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| (20) Infection Control.

; (b) The physical environment of the ambulatory
i surgical treatment center shall be maintained in a
safe, clean and sanitary manner.

i This Rule is not met as evidenced by:

| Based on review of facility policy, review of the
Centers for Diseaseé Control and Prevention

i (GDC) Guidelines, review of the Association of

! Peri-Operative Registered Nurses (AORN)

i Guidelines, observation, and interview, the facility
! failed to maintain sterile technique during 1 of 1

| observations made and failed to ensure an

| opened multi-dose vial of medication was dated,

i timed, and initialed in 1 (pre- -operative prep area)

i of 9 patient care areas observed,

1 The findings mclude

Revnew of the facility policy "Medication

i Administration Policy" dated 8/2/13 revealed ". AII

, multi-dose vial medications must be labeled with

| date opened and RN [Registered Nurse] initials.

i These medications expire 28 days after initially
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| Standards for Ambulatory Surgery Treatment i
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. Review of CDC guidelines for "Injection Safety” A A - “lw‘_‘[ Q‘Q;tc:'_"",
: dated 6/20/19 revealed "...If a multi-dose has
i been opened or accessgd (e.g., [for example] -y‘\_ (_J;s \ \r‘:’ “l&\‘-- \)\l\\. CJ\@_KL \t
i needle-punctured) the vial should be dated and *‘\. 51_. CL\ \n l
| discarded within 28 days unless the manufacturer | e = L= "‘ ‘ o~
tsr?etcmes add|ffelre.r'n (shorter or longer) date for | R ( ey YO h,._“a;\—_) ),:,s_\ =% L, &
at opened vial... :
‘ P i L;) }hx ?T.—_L.. C:J‘:‘Wh . 'L‘ﬁ:u,muqllv
Review of AORN "Guidelines for Perioperative *‘f\.\ . Wwedly P SN C.nn-l:_vé \
Praclice”" dated 2016, revealed ".. Iltems : T § "
 introduced lo the sterile field should be opened, N—bm‘turnnq) Shoeat. 13 aulan
- dispensed, and transferred by methods that | attos e d. -
maintain the sterility and integrity of the item and : .
¥ the sterile field. Sterile items that are not opened, ! ;
| dispensed, and transferred by methods that ' |‘
maintain sterility and integrity may contaminate !
' the sterile fleld.." !
' Observation and interview with Surgical Assistant Q,u‘(;: s “k'-":‘ 'k-‘T-'ﬂ ‘-““LL be
- (SA) #1 on 8/26/19 at 1:00 PM, in treatment room -'-)(.,,U,A-_-. & e N sy
i #1, revealed SA#1 was setting up the procedure J Zﬁ' {.: ¢ QEJ_ \
* room for a patient procedure. Continued i st ’“'F/ SRR ENRL,, et
. observation revealed a covered sterile stainless | (@) fee - o all Surqer cm-g.-:t.-_k,;{_-,;
- steel tray was sitting on a table. Further i - - i
| observation revealed SA#2 removed the cover r"%‘ rd’ ”“3) Sovyes TL 5 v
: frony'the stainless steel tray, which contained e i, B e, "g-o\"' "*—-‘f{—&l‘nh l’t N« 5
- sterlle surgical instruments and then retrieved a .
packaged sterile instrument from the countertop, Snd Weinkainin B}Dﬂ: sher, Le”
! opened the sterite package, and dropped the ; 51?1 eld. 73':’\-.—_ ol Nx_‘_‘-(-k,\.&_,l.»-
: sterile instrument Into the stainless steel tray with o PR L -t c::& K
" the other surgical instruments. Continued ' SOMELINES Say Heegvie
- abservation revealed the SA then touched the RN HU TR -:;Lx_r e -t_ul’\,l‘\_u Qe
- sterile surgical instruments that were located . ; oy (Vs
inside the stainless steel tray with the outside of : "C’\ l? o~ whidined add
the instrument packaging. Interview with SA#1 | Sl Bt ‘tl»\—v-y— “!iuc:bo_‘-,
. confirmed the SA was not aware the instrument by Fmoutine. aveloat
packaging had touched the sterile surgical / = e :“, K
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)
i instruments.
|

Interview with the Co-Administrator/Nurse
¢ Practitioner #1 on 8/26/19 at 1:15 PM, in the
i recovery room, confirmed staff were expected to
- maintain sterile technique when setting up for a
: surgical procedure,

| Observation and interview with the

Co-Administrator/Nurse Practitioner #1 on

1 BI26/19 at 1:20 PM, of a pre-operative prep area

! outside the procedure rooms, revealed 1 opened

i undated 50 milliliter multi- dose vial of 1%

! . Lidocaine (numbing medicine). Interview with the
' Co-Administrator/Nurse Practitioner #1 confi rmed |

t the Lidocaine was opened and undated.

i Continued interview confirmed the facility failed to

. follow facility policy.

A 43| 1200-8-10-.04 (20)(c)6. Administration

+ (20) Infection Contral.

1

" (c) The chief executive officer or administrator
shall assure that an infection contral cormmittee

_including members of the medical staff, nursing

. staff and administrative staff develops guidelines

+ and techniques for the pravention, surveillance,

| control and reparting of facility infections. Duties

; of the committee shall include the establishment

i of:

: 6. Amethod of control used in relation to the

| sterilization of supplies and water, and a written

| policy addressing reprocessing of sterile supplies;,
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Based on review of a manufacturer's manual, ' \ L\"- \'3*0\03‘&&[ {2‘3{! A MU \‘f‘)
review of a facility sterilization log book, review of _Hn 4 i) 1 l
o ; ol Ler e Corded hi
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! interview, the facility failed to maintain a complete ﬁ Uﬁ"‘—“—'—»’k o% b/ L= (105 Gy e é
1
demonstrate whether conditions during a steam |
|
‘?':.:n = OVEC I e THRG 5 “lﬁ:'uc.x:_Jo‘-e:

! cycle were adequate to achieve a defined leve| of |
! microorganism inactivation) for 1 of 1 autoclaves

! (used for steam sterilization).

|

| The findings.include: durin «5 hoer o bience. il

I- = st - Q—M :‘k_" u:.:\q:_‘( “"\‘ Vier vt

' Review of the Manufacturer’s Instruction Manual 4 : ™
. for "...Biological Indicators far Steam e %‘Wij - WUT"’-"“ ‘LL'H;A.:]'!\::.&*»‘(‘:Q";’
" Sterilization...," undated, revealed "...for optimal 1s ot KT e

. guality assurance of hospital-sterilized goods, we | - . ® Y- L “Fac ""‘.:&

- recommend that an [named] biological indicator ?c; L b\./ “Yellowys e —Qcth.m;“ 5
. be used to monitor every load of steam sterilized By - t\.v-kr s -
i supplies...record results...log book for steam < LC PSRy LS .A =T

: sterilization... | He st Shacld ‘y:_ Gaed T
Review of the facility's sterilizatio:n log book dated C’L.CLCL(/\ 5-‘.;_-,—;..-«'1 Lizer— at L‘.‘__“_,b. L

| 8-19-19 revealed no documentation of the load | e

' number, date and time in the incubator, dated ! RS N l"]

" and time out of the incubator, and whether the
" results of the controls (indicales if steriization

" was done correctly) had positive or negative : s . ; L\ 1

_ results. f :F:.-.Lluuh b’? é‘ SCOS e, Lot ““u\‘-‘_*
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" Review of the facility's procedure log revealed ‘ :

. surgical procedures were performed on 8/19/19 LZSRVA X~ 9 Lv:.é ""’\'\s:.. DU e Yo

and 82219, f reviessed only, one off Lo
! Observation and interview with Sterilization S v L *zpc(ll €us LQB lo:;c:,”f: :

Technician #1 on 8/26/19 at 1:30 PM, of the :
sterilization log book in the Sterilization Room, |
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A0D1 1200-8-10 Initisl

i
|
This Rule iz not met as evidenced hy:
Conetruclion Type: 1 (111) ’
Storles: 1 ‘
Constructed: 1950's (no drawings available)
Sprinkled: NO !
Census: 0 |
Gerlifieg beds: 2 procedure raoma (
ALire Safety Code Survey was conducled by the |
State of Tennessee Depattment of Health
Division of Health Licansure and Regutatiarn
Office of Heallth Care Facllities on 8/27/2019,
[wring this life safety aurvay, this facllity wes ]
. found in substantisl compliance with the
. requirements for participation in
Medicare/Medicaid with shapter 1200-08-10,
Slandards for Ainbulatory Surgleal Trealment
Canlers,, Life Safety from Fire, and the related
National Fire Protectipn Association (NFPA)
standard 101-2012.

ANn2

A002 1200-8-10 No Deficiencies

During the Life Safety portion of the annual
Licensure survey conducted on 8/27/2018, no
deficiencies were citad under 1200-08-10,
Standards for Ambulatory Surgicat Trealment
Centers.
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Clarifications added to POC #2

The nursing supervisor/infection control officer will be responsible for monitoring compliance of all
deficlencies cited.

Education/in-service for handling of MDV’s occurred 09/19/19. The signature sheet is attached of all
participating staff. The proper handling is now included in the daily RN checklist. To verify
completion, the checklist log will be reviewed weekly by the nursing supervisor/infection control
officer. A copy of the daily RN checklist log is attached. This log is also reviewed by the QA/PI
committee annually. The weekly infection control monitoring sheet is also attached.

Education regarding sterile technique and sterilization procedures will be provided on Monday,
September 23", 2019. The nursing supervisor/infection control officer will be responsible for the

training.

Sterile technique will be observed by the nursing supervisor/infection control officer each procedure
day during 2 30 day period. A minimum of two cases shall be observed in each procedure room each
pracedure day, Continued education will be provided on a quarterly basis to promote improved
practices and ensure competency.

The facility’s goal for sustaining compliance is to strive for a culture of safety by providing continued
education and training, monitoring existing procedures and practices and evaluating and revising
infection control policies as needed, Infection contral and clinical policy guidelines are reviewed by
the QA/PI committee annually.



