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A0 INITIAL COMMENTS A
An unannouncad Relicensure survey was
conducted on 06/30/2014 at A Woman's World
Medicat Center. The facility had deficiencies
found at the time of the visit

A 156, Clinic Supplies/equip. Stand.-2nd Trimester A
Equipmert Maintgnance.

() When patient monitoring equipment is utilized,

@ written praventive maintenance program shalf
be developed and implemanted. This equipment |

shall be checked andfor tested in eccordance |
with manufacturer's specifications at periodic
intervails, not lass than annually, to insure proper
operation, and & state of good repair. ARer
repalrs and/or aiterations ara made to any
equipment. the equipment shail ba tharoughly
tested for proper calibration before returning it to
service. Records shail be maintained on each

1 piece of equipment t indicate its history of

i festing and maintenance.

{b} All anesthasia and surgical equipment shall

have a written preventive maintenance program

d and imy Equi shail be

f checked and tested in accomdance with the
's spedifications at gasi

intervals, not legs than annually, to ensure proper
operation and & state of good repair.

| (€) All surgical instruments shall have a writt

i i ce progrem developed and
implemented, Surgical instruments shall ba
cleaned and chacked for function after uge 1o
ensure proper operation and a state of good
ropeir.

Chapter 534-0.0225(7), F.A.C.
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i
This STANDARD is not mat #s svidenced by: 1
Based on interview. observation, and record
feview [t wea dotarmined the facility did not insure
{hat all palient monitoring equipment and surgical ;
equipment is checked and/or tested in i |
J; with s ifi at i :
periodic intarvals, not less that annually, to —‘r«-— B
ensure proper operalion, and state of good repair.| A|156 - 730/14

 The findings include:

During inital tour of the examprocsdure room the

uitresound gel warmer and the go0se neck

Bmp it ibration stickers
were noted to be dated 12/11/2012 on 66/30/2014
at approximately 9:20 AM. Durlng interview with
the Administrative Assistant and the ARNP
(Advanced Registered Nurse Practitioner),
conducted on 08/30/2014 at approximately 9:30
AM, they stated they were not aware {hat thase 2
pieces of equipment wera not
inspsctedicalibrated when all of the othar

d on

H
!
:
!
was ]
01/07/2014, The ARNF mentioned that the i
sticker may have come off of those pleces of ¢
equiprmant. 3
i

|

| During subsequent interview with the
Administrator, conducted on 06/30/2014
beginning at spproximately 10:00 AM, she was
asked if there were any reconds fiom the
company that Inspected/oalibrated the facility's
equipment that might indicate which pieces were
inspectedicalivrated. She obiained the invoice
and acknowledged thet It does not iternize sach
p i

piecs of equip 2t was
| She also acknowledged thet the facility doas use ‘

i Clinic SuppliesEquip. Stand-2™ Trimester
i Equipment  Maintenance

Equipment maintenance program is being revised
and initiated us of today. The equipment and
maintenance logs will be checked every six
month's by AWWMC staff 1o keep equipment in
good working condition. Each piece of
cquipment shall have a sticker applied to the

X piece of equipment detailed with date of

i maintepance check and initials of staff person

H checking equipment, and any repairs if nesded

3 noted and signed by adminiswator and assistant

: | administrator in January and June annually.

i These dates will be nored in the annual date book
|| on the date due in June and Tanuary to be

completed by the 20* for each month in January
and June annually. This new protocod will be
‘ dicussed with staff by adminiswator and

{
!
|

|
{
|
!
f

a
j

the ulrasound gel warmer and the goose neek | | i ] assistant administrator.
exam lamp and that there are no current |
HEAFomm 30200601 i
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. e 7/30/14

inspection/calibration records on file for these

measures, medical emargencies, ang infection
control,

in-service Tralning. In-service training programs
shail be planned and pravided for all smployees
including full time, pan dme and contract
i , at the beginning of i and
at least ennually thereafter and will also apply to
all volunteers to insure and maintain their
understanding of their duties and resgonsibilities.
Records shall be maintgined to refiect program
content and individual attendance. The foliowing
| training shall be provided at least annually, and
| for surgieal assiswnts and vekuntesrs, must
| include training in counseling, patient advocacy
and specific responsibifities associated with the
i sarvicas they provide;
(a) Infection control, to Include at a minimum,
universal precautions against blood-borne
] di general sanitation, p hygiene
such as hand washing, use of masks and gloves,
and instruction to staff if there is a lielihood of
transmitting a disease to petents or other staff
members.
f {b) Fire protection, to include evacuating patisnts,
| proper use of firg extinguishers, and procedures

A 6

|
|
|

)
plecet of exuipment. 1 checked twios snnvelly and each Iog for |
. ) TN T cquipment s noted and signed that the check of |
A202 Chnic Personnel-2nd Trimestar | this equipment was complered and siged by the l
: . admini or Assistant Admind for :
Orientation, Each taciiity shall hava and execute ] ! vertfostion of heck on !
 written orientation program to familiarize each i i
new staff member, inchoj?iing vokunteers, with the | —— | e compleed i he aloied tie. E
faciley and its policies and procedures, to include, AfOZ S S S
ata minimum, fre safety and other safety . Clinj 7/30/14

i These actions will ensure that all equiptent is

Personnel-2* Trimester _
Orientation The furst day after hire each {
employce will be given a niew hire pack with the 1
following information, their job description, i
orientasion to be familisrized with the clinic,
Confidentiality of patient information, Incident
Reporting, Infection Contol, and fire safety

| instructions. Note; these instructions are repeated |
t i the annual meeting in February with handouts.
| Employees are reminded with these inswructions
on a0 annual basis. These instructions will be
given to sl employees on an anmal basis
including physicians snd ARNP.

The clinic will have aumual {n-service program

that will inchude all personnel and volumeers o

| maintain and insure their understanding of job
duties and responsibilities. A record of these
meetings will be maintained and reflect the

i contont of meeting with an individual attendance

H recorded by a sign in shoez for each meeting will
be kept in the protocol book for sasy access for

inspection purposes. The anrual meeting will

include training in counscling, patient advocacy,

and specific responsibilities associated with the

1 for raporting fires; ; f services provided for patients we provide. i
(c) Confidurdiaiity of patient i ion and !
{ records, and protecting patient rights; ] [
FICA Foim 30205007
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@ SUNMARY STATERENT OF DRFICIENC/ZS B ] PROVIDER'S FLAN OF CORRECTIGN o1
PREFiX (EACH DEFICIENCY MUST BE FRECEDED 8Y FULL PREFX | (EACH CO IVEACTION SHOULDBE | commste
™G REGULATORY OR LSC IDENTIFYING INBORMATION) K TAG CROSS-REFERENCED nggEAFFRQPMTE H UATE
e f - :
- TA202 7 Clinic Personnet 2% 1y
A 2°2f Confirued From paga 3 = Infection control sl foctude wmcr)
| (&) Licensing regulations; and precautions against blood bom patbogens, _
! {8} Incldent reporting, everyday clinjcal cleaning that includes, 7/';"“
i sanitizing equipment used after cach patientuse, 0714
| Chapter 594-9.023,(4) ang %), FAC including, surgical table, surgical instuments,
H | changing gloves, titrasound transducers, patient
i recovery chair, gown, and blanker. Washing '
| This STANDARD is not met a6 evidenced by: : taads technique, using masks and glov i
Based on interview and record reviaw it was ‘ s e gloves
determined the faciiity id not ensure that each 1 ]
e;r;p:ée}e rogew;g agnuapi Vtaelg]ngs ','_’ the topics B Fire Safety - Each staff member will have an i
of Infection Canlrol, Fire Protection; Licensing i evacuation map given to them annually to remind |
i Regulations; axnd Inc?dent Reporting fo{ﬁ of4 thern of the fire safety precautions and to assist in
} Zamphd ployes files Gmed (& S A, evacuating paticnts in case of fire, or other threats
i Emp . Employee C, and Emp - that could hamn petints or stff during a bomb
_— . Wrear, The firc safety evacuation plan will be ;
} The findings Inchde: { posed cach patiet aren, Firc otinguiher |
I N N jew of th sifty's ¢ training of proper use of fire extinguishers,
| Buring Imemn;»:xz and "?m:ﬁm th'es faciity Training Calling 911 o report the fire or bomb
ploy
on 06/30/2014 beginning at approximately 11:15 i threat
AM, she was provided the opportunily to iocate i § N -
docummentation to reflect 4 of 4 empioyess had Emph’”e,sl.'m“j foprotectpatient '§
received the required annual tralning in the toples confideaiality, and prosecting putient rights with
| of infoction Gontrol; Fire Protection; Licensing l, pandoutsof “Notice of Privacy Prasties for
| Regulations; and Incldent Reporting. The | Protected Health Information” given to patients
i Aderinistrator was not able to locate I before services are rendered. :
| o indicate the foflowing b . . ‘
| employees had recelved anaual trainings in the | A record of waining axpually wil be recorded :
| require tapics: | sendunce & recorded meeting votes by a1 i
i cmployees attending annual meeting and signing [
f Employee Awith a date of hirg noted as | auendance sheet. Employoes attendence will be
04/2171991 i noted in cmployee folder for in wraining for fire
Employee B with g date of hire noted as 1997 i | safery, infection control, confidentiality, incident
Empiloyse C with a date of hire noled as i reporting, Ultrasound Training if needed. |
0511412013 I i
| Employee D with a date of hirs noted as 1991 i f
AZSOJ Clinic Policies/Procedures-2nd Trimester AZED [
0 |
HCAFaim § 7 ;
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A250 Continued From page 4 i
; An abortion clinic providing second trimester %50 [
abortions shail have written policies and f
procerures to implement policies and to assurs | [ - | mons

that quality patient care shall relate specifically to
the functiona! activities of ciinic services. These
written procedures shall apply to second trimester |
b and shall be aval and ible to E
dlinic personnel and shalt be reviewed and
approved annually by the cfinic’'s medical direstor,
Thesas ¢linic policies and proosdures shall include
| but not be limited fo the following: 3
(1) Patient admisslon; . |
{2) Pra- and post-operalive care;
{3) Physician ' 5 onders;
{4) Standing orders with required signaturas;
{5} Medicati storage and i i

(8} Treatments;

{7) Surgical asepsis;

{8) Medial asepsls;

{8} Sterifization and disinfection; t
| (10) Dosumentetion: Medical records and fachity H
|

| (1) Patient discharge; |
1 (12) Patient tanster; H
| [13) Emergency measures; |
 (14) Incident reports; !
(15) Personnel orientation; |
I (16) Ingervice education recard;
| {17} Anesthesia; i
| (1€) Eoui and supplies: ility and 1
| maintenance; |
(19 Volunteers; and I
(20) Visitors. i

Chapter 894-8.024, FAC.

i

This STANDARD is not met as evidenced by:
Based an interview and record review it was
HCAFarm 6301

Clinic Policies and Procedures-2**

Trimester ]

An annual assossment of the Policies and I
Procedures for 2 Trimester will ocour during
Decembar by the 20% The assessment will
include all staff members 1o read the policies and
procedure manual to ensure tar policies arc up to
date and ready for medical directors approval for
signing at the apnual meeting in February, This
will ensure that all staff bas read the procedure
manual annually if any updates are needed the
drini and assistant adminis can
dddress changes or concens at this time, This
will ensure that all staff have read the manuel on
o annual basis and is part of the group to kecp
the procedure manuall up 1o date with signatures
and logs that arc updated samuslly and a1 six
month entervals.
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250/ Continued From page 5
i ; i
determined the fadllty did not ensure that the A0 | 5
writlen procedures that apply t second mmes[z’;r i 5 Clinje Policies/Procedures-2™ H J
bortions wi i and apy annus| | .
by the clinic’s medical director for a facilly that i Trimester. e
provides second Vimester aticrtions. | Policies and Procedures are establistied and 73014
N . i reforenced in owr Policies end Procedures masual
The findings Include: ‘1 | and are reviewed annually by medical director. !
During interview and review of the facifity's policy 1 e . j
and procedure manual conducied with the I rn: medical dl;emr will sign p'w_ed“::f wdm |
Adricistrator, on 06/30/2014 beginning at § ponieles maual at our saual meeting beforc the |
’ approximately 11:00 AM, she was asked to locate | mecting starts and to sign in for anendance |
tion that reflected the megical director i Purposes for the meeting. This will ensure the i
had reviewed and approved {annually) the clinic’s first anmval responsibility for the medical director {
policy and procedures that apply to second . | 35 to sign the procedure and policics manusl is up I
trimester abortions, Yhe Administrator provided : | to date, Also if there is a problem with the
far review @ one page document that noted 2014 , Procedure manual it can be discussed during the
Prolocols Approved 2nd Trimester Abortians, At * enousl meeting in the same day. This will ensure |
[ the botiom of this document there was a i the procedure manual is up to date with a sign of
tat that inc “with this signature the | approval by the medical director for the current
policy and procedures manust updated for 2014 year.
| business year s approved on this date. The 2
?‘ document was not signad or dated by the medical . The agenda for the annual meeting will be the
director. The Acministrator acknowiedgad that | ame cgemdator each s mesting with
| this document was ot signed or gated by the U predetermined agenda subjeots o be discussed on
| medical director. The Administrator provided for U} o anrwal basis with the sign in sheet for
| teview a slmiar document, dted 02/10:2013, ‘ ! | ateodance arached by stape, that shll incude
| thatwes sigried by the medxc;l‘:t:r‘ecmr. The N the medical directors signing and approval of the
| Adr edg dox n i igning by the medical
{ indicating the 2014 review of the policy and | §f°°“”’f° m;-?u;l.,-mmimﬂgtmg 4 :n:e&:ics dogs
| procedure manus! was not on fle at this tme, 1 irector for ¥ o ensure
i P i not get overlooked by administrator or the
i medical director. The agenda will include the
[ i I Procedure manval signing and the annual training
I § for employees of fire safery and infection contro,
! i | confidentiality, etc.
FCK Fam 3050007
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RICK SCOTT
GOVERNOR

ELIZABETH DUDEK
SECRETARY

July 14, 2014

Administrator

A Woman's World Medical Center, Inc.
503 South 12th Street

Fort Pierce, FL. 34950

Dear Administrator:

This letter reports the findings of a State Relicensure Survey that was conducted on June 30,
2014 by a representative from 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. All deficiencies shall be corrected no later than July 30, 2014,

The pian 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.

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.

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

hitp://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
S,

Delray Beach Field Office
5150 Linton Boulevard, Suite 500

Uelray Beach, FL 33484

Phone:(561) 381-5840; Fax.{561) 406-5024
AHCA MyFiorida.com

Facebook.com/ACHAFlorida
Youtube.com/AHCAFlorida
Twitter.com/AHCA_FL
SlideShare.net/AHCAFlorida




A Woman's World Medical Center, Inc.
July 14, 2014
Page 2

valued, as our goal is to ensure the professional and consistent application of the survey
process.

Thank you for the assistance provided to the representative. Should you have any questions
please call this office at (661) 381-5840.

Sincerely,

YO v 2
Arlene Mayo - Davis
Field Office Manager

AMD/w
Enclosure(s)

TBBZ



