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An annual relicansure survey was congucted on

incated at 1933 West 80th Street,
Hialeah, Fiorida, 33012 . A Woman's Option clinic
Ivad deficiencies found at the time of the visit.

A153] Clinic Suppliesfaquip. Stand.-2nd Trimester
Resustitative Medications Required.

The linic shall have a crash cart at the loeation
| 16 biing carried out. The crash
can must Iﬂclude ata minimum, those
emergency medications 1 support the
i as ined by the

medical director.
Chapter 59A-8.0225(4), F.A.C.

This STANDARD is not met as avidenced by:
Based a0 obsarvation and interview, the faciity
failod to ensure expired Medications ware
removed from the faciity's crash can for two
medications {Lidocaine 2% and

‘The fintings inciude;

Areview of the facility's crash cart was conducted
on.._._ -dufing a tour of the faclity, A
contginerof ... 2% was found with an
expwramn date of 1 ___ 12014" on the box. A
boftls of mjection 1mafmi was
found with an expiration dete of .__ - 13" onthe
inbel.

Ar interview conducted on 4 af 12:4% pm
with the facility's Administrator confimed the
expiration dates and the fems were removed
from the cresh cart.
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"A156] Glinic Suppliesiequip, Stand -2nd Trimester ANSE
Equipment Malntenance.

(=) When patient monitofing equipment is utliized,
awritten preventive maintenance program shall
e developed and implemented. This equipment
shall be checked andior tested in accordance
with manufacturer’s specifications at periodic
intervals, not less than annually, to insure proper
operation, and 8 state of good repair. After
repairs sndlov atterations are made to any

i shail be
tested for propev calibration before returning itto
service, Revords shall be maniained on each
paece of equipment to indicate its history of
testing and mairterance,

{6} All | and surgieat equipment shall
have 2 wntten pvmntlve mamtenance program
ghall be

checked and Qesml n accordance with the

intervalg, not Eess than annually, to #nSure proper
wparation and 3 state of good repair.

(o) All surgvcal instruments shall have a wrilten
gram ped and

!mpleeoted Surgical instruments shall be

tleaned and checked for function after use to

gnsure proper eperation and a state of

repair,

Ghapter 89R-8,0225(7), FAC

This STANDARD is not met as evidenced by:
Based on observation, interview, gnd record
revigw, lhe facllity failed to ensure a preventative
maintenance prograr was established for the

AVEA Form 3020-0007
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£156] Continued From page 2

faciity's mechanical equipment. This includes
ensuring that this squipment is inspected on an
annusl basls for proper operation and calibration,

"The firdings inchude:

A tour of the facifity was conducted on
beginning at 12:00 pm. Observations mlde o! the

facilty's and
i revealed the

including the defibrilfator, machine
observed in the procedure . autoctave, and
mechanical suction, fackad indication of routine
inspection. A second . | maching was
wbserved in the recovery ropm which had s green
sticker indicating the machine was last inspatted
on 8110/2041 and was due for re-inspection on
8/2012. No other sticker was present indicating
the inspection had occurred.

An interview conducted with the Administrator on
472412014 2t 12:45 pm revealed the faciily does
not have the equipment inspacted by an outside
professional on an annual hasis and the
equipment is repalred as needed, She stated the
secund machine located in the
. eurrently bring repaired and she

was unebls 1o confirm that the recommended
_ ingpaction had cccurred. She stated the

{ machine found in the procedure room
is being used temporarily urdil the primary
machine is repalred.

Aveview of the faciity's policy and procedures
revealed no specific policy to address routine
inspection of faciity exuipment.

A202 Clinig Personnel-2nd Trimester

A58
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Orientation. Each facility shail have and execute
2 written orientation program to familiarize eath
new staff member, incluging volunteers, with the
fauility and its policies and procedures, 'o include,
at a minimum, fire safety and other

messures, madical emergencies, and

cantrol.

In-gervice Training. In-setvice training programs
shall be planned and provided for ail employees
inciuding full ime, pant time ang confract

mp at the beginning of and
st least annually thereafter and will also apply to
2l voluntesrs fo insure and maintsin telr
understanding of their duties and responsibliities.
Regards shall be maintained to reflect program
content and individust atiendance: The following
training shall be provided at least anrually, and
for surgical assistants and volumtesrs, must
include training in counsaling, patiert advocacy
and specific responsiofities assecisted with the
services thay provide:
1) control, to include at a mintmum,
universal precautions against . . bome

general sanitation, persenal hygiene

such as hand washing, use of maske and gioves,
and instruction to staf if thers is a likefihood of
transmitting a 146 patients or other staff
members.
{b) Fire protection, to incinde evacuating patients,
proper use of firz extinguishers, and procedures
for reporting fires;
{c) Confidentiality of patient information and
records, and protecting patient rights;
{d) Licensing regulations; and
(e} Incident reporting.

Chapter 59A-8.023,(4) and (5), FAL.

AR Form 305070001
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This STANDARD is not metas evidenced by: | fza2 L \th W Ru‘w\\“& %\ \L\

Based on interview and record review the facility —— N
falled to demonetrate an annual inservice training hww W BRAQ Rt

was provided for 2 of 2 staff (Staff #1 and Staff

) tgrinclude the fagiliy's policy and procedures %-w&\w ol \3“'\\65
tegarding 1 control, fire protection,

confidentslity of patient information and fesords, Rows. W, oot O W,‘
protection of patient rights, licensing regulations,

and incident r%pomng. \Q.\ LN %\a\-& W‘Aﬁ“ S

The findings include: \\M %\%& .

Avaview of the faciity's policy and procedures
book and of personnel files was condusted on
4124112014, Review of the facilty's policy and
procadures book revesled no indication of annugl
fiservice training for Staff #1 and Staff %2 for the
past year, Review of the individual personnel files
for Staff #1 3nd Staff #2 revealed no indication of
annugl inservice training for gither employee,

Areview of the feciity's Occupational Safety and
Heaith Administration (OSHA) guigeline buok
revezied a page titied lnservice Signing Sheet
for the offica of: A Womens Option Gynooology &
Mora" with a list of training topics which includad

bigodoorme oo control
neadiestick safety and prevention act, hazard
isation, portable fire exti fire

p ion and action, and

wante. The sheet was signed by the trainer on the.
bottam and two handwritten dates of 1/31/14
were observed on separate lines with no staff
name or signature present, No stoff names of
sigratures wers found anywhers else on the
document.

An interview was conducted with the
i on 412414 5t 12:45 pm 1o confirm
RHCAFGi SR

STATE FORM L HFD3H1 eomtrupton sheet § 91




 05/05/2014

ITATEMENT OF DEFICIENDIES
AND PLAN OF CORRECTION

RECEIVED
IBEEIE4992
3955933121

22:18
11:92

X3} PROVIDERISUPPUERAILIA
IBENTIFICATION NUMBER:

ACT3360129

a5/86/ 2814 16:89

3655333121
OFFICE DEFDT
HGA

xo
s
o
»

PAHGE
i

PRINTED: _
FORM APPROVED

T2) OLTIPLE CONSTRUCTION

PN TL - —

B WING

NAME OF PROVIDER OR SUPPLIER
AWOMANS OPTION

STREET ADDRESS, GITY, STATE, 2R CODE.

1833 W BOTH 8T

MIALEAH,

FlL 33012

DATE SURVEY
MDOWLET‘EO

042412014

o8 0
PREF
TG

SLAMWARY STATEWBNT OF CEFICIENCIES
(EAGH DEFICIENGY MUST BE FRECEDED BY FULL
REGULATORY DR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN GF GORRECTION
ks BE

0
PAEFIX {EACH CORRECTIVE, OULD
TAlh CHOSS REFERENCED 1O THE APPROPRIATE

o
DATE

A2

A250

AFTA Form a020 5007

Continued From page

the type of annual inservice training the sta®t
receive. The Administrator stated staff receive an
snnugl OSHA tralning but they did not sign the
inservice sheet on 1/31/2014 because the frainer
wrote the wiong facility name on the sheet. She
confirmed the faciity did not trave avallable a
carrected sheet with staff members' signatures of
receipt of the training. She confirmed the QSHA
traming does discuss generst procedures for

" | contret, fire profection, and
environments) safety but the tramning does not
address the other required components of annual
insarvices training which include confidentiaily of
patient information and records, protecting patiant
Hights, kcensing regulations, ang incident
reponing. She stated the fagiity does not
currently provide a formal snnual inzervice
training to review with staff the tacilty's specific
policies and procedures in these areas.

Clinic Policies/Procedures-2nd Trimester

An abertion clinie providing second trimester
abortions shall have written policies and
procedures to implement poficies and tu assurg
that quality patient care shall relate specifically to
the funetional activities of dlini services. Thesa
writtery procedures shall apply gecond trimester
abortions and shail ba available and accessible 1o
Glinic personnel and shall be reviewed

approved annwaily by the clinic's medical director.
These clinic polities and procedures shall intlude
but not be limited to the following:

(1) Patient admission;
(2} Pre- and postop

(3} Physician ' s orders,
{4 Standing orders with raquired signatures;
ficati storage and i

care;

8)
{B) Treatments;

A20Z A \.\0\\

> Lol
ol
Tk e

W w\‘m}« Nl
‘\Nl“ W

g

drdaRe
8
m;\\\m\i
Rl N, W oy
Mo, Ty e Ne
\wc,qzxt Npiwng, VAW
NERLNETY W Q\:&Q‘—-

A250

PP R Y

so W slem

STATE FORM

b RPN

Frontnuaton shast 8 of9




RECEIVED 168:99 3B55935121 AHCH
ES/ 5/2014  22:1@ ABEBZE4992 OFFICE DEPOT
11:e2 3855933121 ACA

wGE, 89712

P
[ S )

PRINTED: 04/28/2014

FORM APPROVED
A it Care Administali
STATEMENT OF DEFIGENGIES | (41} PROVIDER/SUPPLSR/CLIA T2 MULTIPLE CONSTRUCTION 1% DATE SURVEY
ANDPLAN OF NuMBER: . BULDING: COMPLETED
AC13960128 BAWING e 1 Darza;tis

NAME OF PROVIDER OR SUPPLIER STREET ADDRAESS, 1T, STATE, 2P CODE

" 1933 W 0TH ST
AWOMAN'S OFTION HIALEAH, FL 33012

i | "SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION x5
SO | (gAcH DEFIGENCY MUST BE PRECEDED BY fuLL PREFIC {EAGH CORRECTIVE ACTION SHOULD 8E cOWPLENE
TG AEGULATORY OR LSC IOBNTIFYING INFORMATION) TaG GROSE REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
A 250! Continued From page B A280

(7) Surgical

(8) Medlal |

{8) Steriization and |

{10} Docurmentation: Medical records and faciity

racords;

(11) Patient discharge;

{12) Patient transfer,

{13) Emergency measures;
{14) Intident reports;

{15} Personne! origntation;

(18} Inservice sducation record;
{7

(18) Equipment and supplies: availability snd
mainienance;

{18} Volunteers, and

(20} Visitors,

Chapter 69A-8,024, FAL.

This STANDARD is not met as evidenved by:
Based on inerview and record review, the facility
failed to demonstrate their policies and
procedures 1) addressed all required topics and
2) werg reviewed annuatly by the Medical
Diractor,

The findings include:

1) A review of the faciliy's policy and procedures
manual was conducted with the Admintstrator on
412412014, During the review it was noted thare
were no references In the policies o the
gterilization; | of surgical equipment nor
was there a policy for an anrual prevertative
maintenance program for the faciity's mechanical
aguipment.

An intarview conducted with the Administrator o

AHCA FBitn 30Z0m0001
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412412014 at 12:45 pm revealed she is the person
in charge of sterilizing the surgical equipment but
| ths 15 not formally wiiten ko the faciity's }N 3\«‘ \
pobicies. She also confirmed the faciity does ot 3
have a policy for preventstive maintenance of the ol
equnpmem and that the equipment is repaited 25 C
c
2) A review of the faciliy's poiicy and procedures ’
manual was conducted with the Administrator on

412412044, During the it was noted
manvais did ng:goné{::;wmwbﬂg?mm :f an W }-\‘X\ (1) \(\m( \)3\\\
annual review by the Faciity's Medical Director.

R aoatooty 494 Q{\\u

v

An interview conducted with the Administator on

42412014 at 12:45 pm revealed the facilty has O VALY
not bean conducting a formal annual review and
‘i ansare In the fature the policies and 4 We Wt Yo
provedures are reviewsd at [sast anoually and \ \ o
documentad upon completion of the annual LAY Q%\%\\NA&Q
review.
" ]
3
202 Madical Screeningleval.-2nd Trmester A302 3\7‘ %\’\ \‘: Q\ﬂ-ﬂ
Laborataty Equipment and Supplies. &\& W‘\\h \
() Al equi and supplis for th \0 WL ()
slorage, ‘and testing of spacimens shall meet the
pvwmons of Rule 59A-? FAC. and shail be 0\@ Q&é\h w i
ingtructions and In @ mnnner that ansuras '+ &Q_QS\MQ‘\ X{Q \CKV\

accurate test resulls.

® Temperature controlied spaces for the storage ) %6 e Q\ Q@

of specimens of esting supplies shall be
monitored nd recordad 1o ansure that the proper
storage temperature is malntained. \‘
N2

{c) All dated supplies and materiais ghalt not be
FACATOm 02000

STATE FORM ot HFO3H I cominuation sheet 8 18
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used bayond heir axpiration date.

{dy Adeguate facifities and supphias for the
coflection trar

, storage sportationof
iaboratory specimens ‘snall be available on site.

Ghapter 59A-8.026(3). FAC

This STANDARD Ip not met &8 evidenced by
Basad on shgenvation and interview the faciity
failed to remave & kotle of Anti-D after it expired.

| Thetine s inciude:

A tour of the faciity was conducted on 412412014
beginning &t 12:00 pm with the faciiity's

{ Administrator, @ revigw of laboratory
suppies, an opened butle of Anti-D was found

with an expiration date of 411232013, The

Adminisirator removed the bottie.

An interview was conducted on 4/24/2014

E:‘gmnl?‘ig}r;a’t\;d 2_;,0\0 prm with the Administrator
o cor e expiration date and stated the |
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RICK SCOTT ELIZABETH DUDEK
GOVERNOR SECRETARY
2014
Administrator
A Woman's Option

1933 W 60th ST
Hialeah, FL 33012

Dear Administrator:

This letter reports the findings of an Annual State Re-licensure survey that was conducted on
24, 2014 by a representative of 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 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 L2014,

The plan of correction must include the following:

1. Identify how corrective action will be accomplished for those residents found to have been
affected by the deficient practice.

2. Describe how the facility will identify other residents having the potential to be affected by the
same deficient practice.

3, Explain measures to be put into place or systemic changes made to ensure that the deficient
practice will not recur.

4, Identify how the facility will monitor its corrective action to ensure the deficient practice is being
corrected and will not recur; i.e., what program will be put into place to monitor the continued
effectiveness of the systemic change.

5. Ensure that no protected or other confidential information (i.e., resident or staff names) are
included in the plan.

6. State the completed date; the date that the facility identifies compliance can be achieved, which
must be after the exit date,

7. You must sign the bottom of page 1 of the staterent of deficiencies; include your title and date.

T ——
Miami Field Office
8333 N.W. 53rd Street, Suite 300
Miami, FL 33166
Phone (305) 593-3100; Fax (305) 583-3121

Headquarters

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




A Woman's Option
.2014
Page 2

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/Publi ations/Forms.shtml as a first step in providing a web-based
interactive consumer satistaction 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,

C>~;/] pmd g k1
IS \

Arlene Mayo-Davis el

Field Office Manager, Area 11

Enclosure: State (3020) Form



