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An entrance conference was conducted with the
clinic Administrator of Whole Woman ' s Health of
McAllen . the purpose of the unannounced onsite
survey (re-licensure) and survey process were
explained. An opportunity was provided for
questions and discussions.

A re-licensure survey was conducted per 25TAC
139.31 to determine the abortion facility ' s
compliance with the requirements at 25 TAC 139
(abortion facility licensing rules) using survey
report form.

An exit conference was conducted with the
Administrator of the abortion facility. The
preliminary findings of the survey and the next
steps in the survey process were explained. An
opportunity was provided for questions and
discussion.

No evidence of compliance was provided where
noncompliance was identified.
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139.44(e) Orientation, Training, Competency

(e) The facility shall document in each employee '
s personnel record evidence of all training and
orientation received.

This Requirement is not met as evidenced by:
Reviewed personnel training files and found that
two out of seven staff members had expired
cardio pulmonary resucitation (CPR) certification.
Administrator confirmed that staff members had
expired CPR certification.

139.49(b)(1)(A)(i) Infection Controi Standards

(b) Prevention and control of the transmission of
HIV, HBY, HCV, TB, and SP.

(1) Universal/standard precautions.

(A) An abortion facility shall ensure that all staff
comply with universal/standard precautions as
defined in this paragraph.

(i) Universal/standard precautions includes
procedures for disinfection and sterilization of
reusable medical devices and the appropriate
use of infection control, including hand washing,
the use of protective barriers, and the use and
disposal of needles and other sharp instruments.

This Requirement is not met as evidenced by:
Reviewed policies and procedures and
interviewed facility staff and found that personnel
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at facility were not following proper sterilization
procedures.

Findings:

a. Inreview of sterilization packs and
sterilization logs. All sterilized items were not
labeled with date/time of sterilization, load
number and autoclave. Observed that
sterilization packs at facility are only labeled with
date and initials of the person who performed the
wrap. The time of sterilization, load number and
autoclave are not included on sterilization label.
Observed in sterilization log that sterilization load
numbers are not included on log.

b. Interviewed staff at facility who conduct
sterilization staff # 2, Registered Nurse (RN) was
interviewed at 10:20am on September 3, 2013
and staff #3, Certified Nursing Assistant (CNA) at
10:30am on September 3, 2013 in the sterilization
room of the facility. Both interviewees confirmed
that the time of sterilization, load number and
name of autoclave were not included on the label
of the sterilized packs. The load number was not
included in the sterilization log. Both staff
members interviewed was not able to show that
this requirement was met.
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