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COMPILATION OF CODES, RULESAND
REGULATIONS (10NYCRR) DEFICIENCIES
BELOW ARE CITED AS ARESULT OF A
SURVEY CONDUCTED AT THE FACILITY ON
04/21/14, 04/23/14 & 04/24/14 INACCORDANCE

- WITH ARTICLE 28 OF THE NEW YCRK STATE

PUBLIC HEALTH LAW. THE PLAN OF
CORRECTION, HOWEVER, MUST RELATETO
THE CARE OF ALL PATIENTS AND PREVENT
SUCH OCCURRENCES IN THE FUTURE.
INTENDED COMPLETION DATES AND THE
MECHANISM(S) ESTABLISHED TOASSURE
ONGOING COMPLIANCE MUST BE
INCLUDED

751.2 () (7) ORGANIZATION AND

ADMINISTRATION., Operator

The responsibilities of the operaior shall include
but not he limited to:

{f) ensuring that the foillowing documents, as
applicable, are refained on file in the
administrative offices of the center.

{7} the applications for admission 1o staff
privileges of all current medical and dental staff,
which shail inciude for each applicant: a
statement of training and experience, all
supporting documents, satisfactory evidence of
conformity with requisite professional licensing
laws and records of acticns and
recommendations of stafl commitiees of the
respactive professional staff and of the governing
authority
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T2023 Continued From page 1 T2023

This Regulation is nct met as evidenced by:

Based on document review ihe facility faiied to . ‘\
ensure documented evidence of conformity with ‘ i
the contract agreement requisites that all licensed I
hiealth professionals must have in accardance !
wiih the Governing Authority when performing
in three (3) of thres (3)

Employea Contract Records (Staff Members #2,
#5 and #8).

Findings: 12023 Response:

On tha afternoon of 04/21¢
Document titted
between
Bl Stafi Members #2, #5 and #8 noted that

icans caith professianzls performing
must. be appropriately trained,
experenced, and have demonstraied skiits in the

provision of modesation sedation and be granted
privileges to provid

cllows all federal New York State and

are trained and experienced in providing
the care for which they are privileged. Every
personnet file contains all supporting documents,
satisfaciory evidence of conformity with requisite
professional licensing laws, and records of

Rewvizw of the Personnel Records for Staff
Members #2, #5 and #8 demonstrated that all
lacked evidence of these proficiencies and
competencies.

aclions and recommendations of staff
mmittees of the respective professional staff
nd of the goveming authority.
onsuliants have Letters of Agreement on file
that require them to be trained and experienced
in providing the care for which ¢ e
contracted. Upon agreenient, ﬁobiains the
bpp(upndte Ilc.,ensmg, credentialing,
immunization, a siat !

findings were coniirmed with Staff #1 in

Th‘*se
he afternoon on 04/21/14,

51,8 {c} ORCANIZATION AND T208¢

T2088 ADMINISTRATION, Personnel.

COT
1ave been since coniraciing with
icensed a entialed for the work they
perform zt
amended its

The operatershall ensure.

{c) that the health status of each employee is
examined prior fo the beginning of employment,
which is sufficient in scope 10 ensure that the

personnel files for all
does for employees. The files contain all
equired docurnents including: licensing and
credentialing documents, health assessment,
mmusizetion and PPD documents, and
orientation and training documents. As of Apri!

28, 2014, personrel fies for [ NGNGTGTGTNGG
referred to by the DOH as *staff
iembers,” #2, #5 and #8 contained all

Bupporting decuments.

Office of Aeaith Systems Management
S1ATL FORM . It ceninuaton shoel 3 of 21
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A HUHLDING:
A B B WING 04/24/2014

NAME OF PROVIDER OR SUPFLIER STREET ADDRESS CilY, STATE, 2P CODE

1X4)1D SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION P

PR {(EACHDEFICIENCY MUST 8E PRECEDED BY UL } [EACH CORRECTIVE ACTION SHOULD BE TOMPLETE

TAG REGUILATORY OR LSC IDENTIFYING INFORMATION) iAG CROSS-REFERENCED TG THE APPROPRIATE DATE

DEFICIENGY)

12088 Continued From page 2

ernpioyes is free from a health impairment which
is of potental risk 1 patients orwhich may
interfere with the performance of his/mer duties.

This Regulation is not met as evidenced by:

Based on record review and staff interview, the
fac#ity failed to ensure that the health status of

employess was examinad prior to the beginning
oitheir empleyment This was evident in two (2)
of three {3) Personneil Records reviewed for the

(!taw! Members #2 and #.;!

Findings:

Review of the Personn ecord for Staff #2

. noted a start date of G1ﬁ1'1, The Personnel
Record lacked eviderice of a pre-emgloyment
health staius assessment

Review of the Personnei Record for Staff #5
indicated a start date of 01 11. The Perscnnef
Recoerd lacked evidence of @ pre-employment
health stafus assessment.

During an interview with Staff #1 on 04/21/14 at
13:00AM, Siaff

his finding was confirmed with Staff #1 on
04/23/14 at 2:35PM

12089

T2H8Y

Response:

iAs stated in
fwhich is located in the

2xarnined prior to the beginning of employment
ic ensure ihai ine employee is free from a heaiih|
mpairment which is of potential risk to patients
rwhich may interfere with the performance of
his/her duties.” Documentation of this

iexaminaiion is includad in their on-site personnel
jies :

referred to by the
DOH as "staff members” #2, #5 and #8 are (and

i
1
v
were) free from such health impairments 7
As of Juns|f20 i4,ﬂamended its policy to )‘

=nsure thal documentation of examination of i
i
i
|

prior ie employment and annuall
hereafier, 1s maintained on site. As o
’014, persannel files for

nfained such evidence.

i
'
i

Office of Hezlkh Syslems Management
STATE FORM
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PREAX {RACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)
2081 Continved From page 3

T2091 751.6 (d) (1) ORGANIZATION AND
ADMINISTRATION. Personnel.

The operator shall ensure:

{d) that a record of the following tests,
procedures and examinations is maintained for ali
cmployees

{1) a certificate of immunization against rubeila

This Regulation s not met as evidenced by:

Based on record review and staff interview, the
facility failed to ensure lhat employees are
immune to Rubella. This was evident in one (1) of
three (31 P i > j t

Findings:

Areview of the Personnel Record for Staff #2
“ noted a start date of O‘E-M The Personnel
Record lacked evidence o1 immunity to Rubeila.

This finding was confirmed with Staff #1 on
0af23i4 at 2:35PM.

751.5 (d) {2) ORGANIZATION AND
ADMINISTRATION. Persannel.

The operator shall ansure:

{d) that a record of the following tests,
procedures and examinations is maintainead for all
emgloyees:

{2) a certificate of immunization against

T2093

12093

ocumenting immunity.
Eersonnel file for

ontained such evidence.

) PROVIDER'S PLAN OF CORRECTION %5
i FIX ]‘ (EACH CORRECTIVE ACTION SHOULD 8E COMPLETE
NG ] CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)
12691
T2031
|

i
i
i
|
i
13
|
|
\
\

i i

12091 Response:
iAs stated in f
which is located in ihe {
in their personnel files.” Each

(and has been since contracting with
ine against rubelia. As of June
amended its policy to include contract

woikers, Fiies will asnined on site and
Eomasn evidence of munization or titersy

eferrec to by the DOH as “staff member” #2, /

2044 the

Office of Health Systems Managemsnt
STATE FORM
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12093 Continued From page 4
measles, for ali personnel born on or aftsr H
January 1, 1957. i
" :
This Regulation is nof met as evidenced by: [
. . | :
Based eniecord raview and staff interview, the i
facility failed 1o ensure that employees are i
immune to [ = was evident in one (1)
of three (3) Persormel Records reviewed for the
(o@ ]
s 1 1200 IResponse:
Findings. T20¢5 8sp
: , o ) S As stated in
| Areview of the Personnel Recqrd for Staff #2 e
' docementied a start date of 01 t1. The
2l Record Jacked evidence of immunity to
equired to submit serofogical proof of immunity
fo before commencement of
work at Fach {and has been
since cantracting with i € against
] As of June 014,
i amended its policy {0 include contract workers;
I ' tpersonnet files will include evidence J y
} j munization - or titers - A
[ ocumenting Immgpity. As of April 25, 2014, thel o'ff"‘
o ' ersonne! file for A
This finding was confinned with Staff #1 on | eferred to by the DOH as “staff member," #2, \k\aﬂ*
04/23/14 at 2-35PM, ! Lontained such evidence.
i
72996 i

751.6 {d) (4¢) ORGANIZATION AND
ADMINISTRATION. Personnei.

12096 .
120%s The operator shall ensure:

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

Cfice of Health Systems Management
STATE FOHM
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Continued From page 5

{4} for all personnel prior to employment or
affiliation, except for parsonnel with no clinical or
patient contact responsibilities whe are located in
a building or site with no patient eare services,
either tuberculirr skin test or Food and Drug
Administration (FDA) approved blood assay for
the detectios of latent tuberculdsis infection, prier
i employment or affiliation and na less than
every year thereatter for negative findings.
Positive findings shali require appropriate clinical
follow-up but no repeat tuberculin skin test or
blood assay. The medical staff shall develop and
implement policies regarding positive oytcomes.

This Regulation is not met as evidenced by:

Based on record review and staff interview, the
faciity failed to ensure that employees prior to
empioyment, and annually thereafter, are tested
for the Tuberculn infechion. This was evident in
one (1) of thiee (3) Personnel Records reviewed
t for the

+indings:

Areview of the Perso Record for Staff #2
11. The Personnel

noted a start date of 0-
Record lacked evidence of this employee's pre

employment Tuberculin infection status and
annually thereafter.

Duiing an interview with Staff #1 on 04/21/14 at
11:00AM, she stated they don't need Personnel
Files for t I'he staff member stated

PRUFIX {EACH CORRECTIVE ACTION SHOUL D BE COMPLETE
IAG | CROSS-REFERENCED 0 THE APPRCPRIATE DATE
? ) DEFICIENCY)
T2088
i
i
T2096 Responsa:
As slated in
iocated in the
i
pd Mantoux test submitted to Human
esources bzafore any employee begins workin 4
t Each as (and has had since
ontracting with evidence of ppd
Maritoux test. As of June [Jo14
Jnciudes contract workers as well as employees,

End states that consultant personne! files will
contain evidence of initial and annual testing for |

the Tuberculin infection. A 2014 |
the persenned file for
referred to by the DOH as “Stalf tenoer, 72,

|
ﬁ
fontained such evidence. |

Office of Heath Systems Management
SiATE ~ORM
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T2086  Continued From page 6

This finding was confirmed with Staff #1 on
04/23/14 al 2.35FPM

751.6 () {5) ORGANIZATION AND
¥2097 ADMINISTRATION. Personnel.
The operator shall ensure:

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

(5} an annual, or more frequent if necessary,
health staius reassessment to assure freedom
from a health impairment which ig 5 potential risk
to the patients or might interfere with the
performance of duties.

This Regulation 15 not met as evidencad by:

Rased on recod review and staff interview, the
taciity failed 10 ensure that employees received
an annual health status reassessment This was
evidentin one {1} of three (3} Perspnnel Records

reviewed (Staff #2)

Findings:

noted a start date of 0 1. The Persgnnef
Record lacked evidence of an annual health
siatus reassessment.

A review of the Personﬁecom for Staff #2

Dusing an tnterview with Staff #1 on 04/21/14 at
11-00AM, Staff #1 stated that they don't need
Personnel Files tor the he staff

T2095

| Tzoer

i
i
'
i
i
i
:

|
Response
fAs stated in

a compleie
form to the
uman Resotirces Uepartnent anpually within
ne month of their anniversary date that assures
that the employee is in good physical and mental
health znd is cleared to continue working at

' As of June 014}K-amended its
DOICY 10 inciude confract workers and will !
ncide in consultant persennel files, evidence of
fan annual health assessment to assure freedorn
from & heath impairment which is a potential risk
0 the patiente or might interfere with the

performance of dulies. i il 29 4, the
personne! file for|
referred 10 by the DOH as "staff member,” #2,

contained such evidence.
1

Ofice o Heaith Sysiems Managemen
SIATE FORM

H continuation sheet 4 of 21
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72097 Continued From page 7

nfirmed with Staff #1 on

Thig finding wa

Was co
U4/23/14 at 2:35PM

12088 751.6 (e) ORGANIZATION AND 12068
ADMINISTRATION. Personnel, ;

The operator shall ensur
{e) thai a persorinel file is maintainad fer each
employee. i !

This Regulation is not met as evidenced by:

Based on recoid review and staff interview, the

faciity failed ¢ maintain Emglovee Files for the

CRNAs (Certified Registered Nurse Anesthetists ).
This was evident for three (3} of three {3) CRNAs
(Staff Mernbers #2, #5 and #8).

Findings: T2094
During an ml@uv.ew wnh taff #1 on 04/21/14 at naintains personnel files for all
11 00 : 2mployees. As as nol aware, nor had |t

n previously informed derg an Adicle 28
i I;evnew of the necessi
flies for

nth its A
hat stipulated that 2/l DOH requirements
were being met. Going forward, ill
t haintasn persorinel files that contain all required
No Personngt Files were provided on 04/21/14. Fucumenldaon for its As of

: Wit 22 2014 personnel files for
eferred to by the DOH as “staff
nembers” #2, #5 and #8 are being maintained
En site and as of Aprii 28, 2014 they were
L B jinfietc.
Qftice of Health Systems Managemant
STATE FORNM

Personne| Fiies were provided for Staff Members
#Z #5and #8 on 04/23/14 and 04/24/14;
nowever, the files were incomplete,

if contimustion sheer 16 of
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12088 Continued From page 8 Tz20e8

Please iefer to the findings noled under Tags
2013, 12089, T2031, T2093, T2096 and T2097.

751.6 {g} ORGANIZATION AND
12103 ADMINISTRATION. Personnel T2403

]

The operator shail ensure: \
{9) the assignment of duties and functions to 1
¢ach employee that are commensuraie with ‘
hisfher licensure, registration and/or certification, i
and experience and compelence,

i
This Regulation is not met as evidenced by: i
|

Based on record review and staff interview, the
facility failed to ensure confirmation of the
employees' raining, experience, references,
competencies, delineation of privileges and
performance evaluations. This was evident in four
{4) of nine {8} Personne! Records reviewed { Staff
Members #2, #5, #8 and #9).

e

Findings: 123103 Response:
A review of the Personnel Record for Staff #2 Steff Development poicy, Wiich (& located In
noted a start date of 01/f11. The Personnet he Administrative Policy & Procedure Manual,

Record iacked evidence of confirmation of the
employee's training, experience, references,
compelencies, deiineation of privileges and
performance evaluations

sonfirms all employees’ training,
:xperience, references, compelencies and
Kedneation of privileges before hire.
;mn_ﬁrmed the training, experience, references,

. . . competencies and delineation of privileges
A review of the Pefsomiecord for Staff #5 bafors hiring its

F As of suncpoia,
noled g slart date of 01 1. The Personnel amended s poLCy to include contract
Record lackead evidence of confirmation of the . workers and going forward il keep this
employee's training, experience, references, documepiatiop jn the personnel hles of new
compeiencies, delineation of criviteges and konﬁadm By June 3C, 2014, will
edso create & protile to have on file that wiil be

ompleted by the staffing agency that supplies
Eur contract RNs; this profile will detail the i
L £
kompetencies and delineation of privileges. ‘k

urse’s fraining, experience, references,

Office of Health Systems Management
STATE FORM If conbinuasion sneet 12 of
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ARD PLAN OF CORRECTION IDENTIFICATION NUMBER:

(X2 MULTIPLE CONSTRUCTION

A i EING:

B vAnG
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COMPLETED

04424/2014

NAME OF PROVIDER OR SUPPLIER

SUMMARY STATEMENT OF DEFICIENCIES
{EACK DERICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATION)

(X))
PREFEX
TAG

STREETADDRESS CiiY STATE, ZIP CODE

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCEDTO THE AFPROPRIAT
DEFICIENCY)

SHETTIX
A

(%34
CONPLETE
E DAYE

T2103  Continued From page 9

performance evaluations.

noted a start date of 01/ 2. The Persennel
Record lacked evidence of confimnation of the
empicyee's training, experience, references,
compeiencies, delineation of privileges and
performance evaivations.

A review of the Personni:ecord tor Staff #8

Similer findings were found on revigw of the
Personnel Record for Staff #G.

During an interview with Staff #1 on 04/21/14 at
11.00AM, Staff #1 stated that they don't need
Credental Files for the Staff Members

e e

Thess Gndinas were o0
LRl MIIN I2 WCITS W

04/23/14 at 2:35PM

751.6 (j) ORGANIZATION AND
ADMINISTRATION. Personnel

The opersator shall ensure:

{j) that each new employee is provided with a
planned orientation to fhe center's operation and
perscnnel pélicies.

This Regulation is not met as evidenced by:

Based on recond review and staff interview, the
facility faiied o provide evidence of the
empidyees’ anentation to the Cenler's operations
ané policies. This was evident in four (4) of nine
{9} (Stafl Members #2, #5, #8 and #9) Parsonnel

T2103

T2106

o miarld, g

STATE FURM

i conlinuzton sheet 0 of 29




New York State Department of Heaith

FORM APPROVED

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

(A2 MULTIPLE CONSTRUCTION

{X3] DATE SURVEY
COMPLETED

ADMINISTRATION.

Patients’ rights.

‘ A il DING.
|
|
i
L _ B.WENG 04/24/2014
NANE OF PROVIDER OR SUPRLIER STREET ADDRESS (:1Y. STATE ZIP CCDE
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES. m PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL HPE N R (EACH CORRECTIVE ACTION SHOULD 8E COMPLETE
TAG REGULATORY DR {SC IDENTIFYING INFORMATION) NG CROSS-REFERENGED 70 THE ARPPROPRIATE DATE
DEFICIENCY)
2106  Continued From page 10 Tz106 .
Files.
Findings. |
1210¢ Response:
During an inlerview with Staff #1 on 04/21/14 at geoccumenied b WhicCH 1S
T1:00AM, Staff#1 stated that they den't need )
i ' conducts a mandatory A b
rientation for aif new staff and voluntesrs on a o
monthly basis. During initial training staff and L.
jolunteers learn about the departments in which | & e
" As 2014, I A
Review of the Personngl Record for Staff #2
noted a start date of § 11. The Personnel v A o
Record lacked documented evidence of sedation services —going lgrward, contract
orientation to the facili workers will attend mandatory
atf s Y. erientation and this orentaticn will be |
. documented in the personnel file. !
Review of the "msonnﬂecum‘ for Staif #5 !
noted a start date of Q1 11. The Persennei [
Record fgcked documenied evidence of
oirentakon o the facility. ]
'
Review of the Personnel Record for Staff #8 I
noted a start date of 01 12. The Personng) |
Record lacked documenied evidence of
orientation to the facility.
Review of the Personnel Recoerd for Staff #9
noted a start date of 081 3. The Perscnrel
Racord lacked documented evidence of i
orientation to the facility
N o : . ! i
ihese findings were confirmed with Staif #1 on I !
04/23/14 at 2.35PM. |
T2178 751.9 (h} ORGANIZATION AND 12378
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TZt78

Continued From page 11

Palicies and procedures shall be developed and
inplemented regarding the palients' righis. The
operator shall have in effect a written statement
of patients’ rights which is prominenily posted in
patient care areas and a copy of which is given to
the patient. Such siatement shall include the
patients’ rights to:

{n} receive from his/her physician information
necessary te give informed consent prior to the
start of any nonemergency procedure or
treatment or both. An infermed consent shalt
include, as a minimum, the provision of
information concerning the specific procedure or
treatment or both, the reasonably foreseeable
nsks involved, and alternatives for care ot
treatment, ifany, as a reasonable medical
practitioner under simrlar circumstances would
disclose i a rmanner permitting the patient ta
make a knowiedgeable decision,

This Regulation is not met as evidenced by:

Based en record review and staff interview, it was
determined that the facility failed to ensure that
the Physictan / Surgeon provided the patient /
patienis’' representatives nece information to
give infurmed consent prios to n four (4)
of four (4) Surgical Records reviewed {Patients
1, #2, #5 and #8).

Findings:

o e B I TR e o S v T TPy TRU [T S G,
Record review for Patient 31 revealed ihat on

TZi7R

‘T2178

T

Response:
foli

which dictate our standards of professional
practice. Every patient is givea writterr and oral
nformalion about every service and precadure
s well as the opportunity 1o ask questions by a
rained staff person or Social Worker. Once the
staff person has ensured undegstanding, then
wfermed congent is obtainad. hysicians
nave always cenfirmed thal consent has been
cblained and they have always given the patient
the opporiumity to ask questions. Beginning
Wune 16, 2014 v ensure that the
Physician/Surgeon documents that she/he
reviewed the informed consent and answered
any questions iy adding a place on the visit
ecord for such documentalion. i
documentation will be ref| ;
i 2otocols under !
il Physicians/Surgenns wili be
wiified of this addition immediately. Beginning
Eune 16, 2014 and fort axt three months.
PPNT will review allﬁabodion records o
assure compliznce with documentation of the
hysician's conversation with the patient relative
o informed consent. Seri-annual audits witl be
i)erformec subsequently o ensure continued
Tompliance.
I :

- T T
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="y -y . T n !
12178 Coniinued From page 12 1238
3.14 {he patient had aj procedure

The contained Lhe
patients signaire daled ¢
signature of the witnggasad
dated 0 14 The

“"the client got this ggrmation
and understood it. as’e

guestions -had."

R review for Patient #2 revealed that on
0: the paiient hac rocedure.
fhe documented the

patient's _wnness) signatures

dated 02 14.

Record review for Patient #5 revealed that on

patient's g
dated 1.2'3 13.
An interview with Staff #1 on the moming of
04/24/14 revealed that the Social Worker gives
the Surgical and Anesthesia Consents fo the
patient during the pre-surgical testing visit. The
Social Worker signs the Witness Section on the

i Consents. The Social Worker receives special
[ training to perform this funciion. ;

Review of the facility's policy iitled-

_dated 2012, documented that
Clinicians performing-bortions must
ascertain that informed consent has been
obtained before providing the abortion.

(withess) signatures

There was ne docuimented evidence that the
Physician f Surgeon discussed the surgicai risks,
benefiis and alternatives with the patient prior t¢
surgery as required.

Offiee of Health Sysiems Management
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1
I
i
]

A
-~
o

T2178  Continued Frorn page 13

Simiiar findings were noted in the Medical Record : i
for Patient #8. ’

2877 755.4 (b) FREE-STANDING AMBULATORY Teges .
SURGERY SERVICES. !

i
Anesthesia services, |
The operator shall ensure that:
(b} administration of anesthesia is in
accordance with current standards of
professional practice

This Regulation s not met as evidenced by:

Based on record review and slaff interview, it was
determmined that the facility failed to ensure the
I - I -
I o the tme the intraoperative vital
signs were docurmenied for four (4) of four (4)
records reviewed (Pabents £1, #2 #3 and #R),

Findings 12677

Regagd review for Patient #1 revealed that on
03/@l14 that the patient had ¢
procadure. Al [lthe surgery was started.

At [l e CRNA's (Certified Registered
Nurse Anesthefist)Note documented a-

given. The dosage and route of the medications
were not documenied.

alt have the ¢

ime stamp the intra-operative vitals

ginning June 186, 2014_To ensure compliance,
i

The Intracperafive Vital Signs Note documented
blood pressure: pulse JJfrespirations:
CXygen satusglion rate: and level of

bortion records for
he. next three months. Semi-annual audits will
b2 performed subsequently to assure continued
Ic«:minance—.

Office of Meahh Systems Managameni
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i
2877 Continued From page 14 F2677 . !
_ the above notations were not imed.
. !

Record review for Patient #2 revealed that on

0214 the ge ad a—procxedure. At !
he was started.

the CRNA's Note documented a

i
I
|
f
|
!

of (he medications were not documented.

The Intracperative Vital Signs Note documenied

biood pressure- espirations:
CXygen saturation rate; andh
The above
nofations were nol timed. ] i
Review of the Medical Record for Pabent #8
_documented similar findings.
| i
, i
!
i
i
. ]
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T2698  Continued From page 15

12899 755 6 (d) FREE-STANDING AMBULATORY
SURGERY SERVICES,

Patient admission and tischarge

The operator shall ensure that:

{d) each patient is evaluated by a physician for
proper anesthesia recovery, and discharged upon
the wrillen order of 3 physician

This Reguiation is nol met as evidenced by:

ased on record review and staff interview, it was
delermined lhat the facitity failed to ensure that
the Physician ordered the discharge after
assessing the patient's recovery from the
apesthesia procedure in in fwo {2) of
two {2) Records reviewed {Patients #1
and #8).

Findings

Record review for Palient #1 revealad that on

03-7.4 at the -procedur's was
completed, Al he Physician's Order

documented to "discharge the ciient from the
Recovery Room when
coatrolied and able to oliow up in
eeks and ng. " At
the Nurse's Note documented "admitted ta
Recovery Raom.” Al the palient was
discharged.

Record review for Patent #8 revealed that on

0-4.'1 4 at the-procedure was
completed. Al he Physician's QOrder

documentsd {0 "discharge the client from the
Recovery Room when
controlled and able o)
eeks and

folicw up in

72644

T2684

_f
|
!

which, in addition to applicabie state and federal

avy, dictate ou

practice. The '

protocol Jocated in th

states, "Licensed health professionals

supervising the recovery area for sedation

MUST be:

i * trained in the management of the

i fecovery area

« currently cerlified in CPR/3LS

= immediately available and remain
on the premises until ali clients
have been discharged

= able o implemeant an emergency
protocel and direct and assist with
CPR until outside assistance is
obtained; and

PUST not:
* have duties other than client \/
recovery or have any fasks lhat

wiguld intermupt or compiomise the
continuous observation and
monitoring of recovering clients

= leave the client unattended until
the client(s) is discharged.”

;‘\s ofJune.ZDM_ the protoccl has been
bmended to include, "each patient must be
kevaluated by the physician for proper anesthesia
frecovery, and discharged upon the written order
fof the physician.” Each phygia@egroviding
lsurgical ebortion services alﬂill receive
Inotice of this change from the Medical Director
on June 16, 2014 and will bé required to
Kischarge the patient from recovery when she
has had properagasthesia recovery. To ensuie
ompliance, will review all surgical
bortion records for the next three months.
emi-arinual audits will be performad
ubsequenily to ensure continued compliance.

Othee of Mealth Systems Managemaoen
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12699 Continued From page 16

Al_he Physician was noted in a

=)

rocedure Room with another patient performing
a orocedure. At Iz patient was

observed in the Recovery Roorr.

It was noted that the Physician documenled the
y the Procadure Room. The
Physician did not order the discharge after

sessing ine patieqi's recovery from the
rocedurs in lhe Recavery
Rdum, prior to discharge as required.

a: IS¢ e

T2807 756.5 (g) ABORTION SERVICES. Nursing
" Services
The operator shall ensure that;
{g) only registerad professional nurses function
as virculating nuwises in the operating room.

This Regulation s not mef a< evidenced by:

RBased on record review and staff interview, it wae
deteymined that the facility failed to ensure that a
Circulating Nurse was in the Operating Room
during the rocedures for four (4) of four
{4) racords reviewed {Patients #1, #4 #6 and #7).

Findings:

TZ807

- Response’

staffing of abortion pro
d to ensure patient safety,
i cireulating nurse because

£96.5(¢c} shouid be read in conjunction

o 120 6{e) which says “if aberiions are
be.rformed in cperating rooms, a registerad
professicnal nurse is in charge of the nursing
Er: vices in the operating rooms”. This does not
fequil‘e abortions to be performed in operating
rooms, which is consistent with best practices for
fhis type of procedure, which is typically
conducted in 2 procadure room.

staffing requirement of 756.5(c), which states “as
fa minimum, a licensed nurse is present in each
;reatment room when an abedion procadure is |
being performed™ Al abortion procedures are |
istaffed with a licensed physician who performs
he procedure, a Certified Registered Nurse
Arestheust (CRNA) who adminislers conscious
kedation and a Center Assistant who is framned
[0 work in the procedure room. The presence of
he CRNA exceeds the minirnum requirement of
[756.8(c) that a licensed nurse be present in each
treatrment room.
}Physicians CRNAS and other trained staff
working in -proced ure rooms are alt .
trained to respond to emergencies if a
gcomphcanon should arise.

Ontice of Hizaith Systerns Management
STATE ORM
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T2807 Continved From page 17 T2807 i

surgical procedure. The
rm documents the Center Assistant

that is assigned to work in the PR.

Reviewor mem
i _ farm between 003 - 04,

documented the Center Assistant assigned to the
PR

eccrj review for Patient #1 revealed that on
: 14 the patient had g >
Staff #2 administered the

o

Slaft #3 performed the|

Review of the
form dated 03|
iqned to the PR.

cord review for Patieni #6 leveak,u that on
')”-14 the patienf had a
Staff #5 adminisiered t
Staff #8 performad the

was assigned o the PR,

Cifice o Heaith Syswema danagement
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T2807 Continued From page 18 T2807 |
H |
Recaord review for Patient #7 revealed thal on H i

0 4 the patient nad a srocedure. | i
Staff #5 administered the nd .
Staft #6 performed the procedure. !
fihe i :
E3

orm dated 03 14 revealed Staff #7

was assigned to the PR.

Review of the Medical Record documented
similar tindings for Patient #4.

12810 756.6 ABORTION SERVICES. Quality
AS

AsSurance

in addition to the requirements set forth in section T280)
7518 of this Title, the operator shall ensure that
inere is a review of any abortion procedure
complicaton with the use of these findings in fhe
development and revisien of pelicies and in
consideralion of renewing or granting staff
piivileges,

I'his Reguiation is noi met as evidenced by:

Based on record review and staff interview, it was
determined that the Quality Assurance Program

did not assess acfual and potential problems

concerning patient care and clinical performance.

This was evident in three (3) of three (3} records ;
identified in the faciiity's Incident Reports i
{Patienis #2, #3 and #5).

Findings:

As a plan of correction for |

three months, the Senior VP for Health Services

il ensure that each incident needing review by [
the Medical Director is reviewed and that hiz |

findings are used In the development and

revision of policies and in consideranon of !

i ! renewing or graniing staff privileges. Semi- !
, { annual audits will be pedformed subsequently to
] I ensure continued cempliance.

Office of Health Systems Mansgement
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NEW YORK

state dej)artmenf of

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

Acting Cornmissioner of Health Executive Deputy Commissioner

June 4, 2014

Re: Article 28 Survey

Enclosed 1s a Statement of Deficiencies relative to Chapter V, Title 1I0NYCRR. You must
prepare a specific Plan of Correction including a timetable for implementation for each
deficiency.

Your Plan of Correction must be submitted to this office by June 18, 2014. When
submitting your Plan of Correction, please be certain to use the SOD/POC form and to
sign and date the bottom of the first page.

Should you have any questions you may contact this office at Written

correspondence should be sent to the New York State Department 0O

Sincerely,

HEALTH.NY.GOV

facebook.com/NYSDOM
twitter.com/HealthNYGov






