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1 The Founder’s
! . ?
J K Women’s Health Center
1243 Easl Broad Street Columbus, Ohle 43203-1438 £14-251.1818 Tol Froe 1-A00-282-91490

September 5,2013

RE: Deficiencies/corrections of ASF #0596A8
Attn: Wanda Iacovetta, RN

Dear Ms. lacovetta,

Per out conversation on 9-5-13 regarding dates of correction, I have left the original dates in place as
you indicated to me since we did not receive our deficiences notice until 7-1-13. There is one date of
correction regarding C-105 and that correction has been made. "Thank you for all of your assistance
regarding this matter. Please feel free to contact me if further action is needed at 614-251-1818.

(x}@ o

Judith Nolan
Executive Director
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STATEMENT OF DEFICIENCIES (X1) PROVIDERSUPPLIERICLIA (X2) MULTIFLE CONETRUCTION {X7) OATE SURVEY
AND PLAN OF CORRECTION IDERFFICATION NUMBES: A BUILDING COMPLETED
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NAME OF PROVIDER OR SUPPLIER ATREET ADDRESS, €ITY, STATE, ZIP CODE
FOUNDER'S WOMEN'S HEALTH CENTERTHE | 1243 EADT BROAD STREET
o64) 1D BUMMARY $TATEMENT OF DEFKIIENCIES o SROMIDER'S PLAN OF CORRECTION L e
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD Bit COMPMLETE
TAG REGULATORY OR LEC IDENTHYING INFORMATION) TAG CROSS-REFERENCED TO THE ARFROPRIATE DATE
DEFICHENCY) -
¢ 000 Initial Comments ‘ 1 cooo
Licensure Compliance Inspection
Executive Director: Judith Nokan
County. Frankiin
Number of Opesating Rooma: 3
Services Provided: Women's Services ‘ i
The foflowing vioiations a#e issued as a reault of '
the licensurg compliance hspection completed
on B4/30A13. ‘
G 108 O.A.C. 3701-83-03 (G) Liability Insurance ( C 105 ~ Liability Insurance gemélzma
Each HCF shali efther maintain documentation of ' . .
a tate Babiity insu gl of the 1. This d.eﬁc!ency will be corrected
staff and consulting specislists or inform patients with the following measures:
that the stalf member or consulting specialist a. Patients now receive a disclosure
does not camy malpraction insurance, Informing them of physician A's lack of
malpractice insurance, in accordance
with OAC 3701-83-03 (G) (See axhibit A)
2 The following measures have bean)
taken to insure the deficiency does
This Rule is not met as evidenced by: not peeur:
Based on a review of perbonnel flas and 'I;h disc! has b
interview with faciity staff, it was determiced that a. The disclosure has been added to
tha facility fafled to notify patients that Physician A patients charts
oid not canry miphr:gﬁaa liability ingurance. a‘;hi: b.  The staff has been trained on new
deficiant practice had the potential to affect Isclosur
patients cared for at this facility, There were d °
2,128 patient visits i 2012,
Findings include:
The personnael file for Physician A was reviewed

Ohlo Department of HesHh -

TIME (X8} ATE

LABORATORY GIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
BVATE FORM , N a VIUFH ¥ cartiradion shwet 1of #4
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’ FORM AFFPROVED

—Ohio Dept Haalth

STATEMENT OF DEFICIENGHES

AND PLAN OF CORRECTION

(X1) PROVADER/SUPBLIERIOLIA {42) MULTIFLE CONSTRUCTION
ENTIOICATION RUMBER:

A BUILTING:

{%3) DATE SURVEY
COMFLETER

B VNG
STREET ADDREES, UITY, STATE, ZIP_QOOE
1743 EABT BROAD STREET
COLUMBUS, OH 43205

SUMMARY STATEMENT OF DEFICIENCIES in
{EACH DEFICIENGY MUST BE PRECEDED BY FIAL PREFIX
REGULATORY OR LSG HIEMTHEYING INFORMATION; TALS

0536AS . 04/30/2013

NAME OF PROVIDER CR SUPPLIER
FOUNDER'S WOMEN'S8 HEALTH CENTER THE

PROMIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOLILD BB
CROSS-REFERENCED TO THE APFROPRIATE
DEFICIENGY)

A0 |
FREFDX

TAG DATE

C 05| Continued From page 1 ‘C4w6 | C 105 — Liahility Insutance (Continued)
on O4/29/13. There was ro dogumentation in the ) .
physicians { fite of malpractice liability a The performance will be monitored
insuranca. to ensure sojutions are permanent through;

a. Chart review dons guarterly

07/05/2013

Interview with Staff F on 04/30/13 at 2:65 P.M.

C 110

verified that Physician A did not have malpractice
Habilily nsuramce. Staff F stated that the surgery
center used 1o have a form that was presanted to
the patients to inform tham prior to surgery that
Physician A did not have malpractice insurance,
Staff F further stated that the surgery centar
stopped using that form and stopped giving the
form to patients 10 sign ag acknow et of
being made aware of the physician's lack of
malpractice lnsurance. Staff F steted the surgery
center thought the information was contained in
the surgical informed consent form; however,
upon review of tha Informed consent form on
04729713, Stalf F verified that the information was
not contained i the Informed consent form.  Staff
F verified that sinca July, 2012 tili present, thera

1 was no documaented evidence that patients had

best: made aware of Physician A not camying
alpractice Rabilty insuranoe.

O.A.C. 3701-83-08 {A) Professional Standards

Each HCF shall ulflive personne! that have
appropriate tralning and quaiifications for the
services that they provide. Any staff member
wha functions In a professional capacity shall
meet the standards applicabla 1o that profession,
including but not imited o possessing & current
Ohio licenes, ragistration, or cedification, if
required by law, and working within his or her
seope of practice,

Copies of current Ohio ficenses, registrations and
certifications shall be ke In the empioyee's
personnet Bles or the provider of the HCF shall
have an established system lo vonfy and

C 19

4, This deflclency was comectsd on
July 5, 2013,

¢ 119 - Professionat Standards

1. This deficiency will be corrected
with the following measures:

a, Staff Nis no longer administering
medications {o patiants. Nurse.s w:lt
administer medications to peﬂents

0612712013

Ghilo Depastrant of Haelth
STATE pORM

.

VILF1t

W capteation sheet 2 of 14
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. FORM APPROVED
GChlo Dept Health
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA 042} MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICARION NUMBER: A BUILDING: COMPLETED
0558A2 B. WING - 04/30/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 1P CODE
EASYT BROAD STREET
FOUNDER'S WOMEN'S HEALTH CENTER THE | 340 B B A e
' SUMMAITY STATEMENT OF DEFICIENCIES n PROVIDES PLAN OF CORRECTION B
,i’é‘éé‘!'; {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROYS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 118! Continued Frown page 2 G119 C 119 — Professionat Standards 06/27/2013
docurent the possession of eurrent Ohlo (Continued)
licenses, registrations, ot other cartifications .
required by law. Nurse licenses shalt be copied 2, The following measuras have been
in accordance with paragraph (E} of rule taken to ensure the deficiency does not
4723-7-07 of the Administrative Code. 8o

a. Personnel files have been reviewed
to ensure facility persannet that have
appropriste training and qualifications

This Rule is not met as avidenced by:

Based on madical record review and staff . )
interview, the faciiity tailed to ulitize personnel that 3. The pelrfurmance will be momtored‘
had appropriste training and quaiifications for the to ansure sqtuhons are pgnnanent through:
services they provided. Thig deficient practice a. Facility nurses will review charts at
affieciad 7 of 10 sampled patients. There were . the end of every surgery day to ensure that
2,128 patlant visits In 2012, ere are no deficiencies,

o b. Any deficiencies noted will
tide; ' .
Findings include ‘immediateiy be reported to the Director

*Staff Member" is any individusal who provides of Nursing.

direct care to patients on a full-time, part-time, .

temparary, contract or voluntary basis. 4. This deficiency was corrected on
The medical records of Patients #2, #3, #5, #7, June 27, 2013.

#8, #8, and #10 were raviewed on 04/29/13 and
04/30/13. Review of thase madical records
revealad the pre-operative medications of
Ibuprafen 600 milligrams and Cytotee 400
milligrams (used for cervical softening) were
administered by Staff N,

Review of the medical records revealed Cytotec
400 milligrams and lbuprdfen 600 milligrams
were admindstered by Staff N as follows:

Patlont #2 had surgery on 04/12/13. Staff N
documented administering Cylotec 400
milligrams (mg} at 10:55 A M. and lbuprofen 600
milfigrams at 10:56 AM.

Ghlo Deparimant of Fieakh
STATE FORM st VIUF 13 i comtirmtbon sheat 3 of 14
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STATEMENT OF OEFICIENCIES (X1) FROVIDY -
AND PLAN OF CORRE®TIm ) e Hﬁﬁﬁmﬁxﬁw zu;u T:ﬁ;;m CONGTRUCTION

1X3) DATE SURVEY
COMP BTEDR

. g598A8 B WING
NAME OF PROVIDER OR SUPPLIER S‘I’REETADDREss, CITY, STATE, 7P COpE

FOUNOERS WoHENS AL ceren e | S5 ExeT S snger
>

2.5:3:) l SURAMARY STATEMENT OF DEFICIENCIES ,‘ i i PROVIDE )
R'S PLAN OF CORRECHON
PREPIX | ‘;.'EACH DEFICIENCY MUST BE FRECEDET By FULL, 1 PREFIX EACH CORKECTIV/E ACTION SHOWLD BE

04/30/2043

[
! {
HATORY OR LSG IDENTIFYING INFORMATION) TAG | CROSSREFERENOED 1o THE APEROPRIATE
[ DEFICIENGY)
! .

Continued From page 3

!

i

| Patient #3 hagd SUrgery on 03/20/13, Staff N l
documented adrninistering Cytoteg 400 mg at |
;2;:2 P.M. and lbuprafen 600 milligrarng at 12:48 ?
]

#

Patient #5 had surgery on 0324113, StaffN
documented administaring Cytotec 400 mg and
; Ibuprofen 600 mg at 4:06 P.M. '

Patient #7 hag surgery on 04/02/13. Sta#t N
: documented administaring Cytotec 400 mg and
| Ieuprofen 600 mg at 10:31 BP.M,

Patient #8 had surgery on 03/23/13. Staff N
documented administering Cytotec 400 mg at
9:59 A M. and 10:51 A M, and Ibuprofen 600 mg
at 2:59 A M.

Patient #8 had surgery on 04/10/13, StaftN
doctimantad administering Cytotes 400 mg at
10:14 A.M. and 11:05 AM.

Patient £10 had surgery on 03/18/1 3. StaffN
documented administering Cytotec 400 mg at
10:18 A M.

During interview with Staff N on 04/30/13 atl 11:20
AM. the staff mamber stated they were a former
Licensed Practical Nurse but they had let their
license lapse sometime in the 1980, Staff N
further verified that they only worked in the facility
a5 & volunteer, as thay were a relative of one of
the nurses, Staff N further verified that they were
ot on the facility's payroll. Staff N stated they
wera a Medicat Assistant, but could not produce
avidence of this certification at the time of the

Inspection,

Interview with Staff M on 05/01/13 per telaphone
at 10:15 AM. varified that there was no

Chio Deparirat of Health ) .
STATE FORM L] VIUE1$ ¥ continuation thest 4of 14
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' FORM APPROVED
Ohio Dept Health
STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION L IDENTIEHCATION NUMBER: A BUILDING: COMPLETED
O598A3 B WING 04430/2013
NAME OF PROVICER OR SUPPLER STREET ADDRESS, CITY, STATE, 2P CODE
FOUNDER'S WOMEN'S HEALTH CENTER THE | aonimmue. o asaos |
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
1AL REGULATORY OR LSC HENTIEYTNG INFORMATION) TAG CROYS-REFERENCED TO THE APPROPRIATE OATE
- DEFICIENCY)
C 1189} Continued From page 4 ci8
documentation that Staff N was a Medical
Assistant. Staft M varified that Staff N worked
only as & voluntaer and stated Staff N had
praviously worked at the facitity and may hava
documentation it an okd personnet file that was in
a locked cabinet with a loat key. Staff M stataed
thay woulld try to get access i this cabinet and
sae if there was any evidance of Staff N's
ceriffication as a Medical Assistant. Stalf M
varified at the conclusion of this Inspection that
the facility could not produce evidence that Staff
N was a Medical Assistant and able to administer
medications.
¢ 123 O.A.C. 3701-83-08 (E) Staff Crientation & G123 C 123 -~ Staiff Orientation & Training 07/16/2013
- Tralning
Each HCF shall provide an ongaing training 1.‘ Thig dc‘eﬁcwncy will be corrected
program for its staff. The program shall provide \with the following measures:
both @, Facility will conduct training with all
orientation and continuing training to all staft staff members regarding their job duties
mambers. The orentation shall ba ﬂppl‘opﬁate 2+ and raspﬂnaibiliﬁes.
the tasks that each staff membaer will be expected b, Facility will ide wriiten iob
to perform, Continuing training shall be designed - Facllity will provide written Jo
1o assure appropriate skifl levels are maintained description for all staff members.
and that staff are Informed of changes in
tacit'zlnique%‘phimt?ph_ias;! goals, and ﬁi&'ﬂ?:; 2. The following measure have beenh
mattars, The continuing fraining may include . :
attending and participating in professional taken to f—;nsure the deficiency does
meetings and seminars. not recur:
4.  HR manager will conduct annual
review of personnel files for completenass,
b.  Facility wilt create new hire
This Rule is not met as evidenced by: orentation program to er?sure all in.cx'}'n"\mg
Based on a review of personnel files and staff fully understand their responsibitities
interview with tha facility staff, it was determined and facility expectations.
that the facility failed o ensure eight of nine
factity staff (Steff O E, F, G, H, |, J, and K} had
documentation of orentation appmpriate (o the
Ohio Department of Hesith
STATE FORM vea VILFTL ¥ cardenuation shast § of 14
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FORM APPROVED
Ohio Dept Heaith
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION ICENTIPFICATION NUMBER: A BUILDING: COMPLETED
OB96AS 8. WING . 04/30/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
FOUNDER'S WOMEN'S HEALTH CENTER THE | é%‘.fui“g%}s'?gﬁ‘ﬂ?gf EET
o4y 1D SUMMARY STATEMENT.OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o8y
PREFIX (EACH BEFICIENCY MUST BE PRECEDED BY FLtL PREFUX (EACH CORRECTIVE ACTION BHOULD BE COMPLETE
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAQ CROBS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENGY)
"¢ 1231 Continued From page 5 o123 C 123 - Staff Orentation & Training 1O7/16/2013
tasks that each staff member would be expacted (Continued)
to parform. This deficient practica had the '
potential to affect all pationts cared for at this .3 The performance will be monitored
facility, There were 2,128 patient visits in 2012, tu ensure solutions are petmanant through:
e . a. HR managet will be present for
Findings include: staff training.
The facility's persannet filas were raviewed on b, HR manager will conduct annual
04/29/13 and 04/30/13. Reviaw of the personnel reviaw of personnel files to ensure training
files for 3taff D, E, F, G, H, |, J, and K revealed has bean properly documented.
no documentation that the facility staff recelved
orientation appropriate to the tasks that each staff S
member would be expected to perform. Review 4. Staff raining Is scheduled ta be
of the personnal files further revealed the conducted on July 18, 2013 and written
following dates of hira for mach staff member job descriptions will ba passed out at
listed above: that time.
Staff D {Registered Nurse) Hira Dats: 08/01/10
Staff E (Registered Nurga) Mire Date: 0614412
Staff F (Ragistered Nurse) Hire Date: 06/14/13
Staff G (Licensed Practicsl Nurse) Hire Date:
0211112
Staff H (Madical Assistant) Hire Date: 06/04/12
Staff | (Patient Care Assistant) Hire Date:
0e/14/12
Staff J (Pationt Care Aggistant} Hire Date:
10/23/11
Staff K (Patient Care Assistant) Hire Date:
0614712
Interview with Staff L on (4/30/13 at
approximately 2:00 P.M. verified the lack of
documantation in the staffs personnet files,
C 128 O.A.C, 3701-33-09 {A) Standards of Practice G129 C 129 - Standards of Practice 07/16/2013)
The HCF shall assure ail staff members provide : ; ot
services in accordance with: 1 . This d}eﬁcnency will be corrected
with the following measures;
{1) Applicable current and accepted standards of

Chic Deparment of Haalth
STATE FORM il VIUF11 H contiuation ohent & of 14
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: FORM APPROVED
Ohio Dept Health —
STATEMENT OF DEFICIENCIES (X1} PROVIDERSUPPLIERGLIA (X2) MULTIPLE CONSTRUCTION £X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING: COMPLETED
0596A3 B. NG 04/30/2043
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1243 EAST BROAD STREET
FOUNDER'S WOMEN'S HEALTH CENTER THE Cf)LUMBUS, OH 43205
) MNARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION {8}
éﬁg& (EACSt‘iJ osﬂc;en& MUST BE PRECEDED BY FULL PREFIX (EACM CORRECTIVE ACTION SHOVLD BE COMPLETE
TAG REGULATORY OR LEG FOENTHTYING INFORMATION) e CROS&-REFERENCER TO THE APPROPRIATE
C 129| Continuad From page 8 C129 |G 129 - Standards of Practice (Continued) 07/16/2013
i ini itias of F;
gir;ctxca and the clinical c-apabiht:es of the HC a. + The "Medical Notes® form was
updatad to reflect doctor's onders for
(2) Applicable state and federal laws and madications: (See exhibit B)
regulations. b. Mursing staff wili be frained on
proper documentation procedures.
2. The following measures have been
This Rule is not met as evidenced by: taken to snsure the deficiency does
Based on a review of medical records and » not recur:
interview with the faciiity staff, the facility failed to - . .
ensure thera were physiclan orders for the a.  Training will be cnnduS;tad with ali
administration of second doses of an oral staff on a periodic basis 1o review the
medication (Cytotec/carvical softener) for two importance of proper documentation.
patients (Patiente; #8 fafnd #3) and fsiledtrtn provide .
documentation of staff administering intravenots i .
sedation for Patient #9. The sample size was 10. 3 The performance will be monifored ;
There ware 2,128 patient visits in 2012 to ensura golutions are parmanent through:.
a. Facility nurses will review charts
Findings inchsde: at the end of every surgery day to ensurg
. . that there o deficiencles,
The medical record of Patient #8 was reviewed b A: ": "ﬁ lencies noted will
on 04/30/13. The patient had surgery on < Any deficlencies noted Wi
03/23/13. The medical record revealed that Staff immediately be reported to the Director
N administered Cytotec 400 mg at 9:69 AM. and of Nursing.
10:61 AM. There was no physician's order for
- the second dose of the Cytotec. During interview o »
- with Staff N on 04/36/13 ot 11:20 AM., the staff 4, “Medical Form” was updated on
{volunteer) stated Physician A wanted to have a April 30, 2013, Nursing staff is scheduled
second dose, of Cylotec 400 mg given to ali to be ralned on July 16, 2013, All
surgical patients over 13 weeks gestation. Staff N dsficiencies will be rernedied as of
further stated that Physician A wanted the second
: July 16, 2013,
dose of Cytotec 400 mg given ona hour after the _
inittat dose and then proceed with surgery one
hour after the administration of the sscond dose
of Cytotec 400 mg. Staff N stated this was an
understood request of Physician A, but verified
there was no approved protocolidoctor's order for
the administration of the second dose of Cytotec
(e Department of Heahh .
STATE FORM L VIUFT1 it conttrason shast 7 of 14
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FORM AFPROVED

_Ohia Dant Health
STATEMENT OF DEFICIENGES
AND PLAN OF CORRECTION

(K1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

0596AS

{X2) MULTIPLE CONSTRUGTION
A BUILDING:

BWING

(X} DATE SURVEY
COMPLETED

04/30/2013

NAME OF PROVIDER OR SUPPLIER
FOUNDER'S WOMEN'S HEALTH CENTER THE

ETREET ADDRESS, CITY, STATE, 2IP CODE

1243 EAST BROAD STREET
COLUMBUS, OH 43205

{4y 10 !
FREFIX
TAG

SUMMARY BTATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
HEGULATORY OR LEC IDENTIFYING tNFORMATION)

iD
PREFEX
TAG

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

&5
COMPLETE
DATE

C 129

C 140

Continuad From page 7
to be given.

The meadical record of Patiant #9 was reviewed
on 04730/13. The patient had surgery on
04710113, The medical record revealed that Staff
N administered Cytatec 400 mg at 10:14 AM.
and 1105 AM. There was no physiclan's order
for the second dose of Cytotec, Palisnt#9's
medical record ravealed the patient was given
intravenous sedation of Fentanyl 126 micrograms
at 12:1G P.M. and 12:15 P.M. and Versed 25
milijgrams at 12:05 P.M. during the operative
procedure. There were no signatures/initials of
the staff parson admirdstering these medications.
This was confirnsd during an interview with Staff
Fon 04/30M13 at 120 P.M.

On 04730713 at 1:25 P.M. Siaff F presented a
written profoeol for the administration of the
second dose of Cylotec. The protocol was
signed by Physician A {(initials}, but lacked a date
of the signaturs. The protocol alse lacked a date,
An interview was conductad with Staff F on
04/30/13 at 1:25 P.M. and Staff i stated this
protocol had just been developed and initialed by
Physician A on 04/30/13.

0.A.C. 3701-83-10 {C) Disaster Planning

The HCF shell develop a disaster preparedness
plan including evacuation In the avent of a firs,
The HCF shall review evacustion procedures at
jmast annually, and conduct practice drills with
staff at least once avery six months,

This Ruia iz not met as evidenced by:
Based on a review of the tacility's fite drill and

disaster dill records and interviaw with the facliity

G120

AT

C 140 — Disaster Planning
i
1. This deficiency will be comrected ¢
with the following measurea:
a.  Facility will conduct a fire drill.
b.  Facility will conduct a disaster drill.|

H
T

i
I
%
H
H

Oio Departrment of Health
STATE FORM

.
s

VILF1t

07/05/2013
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. FORM APPROVED
Ohio Dept Health _ : 5
ENT OF DEFICIENCIES 1) PROVIDER/SUPPUERICLIA [¥2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A’E%% OF cgnascnou * IDENTIFICATION NUMBER: A BUILDING: COMPLETED
0598A5 B WING | 04/30/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
1243 EAST BROAD STREET
FOUNDER'S WOMEN'S HEALTH CENTER THE COLUMBUS, OH 43205
: ' ROVIDERS PLAN OF CORREGTION T
() 10 R BN O ED By F i A CORREGTIVEACTION BHOULD BE | GOMPLETE
"’%Eé"‘ éﬁ%&%&%%&ggggﬁgﬁfg%%ﬁ) P?E'ém céoss-ns;ensmen TOTHEAPPROPRIATE | QAT
DEFIGIENGY) :

G 140| Continued From page 8 ' 140 |C 140 - Disaster Planning (Continued}  107/05/2013
staff, it was determined that the facility fajled to . ‘
conduct fire and disaster drills at least once avery 2. The following measures have been
zix manths with facility staff.  This deficient taken to ensure the deficiency does
practice had the potential to affect all patients not recur:
cared for at this facifity. There were 2,128 patient a. The facility has cresated documents
visits in 2012, to record the all drills (See exhibit C).

Findings include: b, The Executive Directoris -
responsible for conducting alt drills and

The facility's fire and disaster dril records were completing all relevant documentation.
reviewed on 04/28/13. Review of fire drill records

: {ed . .
e s et oo 5. T performancs wil bo mriares
documentation of any ather fire drills conducted in to ensure solutlons are permanent through:
2012, In addition, there.was only one #. Vaerification of documents as part of
documented CEFSEIST.EI‘ driﬁ Which Was cot'lducted the monthi Safe audn. See exhib" »)
on 04108712, Further review revealed no v v ( )
docurnsntation of the names/ites of the staff . .
members or patients who participated in these 4. Fire drilt was conducted an
driils, July 3, 2013 {See exhibit C-B)
Interyl ity Staff M 012 ot 4:00 P.M and disaster drill was conducted on
nterview w on D472 a4 M. darmad on J
verified that these were the only drills condugted p;' ormed on July 05, 2013
and confiymed there was no documentation of (See exhibit C-A). All deficiencies are
which staff members and patients participated in corected as of July G5, 2013,
the drills.

C 1562 gétgf;;g;;:&ﬂ {€) QA & Improvement C 152 C 152 — QA & Improvement Requiremeants [07/16/2015
Tha quality assassment and performance 1. This deficiency will be corrected
improvement program shail do al) of the following: with the following measures:

3 a. The facility has created a new
accessivifity, cominuity: efficiency, paﬁer;t (Ses axhibit E)
outcome, and patient satisfaction;
5‘2) Establish expectations, develop plans, and
implement procedures to assess and improve the

Ghio Deparment of Heatth
STATE FORM exa VIUFH i continuation sheet 8 of 14
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Q596AS 8. WING — 04/30/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
FOUNDER'S WOMEN'S HEALTHCENTERTHE | St tmbie ey e sag T
47D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED RY FILL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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DEFICIENGY)
€ 152! Continued From page 9 C182 ° |C 152 ~ QA & Improvement Requirements [07/16/2013
quality of care and resolve identified problems; (Continued)
{3} Establish expeciations, develop plans, and 2. The following measuras have bean
implement procedurea to assess and improve the taken to ensure the deficiency does
heaith care facility's govemancs, management, ot recur:
clinical and support processes; : ; .
. a. Al staff will be trained on new
{4) Establish Information systems and dppropriate Quality Control protocols.
dats management processes o facilitate tha b.  Facilities CEO wilt conduct the
collection, ranagement, and analysis of data training.

needed for quality assessment and performance
improvement, and to comply with the applicable

data collection requiremants of Chapter 3701-83 3. The performance will be monitored

of the Administrative Code; to ensure solutions are permanent through:
a. The govarning board shall review

{5) Document and repart the status of quality the quality assurance program on an !

assessment and improvement program to the

goverming body avery twetve months; annual basis in making the determination

to make siterations to the existing plan.
(8) Document and review afl unexpected

camplications and adverse events, whether 4, Quality Control Pragram was
3'3’1‘3‘? injury oF c;?m.lthzgaris& during an finalized on July 01, 2013. Governing
operation of procadure; & Board is scheduled to review the Quality

' (7) Hold reguiar meetings, chaired by the medical Assurance Program on July 10, 2013,
diractor of the HCF or designee, as necessary, Training Is scheduted for July 18, 2013.
but at least within sixty days after a serious injury All deficiencies will be correctod as of
or death, to review all deaths and serious injuries July 16, 2013.

and repoit findings. Any pattern that might
indicate a problem shall be invastigated and
remedied, if necessary.

Thiz Rule iz not met as evidenced by:

Based on recard review and staff interview, twas
detenmined that the faciity falled 1o ensure the
quality assessment and improvamant program
monitored and evaluated the quality of patient

Qhio Dapartmant of Haalth
STATE FORM i VILFH ¥ continustion shaat 10 of 14
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FOUNDER'S WOMEN'S HEALTH CENTER THE | oot e EJS?S%":;?&“E‘"
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRQSS—REFEREDNé:gg QCT%E APPROPRIATE DATE
¥

G 152] Continued From page 10 C 152

care and developed plans to Improve the faclity's
governance and managamesnt, This deficient
practice had the potential to affect aif patients
cared for at this facility. There were 2,128 patient
visits in 2012, i

Findings inchude:

During the enfrance conference pn 04/29/13 at
9:30 AM,, Staff M was asked to provide the
meating minutes of the Quality Assessment and
Improvement Committee for the last 12 months.
Raview of the meeting minutes revealed only one
meeting had been held In the past 12 months in
November, 2012 and had identified no issues
requiring an improvement ptan, There were no
current improvement plans in place,

Review of the facility's Quality Control protecot
and the meeling minutes on 04/29/13 reveated no
evidence that the Quality Assessment and
improvement Cominittea was |

Monltoring and evaluating all aspects of care
inchuding effectiveness, appropriateness,
accessibility, continuity, efficiency, patient
outeoms, and patient satisfaction:

Establishing expectations, developing plans, and
implementing procedures to assess and Improve
the quaiity of care and resolve idontified
problems;

Eslablishing expectations, developing plans, and
implementing procedures lo assess and Improve
the haaith care facility's governance,
management, clinlcal and suppart processes;

Establishing information systems and appropriate
data management processes o facilitate the

Ohla Dapartment of Heakth
STATE FORM tawe VIUF11 #f confinuation shaet 14 of 14
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 1243 EAS 0 STREET
FOUNDER'S WOMEN'S HEALTH CENTER THE COLUMBUTS,BgaAﬂZOﬁ
(4 1D SUMMARY STATEMENT GF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION P
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREELX (EAGH CCRRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTHFYING INFORMATION) TAG CROSS-REFERENCED 10 THE APPROPRIATE BATE

DEFICIENGY)

¢ 1521 Cantinued From page 11 . G182

collection, managemeant, and analysis of data
needed for quallty assessment and parformance
improvement;

Documenting and reporting the status of quality
assessment and improvement program o the
governing body every twelve months

Cocumenting and teviewing all unexpeacted
complications and adverse events, whether
serious injury or death, that arise during an
operatioh or procedure; and

Holding regular meetings, chaired by the medical
director of the HCF or designes, as rrecessary,
but 2t least within sixty days afier a senious injury
or death, to review all deaths and serious injuries
and report findings.

There was also no evidence fhat any pattems that
mright have indicated a problem were investigated
and remedied.

intarview with Statf L on 04/30/13 at 4:00 P.M.
revesalad that no quality improvement projects
had been implementad in the past 12 months, but
they are in the process of making “major
changes” fo the quality assasament and
Improvemant program.  Staff L further stated that
thase changes have not been finalized and have
not been presented {o the geveming body as of
yet,

15 214} ©.A.C. 3701-83-17 (1) Patient Accompanied at c4 ¢ 214 - Patient Accompanied at Digcharge07/16/2013
Discharge ' 1. This deficiency wilt be correcied

ith the followi :
The ASF shalt discharge a patient only # with the following measures

accompaniad by a responsible person, unlass the
attending or discharging physician, podiatrist, or
anasthesia qualified dantist determines that the
CFic Depanment of Haaih ‘
STATE FORM bid VILET if cominuation sheer $2of 14
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION ‘ * J (%3} DATE SURVEY
AND PLAN OF CORRECTION ENTIFICATION NUMBER: A BUILDING: COMPLETED
0596AS B. WING _ 04/30/2013
| NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, C{TY, SYATE, ZIP CODE
FOUNDER'S WOMEN'S HEALTH CENTER THE | 1243 EAST BROAD STREET
4y 1D SUMMARY STATEMENT OF DEFICIENCIES i | PROVIDER'S PLAM OF CORRECTION -
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuiLL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG cnosanﬁrsnsggﬂegéﬁ g}foa APPROPRIATE DATE
C 214| Continued From page 12 C214 |G 214 — Patient Accompanied at Discharge {07/16/2013;
patient doesnot need to be accompanied and (Continued)
documents the clrecumnstances of discharge In the !
patlent's medical record. 8, The *Medical Form® Was updated
to reflect patient discharge status.
{See exhibit B)
This Rule is not met as evidenced by: b.  Nursing staff and physicians will be
Based on 2 review of medical records and trained on proper document procedures
interview with the facility staff, it was determined regarding discharge status.
that the facility failed to ensure the attending or ;
discharging physician documented the . :
circumstances of discharge in the patient's 2. The foliowing measures have been i
medical recerds for two of ten sampled patients taken to ensure the deficiency does _
{Patients #5 and #8) who were discharged not recur;
unaccompanied by a responsible adut. There a.  Training will be coriducted with all
wera 2,128 patiant visits in 2012. staff on a periodic basis to review the
Findings include: importance of proper documentation.
The medical recond of Patient #5 was reviewad 3. The performance will be monitored
on 002229“3 }3]31?2 gﬁﬁ:ﬂﬁﬂd & t-‘?‘-!?st)lca' to ensure solutions are permanent through:
procedure on . ‘The patient was it ;
discharged from the recovery room to home on i a. ‘ F:m ity nurses will review charts at
03/21/13 at 10:51 AM. The medical racord -+ [the end of every surgery day to ensure that
documentad the patient was discharged to self there are no deficiencies.
and was not accompanied by a responsible adult, b.  Any deficiencies noted will
Tha medical record lacked documentation by the irmimediately be raportad to the Director
physician (Physician A} of the circumstances for of Nursing
dizcharge to seif and being unaccompanied by a )
responsible adult. This finding was verified with
Staff M on 04/209/13 at 4:00 P M, 4. “Madical Form™ was updated on
h ¢ Patiant #8 ‘ April 30, 2013, Training is scheduted for
e medical record of Patient #8 was reviewed July 18, 2013. All deficlencies will b
on 04/28/13. The pelient had a surgical m:ecté d as of Jul 1; 23‘;’;3 e
procedure on 03/2313. The patlent was v 18, )
discharged from the recovery room to homea on
03/23/13 at 1:27 P.M. The madical record
documented the patient was discharged to self
and was not accompanied by a responsibla adult.
The medical record lacked documentation by the

(hig Bepartment of Haalth
STATE FORM bt VIUFY ¥ oontioustion shoet 13 of 14
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STATEMENT OF DEFICIENCIES (K1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {(X3) DATE SURVEY

AND PLAN OF CORRECTION DENTIFICATION NUMBER: A, BUILDING: COMPLETED

, 0536AS B. WG — 04/20/2013
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
FOUNDER'S WOMEN'S HEALTH CENTER THE ;f;‘f’uﬁ,‘g};?gﬂ“ggg?ﬁ“
{4 1D SUMMARY STATEMENT OF DEFICIENCIES s PROVIDER'S PLAN OF CORRECTION ' [+ 1))
PREFTX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC ICENTIFYING INFORMATION) TAG CHOSEREFERENGCED TO THE APPROPRIATE DAYE
‘ DEFICIENCY)
¢ 214| Continued From page 13 214

physician (Physician A) of the circumstances for '
discharge to self and being unaccompanied by &
respansible adult. This fnding was verified with
Staff M on 04129713 at 4:00 P.M.
During an interview on 04/28/13 at 4:00 P.M. Staff
1 stated-they ware not aware the physician was
to document the circumstancas of the discharge
when a patient was discharged to seif and
unaccompanied by a responsible adult

Oho Deparment of Heatth )
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THE FOUNDER’S WOMEN’S HEALTH CENTER

FIRE DRILL CHECKLIST

DATE: ;l'}*l} CTime: LV ?Dt 33 m -

CHECKLIST:

Patients and staff were removed from immediate vicinity of fire or evacuated from
puilding.

\B\AH persons in facility were accounted for,
\B Exact location of “fire* was announced over the Intercom System 3 times.

\ELDesignated person (administrator/ supervisor) simulated phone call to Fire
Department,

\El All doors were closed.
\BCiosed daors remained closed.
\a51aﬁ knew location of and retrieved fire extinguishers.

&Staﬁ remained catm and moved quietly and swiftly.
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QUARTERLY FIRE DRIL
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July 16 2013
Meeting notes concerning change on patients chart

An inservice with medical staff is conducted today to explain the changes on patient
records, The change includes a physician order for medications to be administered
for each individual order. Physician medication orders are to be administered by

an RN or an LPN within their scope of practice.

Each staff member is informed that if an error is made, to go to the director of nursing
with the error in question without fear of reprimand. Additional training will be provided

45 necessary.

Attending were nurses and medical assistants
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