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B 000 Initial Comments

The onsite State relicensure survey of this ASC
was completed on 06/20/19. The ASC was
surveyed for compliance with the Oregon
Administrative Rules, Chapter 333, Division 76,
Special Health Care Facilities, Ambulatory
Surgical Centers ASC, 333-076-0001 through
333-076-0270.

An entrance conference was conducted on
06/17/19 at 9:30 AM with the facility's
Bookkeeper.

The purpose for the survey and the survey needs
were explained. An opportunity was provided for
questions, answers, and comments,

Definitions & Abbreviations;

ASC: Ambulatory Surgery/Surgical Center
CMA: Certified Medical Assistant

OAR: Oregon Administrative Rules

RN: Registered Nurse

B 026) QAR 333-078-0125(7) Performance Evaluation

(7) There shall be an annual work performance
evaluation for each employee with appropriate
records maintained.

This Rule is not met as evidenced by:

Based on documention in 3 of 4 employee
records reviewed (Employee A, B, and C), and
review of policies and procedures, it was
determined the facility failed to ensure that work
performance evaluations were completed
annually for each employee.
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Continued From page 1

Findings:

Review of the facility policy titled "Performance
Evaluations," reviewed 07/17/18, stipulated "Each
employee will have formal yearly evaluation of job
performance after an ancillary review by the
Medical Director and the Medical Floor
Supervisor.”

Employee A: Documentation revealed RN A was
hired 08/31/17.

Review of documentation reflected RN A's last
performance evaluation was 01/12/18.

Review of documentation failed to reflect an
annual performance evaluation had been
completed after 01/12/18.

Employee B: Documentation revealed RN B was
hired 11/02/17.

Review of documentation reflected RN B's last
performance evaluation was 05/04/18.

Review of documentation failed to reflect an
annual performance evaluation had been
completed after 05/04/18.

Employee C: Documentation revealed CMA C
was hired 07/10/14.

Review of documentation reflected CMA C’s last
performance evaluation was 06/08/17.

Review of documentation failed to reflect annual
performance evaluations had been completed
after 06/08/17.
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At the completion of the survey, an exit
conference was conducted on 08/20/19 with the
facility's Administrator and Birector of Counseling.
Preliminary findings of the survey were explained.
An opportunity was provided for questions,
answers, and comments,
STATE OF OREGON
STATE FORM 6899 3B8T511 If continuation sheet 3 of 3

2020-0109 074 02/07/2020






