration dale of October 2000, and a
silicone incontinence dish with support, packaged
idenlical to the pessary kit, with the expiration
date ".ussing. Cont...
QObservation of the laboratory, on 10/10/18 at ®
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10:48 AM, revealed one (1)} box containing twelve
(12) rolls of Micropore surgical tape, 1 inch x 10 .
yards, with an expiration date of 01/2017. The Criterion Surgery
gloves, a free promo
Observation of the pre-procedure room, on .
10/10/18 at 11:12 AM, revealed two (2) Jelco sample box, not utilized by
intravenous catheters, 16 Gauge 1-1/4, with :
expiration dates of 01/2018. physicians have been
discarded fr:
Observation of the procedure room, on 10/10/18 om the supply
at 11:17 AM, revealed seven (7) disposable rigid, room.
15 curved curettes with expiration dates of
03/2018, In addition, there was one (1) ampule of The Transpor
Epinephrine with an expiration date of 01/01/18, poreTape:ln the
in the anesthesia cart. Both the curettes and the post procedure room has
31 e e been discarded. Other
items in post procedure
Interview with the Certified Registered Nurse .
Anesthetist (CRNA), on 10/10/18 at 11:23 AM, (EOTRWELS Stoter In
revealed she worked from the anesthesia cart for cabinets not utilized by
geadsc‘hh:duledn proce“ d‘:m’;’:t‘fod:::;‘:;;mhe medical staff or used on
clients during their procedures. She stated she patients. These items
was preparing the cart for tHe next client and ,
procedure. She stated she checked her have been discarded.
medications every day and was not aware the
medication was outdated. She stated staff should The non-aspirin pain
not use outdated medications, as expired ;
medication patentially was not as effeclive as rc?luever has been
they should be. discarded and replaced.
Observation of the supply closet, on 10/10/18 at
11:38 AM, revealed one (1) opened box of size 7
Criterion surgeon gloves with an expiration date Cont....
of 06/2018.
Observation of the post-procedure room, on
10/10/18 at 11:53 AM, revealed the following
| items on cabinet shelves available for staff use:
STATE FORM 8893 aurii

OFFICE OF insp

—

TOR GENERAI ‘



PRINTED: 10/23/2018

FCRM APPROVED
Office of Inspector General
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIFLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
300200 8 Wik 10/10/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
136 WEST MARKET STREET
EMW WOMEN'S SURGICAL CENTER, PSC LOUISVILLE, KY 40202
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION es)
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 OATE
DEFICIENCY)
E 340 E 340
Continued From page 4 Cont. E 340
five (5) rolls of Transpore tape, 1 inch x 10 yards,
with expiration dates of 08/2016; and six (6} All medical staff have been
Terumo Intravenous cathelers, 20 gauge x 1 inch, i
three (3) expired 09/2006, two (2) expired reminded to note and
08/2004, and one (1) expired 05/2004. discard items that have or
Continued observation of the post-procedure are about to expire. All
room revealed the following items In cabinet :
drawers avallable for staff use: one (1) BD PRN space‘s, euen ot used 1
adaptar with an expiration date of 04/2007, and store items we currently
one (1) opened box of one hundred (100) Kendall
Monoject Hypodermic Needie Polypropylene use, have been cleared.
Hubs, with an expiration date of 01/2017. Also )
avallable were three (3) BD eclipse needles 21 The LPN, full time
gauge 1-1/2 TW with expiration dates of 03/2011. employee, had been
Observation of the recovery lounge, on 10/10/18 responsible to check
at 12:01 PM, revealed an opened battle of ; "
Gericare non-aspirin pain relief acetaminophen medications and supplies
tablets, 100 count, with an expiration date of with two part time RNs.
ol This duty has now been
Interview with the Medical Assistant (MA), on assigned to the full time
10/10/18 at 3:30 PM, revealed the expired bottle N M -
of Gericare non-aspirin tabléts was avallable for Urseahager, Wiow
staff use in the recovery lounge. The MA slated do monthly checks on all
the use of expired medications potentially diesti ;
resulted in allergic responses, delayed reactions, medications and supplies
or ineffective resulls. The MA stated she believed as well as be responsible
the nurse was responsible to check supplies for X
These monthly audits wil
Interview with the Licensed Practical Nurse Y wil
{LPN), on 10/10/18 at 4:00 PM, revealed she had be duly noted.
no responsibility regarding medication or medical
supply stock levels; however, she {urther stated
she was involved with the other staif as they went
through the iterns every couple of months to
check for sufficlent supplies and expiralion dates.
The LPN stated expired medications might not be °
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Continued From page 5

as effective and expired supplies might have
issues with sterlity. In addition, the LPN stated
she was unsure if the facility conducted audits
related to expired medications or medical
supplies.

Interview with the Registered Nurse (RN), on
10/10/18 at 4:12 PM, revealed she was unsure of
the facility processes related 1o inventory/audits of
medications and medical supplies. The RN
slated administration of explred pain medications
might affect the potency of the medication, as the
client might not recaive the intended results. In
addition, the RN stated plastic brittled with age,
and as a result, medical supplies might be
affected.

Interview with the Executive Director (ED), on
10/10/18 at 4:42 PM, ravealed the facility
previously audited supplies monthly, but there
had not been consistent slaffing. The ED slated
the facility might have supplies in areas in which
staff did not often utilize and therefore, the staff
might be unaware of the presenca of the expired
supplies. The ED stated expired medications and
supplies might be Ineffective or defective. The
ED was unable to recall specific quality
improvement items related to audiing
medicalions and/or medical supplies.

902 KAR 20:360 13(7) Section 13. Quality
Improvement

{7) The quality impravement program shall
identify and establish indicators of quality care

specific 1o the facliity that shall be monitored and
evaluated.

| This requirement is not met as evidenced by:

i

E 340

£ 550

E 550

The Quality Improvement
Policy will be updated by
Oct. 31, 2018, to include
specific steps to
monitoring TB-testing and
medications/supplies. The
Nurse Manager will
monitor and note TB-
testing every three
months. She will ensure

10+31:1%

Cont....
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Based on interview and facility policy review, It
was determined the facility failed to have a new employees are in
Quality Assurance Program that monitored
indicators of quality care, as evidenced by a compliance as soon as
repeated delficiency related to siaff Tuberculosls hired. As mentioned
iasing. before, The Nurse
The findings include: Manager will monitor all
The facility did not provide a Quality Improvement supplies and medications
policy. monthly for expiration
Review of personnel files during survey revealed dates. Documentation of
the files did not contain records of Tuberculosis the abo i
testing. (Relfer lo E245) This deficient practice eakinue Wil be .
was clted during the last Relicensure Survey, immediately placed in a
111918, binder to ensure quality
Interview with the Licensed Practical Nurse ‘assurance. Other things of
(LPN), on 10/10/18 at 4:00 PM, revealed the .
facllity had a Quality Assurance (QA) type of concerns are discussed in
meeting about every two (2) ta three (3) months, the quarterly staff
in which the physicians facilitated the meeting. ;
She stated the physicians brought forth concemns meetings where the
and presented the prablems, followed by problem is identified and
questions, regarding areas of concems and ;
impravement opporiunities. Then, there was discussed, plan of
another meeting for follow-up to evaluate if the correction is designed and
changes made resolved the issues. In addition, : ;
the LPN slated the Executive Director (ED) was the issue is brought up
involved in QA with the paperwork, such as again to see if it has been
signatures, discharge information, etc. corrected. This plan of
Interview with the ED, on 10/10/18 at 4:35 PM, action will be documented
revealed she was involved with the QA Program ) o
for the facility, which had not been a priority. She in writing also to further
stated staff Tuberculosis testing was not on her ensure quality assurance.
QA, even though it was previously cited. g 4 s
interview with the Physician/Owner, on 10110418
san
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at 4:59 PM, revealed his only concern was for
| client care and he was not involved with audits,
| reviews, or the operation of the facility. He stated
| he was unable to answer any nursing questions
| and anything related to those nursing issues were
referred to the ED.
)
Uni
STATE FORM -

Qu7Tin




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES
SURVEYOR NOTES WORKSHEET

Facility Name: CMW ™~ Worrens W GrsSurveyor Name: _

Provider Number: J002P0 Surveyor Number. _ Discipline:
Observation Dates: From 2/1°/(% _To 1pio/i¢
TAG/CONCERNS DOCUMENTATION
lofie  d.4opm cp- % itpans
Q) S0 prdn - Ten Nped Rfaly - alwang had

Form CMS-807 (07/95)



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name:

Provider Number:

W . Surveyor Name: __
2p0 200 Surveyor Number:_ Discipline:/\’o/ r

Observation Dates: From@//0/1% _To _t9/lb l1s

TAG/CONCERNS

DOCUMENTATION

0/18/18 |62

KN duy ames

AN OO It g /f‘wb«(w capaents/ ,mem/iu,s

Lepersy 1Vs- s .y, 0R . 018 Vot
PUPH O - Mow

J . = . TO’ yor =
M/ﬁd‘m« iJ L{m Aot a@ﬁﬁ-

11U QUTe? -

FILE: cose ,LIM/‘«‘%_/_O_M;QI&/;_ W

mxhwiﬁ M-M&m.(

Farm CMS-807 (07/95)



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: J‘Q//ﬂ‘u&) Surveyor Name: _
Provider Number: 200 7 . Surveyor Number: Discipline: V< /L
Observation Dates: From _/ 0/ [0 { %‘o ( D// 0// J/

TAG/CONCERNS DOCUMENTATION

ot
;1_4!,,,;4(,; oK .

O - OBt Granatyy - o

[l - v

_gﬂmub wWint Auection - u(emmw Qrtach 1o
C

Wt howe dowd Conddds [/ (Logunts 3 far’

v%Lﬂ‘@lh_ Huwre ane da, vg MMM?T

M eeN

SN

oA
Americans

—United
forLife

Form CMS-807 (07/95)



DEPARTMENT OF HEALTH

AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name:

P

‘

Surveyor Name: _

Provider Number: _ 562200 Surveyor Number: _ Discipline:__ NCx
Observation Dates: From 10/ [0 To _16/10/15
TAG/CONCERNS ; DOCUMENTATION
W —
~Jab o2
UMY CLIAN Sy t0]25 /8
st ! s,
kb Mxﬁq
fm@) Up 01lP120 X ] glw 2o o (0

Vot Glp B a

W A ultilg ~ fwen 12 Sdfond
¥/ f U Uperelypis Petle Jutid Spemid O
FAR AR
XA
4 ' ?We Ooalll, X g;,,, 3% 7
& € ued V
.‘s [
RN XL i
%ﬁ\ Yo | 2018

£ X ( zio?l %’?’O%ﬂ

AJ(TUWVU“-Q' X (9"’-9//}%4 ) vwe, /12—, 0
‘P&uw L{Muml ¥ 2¢ M é. 4&5
XY
S eeal 3’*10’(— X S [\wkte ([200F e
i B T Anmerreans

Form CMS-807 (07/95)



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE &

MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: < ' -Surveyor Name: _
Provider Number:___ 200202 Surveyor Number _ Discipline:_NC/T
Observation Dates: From!2//2//& To 10(tof1g
TAG/CONCERNS DOCUMENTATION
Yahernt vecoeds
0 : Dok _Wew  Z_peudue iR
- o4 corpovents, per regulatisn  Oresgat un el -
@- 1 _mZy¥ ;nzowdwe Q-1-1te-
- 21) congpnends Otcent v reind | (0r Ceglgotion
>
€2 _Dpe (1Al edurg 172517
(rrsat 1k recovd (er
(e P0 > l!\g ; /)Ipm ))-) S-ile
]

Form CMS-807 (07/95)



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name:ww ' Surveyor Name: _

Provider Number: _B0p 20D
Observation Dates: From _2/to/€ To 10/10(18

Surveyor Number:, discipline:_~Nc /T

TAG/CONCERNS

4z }‘Qm'holt 5 -

DOCUMENTATION

Tulrnol  mres  Nlored - /W"‘“‘I"WW
- Londdge - Winh 8 —
tl- ux do -

b
X
P

)

¢

Form CMS-807 (07/95)



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: EY) W WW Surveyor Name: _ -
Provider Number: 200200 Surveyor Number _ Discipline:_™ c/x.
Observation Dates: From [0/ 10{1$_To 19/jof1g

DOCUMENTATION

TAG/CONCERNS

e

_mwm_@m&mwwmm

MWW
a,wmmn

10/10](% d.00gm LN - Yduyre Februan,

ol - U AN - uddvastunrd D - v!/u/(,o drghudade -

AL A tdo Ot e by) e fed .

When  ALALe, - Wc’lu«s¢nwmi¢

oy, AR e W)/JQA,;X

s Keop. relo [ AuyZotas

J do chardle He eapoh (ond-

Ces - AR yief
e L4 N, T AL,

MJQVMQ’-’Q( Yap Youltehoe- s

ndtnt d oudits BT 2plirs

ek o Plhpiy Ohpostiatr "o COVIE - MdbS -

wﬁywmwm

DA - 2 2 Nupndher e Naie nfe, -

AAAAM:)WM 'S -
QL4 L AN ) LN AN ™

Chpa s O vudbplt Hne & Couvrstbes  —

- ; 1 L choud
m% %M;;%Mbj%% Sk aP

Uty DI C ~ })W%Aﬂ%-fnww
Onans -

Fire - ouunpuenie

Lyt puat

Form CMS-807 (07/95)



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: €M Women's irglc}u Cen¥r Surveyor Name:
Provider Number: 20p200 Surveyor Number: _ Discipline;_rJ &/L
Observation Dates: From '°//2/)& To 10[ip[t¥

TAG/CONCERNS DOCUMENTATION

10h0/1g  2.20| M v 8la)ig

INdhtcal Asgictant -

i An- Los [vipto [ wie -duaws blopd -
uhast =  pn \plo- Opwe nnfo QM ANy -

Form CMS5-B07 (07/95)



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET
Facility Name: EMW Womens Suraiiai (énjer Surveyor Name: _

Provider Number: 200 200 Surveyor Number: Discipline:_~</L
Observation Dates: From'2/1c /1€ To 10/l &
TAG/CONCERNS DOCUMENTATION
EQuipingrit Cecocds:
HVAL - Serier [Inspectn, wuglizal Gom Slg -2/~

_<prujie Owhod 193

(sChosatry ~Or=ld  Ys-0Em-1wiR [1299 m -
Sornced ey BW e Aot leges
MNarlenance aageno. s 4[4 (2p1&

Sprinkler - covhat Pllis— 2>22]14.

Ul yass und UL GAs-
Sorpie (orivad dated ADgllu- R Mandth -

- ;l | $-9418
1548 = -anr'-ca—»-. contrar T " ped bhua ' " (singlemey

notieed (W COYWMgn s QA - MWW
Wl rerded & Flu et pavtt.

1

10 Q. —Msbe&mmw
r/un%mmwuo C?’HCGW -
Yw Q8 ot S Po ot
Comeviiry AN, £

291 Dhalhuns, vinus duumcd — Plu ﬁfﬁl’tife
0 Aivxcnxd

QH ulﬂm jm P
" . "' Yo pou

F CMS-807 {07/95 -
i ) MLA, ¥ W’hm‘ ol ¢




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: __ ™V WO Surveyor Name: _
Provider Number: 300200 Surveyor Number: Discipline:

Observation Dates: From _1b[)0  To

TAG/CONCERNS DOCUMENTATION 3, acreso Ehadd.
E et [mm
ALl

L)

a0

ULSW)

la’a)
\®)

)J

Form CMS-807 (07/95)



DEPARTMENT OF HEALTH

AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: EMW, Womens AF Surveyor Name: _

Provider Number: 300200 Surveyor Number Discipline: NC!

Observation Dates:

TAG/CONCERNS DOCUMENTATION
__|o8r28/1¢ .
PN [Admitied to Rare; check with State Board re: 502-429-3300 33713
CER Current
TB 2/6/18
t CpR

TB Missing 2017 (last 11/16/16 not obtained; paper for completion-none done)

NS-TB—

—FB-tt#16/16-done 2647 missing

no TB SKIN test on hire or since

- current BLS current TB

Form CMS-807 (07/95)



DEPARTALENT OF HEALTH AND HUMAN SERVICES
CENTLRS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET
Facility Name:___ @/ [Uoviena Surveyor Name: __

Provider Number:____3e0 200 Surveyor Number:_ Discipline: _aA)c &~
Observation Dates: From oo To

TAGI/CONCERNS DOCUMENTATION
T, |
10lio L[/‘/buv,uk( 2 Sl >l

o i, o Ropvs T
_ 2 opey ngﬁ&mfwéy ﬂww
DAl o Mlioat po fhe Osrat |

’éw\gpw;

eWre)
CA\D

\ ¥ L
Americans

Form CMS-807 (07/95)



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: 300 200 &M - WW erveyor Name:

Provider Number: 3co 200 Surveyor Number: Discipline:
Observation Dates: From 1&‘[12{1{ To _!2] 'Dlli
TAG/CONCERNS DOCUMENTATION
fitent [ Cliat [Ruoidint Ydster
0)
2
€D
D
5
)
_CH
C y*f)i

Form CMS5-807 (07/95)



DLEPARTMENT OF HEALTH
CLNTERS IFOR MEDICARL

AND HUMAN SERVICES
& MEDICAID SERVICES

?URVEYOR NOTES WORKSHEE]
Facility Name: f A0 M)QML Q@ Surveyor Name:_

Provider Number: 300269 Surveyor Number Discipline:__“i___r
Observation Dates: From Jofto[vt¥  To
p—— : W
TAG/CONCERNS e " DOCUMENTATIO!
Strvehd *% Thow Joom % - Kibdg "2Au
e end €quuwd  (B6LR F5 [T1edewnt
P/ﬂ’)l/v o (W gpv v~ - ) mendlodl S 3
<}u~rmn VLQA,JJZ_LAL Ouf - C pvers hevwenon iy —
P o, usl MQS (ot apey O (anio Cotiieat
Y\:ﬂ'%\n\, IY Stk
,/ i |
= Ohbwehd  Baen Row~ 3
7 Gt S o4
PuPsend _ o, ps
? €D | dalis ’
Jmuéu( Hoots Aleipater - plo Medero? 4 fe
g A frved it
q J%@M 2 0.9% bedeii~ Hae |/
Ml M /e/zzm v P lowsze
“Jous: M//ozw,g:( Rip — Slote_stlh ~Ceed
Spnn Modn— ¢ i
: % i Cm»ﬁ“@xtk Yo sn Thio Lozaten -—/-—Vﬁ*w”" Aooe
C — o LU ey =
i e~
heeo- W
Delecoir Lonud z%m? Kt @54 2-2%
Wp Dpfe  Lor#
10/ 2220 0357

)
e )
WMM M'Suwf Serp S-FOPF—

Americans

e

7 e WMWWM tnited
by -for Life
|
st il =
. o= qpad s Lo

Form CMS-807 (07/95)



United
for Life



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

SURV:EYOR NOTES WORKSHEET

Facility Name:

i

e v LUA’L(: Surveyor Name:

Provider Number:

3oL 2oL Surveyor Numbei Discipline: AJCE

Observation Dates: From l"llt To

TAG/CONCERNS

DOCUMENTATION

(,u:.u) lDIaaﬂf

\/ L/W)

: o _MJMM
Pole u%

SO

4,@& Pu o, medo -

T et HOs o ffbsns

[dety LV §forttd -

PR ok feody foy OF

D protegucces - Lot ftters, é!fzé;[&&lw

Mwa ade— A5

TG goh PAE D Bpnn Mlr =7

Spnd diw

S —

_odde = Mot sl A et

Cped s (dterro W{/WM Bt

Qv ppd ) Clelery > Lluple
%may [ MW [

$
e Aact Do IR WESWSTY %am

(e bt j et pesds gle 4

\/w#\d £lmW""

Form CMS-B07 (07/95)



SURVEYOR NOTES WORKSHEET

TAG/CONCERNS DOCUMENTATION
by | Gt
Vot Obnanr Lynd ‘,/é ael 7 _fupustd
717"11 i ?om"
)
(Bewer Qut—>

ﬁdmﬁax/ww

a7

Form CMS-807 (07/95) ?



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: fm [/ Surveyor Name:
Provider Number:_ \3? 2 Surveyor Number: _ Discipline:
Observation Dates: From /Bﬁ Y To 0/iofl &
TAG/CONCERNS DOCUMENTATION
d{(8 S
Zrvondte Ly
L WMo - Tudedl RY  fgger/face LONRATE
Witra <ol
/v — M!g
1041//77140\44;% i g -
Ynsol”

Tl Tgpeia —

5 "L,uav besetior  pofof
el ChAd - Q
4 WWL@WW— LY’

Form CMS-807 (07/95)




United
for Life



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: 710 Wornents SUGUpt Cpdr - Surveyor Name: _

Provider Number: 300200 Surveyor Number: Discipline: Nels
Observation Dates: From ID[ lD“g To _LQ[LQ[_[_Z_
TAG/CONCERNS DOCUMENTATION
e | Pea » sur Doa -
Wichdl preq- Pre pfyvotvwr - arca
revegle Q ypired el W r Su pther
(S VAR /7t T

ea. Noed v mwm ans__ odec

i Turmatue wmu @3 T
| A& ‘

Form CMS-807 (07/95)



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: Wo 'S ralc. Surveyor Name: _

Provider Number: 200200 Surveyor Number:; Discipline: Ne/T
Observation Dates: From 10//0/{& To 10))p/12

TAG/CONCERNS DOCUMENTATION
(0/ipfig @:3Am _entered £gg‘1£hq' ~ presénted Cards o @
—_———Memwn&w Z AR, .

Sared oft Mandger net 1h yet nd  en wa.,,
Rl - QcHed oy Lipdade - stajed Manayr oot et
; Ve 12 J <81 -

g _arrwed - Shiswep ws o
o H‘NQN‘m Cuill e Gvm ¢ faudeh, in
Cron 1 @ddicnsn to it fer iteie - l%% %
nui m;»g_\_m#_,_ﬂzhcf SChedule v _today |

/4 -4
#&@MM@M

h  compwienzed <e4

_a\__@%% useld e zble
{0 oy vvidi ltazs  reguested -

5
* C\'.o'b\r: 44-_} ﬁ,k&gﬂ DUy gé EQHJQG :
A@hn- prpyided list to b Que To

74 oF pohent veuvlds b uiew—
ey fom  10st wese naher* Ao Wreek tn /18,

P ek Do 41217 v _paHer from 3>

f United
for Life

Form CMS-807 (07/95)



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: EM) Worven's Suvgezef Cndr Surveyor Name:

Provider Number:  20popo Surveyor Number _ Discipline:_Nc /L
Observation Dates: From '2/m0/18 To 10/io/12
TAG/CONCERNS DOCUMENTATION
b W il o ﬁwu‘dwl'uw Shated
. Dot & Mﬁuﬂq - pleegJed
ALCS L detiio v et Eynge —
| widl on Quustilein — Y &
[8)
[ VAR —d evit
QJ«/‘)
07

—Americans

'Em CMS-807 (07/95)



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: MMM Surveyor Name:

Provider Number:

=2 ¥ 7)7) Surveyor Number Discipline:_A2¢./ [

Observation Dates: From 10/ip/(% _ To [p//0])/2

TAG/CONCERNS DOCUMENTATION
] /Ddh ent fmhi‘s
V] ad minmeahes, /00hent core recods
i s’fvm.m handioy + Q&LVMWS']'EQIW £ reeds | brologyt cats

emér Clrvidy

" volunfar,  [infened chnacpd

9.3 @gg.ﬂc? Prbceduras

Quadable seriices [ Charigs

paheni pocho pahny 1n» {)lannmz\ Yraatrent

eonhdanhabik,  Of patherd rezevds

‘\

"m‘(';(;hmr\ contry ! pohce, Program

- ﬁhmjf_aam_ml

72 . n-d/lm‘falposJ’ procedure

- catient edusstheh

— m,i\@ﬁ+ follow vp 5 dischoise.

-~ Hansfer of @hau& LIT_COre reeds lptopnd fawity

—_sontatin

<((<«((\—X<\\<‘\

redicel wade @spo&.d
i :

{Qum“tg]_ma_,armrermd'

miutes of olinicad Stel mfchmas

W wnﬂen onentahon progyan-

\—/mlo df’SCrmmnc — s DO%’!‘HB’M

_contolled Substancte e — nilians

—United

forLife

Form CMS-807 (07/95)



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: EM.V\_J_&M_SLLQHL_MMVWM Name:

Provider Number: 200200 Surveyor Number Discipline:_~ve/ -
Observation Dates: From 10//0[l§  To (QZ‘Q[[ «

TAG/CONCERNS

DOCUMENTATION

/

g : o T
Vired 5 mg[2m S0URD 16] 2807

i-\foze Fedolk (OO e Zer [25 vial oY 2/

BM

— o

— F/
%W%W/Q.S m.J)(ﬁ‘ ﬂ/\x«(ﬁp—dvgl@\/

B added Jo Sond IS &uga—-

Form CMS-807 (G7/95)



DEPARTMENT OF HEALTH

AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: €MW Wpren's Surgcat Cepder  Surveyor Name:

Provider Number: 200200 Surveyor Number: Discipline: /Y <lr.
Observation Dates: From (0/iofig  To 10//0)/2
TAG/CONCERNS DOCUMENTATION
MM_JJQQ‘QMMJM“L_MY (Oyds,
2=mils  dae 4 - 0701, — |6
a2 - 2 = 5 LV >
__,{4”2 o101 %
%8 - ) el bipe —

Crtenen S_MAWM s/ ¢ D) sSlewde —

1410_12(4 X8

Mﬁe&wf ‘

Lin ﬂﬂu“% létzé!k_‘ﬂ gﬁf‘b._w )

D\ D oL ax 0% 04y lv BS)anny.

ELJMMM 2 e WByk >t g 0&] 2040,

1w drouers —

-+ |\ PD cu;,mkr 1 ep:

w4 K 3 '

| ' Hebo —
100 - 2907 Ly .,éjﬂ‘f) O|—20)7)
L Dk &pw 2\ -/ Tw
L2 03/ 011
V2ol {Ze,u\,b,\.q L

0 100 TBtolets 37

m&%ﬂﬁs

%H:’rfe

Form CMS-807 (07/95)



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: AW — oo ) Surveyor Name:
Provider Number:_ 300200 Surveyor Number: . Discipline:_NC&
Observation Dates: From _'e [0 To _10/10/1%
TAG/CONCERNS DOCUMENTATION
Ly

-

T

T3 {Wobé -

\

lw ?

co
Q™

<7y’

L]
PaR T T WaVWat

United

—forLife

Form CMS-807 (07/95)



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

—_—

Facility Name: MW [U0ywons Surveyor Name: _
Provider Number: 300200 Surveyor Number: Discipline: 4 &7
Obseryation Dates: From (0[d  To (b
TAG/CONCERNS DOCUMENTATION
B W Betdnlowes ]
suplsi Wil st Dt o/ Uinicfisy
gl wwk / Yrvnese WZ‘/’?

4

v — Ut fo Lvdee gl by o T fhin—
wedi el gfaft s ol it deodey 7
Ny abin :

Wi A St on a dadyTairw —

ol Gfect > g e8fpeind Dupplers >
MM’&L 7 L —
"GLuto—> ylot aflsveo e woLl -

%VWWMMM‘SWJ—W%W

Jra DAk Teea -7 & wik Yr 9o > [f 1o
Mww mwm,%

c%tzwdoaé ol apgtn —
2—!34; MW%W-—?
Gt L o nd s
O Y ftglly > Lt vne Knoe ihea i
hud 2 COuHarnt 7

T8~ s Vs ol
-TAA
{1

i

Form CMS-807 {07/95)



PRINTED: 12/30/2015

] FORM APPROVED
Office of Inspector General , :
STATEMENT OF DEFICIENCIES (X1)- PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED

R
300200 B. WING 12/14/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
136 WEST MARKET STREET
EN'S SURGICAL CENTER, PSC
EMW WOM ' LOUISVILLE, KY 40202
(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)
{E 000} 902 KAR 20:360 Initial Comments {E 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 12/10/15 as alleged.
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E 245

E 330

Continued From page 1

2. Interview, on 11/19/15 at 10:30 AM, with
Employee #5 revealed she believed her last TB
test was probably three (3 )years ago.

3. Interview and record review, on 11/19/15 at
1:07 PM, with Employee #2 on duty revealed she
did not know why her TB test results were not in
her file. The last documented TB in her file was
2012. Employee #2 stated her last TB testing was
done at a local school of medicine. Evidence of
the test and results was provided for 2015 at the
time of the survey. No evidence of TB testing for
years 2013, or 2014 was provided at time of the
survey.

4. Review of Employee #6's file revealed TB
testing for the years 2013 and 2014 were not
located.

Interview, on 11/19/15 at 1:07 PM, with the Clinic
Director revealed she had no idea why the TB
tests were not in the employee files. The Clinic
Director was unsure if this was a problem.

902 KAR 20:360 Section 5. Administration and
Operation :

6. In-service training programs shall be planned
and provided for all employees and volunteers to
ensure and maintain their understanding of their
duties and responsibilities. Records shall be
maintained to reflect program content and
individual attendance. The following training shall
be provided at least annually:

a. Infection control, to include as a minimum,
universal precautions against blood-borne
diseases, general sanitation, personal hygiene
such as hand washing, use of masks and gloves,

E 245

E 330

TB test results in emplovee file:

On 11--25-2015 all
employees were given a
tuberculin skin test and the
results were placed in the
employee personnel files

The documentation and storage
of the yearly tests will be
assured by the Clinic Director.

STATE FORM

6899

RDXG11

11-25-15
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E 330| Continued From page 2 E 330
and instruction to staff if there is a likelihood of Employee In-service
transmitling a disease to patients or other staff ‘
members; [5.(3)(a)6.a] .
This requirement is not met as evidenced by: A binder has been created to 11-25-15
Based on interview and record review, it was document the nature and
determined the clinic failed to have an effective attendees of in-services. These
system in place to ensure inservice/training was . . b d di '
provided, documented, and monitored for five (5) in-services will be conducted in
of five (5) staff and volunteers reflective of their each specific area of clinic
job duties and responsibilities. operation as well as ones held
The findings include: for all employees. These can
_ occur more frequently, as
ngew of five (5) employee regords re?ve,aleq ho needed, however no less than
evidence of documentation for in-service/training ) .
programs were in place. every six months. The Director
: will document and assure the
Interview, on 11/19/15 at 11:36 AM, with BN #3 in-services take ol
revealed she had not received any training other SErvices tae place.
than Ultrasound training that was provzded to all . ; .
nursing staff, Infection Control in-service.
Interview, on 11/19/15 at 10:33 AM, with A scheduled Infection Control
Employee #5 revealed she had not received in-service will be scheduled at
in-service training other than what was provjded , . 1-14-16
at the time of hire. east ar.mually, with the next il
‘ upcoming one scheduled in
Interview, on 11/19/15 at 10:21 AM, with January 2016. The in-services
Employee #4 revealed she had not received will be d .
in-service training other than what was provided ocumented by topic
at the time of hire. and attendees and kept in a
: binder. The Director will |
E 565 902 KAR 20:360 Section 7. Pharmaceutical E 565 schedule and document the in- I
Services ,
service events. ;
(3) Medicine storage. Medicines and drugs ;
maintained in the facility for daily administration |
shall not be expired and shail be properly stored °
and safeguarded in enclosures of sufficient size lln]ie_d—
STATE FORM 6899
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E 565 | Continued From page 4 E 565 keys in a locked room, the
' Registered Nurse (RN) #3 revealed the Clinic Director’s office, where the
Director always had the key to the lockbox for the nurses can retrieve the keys in
Valium that the RN administers to patients if the morning and give to the
needed. On 10/19/15 there was no access to the .
Valium at the time of request to inspect the Director to store them over-
contents of the lockbox due to the Clinic Director night. In the Director’s absence
was not in the clinic. The Medical Doctor did not Hde :
have access to the controlled drug at this time. she will delegate the possession
‘ of the key to a nurse.
Interview, on 11/19/15 at 1:33 PM, with the Clinic
Director revealed she had always kept the key to Storage of Propofol
the Valium storage cabinet hidden in her office in . ;
a desk drawer. The Director instructed staff in the Propofol is used by the Nurse 11-24-15
front office where the key was in case the key to Anesthetist only and a running
the double locked cabinet/box was needed in her log of its use and distribution is
absence. ,
kept by the CRNA and Clinic
Interview with Employee #4, on 11/19/15 at 8:15 Director. The key to the locked
AM, revealed the Clinical Director was not in the cabinet has si . .
clinic on this date and would not be coming into as since inspection
the office. The staff did not have access to any been removed from the upper
policy and procedures at the time of this survey. A cabinet and is being kept in the
call was made to the Clinical Director by . , .
Employee #4 to inform her of the survey. The Director’s locked office. In her
Director stated she would not be coming in to the absence the keys are given to
Clinic this date due to her going to the airport to the CRNA.
pick up her son. The Director stated there was a
binder with policies and procedures in the clinic, K . .
but it was locked up in her office and nobody had evs to Valium Cabinet.
access except her. ‘
Two 5 mg Valium tablets are 11-24-15
Interview, on 11/19/15 at 1:33 PM, with the given to our patients for local
Clinical Director revealed the key to the locked anesthesia. This h !
cabinet that contained the medication Propofol sthesia. This happens once l
was always kept in the unlocked cabinet located every 2 months as most '[
directly above the locked cabinet. Having the key patients prefer general
in this location allowed anyone to gairr-access to hesi A l
any of the locked medications. anesthesia. The keys to the
double locked Valium calfind
HEUEIVE]
STATE FORM 6899 RDXG11
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E 650| Continued From page 5 E 650 are always in the Director’s
E 650, 902 KAR 20:360 Section 9. Medical Waste E 650 possession and she gives them
Disposal to the nurses as they need
(2) Disposable waste. (a) All disposable waste tr}em ar'xd are no longer kept
shall be placed in suitable bags or closed hidden in her desk drawer, but
containers so as to prevent leakagg or spﬂlagg, rather in a the Director’s locked
and shall be handled, stored, and disposed of in ffice. In the Di ,
such a way as to minimize direct exposure of office. in the Director’s
personnel to waste materials. [9.(2)(a)] absence the keys are givento a
This requirement is not met as evidenced by: nurse.
Based on observation and interview, it was
determined the clinic failed to ensure all
disposable waste was placed in suitable bags or
closed containers to prevent leakage and stored
in such a way as to minimize direct exposure of
personnel to waste materials.
The findings include:
Observation, on 11/19/15 at 12:11 PM, revealed a
treatment room with one (1) full, all the way to the
top past the fill line, sharps container with a dark
brown substance splattered on the entire top of _
the sharps container. An empty/unused sharps Medical Waste Disposal
container was on the floor under a cabinet in plain
view. The employee in the lab has 11-20-15
Interview, on 11/19/15 at 12:11 PM, with RN #3, been instructed to assure that
revealed the dark brown substance on the top of the sharps container does not
the sharps container was dried blood. BN #3 get filled past the fill line. She
stated this was not the proper way to discard has b K
sharps material and that the blood on top of the s been asked to clean the top
container could possibly cause exposure to any of the container when leaving !
blood borne pathogens. RN_ #3 stated she was the lab so it is free of dried {
not aware the sharps container had not been bl o l
removed or replaced with an empty one and she ood splatter. The Director |
had no knowledge of the condition of the top of will assure this happens every !
the sharps container. RN #3 stated HIV, day. *
Hepatitis, and any vaginal infectious diseases
may be present in the blood on top of the sharps
STATE FORM 8899 RDXG11 Dl W
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container,

interview, on 11/19/15 at 12:13 PM, with the
Medical Doctor (MD) revealed the dark brown
substance on the top of the sharps container was
dried blood. The MD stated this was not the
proper way to discard sharps material and that
the blood on top of the container could possibly
cause exposure to any blood borne pathogens.
The MD stated HIV, Hepatitis may be present in
the blood on top of the sharps container.

Observation with the MD, Clinic Director, and RN
#3, on 11/19/15 at 12:34 PM, revealed located in
the common area in the hallway across from the
sterilization room was an uncovered trash can.
Inside the trash can, in plain view, were four (4)
needleless syringes. Two (2) of the four (4)
needleless syringes had a white milky substance.

Interview, on 11/19/15 at 12:34 PM, with RN #3
revealed she identified the medication as
Propofol. The RN stated this medication was
used earlier in the day for a procedure that was
performed. RN #3 stated this was not the proper
way to dispose of the medical waste and it should
have been put in a sharps container.

Interview, on 11/19/15 at 12:34 PM, with the MD
revealed she identified the medication as
Propofol. The MD stated this medication was
used earlier in the day for a procedure that was
performed. The MD stated this was not the
proper way to dispose of the medical waste and it
should have been put in a sharps container.

Interview, on 11/19/15 at 12:34 PM, with the Clinic
Director revealed she identified the white milky
substance in the needleless syringes as Propofol.
The Clinic Director stated this was not the proper

E 650

Propofol Syringes

The CRNA has been instructed
not to discard syringes in the
trash. They are now being
disposed of in a sharps
container. The Director is
assuring the syringes are placed
in sharps containers.
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way to dispose of the medical waste and it should
have been put in a sharps container.

902 KAR 20:360 Section 11. Equipment and
Supplies

There shall be appropriate equipment and
supplies maintained for the patients to include:

(9) Containers for soiled linen and waste
materials with covers; [11.(9)]

This requirement is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure there were
appropriate containers with covers for soiled linen
and waste materials.

The findings include:

Observation, on 11/19/15 at 12:15 PM, revealed a
soiled bed sheet and wash cloth hanging off the
side of an uncovered soiled linen cart.

Interview, on 11/19/15 at 12:15 PM, with RN #3
revealed the soiled linen should have been
placed in a yellow plastic bag and then tied and
placed in the soiled linen cart. RN #3 stated
exposeure to soiled lined was a problem because
of infection control.

Interview, on 11/19/15 at 12:20 PM, with the MD
revealed the soiled linen should have been
placed in a yellow plasitic bag and then tied and
placed in the soiled linen cart. The MD stated
exposeure to soiled lined was a problem because
of infection control. -

E 650

E 730

Soiled Linen

The Orderly has been asked to
mabke sure all soiled linens are
immediately placed in yellow
plastic bags, tied and placed in
the soiled linen cart. The
Director is making sure this
method is adhered to.

STATE FORM

6899 RDXG11

11-20-15




PRINTED: 12/05/2017

FORM APPROVED
Office of Inspector General
STATEMENT OF DEFICIENCIES (X1) PROV DER/SUPPLIER/CLIA (X2) MULT PLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
C
300200 B.WING 06/14/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
136 WEST MARKET STREET
EMW WOMEN'S SURGICAL CENTER, PSC
R, LOUISVILLE, KY 40202
(X4) ID SUMMARY STATEMENT OF DEFIC ENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFIC ENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENT FY NG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 000| Initial Comments E 000

A Complaint Survey was initiated on 06/13/17 and

concluded on 06/14/17 to investigate complaint

KY 26431. The Division of Health Care

unsubstantiated the allegation with no
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DIVISION OF HEALTH CARE

PACKET PROCESS LIST

FaciLTY: _EMW Women's Suvaniat Conder ey Loviaviite
FF 200300

LEVEL OF CARE: __ fAF SURVEY DATE(S): ela0)19.

SURVEY TYPE: INITIALCIRELIC.[] RECERTDREV[S[TEIOTHER&
COMPLAINT # ,C(A 2990€  priority: 10 20 30 40

*LIST ENTRANCE TIME/DATE IF OFF-HOURS SURVEY: (ME WH)

*NURSE AIDE TRAINING PROGRAM: YES DNO D

TEAM: SECRETARY:

e

ACTION INITIALS DATE

Packet Completed: Deficiency(ies)? YES DNOQ b [ 9"-!/ { 6
Life Safety Code Tags included YES[CJNO[]

RPM Review - i l r] /14

Packet to Secretary 2

SoD to Facility B 2 Z:Z 9.

PoC Received and Copy to Coordinator

POC Acceptable: YESD NO D

Provider Notified: by on

POC Returned to Facility

2nd POC Received and Copy to Coordinator
2nd POC Acceptable: YESDNOD
Provider Notified: by on

Revisit Required: YESDNOD
Revisit Completed:  Deficiency(ies) YES[_INO []

Revisit SoD to Facility
PoC Received and Copy to Coordinator

Hinmiin

PoC Acceptable; YEs[Ino[]
Provider Notified: by on
2nd Revisit Required: YES[Ino[]

2nd Revisit Completed: Deficiency(ies) YES[_JNO[]

Packet Completed 4 l ﬁ} '4'

Highest Scope/Severity Opportunity to Correct or No Opportunity to Correct (OTC or NOTC)
SQC__.13 __.15 __.25(X areas of SQC)------(Complete form HCFA-673 if SQC identified)
RPM/C.O. notified of SQC Doctors/Board Letters Mailed-Ann Notified of SQC

Citation Issued: . TYPE A or TYPE B (Type A stamped & faxed to Attorney General's Ofﬁi ], e ) d
PoC Due Latest PoC Date Date to be Corrected nl e
IDR Requested IDR Scheduled IDR Held Or Llfe

Changes to SoD? YES[JNO[] IDR SoD/Notice ________ IDR PoC Due
IDR PoC Received PoC Acceptable? ES L_NO[] Provider Notified: by [___Jon
PACKET TO C.O. PACKET TO R.O. 462L faxed to C.O.

1539 faxed to C.O.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SURVEYOR NOTES WORKSHEET

Facility Name: 3 Cr*Surveyor Name: _
Provider Number: 200200 Surveyor Number: _ Discipline: HQZ
Observation Dates: From ME_ To

TAG/CONCERNS DOCUMENTATION

Complaint Investigative Plan KY # 247pH&

Allegations Category:
Reg Tag:
History of deficiencies R/T allegation: 'J/n
(detail dates| reg, s/s if applicable)

Last survey hilghest s/s: NN} o QM W
o

Is the facility currently in compliance: Yes|
If no, detail fags out of compliance:

Contacts Made: (Name, Date, Time)
Complainant
Ombudsman
DCBS

Other

Observations to make pertinent to allegation: (detail partial tour)

Interviews to|Get: (Name, Title, detail order & who may validate altegation)
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CHECKLIST FOR COMPLIANCE WITH KRS 214.620 (4)
HIV/AIDS PATIENT INFORMATION

DISTRIBUTION METHOD
YES. v NO Agency uses patient information form developed by the
Department for Health Services.

YES NO A~ Agency uses their own patient information form.

YES_ NO Agency distributes patient information in gu;smﬂs package.
e b :

AGENCY FORM INCLUDES THE FOLLOWING INFORMATION

METHODS OF TRANSMISSION:

YES \/NO sexual contact (anal, oral, or vaginal intercourse) with an infected
' person when blood, semen or cervical/vaginal secretions are

or exchanges;
YES_V~ NO sharing a syringe/needle with someone who is infected;

YES v~ NO infected mother may pass HIV to unbomn child; and
' _receiving contaminated blood or blood products, organ/tissue

YES_v~ NO
transplants; and artificial insemination (rare now since testing
for HIV antibodies began).

METHODS OF PREVENTION:

YES_V_ NO no sexual intercourse except with a monogamous partner who is
not infected; ‘

YES_\V_ NO sexual relations with anyone else requires use of latex condom,
female condom, or dental dam;

YES_* NO do not share syringes or needles with anyone;
YES_Y NO__ - should be tested for HIV if pregnant or plan to be pregnaat; and

YES V'NO education of self & others about HIV infection & AIDS.

United
for Life

' APPROPRIATE ATTITUDES & BEHAVIORS

YES_V_ NO assurances that the agency provides quahty services to all
patients, regardless of HIV status.
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STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA (X3) DATE SURVEY
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300200 06/06/2012

NAME OF PROVIDER OR SUPPLIER
EMW WOMEN'S SURGICAL CENTER, PSC

STREET ADDRESS, CITY, STATE, ZIP CODE

136 WEST MARKET STREET
LOUISVILLE, KY 40202

PROVIDER'S PLAN OF CORRECTION (%5)

Services

(3) Medicine storage. Medicines and drugs
maintained in the facility for daily administration
shall not be expired and shall be properly stored
and safeguarded in enclosures of sufficient size
that are not accessible to unauthorized persons.
Refrigerators used for storage of medications
shall maintain an appropriate temperature as
determined by the requirements established on
the label of medications. A thermometer
accurate to + three (3) degrees Fahrenheit shall
be maintained in these refrigerators. Only
authorized personnel shall have access to
storage enclosures. Controlled substances and
ethyl alcohol, if stocked, shall be stored under
double locks and in accordance with applicable
state and federal laws. [7.(3)]

This requirement is not met as evidenced by:
Based on observation, interview, and review of
the facility's policy, it was determined the facility
failed to ensure medications were not available
for use after the expiration date in three (3) of
three (3) areas of the Operating (OR) Suite. The
pre-op room, the crash cart and the recovery
room.

The findings include:
Record review of the facility's policy titled Drugs

used within the Operating (OR) Suite, dated
March 2000, revealed the policy stated: drugs are

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 000 902 KAR 20:360 Initial Comments E 000
A relicensure survey was conducted on 06/05/12
through 06/06/12 and found the facility did not
meet the minimum requirements for relicensure
of an Abortion Facility and deficiencies were
cited.
E 565/ 902 KAR 20:360 Section 7. Pharmaceutical E 565
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E 565

Continued From page 1

checked monthly in each area by the nurse
working in that area; drugs are checked for
expiration dates, color and consistency of drugs
and for dates and times of opened multi-dose
vials; drugs are checked weekly for expiration,
date color, and consistency; and drugs are
checked by the person who administers the drug.

Review of the Emergency Crash Cart policy,
dated 04/22/06, revealed the Director of Nursing
(DON) was to check the emergency cart weekly
using the emergency cart checklist. It was her
duty to note if drugs had expired and nearing
expiration, these were to be reordered and
replaced.

1) Observation, on 06/05/12 from 10:10 AM to
10:50 AM revealed during tour of the facility's
pre-op room, ten (10} of ten (10) vials of
gentamycin (used to prevent or treat infection)
had an expiration date of June 1, 2012.

2) Observation, on 06/05/12 from 10:10 AM to
10:50 AM, revealed in surgical room number 1's
crash cart, two (2) of two (2) vials of propanolol
(used to treat high blood pressure, chest pain,
and abnormally rapid heart rates) had an
expiration date of April 2012; one (1) of cne (1)
vials aminophylline (used to prevent and treat
wheezing, shortness of breath, and difficulty
breathing) had an expiration date of June 1,
2012; and one (1) of one {1) vials of sodium
bicarbonate (used to treat shock) had an
expiration date of June 1, 2012,

3) Observation, on 06/05/12 from 10:10 AM to
10:50 AM, revealed during tour of the facility's
recovery room, the medication cabinet contained
two (2) of two (2} vials of gentamycin with an
expiration date of June 1, 2012.

E 565
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Continued From page 2

Interview, on 06/05/12 at 10:20 AM to 10:35 AM,
with the Director of Nursing #1 (DON) revealed
the pre-operating room did have expired
medications. She stated medications that were
expired should be discarded in a sharps
container. She also stated the staff should be
checking the expiration dates of all medications
prior to administration of that medication and the
facility had provided this training to all nursing
staff that administers medications. DON #1
revealed the importance of having current
medications in the crash cart used for
emergencies. She further stated it was her and
the Directors ultimate responsibilities to ensure all
medications in the facility are checked weekly, up
to date and not expired.

Interview, on 06/06/12 at 8:00 AM, with DON #2
revealed she was aware the medications were
expired as of June 1, 2012 but had not had the
chance to remove them from the medication
cabinets and crash cart.

Interview, on 06/06/12 at 9:00 AM, with Executive
Director revealed she was not aware of the
expired medications. She further stated that
DON #1 was working part time and was
responsible for keeping the crash cart up to date
and was not aware that it was not.

E 565
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POLICY ON CONTROLLED ABUSABLE DRUGS

The Director and Medical Director designate a R.N. to be responsible for making sure
drugs are ordered and that an accurate record is kept of the drugs.

All controlled and abusable drugs are kept behind double locks.

A designated R.N./CRNA is responsible for the keys to the narcotic box and for
dispensing drugs.

Each controlled drug has a control log which lists the number of that individual
controlled substance.

The controlled drugs are counted and checked for correct amount randomly by two
nurses. The appropriate controlled drug count log is filled out with the nurses’ initials,
date and the number of pills. If the count is inaccurate, the Director and Medical director

are notified.

If the physician wants a patient to be pre-medicated in pre-op, the physician will order the
medication for the patient and request that an R.N. administer the medication. No drugs
will be administered without an order from the attending physician.

All drugs that are administered must be noted in the patient’s chart.

Any controlled substance that is discarded must be discarded and witnessed by two
nurses. The name of the drug and the amount discarded must be documented and dated
followed by the signature of both nurses.

Patient charts must be audited at the time the charts are checked by nurses for QA to
determine accuracy of proper documentation and usage of controlled drugs.

Records should be maintained in a book for at least one year.
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POLICY FOR DRUGS USED WITHIN THE OR SUITE

All drugs for patient care are properly stored in the designated drug
cabinets in the pre-op and recovery room; in the emergency cart,
the anesthesia cart, the anesthesia work room or the refrigerator.

Drugs are checked monthly in each area by the nurse working thht area.
Drugs are checked for expiration dates, color and consistency of drugs
and for dates and times of opened multidose vials.

Drugs are checked weekly for expiration, date, color and consistency.
Drugs are checked by the person who administers the drug.

All drugs mixed at the clinic should be discarded 48 hours after mixing
except multidose anesthesia.

Multidose anesthesia drugs should be discarded at the end of each
week (5 days).

Drugs that require refrigeration will be stored in the R.R. refrigerator.
A thermometer is kept inside the refrigerator to monitor appropriate
temperature which should be 37° - 42° F. No food is to be kept in this
refrigerator. It is to be cleaned and defrosted as needed or minimally

once a month.

Keys for locked drug areas are in the possession of an R.N. at all times.
Drugs such as Anaprox are never left im sight with patients in the same area.

When unattended, all medications are locked in a secure cabinet.

United
for Life

Rev. 3/00



EMERGENCY CRASH CART

An emergency crash cart is kept in the operating room. It is on rollers for easy

transport to any area of the clinic.

The emergency crash cart is stocked with emergency drugs and equipment. The
defibrillator and cardiac monitor are kept on top and plugged in at all times

for charging purposes.

The top drawer is stocked with airway equipment and electrodes.

The second drawer is stocked with the following emergency drugs:

Adrenalin Inderal
Aminophylline

Atropine Lidocaine

Calcium Chloride Propanolol
Dextrose 507 Sodium Bicarbonate
Dilantin Valium

The third drawer is stocked with varlous emergency trays: tracheostomy
and Trocar Kit.

The fourth drawer 1s stocked with all necessary IV fluids and equipment, syringes,
tape, saline for flushing IV lines.

. The fifth drawer is stocked with respiratory supplies.

The personnel of the clinic are familiarized with the crash cart and operation
of the defibrillator annually at a designated staff meeting.

In the event that it is necessary to utilize the crash cart, the doctor will
designate responsibilities to*the medical personnel., One nurse will be responsible
for drawing up all medications. Another nurse will be responsible for documentation.
The executive director will take charge of emergency transportation means.

The Director of Nursing checks the emergency cart weekly using the emergency cart checklist. It is her duty to
note if drugs have expired and that all equipment is working. She will also check suction machine in the
recovery room at the same time and document its working condition. Any equipment failure will be taken care
of immediately and drugs nearing expiration will be reordered and replaced.

DoN
The Bxeeutive—Bireetor will review the emergency cart check list on a monthly“basis:
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@ PRINTED: 12/30/2015
FORM APPROVED
Office of Inspector General
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
R
300200 e 12/14/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
; 136 WEST MARKET STREET
EMW WOMEN'S SURGICAL CENTER, PSC LOUISVILLE, KY 40202
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES fa] PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{E 000} 902 KAR 20:360 Initial Comments {E 000}

Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 12/10/15 as alieged.

United

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

= for Life

STATE FORM
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Q PRINTED: 11/30/2015
FORM APPROVED
Office of Inspector General

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED

300200 B. WING 11/18/2015

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

136 WEST MARKET STREET
LOUISVILLE, KY 40202

(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 5HOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENCY)

EMW WOMEN'S SURGICAL CENTER, PSC

E 650| Continued From page 7 E 650

way to dispose of the medical waste and it should
have been put in a sharps container.

E 730} 902 KAR 20:360 Section 11. Equipment and E 730
Supplies

There shall be appropriate equipment and
supplies maintained for the patients to include:

(9) Containers for soiled linen and waste
materials with covers; [11.(8)]

This requirement is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure there were
appropriate containers with covers for soiled linen
and waste materials.

The findings include:

Observation, on 11/19/15 at 12:15 PM, revealed a Soiled Linen
soiled bed sheet and wash cloth hanging off the
side of an uncovered soiled linen cart. The Orderly has been asked to

S 11-20-15
Interview, on 11/19/15 at 12:15 PM, with RN #3 make sure all soiled linens are
revealed the soiled linen should have been immediately placed in yellow
placed in a yellow plastic bag and then tied and - ; ;
placed in the soiled linen cart. AN #3 stated plastlc‘ bag?, tied and placed in
exposeure to soiled lined was a problem because the soiled linen cart. The
of infection control. Director is making sure this
Interview, on 11/19/15 at 12:20 PM, with the MD metiod isadhered to,
revealed the soiled linen should have been
placed in a yellow plasitic bag and then tied and
placed in the soiled linen cart. The MD slated
exposeure to soiled lined was a problem because
of infection control. -

-
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Surveyor Needing Attention

Name

Comments
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 CHECK EXPIRATION ON THESE MEDS: Date: 8/75//5
MEDICATION LOCATION EXP. DATE # REMAINING
N Methergine / Methylergonovine 1.2 mg / ml A Posi= A Ue e #/0 (%)
ATubersol 5u {Post-op= o # | i
A Rho-gam 1/17 o
Mini-gam 8le _ Hle [AI8____#2 C?@\
H#Nuva Ring /17 )7 | # #2% (] ﬁ
[ Atropine 2&mb-vials~ 8mg Im) vials 0 ‘-lmq/ml % ¢ Posi-opy G e A5
A Cleocin / Clindamycin 600 /4 ml “Post-op 1/ +%
A Misoprostol / Cytotec 100 mg 41’190?.@\ ety m NG 1216 e rpttfse #2 @L"E
Misoprostol / Cytotec 200 mg 1 ab) s ' Ao Jrotties
Depo / Medroxyprogesterone acetate 150 mg / ml |[Pest=op —"
A" Metronidazole / Flagyl Post-op (iy:g Y #17
A Gentamycin 80 mg / 2 ml -Bre-op D /HIE> H# 2y
[ Ibuprophen Recovery Lounge - Sh1 " E(e #H500 #75
/| Cefazolin / Kefzol 1 gm Pre-op> Postiop (7 ' 4
v[ Labetalol 20 ml / 100 mg Post-op 10/}t = 2,
v| NaCl J&smtvials 50m | Vials Pre-op  Post-op 7/ Al | H1R #25{;%
 Oxytocin / Pitocin 10u/1ml Pre-op 5]/ /e |7 HolL A7
[ Promethazine / Phenergan 25 ml (pﬂmm o), .?TS’].M) Pre-op 3 Post-op lo ' Y417 | #3boyes #@Bm@/
o Acetammophen / Tylenol Recovery Lounge (671707 ' -+ 51
| Lactated Ringers Post-op 1/) b H#3
v NaCl 50 ml bags . Pre-op % Post-op 37 ‘1116 #39
/I NaCl 500 ml bags ( Botv] 30 v~ re-op 3 Post-op !9 | jo)q q!l’i 3/176‘*5: 30 =Fe
viNacl [00m Yasp _ / Portop Gl Ao Ei= )
(R dosmsyton 300ms, [amt 25] Loy 4P o) (e #2drowes
it St United

for Life

’



CHECK EXPIRATION ON THESE MEDS: Date:
MEDICATION LOCATION EXP. DATE # REMAINING
Methergine / Methylergonovine 1.2 mg / ml Post-op
Tubersol 5u Post-op
Rho-gam Post-op Lab
Mini-gam Post-op Lab
Nuva Ring Post-op Lab

Atropine 20 ml vials 8 mg

Pre-op  Post-op

Cleocin / Clindamycin 600 /4 ml

Pre-op  Post-op

Misoprostol / Cytotec 100 mg Post-op
Misoprostol / Cytotec 200 mg Lab
Depo / Medroxyprogesterone acetate 150 mg / ml | Post-op
Metronidazole / Flagyl Post-op
Gentamycin 80 mg /2 ml Pre-op

Ibuprophen

Recovery Lounge

Cefazolin / Kefzol 1 gm

Pre-op  Post-op

Labetalol 20 ml / 100 mg

Post-op

NaCl 10 ml vials

Pre-op  Post-op

Oxytocin / Pitocin 10u/1 ml

Pre-op

Promethazine / Phenergan 25 ml

Pre-op  Post-op

Acetaminophen / Tylenol Recovery Lounge
Lactated Ringers Post-op

NaCl 50 ml bags Pre-op Post-op
NaCl 500 ml bags Pre-op Post-op
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THIS BINDER CONTAINS:

CODE RED - FIRE

MAP OF izt & ' R D AND FIRE ALARM BOXES
CODE BLUE - CARDIO PULMONARY ARREST

CODE ORANGE - BOMB THREAT

HAZARD COMMUNICATION PROGRAM
LIST OF HAZARDOUS CHEMICALS

BLOODBOURNE PATHOGEN - EXPOSURE CONTROL PLAN

BI-MONHTLY CHECK LIST FOR EMPLOYEES TO VERIFY THEY
HAVE READ/REVIEWED AND UNDERSTAND THE CONTENT
OF THIS BINDER
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she has not received in-service training other than what was
provided at time of hire.

Interview on 11/19/15 at 10:21 AM, with Medical
Assistant/Cashier, revealed she has not received in-service
training other than what was provided at time of hire.
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cabinet was (20 ) twenty, 200mg/20ml bottles of Propofol.
The locked medication is used daily by the Nurse Anesthetist.

Interview on 11/19/15 at 1:33 PM, with the Clinical Director revealed that the key to the locked
cabinet that contained the medication Propofol is always kept in the unlocked cabinet located
directly above the locked cabinet. Having the key in this location will allow anyene to gain
access to any unathorized persons to the locked meds.

Observation on 11/19/15 at 1:33 PM, revealed the only door leading into the sterilization room
did not have the capibility to be locked when staff is not in the room and or immediate area.
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Interview on 11/19/15 at 12:13 PM with MD, revealed that the
dark brown substance on the top of the sharps container was
dried blood. MD revealed that this was not the proper way to
discard of sharps material and that the blood on top of the
container could possibly cause exposure to any blood borne
pathogens. MD gave examples of the following contagious
disease that may be present in the blood on top of the sharps
container: HIV, Hepititus.
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