State of Virdinia

PRINTED: 120270200
FORM APPROVE

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

FTAF-0018

(X2) MULTIPLE CONSTRUCTION
A BUILTHNG

(X DATE SURVEY
COMPLETED

8. WING

1211212012

NAME OF PROVIDER OR SUPPLIER
CHARLOTTESVILLE MEDICAL CENTER FOR WOM

STREET ADDRESS, CITY, STATE, ZiP CODE

2321 COMMONWEALTH DR
CHARLOTTESVILLE, VA 22901

X4y 0
PREFIX
Tas

BURMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L3C JDENTIFYING INFORMATION)

10
PREFIX
TAG

!

PROVIDER'S PLAN.OF CORRECTION L X5
(EACH CORRECTIVE ACTION SHOULD BE L COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE | pare
DEFICIENGY)

T oo

O i

" Two Medical Facilities inspectors from the Office

- 314, 2012 through August 1, 2012, The Revisit
thiough December 12, 2012. |
12 VACS-412-170 (B) (C) (E) (F) (G) -
~{witn new findings included)

12 VACS-412-240 (A) - Medical Testmg patient
- inclided)

112 w.\csm:z;zso (C) (M) - Anesthesia Services
12 VACS-412-300 (A) (B) (D) - Quality Assurance

~ New findings were cited in the following areas:

12 VAC5-412:140 (A)- Governing Body

12 VACS-412-310 - Medical Records

- Abortion Clinios (effective 12/29/2011).
. Deficiencies cited follow in this report,

700
i management

'
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¢

! body responsible for the management and
. contiol of the qperatmn of the facifity.

12 VAC 5« 412 Initial comments !

of Licensure gnd Certification, Virginia Departmen
of Health conducted an unannounced Licensure
Revisit survey to the Initial survey performed July |

survey was conducted December 11, 2012

The following regulations were not cleared from
the initial survey and were re-cited:

Psrsonnel
12 VACS-412-220 (C) and (E} - Infection
FPrevantion

counseling and laboratory services (new finding

'new findings included)

2 VACH-412-180 - Policy and Procedure Manual |
J VAGCS5-412-180 (C) « Clinical Staff

The agenoy ‘.a;;;m nGt in compliance with 12
VAC-412 Reguiations for the Licensure of

12 VAC 5-412:140 A Organization and

A. Each abuoi “{Jon facility shall have a governing
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PROVIDER'S PLAN OF CORRECTION

olan of correction was mplemented and that the
‘ faci;ijity was i compiiance with stale regulations.

- The findings included: z

Based on the revisit survey conducted 12/11/12
inrpugh 12712112, and review/validation of the plan
of correction submilted by the facility, the facility
did not implement its plan of correction and new |
findings were also cited by the survey team.

The following regulstions were not cleared and
Cwers re-cited:

12 VACS-412-170 Personnsl (with new findings

nsluded)

12 VAL S-412-220 Infection Prevention
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This RULE" is not met as evidenced by’ : L overm e o ,
sed on facdity document review, clinical record | ; - SN Fhort L
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review, stafl nterview and revisit survey findings, ; T
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12 VACS-412-240 - Medical Testing, patient ? ' e
counseling and laboratory services (new finding ;
ncluded) 3 |
12 VACS-412-250 - Anesthesia Services ; }
12 VACE-412-300 - Quality Assurance (new ? i
fingings included) |
12 VACE-412-380 - Local and State codes and :
standards 5 | / = e
| | Pl [o e
- New ﬁndings were cited in the following areas: ; ,
| ! AF B
12 VACE-4 12 140- Governing Body ! CoTo o Ql CLM—“L?:&MW”
12 VAC5-412-150 - Policy and Procedure Manual : e L
12 VACS-412-180 - lmlc}/as Staff ! P eovhen By = 4\—(5 7
12 VACE-412-310 - Medical Records | ; g e rep >3 ﬁ’wﬂ
’ | { :
0N 12#12/12 at 7:30 p.m., the survey team : f Adana n (SHA e 1
- reviewed the findings with Employee #1 and l ! /”?r»ﬁ’ff R
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Fach ahortion facility shall develop, implement
and maintain an appropriate policy and g
procedures manual. The manual shall be
reviewed annually and updated as necessaty by
the licensee. The manual shall include
provisions covering at a minimum, the following
topics: '

1. Personnet

2. Types of elective and emergency procedures
that may be performad in the facility,

3. Types of anesthesia that may be ussd;

4. Admissions and discharges, including criteria |
for evatuating the patient before admission and |
pefore discharge;

- 5. Obtaining written informed consent of the !
patient prior to the initiation of any procedures, |

. When to use ultrasound to determine
gestational age and when indicated to assess
patient risk; ' ; :

7. infection prevention; i

&. Risk and quality management;

9. Managsment and effective response o i
medicai and/or surgical ernergencgy, ‘

10. Management and effective response to fire;

11. Ensuring compliance with all applicable

federal, state and local laws;
: 12. Facllity security,; :
' 13. Disaster preparedness; i

14. Patlent rights;

15. Functional safety and facility maintenance: |
and ‘

16, identification of the person to whom j

responsibility for operation and maintenance of

. the facility is delegated and methods established

by the licenses for holding such individual ,

- responsible.and accountable. These policies :
and procedures shall be based on recognized

- standards and guidelings. i
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~ This RULE: % not met as evidenced by:
Basad.on stafl interview, clinical and employse
record review, and facility document review, the
facility staff failed to ensure the implementation of
policies and proceduras,

The findings included:

- During the revisit survey conducted 12/11/12
through 12/12/12, it was found the facility
developed policies and procedures, however

falled to implamant the following:

1. Personnel

2. Criteria for evaluating the patient before

admission and before discharge.

3. Infection prevention related 1o training and

" education of staff.

4. Quality/Risk Management
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On 121112 at 12:30 p.m., the survey team ; e i»mw Froye—. A 5

discussed the findings with Employee #1. 3

On 12012132 2t 7:30 p.m., the survey [eam
reviewed the fiindings with Employee #1 and
Erployee # 4.

T065 12 VAC 5-412-170 B Personnel § TO65 | :
é/w Al Ak,

B. The licehsee shall obtain written applications
for employment from all staff. The licensee shall
abtain and verify information on the application
as to education, training, experienca, appropriate
professional licensure, if applicable, and the :
health and personal background of each staff ; ;
member, ;

This RULEY is not met as evidenced by‘;

|
Sased on observations, interviews and record | ‘ o e e pe o 8
reviews the facility failed w ensure employee Co ’ ‘ O At
. . “ . - ™ . e £ “ L
racords contained a written application, verification ; st Jodd Jo ‘ { 19
of training, experience or education for five of six | : o
' e ‘ . ‘ : | | { o
employees. (Employee record #2 - #6) ; ; P J N e
. : E
The finding included: j
. {
| ¢ g i Lo
- I . : s &, s T !
. During an interview conducted on December 11, | i f c&f‘v’*‘“;j-; /€ e Lo, T
{ P
i [

2012 at 10:28 a.m. with Staff #1, he/she reported | |
|

the facility had tess than ten {10) employees. Staff

ey 10, 101G 30
| B :

#1 presented six employee records for current

- staff. ! o g et
‘ j /}- Cﬁ ;r}“""u\x 1 ;5 Fone it ' pce ‘ .
o et o3 ‘ e e : : R e s BN
- Observation and review of the six (6) employee | oG 20O / }
records revealed five of the employee records did | T Alfee ¥ Ry

|
not contained an application. The five employee R | /)
recards did not contain documentation of the P e [ A p {»« S ;\”.'“:
employes's educational background or previous g g oo (.
| work experience. The five employee records did é b o e g ¢ e ot Ay N

gt -
bl Pl I K
7 T -

' not contain documentation the employees meet | | : —.
: : D [ AN o { .
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Continued From Page 5

quanf:cat Oms for their plvosntxon through v&rlficatton
of fraining. ,

Raview of the facility's Lol icy "Personnel F’ohcses
read "Purpose: To enslire personnel are hired,
trained. and reviewed appropriately so that the

é T 065

I
!

ceriter may function optimally to the satisfaction of;‘

the patients, the govaming authority, and other
staff . Procedurs: ... When filling a position, the

. new employee form will be utilized to ensure
- vertfication of gqualifications for the position. An

11

appiication will be obtained from all staff ..

An interview was conducted on December 11,
2012 at 12:06 p.m.,
the information presented as the employees’

recards were their complete employee record and|

neaitn file. Staff #1 was informed that five of the
emplovee records did not contain applications,

- verification of previous experience, education or

T 080

training that qualified them for their position. Staf‘f;

#1 reported there was no other information
available.

12 VAC 5-412-170 E Personnel

E. The facility shall develop, implement and
maintain policies and procedures to documaent

- that its staff participates in initial and ongoing

training and education that is directly related to
staff duties, and appropriate to the level, intansity |

f and scope of services provided. This shall
inctude docurnentation of annual participation in

' This RULE:

fire safety and infection prevention in-service
training. ¢

iz not met as evidenced by:
Based on record review and interview the facility
failed to implement their policies refated to

with Staff #1. Staff #1 verified

'

i
i
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or.entation and training specific to staff duties for | LT e
five of six employees. (Employee record #2 -#8) ! Lo . b/ L E (et
‘ & V. C,@m?!w‘i'fﬂ v A i A '
The findings included: : o et
¢ l g X;‘} £ (o &E fem
During an interview conducted on December 11, i ;
2012 at 10:26 a.m. with Staff #1, he/she reported ! [ Sy ¢ gt
the facility had iess than ten (10) employees. Staff !
#1 presented six employee records for current | J
slaft. : ( ) o uf’ wk}‘m’
) ’ ‘ ‘ i : 7 tf‘ — f._,< \ GF
Observation and review of the six (6) employee | o i
records revealed five of the employee records did ; S Je la/E
not contained documentation of the employee's | L e AT
orientation or ongoing training specific to their -
duties ; § : .
. o i - : R ‘ E /Qvl_i} o -y :‘ 5 ;‘V"A“{« oot = :
Review of the facility's policy "Personnel Policies” | ! , D,
read ‘Purpose: To ensure personnel are hired, | B S I = A B
trained, and raviewed appropriately so thatthe | t J NV AT A
- center may function optimally to the satisfaction of! e ngmd S T S
tre patients; the governing authority, and other | ? g o
staff .. Procedure: ... Orientation checklist will be v e T - ,
- completed ,‘j;,_S;taﬁf will participate in initial and : / Y § o e Pzt
ongoing training directly related to staff duties. | : R s d
. .. . . i S 4 .
Documentation of training will be kept in the '; LT ; A
- parsonnel file as well as in the training manual ..", N e fcf%“r e S b I ’
. ! s : ¢ e 4
. . i .o §3 S 2T
- An interview was conducted on December 11, E A SN . L J |
2012 at 12:06 p.m., with Staff #1. Staff #1 verified ‘ -~ b :
"the information presented was the employees’ ; 7’#“\ 1 1
- complete resord. The surveyor informed Staff #1 ! ‘ ;
five employee records did not contain ! ; 1 degn d i
documentation of initial/orientation or other § L 1% o dlend
training specific to each employee's duties. Staff | | *
= . \ : : —f“—w = / & Eand
#1 reported there was no other information | Predpm Jom ST AR s
available. ' . g SEEDS
 prasen~d fles & "
f : - S A
; 1 s annvadl ’
: 2 T ) by
| ooy ! ¢t 5%
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TO85 12 VAC 5-412-170 F Personnel :

- records revealed two of the employee records did

- position appointed by the governing bedy/board.

' read "Purpose. To ensure persanmel are hired,

aware of hear eprﬂSlbIhUPS Job descnptions will

F. Job descriptions. E
1. Written job descriptions that adequately g

- describe the duties of every position shall be

maintained..

2. Each job description shall include: positicn ;
tittee, authority, specific responsibilities anc:i ;
minimum qualifications, .‘
3. Job descriptions shall be reviewed at least
annually. kept current and given to each
employee and volunteer when assig ned to the
position and when revised.

This RUL E s not met as evidenced by
Based on :e«:.ord review and interview the facility
failed to engurg amployee records contained job |
descriptions and documentation the employee |
received a current job description for three of six |
employees. {(Employee records #2, #3 and #5)

The fmdmgs included: |
Observation and review of the six (6) employee
not contain & job description or documentatior the
employees received their job description. An

additional employee did not have documentation
of qualifications and/or job description for his/her

1

Review of the facility's policy “Personnel Policies”

trainad, and reviewed appropriately so thatthe
center may function optimally to the satisfaction of!
the patcents the govemmg authority, and other |
staff . Procedure: ... A job description will ba part|
of each personnei ﬁle. The staff member will sign

and date the job description to indicate that she is

|
| To85
|

o C{, -
7w e

C i e oS e 17 @ o
P B -
J Y ,
5 o 7 o o
o piece A Cash
7/
i S Gy
L e oAb g
( e w“{f /e Aogren C‘»'ff‘“"m"'%.‘el
wr- . 1 Lt &

r

g
/ 2 «f Fa . §'f“‘“’- e B
~~~~~ [Ny N # .

e @S L
} N

{..

‘-;~$

e, PR T

A -2 c.{‘j)
cedves )T
Of ot L /,5 S e
‘ ! ;
(O e P *’?\ 0 ﬂjvm Nt
e N ! : . B
. Iu S0 e SV frerns A
it w:-j*
/ o

et V"t
c)L?' TR

) I e

w f ey AT
s o f dhe r}
v é"! RSN . . . 4.

R S
. ., tom G TN
A lg:} e . ‘
7 43[ l } -
o e R PSeCE
I

oA ‘] ¥

Al

fore (_3/;?,
L4

For e /"Vu{.w\_?& i

.
T Y

O

STAT FE FORM

T T ATt A e ey

021158
¢
¢

if continuation sheet & of 27



State of Viccunia

ERINTED: 12/27/2012
FORM APPROVED

STATEMENT OF DEFICIENDIES
AND PLAN OF SORRECTION

(X1 PROVIDER/SUPPLIERICLIA
JDENTIFICATION NUMBER;

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLEYED

- shall contain a current job description that

P This RULE: is not met as evidenced by:
~Based on record review and interview the facility
falled to maintain complete and accurate
“employee records for five of six employees.

12 VAC 5-41:2-170 G Personnel

GA personngl file shall be maintained for each

stalf member. The records shall be completely
and accuraiely documented, readily available,

" and systematically organized to facilitate the

compitation and retrieval of information. The file |

reflects the!individual's responsibilities and work

assignments, and documentation of the person's
in-service education, and professional licensure,

if applloabla

(Employee records #2 - #6)
|

The ﬂndmgs included:

i
i

During an mteamew conducted on December 11,

2012 at 10:26 a.m. with Staff #1, he/she reported |
- the facility had less than ten (10) employees. Staff

#1 praesentad six employees records far current
staff.

A BUILDING
. 3
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‘ . : DEFICIENCY)
e Aot . o 5 B :
T o8 Continued ?—mm Page 8 T 0BS . o A Cji( o J,«.« o
be re.viewaii annually. A copy will be given to WV( 75 S W 1 e
each staff member imtially and on review .." L Py
f . i
» i ! , o+ Jes S +
An interview was conducted on December 11, e o L'l </ at )
2012 at 12:06 p.m., with Staff #1. Staff #1 verified; ! . P/ B +-
the information presented was the employees’ . ’ 2 et s G tf :
- complete record. The surveyor informed Staff #1 | ; o | o deyna S
three of tha employee records did not contain their ? L HT ce 7’“’)" < :
. job description or information the amployes was - :
aware of thelr dutles. 3taff #1 reported the job ;
-~ descriptions should have been in their employee's, i
- fecord, Stﬁff #1 reported there'was no addltlonai | |
PTQrmatson available. , '
ij :
T 090 TO%0
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T08¢ Confinued From Page 8 CTos0-
- Observation and review of the six (5) employee .
- records revealed: } Gou el
Five employee records (Employee record #2 - #B) ‘ L e haee
did not contain the employee's application for | Lot G ¢ A
employment. The records did not contain ‘ j ded v A N
: dccumented orientation or initial training to ensure‘, { @»A%D"?f al o 7
ihe employee's capabilities/competency to i { Lilve. ©6EC

perform their job/position duties. The records did

~not document the facility's verification of the

@mp!ayeés previous employrnent, education or
training, which qualified the employge for hisfher

i
i

i

position. Employee records #2 through #6 did not!
. contain documentation of on-going training related
" the employge’s specific job duties.

Three emplovee records (Employee #2, #3, and

. #5y did not contain current job descriptions or

nraovide documentation the employee had received

* their job descriptions.
: Five employes records (Employee #2 - #6) did not

sontain the employee's date of hire.

- Review of tha tacility's policy "Personnel Policies”
- rgad "Purpose:; To ensure personnel are hired,

trained, and reviewed appropriately so that the
center may function optimally to the satisfaction of

~the patients, the governing authority, and ather

staff .. Procedure

{ new empioyea form will be utilized to ensure
“verification of guallfications for the position. An

- Orientation checklist will be completed ... Staff will|

appication will ba obtained from all staff .

. participate in initial and ongoing training d:rectly
related to staff duties. Documentation of trsmmg
~will be keptin the personne! file as well as in the

~tratning mapual ..

gach personnel file. The staff member will sign
and date the job description to indicate that she is
aware of her responsibilities. Job descriptions will

: be reviewed annually. A copy will be g'Van to

- eacn staff member in

nitially and on review .

. When filling a position, the

i

A job description will be part of -

PV s R

2 / Oy

e e

- é‘V/M,.)A\\ Gr ce !
}(e( s e ol

B A Lot s Lmj Lt
’7V{f\ T Y o ¢ ot P ;#‘“;:j‘f_;{?w%&
f f [l . Lo WS s
iy AR -

/‘3“ ‘Jr”“"’"‘l e b 7“‘“"4’-7\,»7?‘"‘:"_ ca t A

Y e o, b e 7/4@\, M,z,‘ // s 5
¥F>"‘3 : T ey :F.'D::? {0 o R S

TN t"‘ e 7[’ €.

‘fmm x J

STATEFORM

Q2R

an N o

- @ v g P (7 P '//“” s N
[ « |
PG, TR el e :
, Lo T

g PRI bt
4 c}m?q o §
) n f 2

Fonm. 1€, 2015 }
i
TBMOY " f confinustion shest 10 ¢t 27



Srate of Virginia

PRINTED. 12/27:201:
FORM APPROVEL

STATEMENT OF DEFICIENCIES

{£1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

FTAF-0018

{(X3) DATE SURVEY

(X2) MULTIPLE CONSTRUCTION
COMPLETER

A, BUILDING
B. WING

1201212012

NAME OF PROVIDER OR SUFPLIER
CHARLOTTESVILLE MEDICAL CENTER FOR WOM

STREET ADDRESS, CITY, STATE, ZiP CODE

2321 COMMONWEALTH DR
CHARLOTTESVILLE, VA 22801

SUMMARY STATEMENT OF DEFICIENCIES g
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
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PREFIX
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T 080 Corntinued iFrom Page 10

An interview was conducted on December 11,
2012 at 12106 p.m.. with Staff #1. Staff #1 verfied

the employess’ records werg not accurate and
complete. Staff #1 verified the faciiity failed to
implement its personnel policies. Staff #1 stated,
Ve still have work to do."”

T 14K
ki Boa

12 VAC 5-412-180 C Clinical staff
C. A physician shall remain on the premises
dritih alt patients are medically stable, sign the
discharge order and be readily available and
accessible until the last patient is discharged.
Licensed health care practitioners tralned in
post-procedure assessment shall remain on the
premises uniil the Jast patient has been
discharged. The physician shall give a discharge
order after assessing a patient or receiving a
~report from such trained health care practitioner
indicating that a patient is safe for discharge.

' The facility, shall develop, implement and f
maintain palicles and procedures that ensure |
there is an appropriate evaluation of medical :

- stability prior to discharge of the patient and that

- adequate trained health care practitioners remain |
with the patient until she is discharged from the |
facility.

t

I
]

~This RULE: is not met as evidenced by: X
Based on clinical record review and staff interview
- the facility staff failed to ensure discharge orders |
- were signed after an assessment of the patient |
indicating the patient was safe for discharge for 8 -
“{elght) of 8 (eight) patient records reviewed. !
Patient #1 through 8.

- The findings included: E
: i

Review of the clinical records for eight (8) patients§

t

T 090
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PRINTED: 1272772012

1. Access {0 hand-washing equipmeant and
adequate supplies (e.g., soap, alcohol-based
+ hand rubs, disposable towels or hot air dryers);
2. Availability of utility sinks, cleaning supplies
and other materials for cleaning, disposal,
sicrage and transport of equipment and supplies;
. 3. Appropriate storage for cleaning agents (e.g.,
s locked cabingts or rooms for chemicals used for
clteaning) and product-specific instructions for I
. use of cleaning agents (e.g., dilution, contact !
- ime, management of accidental exposures), i
" 4. Procedyres for handling, storing and ?
- transporting clean finens, clean/sterile supplies
. and equipment; 2
. 5. Procedures for handling/temporary
- storageftransport of seoited linens;
© 6. Procedures for handling, storing, processing

FORM APPROVED
State of Virginia
STATEMENT OF DEFICIENCIES (%1} FPROVIDER/SUPPLIER/CLIA {(2) MULTIPLE CONSTRUGTION (<3} DATE SURVEY
AND PLAN GF CORRECTION CIDENTIFICATION NUMBER! R COMPLETED
A BUILDING
ETAF-0018 B e 1211212012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
CHARLOTTESVILLE MEDICAL CENTER FOR WOM] 2321 COMMONWEALTH DR
; ‘ CHARLOTTESVILLE, VA 22801 B
(X4} 1D) SUMMARY STATEMENT OF DEFICIENCIES | o) i PROVIDER'S PLAN GF CORRECTION s
FREFIX (EACH DEFICIENCY MUST BE PRECEUED BY FULL | PREFIX (EACH CORRECTIVE ACTION SLIOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) fTAG CROSS-REFERENCED TO THE APPROPRIATE BATE
: DEFIGIENGY)
T115 Continued From Page 11 T 115 A (0 evirs poe e Feaan s
/rﬂ.,. Ky i e ’ ; .
- who received services from the facility revealed no ot i e — At e O
~discharge order signed by the physician. There ’ ) by e
- was no svidence an assessment had been i e e Flogs T oo
nerformed by the physician or that the physictan co . ) e
had been given a report by a trained health care j L e A o L1 )» Ty S -
it N - - : . N [l
praciitioner which indicated the patient(s) were o o : )
safe for discharge. 4s ¢ Va\“.,,«\,ml/__(a_% e shet g
. ; ; ‘,f":}
S On 12/11/%2 at 12:30 p.m., the survey team | e S (€
discussed the findings wilh Employee #1. i I "
Empioyee #1 stated she was unable to find that a | : K e J ot (Taas 7 200
discharge order was written for the records \: /“q«w..“ﬁrf? [ o T
raviewed. o 7
f i ) y
N { . .
On 12/12/12 at 7:30 p.m., the survey team o 4 A A e c s
“reviewed the survey findings with Employee #1 " " ‘ pEvs
- p s ; ] X ) }\ P 5{”;/‘/‘“"‘
~and Employee # 4. Cstfmgi«r‘*‘ 0 &,XW} s
a1 - i | | o bt e Aor e d
T175. 12 VAC 5-412-220 C Infection prevention | T175 L Rag.. TV s , y o
: : i , .
. ‘ A i ‘A"F?"‘ ‘4 b"/ﬂ"VM‘r S, E
<. Written policies and procedures for the | I I LAS 4 by
mangﬁgement of the facility, equipment and : G S 5 v a7
supplies shall address the following: ; W J / et
‘ S b, -/“ -

o oty Pttt e

/! 1<
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PROVIDER'S PLAN OF CORRECTION

and transporting regulated medical waste in
accordance with applicable regulations;
7. Procedures for the processing of each type of
reusable medical equipment between uses on
different patients. The procedure shall address:
(i} the level of cleaning/disinfection/sterilization
to e used for each type of equipment,
(it} the process (e.g.. cleaning, chemical
disinfection, heat sterilization); and
(jiiy the method for verifying that the
recommanded level of disinfection/sterilization
has been achieved. The procedure shall
reference the manufacturers recommendations
znd any applicable state or national infection
control guidelings,
8. Procedures for appropriate disposal of
non-reusable equipment;
9. Palicies and procedures for
- maintenance/repair of equipment in accordance
" with manufacturer recommendations,
10, Procedures for cleaning of environmental

surfaces with appropriate cleaning products;

11. An effective pest control program, managead
in accordance with local health and
environmental requlations; and .
12. Other infection prevention procedures

- neceassary o prevent/control transrnission of an
infectious agent in the facilily as recommended
or required by the department.

This RULE: is not met as evidenced by,
Based on observations, record review and
interviews the facility failed to implement
nscessary controls to prevent the transmission of
“infections. The facility failed to perform weekly
" spore testing for one of one autoclave.

- The findings included:

Reviaw of the tacility's policy regarding
parforrance of spore testing of the autoclave

i
t
I

1

= ]
10 SUMMARY STATEMENT OF DEFICIENCIES D ~_FF AN OF GORR }
é;:zm ‘ (EACH DEFICIENCY MUST BE PRECEDED BY FULL § PREFIX (EACH CORRECTIV E ACTION ozrtoum:snr
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG ,  OROSS-REFERENCED TO THE APPROFRIATE p
; : DEFICIENCY) ‘
7175 Continued From Page 12 T175 ;
i
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T175 Continued From Page 13 T175
; ! - -y
indicated the testing would ocour weekiy. ! i / ) (
. Jeg Aoy Ve
A review conducted on December 11, 2012 at S b }" CAS A s i s
.08 a.m. of the facility's log for spore testing j ),, i Tl / {‘._}; el
revealed: i o wert g v

. No documented performance of spore testing for : o v g Y7 -

- the weeks (Thursday begin date) of August 9, : by Lt 2 Voo
2012 and August 16, 2012, The log did not E | | ke o ,‘éf%_m e B e
document spore testing for the weeks of : ? BT ey
September 5, 2012 and September 26, 2012, L s e TR it

Documentation for the week of September 13, { do o e
2012 indicated the test was “Invalid”. The facility's B R C R © "
log did not document the facility's follow-up ; : . ey |
aclions o & vl LN I

e : r [ 2 ’ gj C ‘v’

. ] i . o

Review of the facility's policy titled “Infection | L e bt i vl v Eed T
Control Spore testing of autoclave" read ! 2 .
"Purpose: To ensure that the autociave is ! : . 7/,"‘ le ( - L aved L o R R
operating in a manner that materials being placed’ re ( T ‘
in the autockave are being sterilized. Procedure: | ‘ N - S Y 4
. Weekly spore testing will be conducted on each ; ' e

autoclave in operation .., Immediately notify site | | ) 7,_/_&& e 4 FTERS /j

~administrator in the event of a failed sterilization ! / Jzﬂm je
cycle . [The weekly spore test failure would f S e € L e, olentt e
provide evidence of a failed cycle i f L ‘

! : 2.6 13

~Aninterview was conducted on December 11at | ‘

11:17 a.m. with Staff #1, Staff #1 reviewed the ; . o
inforrnation in the spore testing log. Staff#1 | | 7" ;s £ (Jclz,m:mw___%

reported the indicators were transported to 4 U
another facility for processing and the results were E G e e st Ve (}Nﬁa 7[ a
faxed back to this facility. Staff #1 verified the log , i $ : O prtan A o

- did not have documentation that the spore testing | ; biins bser T L™

- had been done weekly., When asked for the | f S 2 :S'f:w’ Sl

- follow-up action related to the "Invalid” test for | 7 f Lo G

- September 13, 2012; Staff #1 reported there was | SO AL A '
no additional information. Staff #1 acknowledged |
if the autoclave had failed its spora test during that

- week any instruments processed in the autoclave |
wouid not be sterile. Staff #1 stated, "l see whare}
you are going with this, We need to tweak that” :

T/3 TE F’?R'\ﬂ ‘ 021199 GMOY 11 If continuation shest 14 of 27




spore Test Report

Date of Test:

Location:

Result(s): Autoclave

Autoclave

Contro!

Technician:

Corrective Action: NA As below
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7175 Continued From Page 14 T 175
]
|
Cbservatons during tour on December 11, 2012
ar 12:06 p.m., with Staff #1 revealed the faclity |
rad ooly one autoclave available for use. E
1185 12 VAG 5-412-220 E infection prevention ' T185

E. The facility shall develop, implement and
maintain policies and procedures for the
fsllawing patient education, follow-up, and
- reporting activities: 1
1. Discharge instructions for patients, to include |
iastructions to call or return if signs of infection I
develop; ;
2. A procedure for surveillance, documentation |
and racking of reported infections; and i
3. Policies and procedures for reporting ‘ v
conditions to the local heaith department in
accorclance with the Regulations for Disease
Reporting and Control (12 VAC 5-80), including
outhreaks of disease.

t
i
|
¢
{

!

This RULE; is not met as evidenced by:

Based on clinical record review and staff interview

the faciiity staff failed to implement policies and ;
procedures regarding patient education for 8 i E

(eignt) of 8 (eight) patient records reviewed

(Patient's #1 through 8) and failed to implement
infection monitoring and reporting activities.

|
i
‘
:
i
,
|
; i
|
!
z

|
i . }
" The findings included: |

t

' Raview of the clinical records for Patient's #1 : i
through B revealed no documented discharge i
instructions which included instructions to call or ta

. return if signs or symptoms of infection develop |
and education regarding the signs and symptoms |

' of infection. ! E :

1

On 12/11/12 at 1145 am., the surveyar requestad

P
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85 Continued From Page 15 T 185
T1 ontinu Pag R
» . . ; A P |
1o review the facility infection tracking and o T Fu sy

T A )
Al j

surveinance documentation. Employee #1 stated, | ‘
- S +.Y‘/l}*—~‘ {"J:'\-Wp “5

| can't put my hands on it ight now.” Employee
#’l provided the surveyor a copy of a document
from another facility with tracking information but
stated, " cannot find the one for this office right
Cnow."

G e k’r‘??fcf
] S
/'q‘ [Seas’

N Szl
. Ve AT e
gyt A i l 1) J
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i
|
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|

At 12:30 p.m. on 12/11/12, the surveyor diSCUbSEd
the findings with Employee #1.

On 12/12/12 at 7:30 p.m., the survey team § Q/ e ,“.;ﬂuwm

reviewed ths survey findings with Employee #1 oY of e -
“and Employee # 4. i o @ v
: ; Ton Ao e & / @J o .
T195° 12 VAC 5-412-240 A Medical testing, patient © T 195 f . L5 e ot ’MD’
counseling and labor ; he b A

{
A. Priorto the initiation of any abortion, a :
- medical history and physical examination, to :
- include confirmation of pregnancy, shall be | !
completed for each patient. E
1. Use of any additional medical testing,
including but not limited to ultrasonography shall
be bassd on an assessment of patient risk. The i
clinical criteria for such additional testing and the
~actions to be taken if abnormal results are found
" shail be documented. . |
2. Medical testing shall include a recognized ;
pregnancy st and deterrination on Rh factor. i
3. The facility shail develop, implerment and !
maintain policies and procedures for screening
of sexually transmitted diseases consistent with
current guidelines jssued by the U.S, Centers for
' Dissase Control and Prevention. The policies
and procedures shall address appropriate
responses to a positive screening test.
C 4. A written report of each taboratory test and
. examination shall be a part of the patient's
record.
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T195 Cortinued From Page 16 I 7185 ;
[
| ST Ay
"n:, RULE: is not met as evidenced by. ‘ )
ased on cinical record review and staff mterv:aw : Pro e el TS Pt
tm facility staff failed to ensure a medical history { ;' ) / Jo s bl
and physical examination was completed for 8 | L pr e Sl ’ '
(eight) ofS (eight) patient records reviewed, ~ ; ’ A e P by 5 6 i,
Patient's #1 though 8 L [ #Om —H Floe T
f ‘ - P ] - ‘A &“rﬁf‘")‘r"ﬂn— .
) ; : . e o o 5 fa Lot S e
The findings included: L S e / o
z i ‘
The clinical records for Patients #1 through 8 wera Pl oy 40 e Ty e oyl kel
reviewed on 12/11/12 and revealed no j / /A - _g. Lo e
~documentation that a history and physical was ; I d,f;r\k e m»?} ,,,,, TN SR T
completad and signed by the physician i : , o e i 4
i , /q \'J"’VAV'\ N bt _(:A ‘f""‘ o q—wﬁrw"' T i 7f
On 12/11/12 at 12:30 p.m., the findings were | ST AP P L
\ dimusqed with Employee #1,” Employee #1 stated radld T 3 y o
the patients complete the history portion but she | L Jecw M«_{,ﬂmﬁw@w e, T [ITENS
was not able to locate an physical assessment by, | A P Y
the pnysician or that the physician reviewed the ; *-;‘-*‘z"{_/vﬁ o '
nistory as completed by the patient. | pmg g o
| o | R N
T230 12 VAC 5-412-250 C Anesthesia service L T230 -

. C. The facility shall develop, implement and E

" gritaria for discharge from anesthesia care.

{2 {two) pdt:ents #2 and #4, had documented IV

mantain policies and procedures outlining

Such criteria shall include stable vital signs, .
rasponsivengss and orientation, ability to move |
voluntarily, controlled pain and minirai nausea

. and vomiting.

This RULE: is not met as evidenced by: :
Based on clinical record review, staff interview, |

and facility document review, the facility staff failed
~to implament their policy regarding criteria for :

discharge from anesthesia care for 8 (eight) of & i
{eightyrecords reviewed who received anesthesia |

sedation, but 6 (six) patients # 1,3, and & thmugh

20 /0%,

- éivi',_.‘,pdx..ﬂ&gvm?)/’" C L,

,qé;;/c{«z.m (/f""’_,”:::-a-_

STATE FORM

T 98 oo 5
| O b cseﬂbq [ P
‘ o be ans ot T A ‘g‘j’“
‘ , o f s
| [east Gt v iy
|
|
|
5’21139 s —— GMC}Y" 1 e E i@ COBthnaii(m sheet 17 of 27



PRINTED: 12/27/2012
FuF’MAPP&wﬁ 439

State of Vicainia

(X3) DATE BURVEY

STATEMENT OF DESICIENCIES (A1) PROVIDER/SUPPLERICLIA (X2) MULTIPLE CONSTRUCTION g v
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: T COMPLETED

FTAF-0018 B WING 12/12/2012

STREET ADDRESS, CITY, STATE, ZIP CODE

2321 COMMONWEALTH DR
CHARLOTTESVILLE, VA 22901

MAME OF PROVIDER OR SUPPLIER
CHARLOTTESVILLE MEDICAL CENTER FOR WOM

(24} 4D SUMMARY STATEMENT OF DEFICIENCIES f v} PROVIDER'S PLAN OF CORRECTION x5y
PREFIY (EACH DEFCIENCY MUST BE PRECEDED BY FULL U pREFIX (EACH CORRECTIVE ACTION SHOULD BE  COMPLE™E
1*:\3 BEGULATORY OR LSC IDENTIFYING INFORMATION) { TAs : CROSS-REFERENCED 10 THE APPROPRIATF : DATE
‘ ; DEFICIENCY) ;
L
!
T 230 Continued From Page 17 T 230 \ b 230
N ; o it ]
g, did not have documentation designating the ! f Frpe S P S A
pro/operativa medications a_dmmismreed] ;iurmg | ! - ,‘5/ S it e
their procedure. (It was difficult to establish from L A /

L. . LT
the cinical record of the patients who had ) oy o G e e T T G
H et Y e

received moderate/intravenous sedation, as there! t / i , P
was ho documentation of intravenous access i ! {&,_{; g AT BT {-f .
being initiated, and no documentation of ; ‘ - ~

cations/o 5 of intraven dation R 3 A
- medi -:?tthﬂS/JOSSer of intravenous sedat ﬁéw@ of oA (,Aﬂ_ﬂ_,(g_ﬁ_{ e S
medications.) o
1 e . 4. *-s?/{» «{:‘;{j_ ,7’ .
e pef oot TR
The findings included: L ey
v J . Al (AT A e

- Review of the clinical records for Patients #1 .
through & reveated no documentation of the oos e 'f?*‘\-f*’w'*”y;wcf-
responsiveness, orientation, ability to respond and ! £
move voluntarily. pain under control, and the Lol
pressnce/absence of nausea and/or vomiting
c:ur‘irg, or after their procedures. There was

ninimal documentation during the recovery phase
consisting of & bloed pressure, bleeding !
(light/moderate/heavy) and cramping/pain
{ight/moderate/heavy). Thera was no j

" documentation at the time of discharge from i

- ;1 e /{_ ée‘p-\,_’ ‘;\.2,4.:’\_.. ?{‘f:_-*

P IO I
¢ P
} -‘3

T PORAE S\ o -«ﬂ
iT é"}« P I(_//’

anesthesia or recovery of the condition of the , i ‘ "y Loy
patient, whethar they met the criteria for dischargef e (//" N 1ol A i
PR {

as outlined in the facility policy and state A I i
' regulations. (There was no documentation how of @ o vt A -
the patient left the facility, whether with a driver OH | = MQJ% i TP
oriving themseives. ) RACT SaG AN &

| Sy B e

//f}» d,.q )

Employes #1 was interviewed regarding this on ; ol et

12/11/12 at 12:15 p.m., and stated, "Thers is
sorme documentation here but, no, there is do
dgocumentation of the condition on discharge.”

Loy TR 3 ;jj
./ k_ G
R eV S 7} el AR Sl
.

& v fr i e

/

e dqac;ﬂr’ Ul

o

On 12/12/12 at 7:30 p.m., the survey team
reviewed the survey findings with Employee #1 | | RN G
and Employee # 4. ; 4 W & LA ol

STATE FORM oz1188 GMOY 11 T It continuation sneet 18 of 27
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l |
T25 sont T . T255 T . .
7255, Continued From Page 18 | o 23s
- _ . . . i : .. “hes
{255 12 VAC 5-412-250 H Anesthesia service T 285 , . o~ 7
Y 2-250 H Ane 5 RE T e & Le F~
: . . . ; . . g
H. Discharge from anesthesia care is the ; e v, o A d P /e
- . 78] . @
respongibility of the heaith care practitioner ¢ oo
- ) : , A oy AT
providing in anesthesia care and shall occur only : B s et ! Jﬂ ISatarA
s i ‘ (AN i D .
when the patient has met specific : .
Ay ]

(it was difficult to establish from the clinical record
"initiated, and no documentation of

The findings included:

- underwent procedures for the termination of

1), Alert and criented
- 3). Voided prior to discharge, if required by
4. instructed to call physician if unable to void

5). Nausea, vomiting, dizziness minimal

physician-defined criteria, j
!

This RULE: is not met as evidenced by:

Based on clinical record review, facility document |
review and staff interview the facility staff failed to |
ensurs B (six) of 6 (six) patients who underwent
procedures for the termination of pregnancy were ?
discharged after meeting physician-defined criteria
for discnarge, Two (2) of two (2) patients, # 2 and|
4, had documented IV sedation, but 6 (six)
patients # 1, 3, and 5 through 8, did not have
documentation designating the pre/operative |
medications administered) during their procedure. |

t

of the patients who had received
moderate/intravenaus sedation, as there was no
documentation of intravenous access being

medications/dosages of intravenous sedation :
medications.) : ‘1

Review of the clinical record of six patients who
pregrancy did not reveal any documentation that,

these patients had met the criteria for discharge
which were outlined as follows:

|
i
|
!
2). Vital signs stable

physician

l

|
within 8 houwrs E
|
I

-/f.-g b

/4 ALt

af ?ﬁfl gt (8 o

Vi V’AJQA fed ST

f N e R ‘/"’/{‘Z} :
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wiaE OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
2321 COMMONWEALTH DR

CHARLOTTESVILLE MEDICAL CENTER FOR WOM

: GCHARLOTTESVILLE, VA 22901 )
n : . f F FROVIDER'S PLAN OF CORRECTION
(54 10 SUMMARY STATEMENT OF DEFICIENCIES ﬁ D x bR A ‘
P;gm (EACH DEFICIENCY MUST BE PRECEDED BYTULL | PROFIX | ‘EA‘JHR%?SQE@;:? Tf\g';‘gé“ f;—géLgR?ETE
TG REGULATGRY OR LSC IDENTIFYING INFORMATION) ' Tqag | CROSS | :
- | DEFICIENGY)
' = ’e
7285 Continued From Page 19 pr2ss o
' : o 251
¢). Able to ambulate : | e
7). Tolerates liquids well : | s for vt T
8). Responsible adult to escont home if 1V or ; | ) J /o Jor
moderate ; L s i
g). Prescriptions given :, ‘ o
10). Patient given follow-up instruction sheet —— Lile (- Can #
which includss instructions to call canter if signs of ? .
infection develop. ‘ 3 L S g L 7o
- 41). Pain on discharge recorded; pain controlled | :
12). Menstrual pad checked (a) patientwill have | | e L ,\w) .
no unusual bleeding at time of discharge. iy 4
: : ‘ | i
. . | } :
fhere were no notes written by the licensed health L | NEv o A
sare practitioner regarding the condition of the ! PR
" patients at discharge, nor were there areas | ‘I - . e ENE:
checkad on the patients record which reflected the | A A /
ahove ofiferia was met. ‘ ; ’
On 12011712 at 12:15 p.m., the survey team 7 e N s
iscussed the findings with Em ce #1. ; 5 ; | . N e v
discussed the findings with Employ | Chart  CEYp )«
» ; | ,
On 12/12/12 at 7:30 p.m., the survey team i : L d pt e +
reviewed the survey findings with Employee #1 e AT |
Cand Employes # 4. ; i o/
5 4 L/’Ek«v’"*"f \ )g
T415 12 VAC 5-412-300 A Quality assurance T35 |
A, The abortion facility shall implement an ‘
ongoing, comprehensive, integrated, } 1
seff-assessment program of the quality and ‘ i
i

appropriatenass of care or services provided,
including services provided under contract or ‘
agreement. The program shall include process, [

. design, data collection/analysis, assessment and !

improvement, and evaluation. The findings shall |
be used to correct identified problems and revise |
policies and practices, as necessary. |

t

This RULE" is not met as evidenced by

Based on facility document review, staff interview,i

STATE FORM
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T315 Continued F-’rom Page 20 L T38
L | |
and survey revisit findings, the facility staff failed I L
i ensire an ongoing, comprehensive, integrated, \[ ; g =l
seif-assessment Quality Assurance program was | : oo j T
&t = y P Q i 574‘) s .(}v"‘()“'"‘_ﬁrf"‘—‘{'( f( .,e"> »{ R ’./(

rriplemented.
vt (e \3, ok

The findings included:
frim A & e VA
During the revisit survey multiple areas of concern ’
" were found in the areas of =
personnel, implementation of policies and o
procedures related to patient care and safety, i - 5‘};} e, K V*J faf s

i

i
i
i
1
.
|
i
i

o T Qe

e,

patient medical record documentation, employee ; : ,

records, infection controt, medical testing, : : ol put e/

anesthesia services, and local and state codes t ' B - ;o el
and standards. A ot O G fef G T

o f

‘ L g
Jd ol e fa g e T

' There were also new findings in addition to areas .

: I
nreviously cited that had not been cleared 3 i o , BN B it
indicating the facility failed to follow/complete their! L. A of 05 g j
submitted ptcm of correction. : | S o ded
i s pm e A g P LT e
On 12/12/12 at 7:30 p.m., the survey team | |
reviewed the findings with Employse #1 and | } e NS
Employec # 4. | | .
i ; A Ci/f‘ N ¢ Fom i =
‘. . . ; g i o Tt e
T320 12 VAC 5-412-300 B Quality assurance | T 320 [ Fat l""’ 7o el T S )
| ?
- B. The following shall be evaluated to assure | ‘ G- A
adequacy and appropriateness of services, and :
to identify unacceptable or unexpected trends or | | T3S f{} o/ Lo g s o
CCCUITENCES, ! ; ‘ e ey .
1. Staffing patterns and performance, | ' ; , T
- - ) . ] ! : - oot S ‘
2. Supervision appropriate to the level of | AT M L
sevice, é ot (A ’
2. Patient records; i ""179/) ' 7/( PR
4. Patient satisfaction; ; e e e ‘6
5. Camplaint resolution; i : U

&. Infections, complications and other adverse
Cavents, and
7 Staff concerns regarding patient care.
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7320 Continued From P’xge 21 _ T30 :
' ' : ’r,_ W I Wy ,‘:}- tj C;LC»"&«*‘" t{“d’—!’w
. ‘ | "“"M—; e - de
This RULE: s not met as evidenced by : f oy ﬁ_{waﬂw. % ;
Basad of tacility document review and staff ! ; 1 (rp e ") Frotta s> p
interview, the facility staff failed o implementa | ; 9 Ad S5 At
Quality Assurance Program which evaluated the Z c UM’L@*‘/J‘Q’
adejuacy and appropriateness of services to t el G Ce
identify trends and occurrences. , :;1,\,;M5_, j}a fo O J o/
H . i o
PP e A 2 ) 1D
The findings included: : ; i Q@ e K
‘ . : ; : I e
On 12/1112 at 11:45 a.m.. the surveyor asked to - O YA o
: rey}ew the Quality Assurance (QA) meeting : L W T e il
minutes for the faciity. Employee #1 presented | LA “’ B
" thc surveyor with a hand-written document for | ) ~ PR et A P S She
Septermber 2012 which reveled the QA commi ttee: | - (/} J ,
fad done a review of patient medical records for ; CL G e L
completeness. Based on the revisit survey and 7 ) Lt
citation regarding the incompleteness of the Cpodets . i iﬂ{,;,%,ﬂ\ Pl
medical records, it was evident the QA committee; ! e . B
had not tharoughly implemented and evaluated | s o e iy fn
the program, There was also ho evidence the QA i < “ E ;
commitiee had addressed any of the required | P S Y A S
elements to identify trends and osc*urrences in the ! g ,
areas of - { % T, _‘;”J 24 g, [ / Ao e
1 Staffing patterns and performance i P !
2. Supervision appropriate o the level of service i e i e f
3. Patient records : 4. .
i i i : ! : o Ty i
4. Patient satisfaction : ' A (A ‘ o
5. Complaint resolution ' 3; L dg e ble  foT e A
6. Infections, complications and other adverse : / L e O it '
avents and ! | A s e, /— y s .
7. Staff concerns regarding patient care. ! ? j e
| : 'f ':(—/1' fU5 AL )y 1ﬁw"'&‘«‘ i o T
On 12/12/12 at 7:30 p.m_, the survey team ~; . f/ 4 |
reviewed the findings with Employee #1 and : oo |
Employes # 4. : | [ g [t T G B *
: i AL e e Y o dethd m T
. " - . : ! " /
T350 12 VAGC 5-412-300 D Quality assurance . T330 b, -
. ; L o f c{\‘('_g 7 0 E */(,a- .
. D. Measures shall be implemented to resolve i — (,/
I
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T330 Contnued From Page 22

- New findings were cited in the following areas:

12 VACSE-412-310 - Medical Records

L On 121122 21 7:30 p.m., the survey team

- Employee # 4

problems ar concerns that have been identified.

This RULE: is not met as evidenced by:
Rased on the results of the revisit survey ;
conductad 12/11/12 through 12/12/12, the faciiity
stafl failed to ensure their Quality Assurance (QA) 1
program implemented measures to resolve |
problems and identfied concemns.

!
1
i
l
¢
\
1

i
I
|
i
1
i
1

The findings included: | [

were not cleared and were re-cited by the survey

Curing the revisit survey the following requiations 1
i
i

eam:

12 VAC5-412.170 (B) (C) (E) (F) (G) - Personnai !
(with new findings included) f
12 VACE-412-220 (E ) - Infection Prevem;on

12 VACSE-412-240 (A) - Medical Testing, patient
counseling and laboratory services (new finding
included)

12 VACE-412-250 (C) (H) - Anemhebld Services
12 VACE-412-300 (A} (B) (D) - Quality A&surance
(new findings included) ‘

12 VACS-412-380 - Local and State codes and
standards

12 VAGH-412-140 (A)- Governing Body |
17 VA(E-412-150 - Policy and Procedure Manual,
12 VACS-412-180 (C) - Clinical Staff

reviawed the findings W1th Employee #1 and

T30

T 3ye -

e 737
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&. Physician orders; ‘

b. Laporatory tests, pathologist's report of
tissue, and radiologist's report of x-rays,

= Anesthesia record; :

d. Operative record; -

. Surgical medication and medical treatments;

{ Recovery room notes; '

g. Physician and nurses’ progress notes,

r. Condition at ime of discharge,

i Patient instructions, preoperative and

1

. postoperative, and 3

. Names of referral physicians or agencies.

' This RULE: is not met as evidenced by';

Based on raview and interview the facility failed to

maintain accurate and complete clinical records

" for eight of eight patients in the survey sample.

' {Patients #1 through #8)

The findings included:

Review of clinical records of the survey sample
revealed: |

Eight of eight clinical records did not have a
physician's physical examination documented.

\,/"(.( 5 f" g G

ot e Ft

F., ;2 (,« ¢ j‘}, - mo{ v ...S,‘

N
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L/ / e ‘2‘]” oo o
/ -
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Codast CETY <

2

{i

“‘-/_[ . C\‘r‘é./(.[

SoVIMARY STATEMENT OF DEFICIENCIES = o ]
(EACH DEFICIENCY MUST Bt FRECEDED BY FULL | PreFIX | (EACH CORRECTIVE ACTION 514(3%.? @ETE pLE
RRGULATORY OR LSC IDENTIFYING INFORMATION . "GaG | CROSS-REFERENGED TG THE APPROFRIN . peTE
i | DEFICIENCY)
+ 1
T340 Continued From Page 23 ; T 340 t
340 12 VAC 5-412 310 Medical records : | T 340 i
| I B s
; ¢ C
An accurate and complete clinical record or chart i z )
; . ; : ! ’ O - K AR
shall be maintained on each patient The record | e LR T i ,
or chart shall contain sufficient information o ! ; o o T Y
satisfy the diagnosis or need for the medicat or | b <. fo e T
surgical service. it shall include, but not limited | i
to the foﬂowmg:l A ’ | | on i P of .y
1. Patient identification; : g 3T
" e N L ; ¢ )
2. Admitting information, including a patient ; i #«é&x e
fistory and physical examination; | i s
3. Signed cansent; { i. gt Jy g
4 Confirmation of pregnancy; and i | Foowd e ;
4 s gy o (. . | ! , < .
5; Frocedure report to include: | : ) cbie Ve ol

l’fé,} ’N‘Y’ﬂ"m}w, { -t T

o
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340 Continued From Page 24

. discharge orders.

The eight clinical records did not have {
documentation the physician had discussed or |
roviewed the patient's medical history with the |
patient prior to the procedure. : !
Eight of eight clinical records did not have
documented signatures by the facility's staff,
which provided a witness to the patient's:
acknowledgement of reviewing required
inforrmation twenty-four hours prior to their
procedure. :
Eight of eight clinical records failed to have 4
physician orders for medications documented as |
sdmiinistered “pre-op” (pre-operative), operative, }
and "post op" (post{after] operative). Eight of %
eight clinicat records failed to have physician

Two of Two clinical records, which indicated the
administration of Fentanyl and Versed, did not |
spacify the route or dosage of the medications. |
The wo clinical records did not have *.
documentation relatsd to which facility staff |
admministered the narcofics. ' '
Eight of eight clinical records did not document,
which licensed staff had administered the
medications. what time the rnadicaticns were

:
i
;
!
i

~admipistered, which route the medications were

administered and documentation of the patient's
outcome after on-site medications were
administered.

Fight of eight clinical records had incomplete
recovery room notes. The clinical records did not

i
t
|
i
|
" consistently have the patient's vital signs J
~documented post procedure and prior to [

discharge. '=

Fight of eight clinical records failed to have !

physician and nurses’ progress notes to document
thee palients” progress or status aperatively and
post operative. The eight clinical records did not

“documient that the patients' met the facilitys !
" sriteria for discharge as establish by a physician. |
| Eight of eignt clinical records failed to have a {

| T340
!
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T340 Coniinued From Page 25 ; T340
' E

documentad physician assessment prior 10 l; §
discharge. Eight of eight clinical records failed to | ‘
nave documented assessments by nursing, the | v
nformation entered within the clinical record falted i
1o nave authentication of which staff entered the |
i

'

data.
Eight of eight clinical records failed fo document .
e patients’ condition at the time of discharge. i
On eight of eight clinical records, tha i E
pre-docurnented "Disposition” items were left g
blank. ‘ : !
Eight of eight clinical records failed 1o indicate the
patients had received discharge instructions. i

i

According to Healthline.com FENTANYL (FENta ' i
nil) s a synthetic opioid narcotic analgesic, @ pain
reliever ltis used o treat pain before, during, and| ;
after surgery. This medicine is also used before,
with, and in place of other medicines for sleep |

- during a medical procedure. ‘ ]
|

- According to Drugs.com Midazolam hydrochloride: !
(midaz"71am), [Versed] is a short-acting l |
benzodiazepine central nervous system

depressant, a benzodiazepine anxiolytic. itis

* prescribed far preoperative sedation and i
impaimment of mamory of precperative events and!
for conacious sedation before short diagnostic

" sndoscopic of dental procedures.
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" An interview was conducted on December 11, : )

2012 at 10,35 a.m. with Staff#1. Staff #1 | N S L

" reviewed the findings. After reviewing Patient #1's PRV
clinical record, Staff #1 stated, "l think she had an: )
IV {termination) and we just didn't check the 3 : e L
boxes.” Staff #1 reporied the physician at present Frotess
did not have a separate paper to document
progress notes. Staff #1 stated, "The 24 hour
consent is a problem. The patients call into the

~[nama of another facility] to listen to the audio ‘ , /
tape. The staff here call the [name of another | L L li\d’éw"’%’”‘: )
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- see your point.” Staff #1 verified the eight clinical

listened when they arrive for the procedure.” Staff
#1 verified the staff that checks whether the i

" patient had called 24 hours prior to the procedure |
~did not enter their name as the person witnessing .

or venfying the patient's call. Staff #1 stated, "l |

records did not have the required information.

Staie of Virgnia
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SND PLAN OF CORRECTION {DENTIFIGATION NUMBER: , COMPLETED
‘ ' 5. BUILDING
FTAF-0018 B e ‘ 1201212012
NAME OF PROVIDER OR SUPPLIER TETREET ADDRESS, CITY, STATE, ZIF GODE
CHARLOTTESVILLE MEINCAL CENTER FOR WOM 2321 COMMONWEALTH DR
CHARLOTTESVILLE, VA 22901 |
(x4 10 SUMMARY STATEMENT OF DEFICIENCIES : i PROVIDER'S PLAN OF GDREEGT‘DN : Q}:,i}i_
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REQULATORY OR LSC IDENTIFYING iNFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIAIE 1 DAlw
) ; : DEFICIENCY)
| N .
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T340 Continued From Page 26 | T340 | Y
| i A C if}\,]{ e ‘
facility] to check if the patient has called and | Lo
recorded their name verifying they [the patient] i S B I « _
has lisiened. The staft here places the time, date,; L e &
and the patient's name on a blank form. Butthe R, ey
patient tils out another form (attestation) that they ISV G )
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