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February 13, 2015

Shane Ricks, Administrator
Millennium Surgery Center

1828 South Millennium Way, Suite 100
Meridian, ID 83642

RE: Millennium Surgery Center, Provider #13C0001011

Dear Mr. Ricks;

Based on the survey completed at Millennium Surgery Center, on February 2, 2015, by our staff,
we have determined Millennium Surgery Center is out of compliance with the Medicare ASC
Conditions for Coverage of, Governing Body and Management (42 CFR 416.41) , Quality
Assessment and Performance (42 CFR 416.43) and Infection Control (42 CFR 416.51). To
participate as a provider of services in the Medicare Program, an ASC must meet all of the
Conditions for Coverage established by the Secretary of Health and Human Services,

The deficiencies, which caused these conditions to be unmet, substantially limit the capacity of
Millennium Surgery Center, to furnish services of an adequate level or quality. The deficiencies
are described on the enclosed Statement of Deficiencies/Plan of Correction (CMS-2567).

You have an opportunity to make corrections of those deficiencies, which led to the finding of
non-compliance with the Condition for Coverage referenced above by submitting a written

Credible Allegation of Compliance/Plan of Correction.

An accepiable Plan of Correction contains the following elements:

o 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;
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o 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;

e The plan must include the title of the person responsible for implementing the acceptable

plan of correction; and
o The administrator’s signature and the date signed on page | of each form.,

Such corrections must be achieved and compliance verified by this office, before March 19,
2015, To allow time for a revisit to verify corrections prior to that date, it is important that
the completion dates on your Credible Allegation/Plan of Correction show compliance no
later than March 9, 2015,

Please complete your Allegation of Compliance/Plans of Correction and submit to this office by
February 26, 2015,

Failure to correct the deficiencies and achieve compliance will result in our recommending that
CMS terminate your approval to participate in the Medicare Program. If you fail to notify us, we
will assume you have not corrected, '

We urge you to begin correction immediately.

If you have any questions regarding this letter or the enclosed reports, please contact me at (208)
334-6626, option 4.

Sincerely, /
DON SYLVESTER NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
DS/pmt

Enclosures

ec: Debra Ransom, R.N., R.ILLT., Bureau Chief
Gary Keopanya, CMS Region X Office
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The following deficlencles were cited during the
Medicare recetlificalion survey of your surgery
center conducted fram 1/26/15 1o 202HM5.
Surveyers cohducting the recertification were.

Don Sylvester, RN, HFS, Team Leader
Gary Guiles, RN, HFS
Nancy Bax, RN, HFS

Acronyms used in this report include:

BECENED
AORN - Asseciation of Perioperative Registered FEB ¢ 7 2;,;15
Nurses R fre 2 BB
ASG - Ambutfatory Surgery Center : FACILITY STANDARES
CLC - Center for Disease Gonirol o
CRNA - Cerlified Registered Nurse Anesthetist
CST - Certifled Surgical Technictan
DVT - Deep Vein Thrombosis (bload clot)
EGD - Esophagogasiroducdenascopy-
EMR - Electronic Metfical Record
H&P - History and Physical EXxamination
HRET -~ Health Research and Education Trust
MSC - Millennium Surgery Center :
mg - milligrams
mi - milliliters
NSAID - Non steroidal Antiinflammatory Drug
OR - Operating Room
PACU ~ Post Anesthesla Care Unit
pt - patient
PVC - Premature Veniricular Contraction
QAP] - Quality Assessment Performance
improvement
RN - Registered Nurse
Q 040} 416.41 GOVERNING BODY AND Q 040
MANAGEMENT .
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Any deficiency statemant ending with aa asterisk (* denotes a deficlancy which the ingtitution may be excused from comrecting providing i is determined thai
other safeguards provida sufficient protection to the palients. {&sa instructions.} Except for nursing homes, the findings steled above ate disclosabia 90 days
foliowing the dale of survey whether or not o plen of correction Is provided, For nurslng homes, the above findfigs and plans of corfection are disclosable 19
diiys faltowing tha daie these documenis aro made gvallable to ihe fazility. if deficiencies are clled, an approvad glan of correction is requisite to coniinued
program participatiaf,
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1. Refer.to 043.as it refates to the failure of the

 preparedness drift was conducted.at leasi -

impiementing,and moniloring polficies governing
the ASC's tofal operation. The goveming body
has oversight and accountabilily for the quality
assessment and performance improvement
program, ensures that facility policies and
programs are administered so as to provide
quaiity health ¢are in a safe environment, and
develops and maintains a disaster preparedness
plan.

This CONDITION is not met as evidenced by:
Based on staff interview and review of medical
racords, policies, meeling minutes and quality
docurnents, |t was determéined the ASC's
Governing Body failed to assume responsibliity
for determining, implementing, and monitoring
policies and failed to oversee the ASC' QAP
program. This resulted in a fack of guidance and
direction o staff and the fajlure to sustain
reguiatory compliance. Findings include;

Goves‘nmg Body to develop an emergancy
preparedness plan that was coordinated with:
State and local authorities and that an emergency

annually fo test the plan’s effectivaness.:

2. Refer to Q80 Condition for Coverage: Quality
Assessment and Performance Improvement as it
relates to the (overning Body's failure to ensure
the ASG's quality program was developed,
impiemented and maintained,

3. Refer to 0240 Condition for Coverage:
infection Controt as i relates o the Governing
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Continued From page 2

Body's failure to ensure a comprehensive
infection control program was developed,
implemented and monitored.

The cumulative effect of these systemic deficient
practices resulted in the lack of clear processes
to guide staff in the. provision of care and to
evaluate Iis services.

416.41(c) DISASTER PREPAREDNESS PLAN

{1) The ASC must maintain a writien disaster
preparedness plan that provides for the
emergency care of patients, staff and others in
the facility in-the event of fire, naturai disaster,
functional failure of equipment, or other
Unexpected events or circumstances that are
likely to threaten the health and safety of those in
the ASC.

(2) The ASC coordinates the plan with State and
local authorities, as appropriate.

(3) The ASC conducts drills, at least annually, to
test the plan's effectiveness. The ASC must
complete a written evaluation of each drill and
promptily implement any corrections to the plan.

This STANDARD s not met as evidenced by:
Based on interview and administrative document
review, it was determined the facility failed to
ensure the Governing Body developed an
emergency preparedness plan that addressed all
hazards, was coordinated with State and local
authorities, and that an emergency preparedness
drill was conducted at least annually ta test the
plan's effectiveness for all patients, staff and
visitors, This resulted in the potential for the
facility's inability to effectively deal with the care,

Q 040

Q043
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vulnerability or staff training specific to hazards . ]
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{(a)(2) The ASC must measure, analyze, and frack
guality indicatars, adverse patfent events,
infection controf and other aspects of
perfarmance that includes care and servicas
furnished in the ASC.

(c}{1) The ASC must set priorities for its
performance improvement activities that -

{f) Focus on high risk, high volume, and
problem-prone arsas.

(i) Consider incidence, prevalence, and
severity of problems in those areas,

(i) Affect health outcomes, patient safety, and
quality of care.
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This STANDARD is not met as evidenced by:
Based on staff interview and raview of policies,
meeting minutes and QAP! doeyments,  was
determined the ASC failed to ensura its quality
program was comprehensively defined,
developed and impiemented. This prevented lhe
ASC from analyzing ils processes in order fo
improve them. Findings inciude:

1. A specific QAP! pian, including quality
indicators, priorfties, and time frames, was not
documented between 10114 and 112615,

The Administratcr was interviewed on 1/26/15
beginning at 3:00 PM. He stated the ASC had
ongoing quality aciivities but a plan had not been
developed that defined the overall GAP} program
and directed staff as o how to carry out those
activities.

The facility's undated "Quality Improvement
Poficies and Piocedures™ were reviewed. The
policy stated in the "Piagram® section that
program activities were to be completed &s
follows:

a. Chart reviews for quality of care
standards/{criteria were to be reviewed quarterly
by randomly setecting 5% or a minimurn of 2
patient medical records. The review was to be
completed by a peer review irained staff member
who was to assess the following areas;
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with data being reviewed quarterly.

Medical Staff meeting minutes dated 3/4/14,
78414, 10/14/14 and 12{9/14 were reviewed. The
meeting minutes did not inciude quantiffable data
which-allowed the faciiity to measure compliance
{e.g. percantage or how many records included
errors out of how many total records reviewed),

The Administrator was inferviewed on 1/26/15
beginning at 3:00 PM. He confirmed the minutes
did not include quaniifiable data.

b. Pafient Satisfaction was to be monitcred
through post-aperétive patient questionnaires,

The palicy did not include documentation of
measurable baseline data or a measurable goat -
the facility wis striiving 1o maintain or attain, :

Medical Staff meeting minutes date 3/4/14,
718/14, 10/14/14 and 12/9/14 were reviewed. The
meeting minutes did not include quantifiable data’:
which aflowed the facility o measure complfance
{e.g. percentage or how many surveys
documented satisfaction out of how many total
records reviewed) or discussion regarding what
information the surveys provided,

The Adminisirator was interviewed on 1/26/15
beginning at 3:00 PM. He confirmed the meeting
minutes did not include guantifiable data.,
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(3 081 Continued From page 7 G 081
c. Afl cases of post-operative infections were to
be ieviewed via post-operative telephone
interviews, unplanned admissions, and returned
infection control repors,
The policy did nat include documentation of
measurable baseline data or.a measurable goal .
the facility was striving to maintain or aftain; -
Medical Staff meeting minutes date 3/4/14,
710014, 10114114 and 12/9/14 were reviewed. The
meeting minutes did not include quaniifiabis data
which.allowed the facility to measure compliance
{(e.g. number of post-operative infections.or
unplanned admissions reported-out of total
number of procedures performed, and/or number
of Infection cantrol reports indicating infection out
of {otal number of reports returned, efc.).
The Adminisirator was interviewed on 1/26/15
heginning at 3:00 FM. He confirmed the mesting
minutes did not include quantiiiable data. '
d. Medical/surgicat equipment currently used or
propused for use at tha facility was to be
reviewed via the facility's equipment management
pragram and hiomedical checks, -
The policy did not include documentation of
measurable baseline data or a measurable goat
the faclliy was striving to maintain or attain.
Medicai Staff meeting minutes date 3/4/14,
718114, 10/14/14 and 12/53/14 were reviewed. The
meeting minutes documented equipment, such
as-C-arms, a large autoclave, efc, that were
under review far purchase. However, quantifiable
data related o equipment maintenarnce and
FORM CMB-2687{D2-20) Frevious Versions Obsclale Event 10:0XYD 1 Facility 10; 43C00Q10%1 IF continuation sheet Page B of 51
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i coflected and given ta the Administrator. The

biomedical checks was not present.

The Adminisirator was interviewed on 1/26/15
beginning at 3:00 PM. He confirmed the meeting
minutes did not include quantifiable data.

e. Quality indicator findings were to be reviewed,
with focus on at feast one indicator per -
department until the expected oulcome was
reached and to determine if corrective action of
recurrent problems was adequate. The
corresponding “Policy of Quality indicators”
section of the policy stated the "Quality Indicator
Sheet (fncident Report Form)* was to be
complefed to “...track the frequency of deviation
from the standards of carg, therefore, alfowing
corrective actions to be taken when deemed
necessary.”

The poficy did notincluda dacumentation of
measurabie baseline data or a measurable goal
the facility was striving to maintain qrattain,

The Administrator was interviewed on 1/26/15
beginning at 3:00 PM. He confinmed the policy
did not include dacumentation of measurable
basetfine data or a measurabie goal.

. The policy stated incident repart forms were ta
be *...filled out in the appropriate area of the
occurrence. At the end aof the day, during the
daily chart reviews, the Q! forms are to be

indicators are tafiied and entered into a log.” The
policy did not include a process ta jnvestigate the
incidents to identify causas and potential actions
to prevent future incidents.” -

The Administratorwas interviewed on 1/26/15
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Q 081 Confinued From page 9 Q 081
beginning at 3;00 PM. He confirmed information
including a causal analysis or additionai
information.
2. Refer lo Q82 as i relates {o the ASC's failure
to ensure quality indicator data was used to
monitor the effectiveness and safety of its
-services and to track adverse palient events,
examine their causes and implement
improvements.
3, Refer to (383 as it relates to the ASC's faljure
to ensure distinct quality improvement projacts
were defined and conducted.
4. Refer to Refer tob Q244 as it relates to the
ASC's failure to ensure infection control was
cornprehensively addresses.as an integrai part of
the ASC's QAP program.
The cumulative effect of these systematic failures
‘impeded the ASC's ability to evaluate its practices
and identify opportunities to Improve patient care. "
Q082 | 416.43(h), 416.43{c){2), 416.43(c)(3) PROGRAM Qo082 —~z e WP PR 1S
DATA; PROGRAM ACTIVITIES f rFr v [
[,q s ﬁ?’s-taé 7 ,i-»./'k.{;‘c'affa ra Ciﬂ-—"*"\
(2){1) The program must incorporate quaiity e mm.gb P TZ;,_,, E:,ff__,,,.,émm S e
indicator data, including patient care and other £ £ C mur SeruitaS.|as c[
relevant data regarding services furnished in the Sate :J[ @ W . <
ASC. will  kelp  denfif e [ b TS
{b}{2) The ASC must use the data collected to - foc inmprovtynent ; éi"f{‘ Cireaes
. ri) Monito& the ggecfti;rsnes:: and safety of its s et e i eloded 1 ‘-;’“*;’;Lg WL
ervices, and quality of its care. ; cod ;
(ii) Identify opportunities that could lead to PreeAia gind Plon nate i ? v ;
improvements and changes in its patient care. O 5/ Aot L};s;J.! R fre ol
. - frond szs-mgﬂ?’.m‘“f“a{ i, Trade
{c}{2) Performance improvement activities must .
T e Cr e
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Q082

‘section that the foilowing would be compieted:

Caontinued From page 10

track adverse patieni evenis, examine their
causes, impiement improvements, and ensure
that improvements are sustained over fime.

{c}3) The ASC must implement preventive
strategiss throughaout the facility targeting adverse
patient evenis and ensure that aif staff are familiar
with these strategies,

This STANDARD is-not met as evidenced by;
Based on staff interview and review of paoiicles,
meeting minutes, medical records, and (AP}
documanits, it was determined the ASC failed fo
ensure quality indicator data was used to manitor
the effectiveness and safety of its services. In
addition, the ASC failed to track adverse patient
events, examine their causes, and implement
improvements. This directly affected the care of
2 of 20 patients (#17 and #18}, whose records
were reviewed. This prevented the ASC from
analyzing ils processes in order to improve them.
Findings include;

1. The facility's undated "Quality improvement
Palicies and Procedures” stated in the "Program®

a, Chart reviews for qualily of care
standards/criteria were to be reviewed quarterly
by randomiy selecting 5% or a minimum of 2
patient medical records. Medical Staff meeting
minutes dated 3/4/14, 7/8/14, 10/14114 and
1279714 were reviewed and stated the following:

3/4114; "No major areas of concern. Remember
to be detaii oriented-especiafly on your H&Ps,
Especially new EMR templates. Often the
location of the surgery plan, and the review of

Q082
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‘meeting minutes date 3/4/14, 7/8/14, 10/14/14

systems are incomplete.”

7/8/14; "No Issues [sic] to report. Revised new
process. Low quantity high quality.”

10/14/14 and 12/9/14: "No issues [sic] to report.
Continue with low quantity high quality peer
review. Please write comments on the form
feedback.”

The meeting minutes did not include quantitiable
data which allowed the facility to measure
compliance {e.g. percentage or how many
records included errors out:of how many.total
records reviewed).:

The Administrator was interviewed on 1/26/15
beginning at 3:00 PM. He confirmed the minutes
did not include quantifiable data.

b. Patient Satisfaction was to be monitored
through post-operative patient questionnaires,
with data being reviewed quarterly. Medical Staff

and 12/9/14 were reviewed and stated the
following:

3/4/14. "Satisfaction surveys: 4th Q reviewed.”
7/8/14: "Satisfaction surveys: 1st Q reviewed.”

10/14/14 and 12/9/14: "Satisfaction surveys: 3rd
Q reviewed,”

The meeting minutes did not include quantifiable -
data which aflowed the facility to measure
compliance (e.g. percentage or how many
surveys documented satisfaction out of how
many total records reviewed) or discussion
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"Reviewed No [sic] action required.”

i found,

regarding what information the surveys provided.

The Administrator was inferviewed on 1/26/15
beginning at 3:00 PM, He confirmed the meeting
minuies did not inciude quantifiable data,

c. All cases of post-operative infections were to
be reviewed via post-operative lelephone
interviews, unpianned admissions, and refurned
infection controi reports. Medical Staff meeting.
minutes date 3/4/14, 7/8/14, 10/14/14 and
12/9/14 were reviewed and stated the following:

3/4{14, 10/14/14 and 12/9/14: The minuies did
not inciude information regarding postoperative
infections, i

7/8/14: "infection Controf and Postoperative
complications” minutes stated a patient had
presented for pariial amputation with an infected
loe and the infection remained postoperatively.
The minutes further stated a second patient had
a minor case of celillitis and sfow healing, The
minufes documented both patienis were treated
and the infeclions resotved, The minutes. stafed

Additional information, inciuding a causal =
analysis, regarding the infeclions was not presenl
and documentation of how it was determinad no
further action was warranted related to.the_.
facility's infectlan control program could not ba

The meeting minutes did not include quantifiable:
data which aliowed tha facllity to measure
compliance (e.g. number of post-operative
infections or unplanned atfmjssions reported out

of total number of procedures performad, and/or

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPFPLIER/CLIA {(¥2Z} MULTIPLE CONSTRUCTIDN {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIDN NUMBER: A BUILDING COMPLETED
13c0001 011 B, WING Q21022015
NARFE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, SYATE, ZIP CONE
1828 SOUTH MILLENNIURM WAY, SUITE 100
MILLENKIUM SURGERY CENTER
! I MERIDIAN, 1D 83642
(X431 SUMMARY STATEMENT OF DEFRICIENCIES 0 FROVIDER'S PLAN OF CORRECTION 115}
PREFX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC {DENTIFYING INFORMATION} TAG CROS$-REFERENCER TO THE APPROPRIATE DATE
DEFICIENGY)
Q 082 | Continued From page 12 Q082 .acU .
Mwm

ia

j{’} ?}" £ ?At-ﬁ‘é’ P‘"‘”F:r
(%}@&r‘{:ﬁf"m,:muw 7o ﬁm“%:‘ffw

S

for

@ Zm4 }&K‘E’,@ i h-t’l;‘?{‘j r':”.»ﬁf*"

{é%{?r’;{n of -l f"’eﬁ?ﬂ({— -

jau{(n{nj z"amf; F»C,FQ(T(’S\

mfﬁ: H_?!// kaéf‘F(;rmﬂ. O
4 "-“E/T w5 @a @l o i da s

v @-m?!?'fa feas 4 dia feetrons

s z‘r&f;df'—i
ﬂrrﬂr N _{_ Fbr,p..,_

L F
fae »’1(1'5.'1%' &4 "{.J‘_!'r ol ,‘t {:P“S.ﬂ%prmé'flﬁ
‘ﬁ 5‘;{ g*’%iéz’« !‘n{:‘f::*{?bw ﬁsrw&,_
g 3 Foor

t5

R

=
Sie e

{ong lew  ar Sewfenhl €U
;,1‘2.
AP t’.'-amm;f?'l%.&.f _f/?;qgr o
Eppafn e bﬂnr"[ AT P

5 P, o

"’ﬁsf’{') ia Fargn.v@—f':‘.—b PR e L
7/

Q‘A?I C,&mns{ﬁl‘&a / s?ﬁ'ﬂfﬂg o

#
et

e

i

b zad BFT. prcattas :
3 zle, (B Wﬁg ‘-?,57!;5'*
St Thrks asn { Boet Rodsrs
Ll Seper ViSa Comedly,

of Cﬂﬂ({f.’(?bﬂ @ G%Z

Ll

FORN CMS-2567(02-98} Previous Versions Obaolata

Event 10: OXYDH

Faekily iU 1200001044

if continuation sheet Page 13 of 51




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/13/2015

FORMAFPROVED

OMB NO. 9938-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IBENTIFICATION NUMBER:

13C0001011

{X2) MULTIPLE CONFTRUCTION
A, BUILDING

B. WIND

{A3} DATE SURVEY
COMPLETED

02/02/2018

NAME OF PROVIDER QR SUPFLIER

MILLENNIUM SURGERY CENTER

STREET ADDRESS, CiTY, STATE, 2)P CQDE
41828 SOUTH MILLENNIUM WAY, SUITE 100
MERIDIAN, D 83642

(X4y1D
PREFIX
TAG

SURMMARY STATEMENT OF DEFICIENCIES
{EACH DEFIGIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIEYING INFORMATION}

D 1 PROVIDER'S PLAN QF CORRECTHON

X5y

PREFIX {EACH CORRECTIVE ACTION SHOULD HE COMPLETION
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY}

g8z

Continued From page 13

number of infection control reporis indicating
infection out of total number of reports returned,
etc.).

The Administrator was interviewed on 1/26/15
beginning at 3:00 PM. He caonfirmed the meeting
minutes did not include quantifiable data.

d. Medicalfsurgical equipment currently used or
proposed for use at the facility was to be
reviewed via the facliity's equipment management
program and biomedical checks.

Medicat Staff meeting minutes date 3/4/14,
7/8/14, 10/14/14 and 12/9/14 were revicwed, The
meeting minutes documented sguipment, such
as G-arms, a large autociave, etc, that were
under review for purchase. However, quantifiable
data refated to eguipment maintenance and
biormedical checks was. not present...

Tho Administrator was interviewed on 1/26/15
beginning at 3:00 PM. He confirmed the meeting
minutes did not include quantliiable data.

e, Quality indicator findings were to be reviewed,
with focus on at least one indicator per
depariment until the expected outcome is
reached and to determine if corrective action of
recurrent problerms was adequate. The
corresponding "Policy of Quality indicators™
section of the palicy stated the "Quality Indicator
Sheet {Incident Report Form)” was to be
completed to ",..track the frequency of deviation
from the standards of care, therefore, allowing
corrective actions to be taken when deemed
necessary.”

The Administrator was interviewed on 1/26/15

Qag2
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Q os2

718114, 10/14/14 and 12/9M14 were reviewed and

Continued From page 14

beginning at 3:00 PM. He confirmed the policy
did not include documentation of measurable
haseline data or a measurable goal

f. The policy stated incident report forms were {o
be "...filled out in the appropriate area of the
accurrence, At the end of the day, during the
daily chart reviews, the Qf forms are to be
caollected and given ta the Administraior, The
indicators are talfled and entered info a log.” The
policy did not include specify a process o
investigale lhe incidents to identify causes and
potential actions to prevent future incidsnts.

Additionally, the policy “INCIDENT REPORTING," |
dated 7/01/08, included a list of adversa patient
events that staff needed to report. The policy did
naot address what if any type of investigation of
the events would be conducted following a repart.
As aresult, the ASC did not examine the causes
of adverse patient events and implement
improvements, Nor did the ASC track adverse
patient events.

Medical Stalf meeling minules date 3/4/14,
stated tha following:

- 3/4114: *Risk Management’ notes documented
a patient had vomited, was turned on her side
and suctioned. The noles stated the case was
reviewed and the suction machine was not
immediately avalfable. The notes stated "staff
has discussed processes to insure that we have
suction immediately available for all cases.”

However, additional information, including a-
causal analysis, regarding the incident was ot
present and documentation of what procedural

Q 082
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.A maonitoring plan; which included measurable

.safe,”

changes fook place to ensure the suction
machine was immediately available was not
present in the notes. Further, 8 monitoring plan,
which included measurable goals, data collection
and analysis, to ensure the changes were
effective was not documented in the meeting
minutes.

- 718/14: "Risk Management” notes stated a
patients' mother had expressed concerns
regarding a "breathing sound" she related to the
patient's seizures in the past. The notes stated
"We will discuss the importance of listening to
family when the [sic} have concerns in our staff
meeting. Will be discussing with the staff to listen
[sic] to patient's family members especially
moms,"

goals, data collection and analysis, to ensure the
discussions with staff was effective was not
documented in the meeting minutes.

- The 7/8/14 minutes documented staff had been
"poked with a keith needle,"” another staff had
been "poked with the cautery tip" and a third staff
had been burnt/poked with a cautery needle. The
minutes stated "Reviewed and reviewed [sic] the
biood Borne pathogen policy. Slow down and be

However, additional information, including a
causal analysis, regarding the incidents was not--
present and documentation-of-a-monitoring plan, -
which.included measurabie goals, data coliection
and.analysis, to ensure the discussions with staff
was effective was not-documented in the meeting
minutes.
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incidents.

An corresponding Incident Report Form, dated

‘vear old female who had surgery on 6/26/14 for

- The 7/8/14 meeting minutes documented a
wrong-site foe surgery. The minufes stated "All
appropriate safety measures were done but the
surgery was started on the wrong toe." The
minutes stated "We-discussed this incident in
detail. We will use the checklist as designed.
The doctors will be the fead on our safety efforts.
We clarified the process of the safety program
and we will make efforts to waork as a team.”

However, additional information, including a
causal analysis, regarding the incident was not -,
present. Additfonal information, including a .. .

present. The minutes did not document how the
event couid have potentially been avoided or what
action had been taken to ensure the facility's
safety program would be followed in the future.
Additionally, the notes did not document a
monitoring plan, which included measurable
goals, data collection and analysis, to ensure the
action taken was effective in preventing similar

6/27/14 at 11:45 AM, documented Patient #18's
stated surgery was done on the incorrect toe,
Per Patient #18's medical record, she was a 93

correction of a hammertoe. The operative
consent stated the surgery was for correction of a
hammertoe of the third toe on her right foot.

The 6/27/14 Incident Report Form stated surgery
was also completed on the correct toe. Under the
section "Supervisor investigation/comment/follow
up,” it stated "Doctors and nurses will all review
proper policies and procedures,”
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“The failure to doecument the wrong site surgery

‘not documented, He stated actions to prevent -

Continved From page 17

An investigation.of the incident was not
documented. -

Further, the ASC had a monthly list of "Quality
Measures” that it maintained and reported to
CMS. The list included adverse events such as
patient burns, falls, transfers, etc. One of the
items was wrong site surgery. The list stated
there were no-wrong site surgeries in June, 2014,
The surgery on the wrong toe was not included.

prevented the ASC from accurately tracking
adverse patient events,

The Administrator was interviewed on 1/30/15
beginning at 3:00 PM. He stated the ASC did not
have a formal process to investigate adverse
patient events. He confirmed Patient #17's wrong
slte surgery. He stated investigation details were

future events of this lype were-not documented.
He also stated the wrong-site surgery was not
included in the "Quality Measures"” list.- He stated
this was an oversight. :

~ The 7/8/14 meeting minutes documented a
patient had presented for multiple procedures on
his foot. The notes documented it was
discovered that a procedure had not been
completed. The patient had an unplanned return
to the operating room and the final procedure was
performed. The notes stated "We reviewed this
case in detail. The governing board agreed that
we all will make a greater effort to support our
culture of safety. This incident could have
potentially been avoided if we follow our safety
program.”

However, additional information, including a

Qo082
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causal analysis; regarding the.incident was not
present. The notes did not document how the
-event could have potentially been avoided or what
action had been taken to ensure the facility's
safety program would be followed in the future.
Additionally, the notes did not document a
monitoring plan, which included measurable
goals, data collection and analysis, to ensure the
action taken was effective in preventing similar
incidents.

An corresponding incident Report Form, dated
6/30/14 at 3:00 PM, stated after Patient #17 was
brought to PACU on 6/27/14. Per Patlent#17's
medical record he was a 33 year old male who
had surgery on 6/27/14 on his left foot and ankle.

His surgical consent, dated 6/27/14 but.not timed,
stated he was to have 4 procedures performed
including bunion surgery, osteotomy, removal of
ankle spurs, and removal of ankle screws from a
prior surgery. The "PACL) Record," dated 6/27/14
at 11:30 AM, stated "wife to bedside, ice boot off,
Dr. [name] to bedside to consutlt, {after} talking
[with] pt, Dr. needs to take pt back to OR for
another procedure.” A second surgery was
documented that same day.

‘The 6/30/14 incident Report Form documented
*...some hardware that the pt thought was being
removed wasn't & afier fthe physician] looked at
chart & talking [with] wife, he wanted to bring pt
back to OR to remove remaining hardware."
Under the section "Supervisor
investigation/comment/follow up,” it stated the
Administrator reviewed the incident with the staff
involved. It stated "They will be more vigilant in
verifying the procedure and insuring everything is
done.”
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Details of the investigation were not documented.

The Admiinistrator was interviewed on 1/30/15
beginning at 3:00 PM. He stated investigation
details were not documented for Patient #17. He
stated actions to prevent future events of this type
were not documented.

The ASC did not examine the causes of the
events that led to & second surgery or implemant
specific improvements in order to prevent future
events of a simifar nature,

- 10114/14 and 12/9/14: "Risk Management”
notes siated a patient converted from a normal
rhythm {o a bradycardia with PVCs. The palient
was transferred {o the emergency room,
evaluated, and released, The notes stated
"Reviewed and appropriate care was given,”

No additionaf Information, including a causal
analysis, regarding the incident was ‘presentin
the notes. -

The Administrator was. interviewed on 1/26/15
beginning at 3.00 PM. He confirmed information
including a causal analysis or additionaj

information was not present.

The ASC failed to investigate adverse patient
evenls and take action to prevent similar events.
416,43(d) PERFORMANCE IMPROVEMENT
PROJECTS

{1) The number and scope of distinct
improvement projects conducted annually must
reflect the scope and complexity of the ASC's

Qogz2

Q083

FORM ChiS-25687{02-09) Previous Verslons Dbgolata Everit D OXYD11

Faclity 1D: 1aC0001011 H continuation sheat Page 20 of b




DEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/13/2015
FORM APPROVED

OMB NO. 6938-0381

MILLENNIUM SURGERY CENTER

1

828 SOUTH MILLENNIUM WAY, SUITE 100

MERIDIAN, iD #3642

STATEMEMT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/GLIA {X2} MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTIDN [DENT!FICATION NUMBER: A BUILDING COMPLETED
i3coooi0ii B, WING 0210212615
NAME {QF PROVIDER OR SUPPLIER STREET ACTRESS, CiTY, STATE, ZIP CODE

services and operations.

{2) The ASC must document the projects that are
being conducted. The documentation, at a
minimum, must include the reasan(s) for
implementing the project, and a description of the
project’s results

This STANDARD is naot met as avidenced by:
Based on staff interview, review of policies and
quality program documenis, & was determinad
the ASC failed o ensure distinct quaiity
impravement projects were defined and
conducted, This limited the ASC's opportunities
to improve patient care and patient safety.
Findings include;

1, The facility's undated "Quality [mpravement
Policies and Procedures” were reviewed. The ..
policy did: not address Pl projects.”

Four "MSC Staff Meeling” minutes were
documented in 2014, The MSC staff constituted
the Quality Jmprovement Committee. Meeting
minutes were dated 3/04/14, 7114114, 10/18/14,
and 12/15/14. Meeting minutes included the
following QAPI items:

A”DVT Prevention Project,” dated December,
2011, stated the ASC would promaote the use of
sequential compression devices to prevent DVTs.
The project stated the ASC would “...track all
incidents of DVTS." The project did not reguire
any ather data to be collected, such as racking
whether staff vwere following the protocols,

Al 4 "MSC Slaff Meeting" minutes stated "DVT
Progran: We are doing well. Mo incident of DVT
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reported in the last year.” None of the minutes
discussed the cofection of data, the reason for
implementing the project or a description of the
projecks resulls,

The Administrator was interviewed on 1/26/15
beginning at 3:00 PM. He stated the DVT
Prevention Project noted if a patient developed a
DVT or puimonary embalism. He slated no other
quality indicators were monitored and.no data
was gathered to evaluate whether staff was
following the DVT prevention guidetines,

2. AYHRET Patient Safety Program,” dated
9/19M13, stated the program goals were 1} io
reduce surgical site nfections and surgicat
compiications and 2} to improve safely culiure as
evidenced by improved teamwork, and
cormnmunlcation by employing a surgical safety
checkiist,

The program did not state specific quality
indicators to be measured, a plan.expfaining the
ASC'srole in the program was not documented,
and the start of the Safety program was not
documented,

Additionally, "MSC Staff Meeting” minutea for
dated 3fQ4/14, 714/14, 10/16/14 and 12/15/14
were reviewed. The minutes did not include
guantifiable data which allowed the facility fo
meastne complance or inforrmation related to
data analysis or a description of the project's
resuits.

The Administrator was interviewed an 1/26/15
heginning at 3:00 PN, He stated nejther "MSC
Slaff Meeting” minutes nor Medical Staff meeting
minutes mentioned data collected by the

Qo082
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program,

3. "MSC Staff Meeting" minhutes for 3/04/14
siated.the handwashing policy was reviewed.
The minutes stated the obseivation process was
also reviewed. The minutes stated the ASC
wouid™...have [patient} and family evaluations of
hand washing periodically.” The minutes did not
define {ssues surrounding handwashing or a
specific plan {o measure hand washing at the
facility. "MSC Staff Meeting” minutes for 3/04/14
stated “"CDC hand hyglene poficy and protacot
reviewed. We will have pt and family evaluations
of hand washing periadically. We reviewed the
hand hygiene poiicy. We reviewed the
observation process. We will increase access
with Avagard D [a hand antiseptic} In crifical
areas. We will begin abservations after Avagard
D is in place and all staff and doclors have had a
chance to be educated on the.policy and aur
observational tools. We will ramp up our
measutement. We fee! like the added access
and emphasis on hand hygiene has helpledi we
need to measure to see wherewe are at."

A plan-to-monitor.hand hygiene, inciuding quality
indicators and directions to staff, the reason for
implementing the project or a description of the -
prajecks resuits was not documented.. .
Additionally, no hand hygiene data was:

documented between 1/01/14 and 1/26/15.

The Administrator was interviewed on 1/26/15
beginning at 2:35 PM. He stated no hand
hygiene daia had been gathered betwéen 1/01/14
and 1/26/15.

The ASC failed to comprehensively define and
implement perfermance improvement projects.

Q083
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0 084 | 416.43(e) GOVERNING BODY Q0841

RESPONSIBILITIES

The gaverning body must ensure that the QAP! \/

progra-

{1} is defined, implemented, and maintained
by the ASC,

{2} Addresses the ASC's priorities and that all
improvements are evaluated for effectiveness.

{3) Specifies data coflection methods,
frequency, and detalis.

{4) Clearly estahlishes its expectations for
safety.

(5) Adequately allocates sufficient staff, time,
information systems and training fo implement the
QAP program.

This STANDARD is not met as.evidenced by
Based on staff interview and review of poiicies,
meeiing minutes and QAP} documents, it was

detarmined the ASC failed to ensure the

Governihg Board defined, implemanted, and
maintained the QAP pragram. This resulted in a
lack of oversight of the QAP program and a lack
of direction ta staff responsible for the program.
Findings include:

(D Tudlee @M ol o ned| S fe

1. The policy "Quality improvement Plan — T
Staternent of Phitosophy,” dated 8/20M1, stated i (H E e Spewrie be i T f Yt
*...the uitimate responsibility for the quality of care

rests with the Governing Board...” The palicy éod,drm ~Y Poerd Fahcj bz e
stated the Goveming Brard would be notified of W hich  Bheoss (B pram fers gt

quality activities. The policy did not state what the
duties of the Governing Board were in refation to

"
L2

e 5l-p,,n.-5u;;{§ #flf 5. M?J&-]ﬁﬂf{ 4df Poticwdl

the QAP! program. The policy did-not state which By fhe pe deal T Yecter ﬁ?ﬁ‘&’ﬁ{
meribers of the Governing Board were - Lo crothetun ) locecd SIGHE Foc fraal
responsible ta ensure a QAP ptan was ol SriefBiphs

Led b
developed. The policy did not state specifically HEF O e g

how the Goyerning Board was regpansible to Zf 2alles
FORRA CMS-2587(02.98} Pravious Versions Ohsolele Event iD:OXYD11 Facility fD: 13C00010H 1 # mnﬁnua%?nrl sheet Page 24 of 51

Cawsal Awelysis will be

C@-N‘Qf‘\"‘:’i on U 1:1&:&,5&?(’“3

Mnless o ele ggmc;?f wmmﬂs’

g.u!‘éf';» m“.‘!a‘{- (ﬂ)w %-é"w
fg’ls\m?u";é For L’/Dfﬂ-? 2 tbr <en 1&2(6”"5”1-5

ar :r‘a fieon 1 A- L?'(m; f&n": &




DEFARTMENT OF HEALTH AND HUMAN SERVICGES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/13/2015
FORM APPROVED
CMB NO, 0938-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERIGLIA
AND PLAN OF CORRECGTICN IDENTIFIGATION NUMBER;

13C0001011

{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BULDING COMPLETED

B, WING 021022015

NAME OF PRGVIDER OR SUPPLIER

MILLENNIUM SURGERY CENTER

STREET ADDRESS, GITY, STATE, ZIF CODE
1828 SOUTH MILLENNIUM WAY, SUITE 100
MERIDIAN, ID 83642

(X410
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORREGTION M5}
PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
BEFICIENCY)

Q084

Continued From page 24

ensure the QAFPI program was monitored and fo.
ensure.actions were taken to address
deficiencies. The plan did not state how the
Governing Board would monitor the QAP
program to determine whether it was functioning
as defined and how resources Were allocated to

the program,

The Administrator was interviewed on 1/26/15
beginning at 3:00 PM. He confirmed the policy
did not define the role of the Governing Board. -

2. Medical Staff meeting minutes dated 3/4/14,
71814, 10/14/14 and 12/9/14 were reviewed.
These also served as Governing Board minutes.
The minutes did not show oversight of the QAP!
program as follows.

a. Aspecific plan for the ASC's QAPT prrogram,
including quatity indicators, priorities, and fime

frames, was not decumented between 1/01/14
and 1/26/15.

Noene of the Medical Staff meeting minutes

mentioned a QAP plan or review of a QAP plan |-

to determine If quality activifies weré being
conducted as needed to evaluale care af the
faciiity.

The Adminisirator was Interviewed on 1/26/15
beginning at 3,00 PM. He stated the ASC had
ongoing quality activities but said a plan had not
been deveiloped that defined the overall QAF!
pregram and directed staff as to how to carry out
those activities. He confirmed Medical Staff
meeting minutes did not address a QAP] pian.

b, Al of the Medical Staff meeting minutes
included data gathered from the QAP! program.

Tkjg (l_}f-ﬂ Lt LLD';:% f‘b‘xg-{,‘l,m,ﬁ ‘;7{2
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However, none of the minutes documented
discussion of specific data ur specific

recommendations for changes to the QAP
pragram or {o patient care. Specific foliow though |
waz not documented.

For example, the Medical Staff meeting minutes,
dated 3/04/14, slated "The Board discussed hand
washing and how to improve compliance. We will
increase accessibiiity to hand cleaning products.”
The minutes also stated "We will have pt and
family evaluations of hand washing periodically.”
Fofiowing this meeting, no data was.documented
regarding hand hygiene. Subsequent Medical
hand hygiene data nor did they stateif =~
accessibility to hand cleaning products had been
increased.

The Administrator was interviewed on 1/25/15
beginning at 3:00 PM. He stated no hand
hyglene data had been gathered following the
304114 meeling. He confirmed Medical Staff
meeting minutes did not mention the lack of data
or recommend changes o the:QAPI programi: =

¢. The Medical Staff meeting minutes, dated
3/04114, told physicians "Remember to be detail
oriented especially on your H&Ps. Especially new
EMR tempiates. Often the location of the
surgery, surgical plan, ‘and review of systems are
incomplete.” Thaminutes did.net specify actlon -
that would be taken to correct the deficient.
practice.

No data related to the completeness cof physician
documentation was collected. The incomplete
H&Ps were not mentioned in subseguent Medical
Staff meeting minutes.
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The Administrator was interviewed on 1726/15
beginning at 3:00 PM. He stated no data related
to physician decumentation had been collected.
He confirmed physician documentation was not
{ollowed up on in Medical Staff meeting minutes,

d. Medical Staff meeting minutes, dated 7/8/14,
documented a wrong-site toe surgery. The
minutes stated "All appropriate safety measures
were dane but the surgery was started on the
wrong toe.” The minutes stated "We discussed
this incident in detail. We will use the checklist as
designed. The doctors will bé the lead on our
safety efforts. We clarified the process of the
salety program and we will make effoits to work
as a team.”

However, addilional information, ingluding a
causal analysis of the incident was - documented. -
Amonitoring plan, which Included measurable
goals, data colfection and analysis, to ensure the
discussions with staff were effective was not
decumented in subsequent meeting minutes,

The Administrator was interviewed on 1/26/15
beginning at 3:00 PM. He stated .a causal.
analysis of the incident was not conducted. He
slated no-data was gathered following the -
incident and no follow-up actions were ...
documented in Medical Staff meeting minutes.

The Governing Board did not ensure the incident
was thorcughly investigated and action was taken
to prevent further incldents.

e. Medlcal Staff meeting minutes, dated 7/8/14,
also documented a patient had presented for
muitiple procedures on his foot. The minutes
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Acausal analysis of the incident was not
-documented. A monitoring plan, which included

‘T'ensure the discussions with staff were effective

‘minutes.

.amount of time and resources devoted to the

Continued From page 27

documented it was discovered that a procedure
had not been completed. The patient had an
unplanned return fo the operating room and the
final procedure was performed. The minutes
stated "We reviewed this case in detail. The
governing board agreed that we all will make a
greater effort o support our cufture of safely.
This incident could have potentially been avoided
if we follow our safety program.”

measurable goals, data collection and analysis, to

was not deCumented in' subsequent meeting

The Administrator was interviewed on 1/26/15
beginning at 3:00 PM. Hestated a causal
analysis of the incident was not conducied. He
stated no data was gathered following the
incident and no follow up actions to indicate staff
were following the safety program were
documented in Medical Staff meeting minutes.

The Governing Board did.not ensure the-incident -
was. thoroughly investigated and action was taken
to prevent further incidg—:_-nts.

3. The ASC did not have documentation-of the
QAPI program.

The policy "Quality improvement Plan Statement
of Philosophy," dated 8/20/11, stated the.activities
central to quality improvement would be carried
out by a "Quality Improvement Committee." The
policy stated the Quality Improvement Committee
included the Administrator and all clinical staff.

Q 084
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{ thiz ' was not monitored, - -

program,

Continued From page 28

The policy stated, “The Quaility Impravement
Committee will be responsible for ensuring
appropriate review and fojlow up of the ongaing
aclivites pertaining {o patient.care,” The palicy
did not address the role of physicians in the
faciliies QAP program.’

The Administrator was interviewed on 1/26/16
beginning at 3:00 PM. He staied the Quality
Improvernent Committee cansisted of the entire
nursing statf, inciuding OR technicians, and
occasionally a CRNA. He stated the role of
physicians in.the QAP! process was not defined,
He also stated specific roles of nursing staff was
not defined,

The ASC did not define.the dutles of persons
responsible for ils QAP program.

The Administrator was interviewad on 1726156
beginning at 3:00 PM. He stated he was the
main person conducting QAP activities. He
stated he: did not know how many hours per
maonth he spent on these activilies, He staled he-
did npt:know how much time or.other resotrces
all staff spent on on QAP activilies. He:stated -

A physician mernber of the Governing Board and
former Medical Directar was interviewed on
1/30/14 beginning at 11:00 AM, He siated he was
not famiar with the specifics of the QAPI
pragram. He stated he did not know if data had
been colfected on the safe surgery program-in the
past year. He staled he did not know if staff time
and resources were tracked refated to the QAPI

The Governing Board did not mgnitor resources

Q 284
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according Lo estabiished poficies and acceplabie
standards of practice.

This STANDARD s not met as evidenced by:
Basad on ohservation, record review, staff
Interviews, and review of policizs, it was
determined the ASC failed o ensure medicaticns
were administered in aceordance with acceptable
standards of practice. The ASC falled to ensure
medicafions were administared as ordered hy
medical staff for 2 of 3 pediatric dental patients
(#3 and #10) whose medical records were

reviewed and the ASG failed t0.snsure multi-dose | |
medjcations wers properly-labeled and discarded |
‘whén outdated:~ Fallure to adhere to acceplable

standards of practice placed afl patients who
received medications af risk of medication errors
and/or adverse drug reactions. Findings include:

1. Medication administration was not properly
documented and did not follow pravider orders,
as follows:

a, Patient #3 was a 3 year old male admitted to
the ASC on 11/14/14, for dentat restoration and
possibig extractions.
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(1 084 | Continued From page 28 Q 084
utilized for jts QAPI program.
4, Referio Q81 as it refates to the ASC's fallure
‘to ensure its quality program was defined and
direclion was provided to staff respansible faor the
program.
Q 181: 416.48{a) ADMINISTRATION OF DRUGS Q 181
Drugs must be prepared and administered b

s

e,

[

FQRR CM5-2507(02-98} Frevious Yersions Obsalele

Event ID; OXYD

Facility {0: 13Co00i0ts d
S e ¥ e Laum,

éﬁ:,},’ %""—4’ ?ﬁ %/4{-"; fid’f-ﬂ rl-L...

t cantinuntian sheet Page 30 of 51




DEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED; 02/13/2015
FORM APPROVED
ONMB NO, 8038-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2; MULTIPLE CONSTRUGCTION IX3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING _ COMPLETED
13C0001011 B, WING 0210262015
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
MILLENNIUM SURGERY CENTER 1828 SOUTH MILLENNILIM WAY, SUITE 100
MERIDIAN, 1D 83842
4y ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION x5y
PREF X {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INF ORMATIOM} TAG CROSS5 REFERENCED TO THE APFROFRIATE CATE
DEFICIENCY)
Q181 Cantinued From page 30 Q181 e /.
f}'l{c{!’(fg 7‘;’:«"/‘; w"u fraer s g‘fgff*?fé*a
Patient #3's record included a form titled N Wl p N
"Physician's Pre-Op Crders” signed by the dentist ﬁy“‘ﬁzq f%'f{"ﬂ" #1oa s
on 11#411/14. The section of the form titled Wil be Aa/w ,-‘;7?51[‘6/‘-:‘& ovﬁr
"Pre-Qp Medications” contained an order for A, b
intravenous fluids. There were no orders for “F""’ oV e s, dﬁ?@r}—e‘{
additienal. medigations. . The form included the ErSona
staternent "Orders noted by,” which was signed perse L “"ﬁ/ 44 ow =
by the RN and dated 11/14/14. Lol sn ,% b &riren A /ff
-
Patient #3's record included z form Fitled ) Q q s et
"Admission Assessment” dated 11/14/14, and éi’(,{if‘ 15 g'fd
signed by the RN. The form QOc_umented Fatjent ?ﬁd{ - {,ﬂ;ré dgny[,' Fref
#3 was given Versed (a sedative} 6.mg and . <y
Tylenol 240 mg pre-operativaly.- There'was no. . gﬁf A Jf_, and de,s Ceovredeiliine
documentation-of the time the med tcatmras were "’ i ; J
administersd. &dditiana!{y, there ware ne arders ® We o i gt Glr . RS T
-stgned bya provider-for Versed: or Tylenot, - .
. )-‘L-Lr.e:wd;rfwflfe‘f yg Are gieden
The Administrator was interviewet on 1/26/15 at ) s Aor 15 Gilsa
11:00 AM. He reviewed Patient #3's record and At adTee  LIGS , o
conﬁ_rmed the ad_rn_i_n_i_s{rattqnf%me was not J g dof foerrton TCE
documented and-ihe medications were s e d(
adminjstered:withaut:an order, _ﬁ@ o f“{'{ é(f eyl aete o
o f . At
b. Patient #10 was a 9 year old female admitted ;‘ﬁ\ _?JJ =2 / F o S H (Y ifﬁ'é‘ 1.
to the ASC on 11/03/14, for dental restoration and T ) d _?1: 4 &/
possible extractions, L!}é Lt f&f e T
Patient #10's record inciiided a form titled s Coos %»a ‘f’c\ et 50 M f
“Physician’s Pre-Op Orders" signed by the dentist s w5 P nn ComgleO
on 10/22{14. The section of the form titled L ) ¢
*Fre-Op Medications” cantained an order for T4 Q«J . ;!’ (Ix L Do
intravenous flulds. There were no orders far - - gy
additional medications. The farm Inciuded the b Fo tas on sud weenifl o
statement "Orders noted by,” which was signed e i - e -
by the RN and dated 11/03/14. Olneest i 5".',6.:,‘4'“\5 4
Patieni #10's record inciuded & form tited
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“no-ordsis from a.provider for Versed or Tylenol.

-an‘éxpiration.date of 1/24/15."

Continued From page 31

*Admission Assessment” dated 11/03/14, and
signed by the RN. The form documented Patient
#10 was given Versed 10 mg and Tylenol at 9:25
AM. There was no documentation, of the,dosage-
of Tylenol administered. -Additionally, there were.

The Administrator was Interviewed on 1/26/15 at
10:55 AM. He reviewed Patient #10's record and
confirmed the dosage of Tylenal was not
documented and the medications were
administered without an order.

Medications were administered to patients
without provider arders. Additionally, the
medication administration was not thoroughly
documented.

2. Anpolicy titled "INJECTABLE MEDICATION
USAGE" undated, stated "Vials must be dated
when opened and discarded if not used in 28
days or upon manufactures expiration date,
whichever comes first.”

During an interview on 1/26/15 beginning at 4:00
PM, the Administrator stated when muiti-dose
vials were opened they were marked with the
date thay were to be discarded, 28 days after thay
Wwere opened.

However, the policy was not imp!emented as
follows:

a. A surgical procedure was observed in OR #1
on 1/26/15 beginning at 11:30 AM. A medication
cabinet was observed to contain a vial of -
Bupivacaine 0:5% {alocal anesthetic drug) with -

Q131

fu,?j 20.
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‘on'2/0TM6;13 months after il was opened rather

Continued From page 32

Another surgical procedure was observed in OR
#2 on 1/2715 beginning at 1:00 PM. Prior to the
start of the surgery, mulli-dose medications and
syringes were observed on a counter surface in
the OR, in preparaiion for administration to the
patient. A 50 mil vial of Lidocaine 2%, 20 mg/mi,
vial had an expiration. date of 1/21/15. ...

During an interview on 1/28/15 at 10:54 AM, the
RN confirmed the 2 medication in the OR rooms
wera expired and should have been discarded.

The ASC faffed to discard medications in the OR
rooms on the date-of expiration. ..

b. A medication refrigerator in the ASC contained
multi-dose injectable medication vials. Avial of
Hurmulin Regular U100 insulin Was noted to be
apened, however, the vial was not marked to
indicate the date it should he discarded,- A bottle
of Proparacaina Hydrochloride ophthaimic
splution was noted 1o be.opaned, and 4.~
handwritten-date indicated itwas to be discarded

than 28 days as directed in the facility's policy.

During an interview on 1/27/15 at 8:35 AM, the
RN exarnined the medications. She confirmed
the insuiin had been opened and was not dated fo
indicate the discard date. She confirmed the
ophthatmic sofution. should be discarded 28 days
after it was opened, and stated the discard date
was wrilten in error.

The ASC falled to accurately label mulfi-dose
medicalions to ensure they were not administered
after the expirafion date,

418.49(b)(1) RADIOLOGIC SERVICES
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foot, The surgical techinician positioned the
C-Arm {x-ray machine) near Patiend #20's right -
foot. The surgeon then positioned Patient #2¢'s
rght foot for x-ray. Once her fook was in place,
the surgical lechnician ook x-rays, The surgeon
and surgical technician were in close proximity of
the foot being x-rayed. The surgeon, surgical
technician and Patlent #20 were nol protected
with shielding devices.

in an interview at 1:15 PM on 2i02/15, the
Administrator confirned podiatry patients, and
OR staff do not wear prolective shielding devices
wher congucting x-rays.

The ASC Administrator presented a letter from
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5 1} Radiologic seivices may only be provided — .
{1 Ra : S e
: when integral to procedures offered by the ASC... L{,; ’ £y e I o
This STANDARD is not met as evidenced by: A ed  geomal &t SEETEas
Based on observation, staff interview, ond review '- — M o "
of policies, it was determined the ASC falled to wih f F Lﬁ f‘_‘J = "/M" e
ensure proper safety precautions (adequate _ . T N
shielding devices) against radiation hazards for o Ni 7 e 0{ rl *’7’ e .-"frxf;' R0
palients and stall were used for- 4 of 1 patient —- N7 /
{#20)observed, who required radiation services, DM- do e nadne [of
This had the potential risk of exposure of innizing o s ,;’ o q" e o
radialion to patients and staff. Findings inciude: rer e eire e ) RS Sl
‘) - L b
. -".-'{-' f ( ;’£1 ! 4 - H":"C
The ASC's Rad!ation Controi policy, dated { fe: :
471613, stated "Procedure: the following Ao et (g 4 pe TITaE
protective measures are available for staff and/or . Lo T .
patient use: shielding devices, including lead XY S Y H R N R
aprons and gonadal shields." - N oy ;o
p ) ﬂ ‘;‘_pf.-.d'if ; &{ - r‘;".&’_‘a ° :"’Jf ;f et :{ﬁf P S
However, during an observation of Patient #20's 7 ;. - oy
! . . ; \ o o Gragaey et AT
surgery, on 12/27/15 beginning at approximately A <t "ﬁ:*’r" ﬂ"{: e f!‘ e .
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4/16/13, stated "To ensure that diagnostic image
services meet the needs of the patients and are
provided inaccordance [sic] with ethical and
professional practices and legal requiremenis.”
However, the policy did. notinclude-infarmation
regarding the appointment of-a person ..
respunsxble for the facility's- radio%ogicai services

The Adminisirator was interviewed on 2!02}’15
beginning at 1:20 PM. He confimed the ASC
excluded an apposnted individual responsible for
alt radiplogical services.

had 2 respons;bie individual.
416.51 INFECTION CONTROL

The ASC must maintain an infection controt
program that seeks to minimize infections and
communicable diseases.

This CONDITION is not met as evidenced by:
Based on obsefvation, ASC policy review, and
staff interview, it was determined the facility failed
to ensure a comprehensive infection control
prograrm was developed, implemanted and
monitored for staff and all patients recelving care
at the facilily. This resuited in the inability of the
facility to minimize Infections and communicable

1. Refer to (1242 as it ralates to the facility's
faiture to ensure an ongaing program to prevent,
control, and investigate infections and
communicable diseases was maintained.
416.51{a) SANITARY ENVIRONMENT

The ASC must provide a functional and sanilary

Q204

Quol 5. 74

Q 244
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Jinciude:

environment for the provision of surgical services
by adhering to professionally acceptable
standards of practice.

This STANDARD is not met as evidenced by:
Based on observation and inferview, it was
determined the facility failed to maintain a
sanitary and functional envirenment. This failure
resufted in infection conirol breeches that directly
impacted 2 of 2 patients (#19 and #20) who were
observed during surgery and discharge from the
facitity, and had the potential to impact all patients
receiving care at the facility. This.resulted the
potential for patients to experience negative
health outcomes due to infections. Findings

1, Patient #20 was a 78 year old female admitted
to the ASC on 1/27/15, for surgery to her right
foot.

Patient #20's surgical procedure was observed in
OR #2 on.1/27/15 beginning at 1:00 PM. The
surgery included an amputation. of her right
second toe. The surgeon placed the amputated
digit on the surgical field near Patient #20's foot.. .

Following the surgical procedure Patient #20 was
moved from the OR table-to a bed for transport to
the PACU. The amputated digit was observed to
be on a disposable pad on the OR table.

After Patient #20 was transported to the PACU,
the turnover of the OR by the surgical technician
was observed. The surgical technician was
abserved to gather up the disposable pad, which
included the amputated digit, and dispose of itin
the trash receptacle in the OR.
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a. The Autoclave Logs decumented flash
sterilization was utilized for dental no fewer than
278 times over 62 different treatment dales, and
did not identify what instruments were flashed.
Examples included, but were not limited to, the
following:

- 2/7114 at 8:19 AM, 9:01 AM, §:37 AM, 10:57
AM, 11:37 AM 1:30 PM and 1712 PM

- 41114 at 3:19 AM, B:47 AM, 9:47 AM, 11:08
AM, 11:41 AM, 12:28 PM, 1:08 PM and 1:38 PM

- 8/30/14 at 8:03 AM, 8:47 Am, 9:30 AM, 10:30
AM, 11:18 AM, 12:22 PM and 1:11 PM

- Bf22/14 at 8:49 AM, 10:21 AM, 10:68 AM, 11:;33
AM. 12:19 PM, 1:41 PM and 3:23 PM

- 10/6/14 at 8:21 AM, 9:03 AM, 9:24 AM, 9:47
AM, 10:32 AM, 11:12 AM and 11:57 AM

- 12i8/14 at 8:24 AR, 9:12 AM, 10:05 AM, 11:01
AM, 11:45 AM, 12:35 PM and 1:11 PM

b. The Autoclave Logs documented flash
steriization was ulilized for biue monopoles, no
fewer than 24 times ovar 18 different treatment
dates. Examples included; but were not limited
to, the folfowing;

-2M12M4 at 10:12 AM

~ 312014 at 9:23 AWM, 11:44 AM and 1;01 PM
~B6/2/14 at 1:20 PM

- 1/20/15 at 10:09 AM
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. The Autoclave Logs documented flash
sterilization was utilized for instruments.
Exampies included, but were not fimited fo, the
following:

- 2/6/14 at 3:54 PM: Mayos/Rasp

- 3/18/14 at 12:53 PM: Osteotomy guide,
distractor, and curetie

- 4714 at 9:40 AM: Lapidus inskrument

- 1714 at 12:35 PM: Joseph rasp

- 147114 at 3:50 PM: Saw guide

- 1/8/14 at 3:47 PM: Curette, long

- 1/21/14 at 9:20 AM: Curette

~ 414714 at 1218 PM: Enucleation retractor
-1/13/15 at 8:30 AM: Shaver

- 1137115 at 9:00 AM: Sinus instrument, scopes
The 2010 Perioperative Standards and
Recommended Practices stated "Flash
sterifization. should be used only when there is
insufficient ime to process by the prefarred
wrapped or container method. Flash steriiization
should not be used as a substitute far sufficient
instrument inventory.”

The ASC's Flash Sterfiization policy, revised
37113, stated, "Flash sterilizalion is to be avoided

if possible. Not having enough instrumenis is not
a valid reason for flash sterfiization.”

Q 241

FOR$ CMS-2567(02-25} Previcua Verslans Qbscleta Eveant iD:OX¥D 11

Facllity I; 12C0007044 If continualia

n sheat Page 40 of 51




PRINTED: 02A13/2015

DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM ARPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES 1) PROVIDERSUPFLICRACLLA {X2) MULTIPLL CONSTRUCTION (X3 DAYE SURVEY
AND PLAN OF CORRECTIDM [DENTIFICATION NURBER: A DUILDING COMFLETED
1360001011 B. WING 02/02/2015

NAME OF PROVIDER OR SUPPLIER

MILLENNIUM SURGERY CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1828 SOUTH MILLENHIUM WY, SUITE 100
MERIDIAN, ID 83642

designed ko prevent, conbrol, and investigate
Infections and communicable diseases. in
addition, the infection control and prevent
program must include documentation that the
ASC has considerad, selected, and implemented
nationally recognized infection contrel guidalines,

This STANDARD is not met as evidenced by:
Based on policy review and staff Interview, it was
determined the ASC failed to ensure an ongoing
infection conirot program was maintained for
patients and staff at the facility. This resuiled’in
the facility's inability to minimize patients' risks of
infection. Findings include;

1, Areview of the ASC's infection Control policy
binder did not Inciude a policy related to an
infeciion Prevention program. Additionally, the
ASTC did notdocument plans refated to the control
of infectious disease hazards, preventing surgical
site infections, or document a pian to follow
AORN nationally recognized guidelines.

The Administrator was interviewed on 1726/15 at
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Q 244

2:30 PM. He confirmed the ASC did not have a

policy defining an infection prevention program,

plan, and goals or tracking methods for the year
2015,

The facility failed to ensure an cngeing infection
contro] program based on nationally recognized
standards was maintained.

2. Refer to G241 as it relates to the ASC's failure
to ensure patients were provided with a functional
and sanitary environment in accordance with
acceptable standards of practice.

3. Refer to @244 as if relates to the ASC's faliure
to ensure infection control was addressed as an.
integral part of the ASC's QAPI program, .

4. Refer to 245 as it relates to providing a plan
of action for preventing, identifying and managing
infections, and immediately implementing
corrective and preventive measures that result in
improvement. ‘
416.51(b)(2) INFECTION CONTROL PROGRAM
- QAPI

[The program is -]

An integral part of the ASC’s quality
assessment and performance improvement
program

This STANDARD is not met as evidenced by
Based on staff interview and review of facility
policies and records, it was determined the ASC
failed to ensure the infection control program was
incorporated into the facility QAPI program for all
patients receiving services at the ASC, This

o 51, 982, ¢ 54

Q24| Sze @8, P8 2§z

Q242 Mj e, OSee @S0
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infections.

‘presented for partial amputation with an infected

Continued Fram page 42

resuiied in the inability of the ASC fo evaluate its
infection control processes necessary for
improving the quality of patient care. The findings
include;

1. The faciiity's undated "Quaiity Improvement
Policies“and Procedures” ware reviewed. The
policy stated in the "Program" section that
program activities were {o be completed which
included the following related to infeciion control:

a, Al cases of post-operative infections were to
he reviewed via post-operative telephone
inferviews, unplanned adrmissions, and relurned
infection controf reports. Medical Staff meeting
minuies date 3/4/14, 7/814, 101414 and
12/9/14 were reviewed and stated the following:

3i4/14, 10714114 and 12/814: The minutes did
notdnciude Information regarding. postoperative

7/8/14: "infection Controt and Postoperative
complications" minutes stated a patient had

toe and the infection remained posioperatively,
The minutes further staled a second patient had
a minor case of cellulitis and slow healing, The.
minutes documented both patients were treated
and the infections resolved. The minutes stated
"Reviewed No [sic] action required.”

Additional information, including a causal
analysis, regarding the infections was not presant
and documentation of how it was determined no
further action was warranted refated to the
facHity's infaction control program could not be
found.

Q244
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_biomedical checks was.not present.

The mesting minuies did not include quantifiable
datawhich allowed the faciiity to measure
compliance {e.g. number of post-operative
infections or unpianned admissions reported out
of total number of procedures performed, and/or
number of jnfection control reports indicating
infection out of tolat number of reports returned,
etc.).

The Administrator was interviewed on 1/26/16
beginning at 3:00 PM. He confirmed the meeting |
minufes did not inciude guantifiable data.

d. Meadical/surgical equipment currently used or
proposed for use at the faciity was to be
reviewed via the facility's equipment management
prograrn and blomedical checks,

Medical Staff meeting minutes date 3/4/14,
718114, 10/14/14 and 12/5/14 were reviewed. The
meeting minutes documented equipment, such
as G-arms, alarge autoctave, etc. that were

underreview for purchase. However, quantifiable |-

data refated to equipment maintenance-and. .

The Administrator was inlerviewed on 1/26/15
beginning at 3:00 PM. He confirmed the meeting
minutes did not incliide quantifiable dala.

e. Quaiity indleator findings wara to be reviewed,
with focus on atleast one indicator. per
department until the expacted outcome is
reached and to determine if corrective action of
recurrent problems was adequate, The
corresponding “Policy. of Quality Indicators™
section of the policy stated the "Quality indicator-
Sheet {Incident Reporl Form}” was to be
compieted to "...track the frequency of deviation
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Continued From page 44

from the standards of care, therefore, allowing
corrective actions to be taken when deemed
necessary."

The Adminisirator was interviewed on 1/26/15
beginning at 3:00 PM. He confirmed the policy -
did not include documentation of measurable
baseline data or @ measurabie goal

f. The policy stated incident report forms were o
be *...filled out in the appropriate area of the
occurrence. At the end of the day, during the
daily chart reviews, the Q1 forms are to be
collected and given to the Administrator. The
indicators are tallied and entered into a iog." The
palicy did not include specify a process to
investigate the incidents to identify causes and
potential actions to prevent future incidents.

Additionally, the policy "INCIDENT REPORTING,”
dated 7/01/08, included a list of adverse patient
events that staff needed to report. The policy did
not address whatif any type of investigation of
the events would be conducted following a repart.
As aresult, the ASC did not examine the causes
of adverse patient events and implement *
improvements.”Nor did the ASC track adverse”
patient events

Medical Staff meeting minutes date 3/4/14,
778114, 10/14/114 and 12/9/14 were reviewed and
included the following related to infection controk:

- The 7/8/14 minutes documented staff had been
"poked with a keith needle," another staff had
been *"poked with the cautery tip" and a third staff
had been burnt/poked with a cautery needle. The
minutes stated "Reviewed and reviewed {sic} the
blood borne pathogen policy. Slow down and be

Q 244
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safe.”

Howaver, additional information, including a
cavsal analysis, regarding the incidents was not
present and documentatlon of a monitoring plan,
which Inciuded measurable goals, data coflection
and analysis, to ensure the discussions with staff
was effacfive was not documented in the meeting
minutes,

2. Four "MSC Staff Meeting” minutes were
documented in 2014, The MSC staff constituted
the Quality improvement Commitiee. Meeting
minutes were dated 3/04/14, 7114114, 10/16/14,
and 12/15/14. Meeting minules included the
following QAPI items refated to infection control:

a. A"HRET Patient Safety Frogram," dated
9/19/13, stated the program goals were 1} to
reduce surgicat site infections and surgical
complications and 2) {0’ improve safety culture as |
evidenced by improved.-teamwork, and
communication by employing a.surgical safely
checklist. o

The program did not state specific quality-
indicators fo.be measured, a pfan exptaining the
ASC's role in the program:was not documented,
and the start of the Safely program was not

documented.

Additionally, "MSC Staff Meeting” minutes for
dated 3/04/14, 7/14/14, 10/16/14 and 1211514
were reviewed and stated the following:

3/04/14: The minutes did not mention the Patient
Safety Program.

7114/14: The minutes stated the program was

Q244
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gaing “very well” No data was docurnanted.™
The minutes séated "We will review data and
overall morale {0 identify. room for improvement.”
The minuies did not state what data would be.
reviewed. Minutes stated siaff was “very happy"
but did not inciude any data or stafe how this was
determined.

10/16/14 and 12/15/14: The minutes for both
dates included the same information. Boih sets
of minytes stated the ASC's owners met on
December 9 and discussed the safety program,
it was nat clear what the date referred to. Both
sets of minutes stated "Make sure the checks are
being done the right way.” The minutes did not
state what the right way was or how this would be
measured, Furiher, both sets of minutes stated
morate was "high® but did net include any data or
state how this was determined.

The Administrator was interviewed on 1/26/15
beginning at 3:00 PM. He stated the "MSC Staff
Meeting” minutes did not included data collected
by the program.,

b. *MSC Staff Meeting” minutes for 3/04/14
stated the handwashing policy was reviewed.
Tha minutes stated the observation process was
also reviewed.  The minutes stated the ASC
would "...have [patient} and family evaluations of
hand washing periodicaily." The minutes did not
define issues surrounding handwashing or o
specific plan to measure hand washing at the
facility. *MSC Slaff Meeting” minutes for 3/04/14
stated “CDC hand hygiene policy and protocei
reviewed. We will have pt and family evaluations
of hand washing perindically. We reviewed the
hand hygfene paiiy. We reviewed the
observation process. We wilf increase access

Q244
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with Avagard D {a hand antiseptic] in critical
areas. We will beqin observations afler Avagard
D 15 In place and all staff and doctors have had a
chance to be educated on the pelicy and our
observational tools. We will ramp up our
measurement. Wa fee! like the added access
and emnphasis on hand hygiene has helpjed] we
need fo measure {0 s5ee where we are ai.”

A ptan to moniter hand hygiene, inciuding quality
indicators and directions to staff, was not
documented.

Mo hand hygiene data was documented between
1/01/14 and 1/26/15.

The Adminisirator was interviewed on 1/26/15
beginning at 2:35 PM, He stated no hand
hygiene daia had been gathered between 1/01/14
and 1/26/15.

The Administrator was interviewed on 1/26/15 at
2:20 PM. He caonfirmed the infection control
progratn was not incarporated in the QAP!
program;. He stafed the ASC had not developed
a QAPI plan for manttoring purposes. He
confirmed there was no documentation which
demonstrated quality reports to includas infection
conkrol.

The ASC falled to ensure infection control was
incorporated info the facliity's QAP program.
416.51(b)(3) INFECTION CONTROL PROGRAM

The program is -

Respansible for providing a plan of action for
preventing, identifying, and managing infections
and comimunicable disegses and for immediately

Q244
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impiementing corrective and preventive measures
that result in improvement.

This STANDARD  is not met as evidenced by:
Based on abservation, interview, review of
policies, and infection control documentation, it
was determined the facility falled to ensure the
infection control program established a plan of
actian for preventing and identifying
communicable diseases, This failure had the
patential to impact alf patients receiving care at
the facility, This resulted in the potential for alt
patlents to experience preventable infections.
Findings include:

The ASC's Infection Prevention policy binder did
not inciude a wiitten Infection Control program for
the ASC, or a plan of action to implement
surveifiance's for controliing of infectious disease
hazards and préventing surgical site Infections.

The Administrator of the ASC was interviewed on
12/26/15 at 2:20 PM. He confirmed there is no

ASC.

The ASC did not engure an {nfection Conirol
pregram was impiemented to Include a pian of
action for preventing, ldentifying, actively
surveiliance, and impltementing corrective
measures that would resuit in improvemnent.
416.52(c)(3) DISCHARGE WITH RESPONSIBLE
ADULT

[The ASC must -}
Ensure af patients are discharged in the

Q245
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company of a responsible adult except those
patients exempted by the attending physician,

This STANDARD is not met as evidenced by:
Based on observation, staff interview, and review
of records and poficies, it was determined the
ASC faifed to ensure patients were discharged
post-procedure in the company of responsible
aduits for 3 of 20 patients {(#1, #8, and #9) whose
records were reviewed. This resulled inan
increased potential for patients to suffer adverse
eventis following their procedures. Findings
inciude:

1. A policy fitted "DISCHARGE CRITERIA-
SURGICAL PATIENTS" revised 7/08/11, and
approved by the Administrator, stated, *The nurse
will ensure that alt patients will have a responsibie
adult accompany them to their home at the time
of discharge.”

The policy was not observed o be implemented
as follows:

a, Patfent #1 was a 74 year old male admifted to
the ASC an 2/23/14 for an amputation of the left
second loe,

Patient #1's medical record documented he was
discharged in stable condition on 9/23/14 at 10:41
AM. However, his record did not document he
was accompanied bya responsible aduit at the
time of discharge.

Ouring an interview on 1/27/15 at 10:55 AM, the
RN reviewed Patiznt #1's record and confirmed
there was 1o documentation fo indicate he was
accompanied by aresponsible adult.
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-discharged o her home on 9/05/14 at 10:22 AM.

“discharge.

‘the ASC on 5/16/14 for an open reduction and

‘was. accomipanied by-a responsible adult-at the
time_of discharge. -« -

b. Palient #8 was a 45 year old female admitted
to the ASG on 9/05/14 for an EGD,

Patient #8's medical record documented she was

However, her record did not document she was
accompanied by a responsibie adult-at the fime of

During an interview on 1/27/15 at 10:55 AM, the
RN reviewed Patient #8's record and confirmed

there was no documentation to indicate she was
accompanied by a responsible adult,

¢. Patlent #5 was a 36 year old male admitted to

internal fixation of the second metatarsal (bone of
the mid foot) on the right side.

Patient #9°s medical record documented he was
discharged in stable condition on 9/16/14 at 5:00
PM. Howaver, his'reeord did not document-he-

During an interview on 1/27/15 at 10:55 AN, the
EN reviewed Patient #9's record and confirmed
there was no documentatian io indicate he was
accompanied by'a responsibie aduit

The ASC fajled ta ensure all patients were
discharged in the company.-of a responsibie aduit.
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