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October 14, 2014 @@ ll ﬁ

yo151d
Holly Myers, Administrator

Planned Parenthood Southwest Ohio Region
2314 Auburmn Avenue
Cincinnati, OH 45219

RE: Planned Parenthood Southwest Ohio Region - License: 0286AS
Survey Completed on June 26,2014

Dear Ms. Myers :

On the date noted above, we completed an inspection of your facility and cited the violation(s)
annotated on the enclosed form. herefore, in order to recommend your agency for licensure, we

after you receive this notice. Failure to provide an acceptable plan of correction may result
in denial, revocation, or non-renewal of your license. You have the option to fax your POC to
the attention of Wanda lacovetta at 614-564-2416,

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

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

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

How the corrective action(s) will be monitored to ensure the deficient practice

will not recur; i.e., what quality assurance/improvement program will be put into
place.
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Planned Parenthood Southwest Ohio Region
October 14, 2014
Page Two of Two

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

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

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

compliance, it is possible that an onsite visit will not be required. If this is the case, you may be
contacted to request supporting documentation of compliance and/or receive a 2567B notifying
you that your facility is now in compliance. The appropriate licensure action will also be
recommended to the licensure administrator,

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

Sincerely,

Wanda L. lacovetta, RN,

Non Long Term Care Unit Supervisor

Bureau of Community Health Care F acilities and Services
Division of Quality Assurance
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Ohio. Dept Health

PRINTED: 10/10/2014
FORMAPPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2} MULTIPLE CONSTRUCTION
A. BUILDING:

0288AS B. WING

{X3} DATE SURVEY
COMPLETED

R
06/26/2014

STREET ADDRESS, CITY, STATE, ZIP cong

2314 AUBURN AVENUE
CINCINNATI, OH 45219

NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD SOUTHWEST QHIO |

(X431 !
pRE}FJX ; (EACH DEFICIENCY MUST BE PRECEDED By FULL . PREFIX |
TAG | REGULATORY CR LSG IDENTIEYING INFORMATION) S Y I

f ' jf DEFIGIENCY)

SUMMARY STATEMENT OF DEFICIENGIES : oo PROVIDER'S PLAN OF CORRECTION s
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

| COMBLETE
DATE

{C 000} Initial Comments {C 000

Post Survey Revisit

The following viotation is issued as a result of the
| Post survey revisit

| The ASF facility has three surgical operating

| rooms (OR). Surgical procedures are conducted
ion Tuesday, Friday, Saturday, consultations

| Wednesday, Thursday, closed on Sunday and

| Manday,

. At the time of the post survey revisit there were a
‘! total of 2613 surgical procedures in the last year,

C 234 0.A.C. 3701-83-12 (E) Transfer Agreement

C 234

| The ASF shall have a written transfer agreement
Cwith a hospital for transfer of patients in the event
- of medical complications, emergency situations,

' and for other needs as they arise. A formal

| agreement is not required in those instances

| where the licensed ASF is a provider-based entity
! of a hospital and the ASF policies and procedures
i to accommodate medical complications,

| emergency situations, and for other needs as

! they arise are in place and approved by the

: governing body of the parent hospital,
i

!
i

This Rule is not met as evidenced by:
* This is a new citation

' Based on interview and policy review it was

Ohio Department of Heailh
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

(X8) DATE

STATE FORM aeo 0ZB912

If continuation sheet 1 of 2

AT Sl




Ohigo.Dept Health

PRINTED: 10/10/2014
FORM APPROVED

BAIRATE AR

2314 AUBURN AVENUE

PLANNED PARENTHOOD SOUTHWEST OHIO | CINCINNATI, OH 45219

STATEMENT OF DEFICIENCIES {X1) PROVIDER!SU'PPLIERICLIA (x'z; MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
R
0286AS B. WING — 06/26/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS. CITY, STATE, ZiIP CODE

determined the facility did not ensure a transfer
| agreement was in place for transferring of
: patients to a hospital if medically necessary, The
| total number of procedures in the last 12 months
!'was 2,613.

| Interview with Staff A on 06/26/14 at 4:40PM

} revealed the facility does not have a transfer

| agreement in place and is waiting for a variance

| to be approved. Staff A further revealed there are
! three physicians at a local hospital who would

! take any patient whom would need to be

i transferred if medically necessary,

This finding was confirmed with Staff Aon
06/26/14 at 4.40PM.

(Xay 1o | SUMMARY STATEMENT OF DEFICIENCIES ! i ¢ PROVIDER'S PLAN OF CORREGTION ; x5
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD & ! COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG | CROSS-REFERENCED 7O Tie APPROPRIATE |  pare
i ! DEFICIENCY) ]
! . :
C 234 Continued From page 1 C 234 ‘

~—-—__._,___-_ﬁ____u-w._...___,,__._.u....__...__,_____..___.

Ohio Depar{rﬁen: of Haalth
STATE FORM 889 0ZB912

If continuation sheet 2 of 2
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State Form: Revisit Report

{Y1) Provider/ Supplier/ CLIA/
Identification Number
028BAS

“Name of Facility
PLANNED PARENTHOOD SOUTHWEST CHIO REGION

(Y2} Multipie _Cﬁc;nsﬂtructior;%
A. Building
B. Wing

This report is completad by a State survayor fo show those deficiencies praviously reported that have been corracted an

deficiency should ba fully identified using ailher the regulation or LSC provision number ard the identification prefix code

codes shown to the left of aach requirement on the survey report form).

f Street Address, City, State, Zip Code
2314 AUBURN AVENUE
| CINCINNATI, OH 45219

d the date such corrective action was accomplished. £ach
previously showrl ort the State Survey Report {prefix

! {Y3) Date of Revisjt
J 6/26/2014

U

e S

(Y4}__A itern {Y5} Date {Y4) Item {Y5) Date {Y4) Hem {Y5) Date
Carrection Correction Corraction
Completed Complated Completed
1D Prefix w(ECD“!{M- 06/26/2014 ID Prefix CO11g 06/26/2014 D Prefix _Co150 06/26/2014
Reg. # O.A.C. 3701-83-03 (F) Reg. # 0.A.C. 3701-83-08 (A) Reg. # 0.A.C.3701.83-12 {A}
LSC L3C - LsCc
Correction Correction Correction
. Completed Coempleted Completed
D Prefix C0152 06/26/2014 1D Prefix CDZQ‘I 06/26/2014 D Prefix co211 __06126/2014
Reg. # 0O.AC, 3701-83-12 (C) Reg. # 0O.A.C. 3701-83-16 (B) Reg. # 0.AC. 3701-83147 (F)
LsC LsC LSC
Correction Corraction Correction
Completed Completed Completed
D Prefix  Co255 06/26/2014 D Prefix 1D Prefix N
Reg. # Q.A.C. 3701—83121 {A) - (E} , Reg. # Reg. #
Ltsc 7 Le¢ T LsC j:;mm_ﬁ__k;m_h;__
Correction Correction Carraction
Completed Compieted Compietag
1D Prefix ID Prefix 10 Prefix .
Reg. # Reg. # Reg. #
LSC LSC Lsc
e e
Correction } Correction F Correction
Completed Complated | Completed
D Prefix ’ ID Prefix | 1D Prefix
S — i e
Reg. # | Reg. # I Reg. #
e | tsc T | kse T
| |
% | N .
Reviewed By B j Reviewed By i Date: i Signature of Surveyor ED;m,:
sutgoney | | Y )it
T I T e i et SN AN,
ReviewedBy _ ; Reviewed By f Date; [ Signature of Surveyor. ‘Date;
!

CMS RO |

"E'—oiiowu;utﬁo Survey Completed on:

6/6/12013

R T
Check for any Uncorrectad Deficlencies. Was a Summary of

Uncorrected Deficiencies {CMS-2567) Sent to the Facility? YES

—

NO

STATE FORM: REVISIT REPORT (5799}

Page 1 of 1 EventD: 0zBgip
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B Compiete iterns 1, 2, and 3. Also complete
item 4 if Restristed Delivery is desired.
B Print your name and address on the reverse

i

A. Signature -
O Agent

W [ Addressee

sa that we can return the card to you.
B Attach this card to the back of the mailpiecs,
or on the front if space permits,

B RECeNET By Printed Name) C. Date of Delivery
Lot
ReTaus Treue>

1. Article Addressed to:

Planned Parenthood Southwest Ohio Region

[ ———

D. Is delivery address diffatért from itén 17 LI Yes

i YES, enter delwary%drsss be!ow‘ 1 No
r:i
...._{ r"‘.
o 2o
a3 =
O

B RE W Y ST

—— i

Attn: Holly Myers
2314 Auburn Ave
Cincinnati OH 45219

il

-*n' l.l'”"

3. Sewlce Type
T Certified Mai® [T BHority Ma[i;ﬁxpress
1 Registered ] ﬂe!urn Recéipt for Merchandlse

2 Insured Mail [T Collect on Deltvery _ :

4. Restrioted Delivery? (Extra Fee) Oves |

P : i
2014 D0LS0 0001 5877 ke3l s/ \%/q0M "

'S Form 3811, July 2013

Damestic Return Receipt




