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FAX 208-354-1888

January 30, 2015

Gregory Kent, Administrator

Eagle Eye Surgery And Laser Center
3090 Gentry Way, Suite 100
Meridian, ID 83642

RE: Eagle Eye Surgery And Laser Center, Provider #13C0001032

Dear Mr, Kent;

This is to advise you of the findings of the Medicare survey of Eagle Eye Surgery And Laser
Center, which was conducted on January 22, 2015,

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicare
deficiencies. In the spaces provided on the right side of each sheet, please provide a Plan of
Correction. It is important that your Plan of Correction address each deficiency in the following

manner:

An acceptable plan of correction (PoC) contains the following elements:

¢ Action that will be taken to correct each specific deficiency cited;

¢ Description of how the actions will improve the processes that led to the deficiency cited;

¢ The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited;

» A completion date for correction of each deficiency cited must be included;

» Monitoring and tracking procedures to ensure the PoC is effective in bringing the ASC
into compliance, and that the ASC remains in compliance with the regulatory
requirements;

¢ The plan must include the title of the person responsible for implementing the acceptable
plan of correction; and _

e The administrator’s signature and the date signed on page 1 of the Form CMS-2567.




Gregory Kent, Administrator
January 30, 2015
Page 2 of 2

After you have completed your Plan of Correction, return the original to this office by Febrnary
12, 2015, and keep a copy for your records.

Thank you for the courtesies extended fo us during our visit, If you have questions, please call
this office at (208) 334-6626, option 4.

Sincerely,

SUSAN COSTA : NICOLE WéE/
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
SC/pmt

Enclosures
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRlyggth:A?;li%%ﬁ/Olgg
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 CORRECTICN IDENTIFICATION NUMBER: A BUILDING COMPLETED
13C0001032 B. WING 01/22/12015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3000 GENTRY WAY, SUITE 100
EAGLE EYE SURGERY AND LASER CENTER '
NTE MERIDIAN, ID 83642
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG HEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Q 000 INIT|AL COMMENTS Q 000
Theifollowing deficiencies were cited during the
Med|care recertification survey of your ASC o gt JE
conducted from 1/20/15 to 1/22/15. RECEIVED
" i
Surveyors conducting the recertification were: ErR 10 piite E
Susan Costa, RN, HFS-Team Leader g i (T STANDARDS
Laura Thompson, RN, HFS FACILE
Acrohyms used in this report include:
ASC|- Ambulatory Surgical Center E
CRNA - Certified Registered Nurse Anesthetist 3
CSTI- Certifted Surgical Technician
DC -|Discontinue
EMS|- Emergency Medical Services
H&P|- History and Physical
LMAL- Laryngeal Mask Airway
ipm 4 liters per minute
OR -{Operating Room
PACU - Post Anasthesia Care Unit ]
PRN|- as needed 3
RN -|Registered Nurse £16.42(a)( 1) ANESTHESTIC RISK AND E
VS - \vital Signs EVALUATION = o !
Q 061 | 416.42(a)(1) ANESTHETIC RISKAND Qos1A physician will examine the p'fment nnmedm.te]y -
efore surgery to evaluate the risk of anesthesia and
EVAULUATION b
of the procedure about to be performed.
Q pfh"] SiCian mutSt EXa:T\ifle tae paEe'}t fmm&d}ately ?h:geglircﬁﬁiiﬁfelgian appropriatc assessinent
e dor? ;shurgery %eva uabe € I_frjs 0 danes esia bf anesthesia-related and procedural risks is completeq k
an & procedure to be periormed. ust prior to every surgical procedure and is present 212812015
" : . . n the medical record prior to the surgical procedure,
This STANDARD is r_10t met as e"‘!de"C?d b\z'- Staff reviewed the following policies:
Based on record review and staff interview, it 1} ASA Classification
was determined the ASC failed to ensure b} Anesthesia Responsibilities
anesthesia risk was comprehensively evaluated £} Anesthesia Documentation
prior o a procedure for 2 of 18 patients (#9 and ducation provided to Medical Staffl on
#16) whose records were reviewed, and had the nesthetic Risks and Bvaluation 416.42(a)(1)
Atlachment A)

4 2
LABORATORY DIREGIOR'S OR PROVIDEWSUPP&%;!EPRESENTATNE'S SIGNATURE Tnite_ (X6} DATE ]
; Q/ M CJ[/\!\COJ? anecifb}’d, 03/067/&0/€’ ..:

Any deficiency statefnent ending with anSbterisk (*) denotes a deficiency which the institution may be excused from correcting providing itis determined that
other safeguards pravide sufficient proteétion to the patients. (See Instructions.) Except for nursing hontes, the findings stated above are disclosable 90 days
follawing tha date of survay whether or not a plan of correction is provided. Fer nursing homes, the above findings and plans of comection are disclosable 14
days foliowing the ddie these documents are made available to the facility. If deficlencies are cited, an approved plan of correction Is requisite to continued

program participation.

FORM CMS-2867(02-89) Previous Versions Obsolele Event iD:18PQ11 Facllity ID: 13C0001032 i continuation sheet Page 1 of 30
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EAGLE EYE SURGERY AND LASER CENTER 3050 GENTRY WAY, SUITE 100

MERIDIAN, ID 83642
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ntial to affect all patients receiving
thesia. This resulted in the potential of
nts being placed at an increased risk of

wheh patients were not stable.

1, Phtient #16 was a 46 year old female admitted
to the ASC on 5/19/14, for glaucoma surgery to

her

ft eye.

Duripg a previous admission dated 3/24/14,

Pati
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Patig
note
The

nt #16 was scheduled for glaucoma surgery
e left eye. The procedure was aborted due

hysiclan documented may have occurred
g a laryngospasm (a brief spasm of the

eathing) at the beginning of the procedure.
ohysician documented Patlent #16 was

r moderate sedation anesthesia and he had
n the surgery when she began to cough.
note further documented it took a long time
le the laryngospasm stopped.

nt #16's record included a post-operative
dated 5/19/14, and signed by the physician.
bost-operative note documented general

anesthesia was used for Patient #16 to prevent

laryn

gospasm, which had occurred during her

previous admission. The note documented
Patignt #16 had a very unstable airway. The

phys

cian also docurnented there was difficulty

during anesthesia, but did not specify why it was

diffic

ult. The post-operative note documented

Paltignt #16 was stabilized, and her oxygen
saturation levels went back up into the mid 90's,

Ther

e was no documentation as to what Patient

#16's oxygen saturation levels were before they

went

back up.

small hemorrhage in Patient #16's eye, which

t cords which may result in difficully speaking

{Xa) D SUMMARY STATEMENT OF DEFICIENCIES in 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 061/ Continued From page 1 Q 06 1 |Continued [rom page 7

RESPONSIBILITY AND MONITORING:

The Center Director, or designee will be responsible
for monitoring that patients are examined
immediately before any procedure for anesthesia
yisks and the findings are documented in the patient
medical record. The Center Director or designee
will review 1009% of alt medical records for a period
of three weeks beginning on 2/9/2015 for
compliance with the medical cvaluation by
anesthesia or the surgeon prior to the procedure
documentation. If 1009 compliance is not achieved,
staff will be re-educated and the monitoring process
wilt start over, The results of all medical vecord
audits will be tabutated and presented 10 ithe QAPL
cosnmiltee on a quatterly basis for review

and recommendations. Recommendations will be
presented to the Governing Body quarterly for
review and approval.
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{Xa} ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L.SC IDENTIFYING INFORMATION)

b PROVIDER'S PLAN OF CORRECTION
PREFIX
TAG CROSS-REFERENCED TO THE APPROPR

DEFIGIENCY)

(EACH CORRECTIVE ACTION SHOULD BE

{X5)
COMPLETION

IATE DATE

Q 081

Continued From page 2

The Anesthesia form in Patient #16's record,

dated 5/19/14, and signed by the CRNA

documented Patient #16 was coughing after

remgval of the LMA (a laryngeal mask airway

used to keep the patient's airway open during

anesthesia). The CRNA also documented Patient

#16's oxygen saluration levels were labile in the

80's and 80's. He further documented Patient

#16 as going to be evaluated at a hospital. The
documented Patient #16's VS were stable.

Pall nt #16's record included a post-anesthesia
recovery note, dated 5/19/14, and signed by the

: RN. [The recovery note included VS that started

at Pdlient #16's arrival from the OR, and
concjuded upon her transfer to a hospital. VS
wereldone 5 times at 5 minute intervals. Patient
#16's respiratory rate was 42 at 10:05 AM, 40 at
10:10 AM, 36 at 10:15 AM, 36 at 10:20 AM, and
32 at10: 25 AM.

The Johns Hopkins Medicine website, accessed
112605, stated a normal respiratory rate for
resting adults is 12-16 a minute. Patient #16's
respirations did not go below 30.

The post-anesthesia recovery note also
documented Patient #16's oxygen saturation
levels. Patient #16's oxygen saturation levels
wera|89% at 10:05 AM, 93% at 10;10 AM, 91% at
10:15 AM, 89% at 10:20 AM, and 81% at 10:25
AM,

The Mayo Clinic website, accessed 1/27/15,
stateg normal oxygen saturation levels range
from 95-100%. There was no documentation
Patieht #16 was on supplemental oxygen while in
recovary.

Q061
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS F 5R MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/ICUA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
13C0001032 B. WING 01/22/12015
NAME OF PROVII[;ER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3090 GENTRY WAY, SUITE 100
EAGLE EYE SURGERY AND LASER CENTE ’
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Q 061 Conlinued From page 3 Q 061
A treinsfer form, dated 5/19/14, signed by the RN
and physician, documented Patient #16 was

trang
eval
docu
to br
bron
ainw:
the n
docu

ferred via EMS fo a local hospital for

Jation at 10:30 AM, According to the
mentation Patient #16 was transferred due
ef periods of laryngospasm and

chospasm (a temporary narowing of the
wys into the lungs caused by contraction of
nuscles in the lung walls). The form also
mented Patient #16 continued to cough and

havd difficulty taking deep breaths. Patient #16's
VS were documented as a heart rate of 119,

resp

ratory rate of 38, blood pressure 108/60, and

an o
oxyg

vygen saturation level of 83% on 4 lpm of
n via nasal cannuia.

During an Interview on 1/22/15 at 2:45 PM, the
Clinigal Director reviewed Patient #16's record.
She confirmed the physician documented an
unstabie airway. The Clinical Director stated she

| had yinderstood Patient #16 was not going to

haveithe procedure again at the ASC after the
first surgery was aborted, due to laryngospasm.
She stated a meeting was held with physicians

and
tran
The
was
occu

anagement after Patient #16 was

arred for complications with anesthesia.
Slinical Director stated during the meeting it
Hiscussed how miscommunication had
rred between the ASC and the physician

abouf Patient #16.

The ASC failed to ensure Patient #16 was not at

anin

rreased risk for complications related to

anesthesia prior to her surgery.

2. Patient #9 was an 81 year old female admitted

to the
defeqt.

ASC on 12/04/14, for repair of left eyelid
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(4 ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG EGULATORY OR LSC IDENTIFYING INFORMATION)

a

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION {X5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

!
Q1 061} Contjnued From page 4

Patignt #9's record included an H&P dated
12/04/14, which had a section for blood pressure
measurement. The section stated if blood
pressure measurements were over 150/90, the
bloo& pressure measurement must he repeated,
Additionally, the section stated if the repeated
bloog pressure measurement was over 150/90
the patient must follow up with the primary care
physician prior to surgery.

Patient #9's initial measurement was 210/101, the
repegted measurement was 203/116. However,
the H&P was signed by the physician on 12/04/14
at 4:50 PM and Patient #9's surgery began at
5:10 PM.

Theré was no documentation of follow up with the
primary care physician prior to surgery or of
treatrnent for Patient #9's elevated blood
pressure in the record.

In the post-anesthesia recovery record Patient
#9's blood pressure measurements were 176/94
at 5:59 PM and 178/96 at 6:05 PM. There was
no dgcumentation blood pressure medications
were|given. Patient #9 was discharged from the
ASC &t 6:10 PM, The discharge orders and
instructions did not have documentation for blood
pressure instructions or for Patient #9 to follow up
er primary physician regarding her high
pressure,

During an interview on 1/22/14 at 2:35 PM, the
Clinidal Director reviewed Patient #9's record and
confitmed the elevated blood pressure
measurements, She stated some of the eye
drops used for procedures cannot be given if the
diastolic (lower number) blood pressure is greater

Q 061

FORM CMS-2567{02-94) Pravious Verslons Obsoleto Event [D: [6PQ 11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (Xt} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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X4y ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION {%5}
PREFIX FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG !TEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Q 061 Contlnued From page 5 Q 061
than|80. The Clinical Director stated they would
treatipatients with medication for elevated blood
pressure if the patient was already receiving
treatment at home for high blood pressure. She
confirmed there was no medication given to
decrgase Patient #9's blood pressure. The
Ciinijiai Director stated the physician should not
have; continued with the procedure with Patient
#9's elevated blood pressure measturements,
The ASC faited to ensure Patient #9's blood
pressure was stable prior to her surgery.
Q 162 416.47{b) FORM AND CONTENT OF RECORD Q 162 jt16.47(b) FORM AND CONTENT OF RECORD
PLAN OF CORRECTION:
The ASC must maintain a medical record for The ASC must maintain a medical record for
each|patient. Every record must be accurate, bach patient. Every record must be accurate,
legible, and promptly completed. Medical records egible, and promptly completed.
mustiinclude at least the following: ’The Center will provide the patient or the patient's
representative with verbal and written notice in
(1) Patient identification. advance of the day of the procedure, in a language
® Significant medical history and results of rne manner that ihe patient or the patient’s
physical examination. representative understands.
(P) Pre-operative diagnostic studies (entered PYSTEMIC CHANGES; o _
before surgery), if performed. IBN] hel Center will ensue thai their lmnted-El‘]ghsh 212812015
(#) Findings and techniques of the operation, proficient (LEP) patients have access to accurate
inclutiing a pathologist's report on all medical trapslatmn of:n‘ltmmatlo'n t_ranskafed in their
. anguage. The Center Director will inservice Center
tissues removed during surgery, except A . . .
R staff and the practice office staff regarding policy
those,exempted b,y the governing body. "Patient Rights and Responsibilities” and
(B) Any allergles and abnormail drug Patient Admission Process.”
reactPns. ) . 2} Documentation including time-based
(b) Entries related to anesthesia Hocumentation will be complete and aceurate
administration. . on all charts prior to the procedure.
(F) Documentation of properly exectted 3) All preop orders will be documented and
informed patient consent. authenticated in the record.,
{8) Discharge diagnosis. i) The Pre-Anesthestic Assessment and Plag will be
This STANDARD is not met as evidenced by: documented and authenticated in the record.
Baséd on abservation, review of medical The documentation policies wilt be reviewed
records, policy review, and staff interview, it was with all staff members and physicians
Altachment B):

FORM CMS-ZS&?(OZ&&) Previous Verslons Obsolete
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DEPARTMEN(T OF HEALTH AND HUMAN SERVICES PR'E&E%A(EF%%ZVOQS
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
13C0001032 B WING 01/22/2015
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3090 GENTRY WAY, SUITE 100
EAGLE EYE SURGERY AND LASER CENTE '
CENTER MERIDIAN, ID 83642
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (45}
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Q 162 ) Continued From page 6 Q 162 {Continued from page 6
determined the facility failed to ensure medical 1) The Medical Record
2) Medical Record Contents-Order

ds were complete and accurate for 9 of 21

patient prior to the patient's arrival at the surgery
centgr. Such information may be obtained from
the physician's office at the time of scheduling." If
unable to determine language needs prior {o

arriva), the following information is obtained upon The Center Director or designee will review 100% of E

admigsion; atl medical records for a period of three weeks ]
beginning on 2/9/2015 for compliance with the

- information regarding the availability of documentation and patient rights policies. :

interreter services is included In the Patient The results of all medical record audits will be X

Rights brochure tabulated and presented to the QAPI committee P
on a quarterly basis or review and recommmendations.

- The patient is asked what language helshe Recommendations will be presented to the r

speaks at home. If other than English, it is

in the medical record that the patient has
ined the offer of interpreter services and
prefers to use a staff member {name is
recorded).”

3) Medicai Record Entries and Components

4) Physician's Orders

5) Documentation - Guidelines for Nursing Care
Staff will be reminded of the importance of
accurate charting and documentation.
RESPONSIBLE PARTY AND MONITORING:
Tt is the responsibility of the Center Director to ensurg
that their limited-English proficient {LEP) patients
have access to accurate medical transkation of
information translated in their language. It is the
responsibility of the Center Director to ensure that th
medical record for cach patient is accurate, legible T
and promptly completed.

Governing Body quarterly for review and
approval.

FORM CMS-2567{02-9%) Previous Versions Obsolete
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DEFICIENGY)
Q 162 | Gontinued From page 7 Q162

Accarding to the U.S. Department of Health and
Human Services website, accessed 1/23/15,
when obtaining informed consent a translator
may jpe helpful in facilitating conversation with a
non-English speaking subject, but routine
unplanned translation of the consent document
shoujd not be substituted for a written franslation.
The ASC failed to ensure informed consent as
follows:

Patignt #4 was a 55 year old male admitted to the
ASClon 12215, for Pterygium removal
{abnermal tissue of the cormea and white part of
the eye) with graft of the right eye.

During an observation on 1/21/15 beginning at
11:15 AM, Patient #4 arrived at the ASC with two
corrgctional officers accompanying him, The
ASCG|receptionist was speaking with Patient #4
regarding signing his admission paperwork. She
identified at that time he did not speak English,
only Bpanish, The ASC receptionist confirmed
the fact with the correctional officers and asked if
they ould transtate. The officers stated they did
nof translate for people in custody, it was against
regulations. The ASC receplionist stated she
wouldl attemnpt locating a Spanish speaking
translator for Patient #4, at a physician's office
located near the ASC, by making a phone call.
Patient #4 was moved to the pre-surgical area
whilej they were waiting for a translator.

The transiator arrived at 11:35 AM, 20 minutes
after |Patient #4's arrival, and was asked by the
RN t¢ transiate in Spanish. The translator was
usedifor the surgical informed consent and
consent for anesthesia, The consents for the
procedure and anesthesia were written in English.

FORM CMS-2667{02-93) Previgus Verstons Obsolete

Event 1D:18PQ11
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She did not read the surgical or anesthesia
consent forms word by word, but translated what
was $aid by the RN regarding the procedure and
anesthesia. Patient #4 signed both consent
forms. Neither form indicated a translator was
used

The ©:RNA and physician arrived at Patient #4's
bedside at 12:15 PM. The CRNA did nof speak
with Patient #4 about the anesthesia being used
for the procedure.

Durilg an interview on 1/21/15 at 11:45 AM, the
transjator stated she worked in the office of the
physician who performed the eye surgery on
Patient #4. She confirmed she assisted with
transjating for the ASC on occasion, but it was not
something she did regulariy.

Duwring an interview on 1/22/15 at 3:05 PM, the
Clinigal Director reviewed the record and
confitmed that a translator was used for Patient
#4. $he further confirmed the consent forms, for
both ihe surgery and anesthesia, were in English
and gtated they did not have forms avaifable in
Spanish. The Clinical Director also stated it was
not indicated on Patient #4's consent forms a
trans|ator was used.

The ASC failed to ensure that a translator fully
informed Patient #4 of the surgical procedure and
anasthasia.

2. Patient #18 was a 58 year old male admitted to
the ASC on 7/31/14, for strabismus surgery (a
condltion in which the eyes are not properly
aligned).

Patient #18's record included post-operative

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLLA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING
13C0001032 B. WING 01/22/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3080 GENTRY WAY, SUITE 100
EAGLE EYE SURGERY AND LASER CENTER !
MERIDIAN, ID 83642
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIF YING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
Q162 Continued From page B Q162

FORM CMS-2567(02-8%) Previous Verslons Obsafete

Evenl ID;i6PQ1t

Facility |D: 13C0001032

If continuation sheet Page 9 of 30

I




PRINTED: 01/28/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PiAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
13C0001032 B. WING 01/22/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3080 GENTRY WAY, SUITE 100
EAGLE EYE SURGERY AND LASER CENTE '
R R R MERIDIAN, ID 83642
{X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (5}
PREFIX EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
Q 162 | Contjnued From page 9 Q 162

nursing notes after receiving general anesthesia
for tqe eye surgery. The nursing note
docunented Patient #18 was able to maintain his
oxygen saturation level greater than 95% while on
room| air {without oxygen suppiement). The
nursing note also documented he was using
oxygen at 8 Ipm with a non-rebreather mask.
Patient #18's record also included documentation
that ipe was receiving 4 Ipm of oxygen upon his
discharge.

Durirlg an interview on 1/22/15 at 2:25 PM, the
Clinigal Director reviewed the record and
confifmed Patient #18 could not have been on
oxygen and also maintaining the oxygen
saturption level on room air at the same time, as
documented by the RN,

Patient #18's record did not include accurate
documentation regarding his oxygen.

3. Patient #16 was a 46 year old female admitted
to the ASC on 5/19/14, for glaucoma surgery to
her left eye.

- Patient #16's record included an anesthesia
form dated 5/19/14 and signed by the CRNA.
The form documented Patient #16 was using 3
ipm of oxygen via nasal cannula during the
procedure. However, the CRNA also
documented Patient #16 was intubated with a
size 5 LMA.

- Patient #16's record included a post-anesthesia
recovery note, The recovery note dated 5/19/14
and gigned by the RN included VS that began
upon|Patient #16's arrival from the OR, and
concluded upon her transfer to a hospital. V8

wereldone 5 times at 5 minute intervals. Patient
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#16'g respiratory rate was 42 at 10:05 AM, 40 at
10:10 AM, 36 at 10:15 AM, 36 at 10:20 AM, and
32 ati10:25 AM. The RN documented Patient
#16's VS were stable upon discharge to the
hospital with paramedics.

The Johns Hopkins Medicine website, accessed
1/26/[15, stated a normal respiratory rate for
restinlg adulls Is 12-16 a minute.

During an interview on 1/22/15 at 2:45 PM, the
Clinidal Director reviewed the record. She
confirmed the documentation of 2 types of
oxygen supplementation by the CRNA. The
Clinigal Director stated she was not sure why the
CRNA documented use of oxygen by nasal
cannlila when the record documented she had an
LMA.| She also confirmed Patient #16's VS were
not stable when she was transferred from the
facility to the hospital with paramedics.

Patient #16's record did not include accurate
documentation,

4. Patient #10 was a 64 year old female who was
admifted on 12/09/14 for a cataract removal on
her right eye and removal of a lesion on her left
lower lid.

Patiept #10's record included an operative report
that was signed by the physician on 12/23/14.
The report included as the pre and post operative
diagriosis "Left lower lid lesion." The physician
desciibed in his report the procedure followed a
suceessful cataract surgery. However, Patient
#10'sl record did not include an operative repont
for thp cataract surgery.

During an interview on 1/22/15 at 10:10 AM, the
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Clinigat Director reviewed Patient #10's record
and ¢onfirmed the operative report did not include
details about the cataract removal on the right
eye.

Patient #10's record did not include accurate and
complete documentation.

5. Patient #15 was a 75 year old male who was
admitted on 4/29/44, for the removal of a cataract
on his right eye.

Patient #15's record included documentation that
his s¢heduled procedure was canceled after his
pre-operative assessment revealed elevated
blood pressure, as well as, difficulty walking, and
possible change in his speech. His record
docuinented he was discharged to a family
memper and was to go directly to the hospital for
evalyation. A transfer form included vital signs,
and gther pertinent infarmation, but the time of
his discharge/transfer was not documented.

Patiept #15's record included a physician's order
sheet for the planned cataract removal
procedure. The medications ordered were
signed off by the RN. However, not alt the
meditations were administered, and there was no
ordei to cancel the medications that were not

hysician order sheet included a pre-printed
statement at the botiom of the form, "Stable and
ready for discharge with responsible adult." The
statement was signed by Patient #15's physician
on 4/28H4 at 7:30 AM. Patient #15's time of
admission to the ASC was documented as 7:40
AM.
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the surgical procedure as well as, anesthesia,

ptionist would provide the patients with

hatient would then wait unt! a nurse called

d speak with the patient, and details of the

5, benefits and options for anesthesia have

onfirmed that some medications were
nistered before his transfer to the hospiial,
1ot all were given. She stated the nurse

d have obtained an order to cancel the
perative orders. The Clinical Director
'med the physician signed the order for
arge before the time of admission, and
not explain why that was done.

nt #15's record included inaccurate
mentation and was not complete.

e ASC did not ensure patients were fully
ned before signing consents.

eceptionist had patients sign consents for

their arrival to the ASC before the
dure.

rvations were made of patients as they
d at the surgery center over a three day
d while the survey was conducted. The

ent forms and other paper work to be sighed,

back to the pre-operative area. During the
perative stage the physician and the CRNA

bdure would be reviewed.

patient record included a history and

cal form with a section to be completed by
nesthesia provider (CRNA). The CRNA
perative assessment section on the form
ded pre-printed statement: "H&P reviewed.
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During an interview on 1/22/15 at 10:40 AM, the
Clinigal Director reviewed Patient #15's record
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been|reviewed. [See detailed anesthesia
consent]." The statement on each form was
followed by a signature and {ime of signing by the
anesthesia provider.

The fpllowing records were reviewed and
docunented anesthesia consents were signed by
the patient before they met with the CRNA:

a. Palient #3 was a 91 year old female who was
admifted on 1/20/15 at 8:28 AM, for a right eye
cataract removal,

The gonsents for "Cataract Operation andfor
Impldntation of Intraocular Lens," and “Consent
for Anesthesia Services,” were signed at 8:20 AM
on 1/20/14.

b. Palient #7 was a 79 year old male who was
admifted on 12/18/14 at 12:28 PM, for the
removal of a cataract on his left eye.

The ¢onsents for "Cataract Operation andfor
implantation of Intraocular Lens," and "Consent
forAl esthesia Services," were signed at 12:10
PM on 12/18/14.

c. Patient #13 was a 66 year old male who was
admitted on 5/14/14 at 12:32 PM, for the removal
of a ¢ataract on his left eye.

The gonsents for "Cataract Operation andfor
Implagntation of intraocutar Lens," and "Consent
for Anesthesia Services," were signed at 12:30
PM an 5/14/14.

d. Pdtient #19 was a 58 year old male who was
admitted on 4/23/14 at 8:45 AM, for the removal
of a ¢ataract on his left eye.
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The gonsents for "Cataract Operation and/or
Implantation of Intraocular Lens," and "Consent
for Anjesthesia Services," were signed at 8:55 AM
and 9:00 AM on 4123714,

e. Patient #10 was a 64 year old female who was
admitted on 12/09/14 at 8:45 AM, for a cataract
removal on her right eye and removal of a tesion
on her left lower lid.

The donsents for "Right Eye, Cataract Operation
and/ar Implantation of Intraocular Lens and
Excision of Left Lawer Lid Papillomatous lesion,
Left Bye," and "Consent for Anesthesia Services,"

; were both signed at 8:40 AM on 12/09/14.

f. Patlent #4 was a 55 year old male admittad to
the ABC on 1/22/15 at 11:15 AM, for Pterygium
removyal {abnormal tissue of the cormea and white
part of the eye) with graft of the right eye.

- Patibnt #4 did nol speak English, and a
transiator was provided by the ASC. The
consénts for the procedure and anesthesia were

garding the procedure and anesthesia.

t #4 signed both the surgical procedure and
anesthesia consent forms. Neither form indicated
a translator was used.

- Thet CRNA and physician arrived at Patient #4's
bedside at 12:15 PM. The CRNA did not speak
with Patient #4 about the anesthesia being used
for thie procedure prior to his signing the consent
forms.
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was|determined the ASC falled to ensure

I medications were administered in accordance
with|a physician's order for 7 of 21 patients (#1,

#2, 43, #7, #10, #13, and #19) who received
This

andéor incorrect frequency of medication
administration. Findings include:

adnjinistration, vitals, and other information.

ad

medication and whose records were reviewed,
resulted in the potentiai for missed doses

1. Patients who were scheduled for a cataract
rempval had a form in their record titled "Cataract
Nurses Notes." The form included pre-operative,
int:ﬁ operative, and post operativefrecovery drug

Me’iication orders with dosages and frequency of
inistration were pre-printed on the form, and

SYSTEMIC CHANGES:

The clinical staff have been in-serviced on the
ASC's policies on:

1) Medication Administration

2} Physician's Orders

3} The Idaho Nurse Practice Act

{Attachment C),

All medication orders will be signed prior to the
administration of the medication.
RESPONSIBLE PARTY/MONITGRING:

The Center Director is responsible for monitoring
complinnce with medication administration

The Center Divector or her designee will audit

all medicat records for documentation of a physician”
order and signature prior to administration and the
administration of the ordered dosage of all
medications for s perfod of 3 weeks beginning

(X4} ID 1 SUMMARY STATEMENT OF DEFICIENCIES D
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Durirlg an interview on 1/22/15 beginning at 10:10
AM, the Clinicat Director reviewed the above
patieht records and confirmed the consents were
signad before the patients were brought back {o
the pre-operative area. The Clinical Director
further stated that when patienis arrived at the
ASC]| the receptionist would have them sign all
the fi frms, including the consent forms.
Informed consent was not obtained before the
congents were signed.
Q 181 | 416.48(a) ADMINISTRATION QOF DRUGS Q 181 416.48(2) ADMINISTRATION OF DRUGS
. PLAN OF CORRECTION:
Drugs must be prepared anq ?dmmis{efed Drugs will be prepared and administered per
accqrding to established policies and acceptable established policy, established standard of care, and
stangards of practice. only with specific physician orders at ail times. :
IMMEDIATE ACTION:
All medications will be ordered by a physician
or other qualified member of the medical staff
acting within the scope of their practice, prior to
This|STANDARD is not met as evidenced by: the administration in the ASC by the nursing staff.
Based an record review and staff interview, it All doctor's orders will be signed prior to
administration, 2/28/2015
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the nlirsing staff would circle which drug was
givery and write in the times of administration.
There was space on the form to enter additional
medications as well.

The gection of the form that documented

ication administration during the
pre-cperative phase indicated medications were
not afiministered as ordered as detailed in the
foliowing patient examples:

a. Palient #19 was a 58 year old male who was
admitted on 4/23/14, for the removal of a cataract
on his left eye.

Tetragaine eye drops were ordered every 5
minufes, times of administration were 9:45 AM
and 10:39 AM, (54 minutes between doses).

Cycldpentolate 1% eye drops were ordered every
5 mirlutes fimes 3 doses, time of administration
was 9:40 AM only {1 dose given, not 3 as
ordergd).

Ketorplac X 2, (dose and concentration of drug
was not specified).

During an interview on 1/22/15 at 10:00 AM, the
Clinidal Director reviewed Patient #19's record
and donfirmed the times and frequency of drug
administration were not consistent with what was
orderpd. Additionally, she confirmed that
Ketoriolac is available in 5% solution, and the
nurse¢ who provided pre-operative care for Patient
#19 did not write in the dose as it was ordered.
She stated the medications used to dilate the eye
work idifferently for each case, and itis the
nursgs’ discretion if more or less of the

medigation is needed. She stated the preprinted

2/9/2015. Tf 100% comphiance is achieved, ongoing
spot check monitoring shall occur on at least &
monthty basis. Tr 100% compliance is not achieved,
re-education shall occur and the monitoring process
will start over.

The results of all audits will be tabulated and
presented to the QAPI Comimittee on a quarterly
basis or review and recommendations.
Reconunendations will be presented to the Governing
Body quarterly for review and approval.
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nursds notes are outdated and need to be
revised,

Patient #19's medications were not administered
as orflered.

b. Patient #13 was a 66 vear old male who was
admitted on 5/14/14, for the removal of a cataract

on hi% left eye.

Tetragaine eye drops were ordered every 5
minutes, times of adminisiration were 12:32 PM
and 2:10 PM, {1 hour and 38 minutes apart).

Cyclapentolate 1% eye drops were ordered every
5 mirjutes times 3 doses, times of adminisiration
were|[12:31 PM and 12:34 PM, (3 minules apart,
and dnly 2 doses were administered).

Ketorolac X 2, {dose and concentration of drug
was not specified).

His record included a physician order sheet, and
under the section "Postoperative,”" was a
handwritien order for Valium 5 mg. Beside the
ordeiwas written "Given in pre-op."

Durifg an interview on 1/22/15 at 10:05 AM, the
Clini¢al Director reviewed Patient #13's record
and ¢onfirmed the times and frequency of drug
admipistration were not consistent with what was
ordetad. Additionally, she confirmed that
Ketotolac is available in 5% solution, and the
nursé who provided pre-operative care for Patient
il not write in the dose as It was ordered.
linical Director stated the Valium order was
to the arder sheet by the staff at the
physjctan’'s office during the pre-op appointment.
She stated it was written In the wrong section of
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the fé:rm. and should have been included in the

pre-aperative section of the order sheet.
Patient #13's medications were not administered
as ordered.

c. Patient #10 was a 64 year old female who was
admitted on 12/09/14 for a right eye cataract

remgval and removal of a lesion on her feft lower
fid.

Telra{caine eye drops were ordered every b
tes, times of administration were 8:45 AM
and 9:25 AM, (40 minutes apart).

Formula One eye drops were ordered every 5
minutes times 2 doses, times of administration
were 8:55 AM and 8:05 AM, (10 minutes apart).

Buring an interview on 1/22/15 at 10:10 AM, the
Clinital Director reviewed Patient #10's record
and confirmed the times and frequency of drug
administration were not consistent with what was
ordered.

Patignt #10's medications were not administered
as ofdered.

d. Patient #7 was a 79 year old male who was
admitted on 12/18/14 for a left eye cataract
rempval.

Margaine .075% eye drops were ordered every &
minlites, times of administration were 12:31 PM,
12:%0 PM, and 1:28 PM, (19 minutes and 38
minittes apart).

Formula One eye drops were ordered every 5
minlites times 3 doses, times of administration
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were[12:35 PM and 12:54 PM, (only two doses
giver|, and 19 minutes apart).

During an interview on 1/22/15 at 10:20 AN, the
Clinidal Director reviewed Patient #7's record and
confilmead the times and frequency of drug
administration were not consistent with what was
orderpd.

Patieht #7's medications were not administered
as ordered.

admilted on 1/20/15 for a right eye cataract

e. PaCent #3 was a 91 year old female who was
t
removal.

Tetracaine eye drops were ordered every 5
minutes, times of administration were 8:35 AM
and 9:21 AM, (46 minutes apart).

Topidamide 1% eye drops were ordered every 5
minutes times 3 doses, times of administration
wera[9:00 AM, 9:03 AM, and 9:06 AM, (3 minutes
apa

Farmiula One eye drops were ordered every 5
minutes times 2 doses, times of administration
were|8:38 AM and 8:51 AM, (13 minutes apart}).

Durirjg an interview on 1/22/15 at 10:25 AM, the
Clinidal Director reviewed Patient #3's record and
confitmed the times and frequency of drug
administration were not consistent with what was
orderned.

Patient #3's medications were not administered
as odered.

f. Pdtient #1 was a 71 year old female admitted

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i B PROVIDER'S PLAN OF CORRECTION ()
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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on 1/119/15, for cataract surgery of her right eye,

Tetragaine 0.5% eye drops times 1 dose was
ordengd, the times of administration were 7.06
AM and 7:28 AM {2 doses were given).

Tropicamide 1% eye drops were ordered every 5
minutes times 3 doses, time of administration
was 1:23 AM {2 doses were not given as
ordergd).

Formula One eye drops were ordered every 5
minutes times 3 doses, times of administration
were{7:10 AM and 7:17 AM (7 minutes apart, one
dosejwas not given).

During an interview on 1/22/15 at 2:15 PM, the
Clinigal Director reviewed Patient #1's record and
confitmed the times and frequency of drug
admipistration were not consistent with what was
orderied. She stated the form had been revised
and the form in Patient #1's record was the
previbus version.

Patieht #1's medications were not administered
as ordered.

Patients who were admitted for procedures other
than pataract removal had pre-printed order
sheets and nursing notes in their records.
Howéver, the medication orders were written in.
The fimes of administration and dosages were
not administered as ordered.

2. Pdtient #2 was a 65 year old female who was
admitted on 12/01/14 for a procedure o remove
nodules on her right cornea.

Vigamox eye drops were ordered to be
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administered every 5 minutes for 3 doses, 43
minu%s prior o the procedure. The times of

administration were 11:30 AM, 12:00 PM, and
12:13 PM, (30 minutes and 13 minutes apart).

Tetragaine eye drops were ordered to be
administered every 5 minutes for 3 doses, 45
minutes prior to the procedure. The times of
adrinistration were 11:35 AM, 12:03 PM, and
12:16 PM, (28 minutes and 13 minutes apart}.

During an interview on 1/22/15 at 10:30 AM, the
ical Director reviewed Patient #2's record and
confiimed the times and frequency of drug
administration were not consistent with what was
ordered.

Patient #2's madications were not administered
as orgered,

The ASC did not ensure patient medications were
admigistered as they were ordered by the
physitian.

416.50 NOTICE - POSTING

... The ASC must also post the written notice of
patient rights in a place or places within the ASC
likelyito be noticed by patients waiting for
treatrhent or by the patient's representative or
surrogate, if applicable.

This STANDARD is not met as evidenced by:
Based on observation and staff interview, it was
determined the ASC falled to ensure patient rights
infortation was posted. This resulted in the
poteijtial for patients and their representatives to
not be fully informed of their rights. Findings
incluge:

Q181

Q 2201416.50(a)(1) NOTICE OF RIGHTS

PLAN OF CORRECTION:

The ASC must post the written notice of patient
rights it a place or places within the ASC likely to
be noticed by patients wailing for treatment.

A new/updated posting in the lobby regarding patient
rights and responsibilities will be posted and will
include the Tdaho Department of Health

complaint office along with the phone number. The
posted sign will indicate whom to contact for
grievances, notification of physician ownership and
rights to receive considerate, respectful, and
dignified care.
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During a tour of the facility with the Clinical RESPONSIBLE PARTY AND MONITORING:
Director on 1/20/15 at 2:00 PM, a notice of The Center Director will be responsible for continual

monitoring of the lobby postings to ensure that any
updates to the contact inlormation or required
content are incorporated. Results of compliance
manitoring will be reported reported to the the
QAPI Committee with results and recommendations
submitied to the Governing Body for review and
reporting.

patient privacy practices was posted in the
waitinq‘g room. The patient privacy practices
posted, described how medical information about
the patient may be used and disclosed. The
posting also described how the medical
information may be accessed by the patient.
There was not a posting in the ASC which
included the notice of patient rights.

During an interview on 1/22/15 at 3:20 PM, the
ical Director confirmed the informaticn posted
waiting room did not include patient rights.
iso confirmed patient rights were not posted
waiting room or another area of the ASC,
linical Director stated brochures which
include patient rights information, as well as State
agengy contact information, were available for
patients and their family members in the waiting
room

The ASC did not post patient rights information in
an arba where it was noticeable by patients or by
the patient's representative,

Q 2211 416.80{a) NOTICE OF RIGHTS Q 221;416.50(2)(1) NOTICE OF RIGHTS

PLAN OF CORRECTION:

An ASC must, prior to the start of the surgical The Center will provide the patient or the
procddure, provide the patient, or the patient's pali‘emts representative with verbal and written
representative, or the patient's surrogate with notice in advance of the day of the .pmcedure, in
verba! and written notice of the patient's rights in a language and manner that the patient or the

a language and manner that ensures the patient, patient’s representative understands.

the rdpresentative, or the surrogate understand SYSTEMIC CHANGES:

N P 1) All patients will be provided with a copy of the
all of the patient's rights as set forth in this right inforination, entitled: Patient's Rights and

section. The ASC's notice of rights must include Notification of Physician Ownership. All 2/6/2015
the address E!nd tEIe_phone number of the St,ale patients will be required to sign and date this
agency to which patients may report complaints, document on the last page to indicate that they
as well as the Web site for the Office of the had received this informatien, both verbally and
in writing
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Medicare Beneficiary Ombudsman.

This STANDARD is not met as evidenced by:
Basdd on observation, patient and staff interview,
and review of printed patient information forms, it
was determined the ASC failed fo ensure
information related to patient rights was provided
to ea rh patient in a language or manner that was
understood prior to the surgical procedure. This
was directly observed with 2 of 2 patients (#4 and
#21),land had the potential for all patients and
their tepresentatives to not be fully informed of
their fights. Findings include:

A trifdld information brochure was available in the
waitirlg area of the ASC on a table. Itincluded
patient rights and notification of Physician
Ownarship. The font size on the brochure was
very small, and difficult to read.

One patient was interviewed on 1/21/15 at 11:45
AM, ds she was ready to be discharged from the
ASC.| She stated she did not receive notice of
patient rights. The patient had a folder with

patient information. She stated her physictan had
provided the folder at the pre-operative
appointment. The foider included information

the ASC, an appointment sheet, and
pre-operative instructions. There was no
information regarding patient rights in the folder.

reviewed the patient's folder and confirmed the
patient rights information was nof there. She
brought the patient record, and the patient rights
information was in her record. She stated all
patiehts receive the folder of information,
incluging the rights and notification of physician
ownership during the pre-operative appointment.

proficient {LEP) patients have access (o accuraie
medical transtation of information translated in their
language. The Center Director will inservice Center
staff and the practice office staff regarding policy
"Patient Rights and Responsibilities” and

"Patient Admission Process.”

The Center Director will in-service Center staff
and the practice office staff regarding policy

-3 Patient Rights and Responsibilities and

Patient Brochure {Attachiment B). Nursing staff
completing the Pre Procedure assessment will verify
that the patient has received the Patient Rights and
Responsibilities and that they have no questions
regarding them and have reviewed them.
RESPONSIBILITY AND MONITORING:

The Center Director is responsible for ensuring
compliance with the notice and that staff member
review patient rights with the patient. Ttis the
responsibility of the Center Divector to ensure

that their limited-English proficient {LEP) patients
have access to accurate medical translation of
information translated in their language. The Center
Director or designee witl review 100% of

all medical records for a period of three weeks
beginning on 2/9/2015 for complianee with the
Notice of Rights nolification process, If 100%
compliance is not achieved, staff will be
re-educated and the monitoring process will stat
over. The Center Director will report the resulis of
the audits to the QAPI Committee quarterly with
resulis and recommendations subinitied to the
Governing Body for review and reporting.
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ay of the procedure the trifold information
was signed by the patient and placed in the
She confirmed the patient information

ding rights was taken away from the patient,

nt #4 was a 55 year old male admitted to the
for Right Eye Pterygium removal (abnormai
: of the cornea and white part of the eye)

with graft.

g an observation on 1/21/16 heginning at
AM, Patient #4 arrived at the ASC with two
ttional officers accompanying him. The
receptionist started to speak with Patient #4

regarJ:iing signing his admission papetwork. She

fied at that time he did not speak English,

spanish. The ASC receptionist confirmed

ct with the correctional officers and asked if

vould translate. The officers stated they did

anslate for people in custody, it was against

btions. The ASGC receptionist stated she
attempt to locate a Spanish speaking

ator. Patient #4 was moved to the

Lrgica} area while they were waiting for a

ator.

Hividiaal arrived 1o translate at 11:35 AM, 20
es after Patient #4's arrival. She was

fied as an office worker at the office of the
cian who was to perform the surgical

dure on Patient #4. The RN who admitted
nt #4 worked with the transiator as she

b to him in Spanish. The translator was

for the surgical informed consent and

ant for anesthesia. The translator was noted
read the surgical or anesthesia consent

s word by word, but translated what was said
5 RN regarding the procedure and

hesia. She was not ohserved to review the

Q221
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information brochure with Patient #4 regarding
patient rights. Patient #4 signed the patient rights
brochure and both consent forms. None of the
formsg that Patient #4 signed were wrilten in
Spanjsh.

During an interview on 1/21/15 at 2:30 PM, the
Clinical Director confirmed the brochure that
included information regarding contacts for filing
comglaints/grievances, including the ASC, the
state website, and state contact were taken away
from patients when they signed it and it was
placed in their record. She stated the brochures
were lavailable in the reception area of the ASC, if
patiefits wanted an additional copy. Additionally,
the Clinical Director stated that most non-English
speaking patients came with a family member
that would translate for them.

Altholigh patients received information regarding
patient rights, the information was then taken
away| before the surgical procedure was
performed. Additionally, non-English speaking
patients were not provided with clear and
accutate information in a manner they
understood.

416.90(e)(1){iii) EXERCISE OF RIGHTS -~
INFORMED CONSENT

[[{1} [The patient has the right to the following:]

(i} 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 record review, observation, policy
reviev, and staff interview, it was determined the
ASC ifailed to ensure that patients were fully

Q221

Q229
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admission:

- Information regarding the availability of
intergreter services is included in the Patient
Rights brochure

- The] patient is asked what language he/she
speaks at home. If other than English, itis

The poticy also stated,"The patient is offered the
provision of interpreter services at no charge to
the patient. Center staff who are fluent in the
patient's language may also provide interpreter
servige if requested by the patient. A notation is
made in the medical record that the palient has
deciined the offer of interpreter services and
prefers to use a staff member (name is

reconded).”

| .
"reatment or Surgical Procedure and Acknowledge-

ment of Receipt of Medical Information" forne.
2) The Center will ensure that their limited-English
roficient {LEP} patients have access to accurate
?nedical translation of information translated in their
fanguage. The Center Director will inservice Center
lstaff and the practice office staff regarding policy
"Patient Rights and Responsibilitics” and
"Patient Admission Process."
The documentation policy "Consent Informed” will
be reviewed with all staff members and physicians.
Attachment D)
RESPONSIBILITY AND MONITORING:
The Center Director is responsible for ensuring
compliance with the informed consent policy. It is the
responsibility of the Center Director to enstre
that their limited-English proficient (LEP) patients
hatve access to accurate medical translation of
nformation translated in their language. The
enter Director or designee will review 100% of alt
medical records for a period of three wecks beginning
n 2/9/2015 for compliance with the informed consen
olicy. If 100% compliance is not achieved, stalf and

hysicians will be re-educated and the monitoring
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Q 229 Continued From page 26 Q 2291416.50(a)(1) EXERCISE OF RIGHTS -

informed about procedures and the expected INFORMED CONSENT

outcomes before it was performed for 2 of 20 PLAN OF CORRECTION:

patients (#4 and #9) whose records were The patient has the right to be fully informed about a

reviewed. This resulted in the potential lack of treatment or procedure and the expecied outcome

information being provided to a patient on which before it is performed,

to baged informed consent decisions. Findings SYSTEMIC CHANCES: o

include: 1} The Center will ensure that documentation is

) icomplete and accurate on all charts prior to the

A policy "Interpreter Services” approved 7/12 procedure. There will be properly executed patient

stated "Language needs are determined for éach linformed consent on ail charts prior to the procedure.

patient prior to the patient's arrival at the surgery Patient's rights will be honored as dirceted by the

cente'r Such information may be obtained from patient during the informed consent process. Patients

the . sician's office at the time of scheduling.” If will be informed of the alternatives to the procedure

unag yto determine language needs prior to ' and or the risks and benefits of treatment alternatives

. L — . verbally by their physician. This exchange will be
8]
arrival, the following information Is obtained upon documented on the "Patient Consent to Medical 2/282015
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1. Acgording to the U.S. Department of Health
and Human Services website, accessed 1/23/15,
when|obtaining informed consent a transtator
may be helpful in facilitating conversation with a
non-Bnglish speaking subject, but routine
unplanned translation of the consent document
should not be substituted for a written transiation.
The ASC failed to ensure informed consent as
follows:

Patient #4 was a 55 year old male admitted to the
ASC pn 1/22/15, for Pterygium removal
(abngrmal tissue of the cornea and white part of
the eye) with graft of the right eye.

During an observation on 1/21/15 beginning at
11:15 AM, Patient #4 arrived af the ASC with two
correttional officers accompanying him. The
ASC feceptionist was speaking with Patient #4
regarging signing his admission paperwork. She
identified at that time he did not speak English,
only $panish. The ASC receptionist confirmed
the fdct with the correctionat officers and asked if
they would translate. The officers stated they did
not translate for people in custody, it was against
regulations. The ASC receptionist stated she

- would attempt locating a Spanish speaking
transiator for Patient #4, at a physician's office
located near the ASC, by making a phone call,
Patieht #4 was moved (o the pre-surgical area
whilelthey were walting for a transiator.

The translator arrived at 11:35 AM, 20 minutes
afier Patient #4's arrival, and was asked by the
RN tg translate in Spanish. The transtator was
usedifor the surgical informed consent and
consent for anesthesia. The consents for the

procedure and anesthesia were written in English.

Q 229|Continued from page 27

process will start over. The Center Director will
report the resulis to the QAPI Committee quarterly
with results and recommendations submitted to the
Governing Body for review and reporting.

FORM CIS-2567(02-¢8) Pravious Versions Obsolete Eveal ID:18PQ11

Facllity D: 13C0001032 If continuation sheet Page 28 of 30

T




PRINTED: 01/29/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFJCIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
13€0001032 B. WING 01/22/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

3090 GENTRY WAY, SUITE 100

Y
EAGLE EYE SURGERY AND LASER CENTER MERIDIAN, ID 83842

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG RHGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Q 229 Contihued From page 28 Q223
She did not read the surgical or anesthesia

consent forms word by word, but translated what
. was gaid by the RN regarding the procedure and
anesthesia. Patient #4 signed both consent
forms. Neither form indicated a translator was
used.

The CRNA and physician arrived at Patient #4's
bedsite at 12:15 PM. The CRNA did not speak
with Ratient #4 about the anesthesia being used
for the procedure prior to him signing the consent
form. :

During an interview on 1/21/15 at 11:45 AM, the
transtator stated she worked in the office of the
physitian who performed the eye surgery on

Patie qt #4. She confirmed she assisted with
translating for the ASC on occasion, but it was not
something she did regulariy.

During an interview on 1/22/15 at 3:05 PM, the
Clinical Director reviewed the record and
confifmed that a translator was used for Patient
#4. She further confirmed the consent forms, for
both the surgery and anesthesia, were in English
and stated they did not have forms available in
Spanish. The Clinical Director also stated it was
not indicated on Patient #4's consent forms a
translator was used. She also confirmed the
anesthesia consent was signed prior to the CRNA
speaking with Patient #4, The Clinical Director
stated it was their practice for the anesthesia
consent to be signed by patients upon arrival to
the ABC, prior to discussing anesthesia with the
CRNA.

The ASC failed to document Patient #4 was fully
informed of the surgical procedure and
anesthesia.
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2. Patient #0 was an 81 year old femate admitted
to thd ASC on 12/04/14, for repair of left eyelid
defact.

Patient #9's record inciuded a consent for
anes{esia. She signed the consent at 2:50 PM

on 12/04/14. The CRNA documented on the
anesthesia record that anesthesia started at 4:51
PM on 12/04/14. The anesthesia consent form
was fjot signed, timed, or dated by the CRNA
perfofiming the anesthesia.

There was no documentation Patient #9 was
informed of the risks and benefits of the
anesr‘hesia that was used for her surgery, prior to
receiying anesthesia.

During an interview on 1/22/15 at 2:35 PM, the
Clinidal Director reviewed the record and
confilmed the anesthesia consent form was not
signed by the GRNA. She confirmed the forms
were to be signed by the CRNA performing the
anesthesia.

! The ASC failed to ensure Patient #9 was fully

informed of anesthesia that was used for her
procadure.

Q229
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