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 C 000 Initial Comments  C 000

CMu/KHo

Inspection Inspection

Administrator: Lisa Perks

County: Franklin

Capacity: 2 Operating Rooms

The following violation was issued as a result of 

the inspection of an Ambulatory Surgery Center 

completed on 3/8/11.

 

 C231 3701-83-19 (B) Drug Control & Accountability

The ASF shall:

(1) Provide adequate space, equipment, and staff 

for storage and the administration of drugs in 

compliance with state and federal laws and 

regulations.

(2)  Establish and implement a program for the 

control and accountability of drug products 

throughout the facility and maintain a list of 

medications that are always available.  

This Rule  is not met as evidenced by:

 C231 3/24/11

Based on a tour of the facility and staff interview it 

was determined that the facility failed to ensure 

that expired medications were not available for 

patient use. The patient census for 2010 was 

1,412. 

Findings include:

The facility tour was conducted on 03/08/11 at 
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 C231Continued From page 1 C231

10:20 AM with Staff A. The medication supply 

closet contained 23 bottles of an antibiotic that 

had expired on 10/1/10. This was confirmed with 

Staff A at 10:35 AM.
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