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AL Huntsville Alabama 
Women’s 
Center for 
Reproductive 
Alternatives 
 

 An April 27, 2016 inspection found the following 
deficiencies at Alabama Women’s Center for 
Reproductive Alternatives: 

- Staff failed to follow infection control protocol, 
including that staff failed to wash hands 
between glove changes.  

- Documentation was insufficient and 
incomplete.  

- Among the medical reviewed, the clinic failed 
to ensure patient received the Rhogam 
injection, harming the patient’s future 
childbearing potential. The Statement of 
Deficiencies found that this demonstrated 
failure to follow protocol “had the potential to 
affect all patients served by this clinic.” 

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, Alabama Women’s Center 
for Reproductive, dated April 27, 2016, 
available at 
http://dph1.adph.state.al.us/Deficienci
esReports/alabama%20womens%20cen
ter%20for%20reproductive%20alter%2
04-27-2016%202567.pdf  

AL Birmingham Planned 
Parenthood of 
Alabama, 
Birmingham 
 
 

1 of 6 An inspection of Planned Parenthood of Alabama, 
Birmingham on August 20, 2014 found expired 
supplies, in violation of licensure rules requiring that 
“[m]edications and supplies which have deteriorated or 
reached their expiration dates shall not be used for any 
reason.  All expired or deteriorated items shall be 
disposed of promptly and properly.” 
 

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, Planned Parenthood of 
Alabama, dated August 20, 2014, 
available at 
http://dph1.adph.state.al.us/Deficienci
esReports/planned%20parenthood%20
of%20alabama,%20inc%20b'ham%200
8-20-2014.pdf 

   2 of 6 Planned Parenthood Southeast (PPSE) had received 
allegations that two employees had sold an abortion-
inducing drug to a patient in the parking lot on 
December 2, 2013. PPSE conducted an investigation, 
Administrator resigned, all staff terminated, and clinic 
closed. Two employees alleged with dealing were 
reported to Alabama Board of Nursing.  However, 
Planned Parenthood failed to provide notice to the 
Department of Public Health of its closure or 
suspension of services and withheld information from 
Department surveyors while on-site.   
 
An inspection of Planned Parenthood of Alabama in 
January 2014 found further deficiencies, including: 

- The medical director failed to adequately 
document required annual reviews and 

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, Planned Parenthood of 
Alabama, dated March 4, 2014, 
available at 
http://abortiondocs.org/wp-
content/uploads/2015/09/planned-
parenthood-of-alabama-inc-03-04-
2014.pdf 



qualifications of physicians for 2011, 2012, 
and 2013.  Physician evaluations were 
lacking and forms were incomplete.  

- The clinic failed to keep adequate medical 
records and documents. The clinic failed to 
document critical information including 
patient vital signs, referrals to other health 
care providers, transfer of medical records 
to other providers, and forms did not 
include physician signatures  

- Ultrasound machines were not adequately 
maintained. 

   3 of 6 The Statement of Deficiencies Report from the January 
9, 2013 inspection of Planned Parenthood of Alabama 
found the following deficiencies: 

- The abortion facility failed to provide a safe 
and sanitary environment, properly 
constructed, equipped, and maintained to 
protect the health and safety of the patients 
and staff.  

- The facility failed to ensure the fire 
evacuation plan drawings that were posted 
throughout the clinic were up to date.  

- The facility failed to ensure the Alabama 
Department of Public Health, Division of 
Health Care Facilities telephone number 
was posted in a prominent location and 
failed to include the number on the written 
materials given to patients who had 
medical procedures. 

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, Planned Parenthood of 
Alabama, dated January 9, 2013, 
available at 
http://abortiondocs.org/wp-
content/uploads/2014/01/PP-
Birmingham-Deficiency-Report-Jan-9-
2013.pdf  
 

   4 of 6 A medical malpractice lawsuit was filed after Planned 
Parenthood’s negligence either failed to detect Roberta 
Clark’s ectopic pregnancy or failed to inform her of her 
dangerous situation, leading to physical and 
psychological damages.  Planned Parenthood’s 
ultrasound technician failed to note or document that 
Roberta did not have an intrauterine pregnancy.  When 

Complaint, Roberta Clark v. Planned 
Parenthood of Georgia, No. CV-
201201045 (Cir. Ct. Ala. Aug. 9, 2012) 
available at 
http://abortiondocs.org/wp-
content/uploads/2012/09/Clark-v.-
PPUmoren1.pdf 



Planned Parenthood’s Dr. Umoeron performed a 
suction cutterage abortion procedure on Roberta, there 
was no fetal tissue identified in the tissue specimen that 
was sent to pathology. Umeron knew or should have 
known that the procedure he performed did not result 
in the termination of Roberta’s pregnancy.  But Roberta 
was never told the truth that Planned Parenthood 
knew. Leaving Roberta ignorant of her dangerous 
condition and believing she was no longer pregnant, 
her ectopic pregnancy was left untreated for another 
three weeks.  At which time, Roberta suffered a 
ruptured fallopian tube. She was hospitalized and had 
to undergo painful surgical operations to treat a 
ruptured ectopic pregnancy.   

 

   5 of 6 According to a complaint filed by Life Legal Defense, on 
June 5, 2010, a woman named Shemeka was given an 
abortion drug by Planned Parenthood Birmingham.  
After the chemical abortion failed, a surgical abortion 
was performed on June 15, 2010. After the abortion, 
Shemeka’s health declined until she went to the 
emergency room. An ultrasound was performed and 
Shemeka was informed her that the “baby was still in 
the sack.” Shemeka returned to Planned Parenthood to 
seek medical treatment for the botched abortion but 
Planned Parenthood refused to help her. Shemeka was 
admitted to Princeton Hospital where her health 
continued to decline and the doctor found a dead fetus 
and Shemeka was displaying signs of septicemia.   

Life Legal Defense Foundation, 
Complaint to Alabama Department of 
Public Health Attn: Dr. W.T. Geary, Jr., 
M.D, Director of Bureau of Health 
Provider Standard, Planned Parenthood 
of Birmingham, (Sept. 19, 2012), 
available at 
http://abortiondocs.org/wp-
content/uploads/2012/09/Complaint-
PP-Birmingham-Sep-19-2012.pdf   

   6 of 6 The Alabama Department of Public Health’s July 28, 
2011 Statement Deficiencies and Plan of Correction, for 
Planned Parenthood, Birmingham found deficiencies 
including:  

- The abortion center failed to keep adequate 
records.  

- The clinic failed to assure that all patients 
received discharge instructions.  

- Based on observation of the clinic, staff 

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, Planned Parenthood of 
Alabama, dated July 28, 2011, available 
at http://abortiondocs.org/wp-
content/uploads/2012/05/planned-
parenthood-of-alabama-inc-
07282011.pdf   



failed to assure there were no expired 
supplies available for patient use. “This had 
the potential to affect all patients served by 
the clinic.” 

- Based on observation and an interview 
with a clinic manager, the clinic failed to 
document the time of the Rhogam injection 
was administered and site of 
administration in 4 of 4 patients who 
received Rhogam. “This had the potential 
to affect all patients served.” 

AL Mobile Planned 
Parenthood of 
Alabama, 
Mobile 
 

1 of 2 The Alabama Department of Public Health’s May 11, 
2016 Statement of Deficiencies and Plan of Correction, 
for Planned Parenthood of Alabama, Mobile found 
deficiencies including:  

- Failure to provide patients who had 
undergone abortion procedure with the 
name and telephone number of the 
physician who would provide care in an 
event of an emergency call and name of all 
medications the patient received in the 
facility.  

- Hand washing protocol was not followed.  
- The clinic to assure preventative 

maintenance was completed for all patient 
used equipment.  

- Expired Medication was found. 
- Fire Extinguishers were not checked 

monthly.  
- The clinic failed to assure all currently 

employed staff completed the annual 
review of the clinic policies. There was no 
documentation to show clinic staff had 
completed annual policy review.  

- The medical director failed to document 
required yearly review for physician.  

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, Planned Parenthood of 
Alabama, dated May 11, 2016, available 
at  
http://dph1.adph.state.al.us/Deficienci
esReports/planned%20parenthood%20
mobile%205-11-2016%20st2567.pdf 

   2 of 2 The Alabama Department of Public Health’s November Alabama Department of Public Health, 



21, 2014 Statement of Deficiencies and Plan of 
Correction for Planned Parenthood of Alabama, 
Mobile, found deficiencies including:  

- The clinic failed to report reasonable 
suspected abuse or neglect for a minor.  On 
April 12, 2014, Planned Parenthood 
performed a chemical abortion on a minor 
patient (identified as MR #16) who was 
only 14 years old and who had two living 
children given in separate births. There 
was no documentation that minor verified 
signature of legal guardian was authentic.  
Planned Parenthood saw patient MR #16 
again on August 18, 2014 for counseling. A 
review of the History and Physical revealed 
this was the second abortion in 4 months. 
There was no documentation in the 
medical record of the facility reporting 
suspected abuse to the proper authorities 
or the reason why a report was not made. 
An interview was conducted on Nov. 21, 
2015 with a Planned Parenthood employee 
verified a report was not made. During the 
interview, the Planned Parenthood 
employee gave no additional information 
as to why a report was not made.  

- The clinic failed to document witness 
signature and date of minor patient forms. 

- The clinic incorrectly documented 
gestational ages more than once. 

- The clinic failed to follow the procedure for 
Instrument Cleaning and Sterilization, 
gloves and hand hygiene. “This had the 
potential to negatively affect all patients 
served by this facility.” 

Statement of Deficiencies and Plan of 
Correction, Planned Parenthood of 
Alabama, dated November 21, 2014, 
available at  
http://dph1.adph.state.al.us/Deficienci
esReports/planned%20parenthood%20
mobile%2011-21-2014.pdf 

AL  Montgomery Reproductive 
Health Services  

 The Alabama Department of Public Health’s April 29, 
2016 Statement of Deficiencies and Plan of Correction 

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 



 for Reproductive Health Services of Montgomery found 
deficiencies including:  

- The clinic failed to provide a safe and 
sanitary environment. The Health 
Department’s surveyor observed a 
procedure and noticed that tape covered 
the width of the procedure table. The area 
was then covered with paper and padding 
during procedure. Blood soaked through 
the pad and had potential to soil the 
stuffing inside the table which would 
present a potential for exposure of blood 
and body fluids to others.  

- The clinic failed to adequately and 
completely document medical records. 

- The clinic failed to inspect fire 
extinguishers monthly. 

Correction, Reproductive Health 
Services, dated April 29, 2016, available 
at  
http://dph1.adph.state.al.us/Deficienci
esReports/reproductive%20health%20s
ervices%204-29-2016%202567.pdf 

AL Tuscaloosa West Alabama 
Women’s 
Center 
 

1 of 5 The Alabama Department of Public Health’s January 
28, 2016, Statement of Deficiencies and Plan of 
Correction for West Alabama Women’s Center found 
deficiencies including:   

- The clinic failed to completely document 
care and services provided to patients 
related to lab work and operative reports. 
“This had the potential to affect all patients 
served.”  

- The abortionist failed to provide required 
documentation if fetus was viable or 
nonviable.  

- The clinic failed to assure supplies were not 
expired. “This affected two patient exam 
rooms, the sterile processing room, and 
one cabinet used for medical supply 
storage. This had the potential to affect all 
patients served.” 

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, West Alabama Women’s 
Center, dated January 28, 2016, 
available at 
http://abortiondocs.org/wp-
content/uploads/2016/03/west-
alabama-womens-center-inc-01-28-
2016-c6301.pdf 

   2 of  5 The Alabama Department of Public Health’s January 
11, 2013 Statement of Deficiencies and Plan of 

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 



Correction for West Alabama Women’s Center found 
that the clinic failed to follow infection control 
standards, including:  

- Hand washing 
- Glove usage 
- Cleaning of supplies 
- Safe use of sharps containers (the 

Department of Health’s surveyor found the 
sharps container was more than 2/3 full 
with needles on the floor beside the sharps 
container).  

 

Correction, West Alabama Women’s 
Center, dated January 11, 2013, 
available at 
http://abortiondocs.org/wp-
content/uploads/2013/04/West-
alabama-womens-center-Health-Dept-
Deficiencies.pdf 

   3 of 5 The Alabama Department of Public Health July 26, 
2011 Statement of Deficiencies and Plan of Correction 
for West Alabama Women’s Center found that the clinic 
performed an abortion beyond the 20 week gestational 
limit.  
 
 
 

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, West Alabama Women’s 
Center, dated July 26, 2011, available at 
http://abortiondocs.org/wp-
content/uploads/2012/10/West-
Alabama-Womens-Deficiency-Report-
Jul-26-2011.pdf 

   4 of 5 The Alabama Department of Public Health’s October 
28, 2010 Statement of Deficiencies and Plan of 
Correction for West Alabama Women’s Center found 
that, based on a review of medical records and an 
interview with the clinic’s registered nurse and 
physician—for 5 of 5 patients who received oral 
abortion drugs, the clinic failed to have documented 
physician orders and documentation of who actually 
administered the drugs. 

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, West Alabama Women’s 
Center, dated October 28, 2010, 
available at 
http://abortiondocs.org/wp-
content/uploads/2012/10/West-
Alabama-Womens-Deficiency-Report-
Oct-28-2010.pdf 

   5 of 5 The Alabama Department of Public Health’s November 
12, 2009 Statement of Deficiencies and Plan of 
Correction for West Alabama Women’s Center found 
that the clinic failed to follow infection control protocol. 
In addition, the clinic failed to remove expired supplies 
from inventory. The deficiencies “had the potential to 
affect all patients served.” 

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, West Alabama Women’s 
Center, dated November 12, 2009, 
available at 
http://abortiondocs.org/wp-
content/uploads/2014/06/West-
Alabama-Womens-Deficiency-Report-



Nov-12-2009.pdf 
AL Montgomery Beacon 

Women’s 
Center 

1 of 2 The Alabama Department of Public Health’s February 
1, 2010 Statement of Deficiencies and Plan of 
Correction for Beacon Women’s Center found 
deficiencies at the clinic to include:  

- Failure to develop and follow policies and 
procedures consistent with state law 
related to parental consent for abortions 
performed on unemancipated minors and 
mandatory reporting of suspected abuse or 
neglect of a minor child.  
o The center failed to report suspected 

child abuse when a minor under 16 
years of age is pregnant and seeking an 
abortion. There was no documentation 
the Center reported a 14 year old who 
was pregnant by a 16 year old. 
Employee Identifiers #1 and #2 were 
unable to locate policies and 
procedures for the Center and EI #2 
acknowledged she had no policy for 
when or to whom to report abuse or 
neglect of a minor.  

o The Center had no policies for parental 
consent and mandatory reporting 
consistent with state law. EI #7, the 
Medical Director and physician 
performing surgical abortions, was 
unsure of the required reporting 
requirements  

- Based on observations, record reviews, and 
interviews, the Center's Governing 
Authority failed to ensure the Center was 
properly staffed to provide safe quality 
patient care. The Center failed to have 
adequate staff available in the recovery 
room to address the abnormal vital sign 

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, Beacon Women’s Center, 
dated February 1, 2010, available at 
http://abortiondocs.org/wp-
content/uploads/2012/10/Beacon-
Womens-Deficiency-Report-Feb-1-
2010.pdf 



readings, assist a patient that was vomiting 
and assure patients received adequate 
discharge instructions.  

- Based on observation and interview during 
tour of the Center, chairs in the recovery 
room were noted to be an infection control 
risk with foam showing on each chair. This 
has the potential to affect all patients 
served. Observed in the recovery room 
were 8 recliner chairs of which all 8 had the 
covers on the seat partly torn loose and 
unattached. Several other chairs had splits 
in the back of the chairs with white foam 
visible.  

- Based on observations, review of 
emergency equipment logs and interviews 
it was determined that the Center failed to 
ensure equipment was in operable 
condition for use. This had the potential to 
affect all patients served.  

- Based on an interview and review of the 
infection control manual it was determined 
that the Center failed to have an active 
infection control committee responsible for 
investigating infections. An interview with 
the Center’s Registered Nurse confirmed 
that no policies were available for review 
and revealed there were no action plans to 
address any problems with infection 
control which had been identified.  

- The Center failed to have procedures for 
use in the recovery room related to 
infection control and aseptic technique for 
patient care and protection. The staff failed 
to wash their hands and clean equipment 
between patients. This had the potential to 
affect all patients served in the Center.  



- The Center failed to have current policies 
and procedures available to Center staff to 
provide safe and effective patient care.  

- Based on interviews and review of the 
Center's contract, it was determined that 
the Center failed to have a medical waste 
contract in place for the pickup of medical 
waste on a regular basis from May 2009 to 
January 2010.  

- Based on review of the Center drug log, 
interview and observation it was 
determined that the Center failed to record 
and document an accurate count of its 
narcotics. 

- Based on review of the quality 
improvement documentation and interview 
it was determined that the Center failed to 
assure there was a written plan in place to 
correct problem areas for patient care and 
abortion center services. This had the 
potential to affect all patients served.  

- Based on a review of medical records it was 
determined:  
o In 5 of the 19 medical records 

completed for surgical abortion 
procedures performed on December 
10, 2009, the woman failed to 
complete Appendix A to acknowledge 
that she either saw the ultrasound 
image or that she was offered the 
opportunity and rejected it.  

o On observation and review of the 
medical record of 17 surgical abortion 
procedures performed January 28, 
2010, only 9 patients had completed 
Appendix A. The Certification of 
Opportunity to View Ultrasound was 



signed by the patient but the form was 
not dated by the patient and is not 
marked whether she reviewed the 
ultrasound or rejected the opportunity.  

o The patients had not been provided the 
opportunity to view a video recording, 
"Did You Know" prepared by the 
Department of Public Health as part of 
the counseling. This had the potential 
to affect all patients served.  

- Based on an interview and review of 
medical records it was determined in 3 of 
the 19 medical records completed for 
surgical abortion procedures performed on 
December 10, 2009, that the 24-hour time 
frame was not followed for informed 
consent. This has the potential to affect all 
patients served.  

- Failure to have medications available for 
patient comfort prior to surgical abortions 
being performed. This affected 17 of 17 
scheduled surgical abortion procedures 
that were performed on January 28, 2010.  

- Based on a review of medical records, 
observation and interview it was 
determined that 16 of the 19 medical 
records were not completed for surgical 
abortion procedures conducted on 
December 10, 2009. 

 
   2 of 2 The Alabama Department of Public Health’s August 2, 

2013 Statement of Deficiencies and Plan of Correction 
for Beacon Women’s Center found deficiencies to 
include:  

- The facility surveillance logbook did not 
include messages that should have been 
included: for example patients called 

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, Beacon Women’s Center, 
dated August 2, 2013, available at 
http://abortiondocs.org/wp-
content/uploads/2012/10/Beacon-
Womens-Deficiency-Report-Aug-3-



saying they were passing large clots, 
patients called and said they had severe 
cramps, patient left a message saying she 
was hospitalized. 

- The facility failed to have an infection 
control committee and procedures to 
govern the use of sterile and aseptic 
techniques. 

- Based on review of medical records, it was 
determined in 6 of 18 patients the facility 
did not follow safety protocol in 
prescribing birth control pills. 

- The facility failed to follow standard of 
practice in having pre-filled, unlabeled and 
undated syringes of clear liquid substances 
in the double locked cabinet 

- In violation of the Rules of the Alabama 
Board of Medical Examiners (which do not 
allow physicians to pre-sign blank 
prescription pads or forms and make them 
available to non-physician employees) 
multiple tablets of prescription pads were 
found pre-signed by the medical director. 

- The facility failed to assure all narcotic 
medications were properly secured at all 
times. 

- The facility failed to assure that when 
standing orders were used on an individual 
patient, that the order was reduced in 
writing in the individuals’ records and that 
the physician co-signed the order. 

- The facility was unable to account for all 
medications and was unable to reconcile 
the stock of controlled drugs. 

- The fire extinguisher in the laboratory had 
not been inspected since 2003. 

- The physician failed to enter in the patient 

2006.pdf 



records ultrasound findings before an 
abortion and his findings regarding 
viability in 18 of 18 charts reviewed. The 
physician failed to document whether a 
physician performed an ultrasound prior to 
a procedure in 3 of 18 records. 

AL  Birmingham Bruce Norman 
Elliot/ 
New Woman 
All Women 
Health Care 
 

1 of 3 In March 2013, the State Board of Health brought an 
action to enjoin the illegal operation of New Woman All 
Women Health Care.  A year earlier, the Department of 
Public Health initiated license revocation proceedings 
for the clinic based upon findings including “a failure to 
ensure clinic staff was properly trained to provide safe 
quality patient care, a failure to ensure the clinic had 
policies and procedures related to medication errors 
and the administration of medications, and a failure to 
ensure a registered nurse administered and prepared 
medications accurately per a signed physician’s orders.” 
Despite having no license to operate, All Women’s 
continued to operate an illegal abortion business. 
 

Complaint, State Board of Health v. 
New Woman All Women Health Care 
(Mar. 6, 2013) available at 
http://abortiondocs.org/wp-
content/uploads/2013/09/Alabama-
State-Board-of-Health-v.-New-Woman-
All-Women-Bruce-Norman-Complaint-
3-26-2013.pdf 

   2 of 3 The Alabama Department of Public Health’s March 1, 
2012 Statement of Deficiencies and Plan of Correction 
for Birmingham’s New Woman All Women Health Care 
clinic found deficiencies including: 

- Medication errors. A review of medical 
records for two patients that were 
transported via ambulance on January 21, 
2012 revealed that they both received an 
unknown excessive amount of the drug 
Vasopressin. 

- The clinic failed to ensure that staff was 
properly trained to provide safe quality 
patient care. 

- The clinic failed to have policies and 
procedures related to medication errors 
and the administration of medications, 
including administration of intravenous 

Alabama Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, New Woman All Women 
Health Care, dated March 1, 2012, 
available at  
http://abortiondocs.org/wp-
content/uploads/2012/07/NEW-
WOMAN-ALL-WOMEN-201203011.pdf 



medications. 
- Clinic physicians failed to have 

documentation that they were qualified to 
perform abortions in their personnel files; 
the physician failed to document in the 
medical record legibly. 

- The recovery room medical assistant failed 
to document the condition of the patient 
prior to discharge. 

- The clinic failed to have complete and 
accurate documentation of the 
administration of medications given to 
patients. 

- The clinic failed to ensure the Registered 
Nurse administered and prepared 
medications accurately per a signed 
physician’s order. 

- The clinic failed to ensure all patient used 
equipment had a record of routine 
inspection and maintenance. 

- The clinic failed to ensure the on-call nurse 
returned patients calls, documented the 
correct dates on the on-call reports, 
completed the on-call record and notified 
the physician of patient problems. 

   3 of 3  New Woman All Women’s owner agreed to surrender 
the facility license after an investigation by State 
Department of Public Health found health and safety 
problems, including giving patients an overdose of 
drugs leading to hospitalization. The State ordered the 
facility to cease performing abortions by May 11, 2012 
and surrender their license by May 18, 2012. 

Val Walton, New Woman All Women 
Health Clinic in Birmingham No 
Longer to Have License to Operate 
After Today, THE BIRMINGHAM NEWS, 
May 18, 2012, 
http://blog.al.com/spotnews/2012/05/
new_woman_all_women_health_cli.ht
ml 

AZ Phoenix Camelback 
Family 
Planning  
 

1 of 2 The following deficiencies were cited during the State 
Compliance survey that was conducted June 20-23, 
2016, with additional documentation provided July 2-7, 
2016: 

Medical Facilities Report, Arizona 
Department of Health Services, Division 
of Licensing (July 7, 2016) available at 
http://hsapps.azdhs.gov/ls/sod/Facility



- The Department determined that the clinic 
failed to ensure providers and staff adhere 
to professionally acceptable standards of 
practice for sterilization/high-level 
disinfection of equipment. For example, 
staff did not perform high-level 
disinfection for reusable intracavity 
transvaginal probes between patient use. 

- For 4 of 7 registered nurses providing 
moderate sedation, the medical director 
failed to implement a method to 
demonstrate specific competencies for 
conscious sedation as required. 

- Medical director #2 failed to ensure 
demonstration of competency in 
performing medical abortions. The 
abortionist “verified, during an 
interview...that he had no prior experience 
performing abortion procedures before 
coming to this facility.” The clinic failed to 
provide requested documentation 
demonstrating competency to perform a 
medical abortion. 

- The clinic failed to provide requested 
documentation demonstrating medical 
director #2 completed ultrasound training 
course.  

- Both medical directors failed to perform 
bimanual exams to estimate the uterus size 
and to palpate the adnexa on 6 of 6 medical 
abortion patients. 

- Medical director #2 verified during an 
interview that he has never performed the 
required bimanual exam and palpation of 
the adnexa on any of the medical abortions 
he has performed. He reported performing 
over 150 medical abortions at the facility. 

.aspx?FacId=MED4426 



   2 of 2 The following deficiencies were cited during the State 
compliance survey conducted March 4-6, 2014: 

- Medical director failed to follow the 
abortion clinic policy when performing the 
abortion procedure. Twice D&E procedure 
was started at 66 minutes post Cytotec 
instead of 90 minutes per clinic policy and 
procedure  

- Medical director failed to ensure a physical 
examination was performed during the 
follow-up visit for 5 of 5 surgical abortion 
patients. 

- Medical director failed to ensure 5 of 5 
nurses preparing medications to be 
administered to patients have prescribing 
and dispensing authorization by their 
professional licensing agency. 

- Clinic failed to ensure nursing staff 
documented the time, strength, dosage, 
and route of medication administered for 
the abortion procedure. 

- Clinic failed to document patients’ blood 
pressures and pulses during procedure. 
Also failed to monitor patient in recovery 
room for 14 minutes instead of 30 minutes 
as set forth per clinic policy.  

- Clinic failed to assess patient vital signs 
prior to discharge.  

- Nursing Staff inappropriately distributed 
medical abortion drug and identified 
themselves as the provider  

- The Licensee/Medical Director verified 
that the staff is not following the clinic 
policy and procedures implementing and 
documenting the autoclave and 
sterilization process. 

Medical Facilities Report, Arizona 
Department of Health Services, Division 
of Licensing (Mar. 6, 2014) available at 
http://hsapps.azdhs.gov/ls/sod/Facility
.aspx?FacId=MED4426 

AZ  David Child 1 of 2 The Findings of Fact by the Arizona Medical Board Order for a Letter of Reprimand, 



include that David Child deviated from the proper 
standard of care when he failed to give a 32 year-old 
patient post-operative counseling following a failed 
abortion attempt. The patient suffered an infection and 
required hospitalization and surgery.  
 
The Board determined that the conduct of Mr. Child 
constituted “unprofessional conduct” that was “harmful 
or dangerous to the health of the patient or the public.” 

Arizona Medical Board, In the Matter of 
David L. Child, M.D. (Dec. 2, 2009) 
available at 
https://abortiondocs.org/wp-
content/uploads/2012/02/Child-dec-2-
2009-Reprimand-intentionally-
incomplete-abortion.pdf 

   2 of 2 David Child was placed on probation for one year, 
following a botched second trimester abortion on a 22 
year-old patient. The Findings of Fact by the Medical 
Board found that as a result of Child’s failure to 
complete the abortion, along with the delay of transfer 
when the procedure was not completed, his patient 
suffered harm that required hospitalization as a well as 
a transfusion and IV antibiotic treatment. The 
chorioamnionitis suffered by the patient could have led 
to sepsis and death, as well as scar tissue that could 
lead to infertility. 

Order for Decree of Censure and 
Probation, Arizona Medical Board, In 
the Matter of David L.Child, M.D. (Apr. 
11, 2011) available at 
http://abortiondocs.org/wp-
content/uploads/2012/02/Child-june-
9-2011-Botched-2nd-tri-abortion.pdf 

AR Little Rock Little Rock 
Family 
Planning 
Services 

1 of 2 During its June 1, 2012 inspection, the Arkansas 
Department of Health identified deficiencies at Little 
Rock Family Planning Services clinic to include:   

- Clinical records could not determine if all 
medications were prescribed by the 
physician, creating the potential that 
patients would receive the wrong dose or 
the wrong medication.  

- Failure to appropriately mark medical 
records when entries were changed. For 
example crossing out parts of the record 
without labeling them as “error.” Ex. Sec. 
9.A.9 Record #1. The patient’s age was 
crossed out and part of her name, but there 
was no evidence of labeling this as an 
“error,” or initialing and dating the entry.  

- Records were not authenticated. 

Letter from Arkansas Department of 
Health to Lori Williams, Administrator, 
Little Rock Family Planning Services 
(Jul. 27, 2012), 
available at  
http://abortiondocs.org/wp-
content/uploads/2013/06/Little-Rock-
Family-Planning-Deficiency-Report-
Jul-5-2012.pdf 
 



   2 of 2 During its May 9, 2013 inspection, the Division of 
Health identified deficiencies at the Little Rock Family 
Planning Services to include: 

- The facility did not have a policy in place 
which requires infectious and 
communicable diseases to be reported to 
the Arkansas Department of Health. 

- The facility failed to develop a method for 
identifying infection diseases in patients 
and workers in order to prevent the spread 
of such diseases.  

- The facility’s failure to provide linen care 
had the potential to allow cross 
contamination between patients. Three of 
three blankets inspected had not been 
washed in between patients.  

- No evidence that the Medical Director or a 
licensed nurse had performed a monthly 
compliance assessment for drug storage, 
disposal of drugs, proof of receipt and 
administration of controlled substances 
and their storage, drug labeling, 
monitoring of floor stock and maintenance 
of emergency carts or kits. 

- Inspectors found expired medications 
available for patient use in the nursing 
station.  

- The facility failed to have a policy in place 
which included a current list of stock 
medications with minimum and maximum 
quantities to be maintained in the facility. 
Without this policy in place the facility 
would not be able to assure that they have 
enough medications on hand to address the 
needs of their patients.  

- The facility failed to have a policy in place 
for reporting suspected drug loss, misuse, 

Letter from Arkansas Department of 
Health to Lori Williams, Administrator, 
Little Rock Family Planning Services 
(May 22, 2013) available at 
http://abortiondocs.org/wp-
content/uploads/2013/06/Little-Rock-
Family-Planning-Deficiency-Report-
May-9-2013.pdf 
 



or diversion.  
CA Sacramento Planned 

Parenthood – 
B Street Health 
Center 

 A Sacramento Planned Parenthood medical assistant 
was charged with sexual battery for inappropriately 
touching a patient. 

Michelle Schultz, Medical Assistant at 
Planned Parenthood Faces Sex Charge, 
KCRA News, Dec. 4, 2013,  
http://www.kcra.com/news/local-
news/news-sacramento/medical-
assistant-at-planned-parenthood-faces-
sex-charge/23299574; see also Planned 
Parenthood Employee Accused of 
Sexual Battery Against Patient, CBS 
Sacramento, Dec. 4, 2013,  
http://sacramento.cbslocal.com/tag/jor
ge-martin-santana/ 

CA Chula Vista Planned 
Parenthood – 
Chula Vista 
Center 

 Whistleblower lawsuit brought by Nurse Practitioner 
Carla Murray alleges she was fired for raising health 
and safety concerns about the practices at her Planned 
Parenthood clinic.  In her lawsuit, Murray alleges that 
employees were accessing the clinic’s drug cabinet and 
dispensing drugs to patients without proper 
authorization in violation of California law. Further, 
Murray’s lawsuit describes an incident on Mar. 8, 2013 
where the Chula Vista clinic manager  (a non-licensed 
staff member), authorized the injection of birth control 
to a minor patient, against the will of the minor and 
absent an order by a licensed medical provider, in 
violation of California law. 
On June 30, 2015 Planned Parenthood settled the suit 
with Murray and the case was dismissed. 

Complaint, Murray v. Planned 
Parenthood of the Pacific Southwest, 
Case No. 37-2014000018581 (Jun. 10, 
2014), available at  
http://abortiondocs.org/wp-
content/uploads/2015/07/MurrayvPP-
Complaint.pdf;  
http://abortiondocs.org/wp-
content/uploads/2015/07/MurrayvPP-
Summary-of-Actions.pdf; see also Moss 
Gropen, Who’s giving injections at 
Planned Parenthood?, San Diego 
Reader, Jul. 3, 2015,   
http://www.sandiegoreader.com/news/
2015/jul/03/ticker-whos-shooting-
planned-parenthood/# 

CA Simi Valley Vahe T. Azizian  Vahe Azizian of Glendale Women’s Center was cited by 
Medical Board of California for a failure to maintain 
adequate and accurate medical records. The Board 
noted the cause for citation regarded “medical records 
of several patients by failing to maintain any 
documentation of the patients’ treatments and 
prescriptions.” 

Citation Order, Medical Board of 
California (Feb. 13, 2009) available at 
http://abortiondocs.org/wp-
content/uploads/2013/05/Azizian-
Vahe-T.-Citation-Order-Medical-Board-
of-CA-2-13-2009.pdf 

CA San Gabriel Lars Erik 1 of 2 Lars Erik Hansen was cited by the Medical Board of Citation Order, Medical Board of 



Hanson  
 

California for failure to adequately document support 
of diagnoses for two patients. 
 

California (Apr. 29, 2016) available at 
http://www2.mbc.ca.gov/BreezePDL/d
ocument.aspx?path=%5cDIDOCS%5c2
0160523%5cDMRAAAFC5%5c&did=AA
AFC160523224450889.DID&licenseTy
pe=G&licenseNumber=79925#page=1  
 

   2 of 2 n the Stipulated Settlement and Disciplinary Order in 
the case before the Medical Board of California, Lars 
Hanson admitted that a prima facie case of 
unprofessional conduct could be set against him.  
 
The accusations against Hanson included gross 
negligence in his failure to properly maintain and 
operate an abortion clinic. Hanson’s clinic was not 
adequately staffed to provide abortion care or perform 
surgical procedures. He did not employ any licensed 
nurses, nurse anesthetists or anesthesiologists, 
counselors or other personnel trained in abortion care. 
The only clinical staff member was his wife who has no 
medical training. There was no current certified CPR 
provider at his clinic while abortions were performed. 
Equipment was inadequate to perform adequate 
preabortion testing, such as accurate ultrasound dating 
of the pregnancy. His clinic had expired medications 
and non-sterile medical instruments. There was no 
appropriate setting for recovery of patients and did not 
employ health care worker trained in postoperative 
care. The clinic had no 24 hour emergency contact 
service or physician referral system – physician 
contracted to provide abortion services only came to 
clinic once a week. The clinic was inadequately 
equipped for emergencies and resuscitation  
 
The Medical Board complaint described a situation that 
occurred in 2009 where paramedics arrived at 
Hanson’s clinic in response to a medical emergency. A 

Decision and Order, Medical Board of 
California Department of Consumer 
Affairs State of California, In the Matter 
of the Accusation Against Lars Erik  
Hanson, Case No. 04-2009-202592 
(Aug. 9, 2011), available at  
http://www2.mbc.ca.gov/BreezePDL/d
ocument.aspx?path=%5cDIDOCS%5c2
0110809%5cDMRAAADE2%5c&did=A
AADE110809231110406.DID&licenseTy
pe=G&licenseNumber=79925#page=1  
 



30 year-old woman had an adverse reaction during her 
abortion. Paramedics observed Hanson was not 
providing any care to the patient who was in full 
cardiac arrest.  The paramedics requested assistance 
from the police as they noted the presence of a shirtless 
male running inside the clinic who was identified by 
police as Hanson. An officer advised Hanson he needed 
to question him regarding the patient yet Hanson 
entered his vehicle and proceeded to drive away 
 
Upon returning to the clinic, Hanson refused to 
cooperate with Police investigation into the 
circumstances of patient’s cardiac arrest.  
 
The patient was taken to the hospital where she died six 
days later. Autopsy determined cause of death was 
sequelae of anoxic/ischemic encephalopathy as a 
consequence of cardiopulmonary arrest due to 
lidocaine toxicity. Her death was classified by the LA 
County Coroner as a homicide  
 

CA Anaheim Dr. Andrew 
Rutland 

 Dr. Andrew Rutland surrendered his medical license 
for a second time after the death of 30 year-old Ying 
Chen.  
 
On July 28, 2009, Rutland performed a physical 
examination and ultrasound on Ying, estimating that 
she was in the second trimester, at 16-16.5 weeks 
pregnant. Yet, the consent forms Dr. Rutland obtained 
from Ying, who did not speak English, were for a first 
trimester abortion.  
 
Shortly after Rutland gave Ying a regional anesthesia, 
she began to have a reaction.  Rutland failed to 
recognize Ying’s toxicity and failed to respond in a 
timely manner.   
 

Second Amended Accusation and 
Petition to Revoke Probation Against 
Andrew Rutland, M.D., Med. Bd. Cal. 
Dept. Consumer Affairs, File. No. D1-
2006-176260 (Jan. 10, 2011), available 
at http://abortiondocs.org/wp-
content/uploads/2012/05/Rutland-
Surrender-of-License-and-Order-
2011.pdf ; see also Courtney Perkes, 
Abortion doctor gives up license again 
over death, THE ORANGE COUNTY 
REGISTER, Jan. 25, 2011, 
http://www.ocregister.com/articles/rut
land-285561-death-license.html 



The petition before the Medical Board of California to 
revoke Rutland’s probation noted that “[t]here was a 
significant delay between the time of [Ying’s] 
reaction...and the time emergency personnel were 
called.” Moreover, the emergency kit in Rutland’s office 
did not meet applicable standard of care and contained 
expired medications. None of the personnel on site had 
current CPR certification.  Although paramedics 
performed life-saving measures and transported Ying 
to the hospital, she died six days later.  
 
The petition to revoke Rutland’s probation declared 
that his gross negligence “constitute[d] homicide.” 

CO Colorado 
Springs 

Planned 
Parenthood of 
the Rocky 
Mountains 

 In October 2012, Ayanna agreed to a surgical abortion 
under the condition that she would receive anesthesia 
through an I.V.. The first Planned Parenthood 
employee who tried to give her an I.V. had difficulty 
getting into her veins and left to find another person to 
help. At that point, Ayanna says she “believed this to be 
a sign she should not go through with the abortion” and 
she asked the doctor immediately to stop. But 
according to her complaint “[a]t this time, the Planned 
Parenthood Doctor turned on the vacuum machines 
and told [Ayanna] it was too late to stop.”Ayanna 
underwent an abortion against her will and was sent 
home.  
 
Two days later, Ayanna was in the emergency room.  
She was septic with a high fever, because Planned 
Parenthood had botched the abortion. The on-call 
emergency room doctor who assisted Ayanna stated 
that “[s]he required an immediate high-risk surgery to 
remove the remaining tissue that had been left during 
the previous procedure done at Planned Parenthood.” 
 
Ayanna’s lawsuit against Planned Parenthood claims 
negligence, battery, uninformed consent, false 

Complaint and Jury Demand, Ayanna 
Byer v. John Doe, M.D., (Dist. Ct. Colo. 
Feb. 6, 2013) available at 
http://www.adfmedia.org/files/ByerCo
mplaint.pdf 



imprisonment, extreme and outrageous conduct, 
breach of fiduciary duty, and breach of contract.  She 
continues to suffer from severe emotional distress and 
permanent physical injuries. 

CO Denver Planned 
Parenthood of 
the Rocky 
Mountains 

 A case brought by a mother and her minor daughter 
alleges Planned Parenthood failed to report known or 
suspected sexual abuse of the minor daughter, despite 
numerous indications that the man who brought her to 
Planned Parenthood sexually abused her. The 
complaint in Smith v. Doctor for Planned Parenthood 
of the Rocky Mountains alleges that Planned 
Parenthood failed to inquire about how a thirteen year-
old girl became pregnant and what her relationship was 
with the man who brought her to Planned Parenthood 
for an abortion. “Neither Planned Parenthood nor Jane 
Does 1-4 ever contacted law enforcement, child 
services, or any other agency to report any suspicion of 
child sexual abuse as is required under Colorado law, 
although they should have been alerted to the risk of 
abuse due to R.Z.’s age and Smith’s conduct.” Instead, 
Planned Parenthood placed the girl on birth control, 
allowing the man to continue his sexual abuse of the 
girl for years without discovery or consequence. 

Complaint and Jury Demand, Smith v. 
Doctor for Planned Parenthood of the 
Rocky Mountains, Inc. and Planned 
Parenthood of the Rocky Mountains, 
Inc., Case No. 2014CV31778 (Jun. 20, 
2014) available at 
http://abortiondocs.org/wp-
content/uploads/2014/07/Cary-Smith-
v.-Rocky-Mountain-Planned-
Parenthood-06202014.pdf 

CO  Colorado State 
University 
System, 
Planned 
Parenthood of 
the Rocky 
Mountains, 
Advanced 
Bioscience 
Resources 

 Lawsuit alleges that Colorado State University (CSU) 
spent public funds in violation of the Colorado 
Constitution. In 2010, CSU entered into contract with 
Planned Parenthood of the Rocky Mountains (also a 
defendant) whereby CSU was to purchase parts of 
human fetuses aborted by Planned Parenthood. 

Complaint, McIntire v. Colorado State 
University and Rocky Mountain 
Planned Parenthood (Oct. 7, 2015) 
available at 
http://www.adfmedia.org/files/McIntir
eComplaint.pdf 

DE Dover and 
Wilmington 

The Atlantic 
Women’s 
Medical 
Services 

 In February 2011, the Attorney General’s office sought 
suspension of two doctors at Atlantic Women’s Medical 
Services abortion clinic, where Kermit Gosnell worked 
at least one day a week for a number of years.  The 

Attorney General seeks suspension of 
abortion clinic's doctors, Newark Post, 
Feb. 23, 2011 available at 
http://www.newarkpostonline.com/ne



abortion clinics 
in Dover and 
Wilmington, 
Delaware 

Attorney General’s office asked the Delaware Board of 
Medical Licensure and Discipline to immediately 
suspend Albert Dworkin, M.D., for failing to report 
Gosnell’s misconduct, and Arturo Apolinario, M.D., for 
failing to report unprofessional conduct committed by 
Gosnell as well as engaging in unprofessional conduct 
himself.  The Board agreed to an emergency suspension 
of the licenses of Dworkin and Apolinario. 
 
Although the police reported they were not able to 
uncover sufficient evidence to justify an arrest or 
prosecution of Gosenll in Delaware, according to 
investigators, Gosnell used the same labor-inducing 
approach during the abortions he performed in 
Wilmington that resulted in children being delivered 
alive in his Pennsylvania practice. Some witnesses told 
investigators that they say Gosnell snip spinal columns 
of babies delivered at the Atlantic Women’s Medical 
Services abortion clinic. 
 
Atlantic Women's Medical Services closed both its 
Wilmington and Dover offices in 2011. 

ws/local/article_aa556e7c-6147-5216-
a31a-f12f75f93a7a.html?mode=jqm; see 
also Sean O’Sullivan, Why Delaware 
didn’t charge ‘house of horrors’ 
abortion doctor, USA Today, Jun. 4, 
2013 available at 
http://www.usatoday.com/story/news/
nation/2013/06/04/why-delaware-
never-charged-convicted-abortion-
doctor/2387495/; see also Press 
Release, State Suspends Physician’s 
License in Wake of Gosnell Case (Mar. 
1, 2011) available at 
http://sos.delaware.gov/news/110301-
gosnell_case_suspensions.shtml 

DE Wilmington Planned 
Parenthood of 
Delaware 

1 of 2 In Moore v. Thomas, Anita Moore alleges that Planned 
Parenthood negligently failed to diagnose and properly 
treat her ectopic pregnancy. On December 15, 2004, 
Anita was given abortion drugs by Planned Parenthood 
and told to use an off-label method of administration. 
On January 5, she returned to Planned Parenthood for 
a follow-up visit where after a urine “dip test” and 
ultrasound, she was informed by Planned Parenthood 
that she was no longer pregnant. A few days later, Anita 
began to experience problems, including sever pain in 
her back and stomach. After being rushed to the 
hospital, a urine test showed positive for pregnancy and 
an ultrasound confirmed she and an acute ruptured 
ectopic pregnancy. 

Complaint, Moore v. Thomas, De. Sup. 
Ct (Dec.13, 2006), available at 
http://abortiondocs.org/wp-
content/uploads/2012/03/Moore-vs.-
Thomas-PP.pdf  
 

   2 of 2 In May 2013, Nurse Jayne Mitchell-Werbrich testified Full text of Jayne Mitchell-Werbrich’s 



before the Delaware Senate about her experience 
working at Planned Parenthood’s abortion.  Nurse 
Mitchell-Werbrich testified that she was forced to 
resign on August 8, 2012 as conditions at Planned 
Parenthood continued to be unsafe and potentially life 
threating for patients despite numerous reports she 
sent to Planned Parenthood Administrators and State 
officials.  She testified that she personally witnessed 
unsafe and unsanitary “meat market style assembly line 
abortions.” Patients were subject to unsanitary table 
contaminated with prior patient’s blood and body 
fluids.  The clinic mishandled RhoGAM, endangering 
patients’ future pregnancies. The emergency box and 
equipment contained expired emergency medications 
as well as faulty emergency equipment such as oxygen 
mask that was no longer functional. She testified that 
there were no guidelines, no standards of care, no 
procedure, or protocol manual. IVs were being started 
using an unsterile technique and patients endured 
multiple needle sticks. Most Planned Parenthood staff 
did not wear protective gear or utilize universal blood 
and body fluid precautions. Consents for sedation and 
procedures were sometimes obtained late as staff was 
rushed and hurried. Lab work was not being performed 
correctly thus the lab value results were incorrect. 
Patients given sedation were found outside walking 
down Market St dazed and confused. Staff medical 
credentials weren’t verified. Narcotics were not being 
regulated. HIPPA privacy was violated.  Planned 
Parenthood’s Dr. Liveright once left sedated patients in 
middle of abortion procedure waiting for hours in order 
to handle a mechanical issue with his private airplane. 
 
Another Planned Parenthood of Delaware nurse, Joyce 
Vasiknois, RN, similarly testified before the Senate 
about the health and safety violations at the Planned 
Parenthood clinic. According to Nurse Vasikonis’ 

testimony before the Delaware Senate 
on May 29, 2013 available at 
http://www.aul.org/downloads/jayne_
mitchell-werbrich_testimony.pdf; see 
also full text of Joyce Vasikonis’ 
testimony before the Delaware Senate 
on May 29, 2013 available at 
http://www.greglavelle.com/wp-
content/uploads/2013/05/Joyce-
Vasikonis-Testimony-RN-Testimony-
on-May-29-before-Delaware-Senate-
Hearing.pdf; see also Tim Furlong and 
David Chang, Nurses Claim 
Wilmington Planned Parenthood Never 
Notified Wome of STDs, NBC10, Jul. 
30, 2013 available at 
http://www.nbcphiladelphia.com/news
/local/Nurses-Claim-Wilmington-
Planned-Parenthood-Never-Notified-
Women-of-STDs--217660531.html; see 
also Press Release, Senate Republicans 
Seek Safer Conditions at Planned 
Parenthood Clinics (May 29, 2013) 
available at  
http://www.delawarestatehouse.com/p
dfs/Planned_Parenthood_pdf.pdf 



testimony, all staff was inadequately trained, 
particularly in blood borne pathogens. Management 
was inadequately trained. No Policy and Procedure 
Manuals were available for staff. Planned Parenthood 
disregarded patient both needs and staff input. She 
testified experiencing both sexual and racial 
harassment. Protocol were not followed for lab results. 
Outdated equipment and supplies remained in use. 
Broken equipment remained in the clinical setting. 
HIPAA compliance (patient confidentiality) was 
violated daily. Quality and risk management policies 
were not followed or enforced. Surgical suites and 
recovery rooms were not thoroughly cleaned between 
patients. Patient complications were not reported. 
Sterile instruments were not handled in a manner 
consistent with accepted sterile technique. Planned 
Parenthood’s Dr. Timothy Liveright did not wear sterile 
gloves during procedures. Speed was the ultimate goal. 
Abortions were not reported accurately to the state. 
Staff did not correctly document meds given to the 
patient. 

DE Wilmington Timothy 
Liveright 
(Planned 
Parenthood of 
Delaware) 
 

 Among the violations cited in a complaint before the 
Delaware Board of Medical Licensure, Dr. Timothy 
Liveright was accused of multiple acts of incompetence 
and negligence including: over-sedating patients, 
performing unnecessary suction procedures, failing to 
properly asses the patients airway, lungs and heart 
prior to administering sedation, failing to properly 
assess patients, failing to properly administer oxygen, 
failing to adequately document procedures in patient 
charts, failing to consider alternative treatments, 
causing at least one perforation during surging, and 
failing to act with due competence and diligence to 
avoid unnecessary complications resulting in patients 
requiring emergency hospital treatment. The State of 
Delaware requested the permanent revocation of 
Liveright’s license to practice medicine. 

Complaint, Delaware Board of Medical 
Licensure, Timothy Fouch Liveright, 
M.D., Case No. 10-68-13, available at 
http://abortiondocs.org/wp-
content/uploads/2016/02/Liveright-
Timothy-F.-Complaint-Delaware-
Board-of-Medical-Licensure-5-30-
2013.pdf; see also Cris Barrish and Beth 
Miller, Delaware abortion doctor under 
scrutiny defends methods, USA Today, 
Jun. 3, 2013 available at 
http://www.usatoday.com/story/news/
nation/2013/06/03/abortion-doctor-
defends-methods/2383921/   



DE Wilmington Premier 
OBGYN 

 The abortion clinic Premier OBGYN was performing 
surgical abortions without the state’s required 
accreditation. The clinic has stopped performing 
surgical abortions, however it continues to provide 
chemical abortion drugs. 

Jen Rini, State: Abortion clinic will 
stop surgeries, stay open, The News 
Journal, Delaware Online, Sept. 15, 
2015 available at 
http://www.delawareonline.com/story/
news/local/2015/09/14/state-abortion-
clinic--stop-surgeries-stay-
open/72285366/ 

FL  James 
Pendergraft 

1 of 2 Dr. Pendergraft violated the law by performing a third 
trimester abortion in his clinic. First, the law requires 
such a procedure must be performed in a hospital. 
Second, the law prohibits third trimester abortions 
unless "two physicians certify in writing to the fact that, 
to a reasonable degree of medical probability, the 
termination of the pregnancy is necessary to save the 
life or preserve the health of the pregnant woman." 
Third, Pendergraft failed to comply with section 
390.0111(1)(b), Florida Statutes (2005), because he did 
not certify in writing "to the medical necessity for 
legitimate emergency medical procedures for 
termination of pregnancy in the third trimester, and 
another physician is not available for consultation." 
Finally, there was clear and convincing evidence that 
Pendergraft committed medical malpractice by failing 
to meet the standard of care for performing third 
trimester abortions. Based on these findings, the ALJ 
recommended suspension of Dr. Pendergraft's medical 
license and imposition of other penalties. 

Opinion, Administrative Appeal from 
the Department of Health, Board of 
Medicine, District Ct of Appeal of the 
State of Florida 5th District, (Jul. 2, 
2009) available at 
http://abortiondocs.org/wp-
content/uploads/2012/02/pendergrafts
uspension.pdf 

   2 of 2 As an owner and controlling interest in Orlando 
Women’s Center, Pendergraft was required at all times 
to maintain a satisfactory background screening result. 
Following the criminal charge of Pendergraft by South 
Carolina for drug related offenses, he is disqualified 
and no longer in compliance with Florida law.  

Administrative Complaint, State of 
Florida Agency for Health Care 
Administration (Jan. 14, 2016) 
available at  
http://abortiondocs.org/wp-
content/uploads/2016/02/Complaint-
against-doctor_1593617_ver1.0.pdf 

FL St. Petersburg Planned 
Parenthood 

 Planned Parenthood of St. Petersburg was one of three 
Planned Parenthood Federation of America clinics in 

Stephanie Armour, Florida 
Investigation of Planned Parenthood 



Florida ordered to stop performing second-trimester 
abortions after an investigation found they didn’t have 
the proper licenses, reported the state Agency for 
Health Care Administration. The investigation found 
Planned Parenthood of St. Petersburg illegally 
performed 25 second trimester abortions between July 
1, 2014 and June 30, 2015. 
 

Clinics Finds Deficiencies, WALL STREET 
JOURNAL, Aug. 5, 2015, available at 
http://www.wsj.com/articles/florida-
investigation-of-planned-parenthood-
clinics-finds-deficiencies-1438817376 

FL Fort Meyers Planned 
Parenthood 

 Planned Parenthood of Fort Meyers was one of three 
Planned Parenthood Federation of America clinics in 
Florida ordered to stop performing second-trimester 
abortions after an investigation found they didn’t have 
the proper licenses, reported the state Agency for 
Health Care Administration. The investigation found 
Planned Parenthood of Fort Meyers illegally performed 
21 second trimester abortions between July 1, 2014 and 
June 30, 2015. 
 

Stephanie Armour, Florida 
Investigation of Planned Parenthood 
Clinics Finds Deficiencies, WALL STREET 
JOURNAL, Aug. 5, 2015, available at 
http://www.wsj.com/articles/florida-
investigation-of-planned-parenthood-
clinics-finds-deficiencies-1438817376 

FL Naples Planned 
Parenthood 

 Planned Parenthood of Naples was one of three 
Planned Parenthood Federation of America clinics in 
Florida ordered to stop performing second-trimester 
abortions after an investigation found they didn’t have 
the proper licenses, reported the state Agency for 
Health Care Administration. The investigation found 
Planned Parenthood of Naples illegally performed 19 
second trimester abortions between July 1, 2014 and 
June 30, 2015. 
 
The Statement of Deficiencies Report from the August 
5, 2015 inspection found Planned Parenthood of Collier 
County was performing abortions past the 1st trimester 
without appropriate licensing. 
The clinic would document patient was 12 weeks 
pregnant and would not record last normal menstrual 
period. But the ultrasound showed the baby was in 
excess of 12 weeks. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
PLANNED PARENTHOOD OF Collier 
County, Inspection Date August 5, 2015, 
available at  
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/6359763.pdf; 
Stephanie Armour, Florida 
Investigation of Planned Parenthood 
Clinics Finds Deficiencies, WALL STREET 
JOURNAL, Aug. 5, 2015, available at  
http://www.wsj.com/articles/florida-
investigation-of-planned-parenthood-
clinics-finds-deficiencies-1438817376 

FL Pembroke Planned  An investigation uncovered that Planned Parenthood in Stephanie Armour, Florida 



Pines Parenthood Pembroke Pines failed to adhere to its own policy 
regarding the disposition of fetal remains, specifically 
regarding the labeling and dating of the fetal disposal of 
fetal remains. This was the case for 25 sets of remains. 

Investigation of Planned Parenthood 
Clinics Finds Deficiencies, WALL STREET 
JOURNAL, Aug. 5, 2015, available at 
http://www.wsj.com/articles/florida-
investigation-of-planned-parenthood-
clinics-finds-deficiencies-1438817376 

FL Plantation Aastra 
Women's 
Center 
 

 Evidence that abortions were performed during the 
second trimester when this facility is only licensed to 
perform first trimester abortions.  
Deficiencies cited during the August 5, 2015 inspection 
include:  

- For four sampled patients there was no date 
recorded for the last menstrual period, however 
the ultrasound images reflect gestational age in 
excess of 12 weeks.  

For two sampled patients the last menstrual period 
recorded was in excess of 14 weeks, and the ultrasound 
reflected a gestational age in excess of 12 weeks. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
Aastra Women’s Center, dated August 5 
2015, available at  
http://abortiondocs.org/wp-
content/uploads/2015/09/6362743.pdf 

FL Miami Advance 
Woman’s Care 
Center 

 The Statement of Deficiencies Report from March 15, 
2016 inspection found the Advance Woman’s Care 
Center failed to ensure the required annual in-service 
training.  
 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
Advance Woman’s Care Center, dated 
March 15, 2016, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/6889484.pdf 

FL Tampa All Women’s 
Health Center 
of Tampa 

 The Statement of Deficiencies Report from April 28, 
2016 inspection found deficiencies at All Women’s 
Health Center of Tampa to include:  

- Failure to ensure patient monitoring 
equipment was checked and/or tested annually 
to ensure safe and proper operation.  

• Patient equipment was past due for 
preventative maintenance.  

• Ultrasound machine, suction 
machine, and AED (automatic 
external defibrillator) did not have 
any preventative maintenance or 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, All 
Women’s Health Center of Tampa, 
dated April 28, 2016, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/6999440.pdf   



electrical safety check stickers noted 
on the equipment.  

- Failure to ensure second trimester written 
policies and procedures had been reviewed and 
approved by the clinic’s medical director.  

Failure to ensure all clients, families, and 
representatives were informed of the right to report 
complaints, abuse, and Medicaid Fraud for 10 out of 10 
records reviewed. 

FL  Randall 
Whitney 

1 of 2 On March 27, 2011, Randall Whitney was arrested for 
intentionally striking patient A.R. during or following 
an attempt to prepare her for a procedure. On October 
4, 2011, Whitney plead no contendere to one count of 
crime misdemeanor battery, in the Orange County 
Florida Circuit Court. He was sentenced to one day, and 
court costs and fines.  
 
In August 2012, the Department of Health sought the 
revocation or suspension of Whitney’s medical license.  

Administrative Complaint, State of 
Florida Department of Health, Case No. 
2010-18780, Filed August 20, 2012 
available at 
http://abortiondocs.org/wp-
content/uploads/2012/10/Randall-
Whitney-Administrative-Complaint-
Aug-17-2012.pdf; see also Steven Ertelt, 
Abortion ‘Doctor’ in Florida Arrested 
and Jailed for Avoiding Criminal Trial, 
LifeNews.com, Sept. 23, 2010 available 
at 
http://www.lifenews.com/2010/09/23/
state-5478/ 

   2 of 2 This case involves a child, J.F., and her mother, C.H., 
who claim that Whitney committed medical 
malpractice. The case alleges that C.H. arrived at the 
Orlando Women's Center for an abortion.  When she 
arrived at the clinic, she received a sonogram and was 
“counseled” by one of the staff members for about three 
minutes.   C.H. was advised that she would be given 
medication that would slow down and eventually stop 
her fetus' heart, and that the fetus would thereafter be 
stillborn.   The information provided to C.H. by the 
Center about the abortion procedure was inaccurate, 
including the statement that the procedure would be 
performed by a doctor.   After C.H. was given 
medication, no doctor examined her and no one 

Whitney v. C.H. , Supreme Ct. of Fla. 
(May 30, 2008), available at 
http://abortiondocs.org/wp-
content/uploads/2013/07/Whitney-vs.-
C.H.-Supreme-Court-of-Florida-
Petitioners-Initial-Brief-on-
Jurisdiction-9-5-2008.pdf 



checked on her progress.   Every couple of hours C.H. 
was given more medication.   After twelve hours at the 
center, while in active labor and after her request for a 
doctor and pain medication were rejected, C.H. was 
ordered by a staff member to leave the Center.   C.H. 
drove herself home.   Shortly thereafter, C.H. called 
911.   C.H. was transported to a local hospital where 
she gave birth to J.F. a few hours later.   J.F. was born 
prematurely, suffering permanent physical and mental 
injuries.   The complaint alleged that Whitney's 
conduct constituted gross negligence and said 
negligence contributed to J.F.'s premature birth and 
resulting disability. 

FL Fort Meyers Southwest 
Florida 
Women’s 
Clinic 

1 of 2 The Florida Agency for Health Care Administration, 
Statement of Deficiencies and Plan of Correction on 
August 14, 2012 found deficiencies at Southwest 
Florida Women’s Clinic to include violations of 
standards regarding maintenance of patient monitoring 
equipment and surgical equipment.  
 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
Southwest Florida Women’s Clinic, 
dated August 14, 2012, available at 
http://abortiondocs.org/wp-
content/uploads/2012/10/Southwest-
Florida-Womens-Deficiency-Report-
Aug-14-2012.pdf 

   2 of 2 The Florida Agency for Health Care Administration, 
Statement of Deficiencies and Plan of Correction on 
May 31, 2012 found deficiencies at Southwest Florida 
Women’s Clinic to include violations of standards 
regarding equipment maintenance.  The clinic failed to 
follow the manufacturer’s specifications for periodic 
checking and testing of the sterilization machine. The 
instrument tray was observed to be a dark brown and 
dust was found on the door. The manual noted the 
machine should be cleaned once a week, but during an 
interview the Nurse said “I clean it once a month.” The 
Nurse was not able to provide a history of testing, 
maintenance, or cleaning of the sterilizer. 
 
Based on client medical record reviews and staff 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
Southwest Florida Women’s Clinic, 
dated May 31, 2012, available at 
http://abortiondocs.org/wp-
content/uploads/2012/10/Southwest-
Florida-Womens-Deficiency-Report-
May-31-2012.pdf 



interviews, the clinic further failed to ensure the 
appropriate abortion procedures was in keeping with 
the clinic’s licensed procedures for first trimester 
abortions.  

FL Gainesville All Women’s 
Health Center 
of Gainesville 

1 of  2 Deficiencies cited following an April 3, 2015 inspection 
of Gainesville All Women’s Health Center included: 

- Failure to ensure dated supplies and materials 
were not being used beyond their expiration 
date. Inspectors found: 

• Expired medications and supplies.  
• Unlabeled syringes containing 

liquids.  
- Failure to ensure clinical records involving 

second trimester abortion procedures were 
kept confidential and secure. 

Director was the only one in the facility that conducted 
the ultrasound and then the Physician reviews them. 
However, there was no documented evidence that she 
completed the course in operation of ultrasound 
equipment. Instead, the Director stated she was in the 
process of completing the course training for NAF and 
had not completed it at this time.  

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ALL WOMEN'S HEALTH CENTER OF 
GAINESVILLE, INC., dated April 3, 
2015, available at  
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/6072100.pdf 

   2 of 2 Deficiencies cited following June 28, 2010 inspection of 
All Women’s Health Center of Gainesville found the 
facility failed to make sure employees are trained in 
procedures to ensure the protection and safety of 
patients including infection control and fire protection.  

-  

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ALL WOMEN'S HEALTH CENTER OF 
GAINESVILLE, INC., dated June 28, 
2010, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2474678.pdf 

FL Gainesville Bread and 
Roses Well 
Woman Care 

1 of 2 Deficiencies cited following August 5, 2015 inspection 
of Bread and Roses Well Woman Care included that the 
records for five sample patients there was no date 
recorded for the last menstrual period. However the 
ultrasound indicated that the gestational age was above 
12 weeks. The facility is only licensed for first trimester 
abortions. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
BREAD AND ROSES WELL WOMAN 
CARE, dated August 5, 2015, available 
at  
http://apps.ahca.myflorida.com/dm_w



eb/DMWeb_Docs/6362521.pdf 
   2 of 2 Deficiencies cited following March 25, 2011 inspection 

included that the Bread and Roses facility failed to 
assure that medical records were complete regarding 
ultrasound records being on file. 

-  

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
BREAD AND ROSES WELL WOMAN 
CARE, dated March 25, 2011, available 
at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/3006208.pdf 

FL Clearwater Bread and 
Roses 

 The Statement of Deficiencies Report from March 18, 
2016 inspection found deficiencies at Bread and Roese 
clinic to include:  

- Failure to ensure all clients, families or 
representatives are informed of their right to 
report complaints, abuses, and Medicaid 
Fraud. 

Failure to maintain position descriptions that delineate 
duties and responsibilities of staff. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction,  
Bread and Roses, dated March 18, 2016, 
available at  
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/6888656.pdf   

FL Fort 
Lauderdale 

All Women’s 
Clinic 

1 of 4 The Statement of Deficiencies Report from a February 
5, 2016 inspection of All Women’s Clinic in Fort 
Lauderdale found deficiencies to include a failure to 
provide an adequate area for the cleaning and 
sterilizing of instruments.  

- Brush lying behind the sink in the room was 
observed to have particles of brown matter 
between the bristles of the brush.  

- Uncovered tray containing blood stained 
disposable cloths utilized during surgical 
abortion procedure was lying on the counter.  

Basin containing soiled surgical instruments which 
were being cleaned in liquid solution, was also lying on 
the counter in the room.  

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ALL WOMEN'S CLINIC LLC, dated 
February 5, 2016, available at  
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/6786571.pdf 

   2 of 4 The deficiencies cited, following an August 31, 2010 
inspection of All Women’s Clinic include d that the 
facility failed to report serious injury of a patient to the 
Florida Agency for Health Care Administration within 
10 days of the incident. The incident letter which was 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ALL WOMEN'S CLINIC LLC, dated 
August 31, 2010, available at 



eventually sent to the Agency revealed that a Second 
Trimester Abortion Patient had sustained a serious 
injury during the abortion procedure resulting in a 
perforated uterus. 

http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2658552.pdf 

   3 of 4 The Statement of Deficiencies Report from a May 24, 
2013 inspection of All Women’s Clinic found 
deficiencies included that there was no follow-up 
telephone contact made with second trimester abortion 
patients, within 24 hours of the surgery, to assess the 
patient’s recovery. This was the case for 2 of 3 Patients 
Records sampled.  

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ALL WOMEN'S CLINIC LLC, 
Inspection Date May 24, 2013, available 
at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4684104.pdf 

   4 of 4 - The Statement of Deficiencies Report from a 
September 24, 2014 inspection of All Women’s 
Clinic found that the facility did not ensure that 
all patients monitoring equipment and surgical 
equipment is checked and/or tested in 
accordance with manufacturer’s specifications 
at periodic intervals, not less than annually, to 
ensure proper operation, and state of good 
repair.  The ultrasound machine was last tested 
in 2012, and the blood pressure machine was 
last tested in 2009. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ALL WOMEN'S CLINIC LLC, dated 
September 24, 2014, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/5676281.pdf 

FL Fort 
Lauderdale 

Fort 
Lauderdale 
Women’s 
Center 

1 of 2 The Statement of Deficiencies Report from a May 17, 
2013 inspection of Fort Lauderdale Women’s Center 
found that recovery room standards were not met as 
evidenced by the fact that a physician did not sign 
discharge orders for 4 of the 4 patient files reviewed, as 
required. In some cases, the discharge records were 
initialed by a medical assistant. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
FORT LAUDERDALE WOMEN'S 
CENTER, LLC, dated May 17, 2013, 
available at  
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4715591.pdf 

   2 of 2 The Statement of Deficiencies Report from December 
28, 2015 inspection of Fort Lauderdale Women’s 
Center found the clinic failed to provide patients with 
the required information of a statewide toll-free 
number for reporting complaints to the Agency for 
Health Care Admin.  

Florida Agency for Health Care 
Administration, Revisit Report, FORT 
LAUDERDALE WOMEN'S CENTER, 
LLC, dated December 28, 2015, 
available at   
http://apps.ahca.myflorida.com/dm_w



eb/DMWeb_Docs/6722910.pdf 
FL Miramar Miramar 

Woman Center 
 The Statement of Deficiencies Report from an April 

2013 inspection of Miramar Woman Center found the 
deficiencies to include:  

- The center did not meet the minimum 
standards of construction and specified 
minimum essential physical plant 
requirements.  

- The center did not meet the standards for 
equipment maintenance. Based on the 
observation and interview, the facility failed to 
have patient monitoring equipment checked 
and/or tested in accordance with the 
manufacturer’s specifications at periodic 
intervals, not less than annually, to insure 
proper operation and a state of good repair. 

Neither the abortion suction machine nor the 
defibrillator hand been checked/tested since August 
2011.  

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
MIRAMAR WOMAN CENTER, dated 
April 25, 2013, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4640122.pdf 

FL Jacksonville A Woman’s 
Choice of 
Jacksonville 

 - The Statement of Deficiencies Report from an 
October 6, 2011 inspection of A Woman’s 
Choice of Jacksonville found that the facility 
failed to ensure the written procedures 
available to clinic personnel had been reviewed 
and approved annually by the clinic’s medical 
director. A review of the clinic’s procedure 
manual revealed that the last review by the 
clinic’s medical director was in 2009. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S CHOICE OF 
JACKSONVILLE, dated October 6, 
2011, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/3511665.pdf 

FL Jacksonville All Women’s 
Health Center 
of Jacksonville 

1 of 3 The Statement of Deficiencies Report from February 4, 
2010 inspection of All Women’s Health Center of 
Jacksonville found deficiencies to include:  

- The facility failed to ensure that the emergency 
drug box was checked on a regular basis to 
ensure that the medications were not expired. 

• When the drug box was observed, 
the inspector found that nine vials 
of Phenergan, and one vial of 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ALL WOMEN'S HEALTH CENTER OF 
JACKSONVILLE, INC., dated February 
4, 2010, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2121409.pdf 



Flumazenil had expired in 2009. 
• Interviews with the facility 

administrator and the nurse 
practitioner revealed that the 
facility was not performing the 
functions indicated on the 
“Emergency Equipment Checklist 
on Every Clinic Day” log. 

- Review of medical records revealed that the 
facility failed to ensure that all physicians 
practicing at the facility performs a bimanual 
exam to estimate uterine size and palpation of 
the adnexa prior to the procedure. Review of 
five patients’ charts revealed that there was no 
documentation that one of the physicians had 
performed a manual exam prior to the 
procedure. 

-  
   2 of  3 The Statement of Deficiencies Report from April 11, 

2013 inspection of All Women’s Health Center of 
Jacksonville found deficiencies to include that 

- The clinic was in non-compliance with the 
Florida Licensure requirements. 

- Six of the six records sampled were found to be 
incomplete in documenting all facility-required 
patient-related assessments. 

• Two of the six sample patient’s 
records did not include the evidence 
that the required 15 minute 
assessments during recovery were 
performed.  

• Six of six sampled patients’ medical 
records revealed that the surgical 
procedure forms were missing 
required patient assessments. 

• Six of six records revealed that the 
documentations failed to include 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ALL WOMEN'S HEALTH CENTER OF 
JACKSONVILLE, INC., dated April 11, 
2013, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4595507.pdf 



the required physical exam general 
assessment prior to surgical 
procedure (to include assessment of 
heart, lungs, abdomen, uterus, and 
pelvic). 

Two of the six sample patient’s documentation failed to 
include the required “condition on discharge.” 

   3 of 3 The Statement of Deficiencies Report from February 14, 
2014 inspection of All Women’s Health Center of 
Jacksonville found the following deficiencies:  

- The facility failed to meet the standard for 
clinic personnel to be adequately trained and 
capable of providing appropriate service and 
supervision to the patients.  

For three staff members, their Basic Life Saving 
Certification expired in December 2010. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ALL WOMEN'S HEALTH CENTER OF 
JACKSONVILLE, INC., dated February 
14, 2014, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/5180239.pdf 

FL Jacksonville Florida 
Women’s 
Center 

1 of 3 The Statement of Deficiencies Report from an April 10, 
2009 inspection of Florida Women’s Center found 
deficiencies included:  

- Florida Women’s Center was not in compliance 
with all of the licensure requirements. 

- Facility maintenance records revealed that the 
annual inspection and calibration of equipment 
had not occurred since February 2007. 

- Facility personnel records show the facility 
failed to provide documentation that staff was 
adequately trained and capable of providing 
appropriate service, and supervision to the 
patients. The review of personnel records 
found that there was not documentation that 
the medical assistants were trained, the facility 
had established competencies, or that whoever 
trained the staff had ensured that staff was 
competent to work in the areas where they 
were employed. 

- The Facility failed to provide in-service training 
programs including infection control, fire 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
FLORIDA WOMEN'S CENTER, INC, 
dated April 10, 2009, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1500719.pdf 



protection, confidentiality of patient 
information and records, protecting patient 
rights, and incident reporting at the beginning 
of employment and at least annually thereafter. 
The personnel records revealed that in-service 
training on infection control and fire protection 
had not occurred since February 2007. There 
was no documentation that annual in-service 
training on confidentiality of patient 
information and records, protecting patient 
rights, and incident reporting had been 
provided to staff. 

 
   2 of  3 The Statement of Deficiencies Report from a February 

16, 2011 inspection of Florida Women’s Center found 
deficiencies to include:  

- A review of the personnel records found that 
training requirements for personnel were not 
met. The facility had not conducted annually 
required personnel training specific to 
Infection Control practices including 
universal/standard precautions against blood-
borne diseases, hand washing, use of personal 
protective equipment such as masks and 
gloves, and instruction to staff on what should 
be done if there is a likelihood of transmitting a 
disease to patients or other staff members. 

- The facility had not conducted annually 
required personnel training on Incident 
Reporting.   

 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
FLORIDA WOMEN'S CENTER, INC, 
dated February 16, 2011, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2930675.pdf 

   3 of  3 The Statement of Deficiencies Report from a July 29, 
2014 inspection of Florida Women’s Center found 
deficiencies to include:  

- The facility failed to ensure staff orientation 
and annual training including fire safety, other 
safety measures, medical emergencies, and 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
FLORIDA WOMEN'S CENTER, INC, 
Inspection Date July 29, 2014, 
available at 



infection control were completed for two of the 
five employee records reviewed. 

- The facility failed to ensure that all supplies 
and medications were not available for patient 
use beyond the manufacturer’s expiration date. 

- Observation of the Emergency Medication Kit 
on July 29, 2014 revealed six vials of various 
medications which had expired in 2012, one 
vial which expired in 2013, one vial which had 
expired in 2011, and, two vials which expired 
earlier in 2014. 

Observation of the Medication Room revealed 
additional expired medications namely twenty-one 
bottles of Lidocaine which had expired in April 2014, 
and over a hundred pre-filled syringes filled from the 
bottles of expired Lidocaine labeled with orange post-it 
notes. There were also unlabeled medications on the 
counter including twenty-five unlabeled bottles 
containing four pills each, and another set of thirty 
unlabeled bottles containing ten pills each.   

http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/5545334.pdf 

FL Fort Myers Southwest 
Florida 
Women’s 
Clinic 

1 of 2 The Statement of Deficiencies Report from the May 31, 
2012 inspection of Southwest Florida Women’s Clinic 
found deficiencies included:  

- The Southwest Florida Women’s Clinic did not 
meet standards for equipment maintenance as 
evidenced by the fact that the clinic failed to 
provide a written preventive maintenance 
program for the Auto Clave sterilization 
machine. The facility failed to follow the 
manufacturer’s specifications for periodic 
checking and testing to insure proper 
operation. 

- The Auto Clave sterilizer had last been tested in 
April 2008. During an interview with a nurse 
she indicated that she cleans the Auto Clave 
once a month, the manufacturers manual 
indicates that it should be cleaned once a week. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
SOUTHWEST FLORIDA WOMEN'S 
CLINIC, dated May 31, 2012, available 
at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4007661.pdf 



The client medical record reviews and staff interviews 
revealed that the clinic failed to ensure the appropriate 
abortion procedures was in keeping with the clinics 
licensed procedures for first trimester abortions (for 
one of ten sampled clients). The medical records and 
nurse interview revealed that the 2nd trimester abortion 
was started at the Southwest Florida Women’s Clinic, 
but that the physician completed the procedure at is 
doctor’s office in Port Charlotte. The “mechanical 
abortion” was performed over a two day period. The 
Betadine Tent was inserted into the second trimester 
patient at the Southwest Florida Women’s Clinic in Fort 
Myers. The nurse said that the mechanical aspiration 
was done in Port Charlotte.  

   2 of 2 The Statement of Deficiencies Report from the August 
14, 2012 inspection of Southwest Florida Women’s 
Clinic found deficiencies included:  

- This revisit (following an earlier inspection 
from May 2012), found uncorrected 
deficiencies. 

- The Southwest Florida Women’s Clinic still has 
not met standards for equipment maintenance 
as evidenced by the fact that the facility failed 
to provide a written preventive maintenance 
program for the Auto Clave sterilization 
machine. The clinic failed to follow the 
manufacturer’s specifications for periodic 
checking and testing to insure proper 
operation, and failed to provide documentation 
of a maintenance program ensuring reused 
equipment is sanitized.  

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
SOUTHWEST FLORIDA WOMEN'S 
CLINIC, dated August 14, 2012, 
available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4187801.pdf 

FL Miami A Choice for 
Women 

 The Statement of Deficiencies Report from the October 
5, 2010 inspection of A Choice for Women found 
deficiencies included:  

- The facility failed to ensure preventive 
maintenance was completed on all surgical 
equipment, and equipment utilized for patient 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
CHOICE FOR WOMEN, INC., dated 
October 5, 2010, available at 
http://apps.ahca.myflorida.com/dm_w



monitoring. 
- The surveyor observed that the following 

equipment needed current preventive 
maintenance: Ultrasound, suction unit, 
vacuum, sterilization machine, and cardiac 
monitor. 

 

eb/DMWeb_Docs/2710821.pdf 

FL Miami A Eve’s Clinic 
& Referral 
Service 

1 of  2 The Statement of Deficiencies Report from the May 16, 
2016 inspection of A Eve’s Clinic found a failure to 
ensure that clinical records were accurately 
documented.  Clinical record stated that patient was 
there for 1st trimester abortion but the remaining info 
showed the procedure was for a 2nd trimester (D&E).  
 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
EVE'S CLINIC & REFERRAL SERVICE, 
INC., Inspection Date January 6, 2011, 
available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/7077350.pdf 

   2 of 2 The Statement of Deficiencies Report from the January 
6, 2011 inspection of A Eve’s Clinic found deficiencies 
included:  

- The facility failed to ensure laboratory supplies 
were maintained according to manufacturer’s 
instructions and in a manner that ensures 
accurate test results. 

- Outdate/expired specimen collection supplies 
were found.  

•  

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
EVE'S CLINIC & REFERRAL SERVICE, 
INC., dated January 6, 2011, available 
at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2883320.pdf 

FL Hialeah  A Hialeah 
Women Center 

 The Statement of Deficiencies Report from the 
February 18, 2013 inspection of A Hialeah Women 
Center found deficiencies included the facility failed to 
maintain complete accurate clinical records. Two 
patient records reviewed revealed no documentation 
that showed recovery period for these patients. 

-  

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
HIALEAH WOMEN CENTER, INC., 
dated February 18, 2013, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4565837.pdf 

FL  Frank 
Rodriguez 

 On September 22, 2012 at Presidential 
Women’s Center, Frank Rodriquez performed 
an elective abortion on patient. It was alleged 
that there was complications due to a retained 
surgical instrument. The patient passed away 

Florida Office of Insurance Regulation 
Medical Malpractice Closed Claims 
Report. Submitted April 2, 2015, 
available at 
http://abortiondocs.org/wp-



five days after the abortion. The case ended in 
Settlement 

content/uploads/2016/05/Sept-2012-
Death-of-31-year-old-Lady-after-
Surgical-Instrument-Left-Inside-After-
Abortion-100K-Malpractice-
M201574094-1.pdf 

FL North Miami 
Beach 

A Medical 
Office for 
Women 

1 of 6 A Medical Office for Women is a repeat offender. 
Deficiency reports from April 2009, June 2010, April 
2011, September 2011, and March 2014 revealed 
expired medications and supplies, including emergency 
medications. Deficiency reports from June 2010, and 
September 2011 revealed rusty surgical equipment. 
Deficiency reports from June 2010, April 2011, and 
September 2011 revealed that the facility did not 
maintain equipment, including emergency equipment--
reports from June 2010 and April 2011 observed that 
the facility did not even have a defibrillator on the 
premises. 
 

The Statement of Deficiencies Report from the 
January 13, 2016 inspection of A Medical Office 
for Women found a failure to ensure staff 
received annual in-service training. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
MEDICAL OFFICE FOR WOMEN, 
dated January 13, 2016, available at  
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/6686776.pdf 

   2 of 6 The Statement of Deficiencies Report from the April 1, 
2009 inspection found the following deficiencies:  

- The facility failed to maintain current and up to 
date supplies. 

- In the procedure room the surveyor observed 
expired vials of various medications including 
one vial of Diphenhydramine which expired in 
July 2007, one vial of Ampicillin which expired 
in June 2008, one vial of gentamicin which 
expired in February 2007, and three vials of 
Gentamicin which expired in October 2008. 

- The facility does not meet the standard for 
required resuscitative medications, as 
evidenced by the fact that the facility failed to 
maintain their crash cart, which includes 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
MEDICAL OFFICE FOR WOMEN, 
dated April 1, 2009, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1430086.pdf 



emergency medications. 
- The surveyor observed a box with words “crash 

cart” on it. The box contained expired and 
outdated supplies. The box did not contain any 
resuscitative medications.  

   3 of 6 The Statement of Deficiencies Report from the June 8, 
2010 inspection found deficiencies included:  

- The facility failed to maintain sterile suturing 
equipment and supplies, and a crash cart with 
emergency medications. 

- During an inspection of the sterilization room, 
the surveyors observed rust on the surgical 
instruments. The surveyor also observed rust 
on the surgical instruments within the 
procedure room, contained in a clear packaging 
with the indication that they had been 
sterilized. 

-  The surveyor also observed expired 
medications including Isuprel, which had 
expired in August 2009, Atropine and 
Nalbuphine which expired in February 2010. 

- The facility also failed to ensure emergency 
equipment is provided for immediate use. The 
facility did not have a defibrillator. 

- The facility failed to ensure surgical 
instruments shall be cleaned and checked for 
function after use to ensure proper operation 
and a state of good repair, as evidenced by the 
rusty instruments in the sterilization room and 
procedure room. 

- Further, a review of the personnel records 
revealed that the facility failed to ensure in-
service training included fire protection, 
licensing regulations, and incident reporting.  

The facility did not meet the standard for clinical 
records as evidenced by a record review which revealed 
that the facility failed to ensure clinical records for one 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
MEDICAL OFFICE FOR WOMEN, 
dated June 8, 2010, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2483740.pdf 



out of six sampled patients was accurately documented. 
The record revealed that the patient signed her 
recovery room form prior to the actual procedure. The 
patient did not complete the procedure at this facility—
the procedure was completed at the facility’s south 
location.  

   4 of 6 The April 21, 2011 inspection was intended as a follow 
up to the June 8, 2010 inspection, however the facility 
was found to be in non-compliance with the abortion 
facility standards at the time of inspection. Deficiencies 
found included: 

- The facility failed to maintain their emergency 
medications. Observation of the facilities 
“crash cart” revealed expired medications 
including: Lactated Ringer’s Intravenous 
Solution which expired in April 2009, Atropine 
which expired in November 2010, and 
Lidocaine Hydrochloride injection which 
expired in November 2010. 

- The facility did not meet the standard for 
emergency equipment as evidenced by the fact 
that it still did not have a defibrillator on hand 
at the time of the inspection.   

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
MEDICAL OFFICE FOR WOMEN, 
dated April 21, 2011, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/3084639.pdf 

   5 of 6 The Statement of Deficiencies Report from the 
September 15, 2011 inspection found the deficiencies at 
A Medical Office for Woman included: 

- The facility failed to maintained sterile suturing 
equipment and supplies. 

- On inspection of the examination room, the 
surveyors observed seven surgical tools called 
Curettes (designed with a metal rod handle on 
one end and a loop on the other end). 
Observation of the Curettes revealed a brown-
stained corrosion on the inside of the loop of 
the Curettes which appeared to be rust. Seven 
Curettes were observed to have brown-stained 
corrosions located inside the loop of the 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
MEDICAL OFFICE FOR WOMEN, 
Inspection Date September 15, 2011, 
available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/3496285.pdf 



surgical instruments. On the back of the sealed 
clear bags storing the Curettes was a hand 
written date of 1/15/2007—indicating the last 
time the Curettes had been sterilized. These 
rusty surgical instruments were located on a 
shelf in plain view next to the surgical 
examination table. 

- The inspectors also observed three expired 
bottles of antiseptic in the surgical examination 
room. Two of the bottles had expired in August 
1995, and one bottle expired in May 2005. 

- The facility also did not meet the standards for 
Equipment Maintenance, as evidenced by the 
observation that the facility failed to maintain 
records on emergency equipment indicating its 
history of maintenance and the facility failed to 
ensure that surgical instruments are clean in a 
state of good repair. 

- During the inspection of the examination room 
the inspectors observed a defibrillator, a vital 
signs monitor, a suctioning machine and an 
ultrasound machine—each piece of equipment 
had a sticker indicating that the due date for 
scheduled maintenance was May 2010. The 
staff was not able to produce maintenance logs 
for these four pieces of equipment. Another 
larger suction machine had a sticker which said 
“quality assurance 1987.” 

- An inspection of the resuscitation equipment 
revealed that it was uncovered and contained 
dust particles inside the mask. 

   6 of 6 The Statement of Deficiencies Report from the March 
12, 2014 inspection found deficiencies at A Medical 
Office for Woman included that the facility failed to 
ensure laboratory supplies were maintained according 
to manufacturer’s instructions and in a manner that 
ensures accurate test results.  The inspector observed 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
MEDICAL OFFICE FOR WOMEN, 
Inspection Date March 12, 2014, 
available at 



outdated/expired specimen collection supplies. The 
tubes had an expiration date of July 2013. 

-  

http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/5259877.pdf 

FL Miami A Woman’s 
Care 

1 of 2 The Statement of Deficiencies Report from the April 27, 
2010 inspection found deficiencies at A Women’s Care 
included:  

- The facility failed to maintain the crash cart, 
which includes emergency medications. 
Observation of the crash cart revealed various 
expired medications including, Isuprel and 
Ipecac Syrup both of which expired in February 
2009, another container of Ipecac which 
expired in March 2010, and Nailbuphine which 
expired in August 2009. 

- The facility failed to ensure emergency 
equipment provided for immediate use is 
maintained in functional condition. The 
inspector observed that the defibrillator was 
not functional and needed a new battery. 

- The facility did not meet the standard for clinic 
personnel as evidenced by the record review 
which revealed the facility failed to ensure in-
service training was conducted on an annual 
basis included fired protection, licensing 
regulations, infection control, confidentiality of 
patient information, and incident reporting. 
The review revealed that four of the five 
personnel records observed did not include in-
service training on these topics. 

-  

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S CARE, Inspection Date April 
27, 2010, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2310567.pdf 

    The Statement of Deficiencies Report from the March 
21, 2013 inspection found deficiencies at A Woman’s 
Care included:  

- The provider failed to ensure the maintenance 
of surgical equipment. Observation of the 
defibrillator, cardiac monitoring machine, 
adjustable examination light, sterilization 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S CARE, Inspection Date 
March 21, 2013, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4559904.pdf 



equipment, suction machine, and the surgical 
table had not been calibrated since March 2011. 

- The facility did not meet clinic personnel 
standards as evidenced by a record review 
which revealed the facility failed to provide 
annual in-service training to two of three 
employees, whose records were inspected. 

 
FL Hollywood A Woman’s 

Center of 
Hollywood 

 The Statement of Deficiencies Report from the March 
2, 2016 inspection found deficiencies included a failure 
to ensure emergency medications on the crash cart 
utilized to support the procedures performed during 
the 2nd trimester of pregnancy were not expired. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S Center of Hollywood, 
Inspection Date March 2, 2016, 
available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/6848340.pdf 

FL Hialeah A Woman’s 
Choice 

1 of 4 The Statement of Deficiencies Report from the 
November 17, 2009 inspection found deficiencies 
included that A Woman’s Choice LLC failed to maintain 
their crash cart, which includes emergency 
medications. The inspection revealed that the crash 
cart contained various expired medications including 
Atropine sulfate which expired in January 2009, 
Dextrose which expired in August 2009, and Sodium 
Bicarbonate which expired in May 2009. 
 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S CHOICE, LLC, Inspection 
Date November 17, 2009, available at  
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1996036.pdf 

   2 of 4 The Statement of Deficiencies Report from the 
September 30, 2010 inspection found deficiencies at A 
Woman’s Choice LLC included:  

- The facility failed to ensure in-service training 
is provided for all employees including full 
time, part time, contracted employees and 
volunteers at the beginning of employment and 
at least annually thereafter. Review of 
personnel records and the employee handbook 
revealed that two out of three employees last 
signed acknowledgment of orientation/in-

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S CHOICE, LLC, Inspection 
Date September 30, 2010, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2730147.pdf 



service training in 2008. 
The facility did not meet the standard for clinic 
policies/procedures as evidenced by, the fact that the 
facility failed to have their written policies and 
procedures reviewed and approved annually by the 
clinic’s medical director. The last date of 
revision/review was September 2008.  

   3 of 4 The Statement of Deficiencies Report from the 
September 26, 2011 inspection found deficiencies at A 
Woman’s Choice included: 

- The facility failed to ensure that preventive 
maintenance was conducted on all surgical 
equipment. Observation of the 
defibrillator/vital signs monitor machine, the 
suction machine, the sterilizer machine, and 
the ultrasound machine had stickers indicating 
they were due for maintenance on March 2011. 

- The facility did not meet the standard for 
clinical records as evidenced by a record review 
revealing that the facility failed to accurately 
document clinical records for one out of five 
sampled patients. One of the patient records 
showed that she received two abortions one in 
January 2011, and one in September 2011. Her 
file did not contain a consent form for the 
abortion conducted in September 2011. 

-  

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S CHOICE, LLC, Inspection 
Date September 26, 2011, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/3508353.pdf 

   4 of 4 The Statement of Deficiencies Report from the March 
26, 2014 inspection found deficiencies at A Woman’s 
Choice included:  

- The facility failed to ensure that all employees 
received yearly in-service training.  

- The facility failed to ensure expired supplies 
and medications were removed as appropriate 
relating to two of six packages of BD 
Vacutainers observed, as well as an expired 
bottle of medication found in the procedure 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S CHOICE, LLC, Inspection 
Date March 26, 2014, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/5259906.pdf 



room, and an expired bottle of hydrogen 
peroxide found in the procedure room. 

- The facility failed to meet recovery room 
standards as evidenced by record review 
revealing that the facility failed to demonstrate 
appropriate staff monitored the recovery room 
after second trimester procedures were 
completed for three of three second trimester 
abortion patient files reviewed. 

-  
FL Hialeah A Woman’s 

Option 
1 of 6 - The Statement of Deficiencies Report from the 

March 18, 2015 inspection found deficiencies at 
A Woman’s Option included a failure that the 
defibrillator machine was not inspected within 
the last year (the last inspection was done 
9/2012) and a failure to ensure staff 
maintained current licensure. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S OPTION, Inspection Date 
March 18, 2015, available at  
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/6115091.pdf   

   2 of 6 - The Statement of Deficiencies Report from the 
December 18, 2012 inspection found A 
Woman’s Option was not in compliance with 
the standards for clinic supplies/equipment as 
evidenced by the observation that the facility 
failed to maintain their emergency 
medications. The inspector found that there 
were expired emergency medications contained 
in the facilities crash cart. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S OPTION, Inspection Date 
December 18, 2012, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4395712.pdf 

   3 of 6 The Statement of Deficiencies Report from the April 24, 
2014 inspection found the following deficiencies:  

- A Woman’s Option failed to ensure that expired 
medications were removed from the facilities 
crash cart for two medications. 

-  The facility failed to meet the standards for 
equipment maintenance. The facility failed to 
ensure a preventative maintenance program 
was established for the facilities mechanical 
equipment—including ensuring that this 
equipment is inspected on an annual basis for 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S OPTION, Inspection Date 
April 24, 2014, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/5385447.pdf 



proper operation and calibration. Observation 
of the facilities procedural, emergency, and 
sterilization equipment revealed the 
mechanical equipment including the 
defibrillator, ultrasound machine observed in 
the procedure room, autoclave, and mechanical 
suction, lacked indication of routine inspection. 
A second ultrasound machine had a sticker 
indicating that it was last inspected in August 
2011. 

 
   4 of 6 The Statement of Deficiencies Report from the July 13, 

2009 inspection found A Woman’s Option, INC. did 
not meet the standard for clinical records. The facility 
failed to ensure clinical records for two out of ten 
sampled patients were complete and accurately 
documented. Two patients were under the age of 18 at 
the time of their abortion procedures—the facility failed 
to ensure parental notice and judicial waiver were 
provided prior to providing the abortion. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S OPTION, INC., Inspection 
Date July 13, 2009, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1672273.pdf 

   5 of 6 The Statement of Deficiencies Report from the August 
19, 2009 inspection found deficiencies included:  

- A Woman’s Option, INC. failed to have a crash 
cart at the location. 

- A review of the facilities records revealed that 
the abortion clinic failed to demonstrate a 
licensed physician had been designated to serve 
as medical director.  

The facility failed to ensure in-service training included 
fire protection, infection control, and confidentiality of 
patients, licensing regulations, and incident reporting. 
Review of personnel records revealed orientation 
documentation had not been provided to clinic staff. 
The administrator was unable to provide 
documentation demonstrating compliance with this 
requirement. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S OPTION, INC., Inspection 
Date August 19, 2009, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1738823.pdf 

   6 of 6 The Statement of Deficiencies Report from the May 5, Florida Agency for Health Care 



2010 inspection found A Woman’s Option, INC. did not 
meet the standard for clinic personnel. The facility 
failed to ensure in-service training included fire 
protection, infection control, confidentiality of patients, 
licensing regulations, and incident reporting was 
provided to the medical assistant who helps with 
patient care. 
 

Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S OPTION, INC., Inspection 
Date May 5, 2010, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2362119.pdf 

FL Miami A-1 Woman’s 
Health Care, 
Inc. 

1 of  3 The Statement of Deficiencies Report from the April 
20, 2009 inspection found:  

- A-1 Woman’s Health Care, Inc. was not in 
compliance with the physical plant standards. 
The facility failed to ensure adequate and 
secure storage areas for the storage of medical 
records and necessary equipment and supplies.  

- The inspectors observed in the recovery room, 
the rear exit door was blocked by a file cabinet, 
paper shredder, and an examining screen. The 
inspector advised that the blocked door was a 
safety hazard. The door opens inward, and 
therefore the items are blocking the exit. 

- The facility failed to maintain current, clean 
and up to date supplies. The inspection 
revealed several expired medications. There 
was dust on the resuscitation bag, which was 
not covered or maintained in any type of 
protective covering. There were three open 
boxes of CBC tubes with expiration dates of 
July 2001, July 2002, and October 2000. The 
only Oxygen tank on the premises was empty in 
the procedure room. There was dust and debris 
in the nasal cannula connector to the mask of 
the oxygen tank. The surveyors observed 
examining tools wrapped in blue covering 
stored inside the cabinet of the suctioning 
machine (the wrapped blue material is to 
indicate that the tool is sterile)—the tape on the 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A-1 
WOMAN'S HEALTH CARE, INC., 
Inspection Date April 20, 2009, 
available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1503973.pdf 



wrapped blue material was undone and the 
sterility of the tools compromised. 

- The facility failed to ensure emergency 
equipment is provided for immediate use, and 
maintained in functional condition. The 
inspection revealed that the facility did not 
have a defibrillator or a cardiac monitor. The 
resuscitation bag was dusty. 

- The facility failed to have adequate 
resuscitative medication as required. The crash 
cart contained several expired medications. 
Further, the medication box next to the 
procedure bed also had expired medication. 

- The facility failed to ensure preventive 
maintenance was completed on equipment 
utilized for patient monitoring. The inspectors 
found that the Ultrasound, suction unit, and 
the sterilization machines were all in need of 
current preventive maintenance. 

- A record review revealed that the facility failed 
to have a written orientation program that 
includes policy and procedures for fire safety, 
confidentiality and protection of patients’ 
rights, licensing regulations and infection 
control as required.  Record reviews also 
indicated that the facility failed to maintain job 
descriptions for at least two personnel. 

- The facility failed to have their written policies 
and procedures reviewed and approved by the 
medical director, and to ensure that those 
policies include at a minimum: patient 
administration, pre- and post-operative care, 
physician’s orders, standing orders with 
required signatures, Medications storage and 
administration, treatments, surgical asepsis 
medical asepsis, sterilization and disinfection 
documentation, medical records and facility 



records, patient discharge, patient transfer, 
emergency measures, incident reports, 
personnel orientation, in-service education 
record, anesthesia equipment and supplies, 
availability and maintenance, volunteers and 
visitors. The facilities policies did not meet the 
minimum standards at the time of the 
inspection. 

- The facility failed to meet the standard for 
medical screening/evaluation—the facility 
failed to ensure the person who is not a 
physician performing ultrasound examinations, 
shall have documented evidence that he or she 
has completed a course in the operation of 
ultrasound equipment. The facility 
administrator revealed in an interview that 
he/she conducts ultrasound examinations on 
the patients sometimes, per the physician’s 
request. The administrator could not produce 
documentation of his/her 
qualifications/credentials demonstrating that 
he/she has completed a course or training in 
ultrasound equipment. 

- The facility failed to ensure all equipment and 
supplies for the collection, storage, and testing 
of specimens shall be maintained according to 
the manufacturer’s instructions and in a 
manner that ensures accurate test results. The 
inspectors cite the observation of the three 
expired boxes of CBC tubes from 200, 2001, 
and 2002. 

- The facility failed to ensure anesthesia service 
is organized under written policies and 
procedures relating to anesthesia staff 
privileges, the administration of anesthesia, 
and the maintenance of strict safety controls. 

- The facility failed to ensure clinical records for 



three out of five sampled patients were 
complete and accurately documented. The 
records for three patients did not indicate the 
drug used for general anesthesia; the records 
did not include documentation demonstrating 
the patient's vitals were being monitored while 
under general anesthesia, such as heart 
monitoring, breathing, and blood pressure 

-  
   2 of 3 The July 23, 2009 inspection was supposed to be a 

follow-up from the April 2009 inspection, however the 
facility was found to be still not in compliance with the 
standards for abortion facilities. 

- The facility failed to ensure emergency 
equipment is provided for immediate use. The 
facility still did not have a defibrillator or a 
cardiac monitor on the premises. The inspector 
identified the potential for more than minimal 
harm from this deficiency. 

- The facility still failed to ensure preventive 
maintenance was completed on equipment 
utilized for patient monitoring. The suction 
unit and sterilization machine were in need of 
preventive maintenance. The facility 
administrator was not able to provide service 
logs or invoices demonstrating compliance with 
the maintenance requirement. 

- The facility still failed to have written policies 
and procedures reviewed and approved by the 
medical director. The facility’s policies did not 
meet the minimum standards at the time of 
inspection and did not contain the regulatory 
content for those clinics licensed for 2nd 
trimester abortions. 

- The facility still failed to ensure anesthesia 
service is organized under written policies and 
procedures relating to anesthesia staff 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A-1 
WOMAN'S HEALTH CARE, INC., 
Inspection Date July 23, 2009, 
available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1661445.pdf 



privileges, the administration of anesthesia, 
and the maintenance of strict safety controls. 
The facility also failed to correct the deficiency 
regarding clinic records. For 8 out of 8 sampled 
clinical records there was no documentation 
demonstrating the patient's vitals were being 
monitored while under general anesthesia, 
such as heart monitoring, breathing, and blood 
pressure.  

   3 of 3 The Statement of Deficiencies Report from the October 
20, 2011 inspection found A-1 Woman’s Health Care 
Inc. failed to meet the standards for clinic personnel, as 
evidenced by a record review which revealed that the 
facility failed to provide in-service training concerning 
counseling, patient advocacy, fire protection, 
confidentiality, licensing regulations and incident 
reporting to three of three sampled employees. 
The facility also failed to meet the standards for clinical 
records, as evidenced by record review which revealed 
that the facility failed to document the discharge 
condition after the surgical procedure, for one out of 
eight sampled patients. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A-1 
WOMAN'S HEALTH CARE, INC., 
Inspection Date October 20, 2011, 
available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/3607175.pdf 

FL Hilaleah Alba Medical 
Center 

1 of 3 The Statement of Deficiencies Report from the January 
21, 2009 inspection found ALBA Medical Center failed 
to meet standards for clinical records. The observation 
and record review revealed that the facilities 
administration failed to ensure clinical records are 
systematically organized to facilitate storage and 
retrieval. When the inspectors requested a log of 
patients for the past six months so that they could 
sample records of second trimester patients—the 
facility was not able to provide a list or log of patients. 
The facility did not separate or uniquely identify clinical 
records for second trimester patients, from first 
trimester patients, or non-abortion patients. The 
records were not separated by month or year and the 
staff was not able to readily retrieve files. Clinical 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ALBA MEDICAL CENTER, Inspection 
Date January 21, 2009, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1289539.pdf 



records were not systematically organized to facilitate 
storage and retrieval. 

-  
   2 of 3 The Statement of Deficiencies Report from the June 2, 

2011 inspection found that the facility failed to ensure 
staff received in-service training on an annual basis in 
fire protection, confidentiality of patient information 
and records, and protecting patient rights, licensing 
regulations, and incident reporting for three out of 
three personnel records reviewed. 
 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ALBA MEDICAL CENTER, Inspection 
Date June 2, 2011, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/3198369.pdf 

   3 of 3 The Statement of Deficiencies Report from the May 23, 
2013 inspection found deficiencies included:  

- The facility failed to ensure patient monitoring 
equipment, and surgical equipment being 
utilized is checked and tested in accordance 
with the manufacturer’s specifications to 
ensure proper operation and a state of good 
repair. The inspection revealed that a sterilizer, 
suction machine, ultrasound machine, cardiac 
monitor, and defibrillator were last tested in 
May 2011—they were due for another 
inspection in May 2012. The facility staff were 
unable to provide documentation 
demonstrating the equipment had been 
checked and serviced according to 
manufacturer’s specifications. 

The facility did not meet the recovery room standards, 
as evidenced by a record review revealing that the 
abortion facility failed to ensure, when providing 
second trimester abortion, that the post procedure 
recovery room is monitored by a physician or physician 
assistant, a licensed practical nurse, or an advanced 
registered nurse practitioner who is trained in the 
management of the recovery area, and shall be 
available to monitor the patient in the recovery room 
until the patient is discharged. The individual must be 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ALBA MEDICAL CENTER, Inspection 
Date May 23, 2013, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4727427.pdf 



certified in basic CPR. Records for two of the three 
patients reviewed indicated that they were not 
monitored by an individual with the qualifications 
listed, but were monitored by a medical assistant.  

FL Miami Blue Coral 
Women’s Care, 
Inc. 

1 of 5 A March 23, 2015 inspection of Blue Coral Women’s 
Care, Inc. revealed a failure to correctly sanitize gowns 
used by patients. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
BLUE CORAL WOMEN'S CARE, INC, 
Inspection Date March 23, 2015, 
available at  
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/6130293.pdf 

   2 of 5 The Statement of Deficiencies Report from the 
February 16, 2009 inspection found the following 
deficiencies:  

- The Blue Coral Women’s Care, Inc. facility 
failed to ensure adequate private space is 
specifically designated for interviewing and 
medical evaluations.  

- The facility failed to ensure preventive 
maintenance was completed on equipment 
utilized for patient monitoring. The inspection 
revealed the following equipment in need of 
current preventive maintenance: Ultrasound, 
defibrillator, suction unit, vacuum, sterilization 
machine, and cardiac monitor. 

- The facility failed to provide annual in-service 
training for all employees. The records revealed 
that the last in-service training session had 
been conducted in 2007. 

- The facility failed to have their written policies 
and procedures reviewed and approved 
annually by the clinic’s medical director. The 
inspection revealed that the policies were last 
reviewed in 2007. 

-  

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
BLUE CORAL WOMEN'S CARE, INC, 
Inspection Date February 16, 2009, 
available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1349489.pdf 

   3 of 5 The Statement of Deficiencies Report from the January Florida Agency for Health Care 



4, 2011 inspection found the following deficiencies:  
- The Blue Coral Women’s Care, Inc. facility 

failed to meet the minimum standards 
regarding laboratory equipment and supplies, 
as evidenced by the observation that the facility 
failed to ensure laboratory supplies were 
maintained according to manufacturer’s 
instructions and in a manner that ensures 
accurate test results. The inspection revealed 
outdated/expired specimen collection supplies. 
The tubes expired in October 2010. 

The facility failed to meet the standards regarding 
clinical records, as evidenced by a record review which 
revealed that the facility failed to ensure that records 
were complete and accurately documented for one out 
of five sampled records. The clinical record did not 
contain documentation demonstrating that the 
patient’s vital signs were being monitored while under 
general anesthesia.  

Administration, Statement of 
Deficiencies and Plan of Correction, 
BLUE CORAL WOMEN'S CARE, INC, 
Inspection Date January 4, 2011, 
available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2883366.pdf 

   4 of 5 The Statement of Deficiencies Report from the May 22, 
2013 inspection found the following deficiencies:  

- The Blue Coral Women’s Care, Inc. facility 
failed to ensure patient monitoring equipment 
and surgical equipment being utilized is 
checked and tested in accordance with the 
manufacturer’s specifications to ensure proper 
operation and a state of good repair. The 
inspection revealed maintenance stickers 
indicating the scheduled due date for service 
was January 2013 for: the sterilizer, suction 
machine, ultrasound machine, cardiac monitor, 
and defibrillator. 

The facility failed to meet recovery room standards, as 
evidenced by three out of three patient records 
reviewed which revealed that the facility failed to 
ensure that the post procedure recovery room is 
monitored by a physician or physician assistant, a 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
BLUE CORAL WOMEN'S CARE, INC, 
Inspection Date May 22, 2013, 
available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4729932.pdf 



licensed registered nurse, a licensed practical nurse or 
an advanced registered nurse practitioner who is 
trained in the management of the recovery area, and 
shall be available to monitor the patient in the recovery 
room until the patient is discharged. The individual 
must also be certified in basic CPR. For three out of 
three second trimester abortion patient records 
reviewed the facility failed to document the recovery 
period as having been monitored by a medical 
professional with the credentials listed above, instead 
the records indicate that the recovery period was 
monitored by the facilities medical 
assistant/administrator.  

   5 of 5 - The Statement of Deficiencies Report from the 
May 1, 2014 inspection found the Blue Coral 
Women’s Care, Inc. facility failed to meet the 
minimum physical plant standards, as 
evidenced by the observation that the facility 
failed to ensure the hand-washing station in 
the procedure room is equipped with wrist-
blade faucet handles. Therefore staff member’s 
hands may be contaminated prior to the 
abortion procedure. The Statement of 
Deficiencies Report from the September 29, 
2014 follow-up on the May 1, 2014 inspection 
revealed that the deficiency was uncorrected at 
the time of revisit. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
BLUE CORAL WOMEN'S CARE, INC, 
Inspection Date May 1, 2014, available 
at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/5417694.pdf;  
Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
BLUE CORAL WOMEN'S CARE, INC, 
Inspection Date September 29, 2014, 
available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/5715719.pdf 

FL Miami Eve of Kendall, 
Inc. 

1 of 3 The Statement of Deficiencies Report from the 
February 19, 2013 inspection found the following the 
Eve of Kendall, Inc. abortion facility failed to meet the 
minimum standard for resuscitative medications, as 
evidenced by observation and record review which 
revealed that the facility failed to maintain a crash car 
that was free from expired medication. The facility also 
failed to meet the standards for clinic personnel, as 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
EVE OF KENDALL, INC, Inspection 
Date February 19, 2013, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4515195.pdf 



evidenced by a record review which revealed that the 
facility failed to provide annual in-service training for 
one of the five sampled employees. 

-  
   2 of 3 The Statement of Deficiencies Report from the April 29, 

2014 inspection found the Eve of Kendall, Inc. abortion 
facility failed to meet the minimum standard regarding 
equipment maintenance, as evidenced by observation 
and record review which revealed that the facility failed 
to demonstrate an annual preventative maintenance 
inspection was performed in accordance with 
manufacturer’s specifications at periodic intervals for 
the mechanical suction machine used in the procedure 
room. The inspection revealed that the suction machine 
has no inspection sticker. 
 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
EVE OF KENDALL, INC, Inspection 
Date April 29, 2014, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/5420712.pdf 

   3 of 3 The Statement of Deficiencies Report from the March 
24, 2016 inspection found the facility to maintain a 
crash cart that was free from expired medication (this 
one was only expired by 2 months).  

Florida Agency for Health Care 
Administration, Revisit Report, EVE OF 
KENDALL, INC, Inspection Date March 
24, 2016, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/6909308.pdf 

FL Hialeah Hialeah 
Women’s 
Center 

1 of 3 The Statement of Deficiencies Report from the March 
21, 2016 inspection found the facility failed to ensure 
new staff was provided with orientation and in-service 
training  
Untrained staff was taking the vital signs in the 
recovery room. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
HIALEAH WOMEN'S CENTER, 
Inspection Date March 21, 2016 
available at  
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/6873710.pdf 

   2 of 3 The Statement of Deficiencies Report from the 
December 23, 2009 inspection found the Hialeah 
Women’s Center failed to meet minimum standards 
regarding equipment maintenance, to ensure 
preventive maintenance was completed on equipment 
utilized for patient monitoring. The inspection revealed 
that the following equipment was in need of current 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
HIALEAH WOMEN'S CENTER, 
Inspection Date December 23, 2009, 
available at 
http://apps.ahca.myflorida.com/dm_w



preventive maintenance: ultrasound, defibrillator, 
suction unit, vacuum, sterilization machine, and 
cardiac monitor. 
 

eb/DMWeb_Docs/1923548.pdf 

   3 of 3 The Statement of Deficiencies Report from the 
December 29, 2010 inspection found the following 
deficiencies:  

- Hialeah Women’s Center failed to maintain 
their emergency medications. An inspection of 
the procedure room revealed several expired 
emergency medications. 

- The facility also failed to ensure that the 
emergency resuscitative medications contained 
within their crash cart were updated. Inspection 
of the crash cart also revealed several expired 
emergency medications. 

- The facility failed to meet the standards for 
laboratory equipment and supplies as evidenced 
by, the observation that the facility failed to 
ensure laboratory supplies were maintained 
according to manufacturer’s instructions and in 
a manner that ensures accurate test results. The 
inspection revealed outdated/expired specimen 
collection supplies. 

 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
HIALEAH WOMEN'S CENTER, 
Inspection Date December 29, 2010, 
available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2843676.pdf 

FL Miami Today’s 
Women 
Medical Center 

1 of 3 The Statement of Deficiencies Report from the April 1, 
2009 inspection found deficiencies included:  

- Today’s Women Medical Center failed to 
maintain their crash cart which includes 
emergency medications. The crash cart 
contained expired and outdated supplies and 
did not contain resuscitative medications. The 
facility was unable to demonstrate compliance 
with the requirements at the time of survey. 

- The facility failed to have a written preventive 
maintenance program for patient monitoring 
equipment, anesthesia and surgical equipment 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
TODAY'S WOMEN MEDICAL 
CENTER, Inspection Date April 1, 
2009, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1430091.pdf 



and surgical instruments. The inspection 
revealed that there were no stickers or tags 
indicating current preventive maintenance had 
been completed on the defibrillator, cardiac 
monitor, suction machine, or an ultrasound 
machine. The administrator was unable to 
provide documentation demonstrating the 
equipment received preventive maintenance. 

- The facility failed to meet the standards for 
clinic personnel, as evidenced by a record 
review which revealed that the facility failed to 
ensure in-service training included fire 
protection, licensing regulations, and incident 
reporting. 

- The facility failed to meet the standard for clinic 
policies/procedures as evidenced by, a record 
review which indicated that the written policies 
and procedures were not reviewed and 
approved by the medical director. The only 
policies the facility was able to produce at the 
time of inspection were a policy for biomedical 
waste and confidentiality of patient information 
and records policy. The facility's written policies 
did not meet the minimum standards at the 
time of the survey. At a minimum the policies 
must include: patient admission, pre- and post-
operative care, physician’s orders, standing 
orders with required signatures, medications 
storage and administration, treatments, surgical 
asepsis medical asepsis, sterilization and 
disinfection; documentation including medical 
records and facility records patient discharge, 
patient transfer; emergency measure, incident 
reports, personnel orientation and in-service 
education records; and anesthesia equipment 
and supplies including availability and 
maintenance, volunteers and visitors. 



 
   2 of 3 The Statement of Deficiencies Report from the June 17, 

2010 inspection found Today’s Women Medical Center 
failed to ensure in-service training included fire 
protection, licensing regulations, and incident 
reporting. Three out of three surgical staff personnel 
records sampled did not have documentation 
demonstrating compliance with the regulatory 
requirement that they complete orientation/in-service 
training in fire protection, licensing regulations, and 
incident reporting. 

 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
TODAY'S WOMEN MEDICAL 
CENTER, Inspection Date June 17, 
2010, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2478244.pdf 

   3 of 3 The Statement of Deficiencies Report from the 
September 20, 2011 inspection found the following 
deficiencies:  

- Today’s Women Medical Center failed to 
maintain sterile suturing tools and supplies. 
During an inspection of the surgical 
examination room the inspector observed an 
array of suturing tools (Curettes) individually 
sealed in clear storage bags stored in medium 
sized open containers. The curettes were set on 
a counter in plain view next to the surgical 
examination table. The curettes are made with 
metal rod handle on one end and a loop on the 
other end. At least three of the curettes had a 
buildup of dark-colored residue located inside 
of each loop. The administrator/physician 
stated that the residue was not rust.  When the 
administrator opened the sealed clear bag and 
used his fingernail to scrape the dark-colored 
residue away from the curette, a clump of the 
residue fell onto the counter. 

- The facility failed to ensure that preventive 
maintenance were conducted on all surgical 
equipment and to ensure that the surgical 
instruments were clean and in a state of good 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
TODAY'S WOMEN MEDICAL 
CENTER, Inspection Date September 
20, 2011, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/3565103.pdf 



repair.  The inspection revealed that the vital 
signs monitor, the suction machine, and the 
ultrasound machine had a green sticker 
indicating that the due date for maintenance 
was May 2010. The inspection of the 
resuscitation equipment revealed that it 
contained dust particles inside the mask. The 
inspection also revealed the dark-colored build 
up on the curettes, as noted above. 

- The facility failed to meet the medical 
screening/evaluation standards, post 
procedure requirements, nor clinical record 
requirements  as evidenced by a record review 
revealing the facility failed to adhere to written 
patient care policies and procedures designed 
to ensure professional and safe care for 
patients for one out of five samples patients. 
The clinical records and interview revealed that 
the facility administered a second surgical 
abortion even though the 
administrator/physician believed the patient to 
be no longer pregnant. Patient had an abortion 
on July 18, 2011. On September 13, 2011 this 
same patient came back to the facility and 
received another physical exam and pelvic 
exam, but there was a line drawn through the 
axial size section of the pelvic exam portion of 
the report (which would indicate the 
gestational age). The facility then administered 
a surgical abortion procedure. When asked by 
the inspector why there was a line drawn 
through the axial size section of the report, the 
administrator stated that a urine test was given 
to this patient and came back negative. He said 
the axial size was not written down because the 
patient was not pregnant. The administrator 
continued to state that the patient called the 



facility on August 30, 2011 believing she was 
still pregnant and that she was bleeding a lot. 
She came in for the pregnancy test which was 
negative, but he administered the suction 
procedure anyway. The inspector asked if the 
physician if an ultrasound was used, he said 
only the urine test was given to the patient, and 
that the ultrasound is only used for “big cases.” 
When asked why the surgical procedure was 
given to the patient even though the urine 
pregnancy test result was negative, the 
administrator/physician stated that some 
people experience heavy bleeding and believe 
they are still pregnant. Further review of her 
records indicate that the patient only signed 
one consent form for the procedure which took 
place on July 18. There was no consent form for 
the abortion procedure performed on 
September 13, and no medical history form on 
file for that date.  

FL Orlando EPOC Clinic, 
LLC 

 The Statement of Deficiencies Report from the March 
10, 2009 inspection found the following deficiencies:  

- EPOC Clinic, LLC failed to ensure an 
orientation program regarding incident 
reporting, review of the facility policies and 
procedures, infection control and patient 
confidentiality was provided for one newly 
hired employee and failed to ensure annual 
counselling training was provided for three out 
of five sampled employees. 

- The facility failed to meet the standard for 
second trimester abortion procedures as 
evidenced by a record review which revealed 
the facility failed to appropriately identify an 
elevated blood pressure in the recovery room 
prior to discharge to ensure a safe and stable 
condition and failed to provide documented 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
EPOC CLINIC, LLC, Inspection Date 
March 10, 2009, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1397999.pdf 



evidence that the physician was notified and 
aware of the elevated blood pressures for one 
out of eleven patients records sampled. 

The facility failed to meet recovery room standards, as 
evidenced by record review revealing that the facility 
failed to provide a follow-up phone call within 24 hours 
after a second trimester procedure for one out of eleven 
sampled patients.  

FL Orlando Orlando 
Women’s 
Center, LLC 

 The Statement of Deficiencies Report from the August 
12, 2013 inspection found the following deficiencies:  

- The Orlando Women’s Center, LLC failed to 
meet minimum standards with regards to the 
storage of medications. Observation and record 
review revealed that the facility failed to 
implement their policies and procedures to 
ensure all medications were stored, secured 
and accessible only to authorized persons. The 
inspection of the recovery room revealed that 
several medications were stored in an un-
locked cabinet stored in a basket. 

- The facility also failed to complete appropriate 
monitoring by professionals licensed and 
qualified to assess the patient's’ condition 
during the recovery period until the patient's’ 
condition was stable, after receiving a second 
trimester procedure in the recovery room for 
seven out of seven patient records reviewed. 
The records revealed that the recovery room 
monitoring and assessments of vital signs and 
the fundus were signed by a medical assistant. 

- The facility failed to meet the standard for 
clinical records as evidenced by the fact that 
the facility failed to keep medical records 
confidential and secure. The inspection 
revealed that all of the patient’s medical 
records were observed unsecured and stored on 
an open shelf in an unlocked, open, and 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ORLANDO WOMEN'S CENTER, LLC, 
Inspection Date August 12, 2013, 
available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4860423.pdf 



unsupervised room. An unsupervised child was 
observed at that time sitting at a table reading a 
book in the vicinity of the unsecured records.  

FL  Celina Pov-
Wing 

 The administrative complaint alleges the following:  
- Celina Pov-Wing is not board certified in any 

specialty areas recognized by the Board of 
Medicine. 

- On November 9, 2011, patient was 18 and 
presented for termination. She was 
approximately 23 weeks pregnant  

- Pov-Wing did not remove all of the fetal tissue 
from patient’s uterus. Respondent noted that 
she was unable to remove all of the fetal tissue 
and advised patient to return the following day 
(patient was unable to return for a few days but 
did call to complain of cramping)  

- 4 days later patient returned for evaluation 
where respondent performed sonogram and 
physical exam stating that no products of 
conception were retained and it was bowel gas 
present  

- Patient returned home but eventually had to be 
rushed to the hospital where the ER discovered 
she had a perforated uterus and a density in the 
shape of an extremity bone in her abdomen  

• ER doc found that patient’s uterus 
was ruptured anteriorly from just 
above the cervix to just below the 
fundus and that her tubes and 
ovaries had extensive inflammation  

• ER doc also observed fetal torso in 
the right anterior cul-de-sac, fetal 
skull near the colon, small fetal 
parts embedded in the connective 
tissue in the anterior abdominal 
wall  

ER doc identified the following fetal parts: a distorted 

Administrative Complaint: Department 
of Health v. Celina Poy-Wing, M.D., 
available at 
https://appsmqa.doh.state.fl.us/DocSer
viceMngr/displayDocument.aspx 



head, mutilated torso with an attached partial and 
unidentifiable limb, portion of vertebrae, and a portion 
of an eyeball 

FL Orlando Planned 
Parenthood of 
Greater 
Orlando (South 
Tampa Ave) 

1 of 3 The Statement of Deficiencies Report from the January 
6, 2009 inspection found deficiencies included:  

- Planned Parenthood of Greater Orlando Inc. 
Failed to meet the minimum physical plant 
standards, as evidenced by the observation that 
the facility failed to ensure medical supplies 
were stored in an appropriate storage area.  

- The facility failed to ensure suctioning 
emergency equipment was available for 
immediate patient use. 

- The facility also failed to develop and 
implement a written preventive maintenance 
program for patient monitoring equipment, 
anesthesia, surgical equipment and surgical 
instruments and failed to ensure patient 
monitoring equipment, anesthesia and surgical 
equipment was checked and tested in 
accordance with the manufacturers’ 
specifications.  When the director of patient 
services was asked to present the facility’s 
written preventive patient equipment 
maintenance programs, she confirmed that the 
facility failed to develop or implement such a 
program. When asked if the equipment was 
checked and tested in accordance with each 
manufacturers’ specifications—she said she 
didn’t know what the manufacturers 
specifications were. 

-  The facility failed to meet the standards for 
clinic personnel. Five of five allied health 
professionals failed to have documented 
evidence that they had established 
competencies to work in their assigned clinic 
areas. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
PLANNED PARENTHOOD OF 
GREATER ORLANDO INC (726 
SOUTH TAMPA AVENUE), Inspection 
Date January 6, 2009, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1300016.pdf 



-  The facility failed to have a written orientation 
program regarding review of the facilities 
policies and procedures, medical emergencies 
and infection control, failed to have a planned 
in-service training program for employees at 
the beginning of employment and annually, 
failed to provided documented evidence that 
four out of four employees assigned to patient 
counseling received any counseling training or 
annual counseling training, five out of eight 
employees failed to receive annual infection 
control in-services, four of eight employees 
failed to receive annual fire protection in-
service training including patient evacuation, 
proper use of fire extinguishers and procedure 
for reporting fires, three of eight employees 
failed to receive annual in-service training 
regarding patient confidentiality and protecting 
patients’ rights, seven of eight failed to receive 
annual licensing regulation in-service training, 
and four of eight employees failed to receive 
annual incident reporting in-service training. 

-   The facility failed to meet the standards for 
medical screening and evaluation, as evidenced 
by the review of a sampled patient clinical 
record which revealed that the facility failed to 
ensure that a patient’s allergy to latex or 
antiseptic solutions would be identified and 
documented in the clinical record. 

- The facility failed to meet the standards for 
laboratory equipment and supplies, as 
evidenced by the observation that the facility 
failed to ensure laboratory specimens were 
stored appropriately and failed to ensure 
expired sterile water was discarded.  The 
inspection revealed sterile water which had 
expired in December 2007, and another bottle 



that expired in April 2008. The inspection also 
revealed that patient specimens and 
medications were stored in the same 
refrigerator. 

- The facility failed to meet the recovery room 
standards, as evidenced by the observation that 
revealed the facility failed to ensure the 
automatic external defibrillator emergency 
resuscitative equipment was checked, tested 
and operable, failed to ensure one of three 
licensed nurses received CRP training, failed to 
ensure a physician would discuss Rho (D) 
immune globulin with patients needing the 
medication, and failed to ensure a good faith 
effort would be made by the facility to contact a 
patient within 24 hours post-operatively with 
their permission to assess the patient’s 
recovery. 

-  The facility failed to ensure injectable 
medications were prepared when needed by a 
patient and a multidose vial of medication was 
dated when opened, and failed to ensure 
medications were properly stored and dated 
when opened. During the inspection three 
prefilled syringes were observed in the bottom 
drawer of the crash cart. A multidose vial of 
medication was observed open—but not dated 
to indicate when the vial was opened. The 
medical director confirmed that the syringes 
were prefilled by the staff but didn’t know 
when the syringes were prefilled with 
medication. Pre-filled syringes were also 
observed in the narcotic cabinet, and the 
nurses could not confirm when they had been 
filled. The inspection also revealed unlocked 
medicine cabinets in the laboratory. There was 
also open and undated medication in the 



medicine cabinet. 
-  

   2 of 3 Deficient practices were identified during the revisit 
inspection, following-up on the inspection from 
January 6, 2009. The inspection revealed that Planned 
Parenthood of Greater Orlando LLC failed to meet 
standards concerning clinic personnel, as evidenced by 
personnel record review which revealed that the facility 
failed to ensure (1) annual in-service training programs 
regarding infection control, fire protection--including 
patient evacuation, proper use of fire extinguishers and 
procedures for reporting fires, confidentiality of patient 
records, and information and incident reporting, were 
provided for one employee; (2) an annual counseling 
in-service training program was provided for three 
employees; and (3) an annual licensing regulations in-
service training was provided for four of the eight 
employees sampled. 
 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
PLANNED PARENTHOOD OF 
GREATER ORLANDO INC (726 
SOUTH TAMPA AVENUE), Inspection 
Date March 4, 2009, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1381446.pdf 

   3 of 3 The Statement of Deficiencies Report from the May 22, 
2013 inspection found Planned Parenthood of Greater 
Orlando LLC failed to ensure that it kept and labeled 
medications in a proper and safe manner. During the 
inspection the inspector observed three syringes sitting 
on top of a desk near the nurses’ station—accessible to 
everyone in the area. A preparation date was not 
written on them. Also missing was the name/initials 
and title of the person who drew up the syringes 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
PLANNED PARENTHOOD OF 
GREATER ORLANDO INC (726 
SOUTH TAMPA AVENUE), Inspection 
Date May 22, 2013, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4699282.pdf 

FL Orlando Planned 
Parenthood of 
Greater 
Orlando 
(University 
Blvd) 

 The Statement of Deficiencies Report from the January 
29, 2009 inspection found that Planned Parenthood of 
Greater Orlando, INC failed to ensure a laboratory 
machine used to test patients’ blood received 
preventative maintenance and was tested to ensure 
proper functioning, and failed to ensure a large tank of 
Nitrous Oxide was stored in a secure and safe manner. 
The HemoCue hemoglobin blood testing machine did 
not have a sticker to indicate when the machine was 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
PLANNED PARENTHOOD OF 
GREATER ORLANDO INC (11500 
UNIVERSITY BLVD STE B), Inspection 
Date January 29, 2009, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1319413.pdf 



last tested/checked nor could the facility present a 
record of maintenance. 
 

FL West Palm 
Beach 

Presidential 
Women’s 
Center 

 The Statement of Deficiencies Report from the May 4, 
2009 inspection found the Presidential Women’s 
Center failed to meet clinic personnel standards, as 
evidenced by a record review which revealed that the 
facility failed to plan and provide for all employees in-
service training programs that included infection 
control, licensing regulations, and incident reporting at 
least annually. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
PRESIDENTIAL WOMEN'S CENTER, 
Inspection Date May 4, 2009, available 
at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1508204.pdf 

FL Sarasota Planned 
Parenthood of 
Southwest and 
Central Florida  

1 of 2 The Statement of Deficiencies Report from the 
November 30, 2010 inspection found deficiencies 
included:  

- Planned Parenthood of Southwest and Central 
Florida (Sarasota) failed to ensure emergency 
equipment was provided for immediate use, 
maintained in functional condition and capable 
of providing defibrillation. At the time of 
inspection the facility did not have a 
defibrillator on site. 

-  The facility failed to meet the standards for 
clinic personnel, as evidenced by record review 
which revealed that the facility failed to ensure 
each new staff member, including volunteers, 
received orientation and/or training with the 
facility and its policies and procedures specific 
to second trimester abortions. The facility also 
failed to ensure that it has, and has executed, a 
written orientation program including, at a 
minimum, fire safety and other safety 
measures, medical emergencies and inception 
control. The facility also must have, and must 
implement, written policies and procedures 
concerning second trimester abortions, to 
assure that quality patient care shall relate 
specifically to the functional activities of clinic 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
PLANNED PARENTHOOD OF 
SOUTHWEST AND CENTRAL 
FLORIDA (SARASOTA), Inspection 
Date November 30, 2010, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2811753.pdf 



services.  The facility did not have policy and 
procedures in place at the time of inspection. 

The facility also failed to meet the standards for 
medical screening/evaluation, as evidenced by a review 
of policies and procedures revealing that the facility 
failed to ensure that they had written patient care 
policies and procedures designed to ensure professional 
and safe care for patients undergoing second trimester 
abortions.  Review of the policies and procedures 
revealed that they did not contain the required 
information.  

   2 of 2 The Statement of Deficiencies Report from the 
September 19, 2014 inspection found that Planned 
Parenthood of Southwest and Central Florida 
(Sarasota) failed to meet the minimum standards for 
equipment maintenance, as evidenced by the 
observation that the clinic failed to provide written 
preventive maintenance program for autoclave 
sterilization machine, the patient monitoring 
equipment, and the ultrasound equipment. The facility 
failed to follow the manufacturer’s specifications for 
periodic checking and testing to insure proper 
operation, and failed to provide documentation of a 
maintenance program for the equipment. 
The facility also failed to meet the standards for clinic 
personnel, as evidenced by observation and interview 
which revealed that the facility failed to ensure annual 
in-services were conducted at least annually for all 
employees and volunteers. The facility failed to provide 
documentation of having annual in-service program. 
 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
PLANNED PARENTHOOD OF 
SOUTHWEST AND CENTRAL 
FLORIDA (SARASOTA), Inspection 
Date September 19, 2014, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/5688094.pdf 

FL Altamonte 
Springs 

All Women’s 
Health Center 
of Orlando, 
Inc. 

1 of 2 The Statement of Deficiencies Report from the 
November 2, 2009 inspection found the following 
deficiencies:  

-  All Women’s Health Center of Orlando, Inc. 
failed to meet standards concerning clinic 
supplies/equipment, as evidenced by the 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ALL WOMEN'S HEALTH CENTER OF 
ORLANDO, INC., Inspection Date 
November 2, 2009, available at 



observation that the facility failed to ensure 
that all medications, supplies and intravenous 
fluids had not expired according to the 
manufacturer’s specifications. Inspection of the 
medications and supplies stored in the 
medication cabinets revealed several expired 
medication, and medical supplies. 

- The facility also failed to ensure that emergency 
resuscitative equipment was readily accessible 
and properly maintained, as indicated by the 
manufacturer’s specifications. The inspection 
revealed that the resuscitative equipment was 
stored in an office, remote and removed from 
the daily flow of surgery. The inspection further 
revealed that the EKG machine had a sticker 
indicating that it was last inspected in February 
2008 and was due for inspection no later than 
February 2009. There was no indication that 
the inspection was performed. Similarly, the 
Pulse oximeter machine was last inspected in 
January 2008, and the Defibrillator last 
inspected in September 2007. The facility 
failed to develop and implement a written 
preventive maintenance program for patient 
monitoring, anesthesia and surgical equipment 
to ensure equipment proper operation and 
state of good repair according the 
manufacturers specifications. The facility 
administrator was not able to produce a written 
preventive maintenance program. 

- The facility also failed to meet standards for 
maintenance of anesthesia equipment. The 
observation and record review revealed that the 
facility failed to ensure anesthesia equipment 
was maintained in a clean manner, and failed 
to provide documented evidence when reusable 
anesthesia masks used by patients were 

http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1909367.pdf 



cleaned and sterilized.    
- The facility also failed to ensure that emergency 

resuscitative medications were immediately 
available for use. The inspection revealed that 
the Emergency Drug Kit contained several 
expired medications. 

-  The facility failed to ensure that equipment 
and supplies were safely and appropriately 
stored, failed to ensure that documented 
evidence was provided to ensure the autoclave 
sterilizer was cleaned weekly and tested for 
spores in according to policy and procedure, or 
accepted surgical standards. The inspection of 
the clean supply storage room revealed three 
sterile suction curettes laying on the floor and 
an unsecured pressurized tank of nitrous oxide 
and two pressurized tanks for oxygen without a 
support structure were observed standing in 
the hallway. Further, the medical assistant was 
interviewed and asked about cleaning and 
testing the autoclave used to sterilize surgical 
instruments. The medical assistant stated that 
the facility policy was to autoclave cleaning and 
spore testing was supposed to occur every 
week. The log revealed that the last cleaning 
had occurred on September 21, 2009. The log 
for spore testing revealed that it had been 
tested on September 2, 11, 20, 30, October 14, 
22, and 28. The administrator was not able to 
provide any documentary evidence that the 
autoclave was cleaned weekly. 

-  
   2 of 2 The Statement of Deficiencies Report from the June 18, 

2013 inspection found that the All Women’s Health 
Center of Orlando, Inc. failed to meet minimum 
recovery room standards, as evidenced by record 
review which revealed that the facility did not ensure 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, 
ALL WOMEN'S HEALTH CENTER OF 
ORLANDO, INC., Inspection Date June 



that either a registered nurse, licensed practical nurse, 
advanced registered nurse practitioner or physician’s 
assistant from the facility made a good faith effort to 
contact patients by telephone, with the patient's 
consent, within 24 hours after the surgery to assess the 
patient’s recovery, for eight out of eight patient records 
reviewed. Instead the patients were contacted by a 
medical assistant. Record review indicated that the 
facility didn’t have a registered nurse, licensed practical 
nurse, an advanced registered nurse practitioner or a 
physician’s assistant employed at the facility. The staff 
consists of three physicians, four medical assistants, 
one stenographer and two receptionists. 

 

18, 2013, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/4766584.pdf 

FL Fort Pierce A Woman’s 
World Medical 
Center, Inc. 

1 of 5 The Statement of Deficiencies Report from the October 
7, 2009 inspection found the following deficiencies:  

- A Woman’s World Medical Center, Inc., which 
provides second trimester abortions, failed to 
provide essential clinic supplies and 
equipment, specifically related to sterile 
suturing equipment and supplies. During the 
inspection of the facilities supplies, the 
administrator was unable to locate sterile 
suturing supplies and equipment. 

- The inspection further revealed that the 
abortion clinic did not have emergency 
equipment available for immediate use, 
specifically related to defibrillation and cardiac 
monitoring. The facility does not have cardiac 
monitoring equipment. The administrator 
stated that a physician had donated a 
defibrillator, but she was unable to locate this 
piece of equipment. 

- The facility failed to meet requirements for 
resuscitative medications, as evidenced by the 
observation that the facility didn’t have a crash 
cart at the location where anesthetizing is being 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S WORLD MEDICAL 
CENTER, INC., Inspection Date 
October 7, 2009, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/1849040.pdf 



carried out. During the inspection and 
interview the administrator acknowledged that 
the facility doesn’t have a crash cart. 

-  The facility failed to have a written preventive 
maintenance program developed and 
implemented for all surgical instruments. 
Specifically related to the cleaning of surgical 
instruments and checking for function, after 
use, to ensure proper operation and a state of 
good repair. The facility administrator was 
unable to locate any policy and procedure 
related to cleaning and maintenance of surgical 
equipment. 

-  The facility failed to meet the standard for 
clinic personnel as evidenced by a record 
review, which revealed that the abortion clinic 
didn’t have a position description for each 
position delineating duties and responsibilities 
for all employees performing or monitoring 
patients receiving a second trimester abortion. 

- The facility didn’t have written policies and 
procedures to assure that quality patient care 
shall relate specifically to the functional 
activities of the clinic services. These written 
procedures shall apply to second trimester 
abortions and were not available and accessible 
to clinic personnel and were not reviewed and 
approved annually by the clinic’s medical 
director. 

- The facility failed to meet the standards for 
laboratory supplies, as evidenced by the 
observation that the facilities temperature 
controlled spaces for the storage of specimens 
or testing supplies was not monitored or 
recorded to ensure that the proper storage 
temperature is maintained. The refrigerator 
that contains medication and testing supplies 



was observed during the inspection with the 
administrative assistant. When asked how the 
temperature is monitored she indicated that it 
is supposed to be checked daily. However, an 
inspection of the temperature log revealed that 
the last temperature recorded was from 
September 2008—over a year before this 
inspection. 

- The facility also failed to have written policies 
and procedures relating to anesthesia staff 
privileges, the administration of anesthesia, 
and the maintenance of strict safety controls. 
The administrator was unable to locate any 
policies or procedures related to anesthesia. 

 
   2 of 5 The Statement of Deficiencies Report from the August 

10, 2010 inspection found the following deficiencies:  
- A Woman’s World Medical Center, Inc. failed 

to meet physical plant standards, as evidenced 
by the observation that the facility did not 
ensure the consultation area adequately 
provided a private space for interviewing, 
counseling, and conducting medical 
evaluations.  

-  The facility failed to meet the standard for 
equipment maintenance. The inspection and 
record review revealed that the facility did not 
ensure the written maintenance program was 
implemented specifically relating to testing 
equipment (not less than annually) to ensure 
proper operation and a state of good repair. 
During the inspection the following equipment 
was observed: a centrifuge, two autoclaves, an 
ultrasound, a suction machine, a small 
refrigerator, a small freezer, and a defibrillator. 
None of these items contained a sticker that 
noted inspections. The administrator 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S WORLD MEDICAL 
CENTER, INC., Inspection Date August 
10, 2010, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2569459.pdf 



confirmed that this equipment had not been 
inspected and logs had not been maintained. 

- The facility failed to meet standards for clinic 
personnel, as evidenced by a record review 
revealing that the facility failed to ensure each 
staff member has documentation of an 
orientation; a job description and required 
annual in-service training related to fire safety, 
infection control, confidentiality, licensing 
regulations, and incident reporting for seven 
out of seven employees and contractors.  

-  The facility failed to meet laboratory 
standards, as evidenced by the observation and 
record review revealing that the facility did not 
ensure that when a person who is not a 
physician performs an ultrasound examination, 
that this person shall have documented 
evidence of completion of a course in the 
operation of ultrasound equipment. During the 
inspection and interview the administrative 
assistant indicated that she and the other 
administrative assistant conduct the 
ultrasounds prior to the arrival of the physician 
to confirm the pregnancy and to take fetal 
measurements to determine gestational age. 
The two administrative assistants do not have 
any course completion or certifications to 
perform ultrasound testing. The administrative 
assistant stated that the physician still conducts 
an ultrasound on each patient.  When asked 
why the need for two ultrasound tests—the 
administrator explained that the administrative 
assistants conduct the first ultrasound to 
determine the gestational age of the patient so 
that they know how much to charge her. 

- The facility failed to ensure appropriate 
monitoring of patient’s vital signs by 



professionals licensed and qualified to assess 
the patient’s condition occurred throughout the 
abortion procedure and during the recovery 
period until the patient’s condition is deemed 
stable in the recovery room for two out of two 
sampled second trimester abortion records 
reviewed. The records of these two second 
trimester abortion patients did not include 
documentation of the monitoring of vital signs 
by professionals licensed and qualified to 
assess the patient’s condition during the 
abortion procedure and during the time spent 
in the recovery room. 

- The blood pressure cuffs were not on the 
premises when the inspector asked about them. 
The administrative assistant indicated that they 
were in the Administrator’s truck. When asked 
who takes the blood pressure in the recovery 
room, the administrative assistant indicated 
that she, or the Administer, take the blood 
pressure. Neither of these staff members are 
licensed or certified professionals that are 
qualified to assess a patient’s condition and to 
determine if a patient is stable in the recovery 
room.   

 
   3 of 5 The Statement of Deficiencies Report from the 

September 27, 2010 inspection was to serve as a revisit 
to follow-up on the deficiencies cited on August 10, 
2010. This inspection revealed that some deficiencies 
remained uncorrected. The inspection revealed that the 
facility still failed to meet standards for clinic 
personnel. The facility did not provide an orientation 
program, job descriptions, and in-service training 
related to confidentiality and incident reporting for 
each of the eight staff member employed with the 
facility. 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S WORLD MEDICAL 
CENTER, INC., Inspection Date 
September 27, 2010, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/2672314.pdf 



 
   4 of 5 The Statement of Deficiencies Report from the 

November 17, 2011 inspection found deficiencies A 
Woman’s World Medical Center, Inc., included: 

-  The facility failed to meet minimum physical 
plant requirements, as evidenced by the 
observation that the facility failed to provide 
adequate privacy in the consultation room. The 
space provided for consultation was the desk 
behind the reception area. This concern has 
been previously cited during the August 2010 
re-licensure inspection. The clinic’s plan of 
correction had indicated that this area would 
not be utilized as the consolation room. 

- The facility did not ensure the provision of all 
essential supplies and equipment, nor did the 
facility ensure emergency equipment was 
maintained in functional condition for 
immediate use, and capable of providing 
inhalation therapy. During the inspection, the 
inspector observed a portable oxygen tank in 
the procedure room—which contained a sticker 
dated March 10, 2010. This was the only 
oxygen tank on the premises. The resuscitation 
bags were labeled as last being checked on 
October 28, 2009. There were no preventive 
maintenance logs for the oxygen or the 
resuscitation bags. 

-  The facility also failed to ensure that there 
were written preventative maintenance 
programs developed related to the patient 
monitoring equipment, anesthesia and surgical 
equipment and all surgical instruments. The 
inspection revealed that the facility monitoring 
equipment located in the procedure room, the 
anesthesia and surgical equipment revealed 
calibration/inspection stickers on equipment 

Florida Agency for Health Care 
Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S WORLD MEDICAL 
CENTER, INC., Inspection Date 
November 17, 2011, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/3632678.pdf 



revealed the last inspection was on August 8, 
2010—indicating that they were due for 
inspection before August 8, 2011. The 
administrator was unable to produce the 
preventive maintenance policies. 

- The facility failed to meet standards for clinic 
personnel, nor the standard for medical 
screening/evaluation,  as evidence by record 
review revealing that the facility failed to 
ensure each staff member was adequately 
trained and capable of providing appropriate 
service and supervision to the patients, 
specifically related to the lack of appropriate 
qualifications for staff assisting with 
procedures, assisting in recovery room, 
conducting ultrasound procedures, and some 
lab procedures for three out of three employee 
files. The facility also failed to maintain written 
policies and procedures relating to patient care, 
establishment of standards for nursing care 
and mechanisms for evaluating such care. 

• All three staff members conduct 
ultrasounds on patients, without 
documentation of completion of a 
sonography course that has been 
accredited as meeting the 
requirements by the State of 
Florida. All staff conduct Rh testing, 
when none of the three employee 
records contain documentation that 
the employee was qualified to 
perform this procedure. This facility 
was previously cited for staff 
conducting ultrasounds without 
appropriate training, in August 
2010. 

• When the clinic was previously 



cited for staff conducting 
ultrasounds without appropriate 
training—the accepted plan of 
correction, following the August 
2010 deficiency report, was that the 
physician be the only staff member 
to conduct the pre- and post- 
operative ultrasound services. The 
administrator stated that the first 
ultrasound (conducted by staff 
member other than the physician) 
is only done to determine the 
gestational age for billing purposes. 
The administrator claims that the 
physician is the only employee that 
does conduct the ultrasound 
services other than the screening 
used to determine charges/billing. 
When asked how many ultrasound 
images should be contained in the 
files, she explained that there 
should be three images—the first is 
the ultrasound image conducted by 
employees (without appropriate 
qualifications), the second is the 
ultrasound prior to procedure, and 
the third is the image obtained after 
the procedure. When asked what 
days the physicians work at the 
clinic she said Wednesday and 
Saturdays. The inspector reviewed 
the records for five patients. Each 
patient record contained only two 
ultrasound images, and each had 
been dated only one day apart. This 
proves that the statements by the 
Administer are false. It also proves 



that the facility is not complying 
with the plan of correction accepted 
by the department of health—
because the physician is relying on 
an ultrasound image obtained by 
unqualified clinic staff for the 
reference image prior to the 
procedure instead of conducting his 
own ultrasound. 

• Verification of the Licensed 
Practical Nurse’s license was 
conducted on November 17, 2011. A 
return visit to the facility including 
an interview with the administrator 
revealed that this staff member’s 
license is under emergency 
suspension. Review of her file 
revealed she has two Intervention 
Project for Nurses (IPN) contracts 
that restrict access to narcotics. The 
second contract indicates active 
monitoring from February 10, 2011 
through April 26, 2016. The 
contract states that this participant 
“has not been approved to engage 
in nursing practice at this time.” 
The administrator indicated that 
she was not aware of this staff 
members IPN contract (contained 
in this employee’s file). 

• The inspector observed a lab tech 
helping with a patient transfer from 
a wheelchair to a recliner. There 
was no personnel file for this 
employee. Review of the clinic 
policies indicated that this male 
staff person had signed the 



document as a lab tech. A review of 
the description of his duties were 
limited to lab work and didn’t 
include patient care. The 
Administrator claimed that he had 
previous training as a home health 
aide, but she could not produce any 
documentation. Further, when 
asked by the inspector, the 
Administrator could not produce 
the required policy and procedures 
specific to patient care, 
establishment of standards for 
nursing care and mechanisms for 
evaluating such care. 

- The facility could not produce documentation 
that a medical director had reviewed the clinic’s 
policy and procedure manual for the last two 
years. The inspector also acknowledge that 
multiple topics were not included in the 
manual in order to meet minimum 
requirements.   

-  The second trimester abortion facility failed to 
ensure the formulation and adherence of 
written patient care policies, specifically related 
to admission criteria and procedure and 
identification in the medical record of the 
physician and nurses involved in the 
procedure. As observed in the patient records, 
the signatures were not legible on the 
procedure form documenting the physician and 
assistant signatures. The administrator was not 
able to provide a legible name of the physicians 
on these documents. That administrator did 
confirm the person identified on the forms as 
assistant for each procedure: 

• Patient #1 procedure was signed by 



the LPN—license status was in 
question; 

• Patient #2 procedure was signed by 
Administrator—not qualified to 
assist with procedure; 

• Patient #3 signed by previously 
employed “lab tech”—not qualified 
to assist with procedure; 

• Patient #4 signed by Administrative 
Assistant—not qualified to assist 
with procedure; 

- This second trimester abortion facility failed to 
meet the standards for abortion procedures, as 
evidenced by record review which revealed that 
this facility did not follow appropriate 
precautions for establishment of intravenous 
access (at least for patients undergoing post-
first trimester abortions) for five out of five 
clinical records of patients that received second 
trimester abortions. 

- The facility failed to meet recovery room 
standards because the facility failed to ensure 
the post procedure recovery rooms were 
supervised by licensed and qualified staff that 
have documented evidence of training in the 
management of recovery area, and did not 
ensure that such staff are available to monitor 
the patient in the recovery room until the 
patient is discharged for the five second 
trimester abortion patient records reviewed, 
nor for the six patients identified as receiving 
first trimester abortions on November 16, 2011. 

• Review of the personnel records for 
the Administrator, the assistant 
administrator, and the LPN 
(unlicensed) included job 
descriptions that indicated each of 



them assist in the procedure room 
and in the recovery room. Their 
records did not contain any 
documentation to reflect specific 
training in the management of the 
recovery area.   

• Additionally, the clinic did not have 
documentation to reflect 
appropriate monitoring of patient’s 
vital signs by professionals licensed 
and qualified to assess the patient’s 
condition throughout the abortion 
procedure and during the recovery 
room period until the patient’s 
condition is deemed to be stable for 
five out of five patients that 
received second trimester 
abortions. Further, during the 
inspection it was observed by the 
inspector that the unlicensed LPN 
was the staff member that was 
present to supervise the recovery 
room. There were six first trimester 
abortion patients present. The 
inspector was present prior to 
patient arrivals beginning at 
1:00PM through the recovery room 
discharges. Neither the unlicensed 
nurse nor any other staff member 
were observed to monitor vitals at 
any time for any of the six patients 
present. This unlicensed nurse was 
observed to provide two pills and a 
cup of water to one of the patients 
in the recovery room. 

 
   5 of 5 The Statement of Deficiencies Report from the June 30, Florida Agency for Health Care 



2014 inspection found the following deficiencies:  
- A Woman’s World Medical Center, Inc., failed 

to meet standards for equipment maintenance. 
A record review revealed that the facility did 
not insure that all patient monitoring 
equipment and surgical equipment is checked 
and or tested in accordance with 
manufacturer’s specifications at periodic 
intervals, not less than annually, to ensure 
proper operation, and state of good repair. The 
Ultrasound gel warmer and the goose neck 
examination lamp inspection/calibration 
stickers were noted to be dated December 11, 
2012. 

- The facility failed to meet the standards for 
clinic personnel, as evidenced by a record 
review which revealed that the facility did not 
ensure that each employee received annual 
trainings in the topics of infection control, fire 
protection, licensing regulations, and incident 
reporting for four out of four sampled 
employee files reviewed. 

The facility failed to ensure that written procedures that 
apply to second trimester abortions were reviewed and 
approved annually by the facilities medical director for 
the facility that provides second trimester abortions.  

Administration, Statement of 
Deficiencies and Plan of Correction, A 
WOMAN'S WORLD MEDICAL 
CENTER, INC., Inspection Date June 
30, 2014, available at 
http://apps.ahca.myflorida.com/dm_w
eb/DMWeb_Docs/5545417.pdf 

GA Marietta Alpha 
Gynecology 
and Consulting 

 It was reported that after mediation over claims that 
the clinic owner, Daniel McBrayer, did not disclose to 
the landlord that it intended to operate an abortion 
clinic, and that staff at the clinic were performing 
medical procedures they were not licensed to perform, 
the clinic closed. 

Controversial Cobb County Abortion 
Clinic to Close, WSB-TV Atlanta, Feb. 
26, 2016,  available at 
http://www.wsbtv.com/news/local/con
troversial-abortion-clinic-announces-
its-closin/152661890 

GA Atlanta Atlanta 
Women’s 
Medical Center 

 A November 2011 inspection by the State of Georgia 
Healthcare Facility Regulation Division found 
deficiencies at Atlanta Women’s Medical Center to 
include: 

- Failure to ensure adequate nursing 

Statements of Deficiencies and Plans of 
Correction, Atlanta Women’s Medical 
Center, dated Nov. 22, 2011, available 
at http://abortiondocs.org/wp-
content/uploads/2012/07/Atlanta-



documentation to post anesthesia unit 
monitoring and care provided for patient 
requiring emergency transfer to an acute care 
facility.  

- Improper sterilization of surgical instruments. 

Inspection-Report-Jan-9-2012.pdf 

GA Atlanta Tyrone Malloy, 
owner of Old 
National 
Gynecology 

1 of 2 Tyrone Malloy was sentenced to four years in prison 
and six years probation on two counts of Medicaid 
Fraud. The Attorney General’s office reported that 
“[f]or several years, Malloy engaged in a scheme to 
defraud Georgia Medicaid by billing for office visits 
associated with abortions and for ultrasound 
procedures which were never performed.” 

Press Advisory, Georgia Department of 
Law, DeKalb Physician Sentenced to 
Prison for Medicaid Fraud, March 21, 
2014, available at 
http://law.ga.gov/press-releases/2014-
03-21/dekalb-physician-sentenced-
prison-medicaid-fraud 

   2 of 2 On January 8, 2009 the Georgia State Board of Medical 
Examiners issued a reprimand and ordered Tyrone 
Malloy to pay $10,000 in fines and obtain 20 additional 
hours of CME for the death of an abortion patient.  The 
23-year-old patient was 25 weeks pregnant.  Malloy 
failed to take precautions that were necessary based on 
her medical history.  He lacerated the woman’s cervix, 
ruptured her uterus, and injured her bowel.  She went 
into cardiac arrest while in the recovery room, and was 
transferred to Atlanta Medical Center where she had an 
emergency hysterectomy and bowel repair that failed to 
save her life.   

-  

Public Order, In the Matter of Tyrone 
Malloy, M.D., Before the Composite 
State Board of Medical Orders, Docket 
No.  2009-0033, dated Jan. 8, 2009, 
available at 
http://abortiondocs.org/wp-
content/uploads/2012/10/Tyrone-
Malloy-Public-Reprimand-Jan-8-
20091.pdf 

GA Savannah Lawrence W. 
Miller 

 On March 11, 2008, a 15-year-old patient presented for 
an abortion of 15-week twins.  Miller was unable to 
complete the procedure and sent her back to the 
recovery room, and then back to the OR to resume the 
procedure.  Although he recognized that the abortion 
was incomplete and that he may have perforated her 
organs, he sent her home with instructions to her 
family to go to the ER if she had abdominal pain or 
vaginal bleeding.  She was admitted to Memorial 
Hospital, Savannah, Georgia that same evening with 
severe abdominal/pelvic pain and bleeding, and 
underwent emergency surgery to repair three uterine 

Public Order, In the Matter of Lawrence 
W. Miller, M.D., Before the Composite 
State Board of Medical Orders, Docket 
No. 2010-0052, dated Jan. 20, 2010 
available at 
http://abortiondocs.org/wp-
content/uploads/2013/06/Lawrence-
W.-Miller-GA-Composite-Medical-
Board-Public-Consent-Order-1-7-
20101.pdf 



perforations, complete the abortion and cystoscopy 
(examination of the bladder).  She received 4 units of 
blood and was in the hospital for five days. 
 
The Georgia Board found that Lawrence Miller failed to 
discontinue the abortion procedure when perforation 
was suspected, failed to immediately transfer the 
patient by ambulance to a hospital and had concerns 
related to Miller’s record keeping. 

GA  Andre Damian 
Williams 

 In November 2012, the District Attorney filed an 
indictment against Andre Williams for Medicaid Fraud.  
Between January 12, 2009 and September 26, 2011, 
Williams was accused of approximately $215,003.30 in 
fraudulent medical assistance payments for procedures 
associated with the performance of elective abortions 

The State v. Andre Damian Williams, 
Medicaid Fraud Dekalb County 
Superior Court. Nov. 2012, available at 
http://abortiondocs.org/wp-
content/uploads/2013/03/Williams-
Andre-Indictment-of-felony-Medicaid-
fraud-1-2-13.pdf 

IL Chicago Michigan Ave 
Medical Center 

 The Illinois Department of Public noted the following 
deficiencies at Michigan Ave Medical Center on June 
23, 2011 

- Facility failed to ensure equipment was 
maintained in sanitary manner  

• Metal carts in OR contained rust 
like stains, residue and dust  

• Anesthesia machine in OR was 
dusty  

• Suction tubing in OR, identified by 
staff as clean, was suspended over a 
biohazard container. Lid of the 
container when opened touch the 
clean tubing  

• OR contained an ambu bag with a 
brown substance, rust like stains, 
and dust  

- Facility was not prepared to manage those 
emergencies which may be associated with 
procedures performed there 

• Facility failed to ensure emergency 

IL Department of Public Health 
Division of Health Facilities Standards: 
Statement of Deficiencies and Plan of 
Correction. Date of Survey: June 23, 
2011, available at 
http://abortiondocs.org/wp-
content/uploads/2013/12/MichiganAve
DeficiencyReports.pdf 



supplies were not outdated and 
failed to maintain a complete 
supply list on the checklist  

- Improper postoperative care documentation  
• Patient who presented for D&C was 

transferred to impatient facility 
with diagnosis of Abnormal Heart 
Rhythm. Clinical record lacked 
surgeon’s and/or anesthesiologist’s 
documentation regarding the 
complications leading to the need 
for transfer  

Patient medical records were not adequately 
documented 

IL Downers Grove Access Health 1 of 2 The Illinois Department of Public Health noted the 
following deficiencies on January 28, 2012 at Access 
Health: 

- Improper infectious control procedures  
- Failure to comply with medical gas storage 

regulations  
 

IL Department of Public Health 
Division of Health Facilities Standards: 
Statement of Deficiencies and Plan of 
Correction. Date of Survey: January 28, 
2012, available at 
http://abortiondocs.org/wp-
content/uploads/2013/12/AccessHealth
CareDeficiencyReports-pt2.pdf 

   2 of 2 The Illinois Department of Public Health noted the 
following deficiencies on May 18, 2011 at Access 
Health:  

- Facility failed to ensure a sanitary 
environment. The operating room was not 
cleaned two days after last surgical day. There 
was loose debris on floors, a red stain on a wall, 
and standing water in small bucket.  

- Failure to ensure patients received post-
operative counseling 

IL Department of Public Health 
Division of Health Facilities Standards: 
Statement of Deficiencies and Plan of 
Correction. Date of Survey: January 28, 
2012, available at 
http://abortiondocs.org/wp-
content/uploads/2013/12/AccessHealth
CareDeficiencyReports-pt2.pdf 

IL Hinsdale ACU Health 
Center 

 The Illinois Department of Public Health noted the 
following deficiencies at ACU Health Center on May 24, 
2011:  

- Failure to ensure patients received post-
operative counseling  

IL Department of Public Health 
Division of Health Facilities Standards: 
Statement of Deficiencies and Plan of 
Correction. Date of Survey: May 24, 
2011, available at 



- Failure to ensure a sanitary environment, 
including tape on IV pole, dust on suction 
machine where there was an opened suction 
catheter, and brown stains on the suction 
machine. 

 

http://illinoisrighttolife.org/wp-
content/uploads/2014/11/ACU-Health-
Center-POC-5-24-2011.pdf 

IL  Wood Dale Advantage 
Healthcare 

 Illinois Department of Public Health noted the 
following deficiencies at Advantage Health Care on 
October 4, 2013: 

- Facility failed to ensure a pre-anesthesia 
evaluation was conducted prior to 
administration of anesthesia. 

- Failure to ensure discharge instructions were 
given to the patient.  

-  

IL Department of Public Health 
Division of Health Facilities Standards: 
Statement of Deficiencies and Plan of 
Correction. Date of Survey: October 4, 
2013, available at 
http://illinoisrighttolife.org/wp-
content/uploads/2014/11/Advantage-
Health-Care-Statement-of-Deficiencies-
and-POC-10-4-2013.pdf 

IL  Albany Medical 
Surgical Center 

1 of 2 The Illinois Department of Public Health issued a 
notice of license revocation for conditions at Albany 
Medical Center “that are threatening to the public 
interest, health, safety or welfare.” The conditions at 
the clinic included:  

 

Department of Public Health State of IL 
v. Albany Medical Surgical Center. 
Notice of Revocation of License, Fine. 
Served March 11, 2015, available at 
http://illinoisrighttolife.org/wp-
content/uploads/2014/11/1504910846-
Responsive-Documents-2-of-
2_Redacted.pdf 

   2 of 2 An August 28, 2013 survey  
Corridor is not wide enough to comply with transport 
of stretcher borne patients to an exit 

Department of Public Health State of IL 
v. Albany Medical Surgical Center. 
Notice of Revocation of License, Fine. 
Served March 11, 2015, available at 
http://illinoisrighttolife.org/wp-
content/uploads/2014/11/1504910846-
Responsive-Documents-2-of-
2_Redacted.pdf 

IL Chicago American 
Women’s 
Health DBA 

 The Illinois Department of Public Health noted on June 
23, 2011 that deficiencies and violations at American 
Women’s Health DBA included: 

- Failure to ensure the presence of a circulating 
RN during an invasive and operative 
procedure.  

IL Department of Public Health 
Division of Health Facilities Standards: 
Statement of Deficiencies and Plan of 
Correction. Date of Survey: June 23, 
2011, available at 
http://illinoisrighttolife.org/wp-



- Failure to document of name of person 
accompanying patient from facility after 
procedure  

- Failure to ensure all patients received pre-
operative and post-operative counseling  

Failure to report statistical data. The clinic had 
reported 0 patient transfers to hospital. However, 
patient records showed that from 01/2014-
09/30/2014, 7 patients had been transferred.  

content/uploads/2014/11/American-
Womens-Center-of-Des-Plaines-
Statement-of-Deficiencies-and-POC-6-
23-2011.pdf 

IL Des Plaines Forest View 
Medical Center 

 The Illinois Department of Public Health noted the 
following deficiencies and violations at Forest View 
Medical on June 1, 2011 

- Failure to document administration of Rhogam 
for those patients who were RH negative. 

- Failure to ensure background checks with 
health care registry prior to hiring. 

Failure to ensure patients received post-operative 
counseling.  

IL Department of Public Health 
Division of Health Facilities Standards: 
Statement of Deficiencies and Plan of 
Correction. Date of Survey: June 1, 
2011, available at 
http://illinoisrighttolife.org/wp-
content/uploads/2014/11/Forest-View-
Medical-Center-Statement-fo-
Deficiency-6-1-2011.pdf 

IL Granite City Hope for 
Women Clinic 

 The Illinois Department of Public Health noted on 
March 9, 2012 that deficiencies and violations at Hope 
for Women Clinic included: 

- Facility’s failure to ensure a physical exam was 
conducted prior to the procedure on 1 of 5 
second trimester surgical abortion cases 
reviewed. 

- Facility’s failure to ensure safe storage of all 
narcotics and medications in accordance with 
state law. 

- Failure to ensure equipment was in working 
condition. There was no documentation on 
centrifuge or glass cylinder suction machine 
had been inspected for preventive maintenance 
and the suction tubing was brownish/yellow. 

- Failure to ensure all supplies were stored 
appropriately to prevent the potential for cross 
contamination and infection. 

- Facility failed to ensure the safety of all 

IL Department of Public Health 
Division of Health Facilities Standards: 
Statement of Deficiencies and Plan of 
Correction. Date of Survey: March 9, 
2012, available at 
http://abortiondocs.org/wp-
content/uploads/2014/01/Hope-Clinic-
for-Women-Health-Dept.-Plan-of-
Correction-4-6-2012.pdf   



medications available for patients. 
- Failure to ensure administration of all 

medications were properly documented. 
IL Peoria National 

Health Care 
Services (now 
named Whole 
Women’s 
Health of 
Peoria) 

 The Illinois Department of Public Health noted ton July 
6, 2011 that deficiencies and violations at National 
Health Care Services included:  

- Staff not adequately trained was performing 
duties they should not have been or if they had 
been trained there was no documentation.  

- Failure to ensure LPNs were trained in 
observation and emergency techniques for 
preoperative and postoperative care of surgical 
patients. 

- Many pieces of equipment did not have 
preventive maintenance such as the blood 
pressure machines, sterilizers, sonogram 
machine, and centrifuge. Even one portable 
oxygen tank had a sticker which indicated last 
check was in 2000 and when it was turned on, 
it indicated “Need refill line.”  

- Drugs were not stored in a locked cabinet per 
policy. Unlabeled medication cups were sitting 
on stands in counseling, procedure, 
examination rooms etc. Misoprostol found in 
an open bottle in unlocked drawer. Vials failed 
to indicate when they were opened. 

- Failure to ensure sterilizers were cleaned 
monthly. 

- Failure to ensure infection control processes 
were maintained to prevent the potential for 
cross-contamination of patient care items.  

- No documentation to indicate the lines were 
laundered and water temperatures were 
monitored as necessary to prevent the potential 
for cross contamination of contagions Water 
temperature was not hot enough. 

- Snack nuts and packages of cookies were on the 

IL Department of Public Health 
Division of Health Facilities Standards: 
Statement of Deficiencies and Plan of 
Correction. Date of Survey: July 6, 2011, 
October 2013, available at 
http://abortiondocs.org/wp-
content/uploads/2015/03/1504910766-
Responsive-Documents-Redacted.pdf 



crash cart. 
- Failure to ensure staff training for emergency 

or non-emergency situations were conducted. 
- Facility failed to ensure medical histories and 

complete physical examinations were reviewed 
by the physician prior to the procedure. 

- Facility failed to ensure personnel 
administering intravenous sedation was 
qualified in the State of IL to administer 
anesthesia, 

- RNs administering moderate sedation had 
multiple clinical responsibilities, were not 
ACLS certified and the physicians were not 
privileged to administer moderate sedation. No 
documentation to indicate physicians were 
ACLS certified. 

IL Rockford Northern 
Illinois 
Women’s 
Center 

 The Illinois Department of Public cited the following 
deficiencies at Northern Illinois Women’s Center on 
June 8, 2011: 

- Failure to ensure a sanitary environment to 
prevent potential contamination of equipment. 
Shoes were stored with an open box of surgical 
gloves in two operating  rooms. Gynecological 
cannuals in the operating room were stained 
with brown substance. A box of opened surgical 
gloves was stained with a dried brown 
substance. Medical rings were stored in 
recovery room food refrigerator. 

- Failure to ensure weekly biological spore 
testing for autoclave machines. Additionally, 
when it was done, the log revealed that in two 
testing’s, the machine had failed. 

- Facility had no RN to supervise patient care for 
over 4 years (10/07 to 1/11).  

- Failure to document physical exams in the 
medical records. 

IL Department of Public Health 
Division of Health Facilities Standards: 
Statement of Deficiencies and Plan of 
Correction. Date of Survey: June 8, 
2011, available at 
http://illinoisrighttolife.org/wp-
content/uploads/2014/11/Northern-
Illinois-Womens-Center-complaint-
survey-6-8-11.pdf 

IL Chicago Loop Health  Following the death of  24-year-old Tonya Reaves on Steve Miller, Documents Shed Light on 



Center Planned 
Parenthood 

July 20, 2012 after a botched abortion at Planned 
Parenthood’s clinic on Michigan Ave in downtown 
Chicago, a lawsuit was filed in the Illinois Department 
of Professional Regulation against the clinic for offering 
medical procedures they are “not properly qualified” to 
perform, delaying Reaves’ emergency treatment until 
her death was inevitable, and displaying such 
indifference to her safety that it constituted 
“abandonment of a patient.”   
 
Two other lawsuits were filed – one by Tonya’s mother, 
Dorsey Johns, and one by Tonya’s surviving son and his 
father. 
 

-  

Woman’s Death After Abortion, CBS 
CHICAGO, Jul. 24, 2012 
http://chicago.cbslocal.com/2012/07/2
4/documents-shed-light-on-womans-
death-after-abortion/; Mother Of 
Woman Who Died After Abortion Sues 
Planned Parenthood, Hospital, CBS 
Chicago, Aug. 27, 2012 available at 
http://chicago.cbslocal.com/2012/08/2
7/mother-of-woman-who-died-after-
abortion-sues-planned-parenthood-
hospital/; Order for Approval of 
Wrongful Death Settlement, Alvin 
Jones v. Planned Parenthood of Illinois, 
No. 213 L 000076 (Cir. Ct. Ill. Jan. 24, 
2014) available at 
http://abortiondocs.org/wp-
content/uploads/2014/02/205438750-
Tonya-Reaves-Ord-Approving-
Settlement-of-Wrongful-Death-
Claim1.pdf 

IL Chicago Women’s Aid 
Clinic 
(reopened 
under the 
name 
“Women’s Aid 
Center”) 

 On May 8, 2009, the Women’s Aid Clinic in Chicago 
performed a five-minute abortion on 18 year-old 
Antonesha Ross.The young mother had trouble 
breathing afterwards, and was coughing up fluid and 
blood.  
 
40 minutes after her abortion, clinic employees called 
an ambulance. Instead of performing CPR, clinic staff 
offered Antonesha a bag to breathe in. She was 
pronounced dead in the emergency room shortly after.  
The cause of death was determined to be severe 
bronchopneumonia.  
 
In September 2011, two years after Antonesha’s death, 
an inspector arrived at the Women’s Aid Clinic and 
found 15 violations of state health and safety standards, 

Nara Schoenberg, Abortion Clinic 
Closes, Avoids Fine After Fatality, 
CHICAGO TRIBUNE, Apr. 13, 2015, 
http://www.chicagotribune.com/news/
watchdog/ct-abortion-death-met-
20150216-story.html;  Statement of 
Deficiencies and Plan of Correction, Ill. 
Dept. of Pub. Health, Div. of Health 
Facilities Standards (Sept. 27, 2011) 
available at 
http://illinoisrighttolife.org/wp-
content/uploads/2014/11/Womens-
Aid-Clinic-CLOSEDStatement-of-
Deficiencies-and-POC-9-7-2011.pdf 



including failure to perform CPR on Antonesha. The 
state cited conditions at the clinic were “directly 
threatening to the public interest, health, safety and 
welfare,” and suspended the clinic’s license on an 
emergency basis and the clinic was fined $36,000. 
 
The inspection documented the mistreatment of 
Anotesha. Six days prior to her abortion, Antonesha 
had come to the Women’s Aid Clinic, visibly sick, and 
was told by the abortionist that her upper respiratory 
infection meant she could not safely undergo the 
procedure until she had been examined by a doctor and 
treated with antibiotics.  According to state inspection 
records, when she returned to the clinic days later, 
there was no documentation that she had been treated 
or re-examined by the clinic. 
 
The Women’s Aid Clinic filed for bankruptcy and was 
closed in November 2011, three weeks after the fine was 
imposed.  The next month, the clinic’s owner Larisa 
Rozansky, opened a new clinic, at the same location, 
with the same phone number, same website, and a 
substantially similar name—the Women’s Aid Center. 
Rozansky and her lawyer had the gall to argue that the 
new clinic was an entirely different entity and that the 
old clinic had no money to pay the fine.  

-  
IL Chicago Family 

Planning 
Associates 
Medical Group 
and Darwin 
Jackson, M.D. 

 Plaintiff alleged that during the seven minute 
procedure, Dr. Jackson should have heeded several 
warning signs that the pregnancy was ectopic, or 
outside of the uterus, and she should have been sent to 
another provider where they could do further testing. 
Plaintiff also alleged that when Dr. Jackson turned on 
the suction, he tore Jane Doe’s uterus multiple times, 
ruptured the gestational sac and started a massive 
bleed.  Had it been discovered beforehand, Jane Doe 
likely would have undergone a resection surgery that 

T.M., Individually and as Parent and 
Next Friend of, Jane Doe, a minor, v. 
Darwin Jackson, M.D.; and Family 
Planning Associates Medical Group, 
Ltd. Verdict Report published by Pfaff, 
Gill, and Ports LTD., Trial Lawyers, 
available at 
http://www.pfaffgill.com/Verdicts-
Settlements/Verdict-Report-7-26-
13.pdf 



would have preserved her ability to have her own 
children.  

IN South Bend, 
Fort Wayne, 
and Gary 

Ulrich Klopher  An administrative complaint filed on September 17, 
2014 before the Medical Licensing Board of Indiana 
found Ulrich Klopher’s violations included that he: 

- Failed to ensure that abortion patients signed 
consent forms 18 hours in advance of their 
procedures being performed. 

- Failed to ensure that abortion patients received 
counseling from a physician, a physician 
assistant, an advanced practice nurse, or a 
midwife prior to an abortion being performed.  

- Failed to submit a Terminated Pregnancy 
Report within 3 days after performing an 
abortion on a 13 year old patient on September 
28, 2012 

- Failed to submit a Terminated Pregnancy 
Report within 3 days after performing an 
abortion on a 13 year old patient on January 
25, 2013 

- Failed to ensure that the name of the father, 
approximate age of father, and post 
fertilization age of fetus was included on 1,818 
Terminated Pregnancy Reports submitted to 
the ISDH  

- Failed to ensure that the obstetrical history of 
patients were included on 601 Terminated 
Pregnancy Reports submitted to ISDH, 
specifically the dates of prior terminations.  

- Failed to ensure that the results of pathological 
examinations performed were included on 672 
Terminated Pregnancy Reports submitted to 
ISDH. 

Failed to determine the dates of patients’ last menses 
on 495 Terminated Pregnancy Reports submitted to 
ISDH. 

Administrative Complaint by State of 
Indiana, Ulrich Klopher, Filed 
September 17, 2014, available at  
http://abortiondocs.org/wp-
content/uploads/2014/09/Dr.-Klopfer-
complaint.pdf 

KS  Ann Kristin  In 2012, the State Board of Healing Arts revoked the “Final Order Following Remand: 



Neuhaus license of Ann Kristin Neuhaus after allegations that 
she performed inadequate mental health exams on 
young patients she then referred to Dr. George Tiller 
for late-term abortions.  The Administrative judge 
concluded that Neuhaus “seriously jeopardized” the 
care of her patients.  

 
In 2015, the Kansas Board of Healing Arts decided to 
continue Neuhaus’ prohibition from the practice of 
medicine (after being required by a District Court to 
reconsider the decision). 

Revoking License and Assessing Costs – 
In the Matter of Ann K. Neuhaus, M.D.” 
Kansas State Board of Healing Arts 
Docket No. 10-HA00129, January 9, 
2015, available at 
http://abortiondocs.org/wp-
content/uploads/2015/01/Neuhaus-
FO-following-Remand-Revoke-Costs-1-
9-15-_Redacted1.pdf; “Petition In the 
Matter of Ann K. Neuhaus, M.D.,” 
Docket No. 10-HA 00129, Before the 
Board of Healing Arts of the State of 
Kansas, Filed April 1, 2010, available at 
http://abortiondocs.org/wp-
content/uploads/2012/01/Neuhaus-
Disciplinary-PETITION-04-16-10.pdf 

KY Louisville EMW 
Women’s 
Surgical Center 

 The Governor’s Administration filed a lawsuit against 
EMW Women’s Clinic for operating unlawfully. It was 
reported that the Secretary of the state Cabinet for 
Health and Family Services, said the EMW clinic in 
Lexington was operating without a license and without 
required transfer agreement with an ambulance service 
to take patients to a hospital in the event of an 
emergency, that a recent inspection found the clinic to 
be "unsanitary," and that the clinic had not been 
inspected since 2006. The Kentucky Court of Appeals 
granted the request to temporarily close the unlicensed 
clinic. 

Deborah Yetter, Bevin Administration 
Sues 2nd Abortion Clinic, Courier-
Journal, Mar. 4, 2016, available at 
http://www.courier-
journal.com/story/news/politics/2016/
03/03/bevin-administration-sues-2nd-
abortion-clinic/81263130/; Jack 
Brammer, Appellate Court Grants 
Bevin Request to Close Lexington 
Abortion Clinic, Lexington Herald 
Leader, Jun. 15, 2016, available at 
http://www.kentucky.com/news/politic
s-government/article83964517.html 

LA New Orleans Women’s 
Health Center 

1 of 3 Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, 
Women’s Health Center, Dated November 7, 2013  
found the Women’s Health Center deficiencies 
included: 

- Failure to get informed consent.  
- Failure to accurately documents dates of 

procedures and age of father of minor's  baby. 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Women’s 
Health Center, Dated November 7, 
2013. (on file with AUL). 



 
   2 of 3 Louisiana Department of Health and Hospitals, 

Statement of Deficiencies and Plan of Correction, 
Women’s Health Center, Dated November 14, 2012 
found the Women’s Health Center had no registered 
nurse on staff. 
 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Women’s 
Health Center, Dated November 14, 
2012. (on file with AUL). 

   3 of 3 Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, 
Women’s Health Center, Dated October 19, 2010 found 
the deficiencies included: 

- Failure to comply with reporting requirements. 
- Failure to determine the level of competency of 

employees providing patient care at the facility. 
- Failure to ensure Medical Records were stored 

in a manner that afforded protection from fire, 
water, and other sources of damage. 

- Failure to ensure a safe environment by: 
• failing to securely anchor oxygen 

tanks during storage.  
• failing to ensure the facility's 

electrical equipment was inspected 
for electrical safety annually. 

 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Women’s 
Health Center, Dated October 19, 2010. 
(on file with AUL). 

LA Shreveport Hope Medical 
Group for 
Women 

1 of 4 Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, Hope 
Medical Group for Women, Dated July 25, 2012 found 
deficiencies included:  

- Failure to ensure a system was in place to 
evaluate the nurse's competencies in 
compounding the medications used. 

- Failure to ensure each patient was assessed by 
a nurse as medically stable upon discharge 
from the post-operative area.  

- Failure to ensure a system for training and 
evaluation of staff competencies to identify 
“products of conception.” 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Hope Medical 
Group for Women, Dated July 25, 2012. 
(on file with AUL). 



-  Failure to ensure informed consent. 
- Possible contamination of drugs due to lack of 

compounding competency. 
 

   2 of 4 Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, Hope 
Medical Group for Women, Dated August 30, 2011 and 
the Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, Hope 
Medical Group for Women, Dated May 27, 2011 found 
deficiencies include: 

- Failure to ensure a plan for internal and 
external disasters was developed and 
implemented. 

-  Failure to ensure all staff members received 
annual testing for Tuberculosis  

- Failure to comply with reporting requirements 
of complications 

- Failure to ensure drugs were properly stored  
- Failure to ensure drugs were properly 

safeguarded 
- Failure to ensure a system was in place to 

evaluate the nurse's competencies in 
compounding the medications used. 

-  

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Hope Medical 
Group for Women, Dated August 30, 
2011;  Louisiana Department of Health 
and Hospitals, Statement of 
Deficiencies and Plan of Correction, 
Hope Medical Group for Women, Dated 
May 27, 2011. (on file with AUL). 

   3 of 4 The Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, Hope 
Medical Group for Women, Dated August 13, 2010 
found deficiencies to include: 

- Failure to ensure each patient's level of 
consciousness, respiratory and cardiovascular 
status was monitored during and after the 
administration of intravenous medications and 
during the administration of inhalation gas 
agents used during the abortion procedure. 

- Failure to comply with reporting requirements.  
There was no documentation that patients were 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Hope Medical 
Group for Women, Dated August 13, 
2010. (on file with AUL). 



given a physical exam prior to procedure. 
- Failure to conduct any in-service training with 

facility staff within approximately two years. 
 

   4 of 4 The Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, Hope 
Medical Group for Women, Dated September 3, 2009 
found that lab technicians improperly administering 
drugs without evidence of proper certification.   
 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Hope Medical 
Group for Women, Dated September 3, 
2009. (on file with AUL). 

LA Baton Rouge Delta Clinic of 
Baton Rouge 

1 of 4 The Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, Delta 
Clinic of Baton Rouge, Dated January 9, 2013 found 
expired medications in emergency kits 
 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Delta Clinic of 
Baton Rouge, Dated January 9, 2013. 
(on file with AUL). 

   2 of 4 The Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, Delta 
Clinic of Baton Rouge, Dated January 17, 2012 found 
deficiencies included: 

- Failure to ensure staff had current TB tests. 
- Failure to maintain equipment. 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Delta Clinic of 
Baton Rouge, Dated January 17, 2012. 
(on file with AUL). 

   3 of 4 The Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, Delta 
Clinic of Baton Rouge, Dated February 3, 2011 (digital 
copy).    

- Failure to ensure parental consent or judicial 
bypass prior to minor's abortion. 

- Failure to ensure policy regarding minor 
abortions. 

 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Delta Clinic of 
Baton Rouge, Dated February 3, 2011. 
(on file with AUL). 

   4 of 4 The Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, Delta 
Clinic of Baton Rouge, Dated December 7, 2009 found 
deficiencies included:   

- No quality assurance procedures in place. 
- Failure to monitor patient's vital signs and 

document administration of narcotics. 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Delta Clinic of 
Baton Rouge, Dated December 7, 2009. 
(on file with AUL). 



- Failure to provide women with confidential 
counseling. 

- Failure to properly dispose of patient records. 
- Expired equipment not disposed of and 

possibly used on patients. 
- Failure to ensure sanitary environment: 

• Leaking syringes of medications 
stored in Ziploc bags. 

• Failure to follow disinfection 
instructions for ultrasound vaginal 
probe (contamination can occur). 

• Re-use of single use IV bags. 
- Signed RX pad with preprinted orders 

accessible by patients. 
-  

LA Metairie Causeway 
Medical Clinic 

1 of 4 The Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, 
Causeway Medical Clinic, Dated May 30, 2013 found 
that patient records contained contradictory ages for 
the father of a minor's child. 
 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Causeway 
Medical Clinic, Dated May 30, 2013. (on 
file with AUL). 

   2 of 4 The Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, 
Causeway Medical Clinic, Dated May 15, 2012 found 
deficiencies included:   

- Failure to ensure parental consent for minor's 
abortion. 

- Failure to maintain sanitary conditions: 
• Torn bed in recovery room posed 

infection control risk. 
•  Expired equipment comingling 

with non-expired equipment. 
- Expired medications not disposed of, and 

possibly given to patients. 
 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Causeway 
Medical Clinic, Dated May 15, 2012. (on 
file with AUL). 

   3 of 4 The Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 



Causeway Medical Clinic, Dated January 27, 2011 found 
deficiencies included:   

- Failure to maintain sanitary environment, not 
following disinfectant instructions for vaginal 
probe. 

- Failure to properly maintain patient records.  
- Failure to ensure doctors had current TB test 
- Failure to ensure policy for the mandated 

reporting of carnal knowledge, incest, and rape 
of minors seeking abortion. Staff admitted it 
was their policy to not ask any questions about 
the father, even if the patient was a minor. 

 

and Plan of Correction, Causeway 
Medical Clinic, Dated January 27, 2011. 
(on file with AUL). 

   4 of 4 Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, 
Causeway Medical Clinic, Dated July 2, 2009 found 
deficiencies included: 

- Failure to institute policy on IV administration 
of drugs & monitoring of vital signs. 

- Failure to maintain emergency supplies. 
-  Failure to ensure sanitary conditions 

• Possible cross contamination by 
staff and patients. 

• Plastic liners on recovery room 
chairs torn allowing possibility of 
infections spreading. 

- Expired medications and supplies not disposed 
of and possibly used for patients. 

 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Causeway 
Medical Clinic, Dated July 2, 2009. (on 
file with AUL). 

LA Bossier City Bossier City 
Medical Suite 

 Louisiana Department of Health and Hospitals, 
Statement of Deficiencies and Plan of Correction, 
Bossier City Medical Suite, Dated July 2, 2009 found 
deficiencies to include:   

- Failure to ensure monitoring of patients vital 
signs after being given narcotics. 

- Failure to ensure sanitary environment” 
• Unsanitary storage, 

Louisiana Department of Health and 
Hospitals, Statement of Deficiencies 
and Plan of Correction, Bossier City 
Medical Suite, Dated July 2, 2009. (on 
file with AUL). 



• Sitting water and unsanitary eating 
utensils in procedure room, 

• Storage of equipment in trash bags, 
• Procedure beds rusted and 

unsanitary. 
- Medication counts on stored medications not 

accurate. 
 

LA New Orleans Gentilly 
Medical Clinic 
for Women  

 In May 2011, the Louisiana Department of Health and 
Hospitals Secretary Bruce D. Greenstein issued a 
license revocation for Gentilly Medical Clinic for 
Women and ordered the abortion facility to 
immediately cease performing abortions after an 
investigation found repeat violations that posed 
significant health and safety risks to clients.  The 
facility failed to provide nursing services to meet the 
needs of its patients and adequately monitor women in 
recovery following a procedure. 

Press Release, Louisiana Department of 
Health, 
DHH Immediately Suspends License of 
New Orleans Abortion Clinic, May 26, 
2011, available at 
http://dhh.louisiana.gov/index.cfm/ne
wsroom/detail/1763 

MD Annapolis Annapolis 
Health Center-
Planned 
Parenthood 

 The Statement of Deficiencies Report from the 
February 19, 2013 inspection found deficiencies 
included a failure to ensure the policies and procedures 
were implemented and followed to ensure instrument 
reprocessing equipment was properly sanitized. The 
Autoclave machine was leaking water onto a shelf 
below the machine. Safety checks should be performed 
for leaks and there is no documentation to support leak 
testing or maintenance was being done. 
 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Planned Parenthood of Annapolis, 
Inspection Date February 19, 2013, 
available at 
http://abortiondocs.org/wp-
content/uploads/2014/11/Planned-
Parenthood-Annapolis-Initial-Survey-2-
19-2013.pdf 

MD Baltimore Gynemed 
Surgical Center 

 The Statement of Deficiencies Report from the March 
25, 2009 inspection found the deficiencies at Gynemed 
Surgical Center included: 

- Failure to have transfer agreement with local 
hospital. 

- Failure to implement infection control policies 
for disinfection of medication vials and for one 
of one two new employees to obtain TB testing.  

- RN failed to follow infection control practices 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Gynemed Surgical Center, Inspection 
Date March 25, 2009, available at 
http://abortiondocs.org/wp-
content/uploads/2012/07/GYNEMED-
SURGI-CENTER-with-highlighting.pdf   



when accessing a medication vial.  
- Failure to prepare and administer drugs 

according to policies and acceptable standards 
of care. 

- The registered nurse administered medications 
to patients in unlabeled packages and 
medications to patients in syringes that were 
incorrectly labeled. 

The administrator stated that the facility had problems 
with missing Xanax.  

MD Hagerstown Hagerstown 
Reproductive 
Health 

1 of 2 The Statement of Deficiencies Report from the August 
14, 2015  inspection found the deficiencies at 
Hagerstown Reproductive Health included:  

- One of two physicians did not have infection 
control training.  

- Administrator did not implement infection 
control policies and did not ensure that 
measures to prevent infection were practiced at 
the facility. These measures include not 
donning gloves when cleaning patient 
equipment and the patient area.  

- Physician did not conduct a history and 
physical examination before conducting the 
patient’s surgical procedure for 5 of 5 patients 
receiving local sedation and did not assess one 
of one patient’s with an elevated blood 
pressure. 

Failure to implement infection control policies and did 
not ensure that measures to prevent infection were 
practiced at the facility.  

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Hagerstown Reproductive Health, 
Inspection Date August 14, 2015, 
available at 
http://abortiondocs.org/wp-
content/uploads/2016/06/Hagerstown-
Reproductive-Health-Services-
08_14_15-L3_Redacted.pdf 

   2 of 2 The Statement of Deficiencies Report from the 
February 28, 2013 inspection of Hagerstown 
Reproductive Health found deficiencies included:  

- Failure to provide emergency training for 
patient transfers to the hospital for 5 of 5 
employees. 

- Failure to implement infection control policies 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Hagerstown Reproductive Health, 
Inspection Date February 28, 2013, 
available at 
http://abortiondocs.org/wp-



and failed to ensure that measures to prevent 
infection were practiced at the facility.  

content/uploads/2014/11/Hagerstown-
Reproductive-Health-Initial-Survey-2-
28-20131.pdf 

MD Baltimore Hillcrest of 
Baltimore 

1 of 3 The Statement of Deficiencies Report from the 
September 3, 2015 inspection of Hillcrest of Baltimore 
found continued deficiencies even though facility had 
submitted a plan of correction after May 2015 
inspection:  

- Failure to have policies and procedures in place 
to provide oversight of the center.  

- Facility staff did not credential the medical 
staff. This was evident for 6 of 6 staff  

- No evidence that the scope of procedures 
performed and medical staff privileges were 
reappraised by the administrator for 6 of 6 files 
reviewed  

- Facility staff did not implement personnel 
policies for all staff (evident for 8 of 11 staff 
reviewed during the survey). They were 
missing current license, documentation of 
annual infection control training, TB skin test 
or signs/symptoms of screening, 
documentation of Hep B immunization or 
declination, documentation of basic life 
support  

- RN did not discard expired medication 
Administrator has not implemented an 
ongoing quality assurance program. 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Hillcrest Clinic of Baltimore, Inspection 
Date September 3, 2015, available at 
http://abortiondocs.org/wp-
content/uploads/2016/06/Hillcrest-
Clinic-Sep-3-2015.pdf 

   2 of 3 The Statement of Deficiencies Report from the May 20, 
2015 inspection found deficiencies to include: 

- Failure to ensure training of staff. 
- Failure to ensure personnel are free from 

communicable diseases and failure to comply 
with immunization requirements for all staff. 

- Failure to credential the medical staff. 
- No evidence that the scope of procedures 

performed and medical staff privileges were 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Hillcrest Clinic of Baltimore, Inspection 
Date May 20, 2015, available at 
http://abortiondocs.org/wp-
content/uploads/2016/06/Hillcrest-
Clinic-May-20-2015.pdf 



reappraised by the administration for 4 of 4 
files reviewed. 

- Failure to implement personnel policies for 
facility staff. Evident for 9 of 9 facility staff 
reviewed during the survey. 

- RN failed to discard expired medication. 
- Failure to maintain a complete, 

comprehensive, and accurate medical record 
for all patients.  

- Failure to implement infection control policies 
and failed to ensure that measures to prevent 
infection were practiced at the facility. These 
measures include failure to follow policy on the 
cleaning of surgical equipment and failure to 
perform weekly spore testing for the autoclave. 

- Nurses failed to identify and discard the 
expired surgical supplies. 

- Failure to implement an ongoing quality 
assurance program.  

   3 of 3 The Statement of Deficiencies Report from the 
February 12, 2013 inspection found the following 
deficiencies: 

- Failure to develop a policy and procedure for 
safety practices.  

- Failure to provide emergency training for 
patient transfers to the hospital for 9 of 9 
employees. 

- Failure to implement policy and procedures for 
the use and storage of medications. 

- Failure to ensure that patient’s medical records 
include a discharge diagnosis for 2 of 4 patient 
records reviewed. 

- Administrator failed to implement infection 
control policies and failed to ensure that 
measures to prevent infection were practiced at 
the facility. These measures included failure to 
ensure the use of chemical indicators in each 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Hillcrest Clinic of Baltimore, Inspection 
Date February 12, 2013, available at 
http://abortiondocs.org/wp-
content/uploads/2014/11/Hillcrest-
Clinic-Initial-Survey-2-12-2013.pdf 



sterilized package of sterilized instrument. 
MD College Park Metropolitan 

Family 
Planning Clinic  

1 of 2 The Statement of Deficiencies Report from the October 
14, 2015 inspection of Metropolitan Family Planning 
found deficiencies included: 

- 5 of 5 staff members did not have orientation 
that demonstrates competency to perform 
patient care and training in infection control.  

- Facility staff did not have policies and 
procedures in plan to provide oversight of the 
center. 

- Administrator did not comply with regulations 
to ensure that all medical personnel are free 
from communicable diseases. 

- Administrator did not follow their policy on 
emergency preparedness. 

- 2 of 2 non-anesthesia personnel did not have 
current ACLS training and certification. 

- Administrator did not assure 4 of 4 personnel 
received certification in basic life support.  

- Administrator did not provide emergency 
training for patient transfers to the hospital for 
3 of 3 employees.  

RN did not implement infection control policies and 
did not ensure that measures to prevent infection were 
practiced at the facility.  

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Metropolitan Family Planning  Date 
October 14, 2015 available at 
http://abortiondocs.org/wp-
content/uploads/2016/05/METROPOL
ITAN-FAMILY-PLANNING-BERWYN-
HTS-maryland-10-2015-survey.pdf 

   2 of 2 The Statement of Deficiencies Report from the 
February 15, 2013 inspection found deficiencies 
included: 

- Failure to ensure that policies and procedures 
were in place at all times to ensure a sanitary 
environment.  

- Failure to ensure that the patient medical 
records were complete and included a 
discharge diagnosis for 5 of 5 patient records 
reviewed. 

- Failure to ensure that medical records are safe 
guarded from unauthorized access. 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Metropolitan Family Planning Date 
February 22, 2013, available at 
http://abortiondocs.org/wp-
content/uploads/2014/11/Metropolitan
-Family-Planning-Berwyn-Heights-
Initial-Survey-2-22-2013.pdf 



- Failure to ensure the policies and procedures 
were implemented and followed, to ensure 
instrument reprocessing was conducted in a 
sanitary environment. 

- Dirty blood suction hoses were in a bucket next 
to the clean hoses which tech identified this 
area as the clean area  

- Staff took instruments from the procedure 
room and first cleaned with soft scrub with 
bleach (a house hold cleaner) that is not an 
EPA approved enzymatic cleaner. Staff then 
took the instruments and placed them in a 
basin with a cap of the Lysol container full of 
Lysol and a ½ basin full of water to soak the 
instrument. Staff never changed her gloves, 
washed her hands or used hand sanitizer.  

MD Suitland Metropolitan 
Family 
Planning Clinic 

1 of 2 The Statement of Deficiencies Report from the October 
6, 2015 inspection found deficiencies at Metropolitan 
Family Planning Clinic included: 

- 5 of 5 staff members did not have orientation 
that demonstrates competency to perform 
patient care and training in infection control. 

- Facility did not have policies and procedures in 
place to provide oversight of the center. Review 
of the policy manuals revealed that they were 
incomplete.  

- Administrator did not comply with regulations 
to ensure that all medical personnel free from 
communicable diseases. 

- Administrator did not follow their policy on 
emergency preparedness. 

- Administrator did not provide preventative 
maintenance to emergency equipment. 

- 2 of 2 physician credentialing files reviewed 
were incomplete. 

- 2 of 2 non-anesthesia personnel did not have 
current ACLS training and certification. 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Metropolitan Family Planning Clinic – 
Suitland, MD  , Inspection Date October 
6, 2015, available at 
http://abortiondocs.org/wp-
content/uploads/2016/05/METROPOL
ITAN-FAMILY-PLANNING-suitland-
2015-SURVEYS.pdf   



- Review of policies and procedures and 
interview of the administrator, it was 
determined that the administrator did not 
assure 5 of 5 personnel received cert in basic 
life support. 

- Administrator did not obtain an automatic 
external defibrillator for emergencies. 

- Administrator did not have equipment to 
monitor the patient’s oxygen level.  

- Administrator did not obtain a suction machine 
for patient emergencies.  

- Administrator did not provide emergency 
training for patient transfers to the hospital for 
3 of 3 employees.  

- Registered nurse did not identify and discard 
expired medications and solutions.  

- RN did not discard expired supplies, did not 
implement infection control policies and did 
not ensure that measures to prevent infection 
were practiced at the facility.  

   2 of 2 The Statement of Deficiencies Report from the March 
5, 2013 inspection found deficiencies at Metropolitan 
Family Planning included: 

- Failure to ensure that patient medical records 
were complete and included a discharge 
diagnosis for 5 of 5 patient records reviewed. 

- Failure to ensure that policies and procedures 
were implemented for instrument 
reprocessing, packing of sterilized of 
instruments and surgical instruments were not 
expired. 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Metropolitan Family Planning Clinic – 
Suitland, MD  , Inspection Date March 
5, 2013,  available at 
http://abortiondocs.org/wp-
content/uploads/2014/11/Metropolitan
-Family-Planning-Suitland-Initial-
Survey-3-5-2013.pdf 

MD Baltimore Planned 
Parenthood 
Baltimore 

 The Statement of Deficiencies Report from the 
February 15, 2013 inspection found deficiencies at 
Planned Parenthood Baltimore included: 

- Failure to ensure the nursing staff had 
experience and training sufficient to 
demonstrate competency in the administration 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Planned Parenthood Baltimore, 
Inspection Date February 15, 2013, 
available at 



and monitoring of IV sedation medications for 
one of three nursing staff reviewed. 

- Failure to ensure the implementation of 
policies and procedures on staff training in the 
emergency transfer of a patient to the hospital 
from the facility for one of five staff reviewed/ 

- Failure to ensure that licensed staff were 
certified in basic life support for one of 8 
licensed staff reviewed. 

- Failure to ensure that the patient’s medical 
records include a discharge diagnosis for five of 
five patient records reviewed 

http://abortiondocs.org/wp-
content/uploads/2014/11/Planned-
Parenthood-Baltimore-Initial-Survey-2-
15-2013.pdf 

MD Silver Spring Planned 
Parenthood 

1 of 2 The Statement of Deficiencies Report from the August 
4, 2015 inspection found deficiencies of Planned 
Parenthood in Silver Spring included: 

- Clinical staff did not have experience sufficient 
to demonstrate competency in assigned patient 
care duties for two of seven staff reviewed. 

- Licensed staff were not certified in basic life 
support for 2 of 6 staff reviewed. 

- Clinical staff were not trained in the procedure 
for the transfer of patients to a nearby hospital 
in the event of a patient medical emergency for 
2 of 7 staff reviewed. 

- Inadequate surgical instrument reprocessing in 
order to maintain a sanitary environment for 
the provision of surgical services. 

-  

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Planned Parenthood of Metropolitan 
DC, Inspection Date August 4, 2015, 
available at 
http://abortiondocs.org/wp-
content/uploads/2016/05/PLANNED-
PARENTHOOD-METRO-SURVEY.pdf 

   2 of 2 The Statement of Deficiencies Report from the 
February 28, 2013 inspection found deficiencies at 
Planned Parenthood in Silver Spring included a failure 
ensure that patient’s medical records included a 
discharge diagnosis for 5 of 5 patients records reviewed  

-  

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Planned Parenthood of Metropolitan 
DC, Inspection Date February 28, 2013, 
available at 
http://abortiondocs.org/wp-
content/uploads/2014/11/Planned-
Parenthood-Metropolitan-Wash-Initial-



Survey-2-28-2013.pdf 
MD Silver Spring Silver Spring 

Family 
Planning (also 
known as 
American 
Women’s 
Center) 

1 of 2 The Statement of Deficiencies Report from the August 
18, 2015 inspection of Silver Spring Family Planning 
found deficiencies to include: 

- Failure to ensure the clinical staff received 
orientation, to include proper infection control 
practice and skills competency demonstration 
to adequately perform patient tasks for 4 of 5 
staff reviewed. 

- Administrator did not ensure clinical staff were 
trained in the procedure for the transfer of a 
patient medical emergency for 5 of 5 staff 
reviewed. 

- Staff did not secure and account for controlled 
medications and did not appropriately utilize 
single dose medication vials. 

- Administrator did not ensure that patient’s 
medical records include a discharge diagnosis 
for 5 of 5 patients  
Administrator did not ensure that a safe, 
functional and sanitary environment was 
maintained for the provision of surgical 
services.  

Statement of Deficiencies and Plan of 
Correction, Silver Spring Family 
Planning, Inspection Date August 18, 
2015, available at 
http://abortiondocs.org/wp-
content/uploads/2016/05/SILVER-
SPRINGS-FAMILY-PLANNING-
MARYLAND-SURVEY-Aug-2015.pdf 

   2 of 2 The Statement of Deficiencies Report from the 
February 27, 2013 inspection found deficiencies 
included: 

- Failure to ensure the nursing staff had 
experience and training sufficient to 
demonstrate competency in the administration 
and monitoring of IV sedation medications for 
2 of 2 RNs reviewed. 

- Failure to develop policies and procedures for 
fire safety in the facility.  

- Failure to develop and implement policies and 
procedures to ensure staff were trained in the 
emergency transfer of a patient to the hospital 
from the facility for 7 of 7 staff reviewed. 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Silver Spring Family Planning, 
Inspection Date February 27, 2013, 
available at 
http://abortiondocs.org/wp-
content/uploads/2014/11/Silver-
Spring-Family-Planning-Initial-Survey-
2-27-2013.pdf 



- Failure to implement their policy on emergency 
equipment to ensure patient safety. 

 
MD Baltimore Whole 

Women’s 
Health 
Baltimore 

 The Statement of Deficiencies Report from the 
February 22, 2013 inspection of Whole Women’s 
Health Baltimore found deficiencies included: 

- Failure to secure the medical waste sharps 
container and protect the safety of the patients.  

- Failure to implement their policy and 
procedures for the use and storage of 
medications.  

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Whole Women’s Health Baltimore, 
Inspection Date February 22, 2013, 
available at 
http://abortiondocs.org/wp-
content/uploads/2014/11/Whole-
Womens-Health-Baltimore-Initial-
Survey-2-22-2013.pdf 

MD Potomac Potomac 
Family 
Planning 
Center 

1 of 3 The Statement of Deficiencies Report from the 
October 19, 2015 inspection found that staff did 
not monitor for and discard expired 
medications and supplies, did not properly 
label multi-dose medication vials at the time of 
the initial access, and did not secure drugs and 
prescription pads.  

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Potomac Family Planning Center, 
Inspection Date October 19, 2015, 
available at 
http://abortiondocs.org/wp-
content/uploads/2016/06/ACP-
Potomac-Family-Planning-Center-
10_19_15-POC-L3_Redacted.pdf 

   2 of 3 The Statement of Deficiencies Report from the July 21, 
2015 inspection found deficiencies at Potomac Family 
Planning included: 

- Measures to prevent infection were not 
practiced at the facility. These measures 
include failure to maintain and clean medical 
equipment, to maintain disinfection wipes, 
secure medical waste containers, to label 
solution containers, to maintain the surgical 
bed, and to prevent compromise of surgical 
wrapped sterile instruments.  

- The surgical bed had multiple cracks and tears 
in the material exposing the material the bed is 
made of. The wipes used to disinfect are unable 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Potomac Family Planning Center, 
Inspection Date July 21, 2015, available 
at http://abortiondocs.org/wp-
content/uploads/2016/06/ACP-
Potomac-Family-Planning-Center-
07_21_15-L3.pdf 



to penetrate the material to disinfect the 
surgical bed in between each patient allowing 
for cross contamination between patients. 

- All required emergency equipment was not 
available for use in case of an emergency. 

- Failure to perform history and physical 
examination before conducting the patient’s 
surgical procedure for 8 of 10 patients receiving 
local, intravenous sedation or general 
anesthesia.  

- Anesthesiologist failed to perform an 
assessment and document the assessment prior 
to induction to determine the risk of the 
anesthetics to the patient. 

- No documentation of physician orders for the 
administration of medication, no physician 
orders for the initiation of IV fluids for all 
patients, and no policies and procedures for 
medication administration. This was evident 
for 10 of 10 patients  

- Staff did not monitor for and discard expired 
medications and solutions, did not properly 
label multi-dose medication vials at the time of 
initial access, and did not secure drugs and 
prescription pads.  

   3 of 3 The Statement of Deficiencies Report from the 
February 13, 2013 inspection found deficiencies at 
Potomac Family Planning included: 

- 2 of 3 physician credentialing files reviewed 
were incomplete.  

- Administrator failed to protect the clinical 
record information from loss or misuse. 

Failure to implement infection control policies and 
failure to ensure that measures to prevent infection 
were practiced in the facility. These measures included 
failure to ensure the use of chemical indicators in each 
sterilized package of sterilized instrument and to 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Potomac Family Planning Center, 
Inspection Date February 13, 2013, 
available at 
http://abortiondocs.org/wp-
content/uploads/2014/11/Potomac-
Family-Planning-Initial-Survey-2-13-
2013.pdf 



maintain clean equipment.  
MD Hyattsville Prince Georges 

Reproductive 
Health Services 

1 of 2 The Statement of Deficiencies Report from the October 
15, 2015 inspection found deficiencies at Prince 
Georges Reproductive Health Services included: 

- Failure to implement policies and procedures 
for infection control measures and disaster/fire 
(emergency) drills. 

- No airway suction machine and necessary 
supplies required to perform an oral airway 
suction in an emergency.  

- Agency staff did not account for controlled 
medications.  

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Prince Georges Reproductive Health, 
Inspection Date October 15, 2015, 
available at 
http://abortiondocs.org/wp-
content/uploads/2016/05/PRINCE-
GEORGES-REPRODUCTIVE-
HEALTH.pdf 

   2 of 2 The Statement of Deficiencies Report from the 
February 14, 2013 inspection deficiencies at Prince 
Georges Reproductive Health Services included: 

- Failure to keep policies and procedures 
available at all times in the facility for staff 
reference.  

- Failure to ensure policies and procedures were 
implemented for training orientation and 
competency on emergency equipment 
maintenance ensuring patient safety. 

- Staff had no evidence of training, orientation or 
competency documented in their files of 
emergency equipment management or 
implementation of the emergency transfer 
policy and procedures.  

- Failure to ensure that pharmacy policies were 
implemented and in accordance to acceptable 
standards of care. 

- Failure to ensure that the patient medical 
records were complete and included a 
discharge diagnosis for 7 patient records 
reviewed. 

- Failure to ensure the policies and procedures 
were implemented and followed, to ensure 
instrument reprocessing was conducted in 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Prince Georges Reproductive Health, 
Inspection Date February 14, 2013, 
available at: 
http://abortiondocs.org/wp-
content/uploads/2014/11/Prince-
Georges-Reproductive-Initial-Survey-2-
14-2013.pdf   



sanitary environment. Dirty blood suction 
hoses were in a bucket next to clean hoses. 

- Staff revealed that because the reprocessing 
space is so small it is hard to not contaminate 
items and keep clean items clean, and dirty 
items from mixing 

FL, 
MD, 
NJ, 
PA, 
VA 

 Steven Chase 
Brigham,  
American 
Healthcare 
Services 

 Brigham, a circuit rider abortionist since the early 
1990s, has a history of abuse as long as his years in 
practice—both injuring women by performing 
dangerous abortions and owning shoddy clinics where 
he employs other abortionists who provide substandard 
care.  Brigham’s medical license has been revoked by 
New York, New Jersey and Florida. He surrendered his 
license in Pennsylvania. Brigham has also performed 
abortions and owned clinics in Delaware, Maryland, 
and Virginia where he is not licensed. 
 
In July 2010, the Pennsylvania Department of Health 
found Brigham violated a settlement agreement from 
2004 prohibiting Brigham from operating abortion 
facilities in the Commonwealth.  Brigham allowed 
unlicensed staff to provide patient care. 
 

- In November 2014, the New Jersey Board of 
Medical Examiners found Brigham guilty of 
several counts of gross negligence, “dishonesty, 
deception or misrepresentation” and 
“professional misconduct.” The Board 
concluded that Brigham engaged in the 
unlicensed practice of medicine in Maryland 

and noted that “every patient treated in New 
Jersey by Dr. Brigham was placed in harm’s 
way” by his illegal practice.  

State of New York: Department of 
Health Administrative Review Board for 
Professional Medial Conduct, In the 
Matter of Steven Brigham, M.D., 
Administrative Review Board Decision 
and Order Number ARB No. 94-98 
(Nov. 1994), available at 
http://abortiondocs.org/wp-
content/uploads/2012/02/NY-
Revocation-Sustained.pdf,  “The Review 
Board sustains the Hearing; Final 
Order, New Jersey State Board of 
Medical Examiners, In the matter of the 
Suspension or Revocation of the License 
of Steven C. Brigham, M.D., to Practice 
Medicine and Surgery in the State of 
New Jersey,13 (Nov. 12, 2014), 
available at 
http://abortiondocs.org/wp-
content/uploads/2015/02/Brigham-
Nov-12-2014-Order-of-Revocation1.pdf; 
Final Order, State of Florida Agency for 
Health Care Administration, Board of 
Medicine v. Steven Chase Brigham, 
AHCA-96-00776 (Jul. 5, 1996), 
available at 
http://abortiondocs.org/wp-
content/uploads/2011/12/199405356-
ahca-96-776.pdf (last visited Oct. 3, 
2016); See Final Order, New Jersey 
State Board of Medical Examiners, In 



the matter of the Suspension or 
Revocation of the License of Steven C. 
Brigham, M.D., to Practice Medicine 
and Surgery in the State of New 
Jersey,13 (Nov. 12, 2014); Adjudication 
and Order, Pennsylvania Department of 
Health vs. Steven Chase Brigham, 
Mailed July 7, 2010, available at  
http://abortiondocs.org/wp-
content/uploads/2011/12/2482_0013.p
df 
 

MD Baltimore Associates in 
OB/GYN Care 

1 of 2 Upon issuing an emergency licensure suspension on 
May 23, 2013, the Acting Executive Director and 
Medical Director of the Maryland Department of 
Health and Mental Hygeine wrote: 

“I issued the summary suspensions of the four 
licenses to operate surgical abortion facilities 
held by OB/GYN Care because a complaint 
investigation disclosed that staff at the 
Baltimore facility followed its standard, 
unwritten protocol and administered 
misoprostol, a medication that induces 
abortion, to a patient without a physician 
present at the facility and before a physician or 
other licensed healthcare professional had any 
contact with the patient. The investigation also 
revealed that all four facilities operated by 
OB/GYN Care followed the same unwritten 
protocol. In addition, the Baltimore facility was 
not open during the hours that it told the Office 
of Health Care Quality that it provided services; 
the four facilities had failed to submit 
acceptable plans of correction for all of the 
outstanding deficiencies, and the Secretary had 
previously summarily suspended the 
Baltimore, Cheverly and Silver Spring facilities’ 

Maryland Department of Health and 
Mental Hygiene, Emergency 
Suspension of License, Associates in 
OB/GYN Care  Baltimore, Inspection 
Date May 23, 2013, available at 
http://abortiondocs.org/wp-
content/uploads/2015/11/Associates-
in-OB-GYN-Emergency-Suspension-
FINAL-May-23-20131.pdf 



licenses for patient safety related deficiencies.” 
   2 of 2 The Statement of Deficiencies Report from the 

February 21, 2013 inspection found deficiencies 
included: 

- Failure to implement policy and protocol that 
ensure that emergency services were available  

- Failure to implement policy on emergency 
equipment to ensure patient safety. 

- Electrode pads on the AED were soiled and 
stuck to each other. Further observation 
revealed that the AED unit read “do not use” on 
the machine and would not operate when the 
“on” button was pressed  

- Failure to ensure that all licensed staff were 
certified in basic life support for 3 of 4 licensed 
staff reviewed. 

- Staff failed to identify and discard expired 
medications. 

- Failure to ensure that the patient’s medical 
records include a discharge diagnosis for 5 of 5 
patient records reviewed  

- Failure to ensure adequate surgical 
instruments reprocessing in order to maintain 
a sanitary environment for the provision of 
surgical services.  

 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Associates in OB/GYN Care  Baltimore, 
Inspection Date February 21, 2013, 
available at 
http://abortiondocs.org/wp-
content/uploads/2015/11/Associates-
in-OB-GYN-Baltimore-Deficiency-
Report-Feb-21-20131.pdf 

MD Cheverly Associates in 
OB/GYN Care, 
Cheverly 

 The Statement of Deficiencies Report from the 
February 20, 2013 inspection deficiencies included: 

- Failure to ensure that implemented policies 
and procedures are followed to ensure proper 
training of emergency equipment  

- Staff were not trained or in-serviced on the use 
of the emergency equipment. 

- RN was unable to use the AED and the suction 
machine. 

- Equipment was non-functional and the suction 
machine needed an adaptor. 

Health and Mental Hygiene, Statement 
of Deficiencies and Plan of Correction, 
Associates in OB/GYN Care  Cheverly, 
Inspection Date February 20, 2013, 
available at 
http://abortiondocs.org/wp-
content/uploads/2015/11/Associates-
in-OB-GYN-Cheverly-Penalty-and-
Deficiency-Report-Feb-20-2013.pdf 



- Medical director failed to ensure policies and 
procedures were implemented on emergency 
equipment maintenance ensuring patient 
safety. 

- AED pads expired in February 2008. 
- Suction machine was not functional. 
- Failure to ensure that the patient medical 

records were complete and included a 
discharge diagnosis for 5 of 5 patient records 
reviewed.  The manager revealed there is not a 
discharge diagnosis done on the patients before 
they are discharged to home. 

- Failure to ensure that policies and procedures 
were implemented and followed, to ensure 
instrument reprocessing was conducted in a 
sanitary environment. 

- Instrument reprocessing room revealed a basin 
with a bluish substance. The basin contained 
instruments with a cylinder with traces of 
blood on top of the instrument, and in front of 
the basin, on the counter was a bloody soiled 
crux containing contaminated instrument that 
had been used in a procedure. Further 
observation revealed a dish drainer with 
instruments lying in the drainer next to the 
basin and soiled chux containing instruments.  

MD Silver Spring Associates in 
OB/GYN Care 
Silver Spring 

 The Statement of Deficiencies Report from the 
February 26, 2013 inspection found deficiencies 
included: 

- Failure to develop a policy and procedure 
safety practices. 

- Failure to provide preventative maintenance to 
emergency equipment. 

- Physician and medical assistant failed to 
protect the patient by leaving the patient 
unattended, after the abortion procedure. 

- Administrator and the manager failed to assure 

Health and Mental Hygiene, Statement 
of Deficiencies and Plan of Correction, 
Associates in OB/GYN Care Silver 
Spring, Inspection Date February 26, 
2013, available at 
http://abortiondocs.org/wp-
content/uploads/2015/11/Associates-
in-OB-GYN-Silver-Spring-Penalty-and-
Deficiency-Report-Feb-26-2013.pdf 



2 of 4 licensed personnel received cert in basic 
life support. 

Administrator and district manager failed to 
provide emergency training for patient transfers to 
the hospital for 7 of 7 employees.  

MD  Michael Basco  On May 29, 2013 Basco’s license was suspended by 
Maryland State Board of Physicians.  The Board stated 
that “the public health, safety or welfare imperatively 
requires emergency action.” (license also suspended in 
California, Virginia and D.C.) 
 
On May 4, 2013, Basco was the sole physician on duty 
when OHCQ found that the facility “was not equipped 
to complete a procedure safely . . . failed to implement a 
safe discharge plan for the patient . . . [which] . . . could 
have resulted in serious or life-threatening harm or 
death to the patient.” 
 

- The Board found that  “[Basco] practiced 
medicine at OB/GYN Care with unauthorized 
persons or aided unauthorized persons in the 
practice of medicine there.  The Respondent 
provided abortion services in offices in which 
unlicensed/untrained individuals performed 
ultrasounds, dispensed medications that can 
promote labor/abortions, and independently 
initiated treatment in violation of [law].” 

Order for Summary Suspension to 
Practice Medicine, Maryland State 
Board of Physicians, In the matter of 
Michael Bosco, Case nos: 2013-0723, 2-
13-0853 (May 29, 2013), available at 
http://operationrescue.org/pdfs/Basco
%20MD%20Suspension%2005292013.
PDF 

MD  Iris Dominy  On February 13, 2013 38-year-old Maria Santiago was 
administered conscious sedation by Dominy, who then 
left her with a medical assistant for a period of time.  
Ms. Santiago became hypoxic.  Dominy, not currently 
certified in basic life support, performed resuscitation 
efforts.  Associates’ staff contacted emergency services, 
but Ms. Santiago died at the hospital of severe 
pulmonary edema, acute respiratory distress syndrome, 
and hypoxic brain injury. 
 

Consent Order (Oct. 15, 2013), available 
at http://abortiondocs.org/wp-
content/uploads/2014/01/D3089010.2
33.pdfhttp://abortiondocs.org/wp-
content/uploads/2014/01/D3089010.2
33.pdf;  
License reinstated with restriction on 
provision of anesthesia (Aug. 29, 2013), 
available at  
http://abortiondocs.org/wp-



On May 29, the Board issued an Order for Summary 
Suspension, suspending Dominy’s license to practice 
medicine in Maryland. The Board vacated the 
suspension in August, with the requirement that 
Dominy was prohibited from performing procedures 
that required sedation. On October 15, 2013, the Board 
reprimanded Dominy, ordering her to maintain 
Advanced Cardiac Life Certification and provide 
verification.  Placed on probation and must complete 
the following requirements:  At least 16 Category 1 
continuing medical education credit hours in moderate 
sedation and monitoring practices involving moderate 
sedation; she must practice according to all Maryland 
rules and laws; she must submit a “sedation monitoring 
plan” for review. 

-  

content/uploads/2013/09/D3089008.2
93.pdf;   
Order for Summary Suspension of 
License to Practice Medicine (May 29, 
2013), available at  
http://abortiondocs.org/wp-
content/uploads/2013/05/Iris-
Dominy-License-Suspension-May-29-
2013.pdf 

MD  Mansour 
Panah 

 The medical director of the Associates in OB/GYN Care 
clinics, Mansour Panah’s license was suspended on 
October 25, 2013 following inspection by Maryland 
Office of Health Care Quality (“OHCQ”).   
 
Panah’s license was suspended twice before because of 
unwanted sexual contact with patients (1988, 1995).  
He had also been reprimanded and placed on probation 
for failing to meet appropriate standards for the 
delivery of quality medical and surgical care and failed 
to keep adequate medical records (2011).   
 
Because he was the Medical Director of OB/GYN Care 
when violations discussed above were committed, he 
was responsible for the overall care provided by its 
facilities.  He also participated in a practice 
arrangement in which unauthorized persons practiced 
medicine (performed ultrasounds, dispensed 
medications that can promote labor/abortions, and 
independently initiated treatment). 

Order for summary suspension of 
license to practice medicine (Oct. 25, 
2013), available at 
http://abortiondocs.org/wp-
content/uploads/2013/05/Mansour-
Panah-License-Suspension-May-29-
2013.pdf 
 

MD,  Nicola Riley  On May 6, 2013, Nicola Riley’s License was Final Decision and Order, Maryland 



UT, 
WY 

permanently suspended in Maryland. “In view of the 
fraudulent and deceptive nature of Dr. Riley’s criminal 
conduct, her demonstrated lack of candor and integrity 
on her application to the Board and to Utah and 
Wyoming, and her demonstrated propensity for 
dishonesty and misrepresentation, Dr. Riley’s 
unprofessional conduct is not remediable.... In light of 
the unprofessional manner in which she treated this 
critically damaged patient, the Board does not believe 
that Maryland patients would be safe in the hands of 
this physician.  Dr. Riley’s fraudulent acts and 
unprofessional treatment of the patient merit the 
permanent revocation of her medical license in this 
State.”  
 
Riley provided false and deceptive info when she 
completed her initial application for licensure in MD. 
She failed to ensure the facility where she performed 
abortion had an appropriate contingency plan to 
respond to medical emergencies. She used back seat of 
a private car to transport a critically injured patient to 
the hospital. She delayed transfer of the patient for at 
least 90 minutes after the critical injuries were 
sustained. 
 
On August 13, 2010, Riley was indicted for murder, but 
charges were dismissed. An investigation of the Elkton, 
MD clinic where she worked with Brigham revealed a 
freezer with 35 late-term fetuses inside, including one 
that may have been aborted at 36 weeks. 
 
On April 15, 2011, the Wyoming Board of Medicine 
accepted Riley’s voluntary relinquishment of her 
medical license. (this was following the discovery that 
she had lied about her criminal past when she applied 
for her license) 
 

State Board of Physicians In the matter 
of Nicola Riley (May 6, 2013) available 
at http://abortiondocs.org/wp-
content/uploads/2013/05/Nicola-
Riley-MD-Permanent-Revocation-May-
6-2013.pdf; Stipulation and Order, 
Division of Occupation and Professional 
Licensing, In the matter of the licenses 
of Nicola Riley (Mar. 8, 2011), available 
at  http://abortiondocs.org/wp-
content/uploads/2012/01/nicolariley-
UTstipulation.pdf; Order Accepting 
Voluntary Relinquishment of the 
Medical License of Nicola Riley, 
Wyoming Board of Medicine (Apr. 15, 
2011), available at 
http://abortiondocs.org/wp-
content/uploads/2011/12/11-10-WY-
Order-Accepting-Voluntary-
Relinquishment-bw.pdf 



- On November 25, 2013, Riley was eprimanded 
by Utah Division of Occupational and 
Professional Licensing for failing to adhere to 
best practices and for unprofessional conduct 
and assessed a $5,000 civil penalty. 

MD Germantown Germantown 
Reproductive 
Health Services 
(owned by 
Leroy Carhart) 

1 of 3 The Statement of Deficiencies Report from the 
September 29, 2015 inspection found deficiencies 
included: 

- Failure to ensure employees were proficient in 
Rh factor testing. 

Lab was not in compliance with Federal and State 
requirements at time of the survey. The clinic lab state 
permit had expired in August 2013. 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Germantown Reproductive Services, 
Inspection Date September 25, 2015, 
available at 
http://abortiondocs.org/wp-
content/uploads/2016/05/GERMANT
OWN-LABORATORY-SURVEY-
FAILURES-9-25-15.pdf 

   2 of 3 The Statement of Deficiencies Report from the April 16, 
2014 inspection found deficiencies included a failure t o 
ensure that all staff are competent to do their jobs, 
placed the patients at risk of having care provided by 
untrained or unqualified individuals. 
 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Germantown Reproductive Services, 
Inspection Date April 16, 2014, 
available at 
http://abortiondocs.org/wp-
content/uploads/2016/06/ACP-
Germantown-Reproductive-Health-
Services-04-16-2014.pdf 

   3 of 3 The Statement of Deficiencies Report from the 
February 13, 2013 inspection found deficiencies 
included: 

- Administrator failed to ensure that nursing 
staff had experience and training sufficient to 
demonstrate competency in the administration 
and monitoring of intravenous sedation 
medications. 

- Failure to verify staff maintained current MD 
sate licensure to practice as an RN at the 
facility for one of 2 staff reviewed. (RN license 
expired 1/28/12.) 

Maryland Department of Health and 
Mental Hygiene, Statement of 
Deficiencies and Plan of Correction, 
Germantown Reproductive Services, 
Inspection Date February 13, 2013, 
available at 
http://abortiondocs.org/wp-
content/uploads/2014/05/Germantow
n-Reproductive-Initial-Survey-2-13-
2013.pdf 



- Failure to develop and implement policies and 
procedures to ensure staff were trained in the 
emergency transfer of a patient to the hospital 
from the facility. 

- Staff failed to appropriately use single-dose 
medication vials and failed to label pre-drawn 
medication syringes. 

- Failure to ensure that the patient’s medical 
records included a discharge diagnosis for 10 of 
10 patient records reviewed. 

- Failure to ensure adequate surgical instrument 
reprocessing in order to maintain a sanitary 
environment for the provision of surgical 
services. 

MD Germantown Leroy Carhart  On February 7, 2013 Jennifer Morbelli, an abortion 
patient of Leroy Carhart, died of 3rd trimester (33-
weeks) abortion complications.  She started suffering 
chest pain and other discomforts, and was unable to 
reach Carhart.  She was taken to an ER, which could 
not reach Carhart.  She suffered massive internal 
bleeding in her abdominal cavity and slipped into a 
Code Blue condition approximately six times before 
dying.  The Chief Medical Examiner ruled that she died 
because amniotic fluid from her womb spilled into her 
bloodstream, making her blood unable to clot.   
 

Authorities: Woman Died From 
Abortion Complications, USA Today, 
Jun. 12, 2013, 
http://www.usatoday.com/story/news/
nation/2013/02/21/woman-late-term-
abortion-death/1935799/; Steven 
Ertelt, Young Woman Who Died from 
Botched 33-Week Abortion Identified, 
LIFENEWS, Feb. 10, 2013,  
http://www.lifenews.com/2013/02/10/
young-woman-who-died-from-botched-
33-week-abortion-identified/ ; Jill 
Stanek, BREAKING: Carhart’s victims 
identified, Feb. 10, 2013, 
http://www.jillstanek.com/2013/02/br
eaking-carharts-victims-identified/ 
 

MD Forestville Harold 
Alexander  

 On October 25, 2013, the Maryland Board of Physicians 
issued a “cease and desist” order, ordering Alexander to 
stop performing surgical abortions and stop 
administering certain drugs, including sedation.  His 
facility in Forestville, MD is not a licensed facility for 
the performance of surgical abortions as required by 

Cease and Desist Order, Maryland State 
Board of Physicians, In the Matter of 
Harold Alexander (Oct. 25, 2013) 
available at 
http://operationrescue.org/pdfs/Alexan
der-Cease&Desist-10252013.pdf  



law.  He was not licensed to prescribe and/or 
administer CDS.  He does not hold a current DEA 
certificate of registration.  “The Board concludes as a 
matter of law that there is a preponderance of evidence 
that [Alexander’s] actions constitute grounds for 
discipline . . . and his actions pose a serious risk to the 
health, safety and welfare of patients.” 
 

- On October 21, 2012 the  Maryland Office of 
Health Care Quality inspected Alexander’s 
office and discovered that he was performing 
surgical abortions while his facility was not 
licensed as a surgical abortion facility.  There 
was no R.N. on site during the abortions as 
required by law.   “Medical Assistant A” and a 
“clinical administrator” were not licensed by 
the Board or the Maryland Board of Nursing.  
They were unlawfully “trained” to administer 
moderate sedation and permitted to do so.   He 
did not label drugs correctly or keep 
appropriate records. 

 

MD 
CA 

 Abolghassem 
Gohari 

 On December 13, 2013, Gohari surrendered his license 
in California. The surrender followed accusations 
brought against him before the Medical Board of 
California.   
 
On December 19, 2012, the MD State board of 
Physicians issued a Consent Order regarding Gohari’s 
license to practice medicine in MD.  The Board found 
Gohari engaged in unprofessional conduct, practiced 
with an unauthorized person or aided an unauthorized 
person in the practice of medicine, and impermissibly 
delegated medical acts to unlicensed office staff 
persons.   

  

Consent Order, In the Matter of 
Abolghassem M. Gohari, MD, Nos. 
2009-0573 and 2010-0509, dated Nov. 
14, 2012, available at 
http://www.healthgrades.com/media/e
nglish/pdf/sanctions/HGPY0C73E66A
8D0E4FA2B12192012.pdf 

MD  George 
Shepard, Jr. 

 On November 18, 2012, Maryland permanently revoked 
Shepard’s license. Shephard engaged in unprofessional 

Order for Summary Suspension of 
License to Practice Medicine, In the 



conduct in the practice of medicine, and practice of 
medicine with an unauthorized person or aids an 
unauthorized person in the practice of medicine. “The 
Respondent participates in a practice arrangement at 
[American Women’s Services (AWS)] Maryland offices 
that poses a threat to the public, to the patients who 
undergo procedures there, and to the profession of 
medicine.  The Respondent knowingly participated in a 
practice arrangement in which abortions were initiated 
in one state, after which the patients were instructed to 
drive across state lines to an undisclosed location for 
completion of the abortion.  This arrangement 
potentially places patients at grave risk for harm or 
catastrophic outcomes.  The Respondent practiced with 
an unlicensed individual, Dr. Brigham, or aided an 
unlicensed individual, Dr. Brigham, in the practice of 
medicine in Maryland.  [Shepard] facilitated the 
functioning of AWS’s Maryland offices through his 
involvement in the day-to-day operations there, and 
facilitated the unlicensed practice of medicine.” 
 

matter of George Shepard, Jr., M.D. 
Dated August 31, 2010, available at 
http://operationrescue.org/pdfs/Shepa
rd,%20George%20Jr%20MD%20Suspe
nsion.pdf;  Final Order of Discipline, In 
the Matter of the License of George 
Shepard, Jr., M.D. License No. 
MA14988 To Practice Medicine and 
Surgery in the State of New Jersey, 
Filed April 4, 2011, available at 
http://www.healthgrades.com/media/e
nglish/pdf/sanctions/HGPYA9E8FA20
EE964DFEA04042011.pdf 

NJ 
 

 Vikram H. Kaji  On June 16, 2015, a complaint was filed by the New 
Jersey  Attorney General’s office against Kaji seeking 
suspension or revocation of his license; permanent ban 
on his acting as Medical Director or obtaining any 
ownership in any American Women’s Services 
locations; penalties and costs.  
The complaint alleges Kaji “aided and abetted the 
unlicensed practice of medicine in allowing Brigham to 
maintain ownership of [American Women’s Services].”  
His actions also demonstrated “his lack of good moral 
character” as required by law.  

Complaint, State of New Jersey 
Department of Law and Public Safety, 
In the Matter of the Suspension or 
Revocation of the License of Vikram H. 
Kaji (Jun. 16, 2015), available at 
http://abortiondocs.org/wp-
content/uploads/2015/07/Kaji-
Administrative-Complaint-
06162015.pdf 
 

MA  Rapin 
Osathanondh 

 In 2010, Rapin Osathanondh plead guilty to 
involuntary manslaughter for the death of his abortion 
patient, Laura Hope Smith. Laura was 22 years old and 
13 weeks pregnant.  
Osathanondh failed to monitor Laura when she was 

Denise Lavoie, Doctor gets 6 months in 
abortion patient death, NBC 
NEWS.com, Sept. 14, 2010 available at 
http://www.nbcnews.com/id/39177186
/ns/us_news-



under anesthesia for the abortion procedure. Her heart 
stopped.  He delayed calling the ambulance and lied 
about what happened to her.  
It was reported that the Board of Registration in 
Medicine said that Osanthanodth failed to adhere to 
proper protocols for cardiac arrest. He didn’t have 
oxygen or a functioning blood pressure cuff in the 
procedure room when he was performing the abortion 
on Laura Smith.  
A medical malpractice lawsuit filed by Smith’s family 
was settled for $2 million.  
 

crime_and_courts/t/doctor-gets-
months-abortion-patient-
death/#.WEYbn3eZO8U 

MI Eastpointe Eastland 
Women’s 
Clinic 

1 of 2 On May 29, 2014, the Department of Licensing and 
Regulatory Affairs reported a failure of the facility to 
provide verification of basic life support certification for 
medical assistants involved in direct patient care.  

Department of Licensing and 
Regulatory Affairs. May 29, 2014. State 
Licensure Survey Findings for Eastland 
Women’s Clinic. Available at: 
http://abortiondocs.org/wp-
content/uploads/2015/06/506849-
Eastland-Womens-Clinic-Initial-5-22-
14.pdf   

   2 of 2 On March 22, 2013, Jasmine was 23 and after trans-
abdominal ultra sound, was advised she was 7 weeks 
pregnant with intrauterine pregnancy and could 
terminate surgically or medically. She opted for 
medical termination. Jasmine returned to clinic on or 
around March 25 with complaints of pelvic pain. She 
was given another ultrasound and discharged. April 8, 
2013 her pain got worse. She went to the hospital who 
informed her she had an ectopic pregnancy which had 
ruptured her fallopian tube. Her right tube was 
removed.  
 
A complaint and jury demand filed against the Eastland 
Women’s Clinic alleges negligence and breach of the 
standard of care. 

Jasmine Vaughn vs. Anel Ojeda, M.D. 
Michael Roth, Estland Women’s Clinic. 
Complaint and Jury demand filed in 
State of MI in Cir. Ct. for County of 
Macomb, available at 
http://abortiondocs.org/wp-
content/uploads/2015/03/OJEDA-
ROTH-COMPLAINT-2015-BEST2.pdf 

MI Grand Rapids Heritage Clinic 
for Women 

1 of 2 On December 2, 2014 the Department of Licensing and 
Regulatory Affairs reported deficiencies included:  

State of Michigan Department of 
Licensing and Regulatory Affairs. 



- Failure to remove opened supplies (syringes) 
from the medication carts in the procedure 
rooms. 

Failure to label opened multiple-dose medications 
vials, evidence of single-dose medications being used 
for multiple patients. 

December 2, 2014. State Licensure 
Survey Findings for Heritage Clinic for 
Women, available at 
http://abortiondocs.org/wp-
content/uploads/2015/06/416839-
Heritage-Clinic-Women-Annual-11-17-
14.pdf 

   2 of 2 On May 6, 2015 the Department of Licensing and 
Regulatory Affairs reported the Heritage Clinic for 
Women failed to obtain a witness’ signature at time of 
narcotic waste and failed to properly secure narcotic 
medications. 

State of Michigan Department of 
Licensing and Regulatory Affairs. May 
6, 2015. State Licensure Survey 
Findings for Heritage Clinic for Women, 
available at 
http://abortiondocs.org/wp-
content/uploads/2015/06/416839-
Heritage-Clinic-for-Women-FU-4-23-
15.pdf 

MI Southfield Northland 
Family 
Planning 
Centers 

 - On March 19, 2014 the Department of 
Licensing and Regulatory Affairs reported that 
Northland Family Planning Centers 
dangerously used single use narcotics 
(fentanyl) for multiple patients. The clinic also 
failed to provide clear narcotic count 
documentation. 

State of Michigan Department of 
Licensing and Regulatory Affairs. 
March 19, 2014. State Licensure Survey 
Findings for Northland Family 
Planning. Available at: 
http://abortiondocs.org/wp-
content/uploads/2015/06/636005-
NorthlandFamPlanCtr-Initial-3-19-
14.pdf 

MI Ann Arbor Planned 
Parenthood of 
Mid-Michigan, 
Ann Arbor 

 On January 2, 2015 the Department of Licensing and 
Regulatory Affairs reported deficiencies at Planned 
Parenthood in Ann Arbor included: 

- Failure of facility to separate clean from dirty 
for instrument reprocessing. 

Failure to provide emergency nurse call system in the 
recovery room bathroom and patient cubicles. 

State of Michigan Department of 
Licensing and Regulatory Affairs. 
January 2, 2015. State Licensure Survey 
Findings for Ann Arbor Planned 
Parenthood, available at 
http://abortiondocs.org/wp-
content/uploads/2015/06/816810-
Planned-Parenthood-of-Mid-MI-12-18-
141.pdf 

MI Flint Planned 
Parenthood of 
Mid and South 

 On February 6, 2015 the Department of Licensing and 
Regulatory Affairs reported deficiencies included 
evidence of patients bringing personal items into the 

State of Michigan Department of 
Licensing and Regulatory Affairs. 
February 6, 2015. State Licensure 



Michigan, Flint OR, without appropriate containment and evidence of 
privacy curtains obstructing the nurse’s view of patients 
in the recovery room. 

Survey Findings for Above-Referenced 
Agency, available at 
http://abortiondocs.org/wp-
content/uploads/2015/06/256005-
Planned-Parenthood-MSMIFlint-1-23-
15.pdf 

MI Lathrup Village Woman Care of 
Southfield 

1 of 2 The Michigan Department of Community Health, 
Statement of Deficiencies and Plan of Correction report 
for Womancare of Southfield, from October 20, 2009 
inspection found deficiencies included: 

- There is only one egress path from the clinical 
space, meaning that occupants could be 
trapped during a disaster. 

- There is no fire alarm pull stations that report 
to the fire department. 

- There is not a separate handwashing facility in 
the reprocessing room or prep/recovery ward 
as needed to allow for proper hand hygiene. 

- Furnace filters were stored in the same space as 
bio-hazardous waste and as such could become 
contaminated. 

- Rips in operating table pad cover. 
- The facility failed to meet standards for interior 

construction regarding proper ventilation.  
- The bio-hazardous storage space lacked 

exhaust ventilation needed to contain odors. 
- No emergency/code call stations are provided 

to the operating room, or prep/recovery ward 
and no emergency pull call station is provided 
in the bathroom servicing the prep/recovery 
ward;  

- No oxygen was provided in exam room 1, 
procedure room, exam room 3, or the 
prep/recovery ward. 

- No scrub sinks are provided. 
- Facility failed to maintain medications in a safe 

manner. 

Statement of Deficiencies and Plan of 
Correction, WomanCare of Southfield, 
dated Oct. 20, 2009, available at 
http://abortiondocs.org/wp-
content/uploads/2012/01/Health-
Violations-Womancare-of-Southfield-
10-20-09.pdf 



- The facility does not meet standards for patient 
observation and recovery areas. The 
prep/recovery ward was found to contain 7 
recliners and 3 stretchers—this does not 
adequately support the projected patient 
caseloads from the operating room and 
procedure room based on the required 3-hour 
recovery time as reportedly the typical surgical 
case can be completed in 5 minutes.   

- Orders for medications shall be given only 
upon written order of responsible physician: In 
four out of six medical records reviewed, 
medication orders cannot be verified do to the 
lack of physician signature and/or lack of 
specific medication to be provided; In one of 
the six medical record reviewed, medications 
are identified as being given to the patient to 
take at home and there is not a corresponding 
physician’s order.  

   2 of 2 On March 29, 2011, Michigan Attorney General Bill 
Schuette announced that his office, along with the 
Michigan Department of Community Health, are filing 
a lawsuit seeking to close Woman Care of Southfield, 
P.C., Lathrup Village. The abortion facility had been 
operating without a surgical facility license.  
 

Schuette Files Suit to Close Unlicensed 
Abortion Clinic, State of Michigan 
Attorney General Bill Schuette, March 
29, 2011, available at 
http://www.michigan.gov/ag/0,1607,7-
164--253426--,00.html 

MI Flint Women’s 
Center of Flint 

1 of 2 On July 21, 2014 the Department of Licensing and 
Regulatory Affairs reported the Women’s Center of 
Flint failed to properly label opened multidose vials of 
medication and failure to provide clear narcotic count 
documentation. 

-  

Department of Licensing and 
Regulatory Affairs Lansing: State 
Licensure Survey Findings for Women’s 
Center of Flint. Survey conducted July 
21, 2014, available at 
http://abortiondocs.org/wp-
content/uploads/2015/06/256004-
Womens-Center-of-Flint-Initial-7-21-
14.pdf 

   2 of 2 On January 9, 2015 the Department of Licensing and 
Regulatory Affairs again reported the a failure to 

Survey conducted January 9, 2015, 
available at 



properly label opened multi-dose medication vials and 
a failure to provide clear narcotic count documentation. 

http://abortiondocs.org/wp-
content/uploads/2015/06/256004-
Womens-Center-of-Flint-Post-1-9-
15.pdf 

MI Saignaw Women’s 
Center of 
Saignaw 

 On August 5, 2014 the Department of Licensing and 
Regulatory Affairs reported the Women’s Center of 
Saignaw failed to properly label opened multi-dose 
vials of medication and failed to provide clear narcotic 
count documentation. 

Department of Licensing and 
Regulatory Affairs Lansing: State 
Licensure Survey Findings for Women’s 
Center of Saignaw. Survey conducted 
August 5, 2014, available at 
http://abortiondocs.org/wp-
content/uploads/2015/06/736003-
Womens-Cnt-Saginaw-Initial-7-21-
14.pdf 

MI Detroit Summit 
Medical Center 

1 of 2 The Michigan Department of Licensing and Regulatory 
Affairs found the following deficiencies on May 20, 
2015 at Summit Women’s Center:  

- Failure to properly label opened multiple-dose 
medication vials. 

- Failure to provide clear narcotic count 
documentation. 

- Failure to remove expired medications from 
the crash cart. 

- Failure to properly store medical records.  
- Failure to accurately report procedure info to 

State of Michigan. 
- Failure to include case outcome information on 

the transfer log. 
Evidence of multiple patient records missing 
documentation, including patient vital signs and dates. 

Department of Licensing and 
Regulatory Affairs Lansing: State 
Licensure Survey Findings for Summit 
Women’s Center. Survey conducted 
May 20, 2015, available at 
http://abortiondocs.org/wp-
content/uploads/2015/06/836001-
Summit-Womens-Center-Post-5-20-
15.pdf 

   2 of 2 A complaint filed by Attorney General of State of 
Michigan on April 2016 alleges:  

- Summit is continually violating MI’s laws of 
professional corporation. 

- Lipton, the director and shareholder of Summit 
Women’s Center of Detroit, ignored MI’s law 
for professional corporations after resolving a 
previous complaint by the State. Altered 

Complaint. Bill Schuette, Attorney 
General of the State of Michigan, v. 
Summit of Detroit. 3rd Judicial Cir. Ct. 
County of Wayne. Filed April 2016, 
available at 
http://abortiondocs.org/wp-
content/uploads/2016/04/AG-Summit-
Complaint-4_2016.pdf 



corporate purpose to a management company 
and transferred ownership to Lipton who is not 
a licensed physician.  

- Summit lacks a shareholder who is a licensed 
medical professional and so it cannot lawfully 
provide any medical services, nor may it 
supervise any employees who may be 
performing these services.  

Summit’s 2015 Annual Report with LARA, Defendant 
Lipton falsely certified that he was licensed to perform 
medical services. 

MI  Michael Roth  A complaint against Michael Roth filed with 
Disciplinary Subcommittee of the Board of Medicine on 
November 30 2015 alleges that on October 7, 2015, 
local law enforcement searched Roth’s car based on 
search warrant and discovered:  

- 6 prescription bottles containing an antibiotic 
prescribed by a different doctor to 6 patients.  

- Fentanyl citrate injection vial. 
- Schedule 2 narcotic medication used for pain  
- Fifteen specimen jars containing the “products 

of conception,” considered pathological waste 
that was not disposed of properly  

- Schedule IV mediation used for anesthesia  
- With a warrant his home was also searched 

which found more medications. 
- Roth’s drug control license is location specific 

and medications can only be stored in locations 
associated with each license (cannot store in 
his car and home). 

State of Michigan Department of 
Licensing and Regulatory Affairs 
Bureau of Professional Licensing Board 
of Medicine Disciplinary subcommittee: 
In the Matter of Michael Arthur Roth, 
M.D. Date November 30 2015, 
available at 
http://abortiondocs.org/wp-
content/uploads/2015/12/Roth-31.pdf;  
Roth charged with possession of stolen 
prescription drugs and other counts, 
Detroit News, June 23, 2016,  
http://www.detroitnews.com/story/ne
ws/local/oakland-
county/2016/06/23/west-bloomfield-
doctor-faces-drug-charges/86303540/; 
Cops seize 14 containers of human 
tissue from abortionist, WND, Oct. 24, 
2015, 
available at 
http://www.wnd.com/2015/10/cops-
seize-14-containers-of-human-tissue-
from-abortionist/#! 

MI Muskegon Women’s 
Medical 
Services 

 Women’s Medical Services in Muskegon, Michigan was 
closed on December 26, 2012 following allegations that 
the clinic fails to comply with building and fire codes. It 

John Hausman, Documents, photos 
detail Muskogen abortion clinics 
unsanitary conditions, MLive.com, Jan. 



was reported that police responded to a break-in at the 
facility on December 26, when they discovered poor 
conditions including: 

- Biohazard material and unsecured sharps 
throughout the building. 

-  Multiple unsanitary medical instruments. 
-  Blood on the floor and walls in multiple 

locations. 
- Uncovered buckets containing unknown fluids 

located in the operating room area. 
- Blood dripping from a sink p-trap in a room 

used by patients. 
- Multiple biohazard bags located on the floor 

and in closets. 
- Multiple unsecured containers containing used 

hypodermic needles. 
- Unsecured medications located throughout. 
-  The ceiling tiles were rotten and water soaked 

due to a roof leak. There were buckets of water 
in multiple locations to catch the protruding 
water. 

 
The Fire Department inspected the building and found 
it unsafe to be occupied.  

-  

8, 2013, available at 
http://www.mlive.com/news/muskego
n/index.ssf/2013/01/muskegon_city_d
ocuments_detail.html 

MI Muskegon Robert 
Alexander 

 On September 9, 2014 an Administrative Law Judge 
concluded that Alexander “failed to adhere to the most 
minimal standards of cleanliness and sanitary 
conditions. He failed to safeguard patient 
confidentiality, and allowed dangerous medications to 
be unsupervised and dangerous conditions to exist by 
allowing unsafe disposal of needles and syringes.” 

  
Findings of Fact included: 

- Landlord reported a break-in on December 26, 
2012, at the Women’s Medical Services Clinic. 
When the police arrived to investigate he 

Proposal for Decision, In the Matter of 
Bureau of Health Care Services v. 
Robert Lewis Alexander, Michigan 
Administrative Hearing System,  (Sept. 
9, 2014) available at 
http://abortiondocs.org/wp-
content/uploads/2014/09/RAlexander-
Admin-Opinion-09142014.pdf; 
Administrative Complaint, In the 
Matter of Robert Lewis Alexander, 
M.D., No. 43-12-125776 (Nov. 14, 2013), 
available at 



break-in the police found the facility to be in 
complete disarray. The investigation found:  

• Biohazard material unsecured;  
• Unsecured used needles;  
• Unsecure and unsanitary medical 

instruments;  
• Blood on the floor and walls;  
• Patients records strewn about;  
• Uncovered buckets containing 

unknown fluids;  
• Unsecured medications throughout 

the premises;  
• Multiple biohazard bags containing 

used hypodermic needles;  
• Water leaking into the facility in 

several locations;  
- The Fire Marshall, Major Metcalf found the 

clinic to be unsafe and issued a Cease and 
Desist Order which prohibited the facility to be 
occupied;  

- The Bureau of Health Care Services received a 
complaint in September 2012 concerning Dr. 
Alexander;  

- Two former employees of Dr. Alexander 
testified that the conditions found on the 
photographs from the investigation following 
the reported break-in on December 26, were 
the normal and customary conditions of the 
premises where Dr. Alexander rendered 
medical services to patients. 

 
- The Attorney General, on behalf of the 

Department of Licensing and Regulatory 
Affairs for the Bureau of Health Care Services, 
also filed an Administrative Complaint before 
the Board of Medicine Disciplinary 
Subcommittee against Robert Lewis Alexander, 

http://abortiondocs.org/wp-
content/uploads/2014/04/Alexander-
Robert-Investigative-Complaint-14-
Nov-2013.pdf 



M.D., dated November 14, 2013.  
MI Detroit Martin 

Ruddock 
(Scotsdale 
Women’s 
Center) 

 The State of Michigan Department of Licensing and 
Regulatory Affairs found that 
Ruddock practiced at Scotsdale Women’s Center in 
Michigan from September 24, 2013-October 16,2013. 
Each time he was there he administered low-dose 
sedation to patients using midazolam and fentanyl both 
of which are controlled substances. He did not have a 
valid drug control license for Scotsdale facility at the 
time. 

In the Matter of Martin Dennis 
Ruddock, M.D., Administrative 
Complaint, (Dec. 1, 2014), available at 
http://abortiondocs.org/wp-
content/uploads/2014/12/Ruddock-
Admin-Complaint2-file-134288.pdf 

MI Detroit Franklyn 
Seabrooks 
(Scotsdale 
Women’s 
Center) 

 Licensee interviews conducted with Dr. Seabrooks on 
August 29 and September 20, 2013 found:  

- Licensee does not possess a drug control 
license even though he administers and 
dispenses medication (narcotic and non-
narcotic). 

- Medications dispensed were not properly 
labeled. 

Annual inventories were not reported to the State of  
Michigan. 

Licensee Interview with Franklyn 
Seabrooks. Dated: August 29, 2013 and 
September 20, 2013, available at: 
http://abortiondocs.org/wp-
content/uploads/2015/05/SEABROOK
S-LICENSEE-INTERVIEW.pdf 

MS Jackson Jackson 
Women’s 
Health 
Organization 

1 of 4 The Statement of Deficiencies Report from the August 
27, 2009 inspection of Jackson Women’s Health 
Organization found deficiencies included: 

- The facility failed to designate a registered 
nurse as a “charge nurse” for the abortion 
facility.  Interviews with nursing staff 
confirmed that they did not have a supervisory 
nurse.  

- The facility failed to ensure that the employees 
of the facility providing direct patient care were 
trained in emergency resuscitation at least 
annually.  

- The facility failed to enforce their own policies 
and procedures regarding limiting access to, 
and safe processes for, the handling of 
medications.  

- The facility failed to ensure that the abortion 

Mississippi Department of Health, 
Statement of Deficiencies and Plan of 
Correction, National Women’s Health 
Org, dated Aug. 27, 2009, available at 
http://abortiondocs.org/wp-
content/uploads/2012/07/2009-
JWHO-Health-Dept-Deficiency-
Report.pdf 



suite and the holding rooms were maintained 
in a clean and sanitary manner. The 
observation revealed:  

• In the two abortion procedure 
suites, observation revealed a thick 
build-up of dust and debris on the 
window sills, anesthesia equipment, 
emergency resuscitation 
equipment, procedure floor and 
ceiling lamps, and the desk surfaces 
used for logging 
procedures/documentation.   

• In procedure room #1, observation 
revealed that the vinyl covering on 
the procedure table had a large 8-10 
inch gapping tear, with foam 
exposed.  

• Observation of the ultrasound 
equipment in procedure room #2 
revealed a thick covering of dust.  

• Observations revealed visible dark 
stains in the fabric of several chairs 
in the lobby and hall.  

- The facility failed to meet the standards to 
properly store and contain infectious medical 
waste. Interviews with facility staff indicated 
that medical waste was picked up every two 
weeks. Based on the observation at the time of 
survey the facilities medical waste was being 
stored in cardboard boxes located in a room 
next to the recovery rooms. The temperature 
on the thermostat in the hallways outside the 
room indicated that the temperature was 68 
degrees F.  Unless approved by the Mississippi 
Department of Health or treated and rendered 
noninfectious, infectious medical waste shall 
not be stored at waste producing facility for 



more than seven days above the temperature of 
38 degrees F.  

- The facility failed to provide adequate 
provisions for immediate postoperative care.  

- The facility failed to ensure that the abortion 
rooms were supervised by an experienced 
registered nurse. There was no nurse on 
schedule to be immediately available to plan 
patient care and to assist and supervise the 
abortion procedure rooms.  

- The facility failed to maintain an operational 
call system in one of the two recovery rooms. 
Observation revealed the call light/system in 
post-op room #2 would not function when 
activated.  

- The facility failed to meet the standards for a 
safe and sanitary environment, properly 
constructed, equipped, and maintained to 
protect the health and safety of patients.  

- The facility failed to meet the standards for 
maintaining records of controlled substances.  

The facility failed to meet standards for safety and 
security of controlled substances. 

   2 of 4 The Statement of Deficiencies Report from the Jan. 14, 
2010 inspection of the Jackson Women’s Health 
Organization found deficiencies included: 

- The facility failed to meet the standards for 
structural soundness as evidenced by an 
interview with the facility staff that revealed 
that the facility failed to keep the building free 
from leaks and excessive moisture. The 
inspector was told that the roof still had not 
been repaired and was still leaking.  

- The facility failed to maintain a sanitary 
environment by failing to properly store 
infectious medical waste such as disposable 
paper sheeting from the exam tables. 

Mississippi Department of Health, 
Statement of Deficiencies and Plan of 
Correction, National Women’s Health 
Org, dated Jan. 14, 2010, available at 
http://abortiondocs.org/wp-
content/uploads/2012/07/2010-
JWHO-Health-Dept-Deficiency-
Report.pdf 



Disposable pads, and gauze.  
- The facility failed to maintain an operational 

alarm system to summon additional personnel 
in an emergency in one of the two recovery 
rooms.  

-  
   3 of 4 The Statement of Deficiencies Report from the August 

18, 2011 inspection of the Jackson Women’s Health 
Organization found the deficiencies included: 

- The facility failed to ensure that it had a written 
transfer agreement with a physician for the 
purpose of ensuring that patients who have 
complications will be immediately transferred 
to the physicians care.  

- The facility failed to meet the standards for 
structural soundness as evidenced by the 
observation during the inspection which 
revealed that the facility failed to maintain the 
structure in good repair as required.  

- The facility failed to properly maintain and 
provide fire extinguishers as required.  

- The facility failed to meet the standards for 
emergency lighting. 

- The facility failed to provide immediate access 
to exits.  

Mississippi Department of Health, 
Statement of Deficiencies and Plan of 
Correction, Jackson Women’s Health 
Organization, dated Aug. 18, 2011, 
available at 
http://abortiondocs.org/wp-
content/uploads/2012/07/2011Report.
pdf 

   4 of 4 A discrimination Complaint brought by a former 
employee alleges:  

- The clinic administrator was not medically 
qualified nor qualified to be administrator or 
ambulatory surgery center as she only has high 
school diploma, no experience, no professional 
degree. 

- Ultrasounds were performed by clinic 
employees who had no professional training or 
instruction in doing ultrasounds and who only 
had a high school diploma and no medical 
training in doing and interpreting ultrasounds. 

Complaint, Booker v. Jackson Women’s 
Health,  No. 251-10-973-CIV (Aug. 1, 
2011), available at 
http://abortiondocs.org/wp-
content/uploads/2012/07/BookerVsJW
HO.pdf 



On numerous occasions the ultrasounds done by 
untrained, inexperienced personnel were inaccurate 
and accuracy is vital to perform abortions both 
medically and surgically.  

NC Greensboro A Woman’s 
Choice of 
Greensboro 

1 of 2 The Statement of Deficiencies Report from the August 
27, 201  inspection of the A Woman’s Choice of 
Greensboro found deficiencies included: 

- Failure to prepare a policy for selection and 
exclusion criteria, for each type of abortion 
completed at the center, and for the protocol 
for determining fetal age.  

- Failure to maintain a complete permanent 
record including a signed consent for each 
surgical abortion with signature of the 
physician performing the procedure in 7 of 10 
procedures performed; and the physician’s 
authenticated history and physical examination 
in 8 of 10 surgical or medical abortion 
procedures  

- Failure to provide for emergency situations by 
failing to have functioning backup in the 
operating room. 

- Failure to prevent transmission of infection by 
failing to have appropriate policies for the 
cleaning of surgical instruments.  

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, A Woman’s Choice of 
Greensboro, for inspection on August 
27, 2015, available at 
https://www2.ncdhhs.gov/dhsr/ahc/s
ods/2015/20150827-943400.pdf 

   2 of 2 The Statement of Deficiencies Report from the May 9, 
2014 inspection of the A Woman’s Choice of 
Greensboro found deficiencies included: 

- Failure to ensure there was one RN on duty in 
the clinic at all times when patients are in the 
facility. For a cumulative total of 59 of 67 
procedure days (61%), a registered nurse was 
not in the facility as required.  

- Failure to obtain a physician’s order for 
medications administered.  

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, A Woman’s Choice of 
Greensboro, for inspection on May 9, 
2014, available at 
https://www2.ncdhhs.gov/dhsr/ahc/s
ods/2014/20140509-943400.pdf 

NC Durham Baker Clinic for 
Women 

1 of 2 Doctor John Harrison Baker reported to the Board that 
he altered medical records with regard to two abortion 

Before the North Carolina Medical 
Board In re: John Harrison Baker, M.D. 



(renamed 
North Durham 
Women’s 
Health, Inc.) 

procedures on a date when his RN was scheduled to 
attend the procedures but did not come to work and no 
other RN was available. The medical record alteration 
constituted a notation that an RN was actually present 
during these two abortion procedures, when in fact one 
was not present . 

-  

Consent Order. October 30, 2013, 
available at 
http://abortiondocs.org/wp-
content/uploads/2013/11/Baker-John-
Harrison-Consent-Order-NC-Medical-
Board-10-30-20131.pdf 

   2 of 2 The Statement of Deficiencies Report from the July 2, 
2013 inspection of the Baker Clinic for Women found 
an imminent threat was posed to patient health and 
safety.  Deficiencies included: 

- Failure to perform quality control testing on 
108 patients that received Rh(D) testing . 

- Failure to ensure reagent manufacture’s 
performance specs were verified prior to 
patient testing  

- Failure to follow manufacturer’s instructions 
for performing Rh(D) testing  

- Facility’s governing authority failed to ensure 
lab systems were in place to monitor and 
evaluate the overall quality of testing in the 
specialty of immunohematology. 

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Baker Clinic for Women, 
for inspection on July 2, 2013, available 
at: 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2013/20130702-110748.pdf; State 
Orders Durham Abortion Clinic Closed, 
WRAL.com, Jul. 8, 2013, available at 
http://www.wral.com/nc-agency-
orders-durham-abortion-clinic-
closed/12637761/ 

NC Charlotte Carolina 
Women’s 
Clinic 

1 of 2 The Statement of Deficiencies Report from the 
February 25, 2016 inspection of Carolina Women’s 
Clinic found the following deficiencies: 

- Failure to provide an automatic external 
defibrillator and emergency protocol for 
utilizing an automatic external defibrillator in 
emergency situations. 

- Failure to ensure suction bottles and tubing 
were cleaned to prevent the transmission of 
infection.  

 

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Carolina Women’s Clinic, 
for inspection on February 25, 2016, 
available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2016/20160406-943067.pdf 

   2 of 2 - The Statement of Deficiencies Report from the 
June 17, 2015 inspection of Carolina Women’s 
Clinic found deficiencies included a failure to 
notify patients prior to obtaining a consent for 

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Carolina Women’s Clinic, 
for inspection on June 17, 2015, 



a procedure that the facility physician had no 
hospital admitting privileges. The surgery 
report form revealed that physician without 
admitting privileges performed the procedures. 

available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2015/20150617-943067.pdf 

NC Charlotte A Preferred 
Women’s 
Health Center 

1 of 2 The Statement of Deficiencies Report from the April 19, 
2013 inspection of A Preferred Women’s Health Center 
(3320 Latrobe Drive, Charlotte) found “an imminent 
threat to the health and safety of patients.” Deficiencies 
included: 

- Failure to administer medication for medical 
abortions according to the manufacturer’s 
recommendation.  

- Failure to ensure completion of an operative 
report following surgical abortion procedure.  

- Failure of performing physician to specifically 
note the presence or absence of choronic villi 
and fetal parts or the amniotic sac in the 
examination of the products of conception 
prior to patient discharge. 
A suspension of the clinic’s certificate to 
operate was issued due to the findings that the 
facility failed to be in substantial compliance 
with Rules for which they are certified.  

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, A Preferred Women’s 
Health Center, for inspection on April 
19-20, 2013, available at: 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2013/20130420-990459-2.pdf;  
Summary Suspension of Certificate to 
Operate, available at 
http://abortiondocs.org/wp-
content/uploads/2013/05/A-Preferred-
Womans-Health-Summary-Suspension-
May-10-2013.pdf 

   2 of 2 The Statement of Deficiencies Report from the 
December 11, 2012 inspection of A Preferred Women’s 
Health Center (3320 Latrobe Drive, Charlotte) found 
deficiencies included: 

- The facility failed to ensure competency in 
performing ultrasonography services was 
documented for three of three personnel 
identified as providing ultrasound services.  

- The facility failed to meet standards for 
medication and anesthesia. The clinic failed to 
ensure that A. nitrous oxide and oxygen were 
properly secured; B. medications were properly 
secured, and C. medications with an expired 
usage date were not available for use.  

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, A Preferred Women’s 
Health Center, for inspection on 
December 11, 2012, available at 
http://www.catholicnewsherald.com/i
mages/stories/News_Local13/apwhc-
charlottestform.pdf 



- The facility failed to ensure non-ambulatory 
patients were accompanied by medical or 
nursing staff members during transfer outside 
of the clinic for 2 of 2 sampled patients that 
were transferred: 

• Patient record review for a 38 year 
old female patient who experienced 
complications following an abortion 
at 12 weeks gestational age, 
revealed that the patient was not 
accompanied by facility staff when 
she required an emergency 
transport to the local hospital.  

• Similarly the patient record review 
for a 33 year old female patient who 
experienced complications 
following an abortion at 16.6 weeks 
gestation, revealed that the patient 
was not accompanied by facility 
staff when she required an 
emergency transport to the local 
hospital.  

- The facility failed to maintain properly 
sterilized instruments. In Procedure Room #2, 
the inspectors observed a plastic storage bin 
containing vaginal speculums, the bin 
contained debris and the drawer liner was 
soiled. Observation also revealed 4 surgical 
packs were torn with exposed instruments. 
These vaginal speculums and instruments were 
available for surgical procedures. They were 
not properly stored and maintained for 
sterility.  

- The facility failed to ensure the premise was 
maintained in a clean and sanitary condition. 
Dried blood was observed on an exam light, 
chair, and door jam in procedure room #2. The 



plastic storage bin containing vaginal 
speculums revealed debris and the paper 
drawer liner was soiled. Thick dust was 
observed on exam table #2. Tour of Procedure 
Room #1 revealed dead insects in the window 
seal and dirty ultrasound equipment.   
Administrative staff revealed that procedures 
were scheduled to be performed in procedure 
room #2 that day.  

 
NC Raleigh A Preferred 

Women’s 
Health Center 

 The Statement of Deficiencies Report from the  
February 14,  2015 inspection found the clinic failed to 
ensure privacy and confidentiality of a patient’s 
medical/health history. 

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, A Preferred Women’s 
Health Center, for inspection on 
February 14, 2013, available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2013/20130214-980157.pdf 

NC Raleigh A Woman’s 
Choice 

1 of 3 The Statement of Deficiencies Report from the 
March 3, 2016 inspection found deficiencies at 
A Woman’s Choice included a failure to prevent 
the transmission of infection by failing to 
perform biological testing according to 
manufactures’ recommendations for steam 
sterilization of the surgical instruments.  

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, A Woman’s Choice of 
Raleigh, for inspection on March 3, 
2016, available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2016/20160523-944750.pdf 

   2 of 3 The Statement of Deficiencies Report from the May 14, 
2015 inspection of A Woman’s Choice found 
deficiencies included: 

- Failure to provide patients the Grievance 
procedures a patient may follow if dissatisfied 
with the care and services rendered; and the 
telephone number of the Complaints 
Investigation Branch of the Division  

- Failure to maintain a completed permanent 
record including a witnessed, voluntarily-
signed consent for each surgery or procedure 
and signature of the physician performing the 
procedure; and the physician’s authenticated 

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, A Woman’s Choice of 
Raleigh, for inspection on May 14, 2015, 
available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2015/20150514-944750.pdf 



history and physical examination in 6 of 6 
surgical abortion procedures completed.  

- Physician interview revealed he does not 
complete a physical examination on the 
patient.  

- Physician performing the surgical abortion 
procedure failed to examine the products of 
conception prior to the patient discharge in 6 of 
6 patients having an abortion.  

 
   3 of 3 The Statement of Deficiencies Report from the January 

24, 2013 inspection found deficiencies at A Woman’s 
Choice included: 

- Failure to ensure annual preventative 
maintenance was completed for 1 of 2 steam 
autoclave units. 

- Failure to control risks of infectious disease by 
failing to administer medication according to 
manufacturer’s recommendations by using a 
single dose vial for multiple patients. 

- Physician performing the surgical abortion 
failed to examine the products of conception 
prior to patient discharge for 16 of 18 patients 
that had a surgical abortion procedure done. 

- Failure to ensure a staff member accompanied 
a patient to the hospital for 2 of 2 patients 
transferred to a hospital. 

Failure to provide a current physician credential file for 
1 of 3 practicing physicians employed in the clinic.  

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, A Woman’s Choice of 
Raleigh, for inspection on January 24, 
2013, available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2013/20130124-944750.pdf 

NC Jacksonville Crist Clinic for 
Women 

1 of 2 The Statement of Deficiencies Report from the June 15, 
2015 inspection of Crist Clinic for Women found 
deficiencies included: 

- Failure to provide supplies for emergency 
interventions for emergency situations. 

• No supplies for venous access 
(starting IV’s). 

• No bag valve mask unit with oxygen 

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Crist Clinic for Women, for 
inspection on June 15, 2015, available 
at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2015/20150616-971501.pdf 



reservoir. 
• No suction machine for airway 

suction available for use in 
emergency situation. 

- Failure to document the examination of all 
products of conception post procedure for 7 of 
10 patient records reviewed. 

Failure to ensure minimum of one hour observation 
after a procedure for 8 of 10 patient records reviewed. 

   2 of 2 The Statement of Deficiencies Report from the March 
6, 2014 inspection found the following deficiencie 
included a failure to maintain 2 of 15 medical records 
inclusive of a witnessed voluntarily-signed consent for 
each surgery or procedure with the signature of the 
physician performing the procedure.  The facility also 
failed to maintain a daily procedure log inclusive of the 
time of the procedure. 

-  

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Crist Clinic for Women, for 
inspection on March 6, 2014, available 
at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2014/20140306-971501.pdf   

NC Charlotte Family 
Reproductive 
Health 

1 of 2 The Statement of Deficiencies Report from the March 
25, 2015 inspection of Family Reproductive Health 
found that the physician performing the surgical 
abortion procedure failed to document in the patient’s 
medical record specifically the presence or absence of 
chorionic villi and fetal parts or the amniotic sac in the 
products of conception in8 of 8 patients having a 
surgical abortion procedure. 

-  

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Family Reproductive 
Health, for inspection on March 25, 
2015, available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2015/20150325-953167.pdf   

   2 of 2 The Statement of Deficiencies Report from the January 
9, 2013 inspection of Family Reproductive Health 
found deficiencies included: 

- Failure to ensure 20 of 20 patients were 
informed of the clinic’s grievance procedure 
and the North Carolina Complaint Hotline 
telephone number. 

- Failure implement health standards consistent 
with recognized professional practices for the 
prevention of tuberculosis transmission for 3 of 

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Family Reproductive 
Health, for inspection on January 9, 
2013, available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2013/20130109-953167.pdf 



5 employees. 
- Failure to ensure a staff member accompanied 

a patient to the hospital for 2 of 2 patients 
transferred to a hospital. 

 
NC Fayetteville Hallmark 

Women’s 
Clinic 

1 of 2 The Statement of Deficiencies Report from the 
February 5, 2015 inspection of Hallmark Women’s 
Clinic found deficiencies included: 

- Physician performing procedures failed to sign 
the voluntary, witnessed signed consent for 
each surgical abortion procedure in 5 of 11 
patients have a surgical abortion procedure. 

- Failure to ensure emergency medications, IV 
kit and supplies were not expired and available 
for patient care.  Medication was expired by 1-5 
years  

- Failure to document observation of the patient 
for a minimum of one hour after each surgical 
abortion procedure performed in 4 of 11 
patients. 

- Failure to maintain equipment and supplies in 
a manner to ensure safety and the prevention 
of the transmission of infections:  

• Sterilized and non-sterilized 
surgical equipment was 
commingled together and stored on 
the same shelves. 

• 7 out of 10 recliner chairs in 
recovery area had tears – can be 
cause of infection. 

 

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Hallmark Women’s Clinic, 
for inspection on February 5, 2015, 
available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2015/20150205-943226.pdf 

   2 of 2 The Statement of Deficiencies Report from the October 
2014, inspection of Hallmark Women’s Clinic found the 
Hallmark Women’s Clinic failed to control risk of 
infection by failing to perform biological testing on the 
autoclave to ensure surgical instruments were sterile. 
The spore vials expired over 7 years prior.  

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Hallmark Women’s Clinic, 
for inspection on October 9, 2014, 
available at 
https://www2.ncdhhs.gov/dhsr/ahc/so



ds/2014/20141009-943226.pdf 
NC Fayetteville Clarence 

Joseph 
Washington  
(A Hallmark 
Women’s 
Clinic) 

 In the Consent Order form December 21, 2010, the 
Medical Board cites two instances where Dr. 
Washington deviated from the standard of care. In both 
instances the patients experienced serious 
complications such as laceration and perforations. The 
Medical Board suspended Dr. Washington’s License 
and then stayed the suspension pending continuing 
education, shadowing another physician, and 
observation. 

 

Consent Order In Re: Clarence Joseph 
Washington, M.D., Before the North 
Carolina Medical Board, December 21, 
2010, available at 
http://abortiondocs.org/wp-
content/uploads/2013/05/Clarence-
Washington-License-Restriction-Dec-
21-2010.pdf 

NC Chapel Hill Planned 
Parenthood  

1 of 3 The Statement of Deficiencies Report from the April 
20, 2016, inspection of Planned Parenthood found the 
following deficiencies: 

- Failed to ensure a properly executed informed 
consent signed by patient and physician was 
completed for 1 of 11 medical records. 

Failure to completely document medication 
administration specifically the times of administration 
for 5 of 11 clinic records reviewed.  

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Planned Parenthood 
Chapel Hill, for inspection on April 20, 
2016, available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2016/20160614-981009.pdf 

   2 of 3 The Statement of Deficiencies Report from the June 25, 
2015, inspection of Planned Parenthood found the 
following deficiencies: 

- Failure to inform if the attending physician had 
hospital admitting privileges or in the absence 
of admitting privileges a statement to that 
effect. 

- Failure to provide instructions for post-
procedure emergencies in 7 of 7 abortion 
procedures. 

Failure to have testing for TB per the clinic policy in 2 
of 4 physician credential files reviewed. 

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Planned Parenthood 
Chapel Hill, for inspection on June 25, 
2015, available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2015/20150625-981009.pdf 

   3 of 3 The Statement of Deficiencies Report from the March 
6, 2014, inspection of Planned Parenthood found the 
following deficiencies: 

- Failure to ensure disinfection of the vaginal 
ultrasound probe was performed after each use 

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Planned Parenthood, for 
inspection on March 6, 2014, available 
at 



and according to manufacturer’s 
recommendations for 1 of 3 ultrasound 
machines observed. 

- Failure to maintain the procedure room floors 
in a clean and sanitary manner.  

https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2014/20140306-981009.pdf 

NC Fayetteville Planned 
Parenthood 

 The Statement of Deficiencies Report from the June 9, 
2015, inspection of Planned Parenthood found the 
clinic failed to ensure a minimum of one hour 
observation after a procedure for 4 of 10 patient records 
reviewed. 

-  

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Planned Parenthood, for 
inspection on June 9, 2015, available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2015/20150609-080052.pdf 

NC Wilmington Planned 
Parenthood 

 The Statement of Deficiencies Report from the June 17, 
2015, inspection of Planned Parenthood found the 
following deficiencies: 

- Failure to maintain a complete medical record 
that includes a physician signature on the 
voluntarily-signed surgery consent form in the 
patient’s permanent medical record for 4 of 10 
records reviewed. 

- Failure to properly store medications in a 
manner to prevent possible contamination with 
biohazardous material. 

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Planned Parenthood of 
Wilmington, for inspection on June 17, 
2015, available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2015/20150617-943572.pdf 

NC Winston Salem Planned 
Parenthood 

1 of 2 The Statement of Deficiencies Report from the January 
29, 2016, inspection of Planned Parenthood found the 
following deficiencies: 

- Failure to ensure physician performing the 
surgical procedure signed and witnessed the 
voluntary-consent for treatment. 

- Estimated length of gestation and time of 
procedure were not listed for 15 of 15 patients 
receiving services. 

- Regional director stated the clinic’s Health 
Service Manager “did not receive the proper 
training and it was just poor training on my 
part.” 

- Failure to ensure annual registration with the 
North Carolina Board of Pharmacy for 1 of 5 

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Planned Parenthood, for 
inspection on January 29, 2016, 
available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2016/20160413-923175.pdf 



dispensing physicians performing medical 
abortions. 

- Failure to ensure medication preparation 
competency for 1 of 1 Health Care Assistants.  

- Medication was not secured to prevent possible 
tampering or contamination. 

- Failure to ensure functional equipment was 
available for use during medical emergencies.  

- Failure to ensure safe infection control 
procedures during disinfection of equipment.  

- Personnel record revealed no evidence of 
infectious control training or high level 
disinfection process. 

- Observation revealed dirty medical 
instrumentation passed over 
“clean/disinfected” waiting to be wrapped for 
the sterilization process. 

- Saff did not follow safe IC practices to prevent 
the spread of infection. 
Clinic failed to separate biohazardous waste 
from patient scrubs, staff’s personal 
belongings, and unused supplies allocated for 
another clinic and to empty accumulate waste 
on a daily basis. 

   2 of 2 - The Statement of Deficiencies Report from the 
May 7, 2015, inspection of Planned Parenthood 
found the clinic failed to maintain a complete 
medical record by failing to ensure the 
physician performing surgery signed a 
witnessed voluntarily-signed consent in 8 of 8 
medical records reviewed of patients having a 
surgical abortion procedure. 

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Planned Parenthood, for 
inspection on May 7, 2015, available at 
https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2015/20150507-923175.pdf 

NC Chapel Hill Women’s 
Health Alliance 

 The Statement of Deficiencies Report from the April 3, 
2014, inspection of Women’s Health Alliance found the 
following deficiencies: 

- Failure to have a witnessed voluntarily-signed 
informed consent for each surgery or 

North Carolina Division of Health 
Service Regulation, Statement of 
Deficiencies, Women’s Health Alliance, 
for inspection on April 3, 2014, 
available at 



procedure in 1 of 4 clinic records reviewed of 
patients that had abortion procedures. 

- Failure to verify the patient’s full and true 
name for 4 of 4 patients who had abortion 
procedures. 

- Failure to maintain a daily procedure log of all 
patients receiving abortion services along with 
type of procedure, time of procedure, and 
Name of the Registered RN on duty.  

- Failure to ensure medications were 
administered by a RN or LPN in accordance 
with the State of NC for 2 of 2 patients who 
were administered medications and had a 
surgical abortion procedure performed. 

- Failure to ensure sterile instruments were not 
outdated and failed to ensure autoclave testing 
was performed per clinic policy.  Interview with 
the administrative staff confirmed the staff did 
not follow the clinic’s infection control policy 
for ensuring sterile items were not out of 
date/expired.  

https://www2.ncdhhs.gov/dhsr/ahc/so
ds/2014/20140403-933088.pdf 

ND Fargo Tami Lynn 
Holst 
Thorndike 

 Abortionist Tami Lynn Holst Thorndike was under 
investigation for performing abortions in the state 
without a valid license. 

North Dakota Abortionist Practices 
With Expired License, available at 
http://www.aul.org/2010/11/north-
dakota-abortionist-practices-with-
expired-license/;  
Red River Women’s Clinic doctor 
investigated for expired license, Grand 
Forks Herald, Nov. 8, 2010, available at 
http://www.grandforksherald.com/cont
ent/red-river-womens-clinic-doctor-
investigated-expired-license-2 

NE Lincoln Planned 
Parenthood of 
the Heartland 

 The Nebraska Division of Health  (DHHS) reported in 
2015 that Planned Parenthood failed to complete 
and/or submit the required Report of Induced Abortion 
form to DHHS within 15 days after reporting month for 
5 months out of 7 months since January 1, 2015. In 

Department of Health and Human 
Services Nebraska Division of Public 
Health.  
Statement of Deficiencies and Plan of 
Correction, Planned Parenthood of 



2013, Planned Parenthood was cited for failure to 
ensure expired medications were removed. 

-  

Alabama, Inspection Dates August 20, 
2015 and June 10, 2013, available at 
http://abortiondocs.org/wp-
content/uploads/2016/01/Planned-
Parenthood-Heartland-Lincoln-Survey-
Inspection-Reports.pdf 

NJ Englewood Medical 
Associates in 
Englewood 

 Metropolitan Medical Associates in Englewood, among 
the state’s largest abortion clinics, reached a $1.9 
million settlement with a woman who suffered massive 
hemorrhaging, a coma, a stroke and a hysterectomy 
after she had an abortion at the facility in 2007. State 
inspectors found the clinic had dirty forceps, rusty 
crochet hooks used to remove IUDS, and a quarter inch 
of dark red “dirt and debris” under an examining table 
in the Engle Street clinic. 

James O’Neill, $1.9 settlement in 
botched abortion, NorthJersey.com, 
Dec. 13, 2009, 
http://archive.northjersey.com/news/1-
9m-settlement-in-botched-abortion-
1.972291vi 

NM Albuquerque Curtis Boyd 
(Southwestern 
Women’s 
Option) 

 In a Statement of Deficiencies from the New Mexico 
Department of Health and Human Services inspection 
from December 15, 2009, of the facility (Southwestern 
Women’s Option) run by Curtis Boyd the Department 
identified the following deficiencies:  

- The facility failed to meet endocrinology 
standards as evidenced by the labs failure to 
obtain training or technical assistance for 
proficiency testing failures for the analyte urine 
hCG  

- The facility failed to meet standards for control 
processes as evidenced by a review of quality 
control records which revealed that the 
laboratory failed to perform and document a 
positive and negative control for each day of Rh 
patient testing. 168 patients were tested on the 
days the laboratory failed to perform control 
materials. .  

- The laboratory failed to meet standards for a 
Laboratory Director. The Laboratory director 
failed to provide overall management and 
direction of the laboratory.  

Statement of Deficiencies and Plan of 
Correction, Curtis Boyd, MD PC, New 
Mexico Department of Health and 
Human Services, Date Survey 
Completed, December 15, 2009, 
available at 
http://abortiondocs.org/wp-
content/uploads/2012/01/SWO-Boyd-
Lab-Deficiencies-2009.pdf 



 
NV Las Vegas A All Women 

Care 
 Statement of Deficiencies found violations on 

September 18, 2012 at A All Women Care included:  
- No documented evidence the patient’s received 

a follow up telephone call to identify any signs 
and symptoms of infection.  

- Infection control RN was unable to provide 
documentation of tracking post procedural 
infections. 

- Failure to assure documentation of specialized 
training to the medical assistant prior to 
assuming duties of sterilization of instruments. 

- RN of infectious control was not aware that a 
high level disinfection solution was required to 
be tested prior to each use. 

TB skin tests were not administered per policy. No 
documented evidence found in the screening employees 
for communicable disease policy addressing the annual 
TB skin test requirement 

NV Bureau of Health Care Quality and 
Compliance Statement of Deficiencies 
and Plan of Correction. September 18, 
2012, available at 
http://abortiondocs.org/wp-
content/uploads/2016/02/A-All-
womens-Care-nevada-survey-SEPT-
2012.pdf 

NV Las Vegas Birth Control 
Care Center 

 The Statement of Deficiencies on November 6,2012 
found the abortion clinic Birth Control Care Center 
failed to track sterilized instruments and failed to 
establish a method to track and recall sterilized 
instruments to the patient in the event of a failure. 

 

NV Bureau of Health Care Quality and 
Compliance Statement of Deficiencies 
and Plan of Correction. November 6, 
2012, available at 
http://abortiondocs.org/wp-
content/uploads/2016/02/BIRTH-
CONTROL-CARE-CENTER-SURVEY-
2012-to-2014.pdf 

NY Queens A-1 Medicine 
Clinic and 
Robert Hosty 

 Hosty’s license was revoked.  He exhibited a wanton 
disregard for basic medical practice in his failure to 
obtain adequate histories and physicals of patients 
before initiating surgical procedures.  He also failed to 
act responsibly when life-threatening complications 
arose.   
 
Patient Alexandra Nunez, 38, Plainfield, N.J., deid after 
suffering massive bleeding during a second-trimester 
abortion at the A1 Medicine clinic. 

Revocation order for Robert Hosty’s 
license, available at 
http://operationrescue.org/pdfs/Hosty
%20revocation.pdf; Death at NYC 
Abortion Clinic Investigated, UPI, Jan. 
27, 2010, available at 
http://www.upi.com/Top_News/US/2
010/01/27/Death-at-NYC-abortion-
clinic-investigated/UPI-
55421264620300/ 



 
- Hosty was charged with seven specifications 

alleging professional misconduct (negligence, 
incompetence, failure to appropriately 
supervise, failure to maintain records). 

OH Akron Akron 
Women’s 
Medical Group 

1 of 2 The Ohio Department of Health Statement of 
Deficiencies and Plan of Correction from the inspection 
on May 17, 2011 found deficiencies at Akron Women’s 
Medical Group included:  

- Failure to ensure that each patient was treated 
with consideration, respect, and full 
recognition of dignity and individuality.  

- The facility failed to meet standards for safety 
and sanitation.  

- Review of the facility policy and procedures 
revealed facility staff failed to follow facility 
policy and procedures with regards to storage 
of clean and sterile supplies, universal 
precautions including CDC recommendations, 
multi-dose vial , control of restricted items, 
inspection of drug storage area, general 
security measures, physician ordering of 
medication, prescription blanks, medication 
administration and environmental cleaning.  
 

Ohio Department of Health, Statement 
of Deficiencies and Plan of Correction, 
Re: Akron Women’s Medical Group, 
May 17, 2011, available at 
http://abortiondocs.org/wp-
content/uploads/2015/02/Licensure-
Complaint-Survey-Packet-08-17-
2011.pdf 

   2 of 2 The Ohio Department of Health Deficiency Report from 
the February 23, 2012 inspection documents 
deficiencies included:  

- Failure to meet the standards for safety and 
sanitation.  

- Surfaces in the operating room were noted to 
be dusty with white residue. The dusty white 
residue was noted on the drawers of the 
respiratory support cart, on the light above the 
operating room table and on the tops of the 
monitoring equipment.  

- Three large red biohazard barrels 

Ohio Department of Health, Statement 
of Deficiencies and Plan of Correction, 
Akron Women’s Medical Group, 
February 23, 2012, available at 
http://abortiondocs.org/wp-
content/uploads/2015/02/Survey-
Packet-4QXR11-2-04-27-2012.pdf 



approximately 32 gallons in size were stored in 
the recovery area. A staff member confirmed 
that the barrels were filled quickly on busy 
surgical days and maintained in the area for 
convenience.  

The facility failed to meet the standards for the storage 
and use of medical gases.  

OH Shaker Hts David M. 
Burkons 

 The State Medical Board of Ohio on December 9, 2015 
notified Burkons that it would investigate whether to 
limit, revoke or suspend his licence due to the 
following:  

- Burkons signed and left blank prescriptions 
with office staff who could complete at a later 
date  

- Failure to obtain and/or document obtaining or 
accessing a report from the Ohio Automated Rx 
Reporting System  

- Failure to record in patient record all of the 
controlled substances prescribed   

Failure to keep and maintain records on the care and 
treatment provided to patients 

OH State Medical Board Case against 
Burkons. December 9, 2015, available 
at: http://abortiondocs.org/wp-
content/uploads/2016/06/Medical-
Board-Citation-Letter-12092015.pdf 

OH Toledo Capital Care 
Network 

1 of 2 The inspection from April 14, 2011 found the 
deficiencies at Capital Care Network included: 

- Failure to ensure that all required infection 
control areas were covered and were consistent 
with current guidelines. 

- Biological waste was not disposed of 
appropriately. 

- Failure to ensure all areas of the facility were 
maintained in a safe and sanitary manner  

• Failure to clean surgical tables 
between patients. 

• Stains on seating. 
• Dirty and soiled fans in operating 

rooms.  
- Failure to ensure an RN with ACLS was present 

and on duty in the recovery room when 

Ohio Department of Health Statement 
of Deficiencies, Dated April 14, 2011, 
available at 
http://abortiondocs.org/wp-
content/uploads/2015/05/Survey-
Packet-1ZG811-2-Non-Confidential-
SYSTEM-08-15-2011.pdf 



patients were present. 
- Failure to have appropriate staff document 

vital signs and pain assessment in the recovery 
room.  

- Failure to ensure there was emergency power 
available in the operative and recovery areas of 
the facility. 

   2 of 2 The inspection from July 27, 2011 found the Capital 
Care Network failed to ensure all registered nurses 
were ACLS trained. 

-  

Ohio Department of Health Statement 
of Deficiencies, Dated July 27, 2011, 
available at: 
http://abortiondocs.org/wp-
content/uploads/2015/05/Re-
Licensure-Survey-Packet-1ZG812-2-
Non-Confidential-SYSTEM-11-03-
2011.pdf 

OH Cuyahoga Falls Captial Care 
Network 

 It was reported that the Ohio Department of Health 
notified the Capital Care Network abortion clinic in 
Cuyahoga Falls Ohio on March 5, 2013 that it could no 
longer perform surgical procedures. Deficiencies found 
during an inspection from February 2013 included 
allowing under-qualified staff to administer drugs and 
using patients’ blood without their knowledge. 

-  

State closes abortion clinic with area 
ties, Agency failed February 
inspection,,The Toledo Blade, Apr. 25, 
2013, available at 
http://www.toledoblade.com/State/201
3/04/25/State-closes-abortion-clinic-
with-area-ties.html 

OH  Planned 
Parenthood 

 On December 11, 2015, the Attorney General notified 
the Ohio Department of Health that Planned 
Parenthood violated rules regarding fetal disposition. 
“[I]n the course of our investigation, we learned that 
aborted fetuses are ultimately disposed of in landfill 
sites – apparently intermingled with other common 
residential and commercial trash. As you know, Ohio 
Administrative Code 3701-47-05 mandates that a ‘fetus 
shall be disposed of in a humane manner.’” 
 

Mike Dewine OH AG letter to DOH 
December 11, 2015, available at 
http://abortiondocs.org/wp-
content/uploads/2015/12/DeWine-
ODH-Letter-2015-12-112.pdf 

OH Columbus Planned 
Parenthood 
East Health 
Center 

1 of 3 The February 14, 2013 inspection found the following 
deficiencies at Planned Parenthood East Health Center: 

- Failure to ensure the time of the administration 
of oral medications by licensed staff was 

Ohio Department of Health Statement 
of Deficiencies, Inspection Dated 
February 14, 2013, available at 
http://abortiondocs.org/wp-



documented in the medical records for 6 
patients. 

- Failure to ensure patient use items were stored 
in sanitary fashion. 

- Failure to ensure patient documents were 
complete. 

- Failure to ensure narcotic policy was followed. 
 

content/uploads/2015/05/Survey-
Packet-92S911-2-Non-Confidential-
SYSTEM-04-03-2013.pdf 

   2 of 3 The March 15, 2012 inspection found deficiencies at 
Planned Parenthood included: 

- Failure to ensure staff was given a TB test.  
- Failure to maintain a sanitary environment 

related to a suction machine.  
- Failure to provide a double locked, storage 

areas for controlled substances. 
- Failed to label multi-dose vials when opened.  
- Failed to label medication syringes in 

accordance with facility policy. 
 

Ohio Department of Health, Statement 
of Deficiencies, Inspection dated March 
15,2012, avaialble at 
http://abortiondocs.org/wp-
content/uploads/2015/05/Survey-
Packet-W0V711-2-Non-Confidential-
SYSTEM-04-27-2012.pdf 

   3 of 3 The March 8, 2011 inspection found expired medication 
at Planned Parenthood. 

Ohio Department of Health, Statement 
of Deficiencies and Plan of Correction, 
Inspection Dated March 8, 2011, 
available at 
http://abortiondocs.org/wp-
content/uploads/2015/05/Survey-
Packet-SW4G11-2-Non-Confidential-
SYSTEM-04-05-2011.pdf 

OH Columbus Founder’s 
Women’s 
Health Center 

1 of 2 The inspection from April 30, 2013 revealed 
deficiencies included: 

- Failure to notify patients that Physician A did 
not carry malpractice insurance. 

- Failure to utilize personnel that had 
appropriate training and qualifications for the 
services they provided. 

- Failure to ensure personnel had appropriate 
training and qualifications for the services they 
provided. 

Ohio Department of Health Statement 
of Deficiencies and Plan of Correction, 
Dated April 30, 2013, available at 
http://abortiondocs.org/wp-
content/uploads/2015/05/Survey-
Packet-VIUF11-2-Non-Confidential-
SYSTEM-01-17-2014.pdf 



- Failure to ensure 8 of 9 staff had 
documentation of orientation appropriate to 
tasks they performed. 

- Failure to provide documentation of staff 
administering intravenous sedation. 

Failure to ensure attending or discharging physician 
documented the circumstances of discharge in the 
patient’s medical records. 

   2 of 2 The inspection from March 14, 2012, revealed 
deficiencies included:  

- Failure to ensure 4 of 4 operating tables were 
maintained in a safe manner (if the tables were 
plugged in, patients would feel electric shock). 
OR tables failed several previous inspections. 

- Failure to monitor and evaluate all aspects of 
patient care, failure to follow QA protocol.  

- Failure to develop policies and procedures to 
receive, investigate, and report findings in 
regards to complaints.  

- Failure to document discharge status of 5 of 5 
patients. 

Failure to have written transfer agreement with a 
hospital. 

Ohio Department of Health Statement 
of Deficiencies and Plan of Correction, 
Dated March 14, 2012, available at 
http://abortiondocs.org/wp-
content/uploads/2015/05/Survey-
Packet-KOFJ11-2-Non-Confidential-
SYSTEM-06-15-2012.pdf 

OH Cincinnati Lebanon Road 
Surgery Center 

 The Lebanon Road Surgery Center is required to have a 
written transfer agreement, to ensure continuity of care 
in an emergency situation. The facility does not have a 
transfer agreement, so the Ohio Department of Health 
decided not to renew its license.  

-  

Ohio Department of Health, Report and 
Recommendation, In the Matter of: 
Lebanon Road Surgery Center, dated 
Oct. 10, 2013, available at 
http://abortiondocs.org/wp-
content/uploads/2013/10/wmc_recom
mendation13.pdf 

OH Cuyahoga Falls Northeast Ohio 
Women’s 
Center 

 Inspection report from February 3, 2014 revealed 
deficiencies at Northeast Ohio Women’s Center 
included:  

- Failure to ensure there were no expired drugs 
and biologicals in the facility. 

- No emergency battery backup lighting in the 
operating room and the recovery room. 

Statement of Deficiencies, Inspection 
report from February 3,2014, available 
at http://abortiondocs.org/wp-
content/uploads/2015/10/NE-OH-
Womens-Center-Deficiency-Report-
Feb-3-2014.pdf 



OH Bedford 
Heights 

Planned 
Parenthood 

1 of 2 The inspection report revealed deficiencies at Planned 
Parenthood Bedford Heights included:  

- Failure to contract for hazardous biomedical 
waste to be removed properly. 

- Failure to document employees had TB test.  
- Failure to adhere o facility policies and 

procedures for cleaning and disinfecting 
surgical equipment, disposal of urine samples 
and single use patient medical items.  

- Expired medication.  
- Failure to post the State of Ohio’s toll free 

complaint hotline telephone number. 
- Failure to grant privileges to physicians. 
- Medical records did not contain legible and 

complete documentation.   
- Failure to adhere to infection control policies 

and procedures for cleaning and disinfecting 
surgical equipment. 
Single-use vials used multiple times. 

Statement of deficiencies inspection 
report from March 11, 2014, available 
at http://abortiondocs.org/wp-
content/uploads/2014/08/PP-Bedford-
Heights-Administrative-Fine-Jul-30-
2014.pdf 

   2 of 2 - Inspection report from January 1, 2013 found 
Planned Parenthood of Bedford Heights failed 
to ensure a safe and sanitary environment. 

Statement of deficiencies inspection 
report from January11, 2013, available 
at http://abortiondocs.org/wp-
content/uploads/2015/05/Survey-
Packet-UJCK11-2-Non-Confidential-
SYSTEM-04-03-2013.pdf 

OH Cincinnati Planned 
Parenthood 
Southwest 
Ohio 

 - Inspection report from June 26, 2016 found 
the clinic failed to ensure a transfer agreement 
was in place to ensure continuity of care. 

Statement of deficiencies inspection 
report from June 26, 2014, available at 
http://abortiondocs.org/wp-
content/uploads/2014/11/244256996-
Last-city-abortion-clinic-could-be-shut-
down.pdf 

OH Cleveland Preterm 
Abortion Clinic 

 Inspections of Preterm Abortion Clinic have 
documented a failure to ensure medical records were 
complete and a failure to ensure training 
documentation for staff performing ultrasounds. The 
clinic also has a documented history of botched 
abortions, including an abortion on March 29, 2014 

Department of Health Medical Record 
Review, available at 
http://abortiondocs.org/wp-
content/uploads/2015/05/Preterm-
complication-1.pdf , 
http://abortiondocs.org/wp-



that resulted in the death of Lakisha Wilson. content/uploads/2015/05/Preterm-
Complication-12-6-2013.pdf, 
http://abortiondocs.org/wp-
content/uploads/2015/05/Preterm-
Complication7-6-11.pdf;  Ohio 
Department of Health Statement of 
Deficiencies and Plan of Correction, 
Dated: March 21, 2012, available at 
http://abortiondocs.org/wp-
content/uploads/2015/05/Re-
Licensure-Survey-Packet-2Z6N12-2-
Non-Confidential-SYSTEM-06-07-
2012.pdf; Ohio Department of Health 
Statement of Deficiencies and Plan of 
Correction, Dated: July 2, 2012, 
available at 
http://abortiondocs.org/wp-
content/uploads/2015/05/Re-
Licensure-Survey-Packet-7OD612-2-
Non-Confidential-SYSTEM-01-04-
2013.pdf;  Autopsy Report, “Medical 
Examiner’s Verdict,” Cuyahoga County 
Medical Examiner’s Office, Case 
Number: IN2014-00559, May 22, 2014, 
available at 
http://operationrescue.org/pdfs/Autop
sy-LakishaWilson.pdf 

OH Dayton Women’s 
Medical Center 
of Dayton 

 The inspection from June 12, 2015 revealed the 
Women’s Medical Center of Dayton failed to ensure a 
patient was allowed to refuse or withdraw consent for 
treatment when her physical and cognitive condition 
precluded her from participating in her treatment.  The 
patient was medically impaired because she was 
overdosed. 

Ohio Department of Health, Women’s 
Med Center of Dayton Inspection dated 
June 12, 2015, available at 
http://www.operationrescue.org/wp-
content/uploads/2016/08/WMC-
Dayton-Inspection-06122015.pdf 

OK Warr Acres Naresh G. Patel 
(Outpatient 
Services for 

 Dr. Naresh G. Patel was arrested on fraud charges for 
prescribing abortion inducing drugs to a woman who 
was not pregnant.   

“Press Release: AG's Office Arrests 
Abortion Doctor on Fraud Charges,” 
Oklahoma Office of the Attorney 



Women Clinic)  
Undercover agents from the Attorney General’s office 
as well as the offices of the Oklahoma Medical 
Licensure Board and the Oklahoma City Police 
Department, all visited Dr. Patel. Dr. Patel 
administered pregnancy tests and ultrasounds and told 
each agent that she was pregnant, even though she was 
were not. He then gave each woman abortion inducing 
drugs along with instructions on how to administer 
them, and charged the agents for this service.   
 
This sting operation was conducted in response to a 
complaint concerning the death of Pamela King, a 
woman who died from a complication from cervical 
cancer. Earlier that year she had received a chemical 
abortion from Dr. Patel. Her autopsy report indicated 
that she was not pregnant at the time of the abortion.  
 

General E. Scott Pruitt, December 9, 
2014, available at 
http://www.ok.gov/triton/modules/ne
wsroom/newsroom_article.php?id=258
&article_id=15027; Controversial 
Oklahoma City-area abortion doctor is 
arrested after undercover 
investigation, The Oklahoman, Dec. 9, 
2014, available at 
http://newsok.com/controversial-
oklahoma-city-area-abortion-doctor-
arrested-after-undercover-
investigation/article/5374338 

OR Portland LoveJoy 
Surgicenter 

 Former clinic employee filed suit. Among her 
allegations, she claims that a clinic nurse 
inappropriately touched and sexually abused patients: 
nurse inappropriately touched patients when they were 
under sedation, nurse fondled the breasts of one 
patient who was sedated, nurse drew picture of a bird 
on another sedated patient and later wrote about it on 
Facebook. 

Complaint, Binnington v. Lovejoy 
Surgicenter. (Oct. 26, 2012), available 
at http://abortiondocs.org/wp-
content/uploads/2012/10/lovejoy_surg
icenter_suit.pdf 

PA Philadelphia Soleiman Soli 
(Abortion as an 
Alternative) 

 Soleiman Soli owned two abortion clinics in 
Philadelphia, both named Abortion as an Alternative. 
Following inspections of these facilities on November 1 
and October 26, 2010 respectively, revealing numerous 
violations, the Pennsylvania Department of Health 
ordered Soli to cease abortion activities at these two 
facilities until a plan of correction was submitted and 
approved. Soli instead closed the two facilities and 
retired. 
 

According to AP, “the Department of Health 

Pennsylvania Finds More Abortion 
Clinic Violations; Doctor Quits, 
Associated Press, Mar. 10, 2011 
available at 
http://www.seattletimes.com/nation-
world/pa-cites-abortion-clinic-
violations-doctor-quits/ 



found drugs decades past their expiration 
dates, inadequate or inoperable equipment, 
poor record-keeping and mishandling of fetal 
tissue.”  

PA Pittsburgh Allegheny 
Reproductive 
Health Center 

1 of 2 Facility was not in compliance and deficiencies found 
on May 31, 2012 included:  

- Failed to ensure practitioners documented 
informed consent that included the disclosure 
of the comparative risks, benefits, and 
alternatives associated with performing a 
procedure in the ambulatory surgery facility 
(ASF) instead of in a hospital for ten of ten 
medical records reviewed. 

- Failure to establish written policies and 
procedures for admission and discharge. 

- Failure to grant clinical privileges for four of 
four credential files reviewed  

- Failed to obtain a report from the National 
Practitioner Data Bank on each practitioner 
who requests privileges for four of four 
credential files reviewed. 

- Failed to ensure that patients were properly 
identified by the operating surgeon prior to the 
start of a procedure for four of four medical 
records reviewed. 

- Facility failed to have a registered nurse, 
physician assistant or practitioner observe 
patients that had received sedation/anesthesia 
for a period of time to ensure no immediate 
postoperative complications are present. 

- Failure to ensure that its Quality Assurance 
Program was comprehensive as required  

- Failed to ensure that at least one Registered 
Nurse is in attendance during the hours that 
patients are present. 

- Failed to establish an Infection Control 
Committee for the prevention, control and 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Allegheny 
Reproductive Health Center, Inspection 
Date May 31, 2012, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/KNNE1
11921656400L.PDF 



investigation of infections in the Center and for 
assuring the effectiveness of current procedural 
techniques in all departments 

- Failure to ensure properly conditioned air 
supply meeting minimum filtration, humidity, 
and temperature requirements was provided in 
critical areas such as surgical and recovery 
suites  

Failure to have automatic fire extinguishing system and 
automatic and manual alarms.  

   2 of 2 A June 2, 2011 inspection found the clinic failed to 
maintain a safe environment. All sterilized packages 
were not dated as to when they were sterilized. Open 
tubes of lubricant lacked a date when opened. Expired 
medication and kits were found. 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Allegheny 
Reproductive Health Center, Inspection 
Date June 2, 2011, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/3SOI11
1921656400L.PD 

PA Allentown Allentown 
Medical 
Services 

 A Department of Health inspection from May 26, 2011 
found that the facility "failed to maintain a safe and 
sanitary environment." Inspectors found: 

- In two procedure rooms there were nine 
packages of surgical instruments which the 
facility considered sterile and ready for patient 
use, however these instruments had brown 
debris in the hinges, there was also brown 
stains inside the packages;  

- There were also dozens of metal tools used in 
abortions that had not been wrapped for 
proper sterile storage;  

- Instruments in sterile packages that were 
beyond the expiration date on the packages;  

- Other instruments stored in dirty containers;  
- A freezer for infectious waste located in a scrub 

room had blood splattered and smeared on it, 
and there was a thick layer of frozen blood in 
the bottom of the freezer;   

Pennsylvania Department of Health, 
Health Inspection Results, Allentown 
Medical Services, May 26, 2011, 
available at 
http://abortiondocs.org/wp-
content/uploads/2012/02/Pennsylvani
a-Department-of-Health-Allentown-
05262011.pdf 



- Recovery area violations include: not properly 
laundering materials used by patients.  

-  
    Pennsylvania Department of Health inspection from 

March 2, 2012 revealed the following:  
- The two suction machines didn’t have current 

preventive maintenance check complete.  
- Splatters of dried blood on patient procedure 

notes records;  
Prescription pad was not in a secured location. 

Pennsylvania Department of Health, 
Health Inspection Results, Allentown 
Medical Services, March 2, 2012, 
available at 
http://abortiondocs.org/wp-
content/uploads/2013/04/Allentown-
Medical-Services-Health-Dept-
Inspection-3-1-20121.htm 

    A Pennsylvania Department of Health inspection from 
the May 26, 2011 revealed that Allentown Medical 
Services facility failed to meet standards for a safe and 
sanitary environment. Findings include:  

- In Procedure Room 1, there were 15 metal 
vaginal speculums stored, unwrapped in three 
separate drawers on top of an incontinence 
blue pad. In one drawer there was a sterile 
wrapped instrument. The employees confirmed 
that these instruments were for patient use. 
The employees stated that the instruments had 
been sterilized by were not wrapped to 
maintain sterility;  

- Inspectors also found six metal extenders in a 
plastic box in the cabinet. An employee 
confirms that these extenders were for patient 
use, and that these extenders had been 
sterilized and then placed in the box together—
not individually wrapped to preserve sterility.  

- There were five vaginal speculums stored in a 
drawer located at the foot of the procedure 
table, unwrapped on a blue paper pad. 
Underneath the blue pad was a heating pad, 
warming the vaginal speculums. At the head of 
the procedure table there was a cracked 
window.  

Pennsylvania Department of Health, 
Health Inspection Results, Allentown 
Medical Services, May 26, 2011, 
available at 
http://abortiondocs.org/wp-
content/uploads/2012/02/Pennsylvani
a-Department-of-Health-Allentown-
05262011.pdf 



- There was an expired vial in the emergency 
drug kit of Naloxone HC1 1 ml, which expired 
April 1, 2011.  

- In the closet there were patient care items 
stored directly on the floor including four boxes 
of ultrasound gel and one box of curettes.  

- In Procedure Room 2, there was a sterile blue 
wrapped packet with two holes in the 
wrapping, when open this contained nine 
dilators ready for patient use.  

- There were two Clonidine 0.1 mg tablets which 
expired May 1, 2011.  

- There were nine packages containing surgical 
instruments. These surgical instruments had 
an accumulation of brown debris in the hinge 
areas and brown staining on the inside of the 
packages. Employee interview confirmed that 
these surgical instruments were considered 
sterile and ready for patient use.  

- There were three sterile packages of 
instruments ready for patient use with sterility 
expiration dates of 8/22/2009, 2/4/2010, and 
9/25/2010.  

- There were two disposable uterine sound 
catheters which expired 3/15/2003, and three 
uterine catheters which expired 9/2005.  

- There was a blue wrapped sterile instruments 
package, containing a weighted speculum, with 
instruments protruding through.  

- There were 13 metal vaginal speculums stored, 
unwrapped in a three drawer plastic cabinet. 
These speculums were stored on an 
incontinence pad. Both drawers containing 
these speculums contained dust, dirt, and 
debris in the corners of the drawer, and one 
drawer had a visible hair measuring 
approximately one inch. An employee 



confirmed that these instruments were 
sterilized, wiped dry and placed in the drawers, 
and that these speculums were ready for 
patient use.  

- An employee confirmed that laundry of patient 
care items including the pillows, blankets, and 
heating pad covers was completed by staff who 
took them home to launder “every once in a 
while.”  

- There was a red box for used needle and 
syringes in the Laboratory room. The box was 
full and there was a used needle syringe on the 
floor beside the red box;  

- In the Scrub room there was a freezer 
designated for infectious waste. Inside the door 
of the freezer there were multiple brown frozen 
splatter and smear marks from frozen blood. 
There was also frozen blood on the rubber seal 
between the freezer door and the freezer and 
on all sides of the interior of the freezer. There 
was also a thick layer of frozen blood in the 
bottom of the freezer.  

- There was also a musty smelling suitcase 
containing instruments wrapped in blue sterile 
packages with parts of the surgical instruments 
protruding through the wrapping. These 
instruments were considered sterile according 
to an employee.   

 
PA Allentown Planned 

Parenthood of 
Northeast and 
Mid-Penn 
Allentown 
Health Center 

1 of 5 The Statement of Deficiencies Report from the April 1, 
2014 found the Planned Parenthood clinic failed to 
ensure patient transfer from the facility to an acute care 
hospital emergency department was reported to the 
Department for one of one medical records reviewed. 

-  

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
of Northeast and Mid-Penn Allentown 
Health Center Inspection Date April 1, 
2014, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/EJJ711



66530614500L.PDF   
   2 of 5 The Statement of Deficiencies Report from the 

February 7, 2013 found deficiencies included: 
- Failure to ensure emergency intravenous 

solution was not expired in the examination 
rooms and the emergency drug cart. 

- No current preventative maintenance was 
completed on the ultrasound machine after 
October 2012.  

Unlocked cabinets contained prescription pads.  

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
of Northeast and Mid-Penn Allentown 
Health Center Inspection Date February 
7, 2013, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/QYT711
66531090900L.PDF 

   3 of 5 The Statement of Deficiencies Report from the June 8, 
2012 found deficiencies included: 

- Failure to ensure infection control. 
- Failure to store soiled linen separate from the 

clean linen storage and failure to ensure soiled 
linen was washed at a temperature to prevent 
microbial dissemination. 

- Failure to follow established guidelines for 
containing, storing and disposing of medical 
waste and body fluids. 

- Sharp containers were full with used needles 
and syringes. 

- No provision for the disposal of bloody body 
fluid waste: “we pour the bloody liquid from 
the procedure down the sink.”  

- Saline dropper bottles were not disinfected 
between patients. 

- Failure to ensure medications were stored 
according to acceptable standards of practice 
and failed to ensure temperature was 
maintained for refrigerated medications and 
biological. 

- Failure to ensure the informed consent for the 
performance of a specific procedure is obtained 
by the practitioner and signed by the patient or 
responsible party. 

- Failure to have a policy to ensure a pre-

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
of Northeast and Mid-Penn Allentown 
Health Center Inspection Date June 8, 
2012, available 
athttp://sais.health.pa.gov/commonpoc
/content/publiccommonpoc/PDF/DG7
V1166531090900L.PDF 



anesthesia evaluation was completed by a 
practitioner prior to the administration of 
anesthesia. 

- Failure to ensure the post-operative surgical 
reports were written or dictated immediately 
after the procedure by the operating 
practitioner. 

- Failure to ensure medical professional in the 
facility when patients were present maintained 
current certification in advanced cardiac life 
support and pediatric advanced life support 
and failed to ensure guidance for correct dosing 
and administration of emergency medications 
for the pediatric patient requiring emergency 
treatment at the facility. 

- Failure to ensure staff were adequately trained 
regarding the manual fire alarm. 

Failure to have an emergency electric power source 
should the facility lose power during a procedure.  

   4 of 5 The Statement of Deficiencies Report from May 1, 2012 
found deficiencies included: 

- Failure to ensure sanitary conditions  
- Cabinet where the medications were stored 

were not locked. 
- Improper labeling of medications drawn up 

into a syringe. 
- Packages of sterilized instruments were 

observed with brown, rust colored spots on the 
instruments.  

- Expired medication. 
- Failure to keep required equipment on hand for 

patient resuscitation. 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
of Northeast and Mid-Penn Allentown 
Health Center Inspection Date May 1, 
2012, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/IKT611
87911981600L.PDF 

   5 of 5 The Statement of Deficiencies Report from the June 16, 
2011 inspection found deficiencies included: 

- Failure to post the required Department of 
Health (DOH) posting which includes 
complaint number to lodge a complaint with 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
of Northeast and Mid-Penn Allentown 
Health Center Inspection Date June 16, 



the DOH  
- Sterilized forceps dated January 23, 2010 had 

an accumulation of red-brown solid substance 
on the handle in the joint of the instrument.  In 
more than one room there were sterilized 
packages of forceps that had an accumulation 
of the red-brown substance  

- 22 sterilize instrument packages had an 
accumulation of a red-brown substance on 
various areas of the instruments. 

- Red garbage can did not contain a garbage bag. 
The bloody gauze and catheter were placed 
directly into the bin. 

- Freezer in the lab was not labeled biohazard 
identifying its contents of products of 
conception as biohazardous. 

- Biohazard boxes used to store biohazard waste 
was not covered with lids. 

- Heating pad covers and blankets were washed 
at the end of the day not after each patient use. 

Expired medication. 

2011 available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/I9Q811
87911981600L.PDF 

PA Allentown Allentown 
Women’s 
Center 

1 of 3 The Statement of Deficiencies Report from the June 1, 
2012 inspection found deficiencies at Allentown 
Women’s Center included: 

- Failure to ensure the ultrasound personnel 
were sufficient, adequately trained, certified 
and experienced personnel were available to 
supervise and conduct the work of the 
ultrasound services.  

- Soiled work area and clean work area were in 
the same room. 

- Failed to document all of the required elements 
of informed consent for ambulatory surgery.  

- Facility failed to ensure personnel were hired 
with qualifications commensurate with each 
job's responsibilities and authority for each of 
the positions in the facility.  

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Allentown Women’s 
Center, Inspection Date June 1, 2012, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/90OE1
11921656400L.PDF 



- Failed to ensure the medical professional in the 
facility when patients were present maintained 
current certification in advanced cardiac life 
support.  

- Facility failed to ensure the patient's discharge 
assessment criteria included a review of the 
patient's mental status, nausea and vomiting. 

- Facility failed to have a written agreement with 
an ambulance service. 

- Failure to have a comprehensive Quality 
Assurance Program. 

- Facility failed to ensure medication storage 
areas were periodically checked by a 
pharmacist or responsible practitioner.  

- Facility failed to monitor the temperature and 
humidity in the two operating rooms.  

   2 of 3 The Statement of Deficiencies Report from the April 19, 
2012 inspection found no indication that biological 
indicator testing was completed on the sterilization 
equipment. 

-  

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Allentown Women’s 
Center, Inspection Date April 19, 2012, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/KLZ311
1921656400L.PDF 

   3 of 3 A May 25, 2011 inspection found the Allentown 
Women’s Center failed to maintain a safe and sanitary 
environment. 

- The flooring in procedure room was contained 
dirt and debris.  

- A shelf that contained sterile packs of surgical 
instruments had black debris.  

- The hand washing sink in the medication 
storage area directly outside the Sterilization 
Room had no hot water.  

- In the recovery area there were eight filled out 
and signed prescription pads by the physician 
in the locked storage cupboard. 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Allentown Women’s 
Center, Inspection Date May 25, 2011, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/10I0111
921656400L.PDF 



- Container was full and overflowing with dirty 
scrubs in the staff locker room. 

Dried blood was on the outer label and surface of each 
of the vials of blood in the refrigerator. 

PA Philadelphia Berger and 
Benjamin 

1 of 4 The Statement of Deficiencies Report from the April 29, 
2013 inspection found deficiencies included:  

- Facility failed to ensure that patient privacy 
was provided and a safe and sanitary 
environment was maintained. 

- Soiled and clean work areas remained together.  
- Observation of Treatment Room A revealed the 

examination table had a rip across the width of 
the table that was covered with exam table 
paper. 
Medication Storage Biohazard Room revealed a 
refrigerator that contained various 
medications. The refrigerator's freezer 
contained plastic biohazard specimen 
containers waiting for pick up. 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Berger and 
Benjamin, Inspection Date April 29, 
2013, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/QY7E1
11921656400L.PDF 

   2 of 4 The Statement of Deficiencies Report from the June 1, 
2012 inspection found deficiencies included: 

- Facility failed to ensure practitioners 
documented informed consent that included 
the disclosure of the comparative risks, 
benefits, and alternatives associated with 
performing a procedure in the ambulatory 
surgery facility (ASF) instead of in a hospital 
for four of four medical records reviewed 

- Facility failed to establish written policies and 
procedures for admission and discharge. 

- Facility failed to ensure the written instructions 
for preoperative procedures included an 
understanding that the patient may require 
admission to the hospital in the event of 
medical need in four of four medical records 
reviewed. 

- Facility failed to ensure that the patient was 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Berger and 
Benjamin, Inspection Date June 1, 
2012, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/G8MQ
111921656400L.PDF 



properly identified prior to the procedure for 
four of four medical records reviewed 

- Failure to ensure Quality Assurance Program 
was comprehensive.  

- Facility failed to ensure current written policies 
and procedures to assure definite and valid 
infection control were developed and 
implemented. 

- Facility failed to adequately equip the operating 
room and recovery area with an emergency call 
system. 

- Facility failed to ensure it was in compliance 
with the current construction guidelines Clean 
and soiled work areas were not physically 
separated. 

- Medication and needles were stored in the 
combined clean and soiled work area. 

   3 of 4 - An August 10, 2011 inspection found the facility 
failed to maintain a safe and sanitary 
environment. The facility had expired 
medication and medication was stored in a 
biohazard refrigerator next to a patient 
specimen. 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Berger and 
Benjamin, Inspection Date August 10, 
2011, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/NBU51
11921656400L.PDF 

   4 of 4 The Statement of Deficiencies Report from the May 20, 
2011 inspection found deficiencies included: 

- Facility failed to ensure that the physician 
accurately documented the removed tissue 
examination for one of one medical record 
reviewed. 

- Facility failed to ensure that the name and 
dosage of the medications administrated for 
local anesthesia were documented. 

- Facility failed to ensure that the physician had 
a private medical consultation with the patient 
prior to performing the abortion.  

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Berger and 
Benjamin, Inspection Date May 20, 
2011, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/PHC81
11921656400L.PDF 



PA Philadelphia Drexel Ob/Gyn 
Associates at 
Feinstein 

1 of 3 The Statement of Deficiencies Report from the April 17, 
2014 inspection found the facility failed to insure that 
patients had tests for urine protein and sugar prior to 
an abortion; and that the laboratory results were 
entered in each patient's medical record for 2 out of 14 
medical records reviewed. 
 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Drexel OB/GYN 
Associates at Feinstein, Inspection Date 
April 17, 2014, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/27NE11
44705620000L.PDF 

   2 of 3 - The Statement of Deficiencies Report from the 
April 23, 2013 inspection found the facility 
failed to ensure the Report of Induced 
Termination of Pregnancy Monthly Transmittal 
Form was completed and forwarded to the 
DOH. 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Drexel OB/GYN 
Associates at Feinstein, Inspection Date 
April 23, 2013, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/CQGM
1144705620000L.PDF 

   3 of 3 The Statement of Deficiencies Report from the June 23, 
2011 inspection found the following deficiencies: 

- Failed to ensure that equipment was available 
and ready for resuscitative purposes. 

- Licensed physician was not dispensing 
medication. 

- Failure to ensure a clean environment for 
medications and supplies. The procedure room 
contained a cart with sterile packaged 
instruments that were expired along with 
crackers stored in the drawer that contained 
sterile packaged instruments and supplies. 
Expired supplies. 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Drexel OB/GYN 
Associates at Feinstein, Inspection Date 
June 23, 2011, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/PSLH1
144705620000L.PDF 

PA Harrisburg Hillcrest 
Women’s 
Medical Center 

1 of 3 The Statement of Deficiencies Report from the March 
14, 2012 inspection found the following deficiencies: 

- Injection Needles that had expired in 
September 2009, were observed in a supply 
cabinet in Procedure Room #2. 

- One 1000 ml container of sterile water that had 
expired March 2008, in the bottom shelf of the 
metal cabinet outside of Procedure Room #2  

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Hillcrest Women’s 
Medical Center, Inspection Date March 
14, 2012, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/QAsurvey.as
p?FACID=00098701&PAGE=1&NAME



A review of the crash cart revealed that the weekly 
checks for completeness and operation of the crash cart 
did not show when the AED and the suction equipment 
were tested. 

=HILLCREST+WOMEN%27S+MEDIC
AL+CENTER&SurveyType=H%20&CO
UNTY= 

   2 of 3 The Statement of Deficiencies Report from the April 27, 
2011 inspection found the facility failed to maintain a 
safe and sanitary environment. 

- In the decontamination/sterilization room 3 
packaged rapid curved curettes were still 
present that had expired July 1998. 

- Several boxes of uncovered biohazard waste in 
the back stairwell. 

- Records incorrectly noted medications used. 
- Inside the supply cabinet were sterilized 

instruments with questionable package 
integrity, expired supplies, unidentified white 
tablet in a plastic cup, unwrapped speculum. 
Vials were uncapped and had no date when it 
was opened. 

- Dangerous/deteriorating facility conditions  
- Miscellaneous trash stored in a cabinet beside 

sink. 
- Expired supplies. 
- Blank and preprinted prescription pads that 

were not tamper resistant were noted in the top 
shelf of an unlocked supply cabinet  

- Failure to have emergency drugs readily 
available for resuscitation purposes.  

- Failure to indicate whether or not embryonic 
tissue was identified in some files 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Hillcrest Women’s 
Medical Center, Inspection Date April 
27, 2011 ,available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/0VV01
187912158000L.PDF 

   3 of 3 The Statement of Deficiencies Report from the January 
8, 2015 inspection found the facility failed to ensure all 
employees had background checks as required by Child 
Protective Services Law. The facility also failed to 
document the time anesthesia medication was 
administered to patient during surgery for 9 of 22 
medical records reviewed. 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Hillcrest.  Dated 
January 8, 2015, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/E6YF11
87912158000L.PDF 



-  
PA Philadelphia Mazzoni 

Center Family 
and 
Community 
Medicine 

1 of 2 The Statement of Deficiencies Report from the October 
22, 2015 inspection found the facility failed to have a 
written hospital transfer agreement. 

-  

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Mazzoni Center 
Family and Community Medicine. 
Dated April 8, 2014, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/07DX1
144705620000L.PDF 

   2 of 2 The Statement of Deficiencies Report from the April 8, 
2014 inspection found the facility failed to ensure that 
patients had tests for urine protein and sugar prior to 
an abortion; and that the laboratory results were 
entered in each patient's medical record for 10 out of 11 
medical records reviewed. 

 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Mazzoni Center 
Family and Community Medicine. 
Dated April 8, 2014, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/QAsurvey.as
p?FACID=N4HF8701&PAGE=1&NAME
=MAZZONI+CENTER+FAMILY+AND
+COMMUNITY+MEDICINE&SurveyTy
pe=H%20&COUNTY= 

PA Philadelphia Philadelphia 
Women’s 
Center 

1 of 5 The Statement of Deficiencies Report from the January 
8, 2015 inspection found deficiencies included: 

- Failure to ensure all employees had required 
background checks. 

- Failure to document the time anesthesia 
medication was administered to patient during 
surgery for 9 of 22 medical records reviewed. 

 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Philadelphia 
Women’s Center.  Date: January 8, 
2015, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/QAsurvey.as
p?FACID=00178701&PAGE=1&NAME
=PHILADELPHIA+WOMEN%27S+CE
NTER&SurveyType=H%20&COUNTY= 

   2 of 5 The Statement of Deficiencies Report from the April 15, 
2014 inspection found the facility failed to maintain fire 
alarm components in operable condition within the 
facility. 
A December 9, 2014 inspection found the facility: 

- Failed to provide an automatic sprinkler 
system which is continuously maintained in 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Philadelphia 
Women’s Center.  Date: Various, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/QAsurvey.as



reliable operating condition in two locations 
within the facility. 

- Failed to maintain the required fire resistance 
rating of vertical openings in one location 
within the facility. 

- Failed to properly secure medical gas cylinders 
in one location within the facility. 

- Failed to maintain protection of electrical 
wiring. 

 
A December 22, 2015 inspection found the facility 
failed to ensure required inspections and testing were 
conducted on fire alarm components within the facility. 
 

p?FACID=00178701&PAGE=1&NAME
=PHILADELPHIA+WOMEN%27S+CE
NTER&SurveyType=L&COUNTY= 

   3 of 5 The Statement of Deficiencies Report from the April 3, 
2014 inspection found deficiencies included: 

- Inaccurate documentation regarding the dose 
and route in the administration of Misoprostol. 

- Facility failed to ensure controlled substances 
were secured properly and failed to utilize the 
locking device to secure drugs in the crash cart. 

- Facility failed to ensure that expired 
medications were discarded. 

- Failed to maintain a sanitary environment. 
- Failed to ensure a written informed consent 

statement was obtained by the physician in 
eight of eight medical records reviewed 

- Failed to ensure entries in the medical record 
were dated and authenticated by the physician 
making the entry in three of eight medical 
records reviewed 
 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Philadelphia 
Women’s Center. Dated April 3, 2014, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/T9W91
187912158000L.PDF   

   4 of 5 The Statement of Deficiencies Report from the 
December 12, 2012 inspection found deficiencies 
included: 

- Failure to ensure physician orders were 
obtained for the administration of medication 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Philadelphia 
Women’s Center. Dated December 12, 
2012, available at 



for 8 of 8 medical records reviewed.  
- Failure to ensure pertinent physical 

examinations were documented on the day of 
surgery or 30 days prior to the date of surgery 
for five of five medical records reviewed.  

- Failure to ensure a pre-anesthesia evaluation 
was performed by a practitioner before surgery 
for five of five medical records reviewed. 

- Failure to ensure that the area in the ASF 
(Ambulatory Surgical Facility) where drugs are 
stored were periodically checked by a 
responsible pharmacist or practitioner and 
proper logs maintained.  

- Failure to ensure medical records were stored 
in a manner to prevent unauthorized access. 

 

http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/9VM51
187912158000L.PDF   

   5 of 5 The Statement of Deficiencies Report from the June 8, 
2012 inspection found deficiencies included: 

- Facility's informed consent form did not 
contain the disclosure of the comparative risks, 
benefits, and alternatives associated with 
performing a procedure in the ASF instead of a 
hospital.  

- Failure to ensure employees who have 
significant likelihood of regular contact with 
children obtained three background checks per 
PA Child Protective Services Law. 

- Failure to monitor temperature and humidity 
in 3 of 3 rooms used to perform surgical 
procedures. 

- Facility's Sterilization Room revealed it was 
used for decontamination and disinfecting of 
medical/surgical instruments and also for the 
clean assembly of medical/surgical equipment. 

Clean storage closest contained both patient and 
cleaning supplies 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Philadelphia 
Women’s Center. Dated June 8, 2012, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/U2IE11
87912158000L.PDF 

PA Pittsburgh Planned 1 of 3 The Statement of Deficiencies Report from the October Pennsylvania Department of Public 



Parenthood of 
Western PA 

23, 2013 inspection found the Planned Parenthood staff 
failed to ensure that informed consent forms contained 
the risks, benefits and alternatives associated with 
performing the procedure in the ambulatory surgical 
facility instead of in a hospital for 20 of 20 closed 
medical records. 

 

Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
of Western PA. Dated October 23, 2013. 
Available at: 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/IWXY1
166062882000L.PDF 

   2 of 3 The Statement of Deficiencies Report from the August 
8, 2011 inspection found deficiencies included: 

- Failure to have copies of appropriate Drug 
Enforcement Administration licenses in the 
credential files for nine of ten physicians. 

- Failure to make sure all employees had 
background checks as required by Child 
Protective Services Law. 

- Facility failed to maintain medications within 
the recommended temperature ranges noted 
on the manufacturer packaging for four out of 
four medications.  

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
of Western PA. Dated August 8, 2011, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/VV901
166062882000L.PDF 

   3 of 3 The Statement of Deficiencies Report from the June 3, 
2011 inspection found deficiencies included a failure to 
maintain a safe and sanitary environment: 

- Expired medication and supplies.  
- Multiple unwrapped "clean" speculums, long 

forceps, etc. in the drawer of the exam table. 
Upon questioning, staff was unsure why they 
were being stored there or if they were ever 
used. 

- Nearly full prescription pad which had been 
completely signed by the physician was easily 
accessible. 

Codeine left unlocked and unattended by staff.  

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
of Western PA. Dated June 3, 2011, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/LGQZ1
166062882000L.PDF 

PA Reading Planned 
Parenthood 
Key-Reading 

1 of 2 The Statement of Deficiencies Report from the June 6, 
2012 inspection found deficiencies included:  

- Facility failed to ensure practitioners 
documented informed consent that included 
the disclosure of the comparative risks, 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
of Reading. Dated June 6, 2012, 
available at 



benefits, and alternatives associated with 
performing a procedure in the ambulatory 
surgery facility (ASF) instead of in a hospital 
for six of six medical records reviewed. 

- Facility failed to ensure at least one medical 
professional in the facility when patients were 
present was currently certified in advanced 
cardiac life support. 

- Failure to provide infection control training or 
education to 3 of 3 personnel files reviewed. 

- Facility failed to ensure that nausea and 
vomiting were evaluated prior to discharge for 
six of six medical records reviewed. 

- Failed to provide written pre-operative and 
post-operative  instructions to the patient or 
responsible person for six of six medical 
records reviewed 

- Failed to have a Director of Nursing who was 
responsible and accountable to the person in 
charge of the facility. 

- Failed to ensure that the area in the ASF where 
drugs were stored were periodically checked by 
a responsible pharmacist or practitioner and 
proper logs were maintained. 

- No written policies for the prevention, control 
and investigation of infection. 

- Failure to ensure that each entry in each 
medical record was dated and authenticated by 
the person making the entries. 

- Failed to monitor the temperature and 
humidity levels in the procedure rooms and 
recovery area. 

- Failure to separate soiled and clean work areas. 
- No temperature, humidity or ventilation 

monitors observed in this area where the sterile 
wrapped packages were stored.  

- No scrub sinks located outside of the operating 

http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/QONE1
166062882000L.PDF 



rooms.  
   2 of 2 The Statement of Deficiencies Report from the 

November 18, 2011 inspection found the following:  
- Rest room - Three tanks were stored on the 

floor, one unsecured oxygen tank and two 
expired fire extinguishers. 

- Procedure Rooms 1 & 2 - Each room had a 
vacuum aspirator which did not have a 
preventive maintenance label attached to 
indicate the expiration date. 

- The freezer did not have a gauge to ensure 
proper temperatures were maintained. There 
was no log to document and monitor freezer 
temperatures. 

-  

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
of Reading. Dated November 18, 2011, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/6IY111
66062882000L.PDF 

PA Warminster Planned 
Parenthood 
Warminster 

1 of 2 The Statement of Deficiencies Report from the June 8, 
2012 inspection found deficiencies at Planned 
Parenthood included:   

- Failed to ensure non-licensed employees who 
monitored the patients' blood pressure had 
training and competencies for five of nine non-
licensed personnel file 

- Failed to ensure practitioners documented 
informed consent that included the disclosure 
of the comparative risks, benefits, and 
alternatives associated with performing a 
procedure in the ambulatory surgery facility 
(ASF) instead of in a hospital for 20 of 20 
medical records reviewed 

- Failed to ensure all health care workers of the 
medical facility were notified of the Patient 
Safety Plan in five of 10 personnel files 
reviewed. 

- Facility failed to ensure a process was in place 
to meet the requirements for background 
check. 

- Failed to adopt written policies and procedures 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
of Warminster. Dated June 8, 2012, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/CWYQ
1166062882000L.PDF 



for preventing the transmission of 
tuberculosis.  

- Failed to ensure guidance for correct dosing 
and administration of emergency medications 
for the pediatric patient requiring emergency 
treatment at the facility. 

- Failed to ensure each patient was evaluated 
and assigned a physical status classification for 
20 of 20 medical records reviewed. 

- Failed to ensure the informed consent was 
obtained by the practitioner and signed by the 
patient or responsible party for the 
performance of a specific procedure for 20 of 
20 medical records reviewed. 

- Failed to ensure the written instructions for 
preoperative procedures included an 
understanding the patient may require 
admission to the hospital in the event of 
medical need in 20 of 20 medical records 
reviewed. 

- Failed to ensure the post-operative surgical 
reports were written or dictated immediately 
after the procedure by the operating 
practitioner for 20 of 20 medical records 
reviewed. 

- Failed to have a Director of Nursing who was 
responsible and accountable to the person in 
charge of the facility.  

- Facility failed to dispose of outdated 
medications. 

- Failed to ensure each medical record included a 
discharge summary with a discharge diagnosis 
for 20 of 20 medical records reviewed. 

- Failed to provide a functional and sanitary 
environment for the provision of surgical 
supplies. 

- Failed to store soiled linen separate from the 



clean linen and failed to ensure soiled linen was 
washed at a temperature to prevent microbial 
dissemination. 

- Failed to monitor temperature and humidity in 
two of two rooms used by the facility to 
perform surgical procedures and the recovery 
area. 

- Failed to ensure call bells were installed in two 
of two operating rooms (used by the facility to 
perform surgical procedures) and in toilet 
rooms utilized by patients. 

- Soiled and clean work areas were not 
separated. 

- Surgical procedure rooms revealed there were 
no scrub sinks located outside of the operating 
rooms.  

   2 of 2 The Statement of Deficiencies Report from the August 
22, 2011 inspection found deficiencies at Planned 
Parenthood included:   

- Failed to ensure that there was documentation 
of Rhogam administration to Rh negative 
patients for two of sixteen medical records 
reviewed. 

- Failed to maintain a safe and sanitary 
environment. 

- Expired medicine and supplies throughout 
facility. 

- Narcotics control log from the locked safe in 
the medicine storage room had entry 
discrepancies versus the actual supply on hand. 

Vaginal probe for the ultrasound equipment was 
stained with yellow, reddish pink color at the proximal 
end of the probe.  

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
of Warminster. Dated August 22, 2011, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/ODCT1
166062882000L.PDF 

PA York Planned 
Parenthood of 
Central PA 

1 of 2 The Statement of Deficiencies Report from the June 5 
and 20, 2012 inspection found deficiencies at Planned 
Parenthood included: 

- Failed to have emergency equipment readily 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
of York. Dated June 5 and 20, 2012, 



available for resuscitation purposes for 
procedures using local anesthesia.  

- Failed to ensure practitioners documented 
informed consent. 

- Failed to ensure that nausea and vomiting were 
evaluated prior to discharge for six of six 
medical records reviewed. 

- Failed to assign a Physical Status Classification 
(an evaluation of the patient's overall health as 
it would influence the conduct and outcome of 
anesthesia or surgery or both) for patients who 
received local anesthesia in six of six medical 
records reviewed. 

- Failed to ensure patients were properly 
identified by the operating surgeon prior to the 
start of a procedure for six of six medical 
records reviewed. 

- Failed to ensure that post-operative surgical 
report was written or dictated for six of six 
medical records reviewed. 

- Failed to ensure that each entry in each 
medical record was dated, and authenticated by 
the person making the entries for six of six 
medical records reviewed. 

- Failed to assure Infection Control training or 
education was provided for three of three 
personnel files reviewed. 

- Failed to adequately equip the operating room 
and recovery area with an emergency call 
system.  

- Failed to ensure the ventilation system was 
inspected and maintained 

- Failed to have an automatic fire extinguishing 
system. 

- Failed to ensure that an emergency call bell was 
located in the patient bathroom. 

- No scrub sinks located outside of the procedure 

available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/4TP511
66063179500L.PDF. 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/JRCG1
166063179500L.PDF 



rooms.  
-  

   2 of 2 The Statement of Deficiencies Report from the 
September 29, 2011 inspection found the following:  

- Failure to maintain a safe and sanitary 
environment. 

- Unlabeled bottles. 
- Sterilized instruments that showed water or 

other marks in the integrity of the packaging.  
- Expired gynecological cannula ranging in size 

from 5 mm to 10 mm, expired January 2010, 
March 2010, and August 2011. 

- The lab room with pass through windows on 
either side to the procedure rooms had blood 
stains on the sills. 

- Refrigerator marked “medications only” 
contained 5 cans of soda. 

- Outdated blood testing tubes.  
- 3 physicians had dispensed Valium when only 1 

physician has a DEA registered to the address 
of the facility. 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
of York. Dated September 29, 2011, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/EJUP1
166062882000L.PDF 

PA Philadelphia Planned 
Parenthood 
Far Northeast 
Health Center 

1 of 7 The Statement of Deficiencies Report from the 
November 4, 2015 inspection found the following 
deficiencies: 

- Failed to provide a safe and sanitary 
environment. 

- Injections were drawn up in the procedure 
room which is considered a potentially 
contaminated area. 

- MetriCide OPA Plus Test strips were not tested 
per manufacturer instructions. 

- Failure to follow their own submitted plan of 
correction by ensuring proper management of 
the sterilizers as was evidenced by stacking 3 
sterilized wraps on top of each other. 

 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Far Northeast Health 
Center. Dated November 4, 2015. 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/ZJT912
66063179500L.PDF 

   2 of 7 The Statement of Deficiencies Report from the August Pennsylvania Department of Public 



13 and 19, 2015 inspection found the following 
deficiencies: 

- Facility failed to properly store human 
pathological waste.  

- Failure to provide a safe and sanitary 
environment. 

- Sterile processing room revealed 10 sterilized 
wraps containing wet stains. 

- Twenty three syringes and needles were stored 
in the procedure room medication cabinet out 
of their sterile packaging. 

- Appropriate infection prevention procedures to 
prevent contamination of multi-dose vials were 
not employed  

- Failure to sterilize brushes used for cleaning 
instruments daily and only cleaned them once 
weekly which deviated from acceptable 
standards of practice as indicated by CDC and 
AST. 

-  

Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Far Northeast Health 
Center. Dated August 13 and 19, 2015, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/9CG01
166063179500L.PDF 

   3 of 7 The Statement of Deficiencies Report from the 
September 15, 2014 inspection found deficiencies 
included: 

- Failure to provide a safe and sanitary 
environment. 

- IV sedation procedure room revealed the wall 
paneling in the room was noted to be detached 
from the wall seams in four different areas, 
which created an opening in each of the areas.  

- Recovery area revealed a recliner chair that was 
noted to have three different tears, where the 
outer protective material was noted to be 
compromised. 

- Lab specimen room revealed a patient chair's 
arm rest had a tear, where the outer protective 
material was noted to be compromised. 

 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Far Northeast Health 
Center. Dated September 15, 2014, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/LF6411
66063179500L.PDF 



   4 of 7 The Statement of Deficiencies Report from the 
November 18, 2013 inspection found the 
facility failed to develop a policy that met the 
reporting requirements for statutory sexual 
assault victims as defined in the Pennsylvania 
Crimes Code and the Child Protective Services 
Law. Multiple patients under 16 had no 
documentation if the child had sex with 
individual who was four or more years older 
than the child. 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Far Northeast Health 
Center. Dated November 18, 2013, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/26V511
66063179500L.PDF 

   5 of 7 The Statement of Deficiencies Report from the 
December 4, 2012 inspection found the facility failed to 
ensure that a sanitary environment was 
maintained. The procedure Room revealed a blue 
treatment bed that was stained brown due to a cleaning 
agent. The treatment bed was also noted with a taped 
armrest. An IV pole was identified with rusty casters, 
including a rusty base. A ceiling vent was also noted to 
be dirty and rusty. 

 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Far Northeast Health 
Center. Dated December 4, 2012, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/18TD11
66063179500L.PDF 

   6 of 7 The Statement of Deficiencies Report from the May 31, 
2012 inspection found deficiencies included: 

- Failed to ensure that all employees hired after 
July 1, 2008, received background checks. 

- Failed to have a written policy for discharge of 
an incompetent patient. 

- Failed to ensure a comprehensive quality 
assurance and improvement program. 

- Failed to ensure that drugs were checked 
periodically by a pharmacist or practitioner.  

- Failed to provide an emergency call system in 
the operating room and recovery area 

- Failed to develop policies and procedures for 
the cleaning and care of equipment and 
establish cleaning schedules. 

- Failed to establish a workable plan with the 
nearest fire department. 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Far Northeast Health 
Center. Dated May 31, 2012, available 
at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/GOFR1
166063179500L.PDF 



- Clean and soiled work area were not separated. 
- Operating rooms not in compliance with size 

(less than 250 square feet)  
No hands free scrub sinks outside the operating rooms. 

   7 of 7 The Statement of Deficiencies Report from the July 15, 
2011 inspection found deficiencies included: 

- Failure to ensure that prior to the performance 
of an abortion, the attending physician insured 
that the patient has had tests for urine protein 
and sugar and entered the laboratory results in 
the medical record of the patient for 5 out of 29 
medical records reviewed. 

- Expired supplies and medications. 
Medicine was kept in an unlocked cabinet.   

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Far Northeast Health 
Center. Dated July 15, 2011, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/9NM11
166063179500L.PDF 

PA Philadelphia Planned 
Parenthood 
Locust Street 
Health Center 

1 of 7 The Statement of Deficiencies Report from the August 
20, 2015 inspection found Planed Parenthood failed to 
provide a safe and sanitary environment. 

-  

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Locust Street Health 
Center. Dated August 20, 2015, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/6DDR1
166063179500L.PDF 

   2 of 7 The Statement of Deficiencies Report from the August 
13, 2015 inspection found Planned Parenthood failed to 
properly store human pathological waste. 

- An unlocked closet contained the biohazard 
waste containers  

- Babies’ remains were in bags that were 
undated, which made it impossible to verify if 
the aborted babies’ bodies were being disposed 
of as required by state law, 

- Observation revealed an unlocked, biohazard 
storage freezer located on a countertop. 
Observation of the freezer revealed a heavy 
accumulation of ice and frost build up and 
several freezer bags containing red biohazard 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Locust Street Health 
Center. Dated August 13, 2015, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/Q3UN1
166063179500L.PDF 



bags. The red biohazard bags contained fetal 
remains. 

-  
   3 of 7 The Statement of Deficiencies Report from the 

November 18, 2013 inspection found Planned 
Parenthood was not in compliance with the PA Crimes 
Code and the Child Protective Service Law (did not 
have reporting requirements for statutory sexual 
assault victims). The facility saw unmarried pregnant 
children under the age of 16 and the facility failed to 
ascertain if the child had sexual intercourse with an 
individual who was four or more years older than the 
child for six of six medical records reviewed. It was 
determined that medical records reviewed had 
documented evidence that sexual intercourse occurred 
with a child less than 13 years of age and the facility 
failed to show documented evidence that the facility 
reported the sexual intercourse to the appropriate 
agencies for two of three applicable medical records 
reviewed . 
 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Locust Street Health 
Center. Dated November 18, 2013, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/91KW1
166063179500L.PDF 

   4 of 7 The Statement of Deficiencies Report from the May 1, 
2013 inspection found deficiencies included:  

- Failure to ensure that the post-operative 
assessment was completed and contained the 
minimum criteria on patients following surgery 
prior to discharge for 14 of 14 medical records 
reviewed. 

- Failure to ensure the area where drugs were 
stored was periodically checked by a 
pharmacist or practitioner. 

- Failure to maintain temperatures in accordance 
with established guidelines in the Recovery 
Area. 

- facility remains out of compliance with Life 
Safety and Fire Safety Minimum Standards. 

 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Locust Street Health 
Center. Dated May 1, 2013, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/R1IX12
66063179500L.PDF 



   5 of 7 The Statement of Deficiencies Report from the 
December 3, 2012 inspection found deficiencies 
included:  

- Failure to provide documentation of the post-
operative assessment performed on patients 
following surgery prior to discharge included 
the minimum criteria for discharge for 14 of 14 
medical records reviewed. 

- Failure to ensure the area where drugs were 
stored was periodically checked by a 
pharmacist or practitioner. 

Failure to ensure proper monitoring of the temperature 
and humidity in the Post Anesthesia Care Unit.  

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Locust Street Health 
Center. Dated December 2012, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/R1IX11
66063179500L.PDF 

   6 of 7 The Statement of Deficiencies Report from the June 5, 
2012 inspection found deficiencies included:  

- Failure to ensure processes were in place to 
meet the requirements for background checks 
as required by Child Protective Services law.  

- Failure to provide a written policy for discharge 
of an incompetent patient. 

- Failure to ensure that drugs were checked 
periodically by a pharmacist or practitioner. 

- Failure to have a written policy to specify who 
has access to medical records, under what 
conditions records can be removed from the 
ASF, and under what conditions medical record 
information may be released.  

- Failure to ensure the ventilation system was 
inspected and maintained 

- Failure to ensure automatic fire extinguishing 
system and manual alarms were inspected. 

- Operating room was not in compliance.  
No hands-free scrub sinks outside operating rooms. 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Locust Street Health 
Center. Dated June 5, 2012, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/O3H71
166063179500L.PDF 

   7 of 7 The Statement of Deficiencies Report from the 
November 16, 2011 inspection found: 

- Heating cabinet contained bags that were not 
labeled with dates and it could not be 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Locust Street Health 



determined how long they were in the warmer. 
- Biohazard boxes were stored directly on the 

floor. 
- Containers of used needles on the floor with 

the needles spilled and scattered on the floor.  
- Container of used needles was stored directly 

on the floor of the recovery room 

Center. Dated November 16, 2011, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/1BRU1
166063179500L.PDF 

PA Norristown Planned 
Parenthood of 
Southeastern 
PA 

1 of 2 The Statement of Deficiencies Report from the June 7, 
2012 inspection found deficiencies at Planned 
Parenthood included:  

- Failed to provide staff trained in Pediatric 
Advanced Life Support (PALS) for surgical 
procedures performed on children under 18 
years of age. 

- Personnel files revealed no documentation that 
three background checks were conducted for 
any of the employees.  

- Failed to have a written agreement with an 
ambulance service. 

- Failed to provide documented evidence of 
facility physicians appointed to the medical 
staff with clinical privileges to administer 
anesthesia. 

- Failed to provide patient monitoring 
equipment to include oxygen saturation by 
pulse oximetry.  

- Failed to ensure proper disposal of expired 
medications. 

-  Center failed provide a functional and sanitary 
environment for the provision of surgical 
services. 

- Facility failed to maintain established 
sanitation and asepsis standards. 

- Facility did not adhere to professionally 
acceptable standards of practice for the 
sterilization and disinfection of equipment. 

- Failed to provide suitable instruments 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Norristown. Dated 
June 7, 2012, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/6I6811
66063416700L.PDF 



customarily available for the planned 
procedure. 

- Failed to provide an emergency call system in 
the operating room and recovery area.  

- Failed to provide a cardiac monitor and 
defibrillator. 

- Failed to provide tracheostomy supplies for the 
operating room and recovery area.  

- Failed to ensure the ventilation system was 
inspected and maintained  

- Failed to ensure compliance with all applicable 
requirements of the Pennsylvania Department 
of Health's Rules and Regulations for 
Ambulatory Care Facilities 

-  
   2 of 2 - The Statement of Deficiencies Report from the 

April 24, 2012 inspection found a plastic gallon 
container located next to the sink was used to 
collect urine strips and other non-sharps which 
may have come into contact with bodily fluids. 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA Norristown. Dated 
April 24, 2012, available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/1LT111
66063416700L.PDF 

PA West Chester Planned 
Parenthood 
West Chester 
Health Center 

1 of 3 The Statement of Deficiencies Report from the May 20, 
2014 inspection found that Planned Parenthood failed 
to ensure controlled substances were properly secured. 

 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA West Chester Health 
Center. Dated May 20, 2014, available 
at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/H7P411
66063416700L.PDF 

   2 of 3 The Statement of Deficiencies Report from the June 4, 
2012 inspection found deficiencies included:  

- Personnel files revealed no documentation that 
three background checks were conducted for 
any of the employees.  

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA West Chester Health 
Center. Dated June 4, 2012, available 



- Facility failed to provide a written policy for 
discharge of an incompetent patient. 

- Failed to ensure that drugs were checked 
periodically by a pharmacist or practitioner.  

- Failed to have a written policy to specify who 
has access to medical records, under what 
conditions records can be removed from the 
ASF, and under what conditions medical record 
information may be released 

- Failed to ensure that linen was handled in a 
manner to minimize contamination. 

- Failed to ensure the ventilation system was 
inspected and maintained 

- Failed to ensure that automatic fire 
extinguishing systems, automatic and manual 
alarms were inspected by qualified ASF 
personnel at least every three months and 
records of the inspection were kept on file. 

- Soiled and work areas were not separated. 
- No hands free scrub sinks outside the operating 

rooms. 
 

at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/KXV31
166063416700L.PDF 

   3 of 3 The Statement of Deficiencies Report from the October 
3, 2011 inspection found:  

- Foul odor was present throughout the facility  
- Exam Rooms 1 and 2 - An oral suction machine 

in each room did not have a preventive 
maintenance label attached to indicate the 
inspection date.  

- Autoclave Room - There was a scalpel with an 
expiration date of January 2011, one box of 
masks for personnel with an expiration date of 
May 2006 and two packages of gowns with an 
expiration date of April 2007 

Biohazard Room - Located in the freezer was a brown 
paper bag dated 9/27/2011. The bag was leaking a red 
substance from a corner of the bag. Inside the brown 

Pennsylvania Department of Public 
Health, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood 
Southeastern PA West Chester Health 
Center. Dated October 3, 2011, 
available at 
http://sais.health.pa.gov/commonpoc/c
ontent/publiccommonpoc/PDF/QX821
166063416700L.PDF 



bag were five zip lock bags containing the contents of 
products of conception.   

PA Harrisburg Allegheny 
Women’s 
Center 

 Employees at Allegheny women’s Center were arrested 
on charges of abusing prescription drugs  

- John P. Barrett was charged with three counts 
of prohibited acts by a medical practitioner.  

- Alton Lawson was charged with three counts of 
prohibited acts by a medical practitioner.  

- Mark Wagner was charged with one count of 
criminal conspiracy, one count of prohibited 
acts, one count of delivery of Diethylpropion 
and one count of possession with the intent to 
deliver Diethylpropion.  

Karen Kane was charged with two counts of prohibited 
acts, one count of criminal conspiracy, one count of 
tampering with evidence and one count of possession of 
Diethylpropion, 

PA Attorney General Press Release 
regarding the arrest of Alton L. Lawson, 
available at: 
http://abortiondocs.org/wp-
content/uploads/2012/01/Barret_Laws
on_PressReleasePAAttorneyGeneral1.p
df 

PA Philadelphia Kermit 
Gosnell, 
Women’s 
Medical 
Society 

 In May 2013, Kermit Gosnell was convicted of three 
counts of first degree murder in May 2013 for cutting 
the spines of babies born alive during botched abortion 
procedures. 
Kermit Gosnell was also convicted of involuntary 
manslaughter for the death of Karnamaya Mongar. 
Karnamoya Mongar was a 41 year old abortion patient 
of Kermit Gosnell.  
Gosnell was also found guilty of 211 counts of violating 
the law requiring a 24 hour reflection period. 
Gosnell’s Lancaster Ave abortion facility was in bad 
conditions. The facility had not been inspected for 16 
years. Officials only inspected the facility because 
Gosnell was accused of dispersing prescription drugs 
out of his clinic. 

-  

“Report of the Grand Jury,” In the Court 
of Common Pleas First Judicial District 
of Pennsylvania Criminal Trail Division, 
Misc.No. 0009901-2008, available at 
http://www.phila.gov/districtattorney/
pdfs/grandjurywomensmedical.pdf; 
Philadelphia Abortion Doctor Guilty of 
Murder in Late-Term Procedures, New 
York Times, May 14, 2013, available at 
http://www.nytimes.com/2013/05/14/
us/kermit-gosnell-abortion-doctor-
found-guilty-of-
murder.html?pagewanted=all&_r=0 

SC  James 
Pendergraft 

 Pendergraft was arrested on October 5, 2015 after an 
illegal mobile abortion clinic, with blood- and tissue-
covered tools, was discovered during a four-day traffic 
bust in South Carolina. 

S.C. Traffic bust finds mobile abortion 
clinic, NY Daily News, Oct. 9, 2015, 
available at 
http://www.nydailynews.com/news/na



-  tional/s-traffic-bust-finds-mobile-
abortion-clinic-sheriff-article-1.2392133 
; Bob Brown, Notorious late-term 
abortionist arrested in South Carolina, 
World Magazine, Oct.17, 2015, 
available at 
http://www.worldmag.com/2015/10/n
otorious_late_term_abortionist_arrest
ed_in_south_carolina 
 
 

SC Columbia Planned 
Parenthood 
Columbia 
Health Center 

 The statement of deficiency report from August 31,2015 
found deficiencies at Planned Parenthood included:  

- Background information was not documented 
in the record or otherwise available for review. 

- Documentation of training in CPR/advance 
cardiac life support was not available for 
review. 

- Documentation for infection control was not in 
the record or otherwise available for review. 

- Documentation of training in fire protection 
was not in the record. 

- Failure to document training in confidentiality 
of patient info and records and failure to 
protect patient rights. 

- Failure of training in licensing regulations was 
not in the record. 

- Women’s Right to Know Act was violated. 
- Supplies on emergency cart were not accounted 

for. 
- Expired medications. 
- Failure to ensure waste was managed according 

requirements. 
- Failure to completely and sufficiently 

document patient records. 
- In 25 of 25 records, record did not document 

the names of clinical assistance in attendance 

SC Department Bureau of Health 
Facilities Licensing. Statement of 
Deficiencies and Plan of Correction, 
Columbia Health Center Planned 
Parenthood. Dated August 31, 2015, 
available at 
http://abortiondocs.org/wp-
content/uploads/2015/09/PP-redacted-
9.11.15.pdf 



of abortion procedures. 
- Sterile supplies were stored with non-sterile 

supplies. 
Reporting regulations were not followed. 

SC Greenville Greenville 
Women’s 
Clinic 

 The statement of deficiencies revealed the following 
from the September 2, 2015 inspection:  

- 1 of 25 medical records revealed clinic did not 
comply with the Women’s Right to Know Act. 

- Medicine on emergency kit was not accurately 
accounted. 

- Infectious waste was not managed as required. 
- Failure to report on time. 

Fetal remains were not properly disposed. 

SC Department Bureau of Health 
Facilities Licensing. Statement of 
Deficiencies and Plan of Correction, 
Greenville Women’s clinic. Dated 
September 2, 2015, available at 
http://abortiondocs.org/wp-
content/uploads/2015/09/Greenville-
redacted-9.11.15.pdf 

TX Houston Aaron’s 
Women Clinic 

 The Statement of Deficiencies Report from the 
November 5, 2010 inspection found deficiencies 
included:  

- Staff using dirty gloves in the operating room, 
two boxes with bloody equipment, no protocol 
for sanitizing equipment, untrained staff, and 
no nurse supervision of the recovery room. 

- Registered nurse failed to maintain CPR 
certification.  

- Failure to ensure two of two treatment rooms, 
the scrub sink, and the crash cart were free of 
dust. There was heavy dust/lint build up on top 
of the anesthesia cart, cardiac monitor, and 
cardiac respirator. 

- Failure to ensure two red biohazard boxes in 
the dirty utility closet were covered once bloody 
supplies were discarded. 

- Mop sat in a bucket of brown colored water. 
- Failure to keep supplies off the floor.  
- Staff wheeled an uncovered cart with used 

instruments, suction tubing, disposable towels, 
and other blood stained debris into the room. 
Staff then went into the operating room and 
did not change her gloves and wash her hands. 

Texas Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, Aaron’s Women’s Center. 
Dated November 5, 2010, available at 
http://abortiondocs.org/wp-
content/uploads/2014/04/TX-
Ambulatory-Surgical-Inspection-
Report-Nov-5-2010.pdf 



- Staff who claims she had training as 
Sterilization tech was cleaning the instrument 
tray left unopened packages on the tray prior to 
cleaning. There was a large splatter of blood on 
the top shelf. She sprayed the area with a 
disinfectant solution and proceeded to wipe 
from the bloody area to the clean area 
spreading blood all over the tray. This 
contaminated the unopened packages 

- Failure to ensure a surgical technician and a 
licensed vocational nurse servicing in the scrub 
nurse role were under the direct supervision on 
a Registered Nurse.   

TX El Paso Hilltop 
Women’s 
Reproductive 
Clinic 

 The Statement of Deficiencies Report from the August 
4, 2015  inspection found 6 out of 6 medical records of 
minor patients revealed improper documentation. 
There was no documentation in the medical record to 
indicate these patients received the verbal explanation 
of results of the sonogram images per the requirement 
of the law. 

-  

Texas Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, Hilltop Women’s 
Reproductive Clinic. Dated August 4, 
2015, available at 
http://static1.squarespace.com/static/5
7743681893fc02c9b615922/t/5774a102
e6f2e1176cdbc3f3/1467261187095/Abor
tion+Facility+Inspections+-
+Marked_Redacted7.pdf 

TX Houston Houston 
Women’s 
Clinic 

 The Statement of Deficiencies Report from the 
September 23, 2015 inspection found deficiencies at 
Houston Women’s Clinic included:  

- Failure to wash/sanitize hands after removing 
contaminated gloves in 1 of 4 staff observed. 

- Failure to ensure a safe and sanitary 
environment. 

- Ripped, torn upholstery on exam table in all 3 
exam rooms. Staff said the pads couldn’t be 
properly cleaned due to the ripped upholstery. 
In addition each of the 3 exam tables had at 
least one roll of clear plastic tape stuck to the 
side of the table. Employee recognized it was an 
infection control issue  

Texas Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, Houston Women’s Center. 
Dated September 23, 2015, available at 
http://notovercampaign.com/reports/2
016/7/14/houston-womens-clinic-
09232015-1 



- Failure to store medication and administer 
medication in a safe manner.  

- Personnel/training records of RNs revealed 
failure to document demonstrated competency 
to administer moderate sedation  

- Staff who was in charge of the autoclaves did 
not have formal sterile processing training or a 
competency checklist for this area. 

- Failure to ensure current documented 
competency and training for 2 of 2 staff 
responsible for sterilization of surgical 
instruments. 

TX Fort Worth West-Side 
Clinic 

 The Department of State Health Services Statement of 
Deficiencies and Plan of Correction found a failure to 
maintain clinic policy for disposing medical waste. 
 

Texas Department of State Health 
Services Statement of Deficiencies and 
Plan of Correction, West Side Clinic, 
Dated June 11, 2013, available at 
https://www.documentcloud.org/docu
ments/785255-west-side-clinic-inc.html 

TX Beaumont Whole 
Women’s 
Health of 
Beaumont 

 The Statement of Deficiencies Report from the October 
2, 2013 inspection found deficiencies included:  

- Failure to provide safe environment for 
patients. 

- Unsecured oxygen tanks stored in the hallway. 
- Pathology room under the sink revealed a large 

hole in the cabinet flooring. Facility was storing 
sterilization solutions for cleaning instruments 
around the hole in the floor. The hole had the 
likelihood to allow rodents to enter the facility 
and the splintered wood edges could puncture 
the sterilization solutions. 

- Numerous rusty spots on the suction machines 
(in both procedure room 1 and 2) used on the 
patient for evacuation of the products of 
conception. This had likelihood to cause 
infection due to the inability to clean the 
surface area of the machines appropriately. 

- Failure to document in patient’s clinical record 

Texas Department of State Health 
Services Request for Inspection of 
Whole Women’s Health Beaumont. 
Statement of Deficiencies. Inspection 
Date: October 2, 2013, available at 
http://ftpcontent.worldnow.com/kbmt/
CLINIC-REPORT.PDF 



a referral to another facility and follow the 
facility’s own policy regarding inability to do 
medical abortion because too far along. 

- Failure to file the post abortion complication 
call back form in the patient’s clinical record in 
18 of 18 and follow the facility’s policy. 

- Patient clinical records revealed no complaint 
documentation present in the clinical record. 

- Failed to have a policy or procedure for 
patients being assessed at the facility who have 
the likelihood of developing health problems 
that have been discovered during their visit (2 
of 29 records reviewed). 

- Failure to have electrocardiograph monitoring 
equipment ready if an emergency situation 
occurred in the facility. 

- Cables to the defibrillator were not connected. 
- Failure to have systems in place to evaluate the 

facility’s medical therapy practices and to 
ensure outdated medication was not available 
for patient use. 

- Expired intravenous solutions in the procedure 
room available for patient use.  

- Licensed vocational nurse at the facility failed 
to legibly write her name and credentials on 12 
of 29 records reviewed.  

TX McAllen Whole 
Women’s 
Health 

 Respondent is alleged to have:  
- Failed to package and identify untreated 

medical waste using labels affixed to each 
container that contain all required information, 
in violation of 30 TEx. ADMIN. CODE § 
33o.1207(c)(5), as documented during an 
investigation conducted on March 11, 2011. 
Specifically, weights were not recorded on 
boxes of untreated medical waste prior to 
shipment. 
Failed to treat and dispose of pathological 

Texas Commission of Environmental 
Quality. September 2, 2011. 
Enforcement Action, Revised Proposed 
Agreed Order Whole Woman’s Health 
of McAllen and Austin, LLC; 
RN1o6o97959; Docket No. 2011-0955-
MSW-E; Enforcement Case No. 41833 
FOR SETTLEMENT PURPOSES ONLY, 
available at 
http://abortiondocs.org/wp-
content/uploads/2012/01/TCEQ-



waste according to approved methods of 
treatment and disposition, in violation of 30 
TEx. ADMIN. CODE § 33o.1219(b)(3) and 25 
TEx. ADMIN. CODE § 1.136(a)(4), as 
documented during an investigation conducted 
on March 11, 2011.  

McAllenFines.pdf 

TX Fort Worth Whole 
Women’s 
Health 

 An Enforcement Action, Revised Proposed Agreed 
Order by theTexas Commission on Environmental 
Quality on September 2, 2011 found: 

- Packaged sterilized instruments had not been 
arranged where the point of the greatest bio-
burden was directly exposed to the sterilizing 
agent. 

- Review of personnel records revealed that the 
Clinical Director and two Patient Advocates 
were required to have CPR certification for 
basic life support but the certification expired. 

- Unsecured drugs were in the operating room in 
unlocked drawers.  

- Expired supplies and medication. 
-  

Enforcement Action, Revised Proposed 
Agreed Order, Texas Commission on 
Environmental Quality, Docket N. 2011-
0955-MSW-E; Enforcement Case No. 
41833, dated Sept. 2, 2011; Statement of 
Deficiencies and Plan of Correction, 
Whole Women’s Health of Fort Worth, 
LLC, dated Mar. 15, 2011, available at 
http://www.texasallianceforlife.org/iss
ues/hb2/DSHS_inspection_WWH_For
t_Worth_03_15_2011.pdf 

TX San Antonio Whole 
Women’s 
Health 

 An Augustu 29, 2011 Statement of Deficiencies and 
Plan of Correction found deficiencies at Whole 
Women’s Health San Antonio included: 

- Failure to implement and enforce acceptable 
environmental controls in cleaning and 
preparing instruments for sterilization. 

- Failure to follow the manufacturer’s 
instructions for recording the results for 
biological spore tests. 

- Failure to record and identify items in a 
manner to be recalled following a sterilizer 
malfunction. 

- Failure to follow manufacturer’s instructions 
for the effective use for disinfectants to 
decontaminate or reduce bio-burden in 
cleaning instruments prior to sterilization. 

Statement of Deficiencies and Plan of 
Correction, Whole Women’s Health of 
San Antonio, dated Aug. 29, 2011, 
available at 
http://www.texasallianceforlife.org/iss
ues/hb2/DSHS_inspection_WWH_San
_Antonio_08_29_2013.pdf 



TX  Paul Fine 
(Planned 
Parenthood, 
Bryan) 

 A complaint before the Texas Medical Board, brought 
by a former employee, alleges that Dr. Fine:  

- Pre-signed prescription forms for controlled 
substances. 

- Prescribed drugs for clients no employee had 
ever examined. 

- Did not properly supervise his employees. 
- Falsely documented form. 
- Provided anesthesia services at substandard 

level.  
- Misused government funding. 
- Performed medication abortions below the 

standard of care and likely violated HIPPA.  
- Did not ensure adherence to basic patient 

safety standards. 
- Did not ensure informed consent for surgical or 

medical abortion. 
 

Complaint to Texas Medical Board 
against Dr. Paul Fine by Abby Johnson 
(Oct. 17, 2014), available at: 
https://www.texasallianceforlife.org/w
p-content/uploads/Abby-Johnson-
Complaint-to-TMB-re-Paul-Fine-
10_2014.pdf 

TX Dallas Robert E. 
Hanson, Jr. 

 On February 10, 2012, the Texas Medical Board found 
that the history and physical being done on Hanson’s 
abortion patients was inadequate and constituted a 
violation. The Board noted that Hanson was subject to 
previous disciplinary action by the Board in 2008 
(violation of state law relating to abortion clinics) and 
in 2010 (inadequate medical records). 

 Texas Medical Board Order in the 
Matter of the License of Robert E. 
Hanson, Jr., M.D., Dated February 10, 
2012, available at 
http://abortiondocs.org/wp-
content/uploads/2012/02/Hanson-
Order-2012.pdf 

TX  Alan Molson  On February 10, 2012 the Texas Medical Board 
specifically found that Molson did not routinely see 
patients at the time of the follow-up visit. Instead, most 
follow-up visits were done by medical assistants who 
had pre-signed prescriptions from Molson for birth 
control pills. The Board found this constituted a 
violation. 

In the Matter of the License of Alan  
Howard Molson, M.D. Before the Texas 
Medical Board. License No. G-6349. 
February 10, 2012, available at 
http://abortiondocs.org/wp-
content/uploads/2012/02/Molson-
Order-20121.pdf 

TX San Antonio Planned 
Parenthood 
Babcock 

 The Texas Department of State Health Services 
Statement of Deficiency and Plan of Correction, for 
Planned Parenthood Babcock Sexual Health, on August 
1, 2012 found a failure to maintain separation between 
contaminated and sterile supplies. 

Texas Department of State Health 
Services Statement of Deficiency and 
Plan of Correction, Planned Parenthood 
Babcock Sexual Health, Dated August 1, 
2012, available at 



 https://www.documentcloud.org/docu
ments/785293-planned-parenthood-
babcock-sexual-health.html 

TX San Antonio Alamo 
Women’s 
Reproductive 
Services Clinic 

 The May 23, 2013 Statement of Deficiencies and Plan of 
Correction found deficiencies included: 

- Failure to implement policy to prohibit cross 
contamination. 

- Failure to correctly log and monitor biological 
indicator results. 

Texas Department of State Health 
Services, Statement of Deficiencies and 
Plan of Correction, Alamo Women’s 
Reproductive Services Clinic, Dated 
May 23, 2013, available at 
http://prolifeaction.org/docs/2013/201
3-05-23AlamoWomens.pdf 

VA Norfolk A Tidewater 
Women’s 
Health Clinic 

1 of 2 The State of Virginia, Statement of Deficiencies and 
Plan of Correction from March 16, 2015 inspection 
found A Tidewater Women’s Health Clinic failed to 
ensure the condition of 5 of 10 patients was 
documented in the medical record at the time of 
discharge and failed to have dated and timed order for 
discharge from the physician for 10 of 10 patients. 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, A 
Tidewater Women’s Health Clinic, 
Dated March 16, 2015, available at 
http://abortiondocs.org/wp-
content/uploads/2016/04/A-
Tidewater-Womens-3-16-15.pdf 

   2 of 2 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, A Tidewater Women’s Health Clinic, 
from May 10, 2012 found deficiencies included: 

- Failure to ensure Criminal Background Check 
Report on file for all employees with access to 
controlled substances. 

- Failure to ensure infection prevention: 
• Failing to wear/ change Personal 

Protection Equipment (PPEs) as 
needed. 

• Improper storage of supplies. 
• Unsanitary surfaces. 
• Use of unsanitary water for 

cleaning. 
• Supplies scheduled for later use 

opened and left uncovered on 
counter. 

- Drugs labeled for single use were used as multi-
use. 

- Injectable medications not mixed and labeled 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, A 
Tidewater Women’s Health Clinic, 
Dated May 10, 2012 available at 
http://abortiondocs.org/wp-
content/uploads/2014/06/Tidewater-
HR-A-Tidewater-Womens-Health-
Center-Initial-LIC.pdf 



properly. 
- Failure to maintain medical equipment and 

supplies in safe operating condition: 
• Suction machine rusted 
• Oxygen tanks not secured 
• Recliners in recovery room torn, 

and sticky residue on arms. 
- Failure to maintain wallpaper in recovery room 

to prevent growth of mold. 
Failure to ensure compliance with all building codes. 

VA Henrico A Capitol 
Women’s 
Health Clinic 

 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, A Capitol Women’s Health Clinic, 
from May 21, 2012 found deficiencies included: 

- Failure to ensure Criminal Background Check 
Report on file for all employees with access to 
controlled substances. 

- Failure to ensure infection prevention: 
• Failure to wear PPEs  
• Reuse of sponges to clean 

equipment 
• Failure to ensure cleaning supplies 

not expired 
• Improper cleaning of soiled linens 
• Placement of soiled linens and 

biohazard waste receptacles  
• Failure to perform hand hygiene 

between glove changes. 
- Failure to maintain adequate medical 

equipment. 
- Failure to ensure medical equipment kept in 

good repair, free of hazards, or to maintain 
infection prevention precautions for the 
cleaning and disinfection of all surfaces.  

- Failure to ensure compliance with all building 
codes. 

 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, A 
Capitol Women’s Health Clinic, Dated 
May 21, 2012, available at 
http://abortiondocs.org/wp-
content/uploads/2014/06/Richmond-
Char-A-Capital-Womens-Health-Clinic-
Initial-LIC-POC-05-21-2012.pdf 



VA Alexandria Alexandria 
Women’s 
Health Clinic 

1 of 3 The Statement of Deficiencies Report from the March 
17, 2015 inspection found the following deficiencies in 
their unaccounted inspection following the December 
2014:  

- Failure to ensure the use of standard 
precautions by clinicians when wearing gloves 
to prevent transmission of microorganisms. 

- Failure to have an employee health program 
that documented screening offered/received by 
employees in accordance with statute, 
regulation or recommendations of public 
health authorities for 5 of 6 employees and 3 of 
3 physicians. 

 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Alexandria Women’s Health Clinic, 
Dated Mary 17, 2015, available at 
http://abortiondocs.org/wp-
content/uploads/2015/07/7-
Alexandria-Womens-Health.pdf 

   2 of 3 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Alexandria Women’s Health Clinic, 
from July 19, 2012 found deficiencies included: 

- Failure to ensure policies in place regarding: 
• Types of elective services 
• Types of anesthesia 
• Admission and discharge criteria 
• Obtaining of patient consent 
• Management and response to fire  
• Disaster preparedness 
• Patients’ rights 

- Failure to ensure verification of medical 
licenses of nursing and medical staff. 

- Failure to ensure Criminal Background Check 
Report on file for all employees with access to 
controlled substances. 

- Failure to ensure policy in place regarding the 
initial and ongoing training and education of 
staff. 

- Failure to have policy in place regarding the 
reporting to the appropriate board of any 
violations of licensing/certification 
requirements. 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Alexandria Women’s Health Clinic, 
Dated July 19, 2012. (on file with AUL). 



- Failure to ensure physicians were licensed to 
practice in Virginia and have necessary training 
and experience to perform abortions. 

-  Failure to ensure each patient was given a copy 
of their rights and responsibilities upon 
admission. 

- Failure to ensure a person was designated to 
handle intake investigation and resolution, and 
notification of complaints. 

- Failure to ensure staff followed infection 
prevention program. 

- Failure to ensure policies regarding how scrub 
attire and blankets for patient use were to be 
laundered to prevent spread of infections. 

- Failure to have policy in place regarding 
criteria for discharge from anesthesia care. 

- Failure to maintain records regarding drugs in 
such a manner as to be able to regularly 
perform a narcotic count. 

-  Failure to ensure equipment was maintained 
to prevent infection and to ensure expired 
supplies were not available for use. 

- Failure to implement an ongoing, 
comprehensive, integrated self-assessment 
program of the quality and appropriateness of 
services and care. 

- Failure to implement policies regarding fire 
and disaster safety. 

- Failure to ensure firefighting equipment 
inspected and safely secured. 

- Failure to ensure compliance with all building 
codes. 

-  
   3 of 3 The State of Virginia, Statement of Deficiencies and 

Plan of Correction, Alexandria Women’s Health Clinic 
from March 27, 2013 found deficiencies included: 

- Ten repeat violations from 7/19/2012 report. 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Alexandria Women’s Health Clinic, 
Dated March 27, 2013, available at 



- Governing body failed to ensure facility 
operated in compliance with state regulations 
regarding: 

•  Staff training 
• Infection control 
• Appointment of administrator 
• Licensing 
• Reporting of violations 

- Failure to ensure suitable equipment available 
for use in patient care areas. 

- Failure to ensure drugs were not expired and 
staff were educated on drugs available. 

- Failure to ensure staff trained on proper 
infection control procedures such as proper 
hand-washing and safe injection practices. 

 

http://abortiondocs.org/wp-
content/uploads/2014/06/alexandrias-
womens-health-clinic-1st-revisit-report-
with-def-3-27-13.pdf 
 

VA Alexandria Annandale 
Women and 
Family Center 

 The Statement of Deficiencies Report from the 
September 21, 2012 inspection found deficiencies 
included: 

- Failure to ensure the criminal records checks 
were performed on employees not licensed by 
the Board of Pharmacy whose job duties 
provided access to controlled substances within 
the facility. 

- Failure to ensure a staff member trained in 
CPR was available in the facility when 
abortions were performed in the event of an 
emergency.  Facility admin provided the 
personnel files of all employees RN 
Anesthesiologist, and physicians who are 
present during abortions. None of the 
personnel reviewed had a current CPR cert in 
their file. 

- Failure to ensure patients receive info on how 
to file a complaint with the facility and 
anonymously with the state licensing agency. 

- Failure to develop and implement infection 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Alexandria Women’s Health Clinic, 
Dated September 21, 2012, available at 
http://abortiondocs.org/wp-
content/uploads/2014/06/NOVA-
Annandale-Women-Family-Center-
Initial-LIC-POC-08-15-2012.pdf   



prevention policies to prevent the spread of 
infections as evidenced by:  

• Sink in the lab had hands-only twist 
knobs to access the water  

• Recovery area did not have sink for 
staff to wash their hands while or 
after providing direct patient care  

• Pump hand sanitizer bottle 
available for staff use had expired  

• Staff failed to clean direct care 
equipment (stethoscopes, blood 
pressure cuffs and thermometers) 
between patients  

• One of one procedure table did not 
have an intact surface and could not 
be disinfected between patients. 
Evidence of dried blood in the 
procedure table’s decorative 
stitching    

• Two of two stretchers did not have 
intact surfaces and could not be 
disinfected between patients 

• Observation revealed the “clean” 
stretchers had multiple areas of 
dark smudges  

• Staff retrieved and administered 
medications from a multi-dose 
container in the room with the 
patient  

• Staff put their ungloved hands on 
the opening of the bottle, placed the 
pills in patient hands, and without 
cleaning the lid replaced it on the 
multi-dose container. Risk of cross-
contamination by touching the pills 
within the container  

• Staff re-used sponges as part of the 



cleaning process for these 
instruments. The facility did not 
have policy/procedure for 
disinfecting the sponges. 
Observation revealed the staff did 
not disinfect the sponges  

• Sponge was used to clean bloody 
instruments. Blood and tissues 
could reside within the crevices of 
the sponge and cross-contaminate 
other contact items  

• Facility did not have designated 
“clean” supply storage area. Sterile 
supplies were stored on open shelf 
in the autoclave room. The areas 
utilized for storage did not have 
evidence of ventilation, humidity, 
and temperature control  

• Laundry did not meet the required 
temperatures 

• Laundry did not have a distinct and 
separate processing area. The 
combination washer/dryer was 
housed in the soiled utility room, 
where instruments utilized during 
procedures were cleaned and 
processed  

• Failure to store chemicals and 
paper products under the sink in 3 
work areas   

• Failure to ensure documentation of 
the employee’s immunizations 
required by the facility were 
documented  

• Did not have formal method of data 
collection related to patient 
infections  



• Failure to store, administer and 
dispense controlled substances and 
failed to document the medication’s 
arrival, dispensing, and wasting  

• Failure to ensure medications in the 
facility and available for use were 
not expired, were dated when 
opened and accessed  

- Failure to ensure all schedule II-V drugs 
received, administered and disposed of was 
done in accordance with the Drug Control Act  

- Failure to ensure the medical supplies and 
personnel trained in medical emergencies were 
available while patients were present  

- Failure to ensure the medial record was 
complete and accurate by including physician 
orders or the patients’ conditions at discharge  

- Failure to have policies and procedures 
pertaining to the safe storage of gases, liquids, 
drugs and supplies within the facility. 5 of 6 
oxygen canisters were not secured and 
narcotics were not double locked  

- Failure to maintain the heating ventilation and 
cooling system in good operating condition. 

- Failure to ensure the preventive maintenance 
program was developed, implemented, and 
maintained for facility equipment  

- Failure to have fire and smoke detectors 
 

VA Manassas Amethyst 
Health Center 
for Women 

1 of 2 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Amethyst Health Center for 
Women, on June 1, 2012 found deficiencies included: 

- Failure to ensure staff followed infection 
prevention program. 

- Failure to ensure drugs and supplies available 
for administration were properly stored and 
not expired. 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Amethyst Health Center for Women, 
Dated June 1, 2012. (On file with AUL). 
 



- Failure to ensure compliance with all building 
codes. 

- Failure to have clean utility room in which 
patient medications can be prepared. 

 
   2 of 2 The State of Virginia, Statement of Deficiencies and 

Plan of Correction, Amethyst Health Center for Women 
on December 11, 2012 found deficiencies included:  

- Failure to ensure Criminal Background Check 
Report on file for all employees with access to 
controlled substances. 

- Failure to ensure supplies were not expired, 
that proper cleaning of the instruments was 
done, once removed from its protective 
covering IV solution was dated as to when it 
would expire, proper cleaning of equipment 
used on patients was done, and that proper 
hand hygiene was performed following patient 
care. 

- Failure to document adequately, the complete 
examination of the products of conception for 
all patients. 

- Failure to ensure medications available for use 
were not expired 

- Failure to ensure all Schedule II-V drugs 
received, administered and disposed of was 
done so in accordance with the Drug Control 
Act. 

- Failure to ensure the medical record was 
accurate and complete for all patients. 

 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Amethyst Health Center for Women, 
Dated December 11, 2012 (on file with 
AUL). 
 

VA Blacksburg Planned 
Parenthood 
Blacksburg 

 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood Blacksburg, on 
July 31, 2012 found deficiencies included: 

- Failure by governing board to ensure staff 
followed infection prevention program and the 
required components for the quality 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Planned Parenthood Blacksburg, Dated 
July 31, 2012. (on file with AUL). 
 



improvement program. 
- Failure to notify the state licensing agency 

regarding change of ownership.  
- Failure to have policy regarding the writing of 

discharge orders for patients. 
- Failure to disinfect sonogram procedure table 

between patients. 
- Failure to ensure policies regarding to 

employee health included the recommended 
vaccines.  

- Failure to have a procedure for the 
documentation and tracking of reported 
infections, as well as failure to have policy for 
the required reporting of said infections to the 
local health department as required by law.  

- Failure to have required emergency equipment 
on site. 

- Failure to ensure that quality assurance 
documentation was kept regarding failures and 
corrective actions taken.  

- Failure to ensure medical records complete for 
each patient. 

- Failure to ensure that all abortions were 
reported to the appropriate state agency, as 
required by law. 

- Failure to ensure policy regarding the reporting 
of patients deaths to the state licensing agency 
within 24 hours.  

- Failure to ensure compliance with all building 
codes. 

 
VA Charlottesville Charlottesville 

Medical Center 
for Women 

1 of 3 The Statement of Deficiencies Report from the June 10, 
2014 inspection found deficiencies included: 

- Failure to have adequate personnel to meet the 
needs of patients. 

- Failure to provide proof of proper consent for 
an abortion for 2 of 3 minors. 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Charlottesville Medical Center for 
Women, Dated July 10, 2014, available 
at http://abortiondocs.org/wp-
content/uploads/2014/09/Charlottesvil



- Failure to provide counseling for 1 of 17 
patients. 

- Failure to dispense controlled substances in 
accordance with federal and state laws.  

- Failure to maintain drugs in the facility for 
daily use which are unexpired and to properly 
store and secure medications. 

- Failure to keep records of all drugs in 
Schedules I-V received, sold, administered, 
dispensed or otherwise disposed. 

- Failure to maintain medical equipment and 
supplies appropriate and adequate to care for 
patients based on the level, scope and intensity 
of services provided to include: Sterile suturing 
equipment and supplies  

- No sterile suture material in the facility. 
- Failure to have an individual certified in 

advanced cardiac life support to provide 
services in the facility consistent with current 
edition of American Heart Association 
Guidelines while using intravenous sedation.  
Failure to have an accurate and complete 
patient record for 12 of 17 patient records.  

le-Medcial-Center-for-Women-
Biennial-License-Survey-Poc-7-10-
14.pdf 

   2 of 3 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Charlottesville Medical Center for 
Women, on August 1, 2012 found deficiencies included: 

- Failure to ensure policies in place regarding the 
initial and ongoing training of staff. 

- Failure to ensure policies in place regarding the 
annual training of all staff in recommended 
infection protection practices. 

- Failure to have a policy in place regarding the 
handling, storing, processing, and transporting 
of regulated medical waste. 

- Failure to develop, implement, and maintain 
policies for patient education, follow up and 
reporting, including: 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Charlottesville Medical Center for 
Women, Dated August 1, 2012. (on file 
with AUL). 
 



• Discharge instructions related to 
signs of infection 

• Procedures for surveillance, 
documentation, tracking, and 
reporting of infections 

- Failure to ensure all laboratory supplies were 
monitored for expiration dates. 

- Failure to have policy in place regarding the 
criteria for discharge from anesthesia care. 

- Failure to have required equipment and 
supplies when administering moderate or 
conscious sedation. 

- Failure to implement an ongoing, 
comprehensive, integrated self-assessment 
program of the quality and appropriateness of 
services and care. 

- Failure to ensure compliance with all building 
codes. 

 
   3 of 3 The State of Virginia, Statement of Deficiencies and 

Plan of Correction, Charlottesville Medical Center for 
Women, on December 12, 2012 found violations 
included: 

- Five repeat violations from 8/01/2012 Report 
- Failure by governing body to ensure the facility 

plan of correction was implemented and that 
the facility was in compliance with state 
regulations. 

- Failure to ensure employee records contained a 
written application, verification of training, 
experience or education. 

- Failure to implement their policies related to 
orientation and training specific to staff duties. 

- Failure to maintain complete and accurate 
employee records. 

- Failure to ensure discharge orders were signed 
after an assessment of the patient indicating 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Charlottesville Medical Center for 
Women, Dated December 12, 2012. (on 
file with AUL). 



the patient was safe for discharge. 
- Failure to implement necessary controls to 

prevent the transmission of infections.  The 
facility failed to perform weekly spore testing 
for one of one autoclave. 

- Failure to implement policies and procedures 
regarding patient education, and failure to 
implement infection monitoring and reporting 
activities. 

- Failure to ensure a medical history and 
physical examination was completed for all 
patients. 

- Failure to implement their policy regarding 
criteria for discharge from anesthesia care. 

- Failure to ensure an ongoing, comprehensive, 
integrated, self-assessment Quality Assurance 
program was implemented. 

- Failure to maintain accurate and complete 
clinical records for all patients. 

 
VA Charlottesville Planned 

Parenthood 
Charlottesville 

 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Charlottesville Planned Parenthood 
on August 3, 2012 found deficiencies included: 

- Failure to obtain verification of licensure for all 
staff. 

- Failure to ensure Criminal Background Check 
Report on file for all employees with access to 
controlled substances. 

- Failure to ensure policies in place regarding the 
initial and ongoing training of staff. 

- Failure to have policy in place regarding the 
reporting to the appropriate board of any 
violations of licensing/certification 
requirements. 

- Failure to provide patients with contact 
information for person designated to receive 
complaints or concerns. 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Charlottesville Planned Parenthood, 
Dated August 3, 2012. (on file with 
AUL).  
 



- Failure to ensure person designated as 
infection preventionist had the training and 
expertise necessary to direct an infection 
control program. 

- Failure to ensure exam tables and recovery 
chairs were free of tears that posed a risk for 
the spread of infection. 

- Failure to document discharge orders for all 
patients. 

- Failure to ensure medications that were opened 
and accessed were dated, and discarded when 
expired. Also failure to follow Virginia Dept. of 
Health guidelines for the repacking of 
medications.  

- Failure to develop, implement, and maintain 
polices to ensure safety in regards to the 
storage of sharps containers.  

- Failure to ensure compliance with all building 
codes. 

-  
VA Falls Church Falls Church 

Healthcare 
Center 

1 of 4 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Falls Church Healthcare Center, on 
March 17, 2015 found deficiencies included: 

- Failure to implement infection prevention 
procedures necessary to prevent/control 
transmission of an infectious agent  

- There were tears on the left and right sides of 
the padding on the procedural table. Tears in 
vinyl restrict the ability to disinfect and can 
harbor bacteria . 

Failure to provide evidence that screening and 
immunizations were offered/received by 3 of 10 
employees. 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Falls Church Healthcare Center, Dated 
March 17, 2015. (on file with AUL). 

   2 of 4 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Falls Church Healthcare Center, on 
February 20, 2013 found deficiencies included expired 
medication which was available for administration to 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Falls Church Healthcare Center, Dated 
February 20, 2013. (on file with AUL). 



patients. 
   3 of 4 The State of Virginia, Statement of Deficiencies and 

Plan of Correction, Falls Church Healthcare Center, on 
August 2, 2012 found deficiencies included: 

- Failure by governing board to ensure staff 
followed infection prevention program and the 
required components for the quality 
improvement program. 

- Failure by governing board to make policies 
available to the Office of Licensure and 
Certification as required by law. 

- Failure to notify the state licensing agency 
regarding change of administrator. 

- Failure to ensure Criminal Background Check 
Report on file for all employees with access to 
controlled substances. 

- Failure to ensure all staff obtained required 
vaccines. 

-  Failure to ensure policies in place regarding 
the handling of complaints.  

- Failure to have a policy in place to prevention 
of infections. 

- Failure to ensure implementation of safe 
injection practices. 

- Failure to follow OSHA blood-borne pathogen 
training requirements. 

- Failure to monitor staff adherence to infection 
prevention. 

- Failure to develop plan for annual staff training 
on infection prevention 

- Failure to ennsure linens and other items were 
handled in a manner to prevention 
contamination and infection  

- Failure to perform appropriate cleaning of 
surfaces 

- Failure to have a procedure for the 
documentation and tracking of reported 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Falls Church Healthcare Center, Dated 
August 2, 2012. (on file with AUL). 
 



infections, as well as failure to have policy for 
the required reporting of said infections to the 
local health department as required by law.  

- Failure to ensure emergency supplies were 
available in all procedure rooms, and that all 
emergency supplies were checked for 
expiration dates. 

- Failure to implement an ongoing, 
comprehensive, integrated self-assessment 
program of the quality and appropriateness of 
services and care. 

- Failure to ensure policy in place regarding the 
reporting of Sexually Transmitted Infections. 

- Failure to ensure policy regarding the reporting 
of patients deaths to the state licensing agency 
within 24 hours.  

- Failure to have a preventative maintenance 
program to prevent equipment malfunctions. 

- Failure to ensure compliance with all building 
codes. 

 
   4 of 4 The State of Virginia, Statement of Deficiencies and 

Plan of Correction, Falls Church Healthcare Center, on 
December 6, 2012 found deficiencies included: 

- Three repeat citations from 8/02/2012 Report. 
- Failure to implement its policies related to safe 

injection practices related to expired 
medications available for administration. 

- Failure to ensure that emergency medications 
and intravenous fluids available for 
administration to patients were not expired. 

-  

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Falls Church Healthcare Center, Dated 
December 6, 2012. (on file with AUL). 

VA Norfolk Hillcrest Clinic  The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Hillcrest Clinic, on May 16, 2012 
found deficiencies included: 

- Failure to ensure Criminal Background Check 
Report on file for all employees with access to 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Hillcrest Clinic, Dated May 16, 2012. 
(on file with AUL). 



controlled substances. 
- Failure to provide patients with information 

regarding complaints and concerns. 
- Failure to ensure infection prevention: 
- Failure ensure staff followed manufacturer’s 

instructions when using cleaning agents for the 
cleaning od reusable medical equipment 

- Failure to follow hand hygiene between 
patients. 

- Improper cleaning of soiled linens. 
- Improper storage of soiled linens. 
- Failure to ensure exam tables and recovery 

chairs were free of tears that posed a risk for 
the spread of infection. 

- Failure to maintain medical equipment and 
supplies in safe operating condition: 

• Rusty equipment 
• Expired supplies  

- Failure to develop, implement, and maintain 
polices to ensure safety in regards to the 
storage of sharps containers.  

- Failure to have a preventative maintenance 
program to prevent equipment malfunctions. 

- Failure to ensure compliance with all building 
codes. 

 
VA Fairfax City NOVA 

Women’s 
Healthcare 

1 of 3 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, NOVA Women’s Healthcare, Dated 
July 26, 2012 found deficiencies included: 

- Failure to ensure that Staff training and 
competency for identifying anatomy associated 
with products of conception was documented. 

- Failure to document the clinical privileges for 
all staff. 

- Failure to ensure written discharge orders for 
all patients. 

- Failure to ensure each patient was given a copy 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
NOVA Women’s Healthcare, Dated July 
26, 2012. (on file with AUL). 
 



of their rights and responsibilities upon 
admission. 

- Failure to ensure policies in place regarding the 
handling of complaints.  

- Failure to provide patients with correct contact 
information for the state licensing agency’s toll-
free complaint licensing agency.  

- Failure to provide staff with training in the 
prevention of infection. 

- Failure to: 
• Enforce policies for the disinfection 

of equipment between patients 
• Ensure an effective pest control 

program 
- Failure to ensure a medical history and 

physical examination was completed for all 
patients. 

- Failure to ensure policies in place regarding 
providing patients with pre-op counseling. 

- Failure to accurately document anesthesia 
levels for all patients 

- Failure to ensure medications that were opened 
and accessed were dated, and discarded when 
expired. 

- Failure to ensure that quality assurance 
documentation was kept regarding failures and 
corrective actions taken.  

- Failure to ensure medical records complete for 
each patient. 

- Failure to ensure equipment was maintained 
and safe for use. 

- Failure to ensure compliance with all building 
codes. 

 
   2 of 3 The State of Virginia, Statement of Deficiencies and 

Plan of Correction, NOVA Women’s Healthcare, on 
December 5, 2012 found deficiencies included: 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
NOVA Women’s Healthcare, Dated 



- Seven repeat violations from 7/26/2012 report. 
- Failure to notify State licensing office regarding 

a change in administrators. 
- Failure to ensure that physician privileges were 

documented for all physicians.  
- Failure to correct and maintain safe injection 

practices. The facility had opened medication 
vials accessed with an open needle in the vial's 
rubber septum, expired medications, opened 
undated medications, opened single use vials 
stored, expired intravenous (IV) solutions, and 
medications opened after its expiration date 
available for administration to patients. 

- Failure to ensure the proper cleaning and 
disinfection of equipment between patients. 

- Failure by anesthesiologist to store medications 
used for anesthesia in a manner that restricted 
access to unauthorized staff.  In addition, the 
anesthesiologist stored anesthesia medications 
in the lock box with open needles penetrating 
the septum of the vials. 

- Failure to ensure staff stored medications used 
for anesthesia in a manner that restricted 
access to unauthorized staff and failed to 
ensure the anesthesiologist did not store 
anesthesia medications in the lock box with 
open needles penetrating the septum of the 
vials. 

- Failure to ensure a Quality Assurance/Quality 
Improvement process was carried out which 
addressed the adequacy and appropriateness of 
services and identification of trends and 
occurrences. 

- Failure to ensure all equipment was kept in 
good repair and operating condition by the 
implementation and continued monitoring by a 
preventative maintenance system. 

December 5, 2012. (on file with AUL). 
 



 
   3 of 3 Lawsuit alleges that NOVA Healthcare negligently 

failed to detect Plaintiff’s ectopic pregnancy, performed 
and unwarranted abortion and left Plaintiff alone for 
her fallopian tube to explode without medical care. The 
complaint alleges that significant portions of Plaintiff’s 
medical records are missing and have not been made 
available to her despite her requests pursuant to federal 
and state laws. The complaint alleges that NOVA 
Healthcare relied upon ultrasounds which were taken 
improperly and in a manner below the standard of care. 

Complaint, Tetteh v. Kim, CL-2009-264 
(Feb. 24, 2009), available at 
http://abortiondocs.org/wp-
content/uploads/2012/02/Tettah-v-
Kim1.pdf 

VA Newport News Peninsula 
Medical Center 
for Women 

1 of 2 The State of Virginia, Statement of Deficiencies 
and Plan of Correction, Peninsula Medical 
Center for Women, on March 13, 2015 found a 
failure to ensure the medical record was 
complete for 3 of 10 patients. 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Peninsula Medical Center for Women, 
Dated March 13, 2015, available at 
http://abortiondocs.org/wp-
content/uploads/2015/07/11-
Peninsula-Medical-Center-for-
Women.pdf 

   2 of 2 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Peninsula Medical Center for 
Women, on May 31, 2012 found deficiencies included: 

- Failure to ensure the medications were not 
expired, with dating and/or contained within 
its original container and opened and/or used. 

- Failure to ensure compliance with all building 
codes. 

- Failure to implement and maintain a 
preventative maintenance program for all 
equipment. 

- Failure to store sharps containers and safe 
manner and to use cleaning products between 
patient use of exam tables. 

- Failure to ensure the necessary medical 
equipment and supplies were available to care 
for patients in the event of an emergency. 

- Failure to ensure the necessary medical 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Peninsula Medical Center for Women, 
Dated May 31, 2012. (on file with AUL). 
 



equipment and supplies were available to care 
for patients. 

- Failure to ensure complete examination of the 
products of conception for all patients. 

- Failure to ensure policy regarding the 
dispensing of medications. 

- Failure to ensure policies in place regarding 
providing patients with pre-op counseling. 

- Failure to ensure policies in place regarding: 
•  Hand hygiene 
•  Cleaning, disposal, storage, and 

transport of equipment, linen and 
supplies 

•  Product specific instructions for 
the use of cleaning agents 

• Procedures for handling, storing, 
and supporting medical waste 

• Pest control 
• Other infection prevention 

procedures 
- Failure to ensure policies in place regarding the 

screening of incoming patients and visitors for 
acute infectious illnesses. 

- Failure to ensure person designated as 
infection preventionist had the training and 
expertise necessary to direct an infection 
control program. 

- Failure to ensure policies in place regarding 
services for a minor who is not emancipated. 

- Failure to ensure physicians have necessary 
training and experience to perform abortions. 

- Failure to document the clinical privileges for 
all staff. 

- Failure to ensure verification of medical 
licenses of nursing and medical staff. 

- Failure to ensure Criminal Background Check 
Report on file for all employees with access to 



controlled substances. 
- Failure to notify the state licensing agency 

regarding clinic ownership. 
 

VA Falls Church Planned 
Parenthood 
Falls Church 

 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood of 
Metropolitan Washington- Falls Church, on June 29, 
2012 found deficiencies included: 

- Failure to ensure staff certification in CPR. 
- Failure to ensure the proper cleaning and 

disinfection of exam tables and recovery chairs 
between patients. 

- Failure to ensure medications available for use 
were properly stored and not expired. 

- Failure to ensure mixing of medications was 
done in accordance with Board of Medicine 
regulations. 

- Failure to implement and maintain a 
preventative maintenance program for all 
equipment. 

- Failure to ensure compliance with all building 
codes 

 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Planned Parenthood of Metropolitan 
Washington- Falls Church, Dated June 
29, 2012. (on file with AUL). 
 

VA Virginia Beach Planned 
Parenthood  

1 of 3 The Statement of Deficiencies Report from the March 
11, 2014 inspection found deficiencies at Planned 
Parenthood included a failure to implement 
policies/procedures for the prevention and control of 
infections as evidenced by not ensuring disinfection 
between patients occurred for 12 chairs in waiting 
room, 2 couches, 1 chair in recovery room, and exam 
room chairs. 
 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Planned Parenthood of Southeastern 
VA, March 11, 2014, available at  
http://abortiondocs.org/wp-
content/uploads/2016/09/Planned-
Parenthood-of-Southeastern-Virginia-
03-11-2014.pdf 

   2 of 3 The Statement of Deficiencies Report from the 
December 12, 2012 inspection found deficiencies at 
Planned Parenthood included: 

- Failure to have appropriate staff providing 
care.  

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Planned Parenthood of Southeastern 
VA, December 4, 2012, available at 
http://abortiondocs.org/wp-



- Failure to ensure the instrument cleaner used 
to clean instruments was properly mixed, 
stirrup cover where changed between patients, 
that blood pressure cuff and stethoscopes were 
cleaned between each patient use, that the 
instruments brought into the room used for 
cleaning, disinfecting and wrapping 
instruments prior to autoclaving followed a 
path without crossing from clean to dirty, that 
containers (Small trash bins) of water for 
placing instruments in after use and before 
cleaning had a cover, and that instruments 
were cleaned of blood prior to setting them up 
to dry and that hand hygiene was done prior to 
and after patient care. Employee failed to 
perform hand hygiene following a vaginal exam 
and terminating the products of conception  
Failure to maintain preventative maintenance 
program at least annually on all equipment. 

content/uploads/2014/06/Tidewater-
HR-Planned-Parenthood-of-
Southeastern-Virginia-Revisit-POC-02-
20-20131.pdf 

   3 of 3 The Statement of Deficiencies Report from the May 1, 
2012 inspection found Planned Parenthood to be out of 
compliance with state regulations for abortion clinics, 
including infection prevention, drug maintenance, and 
record storage. 

- Employees, who have access to controlled 
substances, personnel files failed to contain a 
criminal record report from VA state police  

- Failure to document refrigerator temperatures 
and therefore were unable to ensure the 
contents of the refrigerators were maintained 
at the correct temperature for 2 of 2 
refrigerators. 

- Failure to ensure staff followed the 
manufacturer’s directions when using a 
cleaning detergent that is used for the cleaning 
of reusable medical equipment that is used 
between patients. 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Planned Parenthood of Southeastern 
VA, Dated May 1, 2012, available at 
http://abortiondocs.org/wp-
content/uploads/2014/06/Tidewater-
HR-Planned-Parenthood-of-
Southeastern-VA-Initial-LIC.pdf 



- Used the same water 3-4 times before it is 
changed when cleaning dirty instruments.  

- Buckets to carry the instruments are gray for 
both clean and dirty. Employee cannot tell 
which of the containers were clean or dirty.  

- Failure to ensure opened, accessed, and 
available for use medications, syringes and 
sutures were not expired and were dated as to 
when they were opened. 

- Failure to ensure the equipment was in good 
repair, free of hazards or maintain infection 
control precautions for the cleaning and 
disinfection of all surfaces.  

- Failure to maintain a preventative maintenance 
program at least annually on all equipment.  

Preventative maintenance sticker was found on a blood 
typing machine (for Rh factors) but it was older than 12 
months (sticker was 8/20/10). 

VA Richmond Richmond 
Medical Center 
for Women 

1 of 2 The Statement of Deficiencies Report from the March 
26, 2013 inspection found deficiencies included: 

- Failure to ensure the implementation of 
infection prevention practices. 

- Dried blood was observed on the outside metal 
cover of the exam light in the procedure room. 

- Gel pads used in the leg rests for the procedure 
table had multiple tears. The non-intact areas 
prevented proper disinfection of the gel pads. 

- One of the metal leg and foot supports to the 
procedure table had a dried yellowish brown 
stain on the footrest portion. 

- Failure to discard expired medications and 
medications that had not been dated when 
opened. 

 

Virginia Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, Richmond Medical Center 
for Women, Inspection Date March 26, 
2013, available at, 
http://abortiondocs.org/wp-
content/uploads/2014/06/richmond-
medical-center-for-women-revisit-
report-3-26-13.pdf 

   2 of 2 The Statement of Deficiencies Report from the May 16, 
2012 inspection found deficiencies at Richmond 
Medical Center for Women included: 

Virginia Department of Public Health, 
Statement of Deficiencies and Plan of 
Correction, Richmond Medical Center 



- Failure to ensure a criminal record check was 
obtained for 8 of 10 employees who provided 
access to controlled substances. 

- Failure to ensure CPR training was received 
and documented for 7 of 10 licensed/certified 
employees. 

- Failure to ensure 16 of 24 employees 
participated in annual infection control 
training. 

- Failure to ensure that staff wore the correct 
personal protective equipment related to risk of 
exposure to blood and body fluids. 

- Failure to ensure the development of a 
procedure/process to monitor staff’s adherence 
to the facility’s infection prevention practices 
and the development of a process for retraining 
staff annually to infection prevention policies. 

- Staff failed to document infection prevention 
training for 16 of 24 employee records 
reviewed. 

- Staff rinsed glass jar that had been filled with 
products of conception (blood and body parts). 
Staff confirmed the jar had been rinsed with 
water only and had not been disinfected prior 
to placing the jar on the clean utility counter. 
Staff did not put on gloves prior to placing the 
stopper into the glass jar and transporting the 
contaminated jar from the “Clean” utility room 
to the procedure room.  

- Failure to ensure the implementation of 
infection prevention practices as evidenced by:  

• 3 of 3 recovery recliners had torn 
surfaces and could not be 
disinfected between patients 

• 2 of 2 recovery stretcher pads had 
multiple torn surfaces and could 
not be disinfected between patients. 

for Women, Inspection Date May 16, 
2012, available at 
http://abortiondocs.org/wp-
content/uploads/2014/06/Richmond-
Char-Richmond-Medical-Center-for-
Women-Initial-LIC-05-16-12.pdf 



• Metal finish and armrest pad were 
not intact and could not be 
disinfected between patients for 1 of 
1 Procedure tables. Procedure table 
had multiple area of rust. Non 
intact surfaces prevented the 
disinfection of the procedure table 
and its armrest between patients.  

• Staff was not able to determine that 
linens laundered on-site were 
processed at the correct water temp 
of 160 F. 

• Failure to perform hand hygiene 
between glove changes and lack of 
hand hygiene supplies. 

• Chemicals were stored on the 
shelves with “Clean” supplies; 
expired supplies were readily 
available for access and supplies 
stored in opened packages.  

• Expired medicine and supplies 
available for use in the procedure 
room. 

• Failure to perform preventative 
maintenance on equipment utilized 
in direct patient care. 

• Staff re-used sponges for cleaning 
blood and body fluid spills post 
procedure. 

- Failure to ensure documentation of screening 
for tuberculosis for 19 of 24 employee records 
reviewed.  

- Failure to discard expired medications and 
medications that had not been dated when 
opened. 

- Failure to secure 6 of 6 portable oxygen tanks. 
- No documentation it met the state and local 



codes and building ordinances. 
-  

VA Roanoke Roanoke 
Medical Center 
for Women 

1 of 3 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Roanoke Medical Center for 
Women, on July 18, 2012 found violations included: 

- Failure to ensure Criminal Background Check 
Report on file for all employees with access to 
controlled substances. 

- Failure to implement infection prevention 
policies. 

- Failure to follow OSHA blood-borne pathogen 
training requirements. 

- Failure to have procedure for tracking 
infections. 

- Failure to implement an ongoing, 
comprehensive, integrated self-assessment 
program of the quality and appropriateness of 
services and care. 

- Failure to ensure compliance with all building 
codes. 

-  

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Roanoke Medical Center for Women, 
Dated July 18, 2012. (on file with AUL). 
 

   2 of 2 State of Virginia, Statement of Deficiencies and Plan of 
Correction, Roanoke Medical Center for Women, on 
December 19, 2012 found deficiencies included: 

- Four repeat violations from 7/18/2012 Report. 
- Failure to ensure the Quality Assurance 

Committee met, identified deficiencies, 
recommended corrections and reported its 
findings to the governing body. 

- Failure to ensure informed written consent was 
obtained from the minor's parent or guardian 
for all minor patients who had a procedure to 
terminate pregnancy. 

- Failure to document that all patients received 
and understood their patient's rights, 
responsibilities and the complaint/grievance 
process. 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Roanoke Medical Center for Women, 
Dated December 19, 2012. (on file with 
AUL). 
 



- Failure to ensure staff used safe injection and 
medication practices by ensuring expired 
medications were not available for 
administration to patients.  

- Failure to ensure staff practiced correct hand 
hygiene and hand washing to prevent the 
spread of infections. 

- Failure to implement polices/procedures for 
the prevention and control of infections as 
evidenced by: 

• Not providing adequate hand 
hygiene equipment in the "Dirty" 
utility room for staff 

• Not ensuring disinfection between 
patients. 

- Failure to document the medical diagnosis and 
gestational age within the clinical record for all 
patients. 

- Failure to implement their discharge criteria 
policy and procedures for all patients that 
received local anesthesia or conscious sedation. 

- Failure to implement its quality assurance 
policies and procedures.   

- Failure to maintain complete and accurate 
medical records for all patients. 

 
    The State of Virginia, Statement of Deficiencies and 

Plan of Correction, Roanoke Medical Center for 
Women, on March 27, 2013 found deficiencies 
included: 

- Two repeat violation from 12/19/2012 Report. 
- Failure to ensure that recovery chairs were free 

of tears that posed a risk for the spread of 
infection. 

- Failure to ensure drugs were not expired. 
 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Roanoke Medical Center for Women, 
Dated March 27, 2013. (on file with 
AUL). 
 

VA Roanoke Planned 1 of 2 The State of Virginia, Statement of Deficiencies and State of Virginia, Statement of 



Parenthood 
Roanoke 

Plan of Correction, for the May 31, 2014 inspection 
found deficiencies at Planned Parenthood included:  

- Failure to implement an on-going, 
comprehensive quality assurance (QA) 
program. 

Failure to have quality improvement program specific 
for the agency which identified, corrected and reported 
deficiencies/unacceptable trends/occurrences to the 
governing body and licensee at least annually and 
documented the corrective actions 

Deficiencies and Plan of Correction, 
Planned Parenthood Roanoke, Dated 
May 31, 2014, available at: 
http://abortiondocs.org/wp-
content/uploads/2015/07/16-Roanoke-
Planned-Parenthood-Health-
Systems.pdf 

   2 of 2 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Planned Parenthood Roanoke, on 
July 21, 2012 found deficiencies included: 

- Failure to ensure Criminal Background Check 
Report on file for all employees with access to 
controlled substances. 

- Failure to ensure development and 
implementation of infection prevention 
policies. 

- Failure to ensure equipment disinfected 
between patient use. 

- Failure to have a procedure for the 
documentation and tracking of reported 
infections, as well as failure to have policy for 
the required reporting of said infections to the 
local health department as required by law.  

- Failure to have policy in place regarding the 
reporting to the appropriate board of any 
violations of licensing/certification 
requirements. 

- Failure to ensure a Quality Assurance/Quality 
Improvement process was carried out. 

- Failure to ensure policy regarding the reporting 
of patients deaths to the state licensing agency 
within 24 hours.  

- Failure to ensure compliance with all building 
codes. 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Planned Parenthood Roanoke, Dated 
July 21, 2012. (on file with AUL). 
 



 
VA Richmond Planned 

Parenthood 
1 of 3 The State of Virginia, Statement of Deficiencies and 

Plan of Correction for the August 25, 2015 inspection 
found deficiencies included:  

- Failure to ensure physician’s orders were 
signed, dated, timed and noted by the nurse for 
3 of 3 patient records. 

Failure to ensure they reassessed a patient who called 
per the facility instructions reporting a post discharge 
problem in a timely manner.  

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Virginia League for Planned 
Parenthood, Dated August 25, 2015. 
Available at: 
http://abortiondocs.org/wp-
content/uploads/2016/04/VA-League-
of-Planned-Parenthood-Richmond-8-
25-15.pdf 

   2 of 3 - The State of Virginia, Statement of Deficiencies 
and Plan of Correction, for the March 3, 2015 
inspection found a failure to ensure 
environmental surfaces were disinfected 
between patients.  

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Virginia League for Planned 
Parenthood, Dated March 3, 2015, 
available at 
http://abortiondocs.org/wp-
content/uploads/2015/07/15-Virginia-
League-for-Planned-Parenthood.pdf 

   3 of 3 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Virginia League for Planned 
Parenthood, on May 18, 2012 found deficiencies 
included: 

- Failure to ensure medications available for use 
were properly stored and not expired. 

- Failure to ensure compliance with all building 
codes. 

 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Virginia League for Planned 
Parenthood, Dated May 18, 2012. (on 
file with AUL). 
 

VA Fairfax Virginia Health 
Group 

 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Virginia Health Group, on August 7, 
2012 found deficiencies included: 

- Failure to document that all patients received 
and understood their patient's rights, 
responsibilities and the complaint/grievance 
process. 

- Failure to document the clinical privileges for 
all staff. 

- Failure to provide patients with contact 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Virginia Health Group, Dated August 7, 
2012. (on file with AUL). 
 



information for person designated to receive 
complaints or concerns. 

- Failure to ensure disinfection of equipment 
between patients. 

- Failure to ensure medications that were opened 
and accessed were dated, and discarded when 
expired. 

- Failure to document discharge orders for all 
patients. 

- Failure to ensure policy regarding the reporting 
of patients deaths to the state licensing agency 
within 24 hours.  

-  
VA  Virginia 

Women’s 
Wellness 

1 of 2 The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Virginia Women’s Wellness, on May 
6, 2012 found deficiencies included: 

- Failure to notify the state licensing agency 
regarding clinic ownership.  

- Failure to ensure Criminal Background Check 
Report on file for all employees with access to 
controlled substances. 

- Failure to provide patients with correct contact 
information for the state licensing agency’s toll-
free complaint licensing agency.  

- Failure to ensure infection prevention: 
• Disinfection of equipment between 

patient use 
• Transporting, storage, and cleaning 

of soiled linens 
• Cleaning of surfaced 

- Failure to follow manufacturer’s directions for 
the administration of controlled substance 
single dose vials. 

- Failure to ensure mixing of medications was 
done in accordance with Board of Medicine 
regulations. 

- Failure to implement an ongoing, 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Virginia Women’s Wellness, Dated May 
6, 2012. (on file with AUL). 
 



comprehensive, integrated self-assessment 
program of the quality and appropriateness of 
services and care 

- Failure to ensure medical records complete for 
each patient. 

- Failure to ensure all equipment kept in good 
repair, free of hazards, or to maintain infection 
prevention precautions for the cleaning and 
disinfection of all surfaces.  

- Failure to have a preventative maintenance 
program to prevent equipment malfunctions. 

- Failure to have a monitoring program for fire 
and safety. 

- Failure to ensure compliance with all building 
codes. 

 
    The State of Virginia, Statement of Deficiencies and 

Plan of Correction, Virginia Women’s Wellness, on 
December 6, 2012 found deficiencies included: 

- One repeat violation from 5/06/2012 Report. 
- Failure to have a system for logging receipt of, 

investigation of and resolution of patient 
complaints. 

- Failure to store controlled substances and 
other medications in a safe manner. 
 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Virginia Women’s Wellness, Dated 
December 6, 2012. (on file with AUL). 
 

    The State of Virginia, Statement of Deficiencies and 
Plan of Correction, Virginia Women’s Wellness, on 
March 19, 2014 found deficiencies included: 

- Failure to implement an ongoing, 
comprehensive, integrated self-assessment 
program of the quality and appropriateness of 
services and care 

- Failure to implement facility’s own policies 
regarding maintenance. 

- Failure to implement facility’s own policies 
regarding employee records. 

State of Virginia, Statement of 
Deficiencies and Plan of Correction, 
Virginia Women’s Wellness, Dated 
March 19, 2014. (on file with AUL). 
 



- Failure to document the investigation of and 
resolution of all patient complaints. 

- Failure to ensure staff trained on proper 
infection control procedures such as proper 
hand-washing and safe injection practices. 

- Failure to ensure proper disinfection of 
equipment between patients, and proper 
storage of cleaning agents. 

- Failure to have policy in place regarding 
criteria for discharge from anesthesia care. 

- Failure to ensure policy in place regarding the 
proper storage of medications. 

- Failure to maintain medical equipment and 
supplies in safe operating condition. 

- Failure to have required emergency drugs on 
site 

- Failure to ensure the medical record was 
accurate and complete for all patients. 

- Failure to ensure the medical records of all 
patients were properly stored and secure. 

- Failure to ensure policy regarding the reporting 
of patients deaths to the state licensing agency 
within 24 hours.  

- Failure to ensure the proper storage of 
supplies. 

Failure to ensure facility’s structure in good repair and 
operating condition. 

WV Charleston Rodney Lee 
Stevens, 
Women’s 
Health Center 
of West 
Virginia 

 In her legal complaint against Dr. Rodney Stephens and 
Women’s Health Center of West Virginia, Itai Gravely 
describes that after her procedure began, but before 
any action had been taken to abort her baby, she told 
Stephens and employees assisting in the abortion to 
stop. The sedative that she had been given had not 
taken effect and she was experiencing severe pain. 
 
Itai alleges that she made repeated demands to stop the 
abortion. But Stephens and his staff refused her 

Complaint and Jury Demand, Gravely 
v. Stephens, No. 13C1104 (Cir. Ct. W. 
Va. Jun. 7, 2013) available at 
http://www.adfmedia.org/files/Gravely
Complaint.pdf 



request. They physically restrained Itai and completed 
the abortion. 
 
After her abortion, Itai was taken to the recovery room 
where she complained of severe pain in her lower 
abdomen. Clinic employees disregarded her 
complaints, claiming everything was fine. 
 
Contrary to accepted medical standards, Stephens only 
visually examined the fetal remains. He “made no 
proper attempt to reassemble the now crushed fetal 
remains or to use ultrasound technology... to determine 
that all parts of the unborn child had, in fact, been 
removed from [Itai’s] uterus or to provide the removed 
parts...to a qualified pathologist....” He didn’t even 
physically examine Itai post-abortion. 
 
Itai was discharged from the clinic in severe pain. Her 
pain continued to increase over the next day. She 
experienced nausea and chills. She called the clinic. 
They told her she could come back but when she 
explained that she couldn’t afford to drive herself and 
her pain was too severe to take public transportation, 
they offered her no assistance. Itai called herself an 
ambulance. 
 
The hospital where Itai was transported performed an 
ultrasound and determined her pain was the result of 
an incomplete abortion. Stephens had failed to remove 
parts of her unborn child, including the baby’s head. 
Itai underwent emergency surgery. 
 
The abortionist and clinic that ignored Itai’s pleas not 
to proceed with the abortion, that left her in a 
dangerous condition, and knew that she was suffering 
severe post-abortion complications never “made any 
effort to proactively follow-up with [Itai] regarding her 



 

abortion, to inquire about her condition, or to apologize 
for the result.” 
 

      
    -   
    -   


