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An tnannounced visit was conducted on
Septembar 26, 2011 for a Relcensure State
, Survey at AWoman ' s Choice located at 8408
. NW 186th Street, Miami Lakes, Florida 33015, A
i Woman ' 5 Cholee was found 1o be in
| noncompliance with 380.074 F.S., B9A-S F.A.C.
| &t the time of the survey. The following )
- deficiencies ware identifiad.
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‘ Equipment Maintanance.

| (@) When patlent monitoring equipment 15 utiizeq,

| @ writtan praventive maintenance program shall

! ba devaloped and implemanted. This equipment |

- shall be checked and/or lested in accordance

' with manutacturers spacifications at periodic
intervals, not less than annually, t¢ insure proper

. eperation, and a state of good repsir. After
repaira and/or alterations are mada to any .

| equipment. the equipment shalf be thoroughty |

i testad for proper calibration befere retuming itto

! service, Records shall be maintained or aach

_ piece of equipment to indicete its history of

! testing and rnaintanance.

t

1 (B) Ali snasthesia and surgioal equipmant shali |

" have a written prevantive maintanarnce program |

 devsloped and implemented. Equipment shall be
checked and tested in mccordance with the

| manutacturer ' s specifications at designated

| intarvals, not less then annually, to ensure proper
operation and a state of good repalr.

| (c) All surgical instruments shall have a written

| preventive maintenance program developed and
| implamented. Surgical instruments shall be

. cleaned ond checked for function aRter use to
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ensure proper gperation and a state of good
repair,

Chapter 55A-9.0226(7}, F.A.C. ;

This STANDARD is not met as evidenced by
Based on observation and interview, the facility
faiied 10 ensure that preventive maintenanse was
conducted on all surgical aquipments,

| Findings include:

I
On September 26, 2011 at 10:5C a.m., the
surveyor conducted 8 tour of the faciiity with the
1 registered medical assistant. During the tour of i
the surgicat examination room, the surveyor
chserved a defibrillatar/vital signs monitor
machine, a suctioning machine, a sterflizer
+ machine, and an ultrasound machine. Further

observation revealed that the defibrilstorvial

signs monitor machine, the &uclioning rmachine, !
| the sterilizer machine, and the Litrasound [
machine had a bonded graen sticker with 03/2011,

1

!

written as the due date for maintenance. On
September 26, 2011 at 10:58 a.m, the surveyor
conducted an Interview with tha faciity * 3
administrator. When asked for the data that the
deflorilistor/vital signs monitor maching, the
suctioning machine, the sterilizar machine, ang
the ultrasaund machine ware last calibrated. the
administrator acknowledged that the green
- stickers have 03/2011 es the due date for
maintenance and statad that " the maintenance
campany has besn calied a few days ago ™.

i
i

} Corraction date;, Octoner 28, 2011
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Continued From page 2
Clinice! Racords

. A parmanent individuai clinlcal racord shall be

: kept on each clinic patient. Clinical records shall
be complete, accurataly dacumented, and |
systematically organized to facilitats storage and |
' retneval. |

|

|

; - |

| (a) Clinical records shall be complete, accurately {
- documented, and eystematizally organized to

taciiitate storage and retrigval.

() Clinical records Involving sscond trirastar
abortion procedures shall be kept confidential
and sacure.

| (¢) Cperative raparts signed by the physician

| performing the second trimester abertion shall be ;
f recorded in the: clinical record iImmediately ;
 faliowing the procedure or that an operative

| progress note is entered in the clincal record to
i provide pertinent information

| Chepier 59A-9.031(1), FA.C. !
| This STANDARD is not met as evidenced by: i
: Basad on regord review and interview, the facility
| failec to mccurately document clinical records for
1 out of 5 sampled patients (SP#34430).

Findings Includa:

Racord review of SP#34490 ' & filo ravealed that
¢ the facility administerad a surgical abortion
| procedure to SP#34490 on January 29, 2011 and
| on Saptember 10, 2011. Further revisw of
| SP#34400 ' 5 file revealed that It contained a :
signad congant farm dated January 29, 2011 and |
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1
an unsigned, blank consant form, ‘
. On September 26, 2011 at 10:57 a.m., the ,‘ i
| surveyor conducted an intarview with the i i
t adminigtrator. The surveyor handed the ‘
administrator SP#34480 ' 6 clinical file. When !
| asked why SP#34400 did not compiete a cansent !
 form for the September 10, 2011 surgical ‘ *
i precadure, the administrator acknowledged that | ]
i EP#34400 ' s fita did not contein & signed consent|
i form for the Saptember 10, 2011 surgical :
- procedure and stated, " SP#34480 came In and
* filad out forms, but the procadura was conducied
| at the physician * 5 offics because she had ‘
f myltiple caesarian surgeries. * The administ-ator
‘ continued to stata that gha called SP#34460 to go ! .
to the physician ' s office for the surgery. : i

| Conection date: Octoher 26, 2011 |

3
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FLORIDA AGENCY FOR HEATH CARE ADMINISTRATICM

ELIZABETH DUDEK
EISSESRCN%I—; Better Health Care for all Floridians SECRETARY

October 4, 2011

Administrator

A Woman's Choice, Inc.
6406 Nw 186th Street
Miami Gardens, FL. 33015

Dear Administrator:

This letter reports the findings of a State Licensure survey that was conducted on September 26,
2011 by a representative of this office.

Attached is the provider's copy of the State (3 020) 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 26, 2011.

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 surveyors. Should you have any questions please call
Faith Randolph, Registered Nurse Consultant at (305) 593-3100.

Sincerely,

)
&fzuﬂw(( el ‘{‘ﬂj —
14

Arlene Mayo-Davis ¢ :
Acting Field Office Manager, Area 11

Headquarters

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

Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, FL 33166

Phone (305) 593-3100; Fax (305) 593-3121




FLORIDA AGENCY FOR HEAITH CARE ADMINISTRATION
RICK SCOTT ELIZABETH DUDEK

GOVERNOR Better Health Care for all Floridians SECRETARY

AREA OFFICE 11
Guidelines for the Development of Plans of Correction (PoC)

The Plan of Correction (PoC) is intended to correct any systemic regulatory non-compliance found during the
survey process and remediate any specific non-compliance that may have been identified for the individuals residing
in the facility.

A PoC for the deficiencies must be submitted by 10 days after the facility receives its State Form. Failure to submit
an acceptable Plan of Correction within the required time frame may result in the imposition of remedies 20 days

after due date for submission,

Your Plan of Correction must contain the following:

l. What corrective action(s) will be accomplished for those residents/patients found to have been affected
by the deficient practice;

2. How you will identify other residents/patients having the potential to be affected by the same deficient
practice and what corrective action will be taken;

3. What measures will be put into place or what systemic changes you will make to ensure that the
deficient practice does not recur; and,

4. How the corrective action(s) will be monitored to ensure the deficient practice will not recur, i.e., what
quality assurance program will be put into place.

5. The PoC must be specific and realistic, have reasonable periods based on dates discussed during the
exit conference, and state exactly how the deficiency was/will be corrected. Stating “staff will be
trained” is not acceptable. An acceptable PoC might state that “staff was trained regarding policy and
procedure, before and after tests were given, daily staff monitoring will be performed, and staff will be
monitored daily and in two months/quarterly”.

6. PoCs should address the problem and be aimed at correction in a systematic sense, as opposed to
correcting an example or an isolated problem.

7. Please ensure legibility in responses.

Note: Please provide your correction next to each Tag and date it on the far right column.
Also please make sure that your Signature, Title and Date are on the bottom of the first
page of every Form.

Please send all your correspondence to the Miami address located at the bottom right hand corner of this
letter.

Headquarters

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

Area Office 11

8333 NW 53™ Street
Suite 300

Doral, FL 33166




