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This Rule is not met as evidenced by:
420-5-1-.03 (4)(c)

(4) Admission and Examination Procedures.

(c) History and Physical Examination. Prior to the |
abortion, a medical history shall be obtained and
recorded. The patient shall be given an
appropriate physical examination, as determined
by the physician, which may include testing for
sexually transmitted diseases, as indicated
below. The facility shall report positive test
results for sexually transmitted diseases to the
Department of Public Health. Provided that if
such results are reported within two business
days after receipt to the Department of Public
Health, then the Department, and not the abortion
clinic, shall be responsible for follow-up and
counseling of patients with test results which are
positive for sexually transmitted diseases.

The requirements of this rule were not met as
evidenced by:

Based on review of medical records and interview
it was determined the medical history obtained
and recorded by the patients who identified
themselves as having a sexually transmitted
disease was not followed up on by the clinic
Registered Nurse (RN) or the physician. This had
the potential to serve all patients served by this
clinic.

Findings include:
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1. Medical record # 673 was first seen in the clinic |
for counseling on 9/10/14 and a surgical abortion |
was performed on 9/18/14.

This minor patient completed the medical history
form with a joint signature by her mother on ;
9/10/14. The form included a section , " Have you |
ever had any of the following: Please indicate yes
orno."

The area for sexually transmitted diseases was
marked," yes".

The form was reviewed by Employee |dentifier
(El)# 1, the Clinic Administrator, Registered
Nurse (RN) who circled the yes answer.

In an interview 11/13/14 at 12:05 PM with EIl # 1,

' stated that she did not follow up with the patient
regarding the sexually transmitted disease and
did not bring it to the physician's attention. El # 1
went on to say that all patients are treated with
antibiotics.

2. Medical record # 819 was first seen in the clinic
for counseling on 11/7/14 and a surgical abortion
was performed on 11/12/14.

The patient completed the medical history form
11/7/14. The form included a section , " Have you |
ever had any of the following: Please indicate yes
or no."

The area for sexually transmitted diseases was
marked," yes".

The form was reviewed by El # 1, the Clinic |
Administrator, Registered Nurse (RN) who circled |
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the yes answer.

In an interview 11/13/14 at 12:05 PM with E| # 1,

stated that she did not follow up with the patient

regarding the sexually transmitted disease and

did not bring it to the physician's attention. El # 1

went on to say that all patients are treated with
antibiotics.

El # 1 failed to identify the type of sexually .
transmitted disease the patients had and failed to
counsel the patients regarding transmission of
sexually transmitted diseases. El # 1 failed to
identify if the patients had a reportable disease
that would require notification of the Alabama
Department of Public Health.
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