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ensure that evaluations of staff performance was
completad for each staff member at least every
tweive months. The facility provided surgicat
services for 1454 patients in the past year.

Findings included:

On 04/14/11 personnel files for facility staff were
reviewed. The following personnel files did not
contain decumented evidence that staff were
evaluated in the past twelve months,

1. Staff AA was noted to have been hired on
03/22/10. There was no doecumented
performance evaluation completed since hired

2. Staff EE was noted to have been hired on
06/13/08. There was no documented svidence

SUMMARY STATEMENT OF DEFICIENCIES ) 5
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; oo mwwtous\c&, ok ol otian
County: Lucas ¢ owg o ol (e mehves K
Administrator: Kelly Burderns
Type of Survey: Licensure
Mumber of Operating Rooms: Three
The following violations were based on the
licensure survey completed on 04/14/11.

¢ 125 3701-83-08 (G} Staff Performance Evaiuation C 125
Each HCF shall evaluate the performance of
gach staff member at least every twelve months.
This Rule is not met as evidenced by:
Based on review of facility personnei files and
staff interview and verification, the facility failed to ;L’? T
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C 125 Continued From page 1 C 125
3. Staff GG was noted to have been hired on
09/28/09. There was no documented evidence
that a performance evaluation had been
completed in the past year.
Interview of Staff A on 04/14/11 at 10:45 AM,
verified that if performance evaluations were not
in the personnel files, then the evaluations were
not likely to have been completed in the past
twelve months. ) Q \ AQ e 5-3.))
. - DR = Now Yolhieyono¥voc
C 132 3701-83-09 (D) Infection Control Policies & C 132 i
Procedures ©) wefe eleated, o&ch,aXQ,d fou
#) Cen dtncined/
The HCF shall establish and follow written V\uJ(
infection control policies and procedures for the a7 Se of o e
surveillance, control and prevention and reporting \
of communicable disease organisms by both the # 3 See attal heg
contact and airborne routes which shall be d
consistent with current infection control au les attoche
guidelines, issued by the United States centers
for disease control. The policies and procedures #9 Qe atta cNO\
shall address:
(1) The utilization of protective clothing and ‘
equipment pom= Admmstvotor of cnTole™
‘ et orlbw
(2) The storage, maintenance and distribution of Wi be W“S‘bw‘ for S’mg‘( _2{_ .
sterile supplies and equipment; a\l new PO\IM‘PP?—OC?AMCs: af e
| following, news $+E's Wl gmhu
| (3) The disposal of biological waste, including . : £ (NG ¢
‘ . o7 . aotice. o war
blood, body tissue, and fluid in accordance with & WY wien
Ohio law; \ < ab
. HCF +empiojer :
(4) Standard precautions/body substance mbe;wﬁi-gﬁ\\ow e, wtkey Fnfectien
isolation or equivalent; and P's ond e cenrt
conkvol P ¥ ; W\ be
. ' _ o wiixten natiee, CEO Wl
(5) Tuberculosis and other airborne diseases. A oreed b‘l ‘ s i'm 1;,‘ -y and
Ohio Deparﬁnent of Health Gt TWRPATOA W W\ <ollow,
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This Rule is not met as evidenced by:
Based on review of the facility's written policy and
procedures and staff interview, the facility failed
to ensure that all required infection control areas
were covered and were consistent with current
guidelines. The facility provided surgical services
for 1454 patients in the past year.
Findings included: s WY
Fof \ oie found Soa most >3
, . e Polroes weid 4
On 04/13/11, during review of the facility's policies . wod
and procedures for infection control, it was noted Po\{cj es U\W\\U{\ Wef e W Y
that not all required areas were addressed. The q-o\ {0 50.00,A. yndoime
policies and procedures lacked information to on CDY\‘/\ pu e - ,
address personal protective equipment (PPE), pom = CCN oS “thdo w N\
the storage, maintenance and distribution of .&s\ov\o \ish anew P+ P
sterile supplies and equipment; the disposal of _ orked
biological waste including blood, body tissue and MGl “\b{ﬂw ',“UL‘ ?\\::ed d VY\:L
fluid in accordance with Ohio law and universal MQ“MKW"% Sha
precautions/body substance isolation. MBC ”BC\EDDGV‘,M:;‘ &mg“‘f%& adh\ l‘n {3\’{&&)(
< '\ ,
On Thursday, 04/14/11, Staff A was asked if there end. to ensure establishment of
were any further policies or procedures that had o 0P s cOmpleXe .
not been reviewed. No additional information
was presented at the time of exit.
C 139 3701-83-10 (B) Safety & Sanitation C 139
The HCF shall be maintained in a safe and
sanitary manner.
This Rule is not met as evidenced by:
Based on review of facility policies and
procedures, observations made during tour and
staff interview, the facility failed to ensure that all
areas of the facility were maintained in a safe and
sanitary manner. The facility provided surgical

Ohio Department of Health
STATE FORM

6899

1Z2G81

If continuation sheet 3 of 9




96/07/2911 13:21 6144383744 PAGE ©4/17
PRINTED: 04/26/2011
FORM APPROVED
Qhio Dept Heatth
STATEMENT QF DEFICIENCIES X1} PR LIER/CLIA %3) DATE SURVEY
AND FLAN OF CORRECTION (X1} DE@}{:E‘E&J}?%:IPNUMBE R{: (X2) MULTIPLE CONSTRUGCTION ( compLees
A. BUILDING
B, WING
0763AS 04/14/2011

NAME OF PROVIOER OR SUPPLIER

CAPITAL CARE NETWORK OF TOLEDO

STREET ADDRESS. CITY. STATE. 2iP CODE

1160 WEST SYLVANIA AVENUE
TOLEDO, OH 43612

second waiting areas revealed nicks and dents.

3. Cbservation of two operating rooms revealed
" the presence of ceiling fans. The blades of the
fans were noted to be dusty and soiled.

During review of the policies and procedures on

- 04/13/11, it was noted there were no policies or
procedures for cleaning between patient cases.
In addition there was no procedure noted for
more thorough cleaning of the operating rooms at ;
the end of a surgical day.

Interview of Staff A and B, during tour, reveated
that staff clean surfaces of surgical tables and
other surfaces as necessary between patient
- cases. Staff A indicated that therough cleaning ,
_that included washing of walls occurred a few
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€139 Continued From page 3 - €139 !DG-H"“
services for 1454 patients in the past year. : :
Findings included:
" During tour of the facility on the afternoon of ,
" 04/13/11, the following was observed; :
| | . %!\ Pow R A
- 1. In the second waiting area, a brown leather-like, P 3 ; sed
: couch that was noted to have torn seams on the  Brownleatwmr (cutih Removed ¢
seats revealing the stuffing of the couch. Carpet $rom Building . Sre atianed Vidures
in the same area was noted to be stained. Careet \ganed by Frefession otian 4 Sempt e
* 2. Observation of walls in the main waiting and . Fea

Walls With mitks aad deats 306
L VE' W vl 8 anc Q&,pau\fﬁ .
Chair Rans pwe new 1 place to
help PLevent furtmit. AL Ao
wall s )ﬁ%‘(c CNA Y] Qﬂcbup'f‘i OE:eﬂﬂ:ua.

# 3 PeR _\TE',.TM\M\.\ c\leonings wllbe
Aone. atkee, eviry Surgur
daw, . Aitathed are SChednits
Goa C.\!Lc.m‘mbo O PL&!‘Q’SS\ 5}\1\1
tleaning Compan ,. Nas bewn
ezt te assiet i eleaning

“months ago. Staff A verified the facility had no g pom -y
hired or contracted cleaning staff. (; ;7’1‘ 2 A mw Poiyr Plocedure fop S &Y
f il | N .
On Thursday afterncon, 04/14/11, Staff A was eRSairy ReF was eslabushed
asked if there were any other policies and - toe the.  Safe v Sonitory Mahmt.
procedures that addressed housekeeping duties. % Tee Soe kv .« O2s (rtacksd
_ No further information was presented befare exit, . Quehiy @ sstaan @ foems mads for
ehs‘ur%*\m 5 PrPuwas ¢stablished
. SRe AT Chogt .
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. Requirements

' The quality assessment and performance
improvement program shall do all of the fu!lx::wmg

(1) Monitor and evaluate all aspects of care

including effectiveness, appropriateness,
~accessibility, continuity, efficiency, patient
~outcome, and patient satisfaction;

' {(2) Establish expectations, develop plans, and
quality of care and resolve identified problems;
(3) Establish expectations, develop plans, and

. health care facility's governance, management,
clinical and support processes,
data management processes to facilitate the
collection, management, and analysis of data
Improvement, and to comply with the applicable
of the Administrative Code;

(5) Document and report the status of quality
assessment and improvement program to the
governing body every twelve months;

(6) Document and review all unexpected
complications and adverse events, whether

serious injury or death, that arise during an
operation or procedure; and

director of the HCF or designee, as necessary,

implement procedures to assess and improve the |
" implement procedures to assess and improve the

. (4) Establish information systems and appropriate .

needed for quality assessment and performance f

data callection requirements of Chapter 3701-83 f

TOLEDO, OH 43612
(X4)iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIQER'S PLAN OF CORRECTION (X5)
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€ 152 Continued From page 4 . C 152 eA3q nl= mam’(‘m.w) thall 551/
C 152, 3701-83-12 (C) Q A & Improvement  c152 Do dove. wmmw\l‘")\'u,h)([ and

Shel Than Be cen ”Mhl

CeD. Um&w gk en (omple

By riw/ Quals Ay Gssurante Eeem,
G OftAcind

X moniton nq shall ke va&(mmt
by odmintstrotog. every month
as scheduls. athoche d orders

(7) Hold regular meetings, chaired by the medical .

but at least within sixty days afier a serious injury
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C 152 Continued From page 5 c182
" or death, to review all deaths and serious injuries :
and report findings. Any pattern that might i
indicate a problem shall be investigated and ;
remedied, if necessary. f
%
This Rule Is not met as evidenced by: 5
Based on review of the facility’s policies and :
procedures, review of the quality assessment and . .
- improvement information and staff interview, the
facility failed to ensure the quality program
encompassed all required areas. The facility ;
provided surgical services for 1454 patients in the . :
past year. .
. Findings included:
X | €5 .
On 04/14/11, review of the facility's policies and QL 5081l
procedures that addressed quality assessment b o S-0B)
and improvement was initiated. Review of the Pon -
policy revealed that components of the program i ooy ¥ Pcocedure
such as aspects for monitoring and evaluating all . - R ey T Lo s o
aspects of care, establishing expectations, ] ¢ £ TRty 2
developing plans and implement procedures to C Beard Shell mes oY oo st
assess and improve the ¢quality of care were not j allv for AR
e ! . D veae AN
addressed. In addition the policy for the quality : ona S B meetd Lop aH
program did not address resolution of identified REi R o ng, Boaid Commen e
problems, improvement for governance, , Y \fm bcw A SRS
management, clinical and support processes, L@ Tpm oen P
Reporting the status of the quality assessment ; Coo GG \,\L\L \Sasm Px
and improvement program to the governing body e .
every twelve months and holding regular | Xog &LPr
meetings was not addressed. - : ;
#* GlA Wi beheld o vosst Bace
A request was made on 04/13/11 for all quality L oer yeay ond. QG needed or a2
assessment and improvement meeting minutes, by CED o R Physicians on gw-evm\(‘_f)
Information presented revealed there were no o 3.
minutes from any quality assurance meetings.

. There was no documented evidence of a report ; QIR md?vnlha I\ ‘QLW I T weekedy
Ohio Depariment of Health ouv ux.wvvwmswmm—ﬁzl%m
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C 152/ Continued From page 6 C 152 The oV Booued wmeed n4 51|
noting the status of quality assessment and G Jdwe Co \: Lahions
improvement program to the governing body ‘ SSQD(' e /
every twelve months. ok Swivty § J QQ'Q)( wane o '€
On Thursday afternoon, 04/14/11, Staff Awas L\ LQ/Y\SLQ\ S‘\o\q W/hbtf/ S )
asked if there was any other meeting minutes :
that addressed activity of the quality assessment Q \&0\\‘)(‘1 b ( \ab ? £og voum, Q
and improvement program. No additional k : '
information was provided prior to exit. w pr(‘f\\’\lb Med jcal
fasycs - Sl membor Qaleputs
C225 3701-83-18 (F) Nurse Duty Requirements C225 C‘) + P Uit J
andd - A a'S Sha\l he upd
At all times when patients are receiving treatment pom & 152~ ALt AR5 rroke? -
or recovering from treatment until they are Mowthy 0y QAM:'\,\S a \ \oe GV
discharged, the ASF shall meet the following MoC Q152> A ae'S W) aQ 4 X Q,
requirements: c€o. A ooV ooy M'\ o
wal Be held Sy und Trme
(1) At least two nurses shall be present and on a$ needod vhithin Yhe ‘ant .
duty in the ASF, at least one of whom shall be an
RN and at least one of whom is currently certified
in advanced cardiac life support and who shall be
present and on duty in the recovery room when
patients are present;
(2) In addition to the requirement of paragraph (F)
(1) of this rule, at leastone RN shall be readily
available on an on-call basis; and
(3) Sufficient and qualified additional staff to
attend to the needs of the patients shall be
present.
This Rule is not met as evidenced by:
Based on review of patient medical records,
review of personnel files and staff interview and
verification, the facility failed to ensure that a
registered nurse (RN) with advanced cardiac life
Ohio Department of Health
STATE FORM 6899 If continuation sheet 7 of 9

1ZG811




Ohio Dept Health

PRINTED:

04/26/2011

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

0763AS

(X2) MULTIPLE CONSTRUCTION

A. BUILDING
B. WING

COMPLE

(X3) DATE SURVEY

04/14/2011

TED

NAME OF PROVIDER OR SUPPLIER

CAPITAL CARE NETWORK OF TOLEDO

STREET ADDRESS, CITY, STATE, ZIP CODE

1160 WEST SYLVANIA AVENUE
TOLEDO, OH 43612

support (ACLS) was present and on duty in the
recovery room when patients were present. The
facility provided surgical services for 1454
patients in the past year.

Findings included:

During tour of the facility, with Staff A on
Wednesday afternoon, 04/13/11, the recovery
area was observed. Staff A stated there was
always a licensed practical nurse (LPN) on duty in
the recovery room, that monitored patient vital
signs and gave discharge instructions to the
patients. Staff A further explained that an RN was
on duty, however, the RN was usually in the
operating room with the physician. The RN may
be "in and out" of the recovery area when patients
were brought to the recovery area.

A review of 15 patient medical records revealed
that all of the recovery room documentation of
vital signs and pain assessment were signed as
completed by the LPN. In all 15 medical records
reviewed, discharge instructions were signed by
the LPN.

On Thursday morning, 04/14/11, Staff A
confirmed that only the LPN was in the recovery
area along with a medical assistant. The RN on
duty was in the building and available, but not in
the recovery area itself.

On 04/14/11, review of personnel files for facility
RNs revealed that two of three RN personnel files
were available for review. One of the two RNs
had current certification in ACLS. The third RN
file was not available for review.

This information was verified by Staff A on
04/14/11 at approximately 10:45 AM.
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C244) 3701-83-20 (E) Emergency Power C244

Each ASF shall have emergency power available - A
in operative, procedure, and recovery areas. pO\q %C\& \UP %-HM\/‘ OWM:QC
c&wvw\ee fop Qower ervmgem}r

OUJCQ%L ovded . Doty of
This Rule is not met as evidenced by: PDQ\\OL(‘j \% v_g_oe 5- 20~ \,

Based on facility observation and staff interview
and verification, the facility failed to ensure there

was emergency power available in the operative oOMm = 1\6m C"f
and recovery areas of the facility. The facility ! &D\“ \z\'ﬁg\;\ gm&acgb:ﬁuwh
provided surgical services for 1454 patients in the eV

as r. YWXOLQ’ %GU‘ \@M"L@V '
past yea o e tested (;;Pimﬂ( AIL‘YIS
Findings included: stoo W 06

During tour of the facility on Wednesday W ‘o \f\(‘/\u«\—ﬁd&» N\ s
afternoon, 04/13/11, with Staff A and B, it was anua), thealc sstall équ WWL N
noted there was no emergency power available in

the operating rooms or the recovery area. moC = (DO W \\\ (OYTQN‘ m o, Mﬁ/
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Interview of Staff A regarding availability of oF CRup it on il

emergency power, revealed there were only
flashlights, placed in different areas of the facility.
When interviewed about procedures that may be
underway in the event of a power outage, both
Staff A and B indicted there was a "hand" suction
on the emergency cart. Staff A further noted that
it would be up to the physician if they would
proceed or not. Staff Aand B verified none of
the equipment had battery back-up capabilities.
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PURPOSE

To outline use and procedure for utilization of personal protective clothing and equipment.
POLICY

All persons with occupational exposure of biological and infectious material must utilize personal protective clothing
and equipment.

PROCEDURE

% Staff positions with definite risk of occupational exposure to biological and infectious material:
o Physicians

Registered Nurses and Licensed Practical Nurses

Medical Assistants or Technicians

Laboratory Technicians

Nurse Practitioners

*,

o 0 O O

% Staff positions with possible occupational exposure to biological and infectious material:

o Patient Advocate: handling lab cultures and urine samples, running pregnancy tests, assisting patients post-
surgery, assisting with surgery set-up

o Receptionist: handling urine samples, running pregnancy tests

o Billing Clerk: handling urine samples, running pregnancy tests

o  Director: cleaning surgical packs, handling POC’s, handling urine samples, running pregnancy tests, handling
lab cultures, assisting patients post-surgery

% Employees must assume that every patient is potentially infectious; that every instrument and item (e.g. drapesheet,
exam table paper, gowns, instruments, emesis containers) which has had patient contact is potentially infectious.

< The laboratory specimens for which universal cautions apply are:
o Unfixed tissue or organs
Blood (serum, plasma, whole blood)
Semen and vaginal secretions
Amniotic, cerebrospinal, synovial, pleural, peritoneal, and pericardial fluids
Any other fluid in which blood is visibly present
All body fluids in situations where it is difficult or impossible to differentiate between body fluids

O O 0O 0O O
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*

Any employee who has been accidentally exposed to potentially infectious body fluids must immediately contact the
physician on duty for evaluation and follow-up, as well as the Director, who will document the incident in the
employee’s permanent medical file.
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Capital Care Network will provide the following items of Personal Protective Gear and Equipment, which shall be
handled in an appropriate manner at the end of use, or end of shift (i.e. if disposable, in biohazard containers if they are
visibly soiled, or in regular trash receptacles otherwise; and if washable, in appropriate receptacles):

o Latex, vinyl, and utility gloves

o Scrubs, lab coats, and barrier gowns

o Face shields, masks, or eye protection (goggles or the employee’s prescription eyeglasses with side shields are

acceptable)
o  Mouthpieces and breathing bag for resuscitation
o Antiseptic hand cleaners

The care of durable items, and the replacement of disposable items and worn-out durable items, will be the
responsibility of Capital Care Network.

Employees should immediately wash hands and other skin surfaces that are contaminated with blood and/or other
potentially infectious material. Wash hands and other skin surfaces with an antimicrobial soap, effective against HIV,
for at least 10 seconds. Rinse under a stream of water.
o After each venipuncture or injection
After handling and collecting lab specimens and collection containers
Before leaving the immediate area (lab, exam room, surgery room, etc)
Before eating and drinking
Whenever gloves or other personal protective devices are removed

O O O O

Employees must wear gloves when:
o Examining patients for sexually transmitted diseases
Processing body fluid specimens
You have hangnails, chapped hands, or other abrasions on your hands
Touching patient mucous membranes or non-intact skin during specimen collection
Performing phiebotomy or other vascular access procedures
Performing fingersticks or heelsticks
Touching items contaminated with blood and/or body fluids
Cleaning up biohazard spills
Treating for lacerations, abrasions, and compound fractures
Assisting in surgical or exam rooms
Handling contaminated equipment or laundry
At any time when the potential for possible exposure exists

O 0O OO0 0000 OO0

Before donning gloves, check for tiny punctures, discoloration, or other defects. Change gloves between patient
contacts. If possible, wear your gloves to fit over the cuff of your barrier gown or lab coat. Remove gloves before
handling non-contaminated items (e.g. telephone) and when leaving your area (i.e. lab, exam, or surgery, or recovery
room). Wash hands immediately after removal of gloves.

Employees working in the P.O.C Lab area are required to use the following protective gear:
o Goggles or prescription eyeglasses

Apron

Gloves

Shoe Covers

Face Masks

Note: Apron and Gloves should be removed when wrapping packs or using the autoclave

O O 0 O O

Employees working in the surgery room are required to use the following protective gear:
o Lab coat or scrubs
o Gloves
o Shoe covers
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PURPOSE

To establish a policy for the sterilization of surgical instruments.

POLICY
All surgical instruments should be properly wrapped and sterilized.
PROCEDURE

¢ Wrapping instruments: Instruments that are wrapped and packaged correctly will remain sterile longer. Before using
any pack or wrapped instrument, always check for rips or tears in the wrapping, as this compromises the sterility of the
instrument. Under normal circumstances, all packs or wrapped items remain sterile for one year from sterilizing date.
After one year has passed, the instrument or pack must be re-wrapped and re-sterilized. The correct procedure for
wrapping instruments is as follows:

o Instrument packs: For all abortion packs and laminaria packs, use two sheets of woven autoclave wrap (blue).
1) Fold the inside sheet in a square around the instruments.

2) Position the outer sheet in a diamond and envelope-fold.

This system helps to reduce tearing of packs, and also allows instruments to remain partially covered when
packs are opened onto a tray. The packs must be taped with sterilization indicator tape (forms black lines when
the pack reaches sterilizing temperatures).

3) Using a sharpie marker, mark all packs with the pack contents, date of sterilization, and your initials.

o Individual instruments: All instruments that are not included in a pack, must be autoclaved separately. This
often includes large-sized dilators, small or large speculums, and large forceps. Many of these instruments or
sets can fit into a sterilization pouch. If this is the case, make sure the pouch seals correctly, and label the pouch
with the contents, date of sterilization, and your initials using a sharpie marker.

< Using the Autoclave: Prior to autoclaving, visually check that all wrapped instruments and packs are free from rips or
tears, and check that the autoclave’s reservoir is filled with distilled water. Note: All steps in the autoclaving process
must be performed without a break, in order to ensure that instruments are properly sterilized.

o Tuttnauer Autoclave:

1) Check that the temperature knob is set to 115° Celsius and turn the power switch to the “On” position.

2) Load the autoclave by placing the instruments/packs on trays, being careful not to overload the autoclave
(do not load more than 2 packs per tray).

3) Turn the bottom knob to “fill”, and allow distilled water to fill the chamber until it reaches the indicator
line in the front of the chamber.

4) Turn the bottom knob to “sterilize” and close the door tightly. Set the timer for 35 minutes.

5) When the timer reaches zero and “dings”, turn the bottom knob to “exhaust”. This allows the pressure to
be reduced inside the chamber and returns the majority of the water to the reservoir.

6) Once the pressure reaches zero, slowly open the chamber door so that it is cracked open approximately
inch. Use caution: Steam excaping autoclave will be very hot.

7) Begin the dry cycle by leaving the bottom knob in the “exhaust” position, and setting the timer for 20
minutes.




8)

When the timer reaches zero and “dings”, the autoclave will automatically turn itself off. Remove
instruments from the autoclave using a heat-resistant glove. Use caution: packs and autoclave will be
very hot.

Pelton & Crane Autoclave:

3
2)
3)
4)

5)
6)

7)

8)
9)

Fill the reservoir with distilled water.

Turn middle knob arrow towards “steam sterilize”.

Load instruments onto tray, being careful not to overload the autoclave and making sure that no instrument
wraps or packs are touching the wall of the chamber.

Turn bottom knob to “fill”, and allow distilled water to fill chamber until the indicator plate has been
covered with water.

Turn bottom knob to “sterilize” and close and latch the chamber door. Set the timer for 35 minutes.

When the timer reaches zero and “dings”, turn the bottom knob to “vent”. This allows the pressure to be
reduced inside the chamber and returns the water to the reservoir.

Once the pressure reaches zero, carefully open the chamber door, leaving it cracked open approximately 5
inch. Use caution: Steam excaping autoclave will be very hot.

Begin the dry cycle by leaving the bottom knob in the “vent” position, and setting the timer for 20 minutes.
When the timer reaches zero and “dings”, turn the bottom knob to the “off” position. *Note: the Pelton &
Crane Autoclave does not have an automatic shutoff, therefore, the heater will remain on until it is

manually turned off*.

10) Remove instruments from the autoclave using a heat-resistant glove. Use caution: packs and autoclave

will be very hot.
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PURPOSE

To ensure proper storage of needles and syringes.

POLICY

Needles and syringes must be stored in the locked sterilization lab at all times, unless they are being used in surgery,
and they must be kept in the surgery suite in a drawer inaccessible to patients.

PROCEDURE

03

% Needles and syringes will be transferred to the locked sterilization lab immediately upon receipt of a new order.

Medical personnel have access to the sterilization lab to remove needles and syringes as needed for Birth Control
injections, and needles for blood draws.

®,
°

On surgery day needles and syringes necessary for that day only will be taken from the sterilization lab before patients
arrive and will be stored in the appropriate surgery suite in an unmarked storage drawer inaccessible to patients. Any

needles or syringes unused during the surgery day will be placed back in the locked sterilization lab at the end of the
surgery day.

<

% Needles and syringes must never be left unattended in an area that has potential to be visible or accessible to patients.
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PURPOSE

To establish a policy for cleaning and disinfecting of instruments used in surgical abortions.

POLICY
All surgical instruments should be properly rinsed, disinfected, and cleaned immediately following use.
PROCEDURE

% Rinse: Soiled instruments need to be rinsed thoroughly immediately following use in order to remove most organic
material. After putting protective gear, rinse instruments under warm water until most of the tissue, blood, and other
materials have been visibly removed. It is important to keep organic material from drying onto the instruments, as this
can cause staining and make cleaning more difficult. If rinsing is not immediately available, a product such as Maxi-
zyme foam (enzymatic spray cleaner) can be used to prevent drying.

% Disinfect: After instruments have been thoroughly rinsed, they must be placed in a high-level disinfectant in order to
remove most organisms. This ensures that the instruments can be safely handled prior to sterilization. Be sure to
immerse instruments completely in disinfectant solution (Cetylcide-G), and then set timer for 40 minutes, or the
appropriate soaking time according to the product label instructions. Always use a disinfectant product specifically
designed for surgical instruments, such as Cetylcide-G, in order to prevent corrosion.

7
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Manual Cleaning: After instruments have soaked in the high-level disinfectant, they must be rinsed thoroughly and
cleaned with a pH-neutral enzymatic cleaner, such as Maxi-zyme. Enzymatic cleaners are designed to help remove any
excess organic material from the instruments, such as blood or other body fluids, from instruments which have already
been disinfected. After rinsing instruments, fill a clean sink or basin with warm water, and add one pump of Maxi-zyme
per gallon of water. Place disinfected instruments in cleaning solution and scrub with a stiff-bristle brush, ensuring that
no foreign matter remains on instrument surfaces. Be sure to inspect instruments for any remaining blood or tissue,
especially in areas where matter can catch and pool, such as speculum screws and tenaculum joints. Rinse instruments
thoroughly, and allow them to dry.
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PURPOSE

To outline procedure for proper handling, storage, and disposal of infectious waste.

POLICY

Infectious waste, such as lab specimens of blood and body fluids, should be placed in a container (i.e. red biohazard
bag). All contaminated material will be disposed of through our commercial pick-up system. If an item (e.g. drape sheet, table

paper, gloves) is visibly contaminated, it must be disposed of as potentially infectious waste, and should not be thrown in regular
trash.

PROCEDURE

K/

¢ Handling and storage

The container must be leak-proof.
The infectious waste must be kept in a manner to prevent putrescence, such as freezing or refrigeration if necessary.
The infectious waste container must be protective against infestation of animals or insects, such as becoming a food
and/or breeding source.

*  Any infectious waste containers stored outside must be kept locked at all times to prevent unauthorized access.

¢ Infectious waste container storage areas outside that are unlocked, must be marked with the international biohazard
symbol and display a sign stating “Warning: Infectious Waste”.

% Infectious waste spills

®  Keep all unauthorized persons away from the spill area.

Remove spills of blood and body fluids by sprinkling an absorbent powder on the liquid to solidify it to a gel
consistency.

e  Wearing rubber gloves, and all appropriate Personal Protective Equipment (PPE), remove the gel spill with a
disposable rigid scoop (never directly with your hands!) and place in a biohazard container intended for infectious
waste, including the absorbent material.

¢ Decontaminate the area with a surface disinfectant and decontaminant cleaner such as CaviCide, (which is
bactericidal, virucidal, fungicidal, and tuberculocidal) or a bleach solution. CaviCide should remain on the
contaminated area for 3 minutes. The bleach solution must remain on the contaminated area for at least 30 minutes
before being removed to ensure proper decontamination.

Broken containers should be placed in the appropriate infectious waste container(s).

For very small spills (i.e. drops), spray the area with CaviCide and allow spray to remain for at least 3 minutes.
Wipe up with paper towel while wearing gloves. Dispose of contaminated towel(s) in biohazard containers and
decontaminate the area with CaviCide or the bleach solution.

® Clean and disinfect all non-disposable items.

o If emergency help is required, contact the local fire department, the local police department, the local health
department, and/or any local emergency management office, or the Ohio EPA.



* A copy of the infectious waste spill procedure will be posted or available on location to all personnel which will be
handling infectious wastes. The procedure will include the name and contact information for the manager of the

facility.

e Bleach spray solution must be a minimum of 10% solution of household bleach and must be prepared immediately
prior to use. Solution to be as follows: 1:10 dilution (1 part bleach to 9 parts water)
¢ Never attempt to clean up a spill of any size with bare hands!

Spill kits will be kept available near sites where spills might occur and must contain:

% Disposal

Absorbent material for spilled liquids

Red or biohazard labeled bags

U.S. EPA registered hospital disinfectant following manufactures instructions; or materials to prepare
a solution containing minimum of 10% sodium hypochlorite with a minimum contact time of 30
minutes

Personal Protective Equipment (PPE) including disposable gloves

Safety equipment including a first aid kit (unless emergency medical care is available on site), and
boundary tape.

* Medical Waste treatment facilities will pick up hazardous waste twice monthly. Shipping manifest copies are to
be initialed and signed by Capital Care Network staff and waste treatment facility transporter. Capital Care
Network staff will add manifest papers to Medical Waste Treatment Log, and will add manifest number and
date of waste pickup to a check-off log to ensure that shipping papers are returned to Capital Care Network
within 45 days of infectious waste pickup, with signature of Waste Treatment facility staff.

¢ If shipping papers are not returned to Capital Care Network within 45 days, LPN staff at Capital Care Network
will contact the waste treatment facility(s).

o  Capital Care Network QA/Safety Director will monitor Medical Waste Treatment Log Manual paperwork and
the check-off log to ensure manifest copies are being received, and check-off log is being maintained.
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PURPOSE

To ensure proper evaluation of TB status of employees.

POLICY

Per Ohio Department of Health guidelines Capital Care Network is considered a minimal risk facility and as such TB
testing is only required as a baseline PPD and repeat testing is only required if exposure is suspected.

PROCEDURE
% All employees will have a baseline PPD upon hire, unless they provide proof upon hire. If the PPD is negative
additional testing is not required unless exposure is suspected. This testing will be provided by Capital Care Network
and administered by an RN and read by an RN or Physician within 48 to 72 hours. A negative PPD requires no
additional testing unless TB exposure is suspected or the guidelines change. A positive PPD requires a chest X-ray.

d
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If an employee has a positive skin test, and a negative chest X-Ray, the following year, the employee should undergo a
health assessment. During the health assessment, the doctor should complete the T.B. Health Assessment Form. This is
to be done on a yearly basis with all affected employees, reviewed by the medical director and if no action is taken, filed
in the employee’s file — this is confidential information.
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PURPOSE

To ensure influenza preventative vaccinations are available to all employees.
POLICY

Capital Care Network shall make available, on a voluntary basis for all employees, seasonal influenza vaccinations.

PROCEDURE

% Capital Care Network Registered Nurse will ask each employee, on a yearly basis, if they would like to receive an
influenza vaccine.

% Capital Care Network Registered Nurse will order and administer influenza vaccinations to those employees wishing to
be vaccinated against seasonal influenza.









































































































































































































