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SUMMARY STATEMENT OF DEFICIENCIES

.0206(4) ELEMENTS AND EQUIPMENT

10A-14E . 0206 The physical plant shall
provide appropriate elements and
equipment to carry out functions of

the facility with the following

minimum requirements:

(4) Each facility and its grounds

shall be maintained to minimize
hazards and enhance safety for staff
and patients. Buildings systems and
medical equipment must have
preventative maintenance conducted as
recommended by the equipment
manufacturers’ or installers'

literature to assure satisfactory
operation.

This Rule is not met as evidenced by:
Based on observation during tour of the clinic and

staff interview, the facility failed to ensure annual |-

preventative maintenance was completed on 1 of
2 steam autoclave units (Serial #ES007214).

The findings include:

Observation during tour of the clinic on
01/24/2013 at 1450 revealed two steam
autoclaves currently in use. One of the two
autoclaves (serial # ES007214) had a preventive
maintenance sticker that recorded "expired
7/2012."

Interview on 01/24/2013 at 1450 with
Administration revealed they were unsure when
the last preventive maintenance was done. The
staff was unable to produce any evidence of
preventive maintenance on this autoclave since
July 2012. Further interview revealed the facility
staff thought the contracted company would
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ensure the preventive maintenance was done
according to manufacture's recommendations.
Interview confirmed the autoclave should have
annual checks done and it was past due. v
o+ y / )& ’ 15
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patients receiving abortion services. “his ‘&J\\ e & !G
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patient name, estimated length of as -
gestation, type of procedure, name of (‘,\\ e \Oeg‘
physician, name of RN on duty, and Jeo A,\—\cd\mem’ %
date and time of procedure.
This Rule is not met as evidenced by:
Based on clinic log reviews and staff interviews
the clinic staff failed to maintain a daily procedure
log containing the RN (Registered Nurse) on duty.
The findings include:
Review of the clinic daily procedure logs from
September 1, 2012 to January 23, 2013 revealed
no documentation of the name of the RN on duty.
Interview with administrative staff on 01/24/2013
at 1045 confirmed the log did not contain the
name of the RN on duty.
. 1183
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organisms. The facility shall
establish procedures for infection
control and universal precautions

This Rule is not met as evidenced by:

Based on medication manufacturer's
recommendations, observation during four of the
clinic, and staff interviews the facility failed to
control the risk of infectious disease by failing to
administer medication according to
manufacturer's recommendations by using a
single dose vial for multiple patients.

The findings include:

Review of an insert of manufacturers
recommendations for "Fentanyl" (narcotic
analgesic) revealed Fentanyl 250 mcgs
(micrograms) per 5 mis (milliliters) is a "single
use vial" that is intended for one patient . Further
review of the manufacturers recommendations
revealed the Fentanyl 250 mcgs per 5 mls vial
"dosage should be individualized" and any
remaining "unused contents” should be
"destroyed.” Review of the manufacturer's
recommendations revealed Fentanyl 250 mcgs
per 5mis is intended for use with one patient and
should be discarded after use with a single
patient.

Observation during tour of the clinic on
01/24/2013 at 1425 revealed Fentanyl 250 mcgs
per 5 mis single use vials were being
administered to multiple patients. A single use
vial of Fentanyl 250 mcgs per 5 mis was
observed open with 2.5 mls of the content
(Fentanyl) remaining in the vial.

An interview with the clinic Registered Nurse (RN)
on 01/24/2013 during tour revealed Fentanyl 250
mcgs per 5 mls single dose vials were opened
and administered to multiple patients. RN # 1
said, "One vial (Fentanyl) can be used for three
patients." RN #1 said, "when a (single dose) vial
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(Fentanyl) is opened the prescribed dose is
drawn from the vial and the remaining contents of
the vial are stored for use with the next patient.”
An interview with the Office Manager during tour
revealed a single dose vial of Fentanyl 2560 mcgs
per 5 mls was observed to be open with 2.5 mls
of content remaining. The Nurse Manager stated,
“the Fentanyl 250 mcgs per 5 mis single dose
vials are being used for multiple patients."
Interview revealed the Office Manager stated the
Fentanyl 250 mcgs per 5 mls single dose vials
were being administered to as many as three
patients. Interview confirmed the manufacturer's
recommendations for administration of Fentanyl
250 mcgs per 5 mls single dose vials were not
being followed by the facility.

.0311(B) SURGICAL SERVICES

10A-14E .0311 (b) Tissue Examination:
(1) The physician performing the
abortion is responsible for
examination of all products of
conception (P.O.C.) prior to patient
discharge. Such examination shall
note specifically the presence or
absence of chorionic villi and fetal
parts or the amniotic sac. The
results of the examination shall be
recorded in the patient's medical
record.

(2) The facility shall have written
procedures, supplies and equipment
available for gross and microscopic
evaluation of abortion specimens. If
placental or fetal tissue is not
identified by gross examination, a
microscopic examination must be done
on the P.O.C. In cases where the
microscopic evaluation is negative for
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chorionic villi and fetal parts, or

the weight of the P.O.C. falls
substantially below the appropriate
weight range for the fetal age, a
microscopic examination by a board
certified or board eligible
pathologist shall be done on the
P.0.C.

(3) The results of this examination,
the findings of further patient
evaluation and any subsequent
treatment must be recorded in the
patient's medical record.

(4) The facility shall establish
procedures for obtaining, identifying,
storing and transporting specimens.
(5) The facility shall establish a
method for follow-up of patients on
whom no villi are seen.

This Rule is not met as evidenced by:

Based on clinic policy review, medical record
review and staff interview, the physician
performing the surgical abortion failed to examine
the products of conception (POC) prior to patient
discharge for 16 of 18 patients that had a surgical
abortion procedure done (#1, 2, 3, 4,5,6,7, 9,
11,12, 13, 14, 15, 16, 17, 18).

The findings include:

Review of the clinic's "Products of Conception
Examination Procedure" policy (dated September
22, 2002) revealed "...7. Place the dish on top of
the back light for visual examination. 8. Gently
explore the contents of the dish to identify
pregnancy tissue. 9. Record results on lab log....
11. Label the dish with the patient's name so the
physician can check contents.... 13. If there is
still an absence of villi and sac, notify the
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physician and clinic administrator. 14. Keep this
specimen in the dish until the physician has
determined her/his course of action.... 18. If you
find any unusual structures, hydropic (enlarged)
villi, or multiple pregnancies, have the physician
examine the entire specimen."

1. Medical record review of Patient #1 revealed a
41 year-old female admitted on 01/22/2013 for a
surgical abortion procedure. Record review
revealed the patient had a Dilation and
Evacuation for-an intrauterine pregnancy of 12.3
weeks gestation. Record review revealed the
examination of the products of conception (POC)
included a documentation of weight, gestation
age estimated by appearance, identification of an
intact fetus, presense or absense of chorionic villi,
visualization of fetal parts identified, sac seen and
weather tissue was forwarded to pathology for
further examination. Record review revealed this
examination was performed by an office
assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "l would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC.

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
look at all of them (POC)." The staff member
stated he only looks at the POC when staff alert
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him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description"
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #1.

2. Medical record review of Patient #2 revealed a
22 year-old female admitted on 1/22/2012 for a
surgical abortion procedure. Record review
revealed the examination of the products of
conception (POC) included a documentation of
weight, gestation age estimated by appearance,
identification of an intact fetus, presense or
absense of chorionic villi, visualization of fetal
parts identified, sac seen and weather tissue was
forwarded to pathology for further examination.
Record review revealed this examination was
performed by an office assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "I would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC.

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
look at all of them (POC)." The staff member
stated he only locks at the POC when staff alert
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him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description"
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #2.

3. Medical record review of Patient #3 revealed a
29 year-old female admitted on 01/19/2013 for a
surgical abortion procedure. Record review
revealed the examination of the products of
conception (POC) included a documentation of
weight, gestation age estimated by appearance,
identification of an intact fetus, presense or
absense of chorionic villi, visualization of fetal
parts identified, sac seen and weather tissue was
forwarded to pathology for further examination.
Record review revealed this examination was
performed by an office assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "I would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC.

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
look at all of them (POC)." The staff member
stated he only looks at the POC when staff alert
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him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description"
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #3.

4. Medical record review of Patient #4 revealed
an 18 year-old female admitted on 01/11/2013 for
a surgical abortion procedure. Record review
revealed the examination of the products of
conception (POC) included a documentation of
weight, gestation age estimated by appearance,
identification of an intact fetus, presense or
absense of chorionic villi, visualization of fetal
parts identified, sac seen and weather tissue was
forwarded to pathology for further examination.
Record review revealed this examination was
performed by an office assistant.

PRINTED: 02/08/2013
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Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "l would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC.

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
look at all of them (POC)." The staff member
stated he only looks at the POC when staff alert
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him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description”
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #4.

5. Medical record review of Patient #5 revealed a
26 year-old female admitted on 1/07/2013 for a
surgical abortion procedure. Record review
revealed the examination of the products of
conception (POC) included a documentation of
weight, gestation age estimated by appearance,
identification of an intact fetus, presense or
absense of chorionic villi, visualization of fetal
parts identified, sac seen and weather tissue was
forwarded to pathology for further examination.
Record review revealed this examination was
performed by an office assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "l would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC.

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
look at all of them (POC)." The staff member
stated he only looks at the POC when staff alert
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him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description”
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #5.

6. Medical record review of Patient #6 revealed a
22 year-old female admitted on 10/24/2012 for a
surgical abortion procedure. Record review
revealed the examination of the products of
conception (POC) included a documentation of
weight, gestation age estimated by appearance,
identification of an intact fetus, presense or
absense of charionic villi, visualization of fetal
parts identified, sac seen and weather tissue was
forwarded to pathology for further examination.
Record review revealed this examination was
performed by an office assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "l would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC. .

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
look at all of them (POC)." The staff member
stated he only looks at the POC when staff alert
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him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description"
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #6.

7. Medical record review of Patient #7 revealed a
21 year-old female admitted on 9/08/2012 for a
surgical abortion procedure. Record review
revealed the examination of the products of
conception (POC) included a documentation of
weight, gestation age estimated by appearance,
identification of an intact fetus, presense or
absense of chorionic villi, visualization of fetal
parts identified, sac seen and weather tissue was
forwarded to pathology for further examination.
Record review revealed this examination was
performed by an office assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "l would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC.

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
look at all of them (POC)." The staff member
stated he only looks at the POC when staff alert
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him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description"
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #7.

8. Medical record review of Patient #9 revealed a
22 year-old female admitted on 12/03/2012 for a
surgical abortion procedure. Record review
revealed the examination of the products of
conception (POC) included a documentation of
weight, gestation age estimated by appearance,
identification of an intact fetus, presense or
absense of chorionic villi, visualization of fetal
parts identified, sac seen and weather tissue was
forwarded to pathology for further examination.
Record review revealed this examination was
performed by an office assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "l would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC,

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
look at all of them (POC)." The staff member
stated he only looks at the POC when staff alert
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him there is a problem. interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description"
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #9.

9. Medical record review of Patient #11 revealed
a 21 year-old female admitted on 12/05/2012 for
a surgical abortion procedure. Record review
revealed the examination of the products of
conception (POC) included a documentation of
weight, gestation age estimated by appearance,
identification of an intact fetus, presense or
absense of chorionic villi, visualization of fetal
parts identified, sac seen and weather tissue was
forwarded to pathology for further examination.
Record review revealed this examination was
performed by an office assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsibie for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "l would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC.

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
look at all of them (POC)." The staff member
stated he only looks at the POC when staff alert -
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him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description”
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #11.

10. Medical record review of Patient #12 revealed
a 24 year-old female admitted on 12/12/2012 for
a surgical abortion procedure. Record review
revealed the examination of the products of
conception (POC) included a documentation of
weight, gestation age estimated by appearance,
identification of an intact fetus, presense or
absense of chorionic villi, visualization of fetal
parts identified, sac seen and weather fissue was
forwarded to pathology for further examination.
Record review revealed this examination was
performed by an office assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "I would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC.

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
look at all of them (POC)." The staff member
stated he only looks at the POC when staff alert
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him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description"
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #12.

11. Medical record review of Patient #13 revealed
a 35 year-old female admitted on 12/24/2012 for
a surgical abortion procedure. Record review
revealed the examination of the products of
conception (POC) included a documentation of
weight, gestation age estimated by appearance,
identification of an intact fetus, presense or
absense of chorionic villi, visualization of fetal
parts identified, sac seen and weather tissue was
forwarded to pathology for further examination.

"I 'Record review revealed this examination was

performed by an office assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "I would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC.

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
look at all of them (POC)." The staff member
stated he only looks at the POC when staff alert
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him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description"
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #13.

12. Medical record review of Patient #14
revealed a 21 year-old female admitted on
11/02/2012 for a surgical abortion procedure.
Record review revealed the examination of the
products of conception (POC) included a
documentation of weight, gestation age estimated
by appearance, identification of an intact fetus,
presense or absense of chorionic villi,
visualization of fetal parts identified, sac seen and
weather tissue was forwarded to pathology for
further examination. Record review revealed this
examination was performed by an office
assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated " would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC.

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
look at all of them (POC)." The staff member
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stated he only looks at the POC when staff alert
him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description”
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #14.

13. Medical record review of Patient #15
revealed a 25 year-old female admitted on
11/27/2012 for a surgical abortion procedure.
Record review revealed the examination of the
products of conception (POC) included a
documentation of weight, gestation age estimated
by appearance, identification of an intact fetus,
presense or absense of chorionic villi,
visualization of fetal parts identified, sac seen and
weather tissue was forwarded to pathology for
further examination. Record review revealed this
examination was performed by an office
assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "l would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC.

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
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look at all of them (POC)." The staff member
stated he only looks at the POC when staff alert
him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description”
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #15.

14. Medical record review of Patient #16 revealed
a 24 year-old female admitted on 9/08/2012 for a
surgical abortion procedure. Record review
revealed the examination of the products of
conception (POC) included a documentation of
weight, gestation age estimated by appearance,
identification of an intact fetus, presense or
absense of chorionic villi, visualization of fetal
parts identified, sac seen and weather tissue was
forwarded to pathology for further examination.
Record review revealed this examination was
performed by an office assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "l would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the phyS|C|an was rarely
called to look at the POC.

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
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look at all of them (POC)." The staff member
stated he only looks at the POC when staff alert
him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description"
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #16.

15. Medical record review of Patient #17 revealed
a 30 year-old female admitted on 9/18/2012 for a
surgical abortion procedure. Record review
revealed the examination of the products of
conception (POC) included a documentation of
weight, gestation age estimated by appearance,
identification of an intact fetus, presense or
absense of chorionic villi, visualization of fetal
parts identified, sac seen and weather tissue was
forwarded to pathology for further examination.
Record review revealed this examination was
performed by an office assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "l would
ask (physician name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC.

interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
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jook at all of them (POC)." The staff member
stated he only looks at the POC when staff alert
him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description"
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #17.

16. Medical record review of Patient #18 revealed
a 19 year-old female admitted on 9/08/2012 for a
surgical abortion procedure. Record review
revealed the examination of the products of
conception (POC) included a documentation of
weight, gestation age estimated by appearance,
identification of an intact fetus, presense or
absense of chorionic villi, visualization of fetal
parts identified, sac seen and weather tissue was
forwarded to pathology for further examination.
Record review revealed this examination was
performed by an office assistant.

Interview on 01/24/2013 at 1445 with a nursing
assistant revealed that she was responsible for
gross examination of the POC after the
procedure was completed. Interview revealed all
the nursing assistants and medical office
assistants had been trained to do this
examination. The staff member stated "l would
ask (physician-name) if | suspected an abnormal
finding." The staff member stated the physician
only looks at the POC when asked to do so by
staff. Interview revealed the physician was rarely
called to look at the POC.

Interview on 01/24/2013 at 1515 with
administrative staff revealed "The doctor doesn't
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jock at all of them (POC)." The staff member
stated he only looks at the POC when staff alert
him there is a problem. Interview confirmed that
all certified nursing assistants/medical office
assistant are responsible for the examination of
the products of conception. Interview revealed if
the physician examines the POC, then he makes
a note of his findings in the "Gross Description"
section of the medical record. Administrative
staff confirmed there was no evidence that the
physician examined the POC for Patient #18. 2/'51‘5

. 7~
E 163 .0313(C) POST-OPERATIVE CARE E 163 med\co\ S*C\‘QQ‘ mmxbbk
Wit} accompdny patien

10A-14E .0313 (c) Any non-ambulatory ) . ey,
patient shall be accompanied by an d\)ﬂ "\3 O‘“"} Y\OSP)‘}O\ o
attending medical or nursing staff A,\\ \“(\e.O\‘CO-\ 8«}@{‘;\‘- \\'\UY\DL( S
member during any transfer within or £ W 'S pa\; i ) e
outside the facility. ore awoit 0 3%1% . }1 )
\ . Y
This Rule is not met as evidenced by: E&d’l \Y\QSMCQ&\/ +io ,Po\i
Based on patient record review, policy manual has o C’-OP30 { Cﬁ
review, and administrative staff interview, the Tn Hhear g/n\pk)(:)& ‘Q\\E .
clinic failed to ensure a staff member ey L‘
accompanied a patient to the hospital for 2 of 2 Sen W m

patients transferred to a hospital (#1 and 2).
The findings include:

Review of the "Transfer Protocol" on 1/24/2013
revealed the statement "Any patient having an
adverse condition known or suspected to have
occurred during or after abortion procedure will
be transferred to a designated hospital for
evaluation or admission." Further review of the
"Transfer Protocol" revealed "after the physician
recognizes the need for emergency transfer, he
(the physician) orders the clinic administrator to
call for EMS (Emergency Medical Service) .
Review of the "Transfer Protocol" revealed the
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physician "stays with the patient " until the arrival
of EMS. Continued review of the "Transfer
Protocol" revealed upon arrival the "EMS team
will stabilize the patient for transfer and the
physician directs them (EMS team) to transfer the
patient fo the designated hospital emergency
room." Review of the "Transfer Protocol" revealed
there was no plan for any staff member,
administrator, or physician to accompany the
patient when being transferred to the designated
hospital emergency room.

1. Patient #1 was admitted 9/1/2013 at 10:10 AM
for a surgical abortion. The patient was admitted
to the recovery area at 11:45 AM where it was
determined the patient had heavy bleeding during
the pad check. Emergency medical personnel
were called and the patient was transported to a
local hospital. There was no evidence a staff
member accompanied the patient to the hospital.

Interview with the agency director on 1/9/13 at
12:10 PM confirmed a staff member did not
accompany the patient to the hospital.

2. Patient #2 was admitted 1/7/12 at 10:55 AM for
a surgical abortion. The patient was admitted to
the recovery area at 13:35 PM where it was
determined the patient had heavy bleeding during
the pad check. Emergency medical personnel
were called and the patient was transported to a
local hospital. There was no evidence a staff
member accompanied the patient to the hospital.

Interview with the agency director on 1/9/13 at

12:10 PM confirmed a staff member did not
accompany the patient to the hospital.
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physician practicing in the clinic shall be
maintained. Each file shall contain the
information outlined in Rule .0401 of this Section.

This Rule is not met as evidenced by:

Based on a physician file reviews and staff
interviews, the clinic failed to provide a current
physician credential file for 1 of 3 practicing
physicians employed in the clinic (Physician A).

The findings include:

DEFICIENCY)
A physician file review on 01/24/2013 for
Physician A revealed that no current physician file |
was available. The review revealed there was no |
evidence of an application, work experience or |
license available for review. ‘
Review of the clinic procedure log revealed
Physician A had performed abortion procedures
at the clinic on 09/08/2012.

An interview with the clinic office manager on
01/24/2013 at 1845 revealed that no current
physician file could be found during the survey for
Physician A. The interview revealed that the
physician was currently on staff at the clinic and
there was no current license or application found
on site for Physician A. Interview revealed
Physician A's credentialing file was located
offsite in Florida with the clinic owner.

Reference Investigation #NC00084154.
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A Woman’s Choice of Raleigh Emergency Transfer Protocol

Any patient having an adverse condition or complication known or
suspected to have occurred during or after abortion procedure will
be transferred to WakeMed Hospital for evaluation or admission.

After the physician recognizes the need for emergency transfer, he
orders the clinic administrator to call for EMS (Emergency
Medical Team), either calling 911 or, preferably, 919-661-2504 to
arrive ASAP. The physician stays with the patient in the procedure
room (or recovery room if applicable) until arrival of EMS.

The administrator also calls 919-350-8000 to reach WakeMed
Emergency Room Supervisor and have her talk to the physician
directly. The physician identifies the patient by name and further
demographics and a brief description of the patient’s condition are
given. The physician will then be connected to the chief resident or
attending in Gynecology service for description and discussion of
the patient’s condition.

The EMS team will help stabilize the patient for transfer and the
physician directs them to transfer the patient to WakeMed
Emergency Room. A copy of patient’s chart is given to the team to
be taken to the E.R. personnel. A member of the clinic’s medical
staff will accompany the patient on the transfer to the Hospital.
The physician also will discuss the situation with the person who
accompanied the patient to the clinic, usually the designated driver.



