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A 000! INITIAL COMMENTS A 000

An unannounced visit was made to the fagllity on
Soptember 2, 2000, in ordar to conduct e state
ficansure survey. The fallawing deficiencics
were identified at the ime of the licensure survay |-

A 200 Clinic Policiea/Procadures-2nd Trimestor A 260

An abortion ¢linie providing second trimester
abortians shall have written policies and
proasdures to Implement policles and to assure
that quality petient care shall relats specificaty to
the functional activities of dlinic servicas. These .
wittten procodures shall upply to sscond D G Adu S
frimastar ahortions and shall be avellsble and | - f

acosesibia to olinis parscnnel and shell be . )
revigwed and approved annually by the tiinic's (ot v

medical diracior. These olink policies and . ual
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| {1) Patient admission; Liels 1S Bond,
. | (2) Pre- and post-operative care; w ‘ :

(9) Physician ' s ordars;

(4) Standing ordem with required signatures;
(5) Medications, storage and administration;
(8) Treatmeonts;

(7) Surgical asapels;

(8) Media) asopsie:

(9) Steriiization and disinfection;

(10) Documentaton: Medical records and facility
records; .
{11) Patient diascharge;

(12) Patiant transfer;

(13) Emergency maasuras;

{14) Incident raports;

{16) Personnet orfentation;

{16} Inservice educalion record;

{17) Anasthesia;

(18) Equipment and supolies: avaliability snd
maintenanca;
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S, Rrs Are
This Standard s not mst ax evidenced by: NO \éfo'
Based on racord review, the faciity falled 1o have qtlowed .
theic written policos ‘and procadures reviewed
| and approved annuslly by the clinic's medieal
director,

Findings include:

A reviaw of the fanility's license conductad on
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION
CHARLIE CRIST HOLLY BENSON,
GOVERNOR SECRETARY

September 5™ 2008

Dayana Gowdy, Administrator
Hialeah Women’s Center

952 East 25™ Street

Hialeah, Florida 33013

Dear Ms Gowdly:

This letter is to report the findings of the annual Licensure survey, which was completed on
September 2, 2008 by Kim Ody, Health Facility Evaluator II, of this office.

Enclosed, please find State Form 3020, Statement of Deficiencies and Plan of Correction, which
enumerate the deficiency that was found during the survey and discussed with you and your
staff during the survey and at the exit conference.

Please provide an acceptable Plan of Correction for each deficiency on the State Form
3020 in accordance with the enclosed instructions (Guidelines for Development of Plans
of Correction). You must include on your Plan of Correction who, when and how the
deficiency is to be corrected as well as how the requirement will be monitored for future
compliance. You must sign, date, and return the Statement of Deficiencies/Plan of Correction,
State Form 3020, to this office within ten (10) calendar days of receipt. All citations must be
corrected within 30 days of survey date.

Sign and return the original State Form 3020 with the Plan of Correction to:

R. Steve Emling
Field Office Manager, Area 11
Agency for Health Care Administration, HQA Area 11
Manchester Bidg, 1 floor

8355 N.W 53™ Street

Miami, FL. 33166
(305) 499-2165
FAX: (305) 499-2190

Any deficiencies, which were repeated from previous surveys, or deficiencies that are not
corrected within the established time frames may be subjected to administrative actions or fines
by the department.

Certain documents may be made available for public disclosure as required by law.

The Quality Assurance Questionnaire has long been employed to obtain your feedback
following survey activity. This form has been piaced on the Agency’s website at
www.fdhc.state.fl.us/Publications/, as a first step in providing a web-based interactive consumer
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Tallahassee, FL 32308
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8355 NW 53" street
Manchester Building 1*' Floor
Miami, Florida 33166



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.

Thank you for every assistance provided during this survey process. If you have any questions
regarding this report, please call Ric Garcia, RNC and Supervisor of the HHA/Hospital Unit of
this office at (305) 499-2165.

Sincerely,

&*‘/ R. Steve Emling
Field Office Manager, Area 11
Division of Health Quality Assurance

Enclosure: State Form 3020, and Instructions
Copies to: Hospital and Outpatient Services



