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ationts recelving second timester abortions tn
gny shortion clinic proviging second trirmester
apditions,

Clinte Incident teporting requirements:

(1) At & minérrum an abartion elinic :hglr racord
sach incident that rasuls In serious injury to &
peliont a8 defined in Section 390.012(3)(h)1,
£.S., or a viable Yetus ot an apbortion clinic and
ohall repert an insldent in writing o the agendy
within 10 days after the incident ocours,

{2) if & patient denth occurs the abartion citnic
shall report the death to the depaniment gnd the
appropriate reguiatory board not later than the
next workday. The report to the department shali
be filed as required by Rule 64V-1.0061, FAC.

Chapter 83A.0.028, F.A.C.

This STANDARD Is not met as evidenced by:
Based on inlerview and record review and roview
of clinic’s Incidant letter, the abortion clinie falled
to report an incident thet resulted In serious injury
for 1 of 1 patiants (Patient #1) within 10 deys.

The findings inciyde:

Aevisw the clinic's incident letter dated 87710
reveaied a second rimester abortion was

|

prior ty inspection that took place on 8/31/2010 kas

been that the Medical Diraztar is tha person dasignated

to report sach advirse inCiskent that results In a serlQus
injury to a patient. Gur Medical Director, Doctor Theodor
Lebrer, suddenly became seriousty it an july 10, 2010,
Oactor Lehrer had to be admitted thru the Emergency
Department 13 Broward General Medical Center and he
subsequently underwent tardiac evaluation at Florida
Madical Center, where cartilyc syrgery was recommended.
| personally accompanied Dactar Lehrer throughout these
avents and at his request, had to trave! with him to seek

a second opinlen at the Cleveland Clink in Ohio. | was not
waorking on the date of the incldent and had no diract
knowledge of the details. _

A500 POC- As of 8/31/2010 our Palicy and Procedure has
been ravised to ensure that any and alt incidents that result
in serious injury to a patient ;s reported by the Clinie
Administrator to AHCA within ten days . in asdition, the
Medical Director will repart such incidents. if the Madical
Diractor is unable to make the incident report for any rsasen
bayend his control, tha Clinic Administrazor wilf make such
report within ten days even f the gdatsils of the incident are
tnissing. An Addandums will be sent by the Clinle
Administrator to the AHCA as soon es additionat information
ragarding details of the incident bacomes available.
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attempted on 7/9/10 for Patient#1. The
procedure was promptly discontinued after
noticing excessive penetration of the suction
cannula and diagnosing a uterine perforation.
The letter continued to state how the patient was
assessed, that the patient had a surgical
procedure at a hospital and how they would
monitor future patients after this incident. Review
of the patient's clinical record concurred with the
findings in the incident letter.

During an interview with the administrator, who is
a registered nurse, on 8/31/10 at 2:48 PM, she
stated the the medical director, who is the same
physician that performs all the abortions for the
clinic, sent a letter to the Department of
Professional Regulation (DPRY) via facsimile on
8/9/10 at 9:39 AM. She stated that the clinic was
contacted by the DPR on 8/19/10 because they
needed additional information regarding the
incident and they sent additional information to
them. Interview with the physician on 8/31/10 at
3:23 PM, revealed he was ill after 7/9/10 which
was the reason for failing to report the incident in
writing to the Agency within 10 days of it
oceurring. During an interview with the
administrator on 8/31/10 at 3:52 PM, she stated
that the physician sent a report to the national
abortion foundation right after the incident and
acknowledged that the clinic should have done
the same with the Agency.
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FLORIDA AGENCY FOR HEAITH CARE ADMINISTRATION

CHARLIE CRIST . ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians INTERIM SECRETARY

September 21, 2010

Administrator

All Women's Clinic

2100 E Commercial Blvd
Fort Lauderdale, FL. 33308

Re: CCR #2010008207
Dear Administrator:

This letter reports the findings of a complaint survey that was conducted on August 31,2010 by a
representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit.

Please provide a plan of correction to this Field Office, in accordance with enclosed instructions, for the
identified deficiencies within ten calendar days of receipt of this faxed report. You will not receive a
copy of this report in the mail, you will only receive this faxed report. All deficiencies shall be corrected no
later than October 1, 2010.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
http://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health
Facilities and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the
professional and consistent application of the survey process.

Thank you for the assistance provided to the representative. Should you have any questions please call this
office at (561) 381-5840.

Sincerely, ' .
(ostone Hip (doir /1>

Arlene Mayo-Davis
Field Office Manager

AMD/dmb

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http://ahca.myflorida.com

Deilray Beach Field Office

5150 Linton Boulevard, Suite 500

Delray Beach, FL 33484

Phone (561) 381-5840; Fax (561) 496-5924




