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TAC 139 Initial Comments
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An unannounced visit was made to the above
named facility to conduct a Re-licensure
Inspection to determine compliance with 25 TAC
Chapter 139 State

Licensing Rules for Abortion Facility.

An entrance conference was conducted on the
morning of 7/5/12 with the Clinic Manager. The
purpose of the visit and procedure for the
inspection was discussed.

An exit conference was conducted on the
afternoon of 7/6/12 with the Clinic Manager.
The findings and determination of the inspection
was discussed. The Clinic Manager was given
an opportunity to provide additional information
and ask questions.

139.56(c) Emergency Services

(c) Personnel providing direct patient care shall
be currently certified in basic life support by the
American Heart Association, the American Red
Cross, or the American Safety and Health

| Institute, or in accordance with their individual

professional licensure requirements, and if
required in their job description or job
responsibilities.
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PROVIDER'S PLAN OF CORRECTION

This Requirement is not met as evidenced by:
Base on record review and interview the facility
failed to ensure that one of four employees was
currently certified in basic life support (employee
#53).

FINDINGS INCLUDE:

Review of employee #53's file on 7/5/12 revealed
her basic life support certification expired 3/31/12.
Employee #53's job title is listed as "Medical
Assistant”, she has direct contact with the
patients per her job description.

Review of facility requirement for the above
position on 7/6/12 revealed employees must have
current basic life support certification on file.

Interview with employee #53 on 7/5/12 at 1:15

PM in the manager’s office revealed "i did not
know my CPR has expired | will call my school to
see how | can renew it". This same was
interviewed again on 7/6/12 at 11:00 am in the
manager's office regarding the status of her
expired basic life support certification, she said "|
call the school today or try to renew it online today
when the patients leave, we were very busy
yesterday"”.
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