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' Rallcensure survay was conducted on 01/22/08.
Daficlent practices were Identified and olted at
A150, A158. A202, A250 and A400.

, /o
A 130/ Clinlc Supplies/Equip. Stand.-2nd Trimester A150, |~—SCE—ATTRALMED z/ / Fa

Expired items have been
Each abortion ¢linic providing second trimester \/ L ,
 abortiona ehall provide the following essantial removed. Administrator

, c!lnicsuppllesandoquipment: has been reoriented with
policies and procedureg
(8) A aurgical or gynecojogical axamination for expired medications
tabla(s); or other medical devices
and this practice will be
(b)Abedorreoliner(s]aunablsformaovery: ‘re-evaluated on gz monthly

basis to assure complianc

gt;}umgggwnhﬂwmatemandmuksor by Administrative Directo .
(d)Mechanlcalsuoﬂon: Administrator and staff
‘have been reoriented with
(o)Roeuscltatlonaqurpmantno&ndude.atu policies and Procedures,
mlnlmum,ruuuaclhﬂonbngaandumlalrwaysg including and ag defined
' " [in 59A-9,0225 which require
(f) Emergency medications, Intrevenous fluida, the availabil ity of 1V
andrelntedsuppllesandaqulpment; fluids. TV Fluid Invento y
: . Logs which have always begn
(g)Staﬂleauturingaqu!pmntanusupplvsu, in place for this purpose
) Adjuﬂb!aaxamlnatlonllght; will be monitored. )
‘Immediate correction hag
(1) Containers for solled knen and wante been verified by
’imstarralsvmhcovem;and ' Adminjistrative Director
- ‘ and will be evaluated on
() Appropriate equipment for the administaring of a monthly basis.

genaral anesthesia, If appiicable.
Chapter 89A-9. 0226(1), F.A.C.
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A 150

* not expired and Intravenous (IV) flulds were
" avaflable for patient use.

| Stared In the supply room, 3 boxes contalning |

Contihwed From Page 1

This Standard I not met as evidenced by:

Baaad on abservation and Interview, the facllty
fajlad to ansure stored patisnt medications had

Findings:

During the Initial tour of the facility on 01/22/08 at
8:20 a.m. the following was observed.

numeroue individually wrapped osmotic cervical
dilators were observed. One box explrad on
06/06 and 2 boxos expirsd on O&/D8. One bax of
Lamina Tents contained 7 individually wrapped
cervical dilators with no date of expiration
identfied. One follad wrapped package of
Dilapan cervical dllator was observed with the
explration dete of 07/86,

Furthermore, during the initial facllity tour, no IV
fluids were obsarved.

The administrator was Interviewed on 01/22/08

#t 8,20 8.m. She confirmed the boxes and

packege of carvical dlimtors identified above heg

expired. She stated thase tems were not balng

tlhdmlnlsterad to the patients and falled 1o dlecard
em.

The administrator wae aaked about the -
avaligbliity of IV fluida, She stated the [\ Nulds
had expired on 01/08/08 and wara discarded.
She confirmed 2nd trimester pracedures wersa
performed aince 01/06/08 without IV fluids
availeble for patient uss,

A 150
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A 138 Clinic Supplies/equip. Stand.-2nd Trmester A 155/ S T ARG / 7/ o8

The facility has always

:.EqulpmentMalrjlanance. : had written Policies and
(@) When patlent monttaring equipmant is Procedures for Preventive
utflzed, 2 written preventive maintenanca maintenance of all
progrlmshnllbedavelopedandlmplamantad. instruments and equipment
Thiaequ!pmentthllblcmcltedandlortostedln Administrator failed to
accordance with manufacturer's specifications at ‘locate and provide

pariodic Intervals, not less than ahnually, o appropriate documentatsion
Insure proper operation, and a state of good

repalr. Afler ropaire and/for atterations are made

toawmuipmntlhaaqulpmemlnlllbe In addition to in-house

toroughly tested for proper calibration befors practices, maintenance am}
| returming it %o service. Racords shall be oonttoring is performed
meintained on each plece of equipment to annually by a professional
Indlcate ts history of teeting and maintenance, medical maintenance company
and documentation is
(b)Allnnestrwaleandsumlca!aqulpmentshnll available. Administrativae
hnvnlwﬂtbnpreven‘INom!ntenenoaprogrun Director will assure that

daveiopad and Implemented. Equipment shall be

. ] tori
checkndandtmhdlnaccordanaewithme maintenance moni oring

manufscmmr'n-pccmcnt}onsuldoelgnmd fec°rds,documer}ta‘ti°n
Intervlle.notlassthnnlnnually,toensuwproper 15 readily available at
aperation and a state of good repair. all times.

{c) All surgical Instruments shall have a written
preventive maintenance program developed ang
Implemented. Surgical instruments ahaf be
cleaned and checked for function after use to
anaulre Proper opsration and a atwte of good
rapalr, :

Chepter 59/\-9.0225(7), F.AQ,

This Standerd s not met as svidenced by:

Based on review of policies and procedurea
(P&Ps) pnd imorview, the fecility falled o have g
written preventative maintenance program for
patient monitoring equipment, surgical

~e——
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A 188 | Continued From Page 3 A 158

equipment and falied to ensure the ultasound
maching, nebullzer, puiss aximeter ard axygen
gauga were ohacked and tested annually,

Findings:

Documentad evidenoa was not found I the
facility's P&Pa 1o reflect a praventative
maintenanoce program wns devejoped and
Implemsnted for the patient monitoring
equipment and surgical enulpment.

Documentsd evidance wes not found to indicate
the ultrasound machine, nebullzer, puise
oximeter and axygan gauge were checkad
anid/or teated annually o anaurs proper
functioning and state of good repair.

The adminiktrator was Interviewed on 01/22/08
2t approximataly 11 a.m, and stated the
ultrasound machine end nebujizer ware
purchased and recsived on 01/22/07. She
confirmed the equipmant identifiect above were
not chacked ennually to snsyre the equipmant
was functioning Property,

A2 | Clinic Parsonnel-2nd Trimestar ' A202 ST Q@ T e z.} ] /z{j

Ortentation. Exoh facllity shall have and sxacyte / A1l employees have
awﬂtbnoﬂenfnﬂmprogrambfamlﬂ-rmnch received the in-service

nawmn‘nnmbor.indudingvoluntum,wlththe training as required by

facmtyandltopollehsnndprmaures,w 594-9.023. Appropriate

Incmao.atamlnfmum,ﬂr-amlyandomar {documentation has been

8 !Tsc:;ltlrrgls‘ medical smergencies, and performed. Administrativ

' Director will monitor

In-aarvics Training. (h-service training programs ponthly. The services of

Bh!"bﬂPl!hnednndpmvldldfor-allamplayoaa Total Medical Compliance

including ful! ime, part ime end contract have been retained for

emP'ﬂyen,!tthebaglnnfngofomp!oymmendJ 'additional training for ,

] _ safety measures includin ont "
AHCA an.‘ 2020-0001 I 't‘jd
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ut laaat annuwlly thereaftar and will aiso apply to
il valunteers to (naure and maintain thelr
understanding of their duties and responsibilitias.
Records shall ba maintainad to reflsct program
content and individus! aftendence. The following
traihing shall ba provided st (east annually, and
for surgical masistarts and voluntears, must
inciude tralning In counseling, patient advecacy
and specific responaibiiifies asgociated with the
sarvices thay provide:

(@) Infection eantrol, to Include at & minimum.
universel pracautions against blood-bome
diseases, general sanitation, personal hygiene
auch as hand washing, use of masks and gloves,
and Instruction 1o otaff if thera }s a fikelihood of
transmitting a disaase to patisnts or other stafY
members,

(b) Fire protaction, to include svacusting
patients, proper uss of fire extingulshers, and
pracaduraa for reporting fires;

{c) Confidentiality of patient iInformation and .
records, and protacting patisnt rights:

(d) Licansing reguletions: and

(e) Incldent reporting,

Chapter 58A-9.023,(4) and (5). F.A,C,

This Standerd Is not mat as evidenced by-

Basad on review of the policies and procadures
(P&Pg) and interviaw, the acilty falisd to have a
wrien orlentstion program for new amployaes,

.| falled to provide documented evidence that 3 of
3 new employees racaived an orlentation ,
program (#1, 2 & 3), falled to provide a written
planned in-service training program Including the
program contenta for 3 naw employees at the
baginning of empioymant (#1, 2 & 3), ana falled
to provide annually In-service sducation for 2 of 2
empidyena (#4 & 5),

Findings:

S

fire, and infection
control on an annual basig.
Medical Director has
specified policies for
wedical emergencies.

ANCA Form 3020-0001.
STATE FORM T e e

M o e e e ey 3t ran g

or1{de

P

UHXK11

23

DNe

I¥ confinuston sheet 5 of 11




82/25/2888 15:35 4878382216

D2 SV TV RV W]V - e LRI S e ¥

Inistration

EPOC CLINIC

PAGE 07/12
‘reex uo

PRINTED: 01/28/2008
FORM APPRQOVED

SYATEMENT OF DEFICIENCIER (1) PROVIDER/SUEPLIERICLIA
AND PLAN OF CORRECTION IRENTIMCATION NUMSER:

ALC13910012

(X2 MULTIPLE CONBTRUCTION - (X3) DATE SURVEY

A BUILDING

B. WING

COMPLETED

01/22/2008

NAME OF PROVIDER OR SUPPLIER
EPOC CLINIC. INC

STREET ADURESS, CITY, STATE, Z)P CODE

608 VIRGINIA DRIVE
ORLANDO, FL. 32803

MayID |
PREFIX
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(BACH DEFICIENCY MUST BE PREGEDED BY FULL
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PREMIX
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A 202

1

Continued From Page 5 A 202

The P&Fs ware reviewed and a written
oriantation pregram was not found.

The parsonnel fles for new employeas #1, #2
and W3 with regpactive hira dates of 06/28707,
10/03/07 and 04/30/07 were reviswed,
Documented ovidence was not found to Indicata
thesa amployees raceived an odentation
program whiah Included review of the P&Ps, fire
eufety, othar safsty measures and medical
amergencles. Employees ¥1 and #2 aiso falled
to recelve |nfection control in-service education
during orfentation.

The administrator wes interviewad on 01/22/08
8t approximately 2:30 p.m, and stated new
employees raviewed the faclity P8 Pa which
Included fire safety, ather safety meaaures and
medical smserganclas but was unable to provide
documented evidence, She confirmad she falied
to have a written orientation program and
confirmed employees #1 and #2 falled to recajva
Infaction control sducation during orientation.

The P&Pa were raviewed regarding s written
in-service tralning program including sach
program’s course content, Written in-service
fraining program was not found. Writtan
In-servica training program was not faund to
reflect the training new smployeer would racsive
at the beginning of employmertt and annually
thereafter.

The personnel file for amployee #4, hired on
01/16/07, was not avallabie at the faciity.
Review of the facsimlle in-cervice progrems
agned by the employse on 01/16/07 and
07117107 ravealed annual In-service education
regarding fire protection, patient confidentiality,
atate licansure ragulations l)d incident reporting

———

AHCA Form 30200001
BTATRRORM ~— T

e

rvm

211

B %1/ T Hoonmuatn avest 8 o 11
(7




EPOC CLINIC

PAGE 08/12

92/25/2008 15:35 4078982216
A o rRoc 1u
PRINTED: 01/28/2008
on FORM ARPROVED
SYATEMENT QF DEFICIENCIES ; '
AND PLAN GF QORREGTION x1) mmgl!g%wkmh (%X2) MULTIPLE CONBTRUCTIGN (X3) DAT® SURVEY
. A, BLILDING GOMPLETED
AC13810012 o e
01/22/2008
NAME OF PROVIDER OR SUPPLIER HTREET ADDRESS, CITY, STATE, ZW GODE
EPOC CLINIC, INC 809 VIRGINIA DRIVE
ORLANDO, Fl, 32803
04 10 SUMMARY STATEMENT OF DEPICINGIES
EACH R N D PROVIDER'S PLAN OF CORRECTION
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TE
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A 202 Contlnuad From Page 6 A 202
wag not provided.
The personnel file for employee #5 hired on
04/07/08 was reviswed. Documented avidence
was not found to Indicata this employee received
annual In-service tralning regarding fire
protection, patient confidentiality and state
llcensure regulstions.
The administrator was interviewed on 01/22/0
B
&t approximately 2:45 p.m. and confirmad the
findings.
A 250 Clinic Polcies/Provedyres-2nd Trimester A0  STEAAFFHCHMED— Z—/ 7/°¥
An abortion clinl providl ( ‘
c providing s i1 4
aborSone anon %pmr’fsq:%mter / Tlili facility has provided |
procedures to Implemert policias and to assure Sequemployees vith the
that ually patient care shall relate specifically to the crements of S94-9 and
the functional activities of ciinic services, Thece the specific stand ards of
written proceduras shall apply to second 29A~9.0225 related to v
trimeater abortiona and shall be available ang psecond trimester abortion
@mwmﬂocﬂmcpmnmlandshaube v|Medical Director has )
lewed and approved annually by tha clinids approved the P&P's and
Mmedical director, Theas cllnic policles ang -appropriate d i
PmcauuruohaulncludtbutnotbellMdtothe h ared | Corien
following: as been prepared.
(1) Patient admission: ' ‘
(2) Pre- and post-operetive care. All employees have received
(3) Physician ' a orders: - orientation and in~gervic
fg; l?ll:glm:t? orders with required signatures: jooinine and appropriate
! o :n ons, storage and administration; ‘documentation has been
reatmants; prepared. Administrative
(7) Surgical asepeis: Direct i
(5) Mochara e . or will re-evaluate
3 o) ncapats; °on a monthly basis.
51()) ’Slt)enhzaﬂon and disinfaction; :
ocumentation: Medical records and facl
records; , y
((; ;)) gag.ent diacharge;
atient trangfer:
AHCA l'crrhn 3020-0001 i
STATEFORM —
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PREFIX
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COMPLETE
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A 250

' A 400

Continued From Page 7

(13) Emergency measures;

(14) Incident reports;

(15) Personnel orientation;

(16) Inservice education record;

(17) Anesthesia;

(18) Equipment and supplies: availability and
maintenance,;

(19) Volunteers; and

(20) Visitars.

Chapter 59A-9.024 F A.C.

This Standard is not met as evidenced by:

Based on review of the clinic and patient care
policies and procedures (P&Ps) and interview,
the facility failed to provide documented evidence
that the P&Ps were reviewad and approved by
the thedical director.

Findings:

The P&Ps for the clinic and patient care were

|, reviewed and documented evidence was not
{ found to Indicate the médical director had

reviewed and approved these P&Ps,

The administrator was interviewed on 01/22/08
at approximately 12:40 p.m. She provided
documented evidence that the medical director
reviewed and approved the |aboratory P&Ps.
She confirmed that documented evidence was
not found to reflect the clinic and patient care
P&Ps were reviewed and approved by the
medical director.

Recavery Rm Stand.-2nd Trimester

Each abortion clinic which is providing second
trimester-abortions shall comply with the

A 250

A 400 Both the forms and the

Policies and Procedures

the minimum recovery

bave been revised to refleqt

af7 fog!

cont'd
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A 400 Continued From Page 8 A 400 standards for this

requirement. Administrative
Director will monitor on a
monthly basis.

following recovery room standards when
praviding second trimester abortions:

(1) Following the procedure, post procedure

recovery rooms will be supervised and staffed to ﬁ]‘ 1 o}f; the ab?v e gorrsc tions
meet the patient's needs. A physician or a "; ee “d r § Vi e:e Ma 3  cal
physician assistant, a licensed registered nurse, authorized 0y the Medica

a licensed practical nurse or an advanced ~ |Pirector. Administrative
registered nurse practitioner who is trained in the Director will review
management of the recovery area shall be monthly to assure

available to monitor the patient in the recovery compliance. All

room until the patient is discharged. The documentation is available
individual must be certified in basic . to support compliance
cardiopulmonary resuscitation. A patient in the of the aforementioned.

post-operative or recovery room shall be
| observed for as long as the patient's condition
warrants.

(2) The clinic shall arrange hospitalzation if any
complication beyond the medical capability of the
staff occurs or is suspected. The clinic shall
ensure that all appropriate equipment and
services are readily accessible to pravide
appropriate emergency resuscitative and life
$upport procedures pending the transfer of the
patient or a viable fetus to the hospital. A
physician shall sign the discharge order and be "

readily accessible and available until the last ‘
patient is discharged to facilitate the transfer of
emergency cases if hospitalization of the patient
or viable fetus is necessary. The clinic medical
records documenting care provided shall
accompany the patient. These records will
include the contact information for the physician
who performed the procedure at the clinic.

(3) A physician shall discuss Rho (D) immune
globulin with each patient for whom it is indicated
and will ensure that it is offered to the patient in
the immediate postoperative period or that it will
be available to the patient within 72 hours

AHCA Form 3020-0001

£ -
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following completion of the abortion procedure. If
the patient refuses the Rho (D) immune globulin,
refusal Form 3130-1002, January 2006, "
Refusal to Permit Administration of Rh(D)
Immunoglobulin ", herein incorporated by
reference, shall be signed by the patient and a

| witness, and shall be included in the patient s

medical record,

(4) Written instructions with regard to post
abortion coitus, signs of possible medical
complications, and general aftercare shall be
given to each patient. Each patient shall have
specific written instructions regarding access to
medical care for complications, including a
telephone number to call for medical
emergencies. The physician will ensure that
either a registered nurse, licensed practical
nurse, advanced registered nurse practitioner, or
physician assistant from the abortion clinic
makes a good faith effort to contact the patient
by telephone, with the patient's consent, within
24 hours after surgery to assess the patient's
recovery. A contact for post-operative care from

'| the facility shall be avallable to the patient on a

24-hour basis.

(8) Facility procedures must specify the minimum
length of time for recovery as warranted by the
procedure type and gestation period.

Chapter 53A-9.027, F.A.C.

This Standard is not met as evidenced by:
Based on jnterview and review of policies and
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procedures (P&Ps), sacond trimester medical
records for 5 of 5 patlents (#1, 2, 7, 8 & 9), the
facility failed to include/indicate the recovery
rocom minimum length of ime depandent upon
the second trimester procadure type and
gestational perlod.

Findings:

The P&Ps were raviewsd and docimented
evidence pertaining to the recovery room
minimum length of time for second trimester
procadures was not found.

Review of the second trimester procedures
signed consent forms for patients #1. #2, #7, #8,
and W9 failed to indicate the minimum length of |

time these patients would spend in the recovery
room,

The administrator was Interviewed on 01/22/08
at approximately 3:35 pm. She confirmed that a
E&P was not writtan regarding the minimum
length of time.a sacond trimester patient would
spend in the racovery room. Sha confirmed the
coneent form identifying a sacond trimester
procadura gid not include the recovery reom
minimum length of ime dependent upon the type
of procedura performed and gestational period,
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION
CHARLIE CRIST ANDREW C. AGWUNOBI, M.D.

GOVERNOR SECRETARY

January 28, 2008

Administrator
EPOC Clinic, Inc.
609 Virginia Drive
Orlando, FL 32803

RE: Relicensure Survey
Dear Administrator:

This letter confirms the findings of an annual licensure survey conducted at your agency on 01/22/08
by Donna Barton, Registered Nurse Specialist of this office.

Enclosed is a copy of the Statement of Deficiencies and Plan of Correction State Form, which
indicates the deficiencies that were discussed with you upon completion of the survey. Please
provide a plan of correction, sign, date and return to this office within ten (10) calendar days of
receipt.

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
www.fdhc.state.fl.us/Pubilications, as a first step in providing a web-based interactive consumer
satisfaction survey system. You may access the questionnaire through the link under Forms on this
page. Your feedback is encouraged and valued, as our goal is to ensure the professional and
consistent application of the survey process.

Please call this office at 407-316-4859, if we may be of any further assistance.
Sincerely,
ﬂ\/Joel M. Libby
Field Office Manager
Division of Health Quality Assurance

JML/cid

Enclosure: State Form
Instructions for Plan of Correction

Headquarters

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

Health Quality Assurance - Area 7
Hurston South Tower

400 W. Robinson St., Suite S-309
Orlando, FL 32801




