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INITIAL COMMENTS

An unannounced Licensure survey was
conducted at All Women's Health Center of North
Tampa, inc,, an abortion clinic located in Tampa,
Fl.on . License #814.

The provider had deficiencies at the time of the
visit.

59A-9.024, FAC Clinic Policies/Procedures-2nd
Trimester

An abortion clinic providing second trimester
abortions shali have written policies and
procedures to implement policies and to assure
that quality patient care shall relate specifically to
the functional activities of clinic services. These
written procedures shall apply to second trimester
abortions and shall be available and accessible to
clinic personnel and shall be reviewed and
approved annually by the clinic's medical director.
Any abortion clinic which is in operation at the
time of adoption of this rule and providing second
trimester abortions shall be given six months.
within which to comply with these clinic policies
and procedure requirements which shall include
but not be fimited to the following:

{1) Patient admission;
{2) Pre- and post- .,
(3} Physician's orders;
{4) Standing orders with required signatures;

{B) Medications, storage and administration;

{6) Treatments;

(7} Surgical P

{8) Medial N

{9} Sterilization and 3

{10) Documentation: Medical records and facility
records;

{11} Patient discharge;

{12) Patient transfer;

care;
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{13) Emergency measures;

(14) incident reports;

{15) Personnel orientation,

{16) inservice education record;

7 :

(18) Equipment and supplies: availability and
maintenance;

{19) Volunteers; and,

{20) Visitors.

This Statute or Rule Is not met as evidenced by:
Based on observations and staff interviews it was
determined the facility failed to ensure a current
policy retated to medication preparation and
storage was in effect and available to staff
members.

Findings included:

A tour of the clean supply conducted
on at 9:15 a.m. accompanied by the
medical assistant. Observations of the medicine
cabinet revealed a white plastic basket containing
27 10 milfiliter syringes filled with clear liquid.
None of the syringes were labeled with any
information regarding the contents of the syringe,
the date of preparation, the date of expiration or
the person who prepared the syringes.

The facility was unable fo provide a policy and
procedure related to medication preparation and
storage.

The medical assistant who was present at the
time of the observations and the policy request
confirmed the above findings in an interview
conducted on at 11:30 a.m.
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