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T000| 12VACS5-412 Initial Comments T 000
An unannounced First TrAmester Abortion Facility
{FTAF) Biennial Licensure inspection was
conducted 05/18/2016 through 05/21/2016 by two
(2) Medical Facilities Inspactors from the Office of
Licensure and Csrtification, Virginia Department of
Health.
The facility was not in compliance with 12 VAC-
412 Regulations for the Licensure of Abortion
Clinics. {ERective 06/20/2013). Deficiancies follow
in this raport.
The governing body has a formal 7.12.16
organizational plan with written bylaws
T025) 12VAC5-412-150 D Goveming Body 7025 that clearly set forth organization, duties,
The govaming body shall have a formal and responsibilities, accountability, and
organizational plan wih written bylaws. These relationships of professional staff and
shall clearly set forth organization, duties and other personnel. The bylaws identify the
responsibilities, accountability, and relationships person or organizational body
of professional staff and other personnel. The responsible for formulating policies.
bylaws shall idantify the person or organizational {Bylaws are attached as Exhibit A for
body responsible for formulaling policies. review.} A formal policy has been
developed in accordance with the
governing body bylaws that delineates
. the responsibilities of resident physicians
This RULE: is not met as evidanced by: and addresses the findings in the report.
Hased on interview and document raview it was {Policy Is attached as Exhibit B for
datermined tha govaming body failed to ensure . . -
the rasponsibilitias of resldent physicians were rewgw.) Al residents who provide .
delineated in writing for thres of four residant services at the heafith center are trained
physicians allowed to perform abortions at the and onboarded using the Students and
faciity (ilentified as Staff #17, Staff #18, and Staff Trainees Abbreviated Resources Training
#19); and {START) Manual. Residents do not
function independently within the clinic
The findings included: and are not considered members of the
clinical staff. All care they provide is
During the entrance confarence on 05/18/2016 at under the direct supervision of a fully
approximately 11:30 am., with Staff #1 the trained, onboarded and credentialed
surveyor requested a list of all employec! or under physician, which the resident policy
cantract personnel. The survayar axplained tha addresses.
ERSUPPLIER REPRESENTATIVE'S SIGNATURE TILE (18) DATE
Pnos;d-mk and CED i1,
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list was to includs all physicians perdforming
abortions at the facility.

Review of the employea list included thraa
physicians, The surveyor inguired if any other
physicians parformed abortions at the facility; Staff
#1, stated, "No.”

Review of the facility’s goveming body by-laws
titled “[Name of entity] Governing Authority
Ovarsight of Professional Staf” read in part:
“Policy: [Nama of entity] ensures all profassional
staff meats tha [Name of oversight entity] medical
protocols, MS&G [maedical standards and
guidelinas]'s administrative standards. The
pracadures outkined in this policy are followed for
all profassional staff ... Procadures: each
professional staff applicant will be scraenad and
evaluated appropriate to his‘her credentials and
requirements of the position ..."

The goveming body by-laws contaired information
regarding tha responsibilities for "On-Boarding”

physicians including a "proctoring program™ by the
medical director or designee. The goveming body

-| by-taws did not list the requirements needed for

rasident physicians.

A review of the facility's complaint log on

i 05/20/2016 at approximately 4:20 p.m.
documeniad the facility utilized residsnt physicians
to parform abortions. Staff #1 reported Staff #9
trained resident physiclans regarding termination
of pregnancies. The surveyor requested the
names and credentialing/privilegas for aach
roskdent. el _ .

On 05/20/2016 at approximately 4:45 p.m. Staff
#1 presented two file foldars for Staff #18 and
Staff #19. The folders only inciuded the facility
based on-lina training completad.

T025
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nothing in writing, which specified what the

early {gestation) procedura, From that point
depanding on their skill levet | allow them to

body did not hava a writien process for the
credentialing and provision of privilages for

Staff #10 also trained resident physicians.

An interview was conducted an 05/20/2016 at 5:18
p.m,, with Staff #1 in the prasence of Staff #6 and
anothar surveyor. The survayor informed Staff #1
the foldars presented for Staff #18 and Staff #19
only contalned facility based training, but did not
contain thair delineation of privileges. Staff #1
reported he/she would contact Staff #3 regarding
where tha delineatlen of privileges for Staff #18
and Staff #19 was documentad, Staff #1 reporied
that Staff #9 would bring the information ta tha
facility on 05/21/2016. The surveyor inquired if
Staff #1 could determine the number of abortions
performed by Staff #18 and Staff #19. Staff #1
stated, "I'm not sura but | will try to run a report.”
Staff #1 did not present further information prior to
the end of the day (6:15 p.m.) on 05/20/2016.

An interview was conductad on 05/21/2016 at 8:35
a.m., with Staff #6. The survayor made a second
raquest for information related to the number of
abartions parformed by Staff #18 and Staff #19.

An interview was conductad on 05/21/2016 at 2:18
p.m., with Staff #9. Staff #9 reported he/she had

resident physicians wera pamitted to perform or
writtan expactations. Staff #9 discussed tha steps
he/she took with the resident physicians ha/she
trained, Staff #3 stated, "I let themn obhserve two fo
thrae procedures. Than they parform a hands-on

perfonm tha procedures.” Slaff #8 reporied the
residant physician parformad procedures under
direct supervision. Staff #9 verified the governing

resident physician training, Staff #9 reporied that

T 025
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An intarview was conducted on 05/21/2016 at
approximately 2:40 p.m., with Stafl #8 a third
request was made regarding the number of cases
that involved resident physicians performing
abortions. At approximatety 3:47 p.m., on
05/21/2016 Staff #9 staled,"[Name of Staff #17)
perfarmed tan abortions in March [2016] and four
in April [2016])" The surveyor informed Staff #5
that Staff #17's nama had not bean on the list of
rasident physicians, Tha survayer inguired
regarding the numher of cases for Staff #18 and
Staff #19, Staff #5 stated, "We are not abla to
datarmine tha pumber of casas [Names of Staff
#18 and Staff #19]. They were here in 2015." Tha
surveyor raquested a Jist of patiants that Staff #17
had parformed their procedure, Staff #8
explained the resident physicians ware not listed
in tha patisnt's madical records and only the
facllity staff's signature was listed as performing
{ha procedure; "so, thera is no way to determine
which procedures were parformed by tha
residents.”

On 05/21/2016 at 3:52 p.m., Staff #5 approached
the survayors and slated, "Thars is no other
information, you hava all that we have.”

12VACS5-412-160 A Policies and Procaduras

Each abortion facility shall develop, implament
and maintain documented policy and
proceduras, which shall be readily available on
the premises and shall be reviewed annually and
updated as necessary by the governing body.
The policies and procedures shall include but not
limited {o the following:

1. Personnal;

2. Types of elective sarvices performed in the
abortion facilify;

7025
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3, Types of anesthesia that may be used;

4. Admissions and discharges, including criteria
for evalualing the patient before admission and
before dischargs;

5. Obtaining informed writlen consent of the
patient pursuant to § 18.2-76 of the Code of
Virginia prior to the initiation of any proceduras;

6. Wnen fo use sonography to assess patient
risk;

7. Infaction pravention;
8. Qualkty an risk management;

9. Managemant and effective response to
medical and/or surgical emergency;

10. Management and effactiva response to fire;

11. Ensuring compliance with all applicabla
federal, state, and local laws;

12, Abortion facility sacurity;
13. Disaster preparedness;
14, Patlant rights;

15. Functional safety and abortion facility
maintenance; and

16. Identification of tha administrator and
mathods established by the governing body for
halding the administrator responsibla and
accountable,
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This RULE: Is not met as evidenced by:

Basad on observations, interviews and document
review it was detarmined the facility staff failed to
ensura the following policies and procedures were
consistently implemented:

1. Emergency drills;

2. Emergency training;

3, Performing preventative malntenance; and
The findings included:

1. On 05/18/2016 at 3;33 p.m, Staff #1 prasented
the facility's emergency drilis for 2018. Review of
the 01/20/2018 drill for "Hemorrhage and
Hypovolsmic Shock or Hypertension” indicated
fourtean items which documented nursing and
clinical staff "Demonsirates Knawledge." Review
of the facility’s staff roster did not reveal that
ficensed nursing staff attanded the drill, Review
of tha "Emargency Drill- Anaphylaxis" conducted
on 03/20/2016 documented eightean (18) items
that nursing and clinical staff had been racorded
as "Demanstrates Knowledge.” Review of the
facility's staff roster did not raveal that licensed
nursing staff attanded the dril.

Raview of the "Amed Intruder /Activa Shootar
Training Drill" corducted on 01/20/2016
documented only the facility's health care
assistants {(HCA) and one nurse attended. The
“Armed Intruder /Active Sheooter Training Drill” was
listed as a mandatory drill for all staff.

An interview was conducted on 05/10/2016 at 4:43
p.m., with Staff #1. The surveyor asked about the
pracess to include all staff in required training.

All employees will complete all required 7.26.16
trainings by 7/26/16, or if not, he or she
will not be allowed to work until such time
as required training is completed.

In order to ensure that appropriate
training is performed for all staff going
forward, the Health Center Manager will
follow the affiliate-wide monthly training
schedule for emergency and security
drills (attached as Exhibit C for review).
The Health Center Manager will ensure
that any staff who are not present at the
time of the scheduled training review all
pertinent materials and complete the
drills prior to their next scheduled shift.
The Regional Director will audit and
document ongoing compliance quarterly
for a minimum of three quarters, or until
100% compliance has been
demonstrated. Thereafter, the Regional
Director will perform audits biannually.
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Staff #1 reported the majority of the trainings wera
held during the waek and the licensed nursing
staff anly worked weekends. Staff #1 stated, "So,
itis hard ta Include them in the training." Staff #1
and the survayor reviswed the sign-in sheets for
the 04/20/2018 drill for "Hemorthage and
Hypovolamic Shock or Hyparlension™ and tha
03/20/2016 "Emergency Dri%- Anaphylaxis"
training both indicated that licensed nursing staff
attended and demonstrated the correct
knowledge. Staff#1 reviewed the sign-in sheets
and stated, "It documents tha nurses
demonstrated knowledge, but no nurses are listed
on the sign-in sheets,” Staff #1 stated, "The
prasenter should have only checked the first three
items that partained to the HCAs."

On 05/21/2016 at 3:52 p.m., Staff #5 approached
the surveyors and stated, "Thara is no othar
infarmation, you have all that we have.”

2. Nine (9) of ten {10) staff whose records were
raviewad did not include documsentation of annual
training for disaster preparedness and fire and
safaty or smergancy preparedness, At 3:35PM.
on 5/21/2015 Staff #5 prasanted the surveyor with
a new hire orientation checklist which included
safety and security training, but had no
documentation available to review for ongoing
training, and stated "Thers s no other information
for fira and emargancy training, you have all that
we have".

3. There was no inspaction record for one of four
vacuum suction machines, The vacuum suction
machine in the physicians office had a PM
{preventative maintenancs) sticker dated

2/8/2018; however, there was no Inspection racord
available for raview for that piece of equipment.

The pulse oximater on the emergency cart in the

T035

All vacuum suction machines have been
inspected and have updated inspection
stickers and accurate updated inspection
records as of 7/1/16. The pulse oximeter on
the emergency cart has received preventive
maintenance and has a current PM sticker.
The Regional Director will audit and
document proper completion, as well as
inspection and preventive maintenance of
equipment quarterly for a minimum of threq
quarters, or until 100% compliance has been
demonstrated. Thereafter, the Regional
Director will perform audits biannually.

7.1.16
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recovaty room facked a PM sticker, The pulse
oximetar uses light {o measure how much oxygan
is in the blood, which helps the health care
provider decide if a person neads exira oxygen.

12VAGCS5-412-170 A Administrator

The governing bady shall selact an administrator
who shall be responsible for the managerial,

operational, financial, and reporting components
of the abortion facility including but not kmited to:

1. Ensuring the development, imglementation,
and enforcement of all policies and procadures,
including patiant rights;

2. Employing qualified perscnnel and ensuring
appropriate personnel origntation, training,
education, and evaluation;

3. Ensuring the accuracy of public information
materials and activities;

4, Ensuring an effective budgeting and
accounting systam is Implemented; and

5. Maintaining compliance with applicable laws
and regulations and implementing corractive
action.

This RULE: is not met as evidenced by:
Based on interview and dogumant review, it was
determined the administrator failed to ensure:

1. Policies were developed to delineate privileges
for resldant physicians training to parform
tarmination of pragnancies;

2. Policas ware implamented ralated to personnet

T 03§

TO45

A formal policy has been developed in 712.16
accordance with the governing body
bylaws that delineate the responsibilities
of resident physicians. (See Exhibit B.)
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praclicas, emargency drills, and fira safety training
The findings included:

1. Areview of the facility's complaint Jog on
05/20/2016 at approximetely 4:20 p.m.
documented the facility utilized resident physicians
to perfarm abortians, Staff #1 reported Staff #9
trained resident physicians regarding termination
of pragnancies, The surveyor raquested the
names and credantialing/privileges for each
resident. On 05/20/2018 at approximately 4:45
p.m. Staff #1 presentad two fila foldars for Staff
#18 and Staff #19. The folders only included the
facillty based on-line training completed.

An interview was conducted on 05/20/2016 at 5:16
p.m., with Staff #1 In the presence of Staff #8 and
another survayor, Tha survayor Informed Staff #1
the folders prasanted for Staff #18 and Staff #19
only contained facllity based training, but did not
contain their delineation of privileges, Staff #1
raported he/she would contact Staff #9 regarding
where the delineation of privileges for Staff #18
and Staff #19 was documented, Staff #1 reportsd
that Staff #8 would bring the information to the
facility on 05/21/2016. The survsyor inquired if
Staff #1 could detarmine the number of abortions
perfarmed by Staff #18 and Staff #19. Staff #1
stated, "I'm not sure but | will try fo run a repart.”
Staff #1 did not present further informatfon prior to
the end of the day (6:15 p.m.) on 05/20/2016,

An Interview was conducted on 05/21/2016 at 2:18
p.m,, with Staff #3. Staff #9 reported ha/she had
nothing in writing, which specified what the
resident physicians were permitted to perform or
written expactations. Staff #9 raported not being
aware of a facility policy related to the training of
rasident physicians. Stalf #9 reported the resident
physician that he/she trained were in thair “fourth

To45
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year of residency and only four manths from
graduating.” Staff #9 discussed the steps he/sha
took with the resident physicians he/she trained.
Staff #9 statad, "l lat them observa two 1o thres
procedures. Then they perform a hands-on early
(geslation) procedura. From that point depanding
on their skill level ) allow them lo parfarm the
procadures.” Staff #9 reported the resident
physician performed procedures under direct
supsrvision. Staff #8 reported that Staff #10 also
trained resident physicians. Staff #9 verified the
facility did not have written delineation of privileges
for residant physicians that wera allowed to
perfarm termination of pregnancies. The foldars
for Staff #18 and Staff #19 did not document their
previous training, their residency year, or other
detaiis regarding their skills, The folder did not
contain an avaluation of how the resident
physician performed during training or the skills
teamed.

An interview was conducted on 05/21/2016 at
approximately 2:40 p.m., with Staff #8 a third
request was mada regarding the numbar of cases
that involved resident physicians parforming
abortions. At approximately 3:47 p.m., on
05/21/2016 Staff #9 stated,"{Name of Staif #17)
performad ten aborliona in March [2016] and four
in April [2016]." Tha surveyar informed Staff #6
that Staff #17's name had not bean on the list of
rasidant physicians. The surveyor inquired
regarding the number of cases for Staff #18 and
Staff #19. Staff #5 stated, "We are not able to
determine the number of cases [Names of Staff
#18 and Staff #19], They wers here in 2015." The
survayar requasied a list of patients that Staff #17
had parformed their procedure. Staff #6
explained the resident physicians ware not listad
in the patient's medical records and anly the
facility staff's signatura was listed as parforming
the procedure; “so, there is no way to determine

T 045
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T045] Continued From Paga 10 T045 By July 26, 2016, staff will be retrained on | 7.26.16
which procadures were patfarmed by the the inllportance .of.clearly docux:nentmg
rasidents.” Staff #5 reporied the faciliy did not all drills and training, and specifically on
have a palicy related lo the training of resident how to clearly and appropriately
physicians. document prior training attendance in
the unlikely event that documentation is
The Administrator faitad‘tu ensura.ir_la facility had lost again in the future. Staff are aware
ahpolfcc?r to follow regarding the training of resident that photocopies are not an acceptable
prysicians, substitution for clear documentation and
2 (). Areview was conducted on 05H8/2016 of attestation of presence at drills and
the facility's "Quarterly VA Emargency Drill" TRAP training.
{Virginia Targeted Regulations on Abortion
Providars} parfermed by the facility staff on In order to ensure that appropriate
02/16/2015, 05/18/2015, 08/17/2015, and training is performed for all staff going
11/1672015. Review of the forms revealad each forward, the Health Center Manager will
signature was in the same place on each form, follow the affiliate-wide monthly training
including a dale different !rorr! the presentation schedule for emergency and security
date writtan after one of tha signatures on the . .. .
form drills. {Training schedule is attached as
) Exhibit C.) The Health Center Manager
An interview was conducled on 05/18/2016 at 4:48 will also ensure that any staff who are not
p.m., with Staff #1 and Staff #5. The facility staff present at the time of the scheduled
was informed of the findings. Staff #8 reported training review all pertinent materials
tha likelihocd of staff signing a sheet in the same and complete drills and training Prior to
Bx_act posil.ion and in the sama manner was their next scheduled shift.
“highly unlikely."
An interview was conducled on 05/19/2016 9:33 The Regional Director will audit and
atnm, Staff #2 raported he/she had lost the documﬁin‘t ongoing compliance quarterly
original forms for the dates tha VA TRAP drills for a minimum of three quarters, or until
were held. Staff #2 explained he/she had the staff 100% compliance has been demonstrated.
sign a form and made copies then filled in the Thereafter, the Regional Director will
information. Staff #2 varified the documents were perform audits biannually.
not marked as coples or replacemaents for the
originals.
On 05/18/2016 a surveyor reviewed the
emergency drills conducted from January 2016
through March 2016 and noted no licensed
nursing staff attended the drills, One (1) of three
{3) licensed nursing staff had attended the
STATE FORM wmm VP91l Hf continuation shest 11 of 45
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To045| Continued From Page 11 T045
mandatary training related to an armed intruder.
The Administrator did not have a plan in place to
implement the facility's policy regarding dris and
training.
2. {b) Reviaw of staff smployment/training records
revealed thrae (3) staff did not include
dlc‘»:urne;ltation o;apnual;ralnfi:g for disastar All physicians had a clinical evaluation
preparedness and fire and safety. performed in December 2015 by the 72616
Aravisw by the survayor of the personnel record Medical Director. Clinical evaluation is
for Staff #8, a physician, raveated that the based on multiple factors including chart
performance evaluation dated and signed on review, audits and complication review,
12/15/2015 by Staff #9, the medical director, as well as direct observation of clinical
includsd documentation under "commenta” that skills at least every other year. All clinical
”Nq:;m: dma’;'@(”:u;f' “;'::V:I‘-'ag:t’“ evaluations were discussed with the
ariod...Rev abortion) chart au -
gndings. including BC counseling/Rx, minor pEYS{C{an, h?wever’.two of the thre:-e
consent”. Itwas also noted by the surveyar that physicians did not sign the evaluatxo_n
on the “clinical review:abortion services” saction of form, The Health Center Manager did
the performance review "NR" (no repart-skiil not not complete the administrative
required or insufficient evidence to judge) had evaluation portion of these evaluations,
been markad for the following categories: "2. However all administrative evaluation
Provides counseling and education as needed, 3. portions for all current physicians will be
Establishes effective rapport with staff and completed prior to 7/26/16.
patients, 5. Utilizes correct abortion technigque, 8.
Deamonstratas appropriate use of corect
procadures and}:JF;ruznal protective equipmant, 7. Th_e Health CaFe Manager has been .
Performs accurate assessment of POC" (products trained on the importance of completing
of conception). the administrative portion of all
physician evaluations, The
Areview by the surveyor of the personnel record Organizational Development department
for Staff #10, a physician, revealad that the will audit and document ongoing
performance evaluation dated 12/15/2018 compliance annually, auditing within one
pariormed by Staff #9, the medical dicector, month following the completion of the
n cluded documentation under ‘commenis” that physician evaluations, both clinical and
Not observed-aval based on chart audit, manager dmini .
and staff review and complication-date aval®. The administrative.
clinical reviow section of the evaluation "to ba
completed by medical director of designee” was (continued on next page)
blank under all columns which included ten items
STATE FORM 2w VPO I continuktion shest 12 of 45
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T 045| Continued From Page 12 T 045
under clinical raview and “meets
expectations/nsads improvement/and commants®,
The physiclan raviawar section was signed by
Staff #9, the medical director 12/15/2015.
Areview by the sl‘j;":y?r of lh: personnel record All LPNs and RNs will have been trained | 7.26.18
for Staff #1 .2’ an (ficansed practical nurse) as to Medical Standards and Guidelines
who works in the racovary room, revealed £7/26/16 dl fth ber of
documentation on the most recant annual raview aso . rc?gar €ss ol the number o
that "{employee's name) only works four hours a hours working in the health center.
week therefcre she has not bean fully trained on
medical standards and guidelines. She clearly
understands ali that partains to her role”,
T070( 12VACS-412-180 C Personnel To70 At initial hiring all staff underwent a 75.16

Each abortion facility shall obtain a criminal
history record check pursuant to § 32.1126.02 of
tha Code of Virginla on any compensated
employea not licensed by the Board of
Pharmacy, whose job duties provide access to
controlled substancas within the abortion facility.

This RULE: is not met as evidenced by:

Based on a review of personnel records, it was
determined that facility staff falled to ensure that
three (3} of eight (8) staff members who had
access to controllad substances, had the required
criminal history racord check conducted by the
Virginia State Police.

Findings includa:

Three (3) of eight (B} staff whosa job duties
provided access to controlled substances within
the facility did not have documentation of a
criminal history record check performed by the
\irginia State Palice as required by § 32.1-126.02
of the Code of Virginta.

national criminal background check.
Requests for staff’s criminal history record
check with the Virginia State Police were
submitted by July 5, 2016, and are awaiting
the responses. The Organizational
Development department will ensure that
all newly hired staff will have the required
state background checks within 60 days of
employment. The Regional Director and
the Organizational Development
department will audit and document
compliance quarterly for a minimiim foe
three quarters, or until 100% compliance
has been demonstrated. Thereafter, audits
will be performed biannually.
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When the surveyor asked about the missing
criminal history racord chacks, on 52016, Staff
#1 and Staft #5 stated they were not aware that
the criminal checks neaded to be done through
the Virginia State Police.
T080| 12VAC5-412-180 D Parsonnel T 080
The abortion facility shall davelop, implement
and maintain policies and proceduras to
document that its staff participates in initial and
ongoing training and aducation that is directly
related to staff duties, and appropriate o tha
lavel, Intensity and scope of services provided. All em - :
. ; ployees will complete all required 736.16
:::_; ;::It: ;ﬂ?ﬂ::: :ft;nt;a::n;rfl;gi::nual training by 7/26/16, or if for any reason
pravantion in-servica iraining, they do not, he or she will not be allowed
to work until such time as required
training is completed.
This RULE: is not met as evidenced by:
Based on a review of ten staff records, it was In order to ensure that appropriate
datermined the facility staff failed to ensure that training is performed for all staff going
nine (2) staff received annual training in fire safaty forward, the Health Center Manager will
3;;’“ﬂjﬁj‘:&"{:::‘;"t:‘r:f;ni'l“’j‘;‘;‘ﬁ“‘“ was follow the affiliate-wide monthly training
administering IM (intramuscular) Depo-Provera schedule for emergency and security
injections demonstrated the ability to give the drills, (See Exhibit C.) Thereafter, the
maedication. Health Center Manager will ensure that
any staff members who are not present at
Findings Include: the time of the scheduled training review
all pertinent materials and complete
Nine (9) of ten staff whose parsonnel records drills prior to their next scheduled shift.
were raviewed did not includa documentation of The Regional Director will audit and
annual training for disaster preparedness and fire docum fnt compliance quarterly for a
and safety or emergency preparedness. At 3:52 - ; X
PM on 5/21/2015 Saff #5 presented the surveyor minimum of three quarters, or until
with a new hire orientation checklist which 100% compliance has been
included safaty and sscurity training, but had no demonstrated. Thereafter, audits will be
documantation available to review for ongoing performed biannually.
STATE FORM Lol VP91 tf continuation shest 14 of 43
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T080| Continued From Page 14 T 080
fraining, and stated *There is no other information
for fire and amergency training, you have all that
wa hava",
During an interview with Staff #1 on 5/18/2016 at All staff who .perform IM injections have 7.26.16
4:15 PM the survayor was told that "Healih Care been fully trained to perform the
Members {HCM's) give the Depo IM, there are five procedure, ensuring that patient safety
trained to do this. They go through our training has not been compromised. In order to
and itis documented in their file". better document this training, by 7/26/16
. {and ongoing with all new hires) all
A raview of the personnel record for Staff #20 unlicensed staff will be formally
revealad documentation for the clinical skill “IM rivilesed for administrati 1M
injections”. On tha clinical skill check sheet there p 1 'ge O_r a n-"um‘s ra %on N
were five columns labeled "date, pt (patient) 1nJect.10ns with criteria to include:
initlals, observed, demo'd (demonstrated), and » Taking the Center for Affiliate Learning
proctor initials”. Staff #1 confirmed that Staff #20 course on IM injections; and
had received !M injection training and that he/she « Documentation of direct observation by
was administering Dapo, Staff #20's clinical skill licensed staff of a minimum of five
check sheat documented five dates between injections.
4/14/218 and 5/5/2016, thers was a blank under
pt. initials beside the date 4/28/2016. All areas fo . s
document demonstration of the IM administration Doc'umentatlon of such P nvqegmg shall
(all the rows undsr the column "demo'd") wers be signed by an appropriate licensed staff
blank. Therefors, the check list lacked member and maintained in the personnel
documentation that Staff #20 had demonstrated file,
proficiency in tha administration of (M injections.
T020{ 12VACS5-412-180 F Personnel T090

A personnel file shall be maintained for each staff
membaer. The records shall be completely and
accurately documented, readlly available,
including by elsctronic means and systematically
organized to facilitate the compilation and
retriaval of information. The file shall containa
current job description that reflects the
individual's responsibilities and work
assignments, and documentation of the person's
in-service education, and professional licensure,
it applicable,
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This RULE: is not met as evidenced by: Personnel files are now electronically 7.26.16
Based on interviews and review of personnel accessible on a secured, shared drive in the
records, it was determined the facility staff faled “Inspection Readiness Folder” and are
to ensure personnel fifes ware raadily available; dl;}l {lable to the Health Cent
that three (3) of ten (10) records included current readlly avatiabe fo the Fiea enter
annual parfarmance avaluations; four (4) of ten Manager and Regional Director.
{10) records included currant job descriptions; and
that two(2) records included docurnentation of By 7/26/16, all personnel files will include
current CPR (cardio-pulmonary resuscitalion) current annual performance evaluations.
certification. Training with the Health Center Manager
. took place on 6/23/16 to ensure complete
Findings Include: understanding of the requirements for
The survay team provided a list of requested A'ImUal Evaluatxong. By 7/26/16, all. st?ff
personnel files to Staff #1, for review on will have current, signed Job Descriptions.
5/19/2016. Staff #1 advised the surveyors that all During all AB days, a minimum of one
personnel racords ware kept in human rasources person with current CPR certification shall
in North Carolina and would hava to ba emailed to be present at all times and all employees
the facility. with CPR certification are documented as
Araview of | record ducted such in personnel files. At no time have
review of persannel records was conducted on : . ;
5/19/2016 and 5/20/2018, and it was nolad by the AB services been provided without at least
surveyor that some racords facked the reguired one CPR certified person being on site.
information. A discussion related to missing
documantation was held with Staff #1 and Staff #2 Regional Director will audit personnel files
1"::”::;::"';?::’::;‘;:“’:::":::f!:a':t:':tw;' quarterly for a minimum for three
9 - .
by Staff #1 and all avai]a::la Information was quarters, or until 100% compliance has
emailed to the facillty been demonstrated. The audits will verify
that all personnel files are current,
The list of requested personnel files included the including documentation of annual
fila for Staff #1. Staff #1's date of hire was evaluations, Job Descriptions, and current
3/2/2016. On 5/20/16 at 10:15 AM, Staff #1 CPR training as required. Thereafter,
Informed the surveyors that his/her parsonnel audits will be performed biannually.
racord was in the electronic files. The surveyor
told Staff #5 that Staff #1's file could be reviewed
elecironically, and at 10:45 AM on 5/20/2016 Staff
#2 stated "Human resources doesn't hava
employee files completely updated yet-thay are
STATE FORM anrm VPY11 I continuation sheel. 16 of 45
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Parsonne! policies and procedures shall include,
but not be limited to:

1. Witten job descriptions that specify authority,
responsibility, and qualifications for each job
classification;

2, Pracess for verifying current professional
licensing or cerification and training of
employees or independent contractors;

3. Process for annually avaluating employee
parformance and compstency;

4, Process for verifying that contractors and their
employees meet the personnel qualifications of
the facility; and

5. Procass for reporting licensed and carlified
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just gaing to send it-it's not in the computer yat’
A raviaw of personnel records revealed that
racards for Staff # 5,10, and 21 did not include
current annual evaluations,
The raviaw of parsonnel records ravealed that
racords for Staff # 1, 12, 20, and 21 did not
include a current job description that reflacted
responsibilities and work assignments.
A review of personne records revealed that
racords for Staff # 12 and 20 did not include
documentation of current CPR certification,
At 6:00 PM Staff #6 stated "you have avelything
that we have, | will say that if anything else is
missing from the employea racords, it's just not
thare",
T095 T 085
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health care praciitioners for violations of their
licensing or ceriffication standards to the
appropriale board within the Depariment of
Heatlth Professions.
This RULE: Is not met as evidenced by: A formal policy has been developed in 712.16
Based on interviews and documﬂnl raview it wasg accordance With the goVerning bOdY
determined the facility did not hava a process for bylaws that describes the process for
varifying the qualifications of three (3) resident verifying the qualifications of all resident
physiclans allowed fo parform abortlons, (Staffs - & quatiin . l ! n,
#17, #18 and #19) physicians. (See Exhibit A.) The Education
Letter of Agreement between the Residency
The findings included: Program and the Health Center outlines
' the verification of qualifications of all
Review of tha facility's complaint log on residents and this information is available
35’20’201:::’139?'9"‘;?“2#: :;20 Pém-t hysici upon request. (Education Letter of
ocuman @ facility utilizad resident physicians ; ihi
to perfom abortons, Staff#1 reported Siaff 43 Resdents do not fancion independent
trainad resident physicians. The surveyor o . P . Y
requested the names and credentialing/privileges within the clinic apc! are not considered
for sach rasident. members of the clinical staff. All care they
provide is under the direct supervision of a

On 05/20/2016 at approximately 4:45 p.m. Staff fully trained, onboarded and credentialed
#1 presentad two file foldara, for Staff #18 and physician.
Staff #19. The folders only included the facility
based on-line training completad.
Review of the facility's govemning body by-laws
titled "[Name of antity] Govemning Authority
Ovarsight of Profassional Staff” read in part:
"Policy: [Name of entity] ensures all professional
stalf meets the [Name of ovarsight entity] medical
protocols, MS&G [medical standards and
guidelines)'s administrative standards. The
procadures outlined in this paolicy are followed for
all professional staff ... Proceduras: each
professional staff applicant will be screened and
evaluated appropriate to his/her credentials and
requirements of the position ..,"
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An interview was conductad on 05/20/2016 at 5:16
p.m., with Stalf #1 in the prasence of Staff #6 and
anothar surveyor, The survayor asked Staff #1
about the folders prasented for Staff #18 and Staff
#19, as they contained facility based training, but
did not contain verification of tha rasident
physician's qualificationa, Staff #1 reported the
only information available regarding Stafl #18 and
Staff #19 was in the folders he/she presented.
Staff #1 did not present further information prior to
the end of the day (6:15 p.m.) on 05/20/20186.

An interview was conducted on 05/21/2016 at 8:35
a.m., with Staff #5, The surveyor made a second
requast for information related to the number of
cases and the verified qualifications of Staff #18
and Staff #18,

An interview was conducted an 05/21/2016 at 2:18
p.m., with Staff #9, Staff #9 reported he/she had
nothing in writing, which spacified what the
residant physicians were permitled to parform or
written expactations. Staff #9 reported the resident
physicians that he/she trained were in thair "fourth
year of residency and only four months from
graduating.” Staff #9 raported he/shs did not hava
any other written documents to prasent. The
surveyor informed Staff #9 the folders maintained
by the facility on Staff #18 and Staft #19 did not
document their previous training, their residency
yaar, or other details regarding their skills and
qualifications.

An interview was conducted on 05/21/2016 at
approximately 2:40 p.m., with Staff #6 a third
request was made reganding the number of cases
and qualifications of the resident physicians that
had been allowed to perform abortions at the
facility.
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Continued From Page 19

At approximately 3:47 p.m., on 05/21/2016 Staft
#9 stated,"[Nema of Staff #17] parformed ton
abortions in March [2016) and four In Apil [2016]."
The surveyor asked about Staff #17 as this was
tha first ima the surveyors wara made aware of
this residant physician; he/shs had not been
included on the liat of resident physicians
previously given to the survey team.

Staff #6 reported being unable to provide the
number of casas performed by Staff #18 and Staff
#19. Staft #6 reported the documents presentad
on 05/18/2016 wara the anly information on Staff
#18 and Staff #19.

On 05/21/2016 at 3:52 p.m., Staif #5 approached
the surveyors and stated, "There is no othar
informatlion, you have all that wa hava,"

12VAC5-412-180 A Clinical Staff

Physiclans and nen-physician health care
practiioners shall constitute the clinical staff.
Clinical privileges of physician and non-physician
heatth cara practitioners shall be cleasly dafined.

This RULE: is not met as avidenced by:

Based on interviews and document review it was
determined that threa of four resident physicians
ware allowed to pesrform abortions without having
writtan clinical privileges. (Idantified as Staff #17,
Staff #18, and Staff #18)

The findings included:
During the entrance conference on 05/18/2016 at

approximatsly 11:30 a.m, with Staff #1, the
surveyor requested a list of all employed or

T 085

7105

A formal policy has been developed in 7.12.16
accordance with the governing body
bylaws that delineates responsibilities of
resident physicians. (See Exhibit A.) The
Residents do not function independently
within the clinic and are not considered
members of the clinical staff. All care they
provide is under the direct supervision of a
fully trained, onboarded and credentialed
physician.

(continued on next page)
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contract parsonnal. Tha survayer explained the
list was to include all physiclans performing
abortions at the facility, Staff#1 provided a list
that contained the names of threa physicians.
The list did not contain the names of resident
physiciana that had performed terminations of
pregnancies.

Raview of the facility's complaint log on
05/20/2016 at approximately 4:20 p.m,
documented the facility utillzed resident physicians
1o perform abortions. Staff #1 reported Staff #3
trainad resident physicians, The surveyor
requested the names and credentialing/privileges
for each resident.

On 05/20/2016 at approximately 4:45 p.m. Staff
#1 presented two file folders for Staff #18 and
Staff #19, The folders only included the facility
based on-line {raining complatad.

Review of the facility's goveming body by-laws
titted "[Name of antity] Gaveming Authority
Oversight of Professionzl Staff” read in part:
“Policy: [Name of antity] ensures all professional
staff mests the [Name of oversight entity] medical
protocols, MS&G [medical standards and
guidelines]'s administrative standards. The
procedures aullined in this policy are followed for
all professional staff ... Proceduras: each
professional staff applicant will be screened and
evaluatad appropriate to his’her credentials and
requirements of tha position..."

An interviaw was conducted on 05/20/2016 at 5:16
p.m., with Staff #1 in the presence of Staff #5 and
another surveyor. The surveyor informed Staff #1
the folders presented for Staff #18 and Staff #19
only contained facility based training, but did not
contain thelr dalineation of privileges. Staff #1
raported he/she would contact Staff #9 regarding

their supervising physician(s} at the end
of their rotation using an evaluation tool
provided by the Residency Program.
Copies of these evaluations are
maintained by the Residency Program
and are available for review upon
request. By 7/26/26, all physicians who
work with residents will be retrained on
the importance and process of
documenting resident involvement in
procedures (outlined in policy). During
monthly AB chart completion audits, the
Health Center Manager will review
charts to confirm compliance with
appropriate documentation of resident
involvement. This oversight will
continue monthly for a minimum of
three months, or until 100% compliance
has been demonstrated.
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whare the dalineation of privileges for Staff #18
and Staff #19 was documented. Staff #1 reporied
that Stalf #8 would bring tha information to the
facility on 05/21/2018. The surveyor inquired if
Staif #1 could detamine the number of abortions
parformad by Staff #18 and Staff #49. Staff #1
stated, "I'm not sure but | will try {o run a report.”
Staff #1 did not present further information prior to
the end of the day (6:15 p.m.) on 05/20/2016.

An interview was conducted on 05/21/2016 at 8:35
a.m,, with Staff #8. The surveyer made a seccnd
raquast for infoermation refated to the number of
abartions performed by Staff #18 and Stalf #19,

An intarview was conducled on 05/21/201€ at 218
p.m,, with Staff #3, Staff #9 reported he/she had
nothing in writing, which spacified what the
resident physicians ware parmitted to perform or
written expectations. Staff #9 reported the resident
physicians that he/she trainad were in thair "fourth
year of residency and only four months from
graduating." Staff #9 discussed the steps he/she
took with tha residant physicians he/she trained.
Staif #9 stated, "l lel them observe two to three
procedures. Then they perform a hands-on early
(gestation) procadura, From that point depanding
on their skill lavel | allow them to parform the
procedures.” Staff #9 reporied the resident
physicians performed procedures under direct
supservision. Staff #3 reported that Staif #10 alse
trained resident physicians, Staff #9 varifiad tha
facility did not have written delineation of privileges
for resident physicians that were allowed o
perform termination of pregnancies, The surveyor
informed Staff #9 the foldars for Staff #18 and
Staff #19 did not document their previous training,
their rasidancy year, or other detalls regarding
their skills. Tha folders did not contain an
avaluation of how the residant physicians
performed during training or the skills leamed.

T 105

STATE FORM

Ll

VPO

H conlinuation shes? 22 of 45



PRINTED: 08/06/2018

FORM APPROVED

State of Virginia
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA

JAND PLAN OF CORRECTION IDENTIFICATION NUMBER:

AF-0014

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING

{X3) DATE SURVEY
COMPLETED

05/21/2018

NAME OF PROVIDER OR SUPPLIER
PLANNED PARENTHOQD SOUTH ATLANTIC - ROANOKE

STREET ADDRESS, CITY, STATE, ZiP CODE

2207 PETERS CREEK ROAD
ROANOKE, VA 24017

(X410
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION])

D
PREFIX
TAG

PROVIBER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOLLO BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

(X5)
COMPLETE
DATE

T105

T140

Continued From Page 22

An interview was conducted on 05/21/2016 at
approximately 2:40 p.m., with Staff #6 a third
requaat was made regarding the number of cases
that involved resident physicians performing
abortions, At approximately 3:47 p.m., on
05/21/2016 Staff #9 stated,"[Name of Staif #17]
performed ten abortions in March [2016] and four
in April [20461" The surveyor informed Staff #5
that Staff #17's name had not been on the list of
residant physicians. The surveyor inquired
regarding the number of cases for Staff #18 and
Staff i#19. Siaft #6 stated, "We are not able to
datarmine the number of cases [Namas of Staff
#18 and Staff #19]. They were here in 2015, The
survayor requasted a list of patients that Staff #17
had performed thelr procedure. Staff #6
explained the resident physicians wera not lisied
in the patient's medical racords and only the
facility staff's signature was Iisted as parforming
the procedure; "so, there is no way to delermine
which proceduras ware performead by the
residants.”

On (512112016 at 3:52 p.m,, Stafl #5 approached

the survayors and statad, "Thara is no other
information, you hava all that wa hava.”

12VAC5-412-200 B Patients’ Rights

The abortion facility shall establish and maintain
complaint handling procedures which spacify the:

1, System for logging recaipt, investigation and
resolution of complaints; and

2. Format of the written recond of the findings of
each complaint investigatad.

T 105

T140
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This RULE: is not mat as avidenced by: A written system for logging receipt, 7.26.16
Basad on staff interviews and a review of facility investigation and resolution of complaints
records, it was dgl_armined the facility smff_failad has been developed and includes
to ensure the faullty had a system for logging utilization of the Virginia state complaint
receipt, investigation and resolution of complaints. log. Health Center Managers will train
The findings included: staff by 7/26/16 on the formalized patient
complaint process. The Regional Director
There were two documented complaints in the will audit quarterly for a minimum of
facility's complaint/advarse avent book. three quarters or until 100% compliance
has been demonstrated. Thereafter, audits
When reviewing Patient #4's clinical record, on will be performed biannually to ensure
520416, the survayor noted documentation of the ongoing compliance with the
patiant being upset, though this was not impl ted laint handli
documented as a complaint in the log book. Staff Hmpiemented complaint handing
#22 documented in Patiant #4's EHR (alectronic procedures.
health record) that on 5/7/2016 at 10:12 AM
Patient #4 called and that "Patient was very upset
stating that she thinks that she has a possible
infaction and can't gat in touch with anyone and
nobody will help her". Staff #22 also documented
that Pationt #4 stated "] should read the notes to
know what's wrong with har. She can't getin
touch with the Roanoke clinic and her ob-gyn
refuses to ses her".
On 5/2012016 at approximately 4:30 PM, Staff #1
told the surveyors he/she was unawara of Patlent
#4's complaints as they wera not documanted as
a complaint by the facility, only as part of a
progress ncts related to a phone call, Staff #1 and
6 were then asked how complaints received by the
call center were logged and whether family
planning and STI (sexually transmitted infection)
ralated complainta were logged separataly from
complaints associated with the abortion clinic,
Staff #1 stated "l am not sure how the call center
handles complaints; we are still working cn a
process for the complaint log”,
STATE FORM tnim VPS14 ¥ continuation sheet 24 of 45
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During a discussion with Staff #6 and 8 on
512142018 at approximately 4:00 PM, Staff# 6,
and 8 stated they did not recognize the name of
Staff #22, the RN (registered nursa) who had
written the patient'’s statemants in tha elactronic
hsalth record.
T 165} 12VAC5-412-210 A Quality Management T165
The abortion facility shall implement an ongoing,
comprahansive, integrated, self-assessment
program of the quality and appropriateniass of
care or sarvices provided, including setvicas
provided under contract or agreement. The
program shall include process dasign, data
collection/analyais, assessment and
improvement, and evaluation, Tha findings shall
be used to correct identified problams and revise The 2015-2016 RQM Annual Plan 7.26.16
policies and practicas, as necessary. identifies the clinical chart audit
schedule. (A copy of the relevant
This RULE: Is not met as evidenced by: gortg) ns ?.f the Il’:an s adttcached as f,xhl“imt
Based on intarviews and document review it was -) Data from chart an %ts are.ana yze
determined the facility's quality committee failed to and I'EPOI.'ted to the Medical Director.
ensure the quality program was dasignad in a Audit results and the Medical Director's
manrier to collect and analyze data for recommendations for improvements are
improvement and to evaluats corrective action shared with staff. The Health Center
taken for identified problems. Manager is required to develop audit
The findings Included: ?ction plans to imp.lement .
improvements, which are reviewed by
An interview and review of quality improvamant Regional Directors. Audits relevant to
information was conducted on 05/20/2016 with AB services are: Surgical Abortion,
Staff #1 and Staff #6. Staff #1 presented the Medication Abortion, Pregnancy of
facility's policies regarding quality and a form that Unknown location, and STI. The VA
listed required components according to state RQM Committee will review all action
licensing law. Staff #1 was not able to provide the plans and correspondent data analysis for
data collectad for the documented conclusions issues, and will submit plans to VP of
listed on the fmm‘. Stafl #1 reparted that patient Patient Services to assess if changes need
records wera reviewad for complatoness and
to be made.
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accuracy, bul he/she did not have a writlen

pattern concams in 2016. Staff #2 reported

staff, but did not have a written action plan
formulated.,

T170{ 12VACS5-412-210 B Quality Management
The following shall be evaluated to assure

occurrences:
1. Staffing pattemms and performanca;

3. Patient records;
4, Patient satisfaction;

5. Complaint resolution;

avanls; and

7. Staff concems regarding patlent care.

This RULE: is not met as evidenced by:

determined the quality committes failed to
avaluate four (4) of the seven {7) required
componsnts to identify appropriateness of
servicas and unacceptable trends,

documentation of audits/reviews. During 2015 the
facility identified staffing concerns, but the quality
committes did not document an action plan or
hava proof of an evaluative process. Staff #1
reported the facilily continued to hava staffing

he/she had "plana to advertisa and recruit* nursing

adeguacy and appropriatenass of servicas, and
to identify unaccepiable or unexpected trends or

2. Supervision appropriate to the leve! of service;

6. Infections, complications and other adverse

Based on interviews and document review it was

7165

T170

The PPSAT VA Risk Quality
Management (RQM) Committee will
evaluate all areas as outlined in the
regulation, will assure the adequacy and
appropriateness of services, and will
identify unacceptable or unexpected
trends or occurrences.

(Continued on next page)
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The findings included:

An intsrview and revisw of quality improvament
information was conducted on 05/20/2016 at
12:40 p.m., with Staff #1 and Staff #5. Staff #1
presented the facility's policies regarding quality
and a form that listed required components
according to state licensing law. The form
[dantified staffing pattern issues. The quality
committes failed to document the action{s) taken
in attempt lo provida a directiva or solution to the
concerns.

Tha quality committee did not review its resldent
physician training program aor recognize the need
to establish a systemn ic verify resident physician's
qualification and establish criteria for delineation of
rasident physician privileges. The commitiee did
not review the training of rasident physicians as
part of its supervision and level of services.

The form documented no complaints had baen
lodged by paliants. Review of the facility's
complaint log revealed a complaint. The quality
commities failed to address the complaint and
review the complaint data related to trends. A
complaint filad by a patient that declined to have a
resident physician perform her termination of a
pragnancy had not besn addrassed for rasolulion.

The quality committee failed to document
consideration of infactions, complications and the
administration of expired medication to a patient.
Staff #1 and Staff #6 both reported an event
ralatad to a patient heing administered an expired
medication occurred in 2015 prior to their hire
date. Staff #1 and Staff #6 made several attempts
to contact their corporate office for details and the
follow through by the quality committes. Staff #1
and Staff #5 were unable to obtain further

T 170

The Medical Director and/or VP of
Patient Services will attend quarterly VA
RQM meetings for a minimum of three
quarters, ot until 100% compliance has
been demonstrated. Thereafter, the
Medical Director and/or VP of Patient
Services will attend VA RQM meetings
biannually.

A formal policy has been developed
(attached as Exhibit A) to address
training of resident physicians and has
been approved by the Administrator.

7.12.16
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information prior to the and of the day on
05/20/2016.
T175] 12VAC5-412-210 € Quality Management T175
A quality improvement commitiee respansible {or
oversight and suparvision of the program shall
ba astablishad and at a minimum shall consist
of:
1. A physician;
2. A non-physitian health care practitionar,
3, Amember of the administrative staff; and
4, An individual with demonstrated ability to
represent the rights and concerns of palisnts. .
The individual may be a member of the facility's The VA RQM Committee meets 7.14.16
staff. quarterly. At the time of the last meeting
(4/16/16), the individual designated to
In selecting members of this committas, represent rights and concerns of patients
consideration shall ba given to the candidate's was a health center assistant from our
abilities and sensitivity to issues ralating to Charlottesville clinic. Since that meeting,
quality of care and services pravided {o patients. this staff member has left our employ. A
new representative of the rights and
concerns of patients has been identified
This RULE; is not met as evidencad by: and designated and will attend the next
Based on inlerviews and document review it was meeting of the VA RQM Committee on
determinad the quality committee fafled to July 14 2016. Although the post was
designate a member to represent the rights and technically not filled at the time of the
concems of patients. inspection, a new member meeting these
. requirements had been designated.
The findings ncluded: Therefore, all meetings of the Quality
An interview and review of quality management Management.Comm.lttee have included
information was conducted on 05/20/2016 at and will continue to include a member
12:40 p.m., with Staff #1 and Staf #5. Staff #1 who represents the rights and concerns of
presented the quality committee’s membership. patients.
The surveyor inquirad which of the fiva indlviduals
STATE FORM e IVPS811 i continuation sheet 28 of 45
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had been designated to raprasent the rights and
concerns of the patients. Staff #1's initial
response was that any and all of the staff on the
quality committes had the ability to reprasent the
rights and was sensitive {o patiants' concems.
Staff #1 reviewed the facility’s documants
ragarding the quality commitiee. Staff #1 reporied
he/she was not able to detarmine which member
was specifically designated to represent patient
concems. Staff#1 reported he/she would contact
tha corporation's quality representative to
detarmine the name of the staff member,

An intarview was conducted on 05/21/2016 at 8:38
a.m., with Staff #6. The survayor informed Staff
#6 that Staff #1 had triad to obtain direction from
thalr corporate antity regarding which member of
tha quality commitiee had been designatad to
represent patient concams.

On 05/21/2016 at 3:52 p.m., Staff #5 approached
the surveyors and stated, "There is no other
information, you have all that we have.”

12VACS5-412-210 E Quality Management

Results of the quality improvement program shall
be reported to the licansee at least annually and
shall include the deficiencies identified and
recommendations for comreclions and
improvaments. The report shall ba acled upon
by tha goveming body and the facility. All
corractive actions shall be documanted.
Identifiad deficiencies that jeppardize patient
salety shall be reported immediately in writing to
the ficensee by the quality improverment
committaa. ‘

This RULE: s not met as evidenced by:

TI75

T185

STATE FORM

WPs11

If continuation sheel 29 of 45



PRINTED: 06/08/2016

FORM APPROVED
State of Virginia
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
AF-0011 B. WING 05/21/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, Zif CODE
PLANNED PARENTHOOD SOUTH ATLANTIC - ROANOKE | 2207 PETERS CREEK ROAD
ROANOKE, VA 24917
(%4} 1D SUMMARY STATEMENT OF OEFICIENCIES o PROVIDER'S PLAN OF CORRECTION %5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
T 185| Continued From Pags 29 T185 PPSAT RQM Committee meets 7.14.16
Based on interview and document review it was quarterly. Discussion and review of
determined the quality committee failed to ensure deficiencies, including recommendations
comreclive actions wera docurnanted and failed to for corrections/improvements identified
hava writtan documentation that the facility's during quarterly VA RQM Committee
identified concems were reported to tha goveming meetings, will become a standing agenda
body. item for PPSAT RQM Committee. Vice
. President (VP) of Compliance provides
The findings included: quarterly RQM Committee reports to the
An intarviaw and raview of quality improvament PPSAT Board Compliance Committee
information was conducted on 05/20/2015 at and will ensure deficiencies and
12:40 p.m., with Staff #1 and Staff #8. Staff #1 recommendations for corrections/
presented the facility's policies regarding quality improvements identified at VA RQM
and a forn, which listed required components Committee are reviewed and acted upon
accarding to state licensing law, Staff #8 and the as indicated. Minutes will be kept in all
surveyor reviewad a doc.u'menl \.nhlr.h listed quality RQM and Board meetings in order to
concerns for multiple facilities within the corporate verify that any identified concerns have
structure. Staff #6 reported the document was b dand add dto th
combined by the corporata compliance personnel. cen re-p orted and addressed to t e_
Data within tha document [dentified the facility had governing body. The VP of Compliance
staffing pattern concerns in 2015. Staff #1 and for PPSAT will make this a standing
Staff #6 reportad the facility continues to have item in Board Compliance Committee
staffing pattern concarns. The document did not meetings going forward.
includa a proposed or actuaf action plan to
address the issue.
The survayor inquired ragarding the diraction and
assistance from the govarming body for
improvement. The surveyor requested
documentation that the facllity's Issues had been
reviewad by the governing body in 2015 or the
fiscal year 2016. Staff #1 stated, "I'l reach out to
[the Name of tha corporata Compliance Cfficer).
I not able 1o find spacific documents that prove
our issues were sent to the govarning body or that
there was a response specific to us.”
An interview was conducied on 05/20/2016 at
approximately 3:00 p.m., with Staff #3. Staff #3
reportad all of the facilitias' quality Information is
combined in an aggregated raport and sent to the
STATE FORM i VPO i continustion shesl 30 of 45
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govaming body from corporate compllance. The
survayor requestad documentation tha govarning
body devaloped a plan to assist the facility related
to staffing pattam concamns idantified in 2015.
Staff #1 reported he/she would attempt to contact
{he corporate compliarice for further
documentation,

The surveyors did not receiva further
documentation related to requasted quality
documents prior to the end of the day exit at 6:15
p.m. on 05/20/2018.

On 05/21/2016 at 3:52 p.m., Staff #5 approached
the survaeyors and stated, “There is no ather
information, you hava all that wa hava,”

12VACE-412-220 B Infection Prevention

Wiritten infection prevantion policies and
procedures shall include, but not be limited to:

1. Procedures for screening incoming patients
and visitors for acuta infectious ilinesses and
applying appropriate measuras to pravent
transmissian of community-acquired infection
within the facility;

2. Training of all personnel in proper infection
prevention techniques;

3. Cerract hand-washing technique, including
indications for use of soap and water and use of
alcohol-based hand rubs;

4, Use of standard precautions;
5. Complianca with blood-bomne pathogen

raquirements of the U.S. Occupational Safaty &
Health Administration;

T186

T195
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6, Use of personal protective equipment;
7. Usa of safe injsction practices;

8. Plans for annuai retralning of all personnel in
infection prevention methods;

9. Procedures for monitoring staff adherence to
recommended infection prevention practices;
and

10. Procedures for documenting annual
retraining of all staff in recommendad Infection
pravantion practicas,

This RULE: [s not met as evidenced by:

Based on observations and interview, it was
datarmined the facility staff failed to ensure that
standard infectian control precautions were
followed, that personal protective equipment
{PPE) was used, and that supplies available for
patient uss was properly cleaned,

Findings include;

On §/19/2016 at 1:00 PM, during a tour of tha
facility, the survayor observed four heating/cold
packs in a drawer labeled "gloves”, There was
dried yellow dabris circled in brown on one of tha
pads, Tha pads were made of a cloth like
material which could not be wiped off and
disinfected, Staff#5 staled "Thess are old school
pads wa don't use anymora, wa juat got new
ones-| didn't know wa evan had these", Staff#5
took tha hot/cold pads from the drawer and threw
them into the trash.

T185

gloves.

All staff (as required by scope of role) 7.26.16
will be retrained on appropriate use of
personal protective equipment (PPE)

prior to 7/26/16, to include specifically:
1. No patient sample (i.e. blood, urine)
will be handled unless staff are wearing

(continued on next page)
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T 186 | Continued From Page 32 T 185 2. Staff who handle oral medications for

Al 3:40 PM on 5/19/2016 while making
observations in the [aboratory, the surveyor
observad Staff #5 psrform a urine pregnancy test
without wearing gloves.

At 8:50 AM on 8/21/2015 the surveyor cbserved
Staff #5 administer Ativan, Zithromax and
fbuprofen as pra-medication to Patient #14. After
pouring the [buprofen into a medication cup along
with the Alivan and Zithromax, Staff #5 picked the
ibuprofen out of the madication cup with ungloved
hands than placed it back into the cup, and
instructed Patient #14 o take the medications. At
8:55 tha surveyar confirmed with Patient #14 that
shae did take threa pills.

On the sama data, at 8:55 AM the surveyor
cbserved Staff #5 place four misoprostel pills into
a medication cup and instructed Patient #14 that
approximately 2 hours prior to the surgical
procadure the patient could either insert the pills
Staff #5 would insart the pills for her. Staff #5
instructad Patient #14 that the purpose of the
Misoprostel was to “soften the cervix to make the

‘procedure more comforiable”. Patient #14 chose

to self administer the medication, and she was
escorted to tha sub-waiting room and told sha
would be called back befare the procedure so that
she could seff administer the Misoprostel. Stalf #5
laft the pills in the unlabeled medication cup and
sat them on top of a red folder placed on the
cornar of the desk in the recavery room where
patients were pre-medicated for proceduras. At
9:40 AM Patient #14 waa callad back to the
recovery room and instructed to go into the
bathroom to self administer the Misoprostal
tablets.

The surveyor observed the unlabelad medication
cup sitting on the red folder at 8:05 AM and 3:25
AM, during which time the medization was

patients will use either a no-touch
technique or wear gloves when touching
pills that will be administered to patients,
Pills will not be prepared ahead of time
so as to avoid any possibility for
unattended medications. Instead, they
will be prepared immediately prior to
administration to the patient. If for any
reason administration is delayed, the
medication cup will be appropriately
labeled.

3. Staff who examine POC must wear
gloves. Additional PPE such as face
shields is highly recommended, but not
required as the risk of splash exposure
from simply looking at a sample is
minimal. Additional PPE such as face
protection is required for staff when
processing POC,

Health Center Manager will monitor the
correct use of PPE on at least three clinic
days per week for a minimum of three
months, or until 100% compliance has
been demonstrated. Any observed lack
of compliance will be responded to
immediately with retraining and
corrective action if necessary.
Thereafter, compliance will be audited
and documented biannually by the

Regional Director.
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T195| Continued From Page 33 T195
unattended, or other patients were baing
pre-medicated In the same room.
On 5/21/2016 betwaen 8:00 AM and 1:00 PM
while observing procedures, two surveyors
obsarved Staff #8 examining the products of
conception without using PPE, other than gloves.
T210| 12VAC5-412-220 E Infection Prevention T210 The organization keeps comprehensive 7.12.16
The abortion facility shall devalop, implement records of all complications, including
and maintain policies and procedures for the infections, for all providers. Using our AB
following patient education, follow up, and complication log, the Risk Quality
reporting activities: Management Director creates a summary
1. A procedura for surveillance, documentation of complications, divided by complication
and tracking of reported infactions; and type, including infections, and by provider,
on a quarterly basis showing data for the
2. Policies and procedures for reporting . q TIZ' . oWt dg Ivb
conditions to the local health dapariment in p}:lor f);?la}r. 1535_ relwe.w ¢ quar;er Y by
accordanca with tha Regulations for Disease the Affiliate Medical Director an
Reporting and Control (12VACS-90), including discussed at both Medical Safety
outbreaks of disease, Committee and at quarterly Risk Quality
Management Committee meetings (at
) which the Administrator is in attendance).
This RULE: is not met as evidanced by: , The Affiliate Medical Director reviews this
Based on interview and document review it was - . .
determined the facility staff responsible for complication data for trends in infections
infaction prevantion did not establish an Infection as well as other types of complications.
log for survelllance, documentation and tracking of Please see attached redacted spreadsheet
reported infactions. (Exhibit F 2016 1st Quarter RNK Infection
Summary) showing data for the last four
The findings included: quarters which demonstrated zero
During the entra o ducted at infections among abortion patients at the
uring the entrance conference conducted a Roanoke facility.
approximately 11:30 a.m., on 05/18/2016 the b
surveyor requested the facility’s infaction
prevention log. The surveyor axplained to Staff #4
if the facility documented and trackad reported
infections electronically, the surveyor would view
tha electronic version.
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After the sacond request for the facility's infection
pravention documentation; Staff #1 presented the
facility's infection control plan and complication log
at 11:01 a.m. on 05/19/2016, Review of the
complication log did not pravide aviderice of
surveillance and tracking of reported infections.
Staff #1 reported he/she would attempt {o locate
the requested documentation.

A third requast was made on 05/20/2016 at
approximately 9:33 a.m, for the facility's
survaillance and fracking of reported infections.

At approximately 4:00 p.m. on 05/20/2016 Staff #1
and Staft #6 explainad the facillty did not have the
raquested information. Staff #1 reportad he/she
was not abla to locate documentation on paper or
an electronic version of reported infections, which
had baen collacted, collated, analyzed, and
tracked.

An interview was conducted on 05/21/2016 at B:35
a.m., with Staff #8, Staff #8 was informed of tha
outstanding information requested throughout the
survay process. Staff #6 reported the facility did
not have furthar documentation related to the
surveillance, documentation and tracking of
reported infections.

12VAC5-412-240 A Medical Tesling and
Laboratory Services

Prior to the initiation of any abortion, a medical
history and physical examination, including &
confirmation of pregnancy, and completion of all
requirements of informed written consent
pursuant to § 16.2-76 of the Coda of Virginia,
shall ba completed for aach patient.

1. Use of any additional medical testing shall be

T210

T 245
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T 245| Continued From Page 35 T 245
based on assessment of patient risk. The
clinical criteria for such additional testing and the
actions to be taken if abnormal rasults ars found
shall ba documentad,
2. Medical tasting shall include a recognizad
method to confirm pregnancy and detarmination
or documentation of Rh factar,
3. The abortion facility shall develop, implement
and maintain policias and procedures for
scrasning of saxually transmilted diseasas
consistent with current guidelinas issued by the
U.S. Centers for Disease Control and
Prevention. The policies and procedures shail
address appropriate responses to a positive
scrasning test,
4, A written report of each laboratory test and . i
examination shall be a part of the patient's Medical Standards and Guidelines that 6.22.16
record. are followed by the Roanoke facility
specifically state: “STI testing MUST be
offered based on the CDC Guidelines to
This RULE: is not met as evidenced by: all patients at all visits.” All staff have
Based on obsarvangns and st.aff interviews, it was been re-trained on this policy as of June
detarminad the facility staff failed to ensura the 22,2016
tacility developed a policy and procadure ’ )
regarding the screening of sexually transmitted
Infections {ST1) consistent with current Centers for The Health Center Manager will
Disaass Cantrol and Prevention (CDC) guidelines, complete quarterly AB audits and will
! add “observed STI testing offered” and
Findings include; “STI history reviewed” to ten charts a
On 5/19/2016 at 3:20 PM the surveyor observed quarte}' for a miniml?m of three quarters,
Staff #4 raviswing and updating the history for or until 100% compliance has 'f’ee“_
Patiant #8, at which time it was noted that ST demonstrated. Thereafter, audits will be
tasting was not offsred, and the patient was not performed biannually. In addition, the
asked about STI history, At 3:35 PM, after Patient Regional Director will observe staff
#8'3 interview/education was complete and she offering ST testing and completing STI
had hﬂ, the surveyor interviewed Staff #4 about history during in-person visits,
the facility's policy for ST1 testing, and was told
STATE FORM s IVP914 i continuation sheet 38 of 43
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"We don't run ST checks for any of the abortion
patients unless they pay out of pocket or If using
Insurance. We wait until follow up o do two
separate appaintments bscause the grant that
pays for that doasn't have anything to do with
abortion services. A lot of imes with the first
appointmeant we don't offer ST1 testing bacause
the first appointment can be so overwhelming”.

On 5/21/2016, the surveyor accompanied Patient
#14 throughout tha pracess of a surgical
procedure. At 7:45 AM, Staff #4 reviewed Patient
#14's health history, provided Information, and
gave Patient #14 the opporiunity to ask any
quastions. Staff #4 asked if Patiant #14 had a
plan for birth control after the procedura and
advised her that she could return in seven to ten
days for a visit, and through a grant, get birth
control and ST1 testing at that time. ST testing
was not offerad as an option as related to the
abortion procadure.

12VACS-412-260 A Administration, Storage,
Dispensing of Drugs

Controlled substances, as defined in § 54.1-3401
of the Cade of Virginia, shall be slored,
administered and dispensed In accordanca with
federal and state laws, The dispansing of drugs,
axcluding manufacturers’ samples, shall be in
accordanca with Chapter 33 (§54.1-3300 et seq,)
of Title 54. 1 of the Code of Virginta, Regutations
Goveming the Practice of Pharmacy (18 VAC
110-20), and Regulations for Practitioners of tha
Heallng Arts to Sell Controlled Substances (18
VAC 110-30).

This RULE: is not met as evidenced by:
Based on observation and interview it was

T245

T305
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. . are maintained in a locked cabinet inside
::g"r;‘t'g:a‘:: Ef’é“é’h’;i.f‘f.f.'\‘?ﬁ'nﬂ’d?éi‘él‘:i" a separate locked box (ie. double-locked),
(Ativan and Vallum). and the keys to both are placed in a
separate locked box with a coded key pad,
The findings included: the code to which is only known to
Health Center Manager and licensed staff
Observations and interviews during the initial tour members.
on 05/18/2016 al 12:56 p.m., with Staff #1
m;;]::; f:;:::‘ ;:Zu::_’:;mhr::é?;gﬂ on. The current document.ation log for 5.21.16
Staff #1 varbally reviewed the facility's procass for controlled substances is up to date. A
storage and dispensing Ativan. Staff #1 reported count was completed by the Health
the Ativan was stored in a lacked box within a Center Manager and a licensed staff
lockad cabinet in a specific room in the facility. member and documented appropriately
Staff #1 reported the Ativan used on the day of as of 5/21/16. Health Center Manager will
fer::tde‘;’?h’:;:; I':y”ﬂ":::;g :\:zg;ta?ftrfxﬂnm a monitor the log with a licensed staff
count and verify tha amount used with the amount :Eeriber every Slaturday when completing
leR. Staff #1 retrieved the keys for the locked ¢ Lorazepam 1mg count.
cahinset and the lock box from Staff #5, During the
abservation it was determined nursing staff failed A Controlled Substances Training was 5.20.16
to count and record the amount of Ativan conducted for all licensed staff and Health
administared. Tha locked box also contained two Center Managers on 5/20/16, which
muttidose ten (10) mL (milliitar) vials of Vallum. discussed maintaining appropriate counts
One of the vials was missing the protective flip of controlled substances,
top. Staff #1 and the surveyors ware unable fo tall
ifthe vial had been accessed. Health Center Manager performs a daily
An interview was conducied on DS/20/2016 at audit to ensure that medication counts
10:09 a. m,, with Staff #1 ragarding the multidoss are completed and recorded per policy.
vial of Valium, which did not have a flip fop The Regional Director will review these
covering the septum of the vial and the medication audits for a minimum of three quarters,
log book. Staff #1 offered to observe the or until 100% compliance has been
mutﬁcét::; ;‘:‘ a%“:‘r': with the 9"“"?:":-1 tﬁt 10:15 demonstrated. Thereafter, audits will be
am, and the surveyor antsred the .
unlocked clinician's offica. !étaﬂ' #1 openad the performed biannually.
unlocked drawer of Staff #5's desk. Staff #1
ratrieved the keys from the unlocked drawer. Staff
#1 and the surveyor entered the room where the
medication was kept and utilized the keys to
unlock the cabinet and uniock the lock box that
STATE FORM ez VPaH{ ¥ continuation shewl 38 of 45
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contained the Ativan 1 mg tablats and the two
multidose vials of Valium. The surveyor informed
Staff #1 of tha current issue. The facility's
Schedule IV medications were not securely
stored. Tha keys for both locks, which wara to
provide a double lock system, wara kept in an
unlocked drawer in an uniccked offica. Staff #1
verified that the keys were readily assessable to
any staff with knowledge that the madication keys
were in Staff #5's unlocked office.

Raview of the facility's policy titled "Controlled
Substances Policy" read in part: "Security
Procedures; Physicat facilities: Schedule Il and
IV controlled substances will be stored ina
securaly locked, substantially constructed cabinet
at all timas. Only licensed health cara staff and
health center managar or designes will have
access to storage cabinets containing contrallad
substances ..."

According to www.drugs.com: "Ativan {(lorazepam)
belongs to a group of drugs called
benzodiazepines. Lorazepam affects chemicals in
ihe brain that may be unbalanced in people with
anxiety. Lorazepam may be habit-forming and
should ba used only by the person it was
presacribad for. Misuse of habit-forming medicine
can cause add|ction, overdoss, or death. Ativan
should never be shared with another person,
especially someona whao has a history of drug
abuse or addiction. Keep the medication in a
secure place where others cannot get to it.”

According to www.drugs.com: "Valium {diazepam)
is a benzodiazepine. Dlazepam affects chemicals
in tha brain that may ba unbaianced in people with
anxiety." According fo the American Heart
Association Valium is one of ihe required
emergency medications, which should be
available,
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Ta25| 12VAC5-412-260 E Administration, Storage, Tazs
Dispensing of Drugs
Records of all drugs in Schedules |-V raceivad,
sold, administered, dispensad or otherwisa
disposed of shall bs maintained in accordance
with federal and state laws, to include the
inventory and reporting raquirements of a theft or
lass of drugs found In § 54.1-3404 of the Code of
Virginia.
This RULE: is not met as evidenced by:
Based on observation, interview and document The current documentation log for 52116
raview it was datermined the facility nursing staff controlled substances is up to date. A
failec:’to f‘;'::" thﬂ:a'-"i“:y"_“!ll“idﬂl;“t‘;:ltomm‘iﬁl;de:h’ count was completed by the Health
number of Ativan 1 mg (milligram ats u .
as a pre-procedure madication and fo keep the Center Manager and a licensed staff
medication log current. member and documented
appropriately as of 5/21/16. The
The findings included: Health Center Manager will monitor
the log with a licensed staff member
Observations and Intarviews during the initia! taur every Saturday when completing the
on 05/18/2016 at 12:56 p.m., with Staff #1 Lorazepam 1lmg count.
revealad Ativan 1 mg tablets were used as a
pre-procadure medication if the patient decided to A - 520.16
purchase the medication. Staff#1 varbally Con;lrcliljed S; bStanFes Training
caviawed th facillty's procass for storage and was rolled out for all licensed staff and
dispensing Ativan, Staff#1 reported tha Ativan He;alth (;enter Managers on 05/20/16
was storad in a locked box within a locked cabinet which discussed maintaining
in a specific room in the facility. Staff #1 reported appropriate counts of controlled
the Ativan used on the day of proceduras was substances.
recorded in a log. Staff#1 raporiad the facility
required two staff to parform a count and vrify the Regional Director will review these
amount used with the amount remaining. audits for a minimum of three
Staff #1 obtained the keys for the locked cabinat duatters, o until 10093 C°hmphance
and the lock box from the licensed staff on duty. as been demonstrated. Thereafter,
Staff#1 presanted the binder, which contained the audits will be performed biannually.
documented count for the Ativan 1 mg (milligram)
tablets. Review of the log sheat within the binder
documented the last count was parformed on
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Continved From Page 40

05/02/2016 for a final tally of "271." The surveyor
inquired whether procedures werse performed on
05/07/2018 and 05/14/2016, Staff #1 siated, "'We
had procedures on both days." Staff #1 reporied
the nurse failed to anter the amount used for both
days and the final tally. Staff #1 reirieved tha
procedure sheets for 05/07/2016 and 05/14/2018
and counted the number of Ativan 1 mg doses
administerad on 05/07/2016 and 05/14/2016.
Staff #1 reported a tolal of sixteen {16) dosea
ware administered, The surveyor obsarved Staff
#1 count the Ativan 1 my tablets. Although the
count was correct for a tolal of 255 tablels; Staff
#1 varified the nurse failed to follow the facility's
procedura for two staff to count and record all
Schedule IV maedications. The surveyor
requested the facility's policy related to controlled
substances.

Review of the facility's policy titlad "Controlled
Substances Policy” read in part: "Werking
Inventory Procedures (controlled substances used
in day-to-day clinical services) ... staff must use
Controlled Substanca Log: Working Inventory ... at
the beginning and end of each business day in
which clinical servicas were provided. A single log
page must ba used for each drug per date ..."

Tha facility's policy listed eightean (18) items that
must be Included on the controlled substance log
sheet. The policy listed "1. Date invantory is
performad, 2. Recovery Room RN (Registered
Nurse) nams, 3. Exact drug name, 4. Strength ...
5. Sizs ... 6. Lot # (number}, 7, Expiration date, 8.
Starting count,” 9. [reconciliation with the pravious
clinic ending total), ".. 12, MR (medical racord)
#, 13. Patient full name (Sic), ... 15. Amount givan
to cliant, 16, Amount remaining, 17. RN name and
signature, and 18. Signature of witneas."

According to www.drugs.com: "Ativan (lorazepam)
belongs fo a group of drugs called

T 325
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benzodiazepines. Lorazepam affects chemicals in
the brain that may be unbalancad In paople with
anxiaty. Lorazepam may be habit-forming and
should be used only by the person it was
prascribed for. Misuse of habit-forming medicine
can causs addiction, ovardose, or death. Ativan
should naver be shared with another person,
especially someone who has a history of drug
abuse or addiction. Keep tha medication in a
secure place where others cannot gst to it."

12VACS5-412-270 Equipment and Supplies

An abortlon facility shall maintain medical
equipment and supplies appropriate and
adequate to care for patiants based on the lsvel,
scope and intansity of services provided, to
includa;

1. Abed or recliner suilable for recovery;

2. Oxygen with flow meters and masks or
equivalent;

3. Mechanical suction;

4, Resuscitation aquipment to (nclude, as a
minimum, resuscitation bags and oral airwaya;

5. Emergancy medications, intravenous fluids,
and related supplies and equipment;

6. Sterile suturing equipment and suppfies;
7. Adjustable examination fight;

8. Containers for solled linen and waste
materials with covers; and

9. Refrigerator

T325

T30
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T330| Continued From Page 42 7330 As of 6/1/16, the emergency cart and 6.1.16
supplies were all current and did not
This RULE: is not met as evidenced by: contain any expired medications or
Based on observations, staff intarviews and supplies.
document review, it was determined the facility
staff failed to ensure that medical equipment to Foley catheters, suction machines, and
care for patients based con tha scope and intensity AED pads have been added to current
of services provided were availabte and not emergency supply checklist and are
expired, present on the emergency cart.
Findings include: Although Vasopressin is an option for
A review of the facility's emergency cart, located in treatment of cervical laceration, there are
tha racovery area was conductad on 5/19/2016 at other more readily available options since
1:00 PM. The surveyor noted that two packs of vasopressin is currently on national
defibrilator pads available for use with the AED shortage.
(automated external defibrillator} expired 10/2015.
;“ yQED isda pnﬂablzdevitl:e;h.ai c:a;i:.:. ﬂ;': heart A revised Emergency Care Manual willbe { 7.26.16
m and can send an electric shock to the AP
t
heart o try to restare @ normal tythm, AED's are sent out to Vlrgmlahm es (.)n or be.fore
used to treat sudden cardiac arrest. IFAED pads 7/26/16 reflecting the various options
are used bayond thelr expiration date, they may available for management of different
not adhere o the skin as well, particulardy when emergency situations. Patient safety has
cardiopulmonary resuscitation (CPR) is done. not been compromised by Vasopressin
- shortage as other effective treatment
The facility's monthly smergency box inventory options are available, as outlined in the
form included a check mark documsnting that the Emersency Care Manual
AED was checked by Staff #5 in January, gency ’
February, and March of 2016; there was no , )
notation for April or May 2018. Licensed personnel will check emergency
cart by the last day of each month and fill
Staff #1 fold the surveyor at 1:15 PM on 5/19/2016 out corresponding inventory checklist.
that the facility had recognized that the defibrillator Any missing, expired or otherwise
pads were expired on 5/17/2016, and had been unusable items will be replaced
ordered :’t the time of that discovery; Staff #5 immediately via notification to the Health
concurre
; . th,
On 5/21/2016 when procedures were performed S:ni?:n?a:?iz ijﬁ;gggf:l:;t tﬁ]: mon
at the facility, there were no AED defibrillator pads Y 2
available for use that ware not expired. emergency cart, the Health Center
Manager is notified at that time.
Tha surveyor obsarved that there was no
Vasaopressin available for use on the em#rgency {continued on next page)
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T 330| Continued From Page 43 Ta3o Emergency cart check has been added to | 7.12.16
the Health Center Manager’s Monthly
carl, The facility's policy and procedure for RQM-003 checklist to ensure
:nanagemant of a carvicat laceration states compliance with this requirement. The
conslder dilute Vasoprossin 2-4 units Regional Director will also audit and

intracervicar document compliance quarterly for a

minimurn of three quarters, or until

The surveyor cbserved that there was no Foley .
100% compliance has been

catheter available for emargency use. The

facility's policy and procedura for management of demonstrated. Thereafter, audits by the
a cervical laceration states "For savere blaading Regional Director will be performed
and suspected high cervical tear, consider biannually.

insertion of 30 m! Folay catheter into carvix,..",

Thera was no documentation that the facility's
muanthly emergency box inventory form had been
checked for the manths of April and May of 2016,

T415 | 12VAC5-412-350 B Maintanance T415

When patlent monitoring equipment is utiized, a
written preventive maintenance program shall be
developad and implamentad. This equipmeant
shall be checked and/or fested in accordance
with manufacturer's specifications at periodic
intervals, not less than annually, to ensure proper
operation and a state of good repair. Afiar
repairs and/or alteraticns are made to any
equipment, the equipment shall be thoroughly
teated for proper operation before it is raturned to
service. Records shali be maintained on each
pieca of equipment to indlcate its history of
testing and maintanance. As of 7/26/16, all patient monitoring 7.26.16
equipment will receive preventive
maintenance, including being checked
and/or tested in accordance with
manufacturer’s specifications. All such
inspections will be appropriately

This RULE: is not met as evidenced by:
Based on observations,interviews, and document
review, it was detarmined the facility staff failed to

ensura that aquipment was checked for documented.
praventative maintenance (PM) at least annually )
and that racords wera malntained on each piece (continued on next page)

STATE FORM tzime NPYI1 H continuation sheat 44 of 45



PRINTED: 0e/06/2018

FORM APPROVED
Tglgjg of Virginia
ATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/GLIA {%2) MULTIPLE CONSTRUGTION {X2) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICANION NUMBER: COMPLETED
‘ A BUILDING
AF-0011 B, WING 05/21/12016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
PLANNED PARENTHOOD SOUTH ATLANTIC - ROANOKE | 2207 PETERS CREEK ROAD
ROANOKE, VA 24017
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGLRATORY OR LSC IDENTIFYING INFORMATION} Ta8 CROSS-REFERENCED TD THE APPROPRIATE DATE
DEFICIENCY)
T 415| Continued From Page 44 T 415 The Director of Facilities and Security,
or his/her designee, is responsible for
of aquipment to indicata its history of tasting and implementation, oversight and
malritenance. compliance of the preventive
maintenance program. The Health
Findings Include: Center Manager maintains records
On 5MB/2016 at 1:00 PM, the surveyor obsarved documenting the history of testing and
that the pulse oximeler (used 1o measure oxygen maintenance of each picce of
in the blood and helps the health care provider equipment. The Regional Director will
dacide if a parson needs exira oxygen) on the audit preventive maintenance
emergency cart did not have a PM sticker, At documentation quarterly for a
approximataly 2:00 PM on 5/18/2016, Staff #1 minimum of three quarters, or until
stated "ha probably just didn't know th%t was in 100% compliance has been
there when he checked the aquipmant. demonstrated. Thereafter, audits will be
On /2012016 at 4:15 PM the surveyor abserved a performed biannually.
vacuum suction machine in the physicians' office
that had a PM sticker dated 2/8/2016; howaver,
there was na inspaction record associated with
that pieca of equipment available for review,
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PLANNED PARENTHOOD SOUTH ATLANTIC
BYLAWS

Dated as of January 1, 2015
Revised June 27, 2015

ARTICLE 1
NAME

1.1 Corporate Name. The name of this organization is Planned Parenthood South
Atlantic, hereinafter referred to as the “Organization” or “PPSA.”

ARTICLE I
ORGANIZATION

2.1  Organization. The Organization has been formed under the laws of the State of
North Carolina as contained in Chapter 55A of the General Statutes of North Carolina (the
“North Carolina Nonprofit Corporation Act”) and has received designation under Section
501(c)(3) of the Internal Revenue Code of 1986, as amended (or the corresponding provisions of
any future United States internal revenue law) (the “Code”) as a tax-exempt nonprofit
organization.

2.2 Affiliation. The Organization shall be an affiliate of Planned Parenthood
Federation of America (“PPFA”).

ARTICLE I
PURPOSES AND MISSION STATEMENT

The Organization believes in the fundamental right of all persons to control their own sexuality
and reproductive life, regardless of their gender (as defined below), race, color, national origin,
age, religion, sexual orientation (as defined below), gender identity (as defined below), sexual
identity (as defined below), gender expression (as defined below), disability, income, marital
status or any other characteristic or status protected by applicable federal, state, or local law

The Organization believes that respect and value for diversity in all aspects of the Organization
is essential to the well-being of the Organization. As such, it is PPSA’s policy to provide equal
employment opportunity and service access to all qualified employees, applicants for
employment, volunteers, and clients without regard to unlawful consideration of gender, race,
color, national origin, age, religion, sexual orientation, gender identity, sexual identity, gender
expression, disability, income, marital status, or any other characteristic or status protected by
applicable federal, state, or local law.

Based on these beliefs, the mission and purposes of the Organization are to:
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(a) Provide comprehensive reproductive and sexual health care services in
settings that preserve and protect the individual’s right to privacy and informed
decisions;

(b)  Advocate public policies which advance these rights and expand access to
these services to the extent allowed consistent with the Organization’s IRC 501(c)(3) tax-
exempt status;

(c) Provide educational programming that fosters a culture of healthy
sexuality;

(d) Work with and meet the needs of diverse communities and the underserved;
and

(e) Lead broad-based strategies that further these fundamental rights.

For purposes of these Bylaws, “gender” means one’s biological, social, and legal status as a male
or female; “sexual orientation” means one’s sexual identity in relation to the gender to which one
is attracted (i.e., the fact of being heterosexual, homosexual, or bisexual);“gender identity”
means one’s inner sense of being female or male or a mixture of both (which sense may not be
consistent with one’s biological, social, or legal gender); “sexual identity” means how one labels
oneself (which label is a part of one’s overall conception of oneself and may not be consistent
with one’s behavior or orientation); and “gender expression” means the ways in which one
manifests or communicates one’s masculinity or femininity.

ARTICLE 1V
OFFICE AND REGISTERED AGENT

4,1  Principal Office. The principal office of the Organization shall be located and
maintained in Raleigh, North Carolina. The Organization may have such additional offices as
may be designated by the Board.

42  Registered Office and Registered Agent. The registered office and registered
agent of the Organization shall be determined by the Board

4.3  Changes. Any change to the Organization’s registered office or registered agent
shall be accomplished in compliance with the North Carolina Nonprofit Corporation Act.

ARTICLE V
MEMBERSHIP

5.1 Membership. The Organization shall have no members.
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ARTICLE VI
BOARD OF DIRECTORS

6.1 Powers.

(a)

General Powers. The business and affairs of the Organization shall be

managed by the CEO of the Organization under the direction and supervision of the
Board of Directors (collectively, the “Board,” and each member, a “Director™), taking
into account the standards of affiliation of PPFA and subject to any limitation set forth in
the Organization’s Articles of Incorporation, these Bylaws, or as otherwise provided by

law.

(b)

Specific Powers.
1 The Board shall:

(1 Hire, evaluate, determine the compensation of, and dismiss
the CEO (in each case taking into consideration the recommendation of
the Executive Committee);

2) Ensure that the Organization does not engage in any
activity that would jeopardize the Organization’s federal tax exemption
(specifically ensuring that the Organization (I} does not attempt to
influence legislation, except to the extent permitted by law, and (2) does
not participate or intervene in any political campaign of any candidate for
public office);

(3)  Ensure that these Bylaws are reviewed periodically by legal
counsel (selected and appointed as set forth in ARTICLE XII) to ensure
compliance with applicable laws, and annually file a compliance form
with PPFA to that effect; and

(4)  Have oversight responsibility for the financial well-being
of the Organization, including:

(A)  developing financial policies and programs,

(B)  considering the annual operating and capital
budgets presented by the Finance and Investment Committee and,
after making any revisions it deems advisable, adopting and
monitoring the same,

(C)  appointing the Organization’s independent public
accountant (the “Auditor”) (taking into consideration the
recommendation of the Finance and Investment Committee with
respect to such appointment) (ensuring that at least every five years,
the lead audit partner or concurring audit reviewer is rotated),
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(D)  ensuring that the Auditor completes an annual audit
of the books and financial statements of the Organization,

(E)  meeting annually with the Auditor without staff
present, and

(F)  reviewing the audit letter and other communications
from the Auditor.

(ii)  To the extent that the Organization has the authority to appoint the
members of the board of directors of another entity, it shall be the responsibility
of the Board to make such appointments.

6.2  Number. The number of Directors shall be determined by the Board and shall be
not less than 18 or more than 23 persons.

6.3  Honorary Directors. The Board may invite members of the PPFA Board of
Directors and members of the PPFA Leadership Council, in each case who live in the area served
by PPSA, to be honorary directors (provided that they are and continue to be members in goed
standing of the PPFA Board or the PPFA Leadership Council, as applicable). At the discretion
of the Chair of the Board, honorary directors may be present at and participate in Board meetings
(except executive sessions) and receive Board materials; provided, however, that they shall not
have the authority to vote, shall not count towards quorum or diversity requirements or
recommendations, and shall not be included for purposes of determining the minimum or
maximum number of Directors of the Organization.

6.4  Eligibility to Serve as a Director. The Board should reflect the diversity of the
communities and states served by the Organization. No individual shall be disqualified from
serving as a Director because of gender, race, color, national origin, age, religion, sexual
orientation, gender identity, sexual identity, gender expression, disability, income, marital status,
or any other characteristic or status protected by applicable federal, state, or local law. No
employee of PPFA or any affiliate of PPFA may serve on the Board or have voting privileges
with respect thereto.

6.5  Election. Directors shall be elected prior to July 1 of each year. The Board
Governance Committee shall present a slate of individuals for consideration by the Board, and
current Directors may nominate additional individuals during the meeting at which new
Directors are to be elected, provided that the nominees have consented to such nomination.

6.6  Terms. Except as set forth in this Section 6.6 and in Section 6.8, Directors shall
serve three-year terms that begin on July 1 of the year in which they were elected and that end at
such Director’s death, resignation, or removal or when his or her successor is elected and
qualified. The terms of the Directors shall be staggered so that as nearly as possible one-third of
the Board shall be elected each year.
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The Board may provide for shorter or longer terms of office as follows:

(a) In unusual circumstances, the Board may extend a Director’s term of
office in one-year increments.

(b) The Board may elect a Director to a term of office that is shorter or longer
than three years in order to maintain an approximately equal number of Directors in each
of the three classes of Directors.

A Director who has served for two full terms shall be ineligible for re-election for one
full year, with the exception that each past Chair of the Board shall be eligible, immediately
following the year in which such individual served as Chair, to be elected as a Director of the
Board and may serve up to two one-year terms as a Director in order to provide the Board with
the experience and perspective of the Past Chair.

6.7  Removal. Any Director may be removed, with or without cause, by a vote of
two-thirds of the Directors.

6.8  Vacancies. Vacancies occurring on the Board between annual elections may be
filled by the remaining Directors. Directors so elected shall hold office until the next annual
election, at which time they shall be eligible for re-election. For purposes of clarity, a Director
who is initially elected to fill a partial year of a former Director’s term shall be eligible to serve
two three-year terms following the end of his or her initial partial-year term.

6.9  Compensation and Expenses. No Director shall be entitled to, or shall receive
any, direct or indirect compensation for attendance at meetings of the Board or for other services
rendered to the Organization as a Director or member of a committee of the Board. A Director
may, however, be reimbursed for any out-of-pocket expenses incurred on behalf of the
Organization or in connection with the transaction of the Organization’s affairs and approved for
reimbursement by the Board.

ARTICLE VII
MEETINGS OF THE BOARD OF DIRECTORS

7.1  Annual and Regular Meetings. An annual meeting of the Board (for the purpose
of electing directors and officers, appointing committees, and carrying on such other business as
may properly come before the meeting) shall be held on such day as is designated by the Board.
The Board shall also schedule three additional regular meetings during each fiscal year.

7.2 Special Meetings. Special meetings of the Board may be called at any time by the
Chair or by any five Directors. Such meetings shall be held at such times as the person or
persons calling the meetings shall designate.

7.3  Locations of Meetings. Meetings of the Board shall generally be held at the
principal office of the Organization or at a place within the area served by the Organization;




Exhibit A

however, meetings may also be held at such places, within or without the Organization’s service
area (and within or without the State of North Carolina), as the Board shall designate from time
to time. If no place is designated, meetings shall be held at the principal office of the Organization.

7.4  Notice of Meetings. Notices of regular meetings of the Board shall be given to
each Director not less than five days before such meetings, and notices of special meetings of the
Board shall be given to each Director not less than 48 hours before such meetings, in either case
by any usual means of communication, including, without limitation, in person, by telephone, by
facsimile, by email, or by mail. Oral notice of a meeting is effective when actually
communicated to the Director. Written notice is effective at the earliest of the following:

(2) When received;

(b)  Three days after deposit in the United States mail, as evidenced by the
postmark, if mailed with postage thereon prepaid and correctly addressed to the address
of the Director last known to the Organization; or

(c) On the date shown by the confirmation of delivery issued by a private
carrier, if sent by private carrier to the address of the Director last known to the
Organization.

Any such notice shall set forth the time of the meeting.

7.5  Waiver of Notice. A Director may waive any notice required by law, the Articles
of Incorporation, or these Bylaws before or after the date and time stated in the notice, and such
waiver shall be equivalent to the giving of such notice. Except as provided in the next paragraph
of this section, the waiver shall be in writing, signed by the Director entitled to the notice, and
filed with the minutes or corporate records.

A Director’s attendance at or participation in a meeting waives any required notice to the
Director of the meeting unless the Director at the beginning of the meeting or promptly upon
arrival objects to holding the meeting or transacting business at the meeting and does not
thereafter vote for or assent to action taken at the meeting.

7.6 Quorum. One-half of the Directors shall constitute a quorum for the transaction
of business at a meeting of the Board.

7.7  Voting. If a quorum is present when a vote is taken, the act of a majority of the
Directors present shall be the act of the Board, unless otherwise provided in these Bylaws. A
Director who is present at a meeting of the Board or a committee of the Board when corporate
action is taken is deemed to have assented to the action taken unless the Director (a) objects at
the beginning of the meeting, or promptly upon arrival, to holding it or transacting specified
business at the meeting, (b) votes against, or abstains from, the action taken, and such dissent or
abstention is entered in the minutes of the meeting, or (c) files written notice of his or her dissent
or abstention with the presiding officer of the meeting before its adjournment or with the
Organization immediately after adjournment of the meeting. The right of dissent or abstention is
not available to a Director who votes in favor of the action taken.
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7.8 Attendance. Any Director who is absent from two consecutive meetings without
giving prior notice of such absences to the Secretary shall be deemed to have resigned from the
Board.

7.9  Action Without Meeting. Any action required to be taken or which may be taken
at a meeting of the Board or any committee created by the Board may be taken without a
meeting if each of the members of the Board or each of the members of such committee, as the
case may be, approves such action by either (a) signing one or more written consents setting
forth the action to be taken or (b) consenting to such action in electronic form and delivering
such consent by electronic means. A consent provided under this section has the effect of a
meeting vote and will be included in the minutes or filed within the corporate records reflecting
the action. The action taken must be reported at the next regular meeting of the Board.

7.10 Participation in Meetings by Electronic Communications. The Chair of the Board
may permit any or all Directors to participate in a regular or special meeting by, or conduct the
meeting through the use of, any means of communication by which all Directors participating
may simultaneously hear each other during the meeting. A Director participating in a meeting
by this means is deemed to be present in person at the meeting. Likewise, with the permission of
the chair of a committee, any one or more members of a committee may participate in a
committee meeting by means of a conference telephone or similar device which allows all
persons participating in the meeting to hear each other, and such participation in a meeting shall
be deemed presence at such meeting.

ARTICLE VIII
OFFICERS

8.1 Officers. The officers of the Organization shall be a Chair, a Vice Chair, a CEO,
a Secretary, a Treasurer, and other officers and assistant officers as may be deemed by the Board
to be necessary or advisable to carry on the business of the Organization. The Chair, Vice Chair,
Secretary, and Treasurer shall be Directors. The Assistant Treasurer and other officers are not
required to be Directors.

8.2  Appointment and Eligibility. Except as otherwise provided in this ARTICLE
VIII, the Board shall, taking into consideration the recommendation of the Board Governance
Committee, appoint the officers of the Organization. No employee of PPFA or any affiliate of
PPFA may serve as Chair, Vice Chair, Secretary, or Treasurer.

8.3  Resignation and Removal of Officers. Any officer may resign at any time upon
written notice to the Board, and no acceptance of a resignation shall be necessary to make it
effective. The Board may remove any officer at any time, with or without cause.

8.4  Terms. The officers shall be appointed prior to July 1 of a given year. With the
exception of the CEO, whose term of office shall be within the Board’s discretion, the officers
shall serve one-year terms that begin on July 1 of the year in which they were elected and that
end at such officer’s death, resignation, or removal or when his or her successor is appointed and
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qualified. An officer may be elected for a maximum of three consecutive one-year terms. In
unusual circumstances, the Board may extend an officer’s term of office for up to six months.

Vacancies. Officer vacancies may be filled by the Directors. Officers so appointed

shall hold office until the next annual election, at which time they shall be eligible for re-election.
For purposes of clarity, an officer who is initially elected to fill a partial year of a former
officer’s term shall be eligible to serve three one-year terms following the end of his or her
initial partial-year term.

Duties of Officers.

(a) Chair. The Chair shall (i) preside at all meetings of the Board and (ii) be

an ex-officio member of all Standing Committees of the Board (including being counted
towards the presence of a quorum of such committees and having the right to vote on any
matter before such committees). The Chair shall also perform such other duties as are
properly required by the Board.

(b) Vice Chair. The Vice Chair shall act as the Chair in the event of the

absence or inability of the Chair to act, or in the event of a vacancy in that office. Upon
completion of the Chair’s term(s) of office, the Vice Chair shall assume the office of
Chair. The Vice Chair shall also perform such other duties as are properly required by the
Board or by the Chair.

(¢ CEO.

() Appointment. The Board shall, taking into consideration the
recommendation of the Executive Committee, appoint the President and Chief
Executive Officer (“CEO”). The Board shall also be responsible for the dismissal
of the CEO.

(i)  Responsibilities. The CEO shall:
(1)  Implement the policies of the Board;
(2)  Manage the Organization’s day-to-day operations;

(3}  Ensure that the mission, goals, and objectives (as defined
by the Board) are carried out; and

(4)  Hire, supervise (directly or indirectly), review the
performance of, and discharge all employees of the Organization.

(ifi)  Limitations. The CEQ shall not perform any act (or allow or cause
to be performed any act) that is unlawful, inconsistent with commonly accepted
business and professional standards, in violation of contractual standards or
requirements set forth by funding sources or regulatory bodies, or contrary to
explicit limitations set forth by the Board.

(iv)  Relationship with the Board. The Board and the CEO shall work
together in a mutually supportive manner, within the context of their respective

8
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roles, in full recognition that their joint contributions are the key to PPSA’s
continuing success.

(d)  Secretary. The Secretary shall (i) attend all of the meetings of the Board
and the Executive Committee, (ii) keep or cause to be kept minutes of all meetings of the
Board and the Executive Committee and timely distribute them as appropriate, (iii) ensure
the accurate documentation of the policies and resolutions of the Organization, and (iv)
make such reports and perform such other duties as are incident to the office or properly
required by the Board.

(e) Treasurer. The Treasurer shall (i) keep or cause to be kept such accounts
and records as may be necessary to show receipts, expenditures, and the financial
condition of the Organization from time to time; (ii) represent the Board in all matters
related to the financial affairs of the Organization; (iii) chair the Finance and Investments
Committee; and (iv) perform all other duties as are incident to the office or properly
required by the Board.

6] Assistant Treasurer. The Assistant Treasurer shall act as the Treasurer in
the event of the absence or inability of the Treasurer to act, or in the event of a vacancy in
that office.

8.7. Limitation on Authority. No officer may bind the Organization to obligations
beyond the limit of items in the approved budget without specific authority in writing from the
Board.

8.8  Reliance on Others. In discharging their duties, officers may rely upon
information, opinions, reports, or statements, including financial statements and other financial
data, if prepared by or presented by (a} one or more officers or employees of PPSA that is or are
reasonably believed to be reliable and competent in the matters presented, or (b) legal counsel,
public accountants, or other qualified persons as to matters the officer reasonably believes are
within the person’s professional or expert competence. Reliance is not permitted if an officer
has actual knowledge concerning the matter in question.

ARTICLE IX
COMMITTEES OF THE BOARD

9.1 Committees. The Board shall have the standing committees set forth in these
Bylaws (the “Standing Committees™). The Chair of the Board may also, with the approval of the
Board, create one or more ad hoc advisory committees as he or she sees fit, provided that the
purpose and operation of any such ad hoc advisory may not be inconsistent with the standards of
affiliation of PPFA.

9.2 Authority of Committees. A Standing Committee may exercise the authority of
the Board if such authority is (a) specified in these Bylaws or (b) delegated by the Board at a
meeting called and held in accordance with ARTICLE VII or pursuant.to a written consent

satisfying the requirements of Section 7.9. Notwithstanding the generality of the foregoing (or
10
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any authorization of the Board to the contrary), no committee may (i} fill vacancies on the Board
or on any of its committees; (ii) amend the Articles of Incorporation; (iii} adopt, amend, or repeal
these Bylaws; (iv) amend or repeal any resolution of the Board; (v) approve dissolution, merger,
or the sale, lease, exchange, pledge, mortgage, or transfer of all or substantially all of the
Organization’s property or assets; (vi) except for the Executive Committee and unless
specifically authorized to do so by the Board, enter into any contracts; (vii) authorize the
voluntary dissolution of the Organization or revoke any proceedings for voluntary dissolution of
the Organization; or (vii) take any action prohibited by law.

9.3  Appointment of Committee Chairs and Members. The Board shall, taking into
consideration the recommendation of the Board Governance Committee, appoint the members
and chairs of the Standing Committees (provided, however, that the chairs of the Executive
Committee and the Finance and Investment Committee shall be as set forth in Section 9.7).

9.4  Composition of Committees. Each Standing Committee shall consist of a
Committee Chair and at least two more members. All chairs of the Standing Committees
must be Directors, and, with the exception of the members of the Finance and Investments
Committee and the Development Committee (which committees may have members who are not
Directors, provided that a majority of the members of such committees are Directors), all
members of the Standing Committees must be Directors.

9.5  Terms. Chairs and members of the Standing Committees shall serve in such
capacity for a term of one year, unless otherwise provided in this ARTICLE IX.

9.6  Committee Meetings: Miscellaneous. Unless otherwise provided in this ARTICLE
IX, the provisions of these Bylaws governing meetings, action without meetings, notice and
waiver of notice, and voting requirements of the Board shall apply to the Standing Committees
and their members as well.

Each Standing Committee shall meet a minimum of two times per year and at such other
times as it deems necessary and appropriate. Each Standing Committee shall keep minutes of its
meetings and shall report its actions and recommendations to the Board at its next meeting. With
the exception of the Executive Committee (the quorum requirements for which are set forth in
Section 9.7(a) below), a quorum at all Standing Committee meetings shall consist of the greater
of (a) one-third of the members of such committee who are Directors or (b) two members of the
committee who are Directors. If a quorum is present when a vote is taken, the act of a majority
of the members of the committee present shall be the act of such committee.

Any committee member who is absent from two consecutive committee meetings without
giving prior notice of such absences to the chair of the committee shall be deemed to have
resigned from such committee.

11
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9.7

Standing Commiittees. The Board shall have the following Standing Committees:

(a) Executive Committee.

(i) Composition. The Executive Committee will consist of at least
three Directors, including the Chair of the Board (who shall also chair the
committee), appointed in accordance with Section 9.3. It is anticipated, but not
required, that the Executive Committee will also consist of the Directors then
serving as officers of the Organization, the chair of each of the other Standing
Committees, and the immediate Past Chair of the Board.

(ii)  Functions. The Executive Committee shall (1) have the full
authority of the Board during the intervals between meetings of the Board, (2)
make policy recommendations to the Board, (3) supervise and review the actions
of the other Standing Committees, (4) oversee the long-range planning of the
Board, (5) recommend, as applicable, the hiring, compensation, and dismissal of
the CEQ, and (6) prepare and present to the Board an annual evaluation of the
CEO.

(ili)  Quorum. A quorum of the Executive Committee shall be a majority
of the members of the Executive Committee. If a quorum is present when a
vote is taken, the act of a majority of the members of the Executive Committee
present shall be the act of the Executive Committee.

(b)  Finance and Investments Committee.

(i) Composition. The Finance and Investments Committee shall
consist of the Treasurer, and at least two other persons, at least one of whom has
substantial financial expertise. The Treasurer shall chair the committee,

(ii)  Functions. The Finance and Investments Committee shall:

(1)  With respect to financial matters: (A) have oversight
responsibility for the quality and integrity of the Organization’s financial
statements, (B) ensure compliance with legal and regulatory requirements
relating to financial matters, (C} regularly (and no less than annually)
review the adequacy of the Organization’s internal financial controls and
financial policies, (D) review and submit to the Board for approval the
annual operating and capital budgets of the Organization, and (E) monitor
(at least quarterly) the Organization’s financial operations through review
of its actual performance relative to the approved operating and capital
budgets;

(2)  With respect to audit-related matters: (A) after approving
its fees and ensuring its independence, recommend to the Board the
selection of the Auditor, (B) review with the Auditor the annual audit
program, (C) review the audit letter and other communications from the

11
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Auditor, and (D) have oversight responsibility over such Auditor,
including ensuring its ongoing independence from the Organization; and

(3)  With respect to investment-related matters: (A) review (at
least biannually) the performance of all of the Organization’s investments,
and (B) develop guidelines for the efficient management of such
investments.

() Board Governance Committee.

Q) Composition. The Board Governance Committee shall consist of
at least 3 Directors, at least one of whom is a person of color. The CEO shall be
an ex-officio member of the committee, with voice but without vote.

(i)  Terms. The chair and members of the Board Governance
Committee shall serve up to three one-year terms in such capacity. The
membership of the Board Governance Committee should reflect PPSA’s
commitment to diversity.

(ili)  Functions. The Board Governance Committee shall (1) conduct an
annual assessment of the Board to determine priorities for characteristics and
skills of incoming Board members consistent with the Organization’s
commitment to diversity; (2) develop programs and other resources to increase
the leadership skills of the Directors and the effectiveness of the Board; (3) plan
Board orientations and retreats; (4) plan educational presentations for the Beard;
(5) annually recommend to the Board (A) a slate of individuals nominated for
election to the Board, (B) a slate of individuals nominated to be appointed as
officers, and (C) a slate of Directors nominated to be members of each of the
Standing Committees; (6) monitor the performance of the Board and each of the
Standing Committees; and (7) annually conduct a performance evaluation of
Directors.

d) Compliance Committee

) Composition. The Compliance Committee shall consist of at least 3
Directors. The Chief Executive Officer and the Compliance Officer shall serve as
ex-officio members of the Compliance Committee.

(ii)  Functions. The Board Compliance Committee shall (1) oversee the
implementation of the Compliance Program, (2) monitor implementation of the
Compliance Program, and evaluate its effectiveness (3) review reports and
recommendations of the Compliance Officer regarding Compliance Program
activities, including data regarding compliance generated through audit, monitoring
and individual reporting, and (4) based on these repotts, make recommendations to
the Board of Directors.

(e) Development Committee.

12
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() Composition. The Development Committee shall consist of at
least three Directors.

(if)  Functions. The Development Committee shall (1) develop and
recommend to the Board policies and strategic plans for fundraising; (2) ensure
the implementation of such policies and strategic plans; (3) support staff in
implementing major campaigns, plans for donor cultivation and retention, special
events, and planned giving campaigns; and (4) ensure that 100% of the Directors
make personal gifts to the Organization.

13
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ARTICLE X
INDEMNIFICATION

10.1 Extent. In addition to the indemnification otherwise provided by law, the
Organization shall indemnify and hold harmless its Directors and officers, former Directors and
officers, employees and those persons who were serving at the request of the Organization in any
capacity in another corporation, partnership, joint venture, trust or other enterprise (collectively,
the “Indemnified Persons” and individually, the “Indemnified Person”), against (a) reasonable
litigation expenses, including attorneys’ fees, actually and necessarily incurred by such
Indemnified Person in connection with any threatened, pending or completed action, suit or
proceeding, whether civil, criminal, administrative or investigative and whether or not brought
by or on behalf of the Organization, seeking to hold such Indemnified Person liable by reason of
the fact that he or she is or was acting in such capacity and (b) reasonable payments made by
such Indemnified Person in satisfaction of any judgment, money decree, fine, penalty or
settlement for which he or she may have become liable in any such action, suit or proceeding;
provided, in either case, that it is determined in accordance with Section 10.2 of this ARTICLE
X that he or she is entitled to indemnification hereunder. Notwithstanding the above, the
Organization shall not indemnify the Indemnified Person in relation to matters as to which such
Indemnified Person has been adjudged to have acted in bad faith or to have been liable or guilty
by reason of willful misconduct in the performance of duty.

10.2 Determination. Any indemnification under Section 10.1 of this ARTICLE X shall
be paid by the Organization in any specific case only after a determination that the Indemnified
Person did not act in bad faith or was not liable or guilty by reason of willful misconduct in the
performance of duty. Such determination shall be made (a) by the affirmative vote of a majority
of a quorum of those Directors who are not or were not parties to the action, suit or proceeding
out of which the liability or expense for which indemnification is to be determined arose, or
against whom the claim out of which such liability or expense arose is not asserted
(“Disinterested Directors™), (b) if a quorum cannot be obtained under clause (a) of this sentence,
by the affirmative vote of a majority of a special committee duly designated by the Board and
consisting solely of two or more Disinterested Directors (the “Determination Committee™) or (¢)
by independent legal counsel selected by (i) the Board, in the manner prescribed in clause (a) of
this sentence, (ii) the Determination Committee, in the manner prescribed in clause (b) of this
sentence or (iii) the majority vote of all Directors, if a quorum of the Disinterested Directors
cannot be obtained under clause (a) of this sentence and a Determination Committee cannot be
designated under clause (b) of this sentence. The Board shall take all such action as may be
necessary and appropriate to authorize the Organization to pay the indemnification required by
this ARTICLE X, including without limitation, to the extent needed, making a good faith
evaluation of the reasonable amount of indemnity due to such Indemnified Person.

10.3  Advanced Expenses. Expenses incurred by an Indemnified Person in defending a
civil or criminal claim, action, suit or proceeding may, upon approval of a majority of the
Disinterested Directors, even though less than a quorum, be paid by the Organization in advance
of the final disposition of such claim, action, suit or proceeding, provided, however, that prior to
such payment such Indemnified Person shall agree in writing to repay such amount to the
Organization unless it is ultimately determined that he or she is entitled to be indemnified against
such expenses by the Organization.
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10.4 Reliance and Consideration. Any person who serves or has served in any of the
capacities set forth in Section 10.1 of this Article X for or on behalf of the Organization shall be
deemed to be doing or to have done so in reliance upon, and as consideration for, the right of
indemnification provided herein. Such right shall inure to the benefit of the legal representatives
of such person and shall not be exclusive of any other rights to which such person may be
entitled apart from the provision of this Section 10.4. No amendment, modification or repeal of
this Article XIII shall adversely affect the right of any Director or officer to indemnification
hereunder with respect to any activities occurring prior to the time of such amendment,
modification or repeal.

10.5 Insurance. The Organization may purchase and maintain insurance on behalf of
its Directors and officers, former Directors and officers, employees and those persons who were
serving at the request of the Organization in any capacity in another corporation, partnership,
joint venture, trust or other enterprise, against any liability asserted against such person and
incurred by such person in any such capacity, or arising out of the person’s status as such,
whether or not the Organization would have the power to indemnify such person against such
liability under the provisions of this ARTICLE X or otherwise.-Any full or partial payment
made by an insurance company under any insurance policy covering and made to or on behalf of
an Indemnified Person will relieve the Organization of its liability for indemnification provided
for in this ARTICLE X or otherwise to the extent of such payment, and no insurer will have a
right of subrogation against the Organization with respect to such payment.

10.6  The indemnification provided in this ARTICLE X shall not be exclusive to or in
lieu of any right to reimbursement for legal expenses and associated fees to which any Director,
officer or agent is entitled under these Bylaws or under any other agreement.

ARTICLE XI
FISCAL YEAR

11.1 Fiscal Year. The fiscal year of the Organization shall begin on July 1 and end on
June 30.

ARTICLE XII
SPECIAL CORPORATE ACTS

12.1  Execution of Written Instruments. Contracts, deeds, documents, and instruments
~ shall be executed by the Chair, Vice Chair, or CEQ, unless otherwise stipulated by the Board.

12.2  Legal Counsel. Legal counsel shall be selected and appointed by the Chair with
the approval of the Board.

12.3  Voting Shares Held in Other Corporations. Unless otherwise directed by the
Board, the CEO can vote, in person or by proxy, shares of stock issued by another corporation
that are owned or otherwise controlled by the Organization.
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12.4 Gifts. The Board may accept or decline on behalf of the Organization any
contribution, gift, bequest, donation, or devise for the general purposes or for any qualified
special purpose of the Organization.

12.5 Voting Delegates. The voting delegates to meetings of PPFA shall be the Chair,
the Vice Chair, and the CEO, except as otherwise provided by the Board.

12.6  Confidentiality of Contributors List. The Organization may not, nor may it permit
any employee, Director, or volunteer of the Organization to, lend, give, share or sell the
Organization’s contributors list to any other organization or person without the prior
authorization of the Board; provided, however, that, with the approval of the CEO, the
Organization may license the use of such lists to any nonprofit entity that it controls that has
received tax-exempt designation under Section 501(c)(4) of the Code.

12.7 Sale of Investments. Any one of the Chair, Vice Chair, Secretary, Treasurer, or
CEO is authorized to sell, assign, or transfer any and all stocks, bonds, evidences of interest
and/or indebtedness, rights, and options to acquire or to sell the same, and all other securities,
corporate or otherwise, listed in the name of or owned by PPSA (the “Investments™) and to
make, execute, and deliver any and all written instruments of assignment and transfer necessary
or proper to effectuate the authority hereby conferred. The sale of any Investment must first be
approved by the Board; provided, however that the sale of any Investment that the Organization
receives as a gift shall not require prior approval of the Board so long as the sale of that
Investment takes place within thirty days of the Organization’s initial receipt of the Investment
as a gift.

ARTICLE XIII
BOOKS AND RECORDS

13.1 The Organization shall keep correct and complete books and records of account
and shall also keep minutes of the proceedings of the Board and committees having any of the
authority of the Board. All books and records of the Organization may be inspected by any
Director for any proper purpose at any reasonable time upon reasonable notice and request
thereof.

ARTICLE XIV
DISSOLUTION/DISAFFILIATION

14.1 Upon the dissolution of the Corporation, and after all of its liabilities and
obligations have been paid, satisfied, and discharged, or adequate provisions made therefor, all
of the Corporation’s remaining assets shall be distributed (a) to one or more organizations that
are organized and operated exclusively for religious, charitable, scientific, or educational
purposes within the meaning of section 501(c)(3) of the Code and that have purposes that are
substantially similar to those of PPSA, or (b) if such an organization does not exist, to one or
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more organizations that are organized and operated exclusively for religious, charitable,
scientific, or educational purposes within the meaning of section 501(c)(3) of the Code.

14.2  In the event of disaffiliation with PPFA or a successor organization for any reason
whatsoever, all requirements of the PPFA standards of affiliation in force at that time shall be
complied with as to the disposition of medical records of health center patients, notification of
patients, and discontinuation of the use of the name “Planned Parenthood.”

ARTICLE XV
AMENDMENTS AND PROCEDURES

15.1 Amendments. These Bylaws may be amended only by the affirmative vote of
two-thirds of the Directors at any regular or special meeting of the Board. A copy or summary of
the proposed amendment(s) shall be provided to the Directors at least ten days prior to the
meeting at which such amendment will be voted upon. The notice shall clearly state that the
purpose, or one of the purposes, of the meeting is to consider an amendment to these Bylaws.

15.2 Procedures. For purposes of procedure, all meetings shall be governed by Roberts’
Rules of Order (rev.). However, no action taken by the Board shall be deemed invalid, void or
voidable because Roberts’ Rules of Order were not followed when the action was taken.

ARTICLE XVI
REGULATORY REQUIREMENTS

16.1 Application. This ARTICLE XVI shall apply to all facilities wholly owned by
PPSA in Virginia that are regulated as abortion facilities under Virginia law, including under 12
VA. ADMIN. CODE § 5-412-150 (2014) (hereinafter referred to as “Regulated Facilities™).

16.2 Licensee. PPSA is the licensee for the Virginia facility licenses.

16.3 Governing Body. The Board shall be the governing body of each Regulated
Facility and shall be responsible for the management and control of the operation of each
Regulated Facility. The Board shall provide facilities, personnel, and other resources necessary
to meet patient and program needs at the Regulated Facilities. The Board shall have such
functions and duties as are set forth in this ARTICLE XVI or elsewhere in these Bylaws. The
Board, as governing body, supervises the Administrator, who will ensure that proper policies
directly related to the Regulated Facilities are in place and adhered to, including, but not limited
to, Medical Standards and Guidelines, Personnel Policies, and Infection Control Policies and
Procedures. The Board, as governing body, will inform the Office of Licensure and Certification
(the “OLC™) for the Virginia Department of Health of any change in the ownership of any of the
Regulated Facilities.
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16.4 Organizational Plan. These Bylaws constitute the formal organizational plan for
the Regulated Facilities. The Board shall be responsible for formulating policies with respect to
the Regulated Facilities, except to the extent that the authority to formulate such policies has
been delegated to the CEQ in these Bylaws or by resolutions adopted by the Board.

16.5 Administrator. The CEO shall serve as the administrator of each of the Regulated
Facilities (the “Administrator”). The Vice President for Operations of PPSA shall be appointed
to carry out the duties and responsibilities of the Administrator in the absence of the CEO. If at
any time there shall be no person serving as the Vice President for Operations, such duties and
responsibilities shall be carried out in the CEO’s absence by an individual appointed in writing
by the CEO, and approved by the Board, to carry out such responsibilities in the CEO’s absence.
Any reference to the CEO in this ARTICLE XVI shall be deemed to include any person serving
as the CEO on an interim basis pursuant to a resolution adopted by the Board or a writing
executed by the Chair or the Vice Chair. The Board shall promptly notify the OLC of any
change in Administrator. Any other person appointed to serve as acting Administrator shall be
approved by the Board, and the OLC shall be notified thereof. The Administrator shall have the
duties and responsibilities set forth below and may delegate such duties to clinical staff members,
including physicians and non-physician health care practitioners of the Regulated Facilities
(collectively, the “Staff”):

(a) to hire, discharge, and supervise all employees of PPSA engaged in the
operation of a Regulated Facility;

(b) to select and appoint the Staff;
(c) to determine the authority, duties, and responsibilities of the Staff;

(d) to develop, implement, and maintain an appropriate policy and procedures
manual for the Regulated Facilities satisfying regulations promulgated by the
Commonwealth of Virginia for the regulation of abortion facilities (the “Facilities
Regulations™), which policies and procedures (i} shall be based upon standards and
guidelines of PPFA and, where appropriate, other standards and guidelines recognized in
the health care industry, and (ii) shall be reviewed annually and updated as necessary:;

(e) to maintain Staff for each Regulated Facility that is adequately trained and
capable of providing appropriate services and supervision to patients, which Staff shall
be selected and supervised in accordance with the requirements of the Facilities
Regulations; and

(f) ) to ensure that the Regulated Facilities comply with the Facilities
Regulations.

16.6 Qualifications of Administrator, The Administrator shall be an individual who is
competent, in the determination of the Board, by reason of experience and talent, to (a) supervise
the operation of the Regulated Facilities and the employees and Staff engaged in such operation,
(b) produce appropriate policies and procedures regulating such operation, and (c) appropriately
advise the Board with respect to the foregoing.
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POLICY CATEGORY Patient Services EFFECTIVE DATE: 7.12.16
SOP TITLE Resident Policy and NUMBER OF PAGES: 3
Procedures
REPLACES
POLICY(IES):
I. Purpose

Planned Parenthood South Atlantic (PPSAT} supports the training of future abortion providers to
ensure that women will continue to have access to quality, compassionate abortion care.

To that end, PPSAT enters into agreements with institutions that provide graduate medical
education programs, hereinafter referred to as "home institution(s)". Through these arrangements,
PPSAT works with home institutions to afford residents opportunities for hands-on training in
family planning and elective abortion care at PPSAT health centers.

II. Definitions

III. Procedures

A. Summary of the Residency Experience at PPSAT

Residents are typically employees of the home institution and are not employees of PPSAT. Their
general scope of practice is established by the home institution. As part of the home institution's
residency program, residents are given the opportunity to do a short-term clinical rotation at
PPSAT. The length of the PPSAT clinical rotation may vary, but typically lasts one month. In their training
capacity, the residents are not a part of PPSAT's clinical staff or subject to PPSAT's policies and
procedures on clinical staff selection, appointment and clinical privileges. Residents do not function
independently within the clinic; all care they provide is under the direct supervision of a fully trained,
onboarded, and credentialed physician.

B. Resident Qualifications and Evaluations

Residents' credentials are validated by the home institution prior to residents’ arrival at PPSAT.
Background checks and health requirements are also completed and maintained by the home
institution and all such credentialing and background check information is made available to and
reviewed by PPSAT on an as-needed basis. The home institution is responsible for verifying that all
residents meet all necessary credentialing and licensure requirements throughout their clinical
rotation at PPSAT.
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POLICY({IES):

The home institution is also responsible for maintaining a file for each resident that includes
credentialing and privileging information. PPSAT has access to each resident's file on an as-needed
basis. The home institution will promptly notify PPSAT of any issues pertaining to a resident's
credentialing status or other eligibility to participate in the clinical rotation that arise while the
resident is completing a clinical rotation at PPSAT.

The home institution is responsible for reviewing the clinical competence of each resident on a
systematic basis and rating them on the milestones promulgated by the Accreditation Council for
Graduate Medical Education. Prior to starting a clinical rotation at PPSAT, most residents are PGY2
or later in their training and possess an established skill set prior to arrival at PPSAT. Generally,
they have experience in, and may be privileged to perform, colposcopy; [UD and implant insertion
and removal; ultrasound for pregnancy dating; and D&C/D&E procedures. PPSAT does not have a
minimum prior experience requirement for starting a rotation at one of our health centers. Rather,
the individual supervising physician(s) will assess the skills of the resident and determine the
appropriate level of involvement they may have in performing procedures.

All residents complete required PPFA onboarding activities for medical trainees via the Students’ &
Trainees’ Abbreviated Resources Training (START) Manual. PPSAT keeps copies of START
Verification and HIPAA Security and Compliance training in each resident’s file on site.

At the end of a clinical rotation, the supervising physician completes an evaluation of the resident’s
performance at the request of the residency program. This evaluation is maintained as part of the
residents training file at the home institution, but is available to PPSAT upon request/as necessary.

C. Supervision of Residents

All residents work under the direct supervision and license of a supervising physician. The
supervising physician is present in the room, directly supervising all abortion care provided by the
resident physician. PPSAT shall comply with applicable state and federal requirements in providing
appropriate supervision of residents.

D. Resident Responsibilities and Expectations

During clinical rotations, the residents must meet certain learning objectives with regard to patient
care and medical knowledge, professionalism and communication skills, practice-based learning
and improvement, and systems-based practice. Under the supervision of a PPSAT physician,
residents’ responsibilities may include:

¢ Counseling patients on reversible and permanent contraceptive methods appropriate to
their medical and social circumstances;
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¢ Counseling women with unwanted pregnancies, STD risk behavior, and sexual complaints;

¢ Counseling for and providing medication abortion;

¢ Exposure to and/or performance of family planning office procedures, including outpatient
surgical abortion and LARC insertion/removal;

e Assessing gestational age using pelvic exam and ultrasound;

s |dentifying products of conception;

¢ Routine abortion aftercare including contraceptive provision;

e Assessing and managing emergency situations and complications related to out-patient
termination of pregnancy;

Residents must meet the following expectations during their clinical rotation at PPSAT:

» Attend and be punctual for all sessions, except for excused absences of which PPSAT is
notified;
Maintain professional behavior at all times;

¢ Complete the residency program'’s learning and education objectives;

s Document hours worked and procedures performed as required by home institution.

E. Patient Consent

PPSAT'’s standard medical and surgical consent forms contain language informing clients that itis a
teaching facility and that medical trainees may be involved in the provision of care. Additionally,
when residents are on site, patients are verbally informed of their presence and provided the option to
allow or decline a resident’s participation in their procedure.

F. Documentation

Resident involvement in abortion services is recorded in the patient’s medical record as follows and
as indicated:

¢ when resident performs limited portions of the service: “assisted by resident physician Dr.
Smith”

e when resident performs significant portions or all of the service: “procedure performed by
resident physician Dr. Smith under my direct supervision”

G. Billing

Services performed by a resident are billed in accordance with the terms of applicable third party
payer contracts. Otherwise, as a general rule, PPSAT follows CMS guidelines, which provide for the
billing of services under the teaching/supervising physician when that provider is physically
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present during the critical or key portions of the services that are furnished by the resident.

Related Policies: PPSAT Resident Onboarding Policy

Prepared by: Amanda Ohira

Approved by: Chief Executive Officer: Jenny Black
Affiliate Medical Director: Katherine Farris, MD
Vice President of Patient Services

Original Date: 7.12.16

Reviewed Date:

Revised Date:
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PPSAT AFFILIATE REQUIRED TRAINING CALENDAR 2016-17

Month Training Topic Training Audience
July Annual OSHA/Infection Prevention Anyone who warks in the
Health Center
Shock Health Center Staff
Armed Intruder*every 60 days All Staff
August TB Screening and Health Assessment Anyone who worksin the
Annual Competencies Health Center
Health Center Staff
Hemorrhage, Hypovolemic Shock, All Staff
Hypotension
Chemical Attack
September Seizure Health Center Staff
Fire Drills; VA gquarterly; SC AB sites All 5taff
quarterly; all other sites 2x/year
October Annual HIPAA Security & Privacy All Job Functions
Annual Compllance/Code of Conduct Tralning All Staff
Health Center Case Study Health Center Staff
Robbery All Staff
November Annual Performance Evaluations All job Functions
Annual lob Descriptions Anyone who works in the
Annual Clinical Assessments Health Center
CPR Certification Health Center Staff
Syncopy, client collapse All Staff
invasion/blockage
December Annual Performance Evaluations All Jab Functions
Annual Sob Descriptions
Annual Clinical Assessments Health Center Staff
Health Center Case Study All Staff
Power Fallure
January Training Catch Up Month All Job Functions
Vagal response Health Center Staff
Disaster Recovery Plan All Staff
February T8 Screening and Health Assessment Anyone who works in the
Annual Competencies Health Center
Health Center Case Study Health Center Staff
Confidentiality Policies, Suspicious All Staff
Encounters, telephone precautions
March Respiratory Depression Health Center Staff
Fire Drills: VA quarterly; SC AB sites Ali Staff
quarterly; all other sites 2x/year
April Anaphylaxix Health Center Staff
Review of Evacuation Plan All Staff
May Training Catch Up Month All Job Functions
Allergic Reaction Health Center Staff
Bomb Threat All Staff
June Annual Mandatory Reporting All Job Functions
MS&Gs Protocol Changes Health Center Staff
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Cardiopulmonary Arrest
Hostile Intruder

All Staff
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Educational Letter of Agreement
between
Carilion Clinic — Virginia Tech Carilion School of Medicine
Ob/Gyn Residency Program
and
Planned Parenthood Health Systems, Inc. at the Roanoke Health
Center — GYN Rotation

Preamble:

This Educational Letter of Agreement between Carilion Clinic — Virginia Tech Carilion
School of Medicine (also called Carilion Medical Center) and Planned Parenthood
Health Systems, Inc. exists to delineate the roles and responsibilities of each party for
the provision of resident education in the OB/GYN Residency Program sponsored by
Carilion Medical Center.

Accreditation:

All sponsoring and participating hospitals must be accredited by the Joint Commission
or accredited by another entity with reasonably equivalent standards as determined by
the ACGME Institutional Review Committee (IRC). Non-hospital settings, such as
nursing homes, institutions of higher learning, etc. must be recognized or accredited by
appropriate regulatory bodies with reasonably equivalent standards, as determined by
the IRC. Planned Parenthood Health Systems, Inc. agrees to have accreditation
documentation on file and available.

Carilion Medical Center assures compliance with the institutional requirements outlined
in the Essentials of Accredited Residencies required by the Accreditation Council for
Graduate Medical Education (ACGME). Carilion Medical Center has received and
maintains full institutional accreditation from the ACGME. A copy of the letter of
accreditation is available in the Carilion Medical Center Office of Medical Education.
The OB/GYN Residency Program is fully accredited by the ACGME. Letters of
accreditation are available in the Carilion Medical Center’'s Office of Academic Affairs.

Responsible Officials:

The Carilion Medical Center and Planned Parenthood Health Systems, Inc. must
identify faculty who will assume administrative, educational and supervisory
responsibilities for the Carilion Medical Center residents while participating in an
assigned educational rotation at the Planned Parenthood Roanoke Health Center. The
following Carilion Medical Center officials are responsible for oversight of this
Agreement:
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Carilion Medical Center
P.0O. Box 13367

Name

Roanoke, VA 24033
Title ’

Telephone Number

Donald W. Kees, M.D.

DIO

540-981-8385

Richard Butler, D.O.

Director, Osteopathic Medical Education

540-981-8385

Patrice Weiss, M.D.

Chair of OB/GYN, OB/GYN Residency

540-853-0417

Eduardo Lara-Torre, M.D.

Program Director, OB/GYN Residency

540-266-6349

The following faculty are responsible for the education, supervision,

and evaluation of

the residents/fellows while assigned to the ‘educational rotation at the Planned
Parenthood Roanoke Health Center:

Planned Parenthood Health Systems, Inc.
Roanoke Health Center
Roanoke, VA 24017

Name Title Telephone Number
Christopher Marengo, MD | Clinic Director 540-562-3457
Elizabeth Swallow, MD Faculty 540-562-3457

Randall Falls, MD

Supervising Faculty Responsible to Program

540-562-3457

Ann Logan Bass, NP

Advanced Clinical Practitioner

540-562-3457

Noelani Hall

Site Coordinator

540-562-3457

Responsibilities of Carilion Medical Center:

1.

Program Director: Carilion Medical Center will appoint a single Program Director
who is responsible for the development, coordination and administration of all
phases of the OB/GYN Residency Program as outlined in the ACGME
Requirements for Residency. The Program Director will ensure integrity of the
educational program at Planned Parenthood Roanoke Health Center.

Carilion Medical Center will continue to. pay the resident's salary and fringe
benefits while the resident is assigned to the Planned Parenthood Roanoke

‘Health Center.

The Carilion Medical Center shall maintain in effect, during the term of this
Agreement and any extension, limits: (i) the per claim limit shall be equal to or
greater than the damage cap for medical malpractice claims against physicians in
the Commonwealth of Virginia, as increased from time to time by Va. Code §
professional liability insurance coverage for residents assigned to work at the
Facility with the following 8.01-581.15; (ii) the annual aggregate limit shall be
equal to or greater than three (3) times the damage cap for medical malpractice
claims against physicians in the Commonwealth of Virginia, as increased from
time to time by Va. Code § 8.01-581.15. If Carilion Medical Center maintains
professional liability coverage under a claims made policy of insurance, Carilion
Medical Center shall also provide “tail” insurance coverage upon termination of
this Agreement extending to all periods during which residents were assigned to
Facility pursuant to this Agreement. The Carilion Medical Center shall also
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maintain, during the term of this Agreement and any extension, general liability
coverage in the amount of ane miliion dollars.

4, Evaluation:

a.

The Program Director will provide Planned Parenthood Health Systems, Inc.
with forms to be utilized by the supervising faculty to evaluate
residents'/fellows’ performance and competency.

The Program Director will provide Planned Parenthood Health Systems, Inc.
with results of residents’/fellows’ evaluation of the faculty at the Roanoke
Health Center.

5. Content of the Educational Experience:

a.

The Program Director, in collaboration with the Planned Parenthood faculty
and site director, will define the educational content of the educational
experience consistent with ACGME Program, Common Program and
Institutional Requirements.

The goals and objectives for the rotation (See Attachment 1) will be sent to the
site director who will be responsible for distribution to the faculty at the site.
The residents will be provided copies of the goals and objectives for the
educational experience prior to the start of the rotation.

6. Policies and Procedures governing resident/fellow education at the Planned
Parenthood Roanoke Health Center:

a.

Residents’ credentials and appointments will have been validated by the
OB/GYN Residency Program through the Resident Credentials Verification
Letter (RCLV) or Trainee Qualifications and Credentials Verification Letter
(TQCVL).

Residents and faculty at the Planned Parenthood Roanoke Health Center are
under the general direction of the Carilion Clinic Graduate Medical Education
Committee (GMEC). Residents and faculty must adhere to the policies and
procedures in the Medical Education Policy and Procedure Manual and the
OB/GYN Residency Program's Policy and Procedure.

Residents assigned to the Planned Parenthood Roanoke Health Center must
strictly adhere to the Duty Hours Policy (Attachment 2). Residents will be
required to log all duty hours while at the Planned Parenthood Roanoke Health
Center.

The Program Director is responsible for communicating the GMEC policy and
procedures to the Planned Parenthood site director and facuity.

The Program Director is responsible for annual site visits to assure the
educational program and rules and regulations are adhered to,

Additionally, residents must comply with all rules and regulations required by
Planned Parenthood Health Systems, Inc.
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7. Duration of the Assignment:

a. The OB/GYN residents are currently scheduled to attend the Planned
Parenthood GYN rotation for one month. Residents assigned to these
activities may change based on the needs of the program and the
Administrative Chief resident, in communication with the program director who
makes final assignments for each training block.

b. Planned Parenthood Health Systems, Inc. must approve the assignment of all
residents and has the right to refuse any assignment.

Responsibilities of Planned Parenthood Health Systems, Inc.

1. Teaching:

a Curriculum — The goals and objectives of the educational experience have been
developed by the Program Director and the residency education committee in
accordance with the ACGME OB/GYN Residency Program Requirements.

b In cooperation with the Program Director, the Site Director and faculty at the
Planned Parenthood Roanoke Health Center are responsible for the day to day
activities of the residents/fellows to ensure that the stated goals and objectives
are met during the course of the educational experiences at the Planned
Parenthood Roanoke Health Center.

2. Supervision:

a The faculty must provide appropriate supervision of the residents in patient care
activities and will maintain a learning environment conducive to educating the
residents in the ACGME six areas of competency.

b The Program Director of the residency supervises the activities of the faculty in
carrying out the mission of the residency and will coordinate all activities with the
Planned Parenthood Site Director and wili report to the OB/GYN Residency
Education Committee.

3. Responsibilities of Educational Site Director at Planned Parenthood Roancke Health
Center:

a The Site Director is responsible for day-to-day supervision and oversight of
resident/feliow activities, and ensuring adequate number of approved teaching
staff (attendings). This includes such activities as daily and team scheduling,
evaluations, conflict resolution, conferences, sick leave, etc.

b The Site Director will also ensure ACGME based curriculum objectives are met
during the training period.

4. Evaluation:
a. Faculty physicians who have had direct supervisory contact with the assigned

residents/fellows will complete a written evaluation at the completion of the
educational assignment. '
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b. The residents/fellows will complete a written evaluation on the teaching
physician(s) who has provided direct supervision over the course of the
educational assignment.

Evaluations will be completed in a timely fashion.

Wrritten evaluations will become part of the permanent educational record of the
resident/fellow.

Qo

5. Patient Care: Planned Parenthood Health Systems, Inc. retains full responsibility
for the care of patients, including all administrative and professional functions
pertaining hereto.

6. Orientation: Planned Parenthood Health Systems, Inc. will provide the assigned
residents/fellows with an orientation to the facility and pertinent clinical policies and
procedures,

Term and Termination

1. This Letter of Agreement is effective March 10, 2014 and shall remain in effect for a
period of five (5) years unless updated, appended, or terminated by either party
upon ninety (90) days written notice. If Planned Parenthood Health Systems, Inc.
terminates this Agreement, the termination will not be effective until the later of the
assigned resident(s) completion of the clinical rotation or the expiration of the ninety
(90) days written notice. This agreement will be reviewed annually by all parties.
The assignment of residents will be updated on an annual basis.

2. Any notice provided pursuant to this Agreement will be hand delivered or mailed to
the respective party at the address listed in this Agreement.

3. This Agreement will be governed and interpreted by the laws of the Commonwealth
of Virginia.

4. The parties agree to comply with applicable laws, regulations, rulings, and standards
and amendments thereto, of all entities that regulate, license, govern and/or accredit
the parties, including, but not limited to, federal, state and local governmental
entities.

Indemnification

Each party hereto (as the “Indemnifying Party") agrees to indemnify and hold harmless
the other party (as the “Indemnified Party”) and its directors, officers, employees
and agents from and against any losses, judgments, claims, costs, expenses
(including reasonable attorney’s fees), liabilities, or damages (collectively
"Losses”) asserted against the Indemnified Party by a third party and resuiting
from the Indemnifying Party’s breach of its obligations under this Agreement or
the negligent act or omission of the Indemnifying Party or its directors, offices,
employees or agents in connection with this Agreement.
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Codf Wil 3-7.10  of10D 3y

Donald W. Kees, M.D: Date Eduardg’ Lara-Torre, M.D. "~ Datel
Designated Institutional Official Program Director, OB/GYN
Carilion Clinic Residency

Carilion Medical Center

W‘W 3714

Elaine Pleasants, M.D. Date Katherine Farris, M.D. Date
Vice President Interim Affiliate Medical Director
Planned Parenthood Health Systems, Inc. Planned Parenthood Health Systems, Inc.

September 16, 2013
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ATTACHMENT 1

Planned Parenthood Goéls and Objectives

Learning Objectives; This rotation is designed to teach you the fundamentals of
providing comprehensive family planning and elective abortion services to patients.
You will learn to serve as a consultant for incorporating caring behavior, skilled
interviews and informed counseling. You will also improve your clinical skills in office
procedures, pain management during office procedures and pelvic ultrasound.

Patient Care and Medical Knowledge

+ Counsel for reversible and permanent contraceptive methods appropriate to patients’
medical and social circumstances.

« Counsel women with unwanted pregnancies, STD risk behavior, and sexual
complaints.

* Counsel for and provide medication abortion.

* Become competent in family planning office procedures including:

« First trimester electric vacuum aspirations under local anesthesia.

* Consistently and accurately assess gestational age using pelvic exam and ultrasound.

« Consistently and accurately identify products of conception.

« Become competent at providing pain management for office procedures

*» Provide routine abortion aftercare including contraceptive provision.

« Be able to assess and manage emergency situations and complications related to first
trimester termination of pregnancy.

Professionalism and Communication Skills:

» Practice medicine guided by honesty and ethics.

* Provide compassionate care to address patients’ and families’ concerns respectfully
and effectively.

*» Maintain confidentiality

+ Obtain appropriate informed consent for procedures.

« Interact professionally with all members of the health care team.

Practice-Based Learning and Improvement:

» Give non-directed alternatives counseling and identify women who are ready to make
a decision and those who need more formal counseling.

« Demonstrate awareness of agencies in the community that can provide further
assistance for help with prenatal care or adoption.

Systems-Based Practice:

« Practice cost-effective care with knowledge of practice systems and community
support systems while advocating for your patients within the health system.

« Understand how legal, social, financial and ethical considerations effect the provision
of care to women, especially relating to reproductive health care.

« Highlight systems to ensure patient safety.

How Learning Objectives are measured
End of block evaluation to be completed by site director and selected staff members



CCVTC OB/GYN Residency ELA with Planned Parenthood Health Systems, Inc.

Expectations

Attendance and punctuality for all sessions which may include Saturdays
Professional behavior at all times

Completion of the learning and educational objectives listed above
Record all hours worked

Record all surgical procedures in Op Log
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ATTACHMENT 2
CARILION CLINIC MEDICAL EDUCATION POLICY
DEPARTMENT OF OB/GYN
DUTY HOURS AND FATIGUE
EFFECTIVE DATE: DATE REVISED: REV. #: | PAGE: OF:
JULY 1998 January 2014 3 1 3

Policy Statement

Duty hours and working conditions have a direct relationship to optimal resident
education and quality patient care. Carilion Clinic supports working conditions that
promote education and patient care and assure that undue stress and fatigue among
residents are avoided.

Conditions

The Carilion OB/GYN Residency Program assures that duty hours and working
conditions comply with requirements described by the RRCs for OB/GYN of the

ACGME and the AOA:

1. Residents should have on average at least one day out of seven free of routine
responsibilities during each four week rotation.

2. Residents are not to be on call more often than every fourth night averaged over
four weeks.

3. Duties hours and con call schedules are based on educational rationale and
continuity of care.

4. The GMEC will discuss duty hours and working conditions at least monthly.

5. This policy applies to Carilion OB/GYN residents when they are on rotations at
Carilion Medical Center and at Planned parenthood.

6. Residents are not to work more than 80 hours per week averaged over four
weeks.

7. Residents should have 10 hours between shifts and must have 8.

8. Interns cannot work more than a 16 hour shift without a shift break.

9. Any resident who moonlights will report all work hours to the OB/GYN program

director. Moonlighting hours worked are added to residency hours and may not
be more than 80 hours per week.
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10.  The program monitors all rotations to be sure each rotation is in compliance.

11.  Any resident physician who believes he or she is too fatigued (see appendix A} to
safely and appropriately evaluate and treat patients will contact the OB/GYN
Chief Medical Residents, the attending faculty or the Program Director. If the
program director or the senior staff attending agrees that this resident should be
removed from service, he or she will make arrangements for alternative coverage
of duties (ward, clinic or call).

12.  There will be no academic repercussions for taking time out due to fatigue if
agreed by the program director or attending faculty.

13. OB/GYN residents and faculty will undergo yearly training aimed at helping them
recognize the signs of fatigue as well as learning measures to combat fatigue
and procedures to remove themselves from patient care duties if necessary.
Faculty, staff and residents must be educated to recognize the signs of fatigue,
and adopt and apply policies to prevent and counteract the potential negative
effects.

14.  If a resident feels that he or she may be at risk when operating a motor vehicle
because of fatigue or sleep deprivation, he/she should obtain sleep at the on site
call room before departing the premises, ask for a cab voucher from GME, or ask
someone to take them home.

15. All other duty hours from the GMEC Duty hours apply to our program as well.

Monitoring

The residents complete a weekly log in MedHub detailing their hours of work, on call
hours and any moonlighting hours. This is reviewed and monitored by the program
director and the DIO weekly.

Review

The policy will be discussed in faculty meetings on a regular basis and the Program
Director will report to the GMEC. The GMEC will review compliance with policies
related to duty hours on a regular basis.

Appendix A:
Fatigue: Temporary loss of strength or energy resulting from hard work or mental work

Signs:

Impaired ability to function

Increased sensitivity to light and noise
Difficulty concentrating

Irritability
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Confusion
Loss of patience
Deteriorating interpersonal skills

Preventing and Reducing Fatigue:

Good night rest the night before taking call

Try taking a brief nap before taking evening call -

Try to take a micro nap during the night

Drink cold water frequently while awake

Take frequent breaks while awake during the night and get some fresh air

Avoid over-socializing with colleagues when on-call in the middle of the night — get your
work done and go back to bed.
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PPSAT 2016 Annual Compliance and Risk /Quality Management Work Plan

Reference/ " Responsible -
Department Source* Time Frame Due Date Completion Date
Medical chart audits related to AB services
PUL (Inconglusive PPFA; ARMS Annually, or as RLC Jan-March g
Ultrasound) audit indicated 2016 completed 4-6-16
ARMS Annually, or as RLC 5/16
ST1 Management audit indicated Re-Audit Re-audit completed 6-16-16.
ARMS Annually, or as RLC 10/16
indicated eview charts
SAB audit ndicate iy | completed 11/2015
ARMS Annually, or as RLC 10/16
eview charts
MAB audit indicated e ey | completea 1172015
Updated

6/2016







Exhibit F
2015 2-4th & 2016 1st quaraters

Procedure/Type of Complication

SAB RKE Physician A
total b
Total SAB 54
Minor Infection ¢} 0.00%
Serious Intection 4] 0.00%
RKE Physician A
MAB total %
Total MAB 232
Serious Intection o 0.00%

Minor Intection 0 0.00%






