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g Planned Parenthood’

of Middle & East Tennessee, Inc.

April 8, 2010

Srate of Tenncssee

Department of Health

Bureau of Heslth Licensure and. Regulat'\on
Disaion of Health Care Facilities

297 French Landing, Suite 501

Nashville, TN 37248

Dear Ma. Jones,

We are requesting a name change for our fucility. On July 1, 8000 Planred Parenthood
of Middle Tennzssee changed their name 10 Planned Paventbood of Middle & East
Tennessee. This name chang was also vegistered with the Tennessee Gecretary of

State on July 1, £000.

If1 can be of further asaistance please let me know.

Sincerely,
-.= o e J
el % (ol
\.__,__..-/" {4[ { ‘6( 4
Jeff Teague
Pregident/ CEO

United
forLi
Administrative & Education Office: 50 Vantage Way, Syite 102 v Nashville, TN 17228 ¢ £15-345-0952 QKS-LAI' e
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Planned Parenthood®

of Middle & East Tennessee, Inc.

April 8, 2010

RECEIVED
APR 18 2010

State of Tennessee .
Department of Health Heatth Gars Facilities

Bureau of Yealth Licensure and Regulation
Division of Health Care Facilities

227 French Landing, Suite 301

Nashville, TN 37243

Dear Ms. Jones,

We are requesting a name change for our facility. On July 1, 2000 Planned Parenthood
of Middle Tennessee chianged their name to Planned Parenthood of Middle & East
Tennessee. This name change was also registered with the Tennessee Secretary of

Srate on July 1, 2000

IfI can be of further assistance please let me know.

Sincerely,
| o
\ 1.,./_(7 | Lt
N_-.-—"’/ ,
Jeff Teague
President/CEQ

United
or Lif
Administrative & Education Office: 50 Vantage Way, Surie 102 o Nushville. TN 37228 o 615 115.0952 o Faxt‘ B 431-;9 l e

Nashville Health Center: 61 321-7216 © Knoxville Health Center: f65-6494-7155



g’ TENNESSEE DEPARTMENT OF HEALTH

E;'E;"‘-; FEE RENEWAL INVOICE
RS28 AMBULATORY SURGICAL TREATMENT CENTER

Online Renewal Now Available At www.tennesseeanytime.org/hirs

PLEASE RETURN THIS FORM ALONG WITH THE ENCLOSED
APPLICATION IN THE ENVELOPE PROVIDED
License No: 0000000015 License Statys: LICENSED Expiration Date: 06/30/2010

: Transaction No. 000002527
File |D: 00000015 Telephone No. 615-345-0952
JEFFREY TEAGUE

PLANNED PARENTHOOD OF MIDDLE AND EAST TE
50 VANTAGE wWAY

SUITE 102

NASHVILLE TN 37228

Facility Location Address:

PLANNED PARENTHOOD OF MIDDLE AND EAST TE
412 D, B. TODD BOULEVARD
NASHVILLE TN 37203

Amount Due. 1 . 0 80 . Oo I making thin spplication, | geeity that the simamanis gwven in this applicatlon are 1iwe and correct

and 1hat | have compliet) with all renawal fequitempnts el toeth o the Teansssce Gods Annoialod
GE-11-201 sequantial and the Rulas pnd Regulations of the Stale of Tunneetoo for this type of fochiny.

SIGNATURE DATE
DO NOT WRITE BELOW THIS LINE ---- DO NOT SEPARATE ANY PART OF THIS FORM

DEF300 10083

;:EEQR.‘% :2{23?3; MAKE CHECK OR MONEY ORDER PAYABLE TO THE DEPARTMENT OF HEALTH RDA- 1894
i y DO NOT SEND CASH

Namna 343 05 40010 1,080.00
MAIL TO: 00000015
DEPARTMENT OF HEALTH S e F 1wl HOOD OF MIDDLE AND-€XST TE

D-EAST

C/O DEPARTMENT OF REVENUE 50 VANTAGE WAY
P O BOX 198990 SUITE 102
NASHVILLE TN 37219-8990 NASHVILLE TN 37228

°
Total Amount Due: $ 1,080.00 Unlted
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_ _ FORM APPROVED
Division af Health Care Facilities
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
TNPL53526 B, WING - - 10/01/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1547 WEST CLINCH AVENUE
KNOXVILL| ER FOR REP UCTIVE HE
ILLE CENT RODUCTIVE H KNOXVILLE, TN 37916
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (xa)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY)
(A 001) 1200-8-10 Initial ooty |
] |
| |
.
A desk review for the Plan of Correction (POC) ]
was conducted for all previous deficiencies cited
~on 8/27/19. All deficiencies have been corrected |
I and no new noncompliance was found. The ;
facility is in compliance with all regulations
surveyed.
|
|
|
|
|
Division of Health Care Facilities T — . 1 XITICTICOTY
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE XG DATE
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__Division of Lwalth Care Fagilitios

BIATLMLNL DT DL G, M-8
AND FLAN OF CORRECTION

NAMF OF PROVIDER 0R SLIPRPLIER

865537@‘222

ECEIVED 83/B85/2019 B7:18FM BERE3IFL169
pxx). 9655342168 Dept of Health

[ ey mutTIPLE cONaTRUCTION
A BUILDING 01 - RAIN

(X1) PROVIDRRISUPTPLIER/CLIA
IDCNT I A TION NUMISHE

TNPL53526 BWING oo
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PRINTEL: 00/05/2019
FORM APPROVED
P43) DATE BURVE'Y
COMPLETED

08/2712018

KNOXVILLE CENTER FOR REPRODUCTIVE HE

KNOXVILLE, TN 37916

X4) 12
PRFFX
1A

SUMMARY STATEMENT OF DCUICILNCILY
(t ACPI NEFIGIFNGY MUST RE PRECEDED BY FULL
RUGULATOIRY O LS G [DLN I IEYING INFAORMATICNY

AOM

A 002

. found in substaniml complinnce with the
. requiremenis for participation in

1200-8-10 inltial

Consiruclion Type: il (111)

Stovles: 1

Conslructed: 1950's (no drawihgs available)
Sprinkied: NO

Census: 0

Gentifigdt beds: 2 procedure raoms

!
This Rule iz not met as evidenced hy: |
|
|
|

ALire Safety Code Survey was canducted by the
Btate of Tannesses Deparlment of Health
Division of Health Licansure and Regulation
Dffice of Health Care Facilities on 0/27/2019.
During this file safety survey this facllity was

Medicare/Medicaid with chapler 1200-08-10,
Slandards for Ambulatory Surgleal Trealrnant
Conters., Life Sufety from Fire, and the related
National Fire Protaction Associatian (NFPA)
standard 101-2012.

1200-8-10 No Deficiensies

During the Life Safety portion of ihe annual
Licensure survay conducted on 8/27/2016, no
deficiencies were citad under 1200-08-10,
Standards for Ambulatory Surgica! Treatment
Centers.
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PRINTED: 03/11/2019

FORM APPROVED
Division oi Health Care Facilities I (] I | 6‘
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/C || ®2) muLTiPLE cONETRUETON, (X3) DATE SURVEY
AND PLAN OF € -ﬁmc TION IDENTIFICATION NUMBER: A BUILDING: ] COMPLETED
e ._.....__., o ——
r ". ~
p 0 ( TNPL53526 ENG —f b, 5 03/05/2019

NAME OF PROVIDER OR SUPPLIER

KNGOXVILLE CENTER FOR REPRODUCTIVE HE

STREET ADDRESS, CITY, STATE, ZIP CODE
1547 WEST CLINCH AVENUE J A /|
KNOXVILLE, TN 37916 » L

SUMMARY STATEMENT OF DEFICIENCIES

(X4) 1D
PRE)FIX (FAGH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

ID

PREFIX

TAG

I PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(x5)
DATE

A 001, 1200-8-10 Initial

. This Rule is not met as evidenced by:
- 314119 - 3/5/19 at Knoxville Center for
be in substantial compliance with Chapter

Treatment Centers.

A 425t 1200-8-10-.04(20)(b) Administration

. (20) Infection Control.

safe, clean and sanitary manner.

" This Rule is not met as evidenced by:
: Based on review of review of review of the

- The findings included:

. Review of APIC guidelines, "Safe Injection,
Infusion, and Medication Vial Practices in

. medication into a syringe as close to

f administered. Include patient identification
" information, names and amounts of all

" administration time as feasible. Inject with 1
. hour...after drawing up the medication...label all
. syringes containing medication if not immediately

[}
]

. An annual Licensure survey was conducted on
Reproductive Health. The facility was found to not

1200-8-10, Standards for Ambulatory Surgery

- (b} The physical environment of the ambulatory
surgical treatment center shall be maintained in a.

. Association of Professionals in Infection Control
and Epidemiology (APIC) guidelines, observation,

~and interview, the facility failed to ensure prefi illed .

. syringes were properly labeled for 8 of 8 syringes
in 1 of 1 pre-procedure work areas observed.

; Healthcare," dated 2016, revealed "...draw up

A QD1

' A425
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FORM APPROVED
Division of Health Care [ acihities . f(/ /I /! .
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONbTHII( 110 - | ’ {X3} DATE SURVEY
ANC: PLAN OF (2 RK f‘Ti"}M IDENTIFICATION NUMBER: A. DUN.DING f’ 1 COMPLETED
f) 0 (’ TNPL53526 I L 1 08/27/2019
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP 00k, : o>
, 1547 WEST CLINCH AVENUE » N
KNOXVILLE CENTER FOR REPRODUCTIVE HE o e " e
XD SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION )
PREFI (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE , COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} ™G CROSS-REFERENCED TO THE APPROPRIATE DATE
. " DEFICIENCY)
A 001[ 1200-8-10 Initial A 0D1 ‘_..»\ V(/
| b Vel et r\,) T DTV GG 3 /I i
i ) -rr;_:q’.“_r;.‘{_; o, C,I.:n L" l o !l(_.-.f (US l\
. ~ Uy
This Rule is not met as evidenced by; s e e % Y y ' b !
. A Licensure survey was conducted on 8/26/19 - | b 1 i G i ( v s SRR TGN
. 8127119 at Knoxville Center for Reproductive : Cooming-EBMNEE B% @il defle; ST P
" Health. The facility was found to not be in ! I S :
, substantial compliance with Chapter 1200-8-10, ;
. Standards for Ambulatery Surgery Treatment | ‘
: Cenlers. |
' ) "
b . | N i
A 4246l 1200-8-10-.04(20)(b) Administration ' A425 Ve w- & S U <L c_ "1/30/19
. RO E \J/ Q3!
(20) Infection Control. Al mo bt ddper vial ”‘“k“:“ o
$ S‘r\cnl{. L“)*«.. [ 'J-t.'\ﬂ..r__l dmu } u\\c,c(
' (b) The physical environment of the ambulatory and a\..l—_tu_\e_(l L_,\ fkuf:;w\ ;
. surgical treatment center shall be maintained in a ~rssausel .Uk / <,
. safe, clean and sanitary manner. A O W = Woraing So EN"m 7
'[ | l'\‘\—““_s‘_‘hth-‘\ Q_._V\'ﬁ-'ut qute % u,_ e b&_‘__
i | t"'b’l-\:-n\_‘u\_sl G SN .." “:\ 5
\ |
] i '\';‘A(‘\L‘ {_\ h)f.'lL‘ L vy _ql‘:‘,k{_q“_u l
| This Rule is not met as evidenced by: l b aamlet inla <t ?n O Su.-»-
| Based on review of facility policy, review of the | ) ( ? i 5 B
' Centers for Disease Control and Prevention | G T DN k‘v Ty ,Cl n A"-
- (GDC) Guidelines, review af the Association of albsw v, e \{-L\,. ?.—W,_L_. ),_.‘_ ’_3
- Peri-Operative Registered Nurses (AORN) ;
i Guidelines, observation, and interview, the facility | e “‘>~ - F L :) rq‘\_,. [ - r
 failed to maintain sterile technique during 1 0f 1 | J
i Observations made and failed to ensure an | 7"*{ U= s
opened multi-dose vial of medication was dated, ! . _ ,
: g;nged ?ndtinitialed Ein ; (gre—cupzrahve prep area) | Celveat v o T e rvice - Seor
atient care areas observed, -
: P : b bl ney O ‘c; MDD \/_';_-\ t.::_'c,‘l(_-( vie J
i e ; ! = . i
The findings includa: ! 1 /1 2 /r i S T Bnu'hu»c_ ;;(\.m; L
 Review of the facility policy " tion . L "‘_'H'“"L‘-‘ 4 oF L i\“’t-""-" !\‘ {_‘"’N‘
; Administratign Policy" dated cvealed ".. All ;f,(ﬂ _“{"L - v r_.-‘,, o kel Ve 3=
; multi-dose vial medications must be labeled with 1 ) { L | ¢ ﬂ A U
| date opened and RN [Registered Nurse] initials. 5 L\‘*' CUNELNGGREY | uy YN B /
' These medications exprre 28 days after initially AR el c,L’L s ,i ey Vemp o oY ey '
Owision ol Teallly Care Facilies .
LABORATORY I}I)JI CTORY U]\‘S{(,I\flﬂl'lﬁ.‘_il,it‘i‘| ICR REPRESENYATIVE'S SIGNATURE }\\ TITLE ) 0ATE
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P9/ 26/2619 B2:18PM 8656378222

Divizion of Health Cage Faaliies .
STATEMFNT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

TNPL53526

NAME OF PROVIDER OR SIJPPLIER

KNOXVILLE CENTER FOR REPRQODUCTIVE Ht

SUMMARY STATEMENT OF DEFICIENCIES

B, WING

STREET ADDRESS, CITY, STATE, 2IP CODE

1547 WEST CLINCH AVENUE
KNOXVILLE, TN 37916

PAGE B3718
PRINTED: 00/03/2019

FORM APPROVED
(X2} MULTIPLE CONSTRUCTION () DATE SURVEY ]
A BUILDING: COMPLETED

0812712019

PROVIDERS PLAN OF CORREGTIO"J

Tr opened regardless of manufaciurer listed
i expiration date..."

. Review of CDC guidelines for "Injection Safety”

: dated 6/20/19 revealed "...If a multi-dose has

i been opened or accessed (e.g., [for example}

| needle-punctured) the vial should be dated and

| discarded within 28 days unless the manufacturer
I specifies a different (shorter or longer) date for

i that opened vial...”

Review of ACRN "Guidelines for Perioperative
Practice” dated 2016, revealed " ._ltems

- introduced to the sterile field should be opened,
dispensed, and transferred by methods that

i maintain the sterility and integrity of the iterm and
the sterile field. Sterile iterms that are not opened,
dispensed, and transferred by methods that
maintain sterility and integrity may contaminate

‘ the sterile field.. "

: #1, revealed SA #1 was setting up the procedure

: room for a patient procedure. Continued

- observation revealed a covered sterile stainless

- steel tray was sitling on a table. Further

| abservation revealed SA#2 removed the cover

: from the stainless steel tray, which contained

: sterile surgical instruments and then retrieved a
packaged sterile instriiment from the countertoup,

: opened the sterle package, and dropped the

. sterile instrument Into the stainless steel tray with

- the ather surgical instruments. Continuad

- observation revealed the SA then touched the

' sterile surgical instruments that were located
inside the stainiess steel tray with the oulside of
the instrument packaging. Interview with SA #1
confirmed the SA was not aware tha instrument
packaging had touched the sterile surgical

Oivision of Health Care Facililies

STATE FORM

X410 , o i
pRF].FD( ; (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX 1 (EACH CORRECTIVE ACTION SHOULD BE S
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE o
| | DEFICIENCY)
) | o i e
A 425| Continued From page 1 A 425 ] c_l\ l‘/ e
: pag Q‘«h ey "1"‘ f’l""\ =% ‘-'—":‘K[ (-*J “ /&Ql

)

: Observation'and interview with Surgical Assistant -
- (SA) #1 on 8/26/19 at 1:00 PM, in treatment room .
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_Dimgion of Vlealth Care Facililins . i S
STATEMENT QF DEFICIEMCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (A3) DATE SURVIY
AND PLAN OF CORRECTION {IDENTIFICATION NUMBER: A, BUILDING! COMPLETED
~ TNPL53526 B. WING 08/27/2019
MAME OF PROVIDER OR SUPPLIER STREET ADPRESS, CITY, STATE, Zi° CODE
1547 WEST CLINCH AVENUE
CENTER FO ODUCTIVE HE
KNOXVILLE CENTER FOR REPR FTTLILE I T
(X4} ID : SUMMARY STATEMENT OK UEFICIENCIES - D . PROVIDER'S PLAN OF CORRECTION X5y
PREFIX : (EACH DEFICIENCY MUST BC PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE COWMPLETE
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) TAG i CROSS-REFERENCED TO THE APPROPRIATE DATE
i ! DEFIGIENGY)
—_— i —
A 425 Continued From page 2 A 425 . : . /‘7/ o
£ dedion racprding ST
I instruments. ; e 3 A S22/
I N_‘bk‘m"\t‘.;; "Llﬂ‘ { =l L\..-““-‘-:"-:\:__ e "--«._L i * / i
Interview with the Co-Administrator/Nurse =hoe | T 2N _‘“Y“ﬁ'-«-"aglx,; I ‘l
Practitioner #1 an 8/26/19 at 1:15 PM, in the FETI I ?H“.md%_} "1// .‘,)(g “ .
¢ racovery room, confirmed staff were expected to Ti = o | :
; maintain sterile technigue when setting up for a v LTS g DOy ity |
: surgical procedure. : = 2 -\Qu'_é't o ComArn\ SN Gy
5 . : Lol = L o .
| Observation and interview with the L) Lo oo “‘1‘" sl San
, Co-Administrator/Nurse Practitioner #1 on A R A "\"5'
1 8/26/19 at 1:20 PM, of a pre-operative prep area = i {: l o5 }
outside the procedure rooms, revealed 1 opened Stanle e CASE SN S e _1 Sw
. undated 50 milliiter multi-dose vial of 1% : elossvied bo e rusmiue
" Lidocaine (numbing medicine). Interview with the | . - R— ) i
Co-Administrator/Nurse Practitioner #1 confirmed | = L e ST S eals wry e ,,-u)
' the Lidocaine was opened and undated ! ok S S0 od &€
, Continued interview confirmed the facility failed to | =y A\ .
" follow facility policy. ' = et 3C Man LA 6
$ ‘E.u_‘-c Cl ez r;',(\“ " ]_-), :
A 436] 1200-8-10-04 (20)(c)6, Administration A436 . t /e /i
1! 12 (20)(c) ! closmriad il sceh oo, /2 ¢
» (20) Infection Control. ' L SITEN ..»_;M-L A S q(u‘\g_ .c_lw_q :
| . /
. . 5 LR I A { -
' {e) The chief executive officer or administratar oL s d, sedocartion Gy
shall assure that an infection control committes b Quav'idecd e ol aorerte i
_including members of the medical staff, nursing s \ \\ J
- staff and administrative staff develops guidelines ; BTSN 'hr \T"U‘r\u S iw\.wm ;
< and techniques for the prevenlion, surveillance = i L st © L &
5 5 " J i = < AT e AN L S N A T
[ control and reporting of facility infections. Dulies ! = SR \fk't it
of the committee shall inciude the establishment ! ) 3 "
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i
This Rula is not met as evidenced by: —_—
1
| Based on review of 3 manufacturer's manual, L\"h \D‘O\CDC‘D‘C—V-‘-l “L-— 'Ll na ey
raview of a facility sterilization log book, review of ~H - _; {l
o o ! T e VL
! the facility's procedure log book, observation, and SE Were not recedde !
! interview, the facility failed to maintain a complete | | U—mk % 0/ 18 owcuevas é
: sterii‘ization Iog boc?k aI:ld _failed to document the ! Lu“\ - -{»L\_Q’ S R T e &
i reading of a biological indicator (used to i | { [ , :
. demonstratc whether conditions during a steam wetah LOAS o Vac at, ot .
Cycle were adequate to achieve a defined level of | ’TL\._‘_ umla L c_lk*ml 62 5 POrca | |
! microorganism inactivation) for 1 of 1 autoclaves { .
! (used for steam sterilization). Sow oVersaeina “Ha s "I" rocedofe
I
| The findings include: Sori '-\‘5 hoe C‘-L:' denee, vl
: ) [ (= ee (Ve ‘l'ths c‘k‘_" '-:-l'\(-;( “‘\' Ver Wt
. Review of the Manufacturer's instruction Manual Yo =i — ey l. N
: for ".,.Biological Indicators far Steam S RNTere pie o me et 4y
" Sterilzation...,” undated, revealed *...for oplimal 15 el ..Q!. i
; quality assurance of hosplta!—slenhzed gaods, we ; Qo Yo Gy * '*/
. recommend that an [named] biclogical indicator ?q Ly m‘/ a. ll\—_m_. - 'L_L.r -(g el b o
: be used to monitor every Joad of steam sterilized > <l i s /\ d
i supplies. .record results. log book for steam <O ‘j)"-“ = PRI O Se
sterilization..." =
e st a(z\ ena L (ry- '«.._:'-m-kl =N
i Review of the facility's sterilization log book dated Lo ._')“‘U-" rlizee At L
i 8-19-19 revealad no documentation of the load weddil o
‘ number, date and time in the incubator, dated k“]
~and time out of the incubator, and whether the
rasults of the controls (indicales if sterilization
was done correctly) had positive or negative A_ . L\ \
. results. {Llh\u Q? USCOSSien. ot ‘Q\..__
) _ o fst'tt‘ck"_ ‘(:lor\ _tQCLVI_iQi&U\
Review of the facility's procedure log revealed
: su;Tcal imcedures were performed nn- oV Le_c\ "{'{‘\e’ o LR I 0
and \.-'-FQVL\ ‘Q_.t.;.._,"i'-é ;:‘_;\\L\ SN & { \ s 0
. Observation and interview with Sterilization Shrevi s ‘L*:JC’CQ e Lc;\_.‘ l{ Mg b
Technician #1 on 8/26/19 at 1:30 PM, of the -3
sterilization log book in the Sterilization Room,
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I'the log book was incomplete and there was no
i documantation in the sterilization log baok to
| indicate biological testing was perfarmed.

|
|
i
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September 20, 2019
Provider #TNPL53526

Clarifications added to POC #2

The nursing supervisor/infection control officer will be responsible for monitoring compliance of all
deficiendles cited.

Eduration/in-service for handling of MDV's occurred 09/19/19. The signature sheet is attached of all
participating staff. The proper handling is now included in the daily RN checklist, To verify
completion, the checklist log will be reviewed weekly by the nursing supervisor/infection control
officer. A copy of the daily RN checklist log is attached. This log is also reviewed by the QA/PI
cammittee annually. The weekly infection control monitoring sheet is also attached.

Education regarding sterile technigue and sterilization procedures will be provided on Monday,
September 23", 2019. The nursing supervisor/infection control oFicer will be responsible for the
training.

Sterile technique will be observed by the nursing supervisor/infection control offlcer each procedure
day during a 30 day period. A mininum of two cases shall be observed in each procedure room each
procedure day. Continued education will be provided on a quarterly basis to promate improved
practices and ensure competency.

The facility’s goal for sustaining compliance is to strive for a culture of safety by providing continued
education and training, monitoring existing procedures and practices and evaluating and revising
infection control policies as needed. Infection control and clinical policy guidelines are reviewed by
the QA/P( committee annually.
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A 001)| 1200-8-10 Initial {A 001}
A desk review for the Plan of Correction (POC)
was conducted for all previous deficiencies cited
on 3/5/19. All deficiencies have been corrected
and no new noncompliance was found. The
facitity is in compliance with all regulations [
surveyed. -‘
|
[
1
| '.
|
|
|
|
|
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| DEFICIENCY)
A 002' 1200-8-10 No Deficiencies A 002

During the Life Safety portion of the annual

Licensure survey conducted on 3/4/19, no

deficiencies were cited under 1200-8-10

Ambulatory Surgical Treatment Centers.
Division of Health Care Faciliyes

TITLE (X8) DATE

LABORATORY DIRECTOR'S O PROVIDER/SURPLIER REFRESENTATIVE'S SIGNATURE

f N & ) . B P
o Bl ¥ e s A iisteatan 2 &g
STATE FORM 6800 GKLQ21 el o Bhe
for Life




PRINTED: 03/11/2018

- - FORM APPROVED
_ Division of Health Care Facilities —
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPUER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
ABUNDING:
e — 03/05/2019

TNPLS3526

NAME OF PROVIDER OR SUPPLIER

KNOXVILLE CENTER FOR REPRODUCTIVE HI

STREET ADDRESS, CITY, STATE, ZIP CODE
1547 WEST CLINCH AVENUE

Observation and interview with Surgery Assistant
(SA) #1 on 3/4/19 &t 10:25 AM, in the
pre-procedure work area, revealed a covered
stainless steel container, which contained eight
10 milliliter syringes filled with a clear quuid
Contlnued observation revealed the synnges
were not labeled with the name of the syringe

[ contents or date and time the syringés were

| prepared. Interview with the SA revealed the

| eight syringes contained Lidocaine (numbing

medicine) and the SA was Unsure when the f

syringes were prepared Continued interview

{ confirmed the syringes were not labeled with the

name of the medication and date or time the

medication was prepared.

|’ Interview with the Administrator on 3/4/19 at

! 10:30 AM, in the pre-procedure work area
confirmed the syringes were not labeled with the
name of the medication and date or time the

| medication was prepared.
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A desk review was conducted on 8/1/18 for all
previous deficiencies cited on 6/19/18. All
deficiencies have been corrected and no new
compliance was found. The facility is in
compliance with ali regulations surveyed.
|
|
|
|
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DEFICIENCY)
A 002 1200-8-10 No Deficiencies A 002

During the Life Safety portion of the licensure
survey conducted on 6/18/18, no deficiencies
were cited under 1200-8-10, Standards for
Ambulatory Surgical Treatment Facilities.
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. ! l DEFICIENCY)
R R . ; - — : -
A001| 1200-8-10 Initial I A0D1 :
| | i
" This Rule is not met as evidenced by: ‘
An annual Licensure survey was conducted on | ! ;
6/18/18 - 6/19/18 at Knoxville Center for | :
_ Reproductive Health. The facility was found to not ! '
" be in substantial compliance with Chapter i i
' 1200-8-10, Standards for Ambulatory Surgery ; I
| Treatment Centers. | i
f | ]
A 425 1200-6-10-,04(20)(b) Administrat ' A425 P } S W -
125 -6-10-.04(20)(b) Administration ' e Hid <D Spraelies | -g/ /s

I
. (20) Infection Control.

surgical treatment center shall be maintained in a

|
|
i (b) The physical environment of the ambulatory
| safe, clean and sanitary manner.

|

l

f This Rule is not met as avidenced by:

 Based on review of the Centers for Disease
Control (CDC) Injection Safety guidelines,

I observation, and interview, the facility failed to

‘ maintain a sanitary environment in 2 of 2

: procedure rooms and in 1 of 1 sterilization roams

' observed.

 The findings included:

' Review of the CDC guidelines for "Injection
i Safety" updated on 8/16/16 rcvealed
.Multi-dose vials should be dedicated to a
| single patient whenever possible, |f multi-dose
. vials must be used for mare than one patient,
they should only be kept and accessed in a
dedicated medication preparation area (e.9.,
i nurses station), away from immediate patient
tredtmentareas ThlS is to prevent inadvertent
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Z4)0 - “SUMMARY STATEMENT OF DEFICIENCIES in PROVIDLR'S PLAN OF CORRECTION N
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A 425’ Continued From page 1 . A425 Bektadi at Sl o <lall '

' contamination of the vial through direct or indirect |
contact with potentially contaminated surfaces or -
equipment that could then lead to infecvons in-
subsequent patients. If a multi-dose vial enters an

Cimmedinle patient treatment area, it should be :

| dedicatad for single-patient use only Il & i

I multi-dose has been opened or accessed (e.g., '

! needle-punctured) the vial should be dated...”

| Observation on 6(48/18 at 11:17 AM, in l
. Procaclure Rool revealed. - :
1. One opened 50 milliliter (ml) multi-dose vial
! of 1% Lidocaine (numbing medicine) ;
i 2. Two unopened 50 mt multi-dose vials of 1% |
i Lidocaine ) . i
. 3. An uncovered stainless steel bow! of betadine
. solution (surgical scrub) l
interview with Surgery Assistant #1, on 6/18/18 at
! 11:25 AM, in Procedure Room ] confirmed the !
' betadine soltition and the Lidocaine were used on
‘ multiple patients.
! Observation on 6/18/18 at 12:15 PM, in i
: Procedure Room revealed: ]
1. One apened 50 ml multi-dose vial of 1% ;
' Lidocaine
2. QOne unopened 50 mi multi-dose vial af 1%
! Lidocaine
1 3. An uncovered stainless steel bowl of betadine
solution L
Interview with Surgery Assistant #2, with the
' Director of Nursing (DON) present, on 6/18/18 at |
| 12:20 PM, in Procedure Room [l confirmed the |
betadine salution and the Lidocaine were used on |

multiple patients. '

' Observation and interview with Family Nurse |

' Practitioner (FNP) #1 on 6/18/18 at 2.00 PM, in

the sterilization room, revealed 1 opened undated '
60 ml multi-dose vial of 1% Lidocaine. Interview
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* with FNP #1 confirmad the Lidocaine was opened st e, Corotby! uad

' and undated and opened vials of medication were .

to be dated when apened. Furthes interview

. confirmed the multi-dase vials of Lidocaine were
" placed in the procadure rooms each day,

- remained in the proceduce rgm throughout all

- surgical procedures, and were used on multiple
' patients. Continued interview confirmed the

! betadine solution was peured into the bowl prior

1o the first procedure of the day and was used on :

* multiple patisnts throughout tha day.

Observation and interview with the Administrator
on 6/18/18 at 2:30 PM; of Procedure Room
revealed eight 11 millimeter (mm) Disposable |
Rigid Curettes (instrument used to remove [

" rnatarial from the uterus) with an axpiralion date

of 5/2018. Interview with the Administrator |

- canfirmed the curettes were expired and weére

available for patient use.
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(20) Infection Control.

(a) The ASTC must provide a sanitary
environment to avoid sources and transmission
of infectious and communicable diseases. There
must be an active performance improvement
program for the prevention, control, and

XD | SUMMARY STATEMENT OF DEFICIENCIES | ID PROVIDER'S PLAN OF CORRECTION (X5)
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| DEFICIENCY) |
A 424) 1200-8-10-.04 (20)(a) Administration A 424 1200 -8-1o-04 ( 2o)0@@) Lz/\ \ /; |

P.o.C.

A( Monthl lt\s?m‘bm lo
L\-n.'s Lm:.n, 1?0.«“‘.‘.@4 to 5

LN [urTe. o <L\ V‘Lé i‘h'_u\s
ore. avaslable Nor by

investigation of infections and communicable

diseases. use , Slaft m\m‘omls muLL

he rax 51 ble for | u\'s eckin

alll tkems in thaw ‘L"—‘M 2
This Rule is not met as evidenced by: w"% Femsvin “NA l":,“' “in 5

1£<.m..s oS Necded D-m.

Based on observation and interview, the facility
failed to ensure expired supplies were not
available for patient use in 2 of 2 procedure
rooms, in 1 of 1 labs, and in 1 of 1 emergency
| carts observed.

7YL“‘t° X

lN‘b.L. y\sﬂ\.e, \obm Conn,

I The findings included:;

Observation and interview with the Administrator
on 11/28/17 at 3:30 PM, in Procedure Room
revealed ten 8 millimeter (mm) Disposable
Curved Curettes (surgical instrument used to
remove material by a scraping action, especially
from the uterus) with an expiration date of
12/20186; one 8 mm Disposable Curved Curette
with an expiration date of 6/2016; and one 8 mm ‘
Disposable Curved Curette with an expiration
date of 9/2017. Interview with the Administrator ‘
confirmed the curettes were expired and the
facility failed to ensure expired supplies were not ‘
available for patient use. ‘
|
|

Observation and interview with the Administrator
on 11/28/17 at 3:45 PM, in Procedure Room [l
revealed two bottles of hand sanitizer with an
| expiration date of 10/2016. Interview with the
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Administrator confirmed the hand sanitizer was i
expired and the facility failed to ensure expired
supplies were not available for use.
Observation and interview with the Advance
Practice Nurse (APN) on 11/29/17 at 10:20 AM,
of the Emergency Cart in the Recovery Room,
revealed 6 pairs of sterile latex surgical gloves
| with an expiration date of 9/2017. Interview with
| the APN confirmed the gloves were expired and
the facility failed to ensure expired supplies were
| not available for patient use.
Observation and interview with the APN on
11/29/17 at 10:50 AM, in the lab, revealed seven
| 4 mm purple top blood specimen tubes with an
expiration date of 10/31/17. Interview with the
APN confirmed the blood specimen tubes were
| expired and the facility failed to ensure expired
| supplies were not available for patient use. '
A 680 1200-08-10-.06 (12)(a) Basic Services A 680 1200-08-10-.0 ( tz)(33 '1#1. \ / 9
(12)Medical Records. Ao s r““\f{i"@" — do |
(a) The ASTC shall comply with the Medical :::&:;' S o o \/'{d—?\%wis
Records Act of 1974, T.C.A. § 68-11-301, et seq. [ SrMunes ¥ e Coport
e ut':'r_uor\ LIRS Tece i\ vad r
lls' woe. \ f\-Q_cL\/" r'tm'f'_\ "ch.-n L!_A
+ta Submitc Vel TEE w - 6;’{\“1$3§s
il e Sorveyer that maekia
o. Qo Mn.klf L\“V‘L I’J‘L-.r\. W!:,fl’guktéﬁ
ov maaplaced . A.‘E the re sest
This Rule is not met as evidenced by: f 5";”;“- '{i‘l—"i:uc—-_ qf Vital ?\t‘mp-rés >
Based on review of the State of Tennessee Laws, & SN TEPOTE WY 2Oy et
medical record review, and interview, the facility to CamPare ldaginst o T e dds
failed to report an induced termination of We arel axsad tin :3%1“'.,- o\
| pregnancy for 1 patient (#5) of 10 medical YA b
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| Review of the State of Tennessee Laws, Title 68
Chapter 3, Vital Records Part 5 Deaths
(68-3-505) Reports of Abortion (termination of
pregnancy) dated 2015 and last updated on

| 1/7/16 revealed "... Each induced termination of
| pregnancy that occurs in this state shall be
reported to the office of vital records within ten
(10) days after the procedure by the person in

' charge of the institution in which the mduced

| termination of pregnancy was performed...'

| Medical record review reWatient #5 was

admitted to the facility on for an abortion.
Further review revealed the patient was
dlscharged home the same day. Continued

' medical record review revealed a Tennessee
Department of Health, Report of Induced
Termination of Pregnancy was not in the medical
record.

Interview with the Administrator on 11/28/17 at
| 2:40 PM, in the employee lounge, confirmed the
facmty failed to report the abortion to the State of

Tennessee as required by state law.
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During a Licensure survey completad on 5/9/17 at
Knoxville Center for Reproductive Health, no
health deficiencies were cited under Chapter
1200-08-10, Standards for Ambulatory Su rgical
Treatmant Centers.
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(24) The department requires the following
alarms that shall be monitored twenty-four (24)
hours per day.

(a) Fire alarms;
(b) Generators (If applicable); and

{¢) Medicai gas alarms {if applicable).

This Rule is not met as evidenced by:

Based on observation, record review and
interview, the facliity failed to maintain the fire
alarm.

The finding includes:

Qbservation, record review and interview with the
| laboratory manager an 5/8/17 at 10:00 AM

| revealed the main fire alarm control panel was

| yellow tagged by the fire alarm lechnician,
“system has a trouble for phone lines but the
phones are good. System needs replaced.”

The laboratory manager was present when the
deficiency was Identified and acknowledged
during the exit conference on 5/8/17
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During a Licensure survey conducted on
November 14, 2016, at Knoxville Center for
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(b) Pathological wasta must be promptly freated, Treere -th cratores lhave”
disposad of, or placed Into refrigerated storage v teinateue dedd e

This Rule Is not met as evidenced by: wbe e ks =ty et ye_ s~ ]
Based on observalion, review of a facility Procedore dwl  k Cad
document, and interview, the facllity falled to = m . g T

ensure biological waste temperatures were L"""'"l-*'\ MmorRed ausd (dent el
monitored in one of one freezers, an the et |
0-..4;.'!\.1.1-'&'_‘3. e Hhes R Eh e kf,\:

The findings included: S e T wae o Gac .

) m “J‘LT:J& ;L‘..O-‘-l\.rq_thh\r U-J\U_
Observation during the facility tour with the facility 2

. { .
administrator on 4/18/16 at 11:30 AM, revealed a binek gy A ") :?,c“i;*- The N
freezer located in a storage area on the first floor Whie LA nsore
of the facility. Continued observation revealed c“"‘""i""’ e .

the freezer contained regulated biological waste.

Review of a facility document ", Storage
Room. .Freezer temperatures.. " dated April
2016, revealed no documented freezer
temperatures for the month of Apri.

Interview with the facility administrator on 4/18/16
at 2:05 PM, In the break room, confirmed "...a
temperature is to be recorded every procedure
day and they falled to do so ." Continued
Interview confirmed procedure days in April were
the 1st, 4th, 8th, 8th, and 11th.
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(5) No new ASTC shall be construcled, nor shall kave Yoee ;l.tn,c.'t.r-cl el

major allerations be made to an existing ASTC e wior ki s actdics s

without prior written approval of tha dapartment, s e v ..__;%.\ e
and unless In accordance with plans and FASP Cupmunicnting [T T KA.
specificallons approved in advance by the inber S or e diS ;“p.g‘.‘,.,, g TL .

department. Before any new ASTC is licensed or - :
before any alteration or expansion of 8 licensed = Uilor Scwulen '—‘w

ASTC can be approved, the applicant must 3:'*?,_‘”-& ,.',' kT \t'tm- : "~

furnish two (2) complete sets of plans and ]

specifications to the departmant, together with Alaiin - Astsitodd

fees and other Informatlon as requlired. Plans and Nowns Rau! 1 Tl ke
specifications for new construction and major v (q:- ~ -E)'S‘-b( <t
renovalions, other than minor aiterations not - _ T Sufuly , S“i““: de
affeating fire and life safety or functional issues, )Jc-_n_Li:L Care’ o Ukiey '

shall be preparad by or under the direction of a
licansed architect and/or a licensed engineer and

In accordancea with the rules of the Board of Sy & (M\m?lh._‘?:i Fe Lasd
Architectural and Englneering Examiners. - \

- Fire Sufcth Simrvisne
S e Ve q ?u Sl
This Rule s not met as evidanced by: Fire k\N'BL\MLs N

Basaed on observation, Interview, and record

raview, the facllity falled to ensure altarations to , Service ﬂ\mhu.g.r
the facllity were made without prior approval from Sten T\‘_o_x Gvinnel

the Departmant of Health.

The findings Include: o E,,: o K =

1. Observallon on 4/19/2016 at 1:15 PM We- b “‘“ﬂr\. - uiu SE'QA ©
confirmed a flre alarm company was modifying resolve . * AFRR Sevln,

the Fire Alarm Control Panel (FACP). dote of the -‘-‘*""“‘_3 - One

2. Interview with the Safety Officer and fire alarm e have b nastUfiad o
service company on 4/19/2016 at 1:50 PM thin. Dradar aLthortes (S \
confirmed the facillty was having the FACP '_VI; A3 [ Py |
communicating transmitter interface modifiad oy, aelion v Racnass i

Lde W, A
from phone service to cellular servica. No other M3 Ses
dovices were being affected. The fadlity failed to
submit any documentation for this modification.
3. Interview with the Administrator and Safaty
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Officer on 4/19/2016 at 2:25 PM revealed they
were nol aware that aubmitlal, review and
approval were required for this change.
These findings were verified by the Facilily Safoty
Officer and acknowledged by the Administrator
| during the exit confarence on 4/19/2016. [
| i
]
|
|
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A 002/ 1200-8-10 No Deficiencies A002 |
LM - - - i :
During the Life Safety portion of the annual
Licensure survey conducted on 11/16/16, no
deficiencies were cited under 1200-8-10
Ambulatory Surgical Treatment Centers.
|
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TQ THE APPROPRIATE
DEFICIENCY)

. [

i (17) The licensed contractor shall not install a [

. system of water supply, plumbing, sewage, |

garbage or refuse disposal nor materially alter or [

extend any existing system until the architect or

engineer submits complete plans and '

specifications for the installation, alteration or
extension to the department demonstrating that
all applicable codes have been met and the
department has granted necessary approval.

{X4) ID
PREFIX
TAG

| (X5)
COMPLETE
DATE

D
PREFIX
TAG

A 817, 1200-8-10-.08 (17) Building Standards | ABI7

(a) Before the ASTC is used, Tennessee
Department of Environment and Conservation
shall approve the water supply system.,

(b) Sewage shall be discharged into a municipal |
system or approved package system where
available; otherwise, the sewage shall be treated |
and disposed of in 2 manner of operation
approved by the Department of Environment and
Conservation and shall comply with existing
codes, ordinances and regulations which are
enforced by cities, counties or other areas of local
political jurisdiction.

(c) Water distribution systems shall be arranged
to provide hot water at each hot water outlet at all
times. Hot water at shower, bathing and hand .
washing facilities shall be between 105°F and
115°F.

This Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain hol water temperatures
between 105 - 155 degrees F.

s
The findings include:
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Observation and interview with the Administrator, | E\J\) . ;
on 10/20/2015 at 1:22 PM confirmed the hot ' oatsnance. Was <'~='1\'-"-=f~ec-::{‘-t'-:i
water temperatures in 2 of 2 procedure rooms o Lasoer Ehe toater Weoder
and the instrument cleaning room ranged =8 . T ) |
| between 130 to 134 degrees F. “Saerostore. . P {-""Jif'“\‘-([r Eien
| This finding was verified by the Maintenance i\ koo o Sevonkis - N
Supervisor and acknowledged by the , v waker . Lo Was
| Administrator during the exit conference on | et ) N T Y 3 WO,
| 10/20/2015.
|
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T
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KNOXVILLE CENTER FOR REPRODUCTIVE Ht
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1547 WEST CLINCH AVENUE
KNOXVILLE, TN 37916

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

(X4) ID
PREFIX
TAG

D
PREFIX
TAG

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

A 817 1200-8-10-.08 (17) Building Standards AB17
(17) The licensed contractor shall not install a
system of water supply, plumbing, sewage,
garbage or refuse disposal nor materially alter or
extend any existing system until the architect or
engineer submits complete plans and
specifications for the installation, alteration or
- extension to the department demonstrating that
all applicable codes have been met and the
. department has granted necessary approval. '

(a) Before the ASTC is used, Tennessee
Department of Environment and Conservation
shall approve the water supply system.

(b) Sewage shall be discharged into a municipal
system or approved package system where
available; otherwise, the sewage shall be treated |

- and disposed of in a manner of operation

" approved by the Department of Environment and ,
Conservation and shall comply with existing
codes, ordinances and regulations which are |
enforced by cities, counties or other areas of local |
political jurisdiction. .
(c) Water distribution systems shall be arranged
to provide hot water at each hot water outlet at all
times. Hot water at shower, bathing and hand
washing facilities shall be between 105°F and
115°F.

This Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain hot water temperatures
between 105 - 1585 degrees F.

e
The findings include:
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Observation and interview with the Administrator, ' (NL) . '
on 10/20/2015 at 1:22 PM confirmed the hot | slwkenance. Was Cendacked
water temperatures in 2 gf 2 procedure rooms ' ta Laswer the toater H_m.gu_
and the instrument cleaning room ranged 4. cialinee . 43 _
1 between 130 to 134 degrees F. ada sl i “.:W\ Cortplat=ion
| This finding was verified by the Maintenance “\ ki sy ik g
| Supervisor and acknowledged by the TV \J.M'{KJ B e o
Administrator during the exit conference on | 5 veld Al e scuiae WOEE
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i
A 001 1200-8-10 tnitial A 001 ’ ’
1
1
! This Rule is not met as evidenced by: I
On-site completed to investigate complaint #
| 29091 and conduct licensure survey,
' Deficiencies were cited for the complaint. l
l
A 407 1200-8-10-04 (6) Administration sar | Adw ey (s Veokek (94 fiz
(6) The ambulatory surgical treatment center ! \ e \o a€n o le d E_\,_ ol
shall ensure a framework for addressing issues oy e ( AR }h-u’n« AL L
related to care at the end of life. ( | : . d ' Nedvascl.
This Rule is not met as evidenced by: N VEACo o 71“ T J 1} ‘(
Based on review of medical records and | Ciwe %\p i s Previsted dy
interview, the facility failed to ensure a framework dib s T pi 15:*“ »Y { ( - “1\ . *A
for addressing issues related to care at the end of | (R k \_{ o | s ysbel
life for 10 of 10 medical records reviewed. l fs v Sans by <
. A o "'\-i\-_ ¥ "(1.\ o R ‘l\"} l’V’»J"‘%’*)
The findings included; Le  Ppile e N H{ e ~-{w Ly e
——— / -
| Review of the medical records for ten (#1, #2, #3, % s dudad 5 atieals wa W L\)c'_
#4, 45,46, #7, #8, #9, and £10) of ten medical o) N s ey @ ks
records reviewed revealed no documentation the asleed € ey Wave ’1‘ wted
patient was asked if they had executed a living Acdama ) recli ug:. e ndd | (
will or Advanced Directives (POST - Physician's o botd ) o
Orders for Scope of Treatment) refated to end of \-H’\.;Z ‘ G C. K:" S j 41}3&‘
life issues and desires nor provided information ATy ma s n CL =0 7
related to formulation of Advanced Directives. \b\ vt S “—[f,\ c ) | LL:, i
e I 4
Interview in the counselor's office with the {) i _t’ ; € Ay /{'" p '.I e TR,
Administrator on February 21, 2012, at 2:10 p.m,, i s e = -)* v_{}’ oL, T o *icd
confirmed the patients were not asked abaut or -] 2y i nt__ L e .z w\.\ P L\f\ -A.mr
provided any infonmation on end of life issues, .,__,a o bda i v ,.‘L,, e = rv —&-]
living wills or Advanced Direclives. Continued 7;_\ \ ) ks | 2
interview revealed the facility had no framework in a0 PR COFTIVED S pu R Tor
place to address these issues. Tee 5 L‘ Cove @ wTWe Revsiey
| \.)_ \\\ R \Vw"l. '\\V\n._\ Q"C
A 424) 1200-8-10-.04 {20)(a) Admibistration A 424 et l\r~«+ gy A ’{/; /,1
| . "S:.‘-\I\l{ Moo \_\;\\w."k-cs{[\c . . 4 ";" _‘_:
. {20Q) Infection Contral. 4'
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B : SUMMARY STATEMENT OF DEFICIENCIES ! 1o “PROVIDER'S PLAN OF CORRECTION i (X5)
;’;{gg& | (EAGH DEFICIENCY MUST BE PRECEOED BY FULL | PREFIX (HACH CORRECTIVE ACTION SHOULD BE cogz,gere
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CSS-REFERENGED TO THE APPROPRATE |
| DEAGIENCY) i
A 424 ] Continued From page 1 Ad24

| (@) The ASTC must provide 2 sanitary

| anvironment to avoid sources and transmission

| of infuclious and communicable diseases, There
l must be an aclive performance impravement

| program for the prevention, control, and
investigation of infactions and communicable
diseases.

|

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to ensure infection control standards were
maintained in the laboratory {lab}, exam room,
and surgical recovery roem.

| The findings included:

' Qbservations on February 21, 2012, between

I 8:50 a.m. and 10:50 a.m., during the facility tour

| with the Administrator, revealed the fallowing:

| seyenleen vials of various patient's blovd storod
in the lab refrigerator containing biological
malerials utllized for lab lesting, medications and
insertable birth control devices for patients, and
medications for staff vaccinations; sterile forceps
were stored in a drawer with paperwort and
manuals in the exam raom; and in the surgical

| recovery foom expired sutures to include one

‘ coated Vicryl, expired January 2000, and two
Chromic and one Vicryl without an expiration
dated listed.

Interview in the counselor's office with the
Administeator on February 21, 2012, at 10.50
a.m., confirmed the lab refrigerator was not to be
used to store patient blood samples, medications,
or insertable birth cantrol devices Intended for

| patient use; sterile items were to be stored only
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with clean or slerile patient care items; and the !
' sulures had expired and were available for
| patient use
| C/O #29091 l
A 6801 1200-8-10-.06 (5) Basic Services asgo | L (O 1y T / 6/12
' S N\ﬁ{ die ey pianll Dl
| (5) Pharmaceutical Services. The ASTC must [skored waon sk e "\"‘ [ Q"‘%—
| provide drugs and biologicals in a safe and lene s Ca b n«‘a Y e ~ ‘rﬁhiﬁt"“"*
‘ - % : N 4
| effective manner in accordance with accepted 1 P e [\_ s Gy . A ¥ it | St L&

| standards of practice. Such drugs and ! \ o N v
' biologicals must be stored in 3 separate room or |-.<_J«1c.l\ Neoswa W\ et e e

| cabinet which shall be kept locked al all times. e Tealien on g N PR RN
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| This Rule is not met as evidenced by

. . 0 NN
Based on observation and interview, the facllity Os. il Al e arbrwe d X ha ¥
failed to cnsure medications were securad 2y 5 ke O o i
throughoul the facility; failed to ensure e SN _""@ -,
medications were not stored in areas with items | Mescorbiany D SOV cT e
| which were not clean in the medication ¢loset, 5 ha I e Y <0 \-:,\.“.“C.‘t 2 SN
| and failed to ensure expired medications were not 1) YA w R vast TR e

jl available for patient use.
The findings included:

Observalions made during the facility tour with
the Administrator on February 21, 2012, belween
| 8:50 2. and 10:50 a.m., revealed the following:
unsecured medications (such as birth control
pills, vitamins, over the counter analgesics, and
prescription antacids) observed in the unlocked
medication storage closet, the lobby, the
|laboratory, exam rooms, storage areas, and the

| surgical recovery room. ‘

medication storage closet contained items such
Uivision of Heallh Gare Facilities
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[ PROVIDER'S PLAN OF CORRECTION _

(X5)

as an elestronic piano keyboard, manuals, files,
and various types of dusty office equipment.

Continued obsarvation revealed the following
expired medications: a3 box of birth control pills
located in the exam room dated as expired April
2010, four boxes of 5tabs each located in the
medication storage closet dated as expired July
2010; and a bottie of gver the counter analgesic
tocated in the surgery recovery room daled as
expired November 2011.

[nterview in the counselor's office with the
Administrator on February 21, 2012, at 10:50
a.m., confirmed the medications in the facility
were not secured; the medications were nat
maintained in an area specifically designated for

' anly medicalion storage; and various medications

throughout the facility had expired and were
available for patien( use.
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KNOXVILLE, TN 37916

| palients are agsured.

I | This Rule is not met as evidenced by:
‘ Based on cbservation and interview, the facility
failed to assure safety equipment was

{ maintained.

; The findings include:

Observation and interview with the lab tech at

| 11:00 am on February 22, 2012 confirmed the
wailing room fire door to the stairwell was missing

| the center hinge, the label was painted over, and

i the door failed to close to a positive latch (NFPA
80, 15.2)

' Qbservation and interview with the lab tech at
11:40 am on Fehruary 22, 2012 confirmed the

1 crawl space 1-1/2 hour rated fire door failed to

i close to @ positive fatch and was not self ¢losing.

(NFPA 80, 15.2).

These findings were acknawledged by the

administrator during the exit conference on

February 22,2012

|

A s:zag 1200-8-10-.08(23) BUILDING STANDARDS

(23) A negative air pressure shall be

i maintained in the soiled utility area, toilet room,

! janitor ' s closet, dishwashing and other such
solled spaces, and a positive air pressure shail

| be maintained in all clean areas including, but not

| limited to, clean linen rooms and ciean utility
rooms.

|

SUMMARY STATEMENT OF DEFICIENGIES ] PROVIDER'S PLAN OF CORRECTION X5)
;E’Fi"g’p'& | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE [ CO:;‘#ETE
TAG REGULATORY OR LSC INENTIFYING INFORMATION) TAG I CFROSS-REFERENCED TO THE APPROPRIATE A
DEFICIENCY)
2802 1200-8-10-.08 (2) Building Standard [ A802 “‘1‘ ' 1 ';'/6/
-8-10-.08 (2) Building Standards [ Vo @nture, "’n"b ﬁ_{ ) c:l ?
| (2) The condiition of the physical plant and the | e b e (- Bheng o s s
overall Ambulatory Surgical Treatment Center T ey Jo, s ‘)\ -‘r\-x'-n. e S .L;u ~ N
environment must be developed and maintained ik )-—‘1__' b drvec e d o .\1 ct
{in such a manner that the safety and well-being of O SO N ,\ L
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PRINTED: 02/23/2012
i FORM ARPROVED
Division of Health Care Facililies .
STATEMENT OF DEFICIENCIES X1 PROVIDERISUPPLIERICLIA 31 (X3) DATE SURVEY
RGNS (X1 ll‘;FN¥:§?|C AITIDN ;uMBER: (X2} MULTIPLE CONSTRUCTIGN ek
A BUILDING 01 - NAIN
B. WING
TNPL53526 . 02/22/12012
NAMEC OF NROVIDER OR SUNPLIGR STREEY ADDRESS, CITY, STATE, ZIF CODE
ENU
KNOXVILLE CENTER FOR REPRODUCTIVE HE &fq'ng\‘ffﬁ’_};c#q"g;gf: .

(Xdy 1D | SUMMARY STATEMENT OF DEFICIENCIES ' D l PROVICER'SG PLAN O GONRBCTION i (*s)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BF ¢+ COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROYS-REFERENCED 1O THE APPROPRIATE OATE

H . ] : DEFICIENCY) [
i | :
A 823! Continued From page 1 A 823 | ¢ / /. 7
g A\ " "\‘li—"l..l-\f%,, A WY w’_v}w“’.*\;‘*__. ._{6 —
. . i . e \(,.“. W ~w . o, :
This Rule is not met as evidenced by: | b ’ ‘v e TN atealed o '
i Based on observation and interview, lhe facility i*-klr--r_ Daae b ol J I ey
i failed to assure dirty areas had an operable S R PRYY IO N l
| exhaust per the AlA guidefines.. ' _uc;:‘ s - ‘\l::\" ks “‘:&"U— Ledrbnd
' The findings include: . |‘“' AN & ’t; ~ 2 swarA Aoy gy
gbservation a;znd interview wltr‘mJ the lab tecg ) or:J 5 e Sell . <A.N,}I TRV | }N e
| February 22, 2012 p.m. at 11:00 a&.m. conflrrre: o oRevale. <nla, 1 L
i the soiled utility room and two bathraoms e vl Eo | aosle e (e d
| adjacent to the downstairs stairwefl were not N R
provided will1 au operable exhaust: .
This finding was acknowledged by the |
. Administrator during the exit conference on | 1
[ February 22, 2012, |
! l
¢ |
' |
| |
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Division of Health Care Facilities

PRINTED: 06/04/2019
FORMAPPRQVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICL_IA_ (X2) MULTI;’_LE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
TNPL53515 | B. WING - - - 06/03/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
412 D. B. TODD BOULEVARD
PLANNED ENTHOOD OF TENNESSEE ANI
SAR E SSEE AN NASHVILLE, TN 37203
(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 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 001‘ 1200-8-10 Initial A001 .
, |
This Rule is met as evidenced by:
An onsite licensure survey was completed 6/3/19.
The facility demonstrated compliance with the
regulations reviewed for health portion of the
licensure survey, The facilily is in compliance with
the Standards for Ambulatory Surgical Treatment
Centers.
[
|
|
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PREFIX
TAG

A 001

A 801

NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD OF TENNESSEE ANI

PRINTED: 06/06/2019

STREETADDRESS, CITY, STATE, ZIP CODE

412 D. B, TODD BOULEVARD

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

1200 8-10 (nlllat 5 T iag
/L !!'l,l" Py -." .

This Rule Is not mel as evidenced by:

A Life Safety Code Survey was conducted by the

State of Tennaessee Department of Health

Division of Health Licensure and Regulatlons

Offlce of Health Care Facilltles on 06/03/2019.

During this Life Safety Survey, Planned
Parenthood was found not in substantial

£ ;

“compllance wilh the requirements of the Rules of

Tennessea Department of Health Board for
Licensing Health Care Faciliies Chapler
1200-08-10 Standards for Ambulatory Surglcial
Treatment Centers and the Natlonal Flre
Prolection Association (NFPA). 101 Life Safety
(2012 Edition).

* All penetrations requiring Fire Stop shall be
rapalred in accordance with a tested and
approved Fire Stop System mesting the
requirements of ASTM E 814, Slandard Test
Method for Flre Tests of Through Penelratlon Fire
Stops, or ANSI/UL 1479, Standard for Fire Tests
of Through-Penelration Firestops. The system
used shall be recorded and documentatian shall
be mainfained for the life of the Installation. Flre
Stop Systems shouid ba en site and available for
surveyors on the follow-up visit. Any Englneering
Judgemenls requlres state approval.

1200-8-10-.08 (1) Building Standards

(1) The Ambulatory Surglcal Treatment Cenler
must be constructed, arranged, and maintained
to ensure the safety of the patient.

This Rule Is not mel as evidenced by:
Based on observatlons, the facility faitad to
malntain {he overall environment.

Owlsion of Fn Al Gare Failithes
LABORATORY DIRECT OR'S OR PROVlDER/SUPPLlER REPRESENTATIVE'S SIGNATURE
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PREFIX
TAG

A 001

A 801

34y

NASHVILLE, TN 37203

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

Abbreviations used: CCO=Chief of Clinical
Operations, HCM=I{ealth Center Manager

In addition to the individual responses to the
deficiencies contained herein, the CCO and
HCM have developed an extensive checklist
that is all-inclusive of due dates for both
required inspections and drills to monilor that
the deficient practice does not recur and ensure
proper/timely monitoring.

Firc Stop vendor scheduled and work was
completed on 6/19/19. HCM and CCO to
perforim quarterly inspections, as well as after
any work is done in any affected areas.

TITLE
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346D21

FORM APPROVED
| {x2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING: 02 - STATE BUILDING COMPLETED
B WINGE |06/03/2019
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OATE
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Division of Heallh Care acllilies _
STATEMENT OF DEFICIENCIES (X1) HOVINERISUPPLITIEE 1A
ANO PLAN OF GORRECTION IRENTIFICATION NUMBER:

{X2) MULTIFLE CONSTRUGTION
A, GUILDING! 02 - STATE BUILDING

_TNPLE3SIE  [BWINS

STREET ADDRESS, CITY, STATE, ZIP CODE
412 D. B, TODD BOULEVARD
NASHVILLE, TN 37203
> | SUMMARY STATEMENT OF DETIGIENCIES o
PREFIX (EAGH DEFICIENGY MUST (IE PRECLDED DY FULL PREFIX
TAG REGUIATORY OR LSC IDEN TIFYING INFORMATION) TAG

NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD OF TENNESSEE ANI

A A 801

A 801 Continued From page 1
The findings Included:

1. Document review on 06/03/2019 between 2:15
PM - 3:00 PM, revealed the facllity falled o' -
provide documentation of a 1st quarter sprinkler
inspection for 2018 and 2019.

NFPA 101,

2. Document review on 08/03/2019 between 2:15
BM - 3:00 PM, revealed the facillty failed to
provide documentation of the annual fire alarm
inspection for 2019, (The last date was March
2018)

3. Dacument review on 06/03/2019 between2:15
PM - 3:00 PM, revealed the facllity failed to
provide documentalion of the annual backflow
preventer inspection for 2018. (The last
Inspection date was August 2017.)

4, Observations on 06/03/2018 at 3:00 PM,
revealed the rated fire/srnoke barrler (above the
celling) in the mechanical room had multiple
Improperly sealed (sheefrock mud) or unsealed
penelrations across the wall,

NFPA 101, 8.3:5.1 (2012 Editlon)

The offlce manager was present when these
deficiencies were Identified, and were later
acknowledged during the elxt conference on
06/03/2019.

A 803{ 1200-8-10-.08(3) BUILDING STANDARDS A 803

{3) Mo anbulalory surgical treatment center
shall hareafler be constructed, nor shall major
alteratlons be made to existing ambulatory
surglcal treatment centers, or change In an
ambulatory surglcal treatment center type be

Divigsion of Heaith Cor Ercilllive
STATE FORM o0 346021

PROVIDER'S PLAN OF CORRECTION (X6)
(EACH CORRECTIVE ACTION SHOULD DE COMPLETE
CROSS-REFERENCER TO THEAPPROPRIATE DATE.

DEFICIENCY)

Quarterly sprinkler inspection perforined.
Deficiencies noted: 4 sidewal! sprinkler 6/24/19
heads will be replaced by COB 6/24/19.

Annual fire inspection performed and passed.

Inspection performed in 2018 but 10/25/18
documentation could not be located until after
exit conference. Properly filed,

Fire Stop vendor scheduled and work was 5/19/19
completed pn 6/19/19. CCO and HCM to
perform quartely inspections, as well as after
any work is performed in affected areas.

PRINTED: 06/06/2019
FORM APPRQVED

X3) DATE SURVEY
COMPLETED

06/03/2019

6/14/19

6/14/19

- United
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PRINTED: 06/06/2018

FORM APPROVED
Divigion of Lealth Cave Faclitles
STAVEMENT OF DEFICIENGIES (X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! A. BUILDING: 02 - STATE BUILDING COMPLETED
s = 1 xR A - _ 06/03/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
412 D. B. TODD BOULEVARD
D ESS (
PLANNE | PARENIHOODOETENN EE AN NASHVILLE, TN 37203
(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION | o
PREFIX (EACH DEFIGIENCY MUST DE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATR
DEFICIENGY)
A 803 | Continued From page 2 A 803
made without the prior written approval of the
department, and unless in accordance with plans
and specifications appraved In advance by the
department. Before any new ambulatory surglcal:
treatmeant center Is licensed or before any
alteration or expansion of a licensed ambulatory
surglcal treatment center can be approved, (he
applicant must furnish two (2) complete sets of
plans and specifioalions to the department,
togelher with feas and other Information as
required, Plans and speclfications for new
construction and major renovations, other than
minor alterations not affecting fire and life safely
or functlonal issues, shall be prepared by or
under the direction of a licensed architect and/or
a quallfied licensed englneer.
This Rule is hot met as evidenced by:
Based on observations, the facllity falied obtain
wrilten approval for alterations,
The finding Included:
Observations on 06/03/2019 belween 2:15 PM - A punch code access sysftm was replaced withg
3:30 PM, revealed the facility had Installed access badg_ﬁ iV {pEReCER S Skl GG 5L
control badge scanners at the stairwells and consider the replacement system as a mgjor 16711719
doors throughout the facllity without approval a!tcralxon ml)d there was no intent of
from the Tennessee Department of Health. circumventing the proper approval process,
PPTNM was standardizing the Nashville ASTC
The office manager was present when this facility with the same badge access system that
deflclency was Idenllfied on 06/03/2019. Altempt is currently utilized at the Memphis ASTC
was made to contact the office manager on facilivy. The badge swipe system improves staff
06/08/2018 without success. and patient salety in the event of an eruergency
by decreasing the time it takes to exit. PP'INM
A1403| 1200-8-10-.14 (1)(c) Disaster Preparedness A1403 sincerely apologizes and regrets the crror. CCO
will request guidance from TN Dept. of Health
(1) The administration of every fa¢ility shall have (o] fiarapra]res. l
In effect and available for all supervisory ’
Uivialon of Thoalll Gave Facillli, — =
STATE FORM soug 346D21 Ireonlinbaliofiativel 301 6
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Bivision of Health Care Facllitios

(X4) ID
PREFIX
TAG

A1403

STATEMENT OF DEFICIENCIES
AND PLAN Off CORRECTICN

NAME OF PROVIDER OR SUPPLIER
PLANNED FARENTHOOD Of TENNESSEE ANI

{X1) PROVIDER/SUFPLIER/GLIA
IGENTIFICATION NUMBEER;

TNPL53615

(X2) MULTIPLE CONSTRUGTION
A. BUILDING: 02 - STATE BUILDING

B, WING ___

BTREE1'ADDRESS, CiYY, STATE, ZIP CODE

412 D. B. TODD BOULEVARD

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED DY rULL
REGULATORY OR LSC INENTIFYIMG INFORM/\TIDN}

Continued From page 3

parsonnel and staff, written coples of the
following required disaster plans for the
protection of all persons In the event of flre and
other emergencles for avacuationto areas of
refuge and/or evacuation from the bullding. A
detallad log with staff signatures of training
received shall be malntained. All employees shall
be tralned annually as requlred In the following
plans and shall be kept informed with respect to
their duties under the plans. A copy of (he plans
and the specific emergency numbers related to
Lhat lype of disaster shall be readily available at
all imes. Each of the following plans shall be
exercised annually:

{c) Flood Procedure Plan, if applicable:
1. Staff dutles;
2. Evacuation procedures;

3, Safaly procedures following the flood.

This Rule Is not met as evidenced by:
Based on document review, the facllity failed to
perform disaster drills.

The finding Included:

Document review an 06/03/2019 between 2:15
PM - 3:00 PM, revealed the facilily falled to
provide documentation of the annual flood drill
and training for 2018, .

The offlce manager was present when this
deficlency was Identliled, and was later
acknowledged during the exit conference on
08/06/2019,

Divamion of [aalth Care Focllithos

STATE FORM

1D
PREFIX
TAG

L1

A1403

NASHVILLE, TN 37203

in the fulure,

346021

PROVIOER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
HCM has documented PPTNM's Flood
6f14/15

Procedure Plan and the;required drill was
pecformed. C
drills are performed and properly documented

PRINTED: 06/06/2019
FORM APPROVED

(X3} DATE SURVEY
COMPLETED

06/03/2019

CO and HCM will ensure all
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Division af Meallh Cove [-pellitles

STATEMENT or DEFICIENCIES (X1} PROVIDER/SUPPLIGR/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

I . TNPL53515

NAME OF PROVIDER OR SUPPLIER
PLANNED PARENTHOOD OF TENNESSEE AN(

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFlC[ENCIES
(LAGIH DEFIGIENCY MUST BE PREGEDCED BY FULL
REGULATORY OR LSC IDENTIEYING INFORMATION)

A1404 | Continued From page 4

A1404| 1200-8-10-14 (1)(d) Disaster Praparedness

(1) The administration of every facllity shall have
In effect and avallabla for all supervisory
parsohnel and staff, wriltan copies of the
following required disasler plans for the
proteclion of ali persons In the event of fire and
olher emergancles for evacuation to areas of
rafuge andfor evacuation from the building. A
dalallad log with stalf signatures of tralning
recelved shall be mantainad. All employcas shall
he trained annually as required In the foillowing
plans and shall be kept informecd with respect to
Iheir dulles under the plans. A copy of thae plans
and the speclilc emergency numbers ralated to
lhat type of disaster shall be readlly avallabie al
all times. Each of the: following plans shall be
exerclsed annually:

(d) Earthquake Disaster Procedures Plan:

1. Staff dutles;

2. Evacualtlon procedures;

3. Safaty procedures;

4, Emergency sarvices,

This Rule 18 not met as avidenced by: .
Based on decument revlew, the facllity falled (o
pearform disaster drllls.

The finding included;

Document review on 06/03/2019 between 2:15

PM - 3:00 PM, revealed the facility falled to
provide documentation of the annual earthquake

Oivisdon of Heallh Care Facllities

STATE FORM

(X2) MULTIPLE CONSTIRUCTION

NAS HVILLE TN 37203

A. BUILDING: 02 - STATE BUILDING COMPLETED
BWING., - ~ 06/03/2019
STREET ADDRESS, CiTY, STATE, ZiF CODE
412 D, B. TODD BOULEVARD
"1 | PROVIDER'S PLAN OF CORRECTION x5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMRLETE
TAG CROSS-REFERENCED TO THE APRROPRIATE DATE:
DEFICIENCY)
A1404
A1404 HCM has documented the Barthquake 6/14/19

PRINTED: 06/06/201%
FORM APPROVED

(X3) DATE SURVEY

Disaster Procedures Plan and the requirved drili
was performed. CCO and HCM will ensure all
drills are performeld and properly documented
in the future.

[

346021
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PRINTED: 08/06/2019
FORM APPROVED

ABEMIRE O DEFCICNCIES B [[K1) PROVIDERSUPPLIERICLIA (X2) MUCTIPLE CONSTRUCTION - (X3) DATE SURVEY
BAMEPLAN OF CORRLGTION " IDENTIFICATION NUMBER: A, BUILDING: 82 ~ STATE BUILDING COMPLETED
'_3\_’_'. Sy . TNPLE3GE P WNG e e | 0610312019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
442 D, B, TODD BOULEVARD
PLANNED PARENTHOOD OF TENNESSEE ANI NASHVILLE, TN 37203
(x> | _ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION e
PREFIX (EAGH DEFICIENCY MUST 1 PRUGENED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
A1404 | Continued From page & A1404
drill and training for 2018,
The offlce manager was present when this
deficlency was Identified, and was‘later
acknowledged during the exit conference on
08/06/2018.
|
r.llviflaiun nf_l-r:r.-:.lil. Caco Fadilillns
STATE FORM e 346D21

Uiiited
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PRINTED: 07/18/2019

FORM APPROVED
Dwision of Heallh Care Facilities )
STATEMCNT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 02 - STATE BUILDING COMPLETED
, R
TNPL53515 B. WING 07/15/12019
NAME OF PROVIDER OR SUPPLIER STREET ADURESS, CITY, STATE, ZIP CODE
412 D, B. TODD BOULEVARD
PLA 0 PARENTHOOD OF TENNESSEE ANI
NAE NASHVILLE, TN 37203
(X4) D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION 148)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLE T8
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
-+ - L —— -
{A 001} 1200-8-10 Initial {Aco1}
This Rule is  met as evidenced by:
During a follow up survey on 07/15/2019 for all
previous deficiencies cited on 06/03/2019, the
facllity was found in compliance with all
regulations under 1200-08-10, Standards for
: Ambulatery Surgical Treatment Centers. ,
|
|
Phwissens of Thealth Cane Faclkties
{ ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE [X6) NATE

STATE FORM

for Life



PRINTED: 04/10/2019

FORM APPROVED
Division of Mealth Care Facilities —
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUMBER; A BUILDING: COMPLETED
TNPL53544 _|BWING .. - - 04/09/2019
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1726 POPLAR AVENUE
MEMPHIS CENTER FOR REPRODUCTIVE HEA MEMPHIS, TN 38104
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER’S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
[ DEFICIENCY)
A 002 1200-8-10 No Deficiencies ‘ A 002
This Rule is " met as evidenced by: %
An annual licensure survey was conducted at this -
facility on 4/9/19. This facility complies with all | ‘
standards for Chapter 1200-08-10, Standards for |
Ambulatory Surgical Treatment Center Facilities. | .
I |
]
|
|
|
| | |
|
l--ll'.ils-u'm of Haalth Care Facilihies o — =S — =
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE nxlo ee
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284311

forkife



PRINTED: 04/11/2019

FORM APPROVED
__Diasion of Health Care Facilines o o _
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 77 - MEMPHIS CENTER FOR COMPLETED
REPRODUCTIVE HEALTH
TNPL53544 | B winG, — - B 04/10/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1726 POPLAR AVENUE
CEN E
MEMPHIS TER FOR REPRODUCTIVE HEA MEMPHIS, TN 38104
(X4) ID 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)
L. — — -
A 002' 1200-8-10 No Deficiencies A002
|
This Rule is =. as evidenced by:
During the annual survey on 04/10/19, this facility
! was found to be in compliance with the Life
- Safety Code requirements of the Tennessee
Department of Health, Board for Licensing Health
Care Facilities, Chapter 1200 -8-10, Standards
for Ambulatory Surgical Treatment Centers.
|
Divission of Health Care Facilities. B T ' - - ] C
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

STATE FORM ' a0 8LQK21

Un“’ (¢ ,d
for Life



PRINTED: 07/12/2019

FORM APPROVED
Division of Health Care Faciliics - R S e
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 01 - MEMPHIS REGIONAL PLANNED COMPLETED
PARENTHOOD R
[ _ TNPL53547 NS S— — 1 071172019 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2430 POPLAR AVE
PLANNED PARENTHOOD OF TENN EE ANI
ESS MEMPHIS, TN 38104
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES o 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)
{A 001} 1200-8-10 Initial {A 001}
ThisRule is. met as evidenced by:
A Life Safety revisit survey was conducted on
07/11/2019 for all previous deficiencies cited on
06/04/2019. All deficiencies have been corrected,
and no new non compliance was found. The
facility is in compliance with all regulations
surveyed.
|
Dwision of FHoaitn Care | arililes T o B @
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE n lstle

D0S823

— fortife
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- %P b g . > EF PPROVED
E vision of Health Care ’ i_r O d”),)‘(‘Y\ (ﬂ_; e ‘éai *’:)

hies

| ATEM T OF 0 T BRIRCH (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGCTION | (x3) DATE SURVEY
i 4 N -~ P N N -
_.:{ A P O SORE 0N IDENTIFICATION NUMBER: AEUTIDIG: 0~ MEMPHIE REGIONEL PLANNED COMPLETED
i i PARENTHOOD
g W R
BY: TNPL53547 B. WING — 06/04/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2430 POPLAR AVE
PLANNED PARENTHOQD OF TENNESSEE ANI
MEMPHIS, TN 38104
(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 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

{A 001}. 1200-8-10 Initial {A 001}

This Rule is not met as evidenced by:

A follow up Life Safety Code Survey was

conducted by the State of Tennessee Department ‘{
of Health Division of Health Licensure and : -V
Reguiations Office of Health Care Facilities on Iq,{,U'ﬂ
06/04/2019. During this follow up Life Safety {L

Survey, Planned Parenthood of Greater Memphis - I A
was found not in substantial compliance with the s
requirements of the Rules of Tennessee /
Department of Health Board for Licensing Health y
Care Facilities Chapter 1200-08-10 Standards for |
Ambulatory Surgicial Treatment Centers and the

National Fire Protection Association (NFPA) 101

Life Safety (2012 Edition). The facility failed to

implement their corrective action pian for A-801.

{A 801} 1200-8-10-.08 (1) Building Standards {A 801}

(1) An ASTC shall construct, arrange, and |
maintain the condition of the physical plant and

| the overall ASTC environment in such a manner
that the safety and well-being of the patients are
assured.

i This Rule is not met as evidenced by:
Based on observations, the facility failed to
maintain the physical plant.

Veibwk CORREISTED PATOH,

1. Qb ti 6/4/19 at 10:00 AM led CFo LULL mobl OD

. servation on at10: , reveale

an unapproved patch around the duct in the boiler MDB‘&!L\{ ) DSPGLT(OQ . bl'_]/’?
room on the 1 hour fire rated drywall.

National Fire Protection Association (NFPA) 101,
21.1.6.3 (2012 Ed.)

NFPA 101, 8.3.5 (2012 Ed.)
Division of Heallh Care Faciilics T

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
B =

. ‘_(_WC'};':?'Y-’-%—?. . ¢ AT ooz L Unit;@d
for Life

The findings included




PRINTED: 06/06/2019
FORMAPPROVED

STATRREN | OF DEFIGICNGILS y BiecavIon iSUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND BT GuiNE 1 hon)1)19 JF NTIFICATION NUMBER: A BUILDING: 01 - MEMPHIS REGIONAL PLANNED COMPLETED
: PARENTHOOD R
. B B TNPL53547 | 8. WING — 06/04/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
2430 POPLAR AVE
P E DO ESSEE ANI
LANNED PARENTHOO F TENN AN MEMPHIS, TN 38104
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x3)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
= == — - : I
{A 801}  Continued From page 1 {as01) |
NFPA 101, 8.3.5.1 (2012 Ed ) '-
These findings were verified and acknowledged
by the business office manager during the survey
on 6/4/19.
|
Diwston of Healflh Care Faciliies S T T e .
STATE FORM D0S822 " nulfed

for Life



<) PRINTED: 04/17/2019
a e T : FORM APPROVED
Division of leaith Care Facilihes — { - J¥NVN) B Lj_ L s I B . )
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA x2) mumpfé CONSTRIICTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: o BUIDING: 01 - MO IS RE GIONAL p, mmbn COMPLETED
PARENTHOOD -
I _ TNPLE3547 B B WING o em et oia 04/16/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODF
2430 POPLAR AVE
(o} E
PLANNED PARENTHOOD OF TENNESSEE ANI MEMPHIS, TN 38104 Q,Q
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION  x§)
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)
A 001 1200-8-10 Initial A 001
This Rule is not met as evidenced by: .
A Life Safety Code Survey was conducted by the ! f)
State of Tennessee Department of Health F .rfa._-
Division of Health Licensure and Regulations Agr {}-4” A
Office of Health Care Facilities on 4/16/2019. }J Loher
During this Life Safety Survey, Planned ' ‘M' _
- Parenthood of Greater Memphis was found not in ’u’

" substantial compliance with the requirements of 1
. the Rules of Tennessee Department of Health

Board for Licensing Health Care Facilities

Chapter 1200-08-10 Standards for Ambulatory

Surgicial Treatment Centers and the National Fire

Protection Association (NFPA) 101 Life Safety

(2012 Edition).

A 801 1200-8-10-.08 (1) Building Standards A 801

(1) An ASTC shall construct, arrange, and

“ maintain the condition of the physical plant and
the overall ASTC environment in such a manner
that the safety and well-being of the patients are
assured.

This Rule is not met as evidenced by:
Based on observations, the facility failed to
maintain the physical plant.

' The findings included: |

1. Observation on 4/16/19 at 3.22 PM, revealed

the following penetrations in the fire rated cies : _f‘\
assemblies: (SEE,, AEX: r PP\C_[L)
Elevator room - 1 hour fire rated drywall. :
a. a 1/2 inch metallic flexible conduit.

Iivision of Heallh Gare Facililes
LABORATORY DIRECTOR'S 1N I-‘R(JVII l! F‘/‘ UPI‘LI[ I REPRESENTATIVE'S SIGNATURE TITLE

s . -
ETATE FORM D / ( "JI o0 D0S621 C’S_CQB ' U ted
for Life



PRINTED: 04/17/2019

FORM APPROVED
Division of Health Care Facilities o )
STATEMENT OF DEFICIENCIES X1 PROVIDERISUPPL]ERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 01 - MEMPHIS REGIONAL PLANNED COMPLETED
PARENTHOOD
_TNPL53547 BWING oo 04/16/2019

NAME OF PROVIDER OR SUPPLIER
2430 POPLAR AVE

PLANNED PARENTHOOD OF TENNESSEE ANI MEMPHIS, TN 38104

STREET ADDRESS, CITY, STATE, ZIP CODE

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

D
PREFIX
TAG

(x4) 1D
PREFIX
TAG

Continued From page 1

A 801 A 801

" Boiler room - 1 hour fire rated drywall
| b. 1 inch PVC pipe.

c. a3 inch PVC pipe recessed in fire rated
drywall not sealed per an approved UL fire stop
system.

d. a 1/2inch PVC pipe.

e. a 1/4 inch metallic flexible conduit.
|

| f. unapproved patches around duct work.

Third floor shell area - concrete floor.
‘ g. 2 3inch metal sleeves.
National Fire Protection Association (NFPA) 101,
21.1.6.3 (2012 Ed.)
NFPA 101, 8.3.5 (2012 Ed.)
NFPA 101, 8.3.5.1 (2012 Ed.)

2. Observation on 4/16/19 at 3:25 PM, revealed a
receptacle cover missing in Room #6.

NFPA 101, 21.5.1.1 (2012 Ed.)

NFPA 101, 9.1 (2012 Ed.)

NFPA 101, 9.1.2 (2012 Ed.)

NFPA 70, 110.3 (B) (2011 Ed.)

These findings were verified and acknowledged
by the facilty administrator during the survey on
4/16/19.

A 818 AB18

1200-8-10-.08 (18) Building Standards

(18) It shall be demonstrated through the
submission of plans and specifications that in
each ASTC a negative air pressure shall be
maintained in the soiled utility area, toilet room,

Division of Heallh Care Faaililies
STATE FORM

6BR9

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

f'C{rﬁ (‘F{) wﬁ/&ﬂc%'
&5 ”‘9*“5%[7{5&{ [U
Lelee bl |

et Wellay a
‘t({fcd"({é;? Cc.au

#
b @ 4 RO QCC“-LQ
-].Dt,g M‘?{C&%M

(X8)
COMPLETE
DATE

L,‘,,

ﬂﬂ_f}t(‘.@(_d}d G,{

sty

Ay

|’?}.;ir‘u f @[é&?/«- @Q
ER - f)«(é"(\z( .-'Zﬂf:b/!_!

| CED e rpu e )
| Meu Z/(J®1<¢(<{( )

]n‘n({( WL L

L Qe w_d{,{_a)

4lafls

_ Umtéd
for Life

D0S821



PRINTED: 04/17/2019
FORM APPROVED

Division of Health Care Faciliies
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

TNPL53547

NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD OF TENNESSEE ANI

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: 01 - Mcwgbms REGIONAL PLANNED
PARENTHOOD

B. WING

{X3) DATE SURVEY
COMPLETED

04/16/2019

STREET ADDRESS, CITY, STATE, 21 C()U‘E
2430 POPLAR AVE '
MEMPHIS, TN 38104

Uy

8 PROVIDEE’S PLAN OF CORRECTION

janitor ' s closet, dishwashing and other such
soiled spaces, and a positive air pressure shall
be maintained in all clean areas including, but not
limited to, clean linen rooms and clean utility

: rooms.

This Rule is not met as evidenced by:
Based on observations, the facility failed to
maintain negative pressure areas.

The findings included:

Observation on 4/16/19 at 3:40 PM, revealed the
exhaust was not functioning in the soiled utility
room.

These findings were verified and acknowledged
by the facility manager during the survey on
4/16/19.

Division of Health Care I acilitics

STATE FORM

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D i 5)
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)
A 818 Continued From page 2 * Ag18
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~ Liwvision of Heallh Care Facilites B
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

TNPL53547 OIhTeR

NAME OF PROVIDER OR SUPPLIER

2430 POPLAR AVE
MEMPHIS, TN 38104

PLANNED PARENTHOOD OF TENNESSEE ANI

SUMMARY STATEMENT OF DEFICIENCIES

(X2) MULTIPLE CONSTRUGTION
A BUILDING

STREET ADDRESS, CITY, STATE, ZIP CODE

PROVIBER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO FHE APFROPRIATE

DEFICIENCY)

X D
|(‘RI:)]!|[;( (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX
TAG REGLE ATORY OR LSC IDENTIFYING INFORMATION) TAG
P L
A 001 1200-8-10 Initial i A 001
This Rule is  met as evidenced by: |
An annual health licensure survey was conducted |
on 4/22/19. An entrance conference was held on
4/22/19 at 8:00 AM with the Clinical Manager.
An exit conference was held on 4/22/19 at 3:30
PM with the Clinical Manager.
A 002 1200-8-10 No Deficiencies A 002

This Rule is net as evidenced by:

An annual licensure survey was conducted at this
facility on 4/22/19. This facility complies with all
Standards reviewed for Ambulatory Surgical
Treatment Center Facilities.

Oivision of Moalih Care | acilities
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Mae Copeland

From: Rebecca Terrell [

Sent: Tuesday, June 26, 2018 2:52 PM

To: Ann R. Reed; Peter H. Warren; Craig L, Parisher

ce: cadie ). Stewart: [N .. K22
Subject: RE: Memphis Ctr for Reproductive Health project - Drawing Question
Ms. Reed,

I am in consultation with our attorneys for a final determination regarding the surrender of the ASTC license. | will notify
your office as soon as a decision is made, hopefully in the next two weeks.

Thanks,

Rebecca Terrell
Executive Director

CHOACES.

Memphis Center for Reproductive Health

1726 Poplar Ave., Memphis, TN 38104

Direcl:_ Fax 901-274-3551

Explore WHEREweLIVEmidsouth.org | WHEREI0GIVEmidsouth.org

"You never change things by fighting the existing reality. To change something, build a new model that makes the
existing model obsolete."

R. Buckminster Fuller

Did you know you can support CHCICES every time you shop on Amazon?

From: Ann R. Reed [mailto:Ann.R.Reed@tn.qov]

Sent: Tuesday, June 26, 2018 2:48 PM

To: Peter H. Warren; Craig L. Parisher

Cc: 'Rebecca Terrell'; Eddie J. Stewart

Subject: RE: Memphis Ctr for Reproductive Health project - Drawing Question

Peter/Rebecca
Based upon your email below, is this facility anticipating the closure of the license? If so, we would reqluire.notice-and

direction of such. Un it'e d
| for Life



Health

Ann Rutherford Reed, RN, BSN, MBA/Director of Licensure
Division of Health Licensure and Regulation

Office of Health Care Facilities

665 Mainstream Drive, 2™ Floor

Nashville, TN. 37243
Main-(615)741-7221/Direct-(615)532-6595; Fax-(615)253-8798
ann.r.reed@tn.gov

tn.gov/health

Connect with TDH on Facebook and Twitter @ TNDeptofHeaith!

Our Mission — To protect, promote and improve the health and prosperity of people in Tennessee.

From: Peter H. Warren W
Sent: Monday, June 25, :
To: Craig L. Parisher

Cc: 'Rebecca Terrell'; Ann R. Reed; Eddie J. Stewart
Subject: Memphis Ctr for Reproductive Health project - Drawing Question

Mr Parisher-

We met in February when Rebecca Terrell (my client) and | visited your office to discuss our project. Recall, it is a proposed two
story medical office building housing reproductive health clinic on level-1 with a birthing center on level-2. We are in the process
of preparing our application materials and | would like to offer the following general recap and summary. | would also like to
pose a question to you about your preferred graphic convention as relates to isolating the birth center on our drawings.

Licensure and Scope of Review - We are pursuing state DOH licensure for the Birthing Center as required by 1200-08-24. We are
not pursuing ASTC licensure as it has been determined by my client’s legal team and the legal team of the State of TN DOH that
surgical abortions do not trigger an ASTC licensure requirement. For documentation to that effect, please see the attached PDF

of the email chain between the attorneys including the Deputy General Counsel at TN DOH (Kyontze Hughes-Toombs).

C.O.N. —We understand that there is no CON required {or Lhe birthing center. And since we are not pursuing status as an ASTC,
thus there is no associated CON for this project

Forthcoming Submittal for Review — We will submit the application, fees, and drawing sets as outlined in 1200-08-24 for the birth
center. Our facility is two stories with the birthing center isolated on the second floor. It shares only entry, elevator, and stairs with
the rest of the facility (much like a tenant in a medical office building). However, unless you advise differently, we will submit the
full drawing set for the entire building. This is 77-sheets (format 30x42) across all design disciplines. Which brings me to my final
question regarding drawing graphics.

Graphic Convention — You and | previously discussed the design team isolating the birthing center in the floor plans to facilitate

isofating the scope of the project subject to review. To that end, | have prepared a draft of the first and second floor plags sith a
hatched nate for your review and comment. The hatch and note clearly covers the portion of the project that is not birthing

center. The hatch is somewhat transparent so that some overall context is still visible to your reviewers. is this aceeblablz’th yol?
Alternatively we could go with a completely opagque gray hatch, however it might actually obscure building s elememts that

pass through other parts of the building. Do you agree that the attached hatch is acceptable? If so, [ will instru al ﬂirtle d

P, E, etc) to use the exact same hatch on their forthcoming drawings. f L ° f



Thanks,
Peter Warren, AlA, LEED AP (BD +Q)

Warren Architecture / 202 S Cooper / Mermphis TN 38104
901907 8521 cell phane

From: Rebecca TerrenW
Sent: Wednesday, Feb g

To: Peter H. Warren; Ann R. Reed; Eddie J. Stewart; Craig L. Parisher
Subject: RE: Thank You....Birth Center & ASTC Project - Memphis

Yes, we really appreciate your time!

Rebecca Terrell
Executive Director

CHOACES.

Memphis Center for Reproductive Health

1726 Poplar Ave., Memphis, TN 38104
Direct:_ Fax 901-274-3551

Explore WHEREwel.IVEmidsouth.orq | WHEREtoGIVEmidsouth.org

"You never change things by fighting the existing reolity. To change something, build a new model that makes the
existing mode! obsolete.”

R. Buckminster Fuller

Did you know you can support CHOICES every time you shop on Amazon?

From: Peter H. WarrerW
Sent: Wednesday, February :
To: 'Ann R. Reed'; 'Eddie ]. Stewart'; ‘Craig L. Parisher’

Cc: 'Rebecca Terrell’
Subject: Thank You....Birth Center & ASTC Project - Memphis

oo | United
3 for Life



From: Ann R. Reed [mailto:Ann.R.Reed@Ltn.gov]
Sent: Wednesday, February 07, 2018 3:22 PM

To: Peter H. Warren; 'Rebecca Terrell’

Cc: Eddie J. Stewart; Craig L. Parisher

Subject: RE: Birth Center & ASTC Project - Memphis

Yes, the meeting is on for that date and time. Mr. Parisher will be in attendance.

Health

Ann Rutherford Reed, RN, BSN, MBA/Director of Licensure
Division of Health Licensure and Regulation

Office of Health Care Facilities

665 Mainstream Drive, 2™ Floor

Nashville, TN. 37243
Main-(615)741-7221/Direct-(615)532-6595; Fax-(615)253-8798
ann.r.reed@tn.gov

tn.gov/health

Connect with TDH on Facebook and Twitter @ TNDeptofHealth!

Our Mission — To protect, promote and improve the healith and prosperity of people in Tennessee

From: Peter H. WarrenW
Sent: Wednesday, Feb 7 -

To: Ann R. Reed; 'Rebecca Terrell'

Cc: Eddie ). Stewart; Craig L. Parisher

Subject: RE: Birth Center & ASTC Project - Memphis

Hi Ma, Reed

Rebecca and -+ are planning to be in Nashville nexl week o Tuesday 2/13 to discuss some of the unicque aspects of our projec
Are we still on for 2pm?

[ am pla ning Lo brng our currenl drawings and will also bring copies of the cades | BC, NFPA, G, elc) shou'd we neea themn

Mr Parisaer, 1jusl left yori a voicemall Will you be in aitendance? I not wouwd like o gei o few mimutes with your sepygadely @gs
day il possible (0 discuss soimie aspects of the plan review process

United
From: Ann R. Reed [mailto:Ann.R.Reed@tn.gov] o
Sent: Monday, January 29, 2018 3:23 PM Or Ll e



To: Rebecca Terrell!
Cc: Peter H. Warren; Eddie J. Stewart; Craig L. Parisher
Subject: RE: Birth Center & ASTC Project - Memphis

We will try for that time. It may be dependent on meeting space here, | will let you know.

Health

Ann Rutherford Reed, RN, BSN, MBA/Director of Licensure
Division of Health Licensure and Reguiation

Office of Health Care Facilities

665 Mainstream Drive, 2™ Floor

Nashville, TN. 37243
Main-(615)741-7221/Direct-(615)532-6595; Fax-(615)253-8798
ann.r.reed@tn.gov

tn.gov/health

Connect with TDH on Facebook and Twitter @ TNDeptofHealth!

Qur Mission — To protect, promote and improve the heaith and prosperity of people in Tennessee.

From Rebecca Terr! [N
Sent: Monday, January 29, 2018 3:22 PM

To: Ann R. Reed
Cc: Peter H. Warren; Eddie J. Stewart; Craig L. Parisher
Subject: RE: Birth Center 8 ASTC Project - Memphis

Could we say 2:00 pm?

bl

Rebecca Terrell
Executive Director

CHOACES.

Memphis Center for Repraductive Health

1726 Poplar Ave., Memphis, TN 38104
Direct:_ Fax 901-274-3551

Explore WHEREweLIVEmidsouth.org |

“You never change things by fighting the existing reality. To change something, build @ new model that kakes tha

existing model obsolete." °

R. Buckminster Fuller Un lte d
)

5 for Life



Did you know you can suppart CHOICES every time you shop on Amazon?

From: Ann R, Reed [mailto:Ann.R.Reed@tn.gov]

Sent: Monday, January 29, 2018 3:18 PM

To: Rebecca Terrell

Cc: Peter H. Warren; Eddie J. Stewart; Craig L. Parisher
Subject: RE: Birth Center & ASTC Project - Memphis

Right now | am available all day that day. What time works for you?

Health

Ann Rutherford Reed, RN, BSN, MBA/Director of Licensure
Division of Health Licensure and Regulation

Office of Health Care Facilities

665 Mainstream Drive, 2™ Floor

Nashville, TN. 37243
Main-(615)741-7221/Direct-(615)532-6595; Fax-(615)253-8798
ann.r.reed@tn.gov

tn.gov/health

Caonnect with TDH on Facebook and Twitter @ TNDeptofHealth!

Our Mission — To protect, promote and improve the heaith and prosperity of people in Tennessee.

From: Rebecca Terrell
Sent: Monday, January 29, 2018 3:10 PM

Toa: Ann R. Reed
Cc: Peter H. Warren; Eddie 1. Stewart; Craig L. Parisher;_

Subject: RE: Birth Center & ASTC Project - Memphis

Hi Ms. Reed,

Our architect, Peter Warren, and | will be in Nashville on Feb. 13. Could we make an appointment to meet with you that

afternoon to discuss our project in person?
/ix_g-c/m__,_‘

Rebecca Terrell
Executive Director

CHOACES.

Memphis Center for Reproductive Health

United
for Life



1726 Poplar Ave., Memphis, TN 38104
Direct | NG - 2x 501-274-3551
Explore WHEREweLIVEmidsouth,org |

"You never change things by fighting the existing reality. To change something, build a new model that makes the
existing model obsolete "

R Buckminster Fuller

Did you know you can support CHOICES every time you shop on Amazon?

From: Ann R. Reed [mailto:Ann.R.Reed@tn.gov]
Sent: Monday, November 20, 2017 2:35 PM

To: Rebecca Terrell

Cc: Peter H. Warren; Eddie ). Stewart; Craig L. Parisher
Subject: RE: Birth Center & ASTC Project - Memphis

Rebecca

You are correct on the staffing item.  would refer to Craig Parisher to address the sharing of physical space as the codes
could dictate a more stringent requirement. If there is not a more stringent code requirement the licensure regulations
do not prohibit the sharing of common space such as a waiting room. The two different licensed entities should be

clearly identifiable for the public.

Health

Ann Rutherford Reed, RN, BSN, MBA/Director of Licensure
Division of Health Licensure and Regulation

Office of Health Care Facilities

665 Mainstream Drive, 2™ Floor

Nashville, TN. 37243
Main-(615)741-7221/Direct-(615)532-6595; Fax-(615)253-8798
ann.r.reed@tn.gov

tn.gov/health

Connect with TDH on Facebook and Twitter @ TNDe ptofHealth!

Our Mission — To protect, promote and improve the health and prosperity of people in Tennessee.

From: Rebecca Terrell
Sent: Monday, November 20, 2017 1:47 PM
To: Ann R. Reed

Cc: Peter H. Warren; Eddie J. Stewart; Craig L. Parisher; | | |

Subject: RE: Birth Center & ASTC Project - Memphis

Hi Ann — thanks for this info. So to clarify, we could have the same staff member working in both facilities, just riot at

the same day/time and as long as we kept time/personnel records. Correct? Unite d

And is there any specific regulation regarding the two entities sharing physical space, e.g. common wajgtng room

or Life
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Rebecca Terrell
Executive Director

CHOACES.

Memphis Canter for Reproductive Health

1726 Poplar Ave., Memphis, TN 38104
Direct:_ Fax 901-274-3551

Explore WHEREweLIVEmidsouth.org | WHEREtoGIVEmitsoyth org

"You never change things by fighting the existing reality. To change something, build o new model that makes the
existing model obsolete."

R. Buckminster Fuller

Did you know you can support CHOICES every time you shop on Amazon?

From: Ann R. Reed [mailto:Ann.R.Reed@tn.gov]
Sent: Monday, November 20, 2017 10:02 AM

To: Rebecca Terrell

Cc: Peter H. Warren; Eddie J. Stewart; Craig L. Parisher
Subject: RE: Birth Center & ASTC Project - Memphis

Rebecca
| have been in conversation with our legal counsel regarding the injunction that you reference below. Based upon our

legal counsel’s review of the injunction, license #44 would remain in effect. This injunction does not have bearing on an
already licensed ASTC.

With two separately licensed entities, there cannot be a sharing of staff i.e. staff working at the same time in both
licensed facilities. Staff must be solely devoted to one licensed facility for a specified amount of time. Each licensed
facility would be required to maintain separate personnel files for all employees.

Health

Ann Rutherford Reed, RN, BSN, MBA/Director of Licensure
Division of Health Licensure and Regulation

Office of Health Care Facilities

665 Mainstream Drive, 2™ Floor

Nashville, TN. 37243

Main-(615)741-7221/Direct-(615)532-6595; Fax-(615)253-8798 o
s sadingor United
tn.gov/health f L ° f




Cannect with TDH on Facebook and Twitter @ TNDeptofHealth!

Our Mission — To protect, promote and improve the health and prosperity of people in Tennessee

From: Rebecca Terrell
Sent: Thursday, October 26, 2017 2:41 PM
To: Ann R. Reed

Cc: Peter H. Warren; Eddie J. Stewart; Craig L. Parisher;_
Subject: Birth Center & ASTC Project - Memphis
Hi Ann,

Thanks so much for such a comprehensive reply. Let’s put off an in-person meeting for the time being so | can do a bit
more research.

| do have a couple of follow up questions:

You imply that if we were to choose to close our ASTC license #44 we would need to “discontinue the surgical aspect of
first trimester abortions”. My understanding of the attached injunction is that we could give up our license and still
continue to provide alt abortion care we are now provide. | would appreciate any clarification you can provide around
that.

I'm also unclear about the source of the requirements for separation of staff and services. |s this just if there is an ASTC
in addition to a licensed birth center? In other words, are there a specific set of reproductive health services that are
allowed or disallowed fram being provided by a licensed Birthing Center?

Thank you for your patience with all these questions - this is a new paradigm and we have a lot to figure out.

Rebecca Terrell
Executive Director

CHOACES.

Memphis Center for Reproductive Health
1726 Poplar Ave., Memphis, TN 38104
Direct: | N F2x 901-274-3551

Explore WHEREweLIVEmidsouth.org | WHEREGOGIVEmidnouth, org

"You never change things by fighting the existing reality. To change something, build a new model that makes fhe
existing model obsolete.”

R. Buckminster Fuller Un it’e d
9 for Life



Did yau know you can support CHOICES every time you shop on Amazon?

From: Ann R, Reed [mailto:Ann.R,Reed@tn.gov]

Sent: Thursday, October 26, 2017 12:43 PM

To: Rebecca Terrell

Cc: Peter H. Warren; Eddie J. Stewart; Craig L. Parisher

Subject: RE: State of TN - Introductory Narrative - Please Review

Rebecca
| have reviewed the submitted documents and will also be sharing with Craig Parisher, Director of Facilities Construction,

for review. He has also been cc’ed to this e-mail. The current facility located at 1726 Poplar Ave is licensed as an ASTC
under license number #44. When relocating this facility as described in your documentation the ASTC licensure will
continue to apply. In the documentation, there was no indication that the provision of surgical services i.e. first
trimester abortions would be discontinued. License #44 would continue to be considered an ASTC. The relocation and
replacement of a licensed healthcare facility such as an ASTC would require a CON. If MCRH determines it will close its
license as an ASTC and discontinue the surgical aspect of first trimester abortions then decides at a later date to re-
license as an ASTC a new CON would be required.

With the addition of a birthing center at the proposed new location and building, a license as a birthing center would be
required. MCRH as a birthing center would need to submit a Birthing Center application, submit plans to the Office of
Health Care Facilities” Plans Review section for review, and submit to an initial survey for occupancy. For the new ASTC,
a separate set of plans will be required for submission and once approved and constructed a separate occupancy survey
will be required. There will be distinct separation required between these two entities and this can be further explored
with Craig Parisher. In regards to the questions and items you have relating to building requirements, use and
accupancy, etc in the New Facility Discussion Items document, these will need to be directed to Craig Parisher for
response.

The other aspect to address in relation to two separately licensed entities in the same physical ‘four wall’ space is the
distribution of staff and the maintenance of files (facility and patient records). Each facility will need to have separate
staffing solely dedicated to that entities services. There can be no sharing of staff. Personnel records must be clearly
marked as the ASTC vs the Birthing Center and maintained in each separate licensed entity. All facility policies and
procedures and patient records should be maintained in the same fashion.

If you have any further questions regarding the information | have provided above, don’t hesitate to contact me

Health

Ann Rutherford Reed, RN, BSN, MBA/Director of Licensure
Division of Health Licensure and Regulation

Office of Health Care Facilities

665 Mainstream Drive, 2" Floor

Nashville, TN. 37243
Main-(615)741-7221/Direct-(615)532-6595; Fax-(615)253-8798
ann.r.reed@tn.gov

tn.gov/health

Connect with TDH on Facebook and Twitter @ TNDeptofHeaith!

°
Our Mission — To protect, promote and improve the health and prosperity of people in Tennessee Un l te d
for Life
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From: Rebecca TerrellW
Sent: Monday, October 23, !

To: Ann R. Reed

Cc Peter H. Warren

Subject: State o - Introductory Narrative - Please Review

Importance: High

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown
senders or unexpected email - STS-Security. ***

Hi Ann,

Attached please find information on our new Comprehensive Reproductive Health Center project in Memphis. Our
architect, Peter Warren, has outlined the questions we have for the licensing staff. Attachments include:

-Project Narrative (1-page)
-Items for Discussion (4-pages)
-Drawing (3-pages)

1 have a Friday evening event in Nashville this week, and am pleased to drive over early if you think a face to face
meeting would be the best way to communicate about the project. Peter can join me or can be available by phone
during our meeting. | am also happy to schedule a conference call - please let me know which would be preferable for
you and your team.

Sincerely,

Rebecca Terrell
Executive Director

CHOACES.

Memphis Center for Reproductive Heelth

1726 Poplar Ave., Memphis, TN 38104
Direct: _ Fax 901-274-3551

Explore WHEREweL IVEmidsouth.org |

"You never change things by fighting the existing reality. To change something, build a new model that makes the
existing model obsolete."

R. Buckminster Fuller

Did you know you can support CHOICES every time you shop on Amazon? U °® t ]
for Lif
g or Life



PRINTED: 12/19/2018

FORM APPROVED
Division of Heallh Care Facilllies
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
TNPL53515 g ) 10/15/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
412 D. B. TODD BOULEVARD
PLANNED PARENTHOOD OF MIDDLE AND EA
NASHVILLE, TN 37203
(X4) ID 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)

A 002; 1200-8-10 No Deficiencies A 002

This Rule is met as evidenced by:

A semi-annual licensure survey was conducted
on 10/15/18. Planned Parenthood of Middle and
East TN was in substantial compliance with
licensure requirements for Ambulatory Surgery
Centers. No deficiencies were cited.

Dvision of Heallh Care Faciliigs

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE U (i) ETE I

STATE FORM 0630 WVCKN It continuallate‘eu

for Life




Dwision of Health Care Facilities ~

PRINTED: 10/18/2018
FORM APPROVED

* STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

TNPL53515

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: 02 - STATE BUILDING COMPLETED

BWING 10/16/2018

PLANNED PARENTHOOD OF MIDDLE AND EA:

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
412 D. B. TODD BOULEVARD
NASHVILLE, TN 37203

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

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

A 001 1200-8-10 Initial

This Rule is not met as evidenced by:
Stories: 2

Construction type: ill protected

No plans available

Constructed:

Sprinklered: Yes

Census:

A Life Safety Cade Survey follow up was
conducted by the State of Tennessee Department
of Health Division of Health Licensure and
Regulations Office of Health Care Facilities on
10/16/2018. During this Life Safety Survey,
Planned Parenthood was found not in substantial
compliance with the requirements of the Rules of
Tennessee Department of Health Board for
Licensing Health Care Facilities Chapter
1200-08-10 Standards for Ambulatory Surgicial
Treatment Centers and the National Fire
Protection Association (NFPA) 101 Life Safety
(2012 Edition).

A 801 1200-8-10-.08 (1) Building Standards

(1) An ASTC shall construct, arrange, and
maintain the condition of the physical plant and
the overall ASTC environment in such a manner
that the safety and well-being of the patients are
assured.

This Rule is not met as evidenced by:
Based on observations, the facility failed to
maintain the overall environment.

The findings included:

Liviston of Heallh Care I aciiling
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Division of Health Care Facilities

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

TNPL53515

PRINTED: 10/18/2018

NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD OF MIDDLE AND EA

412 D. B.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST. BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

A 801 Continued From page 1

Observation on 10/16/2018 at 9:45 AM, revealed
| the 1st floor and 2nd floor stairwell doors were
not latching within the frame.
| NFPA 101, 8.3.3.1 (2012 Edition), NFPA 80,
6.1.4.2 (2010 Edition)

The manager was present when this deficiency
was identified, and was later acknowledged in the
exit conference on 10/16/2018.

Owizion of Heallh Gare Facilities
STATE FORM

FORM APPROVED
T (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING: 02 - STATE BUILDING COMPLETED
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TODD BOULEVARD
NASHVILLE, TN 37203
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TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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Division of Health Care Facilities

PRINTED: 12/18/2018
FORM APPROVED

STATE FORM ' e WyYCK22

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 02 - STATE BUILDING COMPLETED
R
TNPL53515 BWNG .. 11/30/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
412 D. B. TODD BOULEVARD
PLANNED PARENT F MIDDLE AN ;
N A HOOD O D EA NASHVILLE, TN 37203
(Xa) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
1AG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) ,
{A 001}; 1200-8-10 Initial {A 001}
This Rule is not met as evidenced by:
Staries: 2
|
| Construction type: Il protected
No plans available
Constructed:
Sprinklered: Yes
| Census:
| A Life Safety revisit survey was conducted on
| 11/30/2018 for all previous deficiencies cited on
10/16/2018. All deficiencies have been corrected,
and no new noncompliance was found. The
facility is in compliance with all regulations
surveyed.
|
|
|
[
Division of Heallh Care Faciitios - o o T 22 2 2o
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8) DATL
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PRINTED: 10/19/2018

FORM APPROVED
_ Division of Health Care Faciliies
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 77 - MEMPHIS CENTER FOR COMPLETED
REPRODUCTIVE HEALTH
} . _ ) TNPL53544 e —— 10/17/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1726 POPLAR AVENUE
MEMPHIS CENTER FOR REPRODUCTIVE HEA
MEMPHIS, TN 38104
(X4) ID 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 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 002 1200-8-10 No Deficiencies | AQO02

. This Rule ist met as evidenced by:
During the annual survey on 10/17/18, this facility '
was found to be in compliance with the Life |
Safety Code requirements of the Tennessee '
Department of Health, Board for Licensing Health
Care Facilities, Chapter 1200 -8-10, Standards
for Ambulatory Surgical Treatment Centers.

Division of Heallh Care | acililies

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE U n(i)tse d

STATE FORM .
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Dmwsion of Heallh Care Facililies

PRINTED: 10/17/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
TNPL53544 B. WING 10/16/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1726 POPLAR AVENUE
CENTER FO CTIVE
MEMPHIS R FOR REPRODUCTIVE HEA MEMPHIS, TN 38104
(X4) ID 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 COMFLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A002 1200-8-10 No Deficiencies Aoz |
: This Rule ist met as evidenced by: ‘
This facility meets all requirements reviewed |
pertaining to ASTC regulations. No deficiencies '
were cited as a result of this licensure survey.
[
|
|
!
hwsion of Health Care Facilities ) o
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE X0} DATE
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PRINTED: 04/27/2018

FORM APPROVED
Division of Heaith Care Facililies
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING: 77 - MEMPHIS CENTER FOR COMPLETED
REPRODUCTIVE HEALTH
TNPL53544 BWING 04/24/2018
NAME OF PRCOVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1726 POPLAR AVENUE
MEMPHIS CENTER FOR REPRODUCTIVE HEA
E MEMPHIS, TN 38104
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES ID 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 APFROPRIATE DATE
N DEFICIENCY)
A002 1200-8-10 No Deficiencies | Ao02 |

; This Rule is met as evidenced by:
During the annual survey on 04/24/2018, this
facility was found to be in compliance with the Life
Safety Code requirements of the Tennessee
Department of Health, Board for Licensing Health
Care Facilities, Chapter 1200-8-10, Standards for
Ambulatory Surgical Treatment Centers. |

Division of Health Care Facilities
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE’'S SIGNATURE TITLE (X@ D TE

STATE FORM XIX021 ' fconllnuatlnn ]ret‘ f




_ Division of Health Care Facilities

PRINTED: 04/27/2018
FORM APPROVED

STATEMEN T OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVFY |
AND PLAN OF CORREGTION IDENTIFICATION NUMRFR: 7 ENIEE COMPLETED
TNPL53544 - B.WING 04/24/2018
NAME OF PROVIDER OR 3UPPLIER STREET ADDRESS, CITY, STATE, ZIP COGE
1726 POPLAR AVENUE )
MEMPHIS CENTER FOR REPRODUCTIVE HEA
MEMPHIS, TN 38104
(X4 ID 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 COMPLE: Tt
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 002 1200-8-10 No Deficiencies A 002
) - ) |
This Rule is met as evidenced by:
An annual licensure survey was conducted at this
facility on 4/24/18. This facility complies with all
standards for Chapter 1200-08-10, Standards for
Ambulatory Surgical Treatment Center Facilities.
|
i
Diviston of Health Care Facililies o o
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PRINTED: 11/20/2018

. FORM APPROVED
Dwision of Health Care Facilities — =
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECGTION IDENTIFICATION NUMBER: A. BUILDING: 01 - MEMPHIS REGIONAL PLANNED COMPLETED
PARENTHGOD R
- - TNPL53547 e — B 11/19/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP? CODE
2430 POPLAR AVE
PLANNED PARENTHOOD GREATER MEMPHIS
MEMPHIS, TN 38104
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFX (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)
{A 001} 1200-8-10 Initial . {A 001}

This Rule is met as evidenced by:

A Life Safety revisit survey was conducted on
11/18/2018 for ali previous deficiencies cited on
10/19/2018. All deficiencies have been corrected,
and no new non compliance was found. The !
facility is in compliance with all regulations
surveyed.

~ _ United
forLife
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Division of Health Care Facilities
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

PRINTED: 10/18/2018
FORM APPROVED

TNPL53547

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A BUILDING: 01 - MEMPHIS REGIONAL PLANNED COMPLETED
PARENTHOOD

B. WING

10/15/2018

NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD GREATER MEMPHIS

STREET ADDRESS, CITY, STATE, ZIP CODE

2430 POPLAR AVE
MEMPHIS, TN 38104

(X4) ID
PREFIX
TAG

SUMMARY S_TATEMENT OF DEFICIENCIES
(EACH DEFICIENGCY 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)

A 001

A 801

1200-8-10 Initial

This Rule is not met as evidenced by:
Stories: 3

. Construction Type: 1l (111)

No plans available on site
Constructed: 2010
Sprinkled: No

A Life Safety Code Survey was conducted by the
State of Tennessee Depariment of Health
Division of Health Licensure and Regulations
Office of Health Care Facilities on 10/15/2018.
Durlng this Life Safety Survey, Planned
Parenthood of Greater Memphis was found not in
substantial compliance with the requirements of
the Rules of Tennessee Department of Health
Board for Licensing Health Care Facilities
Chapter 1200-08-10 Standards for Ambulatory
Surgicial Treatment Centers and the National Fire
Protection Association (NFPA) 101 Life Safety
(2012 Edition).

1200-8-10-.08 (1) Building Standards

(1) An ASTC shall construct, arrange, and
maintain the condition of the physical plant and
the overall ASTC environment in such a manner
that the safety and well-being of the patients are
assured.

This Rule is not met as evidenced hy;
Based on observations, the facility failed to
maintain the physical environment.

A 001

A 801

Dwision of Hes

allh Gare F aciibies
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_Division of Health Care Facilities _

PRINTED: 10/18/2018
FORM APPROVED

The findings included:

Observation on 10/15/18 at 12:10 PM, revealed

! there was not a sign identifying the storage of
compressed medical gas cylinders in the medical '
supply room.
NFPA 99, 11.3.4.1 (2012 Ed.), NFPA 99, 11.3.4.2
(2012 Ed.) NFPA 55 4.10.2.3 (2010 Ed.)
NFPA 55, 4.10.3 (2010 Ed.)

The business office representative was present
when the deficiency was identified and
acknowledged the deficiency during the exit
conference on 10/15/18.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA [ (x2) MULTIPLE CONSTRUCTION _ T |(x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 01~ MEMPHIS REGIONAL PLANNED COMPLETED
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Division of Health Care Facilihes - ] o
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPFLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
TNPL53547 BWING.  ——— — 10/15/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2430 POPLAR AVE
LANNED PARENTHOOD GREATER MEMPHIS
P . MENMPHIS, TN 38104
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION X8)
PREFIX (EACH DEFICIENCY MUS T BE PREGEDED BY I'ULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDEMEIFYING INIORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 002 1200-8-10 No Deficiencies A002 |
This Rule is  : met as evidenced by:
This facility meets all requirements reviewed ‘
pertaining to ASTC regulations. No deficiencies |
were cited as a result of this licensure survey.
|
[
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: ? COMPLETED
A2 WU S I 5
{_‘ : » N
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STARYzi\ choe
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(X4 ID | SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION (Xs)
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DEFICIENCY)
A 002| 1200-8-10 No Deficiencies A 002
This Rule is met as evidenced by:
An annual licensure survey was conducted at this
facility on 4/23/18. This facility complies with all
standards for Chapter 1200-08-10, Standards for
Ambulatory Surgical Treatment Center Facilities.
|
|
i
|
[
[
|
|
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DEFICIENCY)

(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION | T
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PRINTED: 07/06/2018
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(X3) DATE SURVEY
COMPLETED

R
07/03/2018.

{A 801); 1200-8-10-.08 (1) Building Standards {A801)

(1) An ASTC shall construct, arrange, and
maintain the condition of the physical plant and

the overall ASTC environment in such a manner Al
that the safety and well-being of the patients are ',
assured. ‘

7\
A
This Rule is not met as evidenced by: ( |

National Fire Protection Association (NFPA) 101,
21.5.1.1 (2012 Ed.)

* Utilities shall comply with the provisions of
Section 9.1.

NFPA 101, 9.1.2 (2012 Ed.)

. Electrical Systems. Electrical wiring and
equipment shall be in accordance with NFPA 70,
National Electrical Code, unless such installations

. are approved existing installations,
which shall be permitted to be continued in
service.

NFPA 70, 406.6 (2011 Ed.)

Receptacle Faceplates (Cover Plates).

Receptacle faceplates shall be installed so as to
. completely cover the opening and seat against

the mounting surface.

NFPA 99, 6.3.3.2.1 (2012 Ed.)
The physical integrity of each receptacle shall be !
confirmed by visual inspection. !

"NFPA 101, 21.2.1 (2012 Ed.)
Every aisle, passageway, corridor, exit discharge,
exit location, and access shall be in accordance

" with Chapter 7, unless otherwise modified by

. 21.2.2 through 21.2.11.

Division of Health Gate Faclties
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A 801} Continued From page 1 {A 801}

NFPA 101, 7.1.10.1* (2012 Ed.)
Means of egress shall be continuously

. maintained free of all obstructions or
impediments to full instant use in the case of fire
or other emergency.

NFPA 101, 8.3.5.1*(2012 Ed.) Firestop Systems
and Devices Required.

Penetrations for cables, cable trays, conduits,
pipes, tubes, combustion vents and exhaust
vents, wires, and similar items to accommodate
electrical, mechanical, plumbing, and
communications systems that pass through a
wall, floor, or floor/ceiling assembly constructed
as a fire barrier shall be protected by a firestop
system or device. The firestop system or device
shall be tested in accordance with ASTM E 814,
Standard Test Method for Fire Tests of Through
Penetration Fire Stops, or ANSI/UL 1479,
Standard for Fire Tests of Through- Penetration
Firestops, at a minimum positive pressure
differential of 0.01 in. water column (2.5 N/m2)
between the exposed and the unexposed surface
of the test assembly.

Based on ohservations, the facility failed to
maintain the physical plant.

The findings included:

1. Observation during the follow-up survey on
7/3/18 at 1:15 PM, revealed a damaged
receptacle cover beside the crash-cart (former
area of oxygen cylinders).
Dwision of Heallh Care Faciites
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_ Division of Health Care Facililies -
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

TNPL53547

NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD GREATER MEMPHIS

STREET ADDRESS, CITY, STATE, ZIP CODE

2430 POPLAR AVE
MEMPHIS, TN 38104

PRINTED: 07/06/2018
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| (X2) MULTIPLE CONSTRUCTION "~ [(xs) DATE SURVEY
A BUILDING: 01 - MEMPHIS REGIONAL PLANNED COMPLETED
PARENTHOOD R
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SUMMARY STATEMENT OF DEFICIENCIES

X4 ID
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

{A801} Continued From page 2

NFPA 101, 21.5.1.1 (2012 Ed.)
NFPA 101, 9.1.2 (2012 Ed.)
NFPA 70, 406.6 (2011 Ed.)
NFPA 99, 6.3.3.2.1 (2012 Ed.)

2. Observation during the follow-up survey on
7/3/18 at 1:30 PM, revealed 3 cases of water in
the path of egress at the bottom of the rear exit
stairs, and a 12 pack of bottled beer on the stairs.
NFPA 101, 21.2.1 (2012 Ed.)

NFPA 101,7.1.10.1* (2012 Ed.)

3. Observation during the follow-up survey on
7/3/18 at 1:.35 PM, revealed the following
penetrations in the 1 hour fire rated drywall were
not repaired per an approved ul system:

south wall of roo

b. 2 - 3 inch polyvinyl ¢hloride sleeves (CPVC)
above both sides of the door.

c. 2 -1 1/2 inch metal sleeves in the wall

betweenijond I
NFPA 101, 8.3.5.1%(2012 Ed.)

An office employee was present when the
deficiences were identified on 7/2/18.

Iwvision of Heallh Care Facilities
STATE FORM
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FORM APPROVED

STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SUPPLIER/CLIA

| (x2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

Dhwision ol Th'

This Rule is

surveyed

alth Care Faciilios

. met as evidenced by:
A Life Safety revisit survey was conducted on
9/11/18 for all previous deficiencies cited on
7/03/18. All deficiencies have been corrected,
and no new noncompliance was found. The
facullty is in compliance with all regulations

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: 01 - MEMPHIS REGIONAL PLANNED COMPLETED
PARENTHOOD R
L - TNPL53547 | B-WING — 09/11/2018
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DEFICIENCY)
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A 001 1200-8-10 Initial A 001
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STATEMENT OF DEFICIENCIES | {X1) PROVIDER/SUPPLIERICLIA (x2yMuL1f§
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A sulLDifEl MEMPHIS REGIONAL g nNNED COMPLETED
PARENTHDAD
1l TNPL53547 B. WING § - — B 04/24/2018
- R - BlL U
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2430 POPLAR AVE
D EATER MEMPHIS
PLANNED PARENTHOOD GR MEMPHI MEMPHIS, TN 38104
" (xa)ID  SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
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a
A 801 1200-8-10-,08 (1) Building Standards A 801 Yoy

(1) An ASTC shall construct, arrange, and
maintain the condition of the physical plant and ;
the overall ASTC environment in such a manner f*‘(
that the safety and well-being of the patients are A"’Uﬂ
assured.

This Rule is not met as evidenced by: (&)
National Fire Protection Association (NFPA) 55,
7.1.8.4 (2010 Ed.) Securing Compressed Gas
Containers, Cylinders, and Tanks
Compressed gas containers, cylinders, and tanks
in use or in storage shall be secured to prevent
them from falling or being knocked over by
corralling them and securing them to a cart,
framework, or fixed object by use of a restraint,
unless otherwise permitted by 7.1.8.4.1 and
7.1.84.2.
|

NFPA 55, 6.11.1 (2010 Ed.) Location. Hazard
identification signs shall be placed at all
entrances to locations where compressed gases
are produced, stored, used, or handied in
accordance with NFPA704, Standard System for
the {dentification of the Hazards of Materials for
Emergency Response.

, NFPA72, 14.2.1.2.2 (2010 Ed.) System defects
. and malfunctions shall be corrected.

NFPA 10, 7.2.4.4 (2010 Ed.) Where manual |
inspections are conducted, records for manual

inspections shall be kept on a tag or label

attached to the fire extinguisher, on an inspection

checklist maintained on file, or by an electronic

method.

i NFPA 101, 8.3.56.1*(2012 Ed.) Firestop Systems

Division of Health Care Facillties
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Division of Health Care Facilities
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

TNPLS3547

PRINTED: 04/27/2018

FORM APPROVED
| ot MOLTIPLE cOnNsTRUGTION (X3) DATE SURVEY
A BUILDING: 01 - MEMPHIS REGIONAL PLANNED COMPLETED
PARENTHOOD
|[B-WING e - 04/24/2018

NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD GREATER MEMPHIS

STREET ADDRESS, CITY, STATE, ZIP CODE

2430 POPLAR AVE
MEMPHIS, TN 38104

PROVIDER'S PLAN OF CORRECTION *5)

and Devices Required.

Penetrations for cables, cable trays, conduits,
pipes, tubes, combustion vents and exhaust
vents, wires, and similar items to accommodate
electrical, mechanical, plumbing, and
communications systems that pass through a
wall, floor, or floor/ceiling assembly constructed
as a fire barrier shall be protected by a firestop
system or device. The firestop system or device
shall be tested in accordance with ASTM E 814,
Standard Test Method for Fire Tests of Through
Penetration Fire Stops, or ANSI/UL 1479,
Standard for Fire Tests of Through- Penetration
Firestops, at a minimum positive pressure
differential of 0.01 in. water column (2.5 N/m2)

. between the exposed and the unexposed surface
of the test assembly.

Based on observations, the facility failed to
- maintain the physical plant.

' The findings included:

1. Observation on 4/24/18 at 10:28 AM, revealed
. (3) unsecured oxygen cylinders in the surgery

" suite.
NFPA 55, 7.1.8.4 (2010 Ed.)

2. Observation on 4/24/18 at 10:28 AM, revealed
required signage missing for oxygen tanks bein
stored and used in the surgery suite and roomi
NFPA 55, 6.11.1 (2010 Ed.)

3. Observation on 4/24/18 at 10:42 AM, revealed
i blue painters tape over the smoke detector in the
biohazard room on the 1st floor.
. NFPA72,14.2.1.2.2 (2010 Ed.)
Division of Health Care Facilities T
STATE FORM
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Division of Health Care Facililies

PRINTED: 04/27/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

4. Observation on 4/24/18 at 10:20 AM, revealed
the fire extinguishers thru out the building were
not being signed on service tags for monthly
inspections.

' NFPA 10, 7.2.4.4 (2010 Ed.)

-

"\
5. Observations on 4/24/18 between 10:36 AM
and 10:54 AM, revealed the following
penetrations in the 1 hour fire rated walls listed
below.

a. baoiler rcom on 1st floor
(1) 1 1/2 inch copper pipe on south wall
(1) flex conduit over door on west wall
(1) 1 1/2 inch PVC hot water pipe on south wall

b. mechanical room-on 2nd floor

(2) PVC pipes marked S & R over entry door
on south wall

(2) flex conduit outside of mechanical room

entry door

C. room-an floor

(1) bundle of cables outside of entry door on

south wall
d. roorr-an floor
(2) white cables inside entry door on the right
side
NFPA 101, 8.3.5.1%(2012 Ed.) /

/

6. Observation on 4/24/18 at 10:54 AM, revealed
foam filled penetrations in the following locations:

a. mechanical raom-on 2nd floor
(1) wall damper on the northwest wall
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Division of Health Care Facilities -
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

TNPL53547

PRINTED: 04/27/2018

Vs o FORMAPPROVED
= A Y PR -
Eﬁm v 1 (X3) DATE SURVEY
- MEMPHIS REGIONAL PLANNED COMEECIHED
— 0412412018

NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD GREATER MEMPHIS

STREET ADDRESS. CITB.&I’ATE ZIP CODE

2430 POPLAR AVE
MEMPHIS, TN 38104

PROVIDER'S PLAN OF CORRECTION X5)

(1) air duct on outside wall
(2) ceiling penelrations oulside roo’
(2) 3 inch PVC pipes outside room

. An office employee was present when the

| deficiences were identified. The CFO

| acknowledged the deficiences in the exit
conference on 4/24/18.

(2) 1 1/2 inch metal sleeves outside roorr.
NFPA 101, 8.3.5.1%(2012 Ed.)

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 801 Continued From page 3
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_ Division of Heallh Care Facilities

PRINTED: 03/23/2017
FORM APPROVED

' (1) An ASTC shall construct, arrange, and
maintain the condition of the physical plant and
the overall ASTC environment in such a manner

l that the safety and well-being of the patients are
assured

This Rule is not met as evidenced by:
| Based on observation, the facility failed to
maintain the physical plant.

‘ Observation on 03/21/2017 at 9:36 AM, revealed
' three 1.6 inch PVC slesves in the second floor
| mechanical room used to run data lines, was riot
| properly sealed between the first and second
! floor.
39.3.1.1 NFPA 101 (2012 Edition) 8.6.1 NFPA
101 (2012 Edition)

’ The administrator was present for this finding and
. acknowledged during the exit conference on
| 03/21/2017.

STATEMENT OF DEFICIENCIES (%{) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION R Ec E | VED {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A. BUILDING: 02 - STATE BUILOING COMPLETED
APR f]
o TNPL53515 B. WING - 07 207 03/21/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
, 412 D. B. TODD BOULEVARD
PLANNED PARENTHOOD OF MIDDLE AND EA: NASHVILLE, TN 37203
(x4) ID ] SUMMARY STATEMENT OF DEFICIENCIES | ) I PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED B8Y FULL [ PRerFix ! (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) w | CROBSS-REFERENCED TO THE APPROPRIATE DATE
] DEFICIENCY) ‘
— )
A 801 1200-8-10-.08 (1) Building Standards A go1 The deficiency will be corrected by ‘ 3127117

fire blocking the three 1.5 inch
PVC sleeves in the second floor
mechanical room used to run

data lines. The deficiency will be |
corrected on March 27, 2017. This!
will be added to the quarterly _
facilities audit to ensure deficient |
practice does not recur. This
corrective action will be momtored
through the risk and quality ’
management program which is
overseen by the Risk and Quality ‘
Managment Coordinator.

Ly

Dwasian of Heallh Care Facilllios

LABQRATORY, Dy TXJE/}&

| oeeteq o
2

PROVIDETUSUPPLIER REPRESENTATIVE'S SIGNATURE

\f LJL{/ﬂ/{'
'L,( (Y 1\\‘3 b O\\ |
*.;Q,;) Lo N\ 2l |
|
|
|
L e ]
. TITLE N xours
Hescled LTTC oillis)) /7

STATE FORM

DWLI21 Ircominuation & wm 107

=vnndnited
“ifor Life



PRINTED: 03/23/2017
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Division of Health Care Facilities
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
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DEFICIENCY)

|
A 002 1200-8-10 No Deficiencies A 002

This Rule is  met as evidenced by:
Alicensure survey was completed 3/20/17. The
| facility was found to be in compliance with state
regulations for Ambulatory Surgical Centers. No
| deficiencies were cited during the licensure
| survey.
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[ STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

(X2) MULTIPLE CONSTRUCTION

i (X3) DATE SURVLY
COMPLETED

(16) The governing body shall provide for the
appaintment, reappointment or dismissal of
members of the medical, dental, and other health
professions and provide for the granting of clinical
privileges.

This Rule is not met as evidenced by:

Based on facllity policy review, facility board
minutes and interview, the facility's governing
board failed to provide for reappcintment of
health care professionals for 3 of & (Medical
Doctor (MD) #1, Certified Registered Nursg
Anesthetist (CRNA) #1 and Family Nurse
Practitioner (FNP) #1) health care professionals
reviewed.

The findings included:

1. Review of the facility policy, "Credentialing of
Clinicians” revealed, "This document defines the
specific policy and procedure to be followed to
credential a ¢linician (MD, CNM [Certified Nurse |
Midwife], FNP) to provide madical care or |
services at [Name of facility]... 7 The Medical
Directar will review the information described i
above and will make a recommendation ta the
Medical Services commiltee to grant or deny
privileges 8 The Medical Services committee
will review the materials and the Medical
Director's recommendation, and will vote to
approve or deny privileges via email vote or via in |
person vote at a regularly scheduled meeting. 9. |
The President of the Board of Directors will !
approve the final granting of clinical privileges. "
Review of the facility policy, "Medical Services
Committee policy and Proccedure” revealed,

".  This document defines the specific policy ta be |

A BUILDING: L
[ TNPL53544 RO ———— —— 09/06/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE ZIP CODE
1726 POPLAR AVENUE
NTE buc
MEMPHIS CE| R FOR REPRODUCTIVE HEA MEMPHIS, TN 38104
) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION 45)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC (DENTIFYING |NFORMATION) TAG CROSS-REFERENCGED TO THE APPROPRIATE OATE
! DEFICIENCY)
A420 1200-8-10-04 (16) Administration « A420 The Medical Services Commiliee of the 09110/2017

Mermphis Center for Reproductive Healtn {(MCRH)

voted on 9/19/17 to apprave revisions to the SOP
"Credentialing of Clinicians" to include
language specifying that the Board of Directors
would annually review & approve the
recommendations of the Medical Directar
and Medical Services Committee regarding
the credentialing of clinicians at MCRH.

The Board will review MSC
recommendations

for all current clinicians and will

vote on credentialing approval at the
upcoming meeting on Sept, 26, 2017

09/26/2017
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i followed in governing the responsibilities and

- operations of the Medical Services committee

- which will be referred to as either "committee” or |

¢ MSC throughout the remaining portion of the

policy... 1. Purpose Statement; Medical Services

Committee is charged with oversight, monitoring,

and management of all Medical services,

operations. policies, and procedures as well as

the specified categories listed below in

+ accerdance wilh the cited T.C.A., [Tennessee _
Code Annctated] regulation. Qperation, decision

: making, review of policy and procedures as well

s recommendations by the [name of facility]
Medical Services Commiliee will be made in
accordance to the guidelines and policies outlined
within this policy .. 2) Specified Categories under
Responsibility of Medical Services Committee as
required by T.C.A. for ASCT [Ambulatory Surgery |
Treatment Centers]...e. Appointment, i
Reappointment, and Dismissal of clinicians
praviding clinical services ... The Medical
Director has full final authorily to approved or
disapproved decisions and recommendations of
the Medical Services Committee prior to
submission to the Executive Director in
accordance with T.C.A 1200-08-10-.04(9)..."

2. Review of the Governing Board minutes for
2017 revealed there was no documentation the
Board had reviewed or approved credentials for
the health care professionals

3. Review of MD #1's credential : file revealed
there was no documentation the governing body
had granted appomntment or reappointment
privileges.

4. Review of CRNA#1's credential file revealed |
there was no documentation the governing body !
had granted appointment or reappointment

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
- TNPL53544 e —— 09/06/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1726 POPLAR AVENUE
MEMPHIS CENTER FOR REPRODUCTIVE HEA
MEMPHIS, TN 38104
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EAGH 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)
A 420 Continued From page 1 A420
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 2 Bl Bife: COMPLETED
TNPL53544 BWING 09/06/2017
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1726 POPLAR AVENUE
CENTE (o3
MEMPHIS R FOR REPRODUCTIVE HEA MEMPHIS, TN 38104
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION ()
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)
A420 Continued From page 2 A 420
privileges. |
5. Review of FNP #1's credential file revealed !
there was no documentation the governing body
had granted appointment or reappointment
privileges.
6. During an interview in the conference area on | |
9/6/17 at 10:45 AM, the Executive Director
verified there was no documentation by the | |
Governing Body for appointment or
reappointment of health care professionals. .
|
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I I ® Medical Services Committee
C O‘CES Standard Operating Procedure
L ]

Memphis Center for Reproductive Health Credentialing of Clinicians

Effective Date: Sdpersedes: '“Fl:épared by:
September 19, 2017
August 27, 2015 Rebecca Terrell, Executive Director
Revision Na: Approved by: g S ]
fiv
Medical Services Committee, Medical Director 9/19/2017

Title: Credentialing of Clinicians
Purpose:

This document defines the specific policy and procedure to be foliowed to credential a clinician (MD, CNM, FNP) to
provide medical care or services at CHGICES.

Scope:
This policy applies to all staff, volunteers, and contractors of CHOICES.
Policy:

Clinicians desiring to provide medical counseling or care at CHOICES, on a paid and/or volunteer basis, are required to be
credentialed by the Medical Services Cammittee as described below.

Pracedures:

1. Clinicians applying for privileges at CHOICES must complete an employee application and provide required
documents as described below.

2. The Practice Manager will complete the Documents section of the Credentialing Requirements Form (attached)
to verify that all items are complete. The Medical Director or other provider with current privileges at CHOICES
will complete the Observations sections of the Credentialing Requirements Form.

3. The CHOICES Medical Director will review all documents for validity.

The Practice Manager will run a criminal background check on the applicant.

5. The Medical Director will conduct a personal interview with the applicant in which they will assess the
applicant’s relevant training and experience, current competence and the ability to perform requested privileges
Notes from this interview will be inciuded in the applicant’s credentialing file.

6. The Medical Director will personally observe the applicant providing the counseling or care as described below,
and when satisfied that the applicant has demonstrated the skills and expertise required, will sign off on
applicant’s ability to provide specific setvices independently. The check off form with signatures wil! be inttaded
in the applicant’s credentialing file.

7. The Medical Directar will review the information described above and will make a recommendation to the

United

Medical Services Committee to grant or deny privileges.

-
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l I ® Medical Services Committee
C O‘CES Standard Operating Procedure
®

Memphis Center for Reproductive Health Credentialing of Clinicians

8. The Medical Services Caommittee will review the materials and the Medical Director’s recommendation, and wi!l
vote to approve or deny privileges via email vote or via in person vote at a regularly scheduled meeting.

9. The Medical Director will forward the MSC’s decision to the Executive Director.

10. The Executive Director will add the MSC’s recommendations recommendations ta grant clinical privileges at
CHOICES to the Board of Directors’ Agenda at least once a year (typically for the November meeting).

11. The Board will vote once each year to approve the MSC’s recommendations to grant clinical privileges at
CHOICES to clinicians {typically at the November meeting).

12. The President of the Board of Directors will sign all forms granting clinical privileges to CHOICES on behalf of the
Board.

13. If approved, documentation of applicant’s privileges at CHOICES will ke included in the applicant’s credentialing
file.

I DOCUMENTS REQUIRED FOR CHECK OFF

a. Valid Tennessee Medical License
b. Board Certification, if relevant to proposed services
c. Documentation of current local hospital privileges, if relevant to proposed services
d. Documentation of current Medical Malpractice Insurance
e. DEA number, if relevant to proposed services
f. NPinumber, if relevant to proposed services
g. Other documents as requested
. OBSERVATIONS REQUIRED FOR CHECK OFF

a. Counseling or patient education anly: Twa sessions of direct patient counseling
b. Provision of direct medical care:
i. General gynecalogical examination including PAP smears, STD testing: Two cxams
ii. Transgender hormone management: Five patient visits
iii  Colposcopies: 10 procedures
iv. Pregnancy Terminations — Medication: Five patient education sessions for MAB
v. Pregnhancy Terminations — Surgical:
A. Regular (<12 weeks): 10 procedures
B. Advanced (12 — 15 weeks): 15 procedures
c. Other services: As determined by the Medical Director

The Medical Director has full final authority to approve or disapprove decisions and recommendations of the Medical
Services Committee prior to submission to the Executive Director in accordance with T,C.A 1200-08-10-.04(9).

REFERENCES

T.C.A 1200-08-10.04(16); TC A. 1200-08-10-.06 (3) Credentialing Requirements Form attached

United
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I I ® Medical Services Cammittee
C O‘CES Standard Operating Procedure
®

Memphis Center for Reproductive Health Credentialing of Clinicians
CREDENTIALING REQUIREMENTS FORM PROVIDER: -
' [ DATERECENED | __

DOCUMENT OR OBSERVATION oR OBSERVED | PM INITIALS

Valid Tennessee Medical License

Board Certification, if relevant to proposed services

Documentation of current local hospital privileges, if relevant to proposed services

Documentation of current Medical Malpractice Insurance

DEA number, if relevant to proposed services

NPl number, if relevant to proposed services

Board Certification, if relevant to proposed services

Crimipal background check completed — printed copy in file

Other documents as requested:

Counseling or patient education only:
Two sessions of direct patient counseling MD INITIALS

i
2

Provision of direct medical care:

General gynecological examination including PAP smears, STDEsting: Two exams
ill
2
Transgender hormone management: Five patient visits

forlife



CHOACES.

Memphis Center for Reproductive Health

Medical Services Committee
Standard Operating Procedure
Credentialing of Clinicians

Wi |||

10

Pregnancy Termlnatlons — Medication: Five patient education sessions

DATE OBSERVED | MD INITIALS

ESRETYR YR e

5

Pregnancy Terminations — Surgical:

Regular (<12 weeks): 10 procedures

1

10

Advanced {12 — 15 weeks): 10 F;Bcedures

~ United
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Memphis Center for Reproductive Health Credentialing of Clinicians

Other services:

I certify that has met all requirements and has been approved by the Board of
Directors to provide medical services at CHOICES Memphis Center for Reproductive Health,

Medical Director Date

President, Board of Directors Date
Rev 08-26+15

United
ferlife
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
|
A 002/ 1200-8-10 No Deficiencies A 002
| |
| ] |
This Rule is. -met as evidenced by:
This facility complies with all requirements for
participation reviewed for Ambulatory Surgery
Treatment Centers during the Licensure survey
| conducted on 3/21/17. No deficiencies were
cited. [
|
|
|
|
|
|
|
|
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGITON (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A RUILOING 77 - MEMPHIS CERPR: @8 o/ COMPLETED
REPRODUCTIVE HEALTH
_ I __TNPL53544 B WING — 032172017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1726 POPLAR AVENUE
MEMPHIS CENTER FOR REPRODUCTIVE HEA
MEMPHIS, TN 38104
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES | w | PROVIDER'S PLAN OF CORRECTION l e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | Te CROSS-REFERENCED TO THE APPROPRIATE | DATE
! DEFICIENCY)
A 801 1200-8-10-.08 (1) Building Standards A 801 |
1a. Afler the inspection on 3/23/2017. 3/24/2017

, (1) An ASTC shall construct, arrange, and

| maintain the condition of the physical plant and
the overall ASTC environment in such a manner
that the safety and well-being of the patients are

| assured.

|

This Rule is not met as evidenced by:
| National Fire Protection Association (NFPA) 70,
210.23 (2011 Ed.)
Permissible Loads. In no case shall the load
exceed, the branch-circuit ampere rating. An
" individual branch, circuit shall be permitted to
| supply any load for which it Is
| rated. A branch circuit supplying two or more
| outlets or receptacles shall supply only the loads
specified according to its slze as specified in
210.23(A) through (D) and as
summarized in 210.24 and Table 210.24.

| NFPA55,7.1.8.4 (2010 Ed.)

 Compressed gas containers, cylinders, and tanks
in use

or in storage shall be securad to prevent them

| from falling or

being knocked over by corralling them and
securing them to a

cart, framework, or fixed object by use of a
restraint, uniess

otherwise permitted by 7.1.8.4.1 and 7.1.8.4 2,

Based on observations, the facility failed to
maintain the physical plant.

The findings included:

1. Observation on 3/21/17 at 8:30 AM, revealed
extension cords in the following areas:

Clinic Coordinator,disabled extension cord |
from ultrasound exam room and replaced

with a surge protector on 3/24/2017.
Clinic Coordinator will create a monthly |
W (\ checklist to monitor the area to prevent anyi
)Q’ unusual recurring in the future. r

(NFPA) 70,210.23 (2011 Ed)

b. After the inspection on 3/23/2017. Clinic | 3/24/2017
Coordinator,disabled extension cord from |

walting room B, and replaced with surge |

protector on 3/24/2017.

Clinic Coordinator will create a monthly
checklist to monitor the area to prevent
any unusual recurring in the future.

(NFPA) 70,210.23 (2011 Ed)

c. After the inpection on 3/23/2017. Clinic  3/24/2017
Coordinator, disabled extension cord from

| recovery raom, and replaced medical

| equipment with current wall outlet on

| 3/24/2017.

|

' Clinic Coordinator will create a monthly
| checklist ta monitor the area to prevent
| any unusual recurring in the future.

| (NFPA) 70,210.23 (2011 Ed.)
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STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION IDENTIFICATION NUM

(X1) PROVIDERISUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

A BUILDING: 77 - MEMPHIS CENTER FOR
REPRODUCTIVE HEALTH

BER:

(X3) DATE SURVEY
COMPLETED

TNPL53544 BWING | o3z12017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1726 POPLAR AVENUE
S
MEMPHIS CENTER FOR REPRODUCTIVE HEA e uio e T “ag104
(X4) ID SUMMARY STATEMENT OF DEFIGIENGIES | D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLE (€&
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 801 ' . .
OflsContinued Firom.pege,! ABO1 1 After the inspection on 3/23/2017. 3/31/2017
a. ultrasound exam room. Clinic Coordinator, disabled extension cord

. waiting room B.
c. recavery room,

d. room #2,
NFPA 70, 210.23 (2011 Ed.)

| 2. Observation on 3/21/17 at 8:45 AM, revealed

| an unsecured oxygen cylinder in the hallway by
room #2,
NFPA 55, 7.1.8.4 (2010 Ed.)

The clinical manager was present when the

- deficiencies were identlfied and acknowledged
the deficiencies during the exit conference on
3/21/17.

from room #2,will be replaced with a surge
protector.

Clinic Coordinator will create a monthly
checklist to monitor the area to prevent
any unusual recurring in the future.

(NFPA) 70,210.23 (2011 Ed.)

2. After the inspection on 3/23/2017. Clinic ' 3/27/2017
Coordinator ordered a oxygen cart to

! secure the oxygen cylinder in the hallway
by room #2.

Clinic Coordinator will create a monthly |
checklist to monitor the oxygen cylinder to |
prevent any unusual recurring In the future.!

(NFPA) 22,7.1.8.4 (2010 Ed.)
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DEFICIENCY}
A 002 1200-8-10 No Deficiencies A 002
!
This Rule is. met as evidenced by: [
During the annual survey on 09/06/2017, this
facility was found to be in compliance with the Life
Safety Code requirements of the Tennessee
Department of Health, Board for Licensing Health
Care Facilities, Chapter 1200-8-10, Standards for
Ambulatory Surgical Treatment Centers.
|
|
|
[
|
| |
owson of Hean cate Faciltes . e T
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Division of Health Care Facilities
STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; _ COMPLETED
A. BUILDING:
TNPL53547 B. WING 09/05/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2430 POPLAR AVE
LA PAR EATER
PLANNED ENTHOOD GR ER MEMPHIS MEMPHIS, TN 38104
(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES | 1D 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
[ DEFICIENCY)
A 001 1200-8-10 Initial A 001
|
|
' This Rule is  met as evidenced by: .
This facility complies with all requirements for
| participation reviewed for Ambulatory Surgery ,
Treatment Centers during the Licensure survey '
completed on 9/5/17. No deficiencies were cited.
[
|
i
| |
! |
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DEFICIENCY)
. . {
A 002 1200-8-10 No Deficiencies | A002
This Rule is  met as evidenced by: |
Alicensure survey was completed 10/24/16. The |
facility was found to be in compliance with state
regulations for Ambulatory Surgical Centers. No
deficiencies were cited during the licensure
survey.
|
|
|
|
|
|
|
|
|
|
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Facililies

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
_ TNPL53515

NAME OF PROVIOER OR SUPPLIER

PLANNED PARENTHOOD OF MIDDLE AND EA:

STREET ADDRESS, CITY, STATE, ZIP CODE

412 D. B. TODD BOULEVARD
NASHVILLE, TN 37203

ASTC

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: 02 - STATE BUILDING

B. WING

"RECEIVED
MOV 40 206

(X3) DATE SURVEY
COMPLETED

10/18/2

PRINTED: 10/31/2016
FORM APPROVED

016

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

A 801 1200-8-10-.08 (1) Building Standards

. (1) An ASTC shall construct, arrange, and
. maintain the condition of the physical plant and
the overall ASTC environment in such a mann
. that the safety and well-being of the pati cnl

' assured.
(

This Rule is not met as evidenced by.
Based on observation, the facility failed to
maintain the physical plant and overall
environment.

The findings included:

1. Observation on 10/18/2016 at 9:38 AM,
revealed an exit sign falling from the celling by the
2nd floor reception desk. NFPA 101, 7.9.1.1

(2012 Edition)

2. Observation on 10/18/2016 at 9:43 AM,
revealed 1 ceiling tile missing and 1 ceiling tile
damaged in the 2nd floor communication room,

3. Observation on 10/18/2016 at 9:45 AM,
revealed an extension cord in use outside of the
lab. NFPA 70, 590.3 (2011 Edition)

4. Observation on 10/18/2016 at 9:48 AM,
revealed an escutcheon plate missing in the
storage closet of the POC room. NFPA 13,
6.2.7.1 (2010 Edition)

Maintenance staff was present when the
deficiencies were identified, and acknowledged
by the administrator during the exit conference on
10/18/2016.
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PREFIX
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C
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| AB01: 1. The deficiency will be corrected by

securing the exit sign by the 2nd floor receptior
desk to the ceiling. The deficiency will be
corrected on Qctober 30, 2016. This will be
added to the quarterly facilities audit to ensure !
deficient practice does nat recur. This corrective
action will be monitored through the risk and
quallty management program which is overseefn
by the Risk and Quality Management Coordinator
2.The deficiency will be correcled by replacing
the missing and damaged ceiling tiles in the
2nd floor communication room. Ventilation
screens will be added to communication doors -
to ensure adequate ventilation. The deficiency :
will be corrected on October 30, 2016. This will |
be assessed as part of the quarterly facilities
audit to ensure deficient practice does not recur.
This corrective action will be monitored through'
the risk and quality management program which
is overseen by the Risk and Quality Management
Coordinator.
3.The deficiency will be corrected by replacing :
the extension cord outside of the 2nd fioor lab *
with a medical grade surge protector. The
deficiency will be corrected on October 30, 2016.
This will be assessed as part of the quarterly
facilities audit to ensure deficlent practice does ,
not recur. This corrective action will be monitored
through the risk and quality management program
which is overseen by the Risk and Quality
Managment Coordinator.
4. The deficiency will be corrected by replacing
the escutcheon plate to the sprinkler in the
storage closet of the POC room. The deficiency

| wlil be corrected on October 30, 2016, This will
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_Dhwsion of Health Care Fagilitics

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
TNPL53515

NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD OF MIDDLE AND EA:

SUMMARY STATEMENT OF DEFICIENCIES

X4) ID
F('RE)Fl)( {EACH DEFICIENCY MUST BE PRECEOED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}

A 818" Continued From page 1
A 818 1200-8-10-.08 (18) Building Standards

: (18) It shall be demonstrated through the

submission of plans and specifications that in

each ASTC a negative air pressure shall be

maintained in the soiled utility area, toilet room,

janitor ' s closet, dishwashing and other such

; solled spaces, and a positive air pressure shall
be maintained in all clean areas including, but not
limited to, clean linen rooms and clean utility
rooms.

This Rule is not met as evidenced by:
Based on observations, the facility failed to
maintain negative air pressure where required.

The findings included:

Observation on 10/18/2016 at 9:35 AM, revealed
there was no negative air pressure in the 2nd
floor staff only restroom.

. Maintenance staff was present when the
deficiencies were identified, and acknowledged
by the administrator during the exit conference on
10/18/2016.

A1401 1200-8-10-.14 (1)(a) Disaster Preparedness

(1) The administration of every facility shall have
in effect and available for all supervisory
personnel and staff, written copies of the
following required disaster plans for the
protection of all persons in the event of fire and
other emergencies for evacuation to areas of
refuge and/or evacuation from the building. A
detailed log with staff signatures of tralning

Diviston of Healln Caee Fachlies
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B. WING

STREET ADDRESS, CITY, STATE, ZIP CODE
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NASHVILLE, TN 37203

ID
PREFIX
TAG

AB818
AB18

A1401

PRINTED: 10/31/2016

FORM APPROVED

(X3) DATE SURVEY
02 - STATE BUILDING COMPLETED

| 101812016

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5}
COMPLETE
DATE

| (continued from page 1) be assessed as part of
the quarterly facilities audit to ensure the :
deficient practice does not recur. This corrective
action will be monitored through the risk and
quality management pragram which is overseen,
by the Risk and Quality Management

| Coordinator.

AB18: This deficiency will be corrected by fixing

| the exhaust fans in the 2nd floor staff only

rest room. This deficiency will be corrected on

November 3, 2016. This will be assessed as

part of the quarterly facilities audit to ensure the

deficient practice does not recur. This

corrective action will be monitored through the

risk and quality management program which is

overseen by the Risk and Quality Management

Coordinator,

" A1401: The deficlency will be corrected by '
canducting fire drills quarterly and malintaining a
detailed log of who attended drills and specifics
of what was performed during each drill. Drills

| will include minor fires, major fires, fighting the .

| fire, evacuation procedures, and staff functions. '
The deficiency will be corrected on November
11, 2016. A HR Audit will be completed manthly

| to ensure appropriate drilis have been completed
on time and contain adequate detail. This
corrective action will be monitored through the
risk and quality management program which is
overseen by the Risk and Quality Management
Coordinator.
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(X3) DATE SURVEY
COMPLETED
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IDENTIFICATION NUMBER:

A. BUILDING: 02 - STATE BUILDING
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10/18/2016

NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD OF MIDDLE AND EA

STREET ADDRESS, CITY, STATE, ZIP CODE

412 D. B. TODD BOULEVARD
NASHVILLE, TN 37203

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X6)
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFIGIENCY)

A1401 Continued From page 2

received shall be maintained. All employees shall
be trained annually as required in the following
plans and shall be kept informed with respect to
their duties under the plans. A copy of the plans

. and the specific emergency numbers related to

that type of disaster shall be readily available at

. all times, Each of the following plans shall be
exercised annually:

(a) Fire Safety Procedures Plan shall include:

1. Minor fires;

i

Majaor fires;

Fighting the fire;

e

Evacuation procedures;

Staff functions.

This Rule is not met as evidenced by:
Based on document review, the facility failed to
maintain a detailed log of staff training.

The findings included:

Document review on 10/18/2016 at 8:41 AM,
revealed the facility failed to maintain a detailed
log of fire plan training received by staff.

Maintenance staff was present when the
deficiencies were identified, and acknowledged
by the administrator during the exit conference on
10/18/2016.
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_Dwasion of Health Care Faclities
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ETTE COMFLETED
VINGYh 016
| TNPL53§15 B WER s — e 05/02/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CCDE
412 D, B. TODD BOULEVARD
PLANNED PARENTHOO F d
NN AR D OF MIDDLE AND EA NASHViLLE ™ 37203
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
f DEFICIENCY)
A 420‘ 1200-8-10-.04 (16) Administration A 420 I The dsficiency will be corrected by creatinga  5/17/16

{16) The governing body shall provide for the
appointment, reappointment or dismissal of
members of the medical, dental, and other health |

| professions and pravide for the granting of clinical
privileges.

‘.

wly

i

Lﬁf’ O

T kifzja]dﬁmmuo_ﬂﬁébﬂv ED

C

AN

PRINTED: 06/06/2016
FORM APPRQOVED

process that requires that the board vote for
the appointment, reappointment, or dismissal
of all members of the medical staff and grant
clinical privileges. The current form used to
grant clinical privileges for all members of the
medical staff that is signed by the medical
director will be updated to add signature lines

This Rule is not met as evidenced by: i \ ¥ '| for the board chair and the board secretary ta
Based on review of credentials files, the facility | sign on behalf of the board after a board vote
failed ta produce proof the governing body had | | takes place. The deficiency will be corrected
provided for the reappointment of a member of | on May 17, 2016. The manager of human
the medical staff and provided for the granting of \ resources will ensure credentialing of providers
c“mcal_ pr|velege_s=for 10f3 (Physwlan #3) is up to date including required board approval
physicians practicing at the facility. | by maintaining the HR spreadsheet that tracks
The findings included: I providef credentialing and c‘oTnpieling monthly‘

| ‘ | HR audits to ensure the deficient practice does
1. Review of the credentials file for Physician #3 | not recur. This corrective action will be
revealed the privileges were expired. There was monitored through the rigk ard quality
no documentation the governing bedy had management program which is overseen by
reappointed Physician #3 and granted clinical | the Director of Patient Services.
privileges. | |
2. During an Interview in the office on 5/2/16 at
3:05 PM, the Director of Electronic Health ‘
Records verified there was no documentation
Physician #3 had been reappointed and granted
clinical privileges.
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LABORATORY DIREC OIS OR PROVIDE RISUPPLIER REPRESENTAT
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!

STATE ¥ {;ZM
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: A BUILLING D2 - STATE BUILDING
- TNPLSISIS fowwe T _MA?/ Yo | osinzzote
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP.CODE
»
} 412 D. B. TODD BOULEVARD = -
PLANNED PARENTHOOD OF MIDDLE AND EA! NASHVILLE, TN 37203 oo
T x4 SUMMARY STATEMENT OF DEFICIENCIES D " PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
T | REGULATORY OR LSC IDENTIFYING INFORMATION) e | CROSS-REFERENCED TO THE APFROFPRIATE DATE
| DEFICIENCY)
A 801 1200-8-10-.08 (1) Building Standards A 801 " The deficlency will be corrected by replacing 5/11/16
| ' | the water damaged cailing tiie in the
(1) An ASTC shall construct, arrange, and | ‘ consultation room by the flre door on the 2nd
maintain the condition of the physical plant and { floor. The deficiency will be carrected on May
. the overall ASTC environment in such a manner | 11, 2016. A quarterly facilitles audit will be -
that the safety and well-being of the patients are conducted by the facilities manager which will
assured. ' include examination of ceiling tiles for damage
| | to ensure the deficient practice does not
recur. This corrective action will be monitored
This Rule is not met as evidenced by: through the risk and quality management
Based on observation, the facility failed to program which is overseen by the Director of
maintain the overall environment. r Patient Servicss
The findings included. e .
g | | Ai (}., ’F(: 4% W/
Observation on 5/2/16 at 9:38 AM, revealed a | A b
water damaged ceiling tle In the consullation ('.U R \.'»(\ . i
| room by the fire door on the 2nd floor. }!‘ '
| This finding was verified and acknowledged by |
the CEO during the exit confererce on 5/3/16, | i
A 818 1200-8-10-.08 (18) Building Standards | AB18 The deficiency will be corrected by fixing the  5/11/16
exhaust fans in the staff rest room near the
(18) It shall be demonstrated through the surgical suite and the Janitorlal closet in the
submission of plans and specifications that in | nurse's station to maintain negative air prassure.
each ASTC a negative air pressure sh.aﬂ be | The deficiency will be corrected on May 11,
Imalintained in the SO"ed utlllty area, toilet room, 2016. A quarterly facilities audit will be
"”?"‘" '8 closel, d'ShWBSh.mg a.nd olher such conducted by the facilities manager which will
soiled spaces, and a positive air pressure shall ) D
be maintained in all clean areas including bul not include examination Of,eXhaUSt fans to ef‘sure
limlted to, clean linen rooms and clean utility | they are properly working and that negative
fOOMS. air pressure is maintained ta ensure the deficient
| | practice does not recur. This corrective action
| will be monitared through the risk and quality
management program which is overseen by
This Rule is not met as evidenced by: ‘ | the Director of Patient Services.
Based on observations and testing, the facility |
failed to maintain negative air pressure in toilet |
room. | |
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~ Dwasion of Heallh Care Facillies
STATEMENT OF DEFICGIENCIES
AND PLAN OF CORRECTION

_ TNPL63515

1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER!

PRINTED: 05/09/2016
FORMAPRROVED

(X2) MULTIPLE CONStRUCTION
A. BUILDING: 02 - STATE BUILDING

(X3) DATE SURVEY
COMPLETED

B WING

05/02/2016

NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD QF MIDDLE AND EA:

STREET ADDRESS, CITY, STATE, ZIP CODE

412 D. B, TODD BOULEVARD
NASHVILLE, TN 37203

X4 D |
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES )
(EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX
REGULATORY OR LSC [DENTIFVING INFORMATION) TAG

AB18

|

AB18 Continued From page 1

The findings included:

Observation and testing on 5/2/16 at 9:37 AM,
' revealed the no negative air pressure inside the
| Staff Restroom near the surgical suite and the
I'janitorial closet in the nurse's station.

This finding was verified and acknowledged by
the CEO during the exit conference on 5/3/16.

A 901; 1200-8-10-.08 (1) Life Safety A 801
(1) Any ambulatory surgical treatment center
| which complies with the required applicable
' building and fire safety reguiations at the time the
board adopts new codes or regulations will, so
' long as such compliance is maintained (either
with or without waivers of specific provisions), be
considered to be in compliance with the
requirements of the new codes or regulations.

This Rule is not met as evidenced by:

Based on observations and document review, the |
facility failed to comply with the required
applicable building and fire safety regulations. ‘

These findings inciuded. \
1, Observation on 5/2/16 at 3:02 AM, revealed a

space heater in the exam room by the rear exit.
NFPA 101, 21.7.8 (2012 Edition)

2. Document review on 5/2/16 at 9:50 AM, i

revealed the facility failed to provide |
daocumentation for the required sensitivity testing
of the smoke detectors. NFPA 72, 14.4.6.3.2
(2010 Edition) ]

Dhwinton of Uualtty Co Facililog

STATE FORM
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PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPROPRIATE

DEFICIENCY)

(X3
CUMPLETE
DATE

1. The deficiency will be corrected by remaving  5/11/16

space heater in the exam room by the rear exit.
& The deficiency will be corrected on May 11,

| 2016. A quarterly facilities audit will be
conducted by the facilities manager which will
include verifying the absence of space heaters
throughout the building to ensure the deficient

practice does not recur. This corrective action

|

:

‘ will be monitored through the risk and quality
[ management program which is overseen by

the Director of Patient Services.

‘ 2. The deficiency will be corrected by having 6/1/16
Simplex Grinnell conduct a smcke detector

| sensitivity inspection annually. This inspegtion

| is scheduled for June 1, 2016 and the
deficiency will be corrected on this date. This
Ingpection will be added to the facility’s
contract with Simplex Grinnell to be completed
on an annual baslis ta ensure the deficient
practice does not recur. This corrective actlon
will be monitored through the risk and quality

| management program which is overseen by
tha Diracior of Pationt Survices. - — -
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AND PLAN OF CORRECTICN
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NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD OF MIDDLE AND EA:

(x4) ID SUMMARY STATEMENT OF DEFICIENCIES

PREFIX (EACH DEFICIENCY MUST BE PRECIDED BY FULL
TAG REGULATORY OR LSC IDENIEYING INt ORMATION)

A 901 Continued From page 2

3. Observation on 5/2/16 at 9:30 AM, revealed the
switch caver for the light switch near the surgery
suite door entering the waiting room was
damaged. NFPA 70, 314.28 (2011 Edition)

4. Observation on 5/2/16 at 9:39 AM, revealed a
sprinkler esculcheon plate missing in the
secondary waiting room's restroom. NFPA 13,
6.2.7 (2010 Edition)

. These findings were verified and acknowledged
| by the CEO during the exit conference on 5/2/16.
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3. The deficiency will be corrected by replacing  5/11/16
the damaged switch cover for the light switch
near the surgery suite door entering the waiting
room. The deficiency will be corrected on May
11, 2016. A quarterly facilities audit will be
conducted by the facilities manager which will
include examination of light switch covers for .
damage to ensure the deficient practice does
not recur. This corrective action will be
monitored through the risk and quality
management program which is overseen by
the Director of Patient Services.

4, The deficiency will be corrected by adding 5/11/16
an escutcheon plate to the sprinkler in the

secondary waiting room's rest room. The

deficiency will be corrected on May 11, 2016.

A quarterly facilities audit will be conducted by

the facilities manager which will include

examination of sprinklers to look for missing or;
damaged escutcheon plates to ensure the

deficient practice does not recur. This corrective

action will be monitored through the risk and ;

quallty management program which is overseen

by the Director of Patient Services.
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(*4) ) f SUMMARY STATEMENT OF DEFICIENCIES [[») PROVIDER'S PLAN OF CORREGTION (X8)
PREFIX I (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS85-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENCY)
A801 1200-8-10-.08 (1) Life Safety A 801

(N Any ambulatory surgical treatment center
which complies with the required applicable

| building and fire safety regulations at the time the
board adopts new codes or regulations will, so
long as such compliance is malntained (either

| with aor without waivers of specific provisions), be \
considered to be in compliance with the \
| requiraments of the new codes or regulations. '}g

This Rule is not met as evidenced by:
National Fire Protection Association (NFPA) 101,
8.3.5 (2012 Ed.) The provisions of 8.3.5 shall
govarn the materlals and methods of canstruction
used to protect through-penetrations and
membrane penetrations in fire walls, fire barrier ) .
walig, and fire resistance-rated horizontal :l'aﬁféerstngtw:ﬁ%ﬁtilrgg 82 9:3; /,—,,23,16' 10/18/2016
assembiies. The provisians of 8,3.5 shall not ¢ ontascl:ted Hilti F'iresto Sostems -
| apply to approved exIsting materials and methods 10/3/2016 re: unapproe/eg fire stop
of construction used to protect existing around 6 con'duils On 10/6/2016
through-penetrations and existing membrane Hilti Firestop Syst.ems was on-site
penetrations in fire walls, fire barrier walls, or fira to evaluate the 6 conduits. System
resistance-rated horizontal assemblles, unless No. F-C-2071 will be used to repair.
| otherwise required by Chapters 11 through 43.
Based on the observations, the facllity failed to Nancy Shotwell,Clinic Coordinator will
| comply with the required life safety and building create a monthly checklist to monitor the
| code regulations. 6 conduits in the phone/electrical room
[ . to prevent any unusual recurring inthe |
I The findings included: future. i
| Obsarvation on 08/27/16 at 1:20 PM, revealsd the (NFPA) 101,8.3.5 (2012 Ed) '
following penetrations in the celling of the '
electrical/phone room above panel LB: , .
: b. After the inspection on 9/27/2018.
a. unapproved flre stop around 6 conduits. Nancy Shotwell, Clinic Coordinator 9/30/2016
contacted Rhodes Electric on 9/28/2016
b. 1 unsealed metaliic flex conduit. re; 1 unsealed metallic flex conduits. _
¢. unapproved fire stop around 2 - 1/2" cables. 8“@2?! igges':;lor(rj\ﬁailslilg rf;lt;f &isam's't' I
National Fire Protectlon Assoclation (NFPA) 101, ‘ i
Division of Healll Care Faciilies - T T
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAQ REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
f DEFICIENCY)
A 801 Continued From page 1 A 801 (con't b.)Nancy Shotwell, Clinic Coordi_n-,nmI 9/30/2016
will create a monthly checklist to monitor
|8.3.5 (2012 Ed.) the phone/electrical room for any unusual
findings to prevent recurring in the future.
This finding was verifled on 08/27/16 by a staff
member from the facility. (NFPA) 101,8.3.5 {2012 Ed)
|
c. Afler the inspection on 9/27/2016. 10/18/2016

Nancy Shotwell,Clinic Coordinator
conlacted Hilti Firestop Systems on
10/3/2016 re: unapproved fire stop {
around 2-1/2" cables. On 10/6/2016
(Hilti Firestop Systems was on-site
to evaluate the fire stop around 2-1/2"
I:jnulr:s. System No. F-C-2071 will be
sed to repair.

Nancy Shotwell,Clinic Coordinator will
reate a monthly checklist to monitor the
fihe fire stop around 2-1/2" cables in the
phone/electrical room to prevent any
unusual findings from recurring in the future.,

(NFPA) 101,8.3.5 (2012 Ed)
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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
DEFICIENCY)
A 002 1200-8-10 No Deficiencies A002
This Rule is not met as evidenced by:
This facility complies with all requirements for
participation reviewed for Ambulatory Surgery
Treatment centers during the Licensure survey
completed on 9/26/16. No deficiencies were cited.
Division of Health Care Facilities
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (g OATE

STATE FORM 899 40EUN
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PRINTED: 03/30/2016

FORM APPROVED
Livigion of Health Care Facilites - -
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 77 - MEMPHIS CENTER FOR COMPLETED
REPRODUCTIVE HEALTH
- TNPL53544 B.WING = 03/28/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
1726 POPLAR AVENUE
E NTE
MEMPHIS CE R FOR REPRODUCTIVE HEA MEMPHIS, TN 38104
(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-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 002 1200-8-10 No Deficiencies i A002
This Rule is met as evidenced by:
During the survey on 3/28/16, this facility was
found to be in compliance with the Life Safety
Code requirements of the Tennessee Department
of Health, Board for Licensing Health Care
Facilities, Chapter 1200 -8-10, Standards for
: Ambulatory Surgical Treatment Centers.
|
Diasion of Heallh Gare Facilities T Wi
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (R0 LATE
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PRINTED: 04/07/2016

FORM APPROVED
Division of Health Care Facilities - : =
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; . COMPLETED
A BUILDING: _ R
TNPL53544 BWING . 03/28/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1726 POPLAR AVENUE
MEMPHIS CENTER FOR REPRODUCTIVE HEA
MEMPHIS, TN 38104
(X4) D 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)

A 002, 1200-8-10 No Deficiencies A 002

This Rule is: met as evidenced by:

This facility complies with all requirements
reviewed for Ambulatory Surgery Centers during
this licensure survey conducted 3/28/16. No
deficiencies were cited.

Division of Haallh Care Fadililies
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PRINTED: 10/05/2016

FORM APPROVED
Division of Health Care Facilities
STATEMENT OF DEFICIENCIES (X1) FROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGCTION IDENTIFICATION NUMBER: A BUILDING: D1 - MEMPHIS REGIONAL PLANNED COMPLETED
PARENTHOOD
TNPL53647 B. WiNG RECFI98RMR016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2430 POPLAR AVE 0CT 27 206
PLAN ATER MEMPH!
LANNED PARENTHOOD GREATER MEMPHIS MEMPHIS, TN 38104
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D 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) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 801| 1200-8-10-.08 (1) Life Safety A 801

(1) Any ambulatory surgical treatment center
which complies with the required applicable
building and fire safety regulations at the time the
board adopts new codes or regulations will, so
long as such compliance is maintained (either
with or without waivers of specific provisions), be
considered fo be in compliance with the
requirements of the new codes or regulations.

This Rule is not met as evidenced by:

National Fire Protection Association (NFPA) 10,
6.1.3.3.1 (2010 Ed.) Fire extinguishers shall not
be cbstructed or obscured

from view.

NFPA 101, 21.2.1 (2010 Ed.) Every aisle,
passageway, corridor, exit discharge, exit
location, and access shall be in accordance with
Chapter 7, unless otherwise modified by 21.2.2
through 21.2.11.

NFPA 101, 7.5.1.1 (2010 Ed.) Exits shall be
located, and exit access shall be arranged, so
that exits are readily accessible at all times.

Based on the observations, the facility failed to
comply with the required life safety and building
code reguiations. '

The findings included:

1. Cbservation on 09/27/16 at 2:35 PM, revealed
a fire extinguisher outside the lobby waiting room
was obstructed by an advertisement signage.
NFPA 10, 6.1.3.3.1 (2010 Ed )

2. Observation on 09/27/16 at 2:50 PM, revealad

storage of signage in the stairway.

NFPA21.2.1 (2010 Ed.) Every aisle, passageway,
corridor, exit discharge, exit location, and accass
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IDRISTIFIED AN commad
ICATED T STAFE.
BOTH CFo AND VP oF
PATIEOT SRVNES 1oy
WL TR o0 A DALY
BASIS To ELSVRE.
Tt rEFIteny Does
OCT R OR.

Ue i

Divislon of Heallh Care Faciities

STATE FORM

LABORATORY DIRECTOR'S OR F’ROWDERJSUPPUEJ} REPRE?ENT.ATNE'Srﬁ[GNATUBE TITLE
(o fg K LEO
Loy ol ole 2@
/AN

LYSR21

forlLi



PRINTED: 10/05/2016

FORM APPROVED
Division of Health Care Facilities
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: 01 - MEMPHIS REGIONAL PLANNED COMPLETED
PARENTHOOD
TNPL53547 BWING 0812712016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2430 POPLAR AVE
LANNED PARENTHOOD GREATER MEMPH
P D 2 ATER MEMPHIS MEMPHIS, TN 38104
(X4 ID SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)
A 201/ Continued From page 1 A 201

|

shall be in accordance with Chapter 7, unless
otherwise modified by 21.2 2 through 21.2.11,
NFPA 101, 7.6.1.1 (2010 Ed.) Exits shall be
located, and exit access shall be arranged, so
that exits are readily accessible at all times.

The findings were verified during the survey by

the business manager on 09/27/16.
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PRINTED: 10/05/2016
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BUILDING:
TNPL53547 S 09/27/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PLANNED PARENTHOOD GREATER MEMPHIS REGIC 2430 POPLAR AVE
MEMPHIS, TN 38104
x4 | 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)
I
A 002 1200-8-10 No Deficiencies A002
|
|
| This Rule is not met as evidenced by:
This facility complies with all requirements for
participation reviewed for Ambulatory Surgery
Treatment Centers during the Licensure survey
completed on 9/27/16. No deficiencies were cited.
|
|
Division of Health Care Facilities
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE n l< De
)
STATE FORM 6899 SOXY11 tinualibn shit



Division of Health Care Facilities

NN LL, US L 1H1EU D

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/ICLIA
HDENTIFICATION NUMBER:

TNPLEIG4T

{X2) MULTIPLE CONSTRUCTION
A. BUILDING: 01 - MEMPHIS REGIONAL PLANNED
PARENTHQQD

B-WING Sl X

{X3) DATE SURVEY
COMPLETED

03/28/2016

NAME OF PRQVIDER OR SUPPLIER

PLANNED PARENTHOOD GREATER MEMPHIS

STREET ADDRESS, CITY, STATE. ZI* CODE
2430 POPLAR AVE

MEMPHIS, TN 38104

(X4) ID

SUMMARY STATEMENT OF DEFICIENCIES

D PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

} x8)
COMPLETE

(1 Any ambulatory surgical treatment center
which complies with the required applicable
building and fire safety regulations at the time the
board adopts new codes or regulations will, s0

| long as such compliance is maintained (either

with or without waivers of specific provisions), be
considered to be in compliance with the
requirements of the new codes or regulations.

This Rule is not met as evidenced by:

Based on observations, the facility failed to
comply with the required building and fire safety
regulations.

The findings included:

| Observation on 3/28/18 at 9:30 AM, revealed

penetrations in the fire barriers in the following
locations:.

a. 4 penetrations in the ceiling of generator rcom.

b. 8 penetrations in the ceiling of 2nd floor

mechanical room.
Natianal Fire Protection Assaciation (NFPA 101,

B.3.56 2012 Edition)

These findings were acknowledged by the
administraitor during the tour on 3/28/16.

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 901 1200-8-10-.09 (1) Life Safety A 901
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PRINTED: 03/31/2016

. FORM APPROVED
Division of Health Care Facilities
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
TNPL53547 NG 03/24/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2430 POPLAR AVE
PLANNED PARENTHOOD GREATER MEMPHIS
MEMPHIS, TN 38104
(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 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
|
A 002 1200-8-10 No Deficiencies A002 |
This Rule is met as evidenced by:
This facility complies with all state licensure
requirements reviewed during this licensure
survey. No deficiencies were cited.
]
|
|
|
' ®
Division of Health Care Facilities
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (
)
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PRINTED: 10/08/2015

FORM APPROVED
Division of Health Care Facilities
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
TNPL53547 BWING — 10/05/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2430 POPLAR AVE
PLANNED PARENTHOOD GREATER MEMPHIS
MEMPHIS, TN 38104
(X4) ID 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)
A 002 1200-8-10 No Deficiencies A 002
This Rule is -met as evidenced by:
This facility complies with all State licensure
i requirements reviewed during the annual [
licensure survey.
|
|
|
|
|
|
|
i
i
)
Division of Health Care Facilities
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
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PRINTED: 02/17/2016

FORM APPROVED
Division of Health Care Fagcilities
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 01 - MEMPHIS REGIONAL PLANNED COMPLETED
PARENTHOOD R
TNPLS3547 B WING — — 01/26/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2430 POPLAR AVE
LAN TH R ME
P NED PARENTHOOD GREATE MPHIS MEMPHIS, TN 38104
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION Xs)
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 APPROFRIATE DATE
DEFICIENCY)
{A 801} 1200-8-10-.08 (1) Building Standards {A 801}

(1) An ASTC shall construct, arrange, and
maintain the condition of the physical plant and
the overall ASTC environment In such a manner
that the safety and well-being of the patients are
assured.

This Rule Is not met as evidenced by;

Based on observation, the facility falled to

malntaln the condition of the surgery canterIn a { l’\t W/ ‘1{ { wvas
manner that the safety and well-being of the

patlents were assured. (ons ‘(Yu U CJ’C({ f'rt / /QZ_;L
Aacordance with mn

The findings Included:;

[ennessee ‘
Observation of the surgery center during the D%f)ﬂ/#m ent o7
follow up survey on 1/26/16 revealed the elevator : C{
equipment room had multipie penetrations in fire f{-g_q / ‘/‘p\ Q /‘4/0” 2
rated walls covered with an unapproved fire stop
method. {(blowout patches) /0 /Q NS,

National Fire Protection Association (NFPA) 101,
39.3.2 (2000 edition).

These findings were verifled and acknowledged
by the surgery center representative during the
tour and exit conference on 1/28/16,

AMat VAl Ay Al

Divislon ot Haeallh Care F.n.llillags e
LABORATO i? DIRECTOR'S QR PROVI Lizhirwﬁnrsmmrwr S SIGNATURE TITLE (¥8) DAVE
( At ¢t /oI UmIe

STATE FO nesq EN0323 fimuanm she;] af




PRINTED: 10/21/2015
FORM APPROVED

Division of Health Care Facilities
rSTATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE GONSTRUCT} (X3) gg:!i f;a:[:zv
AND PLAN OF CORRECTICON IDENTIFICATION NUMBER: A BUILDING: 02 - STATE sulBiNG 0 2 20,5
TNPL53515 B. WING 40/07/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
. 412 D. B. TODD BOULEVARD
PLANNED PARENTHOOD OF MIDDLE AND EA' NASHVILLE, TN 37203
(X4) I I SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (Y
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE . : com;_nr.gre
IAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE D.
DEFICIENCY)
A 901

A9CY, 1200-8-10-.09 (1) Life Safety

(1) Any ambulatory surgical treatment center

| which complies with the required applicable

building and fire safety regulations at the time the

board adopls new codes of regulations will, so

fong as such compliance is maintained (either

: with or without waivers of specific provisions), be
considered to be in compliance with the
requirements of Ihe new codes or regulations.

i

This Rule is not met as evidenced by:
: Based on observalions the facility failed to
i maintain the overall environment.

. The findings include: :

1. Observation of the 1st floor mechanical room
- by staff break room on 10/7/15 at 11:33 AM,
: revealed three (3) penetrations in fire barrier.
: National Fire Protection Assaciation (NFPA) 101:
* 8.3.6.1 (2012 Edition)

2. Observation on 10/7/15 at 11:34 AM, revealed
esculcheon plates around the sprinkler loose in
 the following areas:
i a. 2nd floor stairwell (1 of 2)
b. 2nd floor hallway by waiting rcom
_¢. 2nd fioor waiting room 2 bathroom -
d. recovery room staff only closet
| & 1st floor storage room across from biohazard
| room
- NFPA13,6.2.7.1 (2010 Edition)

i 3. Observation on 10/7/15 at 11:34 AM, revealed
! the fire rating tags were painted over on the

i following door frames:

| a. 2nd floor stairwell by elevator

: b, 2nd floor laundry room.

' NFPA 80, 4.2.2 (2010 Edition)

1. The deficiency will be corrected by having 11/9/15
the area in question enclosed.

2. When building modifications are performed the

contractor will ensure the changes are in compliance

with Fire Safety-regulations. ;

3. A service call has been placed with Life Safety

and Fire Safety vendor scheduled for 10/30/15.

4. The facllity has quarterly and annual fire

inspections that can ensure this deficiency does

not reoccur.

1. The deficiency will be corrected by having Life Safety
and Fire Safety vendor Simplex Grinnell fo come
replace and or tighten escutcheon plates in each

of the areas in question. .

2. The facility has quarterly and annual fire
inspections and escutcheon plates are checked.

3. The deficiency was corrected on October, 23,2015.
4. See above answer #2

10/23/115

1. The deficiency will be corrected by having
paint removed from fire rating tags.

2. The facility will notify any future contractors
that fire rating tags should not be painted.

3. This deficiency will be corrected by

November 9, 2015. :

4, The facility will be sure that future contractors
are aware that fire tags are not to be painted..

11/9/15

Division of Heallh Care Facililies
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PRINTED: 10/21/2015

FORM APPROVED
Division of Health Care Facilities
STATEMENT OF DEFICIENCIES {X1): PROVIDE,RISUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILOING: 02 - STATE BUILDING COMPLETED
TNPL53515 B. WING 10/07/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

412 D. B. TODD BOULEVARD

PLANNED PARENTHOOD OF MIDDLE AND EA:

NASHVILLE, TN 37203

PROVIDER'S PLAN OF CORRECTION (X5}

The finding included:

' During document review on 7/10/15 at 12:31 PM,
: revealed the facility failed to conduct the following
disaster drifls during 2014,
a. tornado
b. bomb

1

: ¢. earthquake

i This finding was verified and acknowledged by
¢ facility administrator during exit canference on
| 10/07/2015.

|

410 | SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
"G | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
1 DEFICIENCY)
A901: Continued From page 1 A 801
|
i i 1. The deficiency will be corrected by having b 11/9/15
: 4. Observation on 7/10/15 at 11:41 AM, revealed service vendor West End Lock to adjust smoke.
: the following smoke doors did not latch within the doors. s Tnaeal
" door frame: 2nd floor near consultation office and N g"a“egy agd a"ré”‘g:. T i Lo noted
recovery room bathroom. NFPA 80, 6.1.4.2 (2010 peririmed and any.ceicRnCies-auRllc be no
I i CAULCRR 1 9 A atinspections.
. edition) 3. A service call is scheduled for 11-2-2015
j with West End chk.
i 5. Observation on 7/10/15 at 11:59 AM, revealed AiSeslabRiRIaclon s
' the fire doors would not latch within the door
frame in the following locations: 1st floor stairwell
| by elevator and 1st floor storage room across
from biohazard room. NFPA 80, 7.1.4 (2010
| Edition)
These findings were verified and acknowledged . 1
by facility administrator during exit conference on
| 10/07/15.
A1400; 1200-8-10-.14 Disaster Preparedness A1400 '
{ .
! This Rule is not met as evidenced by.
. Based on document review the facility failed to
. conduct disaster drilts. 1. This deficiency will be corrected by having
documented coples of the facility
disaster drills that have been conducted. 11/6/15

2. The Center Manager along with Director

of Patient Services will ensure the documentation
is filed at the facllity in addition to the original
that is currently kept on file at the administrative
office.

3. Fire safety log will be created to include °

the drills performed in 2014 as well as current
drills.

4. This cofrective action will be monitored

by Center Manager and Director of Palient
Services each will make sure that the log ket af
the facility reflects the records kept at the
administrative office.
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PRINTED: 11/05/2015

FORM APPROVED
Division of Health Care Facilities
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
TNPL53515 B. WING 40/07/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
412 D. B. TODD BOULEVARD
LANNED PARENTHOGD O DDLE AND EA!
A ARENTHOOD OF MIDDLE AND EA NASHVILLE, TN 37203
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
18G REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 407| 1200-8-10-.04 (6) Administration A 407 )
The deficient practice will be corrected by adding ! 10/30115

(6) The ambulatory surgical treatment center
shall ensure a framework for addressing issues
related to care at the end of life.

This Rule is not met as evidenced by: %
Based on interview, the facility failed to ensure a (;\
framework for addressing issues related to care /

at the end of life.

b

The findings included: o
N

1:30 PM, when asked if there was a policy "

addressing issues related to care at the end of ﬁ

life, the Director of Patient Services stated, "VWe U
don’t have anything like that here.” ]
N1

A 408 1200-8-10-.04 (7) Administration A 408

1. During an interview in the office on 10/7/15 at g

(7) The ambulatory surgical treatment center
shall provide a process that assesses pain in all
patients. There shall be an appropriate and
effective pain management program.

This Rule is not met as evidenced by.

Based on interview, the facility failed to develop
an effective pain management program.

The findings included:

1. During an interview in the office on 10/7/15 at
1:40 PM, when asked if the facility had a policy
and procedure for managing pain, the Director of
Patient Services stated, "No, we don't have
anything like that."

A420| 1200-8-10-.04 (16) Administration A 420

(16) The governing body shall provide for the
appointment, reappointment or dismissal of

a written palicy to PPMET Standard Operaling
Procedures relating to End of Life Care.

2. When PPMET annual review of Standard l
Operating Procedures is performed a review of th
End of Life policy and procedures will be reviewe
and updated as needed.

3. The policy and procedure regarding End of Life
Care

will be added to PPMET Standard Operating
Procedures by Oct. 30,2015

4. This practice will be monitored at annual review
of facilities Standard Operating Procedures.

1. The deficient practice has been corrected by
further review of facilities Medical Practice Protocpls  10/23/15
that outline Pain Managemaent for patients.
2. The facility will continue to conduct annual protacol
review and ensure all staff are familiar with any |
updates and revisions to the guidelines. Staff trainjng
will be conducted by October 23,2015.

3. This is currently in practice as the guidelines for|
pain management are in the facllities Medical
Practice Protacols which where implemented
February 2015.

4. The facility will conduct staff meeting annually
to ensure ail staff is aware of any revisions and of
updates have been addressed,

Division of Hedith Care Facilities
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A 420

AB14

Continued From page 1

members of the medical, dental, and other health
professions and provide for the granting of clinical
privileges.

This Rule is not met as evidenced by:

Based on review of credentials files, the facility
failed to produce proof the governing body had
provided for the reappointment of a member of
the medical staff and provided for the granting of
clinical priveleges for 1 of 4 (Physician #2)
physicians practicing at the facility.

The findings included:

1. Review of the credentials file for Physician #2
revealed the privileges were expired. There was
no documentation the governing body had
reappointed Physician #2 and granted clinical
privileges.

2. During an interview in the office on 10/7/15 at
2:30 PM, the Director of Patient Services verified
there was no documentation Physician #2 had

been reappointed and granted clinical privileges.

1200-8-10-.06 (1)(n) Basic Services

(1) Surgical Services.

(n) Properly executed informed consent,
advance directive, if available, and organ

donation forms, if available, must be in the patient
' s chart before surgery, except in emergencies.

This Rule is not met as evidenced by:

Division of Health Care Facilities
STATE FORM

FORM APPROVED
(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
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TNPL53515 B. WING 10/07/2015
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D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
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A 420
1. The facllity has been in direct contact with
Physician #2 to obtain verification of privileges 10/30/16
while current credentialing warehouse processes
provider information.
2. The Manager of HR will ensure credentialing of
providers is up to date by maintaining and monitoring
detailed spreadsheet that tracks credentialing due
dates including licensing and privileging.
3. The pracfice of the monitering and {racking
credentialing has begun August 20, 2015.
4. A monthly audit will be completed by the Manage;
of HR to determine that credentialing Is current for
each provider. Credentialing paperwork will be given
to providers two months in advance and paperwork
will be filed no later than thirly days prior to renewal
date.
A614 j
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A614| Continued From page 2 A614

Based on medical record review and interview,
the facility failed to have an informed consent in
the recaord for 1 of 9 (Patient #10) patients
undergoing a surgical procedure and failed to
document advanced directives and organ
donation for 2 of § (Patients #3 and 5) sampled
patients undergoing surgical procedures.

The findings included:

1. Medical record review for Patient #10
documented an admission date of [ M vith a
diagnosis of Legally induced Abortion. There was
no documentation of consent for the procedure.

During an interview in the office on 10/7/15 at
10:45 AM, the Health Center Manager stated, “It
has not been scanned into the electronic medical
record yet. 'l have to get the hard copy of the
consent.” This document was never produced
after multiple requests.

2. Medical record review for Patiegt #3
documented an admission date of with a
diagnosis of Legally Induced Abortion. There was
no documentation of an advanced directive and
organ donation for Patient #3.

3. Medical record review for Patie

documented an admission date of%with a
diagnosis of Legally Induced Abortion. There was
no documentation of an advanced directive and

organ donation for Patient #5.

4. During an interview in the office on 10/7/15 at
10:40 AM, the Health Center Manager verified

there was no documentation of advanced
| directives and organ donation statements for
Patients #3 and #5.

1. The facility will conduct additiona! staff
training to ensure proper informed consent is :
obtained and documented and that advance 10/23/15 !
directive, and argan danation information is being i
documented into the Electronic Health Record,
Additional staff has been designated to scanning
patient records to ensure this is completed in a
timely fashion.

2. Chart audit will be performed to ensure
advance directive, organ donation, and informed
consent are included in each chart. |
3. The deficlency will be completed by

Oct 23,2015 1o allow each provider to receive
training.

4. Twenty surgical charts will be audited quarterly
by the RQM Coordinator to ensure ongoing
compliance.

l

l
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A 624! Continued From page 3 A 624
A 624| 1200-8-10-.086 (1)(r) Basic Services AB24 1. The deficiency will be corrected by performing
additional provider training on completion of ;
: . operative report.
(1) Surgical Services. 2. The Center Manager will review 100% of 11-17-15
Surgical charts at the end of clinic session to
(r) An operative report describing techniques, ensure operalive report has been completed.
findings, and tissues removed or altered must be 3. This process will be implemented on
i ted immediately following surge Nov: 17,2015 0 correct JeAesnel..
written or dictate y ng surgery 4. Ongoing compliance will be monitored by a
and signed by the surgeon. quarterly audit of twenty surgical charts by the
RQM Coordinator.
This Rule is not met as evidenced by:
Based on medical record review and interview,
the facility failed to include an operative report for
2 of 9 (Patients #3 and 8) sampled patients who
had undergone surgical procedures.
The findings included:
1. Medical record review for Patient #3
documented an admission date of I with a
diagnosis of Legally Induced Abortion. There was
no documentation of an operative report for
Patient #3.
2. Medical record review for Patient #8
documented an admission date of I with 2
diagnosis of Legally Induced Abortion. There was
no documentation of an operative report for
Patient #8.
3. During an interview in the office on 10/7/15 at
10:50 AM, the Health Center Manager verified
there was no documentation of operative reports
for Patients #3 and #8.
Division of Health Care Facililies
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A1301 | Continued From page 4 A1301
A1301| 1200-8-10-.13(1) Pol. & Proced. for Health Care | A1301 |
Dec. Making 1. This deficiency will be corrected by creating
an End of Life policy to address the designation 10-19-15
: of a health care decision maker for making
(1) P_ursuant to this Rule, each ambUI?tOW health care decision for a patient who is
surgical treatment center shall mai ntain and incompetent or who lacks capacity and does nol
establish policies and procedures governing the have a living will and/or Durable Power of Attorney
designation of a health care decision-maker for ;"é’v';ﬁh d‘i"fef;-iJg;mfggﬂmiﬁugt:ﬂ:gg‘fgs and
making health care decisions for a patient who is patients at the facility upon request.
incompetent or who lacks capacity, including but 2. The facility will conduct additional staff training
not limited to allowing the withholding of CPR o ensure that it is documented in Electronic
measures from individual patients. An adult or Health Record if the patient has an advance
. . : P directive andfor living will to direct end of life care.
emaricipated minor may give an individual 3. The facility will have documents available for
instruction. The instruction may be oral or patients October 19,2015.
written. The instruction may be limited to take 4. Zhe g:ntd gf Life Pglit(:jy 1\Iilrl1|| be"rlet;/iewdeéj zrlnL;ﬂlly
N 5 4r . and upaate as needeaq. is will be added 1o the
effect only if a specified condition arises. RQM work plan.

This Rule is not met as evidenced by:

Based on interview, the facility failed to develop
policies and procedures governing the
designation of a health care decision-maker for
making health care decisions for a patient who is
incompetent or who lacks capacity.

The findings included:

1. During an interview in the office on 10/7/15 at
2:10 PM, the Director of Patient Services verified
there were no policies and procedures goveming
the designation of a health care decision-maker.

R R ——
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PROVIDER'S PLAN OF CORRECTION

clearly and canspicuously posted at every
entrance.

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to post "Na Smoking"” signs at 2 of 3 (main
entrance and staff entrance) entrances to the
facility.

The findings included:

Upon entering the facility on 10/5/15 at 9:00 AM,
it was noted that there was no signs at the public
entrance to indicate this was a "No Smoking"
area. During a tour of the facility at 12:30 PM
with the Practice Manager, it was noted there
were no signs at one of the staff entrances to the
facility that indicated this was a "No Smoking"
area,

in an interview with the Practice Manager on
10/5/15 at 1:15 PM, she verified there were no
signs at 2 of 3 entrances o indicate this was a
"No Smoking" area.

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (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 TC THE APPROPRIATE DATE
DEFICIENCY)
A 454 1200-8-10-.04(25) Administration A 454 |
{25)"No smoking" signs or the international "Na
Smoking"” symbol, consisting of a pictorial
representation of a burning cigarette enclosed in o )
a red circle with a red bar across it, shall be CHOICES Facilities Mgr 10/12/2015i

installed a “No Smoking” sign
at each of the two bidg.
entrances where they were
missing.

CHOICES Facilities Mgr

has added “check for No
Smoking signs at each clinic
entrance” to

her list of semi-annual
facilitiies inspections.
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A 801 1200-8-10-.08 (1) Building Standards A 801
(1) An ASTC shall construct, arrange, and
maintain the condition of the physical plant and
the overall ASTC environment in such a manner
that the safety and well-being of the patients are
assured. . s)
Joj24118
This Rule is not met as evidenced by: A
Based on chservation, the facility failed to
maintain the condition cf the surgery center in a
manner that the safety and well-being of the
patients were assured.
The findings included:
During the initial tour of the facility on 10/5/15, the
following areas revealed:
1. A penetration in the electrical room around a 1) After the inspection an 10/5/2016. 111212015
flexible electrical conduit. National Fire Na"tcl&sg%t‘geg' C'g‘l’c ?9"”,"1‘;:”
Protection Assaciation (NFPA) 101, 39.3.2.2 EZ?, e
(2000 edition). electrical conduit. Rhodes Electric
2. Apackaged canopy was stored in front of the will be on site to repair on 11/2/2016
electrical panel, obstructing the door. Naticnal ' Regulation 1200-8-10-8 (1)
Fire Protection Association (NFPA) 70, 110 (26) (NFPA) 101, 39.3.2.2 (2000 edition)
{a) (1999 edition).
3. The electrical panel did not have the breakers .
identified in the electrical panel. National Fire 2) After the inspection on 10/5/2015. 10/5/2015
Protection Association (NFPA) 70, 408.4 (1999 The packaged canopy was maved from
i in front of the electrical panel on

edition). . - . 10/5/2015 by Rebecca Terrell, Executive
4. An automatic hand sanitizer had been installed Director
aver the light switch in the employee break room. Regulation 1200-8-10-8 (1) ‘
Code of Federal Regulations {CFR) 416.44 (NFPA) 70, 110 (26) (a) (1999 edition) j
Condition for coverage. |
5. The combination battery back-up exit and
emergency light fixture over the waiting area i
would not illuminate when tested by the facility |

Division of Heailh Gare Faciilies
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; 3) After the inspection on 10/5/2015
A801| Continued From page 1 Asat Nancy Shotwell, Clinic Coordinator 17212015
representative. Nationa! Fire Protection contacted Rhodes Electric re: electrical
Association (NFPA) 101, 7.8, 7.9, and 7.10 (2000 panel breaker need identified. Rhodes
edition). Electric will be on site to complete on
i 114212015
6. The battery back-up exit light by by the phone Regulation 1200-8-10-08 (1)
room would not illuminate when tested by the (NFPA)70, 408.4 (1999 edition)
facility representative. National Fire Protection
Association (NFPA) 101, 7.10 {2000 edition).
7. Aformer restrocom was being used as a 4) Aftar the inspection on 10/5/2015 10/14/2015
storage room and did not have a self closing William Hart (maintenance) remaved
device to keep the door closed. (NFPA) 101, fhe automatic hand eanitizer from over
21.3.7.6 (2000 edition). the light switch in employee break
e . . room.
8. The facility could not provide documentation of Regutation 1200-8-10-08 {1)
a current sensitivity test on the smoke detectors (CFR) 416.44
since 7/189/11. National Fire Protection
Assoclation (NFPA) 72, 7.3.2.1 (1998 edition).
9. The facilty could not provide documentation . )
far the (30 second) monthly and (90 minute) ﬁ)Aﬂerg:le {ffl’f‘g'l?’? 08 331:15{12315 j0/12/2019
annual testing of the exit and emergency lighting contacted Do Sills with (Glty Fire.
fixtures. Fire Protection Association (NFPA) 101, Extinguisher Co) re: emergency light
7.9.3 {2000 edition). fixture over the waiting area would nat
illuminate, On 10/12/2015, Don Sitls
replaced batteries and lights for the fixture.
Regulation 1200-8-10-8 (1}
(NFPA) 101, 7.8, 7.9, and 7.10
{2000 adition)
6) ARer the inspection on 10/5/2015 1011272015
Nancy Shotwell, Clinic Coordinator
contacted Don Sills with (City Fire
Extinguisher Co) re: battery back-up
exit light by the phone room.
On 10/12/2015, Don Sills replaced
batteries in the back-up exit light. l
Regulation 1200-8-10-08 (1)
(NFPA) 101, 7.10 (2000 edition) ;
I
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MEMPHIS CENTER FOR REPRODUCTIVE HEA

7) After the inspection on 10/5/2015 10/26/2015
Nancy Shotwell, Clinic Coordinator
contacted William Hart (maintenance) re:
installing self clostng device to restraom.
William Hart will be on-site 10/26/2015 to
install.

| Regulation 1200-8-10-08 (1)

{NFPA) 101, 21.3.7.6 ( 2000 edition)

A 801| Continued From page 2 A 801

8) After the inspection on 10/5/2015 10/7/2015
Nancy Shotwell, Clinic Coordinator e-mail
and faxed Wanda Browning, FSS1

on 10{7/2015, providing (2014 & 2015)
documentation an current sensitivity tesl on
smoke detectors

Regulation 1200-8-10-08 (1)

(NFPA) 101, 21.3.7.6 (2000 edition)

9) After the inspection an 10/5/2016 10/12/2015
) i . Nancy Shotwell, Clinic Coordinator contacted
These findings were verified during the tour, and Don Sills with (City Fire Extinguisher Co) o
acknowledged by the facility representatives 10/12/2015 re: servicing and inspecting
during the exit conference on 10/5/15. exit and emergency lighting fixtures, monthly
and annual testing.

Regulation 1200-8-10-08 (1)

(NFPA) 101,7.9.3 (2000 edition)
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{A801)| 1200-8-10-.08 (1) Building Standards (eory |

(1) An ASTC shall construct, arrange, and )
maintain the condition of the physical plant and
the overall ASTC environment in such a manner ulls
that the safety and well-being of the patients are ilﬂ
assured.

This Rule is not met as evidenced by:

Based on observation, the facility failed fo
malntaln the condition of the surgery centerin a
manner that the safety and well-being of the
patients were assured.

The findings included:

Observatlon of the surgery center during the

follow up survey on 11/24/15 revealed the !
following:
1. Observation of the elevator equipment room Please see attached response from our |1/8/16
reveaied multiple penetrations in 3 of 4 walls. architecture firm.
National Fire Protectlon Association (NFPA) 101,
39.3.2 (2000 edition). ) .
2. Observation of the soiled storage room Service call placed for repair/ 1/8/16
revealed no exhaust fan had been provided for replacement
negative air pressure. National Fire Protection
Assoclation NFPA 80 A (1989 Edition).

These findings were verified and acknowledged
by the surgery center reprasentative during the
tour and exit conference on 11/24/15. |
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December 8, 2015

Wanda Browning

State of Tennessee Department of Health
2975 Highway 45 Bypass, Suite #C
Jackson, TN 38305

Re: Architectural Response to Life Safety Survey
Planned Parenthood of Greater Memphis
2430 Poplar Avenue, Suite 100
Memphis, TN 38112

Mrs. Browning,

In response to your letter dated November 25, 2015, | have been retained to review and
comment on the observations prepared for the aforementioned facility and conclude the
following:

item 1 — Observation of the elevator equipment room revealed multiple
penetrations in 3 of 4 walls National Fire Protection Association (NFPA) 101, 39.3.2
(2000 edition).

Response: Penetrations in the existing walls will be sealed to provide the
necessary fire protection rating per UL standards. This work will be completed prior to
January 8, 2016.

ltem 2 — Observation of the soiled storage room revealed no exhaust fan had been
provided for negative air pressure. National Fire Protection Association NFPAS0
{1999 edition).

Response: Atfter further investigation, the exhaust fan motor need replacement.
This work will be performed and completed prior to January 8, 20186.

Additionally, there was mention of the integrity of the rated assemblies as constructed in
the existing second floor shell space. Upon inspection of the information provided by the
site manager and research of rated assemblies, it is my professional opinion that the
assemblies do not jeopardize the health, safety, or welfare of the cccupants of the
building. While a specific UL assembly is not identified, the walls are believed to be
constructed in compliance with UL assembly U418. An additional layer of 5/8" Type X
gypsum has been added to the top 4” of the wall. The building has received a Certificate
of Occupancy by the City of Memphis and there are no outstanding Fire Department
deficiencies. '

Should you have any further questions regarding this firm's observations, please do not
hesitate to contact me at 903-337-8522.

Sincerely, ‘J
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DEFICIENCY)

A 801| 1200-8-10-.08 (1) Building Standards

(1) An ASTC shall construct, arrange, and
maintain the condition of the physical plant and
the overall ASTC environment in such a manner
that the safety and well-being of the patients are
assured.

This Rule is not met as evidenced by:

Based on observation, the facility failed to

| maintain the condition of the surgery center in a
manner that the safety and well-being of the

_ patients were assured.

The findings included:

Observation of the surgery center on 10/5/15

revealed the following:

/| A" Storage room doors, and doors in the paths of

(LA egress were obstructed with rubber wedges.

National Fire Protection Association (NFPA) 101,

21.2.2.3, (2000 edition).

[‘/ 2. An automatic hand sanitizer had been installed
over the light switch in the employee break room,

Code of Federal Regulations (CFR ) §416.44 (f).

3. Observation of the elevator equipment room

i revealed multiple penetrations in 3 of 4 walls.

' National Fire Protection Association (NFPA) 101,

39.3,2 (2000 edition).

| A. Observation of the corridor electrical

receptacles revealed a damaged cover located by

the elevator room door. National Fire Protection

Assoclation (NFPA) 70 B, 16-6,2 (1998 edition).

5. Observation of the facilities ceiling light

fixtures in thefollowing areas did not have bulb

protection’ the elevator rcom _1he housekeeping

c

ABO1 CORRECTIVE ACETION FOR

Mn monitoring and compliance with
survey items. Item one will be

| 1/, zj/ﬁ' monitored daily. Items 2 and 6 will

2V require no further action. Items 3,4,
and 5 have been added to PPGMR's
quarterly maintenance checklist to

monitored/timely corrected and do
not recur.

1. Wedges removed and supervisors
monitor daily for compliance

2. Contractor hired to reinstall sanitizer
3. Contractor hired to seal penetrations
4. Replaced damaged cover

5. Contractor hired to install bulb

| protection

;
Division alth Care Faciliti
!nao@ E z{?xo ‘e‘kov E RI: RESENTATIVE'S SIGNATURE 2 TE
1 ( EDRECEIV

STATE FORM =
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PREVENTION AND MONITORING:

PPGMR's VP of Finance is responsible

ensure that the deficient practices are

!

110/5/15

11/21/15

'11/21/15

|
|
\J1/5015

11/21/15

.

il




PRINTED: 10/09/2015

FORM APPROVED
Division of Health Care Facilities
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: 01 - MEMPHIS REGIONAL PLANNED COMPLETED
PARENTHOOD
TNPL53547 B. WING 10/05/2015

NAME OF PROVIDER OR SUPPLIER

2430 POPLAR AVE

PLANNED PARENTHOOD GREATER MEMPHIS MEMPHIS, TN 38104

STREET ADDRESS, CITY, STATE, ZIP CODE

X4)1p |
PREFIX
TAG

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

1D
PREFIX
TAG

(EACH CORREGTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION (X5)
COMPLETE

DATE
DEFICIENCY)

A 801

0/

Continued From page 1

rooms on the 1st and 2nd floor, and the computer
control room on the 2nd floor. National Fire
Protection Association (NFPA) 70 E, 3, 1.2.3.8
(2000 edition).

6. Cbhservation of the soiled storage room
revealed the exhaust fan was not functioning.
National Fire Protection Association NFPA 90 A
(1999 Edition).

(R Jo—
81 D iﬂ,{/‘
Gk

Based on record review, the facility failed to

provide documentation of a 4 year fire damper
inspection.

The findings included:

During the document review, the facility falled to
provide documentation that fusible link fire
dampers had been ingpected.

National Fire Protection Association NFPA 90 A
(1999 Edition).

These findings were verified and acknowledged
by the surgery center representative during the
tour and exit conference on 10/6/15.

A 801

Contractor stated the observation is a
return unit (not an exhaust fan) and is
functioning properly

Contractor performed damper
inspection and provided ,
documentation (attached), Next |
inspection due 11/1/2019

10/26/15

|
|
|

11/12/15
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Dillard

Door & Entrance Control

4 Year Fire Damper Inspection

Site Name: PPGMR Inspection Performed By: Mike Morrissett 11/12/15
Location: 2430 Poplar Report Prepared By: W. David Hobbs 11/13/15
Memphis, TN 38104 Next Inspection Due: 11/01/19
Floor: First Page: 1 of 3
Damper # Location Type Operation Result Action
025 |  Storage Fire Fuse Link ~ Pass
026 Storage Fire Fuse Link Pass B
027 Elevator Room Fire Fuse Link Pass )
028 Elevator Room Fire Fuse Link Pass i
029 Main Entrance Fire Fuse Link Pass

United
o e for Life

(901) 775-2143 Fax (901) 948-7434



Site Name: PPGMR
Location: 2430 Poplar
Memphis, TN 38104

Door & Entrance Control

4 Year Fire Damper Inspection

Inspection Performed By: Mike Morrissett 11/12/15
Report Prepared By: W. David Hobbs 11/13/15
Next Inspection Due: 11/01/19

Floor: Second Page: 2 of 3
Damper # Location ~ Type Operation Result Action

001 Women’s Bath Fire Fuse Link Pass
002 Men's Bath Fire Fuse Link Pass
003 | Middle Hallway Fire Fuse Link Pass
004 Training Room Fire Fuse Link Pass
005 Training Room ~_Fire Fuse Link Pass
006 Storage Room Fire Fuse Link Pass

- 007 Storage Room Fire Fuse Link Pass |
008 Storage Room Fire Fuse Link Pass
009 Storage Room Fire Fuse Link Pass o
010 Storage Room Fire Fuse Link Pass -
011 Storage Room Fire Fuse Link Pass | ) |
012 1* Floor Feed | Fire Fuse Link Pass -
013 Hall Southend | Fire Fuse Link Pass
014 Data Room Fire Fuse Link Pass
015 Data Room Fire Fuse Link Pass

788 East Street
Memphis, TN 38104

(901) 775-2143 Fax (901) 948-7434

United
for Life



Site Name: PPGMR

Location: 2430 Poplar
Memphis, TN 38104

Dillard

Doar & Entrance Control

4 Year Fire Damper Inspection

Inspection Performed By: Mike Morrissett 11/12/15
Report Prepared By: W. David Hobbs 11/13/15
Next Inspection Due: 11/01/19

Floor: Second Page: 3 of 3
Damper # Location Type Operation Result Action

016 Mechanical Room Combo Electric Pass
017 Mechanical Room Combo Electric Pass |
018 Mechanical Room Fire Fuse Link Pass
019 Mechanical Room Fire Fuse Link Pass
020 Mechanical Room Fire Fuse Link Pass )
021 Mechanical Room Fire Fuse Link Pass | -
022 Mechanical Room Fire Fuselink |  Pass
023 Air Handler Fire Fuse Link Pass
024 Air Handler Fire Fuse Link Pass

788 East Street

Memphis, TN 38104
(901) 775-2143 Fax (901) 948-7434

United
for Life
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A 614 1200-8-10-.06 (1)(n) Basic Services A614
(1) Surgical Services.
(n) Properly executed informed consent, ) L"’ r( QA A~ ég ?\{;th\(,\f\
advance directive, and organ donation forms (Q_Q
must be in the patient ' s chart before surgery, VQ 2w g U il
except in emergencies. (of\&f/ |

/ dO(/u,w\k-J\-‘L“\ ) 2 ach

This Rule is not met as evidenced by: n)@\\\\ va.Q,dzCLCVQ —Cord . ’ﬂ«M
. N ; nt
X
D

Based on medical record review and interview, it R .
{;"L v /\M L_Qe ~ ("‘CLJQ":(

was determined the Ambulatory Surgery Center
(ASC) failed to obtain organ donation preference
for 6 of 6 (Patients #1- 6) sampled patients. _;.\ _//L( b‘? ,‘,_oa.(g,fj L«c_ (
A I~ po c'*“’:i‘
Q(/st/‘zé E,{xv Pc‘
Medical record review for Patients #1 through 6 O = 40”“” o oA Lo
revealed no documentation of organ donation L

preference in the medical records. & d 5 J _{_\) O v /’V(-@M
During an interview on 10/20/14 at 1:45 PM the ﬂx,od M Q- 6\,\( Q4.

Clinical Manager stated she does not ask patients
if they have an organ donation preference.

-3

The findings included:

A1101] 1200-8-10-.11 (1) Records and Reports A1101

(1) The Joint Annual Report of Ambuilatory Jg (!
Surgical Treatment Centers shall be filed with the :
g Wl s Car I‘ﬂ 1ZDaey

department. The forms are furnished and mailed
to each ASTC by the department each year and ]\QW 4o 599 L
the forms must be completed and returned to the

department as required. 'S IA(L UVL’W lae (LAC‘QA -+

This Rule is not met as evidenced by:

Based on interview the facility failed to submit a q/Ln O OQ BC ﬁwb\ p (n/v~

Joint Annual Report (JAR) to the state.

The findings included: DEC 11 2@1‘%

uring an interview in the Managers officeon

Division of édith Care Facililies
LABORATORY DIRECTOR'S OR 0V|DER}5UPP(L¢|‘EE RESENTATIVE'S SIGNATURE TITLE m d
Abpell S X (00

STATE FORM 8608 BQ9111 f continual:nL
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A1101 | Continued From page 1 A1101
10/20/14, the Clinical Manager confirmed the
facility did not submit a JAR to the state. She
further stated the facility had been told they were
not required to do so.
4 -8-10- i : , * -
A1405/ 1200-8-10-.14 (2) Disaster Preparedness A1405 (T? MeET v»L/U ﬂ) &ﬂﬂ{b\n&ﬁ
(2) All facilities shall participate in the Tennessee it — & PECANE
Emergency Management Agency local/county Wi rN Em /i‘ j
emergency plan on an annual basis. Participation A &4 € AT
includes filling out and submitting a questionnaire WLWJL e ‘8‘ (
on a form to be provided by the Tennessee /ﬂ ; /}SQ_A» . / J/i\
Emergency Management Agency. Documentation ¢ '
of participation must be maintained and shall be - ,;[‘] tﬁw g
made available to survey staff as proof of Oew’f F&C‘ A ! ’m““’-‘( ¥
participation. .
. ( et ]
This Rule is not met as evidenced by: Cowt P l«’f“’J e £
Based on interview it was determined the facility : .
failed to provide documentation of participation Jo 7‘2: /ﬂA . bdw«aw‘:‘d?w\
with the Tennessee Emergency Management
Agency (TEMA). % M a.n MJ
The findings included: (JM'L?-({J&:“;’“ )\—M Le— o
During an interview in the conference room on added Hfo o1y IZ(QW (
10/20/14 at 1:45 PM, the Clinical Manager
verified the facility had not participated with CUJLJ""LS
TEMA. ‘
Division of Health Care Facilities o ° T
United
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A 818

A 901

1200-8-10-,08 (18) Building Standards

(18) It shall be demonstrated through the
submission of plans and specifications that in
each ASTC a negative air pressure shall be
maintained in the soiled utility area, toilet room,
janitor ' s closet, dishwashing and other such
soiled spaces, and a positive air pressure shall
be maintained in all clean areas including, but not
limited to, clean linen rooms and clean utility
rooms.

This Rule is not met as evidenced by:

Based on observations and testing, it was
determined the facility failed to maintain negative
pressure where required.

The finding included:

Observation and testing on 10/20/2014 at 11:08
AM, revealed the biohazard room on the first fioor
had paositive pressure.

This finding was verified by employee #1 and
acknowledged by the administrator during the exit
conference on 10/20/2014,

1200-8-10-.09 (1) Life Safety

(D Any ambulatory surgical treatment center
which complies with the required applicable
building and fire safety regulations at the time the
board adopts new codes or regulations will, so
long as such compliance is maintained (either
with or without waivers of specific provisions), be
considered to be in compliance with the
requirements of the new codes cor regulations.

A 818

A 901

TL& »).—waréa«r‘«':l ycovr OV
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A 901! Continued From page 1 A 801
This Rule is not met as evidenced by:
Based on observations, it was determined the
facility failed to maintain life safety codes where
required.
The findings included: /n/uz e ﬂ,\dﬂ,b"b, ,L ‘e
1. Observation on 10/20/2014 at 11:08AM, sh lectre & aloset Q0 )
revealed a fire extinguisher not secured in the 1st l T A leer LVEC ) L(
floor electrical closet. National Fire Protection s - {k.mu- 70t
Association (NFPA) 10, Standard for Portable L\M \:J_QV AN ALECA
Fire Extinguishers, 6.1.3.4(1), 2010 Edition. ) bhis ‘;}efw-— o b e~
dide
2. Observation on 10/20/14 at 11:12 AM, revealed Sdded du e o¥” 5
escutcheon plates were missing in the following . 4 WS‘I«—-"( McL‘}
rooms:; 2nd floor snack storage room, solled WA
laundry closet, and 2nd fioor storage room. l 1{ \\ \a.s
NFPA 13, Standard for the Installation of Sprinkler E‘D Cim l— ng\ P s )
Systems, 6.2.7.1, 2011 Edition, arowler s o |
These findings were verified by employee #1 an ST Bl gl et
acknowledge by the administrator during the exit 4 L‘ 2 “Fles ¥ ot ' a.d 0\4
conference on 10/20/2014. 20 ,loJ L,;z,-.m.ui*’ ?
& kL o 0: 'f ﬂ,_u LA b
2 Flov Sree !
of e ot e 0—34“‘ :
Th
oy et W%L(j /df{
puni T
r
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A BUILDING:
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MEMPHIS CENTER FOR REPRODUCTIVE HEA

1726 POPLAR AVENUE

MEMPHIS, TN 38104

department as required. )

This Rule is not met as evidenced by:

Based on interview, it was determined the facility
failed to ensure the Joint Annual Report (JAR)
was filed with the department.

The findings included:

During an interview on 10/15/14 at 12:00 PM the
Director of Clinical Services stated they were not
required to file a JAR. There was no evidence

the facility filed a JAR.

%Eo

N

<

lrnw the facility will prevent the same deficiency from ¢

ICHOICES Director of Clinical Services will continue to
kommunicale annually with the

TN Department of Health Division of Policy, Planning ar
lealth Statistics if JAR is not received annually as anticiy

Date Deficiency will be corrected
11/05/2014

On Going Monitoring

Completion of JAR report will be component

of Practice Manager annual evaluation.

'RECEVED
(AN 15 208

(X4) ID 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 REGULATQRY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A1101| 1200-8-10-.11 (1) Records and Reports A1101
How the Deficiency will be corrected: |
(1) The Joint Annual Report of Ambulatory Assign Completion of
Surgical Treatment Centers shall be filed with the JAR to Practice Manager.
department. The forms are furnished and mailed
fo each ASTC by the department each year and
the forms must be completed and returned to the
ceuring:

d
ated.

Division of Health Care Facilities 3
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MEMPHIS CENTER FOR REPRODUCTIVE HEA
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Division of Heaith Care Faciiities
LABORATORY DIREC :

gum REPRESENTATIVE: ?&TURE TITLE
Jé ﬁ / Evttoding Pre e

PR

STATE FORM

6809

6RER21

(%4) 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)
A 900/ 1200-8-10-.09 Life Safety AS00
i
. . _ 'RECEIVED
This Rule is not met as evidenced by:
Based on observation it was determined the
facility failed to conduct monthly inspections on 6
of 6 fire extinguishers. NFPA 10, 6.3.1
DAfter the inspection on 10/17/2014- A
The findings included: W complete waﬁk through on 10/21/2014
Zsil‘f' was performed on all fire extinguisher's. 10/21/2014
' I.U All 6 fire extinguisher's were inspected
Observation of the facility on 10/17/14 revealed @B and documented by Nancy Shotwell,
all 6 fire extinguishers had not been inspected Clinic Coordinator. The task will be
and recorded monthly on the extinguisher's tags assigned monthly by Nancy Shotwell,
since the annual fire extinguisher inspection Clinic Coordinator-
conducted on May 2014. Regulation 1200-8-10-09
NFPA 10, 6.3.1
Based on observation it was determined the
facility failed to provide ground fault circuit
interrupter receptacles serving wet areas. NFPA
70,210-8 (b) (1) ‘ After the inspection on 10/17/2014- G&R
. . Services installed ground fault circuit 10/24/2014
The findings included: interrupters in the break room area on
10/24/2014. The instaliment is a
‘Observation of the break room on 10/17/14 permanent changef/fix for the facility.
revealed the receptacles at the counter were not All maintenance will be monitored by
ground fault circuit interrupters. Nancy Shotwell, Clinic Coordinator
Regulation 1200-8-10-09
NFPA 70, 210-8 (b) (1)
|
Based on observation, it was determined the il
facility failed to maintain smoke resistant ) -
assemblies in the facility. NFPA 101, 8.3.4.3 NFPA 101, 8.3.4.3 confinued on page 2 of “'
INOricAl J

United
forLife
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A900| Continued From page 1 A 900
After the inspection on 10/17/2014- On
The findings included: 10/21/2014, Christopher Lott disassembled [10/21/2014
all 5 door stops attached to the doors,
Observation of the facility on 10/17/14 revealed 5 assigned by Nancy Shotwell, Clinic
smoke resistant doors with kick down doorstops Coordinator. All staff were informed to not
attached and in use preventing the self closing of secure the doors with a doorstop
the doors. attachment. Regulation 1200-8-10-09
NFPA 101, 8.3.4.3
Based on record review it was determined the
facility failed to provide annual testing of the fire
alarm systems. NFPA72, 7-3.2
The findings included:
During the record review on 10/17/14, the facility After the inspection on 10/17/2014- 10/29/2014
failed to provide documentation of an annual fire Nancy Shotwell, Clinic Coordinator
alarm system test. contacted Richard Roberts with Stanley
Security on,10/21/2014 to request a fire
system inspection and smoke detector
sensitivity test report. Richard Roberts
submitted report to Nancy Shotwell on
10/29/2014 via fax. Nancy Shotwell
faxed Wanda Browning, FSS1, the report
on 11/5/2014 at 9:30am. Richard Roberts
These findings were verified and acknowledged will provide Choices with an annual rgport.
by the facility director during the tour and exit Nancy Shotwell, Clinic Coordinator will
conference on 10/17/14. properly file report in life safety binder as
assigned.
Regulation 1200-8-10-09 ‘
NFPA 72, 7-3.2 |
|
o J 11 1Call
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Division of Health Care Facilities

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
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A 614 1200-8-10-.06 (1)(n) Basic Services A614
(1) Surgical Services. “’HUHL' -ﬁﬁi’n’l Mpd&kd (
! (n) Properly executed informed consent, ZI l I [6 10 W’urf’ Orﬁﬂ-”
advance directive, and organ donation forms ~J e
must be in the patient' s chart before surgery, don()r Jfﬂ‘h}.& L _Th"f Ef’m
except in emergencies. is Scan w( into our E‘)\,U?,
o | and pecors . permarend
This Rule is not met as evidenced by: . d
Based on record review and interview, it was ]76“4' Q‘F’ 4//’ wuir recor 4
determined the facility failed to ensure organ e
donation forms were properly executed before /'P‘ c0Se ST a'Hﬂ &}’)Zd
surgery for 6 of 6 (Patients #1, 2, 3, 4,5 and 6) ' .
sampled patients. ‘ﬂ"iLKL ]Q)l’m )
{ The findings included: . (,G—»(’H—z j?}}/%,,
C
| 1. Medical record review for Patients' #1, 2, 3, 4, 0\. v
5 or 6 revealed there was no information \Z@M 213
documented for organ donation information. 2 =) -
During an interview on 10/14/14 at 2:05 PM the
Vice President of Patient Services stated the
forms were not transferred to the facility's new
electronic record.
A1101] 1200-8-10-.11 (1) Records and Reports A1101 m:_mﬁ was tom P’.U‘fd o)
(1) The Joint Annual Report of Ambulatory 2{[9“5 and il be 5&‘9/711#(;
Surgical Treatment Centers shall be filed with the .
department. The forms are furnished and mailed on 2| (0[ N
to each ASTC by the department each year and
the forms must be completed and returned to the
department as required. |
This Rule is not met as evidenced by: |
Based on interview, it was determined the facility ’
failed to ensure the Joint Annual Report (JAR)
was filed with the department. ‘
°
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A1101| Continued From page 1 A1101
The findings included:
During an interview on 10/14/14 at 10:25 AM the
Vice President of patient Services stated they
were not required to file a JAR. There was no
| evidence the facility filed a JAR.
A1405 1200-8-10-.14 (2) Disaster Preparedness A1405

| (2) All facilities shall participate in the Tennessee OY\ O ('JI'D 228 lL} 20, Lf/ 5P0w

[Emergenoy Marsganent Agercy boatoouy, 7 shelbx
on & form 10 oo provided by (e Tomnessee. Courtlgs TEMA condack

of partcipation mst be maintanéd and shall Do PPame has com pledo
i ?aar’((jigi s;/ﬁlgﬁf)le to survey staff as proof of N /ﬂ’\ TEM-A'

This Rule is not met as evidenced by:

Based on interview, it was determined the facility
failed to provide evidence of participation with the
Tennessee Emergency Management Agency
(TEMA).

i The findings included:

During an interview on 10/14/14 at 1:15 PM the

Vice President of Patient Services stated they -his WS owr [ﬁ' ac ’(110 A Mlﬁeﬁ&ﬂj
had not contacted TEMA for participation.
of cuf oiencies from our
iéd’ on 10]i](4. TF was 7
recuw:d o PPLME e Qf(IS:
|
l

1
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NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD GREATER MEMPHIS
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2430 POPLAR AVE

MEMPHIS, TN 38104

D PROVIDER'S PLAN OF CORRECTION

(X5)

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
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A 900 1200-8-10-.09 Life Safety A 900

This Rule is not met as evidenced by:

Based on observation it was determined the
facility failed to conduct monthly inspections on 3
of 3 fire extinguishers. NFPA 10, 6.3.1

The findings included:

Observation of the facility on 10/17/14 revealed
all 3 of the fire extinguishers had not been
inspected and recorded for the month of
September 2014, on the extinguisher's tags since
the annual inspection on August 2014.

These findings were verified and acknowledged
by the facility director during the tour and exit
conference on 10/17/14.
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A 483 1200-8-10-.04 (24) Administration A 453

(24)All health care facilities licensed pursuant to ¢
T.C.A. §§ 68-11-201, et seq. shall post the Q:@
!

/7D d {tpvetheod
Planne ke

( PP WLLE'TB b\:\_fuJ Q’n‘{cj

following in the main public entrance:

A

(a) Contact information including statewide
toll-free number of the division of adult protective O / ’y‘b

services, and the number for the local district - A OVVEOFS
attorney ' s office; (x POS *Q A _H/\_ﬁ:{ LJ:\)(

R wper 41
(b) A statement that a person of advanced age & | '{’L—P- +)l |- Q[(—Qt s { .
who may be the victim of abuse, neglect, or g e QJJwL P" fe
exploitation may seek assistance or file a ( 0,!4"1 L J By [ niene bex
camplaint with the division concerning abuse, 3' o il e’ an éy .
neglect and exploitation; and 5 4\1 I / { an-MZf q{ M?x
(c} A statement that any persen, regardless of -—g" ‘f u.[. Lo
age, who may be the victim of domestic violence Y 5 P ‘D,,_ ad ‘h""‘ {
may call the nationwide domestic violence &_ ,rl 4+ a v sers
hotline, with that number printed in boldface type, ci»l-p ’rﬁM’-w b 1 fr
for immediate assistance and posted on a sign adva J_U_J acg WhE

no smaller than eight and one-half inches (8%") in

¥ i rQ (‘Pr.'——’l v
width and eleven inches (11") in height. V\Z.'{\m 0‘*\0 w !

sapplohetlon pray A2 b d

Postings of (a) and (b) shall be on a sign no P f Jo oo cof!
smaller than eleven inches (11") in width and qs"“’*?‘”'fﬂ L;é aal &_{ P
seventeen inches (17") in height. Copcer uahg & W’f: J ; cﬁ;
Authority: T.C.A. §§4-5-202, 4-5-204, 68-11-201 Mplont n- 7 U}XD Mjmk
uthority: T.C.A. §§4-5-202, 4-5-204, 68-11-201, . N
68-11-202, 68-11-204, 68-11-206, 68.11-209, ol b provdd - < pos:
68-11-216, and 71-6-121, L & b et S84
(L‘? 67031‘?4 [ .l-.. 5 \-_LV‘C.MQ
ot o
This Rule is not met as evidenced by: bk | 1«&1 2001} . ’ﬂ_g_ 4.»#1 d
Based on interview it was determined the facility l/y- e . H : c;:&h«]
failed to ensure the required signage was pasted > W._,:-L e O Lx |
in accordance with these regulations. bl b i adekd 0 4 {
The findings included: Py ME T #AL - f 0 [ ' }

1
Z M YITLE ;
LABORATORY DIRECTOR' ER/SUPPLIER REPRESENTATIVE'S SIGNATURE ff}@ ,"d/%‘ré’ /@ E
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A 453 i
53 | Continued From page 1 A 453 !l f 4 clusk Lo .,L:
During an interview on 6/3/13 the Director of s 1 het oo
Patient Services stated the facility did not have d ) ,ud
posted signage with statewide toll-free number of W
the division of adult protective services and the %ﬂ
number for the local district aftorney's office; a . (M
statement that a person of advanced age who de t.xf'“” o
may be the victim of abuse, neglect, or /P N\, Hha
exploitation may seek assistance or file a 4o 'H““j (J ( nwdﬁ/-l
complaint; a statement that any person, NOS L O | s~
regardless of age, who may be the victim of g{-,:lciwﬂ——v +
domestic violence may call the nationwide ard less 5L :N‘(V* gn-eay
domestic violence hotiine. s 2 bh»ﬁipegmao’he_
/s
A 454( 1200-8-10-.04(25) Administration A 454 U\'b lort o \;[0‘2"“" wﬂ:}a
. . . . \.r-"“Ll dUM “ (L b
(25)"No smaking" signs or the international "No - N-[ww LA
Smoking" symbol, consisting of a pictorial “j’tu—» N 49_‘ _‘,[_C-@ &=
representation of a burning cigarette enclosed in PR Ld G~ o>
a red circle with a red bar across it, shall be f b B wdl” ("’"
clearly and conspicuously posted at every "-"( e ~s Lad s
entrance. w l«U by Loce - 2
oz il ta fﬂ;lt-lzlq PR
i i M.a,»\ﬂ- S N
This Rule is not met as evidenced by: . MMJ. en T
Based on interview it was determined the facility Tor "”F"‘ g & C(J,et 4o 11
failed to ensure "no smoking" signs were posted ‘:os-f-” Joes é’—”"* ju:z ¥ /44_.[, +
at every entrance. POMET ;4-'»_ oy / i
@ R a
The findings included: elack-biar 4 ﬁl st Ea
3 Hwn (iié(« CEATEY
During an interview on 6/3/13 the Director of
Patient Services stated the facility was a "no (} P M é"{’ ~ \,L( Q. yeedr o 'tl)ob-}’”l:,’
smoking” facility but failed to have signs Lo, Hoaw u*lw»-’.
indicating such clearly and conspicuously posted {l,_.g (}?_QNV “ ,L( 0 Sewola he - |
at every entrance. -
rye oy e uJ_,(SL luA e
A 455| 1200-8-10-.04(26) Administration A 455 Tw “ -+ rat va g7 Kl !
e -8 P& S
{26)The facility shall develop a concise statement s paslas ol h (_ oc. /A
Division of Meallh Care Facilities o
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A 455 Continued From page 2 A4S | peay bt vinaaim sattanca

of its charity care policies and shall post such
statement in a place accessible to the public.

Authority: T.C.A. §§4-5-202, 4-5-204,
39-17-1803, 39-17-1805, 68-11-201, 68-11-202,
68-11-204, 68-11-206, 68-11-209, 68-11-216,
68-11-268, and 71-6-121.

This Rule is not met as evidenced by:

Based on interview it was determined the facility
failed to have a posted statement regarding
charity care In a place accessible to the public.

The findings included:;

During an interview on 6/3/13 the Director of

Patient Services stated the facility did offer charity '

care but did not have a sign posted of that
policy/statement in a place accessible to the
public,

-

hafyo = 1Sy 2003 /(ij\

;_/Ld( Lo ¥V e e
‘:"_Z: oot i waw
adled fo 4l PPME "f{
s Fecliby Aot
C’/[“QC’ k- bt 4‘3 prdet

_(W c{tgn.:l'a“ﬂ-' JM ast Fec—.

P

posis
Clesve

et & Q/rj"’-{'“ o
H\ ..ifL':_,"! 'fJPo\neL’o 4"‘“
B Coene ol 6::6(
pAmeT. ke f)m/&-z.:mm;

Locoded ptar €50 T
b e b fg)j?_zs.
/ﬂu- ,_;L{wm—u-cl (,:-szu.cx e GV
-f“lfv""? #0051!‘% L..—-ﬂ wj‘;
ondded 4o 142 /mej
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A 002 1200-8-10 No Deficiencies A 002

This Rule is net as evidenced by:

Based on abservations, testing, and records
review it was determined the facility had no life
safety deficiencies.

Division of Health Care Facililies W ®
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NAKE OF PROVIDER OR SUPPLIER

MEMPHIS CENTER FOR REPRODUCTIVE HEA

STREET ADDRESS, CITY, STATE, 2IP CQDE

1726 POPLAR AVENUE
MEMPHIS, TN 38104

| (16) The governing bady shall provide for the
' | appolntment, reappointment or dismissal of

. members of the medical, dental, and other health
; professions and provide for the granting of clinical
. privileges.

| This Rule is not met ag evidenced by
| Based on record review and Interview, it was
E determined the facility failed to ensure clinical
; privileges were granted for the Medical Director,

| The findings included:

,! Review of the Medical Director's employee recard
i revaaled no documentation of current clinical
| privileges.

1

. During an interview on 5/29/13 at 1:50 PM the
: Clinicatl Services Coordinator verified there was

z no documentation of the current clinical privileges
for the Medical Director,

A 438 1200-8-10-.04 (20){c)4. Administration
' {20) Infection Control,

{¢) The chief executive officer or administrator

! shall assure that an infsction control committee

¢ including members of the medical staff, nursing

. . staff and administrative statf develops guidelines

* and techniques for the prevention, surveillance,
control and reporting of facility infections. Duties

- of the committee shall include the establishment

. of:

: 4. Written procedures concerning food handling,
! laundry practices, disposal of environmentat and
: patient wastes, traffic control and visiting rules in

& 435

A435 |

(X4} 1D ! SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION *5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX {EACH CORRECTIVE ACTION SHOULD BE i COMPLETE
TAG REGULATORY OR LSC IBENTIFYING INFORMATICN) | TAG CROSS-REFERENCED TO THE ARPPROPRIATE i DATE
| DEFICIENCY) !
| .
A 420 1200-8-10-.04 (16) Adminlstration A 420 1} Clinical Services Coordinator contacted I 05/29/2013

Medical Director to request updated verificatioh of clinical
privileges,

2) E-mail correspondence verifying current,  105/29/2013
up-to-date privileges received by CHOICES Clfnical
Services Couordinator from Methadist Staff Seryices
Coordinator. See Atachment I of |

3} Director of [uman Resources ind Leadershi
will review current CHOICES pulicy and Pruce
for verifying current, updated licensure, creden
and/or certifications for all staff, contractors and

personne] employed by or eontracted to providjt: clinical
services at CHOICES to ensure that current policy
addresses systemic review of all appropriate pei-sou nel

files annully, '

4) CHOICES pulicy and procedure addressing | O'HIOHZOH
personnel, contractors and employees of CHOICES will be
amended by Leadership Team to ensure that pe"licy addresse
systemic, ongoing annual review of employee, berﬁonne! an

b 07/10/2011
dure
tialing,

contractor files.

5) Annual report regarding state of employee, pemonnel and
contractor files in regards to licensure, cettificalion and/or
credentialing as appropriate and any identified deficiencies +
be made and documented during Leadership T d;am nieeting,
2013, mesting will be scheduled to occur 09/1 172013 Meet

will be scheduled in September annually on an tngoing busiy,

lan of Correction

1) CHIOICES current policy and procedure relatbd 07/13/201
to Infection Control and 1200-8-10-.04 will be |
scheduled to occur at meeting of CHOICES infection
Control Committee. Documentation of review of
pertinent literature and findings as well as reconvim;:‘.daticn;.

of Infection Control Commiltee will be documenjecd i moetirg:

For

3

netes of Medical Services Commi !
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BREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE ¢ COMPLETE
TAG |  REGULATORY ORLSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APFROPRIATE | DATE
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: . I e
A 435% Continued From page 1 A435 | 5y CHOICES policy and procedure regarding i 0//13/2013
é high risk areas, sousces of air pollution, and Infection Control specific to operation, cleaning] and manitorfus
'  routine cuituring of autoclaves and sterilizers; as well as maintenance of autoclave will be reviéwed t0
' ensure CHOICES policy and procedure meets relevant
] This Rule Is not met as evidenced by: -, g“ific”“‘”' Sp‘“"ﬁc guidelines which will be utilized for
' Based on Cender for Diseage Contrat Guideline | review are as follows: ,
| for Disinfection and Sterilization in Healthcare a) Center for Disease Control Guideline for I')isirf'ecliun and
;I Facilities, 2008, and interview, it was determined Sterilization in Healthcare Facilities, 2008 |
the facility fa“ed.to monitor the sterlizer b) MidMark M9 Ultraclave Steam Sterilizer Instaliation and
‘ temperature during usage. X
[ Operation Manual,
The findings included: c) Nationat Abortion Federation Clinical POIicicL Committee:
. ) . Infection Prevention Policy Guidelines (20|3!Rev Septembey
| Review of the Center for Disease Conlrol 019
- . . h 200, |
| Guideline for Disinfection and Sterilization In 1) 1 Schein AutoClsve Tape product Information {LL.I-052
Heaithcare Faciliies, 2008, page 59 documented, d) Henry Schein AutoClave Tupe pro n 2
 “...sterilizers usually are monitored using a Rev A) :
. printout {or graphically) by measuting ¢) Henry Schein Self Seal Sterilization Pouch with hternal argi
' temperature, the time at the temperature, and Extemal Dndicators Praduct luformation {Cnrent Lot Versionp
i RSSSIg.. 3) Ali recommendations for amendmaents w L OR/1772013
' e . . | ¢ 3 ard) i 1 3 ol Haliey
During an interview In the conference roomon | CHOICES Policy and Procedure regarding infection contrel Toli
5/20/13 at 3:25 PM the Clinlcal Services und procedire relevant to awloclave and ste nhmimn process
! Coordinator stated there was no documentation proposed at meeting oa (1971372013 will be inc w_wmsmd and
| of the temperature the autoclave digitally reads documented as amendments to ¢urrent CHOICES Infection Chntrol
' during usage. policy and Procedure. Clinical Services C.oordin'_ator will be
. charged with incorporating any recommendations for amendnjunt:
' 8.10- ini A 436 . ) x
5 436: 1200-8-10-.04 (20)(c)5. Administration and presenting draft of updated policy and procedure at Medidal
[ (20) Infaction Control. Services Committee Meeting scheduled for August 2013,
Anticipate review and final approval of updated policy and
(C) The chief executive officer or administrator procedure by both Medical Director and Infeclion Control
I shall assure that an infection control committee Committee by 08/17/2013.
i including members of the medical staff, nursing 2) Annual FCHOICES poli d oy d e Aveust bi13
; staff and administrative staff develops guldehnes ) Annual review o policy and procety g
| and techniques for the prevention, surveillance, related to Infection Control and specifically to A,urocl(wc and
| control and reporting of facility infections. Duties Sterilization process will be scheduled to occuranmualiy by Alizi-l
 of the committee shall include the establishment on-going. Amendments to CHOICES policy to{Infcction Conjrol
: of: or procedures will be conducted necording to CHOICHS policy uo
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|
:

H

1

'
1
H
|
'

! 5, Alog of Incidents related to infectious and
 communicable diseases,

Thia Rule is nof met as evidenced by:

[ The findings included: |

! the facility.

Based on interview, it was determined the facility
i failed to ensure it maintained a log of incidents
! related to infectious and communicable diseases.

During an interview in the conference room on !
¢ 5/29/13 at 3:35 PM the Clinical Services |
{ Coordinator stated there was no log of incidents

related to infections and communicable diseases
due to the nature of the procedures performed at

Y W RN

1) Documentation of CHOICES Infection Rcvlig,w Comnutf

review of infection incidents (no reported incidents) was sh
to inspector a1 time of site visit, ;
2) CLIQICLES current policy and procedure ! 07/13/2013

related to Infection control specific to ]200-8-%10-.04{20]0:4 5

WV

will be reviewed during Medical Service Comjnitiee Meetin;: by

Medical Director and Infection Contral Committee to ensw

* that

policy and procedure appropriately addresses fegulation spdcilic

to log of incidents related to infections and communicable
discases. !

3) Clinical Services Coordinator will be chargcd with
coordinating and drafting any recommended chqnges identi
by CHOCIES Infection Contro} Committee and updating ¢t
CHOICES Infection Control Policy and Procetlure for revi¢
and approval by Medical Director, Medical Services Comn
and Infection Control Commitiee by 08/17/2013.

4) Clinical Services Coordinator will report qdlarterly o
Infection Control Committee during Medical Services
Commiltee Mecting en any incidents related to inlections o
commumicable diseases. Documentation of report, review ;
findings as wel) as any additions} recommenditions by Infe
Control Commitice will be in CHOICLS Medical Services
Comittee Meeting notes, :

5) Annbuai review of CHOICES infection ConLrul Policy an

1l

rretil

-

il

00

procedure as well as amiual review of prcvmu{ year reporf fiil

be scheduled to occur annually during ‘hplunber Medicat
Services Committee Meeting.
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A1401| 1200-8-10-.14 (1){a) Disaster Preparedness Atgg] |(1) CHOICES has scheduled staffainings for | 07/10/23
: - Disasler preparedness: Fire Safety
) The administration of every faa’ﬁly shall have Pracedure for 2013, Training will be conducted
in effect and avaitable for alf SUPEIVISOTY by Director of Purchasing & Facilities.
persannel and staff, written coples of the Stalf altendance will be documented alang with
foliowing required disaster plans for the detailed log of aganda and topics covered.

protection of all persons in the event of fire and
other emargencias for evacuation to areas of CHOICES current policy on staff Irainings,
refuge and/or evacuation from the building. A i) [ Individual staff not in attandance will be
detailed fog with staff signatures of training required to review and document review of
received shall be malntained. Alf employees shall st CHOICES Fire Safety Disaster Training

{2 ) Nonaliendance will be managad according o 07/10/13

oy

P

be trained annuatly as required in the following manual in aceordance wilh CHOICES policy.
plans and shall be kept Inforned with respect to o
(3) CHOICES has conducted Fire Drilis on 3/21/13 j07/10/13
their duties under the plans. Acopy of the plans and 6413, and additional quartery drills
and the specific emetgency numbers related o have bean scheduled, These have and will be

that iype of disasber shall be readily avallable at

conducted by the Diraclor of Purchasing &
all times. Each of the follawing plans shall be Y y

Facilitias. Unannounced drills have also been

exercised annualfy: scheduled for 2013 for a tolal of 1 Fire drill per
2 uarler a in: uirements o

(8) Fire Safety Procedures Plan shall Include: o

1. Minor fires; (4) CHOICES has scheduled a review to revise our | 0771013
policias and procedures related lo Disasler

2 Major fires; Preparedness for 2013. This review and revision
will be conducted by the Leadarship

3. Fighting the fire, " Team. The Directar of of Purchasing and FacililieL;
will raport to the Leadership Team all dates for

4. Evacuation procedures, frainings, dril's and any deficiencies
for the year. Non-compliance by any employee

§. Siaff functions. will be managed acconding to CHOICES Employee

Review policy and will be reflected in staff
annual reviews per CHOICES policy. Any

This Rula Is not met es evidenced by: amendments or deficiencies identified by

Based on observations duting the record review the Director of Purchasing and Faciliias ar during

on 5729113, the faciiity failed fo conduct fire drills Leadarship Team's reviaw of CHOICES policies

in every quarter of 2012. will be reflected in Leadership Team meating notds
. and will be amended and/or a plan of

The findings Included: N correction implemented and reviewed annually, i

During the fire drill record reviaw, the feciitty did !

nat have a fire drilis during the 2nd and 3rd

7 {
Biviston of Heallh Care Faciities pm— = 7
/wa’ / ﬂ\/\/\-/ / m %{—{( B OI.’“._"A{\?!.WJ‘.'
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A1401| Continued From page 1 A1401
quarters of the year 2012.
. {h1404 _
M‘“’" 1200-8-10-.14 (1)(d) Disaster Preparadness AMBE (1) CHOICES has scheduled a staff training for | 07/10/23
. Disaster Preparedness: Earhquake Safety

{1) The administration of every facility shall have
in effect and available for all supervisory
personnel and staoff, written coples of the
following required disaster plans for the

Procedure for 2013, Training will be conductad
by the Director of Purchasing and Facilities. Staff
attendance will be documentad wilh slaff
signatures along wilh a detailed log of training

protection of all persons in the event of fire and i “aganda and topics.

other emergencies for evacuation to areas of

rafuge and/or evacuation fromn the building. A (2) Earthquake Safety Training

detalled log with staff signatures of fraining attendance is mandatory. Gagaage
received shall be maintained. All employees shall| . Nonattendance will be managed

be trained annually as required in the foliowing acconding to CHOICES paticy on staff
plans and shall be kept informed with réspect to fraining. Individual staff not in

thelr duties under the plans. Acopy of the plans attendance will be required ta updale
and the specific emergency numbers related to training by reviewing and decumenting
that type of disaster shall be readily available at review of CHOICES Earthquake Safety
all imes. Each of the following plans ghall be Disastar Praparedness Training Manual
exervised annually: according ta CHOICES pelicy.

Earthquake Disaster Procedures Plan:
@ q (3) Earthquake drills have been scheduled for 2013 | D7/10/13

1. Staff duties; and training will be conducted by the Director of
Purchasing and Facilities.

2. Evacuation procedures;

0710113
. = 4) A review of CHOICES policy and
3. Safety proced (
P ures: procedures related to Disaster
senvices Preparedness has been scheduled to
4. Emergency be conducted by the Leadership Team.
Director of Purchasing and Facilities
will reporl to Leadarship
determined the facility failed to conduct disaster required tralning and safaly drils
drills during 2012 as well as slaff attendance at each
uring . session, Nonattendance will be managed
. . according to CHOICES policy on staff
The findings included: training. Individual staff not in |
During the record review on 5/29/13, the facillty afiSniance wiklEs iSquilSdiolipdate i
£
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A1404| Continued From page 2 A1404 | A1404 (4) Continued *
failed fo conduct a earthquake drlll during the training by raviewing and decumenting review of
2012 year. CHOICES Earlhquake Salety Disaster Preparednesg
Training Manual accosding to CHOICES policy. Any
The finding was acknowiedged by the Assistant amendments or deficiencies idantified by the Direclo
Administrator at the exit intesview. - of Purchasing and Faciliies or during Leadership Team's
raview of CHOICES Disaster Praparedness policies
A1405 1200-8-10-.14 (2) Disaster Pmparadneas A1405 will be reflecled in Leadership Team meeting notes and
will be amended and/or a plan of correction
(2) Al faciities shall parficipate In the Tennessee implemented immediately & reviewed annually.
Emergency Management Agency local/county A1405
emergency plan on an annual basis. Pariicipation (1) Contactad Shelby County Chairman of TN 05/29/13
inciudes filling out atfd submitiing a questionnalre Emergancy Praparedness by telephone, requesl
on a form to be provided by the Tennessee information ref Regulation 1200-8-10-14(2)
Emergency Management Agency. Documentation (2) Contacted Direclor of TN Emergancy Managemerl 7/02/13
of particlpation must be maintained and shall be by tefephone, requested information re/ Regulaliof
made available to survey stalf as proof of 1200-8-10-14{2)
participation. . (3) Received and completed Basic Heallh Case Facilly 07/02/13
Survay form and submitted 1o Dicector of TN
Eme M ment {See atlachment 1, 1 of i
This Rule Is not met as evidenced by: pagef: ncy Management (Sse alia
Based 9" cbservations On 5/28/1 3'.|t.was (4) Reviewed infarmation and report regarding 07/10/13
dotetgzed ﬂ;;feadr‘:y hﬁt:nmmﬁt?én a Regulation 1200-8-10-14(2} and foliow up steps.
local nty rgency p a annual basis. Scheduled review wilh Leadership Team along
i . with draft of policy o address regulation. Review
The findings included: will be documented in Leadership Team mig nm:l
During therecord e on 2145, h ity g e P
did not have documentation showing participation basi i
i asis by L.eadership Team, Any amendments
in the Tennessee Emergency Management AR ) g
locallcounty emergency P‘ an on an ar deficiencies identified by the Director of Purchaging and
gancy Eailities or during Leadership Team's review of CHOICES
annual basls. ; i -
Disaster Praparedness policies will be reflacted in
The finding was acknowledge by the Assistant L“d:drs:'p:d‘ja"‘ m?"”“? i And waipe
Administrator at the exit inbsrview on 5/29/13. amended and/or a plan of carrecion
implemented immadiately & reviewed annually.
= |
| |
|
|
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(16) The governing body shall provide for the
- appointment, reappointment or dismissal of
members of the medical, dental, and other health -
- professions and provide for the granting of clinical
- privileges.

- This Rule is not met as evidenced by:
Based on record review and interview, it was

- determined the facility failed to ensure clinical
privileges were granted for the Medical Director.

The findings included:

. Review of the Medical Director's employee record
“ revealed no documentation of current clinical
! privileges.

- During an interview on 5/28/13 at 2:25 PM the
Vice President of Patient Services verified there
was no documentation of the current clinical

' privileges for the Medical Director.

A 624

A 624" 1200-8-10-.06 (1)(p)3. Basic Services
(1) Surgical Services.

(p) A crash cart must be available and include at
" a minimum the following medication and supplies:
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[
PLANNED PARENTHOOD GREATER MEMPHIS MEMPHIS, TN 38104
XHo SUMMARY STATEMENT OF DEEICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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A 420 1200-8-10-.04 (16} Administration A 420

hed 01 copyF chmeal

please &6 acHae A

privileses for Dr-

ny wis on batk ooter Wrnugy.
ﬂzo ﬂmdar, but 1 rioW in .5?‘%,6?‘?,
The vendor 15 mﬁ‘ﬂj Fhe. Aivepnm

3. atropine 0.1 mg/mi 0. UMJ* //)?/ a/?éjf/’ 6/?0&'[/&( b& ﬂ;L
weme 1o "W'f Shar SNE/13 in r
This Rule is not met as evidenced by: our CrApsh Ca/77
Based on observation and interview, it was )
determined the facility failed to have atropine on
the crash cart. s
= o 'f\ :
ivisi Care Facilit
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A 624 Continued From page 1 ' A624
' The findings included:

. 1. Observations of the crash cart contents
5/28/13 at 1:40 PM revealed there was no
atropine available.

- 2. During an interview in the recovery room area

~on 5/28/13 at 1:55 PM the Nurse Practitioner .
(NP) verified there was no atropine available for

{ emergency use. The NP stated, "...on back
order..."

A626' 1200-8-10-.08 (1)(p)5. Basic Services " A626 PP wi I dewelop G r t0lo ( S @%"'7
(1) Surgical Services. L e HJ]’(._"A- Wﬂfﬂ&ﬂ cart dr %S

(P} A crash cart must be available and include at ' and whu we L’/KC[ ude Cl:'{m‘biﬂ @/’110{7 140,
a minimum the following medication and supplies: "ﬂ’nj rD’fD{‘O | Wi l ] h”z YeNieWéd on .

5. calcium chioride 10%; 10mi amp Q,OPmVZCJ by she Medical Dnvafz?g fg?d
3 2 ;
the (6D by Seplember 19, 27%

This Rule is not met as evidenced by: ;gw&f 4G
Based on observation and interview, it was : Thi 5 orotoc ol wil I D:b (87:;1!/ M&d‘ i
determined the facility failed to have caicium

v/ | updm‘ﬂl ann “&’5 Y,

chloride available on the crash cart.

The findings included: Direchor.

1. Observations of the crash cart contents
5/28/13 at 1:40 PM revealed there was no
calcium chloride available.

- 2. During an interview in the recovery room area
on 5/28/13 at 1:55 PM the Nurse Praclitioner

. verified there was no calcium chloride available
: for emergency use.

Division of Heallh Care Facilities ®
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A 628 Continued From page 2 A8 oos me will dp H?JOﬂ & Orvtscs l
A 628 1200-8-10-, 7. i i A 628
00-8-10-.06 (1)(p)7. Basic Services : 6{204# 'ﬂj}’ Yhe, npﬁ Lm/é’é{ e Cn@
(1) Surgical Services, Car¥ / drags on d why we &oludes
- (p) Acrash car; must be available and include at éﬁjﬂnﬁr) Thes pro (,’[d/f will ﬂfﬁ/{{ ﬂ/ y
' a minimum the ollowing medication and suppiles i W / T % 1- (48
i revi andl 0P
7.
dilantin (phentoin) D{ffﬁ?‘ﬂf"dﬁd dfa by J) /
013, This protteal will ke revs jere
This Rule is not met as evidenced by: // h M& /
Based on observation and interview, it was M{ M[/M[/ Apird @ w
determined the facility failed to have dilantin .
- available on the crash cart. ‘) ﬁ@@f‘,
- The findings included:
- 1. Observations of the crash cart contents ,
: 85/28/13 at 1:40 PM revealed there was no dilantin
i available.
2. During an interview in the recovery room area "
on 5/28/13 at 1:55 PM the Nurse Practitioner
verified there was no dilantin available for ;
emergency use.
A 629 1200-8-10-.06 (1)(p)8. Basic Services L as  \0peme i)l M/Z}MJ ‘ﬂ"ﬂ‘ IR, / q ”1’/‘:
_ _ L e t(lﬂ" cner .
- (1) Surgical Services. FW Q{d/ 0pdm:r29- Tht
{p) A crash cart must be available and include at 1’0'/ Wi / be mﬁdﬂf and d){
a minimum the following medication and supplies: P (g . [)4 4 t?_/ (’D /’Fd?b’ v
- 8. dopamine eFf
P 2//15/;3 ‘7?:.«; ool il bé Grieney/
w
. This Rule is not met as evidenced by: ﬂﬁé{ éa/jl‘mnw? f
Based on observation and interview, it was : j
determined the facility failed to have dopamine M{d( M/ ‘D} re
. available on the crash cart,
Division of Health Care Facilities -
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A 629. Continued From page 3

" The findings included:

1. Observations of the crash cart contents
5/28/13 at 1:40 PM revealed there was no
dopamine available.

on 5/28/13 at 1:55 PM the Nurse Practitioner
. verified there was no dopamine available for
- emergency use.

A 630. 1200-8-10-.06 (1)(p)9. Basic Services

* {1} Surgical Services.

9. heparin

" This Rule is not met as evidenced by:

: Based on observation and interview, it was
determined the facility failed to have heparin

~ available on the crash cart.

The findings included:

1. Observations of the crash cart contents
5/28/13 at 1:40 PM revealed there was no
heparin available.

- on 5/28/13 at 1:55 PM the Nurse Practitioner
* verified there was no heparin available for
., ernergency use.

2. During an interview in the recovery room area

_(p) A crash cart must be available and include at
" a minimum the following medication and supplies:

2. During an interview in the recovery room area

© AB29

A ppem . il m/o,m ,%/m/
ey T e cludld
(A a v
izzrgr {‘2;“: W?’ULJZ’;/ will be f&WM.J)/
and appro Mo Mudital Direchr
ve£D by a/15/)3. Thys b/
mil bt reviewed andl WM/
qnrunlly by e Usdeal Diredtly

)
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A 631. Continued From page 4 A 631 %m‘e FW// dgm/gf?d W/M/ Jﬂa y /ﬁl
A 631 1200-8-10-.06 (1)(p)10. Basic Services - AB31

(1) Surgical Services.

{p} A crash cart must be available and include at

- 10. inderal (proprandolot)

- This Rule is not met as evidenced by:

. Based on observation and interview, it was
determined the facility failed to have inderal
availabie on the crash cart.

* The findings included:

1. Observations of the crash cart contents

5/28/M13 at 1:40 PM revealed there was no inderal
available,

on 5/28/13 at 1:55 PM the Nurse Practitioner
; verified there was no inderal available for
emergency use.

A 632 1200-8-10-.06 (1){p)11. Basic Services
(1) Surgical Services.

{p) A crash cart must be available and include at

11. isuprel

' a minimum the following medication and supplies::

: 2. During an interview in the recovery room area :

A 632

" a minimum the following medication and supplies:’

%.Wm’ //@ﬂ@ dan- dm
vral ml

Saelyded. 7
\ﬂ}’pfggp/ﬂ///tb f&VIW Mﬁﬁq@ﬂ.’l/
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A 632: Continued From page 5

| This Rule is not met as evidenced by:

" Based on observation and interview, it was

- determined the facility failed to have isuprel
available on the crash cart.

The findings included:

1. Observations of the crash cart contents
5/28/13 at 1:40 PM revealed there was no isuprel
available.

2. During an interview in the recovery room area
_on 5/28/13 at 1:556 PM the Nurse Practitioner
: verified there was o isuprel available for
' emergency use.

A 633 1200-8-10-.06 (1)(p)12. Basic Services

(1) Surgical Services.

(p) A crash cart must be available and include at
a minimum the following medication and supplies:

: 12. lanoxin {digoxin)

This Rule is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to have lanoxin
available on the crash cart.

* The findings included:

: 1. Observations of the crash cart contents
. 5/28/13 at 1:40 PM revealed there was no lanoxin

. A632

A 633
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A 633 Continued From page 6 - AB33
available.
2. During an interview in the recovery room area
on 5/28/13 at 1:55 PM the Nurse Practitioner
verified there was no lanoxin available for
emergency use.
. : /i
A 634 1200-8-10-.06 (1){p)13. Basic Services A | PPAMR will dewelop 4 mel)@{ SR 0{7 f&)
rugs
(1) Surgical Services, Hhe reg uived Cerency (’ﬂ_r-»“d‘i )
(M A h cart th ilable and include at a”[l hfj we QKC’UMQZ{ La&f{ o~
M A crash cart must be available and include a g . roveA
a minimum the following medication and supplies: ?}'OJrOCO will be revewe ‘{ ol app
f ; byi i Mectiend Direcior +CE057 ,
" 13. lasix (furosemide : g .
| ( ) !  This orolocol il ke rediewed
qlisiis: §
and Jor updeded dmn:m/{y bj e
This Rule is not met as evidenced by: R
. Based on observation and interview, it was Modibai Dire el
* determined the facility failed to have lasix
available on the crash cart.
The findings included:
1. Observations of the crash cart contents
5/28/13 at 1:40 PM revealed there was no lasix
available.
2. During an interview in the recovery room area
: on 5/28/13 at 1:55 PM the Nurse Practitioner
verified there was no lasix available for
emergency use. , ﬁ
: s ol Gpéerymg
A 635 1200-8-10-,06 (1)(p)14. Basic Services A 635 PP@Mﬂ wrfl (&V/ﬁ [oﬂ df dij ‘55 V,,ﬂ_"?}mg?
) Cﬂr ) \ A i
" 1. Surgical Services. -ﬂ’iﬂ/ﬂ’ !(!”ff; %{w 777/3#)? /) dﬁf TN ¢
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| (p) A crash cart must be available and inc vevieweld and WVZJW[/ JW Diverdor
Division of Heallh Care Facilities

STATE FORM

04590

PI6M11

United
for Life



Division of Health Care Facilities

PRINTED: 05/31/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTICN (X3) DATE SURVEY
AND PLAN OF CORRECTION ICENTIFICATION NUMBER: . COMPLETEOD
A. BUILDING:
TNPL53547 B. WING 05/28/2013

NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD GREATER MEMPHIS

STREET ADDRESS, CITY, STATE, ZIP CODE

2430 POPLAR AVE
MEMPHIS, TN 38104

{X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

A 636

A B35

Continued From page 7

~a minimum the following medication and supplies:

| 14, xylocaine (lidocaine)

This Rule is not met as evidenced by:

- Based on observation and interview, it was

determined the facility failed to have xylocaine

: avaitable on the crash cart.
The findings included:

" 1. Observations of the crash cart contents
* 528113 at 1:40 PM revealed there was no

xylocaine available.

2. During an interview in the recovery room area
on 5/28/13 at 1:55 PM the Nurse Practitioner '
verified there was no xylocaine available for
emergency use.

1200-8-10-.06 (1)(p}15. Basic Setvices

1. Surgical Services.

(p) A crash cart must be available and include at

a minimum the following medication and supplies:

15. magnesium sulfate 50%

This Rule is not met as evidenced by:
Based on observation and interview, it was

determined the facility failed to have magnesium

sulfate available on the crash cart.

The findings included:

A 635

A 636
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A 836 Continued From page 8

1. Observations of the crash cart contents
- 5/28/13 at 1:40 PM revealed there was no
magnesium sulfate available.

on 5/28/13 at 1:55 PM the Nurse Practitioner
verified there was no magnesium sulfate
available for emergency use.

A 638 1200-8-10-.06 (1)(p)17. Basic Services

_ (1) Surgical Services.

17. pronestyl {procainaimide)

. This Rule is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to have pronestyl
available on the crash cart.

The findings included:

1. Observations of the crash cart contents
5/28/13 at 1:40 PM revealed there was no
pronestyl available.

on 5/28/13 at 1:55 PM the Nusse Practitioner
verified there was no pronestyl available for
emergency use.

A 639 1200-8-10-.06 (1)(p)18. Basic Services

' (p) A crash cart must be available and include at
. @ minimum the following medication and supplies:

' AB36

2. During an interview in the recovery room area -

2. During an interview in the recovery room area

A 638

A B39
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A 639° Continued From page 9 A B39
(1) Surgical Services, ¢ J
{p) A crash cart must be avaitable and include at . T
a minimum the following medication and supplies:; ‘ -
I Sudium Bitarbprade 15 iV Hoemngry
18. sodium bicarbonate 50 mEg/50ml ; 0 L Mﬁ
orash Cars au’rwhd)@ PPGIMK..
" This Rule is not met as evidenced by:
: Based on abservation and interview, it was
- determined the facility failed to have sodium
i bicarbonate available on the crash cart.
The findings included:
1. Observations of the crash car contents )
* 528113 at 1:40 PM revealed there was no sodium'
bicarbonate available.
2. During an interview in the recovery room area
.on 5/28/13 at 1:55 PM the Nurse Practitioner
verified there was no sodium bicarbonate
available for emergency use.
A 640 1200-8-10-.06 (1)(p)19. Basic Services A6t | ppami will Aﬂ{ﬂﬂpa, pmfﬂéol ép{cl-fzm
o AL vequictd Crash Lot drigs and v
(1) Surgical Services. - - ; l \777 e/
Wi exeludtd Solu-udro !« /
' (p) A crash cart must be available and include at . mll be my;‘emz’/ and 4 f}‘?ﬂ’{
. a minimum the following medication and supplies: . : 3
bj e CED. Th prufam/ wil b&
19. solu-medrol {methylprednisolone) MW 4n ({ /a,- W[{Md arnp
' %ﬁ@. Usdh tad Direttor.
This Rule is not met as evidenced by:
- Based on observation and interview, it was _
. determined the facility failed to have solu-medrol |
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(p) A crash cart must be available and include at

20. verapamil hydrochloride

This Rule is not met as evidenced by:

' Based on observation and interview, it was
determined the facility failed to have verapamil
hydrochloride available on the crash cart.

The findings included:
1. Observations of the crash cart contenis

5/28/13 at 140 PM revealed there was no
verapamil hydrochloride available.

"on 5/28/13 at 1:55 PM the Nurse Practitioner
- verified there was no verapamil hydrochloride
available for emergency use.

a minimum the following medication and supplies:

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFSCATION NUMBER: A. BUILDING: COMPLETED
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A 640" Continued From page 10 © AB40
available on the crash cart.
~ The findings included:
1. Observations of the crash cart contents
5/28/13 at 1:40 PM revealed there was no
solu-medrel available.
2. During an interview in the recovery room area
- on 5/28/13 at 1:55 PM the Nurse Practitioner
! verified there was no solu-medrol available for
emergency use.
A 641 1200-8-10-.06 (1)(p)20. Basic Services S asat | PPGMR Wil dowe | op L p'm:‘ﬂ tof speci ;9,
| o Sa m rguintd] cmb lark dridgd e 1)
{1) Surgical Services. A /
brapami] drd d/} ZW

. 2. During an interview in the recovery room area -
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A 002 1200-8-10 No Deficiencies A 002
This Rule is not met as evidenced by:
During the annual survey on 5/28/13, this facility
was found to be in compliance with the Life
Safety Code requirements of the Tennessee
Department of Health, Board for Licensing Health
Care Facilities, Chapter 1200-8-10.
|
|
|
|
|
|
|
|
|
X
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A 614 1200-8-10-.06 (1)(n) Basic Services A 614 -
(1){n) Q\ PPME’T [,u"l}[ (JE»V@‘J\PM
£ 4 5
1) Surgical Services. - x
(M g \k'\'\\rx Ode‘a,v-c.Q QL‘,—Q.:,'{W.\.'-C @~
(n) Properly executed informed consent, oram,,_ demetior Jorm.-

must be in the patient ' s chart before surgery,

advance directive, and organ donation forms
except in emergencies. g

%)m—\—h V'-'LJVQ b}l Y‘G'(u“éé wji&l[’\

%y R Ge =~ ?\Lt—g i){ O_,.,\..c[{
This Rule is not met as evidenced by: "\‘"{'M

Based on medical record review and interview, it las (f.p_,qtum
was determined the facility failed to execute Lus T""“ w A

advance directive and organ donation forms for 6

of 6 (Patient #1, 2, 3, 4, 5, and 6) sampled ‘:wh % Zi’}lz ~D ; "Wu
patients, lhoe o P A ‘,Z’ Ve
 The findings included: ?.,uﬂ'{é/v'% o,fu..,{ M‘-‘J\‘I‘

1. Medical record review for Patients #1, 2, 3, 4,
5, and 6 did not document if the patients had
advance directives or if they were organ donors.

2. During an interview in the Vice President of

- Patient Services office on 11/8/11 at 3:00 PM, the
| Nurse Practitioner stated the clinic did not ask
about advance directives or organ donation due
to the age of the patients served.

A 626/ 1200-8-10-.06 (1)(p)5. Basic Services A 626 ﬂ?n’\t T watk dw,o,bwa pﬂ‘}‘xa{
. iEes] NS He w\""e—‘;
(1) Surgical Services AL ‘) Je Hf) A

(p) A crash cart must be available and include at W‘Aﬂ/‘“ ot 'J"""'dd
a minimum the following medication and supplies: \uk R 5 C,L, de C,_[ SR |
5. calcium chioride 10%; 10ml amp lehn Yo 10%. Sl pm—lﬁcu( |
WA e yeviewed @d approvest |
This Rule is not met as evidenced by: by ¥ Pedoad Dircter @H“‘! | {
"B’Emﬁd on observation and jaterview, it was _lL.L QEO by qw[ 7012 -—-L‘“” . '
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A 626 | Continued From page 1 A 626 (,anca( oA bs XY Coed
determined the facility failed to have calcium ord M.?J--J-’d a/wv»%uﬁ ""1
| chioride avallable on the crash cart. e Medin 0§ P
The findings included:
1. Observations of the crash cart contents in the
recovery area on 11/8/11 at 2:40 PM revealed
there was no calcium chloride available.
2. During an interview in the recovery room area
on 11/8/11 at 2:45 PM the Nurse Practitioner
verified there was no calcium chloride available
far emergency use.
A 627| 1200-8-10-.06 (1)(p)6. Basic Services A 627 PP WET a»il_l ‘iﬂ""""&i’ ” p“{w,L
(1) Surgical Services. 0.{19 (,«b;r,.;‘ +Aa v—"?l.,\.twcl 0 i\kﬁrglwu\
@i ladz
(p) A crash cart must be available and include at CeA S wg “”L"\ o e
a minimum the following medication and supplies: CLP;C - «g{) %
6. dextrose. 50% Alza prrat bo yoviwed
’ ﬂ, 4 b _,rL, l'l/uael-:u—»c
el epoveved oy e
_b\'ﬁ..’i’“ el o Ceo g‘""(:
This Rule is not met as evidenced by: L ) , «
Based on observation and interview, it was Z012. J fs (’N’\""-’( Gl
determined the facility failed to have dexirose . 4
50% avallable on the crash cart, rewisord @ copdhled a, !
! by e Medrel Diveefor,
| The findings included: f?
1. Observations of the crash cart contents in the
recovery area on 11/8/11 at 2:40 PM revealed f
there was no dextrose 50% available. ’
2. During an interview in the recovery room area 4 |
on 11/8/11 at 2:45 PM the Nurse Practitioner |
verified there was no dextrose 50% available for
emergency use.

]
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A 628/ 1200-8-10-.06 (1)(p)7. Basic Services
: (1) Surgical Services.

(p) A crash cart must be available and include at
7. dilantin (phentoin)

This Rule is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to have Dilantin
available on the crash cart.

The findings included:

1. Observations of the crash cart contents in the
recovery area on 11/8/11 at 2:40 PM revealed
there was no Dilantin avaifable.

2. Durintg an interview in the recovery room area
on 11/8/11 at 2:45 PM the Nurse Practitioner

verified there was no Dilantin available for
emergency use,

A 629 1200-8-10-.06 (1)(p)8. Basic Services

(1) Surgical Services.

{p) A crash cart must be available and include at
8. dopamine

This Rule is not met as evidenced by:

Based on observation and interview, it was
determined the facility failed to have dopamine
available on the crash cart.

a minimum the following medication and supplies:

a minimum the following medication and supplies:
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This Rule is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to have heparin

available on the crash cart.

The findings included:

1. Observations of the ¢rash cart contents in the
recovery area on 11/8/11 at 2:40 PM revealed
there was no heparin available.

2. During an interview in the recavery room area
on 11/8/11 at 2:45 PM the Nurse Practitioner
verified there was no heparin available for
emergency use.

Siac b o #e CEO by,

i,( Eue
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A629! Continued From page 3 A 629 W“'—] -|
The findings included:
1. Observations of the crash cart contents in the
recovery area on 11/68/11 at 2:40 PM revealed
there was no dopamine available.
2. During an interview in the recovery room area
on 11/8/11 at 2:45 PM the Nurse Practitioner
verified there was no dopamine available for
emergency use.
A 630[ 1200-8-10-.06 (1)(p)9. Basic Services A 630 () pML']' v ,l( Jf—\rvlvp (Jro-i el
(1) Surgical Services. ,dauué Ve +la 'Qﬁ‘uwl A
e
p) A crash cart must be available and include at Qenk ‘4""‘““3” evd w ('"“I
a minimum the foliowing medication and supplies: BT Lo ds DAv e~
9. heparin _j b ﬁ;r—d—och (s 34 he. rel:r'fq‘jk'.
d xppre o by dh st
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A 631 Continued From page 4 A 631 fPMET Lt AW*[‘S o ﬁ)\—a-iw,o(
A 631 1200-8-10-.06 {1)(p}10. Basic Services A 631 Apu‘[)“‘v _!LL PE"\Wé uQ_wJL-v‘ar.n—-\
(1) Surgical Services. Qa,y'\‘ 0(1 e o
(p) A crash cart must be available and include at t/w(-}‘“’” M.
a minimurn the following medication and supplies: j (‘N‘ oo N -\,J\'l\\‘)-ﬂ qu;:éaé
10. inderal {proprandolol) o d 6{"‘9«.& b, -J/qu NW-Q’AI [
Beechry aed +ho CEO bu Gt
2012, 4k Pra’\‘c‘iol wel\ b2
This Rule is not met as evidenced by: ‘,-'a'v“f“?tf-"é el ‘_"6"[‘” nd an ' ES
Based on observation and interview, it was by Ha Pedleal TRYIREYE,
determined the facility failed to have inderal on
f the crash cart,
The findings included:
1. Observations of the crash cart contents in the
recovery area on 11/8/11 at 2:40 PM revealed
there was no inderal available.
2. During an interview in the recovery room area
oh 11/8M11 at 2:45 PM the Nurse Practitioner
verified there was no inderal available for
emergency use.
, ' (
A 632| 1200-8-10-.06 (1)(p)11. Basic Services a2 |PPMET wL(lLeA@V"l°P£Ji““+°“
bpoc fojp Hhe e G0y
(1) Surgical Services. él{w‘ AJ 9 T
Glﬂ'r’f “T ar.v- U"‘[" [/L
(p) A crash cart must be available and include at L}_ d ok ‘;,.-c,( .
a minimurn the following medication and supplies: SHe . t ﬂ
. J hen ru—('u:.a( w&i e r-Q""f:‘ELI
11. isuprel by Hee dend Dirtetv g |
CEO by gu,f,ZOL?-J'W N
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A 632 | Continued From page 5 A 632 «_,() (}d_,.la d a],.w-u-e (‘7 (9 v 1{“{4
D, Vb .
This Rule is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to have isuprel
available on the crash cart.
The findings included:
1. Observations of the crash cart contents in the
recovery area on 11/8/11 at 2:40 PM revealed
there was no isuprel available.
2. During an interview in the recovery room area :
on 11/8/11 at 2:45 PM the Nurse Practitioner '
verified there was no isuprel available for
emergency use.
A 633 1200-8-10-.06 (1)(p)12. Basic Services AB33 f)Pm LT all AWJT @ .,,mLu..l
(1) Surgical Services. A"‘Q“‘df G e o e JW vy
. . 3 L °~! =t
(p) A crash cart must be available and include at . /‘ f
a minimum the following medication and supplies: Z P [
12. lanoxin (digoxin) ﬁ[ﬂ«% ?ﬂ,{-»m( wild he 1€ VM_J(,L,
afprss. by
M- 4« oud QeEO ‘0\(
Mad el Dive¢ (
{ 2002 Jho groed
¥ o pdoded
; . . ( b'g He Vet
This Rule is not met as evidenced by: wk Ho phece
Based on observation and interview, it was Q f-'J
determined the facility failed to have [anoxin ‘
available on the crash cart. “Dt‘f‘ec-{‘o"’ . ’
The findings included: |
1. Observations of the crash cart contents in the ’
recovery area on 11/8/11 at 2:40 PM revealed 3 |
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A 633 | Continued From page 6 A 633
there was no lanoxin available.
i 2. During an interview in the recovery room area
on 11/8/11 at 2:45 PM the Nurse Practitioner
verified there was no lanoxin available for .,
emergency use. i
A 634] 1200-8-10- ic Servi [ sl
1200-8-10-.06 (1)(p)13. Basic Services A B34 V@ mLf[ “,\]l duvs oy & pgr
« d G
(1) Surgical Services. 47 Ha 5 el Lo i«i
i i C‘é"'(alrb- oA ""L’\ MML
(p} A crash cart must be available and include at ¥ r
a minimum the following medication and supplies; [M;K d
- £y LR L%
13. lasix (furosemide) A LCA or Ared A0 be A:«_..j
ard “»L'fﬂ"""“ LH fhe M2 (
dv g A CLO be el
This Rule is not met as evidenced by: TDwvec o o
Based on observation and interview, it was ? 0 [ 7 _j [ 24 Plg-l-oca( o
determined the facility failed to have lasix £ d L M O matsT
i available on the crash cart. v nga.i B pidl
! Wod: D.vec.
i The findings included: b“( Ho
1. Observations of the crash cart contents in the
recovery area on 11/8/11 at 2:40 PM revealed {
there was no {asix available. '
2. During an interview in the recovery room area
on 11/8/11 at 2:45 PM the Nurse Practitioner
verified there was no lasix available for
emergency use.
A 636| 1200-8-10-.06 (1)(p)15. Basic Services A 636 ()p n et il JWLL’{) a P“’{ ul
1. Surgical Services. &Pﬂﬂﬁ’jmj e reg u“"if o
v Qoo L we g
(p) A crash cart must be available and include at Oas d’vaﬁa \ Kc
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a minimum the following medication and supplies: Albis pro»)mk pAll o re: e:ﬁul
i
15. magnesium sulfate 50% Qs Qf?“""“l ])'7 o
i D rvea oy ad 4o QEO by "/
7017, Jon profocst vl bz
‘ o ~pcdedod
This Rule is not met as evidenced by: yev Lertd @ i L
Based on observation and interview, it was @,MJJP} bﬂ o Madli
determined the facility failed to have magnesium A k
sulfate 50% available on the crash cart. v
The findings included:
1. Observations of the crash cart contents in the
recovery area on 11/8/11 at 2:40 PM revealed
there was no magnesium sulfate 50% available.
2. During an interview in the recovery room area
on 11/8/11 at 2:45 PM the Nurse Practitioner
verified there was no magnesium sulfate 50%
available for emergency use.
A 638| 1200-8-10-.06 (1)(p)17. Basic Services A 638 fﬂ’m ET il Jwa(a“) @ p rotocol
e H - J Wiy =3
(1) Surgical Services. Apass [y Hhe 'j sl _,p ' '{JL‘ w“i
(p) A crash cart must be available and include at PO A{“{[
a minimum the following medication and supplies: ] - ) e and a\,,,J
iy ool ol e vt
17, pronestyl (procainaimide) age nf-b by he et Divee e
Qv . 4
ot A GED - ([, 2012,
i e d
This Rule is not met as evidenced by: j‘.wi ﬂ)“‘h‘"‘k w ““ b yeviawt |
Based on observation and interview, it was 4 duk—J W‘,@L—, }uj |
determined the facility failed to have pronestyl by i ~ { - -L; \
available on the crash cart. oo U\L-Ld/\"-* Dt |
|
The findings included:
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A 638

A 639

Continued From page 8

1. Observations of the crash cart contents in the
recovery area on 11/8/11 at 2:40 PM revealed
there was no pronestyl available,

2. During an interview in the recovery room area
on 11/8/11 at 2:45 PM the Nurse Practitioner

verified there was no pronestyl available for
emergency use.

1200-8-10-.06 (1)(p)18. Basic Services
(1) Surgical Services.

(p} A crash cart must be available and include at

a minimum the following medication and supplies:

18. sodium bicarbonate 50 mEg/50ml

This Rule is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to have sodium
bicarbonate 50 mEqg/50ml on the crash cart.

The findings included:

1. Observations of the crash cart contents in the
recovery area on 11/8/11 at 2:40 PM revealed
there was no sodium bicarbonate 50 mEq/50ml
available.

2. During an interview in the recovery room area
on 11/8/11 at 2:45 PM the Nurse Practitioner
verified there was no sodium bicarbonate 50
mEq/50ml available for emergency use.

A 638

A B39
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A 641) 1200-8-10-.06 (1){p)20. Basic Services
(1) Surgical Services.

(p) A crash cart must be available and include at

20. verapamil hydrochloride

This Rule is not met as evidenced by:

Based on ohservation and interview, it was
determined the facility failed to have verapamil
hydrochloride available on the crash cart.

The findings included:

1. Observations of the crash cart contents in the
recavery area on 11/8/11 at 2:40 PM revealed
there was no verapamil hydrochloride available.

2. During an interview in the recovery room area
on 11/8/11 at 2:45 PM the Nurse Practitioner
verified there was no verapamil hydrochloride

: available for emergency use.

A 672I 1200-8-10-.06 (3)(c} Basic Services

(3) Medical Staff,
(¢) Clinical privileges shall be granted based on
the pracfitioners ' qualifications and the services

provided by the facility, and shall be reviewed
and/or revised at least every two (2) years.

This Rule is not met as evidenced by:

a minimum the following medication and supplies:
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A 672| Gontinued From page 10 ABT2 1o piees @sd clud b 2l
_Basegf on _review of phy_sician information and { pa 5 (w J«» e
interview, it was determined the facility failed to o dj Jo
maintain current privilege information for 4 of 5 pripr Covuns —
(Physician #2, 3, 4, and 5) physicians on staff. e )\Jt ek m._;/ WJMJ Ld. A_NW«/O
HEI et
The findings included: Hfz . by wld e Conducdsd.
1. Review of a one page dacument that listed J - -
credentialling information documented Physician Cﬂz?‘-w g‘u DC} \ L‘W
#2 had no current Drug Enforcement Agency Alen
(DEA)} number, no current privileges, and no Lw be e "Q"c I~
current background check. »-\iP by Qe ZU (2. Cdp)‘-M
2. Review of a one page document that listed Z.rb o e D' vacher oV
credentialling information documented Physician of A lee
#3 had no current DEA number and no current .bv oY e Lv ansg v
background check. Clﬂ«-j)lﬂ b cl ’ ] ! Z@ YA
3. Review of a one page document that listed ?a
credentialling information documented Physician %ﬂ(_ [,_ MJ C}/L@ C«b 6"’
#4 had no current DEA number and no current
background check. ﬂ%k 6)}-%31 e A

4. Review of a one page document.that listed b_e_ O—G’M—ﬁ)b o { b‘ﬂ gﬂﬂ' ZO}Z"
credentialling information documented Physician

#5 had no current DEA number, no current
privileges, and no current background check. i

5. During an interview in the Vice President of
Patient Services (VPPS) office on 11/8/11 at 3:30
PM, the VPPS stated they have a company hired
that credentials the physicians. The clinic verifies
the Medical Director's DEA number is current
because medications are ordered under his
number. He stated the clinic only began doing |
background checks during the past year. |
|
|

¢
A1101] 1200-8-10-.11 (1) Recards and Reports A1101 12 ZQ)B ( Lenr 8 -,{J-"}"*"f/

(1} The Joint Annual Report of Ambulatory wadle T A ‘ y;«{ﬂxw&ci !
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Surgical Treatment Centers shall be filed with the
department. The forms are furnished and mailed
to each ASTC by the department each year and
the forms must be completed and returned to the
department as required.

This Rule is not met as evidenced by:

Based on interview, it was determined the facility
failed to ensure the Joint Annual Report (JAR) of
Ambulatory Surgical Treatment Centers was filed
with the department for the 2010 year.

The findings included:

The facility was unable to provide a copy of the
JAR for the 2010 year.

During an interview in the Vice President of
Patient Service's office on 11/8/11 at 3:10 PM, he
stated he would have to call the corporate office
to see if the JAR was submitted for the 2010
year.
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