storage, and testing of specimens shall meet the
provisions of Rule 58A-7 F.A.C., and shall be
maintained according to manufacturer ’'s

! instructions and in a manner that ensures
accurate test results.

| (b) Temperature controlled spaces for the

| storage of specimens or testing supplies shall be
- monitored and recorded to ensure that the proper
storage temperature is maintained.

(c) All dated supplies and materials shall not be
used beyond their expiration date.

| (d) Adequate facilities and supplies for the
collection, storage and transportation of

laboratory specimens shall be available on site.

. Chapter 59A-9.025(3), F.A.C.

This STANDARD is not met as evidenced by:

; Based on observation and interview, the facility
failed to ensure faboratory supplies were

¢ maintained according to manufacturer's

| instructions and in a manner that ensures

| accurate test results.
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Chapter 58A-9.031(1), F.AC.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 (#2) out of 5 sampled clinical
records were complete and accurately
documented.

! Findings include:
f

i

Clinical recard review conducted on 1-4-2011 for
1 (#2) out of 5 sampled patients revealed, the
patient received 30 milligrams of Propofol. The
clinical record did not contain documentation
demonstrating the patient's vital signs were being
monitored while under general anesthesia. The
administrator stated on 1-4-2011 at
approximately 11:16 am, that the procedure is
only about 3 minutes. The administrator

| reviewed the facility's anesthesia policy and

| stated their policy includes the requirement that

! vitals signs are to be monitored while the patient
| is under general anesthesia.

|

' Correction date: 2-3-2011
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION

RICK SCOTT - ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians INTERIM SECRETARY

January 14, 2011

Administrator

Blue Coral Women's Care, Inc.
7360 Coral Way Suite 16
Miami, FL 33155

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on January 4, 2011 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 (10) 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 February 3, 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 surveyor. Should you have any questions please call
Faith Randolph, Registered Nurse Consultant at (305) 593-3100.

Sincerely,
(e

R. Steve Emling éﬁ:}/’ )

Field Office Manager, Area 11

Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, FL 33166

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

Headquarters

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




