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June 29, 2015

Nancy McHugh, Administrator
Vision Care Center Of Idaho

3071 East Franklin Road, Suite 101
Meridian, ID 83642

RE: Vision Care Center Of Idaho, Provider #13C0001034
Dear Ms. McHugh:

This is to advise you of the findings of the Medicare survey of Vision Care Center Of Idaho,
- which was conducted on June 23, 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 mcluded;

» 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 mclude the title of the person respons1ble 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.




Nancy McHugh, Administrator
June 29, 2015
Page 2 of 2

After you have completed your Plan of Correction, return the original to this office by July 13,
2015, and keep a copy for your records.

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

Sincerely, i 1
SUSAN COSTA NICOLE WISENOR

Health Facility Surveyor ' Co-Supervisor A

Non-Long Term Care Non-Long Term Care

SC/pmt

Enclosures




VisionCare

CENTER OF IDAHO
3071 East Franklin Road Suite 101 Meridian, Idaho 83642 Phone: 208-288-1400 Fax: 208-855-0104

RECE&VE@
July 7, 2015

JUL 13 2015
Debra Ransom, R.N., R.H.I.T-Chief FACILITY STanpagps

Bureau of Facility Standards
3232 Elder Street
Boise, ID 83720

Dear Ms. Ransom,

Enclosed pleaselﬁnd our POC relative to your recent survey of
June 23, 2015. Thank you for allowing us the chance to reply
and remain in compliance. Should you have further questions,

please do not hesitate to notify me.

Sincerely,

L_/lorge A Martinez, M.D.

Medical Director
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INITIAL COMMENTS

The following deficlancies ware cited during the
Madicare survey and of your surgery canter
conducled an 623/15. Surveyors conducting the
SUVey were:

Susan Cosla, RN, HFS, Team Leadesr
Rebacca Lara, RN, HFS
Bennis Kelly, RN, HFS

Acranyms used in this report nclude;

ASC - Ambulatory Surgicat Center

CRNA - Carlified Ragisterad Nurse Anesthetist
DG - Discornitinug

OR -~ Operating Room

RN - Registared Nurse

416.42(a)(2) ANESTHETIC - DISCHARGE

Befora discharge from the ASC, each patient
must be evalusted by a physicfar; or by an
anesthelist as defined at §410.89(b) of this
chapter, In accordance with appiikable Stale
heafth and safety lews, stendsdrds of practige, and
ASC policy, for proper anasihesia racovary.

This STANDARD s not met as evidanced by:
Based on racord review and staff inferview it was
determined the facliity falied to ensure patients
were evaiuated by & physisian or anesthetist prior
to being discharged for 8 of & patients (#1, #3, ¥5,
#7,#8, %0, #10, #11 and #15) that received :
anesthosia and whose records wera reviewed.
This resulted.in patients balng discharged without
a detemmination that they were medically steble,
Findings Include:

Qa0

Post operative patient care and
assesment/order forms have been
modified to reflect and document
pre-discharge patient assessment
by either the physician or
anesthetist with date and time of
assessment documented.

A 100%chart review by the head
PACU nurse will ensure that ail
pre/post op orders are properly
written and documented, and
that all patientes are assesed by
the surgeon or CRNA prior to
discharge. This will assure that
patients are medically fit for
discharge to their homes,

Qos2|

7/14/15

/Vebical. D/ﬁ:c:fme

RO DATE |

79/A0/)

daftclrey Batornent andlng wilh on asterisk (*) denclea a doficlency which the Insitulion may b excussd fiom cotracling providing (t (s determingd that” % //
oy uum provide suficlent protection to Lha patients. (Ses inetructions.) Exgept for nuralng homes, the findings stated sbave ard dlicionstle 80 dayn

Sie g the date of suivay whottier o7 nol a plan of comeation 1a provided. Far nursing homag, the above fndings and plans of corraction are disclosabls 14
the dnte thaos decuments am medo available to the faclity, it deficiancles aro cited, an appraved plan of correctian is requisita ty caniintad

days ol
pegran pan
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prior {o their discharge:

Patignt #5 was a 72 year oid female that wis
admitted to tha ASC for & eataract removal and
feris Inesrtion in her sight eye. Patient #5 was
obsgerved from har adminsion on 6/23/16 at 8:15
AM through tha surgical pracedure, post
Rﬁceduml recovery, and har-discharge, at 9:22

Whaen Patlent #5's procedura was completed she
was tranefarred by gumey from the oparating
foom to the recavery area at £.05 AM, The
physician, CRNA, and RN accompanied har-to
the recovery are. ARar a bifef report to the RN,
the-physiclan and GRNA left Patient #4's bedside.
Tha physlcian and CRNA did not return io Patient
ﬁ's badside before she was discharged at 8:22
‘The foliowing patient recards were reviewsd and
did not Include documentatien the physiclan or
CRNA performed a post anesthesia gvaluation

~ Petient #1 was a 72 yaar old femnale who was
admitted on 6/16/15, for a cataract ramoval and
{ens placament In her rght eye. Her recond
documanted sha received gonsclous sedation of
versed and fentanyl, administarad by the CRNA.

- Patient #3 was a 68 year old fomate admitted to
the ASC an 8/18/15 for a removal of a cataract
and a placemant of an intracculas lens implant in
herlefiave, Herracord documented she
recelved conscious sedation of versed and
fantanyl, administerad by the CRNA,

~ Pallant #7 was a 78 yeer old male who was
admitted on 5/26/15, for a cataract removal and

lena piatement in his right eye. His record
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documented he received conscious sedation of
versed and fentany!l, administered by the CRNA.

- Patient #8 was a 55 year old female who was
admitted on 5/19/15, for a refractive lens
replacement of her left eye. Her record
documented she received conscious sedation of
versed and fentanyl, administered by the CRNA.

- Patient #9 was a 65 year old male admitted to
the ASC on 5/12/15 for a removal of a cataract
and a placement of an intraocular lens implant in
his left eye. His record documented she received
conscious sedation of versed and fentanyl,
administered by the CRNA.,

- Patient #10 was a 73 year old female who was
admitted on 4/28/15, for a cataract removal and
lens placement of her left eye. Her record
documented she received conscious sedation of
versed and fentanyl, administered by the CRNA.

- Patient #11 was an 82 year old fernale who was
admitted on 4/21/15, for a cataract removal and
fens placement in her left eye. Her record
documented she received conscious sedation of
versed and fentanyl, administered by the CRNA.

- Patient #15 was a 54 year old female who was
admitted on 4/14/15, for a cataract removal and
lens placement of her left eye. Her record
documented she received conscious sedation of
versed and fentanyl, administered by the CRNA.

During an interview on 6/23/15 beginning at 2:45
PM, the CRNA stated she did not routinely
perform a post-procedural evaluation, as the
patients were usually discharged by the time she

returned to the recovery area. She stated she
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would atcompany.the patient lran the apsrating
raom to the recovery anes, then would
Immetiately take another patient to the aperating
raom for another procadura. By the fime she was
able to teturn to the recovery room, ihe pravious
palient would be diacherged. She staled she
would usually sign the patlent forms after thay
‘were dischargad, or at the-end of the day.

Ouring an Interview on 6/23/15 beglinning at 3:30
PN, the ownerfphysician confitried he did not
evaluate each palient before being discharged
from recavery. The physician confirned he
signed the care plan section of the patients’
resords, and did not include atime to Indicate
when he aclually signed them.

The ASGC did not ensure the patients wore
evaluated afler recelving anasthesia before they
wara discharged. _

Q 241 | 418.51(a) SANITARY ENVIRONMENT Q2494

Thie ASC must provids a functional and sanitary
anvironmon for the provision of surgical services |
by adhering to professionally acceptable
standards of practics.

This STANDARD s not met as evidenced by
Pasad on cbeervation, interview, policy raview
and record review, itwas determined the facilily
failed 1o mainkin a ganfary and funetional
anvironment for all pallents receiving care #l the
faclty. This directly (mpactad 1 of 4 Patlent (#5)
whose care was observed, and placed all palients
at risk for infections ko occur. Findings include:

l 1. An ASC policy, undated, titled "Palicy #9 Hand

FORM GMS-2007{02-90) Provigus Vemions Ohaolein Evant T GZ8aN Fackity ID; 1360001034 if confthuatian sheat Page 4 of §
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: ’Patiant#_s was a 72 year old female thal was

Washing,” stated "All parsonnel are required {o
wash thalr hands before and after caring for esch
pafent. At no time shall care be administared to
o patlent without hang washing ptior to treatment.
A can of foamed alcohol is located next o the
sink in the pre-op atea and next to the scnub
sinks.in the operating suile which may be used
for hand disinfection in place of hand washing if
the hande are not grossiy solled. Afterhandling
disty or contaminated materiat, gloves are
removed by turning Inside out and discarding in
trash. Hands shall then ba thoroughly washed al
the nearost sink, dnsed and died.”

Obsaervations of staff providing patient cere during
the time of the survey demonsirated the facllity
policy was not followed inthe example below:

admiited to tha ASC for a cataract removal and
tens insertion In herright eys. Patiant#5 was
obsarved fromt her admilssion on 6/23/16 at B:15
AM through the surgical procedure, post
prhc:‘eedumi eacovery, and her discharge, at 9:22
A

Durng the post progadunal recovety, tha RN who
provided her cata was observed to provide
patient care. The following examples of missed
opportunity 1o praclica hand hyglene ara included,
bul not limited to, the follawing:

- Beginning at 9:15 AM, the RN was noted to
touch Patient #5 and her bedding, sha left the
recovary area to getjuice from the
Kitchenfrefrigeratos, and retumn to the patient
recovery area, Upon leaving the patiant area, the
RN did riot parforr hand hyglane,

. DD SUMMARY STATEMENY OF DEFICIENGIES i (X53
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAUH CORRECTIVE ACTION SHQULD BE COMPLETION
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Q 241 | Continued From page 4 a241| The ASC hand hygiene policies andl

procedures as deliniated in section
1 of the ASC manual were reviewed
with all staff members. Hand
hygiene staff training using the
above quoted policy manual as well
as the Progressive Surgical Services
hand hygiene continuing education
module will be used to deliver
quarterly hand hygiene training an
as the standard againsst which the
performance of staff is measured.
The clinical director will assign a
different staff member each quartes
to secretly observe and report on
staff for hand hygiene compliance.
The resulting report will be
reviewed by the clinical director
and used to target education to
specific areas of need. Compliance
will be reported to the governing
body at the quarterly governing
body meetings.

Monitor: Clinical Director
Responsible: Governing Board
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- The RN donned a pair of gioves and

| gloves, Hand hygiene was not performed before

- The RN then went into the nurses' station and
obtained a straw from a drawer. When she
brought it back, she bent down to turn off Patient
#5's oxygen, saw that her shoe was untied, tied
her shoe, brushed her hair out from her face,
touched the monitor, wrote vital signs on a
clipboard, then opened the straw and juice, and
offered it to Patient #5. The RN did not perform
hand hygiene upon entering the patient area, or
after touching her shoe and face.

discontinued Patient #5's 1V, then removed the

the RN put on the gloves or after she removed
them.

During an Interview on 6/23/15, beginning at 3:30
PM, the RN confirmed the surveyor observations
of patient care without hand hygiene.

The ASC failed to ensure staff consistently
performed hand hygiene.

2. Patient #5 was a 72 year old female admitted
to the ASC on 6/23/15 for a removal of a cataract
and a placement of an intraocular lens implant in
the right eye and whose care was observed on
6/23M5 from 8:00 AM to 9:22 AM. While the
recovery procedures of Patient #5 were
observed, the patient in the bed immediately next
to Patient #5 was prepped for her procedure by a
staff RN in the PACU.

During the observation Patient #5 was
administered eye drops. The medication bottles
were then placed on a tray. On 6/23/15 at
approximately 9:10 AM, the RN in the pre

operative area was observed to perform hand
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Director and the RN confirmed the bréach in
Tnfection control ae @ resuit of handiing

| practica placed patients at an Increased risk of

hyglane, donned gloves, and retrieved the
medication bottles that had been previously used
for Patient #5. The RN then proceedad to
administer ayo drops to another pattent. The RN
held the other patiant's aye open with her hand
and administered the medicalion to the patient's
iaft aye. The RN than used a lissue ta wipe
molature from the pattents face and anound her
eye. The RN replaced the botle on the cart and
repaated this process with two more medications,
Shea did not clean the medication bottles aftar
handling them,

In anintarview on 6/23/15 at approximately 3,30
PM, the Clinfcal Supervisor and the staff RN that
waorked the FACU anea confirmed breachas in
infottion contre) by the RN that: privided patient
cara in the PACU, . Additionally, the Clinical

medication botiles used on muitiple patients. The
Clinleal Director and the RN confimied this

infection dua fo the administration of eye drops
from common medication boties, without proper
cleaning and disinfaction of the bottias betwaen
patiants,

Tha ASC failed to ensure muiti-use eye drop
botttes were cleaned and disinfected prior to use
for each patiant.

3. Atour-of ihe ASC ocoumrad on- 8/2315. During
the tour, a glucomater (a device used to monilor
blood sugar) including the namae, "Accu-Chek,
Aviva,” wes observed on a counter top, inthe
PACU area. The box and "Owner's Bookiet,,.”
were found hestde the glucometer. The "Owner‘s

Booklet., * stated "...for Single Patient Use Ghly."

technique for multi-use eyedrop bottles
was reviewed with all staff members as
deliniated in the ASC policies manual.

J
Education will be conducted by the .
Clinical Director to establish the
practice of confining all pre-op eyedrpp
bottles in an isloated fashion untili all
drops are instilled in any given patienjt.
The bottles will then be wiped with a
disinfecting cloth before being returnjed
to the clean storage area. The Clinical
Director and head pre/post-op nurse
will be responsible for monitoring
comliance with this practice.
Compliance will be documented in the
Quarterly Infection Control compliaijce
surveillance audit.
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Astaff RN was Interviewed on 6/23/16.at
appmximataly 9:10 AM. She stated the ASC was.
aware the giucometer was for single patient use
only. She said the multl-use giucometer the ASC
nomally used was no longer working properly,
and tie current single-usa glucomater for
lemporary usa only. The RN alao Indicated
another multhusa glucometer had been ordared,
bul had niot yat arrived,

The ASC failed to ensurs slngle use point of cans
davices ware used appropriately,

The RN was asked fo explainthe use and
cleaning process of tha single-use glucomeder.
She ¢ald a single lancette per pallent was used
only one time to extract patiants' blood, then
discarded. Additionally, she said the glucomater
was cleanad alter sach patient uge, with the
cleaning wipes on the counter. The fabei on.the
cleaning wipes stated, "Clarox Hydrugen
Paroxide Wipes - Non Bleach.” Tha anly active
ingradient In the cleaning wipes was documented
a8 “hydrogan peroxide.”

Howaver, the glucometer booklet stated a "Super
Sanl-Cloth (EPA* reg. no. 8480-4)" was
ecommgndad for cleaning and disinfecting the
glucometer. The “Super Sani-Cloth” Material
Safety Data Sheet, undated, stated the wipes
contain isapropyl aicohol.

The ASC falled to ensure manufaciurer
instructions were adhered 19 when cleaning the
plucomater,

AlI RN staff members were
eucated on the use of the
glucometer by the head pre/
post-op nurse. This was
documented on the inservice
training record. Staff
understanding was verified and
documented by way of a written
test and observation of clinical
practice by either the head pref
post-op nurse or the surgeon.

procured and placed into service.
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