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State of efu Jersey
DEPARTMENT OF HEALTH

PO BOX 358
PHILIP D. MURPHY TRENTON, N.J. 08625-0358
Governor www.nj.gov/health
SHEILA Y. OLIVER JUDITH M. PERSICHILLI, RN, BSN, MA
Lt. Governor Commissioner
November 23, 2021

Ms. SUSAN MARTINELLI
Metropolitan Surgical Associates
40 ENGLE STREET RE: Facility#: NJ31C0001006/ Licenset: 10263
ENGLEWOOD,NJ 07631 License Renewal

Dear Ms. SUSAN MARTINELLI:

Enclosed please find the official license for your health care facility, authorizing continued operation for the next
twelve month period. The license must be posted in a conspicuous place in the facility. The license may not be
transferred or assigned without the prior approval of the Department.

We appreciate your ongoing efforts to participate as a long term health care provider in NJ. In accordance with
N.J.S.A. 26:2H-5, the Department may conduct surveys of the facility to ascertain compliance with all regulatory
requirements. The renewal is valid for a one year period, unless revoked or suspended for failure to meet licensure
requirements.

Please include the official name of the facility, the license number and contact email(s) on all correspondence if
available.

If you have any questions about the license or licensure process, please call this office at (609)292-6552.

Sincerely,

ES

Michael J. Kennedy, J.D.
Executive Director

Certificate of Need and Licensing
New Jersey Department of Health




Facility Data Sheet

Faeility Detail
Facility: Metropolitan Surgical Associates: Facility ID:. NIZ1C0001006
Type: AMBULATORY CARE FACILITY Tricking: LR-10263-18946
Licensc: 10263 License Expires:  10/31/2021.12:00:00 AM
Payment Iiformation ‘
Renewal Fees; $4,000.00 Inspection Fees:  $2,000.00: IOther Fees: ;'SO;DO]Total Due; $6,000.00.
Facility Information /
‘Address: 40'ENGLE STREET, ENGLEWOOD, NJ,07631 Medicare#: ' 31C0001006 /
County: BERGEN Medicaid#: A
Telephone:  (201) 567-0522 New Telephone:
Fax: (201) 816-9863 New Fax:
Emaily metinedical@aol.com New Bmail;’
Mailing Address
-Address: 40 ENGLE STREET New Address:
City: ENGLEWOOD "New City:
State: New State:.
Zip: 07631 New Zip:
Emergency Contact
Name: New Narme:.
Phone: New Phone:
Fax: New Fax:
Bmail: New Email:
Administrator
Salutation:  Ms New Salutation:
FiistName:  SUSAN New First Name:
Middle Name; ‘New Middle:Name:
LastName:  MARTINELLI "Néw Last Naine:-
Title: New Title:
Phone New Phone.
Numbei: Numbei:
Email: New Email:.
Current Yes Néw Current
Primary; Primary;
Start Date; Néw Start Date:
End Date: New End Détp:'
Owner Detsil
Company METROPOLITAN MEDICAL ASSOCIATES
Narne:
Type: AMBULATORY SURGICAL CENTER Business Type;
ggmpany-m Company Tax ID:
Address: 40-ENGLE. STREET New Address:
City: ENGLEWOOD New-City:
State: NJ New State:
Zip: 07631 New Zip:.
Phone. New Phone
Number: Number:




s e}

Bax Number; New Fax- Nurdbér

Email: NewEmdil:

Eacility Officers/Priiicipals Namé and Ownership Detnil

KEITH GRESHAM 50.00%
ORESTIS KOTOPOULOS CHAIRMAN ' 50.00%
Bed / Services / Slots ' Facillty ID:NJ31€0001006 Tracking: LR-10263-18946.

Services & Desigriatipriss

Ambulatoty Care
4 Ambilatory Surgery
Related Fagifitios

Name Eifcenseft
Current. Acereditation New Acereditation-
Accreditifig Body: AAAASF Accrediting Bodys '14147%5"2‘/:
‘Effective.Date: Effectivé Dato: .
Expirdtion Date; 04/13/2016 ‘Expiration Date; 9(// 3,/ Z f/
Hospital Aftestation:  No Hospital Attestation. (Yes/No): -
Hospital Attestation Hospitat Attestation Letter
Letter Date: Date:
Deent; No Deem (Yes/No):

Note: Please.include the secreditation ceitificate(s).andhospital attestation letfer, ifapplicable.




LICENSE RENEWAL QUESTIONNAIRE
AMBULATORY CARE FACILITY

License#: 10263 Expires: NJ31C0001006 Réf#: LR-10263-18946

Please answer the following questions (attach additional sheets if necessary)

1. Have any of the principals of the operating entity ever appljededirectly or indirectly,for health care facility approval in New Jersey or
any other state,which was denicd or revoked ? w@ Yes, indicate whom and give details:

2. Do any of the principalsdf the opemffngenﬁty ‘have..ﬁx} ownesshib Operational or nanagement interest in any other licensed’health
care facility in Neiw Jetsey, orany other statc ? {Ye W es, explain the ntature of the interest and give name and address.of
each facility ; ' .

3. Have any principals of the operating entity ever been found guilty of a criminal or administrative chargesof resident/patient
fraud,abuse and/or neglect ? have any of these ever been indicted for the same charge 2- (Yes (@ Yes, explain in detail;

whom and give defails

‘4, Haye any principals of the operating entity ever been indicted for or convicted ofa felony crime ? (Y e_ Yes, indicate

CERTIFICATION

1) that all-information contained in this application and attachments is true and correct, to the best of his/her knowledge and
belief; and that willful misrépresentition of these facts may make the applicant subject to civil penaltics;

2) that the application has been duly authorized by the governing body of the. applicant;

3 that the fucility has been and will be operated in accordance with applicable licensing requirements;

4) tHat the facility is not suspended, debarred , or otherwise-excluded for any reason from entering into the covered
transaction; and

5) that the ficility is in compliance with the requirements of Soction 6032 of The Federal Deficit Reduction Act,

‘The applicant certifies:

Name of authorized individual completing form (print or type):

Print Name: é’(—&gfﬂj M 43 Z,Z ey GL& Title: }?// 20 / %4

Signature;

Y i

W/// WK-——\ Date: 02’7 120/27
{




8/24/2021 Grall - AUTG-GENERATED: DO NOT REFLY » DOH Paymerit Gonfirmatian

Isabells Tarikyan <mgnits71@gmail.com>

AUTO. GENERATED: DO NOT REPLY =DOH Payment Gonfirmation

1:message

dohepay,mall@doh.hj.gov <dghepay.mall@doh.nj.gov> Tue, Aug'24, 2021 at.7:20 AM
To: MGMT871@gmail.com

Dear ISABELLE TARIKYAN,

Thank yolrfor using the Depariment of Health electronic payrnent system,
Your payment hias been processed. Please find'a summary of your paymerit below.

Payment Information:

Application Name: Ambulatory Care Facility ~-Renewal
Name: METROPOLITAN SURGICAL ASSOCIATES
‘Confirmation Number; 14280-191332543

Payment Date: 08/24/2021 S

Application Payment Amount; $6,000.00

Payrient Including Service Fee: $6,000.00

) Information:
Physlcal Address Ling 1: 40 ENGLE STREET
. Physical Address Line-2:
J city: ENGLEWOOD

State; NJ

Zip: 07631

Phorie Number; 201-567-0522

Enmail Address; MGMTE71@GMAIL.COM

Please print this receipt and keep-it on file for your future references.
Visit wwaw.nj.gov/ealth web site for additionzal information.

For-credit card payment inquires please; visit NIGUSA suppart web site ,

h,tti'J..s'://WWw.njbortal.comIEi'rorPages[PaymentHelp;aspx?s.'—-ce

hfip's://malll‘gbogl émom/&naj}/u’(d?{kﬂ1e&,d,42&40&ylew=pt&search=au&perrblh]d=thread-f°/«3m 70897'338'026'151 4331.§€§im pl=msg-!f’fé3A1 7089738802... 11




812442021 Payment

kY
§
‘Your Checl transaction has been successfully: processad, The transaction confirmation nuthber-s -
-14280-191332543. Please print this page for your record.
Chack Confirmiation
"Payer Infarmétion.
Last Kame: First Namvig:
Tatikyan: Isabefle
Electronic Check Paymant
E-Check Dkt Infotmiation
kBank Routing Number:
‘*Bank-Accoudt Nurtiers
*Account Types Checking
*Application Payment; Amiount; $60600.00°
*Payment Inclidlig Service Fees 46000;00°

" Pléate FRINT this conflrmation for your records, ) ) ) »
If your réglstration réquires complétion of an application. please use RETURN Button'to open the application and follow ffie Instrirction.

“Othenwige-use-RETURN button to'go backs
.Note:. Do gt click:on thé-bakk.button.

htlpS.:YId'c'Jhepay.biigov/epayﬁ!ent]jsp[sucassECh‘ac_k.]ép




Walker, James [DOH]

From: dohepay.mail@doh.nj.gov

Sent: Tuesday, August 24, 2021 7:20 AM

To: DOH-LTC Payments

Subject: 14280-191332543 & METROPOLITAN SURGICAL ASSOCIATES

Payer Information:

Application Name: Ambulatory Care Facility - Renewal

EFT Code: 14280

Trade or Individual Name: METROPOLITAN SURGICAL ASSOCIATES
Physical Address Line 1: 40 ENGLE STREET

Physical Address Line 2:

City: ENGLEWOOD

State: NJ

Zip: 07631

Phone Number: 201-567-0522

Email Address: MGMT871@GMAIL.COM

Last Name: TARIKYAN
First Name: ISABELLE

Application Type: RENEWAL

lPe’rting_nfc_ I_\lumberfl»Expira}tion Date lAmount§

[i2es [io/312001  [60000 .

Type of Service: Electronic Check Payment

Application Payment Amount: $6000.00

Payment Including Service Fee: $6000.00

Confidentiality Notice: This e-mail, including any attachments, may include advisory, consultative and/or deliberative
material and, as such, would be privileged and/or confidential and not a public document. Any information in this e-mail
identifying a client of the Department of Health or including protected health information is confidential. If you received
this e-mail in error, you are not authorized to review, transmit, convert to hard copy, copy, or in any way further use or
disseminate this e-mail or any attachments to it. You must immediately notify the sender, delete the
email/attachment(s), confirm in writing to the sender that you deleted the email/attachment(s) and that you did
not/will not further use or disclose the information contained in the email.




DEPARTMENT OF HEALTH AND SENIOR SERVICES

PO BOX 358
TRENTON, N.J. 08625-0358
www.nj.gov/health HEATHER HOWARD, J.D.
JOn 8. Corzig Commissioner

Governor

January 31, 2008

VIA UNITED
PARCEL SERVICE

Susan Martinelli

Administrator

Metropolitan Surgical Associates, Inc.
40 Engle Street

Englewood, New Jersey 07631

- Re:  Waiver Request -
Facility ID # 10263

Dear Ms. Martinelli:

This is in response to your application received on May 1, 2007 requesting
a waiver from the American Institute of Architects (AIA) Guidelines for Design
and Construction of Hospitals and Health Care Facilities 2001 (Guidelines)
Section 9.5.C. This request has been reviewed in consultation with the
Department of Health and Senior Services’ (Department) staff construction
manager. _

Section 9.5.C of the AIA Guidelines, entitled “Parking,” requires, “Four
spaces for each room routinely used for surgical procedures plus one space for
each staff member shall be provided. Additional parking spaces convenient to
the entrance for pickup of patients after recovery shall be provided.”

indicate that there is a drop-off area for patients immediately outside the facility at
curbside and a handicapped parking space, on the street immediately available.



Susan Martinelli
Metropolitan Surgical Associates, Inc.
Page 2

I'am granting this waiver based on the nature of the specialized surgical
services provided at this facility and the availability of public transportation for
easy access. My decision also takes into consideration that the facility has been
at this location since 1982 and has a conveniently located patient drop-off and
pickup area at the front entrance, as well as a handicapped parking space. | am
satisfied with the operational patterns to access and depart the facility.

Please be advised that this waiver may be rescinded at any time if the
waiver results in any negative impact on patient care. Furthermore, this waiver
will expire upon any amendments to the rule identified above. At that time, it is
incumbent upon the facility to submit a new waiver application for Department
review. The aforementioned waiver is for the use of the licensed operator at this
location.

If you have any further questions please do not hesitate to contact
Mr. Anthony Kobylarz of my staff, at (609) 292-6552.

Sincerely,

AT Glatean

John A. Calabria

Director

Certificate of Need and
Healthcare Facility Licensure

c. Ms. Gibson
Mr. Kiani
Mr. Kobylarz
Ms. Diaz
Mr. Spiewak



New Jersey Department of Health and Senior Services
Office of Certificate of Need and Healthcare Facility Licensure
P.O. Box 358
Trenton, NJ 08625-0358 MAY ~ 1 200/

APPLICATION FOR WAIVER

(Requests for more than one waiver may not be combined. An Application for Waiver form must be
completed for each waiver requested).

CN Ref. # DCA Ref. # Facility ID # (if currently licensed)
10263 A

Name and Address of Facility:

METROPOLITAN SURGICAL ASSOCIATES, INC.
40 ENGLE STREET
ENGLEWOOD, NJ 07631

Name, Address and Telephone Number of Owner, Chief Executive Officer (CEO), Chief Operating Officer (COO), or
Administrator of the Existing or Proposed Facility:

SUSAN MARTINELLI

40 ENGLE STREET
ENGLEWOOD, NJ 07631
(201) 567-0522

Name, Address and Telephone Number of Architect:

STEVEN B. LAZARUS, A.LA.
16 HIGHWOOD AVENUE
ENGLEWOOD, NJ 07631
(201) 816-1818

The owner, CEO, COO or Administrator of the existing or proposed health care facility hereby applies for a waiver to
the following regulation (identify regulation by name, code citation (if applicable) and date (if applicable):

Section 9.5D of the 1987 Edition of the Guidelines for Construction and Equipment of Hospital and
Medical Facilities published by the American Institute of Architects

CN-28
FEB 07 Page 1 of 2 Pages.



APPLICATION FOR WAIVER (continued)

A. Provide the following information for each rule or part of rule for which a waiver is being requested. Attach additional
sheets as necessary.

1. Restate rule or part of rule for which a waiver is being requested and identify the specific rule citation.

Four spaces for each room routinely used for surgical procedures plus one space for each staff
member shall be provided. Additional parking spaces convenient to the entrace for pickup of
patients after recovery shall be provided.

2. Describe the reasons for requesting a waiver, including a statement of the type and degree of hardship that
would result upon compliance.

The facility is located in an urban area and has been in operation since 1982. Complaince with this
regulation would be an impossibility at this location since there is no vacant lot adjacent to the
facility that could be purchased, rented, or used for parking.

3. Describe an alternative proposal to ensure patient safety.

The facility is equipped with a patient drop-off/pick-up directly in front of the facility. In addition, a
handicapped parking space is located in front of the facility. On-street parking is available in the
immediate vicinity of the facility. There is a municipal parking lot located on Bergen Street
approximately 250 feet from the facility. The facility is readily accessible via public transportation
and many of our patients arrive as pedestrians, via pubic transportation, or medical transport not
requiring parking.

4. Is documentation attached to support the waiver request?
XINo [Yes (Identify):
B. Is the project currently under review by the Department of Community Affairs, Health Care Plan Review?
XINo [JYes (Identify DCA Reviewer)
C. ls the request for a waiver based on plan review comments by the Department of Community Affairs.
XINo [CJYes (Attach Comments)
Name of Owner, CEO, COO or Administrator Title
SUSAN MARTINELLI ADMINISTRATOR
Signature of Owner, CEO, COO or Administrator / Date
y / N L
xé/,://z/\ /L///Vr/%@ww\ Vé Y, /07
A\ hd 1
CN-28 /
FEB 07 Page 2 of 2 Pages.



PRINTED: 06/27/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
31C0001006 B. WING 01/06/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

40 ENGLE STREET

METROPOLITAN SURGICAL ASSOCIATES ENGLEWOOD, NJ 07631

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Q 000 | INITIAL COMMENTS Q 000

This was a Federal Complaint Survey conducted
on 1/6/21. Metropolitan Surgical Associates is in
compliance with 42 CFR Part 416, Conditions for
Coverage for Ambulatory Care Facilities for this
complaint only (C#NJ00141727).

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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: CC2Z11 Facility ID: NJ31C0001006 If continuation sheet Page 1 of 1



, . New Jersey State Department of Health
Acute Care Survey

COMPLAINT AND SURVEILLANCE REPORT

Facility Date Case Number
ghv Pf" ."I-.:n Su!jfuf Aﬂaa‘-ff‘fj '—f/ r2 ‘tf(? NMTo0108BYT
Administfator’/CEO Type Facility Time Required 1o Correct
A .
Type of Survey Matter Under Consideration
ORevisit Oinvestigation OFor Immediate A_ . . e
Eomplaint Osurveillance Attention H"’ ‘!"0"" J” p é)’"o"f //
Census/Bed Capacity Units Toured Charts Reviewed Number of Patients Affected
Facility Representatives/Titles Remarks/issues

|8
e Wt
When this form is utilized for a survey, the following needs to be addressad:

This survey was reviewed with the Administrator or his/her authorized representative at the conclusion of the survey. He/she was
advised of the areas whers standards were not met in viglation with the rules and regulations promulgated under the authority of
N.J.S.A. 26:2H-5(b). He/she was further advised that it was nacessary to correct conditions which do not maet the standards and that
failurs to corract those deficiancles may result in a fine of up to $5,000.00 per violation per day in accordance with N.J.S.A. 26:2H-14 as
amended. Refusal to sign does not negale the facility's responsibility to corract deficiencies,

Signature of Responsible Official Si@z@ﬁgﬂor&_
< -

—
NARRATIVE

A Visit was made to this facility in response to the above referanced complaint.
Administrative staff was made aware of the visit and the nature of the complaint.

The investigation included:

__/Tour.

—Staffing reports.

—_Medical record review.

____Staff interviews.

___Patient interviews.

~_Review of other facility documentation.

—Meal/Medication pass observation.
—_Water/Room temperature.

An exit conference was held with administrative staff (discussed findings and concerns),

Comments:

W

)

AAS-29
JUL 12
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Stute of Nefr Persey
DEPARTMENT OF HEALTH
PO BOX 367
TRENTON, N.J. 0B625-0367
PHILIP D. MURPHY www.nj.gov/health
Govarnor
SHEILA Y. OLIVER SHEREEF M. ELNAHAL, MD, MBA
Lt. Governor Commissioner

June 14, 2018

Susan Martinelii

Administrator

Metropolitan Surgical Associates
40 Engle Street

Englewood, NJ 07631 oo
Re: Complaint #NJ 00108847 )\d

Thank you for your courtesy and cooperation extended during the Complaint Survey
conducted on April 24, 2018 by a surveyor from the New Jersey Department of Health.

Dear Ms. Martinelli:

Enclosed is the statement of deficiencies: please reply to each deficiency on an
item-by-item basis with your Plan of Correction (PoC).

The PoC must.include:
1. How you will correct the specific findings cited for each deficiency.

2. What systemic changes will be implemented to ensure that each deficient
practice does not recur.

3. How the facility will monitor its corrective actions to ensure that the deficient
practice is being corrected and will not recur, i.e. what program will be put into
place to monitor the continued effectiveness of the systemic changes. The pian
must identify the individual responsible for monitoring, how and when the
monitoring will be conducted, how long and how often monitoring will take
place, what the goal is for compliance, and to whom the results will be
reported.

4. The date on which each item addressed on the PoC will be corrected.

5. Do not reference and/or include attachments with your PoC,



Metropolitan Surgical Associates
Page 2

6. Do not include names of individuals in the PoC. Use of fitles is acceptable, such
as, Administrator, Director of Nursing, Infection Contro} Practitioner, etc.

Please be advised that the PoC will not be accepted for review by this office and will
be returned to you if it contains reference to and/or attachments and/or names of
individuals,

All responses should be numbered to correspond with the number of your deficiency
statements. Please sign and date the first Page of the deficiency statement with your plan
of correction. Return these forms to this office within ten (10) business days of receipt of
this letter, to my attention. Any delay or lack of response may jeopardize the licensure of
your facility.

Please be advised that some or all of the deficiencies cited in the enclosed survey report
may be referred to the Office of Program Compliance ("OPC") for imposition of enforcement
remedies, including civil penalties. OPC will advise you, at a later date and under separate
cover, of any enforcement actions and your appeal rights.

Please do not hesitate to contact me, if you have any questions regarding the
deficiencies at (609) 292-9900.

Sincerely,

éju,c',/(Qe @f@cw/d/g

Eric DeCicco, CFI
Surveyor Physical Plant/Life Safety
Survey and Certification

Encl.



New Jersey Department of Health )
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION

PRINTED: 06/13/2018
FORM APPROVED

IDENTIFICATION NUMBER:

10263

B, WING

{(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

c

04/24/2018

NAME OF PROVIDER OR SUPPLIER

METROPOLITAN SURGICAL ASSOCIATES

40 ENGLE STREET

ENGLEWOOD, NJ 07631

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) 1D
PREFIX
TAG

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

10
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

FROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

(X5}
COMPLETE
DATE

DEFICIENCY)

A 00D

A5016

INITIAL COMMENTS

The facility is not in compliance with N.J.A.C. Title
8 Chapter 43A-Standards for Licensure of
Ambulatory Care Facilities for this complaint only
(C# NJO0108847).

8:43A-19.3(a) PHYSICAL PLANT: PLAN
REVIEW FEES

Prior to any construction, plans shall be submitted
for review and approval, in accordance with the
provisions of this chapter, to the Healthcare Plan
Review Unit.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, it was
determined that the facility failed to ensure that
prior to any construction, plans were submitted
for review to the Healthcare Plan Review Unit of
the Department of Community Affalrs.

Findings include;

1. During a tour of the facility on 4/24/18, this
surveyor observed new construction, at the top of
the stairs, to the main stairwell. The main
stairwell was enclosed with a set of double doors
which was not enclosed during the previous
survey. Staff #1 was unable to provide plans for
this new construction that was submitted and
approved by the New Jersey Department of
Community Affairs Plan Review Unit.

a. Staff #1 confirmed plans were not submitted to
the New Jersey Department of Community
Affairs, Healthcare Plan Review Unit.

A 000

A5018

Copy

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (%8) DATE

STATE FORM

Ll

cusbpn

if continuation sheet 1 of 1




AS5016 8:43A-19.3(a) PHYSICAL PLANT: PLAN REVIEW FEES

Plans for construction shall be submitted to the New Jersey Department of Community
Affairs Plan Review Unit no later than June 29, 2018.

The Board of Directors and Chairman of the Board are aware that prior to any
construction/renovations at the facility, plans must be submitted and approved by the
Healthcare Plan Review Unit of the Department of Community Affairs. No other
construction/renovation is planned and no future construction/renovation will be
scheduled without first submitting plans to the Healthcare Plan Review Unit.

No new construction/renovation will be commenced without the prior written approval o

the Board of Directors at a regularly scheduled or Special meeting of the Board. If any \"\
new construction/renovation is contemplated, it will be the responsibility of the Chairman 7)

of the Board to ensure that prior to any work being completed, plans will first be \N\
submitted and approved by the New Jersey Department of Community Affairs Plan

Review Unit. :

Plans for the construction at the top of the stairs to the main stairwell shall be submitted
no later than June 29, 2018. The facility will follow the Procedures for Submission and
inform the corresponding contact at the Department of Health when the Department of
Community Affairs Plan Review Unit either approves and/or responds to the application.



Stute of Nefo Jersey

DEPARTMENT OF HEALTH
PO BOX 367
TRENTON, N.J. 08625-0360
PHILIP D. MURPHY www.nj.gov/health
Governor
SHEILA Y. OLIVER SHEREEF M. ELNAHAL, MD, MBA
Lt. Governor Commissioner
April 23, 2019

Susan Matrtinelli

Administrator

Metropolitan Surgical Associates
40 Engle Street

Englewood, NJ 07631

Re: Complaint # NJ00108847

Dear Ms. Martinelli:

Thank you for providing the Survey and Certification Program with a Plan of Correction
(PaC) for the deficiency found during the Complaint Survey at your facility on April 24, 2018.

Your Plan of Correction has been reviewed, found to be complete and approved by this
office. Enclosed is a form indicating that all deficiencies have been corrected. Continued
compliance with State Licensure Regulations will be required by your facility.

You are advised that this letter does not preclude a revisit from Assessment and Survey
staff at a later date, to ensure that all elements of the PoC have been implemented.

Should you have further concems regarding this investigation, please direct them to me at
(609) 292-9900.

Sincerely,

7 R @ py Eric DeCicco, CFI
s Surveyor Physical Plant/Life Safety

Survey and Certification



Transaction Number: 310003852383 On:

By: STESKA, LOUISE A.
Tran Type: 03 -ADD Status: -1 - Failed Prevalidation in ASPEN
Message Detall:

2101-2786E: CMS-2786E STATUS COMPL (K9) MUST BE A OR B.
<0172R-1539: CMS-1539 THE DETERMINATION APPROVAL DATE (L33) IS REQUIRED.>
0257-2567: CMS-2567 ADM SIGNOFF DATE (X6) IS REQUIRED WHEN DEFICIENCIES ARE PRESENT ON THE LSC

SURVEY
Transaction Number: 310003888211 On: 07/12/2011 By:
Tran Type: 03 - ADD Status: 10 - Successful Load into ODIE
Message Detalil:

TransactionUpload.rpt  02/2004



DEPARTMENT OF HEALTH AND HUMAN SERVICES
MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I- TO BE COMPLETED BY THE STAT

CENTERS FOR MEDICARE &

E SURVEY AGENCY

MEDICAID SERVICES
ID: RLBZ
Facility ID- NJ31C000100¢

l. MEDICAREMEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FA{CILITY ' 4. TYPEQF ACTION: 2 (L8)
L)  31C0001006 (L3) METROPOLITAN SURGICAL ASSOCIATION 1. Inicial 2, Recerilficat
« Imifial ale iCation
2STATE VENDOR OR MEDICAID NO. (14) 40 ENGLE STREET 3. Terminatton 4. CHOW
{L2) (Ls) ENGLEWOOD, NJ (L6) 07631 3. Valldation 6. Complaint
1. Om-SHte Visit 9. Other
3. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 3 wn
(L9) 01 Hospltal 0sHAA 09ESRD 13 pTIP 22CLIA % Full Survey Aner Complalar
6. DATE OF SURVEY 01725/2011  (L34) 02 SNF/NF/Dup) 06 PRTF IONF 14 CORF
8. ACCREDITATION STATUS: D LI0) | e3SNPNPDsect 07 X-Ray IMR  13ASC FISCAL YEAR ENDING DATE:  (L35)
0 UNACCREDITED 1 TiC 04 SNF 08 OPT/SE 12 RAC 16 HOSPICE 06/30
2 AAAHC 3 AAAASF
I1. LTC PERIOD OF CERTIFICATION I0.THE FACILITY IS CERTIFIED AS:
From (a): A. InCompliance With
To  (b): Progra{n Requirements — 2. Technical Personnel _. 6. Scope of Services Limit
Compliance Based On: — 3. 24 Hour RN — 7. Medical Dircctor
12.Tatal Facility Beds {L18) — 1. Acceptable POC —4 7-Day RN (Runal §NF) —. 8. Patient Room Size
— % Life Sefety Code — 9. BedsRoom
9 Li7 X B. Notin Compliance with Program
13-Total Cenified Beds L) Requirements and/or Applied Waivers:  * Code: B* {L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF IMR 1861 (e} (1) or 1861 @en: (L15)
(L37) (L38) (L39) (LA42) (L43)
16, STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
See Attached Remarks
17. SURVEYOR SIGNA i Date : 18. STATES AGENCY APPROY AL Date;
LY
% z =8 06/10/2011 Aﬁ;@@@ N 0611072011
] (L19) = (L20)
PARTII - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY
19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL 21. 1. Statement of Financial Salvency (HCFA-25712)
RIGHTS ACT: 2. Owmership/Controf Interest Disclosure Stmt (HCFA-1513)
X_ L Facility is Eligible to Participate 3., Both of the Above :
—— 2. Facility is not Eligible —
v ()
22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26, TERMINATION ACTION; (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY oo, INVOLUNTARY
10/29/1985 01-Merger, Closure 05-Fail to Mcet HealdySafety
(L24) {L41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS 03-Risk of Invohuntary Temination OTHER
A. Suspension of Admissjons: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
{127 B. Rescind Suspension Date:
{L45)
28. TERMINATION DATE: 29. INTERMEDIAR Y/CARRIER NO. 30. REMARKS
00305
(L28) (L31)
I. RO RECEIPT OF CM5S-1539 32. DETERMINATION OF APPROVAL DATE
06/10/2011 07/12/2011
(L32) (L33) DETERMINATION APPROVAL

IRM CMS-1539 (7-84) (Destroy Prior Editions)




E——

DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICARE/MEDICAID CERTIFICATION AN
PART 1- TO BE COM
C&T REMARKS - CMS 1539 FORM

CENTERS FOR MEDICARE & MEDICAID SERVICES
D TRANSMITTAL ID: RL8Z
PLETED BY THE STATE SURVEY AGENCY Facility ID: NJ31C000100¢

evel defi
On 6/9/11, a federal revisit was conducted. The Patient Rights condition was found to be b

i

On 1/25/11, a8 federal rel‘:ertiﬁcalion survey took place that resulted in a condition | ciency. The Patient Rights condition was found to be out of compliance.

ack in compliance,

JRM CMS-1539 (7-84) (Destroy Prior Editions)
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- Metropolitan Medical
Assaciates

Janet Diaz From: Suxan Maninelli
Fax: 609-826-3745 Date: 10/5/16
8000000
Phone: Pages:2
Re
Urgent O For Review

Portability and Accouambility Act (HIPAA). You ace bereby notificd thar seading,
disseminating, disclosing, distributing, Copying, acting upon or otherwige using the
information contained in this facsimile is smictly prohibited. If you have received this
information in error, Please notify the sender immediately at Mectropolian Surgical
Asgociates and destroy this facsimile.

Subject/Notes:
Re: AAAASE -
(j@c/m /086 3
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DEPARTMENT OF HEALTH AND SENIOR SERVICES
PO BOX 367

TRENTON, N.J. 08625-0367
CHRIS CHRISTIE www.nj.gov/health
Governor
KM GUADAGNOD MaRy E. O'DOWD. M.P.H,
Lt. Govamor Commissioner

June 10, 2011

Susan Martinelli
Administrator

Metropolitan Surgical Association
40 Engle Street
Englewood, NJ 07631

Dear Ms. Martinellj:

Enclosed is the CMS-2567B form which indicates that the Federal deficiencies,
identified during the survey of January 25, 2011 were corrected.

Should you have Questions, please do not hesitate to contact Christine Muszynski,
Supervisor of Inspections, at (609) 292-9900.

Sincerely,

oo . St

Louise A, Steska, MSN, RN
Health Care Services Evaluator/Nurse
Assessment and Survey

Encl.



Department of Health and Human Services
Centers for Medicare & Medicald Services

Form Approved

Publlc reporting for this

lection of Information is estimated to average

Post-Certification Revisit Report

OMB NO. 0938-039¢C

maintaining da needed,

Including suggestions for reducing the burden, to CMS, Office of Financial Man
Reduction Project (0936-0380), Wa:hirlglon. D.C. 20503,

10 minutes per response, including time for reviewing Instructions,
nd completing and reviewing the collection of information. Send comments regarding this burden estimate or a;
agement, P.O. Box 26684, Baitimore, MD 21207; and to th

searching existing dats Sources, gatherng
ny other aspect of this collection of informat

& Office of Management and Budget, Papery
(Y1) Providers Supplier/ CLIA / (Y2) Muitiple Construction (Y3) Date of Revisit
Identification Number A. Building 6/9/2011
31C0001006 B. Wing
Name of Facility Street Address, City, State, Zip Code
METROPOLITAN SURGICAL ASSOCIATION 40 ENGLE STREET
ENGLEWOOD. NJ 07631
This report is complated by a qualified State surveyor for the Medicare, Medicald andfor Clinieal Laboratory Improvement Amendments program, to show those deficjencies previously
reporied on the CMS.-2567, Statement of Deficlencies and Plan of Cormection that have been comected and the date such correctiva action was accomplished. Each deficiency should
fully identified using either the regulation or LSC provision number and the identification prefix code Praviously shown on the CMS-2567 {prefix codes shown (o the lef of each
requirement on the Survey report fonm).
(Y4) item {Y5) pate (Y4} Item (Y5) Date (Y4} item (YS)  Date
Correction Correction Correction
Completed Completed Complatec
iD Prefix Qo103 06/09/2014 ID Prefix Qo104 06/09/2011 IDPrefix Qo105 06/09/20141
Reg. # 416.44(a)(3) Reg.# 416.44(m) Reg. # 416.44(c)
Lsc Lsc Lsc
Correction Correction Cormection
Complated Completed Completed
ID Prefix Qo162 06/09/2014 ID Prefix Qo184 06/09/2011 iDPrefix QD220 06/09/2011
Reg. # 416.47(b) Reg. # 416.48¢a) Reg.# 416.50
LSC LsSc Lsc
Cormrection Correction Cormection
Completed Completed Complated
IDPrefix Qo221 06/09/2011 ID Prefix Qo223 06/09/2011 iD Prefix Q0224 06/09/2011
Reg. # 416.50(a)(1) Reg. # 416.50(a){1 iy Reg.# 416.50(a)(2)
LsC Lsc LsC
Cotrection Coarrection Correction
Completed Completed Complaeted
ID Prefix Qo229 06/09/2011 ID Prefix Qo232 06/09/2011 iD Prefix Qo242 06/09/2011
Reg. # 41 6.50(b} 1)1} Reg.# 416.50(c)2) Reg.# 416.51(b)
LsC LsSC LsC
Correction Correction Correction
Completed Completed Complated
IDPrefix Qo264 06/09/2011 D Prafix Qo267 06/09/2011 iD Prefix
Reg. # 416.52(2)(1) Reg.# 416.52{c)(3) Reg. #
LsC Lsc LSC
. R /
Reviewed By Reviewed By Date; Signat f Surveyor: é Date:.
State Agency Juae ; G |jepoftf
- " WV i ( 1
leviewedBy ___ _ Reviewed By Date: Signature of Surveyor: Date:
SMS RO
“ollowup to Survey Completed on: Check for any Uncorrectad Deficlencies. Was a Summary of
1/25/2011 Uncorrected Deficiencles (CMs-2567)

om CMS - 25678 (9-92)

Sentto the Faclity? yee Cro D

Pags 1 of 1

Event ID: RLBZ{2



Repartment of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated lo average 10 minutes per response, Intluding time for feviewing instructions, searching existing data sources, gathering
maintaining data needed, and compleling and reviewing the collection of information. Send comments regarding this burden estimate o¢ any other aspeci of this collection of informath
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 25684, Baltimore, MD 21207; and to the Office of Managemant and Budget, Paperw
Reduction Profect (0935-0300), Washingion, D.C. 20503,

{Y1) Provider/ Supplier f CLIA / (Y2) Mulﬂ?le Construction (Y3) Date of Revisit
Identification Number A Building
31C0001008 B. Wing 01 - MAIN BUILDING 01 6/9/2011
Name of Facliity Street Address, City, Stats, Zip Code
METROPOLITAN SURGICAL ASSOCIATION 40 ENGLE STREET
ENGLEWOOD, NJ 07631

This report is completed by a qualified State Surveyor for tha Medicare, Medicald and/or Chinlcal Laboratory Improvement Amendments program, to show those daficiencies previously
reporied on the CMS-2587, Statament of Deficiencies and Plan of Correction that have been corrected and the dats such comective action was accomplished, Each deficlency shoukt |
fully Identified using either tha regulation or LSC provision number and the identification prefix coda previously shown on the CMS-2587 {prefix codes shown o the left of each

)

(Y4} item {¥8) Date (Y4) Item (Y5} Date {Y4) item {Y5)  Date
Correction Corraction Correction
Completed Completed Completed
ID Prefix 06/09/2011 ID Prefix ID Prefix
Reg. # 416.44(b)(1) Reg. # Reg. #
LSC Koo2g LsC Lsc
..
Correction Correction Correction
Completed Completed Complated
ID Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LsSc Lsc LsC
Correction Correction Correction
Complated Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg, # Reg. #
LSC Lsc Lsc
Corraction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LSC
Correction Corraction Cormection
Completed Completed Completed
ID Prafix 1D Prefix ID Prefix
Reg. # Reg. # Reg, #
LSC Lsc LSC
Raviewed By Reviewed By Date: Signature yor: Date:
State Agency Olaec 2 G altl
Reviewed By Reviewad By Date; Slgnature of Surveyor: ’ Daté:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
1/20/2014 Uncorrectad Deficiencles (CMS-2567) Sent to the Facllity? YES @

Form CMS - 25678 {9-92) Page 1 of 1 EventiD: RL8Z22



State of Nefa Jersey
DEPARTMENT OF HEALTH AND SENIOR SERVICES
OX 367

POB
TRENTON, N.J. 08625-0367

CHRIS CHRISTIE www.nj.gov/heaith

Governor

KiM GUADAGNO

MARYE, O'Dowp, M.P.H.
Lt. Govemor

Commissioner

CONSENT FOR OBSERVATION IN THE AMBULATORY SURGERY CENTER
BENEFICIARY NAME:

ADDRESS:
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State of Nefn Jersey
DEPARTMENT OF HEALTH AND SENIOR SERVICES

PO BOX 387
TRENTON, N.J. 08625-0367
CHRIS CHRISTIE www.nj.gov/health
Govemnor
Kim Guapacno POONAM ALAIGH, MD, MSHCPM, FACP
Lt Governor : Commissioner

February 14, 2011

Susan Martinelli
Administrator

Metropolitan Surgical Association
40 Engle Street

Englewood, NJ 07631

Dear Ms. Martinell:

Thank you for the courtesy and cooperation extended during the Federal Health Survey of
your facility on January 20 , 2011 and January 25, 2011 by surveyors from the Department of
Health and Senior Services. :

As a result of observation and evaluation certain Federal deficiencies were evident. The
deficiencies identified during this visit have resulted in the determination that your facility is
not in compliance with the following Medicare Condition for Coverage:

416.50 Patient Rights,

A complete listing of the specific deficiencies identified by the Surveyors is enclosed,
These Federal deficiencies were discussed with you and/or your staff during the visit and are
listed on the left side of the enclosed CMS-2567 form. Please reply to each deficiency, on an
item by item basis, with your Plan of Correction (PoC) and the date you expect the correction
to be completed.

The PoC must include:

1. How the corrective action will be accomplished for those patients found
to have been affecteq by the deficient practice.

L



Metropolitan Surgical Association
+  February 14, 2011 ' '
Page 2

. 2. How the facility will identifyl other patients having the potential to be
affected by the same deficient practice.

3. What measures or systemic changes will be instituted to ensure that the
deficient practice will not recur,

4. How the facility will monitor its corrective action to ensure that the

deficient practice is being corrected and will not recur, i.e., what program

The plan must identify the individual responsible for monitoring, how and
when the monioring will be conducted, and to whom the results will be
reported.

5. The date on which each item addressed on the PoC will be corrected.

Please submit the PoC to the Department of Health and Senior Services Health Facilities
Evaluation and Licensing, 120 South Stockton Street, Trenton, NJ 08611,

Sign and date the first page of the CMS-2567 form and return the form with your PoC to

the attention of Christine Muszynski, Supervisor of Inspections. Please retain a copy of each

Itis important to return the completed forms Promptly. Any delay or lack of response may
jeapardize the certification status of your facility. If you have any questions concerning this
report, please contact Christine Muszynski at (609) 292-9900.

Sincerely,- Bsw H’L
C%u Z:;"g W {
Jre

Louise A. Steska, MSN, RN
Health Care Services Evaluator/Nurse
Assessment and Survey

Encl.



PRINTED: 02/14/2011

DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APOREAT
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
~CENTERS FOR MEDICARE & MEDICAID SERVICE |

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
' v A. BUILDING
31C0001008 B wiNe 01/25/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
40 ENGLE STREET
ETROPOLITAN SURGICAL AS CIATION
METROPOLITAN SURGICA L ENGLEWOOD, NJ 07631
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES [[v] PROVIDER'S PLAN OF CORRECTION [X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Q 000 | INITIAL COMMENTS Q 000

This is a federal recertification survey.,
Medical records reviewed: 20

Staff interviews / staff files reviewed: 17
Q 103 416.44(a)(3) IDENTIFICATION, PREVENTION, Q 103
AND MAINTENANCE

[The ASC must provide a functional and sanitary
environment for the provision of surgical
services.]

The ASC must establish a program for identifying
and preventing infections, maintaining a sanitary
environment, and reporting the results to
appropriate authorities.

This STANDARD is not met as evidenced by:
Based on staff interview and a review of
documents on 1/20/11, it was determined that the
facility failed to follow up on each patient after
discharge, in order to identify and track infections
associated with the patient's stay in the ASC.

Findings include:

1. When asked on 1/20/11 at 11:08 AM, about
how the facility monitors and tracks patient
infections, Staff #8 stated the following: “Not all
of the patients have primary physicians, but if the
patient returns to the facility for their two week
follow up visit, the facility staff will complete an
infection control survey form. If the patient has a
primary physician, a letter is sent to the physician
asking about infections. A general letter (but not a
list of patients seen) is aiso sent to Planned
Parenthood every six months."

ABORATORY DIRECTOR'S OR PROVIDER/SUPRLIER R RESENTATIVE'S SIGNATURE TITLE (XB) DATE
MM\ A necaceshgip- 2/ 274,

£ & 7
eficiency statement e ding with an asterisk (*) denoles a deficiency which the institution may be excused from correcting providing it Is determined that
her safeguards provide sfifficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
llowing the date of survey whather or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
1ys following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction i requisite to continued
'ogram participation,

JRM CMS-2557(02-99) Previous Versions Obsolete Event ID: RLBZ11 Facillty ID: NJ31C0001008 If continuation sheet Page 10f24



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FPRINTED: 02/14/2014
FORM APPROVED

STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

[ L}

31C0001006

OMB NO. 0938-0391

(X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING o

B. WING

01/25/2011

NAME OF PROVIDER OR SUPPLIER
METROPOLITAN._SURGICAL ASSOCIATION

STREET ADDRESS, CITY, STATE, ZIP CODE
40 ENGLE STREET

ENGLEWOOD, NJ 07631

(X4} I
PREFIX
TAG

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

D PROVIDER'S PLAN OF CORRECTION - (X5}

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

Q104

Continued From page 3
(2} 0.5 galions (2.0 liters) for dispensers
in suites of rooms

(C) The dispensers shall have a minimum
horizontal spacing of 4 feet (1.2m) from each
other;

(D) Not more than an aggregate of 10
gallons (37.8 liters) of ABHR solution shall be in
use in a single smoke compartment outside ofa
storage cabinet; ‘

(E) Storage of quantities greater than 5
gallons (18.9 liters) in a single smoke
compartment shall meet the requirements of
NFPA 30, Flammabie and Combustible Liquids
Code;

(F) The dispensers shall not be installed
over or directly adjacent to an ignition source;

(G) In locations with carpeted floor

coverings, dispensers installed directly over
carpeted surfaces shall be permitted only in
sprinklered smoke compartments; and

(v) The dispensers are maintained in
accordance with dispenser manufacturer
guidelines.

This STANDARD is not met as evidenced by:
Based on observation, it was determined the
facility failed to meet the provisions of the Life
Safety Code concerning Alcohol Based Hand Rub
dispenser (ABHRY) locations above ignition
sources. -

Findings include;

1.0On 1/20/11, at 11:15 AM, in the presence of
Staff #9, in the pre-op nurse station and PACU

Q 104

RM CMS-2587(02-98) Previous Versions QObsolate Event ID: RL8Z11

Facility ID: NJ31C0001008 if continuation sheet Page 4 of24



D:
DEPARTMENT OF HEALTH AND HUMAN SERVICES PR'lgngM A?’zl;:?gz\?gg

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
. \ A BUILDING
31C0001008 8. WiNe 01/25/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
40 ENGLE STREET
METROPOLITAN SURGICAL ASSOCIATION
ENGLEWOOD, NJ 07631
(X4) ID . SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION {xs)
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bay #11, ABHRs were located above electrical
boxes, which can be an ignition source.

Q 105 | 416.44(c) EMERGENCY EQUIPMENT Q105

Emergency equipment available to the operating
rooms must include at least the following:

(1) Emergency call system.

(2) Oxygen.

{3) Mechanical ventilatory assistance
equipment including airways, manual breathing
bag, and ventilator.

(4) Cardiac defibrillator.

(5) Cardiac monitoring equipment.

(6) Tracheostomy set,

(7) Laryngoscopes and endotracheal tubes,

(8) Suction equipment.

(9) Emergency medical equipment and
supplies specified by the medical staff.

This STANDARD is not met as evidenced by:
Based on observation and staff interview
conducted on 1/20/11, it was determined that the
facility failed to ensure that there was emergency
suction equipment available to the operating
rooms.

Findings include:

1. Upon interview at 11:00 AM on 1/20111, Staff
#1 stated that the only suction equipment
available were the suction machines in each
operating room. This suction equipment s used
during the procedure and is not available as
emergency suction equipment.

Q 162 | 416.47(b) FORM AND CONTENT OF RECORD Q 162

The ASC must maintain a medical record for '
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each patient. Every record must be accurate,
legible, and Promptly completed. Medica! records
must include at least the following:

(1) Patient identification,

(2) Significant medical history and results of
physical examination,

(3) Pre-operative diagnostic studies (entered
before surgery), if performed.

(4) Findings and techniques of the operation,
including a pathologist's report on al tissues
removed during surgery, except those exempted
by the governing body.

(5) Any allergies and abnormal drug reactions.

(6) Entries related to anesthesia
administration.

(7) Documentation of properly executed
informed patient consent,

(8) Discharge diagnosis,

This STANDARD is not met as evidenced by:

A. Based on a review of the medical records of
three patients (#1, #2, and #1 ) who underwent a
surgical procedure at the facility it was
determined that a Properly executed informed
patient consent was not obtained prior to the
performance of the surgery.

Findings include:

1. Review of an INFORMED CONSENT FOR
CE&L DILATORS (SAME DAY) form dated
n the medical record of Patient #2
indicated that the ‘Patient signature' section did
not contain the signature of the patient. The form
did not have a section to indicate the name or
signature of the physican who obtained the
Informed consent. The only other signature line
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on the form is for 'Witness signature." A dilator
was used on the patient even though there was
no documentation that she consented.

2. Review of INFORMED CONSENT FOR
CERVICAL DILATORS (SAME DAY) forms in the
medical records of Patient #1 and #19 did not
Indicate that a physician obtained informed
consent.

3. Administrator #1, on the momning of January
20, 2011, stated that consent should have been
obtained by the facility counselor. She further
indicated that the counselor was not a physican,
The 'counselor’ was not qualified to obtain
informed consent for use of a medical device,

B. Based on a review of the medical records of
five patients it was determined that not all medical
fecords included patient Identification.

Findings include:

1. Review of two ENGLEWOOD PHYSICAN'
GROUP assessment forms, one dated [ ]
and one dated [l in the medical record of
Patient #19 did not include the name of the
patient on the form. The ‘NAME (Patient's)’
section at the top of the form did not indicate an
entry. Additionally, an INFORMED CONSENT
FOR CERVICAL DILATORS (SAME DAY) form
dated did not contain the name of the
patient.

2. Review of the medical records of Patients #1,
#15, #16, and #19 indicated ‘Size Check Sheets.'
None of the completed forms indicated the
names of the patients.
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3. Notall of the pages in each medical record
indicated at least one patient identifyer on each
page. if a sheet without a patient identifyer were
to become seperated from the medical record
cover, it would be difficult, if not impossible, to
determine which patient's medical record it

belonged in.

C. Based on observation on a review of
documents, and medical record review of #20, it
was determined that the facility failed to ensure
an accurate medical record.

Findings include:

Reference: The facility policy titled, "Informed
Consent Policy,” states "... The evaluating
physician, treating physician and counselor
together shail obtain appropriate informed
consent from patients...before starting any
treatment or activity that presents a risk to the
patient's health or safely...Treatments and
activities requiring informed consent
include...Anesthesia...All operative
procedures...Non-surgical Abortion..

1. On WM, this surveyor followed Patient #20
throughout her stay at the ASC,

a. Medical record #20 contains a document titled,
"Counseiing," which contains check marks in
boxes next to the words, "The available methods
anesthesia (sic) and their risks and benefits have
been reviewed," and "Birth Control Methods have
been reviewed". This document is signed by Staff
#12,
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Patient#2u met with Staff #12, the facility

counselor. During this meeting, Staff #12 gave
Patient #20 the facility "Consent for Termination
of Pregnancy and Anesthesia” tg sign, This
consent includes risks of anesthesia and the
procedure. However, Staff #12 failed to review
the available methods of anesthesia and their
risks and benefits and failed to review birth
control methods with Patient #20.

b. The “Consent for Termination of Pregnancy
an sthesia" in medical record #20 dated
ﬂcontains signatures on the lines titied,
"Evaluating Physician," and “Treating Physician."
However, the evaluating physician and the
treating physician failed to inform Patient #20 of
the anesthesia risks and benefits or the risks and
benefits of the surgical procedure, prior to the
procedure on 1/20/11 at 1:30 PM.

416.48(a) ADMINISTRATION OF DRUGS

Drugs must be prepared and administerad
according to established policies and acceptable
standards of practice,

This STANDARD is not met as evidenced by:
Based on a review of medical records and staff
interview, it was determined that the facility failed
to ensure that a physician order was in place to
discontinue the intravenous solution andfor the
hep lock from the patient,

Findings include:

1. In 20 of 20 medical records reviewed on

Q 162

Q 181
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1/20/11 and 1/25/11, there was no evidence that
a physician order was written to discontinue the
intravenous and / or hep lock from the patient.

2. This was confirmed by Staff #9 and Staff #15,
Q220 416.50 PATIENT RIGHTS Q220

The ASC must inform the patient or the patient's
representative of the patient's rights, and must
protect and promote the exercise of such rights.

This CONDITION is not met as evidenced by:
Based on observation, document review, patient
interview and medical record review, it was
determined that the facility failed to promote and
exercise patient rights.

Findings inciude:

1. The facility failed to provide patients with
verbal and written notice of the facility’s patient
rights, in advance of the date of the procedure,
(Cross refer Q221).

2. The facility failed to provide patients with
disclosure of information in writing regarding
physician financial interests or ownership in the
ASC, in advance of the date of the procedure.
(Cross refer Q223),

3. The facility failed to provide patients with
information concerning its policies on advance
directives, including a description of applicabie
State health and safety laws, in advance of the
date of the procedure. (Cross refer Q224).

4. The facility failed to fully inform patients about
treatment options and failed to ensure that
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patients are given the information needed in order
to make an informed decision regarding care,
{Cross refer Q229).
5. The facility failed to ensure that patients are
treated with respect and dignity. (Cross refer
Q232),
Q 221} 416.50(a)(1) NOTICE OF RIGHTS Q221

The ASC must provide the patient or the patient's
representative with verbal and written notice of
the patient's rights in advance of the date of the
procedure, in a language and manner that the
patient or the patient's representative
understands.

This STANDARD is not met as evidenced by:
Based on observation, patient interview and
medical record review on 1/20/11, it was
determined that the facility failed to provide
patients with verbal and written notice of the
facility's patient rights, in advance of the date of
the procedure.

Finding include:

1. on [ - 20 <ot
that she was not informed of nor did she receive
a copy of the facility's patient rights prior to

2, Medical Record #1 contained documentation
that Patient #1, whose procedure was on
signed a document attesting to the fact that she
d a copy of the facility's patient rights on
» rather than in advance of the date of the
procedure.
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3. Medical Record #3 contained documentation
that Patient #3, whose procedure was OF
signed a document attesting to the fact that she
received a copy of the faciiity's patient rights on

rather than in advance of the date of the
procedure,

4. Medical Record #4 contained documentation
that Patient #4, whose procedure was o )
signed a document attesting to the fact that she
received a copy of the facility's patient rights on

rather than in advance of the date of the
procedure.

5. Medical Record #6 contained documentati
that Patient #6, whose procedure was orﬂ

signed a document attesting to the fact that she
receiﬁr a copy of the facility's patient rights on

rather than in advance of the date of the
procedure,

6. Medical Record #8 contained documentation
that Patient #8, whose procedure was o_
signed a document attesting to the fact that she
received a copy of the facility’s patient rights on

, rather than in advance of the date of the
procedure,

416.50(a)(1)(ii) NOTICE - PHYSICIAN
OWNERSHIP

The ASC must also disciose, where applicable,
physician financial interests or ownership in the
ASC facility in accordance with the intent of Part
420 of this subchapter. Disclosure of information
must be in writing and furnished to the patient in
advance of the date of the procedure,

This STANDARD s not met as evidenced by:"

Q221

Q223
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A. Based on observation and patient interview on
_ it was determined that the facility failed to
provide Patient #20 with disclosure of information
in writing regarding physician financial interests or
ownership in the ASC, in advance of the date of

the procedure.

Findings include;

On , Patient #20 stated that
she did not receive a copy of the facility's
disclosure of information in writing regarding
physician financial interests or owrmhe
ASC prior to the visit scheduled fo
While the facility couns 12 interviewed
Patient #20 o I, Staff #12
advised Patient #20 of the physician ownership of
ASC. | jor to Patient #20's procedure on
I, rather than in advance of the

B. Based on medical record review and staff
interview, it was determined that the faciiity failed
to provide the patients with disclosure of
information in writing regarding physician financial
interests or ownership in the ASC, in advance of
the date of the-procedure.

Findings include:

1. On 1/20/11 and 1/25/11, during a review of
medical records #1 through #19, the facility was
unable to provide evidence that the patients
received disclosure of information in writing
regarding physician financial interests or
ownership in the ASC, in advance of the date of
the procedure.

2. This was conﬁ_rmed by Staff #15.
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The ASC must comply with the following
requirements:

(i} Provide the patient or, as appropriate, the
patient's representative in advance of the date of
the procedure, with information concerning its
policies on advance directives, inciuding a
description of applicable State health and safety
laws, and, if requested, official State advance
directive forms.

(ii) Inform the patient or, as appropriate, the
patient's representative of the patient's rights to
make informed decisions regarding the patient's
care.

(iii) Document in a prominent part of the
patient's current medical record, whether or not
the individual has executed an advance directive.

This STANDARD is not met as evidenced by:
on observation and patient interview on
ft was determined that the facility failed to
provide Patient #20 with information concerning
its policies on advance directives, including a
description of applicable State health and safety
laws, in advance of the date of the procedure,

Findings inciude:

O -- - 20 sictco o
she did not receive information about the facility's
policies on advance directives prior to the visit
scheduled forllM \While the facility
counselor, interviewed Patient #20 on
w—, Staff #12 asked Patient _
#20 about a "Living Will* jus to Patient #20's
procedure on rather than in
advance of the date of the procedure,
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B. Based on medical record review and staff
interview, it was determined that the facility failed
to provide the patients with information
concerning its policies on advance directives,
including a description of applicable State heaith
and safety laws, in advance of the date of the
procedure,

Findings include:

1. On 1/20/11 and 1/25/1 1, in a review of medical
records #1 through #19, the facility was unable to
provide evidence that the patients received
information concerning its policies on advance
directives, including a description of applicable
State heaith and safety laws, in advance of the
date of the procedure.

2. This was confirmed by Staff #15.
416.50(b)(1)(ili) EXERCISE OF RIGHTS -
INFORMED CONSENT

[The patient has the right to -]

Be fully informed about a treatment or
procedure and the expected outcome before it is
performed,

This STANDARD is not met as evidenced by:
Based on document review and observation on

it was determined that the facility failed to
fully inform Patient #20 about her treatment
options, failed to ensure that Patient #20 was
given the information needed in order to make an
informed decision regarding her care and failed to
follow the facility policy titled “Informed Consent
Policy" prior to Patient #20's anesthesia and
procedure,

Q224

Q229
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Findings include:

Reference: The facility poiicy titled "Informed
Consent Policy" states "...The evaluating
physician, treating physician and counselor
together shall obtain appropriate informed
consent from patients...before starting any
treatment or activity that presents a risk to the
patient's health or safety... Treatments and
activities requiring informed consent
include...Anesthesia,. All operative
procedures...Non-surgical Abortion..."

1. 0 this surveyor followed Patient #20
throughout her stay at the ASC.

a, On— Patient #20

Staff #12, a counsela

T #12°1s not a health care
professional, but a counselor. Staff #12 failed to
direct Patient #20's question aboyt | LE
member of the facility medical staff.

b. On__.., Staff #12, counselor,

gave Patient #20 the surgical consent to sign.
The evaluating physician and the treating
physician failed to inform Patient #20 of the
anesthesia risks and benefits or the risks and
benefits of the surgic prior to the
procedure on
Q 232 416.50(c)(2) SAFETY

{The patient has the right to -
Receive care in a safe setiing

This STANDARD is not met as evidenced by:

Q229

Q232
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Based on document review and observation on
M it was determined that Patient #20 did
not receive care in a safe setting.

Findings include:

Reference: The facility, "Protocol for Stocking of
OR/PACU Suppiy Storage Closets," states, ". .
-Medical assistants are responsible for
maintaining adequate stock in the supply storage
closets. . After restocking, the medical assistant
will sign and date the supply storage sheet (see
attached). .. "

1. O Patient #20, while in
the facility recovery room, stated to Staff #13 that
she was "feeiing sick." Staff #13 gave Patient
#20 a garbage can, that was sitting on the floor
next to the stretcher, to use as an emesis basin.
There were no emesis basins available in the
recovery room area o N
Providing a trash can rather than an emesis basin
did not provide for the patient's emotional health
and safety, of which respect and dignity are
components.

2. The supply storage sheet, mentioned in the
Referece above, failed to contain emesis basins,
which Patient #20 required, as a supply to keepin
the Supply Storage Closet, :
Q 242 416.51(b) INFECTION CONTROL PROGRAM Q242

The ASC must maintain an ongoing program
designed to prevent, control, and investigate
infections and communicable diseases. In
addition, the infection control and prevent
Program must include documentation that the
ASC has considered, selected, and implemented
nationally recognized infection control guidelines.
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Q 242 | Continued From page 17
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17

This STANDARD is not met as evidenced by:

A. Based on observation, staff interview and a
review of documents on 1/20/1 1, twas
determined that the facility failed to implement
infection control policies and failed to maintain an
infection control program that follows up on each
patient after discharge, in order to identify and
investigate infections associated with the patient's
stay in the ASC.

Findings include;

1. Staff #8 stated on 1/20/11 that the facility
follows CDC (Centers for Disease Control) for
infection control policies.

Reference #1: The CDC "MMWR October 25,
2002 Guideline for Hand Hygiene in Heaith-Care
Settings" states "...When washing hands with
soap and water, wet hands first with water, apply
an amount of product recommended by the
manufacturer to hands, and rub hands together
vigorously for at least 15 seconds, covering all
surfaces of the hands and fingers..."

Reference #2: The facility policy fitled,
“Bloodborne Pathogen Exposure Control Plan,"
states "...All personnel participating in direct
patient care practices must wash hands for 10
seconds before and after patient contact
regardiess of the use of gloves..."

Reference #3: The facility policy titled, "Hand
Hygiene," states "...Wash hands thoroughly and
effectively with running water and soap...Using

Q242
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fingers scrub for'10-15 seconds...Wash h

or are visibly soiled with blood or other bo
fluids..."

washing hands for 15 seconds with soap
water.

examination room, performing a vaginal

friction on front and back of hands and between

ands

with soap and water.. When hands are visibly
dirty or contaminated with proteinaceous materia)

dily

1. The facility policies in References #2 and #3
aboveé fail to follow the CDC recommendation of

and

2 O - #10, wnie
wearing gloves, was observed in the facility

examination of Patient #20. After removing
histher gloves, Staff #10 did not wash his/her

hands and, then, without donning gloves,
the facility ultrasound machine to perform

proceeded to document on Patient #20's

prior to leaving the examination room. St
to comply with facility policy in Reference
above,

Reference #4: The facility policy titled,
"Surveillance for Health Care Associated

of any complications including symptoms

utilized
a

uterine ultrasound. Staff #10 typed information
into the ultra sound computer system and

paper

medical record with a pen, Staff #10 then
removed his/her gloves and washed his/her
hands with hand gel, rather than soap and water,

aff falled
#2,

Infections,” states, “...Data Collecting...Patients
will be encouraged to return to center two weeks .
Post procedure for examination and investigation

of

infection. Patients will be provided verbal and
written instructions on discharge which includes
information on symptoms of infection and 5 mail
in card to complete as to whether or not there
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was any evidence of this...Report of Infection
Investigation will be completed for each
suspected infection...Infections will be reported on
Monthly Report of lnfections...Reports will be
reviewed monthly by Infection Control

Committee...Data on percent of mail in cards
returned will be reported...”

{ Q242

1. When asked on 1/20/11 at 11:08 AM, about
how the facility monitors ang tracks patient
infectio'ps, Staff #8 stated, "Npt all of the patients

survey form. If the patient has a primary
physicfan. a letter is sent to the physician asking

every six months."

a. Upon request on 1/20/11, Staff #8 could not
provide evidence of how patients who do not
return to the facility for the follow up visit or who

do not have a Primary physician are followed or
tracked for evidence of infections. Staff #g

b. Documentation Provided by Staff #8 of the
facility "Infection Control Commitiee” meetings
failed to include data regarding infections
reported on the "mail in cards" or data regarding

the percentage of "majl in cards" completed and
returned by patients.

c. The facility failed to comply with its policy,
Reference #4.
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Q242

Based on a review of the facility infection
ntrol plan, a review of the Personnel filas of four
Employees (#1, #2, #4, and #5) ang interview with
administrative staff it was determined that the
facility dig not implement @ policy regarding the
fubella ang fubeola statys of employees.

Findipgs includg:

Associates' stateq: "NJDHSS {New Jersey
Department of Health ang Senior Services),

A ( Occupationaj Safety and Heaith
Administration), and CDC {Centers for Disease
Control) standards arg followed, All
employees born after 1957 are Screened for
fubeola, Aj) employees are Screened for rubelia,

2. Review of the Personnel files of Employees #1
and #5 lackeg evidence that the eMmployees were
Screened for rupejja or fubeola statys,

3. Administrator #2, at 1:15pm on January 20,
11, confirmeq the findings, .

C. Based on g review of the facility infection
control plan, g review of the Personnel fileg of four
Employees (#1, 42, #4, and #5) and interview with
administrative staff it was determined that the
facility dig not impiement 5 policy regarding
Physical examinations of employees.

Findings include:
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1. The EMPLOYE

Q242
facility 'Infection pr,

3. Administrator #2, at 1:1 5pm on January 20,
M1, confirmed the findings.
416.52(a)(1 ) ADMISSION ASSESSMENT
Not more than 30da

¥s before the date of the
scheduled Surgery, each patient myst have a
comprehensive medical history ang Physical
assessment completed p

Y @ physician (as defined
in section 1§61(r) of the Act)

Q261

Q261

This STANDARD s not met as evidenced by:
Based on g review of Medical records and staff
interview, it was determineg that the facility faileg
patient hag g com

Findings include;

1. 20 0F 20 medical records reviewed on 1/20/11
and 1/25/11 lacked evide

nce of a Comprehensive
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Q 261 Continueg From page 22 Q261
medical history and Physical assessment.
a. In 20 of 20 medical recorgs, 5 "Physical e
Examination” was documented with the foliowing
areas checked off: "Abdomen, Extremities,
Adnexae, External Genitalia, Vagina / Cervix and
Uterus week size "
b. This was confirmed by Staff #g and Staff #15,
Q26741 6.52(c)(3) DISCHARGE WITH RESPONSIBLE Q 267
ADULT
[The ASC must -]
Ensure all patignts are discharged in the
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surgery. In extenuating circumstances, (patient's
ride leaves, patient has privacy issues), the

patient's transportation must be arranged by our
counseling staff or the patient herself if she
prefers. Every effort must be magde to find
another escort, If one is not available, a taxi or
medical transportation will be called.”

1. The above referenced policy indicated that
only patients who receive conscious sedation or
deep sedation must be discharged in the
company of a responsible adult. Exemptions
must be specific to the individual patient. Blanket
exemptions to entire classes of patients are not
permitted, Additionaily, the policy allows patients
who have undergone conscious or deep sedation
to be discharged without the company of a
responsible adult if the facility fails to find one for
the patient.

2. Staff #3, on the afternoon of January 20, 2011,
stated that patients who not receive conscious or
deep sedation are not required to be discharged
in the company of a responsible adult, nor does
the attending physician write an order that the
patient may be discharged without a responsible
adult in instances when the patient does not
receive conscious or deep sedation.
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K 029 416.44(b)(1) LIFE SAFETY CODE STANDARD K029

Hazardous areas Separated from other parts of
the building by fire barriers have at least one hour
fire resistance rating or such areas are enclosed
with partitions and doors and the area is provided
with an automatic sprinkler system. High hazard
areas are provided with both fire barriers and
sprinkler systems 38.3.2,30.3.2

This STANDARD is not met as evidenced by:
Based on observation, it was determined that the
faciiity failed to Seéparate hazardous areas from
other parts of the building with self closing doors,

Findings inciude:

1. On 1/20/11, at 11:50 AM, in the presence of
Staff #9, the door to the furnace room could not
latch due to the door strike not being in place,

—— i —_—
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a. Upon request on 1/20/1 1, Staff #8 couid not
provide evidence of how patients who do not
return to the facility for the follow up visit, or who
do not have a primary physician, are followed or
tracked for evidence of infections, and stated “If
we don't see them here, and we don't know the
identity of the primary physician, we don't do
anything" about following up on possible
infections,

Q 104 | 416.44(b) SAFETY FROM FIRE Q104

(1) Except as otherwise Provided in this section,

1 the ASC must meet the provisions applicable to
Ambulatory Health Care Centers of the 2000
edition of the Life Safety Code of the National Fire
Protection Association, regardless of the number-.
of patients served. The Director of the Office of
the Federal Register has approved the NFPA
101@ 2000 edition of the Life Safety Code, issued
January 14, 2000, for incorporation by reference
in accordance with 5 U.S.C. 552(a) and 1 CFR
part 51. A copy of the Code js available for
inspection at the CMS Information Resource
Center, 7500 Security Boulevard, Baltimore, MD
and at the National Archives and Records
Administration (NARA). For information on the
availability of this material at NARA, call
202-741-6030, or gofo
http:llwww.archives.govlfederalregisterlcode_of_f
ederal-regulationsiibr’_locations.htm!.

Copies may be obtained from the National Fire
Protection Association, 1 Batterymarch Park,
Quincy, MA 02269, If any changes in this edition
of the Code are incorporated by reference, CMS
will publish notice in the Federa! Register to
announce the changes.

(2) In consideration of a recommendation by the
State survey agency, CMS may waive, for periods
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PRINTED: 02/1472011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391 _
STATEMENT OF DEFICIENCIES (X1 PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
, : A BUILDING
31C0001006 i, WiNG 01/25/2011

NAME OF PROVIDER OR SUPPLIER
METROPOLITAN SURGICAL ASSOCIATION

STREET ADDRESS, CITY, STATE, ZIP CODE
40 ENGLE STREET
ENGLEWOOD, NJ 07631

{X4) iD SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
Q 104 | Continued From page 2 Q 104

deemed appropriate, specific provisions of the
Life Safety Code which, if rigidly applied, would
result in unreasonable hardship upon an ASC, but
only if the waiver will not adversely affect the
health and safety of the patients.

(3) The provisions of the Life Safety Code do not
apply in a State if CMS finds that a fire and safety
code imposed by State law adequately protects
patients in an ASC.

(4) An ASC must be in compliance with Chapter
21.2.9.1, Emergency Lighting, beginning on
March 13, 2008.

(5) Notwithstanding any provisions of the 2000
edition of the Life Safety Code to the contrary, an
ASC may place alcohol-based hand rub
dispensers in its facility if:

(i) Use of alcohol-based hand rub dispensers
does not conflict with any State or local codes that
prohibit or otherwise restrict the placement of :
alcohol-based hand rub dispensers in health care
facilities;

() The dispensers are installed in a manner
that minimizes leaks and spills that could lead to
falls;

(iii) The dispensers are installed in a manner
that adequately protects against inappropriate
access; and

(iv) The dispensers are installed in accordance
with the following provisions:

(A) Where dispensers are installed in a
corridor, the corridor shall have a minimum width
of 6 ft (1.8m);

(B) The maximum individual dispenser fivid
capacity shall be:

(1) 0.3 gallons (1.2 liters) for dispensers
in rooms, corridors, and areas open to corridors
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METROPOLITAN SURGICAL ASSOCIATES

40 Engle Street
Englewood, NJ 07631
Tel: (201) 567-0522 Fax: (201) 816-9863

Email: metmedical@aol.com

May 25, 2011

Department of Health and Senior Services
Attn: Louise A, Steska, MSN, RN

PO Box 367

Trenton NJ, 08625-0367

RE: Metropolitan Surgical Associates
Addendum to Plan of Correction

Dear Ms. Steska:

Sincerely,

)

" Susan Martinelf
’ Administrator
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ADDENDUM TO FEEDERAL PLAN OF CORRECTION lL L ’4\
O

3. The Facility Administrator wi]]

be responsible for mo
report to the Infection Control

nitoring compliance and will
Committee,

May 25, 2011
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IADDENDUM TO FEDERAL PLAN OF CORRECTION

Q162 Po@ Adc/enidd"/) #1

3. The cited deficiencies of Practice relating to CFR 416.47(b) are to be addressed as
follows:

\L. (i) and (ii): The Consent for Cervical Dilators was incorporated into the
ﬁﬂ main Consent form so that Doctors are now required to sign the Cervical
{] Pf, Dilator Consent. Both the Evaluating and Operating Physician are required

.

to sign the Consent Form in order for a patient to recejve care. Monthly

Q220

4. The Facility Administrator will monitor the scheduling of appointments and
review this new form of documentation for completeness on a weekly basis; the
findings will be reported to the Quality Assurance Committee. The administrator

Q221 M_{]}}/ﬂﬂf



Q3
4,

Q224

Q229

5.

oF gu! p

The Facility Administrator will monitor the scheduling of appointments and
review this new form of documentation for completeness on a weekly basis; the

is also observing staff making appointments on a weekly basis in order to ensure
all requirements are being met; her findings will be reported to the Quality
Assurance Committee,

1

VARSI C
The Facility Administrator will monitor the scheduling of appointments and
review this new form of documentatjon for completeness on a weekly basis; the
findings will be reported to the Quality Assurance Committee, The administrator
is also observing staff making appointments on a weekly basis in order to ensure
all requirements are being met; her findings will be reported to the Quality
Assurance Committee,

oS\l

To monitor this corrective action the Evaluating Physicians wil] attend one
session with each of the counselors on a weekly basis for g period of two months
to assure that they are not exceeding the scope of their practice. They wil report
findings to the Medical Director and the Quality Assurance Committee,

April 1, 2011 - May 31, 2011
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The plan of correction will be implemented to Survey potential patients starting from the
beginning of the year.

The corrective action systematically addresses this cited concern so that future patients will
not be affected.

reporting data cards, the serial contact of both private and institutional referrers regarding
possible complications experienced by their patients, as well as, contact patients directly to
as about possible Post-op complication,

As with current practice, each response that indicates a potential infection will be brought to
the attention of the Infection Control Designee (ICD). An Infection Investigation will

This Plan of Correction should be effective by 3/31/2011

The cited deficiency that may have affected patients has been addressed and a corrective
action has been accomplished.

The corrective action Systematically addresses this cited concern so that future patients will
not be affected.

The ABHRs in the pre-op nurse station and the PACU have been moved and are no longer
located above electrical boxes,

The facility’s Fire/Disaster Plan Coordinator, the Medical Director and the Chairman of the
Board have conducted an inspection of the premises to ensure that the facility meets the

Safety Code of the National Fire Protection Association, Potential non-conforming
conditions will be rectified so as to ensure this deficient practice will not recur. The results of
the inspection will be reported at the ensuing Quality Assurance Meeting and to the facility’s
Fire Prevention Consultant.

The corrective action has been completed as of 2/8/2011

oK
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1. The cited deficiency that may have affected
action has been accomplished.

O\l'\x{#

2. The corrective action systematically addresses this cited concern so that future patients will
not be affected,

3. Asaresult of the cited deficiency, the Medical Director and the Senior Staff Anesthesiologist
reviewed CFR 416.44(c). A list of the necessary medical equipment was placed in Anesthesia
Policy and Procedure Manual for reference.

4. This equipment is expected by 2/25/11, the Medical Director will then report to the Quality
Assurance Committee of the completion of this corrective action. Going forward, the Senior

5. The corrective action has been completed as of 2/25/2011

Q162

1. The cited deficiency that may have affected patients has been addressed and a corrective
action has been accomplished,

2. The corrective action Systematically addresses this cited concern so that future patients will
not be affected.

3. The cited deficiencies of practice relating to CFR 416.47(b) are to be addressed as follows:
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a. The “Consent for Cervical Dilators” form will be amended by 2/25/11 to include a &
section for the signature of the physician obtaining patient consent.

b. On 2/22/11 forms which may be part of the medical record will be reviewed, any that
do not provide a section for patient identification will be amended to do so by
3/25/11.

c. By 2/23/11 the Facility Administrator and the Medical Director will issue to the
counselor and physician staffs a memorandum pertaining to these cited deficiencies.

(L"\Cd\é \\)-‘ O™ The memorandum will review:
e

i. That all patient sheets must be labeled so as to be properly identifiable.

( ii. That it is the duty of the Physician prior to the start of any procedure to
assure that proper informed consent has been obtained and so documented.

iii. That the operating physician and the Anesthesiologist together again obtain
\ consent before performing a proposed procedure, -

: _ g\\
Patients has been addressed and a corrective &\
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iv. That the medical record must be accurate as to the treatment and
management plans actually discussed.

4. Measures to assure the proper implementation of this plan of correction will include:

a. A mandatory meeting of the Physician and Counseling staffs no later than 31111 to
review potential concerns and address questions relating to the corrective actions,

b. The Director of Nursing will review, as part of the monthly Chart Audits, the medical
records for proper documentation and report to the Quality Assurance Committee on
a continuing basis,

¢. The importance of maintaining accurate and complete records, as well as, the proper
obtainment of informed consent will be reviewed as part of the orientation of new
staff.

d. Identified lapses will be addressed via the Quality Assurance Committee.

5. Dates for implementation are as delineated above,

Q181

1. The cited deficiency that may haye affected patients has been addressed and a corrective
action has been accomplished.

2. The corrective action systematically addresses this cited concern so that future patients wiil
not be affected.

3. This deficiency of practice will be addressed in 2 parts.

8. A memorandum was issued to all physicians on 2/23/11 informing them of this
identified deficiency and reminding them that acceptable standards of practice require
an order, both for the administration and discontinuance of medications, as well as, IV
locks.

b. Secondly, to help provide a systemic correction, the orders section of the chart wiil
be amended to aliow for better clarity and ease in adhering to this policy. The
Medical Director will draft these changes and submit them to the Quality Assurance
Committee for approval. This wiil be done by 3/14/11,

4. This plan of correction will be monitored for compliance by incorporating its review into the
monthly Chart Audit process. Follow up and remedial action for identified deficient
physicians will rest with the Quality Assurance Committee.

5. The final parts of Plan of correction should be complete by 3/14/11,

2 9
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1. The cited deficiency that may have affected patients has been addressed and a corrective
action has been accomplished,

2. The corrective action systematically addresses this cited concern so that future patients will
not be affected.

3. Upon the scheduling of appointments, phone operators will ask each patient how they would
like to receive necessary documents that the patient must review prior to their visit;
including the “Patient Rights” form, the “Ownership Disclosure” form and the “Advance
Directives” form. The operator will document whether the patient requested the documents
via fax, mail or whether the patient will download the forms from our website. Thus all
documents are made available to patients in writing prior to their visit to the facility
eliminating the possibility of the deficient practice to recur.

The Faculty Administrator will monitor the scheduling of appointments and review this new
form of documentation for completeness; the findings will be reported to the Quality

Assurance Committee
n)fV 5. The corrective action has been completed as of 2/15/2011

I. The cited deficiency that may have affected patients has been addressed and a corrective
action has been accomplished.

2. The corrective action systematically addresses this cited concern s0 that future patients will
not be affected,

3. Upon the scheduling of appointments, phone operators will ask each patient how they would

like to receive the “Patient Rights” form. The operator will document whether the patient

)b\ | i\ requested the document via fax, mail or whether the patient will download the forms from

3 our website. Thus this document is made available to patients in writing prior to their visit to
\'\e > the facility, eliminating the possibility of the deficient practice to recur.

1
W d————4—The Faculty Administrator will monitor the scheduling of appointments and review this new
h0 form of documentation for completeness; the findings will be reported to the Quality

}x(’ Assurance Committee

3. The corrective action has been completed as of 2/15/2011

Q223

l. The cited deficiency that may affected patients has been addressed and a corrective action
has been accomplished.
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not be affacted.

Upon the scheduling of appointments, phone operators will ask each patient how they would
like to receive the “Ownership Disclosure” form. The operator will document whether the
patient requested the document via fax, mail or whether the patient will download the forms
from our website. Thus, this document is made available to patients in writing prior to their
visit to the facility, eliminating the possibility of the deficient practice to recur.

The Faculty Administrator will monitor the scheduling of appointments and review this new

V\'Y\’.Q\N__’”fuuu O1 documentation for completeness; the findings will be reported to the Quality

e

Assurance Committee.

The corrective action has been completed as of 2/15/2011

The cited deficiency that may have affected patients has been addressed and a correctjve
action has been accomplished.

The corrective action systematically addresses this cited concern so that future patients will
not be affected,

Upon the scheduling of appointments, phone operators will ask each patient how they would
like to receive the “Advance Directives” notification. The operator will document whether
the patient requested the document via fax, mail or whether the patient will downioad the
forms from our website. Thus, this document is made available to patients in writing prior to
their visit to the facility, eliminating the possibility of the deficient practice to recur.

The Faculty Administrator wijl monitor the scheduling of appointments and review this new

W

A

Q229
1.

\

x‘\K o

\
o @\

form of documentation for completeness; the findings will be reported to the Quality
Assurance Committee.

The corrective action has been completed as of 2/23/2011

The cited deficiency that may have affected patients has been addressed and a correctjve
action has been accomplished.

The corrective action systematically addresses this cited concern so that future patients will
not be affected.

Policy”. A memorandum will be drafted by 2/24/1 1, and issued by the Facility Administrator

£ }] Q‘\\Jj\.‘ The plan of correction focuses on the proper implementation of the “Informed Consent
‘Q
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and the Medical Director to all Medical and Counseling staff members. It will emphasize the
requirement that physicians adequately review proposed procedures with patients as part of

Al



Pregnancies.

A mandatory meeting of the Physician and Counseling staffs, chaired by the Medical
Director and the Facility Administrator will be held no later than 3/11/11. The meeting will
review the scope of practice, as well as, the responsibilities of each staff,

To monitor this corrective action the Evaluating Physicians will attend sessionsg with each of
the counselors to assure that they are not exceeding the scope of their practice. They wil}
report findings to the Medical Director and the Quality Assurance Committee,

The plan of correction has been compieted as of 3/] 172011

The cited deficiency that may have affected patients has been addressed and a corrective
action has been accomplished.

Emesis basins have been added to the “Supply Storage Sheet” so that there is a daily
restocking of this supply for the PACU. The Head Nurse shall conduct several spot
inspections to ensure that there are an adequate number of emesis basins in the PACU.

By being placed on the “Supply Storage Sheet” and monitored for proper stocking, there
should be no further shortage of readily accessible emesis basins in the PACU. The Head

On 2/22/2011 the Infection Control Committee approved revisions tg the Bloodbourne
Pathogen Exposure Contro] Plan and the Hand Hygiene policy to more accurately reflect the
CDC “MMWR October 25, 2002 Guidelines for Hand Hygiene in Health-Care Settings”. Also
a hand washing in-service will be conducted for applicable staff members to assure the



Control Committee minutes will further reflect the ongoing review of Health Care Associated
Infections, including follow up on data cards returned by patients.

As part of the monitoring of this plan of correction, the facility’s Infection Control
Specialist shail add to her quarterly review a hand-washing monitoring review to make sure
that all staff and employees are remaining consistent with the updated Policy. Any
employee or staff member deviating from the hand washing policy shall immediately be
corrected and receive a personal hand washing in-service. The Infection Control Committee
will oversee the monitoring and investigation of health care related infection in its monthly
meetings, —_—

3. This corrective action has been completed as of 2/22/201 1

Q242B

The cited deficiency that may have affected patients has been addressed and a corrective
action has been accomplished.

The corrective action systematically addresses this cited concern so that future patients will
not be affected.

prior to start of employment,

5. This corrective action has been completed as of 2/22/201 |

Q242C

I. The cited deficiency that may have affected patients has been addressed and a corrective

action has been accomplished.

The corrective action systematicaily addresses this cited concern so that future patients will
not be affected.

The facility will require that a physical exam has been performed and documented in the
personnel files per the Infection Prevention and Control Organizational Plan Metropolitan
Medical Associates prior to the start of a staff member’s employment thug ensuring the cited
deficiency will not recur,

The Administrator wili ensure that proper documentation is present in the personnel file
prior to the start of employment.

This corrective action has been compieted as of 2/22/2011
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1. The cited deficiency that may have affected patients has been addressed and a corrective
action has been accomplished,

2. The corrective action systematically addresses this cited concern so that future patients
will not be affected,

3. The patient medical chart will be revised to comply with the 416.52(a)(1) statutory é@ X
definition of a comprehensive History and Physical. &

4. The completeness of the History and Physical will be assessed by incorporating its review ('\/
into the monthly Chart Audit conducted by the Director of Nursing. It’s successful
implementation, or shortcomings will be reported to the Quality Assurance Committee.

5. Revised documents will be drafted by the Medical Director and submitted to the Quality
Assurance Committee for review by 3/4/11 and will be used thereafter.

Q267
I. The cited deficiency that may have affected patients has been addressed and a corrective QO’E
action has been accomplished, =
A\
e

2. The corrective action Systematically addresses this cited concern so that future patients will
not be affected,

3. The Quality Assurance Committee convened for a meeting on 2/24/2011 and updated the
facility’s “Discharge Criteria” so as to eliminate blanket exemptions to entire classes of
patients,

4. The Quality Assurance Committee conducted a review of its “Discharge Criteria” and
concluded that upon discharge, patients must be accompanied by another person that accepts
responsibility for that patient. If extenuating circumstances exist and a patient cannot
arrange for an escort, it will be the responsibility of the operating physician to approve an
alternate discharge plan. Thus, discharge plans that fall outside of the facility’s discharge

parameters must be determined on an individualized basis and be based upon the judgment of
the patient’s attending physician.
5. This corrective action has been completed as of 2/24/2011 @

..—_—______—,
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1. The cited deficiency that may have affected patients has been addressed and a corrective
action has been accomplished.

2. The corrective action systematically addresses this cited concern so that future patients will
not be affected.



5. This corrective action has been completed as of 2/8/2011
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