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On 4/16/19, a scheduled recertification survey
was conducted. The facility was surveyed
according to R432-600 Rules for Abortion Clinics.
No deficiencies were identified.
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' nave & S;@ncd R\
A scheduled re-licensure survey was completed ) .
04/17/14. The facility was surveyed against the cﬂegoy\ p{—\@/\ W ohea
R432-600 rules for abortion clinics. A deficiency 2 Q :
was cited. “m ta\M G\ \e
‘ ' vt X a1 \"1’\
G 240 R432-600-8(6)(c) Administrator G200 2. ‘Zowndy Nic oloS J (”m’“ s .
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, e Coection WO
Completed 07 sy

(6) Responsibilities shall include at least the
following:

(c) Develop clear and complete job descriptions
for each position;

This STANDARD is not met as evidenced by:
Based on record review and interview, it was
determined that the administator did not develop
clear and complete job descriptions for each
position, for 3 of 4 sampled employees.
Employee Identifiers: 2, 3, and 4.

Findings Include:

On 04/17/14, a review of employee records was 3\
completed and revealed 3 employees records did 6

not include job descriptions as follows:

1.) Employee 2's date of hire was 01/24/14, no
job description was present in her record.

2.) Employee 3's date of hire was 08/14/13, no Utah Department of Health
job description was present in her record.
3.) Employee 4's date of hire was 10/17/13, no )

job description was present in her record. MAY t 3 20%

dureau of Health Facltity Licensing;

On 04/17/14 at 1:00 P.M., an interview was Certification and Residant Assassment

initiated with the clinic administrator, who
acknowledged Employees 2, 3, and 4 did not
have job descriptions. No further documentation
was provided.
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A scheduled relicensure survey was conducted
on 4/4/18. The facility was surveyed against the
R432-600 rules for abortion clinics. No
deficiencies were cited.
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An unannounced semi-annual survey was
conducted on 9/17/13. The facility was surveyed
against the R432-600 rules for abortion clinics.
The facility met the minimum standards set forth
in those rules. No deficiencies were cited.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
* AND PLAN OF CORRECTION » IDENTIFICATION NUMBER: A BUILDING: : COMPLETED
UT000523 B. WING 09/17/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
715 E 3900 S, SUITE 203
WASATCH WOMEN'S CENTER, INC i
’ SALT LAKE CITY, UT 84107
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D - PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G 000 Initial Comments G 000

A

Bufgau of Health Facility L
Certification and Resident A

- |
Utah Department of Health, |
|
|

0CT 05 2013

{' ,n;ng, ) i ]
@ (xebDAE

STATE FORM

8NBW11

Your Agency Name \J\’) : \Qs S CQ/Y\W ;

LABORATORY DIRECTOR'S P&TATNES SIGNATURE TITLE
) ' /4?7//}7//% N7
v (.

If continuation sheet 1 of 1 .



PRINTED: 10/03/2017

FORM APPROVED
Utah Department of Health, Health Facility Licensing ai_.
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
UT000523 B. WING 10/02/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
’ 715 EAST 3900 SOUTH, SUITE 203
WASATCH WOMEN'S CENTER, INC ’
SALT LAKE CITY, UT 84107
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
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On 10/2/17, an unscheduled relicensure survey
was conducted. The facility was surveyed
according to R432-600 rules for Abortion Clinics.
No deficiencies were cited.
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On 04/25/17, a scheduled re-licensure survey
was conducted. The facility was surveyed
according to R 432-600 rules for abortion clinics.
No deficiencies were cited.
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A re-certification survey was completed 11/15/12.
The facility was surveyed against the R432-600
rules for abortion clinics. No deficiencies were
cited.
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On 10/2/19, an unscheduled re-licensure survey ( P‘(
was conducted. The facility was surveyed 7}/\
~according to R432-600 rutes for Abortion Clinics. \9\
' Regulatory non-compliance was identified.

DY-_J\"\\\\J\ Wos aPeoiniedt
Maedical Oiredoy 11 2012

Deficiencies were cited. \)f@( AONRL mﬂfﬂ‘l' U\)L\S

G 065 R432-600-6(3)(d} Organization 6065“ W\\gp ﬂfﬂd O-Y\Cl ha%
' (3) Responsibilities shall include at least the Wi ‘\Ze/ %\ T\SZCJ G AL One CY\
+ following: C/O

(d} Appoint, in writing, a qualified medical director 0\{,\\“ \D\\L-\\\C\ ZC\MV\ \\\-'\(E\DQ\ “5\ L\\ﬂ
\

to be responsible for clinical services;

- ) A [C(Y‘Ebhb’ﬂ
This STANDARD is not met as evidenced by: ,@V‘W%CK&' masl .
THIS IS A CLASS |l DEFICIENCY: \ Chocki n CWU/WWS

Based on record review and interview, it was O\nd )Bb O{Q SC/V‘(-\ hU J’] .

determined the licensee did not appoint, in

g 2 s nedeal oo n emplegee Files his
Findings include: W 6(0{6’(—( d ‘\b “H’LL
On 1012119 at 12:10 PM, the written appointment fb&ﬂz\\\'q Q SSUYan cL
o e st Nowrtien (hoct st

appointment was provided.

|
At 12:20 PM, the agency Administrator was l |

interviewed and acknowledged the licensee did :
not appoeint, in writing, a qualified medical director R EC E IVED
to be responsible for clinical services. :

0CT 21 2013

G 610 R432-600-12(2)(a) Contracts : GB10
ih
~(2) The contract shall include: ‘ Hoalth Facidty Licensing
(a) The effective and expiration dates; : and Carificatioh
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| This STANDARD is not met as evidenced by:
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. Based on record review and interview, it was
i determined 1 of 2 sampled contracts did not
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G 610! Continued From page 1 G810

: Findings include:

on the contract.

| contract did not incl

include an expiration date.

On 10/2/19 at 12:10 PM, the agency contracts
were requested and reviewed.

A laboratory contract, effective March 2018, was
reviewed. There was no expiration date located

At 12:20 PM, the agency Administrator was
interviewed and acknowledged the laboratory

ude an expiration date.
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{G 000} Initial Comments {G 000}
A follow-up was completed on October 22, 2019,
for all deficiencies previously cited on October 2,
2019. All cited deficiencies have been corrected
as of October 14, 2019, and no new
non-compliance was found.
|
\
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An initial licensure survey was conducted on ,
5/09/12. The facility was surveyed against the " \
‘R432-600 rules for abortion clinics. Deficiencies
were cited.
G 435] R432-600-10(5)(a)(i-iii) Health Surveillance G 435
(a) The licensee shall ensure that all employees /\} (
are skin tested for tuberculosis within two weeks (6 ’ 2‘0\ con M\Q\V\&J CO‘(V\()LL\QZ
(i) initial hiring; o, XH ST
(i) suspected exposure to a person with active 4 \’\_ “Tye r@%u/\*%
tuberculosis; and oN \wtr. ‘ 'Y :
(iii) development of symptoms of tuberculosis. e reao\ YO ' ru\ . A\ 9
INSS e Cop oF  [\dlh2
| porane?: oo 1 found
This STANDARD is not met as evidenced by: N’Te) KS“( O \
THIS IS A-CLASS |l DEFICIENCY: ' : e Q\R«g "
Based on record review and interview it was ' L N @\C‘/\Ovt’\g \\0\& ;
determined that the facility had not ensured that %tfr\(\ @ A e
all employees were skin tested for tuberculosis ’a/ » U J(L X 2 Yrong \
(TB) within two weeks of initial hire. | g)\ Prevow Surs ond]
e _ o\ ;tbQ LS OF Y=
Findings include: R\JLCX
avye 4
On 5/09/12 a review of six employee files was
completed. None of the employee files contained C%Q& %fm
documentation for TB testing being completed
within two weeks of hire.
U
At 11:30 AM, an interview was initiated with the tah Depar t)ment of Health
Administrator of the facility. The Administrator o l
stated that she had not yet obtain TB testing on .JUN 27 2012 |
any of her employees. : ) |
. Bureau of Health"Fa'cility Licensing, ,
G 975/ R432-600-15(6)(a) Emergency and Disaster G975 Certification and Resident Assessment
(a) The evacuation plan shall identify evacuation
Your Agency Name DO SA XTI UL OMLeN =~ oA —
% /V . TITLE ) DAJE
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‘ B. WING »
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G 975 Continued From page 1 G 975 \Y\ e @VOC,QSS O{-
routes, location of fire alarm boxes, fire ComPlat e, Wi e Glel
extinguishers, and emergency telephone &ng_c\ D(/\
numbers of the local fire department and shall be C{Q\’\,(L WC\ { <oon
posted throughout the facility. LQ\ \&> NN QaK\ch S
. : . ‘ i -
This STANDARD is not met as evidenced by: &S xS comi ed
THIS IS A CLASS il DEFICIENCY.
Based on a facility walk through with the assistant
administrator, the facility did not meet the
requirements of this statute.
Findings include:
The facility did not. have evacuation routes
located on the corridor walls that would give the
whereabouts of fire extinguishers, exit doors and
fire alarm boxes. :
G1335] R432-600-19(5)(b) Pharmacy Service G1335

(b) Contents of the emergency drug suppiy shall
be listed on the outside of the container.

This STANDARD is not met as evidenced by:
THIS IS A CLASS |l DEFICIENCY

Based on observation and interview with the clinic
owner/office manager, it was determined that
contents of the emergency drug supply was not
listed on the outside of the container.

Findings include:
On 5/09/12, the clinic owner/office manager

identified the emergency drug supply to the
surveyor. |t was noted the emergency drug

D\(\ e

G, chWq Avrudy
et S Now \aed\ o

’Y\(\Q:\ WRVe W C@{\)\gd W L(’\\ \
oe YW W wd

o 1OC

|
T NUYSE o0 Suge |
|
|

Gupp UeS

WS - Potn

supply was kept in a drawer at the clinic. . W\ BN o
. . Q
There was no documentation on the outside of h(k\)t e
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G1335| Continued From page 2 G1335
the drawer of contents of the emergency drug
supply. : .
G1340; R432-600-19(5)(c) Pharmacy Service G1340
(c) The use and regular inventory of the contents I e \\QO\
shall be documented by nursing staff. | he rc%u,\Qr‘ Con RN \ \-\ 5
This STANDARD is not met as evidenced by: C\ “Tre \Q%
THIS IS A CLASS 1l DEFICIENCY Deand \065% ' N
. T . e \ocoted s e 186
Based on observation and interview with the clinic y )
-owner/office manager, it was determined that X . (%pt Q)WW\\
regular inventory of the emergency drug supply .
was not being done. : ' '
\nuen %Y el W 2. -
Findings include: \ e w:f oD W
On 5/09/12, the clinic owner/office manager \QC& . OGNS~y
identified the emergency drug stpply to the e d\f,\*@ CQY\.'\; U\Q_Qc\ I N S
surveyor. ' ' \ ‘ Al
Y ' Ey SOWC‘\Y\\{_\%O( < r&&rdsw&\ A
On 5/09/12, on interview with the owner/office W\ o
manager, she said that regular inventory of the éQ_,.ob Vo
contents had not been done. )
1650, R432-600-22(6)(e) Medical Records 51650 1dsd A
(8) Each patient's medical record shall include the \,Q\MC«. nas & o
following: e POV GR TLMNO YA
(e) Discharge summary which contains a brief \ ) ; ot AN
narrative of conditions and diagnoses of the Hrhe- \oo¥ o _ \ \\\2
patient and final disposition; oo ue e oY X ad (P
\ @A
This STANDARD is not met as evidenced by: N2 = \\QgL ot !
THIS IS A CLASS Il DEFICIENCY. W OChysiede
Based i f patient ds with th V)V\WE R ‘
ased on a review of patient records wi e |
administrator, the facility did not meet the Cgae, Y\/,\B l I i | ]
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requirements of this statute.
Findings include:

In 4 of 4 patient records reviewed of past services
received longer than 30 days, there was no
discharge summary in their medical record which
contains a brief narrative of conditions and
diagnoses of the patient and final disposition.
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On 10/9/18, an unscheduled relicensure survey
was conducted. The facility was surveyed

according to R432-600 rules for Abortion Clinics.

No deficiency was cited.
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ion and Resident Assessment
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(3) All entries shall be permanent and capable of
being photocopied. Entries must be
authenticated including date, name or identified
initials, and title of the person making the entry.

This STANDARD is not met as evidenced by:
THIS IS A CLASS Il DEFICIENCY

Based on record review and interview it was
determined that all entries were not authenticated
including date, name or identified initials, and title
of the person making the entry.

Findings Included:

On 05/21/13, a review of patient records revealed
a staff note for Patient 1 dated 04/25/13 which did
not include patient's last name and the first entry
written was not signed or dated. The second
entry on Patient 1's staff note did not include a
name to identify the initials and a date.
Additionally, Patient 2's record review showed a
staff note with an entry that did not include a
signature or date identifying who made the entry,
and when the entry was made.

On 05/21/13, an interview was initiated with the
administrator, who acknowledged the entries did
not include the name or date of staff making the
entry.
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A scheduled relicensure survey was conducted {0 v NAs 1Dez
on 5/21/13. The facility was surveyed against the CD p (\/]
R432-600 rules for abortion clinics. Deficiencies Cha mg/d '}‘D 1
were cited. ;
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(6) Each patient's medical record shall include the
following:

(c) Signed and dated physician orders for drugs
and treatments;

This STANDARD is not met as evidenced by:
THIS IS A CLASS Il DEFICIENCY

Based on record review and interview, it was
determined that 5 of 10 patient medical records
sampled did not include the following: (c) Signed
and dated physician orders for drugs and
treatments. Resident Identifiers: 2, 4, 7, 9, and
10.

Findings Included:

On 05/21/13, a review of patient records revealed
a "Pre-Op Report" which listed the pre-op
medications: Ibuprofen 800 mg/1600 mg PO,
Lortab 7.5/500 mg PO, Xanax .5/1mg PO, and
Misoprostol 400 mcg buccal/vaginal given to
patients prior to the procedure. For 5 of the 10
patient records sampled, it was noted on their
"Pre-Op Report" that either Lortab, Xanax, or
Misoprostol was administered before the
procedure, but did not include a signature and
date by the physician.

On 05/21/13, the administrator acknowledged
that the physician was not signing the "Pre-Op
Report" and stated she would ensure the
physician starts signing the form, when
medications are administered prior to the
procedure.
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On 4-28-2015 an announced relicensure survey
was conducted at this facility. The facility was
found not to be in compliance with Abortion Clinic

' Rules R 432-600. The following demonstrate non
compliance.

G1935 R432-600-25(7) Maintenance Services G1935

(7) Electrical systems including appliances, g
cords, equipment, call lights, and switches shall Y{

be maintained to guarantee safe functioning and !
| compliance with the National Electrical Code. g

. a
This STANDARD s not met as evidenced by: W WS rePlacd Wi

Electricial systems including cords shall be in O
| compliance with the National Electric Code. SU\Y%{, PTD\’C/LW _ 1

 Findings include: oy 2y NicoloS |

- During the tour of the facility a residential style

A :
extension cord was observed to be suppling ded '1M r
power to some electronics in the waiting room. In gZanCiU\ Nnas e lo
accordance with NFPA 70 National Electric Code . n e

| 400.8 flexible cords shall not be used as a | (ﬂ‘\ e Vi n-\c@f;@ tov 6)
substitute for fixed wiring. - [
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On 10/05/15 a relicensure survey was conducted.
The facility was surveyed according to R 432- 600
rules for Abortion clinics. Deficiencies were cited.

G 012; R432-600-4(2){b) Licensure G 0124
"l'j\
{(2) An abortion clinic may be licensed as a Type | |\ N\

facility if the facility:

{b) does not perform abertions, as defined in
section 76-7-301, after the first trimester of
pregnancy.
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This STANDARD is not met as evidenced by:
THIS IS ACLASS Il DEFICIENCY:

Based on record review and interview, it was
determined the Type | facility performed
abortions, after the first trimester of pregnancy,
for 1 of 10 sampled clients. Client Identifier: 4.

Findings Include:

On 10/05/15 a review of Client 4's facility record
was conducted and revealed Client 4 was a 28
year old female, who had a surgical abortion on y\
09/21/15. The "Medical History" stated the EGA \
{Estimated Gestational Age) by Ultrasound was
14.1 weeks, which is the second trimester of 10 Ve Seen

On 10/05/15 at 2:30 PM, an interview was -
initiated with the clinic administrator, who
acknowledged that in a Type | facility, women are
eligible for abortions within the first trimester.

G 985 R432-600-15(6)(c) Emergency and Disaster G 985

(c) Fire drills and documentation shall be in °
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WASATCH WOMEN'S CENTER, INC

G 985| Continued From page 1 G 985

accordance with R710-4, State of Utah Fire
Protection Board. The actual evacuation of
patients during a drill is optional.

This STANDARD is not met as evidenced by:
THIS IS ACLASS 1l DEFICIENCY:

Based on record review and interview, it was
determined fire drills and documentation were not .

in accordance with R710-4, State of Utah Fire 2 F-Q'.C,Jr\ VL \\\\\\5
Protection Board. TS Oc,

Fire dritle wirt

ananngunced A4

On 10/05/15, a review of the facility fire drills for ‘Fm " U"\ < NALL, ﬁ‘rm M ﬂj
the past year was conducted. Two fire drills were

documented as part of an inservice on 01/15/15 .
and 07/15/15. ?,:WO:)QJY\GL Diseicker wiil
e dong tvevy) ¢ mimthS

Findings Include:  °,

On 10/05/15, an interview was initiated with the .\' (
clinic administrator, who acknowledged the two - q1L¢ arvev !O .
fire drills were part of an inservice. A review of \'}R(% 2 n ‘\ CUA

the fire drill rule was conducted. The clinic .

administrator verbalized understanding that fire | Em M@P’Y‘C/ ngﬁ&w
drills were not to be held as part of an inservice

) heeN lc ‘I
and must be conducted and documented C{Y\\\S YW\ v
independent from inservice fraining. \
P 9 vo Ane \oo KOOk ¥

(51900 R432-600-25(1) Maintenance Services G1900 2&
ndy.

(1) There shall be adequate maintenance service
to ensure that the facility, equipment, and
grounds are maintained in a clean and sanitary
condition and in good repair at all times, in
accordance with manufacturer specifications for -
the safety and well-being of patients, staff, and
visitors. T~

This STANDARD is not met as evidenced by:
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Based on observation, record review and
interview, it was determined facility equipment
was not maintained in accordance with
manufacturer specifications.

Findings include:

On 10/05/15, a tour of the facility was conducted
and single station smoke detectors were
observed in use in facility corridors.

On 10/05/15, an interview was initiated with the
clinic administrator, who stated she tested the
smoke detectors monthly as required, however
the clinic administrator could not provide
documentation when the single station smoke
detectors were last replaced. Single station
smoke detectors shall not remain in service for
more than 10 years per NFPA 72, 2010 edition.
14.4.81. .
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On 10/25/16, an unscheduled relicensure survey
was conducted. The facility was surveyed
according to R432-600 rules for Abortion Clinics.
No deficiency was cited.
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On 04/20/18, a scheduled relicensure survey was
conducted. The facility was surveyed according
to R432-600 rules for Abortion Clinics. No
deficiency was cited.
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A scheduled relicensure survey was conducted
on 4/4/18. The facility was surveyed against the
R432-600 rules for abortion clinics. No
deficiencies were cited.
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On 4/26/17 a scheduled relicensure survey was
conducted. The facility was surveyed against the
R432-600 rules for abortion clinics. A deficiency
was cited.

G 020, R432-600-5(1) Construction G 020

(1) Each facility shall conform with the
requirements of R432-4-1 through R432-4-22,
with the exception of R432-4-8(1)(b).

This STANDARD is not met as evidenced by:
Based upon observations made in the presence
of the Clinic manager on 04/26/2017, it was
determined that the facility did not maintain exit
access to be readily accessible at all times in
accordance with R432-600-5-1

Deficiency (1) affects two of two clinic exit doors.
Deficiency (2) affects one of one stairwell door.

Findings include:

1-  During the facility tour it was observed that
the two clinic exit doors had bolt locks, there was
not a readily visible sign posted on the doors. A
readily visible durable sign is posted on the
egress side on or adjacent to the door stating:
THIS DOOR TO REMAIN UNLOCKED WHEN
THIS SPACE 1S OCCUPIED. The sign shall be in =
letters 1 inch (25 mm) high on a contrasting R EC EI\ L¢'
background in accordance with IFC

1010.1.9.3.2.2. MAY 17 2017 :

2- During the facility tour it was observed that
the exit corridor door by the fire stairwell escape
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Continued From page 1

had a barrel bolt installed on the exterior of the
door, Manually operated flush bolts or surface
bolts are not permitted in accordance with IFC
1010.1.9.4

R432-600-25(7) Maintenance Services

(7) Electrical systems including appliances,
cords, equipment, call lights, and switches shall
be maintained to guarantee safe functioning and
compliance with the National Electrical Code.

This STANDARD is not met as evidenced by:
Based upon observations made in the presence
of the clinic manager on 04/26/2017, it was
determined that the facility did not maintain
electrical equipment in accordance with R
432-600-25 (7)

This deficiency affects two of several outlets.
Findings include:

1- During the facility tour an extension cord was
observed in use in the main reception/check in
desk coming out of the ceiling powering
equipment on top of the upper cabinets.
Extension cords and flexible cords shall not be a
substitute for permeant wiring. Extension cords
and flexible cords shall not be affixed to
structures, extended thru walls, ceilings or floors
or under doors to floor coverings, nor shall such
cords be subject to environmental damage or
physical impact in accordance with IFC 605.5

2- During the facility tour an extension cord was
observed in use in the employee break room, it
was going up thru the ceiling and into the next
room being used for power to a television in the

G 020

(1935
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Continued From page 2

lobby. Extension cords and flexible cords shall
not be a substitute for permeant wiring. Extension
cords and flexible cords shall not be affixed to
structures, extended thru walls, ceilings or floors
or under doors to floor coverings, nor shall such
cords be subject to environmental damage or
physical impact in accordance with IFC 605.5

R432-600-26(5)(b) Emergency Electric Service

(5) All emergency electrical power systems shall
be maintained in operating condition and tested
as follows:

(b) Transfer switches and battery operated
equipment shall be functionally tested every 30
days and load tested at least annually, for 90
minutes.

This STANDARD is not met as evidenced by:
Based upon observations made in the presence
of the clinic manager on 04/26/2017, it was
determined that the facility did not provide an
emergency lighting system in accordance with R
432-600-26 (5) (b)

This deficiency affects all of the emergency
lighting.

Findings Include:

During the record review it was observed that the
facility failed to document the annual testing of
the emergency lights with battery backup for the
year, in accordance with

IFC 604.6.1.1, Records of the tests shall be
maintained. The record shall include the location
of the emergency light tested, weather the light

G1935

G2030

l
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passed or failed, and the date of the test and the
person completing the test.
IFC 604.6.2. The power test shall operate the
emergency lighting for riot less than 90 minutes
and shall remain sufficiently illuminated for the
duration of the test.
|
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Metro Health Center
160 S 1000 E #120
Salt Lake City, Utah 84102

Plan of Correction

G 020 R432-600-5(1)

Construction

2 exit doors had bolt locks, there was no visible
sign posted

Penny Davies ordered
signage 5/10/17 : — This
Door will remain
unlocked during
business hours.
Expected to be posted

by 5/314/17

Door had barrel bolt

"Bolt removed 5/11/17

'R432-600-
25(7)

G1935

Extension cord was observed coming out of
ceiling in front reception area

5/5/17: Extension cord
removed. Fred
Pennington CIO

"Extension cord was observed in staff break

room

5/5/17: Extension cord
removed. Fred
Pennington CIO

| R432-600-
26(5)(b)

G2030

No documentation of annual testing of
emergency lighting

| 5/12/17: Clinic form

updated to include
testing of emergency
lighting, pass or fail,
date and the person
completing the test.
Battery operated
equipment was tested
for 90 minutes 5/11/17,
passed and this test has
been documented.
Veronica Galindo
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On 10/25/18, a relicensure survey was conducted
at the facility. The facility was surveyed
according to R432-600 abortion clinic rules. No
deficiency was cited.
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On 04/20/2016 a scheduled relicensure survey
was conducted at the facility. The facility was
surveyed and found to be compliant with abortion
clinic rules R432-600. No regulatory
non-compliance was identified. No deficiency
was cited.
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1 On 10/2/19, an unscheduled re-licensure survey
was conducted. The clinic was surveyed
according to R432-600 Rules for Abortion Clinics.
No deficiencies were cited.
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(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A. BUILDING
B. WING
06/04/2012

NAME OF PROVIDER OR SUPPLIER

METRO HEALTH CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

160 S 1000 E #120
SALT LAKE CITY, UT 84102

(4) All buildings, fixtures, equipment and spaces
shall be maintained in operable conditions.

This STANDARD is not met as evidenced by:
THIS IS A CLASS Il DEFICIENCY.

Based on a facility walk through with the
administrator, the facility did not meet the
requirements of this statute.

Findings include:

The facility's communications room did not have
two ceiling tiles firmly secured in place. This
situation compromised the fire integrity of the
room (2009 IFC 315.2.4).
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NAME OF PROVIDER'GR SUPPLIER

METRO HI

STREET ADDRESS, CITY, STATE,.ZIP CODE
160 S 1000 E SUITE-#120

{3) There shall be provision for emergency exit
lighting according-to NFPA 101.

This STANDARD is not fnet as evidenced by:
THISISACLASS Il DEFICIENCY

Based on observation and interview. with the
facility manager oh 10/02/13, the facility did not
provide emergency exit lighting at all requwed
areas.

Findings:

1. The east exit stairwel] that serves-as one of

two required paths.of egress-from the clinic area

-was observed to not have.a. battery back-up
_emergency light to. illuminate the stairwell in the

event of a power failure,

2. In an interview with the facility manager, she
-indicated the normal hours of facility operation

include evening hours on. Monday when the

‘natural light from the stairwell window would not

iluminate the path.of egress-as required.

This obsefvation was made in the presence of
the facility manager.
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G 000| Initial Comments G 000

On 4/18/19, a scheduled recertification survey YW \7
was conducted. The clinic was surveyed

according to R432-600 Rules for Abortion Clinics. 'KMP \\U\

Deficiencies were cited. 6\”

G1900] R432-600-25(1) Maintenance Services G1900

KON
(1) There shall be adequate maintenance service (L \
to ensure that the facility, equipment, and (
grounds are maintained in a clean and sanitary Qy
condition and in good repair at all times, in
accordance with manufacturer specifications for D 9/7
the safety and well-being of patients, staff, and
visitors. (0(
This STANDARD is not met as evidenced by: A
THIS IS ACLASS |l DEFICIENCY:

Based on observation and interview, it was
determined the agency did not conduct adequate
maintenance service to ensure that the facility
equipment was maintained in good repair for the
safety and well-being of patients, staff and
visitors.

Findings include:

On 4/18/19, during the facility tour, the .

emergency light with battery back up failed when g”""/” L' M 5.07- 19

tested. A new battery was installed and the light (L%)\ 5'7-19

still failed when tested. The light is #1 in the main

waiting room. The Clinic Manager was present

during the testing and acknowledged the '

equipment was not maintained in good repair. |
|
l

G2415| R432-600-30(3) Water Supply G2415

(3) Hot water temperature controls shall °
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G2415| Continued From page 1 G2415

automatically regulate temperatures of hot water
delivered to plumbing fixtures used by patients.
The facility shall maintain hot water delivered to
patient care areas at temperature between 105
degrees and 120 degrees F.

This STANDARD is not met as evidenced by:
THIS ISA CLASS Il DEFICIENCY:

Based on observation and interview, it was
determined the facility was not maintaining hot
water delivered to patient care areas at a
temperature between 105 degrees and 120
degrees.

Findings include:

On 4/18/19, at 2:40 PM, the water temperature in
the front bathroom waiting area was tested and
found to be 123 degrees Farenheit. At 2:50 PM,
the water temperature in the central clinic
bathroom was tested and found to be 100.4
degrees Farenheit.

At 2:55 PM, the Clinic Manager acknowledged
the water temperature was not being maintained
between 105 and 120 degrees.
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{G 000} Initial Comments {G 000}
A follow-up was completed on May 20, 2019, for
all deficiencies previously cited on April 18, 2019.
All cited deficiencies have been corrected as of
May 7, 2019, and no new non-compliance was
found.
®
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G 000 Initial Comments G 000

On 10/20/14 an unannounced relicensure survey

was conducted at the facility. The facility was

surveyed and found to be compliant with abortion

clinic rules R432-600. No regulatory

non-compliance was identified. No deficiency

was cited.
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Initial Comments

On 05/06/15 a scheduled relicensure survey was
conducted at the facility. The facility was
surveyed according to abortion clinic rules
R432-800. Regulatory non-compliance was
identified and deficiencies were cited.

R432-600-5(1) Construction

(1) Each facility shall conform with the
requirements of R432-4-1 through R432-4-22,
with the exception of R432-4-8(1)(b).

This STANDARD is not met as evidenced by:
Based on observation during the fire safety
inspection conducted on 05/06/2015, the facility
did not provide integrated smoke detection at all
required locations in accordance with NFPA 72,
The National Fire Alarm Code.

Findings:

Observation and inspection of the data/computer

room revealed the room houses the facility fire
alarm control panel. The room was not protected
by an integrated smoke detector.

This observation was made in the presence of
the facility manager.

R432-600-26(5)(b) Emergency Electric Service

(5) All emergency electrical power systems shall
be maintained in operating condition and tested
as follows:

(b) Transfer switches and battery operated

G 000
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equipment shall be functionally tested every 30
days and load tested at least annually, for 90
minutes.

This STANDARD is not met as evidenced by:
Based on observation during the fire safety
inspection conducted on 05/06/2015, the facility
did not maintain emergency lighting and exit
fixtures to be in reliable operating condition as
required.

Findings:
1. The exit sign above the door accessing the

garage area was observed to be not illuminated
as both internal light bulbs were not functioning.

2. The east side exit sign was observed to have
only one of the two internal light bulbs functioning.

These observations were made in the presence
of the clinic manager.

G2420 R432-600-30(4) Water Supply

(4) There shall be grab bars at each toilet,
bathtub, and shower used by patients.

This STANDARD is not met as evidenced by:
THIS IS ACLASS |l DEFICIENCY:

Based on observation and interview, it was
determined the facility failed to provide grab bars
at all toilets used by patients.

| Findings Include:

| On 05/06/15 at 1:30 pm, a patient bathroom was

|
|
|
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observed that lacked grab bars at the toilet.

On 05/06/15 at 1:45 pm, an interview was
initiated with the facility manager, who
acknowledged the lack of grab bars at the toilet.
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A scheduled re-licensure survey was completed
04/15/14. The facility was surveyed against the
R432-600 rules for abortion clinics. No
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Statutory and regulatory authority for this Life
Safety Code survey that was conducted on
10/21/2015 at 9:00 am in the presence of the
administrator and the plant manager are found in
42 Code of Federal Regulations, Section 483.70,
(a)(1)(i), and the 2000 Edition, NFPA 101 Life
Safety Code including NFPA publications
referenced therein. The facility was found to be in
compliance with the requirements for participation
in Medicare and Medicaid.

There were no life safety code deficiencies cited
during this survey.
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On 10/9/18, an unscheduled relicensure survey
was conducted. The facility was surveyed

according to R432-600 rules for Abortion Clinics.

No deficiency was cited.
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G 000 Initial Comments G 000
On 10/8/15 a relicensure survey was conducted.
The facility was surveyed according to R 432-600
rules for abortion clinics and a class | deficiency
was cited.
G 985 R432-800-15(6)(c) Emergency and Disaster G 985
(c) Fire drills and documentation shall be in \‘g
accordance with R710-4, State of Utah Fire "17
Protection Board. The actual evacuation of \.\
patients during a drill is optional. \ Q/
This STANDARD is not met as evidenced by: 0 /
THIS IS ACLASS Il DEFICIENCY:
Based on record review and interview, it was Q/Lﬂ) |
determined fire drills and documentation were not. v\
in accordance with R710-4, State of Utah Fire
Protection Board. \
. i -
Findings Include: Ov 04
/
On 10/08/15, a review of the facility fire drills for ’Z(f
the past year was conducted. Two fire drills were ‘ /
documented as part of an inservice on 03/19/15
and 09/17/15.
On 10/08/15, an interview was initiated with the
clinic manager, who acknowledged the two fire
drills were part of an inservice. Areview of the
fire drill rule was conducted. The clinic manager
verbalized understanding that fire drills were not
to be held as part of an inservice and must be ’
conducted and documented independent from |
inservice training. |
I
G2415 R432-8600-30(3) Water Supply G2415 '
)
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(3) Hot water temperature controls shall
automatically regulate temperatures of hot water
delivered to plumbing fixtures used by patients.
The facility shall maintain hot water delivered to
patient care areas at temperature between 105
degrees and 120 degrees F.

This STANDARD is not met as evidenced by:
THIS 1S A CLASS | DEFICIENCY:

Based on observation and interview, it was
determined the facility was not maintaining hot
water delivered to patient care areas at a
temperature between 105 degrees and 120
degrees.

Findings include:

On 10/8/15, at 4:00 PM, the temperature of hot
water in front bathroom waiting area and the back
recovery room bathroom was tested with the
clinic manager present and found to be 137
Farenheit. The Clinic Manager acknowledged the
water temperature was not safe for patient care
areas.

A CLASS | DEFICIENCY WAS ISSUED ON
10/8/15 AND AN ACCEPTABLE PLAN OF
CORRECTION WAS OBTAINED FROM THE
FACILITY MANAGER. SEE ATTACHED COPY.

G2415
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Planned
Parenthood’

Care. No matter what.

Planned Parenthood Association of Utah

Dear Ms. Richins:

This is Planned Parenthood's response to Meto Health Center’s recent survey and the Statement of
"Findings.

In response to the finding related to: R432-600-30(3): G2415; Water Supply, | am attaching the
documentation of water temperatures for 2 weeks. [ have also included the revised policy and
procedures for Water Supply issues at the clinic.

The Plan of Correction related to the R432-600-15(6) (c) Emergency Disaster has been completed as
follows:
Finding: Fire drills and documentation were not in accordance with R710-4.
Plan: The clinic manager revised the clinics Emergency Procedure policy and procedure to
include: Fire drills and disaster drills must be done twice a year and must be separate. The fire
drill schedule is June and December and the Disaster Drills will be conducted in March and
September. The revision date noted is 10/2015.

If you any additional information, please contact me.

Sipkerely,

©
Pe n‘;}g%vies

United
for Life

State Administration and Education, 654 South 900 East, Salt Lake City, Uiah 84102 (801) 532-1586 Fax: (801} 322-0065



Planned Parenthood Association of Utah
Metro Health Center

160 South 1000 East #120

Sait Lake City, Utah 84102

October 9, 2015

On October 8, 2015 the Department of Health came to Metro Clinic to do an inspection on the facility. It
was determined that the water temperature in the facility was too hot. The water temperature should
be 105-120 degrees F but the water temperature of in the clinic was 137 degrees F.

October 9 —Water temperature was adjusted at 9am. Water temperature tested at 9:35am: 122
degrees F, water temperature retested at 4pm, 119 degrees ¥

October 12 — Water temperature tested at 4:45pm, 137 degrees F. Temperature readjusted.
October 13 — water temperature tested 10:00am, 115 degrees F.

October 14 — Water temperature tested at 3:25pm, 117 degrees F.

October 15 — Water temperature tested at 11:15am, 120 degrees F.

October 16 — Water temperature tested at 9:00am, 125 degrees F. Temperature readjusted.
October 19 — Clinic close

October 20 - Water temperature tested at 11:00am, 120 degrees F

October 21 — Water temperature tested at 4:00pm, 117 degrees F

October 22 — Water temperature tested at 1:20pm 116 degrees F

October 23 — Water temperature tested at 2:15pm, 115 degrees F

October 24 — Water temperature tested at 10:40am, 114 degreesF

Water will be tested once a week for a month to ensure temperature is within range of 105-120 degrees
F.

United
for Life



2. Cylinders will be stored in well ventilated area and be checked routinely to assure proper working
order.

Metro Health Center
Policy: Workspaces will provide proper foot-candles of lighting to assure adequate light.
Rule: R432-600-29

1. At least 30 foot-candles of light shall illuminate reading, pt care and working areas in pt treatment
areas and not less than 20 foot-candles of light shall be provided in the rest of the room. R432-600-29
(1}

2. All accessible storeroom, stairway, exit and entrance areas shall be illuminated by at least 20 foot-
candles of light at floor level. R432-600-29 (2)

3. All corridors shall be illuminated with a minimum of 20 foot-candles of light at floor level. R432-600-29
(3) :

4, Other areas shall have the following lighting:

a. Procedure rooms- 50 foot candles

Medication preparation areas- 50 foot-candles

Charting areas- 50 foot-candles

Reading rooms- no such rooms

Laundry areas- no such rooms

Bathrooms (no showers) - 20 foot-candles R432-600-29 (4)(a){b){c){d}(e}f)

o Q0o

Metro Health Center

Policy: Plumbing and drainage facilities shall be maintained in compliance with the Utah Plumbing Code. R432-
600-30 (1)

Rule: R432-600-30

Water Supply

1. Requirements of Utah Plumbing code and Utah Public Drinking Water Regulations were met when the
building was built and passed inspection. R432-600-30 (2)
2. Hot water temperatures controls are set and controlled by the building manager. Hot water tanks are
set between 105 and 120 degrees F. R432-600-30 (3)
a. Water temperature shall be tested monthly to ensure that hot water temperatures are within
range.
b. Water temperature shail be tested using an instant read thermometer and recordadiin‘ihe
monthly Facility Checklist.
c. In the case that hot water temperature is out of range staff shall alert Clinic Manage:
immediately or alert building manager to set hot water tank to the correct teinperature
3. There shall be grab bars at each toilet used by patients. R432-600-30 {4}
4. Toilets and hand washing facilities shall be maintained in operating condition. Any ﬂttned

must be reported to facility manager and repaired as soon as possible. R432-600-30 L f

600.23 - 600.32 rev 10/2015



Metro Health Center

Policy: The clinic staff will follow emergency evacuation procedures to assure all occupants safety in case of
an emergency. Fire drills and Disaster drills must be done twice a year and must be separate. Regular trainings
will take place to assure familiarity with situations. Emergency drill documentation must include date, time,
participant names and brief description of the emergency situation and cutcome.

Fire drill Schedule: June and December
Disaster drill Schedule: March and September

Rule: R432-600-15

1.

6.

Metro Health Center has the responsibility to assure the safety and well-being of patients in the event
of an emergency or disaster. An emergency or disaster may include but is not limited interruption of
public utilities, explosion, fire, earthquake, bomb threat, or any other event. R432-600-15(1)
The clinic manager shall be in charge of facility operations during any significant emergency. If not on
the premises, the manger shall may every reasonable effort to get to the facility or alert
administration staff (VP Clinical Programs, IT, CEOQ, etc) so they can get to the facility to relieve
subordinates and take charge during the emergency. R432-600-15(2)
PPAU along with Metro staff wilt have a developed plan, coordinated with state and local officials, to
respond to emergencies. R432-600-15(3)
a. The planis in writing and shall be distributed/or made available to all staff to assure prompt
and efficient implementation. All new staff receives training during orientation. R432-600-
15(3}{a)
b. The emergency plan shall be reviewed and updated at least annually by administrative staff
R432-600-15(3)(b)
The names and telephone numbers of administration and clinic staff and emergency responders shall
be maintained and readily accessible to all staff R432-600-15(4)
The emergency plan will include the following: R432-600-15(5} see plan (page 2-3) and PPAU security
procedures (pages 4-54)
a. Evacuation of occupants to a safe place within the facility or to another location R432-600-
15(5)(a) see ‘
b. Delivery of emergency care and services to facility occupants when staff is reduced due to the
emergency R432-600-15(5)(b)
c. The person(s) with decision making authority for fiscal, medical and personnel management
R432-600-15{5){c)
d. Aninventory of available personnel, equipment, and supplies and instructions on how to
acquire additional assistance. R432-600-15(5){d)
e. Assignment of personnel to specific tasks during an emergency R432-6 R432-600-1560-15(S)e)
f.  Names and numbers of on call providers and staff shall be available R432-600-15{S}(f}
g. Written incident reports need to be sent to administration offices R432-600g15 )o@
There is a written fire emergency and evacuation plan developed for Metro Health Illtad

15(e for Life

600.14-600.15 Quality Assurance, Emergency and Disaster rev 10/2015
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On 10/3/17, an unscheduled relicensure survey
was conducted. The facility was surveyed
according to R432-600 rules for Abortion Clinics.
No deficiencies were cited.
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An initial survey was conducted on 4/3/18. The
! facility was surveyed against the R432-600 rules
i for abortion clinics. A deficiency was cited.
AN - ‘ 04123/2018
G 210, R432-600-8(2) Administrator 1 G210 |As per Utah Administrative Code for |
1 (2) The administrator shall designate a person to Abortion Clinic Rule RA432-600-8(2):
| act as administrator in his or her absence. This \(6 Documentation has been created,
| person shall have sufficient power, authority, and \\/ and subsequently added to clinic protocol,
 freedom to act in the best interests of patient ~ \ which states that the Assistant Administrator

safety and well-being. It is not the intent to permit |« has sufficient power, authority, and freedom
a de facto administrator to supplant or replace the . L i,
to act in the best interest of patient safety

designated facility administrator.
i nd well being in the absence of the
‘Administrator.

This STANDARD is not met as evidenced by:
THIS IS A CLASS |l DEFICIENCY:

§

i
Based on record review and interview, it was (, ‘ i
determined that the administrator did not i
t

designate a person to act as administrator in her

absence. @
!

Findings include:

On 4/3/18 at 10:10 AM, a record review was
i conducted for the Clinic Coordinator.

There was no designation from the Administrator |
indicating that the Clinic Coordinator was the
acting administrator in their absence.

RECEIVED

WAY '"7 2018

' At 10:15 AM, an interview was conducted with the
 Clinic Coordinator, who acknowledged that there

© was no written designation from the

' Administrator, to act as the administrator, in their Sl
' absence. | iah Depariment ol e
. : b D) W 1 ins ‘!’:,‘10

Healtn o
and Centific

i
§
i
1
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found.

A follow-up was completed on May 11, 2018, for
all deficiencies previously cited on April 3, 2018.
All cited deficiencies have been corrected as of
April 23, 2018, and no new non-compliance was
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On 10/2/19, an unscheduled re-licensure survey
was conducted. The facility was surveyed
according to R432-600 rules for Abortion Clinics.
No deficiencies were cited.
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On 10/10/18, an unscheduled relicensure survey
was conducted. The facility was surveyed
according to R432-600 rules for Abortion Clinics.
No deficiency was cited.
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On 4/30/19, a scheduled relicensure survey was
conducted. The facility was surveyed according
to R432-600 Rules for Abortion Clinics. No
deficiencies were cited.
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