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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: S IPT Ambulatory Surgery Center, Provider #13C0001020

Dear Ms. Rue:

Based on the survey completed at S I P I Ambulatory Surgery Center, on July 8, 2015, by our
staff, we have determined S [ 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 participate as a providerof services in the Medicare Program, a OR an ASC
must meet all of the Conditions for Coverage established by the Secretary of Health and Human

Services.

The deficiencies, which caused this condition to be unmet, substantially liiit the capacity of S |
P I Ambulatory Surgery Center, to furnish services of an adequate level or quality. The
deficiencies are described on the enclosed Statement of Deficiencies/Plan of Correction

(CMS-2567).

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

An acceptable Plan of Correction contains the following elements;

o Action that will be taken to correct each specific deficiency cited;
¢ Description of how the actions will improve the processes that led to the deficiency cited;
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o The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited;

v A completion datc for correction of each deficiency cited must be included;

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

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

» The administrator’s signature and the date signed on page 1 of each form.,

Such corrections must be achieved and compliance verified by this office, before Augnst 22,
2015. To allow time for a revisit ta verify corrections prior to that date, it is imporfant that
the completion dates on your Credible Allegation/Plan of Correction show compliance no
later than August 12, 2015, '

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

Failure to correct the deficiencies and achieve compliance will result in our recommending that
CMS terminate your approval to participate in the Medicare Program, If you fail to nofify 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, ' .
_ ,dim te 3/(»5«7‘43 W ’

SUSAN COSTA NICOLE WISENOR
Heaith Facility Surveyor Co-Supetvisor
Non-Long Term Care . Non-Long Term Care
SC/pmt

Enclosures

ec: Debra Ransom, R.N., RH.1.T., Bureau Chief
Linda Hamis, CMS Region X Office




1/29/2015 2:31 PM FROM: Far  TO: 1208364188%  PAGE: 006 OF 057

PRINTED: D711 612015

DEPARTWMENT GF HEALTHAND HUMAN SERVIGES ~ FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAIDSERMICES . . . . . . o ... OMB NO..0938-0301
STATERENT OF DEFICIENCIES %4} PROVIDER/SUPPISER/CLIA {iz} MULYIPLE CONSTRUGTIGN £43; DATE SURVEY
#ND PLAK OF CORRESTION ITENTIFICATION NUMBER, A BUILDNG COMPLETED
13CN001020 B VNG - L 071082015
RAME & PROVIEER OR SUPRLIER STREET ADDRESS. GiTY, STATE, ZIF CODE ‘
176 FALLS AYENUE
S P 1AMBULATORY SURGERY CENTER TWIN FALLS, ID 83301
oy SUNRAR-BTATERMENT OF OEFICIENCIES m PROWDER'S PLAN OF CORREZTION : o
‘BREFI EACH CEFICITMCY MUST BE PRECEDED BY FULL I PREFiX % {EACH GOARECTIVE ACTION SHOULD UE § COVPEETDN
1A REGUEATORY OR LT JOENTIFYING INFORRATION; PTG G EROSS-REFERENGED TO THE APPROSFIATE DATE
. - DEFICIENTY)
(3000 INITIAL COMMENTS T Q0000 Acronyms used in this POC:
N . CMS: Center for
. The-following deficiencics. were cited during the i Medicare/Medicaid Services
-Medicafe fecertificalion survey of your:surgical ; T
- ceriter from 77771510 71815, Sutveybrs j i POC Planof Carrection
I conducting the recertification were: ; ASC: Ambulatory Surgery Center

‘ _ ON: Diré i
" Susan Costa, RN, HFS, Team Leadar DON: Director of Nursing

* Nancy Bag, RN, IFS Pt: Patient
Dannis Kelly, RN, HFS ‘MA: Medical-Assistant
' CMA: Certified Medical Assistant
_ | conia: certified Clinical Medicat
- ASC - Ambulatary Surgery Cariter ! Assitant
1 CUIHP = Chisf Complaint, History & Physical .

CBC~ Centers for Disease Control ‘ ‘RRf Recavery
CCMA ~Tertified Clinical-Medical Assistant : . Raom
DM - Diabetes Mellitus : DC: Discharge
DON - Director of Nurses-
EMR - Electronic Medical Record-

* Acronyms used in this report include:

fubals

W [ntravenous

H&P - History and Physleal assessmant OR: Operating Room

W Entr_ﬁyenous : PA: Physician Assistant

mg. -~ milligranm. : e e .
m.?v miliﬁil_ist]ér' - 1+ HHE individual Identifiable Health Information
: OR - operating room i H.& P: History and Physical

RN - Registered Nurse: ;

ROS - Review of Systems : o

01411 416 46(2) ORGANIZATION ANDLSTAFFING Q144 QLPOC
, i Inorder to meet the goal of
- Patient care respansibilities must be delineated | delineating pt-care ‘

| for ail nursing service personnel. Nursing
sarviced must be provided in dccordange with 5
-regognized standargs:of praclice; Thare must be - service personnel, the job.

a registered Autse available for émefgency : descriptions af the MA, whether
tréatment whenaver thefe is g patient in the ASEC, : ' PR
treatment whengver there is a p tin the ASC they are.a COMA, CMA 61 M,

was revised to better-define

| This STANDARD Is ot et a§ evidenced by; their specific nursing dutics

! Based an pbservalion, record:review and staff i TR T _
: Therevisionsincludedthe

responsibilities of all pursing

LAGORA‘EOE%‘?D‘IRECTDR-'S-.OR Péé\l;leEfIUSBF;P?LIERRE'F‘R‘ESEi\in\Ti\;EFS..S.KB;-lATiJRE CTHLE e
4 sy gk A Sy ey L I WY T
N oo . R O dwurantyadty 9% s

Any deficiéncy statement énding with an astenisk (' denoles a deficieidy-which ihg indlilutiodl may bé excaded from corredling ploviding it is iiétérfniliétf H]lat: '
‘clher safequards provide sufficient préleciion to the-patfents. (SeaInstruckions.} Except far nursing hames, e findings slated above are discfosable 83 days
following the date of sumvey whether or noba plan ef carreclionis provided. [For nussing hemes, the above findings and plans of correclion are tisclosable 14 -
‘days fobowing e dote thesb documents arg miade gvailable to the facilily. ¥ deficienglesaré.ciled, an dpproved plan of correction is fequisité o éonfinifl
prigram: periGipallon,

FORRS GIAS-2567(02-69) Praivintis Versions Qbsolsts’ Event I 1SIEH Fagity I0: §3C0001020 if.continuation sheetPage 1 of4i
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FORM APPROVED

OMB NO; 0938-0391

DEFICIENGY)

| STATEAENT NE.DEFICIENEIRS £ PROVIDER/SURPLIGRALIA e qwmb{," L,O‘J'ﬁ:TPUCTton 4y DATE SURVEY
JANDBLANOT CORREGTION b IDERTIFGATION HURKBER: A SILOING COMPLETED.
1300001020 R NG e 07/08/2015
HARSE OF PROVUER OR SUPPLER “BTREFT AGDRESS, CITY, STATE, 207 GOCE ' '
| BULATORY SURGERY CENTER 78 FALLS AVENUE
SiP1AM RY SURGERY CENT TWIN FALLS, ID 83301
AT SUMKIARY STATEMENT OF DEFIGIENCGIER : 1D PROVIDER'S PLAM OF GORRECTION . x5
PREFIN | (EAGH DEASIERGY. FUST BE PREGEDED 0Y FULL T PREFIA {EACH CORRECTIVE ACTION SHOULD 65 © COMPLETDN
Theé | REGULATORY OR LSC PENTIFYING INFORMATION) TG GROSS-REFERENCED TO THEAPPROPRIATE ¢ DAE

Jinterview, it was defermined the facility-failed o

- ensure qualified nursing pérsonnel were available
" tn provide routine and eniergency care. This

- divectly impactes) 16 of 17 patients-(#2- #17)
“whose recards.were reviewed and Had the.

- polential to impact all patients:receiving care at

: tha facility. This resuited in the inability of-the
facility to ensure safe:and effective nursing
services were provided to palients. Findings
include:

1. Duting & facifity tour on 7#7/15 beginnming-at
11:00 A%, a COMAwas observed ta provids post
sprocedura) care. The COMA was also observed

; providing post procadural gare for 2 patiends

- whose care was followed from admission through |
~discharge (#2 and #3),

f

The facmty‘s poi[cy and procedure manual,

lewsed 21215, included under “Slapdards of
: Care stated* Recovery Room Admission ...the
: nursing staff will receive a repart of patient's
~congition and cairy outall postop. oiders, The
- ntrsg will monitor patient's:vital signs,.and give
: ordered medications: The patient will be
. discharged appropriately with discharge
Cinstructions.”

_The policy "Staffing," revised 22115, stated
“"Registerad nurses, LPN's [si), surgical and
 radiologicat fechnalogists, medical assistants who
“ are qualified by relevant education, expedence
“and current competsaicy shall supervise the

| provision af amhulaiory surgery rursing,”

! However, the facllity's personnel files were
:reviewed. The ASC employed-an RN and'a

| CCMA, The file.for the CCMA did not include

| documentatiosy sumeent to ensure. patuent care

g addition of pust-procedural
T 41 * Conlintted From page 1 Q 144

recovery assessment, DC

-asgessment, rermavalof IV
~ -catheters and provisionof BC
- Cinstructions. {attached)

To ascertaln that these tasks are

<consistent with their abilities,

- ‘these tasks were also added to
‘the facility’s “Skills-Lab” form,
{attached}

This more defided. job
description and-statf instruction

 will further-aristre that safe and

effective nursing services are
being provided to our patients.
The chmplation date for the

- carrection of this deficiency is
8-10:2015. This corrective

measire wili be monitored
through future skills lab
documentation. The DOMN-will

- beresponsible for continuing.
~ this program.

The cammaént on page-4:statitg

~ *The'RN confirmed that when
she ways in the OR with the

physician dering.a pracedure

. she wasnot directly available to
' ';he CCMA N the recovery area”

FORMC’%S—EEE?{HZ o) Provious Yersians Otrsel Ete ' T Eventithision Faciity 1: 136egeloz0

ffcontinualion sheet Page 2 of 41
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'DEPARTMENT OF HEALTH AND HUMAN SERVICES: FORMAPFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES e e, OMB NO. 0828.0301
SIATEMENT OF LEFICRICIES (%1} PREMITEIVSURPLIERIGLIA {47 MULTIPLE SONSTRUCTION, 037 DATE SURVEY
RO LAY OF GORBECTION SUENTIFICATION RUSBER! X BURDING COMPLETED
1300001020 HWING .. 07682015
HARE OF PROVIDER QR SUPPLIER STRECT ADDRESS, GiTY, STATE, BIP-CODE
5P IAMBULATGRY SURGERY CENTER 176 FALLS AVENLE
- ' TWIN FALLS, iD B330
M SURRARY STATCMENT OF DEFIGIENGIES ' no ! PROMIDER'S PLAN OF GORRECTION T aw
VEREFIE | {EASH DEFIGIENCY WUST BE PREGEDED BY SULL ©OPREMK < {EAMGH CORRECTIVE AGTION SHOULD BE i COMALENAN
G REGULATORY QR LYC TDENTIFYING INFORMATION) I8G  ,  CROSS.AEFERENCED EQ THEAPPRORRATE. | BAIL
_____ : DEFICRECY} :
- _ _ ‘ ; wasfoundto ba rathar I
Q Mif Contmugﬁ}iwm page 2 el dolinested ac : Q“Mdf eonflicting, !
1 iities ware appropriaiely delineste : :
fgggﬁ:sl & ppropriately as Perhapsthe IN"s comment was ;
\ A B ‘miginterpréted since the RN is i
* Clinical Medigal Assistans) stated the CCMA : : ME i o !
- reporied to the Office Manager. The jab ; - ParCME interpr etfve-guldelines ;
: description stated the CEMA must demonsteale . A16.46.{a} “wailable” migans on
i ?Off?gftﬂﬂw f,”fa“ %'“H? reiated to the the premises and sufficiently ;
i performance of palient care. , ( - .
: P F . fres from other duties that the T
Thejob Hescription for the GGMA included duties - - nurse is availabic to respond :
i refoted o patient care. Some of the examplés. capidiv to etmerrency sitati |
Cigled ware: . Py ""‘e »rgey W'Sl{f"aﬁom'
N ) Dur relatively small facifity ;
: “Weleomes patiants in person ot an the . functioits undar the pramize :
: elephone” that an emiergency cas deeur at ;
¢ “Verifies Information by hterviewing patient; , L ‘
i reviewing and/or recarding medisal history, laking ~ any time and in any place.
‘ ! vital Blgne, confirming purpose af visitor . within the-ASC. Whather the
| rentment” . e ar e e
! 4 . . . © AN s assi the.
| MPiepdtes patiefts for the Health care visit by assisting the physician in |
thtecting andfor accompanying them to the ~ the O or attending to the ‘
esamining room" ‘ ¢ needs ofa paticnt in the RE, i
<'Educales patients by providing medication.and C gk S M 3T ;
e X L eV ahway: ' ‘
diet {nfqrmyamm and insiiciions, answering i ? 1@3\{5 remains av;a;iaple
questions™ . to be able to'respond rapidiy to
-‘Comptetes Tecords by recording patmnl { any emergency situation.. We :
examination, freaimend, and fest resyits —— :
T . ( . mamtam 5ufﬁment staff to :
i The GOMA job deseription did not intuda dutias
: pfpost pracedural assesyment o patients, R ) cuordinate emﬂrg‘engf’r
pf:gvgdjf';g discharge mstructions, and removing iv : protocols such ds caliing oul for
cathaters. _ help, sending somacne far higlp,
“The GOMAemployee file iricluded a form tied: 1 use of alarms and switching ,
; "Stdlis Lab," tLincluded dates of 12/5/13, ang: -~ roles from assisting in the OR to :
2100614, Skills that were addressed included IM DG needs as emergency :
sn;em;on recapping of neadle, draving up :
- riedication, bload glucose, handwashing, blood  situations arls 1§g, Thisisthe

mﬂ.zé_cm_m?(m 693 Previcus Ypusjory Dingolete Cven (GBI Fagityy1Gesdioi ifmﬂtmuahonshe&tl%gﬁ 3.6 i1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRCVED
_CENTERS FOR MEDICARE & MEDICAIL SERVICES : L DS NO, 0938-0331
! STAVERENT OF DEFIGIENGIES #1 PROVIDER/SUPPLIERGLIA X2 ULTIPLE DONSTRUCTION ££3; DATE SURVEY
} RLE PLAH GF CORREGTION JHERTIFICATION NUBBER A maion - COMPLETED I
A BULDING e
130001020 B WG .  h7I082018
HARE OF PROVIDER OH SUPPLIER STREET ADDRESS, CiTY, STATE. 29 CODE
: 176 FALLS avENUE
51 P FAMBULATORY SURGERY CENTER ) TWIN FALLS, ID 85301
%3910 SUSEARY STATEMENT OF DERCIENGIES . i : FROVIDERS PLAILOF- CURRECTION - T
PREFIX {EACH DEFSZIENCY RAUST BE PRECEDED BY-FLILL FREFIX EnGH CORRECTIVE ACTION SHOULD B2 { bataeTIon
TAG REGULATORY OF LAR108HT FVING RFORMATION: R Y CRUGS REFERENEED 10 THE APPACPFUATE LaTe

DERICIENCY) ;

‘ va‘dvaﬁ'tag;e 4 small ASC has over
a farge medical facifity to
imprave the tevel of safety and

Q 191! Continuad From pags 3 Q 141
pressure, Tespiratary rate, owygen sahuration, and
putse. The "Skilis Lab” form: did not include post

procedural recovery. assessment, discontinuation ' minimize potential risk.of our

tcg ;}fh;?;heiﬁs, or-discharge assessment and  * patieqts. in additian, die ta
M the unigue gualities of our

During an interview on 1/8/15 beginning at 4.00 i facility, a PA and additional

PH, the DOM stated the COMA pravided recovary i clinical staff are always

care {o- patients-under her supervismn She i . .

slated sheo was close by if the COMAApeded her available to assist i the need

assistance. Tha RN eonfirmedthat when she | should arise.

was inthe OR with the phymcran during:a
procedure, she was not direcily available to the
CCMA Inthe recovery area.

Patients #2- #17's medical racords dacirmented NS !
thiy had proseduies peifonmed bebvear 1/1/15 Attachments: g
and 7/7H5, All- 16-records documented the MA Job Description i
CUMA provided recovery cars o the patienls ard Skills Lab form i
were dischanged by her: Each record inejutiad ‘ i

the staternent "Patiant dlschafgeﬂ by [CGMA} -and
approved for discharge by TRNL" !
The fagilily failed to ensure the CCMA's duties ]
wert tlearly.delineated and consisteritwith-her
abilitios. i L
|
The ASC failed to'ansure that staff ware.qualliied
- and frainad for the.duties necessary to ensure
pra-operative and post-operative sérvices ware
provided In a-safe manivet,
Q 182 ¢ 446:47{b} FORM AND CONTENT OF RECQORD G 162 qie2 pac

o , T meét sta) of:
- The ASC must maintain 8 madical record for “ ahdards of

e2ch patient. Every record must be accuraie, insufficiencies regarding
legible, and prempty compleled. Medical recﬂrus maintaining ¢ompiete and
| rivet inciude at least the fotfowing: agccurate medication ists,

dnsagcs, route and

1 it ! oo ST ATy e e e e

FORNICHAS- 2867(02-00} Pioviaus Verstyss Dbselste Evgel I0: 45001 meyia 13530001020 If continuation-sheel Page 4 of 41




TFZ972015 2331 P FROM: Fax

TO: 12233541688  FAGE: 013 OF 057

PRINTED; 0%18/2015

: {5} Any aitergise. and abnormat drug

reaclions,

. {6) Enfries refated to anesthesia
adnaimsj:a*fcn

i {7} Documentalion of properly exegutied
Hinforined patiant consant: .

; {8y Discharge. diagnosis, i
- This STANDARD is ot inét as evidenved by

Based on review of medicat records, facility ;

. policies and stalf interview, & was. deterrnined the

} fagility failed o ensure medicai records were |
icomplele for 13.of 17 patients (#2 - #7119,
#11 4114, #16 and #17} whoze fecords were {
“reviewed. This fajlurg restted In a tack of :
-camplete comprehensive information heing {
- available iy patient records. Findings inclide:

'2 The facility's palicy illed "Complete-and.

- Accurate Documentation of Patient Treattent ™ :
revised 2915, stated, “No patient shaft enter the |,
. OR wilhout history and physical [sic] on the chart,
it must inghide; Diagaisis, Physician axaminatian
fepor{ Lm of eurrent medwcatinn, dosages, oute
I-and frequsncy of adrinisiration, Any known
i medicaﬁscn reactions. all ergies of intolerance,
| exisiing co marbid [sic} conditions.*

1
;

| The faciitys poticy tittd “Medisal Recard’
: Entdes,” revised 2/2/15, stated "All enlries niust |
i be inftialed or signed with the imtrai ot hrst name,

100 % acmzraqe is

-unrr'a§;stsc Thﬁrefore we
have removed the need for
dosage, route and
frequency of administration
‘from the facility Policy &
Procedure, However, in
order Lo address the
importance of this isstie on
1/15/2015 we have
initiated a new QAP
Project. {See attached } e
will strive 10 maintain 90%
or greater of
documentation of pts
prescribed medications:
The POC was nitiated 7-15-
2015 {imwwer"due to the
magnhude of Lsis. Project
the completion datejs
stated2s'11-30-2015.) [JJ
-\azli he z‘aspaﬁsziﬂe to

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORId APPROVED
__GENTERS FOR MEDICARE & MEDICAID SERVICES . e, OMB. NO. 0038 0321
SYATELENT OF DERGIENCIES {%1} PROVIOEIUSUPPLIERCLIA 2 MULTIPLE QONSTRUCTHON X3 DATE sun“wzv
AHD PLAN OF CORREGTION MENTIFIGATION NUMBER. A LUK OIMG COUPLETED
13Ca001020 BWING N 071812015
NAME OF PROVIDER OR SUPPLIER STRELTAGDRESS, CITY, STATE, 2P COUE
e et v e e ap, 176 FALLS AVEHUE
S 1P IAMBULATORY SURGERYCENTER, TWIN FALLS iD 833!]1
q@ i) SUMMARY STATEMENT OF DEFiC?FJJCiEb [ B FROVINER'S PLAN OF corgéz.:cnor‘ s
FREFS {EACH DEFICIENCY BUST OE PRECEDED BY FULL i PEERIX (EACH CORRECTIVE ACTION SHOULD BE - SRMPLEon
a0 REGUATORT ORLSC IDENTIEYING INEORMATION) . CROSSREFGRENCED TO THE APPROPRIATE | DA
o i DERIGHENCY)
o ( o frequency of administration ;
(1162 Gontifiued From page 4 Q162 we have taker the ;
1} Falient idenfification. C . ;
. {2) Significant medical hislory and resuits of 'f"_“‘{“’*”g‘_a“m"'s* Although:
* physical examination, it is.impartantto have ;
(3} ?f&*ﬂfkﬁ)éfafil\fu ?iagn?jshc Siudles (Eﬂ%erﬁd cmmp?e’g_e list of pts ;
before surgery], if performe P ;
{4) Findings'and lachniques of the operation, - medications, dosagés, :
| Incyding o paticiogist's repari on a!f routes and frequernéy of
; fissues removed during surgery, except : administration, maintaining
! those exempted by the governing hody. !

FORM CMS2G0T (82035 Pravigs Yergions Ofselite  frwen: 138,071

*fmzw o 12880102 i cari snua:%on sheet Page & of 4],
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: During aninterview on 7/7/45 at 1:40 PR, the
s (HON stated each patient’s medical record

: sacton of the visit nobe fur 511415, labsied as
CCIHPY, F{DS ang- wla signs was. identified by

: the DON as eptered b\,r the. CCMA. She stated

; 1he section “Medications Prior Tcdays Visit”

] was poptsiated from each. pat[s_nt’s clinic record.
The visit note which included the. descriplion of
ine aperalion, was enterad by tha RN dur;ng the

| precadure, She stated he physa(‘lan anteret) the °

- DON slaled {he physician, would review each
patient record, aid electranically sigh the report.

. Thie palicies werg not folfowed in all cages.
| Examiples included, but were not fimited f, the.
‘ foHow;ng

;10 the fac;lity an 1W0M/144 for a teansforarainat
epzdurai stergi d infeclion,

Pai ent #17s recard included visit nete dafed

. 8/22114, The settion of the note tited “Diug

- Miergies” included a fist of 36 madications. The
" saction of the nofe titled *Medications Brior to

* the frequency of adminisiraiion was nnt A
“dosumented and 3 of thg medications:did net
inciude dosages.
 Paticnt #1 s record included a visil note dated

: 1041714, the day of har-epidural injection. it

: the-medication that caused Ehzs feachoﬁ is the

inciuded.mulliple entries hy multiple people. The. |

‘nfarmation related.io the rnécmqram tepor. The ©

. &, Patient#17 was a 64 yearold femals admitted

“Today's Visit” ineluged 10 madications. However, |

 included the slatentent "{P4tient name] appeared
120 ave an alfergic reaction. My best guessas fo -

In order to-correct the issve

of Insufficienicies. of Muiltiple.

entries by muitiple people,
the EMT formaiting model
was modifier foinclude the
dete 3nd time the.noteis
signed and completed by
the physician, The staffwas
also edugated to dcument
specific additions they have

matde into a cliart with their

initials, Hle and time itwas
entered. The staff was also-
educated that any
medications orailergies
with reaction added tothe
patsents chart aftertheir

- smtaai wisit mu;f Eteﬁéied |
and initialed as 2
clarificationto assure that
ali safety measures are
helng implemented. A
completion date for the
arrection of this deficency
is B:-10-2015. This

carrective mepsure will be

FATELENT OF BEFICIEMCIES 1443, EROVIDERSUPPLIERICLIA i gﬁz;}.{umr’ée GONSTHLICTION {45) DATE BURVEY
AHD PUAK OF GOREEGTION IETHICATION NGIMBER: 1A BUADING COMPLETED
13COD01020 B VAN , 07082015
HARE OF PROVIDER OR SURBLIER STREEY ADDRESS, 7Y, $TATE 25 CODE
1ra FAULS AVENIE
S1P IAMBULATORY SURR:ERYGENTER FWIN FALLE. (D 83301
A guaniy aTATLT‘JE‘{C ()f GEFGIERCITS B ROVIDERS PLAN OF CORPECTION : ;{-3
FAEFIX - {Eﬂmi SEFCIENGY MUST BE SRECEOED BY FULL HREFIX {EACH CORRECTIVE ACTION SHOLLE %E LChg’%Lgi{*N
TAG REGULATORY OR L5¢ DEHTIFYING BPORMATIONY B F5c CRESS- f%‘aFLRE;.fFE:g ;g 5;?: APPROPIUATE
. assure this POCisa
Q162 Continued From page 5 % 0 162 permangnt part of the pts
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b, Patient #3 was a 53 year-old female admitted
Mo the facility on 77718, for insertionof a spinal
cord stimulator.

L "Diug altergiss,” “Medications Prorio Taday's
:¥isit and "Medicafions Prescribed at Taday's

| Vfisi were blank. I was unclear whether she had
d;ug allergies; took medications at home or was
given medications during or following her
pracedure;

During an interview on 7/8/15 at 3:20 P, the

confirmed the sections relaled to.allergies and
medicatfons ware blank. She stated the sections

should not bie left blank, arnid should state "nong"
: 1f appitcable

E’Paliégntf#ﬁ‘;s‘ meadical record was not complete. {

'c. Pafient #5 was a.39 year old male admitted to
: the facllity on 211115 for a fumbar epidural sterold
 injection, s

I he section of Patiant #5's 2/91/15-visit note ttlecd l
| "Drug Allergies™ was blank. It was uncledr
“whether he hiad drug allergies.

> During an inlerview o 7/8/45 al 3:50 P, the

- DON revigwed Palient #5's visit note. -She

- canfirmed the section elated {o allergies was
. blank. She 'st.aied the segtion shou!d nat be lefl

nf the ‘patient had no a]fergnes

_Patient #5's medical fecord was not.complete.

R0 |  SURIMARY STATEMENT OF DEFICIENCIES )
EETH {EACH DEFICIENUY MUST BEPRECEUED Y FULL PREFIX {EACH CORKEGTIVE AG TN SHOULDNEE
1a5 | REGULATORY OR LSG IDENTIFYIRG [NFORMATION TAG: GROSE-REFERENGED T0 THE APPROPRIATE
T PEFIGIENCY)
Q162 - Gontinued From page 7 Q162 We are working with our

| The sections of Patient #3's 7/7/15 visit note titled

DON reviewed Patient #3's 7/7/15-visit nota. She :

EMR providers to rémedy’
this problem. However this
In no way presents a safety

issue for the patient sihca i
i5 clearly siated on our
computers.

This corrective measure wiil
be completed 3-10-2015
with [ G-
Administrator being the'
tesponsible parsan to
assure this dogs hot happen
agaen by a:onducting

Attached: QAP Project
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Q 162 : Continued From page 8
. d. Patient #2 was a 67 year old male who was
‘ admitied to the ASC an 7/7/15 for a left
 transforaminal epidural steroid injection.

The section of Patient #2's 7/7/15 record litied
: "Drug Allergies"” was blank, however his H&P
dated 7/22114 stated a drug aitergy to ibuprofen.

During an interview on 7/8/15 at 3:50 PM, the
" DON reviewed Patieni #2's record dated 7/7/15.
: She confirmed the section related 1o allergies was
- blank. She stated the section should not be leit
i blank, and shouid state his allergy to ibuprofen.

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

i -losartan 25 mg tablet and orali

i -metformin 500 mg tablet and oral

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

: In aninterview with the DON on 7/8/15 at 3:50
“PM, she reviewed Patient #2's record dated

: 717115 and confirmed Patient #2's medication

: record did nat contain a clear list of medications

i with frequencies and doses and did not include

| Patient #2's diagnosis of diabetes mellitus type 2.

- Patient #2's medical record was not complete.

- e. Patient #6 was a 33 year old male admitled to

Q162
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Q 162 . Continued From page 9
 the ASC on 2/10/15 for facet jaint injections.

' The section of Patient #6's 2/10/15 record titled

- consent dated 2/10/15 stated "may have
- sensitivily to dyes.”

In an interview with the DPON on 7/8/15 at 3:50
Ph, 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 altergy”
‘ existed. The RN couid not produce an ASC
. policy that defined “true allergy.”

: The section of Patient #6's record dated 2/10/15

. -oxycodone 20 mg tabiet and oral
~-amitriptyline 25 mg tablet and Tablet(s) PO
. -ihuprofen 800 mg tablet and Tablet(s} PO
-Cymbalta oral

-albuterol [nhl

- 30 days

-metoprolol tartate 50 mg tablet and oral .
-Abilify 2 mg tablet, 1 Tablet(s) PO Q4-6H prn
pain and 28 days

. -oxycodaone 20 mg tablet, 1 Tablel{s) PO Q4-6h
“prn pain and 28 days

- -fisinopril 20 mg tablet and oral

i -alprazolam 1 mg tabtet and orai

“{n an interview with the DON on 7/8/15 at 3:50
-PM, she reviewed Palient ##6's record dated
2/10/15 and confirmed Patient #6's medication

' record did not contain a clear list of medications

“"Drug Allergies" was blank, howaver his mformed

- titled "Medications Prior to Today's Visit" mc[uded

-ibuprofen 800 mg tahlet, 1 TabietdS) PO TID and

- with frequencies and doses. She also confirmed

Q 162

FORM CIM8-2567(02-99) Previous Versions Obsolele Event ID:J5)R11

Facifity |D: 1300001020 If continuatlo

n sheet Page 10 of 41




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

PRINTED: O7/16/2015
FORM APPROVED

OMB NO, 9938-0381

STATERAENT OF DEFICENCIES (X1} PROVIDERISUPFLERICLIA {X2) MULTIPLE CONSTRUCTION

AND PLAM OF CORRECTION {DENT{FICATION NUMBER: A BULBING

13C00017020 B. WING

{¥3} DATE SURVEY
COMPLETED

07/08/2015

NAME OF PROVICER OR SUPPLIER

51PIAMBULATORY SURGERY CENTER

STAEET AQDRESS, CiTY, STATE, AP CODE
176 FALLS AVENUE
TWIN FALLS, ID 83301

apin
PREFIX |
TAG

SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ‘ {15}
{EACH DEFICHENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION 5HOULD BE i COMPLETION

REGULATGRY OR LSC IDENTIFY:NG INFORMATION) . TAG CAOSS-REFERENCED TO THE APPROPRIATE
- DEFICIENCY)

DATE

Q162

Contiﬁued From page 10 : Q 162

“duplicitous medication entries that made the
" medication sl unclear.

Patient #5's medical record was not complete.

i £, Patient #9 was a 66 year old male admitted to

the ASC on 1/12/15 for a leff piriformis injection

i with fluoroscopic guidance.

~ The section of Patient #9's 1/12/15 record tilled
. "Drug Allergies” was blank, however his H&P
- dated 11/18/14 stated a drug aflergy to suifa,

- During an interview on 7/8/15 at 3:50 FM, the
' DOMN reviewed Patient #9°s record dated 1/12/15. .

She confirmed the section related o allergies was.
biank. She stated the seciicn should not be jeft
btank, and should siate his ailegy to sulfa.

- The seckon of Palient #9's record dated 1/12/15

. tiled "Medications Prior to Today's Visil” included:
i -Mediol (Pak) 4 mg tablets in a dose pack and |
: Tablel(s} PO as instrucied

- -ibuprofen 200 mg tablet and oral

. -simvastatin oral

i -digoxin orat -

' -carisoprodol 350 mg tablet and oral

- -metoprofo} succinate oral

-Asph-81 oral
-hydrocodone Smg-acefaiminophen 325 mg tablet
and ora}

In an interview with the DON on 7/8/15 at 3:50
PM, she reviewed Patient #9's record and

. confirmed Patient #9's medicalion recard did not
; contain a clear list of medications with
frequencies and doses.

~ Patient #3's medical record was not complete.
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: admitted to the ASC on 5/7/15, for a cervical
“epidurat steroid injection under Auoroscopy.

' Her record included a consent form for the
i procedure, that included a notation that she was
: allergic to epinepherine. The remaining medical

-section of the visit note fabeled "Drug Allergies”
i was blank. The allergy {o epinepherine was not

form.

Quring an interview on 7/8/16 beginning at 4:00

. PM, the DON reviewed Patlent #14's record, and
. confirmed the seclion related lo allergies was

i bfank. She confirmed the section should have
included the alliergy to epinepherine.

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

- admitted to the ASC on 3/18/15, for a lumbar
- epidural sterold injection under flugroscopy. Her
i record did not inciude a comprehensive H&P.

- The section of the visil note tabeled “Drug
; had drug ailergies,

During an inferview on 7/8/15 beginning at 4:00
. PM, the DON reviewed Pattent #13's record, and
- confirmed the section related to allergies was
blank. She siated the section shouid not be eft
biank, and should state "none" if applicahle.

i Patient #13's medical record was not complete
- and accurate,

g. Patient #14 was a 50 year old female who was

“record did not include notaficn of the allergy. The

_brought forward to the visit note from the consent

h. Patient #13 was a 74 year old female who was 5

Allergies” was blank. H was unclear whether she
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The section of the visit note labeled "Drug
- Allergies” was biank, {twas unclear whether she
“had drug allergies.

. 1, Patient #12 was a 44 year old male who was
" admitied to the ASC on 3M6/14, fora

! fransforaminal epidural steroid injection under
{ flucroscopy.

The section of the visit note {abeled "Dug
" Allergies” was blank. 1t was unctear whether he
- had drug allergies.

During an interview on 7/08/16 beginning al 400 -
PM, the DON reviewed Paiient #12's record, and

" confirmed the section related to alfergies was :
' blank. She staied the section should not be ieft
- blank, and should state "none” if applicable.

Patient #12's medical recard was not complete.

_j. Patient #16 was a 40 year oid female who was
i admilled to the ASC on 4/06/15, for a caudal

. epidurat injection under fluctoscopy with

. epidurogram and canscious sedation.

i

: During an interview on 7/08/15 hegirning at 4:00
“PM, the DON reviewed Patient #16's record, and

confirmed the section related {o allergies was
biank, She stated the section should not be left
hiank, and should state "nane” if applicable.

Patient #16’s medical record was not complete.

“ k. Patient #11 was a 77 year old female who was -
-~ admitted to the ASC on 1/5/15, for a facet joint
| steroid injection under NMuroscopy.
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1

Q 162

- The section of the visit nate 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 #11's record, and

- confinmed the section related to allergies was

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

" Patient #11's medical record was not complete.

' |, Patient #7 was a 44 year ald male who was

- admitted to the ASC on 1/26/15, for ainira

- articular steroid injection in his hip under
fluorascopy.

| The section of the visit note labeled "Drug
Allergies" was blank. |t was unclear whether she |
' had drug allergies.

During an inferview on 7/8/15 beginning at 4:00
. 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

- adimitted to the ASC on 5/11/15, for a lumbar '
. epidural stercid Injection under flucroscopy 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 {he
body. Additionally, Patien{ #4 was faking
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Q182  Continved From page 14
. citafopram, an anfi-depressant. Additional
- medications inciuded anti-anxiety and pain
medications. Her record did not include
- co-morbidities that would indicate the use of the

| visit note labeled “Drug Allergies” was blank, It
' 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-maorbidities or a H&P.

| Patient #4's record was not complete.
The ASC did not ensure patient medical records

were complete and accurate.
0 223 416 50(b} NOTICE - PHYSICIAN OWNERSHIP

- The ASC must disciose, in accordance with Part

» 420 of this subchapler, and where applicabfe,

- 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 fafted to inform patienis of physician

- financiai inferests and awnership prior to their
procedures for 17 of 17 patienis (#1 - #17) whose :

- records were reviewed, This faliure resulted in = ¢
the potential for a fack of information being
provided 1o patients necessary {o make an
infarmed decision regarding their care, Findings
inciude;

A Patient Infermation Packet was provided io the

| diuretic or the anti-depressant. The section of the |

Q 162

Q223

Q223 POC

The action taken to correct
this insufficiency was to
“add back” to the Patient
Rights & Responsibifities
the statement disclosing
the physician ownership of
the facility, Unforiunately
the statement had
inadvertantly been omitted
during a recent
modificaticn on 10-8-14.
The corrective measure
occurred 7-8-2015 during
the auditing process. {see
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|

survay team on 7/7/15 at 10:00 AM during the
enirance conference with the Administrator. The
Administrator stated the packet was given to each’

- patient by the receptionist upen the palient's
: arrival fo the ASC and priar {o the planned
" surgical procedurs. The packet included

information about
Patients Rights and Responsibitities, the ASG
Privacy Practices and a Grievance Procedure,

- fn an interview with the administrator an 7/7115,
-she stated the physician is the owner of the ASC. -
" Additionally, a review of the ASC bylaws stated
' the physician ownership of the ASC.

The Informalion packet did not include
information that disclosed physician financial
interest or ownership in the ASC fao the patients.

- During observations of the admission process of

‘ Patient 1 and Patient #2 on 7/7115, na written or

verbal dosumentation was provided o the
patienis that informed them the physician
scheduled o perform their procedure had a

i financial interest or was an owner of the ASC,

An interview with Patient#1 on 717415 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 verbafly or in

" wrilten form.

During an inferview on 7/7/15 at 2:30 PM, the
Adminisirator reviewed the packet of information

- given to ASC patients. She canfirmed patients

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 #H! acknowledgement
form as well to assure ali
~ patients are aware of this
important disclosure,
{Attached)
incidentally, 11 of the 17
pts had been seen in the
facility priar 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:
Rights and HHi

Patient
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Q 241 - Continued From page 18

; precautions, including a face mask, should be

: worn during epidurals and spinal anesthesia, ;
. procedures in which needles are inserted into the |
- patient's epidural space.

. The Centers for Disease Conirol 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 10/25/11.

. It stated "Since facemasks have been shownto |

limit spread of droplets arising from the oral flora, :

: the CDC has recommended their use by

" healthcare providers when performing spinai

-Injection procedures.” Additionaily, it stated

"Facemasks should always be used when

injecting material or inserting a catheter into the
epidural or subdurai space.”

. During an interview on 7/8/15 at 1:55 PM, the
- physician confirmed he did not wear a facemask
during procedures in which needles were inserted .
_into the epidural space. Additionally, he stated
the facility did not require surgical personnelto -
wear masks during spinal injection procedures.
. He stated he did not feel it was necessary. :

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

Q260 416.52 PATIENT ADMISSION, ASSESSMENT
AND DISCHARGE

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

Q241

Q260 Q260 POC

issues regarding Patient

admission, assessment and
discharge will be addressed
individually as listed below.

FORM Chi5-2567(02-99) Previous Versions Obsolete Evenl {D: JSIBH

Facility 1D; 13C0001020

If conlinuation sheet Page 19 of 41




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE 8 MEDICAID SERVICES

PRINTED: 07/16/2015

FORM AFPROVED

OMB NG, 0938-0391

STATEMENT DF DEFICIENGIES (Xt} PROVIDER/SUPPLIERICLIA
AND PLAN QF CORRECTION INENTIFICATION NUMBER:

13C0041020

(X2} MULTH'LE CONSTRUCTION
A BUILGING

B. WING

(X3} DATE SURVEY
COMPLETED

07/08/2015

NAME OF PROVIOER OR SUPPLIER

5 P 1 AMBULATORY SURGERY CENTER

STREET ADDRESS, CITY, STATE, Zi° CODBE
176 FALLS AVENUE
TWIN FALLS, ID 83301

(X310 SUMMARY STATEMENT OF DEFICIENGIES
FREFIX {FACH DEFICIENCY MUST BE PRECEDED O FULL
TAG REGULATORY OR LSC IDENTIFYING INFORRATION}

0 PROVIDER'S PLAN OF CORRECTION

H 15}
PREFEX {EACH CORRECTIVE ACTION 3HOULD BE - COMPLETION
TAG CROSS-REFERENCED TC THE APPROPRIATE DATE

DEFICIENCY)

Q 260! Continued From page 19

This CONDITION is not met as evidenced by:
Based on review of patient records, facility
policies and staff inferview it was determined the

- facility failed to ensure each patient had the

' appropriate pre-surgical and poest-surgical
assessments completed, were discharged by a

. physician, and were discharged in ihe company

- of a responsible adult. This resulted in lack of

- appropriate evaluation of the patieni’s
pre-operative and post-operative conditian and

. increased potential for patients to suffer adverse

" events foliowing their procedures, Findings
include:

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.

ASC to ensure each patient had a discharge

surgery.

ASC to ensure all patient were discharged in the
. by the attending physician,

' The cumulative effect of thess sysiemic
- omissions resuited in the inabifity of the ASC to

1. Refer to Q-281 as it relates to the fallure of the |

3. Refer to Q-266 as it relates to the failure of the

order signed by the physician who pertormed the

4. Refer to Q-267 as # relates lo the failure of the |

- company of a responsible adult, unless exempled

Q260
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Q261 Continued From page 21

: DON stated the physician would review each
" patieni record, and electronically sign the report,

~During an inferview on 7/8/15 beginning at 1:43

. PM, the physician stated he did not perform a
physical assessment, he performed a focused
review, and staled " know these patients, if they

¢ have co-morbidities, | would expect the primary

! care provider fo address those issues. if they

-were loa unstable fo have the procedure done,

 they would not be treated by me,” The physician

! stated he did not need to listen o the patient with

' a stethoscope, and he could telf at a glance if (he

The policy "Comiplete and Accurate
Documentation of Patient Treaiment,” revised
242115, stated "No patient shall enler the OR

" include diagnosis, physician examination report,

. list of current medication, dosages, route and

~frequency of administration, any known
medication reacticns, allergies or intolerance,

» existing co morhid [sic] conditions.”

- Patient records did net include evidence a

- comprehensive assessment was performed (o

- determine co-morbidities or other factors that
may piace the patient at an increased risk of

. complications, and/or to indicate the patient was

: follows:
to the ASC on 10114 for a transforaminal
epidural injection.

Patien{ #17's record included a ¢linic visit note,
dated 8/22/14. The nole documented her

. patient was breathing easy, or appearedfo be ill.

- without hislory and physical on the chart. It must

_appropriate for surgery in an opipatient setling, as

" a. Patient #17 was a 64 year old female admitted

0261
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stated she ook Lantus insulin. The insulin
dosage and frequency was not documented.

(a steroid} into her epidural space.
The National Institutes of Heaith website,

accessed on 7/10/15, stated "ESls [epidural
steroid injections] were noted to cause a

- determine the passible risk of a significant
_increase in the level.

- injection. He stated he did not manage his

- the narmal limits, When asked if he would

- patient's blood glucose level was significantly

i confirmed he did not routinely include an
levels in his assessment prior to a procedure.

Patieni #17's H&P assessment was not
- comprehensive {a determine a potential risk

by an epidural steroid injection.
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Q261 GContinued From page 22

diagnoses included insulin dependent DM, and

Additionally, the note did not document Patient
#17's current ar recent bicod glucose levels to
determine whether her DM was well controfled.

Patient #17's record included a visit nole, dated

10/1/14. The note documented her procedure
which included an injection of methylprednisolone

significant increase in the blood glucase levelsin
diabetics.” However, Patient #17's blood glicose -
level was not assessed prior to her pracedure to

- During an interview an 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

patients DM, and it was up to the patients to tell
¢ him if their blood glucose levels were not within

. perfarm a steroid injection if he was aware the
. elevated he stated he wouid not. However, he

: assessment of diabetic patients' blood glucose

refated ta elevated blood glucase levels caused

Q261
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Q261 Continued From page 23

j b. Patient #3 was a 53 year cld woman admitted
 fo the facility on 7/7/15, for insertion of a spinal
« cord stimutator,

- Patient #3's record included a cfinic visit note
- dated 6/1/15, which contained an H&P. However,
- it was performed more than 30 days prior to her

procedure in the ASC on 7/7/15.

- Patient #3's care was observed from the {ime 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 bicod pressure, heart rate,

- respiratory rate and oxygen saturation.

* The physician entered the examination rooim and
. interviewed Patient #3 regarding her level and
 location of pain. He paipated Patient #3's back.

i The physician did not perform a review of

- systems, auscultate her heart and lungs, or

; review medications and allergies with her.

; Patient #3 was iransferred fo the OR and the

i procedure was performed.

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

c. Patlent #2 was a 67 year old male admitied to
- the faclity on 7/7/15, for a transforaminal epidural
_steroid injection. His admission, procedure,

recovery and discharge from the ASC was

- observed on 7/7/15 beginning at 1:20 PM.

A review of Patient #2's record included an H&P

dated 7/22/14, His H&P was greater than 30

" days old and included the diagnosis of diabetes

]

Q261
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- mellitus lype 2 in review of symptoms, The H&P
: listed ihuprofen as a drug allergy.

the CCMA who abtained 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

pain and paipated the location of pain indicated

. by the patient. The physician did not question

: Patient #2 for an updated review of systems,

- question Patlent #2 regarding his biood glucose

levels, auscultate his heart and fungs or review

his medications and allergles with him. Patient

#2 was transferred to the OR and the procedure
performed.

: Patient #2 did not have a comprehensive H&P
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 confained

- His record did not contain an updated H&P prior

“ o his procedure performed on 2/10/15. In
addition, Patient #6'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
2/10M8.

In an interview with the DON on 7/8/15, she
. reviewed Palient #6's record and confirmed his

' Patient #2 was placed in an examination room by

interviewed him regarding his level and location ofé

| assessment completed within 30 days prior to his .

: an H&P dated 12/13/14, greater than 30 days old.
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- H&P was dated 12/13/14 and was greater than 30
‘ days oid. The RN confirmed Patient #6 reporled

" record contained blank information under Drug
Affergies.

Patient #6 did not have a comprehensive H&P
_ procedure.

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

. Patient #9's record was reviewed and contained

His record did not contain an updated H&P prior
 to his procedure performed on 1/12/5, In
- addition, Patient #9's recards dated 11/18/14
contained a drug allergy to sulfa. Patient #%'s

: under Drug Allergies.

"in an inferview with the DON on 7/8/15, she

reviewed Patient #9's record and confirmed his
" H&P was dated 11/18/14, and was greater than
© 30 days old. The RN confirmed Patient #9°s

f information.

Patiant #9 did not have a comprehensive H&P
assessment completed within 30 days prior {o his
- procedure.

- e. Patient #10 was a 56 year old maile who was
admitied to the ASC on 1/6/15, for a
transfaraminal epidural stercid injection under
flucroscopy. His record did not include a
comprehensive H&P.

- a possible sensitivily to dyes and that his medical -

- assessiment completed within 30 days prior o his

an H&P dated 11/18/14, greater than 30 days oid.

record dated 1/12/15 contained blank information

: record dated 1/12715 did not contain drug ailergy

Q261
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During an interview on 7/8/15 heginning at 3:20
PM, the DON reviewed Patieni #10's record and

- confirmed his record did not include a HAF.

- Patient #10 did not have a camprehensive H&P
| agsassment complated within 30 days priar to his
- procedure,

f. Patient #15 was a 30 year oid female who was

: admitted to the ASC on 2A1115, for a lumbar
- epiduratl steroid injection under fluoroscopy, with

conscious sedation, Her record did not include a
comprehensive H&P. ;

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

confirmed her record did not ingiude a H&P.

. Patient #15 did not have a comprehensive H&F

assessment completed within 30 days prior {o her

- procedure,

. g. Patient #8 was a 30 year old female who was

- admitted to the ASC on 1/19/15, for a facet joint

- stereld injection under fluroscopy. Her record dzd
' not inciude a H&P,

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

confirmed her record did not inglude a H&P.

! Patient #15 did not have a comprehensive H&P
- assessment completed within 30 days prior o her

pracedure.

h, Paiient 13 was a 74 year ald female who was

- admitted o the ASC on 3M16/15, for a lumhbar

epidural steroid injection under fiucroscopy. Her
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- record did nol include a comprehensive H&P.

- During an interview on 7/8/15 beginning at 3:20
- Pid, the DON reviewed Patient #13's racord and
- confirmed her record did not include a HAP.

Patient #13 did not have a comprehensive H&P
procedure

1. Patient #12 was a 44 year old male who was
- admitled toc the ASC on 3/16/15, for a

- transforaminal epidural steroid injection under
: luoroscopy. His record did not include a

- comprehensive H&P,

i

| PM, the DON reviewed Patient #12's record and
¢ confirmed his record did not include a H&P.

;| Patient #16 was a 40 year old female who was

: admitled to the ASC on 4/6/15, for a caudal
| epidural injection under f!uomscopy with

E epidurcgram and conscious sedation, Her record
dad not include a comprehensive H&P,

. Durmg an interview on 7/8/15 beginning at 3:20
i PM, the DON reviewed Patient3#1G's record and
confirmed her record did not inciuds 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 pr;or
‘ to the date of the scheduled procedure.
Q 264 416.52{h) POST-SURGICAL ASSESSMENT

{1) The patient's post-surgical condition must be
assessed and documented in the medical record

. assessment completed within 30 days prior to her

H

- During an interview on 7/8/15 beginning at 3:20 |

i

(1 264 264 POC

Corrective measures
regarding documentation of
postsurgical assessments
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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 heaith 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-surgicai

. 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 7/7/15 for a left

: transforaminal epidural stercid injection. His care
" was observed throughout his admission,

i procedure, recovery, and discharge.

| Patient #2 was transferred to the recovery area
“on 7f7M5 at 1:56 PM by the RN that assisted the
» physician in the OR, The RN transferred his care
{o 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 {o 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.

provide more accurate
documentation of the post-
operative assessment
which is completed by the
team of the MD, RN and
MA. The faciiity has failen
short at documenting the
recovery assessment and
the team’s participation in
this process, The'check fist
will provide more compiete

documentation of each
member of the team’s

involvement, The checklist
will be incorporated 8-10-
2015 and may evolve from
a paper checklist to an EMR
generated document. The
DON will assure the
completion of this POC and
will monitor this
implementation to ensure
that the postsurgical
assessment &
documentation provides
tihe highest patient safety
standards on an ongoing
basis. {See attached check

_list)
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- Patient #2's record dated 7/7/15 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 3.05 PM, 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 vilai signs
and CCMA's report. The DOM confirmed a
post-operative assessment was not documented
by a physician or RN,

- a. Patient #3 was a 53 year old female admilted

to the facllity 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
assessmenf by the physician or RN folfowing his

- procedure. His record documented he was
- approved for discharge by the RN and discharged

Q 264 Clarification: Patient #2 was

evaluated at length during
the recovery period by ali
members of the ASC team.

Attachment: RR and DC
Checklist
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: c. Patient #17 was a 64 year oid female admitted |
 to the facility on 10/1/14 for a transforaminal
. epidurat 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, 1

d. Patient #6 was a 33 year old male admitted fo
' 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
- appraved 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 fiucroscapy.

Patient #£14's record did not document an
assessment by the physician or RN following her
‘ pracedure. Her record documentied she was
: approved for discharge by the RN and discharged
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' by the CCMA,

' admitted to the ASC on 5/11/15, for a lumbar
epidural steroid injection under fluoroscopy with
. epidurogram.

: Patient #4's record did notf document an

- procedure. Her record docuimented she was
. approved for discharge by the RN and discharged :
by the CCMA,

g h. Patient #10 was a 56 year oid male who was
- admilted to the ASC on 1/06/15, for a

- transforaminal epidural steroid injection under

| fluoroscopy.

Patient #10's record did not document an

: assessiment by the physician or RN foltowing his
' procedure. His record documented he was

by the CCMA,,
! |. Patient #15 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 #15's record did not document an
procedure. Her record documenied she was
by the CCMA.
'] Patient #8 was a 30 year old female who was

- admitted to the ASC on 1/19/15, for a facet joint
steroid injection under fluoroscopy.

. g. Patient #4 was an 89 vear old female who was

- assessment by the physician or RN following her

l approved for discharge by the RN and dlscharged

“assessment by the physician or RN following her :

approved for discharge by the RN and discharged

Q264
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- Patient #8's record did not document an
procedure, Her racord documented she was
by the CCMA.
admitted to the ASC on 3M16/15, for a lumbar
epidural steroid injection under fluoroscopy.
. Patient #13's record did not document an
: procedure. Her record documnented she was
approved for discharge by the RN and discharged
hy the CCMA,
| Patient #12 was a 44 year oid male who was
admitied to the ASC on 3/16/15, for a

transforaminal epidural steroid injection under
flucroscopy.

: Patient #12's record did not document an

; assessment by the physician or RN foliowing his

: pracedure, His record documented he was

- approved for discharge by the RN and discharged
by the CCMA,

- admitted to the ASC on 4/6/15, for a caudal
epidural injectian under fluoroscopy with
. epiduregram and conscious sedation.

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

: appraved far discharge by the RN and discharged
i by the GCMA,

. n. Patient {111 was a 77 year old female who was

- assessment by the physician or RN following her
approved for discharge by the RN and discharged

k. Patient #13 was a 74 year oid female who was

. assessment by the physician or RN foliowing her -

' m, Patient #16 was a 40 year old female who was

STATEMENT OF DEFICIENCIES %1} PROVIDERISUPPLIERITLIA {X2) MILTIPLE CONSTRUCTION {£3; DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER; A BUELMHNG COMPLET!ZD
13C0001020 D WING 0710812015
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZiP CODE
51 P AMBULATORY SURGERY CENTER 176 FALLS AVENLIE
TWIN FALLS, I 83301
K4y i SUMMARY STATEMENT OF DEFICIENCHS |9] PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX | {EACH OEFICIENCY MUST BE PRECEDEL BY FULL PREFIX {CACH CORRECTIVE ACTIOM SHOULD B& CORPLETION
TAG ! REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRLATE DATE
NEFICIENCY)
Q 264 Cantinued From page 32 Q 264 :

FORM ChN5-2587{02-09) Previcus Versions Chsafele Evend ID:J5JB1

Fac#ity ). 13C3001020 if contineation sheet Page 13 of 41




DERPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/16/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA {225 MULTIPLE CONSTRUCTION

AND PLAN OF CCRRECTION IDENTIFICATION NUMOER: A DUILDIG

13C0001020 B WWENG

£433 DATE SURVEY
COMPLETED

0710812015

HANME CF PROVIDER OR SUPPLIER

SIP I AMBULATORY SURGERY CENTER

176 FALLS AVEMUE

WIN FALLS, ID 83301

S5TREET ADARESS, CITY, STATE, 2P COOC

D
PREFIK

TAlG

SUMMARY STATEMENT OF DEFIGIENCIES iD PROVHGER'S PLAN OF CORRECTION {H5)

{EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FEACH CORRECTIVE ACTIDN SHOULD BE

: GOMPLETGN

REGULATURY CRLSC IDENTIFYING #MF QORMATION; TAG CROSS-REFEREHNCED TO THE APPROPIUIATE DATE

DEFICIENCY}

Q264 Gontinued From page 33 Q264
- admitted to the ASC an 1/5/15, for a facet joint
- steroid injection under fluoroscopy.

' Pattent #11's record did not document an

assessment by the physician or RN foffowing her .

- procedure. Her record documented she was

approved for discharge by the RN and dtschaz‘ged |

' by the GCMA.

‘0. Patient #7 was a 44 year old male who was
- admitted o the ASC on 1/26/15, for a intra

; articular steroid Injection i his hip under

‘ fluoroscopy.

- Patient #7's record did not document an

s assessment by the physician or RN following his

! procedure. His record documented he was

: approved {or discharge hy the RN and dsscharged
' by the CCMA.

 During an interview on 7/6/15 beginning al 4:00

PM, the DON stated the CCMA provided recovery -
care {o paffents under her supervision. She

' stated she was close by if the CCMA needed her
t assisiance. The RN confirmed that when she
- was in the OR with the physician during a

procedure, she was not directly available to fhe

I CCMA in the recovery area,

' The ASC did noft ensure patients were evajuated
: by an RN or the physician prior to discharge.
Q266

416.52(c)(?) DISCHARGE - ORDER Qs

:{The ASC must -]

Fnsure each patient has a discharge order,

: signed by the physician who perfanned the

surgery or procedure in accordance with

applicable Siate heaith and safety laws,
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his procedure.

- Patient #2's record dated 7/7/15 stated "patient
- discharged by [name] CCMA." Palient #2's
“record did not include a discharge order signed

by the physician who performed his procedure.

b, Patient #3 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 #3 was escorted fo the recovery area :
. by the RN, who transferred her care to the ;
 CCMA, The GCMA obtained her blood pressure, :
' heart rate and oxygen saturation. Whilein the

| recovery area, Patient #3 was educated on the

“ use of her spinal cord stimulator by the provider

‘ representative. The physician did not see Patient |
- #3 following her transfer from the OR. At 5:02

Pivt the CCMA informed Patient #3 she was going
to show the vital signs to the RN, The CCMA
reiurned to the recovery area and informed

' Patient #3 she was approved for discharge. |

Patient #3's record did not include a discharge

' order signed by the physician who performed her

: procedure.

" ¢. The remaining closed records reviewed (4 -

#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

i "The record stated the patient is to return in 1
-week or as needed, that is a discharge order.”

FORM CMS-2567{02-99) Previcus Verslons Obsolete Gvent 1D:JS1BH Facility iD: $+3C0005020

If continuation shee! Page 36 of 41




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

PRINTED: 07/16/2015

FORMAPPROVED

OB NO. 0838-0391

STATERENT OF OEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION {BENTHFICATION NUMBER:

13G4a0601020

X2} MULTIPLE CONSTRUCTION

£ BULDING

0, WING

(X4} DATE SURVEY
COMPLETED

07/08/2015

HAME OF PROVIDER OR SUPPLIER

5P AMBULATORY SURGERY CENTER

STREET ADDRESS, CITY, STATE, 2iP CODE
176 FALLS AVENUE
TWIN FALLS, O 83301

SUMKMARY STAIEMENT GF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDEQ BY FULL
REGULATORY OR LSC {DENTIFYING INFORMATION}

I
PREFIX
TAG

10
PREFIX
TAG

PROVIER'S PLAN OF CORRECTION

{EACH CORRECTHE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

BEFICIENEY)

! ]
. GOMFLETION
DATE

1

1 268 : Continued From page 36
| She canfirmed the record did not inciude an
. actuat discharge order, and stated 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 & physician

and he would review each patient record before
- signing. He stated the signature at the end of the

i his approval for discharge. The physician

' vanfirmed he did not perform a post procedural
assessment before discharging each patient, that
{re RN and MA discharged patienis when they

. met criteria.

The faciiity falled 1o ensure patienis were
discharged an the order of a physician.

| ADULT

" [The ASC must -}

*  Ensure all patients are discharged in the
company of 2 respansible adult except those
- patients exempted by the altending physician.

This STANDARD Is nat met as evidenced by:

. Based an ohservation, siaff interview, and review
of recards and policies, it was determined the
ASC failed to ensure patienis were discharged
post-procedure in the company of responsible
adults for 1 of 2 patients {#2) observed, and 5 of
17 patienis {#6 - #10}, whose records were

. reviewed for discharge from the ASC. This

£

order, He stated patient records were efectronic, !

 procedural record for each patient would indicate

Q 2673 416.52(c)(3) DISCHARGE WITH RESPONSIBLE

Q 266

Q267

Q267 POC

in order to he compliant
with regutation #416.52(c}
{3} of discharge with a
respansibie aduit the
facility has incorporated the
following protocok:

--al| pts wha receive
sedation will be
accompanied by a
responsible driver foilowing
a DC arder hy the physician.
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Q 267 Continued From page 38
'egs.

The RN, assisted Patient #2 at 1:56 PM, by

- she transferred his care to the CCMAin the
| recovery room. .

. leave the facility unaccompanied. The patient
stated he lived 70 miles away.

During an interview on 7/7/15 at 2:15 PM, the
: the ASC and was not accompanied by a
responsible adult.

- the ASC on 2/10/15 for facet joint injections.

Patient #6's record dated 2/10/15 stated "Pt,
- name)."

" responsible adult and did not include an

: exemption by the physician.

the ASC on 1/12/15 for facet joint injections,
- whose record was reviewed on 7/7/15,

- 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

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 to consult with
the RN, returned and discharged Patient #2 lo

* stated he would be driving home by himself, and

- CCMA confirmed Patient #2 was discharged from
h. Patient #6 was a 33 year old male admitted to

: released to self care. Pt approved for discharge

by [RN NAME] and discharged at 1548 by [CCMA

During an interview with the DON on 7/8/15 at
3:30 PM she stated Patient #6's record did not
indicate he was discharged accompanied by a

c. Patient #9 was a 66 year old male admitted to

Q 267
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Patient #9's record dated 1/12/15 stated "PL i
released to self care, Pt approved for discharge
by [RN NAME] and discharged at 1503 by {CCMA |
name}.”

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 aduit and did not include an
exemption by the physician.

. d. Patient #10 was a 56 year old male who was
- admitted to the ASC on 1/06/15, for a ]
- transforaminal epidural steroid injection under |
: fluoroscapy. :
| Patient #10's record dated 1/06/15 stated "Pt. |
released o self care. Pt approved for discharge !
by [RN NAME} and discharged at 1554 by [CCMA |
namel." r
Buring an interview with the DON on 7/8/15 at |
i 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.

e. Patient #8 was a 30 year old female who was

admitted to the ASC on 1/19/15, for a facet joint

steroid injection under fluoroscopy.

Patient #8's record dated 1/19/15 stated "Pt.

released to self care. Pt approved for discharge
by [RN NAME] and discharged at 1104 by [CCMA

"namel."

: Buring an interview with the DON on 7/8/15 at

* 3:30 she confirmed Patient #8's record did not

! indicate she was discharged accompanied by a

: responsible adult and did not include an

' exemption by the physician.

Q 267

FORM CMS-2567{02-99) Pravious Versions Obsolefa Event IG:JSIB11

Facility 1D: 13C0001020 If continuatio

nsheet Page 40 of 41




PRINTED: 07AG/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0391
STATEMENT OF DEFICIENCIES 441 PROVIDERISUPPLIER/CLIA (X2 MULTIPLE COHSTRUGTION (X3} DAFE SURVEY
AND PLAN OF CORRECTION ICENTIFICATION NUMBER: A BUILDING )COMPLETED ]
13C0001020 B. WING 0710812015
NAME OF PROVIDER OR SUPPLUER STREET ADBRESS, CITY, STATE, ZIF CODE
176 FALLS AYENUE

S 1P IAMBULATORY SURGERY CENTE
NTER TWiN FALLS, (D 83301

3 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN NF CORRECTION 145}
PREFIX {FACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD RE CLHPLETION
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) ) TAG CRUOSS-REFERENCED T THE APFROPRIATE DATE
; DEFICIENCY) :
Q 267 Continued From page 40 Q 267

f. Patient #7 was a 44 year old male who was
admiited io the ASC an 1/26/15, for a inira
articular steroid injection in his hip under
fiuoroscopy.

" Patient #7's record dated 1/28/15 stated "Pt.
released to self care. Pt approved for discharge

by {RN NAME] and discharged at 1005 hy [CCMA
name]."
During an interview with the DON an 7/8/15 at

: 3:30 she confirmed Palient#7's record did not

'indicate he was discharged accompaniad by a

" responsible adult and did not include an
axempton by the physician,

The ASC failed to ensure all palients were _
- discharged in the company of a responsible adult
~ or that a policy was established with criteria for
- exempting patienis from the requirement.
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