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On November 18, 2010, the Department of Health (Department), Bureau- of Community

. Programs,

Division of Home Heath (Division), conducted an on-site survey at your abortion

facility, Allentown Medical Services. The survey findings revealed that the facility failed to-
provide services in accordance with 28 Pa, Code Chapter 29, Subchapter D, Ambulatory

Gynecological Surgery in Hospltals and Clinics. Spemﬁcally,

tl}e facility d1d not meet the -

following requirements:
¥

- 0001 -~ Requirements' for Abortion—'29 33(1)

Every medical facility shall meet the followmg reqmrements wi
abortions:

(1) Each medlcal facility shaﬂ have readily available eq
resuscitation, If local anesthesia is utilized to perform an

ith respect to the ,p_rovision of

mpment and drugs necessary for
abortion in a medical facility

- during the first trimester, then the follomng equlpment shall be ready to use for

resusmtanve purposes

L,
’

‘e

{i) Suction source.

(i) Oxygen source. :

((iii) Assorted size oral: alrways and endotrachedl tubes.

(iv) Laryngoscope - :
(v) Bagand mask:and bag and endotracheal tuBe

a&achments for assmted

' venn]atlon

(vi) Intravenous ﬂllldS mcludmg blood volume expandcrs

S (i) Intravenous catheters and cut-down mstrument tray. .

(vm) Emergency drugs for shock and metabollc 1mba1ame

(%) An 1nd1v1dua! to monitor resplratory rate, blood pressure and heart rate.
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* Based on a tour of the faclhty, review of policy and procedure ar‘d medical records and
- interviews with the physician and administrator, the facility failed to have readily avaitable an
‘individual to monitor respiratory rate, blood pressure and heart rate and to document patlent
assessment per faolhty pohcy for eleven (11) of eleven (11) medjcal records, nine (9) of nine (9)
 patients who receive conscious sedation or twilight sedation and. two (2) of two (2) who received

local anesthesw.. (Modlcal rccords #.1,2,3,4,5,6,7.8,9, 10 and 11)

Fmdmgs include:

‘Review of pohcl_es and procedures on November 18, 2010 at 13(50.

Policy # 9.7 titled “Documentation Policy and Procedure” states|for the procedure rooms the
needed and the time the

healthr care team will document puise oximeter, vital signs when

- procedure started and ended. For the recovery room policy states vital signs, medication
. administration (on TeCOVery room record), physwal findings andimedical complamts mustbe
documented” %/ _
medications used in twilight

- ‘Policy #9.1B Bradypnea/apnea states one of the side effects of
nt to monitor all patients who

‘sleep is impairment of the normal breathing reflex. It is importa

- receive twilight sleep with pulse oximeter.
- Policy #9.1C Hypoxeinia states patients who receive twilight sleep must be monitored by pulse
oximeter with alarms set to go off at 85% |

' Pohclcs failed to include the assessment and documentation of fesplratory rate. i

Review of form on November 18, 2010 at. 1030 titied “Abortlon Procedure Record” revealed that

pre-operative blood pressare, pulse, oxygen saturation and temperature are to be documented

- with staff initials, There is a statement “The patient was oontmoously monitored using pulse
~ oximeter and visual observation. Her medical condition and vits

- within normal limits at all titmes during the procedure.” There ¥

" pressure, pulse, respirations and oxygen saturatlon during proce

1 signs did or did not rémain.
Jas no documentation of bloed

dure.

Interview with the physician was conducted on November 18, 2010 at 1 100 Physxclan
‘referenced thé medical record that states: "The patient was cont inuously monitored using pulse ,
- oximeter and visual observation." He also referenced the fact that the majority of these women

- are healthy and do not require frequent vital signs. - : ' -

Revxow of medlcal records rcvealed

' Rewew of medlcal record # 1 on November 18,2010 at 1 100 t]evealed that there was no -

'prooperatlve documentatlon of blood pressure, pulse, resplratlons and oxygen saturationandno

... -documentation of blood pressure, pulse, resplrations and oxygeh saturation durmg or at the: end '
- of the procedure Patlent had. t\mhght sedatxon and mgned a pei‘rmt for oonscxous scdatlon

i
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Rgview of medical record # 2 on November 18, 2010 at 1100 reyealed that there was no
preoperaﬁve documentation of blood pressure, pulse; respiration[; and oxygen saturation and no .
documentation of blood pressure, pulse, respirations and oxygen saturation during or at the end
of the procedure. Patient had twilight sedation and signed a pernf'it for conscious sedation.

lReview of medical record # 3 on November 18, 2010 at 1115 revealed that there was no

»Pfef’Per_ative documentation of blood pressure, pulse, respirations and oXygen saturation and no

. documentation of blood pressure, pulse, respirations and oxygen saturation during or at the end
. of the procedure. Patient had twilight sedation and signed a peni{ﬁt for conscious sedation,

Review'oif medical record # 4 on November 18, 2010 at 1115 rcfvéaled that there was no
preoperative documentation of blood pressure, pulse, respiration's and oxygen saturation and no
documentation of blood pressure, pulse, respirations and oxygensaturation during or at the end
of the procedure. Patient had twilight sedation and signed 4 perrpit for conscious sedation.

vealed that there was no

s and oxygen saturation and 'no
satyration during or at the end
hit for conscious sedation.

Review of medical record # 5 on November 18, 2010 at 1130 re
prf;operative documentation of blood pressure, pulse, respiraticif
_ documentation of blood pressure, pulse, respirations and oxygen
- of th¢ procedure. Patient had twilight sedation and signed a pert

Review of medical record # 6 on November 18, 2010 at 1130 revealed that there was no
preoperativé “documeritation of blood pressure, pulse, respiratimgls and oxygen saturation and no
documentation of blood pressure, pulse, respirations and oxygen saturation during or at the end
“of the procedure. Patient had twilight sedation and signed a pelT'lit- for conscious sedation.

Review of medical record # 7 on November 18, 2010 at 1200 revealed that there was no
preoperative documentation of blood pressure, pulsé, respirations and oxygen saturation and no
documentation of blood pressure, pulse, respirations and oxygen saturation during or at the end -
of the procedure. Patient had twilight sedation and signed a per%nit for conscious sedation. '

Review of medical record # 8 on November 18, 2010 at 1200 rpvealed that there was no
preoperative documentation of blood pressure, pulse, respirati and oxygen saturation and no
-~ documentation of blood pressure, pulse, respirations and oxygen saturation during or at the end
of the procedure. Patient had twilight sedation and signed a permit for conscious sedation.

| Review of medical record # 9 on Novémber 18,2010 at 1245 revealed that there was no 7
preoperative documentation of blood pressure, pulse, respirations and oxygen saturation and no
documentation of blood pressure, pulse, respi_t-atio_ns and oxygen satutation during or at the end

" | of the'proccduré,.

. Review of medical record # 10 on November 18, 2010 at 1215 revealed that there. was no

. preoperative documenitation of blood pressute, pulse, respirations and oxygen saturation and no
ST docmne‘ntatidn of blood Pfessﬁfé;.pulse,'rqspiratigné and oxygeti saturation during or at theend
of thefproccdﬁrc.- Patient had local anesthesia. - DRI T




e B Revrew of pohcies and procedures on November 18 2010 at 13

- -Pohcy # 9.7 titled “Documentallon Pohcy and Procedure” states

[ | 4
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Review of medical record # 1 I.on November 18, 2010 at 1215 revealed -t_hat there was no

. preoperative docuraentation of blood pressure, pulse, resplrations
documentation of blood pressure, pulse, respirations and oxygen!s
of the procedure. Patient liad local anesthesia.

 The following equlpment necessary for patient care was not read
patient care and/or not in a usable state:

Observational tour of the faelhty room revealed:

Ultrasound machine, vacuum suctron, pulse oximeter and
been inspected, certlﬁed for use and not calibrated.

and oxygen saturation and no |
aturation during or at the end

ily avaﬂeble for use for safe

blood pressure cuffs had not

Medication refrigerator had a thick accumulatron of ice on freezer.

Interview wrth the admrmstrator on November 18, 2010 at 1315

0013- Requrrements for Abortion — 29.33 (13)

confirmed the above findings.

. Bvery medical facility shall meet the following requlrements w1th respect to the provision of

abortions:
(13) ‘Each patient shall be supervised constantly while I
anesthesia, until she is released from recovery by a regi

covering from surgery or

red nurse or a licensed practical

nurse under the direction of a registered nurse or a physician. The nurse shall evaluate the

condition of the patient and enter a report of the evaluatl
record of the patrent

Based on observation of the facrlzty, review of medlcal records 1111

n and orders in the medrcal

d interviews w1th physrclau

and admlmstrator, the facility failed to ensure that each patient was supervised constantly while
recovering from surgery or anesthesra/sedatron no documenta‘aon of patient assessment in

‘recovery room and no evaluation of patient status was documen

{;ed in the medical records on

~ discharge or prior to the released from recovery by the physrc;an for eleven (11) of eleven (11)
medical record s, nine () of nine (9) patients who receive conscious sedation or t\mhght :

sedation and two (2).of two (2) who réceived local anesthesia .
1,2,3,4,5,6,7,89,10and 11) .

i Fmdmgs lnclude )

edical records #

00:

for the procedure rooms the

~health care team will document pulse oximeter, vital signs when needed and the time the
procedure started and ended For. the recovery room pohcy states vital s1gns medrcatron
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admmlsiratron (on recovery room record); physical findings and medical complaints must be

documented

 Policy 8.11H titled "Protocdl for Recovery "states patients who receive conscious sedation
- should be monitored by pulse oximeter and where appropriate ECG monitor. On arrivals take
blood pressure and pulse and record on the recovery room record, then take and record vital
signs again in 10 10 15 minute intervals. In addition, record the degree of the patient’s bleeding,

cramping and any other complamts in the recovery room, All patients should stay in recovery
room for at least one hour,

Policy did not include assessment and documentation of respiration.

Room Record” revealed that
g minimal, moderate or heavy
nt oxygen saturation,

~ Review of formon November 18, 2010 at 1030 titled “Recovery

there is designed area to document blood pressure, pulse, bleedin
and cramping and comments area. No designated area to docum
respiration or temperature.

' Review of medical records revealed:

Review of medical record # 1 on November 18, 2010 at"_l‘ 100 reyealed no assessment and

documentation of bleeding and cramping per facility policy. No documentation of oxygen
saturation per policy. No documentation of respirations rate or q ity. Patient had twilight
sedation and signed a permit for conscious sedation: No assessment and documentatlon of the

oondr_tron of the patient prior to discharge.

Review of medical record # 2 on November 18, 20 170 at 1100 re ealed no assessment and

‘documentation of bleeding and cramping per facility policy. No ‘documentation of oxygen
saturation per policy. No documentation of respirations rate or kxahty Patient had twilight

sedation and signed a permit for conscious sedation. No assessment and documentation of the
condition of the patient prior to drscharge :

" Review of medical record # 3 on November 18,2010 at 1115 revealed no assessment and

" documentation of bleeding and cramping per facility policy. No 'documentation of oxygen
~ saturation per policy. No documentation of respirations rate or quality. Patient had twilight
sedation and signed a permit for conscious sedation. No assessrhent and documentation of the

oondltron of the patient prior to dlscharge : ;

l
- Rev;ew of medical record # 4 on November 18, 2010 at1115 revealed 1o assessment and

- documentation of bleeding and cram;:ung per faclhty policy. No documentation of oxygen
saturation per policy. No documentatlon of réspirations rate or quality. Patient had twilight
sedation and signed a permit for conscious ‘sedation. No assecs ent and dooumentauon of the |

_ oondltron of the patlent prior to dlscharge

,- f Rev1ew of rnedlcal reeord #5Son November 18, 2010 at 1 130 revealed no assessment and
E 'dnmlmentatlon of bleedmg and cramplng per faclhty pohoy N‘oi documentatlon of oxygen
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saturation per policy. No documentation of ‘respiraﬁons rate or qlfality. Patient had twiligl_lt'-
- sedation and signed a permit for coniscious sedation. Nao assessnient and documentation of the -
+ condition of the patient prior to discharge. ‘ i

Review of medical record # 6 on November 18, 2010 at 1130 rew!ealed no assessment and
documentation of bleeding and cramping per facility policy. No documentation of oxygen
saturation per policy. No documentation of respirations rate or qyality. Patient had twilight
sedation and signed a permit for conscious sedation. No assesst ent and documentation of the

condition of the patient prior to discharge. i

" Review of medical record # 7 on November 18, 2010 at 1200 revealed no assessment and - |

documentation of bleeding and cramping per facility policy. No flocumentation of oxygen

saturation per policy. No dOcuInentatioﬁ of respirations rate or quality. Patient had twilight
 sedation and signed a permit for conscious sedation. No assessment and documentation of the-

condition of the patient prior to discharge.
sealed no assessment and
documentation of oxygen

Review of medical record # 8 on November 18, 2010 at 1200 re
documentation of bleeding and cramping per facility policy. No
saturation per policy. No documentation of respirations rate or quality. Patient had twilight

- sedation and signed a permit for conscious sedation. No assessment and documentation of the
condition of the patient prior to discharge. | , '

Review of medical record # 9 on November 18, 2010 at 1245 reyealed no assessment and
documentation of bleeding and cramping per facility policy. No documentation of oxygen
saturation per policy, No documentation of respirations rate or quality. Patient had twil_ight
sedation and signed a permit for conscious sedation. No assesétneﬁt and documentation of the

ccondition of the patient prior to discharge.

Review of medical record #10 on November 18, 2010 at 1215 révealed no assessment and

docurnentation of bleeding and cramping per facility policy. No' documentation of oxygen
. saturation per policy. _No'documentation of respirations rate or chality. Patient had local
~ anesthesia. No assessment and documentation of the condition pf the patient prior to discharge.
_ ‘Review of medical record # 11 on November 18, 2010 at 1215 revealed no assessment and
documentation of bleeding and cramping per facility policy. No documentation of oxygen
" saturation per policy. No documentation of respirations raie or quality. Patierit ha'd:loc'a.l 3
- anesthesia. No assessment and documentation of the cdnditidn;of the patient prior fo dlschal‘ge- .

Interview with the adininistrator on November 18, 2010 at 1315 confirmed the above findings.
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Plan of Correction |

‘Develop‘meht,'Iniplementation and Submission 6f Plan of Correction

Please submit your written

| The facility shall dcvelop and unplement a correctlve action plan,
: rcorrectwe action plan to the Department of Health, Division of Home Health, 132 Kline Plaza,
Suite A, Harrisburg, PA 17104, along with evidence of a mech ism for monitoting -
dar days from the date of this

implementation of the corrective action plan, You have 10 calen
letter to submlt a correcuve action plan. - _

' 'Thank you for the cooperatxon you and your staff extended to mé during the survey

- -

. Sincerely,

9 R

Division of Hoine Health




