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This report is the result of an unannounced special 

monitoring survey completed on March 6, 2023, at 

Planned Parenthood Keystone - York. It was 

determined that the allegation that the facility failed 

to report a serious event was substantiated.   The 

facility identified the violation on its own and took 

effective corrective action prior to the investigation 

to include: Patient Safety Plan Review, education 

and training on the plan for all staff.  The corrective 

action was verified and reviewed during the 

investigation.

At the time of the investigation, 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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