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AlLicensure Survey was conducted at Eve of
Kendall, inc. located at 8603 S Dixie Highway
STE 102 Miamt, FL. 33143 on Eve
Kenda, Inc had deficiencies found at the time of
the visit,

A153 Clinic Suppliesiequip. Stand.-2nd Trimester A153

Resuscitative Medications Reguired.

Tm glinic shelt have a crash cart at the location
is being carried out. The crash
cart must include, at 8 minimum, these
emergency medlcaixons to support the
perform by

medical director.

| Chapter 59A-8.0226(4), F.AC

This STANDARD is not met as evidenced by
Based on observation, interview and record
raview, the faciiity fafled to maintain a crash cart
that was free from expired medication.

Findings include:

Observation, conducted on

12:20pm, of the facility's crash cant revealad that
itcontained an 8.4%

medication that had an expnration date of
0122013

at 12:20pm, employee #3
ackmwledged the findings.

On 02/21/2013 at 1:48pm, the facility faxed 2
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| fetter to the Agency. A review of the latter 0 e TSCAT .
" | rqvealed that it was signed by the medical doctor pein C% %;%VLL&?L&;&?WS
jing the expired icati i 1N A ¢
in the crash cart, Further review of the letter Sy e POLCAINES  PFLo :’ﬂ} t«é 1
revealed that the facility had stopped using the .. . | e, A Wik
BA% . . and failed to dispose e Erpved medc @t ) fkind i e s
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Orientstion. Each faciity shall have and execute o g &St &bﬁ;’/ iy
awritten orientation program to familiarize each Bigor o1 Hae propet ChSpiSel | egrs
new staff member, including volunteers, with the e shun propet A o ErEY
facility and its policies and procedures, to Include.! s 25 24,\ =3
at a minimum, fire safety and other safety
measures, medical emergencies, ... infection
control, 202 \ \
k FAPIE Y
L Training. in- training p N N e )
shal be planned and provided for il employees I Sed e Aronnwy O*W(LS w@iwg A
inciuding full time, part time and contract 3 A - Y D 7 .
- e D i of amp and \k}f\’\ Hne weai (e aWeotR x\f?/{
at least annually thereafter and will aiso apply to A8 RSN OR‘LLWTS'i ‘\/h ot
alt volunteers to insure and maintain their Ll C
Sndermtanding of their duties and resporsibiites. {DELN i T () e :" i 4
Records shall be maintained to reflect program |y 24 24 TET OUANTLY RSO e 'T h
content and individual attendance. The following |+ Sr s e IMP‘CN\C"‘A’@A w
training shall be provided at least annually, and it o5 50 WE LrC
far surgical assistants and volunteers, must Qi crpeyees ngm 1 e
include training in counseling, patient advocacy Gesuract vio amn Pwetﬁ &rE nyfng
and specific responsibiliies associated with the X 4 Al e A
services they provide: Hroeny 10 SEOAAL / ‘9 ‘
Intection control, to include at @ minimum,
universal precautions piood-
diseases, general sanitation, personal hygiene
such as Hand washing, use of masks and gloves,
and instruction to staff if there is 2 likelihood of
transmitting : disease fo patients or other staff
members.
{b} Fire protection, to Include evacuating patients,
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proper use of fire extinguishers, and procedures
for reporting fires;

(c) Confidentiafity of patient inforymation and
records, and protecting patient rights;

{d) Licensing regulations; and

(e) Incident reporting.

Chapler 59A-9.023,(4) and (8), FAC,

This STANDARD is not met as evidenced by:

Based on record reviews and interview the facifity
failed to provide annual in-service training to 1 out
of & (#2) sampled employess.

Findings include:

Record review of employee #2's file ravealed that
she i a licensed practical nurse (LPN). Further
review revealed that her last in-service {raining
was . .

On 0211972013 &t 1:30 prm, employee#d
acknowledged the findings.

on @t 1:48 pm, the facility faxed
documentation to the Agency that showed
employee #2 had received In-service training on
N | after the survey.
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L2013
Administrator
Eve Of Kendall, Inc

8603 S Dixie Highway Suite 102
Miami, FL 33143

Dear Administrator:

This letter reports the findings of a State Licensure survey that was conducted on L2013
by a representative of this office.

Attached is the provider's copy of the Statement of Deficiencies, POC Guidelines and 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 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 . 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

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

Ao despugive
Arlene Mayo-Davis )

Field Office Manager, Area 11

Enclosures: State (3020) Form and POC Guidelines

Headquarters

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

Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, FL 33168

Phone (305) 593-3100; Fax (305) 583-3121



