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Howard A. Zud:er, M.D., J.D. H EA LTH A " Sue Kelly

Acting Commissioner of Health Executive Deputy Commissioner

July 29, 2014

Re: Article 28 Survey

The Plan of Correction for the Statement of Deficiencies dated April 24, 2014, which vou
submitted, has been reviewed by this office and is acceptable.

Please continue to implement this Plan of Correction. This office reserves the right to
re-survey for compliance with these code sections at any time.

%hould you have any questions you may contact this office a
the New York State Department of Health

HEALTH.NY.GOV
facebook.com/NYSDOH
twitter.com/HealthNYGov
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OPERATING CERTIFICATE_

NOTE: THE NEW YORK OFFICIAL
COMPILATION OF CODES, RULES AND
REGULATIONS (1ONYCRR) DEFICIENCIES
BELOWARE CITED AS ARESULT OF A
SURVEY CONDUCTED AT THE FACILITY ON
04/21/14,04/23/14 804/24/14 INACCORDANCE
WITH ARTICLE 28 OF THE NEW YORK STATE
PUBLIC HEALTH LAW. THE PLAN OF
CORRECTION, HOWEVER, MUST RELATE TO
THE CARE OF ALL PATIENTS AND PREVENT
SUCH OCCURRENCESIN THEFUTURE.
INTENDED COMPLETION DATES AND THE
MECHANIS M(S) ESTABLISHED TO ASSURE
ONGOING COMPLIANCE MUSTBE
iINCLUDED.

751.2(f) {7) ORGANIZATION AND
ADMINISTRATION., Operator

The responsibilities of the operatorshallinciude
but nct be limited to:

(f) ensuring that the following documents, as
applicable, are retained on file in the
administrative offices ofthe center:

(7) the applications foradmission to staff
privileges of al! currentmedical and dental staff,
which shall inciude for each applicant: a
statement of training and experience, all
supporting documenis, satisfactoryevidence of
confomm ity with requisite professional licensing
laws and records of actions and
recommendafions ofstaff committees of the
respective prefessional staif and of the governing
authority.

12023

Response: N
2

follows ali federal, New York Siale and

Bolicy ywhich e locatad 1n thd

empioyees of
hre frained and experienced in provding
he care for which they are privileged. Every
personnel file contains all s upporting documents
satisfactory ewidence of conformity with requisite
rofessional licensing laws, and records of
ctions and recommendations of staff
ommittees of the respective professional staff
and of the governing authority.
nave Letters of Agreement on file
hat require them {o be trained and experienced

Office of Health Sysiems Management

LABORATORY Diiil iii (ii i("‘I)ER/SU PPLIER REPRESENTATIVE'S SIGNATURE

CTATE FOCRM

in providing the care for which they are l
}oon:racted. Upon agrecmcnt-obtains -‘:he)A.ﬁ/a’

n F_ qowy pave 712311
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FORM APPROVED

T2023| Continued From page 1

This Regulation is not met as evidenced by.

Based on decument review the facility failed to
ens ure documented evidence of conformity with
the contract agreement requisites that all licensed
health professionals musthave in accordance
with the Governing Authoritywhen performing

in three {(3) of three (3)
Employee ContractRecords (Staff Members 2,
#5 and #8)

Findings:

On the afternoon of 04/21/14 a review of th

nd Staff Members #2, #5 and #8 noted that
“licensed health professicnals perfoming
1ust: be appropriatelytrained,
experienced, and have demonstrated skills in the

provision ofmoderation sedation and be granted
privileges to provide

Rewview of the Personnel Records for Staff
Members #2, #5 and #8 demons frated that all
lacked evidence of these proficiencies and
competendies.

These findings were confimed with Staff #1 in
the afiernoon on 04/21/14.

T2089 751.6 (C} ORGANIZATION AND
ADMINISTRATION. Personnel.

The operatorshaitensune;

(cj that the health status of each employee is
examined prior to the beginning of empicyment,
which is sufficient in scope o ensure that the

T2023

T2089

appropriate licensing, credentialing,
immunization, and health status documents from
its consuliants

2o (and

licensed angwzradsntialed for the work ihe
perform at On Jun 014
amended its

policyto inciyga
As of Aggi 014 1as
personnelfiles for al as i
does foremployees. The files contan all
required documents induding: licensing and
redentialing documents, health assessment,
i nand PPD decuments,
orientation and training documents

m’“ will have its
Nire gesaas he competency of the

kocumeniad on a com cklist that
foliows NYS and Mmtocob_ The
Director of Human Resources will be responsiblq
for monitoring this competency approval and the
Senior VP for Health Senices will be responsiblg
rthe entire corrective action. The Senior W
vili perform a personnel file audit to ensure
ompliance before goyoey brovides
direct patient care.

Il be amended by Augus U174 10 iInclude
hese new policies and procedures.

esponse:

stated ix_ policy,

hich is located in th

xamined prior to the beginning of employment
o ensure thatthe employee is free from a health
impaiment which is of potential risk to patiens
or which may interfere with the performance of
his/her duties " Documentation of this
xamination is included in their onsite perscnne
iles.

gl August 1,
11112014
Competencies willbe

J

June 3,
2014

o
1

Cftice of Health Sy stems Management
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New York State DeparmentofHealth . _ e e
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DEFICIENCY;}
) referred to by the
T2089 e age T2089 _ .
Continued From page 2 0 DOH as “staff members” #2, #5 and #8 are free
employee is free from a health impaiment which from such healih impainmments and were prior to
is of potential risk to patients orwhich may thelremp:c}ygsefnt as well_As of April 222014,
interfere with the performance of his/herduties. personnel ies fork
contained such evidence.
“'/‘
As of June 2014,F‘nended its policy to
nsur ocumentation of examination of
rior to employment and annually
thereafter, is maintained on site.
This Regulation is not met as evidenced by:
. In keeping with our policy, a checkiistofall pre- fJune 5,
Based on record review and staff interview, the employment and annual requirements, which 13014
facitity failed to ensure that the health status of include health assessments {physical exams) fof
employees was examined pror to the beginning both staff s completed and
fh | N Th R d Lin b 2) gned by Director of Human
of their empioyment. This was evidentin two ¢ Resources, and induded in each individuals
ersonnel file. This checklistis countersighed
y the employee's o supervisor e
(Staft Members #2 and #5). rior to employment v/
Findings: e Director of Human Resources also ensures

Review of the Personnel Record for Staff #2
noted a start date of 01 11. The Personnel
Record lacked evidence ofa pre-employment
health staius assessment.

Review ofthe Personnel rd for Staff #5
indicated a start date of OIjll/11. The Personnel
Record lacked evidence ofa pre-empioyment

health status assessment

During aninterview with Staff#1 on 04/21/14 at
11:00AM, Staff#1 stated that they don't need
Perscnnel Flles for the

This finding was confimed with Staff#1 on
04/23/14 at2:35PM.

Office o Heal
STATE FORM

h Sy stems Managament

hat ail staff and re up-to-date wi
heir annual health assessments by maintaini

n on-line file of the due date
assessments for all staff and nd
emails it to the |l anagers for follow-up

with their direct reports.

This policyis in effect.
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New York State Deparimentof Health

72091

T2093

Continued From page 3

751.6 {d) (1} ORGANIZATION AND
ADMINISTRATION.Personnel.

The operatorshaitensure:;

(d) that a record of the following tests,
procedures and examinations is maintained for all
employees:

(1) acertificate of immunization against rubella.

This Regulation is notmetas evidenoced by:

Based on recond raview and staffinterview, the
facility failed to ensure that employees are
" immune to Rubella. This. was evident in one (1) of

three |3i Peis onnel Recoids reviewed for the

(Staff#2).
Findings:

Areview of the PersonnglRecord for Staff #2
noted a start date of 01 11_The Personnel
Record lacked evidence of immunity to Rubeha.

This finding was confirmed with Staff #1 on
04/23/14 at2:35PM.

751.6(d}{2) ORGANIZATION AND
ADMINISTRATION. Persennel.

The operatorshall ensure.

(d) that a record of the foliowing tests,
procedures and examinations is maintained for ali
employees:

{2) a certificate of immunization against

T2091%

T2093

June s,
2014

ave a recora or immunizatuon agains
rubella in their personnel files.” Each is
and has been since contracting with
mmune against rubella.
s of April 28, 2014, the personnel file for |
heferred to by he DOH as

“staﬁ,member" #2, contained such evidence.

e

-1
As ofJune.?OMW above-
menticned pelicy to include their

personnel files are maintained on site and

contain evidence of rubglia immunizaticn or titers
docurnenting immunity through the following //
Drocess: \

° -m!i - ist for each new
employee thatiists all pre-
employment requirements — including

evidence ofimmunity fo Rubella. The
Director of Human Resources is
responsible for reviewing personnel
files prior to patient contact to make
sure all requirements have beenmet.
This checklistis countersigned by the
employee’s or contract worker's
supenisor prior tc employment.

The Direcior wilt monitor this process and the
Senior VP for Heaith Services wili monitor the
entire plan.

[This policyis in effect.

//
Response: June 5,
_ 2014 q
As staled in \

?

required to submitserological proof of immunity
o measles and rubell commencement o
ork at [l cach (and has been
since contracting with immune against
easies and rubelia.

ril 25, 2014, the personnel file for
referred to by the DOH as

, contained such evidence. P

Office of Health Sy siems Mapagement

STATE FORM
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e e -
12093} Continued From page 4 T2083 s ofJune 2014'. ended the apqve
mentioned policy to include their

measles, for all personnel born on or after personnel files will be maintained on site and
January1, 1957. jconfain evidence of rubella immunization or titers
’ documenting immunity through the following

process:
. -Ulth for each new
employee or hat lists all pre
employment requirements — including v
This Regl_xiallc)n is notmetas evidenced by evidence inmmunityfo Rubella The
. Director of Human Resources is
Based on record review and staffinterview, the responsiole for reviewing personnel
facility failed to ensure that employees are files prior to patient contact to make
immune t his was evident incne (1) sure all requirement have beenmet

This checklistis countersigned by the
employee’s or contract worker's
supervisor prior to employment.

of three (3) P inei R

(Staft#2).

Findings: The Director will monitor this process and the
[Senior VP for Health Services will monitor the

Areview of the Personnel Re for Staff #2 entire pian.

documented a start date of 0111, The _ o

Personnel Record lacked evidence ofimmunity to This policyis in effect.

Measles -

During an interview with Staff#1 on 04/21/14 at

11:.00AM, Staff #1 stated th ey don't need

Personnel Files for the

member stated "th

This finding was confimed with Staff#1 on

0472314 at2.35PM.
Response:

As stated in

T209¢ 751.6 (d}{4) ORGANIZATION AND T2086
ADMINISTRATION. Personnel.

The operatorshaliensure:
{d) that a recor of the following tests,
procedures and examinations is maintained for ail

pd Man fouxtest submitted to Human
R s before aniem ployee begins wovmng

" Each has (and has hadsince

Office of Health Systems Management
STATE FORM
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPUER/CLIA (X2} MULTIPLECONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTEFICATION NUMBER: COMPLETED
A BULDNG

TAG

NAME OF PROVIDER OR SUPPLIER

! o F L
{EACH DEFICIENCY MUSTBE PRECEDED BY FULL
RECGULATORY OR LSC IDENTFYINGINFORMATION)

STREETADDRESS CITY, STATE, ZIP CODE

PROVIDER'SPLAN OF CORRECTION

12096

Continued From page 5

employees:

{4) for all personnel prior to employment or
affiliation, except for personnel with no clinical or
patientcontact respons ibilittes wno are located in
a building or site with no patient care services,
either tuberculin skin test or Food and Drug
Administration (FDA) approved blood assay for
the detection of latent tuberculosis infection, prior
to employment or affiliation and no less than
every year thereafter for negative findings.
Positive findings shall require appropriate clinical
follow-up but no repeat tuberculin skin test or
biood assay. The medical staff shall develop and
implement polides regarding positive outcomes.

This Regulation is nct met as evidenced by:

Based on recond review and staffinterview, the
facility failed to ensure that employees priorto
employment, and annuallythereafter, are tested
for the Tuberculininfection. This was evidentin
N ~ o A d

Findings:

noied a siart date of 01 11. The Personnel
Record lacked evidence of this employee's pre
employment Tuberculin infection status and
annually thereafter.

Areview of the PersonﬁRecord for Staff #2

During an interview with Staff #1 on 04/21/14 at
11:00AM, she stated theyden't need Personnel
Files for the The staff memberstated

Office o Heal
STATE FORM

w9
PREAX (EACH CORRECTIVEACTION SHOULD BE GOMPLETE
e CROSS-REFERENC ED TO THE APPROPRIATE DATE
DEFICIENCY}
T2096 vidence 01.

personnel file
referred to by the DOH as “staff member,” #2,
ontained such evidence.

In keeping with our policy, a checklist of all pre-

mployment requirements, which inciudes
-0 infection status for both staf{“

is completed and signed b

irector ot Human Resources and included in

ach individual's personnel file.

is checklistis countersigned by the
mpioyee’s o supermisor prior to
mpioyment The Director of Human Resources
also ensures that alf staff and NN 2
up-to-date with their annual Tuberculin infection
tatus by maintaining an on-iine file of the due

date of annuai assessments which includes an
nnual pod for gt an: NN
lemails itto the anagers for foliow-up

with their direct reporis

The Director of Human Resources is responsiblg
for reviewing personnel files prior to patient
contact to make sure all requirements have beer
met; she aiso approves empioyees and confract
workers to provide direct patient care. The
Director will monitor this process at initial hire
and annually thereafter and the Senior VP for
Health Services will monttor the entire plan.

This policyis in effect.

h Sy stems Managemen
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PREFIX (EACH DEF IGIENGY MUSTEE PREC EDED BY FULL PREFIX {EACH CORRECTIVEACTION SHOULD BE
ne REGULATORY OR LSC IDENTEYINGINFORMATION) G CROSS-REFERENCED TO THEAPPROPRIATE
DEFICIENCY)
T2096| Continued From page 6 2096

This finding was confimed with Staff #1 on
04/23/14 at2:35PM.

June 5,

T2097] 751.8(d) (5) ORGANIZATION AND T2097 Response:

ADMINISTRATION. Personnel As stated | e
cated in the

Il empioyees must submit a completed
0 he

The operatorshall ensure:

{d) thata record cof the following tests, Human Resources Department annually within
precedures and examinations is maintained forall one month of their anniversary date that assures
empleyees: that the employee is in good physical and menta

{8) an annual, ormore frequent if necessary, health and is cleared to continue working at

health status reassessmentto assure freedom

from ahealth impaiment which is a potential risk
. paimer or As of ﬁr”l 2014, the personnel file for |

th tient ht interfe th the
o e patents ormight interiers wi referred to by the DOH as

padomance ofduties. siaff member.” #2, confained such avidence

s

As of June 5, 2014 mended the above-
mentioned palicy to includ ’

//
This Regulation is not met as evidenced by: To ensure compliance with this policy | HEGINR \\]X \?}

5

Director of Human Resources maintains a grid

Based on record review and staffinterview, the that lists ail staff and -dl‘.-d the date
faci}ity failed to ensure that empk]yees received :henr annual heaith assessment:s due.

an anr anl health status reassessmeni, Thls was

[This gnd is reviewed monthly by Managers who,
in turn, advise their staff members {face-to-face
and through email) one month prior to when thei Di\./

health assessmentis due. In addition,

compli with this policyis reviewed quarterly
Ficings - I

Areview ofthe Person ecord for Staff #2 This policyis in effect.
noted a start date of 01 11. The Personnel
Record lacked evidence of 2n annuai health
status reassessment.

Office” o Healtfi 8y stems Management
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STATEMENT OF DEFICIENGIES (X1) PROVIDER/ISUPPLIERIGLIA (X2} MILTIPLE GCONSTRUGTION (%3] DATE SURVEY
AND PLAK OF CORRECTION IDENTIFICATICN NUMBER: A BUILOING COMPLETED

] B.WING 0412472014
NAME OF PROVIDER OR SUPPLIER . STREETADDRESS, CiTY, STATE. ZIP CODE

DER'SPLAN OF CORRECTION ®S)

o) e 2y
PREAX (EACH DEFICIENCY MUSTBE PRECEDED BY FULL PREAX {EACH CORRECTIVEACTION SHQULD BE COMPLETE
Ye REGULATORY OR LSC IDENTFYINGINFORMATION) G CROSSREFERENCED TO THE APPROPRIATE OATE

DEFICIENCY}
12097 | Continued From page 7 T2097

During an interview with Staff#1 on 04/21/14 at
11:00AM, Staff #1 stated that they don't need
Personnel Files for thel The staff
member stated "t

This finding was confimed with Staff#1 on
04/23/14 at2:35PM.

T2098 751.6 (&) ORGANIZATION AND T2098 o
ADMINISTRATION. Personnel. pon 22,
naintains personnel files for al!
The operatershall ensure: employees. Asﬁwas not aware, nor had it
{e) that a personnel file is maintained foreach been previously informed dunng an Article 28
empioyee. review, of the necessity of keeping personnel

coniract workers/consultanis on site,
lied on its yith its

that stipulated that all D “guirementy
nere being met. Going forwand ili

. Lo . maintain personnel fi contain all required
This Regulation is notmet as evidenced by, documenrt)ationnfor ie%ndqall

who have contactwith patients.

Based on record review and staff interview, the

facility failed to maintain Employee Files for the As of April 22, 2014 personnei files for [
referred to by the DOH as
This was evident for three (3) of three (3) staff members” #2, #5 and #8 were created and

(Staff Members #2,#5 and #8). are being maintained on site; as of April 28,
2014 they were complete. .~
"

Findings: . . ) .
nding T'he Director of Human Resources is responsible

for implementing this policy, maintaining the
iles and ensuring that the have
eeh n-senviced. The Senior VP for Health
Services willmonitor the pian

During an interview with Staff#1 on 04/21/14 at
11:00AMshe stated thatthey don'i need
Personnel and Credential Files for the

(Staff Members #2, #5 and #8). The staff member

This policy is in effect

No Personnel Files were provided on 04/21/14.

Office o Heallh Systems Mar'}agement

STATE FORM if continuation sheet 10 of
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New York Siate Deparmentof Heglth

STATEMENT OF DEFICIBNCIES (X1) PROVIDER/SUPPLIER/CUA (%2) MULTIPLE CONSTRUC TION (%3} DATE SUF
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: P COMPLETED
wWING
I e oaraaots
NAME OF PROVIDER OR SUPPLIER STREETADDRESSE CITY, 8TATE, ZIP CODE

(x4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'SPLAN OF CORRECTION ®5)
PREFIX (EACH DEFICIENCY MUSTEE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTION SHOULD BE CONPLETE
AG REGULATCRY OR LSG IDENTIFYING INFORMATION) BE CROSS-REFERENCED TO THE APPROPRIATE DeTE

DEFICIENGY)

T2098| Continued From page 8 T2098

Personnel Files were provided for Staff Members
#2,#5 and #3 on 04/23/14 and 04/24/14;
however, the files were incomplete.

Please refer to the findings noted under Tags
T2013, T2088, 12091, T2093, T2096 and T2097.

12103 751.6 (3) ORGANIZATION AND T2103  Response: : June 30,
ADMINISTRATION. Personnel As stated in is 2014

policy, which is located in
The operatorshall ensure:

{g) the assignment of duties and functions to

each employee that are commensurate with onfims all employees’ training,

his/her licensure, registration and/or certification, zxzf)‘erieryce, rfefe'rToes, lc):orfnpethe.naesh
and experience and competence. elineation of privileges before hire.
confimed the training, experience, references,

competendes tion of privileges
before hiring is

This Regulation is notmet as evidenced by: As of Junejli2014, PPNC amended its policy to
include oing forwarivill

Based on record review and staff interview, the is documentation in the personnel files of
facility faited to ensure confimation of the

employees'training, experience, references, .
competendes, delineation ofprivileges and ByJune-314,-Nl_II also create a
prof thatwill be W
at supplies our

performance evaluations . This was evident in four
{4) of ning (9) Personnel Recomds reviewed (Staff

xperience, references, competencies and
delineation of privileges. o
I

Members #2, #5 #8 and #9).

Findings: Sl

'The Director of Human Resources wil be
Areview of the Personnel Record for Staff #2 responsible for maintaining this documentation,
noted a start date of 01 11. The Personnel tracking information and monitoring files for
Record lacked evidence of confiation of the compliance.

employee's training, experience, references,
cempetendes, delineation of privileges and
performance evaluations

This policy is in effect.

Areview cfthe Personnel Record for Staff #5

Office o Health Sy slems Management
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(X2} MULTIPLECONSTRUCTION

{X3) DATE SURVEY
CUMPLETED

FORM APPROVED
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NAME OF PROVIDER OR SUPPLIER STREETADDRESS, C1 Y, STATE, ZIP CODE

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES e PROVIDER'SPLAN OF CCRRECTION &5)

PREFX {EACH DEFICIENCY MUSTBE PRECEDED BY FULL PREAX (EACH CORRECTIVEAGTION SHCULD BE COMPLETE
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DEFICIENCY)
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FORM APPROVED
New York State Deparimeniof Healih

12103| Continued From page 9 T2103

noted a start date of01l 1. The Personnei
Record lacked evidence of confirnation of the
employee's training, experience, references,
competendes, delineation of privileges and
performance evaluations.

Areview ofthe Person ecord for Staif #8
noted a start date of()‘:riz The Personnel -
Record lacked evidence of confimation of the
employee's fraining, experience, references,
competendes, delineation ofprivileges and
performance evatuations.

Similar findings were found on review of the
Personnel Record for Staff #9.

During an interview with Staff#1 on 04/21/14 at
11:00AM, Staff #1 stated that they don't need
Credential Files for the Staff Members

#2, #5 and #3). The staffmember stafed "the

These findings were confimed with Staff#1 on
0412314 at2:35PM.

12108 751.6 () ORGANIZATION AND T2106 Response: June 5,
2014

ADMINISTRATION. Personnel

The operatorshall ensure:

{) that each newempioyee is provided with a
planned corientation to the center’s operation and
personnel poiidcies.

conducts a mandatory
orientation for all new siaff and volunteers on a
monthly basis. During initiai training staffand
clunteers leam about the depariments in which
heywork.”

This Regulation is not met as evidenced by: d its policy to
' contract

Based on reco review and staff interview , the reces :
orientation priof to providing
0ing forward, orkers will atien

andatory

Office o Health Systems Management
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R

STATEMENT OF DEFICIENCIES

{X1) PROVIDER/SUPPUER/CLIA I

(X2 MULTIPL £ CONSTRUCTION

1Y UATE SURVEY

AND PLAN GF GORRECTION IDENTIFICATION NUMBER: A BUILDRIC: COMPLETED
w s
NAME OF PROVIDER CR SUPPLIER STREETADDRESS CitY. STATE, ZIP CODE
x6) 0 SUMMARY STATEMENT OF DEFIC ENCIES i PROVIDER'SPLAN OF CORRECION e
PRERX {EACHDEFICIENCY MUSTBE PRECEDED BY FULL PREAX {EACH CORRECTIVEACTION SHCULD BE CONPLETE
e REGULATORY OR LEC IDENTFYING INFORMATION) "G CROSSREFERENCED TO THEAPPROPRIATE DATE
DEFICIENCY)
T2106{ Continued From page 10 12108 Orientation, which will be documented in the
ne nivq_nne! file.
facility failed to provide evidence ofthe A

employees' orientation fo the Center's operations
and polices. This was evidentin four (4) of nine
{9) (Staff Members #2,#5, #8 and #9) Personnel
Files

Findings:
During an interview with Staff #1 on 04/21/14 at
11.00AM, Staff#1 stated that theydon'tn
Personnel Files for thew
{Staff Members #2, #5 and
#8). The staff member stated

Review of the Persenn cord for Staff#2
noied a start date of 01 11. The Pesonnegl
Record lacked documenied evidence of
orientation to the facility

Review of the Personnel Record for Staff #5
noted a start date of O 11. The Personnel
Record lacked documented evidence of
orientaticn to the facility.

Review of the Personn ecord for Staff #8
noted a start date of01i12, the Personnel
Record lacked documented evidence of
orientation to the facility.

Review of the PersonnglRecord for Staff #9
noted astartdate of O(;ﬁ1 3. The Personne!
Record lacked documented evidence of
orienfation to the facility

These findings were confimed with Staff#1 on
04/23/14 at2:35PM.

Office of Heallth Sy stems Management
STATE FORM

In keeping with our policy, a checklist of all pre-
employment requirements, induding origniation
toﬂ operation and personnel policies, witl
be compleied by the Director of Human
Resources who is responsible for monitoring this

policy. Co with this policy is reviewed
uarterly by Risk Management program

This policyis in effect.

If condinuation sheet 11 of 21
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
Y I OF OOy o INE: . COMEL
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: P COMPLETED
] B wme 04/24i2014
NAME OF PROVIDER OR SUPPLIER STREETADBRESS, GITY, STATE, ZIP CODE

(X4} D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLLAN OF CORREC ION oxB)
PREFX (EACH DEFICIENCY MUSTBE PRECEDED BY FULL PREAX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) "G CROSS-REFERENGED TOTHE APPROPRIATE DATE
DEFICIENCY)
T2178| Continued From page 11 T2178 - Iel : F %g:i 16,
757.9 (h) ORGANIZATION AND : and Guidelines
ADMINISTR ATION. which dictate ourstandards of professional

practice. Every patientis given written and oral
information about every service and procedure

Patients’rights. as well as the opportunity to ask questicns bya

Policies and procedures shalibe developed and rained staff person or Sodai Worker. Once the
implemented regarding the patients‘rights. The Llaﬂ person has ensured un g, then
cperator shall have in effect a writtenstatement informed consentig obtainemhysicians
of patien®’ rights which is prominently posted in have always confimmed that consent has been
patient care areas and a copy of which is given to obtained and they have always given the patient
the patient Such statement shall indude the F"e opportunity to ask questions.

atients'rights to:

P {h) receise from his/her physician information Beginning June 16, 2014-wiJI ensure that

the Physician/Surgeon documents that she/he
reviewed the informed consentand answered
ny questions by adding a place on the visit

record for such documentation. This change in
ocumentation will be reflected in
dical Protocols under ©

All Physicians/Surgeons will be
notified of this addition immediately,

necessary to give informed consent prior to the
start of any nonemermgency procedure or
treatment or both. An informed consentshall
include, as a minimum, the provision of
information conceming the spedific procedure or
treatmenter both, the reaschablyforeseeable
risks involved, and alternatives for care or
treatment, if any, 25 a reasonable medical

disclose in a manner pemitting the patient to
make a knowledgeable deasion.

practitioner undersimilar circumstances would Begi”"‘ June 16,2014 a extthree
i onths |II review atl bortion
records to assure compliance wi

documentation of the physician's conversation
with the patient relative to informed consent.
Semi-annual audits will be perfomed

s ubsequently to ensure continued compliance.
e

-~IThe Senior VP for Health Senices is responsibig
for this change and has already audited records
v o ensure compliance.

This Regulation is noi met as evidenced by: [This policyis in effect.

Based on record review and staff inferview, it was
detemmined that the facility failed to ensure that
the Physician / Surgeon provided the patient/
patients‘ representatives necessaryinformation to
give informed consent prior to surgeryin four (4}
of four (4) Sumgical Records reviewed (Patients
#1,#2,#5 and #8).
Office of Health Syslems Management
STATE FORM

Ifcentinuation sheet 12 of 21
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New York State Departmeniof Health
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLERICLIA (X2) MULTIPLE CONSTRUCTION (X3] DATE SURVEY
AND PLAN OF CORRECTION IDENTEFICATION NUMBER: A BUILOING COMPLETED

B 04/24/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIF CODE

(X4) 1) SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION .
PREFIX (EACH DEFICIENCY MUSTBE PRECEDED BY FULL PREAX (EACH CCRRECTIVEACTION SHOULD BE COMPLETE

TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE

DEFICIENCY}
T2178| Continued From page 12 12178
Findings:

Record review for Patient #1 reveaied that on
14 the patient had a rocedure

patient's signature dafed O
signatu he witn
dated O 14. Th
“the client got this information. She sad she read
and understood it Shewas able to askany
questions she had "

review for Patient #2 revealed that on

patients g {witness ) signatures
dated 12]13.

An interview with Staff#1 on the
04l 4 revealed that the

patient during the i ot

_ngrs' ns the n the
_ eceives special
training to parfom this function.

Review of the fadlity's policy fitled -
dated 2012, documented that
Clinictans performing surgical aborions must

ascertain thatinformed consent has been
obtained before providing the abortion

There was no documented evidence that the
Office of Health Sy stems Management

STATE FORM _ f continuaton sheet 13 of 21
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STATEMENT OF SIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: P COMPLETED
- | RS b 0412412014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
>4 D SUMMARY STATEMENT OF DEFIGIENCIES 0 FROVIDER 'S PLAN OF CORREC TION .
PREF X (EACH DEFICIENCY MUSTBE PRECEDED BY FULL PREFIX (EACHCORRECTIVEACTION SHCULD BE CONPLETE
G REGULATORY OR LSC IDENTFYINGINFORMATICN) [ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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FORM APPROVED

T2178| Continued From page 13

Physictan/ Surgeon discussed thesurgical risks,
benefits and aiternatives with the patient prior to
s required.

Similar findings were noted in the Medical Record
for Patient #8.

T2677| 755.4 (b} FREE-STANDING AMBULATORY
SURGERY SERVICES.

Anesthesia services.

The operator shall ensure that:

(b} administration of anesthesia is in
accordance with currentsiandards of
professional practice.

This Reguiation is not met as evidencad by:

Based on recerd review and staff interview, it was
detemmined that the fadiiity failed to ensure the
dosage and route of administration of the
anesthetics and/crthe time the intraoperative vital
signs were documented for four {4} of four (4)
records reviewed (Patients #1, #2, #3 and #8).

Findings:

R review for Patient#1 revealed that on
0 14 that the patienthad a

procedure. AfHe surcery wasstarted.

AR crNAs (Certifed Registered

Nurse Anesthetist)Note documented a”

route of the medications

given. 1he
were netdocumented.

osage an

T2178

12677

'/All CRNA's were notified of this change through

currently documents the dosage and
oute of administration of all EEEG—<G—S——

administration with an expanded descripfion as
iof June 18, 2014. The above example will now

in addition, [l wi have the cRNAtme
[stamp the intra-operative vitals beginning June
16, 2014. To ensure compliance dll
review all abortion records for the next
three months. Semi-annual audits will be
performed subsequently to assure continued
compliance.

—

lernail on June 18, 2014 and face-to-face
iconversation with the Senior VP for Health
Services. The GRNA's were educated by the
[Senior VP for Health Sendces on the importance
of signing their notes at the beginning, intra-
operafively and atthe end of all procedures .

The Senior VP began auditing this process to
ensure compliance and will continue to do so for
the nextsixmonths and then semi-annually.

The findings ¢f the audits will be reported to the
CRNAs and PPNC's Risk Management Patient
Senices Work group,

This policyis in effect.

ladm inistered to patients. Using one of the
ampks given,

U’VM

June 16,
2014

Office of Heafth Systems Management
STATE FORM
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[ STATEMENT OF DEFICIENCIES [ (X1) PROVIDER/SUPPUER/CLA [ (X2} MULTIPLECONSTRUC TION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENT FICATION NUMBER: [ g , COMPLETED
A BUILCING:
e BW NG 04/24/2014

NAME OF PROVIDER OR SUPPLIER STREETADDRESS. CI 1Y, STATE, ZIP CODE

(X4) ID SUMMARY STATEMENT OF D NCIES D PROVIDER'SPLAN OF CORREC TION oo

PREAX (EACHDEFICIENCY MUSTSBE PRECEDED BY FULL PREAX {EACHCORRECTIVE ACTION SHCOULD BE COMPLETE

TAG REGULATORY CR LSC IDENTIFYINGINFORMATION) WG CROSS-REFERENCED TOTHEAFPROPRIATE DATE

DEFICIENCY)

12677 | Continued From page 14 12677

xygen saturation rate nd ievel of

the above notations were not timed.

Record review for Patient #2 revealed that on

/14 the patient had -rooedure. At

ne /as started. .

he CRNA's Note documented a

given. The dosage and route of the
medications were notdocumented.

Regord eview for Patient #3 revealed that on
07113 the patient had ¢ rocedure. At
e surgerywas started.

The CRNA's Note documented a

given." The dosage and route
ofthe medications were notdocumented.

The Intraoperative Vital Signs Note documented
blocod pressure

en saturation rat

The above

notations were not imed

Review of the Medical Record for Patient #8
documented similarfindings.

slems Management

Office of Heatlh Sy
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- - BWING 04/24/2014
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4 D T SUMMARY STATEMENT OF DEFIC IENGIES 7 PROVIDER'S PLAN OF CORRECTION s
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Tes77

T2699

ent#1 r
o3[} 4 - e

completed. At
documented to "discharge the dient from the

Recovery Room when
controlied ang follow up in
[

the Nurse's Note documented "admitted to

discharged.

0

4-4 at e_)rocedure was
completed. e Physician's Order

Continued From page 15

755.6 {d) FREE-STANDING AMBULATORY
SURGERYSERVICES.

Patientadmission and discharge.

The cperstorshaliensure that:

{d) each patient is evaluated by a physician for
properanesthesia recovery, and discharged upon
the written order of a physican.

This Regulaiion is not met as evidenced by:

Based on record review and staff interview, itwas
detemined that the facility failed to ensure that
the Physician ordered the discharge after

assessing the patients recovery from the
rocedure in in two (2) of
two (2) ecords reviewed (Patients #1

and#8).

Findings:

aled thaton
rocedure was
he Physician's Order

Record review for Pati

pain

A IR patientwas

Record review for Patient #8 revealed that on

12677

T2699

, 1 aadition to applicabie state and federa!l

protocol located in the Medical Protocol book
tates, “Licensed health professi
upervising the recovery area forﬁ
UST be:
» trained in the management of the
recovery area
» currently certified in CPR/BLS
v immediatelyavailable and remain
on the premises until all clients
have been discharged
»  able to implement an emergency
prefocol and direct and assist with
" CPR uniil outside assisiance is
obtained; and
MUST not:
= hawe dulies other than client
recovery or have any tasks that
would interrupt or compromise the
continuous abservation and
monitoring of recovering clients
= |eave the clientunatiended until
the client{s}is discharged”

As of June 5, 2014, the protocol has been
mended to inciude, “each patientmust be
valuated by the physician for prope

ecovery, and dischamged upon the written order

ysician." Each phygigian providing

bortion services a{Mus receive
notice of this change from the Medical Director
on June 18, 2014 and will be required fo

discharge the pati covery when she
ecovery.

has had proper

To ensure compliance, the Senior VF for Health
Services will review all bortion reconds
for

aw, dictate our standards of professional
pracice. The (I

%

.6
/

N—

Office of Heaith Syslems Manpagement

STATE FORM
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STATEMENT OF DEFICIENCIES (X1) PROVIGER/SUPPLIERICUA (X2} MULTIPLE CONSTRUC TION [X3) DATE SURVEY
AND PLAN OF CORRECTON 1DENTIFICATION NUMBER: A BUILDING: COMPLETED
NAME OF PROVIDER CR SUPPLIER STREETADDRESS, Ci'lY, SYATE, ZIP CODE
@) D SUMMARY STATEMENT CF DEFICIENCIES D PROVIDER'SPLAN OF CORRECTION P
PREF X (EACH DEFICIENCY MUSTBE PRECEDED BY FULL PREAX (EACHCCRRECT'VEACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) NG CRCSS-REFERENCED 7O THEAPPROPRIATE DATE
DEFICIENCY)
z i 0 \
72699 | Continued From page 16 —— the hext three months. Semi-annual audits wil
be performed subsequently to ensure centinued
documented fo "discharge the dient from the compliancg~The findings of the audits will be

reported to the physicians and IR Risk

ain
P Management Patient Senices Work group.

controlled and follow up in

[This policyis in effect.

At-the Physician was noted in 2
Procedure Room with anotherpatientperforming

a [ ocecure. A IR e patent was

observedin the Recovery Room.

ﬁ

—_
T

it was noted that the Physidan documented the
Discharge Orderin the Procedure Room. The
Physician did not order the discharge after

assessing the patient's recovery from the
T A —

Room, prior to dischame as required.

T2803 756.5(c) ABORTION SERVICES. Nursing T2803
Services.

The opermatorshall ensure that:

{c) as aminimum, a licensed nurse is present in
each treament room wnen an abortion procedure
is peing performed.

This Regulation 15 not met as evidenced by:

Based on record review and staff inteniew, it was
detemnined that the facility failed toensure thata
licensed Nurse was in the Procedure Room

QOffice o Health Sy stems Management
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FORM APPROVED
New York State DeparmentofHealth
l STATEMENT CF DEFICIENCIES (X1) PROVIBER/SUPPLIER/CLA (X2) MULTIPLE CONSTRUC EON {X3) DATE SURVEY
AND PLAN CF CORRECTION IDENTFICATTON NUMEER: A BUILD COMPLETED
\ BUILDING
l - O . 04/2412014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CI 1Y, STATE, ZIP CODE
i
(Xd) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN x5}
PREFAX (EACH DEF ICIENCY MUSTBE PRECEDED BY FULL PREFX {EACH CORRECTIVEACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TG CROSS-REFERENCED TOTHEAPPROPRIATE DATE
DEFICIENCY)
I as always had Certified Registered September
12803 Contin From page 17 T2803 _ )
~ontinuad From pag INurse Anesthetists, as well as staffwho have |1, 2014
during the procedures for four (4) of four (4} been specifically trained to assist the physician
records reviewed (Patients #1, #4, #6 and #7). In our progedure room; moreover;ﬂlas
’ registered nurses in its recovery room.
Findings: ”
9s as already begun recruiting an RN to 3 \P/
mrthe procedure room; the Director of

Human Resources wil seek to fill this position by
September I201‘44

Untilan RN is hired:-vlll staff the

procedure room with temporary staff beginning
August 2, 2014

There is no licensed Nurse in the PR during the

fhatis assigned to work in the PR.

Review of the "
orm between 09
documented l‘n_ j 1o the
PR.

Record review for Patient#1 reveaied that on

03-14 the patienthad a rocedure.
Staff#2 administered the and
Staff #3 performed the procedure.

Review of the
o dated 0314 revealed Staff#4

was assigned to the PR.

Record review for Patient #6 revealed that on
02/l 4 the patient had a procedure.
Staff #5 administered the and
Staff #6 performed the procedure

Office o Heallh Sy stems Management
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p—— ' N—— ‘ PROVIDER’S PLAN OF CORRECTION o
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FORM APPROVED
New York State Depariment of Health
72803} Continued From page 18 2803

Schedule" form dated 02 4 revealed Staff#7
was assigned to the PR.

Review of the "Center/\sﬁ?nt Weekly

03’14 the patient had a rocedure.
Staff #5 administered the nd
Staff #6 performed the precedure.

Reﬁ'd eview for Patient#7 revealed that on

Review of the "Center Assistant Weely
Schedule" form dated 03/f14 revealed Staff#7
was assigned {o the PR.

Review of the Medicai Record documented
simtiar findings for Patient #4.

Response:

12810 756.5 ABORTION SERVICES. Quality 12810
Assurance.

In addition to the requirements set forth in section
751.8 of this Tifle, the operatorshall ensure that
there is a review of any abortion procedure
complication with' the use of these findings in the
deweiopment and revision ofpolicies and in
consideration of renewing or granting staff
privileges

I'his Reguiation i not met as evidenced by

Office of Health Sy stems Management
STATE FORM
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STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA

A AND PLAN

NAKME OF PRIVIDER OR SUFFPLIER

SUNMARY ST/

OF CORRECTION IDENTIFICATION NUMBER:

{22y MULTIPLE CONSTRUCTION {X3] D ATE SURVEY
cow F

A BUILDING: COMPLETED

B WING

0412412014

STREETADDRESS,

CITY, 8TATE, ZIP CODE

PROVIDER'SPLAN OF CORRECTION
{EACHCCRRECTIVEAZTION SHOJLD BE
CROSSREFERENCED TOTHEAPPROPRIATE
DEFICIENCY)

(Xa4) 12 = T -
PREAX (EACH DEF ICIENCY MUSYBE PRECEDED BY FULL
76 REGULATCRY OR LSC IDENTIFYING INFORMATICN)
. 12810 | Confinued Frem page 19 2310

Findings:

- )

73T e ensure cpmpliance wi-aollc:y, the
ISenior VP for Patient Services will review every
incident that requires the Medical Director’s
review; the findings ofthese audit will be
reported to the Risk Management Patient
Services Work group for any corrective action
needed

This policyis in effect.

Office o Heal
STATE FORM
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[ NEW YORK |

state department of

Howard A. Zucker, M.D., J.D. H EALTH Sue Kelly

Acting Cormmissioner of Health Executive Deputy Commissioner

July 10, 2014

Re: Article 28 Survey

o

Your Plan of Correction submitted on June 17, 2014 in response to our
Article 28 Survey has been‘reviewed by the Department.

Based on this review, the Department concurs that Regulation 756.5 (c),
Tag T2803, is the requirement which is applicable to the procedures performed
in your facility. Therefore Regulation 756.5 (g), Tag T2807, has been rescinded,
Tag T2803 has been added, and a new Statement of Deficiencies (CMS-2567)
with this revision is attached.

The items which have been found to be unacceptable are stated in the attached
report.

Please submit a revised Plan of Correction. The Plan of Correction should be
generic for each deficiency, as well as case specific, and be preventive in
nature to aim at eliminating such deficiencies in the future. The Plan is to
include specific corrective actions, title of the party responsible for each
corrective action, and a completion date for each action plan. Clearly identify,
by tag number, the citation being addressed.

If implementation of the Plan of Correction is delayed for any reason, the
facility must provide an interim plan until the full corrective action plan is put
into effect. Failure to provide any of the foregoing required information
constitutes an unacceptable response. Please make certain that the first page
of the Plan of Correction is signed and dated by a duly authorized
representative of your facility.

Your Plan of Correction must be submitted to this office by July 24, 2014.

HEALTH.NY.GOV

facebook.corm/NYSDOH
twitter.com/HealthNYGov



Should you have any questions you may contact this office at
Written correspondence should be sent to the

Sincerely,




UNACCEPTABLE PLAN OF CORRECTION (POC) REVIEW FORM

Type of Survey: Re-Licensure

Event 1D #:-

Complaint #: N/A

Date(s) of Survey: 04/21/14, 04/23/14 & 04/24/14

The facility’s Plan of Correction (POC) has been reviewed and found acceptable with the

Deficiency #

following exceptions:

The POC Lacks The Required Facility Action

12023
Organization and
Administration-Operator

l
The corrective action ilan fails to ensure how the facility will ensure

that future staff il have competency inF

ow this will be documented, a staff member responsible
to review and approve the staff competency, a staff member
responsible for monitoring, and the method and staff member
responsible for the entire corrective action.

T2089
Organization and
Administration-Personnel

The plan lacks a system correction, how the facility will ensure
implementation of the policy, who will do the reviews, how the
facility will monitor to ensure that ail staff have pre-employment PE
(physical exam), a responsible staff member and the completion
date.

T2091
Organization and
Administration-Personnel

The plan lacks a system to implement the amended policy, who is
responsible to review the files prior to patient contact and approves
staff, monitoring, a responsible staff member for the entire plan and
the completion date.

72093
Organization and
Administration-Personne!

Same as T2091.

T2096
Organization and
Administration-Personnel

The same issues as identified for T2091 and T2093 but since PPDs
are required annuatly, the facility needs a system to alert and obtain
evidence that staff meet the requirement and monitoring of staff
compliance by the facility.

Page 1 of 3




UNACCEPTABLE PLAN OF CORRECTION (POC) REVIEW FORM

Type of Survey: Re-Licensure Complaint #: N/A

Date(s) of Survey: 04/21/14, 04/23/14 & 04/24/14

The facility’s Plan of Correction (POC) has been reviewed and found acceptable with the

Deficiency #

following exceptions:

The POC Lacks The Required Facility Action

T2097
Crganization and
Administration-Personnel

| The corrective action plan lacks how the facility will ensure that staff

receive and complete the annual health assessment form, how staff
will be notified one (1) month prior, by whom, who will monitor
compliance, a responsible staff member and the completion date.

T2098
Organization and
Administration-Personnel

The facility failed to develop a correction plan showing who is
responsible for establishing and maintaining personnel files,
ensuring staff have been in-serviced, who will manitor the plan and
the completion date.

T2103
Organization and
Administration-Personnel

The plan lacks a responsible staff member for maintaining this
documentation, tracking of information, monitoring files for
compliance and the completion date.

T2106
Organization and
Administration-Personnel

The plan lacks a corrective action for future staff, a monitoring plan,
a responsible staff member and the completion date.

72178

Organization and
Administration-Patients’
Rights

The plan lacks a responsible staff member and the completion date.
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UNACCEPTABLE PLAN OF CORRECTION (POC) REVIEW FORM

Facitity Name: [

Type of Survey: Re-Licensure Complaint #: N/A

Event iD #_ Date(s) of Survey: 04/21/14, 04/23/14 & 04/24/14

The facility's Plan of Correction (POC) has been reviewed and found acceptable with.the
following exceptions:

Deficiency # The POC Lacks The Required Facility Action
T2677 : The pian lacks staff education, a specific monitoring plan, a
Free-Standing ' responsible staff member and the completion date.

Ambulatory Surgery
Services-Anesthesia

Services
756.1 (a)
General Requirements
T2699 The plan lacks a detailed auditing plan, a responsible staff member,
Free-Standing | the completion date and reporting to QAPI (Quality Assurance
Ambulatory Surgery Performance fmprovement).
Services-Patient
Admission and Discharge |
756.1 (a)
General Requiremenis
12807 Citation rescinded.
Abortion Services- The correct citation 756.5(c) will be issued (T2803).
Nursing Services The use of a CRNA as the licensed nurse present during

procedures does not meet the minimum requirement. The CRNAis
acting as the anesthetist and therefore cannot perform the role of
the nurse present in the room as well, especially in an emergency.
The presence of “other trained staff” does not meet the
requirement.

T2810
Abortion Services-
Quality Assurance
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