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An annual relicansure survey was conducted on
4126412014 tocated at 1933 West 60th Street,
Hialeah, Fiorida, 33012 . A Woman's Option clinic
had deficiencies found at the time of the visit.

A 153 Clinic Supplies/aquip. Stand.-2nd Trimester

Resuscitative Medications Required.

“The olinic shall have a orash cart at the loeation
the anestiietizing s being carried out. The erash
cart must Include, at & minimurn, those
emergency medmahons tu support the

by the
medical director.

Chapter 59A-B.0225(4), F.AC,

This STANDARD is not met as avidenced by
Based on observation and inferview, the faciity
failod 1o ensure expired medications were
removed from the faclity's crash cart for two
medications (Lidocaine 2% and Atropine Sulfate).

‘The findings inciude:

A review of the faciity's crash cart was conducted
o 412472014 during 2 tour of the feciity. A
container of Lidocaine 2% was fourd with an
expiration date of "1 March 204" on the box. A
tiottie of Atropine Sulfate injection Tmg/ml was
found with an expiration date of "Nov 13" on the
iabel.

An interview conducted on 4/24/2014 at 12:45 pm
with the facility's Administrator confimmed the
expiration dates and the ftems were

from the crash cart
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Equipment Malntenance.

(a) When patient monitoting equipment is utfized,
awritten preventive maintenance program shatt
e developed and implemented. This equipment
shall be checked andior tested in actordance
with manufacturer’s specifications at periodic
intervals, not lees than annually, 1o insure proper
operation, and & state of good repsir. After
repairs sndlcw aiterations are rmade to any

i shall be
tested for pruoev calibration before returaing itto
service, Records shall ba maintained on each
mece of equipment 1o indicate its history of
testing and maintarsmce,

{ts) All anesthesia and surgical equipment shall
have 3 wn‘ten preventwe maitenance program
ghall be
checked and !esmd in accordsince with the

at
intervaly, net [ess than annually, 6 ensure proper
oparation and 3 state of gotd repalr.

(o) Al surg«cal ingtruments shall have a witten

qgram ped wnd
!mplsmeoted Surgical instruments shall be
cleaned and checked for function after use to
ensure proper operation and a state of good
repair,

Chapter 59A-2.0225(7), FAC

This STANDARD is not met g evidenced by:
Ba n observation, interview, snd record
review, lhe faclliity failed to ensure a preventative
maintenance pragram was established for the

AVCA Form 20200067
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facility's meghanical equipment. This includes
ensuring that this equipment is inspected an an
annus! basls for proper operation and calibration,

The firdings incluga:

Atour of the facifity was conducted on 4/24/2014
beginning at 12:00 pm. Observations made of the

faciltys an d
revealed the

meludmg the defibriffator, ulirasound machine
observed in the procedure room, sutoclave, and
mechanical suction, lackad indication of routine
inspection. A second ultrasound maching was
bserved in the recovery room which had & green
sticker indicating the machine was last inspetted
on 8/10/2011 and was due for re-inspection on
3/2012. No other sticker was present indicating
the §/2042 inapection had ocourred

An inferview conducted with the Administrater on
412412014 at 12:45 pm revealed the facility does
ot have the equipment inspected by an outside
prafessionsl on an annual basis and the

second ultrasound machine located in the
recovery room is currently baing repaired and she
was unatie to confirm that the moommended
B/2012 inspection had occurred, She sfated the
ultrasound maching found in the procedure room
i8 being used temporanily undil the primary
maching is repaired.

Avzeview of the fauility's policy and procedures
revealed no specific policy ' address routine
inspection of faciity equipment.

A202 Clinic Parsonnel-2nd Trimester

equipment is repalred as needed, She stated the |
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Orientation, Each faciity shail have and execute
2 written orientation program to familiarize eath
new staff memter, ingluging volunteers, with the
faility and its policies and procedures, fo include,
2t a minimum, fira sefety snd other safety
meagures, madical emergencies, and infection
control

In-gervice Training, in-setvice training programs
shafl be planned and provided for all employees
inciuding Rull ime, pant time ang confract
& the beginning of and
at least annually thereafter and will slso apply o
il volyntesrs fo insure and maintain their
understanding of thelr duties and responsibliities.
Regards shall be maintained fo reflect program
content and individust attendance; The following
{raining shall be provided at least annwally, and
for surgical assistants and volunteers, must
include fraining i counseling, patient advacacy
and specific esponsiofities assecisted with the
services Hhay provide:
() Infection control, to include ata minimurm,
universal pracautions against bisod-borne
diseases, general sanitation, personal hygiene
such as hand washing, use of masks and gioves,
and instruction to staff if there is a likeihood of
transmitting a digease o patients or other stoff
- | members.
{b) Fire protection, to inchrde evacuating patients,
proper uss of fire extinguishers, and procedures
for reporting fires;
(c} Gonfidentiality of patient information and
records, and protecting patient rights;
{d) Licensing regulstions; and
(e} Incident reporting.

Chapter 594-9.023,(4) and (5), FAC,
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This STANGARD s not e s evidenced by Bz UL hae T (Rean \ \‘-\
Based on interview and record review the faciliy | e Iy

failed to demonstrate an annual inservice training \\wa Ve WAQ Q\\M

was provided for 2 of 2 stalf (Staff #1 and Staft

) &nc;ug’e the facility's policy and procedures M o \;\){\\65
tagarding Infection control, fire protection,

confidentialty of patient information and records, Rome. WA ook Of) W.\
protection of patient rights, ficensing regulations,

and incident reporting. \Q.\ e %\ﬂ.\-'t W\hﬁu S

The findings include: Ndae, %\o‘r\& .

Avaview of the facilty's policy and procedures
pook and of personnel fllee was condusted on
4724112014, Review of the facility's poficy and
procadures book revealed no indication of annugl
fnservice training for Staff #1 and Staff #2 for the
past yaar. Review of the individual personnal files
for Staff #1 and Staff #2 revealed no indication of
annugl inservice training for gither employee.

Areview of the faciity's Occupational Safety and
Heaith Administration (QSHA) guideline book
revealed a page titied "Inservice Signing Sheet
for the offica of: A Womens Optien Gynocology &
Mora" with a list of training topies which includad
bigodborme pathogens, HIV, infection control,
neadiestick safety and prevention act, hazard
ication, portable fire axti fire

ion and action, and i
wate. The shect was signed by the trainer on the.
ot and two handwiitten dates of 1731714
‘were observed on separate lines with no staff
name or signature present, No stalf names of
signatures were found anywhere efse on the
document.

An interview was conduted with the
on 4/24/14 5t 12:45 prn to confirm
RAGRFaim SOEaomT

STATE FORM o HFD3H1 Wesntrestion sheet § 19
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the type of annual inservice training the staff
receive. The Administrator stated staff receive an
annual OSHA tralning but they did not sign ihe
inservice sheet on 1/31/2014 because the frainer
wrcte the wrong facility name on the sheet, She
confirmed the facility did not trave avallable 2
corrected sheut with staff members' signatures of
receipt of the training. She confirmed the Q8HA
training does discuss geners! procedures for
Infection contral, fire protection, and
ervironmenta) safety but the training does not
atidress the other required components of annual
insarvices fraining which incliude confidentiaiity of
patient information and records, protecting patient’
rights, licensing regulations, and incident
reporting. She stated the fagility does nat
currently provide a formal annual ngervice
training to review with staff the tacilty's specific
policies and procedures in these areae.

Clinic Policies/Procedures-2nd Trimester

An atortion clinie providing second timester
abortions shall have writien policies and
procedures to implement poficies and to assurs
that quality patient care shall relate speciically to
the functional activities of clinic services, Thesa
writter procedures shall apply gecond trimester
sbortions and shail be available and accessible 1t
clinic personne! and shall be reviewed and
approved annuaily by the clinic's medical director.
These clinic policies and progedures shall intlude
but ot be lirmited to the following:
(1} Patient admission;
{2) Pre- and post-operative care;
(3} Physician ' 5 orders;
(4 Standing arders with raquired signatures;

ficati storage L

8)
(6) Treatments;
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{7) Surgical asepsis;

{8) Medial asapsis;

{6) Steriization and disinfection:

{10} Dogurnentation: Medical records and faclity

records,

{11) Patient discharge;

{12) Patient fransfer,

(13) Emargency measures;
{14} Intident reports,

(18} Personnel arientation;

(18} Inservice education record;
{17) Anesthesia;

{18) Equipment and supplies: availability and
mainienance;

18} Volunteers; and

{20} Visitors.

Chapter 69A-8,024, FAL.

This STANDARD is not met as evidenced by:
Based on inerview and record review, the facility
failed to demonatrate their policies and
procedures 1) addressed all required topics and
2) were reviewsd annuglly by the Medica!
Diretdor,

The findings include:

1) A review of the faclity's policy and procedures
manual was conductad with the Adrintstrator on
41212014, During the review it was noted thare:
were no references in the policies  the

isi ion of surgionl equl
was thers a policy for an annual prevertative
maintenance program for the faciity's smechanical
equipment.

ner

An intarview conducted with the Administrator on
RRGA FoTT SUZ-0001
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472412014 ot 12:45 pm revealed she is the person
in charge of sterilizing the surgical equipment but
this Is ot formally written into the faciity's

poticies. She also confirmed the faciity does not
have a policy for preventstive mairtenance of the
equipment and that the acquipment is repairad a5
necded.

2) A review of the facility's policy and procedures
manual was condugted with the Administrator on
472412044, Dyring the raview it was noted the
manuals €id not contain acknowledgement ofan
annual review by the faciity's Medical Director.

A interview congucted with the Administratar on
A12412014 mt 12:45 prn revealed the faciiity has
not bean conduseting a formal annual review and
will eneura In the future the policies and
procetures are reviewsd at {past annually and
documentad upon completion of the annual
review.

Madical Screeningleval -2nd Trimester
Laboratory Equipment and Supplies.

{a} Al equi and supphes for the
slorage, ‘and testing of spacimens sheil meet the
provisions of Rule 59A-7 FAC., and shail be

instructions and In & mnnnev that snsures
acourate test resulls.

(b) Tampevature controlied spaces for the siorage

of specimens of testing supplies shall be
monitored and recordad to ensure that the proper
storage temperature is malntained.

{c) All dated supplies and materials shalt not be
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d) Adequate faclities and supplies for the
gﬂecﬂﬂ/ﬂ storage snd transporation o M“ Q) ’95 \/\A‘l
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e fory apecens el be availablo on S

Chapter 5978 025(3), FAC. Reclud . W0 el éﬂ&
This STANDARD Is ot et as evidenced by: & i
Baend on shsenvation and interview thajeac'r\ity

railed to remove a bottle of Anti-D after it expired. \Q \ 0&\ 8 {t«&\

The finding inciude:

A tour of the faciity wes conducted on 4[2412014
beginning at 12,00 pm with the facility's
Admimstrator, During & review of inboratory
supphies, an opened butie of Anti-D was found
with an expiration date of 411232013, The
Adminisirator reroved the bottie.

A intarview was conducted on 4/24/2014
beginnlng at 12:00 pm with the Administrator
who confirmed e expiration date and siated the i
D' used o ot apatients bod o B o b
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TR ACEN Y FOR ST C AR ADMNGIRAT N

RICK 8COTT ELIZABETH DUDEK
GOVERNOR SECRETARY
April 29,2014
Administrator
A Woman's Option

1933 W 60th ST
Hialeah, FL 33012

Dear Administrator:

This letter reports the findings of an Annual State Re-licensure survey that was conducted on April
24,2014 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 May 24, 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.e., 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.

[ —
Miami Field Office
8333 N.W. 53rd Street, Suite 300
Miami, FL 33166
Phone (305) 593-3100; Fax (305) 583-3121

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp://ahoa myflorida.com




A Woman's Option
April 28,2014
Page 2

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
hng://ahca.myﬂp_ljgggm_n/Publicalio11:a~/ﬁ)ms_,§lgln_ll 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
Faith Randolph, Registered Nurse Consultant at (305) 593-3100.

Sincerely,
17) .
Q\;///W delp fre
r i
Arlene Mayo-Davis ‘%/

Field Office Manager, Area 11

Enclosure: State (3020) Form



