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under Health and Safety Code, Chapter 243; or
{iii} the office of a physician licensed by the
Texas Medical Board and authorized to practice
medicine in the State of Texas, unless the office
is used for the purpose of performing more than
50 abortions in any 12-month period.
(2) Reporting requirements, All licensed abortion
facilities and facilities and persons exempt from
licensing shall comply with §139.4 of this title
{relating to Annual Reporting Requirements for All
Abortions Performed).
An entrance conference was held with the facility
Office Manager in the morning of 03/20/19, The
purpose and process of the licensure resurvey
were discussed, and an opportunity given for
questions.
Continued licensure is recommended, with an
approved plan of corraction.
An exit conference was held with the facifity
Administrator the afternoon of 03/21/19.
Preliminary findings of the survey were ) facility Admini b 04/03/2019
discussed, and an opportunity given for 6 041: The facility A strator will be
questions. responsible for the plan. The facility
Administrator will update the counseling
) protocols so that in the event a patient gives a
6041 TAC 139.56 Emergency Services 6041 [PO box address or address that is different from
) . " , where she verbally reports she is current
(a) Alicensed abortion facility shall have a readily residing, the co unz: elZI:- will give the namey
accessible written protocol for managing medical location, and phone number of the hospita’l
emergencies and the transfer of patients ’ P . i~
5 . mearest to both locations. The facility
requiring further emergency care to a hospital. Administrator will notify all staff via
The facility shall ensure that the physicians who . -
ractice at the facility: memorandum of this change. The facility
P ) IAdministrator will review patient records on a
{1) have active admitting privileges at a hospital I?_g?;léz EE:}; t: ezsnmiaiﬁﬁp];at:f?f:&tﬁie
that provides obstetrical or gynecological health p ge. Any Y
in non-compliance will be subject to
koD . siate ghem disciplinary action.
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care services and is located not further than 30
miles from the abortion facility;

(2) provide the pregnant woman with:

{A) a telephone number by which the pregnant
woman may reach the physician, or other health
care perscnnel employed by the physician or the
facility at which the abortion was performed or
induced with accass to the woman's relevant
medical records, 24 hours a day fo request
assistance for any complications that arise from-
the performance or induction of the abortion or
ask health-related questions regarding the
abortion; and

(B) the name and telephone number of the
nearest hospital to the home of the pregnant
woman at which an emergency arising from the
abortion would be treated.

{b) The facility shall have the necessary
aquipment and personnel for cardiopulmonary
resuscitation as described in §139.59 of this title
(relating to Anesthesia Services).

(c) Personnel providing direct patient care shali
be currently certified in basic life support bythe
American Heart Association, the American Red
Cross, or the American Safety and Health
Institute, or in accordance with their individual
professicnal licensure requirements, and if
required in their job description or job
responsibilities.

This Requirement is not met as evidenced by:
Based on a review of documentation and
interview the facility failed to ensure that the
physicians who practice at the facility provide the
SOD - State Form
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pregnant woman with: the name and tefephone
number of the nearest hospital to the home of the
pregnant woman at which an emergency arising
from the abortion would be treated.

Findings included:

Review of medical records revealed the following:
* 2 of 15 medical records did not have
documentation that the name and telephone
number of the nearest hospital to the home of the
pregnant woman at which an emergency arising
from the abortion would be treated was provided
to the patient.

* Patient #6's only photo identification did not
include a physical address. The patient indicated
on thelr information sheet that they lived in Eagle
Pass, Texas. However on their discharge
paperwork, they were provided with the name and
phone number for a hospiial in Austin, Texas.
This would not be the name and telephone
number of the nearest hospital to the home of the
patient, which would be Eagle Pass Texas.

* Patient #10 fisted their home address in Point
Biank, Texas. However on their discharge
paperwork, they were provided with the name and
phone number for a hospital in Lufkin, Texas.
Acconding to hitp:/fwww.ushospitalfinder.com, this
would not be the name and telephone number of
the nearest hospital to the home of the patient,
The nearest hospital to Point Blank would be in
Livingston, Texas.

In an interview on 03/25/19 staff member # 8
confirmed the abovea findings.
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