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July 16, 2015 

Denise Rue, Administrator 
S I P I Ambulatory Surgery Center 
176 Falls Avenue 
Twin Falls, ID 83301 

RE: SIP I Ambulatory Surgery Center, Provider #13C0001020 

Dear Ms. Rue: 

Based on the survey completed at SIP I Ambulatory Surgery Center, on July 8, 2015, by our 
staff, we have determined S I P I Ambulatory Surgery Center is out of compliance with the 
Medicare ASC Condition for Coverage of Patient Admission, Assessment and Discharge (42 
CFR 416.52). To pmticipate as a provider·of services in the Medicare Program, a OR an ASC 
must meet all of the Conditions for Coverage established by the Secretmy of Health and Human 
Services. 

The deficiencies, which caused this condition to be unmet, substantially limit the capacity of S I 
PI Ambulatmy 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 conections of those deficiencies, which led to the finding of 
non-compliance with the Condition for Coverage referenced above by submitting a \\~'itten 
Credible Allegation of Compliance!Plan of Correction. 

An acceptable Plan of Conection contains the following elements: 

o ACtion that will be taken to conect each specific deficiency cited; 
o Description of how the actions will improve the processes that led to the deficiency cited; 



Denise Rue, Administrator 
July 16, 2015 
Page 2 of2 

• The plan must include the procedure for implementing the acceptable plan of conection 
for each deficiency cited; 

• A completion date for conection of each deficiency cited must be included; 
• Monitoring and tracking procedures to ensure the PoC is effective in bringing the ASC 

into compliance, and that the ASC remains in compliance with the regulatory 
requirements; 

• The plan must include the title of the person responsible for implementing the acceptable 
plari of con·ection; and 

• The administrator's signature and the date signed on page 1 of each fonn. 

Such corrections must be achieved and compliance verified by this office, before August 22, 
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 August 12, 2015. 

Please complete your Allegation of Compliance/Plans of Conection and submit to this office by 
July 29, 2015. 

Failure to conect the deficiencies and achieve compliance will result in our recommending that 
CMS te1minate 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, 

_JNW<~aw~ 
SUSAN COSTA 
Health hcility Surveyor 
Non-Long Term Care 

SC/pmt 
Enclosures 
ec: Debra Ransom, R.N., R.H.I.T., Bureau Chief 

Linda Ranis, CMS Region X Office 

NICOLE V. SENOR 
Co-Supervisor 
Non-Long Term Care 
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Q 000; INITIAL COMMENTS 

The following deficiencies were cited d~riilQ tl)f! 
Medieaie iecerlificalioo sur:vey ol your ~urgiCsl 

: .cei1ter frori~ 717/1510.7/8115:. sutveyors -
: conducting 11\e recertification 1vere: · 

• Susan Costa. RN. HFS, Team Leadec 
Nancy BBX, RN, HFS 
Dennis t<eliy, RN, HFS 

: Acronyms used in tliis report include: 

: ASC -Ambulatory Surgery Ceriter 
'CCiHPI, Chief Complaint, History & Physical 
COd •- Centers for Disesse ·control 
CCMA 'Certified Clinical Medical Assistant 
.OM - Diabetes Melfilus 
DON - D)rector of Nurses 
EMR - ElectroniG Medical Record. 

' H~,p - History and Physical as~essment 
lV, Intravenous 
mg -milligram 
n1l- milliliW 

'OR -op<lraling room 
' RN- Registered Nurse 
· ROS - Review of Systems 

Q 141: 416 46(a) ORGANIZATION AND. STAFFING 

: Patient care responsibilities must be. d.elineated 
f for all nursing se.rvice personnel. Nursing 
i ·services rnust be provided in. accordan¢e wilh 
; reGognized ~tamlar<Js,pf practice, There mqst be 
f !l r.egi~tere<;l nurs.e.<IV.ailable for eineig.ency 
, tre;1tinent wh!ln~ver th.ere is a patient in tfl.e ASC. 
' 
'This STANDARD .is not met a~ eVidenced by: 
i Based ·an observation, record review ahd staff 

0000' Acronyms used ·in thl1 POC: 

CMS: Center for 
Medicare/Medicaid Services 

POC Plan of Correction 
ASC: AtnbttlatorySurgeryCenter 
DON: Director pf Nursing 

Pt Patient 

MA: Medical Assistant 

CMA: Certified Medical Assistant 

CCiviA: Certified Clinical Medical 
AssiStant 

RR: R"'overy 

R(Jom 

DC: Discharse 

IV: .Intravenous 
OR: Opsratiilg. Room 

PA: Physician Assistant 

II HI: Individual Identifiable Health lnformatio~ 

H & P: History and Physical 

~ 
Q 141 ; Q141POC 

In order tq meet the goa! of 

.delineating pt car~ 

re.sponslbllities of <Jii ~ursing 

ser1fce P~rwnnel, the job 

descriptions of the l'v!A, whether 
they are. a CCMA, CMA dr Ml\, 

was revised to better define 

their specific nursing dutiC$. 

Th~ revisions'.induded the 
~ ···. ··-·- '-·---'-~· . . .. 

Any-d-eficifintY SI_Bternet'tl Cndil1g \V_ith !ll'i aSterisk._('} Ui:i1ii:Ms _a.dcficicJii::·y_·.,.,J-iiCh th¢ inStii!-JHoii may be ex-e.uSed ff<lfl) cor·redil'\g pf0vldt'19 it i~ (fet~~ n!n~r1l at" 
·o~e; s-afegJmds provide sulficient pr6\ecii.on to thc:patfeul_$. (Se;dnstru~f~.) E;.;cept for nurs-ing homes, the iindlngs stated aboo;~~ a~e di~ci!_lsal_}le 90~a% 
·fotl~·,\j)lg lha date of Slnvey \-'~f}_e!IJer or not<~- plan cr correction: is·provld~-d. -For nursing home5, the above findings _ani:f Plans. of correclron ~te tiisclosa:b1e·14 . 
:-oays fOI;9wing JO:e OOte these Ooctfmenls are mMe ..;i.vcHiabl? to the facilily. If delicientlcs·-arei.citeJ, an -appro\~d plarl -of torretliOn IS reQ•.ii$itEHo"t.ontirnted 
prOgram parti¢ipall01\. 

F0RMCMS-2ii67{02·99j Pmv:ous V21Slo.'1S Ob-Soiiit:j Event ID.JSJl3H lf.conlinJallq'{i shee~ Pag('. 1 of41 
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SiP !AMBULATORY SURGERY CENTER 
176 FALLS AVENUE 

TWIN FA~~S.ID a3301 
t;(4} l-.D·------::SccUICC,1r"'.vm=Yc:cS=cT/\;::T;:Ehcct::;:N;::1T:::O:::f-:ci)=cEF;:Jt:C,IEC:(,-:,(;-:IE:::S------,D-'--------::P;:RO;:Vl:cP::,E:::.R;::'S"::P'CI.A'c>c-:l O::F:-:Cc::Oc::R;:RE"'.C:::Tc:IOCCN,..-. --,--JX-'iJ--j 
PR£FI>~ tt:AGH otf-=J.Cll::NCY M-usr BE-r~~cEDto ov·.c-utl ·I'IZE~!X (~tAch C.OR:RECTIVE A.CTION-SH6uLo· BE · cci:IPLE"~"WN 

TAG ' REGULAtORY OR: LSC IDEtfllFY!NG lNFORMt..T!QN} T1\i3 CHOSS-IlEPERENCED TG THE APPROPRIATE Dim: 
- - . DEFJClfJ\;CYJ . . . . . . . 

Q 14:1 • Continued From page 1 
: interview, it was determined the facifity failed to 
:ensure qualified nursing. personnel were available 
· to proVide routin-e and emernency care. ThiS 
• directly impacted 16 of 11 patients (#2- #ll) 

-.whose records. were reviewed and had the 
·potential to impact all patients, receiving cme.at 
; tho facility. This r<.suHed in the Inability of.lhe 
f ·facility to ensure safe,and effective nursing 
services· were provided to patients. Findings 
include:, · · · 

L During a facility tour on 717/15 beginning at 
11:00 AM, a CCMAwas observed to provide post 
pro<:;edurai care. The. COMA was aiso observed 

, providing post procedural r;we for 2 .paiients 
'whose care \vas followed from admission through 
· discharge (#2 and.#3). 

The facility's policy 'lnd procedure manual, 
revised .212/1fi, incl.uded under "Stsndinds of 
C<Jre," stated "RecoverJ Room Admission. Jhe 

. nurshlg staffvJill receive a report· of patient's 
, comlitio.n .and uo.HY out oil pm;t-o~ o10~1o, Till' 
. nurs.e wi.ll monitor p~tienl'~:vital ~igns,.an(J give 
; orde.red medications. The patient wjll be 
, dischargect apprppr.iatelyowith di:;r.h;3rge 
• instruction$." 

·. The policy ··staffing," tevis.,d2iV1 (), stated 
·"Registered n.urses, lPN.'s[sic],~urgicaland 

Q 141 
. additioil ofpost-procedural 

recovery assessment, .DC' 
·assessment, temollal of LV 

catheters and. provisi0n.(JfDC 

instructions. (attached) 

To ascertain that t~ese tasks.~re 

•Consistent With their abilities, 

these. tasks were also.added to 

the facility's "Sklllstab" form, 

(attached) 

ThiS more defined .job 

description and staff instruction 

will furtner·ensurethat safe and 

effectiv·e nursing service's are 

.being provided to ourpatients. 
The completion Wile for the 
carrection ofthis Qeffdency i~; 

8-10,.2015. This nirrectjye 

measlire will be monitored 

through future skills lab 

documentation. The DON will 

be responsible for continuing 

this program. 

: radfQiogicat technologists, mediCf)l assistants vihQ 
: are qualified by relev,nteducatlon. exf)erlence The comment on r·age4 stating 
• and current cornpe.tency shall supervis.e the 'The•RN confirmeci'that v.ihen 
: provision of ami)ulafory surger; n.urslng," she was in .the OR With the 

' However, lhe facility's personnel.files were physician dtlring.a procedure 
'reviewed .. The ASC employed,an RN and a >he wBs not directly available to 
: CCMA. The lile.for the CCMA(Iid not include the CCMA in the retov.ery area" 

' 

, documen[<Ition sufficient to ensure patient car~ . ·· · --·--·-·-~·-~·~-· -- "'--·· 
--~~--~--~~~~~--~~--~~--~ 
Evem 10. JSJ011 f:~cillt)' 10~ 13GOJOIO~O lf.contfnuaUon sheet Page- 2· of 41 
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SJA1f:,\lEtH Of Of.FK:'EHCfE-8 (X1) PRCMOE£l!SUCPIJI:fl/CUA (Xi• MlUlPLE CONSTRUCTION. ;XS} DATE SVRVJ::Y 
P~tl PL:;# 0)~ C<;)Rf{tCllciN lOLNTlr::ICATlON NW.Mitff 

A ;tt;ltD!NC -~-·-·· 
COMPLETED 

13C0001020 a· V>!lt;G - 07108!2015 - -
i-MftlC Of PR(.WlOER QR .SUPPUER STREETAODnESS, C\IY, STI\TE. ZIP' CODE 

SIP I AMBULATORY SURGE:RY Ct:NTER 
1.76 fAlls AVENUE 

TWJt.l fALLS, IQ 8~301 
-

liJ ' ~ROVIOE~':S PLAN OF C<l@ECTIO~ SiJf,!UJ\RV STAicf.,.iENT OF bEFIGI.ENCiE:S tX4> It} (X5i 
'P>{Ef!X· · {&\CH OEffC1CNCY'M.UST'EH! PREC~OED fiY FULl. r-i1Eik (E£/•CH CC~RE¢TI~'E AGri!lN SHQUib RE li0Mfll£fi0~1 

fAG RE;GULt\TORY OR LSC IDENTIFY!~G .!NfO.RMl\HON) TM; 

! 
CRPS~·~Efq\t.t1CED. TQ TI;1E Afr?RORP.!f;;lE. 

. QI;:F!CJf:NCVj 

. j 

! 
w•s foun·d to be rather 

Q 141' Continued From page''2 0141' <Onflictins, 
· responsibilities were appropriately delineated as 

foliO'Ml: 
' 
: The job description for tlie CCMI\(Cerlified 
Cfinical Medical Assistant) stated the CCMA 
reported to the Office Manager. The job 

• description stated the CeMA must.<femonst<ate 
, competency in an skills rela!Bd to the 
, performance of patient care_ 

, Tlle J()bdescriptiollfor tne CCMAinclvded duties 
j related lo patient car~.- ~ome of ttre examples 
,, lis!Bd ware: 

' • -'Welcomes p;;Hent~ m person or on the 
. ieiephone" 
: -''Verifies Information by Interviewing patient; 

' ' 
' 

' re'liewing a'ndlot tf>"cording m~dical histoty, laking · 
i Vil<!l Slgl\$, cafl!lfmlng purpose or visit or 
i tteatl'llent' 
: .. ''r>repares j)fllient~ for the health carec vlsH by 
· directing ahdlor ;Jctompanying.them to the 
: llx,arljinlng room'' 
,'>Educates patients by providing medicationand 
diet ioformalion and instructions, i)nswering 
qqe$tion$ '' 
,"Compietos records by recording r:mtianr 
examination, t;ealment, and test resulls'' 

Perh~p~the 8N's comm,ntwas 

:misinterpreted since the RN is 
,always avaifable in our facility, 

P~r CMS i nterpr~tlve guldl;\ines 
A16A6.(a} "A~ailable'' means on 

ttre premises and sufficiently 

fre,e from other dutie~ t!lattn~ 
nurse is avoiluhlc to respond 

rapidly to emergency situations. 
!)urrelotively,smaJJ facility 
functrbi!s Linder th~ pr~mlse 

·that an eniergencv call ocwr·at 
any time and in any Plac(} 
\vlthin the·ASC. Whether the 

RN is assistlD~ the physiCian in 

1he O.R er ilttendlng to t.l\e 

ne.eds of a p~tient In the RR, 

she always remains "available" 
to be able to'l'espond rapidly to 

any emergency situation .. We 

maint<iii:l sufficient staff to 
! fhe ¢GMAjob des<Jrlpllon .did not include duties 
! of,post procedural assessment ofpalienls. 1 coordinate em!lrgen~y 
; p(OV!dill9 disc)large wstruc!ions, and remw[Dg:IV i protocols such as <:alling out! or 

f catheters. I nelp, sending someone for iielp, 

rTne tCMAemployee ,fileJiicluded a form titled: use of alarms and switching 
' "Sidlls LQb/ 11. incf~ded d;1tes of 1 f!/5113, ~Ji.o roles from assisting in tile DR to 
! 1 Ofa/14. Skills tftat wer¢ ~ddressed incluue\llM QC ne!ldS as. emergeQcy 
'. 'injeclion, rec(lpping of needle, dra!llil'rg u~ !,' 

[!/1tC 

' 

: 

I 

;.ritedi.:ation, t:Jiood gjucose, handwashj(lg,, bi(Jod situations arise, This Is th!: , 
L---~~~~--~~~--~~~~----~~~~-~~--~~----·--~~-=~-=~-=-=~-=--~~1~. 
fOHM_ Ct.~;2~7{~·0~} Previow~Y9fsJon:)Ol~$::!!e!e ~vqt'(l lD.J.$~BH_ :F?-;; .t'} IQ~ 13QCoQ.tpiil lf OO;,tfnu.alton sheet Pago 3 Q) 41 
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11 

----·1--1 ---;-~----u_fifl_CiEt~cv_) ---~-f.! ___ 4 
I advantage a smaiii\SC has over 

Q 141 Continued Prom page 3 ' Q 1411 a largemedic~1fad!lty \n 
i pressure, respiratory· rote, oxygen saturation, and I 
I pulse. The "Skills Lab" form- did not Include pos! i improve the l0vel of safety and 
proC!ldural recovery.assessmeril, discontinuation · minimize p()tent,ial ris~.of 01.1r 
ofiV ca\haters, ordischarge·assessmimt and ' patients, In additio.n, due to 
t(?achhig. 

, During an interview on 7/8115 begi~ning n! ~.00 ! 
I PM, lhe DON stated lhi5CCM.A provided re.covery •

1

· 

care to patients under her supervision. She 
stated she was close by if the CCMAtleeded her j 
assistance. The RN confirmed ·that when she r 
w~s inthe.ORwith the physic(an <i~ring a ' 

. procedure, she was nol dlredly available to the 
! Cl::MA ·;n lhe recovery area. 

I . . . I ! Patients #2- #17's medical records doettmented 
I !trey h~d pr®ed\rres peif.<inned between 1/1/15 II 

r

and 717/15. All 16-records documented the 
CCMAproviaed recovery care to tl!e pa!iet~ts aM I 
were drscnar9ed by het Each record lnclut1eei ! 

I 
the <~t<ltement''Patient discharged by (GGMA]and I 
approved for discharge by (RN]." 

I Tbe' faoility failed to enstne·th<l CCMA's dulles 
I wero clcarly.deiineated and oonsist<>rltwith·her 
! abilities. 
i I 
i i:heASC laileo .. to ensure .that staflwem.quallfied I 
r ~~dtraine.d for the.<IUti~$ rrecessar'i !o ensure I 
r pie-operative and post-operative seNices were I 
, provide.d ln. a-safe. mamwt I 

Q 162,41547{b) FORM AND CONTENT OF RECORD 

l TheASC must maintain a madicat·record for 
each patient. Every record must. be accurate, 
Jesiole, and prorilplly completed. MeWcal records 

. nivsl it~clude at least the following:. 

a 162 

the unique qualities of our 

fa.ciHty, a PA and ad>Ji!lo.nal 
clinical staff ar~ alwayS< 

available to assist if the need 

shoulc! ar!se. 

Attaci\ments:. 
MAJo.b Descrlpttbn 
Skills lab form 

Q162 POC 

To nieet stah<lards ill 
insufficiencies reg;n(j!ng 

maintaining complete and 

a·ccurat~ medication llsKs, 
dosages, route and 

I 
i 

I 

I: 

I 

I 
l 
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Q 162 Continued From page 4 1)162 

frequency of administration 
we have t~ ken the 

(1) Patient idenijfication. 
. (2) Significant meclical history and results of 
; physical. e.~arninaU.on .. 
. . (3) f're-oMrative qiagnostic $1udi~s (enlened 
! .before s~rgery), if Pl"rli:Jrme.d. 
, (4i Findings and leclmiques of .the operation, 
! inCluding a pathqtogist's report on an 
1 Ji$sUes removed during surgery, except 
' those exempte(l by the governing body. 

(5) linyallergies.and abnorl'l)al drug 
Teactions. 

· (6) Entries related to aneslllesia 
ado;lnlslratbn. · 
· . (71 Docuri1entaUon of property executed 
in(orlne.d pati~nr consenj, 

. . (8) Qischarge diagnosis 
• Til is STANDARD b not rnet as evldM<:ed ll.y: 

Based an review of medical record:, facility . 
, policles and slaff interview,. Jt \'Ia~. det~rmine;l the ; 
J faeility fail~d to ~~sure rywdicalr~cords were i 
i complete for 13 of 17 p~tients {#2 - #7, llfi. ' 
'#114114,1116 and lilt) whose te~rds were i 
! reJii?wed. This faiiVr<1 reeliHed.ln a lack of 
complete con)prehensive Information being 

following actions .. Althenigh 

it is.lmportaot to have a 

complete list of pts 
meOict:~timiS1 d·o~~ge's, 
routes and frequency of 
~dministration, l)laintainlog 
100 % accuracy is 

unrealistic. Ther(lfore we 
have removed the need for 
do.sn.gn, route <lnd 

frequency of administration 
from !he filciUly Policy & 

Procedure. However, in 
order to ~ddress the 
importance oflhls Issue on 
7/lS/20!5 we have 
initiated a newQAPI 

j Project. [See attached ) We 

, 1. The !acjlity's policy titled "Corqplei:e·aotl 
1 

Will strive to mainlllin 90~6 
'· ;wailable irr patl!lnt records. Findings incillda: 

f\ccura\e Ooeu,mentatlon of Patient Tr~almenl," or greater of 
·revised 2/2115, slated, "No pajientsnafl enter the , documentation oJpts 
, 0~ wilhovt, hisjqry and phy&lcaJ [sic! on. tll:e .chart. 
; It must .ioclud.e:. Oia~nosls, Physician e~amin.ation prescribed rriedicalio~~; 
: J<'POr.!, Lio.t of currefit med•catlnn .. d.~.saqes, route The POC was inltlate~7-JS, 
l and freq\1ency o! adnilnistratioi\, Any known 2015 (imweve(due lo ti1e 
' medication reactions. a!ler~ies or intoleronce, 
oxlsling co morbid [sicj conditions." · magnitude of this Project 

' the completion d~tcls 
The facility!~ policy titled ''Medklal Record ' stat~d·cn1•3o-20lS.). 

, Entries." revised 212115. stated "All entries·n\ust 

07108/2015 

\!.5) 
: OQ'JP"tfJJOU 
[ <JAT[. • : .. 

i pe iniii;:;le,d or signa~. \~ith ih.e iiJitiBI Qf first name. · .wllll)e respon.sibl9 to 
f:•ron; lO.J"::SJ:"B::-\"1 ~--<~,.,~ .. -\y-D_-_1 -$~;trc~·-1li.-.~ZD_:_·-.-.·<-' _ .. __ , _ __;,l'l:;:"co':. ~.=!f~u-;:~M $-~~~-.\-P;~-.-5-ol-4-ll 
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q 162 ConfiMed Frqm page 5 
full surname, and credentials!' 

During an Interview on 7T7/i5 at 1:40PM, the 
DON staled each patient's medical record 
inc!udecr:muH!pte entries. by mu!Uple people. 'The , 
sectlpn of tile visit note for 511111.5, labeled as , 

! CCiHPI; ROS, am.! vital signs was. identified by 
; the D.ON as 1'Qtered by the. CCMA Slle stated ; 
f.! he section "MedicaliQJlS Prior to Tc<lay's VJsit!' 
hvas populated from ea~h.patienVs c:inic record. 
! Tile visit note which included the.descripflon oi 
! lhe operation. \Vas entered by lha RN during the 
!pr~ced~re, She ~ta!eq Qie physicjary entered.the • 
: infurmation rel.aled to !he microgram report The . 
' DON slolqd (he physi<)ia~. would. (eVil"W each 
i patient record, and electron!cally sigh the report. 

. Ttie policies were hOt'foltoWed in all c~~-
i EY,ampies Included·, bul we(e not limited to, the 
! roiiOWihg: 

, a, P!!!leqt#lTwas a 64 year9ld lemal.e admitt\ld 
1·1o ~~~ r~cil.ity qn 1011/t4 for a trMs(oramirlal 
, epidWal sleroJd·injecfion. 

' Patient 1117's record iQcl.uded visit ncte dated 
• 9i22114. The sectjqn of the. note lilletl''Drug 
·Allergies" included a list of 36 medi~.alions The 
· section of the note tilled ···Medications Prior to 
loday's Vi&it" induded 10 medications. However. 

'·the frequency of adrninisfralic;n was not 
'u~umQI1ted <JnQ 3 oflhll medici!lioris•did not 
include dosage$~ 

' 
' Patient #if's record included a visit note dated 

ID 
J'HEf}X 

1A_3 

17<; FAlLS· AVENUE' 
TWIN fcALLS; ID (13301 

-~--~~--~------~--" 

; 

:OROVIOSR'$.Pri\N Qf GQRREC:]"lON 
{F.f,CH COHRE(:TIVE A-GT!Ofl t?!.IOUl£! BE 

"CRPSS·HSfi3RENCEO T\) THE (\flPROPR.IATE 
, . . Dt:FlC!ENCY) 

a»ure ~hls POC is a 
permanent. part of the pts 

charts. 

In order to correct the issue 
Qf {rysuffi~ie 1\cies ll f rnllltip!~ 
entries by multiple people, 
the £MI1 formatting model 
was modifier: to include the 

date and time \he. note is 
signed end completed by 

the physkian. ihe staff was 

al.so educated to document 
specific additions they have 

made Into a chart with 'th~ir' 
ii\itiais', titiG imd tlme itwos 
~utered. Th.e staff was also 
eautated'that ariy 

medlca'tlons Pr allergies 

witt• reaction a<Jded tci the 
patl~nts chart aft~r·their 

·~i;;;(ial ~~~lt;nu;\ tle d~t~d 
Md initialed as a 

c)arlfic,>tionto a»vre f~al 
aU safety measures are 
being implemented. A 
<:nmpletion.date for the 

c<ifrettiori of this tlefidency 

is 8c1~21]1S. This 
corrective measure will be 

·. L~!) 
. CCMP..t(;:l!(lt{ 

OAl£· 

. 1011/14, the ~ay M'Mr 'lPidur~l injl(!~tien. It 
'included !he statement "{P<itient·namel appeared 
[to have an allergic.reaction. My t,esl gue~s .as to 
; !he rnedica.t.lon tt)af caused !hi;; '"iildio.n Is tlta 

~~~~~~~~~~~~~~~~ .. ~~~~~~~~-~~------~--~~ 
FQru.rm.lS-2f.I!7{UY.l9} rreV.o;m:;. Ye(;~b)'>.l_O~~le!e trvc:P:l: lD: JSJfl_!i r:e.-:/frty 1£H'JCOQ0102a 
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i rREFIX 

TAG 
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Q 1621 Gonlinued From page6 
j .01Jlr.11paqu.e . .We. will avold: this in the future and 
i· :add thiS' to h~r long Ji~t of:a.ti!:ugies .. ·She ' 
! responded.very .well tq uw l3ei~adr:yl a(ld on 
~ <lisohl:u:ge _appeared to be &.ihi{J well wi!hr)ut 
J continued. ~mp.fo!l'l ·S." 'r.b~re.w&S flO 
i (IO'CliiTlEW!atlon to iodicate WhQ Wi'oieJha 
j slplemaot. 

i. Ttle.sectioT:l of Patient tt·frs visit hote dated. 
t ·10i11'14, lltled "AliGrgies~· inclltGiedonly 
! .Oinnipaque 300. Th~ ~ettron of the. note liU.ed 
i ''Meoicati9~s Prior tp To(1ay's Vi~W' .. lnclud~~ 
t a~n~.d ryj 50 inglr:nlinje_dl()n 6Qlu!ior't. The·.~~ction 
1.of the notetillec.l "M~d1cc;~tiori9 Presc,;ribacJ ~t . 
t To4ay'!l Vt~it" was blank. 

0 162 

CROSS-~Eft7R£t~E:O TO THF. APPROPIHAT~ 
OEHCII!NCY) 

: monito.~ed peri o:di~a lty by 

t he ranclorn chart audits .. 

=rh~ Ad(J)ir')istrator will be 
respohsibie for 
imP.!~nlentjng this 
acceptable.POC and 
monitoring fts· contlnuatton. 

RegardliJg =the .13 of-17 

chart~ t~atha.~l de fici~nc;l~s 

.P!::naining_to absence of 

·allergies, ~e~Hcation~ ~nd 
: p ;J.st medical history; this is 

t D~Jring .<m ini~IVi.ew.qn 7/~/15 ·ql .3:40 PM. tbe .a :fQrma(ling Issue that 
! DON reviewed Pattant #17's tecorcl'alld . I confirrned :(he. el}t~ reg~rding i,ef: al!ergic· re~clion ! : al ~h~!Srtth~ ~l.l~rg.y, 
! was oot'sign~d by .the.aulhor. -She·Gorifirmed the i :JTl eiJi~;ati~>:ni!nd PilSt 
j medication list did not include tlosages· and. : ... nedfcal his:!ery ct r~ cl ea(J~ 
r fr'E!qu€mcy of adrriinistra tion for'a(l 'medications.. : i 

-tSne ·stale~ the all flrgy·seclion Gf. Patient #l 1's· , =stated within the EMRJ the.y 
[hole dated 10/1/14 was i i'lcom'plete and are not' being ·brought forth 
1 confiinied ft incorre~lly indiCated her allergy to ! ·.on t he. prinled note • • 
l Omnipaque was ideritffied prior lo her procedure 
! on 10/1/14, rather fftan follo\ving tne:·proc.edure. - slu:iwe(J=the auditors 
; She staled this was caused. by a problem vtilh lhe from.hisEMR how th~$e 
~ electroAic mediilal record. AdditionallY:, she ! .are c;lear'!Yvisible alon~ the 
j confirmed Oenadryl 50 m9/ml injecMon· solution 
; w~s -3di_~inistei'ed to· P~lllent #fl' following frer right ,side o.f hi.s-screeo for 
i procedure on 10/1114 and it should. not have been . fti !l viev' to keep .him 
l inCluded in her list of medications prior-to the vl_s.it. : ·; informed of the pts 

! Pati~nt ~17's medical record di£f not accurately pertiflent m~~ica l ·h is~ory, 

1 iii.tf 
i 
! 
< 
i ., 
I 
' 1 
i 
; 

I 

·r 
'j 

.I ., 

.• 

.! 

! docllrnent her medic<~fions, allergies or intludrnc curre11t i 
~ treat«nents·adfninistered dlfrin~ her visit. : .. , 
1 Additionally, indiVidual sections of the nofe were fTledg;ations .& allergies. J 
! not inilioli:X:I <ir signed to indi~i'l~P !he-author. .. --~·--·--·--- - ~ .... ·-· -· 

~----~----------~------------~------~------------------------------~.~-~-- -~- -·~- ~----
fORI.'! Ct;IS-2567i\l.2-a9} l'fll~ ·O)>S ·Ve=$ ons.ObS~Ie\~ ;l:ven.t \0, .JSJO }.I F-:ii;l'olY.ID, l3(;~~<n 020 

: 
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h. Patient 113 was a 53 year old female admitted 
>to !hE> facility on 7!7115. for inserlion of a spinal 
' cord.stiinulator. 

'The sections of Patient #3's 717115 visit note titled 
: 

1'0I'-:J9 tJIIe~-giEJS/ 1 ~~~edic_~tio~s PriO(to Tod~y~s 
:·Visit" anrJ "Merlicatlons Prescribed at Tod8y'8 
'ViSir·werebl~nk, ll was unclear whether she had 
' drug allergies; look medications at hor(le 0r \Vas 
' given medicalions during or following her 
i procedure, 

i During an interview on 7 18/1!j at 3:20 PM, the 
' DON revtewed Patient #3's 7/7115 vtsil note. She · 
i confirmed lhe sections related Ia allergies a.nd 
1·medk:ations were bi~hk. she stated the ~ections ' 
!:'should no[ be left qlank, an(! should state "none" 
l if ~pplicabie. 
i Palie,nUI3's medical recOJd was Mt 90mpiet~. 

: ·c. Patient #5was a 39 year·o!Ci male admitted to , 
'.tire facility on 2111/15 lor alwnbar epidural steroid [ 
injection.· · 

I he section or Patientit!Ys 0fll15vlsi't note titled·! 
''Drug Ailergies" was biank .. It was unclear I 
whether he h~d-drug allergies. , 

! Duriog ;;.n inter:vfevioo 1!8115 at 3.:50 PM, th.e 
i DON re~k,wod Patient #5's vis{tJJote She 
· !:'onfirmed the. sect(on reliltf3d to allergies was . 
: blank. She stat~d.th~ sectiQn stipuld n_ot be !efl , 
.'blank, and sho~td state NKI\(iw ~nowl) al!ergie_s) 1 

. if the nati~nt had no allergi~s . 

. Patient#5's medical recqrdwas not,cornplete. 

I:J 
PR-EFiX 

TAG· 

Hli t-A~l.~ AVtf'iU~ 

TWIN FALLS,ID 83301 

PRO\/JDr::R·s_ PUt!-i Ol= CORRf.CTJON 
lllr\CH c·oRNECTl\iE ACTr:)N SuciuLtf6-E 

·CROSS·REFFREN:CED TO ·mE APPROPRIATI~ 
l!~~ICI~~c·i) 

We. are wor~ing with our 

EMR providers to remedy­

thi> problem. However this 

l.n no w_ay presents a safety 

i~swe for the pali~nt. sine~ it. 

is deat.ly state~ on our 

computers. 

This correctivem~asure will 

be completed 8'10·2015 

with­
Admiliistrator being the 
responsi_ble person to 
assure this does not happen 

again _by conducting 

petio~ic·chart audits. 

Attached: QAPI Project 

: i-X~l .. 
~ ~-G!JPt!:!lb~; . 

DAn: 

It co·lunu;auon ·s~e~ J-Jage· li 6! 41 
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d. Patient #2 was a 67 year old male who was 
admitted to the ASC on 7/7/15 for a left 
transforaminal epidural steroid injection. 

The section of Patient #2's 7/7/15 record tilled 
"Drug Allergies" was blank, however his H&P 
dated 7/22/14 stated a drug allergy to ibuprofen. 

During an interview on 7/8/15 at 3:50 PM, the 
DON reviewed Patient #2's record dated 7/7/15. 
She confirmed the section related to allergies was 
blank. She stated the section should not be left 
blank, and should state his allergy to ibuprofen. 

The section of Patient #2's record dated 7/7/15 
titled "Medications Prior to Today's Visit" included: 
-Lipitor 10 mg tablet and oral 
-losartan 25 mg tablet and oral 

' -metformin 500 mg tablet and oral 

·The section of Patient#2's record dated 7/7/15 
: titled "OX." included: 
: -724.4 Lumbar Radiculopathy 
-722.10 Lumbar Disc Displacement 
-721.3 Lumbosacral Spondylosis 
However Patient #2's record dated 7/22/14 
included a patient reported diagnosis of diabetes 
mellitus type 2. 

In an interview with the DON on 7/8/15 at 3:50 
PM, she reviewed Patient #2's record dated 
7/7/15 and confirmed Patient #2's medication 
record did not contain a clear list of medications 

, with frequencies and doses and did not include 
Patient 112's diagnosis of diabetes mellitus type 2. 

Patient #2's medical record was not complete. 

e. Patient #6 was a 33 year old male admitted to 
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the ASC on 2/10/15 for facet joint injections. 

The section of Patient #6's 211 0/15 record titled 
"Drug Allergies" was blank, however his informed 
consent dated 2tl 0/15 stated "may have 
sensitivity to dyes." 

In an interview with the DON on 7/8/15 at 3;50 
PM, she reviewed Patient #6's record dated 
2/10/15 and confirmed Patient #6 reported a 
possible sensitivity to dyes and that his medical 
record contained blank information under Drug 

' Allergies. The RN stated the physician did not 
want allergies listed unless a "true allergy" 
existed. The RN could not produce an ASC 
policy that defined "true allergy." 

: The section of Patient #6's record dated 2/10/15 
·titled "Medications Prior to Today's Visit" included; 
-oxycodone 20 mg tablet and oral 
-amitriptyline 25 mg tablet and Tablet(s) PO 

I :~~~r~!~~ ~~~ mg tablet and Tablet(s) PO 

! -albuterollnhl 
-ibuprofen 800 mg tablet, 1 Tablet9S) PO TID and 
30 days 
-metoprolol tartate 50 mg tablet and oral 

i -Ability 2 mg tablet, 1 Tablet(s) PO 04-6H prn 
• pain and 28 days 
· -oxycodone 20 mg tablet, 1 Tablet(s) PO 04-6h 
prn pain and 28 days 
-lisinopril 20 mg tablet and oral 
-alprazolam 1 mg tablet and oral 

In an interview with the DON on 7/8/15 at 3;50 
PM, she reviewed Patient #6's record dated 
2/10/15 and confirmed Patient #6's medication 
record did not contain a clear list of medications 

· with frequencies and doses. She also qmfirmed 
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duplicitous medication entries that made the 
medication list unclear. 

Patient llfl's medical record was not complete. 

: f. Patient #9 was a 66 year old male admitted to 
the ASC on 1112/15 for a left piriformis inje'ction 

· with fluoroscopic guidance. 

The section of Patient #9's 1/12115 record titled 
"Drug Allergies" was blank, however his H&P 
dated 11/18/14 stated a drug allergy to sulfa. 

During an interview on 7/8115 at3:50 PM, the 
DON reviewed Patient #9's record dated 1112115. 
She confirmed the section related to allergies was. 
blank. She stated the section should not be left 
blank, and should state his allegy to sulfa. 

The section of Patient #9's record dated 1112115 
: tl!led "Medications Prior to Today's Visit" included: 
' -Medrol (Pak) 4 mg tablets in a dose pack and · 
Tablet(s) PO as instructed 
-ibuprofen 200 mg tablet and oral 
-simvastatin oral 
-digoxin oral 
-carisoprodol 350 mg tablet and oral 
-metoprolol succinate oral 
-Aspir-81 oral 
-hydrocodone 5mg-acelaminophen 325 mg tablet 

i and oral 

In an interview with the DON on 7/8115 at 3:50 
PM, she reviewed Patient #9's record and 
confirmed Patient #9's medication record did not 

, contain a clear lis! of medications With 
frequencies and doses. 

Q 162 

Patient #9's medical record was not complete. 
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g. Patient #14 was a 50 year old female who was 
. admitted to the ASC on 517/15, for a cervical 
' epidural steroid Injection under nuoroscopy. 

Her record included a consent form for the 
procedure, that included a notation that she was : 
allergic to eplnepherine. The remaining medical 
record did not include notation of the allergy. The 
section of the visit note labeled "Drug Allergies" 
was blank. The allergy to epinepherlne was not 
brought forward to the visit note from the consent 
form. 

During an Interview on 7/8/15 beginning at 4:00 
PM, the DON reviewed Patient #14's record, and 
confirmed the section related to allergies was 

: blank. She confirmed the section should have 
! included the allergy to epinepherine. 

· Patient #14's medical record was not complete. 

:h. Patlent#13was a 74yearold female who was 
admitted to the ASC on 3116/15, for a lumbar 
epidural steroid injection under fluoroscopy. Her 
record did not Include a comprehensive H&P. 

The section of the visit note labeled "Drug 
Allergies" was blank. It was unclear whether she 

. had drug allergies. 

During an interview on 7/8/15 beginning at 4:00 
. PM, the DON reviewed Patient #13's record, and 
confirmed the section related to allergies was 
blank. She stated the section should not be left 
blank, and should state "none" If applicable. 

: Patient#13's medical record was not complete 
and accurate. 
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i. Patient #12 was a 44 year old male who was 
admitted to the ASC on 3/16/15, for a 
traosforaminal epidural steroid injec!ion under 

• nuoroscopy. 

The section of the visit note labeled "Drug 
Allergies" was blank. It was unclear whether he 
had drug allergies. 

During an interview on 7108/15 beginning at 4:00 
PM, the DON reviewed Palient#12's record, and 

' confirmed the section related to allergies was 
blank. She stated the section should not be lefl 
blank, and should stale "none" if applicable. 

Patient #12's medical record was not complete. 

j. Patient #16 was a 40 year old female who was 
' admitted to the ASC on 4/06/15, for a caudal 
epidural injection under fiuoroscopy with 
epidurogram and conscious sedation. 

· The section of the visil note labeled "Drug 
Allergies" was blank, It was unclear whether she 
had drug allergies. 

During an interview on 7/08115 beginning at 4:00 
PM, the DON reviewed Patient #16's record, and 1 

confirmed the section related to allergies was 
blank. She stated the section should not be left 
blank, and should state "none" if applicable, 

Patient #16's medical record was not complete. 

k. Palient#11 was a 77 year old female who was 
admitted to the ASC on 1/5/15, for a facet joint 
steroid injection under fluroscopy. 

DEFiCIENCY) 

Q 162 
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Q 162 Continued From page 13 
The section of the visit note labeled "Drug 

i Allergies" was blank. II was unclear whether she 
had drug allergies. 

During an interview on 7/8/15 beginning at4:00 
PM, the DON reviewed Patient #11's record, and 
confirmed the section related to allergies was 

i blank. She stated the section should not be left 
! blank, and should state "none" if applicable. 

Patient #11's medical record was not complete. 

• I. Patient #7 was a 44 year old male who was 
. admitted to the ASC on 1126/15, for a intra 
articular steroid injection in his hip under 
fluoroscopy. 

The section of the visit note labeled "Drug 
! Allergies" was blank. It was unclear whether she 
had drug allergies. 

During an interview on 718/15 beginning at4:00 
PM, the DON reviewed Patient #7's record, and 
confirmed the section related to allergies was 
blank. She stated the section should not be left 
blank, and should state "none" if applicable. 

Patient #7's medical record was not complete. 

m. Patient #4 was an 89 year old female who was 
admitted to the ASC on 5/11/15, for a lumbar 
epidural steroid injection under fluoroscopy with 
epidurogram. Her record did not include a H&P. 

Patient #4's record was reviewed on 7/7/15. 
Medications included bumetadine, which, 
according to drugs.com is a powerful loop diuretic 
used for CHF to remove excess fluid from the 
body. Additionally, Patient #4 was taking 
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Q 162 Conlinued From page 14 
citalopram, an anti-depressant. Additional 
medications included anti-anxiety and pain 
medicalions. Her record did not include 
co-morbidities that would indicate the use of the 

• diuretic or !he anti-depressant. The section of the 
visit note labeled "Drug Allergies" was blank, II 

• did not indicate if there were no known drug 
·allergies . 

. During an interview on 7/8/15 beginning at 3:20 
, PM, the DON reviewed Patient #4's record and 
confirmed her record did not include 
co-morbidities or a H&P, 

l Patient #4's record was not complete. 

! The ASC did not ensure patient medical records 
, were complete and accurate. 

Q 223 j 416.50(b) NOTICE- PHYSICIAN OWNERSHIP 

The ASC must disclose, in accordance with Part 
420 of this subchapter, and where applicable, 
provide a list of physicians who have financial 

! interest or ownership in the ASC facility. 
Disclosure of information must be in writing. 
This STANDARD is not met as evidenced by: 
Based on record review, observations and 

patient and staff interviews, it was determined the 
· ASC failed to inform patients of physician 
financial interests and ownership prior to their 
procedures for17 of 17 patients (#1 - #17) whose 
records were reviewed. This failure resulted in 
the potential for a lack of information being 
provided to patients necessary to make an 
informed decision regarding t11eir care. Findings 
include: 

A Patient Information Packet was provided to the 
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The action taken to correct 

this insufficiency was to 

"add back" to the Patient 

Rights & Responsibilities 
i 

the statement disclosing 

the physician ownership of 

the facility. Unfortunately 

the statement had 

inadvertently been omitted 

during a recent 

modification on 10-8-14. 

The corrective measure 

occurred 7-8-2015 during 

the auditing process. (see 
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Q 223 , Continued From page 15 
' I survey team on 717115 at 10:00 AM during the 
entrance conference with the Administrator. The 
Administrator stated the packet was given to each 
patient by the receptionist upon the patient's 

I arrival to the ASC and prior to the planned 
· surgical procedure. The packet included 
, information about 
Patients Rights and Responsibilities, the ASC 

! Privacy Practices and a Grievance Procedure, 

In an interview with the administrator on 7/7/15, 
she staled the physician is the owner of the ASC, 

, Additionally, a review of the ASC bylaws stated 
: the physician ownership of the ASC. 

, The Information packet did not include 
i information that disclosed physician financial 
, interest or ownership in the ASC to the patients. 

· During observations of the admission process of 
i Patient #1 and Patient #2 on 717115, no written or 
' verbal documentation was provided to the 
patients that informed them the physician 
scheduled to perform their procedure had a 

' financial interest or was an owner of the ASC. 

An interview with Pallent#1 on 717115 at 11:00 
AM, was conducted in an exam room after he 
had been admitted to the ASC. Patient #1 stated 
this was his fourth visit to the ASC for a 
procedure. When asked about information he 
had received from the ASC, he stated he "had no 
idea the physician was an owner"' of the ASC and 

' had not been given that information verbally or in 
written form, 

During an interview on 7/7115. at 2:30PM, the 
Administrator reviewed the packet of information 
given lo ASC patients, She confirmed patients 

fORM CMS·2567(02·99) PrevJOuS Versmns Obsolete EvenliD.JSJB11 

Q223 
attached) The 

Administrator was 

responsible for this 

corrective measure and will 

monitor revisions in the 

future more closely to 

assure this will always 

remain in compliance. We 

will be adding this 

disclosure of ownership to 

the IIHI acknowledgement 

form as well to assure all 

patients are aware of this 

Important disclosure. 

(Attached) 

lncldentalfy, 11 of the 17 

pts had been seen In the 

facility prior to 10-8-14 

when the Inadvertent 

omission took place 

therefore they would have 

been offered the document 

with the full disclosure on 
it. 

Attachments: Patient 

Rights and II HI 

• 
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: during the procedure. I 
I 

2. Patient #2 was a 67 year old male admitted to . 
; the facili ty on 7./7/15 for a transforaminal epidural i 
: steroid Injection. His procedure was observed on 1 

: 717/15 beginning at 1:20 PM. Palient #2's · 
. physician performed an· epidurogram (a 
· procedure in which the spine is accessed with a ' 
needle and dye injected to facilitate visualization ! 

. of the spine under fluoroscopy) in the OR. 
: Patient #2's physician then injected a steroid 
; mixed with lidocaine into the epidural space. The . 
i physician was assisted by an RN during the · 
: procedure. The physician and the RN did not : 
; wear surgical facemasks during the procedure. 

l The facility's policy titled Asepsis, revised 212/15, , 
1 stated, "All surgical personnel will adhere to strict 
! aseptic technique." The policy included 
: information on surgical hand scrub and gowning 
~ and gloving techniques for surgical personnel. 
~ However, the policy did not reference the use of J. 

• surgical facemasks in the operating room. 

During an interview on 7/8/15 at 4:00 PM, the 
. DON stated she was responsible for the facility's 
~ infection control program. She stated the facility's : 
; infection control program was based on nationally · 
· recognized Infection control guidelines and 
standards of practice, using guidelines of the 

· Association for Professionals in Infection Control 
· & Epidemiology (APIC) as well as other standards 
· of practice. 

An APIC publication titled Preventing ·rn teclion in 
. Ambulatory Care, 2009, Volume 1, Issue 2, 
contained an article tilled, "Ambulatory Surgical 
Centers: Whalthe Infection Preventlonist Needs 
to Know." The article stated full barrier 
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In order to comply with the 

recommended regulation 

assuring a sanitary 

environment, Policy & 
Procedure has been 

changed to include that 
prior to beginning a sterile 

procedure in the OR, all 

surgical personnel will don 

face masks. This POC 

effective date Is 8-10-2015 

and - will be 

responsible to assure all 
assistants or persons 

present in the OR except 

the patient will wear 

surgical masks prior to a 

procedure t ray being 

opened and throughout the: 

procedt!re. 

---·----~-
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precautions, including a face mask, should be 
worn during epidurals and spinal anesthesia, 
procedures in which needles are inserted into lhe 
patient's epidural space. 

The Centers for Disease Control and Prevention 
(CDC) website, accessed on 7/9/'15, contained a 
"CDC Clinical Reminder: Spinal Injection 
Procedures Performed without a Facemask Pose 
Risk for Bacterial Meningitis," updated 10125111. 
It stated "Since face masks have been shown to 

· limit spread of droplets arising from the oral flora, 
the CDC has recommended their use by 
healthcare providers when performing spinal 
injection procedures." Additionally, it stated 
"Facemasks should always be used when 
injecting material or inserting a catheter into the 
epidural or subdural space." 

During an interview on 718115 at 1:55 PM, the 
physician confirmed he did not wear a face mask 
during procedures in which needles were inserted 
into the epidural space. Additionally, he stated 
the facility did not require surgical personnel to 
wear masks during spinal injection procedures. 
He stated he did not feel it was necessary. 

The facility failed to follow professionally 
acceptable standards of practice, resulting in an 
increased risk of patient infections following 
spinal injection procedures. 

0 260 416.52 PATIENT ADMISSION, ASSESSMENT 
AND DISCHARGE 

The ASC must ensure each patient has the 
appropriate pre-surgical and post-surgical 
assessments completed and that all elements of 
the discharge requirements are completed. 

FORM CMS-2557(02-99) Pre'Jious Versions Obsolete Event ID:JSJB11 

' 

(X2) I\1ULTIPLE CONSTRUCTION 

A BUILDING 

B. WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 

176 FALLS AVENUE 
TWIN FALLS, ID 83301 

PRINTED: 07/16/2015 
FORM APPROVED 

OMB NO 0938 0391 -
(X3) DATE SURVEY 

COMPLETED 
. 

07/08/2015 

ID PROVIDER'S PlAN OF CORRECTION tX5) 
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAG CROSS·REFERENCED TO THE APPROPRIATE DATE 
DEFICIENCY) 

. 
0 241 

Q 260 Q260 POC 

Issues regarding Patient 

admission, assessment and 

discharge will be addressed 

individually as listed below. 

- -
• 
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This CONDITION is no! met as evidenced by: 
Based on review of patient records, facility 
policies and staff interview il was determined the 
facility failed to ensure each patient had the 

• appropriate pre-surgical and post-surgical 
assessments completed, were discharged by a 
physician, and were discharged in the company 
of a responsible adult. This resulted in lack of 
appropriate evaluation of the patient's 
pre-operative and post-operative condition and 
increased potential for patients to suffer adverse 
events following their procedures. Findings 
Include: 

1, Refer to Q-261 as it relates to the failure of the ! 
ASC to ensure a comprehensive H&P was 
completed no more than 30 days before the 
surgery was performed. 

2. Refer to Q-264 as it relates to the failure of the 
ASC to ensure the patients' post-surgical 
condition was assessed and documented In the 
medical record. 

3. Refer to Q-266 as it relates to the failure of the 
ASC to ensure each patient had a discharge 
order signed by the physician who performed the 
surgery. 

4. Refer to Q-267 as it relates to the failure of the 
ASC to ensure all patient were discharged In the 
company of a responsible adult, unless exempted · 
by the attending physician. 

The Ctlmtllative effect of these systemic 
omissions resulted in the inability of the ASC to 
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Q 260 ' Continued From page 20 
: ensure the safety of patients during and following , 
I procedures. 

Q 261 : 416.52(a)(1) ADMISSION ASSESSMENT 

Not more than 30 days before the date of the 
scheduled surgery, each patient must have a 
comprehensive medical history and physical 
assessment completed by a physician (as defined 
in section 1861(r) of the Act) or other qualified 
practitioner in accordance with applicable State 
health and safety laws, standards or practice, and 
ASC policy. 

: 

' This STANDARD is not met as evidenced by: i 
l 1 Based on observation, record review, policy 

~ review, and staff interview it was determined the 
i ASC failed to ensure a current comprehensive 

I 

! history and physical was Included in the patient ~ 

. record prior to the procedure for 12 of 16 patients ; 
; (#2, #3, 1#3, #8- 10, #12, #13 and #15 - 17) 
i whose records were reviewed. This had the 
: potential to prevent the finding of possible 
: contraindications to the procedures being 
~ performed. Findings Include: 

1. During an interview at 1:40 r M, the DON 
stated each patient's medica l record included ' 

: multiple entries by multiple people. The section ! 
· of the visit note labeled as CC/HPI, ROS, and 

I 

. vital signs was identified by the DON as entered 
by the CCMA She stated the soclion 
"Medications Prior to Today's Visit," was 

. populated from each patient's clinic record. The 
visit note. which included tho description of the 

: operation, was entered by the RN during the 
procedure. She stated the physician entered the 
information related to tho microgram report. The 

i 
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Corrective measures taken ' 
to ensure a comprehensive 

H&P must be completed no 

more than 30 days prior to 

the pt undergoing surgery 

will be performed either in 
' 

the clinic portion of the I 

facil ity prior to their I 

I surgical appointment or i f ; 
I 

an emergency arise or time 

allows, the H&P may be : 
i 

; performed in the ASC. i ' 

Obviously we are unable to 

bill for an H&P performed ' : 
in the ASC. - will be 

responsible for assuring this 
: 

corrective measure is 

ongoing with a POC date of 

: 8-10-15. 
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Q 261 Continued From page 21 
DON stated the physician would review each 

· patient record, and electronically sign the report. 

During an interview an 7/8/15 beginning at 1:45 
PM, the physician stated he did not perform a 

· physical assessment, he performed a focused 
review, and stated "I know these patients, if they 

. have co·morblditles, I would expect the primary 
· care provider Ia address those issues. If they 
. were tao unstable to have the procedure done, 
they would nat be treated by me." The physician 
stated he did not need to listen to the patient with 
a stethoscope, and he could tell at a glance if lhe 
patient was breathing easy, or appeared to be ill. 

The policy "Complete and Accurate 
Documentation of Patient Treatment," revised 

i 212/15, stated "No patient shall enter the OR 
1 without history and physical on the chart. It must 
include diagnosis, physician examination report, 

·. list of current medication, dosages, route and 
' frequency of administration, any known 
medication reactions, allergies or intolerance, 

: existing co morbid (sic] conditions." 

Patient records did not include evidence a 
comprehensive assessment was performed to 
determine co-morbidities or other factors that 
may place the patient at an increased risk of 

· complications, and/or to indicate the patient was 
appropriate for surgery in an outpatient setting, as 

. follows: 

a. Patient #17 was a 64 year old female admitted 
to the ASC on 10/1/14 for a transforaminal 
epidural injection. 

Patient #17's record included a clinic visit note, 
dated 9122114. The note documented her 

·······--------
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diagnoses included insulin dependent DM, and 
stated she took Lantus insulin. The insulin 
dosage and frequency was not documented. 
Additionally, the note did not document Patient 
#17's current or recent blood glucose levels to 
determine whether her DM was well controlled. 

Patient #17's record included a visit note, dated 
10/1/14. The note documented her procedure 
which included an injection of methylprednisolone 
(a steroid) into her epidural space. 

The National Institutes of Health website, 
accessed on 7/10/15, stated "ESis [epidural 
steroid injections] were noted to cause a 
significant increase in the blood glucose levels in 
diabetics." However, Patient #17's blood glucose 
level was not assessed prior to her procedure to 
determine the possible risk of a significant 
increase in the level. 

During an interview on 7/8/15 at 1:55 PM, Patient 
#17's physician confirmed he did not question her 
about her blood sugar levels prior to the steroid 
injection. He stated he did not manage his 
patients OM, and it was up to the patients to tell 
him if their blood glucose levels were not within 
the normal limits. When asked if he would 
perform a steroid injection if he was aware the 
patient's blood glucose level was significantly 
elevated he stated he would not. However, he 
confirmed he did not routinely include an 
assessment of diabetic patients' blood glucose 
levels in his assessment prior to a procedure. 

Patient #17's H&P assessment was not 
comprehensive to determine a potential risk 
related to elevated blood glucose levels caused 
by an epidural steroid injection. 
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b. Patient #3 was a 53 year old woman admitted 
to the facility on 717/15, for insertion of a spinal 

' cord stimulator. 

Patient #3's record included a clinic visit note 
. dated 6/1/15, which contained an H&P. However, 
it was performed more than 30 days prior to her 
procedure in theASC on 7nt15. 

Patient #3's care was observed from the time of 
, admission to the time of discharge from the ASC. 
Upon admission, she was taken to an 
examination room by the CCMA, who obtained 
and recorded her blood pressure, heart rate, 

· respiratory rate and oxygen saturation. 

· The physician entered the examination room and 
. interviewed Patient #3 regarding her level and 
location of pain. He palpated Patient #3's back. 

· The physician did not perform a review of 
systems, auscultate her heart and lungs, or 

· review medications and allergies with her. 
: Patient #3 was transferred to the OR and the 
: procedure was performed. 

Patient #3 did not have a comprehensive H&P 
assessment completed within 30 days prior to her 

· procedure. 

c. Patient #2 was a 67 year old male admitted to 
the facility on 717/15, for a transforaminal epidural 
steroid injection. His admission, procedure, 
recovery and discharge from the ASC was 
observed on 717115 beginning at 1:20PM. 

A review of Patient #2's record included an H&P 
dated 7122114. His H&P was greater than 30 
days old and included the diagnosis of diabetes , 
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mellitus type 2 in review of symptoms. The H&P 
listed ibuprofen as a drug allergy. 

Patient #2 was placed in an examination room by 
the CCMA who obtained and recorded his blood 
pressure, heart rate, respiratory rate and oxygen 
saturation. The CCMA did not review Patient #2's 
medications or allergies with him. 

The physician entered Patient #2's room and 
interviewed him regarding his level and location of 
pain and palpated the location of pain indicated 
by the patient. The physician did not question 
Patient #2 for an updated review of systems, 
question Patient #2 regarding his blood glucose 
levels, auscultate his heart and lungs or review 
his medications and allergies with him. Patient 
#2 was transferred to the OR and the procedure 
performed. 

Patient #2 did not have a comprehensive H&P 
assessment completed within 30 days prior to his 
procedure. 

d. Patient #6 was a 33 year old male admitted to 
the ASC on 2/10/15 for facet joint injections. 

Patient #6's record was reviewed and contained 
an H&P dated 12/13/14, greater than 30 days old. 
His record did not contain an updated H&P prior 
to his procedure performed on 2/10/15. In 
addition, Patient 116's records dated 12/13/14 and 
2/10/15 contained blank information under Drug 
Allergies although a potential sensitivity to dyes 
was indicated on his Informed Consent dated 
2/10/15. 

In an interview with the DON on 7/8/15, she 
reviewed Patient #6's record and confirmed his 
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H&P was dated 12113/14 and was greater than 30 
days old. The RN confirmed Patient #6 reported 
a possible sensitivity to dyes and that his medical 
record contained blank information under Drug 
Allergies. 

Patient #6 did not have a comprehensive H&P 
assessment completed within 30 days prior to his 
procedure. 

e. Patient #9 was a 66 year old male ad milled to 
the ASC on 1/12/15 for a left piriformis injection 
with fluoroscopic guidance. 

Patient #9's record was reviewed and contained 
an H&P dated 11/18/14, greater than 30 days old. 
His record did not contain an updated H&P prior 
to his procedure performed on 1112/15. In 
addition, Patient #9's records dated 11/18/14 
contained a drug allergy to sulfa. Patient #9's 
record dated 1/12/15 contained blank Information 

: under Drug Allergies. 

·In an inter1lew with the DON on 718115, she 
reviewed Patient #9's record and confirmed his 
H&P was dated 11118114, and was greater than 
30 days old. The RN confirmed Patient #9's 
record dated 1/12/15 did not contain drug allergy 

· information. 

Patient #9 did not havo a comprehensive H&P 
assessment completed within 30 days prior to his 
procedure. 
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e. Patient #1 0 was a 56 year old male who was 
admitted to the ASC on 116/15, for a 
transforaminal epidural steroid Injection under 
fluoroscopy. His record did not include a 
comprehensive H&P. L_--==::.::::::::.:.:...:..:::.:_: ___ ~---~----·---------------_j 
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During an interview on 7/8/15 beginning at 3:20 
PM, the DON reviewed Patient #1 O's record and 
confirmed his record did not include a H&P. 

·Patient #10 did not have a comprehensive H&P 
assessment completed within 30 days prior to his 
procedure. 

f. Patient #15 was a 30 year old female who was 
admitted totheASC on 2111115, lor a lumbar 
epidural steroid injection under fluoroscopy, with 

· conscious sedallon. Her record did not include a 
i comprehensive H&P. 

During an interview on 7/8/15 beginning at 3:20 
PM, the DON reviewed Patient #15's record and 

. confirmed her record did not include a H&P. 

: Patient #15 did not have a comprehensive H&P 
i assessment completed within 30 days prior Ia her 
· procedure . 

. g. Patient #8 was a 30 year old female who was 
: admitted to lhe ASC an 1119115, for a facet join! 
' steroid injection under fiuroscopy. Her record did 
not include a H&P. 

During an interview on 718115 beginning at 3:20 
PM, the DON reviewed Patient #B's record and 
confirmed her record did not Include a H&P. 

: Patient #15 did not have a comprehensive H&P 
assessment completed within 30 days prior to her 
procedure. 

h. Patient#·J3 was a 74 year old female who was 
admitted to lhe ASC on 3/16115, for a lumbar 
epidural steroid injection under fluoroscopy. Her 
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record did not include a comprehensive H&P. 

During an interview on 718/15 beginning at 3:20 
PM, the DON reviewed Patient #13's record and 
confirmed her record did not include a H&P. 

PaUent #13 did not have a comprehensive H&P 
: assessment completed within 30 days prior to her : 
procedure. ' 

I. Patient #12.was a 44 year old male who was 
admitted to !he ASC on 3116115, for a 

. transforaminal epidural steroid injection under 
• fluoroscopy. His record did not include a 
. comprehensive H&P. 

: During an Interview on 718115 beginning at 3:20 
1 PM, the DON reviewed Patient #12's record and 
' confirmed his record did not include a H&P. 

: j. Patient #16 was a 40 year old female who was : 
! admitled to !he ASC on 416/15, for a caudal 
epidural injection under fluoroscopy with 
epidurogram and conscious sedalion. Her record · 
did not include a comprehensive H&P, 

During an interview on 7/8/15 beginning at3:20 
: PM, !he DON reviewed Patient #16'5 record and 
· confirmed her record did not include a H&P . 

. The ASC did not ensure each patient record 
included a comprehensive history and physical 
which was performed not more than 30 days prior 
to the date of the scheduled procedure. 

Q 264 416.52(b) POST-SURGICALASSESSMENT 

(1) The patient's post-surgical condition must be 
assessed and documented in the medical record 
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by a physician, other qualified practitioner, or a 
registered nurse with, at a minimum, 
post-operative care experience in accordance 
with applicable State health and safety laws, 
standards of practice, and ASC policy. 
(2) Post-surgical needs must be addressed and 
included in the discharge notes. 

This STANDARD is not met as evidenced by: 
Based on observation, record review, policy 

review, and staff interview it was determined the 
ASC failed to ensure patients' post-surgical 
conditions were assessed and documented in the 

' medical record for 16 of 17 patients (#2 - #17) 
whose records were reviewed. This had the 
potential to result in un-met patient needs and 

, unsafe discharge. Findings include: 

: 1. Patient #2 was a 67 year old male who was 
' admitted to the ASC on 7/7115 for a left 
transforaminal epidural steroid injection. His care 
was observed throughout his admission, 

1 

procedure, recovery, and discharge. 

Patient #2 was transferred to the recovery area 
on 7/7115 at 1:56PM by the RN that assisted the 

• physician in the OR. The RN transferred his care 
to the CCMA in the recovery area. The CCMA 
obtained and recorded two sets of vital signs that 
included blood pressure, heart rate and oxygen 
saturation. At 2:03 PM, the CCMA stated to 
Patient #2 she would show the vital signs to the 
RN and return. The CCMA exited the recovery 
area and left Patient #2 unattended. The CCMA 
returned to the recovery area at 2:05 PM and told 
Patient #2 he was discharged to go home. 
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Q 264 list. This checklist will 

provide more accurate 

documentation of the post-

operative assessment 
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team of the MD, RN and 
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short at documenting the 

recovery assessment and 

the team's participation in 

this process. The'check list 

will provide more complete 

documentation of each 
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involvement. The checklist 

will be incorporated 8-10-
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a paper checklist to an EMR 

generated document. The 
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completion of this POC and 

will monitor this 

implementation to ensure 

that the postsurgical 
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standards on an ongoing 

basis. (See attached check 

list.) 
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· Patient #2's record dated 7/7 t1 5 stated "patient 
discharged by (name) CCMA." 

Patient #2 was not assessed by the physician or 
RN after his procedure in the OR. 

During an interview on 7/8/15 at 3:05PM, the 
following records were reviewed by the DON. 

· She confirmed the physician did not see patients 
after they left the OR. She stated she would 
check on patients after their procedure. 
However, she confirmed she did not document a 
post-operative assessment. She stated the 
CCMA was responsible for taking post-operative 
vital signs. The DON stated the CCMA brought 
the vital signs to her for review and she approved 
the patient for discharge based on the vital signs 
and CCMA's report. The DON confirmed a 
post-operative assessment was not documented 
by a physician or RN. 

a. Patient #3 was a 53 year old female admitted 
to the facility on 7/7/15, for insertion of a spinal 
cord stimulator. 

Patient #3's record did not document an 
assessment by the physician or RN following her 
procedure. Her record documented she was 
approved for discharge by the RN and discharged 
by the CCMA. 

b. Patient #5 was a 39 year old male admitted to 
the facility on 2/11/15 for a lumbar epidural steroid 
injection. 

Patient #5's record did not document an 
assessment by the physician or RN following his 
procedure. His record documented he was 
approved for discharge by the R N and discharged 
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by the CCMA. 

c. Patient #17 was a 64 year old female admitted 
to the facility on 10/1/14 for a transforaminal 
epidural steroid injection. 

Patient# 17's record did not document an 
. assessment by the physician or RN following her 
procedure. Her record documented she was 
approved for discharge by the RN and discharged 
by the CCMA. 

d. Patient #6 was a 33 year old male admitted to 
the ASC on 2/10/15 for facet joint injections. 

Patient #6's record did not document an 
assessment by the physician or RN following her 
procedure. Her record documented she was 
approved for discharge by the RN and discharged 
by the CCMA. 

e. Patient #9 was a 66 year old male admitted to 
the ASC on 1/12/15 for a left piriformis injection 
with fluoroscopic guidance. 

Patient #9's record did not document an 
assessment by the physician or RN following her 
procedure. Her record documented she was 
approved for discharge by the RN and discharged 
by the CCMA. 

f. Patient #14 was a 50 year old female who was 
admitted to the ASC on 5/7/15, for a cervical 
epidural steroid injection under fluoroscopy. 

Patient ff14's record did not document an 
assessment by the physician or RN following her 
procedure. Her record documented she was 
approved for discharge by the RN and discharged 

FORM CMS-2567(02-!JO) Prev10us VerSIO/lS Obso!ete Even! ID;JSJ£311 

(X2) MULTIPLE CONSTRUCTION 

A BUILDING,_~-------

B. WING 

STREET ADDRESS, CITY, STATE. ZIP CODE 

176 FALLS AVENUE 

TWIN FALLS, ID 83301 

PRINTED: 07/16/2015 
FORM APPROVED 

OMB NO 0938-0391 
(X3} DATE SURVEY 

COMPLETED 

07/08/2015 

ID 
PREFIX 

TAG 
. . 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS·REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

{X5J 
COMPU'..fiOil 

DATE 

Q 264 

Fac>lity ID: 13CDDD1020 If continuation sheet Page 31 of 41 



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

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDERJSUPPLIER/CUA 
IDENTIFICATION NUMBER: 

13C0001020 

NAr.1E OF PROVIDER OR SUPPLIER 

S I PI AMBULATORY SURGERY CENTER 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT Of OEHCIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGUlATORY OR LSC IDENTIFYING INFORMATION) 

Q 264 Continued From page 31 

·by the CCMA 

. g. Patient #4 was an 89 year old female who was 
1 admitted to the ASC on 5/11/15, for a lumbar 
epidural steroid injection under fluoroscopy with 
epidurogram. 

Patient #4's record did not document an 
assessment by the physician or RN following her 
procedure. Her record documented she was 
approved for discharge by the RN and discharged 

·by the CCMA 

h. Patient #1 0 was a 56 year old male who was 
admitted to theASC on 1/06/15, for a 
transforaminal epidural steroid injection under 

: fluoroscopy . 

. Patient 1110's record did not document an 
assessment by the physician or RN following his 
procedure. His record documented he was 

i approved for discharge by the RN and discharged 
. by the CCMA. 

1 i. Patient 1115 was a 30 year old female who was 
admitted to the ASC on 2/11/15, for a lumbar 
epidural steroid injection under fluoroscopy, with 
conscious sedation. 

' Patient il15's record did not document an 
assessment by the physician or RN following her 
procedure. Her record documented she was 
approved for discharge by the RN and discharged 
by the CCMA. 

j. Patient 118 was a 30 year old female who was 
admitted to the ASC on 1/19/15, for a facet joint 
steroid injection under fluoroscopy. 
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Patient #8's reccrd did not document an 
assessment by the physician or RN following her 
procedure. Her record documented she was 
approved for discharge by the RN and discharged 
by the CCMA. 

k. Palient/113 was a 74 year old female who was 
admitted to theASC on 3/16115, for a lumbar 
epidural steroid injection under fluorosccpy. 

Patient 1113's record did not document an 
assessment by the physician or RN following her 
procedure. Her record documented she was 
approved for discharge by the RN and discharged 
by the CCMA. 

I. Patient #12 was a 44 year old male who was 
admitted to the ASC on 3116115, for a 
transforaminal epidural steroid injection under 
fluoroscopy. 

Patient #12's record did not document an 
J assessment by the physician or RN following his 
' procedure. His record documented he was 
. approved for discharge by the RN and discharged 
! by the CCMA. ' 

; m. Patient #16 was a 40 year old female who was 
'admitted to theASC on 416/15, for a caudal 
epidural injection under fluoroscopy with 
epidurogram and conscious sedation . 

• 

Patient #16's record did not document an 
assessment by the physician or RN following her 
procedure. Her record documented she was 

: approved for discharge by the RN and discharged 
. by the CCMA. 
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admitted to the ASC on 115/15, for a facet joint 
steroid injection under fluoroscopy. 

' Pallen! #11's record did not document an 
assessment by the physician or RN following her 
procedure. Her record documented she was 
approved for discharge by the RN and discharged ' 
by the CCMA. 

o. Patient #7 was a 44 year old male who was 
admitted to the ASC on 1/26/15, for a intra 
articular steroid injection in his hlp under 

' Huoroscopy. 

: Patient #7's record did not document an 
' assessment by the physician or RN following his 
i procedure. His record documented he was 
• approved for discharge by lhe RN and discharged 
by the CCMA. 

During an interview on 7/8/15 beginning at 4:00 
l PM, the DON stated the CCMA provided recovery 
1 care to patients under her supervision. She 
1 stated she was close by if the CCMA needed her 
assistance. The RN confirmed that when she 

, was in the OR with the physician during a 
: procedure, she was not directly available to the 
. CCMA in the recovel)' area. 

' The ASC did not ensure patients were evaluated 
by an RN or the physician prior to discharge. 

Q 266 416.52(c)(2) DISCHARGE· ORDER 

, (The ASC must -] 
Ensure each patient has a discharge order, 

signed by the physician who perfonned the 
surgel)' or procedure in accordance with 
applicable State health and safety Jaws, 

. 
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: standards of practice, and ASC policy. . 
I 

: This STANDARD is not met as evidenced by: 
' Based on observation. record review, review or 
, policies, and staff interview it was determined the 
facility failed to ensure patients were discharged 
on the order of a physician for 16 of 17 patients 

l (#2 - 1117) whose records were reviewed. This 
resulted In patients being discharged without an 

1 evidence-based determination that they were 
: medically stable. Findings Include: 
I 

· 1. The policy "Surgery," revised 2/2115, stated 
I "Post-procedure visits must be made by the 
' physician and the patient must be evaluated by a 
physician prior to discharge from the Center OR 

· and meet approved discharge criteria.· The 
i policy was not implemented, as follows: 

! a. Patient #2 was a 67 year old male who was 
' admitted on 717/15 for a left transforaminaJ 
! epidural steroid injection. His care was observed 
: throughout his admission, procedure, recovery, 
1 and discharge. 
f 

i Patient #2 was transferred on 717/15 at 1:56 PM 
: to the recovery area by the RN that assisted in 
lhe OR. The RN transferred his care to the 
CCMA in the recovery area. The CCMA obtained 
and recorded two sets or vital signs that included 
blood pressure, heart rate and oxygen saturation. 
At 2:03 PM, the CCMA informed Patient #2 that 
she was going to show tho vital signs to the RN 
and return. The CCMA exited the recovery area 
and left Patient #2 unallended. The CCMA 
relurned to the recovery area at 2:05PM and told 
Patient #2 he was discharged to go home. The 

: physician and the RN did not see Patient #2 after' 
FORI<I CMS 25G7{02·99) PreviOUS Versions Obsolvtv EveniiO:JSJBi l 
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DC Order : In order to 

; 

comply with applicable 
I 

State health and safety 

laws, standards of practice I 
and the ASC policy, the 

facility has taken the 
I 

remediation measure to 

include in every chart a 

written statement by the 

physician that a "discharge I 
I 
I 

order'' was issued and will ~ 

; include the time It was 

posted by him. will 
be responsible for this ' 

measure effective 8-10- i 

2015 and will be monitored - ! 

on an ongoing basis by the 
I 

! 

! Administrator through 
I 

I ' I 
I 

I chart audits. 
; ' 

- i 
I 

I 

; 
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his procedure. 

Patient #2's record dated 7/7/15 stated "patient 
discharged by [name] CCMA." Patient #2's 
record did not include a discharge order signed 
by the physician who performed his procedure. 

b. Patient 113 was a 53 year old woman admitted 
to the facility on 7/7/15, for insertion of a spinal 
cord stimulator. Her care was observed 
throughout her admission, procedure, recovery 
and discharge. 

Following the conclusion of her procedure in the 
OR, Patient 113 was escorted to the recovery area 
by the RN, who transferred her care to the 
CCMA. The C CMA obtained her blood pressure, 
heart rate and oxygen saturation. While in the 
recovery area, Patient 113 was educated on the 
use of her spinal cord stimulator by the provider 
representative. The physician did not see Patient i 
#3 following her transfer from the OR. At 5:02 
PM the CCMA infonned Patient #3 she was going 
to show the vital signs to the RN. The CCMA 
returned to the recovery area and informed 
Patient #3 she was approved for discharge. I 

: Patient 113's record did not include a discharge 
! order signed by the physician who performed her 

procedure. 

c. The remaining closed records reviewed (114 -
#16) did not include documentation of a physician 
discharge order prior to the patients' discharge. 

During an interview on 7/08/15 beginning at 3:30 
PM, the DON reviewed patient records and stated 
"The record stated the patient is to return in 1 
week or as needed, that is a discharge order." 
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She confirmed !he record did not include an 
actual discharge order, and slated she did not 

: know where it would go, as the EMR software 
: program did not include the discharge as an 
option, 

During an Interview on 7/08/15 beginning at 1:30 
PM, the physician confirmed patients were 

: discharged from the ASC without a physician 
order, He stated patient records were electronic, 
and he would review each patient record before 

, signing, He staled the signature at the end of the 
: procedural record for each patient would indicate 
; his approval for discharge, The physician 
• confirmed he did not perform a post procedural 
assessment before discharging each patient, that 
the RN and MA discharged patients when they 
met criteria. 

: 

The facility failed to ensure patients were 
discharged on the order of a physician. 

0267 416.52(c)(3) DISCHARGE WITH RESPONSIBLE 
ADULT 

[The ASC must -I 
Ensure all patients are discharged in the 

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 policies, it was determined the 
ASC failed to ensure patients were discharged 
post-procedure in the company of responsible 
adults for 1 of 2 patients (#2) observed, and 5 of 
17 patients (#6 -111 D), whose records were 
reviewed for discharge from the ASC. This 
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In order to be compliant 

with regulation 11416,52(c) 

{3) of discharge with a 

responsible adult the 

facility has incorporated tile 

following protocol: 

--all pts who receive 

sedation will be 

accompanied by a 

responsible driver following 

a DC order by the physician. 
~~--,v~~~~~~-~ 
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; resulted in an increased potential for patients to 
: suffer adverse events following their procedures. 
: Findings include: 

; 1. A Patient Discharge Criteria policy revised 
j 2/2/15, stated, ''Patients are discharged at the 
• discretion of lhe physician by established and 
• approved discharge criteria. Patients receiving 
: sedation are accompanied at discharge by a 
; designated person who is responsible for the 
; patient." 

• A policy titled "Scheduling Procedures," revised 
• 2/2115, stated "Patients undergoing invasive 
: procedures or minor surgical procedures 
: receiving local anesthesia with no sedation may 
1 be discharged to drive themselves. In addition, 
; patients receiving limited doses of sedation, such 
·• as less than 5 mg of Versed andlor 5 ml of 
• Fentanyl, under local anesthesia for minor 

surgical procedures may be discharged home to 
ride a taxi or public transportation after they have 
mel discharge criteria." 

. a. Patient #2's medical record documented a 67 
• year old male admitted to the ASC on 7/7/15, for 
a transforaminal epidural steroid injection. 

: 

! 

l 

f 

• Patient #2's care was observed from his • 
; admission through his discharge from the ASC on . 
: 7/7/15 from 1:20PM to 2:08 PM. The physician • 
' performed an epidurogram (a procedure in which . 
the spine is accessed with a needle and dye 

• injected to facilitate visualization of the spine 
• under nuoroscopy) in the OR. Patient #2's 
: physician then injected a steroid mixed with 
1 lidocaine into the epidural space. The needle 
' was removed and the physician asked Patient #2 
if he experienced any numbness or tingling in his 
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0267 ··Pt's are requested to bring 
a responsible adult. 

··following the physicians 

evaluation, an individual pt 

may be exempted from 
requirement to be ' 

accompanied by a 

responsible adult. 

··Exemptions will be 

specific to individual 
patients. 

·-A Physician Order will 

state the Individual will be 
discharged without the .. 
need of a responsible adult. 

; 

This change in protocol will 
; 

' i 
help and prevent adverse 
events. will be 
responsible to put this 

change into place effective 

8-10-2015. Periodic chart 

audits by the Administrator 

will be performed to 

monitor this change on an 

ongoing basis. 

" - - · 

-
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1 legs. 

The RN, assisted Patient #2 at 1:56 PM, by 
holding his arm as he walked from the OR to the 
recovery room. The RN asked Patient #2 if he 
experienced any loss of sensation in his legs and 
she transferred his care to the CCMA in the 
recovery room. 

Patient #2 was observed in the recovery room. 
The CCMA obtained two sets of vital signs, left 
the area from 2:03 PM to 2:05 PM lo consult with 
the RN, returned and discharged Patient #2 lo 
leave the facility unaccompanied. The patient 
stated he would be driving home by himself, and 
slated he lived 70 miles away . 

. During an interview on 7/7/15 at 2:15PM, the 
CCMA confirmed Patient #2 was discharged from 
the ASC and was not accompanied by a 
responsible adult. 

b. Patient #6 was a 33 year old male admitted lo 
lheASC on 2/10/15 for facet joint injections. 

Patient 116's record dated 2/10/15 stated "Pt. 
' released to self care. Pt approved for discharge 
by [RN NAME] and discharged at 1548 by [CCMA 
name].~~ 

During an interview with the DON on 7/8/15 al 
3:30 PM she stated Patient #6's record did not 
indicate he was discharged accompanied by a 
responsible adult and did not include an 
exemption by the physician. 

c. Patient #9 was a 66 year old male admitted to 
the ASC on 1112/15 for facet joint injections, 
whose record was reviewed on 7/7/15. 
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Patient #9's record dated 1/12/15 stated "Pt. ; 
released to self care. Pt approved for discharge 
by [RN NAME] and discharged at 1503 by [CCMA i 

name]." 

i During an interview with the DON on 7/8/15 at 
, 3:30 she stated Patient #9's record did not 
· indicate he was discharged accompanied by a 
. responsible adult and did not include an 
i exemption by the physician. 
l 
. d. Patient #1 0 was a 56 year old male who was 
:admitted to theASC on 1/06/15, for a ' 
transforaminal epidural steroid injection under 
fluoroscopy. 
Patient #1 O's record dated 1/06/15 stated "Pt. 
released to self care. Pt approved for discharge 
by [RN NAME] and discharged at 1554 by [CCMA 
name].11 

During an interview with the DON on 718/15 at ! 
3:30 she confirmed Patient #10's record did not 
indicate he was discharged accompanied by a 
responsible adult and did not include an 
exemption by the physician. 
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f. Patient #7 was a 44 year old male who was 
admitted to the ASC on 1126/15, for a intra 
articular steroid injeclion in his hip under 
fluoroscopy, 
Patient #7's record dated 1126115 stated "Pl. 
released to self care. Pt approved for discharge 

. by [RN NAME] and discharged at 1005 by [CCMA 
name]." 
During an interview with the DON on 718115 at 

: 3:30 she confirmed Patient #7's record did not 
~ Indicate he was discharged accompanied by a 
responsible adult and did not include an 
exemption by the physician, 

The ASC failed to ensure all patients were 
discharged in the company of a responsible adult 

· or that a policy was established with criteria for 
exempting patients from the requirement 

- ··--·--·~~ 
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