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GOVERNMENT OF THE DISTRICT OF COLUMBIA 
DEPARTMENT OF HEALTH 
HEALTH REGULATION ADMINISTRATION 
 
STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION 
 
 
NAME OF FACILITY: 
 
Washington Surgery Center 

DATE of INSPECTION  
 
May 31, 2013 

STREET ADDRESS:  
 2112 F Street, NW, #400 
Washington, DC 20037 

 

SUMMARY OF DEFICIENCIES NOTED BY 
SURVEYING AGENCY 

PROVIDER’S PLAN OF CORRECTION WITH 
TIME TABLE 

An annual licensure survey was conducted on  
May 31, 2013.  The following deficiencies are based 
on observations, record and document reviews, and 
staff interviews. 
 
D.C.  Law 2-66,  Title II - V  
 
Title III Center Administration and Management 
Section 306   Clinical Record           
               

(a) Accurate and complete clinical records 
shall be maintained for each patient and 
shall include: 
(1) Patient identification; 
(2) Admitting information including patient 
history and physical examination… 
(3) Signed informed consent; 
(4) Signed and dated physician orders; 
(5) Laboratory tests, pathologist’s report of 
tissue, and radiologist’s report of x-rays as 
indicated by good medical practice; 
(6) Anesthesia record;  
(7) Operative record; 
(8) Surgical medication and medical 
treatment; 
(9) Recovery room notes; 
(10) Physician/nurse’ progress notes; 

Please start typing your responses here. 
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(11) Condition at time of discharge; 
(12) Patient instructions. 

 
 
This STANDARD is not met as evidenced by: 
 
 
A. Based on record review and staff interview for 
four (4) of 13 sampled patients, it was determined 
that clinic staff failed to accurately and consistently 
assess patients utilizing the “Physical Status 
Classification System” in accordance with the 
facility’s practice and American Society of 
Anesthesiologists (ASA) guidelines. Patients’ #1, 5, 
7, and 11.    
 
The findings include: 
 
“Trimester” as defined by Stedman’s Medical 
Dictionary, 26th Edition: a period of three (3) months; 
one-third of the length of a pregnancy.  Pregnancy is 
divided into three trimesters, each a 3-month period.  
The first trimester last from week one (1) through 
week 12; the second trimester last from week 13 
through week 26; lastly the third trimester lasts from 
week 27 through week 40. 
 
“ASA Physical Classification System” as defined by 
the  American Society of Anesthesiologists (ASA)is 
as follows: “ASA Physical Status 1 is representative 
of a normal healthy patient; ASA Physical Status 2is 
a patient with mild systemic disease; ASA Physical 
Status 3 is a patient with severe systemic disease; 
ASA Physical Status 4 is a patient with severe 
systemic disease that is a constant threat to 
life…”http://www.asahq.org 
 
The Physical Classification System as utilized by the 
facility was defined as follows: 
 
Physical Status I represents a young individual with 
no medical conditions, no co-morbidities or past 
medical history. The Physical Status Classification 

 
 
 
 
RECTIFIED 
 
All this patients were discharge at the time of survey, 
unfortunately no changes or alterations can be done to 
forms retroactively.  
 
As 06/01/2013, all current charts are audit immediately to 
be sure that the correct classifications are identified and all 
blanks are fill correctly. 
 
Conference was held with the Certified Registered Nurse 
Anesthetist (CRNA) to have a full review and completion 
of the anesthesia form accordantly for each patient. 
Although at this dates a different anesthetist was on duty. In 
the future a conference will be held with the interims to be 
sure that they will understand the importance of the review 
and completion of forms accordantly.  
 
Monitoring for completion of the forms are being done 
daily to assure accuracy of anesthesia and patient records 
are done properly. 
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changes from I to II because the clients that are seen 
in the clinic are pregnant as well as the type of 
procedure being performed qualifies all of the 
patients as a Class II.   
 
This data was obtained during a telephone interview 
with the Certified Registered Nurse Anesthetist 
(CRNA) in the presence of the Clinic Administrator 
on May 31, 2013 at approximately 4:12 PM.   
 
1. Patient #1 was evaluated on April 16, 2013 to have 
an abortion at 25 wks (weeks) [second trimester 
abortion].  The patient’s gestational age was 
determined to be 25 weeks based on the Last 
Menstrual Period (LMP).  Iron Deficiency Anemia 
was listed as a medical condition on the admission 
form. 
 
Patient #1’s second trimester abortion was performed 
on April 18, 2013.  The anesthesia record revealed the 
patient’s Physical Status to be Class I.  However, in 
the ASA Class section on the same form, Class II was 
circled [also indicating the physical status].    
 
There was no evidence facility staff accurately 
documented the physical status for Patient #1. 
 
2. Patient #5 was evaluated on April 9, 2013 to have 
an abortion at 21 weeks [second trimester abortion].  
The gestational age was determined to be 21 weeks 
based on the LMP.  It was noted on the admission 
form that the patient was an Insulin Dependent 
Diabetic being managed on, “Humalog throughout 
day” via an insulin pump. 
 
Patient #5’s second trimester abortion was performed 
on April 11, 2013.  The anesthesia record revealed the 
patient’s Physical Status to be Class I.  However, in 
the ASA Class section on the same form, Class II was 
circled [also indicating the physical status].    
 
 
There was no evidence that the anesthesia record was 

 
 
 
 
 
 
 
 
 
 
RECTIFIED 
 
All this patients were discharge at the time of survey, 
unfortunately no changes or alterations can be done to 
forms retroactively.  
 
As 06/01/2013, all current charts are audit immediately to 
be sure that the correct classifications are identified and all 
blanks are fill correctly. 
 
Conference was held with the Certified Registered Nurse 
Anesthetist (CRNA) to have a full review and completion 
of the anesthesia form accordantly for each patient. 
Although at this dates a different anesthetist was on duty. In 
the future a conference will be held with the interims to be 
sure that they will understand the importance of the review 
and completion of forms accordantly.  
 
Monitoring for completion of the forms are being done 
daily to assure accuracy of anesthesia and patient records 
are done properly. 
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accurately completed for Patient #5. 
 
3. Patient #7 was evaluated on May 20, 2013 to have 
an abortion at 24 weeks [second trimester abortion].  
The gestational age was determined to be 24 weeks 
based on the LMP, however there was no date listed 
on the admission form next to, “First day of last 
period”.  The admission form indicated that the 
patient had a history of Asthma.   
 
On May 22, 2013 the patient underwent a second 
trimester abortion.  The anesthesia record revealed 
that the patient’s Physical Status was classified as 
Class II. However, the preprinted section on the same 
form labeled “ASA Class I (or) II” remained blank; 
neither of the options were selected.   
 
Furthermore, the anesthesiologist failed to define the 
procedure as a second (2nd) Trimester abortion by 
vacuum aspiration.  The preprinted section of the 
form labeled “1st Trimester Abortion by Vacuum 
Aspiration” was followed by the words “24 wk 
(weeks),” written alongside it.   
 
4. Patient #11 was evaluated on May 19, 2010 to have 
an abortion at 17 wks [second trimester abortion].  
 
A review of the Patient’s Medical History section of 
the form revealed the following:  “First day of last 
period-12/28/09; Number of previous pregnancies- 
seven (7); Number of previous miscarriages-five (5), 
other operations or hospitalizations: Uterine septum 
resection (10/07), and further comments about 
menstrual cycles or pregnancies: “Antiphospholipid 
Antibody Disorder [autoimmune disorder], Second 
birth had a placental abruption [complication of 
pregnancy, wherein the placental lining has separated 
from the uterus of the mother], was on lovenox 
[anticoagulant therapy]  up until this past Sunday 
(May 16, 2010) and aspirin.” 
 
On May 20, 2013, Patient #11’s second trimester 
abortion was performed.  The anesthesia record 

 
 
 
 
 
 
 
 
 
RECTIFIED 
 
All this patients were discharge at the time of survey, 
unfortunately no changes or alterations can be done to 
forms retroactively.  
 
As 06/01/2013, all current charts are audit immediately to 
be sure that the correct classifications are identified and all 
blanks are fill correctly. 
 
Conference was held with the Certified Registered Nurse 
Anesthetist (CRNA) to have a full review and completion 
of the anesthesia form accordantly for each patient. 
Although at this dates a different anesthetist was on duty. In 
the future a conference will be held with the interims to be 
sure that they will understand the importance of the review 
and completion of forms accordantly.  
 
Monitoring for completion of the forms are being done 
daily to assure accuracy of anesthesia and patient records 
are done properly. 
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revealed the patient’s physical status was identified as 
Class I. The ASA Class section on the same form was 
recorded as a Class I.  
 
There was no evidence, given the patient’s medical 
history and the guidance for the ASA Physical Status 
Classification system, that Patient #11’s physical 
status was accurately assessed.  
 
Additionally, the signed consent form entitled, 
“Second Trimester Surgical Abortion Addendum to 
Authorization and Informed Consent” was not dated.  
 
The patient record revealed an untitled form/sheet 
that described the patient’s cost and other medical 
information. A section of the form titled “Allergies” 
included  a written word with marks lined through 
multiple times making the word illegible.     
  
There was no evidence that clinic staff used the 
professionally accepted standard to correct a 
documentation error in the medical record.   
 
Correction of documentation errors, according to The American 
Health Information Management Association (AHIMA) Part 5 
titled Legal Documentation Standards, Section 3 – Legal 
Guidelines For Handling Corrections, Errors, Omissions, and 
Other Documentation Problems stipulates…“SLIDE” procedure 
for correction of entry errors: “Single Line, Initial, Date and note 
Error on the inaccurate information. Then enter correct 
information.” 
 
A telephone interview was conducted on May 31, 
2013 at approximately 4:12 PM with the Certified 
Registered Nurse Anesthetist (CRNA) in the presence 
of the Clinic Administrator.   
 
The CRNA was queried as to how patients were 
classified for anesthesia.  The CRNA identified the 
process that was utilized to determine the physical 
status class system of patients in the clinic (this data 
is also included at the introduction of this citation). 
The differences between the two classes are as 
follows: A young individual with no medical 

 
 
 
 
 
 
 
RECTIFIED 
 
All this patients were discharge at the time of survey, 
unfortunately no changes or alterations can be done to 
forms retroactively.  
 
As 06/01/2013, all current charts are audit immediately to 
be sure that the correct classifications are identified and all 
blanks are fill correctly. 
 
Conference was held with the Certified Registered Nurse 
Anesthetist (CRNA) to have a full review and completion 
of the anesthesia form accordantly for each patient. 
Although at this dates a different anesthetist was on duty. In 
the future a conference will be held with the interims to be 
sure that they will understand the importance of the review 
and completion of forms accordantly.  
 
Monitoring for completion of the forms are being done 
daily to assure accuracy of anesthesia and patient records 
are done properly. 
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conditions, no co- morbidities or past medical history 
is typically classified as Class I.  The classification 
changes from Class I to Class II, because the clients 
that are seen in the clinic are pregnant as well as the 
type of procedure being performed qualifies all of the 
patients as a Class II.  When asked would all of the 
clients be considered a Class II, his/her response was 
that they would all be a Class II for the reasons 
previously mentioned.   
 
The records reviewed lacked evidence that the CRNA 
consistently and/or accurately classified the physical 
status of patients accordingly.  
 
Additionally, there were inconsistencies identified in 
the documentation of patient records as it relates to 
completion of medical data, the dating of a consent 
form and the correction of an error.  
 
B. Based on record review and staff interview for 
three (3) of 13 patients, it was determined that clinic 
staff failed to document the correct procedure 
performed on the anesthesia record. Patients’ #2, 3 
and 4. 
 
The findings include: 
 
1. Patient #2 was evaluated on February 26, 2013 to 
have an abortion at 22 weeks and 4 days [second 
trimester abortion].  The gestational age was 
determined to be 22 weeks based on the LMP.   
 
Patient #2’s second trimester abortion was performed 
on February 28, 2013.  The anesthesia record had the 
procedure documented as a first trimester abortion by 
vacuum aspiration.   
 
There was no documented evidence that clinic staff 
identified the correct procedure performed for Patient 
#2. 
 
 
2. Patient #3 was evaluated on March 12, 2013 to 

 
RECTIFIED 
 
All this patients were discharge at the time of survey, 
unfortunately no changes or alterations can be done to 
forms retroactively.  
 
As 06/01/2013, all current charts are audit immediately to 
be sure that the correct classifications are identified and all 
blanks are fill correctly. 
 
Conference was held with the Certified Registered Nurse 
Anesthetist (CRNA) to have a full review and completion 
of the anesthesia form accordantly for each patient. 
Although at this dates a different anesthetist was on duty. In 
the future a conference will be held with the interims to be 
sure that they will understand the importance of the review 
and completion of forms accordantly.  
 
Monitoring for completion of the forms are being done 
daily to assure accuracy of anesthesia and patient records 
are done properly. 
 
 
 
 
RECTIFIED 
Retroactively the forms cannot be altered or change. All 
this patients were discharge at the time of survey and no 
longer coming back to the clinic. 
For patients that can be affected by this situation as 
06/01/2013, we will make extra effort to help patient to fill 
all blanks. 
The counselor (RN) will go over the forms with patient at 
the time of education session, to review the personal history 
and be sure, all blanks are fill accordantly.  
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have an abortion at 25 weeks [second trimester 
abortion].  The gestational age was determined to be 
25 weeks based on the LMP.   
 
Patient #3’s second trimester abortion was performed 
on March 14, 2013.  The anesthesia record had the 
procedure documented as a first trimester abortion by 
vacuum aspiration. 
 
There was no documented evidence that clinic staff 
identified the correct procedure performed for Patient 
#3. 
 
3. Patient #4 was evaluated on March 12, 2013 to 
have an abortion at 23 weeks [second trimester 
abortion].  The gestational age was determined to be 
23 weeks based on the LMP.   
 
Patient #4’s second trimester abortion was performed 
on March 14, 2013.  The anesthesia record had the 
procedure documented as a first trimester abortion by 
vacuum aspiration. 
 
There was no documented evidence that clinic staff 
identified the correct procedure performed for Patient  
#4. 
 
A face-to-face interview was conducted with the 
clinic administrator on May 31, 2013 at 
approximately 4:00 PM.  He/she reviewed the 
Anesthesia records referenced above and verified the 
aforementioned findings.  The records were reviewed 
on May 31, 2013. 
 
C. Based on record review and staff interview for six 
(6) of 13 sampled patients, it was determined that 
clinic staff failed to ensure that medical history forms 
were completed in their entirety for six (6) patients.  
Patients’ #1, 4, 7, 8, 9, and 10.      
 
The findings include: 
 
1. Patient #1 was evaluated on April 16, 2013 to have 

 
RECTIFIED 
Retroactively the forms cannot be altered or change. All 
this patients were discharge at the time of survey and no 
longer coming back to the clinic. 
For patients that can be affected by this situation as 
06/01/2013, we will make extra effort to help patient to fill 
all blanks. 
The counselor (RN) will go over the forms with patient at 
the time of education session, to review the personal and 
medical history and be sure, all blanks are fill accordantly.  
 
 
 
 
 
 
 
 
 
 
 
RECTIFIED 
Retroactively the forms cannot be altered or change. All 
this patients were discharge at the time of survey and no 
longer coming back to the clinic. 
For patients that can be affected by this situation as 
06/01/2013, we will make extra effort to help patient to fill 
all blanks. 
The counselor (RN) will go over the forms with patient at 
the time of education session, to review the personal and 
medical history and be sure, all blanks are fill accordantly.  
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an abortion at 25 weeks [second trimester abortion].  
 
A review of the “Patient’s Medical History” section 
of clinical record revealed the following pre-printed 
queries remained blank:  “Was it [the last menstrual 
cycle] shorter or scantier? Number of days between 
cycles... Other operations or hospitalizations, and 
further comments about menstrual cycles or 
pregnancies and what, if any contraceptive (methods 
of birth control) do you use?”  
 
The clinic staff failed to accurately document the 
“Patient’s Medical History” as evidenced by 
inconsistently responding to questions on the form.   
 
2. Patient #4 was evaluated on March 12, 2013 to 
have an abortion at 23 weeks [second trimester 
abortion].  
 
A review of the “Patient’s Medical History” section 
of clinical record revealed the following pre-printed 
queries remained blank: “First day of last period (the 
last menstrual cycle), Was it shorter or scantier?  
Other operations or hospitalizations, and further 
comments about menstrual cycles or pregnancies and 
what, if any contraceptive (methods of birth control) 
do you use?”  
 
 The clinic staff failed to accurately document the 
“patient medical history” as evidenced by 
inconsistently responding to questions on the form.   
 
3. Patient #7 was evaluated on May 20, 2013 to have 
an abortion at 24 wks [second trimester abortion].  
 
A review of the “Patient’s Medical History” section 
of clinical record revealed the following pre-printed 
queries remained blank: “First day of last period (the 
last menstrual cycle), Was it shorter or scantier?  
Other operations or hospitalizations, and further 
comments about menstrual cycles or pregnancies and 
what, if any contraceptive (methods of birth control) 
do you use?”  

 
RECTIFIED 
Retroactively the forms cannot be altered or change. All 
this patients were discharge at the time of survey and no 
longer coming back to the clinic. 
For patients that can be affected by this situation as 
06/01/2013, we will make extra effort to help patient to fill 
all blanks. 
The counselor (RN) will go over the forms with patient at 
the time of education session, to review the personal and 
medical history and be sure, all blanks are fill accordantly.  
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 The clinic staff failed to accurately document the 
“patient medical history” as evidenced by 
inconsistently responding to questions on the form.   
 
 
 
4. Patient #8 was evaluated on October 4, 2012 to 
have an abortion at 23 wks [second trimester 
abortion].  
 
A review of the “Patient’s Medical History” section 
of clinical record revealed the following pre-printed 
queries remained blank: “First day of last period (the 
last menstrual cycle), Was it shorter or scantier?  
Other operations or hospitalizations, and further 
comments about menstrual cycles or pregnancies and 
what, if any contraceptive (methods of birth control) 
do you use”  
 
 The clinic staff failed to accurately document the 
“patient medical history” as evidenced by 
inconsistently responding to questions on the form.   
 
5. Patient #9 was evaluated on December 27, 2012 to 
have an abortion at 25 wks [second trimester 
abortion].  
 
A review of the “Patient’s Medical History” section 
of clinical record revealed the following pre-printed 
queries remained blank: “First day of last period (the 
last menstrual cycle), Was it shorter or scantier?  
Other operations or hospitalizations, and further 
comments about menstrual cycles or pregnancies and 
what, if any contraceptive (methods of birth control) 
do you use”  
 
 The clinic staff failed to accurately document the 
“patient medical history” as evidenced by 
inconsistently responding to questions on the form.   
 
6. Patient #10 was evaluated on May 11, 2013 to have 
an abortion at seven (7) weeks and three (3) days 

 
 
 
 
 
 
 
 
RECTIFIED 
Retroactively the forms cannot be altered or change. All 
this patients were discharge at the time of survey and no 
longer coming back to the clinic. 
For patients that can be affected by this situation as 
06/01/2013, we will make extra effort to help patient to fill 
all blanks. 
The counselor (RN) will go over the forms with patient at 
the time of education session, to review the personal and 
medical history and be sure, all blanks are fill accordantly.  
 
 
 
 
 
 
 
 
 
 
 
 
 
RECTIFIED 
Retroactively the forms cannot be altered or change. All 
this patients were discharge at the time of survey and no 
longer coming back to the clinic. 
For patients that can be affected by this situation as 
06/01/2013, we will make extra effort to help patient to fill 
all blanks. 
The counselor (RN) will go over the forms with patient at 
the time of education session, to review the personal and 
medical history and be sure, all blanks are fill accordantly.  
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[first trimester abortion].  
 
A review of the “Patient’s Medical History” section 
of clinical record revealed the following pre-printed 
queries remained blank: “First day of last period (the 
last menstrual cycle), Was it shorter or scantier?  
Other operations or hospitalizations, and further 
comments about menstrual cycles or pregnancies and 
what, if any contraceptive (methods of birth control) 
do you use”  
 
 The clinic staff failed to accurately document the 
“patient medical history” as evidenced by 
inconsistently responding to questions on the form.   
 
A face-to-face interview was conducted with the 
Clinic Administrator on May 31, 2013 at 
approximately 4:00 PM.  He/she reviewed the clinical 
records referenced above and verified the 
aforementioned findings.  The records were reviewed 
on May 31, 2013. 
 
Title IV Section 401 Center Equipment and 
Maintenance 
 
 

(a) Provisions of: …2) Adequate monitoring 
equipment, oxygen, and related items 
available in surgical and post operative 
recovery. 3) Cardiac-pulmonary 
resuscitation equipment. 

 
 
 
This STANDARD is not met as evidenced by:  
 
A. Based on observations made during the 
environmental tour on May 31, 2013 from 11:00 to 
2:00 PM, it was determined that facility staff failed to 
provide a functional and sanitary environment as 
evidenced by one (1) of three (3) examination tables 
that was unsecure with missing screws and in need of 
repair.  

 
 
 
RECTIFIED 
Retroactively the forms cannot be altered or change. All 
this patients were discharge at the time of survey and no 
longer coming back to the clinic. 
For patients that can be affected by this situation as 
06/01/2013, we will make extra effort to help patient to fill 
all blanks. 
The counselor (RN) will go over the forms with patient at 
the time of education session, to review the personal and 
medical history and be sure, all blanks are fill accordantly.  
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The findings include: 
 
One (1) of three (3) examination tables was missing 
five (5) screws from the frame.  The table was not 
stable or secure to ensure patient safety.   
 
These observations were made in the presence of 
Employee #1 who acknowledged and confirmed the 
findings at the time of the observations. 
 
B. Based on observations of the medication storage 
areas on May 31, 2013 from 11:00 AM to 2:00 PM, it 
was determined that center staff failed to store 
medications safely as evidenced by medications and 
laboratory biological agents that were stored in the 
same refrigerator.  
 
The findings include: 
 
Multi-dose vials of medications were observed 
comingled with laboratory biological agents stored in 
one (1) of one (1) operational refrigerator.  
 
The following medications were stored in the 
refrigerator: 
 
Succinylchole (Anectine 200mg/ml) - nine (9) 
unopened vials 
Rho (D) Immune Globulin (Human) - two (2) vials 
Famotidine Injection 20mg/2ml- 48 unopened vials 
Methergine 0.2mg/ml- 11 ampules 
Rocuronium Bromide Inj- 10mg/ml- two (2) 
unopened vials 
Anectine 200mg/10ml- one (1) unopened vial 
 
The following laboratory biological agents were 
observed comingled in the same refrigerator with the 
aforementioned medications: 
 
Immuno RPR (reagent for testing RPR) 
Immunocept- D (Pregnancy Test) 
Anti D Reagent (RH Reagent) 

 
RECTIFIED 
 
This citation was corrected immediately; late on 
5/31/2013,a carpenter was call to fix the loose/replace 
screws from tables. 
All tables will be check for loose screws or malfunctioning 
after every patient to ensure that the tables are secure. 
 
 
 
 
RECTIFIED as of  5/29/2013 
The medication were storage in this refrigerator because the 
refrigerator assigned to storage medications get broken the 
day before the inspection took place. The old refrigerator 
was showed to inspector to assure that she saw the old 
refrigerator was for disposal. A copy of the new refrigerator 
order form was given to surveyor with estimated date of 
delivery. We are fully aware that this is not the proper way 
to storage medications, however we were attempting to 
prevent medications to expire due to un proper 
temperatures. 
No other refrigerators were affected. We will continue with 
annual preventive maintenance. 
 
 
 
RECTIFIED as of  5/29/2013 
The medication were storage in this refrigerator because the 
refrigerator assigned to storage medications get broken the 
day before the inspection took place. The old refrigerator 
was showed to inspector to assure that she saw the old 
refrigerator was for disposal. A copy of the new refrigerator 
order form was given to surveyor with estimated date of 
delivery. We are fully aware that this is not the proper way 
to storage medications, however we were attempting to 
prevent medications to expire due to un proper 
temperatures. 
No other refrigerators were affected. We will continue with 
annual preventive maintenance. 
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Anti D Reagent Control (Rh Control Reagent) 
Hematachek (Hematocrit Control) 
 
Facility staff failed to safely store medications as 
evidenced by the comingling of medications with 
biological agents which poses a potential for 
contamination from the biologic products.  
  
These observations were made in the presence of the 
center administrator, who acknowledged and 
confirmed the findings. 
 
C. Based on the observation of four (4) of 7 multi-
dose vials of medications stored in the locked 
controlled substance box in the medication 
refrigerator on May 31, 2013 at 11:00 AM, it was 
determined that center staff failed to label the vials as 
to identify the date that the vials were opened.  
 
The findings include:  
 
Multi-dose vials were observed stored in the locked 
controlled substance box in the refrigerator without 
evidence of a label to identify the “open” date. 
Subsequently, staff would not be able to determine 
the “use by” date in the absence of an “open” date.  
 
1. One (1) of three (3) multiple dose vials of 
Midazolam 10mg/10ml Injection was opened with no 
date or time. 

 
2. One (1) of one (1) vial of Lidocaine 1%-10mg/ml 
was opened with no date or time. 
 
3. One (1) of one (1) multi dose vial of Labetalol 
Hydrochloride Injection- 100mg/20ml was opened 
without a label to reflect the date or time.  
 
4. One (1) of one (1) multi dose vial of Esmolol 
Hydrochloride Injection was opened without a label 
to reflect the date or time.  
 
These observations were made in the presence of the 

 
RECTIFIED as of  5/29/2013 
The medication were storage in this refrigerator because the 
refrigerator assigned to storage medications get broken the 
day before the inspection took place. The old refrigerator 
was showed to inspector to assure that she saw the old 
refrigerator was for disposal. A copy of the new refrigerator 
order form was given to surveyor with estimated date of 
delivery. We are fully aware that this is not the proper way 
to storage medications, however we were attempting to 
prevent medications to expire due to un proper 
temperatures. 
No other refrigerators were affected. We will continue with 
annual preventive maintenance. 
 
 
 
 
 
 
 
 
 
 
 
 
RECTIFIED 
 
This medications were discarded immediately in presence 
of surveyor; a conference was held on 6/01/2013 with a 
CRNA to be sure that the vials are been label with date of 
opening and initials of the person opening. 
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center Administrator who acknowledged and 
confirmed the findings at the time of the observations. 
 
 
 
Title IV   Section 402 Environmental Health 
Standards 
 
 

a) Persons responsible for maintenance of the 
physical plant, including housekeeping shall 
be specifically indentified.   

b) Treatment rooms shall have a minimum clear 
floor area sufficient to permit removal of 
patients by stretcher.  A lavatory or sink with 
hand washing facility with controls 
appropriate for mode of sterility technique 
used by the facility shall be provided.  

c) Illumination should provide at least the 
equivalent of 100 foot candles of light at the 
examining table as well as in the surgical area.  

d) There shall be a preventive maintenance 
program for mechanical equipment and 
medical devices.  This program of prevention 
maintenance should include but is not limited 
to regularly scheduled inspection of medical 
equipment.   

e) There shall be convenient hand washing 
facilities and/or necessary control valves to 
minimize the potential of cross contamination. 

f) An environmental monitoring program which 
shall include environmental surveillance and 
infection surveillance shall be established and 
followed routinely.   

 
 
 
This STANDARD is not met as evidenced by:  
 
A. Based on observations made during the 
environmental tour on May 31, 2013 from 11:00 to 
2:00 PM, it was determined that facility staff failed to 
provide a functional and sanitary environment as 

 
RECTIFIED 
 
This medications were discarded immediately in presence 
of surveyor; a conference was held on 6/01/2013 with a 
CRNA to be sure that the vials are been label with date of 
opening and initials of the person opening. 
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evidenced by: one (1) of one (1) gurney that was 
observed without brakes and not functioning as 
intended and the top surface of one of (1) emergency 
cart was covered with a rust-like substance.  
 
The findings include: 
 
1. One (1) of one (1) gurney in the recovery room 
was observed without brakes. 
 
2. The top surface of one (1) of one (1) emergency 
cart located in examination room #1 was observed 
covered with a rust-like substance.  
 
These observations were made in the presence of 
Employee #1 who acknowledged and confirmed the 
findings at the time of the observations. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
RECTIFIED AS 6/01/2013 
 
Brakes were installed to the gurney, no other gurneys were 
affected. 
 
 
 
RECTIFIED AS 06/01/2013 
 
Upon a close look, the enamel of the surface has been 
removed due to the use of disinfectant wipes that are used 
for cleaning. No rust was found. 
New layer of paint was applied, we will continue to monitor 
for wear and tear. 
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Maria Barrera 11/18/2013 
_______________________________ 
Provider’s Signature                              Date 
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