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C 000 Initial Comments .C 000

Licensure Compliance Inspection :
Administrator: Miriam Hermandez |
County: Cuyahoga

Capacity: Six Operating Rooms
The following viclations are issued as a rgsult of

tha licensure compliance inspection comgllsted
on 01/1113.

C 139 O.A.C. 3701-83-10 (B) Safety & Sanitation 139

The HCF shall be malntained in a safe ani
sanitary manner.

This Rule is not met as evidenced by: '
Based on facility observation and staff Intdrview
and verification, the facility failed to ensmla safe ¢ caenl s e

and sanitary environment. Potentially all patients, i
visitors and staff could be affected. The feility |
provided services for 3618 patients in the year
2012,

Findings included:

|
J
|
I
On 01710 and 01/11/13 the facility was obderved | |
and documentation was reviewed during the i The odomedic dae rdeds e
|
|
:
!

compliance inspection. The following -Fo g Bt Lloor wosuabin
sanitation of the facility; roord oo been fesek a‘:g;r_s

observations were noted regarding safety gnd
iTa) 'E:ﬁ-mda-ré uﬂo'f‘\ﬂ-l ™ &
(Appendies A <B) as ewvi cle..n

1. Upon entrance to the first floor waiting grea,
| an automatic door release for the secured alting

! room door was noted. The cover to the ; Yot Twie release Wee 'qm
. automatic release was noted to be out of place, l ook, b inedhs o, o 2iE o

i f Haalth ! 'S
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%) n GGl Cuin, é
exposing the inside of the bax. Staff A present at -
the observation on 01/10 and 01/11/13 re:lea!ed i o ‘”“}U&e. - ""f ‘bﬁrm L
the release for the secured door of the waiting N ‘-f\xu. e 4— C.o r Lo ;
area was designed especially for handicapped releoeed C’.igc;n o v e-L— 1\
patients. The door was equipped with an V/RFBNS. wi\

electronic eya which would release if a

was standing In front of the door. The electronic
eye may not relaase the door if a wheelchair
patient was present, thus tha need for the manus!
release button. Staff A verified the automatic
ralease was not in working order and In need of
rapair. The door did release in case of
emergency.

2. Observation of the fire extingulshers on the
first and second levels of the facility revealid the
facility fire extinguishers had not been inspected
monthly as avidenced by lack of documentstion
on the back of the tag on the extinguishers, In
addition, two extinguishers, one on the firsf floor
and one on tha second floor, had not bee

extinguishers revealed the last annuating
was In September 2011, StaffA prasant atithe | :
time of the observaition, verified thal no mo 1th

conducted and further verified the fire
extinguishers had not been serviced in 2012.

3. Observation of the second floor surglcal|
walting area revealed very lightly colored walls.
Observation of the seating area revealed
darkened and discolored walls behind the dhairs
in the waiting areas. The discolored areas Jooked
consistent with dirty areas left behind by pefsons
sitting in the chairs who may had ieaned or rested
against the wall. Staff present on the tour verified
the observation.

Review of facility documentation on 01/11/1p

Inspected on an annual basis. The tag on e two .

inspection of the extinguishers had beemts|. -~ ;
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C 139 Continued From page 2 C 139 %’: *‘?ﬂ‘c"f ,‘*’S‘;ﬂ &J—é‘ \L‘:' 3 M”‘j}é; ‘l‘g\ A
revealed the failure to check fire extinguislTers Cerranaiy 013. Co oN-cJQA hy| &/ fﬁ
had been identifiad during a safety check The Shall Yof tae. BSFE wer frcaas
conducted by staff in 2012. Review of the 6N T onial My Q013 an Wews s
contracted cleaning staff duties revealed cleaning Ao e o Sa Checks
of the waiting area walls was not listed. g wge, edinief o ‘de
T4 Meon \' 5 A
C 201 O.A.C. 3701-83-16 (B) Governing Body Duties C 201 'C"'\.uks ef %q, -P.re_ t’;yc»{%njuil slwgs
. Peaan ya T uoﬁ ROIZ “ad
The goveming body shall: MES 5&15:1_& { Aa Yo of Mg
(1) At least svery twenty-four months revietw, ASF’ w;“ ensusct. Yhad e -f—\ oL
update, and approve the surgical procedurs that exchnauishel Cascks o \'\C;-fp&{hﬂa--
may be as wfuared . TAemM 4o o
performed at the facility and maintain an totcecAed Wo\a, 20 tB.
up-to-date listing of these procedures; M caakrnaunes ! < ol &_,:L
- R
(2) Grant or deny clinical (medical-surgicalland Comp\ian ce ot de R -
anesthesia) privileges, in writing and revle%d or echacuiashmers and  Cdes \Aa
re-approved at least every twenty-four months, to ; Az
physicians and other appropriately licensed or p 80 k Lo i C N
certified heelth care professionals based o W_DRoN By W L
documented professional peer advice and pn, - - -,; e C.L/'/*-’L"-"( [y -
. recommendations from'apfifopriate proféssidnal’ = 7 G . o i aud o
{ staff. The’sg’acﬁons‘:s_hqll Qe qusmt&@! .‘:Vll:h ':‘ i :T"!' ': ! "“ '_ e S { ‘wc%éte Gl 44 -'vl.‘r.':.-'ii 3 e
i applicabls'liaw;’ngl bq@edoptfoduu a’ﬁt‘ed s I dodBihcil o el i i Daseet a o
evidence of the'ﬁcilfdwiﬁg:‘“ bt r‘,.’:. h ';'ll,E{r&."hﬂ‘ijl_h, T Lyl R, 38 5
(a) Current licensura and certification i~ | "
applicable;
(b) Relevant education, training, and experience;
and
(c) Competencs in performance of the

procedures for which privileges are requesled, as
indicated in part by relevant findings of qua
; @ssessment and improvement activities and other
. reasonable indicators of current competen

- (3) In the case of an ASF owned and operated by

. @ single individual, provide for an extemal peer

. review by an unrelated person not otherwi
affiliated or assoclated with the individusl. The | 5
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C 201 | Continued From page 3 C 201 [

external peer review shall consist of & qua)‘terty
audit of a random sample of surgical cases.

|
|
i

‘ “ '] p\eg (_70\.' ar nn
This Rule is not met as evidenced by: A é. @, kob %GPP-W
Based on review of physician credentialing files BaNL o
and staff interview and verification, the facility OWio (5 5 ﬁ__\. kg
falled to ensure the governing body at least svery Felorusal T,205. P“"" ELA
twenty-four months reviewad, updatad, and 5 % bl CC war \ e oo ﬁﬂ»\

approved the surgical proceduras that may be
performed at the facility. Two of four physician

(]

o "ICG. \\
fmw&m :uu‘ms- ’<““"-E-| ";:Q&S

credentialing files ( Staff CC and Staff DD) were 50 o o, i

affected. The facliity provided services fot 3518 5,}3 Sya & ’PD mBCL"'i’\M- Hedical
patients in the year 2012, | Drechs £ Wil

N i Ak i P('\J(E? 2y u.n\\l =
Findings included: | {‘Q,ulew Lé. b o o E§ (_-,,-\ cu.l\ of
On 01/10/13, Staff A provided fourcredenffaling- Ai‘l""" FLata oy erion I -

fles for physicians wha provided slirgfcal. Servjpps,
at the facliity., .ReWew af the, four credangallng. 33
" files on that date revealed the follolving; fl b1 P ed o

1. Review of the credentialing file for Staﬁ cc S A i F c\"' = l
revealed that privileges were last reviewed|and e—"‘"w of %"’— P ‘} =
approved by the governing body in Novembar ‘FU A ‘-"“/md— wai ll b& w-}e_L "a
2010. Interview of Staff A revealed that Staff CC Ase (o A
no longer provided services for the facility %ut had i ove< iy LU 55-
not been released as no longer practicing thers. He h;.n,m..-a.
Staff A verified the goveming body had tagken no N-A“}"‘ snal \‘ég a‘# Fe
action regarding credentialing and approva! of \-\

! privliagas for Staff CC. | a4 c o
2 Review of the credentialing file for Staff DD d tm
, fevealed there was no documented evidencs of a v ‘w
st of requested and approved prooedures to be ( LOonAAw U-UL)
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Each ASF shall have appropriate ventilation and
huemidity levals in order to minimize the risk of
infection and to provrde for the safety of tha
patient.

This Rule is not met as evidenced: by -

and veriffcation; the fakliity Tdiled {c engiy
appropriate ventilation and humidity levals i~
order to minimize the risk of Infection and to
provide for the safety of the patients. The facility :
provided services for 3618 patients in the year
2012.

Flndings inciuded:
On 01/10/13 tour of the facility was conducted

with Staif Aand B. Observation of the facility
revealed the surgical and recovery arsas was

Aand B verlfied the facilities utilized only
i conscious sedation of the patisnts and no general
| @nesthesia was used.

Based on facility observition and: staff" Inte:méw :

'
i
!
!
N
f
\
f
\
'

located on the second floor of the building. Staff
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C 201 | Continued From page 4 ' C 201 Cso".f‘-ca borweed \ q"‘_’“‘-' f"\" ‘”}S-
parformed in the faciltty. Interview of Staff A -' @ " P\C‘f—”- Sat Al
regarding the lack of requested procedures and Ao oy e.n\.« P,mé,%_ woi b
approval by the goveming body revealed Staff DD oo w s (‘0-4.7 ul B el \—
was the current medical director. The o pseegll) ‘r"(\u
credentialing file contained no documented : o s Q“‘\ AN 02/‘-’ /'
avidence to indicate that Staff DD acquired the IS L /313
duties of the medical director. On 01/10/13at | T _ Coclec ¢
4:30 P.M. Staff A verified there was no dslineation The Vice Peesidend o
of privileges and indication of governing body Weoa dMA Deuice s W L
SRAREL ensute  CorP\iconce. A
C243 O.AC. 3701-83.20 (D) Ventiiation & Humidty | cze3 | S A% F Coouu A Ma% 6"%
Levels ?OLA forlos

[.c_b_
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C 243 Continued From page 5 C 243 H wedids angd M&:\u T,
é—!-ﬁa‘w 3'1{01’\ Vors wepe rcﬁmx sgi
Interview of Staff A regarding temperature and CH\A nskadled n d‘\"-ﬂJ ‘pﬂﬁ% U‘;"-j,-
. humidity levels for the surgica! and recovery v swraical Ceveq,
- areas revealed the levels were not monitored by OMAE 5 Jan uu:\.-ﬁ-| Bo "-I 3
 staff. Staff Arevealed the corporate policy was Shall wrase g m cib .
that humidity levels were to be monitorad. A -
Mom% dzuices an '-!’P\.OJP
A portable electric heater was observed In the q %‘ e VP o€ eafVin
: patient recovery area, 6&,@31( D&, PD e\ [ (oY of
e donvicas w r"\ t A f;le.
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