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COMMONWEALTH of VIRGINIA

Department of Health

Karen Remley, MD_MBA, FAAP P O BOX 2448 TTY 7-1-1 OR
State Health Commissioner RICHMOND, VA 23218 1-800-828-1120
July 30, 2012

Certified Mail Delivery

Lilly Kane, Administrator
Women’s Health Clinic

101 South Whiting Street, Suite 215
Alexandria, Virginia 22304

RE: Woman’s Health Clinic, Alexandria , Virginia
Abortion Facility Initial Licensure Survey

Dear Ms. Kane:

An announced Initial Abortion Facility Licensure survey of the above agency was completed on July 19,
2012 by a Medical Facilities Inspector team from the Virginia Department of Health's Office of Licensure
and Certification (OLC).

Enclosed is the Licensure Inspection Report. This document contains a listing of deficiencies found at the
time of this inspection.

You are required to file a plan for correcting these deficiencies. Your statements shall reflect the specific
detailed actions you will take to cormrect deficiencies, prevent a recurrence of the deficiencies, and
measures implemented to maintain compliance. You must aiso give the expected completion date of each
deficiency.

Completion of corrective actions shall not exceed 30 working days from the last day of the inspection
(due August 30, 2012} except for those corrective actions Jor deficiencies cited under 12VACS-412-380
of the Regulations for the Licensure of Abortion Facilities, Sfor which corrective action must be
completed within two years of the issuance of the license.

After signing and dating your Plan of Correction, retain one copy of the report for your files and return
the original to OLC within 15 working days of receipt of this inspection report. Please provide written
documentation of the corrective actions taken by your agency for each of the deficiencies cited on the
enclosed Licensure Inspection Report.

VIRGINIA
DEPARTMENT
OF HEALTH
Protecting You and Your Environment
www.vdh.virginia.gov






Women’s Health Clinic July 30, 2012
Abortion Facility Initial Licensure Survey Page 2

A copy of the completed form “Licensure Inspection Report” will be kept on file in this office and will be
available for public review. OLC is required to make copies of this report available to other Federal and
State regulatory or reimbursement agencies upon request.

Should you have any questions, please feel free to call Kathaleen Creegan-Tedeschi, Supervisor, Acute
Care Licensing, Office of Licensure and Certification, at (804) 367-2156.

Sincerely,

State Health Commissioner

c! Erik Bodin, Director
Office of Licensure and Certification

Enclosure
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101 S. WHITING ST, SUITE #215
ALEXANDRIA, VA 22304

(%4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ox5)
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T 000| 12 VAC 5- 412 Initial comments T 600
An announced Initial Licensure Abortion Faclllty Plan of Correction
inspection was conducted at the above referenced
facility July 18 and 18, 2012 hy two (2) Medical T030
Facility Inspectors from the Virginia Department of
Healih's, Office of Licensure and Certification. The Bylaws of the Governing
The facility was found to not be in compliance with Authority will be amended to
the State Board of Health 12 VAC 5-412, specify that the governing body
Reguiations for Abortion Facility's effective : R
December 29, 2011, Deficiencies were identlfied appoints the administrator and
and cited, and will follow in this report. delegates to the.administrator
the authority and responsibilities g bl
T030 12VAC 5'412"140 E Ol'ganfzaﬂon and T030 as deﬁned in the jOb descripﬁon ’3 2'
management of the administrator.
E. The bylaws shall include at a minimum the
following:
1. A statement of purpose;
2. Descripticn of the functions and duties of Th : ; .
the goveming body, or ather legal authorily; e Governing Body !nmutes will
3. A statement of authority and responsibility be amended to appoint the
delegated to the administrator and to the clinical (name of person) as the
4. Provision for selection and appointment administrator.
of clinical staff and granting of clinical privileges;
and :
5. Provision o_f guidelines for rel_at_ionships
among the goveming body, the administrator and The governing body minutes will
the clinical staff, ]
be amended to contain
This RULE: is not r{:et as evidem;:g ‘bw 0 guidelines on how clinical staff
Based on document review and staff interview the .-
facility failed to ensure the governing body are granted privileges .
appointed the administrator. The facility goveming
body also failed to ensure the clinical staff were
gliven privileges to practice In the faciiity.
The findings include:
LABORATORY masc‘roasoaﬁmwnmsuwusn ATIVE'S SIGNATURE TIME / @ OATE £ 9313
Alln R Kane PRESDERT [ ADMAISTRATSR.
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FORM APPROVED

STATE WORKLOAD REPORT

Provider/Supplier Number Provider/Supplier Name
ALEXANDRIA WOMENS HEALTH CLINIC
Type of Survey (Select all that apply) A Complaint Investigation E Initial Certification I Recertification
) M B Dumping Investigation F  Inspection of Care J  Sanctiops/Hearing
HRERRR C  Federal Monitoring G Validation K State License
T D Follow-up Visit H Life Safety Code L CHOW
M Other ;
Extent of Survey (select all that apply} A Routine/Standard Survey (sll providers/suppliers)
. - B Extended Survey (HHA or Long Term Care Facility)
r‘;‘]:[:[_]___l C Partial Extended Survey (HHA)
D Other Survey

SURYEY TEAM AND WORKLOAD DATA . '
Flease enter the workload information for each surveyorUse the surveyols identification number

Fist | Last | PreSurvey |  OnsSite On-Site “onsite | Teavel | OffSite Report |
Surveyor[D}::Tber Date —‘ Date Preparation Hours Hours Hours Hours Preparation .
Aarived Departed Hours 12am-8am Bam-6pm Gpm-12am Hours i
1 (B) {C) )] {E} (F) ©G) (H) M |
LoV 25746 | .. 07/1812012107/19/20]12 JoLeer o ono0l 1025 . 0.00 C.6.50] 8.00
2. 276611 .07/18/2012/0719/2012| 030!  _o@00f _ . 1025]|  __  0.00: _ __ 375 200
3. - R B _ I ;
4, <
. S e : i | 4 A i
.._..._S.;- E— S — J— - A - E
6 AL R SRS SR N S .
7. : A T U S P - mad n ] - !
8. o e | T r g VRRETCSREL Op PSR PO SIS YR GRS REWUI SRS NP NP S !
o , S L o ;
10. e ] I Py . e o
n. L T . — e - .
N S IOy P PSR O W S I .. '
13, SIS SV R S R N e e b
VA— ) A N .. o ot AU
Total SA Supervisory Review Hours. ... 1.00 Total RO Supervisory Review Hours.... 0.00
Total SA Clerical/Data Entry Hours.... 1.00 Total RO Clerical/Data Entry Houts..... 0.00

Was Statement of Deficiencies given to the provider on-site at completion of the survey?.... No

FORM CMS-670 (3 291) worTH Pagz i
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0t 10 SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
T030| Continued From Page 1 T 030
On 7/18/12 the facility policy and procedure T035
manuals were reviewed. The administrator was
asked to provide the goveming body minutes on
7118712, they were not available until 7/19/12. The
goveming body minutes did not have evidence of
:ﬁgdﬂﬂ"lg (nawf Pe_rsutzgg afsghglzdm{nistrtagpr. There will be a reorganization of
governing body minutes a not contain i 18
guidelines on how clinical staff were granted the existing policies and
privileges. procedures in individual binders
to make a policy and procedures
T035| 12 VAC 5-412-150 Policy and procedure manual. | T 035 manual readily available for
Each abortion facility shall develop, implement review by the Office of Licensure £30-n
and maintain an appropria & policy and and Certificatiion inspectors.
procedures manual. The »anual shall be
reviewed annually and up iated as necessary by .
S fisrisee. The manua. shail includs The p.ollcy and procedure manual
provisions covering at a n ‘nimum, the following shafl inciude:
topics:
1. Personnel, 1. type of elective
2. Types of elective and mergency procedures d
that may be performed in he facility, procedures
3. Types of anesthesia t :at ma)lr be used; 2. types of anesthesia
4, Admissions and disct arges, including criteria . .
for evaluating the patient »efore admission and = aC{ITIlS.SIOH and discharge
before discharge; criteria
5. Obtaining written info med consent of the 4. obtaining th iant’
patient prior to the initiati 1 of any procedures; . LS patle.nt s
6. When to use ultrasou d to determine written consent prior to
gestational age and whe! indicated to assess the procedure
patient risk; 5. management and
7. Infection prevention; : B
8. Risk and quality man. jement; effective response to fire,
9. Management and effc :tive response to 6. di
medical andicr surgical e e: dssa?ster !Jreparedness
10. Management and ef :ctive response to fire: 7. patient rights
11. Ensuring complianc: with all applicable
federal, state and local la rs;
12. Facility security;
13. Disaster preparedns s;

SYATE FORM ae 3BIB11
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PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
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T 035

Continued From Page 2

14, Patient rights;

15. Functiona! safety and facility maintenance;
and

16. Identification of the person to whom
responsibility for operation and maintenance of
the facility is delegated and methods established
by the licenses for holding such individual
responsible and accountable. These policies
and procedures shall be based on recognized
standards and guidelines.

This RULE: is not met as evidenced by:

Based on document review and staff interview the
facility staff falled to ensure policies and or
procedures were documented for the following
topics: Types of elective procedures, types of
anesthesia, admission and discharge criteria,
obtaining the patient's written consent prior to the
procedures, management and effective response

T035

F30-12

STATE FORM a1
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065)
DATE

T035

T 045

STATE FORM

Continued From Page 3
to fire, disaster preparedness and patient rights.
The findings include:

On 7/18/12 a review of the facility policies and
procedures was performed with the facility
administrator present. There were no policies
related to types of elective procedures and
whether or not emergency procedures were
performed, types of anesthesia used, admission
and discharge ctiteria, obtaining the patients’
written consent prior to the procedures,
management and effective response to fire,
disaster preparedness and patient rights.

The administrator stated, "No we don't have
policies specific to those things (topics listed
above).”

12 VAC 5-412-160 A Administrator

A. The governing body shall select an
administrator whose qualifications, authority and
duties shall be defined In a written statement
adopted by the governing body.

This RULE: is not met as evidenced by:

facility failed to ensure the goveming body
appointed the administrator.

The findings include:

On 7/1/19 the facility administrator was
interviewed regarding her appointment and
approval by the governing body as the

the govemning body. ) did not know | needed to
appointment myself as the administrator.”

Based on document revlew and staff interview the

administrator. She stated, "My husband and [ are

T 035

T045

be adopted by the

appoint the
administrator and

and duties.

T045

A written statement will
governing body that the

governing body will

the administrator's
authority, qualifications

&30-1

define

@211

" 3BIB11
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T 055| 12 VAC 5§-412-160 C Administrator T 055
C. Aqualified individual shall be appointed in TO55
writing to act In the absence of the administrator.
This RULE: is not met as evidenced by: The governing body will
Based on document review and staff interview the appoint in writing, an
facility failed to ensure the goveming body assistant administrator
appointed, In writing, a persen to act in the R o
absence of the administrator. an individual to act in the
o absence of the
The findings include: administrator. X’&D’ I 1
On 7/1/19 the facility administrator was
interviewed regarding who woukd be responsible
for the day to day management of the facility
should she be absent. She stated, "Oh that would
be {name of person). | don't have that in writing
anywhere. T065
TO065| 12 VAC 5-412-170 B Personnel TO065
The facility will verify the
B. The licensee shall obtain written applications ; .
for employment from all staff. The licensee shall —— c_’f LWL
obtaln and verify information on the application and medical staff
as to education, training, experience, appropriate through the respective
professional licensure, if applicable, and the . 2
health and personal background of each staff Va. Board of Medicine 3'59 |
member. and Va. Board of Nursing
This RULE: is not met as evidenced by: (license look-up)
Based on document review and staff interview the
facility failed to ensure they verified the licenses of
the nursing and medical staff who perform duties
in the facility.
The findings include:
A review of the administrators’ {(who is a registered
nurse), the CRNA (Certified Registered Nurse
Anesthetist) and the physicians’ credentials
STATE FORM P " 3BIB11 " W continuation sheet 5 of 28
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T 080

Continued From Page §

revealed no verification of their respective
licenses. The administrator stated, "l have a copy|
of their licenses but | guess | need more.”

12 VAC 5§-412-170 C Personnel

C. Each abortion facility shall abtain a criminal
history record check pursuant to 32.1-126.02 of
the Code of Virginia on any compensated
employee not licensed by the Board of
Pharmacy, whose job duties provide access to
controlled substances within the abortion facllity.

This RULE: is not met as evidenced by:

Based on document review and staff interview the
faciiity failled to ensure the criminal records ¢
pursuant to § 32.1 - 126.02 of the Code of Virginia
were performed on employees not licensed by the
Board of Pharmacy, whose's job duties proved
access to controlled substances within the facility.
The findings include:

On 7/18/12 the facility administrator provided the
personnel files of all employeas, CRNA’s (Certified
Registered Nurse Anesthetist) and physicians
who have access to controlled substances. Only
the administrators personnel file had a criminal
record check performed. The administrator
stated, "I will get those done."

12 VAC 5-412-170 E Personnel

E. The facility shall develop, implement and
maintain policies and procedures to document
that its staff participates in initial and ongoing
training and education that is diractly related to
staff duties, and appropriate to the level, intensity
and scope of services provided. This shall
Include documentation of annual participation in
fire safety end infection prevention in-service

training.

T065

T070

All CRNA’s {Certified
Registered Nurse
Anesthetist) and
physicians were given
criminal history check
forms (between July 28
and Aug. 1, 2012} to be
completed and mailed to
the Va. State Police.

To10

T 080

J3042

STATE FORM
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T 080 Continued From Page 6 T 080
This RULE: is not met as evidenced by: T080
Based on document review and staff interviews
the facility staff failed to ensure policies and The policy regarding staff
procedures were implemented and maintained - POTCy Fegarding Y@ﬂ"( 4
regarding initial and ongoling training and training at hire and the
education related to thelr duties. policy regarding on-going
The findings include: training and education
related to their duties
‘The policy and procedure manuals were reviewed will be i ;
on 7/18/12 with the administrator present. There eI e
were no policies related to staff training and policy and procedure
education at hire or on an ongolng basls. manual.
The administrator stated, "l guess | have to have 53504
policies about their training even though they are On-going in-service
trained. training will be
T 095| 12 VAC 5-412-170 H Personnel T0gs documented to,include
the following:
H. Personnel policies and procedures shall 1. date of in-service
include, but not be limited to:
1. Witten job descriptions that specify authority, 2. names of attendees
responsibility, and qualifications for each job 3. topic of in-service
classification; .
2. Process for verifying current professional L5 n.a me of trainer
licensing or certification and tratning of 5. signed approval of
emplovees or independent contractors; Admini ;
3. Process for annually evaluating employse m!n!strator/Assst.
performance and competency; Administrator
4. Process for verifying that contractors and their
employees meet the personnel qualifications of
the facility; and
5. Process for reperting licensed and certified
heatth care practitioners for violations of their
licensing or certification standards to the
appropriate board within the Department of
Health Professions.
STATE FORM 02119 “3BIB11 "7 " Woontinuation sheet 7 of 29
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T095] Continued From Page 7 T095
. i I o
This RULE: is not met as evidonced by: 3. The process for evaluating employeel
Based on docurment revisw and staff interview the performance and competency shall
ﬂﬁ:ﬁw failed to ensure they verified the licenses of| include: a) an annual self evaluation
in n:uz‘?ﬂ: nmﬁfmsgowgﬁ?hw aﬁa and review of the evaluation utilizing a
policy in p!ﬁa:ehat addressed how they would checklist and verified by the immed i?te
repost a licensed and or cerlified heslth care ; . .
provider tp the ap iate board within he supervisor/surgical coordinator and the
BDepartment of Health Professions. Administrator. b) an evaluation of
. performance and competency after
Th : ¥
 Peiings inchude assignment/training of any new job g‘, 39 A
On 7/18/12 a review of the administrator’s, who is duties.
gm Nﬁﬁm(mphymhw 4, There will be a process for verifying that
credendials revealed no verification of thelr contractors and their employees meet
respesctive fcenses. The administator stated, *1 ;
have a copy of thelr ficenses but | guess | need L1 p.ersonnel qitalifications
more.* 5. A policy and procedure will be
P U R e Pl i formulated to include the process fo |'
pmc::ulee mmaﬂ:::ﬂwﬂm pm\wasam reporting Jicensed and certified health
mﬁ: policy on l?‘owlgey wontid Iﬁport a care practitioners for any violations gf
and or ceylified health care provider to : :
the appropriate board within the Department of their licensing or certification standafds
Health Professions could not be located. The to the appropriate board within the
adml}ghator stated, "No, | don't have one (a Dept. of Health Professions. (Ref:
' Commonwealth of Virginia
T 110| 12 VAC 5412-180 B Cnical staff 710 enforcement division.)
B. Abortions shall be pesformed by physicians
who are ficensed 10 practice medicing in Virginla
and who are qualified by training and experience
& porform abortions. The facility shall develop,
implement and maintain policies and procedures
to ensure and document that abortions that
occur in the facility are only performed by
physicians who are qualiiied by training and
experisnoe.
STATE FORM T e 3BIBt1 R émm sheet 80120
P2 o) 20’2
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Continued From Page 8

This RULE: s not met as evidenced by:

Based on a review of facility personnel files and
an interview it was determined the facility failed to
ensure physicians ware licensed to practice
medicine in Virginia and had the necessary
training and experience to perform abortions.

The findings were:

A review of the personnel files for the physicians
and cerlified registered nurse anesthetist (CRNA)
revealed the facility staff failed to run a NPDR
(National Data Bank Request) on practitioners as
required by the regulations. The facility failed to
verify through the NPDR the practitioners met the
training and experience required to perform the
job requirements.

An interview was conducted with the administator
on 7/48/2012 at approximately 3pm and the
he/she stated the facility does not require the
physicians to be board certified in Obstetrics and
Gynecology.

12 VAC 5-412-210 A Patients’ rights

A. Each abortion facility shall establish a
protocol refating to the rights and responsibilities
of patients consistent with the current edition of
the Jaint Commission Standards of Ambulatory
Care. The protocol shall include a process
reasonably designed to inform patients of their
rights and responsibilities, in a language or
manner they understand. Patients shall be given
a copy of their rights and responsibilities upon
admission.

This RULE: is not met as evidenced by:
Based on interviews and document review the

T110

T135

T110

The administrator will run a
NPDR {National Data Bank
Request) on all physicians to
verify through the NPDR that the
physicians meet the training and
experience required to perform
first trimester abortions and
fuifill their job requirements.

§-3v-13

STATE FORM
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T 085 | Continued From Page 7 T 095
This RULE: is not mel as evidenced by: T 095
Based on document review and staff interview the
facility failed to ensure they verified the licenses oq
the nursing and medical staff who perform duties The licenses of ail
in the facility. The facility also failed to have a .
policy in place that addressed how they would nurses and physicians
report a licensed and or certified health care have been verified Y3
provider {o the appropriate board within the through li
Department of Health Professions. gh license
lockup.
The findings include:
On 7/18/12 a raview of the administrator's, who is A policy and
a registered nurse, the CRNA (Certified procedure will be
Registered Nurse Anesthetist) and the physicians’
credentials revealed no vertfication of their formulated to
respective licenses. The administrator stated, "l include the process
hma:rz? copy of their licenses but | guess | need for reporting licensed
' and certified heaith
Also on 7/18/12 a review of the facility policies and care practitioners fo
procedures with the administrator present was ‘.) . r
performed. A policy on how they would report a any violations of their
licensed and or certified health care provider to licensing or
the appropriate board within the Depariment of certificati
Health Professions could not be located. The iication
administrator stated, "No, | don't have one (a standards to the
policy). appropriate board
within the Dept. of
T 110| 12 VAC 5-412-180 8 Clinical staff T110 i
Health Professions.
B. Abortions shall be performed by physicians {Ref: Commonwealth
who are licensed to practice medicine in Virginla of Virgini
and who are qualified by training and experience ginia
to porform abortions. The facility shall develop, Enforcement
implement and maintain policies and procedures Division)
to ensure and document that abortions that
occur in the facility are only performed by
physicians who are qualified by training and
experience.
STATE FORM wnm 3BIB11 ) If continuation shest 8 of 20
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T 135| Continued From Page 9 T 135
facility staff failed to ensure each patient was
given a copy of their rights and responsibilities
upon admission.
The findings include: T135
On TH8/2 the administrator was interviewed All patients willbe | 8-30-1%
regarding what information is given to the patient . .
on admission. When asked f the patients are UG TG A
given & copy of their rights she stated, “No, we rights and
g\h:"v: gnt: them and i they want a copy we give responsibilities upon
admission.
T 145 12 VAC 5-412-210 C Patients' rights T 145
C. The facility shall designate staff responsible
for complaint resolution, including: T145
1. Complaint intake, including acknowledgement
of complaints; . .
2. Investigation of the complaint; The patient rights and
3. Review fg:_ m investig'a:i_on I:lndings and responsibilities protocol will
r:s:llomﬂon to gem o%lant\;l'amm of the show that the administrator or
proposed resolution within 30 days from the date her designee is responsible for
of receipt of the complaint. complaint resolution which will 23013
This RULE: is not met s evidenced by: include: complaint intake,
Based on intarviews and document review the acknowledgment of i
facility staff failed to ensure a person was . . . R comp!amt,
designated as the person responsible for handling review of findings, resolution,
complaints which includes intake, investigation, and notifying the complainant of
review of findings and notification to the th d luti ithi
complainant of the resolution with 30 days. € proposed resolution within
o 30 days from the date of receipt
The findings include: of the complaint.
The administrator was Interviewed on 7/18/12
regarding how the facility handles complaints,
She stated, "| handle complaints but we have not
had any in all the years | have been here'".
STATE FORM - 38IB11 © ¥ contnuation sheet 10029

RECE(
ADR_.
A6 27 2012

VDH/0LC



PRINTED: 07/25/2012

FORM APPROVED
State of Virginla
STATEMENT OF DEFICIENCIES
AND PLAR OF GORRECTION ea) Iﬁ%gﬁ%ﬁﬁ%ﬁ {X2) MULTIPLE CONSTRUCTION (xa)gafniw‘f
A BUILDING
FTAF-0016 S ope 0711912012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ALEXANDRIA WOMEN'S HEALTH CLINIC 101 8. WHITING ST, SUITE #215
ALEXANDRIA, VA 22304
{%4) ID SUMMARY STATEMENT QF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION o5)
PREFIX {(EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
T 155 12 VAC 5-412-210 E Patients’ rights T1585
E. The facility shall provide each patient or her T155
designes with the name, mailing address, and
telephone number of the:
1. Facility contact person; and
2. The OLC Complaint Unit, including the The facility shall provide each
toll-free complaint hotline number. Patients may \ her desi .
submit complaints anonymously to the OLC. patient or her designee with the
The facil_ity ghall display a copy of this name, mailing address and
information in a conspicuous place. telephone number of the facility
contact person.
g3
This RULE: is not met as evidenced by: In addition, the rights and
Based on interviews and document review the I .
facility staff failed to ensure each patient was responsibilities form shall include
given a copy_of thelr rights and responsibilities the OLC Complaint Unit's address
upon admission. and toll-free complaint hotline
The findings include: number.
On 7/18/12 the administrator was interviewed The facility shall display a copy of
regarding what infermation is given to the patient . gp—
on admission. When asked if the patients are the rights and responsibilities of
given a copy of their rights sha stated, "No, we patients to include the above
show it to them and if they want a copy we give . . :
them one.” The information shown to the patients contact information in the main
failed to include the complaint information for the reception room.
Cffice of Licensure and Cenrtification.
During the tour of the facility on 7/18/12 with the
administrator the rights and responsibilities of
patients was not posted anywhere In the facility.
T170| 12 VAC 5-412-220 B Infection prevention T170
B. Written infection prevention policies and
precedures shall include, but not be limited to:
1. Procedures for screening incoming patients
and visitors for acute infectious ilinesses and
STATE FORM Ce T w2c1ee 3BIB11 Mcontinuationsheet 11029
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T 170 Continuec From Page 11 T170
applying appropriate measures to prevent T170
transmission of community acquired infection
within the facility;
2. Training of all personne! in proper infection
prevention techriques;
Isﬁlcomﬁon ?:lrnd-washf ing tact:]niqute, Incl:dlng f Al staff will be reminded verbally
incaions ot 124 3 scmp and wstar and uee o and through posted hand- g301?
4, Use of standard precautions; hygiene posters that hand
5. Compliance with blood-bourne pathogen ; L.
requirements of the U.S. Occupational Safety & washing/hand rub hygiene is
Health Administration. mandatory before and after any
_3’- 339 g; &@Qmem equipment; contact with any patient,
.Use inj n practices; 2 . :
8. Ptans for annual retraining of all personnel in including hand washing/hand rub
Infection prevention methods; o hygiene before and after donning
9. Precedures for monitoring staff adherence to
résd nded infection prevention tices: ‘gloves', for any type of procedure
and including but not limited to:
10. Procedures for documenting annual handiing a :
retraining of all staff in recommended infection 1 g ny specumerts (blood,
_ . ) sonograms, performing surgical
Tha . ngtib:nwoatﬁma:oec‘::ﬁe;lﬁ\?i& and procedures, handling of surgical
staff interviews the faciiity falled to ensure ali staff trays, initiating any blood-
followed an infection prevention program. drawing procedures, and starting
The findings include: and removing any intravenous
fluids.
On'7/19/12 the following observations were made:
the attending physician was sitting at a desk
reading the newspaper. He put the paper away
when the patient arfived. The physician
interviewed the patient. The staff escorted the
patient to the exam room. The physician went intg
the room (followed immediately by the surveyor
who stood by the sink and continued the
observation). The physician put on gloves and
preceded to perform a vaginal ultrasound of the
patient.
STATE FORM P 3BIB11 T T ifcontinuation sheet 12 of 29
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Once the procedure had been completed the
physician told the patient to get dressed and he
would see her outside the exam room. The
surveyor followed the physician out of the exam
room. The physician picked up the patients
medicai record and began to make notations. He
removed a prescription pad from a drawer. At no
time was the physician observed washing his
hands or performing hand hygiene.

The chservations were pointed out to the
physician who stated, "l was not doing a

procedure only an uitra sound. 1If | had been doing

a procedure | certainly would have washed my
hands."

The above information was discussed with the
administrator who stated, "He never washes his
hands, he always uses gloves.” When itwas
pointed out that sometimes the gloves may have
holes in them the administrator stated, "Oh| That
is gross!”

12 VAC 5-412-220 C Infaction prevention

C. Wiitten paolicies 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., scap, alcohol-based
hand rubs, disposable fowels or hot air dryers);

2. Availability of utility sinks, cleaning supplies
and other materials for ¢cleaning, disposal,
storege and transport of equipment and supplies;

3. Appropriate storage for cleaning agents (e.9.,
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 expasures);

T170

T175
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T 175] Continued From Page 13 T175
4. Procedures for handling, storing and T175
transporting clean linens, clean/sterile supplies
and equipment;
5. Procedures for handling/temporary 5\,39. %
storage/transport of sailed linens;
8.:trrt;oedure§ for hai;:tlzg;rsntgﬁc:?, pmtczeegsing The facility witl implement a
and trans regu icat waste in :
i p“’m ap%lble oguons: policy and procedure for the use
7. Procedures for the processing of each type of of blankets for patient use. The
reusable medical equipment between uses on i o .
different patients. The procedure shall address: facliity will employ a hospital
(i) the level of cleaning/disinfection/sterllization linen service to provide blankets
to be used for each type of equipment, for patient use.
{ii) the process (e.g., cleaning, chemical
disinfection, heat sterilization); and All staff will ,
(iii) the method for verifying that the aft will wear impermeable,
recommended level of disinfection/sterilization disposable surgical scrub gowns,
has been achieved. The procedure shall ;
reference the manufacturer's recommendations d!sposable liead covers af‘d
and any applicable state or national infection disposable foot covers with each
controt guidelines, ] ] surgical procedure and with any
8. Procedures for appropriate disposal of Jures : :
non-reusable equipment; procedure involving contact with
9. Policies and procedures for and/or exposure te blood and
malntenance/repair of equipment In accordance
with manufacturer recommendations; blood products .
10. Procedures for cleaning of environmenta! ! s 3 :
surf with appropriate cleaning products; Patients will be given disposable
_11. An effective pest control program, managed patient gowns.
in accordance with local health and
environmental regulations; and Fuk z : ;
12 Other infecior??n prevention procedures Individual surgical attire will be
necessary to preventicontrol transmission of an laundered at home if the staff
infectious agent In the facility as recommended ber wil i
or required by the department m.em er wi I.not.be in contact
with contamination. Staff may
This RULE: Is not met as evidenced by: opt to wear hospital linen service
Based on observations and staff interviews the b
facility staff failed to ensure a policy and Scrubs .
procedure was In place to address how scrub
aftire and blankets for patient use were to be

I continuation shoet 14 of 29
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T 175| Continued From Page 14 T175

laundered in a manner to prevent the spread of
infections.

The findings include:

During the tour of the facility on 7/18/12 with the
administrator scrub attire was observed hanging in
an office area and blankets used by patients were
in and on cabinets in the recovery area. Thae
administrator stated, "The scurbs and blankets
were laundered in the building laundromat." The
administrator explained the first 3 floors of the
building are zoned for commercial use and the
remaining 12 or 13 floors are private apartments.
She stated, "The laundromat is in the basement.”

The 2010 Perioperative Standards and
Recommended Practices: Aseptic Practice

of AORN (Association of Perioperative Reglstered
Nurses) recommenced the following. Home
laundaring of surgical attire s not recommended.
Without clear evidence about the safety for
patients, health care workers, and thelr family
members, AORN does not support the practice of
home laundering of surgical attire. Reusable
surgical aftire, including cover jackets and cloth
hats, should be laundered by a designated
facllity-approved and monitored cormmercial
laundry after daily use. Commercial laundries are
required to follow strict guidelines that incorporate
" proper and controlled water temperatures;

~ use of detergents;

“ use of oxidizing agents (e.g., chlorine bleach)

in specified and monitored concentrations;

" repeated changes of water; and

" dryer or iron and press drying temperatures

that typically are not found in home laundry
equipment.

Home laundering of surgical attire that is not
visibly soiled is controversial, and there is no
concrete evidence to either support or refute the

STATE FORM o110 " 3BIB11 T if continuation sheet 15 of 29
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T175

T 230

T 285

Continued From Page 15 T175

practice. Surgical attire becomes soiled or T230
contaminated with microorganisms during wear.
Taking wom, soiled, or contaminated surgical i e
attire into the home can result In the spread of The facility will implement a
contamination to the home environment. AORN ig policy and procedure providing
aware that some provider facilities require th iteria for th
personnel to launder scrub attire at home. LIt G L TR A
Although AORN does not support this practice, discharge from anesthesia care.
steps should be taken to minimize contaminants Such criteria shall include

to the home environment.
documentation of : stable vital
12 VAC 5-412-250 C Anesthesia service T230 signs, responsiveness and

_ orientation ,, ability to move
C. The facility shall develop, implement and | i .
maintain policies and procedures outlining voluntarily, controlled pain and
criteria for discharge from anesthesla care. minimat nausea and vomiting.
Such criteria shall include stable vital signs,
responsiveness and orientation, ability to move
voluntarily, controlled pain and minimal nausea
and vomiting.

This RULE: is not met as evidenced by:
Based on Interviews and document review the
facility failed to have in place policies and
procedures related to the criteria for discharge
from anesthesia care.

The findings include:

a copy of the policles outlining their criteria for
discharge. The administrator provided a copy of
blank medical record indicating where vital sign
were {o be entered. The administrator stated, "I
don't have a policy related to discharge.”

On 7TH&/12 the administrator was asked to provid]

12 VAC 5-412-260 E Administration, storage and | T 285
dispensing of dru

E. Records of all drugs in Schedules |-V

F 300

Alb
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T 285| Continued From Page 16 T 285
recelved, sold, administered, dispensed or T 285
otherwise disposed of shall be maintained in
accordance with federal and state laws, to . . .
include the inventory and reporting requirements There will be implementation of
of a theft or loss of drugs found in 54.1-3404 of specific forms to be filled out:
the Drug Control Act of the Code of Virginia. : )
This RULE: is not met as evidenced by: 1. Daily narcotic sign out
Based on observations, Interviews and document and sign in sheets, with
review the fagility failed to maintain records
regarding Scheduled I-V drugs In such a manner the a.mo-unts .Of
as to be able to regularly perform a narcotic count medication given, and co- 2 n AV
to ensure accuracy. signatures of the CRNA B':bo
The finding include: and clinicaf staff.
On 711812 and 7/19/12 during the tour of the No CRNA will have any locked
facility with the administrator the procedure room .
was inspected. The Inspection revealed a locked I co-ntammg LAl
metal box to which no one had a key to open. Thg drug sign-out sheets.
administrator stated, "That box is {name of CRNA
(Certified Registered Nurse Anesthetist)) and only There will only be one {not
he has a key to the box. He keeps his drugs, individual dication si
needles and syringes in there and | don't know individual) medication sign out
what else.” The administrator stated, "1 will try to sheet for versed and fentanyl.
contact him and ask him to come and open the
box.” The administrator located the CRNA who P —
e el et e TlTe medlcat-lon sign-out sh.eet
will be kept in a locked cabinet.
The box was opened on 7/19/12 and needles,
syringes, propofol, tourniquets and a sign out
sheet for medications were in the box. The
medication sign out sheet was for versed and
fentanyl On a shelf was a notebook with a
medication sign out sheet for versed and fentanyl.
The administrator was asked why there are 2
soparate sign out sheets and she stalted, "One is
for (name of CRNA) and the other Is for (name of
another CRNA). When asked how she as the
registered nurse on duty does a count of the
narcotics she stated, "I don't, the CRNAs do the
STATE FORM o 21w 3BIB11 " it continuation sheat 17 of 28
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T 285| Continued From Page 17 T285
G T290
T280; 12 VAC 5-412-270 Equipment and supplies T 290 The exam table in the ultrasound
An aborticn facility shall maintain medical _ room has been replaced with
aquipmt:;ltt and sufg;:liesuaptp;robi;m anttlh vl another table without any tears
adequate to care for patlen on the level, : ” .
scope and intensity of Services provided, to in the vinyl covering. 3017
include: .
1. A bed or recliner suitable for recovery; All items under the sink have
2. Oxygen with flow meters and masks or been removed.
aquivalent,
3. Mechanical suction; Th ; £ :
4. Resuscitation equipment to include: as a e wait area for medical
minimum, resuscitation bags and oral ain;ays; abortions will be replaced with
5. Emergency medications, intravenous fluids, g
and related supplies and equipment; chairs free of any tears.
6. Sterile suturing equipment and supplies; : )
7. Adjustable examination light; The pre-procedure room wait
8. Containers for soiled linen and waste area will have viny-covered chairs
materials with covers; and
9. Refrigerator. The gurneys used for recovery
This RULE: is not met as evidenced by: from IV sedation wili be re-
Based on observations and interviews the facility hol ith vi .
staff failed to ensure equipment was maintained tq R VI e
ensure proper infection control and failed to . .
ensure expired supplies were not available for There will be no supplies stored
use. under the gurney.
The findings include: There will be a monthly check for
On 7/18/12 during the tour of the facility with the expiration date ofali curettes . Al
administrator and assistant administrator, the curettes will be placed in
following iters were noted to have tears which =1k : AR
would prevent the ftems from being claaned individual plastic bags indicating:
properly after each patient use: size and type of curette and
The table in the ultrasound room had large tears Siration date
in the vinyl covering and paper towels were found p )
under the sink in the ultrasound room.
STATEFORM oo 3BIBIT Weorteuston shest 160120
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The areas described as the wait area for
madication abortions and ultrasounds had 4 chairg
with tears in the vinyl

The area described as the pre-procedure room
had 4 cloth chairs that could not be wiped clean
after use by patients.

The recovery area had 3 of 4 chairs with tears in
them.

The stretcher used for recovery from [V sedation
was torn and ltems for multi patlent use was
stored under the stretcher.

The administrator stated, "We will get the chairs
and tables raplaced and will move the supplies.”

On 7/18/12 during a tour of the procedure room
with the administrator and assistant administrator
the following expired items were observed:

19 - 12 mm {milllliter) disposable rigid curettes

7 - 12 mm flexible curettes

14 - 10 mm flexible cureites

2 - 9 mm fexible cureties

4 - 11 mm Rexible curettes

23 - 5 mm flexible cureties

2 - 7 mm flexible curettes

6 - 4 mm flexible curettes

The facility administrator stated, "We will get rid of
those right now.”

12 VAC 5-412-300 A Quality assurance

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/analysls, assessment and
improvement, and evaluation. The findings shall
be used to correct identified problems and revise

T 290

T315
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T 316 | Continued From Page 19 T316
policies and practices, as necessary. T315 T320
This RULE: is not met as evidenced by: A0 b e
Based on interviews and document reviews the The facility will implement a
facility staff failed to implement an ongoing quality assuranceprogram to 32}0’1 4
comprehensive integrated, self assessment include: staffing patterns and
program of the quality and appropriateness of .
care oF service provided. performance; supervision
- appropriate to the level of
The finding include: service; patient records; patient
On 7/18/12 the administrator was asked to providg satisfaction; complaint
documentation related to the services that provide resolution: i
related to quality improvement. She stated, " g Ui.:IOI'I, rt.acordl.ng -
don't collect data.” When asked If the facllity reporting of infections,
coliects data on patient satisfaction she stated, complications and other adverse
"We used to but we stopped because we were nof . staff di
gemng anythmg back from the paﬁent after they events,; staff concerns regarding
left" The administrator was asked how she and patient care.
the staff knew what areas to improve or whare
improvement was needed she stated, "We just ”
| when we do something that needs to be The p.rogram shatl pr(.)wde an
fixed." ongoing, comprehensive.
assessment of the guality and
T320| 12 VAC 5-412-300 B Quality assurance T320 appropriateness of services, and
B. The following shall be evaluated to e evaluations to correct any
adequacy and appropriateness of services, and identified problems and revise
to identify unaccaptable or unexpected trends or any policy to better serve the 3’3 2R
occurrences. <
1. Staffing patterns and performance; needs of our patients.
2. Supervision appropriate to the level of
service; There wili also be a survey given
3. Patient records; ' hiagticat io add
4. Patient satisfaction: o each patient to address any
5. Compiaint resolution; concerns in the provision of her
:;;:ﬁ::gs' complications and other adverse care, including positive and
7. Staff concems regarding patient care. negative feedback. All surveys
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T 320 | Continued From Page 20 T 320
This RULE: is not met as evidenced by: wiil not be signed or dated,
Based on interviews and documant reviews the . .
facility staff feiled to implement an ongoing e CLE
comprehensive integrated, self assessment response. All surveys will be
program of the quality and appropriateness of laced in a suggestion box which
care or service provided. : . . g8 )
will be reviewed and any actions
The finding include: will be made to improve our
On 7/18/12 the administrator was asked to provide services.
documentation related to the services that provide
related to quality improvement. She stated, "l
don't collect data.” When asked if the facility
collects data on patient satisfaction she stated, T 325
"We used to but we stopped because we were nof
gelting anything back from the patient after they -
left." The administrator was asked how she and The quality improvement
the staff knew what areas to improve or where committee responsible for the
improvement was needed she stated, “We just oversieht and supervision of the g-1v
know when we do something that needs to be '8 e ] ﬁ' 3
fixed." program shall be established and
shall consist of a physician, a
T325| 12 VAC 5-412-300 C Quality assurance T326 non-physician health care
C. A quality improvement committee responsible practitioner; a member of the
for the oversight and supervision of the program administrative staff and a staff
shall be established and at 2 minimum shall : :
consist of member/patient representative
1. A physician
2. A non-physician health care practitioner,
3. A member of the administrative staff; and
4. An individual with demonstrated ability to
represent the rights 2nd concerns of patients.
The individual may be a member of the facllity's
staff. In selecting members of this committee,
consideration shall be given to the candidate's
abilities and sensitivity to issuas relating to
quality of care and services provided to patients,
This RULE: Is not met as evidenced by:
STATE FORM w2119 3BIB11 " Wcontinustion sheet 21 of 28
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T 326| Continued From Page 21 T325
Based on interviews and document reviews the
facility staff failed to have a quality improvement
committee and to identify who should be on the
committee.
The finding include:
On 7/18/12 the administrator was asked to provide
documentation related to the services/program
provided related to quality improvement. She
stated, "We don't have a program.”
T 335
T335( 2 VAC 5-412-300 E Quality assurance Tass

E. Results of the quality improvement program
shall be reported to the licensee at least annually
and shall include the deficiencles identified and
recommendations for corrections and
improvements. The report shall be acted upon
by the governing body and the facility, All
corrective actions shall be documented.
Identified deficiencies that jeopardize patient
safety shall be reported immediately in writing to
the licensee by the quality improvement
committes.

This RULE: is not met as evidenced by:

Based on interviews and document reviews the
facitity staff falled to have a quality improvement
committee and to identify who should be on the
committee.

The finding include:

On 71812 the administrator was asked to provid
documentation refated to the services that provide
related to quality improvement. She stated, "
don't collect data." When asked if the facility
collacts data on patient satisfaction she stated,

Results of the quality
improvement program shall be
reported to the licensee at least
annually and shalt Include the
problems identified and
recommendations for corrections
and improvement. All corrective
actions shail be documented.
Any deficiencies that jeopardize
patient safety shall be reported
immediately in writing to the
licensee by the quality
improvement committee.
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T 335 Continued From Page 22 T 338
"Afe used to but we stopped because we were nof T 365
getting anything back from the patient after they
left." The administrater was asked how she and . L .
the staff knew what areas to improve or where The faCIllt\/ shall maintain a pOhCV
improvement was needed she stated, "We just and procedure with specific steps
::g‘;nw LRl UL e Ll to be taken to ensure all staff and

patients are protected from the

T365| 12 VAC 5-412-350 A Disaster preparedness T 365 hazards of fire and other
A. Each abortion facility shall develop, disasters. %-130 AV
implement and maintain policies and procedures . ;
to ensure reasonable precautions are taken to The fire and disaster
protect all occupants from hazards of ﬁLe and preparedness plans shall be
other disasters. The polices and procedures . .
shall include provisions for evacuation of all implemented and fire drills shall
occupants In the event of a fire or other disaster. be documented . There shall be

. k fire drills a

This RULE: is not met as evidenced by: mock l nd
Based on document review and staff interviews documentation of same.
the tacility fafled to implement and maintain
policies and procedures to ensure reasonable
precautions weare taken to protect staff and
patients in the event of a fire or disaster,
The findings include:
On 7/18/12 the administrator was asked to provid
the policies and procedures related to fire drills
and disaster drills. She stated, "We don't have
policies about fire and disaster drills. We just
move ali patients and staff to the hall way.”

T370| 12 VAC 5-412-350 B Disaster preparedness T3a70
B. A facility that participates in a community
disaster plan shall establish plans, based on its
capeabilities, to meet its responsibilities for
providing emergency care.

STATE FORM o2niee 3BIB11 " Keentinuation sheet 23 of 29
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systems

A. Each abortion facility shalt establish a
monitoring program for the internal enforcement
of all applicable fire and safely laws and
regulations and shall designate a responsible
employee for the monitoring program.

This RULE: Is not met as evidenced by:

Based on document review and staff interviews
the facility failed to implement and maintaln
policles and procadures o ensure reasonable
precautions were taken to protect staff and
patients in the event of a fire or disaster and to
deslignate who would be in charge of ensure the ,'
program was maintained. i

The findings include:

On 7118112 the administrator was asked to provide
the policles and procedures related to fire drills
and disaster drills. She stated, "We don't have

There shall be a monitoring
program and implementation of
fire and disaster drills.

The administrator and assistant
administrator shall be
respensible for the enforcement
of the monitoring program.

The Fire Marshall’s office from
the City of Alexandria shall be
called upon to conduct an annual
fire safety plan and in-service
training for the staff.

044} ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
T 370 | Continued From Page 23 T370
This RULE: is not met as evidenced by: T370-B
Based on document review and staff interviews
the facility failed to implement and maintain ) 5
policles and procedures to ensure reasonable The facility does not participate p
precautions were taken to protect staffand in 8 community disaster plan as
patients in the event of a fire or disaster and their he facility d h s
community disaster plan. the facility does not have the 850 -
e capability to provide emergency
The findings include; care.
On 7/18/12 the administrator was asked to provide
the policies and procedures related to fire drills
and disaster drills. She stated, "We don't have
policies about fire and disaster drills, We just T 385
move all patients and staff to the hall way. We
have never had a community disaster plan. Fire-fighting equipment and
T 385 12 VAC 5-412-370 A Fire-fighting equipment and | T 385 systems 0\
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Continued From Page 24

policies about fire and disaster drills. | guess |
would be the person in charge of making sure we
did fire and disaster drills. | don't think that is in
my job description though."

12 VAC 5-412-370 B Fire-fighting equipment and
systems

8. All fire protection and alarm systems and
other fire fighting equipment shall be inspected
and tested in accordance with current edition of
the Virginia Statewide Fire Prevention Code
(27-94 et seq. of the Code of Virginia) to
maintain them in serviceable condition.

This RULE: is not met as evidenced by:
Based on cbservations, document review and
staff interviews the facility failed to ensure
firefighting equipment {fire extinguishers) were
inspected and safely secured.

The findings include:

On 7/18/12 during a tour of the facliity with the
administrator fire extinguishers without inspection
stickers or tags were observed sitting on the floor
on both the exam side of the suite and the
procedure side of the suits. The administrator
stated, "l guess we need to get those mounted to
the wall or something.”

12 VAC 5-412-380 Local and state codes and
standards

Abortlon faculties shall comply with state and
local codes, zoning and bullding ordinances, and
the Uniform Statewide Building Code. In
addition, abortion facilities shall comply with Part

T 385

T390

The facility shall ensure the fire
extinguishers are safely secured
and the fire extinguishers will be
inspected annually maintained in
serviceable condition, and
appropriate labels of said
inspection are in place.

T390

T 400

g%l-)?'
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3.7 of Part 3 of the 2010 Guidelines for Design T 400
and Construction of Health Care Facilities of the
Faciliies Guidelines Institute, which shall take : ;
Code pursuant to Virginia Code 32.1-127.001. inspectors and the responses are:
Entities operating as of the effactive date of
these regulations es identified by the department
through submission of Reports of Induced 1. The ultrasound room
Termination of Pregnancy pursuant to 12 VAC shall maintain full ,p,
5-560-120 or other means and that are now privacy by ensuring the 85‘
subject to licensure may be licensad in their L i
current buildings if such entities submit a plan sliding plastic window
with the application for licensure that will bring remains closed.
them into full compliance with this provision L1
within two years from the date of licensure. %, Ayjaiver isneeded for
Refer to Abortion Regulation Facility the laboratory cannot ‘:ﬂ,
Requirements Survey workbook for detsiled accommodate a L
facility requirements. o | . JER
reclining chair nor a Ml
This RULE: Is not met as evidenced by: N ventilation hood. Nﬁbﬂ
Based on observations, Interviews and a facility 5
tour it was determined that the facility failed to 3. The patient bathroom
ensure full compliance with slatellugalmoodes. door is deliberately left
building ordinances as well as the Uni .
Statewide Buliding Code. Additionally, the facility unlocked and patients
failed to comply with having the following: an are informed that staff
architect attestation that the facility meets all FG personnel will be
standards, proper ventilation, humidity, ] ! v
temperature controls, waste management standing outside the g-30-1
progranﬂservioe% HVAC ducr:tl g:?m ?{Ihd door should the patient
inspection reports, proper ve n of the :
treatment rooms, proper air exchange for all require any help or
treatment rooms, the heating/cooling and assistance.
plumbing system to meet all codes, electrical
system meets the National Electrical Code 4. Jhestat bathioom
ordinance and all hand washing stations meet the shali be kept locked at £.30-1 v
necessary width. length, depth & splash all times and a key will
pravention.
The findings include:
STATE FORM ® =i 3BIB11 T Hoontnuation sheet 26 of 20

RECE)VED
Alb 27

VOH/OLE



PRINTED: 07/25/2012

Vil FORM APPROVED
_State of Virginia
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA DATE SURVEY
AND PLAN OF GORRECTION X1y ENNRCAT O et (%2) MULTIPLE CONSTRUCTION (x3) i
A. BUILDING COMEE
FTAF-0016 B. NG 071912012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ALEXANDRIA WOMEN'S HEALTH CLINIC 101 S. WHITING ST. SUITE #215
ALEXANDRIA, VA 22304
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (XS}
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFOCRMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
T400| Continued From Page 26 T 400
On July 18, 2012 a facility tour was conducted with be used and kept in the
the Administrator and Assistant Administrator. P
During the facility tour the following findings were staff lounge.
noted to include but not limited to: 5. The procedure and
1. The ultrasound room had a sliding plastic il b
window that was partially open to the room on the s iAol ZC L LS
other side preventing full privacy for the patient moved to Suite 215,
receiving an ultrasound. .
2. The laboratory failed to have a hood for 2RI
ventilation 2nd a reclining chair for patients who workroom to be the ;13 g
become unsteady. . procedure and
3. The administrator stated the door did not lock yeR
on the patient bathroom. The door was found to recovery area. A (N
have a functioning lock however, no key was waiver will be needed N
available for the lock and no emergency alarm is :
available in the bathroom. LA
4. The staff bathroom is kept locked at all times resources with the
and the staff have no key to open the door. Staff property
use their fingernail to open the door. L.
5. The procedure and recovery area of the facility management’s input
has no toilet facilities available to patient's. and approval to
6. The soiled utility room has no floor drain. mplete th }%p(a
7. None of the sinks in the facility meet regulation complete the R
codes, renovations. mﬁN E
8. The procedure room falled to have a sink : ;
readily available for use and the staff use the sink 6. Awalver w'_” be f(‘éy 2
located in the soiled utility room. needed. Itis
9. The facility falled the have a janitor closet. impossible to place a
10. The facility failed to have laundry services for floor drain in the utili
uniforms and blankets used for recovery patients oor drain in the utility
that meet the regulations. Laundry is being done room as the flooring is
It: rtIZﬁt:uIldlng laundry room used by residential made of concrete, and
11. The facllity fallad to have any indication of an we are on the second
air ventilation system within the facllity. All air floor
vents were blowing air out with the exception of L
one vent that was located in the hall way separate 7. All the faucets in sinks
from the actual facility and it was found to be dirty, in the facility will be g’ 50—)7
also unclear if it was functionat.
On day two of the survey, the administrator
STATE FORM o o211 "3BIB11 " Icontination sheel 27 of 29
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T400| Continued From Page 27 T 400
presented a report from an Architect that surveyed |
the facility. The report is a summary and there is replaced to meet
no indication of when the survey was done. In regulation codes.
:S:mmrgop;mg t?eoroenp‘g:‘. the name of 8. A waiveris needed to
The report list the necessary items needed to get allow time to move the # ¥
the facility in compliance with the regulations and d
contained the following to nclude but not limited PrO e oo t0 [NFHU?R
to! Suite 215 (see #5) Use
1. Signage required to identify restricted, of current Procedure W
semi-restricted an unrestricted areas of the center
and proper attire for each area. room could be moved
2. Ultrasound mom_does not meet requirements to the Ultrasound
f;; :ﬁ:;sm and visual privacy and a hand: Room where there is 3
3. 6' wide corridor required from surgery to public sink available for staff
corridor for emergency ambulance transfer. Hand use.
washing sinks brought into compliance. . 'ﬁ
4. no janitor closet or eyewash station, 9. Ajanitor’s closet can
5. no air exchange, be maintained in the ) 9{\"’(‘)
6. no 100 square f. clean storage room .
7. buikling elevators do not comply with required current storage area in AR
regulations or ADA requirements Suite 217
8. wall surfaces not washable 10. T175 i
9. pre and post op don't meet square footage See rergard.mg
requirements per ARC report use of Hospital Linen -
10. no emergency communication system service. Use of the 7/5 7l
mmmnwl:lave self ;:;I?;; %grc fean building laundry room
12. Overall buikling does not meet ADA standards] will cease immediately.
as to exterior sccess, elevators and toilet facilities. ; g
13. HVAC system likely will not meet curment o M TS A
standars, is controlied by
14. Fire and smoke alarm and control systems theBuilding
will not meet current standard.
15. Mechanical equipment rooms a?d exit management.
corridors do not meet fire code requirements.
16. The 2 pipe perimeter HVAC system will ikely od/ zbove s
not meet current standards but should be &m’ﬁbueﬂ -—P.——am F 027
evaluated by and engineer or contractor. ?
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T 400 re: Architect
survey/report

Our facility will not be
able to comply with the
2010 Guidelines
because our facility
occupies office space
designated as a
doctor’s office. The
first 3 floors are coded
for commercial use.
Our facility is located
on the 2™ floor, with
doctors and dentists
occupying other floors.
If the current
amendments to the
emergency regulations
are subsequently
approved by the
Governor, our facility
will be able to continue
to provide abortion
services. Qur facility
has been in this
location for the past
25+ years, and patient
safety, patient care and
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abortion services have
not been adversely
affected. We request a
waiver for the 2010
Guidelines for design
and construction to
make changes to our
facility that are
allowable by the
building management
and if necessary to
review the possibility
of moving to another
location.
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