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T 000 12 VAC 5- 412 Initial comments T 000

- An unannounced Licensure Biennial survey was
conducted 12/08/2014 through 12/09/2014. Two
Medical Facilities Inspectors from the Office of
Licensure and Certification, Virginia Department of
Health conducted the survey.

The agency was not in compliance with 12 VAC-

- 412 Regulations for the Licensure of Abortion

Clinics. (Effective 06/20/2013).

TO50 12 VAC 5-412-160 B Administrator - T 050
B. Any change in the position of the
- administrator shall be reported immediately by

the licensee to the department in writing.

This RULE: is not met as evidenced by:

Based on interview and document review, it was
determined the agency failed to develop a policy
related to reporting changes of the position of
administrator.

- The findings included:

- Review of the agency policy and procedure
manual on 12/08/2014, revealed there was no

- policy requiring the governing body to notify the
Office of Licensure and Certification in writing of a
change in the position of administrator.

During an interview conducted on 12/08/2014, at
~ approximately 6:00 PM, Staff #2 acknowledged
there was no policy related to notifying the OLC of-
' changes in the position of administrator.

T060 - 12 VAC 5-412-170 A Personnel - TO060
A. Each abortion facility shall have a staff that is

_ adequately trained and capable of providing

- appropriate service and supervision to patients.
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T060 Continued From Page 1 - T 060
- The facility shall develop, implement and
maintain policies and procedures to ensure and
document appropriate staffing by licensed
clinicians based on the level, intensity, and scope
of services provided.

This RULE: is not met as evidenced by:

- Based on observation, interview and document
review, it was determined the agency failed to
ensure staff training was documented in employee

- files.

¢ The findings included:

In the recovery room on 12/09/2014 at
approximately 11:00 AM, Staff #6 was observed
. taking vital signs of clients.

- During an interview with Staff #6 on 12/09/2014, at
approximately 12:25 PM, Staff #6 stated that
he/she was currently taking classes required to
attend nursing school, and that he/she had been
trained to perform vital signs by Staff #4. During

~ an interview conducted on 12/09/2014 at
approximately 12:40 PM, Staff #4 stated that
he/she had trained Staff #6 how to perform vital

" signs. Areview of the employee file of Staff #6 did
not include supporting documentation of training

~for performing vital signs.

T095" 12 VAC 5-412-170 H Personnel T 095
H. Personnel policies and procedures shall

~include, but not be limited to: :

- 1. Written job descriptions that specify authority,

- responsibility, and qualifications for each job

. Classification;

- 2. Process for verifying current professional
licensing or certification and training of
employees or independent contractors;
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- 3. Process for annually evaluating employee
performance and competency;
4. Process for verifying that contractors and their -
employees meet the personnel qualifications of
the facility; and
5. Process for reporting licensed and certified
health care practitioners for violations of their

~ licensing or certification standards to the
appropriate board within the Department of
Health Professions.

This RULE: is not met as evidenced by:
Based on document reviews and staff interviews it
was determined the facility failed to perform an
annual employee performance for one (1) of

. seven (7) employees in the survey sample (Staff
#3).

The findings included:

At the entrance conference on 12/08/2014 at 1:00

- p.m., the administrator was asked to provide a list
of new employees hired since the last inspection

~and to include date of hire and title for the

- surveyor to review. The review of personnel
records on 12/08/2014 at 3:15 p.m. failed to
contain evidence that verify one (1) of seven (7)

- staff (Staff #3) had no evidence of an annual
performance evaluation. The seven (7) staff
members had been employed over one (1) year.

An interview was conducted on 12/08/2014 at 4:15

- p.m., with Staff #1 and Staff #2. The surveyor
requested documentation showing the facility

~ would have an annual evaluation for employee

- performances. Staff #2 reported he/she was
unsure if the facility did have policies and

- procedures to reflect the State licensure

. requirements for ensuring an annual employee
performance evaluation would be conducted:
however he/she would like to continue
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investigating.

The agency's policy titled, "Credentialing” was
reviewed on 12/08/2014. The policy read in part:
"The facility staff shall obtain and verify
information on the application as to education,
training, experience, appropriate professional
licensure, if applicable, and the health and
personal background of each staff member.”

~ The review of the facility's policies and procedures
on 12/08/2014 at 2:30 p.m. did not include policies
for evaluating employee performances annually.

- The findings related to implementing the policy for
evaluating employees were discussed with Staff

- #1 and Staff #2 on 12/09/2014 at 1:30 p.m. Staff

- #2 acknowledged that although the agency has a

- process to complete employee annual

* performance evaluations, he/she knew the
personnel file should have contained these
documents but failed to do so. Staff #2 reported
he/she was not aware Staff #3's annual evaluation
was not in the personnel file until it was brought to
his/her attention by the surveyor.

During the exit interview on 12/09/2014, Staff #2
- acknowledged that the facility has a process to
. obtain an annual employee performance
evaluation, but failed to maintain the facility's
- system in the manner required by this regulation.

T170 12 VAC 5-412-220 B Infection prevention - T170
B. Written infection prevention policies and

. procedures shall include, but not be limited to:

¢ 1. Procedures for screening incoming patients
and visitors for acute infectious illnesses and

- applying appropriate measures to prevent

- transmission of community acquired infection
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within the facility;

- 2. Training of all personnel in proper infection
prevention techniques;

3. Correct hand-washing technique, including
indications for use of soap and water and use of
alcohol-based hand rubs;

4. Use of standard precautions;

- 5. Compliance with blood-bourne pathogen
requirements of the U.S. Occupational Safety &
Health Administration.

6. Use of personal protective equipment;
7. Use of safe injection practices;

. 8. Plans for annual retraining of all personnel in

" infection prevention methods;

. 9. Procedures for monitoring staff adherence to
recommended infection prevention practices;

- and
10. Procedures for documenting annual
retraining of all staff in recommended infection

. prevention practices.

This RULE: is not met as evidenced by:
Based on observation, interview and document
- review, it was determined the agency failed to:

1. Ensure the use of standard precautions by
~ clinicians, when wearing gloves to prevent
transmission of microorganisms

- 2. Develop a hand hygiene policy for clinicians
- when donning gloves

The findings included:

- It was observed in the recovery room on

- 12/9/2014, at approximately 11:00 AM, that Staff
- #2 did not perform hand hygiene between glove

- not perform hand hygiene prior to donning gloves,
- when moving a stretcher to the procedure room.

- changes. At approximately 11:15 AM, Staff #6 did
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During an interview on 12/09/2014, at
approximately 12:20 PM, Staff #2 acknowledged -
that hands should be cleaned between glove
* changes and stated, "l guess | forgot." During an
©interview on 12/09/14, at approximately 12:25 PM,
Staff #6 acknowledged that hands are to be
cleaned prior to donning gloves with soap or
alcohol rub.

It was observed in the tissue exam and equipment
cleaning room on 12/09/2014, at approximately
11:00 AM, that Staff #3 did not perform hand

- hygiene between glove changes following two (2)
procedures.

- During an interview on 12/09/2014, at
approximately 11:20 AM, Staff #3 stated "] wash

- hands before | come into the room and when |

- leave the room, after all procedures are done."
Staff #3 acknowledged he/she would not leave the
tissue room until all procedures were done for the
day.

- According to the Center for Disease Control
- (CDC), Guide To Infection Prevention For
- Outpatient Settings, hand hygiene should be
. performed: ,
- 1. Before touching a patient, even if gloves will be
- worn ,
- 2. Before exiting the patient's care area after
- touching the patient or the patient's immediate
_environment

3. After glove removal

~ Review of the agency policies and procedures
manual on 12/09/2014, revealed there was no
- policy related to hand hygiene when wearing

- gloves.

During an interview on 12/09/2014, at
- approximately 2:00 PM, Staff #2 acknowledged

”STATE FORM ' 021199 LSOH11 if Vcdhti'n'uyatiériyéhéet 6 of 22
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there was no policy related to performing hand
hygiene before donning gloves and after glove
removal.
T175 12 VAC 5-412-220 C Infection prevention T17s 135 ROl

C. Written policies and procedures for the
management of the facility, equipment and
supplies shall address the following:

1. Access to hand-washing equipment and
adequate supplies (e.g., soap, alcohol-based
hand rubs, disposable towels or hot air dryers);

and other materials for cleaning, disposal,
storage and transport of equipment and supplies; USQ .
3. Appropriate storage for cleaning agents (e.g., '

_locked cabinets or rooms for chemicals used for

cleaning) and product-specific instructions for

- use of cleaning agents (e.g., dilution, contact
- time, management of accidental exposures);

4. Procedures for handling, storing and
transporting clean linens, clean/sterile supplies

c and equipment;

5. Procedures for handling/temporary
storage/transport of soiled linens;

- 6. Procedures for handling, storing, processing

and transporting regulated medical waste in

. accordance with applicable regulations:

7. Procedures for the processing of each type of

- reusable medical equipment between uses on
. different patients. The procedure shall address:

(i) the level of cleaning/disinfection/sterilization

'~ to be used for each type of equipment,

(ii) the process (e.g., cleaning, chemical

_ disinfection, heat sterilization); and

(iii) the method for verifying that the

" recommended level of disinfection/sterilization
- has been achieved. The procedure shall

reference the manufacturer's recommendations

- and any applicable state or national infection
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control guidelines;
8. Procedures for appropriate disposal of
non-reusable equipment;
9. Policies and procedures for
maintenance/repair of equipment in accordance
- with manufacturer recommendations;
10. Procedures for cleaning of environmental
- surfaces with appropriate cleaning products;
11. An effective pest control program, managed
- in accordance with local health and
environmental regulations; and
12. Other infection prevention procedures
- necessary to prevent/controf transmission of an
infectious agent in the facility as recommended
- or required by the department.

This RULE: is not met as evidenced by:
Based on observation, interview, and document
review, it was determined the agency failed to
- enforce its policy on environmental cleaning
_related to a tear in padding, located in the
procedure room.

The findings included:

It was observed during a tour of the facility on

- 12/08/2014, at approximately 2:00 PM, that there
was a tear in vinyl padding of a structure adjoining
the procedure table, above the head of the '

" mattress padding.

During an interview conducted on 12/08/2014, at
. approximately 2:00 PM, Staff #1 stated that this
portion of the table was used by a clinician to
- make notes during the procedure. Staff #1 stated,
- "We can get rid of this."

Atear in vinyl inhibits the ability to disinfect the
~ surface of microorganisms. Agency policy and
procedures state "Stretcher mattresses, gurneys, -
- wheel chairs and chairs will be examined first
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thing in the morning and between patients for
tears. If there is any damage to any mattress,
gurney or chair it will be removed from use and
reported to the Director of Nursing."
T180 12 VAC 5-412-220 D Infection prevention Tigo  T1%¥0 :‘2)30}?4
D. The facility shall have an employee health W ‘fﬂO{i‘}‘q will ‘ampi@m@’hL o

~ program that includes: 01' 0 O\ pm&du(@ R)f an
1. Access to recommended vaccines: ; p l CL{ N :

. ; ; .

+ 2. Procedures for assuring that employees with Qmmow hQﬂH‘h Pm@mm ‘ﬂ\zS ,
communicable diseases are identified and . 3 ‘
prevented from work activities that could result in PfO?fam WKn OO“SIQ’UP} bUJr DH

- transmission to other personnel or patients: bQ fﬁh%d +O .

3. An exposure control plan for blood-bourne ‘ g‘ 2 {»O
pathogens; ¢ : Pgﬁ e

- 4. Documentation of screening and , EdUCGhOﬂ 8 (3_ .
immunizations offered/received by employees in fre(-oqmzpv Qﬂ Q(O*lfc anln5+
accordance with statute, regulation or podential hozards fo-imseives
recommendations of public health authorities, : d W( 5 ,
including documentation of screening for aﬂ ?«Usonm ,

- tuberculosis and access to hepatitis B vaccine; N P A . .

5. Compliance with requirements of the U.S. ’f() QYDV&S{OH O" lﬂdi Cﬂ‘kd VO«CC\WMS
Occupational Safety & Health Administration for al ( @mpww (iﬂdudm PthEﬁaﬂSI
- reporting of workplace-associated injuries or T ‘ L
- exposure to infection. 40} % 0w -09 Monidoring o £Xposo s
' mmyni i i '

© This RULE: is not met as evidenced by: ‘;’h . Cedga%e r%v%ﬁonm COnJU(ﬂTOﬂ
Based on document review and staff interviews : Wi in 0! P .

~ the facility failed to have an employee health . , . .

- program that documented screenings and Em i'mS‘ On maimfmaﬂ& of

- immunizations offered/received by employees in S() ; :
accordance with statute, regulation or h v maﬂh MbH'S aﬂd MSOY\Q\
recommendations of public health authorities for %%@M .

. seven (7) of seven (7) employees and five (5) of . . res
five (5)(p?1ysicians. (7) employ © ’ \Y\Oﬂr\Oﬁ (lnd provision ok

o Qe 4o pecSonnel with work -

| The findings included: :(Q{a,{gd illouss oY -QX?(BUTQ '

. Areview of seven (7) personnel records ‘
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- (Employee files #1-#7) and five (5) credentialing

- personnel records (Credentialing Employees
#1-#5) failed to contain evidence verifying
employees were offered/received screening for
tuberculosis annually. One (1) of seven (7)
personnel records (Employee #4) and four (4) of
five (5) credentialing personnel records
(Credentialing Employees #1, 2, 3 and 5) failed to
contain evidence verifying employees had access

" to Hepatitis B vaccine.

The agency's policy titled, "Hepatitis B Vaccine"

- was reviewed on 12/08/2014. The policy read in -
part: "Each staff member whose position has
identified them as being at risk of contracting, or
there is reasonable anticipation that they may be
exposed to Hepatitis B Virus (HBV) will be offered
the HBV vaccination series free of charge. The

- vaccine will be available within 10 days of

- employment or assignment of a new position

- within the risk category. This vaccination does not
have to be given if, the employee has previously

 received the complete HBV vaccination series,
antibody testing has revealed the employee is
immune, the vaccine is contraindicated for
medical reasons, or the employee refused the
vaccine and signs the Informed Refusal Form."

The review of the facility's policies and procedures
~on 12/08/2014 at 2:30 p.m. did not include policies
- for screening for tuberculosis.

- The findings related to having screening and

- immunizations offered/received by employees

- were discussed with Staff #2 on 12/08/2014 at

4:15 p.m. Staff #2 acknowledged the facility does

- have a process for offering employees screening -

- and immunizations, including Hepatitis B and the
influenza vaccine. Staff #2 reported many

- employees refuse this offered service. The
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Continued From Page 10

employee's refusal. Staff #2 reported the facility
had developed a decline or refusal of
immunizations form, but failed to have

- documentation of the employees/physicians

declining the screenings and immunizations. Staff
#2 stated, "We don't have anything about
tuberculosis screening and we don't require it
because we didn't know we needed to."

T180

12 VAC 5-412-260 C Administration, storage and T 275 ; Tl%

dispensing of dru

C. Drugs maintained in the facility for daily
administration shall not be expired and shall be

- properly stored in enclosures of sufficient size
- with restricted access to authorized personnel

only. Drugs shall be maintained at appropriate
temperatures in accordance with definitions in 18
VAC 110-20-10

~This RULE: is not met as evidenced by:
~ Based on observations, interviews and document

review the facility failed to maintain drugs in the

 facility for daily use which are unexpired.

_ The findings included:

A tour of the facility was conducted on 12/08/2014

- at approximately 1:30 p.m. with Staff #1. The

observation in the facility's double iocked

~ medication cabinet revealed three (3) boxes of
- single use Fentanyl vials with an expired date

- documented as "1Dec2014." Two (2) boxes of
. Fentanyl were unopened and one (1) box of

Fentanyl had approximately five (5) vials removed

" and documented by the physician in the

- medication log. The three (3) boxes of expired
~ Fentanyl were removed by Staff #1

~ (Administrator).
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. Review of the facility's policy titied
"Pharmaceuticals” read in part: "The Director of
Nursing, under the supervision of the Medical
Director is responsible for the ordering, storing,
stocking, controlling, distributing and disposing of

- controlled substances and all other medications.
In accordance with all applicable laws, records are

- dept on all ordering, purchasing and dispensing of
drugs.” :

* An interview was conducted on 12/08/2014 at 1:45
p.m. with Staff #1. Staff #1 verified the date on

- the three (3) boxes of single use Fentanyl. Staff
#1 stated, "There is something wrong because we
just received this shipment from the distributor

. approximately one month ago and it shouldn't be
expired already. | am going to contact them about

- this, but these boxes should be discarded

- immediately from this locked medication cabinet."

- [According to www.drugs.com: Fentanyl is an
opioid medication. An opioid is sometimes called a

- narcotic. Fentanyl is used as part of anesthesia to-
help prevent pain after surgery or other medical
procedure.]

T285 12 VAC 5-412-260 E Administration, storage and  T285 TlgB ;11}8051‘-}/
dispensing of dru

| E. Records of all drugs in Schedules I-V Om% Mﬂ%@ﬂm \‘CQHSQ[) ‘
" received, sold, administered, dispensed or V(U&Sﬁ()ﬂa] wﬂ\ KUP f«Q COfd |

otherwise disposed of shall be maintained in

- accordance with federal and state laws, to O{f al ar U%S YQCQWM ,Odmmﬁsﬂ@d}

~include the inventory and reporting requirements . .

of a theft or loss of drugs found in 54.1-3404 of d\S?RﬂSQd or dtSp(N.d. f

~ the Drug Control Act of the Code of Virginia. m mgo\‘m‘ d‘.mdo{ Wlu bﬂ :

;his f;ULEd: is not r’:}et as evidbencedt_by: ; s 0“?\”9‘2— g{)f Ofdkﬁ'ﬂ 'S‘fﬁg&ﬂg }
ased on document review, observation an : : <Ly : :

- interviews the facility failed to keep records of all 8??90&‘{8(50;;0‘5’38\‘}2331 Qa U%&an(ﬁ
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drugs in Schedules -V received in accordance
with federal and state laws.

Note: This is a re-cite from 2012.

The findings included:

at approximately 1:30 p.m. with Staff #1
(Administrator). Staff #1 reported all narcotics are
stored in the double locked medication cabinet.
Staff #1 confirmed only patients who receive

. sedation have an IV (intravenous line which is
inserted into the vein to receive fluids or

#1 confirmed he/she is not licensed as a health
professional. Staff #1 confirmed the narcotics are
received by him/her from the vendor; however
medications are removed from the locked cabinet
by the physicians and CRNA (certified nurse

- anesthetist) and documented in the medication
logs. Staff #1 acknowledged all narcotics are

~record and by the medication logs signed by the

Medical Director. Staff #1 verified the narcotics
are counted at the above named facility by the

the medication log. Staff #1 and Staff #2 count
~a separate ledger from the physicians but

. and Staff #2 are not licensed as health
- professionals.

- Areview of the medication logs and ledgers were
conducted on 12/08/2014 with Staff #1.

. Medication logs showed evidence the physicians
and CRNA signed each entry for narcotics

. dispensed. A review of the monthly ledger

- showed evidence Staff #1 and Staff #2 initialed
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A tour of the facility was conducted on 12/08/2014

medications) started prior to the procedure. Staff -

accounted for by documentation in each patient's

physicians and/or CRNA, which is overseen by the

physicians prior to each use and documented on
the narcotics monthly and document the count on '

compare counts. Staff #1 again confirmed he/she
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the monthly narcotics count co-signed by the
Medical Director. Staff #1 confirmed he/she and
Staff #2 are not licensed as health professionals.

~ An interview was conducted with Staff #5 on
12/09/2014 at approximately 9:10 a.m. Staff #5

~ verified a narcotics count is done at the beginning
of each clinic and documented on the medication
log. Staff #5 acknowledged there have been no
problems; however if any problems were
encountered with the count, he/she would notify
the Administrator and the Medical Director

- immediately and his/her obligation is to report it
the proper authorities.

A review was done of the Code of Virginia
54.1-3408 Professional use (of controlled

- substances) by Practitioners. There was no
allowance for non-licensed persons to handle
narcotic medications, even if under the
supervision of a physician.

~ Areview of the facility's policy titled

" "Pharmaceuticals” read in part: "The Director of

- Nursing, under the supervision of the Medical
Director is responsible for the ordering, storing,

~ stocking, controlling, distributing and disposing of

- controlled substances and all other medications.
In accordance with all applicable laws, records are
kept on all ordering, purchasing and dispensing of

. drugs. The Medical Director and/or the Director of

~ Nursing is responsible for the correct, safe

~ storage of medications, 1V solutions and
chemicals. Access to drug storage is limited to
licensed Medical and Nursing personnel.

- Adequate space, cabinetry and refrigeration shall
be made available tin the pharmacy area to house

- all pharmacy medications and related supplies.”
Nowhere in the policy does it state uniicensed
personnel shall have access to controlied

© substances.
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During a review of Staff #5's credentials file on
12/08/2014 it was noted the documentation
indicated Staff #5's DEA (drug enforcement
agency) number expires on 10/31/2016.

Areview of Staff #1 and Staff #2's employee file

- were conducted on 12/08/2014. Staff #1's date of
hire was 07/01/2000. Staff #1 has no professional
license which would allow him/her to handle

~ controlled substances. Staff #1 has no evidence
of training in medications in his/her employee file.

- Staff #1 has a job description for administrator.
Staff #2's date of hire was 09/04/2004. Staff #2
has no professional license which would allow

- him/her to handle controlled substances. Staff #2
has evidence of attending nursing school and

~ training in medications in his/her employee file.
Staff #2 has job descriptions for alternate

~ administrator and surgical and laboratory
technician.

An interview with Staff #1 and Staff #2 was
conducted on 12/09/2014 in regards to the

- findings. Staff #1 acknowledged approximately

- two (2) years prior to the survey a staff Registered

 Nurse was responsible for the task of handling all

- medications. After the Registered Nurse left the

- facility, the medication task became the
responsibility of the Administrator because the
physicians were not in the office everyday. Staff

- #1 didn't want to add more responsibilities to the

~ physicians so he/she took the duty of ordering,
storing and stocking the controlled substances
and all other medications. Staff #1 stated, "l didn't
realize | couldn't receive, store and count the

~ narcotics until it was brought to my attention by the

~surveyor." ‘
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A. The abortion facility shall implement an
ongoing, comprehensive, integrated,
self-assessment program of the quality and
appropriateness of care or services provided,

- including services provided under contract or
agreement. The program shall include process,
design, data collection/analysis, assessment and
improvement, and evaluation. The findings shall

be used to correct identified problems and revise

- policies and practices, as necessary.

This RULE: is not met as evidenced by:

- Based on document review and interview the
quality committee failed to ensure the facility
maintained an ongoing, comprehensive,

- integrated, self-assessment program.

" Note: This is a re-cite from 2012.
The findings included:

- An interview and review of the facility's quality

. program was conducted on 12/09/2014 at 1:30
p.m., with Staff #2. Staff #2 initially stated he/she -

- did not understand the State licensure ‘

- requirement of implementing "an ongoing,
comprehensive, integrated, self-assessment

- program of the quality and appropriateness of

. care or services provided, inciuding services
provided under contract or agreement.”

. The review revealed documents titled "Quality

- Meeting," which listed items discussed as part of -
- the facility's quality program meeting. The

- surveyor asked Staff #2 how the quality committee
* determined, which items to discuss and if the

- committee had formulated the items from data

- collected. Staff #2 denied that data had been
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during the quality committee's meetings. q PO\HRM 3&"13 0\04101\ (SUWRL{S !
o | , SU%QS 0N box)
An interview was conducted on 12/09/2014 at 1:50 5 :
- p.m., the surveyor inquired if Staff #2 had i
- reviewed the Regulations for the Licensure of ‘ ’ (bmp a M HSOtU}(Oﬂ
Abortion Facilities Effective June 20, 2013. Staff
#2 denied awareness of the updated State (Q %wrdl ﬂ9 am W,POH\
- licensure regulations. Staff #2 stated, "We have n Cﬁons C®m i ‘flon
19 ol at ofperfomed  raam g ot evmww
| mpilation)
T320 12 VAC 5-412-300 B Quality assurance ta0 F S‘\RFF QONCerNY 12 afdl/{?o OAW”T
I SU 0N 0ox |
' B. The following shall be evaluated to assure Qa’ 2 ( SmH
adequacy and appropriateness of services, and ; , Mhﬂ
to identify unacceptable or unexpected trends or
ocourrer?clzes: P i “’}\‘3 (Ogmm Wl“ a lDw +M
1. Staffing patterns and performance: FQQM 'm @DW-?D}’ and MaLL
2. Supervision appropriate to the level of im (Wlmﬂﬁ ’k)
service; ‘ p {AW cove
3. gatient reoo;ds; : aﬂa N OUr (43 Ve d()m
4. Patient satisfaction; ‘
5. Complaint resolution; ~b bw’:w SUU'Q %\\Q Qﬂm DF
- 6. Infections, complications and other adverse our p(l'h,e
- events; and ,
- 7. Staff concerns regarding patient care. :
This RULE: is not met as evidenced by: T?DQ‘O 2!-30 4,
Based on document review and interview the
- quality committee failed to ensure an evaluation of T“Q W QU.{ aﬂd O\mef ”a"km
 the adequacy and appropriateness of services as of ServiesS will be a vokd bq
. required by the State licensure regulations. ‘H\R QUQ\AN }\SSWW\CL Comm,ﬁg_
~Note: This is a re-cite from 2012 related to staff's ﬂ}g Q,V&‘.()a—h()ﬂ Wil \dﬁﬁ‘h‘q ‘PfUl
e sbfects of e cualty U oL NI ol
| 01 occurinesS Mhis wil
" The findings included: M Q)\\()u)lﬂ
i : n rrorman
. An interview and review of the facility's quality 8&0\% ﬂ9 pan ) Wd 92 FO’ CJZ
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program documents were congucted onS 3 Q&HQM’ {Q(Dfds
12/09/2014 at 1:30 p.m., with Staff #2. Staff #2
and the surveyor reviewed the facility's quality . POA”&M 39:“3@%‘0%10(\ (SUW»Wj
- program documentation. The facility's 3\1(5
documentation did not include the required seven 5. CDM?‘WM’ {301 Qh()ﬂ
(7) elements of: staffing patterns and A d ;
- performance; supervision appropriate to the level ) Rubfdm ANy C%PO f‘h
of service; patient records; patient satisfaction: infadkions’ (\x)m honS ﬂd ober,
- " . - ‘
complaint resolution; infections, complications and deQ evznb (mbﬂ‘}h QfomO‘ Q:h'm)
- other adverse events; and staff concerns a H J
regarding patient care. Staff #2 reported the j} S0tk Conearn vepardli oL
quality committee had collected data but had not nea EM—&H 30(5 ol BoX m#/ga)
evaluated data for the seven required areas or
~ identified unacceptable or unexpected trends or
occurrences. 30 Me?%{}oy‘ %QV%(IUM
, covre MAKL i moroveaets
During an interview conducted on 12/09/2014 at
1:30 p.m. the surveyor inquired if Staff #2 had Fﬁqa(diﬂ% pahw CN'Q
reviewed the Regulations for the Licensure of
- Abortion Facilities Effective June 20, 2013. Staff
#2 denied awareness of the updated State
licensure regulations. Staff #2 reported the quality
- committee had collected data, but had not
_analyzed or trended data for the required areas to
identify unacceptable or unexpected outcomes.
| . | 1320
T330 12 VAC 5-412-300 D Quality assurance T 330

D. Measures shall be impiemented to resolve
problems or concerns that have been identified.

This RULE: is not met as evidenced by:

~ Based on document review and interview the

~ quality committee failed to ensure measures were
implemented to resolve identified problems and

. concerns.

Note: Thisis a re-cite from 2012 related to staff's ;
- failure to ensure how problems would be resolved
_ by the quality improvement committee.
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| e Qualiby ASsurana. Commitiee
The findings included: .
 The findings inclu il hold meetings fodistuss
An interview and review of the facility's quality ooncerny (‘,\r\d\ 1) \Lms %O&» hQ&LQ
program was conducted on 12/09/2014 at 1:30 A . .
“p.m., with Staff #2. Staff #2 initially acknowledged heen identikied and ony Correctie
the quality improvement committee did discuss 3ol '
concerns/problems that had been identified by 0CRoNS m \Q,W(}Led 46 (230lvL.
services provided, appropriateness of care P@b\&mj o CD{\QNHS V\) \ bﬂ
~ including reports from staff, patients, performance, dOw
patterns, or any other sources of data collected. ‘
- The review revealed documents titled "Quality ww W\ M a sz D" a”
' Meeting," which listed items discussed as part of Comp; akons Qf\ W ) WﬁS
~ the facility's quality program meeting. Staff #2 Um pr £ n_u,s
identifies the items as concerns that were q om P‘ Mo
- discussed during the meeting. The surveyor
asked Staff #2 for documentation that measures
- were implemented to correct the concerns. Staff
. #2 reported the quality committee did not
document any corrective actions that were
" implemented.
An interview was conducted on 12/09/2014 at
- approximately 1:50 p.m., with Staff #2. The
findings were reviewed. Staff #2 reported the
~ facility's quality program needed to address the
~issues found by the survey team. Staff #2
acknowledged the quality program's failure to
~implement measures to resolve problems or
concerns that have been identified.
T 335 2 VAC 5-412-300 E Quality assurance - T335 ! 335 QBO)"“

E. Results of the quality improvement program
~ shall be reported to the licensee at least annually
~and shall include the deficiencies identified and
- recommendations for corrections and
- improvements. The report shall be acted upon
. by the governing body and the facility. All
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corrective actions shall be documented.

~ Identified deficiencies that jeopardize patient

safety shall be reported immediately in writing to
the licensee by the quality improvement
committee.

This RULE: is not met as evidenced by:
Based on document review and interview the
quality committee failed to compile results of
deficient practices or corrective action

- implemented to the governing body.

: Note: This is a re-cite from 2012 related to staff's

failure to ensure results of the quality

- improvement program would be reported to the

licensee at least annually and deficiencies

_identified, recommendations and improvements
were being acted upon by the governing body and’
_ the facility.

The findings included:

" An interview and review of the facility's quality
- program was conducted on 12/09/2014 at 1:30

p.m., with Staff #2. Staff #2 initially acknowledged
the quality improvement committee did discuss

- concerns/problems that had been identified by

services provided, appropriateness of care

including reports from staff, patients, performance,
~ patterns, or any other sources of data collected.

- The review revealed documents titled "Quality
~Meeting," which listed items discussed as part of

the facility's quality program meeting. Staff #2

~identifies the items as concerns that were

. discussed during the meeting. The surveyor

- asked Staff #2 for documentation that measures
were implemented to correct the concerns. Staff

- #2 reported the quality committee did not

document any corrective actions that were
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7335 Continued From Page 20 T 335
~implemented. Staff #2 reported the quality
committee did not compile a report for the
governing body to review at least annually.
* An interview was conducted on 12/09/2014 at
~approximately 1:50 p.m., with Staff #2. The
findings were reviewed. Staff #2 reported the
facility's quality program needed to address the
issues found by the survey team. Staff #2
acknowledged the quality program's failure to
report the deficiencies identified and
recommendations for corrections and
" improvements.
T360 12 VAC 5-412-340 Policies and procedures

" The abortion facility shall develop, implement
and maintain policies and procedures to ensure

minimize hazards to all occupants. The policies
and procedures shall include, but not limited to:
1. Facility security;
2. Safety rules and practices pertaining to
personnel, equipment, gases, liquids, drugs,
supplies and services; and
3. Provisions for disseminating safety-related

. information to employees and users of the

* facility.

This RULE: is not met as evidenced by:

Based on interview and document review, it was
" determined the agency failed to develop policies

related to safety within the facility and on the

grounds.

The findings included:

Review of the agency policy and procedure
manual on 12/08/2014, revealed there was no

T 360
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: policy detailing how the agency provided security
for employees and patients within the facility.

During an interview on 12/08/2014, at
approximately 6:00 PM, Staff #2 stated that the
facility had installed bullet proof glass, a video
camera, and a process of locking all doors to
ensure safety of staff and clients. The exterior

door to the building was locked at 7:00 PM by the

owners, as a safety measure. Staff #2
acknowledged there was no policy related to the
¢ security measures that had been put in place.

T 360
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