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A 000 INITIAL COMMENTS A 000

Abortion Center Re-licensure survey was
conducted 8/10/2010. A Woman's Werld Medical
Center, Inc. had deficiencies found at the time of

the visit.

A 100 Physical Plant Req.-2nd Trimester A 100

The following are minimum standards of
construction and specified minimum essential
physical plant requirements which must be met
when praviding second trimester abortions.

(1) Consultation room(s) with adequate private
space specifically designated for interviewing
counseling, and medical evaluations;

(2) Dressing rooms designated for staff and
patients;

(3) Handwashing station(s) equipped with a
e. | mixing valve and wrist blades and located in each
T patient exam/procedure room or area:

(4) Private procedure room(s) with adequate light
and ventilation for abortion procedures;

(5) Post procedure recovery room(s) equipped to
mest the patient's needs;

(6) Emergency exits wide enough to
accommodate a standard stretcher or gurney;

(7) Cleaning and sterilizing area(s) adequate for
the cleaning and sterilizing of insfruments;

(8) Adequate and secure storage area(s) for the
storage of medical records and necessary
equipment and supplies; and
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A 100 | Continued From page 1 A 100
(9) If not otherwlse requirec by the Florida
Building Code, at least one general use loilet
room equipped with a hand washing station,
Chapter 59A-0.022, FAC.
This STANDARD is not met as evidenced by: A100 ) .
Based on ohservation and interview it was As of 8/15/2010 each patient will | 8/15/20
consultation area adequately provided a private .
space for interv]ewing‘ counse“ng‘ and evaluations: ConSUIt, U'trasound,
conducting medical evaluations. lab work, and counseling done in
The findings include: the exam room. The exam room
is an enclosed room with 4 walls
During initial tour of the clinic with an .
Administrative Assistant, conducted on and 1 door for privacy for
08/10/2010 beginning at approximately 9:15 AM, patients. This has been discussed
the Administrative Assistant was asked to point . . .
out the consultation room, At this time she with the Medical r?nrector. and he
brought this surveyor to a room with one wall with agrees that all patients will have
a reception window, 2 full walls, and a countertop : o inth
as the fourth wall that joins the srnall hallway. their evaluati .ns done in the
This small hallway contains a doorway 1o the exam room with 4 walls and 1
procedure room (that Is directly next to the door. If the consult room is
consultation area); then a restroom; a lab and . . .
Kitchen at the end of the hallway and a doonvay occupied the patient will need to
to the recovery room is on the opposite side of sit back in the lobby and wait
the hallway from the restroom. There are two . . ;
desks In the center of the room (that face each until the room is available. The
other) that are separated by tall bookshelves in protocol manual has been
the consultation area. In addition thera is a chair dated
next to each desk with a tall bookshelf on the upcated.
other side of the chair. Any patient "buzzed" in
from the waiting room would have the ability to
sce patient's receiving counseling in these areas.
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A 100 Continued From page 2 A 100

Any patient that utilized the hallway, to go to the
rest room, procedure room, Or recovery room has
the potential to hear a patient in the counseling

area. This requirement notes a consultation | A100 | Each patient will have counseling 8/15/10
room with adequate private space is a minimum i the exam/procedure room. A

standard for the physical plant of an abertion ] / p_ _

clinic. This area is not an enclosed room and single room with 1 door. Which

provides the potential for a patlent to be seen or will be closed during counseling.

overheard by other patients. During interview )

with the Administrator, conducted on 08/10/2010 No one else will have access to

at approximately 11:35 AM, she stated this this room except the office staff

consultation area has not been a concern in the dthe d

past and that all patients have to be “buzzed" in. and the doctor.

When asked if a patient could be in the
counseling araa when other patients would be in
the recovery area, restroom, or in the procedure
room, she replied, yes.

A 168 Clinic Suppliesfequip. Stand.-2nd Trimester A 158
Equipment Maintenance.

(a) When patient monitoring equipment is utilized,
a written preventive maintenance program shall
be developed and implemented. This equipment
shall be checked and/or tested In accordance
with manufacturer's specifications at periodic
intervals, not less than annually, to insure proper
operation, and a state of good repair. After
repairs and/or alterations are made to any
equipment, the equipment shall be thoroughly
tested for proper calibration before retumning it to
service. Records shall be maintzined on each
piece of equipment to indicate its history of
testing and maintenance. .

(b) Al anesthesla and surgical equipment shall
have a written preventive maintenance program
developed and implemented, Equipment shall be
checked and tested in accordance with the
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A 155 | Continued From page 3 A 158
manufacturer ' s specifications at designated
intew-gls, notdlessttllan f;nm.sgny, to ensure proper | A156 As of 8/15/10 each of the 8/19/10
on and a state of good repair. . . .
oper n 9 P following equipments will have'
(¢) All surgical instruments shall have a wg‘gten an individual log stating date of
preventive maintenance program develop and . ,
implemented. Surgical instruments shall be service, purpose of service,
cleaned and checked for function after use o approximate date of next service
2:;:8 proper operation and a state of good and a signature of the service
person, with their company
Chapter 59A-9.0225(7), F.A.C. name. This shall include the
This STANDARD is not met as evidenced by: centrifuge, dry heat sterilizers,
Based on observation, interview, and record irati
>e . o vac irat
review it was determined the clinic did not ensure ultras.ound, 2 uunT aspiration
the written maintenance pragram was machine, small refrigerator, deep
1mp!emented, SpeCIﬁC«a“Y related to testlng freezer and the defibrillator.
equipment (nof less than annually) to ensure ]
proper operation and a state of good repair. These equipments shall be
. inspected no less than once a
The findings include: .
year for proper operation and to
During tour of the clinic, conducted with an insure they are working properly
Administrative Assistant on 08/10/2010 beginning ding t fact
at 9:15 AM. the following equipment was [ocated, according to manutacturer
for use, on the premises: a centrifuge; 2 specifications. This will be
autoclaves: an ultrasound; a suction machine; a :
small refrigerator, a small freezer; and a evaluated at each annual meeting
defibrillator. Each of these items did not contain with the staff and Medical
a sticker that noted inspections. The . ;
Administrative Assistant stated she was not Director to insure the
aware of the requirement to inspect equipment on maintenance on the equipment
an annual basis. Review of the policy and ; :
procedure refated to equipment maintenance has.b.een implemented. This
indicated equipment will be malntained according deficiency was completed on
to the manufacturer's instructions and 8/19/10 by medi ;
. ] - o edical equipment
preventative maintenance and calibration will be / /. . y . q. P
recorded on appropriate control logs. During technician, Brian Lawrie, BMET.
subsequent interview with the Administratar,
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A 156| Continued From page 4 A 156
conducted on 08/10/2010 at approximately 10:20
AM, she confirmed that the above noted

equipment had not been inspected and logs of
inspections have not been maintained.

A 202 Clinic Personnel-2nd Trimester A 202

Orientation, Each facility shall have and execute -
a written orientation program to familiarize each A202 Each employee and contracted 9/1/10
new staff member, including volunteers, with the | hav | fil

facility and its policies and procedures to include, ; employees have an employee flie

at a minimum, fire safety and other safety that will contain the following: Date
measures, medical emergencles, and infection of Hire, start date and rate of pay at
contral. start along with raises and the dates
In-service Tralning. In-service training programs given.

shall be planned and provided for all employees

including full time, part fime and contract Employee orientation will include:
employees, at the beginning of employment and

at least annually thereafter and will also apply to *Job Descriptions for every

all volunteers to insure and maintain their

understanding of their duties and responsitilities. employee

Records shall be maintained to reflect program =(linic Policies and Procedures
content and individual attendance. The following *fire Safety Rules & Evacuation Plan

training shall be provided at least annually, and .
for surgical assistants and volunteers, must for staff and Patients

include training In counseling, patient advocacy *Medical Emergency Protocol
and specific responsibillties asgociated with the *|nfection Control

services they provide: "o et
(a) Infection control, to include at a minimumn, Patient Confidentiality

gniversal precautions against blood-barne *Counseling of Patients
iseases, general sanitation, personal hygiene * -

such as hand washing, use of masks and gloves, *Rec'ord Keeplng-

and Instruction to staff if there 3 a liikelihood of Incident Reporting
transmitting a disease to patients or other staff *Licensing Regulations
members. ‘

(b} Fire protection, to include evacuating patients,
proper use of fire extinguishers, and procedures
for reporting fires;

(c) Confidentiality of patient information and
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A WOMAN'S WORLD MEDICAL CENTER, INC. FORT PIERCE, FL 34350
SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o)
e (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION TAG GROS&REFERESEF%%;{E% g‘\j)e APPROPRIATE DATE
A 202 | Continued From page § A 202
records, and protecting patient rights;
(d) Licensing regulations; and
(e} Incident reporting.
Chapter 59A-8.023,(4) and (5), F.A.C.
P ) ®) A202 9/1/10
This STANDARD is not met as evidenced by. Cont'd |  Administrator will include
Based ori record review and interview it was documentation of orientation at hire
determined the clinic did not ensure each staff ion of review or
member has documentation of an orientation: a anfl doc%lmentatlon ofr f
job description; and required annual inservice orientation annually in February 0
trainings for 7 of 7 employees and contractors. each year after.
The findings Include: This standard has been included in
the policies and Procedures protocol
During p::’sonne! retgord re;lew gnd intervit/a;v0 10 manual. The review of orientation
with the Administrator, conducted on 08/10 for
beginning at approximately 11:00 AM, she stated has been added to the-agenda' °
some staff do not have personnel files and for the the Annual Staff Meeting that is held
?thers she_l;:s only maintdained a ctzzy of dcurrent in February every year. T he
icensure. There was no documented evidence _— i
of a job description; orientation; ar annual attendants will sign 2 meeting
inservice training refated to fire safety, infection attendance log with the date of the
por]gol.tconﬁdc_anti‘?lity,hlic::r;lsing regulations, and event and a copy will be placed in
ncident re: r -
Ia e con;;c;rgggr;s :o the following employees each employees permanent file.
Contractor #1: contracted since 1985
| Contractor #2: contracted since 1997
Contractor #3: contracted since 2005 -
Employee #4: employed since 02/27/2010
Employee #5: employed since 1997
Employee #6: employed since November 2004
Employee #7: employed since April 1891
The Administrator stated that she did not have
any knox_Medge of the requirement to maintain job
descriptions, orientation records, or annual
inservice training records for employees and
contractors.
HCA Form 3020-0001
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A 301| Continued From page 6 A 301
A 301 Medical Screening/eval.-2nd Trimester A 301
Laboratory Services,

(@) Laboratory services shall be provided on-site
or through arrangement with a laboratory that
holds the appropriate federal Clinical Laboratory
improvemnent Amendrments (CLIA) certificate and
state of Florida clinical laboratory license issued
pursuant to Chapter 483, Part|, F.S.

(b) All laboratory services provided on-site shall
be performed in compliance with state of Florida
clinical Iaboratory licensure and federal CLIA
provisions.

Rh factor. Rh testing for Rh negative patients
shall be conducted, unless reliable written
documentation of blood type is available.

All laboratory test reports shall be placed In the
patient' s medical record.

All laboratory test and storage areas, recards and
reports shall be available for Inspection by the

agency.

If a person who is not a physiclan performs an
ultrasound examination, that person shall have
documented evidence that he or she has
completed a course in the operation of ultrasound
equipment. The physiclan, registered nurse,
licensed practical nurse, advanced registered
nurse practiioner, or physician assistant shall, at
the request of the patient and before the abortion
procedure is performed, review the ultrasound
evaluation results with the patient, inciuding an
estimate of the probable gestational age of the
fetus.

A test for anemia shall be performed.
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A 301

Continued From page 7

Chapter 59A-0.025(2), (4), (5), (), (7), and (3)
F.AC.

This STANDARD is not met as evidenced by:
Based on observation, interview, and record
review it was determined the clinic did not ensure
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.

The findings includs:

During tour of the clinlc, conducted with an
Administrative Assistant on 08/10/2010 beginning
at 9:15 AM, the ultrasound was obgerved in the
procedure room. When asked who performs the
ultrasound testing, this Administrative Assistant
repiied that she does and the other Adrministrative
Assistant does. When asked about training on
the ultrasound equipment, she stated that the
physician showed them how to use it She then
stated the physician still conducts an ultrasound
test on cach patient, When asked why she or the
other Administrative Assistant conduct an
ultrasound examination, she replied to confirm a
pregnancy and to take fetal measurements and
call the physician with these measurements.
Review of personnel records for these 2
Administrative Assistants did not reveal any
documentation related ta training. They did not
even have personnel records to raview. During
interview with the Administrator, conducted on
08/10/2010 at approximately 11:00 AM, she
stated the 2 Administrative Assistants do not
have personnel files. She confirmed that these to
staff members conduct ultrasound testing prior to

| the amival of the physician. When asked why the

A 301

A301

has been updated.

As of 8/10/10 ultrasounds will be
performed by the medical doctor
before each abortion per state
requirements. Any staff member
who have had a course in ultrasound
technique will have documentation
of a completed course in there
permanent file. As of 8/10/10 only
the Medical Doctors are performing
the ultrasounds. The protocol book

8/10/10
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A 301

A 350

Continued From page 8

need for 2 ultragound tests for each patient, she
replied these 2 staff members conduct the first
ultrasound test fo determine gestational age, so
the clinic knows what to charge each patient
She stated charges ara different for different
gestational ages and they need 10 know that
information so they can tell the patient how much
maney to bring on the day of the procedure. She
confirmed that these 2 staff members do not
have any course completion or certifications to
perform ultrasound testing.

Abortion Procedure-2nd Trimester

Any abortlon clinic which is providing second
trimester abortions must be in compliance with
the following standards relative to second
trimester abortion procedures:

(1) A physician, registered nurse, licensed
practical nurse, advanced registered nurse
practitioner, or physician assistant shall be
available to all patients throughout the aborticn
procedure.

(2) The abortion procedure will be performed in
accordance with abstetric standards and in
keeping with established standards of care
;egardlng the estimation of gestational age of the
etus. :

(3) Anesthesia service shall be organized under
written policies and procedures relating to
anesthesia staff privileges, the administration of
anesthesia, and the maintenance of strict safety
controls.

(4) Priar to the administration of anesthesta,
patients shall have a history and physical
examination by the individual administering

A 301

A 350
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A 350| Continued From page 8 A 350
anesthesia, including laboratory analysis when
indicated.

(5) Appropriate precautions, such as the
establishment of intravenous access at least for
palients undergoing post-first timester abortions.

(6) Appropriate monitoring of the patients vital
signs by professionals licensed and qualified to
assess the patient's condition will occur
throughout the abortion procedure and during the
recavery period until the patients condition as
specified by the type of abortion procedure
performed, is deemed to be stable in the recovery
room.

Chapter 59A-9.026, F.A.C.

This STANDARD is not met as evidenced by. A350
Based on clinical record review and interview it As of 8/14/10 the surgery sheetin 8/14/10
was datermined the clinic did not ensure every 2™ trimester patients chart
appropriate monitoring of the patient's vital sighs - j
by professionals licensed and qualified to assess will include documented vitals
the patient's condition occurred throughout the during the abortion procedure to
abortion procedure and during the recovery include:
period until the patients condition as specified by '
the type of abortion procedure performed, is
deemle‘::i stabie ‘ijn the recovery room for 2 of 2 Blood Pressure, Pulse, Pulse
sampled second trimester abortion records i irati
reviewed (Patient#4 and Patient #6). (_Jx'mew’ an_d resP'ratlo_ns bya
licensed medical professional.

The findings included:

During review of 6 clinical records, 2 were
identified to have received second trimester
abortions procedures. Review of these 2 records
did not include documentation of the rmonitoring
of vital signs by professionals licensed and
qualified to assess the patient's condition during
the abortion procedure and during the time spent
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o FORM APPROVED
Agency for Hgalth Care Administration
STATEMENT OF DEFICIENCIES | (x1) PROVIDER/SUPPLIERCLIA {X2) MULTIPLE COMSTRUCTION x3) gg;ﬁfg%ff
AND PLAN OF CORRECTION [DENTIFICATION NUMBER A BUILDING

AC13910054 byme 08/10/2010

NAME OF PROVIDER OR SUPPLIER
A WOMAN'S WORLD MEDICAL CENTER, INC.

STREET ADDRESS. CITY, STATE, ZIP CODE

503 SOUTH 12TH STREET
FORT PIERCE, FL 34950

z PROVIDERS PLAN OF GORREGTION ey
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES . s EAG CORRBCTIVE ACTION SHOULD B CoNmneTE
p?igx éEQ%’&&%’é‘i‘%’?&%‘.’éEﬁﬁ 52?3;&%%; "’?52"‘ CROSS-REPERENCED TO THE APPROPRIATE DATE
DEFICIENCY) :
A 350 Continued From page 10 A 350
in the recovery room. During interview with the
Administrator, conducted on 08/10/2010 at A350
appreximately 11:35 »‘Wt‘. S?fﬂle ;cknc‘iltvéefigedfﬂ"%a l Vital signs will be monitored and 8/14/10
documentation does not reflect monitoring Ot Vi . .
signs. She stated vitals are faken prior to the documf"ted.by a licensed medical
procedure and prior fo discharge. She stated the professional in the recovery room at
pfgys:cian lchec_ks wr\‘;?heach Ezg?:tthpﬁo; to the the start of the recovery period and
physlcian leaving. When as e physician . L
checks vitals, she replied, no he just asks them again before the patient is
how they are feeling. discharged.
During initial tour of the flinic with 2n Blood Pressure cuffs, both adult and
Administrative Assistant, conducted on : :
08/10/2010 beginning at approximately 8:15 AM, large size are kept in the surgery
she was asked where the blood prassure cuffs room and the recovery room at all
were lo¢ated during the observation of the times.
recovery room. She replied that they had
participated in a health clinic over the weekend The protoco! manual has been
and that the blood pressure cuffs were In the dated flect th
Administrator's truck. VWhen asked who takes the updated to reflect these changes.
blood pressures in the recovery room, she replied
that she does or the Administrator does (neither
are licensed or certified professionals that are
qualified to assess a patients condition and to
determine if a patient Is stable in the recovery
room).
HCA Form 3020-0001
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I
FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION
MAS W. ARNOLD
CHégt',IEER%%gT Better Health Care for all Floridians THOSEg RET ARs
August 10, 2010
Administrator

A Woman's World Medical Center, Inc.
503 S. 12th Street
Fort Pierce, FL 34950

Dear Administrator;

This letter reports the findings of a state licensure survey conducted on August 10, 2010 by a
representative of this office. Attached is the provider's copy of the State Form 3020, 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 September 10, 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
hitp:/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 agency's representative. Should you have any questions
please call this office at (561) 381-5840.

Sincerely,
\]
(iloe /7!70 O fp
Arlene Mayo-Davis
Field Office Manager

AMD/hl
Enclosure

Headquarters

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

Delray Beach Field Office

5150 Linton Boulevard, Suite 500

Delray Beach, FL 33484

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




