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{Q 000} INITIAL COMMENTS {Q 000}

 A Conditional Revisit survey was conducted on 

October 18, 2021. The facility is not in 

compliance with 42 CFR Part 416, Conditions for 

Coverage for the following:

416.51  Infection Control

 

{Q 240} INFECTION CONTROL

CFR(s): 416.51

The ASC must maintain an infection control 

program that seeks to minimize infections and 

communicable diseases.

This CONDITION  is not met as evidenced by:

{Q 240}

 Based on document review and staff interviews, 

it was determined the facility failed to ensure that 

staff education and monitoring regarding infection 

control practices, is implemented.

Findings include:

1. The facility failed to conduct staff education on 

proper Operating Room (OR) cleaning and 

disinfection between cases, as indicated on the 

facility's plan of correction (PoC). 

2. The facility failed to monitor compliance with 

the proper cleaning and disinfection of the OR 

between cases, as indicated on the facility's PoC.

3. The facility failed to conduct staff education on 

the use of tape on equipment and manufacturer's 

instructions for use (IFUs) for cleaning and 

disinfecting glucometers, as indicated on the 

facility's PoC.

4. The facility failed to monitor compliance with 

 

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

10/28/2021

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.
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{Q 240} Continued From page 1 {Q 240}

the use of tape on equipment, and cleaning and 

disinfecting glucometers, as indicated on the 

facility's PoC.

5. The facility failed to conduct staff education on 

the discontinued use of the supplemental air 

cooling system in the clean workroom, as 

indicated on the facility's PoC.

6. The facility failed to monitor compliance with 

the discontinued use of the supplemental air 

cooling system in the clean workroom, as 

indicated on the facility's PoC.

7. The facility failed to conduct staff education on 

following the IFU for contact time for  

germicidal wipes, as indicated on the facility's 

PoC.

8. The facility failed to monitor compliance with 

the manufacturer's instructions for use for contact 

time when using  germicidal wipes, as 

indicated on the facility's PoC.

{Q 241} SANITARY ENVIRONMENT

CFR(s): 416.51(a)

The ASC must provide a functional and sanitary 

environment for the provision of surgical services 

by adhering to professionally acceptable 

standards of practice.

This STANDARD  is not met as evidenced by:

{Q 241}

 A. Based on document review and staff 

interviews, it was determined the facility failed to 

conduct staff education regarding proper OR 

cleaning and disinfection between cases, as 

indicated in the facility's Plan of Correction (PoC).
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{Q 241} Continued From page 2 {Q 241}

Findings include:

1. The facility's PoC, dated 9/30/21, states, 

"Systemic Change: 1. The facility will ensure that 

all surfaces in the OR are properly cleaned and 

disinfected between cases... The  

 will ensure that in-service 

education is completed, documented, and 

reported to the COC, which reports to the Board. 

... In-service education was completed as of 

August 31, 2021."

2. During the entrance conference at 10:00 AM, a 

request was made to Staff #1 and Staff #2 for the 

staff education conducted regarding the cleaning 

and disinfection of the OR between cases. No 

staff education was provided.

3. Upon interview at 11:30 AM, Staff #3 confirmed 

that there was no evidence that staff education 

regarding the cleaning and disinfection of the OR 

between cases, was conducted. 

B. Based on document review and staff 

interviews, it was determined the facility failed to 

monitor compliance with the proper cleaning and 

disinfection of the OR between cases, as 

indicated on the facility's PoC.

Findings Include:

1. The facility's PoC, dated 9/30/21, states, 

"Systemic Change: 1. The facility will ensure that 

all surfaces in the OR are properly cleaned and 

disinfected between cases... The  

 or 

designee will monitor compliance by random 
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{Q 241} Continued From page 3 {Q 241}

visual observation of each OR and document the 

observation in the OR Log daily. ... Monitoring 

has been ongoing since the date of the survey 

August 4, 2021."

2. During the entrance conference at 10:00 AM, a 

request was made to Staff #1 and Staff #2 for the 

observations documented on the daily OR Logs 

beginning August 4, 2021. The OR Logs provided 

did not include observations of the proper 

cleaning and disinfection of the OR between 

cases.

3. Upon interview at 11:30 AM, Staff #3 confirmed 

that the OR Logs did not include observations of 

the proper cleaning and disinfection of the OR 

between cases. 

C. Based on document review and staff 

interviews, it was determined the facility failed to 

conduct staff education on the use of tape on 

equipment and manufacturer's instructions for 

use (IFUs) for cleaning and disinfecting 

glucometers, as indicated on the facility's PoC.

Findings include:

1. The facility's PoC, dated 9/30/21, states, 

"Immediate Action Taken: 1. Tape was removed 

off the anesthesia cart... Systemic Change: 1. All 

clinical staff have been re-educated about the use 

of tape in the facility. ... Immediate Action Taken: 

1. Three (3) new glucometers were purchased, 

and the older units were discarded. 2. All clinical 

personnel have received training on the units, a 

review of the manufacturer's instructions for use 

as well as cleaning and disinfection. ... The 

 will ensure that 

in-service education is completed... In-service 
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education was completed as of August 15, 2021."

2. During the entrance conference at 10:00 AM, a 

request was made to Staff #1 and Staff #2 for 

staff education regarding the use of tape in the 

facility, and the staff education regarding the 

manufacturer's instructions for use for the 

cleaning and disinfection of glucometers. No staff 

education was provided.

3. Upon interview at 11:30 AM, Staff #3 confirmed 

that there was no evidence of staff education 

regarding the use of tape in the facility, or 

evidence of staff education regarding 

manufacturer's instructions for use for the 

cleaning and disinfection of glucometers.

D. Based on document review and staff 

interviews, it was determined the facility failed to 

monitor compliance with the use of tape on 

equipment, and cleaning and disinfecting 

glucometers, as indicated on the facility's PoC.

Findings include:

1. The facility's PoC, dated 9/30/21, states, 

"Immediate Action Taken: 1. Tape was removed 

off the anesthesia cart... Systemic Change: 2. 

The  

 

or designee will monitor compliance by 

visual observation of the anesthesia carts and 

document the observation on the audit log. ... The 

 are responsible to monitor 

compliance of the systemic changes weekly... 

Monitoring has been ongoing since the date of 

the survey, August 4, 2021. ... Immediate Action 

Taken: 1. Three (3) new glucometers were 

purchased, and the older units were discarded... 
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{Q 241} Continued From page 5 {Q 241}

2. Facility Policies and Procedures... and ongoing 

checks and rounds will be implemented to ensure 

systemic changes... The  are 

responsible to monitor compliance with the 

systemic changes at least monthly... Monitoring 

has been ongoing since the date of the survey, 

August 4, 2021."

2. During the entrance conference at 10:00 AM, a 

request was made to Staff #1 and Staff #2 for the 

monthly monitoring rounds regarding the use of 

tape in the facility and the cleaning and 

disinfecting of glucometers. No evidence of 

monthly monitoring was provided.

3. Upon interview at 11:30 AM, Staff #3 confirmed 

that there was no evidence of monthly monitoring 

regarding the use of tape in the facility and the 

cleaning and disinfecting of glucometers. 

E. Based on document review and staff 

interviews, it was determined the facility failed to 

conduct staff education on the discontinued use 

of the supplemental air cooling system in the 

clean workroom, as indicated on the facility's 

PoC. 

Findings include:

1. The facility's PoC, dated 9/30/21, states, 

"Immediate Action Taken: 1. The individual split 

room air handling unit that was observed and 

being used as a supplemental air cooling for the 

clean workroom was immediately disconnected 

and removed from use. ... Systemic Change... 3. 

All clinical staff have been educated about the 

discontinued use of the supplemental air cooling 

for the clean workroom."
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{Q 241} Continued From page 6 {Q 241}

2. During the entrance conference at 10:00 AM, a 

request was made to Staff #1 and Staff #2 for 

staff education conducted regarding the 

discontinued use of the split room air handling 

unit. No staff education was provided.

3. Upon interview at 11:30 AM, Staff #3 confirmed 

that there was no evidence of staff education 

conducted regarding the discontinued use of the 

split room air handling unit.

F. Based on document review and staff 

interviews, it was determined the facility failed to 

monitor compliance with the discontinued use of 

the supplemental air cooling system in the clean 

workroom, as indicated on the facility's PoC.

Findings include:

1. The facility's PoC, dated 9/30/21, states, 

"Immediate Action Taken: 1. The individual split 

room air handling unit that was observed and 

being used as a supplemental air cooling for the 

clean workroom was immediately disconnected 

and removed from use. ... The  

are responsible to monitor compliance with the 

systemic change daily and report to the COC 

which will report to the Board. ... Monitoring 

began as of September 16, 2021."

2. During the entrance conference at 10:00 AM, a 

request was made to Staff #1 and Staff #2 for 

evidence of monitoring for compliance regarding 

the discontinued use of the supplemental air 

cooling system in the clean workroom. No 

evidence of monitoring was provided.

3. Upon interview at 11:30 AM, Staff #3 confirmed 

that there was no evidence of monitoring 

FORM CMS-2567(02-99) Previous Versions Obsolete 4QF012Event ID: Facility ID: NJ31C0001023 If continuation sheet Page  7 of 9

US FOIA (b)(6)



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  08/20/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

31C0001023 10/18/2021

R

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

18-01 POLLITT DRIVE, SUITE 4
BERGEN-PASSAIC EYE SURGERY

FAIR LAWN, NJ  07410

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{Q 241} Continued From page 7 {Q 241}

regarding the discontinued use of the 

supplemental air cooling system in the clean 

workroom.

{Q 242} INFECTION CONTROL PROGRAM

CFR(s): 416.51(b)

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.

This STANDARD  is not met as evidenced by:

{Q 242}

 A. Based on document review and staff 

interviews, it was determined the facility failed to 

conduct staff education regarding adherence to 

manufacturer's instructions for use regarding  

contact time for  germicidal wipes, as 

indicated on the facility's PoC.  

1. The facility's PoC, dated 9/30/21, states, 

"Systemic Change... 2. All staff will be educated 

on following manufacturer's instructions for 

proper use of  cleaners, including dry 

time. ... Re-education was completed as of 

September 15, 2021."

2. During the entrance conference at 10:00 AM, a 

request was made to Staff #1 and Staff #2 for 

evidence of staff education regarding following 

manufacturer's instructions for use for contact 

time for  germicidal wipes. No staff 

education was provided.
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{Q 242} Continued From page 8 {Q 242}

3. Upon interview at 11:30 AM, Staff #3 confirmed 

that there was no evidence of staff education 

regarding following manufacturer's instructions for 

use for contact time for  germicidal 

wipes.

B. Based on document review and staff 

interviews, it was determined the facility failed to 

monitor compliance with the manufacturer's 

instructions for use for contact time when using 

 germicidal wipes, as indicated on the 

facility's PoC.

Findings include:

1. The facility's PoC, dated 9/30/21, states, 

"Systemic Change... 2. All staff will be educated 

on following manufacturer's instructions for 

proper use of  cleaners, including dry 

time. ... The  is responsible to monitor 

compliance with the systemic change by visual 

observation daily and report to the COC quarterly, 

which will report to the Board."

2. During the entrance conference at 10:00 AM, a 

request was made to Staff #1 and Staff #2 for 

evidence of monitoring for compliance with 

following manufacturer's instructions for use for 

contact time when using  germicidal 

wipes. No evidence of monitoring was provided.

3. Upon interview at 11:30 AM, Staff #3 confirmed 

that there was no evidence of monitoring for 

compliance with following manufacturer's 

instructions for use for contact time when using 

 germicidal wipes.
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E 000 Initial Comments E 000

 This is a Federal Recertification Survey 

conducted on 8/4/2021.

Bergen-Passaic Eye Surgery is in compliance 

with Emergency Preparedness regulation 416.54, 

Condition for Coverage for Ambulatory Surgical 

Centers (ASCs) for this Federal Recertification 

Survey only.

 

K 000 INITIAL COMMENTS K 000

 This is a Federal Recertification Survey 

conducted on 8/4/2021.

Bergen-Passaic Eye Surgery is in compliance 

with the National Fire Protection Association's 

2012 Life Safety Code for this Federal 

Recertification Survey only.
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