RICK SCOTT
GOVERNOR

ELIZABETH DUDEK
SECRETARY

Septemnber 1, 2015

Administrator

Bread And Roses Well Woman Care
1233 N.W. 10th Avenue

Gainesville, FL. 32601

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on August 19, 2015bya
representative of this office.

Attached is the provider's copy of the State (3020-0001) Form, which indicates the deficiencies that were
identified on the day of the visit. Please attach a summary of your corrective action plan for each

i Al di p dates, on your letterhead to the Field Office by Close of
Business, Friday September 4, 2015. Also include any additional documentation to support
correction of identified deficiencies.

At a minimum, the corrective action plan must:

» Demonstrate procedures are in place to ensure that first trimester abortions are not performed:
« In excess of 14 weeks (up to but not including the 105th day) from the last normal
menstrual period (LNMP), and in excess of the 12th week (up to but not including the
918t day) of gestation; or
When LNMP is not determined or not documented, abortions are not performed beyond the
12th week (up to but not including the 915t day) of gestation.

« Educate staff to ensure that when reporting pursuant to rule 59A-9.034, F.A.C,, on the online
reporting system, that the field titled "WEEKS OF GESTATION" is correctly completed using
“weeks of gestation” as that phrase is used in rule 59A-9.019, F.A.C., and not erroneously using
iast normal menstrual period.

Thank you for the assistance provided to the surveyor. Shouid you have any questions please call this

office at 386-462-6201.
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Kriste J. Mennnella
Field Office Manager
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INITIAL COMMENTS

An unannounced monitoring visit was conducted
on 8/5/2015 at the clinic. Based on information
gathered on that visit, the survey report issued on
8/5/2015 is revised as follows:

Licensure Procedures

All persons planning the operation of an abortion
clinic under the provisions of Chapter 390, F.S.,
shall make application for a license to the Agency
for Health Care Administration and must receive
a license prior to the acceptance of patients for
care and treatment,

Chapter 59A-8.020(1)

Acurrent ticense shall be posted ina
conspicuous place within the licensed premises
where it can be viewed by patients.

Chapter 59A-9.020(4), FA.C

This STANDARD is not met as evidenced by:
For sampled patients #5,#7 #8#9 and #15, no
date was recorded for the last normal menstrual
period (LMP); however, the ultrasound reflected
weeks of gestation in excess of 12 as
documented in the patients’ records.

Findings included:
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Areview of sampled patient #5 - no LMP,
ultrasound reflected 13 weeks gestation.

Areview of sampled patient #7 - no LMP,
ultrasound reflected 13.2 weeks gestation

Areview of sampled patient #8 - no LMP,
ultrasound reflected 13.4 weeks gestation

Areview of sampled patient #3 - no LMP,
ultrasound reflected 13 weeks gestation

Areview of sampled patient #15- no LMP,
ultrasound reflected 13.4 weeks gestation.

408.813(3) FS Administrative Fines; Violations

(3) The agency may impose an administrative
fine for a violation that is not designated as a
class |, class |}, class lll, or class IV violation.
Uniess otherwise specified by law, the amount of
the fine may not exceed $500 for each violation.
Unclassified violations include:

{a) Violating any term or condition of a license.
(b} Violating any provision of this part, authorizing
statutes, or applicable rules.

{c) Exceeding licensed capacity.

{d) Providing services beyond the scope of the
license.

{e) Violating a moratorium imposed pursuantio s.
408.814.

This Statute or Rule is not met as evidenced by:
For sampled patients #5,47 #8,49 and #15, no
date was recorded for the last normal menstrual
period (LMP}; however, the ultrasound reflected
weeks of gestation in excess of 12 as
documented in the patients' records,
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Findings included:

Areview of sampled patient #5 - no LMP,
ultrasound reflected 13 weeks gestation,

Areview of sampled patient #7 - no LMP,
ultrasound refliected 13.2 weeks gestation

Areview of sampled patient #8 - no LMP,
uitrasound reflected 13.4 weeks gestation

Areview of sampled patient #9 - no LMP,
ultrasound reflected 13 weeks gestation

Areview of sampled patient #15- no LMP,
ultrasound reflected 13.4 weeks gestation.
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