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CHi: Initiat Comments C 000
i t
: Llcensura Compliance Inspaction :
Health Care Manager: Sarah Courtney
; County: Franklin
Number of Operating Rooma: Two (2) ,
! Services Provided: Surgical Abortions ;
lLicense Current: Yes :
! License expiration date: 12/31/12
!
. The following violations were issued as a rasult of Per Deflciency € 129
* the licensure compliance inspection completed All East Heaith Canter clinical staff attendad a
. on 02/14/13. meeting on 3/1/13 to address documentation
. errors and omisslons (please see Exhibit A with
C 129 0.A.C. 3701-83-09 (A) Standards of Practice C120 ' maatingminutes and signatures). The managers

¢ The HCF shall assure all staff members provide
i services in accordance with;

- (1) Applicable current and accepted standards of
practice and the clinical capabilities of the HCF;
and

H

* (2) Applicable state and federal laws and
' regulations.

Thls Rule s not met as evidenced by:

+ Based on medical record review and staff
intarview, the facility failed to ensure the time of
_the administration of oral medications by licensed
. staff was documented In the medical recards for

, EBix patint's (Patlent #3, 4, 12, 13, 14, and 18).
The facility also falled to ensurs the time of the
administration of an intravenous push (iVP)
medication and the doss and time of an

, intra-muscular injection was documented in the

- medical record for Patient #16. The sample size
was 16. The facllity p /r&mlned 1610 procedures

" at East discussed the Importance of including

- EastHealth Center's management and charge

_ aach medication {please see Exhibit B).

dosage and time for all medication
administration. Staff was Informed that audits
would be conducted reguiarly to check accuracy.

- — ——— ¢

e

clinician will conduct an internal chart audit on
or before 3/25/13, specifically focusing on
dosage and time of madication administration.

Monthly and quarterly audits will continue to be
conducted thereafter by management and the
charge cliniclan, with a specific focus en medical
documentation.

Prior to this inspection, al} East Health Canter !
Treatmant Plan Forms Included a line for time of  *
medication administration except for certain
medication linas on the Madication Abortion
Treatment Form. This form has since been

updated to include 2 time for administration of

The charge clinician {an Advanced Practice
Nurse) at East Mealth Canter is responsible for all
audits and corrective actions regarding medical
documentation.

.
| ;
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C 128 | Continued From page 1 C 128

in 2012,

— s

i
i Findings include:

The medical record for Patient #3 was reviewed
on 02/13/13. Documentation in the medical
record datad 06/27/12 revealed that Physician A
administered Misoprostol (a medication used to
Induce utatine contractions during a medical |
abortion) 200 milligrams, two (2) tablets to Patlent:
#3. The time the medication was administered |
was not documented. This finding was confirmed |
during Interview with Staff Aon 02/13/13 at 4:08
PM. Staff Astated It was facllity policy to
dooument the time of medication administration.
Staff A visualized the medical chart and verified
the medication administration tme was not |
documented.

3
!
!
'

| The medical racord for Patlent #4 was reviewed
_an 02/13/13. Documentation in the medical
! racord datad 07/09/12 revealad that a licensed
! practical nurse recorded on the pre-operative
sheet that she administered Ibuprofen {a pain
medication) 400 milligrams to Patient#4. The !
licensed practical nurse did not document the
time the medication wag administered, This
finding was verified with Steff A on 02/13113 at |
4:30 PM. Staff A visualized the medical chart and |
varified that the line for the time of the madication t
administration was left blank. ‘

The medical record for Patlent #16 was reviewed |
on 02/14/13. Documentation in the madical l
record dated 12/28/12 revealed that a licensed
practical nurse administered Zofran (an anti
nausea medication) 4 miligrams per intravenous |
push according to the medication log. The
licensed prectical nurse did not docurment the

! time the medication was administered. in

Ohlo Dapariment of Healil
STATE FORM oeuo 825014 It continuation shaet 201 2
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C 129! Continued From page 2. C 129 :

! additlon, review of the moderate sedation log

' revealed a licansed practical nurse documentad

! the administration of Methergine (a medication ,

: used to control postpartum hemorrhage) i

" Intra-muscularly, The dose and time of the ‘
medication administration was not dooumented.
These findings were verifiad with Staff D on i
02/14/13 at 1:068 PM. Staff D visuallzed the

t medical record at this time and verifisd that the

' time tha Zofran was administered and the dose
and time that the Methergine was administerad
were hot documented.

! The medical record for Patient #12 was reviewed
an 02/13/13, Documentation In the medical
record revealed a diagnosis of a positive

» pregnancy of approximately six weaks gestation
for which a medical abortion was sought. Fuither |

i review of the recard revealed that the pills i

: administered for the abortion were spaced 48 :

' hours apart and the third day dose of

: (Misoprostol) was givan by the physician on } i

' 04/27/12, but ho time was recorded. In an :

i Interview with Staff A on 02/13/13 at 4.08 PM,

* Staff A confirmed that no time had been recorded ,

* for the administration of the medication. Staff A |

. further statad that the form for the documentation

_did not have a space for the time to be placed, | )
although the expectation was for staff to | :
dooumant the time all medications are : '

. administered.

1

The medical record for Patient #13 was reviewed .
- on 02/13/13. Documentation in the medical !
* racord revealed a diagnosis of a positive !
pregnancy of approximately six weeks and three |
days gesiation for which a medical abortionwas |
sought. Further raview of the record revealed that |
 tha third day pill in the serles of the mMedical
abortion was given by the physictan on 08/14/12,

Ohla Dapartment of oallh
STATE FORM weon 928611 it continuation shest 3 ol ©
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I but no time was recorded. In an interview on
02/13/13 at 4:08 PM, Staff A stated that the
expactation was for a time to be documented for

* the administration of all medications.

. The medical racord for Patlent #14 was reviewed
1 on 02/14/13. Documentation in the medical

' racord revealed a diagnosis of a positive
pregnancy of approximately six weeks and one i
day gestation for which a medical abortion was :
sought. Further review of the record showed the
 third day pill in the serles af the medical abortlon
was given on 09/07/12, but no time of
administration was documented. In an Interview
| an 02/13/13 at 4:08 PM, Staff A stated that the
expectation was for a time to ba documented for
' the administration of all medications.

C 139} 0.A.C. 3701-83-10 (B) Safety & Senitation G139 | PerDeficiency C139
! East Health Center has purchased and Installad

. The HCF shall be maintained in a safe and shelving for all medical supplies stored In the
sanitary manner. basement (please see photos, Exhibit C). The
shalving Is adaquate for alt redical supply :
starage and keeps tha supplies approximately 4

2128\v3

inches from the floor,
This Rula is not met as evidenced by:
Based on observations and interview with facllity The health center manager at East Heaith Center
staff, the facility failed to ensure patient use items |= responsible for ensuring all medical supplies
are stored off the floor.

were storad In a sanitary fashlon. There were
1610 procadures completed at the facllity in the
past year.

Findings include;

< Atour of the facility was conducted on 02/14/13.
During a tour of the facllity's basement at
! approximately 9:48 AM, sccompanied by Staff A
and Staff D, multipia cardboard boxes with patlent
care supplies were noted to be stored directly on
! the concrete ficor. The boxes contained tubing

hio Dapartniant of ealth:
STATE FORM asox 825911 f conlinustion shest 4 of §




03/1142013 16:37 FA0 P.006/010
PRINTED: ozrzzéz\?g 3
FORM APPROVED
Ohio Dept Health ‘
STATEMENT OF DEFICIENCIES : (X3) DATE SURVEY
AND PLAN OF CORREGTION (x1) m%:%mm:tﬁégf (X2) MULTIPLE CONSTRUCTION COMPLETED
A BUILDING
0530A8 8 WG 021412013
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, 8TATE, ZIP CODE
PLANNED PARENTHOOD EAST HEALTH CENT | oot e Mo Sasta |
{X4) 1O SUMMARY STATEMENT OF DEFICIENGIES o | FROVIDER'S PLAN OF GORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION S8HOULD BE COMPLETE
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG GROB5-REFERENGED TO THE APPROPRIATE DAYE
DEFICIENGY)
G 139 | Continued From page 4 C 130
used in-aspirators, glass jars, gloves, feminine
| hygiene products (absorbent pads), disposable
; drape sheets, exam table paper rolls, pillow
cases, bathroom tissue, bulk condoms, and chart ,
folders. Staff A and Staff D verified the presence |
of the multiple cardboard boxes being stored
directly on the conctete floor containing patient
care suppliés In an intefview at 9:64 AM, Staff A
stated that the facliity was in need of more '
shelving or storage to get the boxes off the floor,
C214 0.AC. -83.+1 a Acco lad czi4 per Deficlency € 214
D&haézo‘l 7 (1) Pateent mpanied at Ths madical treatment form for 1* trimester
abortions has bean updated to Include the
The ASF shall discharge a patlent only If foloing anguage: Pate does/dose o nedd 3[4\
‘aceompanied by a respongible person, unless the Ho e s se¢ Exhibit D] All physiclans
attending or discharging physician, podiatrist, or o arform abortions at East Health Center
anesthesia quslified dentist determines that the me‘s! I notification by emall about the change
patient doegnot need to be accompanled and I Exthiblt E). One of the
documents the circumgtances of discharge in the fh;'::;m(gu:::ﬁxzm of the couatry, but
patient's medical record. both will reviaw the change to the form with
staff A when they Bre next at tha Health Center.
This Rule is not met as evidenced by: The physicians who practice at East Health
Based on medical record review and staff Canter are responsible for determining whether

| interview, the facllity fallad to ensure four of 16

, sampled patients (Patients #1, 2, 7, and 12) wera

" discharged only if-accompanied by a responsible:
person, unless the attending or discharging
physician determined thatthe patients did not

_need to be accompanied and documented the

" gircumstances of the discharge in the patient's

" medical record. The facility performed 1610
procedures in 2012.

: Findings include:

i The medical record for Patient #1 was reviewed
: on 02/13/13, Review of the medical record

or not # patient needs to be accompanled by &
responsible parson and documenting
clreurnstances of discharge. The medical director
Is responsible for ensuring that this part of the
treatment form is audited and corrective action
teken if documentation or signatures are
missing.

Ghip Dapariment of (Balit
STATE FORM
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¢ 214 Continued From page 5 ' C214

ravealed theat the patlent's surgical procedure
(gurgical abortion) was performed under local
snesthesia on 04/12/12. The patient was
discharged homa per self on 04/13/12 at 1:05
PM. There was no documentation by the '
physiclan that the patient did not need o be
accompanied by a responsible person, nor of the
circumstances of the discharge. This finding was
verified with Staff A on 02/13/13 at 4:30 PM. Staff
A stated they were not aware that the physiclan
needed to document in the medical record if the
patient left without a responsible person.

The medical record for Patient #2 was reviewad
in the afternoon on 02/13/13. Review of the
medical racord revealed that the patient had a
surgical procedure (dilation and curettage) on
04/17/12 dus to an incomplete aboition on
03/24M2. The patient was discharged home on
04/17/12 at 12:15 PM and was not accompahied
by a responsible person, There was no
documantation by the physician that the patient
did not need o be accompanied by a responsible
parson, nor of the circumstances of the
discharge. This finding was verified during
interview with Staff A on 02/13M3 at 4:30 PM.
Staff A stated they were not aware that the
physician nesded to document in the medical
record if the patient left without a responsible
person.

The medical record for Patient #7 was reviewed
on 02/13/13. Review of the medical record
revealod that the patient received services at the
facility under local anasthesia on 02/10/12. The i
patient was discharged home per self. There 1
was no documentation by the physiclan thatthe |-
patient did not need to be accompanled by a
responsible person, nor of the clrcumstances of
the discharge. In an Interview on 02/13/13 at

e s i & e

t
|
t
!
1
:
!
)
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12:04 PM, Staff A verified there was no l
documentation by the physician of the
circumstances of the patient's discharge on the |
. surgery treatment plan.
The medical record for Patient #12 was reviewsd
on 02/13/13. Review of the medical record
revealed that the patlent racelved services at the
facility under local anesthasla on 05/18/12. The
patient was discharged home per salf. There
was no docuinentation by the physiclan that the
patient did not need to be accompanled by a :
respanaible person, nor of the circumstances of j
the discharge. In an interview on 02/13/13 at !
Per Deficlency C231

12:04 PM, Staff A verifled there was no

" documentation by the physician of the All East Haalth Canter clinical staff attended 2

maetihg on 3/1/13 to addrass the omlsslons in

:‘J?u;mtgggaﬁgtth;ﬁaﬂenfs discharge on the the narcotics log (please sge Exhibit A).
gery plan. Management discussed the Importance of
having two clinical staff members witnessing
C 231 0.A.C. 3701-83-19 (B) Drug Control & cz2a narcotics belng wasted and documenting this
Accountability accurately for every wasting. 3\‘\ %
The ASF shall: A new narcotics log has been developad by the

RQM tearmn and was Implemantad on Friday,

(1) Provide adequate space, equipment, and staff March 1, 2013, which makes the double

for storage and the administration of drugs In signature for wasting easier to see (please see
compliance with state and fe deral laws and Exhiblt F). An audit of the nargotics log will be
regulations. conducted on or before 3/25/13 and monthly
thereafter.
(2) Establish and implement a program for the The staff member previously assigned to the
control and accountahility of drug products : monthly narcotics audit has been removed from
. throughout the facility and maintain a list of this duty, and an Advanced Practice Nurse who is
1 medications that are always available. regularly at East wili conduct the monthly audit
Instead, RQM staff will confiau to perform 2
quarterly narcotics audit.
. This Rule is not met as evkienced by: ‘The charge clinician at East Health Center Is
_Based on medical record review, review of the responsible for auditing the fog and taking
_ harcotic control/accountabillity signature logs, staff corractive action if documentation about
intarviaw, and review of the facility policy entitied ' parcotlcs wasting Is missing.

Ohio Department of Heatth
STATE FORM wine 82591

tt continuation shaet 7 of 8
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"Narcotic Management Protocol”, the facility falled:
to ensure two licensed staff witnessed narcotics
baing wasted. The facliity performed 1610
procedures in 2012.

i Findings include: .
, The facillty policy entitled "Narcotic Management ’.
! Protocol" was reviewed oh 02/13/13. The polley ¢
 stated under number 1, "Wasting of any narcotic !
. must be witnessed by two ilcensed statf.”

| The narcotic storage and the narcotic
accounitability/control logs were reviewed with
Staff B on-02/13/13 between 1:30 PM and 2:00 ¢
PM . Review of the narcotic control :
Jaccountability log revealed Versed (narcotic) '
was wasted on the foliowing dates, in these
quantities without a second licensed staff \
glgnature/witness:

01/11/13 - Versed 5 mg (milligrams)
01/16/13 - Versed 3 mg _
01/18/13 « Versed 1.5 mg f
01/25/13 - Versed 10.5 mg '

Thesa findings were confirmed with Staff B on
02/13/13 at 1:45 PM. Staff B stated that two
llcensed staff should have signed as withessing
' the wasting of the narcotic an the narcotic count
' log.

; Further review of the narcotic count log revealed |
* Fentany! (narcotic) was not witnessed by two
licanzed staff when wasted on the following

dates:

12/28M12 - Fentanyl 50 mecg (micrograms)
: 01/02/13 - Fentanyl 200 meg
i 01/04/13 - Fentanyl 250 mcg

Ohio Depnﬂhpnl ol Heallh
STATE FORM L] 928941 If continuation sheet 8 of §
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Medication Logging Training and 3/1/13

All medications/drugs that are given to patients in the performance of surgical services need to be
documented with time, date and delivery method as well as the signature of who delivered the
medications/drugs. This applies to medications/drugs delivered in both emergent and non emergent
situations. All staff that distribute medication/drugs should be diligent in this on the surgical treatment
plans, medication abortion treatment plan, iv monitoring sheet, medication log and/or any other areas
where medication is distributed. This is a requirement of the authorized professionals at East Columbus
Health Center and will be monitored through ongoing audits. All wasted narcotics, beginning day counts
and end of day counts of narcatics need to be double signed by 2 licensed professionals. Both licensed
professionals need to be present at time of counting and wasting.

Diane Simmons RN_ Y LY.\ {144 W A)/()

Chyrianne Jones RN

Desiree See MA M W =
Alicia Shanks NPV/K) ﬁﬂw C ,;(/(;D

Ashley Taylor NP




Planned i AL
@girﬁﬂiﬂﬁ’&d Exhibik B 1.800.230.PLAN (7526)

Planned Parenthood of Greater Ohio

Patient Label Here

Medication Abortion Record: Day 1 and Day 3 Visits

[DAY 1: Mifepristone] Date: Gestational age by LMP: ___w___d  Gestational age by ultrasound: ___w___d
BP / Pulse Temp Hgb Rh GCICT testing 0 Accepted 0 Declined  Drug/alcohol use in last 24 hours O Yes O No

Problems since last visit: 1 No O Yes
O Side effects, potential complications and emergency instructions reviewed Q1 Post-procedure instructions given
O Patient states she understands risks, benefits, and follow-up instructions Staff signature
Exam: O Not indicated Abdomen: Normal O Yes O No Cervix:  Normal O Yes T No Vagina:  Normal Q Yes QNo

Adnexa: Normal O Yes QNo Uterus: O Anteverted O Retro 0 Mid ~ Shape:  Normal O Yes Q No Size ___

Plan:
Medications Administered: Time Given: Lot#: Exp:
Q Zofran 4 mg tablet, #1 before mifepristone am/pm

O Phenergan 25 mg #1 tab, Sig: 1 tab to use po 30 minutes before misoprostol or po PRN am/pm
nausea, dispensed.

@__
@
QO Mifepristone 200 mg fablet, #3 po stat @ am/pm | Lot#
@
@
@
@

ID#

am/pm
am/pm
am/pm
am/pm

Doxycycline 100 mg #14 Sig: 1 tab po BID x 7 days, dispensed
new doxy regimen here ,

If allergy, give O Azthromycin 250 mg tablet, #4 po stat
MicRhogam 50 mcg given IM site administered by
Rhogam fact sheet given

=100 O0

edications Dispensed: Rx Given: Lot#: Exp:
Tylenol #3, # given Sig: 1-2 tabs po q 4 hours prn pain, no refills. Q
Ibuprofen 800 mg, #10, Sig: 1 tab q4-6 hours as needed. Take 15t tab 30 minutes after misoprostol. =]
Vicodin 5/500 mg, # given Sig: 1-2 tabs po q 6 hours prn pain, no refills. Q
Zofran 4 mg Sig: 1 tab to use po 30 minutes before misoprostol, dispensed
Zofran 4 mg, #4 Sig: 1 tab po q 4 hrs prn nausea, dispensed

O|0|0|0|o

Q) OrthoEvra 1 patch/iwk x 3, none for 1 week x ___ QO NuvaRing PV x 3 wks, out for 1 week x ___ Q Rxgiven :
Q EC kit x 1 as directed x 1 year O Client declined EC Q0 OC type Sig:1POqdx28d x ____ 0 Dispensed at health center '

0 DMPA at follow up O Implanon or {UC at follow up
Notes:

MD signature:

IDAY 3: Misoprostol| Date:
Hgb (if indicated) BP / Pulse Staff signature

History: Amount of bleeding: 0 Minimal O Moderate 0 Heavy
Amount of cramping: O Minimal O Tolerable Q Unbearable
Has taken Zofran: O Yes O No Time: am/pm Has taken Phenergan: O Yes O No Time: am/pm
Has started antibiotics:Q Yes O No
Has ride: O Yes O No
Follow-up visit scheduled (date):
Exam: O Not indicated Abdomen: Normal O Yes U No Cervix:  Normal O Yes O No Vagina:  Normal Q Yes ONo
Adnexa: Normal O Yes QNo Uterus: O Anteverted O Retro O Mid  Shape:  Normal O Yes U No Size

Plan:
Misoprostol 200 meg tablet, #2 po stat. @ am/pm  Lot# Exp
Notes:

MD Signature:

C:\Users\jiohnstonj\AppDatatLocal\MicrosoftWindows\Temporary Internet Files\Content. Outlook\3RXHK8DM\951-03-13 Medication Abortion Treatment Plans Day 1
Day 3.docx rev 2/13




Exhibit C — Basement before shelving added




Exhibit C — Basement after shelving added




Exhibit C - Basement after shelving added




Exhibit D
3255 East Main Street, Columbus, Ohio 43213 Phone: 614-222-3531/800-303-7106
Treatment Plan — 1% Tri Surgical Abortion

TREATMENT PLAN OF CARE PER PHYSICIAN’S ORDERS FOR:
Patient Label Here
Age Ht Wit BMI Hgb
Staff Signature Date
Educator’s Notes:
# of pregnancies (incl. current): Births ABs Miscar. C-Sect.
ALLERGIES

Significant Medical/Surgical History:

MEDICATIONS:
Educator, Title: Education Date
Physician Educator: Phys. Ed. Date/Time
Medical History reviewed: (date) Contraindications to Valium? 0 Yes O No  Ibuprofen? O Yes 0 No
Contraindications to 1V Sedation? O Yes Q No Physician or RN Signature:
SURGERY DAY / /
PRE-OP ORDERS: Brought Durable Power of Attorney for Health Care or Living Wil? W NO QO YES (Copy on chart)
Any bleeding since Education Day? Q Y O N BIRTH CONTROL METHOD DESIRED AT END OF VISIT:
QO Given at Pre-Op 1 Wants written Rx [ Wants to fill Rx at health center
Rh BP: Pulse Resp. Temp.
Pre-Op Medication: QO acetaminophen 650 mg. p.o. @ am/pm Lot # Exp.
OR QO ibuprofen 400 mg. p.o. @ am/pm Lot # Exp.

Q valium 5 mg. p.o. @ am/pm Lot # Exp.

O methergine 0.2 mg. p.o. @ am/pm Lot # Exp.
Other Medication @ am/pm Lot # Exp.
Ordered By: Physician Signature: Given By (Name/Title):
Time In Room: AM/PM

Pre-Op WNL Abnormal Findings Estimated Gestation Today

Lungs # Weeks
Abdomen By menstrual date:
Vulva LMP 7
Vagina By ultrasound
Cervix
Adnexae By uterine size
Uterus AV RV MID 7

TESTS DONE: QGC QCHL 0O Declined
DIAGNOSIS: O Unplanned pregnancy Q incomplete AB O hematometra U missed AB

Anesthesia: U Local Q Local + IV sedation Lidocaine _____ ccto cervix forlocal 1% 2% Vasopressin units
Dilated to Pratt # Suction Cannula # O MVA QO Electromechanical Suction

Specimen consistent with dates and exam? 0O Yes 0 Gestational sac identified O Fetal tissue identified
Estimated Blood Loss: cc Q All fetal parts identified

Notes:

Physician Signature: QO Notes continued on back

V:\Patient Services Forms\900 COWC Forms\937-03-13 COWC 1st Tri Surgical Treatment Plan.docx Rev 5/11, 3113




Exhibit D, cotioued.

Additional Notes from Previous Side: -
Patient Label Here

Physician Signature:

IRecovery Room Record

CONDITION ON ADMISSION (Check all that apply): Time Admitted: AM/PM
Q Nauseated Q Dizzy Q Clammy
O Vomiting O Weak Q Crying

Time BP | Resp./PO. ] Pulse Blee=d_—fng | Pain(Scale 1-10) | Initials ]

CONDITION ON ADMISSION (Check all that apply): Time Admitted: AM/PM
O Nauseated Q Dizzy a Clammy
Q Vomiting i .
Time BP Resp./PO. ~ Bleeding

FACT SHEETS GIVEN/REVIEWED:

Q Post-Surgical AB packet U Anemia CIIC (s) given: O OC/NuvaRing/OrthoEvra Patch O EC

O Rhogam O BHCG follow-up O DMPA g IuC Q4 Implanon

QO Other

DISCHARGE NOTE:

Condition on discharge: O Satisfactory — able to walk under own power and understand post-procedure instructions O Other (describe)
Disposition: O Home QO Hospital Q Other

Birth Control Method if other than above: 0 Follow-up Appointment Offered

Medical Excuse given for O Work 0O School Dates:

Accompanied by Time of departure:

Signature of Recovery Room Nurse Date:

| hereby release Planned Parenthood of Central Ohio, Inc. and Central Ohio Women's Center from all responsibility for any injury or damage from taking
myself home. | was advised to ask a friend to accompany me but | chose to leave alone. [Yo absuelvo a PPCO, Inc. Y COWC de toda responsabilidad por
cualquier lesién o dafio que pueda tomar lugar al irme a mi casa, fui aconsejada que le pidiera a un amigo(a) el acompafiarme pero decidi irme sola.]

Patient's Signature (Firma del paciente) Date (Fecha) Witness Signature (Firma del testigo)

Patient U does W doesnot need tobeaccompanied. Circumstances of discharge:

Physician Signature Date

V:\Patient Services Forms\900 COWC Forms\937-03-13 COWC 1st Tri Surgical Treatment Plan.docx Rev 511, 3/13
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OHIO DEPARTMENT OF HEALTH
DIVISION OF QUALITY ASSURANCE
BUREAU OF COMMUNITY HEALTH CARE FACILITIES
NON LONG TERM CARE QUALITY UNIT

FACILITY INFORMATION DOCUMENT

Plavnned Powundbhood Sa.d /-/C&LMC'J{

Facility Name

East Columbwus  Health Center NPY 150%42220%
gf’dl'ess 2255 Easy Main Sa. __
lty.coumy Colomaus | Peanklin AR TEOTY
Mailing Address | = Meoir—S%x I, Fast Spalc Trreed
City/County Zip + ‘3;52 X f

ColomYas / Froanwliiv

E:Mail Address

Administrator
Name

Saraln  Couripey

Sarah. Coor hms‘h‘@ Qecoin - 0“)

Other information

Telephone: )_24 ¥ - 144

Fax: (q)_222 -3524

Provider No.: _'/\
No.:

Licensure No.._ (0530 AS Medicaid

7
Fiscal Intermediary/Carrier: Name/Address/Phone No.

/ ‘

i

i

7

Facility Type: MSC OCAH OCORF OESRD OHHA OHOSPICE 0OPPS OPTIP
OREHAB ORURALH 0OX-RAY OMLP OHOSP OHCS

ACCREDITED: (O Yes kﬁo Matemity License Expiration Date: A//ﬂ'

Fiscal Year: LQ:LQ_ ‘

Action:  OCertification Mcensure OPCR/PSR  OComplaint No. OOther
FACILITY BEDS | TOTAL HOSPITAL HOSPICE PPS PSYCH | PPS REHAB | MATERNAL BEDS | N/B
Total*Beds OR' e / / / / / /
Total Census Y7797 d 7 4 / V4

HEALTH SURVEYS o

Survey Entry Date: L 1T7-/3B Entrance Time: (J '50 (AM) PM.

Day ofthe Week: M T(WJ/Th F Sat Sun <

Week of the Month: 1 (273 4 .

Survey Exit Date: J2 -/ Exit Time: =5 . S0 AM.  PM)

LSC SURVEYS

Survey Entrance Date: / Entrance Time: AN/ PM.

Number of Buildings:

Description of Construction Tyfe:

Construction Dates (each bidg): /

Survey Exit Date: / Exit Time: / AM. PM.
(J Additional Information On Back
Completed Byﬁ\ Date:
He m 2hiz i3

FacinfodocNLTC. Revised 6 06/24/2011




Qg -

\ W

W b e I .

REEN .::‘1}. ;

AGR
Transfer Agreement made this} \mayof 3—“ P . 20 3.~ by
and between Grant Medical Center, hersinafter referred to as "Tha Hospital', a
not-for-profit corporation and fully accredited hospital, created under the laws of
the State of Ohio, with hospital faciliities located in the County of Franklin and
State of Ohio, and located at 111 South Grant Avenue, Columbus, Ohio; and
Planned Parenthood of Greater Ohio, hereinafter referred to as "PPGOH", located
at 208 East State Street, Columbus, Ohio.

WITNESSETH:

WHEREAS, PPGOH is organized and operated as an ambulatory surgical facility
at 3265 E. Main St, Columbus, Ohio, under Ohio Administrative Code Section

3701-83-15; and

WHEREAS, PPGOH desires to achieve such compliance and is required to enter
into an appropriate transfer agreement for support services with a hospital that is
registered with the Ohic Department of Health under Ohlo Revised Code
§3701.07; and

WHEREAS, The Hospital has the capacity of providing emergency back-up
support services to PPGOH, including, but not limited to medical,
diagnostic, emergency, and other supportive services; and

WHEREAS, PPGOH and the Hospital agree that it is to their mutual advantage,
and the advantage of the community they serve, that they enter into an
agreement whereby the Hospital provides support services to PPGOH;

NOW, THEREFORE, in consideration of the foregoing and other good and
valuable considerations hereinafter contained, the parties hersic agree as
follows:

FIRST: TERM OF AGREEMENT

This Agreement, when signed by the Administrator of the Hospital and the
Executive Director of Planned Parenthood of Greater Ohio, shall become
effective as of the date first above mentioned and shall continue in effect for a
term of one (1) year from said date, and will automatically renew for one (1) year
periods, unless either party to this Agreement gives notice 1o the other party at
least thirly (30) days prior to the termination date at the business address first
above written. This Agreement may also be terminated at any time by either
party, with or without cause, upon 30 days advance notice to the other parly.

-1
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SECOND: OBLIGATIONS OF GRANT MEDICAL CENTER

1. The Hospital shall provide the required back-up support services 1o patients
referred to the Hospita! by PPGOH when space is available for such
patients and Hospital has the resources and expertise required to treat such
patient. Care will be provided to PPGOH patients transferrad for emergency.
situations, treatment of complications, or other reasons as they arise.

2, In each instance of admission all usual reasonable established admission
policies, procedures and conditions of the Hospital must be met.

3. With appropriate patient consent secured by PPGOH, the Hospital shall
provide to PPGOH information regarding results of any diagnostic procedures
and any such medical information as is appropriate and necessary in order o
kesp records updated. This includes, but is not limited to, imely retums of
copies of PPGOH referral forms.

4. The Hospital shall be entitied 10, and PPGOH shall in no way interfere with,
the collection of fess from patients to whom the Hospital has rendered
services pursuant to this Agreement.

8. The Hospital shall provide insurance or shall fund and maintain an adequate
self insurance reserve as shall be necessary to insure the Hospital and its
employees against any claim or claims for damage arising by reason of
personal injury or death occasioned directly or indirectly in connection with
the performance of any service by the Hospital.

6. The Hospital shall indemnify and hold PPGOH harmiess against any and all
claims or fiabilities resulting from any action by the Hospital, its staff
physicians, or its employees, which arise out of services rendered by the
Hospital to patisnts referred to the Hospital pursuant to this Agreement.

7. Non-discrimination: The Hospita! agrees to comply with all applicable
Federal, State, and Municipal laws and executive orders prohibiting
discrimination, No person shali, on the grounds of race, treed, color, sex,
national origin, age, marital status, disability, or ability to pay, be excluded
from participating in, be denied the benefits of, or be otherwise subjacted to
discrimination under this Agreement.

THIRD: OBLIGATIONS OF PLANNED PARENTHOOD OF GREATER OHIO
1. PPGOH shall identify and refer patients to the Hospital upon the

recommendation of the patient’s attending physician or PPGOH's medicai
director that such transfer is medically appropriate. However, no

-2
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patient shall be admitted until such patient is accepted for care by a staff
member of the Hospital with admitting privileges.

2. PPGOH shall transfer promptly such medical and other information as is
relevant to proper care by the Hospltalincluding medical, social, nursing, and
other care plans.

3. Arelease form will be obtained by PPGOH from all patients referred by
PPGOH to facilitate the regular flow of information between the Hospital and
PPGOH.

4. PPGOH shall provide insurance or shall fund and maintain an adequate self
insurance reserve as shall be necessary to insure PPGOH and its employees
against any claim or claims of damage arising by reason of personal injury or
death occasioned directly or indirectly in connection with
the performance of any services by PPGOH.

5. PPGOH shall indemnify and hold the Hospital harmless against any andall
claims or liabilities resulting from any action by PPGOH or its employses,
which arise out of services rendered by PPGOH to patients referred to the
Hospital pursuant to this Agreement.

8. Non-discrimination: PPGOH agrees to comply with all applicable Faderal,
State, and Municipal laws and executive orders prohibiting discrimination,
No person shall, on the grounds of race, creed, color, sex, national origin,
age, marital status, disability, or ability to pay, be excluded from participating
in, be denied the benefils of, or be otherwise subjected to discrimination
under this Agreement.

FOURTH: WRITTEN NOTICE OF PROVISION

Any and all nofices, designations, consents, offers, acceptances, or any other
communication provided for herein shall be given in writing by registered or
certified mail which, subjectto change upon written notice, shell be addressed
to the parties as follows:

Susan Hirt Povve Hanid :
Dir of Risk & Quality Management ol & NP fgggp’?(‘ﬁrﬁ'é—
Planned Parenthood of Greater Grant Medical Center

Ohio 111 South Grant Avenue

444 W. Exchange St. Columbus, Ohio 43215

Akron, Ohlo 44302

NOTWITHSTANDING any other provision in this Agreement, each facility
remains responsible for ensuring that any service provided pursuant to this

-3
LHK C:\My Documents\Patient Services\Transfer Agreemaernidoc




Agreement complies with all pertinent provisions of Federal, State, and local
statutes, rules, and regulations. The governing authority or operator of each
facility shall maintain a written copy of this Agreement in the administrator's office
and availabie to the Ohio Department of Health. For each admission to, or
transfer or discharge from, either the Hospital or PPGOH, the governing authority
or operator of each such facility shall assure that:

a) The personal, altemate, or staff physician requests or agrees to the
admission, transfer, or discharge unless the patient signs out or s signed out
against medical advice; and

b) That admission information is obtained and transfer and discharge
information is fumished as required by the provision of Ohio laws and
regulations.

FIFTH: MISCELLANEQUS

1. The parties agree that all patient transfers will be made in accordance with
the Consolidated Omnibus Budget Reconciliation Act of 19886,

2. The parties specifically acknowledge that their relationship is one of
independent contractors and nothing hersin shall be construed as creating a
relationship of employment, agency, joint venture, or partnership.

3. This Agreement may not be assigned by either party without the written
consent of the other party.

INWITNESS WHEREOF, the participants have hereunto set their hand and
seals the date and year first above written.

Grant MedicalCenter

P—Aff) \H Hoﬂ
,@@M =t

Planned Parenthood of Greater Ohio

B\%ﬁg ‘*@ (W
Stephanie Kight

President & CEO

-4
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POC REVIEW
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February 25, 2013

Sarah Courtney, Administrator
Planned Parenthood East Health Center
206 East State Street

Columbus, OH 43215-4388

RE: Planned Parenthood East Health Center - License: 0530AS
Survey Completed on February 14, 2013

Dear Ms. Courtney:

The Ohio Department of Health, under the authority of Chapter 3702 of the Ohio Revised Code,
inspects Health Care Facilities to determine compliance with the licensure requirements set forth
in Chapter 3701-83 of the Ohio Administrative Code. To attain and maintain licensure, a health
care facility must be in compliance with each licensure requirement and not have any violations
that jeopardize the patients' health and safety or seriously limit the facility's capacity to provide
adequate care and services.

On the date noted above, we completed an inspection of your facility and cited the violation(s)
annotated on the enclosed form. Therefore, in order to recommend your agency for licensure, we
must receive an acceptable plan of correction signed and dated within ten (10) calendar days
after you receive this notice. Failure to provide an acceptable plan of correction may result
in denial, revocation, or non-renewal of your license.

This plan of correction must contain the following at a minimum:

What action(s) will be accomplished to correct the situation(s) or condition(s)
causing or contributing to the noncompliance.

What measures will be put into place or what systemic changes you will make to
ensure that the deficient practice does not recur.

How the corrective action(s) will be monitored to ensure the deficient practice
will not recur; i.e., what quality assurance/improvement program will be put into
place.

FILE copy

HEAGHED 2710 An Bgial Cpportunhy Frnplover/ Provider




Planned Parenthood East Health Center
February 25, 2013
Page Two of Two

The Plan of Correction must be written on the enclosed Statement of Deficiency form.

The projected date of correction must not exceed 30 days from the date of inspection exit date
unless approval for an extended period for correction is obtained from this office.

Where documentary evidence of corrective action is appropriate, such evidence should
accompany the plan of correction wherever possible. When this is not possible, these documents
should be provided not later than the latest correction date submitted in your plan of correction
and accepted by this office. Evidence of compliance may include documentation of facility
monitoring, in-service training records, consultant reports, work orders, purchase orders,
invoices, photographs, or other information that would confirm compliance.

Normally, an onsite revisit will be conducted to verify corrective action has been taken per the
plan of correction. However, after our review of the plan of correction and any evidence of
compliance, it is possible that an onsite visit will not be required. If this is the case, you may be
contacted to request supporting documentation of compliance and/or receive a 2567B notifying
you that your facility is now in compliance. The appropriate licensure action will also be
recommended to the licensure administrator.

[f you have any questions regarding this notice, please feel free to contact me at (614)
387-0801. '

Sincerely,

Mﬂm 20!

Wanda L. [acovetta, R.N.

Non Long Term Care Unit Supervisor

Bureau of Community Health Care Facilities and Services
Division of Quality Assurance
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Chair

Cgmeenev <% March 5, 2013

Vice Chair

iris Harvey

Ken: Ohio Department of Health

i ‘ Ms. Wanda L. lacovetta, R.N.

Sover Non Long Term Care Unit Supervisor
Secretar - Bureau of Community Health Care Facilities and Services
Jernifer oo Division of Quality Assurance

Cokimbus 246 North High Street

Columbus, OH 43215
carn Dear Wanda,

Planned Parenthood of Greater Ohio received the ODH inspection report for
our ambulatory surgery center located at 3255 East Main Street,

Columbus, Ohio on February 26, 2013. The site review was conducted on
February 13 and 14, 2013.

= Enclosed is our Plan of Correction written on the required Statement of

o Deficiency form. We have also enclosed documentary evidence of corrective
action as appropriate. We hope that this evidence of corrective action will be
sufficient and that a repeat onsite visit will not be required.

Please notify me by phone at 216-961-8804 x 1201 at your earliest
convenience about the acceptability of our plan of correction. We hope that
you can recommend the appropriate licensure action to the licensure
administrator as soon as possible.

"~
= o
H L W% ) ot
Sincerely, - =
p o
Ty
o oy —i
(o o)
Regan Clawson J B &3
Vice President, Health Services ' S oam
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Enclosures

206 East State Street | Columbus, Ohio 43215
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/%ﬁém
4 ———
0@/ / 2086 Eas"t'State Street

Columbus, Ohio 43215
p: 614.224.2235 « {. 614.224 2267
www.ppgoh.org

Planned Parenthood of Greater Chio

99203 New Patient Education
76830 Ultrasound

590840 ABto13.6
01966  Anesthesia
59841 AB 11-15.6
59200 Dilator Insertion
90385  Micro Rhogam

S0190  Mifeprestone
S0991  Misoprpstol

59812c Incomplete AB
59820c Missed AB

Administrative Offices: Akron e Athens  Bedford Heights ¢ Columbus e Mansfield e Youngstown
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