Arkansas Department of Health

SEO0 West Tenth Sucet, Suite 400 o Little Rock, Arkansas 72200 o Telephoaie (50)) 661 2201
Governor Asa Hulehinson
Nuthaniel Smith, NMD, MPH, Director and State Health Officer

November 3, 2016

Provider # 000107

manncfl Ilm'cnlLood ol AR & Eastern OK

3729 North Crossover, Suite 107
Fayetteville, AR 72703

Mailing Address:

Planned Parenthood ol AR & Eastern OK
3729 North Crossover, Suite 107
Fayetteville, AR 72703

RE: Abortion Facility Survey Conducted 10/27/2016
Dear Administrator:

The Arkansas Department of Health conducted a survey of your agency on 10/27/2016.
The findings of the survey are in the enclosed Statement of Deficiencies and Plan of Correction (State
FForm).

Inorder for us to complete the survey process, you must submit an acceptable Plan of Correction
(POC). When developing your POC it is essential that you answer the following questions for cach
deficiency:

I. What specific action will be taken to correct the deficient practice?

2. When will the correction be completed?

3. Who will be responsible for taking the corrective action?

4. How will you evaluate or monitor the corrective action to prevent the recurrence of the
deficient practice?

The instructions for the submission of the Plan of Correction (POC) lollow:

I. Indicate a plan for correction for each deficiency with an appropriate completion
date on the right side of the enclosed State Form.

2. Sign and date page | of the State Form. Unsigned forms will be rejected.

3. Mail the form to the following address no later than 10 days from the receipt
ol this letter,



Arkansas Department of Tealth
Health Facility Services

5800 West 10th Sureet, Suite 400
Little Rock, AR 7220:

1M you have any questions, please calt me at (301061-2201.

Sincerely,
Co ! )
,--.//". /l\\ et {a

)

Liz Davis

Program Manager

Health Facility Services

Enclosure
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4A000, Memo 4A000
An entrance conference was conducted vith 6.B. The Planned farenthood Medical Standards
Facility Representatives on 10/25/16 at 1100, and _ngdelmej ?a"e beien Irzyuev:ed.by p—
The Representatives were Informed the purpose physicians and the medical director in o
of the visit was to conduct a State Re-Licensure Arkansas. Please see allached. Moving
Survey forward, the Arkansas physicians and

medical director in Arkansas will review
the MS&Gs annually and sign/date a new

An exit conference was conducled with Facility signature page on an annual basis.

Representatives on 10/27/16 at 1216. The
findings of the survey were discussed. The
Facility Representatives were given an
opportunity to present additional information for A
the findings discussed. No additional information N
was presented. ALK A

6.B. General Administration. Policies and K ) o PO\
procedures shall be provided for the general e o Y
administration of the facility and for each service. oSG N { b
| All policles and procedures shall have evidence N 5 s
of ongoing review andfor revision. The first page N
of each manual shall have the annual review date N
and signatures of (he person(s) conducting the N
review. \

Based on review of the Medical Standards and
Guidelines policy and procedure manual
| signature page and interview, it was determined
the Facllity failed to ensure the policy and
procedure manual was reviewed and updated on
an annual basis, The failed practice did not
ensure the Facility was operating under current
established standards and guidelines. The failed
practice had the potential to affect all patients
seen in the Facility. The findings follow: *

1. Review of the Medical Standards and
Guidelines policy and procedure manual on
10/25/16 revealed the signature page of the
manual, representing the date of review and/or
update, was signed by the Medicai Director on

DER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE:

ecideut 5 CED n)8lis

L] LMW1 1f continuatdn shebt 1 of 5
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4A000| Continued From page 1 4A000 !
04/10/15.
2. In an interview with Staff Member #1 on
10/25/16 at 1630, she conflrmed the manual had
» not been reviewed or updated since 04/10/15. 8.E. THe Health Center Manager has reviewed
and updated the emergency conlact list and the
6.E. General Administration. There shall be Red Cross information has been added. It will 111116
posted a list of names, telephone numbers, and be reviewed/updated on a semi-annual basis
addresses avallable for emergency use. The list and then reprintedireposted with the current
shall include the key facility parsonnel and staff, L?j‘;:f;‘g?li?‘a- Allachad is updalad emergency
the local police department, the fire department,
ambulance service, Red Cross, and other
available emergency units. The list shall be
reviewed and updated at least svery six (6)
months.
1
Based on review of the Emergency Contact list ‘
and interview, if was determined the Red Cross
contact information was not listed on the

Emergency Contact list The falled practice had
the potential to delay services from the Red i
Cross in case of an emergency. The failed :
practice had the pofential to affact all patients i
seen in the Facility. The findings follow:

1. Review of the Emergency Contact list revealed 5
the contact number for the Red Cross was not
present on the list.

2. In an interview with Staff Member #1 on
10/25/16 at 1430, she confirmed the Rad Cross
contact information was not on the Emergency
Contact list.

6.G. General Administration. All employees shall
be required to have annual in-services on safety,
fire safety, back safety, Infection control, universal
precautions, disaster preparedness and
confidential information.

STATE FORM 0899 1JMW11 If continuation sheet 2 of 5
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4A000| Continued From page 2 4A000
! Based on personnel file review and interview, it ‘
! was determined two (#2 and #3) of saven (H#1-#7) 6.0As indicated ininterview, stalf member #1 provid Ly
1 1 . 4 2 . 3) 3 "
' staff members did not have evidence of annual | @l required trainings at time of inspeclion. | 118116
' fire safety, back safefy, infection control and/or i ,
Lo ! ! A . stalf member #2- Back safety was re-reviewed wilh
disaster preparadness. The failed practice did Staff Member #2 and the documentation of such raview
i not ensure all staff mem bers were in-serviced on is altached lor reference. The health center manage
the current practices for fire safety, hack safety, | in the Fayelteville center also has a disaster
infection control andfor disaster preparedness. gropaissoaes e pup iz
- " Staff Member #2 does work in 1he Faye evile cenle
The failed practice had the potential to affect all again. It 8 not cusiomary that Staff Member #2 works
patients, visttors and staff in the Facility. The in that specific facility and may nol igd Y
| findings followr. : services. Documentation of current r
Stalf Member #2 1s also altached.
3 |
1. Review of the personnel file for Staff Member Al tiime of survey, surveyors revived sleff member #B
#2 on 10/25/16 revealed there was no evidence [lback safety, aciive shooler training, The surveyor
of annual back safety and annual disaster did not accep! staff member #3's fire drill because it
pro: aredness cccurred in Tulsa,OK. Statf member #3 has completed
P ' her fire drill required training in Fayellevilc
Documentation is attached.

| 2. Review of the personnel file for Staff Member

| #1 on 10/27116 revealed there was no evidence
of annual fire safety, back safety, infection conlrol
or disaster preparedness.

3. In an interview with Staff Member #1 on
| 10/27/16 at 1130, she confirmed Staff Member #1
i and #2 had not been inserviced.

i 10.A.2. The facilily shall follow standard Center
" for Disease Control and Prevention (CDC)
Il precautions.

Based on review cf employee _
records, Policy and Procedure review, and
Interview il was determined the Facility failed to |
ensure one (#2) of sWaff members
did not have current r screenin
ailure to ensure staff received currenh
xposure potential

{ member #2 has current - 1113116
Documentaticn altached.

fo
tests or were screened for
did not allow the Facility to be proactive in
monitoring and surveiliance of possible staff
nd to be in compliance with the

STATE FORM D 1IMW11 It continuation sheet 3 of 5
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44000| Continued From page 3

|

i Center for Disease Control and Prevention
| "guidetines for Preventing Transmission of =
[ in Health-Care \

|
anovo |
1

| Settings, 2005". The falled practice affected all
| palients and staff who came in contact with

| employee #2. Findings follow. !
|

It 1. Review of employee documents for St

ember #2 on 10/26/16 revealed the Iasth
as dated

i

2. Review of the policy ational Health' |
on 10/27/16 revealed, ‘
|

|

|

|
|
|

Annual Employee Screening: Employees with @

\ istory M | ii iinimum.
I an annual

|
|

|

I

|

|

l

i

l

1

| test and, depending on the resulls, wiil be 1
!

|

|

|

|

}

|

|

I‘

|

': followed as above If necessary per local DOH

| (Cepartment of Health) "

| (Department of Health.) .. "

" 3, The above findings were verified by Staff
Member #1 on 10/27/16 at 1120. i

‘1 12.C.3. Physical Facilities, Abortion Facilities.

| General Considerations. The building and

| equipment shall be maintalined in a state of good
: repair at all times.

! ! is attached.
| Based on observation and interview, it was

! determined the Facility failed to ensure

! equipment was kept in good repalr in that the !
! vinyl covering of the examination tables was torn I
- or yrorn in 2 (#2 and #3) of 4 (#1-14) examination !
' tooms. Also, rust was observed on the metal ]
" shelf of the examination table in one (#1) of 4 t
| (ft1-#4) examination rOOMS. This failed practice |
1 had the potential to render the equipment unsafe

| in that disinfection could not be assured. These \
| failed practices had the potential to affect all |

new exam bed loppers, The items are expected to
ship on or around 12/5{16 and will be instalied

12.C.3. Planned Parenthood has ordered two ‘
pelore 12/31/16. Documentalion of the order “
|

be replaced completely during the month of
December. Moving forward, these items will
be monitored on a regular basis

The exam bed with the rusly shelf is due to \

12/3116

i S
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| #3 was torn or had worn areas.

|

|| 2. Observation on 10/25/16 revealed the
| shelf that pulled out from the end of the
|

| tables were worn and torn and the existe

]

examination table in Room 71 was rusted.

| 3. In an Interview with Staff Member #1 on
| 10/25/16 at 1120, she confirmed the examination

i rust on one of the examination metal tables.

A4 D i SUMMARY STATEMENT OF DEEICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX , (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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. | |
4;\000\ Continued From page 4 \ 4A000 |
! patients examined in Examination Rooms #1-#3. |
| The findings fellow: |
' \
1 1. Observation on 10/26/16 revealed the vinyl |
| covering of the examination table in Room #2 and\
i

metal

nee of

e
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