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} (20) Infection Centrol. i
]

| (b) The physical environment of the ambulatory

' surgical treatment center shall be maintainad in a
| safe, clean and sanitary manner.

|

|
. This Rule is not met as avidenced by:

| Based on review of the Centers for Disease
Control (CDC) Injection Safety guidelines,

| observation, and interviaw, the facility failed to

' maintain a sanitary environment in 2 of 2

: procedure rooms and in 1 of 1 sterilization rooms

! observed.

, The findings included:

' Review of the CDC guidelines for "Injection
' Safety updated on 8/16/15 revealed .
Multi-dose vials should be dedicated to a
| singfe patient whenever possible. |f multi-dose
. vials must be used for more than one patient,
. they should only be kept and accessed in a
-1 dedicated medication preparation area (e.4.,
' nurses statian), away from immediate patient
- treatment areas. This is to prevent rnadvmtent
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" This Rule is not met as evidenced by: . [ "
- An annual Licensure survey was conducted on | !
: B/18/18 - 6/19/18 at Knoxville Center for : [
' Reproductive Health. The facility was found to not ! l i
- be in substantial compliance with Chapter _; | i
¢ 1200-8-10, Standards for Ambulatory Surgery I
{ Treatment Centers. ; i
| | :
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, equipment that could

! multiple patients.
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| contamination of the vial through d|rect or indirect |

contact with i.ctent,dliy contaminated surfaces or
d then lead to infeclions in
subsequent patients. If a multi-dose vial enters ana
iminediate patient treastment ared, it should be :
dedicated jor single-patient us2 only Il a i
multi-dose has been opened or accessed (e.9.,
needle-punctured) the vial should be dated..."”

Observation on 6/18/18 at 11:17 AM, in 1
Pracedure Roorn #1 revealed: ‘ '
1, One opened 50 milliliter (ml) multi-dose vial
of 1% Lidocaine (numbing medicing) :
2. Two unopened 50 mi multi-dose vials of 1% |
Lidocaine |
3. An uncovered stalnless steel bowl of betadnne
solution (surgical serub) .

i Interview with Surgery Assistant#1, on 6/18/18 at

11:25 AM, in Procedure Room #1, confirmed the '
betadine solution and the Lidocaine were used on -

Observation on 6/18/18 at 12:15 PM, in
Procedure Room #1, revealed:

1. One opened 50 ml multi-dose vial of 1%
Lidocaine

2. One unopened 50 ml mutti-dose vial of 1%
Lidocaine :
3. An uncovered stainless steel bowl of betadme

. solution

Interview with Surgery Assistant #2, with the

Director of Nursing (DON) present, on 6/18/18 at
12:20 PM, in Procedure Room #1, confirmed the
betadine SO|Uthl’1 and the Lndocame were used on'!
multiple patients. ‘

Observation and interview with Family Nurse |
Practitioner (FNF) #1 on 5/18/18 at 2.00 PM, in

the sterilization room, revealed 1 opened undated |

50 m! multi-dose vial of 1% Lidocaine. Interview
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" with FNP #1 canfirmed the Lidocaine was opened
and undated and openad vials of medication were.
_to be: dated when opened. Further interview
canfirmed the multi-dose vials of Lidocaine were
~placed in the procedure rooms each day, ;
remained in tha procedure room throughout all
surgical procedures, and were Used on mulliple
" patients. Continued interview confirmed the
betadine solution was poured into the bowl prior
to the first procedure of the day and was used on |
multiple patients throughout the day.

i

! Observation and interview with the Administrator

| on 6/18/18 at 2:30 PM; of Procedure Room #2,

| revealed eight 11 milimeter (mm) Disposable i

| Rigid Curettes (instrument used to remove I

; rmaterial from the uterus) with an expiration date
of 5/2018. Interview with the Administrator |

| canfirmed the curettes were expired and were

; available for patient use.
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