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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
Jacob K. Javits Federal Building

26 Federal Plaza, Room 37-130

New York, New York 10278-0063

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES
Northeast Division of Survey & Certification

July 6, 2016

CMS Certification Number (CCN): 33C0001060
Case Number:

Administrator

Dear Administrator:

Thus letter 1s to certify that you are a participant in the Medicare program in good standing, your
last survey was conducted on May 23, 2014 and your status is in compliance with the Federal
Regulations as of the date above.

If iou have ani iuestions ilease contact me at_, or email me at

Sincerely,

-

United
for Life



ANDREW M. CUOMO HOWARD A. ZUCKER, M.D., J.D. SALLY DRESLIN, M.S., R.N.
Governor Commissioner Executive Deputy Commissioner

June 25, 2015

I
Dear I

This letter is in response to your recent complaint, regarding the facility noted above.
The New York State Department of Health Division of Hospitals and Diagnostic and Treatment
Centers has reviewed the information that you provided and has determined that the
Department will take no further action at this time.

However, this facility is accredited by the Accreditation Association for Ambulatory
Health Care (AAAHC), which is responsible for the facility’s compliance with applicable
regulations. Should you wish to file a complaint with the accrediting organization, please refer to
the information on the reverse side of this letter. You may also consider bringing your concerns
to the patient representative at the facility.

Thank you for bringing your concerns to our attention. We will maintain your
correspondence in our complaint tracking system. In order to identify similar patient concerns
and trends in our facilities throughout New York State, the information you submitted will be
periodically reviewed.

Sincerely,

for Life

Empire State Plaza, Corning Tower, Albany, NY 12237 | health.ny.gov



ACCREDITING ORGANIZATION CONTACT INFORMATION

Name of Accrediting Organization

The Joint Commission (TJC)

American Osteopathic Association/
Healthcare Facilities Accreditation Program
(HFAP)

DNV GL - Healthcare (DNV GL)

Accreditation Association for Ambulatory
Health Care (AAAHC)

Contact Information

Address:
One Renaissance Boulevard
Oakbrook Terrace, IL 60181

Phone: (800) 994-6610
Website: www.jointcommission.org

Address:

142 E. Ontario St.

10th Floor

Chicago, IL 60611-2864

Phone: (800) 621-1773, ext. 8063
Website: www.hfap.org

Address:

400 Techne Center Drive
Suite 100

Millford, Ohio 45150-2792

Phone: (866) 523-6842
Website: www.dnvglhealthcare.com

Address:

5250 Old Orchard Road
Suite 200

Skokie, IL 60077

Phone: (874) 853-6060
Website: www.aaahc.org
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PRINTED: 07/25/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIC ENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULT PLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENT FICATION NUMBER: A BUILDING COMPLETED
(o]
I EE 07/14/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
(X4) ID SUMMARY STATEMENT OF DEFIC ENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFIC ENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENT FY NG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Q000 | INITIAL COMMENTS Q 000
ATitle 18 Allegation Survey was

conducted on 7/12, 7/13 & 7/14/16 in order to
determine compliance in accordance with
regulations 42 CFR 416 (Conditions for
Coverage) Subpart B and at 42 CFR Part 488
Subpart A for Ambulatory Surgery Centers (ASC).

The Condition for Coverage for Surgical Services
was assigned for investigation.

No deficiencies were identified for this
investigation.

LABORATORY D RECTOR'S OR PROV DER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE Un it@id_

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is deteig@i 8 \
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosajjje 3
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID N Facility ID: [ If continuation sheet Page 1 of 1
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prntec: [ — .

Due Date: 04/14/2014
Priority: Non-{J Medium

Intake 1D:
Facility 1D;

Provider Number;

Mgmt. Unit:

ACTS Complaint/Incident Investigation Report

PROVIDER INFORMATION

Name:

Address:
City/State/ZipiCounty:
Telephone:

INTAKE INFORMATION

License #:

Type:
Medicaid #:

Taken by - Staff_ Received Start 014 At 09:52
Location Received_ Received End: 014 At (09:52
intake Type: Complaint Receaived by: Hotline
Intake Subtype: State-only, licensure State Complaint ID:
External Control #: CIS Number:
RO Contact:
Responsible Team
Source
COMPLAINANTS
Name Addresg Phone EMail
m
Relationship :
Confldentiality Requested : Yy
RESIDENTS/PATIENTS/CLIENTS
ame Admitted Location Room Discharged Link D

ALLEGED PERPETRATORS - No Data
INTAKE DETAIL
Date of Al_leged Time: Shift:

Standard Notes: Triaged as state MODERATE

qsta‘tes she went to th [{¢] hav
alieges on 4 she was admitted to or an nn her and

‘he rom the abortion.

4/14/14 Reassigned
5/20/14 Reassigned
Extended RO Notes:

Extended CO Notes:

ALLEGATIONS
Category: Infection Control
Subcategory: Infection Confrot Practices

Seriousness: Maoderate

Findings: Unsubstantiated:Lack of sufficient evidence

Details:

Findings Text:

ALeet et A
neestrpe CTiCE

rtion. She
She alleges she

United
for Life



prine: [ inake 0: [

Due Date: 04/14/2014 racitity 10: || |
Priority: Non-lJ Medium Provider Number:
mamt.unit: [

ACTS Complaint/Incident Investigation Report

SURVEY INFORMATION

Event [D Start Date Exit Date m Staff |
01811 052314 05/23/14

Intakes Investigated: _Recewed 01/14/2014)

(o]

SUMMARY OF CITATIONS:
Event iD Exit Date Tag

3Qist 05/23/2014
State - Not Related to any Intakes
T2069-CRGANIZATION AND ADMINISTRATION.

TOO00-INITIAL COMMENTS

EMTALA INFORMATION - No Data

ACTIVITIES

Type Assigned Due Completed  Responsible Staff Member
Medical Records Requested C4/17/2014 04/23/2014

Medical Records Requested 05/20/2014 07/08/2014

Additional information Requested 05/20/2014 07/08/2014

Schedule Onsite Visit 05/23/2014  05/23/2014 05/23/2014

Investigation Report Completion 06/05/2014 06/06/2014

lryest rgt D804

United
for Life
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Due Date: 04/14/2014 Facitity 10: | |

Priority: Non-iJ Medium Provider Number:

mgmt Unit: [ IR
ACTS Complaint/incident Investigation Report
INVESTIGATIVE NOTES

2
&5

Americans




Due Date: 04/14/2014 Facility lD:_

Priority: Non-lJ Medium Provider Number:
Mgmt.Unit:-

ACTS Complaint/Incident Investigation Report

2
&5

Americans

CONTACTS - No Data
AGENCY REFERRAL - No Data




Due Date: 04/14/2014 Facility ID:
Priority: Non-iJ Medium Provider Number:

Mgmt.Unit:

ACTS Complaint/incident Investigation Report

LINKED COMPLAINTS - No Data
DEATH ASSOCIATED WITH THE USE OF RESTRAINTS/SECLUSION - No Data

Reason for Restraint:
Cause of Death:

NOTICES
Letters: Notification:
Created Description Date Type Party
01/14/2014 CHIP GENERAL ACKNOWLEDGEMENT 01/14/2014 Acknowledgerent to Compiainant  Central Office
LETTER/Complainant
PROPOSED ACTIONS
Proposed Action Proposed Date imposed Datg
State Only Actions 7/03/2014
None 07/03/2014
Ciosed: 07/03/2014 Reason: Paperwork Complete

END OF COMPLAINT INVESTIGATION INFORMATION

Federat

Method
Written

United
for Life
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' NEW YORK |

state departinent 2f St

HEALTH et o 2opuy o,

Re: Complaint #_

This letter follows th pletion of a complaint investigation. The allegation was related to a
procedure performed at the and concerns related to infection controil.

An unannounced onsite visit was made to the facility on §/23/14. The investigation included a
review of the patient's medical records, the facility’s internal investigation, and facility policies and
procedures. Information provided by the compiainant was also considered.

Based on our review, a concern was identified related to the storage of clean supplies. The
outcome of our investigation is reflected in the attached Statement of Deficiencies, However, since
appropriate corrective measures have already been implemented, no further Plan of Correction is

required.

This deficiency citation relates to non-compliance with the provisions of Title 10, NYCRR (Heaith)
and does not preclude any additional administrative action by this Department.

Section 18 of the Public Health Law requires the Department of Health to provide Board members
or trustees of voluntary facilities with notices of violations of Public Health Law or other regulations. A

copy of the form transmitting the summ ice is attached. If you have any questions concerning this
letter, please feel free to me atﬂ

United
for Life

HEALTH. My
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NEW YORK STATE DEPARTMENT OF HEALTH

STATEMENT OF DEFICIENCIES ABSTRACT

FACILITY: I

TYPE OF SURVEY: Complaint Investigation

DATE OF SURVEY: July 3, 2014

On the date specified, staff of this office completed a survey of this heaith care facility for the purpose(s)
indicated. Deficiencies were noted in the areas of operation identified below and/or on the reverse.

751.5 Organization and Adminstration

This Notice of Violation is provided to you in accordance with Section 18 of the New York State Public
Health Law. Section 18 requires the Department of Health to send to each director or trustee of a facility
notice of a violation of the Public Health Law or the Department's regulations, which could result in the
revocation, canceillation, limitation, or suspension of the facility's operating certificate.

The full Statement of Deficiencies was sent to the facility Administrator and the Chairperson or other
designated principal contact of the governing body, with the expectation that its contents would be made
available to you. Please take time to secure it and review it. Each deficiency cited is a violation of State
and/or Federal regulations and may result in the imposition of a fine and/or other penalty against the
facility and/or the revocation, cancellation, limitation, or suspension of its operating certificate. As a
member of the facility's governing body, you are responsible for completely correcting the identified

deficiencies in a timely manner.

cc: all board members

United
for Life



New York State Department of Heaith

FPRINTED: 06/18/2014
FORMAPPROVED

STATENENT OF DEFICIENCES il X1 PROVIDER:SUPPLIER/CLIA

3 WING

LONG

XZ) MULTIPLE CONSTRUGCT.CN
AND PLAN F CCRRECTICN CENTIFICATION NUMBER A sl

X3 DATE SURVEY
CCMPLETED

| 0512312014

STREET ADDRES

CLY STATE P CCDE

AL ID

TS

SUMMARY STATEMENT CF DEFICIENCIES 0
FREFIX EACH DEFICIENCY MUST BE PREGEDED BY FULL FREEIX
TaGS REGULATORY CR LSC ICENTIFYING INFCRMATICN) TaG

FROVICER'S PLAN CF CCRRECTION 5y
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPRGPRIATE CATE

T 000 INITIAL COMMENTS © T 000

eri+
OPERATING CERTIFICATE # |

NOTE: THE NEW YORK OFFICIAL
COMPILATION OF CODES, RULES AND
REGULATIONS (10NYCRR) DEFICIENCIES
BELOW ARE CITED AS A RESULT OF
COMPLAINT # | THE PLAN OF
CORRECTION, HOWEVER, MUST RELATE TO
THE CARE OF ALL PATIENTS AND PREVENT
SUCH OCCURRENCES IN THE FUTURE.
INTENDED COMPLETION DATES AND THE
MECHANISM(S) ESTABLISHED TO ASSURE
ONGOING COMPLIANCE MUST BE i
INCLUDED. :

NO PLAN OF CORRECTION IS REQUIRED
FOR THIS STATEMENT OF DEFICIENCIES AS
THE FACILITY HAS INITIATED CORRECTIVE

ACTION.

T2069 751.5 (a) (13) ORGANIZATION AND T2069

ADMINISTRATION.

Operating Policies and Procedures.
The operator shall ensure: i
ta) the development and implementation of 1
policies and procedures written in accordance ;
with prevailing standards of professional practice -
which include but are not limited to
(13} the operaticn, maintenance and security
of the center

This Reguiation is not met as evidenced oy
Based on cbservation and interview the provider
faled to impiement poicies and procedures
regarding the storage of clean supplies.

Findings:

we of Health Systems Managemeant
IHATORY DRECTOR'S OR FROVICER SUPPLIER REPRESENTATIVE 5 510 NATLRE

EFUEM

-




PRINTED: 06/18/2014
FORMAFPPROVED

New York State Department of Health

STATEMENT 2OF DEFICIENCIES %1 PROVIDER:SUPPLER.CLIA XZ) MULTPLE CONSTRUCTION .X3} DATE SURVEY

ANG PLAN OF SCRRECTICN ICENTIFICATION NUABER A BUILDING COMPLETER
- 3 NG 05/23/2014

NAME CF PROVICER OR SUPPLER

STREET ACDRESS. SITY STATE JIP CCDE

X4 1D SUMMARY STATEMENT CF CEFICIENCIES D PROVIDER'S PLAN CF CCRRECTICN
PREFIX EACH DEFICIENCY MUST BE PRECECED BY FULL PREFIX EACH CORRECTIVE ACTICN SHCULD BE
TAG REGULATORY OR LSC ICENTIFYING INFCRMATION) TG CROSS-REFERENGCED TO THE APPROPRIATE
DEFICIENCY)
T2069

T206¢ Continued From page 1

On 5/23/14 a tour of the provider's clinic was
conducted with the Chief Operating Officer and a
nurse. At 15:20 clean supplies were noted in the

The m Program

12" wasre

all areas o operations and

reference to the location where clean supplies
should be stored.

policies
theieP,

supplies.

ifical rage of clean

ed. The "
Program " ﬁg addresses
the prevention of

infection. The section pertaining o the cleaning
and storage of supplies does not make specific

t 4:40 pm the provider's Director of

17/ :
Mwas interviewed regarding provider

procedures, The discussion focused on

Heatn Systems Managentent
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'NEW YORK |

state debartment of e e orve——
: s

s -__.'LT.:’I

Howard = Jocker N2 002 H EALI '-i Sue iy
At e Do essegor ank C ) N Togn s

Cocul e Zeouty Do

July 3, 2014

Re:
Complaint #

This letter is to inform you of the results of the investigation of your complaint against the above
referenced facility. The allegations refated to care you received at the h

This investigation included an onsite visit, interview of staff, a review of your medical record and a
review of policies and procedures. The concerns identified in your complaint to the Department were
reviewed. A concern was identified related to the storage of supplies. The Department will be working
with the provider to ensure corrective measures are implemented.

Thank you for bringing your concerns to our attention.

Sincerely,

United
for Life

HEALTH. NS/
MU - NYS(HOH
© HaalthNYGay



Due Date: 04/14/2014
Priority: Non-1J Medium

INTAKE INFORMATION

Intake Number: _
Facility ID: -

Provider Number:

Mgmt.Unit: -

PROVIDER INFORMATION:
Name:

Address:
City/State/Zip/County:
Telephone:

INTAKE INFORMATION:

{ntake Number: _

Taken by - Staff:
Location Received:
intake Type: Complaint

intake Subtype: State-only, licensure

SA Contact:

RO Contact:
Responsible Team:
Source:

COMPLAINANTS:

Name

Link ID:

Relatlonship : self
Confidentiality Requested : Y

RESIDENTS/PATIENTS/CLIENTS:

Admitted Location

o

Name

INTAKE DETYAIL:
Date of Alleged Event: Time:
Standard Notes: Triaged as state MODERATE

from the abortion.

4/14/14 Reassigned to
5/20/14 Reassigned 1o

Extended RO Notes:
Extanded CC Notes:
ALLEGATIONS:
Category: Infection Contro!
Sub-category: Infection Controf Practices

Seriousness: Moderate
Details:

eason far Restraint,
tause of Death

Shift:

License #:
Type:
Madicaid #:
Administrator:

Received Start: 01/ 014 At 09:52
Received End: 1/ 014 At 09:52
Received by: Hotline
State Compiaint ID:
CIS Number:
External Controf #:
Phone EMail
I o
Discharged = Room_ Link 1D

-201 3

13 to have an abortion. She alleges
and - She alleges she

United
for Life

e END OF INTAKE INFORMATION

Para 1 af ¢



' NEW YORK |

cm—mmee—t state detartment -'_f' e

Howard A Zucker, A D, 00D, H EALI H Sue Koty

o eaertmsinane ot Foos e SO ILhLC G @aly Lo e Sy

May 20, 2014

Complaint iD#:

Pursuant to Article 28 of the Public Health Law and Section 400.3 of 1ONYCRR, |
hereby request a copy of the Admission History & Physical, physician and nurses notes
sur; foundingﬁw visit. In addition, please submit a copy of the

facility's internal investigation into the matter.

Should iou have any questions in regard to this request, | may be contacted at -

Thank you for your cooperation.

United
for Life

HEALTH My
g S NYSGOH
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erzzas s [
PAGE  81/@2

PROTECTED HEALTH INFORMATION FAX

This fransmission contains protected health information that you are required by law to maintain in a
secure and confidential manner. Re-disclosure is prohibited. Failure to maintain confidentiality or re-
disclosure without authorization could result in penalties as described in State and Federai law.

From:

Paggst i - 2.

Tor |

Fax:

-

Date: L L //‘/ Re:
s 7
Comments:
S A . o
/uZLZu/‘ Uhe. catiiedr  Dbias Al . daond
- ) oy .
Lo all ﬂjﬁ%/(-' 9{‘9‘9/&7, V‘),d?.atu _call. %
,%ﬂ-é'-.»— vt WMM oA A /‘W??’?Wﬁzd._
v
E.Mdﬂb(/ﬁc
Warning: This message is intended only for the person listed above. The attached information is protected
qealth information and considered privileged by law. If the reader of this fax is not the intended recipient,

you are hereby notified that any disseminstion, distribution or copying of this information is strictly
prohibited. If you are not the recipient, please notify us and shred this information. Thank you for youl

United
T M w2 & f fO l' L l fe



CERTIFICATION

Pursuant to Section 4518 of the Civil Practice Law and Rules; This is to cerlify that, to the best
of my knowledge, the attached is an exact copy of the criginal medical record which | have in
my custody and control which may be released under the Public Health Law.

There are g :} ES pages contained in this certified copy. including the certification page.

The medicat records were made and kept in the regular course of the business of the agency
and is the regular course of the business of the agency to make such medical records (at or
about the time of the events described in the medical records).

Date of Service

o [2

eam Facilitator or Designee

United
for Life
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' NEW YORK |

rtgte c.’cparf:mcnf nf

Nirav R. Shah, M.0., M.P.H, HE A LTH Sue Kelly

Lommissionar Executive Deputy Commissioner

pr:f-‘“?,"\ 2 coicnn

)

. -

April 17, 2014

e Public He jon 400.3 of 10NYCRR,
hereby request the medical records for for her
2014 |l d=rartment visits as well as the History & Physical for he

Msion. This request is not as a result of a complaint against

This submission should include physician and nursing progress notes, laboratory tests,
physician orders, medication sheets and all other documents in the patient files. Any
written explanation of the record may accompany the file but cannot be accepted in lieu

of it.

Please return these records as soon as possible, to my jon. ou have any
questions in regard to this request, | may be contacted a ’

Thank you for your cocperation.

~
-~

"

Consuitant Nurse

United
for Life

HEALTH.NY.COV

faeobook, comANYSDOH
— e e e hab T



| NEW YORK |

i state department of

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.

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

- United
for Life

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



FORM APPROVED

A

New York State Depardment of Health
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTICON

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING:

{X3) DATE SURVEY
COMPLETED

NANME OF FROVIDER OR SUPPLIER STREETADDRESS, CiTY, STATE, ZIP CODE

IDER'S PLAN DF CORREGTION s

=G IENCIES D

ECEDED BY FULL PREAX (FACH CORRECTIVEACTION SHOULD BE COMPLETE

TAG CROSSREFERENCED TO THEAPPROPRIATE DATE
DEFICIENCY}

(X4) IO B [ OF DEFICIE
PREFX X (EACHDEFICIENCY MUSTBE FR
REGULATORY OR L3C IDENTIFYINGINFORMATION) G

TO00Q INITIALCOMMENTS TOCO

STATEFAC |

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
INCLUDED.

12023 751.2 (f) (7) ORGANIZATION AND 12023 |Response: July 21
ADMINISTRAFION., Operator 2014

follows ali federal, New York Siale and

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: Dolicy which i located in thd

(7) the applications for admission to staff empioyees of
privileges of al! acurrentmedical and dental staff, hre trained and experienced in providing
which shall inciude for each applicant: a he care for which they are privileged. Every
statement of training and experience, all personnel file contains all s upporting documents
supporting documenis, satisfactorye vidence of satisfactory evidence of conformity with requisite
confomm ity with requisite professional licensing rofessional hcensing laws, and records of
laws and records of actions and ctions and recommendations of staff ;
recommendafions ofstaff committees of the 2??;?;28:?5‘;:353?;?5 rofe&mnalstaff |{ \ >
respec..uve professional staff and of the governing N have Letters of Agreement on file 4 \
authority. hat require them to be trained and experienced

in providing the care for which they are
] }con:racted. Upon agreemcnt-obfans 1

Office of Health Sy stems Management
LABORATORY DIREC TOR'S C DER/SUPPLIER REPRESENTATIVE'S SIGNATURE Tl F-‘Jﬂ

CTATE FOCRM




FORM APPROVEDR

New York State Deparmentof Health
STATEMENT OF DEFICIENCIES (X1) PROVDERISUPPLEER/CLIA (X2) MULTIPLE CONS TRUC TION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIC ATION NUMBER: A BUILDING: COMPLETED
NAME OF PROVIDER OR SUPPLIEER STREETADDRESS, CITY, STATE, ZIP CODE
SUMMARY (9.0 S PROVIDER'S PLAN OF CORREC HON o
{EACH DEF ICIENCY MUSTBE PRECEDED BY FULL {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSSREFERENCED TO THEAPPROPRIATE DATE
DEFICIENCY)

REGULATORY OR LSC IDENTFYINGINFORMATION)

Office of Health 3y stems Managementi

STATE FORM

United
for Life



FORM APPROVED
New York State Deparimentof Health
T2023| Continued From page 1 T2023

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

This Regulation is not met as evidenced by gl (and

licensed angwzradsntialed for the work ihe
perform at On Jun 014

Based on decument review the facility failed to

enstre documented e\r:denog gfcqnforrmtywm amended its

the contract agreement requisites that all licensed policyto inciygda

health professionals musthawe in accordance As of Apgi 014 1as
with the Go verning Authoritywhen performing personnel nles for al as if

does foremployees. The files contan all
required documents induding: licensing and
redentialing documents, health assessment,
immunization and PPD documents,
orientation and training documents

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
ust 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.

m&“ will have its Medical |august 1,

De Raslime competency oftheﬁin 2014
Competencies willbe

}documented on a com cklist that

foliows NYS and Mmtocob_ The

Director of Human Resources will be responsiblq )
for monitoring this competency approval and the 4
Senior VP for Health Senices will be responsiblg \/
rthe entire corrective action. The Senior W
vilt perform a personnel file audit to ensure
ompliance before goyoey brovides
direct patient care.

- . B . Il be amended by Augus U174 10 iInclude
lhese findings were confimed with Staff #1 in hese new policies and procedures.

the afiernoon on 04/21/14.

esponse:

T2089 7516 (C} ORGANIZATION AND T2089 _ .
AD MINISTRATION. Personnel. S stated i policy.
hich is located in th June 5,
The operatorshaitensune; 2014
(c} that the health status of each employee is xamined prior 1 the beginning of empioyment
examined prior to the beginning of empioyment, o ensure that the employee is free from a health
which is sufficient in scope o ensure that the impaiment which is of potential risk to patiens '))ﬂ
or which may interfere with the performance of 4
his/her duties " Documentation of this G}H
xamination is included in their onsite perscnne ‘1
iles.

Oftice of Health Sy stems Management (]
I United
f L i f



FORM APPROVED
_New York State DepartmentofHealth N B i e
"STATEMENT OF DEFICIENCIES [ (1) PROVICBSUPPLIERICUA (32) MULTIPLE CONS TRUC THON X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
A BUILDING
B WING 04/24/2014
NAME OF PROVIDER OR SUPPLIER STREETADBRESS, CHTY, STATE, ZIP CODE
" i —— PROVIDER'S PLAN OF CORREC TION ) 5
FREAX (EACH DEFICIENCY MUSTBE PRECEDED BY FULL PRIFIX (EACH CORRECTIVE ACTION SHOULD &E COMPLETE
TAG REGULATORY CR LSC IDENTIFYING INFORMATICN) G CROSS-REFERENCED TO THEAPPROPRIATE DeTE
DEFICIENCY)
T2088 | Continued From page 2 T2089 _rer@rred to by the

employee is free from a health impaiment which
is of potential risk to patients orwhich may
interfere with the perfermance of his/herduties .

This Regulation is not met as evidenced by:

Based on recond review and staff interview, the
facitity failed to ensure that the health status of

employees was examined pror to the beginning
ofthe|r e'n ployment, Th|< was ewdent in two (2)

(Staft Members #2 and #5).

Findings:

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

both staff 2
gned by

y the employee's o
rior to employment

e Director of H
hat ail staff and

heir annual health assessments by maintaini

n on-line file of the due date
assessments for all staff and
anagers or follow- up

emails itto the

OH as “staff members” #2, #5 and #8 are free
ffrorn such health impaimments and were prior to

their employment as well. As of April 22, 2014,
personnel files for*
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.

In keeping with our policy, a checkiistofall pre- fJune 5,
employment and annual requirements, which
include health assessments {physical exams) for

Director of Human
Resources, and induded in each individuals
ersonnel file. This ¢hecklistis countersigned

with their direct reports.

This policyis in effect.

2014

is completed and

S upervisor /

Resources also ensures
re up-to-date wi

T
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_New York State Depariment of Heaith
STATEMENT OF DEFICIENCIES {X1) PROVIDER/ SUPPLIER/CUA (X2) MULTIPLE CONSTRUC TION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMSER: A BUILDING: COMPLETED
B ¥NG 04/24/2014
NAME OF PROVIDER OR SUPPLIER STREETADDBRESS CI Y, STATE, ZIP CCGDE
SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o9
PREFIX {EACH DEFICIENCY MUSTBE PRECEDED BY FULL PREAX (EACH CORRECTIVEACTION SHOULD 8F COMPLETE
G REGULATORY CR LSC IDENTIFYING INFORMATION) IAG CROSS-REFERENCED TO THEAPPROPRIATE DATE
DEFICIENCY)
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New York State Deparimentof Health
72091 Continued From page 3 T2091

June s,
2014

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

‘ ave a record of immunization agains
The operator shait ensure: rubella in their personnel files.” Each is
(d) that a record of the following tests, and has been since contracting with
procedures and examinations is maintained for all mmune againstrubella.

employees:

(1) a certificate of immunization against rubella. As of April 28,2014, the personne! file for |

eferred to by the 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

This Regulation is notmetas evidenced by: lcontain evidence of rubglia immunization or titers
. docurnenting immunity through the following /
Based on recond review and staff interview, the IDIOCess: \/
facility failed to ensure that employees are

immune to Rubella. This. was evident in one (1) of ¢ -'m'

ist for each new
three (3} Personnei Records reviewed for the employee thatiists all preq
employment requirements — including
evidence ofimmunity to Rubella. The

(Staff#2). Director of Human Resources is
o responsible for reviewing personnel
Findings: files prior to patient contact to make
sure all requirements have beenmet.
Areview of the PersonnglRecord for Staff #2 This checklistis counter-signed by the
noted a start date of01iﬂ _The Personnel employee’s or contract worker's
Record lacked evidence of immunity to Rubelia. supenisor prior to employment.

This finding was confirmed with Staff #1 on

04/23/14 21 2°35PM The Direcior wilt monitor this process and the

Senior VP for Healith Senices wili monitor the

Lerm're plan.
751.6(d}(2) ORGANIZATION AND
ADMINISTRATION. Persennel. This policyis in effect.
/‘/
T2093 The operatorshall ensure; T2083 Response:

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

{2) a certificate of immunization against

June 5, q
2014 \

?

As stated in

required to submitserological proof of immunity
o measles and rubell commengement 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

, centained such evidence. a4V

Py

‘/
Office of Health Sy sterms Mapagement (]
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f L i f




FORM APPRCVED
New York State Deparimentof Health

STATEMENT OF DEFICIENCIES (Xt} PROVIDER/SUPPLIER/CUA 2) MULTIPLE CONSTRUCTION |X3] DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
WING
B.WING 0412412014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CCDE

(%4 I VLTS =\ i D i3 <S> PLAN OF CCRRECTION T 5)
PREFIX (EAC HUH—I( il-:N’,Y MUSTRE PRI-(J:):L BY FULL . PREAX (EACH CORRECTIVE ACTION SHCULD BE COMPLETE
TasG REGULATORY OR LSC IDENTIFYING INFORMATION) IAG CROSSREFERENCED TO THEAPPROPRIATE DATE
' DEFICIENCY)
12093 Continued From page 4 T20¢3 “ps ofJunew abgve-
mentioned policy to include their
measles, for all personnel born on or after personnel files will be maintained onsite and
January1, 1657. jcontain evidence of rubella immunization or titerg
documenting immunity through the following
process:
. -mnwt for each new
employee or hat lists all pre P
employment requirements — including v’
This Reguiation is not metas evidenced by evidence of immunity to Rubella. The
. Director of Human Resources is
Based on record review and staffinterview, the responsivle for reviewing personnel
facility failed to ensure that employees are files prior to patient contact to make
immune t his was evident inone (1) sure all requirement havg besnmet
of three (3) P el R This checklistis countersigned by the
employee’s or contract worker's
_ supernvisor prior to employment.
(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 g stert date of0‘11. The
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
This finding was confimed with Staff#1 on
0472314 at2.35PM.
Response:
T2096| 751.6 (d)}{4) ORGANIZATION AND T2086 As stated in
ADMINISTRATION. Personnel.
! Tc Spersiarshellensire: . pd Man'oux*estsubmitted to Human
(d) that a record of the following tesfs, R s before anyemployee begins working
procedures and examinations is maintained for ail " Each ihas (and has hadsinos

Office of Health Systems Management
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New York State Deparimentof Health

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
S S o 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 they den't need Personnel
Files for the The staff memberstated

Office o Heal
STATE FORM

]
(EACH CORRECTIVEAC TION SHCULD BE COMPLETE
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
.ol infection status for both staf{“

is completed and signed b

irector of Human Resources and included in

ach individual's personnel file.

is checklistis countersigned by the
mpioyee’s o superasor 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
annual ppd forﬂnd_ﬂd !
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 sterms Managemen!

— Unite

d

for Life



FORM APPROVED
New York State Depariment of Health

STATEMENT OF DEFIC IENCIES (X1) FROVIDER/SUPPLIER/CLIA (X2} MUITIPLE CONSTRUG TION (%3] DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
~ NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE

ey T - . ROVIDER'S PLAN OF CORRECTION *8)
PREFIX (EACH DEF ICIENCY MUSTBE PREC EDED BY FULL PREFIX {EACH CORRECTIVEACTION SHOULD BE COMPLETE
"G REGULATCRY OR LSC IDENTHYINGINFORMATION) MG CROSSREFERENCED TO THEAPPROPRIATE DATE
DEFICIENCY)
T2096| Confinued From page 6 12096
This finding was confimed with Staff #1 on
04/23/14 at2:35PM.
T2097] 751.6 (d) (5) ORGANIZATION AND T2097 Response: June 5,

As stated i iC
cated in the
Il empioyees must submit a completed

ADMINISTRATION. Personnel

The operatorshall ensure:

o . . 0 the
{d) thata record of the following fests, Human Resources Department annually within
procedures and examinations is maintained forall one month of their anniversary date that assures
empleyees: that the employee is in good physical and menta

{5) an annual, ormore frequentif necessary, health and is cleared to confinue working at
health status reassessmentto assure freedom -
from ahealth impaiment which is a potential risk

to the patients ormight interfere with the As of Aoril i 2014, the personnel file for-
performance ofduties. referred to by the DOH as

“staff member,” #2, contained such evidence. .}~

/

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

//
This Regulation is nct met as evidenced by To ensure compliance with this po}icy‘,_' \‘X )
Director of Human Resources maintains a grid g
nd the date ,l}

Based on record review and staff interview, the that lists ail staff and

facility failed 10 ensure that employees received their annual health assessmentis due.
an anr anl health status reassessmeni, This 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 i\/
health assessmentis due. In addition, D

o cormpli with this policyis reviewed guarterly
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.

Ofiice” o Healthi Sy stems Management L“. ’
— United
f L i f



New York State Deparimentof Health

STATEMENT OF DEFICIENGIES (X1) PROVIDER/ISUPPLIERIGLIA X2) MOLTIPLE CONSTRUCTION (%3] DATE SURVEY
AND PLAK OF CORRECTION IDENTIFICATICN NUMBER: - . COMPLETED
A BUILOING:
B B.WING 0412472014
NAME OF PROVIDER OR SUPPLIER . STREETADDRESS, CiTY, STATE. ZIP CODE

oy o e DER'SPLAN OF CORRECTION «s)
PREAX (EACH DEFICIENCY MUSTBE PRECEDED BY FULL PREFX {EACHCORRECTIVEACTION SHCULD BE COMPLETE
e REGULATORY CR LSC IDENTIFYING INFORMATION) MG CROSS-REFERENCED TO THEAPPROPRIATE DATE

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
member stated "t

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

T2098 751.6 () ORGANIZATION AND T2098
ADMINISTRATION. Personnel.

Response: April 22,
. 2014
naintains ier‘sonnel files for all

The operatorshall ensure: employees. as 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
e confract workers/consultanis onsite,
lie on its | | | -
that stipulated that all D “guirementy
nere beingmet. Going forward ilt

. Lo . maintain personnel fi contain all required
This Regulation is notmet as evidenced by, documenrt)ationr}or is%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 Mermbers #2, #5 and #8) are being maintained on site; as of April 28,
2014 they were complete. .~
"

Findings: The 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 will monitor the plan

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
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New York Siate Deparmentof Heglth

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICLIA (2) MULTIPLE CONSTRUCTION (%3] DATE S UF
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
NAME OF PRQVIDER OR SUPPLIER STREETADDRESS CITY, STATE, ZIP CODE
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF CORREC TION o
PREFIX (EACH DEFICIENCY MUSTEE SRECEDED BY FULL PREFX (EACH CORRECTIVEACTION SHOULD BE COMELETE
MG REGULATORY OR LSC IDENTIFYING INFORMATION) "G CROSS-REFERENGED TO THE APPROPRIATE DATE
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, 72093, T2096 and T2097.
12103 7516 (g) ORGANIZATION AND 12103 |Response: June 30

ADMINISTRATION. Personnel

The operatorshall ensure:

{g) the assignment of duties and functions to
each employee that are commensurate with
his/her licersure, registration and/or certification,
and experience and competence.

This Regulaticn is not met as evidenced by:

Based on reco review and staff interview, the
facility faited to ensure confimation of the
employees'training, experience, references,
competendes, delineation ofprivileges and
performance evaluations . This was evident in four
{4) of ning (9) Personnel Recomds reviewed (Staff
Members #2, #5 #8 and #9).

Findings:

Areview of the Personnel Record for Staff #2
noted a startdate of 01 11. The Personnel
Record lacked evidence of confirmation of the
employee's training, experience, references,
cempetendes, delineation of privileges and
performance evaluations

Areview cfthe Personnel Record for Staff #5

delineation of

before hiring i

pro

delineation of

compliance.

As stated in ifs

policy, which is located in

onfims all employees’ training,
experience, references, competend

privileges before hire.

Wﬁon of privileges
B

IAs of Junejl2014, PPNC amended ifs policy to
include oing forwarivill
ﬂis documentation in the personrel files of]

By June-)14,-/vill also create a
: thatwill be

atsupplies M
this profile will detail th{jJilij t-zining.
xperience, references, competencies and

privileges. -
M‘M

'The Director of Human Resources wil be
responsible for maintaining this documentation,
tracking information and monitoring files for

This policy is in effect.

N

confimed the training, experience, references,
competendes

Office o Health Sy slems Management

STATE FORM
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{¥X3) DATE SURVEY
COMPLETED

FORM APPROVED

New York State Deparmentof Health
(X1} PROVIDER/SUPPLIERICUA

(X2} MULTIPLECONSTRUCTION

STATEMENT OF DEFCIENCIES
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING:
BwING 04/24/2014

NAME OF PROVIDER OR SUPPLIER STREETAUDRESS, C1Y, STATE, ZIP CODE

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

PRERX {EACH DEFICIENCY MUSTBE PRECEDED BY FULL PRCAX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE

ne REGULATORY OR LSC IDENTIFYING INFORMATION} TAC CROSSREFERENCED TOTHE APPROPRIATE DATE
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 confimnation of the
employee's training, experience, references,
competencies, delineation of privileges and
performance evaluations.

Areview ofthe Person ecord for Staif #8
noted a start date of()‘:rﬁz 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 confirmed with Staff#1 on
0412314 at2:35PM.

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
STATE FORM
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New York State Depariment of Health -

STATENENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLER/CLIA I (%2) MULTIPE £ CONSTRUCTION X3} DATE SURVEY
b AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BLILDING: COMPLETED
WA .
- - S
NAME OF PROVIDER OR SUPPLIER STREETADDRESS Ci'Y. STATE, ZIP CODE

D PROVIDER'S PLAN OF CORRECION oy

(X6) [0 SUMMARY STATEMENT OF DEFICIENCIES
PRERX {EACH DEFICIENCY MUSTBE PRECEDED BY FULL PREAX {EACH CORRECTIVEACTION SHCULD BE COMPLETE
T’e REGULATORY OR LSC IDENTFYING INFORMATION) ’G CROSSREFERENCED TG THEAPPROPRIATE DATE

DEFICIENCY)
T2106] Continued From page 10 12108 Orientation, which will be documented in the
peri‘g__nne! file.
facility failed to provide evidence ofthe A

employees' orientation fc the Center's operations
and polices. This was evidentin four (4) of nine

In keeping with our policy, a checklist of all pre- :
emiIO\ilent requirements, induding orientation \/

. - o to operation and personnel policies, witl
EE)) (?taﬁ Members #2,#5, #8 and #9) Personnel be complefed by the Director of Human
Files Resources who is responsible for monitoring this
o policy. Comgl with this policy is reviewed
Findings: quarterly b:n Risk Managem ent program

During an interview with Staff #1 on 04/21/14 at This policy is in effect.

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.
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STATE FORM

United
for Life




New York State Deparimentof Health

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPUERICLIA (X2} MULTIPLE CONSTRUCTION |X3) DATE SURVEY
ha e = ~ T . A
AND PLAN OF CCRRECTION IDENTFICATION NUMBER: A BUILOING: COMPLETED
I BWNG 04/24/2014
NAME OF PROVIDER OR SUPPLIER ’ STREETADDRESS, CITY, STATE, ZIP CODE

(X4} D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLLAN OF CORREC ION oxB)
PREF X (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 shali be developed and rained staff person or Sodai Worker. Once the
implemented regarding the patients‘rights. The Ltaff person has ensured un g, then
operator shall have in effect a writtenstatement informed consent is obtainemmsicians
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 (1 appankinily o ask quesfions.

patients' rights to:

{h) receive from his/herphysicianinformation
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
practitioner undersimilar circumstances would rieo?wi;': June 16,2014 a

extthree
disclose ina manner pemitting the patient to '" review atl bortion
o records to assure compliance wi

make a knowledgeable deasion. " :
ocumentation of the physician's conversation

with the patient relative to informed consent.

Semi-annual audits will be perfomed

s ubsequently to ensure continued compliance.

Beginning June 15, 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,

e
~~1The 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).
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FORM APPROVED

New York State Departmeniof Health
STATEMENT OF DEFICIENCIES (X1} PRIVIDER/SUPPLIERCLIA {(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: , ~ COMPLETED
A BUILDING
BRIE s e A 04/2412014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, Ci'TY, STAYE, ZIF CODE
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION )
PREFX (EACH DEFICIENCY MUSTBE PRECEDED BY FULL PREAX (EACHCORRECTIVEACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYINGINF ORMATICN) TAG CROSSREFERENCED TO THEAPPROPRIATE DATE
DEFICIENCY}
T2178| Continued From page 12 12178

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

Findings:

Record review for Patient #1 reveaied that on

patient's signature dafed O
he witn

signatu
dated O 14. Th
“the client got this information. She sad she read
and understood it Shewas able o askany
questions she had "

review for Patient #2 revealed that on

patient's g
dated 12]13.
An interview with Staff#1 on the
04l 4 revealed that the

eceives special
training to parfom this function.

ascertain thatinformed consent has been
obtained before providing the abortion

There was no documenied evidence that the

Office of Heal
STATE FORM
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AND PLAN CF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
NAME OF PROVIDER OR SUPPLIER STREETABDRESS, CITY, STATE, ZIP CODE
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T2178| Continued From page 13 12178

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.

Se: June 16,
currently documents the dosage and 2014
oute of administration of all EEEG—<G—S——

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

T2677| 755.4 (b} FREE-STANDING AMBULATORY 12677
SURGERY SERVICES. '

Anesthesia services.

The operator shall ensure that:

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

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

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)

in addition, [l wi have the cRNAtme
[stamp the intra-operative vitals beginning June
16, 2014. To ensure compliance dll

records reviewed (Patients #1, #2, #3 and #8). {:r\:leeewmaolL ) Sen?{a;r:zlr:ltj:g&zs“tﬁlrge nsxt

. performed subsequently to assure continued
Findings: comp|!§nce_

v// /.'
R review for Patient#1 revealed that on All CRNA's were notified of this change through \/n
0 14 that the patenthad a email on June 16, 2014 and face-to-face
S conversation with the Senior VP for Health

D A-e surgery was startad. Services. The CRNA's were educated by the
A-he CRNAS (Certified Registered [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
given. The dosage and route of the medications the nextsix months and then semi-annually.
were notdocumented.

Nurse Anesthetist)Note documented a”

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

Senices Work group,
o

This policyis in effect.

Office of Heafth Systems Management ]
United
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A BUILCING:
e BW NG 04/24/2014
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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 abowe

notations were not imed

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

slems Management
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T2677) Continued From page 15 12677

T269% 755.6 (d) FREE-STANDING AMBULATORY T2639
SURGERYSERVICES.

, 1 addition to applicable state an

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

protocol located in the Medical Protocol book

tates, “Licensed health professi
upervising the recovery area for
UST be:

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.

» trained in the management of the
This Regulation is not met as evidenced by: . ::i??ev:tz?:;cr;ﬁed in CPR/BLS
v immediatelyavailable and remain
Based on record review and staff interview, itwas on the premises until all clients
determined that the fadility fatled to ensure that have been discharged
the Physician ordered the discharge after » able to implement an emergency
as5essing the patient's recovery from the . protocol and direct and assist with
racedure in 1 two (2) of CPR until ouiside assisiance is
two (2) ecords reviewed (Patients #1 - obtained; and
N MUST not:
and#5). = have dulies other than client
N recovery or have any tasks that
Findings: would interrupt or compromise the
continuous observation and
Record review for Patient#1 revealed that on monitoring of recovering clients
03.1 4 at_iheﬂrocedure was = leave the clientunaliended until
completed. At he Physician's Order the client(s ) is discharged”
documented to "discharge the dient from the

Recovery Room when pain As of June 5, 2014, the protocol has been
controlied and low up in mended to inciude, “each patientmust be
' . valuated by the physician forprope_
ecovery, and dischaged upon the writte d
the Nurse's Note documented "admitted to "y S eNaIBEC Upon e Wiiten order

A IR patientwas

ysician." Each ph 2 pioviding -
bortion services a{Mns receive e
notice of this change from the Medical Director

on June 18, 2014 and will be required fo
Record review for Patient #8 revealed that on discharge the p

j covery when she
¥ IR e -:rocedure was has had proper ecovery.
completed. e Physician's Order . )

To ensure compliance, the Senior VF for Health

Services will review all bortion reconds
for

discharged.

Office of Heaith Syslems Manpagement ’ o
_ United
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STATEMENT OF DEFICIENCIES (X1) PROVIGER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUG TION [X3] DATE SURVEY
AND PLAN OF CORRECTON IDENTIFICATION NUMBER: . ~ COMFLETED
A BUILDING:
NAME OF PROVIDER CR SUPPLIER STREETADDRESS, Ci1Y, STATE, ZIP CODE
@) D SUMMARY STATEMENT CF DEFICIENCIES I PROVIDER'SPLAN OF CORRECTION P
PREFX {EACHDEFICIENCY MUSTBE PRECEDED BY FULL PREAX (EACH CCRREC T'VE AC TEON SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORKATION) WG CROSS-REFERENCED TO THEAPPROPRIATE DATE
DEFICIENCY)
- . - h t nths. i- its w
72699 | Continued From page 16 12699 the nextthree months. Semi-annual audits wil
be performed subsequently to ensure centinued
documentad to "discharge the dient from the compliance~The findings of the audits will be

reported to the physicians and IR Risk

ain
P Management Patient Senices Worl; 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 /l (l

observedin the Recovery Room.

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
STATE FORM

United
for Life
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[ STATEMENT OF DEFICIENCIES (X1) PROVIBER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUC TION {X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTFICATTON NUMBER: A BUILDING COMPLETED
: BV NG
l - - e —————————r——— 04/24’201 4
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, Ci 1Y, STATE, ZIP CODE
(Xd) D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTICN o
PREAX (EACH DEF ICIENCY MUSTBE PRECEDED BY FULL PREFIX {(EACH CORRECTIVEACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} e CROSSREFERENCED TOTHEAPPROPRIATE DATE
DEFICIENCY)
N as always had Certified Registered September
12803} Contin Fr age 17 T2803 - )
~ontinuad From pag INurse Anesthatists, as well as staffwho have |1, 2014
during the procedures for four (4) of four (4} been specifically trained fo assist the physician
records reviewed (Patients #1, #4, #6 and #7). In our procedure room; mmo"er:ﬂ'as

registered nurses in its recovery room.

Findings: as already begun recruiting an RN to \‘0\0/

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
’ < The

Review of the "
orm between 09
documented l‘n_ j to 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 sieins Management T - ®
STATE FORM Unnsletae
f L i f
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PRERX (EACH DEFICIENCY MUSTRBE PRECEDED BY FULL PREAX {EACH CORRECTIVEAG TION SHOULD BE COMVPLETE

TAG REGULATORY OR LSCHDENTIFYING INFORMATION} NG CROSSREFERENCED TO THEAPPROPRIATE DETE
LEFICIENCY)

Otfice of Health Systems Management
STATE FORM

Unite
for Life



New York

State Department of Health

FORM APPROVED

72803

12810

Centinued From page 18

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

Review ofthe "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.

756.6 ABORTION SERVICES . Quality
Assurance.

In addition to the requirements set forth in section
751.8 of this Tiile, 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

T2803

12810

Response:

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

A AND PLAN

NAKME OF PRIVIDER OR SUFFPLIER

OF CORRECTION IDENTIFICATION NUMBER:

{223 MULTIPLE CONSTRUCTION
A BUILDING:

B WING

STREETADDRESS, CiTY, 8TATE,

Findings:

(Xa) I UNMARY ST/ ENT C =
PREAX (EACH DEF ICIENCY MUSYBE PRECEDED BY FULL
G REGULATCRY OR LSC IDENTIFYING INFORMATICN)
. 12810 | Confinued Frem page 19 12810

{X3] D ATE SURVEY
COMPLETED

0412412014

IP CODE

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

- )

Tc ensure compliance 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. O/Q/
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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 reasor.,-thc

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 Lh:‘:(:’jst peg
tted

of the Plan of Correction is signed and dated by a duly
representative of your facility. L ° f
Your Plan of Correction must be submitted to this office by July 24, £Qr l e

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,

United
 for Life



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

The corrective action plan fails to ensure how the facility will ensure
that future staff ﬂlvill 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 J
compliance by the facility. i

United
for Life

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.

United
for Life

Page 2 of 3




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 CRNA is
acting as the anesthetist and therefore cannot perform the role-of 1
the nurse present in the room as well, especially in an emergency.
The presence of “other trained staff” does not meet the
requirement.

TTTOTT

T2810
Abortion Services-
Quality Assurance

Page 3of 3



FORM APPROVED
New York State Department of Health

STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIERICLIA {X2; MULIIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIE{CATION NUMBER: — COMPLETED
I BN 04/24/2014

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS £11Y. STATE, ZIP CODE

R4) 1D SUMMARY STATEMENT OF DEFICIENCIES L;i; PROVIDER'S PLAN OF CDRRECTION (X5}

PREFEX (EACH DEFICIENCY MUST 88 PRECEDED BY FULL PREFLX (FACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG REGULATORY OR LSC [DENTIFYLNG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
TO60 INITIALCOMMENTS T 000

sTATE FAC 1D+

" oreERATING CERTIFICATE AN

NOTE: THE NEW YORK OFFICIAL . -RE

COMPILATION OF CODES, RULES AND OE

REGULATIONS (10NYCRR) DEFICIENCIES , %b

BELOW ARE CITED AS A RESULT OF A

SURVEY CONDUCTED AT THE FACILITY ON JUN ir

04/21/14, 04/23/14 & 04124114 IN ACCORDANCE 7 2074
. 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 i
SUCH OCCURRENCES IN THE FUTURE. f
INTENDED COMPLE TION DATES AND THE
MECHANISM(S) ESTABLISHED TOASSURE
ONGOING COMPLIANCE MUST BE ;
INCLUDED i

2023 781 2(ﬂ (7) ROANIZATIONAND HR R

ADMINISTRATION., Operator

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

{H ensuring that the foilowing 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, J‘
which shail inciude for each applicant: a i
statement of fraining and exgerience, all ;
supporting documents, satisfactory evidence of : !
conformity with requisite professional licensing :
laws and records of actions and l |
recommendalions of stafl commitiees of the ! i
respactive professional staff and of the governing
authority

Crtice of Health Systems Management :
LABDR}\M’SUPPLIER REPRESENTATIVE'S SIGNATURE TiTLE_ el oafe OB Ig012
I “bnited

for Life
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A BUILDING
[ B- s 04/24/2014

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS TIIY. SYATE, ZIP CODE

D SUMMARY STATEMENT OF DEFICIENCIES s PROVIDER'S PLAN OF CORRECTION \ o)

PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL x| (EACH CORRECTIVE ACTION SHOULD BE | comeLers
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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.
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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) Personnel Records reviewed for the

(!la!‘ Members #2 and #J!

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 status assessment.

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

This 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
gxamination is included in their on-site personnel]

A .~ 0y e |

DOH as “staff members” #2, #5 and #8 are (and |

were; free from such health impairments ‘
@As of Junc|l20 i4,ﬁamended its policy to !
Ensuse thal documentation of examination of |
prior ie employment and annuall
hereafier, 1s maintained on site. As o
’014, persannel files for

ntained such evidence,

i
'
i
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72091 Continued From page 3 12091
T20681 751.6 (d) (1) ORGANIZATION AND 2081
ADMINISTRATION. Personnel.
The cperator 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 i
(31 Persci o j t ;
\
i
e 12091 \Response.
Findings: s stated in f
- Wwhich is located in the {
Areview of the Personpel Record for Staff #2 3
“ noted a start date of 01-1‘1 The Personnel
Record lacked evidence o1 immunity to Rubeila.
in their personnel files.” Each /
This finding was confirmed with Staff #1 on (and has been since contracting with
04123114 at 2°35PM. | sne against rubelia. As of June 2014, \ e
amended its policy to include contract A ‘l (ﬂ, '}30
_ o ) mwoikers. Fiies will nined on site and
7571.5 (d) (2) ORGANIZATION AND 12093 contain evidence of munization or titers)
ADMINISTRATION. Personnel. ocumenting immunity. i 2044 the
ersonngl file for
12093 | Ne operator shali ensure: eferred to by the DOH as “staff member” #2,
{d) that a record of the following tests, ontained such evidence. /
procedures and examinaticns is maintained for all i
emgpgloyees: I
i
L

{2) a certificale of immunization against

Office of Health Systems Managemsnt
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i —_— - {
- T
2093 Continued From page & ¢
measles, for ali personnel born on or aftsr i ; ;
- i L
January 1, 1957, |
{
This Regulation s notmet as evidenced by:
. . |
Based eniecord raview and staff interview, the i
facility failed 1o ensure that employees are ;
immune to [ = was evident in one (1) r
of three (3) Persormel Records reviewed for the :
Findings. | T20¢5 Response:
. , o i ‘ As stated in
| Areview of the Personnel Recqrd for Staff #2 fa
' documented a start date of 01 t1. The
2l Record Jacked evidence of immunity to
required to submit serological proof of immunify
fo before commencement of
Nudng 2 on 0421714 &1 work at Fach {and has been
0 - since cantracting with i € against
] As of June 014,
amended its policy {0 include contract workers;
: ersonnet files will include evidence J vl
; munization - or titers - /‘ Eb
ocumenting Immpity. As of April 25, 2014, thel ff"‘
o ersonnel file for (L}’()
This finding was confinned with Staff #1 on eferred to by the DOH as “staff member," #2, \k\u'ﬁ
04/23/14 at 2-35PM, Lontained such evidence.
i
72996 |
751.6 {d) (4¢) ORGANIZATION AND .
ADMINISTRATION. Personnei.
12098 -
e The operator shall ensure:
{d) that a record of the following tests,
procedures and examinations is maintained for all ; ,
employees: f
: i
]
|
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T2098  Continued From page 5 T2088 :

{4} for all personnel prior to employment or
affiliation, except for persennel 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
o 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 Regulaticn is not met as evidenced by:

Based on record review and staff interview, the
faciity failed to ensure that employees prior to

employment, and annually thereafter, are tested
for the Tuberculin infechion. This was evidentin ¢

one (1) of thiee (3) Personnel Records reviewed
t for the

~indings: T2096 Response:
As slated in
Record for Staff #2 iocated in the

Areview of the Perso
noted a start date of -"\ 1. The Personnel
Record lacked evidence of this employee's pre
employment Tuberculin infection status and
annually thereafter.

pd Mantoux test submitted to Human
esources bzafore any employee begins workin
Each

t as (and has had since

ontracting with evidence of ]
Mantoux tesi. As of lune.aﬂmﬁp ic
jncludes mnlran,t workers as wel! as employees,

tnd states that consultant personne! files will
ontain evidence of initial and annual 'Ebhng for |

the Tubereulin infection. Ag 4
fthe personne! file for
referred to by the DOH as “Stalf tenoer, 72,

fontained such evidence.

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

|
|

L ASSUVLAS S—
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T2086  Continued From page 6 2095

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

751.6 (dl) {5) ORGANIZATION AND
12097 ADMINISTRATION. Personnel. | rzser
The operator shall ensure: i

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

(5} an annual, or more frequent if necessary,
healih 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.

Tris Regulation 1s not met as evidenced by: .

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

e i
12087 Response
lAs stated in

reviewed (Staff #2)

Findings:
. . e uman Resotirces Uepartnent anpually within
A review of the Pelsonﬁllecord for Staff #2 ne month of tieir anniversary date that assures

noted a start date of 0 1. The Personnef that the employee is in good physical a2nd mental
Record lacked evidence of an annual health health and is cleared to continue working at
status reassessment, As of Jung 0144“K-amended its

' DOICY 10 inciude confract workers and will !
During an interview with Staff #1 on 04/21/14 at \ nciude in consultant persennel files, evidence of
11-00AM, Saff #1 stated that they don't need J fan annuai health assessment to assure freedomn

o =ITPO o from a heath impairment which is a potential risk
Personnel Files t 2 he staff h .
sornertie orthp_‘he Sid 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,

f

L

contained such evidence.

1

Ofice o Heaith Sysiems Managemen .
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PREFIX

TAG

72097

12088
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REGULATORY OR LST IDENTIFYING INFORMATON)

Continued From page 7

Thig finding was confimed with Staff #1 on
O4/23/14 at 2:35PM

751.6 (e) CRGANIZATION AND
ADMINISTRATION. Personnel.

The operator shall ensure:
(e) that a personnel file is maintainad for each
employee.

This Regulation is not met as evidenced by:

Based on recoid review and staff interview, the
iac.!.*\' failed 1¢ maintain Emplovee Files for the

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

Findings:

D.mng an ml{»woew with Staff #1 on 04/21/14 at

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

Personne| Fiies were provided for Staff Members
#2 #5 and #8 on 04/23/14 and 04/24/14;
nowever, the files were incomplete,

Ohice of Health Systemms Managemant

STATE £ORM

3 © PROVIDER'SPLANOFCORRECTION | (s
11X (EACH CORRECTIVE ACTION SHOULD BE compLETE
16 CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
r2047
|
]
T2088
:
H i
i
2084

n previously
I;evnew of the necessi
fies for

lied on i

were be.
‘rndmtas
Fucumenldaon forits

)it 22 2014 personnel files for

ing met. Going forward,

‘Fompietc.

naintains personnel files for all
2mployees. As as nol aware, nor had |t

armed derg an Adicle 28

hat stipulated that all DOH |eq\meruenr°

n personnel files that contain all required

rsonnei

|h its §

As of |

eferred to by the DOH as “staff |
El S 2, #5 and #8 are being maintained I
pn site and as of Aprii 28, 2014 they were l

, |

if contimistion sheer  1C 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: 12103 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
Kedineation of privileges before hire.
onfirmed the training, experience, references,
cormpetencies ang delineation of privileges

A review of the Personnggecord for Staff #5 bafors hiring its As of Jund a14,
noted g slart date of 01i1 The Personnel amendec&tcy to include centract
Record lacked 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 konﬁac‘m 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
hurse's fraining, experience, references,
competencies and delineation of privileges.

Office of Health Systems Management
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DEFICIENCY)

CROSS-REFERENCEDTO THE AFPROPRIATE

(X5t
COMPLETE
DAYE

T2103  Continued From page 9

performance evaluations.

A review of the Personn ecord for Staff #8
noted a starl date of owizz The Persennel
Record lacked evidence of confimnpation of the
empicyee's training, experience, references,
compeiencies, delineation of privileges and
performance evaivations.

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

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
persennel palicies.

This Regulation is not met as evidenced by:

Based on recond review and staff interview, the
facility faiied o provide evidence of the
empidyees’ anentaiion 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
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2106  Continued From page 10 Tex06
Files.
Findings. f
1210¢ Response:
Az documentad in ifs

During an inlerview with Staff #1 on 04/21/14 at
11:00AM, Staff#1 stated that they don't need

locatad 10 thel

conducts a mandatory fb
orientation for alf new staff and voluntears on a
monthly basis. During initial training staff and
poiunteers iearn about the departments in which
vl |

Review of the Personngl Record for Staff #2
noted a start date of ¢ 1%. The Personnel
Record lacked documented evidence of
crientaticn to the facility.

sedation services —going forward, contract
workers will attend mandatory
brientation and this orientation will be
bocurnenéed in the persconnel file.

Review of the Pelsonmﬁecum‘ for Staif #5 |
noted a start date of Q1 11. The Persennei : ) . [
Recorg facked documented ewdence of i

crientakon o the facility.

i i
Review of the Personnel Record for Staff #8 I )
noted a start date 0f01.12 The Personne) ?
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
Record lacked documented evidence of
ortentation to the facility

These findings were confirmead with Staff &1 on |
04/23/14 at 2.35PM.

T2178 751.9 (h) ORGANIZATION AND 12478
ADMINISTRATION.

Patients’ rights.
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TZ17é Continued From page 11 LoTER ! : l 3

Policies 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 statement shall include the ,
patients’ rights to:

{n} receive from his/her physician information
necessary to give informed consent pricr 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, if any, 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 Physician / Surgeon provided the patient / ;1278 Res 0?51?‘

patienis’' representatives nece information to °

give informed consent prior to n four (4) which dictate our standards of professional

of four (4) Surgical Records reviewed (Patients practice. Every patient is givea written and oral

1, #2, #5 and #3). nformatlion about every service and procadure
s well as the opportunity 1o ask questions by a

Findings: rained staff person or Social Worker. Once the

staff person has ensured undegstanding, then
Record review for Patiant 1 revealed et on i iormed congent s ahtainad. 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 Qe in
! documentation will be ref| ;
i icat Potocols under |

! il Physicians/Surgenns wili be
! wotified 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

¢ informed consent. Semi-annual audits will be
erformed subsequently io ensure continued i ‘

i Tompliance.
| !
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12178 Coniinued From page 12 I2i:d
3.‘14 the patient had a procedure

The contained lhe
patents signatre daled
signature of the witng .
dated 0 14 The
"the client got this |

and understood it.ﬁ

guestions -had."

R review for Patient #2 revealed that on
0: the patient ha rocedure.
fhe ]

patient's _wﬂness) signatures

dated 02 14.

Record review for Patient #5 revealed that on

patient's

dated 1.21 13.
An interview with Staff #1 on the moming of
04/24114 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

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

Review of the facility's policy mled-

_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. l
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Continued Frorn page 13

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

755.4 (b) FREE-STANDING AMBULATORY
SURGERY SERVICES.

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

Recagd review for Patient #1 revealed that on
C3/@14 that the patient had &

procadure. Al-rhe surgery was started.

At [l e CRNA's (Certified Registered
Nurse Anesthetist)Noie documented a-

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

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

A
-~
o

!
!
i
i
i
|

126¢es

12677

Icominance.

ginning June 16,

he.next three months.
be performed subsequently to assure continued

i

amp the intra-operative vitals
14_Jo ensure compiiance,
bortion records for
mi-annual audits will
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Continued From page 14

Record review for Patient #2 revealed that on

7/ 14 the gatizet had f-'—procedurc. At
he was started.

the CRNA's Note documented a

medications were not documentad.

of the medications were not documented.

The Intracperative Vital Signs Note documenied

biood pressure- espirations:
CXygen saturation rate; andi

The above

notations were nol iimed.

Review of the Medical Record for Pabent #8
_documented similar findings.

_ the above notations were not imed.
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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
anesthesia procedure in in fwo {2) of
two {2) Records reviewed {Patients #1
and #8).

Findings

Record review for Palient #1 revealad that on

03-14 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
eeks and
the Nurse's Note doCumented “admitted 1o
Recovery Raom.” Al the palient was
discharged.

Record review for Patent #8 revealed that on

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

documentsd {0 "discharge the client from the
Recovery Room when

controlled and able to
eeks and

folicw up in

126549

T2684

7265y

_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
monitofing of recovering clients

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

;‘\s ofJune.ZDM_ the protocel 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
Ihetice 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
ubisequently to ensure continued compliangs. l
-
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Al_he Physician was noted in a
Procedure Roorm with another patient performing
a rocedure. At [ NGB hc oatient 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¢

756.5 {g) ABORTION SERVICES. Nursing
Services

The operator shall ensure that;
{g) only registered 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

1

2(¢} shouwid be read in cenjunclion

291 e} which says “if aberiions are
berformed in cperating rooms, a registerad
professicnal nurse is in charge of the nursing
Er:wi(;es in the operating rooms”. This does not
fequire 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 aberlion 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 WoTK 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 g
treatment room. e
lPhys'lclans CRNAs and other trained staff O\
working In -proced ure recoms are alt . ‘f\
trained to respond to emergencies if a o
icomphcanon should arise. H g Jl

]

: i
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T2807 Continved From page 17

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 0314 revealed Staff #4
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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Recaord review for Patient #7 revealed thal on

0c 4 the patient had a srocedure. i I 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 I

the Medical Director is reviewed and that hiz |

findings are used In the development and |
i revision of policies and in considerangn of | I
i ! renewing or graniing staff privileges. Semi- !
, { annual audits will be pedformed subsequently to !
] I ensure continued compliance. '
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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,

United
for Life

HEALTH.NY.GOV

facebook.com/NYSDOM
twitter.com/HealthNYGov



( NEW YORK |

state department of

Nirav R. Shah, M.D., M.P.H. H EALTH Sue Kelly

Commissioner Zxecutive Oeputy Comrmiss.oner

april 29, 2013

Re: Article 28 Diagnostic & Treatment Center Follow Up Survey
November 30, 2012

On May 12, 2011, staff in this ormed an Article 28 survey of the RS
iT he purpose of the survey was to assess compliance with
n

Title 10 New York Codes, Rules a egulations (NYCRR) governing diagnostic & treatment center
operations. The Statement of Deficiencies subsequently issued on June 2, 2011 cited several
violations of regulm'wding those addressing medical staff credentialing, quality assurance and
infection control. ubmitted a Plan of Correction (POC) and addendums which the

Department of Health (DOH) deemed acceptable on November 29, 2011.

The purpose of this November 30, 2012 survey was to again asse-ompﬁance with Title
10 NYCRR, specifically following up the facility's implementation of the previously acceptable POC.
The Statement of Deficiencies (SOD) enclosed is based on thefiadl f the follow up survey. Many
of the findings represent repeat deficiencies and demonstratWid not implement several
corrective actions in its prior POC. Please submit a new POC to this oftice at the followini address

within 10 business dii of receiit of this letter: New York State Department of Healith,

The POC should respond directly to the correction of each item identified, include a timetable for
completion of the plan (see right side (X5) column on the SOD), and identify the person(s), by position,
who are responsible for implementation and monitoring for continued compliance.

Please note that, where applicable, the POC must be implemented at all of your sites, not just the sites
visited.

II iii have ani iuestions. please feel free to contact _

Sincerely,

United
for Life

ccC:

HEALTH.NY.GOV
facebook com/NYSDOH

_ witter cor/HealthNYGov
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Y 000 INITIAL COMMENTS

pr
OPERATING CERTIFICATE-

i NOTE: THE NEW YORK OFFICIAL

| COMPILATION OF CODES, RULES AND
REGULATIONS (10NYCRR) DEFICIENCIES
BELOW ARE CITED AS A RESULT OF A

| FOLLOW UP SURVEY CONDUCTED IN

| ACCORDANCE 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

' OCCURRENCES IN THE FUTURE. INTENDED

' COMPLETION DATES AND THE
MECHANISM(S) ESTABLISHED TO ASSURE
ONGOING COMPLIANCE MUST BE
INCLUDED.

|
Y4336! 400.20 (a) (1) HIV INFECTION CONTROL.

All facilities reguiated under this article shall:
(1) implement and enforce a program for the

! prevention of circumstances which could result in
an employee or patient/client becoming exposed
to significant risk body substances which could
put them at significant risk of HIV infection during
the provision of services, as defined in section
63.1 and 63.9 of this Title.

- This Regulation is not met as evidenced
. Based on findings from obsérvations. th

does not maintain an environment
! that is free of circumstances which could resuit in
* an employee or patient/client becoming exposed
. to significant risk body substances.

Findings include:

Y 000

Y4336

i
i
i
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Y4336 Continued From page 1 Y4336 I
1

-observations during tours o-
_0n 110512, at T -

bathroom, unsecured, housed the
usedffilled sharps containers. The[Jjbathroom
. was used for storage until the containers could be
picked up by the medical waste company, which
co_ This finding was confirmed
- with the Vice President for Patient Services
(VPPS) during the tour.

On 11/30/12, at th

where patients walke . i
confirmed during the tour with LPN # 1. :

T2019 751.2 (f) (7) ORGANIZATION AND T2019
ADMINISTRATION. Operator.

The responsibilities of the operator shall include
_ but not be limited to:
(f) ensuring that the following documents, as
applicable, are retained on file in the
administrative offices of the center:
(7) the applications for admission to staff
. privileges of all current medical and dental staff,
. which shall include for each applicant: a
statement of training and experience, all
. supporting documents. satisfactory evidence of
conformity with requisite professional licensing '
: laws and records of actions and i
recommendations of staff committees of the j
respective professional staff and of the governing
authority.

This Regulation is not met as evidenced by:
Based on findings from document reviews and
Office of Heaith Systems Management

T _
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T2019 Continued From page 2 T2019 ‘
|

| interview, all credentialing information regui ! !
{ this regulation is not maintained in the '
medical staff members' files.
Findings include:

- Review of medical staff files for the Medical
Director, Physician #1 and Nurse Practitioners

. (NPs) #1 & #2 revealed they did not contain the
credentialing information obtained by

B per contract

. arrangement. (This would be the credentialing
information the Board reviews prior to the
appointment and reappointment, and the granting
and renewing of privileges for the medical staff.)

- This finding was confirmed during interview
with the Human Resource Supervisor (HRS) on
. 11/05/12.

' This is a repeat deficiency from the previous
' Article 28 survey completed on 05/12/11.
ever implemented the Plan of
| Correction (POC) accepted by the Department of
‘ Health (DOH) on 11/29/11.

T2022' 751.2 {(h) ORGANIZATION AND T2022 |
ADMINISTRATION. Operator.
| The responsibilities of the operator shall inciude ;
. but not be limited to:
(h) the appointment of medical and dentatl staff,
the assignment of their clinical privileges and
reviews of such appointments at least every two
years. !
|
| This Regulation is not met as evidenced by: !
Based on findings from document reviews and
interview, in 4 of 4 medical staff files reviewed for

I cdical staff members, evidence was i °
Office of Health Systems Management
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T2022  Continued From page 3 T2022

; lacking that the Board appointed all of the ;

medical staff and approved assignments of their

privileges. Also, the medical staff files lacked

performance-related information required by

- facility policy and procedure (P&P) to be
maintained in the files.

Findings include:

- Per review of the medical staff files for
Physicians #1 and #2 (including the Medical
Director), and NPs #1 and #2, each lacked
documentation addressing the staff member's
appointment/reappointments and the clinical
privileges assigned.

While the Board meeting minutes for _ {
2011 through 2012 contained indications i
Physicians #1 & #2, and NP #1 were appointed or
reappointed by the Board, they lacked
documentation describing privileges granted.
Additionally, there is no evidence NP #2 was

appointed by the Board (despite date of hire listed
as 0 12 in his/her medical staff file).

I for Life

1
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T2022 Continued From page 4

| - These findings were confirmed during interview
| with the HRS on 11/05/12.

| This is a repeat deficiency from the previous
i urvey completed on 05/12/11.
mever implemented the POC accepted
y the on 11/29/11.

T2068, 751.5 (a) (12) ORGANIZATION AND T2068
ADMINISTRATION. ’

Operating Policies and Procedures. ;
l The operator shall ensure: I
’ (a) the development and implementation of i -
policies and procedures written in accordance
¢ with prevailing standards of professional practice

. which include but are not limited to: (
Office of Health Systems Management Unm_
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T2068 Continued From page 5

(12) the designation of a member of the center
staff to be specifically assigned to implement
policies and procedures for the coordination of
the services of the center with the services of
community health facilities and programs and

- community social agencies.

This Regulation is not met as evidenced by:
. Based on findings from review of‘b&P
~manuals, the facility lacked a written P&P

‘ addressing the designation of a specili! iiii

. member to coordinate services of the ith
services o nd
]

This was confirmed
- dunng interview with the VPPS on 11/05/12:

' he/she could only indicate there was a shared

¢ responsibility among professional staff for the
coordination of services between the

This is a repeat deficiency from the previous
i rvey completed on 05/12/11.
MV& implemented the POC accepted
by the on 11/29/11.

T2070' 751.5 (a) (14) ORGANIZATION AND
ADMINISTRATION.

Operating Policies and Procedures.
i The operator shall ensure:
(a) the development and implementation of
i policies and procedures written in accordance
| with prevailing standards of professional practice
- which include but are not limited to:
(14) ensuring that emergency equipment and
i staff prepared to care for emergencies are
i provided in accordance with the services
provided at the center, and equipment is
. maintained in working condition.

T2068

T2070
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12070/ Continued From page 6

This Regulation is not met as evidenced by:
Based on findi observations and
interviews, d not store its emergency
equipment where it would be immediately
available for use at all times.

1 Findings include:
1

!
- Per observations during tours o_

On 11/05/12, at the qhe
emergency box was located in exam roo Lt

* waslis not immediately available when a patient is
bemg evaluated in the room, as was the case

: dug ur. This figdi as acknowledged
| | by Manage 1.
| on 11/30/12, at th N

oxygen tank stored in the bottom of a cupboard
was empty and not secured (as required by NFPA
99 per reference in 711.2(a)(20)), and the mask
attached to it was exposed.

--During interview with LPN #1, he/she indicated
; they never use oxygen at the [lllland so don't
keep track of it.

dated 01/2010,
| Oxygen for emergencies.

T2097 751.6 (g) ORGANIZATION AND
ADMINISTRATION. Personnel.

" The operator shall ensure:

| (g) the assignment of duties and functions to
each employee that are commensurate with

 his/her licensure, registration and/or certification,

T2070

T2097

Office of Health Systems Management
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- Findings include

. -- The CA/CR's job description describes duties
" that include restocking the exam, intake and
- medication rooms_dai r ient patien

the NP, PA and CNM staff, documents
| assessments of the staffs' competencies for

. practice for an RN (e.g., applies tenaculum

and experience and competence

This Regulation is not met as evidenced by:
Based on findings from document reviews and
interview. the facility's job descriptions for the
Clinical Assistant/Clinical Receptionis .
Licensed tical Nurse (LPN), and W
Manager each contain duties which are not
commensurate with the professional licensure
and/or lack of licensure of the staff in these
positions. Also, the facility failed to determine
that LPN staff were competent in performing
venipunctures prior to allowing them to perform
this procedure.

flow. Medi tbnsw
d-. which the CA/C .

The. job description indicates this person is
responsible for supend nagem

clinical operations at
including supervision of RNs, LPNs, CAs, CRs,
NPs, physician's assistants (PAs) and certified
nurse midwives (CNMs), as well as medical
residents and other clinical visitors. Th t
' il gistered nurse (RN).
form that he/she completes for

several clinical skills that are not in the scope of

properly during IUC (intrauterine contraception)
insertion; demonstrates judgement in reviewing
the appropriateness of injectable Depo-Provera
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T2097. Continued From page 8 T2097

; for client, formulates appropriate diagnosis,
i treatment, HRT (hormone replacement therapy).
| as per protocol; etc).

" The LPN Clinic Nurse job description indicates

_this person delivers patient care utilizing the

, nursing process to assess, plan, implement and
evaluate patient outcome. The scope of patient

: care practice for LPNs in NYS does not include
assessment activities.

on 11/29/12, he/s! ad been

hire go. but never received any

. training or evaluation prior to performing the
B - <1 i petorr NN

at prior place of employment.

! The facility P&P titled
| * dated 012, contains the

i following statements:
|

| “Staff with previous experience i

* still need to review
Protocol and infection Control Policies, take a
written test, and demonstrate
proficiency based on the procedure to a clinician.
The proctor may use her discretion to determine
the number of procedures {up to 3) needed to
demonstrate proficiency. ....shouid be
documented using the raining

. Checklist. No one will be considered trained
without demonstrating proficiency to a clinician...
all procedures will need to be
observed and cosigned until the Module has been
successfully completed and Statement of
Competency signed.”

Although the date of hire for LPN #1 was P
Office of Health Systems Management m
STATE FORM f L o f 18
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T2097 Continued From page 9

Mher personnel records contained a
training checklist dated 11/ 2.
with the signed Statement of Competency dated
112

Aithough, the date of hire for LPN #2 was 101 2,

nnel records contained a

training checklist dated 11fJfj12.
with the signed Statement of Competency dated
12012

It was irmed through interview with the VPPS
on 1 at both LPNs performed
at the facility prior to completion of

the competency verification process.

T2114 751.7 (d) ORGANIZATION AND
ADMINISTRATION.

. Medical record system.
" The operator shall:

(d) ensure that the medical record for each
patient contains and centralizes all pertinent
information which identifies the patient, justifies
the treatment and documents the results of such
treatment.

This Regulation is not met as evidenced by:
Based on document revi

medical
records (MR) reviewed fc?ﬂabomon
' lack plete documentation, i.e., the
M form in the MRs lacked one
or more of the following:

| * date of service,
" ultrasound date and findings,

* vital signs,

T2097

T2114
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Findings include:

Office of Health Systems Management
STATE FORM

% * follow up visit date.

Quality assurance program.

' This Regulation is not met as evidenced by:
| Based on findings from document reviews and

i i e quality assurance (QA) program at
loes not include all pertinent services
in its QA activities, does not follow up on all
significant issues identified, and does not address
the requirements at 751.8(d){1)-(4) and (f) under
this regulation. Additionally, issues that are
i during meetings of the facility's

clearly described in its meeting minutes.

T2114 Continued From page 10 T2114
* signature of a nurse or clinical assistant, and/or

T2140 751.8 ORGANIZATION AND ADMINISTRATION. | T2140

committee are not

United
for Life
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T2240. 752-1.5 (e) CENTER SERVICES. T2240
- Pharmaceutical Provisions.

_ The operator shall ensure that:
(e) pharmaceutical services are provided in
accordance with current standards of
professional practice.

This Regulation is not met as evidenced by:
Based on findings from observation, document

* reviews, and interview, the facility was not

~ providing pharmaceutical services in accordance
with current standards of professional practice.
Specifically, opened, unlabeled pharmaceuticals
and other substances wer j
examination rooms at

toured. This problem was previously identified by
the facility but not addressed.

Findings include:

- — Per observations during tours o_

Office of Health Systems Management
STATE FORM
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* On 11/05/12, opened and undated multidose
bottles of injectable Lidocaine were observed
: available for patient use in the examination rooms

* On 11/26/12, 2 opened and undated multidose
botties of injectable Lidocaine were observed

T

* On 11/30/12, an opened muiltidose bottle of
injectable Lidocaine dated 10/27/12, greater than

: 30 days earlier, was observed availa
' patient use in exam room #1 at th

#1 during

These findings were confirmed with
the tours of the
witHfJJj #2 during the tour of the
. and with the Office Manager during the tour at the
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T2240 Continued From page 15 T2240

- Also, despite the continued findings illustrating
staff were not practicing appropriate infection
control measures specific to the handling of

| medications and other patient care supplies
subject to expiration dates, the minutes of the
committee meetings from 01 12 through

| O71/12 lack indication the committee addressed
this problem.

| This is a repeat deficiency from the previous !
, Article 28 survey completed on 05/12/11. ;
i PPNCNY never implemented the POC accepted ‘
! by the DOH on 11/29/11.
|

| Also see the findings in Tag T2040 which
describe lapses in QA activities relative to
pharmacy services.

U7045 702.4 INFECTION CONTROL AND u704s5
REPORTING.

Infection control and reporting.
This Regulation is not met as evidence“
0 o
: . areas used for the
+ following functions were not compliant with

i generally accepted infection control (IC)
. practices: blood draw/laboratory, dirty utility,

Office of Health Systems Management
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U7045 Continued From page 16

- clean utility, and medication storage and
' preparation. Also, aithough the facility has
‘ established an il committee and perfo

audits, the audits are not performed at

and they lack assessment of staff's injection and
l handwashing practices. Additionally, not all
| lapses i practices identified at the facility are
" addressed by the Jjij committee.

Findings include:

- ions during a tour of the
m on 11/26/12, the di
’ bination [ GG and

M It contained the autoclave where dirty

* equipment is brought in to be washed and

} iiiiliii The iip was also beini Ilied for

|
* -- During a tour of the_n

©11/29/12, LPN #1 indicated that urine samples
. are brought into the in order to
enter patient data into the computer.

" -- Per observations during a tour of the

uipment was observed in the
. It was confirmed with RN #1

" that ere being performed in the
room.

Office of Healith Systems Management
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; --Also see finding in Tag Y4336 regarding the

* facility's failure to store filled sharps containers in
a manner that would avoid inadvertent staff or
patient contacts with potentially infectious
contents.

This is a repeat deficiency from the previous
Article 28 survey completed on 05/12/11.

ever implemented the POC accepted
by the DOH on 11/29/11.

U7045
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1 Attachment

EHR Documentation Audit-Annual Visit.docx

Good moming*
Please find attached the corrected audit (revisions are highlighted in yellow)
Please contact me should you have any questions or concerns.

aihe

From:
Sent: Thursday, January 02, 2014 3:31 PM
To:
Cc:
Subject: POC

ached is the "Annual Visit EHR Documentation

I have written in pencil the changes/additions that need to be made. Next to the Advance Directive completed,
HCP given to patient 18 and older....you need to add or parent of a child or married. That is consistent with
NYCRR Title 10 Regulation 400.21. Please make the corrections and send the corrections to this email address
not BML one. Once I receive it, you will have acceptable POCs and a letter will be sent.

I 'am out of the office until 1/10/14. If you have any questions please contact me on 1/10/14.-ill not be
able to assist you.

Thanks - Hope your holidays were nice.

United




N submlssuon _J
= ‘ 12/06/2013 07:28 AM
Thank you.
RESPONSES MUST BE SENT TO THIS E-MAIL ADDRESS ONLY.
Good afternoo Please find attached... 12/05/2013 04:30:37 PM

{ December 5 DOH submission

I - -Hospital BML 12/05/2013 04:30 PM
C_

Good aftemoo_

Please find attached our documents for the December 5th submission.

Just one zip file this time!
The document index outlines materials submitted .

P

Americans
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9 - DOH sent 12-5-13.zip
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Abbreviated Executive Summary

Earlier this year,

was notified b

that their _in _Nas scheduled to

close and that ervices would no longer be available in-County. With
the consent of th began the pr exploring establishment of
ervices irﬁounty to avoid a hiatus in

submitted an application to _

and a letter of intent to the NYS Department of Health to add

Il County to our service area and was approved. In 2013 we were notified by the
DOH’ that our request to set up services was reviewed and
that nding in the amount of ould be allocated to our existin_
DOH grant for-Zounty. These funds are contingent upon gaining approval of this
certificate of need to establish a service site and are included in the DOH _budget
which begins on_ 2014. Th-County Public Health Department has also
indicated their interest in grantin contract to carry out-;ervices in the county in

2014. This cont is contingent upo s ability to open a service site.
currently serve

- are located in

sewe-ew York.

Once approval was received, following discussion with the County Public Health Department,
an earnest and exhaustive search for professional space in the_area was begun. An
inspection of the clinical space currently used by-in as performed. There
were several deficiencies noted that would have to be corrected before approval could be
obtained by the NYSDOH.

_ Deemed cost prohibitive, began to look for alternative sites.
will end all of its services in- ir-2013.

e No existing free standing clinical/professional space was found for sale or lease in

e Meetings were held with [JJJJICounty Public Health. The public health department
could not identify any available Article 28 health center space in either

services for the communit

dding [} County is in keeping with our mission to

I 1
o Avisit to [ GGG ;s done to view their [ TG Tunl te d
[ J
thefJJij is limited and has full usage. They have no available space in theirmr Llfe
]



¢ Discussions w-revealed they had no
space in their vailable nor in the building the

sits in. It was suggested by

ing clinical space a

o inquire about leas

space several years ago w ile awaiting
space in

e Asite visit was conducted a_egardin_

for lease. Two space options were inspected. The first option is to lease already
A portion of this space

is currently leased by

faYalW~aT2Jal) i

specification, seek approvals and open the
community and a potential hiatus in essential hich cannot

ealth Article 28 team about leasing
o develop

space in the temporarily and begin working with
several meetings were held wit

In this Certificate of Nee is seeking approval to add a ne_n_bv
Ieasin-pace from | This allows for optimal use of existing 5pace

and offers -Iients ready access to services tha ers, including laboratory,

ultrasound, mammography, x-ray and referral services, immediatel-o the

I is centrally located in

parking and offers patients an accessible, modern, new site to receive servnc

proposes to offer a f

ull range of
would be staffed by i advanced practice clinician and a clinic assnstaféi, Llfe



supervision provided by the VP for patient services in-nd the -/Iedical

Director.

Once the decision was made to pursue leasing space in th-t _
reached out for guidance from NYSDOH agencies including’
® Bureau of Project Management

e Bureau of Maternal and Child Health
¢ Office of Health Systems Management

We reviewed the information provided to us by officials from these agencies and returned to

discuss their recommendations. as able to accommodate the recommendations

given t during our conference calls with NYSDOH officials. btained the

services of an Article 28 Archi im to assess the site and produce certified architectural
drawings demonstrating that ill have a to the

-area to be leased and certify that all specifications and regulations have been met. (See
Schedule 6) Durin hours of operation, signage will clearly indicate the entrance for

will have a
for patient taff access to a

There will be no co-mingling of any other provider’s
patients. Al G oe pl i to prevent co-mingling of

patients. lans to lease spac

ith the use of electronic health records and secure internet connection, no co-

mingling of patient charts will occur nor any HIPPA violatigns. -Iinical staff will bring

ﬂlap tops for use during the clinical hours. lans to utilize separate phone lines
while in the clinical area by bringing and using

phones. A secured and locked closet
will be available for storage of supplie will need during clinic hours and which no one
else will have access to.

The Operating Certificate (Certificate No i 03) issued
by the NYSDOH Office of Health Systems Management for

contains approved services which include Primary Care O/P indicating that this wing of the
hospital is an Article 28 space.
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M survey response cover letter

to:

09/10/2013 02:40 PM
Show Details % a\
Great!
-

From:
Sents mber 10, : M
To:
Subject: Re: Article 28 site survey response cover letter

Received!

RESPONSES MUST BE SENT TO THIS E-MAIL ADDRESS ONLY.

_09/10/2013 02:16:31 PM---Good aftemoo-lease find attached the cover

letter for the Article 28 Site Survey Respons

Article 28 site survey response cover lett
09/10/201%

Cc:

Good afternoon_
Please find attached the cover letter for the Article 28 Site Survey Response.
Due to the size of the zip folders containing the supporting documents for the response to the SOD, we'll be

sending an additional two emails.

I'll be sending them with a receipt request.

Please contact me should you have any questions.
Thanks kindly,

United
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10/2013 02:19 PM
Show Details

History: This message has been replied to.

Thanks....
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Article ' €y response cover letter

to:

09/10/2013 02:16 PM

Cc:

History: This message has been replied to.

Good afternoon | EGcNBcG

Please find attached the cover letter for the Article 28 Site Survey Response.

Due to the size of the zip folders containing the supporting documents for the response to the SOD,
we'll be sending an additional two emails.

I'll be sending them with a receipt request.

Please contact me should you have any questions.

Thanks kindl

United
for Life



- DOC jta\’

September9, 2013

Re: Article 28 Diagnostic and Treatment Center Follow Up Survey
November 30, 2012

o
in response to your letter of August 27, 2013 we have made revisions to the plan of correction related to
the subject follow -up survey. You will find in the attached file the following changes irji NN

I < 2 procecures an forms e

documents requested.

Tag 2068:
1. The_ policy and procedure has been revised
2. The Lead Clinician Job Description has been revised

Tag 2070

1. The as been revised
2. Form:

3. Form:

Tag 2097:
1. Annual Skills form revised
2. CA/CR duties revised

United




Tag 2114:

_abortion charts to be audited per site.

1. Description of number o
2. Clinic Work Plan revised

Tag 2240:

1. Response to deficiencies noted in cover letter

2. Revised pharmaceutical policy and procedure that addresses the statement of deficiency surrounding
medication distribution

3. Description of audit process for infection control practices

4. Documentation that Pharmacy Consultant is being consulted

5. Credentials of Infection Control Specialist

6. Updated Pharmacy Consultant attestation

Tag U 7045:

1. APIC Infection Control Specialist’s review and recommendations

Please contact me should you have questions regarding any of the documents we have submitted.

United
for Life




| zﬁn 1 Re: Article i e etter [
LSy ] 09/10/2013 02:38 PM
Sent by:

Received!

RESPONSES MUST BE SENT TO THIS E-MAIL ADDRESS ONLY.

_ Good aftemoor-lease find attached t... 09/10/2013 02:16:31 PM

Article 28 site survey response cover letter

Good afterno

Please find attached the cover letter for the Article 28 Site Survey Response.

Due to the size of the zip folders containing the supporting documents for the response to the
SOD, we'll be sending an additional two emails .

I'll be sending them with a receipt request.
Please contact me should you have any questions .
Thanks kindl

02
=%
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Policy Statement: In order for -o provide the best services to our patients, -

acknowledges that a specific staff person must be assigned to coordinate the services of all affiliate

Procedure:

e The Lead Clinician will be tasked with the coordination of services. This task will be reflected in
the Lead Clinician’s Job Description

e The Lead Clinician will be responsible for updating each center’s referral book annually and as
needed

e The Lead Clinician will be responsible for new staff training on the coordination of services.

e Patient referrals will be evaluated monthly by the clinician who has initiated the referral. This
will be noted in the referral log book by the ordering provider’s initial and date. AllNP’s and
PA’s employed b ave been approved to initiate referrals in accordance with-
Standards and Guidelines. Lead clinician will evaluate referrals monthly by phone, site visits
and/ or staff meetings.

e Recommendations for out of affiliate screening are at the discretion of the patient.

e Any patient who is determined to require emergent care will be referred to the ER immediately
and followed up within 24 hours with a phone call, 72 hours if it is a Friday.

e Clinicians will consult with either the lead clinician or medical director on any patient they deem
acute and requiring immediate referral

United
for Life



Employee: itle:

Review for: End of Probation YearlyEvaluation

The following section will be completed by lead clinician evaluator:

A. CLINICAL SKILLS

Fully
Competent
Needs
Improvement
Not Trained

1. General

Refers to current edition of affiliate protocols as needed.
Introduction of self to client:

Explains NP/PA/CNM role as requested/appropriate.

Briefly orients client to procedures.

History taking:

Reviews history thoroughly.

Elicits additional information in a concise manner.

Demonstrates organization in interviewing technique.

Completes thorough chart review.

Documents concisely with appropriate descriptive terminology.

Prepares forms and other written materials in a legible and well-organized manner.
2. Specimen Collection ,

Use of proper technique to collect Pap test:

Adequately samples endocervix with cytobrush/swab, as appropriate.

Samples entire squamo-columnar junction.

Applies cells evenly to slide and fixes within 5 seconds (for slide based Pap).
Rinses liquid-based spatula and brush correctly and within 30 seconds to prevent
fixation.

Use of good technique for wet mount preparation:

Properly handles specimen.

Accurately identifies organisms.

Clinician makes sure specimens are labeled correctly.

3. Sexually Transmitted Infections (STI)

Review of sexual history, including ST risk assessment:

Offers appropriate screening. O 0
Uses appropniate criteria for diagnosis. & O
Use of clean technique:
Washes hands before and after each patient. O
Avoids contamination of “clean” hand throughout entire exam. O
Avoids contamination of “clean” inanimate objects during entire exam.
(supplies, table, lamp, self, chart, counters, lubricant, etc.) 0
Avoids contamination of clean parts of lab specimens (outside tubes, caps, pap, etc.). a
Uses the “inside out” technique for removing glove. O
4. Specific Birth Control Methods

Use of barrier methods:

7 Direct observation [ Chart review [ Diaphragm
Chooses appropriate size.

Provides instructions.
_ 1
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A. CLINICAL SKILLS -
El.2 |3
zs |$2 |3
LE |28 |F
O [<% -
© E |2
Barrier Methods Requests return demonstration when appropriate. 0 &)
IUC Insertion: J O il
71 Direct observation [ Chart review O Paraguard T Mirena
Obtains appropnate informed consent documentation. C O o
Does bimanual prior to insertion. | C !
Explains procedure. 5 o 3
Uses good technique in cleansing cervix. i 0 [
Applies tenaculum properly. a ] G
Sounds uterus using good technique. O G 8]
Uses measurement obtained by sounding measure expected depth of uterine activity. () a 0
Inserts IUC using manufacturer’s instructions.
Use of implants: 0 ad a
(1 Direct observation [ Chartreview COlmplanon [ Norplant (removal only)
Obtains appropnate informed consent documentation. r 0 O
Prior to insertion and removal, skin is prepped properly. d ] n]
Maintains stenle field during insertion. il ] ad
Follows manufacturer’s instructions for removal. O ad 0
For Norplant, in removal, incision is <5 mm. O O a
Implant(s) is removed without undue trauma.
Clinician demonstrates competency in educating clients about removal.
Injection of DMPA: ] O O
Clinician demonstrates judgment in reviewing appropriateness of DMPA for client. O O O
Completes necessary chart review prior to DMPA administration (LMP, PT, etc.)
5. GYN Services [ Direct observation O Chart review 0 0 0
Takes appropnate history & education, as per protocol. O 0 O
Performs complete exam and identifies normal and abnormal findings. ] 0 O
Formulates appropnate diagnoses, treatment, HRT, as per protocol.
6. Provision of Services Related to Medication Abortion
Generation of provision of services related to pregnancy termination: O d C
Sizes uterus accurately via ultrasound. O 0 O
Provides thorough post-AB assessment O 0 0
Is able to discern normal versus abnormal post-AB findings ] 0 0
Obtains appropnate informed consent documentation as needed. 0 ] ]
Explains procedures as performed D dJ ]
Completes exam systematically and efficiently. g 0 &
Accurately identifies normal and abnormal findings
Identification of assessment/clinical impression 0 =] g |
Identifies nisk factions for BCM chosen a a U ]
Accurately interprets lab findings. a 0 )
Accurately interprets physical findings. O a ) J
§ynthesizes information from history and physical to form assessment/clinical ]
impression.

2010
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29 [ Be | £
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LE |22 ([~
<] o |
© E |2
Medical Abortion-con’t 0 a 0
Is able to discern normal versus abnormal findings.
A. CLINICAL SKILLS
7._Men’s Health Services O Direct observation (O Chart review 0 O O
Recognizes/assesses deviations from normal.
Appropriately diagnoses and manages conditions in male patients, per protocol. o 0O 0
8. Management/Plan O O O
Performs/orders lab tests per protocol with respect for individual needs and economy. 0 H] 0
Accurately provides BCM with respect for individual needs. 7 B] O
Accurately provides medications based on assessment.
Refers/recommends as appropriate per protocol and based on individual needs.
9. Proficiency Testing O O 0
Test type: 0 O |
Slide test/other 0 Hcg 0 Rapid HIV O o .
Other:

Part Il ATTACH THE FOLLOWING:

O I  nicated

P 3

Contidentil Property of [
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Major Strengths:

Major Weaknesses:

Developmental Plan: Wherever performance is identified as unsatisfactory or marginal define a plan to bring performance level to
acceptable standards. Do the same for identified major weakness.

Overall Evaluation

¢ (G )
Unsatisfactory Satisfactory Off Probation
Evaluation Completed by: Date:
Employee Signature: Date:
VPPS Signature: Date:
Medical Director Signature: Date:

 m— o«

United
for Life




CLINIC ASSISTANT/
JOB TITLE: CLINICAL RECEPTIONIST STATUS: Non-exempt

REPORTING TO: [V anager

POSITION SUMMARY: Provides education and patient care under the
supervision of a RN/Provider related to family planning, pregnancy and options
counseling, reproductive healith, abortion, colposcopy, LEEP and sexually
transmitted infections for males and females.

ESSENTIAL DUTIES:

Customer Service Skills

Answers telephones in timely professional manner,

Greets patients and visitors in a positive friendly manner.

Routes calls appropriately.

Receives patient calls, writes accurate messages and puts charts up for

clinic staff to review and return patient call.

Accurately registers and schedules patients in practice management

system.

6. Collaborates with clinical and non clinical team members to provide
excellent internal and external customer service and satisfaction.

7. Responds to patient calls in a timely manner while providing accurate
information.

8. Adhere to affiliate goals and policies on professionalism, wait time | Gz
and on the phone, and the system for addressing client complaints.

PON=

o

Clinic Support

1. Understands and demonstrates compliance with - policies and
procedures related to providing patients with birth control supplies.
Accurately documents in the medical records.
Retrieves medical records for internal and external quality management
audits or as required.

Prepares patient charts for all - visits. °
Transfers and receives patient medical records according to policyun lte d

procedure. °
Demonstrates accuracy in receiving, documenting and filing of patif()r Llfe
laboratory resuits in accordance with [JJforocedures.

o wbN

o

- @ m B E



7. Responsible for patient reminder calls, reschedules cancellations and no
show patient visits.

8. Works as a part of a team to maximize productivity standards of 4 patients
per hour.

9. Reviews monthly financial and patient visit reports.

Financial Support

1. Provides accurate information costs of the visit and collect payment at

time of the visit. Assist patients with billing Issues.

2. Accurately collects and enters insurance information in the practice
management system, and obtain copies of all insurance cards at each
visit. Obtains consents for billing.

Completes patient financial interviews, assigns correct fee categories, and
facilitates enrollment in the

onducts audits 10 ensure entation accurately reflects
reimbursement and patient pay class assigned is correct.

5. Accurately registers patient in the Practice Management system, assesses
demographics and contact status.

6. Participate in health center/affiliate efforts to achieve established revenue
cycle goals.

Patient Care

1. Under the supervision of licensed clinical staff, provides non judgemental
education and care related to family planning, reproductive health and
STI's for males and females.

2. Interviews patients on entrance to the ->rior to the exam.

3. Review patient plan of care and reinforces teaching documented by the
clinician.

4. Provides interventions as ordered by clinician, and documents in patient
medical record according tc— DOH, and NAF standards
and guidelines.

5. Initiates and completes follow up as ordered by clinical staff regarding
abnormal labs and test results according to follow up protocols.

6. Provides support ,under the supervision of a RN/LPN/Provider, to
patients receiving colposcopy,LEEP and Abortion services accordiig to
surgical ards and protocols.

7. Assures as adequate supplies in stock to deliver patient care.
Completes inventory on a monthly basis and completes request for
supplies to be ordered. Prepareshexam rooms for [ visits.

8. Restocks exam, intake and medication rooms daily to assure eyt te d

patient flow under the general supervision of licensed staff.
for Life
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9. Performs various medical lab functions, collecting blood and urine
specimens, pregnancy testing, blood pressure, hemoglobin, weight and
height while using aseptic technique and universal precautions.

10.Provides HIV counseling and testing under clinical staff guidance.

11.Accurately documents in the medical record. Writes legibly.
12.Complies with HIPAA rules and regulations.

13. Other duties as assigned.

REQUIRED SKILLS AND ABILITIES:

1. Ability to organize, prioritize and manage multiple tasks and data with
accuracy, attention to detail, flexibility while maintaining confidentiality.
Excellent interpersonal skills with ability work cooperatively with internal
and external customers of diverse backgrounds.
Excellent verb i computer skills.
Commitment t re values of teamwork, compassion,
confidentiality and quality care.
Acceptance and understanding oq?ersonnel Policies.
Ability to travel to other centers as neede

Current certification in BLS/CPR.
9. Willingness to work flexible hours.

10. Assists in training of new employees.

N

Rl

®~NOD”

QUALIFICATIONS:

1. High School diploma or GED required.

2. Family Planning/GYN office experience preferred.

3. Direct patient care experience and computerized medical office operations
experience preferred.

PHYSICAL DEMANDS/WORKING CONDITIONS

Lift/carry 10 Ibs. or less frequently, and up to 50 Ibs occasionally
Bend/squat’kneel frequently

Twist/tum constantly

Climb stairs frequently

Type/keyboard constantly

arON~

Employee’s Printed Name Un it.e d
for Life
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Employee’s Signature Date

Supervisor's Signature Date

United
for Life
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Emergency Medical Box Contents

= All emergency boxes are inunediately accessible and not behind locked doors
during clinical sessions.

= A licensed professional is responsible for maintaining the emergency box
medications and supplies.

= Monthly checks of the emergency box are performed by licensed personnel
and documented with signature. A record is kept of monthly checks.

= A tamper-proof lock is kept on all emergency boxes. It is removed at the
time of monthly checks and emergencies, and is then replaced.

= Contact your local state agency for other regulations regarding maintenance
of the emergency box (i.e. some states require the emergency box to have a
second lock that is fastened when medical services are not being provided).

e The Emergency Medical Box will be
audited/inspected monthly and after each
procedure if contents used. The staff will
document the audit/inspection on the
monthly checklist/After Use Inspection
Anudit

Representative List of Emergency Contents for Centers
Providing Surgical Services

1 _ L Ame

“Note: Misoprostolis used for post-abortion hemorrhage, especiafly for clinics mazdonoz;th ite d
Hemabate. In addition, some affiates preferto stock the following medication in their em

(must be refrigerated): Carboprost tromethamine (Hemabate) 250megimi. °

« Classflication: Prostaglandin for Llfe -

* Action: Stimufates myometrium contraction of the uterus

» Uses: Uniabeted use to reduce blood loss secondary to uterine atony

+ Dosage: 250meg IM; may repeat every 10-15minutes if no response nof to exceed 12mg
= Side Effects: Fever, flushing, chills, cough, headache



Executive Summary
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Introduction

is 2 T 01020y specializing in infection
revention and control solutions. Utilizing the expertise of our industry-leading consultants,
hivorks in various healthcare settings to prevent and control healthcare acquired infections
(HAIs). With access to leading resources and world-renowned experts in infection control, no
other consulting firm of} owledge and expertise. _is a wholly
f the
as been the leader 1n striving to end healthcare-associated infections for over-
year. was created to assist in these efforts by bringing expertise directly to
clients to offer customized solutions.

contracted by [N o

conduct a comprehensive assessment of the facility, with the goal of specifically addressing the
New York State Department of Health (NYSDOH) Statement of Deficiencies (SOD) associated
with breaches in infection control standards for ambulatory care centers. The assessment was to
include both a review of relevant data and documents as well as a comprehensive onsite
evaluation to identify problem areas and provide recommendations for ad : infection
control SOD's facility specific and/or system-wide. As of March 26, 2013Mad not
received the official NYSDOH SOD report.

The assessment was performed by an certified _With over. years of infection
control and prevention experience. [N 2!1 meet the following criteria:

e Must be CIC ®, Certified in Infection Control through the Certified Board of Infection
Control and Epidemiology, Inc.

e 15 years + experience within infection control and prevention
e Hold a RN or higher degree from an accredited institution

nd and methodology

United
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* Processing of specimens not compliant: cannot bring specimen from dirty utility room to
clean utility room to be entered into computer.

A review of these anticipated NYSDOH infection control deficiencies identified the following
categories requiring assessment:

Quality controls for sterilization processing of instruments.
Handling and disposal of used needles/syringes.

Internal handling/transportation of laboratory specimens.
Outdated multi-dose medication vials.

Blood drawing activities in medication preparation areas.

)
Availability of personal protective equipment (PPE). Un lte d
[ )
Appropriate use of refrigerator thermometers. fO r L l fe




In preparation for the on-site facility visit, multiple documents were reviewed to assess -
organizational system-wide infection control policies/procedures for each of the identified
categories identified and consistent with published standards and federal/state infection control
regulations. Documents reviewed included:

NY state regulations addressing infection control practices.

Recognized publications for infection control standards of practices.

. -policies on competency processes to ensure employee knowledge of the infection
control practices related to the anticipated deficiencies and with the identified infection control
breaches.

Recommendations

1. Designated areas for autoclaves

A. Th utoclave should be relocated from thj R Tice to a
dedicated sterilization only work area. Until facility renovations can establish a
dedicated work area, the autoclave can be temporarily relocated to the instrument
cleaning and laboratory processing room. The autoclave must be physically
separated from the designated instrument cleaning area. Signage must be readily
visible to designate the physical separation. No instrument cleaning or laboratory
processing tasks are to be performed during instrument sterilization activities. At
the completion of each instrument sterilization cycle, processed items must be
removed from the room and stored in clean area.

B. Th-xfection control manuals need to include guidelines designating
and identifying the most appropriate work area for autoclaves.

2. Post-sterilization instrument verification

A. Use of tags to identify instruments awaiting sterilization process are not necessary
and should be discontinued in all facilities. Wrapped packs and unwrapped trays

should only be placed in the autoclave just prior to initiating the steriljfat
change in either the process heat sensitive tape/integrated tab or chemigali
strip are one of the tools to be used in verifying if a set of wrapped andfer unwra;

ed
instruments has completed the sterilization cycle. O r E l fe

Page 4



B. The tool used to record sterilization parameters at the completion of each processed
load should be referenced to verify a completed sterilization cycle. Records need to
be maintained per state and local requirements.

C. System-wide, all staff, who are directly responsible for the sterilization of
instruments, should be retrained and competency assessed for how instruments are
verified after completion of the sterilization cycle.

D. System-wide, all staff, who access or use wrapped or packaged instruments, should
be reeducated and competency measured on how to identify sterilized from
unsterilized instruments, both commercial and in-house processed products.

E. Th{lll/OSHA infection control manuals should update the guidelines for
assessment and documentation of sterilization parameters, both mechanical/physical
and internal chemical process indicators (tape/chemical indicators), for each
autoclave type.

3. Monitoring and implementation of instrument sterilization processing quality
controls

A. A system-wide sterilization quality control program needs to be developed and
implemented as outlined in the CDC’s Guideline for Disinfection and Sterilization in
Healthcare Facilities,2008,pp 91-92.

B. Consider replacing the Ritter® table top autoclave at the -facility, as well as at
the other“facilitics, with newer and a more efficient models.

C. Review and confirm what type of autoclaves are used in each facility and ensure they
are operated per manufacturers’ operating instructions and sterilization parameters are
consistent with th- infection control manual guidelines.

D. Discontinue the practice of sealing instrument peel pouches with heat sensitive
process autoclave tape. Peel pouches should be a self-sealing product, or if not
available then heat sealed.

E. Itis required that a process indicator (i.. heat sensitive tape or tab integrated iito
peel pouch) be affixed to the outside and a multi-variable chemical indicator strip te
placed inside of each peel pouch and wrapped pack.

F. A multi-variable chemical indicator strip classified as class 4 or 5, should he
considered for peel pouches and wrapped packs. Refer to American Nationa

Standard (ANSI)/AAMI Sterilization of Healthcare Products-Chemica(njﬁit d
Guidance for Selection, Use and Interpretation of Results, 2008. e
for Life



. The single-variable class 3 chemical indicator strip currently used, which is intended to
respond to only one parameter of the sterilization process, is appropriate for placement in
each unwrapped instrument tray being processed.

. A label on each peel pouch, wrapped pack and unwrapped autoclave load is required
to include; a load number, processing date and operators initials. The same
information is required to be documented either manually or if available, or an
autoclave digital printout.

At the completion of each sterilization load, the mechanical/physical (time,
temperature and psi) and results of the external process and internal chemical
indicators needs to be recorded. Records need to be maintained per state and local
requirements.

Staff directly responsible for the processing of instruments for sterilization should
receive comprehensive training on standards of practice for monitoring and ensuring
sterilization of instruments. Ensure staff understand manufactures’ operating
instructions. Update competency of staff to evaluate understanding of changes aimed
at ensuring quality controls for all sterilization processes.

. Staff responsible for instrument sterilization may benefit in updating their instrument
processing knowledge by shadowing central sterile supply personnel at an area
hospital.

. A written corporate policy needs to be established for sterilizing instruments from

non-affiliated facilities. The policy should establish if and how processing, sterilizing
and transporting instruments by facilities not associated with _vill be
implemented.

. Update the-fecn'on control polices and instructions for removing each
autoclave load, which should include assessment and documentation of the load
meeting sterilization cycle parameters for mechanical/physical and all
process/chemical indicators (tape/chemical indicators).

. Update all sterilization policies to be in compliance with the Centers for Medicare &
Medicaid Services (CMS) CFR 42.416.51 regulations recently published in the
CDC’s Guidelines on Infection Control in Ambulatory Surgical Centers 2011(and
Infection Control in Ambulatory Surgical Centers Checklist 2011.

- Review of sterilization monitoring results should be incorporated into the I |
quality assurance program. Sterilization monitoring results from all faciiitics should

be reviewed quarterly by the infection control committee and semi-ann{gll ot
corporate quality assurance administrator(s). U lte

for Life



4. Storage and rotation of sterile supplies

A. A par-stock system should be established for vaginal speculums in client examination

rooms. Only the number of vaginal speculums needed each day should be in the
examination warming drawer. At the end of the day, the examination table drawer
should be wiped with a PDI™ disposable disinfectant cloth and drawer restocked
from the in-room cart drawer. Newly reprocessed vaginal speculums should be placed
in either the cart drawer or a covered plastic storage container in each examination
room.

Separation of instrument cleaning (dirty), sterilization, laboratory processing and
medication preparation work areas

A. _there must be a locked door separatini instrument cleanini

C.

areas from sterile processing work stations. Doors are necessary

is important to prevent entry of unauthorized non-facility personal into facility work
processing areas. eeds a locked door to the in

a door separating th ork area

from the patient examination area.

There must be separate and designated work areas for instrument cleaning and
sterilization activities, laboratory processing and medication preparation tasks.
Laboratory specimens cannot be brought into the sterile processing work area for any
reason. Laboratory processing cannot be performed in medication preparation and
storage areas. Where structural barriers (walls, doors, etc.) cannot be constructed to
physically segregate these work areas, signage must be clearly posted identifying the
work area and entry by authorized personnel only.

Blood drawing procedures should be performed in patient examination rooms.

Outdated multi-dose medication vials

A

eeds to develop comprehensive client specific safe injection practices
program that incorporates; standards for appropriate use of single and multi-use
needles, syringes, and multi-dose medication vial_gacks a comprehcnsive
set of written standards addressing safe injection practices to protect patients fiom
exposure to infectious agents. Policies need to be in compliance with the CMS CEXR
42.416.51 regulations recently published in the CDC's Guide to Infection Preventio
Jor Outpatient Settings: Minimum Expectations of Care and Checklist, 2011.

United
for Life
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B. Staffresponsible for the administration and/or handling of single and multi-dose
medication vials should receive comprehensive training on safe injection practices to
prevent and protect patient exposure to infectious agents. Update staff competency to
evaluate understanding safe injection practices aimed at protecting patients from
exposure to infectious agents per CMS CFR 42.416.51 regulations.

7. Handling and disposal of used needles and syringes as RMW

A. Staff responsibilities should be established for changing and replacing sharps
containers.

B. Floor-style in-use sharps collection canisters used in patient examination rooms need
to be secured and locked.

C. Provide address labels for each [ facility that can be affixed to the in-use
sharps containers.

D. Develop a written policy and guidelines for transporting RMW to otherM
facilities for licensed vendor pickup. Guidelines should be consistent wi

PHL and RMW part 70 regulations.

E. There needs to be education and competency standards dev. provided to
individual(s) responsible for transporting RMW to off-site cilities.

F. Staff needs reeducation on differentiating regulated from non-RMW. Request the
RMW vendor to provide education to staff on types of regulated and non-RMW and

requirements for disposal (facility/vendor) and transporting betweWolicit

the licensed vendor to support and conduct RMW education for al
facilities.

8. Availability of PPEs

A. Staff responsibility should be established for assessing and par-stocking client
examination rooms.

B. PPEs should be visibly and readily accessible, but not overstocked in each room.or

work area where there is potential/anticipated employee exposure to blood ana blosd
fluids.

United
for Life



JOB TITLE: Lead Clinician STATUS: Non Exempt

REPORTING TO: VP of Patient Services

assists in the compliance with

community standards, an

POSITION SUMMARY:: The Lead Clinician assists in the oversight of t
- - L provided by I

edical Standards and Guidelines, state and local regulations,
policies. The Lead Clinician provides

guidance and mentors clinic staff on medical practice issues, policies and
procedures. The Lead Clinician is the coordinator of services between

and community health facilities ,programs and community agencies. In addition,
the Lead Clinician provides direct medical care to family planning and abortion

patients.

ESSENTIAL DUTIES:

1. Provides agency orientation, teaching and coaching for Nurse Practitioners
and Physicians Assistants.

2. Provides clinical leadership by teaching, coaching and consultation on clinical
management issues for all clinical staff.

3. Assists with the facilitation of the semi-annual provider meetings.

4. Conducts annual evaluations for all midlevel clinicians with input from VPPS
and Medical director

5. Contributes to the overall effectiveness of the agency by adhering to
established agency policies and practices.

6. Addresses provider training needs as directed by the Medical Director and VP
of Patient Services.

7. Provides ongoing technical assistance and in-service training for licensed and
unlicensed staff on an intermittent basis in collaboration with the Medical
Director, VP of Patient Services and Regional Managers.

8. Maintains productivity expectations and compliance of agency standards.

9. Conducts on site Peer Review ,chart and referral audits at all clinics as

[
required.. U t d
10.Performs medical screening procedures as appropriate fo- nl e

11.Performs reproductive health assessments for female and male clientfor Life
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12.Refers clients with abnormal conditions found on examination to the Medical
Director and/or other physicians or medical facilities as needed per health
center guidelines and/or client needs.

13.Serves as the agency coordinator for the referral and coordination of social
services for clients requiring these services. The Lead Clinician who will
travel across the affiliate will work with all affiliate staff to assure that referrals
are made. The Lead Clinician will liaise with the VP of Community Services
at provider meetings to obtain updates on referral services.

14.Performs, orders and interprets routine laboratory tests.

15.Responsible for follow up of abnormal lab tests.

16.Performs medical referrals as indicated and appropriate follow up.

17.Participates in in-service training and community education as assigned.

18.Participates in problem solving and root cause analysis.

19.Serves as a resource person for patient or medical information calls.

20.Documents findings and referrals as required.

21.Adhere to affiliate policies on professionalism, wait time-and on the
phone, and the system for addressing client complaints.

22.Participates in health center efforts to achieve established goals for
productivity.

23.Participates in health center/affiliate efforts to achieve established revenue
cycle goals.

24.Works independently to maintain up to date knowledge in the health care
field via attending seminars and workshops and reading relevant material.

25. Assists in product evaluation.

26 .Performs other duties as assigned.

OTHER
1. Communicates clearly and promotes a customer-focused vision and mission
for self andtaff.
2. Acts proactively, anticipates problems and initiatives new and better ways of
care delivery.

REQUIRED SKILLS AND ABILITIES:

1. Ability to organize, prioritize and manage multiple tasks and data with
accuracy, attention to detail, flexibility and confidentiality.

2. Excellent interpersonal skills with ability to work cooperatively with internal
and external customers.

3. Excellent busin ish, Microsoft Word, database, and Excel skills.

4. Commitment t core values of teamwork, compassion,
patient confidentiality and quality care.

Acceptance and understanding of -Personnel Policies. United

Ability to travel.

Embraces the concept of team building (G =< vafiﬁ L - f
internal and external customer satisfaction. I' l e
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QUALIFICATIONS:

1. Valid NP/PA license in New York State.
2. Current DEA license.
3

. 5 years of demonstrated experience in reproductive health management is
requi ' year of prior experience with * or
othe roviders.
Proven leadership skills, which build teamwork, enlist cooperation and
confidence. Capacity to mentor and build leadership skills in others.
5. Professional positive attitude with proved ability to contribute effectively to
highly functioning work teams.

PHYSICAL DEMANDS/WORKING CONDITIONS

Lift/carry 10 Ibs. or less frequently, and up to 50 Ibs occasionally
Bend/squat/kneel frequently

Twist/turn constantly

Climb stairs frequently

Type/keyboard constantly

apON=

Employee’s Printed Name

Employee’s Signature Date

Supervisor's Signature Date

United
for Life



! ear

LEEP
Machine
Cleaned

Colpo
Machine
Cleaned

Sterilizers
Cleaned

Lab
Refrigerator
Cleaned

Emergency
Box and
Equipment

Spore
Checks
Completed

Room &
Refrigerator
Temps. Done

Supplies
Ordered &
Meds Rotated

Quality

Controls
Completed

Fire
Extinguishers
/ Safety
Checks

Sharps

Protestor
Count

anuary

‘ebruary

Aarch

\pril

Aay

‘une

uly

wugust

ieptember

Jctober

Jovember

Jecember

Please complete this form monthly. Initial and date in the appropriate box.

Revised: [JJ 31 3 )3
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In keeping with the guidelines set forth by nd all state/local
laws and regulations, the following policies will be implemented by

-contracts with a qualified pharmacist(s) to assist in the development of policies and procedures
for providing medications and biologics. Moreover, the pharmacist consult will provide an annual and as

needed review of practices, policies and procedures. (refer to ||| EGTGTGTGcTcNGNGGGGEE

Procurement:
DA and onli those from FDA certified

Drugs which may be prescribed by affiliate clinicians for patients to obtain at outside pharmacies
include:

The Medical Director only approves drugs approved by the F
manufacturers to be prescribed, dispensed and distributed a

e All contraceptives listed i
e All medications listed i
e All drugs recommended for treatment of Sexually Transmitted Diseases in the current Summary
of CDC Treatment Guidelines.
. _ng- as directed,-'ng- as directed, or equivalent short
acting anxiolytic, as a pre-medication for any procedure/exam at [JJJifincluding abortion.
Storage:
The drug storage areas of pharmaceuticals at -re secured at all times. The following staff at
' - may have access to the drug storage area for reason of stocking, inventory management,
dispensing or distributing medication: Physicians, Physician Assistants, Nurse Practitioners, RN’s, LPN’s.
Clinical Assistants, Clinical Receptionists and the Inventory Manager may restock under the supervision
of licensed staff.

Medications may only be dispensed by licensed staff. Licensed staff may select the medication
prescribed by the provider/physician and complete the label requirements as outlined below under
Labeling

Distribution of Medications by Non-Licensed Staff

Non-licensed staff may only distribute medication that has been previously dispensed by a

provider/physician and placed in a central location for distribution; the non-licensed staff rhay, select-the
medication labeled with a particular patient’s name and provide and/or distribute it to the patient o

named. In addition, non-licensed staff may also select a medication that has been presc:@‘n lte d
provider/physician and prepare the medication with the proper label, but prior to the medigation

[ J
distribution, it must be checked by the provider for accuracy and approval for distributio O r Ll fe

11413



Pharmaceuticals meant for internal use must be separated from those for external use. Clear and visible
labeling is required.

Pharmaceuticals in all storage areas must be arranged so that the oldest stock is used first. On a
monthly basis designated licensed staff will inspect the drug storage area for expiration dates. All
expired medications will be disposed of according to policy. (See Disposal of Pharmaceuticals Policy)

Pharmaceuticals requiring refrigeration will require continuous temperature control monitoring for
quality control. All refrigerators will be equipped with a data storage thermometer. Temperatures will
be monitored and documented twice daily on the temperature log. When centers are not opened,
temperatures will be retrieved from the thermometer’s data storage and the minimum and maximum
temperatures will be recorded on log. Should temperatures fall below or above recommended
guidelines, pharmaceuticals will be disposed of according to the proper disposal procedures (see policy
on disposal of pharmaceuticals)

Repackaging: -does not repackage medications
Repackaging must be done in accordance with state/local laws/regulations.

A log must be maintained to document the supervisor (by signature), the person doing the repackaging
(by signature) and the identification of the bulk drug being repackaged. Logs must be archived for two
years. The log should contain the following information:

e Complete product description-name, strength, manufacturer

e The manufacturers lot number

e An expiration date, no later than the manufacturer’s expiration date of a not previously opened

manufacturer’s container
e A control number that will link that manufacturer and drug lot with the repackaged units

All repackaged units must have a standard label affixed to each package, bottle, etc... before they are
entered into active stock. The label must include at least the following:
e Name and address of the facility
e Name of the drug
e Strength of the drug when appropriate
e The expiration date, for drugs repackaged in “tight” containers such as plastic vials or glass
bottles

o This should be the date specified on the original manufacturer’s contaifger,Yor gné®year
from the date the product was repackaged, whichever is earlier Uﬂlte d
e The control number linking that unit with the manufacturer’s product drug lot- apwiFa
code showing the month and day of repackaging and number repackaged that fﬁﬂlﬂl fe

P —



control # 012104, where 01=month, 21=day of repackaging, and 04=fourth item repackaged
that day)

Labeling Prepackaged Prescriptions for Patients:

All prepackaged units are received at - with a permanent label affixed directly to the package
with at least the following information:

®* Name and address of the affiliate

* Name and strength of the drug

* Manufacturer and distributor if different from the manufacturer

* Standard directions for use including: frequency and route of administration

The label must also include the following information, which may be added by hand at the time of
dispensing by the provider/physician, RN, LPN

* Name of provider prescribing medication

® Date of prescription at the time of dispensing

* Name of patient

Auxiliary labels particular to each individual drug will be used and placed on package as needed.

The plastic case or other container for oral contraceptives must bear the full label and include the FDA
package insert. The refill units given at the same time need not be individually labeled. If the original

case or container is not presented for subsequent refills, then the refill units can be put into a bag and
the outside of the bag labeled.

Controlled Substances:
-does not carry, maintain or dispense controlled substances.

Other:

Itis the policy o-hat multi-dose injectable medication vials must be labeled with the date that
they are opened and then be disposed of 28 days later, except for Tubersols which are disposed of 30
days after being opened and vaccines which are disposed of by their expiration date. (For proper
disposal sei N Disposal of Pharmaceuticals Policy and Procedure” )

All patients who receive medications from|jjjJJf receive written or verbal instructions including the

name, purpose, and appropriate administration technique for each drug. Patient package i must
be provided for IUC’s, hormonal contraceptives, and other estrogenic and progestational sul§st nlte

Patient drug information is provided on all other drugs dispensed. All patient education is df. elngetl_‘ s f
in the medical record. 6 l e
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Management of Pharmaceutical Product Irregularities

Pharmaceutical product irregularities may be detected in the form of defects in drug or device
packaging, tablet discoloration, or dose sequencing. Such problems may be the result of a defective
manufacturing or packaging processes, failure of the pharmaceutical company’s product inspection
mechanism, or tampering with the product at any point between the product’s packaging and its use by
the patient. Because these products may be dangerous to the patient and because other units may be
defective, prompt action is necessary to deal with these events.

When an irregularity of a pharmaceutical product is suspected, the following must be done:

e The package of medication in question must be held in a secure place at the affiliate, as later
transfer to the manufacturer or the FDA may be necessary. There must be no attempt to
manipulate or otherwise alter the package, as it may constitute evidence in a criminal suit or
other action.

e Remaining stock of medication with the same lot number must be identified, put aside, and not
dispensed to patients until the problem has been resolved.

e Medical affairs must be notified i jately by telephone for evaluation of the situation and
provision of further instruaions.mm not take any additional steps (such as notification
of the pharmaceutical company, FDA, other patients who may have been exposed to the
product, and the media) until it receives guidance fro

Drug and Device Recalls

The EDA initiates drug recalls of drugs or devices that are found to be in violation of federal law. The
recalls are classified according to the potential adverse impact of the volatile drug or device upon the
health exposed individuals.

Definitions:
Class | recalls are situations in which there is a reasonable probability that the use of or exposure to'a
volatile product will cause serious adverse health consequences or death.

°
Class Il recalls are situations in which use of or exposure to the volatile product may cUﬂ;ltre d

medically reversible adverse health consequences, or where the probability of seriousgmverse hgalthe
consequences is remote. Or ]:lfe

.11 13



Class Il recalls are situations in which use of or exposure to a volatile product is not likely to cause
adverse health consequences.

Procedures:
Class | Recalls

e Purchase logs must be evaluated for a period of not less than two years prior to the date of the
recall.

e Allvolatile product must be quarantined. Product must not be provided to any patient until it is
verified that stock does not contain involved lot numbers.

* Any of the volatile product found in stock must be removed from the inventory unless otherwise
indicated in the recall information.

e [fitis determined that none of the volatile lot(s) have been received at -then the only
further action required is to verify that none of the involved lots are shipped to the health
center during the next two months.

e [fitis determined that product from the volatile lot(s) has been provided to patients within the
past two years, the following actions must be taken:

o Daily computerized tracking logs and/or medical records must be reviewed to determine
which patients received product from the volatile lot(s).
o An attempt must be made to contact identified patients by telephone.
= [fitis determined that the patient received the product from the volatile lot(s), or
if the lot cannot be determined, the patient must be instructed to discontinue the
medication and bring it back to the-immediately for replacement with an on-
involved lot of the same medication, if available. If a non-involved lot cannot be
obtained for the patient, the patient must be changed to an alternate medication.
= |fis determined that the patient received the named medication, but not from the
involved lot(s), she or he should be reassured that continuation with their
prescribed regimen is safe.
o If anidentified patient cannot be contacted by telephone, a letter must sent to her/him,
explaining the nature of the recall and requesting that the.:e contacted.
o |If a patient experiences a significant medical problem resulting from the use of the
volatile product, edical Affairs and ARMS must be informed.

Class Il Recalls
e Purchase logs for the past year must be checked to determine if any of the volatile Jots fiave

been received. °
e Any volatile product found in stock must be removed from inventory and preparedUrnltte

the supplier. for Life
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e Ifitis determined that the product from the volatile lot(s) has been provided to patients within
the last six months, the following actions must be taken:
o Daily computerized logs and/or medical records must be reviewed to determine which
patients received product from the volatile lot(s).
An attempt must be made to contact identified patients by telephone.
= |fitis determined that the patient received product from the volatile lot(s), the
nature of the recall must be explained and the patient must be requested to return
any outstanding supply of the volatile product to the clinic.

= |fitis determined that the patient received the named medication, but not from the

involved lot(s), she or he should be reassured that continuation with their
prescribed regimen is safe.

If an identified patient cannot be contacted by telephone, a letter must be sent to
her/him, explaining the nature of the recall and requesting the return of any
outstanding volatile product.

If a patient experiences a significant medical problem resulting from the use of the

volatile product, -/Iedical Affairs and -nust be informed.

(@]

(0]

o

Class Ill Recalls:
e No product lot listed in a Class lll recall may be provided to a patient.
e The volatile substance must be removed from inventory and returned to the supplier.

United
for Life



Statement of Compliance

U have reviewed the attached N - macy

Services policies and procedures and find them to be in compliance with all New York State Department
of Health, SED Board of Pharmacy and regulatory
requirements.

7~ s
” .\\ 7
; \ i

Date

United
for Life

Page 1

Pharmacist Statement of Compliance



PHARMACIST CONSULTANT CONTRACT

This agreement is entered into between [

{he at and
(hereinafter referred to as Pharmacist) located at

4

- will schedule an onsite consultation with New York State Licensed Pharmacist annually and
other consultants as needed.

The Pharmacist will provide overview and assistance regarding:
e Maintenance and development of policies related to medications and biologics
e Annual review of pharmaceutical practices, policies and procedures
« Disposal of expired or deteriorated medications and biologics
e Storage, dating, labeling and monitoring of expiration dates
e Documentation of written prescriptions
o Medical record review
& Physical plant inspection

Following the onsite audit, the Pharmacist will provide a written repart of findings within 30 days to the
VP of Patient Services.

The Pharmacist will provide -a copy of their current NYS License.

The Pharmacist will be paid ‘ 5’001 [2 (7 for services conducted. Travel reimbursement will be $0.52

per mile.

The Pharmacist will sign confidentiality and HIPAA agreements. {See Attachments A and B)

Signed Signed

./

President®&nd CEO

Pharfjl\a:ist V

Date___ 4 IQJJDI 3 Date 4-4-13

S — United
for Life
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mergency art/Eiuiiement Insiiiiill' ﬁr Use

e 1 e P e e oy

Albuterol Inhaler
Expires:

Atropine 0.4mg/ml

Expires:

Compazine 5mg/ml

Expires:

Diphenhydramine (Benadryl)50mg cap
Expires:

Diphenhydramine (Benadryl)

IM 50mg/ml

Expires:

Epinephrine 1:1000 (I mg/ml)
Expires:

Methergine 0.2mg/ml (Refrigerator)
Expires:

Toradol 30mg/ml]

Expires:

Solu-Medrol 125mg/2ml

Expires:

Misoprostol 200mg #4 (Pburgh onl

Alcohol Prep Pads

AA Batteries

Band-Aids

Bulb Syringe

4x4 Sterile Gauze Pads
Exam Gloves (non-latex

3ml Syringes with 21g Needles
TB Syringes
Angiocaths - 18, 20
IV Tubing
IV Solution — LR or NS 500ml
Expires:
23 3/4G Butterfly
Tourniquet
3-0 Chromic
Sterile Suture Set

Airways

Ambu Bag & Non-Rebreather Mask
Nasal Cannula

CPR Shield

Foley Catheter

Stethoscope
[ Oxygen Tank with liter meter >% full Udrl 1 t e d
*After completion, please give a copy of this form to your-Manager
theRQW® for Life




Emergency Cart/Eiuiiment Insieiiiii'l ﬁiii h

Date

TRt e s s v e

Albuterol Inhaler
Expires:
Atropine 0.4mg/ml

Expires:

Compazine Smg/ml

Expires:

Diphenhydramine (Bendryl) PO 50mg caps
Expires:

Diphenhydramine (Benadryl) IM 5 Omg/ml
Expires:

Epinephrine 1:1000 (1mg/ml)

Expires:

Solu-Medrol 125mg/2ml

Expires:

Alcohol Prep Pads

Adhesive Tape

4x4 Sterile Gauze

3ml Syringes with 22g Needles

IB Syringes

23 3/4g Butterfly

IV Solutions — LR or NS 500ml

Expires:

IV Tubing

Tourniquet

Angiocaths -18 or 20

Airways

AmbuBag

Nasal Cannula

CPR Shield

Non-Rebreather Mask

Oxygen Tank with liter meter >% full

*After completion, please give a copy of this form to your-\/Ianager and the
RQM

United
for Life

Note: All emergency medications must be ordered 2 months prior to expiration date.
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Plan of Correction in Response to Statement of Deficiencies issued on August 27, 2013
Regarding Article 28 Diagnostic and Treatment Survey of 2012

ID PREFIX TAG: T2068

Plan of Correction

. -staff make appropriate referral to
appropriate agencies or providers. If staff
need assistance with coordination of
referral, they will contact the lead clinican

® Lead clinician job description has been
revised

Monitoring and Implementation

Lead clinician will be in monthly contact with all
providers to review referrals. Contact will be
durin.visits or monthly staff meeting or by
phone. Refer revised Coordination of Services

policy

Refer to lead clinician job description #13

Completion Date

e 9/4/2013

e 9/4/2013

United
for Life



Plan of Correction in Response to Statement of Deficiencies issued on August 27, 2013
Regarding Article 28 Diagnostic and Treatment Survey of 2012

ID PREFIX TAG: T2068

United
for Life




Plan of Correctm| esponse lo !!atement ol Deficiencies issued on August 27, 2013

Regarding Article 28 Diagnostic and Treatment Survey of 2012

ID PREFIX TAG: t2097

Plan of Correction ImpIementation/Monitoring Completion Date

® Annual skills form reflects lead

® Annual skills form revised to reflect ® 9/13
clinician is evaluating mid level change
providers
® CA/CR may be assigned duties of ¢ In compliance ® 9/13

restocking meds under the general
supervision of licensed staff

United
for Life




Plan of Correction in Response to Statement of Deficiencies issued on !ugust 27,2013

Regarding Article 28 Diagnostic and Treatment Survey of 2012

ID PREFIX TAG: 12097

United
for Life




Plan of Correction in Response to Statement of Deficiencies issued on August 27, 2013

Regarding Article 28 Diagnostic and Treatment Survey of 2012

ID PREFIX TAG: T2070

Plan of Correction

Inspections of emergency equipment
will be done, at a minimum, monthly
and after each use of the equipment
and will be documented appropriately.

| ation an onitori

Emergency response equipment will be inspected, at a minimum, monthly and
after each use. Completed inspections will be documented on the Monthly
Cleaning/Maintenance and Safety Checklist and After Use Inspection. (see
attached)

Managers will be made immediately aware of malfunctioning or out-
dated equipment in need of replacement/repair.
Checklists will be reviewed by -managers monthly.

Completion Date

This plan will be implemented
immediately.

[ el POC:.13

United
for Life




|
Plan of Correction in Response to Statement of Deficiencies issued on August 27, 2013
Regarding Article 28 Diagnostic and Treatment Survey of 2012

1D PREFIX TAG: T2070

-DOH POC: /13
J United

for Life




NEW YORK |
state department of -

Nirav R. Shah, M.D., M.P.H. T H EALTH - " Sue Kelly

Cammissioner . . Executive Deputy Commissioner

~ October 4, 2013

RE: Article 28 D&TC Survey-completed September 10, 2013

This letter follows the completion of an Article 28 survey at your facility. The.purpose of this survey
- was to determine compliance with Article 28 requuremems for a D&TC facility.

. Enclosed are the Article 28 Statement of Deficiencies listing areas ol non-compliance. You must
prepare and submit a Plan of Correction to address the deficiencies. The Plan of Correction must
be explicit and include the date of correction, a descnptlon of the corrective action, and a
prospectwe plan to ensure continuing compliance in the future.

NOTE: Please ensure that the Pian of Correction submitted include the “providerlsuppller
representative’s signature (X6)” near the bottom of page 1, as well as the “completion date (X5)”
entrles |n the far right column of each page.

The Article 28 Plan of Correchon must be submitted to our office located at_ o

no later than October 15, 2013

If you'have any questions concerning this letter, please call_

=~ United

— S forLlfe

facebook.com/NYSDOH

l
HEALTH.NY.GOV ' | ‘
twitter.com/HealthNYGov 4 I

' |



PRINTED: 10/04/2013
FORM APPROVED

New York State Department of Health

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPUERICIJA 1 (X2) MULTIPLE CONSTRUCTION . | (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: - : . COMPLETED

| _ BWING . . 09/10/2013

NAME OF PROVIDER OR SUPPLIER . CITY, STATE, ZIP CODE

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
pREHx (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TaG- GROSS-REFERENCED TO THE APPROPRIATE: DATE

_ : . : ' DEFICIENCY) _

T 000, INITIAL COMMENTS | Tooo

_ PF!H ,
oPERATING CERTIFICATE N

| NOTE: THE NEW YORK OFFICIAL N

‘| COMPILATION OF CODES, RULES AND |
REGULATIONS (1ONYCRR) DEFICIENCIES
BELOW ARE CITED AS A RESULT OF A
SURVEY CONDUCTED IN ACCORDANCE
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 OCCURRENCES IN THE FUTURE.
INTENDED COMPLETION DATES AND THE
MECHANISM(S) ESTABLISHED TO ASSURE
ONGOING COMPLIANCE MUST BE
INCLUDED :

T2022| 751.2 (h) ORGANIZATION AND T2022
ADMINISTRATION Operator. .

The responsibilities of the operator shall include
-| but not be limited to: :
{h) the appointment of medical and dental staff,

the assignment of their clinical privileges and
reviews of such appointments at least everytwo 1.

 years. .

.| This Regulation is not met as evidenced by:
Based on document review and interview, the
operator does not ensure the appointment of
medical staff along with the assignment of clinical
privileges and reviews of such appointments . !
every two years, as evidenced for 2 of 2 staff. _ ' . : |
|
\

.| (Staff #1 and 2)

Findings include:

Review on 9/9/13 of facility bylaws revealed the - : - .2 !

Office of Health Systems Management
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATNE‘S S!GNATURE TITLE

STATE FORM . i B - - I lewnm&lshwl eofa'.




New York State Department of Health
| STATEMENT OF DEFICIENCIES
~ AND PLAN OF CORRECTION

PRINTED: 10/04/2013
FORM APPROVED

{(X1) PROVIDER/SUPPLIER/CLIA
" IDENTIFICATION NUMBER:

{X2) MULTIPLE CONSTRUCTION

A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

09/10/2013

(X4) ID
PREFIX
TAG -

NAME-OF PROVIDER OR SUPPLIER v

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING iNFORMATION)

D
PREFIX
_TAG

iii iiasssl crr.vl STATE, ZIP CODE

" CROSS-REFERENCED TO THE APPROPRIATE -

PROVIDER'S PLAN OF CORRECTION (X8!

(EACH CORRECTIVE ACTICN SHOULD BE COMPLETE

DEFICIENCY)

T2022

- T2074)

T2101

‘Continued From page 1

operator will review appointments and reassign
clinical privileges at least ‘

| Review on 9/9/13 of credential files for Physician

Staff #1 and 2 revealed no evidence of the
appointment/reappointment process, including

requests for renewal of clinical privileges and

reappointment, curricula vitae, current CME

| completion and peer review. -

These findings were verified with Staff #1 on
9/9/13. s .

751.5 () ORGANIZATION AND

-|-ADMINISTRATION.

Operating Policies and Procedures.
The operator shall ensure:

(c) that the center's policies and procedures are
reviewed at least annually and revised as

.| necessary.

This Regulation is not met as evidenced by:
Based on document review and interview, the
operator does not ensure that all facility policies
and procedures are reviewed at least annually

| and revised as necessary.

Findings include:

Review on 9/10/13 of the-policy and procedure
manual for the lab and infection control program
revealed no-evidence of review or revision at any

| time. . . .

This finding was verified with Staff #1 on 9/10/13, |

751.6 (k) ORGANIZATION AND
ADMINISTRATION. Personnel.

72022 .

T2074

T2101

e e e

Office of Health Systems Management
STATE FORM

for tlfe |



* PRINTED: 10/04/2013
: . FORM APPROVED
__New York State Department of Health |

STATEMENT OF DEFICIENCIES {X1): PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ' R (X3) DATE SURVEY]|
AND PLAN OF CORRECTION " IDENTIFICATION NUMBER: A BULDING: - 7 COMPLETED *

- - B. WING — 09/10/2013

STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER

(X4) 1D ~ SUMMARY STATEMENT OF DEFICIENCIES o . PROVIDER'S PLAN OF CORRECTION x8)’

PREFIX (EACH DEFICIENCY MUST BE PRECEDEDBY FULL - - | PREFIX © (EACH CORRECTIVE ACTION SHOULD BE COMPHETE

. TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- . B DEFICIENCY)

' 72101| Continued From page 2 . T2101

The operator shall ensure:

.| (k)that each employee, as applicable, receives
| on-the-job training necessary to perform his‘her

-| duties.

-| This Regulanon is not met as evidenced by: .
Based on document review, personne! fi
interview, the facility does not ensur;m .
mployee who performs a

facility has proof of completion of on-the-job
training to perform such duties. (Staff #3)

Findings mclude

Review on 9/9/13 of

description reveal staff :
' ithis task will complete training provuded
.| by the physician. In addition, 50 cases are to be

reviewed by the phﬁmlan for accuracy and

proficiency befor staff {llllllvould be .

considered ixoﬁci n the task of performing

| Review on 9/9/13 of the personnel file for -
Registered Nurse Staff #3, who
or the facility, revealed no evidence

if comiletion of job orientation/training to perform

| These fi ndlngs were verified with Staff #1 on -
-9/10/13.

T2113 751.7 () ORGANIZATION AND T2113
ADMINISTRATION. ,

| Medical record system.
The operator shall:
(c) ensure that the medical record supervusor :

L
Office of Health Systems Management
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| receives consultation from a qualified medical
record practitioner when such supervisor is not a
| qualified medical record practitioner.

| This Regulation is not met as evidenced by:
iew, th

'| Findings include:

Interview o'n 9/10/13 with with Staff #1 revealed

T2145, 751.8 (d) (1) ORGANIZATION AND - | T2145
_ ADMINISTRATION.

Quality assurance program.

"I {d) The quality assurance process shall define -
methaods for the identification and selection of
clinical and administrative problems to be
reviewed. The process shall include but ot be
limited to:

(1) the establishment of review criteria
*| developed in accordance with current standards .

of professional practice for monitoring and

assessing patient care and clinical performance.

This Requlation is not met és evidenced by:

40f8

_’l— y_
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.| Pharmaceutical Provisions.

| The operator shall ensure that:

.| consuitation from a qualified pharmacist to assist

‘. operator does not have consultation from a

© | meeting minutes revealed

(b) when medications and biologicals are
handied by personnel in the center in the
absence of a pharmacy, there shall be

in the development of policies and procedures for
‘providing medications and biologicals.

This Regulation is not met as evidenced by:
Based upon document review and interview, the

“qualified pharmacist. :
Findi‘n'gs' include:

Review on 9/9/13 of facili
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T2145| Continued From page 4 T2145
Findings include: .
i
T2237 752-1.5 (b) CENTER SERVICES. T2237
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. DATE-

U7036
U7036

y7037

.| to personal safety.

Continued From page 5 _
702.3 (a) FIRE AND SAFETY.

Buildings and equipment shall be maintained and
operated so as to prevent fire and other hazards-

This Regulation is not met as evidenced by:
Based on observation and interview, the facility

does not maintain all clinic space free of hazards.

.| Findings inciude:

During facility tour on 9/9/13, there were three
areas in the“_that contained .
construction waste: -

- near the electrical breaker-box: scrap wood

" .| and chunks of concrete;

- by the hot water tank: brdken down cardboard
boxes, numerous ﬂuorescent light bulbs and

- | water hoses;.
- near the generator: a large pile of scrap wood.

| This finding was verified with Staff #1 on 9/9/13.

702.3 (b) FIRE AND SAFETY.

The facility shall comply with the pertinent

-+ provisions of NFPA 101, Life Safety Code.
" .1 Further details concerning this referenced

material are contained in section 711 2(a) of this
Title.

This Regulation is not met as erénéed by:
- .| Based on observation and interview, the facility

does not conduct 30-day fire exinguisher
inspections, as evidenced for 4 of 4 fire

extinguishers.

7036
U7036

u7037
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" Findings include:

| During facility tour on 9/9/13, it was observed that.

the fire extinguishers in the following locations
were not inspected at least every 30 days:

During interview on 9/9/13, Executive Director
Staff #13 revealed that the required 30-day
inspections for fire extinguishers were not -

conducted.

This finding was verified with Staff #1 on 9/1_0/13.

| Based on document reView, observation and

interview, the facility does not maintain the fire

-| alarm system, as evidenced that that there is not,

evidence that all smoke detectors in the facility

| are inspected and tested.

Findings inciude:

.| Review on 9/9/13 of the fire alarm inspection and
testing report dated 3

13, completed b

revealed the report doccumented that there were 7
smoke detectors in the facility. However, during
facility tour on 9/9/13, 16 smoke detectors were

| identified-in the facility.

Th:s fmding was verified with Staff #1 on 9/10/13.

Based on observation and interview, the facility
does not maintain 4 of 5 battery-powered

- U7037
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.| emergency lighting units in proper worklng order

Fmdmgs include:

During facility tour on 9/9/13, the "test" button was
activated on the battery-powered emergency

.| lights in the following areas, but the lights did not

illuminate:

| This finding was verified with Staff #1 on 9/10/13.
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INITIAL COMMENTS

pr1
orERATING CERTIFICATE

NOTE: THE NEW YORK OFFICIAL
COMPILATION OF CODES, RULES AND -

| REGULATIONS (10NYCRR) DEFICIENCIES

BELOW ARE CITED AS A RESULT OF A
SURVEY CONDUCTED IN ACCORDANCE
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 OCCURRENCES IN THE FUTURE.
INTENDED COMPLETION DATES AND THE
MECHANiISM(S) ESTABLISHED TO ASSURE
ONGOING COMPLIANCE MUST BE
INCLUDED. :

751.2 (h) ORGANIZATION AND
ADMINISTRATION. Operator.

The responsibilities of the operator shalf include

but not be limited to:
(h) the appointment of medical and dental staff,

the assignment of their clinical privileges and

reviews of such appocntmems at least every two
years

This Reguiation is not met as evidenced by:

-1 Based on document review and interview, the -

operator does not ensure the appointment of

medical staff along with the assignment of clinical

privileges and reviews of such appointments
every two years, as evidenced for 2 of 2 staff.

(Staff #1 and 2)
'| Findings include:

Review on 9/9/13 of facility bylaws revealed the

' RECEIVED
0CT 1 5 2013

NYS HiALTH DEPARTMENT
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operator will review appointments and reassign
clinical privileges

.1 Review on 9/9/1 3 of credential files for Physician
Staff #1 and 2 revealed no evidence of the :
appointment/reappointment process, including
requests for renewal of clinical privileges and
reappointment, curricula vitae, current CME

completion and peer review.
'| These findings were verified with Staff #1 on
© [ emns.
“420%1 751.5 (¢) ORGANIZATION AND , | T2074
ADMINISTRATION. -

Operating Policies and Procedures.
" The operator shall ensure:

(c) that the center's policies and procedures are
reviewed at least annually and revised as
necessary.

This Regulation is not met as evidenced by:
Based on document review and interview, the
operator does not ensure that all facitity policies
and procedures are reviewed at least annually

and revised as necessary.

'| Findings include: ,
Review on 9/10/13 of the policy and ure
manual for th ram
revealed no evi v at any

| time. -

This finding was verified with Staff #1 on 9/10/13.

12101} 751.6 (k) ORGANIZATION AND T2101 - :
ADMINISTRATION. Persannel. ‘ ' .

.Office of Health Systems Management
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12113

-| The operator shall ensure:.

-| Based on document review, personnel file

. Fihdings include:

.| by the physician. ih addition, 50 cases are to be
.| reviewed by the physician for accuracy and

_ Wproﬁaent in the task of performing

_| Registered Nurse S , who performs -

1911013,

Continued From page 2

(k) that each employee, as applicable, receives
on-the-job training necessary to perform hlslher
duties.

This Regulation s not met as evidenced by:

interview, the facility does.not ensure that
employee who performs
facility has proof of completion of on-the-job
training to perform such duties. (Staff #3)

Review on 9/9/13 o b
descripti I member who
performs| complete training provided

proficiency before the staff person would be

Review on 9/9/13 of personnel file for

for the facility revealed no evidence
oomi n of job crientationftraining to perform

These findings were veﬂﬁed with Staff #1 on

751.7 (c) ORGANIZATION AND
ADMINISTRATION.

Medical record system.

The operator shall:
{c) ensure that the medical record supervlsor

T2101

T2113
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STATE FORM

_ “Umited

for Llfe

g
: I
|
|
|



10/04/2013 10:59 FAX _ NYS_DOH_HOSP ' . @006/010

PRINTED: 10/02/2013
FORM APPROVED
f H .

{X1) PROVIDERISUPPLE'\VCL!A {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
- IDENTIFICATION NUMBER: A BUILDING: COMPLETED

- B.WING ‘ _ 09/10/2013

NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESS, CITY, STATE, ZIP CODE

.
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES . N PROVIDER'S PLAN OF CORRECTION - {X5)

. PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | - (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG ! REGULATORY OR LSC IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE APPROPRIATE DATE |-

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

\/72113"_CdntinuedFrompageS | B .| TR

‘receives consultation from a qualified medical
record practitioner when such supervisor is not a
quaﬁﬁed medical record practitioner.

This Regulation is not met as evidenced by:
"| Based on interview, the operator does not ensure

Findings include:

interview on 9/10/13 with

T2145| 751.8 (d) (1) ORGANIZATION AND T2145
ADM!NISTRATDN .

' Quality assurance program. : ..

(d) The quality assurance process shall defire ' «
-1 methods for the identification and selection of , : i
clinical and administrative problems to be
reviewed. The process shall include but not be
iimited to: 4

(1) the establishment of review criteria
developed in accordance with current standards
-1 of professional practice for monitoring and ,
assessing patient care and clinical performance.

--_-L—-—-—-n

tjmted
for Llfe
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\/r2145 Continued From page 4 _ T2145
| Findings include: |
\/ T2237, 752-1.5 (b) CENTER SERVICES, T2237
Pharmaceutical Provisions. '
[ The operator shall eﬁsure that:
{b) when medications and biologicals are
handled by personnel in the center in the
absence of a pharmacy, there shall be ‘
consultation from a qualified pharmacist to assist
_| in the development of policies and procedures for
prowdmg medications and b|olog;cais
This Reguiation is not met as evidenced
Findings include: _
i :
| Review on 9/8/13 of facility contracts and staif
meeting minutes revealed no evidence of
employment of a consulting qualified pharmacist.
Interview on 9/9/13 with Staff #1 revealed that a i
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7036 702.3 (a) FIRE AND SAFETY. 7036

Buildings and equipment shall be maintained and
operated so as to prevent fire and other hazards
" | to personal safety.

This Regulation is not met as evidenced by:
Based on observation-and interview, the facility .
does not maintain all clinic space free of hazards.

Findings include:

During facili 13, there were three
areas inth contained

; construction waste: .
- near the electricai breaker-box: scrap wood
and chunks of concrete;

| - by the hot water tank: broken down cardboard '
boxes, numerous fluorescent light bulbs and
water hoses; ‘
- near the generator: a large pile of scrap wood. |

This finding was verified with Staff #1 on 9/9/13.

U7037| 702.3 (b) FIRE AND SAFETY. - “ | uz087

The facility shall comply with the pertinent

provisions of NFPA 101, Life Safety Code. .

Further details concerning this referenced

_| material are contained in section 711.2(a) of this
Title. ' '

This Regulation is not met as evidenced by: |
Based on observation and interview, the facility ’
does not conduct 30-day fire exinguisher - ' - |
| inspections, as evidenced for 4 of 4 fire : . . |
exﬁngu. ' ! . . . i
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Findings include: |

ki During facility tour on 9/9/13, it was cbserved that
: the ﬁre extmgu:shers in the foliowing locations
 were not inspe >ast every 30 days:

During interview on 9/9/13, Executive Director
Staff #13 revealed that the required 30-day
inspections for fire extinguishers were not
conducted.

.| This finding was verified with Staff #1 on 9/10/13.

Based on document review, observation and
interview, the facility does not maintain the fire
alarm system, as evidenced that that there is not
.| evidence that all smoke detectors in the facility
are inspected and tested.

Findings include:
Review on 9/9/13 of alarm inspection and
| testing report dated 13, completed

revealed the report documented that there were 7
smoke detectors in the facility. However, during
facility tour on 9/9/13, 16 smoke detectors were
identified in the faclility.

"1 This finding was verified with Staff #1 on 9/10/13.

Based on observation and interview, the facility
: does not maintain 4 of S battery-powered
Cffice of Health Systerns Management
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"1 Findings include:

| This finding was verified with Staff #1 on 9/10/13.

emergency lighting units in proper working order.

During facility tour on 9/9/13, the "test” button was

activated on the battery-powered emergency
lights in the following areas, but the lights did not
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T2011~751.2(h) ORGANIZATION AND ADMINISTRATION. Operator

Based on document review and interview, the operator does not ensure the appointment of
medical staff along with the assighment of clinical privileges and review of such appointments

every

This deficiency was due to a lack of understanding of the credentialing and reappointment
process. | believed that meant the physicians were appropriately licensed in New York State,
had up to date DEA, Infection Control and Malpractice Insurance and did not realize that ali
physicians working at our facility required a formal review and reappointment eve

PROVIDER’S PLAN OF CORRECTION

ili now implement a formal credentialing/recredentialing
process for new and existing physicians. This will consist of a request for renewal of clinical
privileges, a delineation of those privileges (i.e., first trimester abortion, second trimester
abortion, follow-up exam, etc.), CV, CME and peer review.

This shall be monitored as following: the mommittee already reports to the
ommittee quarterly and will now state when each physician is due for

reappointment and whether there are any concerns about privileges, etc.

(X5) COMPLETE DATE

This shall be implemented chober. 2013 (next-ommittee Meeting)




T2074—751.5 (c) ORGANIZATION AND ADMINISTRATION

Based on document review and interview, the operator does not ensure that all facility policies
and procedures are reviewed at least annually and revised as necessary. There was no
evidence of review or revision of the policy and procedure manual for the laboratory or

<=

These deficiencies were due to a lack of understanding of correct record keeping. Although we
hold an I andated | C 255 at which we show a NYS DOH approved video,
give, grade and collect a written test on the material—we did not keep a separate log
documenting these meetings. Attendance at the meeting and passing grade for the test was
laced in each employee’s file. was inspected by the NYS DOH

n April 2013. Of the twelve Fundamental Practices
evaluated, Fundamental Standard of Practice has been met”, were
“partially met” and the CLEP Pian of Correction was submitted and accepted on Mayh 2013.

ﬁi i|i iii know that Laboratory Policies and Pracedures were also to be part of the ||}
anual.

PROVIDER’S PLAN OF CORRECTION

I 1| now do the following: An [N 2ss log has been

created. In this log are the dates and attendance at the annual mandatory session, the test
questions at each particular session and the passing grades of each employee. Further, the
Nursing Supervisor will attest in writing, annually, that each employee who is required to
attend this session has done so and passed the test—this will be part of the log. All new clinical

hires who are mandated to watch the have had the attestation placed in
their files—in the future a copy will be placed in the Class log.
This shall be monitored as following: the_ommittee already reports to the

ommittee quarterly and will now state whether or not this log is up to date
and reflects that each clinical employee has attended the class and passed the test.

Laboratory Policies and Procedures will be placed in the_PoIicies and

Procedure Manual and be reviewed annually.

This shall be monitored by monitoring the Operator’s signature at the bottom of each
document.

(X5) COMPLETE DATE |

This shall be implemented October-2013 (next_Committee MH“ ite'd
g
for Life



T2101—751.6 (k) ORGANIZATION AND ADMINISTRATION. Personnel |

Based on document review, personnel file review and interview, the facility does not ensure
tha__ at the facility has proof of completion of on-

the-job training to perform such duties.

This deficiency was an administrative oversight. Registered Nurse @
Staff #3, was originally trained at a approved site in ||| IR |
kills have been verified by the Medical Director many, many times over the past [JJjj

Additionall kills were considered so superior that the f
ontracted with us for the past ears to have !

nd its’ Medical |
Director had abundant confirmation of Staff #3 skill set and omitted the necessary proficiency
verification.

PROVIDER’S PLAN OF CORRECTION '

The Medical Director o_will provide training to Staff #3. 50 cases
will also be observed and reviewed by the Medical Director for accuracy and proficiency and
written documentation of both will be placed in her personnel file.

Any staff member who is trained in ultrasound by Staff #3 will have this training verified for
accuracy and proficiency by the Medical Director. |
i

This shall be monitored by an annual review of staff job orientation, training and proficiency.
(X5) COMPLETE DATE

This shall be implemented by October 30, 2013

United
for Llfe



T2113—757.7(C} ORGANIZATION AND ADMINISTRATION

Based on interview, the operator

The Medical Director ofﬂof the need for such
consultation and had contracted with in 2010 for this. This was a
very extensive Medical Record Review completed on June 2011 which was to he!p-comply
with WHO medical record documentation rules, CMS documentation guidelines and NYS
Medicaid rules for Article 28 clinics. Although this review was very detailed, we did not realize

it did not meet the above regulation as it became more concerned about proper coding and
revision of the chart itself. Additionally, it was not repeated annually due to cost issues.

PROVIDER’S PLAN OF CORRECTION

We have contracted with to provide yearly chart review and
education services to Further we have ascertained that as part of the

staff providing the review the has the degree of
onfirms that this wiil be a medical record review. This contract was
signed September ll2013. There will be a review of 2012 and 2013 this year and then yearly.

This shatl be monitored by an annual report verifying this chart review.

(X5) COMPLETE DATE

This was already implemented on Septernber. 2013




T2237—752-1.5 (b) CENTER SERVICES. Pharmaceutical Provisions.

Based uion document review and interview the operator _

The Medical Director

an appropriate replacement. No new medications were employed during the period |}

PROVIDER’S PLAN OF CORRECTION

This wili be monitored by having the contracted pharmacist present medication issues at the
quarterly _Vleetings.

(X5) COMPLETE DATE

This witl be implemented on October IOI_ :
i

United
for Life



U7036—702.3 (a} FIRE AND SAFETY

Based on observation and interview, the facility does not maintain allllspace free of ’

hazards. There were three areas in the | llithat contained [ =ste:
This waste was generated during_onc!uded in-2013 and during

'_on B Ve did not intend to leave this waste in the |

PROVIDER’S PLAN OF CORRECTION

has contracted with _the licensed contracting

renovations, to remove alt cited waste from

company performing the
This will be monitored by inspection after the scheduled removal.
(X5) COMPLETE DATE

This will be implemented by November 1, 2013

United
for Lit;‘e



‘U7037—702.3 (b) FIRE AND SAFETY

Based on observation and interview, the facﬂlty does not conduct 30-day fire extmgwsher
inspections, as evidenced for 4 of 4 fire extlnguzshers '

Based on document review, observation and interview, the facitity does not maintain the fire
alarm system, as evidenced that there is not evidence that all smoke detectors in the facility are
inspected and tested.

Based on observation and interview, the facility does not mamtam 40f5 battery—powered
emergency lighting units in proper working order.

Re: the fire extinguishers_ad these supplied and inspected annua!!y

* by alicensed dealer but had not conducted our own monthly inspection.

we had placed 9 additional battery powered detectors which were not tested or inspected by

Re: the emergency lighting units._as been aware of the emergency

lighting unit issue but obtaining the correct batteries was very difficult due to supplier issues.
PROVIDER’S PLAN OF CORRECTION

The fire extinguishers are now mspected on a monthly basis ThIS will be monitored by a
- monthly. walk-through revrew

The smoke detectors not connected to ||| NG i be taken

down. This will be monitored by a final inspection after removal.

Despite renewed efforts to obtain the batteries necessary for the emergency lighting units,
none have been found. It appears that, as-as an emergency generator, we may not be
required to have these emergency lighting units. A || ] JNNEEElinspector will be on premises.
one day between October ﬂzms to inspect the electric work of the

and Il win sohcnt his opinion on the emergency lighting units. if they are still deemed
necessary, we will replace them with units whose batteries can be obtained. This will be
monitored by a final report on the matter made by November .2013.. ‘

'(XS)CQMPLETE DATE . | . United

Re: the smoke detectors— has 7 smoke detectdr nnected to-
and an inspection had occurred on March i02013. However, -

This will be gmplem.entved_byk.mg\ie_mb_eL.ZQl?»-. _. . Ly
e ~ forlife



 NEW YORK |

state department of : 5

NiavR Shah, MO, MPH. HEALTH S Kolly

Commisslaner Executive Deputy Commissioner

October 17, 2013

RE: Article 28 D&TC Survey-completed September 10, 2013
Status of Plan of Correction

vear (N

The Plan of Correction dated October 10, 2013 which you submitted in response to the
Statement of Deficiencies dated October 4, 2013 has been reviewed by this office and
is acceptable.

- This office reserves the right to re-survey for compliance in the future. Acceptance of
this Plan of Correction does not preclude any additional administrative action by this
Department. :

If you have any questions, please call Thank you.

United
for Life

HEALTH.NY.GOV

facebook.com/NYSDOH .
twitter.com/HealthNYGov



 NEW YORK |

state department of

Nirav R. Shah, M.D., M.P.H. H EALTH Sue Kelly

Commissioner Executive Deputy Commissioner

October 23, 2013

Re: Failure to comply with -approved for_
pear [

On October 1, 2013 this office issued a Statement of Deficiencies in connection with the subject
referenced above. On October 15, 2013 the facility submitted a Plan of Correction (POC). An
addendum was submitted on October 22, 2013.

Review of the POC reveals it is acceptable, as noted on the enclosed form. Please continue
implementation of the plan as this office will monitor compliance during future surveillance
activities.

The cover IeﬁeMS, 2013 POC mentions consolidation of administration
services at you This matter requires the attention of the Department’s
Bureau of Project Management so that youriperating certificate may be corrected.

Should you have any questions, please contact me at _

United
for Life

HEALTH.NY.GOV

facebook.com/NYSDOH
twitter.com/HealthNYGov



FAILURE TO COMPLY WITH PPROVED FOR
STATEMENT OF DEFICIENCIES ISSUED ON OCTOBER 1,2013

RESPONSE TO THE PLAN OF CORRECTION DATED OCTOBER 15, 2013
AND ADDENDUM DATED OCTOBER 22, 2013

TAG # CITATION FINDING COMMENTS/REQUIREMENTS

T2006 751.2 ORGANIZATION AND
ADMINISTRATION :
Operator ACCEPTABLE

United
for Life



\ ),k"

-Staffing September, 2013 through December, 2013

9/11 9am-4pm
-(Adva nce Practice Clinician)

atient Care Advocate I) upport Associate Il)

9/25 9am-4pm

-Advance Practice Clinician) atient Care Advocate Il) Support Associate I1)

10/9 10am-3pm
.Advance Practice Clinician)

10i2

11/6 10am-3pm
-Advance Practice Clinician)

Patient Care Advocate ) pport Associate Il)

3 10am-3pm
(Advance Practice Clinician)

Patient Care Advocate Il Support Associate |l)

Patient Care Advocate Il Support Associate Il)

11/20 10am-3pm
(Advance Practice Clinician)

Patient Care Advocate Il Support Associate Il)

12/4 10am-3pm
-Advance Practice Clinician

ﬁl 10am-3pm

atient Care Advocate Il) (Support Associate Il)

Advance Practice Clinician Patient Care Advocate Il) Support Associate Il)

We are providing the following services to new and established patients:
ST Infection Checks, Pregnancy Tests, Pre-op, Birth Control Start- with referral list for
continuing services elsewhere, Depos, FPBP, PE

United
for Life



B County STI Testing-

013 advertising, publicity and community outreach

i| . . l -|| l

Publicity (earned media)
Distributed news release to:

et |

Community Outreach

distributed and will continue distributing handouts promoting
the
does education and outreach events at
campus), schools, and other organizations 1n th

United
for Life



- STI testing

STl testing is quick, easy, and confidential.

+ STl testing can be as simple as peeing in a cup - for men and women.

* HIV oral test with results in just 20 minutes.

Did you know?

« The most common symptom of a sexually transmitted infections is no symptom.

« As many as one in two sexually active young people will get an STI - and most
won't know it. If you're having sex, you might be at risk. Get tested. It's quick,
easy, and confidential.

« Undiagnosed and untreated, STis can cause serious health probiems.

« All STls can be treated and most can be cured.

S

5

American




ST testing is quick, easy, and confidential.

» ST1 testing can be as simple as peeing in a cup - for men and women.

« HIV oral test with resuits in just 20 minutes.

Did you know?

- The most common symptom of a sexually transmitted infections is no symptom.

« As many as one in two sexually active young people will get an STI - and most
won't know it. If you're having sex, you might be at risk. Get tested. It's quick,
easy, and confidential.

- Undiagnosed and untreated, STIs can cause serious health problems.

« All STlIs can be treated and most can be cured.




Page 1 of 1

In response to your letter dated_013 concernin

to comply with pproved for , attached please find our Plan of

Correction including some relevant background information regarding this issue. Please be assured that
I o ught guidance and understood that we were acting according to that guidance in executing these

— Even so, we know that it is our responsibility to understand and abide by the NYS Department

of Health regulations regarding the d that we did not fully meet these requirements. Our
Plan of Correction will ensure that this does not happen again.

@ilure

Should you have any questions about the background o-lan of Correction, please contact me
directly at

Sincerely,

S

5

Americans

_ 10/16/2013



October 15.2013

to your letter dated Octoberfill2013 concerning
failure to comply with pproved for attached
please find our Plan of Correction including some relevant bac ground information regarding

this issue. Please be assured that -sou ht guidance and understood that we were acting
according to that guidance in executing thesegh Even so, we know that it is our

re ibi 'Wnd and abide by the NYS Department of Health regulations regarding
th d that we did not fully meet these requirements. Our Plan of Correction

will ensure that this does not happen again.

Should you have any questions about the background or -Plan of Correction, please
contact me directly a

United
for Life



PRINTED: 10/01/2013

Y 000 INITIAL COMMENTS ]2

or [ |
oreraING CerTIFICATE [

NOTE: THE NEW YORK OFFICIAL
COMPILATION OF CODES, RULES AND
REGULATIONS (10NYCRR) DEFICIENCIES
BELOW ARE CITED AS A RESULT OF A
FOCUSED SURVEY CONDUCTED IN
ACCORDANCE WITH ARTICLE 28 OF THE
NEW YORK STATE PUBLIC HEALTH LAW.
THE PLAN OF CORRECTION MUST PREVENT
SUCH OCCURRENCES IN THE FUTURE.
INTENDED COMPLETION DATES AND THE
MECHANISM(S) ESTABLISHED TO ASSURE
ONGOING COMPLIANCE MUST BE
INCLUDED

T2006 751.2 ORGANIZATION AND ADMINISTRATION.
Operator.

The operator shall be responsibie for the
establishment of policies and the management
and operation of the center in compiiance with all
applicable laws, rules and regulations, including
the provisions of this Chapter. The operator shall
not enter into any agreement limiting such
responsibiity. The operator shail be responsibie i
for ensuring that all of the requirements of this
Chapter applicable to the center are met. |

This Regulation is not met as evidenced by:
Based on i ;
intervi

regulation in Title 10 New York Codes, Rules and
Regulations

407 3 CHANGES IN EXISTING MEDICAL
FACILITIES

SEE ATTACHED BACKGROUND

T2008 : SEE ATTACHED CORRECTIVE ACTION

'PLAN

|
{

1

FORM APPROVED
New York State Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANO PLAN CF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
—-_ owraaor
NAME OF PROVIDER OR SUPPLIER STREET CODE
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG . REGULATORY OR LSC IDENTIFYING IMFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
I
Y000 !

Office of Health Systems
LABCRATORY




PRINTED: 10/01/2013

FORM APPROVED
__New York
STATEMENT OF DEFICIENCES x1) {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION TION NUMBER A BUILDING: COMPLETED

09/13/2013

NAME OF PROVIOER OR SUPPLIER

Continued From page 1

(g) No medical facility shall discontinue

given to the commissioner and his written
approval obtained.

, in July and 2013

not described in

faiiedbodescﬁbeaﬂs?ervio&sit.pwvidedat

Findings include:

aS

. done this without first notifying and

operation or surrender its operating certificate
unless 90 days' notice of its intention to do so is

itted to and approved by the New York
State Department of Health (DOH). Also, in the
itted to the DOH, it

to other i i
meforeitinitiabedthe for
volved.

n

Office of Health Systems Menagement
STATE FORM




PRINTED: 10/01/2013

FORM APPROVED
_New York State Depertment
STATEMENT OF DEFICIENCIES %2) MULTIPLE CONBTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION COMPLETED
09/13/2013
NAME OF PROVIDER OR SUPPLIER
(X4) ID SINIMAR ENT OF DEFICIENCIES PROVIDER'S PLAN OF CORBECTION (X5
PREFIX (EACH otrmccv “T BE PRECEDED BY FULL (EACH CORRECTIVE ACTION BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE DATE

T2008 Continued From page 2

approval from the DOH to change the previously |
established [N i

ts followed at the
nd to the media,

Flvould be effective - The

one oximately the July 2013.
‘ The ackn actions were
{ not in accordance with the time frames in the

taken place without
from the DOH to

Office of Heskth Systerms Masnagement




-esponse to “Failure to comply with_form

Background:

At the time of the_

oard of Directors was

creating a new administrative structure with Previous to

this. the shared responsjbiliti ] ioned and kept in the -
and others in th As it happens. the ST

testin with the -County Public Health Dept. was arranged through the

0

The original by [ 2013 proposed'of
the y

013. Howeve not able to meet all for
that time and was put in the position o

ith revised dates. During
this process, as one of the

B <pizincd, advice was received from DOH to
choose a later date for the| an what was actually anticipated so as to avoid having to go

through missing the in and then ||| +ith 2 new 3 month

window. Whether there was a misunderstanding of the guidance given or just a misunderstanding

of the regulation, it was thought that the actions taken to‘h{e dates they were
rted

was according to the regulation. Then, when the or the

were in July and there was only a written

acknowledgement and thank you at that time. it was thought that this communication su
the interpretation that it was OK to before the date listed on the
While awaiting the from NYS its

from mm on May l 2013 and the ocated i who was

scheduled to ugust l_. 2013, continued to work on the i

representatives of DOH. In briefing the [Nl ho started on J nd is based in

1 the status of the|JJil1osures (particularly the the
outgoin xplained his understanding of the situation as outlined above.

Unfortunately, the existence of the S i _
—. came to the attention of the ne\mﬁo when the Director of that
County Dept. called on Augustl in relation to the public announcement of thm

At that point. with the patients already notified e 104

on AN
be open for testing

ounty agreed to/the

S tho
this would have me d

DOH that this period be limi ill now keep the through e
) per . I;Il continue to provide ed%ﬁilfe




community outreach to let people in the community know about services available [ ] ]l o

the dates scheduled.
i e decision to close the ]
to ry + SN frorm th
ould just take over services at the same

d allow

n a timeframe that w
d will work wi going forward to coordinate
communication about new services when is finally determined and the date for services

approved. [l ntinues to providq area, making
isti where services can be accessed and tha will soon be

people aware of the
- i e e 121 I

.%ollaborate with|
until the

llm of Correction:

1. -adership has reviewed the State procedures for
misunderstanding that led to the decisions to
the _ The -has informed th eadership Team of the error and
explained the _ regulation at its /13 Team meeting (minutes of the meeting
are available). The Board Chair and will inform the Board of the situation and explain

the _ atth 2013 meeting. This will ensure that the .

leadership will not make the same error in interpreting the regulation should the

organization find itself in position - I The Board Chair and the.

will be responsible for monitoring continued compliance.

2. The Boar“as already taken the action to consolidate the_fﬁces of
-n The new- is in the process of organizing and reviewing all
administrative files to ensure there is a complete list of contracts readily available. This

effort will be completed by the Administrative Services Manager by 2013 and the
will be responsible for monitoring continued compliance.

3. Although -had notified clients of its onsulted the
-:ounty Public Health Dept. about keeping the site and

making community outreach efforts to let le in the area know about the dates and
services. Since the

on

those who call and
continue to keep the

2013. The VP for Practice Management and VP for Patlent Services have alreaay
scheduled the staffing for the dates the| has sch

ill be
Educator to be in the community, and mxll be responsxble for monit

compliance. l fe




NEW YORK

state department of

Nirav R. Shah, M.D., M.P.H. H EALTH Sue Kelly

Commissioner Executive Deputy Commissioner

October 1, 2013

Re: Failure to comply with_fo_
o= N

nic mail correspondence dated

first obtaining approval from the Department to change the

ice became aware t Iso initiated_)f the
m& id this without obtaining approval from

the Department to change the

A Statement of Deficiencies (SOD) addressing this issue is enclosed. Please submit a Plan of
Correction

(POC) to this office at the following address within 10 business days of receipt of this
letter: ﬂ

The POC should respond directly to the correction of each item identified, include a timetable for
completion of the plan (see right side (X5) column on the SOD), and identify the person(s), by
position, who are responsible for implementation and monitoring for continued compliance.

If you have any questions, please feel free to contact _

Sincerel

United
for Life

HEALTH.NY.GOV

facebook.com/NYSDOH
twitter.com/HealthNYGov



erive [

Due Date: 12/01/2912
Priority: Non-IJ Medium

Intake 1D I

racity

Provider Number:

Mgmt.Unit: -

ACTS Complaint/Incident Investigation Report

PROVIDER INFORMATION
Name: License #: _
Address: Type: -
City/State/Zip/County: Medicaid #:
Telephone: Administrator: _
INTAKE INFORMATION
Taken by - Staff: Received Start: 2012 At 10:20
Location Received: _ Received End: .2012 At 10:20

Received by: Hotline
State Complaint ID: 3561208001
CIS Number:

Intake Type: Complaint
Intake Subtype: State-only, licensure
External Control #:
SA Contact:
RO Contact:

Responsible Team:
Source:

COMPLAINANTS -

ALLEGED'PERPETRATORS ~NoData = '
INTAKE DETAIL

Date of Alleged Event:
Standard Notes: Case triaged as State Moderate.

Time: Shift:

Patient was seen at the
Ultrasound perform i of
menstrual period
Patient seen at th
Procedure started at:

hysician ided to

raopr ortl
on bortion,
Procedure end time; Afte exammatlon of
an a nd en

hysician ordered
ure was completed that

Estimat
It was after
administered at

staff to call 911 f
2nd LPN, ed 1st LPN momtored pat

electronic machine. 1st LPN documented tha
The was

of call. 2nd LPN notified Emergency room that patient would be

United
for Life

Ambulance arrived within

arriving.
Extended RO Notes:
Extended CO Notes:
ALLEGATIONS . .
Category:
Subcategory:
Seriousness:

Other Services

Outpatient Services

Moderate

Substantiated: State deficiencies related to the alleg are cited
State-T-2008-ORGANIZATION AND ADMINISTRATION. Operator. (751.2
(b))

Findings:
Deficiencies Cited:

Invest.rpt 01/04 Page 1 of 7



printect | NN Intake |
Facility ID: .

Due Date: 12/01/2012
Priority: Non-lJ Medium Provider Number:
mgmt.unit: [

ACTS Complaint/Incident Investigation Report

Deficiencies Cited: State-T-2056-ORGANIZATION AND ADMINISTRATION. (751.5 (a))
State-T-2114-ORGANIZATION AND ADMINISTRATION. (751.7 (d))

Details: Inadequate management of the patient during afjlfebortion.

findings from document review and interviews, the care provided to Patient A in connection with a
did not meet

ﬂbomon performed at the

generally accepted standards of professional practice for patient safety. Up to date patient information and

necessary eqmpment / supplies were not immediately available for the procedure and management of any
*taff did not

comilucatnons th ur. Also, during the emergency that did occur in this case,

Findings Text:

per the facility's patient emergency procedures.

Findings include:

-- Review of Patient A's MR reveals the following information:

ated ultrasound (US) r
ays prior - it states the

t enstrual .
eeks an
include a obtained for determining th i
was necessary. The signature of the staff member who performed t
Physician progress notes (dat later, 08./12) specifically describe or state the following information:

- An US erformed in th n OBIZ indicated the-was.veeki
days would then b eeks andjlldays."”
ﬂcedure began in usual fashion ... However,
ecision was made to i
en uld be fo 0 use with the
w...dearlyﬁrzks.

f rocedur
the uterus was thought to b

was given and

ncreased again. At this time, emergency medical services

i continued. A B s -b)ished a
i cks details about th
ate of

ical nurse (LPN) #1, dated O3{fii 2, state "Attempted o NN

.. pulse monitoring continued until arrival of EMS.

arrlvmg inutes later), and that he/she called the emergency
on way via am ance.

010, indicates that in an eme

ntil the situation has stabilj or the jentes
Somrs ﬂﬁe

LPN #2 documented 911 was called a
room to alert the staff the patient was

ust be documented every

transferred. o indicates that when
1 minute.

Page20of 7

Invest.rpt  01/04



Printed: intake ID:
Due Date: 12/01/2012 Facility ID:
Priority: Non-lJ Medium Provider Number;
Mgmt.Unit:

ACTS Complaint/Incident Investigation Report

bortion case involving complication of

* The US report was visually difficult to read, deplete information and also lacked the date of

the procedure and the complete signature of th
* There is no indication the.as rechecked at the abortion visit as directed in the pre-abortion US report.

* Staff did not verify the availability of all necessary equipment prior to the start of the procedure.

A_was not available for back up when the -id not work.

* The patient’ ere not carefully monitored and recorded_during the emergency.
-vas not to the patient.

Based on findings from document review and interviewtaff were not complying with the facility policy

and ing the performance of ultrasounds (USs). In reports of lUS examinations done by
» the reports lack evidence oversight was provided during the procedure and
that the interpretatime rovided was reviewed and finalized by a physician. Also, in ltrasound (US)

reports reviewed in edical records (MRs), complete details as well as the signature of an interpreting
physician were lacking.

Findings include:

-- Per review of the facility P&P titled dated #201 1, it indicates an US may only be
performed by an affiliate-employed ceriifi sonographer ... or an affiliate physician privileged in the
performance of gynecologic US. It also indicates that personnel interpreting and providing final reports for
gynecologic USs must be affiliate physicians.

Also, the P&P indicates that initial training for an US sonographer must include a combination of direct
observation of scanning technique and submission of the scans to the program director (or designee).for reviaw.
It states that 2 minimum of 20 scans must be completed by the trainee.

- Review of Patient F's MR reveals [ lllberformed M and signed the reports with the wordw
anGbeervad |

after his/her signatures. There is no docum ion indicating that another practitioner or physiti
the|ll o reviewed the interpretation th provided on the reports.

°
-- Review of s for Pati eveals th ing lapses in the reports ofmrlnte d
performed b ° f
forLite

* I!ack evidence the findings were interpreted by an affiliate physician (i.e., physician sign

’.ack the date of the procedure;

Mnogfapher signatures that re |

Invest.rpt  01/04 Page 3 of 7



Due Date: 12/01/2012 Facility ID:
Priority: Non-lJ Medium Provider Number:
mgmt.Unit: [

ACTS Complaint/Incident Investigation Report

In the Eport rtain to US examinations done for pre-abortion_ The following lapses
are no n thos eports:

'.ack information responding to the question of whether _Nas detected;
» acks description of the number of || SN 2nd

Based on findings from document review and interview, information recorded in i ds
as incomplete. The MR for Patient A lacks complete information regarding an hal S
Mduring an emergency (see pertinent findings in tag T2031). Also, the US reports in Fatient A's andg
other patients' MRs lack complete information and legible signatures (see the findings in tags T2031 and T.

SURVEY INFORMATION

Event D Start Date Exit Date Staff ID
LX5811 11/05/12 11/05/12 “ 25327

21517
Intakes Investigated: -eceived: 10/17/2012)

Event 1D Exit Date Tag

LX5811 11/05/2012
State - Link to This Intake
T2008-ORGANIZATION AND ADMINISTRATION. Operator.

T2114-ORGANIZATION AND ADMINISTRATION.
T2056-ORGANIZATION AND ADMINISTRATION.

State - Not Related to any Intakes
TOOOO-INITIAL COMMENTS

EMTALA INFORMATION - No Data

SUMMARY OF CITATIONS:

—— i — ————

United
for Life

Invest.rpt  01/04 Page 4 of 7



Printed:
Due Date: 12/01/2012
Priority: Non-lJ Medium

Intake |
Facility |

Provider Number:

mgmt.Unit: [}

ACTS Complaint/Incident Investigation Report

ACTMITIES -

Type

Medical Records Requested
Schedule Onsite Visit

Telephone Contact - Other
Additional Information Requested
Electronic Contact

Telephone Contact - Other

File Review

Additional Information Requested
Telephone Contact - Other
Telephone Contact - Other
Additional Information Requested
Additional Information Requested
Telephone Contact - Other
Telephone Contact - Other
Investigation Report Completion
Telephone Contact - Other
Supervisory Review and Sign Off

Investrpt 01/04

Assigned
11/05/2012
11/05/2012

11/06/2012
11/06/2012
11/13/2012
11/19/2012
11/26/2012
12/21/12012
12/26/2012
02/13/2013
03/27/2013
04/01/2013
04/05/2013
04/08/2013
04/10/2013
04/29/2013
04/29/2013

Due

11/05/2012
11/30/2012

11/06/2012
11/06/2012
11/13/2012
11/19/2012
11/26/2012
12/21/2012
12/26/2012
02/13/2013
03/27/2013
04/01/2013
04/05/2013
04/08/2013
04/10/2013
04/29/2013
04/29/2013

United
for Life

Page 5 of 7



Due Date: 12/01/2012 Facility | .
Priority: Non-lJ Medium Provider Number:
mamt.Unit: [}
ACTS Complaint/Incident Investigation Report

INVESTIGATIVE NOTES

02
=%

Americans

CONTACTS - No Data
Invest.rpt  01/04 Page 6 of 7




erivec: [

Intake ID:
Due Date: 12/01/2012 © Facility ID:
Priority: Non-lJ Medium Provider Number:

mgmt.unit: [

ACTS Complaint/Incident Investigation Report
AGENCY REFERRAL
Agency Contact Name Date Referred Due Date  Agency Visit Report Received  RO/SA
Island Peer Review Orgranization (IPRO) 12/19/2012 01/30/2013 S
LINKED COMPLAINTS - No Datz
DEATH ASSOCIATED WITH THE USE OF RESTRAINTS/SECLUSION - No Data
Reason for Restraint:
Cause of Death:
NOTICES
Notification:
Date Type Party Method
10/17/2012  Acknowledgement to Complainant Central Office E-Mail
PROPOSED ACTIONS
Proposed Action Proposed Date  Imposed Date Type
State Only Actions 04/29/2013 04/29/2013 Federal
POC (No Sanction) 04/29/2013 04/29/2013 State

Closed: 01/13/2014 Reason: Paperwork Complete

END OF COMPLAINT INVESTIGATION INFORMATION

United
for Life

Investrpt 01/04

Page 7 of 7



[ NEW YORK |

state department of

Nirav R. Shah, M.D., M.P.H. H EALTH Sue Kelly

Commissioner Executive Deputy Commissioner

May 6, 2013

RE: Complaint

Corrected MO e'llc!encies
De=r |

In connection with the complaint referenced above, on April 29, 2013, this office issued a
Statement of Deficiencies (SOD) to your facility. The purpose of this letter is to provide
a corrected copy of the SOD. You will note that the reference to two tag numbers on
page 7 of the SOD has been corrected. Previously, the SOD contained two references
to Tag T2031. Tag T2031 has been changed to T2008 in both references. Please
accept my apologies for any inconvenience this may have caused.

The time frame for submission of a Plan of Correction remains the same, no later than
10 business days from receipt of the April 29, 2013 letter.

If you have ani iuestions| ilease feel iii io contact —

Attachment Un ite d
— for Life

HEALTH.NY.GOV

facebook.com/NYSDOH
twitter.com/HealthNYGov
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B. WING
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C
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
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STREET ADDRESS, CITY

D
PREFIX
TAG

ODE

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

T 000

T2008,

INITIAL COMMENTS

i
OPERATING CERTIFICA-

NOTE: THE NEW YORK OFFICIAL
COMPILATION OF CODES, RULES AND
REGULATIONS (10NYCRR) DEFICIENCIES
BELOW AREWSULT OF
COMPLAINT THE PLAN OF
CORRECTION, HOWEVER, MUST RELATE TO
THE CARE OF ALL PATIENTS AND PREVENT
SUCH OCCURRENCES IN THE FUTURE.
INTENDED COMPLETION DATES AND THE
MECHANISM(S) ESTABLISHED TO ASSURE
ONGOING COMPLIANCE MUST BE
INCLUDED.

751.2 (b) ORGANIZATION AND
ADMINISTRATION. Operator.

The responsibilities of the operator shall include
but not be limited to:

(b) ensuring that all patients receive quality
health care and services provided in accordance
with generally accepted standards of professional
practice.

This Regulation is not met as evidenced by:
Based on findings from document review and
interviews, the care provided to Patient A in
connection wi i

Id not meet generally accepted
standards of professional practice for patient
safety. Up to date patient information and
necessary equipment / supplies were not
immediately available for the procedure and
management of any complications that might
occur. Also, during the emergency that did occur
in this ¢ taff did not
per the facility's patient

T 000

T2008

|
|
;
|
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emergency procedures.
Findings include:

-- Review of Patient A's MR reveals the following
| information:

! O 12, Patient A presented to -for
'a abortion. An undated uitrasound (US)

‘ report in the MR indicates the patient's last
menstrual period (LMP
tes th

| include all
‘ determining the

ovide a
| clear explanation of why a repea as
necessary. The signature of the staff member

Physician progress notes (dated -Iater,
08 12) specifically describe or state the

| following information:

eeks and .iays."'

- "Procedure began in usual fashion ... However,

ol
equested a

) initially no

J
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the uterus was

thd
patentto a

LPN #2

- At the completion of the procedure —

I —
Xamination did no

'. ' W -
. At this time, emergency medical
MS) was called.
as given and
continued. A medical resi

as initiated. (The M
details about the ie.,
hq , used, th

Progress notes by licensed practical nurse (LPN

umented 911 was called at
(arrivin inutes later), and that he/she calied
the emergency room to alert the staff the patient
was on her way via ambulance.

and were noted.

based on
counted for.

as given and
was performed.

as well as
prior to EMS transport of

010, indicates that in an
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FORM APPROVED

I
emergency situation the patient'sm must
be documented every [JninuteSUntil the

| situation has stabilized or the client is transferred.

-- In summary, in this -abortion case

involving complication of |G

* The US report was visually difficult to read, did
not contain complete information and also lacked
the date of the procedure and the complete
signature of the proceduralist.

* There is no indication theH'as rechecked
at the abortion visit as directed In the pre-abortion

US report.

* Staff did not verify the availability of all
| necessary equipment prior to the start of the
procedure.
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*A ot available for back up
when the did not work.
* The patient' were not carefully -
and heve inutes during the
emergency.
*-vas not -to the patient.
T2056! 751.5 (a) ORGANIZATION AND T2056

Office of Health Systems Management
STATE FORM

ADMINISTRATION.

Operating Policies and Procedures.
The operator shall ensure:

(a) the development and implementation of
policies and procedures written in accordance
with prevailing standards of professional practice.

This Regulation is not met as evidenced by:
Based on findings from document review and
interview, ﬁstaﬁ’ were not complying with
the facility policy and procedure (P&P) regarding

the performance of ultrasounds (U S
S examinations done by a
the reports lack evidence

0
oversight was provided durini the procedure and

that the interpretation the rovided was

reviewed and finalized by a physician. Also, iq

ultrasound (US) reports reviewed inll medical
records (MRs), complete details as well as the
signature of an interpreting physician were
lacking.

Findings include:

_ jew of the facility P&P titied *
dated 2011, it indicates an may

forrife
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NAME OF PROVIDER OR SUPPLIER
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be affiliate physicians.

direct observation of scanning technique

-- Review
performe

practitioner or physician obse he
reviewed the interpretation the
the reports.

US examinations performed b
I c<iifed US sonographers:

are lacking),

'.ack the date of the procedure;

either illegible or are covered

done for pre-abortion gestational
following lapses are noted in thos

only be performed by an affiliate-employed
certified sonographer ... or an affiliate physician
privileged in the performance of gynecologic US.
It also indicates that personnel interpreting and
providing final reports for gynecologic USs must

Also, the P&P indicates that initial training for an
US sonographer must include a combination of

submission of the scans to the program director
(or designee) for review. It states that a minimum
of 20 scans must be completed by the trainee.

atient F's MR reveals;M

Ss and signed the re ith the

words I after his/her signatures. There

is no documentation indicating that another
hor

provided on

-- Review of the MRs for Patient:
reveals the following lapses in Mns of

ho were

* .ack evidence the findings were interpreted
by an affiliate physician (i.e., physician signatures

* .:ontain sonographer signatures that are

In the.reports,l:ertain to US examinations

ing.
eports:

and

The

(X4) ID \ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
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T2056 ‘ Continued From page 5 T2056
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T2056| Continued From page 6 T2056

‘! lack information responding to the question of
whethe I/ 2s detected;

.acks description of —

present; and

- S

T2114) 751.7 (d) ORGANIZATION AND T2114
ADMINISTRATION.

Medical record system. l\ \
The operator shall:

(d) ensure that the medical record for each
patient contains and centralizes all pertinent
information which identifies the patient, justifies
| the treatment and documents the results of such
treatment.

This Regulation is not met as evidenced by:
Based on findings from document revi
interview, information recorded in
medical records (MRs) was incomplete. The MR

for Patient A lacks complete information
eserng o [
during an emergency (see pertinent findings in
tag T2008). Also, the US reports in Patient A's
an ther patients' MRs lack complete

information and legible signatures (see the

findings in tags T2008 and T2056). °
|

—
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2
-esionsc to Complaint _

05/10/2013 11:43 AM O

Cc:

2 Attachments

=

image001.png DoH 5-10-13.zip

Annette, this note is transmit th-sponse including a cover letter, the plan of correction and back-up documents

for complaint Mappreciate electronic confirmation of receipt. Please let me know if for any reason you have

difficulty opening this zip file. We will also deliver to the DOH on Monday a memory stick with the same documents if that
ﬁer to open. You can reach me at the phone number below or over the weekend on my cell phone numbe

Many thanks.

United
for Life
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-operaTiNG cerTiFicATE [N

; NOTE: THE NEW YORK OFFICIAL

- COMPILATION OF CODES, RULES AND :
. REGULATIONS (1ONYCRR) DEFICIENCIES |
| BELOW ARE » ULT OF '
. COMPLAINT HE PLAN OF : i
CORRECTION, HOWEVER, MUST RELATE TO
THE CARE OF ALL PATIENTS AND PREVENT
i SUCH OCCURRENCES IN THE FUTURE,

| INTENDED COMPLETION DATES AND THE
MECHANISM(S) ESTABLISHED TO ASSURE
ONGOING COMPLIANCE MUST BE

- INCLUDED.

T2008 761.2 (b) ORGANIZATION AND T2008
- ADMINISTRATION. Operator.

1 The responsibilities of the operator shall include

| but not be limited to:

| {b) ensuring that all patients receive quality
health care and services provided in accordance
with generally accepted standards of professional
practice.
This Regulation is not met as evidenced by:

l Based on findings from document review and

- interviews, the care provided to Patient A in

' connection with bortion

not meet generally accepted !
i standards of professional practice for patient :

; safety. Up to date patient information and

| necessary equipment / supplies were not

- immediately available for the procedure and

| management of any complications that might

] occur. Also, during the emergency that did occur
in this did r?gF
and the facility’s

Office of Healith Systems Management

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S

STATE FORM




May 10, 2013

| am writing in response to your April 29, 2013 letter regarding the Summary Statement of Deficiencies with respect to
the above-referenced complaint.

Iso has proactively hired additional medical and clinical professionals. We have hired a—
(please see the attached cv I - o rccently [Je-¢ A - <2<

see the attached cv), both of whom o reinforce lessons learnec.

We have strengthened our emergency procedures for the entire provider team including physicians, LPNs, RNs, and
NPs,PAs, and we have directed our medical director to carry out continuou
have attached a Plan of Correction which indicates the steps we have taken and the steps which we will put inplate m

United

in-service training for clinicians. We




We do, however, wish to correct two specific findings in the Statement of Deficiencies which allege tha-ailed
to comply with its own internal policies and procedures related to ultrasound training, interpretation and privileging.

Compliance with that Policy: We have attached

olicy which was revised in nd was implemented in 2011
{the “2011 Policy”). Arevised olicy was drafted inﬁOlz. However, that policy did not actually
go into effect until 012 (the 2012 Policy”). Although both of these policies were provided to the

lead inspector from your office, the 2011 Policy — and not the -20 Policy -- was the i as in effect
at the time Patient A underwent thmcedure on AugustﬁZOlz. of note,mnly

performs ultrasound procedures in the regnancy. The 2011 Policy outlines the specific duties of the
—o interpret the ultrasound

findings. Therefore, we believe tha_ollowed the procedures set forth in the applicable 2011 Policy at the
time the ultrasound was performed on Patient A. The more complex formulary specified inif the -

2012 Policy was mistakenly relied upon by the Department in its Statement of Deficiencies with respect to this
complaint {see TAG T2056, pp. 5-6). the_2012 Policy covers ali forms of ultrasound services,
including ultrasound services . These provisions are not applicable
since we do not perform ultrasound services ccordingly, we respectfully
request that the Department correct the statement in the second paragraph o 056 on page 5 of the Statement
of Deficiencies which states tha_staff was not complying with the facility policy and procedure regarding the
performance of ultrasounds.”

ultrasound provider in providing these services, and specifically permits

2. Training and Privileging for Sonography (TAG T2056, page 6): at ﬂerform
ultrasounds are trained biledical Director, who is the director of ultrasonography fo ollowing
this training, the-nust perform ultrasound procedures under peer review according to a specific evaluation
sheet. Once all these steps are complete, the individual is recommended by the Medical Director to-s Board for
ultrasound privileges. We respectfuily request that this portion of the findings be revised before the final report is
issued on this case.

Sincerely,

Attachments:

United
for Life



Plan of Correction to Complaint -

ID Prefix Tag: 72008

Statement of Deficiency Plan of Correction Implementation and Monitoring

Ultrasound Report:

Per ACOG guidelines referenced i_itrasound

established dates should take preference over LMP when the discrepancy
s was indicated in this case. There wasn't a deviation

from established policy
According to

is the most accurate indicator of
equired components were met per policy-ses

preprogrammed software for There wasn't a deviation from
established policy

The Ultrasound image had the_ b

5/13/13 - Staff training
8/12/13 - Audit form and then audit
quarterly by lead clinician with a report to

ommittee

Signature of staff who performed the Ultrasound

* I

8/12/13 - Audit form and then audit
uarterly by lead clinician with a report to
ommittee

8/12/13 - Audit form and then audit
quarterly by lead clinician with a report to

-ommittee

No indication that the-was rechecked at the
abortion visit as directed in the pre-abortion
report.

United
for Life -



Plan of Correction to Complaint _

ID Prefix Tag: T2008

Statement of Deficiency Plan of Correction implementation and Monitoring

Staff did not verify the availability of all necessa
equipment prior to the start of the procedure

anagers to conduct Emergency
drills and audit every 6 months with a report
to the Committee

vailable for back up - avaHabIe- |n_11/12
when the id not work.
Reviewed usage of-ith staff 12-Nov

The patients-were not and
-ver uring the emergency

Regional Managers to conduct Emergency
drills and audit every 6 months with a report
to the ommittee

Statement of Deficiency is not referencing policy in place for lll11 for management

-as not -to the patient

policy titled,

/31/2012

United
for Life:-



an of Correction to Complain

1D Prefix Tag: 72056

Statement of Deficiency Pian of Correction

Per review of the facility P&P !illem In accordance wi(_policv, the personnel that ‘y perform

date: 011, itindicates an US may only be performed by Ultrasound in Abortion Care are, non-licensed personnel, licensed nurses, clinicians, certified
2 mployed certified sonographer...or sonographers and physicians. Personnel a‘ho perform
physician privileged in the performance of gynecologic US. It are, licensed nurses, clinicians and physcians. Staff who may interpret

also indicates that personnel 'nterpretini and providing final Eclinicians and physicians. Only clinicians and physicians interpret ultrasounds at

reports for gynecologic US's must be physicians.
- in compliance

Also, the P&P indicates that initial training for an US
sonographer must include a combination of direct
observation of scanning technique and submission of the
scans to the program director, ( or designee) for review. it
states that a munimum of 20 scans must be completed by the
trainge.

Review of Patient F's MR reveals- erformets and Inaccordance l-olicy, m ersonnel, Staff
signed the reports with the words*! is/her  wha provide ultrasound services, Wi i trates
signature. There 1s no documentation indicating that another adherence to the policy in that, trainees complete t accredited training,
practioner or physigian observed the trainee or reviewed the trainees participate in hands-on tra%g with appropriately
interpretation the rovided on the reports. traned and skitled personnel and are proctored by direct observation in the performance
AND/OR interpretation of ultrasound until competence is reached and is determined by staff
who are privileged to interpret. This is demonstrated after 20 scans have been successfully

completed and reviewed by Ultrasound Director. All scans that a trainee com letes ar
reviewed ini |

50 SCans images to our other clinics s0 a NP, PA or MD
may review a scan at and provide input.

- in compliance

Review of the MRs for Patient | evea's the
following lapses in the reports of S examinations
performed by. who were| certified US

sonographers

implementation and Monitoring

United
for Life

Page 1 of 2



Plan of Correction to Complain

1D Prefix Tag: 12056

Statement of Deficiency Plan of Correction implementation and Monitoring

‘ck evidence the findings were interpreted by- In accordance to th—a clinician or 3 physician may interpret the

physician, i.c., physician signatures are tacking) uitrasound. A.!oes not need the physician to sign the form
-in compliance
Ilack the date of the procedure The ultrasound images always have the date on the picture, it is preprogrammed inthe qn - staff training, 8/12 -
machine The date should also be on the been reminded to complete the form. Audit form. Lead clinician to audit form. Then

audit quarterly with a report to .ommiuee.

[ ontoin sonographer signatures that are illegible or There 1s 3 master signature log sheel-:hat al personnel sign. This can be _'5/13 - staff training, 8/12 -
covered by ﬂ used as a reference If unable to read signature onthe form. The US image is double sided Audit form. Lead clinician to audit form. Then
taped tothe form so it may be picked up to view underneath it if needed. This will be corrected audit quarterly with a report !o.ﬁommiuee.
with the _al will be implemented on 5/13. {Attached)

In (he-pons,!penaln to US examinations done for pre-
abortion gestational dating. The following fapses are noted in

those recorts:
_5/13 - staff training, 8/12 -

k information responding to the question of whether
was detected Audit form. Lead clinician to audit form. Then
audit quarterly with a report to.mmiuee.
'cks descnption of the _

_/13 - staff training, 8/12 -
Audit form. Lead clinician to audit form. Then

audit quarterly with a report lo-ommmee.

.ack the - —5/13 - staff training, 8/12 -
Audit form. Lead clinician to audit form. Then
audit quarterly with a report to-Commmee.

hysician’s are not required to
tandards. (Policy attached)

in Compliance

nlerirel US images as per -P&P based on-

United
for Life
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may be provi as part of the following services:
Medical and Surgical Abortion
Evaluation of Early Pregnancy / Management of Early Pregnancy Complications
Pregnancy Diagnosis
Prenatal Care
IUC insertion and/or localization
Other Gynecological Conditions

DOB LN =

Approval — Approval for a clinical service includes approval to provide ultrasound as part
of that service. Separate approval is not required.

Performance vs. interpretation of ultrasound
1. Performance of the ultrasound is the act of doing the examination — taking the
measurements, creating a printed image, and reporting the findings for
interpretation.
2. Interpretation of the ultrasound is reviewing the findings, providing an impression
or conclusion, and approving and signing the final written report.

Client viewing of ultrasound images — Any client who undergoes an ultrasound at the
affiliate must be offered the opportunity to view the ultrasound image.
1. Clients who request a copy of the ultrasound image should be accommodated

whe
2. See ocumentation, below.

First Trimester — examination of pelvis in first trimester of pregnancy includes
evaluation:

1. for presence and location of gestational sac

2. for presence or absence of yolk sac or embryo, and crown-rump length whenever

possibie

3. for presence or absence of cardiac activity

4. for fetal number

S. of uterus, adnexal structures and cul de sac, if clinically indicated

Second or Third Trimester — examination of pregnancy beyond the first trimester
includes:

1. all components of first tri

2. placental localization

3. gestational dating, usi , and preterably two tetal biometric

parameters )

in third trimester, prenatal clients Un lte d

estimated fetal weight

[ ]
amniotic fluid evaluation f L f
fetal position O r l e

2011, Implemented 2011
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* placental grade

Gynecologic diagnostic ultrasound — ultrasound of the non-pregnant female pelvis
includes evaluation of the:

uterus and myometrium

cervix

cul-de-sac

ovaries

fallopian tubes (including absence of visualization)

endometrium and endometrial thickness

variations from normal size should be accompanied by measurements

NOOMLWN =

Limited Ultrasound — performed when a specific question requires investigation (see
below for specific indications for limited ultrasound for specific services)

Real-time Scanners — Real-time scanners should be utilized with an abdominal and/or
vaginal approach. A transducer of appropriate frequency (3.5 MHz or higher for
abdominal: 5 MHz or higher vaginally) should be used.

Vaginal Probes — must be disinfected between use and must always be covered with a
condom or other disposable protective sheath when inserted into the vagina.

Ultrasound Capacity — Affiliates providing ultrasound must have the capacity to perform
abdominal as well as vaginal ultrasound.

Program director — each affiliate providing ultrasound services must have a program
director who must be a physician or advance practice clinician. The program director
must

1. Complete the -ltrasound training in abortion care (either by completing

the whole course or completing the
2. Complete the
3 ise the affiliate program and assure complian with_
4. ith the quality improvement standards. (See

Grant clinical privileges. The program director may esignate a clinician(s) who
may grant clinical privileges. Any clinician involved in granting privileges must
pass the proficiency test listed above.
Staff who provide ultrasound services °
1. Both licensed and non-licensed personnel may be trained in the provisUn t d
ultrasound where allowed by state and local law. l e

= Non-licensed staff o
o May perform ultrasound for certain services. See below fo @r Ll e
Mlmplemem.m 1
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Non licensed staff must not interpret ultrasound.

o Must successfully complete a skills checklist before they may perform
ultrasound.

» Licensed staff J
o May perform and/or interpret ultrasound examinations. See below for
information on which licensed staff may interpret ultrasound for specific
services.
o Must be granted clinical privileges to perform and/or interpret
ultrasound. Clinical privileges should include separate categories for

performing and interpreting each type of ultrasound listed in this section
and defined in low.
2. Training and Proctoring — All staff (inCluding contractual employees) that perform

and/or interpret ultrasounds must

ced by passing the
; OR demonstrate completion

participate in hands-on, supervised training OR demonstrate previous
hands-on training (not required for staff who interpret only)
o Hands on training may be performed by any appropriately trained and
skilled personnel.
= be proctored (direct observation in the performance and/or interpretation of
ultrasound) until competence has been reached
o For personnel who will interpret ultrasound, proctoring must be done
by staff who are privileged to interpret.

FYI — Accessing the

Documentation — of training, proctoring, privileges and completed skills checklists must
be placed in personnel file.

Specific Services — see individual services below for specific personnel issues.

e ——— ited
Wity improvement program. (Seeﬂl .e
The quality improvement program mus L f
. Ensure initial proficiency for staff. Or l e

Revised mpiemented
Confidential property 0




. Process of initial training:

o Must include a combination of direct observation of scanning
technique and submission of scans to program director (or
designee) for review.

o A minimum of 20 scans must be completed by the trainee. The
number of scans performed will vary by individual. Each trainee
must do the number of scans that assures competency.

o Discretion on the part of the program director is allowed,
especially in cases of trainees with past experience.

2. Evaluate and document ongoing proficiency.

s Identify problematic areas.
. Document a corrective action plan.
. Have a system in place to assess results of corrective actions.
3. Ensure complete evaluation of the Uitrasound program through
. Review of equipment, medical records and personnel charts.
» Evaluation of the results of any deficiencies with corrective actions /

interventions.
4. Revisit corrective actions / interventions to determine outcome at regular intervals.

Every ultrasound examination must be documented and signed by the appropriate
affiliate personnel. This may be accomplished by using a flow sheet or within the narrative
report of the client encounter.

Pre-Procedure Image — For each pre-procedure ultrasound, a printed image or
photograph must be taken and maintained as part of the client's medical record.

Intra or Post-Procedure Image — When an intra- or post-procedure image is taken, it
must be maintained as part of the client's medical record.

Written Report — The written final report, whether provided by the affiliate or an outside
facility includes:

name(s) of person(s) performing and interpreting the uitrasound

special techniques, equipment, media, or medications used, if any

whether exam was satisfactory with notation of limitations, if any

anatomic areas scanned

normal findings and/or abnormalities

diagnostic Impression

specific findings related to the purpose of the ., Intrauterine
gestation/size, number, IUC) (see also Itemsﬂelow. for documentation for
specific types of ultrasound)

8. comparison with previous ultrasounds for the same condition, if applicable

°
Clients and Uitrasound Images — documentation in the client record must @ic| mgte d
the client was offered the opportunity to see her ultrasound, her response to th Y

if she was given a copy of the ultrasound image. Or Life

NookwN =
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FYl — Options for viewing the uitrasound

Affiliates have shared that they most commonly offer women the option to view the

ultrasound in one of two ways — a direct question to the client or indirectly as part of the
client intake form. Either way is acceptable.

Document that the option was offered, whether or not the client Chose to view the image,
and that it was shown to her (if applicable).

Client preferences:
Do you want to see the ultrasound? Yes No
Do you want to know if there is more than one pregnancy? Yes No

If the client indicates yes to either question. the record can simply have a checkbox:

Client shown ultrasound image
Client given a copy of the image
Client informed of multiple pregnancies

Prior to the perf nd —

gned or already present in the client’s record.

Limitations of the Ultrasound — The client must be informed of the limitations of the
ultrasound being performed. For example. an ultrasound for pregnancy dating only would
not be evaluating fetal anatomy.

1. Information may be given verbally.

2. It must be documented in the client's medical record that the information was

Personnel
1. The following affiliate staff may perform or interpret first or second trimester or
fimited ultrasound aftét meeting training requirements described above and
undergoing appropriate proctoring/privileging.
. Performanbe of ultrasound — non-licensed personnel. licensed nurses.
clinicians, certified sonographers and physicians °
. Interpretation of ultrasound — clinicians and physicians d
2. Complex cases — when an abortion-related abnormality, condition, or Un lte
complication is complex enough to require further ultrasound evaluation, (e the ]
findings of the original ultrasound are unclear or exceed the privileges gr @tr Llfe

ConertRTeRe °fm



the clinician), the ultrasound must be interpreted by and usually* performed by
the following.
« An affiliate physician with ultrasound privileges related to abortion
or
« An out-of affiliate radiologist or other physician with similar experience and
skill for consultation
or
» An emergency facility capable of evaluating and managing abortion-related
conditions
*In rare circumstances, when the physician is attending to the needs of the client, the
ultrasound may be performed by a privileged non-physician.

Documentation
1. All ultrasound examinations must be interpreted and co-signed by a privileged

clinician or physician.
2. See *bove. for specifics about the report.

Medication Abortion
1. Pre-abortion first trimester ultrasound is required. A limited post-abortion

ultrasound is required if pregnancy termination is not confirmed with serial BhCGs.

2. See b’or specific standards
related to medication abortion and the use of ultrasound.

3. Whenever a discrepancy exists between the findings on an ultrasound examination
and the client's clinical history, the responsible clinician/physician should repeat the
ultrasound procedure in order to confirm the initial findings. In most circumstances,
this does not apply to size/date discrepancies when the ultrasound dating is clear.

Surgical Abortion
1. First trimester Abortion
. First trimester ultrasound must be performed in the following

circumstances, when.

o Accurate dating cannot be determined by bimanual pelvic
examination or there is a discrepancy between size and dates.

o There is a possibility that the client may not be pregnant.

o There is suspicion that the client is beyond 13w 6d gestation.

o The pelvic examination reveals an abnormality that might interfere
with the safe performance of the abortion (... adnexal masses,
myomata, congenital uterine anomalies, hyperflexion of the
uterus, severe retroversion).

. Limited ultrasound

o On-site availability of limited ultrasound is strongly encouraged but
not required. When ultrasound is not available on site, a consuliant
relationship with a qualified provider in the community must exict
for referral of clients as needed.

o May be used intra-operatively or post-operatively to evaluate:
= suspected perforation
» cervical stenosis

« confirmation of the evacuation of muitipie uterine co(pjnit d
(septate and bicornuate uterus) e

= completion of a procedure when fetal size is found reat °
than originally estimated mff L l fe
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= postabortal problems, particularly in the evaluation of retained
products of conception or a continuing intrauterine pregnancy
= immediate confirmation of completion of procedure when
POCs are not clearly identified in early surgical abortion
2. Second trimester ultrasound must be performed prior to mid-trimester abortion.
3. Whenever a discrepancy exists between the findings on an ultrasound examina-
tion and the client's clinical history, the responsible clinician/physician should
repeat the ultrasound procedure in order to confirm the initial findings. In most

circumstances, this does not apply to size/date discrepancies when the
ultrasound dating is clear.

Early Pregnancy Ev ion and Management of Early Pregnancy Complications
1. See or specific standards related to the use of ultrasound.
2. Whenever a discrepancy exists between the findings on an ultrasound examination

and the client's clinical history, the responsible clinician/physician should repeat the
ultrasound procedure in order to confirm the initial findings.

Types of ultrasound that may be performed
1. First trimester
2. Second trimester
3. Limited — may be used for:
. actual or potential emergencies, for example, if the woman is bleeding
. for confirmation of IUP and gestational dating only

Personnel and Documentation
1. Only the following affiliate personnel may perform ultrasound for the purpose of
pregnancy diagnosis and gestational dating:
= Performance of ultrasound — non-licensed personnel, licensed nurses,
clinicians, certified sonographers, physicians
= Interpretation of ultrasound — physicians and clinicians
2. See Subsection VI, above, for specifics about the report.

Ultrasounds that must be referred — Ultrasound examinations that must be referred to
a qualified radiologist or perinatal specialist and must not be performed at the affiliate:
1. Required 18-20 week prenatal ultrasound to assess fetal anatomy

2. Specialized ultrasound for known or suspected fetal abnormgliti
complications including nuchal translucency screening (Se or

more information.)

Uitrasounds that may be performed at the affiliate )
1. First trimester prenatal ultrasound Un lte d
2. Standard second or third trimester prenatal ultrasound

[ )
3. Limited prenatal ultrasound {e.g. fetal heart tones are not audible with the fm Llfe

Revised 20
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Personnel and Documentation
1. Only the following affiliate staff may conduct prenatal ultrasound after appropriate

training and proctoring:

. Performance of ultrasound — certified sonographers, radiologists and
affiliate physicians with privileges in obstetrical ultrasound
. Interpretation of ultrasound — radiologists or affiliate physicians with

i in obstetrical ultrasound
2. See ove, for specifics about report.

IUC Insertion — Limited ultrasound may be used as an aid in inserting an IUC when
palpation/confirmation of uterine position is difficult on bimanual exam.

IUC Localization — Limited ultrasound may be used as an aid in locating an IUC when
the string is absent.
1. IUCs are echogenic. The presence of an intrauterine 1UC on ultrasound
excludes expulsion or translocation into the abdomen.
2. The absence of an intrauterine IUC could be due to expulsion or translocation. In
this circumstance, further evaluation is required by a physician — either in the

affiliate or b
3. Se for more information on IUC
localization.

Personnel and documentation
1. Only the following affiliate personnel may provide ultrasound for the purpose of

IUC localization:
. Performance of ultrasound — licensed health professional, certified

sonographer, radiologist, or affiliate physician privileged in ultrasound

for IUC localization
- Interpretation of ultrasound — radiologist, affiliate physician privileged
in ultrasound for IUC localization
o When confirmation of an intrauterine IUC is made by ultrasound,
interpretation may be done by clinician who is privileged in

ound interpretation for IUC localization.
2. See bove, for specifics about report.

Required Approvals — Only affiliates approved for Level Il (Expanded Office) GYN
and/or Level Ill (Expanded Surgical) GYN may provide on-site ultrasound for gynecaiogic

conditions.

Referral — When a more comprehensive ultrasound is indicated, the client must i

ni

ultrasound.

referred to an out-of affiliate radiology service for performance and interpreta'ﬁ of thg t d

Transvaginal Probe — If possible, transvaginal probe is preferred for structtmr tt‘ < f
focal range of the vaginal probe. For structures outside of this range, a trans iflal l e

Confidential property of



ultrasound is required.

Personnel and Documentation
1. Only the following affiliate personnel may provide gynecological ultrasound
examinations:
=« Performance of ultrasound — affiliate-employed certified sonographers,
affiliate-empioyed certified radiologists or affiliate physicians privileged in
the performance of gynecologic ultrasound
= |nterpretation of ultrasound — Affiliate personnel interpreting and providing
final reports for gynecologic ultrasound must be:
o Affiliate-employed certified radiologists
o Affiliate physicians with the following qualifications:
e Completion of a United States OB/GYN residency which
included at least 300 ultrasounds
e Other physician with at least 16 hours of Cat | CME in basic
and advanced ultrasound, and documentation of a minimum
of 100 ultrasounds, at least half being supervised by a
physician competent in ultrasound
e Those physicians who in their practice of medicine have
completed 16 hours of Category | CME in basic and
advanced ultrasound and have performed and interpreted at

least 300 pelvic uitrasounds.
2. Se-bove, for specifics about the report.

In addition to those situations specified elsewhere in this section, referral out of the
affiliate for ultrasound evaluation or other evaluation and management is required for:
poor visualization of anatomical structures with the affiliate ultrasound
suspected placenta accreta or percreta in second or third trimester

a visualized or suspected complex adnexal mass

known malignancy

suspected malignancy based on affiliate sonogram

b=
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Ultrasound may be required as part of a variety of affiliate services. Service approval
is not required.

Performance vs. Interpretation of Ultrasound

1. Performance of the ultrasound is the act of doing the examination — taking the
measurements, creating a printed image, and reporting the findings for
interpretation.

2. Interpretation of the ultrasound is reviewing the findings, providing an impression
or conclusion, and approving and signing the final written report.

Client Viewing of Ultrasound Images ~— Any client who undergoes an uitrasound

at the affiliate must be offered the opportunity to view the ultrasound image.
1. Clients who request a copy of the ultrasound image should be accommodated

whe
2. See ocumentation, below.

FY|— Practice Guidelines

In 2004 and 2007, the American Institute of Ultrasound in Medicine (AIUM), the American
College of Radiology (ACR), and the American College of Obstetricians and
Gynecologists (ACOG) published practice guidelines for the performance of pelvic and
obstetric ultrasound, respectively. The types, indications and components of ultrasound as
outlined in these guidelines is incorporated into this document.

- DOES NOT PERFORM PELVIC ULTRASOUND EXCEPT FOR POST MEDICAL
ABORTION FOLLOWUP

1. Indications ~ include but are not limited to
* Evaluation of Level | gynecologi iti including pelvic pain, abnormal
uterine bleeding, amenorrhea
i Il gynecological conditions such as structural abnormalities
|
management of of Level |l gynecological conditionm
Evaluation of postimenopausal bleedin

Provision of basic infertility services
Provision of expanded infertility services ot
2. Components — depending upon reason for ultrasound, the following structun lte

should be evaluated as indicated °
= Uterus fO r L l fe
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4. anatomic areas scanned

5. normal findings and/or abnormalities

6. diagnostic Impression

7. specific findings related to the purpose of the exam (e.g., intrauterine

gestation/size, number, IUC)
8. comparison with previous ultrasounds for the same condition, if applicable

Clients and Ultrasound Images — Documentation in the client record must include
that the client was offered the opportunity to see her ultrasound, her response to the
offer, and whether she was given a copy of the ultrasound image.

FYI — Options for viewing the uitrasound

Affiliates have shared that they most commonly offer women the option to view the
ultrasound in one of two ways — a direct question to the client or indirectly as part of the
client intake form. Either way is acceptable.

document that the option was offered, whether or not the client chose to view the image,
and that it was shown to her (if applicable).

Client preferences:
Do you want to see the ultrasound? Yes No
Do you want to know if there is more than one pregnancy? Yes No

if the client indicates yes to either question, the record can simply have a checkbox:

Client shown ultrasound image
Client given a copy of the image
Client informed of multiple pregnancies

Prior to the Performance of Ultrasound — The-equest for Medical
Services or th Request for Surgery or Other Special Services/Procedures
must be signed or already present in the client’s record.

Limitations of the Ultrasound — The client must be informed of the limitations of the

ultrasound being performed. For example, an ultrasound for pregnancy dating only

would not be evaluating fetal anatomy:

1. Information may be given verbally.

2. It.must be documented in the client's medical record that the information was
given.

Referral out of the affiliate for ultrasound evaluation or other evaluation ancd

management is required for 4
1. when a more comprehensive ultrasound is indicated Unlted

8 °
- forLife
Revi 012, Im 1
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Plan of Correction to Complain

ID Prefix Tag: T2114

Statement of Deficiency Plan of Correction Implementation and

Monitoring

The MR for Patient A lacks complete

information regarding an
that wa‘juring an emergency, (se

pertinent findings in T 2008)

Managers to conduct
Emergency drills and audit

very 6 months with a
eport t ommittee

Also, the US reports in Patients A's and Please refer to T2008 and T2056 Please refer to T2008 and
other patient's lack complete information T2056

and legible signatures., (see the findings in

tags T2008 and T2056)
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' NEW YORK

state department of

Nirav R. Shah, M.D., M.P.H. H EA LTH Sue Kelly

Commissioner Executive Deputy Commissioner

August 23, 2013

Complaint

On April 29, 2013 this office issued a Statement of Deficiencies in connection with the
complaint referenced above. On May 10, 2013 the facility submitted a Plan of
Correction (POC).

Review of the POC reveals it is partially acceptable, as noted on the enclosed form.

Accordingly, a revised POC must be submitted within ten (10) business days from
recei i i - State Department of Health, -

Should you have any questions, please contact me at _

Sincerely,

United
for Life

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



STATEMENT OF DEFICIENCIES ISSUED ON APRIL 29, 2013
RESPONSE TO THE PLAN OF CORRECTION DATED MAY 10, 2013

Corrective action(s) are developed to fix/address the identified cause of the deficient practice cited and to
prevent recurrence of that deficient practice.

Monitoring plans involve mechanisms or processes you will use to evaluate in a timely manner whether or not
the corrective actions are effective, i.e., the plan must describe actions (steps) that will be taken by specified
individuals (identified by positionttitle) soon after corrective actions are completed, and then periodically, to
determine if they are working.

KEY:

ACOG = American College of Obstetricians and Gynecologists
ACR = American College of Radiology
_ X X . e

US = Ultrasound
POC = Plan of Correction

TAG # CITATION FINDING COMMENTS/REQUIREMENTS

T 2008 751.2 ORGANIZATION AND

ADMINISTRATION
(b) Operator PARTIALLY The revised POC must:

ACCEPTABLE
addresses the following:

* arequirement that US

I i I
Mbtained

during the procedure and,
when repeat US is advised, a
clear explanation giwhy the
repeat US is neCessaiy; and

* arequirement that final
reports in patients’ medical
records include an official

i nterpretatUﬂ i\flén(l
for Life
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COMPLAIN
STATEMENT OF DEFICIENCIES ISSUED ON APRIL 29, 2013
RESPONSE TO THE PLAN OF CORRECTION DATED MAY 10, 2013

TAG # CITATION FINDING COMMENTS/REQUIREMENTS

LEA R LA

(NOTE: This is required by the
nationally recognized AlUM in its
Standards and Guidelines for the
Accreditation of Ultrasound
Practices, dated 11/5/11. In this
document the AIUM specifically
states, "The rendering of a final
diagnosis of ultrasound studies
represents the practice of medicine
and, therefore, is the responsibility of
the supervising physician.");

- include a written P&P describing
I o uirements and

process for training and

credentialing sonographers;

- include a revised _

hich includes provisions for
recording the following information
(as required by the ACR-ACOG -
AlIUM Practice Guideline for the
Performance of Obstetrical
Ultrasound, last revised 2007):

S0

5

Americans

Page 2 of 4



TAG #

STATEMENT OF DEFICIENCIES ISSUED ON APRIL 29, 2013
RESPONSE TO THE PLAN OF CORRECTION DATED MAY 10, 2013

CITATION

FINDING COMMENTS/REQUIREMENTS

- include description of the corrective
action to

- describe a specific frequency for
audit/inspection of the emergency
cart and contents (e.g., monthly and
after each procedure), and indicate
the inspections will be documented;

- indicate that P&Ps no longer in
effect will be removed from
circulation and all staff will be
informed when this happens; and

- indicate that staff competencies in
the performance

e evaluated duiing
orientation and documented.

United
for Life



COMPLAIN
STATEMENT OF DEFICIENCIES ISSUED ON APRIL 29, 2013
RESPONSE TO THE PLAN OF CORRECTION DATED MAY 10, 2013

TAG # CITATION FINDING COMMENTS/REQUIREMENTS
T2056 751.5 ORGANIZATION AND
ADMINISTRATION
(a) PARTIALLY See Comments / requirements
ACCEPTABLE under Tag 2008 regarding US
services, training, credentialing and
reports.
T2114 751.7 ORGANIZATION AND
ADMINISTRATION
(d) NOT The revised POC must:
ACCEPTABLE

- describe how the facility will ensure
all documentation in medical records
is legible.

For all tags referenced above, describe timely monitoring plans for evaluating the effectiveness of the
corrective actions submitted. (Please see description of Monitoring Plans at the beginning of this document.)

United
for Life
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September 6, 2013

in response to your iette; of Auugust 23, 2013 we have made revisions to the plan of correction related
to the subj air ou will find & attached file the following changes in
policies and procedures and forms. We aiso respectfully

résponse 1o the question you raised about which level of clinicai staff can interpret gestational
ultrasounds and the AlUM guidelines.

Tags 2008 and 2056:

Cirlie revised the (N

® specified the inspection and audit set-up for the emergency cart;
V?‘)’We reinforced the -nd

| United




Tag 2114:

Limited Obstetric Gestational Ultrasounds:

The following points support our interpretation of the guidance and privileging surrounding the practice
of limited obstetric gestational uitrasounds used prior to and after abortion procedures. oes
We believe we have been cited in error as the AIUM standards
cited in the Statement of Deficiency are not generally accepted standards in the context of gestational
ultrasounds.

Y - svera reputable sources, including but not

iimited to the AIUM Practice Guidelines in d“

According to AIUM, “Practice Guidelines of the AlIUM are intended to provide the medical
uitrasound community with guidelines for the performance and recording of high-quality ultrasound
examinations.” The Practice Guidelines include the “AlUM Practice Guideline for the Performance of
Obstetric Ultrasound Examinations” which does not state who can and cannot interpret uitrasound. The
“Standards and Guidelines for the Accreditation of Ultrasound Practices” which goes into some detail
about who can interpret ultrasound, is not a practice guideline. It is the rules around which an
Ultrasound Practice can become accredited by AIUM. Many office-based practices are not accredited by
AIUM. These AlUM guidelines recognize that “deviations from the guideline will be needed in some
cases depending on patient needs and available equipment.” Moreover, an approach that differs from
the guidelines, standing alone, does not necessarily imply the approach is below the standards of care

We submit that th ble protocol. A review of the




The —outlined iﬂ_inserted on
the following page) states that physicians and clinicians can interpret uitrasound for the purpose of
abortion. On icians i prenatal ultraso does not perform -
L evetw—_ ]

fraining, procioring, as well-as prviagiag and we have darified our policy and procedure related 1o
training and privileging as astodabove.

e [ e
* Llicensed staff
© May perfarm and/or interpret ultrasound examinations. See-elow, for
information on which licensed staff may perform and interpret ultrasound for specific
services.
© Must be granted clinical privileges to perform and/or interpret ultrasound. Clinical

privileges: should include separate categories for performing and interpreting each type of
ultrasound listed.

United
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= Other Gynecologic

s certified sonographers
= certified radiologists
= affiliate physicians

certrﬁed rad:o!ogxsts

affiliate physicians with the

following quatifications
o completion of a United

States OB/GYN residency

which included at least
300 ultrasounds OR

o completion of at least 16

hours of Cat | CME in

basic and advanced
ultrasound, and
documentation of a
minimum of 100
= {UC localization = licensed health = radiologist
professional = affitiate physician
= certified sonographer
= radiologist

When confirmation of an
intrauterine IUC is made by
ultrasound, interpretation may
be done by clinician

Abortion iSections
= Early Pregnan
-

s DPrenatai Care

» non-licensed personnel * clivicians

= licensed nurses = physicians

= clinicians

= certified sonographers

s physicians

= certified sonographers = radiologists

* radiologists = gaffiliate physicians

= affiliate physicians

- devoted to providing the full range of reproductive health services in the
our community where the needs are great. Towards this end, we believe the revision
our policies and procedures and forms and the standards and guidelines we follow re!f

d to

interpretation of ultrasound are responsive to the concerns raised in the complaint

arted

r Life



Shouid you have any questions or comments on the material we have submitted please do not hesitate
to contact me.

United
for Life



Plan of Correct issued on August 23, 2013

ID PREFIX TAG: T 2008

Statement of Deficiency Plan of Correction Implementation and Monitoring

®* Requirement that ® Referto -age . -as been following
measurement guidelines per policy

US reports include
all measurements

® Documentation of * Referto _page * Revision to policy 9/13, Lead clinician
repeat US ' and Medical Director will monitor
repeat scans quarterly beginning
October 2013
* Interpretation of US * AlUM provides guidelines that are not intended to * Incompliance

images establish legal standards of care. INEGG0GK& ot required
to be AIUM accredited. s in compliance by
adhering to the established policy for inter

e Training and ® Training of sonographers is stated in the_ ¢ Credentialing of sonogram privileges
Credentialing !Refer to page-JS policy revised to include for providers is being presented and
C granted by the Board of Directors, In
compliance. Will monitor as each new
provider is granted privileges.
* Incompliance

redentialing of sonographers. Refer to _

. rogrn changes 9/13.

for Life




Plan of Correction in Response to Statement of Deficiencies issued on August 23, 2013

Regarding Complaint|| | | | N

ID PREFIX TAG: T 2008

Statement of Deficiency

Plan of Correction

_revised. Refer to-

Counseling of physician provided by the Medical
Director. Documentation submitted to DOH previously.
Communication to the Medical Staff done 9/13

quarterly beginning October 2013

Implementation and Monitoring

« I/ 13, will monitor form

quarterly beginning October 2013

e InCompliance

to include facility
identification 9/13, will monitor form
beginning October 2013 quarterly

0 include how patient
tolerated procedure 9/13, will
monitor form quarterly beginning
October 2013

o “ 9/13, will monitor
ranster charts quarterly beginning

October 2013

¢ Inform staff of form changes 9/13.
Monitor the evaluation form for all
occurrences. Conduct emergency
drills biannually. Next drill due 10/13

Implementation-and Monitoring

United
for Life



Plan of CorreWe lo !lalemen! o' !e!ic jes issued on August 23, 2013
Regarding Complaint

ID PREFIX TAG: T 2008

Statement of Deficiencies

¢ Archive

e Orientation of staff

Plan of Correction

Currently in compliance. Will monitor
in December 2013

Revised orientation checklists will be
implemented 9/13

United
for Life




Plan of Correction in Response to Statement of Deficiencies issued on August 23, 2013

Regarding Complaint_

ID PREFIX TAG: T 2008

United
for Life




Plan of Correc(! in lesponse to Statement of Deﬂclenciei 'Iiiued on August 23,2013

Regarding Complaint:

ID PREFIX TAG: 2056
Statement of Deficiency Plan of Correction Implementation and Monitoring
* USservices ¢ Refer to Tag 2008 ¢ Refer to Tag 2008
training,
credentialing and
reports

United
for Life



Plan of Correction in Response to Statement of Deficiencies issued on August 23,2013
Regarding Complain_

ID PREFIX TAG: 2056

United
for Life




Regarding Complaint

Plan of Correctinenl o' Ie'lclencles issued on August 23,2013

ID PREFIX TAG: 2114

Statement of Deficiency

¢ Documentation of
Medical Records is
legible

L]

Plan of Correction

Implementation of ronic Health Records has begun.

Implementation and Monitoring

Will be in compliance after -are on
the new system

11/13

United
for Life




Plan of Correction in Response to Statement of Deficiencies issued on August 23,2013
Regarding Complain

ID PREFIX TAG: 2114

United
for Life




esponse to DOH August 24, 2013 Request: Complaint

il # of 2) 3
09/09/2013 10:07 AM

Sent by:

Received - thank you!

RESPONSES MUST BE SENT TO THIS E-MAIL ADDRESS ONLY.

B - o< the additional materials ... 09/06/2013 04:31:37 PM
esponse to DOH August 24, 2013 Request: Complaint N
-mail #2 of 2)

e - T 0910612013 04:31 PM
ce. N

Attached are the additional materials requested. Please confirm receipt.

Many thanks,

2]
~  United
for Life




December 5, 2013

This note is to submit as requested the documentation related to Plan of Correction #2, Addendum #2.
Including materials related to Tag # 2008 an- Article 28 survey.

Please do not hesitate to call me with any questions or comments on the materials submitted.

Sincerely,

United




Document Index for POC #2, Addendum#2

1. Cover Letter

_

3. T2008 Monitoring plan revised to include more comprehensive monitoring

y

6. Plan of Correction for infection Control Program: plan has been revised to include more
comprehensive and intensive monitoring of program

United
for Life



NEW YORK |

state department of

Nirav R. Shah, M.D., M.P.H. H EA LTH Sue Kelly

Commissioner Executive Deputy Commissioner

January 13, 2014

RE: Complaint _

On April 29, 2013 this office issued a Statement of Deficiencies in connection with the
complaint referenced above. On May 10, 2013 the facility submitted a Plan of
Correction (POC).

On August 23, 2013 this office responded that the POC was only partially acceptable.
On September 6, 2013 the facility submitted a second POC. Addendum to the second
POC were submitted on November 6, 2013, December 15, 2013, and January 3, 2014.

Review of the Second POC reveals it is acceptable, as noted on the enclosed form.
Please continue implementation of the plan as this office will monitor compliance during
future surveillance activities.

Should you have any questions, please contact me at -

Sincerely,

United
for Life

HEALTH.NY.GOV

facebook.com/NYSDOH
twitter.com/HealthNYGov



COMPLAIN
STATEMENT OF DEFICIENCIES ISSUED ON APRIL 29, 2013
RESPONSE TO THE PLAN OF CORRECTION DATED MAY 10, 2013
AND ADDENDUM DATED NOVEMBER 6, 2013, DECEMBER 15, 2013 AND JANURARY 3, 2014

TAG # CITATION FINDING COMMENTS/REQUIREMENTS
T 2008 751.2 ORGANIZATION AND ACCEPTABLE

ADMINISTRATION

(b) Operator
T2056 751.5 ORGANIZATION AND ACCEPTABLE

ADMINISTRATION

T 2114 751.7 ORGANIZATION AND ACCEPTABLE
ADMINISTRATION

United
for Life



Plan of Correction for T 2008
POC #2 Addendum #2
December 5, 2013

dbjectives

KEY ACTION/Compliance Goal

Monitoring Plan

A. Meet required
measurement o

A. Reviewed required components with staff who
perform/interpret US
5 scans per quarter following completion of the initial
20 scan training, will be sent to the US Program
Director for review.

Compliance Goal: 100%

A . Staff performing US will send 5 scans
quarterly to the US Program Director for
review. The US Director will review any
deviations from the required components with
the staff member. If additional training is

ted
Life

i

:

(0] LE STAFF COMPLETION
DATE
A. US Program Director A. Quarterly
With no end
date

Increased the
frequency of

Compliance Goal: 100 %

determine compliance quarterly.
Noncompliance will be reviewed with the staff
and reported to %mlﬁoBBEmm.

Medical Director

identified, direct proctoring will be quarterly
implemented by credentialed provider. submissions
( This applies to Letter C as well) 10/13
B.Will review charts for repeat scans to B. Lead Clinician and B. Quarterly

With no end date
Implement: 10/13

C. Meet re

quirements for Training and

D. Meet requirements for documentation

C.All staff who begin to train for US will be proctored under
direct supervision of a credentialed US provider and submit 20
scans to the US Program Director for review. After staff have
been credentialed to perform US, they will submit 5 scans
quarterly to the US Program Director for review.

Compliance Goal: 100%

C.The US Program Director will review 20
scans to determine and recommend
credentialing to the Board of Directors for US
privileges. The US Program Director will review
5 scans quarterly for credentialed staff. The
VPPS and the Lead Clinician will review the
documentation that 20 scans were submitted
and then 5 scans quarterly after crede
Noncompliance will be reported to th
Committee.

C. US Program Director,
VPPS and Lead Clinician

C. Quarterly

With no end date
Increased the
frequency of
guarterly
submissions 10/13

i:g staff education

provided. Quarterly chart audits will be
performed and noncompliance will be

D. Lead Clinician

D. Quarterly
With no end date
Implemented




Plan of Correction for T 2008 (Ultrasound Services)
POC #2 Addendum #2
December 5, 2013

reviewed with the staff and «mnozmalﬁo the
ommittee.

9/13

United
for Life

Compliance Goal: 100%




Plan of Correction for T 2008
POC #2 Addendum #2
December 5, 2013

ted
Life
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for




an of Correction for
POC #2 Addendum #2
December 5, 2013

ited
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