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\, An ¢n site visit was made to A Woman's Option
! located at 1933 West 60th Strest, Hialeah,
' Florida 33012 on December 18, 2012, in order to
conduct a State Licensure Survey. A Woman's
Option was not in compfiance at the time of the
survey.
The following is a description of deficient practice:
A 1500 Clinic Supplies/Equip. Stand.-2nd Trimester A150

table(s);

equivalent;

with covers; and

Each abartion clinic providing second trimester
abortions shall provide the following essential
clinic supplies and equipment:

{a) A surgical or gynecological examination

(b) A bed or recliner(s) suitable for recovery,

(c) Oxygen with flow meters and masks o

(d) Mechanical suction;

(e) Resuscitation equipment to include, at a
minimum, resuscitation bags and oral airways;

(N Emergency medications, intravenous fluids,
and related supplies and equipment;

{g) Sterile suluring equipment and supplies;
(h) Adjustable examination light;

(i) Containers for soiled linen and waste materials

(i) Appropriate equipment for the administering of
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general anesthesia, if applicable,

Chapter §8A-9.0225(1), FAC.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain their emergency medications.

Findings include:

During a four of the procedure room conducted
on 12-18-2012 at 12:41 pm with the owner, the
surveyor observed expired emergency
medications contained in the facility’s crash cart:
Atropme Sulfate expired 8/172012, Sodium
Bicarbonate expu’ed 9/1/2012, Lndocame 2% .

/expued 10117201 2;Epmephr|ne expirad 8/1/2012,4
Nrtroglycenn expired 2/2012,-‘Promethazine
expired 2/1012 and“Najbuphine expired 6/1/2012,
Facility staff stated on 12-18-2012 at 12:41 pm,
she will order new medications. Facility staff
observed the medications in the crash cart, and
verbally confirmed the above medications wera
expired at the time of the survey.
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FLORIDA SOENCY FOR HEALTH TARE ADRMPISTRATIOM

I ELI HD
ggCESRCNOOT; Better Health Care for all Floridians éﬁ%?l-ﬂ Alg\lfj EK
December 27, 2012
Administrator
A Woman's Option
157 W 37th Street

Hialeah, FL 33012

Dear Administrator:

This letter reports the findings of a State Licensure survey that was conducted on December 18, 2012
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 January 17, 2013.

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

Sincerely,

g o g 2N

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

Enclosures: State (3020) Form and POC Guidelines

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




