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This report is the result of an Annual Registration 

survey completed on August 20, 2018, at Planned 

Parenthood Keystone - Harrisburg.  It was 

determined the facility was not in compliance with 

the requirements of the Pennsylvania Department of 

Health Regulations § 28 Pa Code, Chapter 29, 

Subchapter D, Ambulatory Gynecological Surgery 

in Hospitals and Clinics.
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M 0032 M 0032  0.0029.43(b) Facility Approval

All medical facilities except hospitals may become 

approved facilities upon submission of an application to 

the Department from a person authorized to represent such 

facility and, at the discretion of the Department, 

satisfactory completion of an on-site survey.

This REGULATION is not met as evidenced by:

Completion 

Date:

10/26/2018

Status:

APPROVED

Date:

09/26/2018

In order to ensure that we adhere to 

the policy, the Director of Health 

Center Operations will ensure that 

any outstanding evaluations will be 

completed by 10/26/2018.

An audit of performance evaluations 

will then take place by the Director 

of Human Resources to ensure this 

was completed. 

The system will be monitored 

ongoing by the Director of Human 

resources by auditing biannually.
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Based on a review of facility policy and personnel 

files (PF), and staff interview (EMP), it was 

determined the facility failed to perform periodic 

work performance evaluations for four of five 

personnel files reviewed (PF3).

Findings Include:

A request on August 10, 2018,  for facility policy 

revealed 4.12 Performance Evaluations in the 

Employee Handbook that stated there are two types 

of formal performance evaluations; a 90 day 

Evaluation and an Annual Evaluation. 

A review on August 10, 2018, of PF revealed the 

following:

1) Last performance evaluation for PF1 was dated 

7/14/2016.

2) No 90 day performance evaluation for PF2, PF2 

was hired 1/18/18.

3) No 90 day performance evaluation for PF4, PF4 

was hired 2/6/18.

4) Evaluation period for PF5 was noted as 11/16 - 
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11/17 but was performed and signed by PF5 on 

3/1/17 and by HR on 3/17/17.

An interview conducted on August 10, 2018, at 

10:38 AM with EMP1 confirmed the above 

findings.
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