Emergency equipment ghall ba provided for
immediate use, maintained in functional
condition, and capable of providing at least the
following services:

(a) Inhalation therapy

(b) Defibriflation

(c) Cardiac monitoring

|
(d) Suctioning

(e) Malntenance of patient airway
| Ghapter 59A-9.0225(2), F.AC.

" This Standard Is not met as evidenced by:

' Based on observation and Interview, the abortion
| clinic's emergency equipment did not include

1 defibrillation, therefore; was not capable of

\ providing It at the time of the survey.

Findings include:

During @ tour of the facility conducted on
9-3-2008 at 1:30 PM. The surveyor toured the

| procedure room. The surveyor requested to see
the facility's defibrillation device as a part of their
emergency equipment. The administrator
advised he/she did not have one, and was s

unaware of the requirement to have a

Z0S3289974 P.oa
PRINIEW: wyiuoicuusw
FORM APPROVED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE sgnvev
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
AC13950034 B. WING 09/03/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
‘ CE, INC 6406 NW 186TH STREET
A WOMAN'S CHOICE, | FIAM FL 33015
SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X6)
%‘2;'3( 1 (EAGH DEFICIENCY MUST BE PRECEDED BY FULL EREFIX (EACH CORRECTIVE ACTION suomg.g BiAETE COMPLETE
TAG 1 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caoss-aerenagggité R g%a APPROPRI DATE
A 000 INITIAL COMMENTS A 000
|
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A 151,
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Continued From Page 1

defibrillation device at the clinic. The surveyor

. advised the administrator as the abortion clinic is

i licansed to perform 1st and 2nd trimester

| tarminations, the abortion clinic is required to

" have the capability of providing defibrillation
sarvices. The administrator advised he/ghe will
start calling around immediately to obtain the
defibrillation device. The surveyor was unable to
determine the abortion clinic's lack of
defibrillation services poses actual harm to
patients. The surveyor did observe Inhalation
therapy, Cardlac monitering, Suctioning .ahd
Maintenance of patlent airway (bags) at the time
of the survey.

Correction date: 10-3-2008

Clinle Persannel-2nd Trimester
- Each abortion clinic providing $econd trimester
abortions shall have a staff that is adequately
' trained and capable of providing appropriate
sarvice and supervision to the patients. The clinic
- will have a position description for each position
delineating duties and responsibllities and
maintain personnel records for all employees
performing or monitoring patients receiving a
second trimester abortion. The clinical staff
requirements are as follows:

Physicians. The clinlc shall designate a licensed
physician to serve as a medical director.

Nursing Personnel. Nursing personnel in the
clinic shall be governed by written policies and
proceduras relating to patient care,
astablishment of standards for nursing care and
mechanisms for evaluating such care, and

A 151
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A 201/ Continued From Page 2
nursing services. |

Allied health professionals, working under
appropriate direction and supervigion, may be
employed to work only within areas where their
competency has been established.

Chapter 50A-8.023(1),(2),and {3), F.AC.

This Standard Is not met as evidenced by:

Based on record raview and interview, the
abortion clini¢ failed to maintain personnel
records for all employees parforming or
monitoring patients recelving a second trimester
abortion.

Findings include;

During personnel record review conducted on
8-3-2008, the adminigtrator advised he/she
cannot locate the personnel records for his/her
medical director or medical assistants who asslst
the medical director. The administrator adviged
receiving a sacond trimester abortion. The
administrator was unable to provide

documentation demonstrating the medical
dlrartare Aacinnatian

Correction date: 10-3-2008

A 202/ Clinic Personnel-2nd Trimester

Orientation. Each facility shall have and execute
8 written orientation program to familiarize each
new staff member, including volunteers, with the

A 201
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I

facility and its policies and procedures, to
include, at a minimum, fire safety and other
safely measures, medical emergencies, and
infegtion control.

In-service Training. In-service training programs
shall be planned and provided for all employees
including full time, part time and contract
employees, at the beginning of employment and
at least annually thereafter and will also apply to
all volunteers to insure and maintain their
understanding of thelr duties and responsibilities.
Records shall be maintained to reflect program
content and individual attendance. The following
training shall be provided at least annually, and
for surgical assistants and volunteers, must
include training in counseling, patient advocacy
and specific responsibilities associated with the
services they provide:

(a) infection control, to include at & minimum,
universal precautions against blood-borne
diseases, general sanitation, personal hygiene
such as hand washing, use of masks and gloves,
and instruction to staff if there Is a likelihood of
transmitting a digease to patients or other staff
members,

() Fire protection, to include evacuating
patients, proper uss of fire extinguishers, and
procedures for reporting fires:

(¢) Confidentiality of patient information and
records, and protecting patient rights;

(d) Licensing regulations; and

{e) Incldent reporting.

Chapter 58A-8.023,(4) and (6), F.A.C.

This Standard iz not met as evidenced by:
Based on record review and interview, the facility
failed to provide annual in-service training for all
employess.
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'| Findings include:

Personnel record review conducted on 9-3-2008,
revealed the facility's failure to maintain
personnel records. The surveyor requested to
review the facility's in-service material, which s
provided annually. The administrator provided
Bio-Medical Waste handling training
documentation, which he/she explained the proof
of those staff who attended Kad been left at
hig/ner home. The administrator was unable to
provide in-service training materiais for infection
control, fire protection, confidentiality of patient
information and records, licensing regulations,
and incident reporting.

Corraction date: 10-3-2008
!
A 250 Clinic Policies/Procedures-2nd Trimester

|

| An abortion clinic providing second trimester

. abortions shall have writtan policies and
procedures to implement policies and to assure
that quality patient care shall relate specifically to
the functional activities of clinic services. These
written procedures shall apply to second
trimester abortions and shall be available and-
accessible to clinic personnel and shall be
reviewed and approved annually by the clinic's
medical director. These cllnic policies and
procedures shall include but not be limited to the
following:

{1) Patlent admission;

(2) Pre- and post-operative care;

{3) Physician ' & orders;

(4) Standing orders with required signatures;
(5) Medications, storage and administration:

' {8) Treatments;

(7) Surgical asepsis;

(8) Medial asepsis;
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(12) Patient transfer; sty P:IR@Q. e el

(13) Emergency measures; e et ke W

(14) Incident reports;

(18) Personnel orientation;

(18) Inservice education record;

(17) Anesthesia;

(18) Equipment and supplies: availabllity and
. maintenance,

' (19) Volunteers; and

| (20) Visitors.

Chapter 50A-9.024, F.A.C.

|

erec aned TOS
e

This Standard is not met as evidenced by:
Based on record review, the facllity failed to have
thelr written policies and procedures reviewed
and approved annually by the clinic's medical
director.

Findings include:

A review of the facility's license conducted on
g-3-2008, revealed the clinic is licansed to
perform first and second trimester abortions only.
The surveyor reviewed the facllity's policies and
procedures. The last date of revision/review was
January 1886. The facility was unable to provide
documentation demonstrating their policies and
procedures had been reviewed and approved by
the facllity's medical director on an annual basis.

Correction date: 10-3.2008
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION
CHARLIE CRIST HOLLY BENSON,

GOVERNOR SECRETARY

September 6™, 2008

Mitta Turbides, Administrator
A Woman'’s Choice

6406 N.W. 186" Street
Hialeah, Florida 33015

Dear Ms. Turbides:

This letter is to report the findings of the annual Licensure survey, which was completed on
September 3", 2008 by Kim Ody, Health Facility Evaluator Il, of this office.

Enclosed, please find State Form 3020, Statement of Deficiencies and Plan of Correction, which
enumerate the deficiency that was found during the survey and discussed with you and your
staff during the survey and at the exit conference.

Please provide an acceptable Plan of Correction for each deficiency on the State Form
3020 in accordance with the enclosed instructions (Guidelines for Development of Plans
of Correction). You must include on your Plan of Correction who, when and how the
deficiency is to be corrected as well as how the requirement will be monitored for future
compliance. You must sign, date, and return the Statement of Deficiencies/Plan of Correction,
State Form 3020, to this office within ten (10) calendar days of receipt. All citations must be
corrected within 30 days of survey date.

Sign and return the original State Form 3020 with the Plan of Correction to:

R. Steve Emling
Field Office Manager, Area 11
Agency for Health Care Administration, HQA Area 11
Manchester Bldg, 1% floor

8355 N.W 53" Street

Miami, FL. 33166
(305) 499-2165
FAX: (305) 499-2190

Any deficiencies, which were repeated from previous surveys, or deficiencies that are not
corrected within the established time frames may be subjected to administrative actions or fines
by the department.

Certain documents may be made available for public disclosure as required by law.

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

Area Office 11

8355 NW 53" street
Manchester Building 1°** Floor
Miami, Florida 33166

Headquarters

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




satisfaction survey system. You may access the questionnaire through the link under Forms 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 every assistance provided during this survey process. If you have any questions
regarding this report, please call Ric Garcia, RNC and Supervisor of the HHA/Hospital Unit of
this office at (305) 499-2165.

AN ‘
R. Steve Emling

. Field ©ffice Manager, Area 11
Division of Health Quality Assurance

Enclosure: State Form 3020, and Instructions
Copies to: Hospital and Outpatient Services



