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Note: The State Form is an official, legal
document. Al information must remain
unchanged except for entering the plan of
cofrection, coraction dates, and the signature
8pace. Any discrepancy in the original deficiency
citation(s) will be referred to the Offica of the
Texas Attorney General (OAQG) for possible fraud.
If Informatlon is Inadvertently changed by the
provider/suppier, the State Survey Agancy (SA)
should be notified Immediataly.

An unannounced Re-ficensure survay was
conducted on gite. An enfrance conference was
held with the facility Administrator and the Cilnical
Manager (Pemsonnel #1 and #2) at 8:00 AM on
03/14/11 to explain the purpose and-process, that
is, toascemhcanpﬁancewﬂhmereqmmmonts
at 25 TAC 139 - Texas Abortian Fadility Reporting
and Licensing Rules.

Survey findings for the Re-iicensure Survey was
discussed with the facility Administrator
(Personne! #1), and by conference caft with the
Director of Medical Servicas for the company
(Personnel #7), st an exit conferanca at 4:30 PM
on 03/15/11. They were provided the opporturity
to respond to the Investigation findings and to
provide evidence of compliance with reguiations
surveyed. Survey findings will be sent by e-maii,
and a plan of corraction for any deficlancies
noted should be retumed to the Arlington Zona
office within 14 calendar days.

Recommend Re-licansure of this Abortion
Faciftty. ‘Deficiancies cited.
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A283/ Continued From page § A283 1
) , A28
A 283 138.48(1)(A) Physical & Environmental A 283 smﬂ:mm on proper infection contral ad
Requirements dhpogofapimd or unused medications and
medical supplies.
The physicsl and environmental requirements for Completed by 4/30/11
a licensed abortl:n facility are as foflows. Tective im (3/15/11)all
(1) A faciiity shat: . medicines and medical supplies were removed
(A) have a safe and sanitary environment, from the facility according to OSHA and WWH
properfy constructed, equipped, and malntained Infection control management policies,
to protect the heatth and safaty of patiants and Completed 3/15/11
H ti s
staff at a The Adminisirator of the facility will now monitor
and supervise the process for ail medicine and
medical su; and for those
This Raquirement is not met as evidenced by: mtmmm Wu@ﬁd purging
Baged on observation and interview, the faciiity Effective 3/15/11
had not ensured a safe environment, equipped to
protact tha heaith and salety of their cients, In
that, they had: A) expired equipment (curettes),
in 1 of 2 operating rooms, and B) expired
medications in the Medication Area, where thess
itams had been avallable for clfent use.
Findings Included:
During a tour of the facility at 11:40 AM on
03/14/11 with the Clinical Dlrector (Parsonnel #2),
the susveyor observed the following:
A} 5 - cursties, expired 07/10, in oparating room
#2,
B) 22 - Gentamicin injectable, 80 mg/2 mi,
expired 03/01/11, in the Medication Area.
3 - Ampicifin injectable, 2 gram bottes,
expired 02/11, in the Medication Area,
In an interview at 8:40 AM an 03/15/11 with the
Clinlcai Director (Personnef #2), she vedfied that
theaboveeqdpmemmexpéred, and had been
availabia for client use,
500 - Stats Form
H conlinuetion shest 8 of 13

STATE FORM hand VGVe 1t




04-22-11;04:23PM;

L] 8 15

PRINTED: 0471272011
FCRM APPROVED
STATEMENT OF DEFICIENCIES PROVIDERSUPPLIERICLIA MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION o IDENTIFICATION NUMBER: oo CoMFLETED
A BUILDING. —— e
140000 8. NG 03/18/2011
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 21P CODE
1717 SOUTH MAIN STREET
WHOLE WOMANS HEALTH OF FORT WORTH, LLG FORT WORTH, TX 78110
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A 287 Continved From page 6 Aze7 A a8y
All liquidg in the facility will be labeled i
A287] 139.48(1)(E) Physlcal & Environmental Az87 to the composition and expiration date.
Requiremants Completed by 4/30/11
The physical and environmenta! requirsments for
@ licensed abortion factlity are as follows,
(1) A facllity shali:
(E) store hazardous cleaning solutions and
compounds in a secure manner and label
substances:;
This Requirement is not met as evidenced by:
Based on observation and intsrview, the facity
had not ansured a safa envkonment, in that, they
had not Isbeled an unidentified Hiquid used In 2 of
2 operating rooms.
Findings inctuded:
During a tour of the facility at 1140 AM on
03/14/11 with the Clinical Director {Personne| #2),
the surveyar cheerved an unlabeled purple spray
bottle, which contained a dark fiquid, in each of
the 2 operating rooms.
In an Interview at 8:40 AM on 03/15/11 with the
Ciinlcal Dirsctor (Personne! #2), she was asked
what the dark liquid was, and she sald it was
Betadine, usad during the surgical procadures.
S th A 336- An in-service will be provided to al staff
he statad the Betading bottles were usually e for on and s
labeted, but they had just gotten thase new '“P"’”ﬂ’m d"”’u m‘“! ; “ngm”‘m"" tion
bottles, and she confirmed they had not been w:thl‘ OSHA and WWH infection control,
labaled as to their contents, decontaminstion, and sterilization process,
including open position of hinged ingtruments.
A 3261 130.49(c)(5)(C)(M) infection Contro! Standards A28 Completod by 4/30/11
i As part of Whole Woman's Health Interna] Q/A
(d) Poficies and procedures for decontamination, Procese, the Administrator will supervise thig
disinfection, stariization, and storage of sterik proceas to ensure hest peactive. )
supplies. . On-Gotg Supervision
50D - State Form
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A328{ Continued From page 7

(C) Preparation for sterikzation,

temperature.

in the "closad” position.
Findings Included:

“closed.”

“closed.”

prescribed time and temperature.”

(8) Equipment and sterilization procedures.

(D) All articles to be sterilized shall be srranged
80 all surfaces shafl ba direclly exposed to the
sterilizing agent for the prescribed time and

This Requirement is not met as evidenced by:
Basad on obsarvation, Intarview, and
review, the facility did not correctly arrange aff
equipmant 1o be steriltzed, In thet, 2 of 3 areas
where starile supplies were stored contained
packages of tenaculums that had bean starilized

On a tour of the facility at 10:40 AM on 03/14/14
with ths Clinical Director (Personnel #2), the
surveyor observed the following packaged
sterfiized instruments had not been eranged
where the polint of the greatast bio-burden was
directly exposed to the sterilizing agent:

-The Pathology Room had 1 sterile packaged
tenaculum that had baen steriiized with the tips

~Surgary Room #2 had 4 sterile packaged
tenacutums that had been sterilized with the tips

A raview of the faciity “Procadure for
Decontamination, Disinfection, Sterilization, and
Storage of Sterfie Supplies,: policy, tast reviewed
10/09, required that "al) instruments to be
Mizedwmbearmngedsosusurfweswﬂlbe
directly exposed to the storflizing agant for the

A 326
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A448 138.56(c) Emergency Sarvices

responaibliities.

Findings inciuded:

following:

CPR, as it expired on 02/06/11.

In an interview at 11:00 AM on 03/14/11 with the
Clinical Director (Personnal #2), she verified the
above sterilized items had baen packaged with
the tips of the Instruments in a “closed” position
that did not allow for the point of the greatast
blo-burdan to ba exposed to the sterifizing agaent.

{c) Pergonnel providing direct patient care shal
be currently cartified in basic fife support by the
American Heart Association, the American Red
Cross, or the American Safety and Health
Institute, or in accordancs with their individual
professional Fcensure requirements, and if
required in their job description or job

This Requirement Is not met as evidenced by:
Based on interview and record review, the facility
had not ensured ail staff providing direct patient
care ware currantly certified in basic life support,
and ag required in their job deacriptions for 3 of 3
clinical staff (Personnel #2, #3 and #4),

Review of personnel records for three clinical
staff pereonnel who wers providing dinect patient
care during the survey on 03/14/11, ravealed the

Personnel #3: Her Job description as ¢ Patient

A 328

A
A 448

care.

Personnel #2: Her job description as the Clinical
Director required she have a cardiopulmonsry
resuscilation (CPR) certificstion for providing
basic fife support She did not have a currant

Ag:lgdmhasbeenschednlalm-m'ewmaﬁ. fy
staﬁ’inBCLSwhompmvidingdimctpaﬁent

Completed 4/30/11

[
800 - State Form
STATE FORM

bnd vave11

Hf contrustion sheet 9 of 13

15



* 12/ 18

04-22-11:04:23PM;

: PRINTED: 04/12/2011
FORM APPROVED

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA 2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: > COMPLETED
Asuome
8. WNG
03/15/2011

STREET ADDRESS, CITY, STATE, 2If CODE

NAME OF PROVIDER OR SUPPLIER
1717 SOUTH MAIN STREET
WHOLE WOMANS HEALTH OF FORT WORTH, LLC FORT WORTH, TX 76110

10 SUMMARY STATEMENT OF DEFICIENCIES 5]
g‘ggpp( (EPCHDEFIGEPCYMEEPREGEDEDBYFL&L PREFIX {EACH CORRECTIVE ACTION SHOULD 88 CONPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

A 448 Continued From page 9 Ad48
Advocate raquired she have a cardiopulmonary
resuscitation (CPR) certification for providing
basic life support. She did not hava a current
CPR, ag it expired on 10/05/10,

Personnel #4: Her job description as a Patient
Advocate required she have a cardiopuimonary
resuscitation (CPR) certification for providing
basic Iife support. She did not have a currant
CPR, as it expired on 02/10.

In Individual Interviews at 1:30 PM on 03/14/11
with Personnel #2, #3 and #4, they each verified
they were required to have a cummsnt CPR, and
their CPR certifications for providing baslc lifs
irad,
A 483

support had exp
A 483 136.60(x) State and Federal Requirements A ﬁm”'“&,“;n&ng ?“’“m”‘m‘“"ﬁ':’m“;ffwm

. 9D proper storage of controlled and non-controlled
(8) A licensed abortion facifity shalj be in medications,

compilance with ail state and fedaral lawa boa bei 0 the d
. Iockwﬂ] installed in ares to
pertaining to hendiing of drugs. , in the locked | .Mﬁm Ted
20 they are stored and
secured, in adaub[elod(edm ares.

Allnon—mntmﬂedmedicauons%dﬂbekepﬂna
sewmlockedarutommmsafety.
All to be Completed by 4/30/11

This Requirement is not met as evidenced by:
Based on observation, Interviews, and record
review, the facillty: A) was not in compliance with
all state and federa! lawa pertaining to handling of
drugs, and B) had not foliowed their drug security
pelicy, in that, drugs had not besn sacured in 2 of
2 operating rooms, the Medication Ares, and in
the Counsefing haliway fils cabinet,

Findings incuded:

During a tour of the facility at 11:40 AM on
03/14/11 with the Clinical Diractor (Pergonnel #2),

300 - Stwte Form
FTATE FORM o vGVB11 ¥ contmsaion shest 10 of 13
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A 483} Continued From page 10

Operating Room #1:

Operating Room #2:

unlocked drawer.
Medication Ares:

following was observed:

Medication In uniccked safe:
15 - Atropine injectable, 0.4 mgimi,
- 8 - Atropine injactable, 0.1 mag/mi.

Medication in unlocked cabinets:

74 - Pitocin injectable, 10 unfts/mij.

Medication in unfocked refrigerator:
Rhogam and Micro Rhogam

Cytotec

the surveyor observed the follawing unsecured
dnugs:

2 - Atropine, injectable, 0.4 milligrama/miliifter
(mg/ml) bottles, in an unlocked drawer.

2 - Atropine, injectable, 0.4 mg/mi bottles, in an

The Medi¢ation Area consisted of an open, side
hallway, located off the main clinical haliway
used by clients to get o the Recovery Room, and
hadnodootforaacurny, This open hafiway was
whare the fadliity's medications were kept in
uniocked cabinets, in an uniockad refrigera
and aisoc whers their safe {for controlied
medications) sat on the counter top. Al the time
this area was toured, the safe was unlocked. Ths

tor,

Medication sitting out on the counter top.
4 - Lidocaine 1% injactable, 10 mg/mi, unopened.
8 - Lidocaine 1% Injectable, 10 mgiml, opaned,

43 - Gentamicin mjectabie, BO mg/2 ml.
18 - Vasopressin Injectable, 20 units/mi,
13 - Ampicillin injectable, 2 gram bofties.

A 483

1

J
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Depo-Provera

Medication in unlocked file cabinet, in the
Counsaiing halway:

33 - Cytotec (misoprostol), 200 microgram
tablets, used for pregnancy termination.

In an Inferview at 12:00 FM on 03/14/11 with the
Clinical Director (:Personnal #2), sha was asked
If the medication cabinats were usually jocked,
and she sald "no." When asked why the safe,
used for controlled drugs, was not lockad, she
said she had "unlocked it, to make it aaaler for
the surveyor to check * She verifiad that ckents
uae the main haiway, passing by the opan
Madication Areg, o get to the Recovery Raom,

In en interview at 12:30 PM with the Licensed
Vocational Nurse (LVN), (Personnel #11 ), she
waaadcad%ycmtscpﬂhmmdbekepﬂnan
uniocked flie cabinet, away from other
medications used in the facllity, and she sald "she
didn't know." Sheverfﬁedmatanopenedbome
of 33 Cytotac tablets were in an unlocked file
cabinet in the Counsaling haltway,

The facility's “Procadure for Handling Controied
Medications, * policy, dated 12/07, noted that
"controlled medications must be secured behing
two locks, l.e. In 8 safe, in g lockable room.”

The state rules & regulations found at 25 Texas
Administrative Code, 133.41(q)(4)(c), requires
that “drugs.. shail bo proparly stored to
snsure.. .sacurity.”

Thefederalruhs&remuaﬂonsbundatm
Code of Federsi Regulstions, reqguires that:

At 482.25(b), in order 1 provide patient safaty,
drugs...must bo controlied...In accordance with

8QD - Siate Form
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applicable standards of practice, consistent with
Federal and State law."
At 482.25(b)(2)(1), all drugs must be kept In &
secure area, and locked when appropriate
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