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000, INITIAL COMMENTS | Ao00
Licensure Survey conducted on 5-17-13. Fort

! Lauderdale Women’s Center had deficiencies
, found at the time of the visit.

4400, Recovery Rm Stand.-2nd Trimester i A0
|

. Each abortion clinic which is providing secong :

| trimester abortions shall comply with the following .

| fecovery room standards when providing second

: trimester abortions: .

; (1) Following the procedure, post procedure

| recovery rooms will be supervised and staffed to -
meet the patient's needs. A physician or physician

. assistant, a icensed registered nurse, a licensed

| practical nurse or an advanced registered nurse |
practitioner who is trained in the management of :

. the recovery area shall be avaitable to monitor

i the patient in the recovery room until the patient ;

. Is discharged. The individual must be certified in *

+ basic cardiopuimonary resuscitation. A patientin -
the post-operative or recovery room shall be :
observed for as long as the patient's condition
warrants.

+ {2) The clinic shall arrange hospitalization 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 provide

. appropfi Y rest ive and life
support 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 untit the last

: patient is discharged (o facilitate the transfer of

cases if hospitalization of the patient
: or viable fetus is necessary. The clinic medicat
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A400: Continued From page 1

i accompany the patlent. These records will
1 include the contact information for the physician ¢
| who performed the procedure at the clinic. !

3) A physician shail discuss Rho {D) immune f

: 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 H

i following completion of the abortion procedure. If
the patient refuses the Rho (D} immune globulin, i
refusal Form 3130-1002, January 2008, * Refusal

< to Permit Admini of Rh(D} i in
“, herein incorporated by reference, shall be :
signed by the petient 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 generat 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 H

: emergencies. The physician will ensure that

 either a registered nurse, licersed practical I

| nurse, advanced registered nurse practitioner, or

; physician assistant from the abortion clinic makes
a good faith effort ta contact the patient by :
telephone, with the patient's consent, within 24
hours after surgery to assess the patient's
fecovery. A contact for post-operative care from
the facility shall be available to the patienton g

* 24-hour basis.

{5} Facility procedures must specify the minimum ;
: length of time for recovery as warranted by the
i procedure type and gestation period,

i
; Chapter 594-9.027, FA.C.
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A400,; Continued From page 2 :

!

This STANDARD is not met as evidenced by:
Based on record review and interview, it was
determined that & Physician did not sign
discharge orders on Patients who received 2nd
trimester abortions, for 4 of 4 Patients. {Patient
#1,42,#3,and #4)

: The findings include;
i
Review of Patient #1's record revealed that on

pregnant, and requested an abortion. Further
¢ review of Patient #1's record reveaied that on
. 4-2-13, & 2nd Trimester Medical Procedure was
" performed by Physician #1.

; Review of the "Recovery Raom" notes
documented and initialed by Medical Assistant #1 :

' on 4-2-13 revealed that “at 10:52 AM, she "was

: ambulatory upon discharga”.

' Review of a portion of the "Recovery Room"
hotes titled “discharge orders” revealed the
foliowing: “ergonovine, doxycycline, and
naproxen”, however the orders were not signed

. by Physician #1.

Review of Patient #2's record revealed that on
4-8-13, it was determined that she was 16-17
i weeks preg) by gram, and an :
abortion. Further review of Patient #2's record
! revealed that on 4-9-13, a 2nd Trimester Medical |
! Procedure was performed by Physician #1 ;
i between 11:00 and 11:05 AM.

Review of the “Recovery Room" notes
- documented and initialed by Medical Assistant #1
1 On 4-9-13 revealed that “at 12:15 AM {PM),

; 4-2-13, it was determined that she was 22 weeks i
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Patient #2 "was ambuiatory upon discharge”.

Additional review of Patient #2's record revealed
that "discharge orders” signed by Physician #1
were not available.

' Review of Patient #3's record revealed that on

i 4-10-13, it was determined that she was 17-18

; weeks pregi by and an |
abortion. Further review of Patient #3's record

| revealed that on 4-10-13, a 2nd Trimester
Medical Procedure was performed by Physician

i #1 between 11:00 and 11:05 AM.

: Review of a portion of the “Recovery Room”

notes on Patient #3 titied "discharge orders”
: revealed the foll : "erg ine, doxycycli
; and naproxen”; howaver the orders were not
i signed by Physician #1.

: Review of Patient #4's record revealed that on
. 5-18-13, she was evaluated at the Clinic, and
! found to be 14 weeks pregnant, by sonegram,
and a 2nd Trimester Abortion procedure was
performed by Physician #1 between 2:35 and
| 240 PM.

i Review of the "Recovery Room" notes '
; documented and initialed by Medical Assistant #
on 5-19-13 revealed that “at 3.25 PM Patient #1

i was ambulatory upon discharge”. Further review
 of Patient #4's record revealed that discharge
orders signed by a Physician were not available. §

interview with Medical Assistant #2 at :
: approximately 2 PM on 5-17-13 revealed that H
Patient's blood pressure is taken 3 times during |
i the medical procedure. She explained that
- Patient's biood pressure is taken upon arrival in
i the: Recovery area, it is taken again 15 minutes
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| Medical Assistant #2, she explained that 'the staff H

| determine when the Patient is ready to leave the

, Clinic". She also stated that Physician #1 "checks |

 the Patients”. J :

. Interview with the Administrator at approximately :
2:15 PM on 5-17-13 revealed that “if the Patient is:

: stable, the staff determine if Patient is ready for
discharge”. !

interview with Medical Assistant #1 at R
approximately 2:45 PM on 5-17-13 revealed that -

" her responsibiities include assisting Physician #1
with abortion procedures, assisting "post op”
Patients in the recovery area, and ensuring that

; Patient's are "coherent enough to be discharged". !

« She also stated that she informis Physician #1

" about the post-op Patients “bleeding, and blood

' pressure, and he tells her if it is ok to discharge

; the Patient”, B

! Additional Interview with the Administrator at

: approximately 2:50 PM on 5-17-13 revealed that :

, the staff informs Physician #1 of Patient's vital
signs, bleeding, and cramping, prior to discharge. ;

' She explained that vital signs are fepeatedly
taken, if requested by Physician #1, prior to
discharge,

At approximately 3:15 PM on 5-17-13, during an
interview with Physician #1, he confirmed that
there were no documented "discharge orders” on !
Patient #1,#2 #3.#4.
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RICKSCOTT LIZA| DUDE

GSVERNOR Better Heaith Care for all Floridians E SE?:IERL:"ARY K
June 3,2013

Administrator

Fort Lauderdale Women's Center, Llc
2001 W Oakland Park Blvd
Fort Lauderdale, FL 33311

Dear Administrator:

This letter reports the findings of a State Licensure Survey that was conducted on May 17, 2013 bya
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 report. All deficiencies
shall be corrected no later than June 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.shtmi 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 representative. Should you have any questions please
call this office at (561) 381-5840.

Sincerely, @ .
dwﬁﬂ? b /0
Arlene Mayo - Davis
Field Office Manager

AMD/jw
Enclosure(s) 882

Headquarters

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

Deiray Beach Field Office

5150 Linton Boulevard, Suite 500

Delray Beach, FL 33484

Phone (561) 381-5840; Fax (561) 496-5924




