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This report is the result of a special monitoring 

survey conducted on May 20, 2013, at the PPSP 

Far Northeast Health Center.  It was determined 

that the facility was in compliance with the 

requirements of the Pennsylvania Department of 

Health Regulations § 28 Pa Code, Chapter 29, 

Subchapter D, Ambulatory Gynecological Surgery 

in Hospitals and Clinics.
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This report is the result of an unannounced onsite 

complaint investigation (CHL13C674N) completed 

on May 20, 2013, at PPSP Far Northeast Health 

Center.  It was determined that the facility was not 

in compliance with the requirements of the 

Pennsylvania Department of Health ' s Rules and 

Regulations for Ambulatory Care Facilities, Annex 

A, Title 28, Part IV, Subparts A and F, Chapters 

551-573, November 1999.
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51.6 (b) Indentification of Personnel

51.6. Identification of personnel

 (b) The identification tag shall include the individual's full 

name.  Abbreviated professional designations  

may be used only when the designation  indicates licensure 

or certification  by a Commonwealth agency, otherwise  the 

full title shall be printed on the  tag.

This REGULATION is not met as evidenced by:

Completion 

Date:

06/07/2013

Status:

APPROVED

Date:

06/10/2013

All PPSP staff are issued photo IDs 

that include first and last names, and 

it is agency policy that these name 

tags be worn during working hours.  

It is the responsibility of the Center 

Manager to ensure all staff are in 

compliance with the policy at all 

times.  The Manager at the Far 

Northeast Center has reviewed the 

policy with all center staff and will 

ensure badges are worn by all 

personnel at all times.
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Based on observation and interview with staff 

(EMP), it was determined the facility failed to ensure 

health care facility staff identification tags contained 

the individual's full name.

Findings include:

Observation on May 20, 2013 at 9:25 AM revealed 

EMP1 wearing an identification tag that did not 

display the individual's full name.

Interview on May 20, 2013, at 9:30 AM, with 

EMP1 revealed that it was the policy of the facility 

to allow employees to wear identification tags that 

only displayed the individual's first name, for safety 

reasons.
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