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A ralicansure survey was conducted on March
26, 2014. AWoman's Choioe, inC, had fivensure
deficiencies found at the time of the visit »
The following Is & description of the A/[
non-compllance: o Sake in 7[/“_ 4
Z -
A100| Physical Plant Req.-20d Trimester At00 S B whivh |
i 3 (L hﬁ ol L
‘The following are minimum standards of P 3
construction and specified minimum essential ot s urt
physical plant requirements which must e met sk Wk ¥
when providing second timester abortions. "J 1@ . é&
- « a8
(1) Consultation room{s) with adequate private J 'f /\L % azr
space i i for interviewi N “
counseling, and medical evaluations; “P f"”‘“(zu 7 pike
; ﬂf/f o d (w7
(2) Dressing rooms designated for staff and w 4 @
atients, .
P b‘jﬁ 5T ZLadke 14« of
(3) Handwashing station{s) equipped with &
fmixing valve and wrist blades and focated in sach M{Lu, Fo ek
patiant sxam/procedure 00 of aree; fomn Limp forh witt
7
{4) Private procadure room(s) with adequate light \}/ 00
and ventitation for abortion procedures; C W/’ k2 &9 A- 9, 033,
A £
{5) Post procedute recovery 1ootm(s) sgulppad to F A
meet the patient's needs;
{8) Emergenoy exits wide enough to
accommadste a standerd stretcher or gumey;
(7) Cleaning and sterllizing area(s) adequate for
the cleaning and sterilizing of inatrumants;
(8) Adequate and secure storage area(s) for the
storage of medical records and neceseary
KHCAFoHT
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ou[orliy.

¥ eorinuion sheet 10710



04/15/2014 13:26
B4/01/2814 14:58

STATEMRNT OF DEFICIENCIER
AND PLAN OF CORRECTION

RECEIVED ©4/15/2814 13:25

3058289974
3055933121

3855933121
& WOMAN'S CHOICE
SHCA

AHCA

PAGE 83
PAGE  #5/13

PRINTED: 0450112014
FORMAPPROVED

- ACT3980084

{8) MULTIPLE CONSTRUCTION

ABURDING e

B.WING

08 1D
FREFIX
e

NAME GF PROVIDER OR SUPPLEER
AWOMAN'S CHOICE, ING,

STREGT ADDRESS, GITY, STATE, ZIP CODE

48400 NW 78 PL SUITE #118

HIALEAH, FL. 23043

E) DATE SURVEY
COMPLETED

03/26i2014

TUMMARY STATEMENT OF DEPICIENCIES
{EAGH DEFICIENCY MUSY BE PREGEDED BY FULL
REGULATORY OR LAC IDENTIPYING INFORMATION)

o PROVIDER'S PLAN OF CORRECTION
{EACH CORREGTIVE ACTION SHOULD BE

REFIX
PTAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENGY)

o),
COMALETE
QAT

A0

Aozl

Continued From page 1
equipment and supplies; and

(8) If not otherwise required by the Florida
Building Code, &t least one genarel use tollet
room equipped with & hand washing station.

Chapter 58A-8.022, FAC.

‘This STANDARD is not met as evidenced by:
Based on observation and inferview, fhe facility
failed to ensure the handwashing sink utifized in
the procedure room Is equipped with wrist blade
faucet handles.

Findings include:

Atour of the faclity was conducted on 3/26/2014
beginning at 12:00 pm. Observation of the
handwashing sink identifie 25 being used for the
procedare rootn revealed the sink has two smal,
round faucet handies (one for hot and one for
cold), and rotwiist blads faucet handles.

An intsrview conduoted at 1:41 pm with Medical
Assigtant #1 and the Office Secratary confirmad
the procedure room handwashing sink does not
heve wrist blade faucet handles.

Clinic Persannel-2nd Trimester

Orientation. Each facility shall have and execite
awritien ion program to familiark h
new staff member, including velunteers, with the

faclity and it policies and procedures, fo include,

At00
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e REQULATORY OR LSG IDENTIFYING INFORMATION) T CROSE REFERENCEDTO T %mmaomwrg DATE
A202{ Confinued From page 2 AZ02 /}' D0 >
ata minfum, five safely and other satety &
measures, medioal emergencies, and infection AR [ Monbec -,
control,
o ] - -/’M
In-service Training. In-service training programs 5 /
shall be plannied and provided for &l employess y W o hed net !kf
including full time, part time and contract 6/
p atthe i ¢ and M- e i
at least annually tereatter and will aiso apply 10 Lomp boed ]
all volunteers to insure and mainizin thelr [rsiice 4ERK, As
uﬂderstmdin? :f their duties and responsibliiies. pey "
Records shall be maintained & refiect program
content and individual attendance. The following of '4/""7- / = oeld
training shalt be provided at least annually, and P A
for surglcal assistants and volunteers, must b primbnte 2
include fraining In counseling, patient advocacy s hen rcfrried
andspacmreapof\slhﬂiﬁoumcdahdvﬁmihe Lo w;};,,
wwlc;zshey pmvx}im . in L D plisaes
{8).Infection control, to include et @ minimum,
uiversal precautions against biood-bome chsfk( 5G4 .09 &
diseases, general sanitation, personal hygiene and (83 # A,
such as hand washing, use of masks and gloves, '/A'-
and instruction to staif if tharw s a likeihood of 7 a 1“ @ prlsgess
transmitting a disease to patients of other staff o oy A‘_ 455, ’fw 4
members, / At
(b} Fire protection, 1o Include evacuating patients, . s
proper use of fire extinguishers, and procedures W ()‘7[ q‘ﬁ_u'/z'} ‘/
for reporting fires, B
{e) Confidentiality of patient information and all empleyees ) foss e
records, and protecting patient rights; . ( Sod
(d) Lisarsing regulations; and '/’l"e“' Grnwae n “
{2} incident reporting. ’{""‘j""v'} 50 27
Chapter 50A-9.023,(4) ard (8), FAC. o ba e fopse 1t
by diea Fhf
This STANDARD is not met ¢ avidenced by: Shr e
Based on Interview and racord review, the faciity _7624(“0_ .
fuiled to ensure that ail employees received vearly
inservice raining for 1 of 4 facility
FRGKFarn S020-0001
STATE FORM R OPFPY W onfinugion shwet 30710
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SUMMARY STATEMENT OF DEFICIENCIES
[EACH DEFICIGNCY MUST BE

D
P(:AE)FIX PRECEDED 8Y FULL
TAG REGULATORY OR L8G IDENTIFYING INFORMATION)

PROVIDER'T PLAN OF CORRECTION. o
(EACH CORRECTIVE ACTION

B
PREFX $HOULD BE
TAG ROSE-REFERENCED TO THE APPRUPRIATE
DEFICIENCY)

A202] Continued From page 3

reviewad (Siaff #2).
Firclings include:

A review of the facility's Employee Handbook was
condusted on 3/26/2014. Review of page 18 titled
“Employee Hancbook Log" revealed that on
20412014 three of four facifity employess (Staff #1,
Staff#3, and Staff#4) signed the signature page
#ttasting that they reviewed the Employee
Handbook since their previous inservice tralaing
on 24212013, Staff #2 was noted to have last
sigred the Employee Handbook Log on
211212043 with no signature found for 2014.

Further review revealed separato pages titled
{raining Log" for Steff #1, Staff 43, and Btaff #4
which fisted training topics, an inservice date of
20442014, and total hours of training. ATraining
Log sheet was not found for Staff #2 for 2142014
or for any leter date. No other documentation for
Staff 42 relating fo 2014 Inservice training was
found in the Erployee Handbook dinder of in
Statf #2's personne! e,

An inferview conducted with the Office Secretary
&t 11:15 am revesied she believes Staff #2 was
outthe day af the training and therafore she did
riot attend on 2142014 with the other staff
members. The Office Secretary was unsble at
this tima to locate any documantation that Btaff
#2 received this training at 3 later date.

A302 Medical Screening/eval -2nd Trimester

Laboratory Equipment and Supplles.

(8) All equipment and supplies for the collection,
storage, and testing of specimens shall meet the

A202

A302

i

S o T

STATE FORM

QEFA # eonlinuation sheet 40710
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A302| Continved From page 4 A3DZ ,q L322
provigions of Rula 50A-7 F.A.C,, and shall be ; 2. %, st
maintained according to menufscturer ' L ‘t{ém L{‘
Instructions and in 8 manner that ensures Swpp lits
acourste test resufts. ah. 4 /“//
se i ffent
{b) Temperature controllad spaces for the storage W. 6’7 - 7 1 p{
of specimens or testing suppiies shall be drscavded as Shak
monitored and recorded to ensure that the proper Lo
slorage temparature is maintained. in Sl Spiy,
{€) All Gt supplies and matarials shall not be 74* offre manip
used beyond theis expiration dets. el Bigen 1nspekes
{d) Adequate fagilifies and supplies for ihe oz S URA Ny
collection, storage and tranaponation of . / v L .y
fabaratory specimens shal e avallaie on sie, a POy payS g
gg,(f; -,
Ghapter 59A-8.025(3), FAC. L pfd % f
. Lesrn
“This STANDARD is not met as avidariced by: Sopplies pects
Based on observation and interview, the facilty Aiscarded 2 il riplead
tailed to ensure explred supplies and medications 7 s .
were removed 2 appropriate relating 1o 2 of 8 LoAn pe P Ly,
packages of BD Vacutainers observed, an
expired bottle of medication found in the
procedure room, and an sxpirad botlle of
hydrogen perexide found in the procedure room.
Findings include:
A toue of the facility was conducted at 12:00 pm
with Medical Assistant #1 and the Office
Sewretary.
An obssrvation of the faciiity's BD Vacutainer
supplies revealed a total of 8 packages of small
vials used to collect blood for blood tasts, Twe of
{he 8ix packeges were opsnad, one package was
observed with an explration date of 10/2013 and
the other package was observed with an
FHGA arm 30200001
STATE FORM L GEFPY 1 cortinugtion sheet $ of 10
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x4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L5 IDENTIFYING INFORMATION}

i}
PREFIX

PROVIDER'S PLAN GF CORREGTION o)

{ ACTION &) D BE

TG CROSS-REFERENCED TO THE APPROPRIATE Dare
DEFICIENCY)

Azoz

A400

Continued From page &

expiration date of 22014, The Office Secretary
confirmed with expiration dates and removed
both packages from the Supply area.

Atour of the procedure room revealed a bottie of
Diphenhydramine Hydrochleride Injection USP
S0mglmi with an expiration date of Septamber
2013 was in 2 small medicine cabinet affixed to
the wall. The Office Secretary confirmed the
explration date of September 2013 and removed
{he bottie.

Atour of he procedure reom also revealed the
gpened bottle of Hydrogren Perioxide nad an
expiration date of 2/2014. The Office Becretary
confirmed the expiration date and disposed of the
bottle.

Recovery Rm Stand.-2nd Trimester

Each abortion clinic which is providing secord
timester abortions shall comply with the following
recovery room standards when providing second
{imestar abortions:

{1} Following the pracedure, post procedure
recovery rooms will be supenised and staffed
meat the patient's needs, A physician or physician
assistant, & licensed registarad nurse, a licensed
practical nurse or an advanced ragisterad nurse

oner who s trained in the. 4 of
1he recovery area shall be avaiiable 10 monitor
the patient in the recovery room untt the patient
is discharged. The individual must be cedified in
asic cardiopuimonary resuscitation. A patientin
the post-operative Of recovery feom shall be
observed for as long as the patient's condition
warrants.

Azb2

A400

AFCATarm 30205001

STATE FORM

bl QOFPHL
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(2) The clinic shall arrange hespitalization if any

ication beyond the medical capability ot the
staff ccours of 18 suspacted. The clinle: shall
angura that all appropriate equipment and
sarvices gre readlly sccessible to provide
apprapriate emergency resuscitative and iife
support procedures pending the transfer of the
patient or & vieble fetus to the hospital. A
physician sha sign the discharge order and be
readily sccessible and avallable untl the last
patient Is discharged to facilitat the transfer of
emargency cases if hospitalization of the patient
or viable fetus is necessary. The cinic medical
racords documenting care provided shall
aczompany the patient. These records will
inchude the contact information for the physician
who performed the procedure at the clinic.

(3) Aphysician shall discuss Rho (D) immune
globulin with each patient for whom it is indicated
and will ensure that it is offered to the patient in
the immediate postoperative period or that twill
be availatie o the patient within 72 hours
foliowing completion of the abortion procedure. If

| the patient refuses the Rho (D} immune globulin,

refusal Form 3130-1002, January 2006, " Refusal
1o Permit Admini Rh(D) bul

“, herein Incorporated by refarence, shall be
signed by the patiant and a witness, and shall be
included in the patient s medical record.

(4) Written instructions with regard to post
abortion coftus, signs of possible mexdical
complications, and generel aftercare shail be
given to each patient. Each patient shall have
specific witten instructions regarding access to
medicai care for complications, including &
telephone number to call for medical
emergencies. The physician will ensure that

Srrective Immd?%
atl madiod Pcords
wil! wpgedsd o
includs o S/a% SJorr
%/"' /A‘j.ra‘f»i‘ 57341»4*'5'
rfL-L //‘;{L;m‘ vett .Y/;f}’)
ek o e Dickas
Uil 25 4k Fihirk
szuv f Uz, ALx

ian will P 2o
Jo SR ot om 2ach
dischorgs 4o~ Usafreakon:
Madial fisighonchs #1

oech P et

ifuf ﬁivd;iw hert
Jor prae s s Sipaches
f o Jo erch FM@J}
chscluse, i leordS
@/L;(', /Z»‘L‘LZ\’”IL)M b"l
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{BACH GORRECTIVE AGTION SHOULD BE
CROSSR

®
PREFIX
TG EFERENCED TO THE APPROPRIATE
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A400

AHCA Formt

Gontinued From page 7
gither a registered nurse, licansed practical
d d furs i

A gl - P
physician assistant from the sbortion clinic tnakes

@ good faith effort to contact the patient by
telephone, with the patients consent, within 24
hours atter surgery to astess the patient's
rectvsry. A contact for post-operative care from
the facility shell be avallable to the patienton a
24-hour basis.

(5} Faciiity procedures must gpagify the minimum
length of ime for racovary a8 warcantad by the
procedure type and gestation period.

Chapter 88A-8.027, FAC.

This STANDARD ie not met as avidenced by:
Based on interview and record review, the facilty
failad to pp staff moni

the recovaty room after second trimester

ures were completed for 3 of 3 patient files

proced
(individua) #1, Individuzl #2, and Individual #3)
reviewed for second trimester procedures.

Findings include:

Areview was conducted on 3/26/2014 of patient
files for individuals who underwent second
frimester ures. The review revealed the
same form is used for each patient with the fiest
for history and the second page for
physlclan related services Including data
regarding the physical exam,
medication/anesthesia administered,
cbservations during the procedure, and the plan
for discharge. The physician was noted to sign
the botiora of the sacond page. A separate page
s used o recerd data related to monitoring of
inividuals in the recovery room postprocedure.

A0

(e F P phsore,
Ly Jou facill.

T

i

STATE FORM

il QgFP1 it exsnuation shoet 8ot 10
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“SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENGY MUST B PRECEDED BY FULL

1D
T
REGULATORY OR LSG IDENTIFYING INFORMATION)

]

m
PREFIX
145

JON SHOULD

P e
BE CoMPLETE
AR

400 Continued From page &

‘The information on the top helf of this pags
includes date, fime in the recovery room, vital
signs recorded, condition on discharge, and
Instructions to patient Below this information s a
slgnaturs ine denoted as “Doclors Assistant’,

Review of Individual #1's closed patient file
revealed Individual #1 underwent & second
irimester procedure and was seated in the
recavery room for 35 minutes with 3 vital eign
entries. The individual's condition at discharge
was hoted to be "stable”. Inifials were obseived
an the line next to Doctors Assistant but did not
match the physician's signature.

Review of individual #2's closed patient file
revealad Individuat #2 underwent a second
rimester procedure and was sagted in the
recovery foom for 50 minutes with 4 vital sign
entries, The individual's condition at dischargs
was noted to be “stable”. Initials were observed
on the line next to Doctors Asststant but did not
match the physician’s signature.

Raview of Individua) #3's closed patient fils
revesled Individual #3 underwent a second
trimester procedura and was seated in the
revovery room for 86 minutes with 3 vital sign
entries, The individual's condition at diacharge
was noted to be "stable”. Inftials were cbserved
an the liné next to Ductors Assistant but did not
match the physicigr's signature,

An interview was conducted at 1:11 pm with
Medical Assistant #1 (MA#1) regarding

a second timaster procedure, MA#1 stated that
the facility has two medical aesistants who

procadures for monitoring the racovery reem after )

‘monitor vital signs in the revovery room after all
8

A&

the initials on the
AHCATGrm 3020-0007
STATE FORM

QeFPH

W oonfinualion sheet 9of 10
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| (BACH CORR
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1 DEFICIENCY)
A 4Am Confinted From page 9 A4 }
! tecovery room sheets e from the medical |
i
|

| assistants and that the physician does not cossign

| the shests, She staied the faciity does nothave @

| nrse on staff and that the physician overseas

monitoring af patients in the recovary room. She

further stated that the physiciah sees all patients

| batore they are discharged but does not go back
into the patient fie to sign off on the recovary
roomn sheat for verification.

i ooninution sheat 100f 19



FLORIDA AGENCY FOR HEALTH CARE ADMINGTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR SECRETARY
April 2, 2014
Administrator

A Woman's Choice, Inc.
18400 Nw 75 PL. Suite #118
Hialeah, FL 33015

Dear Administrator:

This letter reports the findings of a state re-licensure survey that was conducted on March 26, 2014
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 April 25, 2014.

The plan of correction must include the following:

1. Identify how corrective action will be accomplished for those residents found to have been
affected by the deficient practice.

2. Describe how the facility will identify other residents having the potential to be affected by the
same deficient practice.

3. Explain measures to be put into place or systemic changes made to ensure that the deficient
practice will not recur.

4. Identify how the facility will monitor its corrective action to ensure the deficient practice is being
corrected and will not recur; i.e., what program will be put into place to monitor the continued
effectiveness of the systemic change.

5. Ensure that no protected or other confidential information (i.¢., resident or staff names) are
included in the plan.

6. State the completed date; the date that the facility identifies compliance can be achieved, which
must be after the exit date.

7. You must sign the bottom of page 1 of the statement of deficiencies; include your title and date.
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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
bttp://ahca.myflorida.com/Publications/Forms shtml as a first step in providing a web-based
inferactive 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
Faith Randolph, Registered Nurse Consultant at (305) 593-3100.

Sincerely,

s Hrrdipsir

Arlene Mayo-Davis( )
Field Office Manager, Area 11

Enclosure: State (3020) Form



