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The physical and environmental requirements for 
a licensed abortion facility are as follows. 
(1) A facility shall: 
(A) have a safe and sanitary environment, 
p~operly constructed, equipped, and maintained 
to protect the health and safety of patients and 
staff at all times; 

This Requirement is not met as evidenced by: 
B~sed on tours of the facility and interviews with 
staff, the facility failed to have a safe and sanitary 
environment, properly constructed, equipped, and 
niaintained to protect the health and safety of 
patients and staff at all times. 

I 
Findings were: 

I 
quring tours of the facility conducted on 3-5-18 
a,nd 3-6-18, the following observations were 
made: 

'-4- needle (with no syringe attached) was inserted 
irilto a multi-dose bottle of Stadol®. Such practice 
a

1

11ows a portal of entry for bacteria into the vial. 
I 
I 
I 'f' plastic baggie containing 18 vials of Ativan® 

i?jectable 2mg/ml was found in an unlocked 
medication refrigerator in the 
riledicationllaboratory area. In an interview with 
~taft #4 on 3-5-18, staff #4 was unable to provide 

I 

the surveyor with a narcotic count sheet for the 
ri,edication and confirmed that the supply of 

I 

~tivan® injectable was not being monitored. 
~acility policy titled "Policy for Preparation and 
9torage of Medications states, in part: 
'jTo ensure safety for patients the following 
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6899 

PROVIDER'S PL N OF CORRECTION 
(EACH CORRECT!\ 1E ACTION SHOULD BE 

CROSS-REFERENCE~ TO THE APPROPRIATE 
· DEF ~IENCY) 

Medical Director will ensure all nursing staff 

follows facility polic~ for preparation and storage 
of medications. QA ~ommittee will conduct 

random inspections o ensure compliance with 
facility's policies •. 1.18 
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procedures will take place: 

11. An inventory system for narcotic medications 
to· include amounts received, checked out and 
balances will be used." 

'Glass ampules of Phenergan® and Methergine® 
were found in the medication refrigerator in the 
medication/laboratory area. In an interview with 
staff#4 on 3-5-18, staff#4 was asked if the 
facility used filter needles to draw the medications 
up into syringes for use. Staff #4 stated that the 
facility had no filter needles. 
Atcording to the National Institute of Health at 

I . 

hj:tps://www.ncbi.nlm.nih.gov/pubmed/15796427, 
"!;'article contamination of medications obtained 
f~om glass ampules can pose serious hazards to 
patients. Particle contamination may be reduced 
by using a filter needle when obtaining medication 
f~om glass ampules prior to administration." 

i . 
·~ of 3 oxygen tanks were found unsecured in the 
c.lean supply area, posing a safety risk. 

'Tape had been placed over the electronic control 
buttons on 3 of 7 black recliners in the recovery 

I 

area, creating a sticky surface for bacteria and 
I 

other pathogens. 

I 
'The exam tables in procedure rooms #2 and #3 
had tears/rips in the vinyl covering and rusted, 
Jnfinished surfaces on the pull-out footrests, 
prohibiting proper cleaning. 

I 
'pmployee belongings (purses) were found under 
the sinks of the sonogram room and procedure 
~com #1. Such items present a safety hazard for 
patients and transport outside pathogens into the 
patient care areas. 

I 
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PROVIDER'S PL N OF CORRECTION 
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Nursing Supervisor Nill be responsible for 

ordering filter needl s to be used with all 

medications in glas! ampules. Nursing 

Supervisor will be r 
1 
sponsible for instructing 

all nursing staff and developing a new policy to 

be added to the fac ity's medication policy. 4.15.18 

Administrator will be re ponsible for ensuring 
Oxygen tanks are prop rly stored and secured. 4. 5.18 

Nursing SuperVisor w I be responsible for 

ensuring no tape is u ed on patient chairs or 

tables. Nursing Supe jvisor will instruct all staff. 

Administratqr will em ure repairs on exam tables 
with tears/rips, ruste 

1 

or unfinished surfaces. QA 

committee will condL t random inspections to 
ensure compliance. 

Administrator will ot tain more lockers for staff 

to store belongings 
1
but of patient area. QA 

committee will conduct random inspections to 
ensure compliance. 

4.15.18 

4.3C.18 

4.30.18 
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The above was confirmed in an interview with the 
facility Administrator and other administrative staff 
the afternoon of 3-6-18. 

ID 
PREFIX 

TAG 

A197 

A201 T~C 139.48(1)(E)(F) Physical & Environmental A201 
RE(lquirements 

The physical and environmental requirements for 
a licensed abortion facility are as follows. 
(1~ A facility shall: 
(E) store hazardous cleaning solutions and 
compounds in a secure manner and label 
substances; 
(F) have the capacity to provide patients with 
liquids. The facility may provide commercially 
packaged food to patients in individual servings. 
lf:other food is provided by the facility, it shall be 
sybject to the requirements of §§229.161 -
229.171 of this title (relating to Texas Food 

Er·•blishmenls); 

Tr.is Requirement is not met as evidenced by: 
s;ased on a tour of the facility, the facility failed to 
store hazardous cleaning solutions and 
cpmpounds in a secure manner, failure to do so 
i~creases the risk of harm to patients. 

I 
~in dings were: 

I . . 
During a tour of the facility on 03/05/18, cleaning 
~upplies including: Comet cleaner, bleach, 409 
cleaner, and Lysol were observed in unlocked 
tbinets under sinks throughout the facility. 

1he above was confirmed in an interview with 
staff members #3 and 4 on 03/05/18 during a tour 
df the facility 

I 
SOD - State Form 

STATE FORM 6899 

PROVIDER'S PLA ~ OF CORRECTION 
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DEFI IENCY) 

Administrator is respc nsible for obtaining locks 

on all cabinets where cleaning solutions are stored. 

I 
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A233 TAC 139.49{d){5)(A) Infection Control Standards A233 

{5): Equipment and sterilization procedures. 
Eff~ctive sterilization of instruments depends on 
perlorming correct methods of cleaning, 
packaging, arrangement of items in the sterilizer, 
and storage. The following procedures shall be 
included in the written policies as required in this 
subsection to provide effective sterilization 
measures. 
(A) Equipment. A licensed abortion facility shall 
provide sterilization equipment adequate to meet 
th~ requirements of this paragraph for sterilization 
o(critical items. Equipment shall be maintained 
al')d operated to perform, with accuracy, the 
sterilization of critical items. 

I 
This Requirement is not met as evidenced by: 
sksed on observation and interview, the facility 
tcliled to ensure the effective sterilization of 
i~struments, by failing to utilize the correct 

I 
methods of packaging and arrangement of items 
in the sterilizer. · 

' I 
~indings included: 

I 
Quring a tour of the facility on 03/05/18 the 
following observation was made: 
*/ In the clean sterilization area 5 of 5 scissors 
were observed in the closed position and 1 of 7 
hinged instruments were observed with the lock 
box closed and locked. When instruments are 
dlosed, the sterilizing agent cannot penetrate all 
Jurfaces to ensure complete sterilization of all 
Jurfaces of the instruments. The Centers for 
I 

Elisease Control and Prevention {CDC) article, 
GUIDELINE FOR DISINFECTION AND 
I 

~TERILIZATION IN HEALTHCARE FACILITIES, 
?008, by William A. Rutala, Ph.D., M.P.H., David 

SOD - State Form 
STATE FORM 6899 

PROVIDER'S PLAt OF CORRECTION 
(EACH CORRECTIVfi ACTION SHOULD BE 

' CROSS-REFERENCED TO THE APPROPRIATE 
DEFIC • ENCY) 

Medical Director will de elop additional policy to 
include inspection of hit ged instruments. 
Specifically to ensure h nged instruments are 
sterilized in the open p sition. Medical Director will 
review this policy with II staff working sterilization. 
QA committee will con uct random inspections to 
ensure compliance. 4.118 
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J. Weber, M.D., M.P.H., and the Healthcare 
Infection Control Practices Advisory Committee 
(HICPAC), found at: 
h~p:/lwww.cdc.gov/ncidod/dhqp/pdf/guidelines/Di 

sirifection_Nov_2008.pdf, states on page 74 that 
"hinged instruments and instruments that close 
s~'ould be opened during the process of 
st~rilization". 

In: an interview on 03/05/18 staff members # 3 
and 27. 

I 
I 
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A328 HSC Code, D173.063(d)((1)(2)(e)(1)(2)(f) A328 
~bortion-lnducing Drugs 

(1) The physician who gives, sells, dispenses, 
~dministers, provides, or prescribes an 
~bortion-inducing drug shall provide the pregnant 

Jomanwith: 
I • 
(~) a copy of the final pnnted label of that 
~bortion-inducing drug; and 
(F) a telephone number by which the pregnant 
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woman may reach the physician, or other health 
care personnel employed by the physician or by 
the facility at which the abortion was performed 
wit~ access to the woman's relevant medical 
reqords, 24 hours a day to request assistance for 
any complications that arise from the 
administration or use of the drug or ask 
health-related questions regarding the 
ad,ministration or use of the drug. 
(e) The physician who gives, sells, dispenses, 
ad,ministers, provides, or prescribes the 
a~ortion-inducing drug, or the physician's agent, 
must schedule a follow-up visit for the woman to 

I 
o~cur not more than 14 days after the 
administration or use of the drug. At the 
follow-up visit, the physician must: 

I 

(1) confirm that the pregnancy is completely 
terminated; and 

I 

(2) assess the degree of bleeding. 
(f} The physician who gives, sells, dispenses, 
administers, provides, or prescribes the 
abortion-inducing drug, or the physician's agent, 

I 

shall make a reasonable effort to ensure that the 
wbman returns for the scheduled follow-up visit 
under Subsection (e). The physician or the 
physician's agent shall document a brief 
d~scription of any effort made to comply with this 
subsection, including the date, time, and name of 
t~e person making the effort, in the woman's 
medical record. 

I 
I 

This Requirement is not met as evidenced by: 
Based on a review of documentation and an 
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interview with staff, the physician who gives, sells, 
dispenses, administers, provides, or prescribes 
an·abortion-inducing drug failed to schedule a 
follow-up visit for the woman to occur not more 
than 14 days after the administration or use of the 

I 
drug. 

F',d' II") mgs were: 

During a review of clinical records for 9 
m~dication abortion patients (patients #1 - #9}, 
ndne of the 9 patients had been scheduled for a 
follow-up visit not more than 14 days after the 
administration of the drug. 

I 
All patients were discharged with patient 
in~tructions that stated: . 

I 

"~ou must return to the office: 
1nl2 weeks follow-up at clinic, 
M[Monday]-F[Friday] 2-4PM or Take urine 
pregnancy test at home" 

I 

ln. an interview with staff #3 on 3-6-18, staff #3 
confirmed that the patients were instructed to 
return to the clinic within 2 weeks but were not· 
in,structed to return on a certain date and at a 
certain time. 

I 
The above was confirmed in an interview with the 
f~cility Administrator and other administrative staff 
the afternoon of 3-6-18. 

I 
A356 TAG 139.56(b}(c) Emergency Services 

(~)The facility shall have the necessary 
e

1
quipment and personnel for cardiopulmonary 

r~suscitation as described in §139.59 of this title 
(telating to Anesthesia Services). 
(t) Personnel providing direct patient care shall 
I 
' 
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be currently certified in basic life support by the 
American Heart Association, the American Red 
Cross, or the American Safety and Health 
lnstjtute, or in accordance with their individual 
professional licensure requirements, and if 
required in their job description or job 
responsibilities. 

I 

' 
This Requirement is not met as evidenced by: 
BaJed on a review of personnel files and an 
intdrview with staff, the facility failed to ensure 

I 

tha~ all direct care personnel were competent in 
and maintained current certification in 
ca~l:liopulmonary resuscitation (CPR), as there 
was no documented evidence of hands-on skills 
pr~ctice and in-person assessment and· 
deronstration of CPR skills. This presents a risk, 
as staff may not be competent to respond in a .. 
mJdical emergency. 

FiJdings included: 
I 

Fability based policy entitled, "Administrative. 
Po.licies" stated in part, 
"1.: Personnel... 
* ,ersonnel will be CPR certified ... " 

A review of personnel files revealed that 7 of 26 
di~ect staff members at facility (#10, 11,12, 1315, 
19, and 20) obtained cardiopulmonary 
re~uscitation (CPR) through an online resource 
th~t demonstrated "proficiency by successfully 
p~ssing the examination" with no evidence of 
h~nds-on skills practice and in-person 
a~sessment and demonstration of CPR skills. 
T~e website for the online resource found at: 
https:/lwww.nationalcprfoundation.com/support/st 
at~s in part, "No, we do not offer hands-on 
tr~ining. If your employer has requested you to 
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A362 

receive hands-on training please visit CPR Near 
Me (also at CPR Near Me Online)." 

Review of the Health & Safety Institute and the 
National Safety Council website found at 
http://news.hsi.com/onlineonlycpr reveals that, 
"No major nationally recognized training program 
in t~e United States endo~ses certification without 
praCtice and evaluation of hands-on skills. 
According to the Occupational Safety and Health 
Administration (OSHA) online training alone does 
nof meet OSHA first aid and CPR training 
req'uirements." 

I 
2 staff members (#4 and 16) had CPR that 
expired in February 2018. Staff member #3 stated 
th~y 2 staff members were getting ready to take 

· th~ training in the next week. 

Thl above findings were confirmed in an 
int~rview with staff member #3 on 03/06/18. 

I . . 
T.A:G 139.57(a)(2)(A)(B)(C){D)(3) Discharge and 
Follow-up Referrals 

! 

(aj A licensed abortion facility shall develop and 
implement written discharge instructions which 
sh~ll include: 
(2) a statement of the facility's plan to respond to 
the patient in the event the patient experiences 

I 
any of the complications listed in the discharge 
in~tructions to include: 
{A) a telephone number by which the patient may 
re~ch the physician, or other health care 
pJrsonnel employed by the physician or by the 
fability at which the abortion was performed or 
intluced with access to the woman's relevant 
mbdical records, 24 hours a day to request 
a~sistance for any complications that arise from 

I 
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the performance or induction of the abortion or 
ask health-related questions regarding the 
abortion; 
(B) the name and telephone number of the 
ne~rest hospital to the home of the patient at 
which an emergency arising from the abortion 
would be treated; 
(C).assurance that the responding individual shall 
be a physician, advanced practice registered 
nurse, physician assistant, registered nurse, or 
licensed vocational nurse; and 
(D)· information that the patient may also contact 
the· emergency medical service or present for 
care at the emergency room of a hospital in 
ad<;fition to contacting the facility; and 
(3) I information concerning the need for a 
post-abortion examination. 

This Requirement is not met as evidenced by: 
Ba~ed on a review of medical records and 
interview, the facility failed to implement written 
dispharge instructions which included the name 
an9 telephone number of the nearest hospital to 
the home of the patient at which an emergency 
ari~ing from the abortion would be treated. 

I 
I 

Fi~dings included: 
I 
I 

R~view of medical records revealed the following: 
* /The "Post-Operative Instructions" form stated 
in part, "We recommend that you contact us, but 
we want you to be fully aware that a hospital 

1 Erhergency room is always an option. We will 
I 

ensure that you have the name and phone 
nJmber of a hospital closet [sic] to your home." 
* 120 of 20 patient medical records had the above 
post-operative instructions in their medical 
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records, which did not include documentation of 
the name of nearest hospital to the home of the 
patient at which an emergency arising from the 
abortion would be treated. No telephone number 
wa~ documented as provided for this hospital. 
* ! n an interview on 03/05/18 staff member #3 
showed the surveyors a folder containing a list of 
all hospitals in Texas with telephone numbers 

I 

incl~ded. The staff member stated this 
information was included in the post-operative 
inst~uctions which are provided to the patients at 
dis9harge, but this was not documented in the 
medical record. 
* $everal patients came to the facility from out of 
state (Patients #13 and 14), and the facility was 
abl~ to provide documentation that these patients 
we~e provided the name and telephone number 
of the nearest hospital to the home of the patient. 

. I . . 
In ~n interview on 03/06/18, staff member #3 
verified the above findings. 

A 371 

SOD - State Form 1 

STATE FORM 

ID 
PREFIX 

TAG 

A362 

A371 

6699 

PROVIDER'S PLA~ OF CORRECTION 
(EACH CORRECTIVE A.CTION SHOULD BE 

CROSS-REFERENCED 0 THE APPROPRIATE 
DEFIC ENCY) 

(XS)! 
COMPLETE 

DATE 

I 

4.1518 

YM0411 If continuation sheet 19 of 23 



I 

I 
Texas Deoartfnent of State Health Services 
STATEMENT OF DEFICIENCIES 
AND PLAN OF C~RRECTION 

I 
! 

(X1) PROVIDERISUPPLIERICLIA 
IDENTIFICATION NUMBER: 

007326 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING: _______ _ 

B. WING 

PRINTED: 03/06)2018 
FORM APPRci>VED 

(X3) DATE SURVEY 
COMPLETED 

03/06/2018 

I 

NAME OF PROVIDER OR SUPPLIER 

HOUSTON W9MENS CLINIC 

STREET ADDRESS, CITY, STATE, ZIP CODE 

4820 SAN JACINTO 

HOUSTON, TX 77004 

(X4)1D 
PREFIX 

TAG 

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

A371 Continued From page 19 

SOD - State F
STATE FORM 

ID 
PREFIX 

TAG 

A371 

6899 YM0411 

PROVIDER'S PLA OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCEC TO THE APPROPRIATE 
DEFICIENCY) 

(X) 
COMPETE 

DAlE 

I 
If continuation sheet 20 of 23 



I 

Texas Deoartmbnt of State Health Services 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORfECTION 

j 
I 
I 

(X1) PROVIDERISUPPLIERICLIA 
IDENTIFICATION NUMBER: 

007326 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING: _______ _ 

B. WING 

PRINTED: 03/06/2d18 
FORM APPROfD 

(X3) DATE SURVEY 
COMPLETED 

03/06/2018 

NAME OF PROVIDER OR SUPPLIER 
I 
I 

HOUSTON WOMENS CLINIC 
I 

STREET ADDRESS, CITY, STATE, ZIP CODE 

4820 SAN JACINTO 

HOUSTON, TX 77004 

(X4)1D 
PREFIX 

TAG 

I SUMMARY STATEMENT OF DEFICIENCIES 
~ (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

A 371 Continued From page 20 

SOD - State Form 

STATE FORM 

ID 
PREFIX 

TAG 

A371 

6899 YM0411 

PROVIDER'S PLAN DF CORRECTION 
(EACH CORRECTIVE f\CTION SHOULD BE 

CROSS-REFERENCED ~p THE APPROPRIATE 
DEFICIE NCY) 

(XS) 
COMPLETE 

DATE I 

I 
If continuation sheet 21 of 23 



I 
i 
i 

Texas Deoartrhent of State Health Services 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

i 

I 
; 
I 

(X1) PROVIDERISUPPLIERICLIA 
IDENTIFICATION NUMBER: 

007326 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING: _______ _ 

B. WING 

I 
PRINTED: 03/06/2018 

FORM APPR4VED 

(X3) DATE SURVEY 
COMPLETED 

03/06/2018 

NAME OF PROVIDER OR SUPPLIER 

I 
STREET ADDRESS, CITY, STATE, ZIP CODE 

4820 SAN JACINTO 
HOUSTON WOMENS CLINIC 

i HOUSTON, TX 77004 

(X4)1D 
PREFIX 

TAG 

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

A371 Continued From page 21 
I 

SOD - State Form 

STATE FORM 

ID 
PREFIX 

TAG 

A371 

6899 YM0411 

PROVIDER'S PLAI
1 

OF CORRECTION 
(EACH CORRECTIVE [ACTION SHOULD BE 

CROSS-REFERENCED 0 THE APPROPRIATE 
DEFIC ENCY) 

(Xsj 
COMPLETE 

DATE . 

I 

I 
If continuation sheet 22 of 23 



i 
! 

Texas DepartJent of State Health Services 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

I 

! 

(X1) PROVIDERISUPPLIERICLIA 
IDENTIFICATION NUMBER: 

007326 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING: _______ _ 

B. WING 

PRINTED: 03/06/J018 
FORM APPROrED 

(X3) DATE SURVEY 
COMPLETED 

03/06/2018 

NAME OF PROVIDER OR SUPPLIER 

HOUSTON WO~ENS CLINIC 

STREET ADDRESS, CITY, STATE, ZIP CODE 

4820 SAN JACINTO 

I HOUSTON, TX 77004 

(X4)1D 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

, REGULATORY OR LSC IDENTIFYING INFORMATION) 

A 371 Continued From page 22 

SOD - State Form 

STATE FORM 

ID 
PREFIX 

TAG 

A371 

6899 YM0411 

PROVIDER'S PLA~ OF CORRECTION 
(EACH CORRECTIVE CTION SHOULD BE 

CROSS-REFERENCED i 0 THE APPROPRIATE 
DEFICI NCY) 

(Xs>l 
COMPLETE 

DATE 

I 

If continuation sheet 3 of 23 





I 
Texas He~llh and Human Services Commission 
STATEMENt; OF DEFICIENCIES 

-~iCOR~ 

I 

(X1) PROVIDERJSUPPUERICLIA 
IOEN11RCATJON NUMBER: 

140012 

(X2) MUL"Jf.Plf. COII!STRUCTION 

ABW~~=--------------
B.WNG 

I 

PRINTED: 01/2812019 
FORM APPROvED 

I 

(X3) DATE SURVEY 
COMPU:lt:D 

0112412019 

NAME OF PROVIDER OR SUPPUER 

I 
NORTH PARK MEDICAL GROUP 

STREET ADbRESS, CITY, STATE. ZIP CODE 

8363 MEADOW ROAD 
DALLAS. TX 76231 

(>(4)10 
PREFIX 

TAG I 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST Be PRE<:WED Fr'f FULL 
REGULATOR'!' OR LSC IDEN11FYING INFORMATION) 

6 ooc TAC 139.1 Initial Comments 

Note: The State Fonn is an official, legal 
1 document All Information must remain 

! 
unchanged except for entering the plan of 

i correction, correction dates, and the signature 
space. Any discrepancy In the original deficiency 
cltation(s} will be referred to the Office of the 
Texas Attorney General (OAG) for possible fraud. 
If Information is inadvertently changed by the 
provider/supplier, the State Survey Agency (SA) 
should be notified immediately. 

(a) Purpose. The purpose of this chapter Is to 
implement the Texas Abortion Facility Reporting 
and Licensing Aa., Health and Safety Code, 
Chapter 245, which provides the Health and 
Human Services Commission With the authority 
to establish rules governing the licensing and 
regulation of abortion facilities and to establish 
annual reporting requlremen1s for each abortion 
perfunned. This chapter also Implements the 
Woman's Right tD Know Aet, Health and Safety 
Code, Chapter 171. 

(b) Scope and applicability. 

!1) Ucensing requirements. 

(A) A per8on may not establish or operate an 
abortion facility In Texas Without a license issued 
under this chapter unless the person Is exempt 
from licensing requirements. 

(B) The following neect not be licensed under 
this chapter: 

{I) a hospital licensed under Health and 
Safety Code, Chapter 241; 

(ii) an ambulatory surgical center licensed 
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under Health and Safety Code, Chapter 243; or 

(iii) the office of a physician licensed by the. 
Texas Medical Board and author\zed·to practice 
medicine In the State of Texas, unless the office 
is used for the purpose of perlonning more than · 
50 abortions in any 12-month period. 

l2l Repprting requirements: All licensed abortion 
facilities and facilities and persons exempt from 
licensing sl)all comply with .§139.4 of.thistitle 
(relatinfJ to Annual Reporting Requirements for All 
-Abortions Performed). 
An entrance conference was held wiih ihe Clinic 
Manager the morning of 1c23-19. The purpose 
ah!l proceg!l of thE) liCensure resurvey were 
discuS!;ed, and an opportunity given for 
questions. 

Continued licensure. is recommended, with an 
approved plan of correction, 

An exit conference wa.s held with the Clinic 
Manager the afternoon of 1•24-1.9. Preliminary 
findings of the s4rvey. were discussed, and an 
opportunity given for questions. 
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Texas Attorney General (OAG) for possible fraud. 
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(a) Purpose. The purpose of this chapter is to 
implement the Texas Abortion Facility Reporting 
and Licensing Act, Health and Safety Code, 
Chapter 245, which provides the Health and 
Human Services Commission with the authority 
to establish rules governing the licensing and 
regulation of abortion facilities and to establish 
annual reporting requirements for each abortion 
performed.- This chapter also implements the 
Woman's Right to Know Act, Health and Safety 
Code, Chapter 171. 

(b) Scope and applicability. 

(1) Licensing requirements,. 

(A) A person may not establish or operate an 
abortion facility in Texas without a license issued 
under this chapter unless the person is exempt 
from licensing requirements. 

(B) The following need not be licensed under 
this chapter: 

1. (i) a hospital licensed under Health and 
Safety Code, Chapter 241; 

(ii) an ambulatory surgical center licensed 
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under Health and Safety Code, Chapter 243; or 

(iii) the office of a physician licensed by the 
Texas Medical Board and authorized to practice 
medicine in the State of Texas, unless the office 
is used for the purpose of performing more than 
50 abortions in any 12-month period. 

(2) Reporting requirements. All licensed abortion 
facilities and facilities and persons exempt from 
licensing shall comply with §139.4 of this title 
(relating to Annual Reporting Requirements for All 
Abortions Performed). 
An entrance conference was held with the facility 
Administrator 1-14-19. The purpose and process 
of the licensure resurvey were discussed, and an 
opportunity given for questions. 

Continued licensure is recommended, with an 
approved plan of correction. 

An exit conference was held with the facility 
Administrator the afternoon of 1-15-19. 
Preliminary findings of the survey were 
discussed, and an opportunity given for 
questions. 
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6 033 TAG 139.48 Physical and Environmental 
Requirements 

The physical and environmental requirements for 
a licensed abortion facility are as follows. 

(1) A facility shall: 

(A) have a safe and sanitary environment, 
properly constructed, equipped, and maintained 
to protect the health and safety of patients and 
staff at all times; 

(B) equip each procedure room so that 
procedures can be performed in a manner that 
assures the physical safety of all individuals in the 
area; 

(C) have a separate recovery room if moderate 
sedation/analgesia, deep sedation/analgesia, or 
general anesthesia are administered at the 
facility; 

(D) have a written protocol for emergency 
evacuation for fire and other disasters tailored to 
the facility's geographic location. Each staff 
member employed by or under contract with the 
facility shall be able to demonstrat\3 their role or 
responsibility to implement the facility's 
emergency evacuation protocol required by this 
subparagraph; 

(E) store hazardous cleaning solutions and 
compounds in a secure manner and label 
substances; 

(F) have the capacity to provide patients with 
liquids. The facility may provide commercially 
packaged food to patients in individual servings. 
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If other food is provided by the facility, it shall be 
subject to the requirements of Chapter 228 of this 
title (relating to Retail Food); 

(G) provide clean hand washing facilities for 
patients and staff including running water, and 
soap; 

'· (H) have two functioning sinks and a 
functioning toilet; and 

(I) have equipment available to sterilize 
instruments, equipment, and supplies in 
accordance with §139.49(d) of this title (relating 
to Infection Control Standards) before use in the 
facility. 

:(2) The equipment for vacuum aspiration shall 
be electrically safe and designed to prevent 
reverse pump action in facilities that provide 
vacuum aspiration. 

(3) Projects involving alterations of and additions 
t6 existing buildings shall be programmed and 
phased so that on-site construction shall 

• minimize disruptions of existing functions. 
Access, exit ways, and fire protection shall be 
maintained so that the safety of the occupants 
shall not be 'jeopardized during construction. 

This Requirement is not met as evidenced by: 
Based on a tour of the facility, the facility failed to 
store hazardous cleaning solutions and 
c0mpounds in a secure manner. 

Findings were: 

During a tour of the facility on 1-14-19, exam 
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rooms #4 and #6 contained unsecured cleaning 
solutions and compounds to include Lysol spray, 
Clorox sanitizing wipes, bleach wipes, Sani-cloths 
and Virex spray. 

The above was confirmed in an interview with the 
Clinic Administrator on the afternoon of 1-15-19. 

6 041 TAC 139.56 Emergency Services 

(a) A licensed abortion facility shall have a readily 
accessible written protoc:ol for managing medical 
emergencies and the transfer of patients 
requiring further emergency care to a hospital. 
The facility shall ensure that the physicians who 
practice at the facility: 

(1) have active admitting privileges at a hospital 
that provides obstetrical or gynecological health 
care services and is located not further than 30 
miles from the abortion facility; 

(2) provide the pregnant woman with: 

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

(B) the name and telephone number of the 
nearest hospital to the home of the pregnant 
woman at which an emergency arising from the 
abortion would be treated. 
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Staff #5 had current ACLS 
certification, which supersedes BLS 
certification, on file. Staff has 
obtained BLS certification since the 
survey. 

Staff #3 has obtained BLS 
certification since the survey. 
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(b) The facility shall have the necessary 
equipment and personnel for cardiopulmonary 
resuscitation as described in §139.59 of this title 
(relating to Anesthesia Services). 

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

This Requirement is not met as evidenced by: 
Based on a review of documentation and an 
i'nterview with staff, the facility failed to ensure 
that all personnel providing direct patient care 
were certified in basic life support by the 
American Heart Association. the American Red 
Cross. or the American Safety and Health 
lhstitute. or in accordance with their individual 
professional licensure requirements. 

Findings were: 

A review of personnel records for 6 clinic staff 
was conducted. Of the 6 staff, 5 of the staff (staff 
#1, #2, #3, #5 & #6) provided direct patient care. 
Of these 5 personnel records, 2 of the 5 (staff #3 
& #5) contained no documentation of current 
CPR/BLS certification. In an interview with staff 
#6, staff #6 confirmed that no documentation of 
current CPR/BLS could be located. 

I 

The above was confirmed in an interview with the 
Clinic Administrator on the afternoon of 1-15-19. 
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6 042 TAG 139.57 Discharge and Follow-up Referrals 

(a) A licensed abortion facility shall develop and 
implement written discharge instructions which 
shall include: 

(1) a list of complications (developed by the 
facility in conjunction with a physician who 
practices in the facility) that warrant the patient 
contacting the facility, which shall include, but not . 
be limited to: 

(A) pain; 

(B) fever; and 

(C) bleeding; 

(2) a statement of the facility's plan to respond 
to the patient in the event the patient experiences 
any of the complications listed in the discharge 
instructions to include: 

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

(B) the name and telephone number of the 
nearest hospital to the home of the patient at 
which an emergency arising from the abortion 
would be treated; 
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the a list of complications that warrant 
the patient contacting the facility and 
a telephone number to reach the 
facility, patients will now sign 
acknowledgment of the information 
provided and a copy will be 
kept in the patient's record. The 
Administrator has added a signature 
line for patients to sign on the 
document. 

A copy of the information, which 
includes the medication abortion 
follow up appointment, a list of 
complications, and a phone number to 
reach the facility, provided to patients 
prior to the 1-15-19 survey is attached. 
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(C) assurance that the responding individual 
shall be a physician, advanced practice 
registered nurse, physician assistant, registered 
nurse, or licensed vocational nurse; and 

(D) information that the patient may also 
contact the emergency medical service or 
present for care at the emergency room of a 
hospital in addition to contacting the facility; and 

(3) information concerning the need for a 
post-abortion examination. 

(b) A facility shall provide a patient with a copy of 
the written discharge instructions described in 
subsection (a) of this section. 

(c) The facility shall develop and implement 
written policies and procedures for: 

(1) examination or referral of all patients who 
report complications, as identified in the list 
required by subsection (a}(1) of this section, to 
the facility after an abortion procedure. The 
written policy and procedure shall require: 

(A) the facility to maintain a written system of 
documentation of patients who report 
post-abortion complications within 14 days of the 
procedure date; 

(B) documentation of the facility's action 
following a patient's reporting of post-abortion 
complications to be placed in the patienfs record; 
and 

(C) the patients' records to be maintained for 
a'dults for seven years and for minors five years 
past the age the patient reaches majority; and 
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Patients were pro~ided with the 
three hospitals nelarest to the their 
home. The facilit~[created a database 
of all. hospitals in Iexas that provide 
OB/GYN services. Using this 
database, the patibnt's zip code is 
used to determine1 the three 
nearest hospitals. 

Based on guidancE from s·urveyors, 
the nearest hospi~rl to the patient 
will be determined by searching 
the patient's exact address and the 
keyword "hospital'in a search engine. 
Patients will now t e provided with 
only one hospitalr earest her. 

P~tient will sign ac'~nowledgment of 
the exact hospital ~rovided and a 
copy wifl be kept ir 1 the patient's 
record. • 

The updated proce:.s has been 
reviewed with the taff by the 
Administrator and mplemented by 
the facility. 
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(2) periodic review of the record keeping system 
for post-abortion complications to identify 
problems and potential problems and to. make 
changes in order to resolve the problems. 

This Requirement is not met as evidenced by: 
Based on a review of documentation and an 
interview with staff, the abortion facility failed to 
develop and implement written discharge 
instructions which shall include: 

(1) a list of complications (developed by the 
facility in conjunction with a physician who 
practices in the facility) that warrant the patient 
contacting the facility, which shall include, but not 
be limited to: 

(A) pain; 

(B) fever; and 

(C) bleeding; 

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

(B) a telephone number by which the patient 
may reach the physician, or other health care 
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personnel employed by the physician or by the 
facility at which the abortion was performed or 
induced with access to the woman's relevant 
medical records, 24 hours a day to request 
assistance for any complications that arise from 
the performance or induction of the abortion or 
ask health-related questions regarding. the 
abortion; 

Findings were: 

:A total of 9 clinical records were reviewed. Of the 
':g records reviewed, none contained 
•documentation that the patient. had been provided 
with the following: 

~* a list of complications (developed by the facility 
in conjunction with a physician who practices in 
the facility) that warrant the patient contacting the 
facility, which shall include, but not be limited to 
pain, fever and bleeding 

* a telephone number by which the patient may 
reach the physician, or other health care 
personnel employed by the physician or by the 
facility at which the abortion was performed or 
induced with access to the woman's relevant 
medical records, 24 hours a day to request 
assistance for any complications that arise from 
the performance or induction of the abortion or 
ask health-related questions regarding the 
abortion 

* a telephone number by which the patient may 
reach the physician, or other health care 
personnel employed by the physician or by the 
facility at which the abortion was performed or 
induced with access to the woman's relevant 
medical records, 24 hours a day to request 
assistance for any complications that arise from 
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the performance or induction of the abortion or 
ask health-related questions regarding the 
abortion 

In an interview with staff #6, staff #6 stated that all 
patients were provided with the list of 
complications as well as a telephone number, but 
that no documentation of such was kept for the 
patient's file. Staff #6 also stated that their 
lnformaton Technology department had provided 
a function whereby the staff member could enter 
the patient's home zip code and that a list of the 
names and addresses of the 3 hospitals nearest 
the patient's home would be generated. Staff #6 
confirmed that the name and telephone number 
of the hospital specifically nearest the patient's 
home was not provided. 

The above was confirmed in an interview with the 
Clinic Administrator on the afternoon of 1-15-19. 

6 045 TAG 139.60 Other State and Federal Compliance 
Requiremen 

(a) A licensed abortion facility shall be in 
compliance with all state and ·federal laws 
pertaining to handling of drugs. 

(b) A licensed abortion facility that provides 
laboratory services shall meet the Clinical 
Laboratory Improvement Amendments of 1988, 
42 United States Code, §263a, Certification of 
Laboratories (CLIA 1988). CLIA 1988 applies to 
all facilities with laboratories that examine human 
specimens for the diagnosis, prevention, or 
treatment of any disease or impairment of, or the 
assessment of the health of, human beings. 

(c) A licensed abortion facility shall ensure that its 
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appointment information. 
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physicians comply with the Medical Practice Act, 
Occupations Code, Chapters 151 - 160 and 162-
165, while functioning in his or her capacity at or 
for the facility. 

(d) A licensed abortion facility utilizing the 
services of a physician.assistant(s) shall ensure 
that its physician assistants comply with the 
Physician Assistant Licensing Act, Occupations 
Code, Chapter 204, while functioning in his or her 
capacity at or for the facility. 

:(e) A licensed abortion facility utilizing the 
'services of a registered nurse shall ensure that its 
registered nurses comply with the Nursing 
Practice Act, Occupations Code, Chapters 301 
~and 304, while functioning in his or her capacity 
:at or for the facility. 
i 

'(f) A licensed abortion facility utilizing the services 
of a licensed vocational nurse(s) shall ensure that 
its vocational nurse(s) comply with the Nursing 
Practice Act, Occupations Code, Chapters 301 
and 304, while functioning in his or her capacity 
at or for the facility. . 

(g) A licensed abortion facility that provides 
pharmacy services shall obtain a license as a 
pharmacy if required by the Texas Pharmacy Act, 
Occupations Code, Chapters 551 - 569. 

(h) A licensed abortion facility shall comply with 
the following federal Occupational Safety and 
Health Administration requirements: 

: (1) 29 Code of Federal Regulations, Subpart E, 
§1910.38, concerning emergency action plan and 
§1910.39, concerning fire prevention plans; 
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The Administrato~will add a patient 
signature line to t~e existing 
information forth~ patient to sign 
acknowledgment &f her receipt of this 
follow up appointrent arid a copy will 
be kept in the pati 1~nt's record. 

The updated proc1 ss has been 
reviewed with the staff by the 
Administrator and implemented by 
the facility. 
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(2) 29 Code of Federal Regulations, Subpart I, 
§1910.132, concerning general requirements for 
personal protective equipment; , 

(3) 29 Code of Federal Regulations, Subpart I, 
§191 0.133, concerning eye and face protection; 

(4) 29 Code of Federal Regulations, Subpart I, 
§191 0.138, concerning hand protection; 

(5) 29 Code of Federal Regulations, Subpart K, 
§1910.151, concerning medical services and first 
aid; 

(6) 29 Code of Federal Regulations, Subpart L, 
§191 0.157, concerning portable fire 
extinguishers; 

(7) 29 Code of Federal Regulations, Subpart Z, 
§191 0.1030, concerning bloodborne pathogens; 
and 

(8) 29 Code of Federall~egulations, Subpart Z, 
§1910.1200, Appendices A- E, concerning 
hazard communication (hazardous use of 
ch.emicals). 

(i) A licensed abortion facility shall not use 
adulterated or misbranded drugs or devices in 
violation of the Health and Safety Code, 
§431.021. Adulterated drugs and devices are 
described in Health and Safety Code, §431. 111. 
Misbranded drugs or devices are described in 
Health and Safety Code, §431.112. 

U) A licensed abortion facility shall not commit a 
false, misleading, or deceptive act or practice as 
that term is defined in the Deceptive Trade 
Practices-Consumer Protection Act, Business 
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and Commerce Code, §17.46. 

(k) A licensed abortion facility shall comply with 
the requirements of the Family Code, §33.002, 
relating to a Consent Form. 

(I) A licensed abortion facility shall comply with 
the requirements of Health and Safety Code, 
Chapter 171, the Woman's Right to Know Act. 

(m) A licensed abortion facility shall comply with 
the requirements of Occupations Code, Chapter 
102, Solicitation of Patients. 

This Requirement is not met as evidenced by: 
\3ased on a review of clinical records and an 
interview with staff, the facility failed to comply 
with the requirements of Health and Safety Code, 
Chapter 171, the Woman's Right to Know Act. 

Texas Health & Safety Code Section 171.063 
states: 
"Sec. 171.063. DISTRIBUTION OF 
ABORTION-INDUCING DRUG. (a) A person 
may oot knowingly give, sell, dispense, 
administer, provide, or prescribe an 
abortion-inducing drug to a pregnant woman for 
the purpose of inducing an abortion in the 
pregnant woman or enabling another person to 
induce an abortion in the pregnant woman 
unless: 

(1) the person who gives, sells, dispenses, 
1
administers, provides, or prescribes the 
,abortion-inducing drug is a physician; and 
! 
i(2) except as otherwise provided by Subsection 
'(b), the provision, prescription, or administration 
of the abortion-inducing drug satisfies the 
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protocol tested and authorized by the United 
States Food and Drug Administration as outlined 
in the final printed label of the abortion-inducing 
drug. 

(b) A person may provide, prescribe, or 
administer the abortion-inducing drug in the 
dosage amount prescribed by the clinical 
management guidelines defined by the Al]lerican 
Congress of Obstetricians and Gynecologists 
Practice Bulletin as those guidelines existed on 
January 1, 2013. 

(c) Before the physician gives, sells, dispenses, 
administers, provides, or prescribes an 
abortion-inducing drug, the physician must 
examine the pregnant woman and document, in 
the woman's medical record, the gestational age 
and intrauterine location of the pregnancy. 

(d) The physician who gives, sells, dispenses, 
administers, provides, or prescribes an 
abortion-inducing drug shall provide the pregnant 
woman with: 

(1) a copy of the final printed label of that 
abortion-inducing drug; and 

(2) a telephone number by which the pregnant 
woman may reach the physician, or other health 
care personnel employed by the physician or by 
the facility at which the abortion was performed 
with access to the woman's relevant medical 
records, 24 hours a day to request assistance for 
any complications that arise from the 
administration or use of the drug or ask 
health-related questions regarding the 
administration or use of the drug. 

(e) The physician who gives, sells, dispenses, 
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administers, provides, or prescribes the 
abortion-inducing drug, or the physician's agent, 
must schedule a follow-up visit for the woman to 
occur not more than 14 days after the 
administration or use of the drug. At the follow-up 
visit, the physician must: 

(1) confirm that the pregnancy is completely 
terminated; and 

(2) assess the degree of bleeding. 

(f) The physician who gives, sells, dispenses, 
administers, provides, or prescribes the 
abortion-inducing drug, or the physician's agent, 
shall make a reasonable effort to ensure that the 
woman returns for the scheduled follow-up visit 
under Subsection (e). The physician or the 
physician's agent shall document a brief 
description of any effort made to comply with this 
subsection, including the date, time, and name of 
the person making the effort, in the woman's 
medical record. 

(g) If a physician gives, sells, dispenses, 
administers, provides, or prescribes an 
abortion-inducing drug to a pregnant woman for 
the purpose of inducing an abortion as authorized 
by this section and the physician knows that the 
woman experiences a serious adverse event, as 
defined by the MedWatch Reporting System, 
during or after the administration or use of the 
drug, the physician shall report the event to the 
United States Food and Drug Administration 
through the MedWatch Reporting System not 
.later than the third day after the date the 
:physician learns that the event occurred." 

Findings were: 
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The clinical records for 9 patients that had 
received abortion-inducing drugs were reviewed. 
None of the 9 records contained documentation 
of a follow-up appointment made within 14 days 
of administration of the medication. 

In an interview with staff #6, staff #6 confirmed 
that the clinical record contained no 
documenation of the patient's follow-up 
appointment. 

The above was confirmed.in an interview with the 
Clinic Administrator on the afternoon of 1-15-19. 
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 6 000 TAC 139.1 Initial Comments

Note: The State Form is an official, legal 

document. All information must remain 

unchanged except for entering the plan of 

correction, correction dates, and the signature 

space.  Any discrepancy in the original deficiency 

citation(s) will be referred to the Office of the 

Texas Attorney General (OAG) for possible fraud. 

If information is inadvertently changed by the 

provider/supplier, the State Survey Agency (SA) 

should be notified immediately.

(a) Purpose. The purpose of this chapter is to 

implement the Texas Abortion Facility Reporting 

and Licensing Act, Health and Safety Code, 

Chapter 245, which provides the Health and 

Human Services Commission with the authority 

to establish rules governing the licensing and 

regulation of abortion facilities and to establish 

annual reporting requirements for each abortion 

performed. This chapter also implements the 

Woman's Right to Know Act, Health and Safety 

Code, Chapter 171. 

(b) Scope and applicability. 

  (1) Licensing requirements. 

    (A) A person may not establish or operate an 

abortion facility in Texas without a license issued 

under this chapter unless the person is exempt 

from licensing requirements. 

    (B) The following need not be licensed under 

this chapter: 

      (i) a hospital licensed under Health and 

Safety Code, Chapter 241; 

      (ii) an ambulatory surgical center licensed 

 6 000
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 6 000Continued From page 1 6 000

under Health and Safety Code, Chapter 243; or 

      (iii) the office of a physician licensed by the 

Texas Medical Board and authorized to practice 

medicine in the State of Texas, unless the office 

is used for the purpose of performing more than 

50 abortions in any 12-month period. 

  (2) Reporting requirements. All licensed abortion 

facilities and facilities and persons exempt from 

licensing shall comply with §139.4 of this title 

(relating to Annual Reporting Requirements for All 

Abortions Performed).

An entrance conference was held with the 

facility's Administrator on the morning of 10/8/19. 

The purpose and process of the licensure 

resurvey were discussed, and an opportunity 

given for questions.   

Continued licensure is recommended, with an 

approved plan of correction.

An exit conference was held with the facility's 

Administrator on the afternoon of 10/8/2019.   

Preliminary findings of the survey were 

discussed, and an opportunity given for 

questions.

 

 6 041 TAC 139.56 Emergency Services

(a) A licensed abortion facility shall have a readily 

accessible written protocol for managing medical 

emergencies and the transfer of patients 

requiring further emergency care to a hospital. 

The facility shall ensure that the physicians who 

practice at the facility: 

  (1) have active admitting privileges at a hospital 

that provides obstetrical or gynecological health 

 6 041
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care services and is located not further than 30 

miles from the abortion facility; 

  (2) provide the pregnant woman with: 

    (A) a telephone number by which the pregnant 

woman may reach the physician, or other health 

care personnel employed by the physician or the 

facility at which the abortion was performed or 

induced with access to the woman's relevant 

medical records, 24 hours a day to request 

assistance for any complications that arise from 

the performance or induction of the abortion or 

ask health-related questions regarding the 

abortion; and 

    (B) the name and telephone number of the 

nearest hospital to the home of the pregnant 

woman at which an emergency arising from the 

abortion would be treated. 

(b) The facility shall have the necessary 

equipment and personnel for cardiopulmonary 

resuscitation as described in §139.59 of this title 

(relating to Anesthesia Services). 

(c) Personnel providing direct patient care shall 

be currently certified in basic life support by the 

American Heart Association, the American Red 

Cross, or the American Safety and Health 

Institute, or in accordance with their individual 

professional licensure requirements, and if 

required in their job description or job 

responsibilities. 

This Requirement  is not met as evidenced by:

Based on a review of documentation and 

interview it was determined the facility failed to:
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1. Ensure the name and telephone number of the 

nearest hospital to the home of the patient was 

provided in the event emergency treatment is 

needed upon discharge from the facility.

2. Ensure personnel providing direct patient care 

are certified in basic life support.

Clinical records for 4 of 7 patient (patient #1, 3, 5, 

6) were not provided with the name and 

telephone number of the nearest hospital to the 

home of the patient  in the event emergency  

treatment is needed.

*  Patient #1 lived in Belton, Texas but was 

provided hospital information for a hospital in 

Georgetown, Texas

*  Patient #3 lived in Hurst, Texas but was 

provided with hospital information for a hospital in 

Round Rock, Texas.

*  Paine #5 lived in Brownwood, Texas but was 

provided with hospital information for a hospital in 

Austin, Texas.

*  Patient #6 lived in Dale, Texas but was 

provided with hospital information for a hospital in 

Smithville, Texas. 

A review of documentation revealed 1 of 4 (Staff 

#3) direct care staff was not certified in basic life 

support. 

*  Staff #3 was certified in Advance Cardiac Life 

Support, but the certification was obtained from 

an online course, which did not  

    include a return demonstration of skill. 

Review of the Health & Safety Institute and the 

National Safety Council website found at 

http://news.hsi.com/onlineonlycpr reveals that, 

"No major nationally recognized training program 

in the United States endorses certification without 
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practice and evaluation of hands-on skills. 

According to the Occupational Safety and Health 

Administration (OSHA) online training alone does 

not meet OSHA first aid and CPR training 

requirements." Further guidance can be found at 

https://www.osha.gov/pls/oshaweb/owadisp.show

_document?p_table=INTERPRETATIONS&p_id=

28541.

The above information was confirmed in an 

interview with Staff # 1.
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Note: The State Form is an official, legal 
document All information must remain 
unchanged except for entering the plan of 
correction, correction dates, and the signature 
space. Any discrepancy in the original deficiency 
citation(s) will be referred to the Office of the 
Texas Attorney General (OAG) for possible fraud. 
If information is inadvertently changed by the 
provider/supplier, the State Survey Agency (SA) 
should be notified immediately. 

(a) Purpose. The purpose of this chapter is to 
implement the Texas Abortion Facility Reporting 
and Licensing Act, Health and Safety Code, 
Chapter 245, which provides the Health and 
Human Services Commission with the authority 
to establish rules governing the licensing and 
regulation of abortion facilities and to establish 
annual reporting requirements for each abortion 
performed. This chapter also implements the 
Woman's Right to Know Act, Health and Safety 
Code, Chapter 171. 

(b) Scope and applicability. 

(1) Licensing requirements. 

(A) A person may not establish or operate an 
abortion facility in Texas without a license issued 
under this chapter unless the person is exempt 
from licensing requirements. 

(B) The following need not be licensed under 
this chapter: 

(i) a hospital licensed under Health and 
Safety Code, Chapter 241; 

(ii) an ambulatory surgical center licensed 
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6 ooo Continued From page 1 

under Health and Safety Code, Chapter 243; or 

(iii) the office of a physician licensed by the 
Texas Medical Board and authorized to practice 
medicine in the State of Texas, unless the office 
is used for the purpose of performing more than 
50 abortions in any 12-month period. 

(2) Reporting requirements. All licensed abortion 
facilities and facilities and persons exempt from 
licensing shall comply with §139.4 of this title 
(relating to Annual Reporting Requirements for All 
Abortions Performed). 
An entrance conference was held with the facility 
administrative staff on in the morning of 01/07/19. 
The purpose and process of the licensure 
resurvey were discussed, and an opportunity 
given for questions. 

Continued licensure is recommended, with an 
approved plan of correction. 

An exit conference was held with the facility 
administrative staff on the afternoon of 01/09/19. 
Preliminary findings of the survey were 
discussed, and an opportunity given for 
questions. 
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6 034 TAC 139.491nfection Control Standards 

(a) Written policies. A licensed abortion facility 
shall develop, implement, and enforce infection 
control policies and procedures to minimize the 
transmission of post-procedure infections. These 
policies shall include, but not be limited to, the 
prevention of the transmission of hu~an 
immunodeficiency virus (HIV), hepatitis B virus 
(HBV), hepatitis C virus (HCV), Mycobacterium 
tuberculosis (TB), and Streptococcus species (S. 
spp.); educational course requirements; cleaning 
and laundry requirements; and decontamination, 
disinfection, sterilization, and storage of sterile 
supplies. · 

(b) Prevention and control of the transmission of 
HIV, HBV, HCV, TB, and S. spp. 

(1) Universal/standard precautions. 

(A) An abortion facility shall ensure that all staff 
comply with universal/standard precautions as 
d~fined in this paragraph. 

(i) Universal/standard precautions includes 
procedures for disinfection and sterilization of 
reusable medical devices and the appropriate 
use of infection control, including hand washing, 
the use of protective barriers, and the use and 
disposal of needles and other sharp instruments. 

(ii) Universal/standard precautions synthesize 
the major points of universal precautions with the 
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points of body substance precautions and apply 
th.em to all patients receiving care in facilities, 
regardless of their diagnosis or presumed 
infection status. 

(I) Universal/standard precautions apply to: 

(-a-) blood; 

(-b-) body fluids, secretions, and excretions 
except sweat. regardless of whether or not they 
contain visibie blood; 

(-c-) nonintact skin; and 

(-d-) mucous membranes. 

(II) Universal/standard precautions are 
designed to reduce the risk of transmission of 
microorganisms from both recognized and 
unrecognized sources of infection in facilities . 

. (B) A licensed abortion facility shall establish 
procedures for monitoring compliance with 
uriiversallstandard precautions described in 
subparagraph (A) of this paragraph. 

(2) Health care workers infected with the HIV or 
HBV. A licensed abortion facility shall adopt, 
implement, and enforce a written policy to ensure 
compliance of the facility and all of the health ' 
care workers within the facility with the Health 
and Safety Code, Chapter 85, Subchapter I, 
concerning the prevention of the transmission of 
HIV and HBV by infected health care workers. 

(3) Educational course work and training. A 
licensed abortion facility shall require its health 
«are workers to complete educational course 
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work or training in infection control and barrier 
precautions, including basic concepts of disease 
transmission, scientifically accepted principles 
and practices for infection control and 
engineering and work practice controls. To fulfill 
the requirements of this paragraph, course work 
and training may include formal education 
courses or in-house training or workshops 
provided by the facility. The course work and 
training shall include, but not be limited to: 

(A) HIV infection prevention; and 

(B) HBV, HCV, TB, and S. spp. infection 
prevention based on universal/standard 
precautions as defined in paragraph (1) of this 
subsection; 

(C) bidirectional aspect of disease 
transmission; and 

·(D) epidemic control. 

(9) Cleaning and laundry policies and procedures. 

( 1) A licensed abortion facility shall develop, 
implement, and enforce written policies and 
procedures on cleaning the procedure room(s). 

I 

· (2) A licensed abortion facility shall develop, 
implement, and enforce written policies and 
procedures for the handling, processing, storing, 
and transporting of clean and dirty laundry. 

(3) A licensed abortion facility may provide .JI' 
cleaning and laundry services directly or by "'i. 
contract in accordance with Occupational Safety 
and Health Administration's Standards, 29 Code 
, of Federal Regulations, Subpart Z. Blood borne 
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Pathogens. 

(d) Policies and procedures for decontamination, 
disinfection, sterilization, and storage of sterile 
supplies. A licensed abortion facility shall have 
written policies covering its procedures for the 
decontamination and sterilization activities 
performed. Policies shall include, but not be 
limited to, the receiving, cleaning, 
decontaminating, disinfecting, preparing and 
st~rilization of critical items (reusable items), as 
w711 as those for the assembly, wrapping, 
storage, distribution, and the monitoring and 
cc;mtrol of sterile items and equipment. 

(1) Supervision. The decontamination, 
disinfection, and sterilization of all supplies and 
equipment shall be under the supervision of a 
p~rson qualified by education, training, or 
e,xperience. 

(2) Quantity of sterile surgical instruments. The 
facility shall ensure that surgical instruments are 
sufficient in number to permit sterilization of the 
ihstrument(s) used for each procedure and 
adequate to perform conventional cervical 
dilatation and curettage if this procedure is · 
available at the facility. 

{3) Inspection of surgical instruments. 

(A) All instruments shall undergo inspection 
before being packaged for reuse or storage . 
. Routine inspection of instruments shall be made 
to assure clean locks, crevices, and serrations. 

(B) Inspection procedures shall be thorough 
: and include visual and manual inspection for 
. condition and function. · 
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I 

(i) Cutting edges shall be checked for 
sharpness; tips shall be properly aligned, and box 
locks shall be clean and free from buildup of 
soap, detergent, dried blood, or tissue. 

(ii) There shall be no evident cracks or 
fissures in the box locks, and the hinges shall 
work freely. 

(iii) Ratchets shall hold and be routinely 
tested. 

. (iv) There shall be no corrosion or pitting of 
the finish. 

(C) Instruments needing maintenance shall be 
taken out of service and repaired by someone 
qualified to repair surgical instruments. 

! (D) To protect the instrument and its protective 
finish, impact markers or electric engravers shall 
not be used for instrument identification. 
Instrument identification shall be accomplished by 
the instrument manufacturer, employing methods 
which shall not damage the instrument or its 
protective finish. 

' (4) Items to be disinfected and sterilized. 

(A) Critical items. 

(i) Critical items include all surgical 
instruments and objects that are introduced 
directly into the bloodstream or into other 
normally sterile areas of the body and shall be 
sterilized in accordance with this subsection. 

(ii) All items that come in contact with the 
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st~rile field during the operative procedure shall 
be: sterile. ' 

i 
1(8) Semicritical items. 

(i) Semicritical items include items that come 
in.contact with nonintact skin or mucous 
membranes. Semicritical items shall be free of 
microorganisms, except bacterial spores. 
Semicritical items may include respiratory therapy 
equipment, anesthesia equipment, 
bronchoscopes, and thermometers. 

(ii) High-level disinfection shall be used for 
semicritical items. 

(C) Noncritical items. 

: (i) Noncritical items include items that come 
in contact with intact skin. 

I 

(ii) Intermediate-level or low-level disinfection 
shall be used for noncritical items. 
I 

: (5) Equipment and sterilization procedures. 
Effective sterilization of instruments depends on 
performing correct methods of cleaning, 
packaging, arrangement of items in the sterilizer, 
l'!nd storage. The following procedures shall be 
included in the written policies as required in this 
~ubsection to provide effective sterilization 
measures. 

(A) Equipment. A licensed abortion facility shall 
provide sterilization equipment adequate to meet 
the requirements of this paragraph for sterilization 
of critical items. Equipment shall be maintained 
and operated to perform, with accuracy, the 
sterilization of critical items. 
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I 
(~) Environmental requirements. Where 

cleaning, preparation, and sterilization functions 
are performed in the same room or unit, the 
physical facilities, equipment, and the written 
policies and procedures for their use shall be 
such as to effectively separate soiled or 
contaminated supplies and equipment from the : 
clean or sterilized supplies and equipment. 

· (i) A facility shall have a sink for hand 
washing. This sink shall not be used for cleaning 
instruments or disposal of liquid waste. 

. (ii) A facility shall have a separate sink for 
cleaning instruments and disposal of liquid waste. 
Hand washing shall only be performed at this sink 
after it has been disinfected. : 

(C) Preparation for sterilization. 
: 

i 

(i) All items to be sterilized shall be prepared 
to reduce the bioburden. All items shall be 
thoroughly cleaned, decontaminated and 
prepared in a clean, controlled environment. 
Cleaning is the removal of all adherent visible soil 
from the surfaces, crevices, joints, and lumens of 
instruments. Decontamination is the 
physical/chemical process that renders an 
inanimate object safe for further handling. I 

(ii) One of the following methods of cleaning 
and decontamination shall be used as 
appropriate. 

I 

(I) Manual cleaning. Manual cleaning of 
instruments at the sink is permitted. 

(II) Ultrasonic cleaning. Ultrasonic cleaning 
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of instruments cleans by cavitation and reduces 
the need for hand scrubbing. When grossly soiled 
items are placed in the ultrasonic cleaner the 
water shall be changed more than once a shift. If 
using this method for cleaning, chambers shall be 
covered to prevent potential hazards to personnel 
from aerosolization of the contents. 

(Ill) Washer-sterilizers. Washer-sterilizers 
clean by using rotating spray arms to create 
water jets that clean by impingement and 
appropriate soap and disinfectant. These 
machines shall reach a temperature of 140 
degrees Celsius (285 degrees Fahrenheit). 

(IV) Washer-decontaminator machines. 
Washer-decontaminator machines clean by 
numerous water jets and a high pH of detergent 
eyen if instruments are grossly soiled. The 
thorough cleaning is followed by a neutralizing 
rinse to quickly restore the pH to neutral. 

(iii) All articles to be sterilized shall be 
arranged so all surfaces shall be directly exposed 
to the sterilizing agent for the prescribed time and 
temperature. 

: 
, (D) Packaging. 
i 

/ (i) All wrapped articles to be sterilized shall be 
packaged in materials recommended for the 
,specific type of sterilizer and material to be 
.sterilized, and to provide an effective barrier to 
'microorganisms. Acceptable packaging includes 
peel pouches, perforated metal trays, or rigid 
trays. Muslin packs shall be limited in size to 12 
inches by 12 inches by 20 inches with a 
maximum weight of 12 pounds. Wrapped 
instrument trays shall not exceed 17 pounds. 
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{ii) All items shall be labeled for each sterilizer 
load as to the date and time of sterilization the 
sterilizing load number, and the autoclave.' 

(E) External chemical indicators. 

I (i) External chemical indicators, also known 
as sterilization process indicators, shall be used 
on each package to be sterilized, including items 
being flash sterilized to indicate that items have 
been exposed to the sterilization process. 

(ii) The indicator results shall be interpreted 
according to the manufacturer's written 
instructions and indicator reaction specifications. 

:(F) Biological indicators. 

i {i) The efficacy of the sterilizing process shall 
be monitored with reliable biological indicators 
appropriate for the type of sterilizer used (e.g., 
B.acillus stearothermophilus for steam sterilizers). 

1 (ii) Biological indicators shall be included in at 
least one run each day of use for steam 
sterilizers. 

~ 

1 (iii) A log shall be maintained with the load 
identification, biological indicator results, and 
identification of the contents of the load. 
I 

(iv) If a test is positive, the sterilizer shall 
immediately be taken out of service. A 
malfunctioning sterilizer shall not be put back into 
.use until it has been serviced and successfully 
.tested according to the manufacturer's 
!recommendations. 
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(v) All available items shall be recalled and 
reprocessed if a sterilizer malfunction is found. A 
list of all items which were used after the last 
negative biological indicator test shall be 
submitted to the administrator. 

(G) Sterilizers. 

: (i) Steam sterilizers (saturated steam under : 
pressure) shall be utilized for sterilization of heat 
arid moisture stable items. Steam sterilizers shall : 
be used according to manufacturer's written 

I 

instructions. : 

: (ii) Other sterilizers shall be used in ' 

accordance with the manufacturer's instructions. : 

(H) Maintenance of sterility. 

(i) Items that are properly packaged and 
sterilized shall remain sterile indefinitely unless 
tlile package becomes wet or torn, has a broken 
s,eal, is damaged in some way, or is suspected of 
being compromised. ' 

1 (ii) Medication or materials within a package 
t,hat deteriorate with the passage of time shall be 
9ated according to the manufacturer's 
recommendations. i 
I 

(iii) All packages shall be inspected before use. If 
a package is torn, wet, discolored, has a broken 
seal, or is damaged, the item may not be used. 
The item shall be returned to sterile processing 
for reprocessing. 
: 

(I) Commercially packaged items. " 
Commercially packaged items are considered 
sterile according to the manufacturer's 
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instructions. 
! 
i(J) Storage of sterilized items. The loss of 

sterility is event related, not time related. The 
fapility shall ensure proper storage and handling 
of! items in a manner that does not compromise 
th,e packaging of the product. 

(i) Sterilized items shall be transported so as 
to maintain cleanliness and sterility and to 
prevent physical damage. 

(ii) Sterilized items shall be stored in 
well-ventilated, limited access areas with 
controlled temperature and humidity. 

(iii) Sterilized items shall be positioned so that 
the packaging is not crushed, bent, compressed, 
or punctured so that their sterility is not 
compromised. 

(iv) Storage of supplies shall be in areas that 
are designated for storage. 

(K) Disinfection. 

(i) The manufacturer's written instructions for 
the use of disinfectants shall be followed. 

i 
(ii) An expiration date, determined according 

to manufacturer's written recommendations, shall 
be marked on the container of disinfection 
solution currently in use. 

(iii) Disinfectant solutions shall be kept 
covered and used in well-ventilated areas. 

(L) Performance records. 
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I 

l (i) Performance records for all sterilizers shall 
be, maintained for each cycle. These records shall 
b~ retained and available for review for a 
minimum of two years. 

(ii) Each sterilizer shall be monitored during 
operation for pressure, temperature, and time at 
desired temperature and pressure. A record shall 
be maintained either manually or machine 
generated and shall include: 

(I) the sterilizer identification; 

(II) sterilization date and time; 

(Ill) load number, 

(IV} duration and temperature of exposure 
phase (if not provided on sterilizer recording 
charts); 

(V} identification of operator(s); 

(VI) results of biological tests and dates 
performed; and 

i 
i (VII) time-temperature recording charts from 
each sterilizer {if not provided on sterilizer 
recording charts). 

(M) Preventive maintenance. Preventive 
maintenance of all sterilizers shall be performed 
according to individual policy on a scheduled 
basis by qualified personnel, using the sterilizer 
manufacturer's service manual as a reference. A 
preventive maintenance record shall be 
maintained for each sterilizer. These records 
shall be retained at least two years and shall be 
avaih~ble for review to the facility within two hours 
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of.request by the department. 

This Requirement is not met as evidenced by: 
Based on a review of documentation and 
interview, the facility failed to ensure that the a log 
shall be maintained with the load identification, 
biological indicator results, and identification of 
the contents of the load. 

Finding included: 

Review of the Autoclave log contained 
documentation of the load number, however the 
contents of the loads were not identified. 

The above was confirmed in an interview with 
staff member #1 on 01/08/19. 

6 038 TAG 139.53 Medical and Clinical Services 

(a) Surgical abortion. 

: (1) The medical consultant shall be responsible 
for implementing and supervising the medical and 
clinical policies of the facility. 

: (2) All medical and clinical services of the 
facility, with the exception of the abortion 
procedure, shall be provided under the direction 
of a physician or registered nurse who assumes 
responsibility for the clinical employees' 
performance in the facility. 

{3) A licensed abortion facility shall ensure that a 
. surgical consent form is signed by the patient 
prior to the procedure being started, that the 

. patient is informed of the risks and the benefits of 
the procedure, and that the patient recognizes the 
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alternatives to abortion. Informed consent shall 
be in accordance with rules adopted by the Texas 
Medical Disclosure Panel under §601.2 of this 
title (relating to Procedures Requiring Full 
Disclosure of Specific Risks and Hazards-list A), 
§601.4 of this title (relating to Disclosure and 
Consent Form), and Health and Safety Code, 
§171.011 (relating to Informed Consent 
Required), and §171.012 (relating to Voluntary 
Informed Consent). 

(4) A licensed abortion facility shall ensure that 
the attending physician, advanced practice 
registered nurse, or physician assistant has 
obtained and documented a preoperative history, 
physical exam, and laboratory studies, including 
verification of pregnancy. 

(5) A licensed abortion facility shall ensure that: 

(A) the attending physician examines each 
patient immediately prior to surgery to evaluate 
the risk to the procedure; and 

(B) the person administering the anesthetic 
agent(s) examines the patient immediately prior 
to surgery to evaluate the risk of anesthesia. 

(6) The administration of anesthesia shall be in 
accordance with §139.59 of this title (relating to 
Anesthesia Services). 

(7) An abortion shall be performed only by a 
physician. 

(8) A physician, advanced practice registered 
nurse, physician assistant, registered nurse, or 
licensed vocational nurse shall be in the facility 
whenever there is a patient in the procedure 
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room or recovery room. While a patient is in the 
procedure room or recovery room she shall not 
be left unattended. 

(9) The recovery room(s) at the facility shall be 
supervised by a physician, advanced practice 
registered nurse, physician assistant, or 
registered nurse. This supervisor shall be 
available for recovery room staff within a 
recommended 10 minutes with a maximum 
required 15 minutes while any patient is in the 
recovery room. 

( 1 0) A physician shall be available for the facility 
while any patient is in the recovery room within a 
recommended 10 minutes and a maximum 
required 15 minutes. 

( 11) The facility shall ensure that a patient is fully 
reactive and her vital signs are stable before 
discharging the patient from the facility upon 
written order by the attending physician. 

(12) All fetal tissue shall be examined grossly at 
the time of the procedure. In the absence of 
visible fetal parts or placenta, the tissue may be 
examined by magnification for the detection of 
villi. If this examination is inconclusive, the tissue 
shall be sent to a pathology lab. The results of the 
tissue examination shall be recorded in the 
patient's clinical record. 

(13) A facility shall meet the requirements set 
forth by the department in §§1.131 - 1.137 of this 
title (relating to Definition, Treatment, and 
Disposition of Special Waste from Health 
Gare-Related Facilities). 

{b) Medical abortion. 
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I 

(1) The medical consultant shall be responsible 
for implementing and supervising the medical and 
clinical policies of the facility. 

(2) All medical and clinical services of the 
I 

facility, with the exception of the abortion I 
procedure, shall be provided under the direction 
of a physician or registered nurse who assumes 
responsibility for the clinical employees' 
performance in the facility. 

(3) A licensed abortion facility shall ensure: 

(A) the physician(s) providing medical abortion I 
: 

is able to accurately date a pregnancy; 

(B) the physician(s) is able to determine that I 

the pregnancy is not an ectopic gestation; 

(C) the physician(s) is able to provide surgical 
intervention or provide for the patient to receive a 
surgical abortion if necessary; and 

(D) patients have access to medical facilities 
I 

equipped to provide blood transfusion and patient 
resuscitation, if necessary. 

(4) A licensed abortion facility shall ensure 
follow-up examination and services are provided 
to patients requesting medical abortion. 

(5) A licensed abortion facility shall ensure that 
the attending physician, advanced practice 
registered nurse, or physician assistant has 
obtained and documented a pre-procedure 
history, physical exam, and laboratory studies, ·. 

; 
including verification of pregnancy. 
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(6) A licensed abortion facility shall ensure: 

(A) written consent is obtained from the patient 
prior to the commencement of the abortion 
procedure; 

(B) the patient is informed of the risks and 
benefits of the procedure; 

(C) the patient is informed of the possibility that 
a surgical abortion may be required; · 

(D) the patient is informed of the alternatives to 
abortion; and 

(E) informed consent is in accordance with 
rules adopted by the Texas Medical Disclosure 
Panel under §601.2 of this title, §601.4 of this 
title, and Health and Safety Code, §171.011 and 
§171.012. 

(7) A licensed abortion facility shall provide the 
patient with written discharge instructions 
including a direct referral to a physician who shall 
accept the patient for surgical abortion. 

(c) Requirements of a physician. A physician 
performing or inducing an abortion must, on the 
date the abortion is performed or induced, have 
active admitting privileges at a hospital that: 

(1) is located not further than 30 miles from the 
location at which the abortion is performed or 
induced; and 

(2) provides obstetrical or gynecological health 
care services. 
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This Requirement is not met as evidenced by: 
The facility failed to ensure that Informed 
consent shall be in accordance with rules '* 
adopted by the Texas Health and Safety Code, 
§171.011 (relating to Informed Consent 
Required). 

Findings included: 

The Texas Health and Safety Code, §171.011 
(relating to Informed Consent Required)stated in 
part, 

"Sec.171.012. VOLUNTARY AND INFORMED 
CONSENT. (a) Consent to an abortion is 
voluntary and informed only if: ... 

(1) the physician who is to perform the abortion 
informs the pregnant woman on whom the 
abortion is to be performed ot 
(4) before any sedative or anesthesia is 
administered to the pregnant woman and at least 
24 hours before the abortion or at least two hours 
before the abortion if the pregnant woman waives 
this requirement by certifying that she currently 
·lives 100 miles or more from the nearest abortion 
. provider that is a facility licensed Lmder Chapter 
245 or a facility that performs more than 50 
abortions in any 12-month period: 
(A) the physician who is to perform the abOrtion 
or an agent of the physician who is also a 
sonographer certified by a national registry of 
medical sonographers performs a sonogram on 
the pregnant woman on whom the abortion is to 
be performed; 
(B) the physician who is to perform the abortion 
displays the sonogram images in a quality 
consistent with current medical practice in a 
manner that the pregnant woman may view 
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them;" 

Review of mectical records revealed the following: 
• One of six medication abortions (Patient #4) had 
an ultrasound completed on 05/31/18 at 
09:04AM. The "Medical Abortion" form for the 
patient indicated that RU486 was administered 
on 06/01/18, no time when the medicationwas 
administered was noted. With no time noted for 
when the medication was administered, it cannot 
be determined that that the sonogram was 
performed 24 hours prior to administering the 
medication to initiate the process of the medical 
abortion. 

The above findings were confirmed in an 
interview with the medical director on 01/07/19. 

6 041 TAC 139.56 Emergency Services 

(a) A licensed abortion facility shall have a readily 
accessible written protocol for managing medical 
emergencies and the transfer of patients 
requiring further emergency care to a hospital. 
.The facility shall ensure that the physicians who 
practice at the facility: 

(1) have active admitting privileges at a hospital 
. that provides obstetrical or gynecological health 
care services and is located not further than 30 
miles from the abortion facility; 

(2) provide the pregnant woman with: 

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

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

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

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

:'This Requirement is not met as evidenced by: 
. Based on a review of documentation and 
; interview the facility failed to ensure that the 
· physicians who practice at the facility provide the 
pregnant woman with: the name and telephone 
number of the nearest hospital to the home of the 
pregnant woman at which an emergency arising 
from the abortion would be treated. The facility 
also failed to ensure the personnel providing 
direct patient care shall be currently certified in 
basic life support by the American Heart 
Association, the American Red Cross, or the 
American Safety and Health Institute, or in 
accordance with their individual professional 
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licensure requirements, and if required in their job 
description or job responsibilities. 

Findings included: 

Review of medical records revealed the following: 
* · Medical Patient #1 and Surgical Patient# 1 
both had addresses in Houston, Texas. However 
these 2 patients were provided the name and 
telephone number of hospitals that were not 
nearest to the home of the pregnant women, per 
a Google map search. Both patients had other 
hospitals located closer to their home based on 
their home addresses. 
* Medical Pateint #3's home address was 
Carthage, Texas, however the facility provided the 
name and telephone number of a hospital located 
in Houston, Texas. 
~ Medical Patient #3's medical record had 
~ischarge instructions which did not include the 
name or phone number of nearest hospital to the 
home of the patient at which an emergency 
arising from the abortion would be treated. 

Facility based policy entitled, "Administrative 
,Policies" stated in part, 
"1. PERSONNEL... 
;* personnel will be CPR certified ... 

PERSONNEL POLICIES 
*All staff must be CPR certified/copy in file." 

: A review of personnel files revealed that 1 of 3 
·direct staff members at facility (#3) obtained 
cardiopulmonary resuscitation (CPR) through an 
online resource that contained a "basic skills 
evaluation" with no evidence of hands-on skills 
practice and in-person assessment and 
demonstration of CPR skills. 
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Review of the Health & Safety Institute and the 
National Safety Council website found at 
http:/Jnews.hsi.com/onlineonlycpr reveals that, 
"No major nationally recognized training program 
in; the United States endorses certification without 
practice and evaluation of hands-on skills. 
Abcording to the Occupational Safety and Health 
Administration (OSHA) online training alone does 
not meet OSHA first aid and CPR training 
requirements." 

In an interview on 01/08/19 staff member #1 
verified the above findings. 
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6 000 TAC 139.1 Initial Comments 

Note: The State Form is an official, legal 
· document. All information must remain 
unchanged except for entering the plan of 

I correction, correction dates, and the signature 
I space. Any discrepancy in the original deficiency 
i citation(s) will be referred to the Office of the 
' Texas Attorney General (OAG) for possible fraud. 
If information is inadvertently changed by the 
provider/supplier, the State Survey Agency (SA) 
should be notified immediately. 

(a) Purpose. The purpose of this chapter is to 
implement the Texas Abortion Facility Reporting 
and Licensing Act, Health and Safety Code, 
Chapter 245, which provides the Health and 
Human Services Commission with the authority 
to establish rules governing the licensing and 

. regulation of abortion facilities and to establish 
annual reporting requirements for each abortion 
performed. This chapter also implements the 

· Woman's Right to Know Act, Health and Safety 
' Code, Chapter 171. 

'(b) Scope and applicability. 

I (1) Licensing requirements. 
I 
! (A) A person may not establish or operate an 
:abortion facility in Texas without a license issued 
under this chapter unless the person is exempt 
from licensing requirements. 

(B) The following need not be licensed under 
this chapter: 

' (i) a hospital licensed under Health and 
: Safety Code, Chapter 241; 

(ii) an ambulatory surgical center licensed 
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i under Health and Safety Code, Chapter 243; or 
I , 
I 

' (iii) the office of a physician licensed by the 
Texas Medical Board and authorized to practice 

I medicine in the State of Texas, unless the office 
; is used for the purpose of performing more than 
:50 abortions in any 12-month period. 

(2) Reporting requirements. All licensed abortion 
facilities and facilities and persons exempt from 
licensing shall comply with §139.4 of this title 

. (relating to Annual Reporting Requirements for All 
Abortions Performed). 
An entrance conference was held with the facility 
nurse the morning of 1-7-19. The purpose and 
process of the licensure resurvey were 
discussed, and an opportunity given for 
questions. 

Continued licensure is recommended, with an 
· approved plan of correction. 

An exit conference was held wi~h the facility nurse 
and medical assistant the afternoon of 1-8-19. 
Preliminary findings of the survey were 

: discussed, and an opportunity given for 
f questions. 
i 
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6 033 TAG 139.48 Physical and Environmental 
requirements 

The physical and environmental requirements for 
a licensed abortion facility are as follows. 

(1) A facility shall: 

(A) have a safe and sanitary environment, 
properly constructed, equipped, and maintained 
to protect the health and safety of patients and 
staff at all times; 

(B) equip each procedure room so that 
procedures can be performed in a manner that 
assures the physical safety of all individuals in the 
I 
~rea; 
I 

j (C) have a separate recovery room if moderate 
sedation/analgesia, deep sedation/analgesia, or 
general anesthesia are administered at the 
facility; 

I 
: (D) have a written protocol for emergency 
~vacuation for fire and other disasters tailored to 
the facility's geographic location. Each staff 
member employed by or under contract with the 
facility shall be able to demonstrate their role or 
responsibility to implement the facility's 
emergency evacuation protocol required by this 
:subparagraph; 

I (E) store hazardous cleaning solutions and 
compounds in a secure manner and label 
'substances; 
I 

• (F) have the capacity to provide patients with 
'liquids. The facility may provide commercially 
packaged food to patients in individual servings. 
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i 
If other food is provided by the facility, it shall be 
1subject to the requirements of Chapter 228 of this 
title (relating to Retail Food); 

(G) provide clean hand washing facilities for 
patients and staff including running water, and 
soap; 
I 
I 

(H) have two functioning sinks and a 
functioning toilet; and 

(I) have equipment available to sterilize 
instruments, equipment, and supplies in 
accordance with § 139.49{d) of this title (relating 
to Infection Control Standards) before use in the 
facility. 

{2) The equipment for vacuum aspiration shall 
be electrically safe and designed to prevent 
reverse pump action in facilities that provide 
vacuum aspiration. 

(3) Projects involving alterations of and additions 
to existing buildings shall be pr:ogrammed and 
phased so that on-site construction shall 
minimize disruptions of existing functions. 
Access, exit ways, and fire protection shall be 
maintained so that the safety of the occupants 
shall not be jeopardized during construction. 

This Requirement is not met as evidenced by: 
Based on observation and interview, the facility 
failed to ensure a safe and sanitary environment, 
properly maintained to protect the health and 
s~fety of patients and staff at all times. 

Findings included: 
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i During a tour of the facility on the afternoon of 
January 8, 2019, along with Clinic Nurse 
(Employee ID #2) and Medical Assistant 
(Employee ID #3) the following was observed: 

I 

j In procedure room #1, a free standing chrome 
finished exam lamp was seen to have visible 
surface rust on the base of the unit. 

In procedure room #2, a suction machine was 
seen to have visible surface rust on the bottom 

· edges of the back and sides of suction 
equipment. An accumulation of dust and debris 
was also observed underneath and behind the 

1 suction machine. 
I . 
! In procedure room #3, a suction machine was 
'seen to have visible surface rust on the bottom 
edges on the back and sides of the equipment 

:along with an accumulation of visible dust on the 
back lower portion of the suction equipment. 

Interview with the clinical nurse on January 8, 
· 2019 at 3:30 p.m. confirmed the findings of the 
! rust, dust and debris in the procedure rooms. 
[Employee ID #2 stated that she had not noticed 
1 that before. 

6 041 TAC 139.56 Emergency Services 
I 

i (a) A licensed abortion facility shall have a readily 
i accessible written protocol for managing medical 

1 
emergencies and the transfer of patients 
i requiring further emergency care to a hospital. 
i The facility shall ensure that the physicians who 
1 practice at the facility: 

(1) have active admitting privileges at a hospital 
that provides obstetrical or gynecological health 
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bare services and is located not further than 30 
hliles from the abortion facility; 
I 
I 

i (2) provide the pregnant woman with: 

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

I 
1 

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

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

I 
(c) Personnel providing direct patient care shall 
be currently certified in basic life support by the 
American Heart Association, the American Red 
Cross, or the American Safety and Health 
Institute, or in accordance with their individual 
professional licensure requirements, and if 
iequired in their job description or job 
~esponsibilities. 

This Requirement is not met as evidenced by: 
Based on a review of documentation and staff 
interview, the licensee failed to provide a patient 
with the name and telephone number of the 
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1

nearest hospital to the home of the pregnant 
~oman at which an emergency arising from the 
abortion would be treated. The facility also failed 
~o ensure the personnel providing direct patient 
,care were currently certified in basic life support 
~s required in their job description or job 
responsibilities. 

Findings included: 

In 1 (patient# 11) out of 22 clinical records 
reviewed the patient's driver's license listed their 
place of residence to be in Milwaukee, Wisconsin 
and the facility provided the name and telephone 
number of Huntsville Memorial hospital in 
Huntsville, Texas as the hospital located nearest 
to her home of the patient. The, information 
provided to the patient was not:the nearest 
hospital to the home of the patient's residence. 
I 
I 

The above was confirmed in an interview with the 
facility physician and administrator (Employee ID 
#1) on the afternoon of January 7, 2019. 
I . 
I 
Review on the morning of Januray 8, 2019 of 
Physician/Administrator (Employee #1) file 
documented a signed job description dated 
12/04/2016 titled "SWMC- Administrator", 
Responsibilities: Overall coordif1ation of clinic 
functions. Specific Responsibili.ties: .... 9) Have a 
current CPR certification. 
I 
I 
Review of the Physicain/Adminjstrator (Employee 
1,0 #1) employee file documented an 
Adult/Child/Infant CPR card with a date issued 
October 7, 2016 and expiration, date October 7, 
?018. No current CPR card was documented in 
~mployee record. 

Interview with Employee ID #1 on the morning 
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January 8, 2019 confirmed he did not have a 
current CPR. No additional documentation was 
received prior to exit. 
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I Note: The State Fonn is an official, legal 
! document. All infonnation must remain 
j unchangea except for entering the plan of 
, correction, correction dates. and the signature 
! space. Any discrepancy in the original deficiency 
! citation(s) will be referred to the Office of the 
! Texas Attorney General (OAG) for possible fraud. 
! If information is inadvertently changed by the 
! provider/supplier, the State Survey Agency (SA) 
i should be notified immediately. 
! 

f (a) Purpose. The purpose of this chapter is to 
l implement the Texas Abortion Facility Reporting 

---- -- --- --! and Ucensing_p.cJ,_jie_aJth _and Safety Code, _ --+---- ---- ------- - - --------- -

! Chapter 245, which provides the Health and 
i Human Services Commission with the aulhority 
i to establish rules governing the licensing and 
l regulation of abortion facilities and lo establish 
i annual reporting requirements for each abortion 
i performed. This chapter also implements the 
i Woman's Right to Know Act, Health and Safety 
I Code, Chapter 171. 
i 
; 

: (b) Scope and applicability. 
f 

i (1) Licensing requirements. 

(A) A person may not establish or operate an 
abortion facility in Texas without a license issued 
under this chapter_unless the person is exempt 
from licensing requirements. 

(B) The following need not be licensed under 
this chapter: 

(i) a hDspitallicensed under Health and 
Safety Code, Chapter241; 

(ii) an ambulatory surgical center licensed 
I 
' -- --

ATURE TITLE. (X6) OATE 

Educational and Training Specialist 6/7/2019 

PIHW11 lfconriouationsheet 1 of7 



PRINTED: 05/02/2019 

FORM APPROVED 

Texas Health and Human Services Commission 

 

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CLIA 

IDENTIFICATION NUMBER: 

 

 

140013 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING:    

 

 
B. WING    

(X3) DATE SURVEY 

COMPLETED 

 

 

04/23/2019 
 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 

8401 NORTH IH 35 SUITE 200 
WHOLE WOMAN’S HEALTH ALLIANCE 

AUSTIN, TX 78753 

(X4) ID 

PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

ID  

PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

(X5) 

COMPLETE 

DATE 
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Note: The State Form is an official, legal 

document. All information must remain 

unchanged except for entering the plan of 

correction, correction dates, and the signature 

space. Any discrepancy in the original deficiency 

citation(s) will be referred to the Office of the 

Texas Attorney General (OAG) for possible fraud. 

If information is inadvertently changed by the 

provider/supplier, the State Survey Agency (SA) 

should be notified immediately. 

 
(a) Purpose. The purpose of this chapter is to 

implement the Texas Abortion Facility Reporting 

and Licensing Act, Health and Safety Code, 

Chapter 245, which provides the Health and 

Human Services Commission with the authority 

to establish rules governing the licensing and 

regulation of abortion facilities and to establish 

annual reporting requirements for each abortion 

performed. This chapter also implements the 

Woman's Right to Know Act, Health and Safety 

Code, Chapter 171. 

 
(b) Scope and applicability. 

 
(1) Licensing requirements. 

 
(A) A person may not establish or operate an 

abortion facility in Texas without a license issued 

under this chapter unless the person is exempt 

from licensing requirements. 

 
(B) The following need not be licensed under 

this chapter: 

 
(i) a hospital licensed under Health and 

Safety Code, Chapter 241; 

 
(ii) an ambulatory surgical center licensed 

6 000 
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6 033 

Continued From page 1 

under Health and Safety Code, Chapter 243; or 

 
(iii) the office of a physician licensed by the 

Texas Medical Board and authorized to practice 

medicine in the State of Texas, unless the office 

is used for the purpose of performing more than 

50 abortions in any 12-month period. 

 
(2) Reporting requirements. All licensed abortion 

facilities and facilities and persons exempt from 

licensing shall comply with §139.4 of this title 

(relating to Annual Reporting Requirements for All 

Abortions Performed). 

An entrance conference was held with the facility 

Director of Clinical Services on the morning of 

04/22/19. The purpose and process of the 

licensure resurvey were discussed, and an 

opportunity given for questions. 

 
Continued licensure is recommended, with an 

approved plan of correction. 

 
An exit conference was held with the facility 

Director of Clinical Services and Clinical 

Coordinator on the afternoon of 04/23/19. 

Preliminary findings of the survey were 

discussed, and an opportunity given for 

questions. 

 
TAC 139.48 Physical and Environmental 

Requirements 

 
The physical and environmental requirements for 

a licensed abortion facility are as follows. 

 
(1) A facility shall: 

 
(A) have a safe and sanitary environment, 

properly constructed, equipped, and maintained 

6 000 
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to protect the health and safety of patients and 

staff at all times; 

 
(B) equip each procedure room so that 

procedures can be performed in a manner that 

assures the physical safety of all individuals in the 

area; 

 
(C) have a separate recovery room if moderate 

sedation/analgesia, deep sedation/analgesia, or 

general anesthesia are administered at the 

facility; 

 
(D) have a written protocol for emergency 

evacuation for fire and other disasters tailored to 

the facility's geographic location. Each staff 

member employed by or under contract with the 

facility shall be able to demonstrate their role or 

responsibility to implement the facility's 

emergency evacuation protocol required by this 

subparagraph; 

 
(E) store hazardous cleaning solutions and 

compounds in a secure manner and label 

substances; 

 
(F) have the capacity to provide patients with 

liquids. The facility may provide commercially 

packaged food to patients in individual servings. 

If other food is provided by the facility, it shall be 

subject to the requirements of Chapter 228 of this 

title (relating to Retail Food); 

 
(G) provide clean hand washing facilities for 

patients and staff including running water , and 

soap; 

 
(H) have two functioning sinks and a 

functioning toilet; and 

6 033 
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(I) have equipment available to sterilize 

instruments, equipment, and supplies in 

accordance with §139.49(d) of this title (relating 

to Infection Control Standards) before use in the 

facility. 

 
(2) The equipment for vacuum aspiration shall 

be electrically safe and designed to prevent 

reverse pump action in facilities that provide 

vacuum aspiration. 

 
(3) Projects involving alterations of and additions 

to existing buildings shall be programmed and 

phased so that on-site construction shall 

minimize disruptions of existing functions. 

Access, exit ways, and fire protection shall be 

maintained so that the safety of the occupants 

shall not be jeopardized during construction. 

 
 
 

This Requirement is not met as evidenced by: 

Based on a tour of the facility, the facility failed to 

store hazardous cleaning solutions and 

compounds in a secure manner. Failure to do so 

increases the risk of harm to patients. 

 
Findings were: 

 
During a tour of the facility on 04/23/19, the 

unlocked laundry room contained items including 

Caviwipes, Lysol spray, laundry detergent, and 

Citrace deodorizer. 

 
The above was confirmed in an interview with 

staff #12 on 04/23/19 during a tour of the facility. 

6 033 
 

 

 
 

 

 
 

 

 
 

 

 
 

 
 

 

 

The Clinic Manager is responsible for 
insuring the physical and 
environmental safety for all patients 
that come to WWHA.   
 
The Clinic Manager installed a lock on 
the door of the laundry room on 
04/24/2019 to ensure that patients are 
not able to access hazardous cleaning 
solutions.  Staff was instructed on 
4/24/2019 to ensure that they are 
initiating the lock after each access to 
any hazardous cleaning solutions. 
 
In order to monitor continued 
compliance, the Clinic Manager will 
randomly observe that the staff is 
utilizing the lock after each access for 
90 days to ensure that only staff has 
access to hazardous cleaning solutions. 
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6 041 

Continued From page 4 

TAC 139.56 Emergency Services 

 
(a) A licensed abortion facility shall have a readily 

accessible written protocol for managing medical 

emergencies and the transfer of patients 

requiring further emergency care to a hospital. 

The facility shall ensure that the physicians who 

practice at the facility: 

 
(1) have active admitting privileges at a hospital 

that provides obstetrical or gynecological health 

care services and is located not further than 30 

miles from the abortion facility; 

 
(2) provide the pregnant woman with: 

 
(A) a telephone number by which the pregnant 

woman may reach the physician, or other health 

care personnel employed by the physician or the 

facility at which the abortion was performed or 

induced with access to the woman's relevant 

medical records, 24 hours a day to request 

assistance for any complications that arise from 

the performance or induction of the abortion or 

ask health-related questions regarding the 

abortion; and 

 
(B) the name and telephone number of the 

nearest hospital to the home of the pregnant 

woman at which an emergency arising from the 

abortion would be treated. 

 
(b) The facility shall have the necessary 

equipment and personnel for cardiopulmonary 

resuscitation as described in §139.59 of this title 

(relating to Anesthesia Services). 

 
(c) Personnel providing direct patient care shall 

be currently certified in basic life support by the 

6 041 
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American Heart Association, the American Red 

Cross, or the American Safety and Health 

Institute, or in accordance with their individual 

professional licensure requirements, and if 

required in their job description or job 

responsibilities. 

 
 

This Requirement is not met as evidenced by: 

Based on a review of documentation and 

interview the facility failed to ensure that the 

physicians who practice at the facility provide the 

pregnant woman with: the name and telephone 

number of the nearest hospital to the home of the 

pregnant woman at which an emergency arising 

from the abortion would be treated. 

 
The facility also failed to ensure that personnel 

providing direct patient care shall be currently 

certified in basic life support by the American 

Heart Association, the American Red Cross, or 

the American Safety and Health Institute, or in 

accordance with their individual professional 

licensure requirements, and if required in their job 

description or job responsibilities. 

 
Findings included: 

 
Review of medical records revealed the following: 

* 2 of 10 medical records did not have 

documentation that the name and telephone 

number of the nearest hospital to the home of the 

pregnant woman at which an emergency arising 

from the abortion would be treated was provided 

to the patient. 

* Surgical Patient #5 indicated on their 

information sheet that they lived in Uvalde, Texas. 

However on their discharge paperwork, they were 

provided with the name and phone number for a 

Val Verde Regional located on Del Rio, Texas. 

6 041 
 

 
The Clinic Manager is responsible for 
providing each pregnant patient with 
the name and telephone number of the 
nearest hospital to the home of the 
pregnant patient at which an emergency 
arising from the abortion would be 
treated. 
 
The Director of Clinical Services 
conducted a re-training on 05/21/2019 
with the Whole Woman’s Health Clinic 
Coordinator, and all clinical staff. 
Aftercare staff will review normal and 
abnormal signs and symptoms with the 
patient, and what to do if an emergency 
should arise from their abortion. Staff 
are aware they will the US hospital 
finder to look up the nearest hospital 
and phone number, provide the 
information to the patient, and 
document the information on the 
surgical record in the aftercare section.   
 
In order to monitor continued 
compliance, the Clinic Manager will 
monthly conduct chart audits to ensure 
that staff is documenting nearest 
hospital and phone number on the 
surgical record. 
 

 

 

05/21/2019 
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This would not be the name and telephone 

number of the nearest hospital to the home of the 

patient, which would be in Uvalde, Texas. 

* Medical Patient #1  listed their home address 

in Cameron, Texas. However on their discharge 

paperwork, they were provided with the name and 

phone number for a Medical Services Center. 

The phone number provided was for a family 

physician clinic, this would not be the name and 

telephone number of the nearest hospital to the 

home of the patient. The nearest hospital would 

be in Cameron, Texas. Also a physician office is 

not a hospital. 

* Medical Patient #3 listed their home address 

in San Antonio, Texas. However on their 

discharge paperwork, they were provided with the 

name and phone number for a free standing 

emergency center in Austin Texas, this would not 

be the name and telephone number of the 

nearest hospital to the home of the patient. The 

nearest hospital would be in San Antonio, Texas. 

Also a frees standing emergency clinic is not a 

hospital. 

 
The facility based job description for Medical 

Assistant stated in part, 

"Experience and General Requirements... 

* Certification in Basic Life Support". 

 
Review of personnel files revealed the following: 

* Staff member #10's CPR expired in February 

2019. 

 
In an interview on 04/23/19 staff member # 12 

confirmed the above findings. 

6 041  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Clinic Manager is responsible for 
ensuring all staff providing direct 
patient care will be currently certified in 
basic life support. 
 
The staff member #10 was notified that 
they were out of compliance and given a 
deadline to complete course. The staff 
member was attending the CPR class at 
the time of the inspection. On 
04/23/2019 staff member did complete 
the approved Basic Life Support CPR 
training successfully and a copy of 
completed training was placed in the 
staff personnel record.   
 
In order to monitor continued 
compliance, the Clinic Manager will 
conduct monthly personnel chart audits 
to ensure that all staff Basic Life 
Support CPR training is current. 
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Texas Attorney General (OAG) for possible fraud. 
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should be notified immediately.

(a) Purpose. The purpose of this chapter is to 

implement the Texas Abortion Facility Reporting 

and Licensing Act, Health and Safety Code, 

Chapter 245, which provides the Health and 

Human Services Commission with the authority 

to establish rules governing the licensing and 

regulation of abortion facilities and to establish 

annual reporting requirements for each abortion 

performed. This chapter also implements the 

Woman's Right to Know Act, Health and Safety 

Code, Chapter 171. 

(b) Scope and applicability. 

  (1) Licensing requirements. 

    (A) A person may not establish or operate an 

abortion facility in Texas without a license issued 

under this chapter unless the person is exempt 

from licensing requirements. 

    (B) The following need not be licensed under 

this chapter: 

      (i) a hospital licensed under Health and 

Safety Code, Chapter 241; 

      (ii) an ambulatory surgical center licensed 

 6 000
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under Health and Safety Code, Chapter 243; or 

      (iii) the office of a physician licensed by the 

Texas Medical Board and authorized to practice 

medicine in the State of Texas, unless the office 

is used for the purpose of performing more than 

50 abortions in any 12-month period. 

  (2) Reporting requirements. All licensed abortion 

facilities and facilities and persons exempt from 

licensing shall comply with §139.4 of this title 

(relating to Annual Reporting Requirements for All 

Abortions Performed).

An entrance conference was held with the Facility 

Administrator on 11/07/18.  The purpose and 

process of the licensure resurvey were 

discussed, and an opportunity given for 

questions.  The survey will be conducted using 

the Texas Administrative Code Title 25,  Chapter 

139 Abortion Facility Licensing Regulations.

An exit conference was held with the Facility 

Administrator on the afternoon of 11/07/18.  

Preliminary findings of the survey were 

discussed, and an opportunity given for 

questions. They were thanked for their time and 

cooperation with the survey. 

Continued licensure is recommended. No 

violations were cited.
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1 (1~1 have active admitting privileges at a hospital 
\ th~ \provides obstetrical or gynecological health 
J ca ~ services and Is located not further than 30 

\ m~il,s from the abortion facility; 

! ( )j provide the pregnant woman with: 
I . 
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) a telephone number by which the pregnant 
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wo1111an at which an emergency arising from the 

I eb1rtion would be treated. 
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(b) ~he facility shall have the necessary 
equipment and personnel for cardiopulmonary 
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resli~cltatlon as described in § 139.59 of this title 
(re~ting to Anesthesia Services). 
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I (c) ~ersonnel providing direct patient care shall 
! be FUrrently certified in basic life support by the 
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1 Ft,dlngs indudod: 

~ ReJiew of medical records revealed the following: 
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i pr~~nant woman at which en emergency arising 
: frofll the abortion would be treated. 
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In an interview on 01/09/19 staff members # 1 
i an~ 4 confinned the above findings. 
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6 045! TA~ 13Q.60 Other State and Federal Compliance 
· R~~ulremen 

; (e) ~licensed abortion facility shall be in 
' ·corttpliance with all state and federal laws 
pe~alnlng to handling of drugs. 
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(b) k licensed abortion facility that provides 
labpratory seNices shall meet the Clinical 
Lat?oratory Improvement Amendments of 1988, 
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La~oratories (CLIA 1986). CLIA 1988 applies to 
all tacllities with laboratories that elCamlne human 
sp~cimens for the diagnosis, prevention, or 

::~:;;~~~! :~rh:':~~~ o:r.'~~::~~~~~·s~r the 
·, 

(c)~ licensed abortion facility shall ensure that its 
ph~slciens comply with the Medical Practice Act, 
Oc~upations Code. Chapters 151 - 160 and 162-

1 16$, while functioning In his or her capacity at or 
. for !the facility. 
', : 
I I 

i (d)iA licensed abortion facility utilizing the 
! serJvices uf i:l physician assistant(s} shall ensure 
j th~t Its physician assistants comply with the 
I Physician Assistant Ucensing Act, Occupations 
: Co~e. Chapter 204, while functioning in his or her 
: caP,aclty at or for the facility. 
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: registered nurses comply with the Nursing 
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(f) ot.licensed abortion facility utilizing the services 
of~ licensed vocational nurse(s) shall ensure that 
its vocational nurse(s) comply with the Nursing 
Pr~ctice Act. Occupations Code, Chapters 301 
and 304, while functioning In his or her capacity 
at qr for the facility. 

I 

(g) ~licensed abortion faclllty that provides 
pha.rmacy services shall obtain a license es a 
phar'n'lacy if required by the Texas Phannacy Act, 
ocbupations Code, Chapters 551-569. 

(h) k licensed ebortion facility shall comply with 
the\r~nowing federal Occupational Safety and 
Health Administration requirements: 

1 
I . 

(1~ 29 Code of Federal Regulations, Subpart E, 
§1~10.38, concerning emergency action plan and 
§1~10.39, concerning fire prevention plans; 

I 

(~ 29 Code of Federal Regulations, Subpart I, 
§ 1 ~1 0.132, concerning general requirements for 
personal protective equipment; 

(J~ 29 Code of Federal Regulations, Subpart I, 
§1 t10.133, concerning eye and face protection: 

(~~ 29 Code of Federal Regulation~, Subpart I, 
§191 0.136, concerning hand protect1on; 

1 li I t1 • 
{~~ 29 Code of Federal Regulations, Subpart K, 

§1Q10.151, eoneeming medical services and first 
aidi 

ll R ' S b L (fr.) 29 Code of rederal egulations, u pan , 
§1'91 0.157, concerning portable tire 

" extjnguishers; 
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I (~~ ~e Code of Federal Regulationra, Subpart Z, 
1 §15;l~ 0.1030, concerning bloodbome pathogens; 
1 and! 

i! 
I' 

(~~ 29 Code of Federal Regulations, Subpart Z, · 
§19~0.1200, Appendices A· E, concerning 
h~krd communication (hazardous use of 
ch~fnicals). 

[. 

(i) ~ licensGd abortion facility shall not use 
adulterated or misbranded drugs or devices In 
vio,ation of the Health end Safety Code, 

I §43~.021. Adulterated drugs and devices are 
despribed in Health and Safety Code, §431.111. 

·'1 Mi~~randed drugs or devices are described In 
He~lth and Safety Code, §431. 112. 

I : 
] 0) A licensed abortion facility shall not commit a 
1 fals~, misleading, or deceptive act or practice as 

l that term Is defined in the Deceptive Trade 
PraPtlcee·Consumer Protection Act, Business 

1 an~ Commerce Code, §17.46. 
I I' 

I (k.): ~ licensed abortion facility shall comply with 
th~ :requirements of the Family Code, §33.002, I rel~ting to a Consent Form. 

I 0) !Jt.llcensed abortion facility shall comply with 
1 th? ;requirements of HeaHh and Safety Code, 
.

1

. Ch,pter 171, the Woman's Right to Know Act. 

(j)[A licensed abortion facility shall comply with 
i th~11requirements of Occupations Code, Chapter 
I I 

1 102, Solicitation of Patients. 
: I, 

\ TJi~ Requirement is not met as evidenced by: 
1 B~~ed on observations, record reviews and 
i Interview, the facllity failed to ensure staff 
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oo~~ucted physical counts and kept accurate 
redc;,rds of the disposition of drugs listed in 
s~~dules II, Ill, IV and V of tile Comprehensive 
Drug Abuse Prevention and Control Act. 

I! ,I 

Thi.~ deficient practice placed the facility at 
increased risk of experiencing drug diversions. II 

Flnl~ings indude: 

I! 
Observation conducted on 1/09/19 at 2:00 prn of 
the1 ~acility medication storage area revealed that '• 

scheduled medications were being stored In 
ph~rmacy stock bottles.· . 

Rebord review of the facility drug records for the 
tim~ period of 112018 to 112019, revealed that 

I 
facl!ity staff were not conducting daily physical 
counts of scheduled medications. 

,I 

I In ~n Interview conducted on 1/09/19 at 2:20pm, 
1 faciJity staff #1 confirmed that daily counts were 

I notibeing conducted for scheduled drugs. She 
further stated that sile did not know how many 

! tab~ets were currently contained In the stock 
1 boWes. 

. I! I I; 
; 

I 
' 
: 

I ! i 
! 

l ri 
: 

' l 
' : I 
I 

l : 

SOD - State Form ; 

SiATEFORM 

10 
PREFIX 

TAG 

6045 

I PROVIOER'S PI.A~ 01= CORRECTION 
~EACH CORRECTIVI ACTIOIII SHOULD BE 

Cr0S~EFEREN~5_C TO THE APPROPRIATE 
CEFIC IENCV) 

Thi office adm nistrator will 
prdvlde a daily [medication 
distribution forrn. which will 
co_~tain the dat ~ name of 
m~dication,dos~ge ,quantity and 
total amount di popensed, will be 
mdnitored by L ~b Director. . 

l cot.\~Jm i DATE 

! 
I 
j I 

i 3-30~19 
I 

i 
i 
I 

I 

1. 

3LOJ11 
' I 
I 

If ccnUnu~tlon 81'1eet 28 of 29 

I 
I 

I 

I , 



















 
An Equal Opportunity Employer and Provider 

 

TEXAS DEPARTMENT OF STATE HEALTH SERVICES 

 

 

DAVID L. LAKEY, M.D. 

COMMISSIONER 

P.O. Box 149347 

Austin, Texas 78714-9347 

1-888-963-7111 

TTY: 1-800-735-2989 

www.dshs.state.tx.us 
 
September 14, 2011 
 
Certified Mail Number 7010 1870 0001 3528 7066 
and First Class Mail Service 
 

, Administrator 
Whole Woman’s Health of Fort Worth, LLC 
1717 South Main Street 
Ft Worth, TX 76110 
 
 
Re: Notice of Violation (NOV), Whole Woman’s Health of Fort Worth, LLC, 

Abortion Facility, License #140000, Case #1068115225, DSHS Docket No. 
A18950-519-2011 

 
Dear  
 
The Department of State Health Services (Department) has reviewed documents and 
evidence related to on-site complaint investigation of Whole Women’s Health of Fort 
Worth, LLC (Respondent) conducted on or about March 15, 2011. As a result of the 
investigation, the Department found evidence of violations under the Texas Health and 
Safety Code (HSC) Chapter 245 (Act) and Title 25 of the Texas Administrative Code 
(TAC) Chapter 139 (Rules) relating to the licensing and regulation of abortion facilities in 
Texas. 
 
The Department proposes to assess an Administrative Penalty in the amount of 
$1,500.00 against the facility, in accordance with the following criteria: 
 

• HSC §245.017:  “The department may assess an administrative penalty against 
a person who violates this chapter or a rule adopted under this chapter...”  

 
• 25 TAC §139.33(a)(1):  “Administrative Penalties.  The department may assess 

an administrative penalty against a person who violates the Act or this chapter.” 
 
The proposed action is based upon the following allegation: 
 
On or about March 15, 2011, the Department determined that the facility failed to 
ensure all patient records are protected against unofficial use; to wit: 
 

The confidential clinical record of Patients #1, 2 and 3 were found in a trash can 
outside of the facility. The information included identifying information. 

  



Notice of Violation 
Whole Women’s Health of Fort Worth, LLC 
Page 2 
 
 

 
An Equal Opportunity Employer and Provider 

This is in violation of 25 TAC §139.55(b)(2).  The Department proposes an 
Administrative Penalty in the amount of $1,500.00 for this violation. 
 

• 25 TAC §139.55 Clinical (b) A licensed abortion facility shall establish and 
maintain a clinical record for each patient. (2) All information regarding the care 
and services shall be centralized in the record and be protected against loss or 
damage and unofficial use. 

 
In accordance with Government Code §2001.054(c), you have the right to show 
compliance with all requirements of law before final action by the Department.  In 
addition, you have the right to request a hearing under the contested case provisions of 
Texas Government Code Chapter 2001.  Hearings are held in accordance with the 
contested case provisions of Texas Government Code Chapter 2001 and 25 TAC 
§§1.21 – 1.27. 
 
Within twenty (20) calendar days following receipt of this Notice, you may: 
 

1) Accept the Department’s determination to impose Administrative Penalties 
totaling in the amount of $1,500.00. Remit the recommended penalty amount of 
$1,500.00 by cashier’s check, money order, or company check made payable to 
the Department of State Health Services, with a notation of:  Deposit in Budget 
#ZZ156, Fund #170, and return the enclosed Response to Notice form, with the 
first box checked.  Please be sure to sign and date the form; or 

 
2) Submit a written request for an informal conference and (if necessary) a hearing, 

regarding the occurrence of the alleged violations, the amount of the penalties, 
or both; or, 

 
3) Submit a written request for a contested case hearing to be held at the State 

Office of Administrative Hearings regarding the occurrence of the alleged 
violations, the amount of the penalty, or both. 

 
Please use the attached RESPONSE TO NOTICE to notify the Department of which 
option you have selected. 
 
YOU MUST RESPOND TO THIS NOTICE NOT LATER THAN 20 CALENDER DAYS 
AFTER YOU RECEIVE THIS NOTICE.  If you do not respond to this notice, 

• you will waive your right to a conference and to a hearing;; 

• the allegations contained in this notice will be deemed true; and 

• the Department will impose an administrative penalty in the amount of 
$1,500.00 by default. 
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If you have any questions regarding this proposal, please contact me at (512) 834-6665, 
ext. 3320. 
 
Sincerely, 
 
 
Valerie Agee, Enforcement Specialist 
Division for Regulatory Services  
Enforcement Unit 
 
Enclosure 
 
 
 
lh/va 
 
 



 

RESPONSE TO NOTICE OF VIOLATION (NOTICE) 
 
I, Whole Women’s Health of Fort Worth, LLC., Abortion Facility, (Respondent), have 
received a Notice from the Department of State Health Services (Department), in which I 
was notified that the Department is proposing an Administrative Penalty of $1,500.00 for 
License #140000. 
________________________________________________________________________ 
 
Please select an option by checking the applicable box.  Sign in the space provided below, 
and return this page not later than the 20th calendar day after you receive this letter. 
 
OPTION 1  Respondent accepts the proposed action in the Department’s Notice.   

Respondent hereby remits an administrative penalty in the amount of 
$1,500.00 by cashier’s check, money order, or company check, made 
payable to the Department of State Health Services, with a notation of: 
Deposit in Budget #ZZ156, Fund #170. Mail the penalty with this form 
to: Texas Department of State Health Services, Cash Receipts Branch 
MC-2003, PO Box 149347, Austin, Texas 78714-9347. 

 
OPTION 2   Respondent does not accept the proposed action in the Department’s 

Notice and requests an informal conference and, if necessary, a 
hearing. 

 
OPTION 3   Respondent does not accept the proposed action in the Department’s 

Notice and requests a hearing before the State Office of 
Administrative Hearings. 

 
PLEASE NOTE:  If you select OPTION 2 or 3, fax or mail your response to:  

Texas Department of State Health Services 
Enforcement Unit – MC 7927 

Attn: Valerie Agee 
P.O. Box 149347 

Austin, TX 78714-9347 
Fax: 512-834-6625 

 
 
_________________________________               ______________________ 
SIGNATURE                   DATE 

 
_________________________________   ______________________ 
Respondent’s Printed Name     License Number  
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TEXAS DEPARTMENT OF STATE HEALTH SERVICES 

 

 

DAVID L. LAKEY, M.D. 

COMMISSIONER 

P.O. Box 149347 

Austin, Texas 78714-9347 

1-888-963-7111 

TTY: 1-800-735-2989 

www.dshs.state.tx.us 
 
January 31, 2013 
 
Certified Mail Number 7010 2780 0002 9830 3714 
and First Class Mail Service 
 

, Administrator 
All Women’s Medical Center 
8600 Wurzbach, Suite #1206  
San Antonio, TX 78240 
 
 
Re:     Notice of Violation (NOV), All Women’s Medical Center, Abortion Facility, 

License #008033, Case #1068130695 
 
Dear : 
 
The Department of State Health Services (Department) has reviewed documents and 
evidence related to an annual relicensing survey of All Women’s Medical Center 
(Respondent) conducted on or about November 2, 2011. As a result of the relicensing 
survey, the Department found evidence of violations under the Texas Health and Safety 
Code (HSC) Chapter 245 (Act) and Title 25 of the Texas Administrative Code (TAC) 
Chapter 139 (Rules) relating to the licensing and regulation of abortion facilities in 
Texas. 
 
The Department proposes to assess an Administrative Penalty in the amount of 
$500.00 against the facility, in accordance with the following criteria: 
                                 

 HSC §245.017:  “The department may assess an administrative penalty against 
a person who violates this chapter or a rule adopted under this chapter...”  

 
 25 TAC §139.33(a)(1):  “Administrative Penalties.  The department may assess 

an administrative penalty against a person who violates the Act or this chapter.”  
 
The proposed action is based upon the following allegation:  
 
The Facility failed to return a plan of correction to the Department within 14 days of the 
receipt of the Statement of Deficiencies.  As of May 21, 2012, an acceptable and signed 
plan of correction for the deficiency cited at the December 22, 2011, relicensing survey 
had not been received by the Department.    
 
This conduct is in violation of 25 TAC §139.31(b)(7)(B). The Department proposes an 
Administrative Penalty in the amount of $500.00 for this violation. 
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 25 TAC §139.31 On-site Inspections and Complaint Investigations of a 

Licensed Abortion Facility   
. . . 
(b) Inspection procedures.  
. . . 
(7) If the department representative finds there are deficiencies, the facility 
and the department shall comply with the following procedure.  
. . . 
(B) The facility administrator or person in charge shall sign the written 
statement of deficiencies and return it to the department with its plan of 
correction(s) for each deficiency within 14 calendar days of its receipt of the 
statement of deficiencies. The signature does not indicate the person's 
agreement with deficiencies stated on the form. 

 
PLEASE NOTE:  In accordance with section 2001.054(c) of the Texas Government 
Code, you have the opportunity, upon written request, to show compliance with all 
requirements of law at an informal conference with the department before institution of 
state agency proceedings at the State Office of Administrative Hearings (SOAH).  In 
addition, or in the alternative, you have a right to a hearing on the occurrence of the 
violation(s), the amount(s) of the penalty, or both.  These hearings are conducted at 
SOAH under authority of and pursuant to the applicable provision of the Health and 
Safety Code as well as 25 TAC §§1.21 – 1.27; and in accordance with the 
Administrative Procedure Act (APA), Chapter 2001 of the Texas Government Code; as 
well as the SOAH Rules of Procedure set out in Title 1, Chapter 155, of the Texas 
Administrative Code. 

 
Within twenty (20) calendar days following receipt of this Notice, you may: 

 
1) Accept the Department’s determination to impose Administrative Penalties in the 

amount of $500.00.  Remit the recommended penalty amount of $500.00 by 
cashier’s check, money order, or company check made payable to the 
Department of State Health Services, with a notation of:  Deposit in Budget 
#ZZ156, Fund #170, and return the enclosed Response to Notice form, with the 
first box checked.  Please be sure to sign and date the form; or  

 
2) Submit a written request for an informal conference and (if necessary) a hearing, 

regarding the occurrence of the alleged violation, the amount of the penalties, or 
both; or, 

 
3) Submit a written request for a contested case hearing to be held at the State 

Office of Administrative Hearings regarding the occurrence of the alleged 
violation, the amount of the penalty, or both. 
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Please use the attached RESPONSE TO NOTICE form to notify the Department of 
which option you have selected. 
 
YOU MUST RESPOND TO THIS NOTICE NOT LATER THAN 20 CALENDER DAYS 
AFTER YOU RECEIVE THIS NOTICE.  If you do not respond to this notice, 
 

 you will waive your right to a conference and to a hearing; 

 the allegations contained in this notice will be deemed true; and 

 the Department will impose an administrative penalty in the amount of 
$500.00 by default. 

 
If you have any questions regarding this proposal, please contact me at (512) 834-6665, 
ext. 4505. 
 
Sincerely, 

 
Adrian Watson, Enforcement Specialist 
Division for Regulatory Services  
Enforcement Unit 
 
Enclosure 
 
 
 
 



 

RESPONSE TO NOTICE OF VIOLATION (NOTICE) 
 
I, All Women’s Medical Center, Abortion Facility, (Respondent), have received a Notice 
from the Department of State Health Services (Department), in which I was notified that 
the Department is proposing an Administrative Penalty of $500.00 for License #008033. 
________________________________________________________________________ 
 
Please select an option by checking the applicable box.  Sign in the space provided below, 
and return this page not later than the 20th calendar day after you receive this letter. 
 
OPTION 1  Respondent accepts the proposed action in the Department’s Notice. 

Respondent hereby remits an administrative penalty in the amount of 
$500.00 by cashier’s check, money order, or company check, made 
payable to the Department of State Health Services, with a notation of: 
Deposit in Budget #ZZ156, Fund #170. Mail the penalty with this form 
to: Texas Department of State Health Services, Cash Receipts Branch 
MC-2003, PO Box 149347, Austin, Texas 78714-9347. 

 
OPTION 2   Respondent does not accept the proposed action in the Department’s 

Notice and requests an informal conference and, if necessary, a 
hearing.   

 
OPTION 3   Respondent does not accept the proposed action in the Department’s 

Notice and requests a hearing before the State Office of 
Administrative Hearings.   

 
PLEASE NOTE:  If you select OPTION 2 or 3, fax or mail your response to:  

Texas Department of State Health Services 
Enforcement Unit – MC 7927 

Attn: Adrian Watson 
P.O. Box 149347 

Austin, TX 78714-9347 
Fax: 512-834-6625 

 
 

 
_________________________________               ______________________ 
SIGNATURE                   DATE 

 
_________________________________   ______________________ 
Respondent’s Printed Name     License Number  
  
 













































































































































HHSC DOCKET NO. A27647-519-2018
CASE NO. 1068180072

IN THE MATTER OF § BEFORE THE
§

HILL TOP WOMEN’S REPRODUCTIVE § HEALTH AND HUMAN
CLINIC, LL.C. SERVICES COMMISSION

§
EL PASO, TEXAS § AUSTIN, TEXAS

AGREED ORDER

I. JURISDICTION

The Texas Health and Human Services Commission (Commission) is authorized to enforce
the Health and Safety Code (HSC), Chapter 245, and Title 25 of the Texas Administrative
Code (TAC), Chapter 139 (Rules), relating to the licensing and regulation of Abortion
Facilities.

H. RESPONDENT

Hill Top Women’s Reproductive Clinic, L.L.C. (Respondent), located at 500 East Schuster,
Building B, El Paso, Texas 79902 (Facility) is licensed by the Commission as an Abortion
Facility under license no. 007804, and is subject to the HSC and Rules.

III. FACTS

On or about October 4, 2017, the Commission conducted a licensure resurvey of the facility
to evaluate Respondent’s compliance with the HSC and the Rules. As a result of the survey,
the Commission alleged the Respondent engaged in the conduct as more specifically
described in the Commission’s July 31, 2018, Notice of Violation (Notice) which is adopted
and incorporated in this Agreed Order (Order).

IV. NOTICE

Respondent was informed of the Commission’s intent to assess an administrative penalty
of $9,850.00.

V. RESPONSE

Respondent replied to the Notice by making a written request for an informal conference.

VI. SETTLEMENT

A. INFORMAL CONFERENCE

An informal conference was held on October 17, 2018. The terms of the settlement are
contained in this Order.



B. SETTLEMENT

The Commission and Respondent have agreed to the following:

1. The Commission determines that Respondent violated the Rules as set forth in
allegations 2, 3, and 5 of the Notice.

2. The Commission amends the proposed administrative penalty from $9,850.00 to
$2,800.00 for Respondent’s violation of the Rules;

3. Respondent shall pay the administrative penalty of $2,800.00 within 30 days of
full and final execution of the Order by the CommIssion. Respondent shall remit a
cashier’s check, money order, or company check made payable to the Texas
Health and Human Services Commission that bears the notation, Deposit in
Budget #ZZ156, Fund #170, Service Code No. 529201048. Respondent shall mail
the penalty payment to, Accounts Receivable — MC 1470, P0 BOX 149055, Austin,
TX 78714-9055.

4. Respondent shall comply with this Order and with all applicable laws, rules, and
regulations governing Abortion Facilities. Failure to comply shall result in
additional enforcement action.

VII. COMPLETE AGREEMENT

This Order is made pursuant to Government Code, §2001.056(2), and the procedural rules
adopted by the Commission. This Order represents the complete settlement of all
allegations contained in the Notice.

A. WAIVER OF APPEAL AND AGREEMENT REGARDING SIGNATURE

In exchange for the execution of this Order, Respondent waives the right to a hearing or an
appeal regarding the Commission findings, assessment of the proposed administrative
penalty and disposition of this case through the Commission’s issuance of an Order.
Respondent has no objection to this Order being signed by either the Executive
Commissioner of the Commission or her designee.

B. NO WAIVER WITH REGARD TO OTHER VIOLATIONS

The Commission does not waive the right to enforce this Order or to prosecute any other
violations that Respondent may commit. The Commission shall consider this Order and
Respondent’s compliance history in the processing of any other enforcement actions and
the imposition of any subsequent penalty.

C. COMPLETE UNDERSTANDING

The Respondent understands the terms of this settlement agreement, enters into the
settlement agreement freely, and agrees to the terms and conditions of this Order.
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NOW THEREFORE, IT IS ORDERED that:

1. Respondent violated the Rules as Described in Section VI of this Order;

2. The Commission amends the proposed administrative penalty From $9,850.00 to
$2,800.00 for Respondent’s violation of the Rules;

3. Respondent shall remit the amount of $2,800.00 not later than 30 days from the
date the Executive Commissioner of the Commission, or her designee, signs this
Order, in accordance with Section VI of this Order; and,

4. Respondent shall comply with this Order and with alt appLicable laws, rules, and
regulations governing Abortion Facilities. Failure to comply shall result in
additional enforcement action.

1-i-’ —IOrdered this .2 day of 1—c 4v\&ctv , 2019.

David Kostroun
Deputy Executive Commissioner
Regulatory Services Division

•/
Ayed asSy Form and Substac c—t Q C I Lc. C ,cL2?1

Signature, Printed Name, and Title of Authorized Representative Date ‘ /

Hill Top Women’s Reproductive Clinic, L.L.C.
License Number: 007804
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TEXAS HEALTH AND HUMAN SERVICES COMMISSION 
HEALTH FACILITY LICENSING AND COMPLIANCE 

ENFORCEMENT ACTIONS 

Abortion Facilities 
September 2018 – August 2019 

Name 
License 

Number 

City of 

Residence 
Alleged Violation 

Disciplinary 

Action 

Date of 
Action 

Reproductive 
Services, Inc. 

140009 El Paso 

Allegations relating to: 
25 TAC §139.31(c)(1) 
25 TAC §139.43(4) 

25 TAC §139. 48(1)(A) 
HSC §139.60(l) 
25 TAC §139.54(b)(2) 

HSC §171.063(e) 

Administrative 

Penalty 
$9,450 

12/12/2018 

Hill Top 
Women’s 

Reproductive 
Clinic 

007804 El Paso 

Allegations relating to: 
25 TAC §139. 48(1)(A) 

25 TAC §139.49(d)(5)(M) 
THS §171.063(e) 

Administrative 
Penalty 

$2,800 

02/28/2019 
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