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M 0000 M 0000  0.00INITIAL COMMENT

This report is the result of an Annual Registration 

survey conducted on May 6, 2021 , at Planned 

Parenthood Keystone- Allentown.  It was 

determined the facility was not in compliance with 

the requirements of the Pennsylvania Department of 

Health Regulations § 28 Pa Code, Chapter 29, 

Subchapter D, Ambulatory Gynecological Surgery 

in Hospitals and Clinics.  
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Continued from page 1M 0006 0006M

29.33(6) Requirements for Abortion

Prior to the performance of an abortion, the attending 

physician shall insure that the patient has had tests for 

hemoglobin or hematocrit, blood group and RH type, and 

urine protein and sugar.  All of the foregoing laboratory 

results shall be entered into the medical record of the 

patient.

This REGULATION is not met as evidenced by:

Completion 

Date:

06/30/2021

Status:

APPROVED

Date:

07/20/2021

Center Manager will conduct a 

retraining for documenting RH 

status in patient charts with 

labortory staff. This will be 

completed by 6.15.2021

Center Manager will run a report 

each service day to ensure all 

patients have had RH testing 

documented or written notification 

of their RH status noted in their 

chart until 7.30.2021. Any findings 

will be reported to RQM Manager. 

An effectiveness check of this 

corrective action will be assessed via 

an audit conducted by the RQM 

Manager on 7.30.2021
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Based on the review of policy, medical records 

(MR), and interview with staff (EMP), it was 

determined the facility failed to ensure that all 

patients had blood drawn for Rh type for one (1) of 

fifteen (15) medical records (MR9) and failed to 

have results of Rh type in the medical record for one 

(1) of  fifteen (15) medical records. (MR9).   

Findings include:

Review on May 6, 2021, of facility "Rh policy" 

effective August 7, 2019, revealed, "Rh typing must 

(a blood group that lacks the Rh antigen in the red 

blood cell)  be performed on all patients who have 

an ultrasound, unless reliable written documentation 

of Rh type is available." 

Review of MR9 on May 6, 2021, revealed the 

patient had an abortion procedure on September 

29, 2020.  Further review revealed there was no 

documented evidence that the blood was drawn for 

Rh type or documented evidence that patient had 

previous Rh typing performed.  Further review 
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revealed there was no documented evidence that 

RhoGam (a medication used to prevent antibodies 

from forming and to avoid complications with future 

pregnancies) was prescribed for the patient, or the 

patient refused the administration of RhoGam.

Interview with EMP1 on May 6, 2021, at 11:56 

AM, confirmed "there was no documentation of  Rh 

testing being complete in patient medical record 

[MR9]".  
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