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E 137 .0305(A) Medical Records E 137 l s )
To prevund- (lwﬁ futuve halig
10ANCAC 14E .0306  MEDICAL RECORDS ;
(a) 'A complete and permanent r'acord shall be vagy 4 W\“Hq P\(\ n—h Vl(j‘
maintained for all patients including: .
(1) the date and time of admission and dDQLLW\QM\*S . Whtin
discharge;
{2) the patient's full and true name; ! 1 [ \ i
(3) the patient's address; i d 0 U—UN\ PJ/H S (ye mejed
(4) the patient's date of birth; L , W[? ‘
(5 the patient's emergency contact VH’\@- O ‘Ce Wlaﬂa% ev
: information; i~ : } .
| {B) the patient’s diagnoses; \/\)\H \Q»b(il ‘“H/\Qz h {65 '
(7) the patient's duration of pregnancy; ‘ i )
(8) the patient's condition on admission and [N “H”i&» Cow DLL*&V 08
; discharge;

e a voluntarily-signed consent for each V Y d W H~\,\ 'Hﬂ ) d[&é’)

- surgery or procedure and signature of the

é physigian perfarming the pr‘ocedure witnesged by “\’D pv Q\/Q)\(H» ¢H,q g ‘
i a family member, other patient representative, or ;
| facility staff member; \ i~ L
L{10) the patient's history and physical IMLDV\’/QC+ dOCMW\@ﬂ" 3

i examination including identification of pre-existing .

! or current ilinesses, drug sensitivities or other PVD\’V\ (81 &H\V\ S@ﬂ—(— J[D
§ idiosyncrasies having a bearing on the procedure % 8

» or anesthetic to be administered; and ; , |

(1) documentation that indicates all tems e Prin fe d . Kl S‘Mﬁ\

. listed in Rule .0304(d) of this Section were .

! provided to the patient. \éjtu Q«' VQ:’MU V\-@d OV\ a—“ !
tlwvents 4o Dreveny |
| This Rule is not met as evidenced by: . i

| Based on medical record review and staff &V\ LS Levors \/\M‘H/'\

| interview, the facility failed to ensure a properly

: executed informed consent for a surgical abortion d O C/LU/\/\ U/\l( <,

signed by the physician performing surgical :
abortion for 7 of 8 surgical abortion medical f
| records reviewed (#1, #2, #3, #4, #5, #6, #9,
C#10),

|
¢
! Findings included:
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E 137, .0305(A) Medical Records E 137 ‘ » . glial
To prevint Gy fduve 1 Ik;
10A NCAC 14E .0305 MEDICAL RECORDS ) .
(a) Acomplete and permanent record shall be QW’@Y% N\-H'] 'PV\ n—h \48
maintained for all patients including:
(1) the date and time of admission and dcjc LLW\@V\J(S R v\ﬂqu\
discharge; i
(2) the patient's full and true name; ‘ L , A
(3) the patient's address; a O UXW‘ é;’yﬂ S ave M "\CLWE}@C‘
4) the patient's date of birth; L i
(5) the patient's emergency contact "H’\@ D‘ﬁ\ CQ; WICLH@% ev
information; T R i } .
(6) the patient's diagnoses; il \L’L\“Z)&l +Hhe ‘h (@5
(7) the patient's duration of pregnancy; : i
(8) the patient's condition on admission and N +he C@VY[DU;'%&V S
discharge;

(9) a voluntarily-signed consent for each VEViSe d \/\J(’H /‘ 'H/\ 0 d(i} ¢

' surgery or procedure and signature of the

physician performing the procedure witnessed by "'U PV@V@V\"' vH,"\ @)
a family member, other patient representative, or

| facility staff member; . - ] LA S
(10) the patient's history and physical lV)(/LW'V/QC'}' dULUW \éﬂ“’ S

examination including identification of pre-existing |

or current illnesses, drug sensitivities or other 1CV6\’Y'\ LS &H_\ mﬁ S UV\“(’ m

idiosyncrasies having a bearing on the procedure |

or anesthetic to be administered; and ‘ i ' \

(11) documentation that indicates all items | b(’; PV\ V\’}Pd ) A(l ‘ Si&gﬂ
listed in Rule .0304(d) of this Section were ‘ . A

provided to the patient. \g@( ¢ VQ,’MU V\QO{ o &H

ks 4o provery

| This Rule is not met as evidenced by: ; : -

Based on medical record review and staff &Vl UB @/VDV% \AM’H/\

interview, the facility failed to ensure a properly ‘ .

executed informed consent for a surgical abortion d U MVV\U/\{’ 9.

signed by the physician performing surgical

abortion for 7 of 8 surgical abortion medical

i records reviewed (#1, #2, #3, #4, #5, #6, #9,
#10).

Findings included:

Division, of Health Service Regulation
ABOF ATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

AW L Il U4/l

STAT(E/;FORM' * 6899 HIJ811 If continuation sheet™1 of 8




Division of Health Service Regulation

PRINTED: 04/27/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLLAN OF CORRECTION IDENTIFICATION NUMBER: R COMPLETED
A. BUILDING:
ab0015 B. WING 04/11/2018

NAME OF PROVIDER OR SUPPLIER

A WOMAN'S CHOICE OF GREENSBORO

GREENSBORO, NC 27406

STREET ADDRESS, CITY, STATE, ZIP CODE
2425 RANDLEMAN RD

SUMMARY STATEMENT OF DEFICIENCIES ['

1. Closed medical record review on 04/10/2018
of Patient #1 revealed a 19 year old female
received a surgical abortion on 03/31/2018.
Continued review revealed "CONSENT TO
ABORTION PROCEDURE DURING FIRST
TWENTY WEEKS OF PREGNANCY" signed by
the patient and witness. Continued review
revealed no signature line for physician and no
signature of the physician performing the
procedure.

Staff interview on 04/11/2018 at 1015 with
Administrative Staff (AS) revealed AS was aware
that there should have been a physician signature
but "that must have been left off" the form when
form was revised last year. Continued interview
revealed that the AS remembered the signature
line being there in the past. "It was replaced
today (4/11/2018)."

2. Closed medical record review on 04/10/2018
of Patient #2 revealed a 24 year old female
received a surgical abortion on 03/20/2018.
Continued review revealed "CONSENT TO
ABORTION PROCEDURE DURING FIRST
TWENTY WEEKS OF PREGNANCY" signed by
the patient and witness. Continued review
revealed no signature line for physician and no
signature of the physician performing the
procedure.

Staff interview on 04/11/2018 at 1015 with
Administrative Staff (AS) revealed AS was aware
that there should have been a physician signature
but "that must have been left off" the form when
form was revised last year. Continued interview
revealed that the AS remembered the signature
line being there in the past. "It was replaced |
today (4/11/2018)." h
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3. Closed medical record review on 04/10/2018
of Patient #3 revealed a 17 year old female
received a surgical abortion on 02/01/2018.
Continued review revealed "CONSENT TO
ABORTION PROCEDURE DURING FIRST
TWENTY WEEKS OF PREGNANCY" signed by
the patient and legal guardian and witness.
Continued review revealed no signature line for
physician and no signature of the physician
performing the procedure.

Staff interview on 04/11/2018 at 1015 with
Administrative Staff (AS) revealed AS was aware
that there should have been a physician signature
but "that must have been left off" the form when
form was revised last year. Continued interview
revealed that the AS remembered the signature
line being there in the past. "It was replaced
today (4/11/2018)."

4. Closed medical record review on 04/10/2018

of Patient #4 revealed a 22 year old female
received a surgical abortion on 02/12/2018.
Continued review revealed "CONSENT TO
ABORTION PROCEDURE DURING FIRST
TWENTY WEEKS OF PREGNANCY" signed by
the patient and witness. Continued review
revealed no signature line for physician and no
signature of the physician performing the
procedure.

Staff interview on 04/11/2018 at 1015 with
Administrative Staff (AS) revealed AS was aware
that there should have been a physician signature
but "that must have been left off" the form when
form was revised last year. Continued interview
revealed that the AS remembered the signature
line being there in the past. "It was replaced
today (4/11/2018)."
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5. Closed medical record review on 04/10/2018
of Patient #5 revealed a 25 year old female
received a surgical abortion on 01/25/2018.
Continued review revealed "CONSENT TO
ABORTION PROCEDURE DURING FIRST

TWENTY WEEKS OF PREGNANCY" signed by

the patient and witness. Continued review
revealed no signature line for physician and no
signature of the physician performing the
procedure.

Staff interview on 04/11/2018 at 1015 with
Administrative Staff (AS) revealed AS was aware
that there should have been a physician signature
but "that must have been left off" the form when
form was revised last year. Continued interview
revealed that the AS remembered the signature
line being there in the past. "It was replaced
today (4/11/2018)."

6. Closed medical record review on 04/11/2018
of Patient #6 revealed a 24 year old female
received a surgical abortion on 01/28/2018.
Continued review revealed "CONSENT TO
ABORTION PROCEDURE DURING FIRST
TWENTY WEEKS OF PREGNANCY" signed by
the patient and withess. Continued review
revealed no signature line for physician and no
signature of the physician performing the
procedure.

Staff interview on 04/11/2018 at 1015 with
Administrative Staff (AS) revealed AS was aware
that there should have been a physician signature
but "that must have been left off" the form when
form was revised last year. Continued interview
revealed that the AS remembered the signature
line being there in the past. "It was replaced
today (4/11/2018)."
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E 137 | Continued From page 4 | E137

7. Closed medical record review on 04/11/2018
of Patient #9 revealed a 15 year old female
received a surgical abortion on 02/06/2018 after
failed medical abortion on 01/26/2018. Continued
review revealed "CONSENT TO ABORTION
PROCEDURE DURING FIRST TWENTY
WEEKS OF PREGNANCY" signed by the patient, |
legal guardian and witness. Continued review
revealed no signature line for physician and no
signature of the physician performing the
procedure.

Staff interview on 04/11/2018 at 1015 with
Administrative Staff (AS) revealed AS was aware
that there should have been a physician signature |
but "that must have been left of" the form when
form was revised last year. Continued interview
revealed that the AS remembered the signature
line being there in the past. "It was replaced
today (4/11/2018)."

8. Open medical record review on 04/11/2018 of
Patient #10 revealed a 36 year old female
received a surgical abortion on 04/11/2018.
Continued review revealed "CONSENT TO
ABORTION PROCEDURE DURING FIRST
TWENTY WEEKS OF PREGNANCY" signed by
the patient and witness. Continued review
revealed signature line for physician with
signature of the physician performing the
procedure.

Staff interview on 04/11/2018 at 1015 with
Administrative Staff (AS) revealed AS was aware
that there should have been a physician signature
but "that must have been left off" the form when
form was revised last year. Continued interview
revealed that the AS remembered the signature
line being there in the past. "It was replaced
Division of Health Service Regulation
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E 137, Continued From page 5 E 137
today (4/11/2018)."
E 141| .0305(E) Medical Records E 141

N - To provend (ung fidwe 4 oliy
10A-14E .0305(e) The clinic shall maintain a . .
daily procedure log of all patients receiving P/VV’DVS V\““Hf\ PV\V\“@d dLWWﬁA/HS

abortion services. This log shall contain at least

the following: WW\ dD@LWLUU‘S me«’

(1) the patient name;

(2) the estimated length of gestation; (’pl A 0y
(3) the type of procedure; m/wwsed ‘H/UL (> O'Q W’*
(4) the name of physician: ; : p .

(5) the name of Registered Nurse on duty;, \J\““ \M&l M lleg LV

and

(6) the date and time of procedure. \-H’\Q Q.m(\/[pujl‘e/\/ a& VW(&Q(&
et e dake o poved
This Rule is not met as evidenced by: i

Based on facility documentation revié/w and staff ‘-H/LQ" [M%WQM [ﬂ[}ﬂkW\M/uS
interview, the facility failed to ensure that the o

name of Registered Nurse (RN) on duty was ‘(\/VUVV\ “@VUVV\ %H/l VL% St

recorded on the daily procedure log for 10 of 10

daily procedure logs reviewed.. \-l/f} b@/ pV\de,Qd ; N\
Findings included: Smm W e \/Q;\’\/[UV\LO/‘
Review on 04/10/2018 beginning at 1520 of i aM d@ uwwu/@g 4D

patient procedure log book revealed forms

entitled "AB Lab Sheet" (form used by facility to , §
PYOVIAd- (s BADYS

document patients registered daily for patients
presenting for surgical and medical abortions) ‘ ,
revealed that the RN (Registered Nurse) on duty WH"/\ d,D(éALWKW >
was not recorded on the daily procedure log.
Continued review revealed that the RN on duty
not recorded for the following dates:
01/02/2018

01/13/2018
01/28/2018
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02/01/2018
02/06/2018
02/12/2018
03/06/2018
03/20/2018
03/31/2018
04/11/2018
interview with Administrative Staff on 04/11/2018
at 1015 revealed that there is "always” an RN on
duty on procedure days. "We keep a daily
schedule. It (RN on duty name) has not been
kept on this form (indicates AB Lab Sheet). | will
add to form today."
E 159 .0312(A) Medications and Anesthesia E 159

10A-14E .0312 (a) Medication

(1) No medication or treatment shall
be given except on written order of a
physician.

(2) Medications must be administered
in accordance with the Nurse Practice
Act of the State of North Carolina,
and must be recorded in the patient's
permanent record.

This Rule is not met as evidenced by:

Based on policy and procedure review,
observation and staff interviews, the facility failed
to ensure that 4 of 4 medications were replaced
prior to expiration dates.

Findings included:

Review of policy "Expired Medication Policy"
dated 8/2016 revealed "Medications that have

A poliey was pud ik
Plate Shaking ol wivees
We 4o Choek Hw tvoshy
boud o showd of Suds
o Onswre nethung is
owd of. dtte- Al wwse
e Vekvwied by diiee
hacogy . fr ooy ot
thetk st was pikinke
place do e Siguad diiny
byt nuwses.

‘Ul&lcg
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E 159 Continued From page 7 E 159

expired will be taken out of medication cabinet
and disposed of.... Procedure: Medications are
packaged under the supervision of the RN
(Registered Nurse)... Medications will be logged
out in the medication log as wasted/expired...."

Observation of code cart during tour on
04/10/2018 at 1100 revealed two Lidocaine 2%
HCL auto-injectors (medical device designed to
deliver a dose of a particular drug) with expiration
dates of 1 March 2018 and two Epinephrine 0.1
MG/0.15 ml autoinjectors with expiration dates of
1 Feb 2018.

Interview with RN (registered nurse) during tour
on 04/10/2018 at 1100 revealed that cart is
"checked daily" and expiration dates are reviewed
and documented monthly. Continued interview
revealed that "we just checked the cart” recently
for expirations. The nurse stated | don't know
how we missed these. She stated she would
assure that these medications had been ordered.
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& Woman’s Cheice of Greensbors, inc

“For Waomen

Policy and Procedure for Crash Cart

All Registered Nurses will check the crash cart upon start of shift to ensure nothing
is out of date. The Registered Nurse will then check and sign the daily crash cart log.

Hi2]19 40




Crash Cart Daily Log
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Crash Cart Daily Log

Year

January

February

March

April

May

June

Record

Initial

Record | Initial

Record | Initial

Record | Initial

Record | Initial

Record | Initial




A Woman’s Choice of Greensboro

AB LAB SHEET

Controls
Rh+ Control Lot # Exp
Rh- Control Lot # Exp
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pleted by:

Nurse:

Doctor:

(initials)

" Date / Time:

Anti-D Gamma Clone
lot # Exp
CLIA —waived Urine Pregnancy Test
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Pathology done by:




