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INITIAL COMMENTS

An unsnnounced visit was made to A Woman's
Care on April 27, 2010, in order to conduct 8
Renewal State licensure survey, The facility was
not in compliance with 390,014 F.3., 59A-8
F.A.C. at the time of the survey. The following
deficlencies were identified. Recommend a pian
of correction.

Clinic Supplies/Equip. Stand.-2nd Trimester
Each abortion clinic providing second trimester
abortions shall provide the following essential
clinic supplies and equipment:

{2) A surgical or gynecological axamination
table(s); »

(b) A bed or reclinar(s) suitable for recovery;

(c) Oxygen with flow meters and masks or
equlvalent;

{d) Mechanical suction;

(e) Resuscitation equipment to include, ata
minimum, resuscitation bags and oral alrways;

() Emergency madications, intravenous fluids,
and related supplies and equiprhent;

(9) Sterite suturing equipment and supplies;
(h) Adjustable examination light;

(i) Containers for soiled linen and waste materials-

with covers; and

(i) Appropriate equipment for the administering of
general anesthesla, if applicable.
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Chapter 59A-9.0225(1), F A.C.

This STANDARD s not met a3 svidenced by:
‘Based on observation and Interview, the facility -
failed to maintain the crash cart, which Includes
emergency medications.

Findings Include:

During & tour of the facHity conducted on
4-27-2010 at 11:00 am, the surveyor raquested to
observe the facliity’s criish cart coniaining
smergency medications. A review of the
medications within the medication case, reveaied
isupre! expired 272008, ipscac Syrup 2/2009 and
another container of Ipecac 372010, and
Nalbuphine 8/2008, The faciity staff advised new
medications were In routs, as they had been
previously ordered.

Class Nl .
Correction date: 5-27-2010

Clinic Supplies/equip. Stand.-2nd Trimester
Emergency equipment shall be provided for
immediate use, maintained in functiorial

condition, and capable of providing at isast the
following services.. .

{a) Inhalation thnmpy‘ . '
(b) Defibrillation
{c) Cardiac monitoring

AFEK Form

(d) Suctioning
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(e) Maintenance of patient airway .
Chapter 59A-8.0225(2), F.A.C.

This STANDARD is not met as evidenced by. -
Based on observation and Interview, the facility
failed to ensure emergency equipment provided
for immediate use is maintained in functional
condition.

Findings include:

During the tour of the facility conducted on
4-27-2010, the surveyor observed the fagility's
defibrillator was serviced for technical
maintenance January 2010. The defibrillator
neaded a new battery, Fagcility staff advised the
battery has been ordered. Facility staff
acknowladged at the time of the aurvey, the
facility's defibrillator located within the procedure
room, was not functional and that it needed a new
battery.

Class Hl )
Corraction dats: 5-27-2010

Clinic Personnel-2nd Trimester

Orientation. Each fecllity shall have and execute.
a written orientation program to familiarize each
new staff member, including volunteers, with the
facliity and its policias and procedures, to Include,
at a minimum, fire safety and other safety
measures, madical emergencies, and infection
control,

In-service Training. In-service training programs
shall be pianned and provided for all employees
including full time, part ime and contract
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employees, st the beginning of empioyment and
at ieast annually thereaftar and will also apply to
all volunteers o ingure and maintain their
understanging of thelr duties and resporisibilities.
Recorda shall be mairdained to reflect program
content and Individual attendance. The following
training shall be provided at lcmst annually, and
for surgical assistants and volunteers, must
include training in counseling, patient advocacy
and specific responsibilities assoclated with the
services they provide:

(a} Infection control, to include at a minimum,
universal precautions against blood-borna
dissases, general sanitation, personal hygiene
such as hand washing, use of masks and gloves,
and instruction to staft if thers Ig a likelihcod of
transmitting a disease to patients or other staff
members.

(o) Fire protection, to include evacuating patients,
proper usa of fire extinguishars, and procadures
for reporting fires;

{c) Confidentiality of patient information and
records, and protecting patient rights;

(d) Licensing regulations; and

() Incident reporting.

Chapter 69A-9.023,(4) and (6), F.A.C.

This STANDARD s not mst a8 avidenced by:
Based on record review, the faciiity falled to
ensura In-sarvice tralning was conducted on an
annuat basis and included fire protection,
licensing regulations, infection control,
confidentislity of potiont information. and incident
reporting.

Findings include:

Review of 4 out of 5 personnal records conducted
on 4-27-2010, revesied stalt #1, #2, #3, and #4
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personnei records did not include in-services In
fire pratection, licahsing regulations, Infection
contral, confidentiality of patient information, and
incident reporting on an annual basis. Staff#1
(medical assistant) last completed In-service
1-23-2009, staff #2 (medical assistant)
1-21-2008, staff #3 (uitrasound technician)
1-6-2009, and staff #4 (medical assistant) . |
1-8-2009. The surveyor reviewed both personnel "
records and tha facllity's pelicy and procedure ;
manual which contained in-setvice
documentation, however, the in-service :
documentation within the policy and pracedure
manual was not current either. Facility staff
confirmad the findings. o
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FLORIDA AGENCY FOR HEAITH CARE ADMINISTRATION

THOMAS W. ARNOLD
CHégblch,;\}ggT Better Health Care for all Floridians OSECR ETARY
May 11, 2010
Administrator

A Woman's Care
68-A NE 167th Street
Miami, FL 33167

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on April 27,2010 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 (10) 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 May 27, 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 surveyor. Should you have any questions please call
Nancy Lubin, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
£.Lasntle o

R. Steve Emling ~ por-
Field Office Manager, Area 11

Headquarters

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

Miami Field Office

8355 N.W. 53rd Street, First Floor

Miami, FL 33166

Phone (305) 593-3100; Fax (305) 499-2190




