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M 088| 116,01 Transfer Agresment M 068

Transfer Agreement. The abortion facllity shall
have a writtlen transfer agreement with orie or
more physicians for the express purpose of
ensuring that patients who have complications
will be Immediatety transferred to the physfelan's
care. The physician who enters the written
agraement with the abortion facility shall:

1. Have full admitting privileges with one or more
acute general hospitals that shali be jocated
within 30 minutes travel time of the abortion

facillty;

2. Maintaln bis or her primary office location
within 30 minutes travel time of the abortion
faciilty. ' .

3. Have full credentials to handle complications / %q |
of abortions with the acute general hospital(s). oy

This transfer agreement Is to be kept on site at -

| the abortion facility subject to verificationon -
demand by the Mississipp! State Board of Health.
The transfer agreement as well as the parties to
the agreement or any information regarding the
parties will be kept confidential by the Mississippl
State Board-of Heaith.

This Statute is not met as evidencad by:
Rased on review of documents, the facility failed ' : : )
to ensure that the faclilty has a written transfer : .

Vississipp! State Department of Health ' -
’ \ ' ITLE . (%8) DA
ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATUR _ N(’:}(jk) 10 [24[20
' 2% '

STATE FORM o BNFB11 If continuafion ahedt § of 8




PRINTED: 08/29/2011

o FORM APPROVED
MSDH - Health Facilities Licensure and Certification
STATEMENT OF DEFICIENGIES 1) PROVIDER/SUPPLIER/CLIA E CONSTRUGTION {X8) DATE SURVEY
AND PLAN OF CORREGTION &Y |DENT|F[CAT|%N NLIMBER: (x2) MULTIPLE Sl COMPLETED
A BUILDING : _
B. WING ,
25)W 08/18/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATH, ZIP CODE
_ ' EET
JACKSON WOMEN'S HEALTH ORGANIZATION jﬁgﬂﬁgﬁfﬂ: E‘%;ESSTR T
(X4) ID SUMMARY STATEMENT OF PEFICIENCIES B PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TC THE AFPROPRIATE DATE
‘ - DEFICIENGY) '
- M068] Continued From page 1 ' _ MOS8 | The previous transfer agreement has been
agreement with a physician for the purpose o R e wedical
ensuring that patients who have complications will covisad and updated to eliinats the Modic
2aergnm._edtately transferred to the physician's | Bir. of the paviows owner from tha agreement.
Findings lnciude‘ We continue to have our agreement i plca with
Review of the document provided as the transfer | the same local physician ss bafore, This i ensure
agreement requirad by the Minimum Standards of thet patients are able to be atmitted to v loczl
Operation for Abortion Facilitles §116.01 was
executed February 23, 2010 with tha previous hospitel If nevessary, No petients were affected by
owners of Jackson's Women's Health
Organization. The agency has received this because tha admitting physicien did not ciange
documentation that new managemant took over ' ‘
the facility July 1, 2010, The facllity under this - during this process. We will continus to make any
new management does not have an agreement ‘ -
‘with a physician at a local hospital to admit necessary changes to this agresment in order to
patlents. . :
ensure thit our patients sre recelving the best
M 139 133.03 Structural Soundnhess M 139
: possible care snd all minimum standards continue
Structural Soundness. The building shall be : : o,
structurally sound, free from leaks and excessive % be meat. _ S : | )
molsture, in good repair, and painted at intervals L X
to be reasonably attractive inside and out. Compiation ml _us’ 11/2011
This Statute Is not met as evidenced by:
Based on cbservation, the facility falled to
maintain the structure in good repair as required.
Findings include: '
Observations on 08/18/11 revealed the storage
room-across the corridor from the electrical panel
room fails to provide the required one (1) hour fire
lississippi State Deparimant of Health
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M 138 Continued From page 2 M1igg | The dooracrossthe corridor S
rated separation from remaining aresas. from the electrical closet has’
At 1:45 p.m, on 08/18/11 the surveyor observad been aligned 1o close properly
that the door serving the storage space does not - _ _
close completely into the door frame and and all other daors hava been
positively fateh.
. . thecked to make certain that
M 140| 133.04 Fire Extinguisher M 140

Fire Extinguishear. An all-purpose fire
extinguisher shall be providad at each exit and
apecial hazard areas, and located so a person
would not have to travel more than 75 feat to
reach an extinguishar.

This Statute Is not met as evidenced by,
Basad on obsstvation, the facliity failed to
properly mainiain and provide fire extingulshers
as raguired,

Findings Inglude:

Observation on 08/18/11 revealed the portable
fire extinguisher has not received the required
hydrostatic pressure testing.

At 2:18 p.m. on 08/08/11, the portable fire
extinguisher nearest the rear exit door was -
observed to be shell starmped 1998 indicating
date of manufacture. There was no indication the
extinguisher shell had been hydrostatically
pressure tested since that date.

Dry chemical firs extinguishers with mild steel
shells shall be hydrostatically tested af intervals
not to exceed twelve (12) years.

they are within compliance.
No patients wete affected by this.
Completion Date: 10/03/2911
]

;lthough the previous fire

extinguishers had bean inspected,

the inspector mistakenly noted on

otir invoice that new axtinguishers

were not naeded unﬁl 2012, All fire
extinguishers have been replaced |

with new extinguishers in the facility.
Extinguishars will be checked yearly
and visually checked to make Eure this

does not happen in the'future.

No patients were affac’ced by this.

lississippl State Depertment of Health
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' Although the pravisus fire
M 141| 133,05 Fire Extinguisher M 141 -

' extinguishers had been inspected,
Fire extinguishers shalf be of a type approved by
the local fire department or State Fire Marshall the inspector mistakenly noted on
and shall be inspected at least annually. An
aftached tag shall bear the initials or name of the our invoice that new extinguishers
Inspector and the date inspected.

were not needed until 2012, Al fire
- extinguishers have been replaced
This Statute is not met as evidenced by: with new extinguishers [n the faciltty.
Based on observation, the facility failed to o .
properly maintaln and provide fire extinguishers Extinguishers will be checked yearly
as required.
end visually checked to make sure this
Findings include: does not happen in the future,
Observation on 08/18/11 revealed the portable | No patients were affected by this.
fire extinguisher has not received the required
hydrostatic pressure testing. Completion Date: 10/03/2011
AL 2:18 pm. on 08/08/11, the portable fire '
extinguisher nearest the réar exit door was
observed to be shell stamped 1996 indicating
date of manufacture. There was no indication the
extinguisher shell had been hydrostahcally
pressure tested since that date, .
Dry chemical fire extinguishers with mild stesl
shells shall be hydrostatically tested at intervals
not to exceed twelve (12) years.
M150] 13314 Emergency Lighting- M 150

Emergency Lighting. Emergency lighting
systemns shall be provided to adequately light
contdors, procedure rooms, exit signs, stairways, -

fiasissippl State Deparimant of Health
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M 160 | Continued From page 4 M 150 »

. T
and lights at exterior of each exlt in case of he emergency generator has been

j iiure.
electrical power failura : _ tested and will continue to betested

an the monthly basis, We have hired

This Statute is not met as evidenced by:

Based on observation and record review, the
facility failed fo maintain the emergency generator
as required,

someone to do our monthly and annual -

testing as to stay in compliance with

Findings inchude: the standards. A record will be kapt of

Record review on 8/18/11 from 3:00-3:16 p.m., “alf testing and maintenance done an

revealed the facility was unable to produce

records as follows: the generator.

1) There was no documentation indicating the Completion Date: 10/03/2011

essentlal elecirical system (EES) was tested
under load for a minimum of thirty (30) minutes at
monthly Intervals and that the (EES) received the
required annual taintenance,

2) Observation at 3:16 p.m. revealed the facility
failed to produce records regarding a) the
-exercise of the generater, and b) annual
inspections of the generator. A routine
mainienance and operational tasting program
shall be based on the manufacturer's
recommendations Instruction manuals, and the
minimum requirement of this standard and the
‘authority having jurlsdiction (National Fire

- Protection Association (NFPA) Standard 110,
1969 Edition, Emergency and Standby Power
Systems, Section 6-1.1 and the suggested
maintenanca schedule located in Appendix A of

this Standard).

The above observations were confirmed by the
| Director 08/18/11,

fiszissippl étate Dapartment of Haalth ’ )
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M 152
M 152

Continued From page 8
133.16 Exit Doors

Exit Doors. Exit doors shall be minimum of 3 feet
wide and shall switg In the direction of egress
and shall not obstruct the travel along any
required fire exit.

This Statute is not met as evidenced by
Based on observation and record review, tha
facility falled to provide iImmediate access {0

exlts,
Findings tnclude:

The faciiity has installed & magnetic lock at the
front door, which requires staff to release an
electromagnetic door hold, to allow egress.

Observation on 08/18/11 revealed thatat 1:15
p.m., a staff member was requlred to activate an

| electrical switeh from the receptionist station to

allow entry, At 3:30 p.m., it was observed that the
same-action was necessary to exit the facility.

There ara no fail-safe attributes as required by
appropriate standards where similar '
arangements are allowed by régulations and the
authority having Jurisdiction, State Regulation,
Section 102.01 & tha Natlonal Fire Protection
Association (NFPA) Standard 101, Life Safety
Code, 2000 Edition, Locks, Latches and Alarm
Deavices; Section 7.2.1.5.1, :

M 152
M 152

Although the elsctromagnetic can
be unplugged st any given time to
allaﬁr constant egress ih an emergency
. sﬁuaticn, we have setup and
appaini:mént with our alarm company
to instal! a relay to uniock the door upon
an emergency situation. Work is scheduled

_ to begin this month.

Completion Date; 16/03/2611

—
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107.01 Personnel Records M 043

M 043

Personnel Records. A record of each employee

should be maintained which includes the
following to help provide quality assurance In the

facilly:
1. Application for employment.

2, Written references and/or a record of verbal
references.

3, Verification of all training and exparience, and
licensure, cettification,. registration and/or
renawals,

4, Performance appraisals,

§. Initial and subsequent health clearances.
8. Disciplinary and counsefing actions,

7. Commendétions.

8. Employee incident reports.

0. Record of orientation to the facility, its policles
and procedures and the employee's position.
Personnel records shall be confidential.
Representatives of tha licensing agency
conducting an Inspection of the facility shall hava
the right to inspect personnel records. :

This Statute s not met as evidenced by:
Based on review of documents, the facility fajled
to ensure that the facility included Performance

Appraisals In the Personnél Files,

parformance appratsalz and they are

heing kept in thelr employee ﬁlé;-

and document all employses onan

annuu! baste to erisure that the best

posslble patient care is given.

"All pmployeas that have baen with our

fadlttvfnr‘ut feast 3 yaar huve received .

Administration will continue to evalaata

Complation Date: 05[11:(2&;1

= -
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JACKSON WOMEN'S HEALTH ORGANIZATION
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JACKSON, MS 30216
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_ A BUILDING .

B, WING
280W 08/18/2011

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

1. Evety position shall have & writien description
which adequately describes the dutiss of the
positiort.

2. Each job description shall include position title,

‘authority, spacific responsibilifes and minimum

qualifications. Qualifications shall include
education, training, experience, special abilities
and license or certification required. '

3, Job descriptions shall be kept current and
given to each employee when assigned fo the
positioh and whenever the job description Is
changed.

I

This Statute is not met as evidenced by.

Based on review of documents, the facllity falled
to ensure that the facility had job descriptions that
included the minimum qualffications,

Findings include: -

Six (6) of six (8) parsonnel files reviewed
revealed that the documents that listed job duties
or responsibilities did not include minimum
qualifications for staff,

All émployee filas have been changed

to inclede the minlmurﬁ qualifications

for anch parﬁudariub description.

All files huve baen chacked to ansure that

tha employee does, in fact, meet the

mintmum qualifications for that parﬁr:glur

position. Ay potential new hires will be

thacked and documented in their fila thet
| gualifications are met, By dajng such, our

fecility has ensured that wa ara not 6n§y

meeting the standards of MDOH, but also

tha standards of good patient care for ot fardiity.

Xd) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACRH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG _ CRDSS-REFEREggED 70 gHE APPROFRIATE DATE
: : FICIENCY) .
M 043 | Gontinued From page 1 M 043
Findings include:
Six () of sl (6) personnel files reviewed
revaaied that there ware no Petformance
Appraisal documents in each employee's file.
~ M044| 107.02 Job Descriptions M 044
Job Descriptions

Completion Dum usf11/2011

Mississippi State Department of Health
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M 127 | Continued From page 2 M127 -

M 127| 130,03 Structural Soundness M 127

Structural Soundness. The building shall be '
structurally sound, free from leaks and excessive The door across the corridor

moisture, in good repair, and painted at intervals from th .
to be reasonably attractive inside and out. ram the electrical closet has

heen aligned to close properly

and all other doors have been

checked to make certain that

This Statute is not met as evidenced by: - they are within e‘:omplia[-.ce,

Based on observation, the facility falied to
maintain the structure in good repalr as required. 7 No patients were affected by this.

‘| Findings include: Completion Date: 10/03/2011

Observatians on 08/18/11 revealed the storage
room across the corridor from the electrical panel
room fails to provide the required one (1) hour fire
rated separation from remaining areas.

At 1:45 p.m, on 08/18/41 the surveyar observed
that the door serving the storage space does not
close completely into the door frame and
positively fatch.

M 128| 130.04 Fire Extingulsher M 128

Fire Extinguisher. An all purpose fire
extinguisher shall be provided at each exit and
speclal hazard areas, and located so a person
would not have to travel more than 76 feet to
reach an extinguisher, Fire extinguishers shall be
of a type approved by the local fire department or
State Fire Marshall and shall be inspected at

[

Mississippi Stale Departmant of Health E
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M 128 | Continued From page 3 M 128
jeast annually. An aitached tag shall bear the
initials ar name of the inspector and the date
inspected.
Although the previous fire -
extinguishers had been inspected,
the Inspector mistakenly noted an
This Statute Is not met.as svidenced by; C
Based on observation, the facility falled to our involce that new extingulshers
o} ntain and de fire extinguishers
. 2; t%%ﬁrzgi ' provide fire exting were not needed until 201;. All fire
extinguishers have been replaced
Findings include: '
- with new extinguishers in the facility.
Obsarvation on 08/18/11 revealad the portable o :
fire extinguisher has not recsived the required Extinguishers will be checked yearfy
hydrostatic pressure testing. i
- end visually checked to make sure this
At 2:18 p.m. on 08/08/11, the pottablea fire :
extinguisher nearest the rear exit door was does ot happen in the future,
observed to be shell stamped 1996 indlcating _
date of manufacture. There was no indlcation the No patients were affected by this.
extinguisher shell had baen hydrostatically
pressure tested since that date. Completion Date: 10/03/2011
Dry chemical fire extinguishers with mild steel
shells shall be hydrostatically tested at intervals
not to exceed twelve (12) years,
M 138] 130,14 Emergency Power M138
Emergency Power. Emergency generator shall
be provided to make life sustaining equipment
operable in case of power failure. Emergency
tailure outlets shall be provided in all patient care
: areas.
Missizsippl State Department of Health
: aa00 BNF811 if continuation shest 4 of 7
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M 138

Continued From page 4

This Statute is not met as evidenced by:
Based on observation and record review, the
facility falled to maintain the emergency generator

as required. .
Findings include:

Record review on 8/18/11 from 3:00-3:15 p.m.,
revealed the facllity was unable to produce
records as follows:

1) There was no documentation Indicating the
essential electrical system (EES) was tested -
under load for a minimum of thirty {(30) minutes at
monthly Intervals and that the (EES) received the
required annuat maintenance;

2) Obsetvation at 3:15 p.m. revealed the facllity
failed to produce records reganding a) the
exercise of the ganerator, and b) annuai
inspections of the generator. A routing
maintenance and operational testing program
shall be based on the manufacturer's
recommendations instruction manuals, and the
minimum requirement of this standard and the
authority having jurisgiction (National Fire _
Protection Assoclation (NFPA) Standard 110,
1849 Editlon, Emergency and Standby Power
Systems, Section 6-1.1 and the suggested
malntenance schedule located in Appendix A of
this Standard), : '

The above ebservations were confirmed by the -

M 138

Thia emergency generator has been
tested and will continue to betested
on the monthily basis, We have hired
someone ta do our monhthly and annual
testing as to stay in complisnce with

the stahdards. A record will be kapt of

all testing and maintenance done on the generator.

Compiletion Date: 10/03/2011

Misslssippi S

tate Dapartment of Health
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(X3) DATE SURVEY

STATEMENT OF DEFICIENCIES 1} PROVIDER/SUPPLIER/CLIA MULT!PLE GONSTRUCTION
AND PLAN OF CORRECTION & IDENTIFICATION NUMBER: f.(zliUlLD[NG COMPLETED

8. WING . 08/18/2011

STREET ADDRESS, CITY, STATE, ZIP CODR

JACKSON WOMEN'S HEALTH ORGANIZATION |, B O s Taongs |

25JW

NAME OF PROVIDER OR SUPPLIER

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES [o} PROVIDER'S PLAN OF GORREGTION 5
{EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX © (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENGED TO THE APPROPRIATE DATE

PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG
_ DEFICIENGY)

M 138 | Continued From page 5 M 138

Director 08/18/11.

M 140} 130,16 Exit Doors M 140
Exit Doors.  Exit doors shall meet the following Although the electromaghetic can

criteria:
be unplugged at any given time to

1, Shall be no less than A4 inches wida.
iy B i
2. Shall swing in the direction of exit and shall allow constant eprass In an emergency
not obstruct the trave! along any required firg exit. situation, we have set up and

appointment with our alarm company

to install a relay to unlock the docrupon

an emergency situation, Work Is schedulad

This Statute i2 not met as evidenced by: to begih this month. :

Based on observation and record review, the
facility failed to provide Immediate access to Completion Date: 10/03/2011
exits, :

Findihgs include:

The fagiiity has installed a magnetic lock at the
front door, which requires staff to release an
glectromagnetic door hold, to allow egress.

Observation on 08/18/11 revealed that &t 1:15 .
p.m., a staff member was required to activate an
electrical switch from the receptionist station to
allow entry. At 3:30 p.m, it was observed that the
same action was necessary to exit the facillty,

There are no fall-safe attributes as required by -
appropriate standards where similar .
arrangements are allowed by regulations and the
authority having Jurisdiction. State Regulation,
Misssoppl State Department of Health

STATE FORM
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M 130

M 1401 Continued From page 6

Section 102.01 & the National Fire Protection
Association (NFPA) Standard 101, Life Safety
Code, 2000 Edition, Locks, Latches and Alarm
Devices, Section 7.2.1.5.1.

Mississippi State Department of Health
STATE FORM

6w BNFB114 H continuaton sheet 7of 7




MSDH -

AMENDED

Health Facilities Licensure and Certification

PRINTED: 09/29/2011
FORM APPROVED

" STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIER/CLIA
IDENTIFICATION NUMBER:

250W

{X2) MULTIPLE CONSTRUCTION

A, BUILDING
B, WING
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08/18/2011

NAME DOF PROVIDER OR SUPPLIER
JACKSON WOMEN'S HEALTH ORGANIZATION

STREET ADDRESS, CITY, STATE, ZIP CODE

2003 NORTH STATE STREET
JACKSON, M5 39218

(%4) 1D
PREFIX
TAG

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

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

DA
L

o)
COMPLETE
TE

M 068

116.01 Transfer Agreement

Transfer Agreement, The abortion facility shall
have a written transfer agreement with one or
more physicians for the express purpose of
ensuting that patients who have complications
will be Immediately transferred to the physician's
care. The physician who enters the writien
agreement with the abortion facility shall:

1. Have full admitting privileges with one or more
acute general hospitals that shali be located
within 30 minutes travel time of the abortion
facility; '

2. Maintain his or her primary office location
within 30 minutes traval time of the abortion
facility,

3, Have full credentials to handle complications
of aborticns with the acute general hospital(s).

This transfer agreement is to be kept on site at
the abortion facility subject to verificationon
demand by the Mississippi State Board of Health.
The transfer agreement as well as the parties to
the agreement or any information regarding the
parties will be Kept confidential by the Mississippl
State Board of Health.

This Statute i not met as evidenced by:
Based on review of documents, the facility failed
{o ensure that the facility has a written transfer

M 068

"y

Vississippl State Department of Health

(X6) DA

lo [20]20
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A. BUILDING ,
B. WING
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(XA I SUMMARY STATEMENT OF DEFICIENCIES 15} PROVIDER'S PIAN OF CORRECTION xa)
PREFIX {EAGH DEPRICIENCY 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)
M 068 | Continued From page 1 MOB8 | The previous transfer agreement has been
agreement with 2 physician for the purpose of o . the Modical
ensuring that patients who have complications will rovisad and updated to eliminate _

e .
l:;:r!‘;nmgdlately transferred to the physician's | Director of the previous ownes from tha agteement.
Findings include: We oantinue to have our agreement in placa with
Review of the document provided as the transfer the same local physician as bafore, This @l ensm't:z
agreement required by the Minimum Standards of that patients are able to be admitted to & locul
Operation for Abortion Facilities §116.01 was
executed February 28, 2010 with the previous hospitel if mecessaty, No patients were affectad by
owners of Jackson's Women's Health
Organization. The agency has recelved this because the udmitting physicien did not change
documentation that new management took over
the facility JU'y 1, 2010, The faciiity under this - during this process. We will tontinus to make any
new management does not have an agreement :
with a physician at a local hospital to admit necassary chinges to this agresment in order to
patients. ,

ensure that our patients are recelving the bost
M 138 133.03 Structural Soundness M 139

Structural Soundness. The building shall be
structurally sound, free from leaks and excessive
moisture, In good repair, and painted at intervals
to be reasonably attractive inside and out,

This Statute s not met as evidenced by:
Based on obsarvation, the facility failed to
maintain the structure in good repalr as required.

Findings include:

Observations on 08/18/11 revealed the storage
room across the corridor from the electrical panel
room falis to provide the required one (1) hour fire

possible care snd slt minimum standards continue

10 be met. ' . |

lississippi State Pepartmant of Health
TATE FORM
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Completion Date: 09/11/2011
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STATEMENT OF DEFICIENCIES CLIA {%3) DATE SURVEY
AND PLAN OF CORRECTION X1 gg%%%%%?ﬁﬁ% ELR: {¥2) MULTIPLE CONSTRUCTION ) COMPLETED
A BUILDING
B. WING
25JwW 08/18/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. : : ET
JAGKSON WOMEN'S HEALTH ORGANIZATION | Zacs SORTH STATE STRE
(X4 I SUMMARY STATEMENT OF DEFICIENCIES D PRQVIDER'S PLAN OF CORREGTION X5)
PREFIX (BACH 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
DEFIGIENGY)
M 138 Continued From page 2 : M13g |The dooracross the corridor T
rated separation from remaining areas. from the elactrical closet has
At 1:45 p.m. on 08/18/11 the surveyor chserved been aligned to close properly
that the door serving the storage space does not .
close completely into the door frame and and all other doors have been
positively fatch.
checked to make certain that
M 140 133.04 Fire Extinguisher M 140
they are within compliance.
Fire Extinguisher. An all-purpose fire
extinguisher shall be provided at each exit and No patients wete affected by this.
special hazard areas, and located so a person .
would not have to travel more than 75 feat fo Complati
fon Date:
reach an extinguishar. - L P e 10{0312911
N |
Although the previous fire
This Statute Is not met as evidenced by: extinguishers had been inspected,
Based on observation, the facility failed to
properly maintain and provide firé extinglishars the inspector mistakenly noted on
as required,
our invoice that new extingufshers
Findings include: were not needed until 2012. All fire
Observation on 08/18/11 revealed the portable o -
fire extinguisher hag not racsived the required extinguishers have been replaced
hydrostatic pressure testing. with new extinguishers in the facility.
Al 2:18 p.m. an 08/08/11, the portable fire . ,
extinguisher nearest the rear exit door was - Extinguishers will be checked yearly
observed to be shell stamped 1996 indicating . ‘
date of manufacture, There was no indication the and visually checked to make sure this
extinguisher shell had been hydrostatically ) .
pressure tested since that date. does not happen in the future.
Dry chemical fire extinguishers with mild steel : No patients were affected by this.
shells shall be hydrostatically tested at intervals _ .
not to exceed twelve (12) years. Completion Date; 10/03/2011 ]
lississipp! State Department of Health . ce
BNF811 If continuation shaet 3 of 8
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. WING
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Although the pravious fire
M 141| 133.05 Fire Extinguisher M 141 :
extinguishers had hean inspected,
Fire extingulshers shall be of a type approved by
the local fire ‘fi_epartment or State Fire Marshall the inspector mistakenly noted on
and shall be inspected at least annually. An
attached tag shall bear‘the iritials or name of the our invoice That new extinguishers
inspactor and the date inspected.
were not needed until 2012, Al fire
extingulshers have been replaced
This Statute Is not met as evidenced by: with new extinguishers In the facility.
Based on observation, the facility failed to _ . .
properly maintain and prowde fire extinguishers Extinguishers will be checked yearly
as required,
and visttally checked to make sure this
Findings include: does not happen in the future.
Observation on 08/18/11 revealed the portable No patients were affected by this..
fire extinguisher has not recaivad the required
hydrostatic pressure testing. Completion Date: 10/03/2011
AL2:18 p.m. on 08/08/11, the portable fire '
extinguisher nearest the rear exit door was
observed to be shell stamped 1996 indicating
date of manufacture. There was no indication the
extinguisher shell had bean hydrostatrcally
pressure tested since that date. .
Dry chemical fire extinguishers with mild steel
shells shall be hydrostatically tested at intervals
not to exceed twelve (12) years,
M 150 133.14 Emergency Lighting M 150
Emergency Lighting, Emargency lighting
systems shail be provided to adequately light
cormridors, procadure rooms, exit signs, stairways,

fississippl State Departrnant of Health

TATE FORM
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M 160 | Continued From page 4 M 150 L
and lights at exterior of each exlt in case of The emergency generator has been
electrica fiura,
| power fa ‘ ' tested and will continue to be tested

or the monthly basls. We have hired

This Statute is not met as evidenced by:

Based on observation and record review, the
facility failed to maintain the emergency generator
as required.

someone to do our manthiy and annual -

testing as to stay in compliance with

Findings include: the standards. A record will be kept of
Record review on 8/18/11 from 3:00-3:15 p.m.,, “all testing and maintenance done on
revealed the facllity was unabie to produce .
records as follows: the generator.

1) There was no documentation indicating the ' : Compietion Date: 10/03/2011
aszential electrical system (EES) was tested
under load for a minimum of thirty (30} minutes at
monthly Intervals and that the (EES) raceived the
required annual maintenancs;

2) Observation at 3:16 p.m, revealed the facility
failed to produce records regarding a) the
exercise of the generator, and b) annual
Inspections of the generator. A routine
maintanance and operational testing program
shall be based on the manufacturer's
recommendations instruction manuals, and the
minimum requirement of this standard and the
‘authority having jurisdiction (Natlonal Fire
Protection Association (NFPA) Standard 110,
1999 Edition, Emergency and Standby Power
Systems, Section 6-1.1 and the suggested
maintenance schedule located in Appendix A of

this Standard).

The above observations were confirmed by the
‘| Director 08/18/11,

fississippl State Daparmaent of Health ’ .
ITATE FORM 193 BNFE11 If santinuation sheet 5 of 6
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMPLETE
TAG - REGULATORY QR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE

' : DEFICIENCY)
M 162 | Continued From page 5 M 152
M 1562 133.16 Exit Doors M 152

Exit Doors. Exit doors ghall be minimum of 3 feet
wide and shall swing in the direction of egress
and shall not obstruct the travel along any
required fire exit.

This Statute is not met as evidenced by:
Based on observation and record review, the
facility failed to provide immediate access to
exits.

Findings include:

The facility has instailed a magnetic lock at the
front door, which requires staff to release an

electromagnetic door hold, to allow egress.

Observation on 08/18/11 revealed that at 1:15
p.m., a staff member was required to activate an
electrical switch from the receptionist station to
allow entry, At 3:30 p.m., it was observed that the
same action was necessary to exit the facility,

There are no fail-safe attributes as required by
appropriate standards where similar
arrangements are allowed by reguiations and the
authority having jurisdiction. State Regulation,
Section 102.01 & the National Fire Protection
Association (NFPA) Standard 101, Life Safety
Code, 2000 Edition, Locks, Latches and Alarm
Devices; Section 7.2.1.5.1,

Although the electromagnetic can
be unplugged at any given time to
allow constant egress in an emergency
. sﬁuation, we have set up and
appointment with our alarm company
%o instaif a relay to unlock the door upon
an emergency shuatfon. Work is scheduled

~ to begin this month.

Completion Date; 10/03/2011

fisstssippl State Dapartment of Health
i TATE FORM

L1i:)

BNF8&11

If continuation shaet 6 of §




PRINTED: 09/26/2011

AMENDED FORM APPROVED

MSDH - Health Faciliieg Licensure and Cerfification
STATEMENT OF DEFICIENCIES - B P DER/ISUPPLIERICLIA ULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION (x1) ][)Er%\]{iﬂcinop; NUMBER: *2) M FL ! COMPLETED

A. BUILDING

B. WING
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(x4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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iD
PREFIX
TAG

T (X8
COMPLETE
DATE

PROVIDER'S PLAN OF CORRECTION
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CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

M 043

407.01 Personnel Records

Personnel Recards. A record of each employee
should be maintained which includes the
following to help provide quality assurance inthe

facility:
1. Application for employment.

2. Written references and/or a record of verbal
references.

3, Verification of all training and experience, and
licensure, certification, registration and/or
renewals.

4, Performance appraisals.

6. Initlal and subsequent health clearances.
8. Disciplinary and counselfing actions.

7. Commendations.

8. Employee incident reports,

9. Racord of orientation to the facility, its policies
and procedures and the employee's position.
Personnel records shall be confidential.
Representatives of the licensing agency
conducting an inspection of the facifity shall have
the right to inspect personnel records.

This Statute is not met as evidenced by:
Based on review of documents, the facitity falled
to ensure that the facllity included Performance

Appraisals in the Personne! Flles.

M 043

“Alf employaas that have baan with our

faciiny for ut feast a yesr have received
parformance appraieals and they are
being kept in thelr employee file.
Administration will continue to evalunta
and documant all employees on an

annunl Basts to ansure that the best

possibile patient care is given. e .
Complation Date: 09/11/2011

Migsissippl State Departmant of Health

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

TITLE (X&) DATE
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Joh Descriptions

1. Every position shall have a writien description
which adequately describes the duties of the
posttion,

2. Each job description shall include position title,

.authority, spacifi¢ responsibilities and minimurn

qualifications. Qualifications shall include
education, training, experience, special abilities
and license or certification required,

3, Job descriptions shall be kept current and
given to each employee when assigned to the
position and whenever the job description is
changed. '

This Statute is not met as evidenced by.

Based on review of documents, the facility falled
to ensura that the facility had job descriptions that
included the minimum qualifications.

Findings include:

8ix (8) of six (B) parsonnel files reviewed
revealed that the documents that listed job duties
or responsibilities did not include minimum

qualifications for staff,

All émployee filas have been changed
to inelude the minimum qualifications
for sxch particular job description.
Ali files have been checked to ensure that
the employee does, in fact, meet the
mintmum gqualifications for thet particular
posttion. Any potantial new hires wifl be
checked and documented in thair file that
qualificutions are met. By daing such, our
facility has ensured that wea are not only

meeting the standards of MDOH, but also

tha standards of pood patient care for ow facility.

_ FORM APPROVED
MSDH - Health Faciities Licensure and Certjfication
‘| STATEMENT OF DEFICIENCIES {1 PROVIDER/SUPPLIER/CLIA =) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION ®h IDENTIFICATION NUMBER: ®a) - GOMPLETED
‘ A BUILDING .
B. WING
25JW 08/18/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 29803 NORTH STATE STREET '
JACKSON WOMEN'S HEALTH ORGANIZATION | JACKSON, MS 39216
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION X5}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRBCTIVE ACTION SHOULD BE COMPLETE
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DEFICIENCY)

M 043 | Continued From page 1 M 43

Findings include:

Six (8) of six (6) personnel files reviewed

revealed that there were no Performance

Appraisal documents in each employee's file.
M 044 107.02 Job Descriptions M 044

Completion Date: wf11/2011

STATE FORM
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25JW
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() 10 SUMMARY STATEMENT OF DEFICIENCIES : D PROVIDER'S PLAN OF GORREGTION (%5)

PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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D

M 127 Continued From page 2 M127

M 127 130.03 Siructural Soundness M 127

Structural Soundness. The building shall be
structurally sound, free from leaks and excessive The door across the corridor

moisture, in good repair, and painted at intervals trom th i
to be reasonably attractive inside and out. rom the electrical closet has

heen aligned to close properly
and all other doors have been

checked to make certain that

This Statute is not met as evidenced by. - they are within compliance.

Based an abservation, the facility falled to
maintain the structure In good repair as required. , No patients were affected by this.

Findings include: Completion Date: 10/03/2011

Observations on 08/18/11 revealed the storage
room across the corridor from the electrical panel
room fails to provide the required one (1) hour fire
rated separation from ramaining areas.

At 1:45 p.m, on 08/18/11 the surveyor observed
that the door serving the storage space does not
close complately Into the door frame and
pasitively |atch,

M 128| 130.04 Fire Extinguisher M 128

Fire Extinguisher. An all purpose fire
extinguisher shall be provided at each exit and
special hazard areas, and located so a person
would not have to travel more than 75 feet (o
reach an extinguisher, Fire extinguishers shall be
of a type approved by the iocal fire department or
State Fire Marshall and shall be inspected at

fAlssissippl State Department of Health
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M 128 Continued From page 3 M 128
least annually, An attached tag shall bear the
initials ar name of the inspactor and the date
inspected,
Although the previous fire -
extinguishers had been inspected,
the Inspector mistakenly noted on
This Statute Is not mat as evidenced by: A
Based on observation, the facility failed to our invaice that new extingulshers
i h i o
g;o[%%rl;lrr?;m in and provide fire extinguishers were not needed untii 2012. Al fire
extinguishers have been replaced
Findings include: '
’ with new extinguishers in the facility.
Observation on 08/18/11 revealed the portable )
fire extinguisher has not received the required Extinguishers will be checked yearly
hydrostatic pressure testing. '
o and visually checked to make sure this
At 2:18 p.m, on 08/08/11, the pottabie fire
extinguisher nearast the rear exit door was does not happen in the future,
observed to ba shell stamped 1996 indicating
date of manufacture. Thers was no indication the No patients were affected by this.
extinguisher shell had been hydrostaticalty
pressure tested since that date. Completion Date: 10/03/2011
Dry chemical fire extinguishers with mild steel
shells shall be hydrostatically tested at intervais
not to exceed twelve (12) years,
M 138 130.14 Emergency Power M138
Emergency Power. Emergency generator shall
be provided to make life sustaining equipment
operable in case of power failure, Emergency
failure outlets shall be provided in all patient care
areas.
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under load for @ minimutn of thirty (30) minutes at
monthly intervalg and that the (EES) received the
requirad annual maintenance;

2) Observation at 3:15 p.m. revealed the facility
failed to produce records regarding a) the
exercise of the generator, and b) annual
inspections of the generator, A routine
maintenance and operational testing program
shall be hased on the manufacturer's
recommendations instruction manuals, and the
mitimum requirement of this standard and the
authority having jurisdiction (National Fire
Protection Association (NFPA) Standard 110,
1009 Editlon, Emergency and Standby Power
Systems, Section 6-1.1 and the suggested
maintenance schedule located in Appendix A of
this Standard).

The above obsetvations were confirmed by the

F CORRECTION .
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M 138 Continued From page 4 M 138
This Statute is not met as evidenced by T cor as been
Based on observation and record review, the Thi emergency genarator s
facility falled to maintain the emergency generator .
as required. tested and will continue to be tested
Findings Include: on the monthly basis. We have hired
Record review on 8/18/11 from 3:00-3:16 p.m., someone ta do our mohthly and annual
revealed the facility was unable io produce
records as follows: testing-as to stay in compliance with
1) There was no documentation indicating the the standards. A record will be kept of
essential electrical system (EES) was tested .

all testing and maintenance done on the Eenerator.

Completion Date: 10/03/2011
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Director 08/18/11.
M 140 130,16 Exit Doors M 140

Exit Doors. Exit doors shall meet the following
criteria:

1, Shall be no less than 44 inches wide.

2. Shall swing in the direction of exit and shall
hot obstruct the travel along any required fire exit.

This Statute is not met as evidenced by
Based on observation and record review, the
facility failed to provide immediate access to
exits, '

Findings include:

The facility has instalied a magnetic lock at the
front door, which requires staff to release an
electromagnetic door hold, fo ailow egress.

Observation on 08/18/11 revealed that at 115 .
p.m., 8 staff member was required to activate an
alectrical switch from the receptionist station to
allow entry. At 3:30 p.m. it was observed that the
same action was necessary to exit the facillty,

There are no fail-safe attributes as required by
appropriate standards where similar
arrangements are allowed by regulations and the
authority having jurlsdiction. State Regulation,

an emergency situation, Work is schedyled

to begin this month.

Althlbugh the electromagnetic can

be unplugged at any given time to
allow constant egrass in an emergency
situation, we have set up and
appointment with our alartn company

to install a relay to untock the doorupon

Completion Date: 10/03/2011
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M 140| Continued From page 8 M 140
Section 102.01 & the Nationa! Fire Protaction
Association (NFPA) Standard 101, Life Safety
Code, 2000 Editlon, Locks, Latches and Alarm
Devices, Section 7.2.1.5.1,
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