
DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
Western Division of Survey artd Certification 
Seattle Regional Office 
701 Fifth Avenue, Suite 1600 
Seattle, WA 98104 CENTERS FOR MEDICARE & MEDICAID SERVICES 

THIS SERVES AS OFFICIAL NOTICE SENT VIA FACSIMILE PURSUANT TO 
42 CFR §488. NO HARD COPY TO FOLLOW. 

IMPORTANT NOTICE- PLEASE READ CAREFULLY 

October 23, 2015 

Charlene Coni1ogue, Administrator 
Idaho Surgicenter North 
P.O. Box 1386 
3369 A. Merlin Drive 
Idaho Falls, ID 83404 

CMS Provider Number: 13COOO 1035 

Re: Notice of Enforcement Action: 90-day Termination Notice 
Conditions For Coverage Not Met 

Dear Ms. Conilogue: 

After careful review of the facts, the Centers for Medicare and Medicaid Services (CMS) has determined 
that the Idaho Surgicenter North no longer meets the requirements for participation as a provider of 
Ambulatory Surgical Centers (ASC) in the Medicare program established under Title XVIII of ilie Social 
Security Act. The center is now placed on a 90-day termination notice based on the completion date of 
the survey. This letter serves as notification that effective November 19, 2015 the Secretary of the 
Department of Health and Homan Services intends to terminate its provider agreement with the 
Idaho Surgicenter North. 

BACKGROUND 

To participate as a provider of ASC services in the Medicare and Medicaid Programs, a provider must 
meet all the Conditions for Coverage (CfC) established by the Secretary of Health and Human Services. 
When a provider is found to be non-compliant with the Medicare Conditions of Coverage for ASC, the 
provider no longer meets the requirements for participation in the Medicare program. The Social Security 
Act Section 1866(b) authorizes the Secretary to terminate a provider's Medicare provider agreement if 
the provider no longer meets the regulatory requirements for ASC. 42 CFR § 489.53 auiliorizes ilie 
Centers for Medicare and Medicaid Services to enforce this tetmination action. 

On August 21, 2015, the Idaho Bureau of Facility Standards (State survey agency) completed a 
recertification survey at Idaho Surgicenter North. The investigation found deficiencies and CMS agrees 
with the State survey agency that ilie following conditions were not met: 
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42 CFR 416.41 Governing Body and Management 

42 CFR 416.51 Infection Control 

These deficiencies limit the capacity of Idaho Surgicenter North to provide services of adequate level and 
quality. The details of the above deficiencies are listed on the enclosed Statement of Deficiencies (Form 
CMS 2567) which was sent to you. 

On September 17, 2015 you submitted a Plan of Correction which served as your allegation of 
compliance. On October 13, 2015 a revisit was conducted at Idaho Surgicenter North by the Idaho 
Bureau of Facility Standards to determine compliance. The revisit found that Idaho Surgicenter North 
continues to be out of compliance with the above Conditions for Coverage. Based on the State survey 
agency's revisit findings, CMS is imposing termination action against Idaho Surgicenter North for 
continued non-compliance with the requirements of the Medicare ASC program. 

This 90-day termination action can be avoided by correcting the deficiencies prior to the effective date of 
the termination. CMS must receive a credible allegation of compliance in a timely manner, immediate 
implementation of your plan, and verified by the State survey agency that the deficiencies have been 
corrected. An acceptable plan of correction, which includes acceptable completion dates, must contain 
the following elements: 

• Plan of Correction for each specific deficiency cited; 
• Procedure/process for implementing the acceptable plan of correction for each deficiency cited; 
• Monitoring and tracking procedures to ensure the plan of correction's effectiveness and continued 

compliance with regulatory requirements; 
• Oualitv Assessment and Performance Improvement (QAPI) addresses improvement in systems to 

prevent the likelihood of re-occurrence of the deficient practice. 
• A completion date for correction of each deficiency cited; 
• Individual responsible for implementing the acceptable plan of correction with signature and title. 

Please submit an acceptable Plan of Correction by October 28, 2015 via post mail, fax or email to: 

DHHS Center for Medicare and Medicaid Services 
Division of Survey, Certification & Enforcement- Region 10 
Attention: Fe Yamada 
701 Fifth Avenue, Suite 1600, MSRX-400 
Seattle, W A 98104 
Fax: 206-615-2088 

marie.yamada@cms.hhs.gov 

PUBLIC NOTICE OF TERMINATION 

In accordance with 42 CFR 489.53(d). CMS will publish legal notice of your pending termination 
action in a newspaper within your locale at least 15 days prior the termination date or by 
November 4, 2015. 
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APPEAL RIGHTS 

Idaho Surgicenter North has the right to appeal this determination by requesting a hearing before an 
administrative law judge of the Department of Health and Human Services, Departmental Appeals Board 

· (DAB). The regulations governing this process are set out in 42 CFR § 498.40 et seq. You will find the 
DAB's e-filing procedures on the internet at the following URL: 

http://www.hhs.gov/dab/divisions/civil/procedures/filing-and-service.html 

A request for a hearing should identify the specific issues, and the findings of fact, and conclusions of 
law with which you disagree. The request should also specify the basis for contending that the fmdings 
and conclusions are incorrect. Evidence and arguments may be presented at the hearing and you may be 
represented by legal counsel at your own expense. A hearing request must be filed not later than 60 
days from the date of this letter. 

If you have no internet access and would prefer to file your appeal in writing, please contact the 
DAB office below: 

Chief, Civil Remedies Division Please also send a Chief Counsel, DHHS 
Departmental Appeals Board MS 6132 copy to: Office of General Counsel 
Cohen Building, Room 637-D 701 Fifth Avenue, Suite 1620 
330 Independence Avenue, SW MIS RX-10 
Washington, D.C. 20201 Seattle, WA 98121-2500 

If you have any questions, please contact Fe Yamada of my staff at (206) 615-2313 or by email at 
marie.yamada@cms.hhs.gov. 

Sincerely, 

Patrick Thrift, Manager 
Western Division of Survey & Certification 
Seattle Regional Office 

cc: Idaho Bureau of Facility Standards 
DHHS Regional Counsel 
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October 23, 2015 

Charlene Conilogue, Administrator 
Idaho Surgicenter Nortb 
3369 A Merlin Drive 
Idaho Falls, ID 83404 

RE: Idaho Surgicenter North, Provider #13C0001 035 

Dear Ms. Conilogue: 

Based on the revisit at Idaho Surgicenter Nortb on October 13, 2015, by our staff, we have determined that 
Idaho Surgicenter North continues to be out of compliance with tbe Medicare Conditions of Participation of 
Governing Body and Management (42 CFR 416.41) and Infection Control (42 CFR 416.51. 

The def1ciencies are described on tbe enclosed Statement of Deficiencies/Plan of Correction (CMS-2567). Also 
enclosed i' your copy of a Post-Certification Revisit Report (CMS-2567B), listing deficiencies that have been 
corrected. 

In our letter to you dated September 4, 2015, we stated: "failure to correct the deficiencies and achieve 
compliance will result in our recommending that the Centers for Medicare and Medicaid Services (CMS) 
Region X Office, Seattle, Washington, terminate your approval to participate in tbe Medicare program." 

Because of your failure to correct, we have made that recommendation. CMS ·will be in contact with you 
regarding the procedures, timelines, and appeal rights associated with tbis recommendation that must be 
followed. 

s~ 
NICOLE WISE~"!!' 
Co-Supervisor 
Non-Long Term Care 

NW/pmt 
Enclosures 
ec: Debra Ransom, R.N., R.H.LT., Bureau Chief 

Lynnette Osias, CMS Region X Office 
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{Q 000} INITIAL COMMENTS 

Tha following def!;:lenoieswere cited \luring the 
Mildicara fOllow-up sllf1(ey of your ASC from 
10/Bfi5 to 10/13115. Sutveyors conducting the 

, suway were: 

Laur;:t ;fhornpson, RN, I:IFS, raam Leader 
Repacca lara, RN, HFS 

Acronyms usei,lln thts report lnelude; 

AI\MI • Asc;o(:!a!lon for the Advancement of 
Medlcallnstrumafl!ation 
AORN- Association, of Peri-Opara!lve Reglill!lred 
Nurses 
ASC- Ambulatory surglc<'!l Cl!nter 
ED- Emergency Department 
QAPI • Qua!ily Assurance and PerFormance 
Improvement 
Ql -Qualify lndlcalors 
RN- Re,gisteted wurse 

{Q 040} 416.41 GOVERNING BODY AND 
MANAGEMENT 

The ASC m.ust have a governing body that 
. assumes rulllagal te~ponslbllily for (!atemJlning, 
implementing,and monitoring policies governing 
!he ASO's total opera~on. The governing body 
h<>s ovarolgh! iOnd llooountabl!lty for the qoall\Y 
assassmant and performance improvement 
program, ensures that facllil,y potlci!'ls and 
programs are administered so aslo provide 
qua lily haalth cere in a safe environment, <llld 
develops a!ld ma.lnlalns a >!lsasler preparedness 
plan. · 

Thie,CONOITION Is not met as evldEll)oed by: 

{Q 000} 

ifi.i 

Arrt deficiency stalemantendlng wllh an ~~sk (') donoles a deRc!ency whicll t~o !ns!l\Ullnn may be excuS.d from correclilljj provldllljj It is determineiltfl<lt 
/'"'"'··ulal safeguards provide suffi¢limt Prbli;clk:m to tile Pal!<!nts. (See lnsltuellon"-) except lor nursln~ homes, tho ffndllljja •tt>ted above are <!ls<losablo ~0 days 

,)!oWlng !he dote of•urvey whether or not a plan of corroo!l<m Is pmvi<l~d. Far nurslng homos, lha abovo findings and plans of correction aro dlselooobl" 14 
da)'s tollowJJrs tho dale lhese doclJillt)<nts are made available to Ill<> faclltty. If deffolenGios aro oiled, an approved plan of correcllon Ia requio~~ to llO!JHnua4 
program partl!lipaUon. 

If continuailvn sheot Page 1 al 29 
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NAME OF PROVI!JER Oil SUPPLIER 

IDAHO SUROICENTER NORTH 

()(4)lD 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCiES 
(EACH OEfi.O!ENCY MUST BE ~RECEDED aY FUll 

REGUlAI'ORVOR LSC IDENTIFYING INI'ORIJATION) 

&WING 

ID 
PlloFIX 

TAG 

STREET AjlORf'SS, CITY, STATE, ZIP COOE 
3369 (!.MERLIN DRIVE 

IDAHO FALL.S,IP 83404 

PROIIIOER!S PLAN OF CORRECTION 
(1'1\CH CoRRECTIVE ACTION SHOULD.Il~ 

CROSS-REFERENCED TO THEI\PPROPRJAIE 
DEFICIENCY) 

R 
10/13/2015 

(Q 040} Contlnuell From page 1 {Q 040} 
Based on staff Interview and ASC poUcies, It was 

determined the ASC tailed to ensu!<l the 
Go\ierning Body d0velop~d, lmplementact, and 
monitor<;ltl pol!ci~s and programs necessary to 
0nsure all patient needs were met. This resulted 
in the lnabi!ily of the facility to ensure quality 
heailh care services were provided In a safe 
manner. Findings include: 

1. During theASC's 8121/15 recertification 
survey, the Condition lor Coverage: Governing 
Body and Man<~gement (Q40) w<~s found out of 
compliance due, hi part, to the Governing Body's 
failure to ensure a comprehensive Infection 
control program was develope;!, Implemented 
and monitored necessary to minimize infections 
and communicable diseases. TheASC was 
found out of compliance with the Condition for 
Coverage: Infection Control (0240) and 
associated standard level deficiencies. 

The ASC submitted a Credible Allegation of 
Compliance/Plan of Correction, dated 9/17/15, 
which stated "Goveming Body addressed the 
failure to comply with Idaho SurgiCenter North 
policies on Infection Control by appr011lng a 
budget and agreeing \o oversee and monftor 
practices pertaining Ia staff parllcipation in 
programs and In-services that will Improve 
Infection Control practlces and minimize 
infections anti communicable diseases ... " The 
ASC alleged compUance as of 9124115. 

However, a lolfow up. survey was conducted from 
10/0!l/15 to 10/13/15. At that time, theASC's 
credible ARegaUon of ComplianceiPI&n of 
Correction was not comprehens!vely monitored 
necessary to ensure oompllance was "lchleved 
and sustained. Refer to Q240 Condition for 

EvonliD:HO\J.l2 lf contmuatlon sheet Page 2 of 29 
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(X1) PROVI!lEW~UPPUiiiRI<lliA 
lDENTlF!CA'TJON NUMBER: 
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PREFIX 

TAG 

SUMMARY STATEJvlgNT OF DEFICIENCIES 
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REGULAIORY OR lSC IOEN11FYIIIG INFORMATION) 

.{Q 040} Continue;:! From page 2 
Coverage: liifoolloll Control and l!ssociated 
standard ICM!l deflcienc!es as they relate to the 
Govern!~:~g Body's failure to ensure a 
comprehensive lnfoolion control program was 
developed, rmplemenled !!n<:l monitored 
necessary io l]ilnlmize Infections and 
communicable diseases. 

{Q240) 416.511NFEOTION CONTROL 

The ASC must lnaintaln 'an tnfe~tion P<Jnir<ll 
progmm that seeks to mfnimi7e Infections an4 
communicable diseases. 

This CONDITION Is not met as evidenced by: 
Based Ql1 observation, ASC policy reVIew, ~md 

staff interview, tt was determined the faollily failed 
to ensure a comprehensive Infection control 
program was de\lelopec!, implemented, and 
monitored for all facility staff and patients 
recelvil!g care at the facility. This resq!ted In thil 
the. pof.\lntlal fOr lncre;;!S.,d lisk Qf t>atient 
lnfootions. Findings Include: 

1. Refel'to 0241 as II relates to tlieASG's lflii.Ure 
to Eirtstita patients were provided with a funGitonal 
and saiiltaiY environment in acoordi;~nce with 
acceptable standards of practice. The ASC was 
previously cited at Q241 during a recertlficaUon 
survey dated 8/21/15. TheASC failed to ensure 
sufficient action was taken necessary ID achieve 
and sustain compliance. 

2. R!llfer to 0242 as it relates to lhe.ASC's failure 
to ensure an ongoing progral')) to prevent, control, 
and in~gate lnfeq!ions and cpmmulllcable 
disea~s was malntalniild. The ASC wa:s 
previously cited at 6~42 during a recertlfloalilln 
survey dated S/21115. The ASC failed !o ensure 

Evoo!IO:HGU912 

PRINTI::D: 10116/2015 
FORM APPROVED 

OMB NO 0938-0391 
!X2) MliLTlPLE C.ONSTRUCTIO" · (X3) P.t)IE SURVEY 

·COMPLETEO A SUILOlNG _______ _ 

aWING 

lD 
PREFIX 

TAG 

STREET 1\D~, CITY; STAT!;, ZIP COP!l 

336Y A Ml'lRUN DRIVE 

R 
1()/13/2015 

IPAHO FALLS, 10 83404 
PROVIDER'S PIAN Of cORRECTION 

(i'ACH.C()RREClWEACTION SHOULD BE 
({RO$S,REFEREN<lED.TO THEAPPROPRIATI; 

DJ;FICIENCY) 

(Q040} 

If ""~(lnVilUon obeot P<l~o · $ of ;>.9 



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

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVJOffi/SUPPLIER/CliA 
IDENTIFICATION NUMBER: 

(X2) MUJJIPLE CONSTRUCTION 
A. BUilDING _______ _ 

PRINTED: 10116/2015 
FORM APPROVED 

OMB NO 0938.()391 
(X2) DATE SURVE'I 

COMPLETED 

R 

k======c;:c==L __ j1'_:'3_:C~flfl"_'0~1:'_03:'6~--Ls:_. W~JN~G.::::::=:=::~=::;::;=.::::::;::;;;,===··-''--1'-'0"-/1,3"'/2"'0"-1'-'5'---j 
NAME OF PROVlOBR OR SUPPliER STREET ADDRESS, -CITY, STATE, ZlP 00Pe: 

IDAHO SURGICENTER NORTH 

{X;!) 10 
PREFIX 

TAG 

SUMMARY STATEMENT OF OFFICIEiNCIES 
(EACH DEFICIENCY MlJSr BE PRECEDED BY FULl 
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{Q 240} Conllnued Hom pag~ 3 
sufficient action was I<Jken necessary to achieve 
and sustain compliance. 

3, Refer to Q243 as it relates to the ASC's faiiUr"l , 
to ensure the Infection control program functioned 
under the direction of a qualified professional who 
had training in the principles and methoo;ls related 
lo infection control. The ASC was previously 
cited at Q243 during a recertifical!oll survey dated 
8/2.1/15. The ASC failed to ensure sufficient 
action was !a 'ken necessary to achieve and 
sustain compliance. 

4. Refer to 0244 as It relates to the ASC's !allure 
to ensure the infection control program was 
incorporated into the QAPI prosram. 

{Q 241) 41M1(a) SANITARY ENVIRONMENT 

The ASC must provide a functional and sanitary 
environment for the provision of surgical services 
by adhering to professionally acceptabla 
standards of practice. 

This STANDARD is not met as evidenced by: 
Based on observation, staff interview, and policy 

review, it was determined !he facility failed to 
maintain a sanitary and functional environment. 
This failure had the potential to impact slaff and 
all patients receiving care at the facility. This 
resulted in the potential for inf$Ctions to occur and 
lor Improper use of disinfection cleansers and 
inappropriate laundry practices. Findings include: 

1. During the ASC's 8121/15 recerllfication 
survey, the ASC was clled at Q241. The ASC 
subtnltted a Credible Allegation of 
Coll1pliaMe/Pian of Correction, dated 9/17/15, 

ID 
PRI'FIX 

TAG 

3369 A MERLif>lllRIVE 

IDAHO FA~l$, It) 83404 

PROVJDU~'S PlAN OF C(lRRF.CT!oN 
{EACH CORR!iOTJVEJ\CTiON SHOUlD BJO 

CROSS·RF.FERENOED TO THE APPROPRIATE 
DEFICIENCY) 

{Q240) 
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{Q 241} Continued From page4 
wh!cn alleged cornpllan¢!:!. 

Howovar, a follow up survey was oonducted from 
10/0B/15 to 10113/15. Althatllme, theASC's 
Credible Allegation of Compliance/Plan of 
Correction was not comprehensively monitored 
necessary to ensure compliance was achieved 
and sustained, as follows; 

a. Eluf1ng thi).ASG's ll/21/15 riicertlllcal.ion 
survey, theASC was cited ;otQ:M1 for .thMSC's 
failure to ensure repro.cessing was c<;>inp!eted in a 
manner consll;tent with nationally recogn!z.e.d 
standards ol practice, which included !he 
following; 

L During the facllity's 8/21116 recertlfiDall9n 
survey the ASC was cited for using a nama brant! 
household dlshwashlng liquid to make a lOami' 
bath for cleaning of the Instruments. 

The ASC's Credible Alleg<>tiorl of 
Compliance/Plan of Correction for Q241, stated 
"We have purchased ·enz)'matic cleaner ta be. 
used durlnij' instrument de<:on!<'I)Tiinatlon .. .'' The 
ASC alleged compliance as of 9111115. 

The policy, "{i!l:erilization and Processihg of 
Re-usable Devices" dated 2015, stated "All 
articles to be sterilized are to be cleaned with an 
enzymatic ci6l'lner, decontami~:~ated, aild dried 
thoroughly before re··pac)<aglng." The policy did 
not include the name of the enzyrnatlc cleaner 
uilllwd and ll it was apprbved by the Governing 
Body. Actdltfonally, the policy did iiotirloli.!da !he 
manufacture lrtskU911ons for use of the Gll<:ymatic 
deaner to ensure l.nstruments were prvparly 
disinfected. 

a. WING 

ID 
PREFIX 

TAG 

SIREtt AtifiFU:"SS, crrY~ STATt,ZIP-CObE 

3369 A M~liND!'lllil! 

R 
10/13/l!.015 

!D.¥1() fALI,.S, ID B~4.04 
PROVI~R'S PLAN OF CO~Rl;CTION 

{EACH CORRE(.OTiVSAGTlON SHOULD BE 
CROSS·REFERENCEO TO. THEAPPROPRIATE 

DEfiQIEND'I) 

{Q241} 
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{Q 241} Continued From page 6 
on 10/9/15 beginning at 8:25 AM, the 
Administrator was asked to review the process 
for disinfection and sterilization of instruments. 
She stated she was the primal)' person 
responsible for disinfecting and reprocessing the 
Instruments. The Administrator stated another 
scrub technician, who she trained, would fill in for 
her in her absence. 

While going through the process of disinfection 
the Administrator stated she would fill a plastic 
basin with warm water and add the enzymatic 
cleanser to the basin. When asked how the 
temperature of the water was monllored, the 
Administrator stated she did not monitor the water 
temperature. The Administrator stated she then 
soaked the Instruments for 5-7 minutes in the 
enzymatic cleanser prior to scrubbing with a 
brush. When asked about manufacture 
instructions related to time length for soaking 
instruments, the Administrator slated she was not 
aware of the manufacture lnstmctlons tor soak 
times. 

The manufacture instructions for the enzymatic 
cleaner were reviewed In the presence of the 
Administrator. The manufacturer instmctiohs 
staled "Water temperature should not exceed 150 
degrees F." Additionally, the manufacture 
instmctlons stated Instruments were to soak for 2 
minutes. The Administrator stated she was not 
aware of the manufacture instructions prior to the 
review with the surveyors. 

When asked on 10/13/15 at 11:00 AM, how the 
Governing Body monitored the ASC to ensure 
correction of the previously identified defiolent 
practices the Administrator, a member of the 
Governin~ Body, stated there was no monllorlng 
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FORM APPROVED 

OMB NO 0938-0391 
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{Q :Mij Continued From page 6 
for the implementation of the. now processes or 
policies. 

The Governing Body fulled to provide oversight 
and monitoring to ensure the enzymatic cleanser 
was being used per manufacture instructions. 

ii. During the facility's lJ/21!15 reoortifrcaUon 
survey lhe ASC was.oited due to instruments 
being decontaminated, stored for 2 week\\, and 
thil!i sklrilized. The ASC coul<.l not ensure· 
f>actetial growth did not occur during the lapse of 
time from cleaning of the instruments until they 
were sterilized. 

The ASC's Oredlble Allegation .of 
Compliance/Plan Qf Correction for Q241, ~fated 
"AH Instruments will be disinfected With enzymatic 
cleaning solution to ensure that bacterial growlh 
doesn't occur between the lime of cleaning and 
sterilization. Additionally, all instruments wlll be 
processed and no.tJeft on the shelf for any length 
of time other than the length of time it lakes to 
w"!P them for processing: Affi!flnstrumen~ are 
)!roeessed and dry, they will be removed irom J:h!; 
autoclave and stored in the OR cupboards 
marl>911 'STERlLE' in bins, pet present policy." 
TheASC alleged compliance as of 9/11115. 

A policy, "Sterilizallon and Processing of 
Re-usable Oevlces" dated 2015, stated "lt<ll!ls to. 
be sterilized should be decontaminated in '! 
controlled environment using standard 

· precautions, packaged accordiniJio e.stabliShed 
guidelines, and sterilized usilij;j the l'!pproprlate 
methOds, Instruments, ~upplie!;, t~lld equipment 
reprocessed by ld'!ho Surgi{)enter North will be 
prepared In a manner to assure maintenanc:~ of 
stanley and promote delivery to the sterile field In 
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{Q 241} Continued From page 7 {Q 241} 
an aseptic manner." The policy Included the CDC 
Guideline for Disinfection and Sterilization in 
Healthcare Facilities 2008, and AORN 2015 
Recommended Practices for Sterllizatlon in the 
Perioperative Setting as references. 

During an interview on 10/08115 at 2:23 PM, the 
Director of Operations stated she received 
training on sterilization of instruments from the 
Administrator. She stated she did not perform 
disinfection of instruments. The Director of 
Operations stated the Administrator disinfected 
the instruments, dried them, and then wrapped 
them in preparation for sterilization. She stated 
after the instruments were wrapped she was 
responsible for placing them in the autoclave and 
assuring the sterilization process was completed. 
The Director of Operations stated there were 
times when she did not complete the sterilization 
for all wrapped instruments, and she would leave 
the wrapped instrument packs in a plastic bucket 
on a shelf, to be completed on Monday, 72 hours 
after disinfection and wrapping began. 

The CDC Guideline for Disinfection and 
Sterilization in Healthcare Facilities 2008, stated 
"Once Items are cleaned, dried, and inspected, 
those requiring sterilization must be wrapped or 
placed in rigid containers and should be arranged 
In instrument trays/baskets according to the 
guiqelines provided by the AAMI and other 
professional organizations. Packaging of 
instruments for sterilization should be sufficiently 
strong to resist punctures and tears to provide a 
barrier to microorganisms and moisture." 

By leaving the wrapped packages on a shelf, for 
72 hours or more, prior to placement In the 
autoclave and finishing the sterilization process, 

FORM CMS-2567(02-r19) Previous Versfons Obsolelo t;vent ID: HCU912 FaciUtyiD; 13COOOi035 If contmuatlon sheet Page 6 of 20 



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

STATEMENT OFDEFICilENCIES 
ANDPlANOFCORRECTJON 

(i{j) PR\)\IlDER/SuPPlll"!llCLIA 
IOEJ'ITIFIDATlC»> NUMBER: 

13COD01035 
NAI\Iil OF PROViOER OR $UFFL!ER 

IDAHO SURG!OENTER NORTH 

iX')ID 
PR.EFIX 

ll\G 

SUMMAflV $TATEMENT OF OEFIDIENCJES . 
(Ei\1JH DEF!Ciel>IPY MUST BE !'REC!!.OEO BY fUll 

Rl!GUlATORY OR LSC IDENT!l'YJNG INFORMATION) 

{Q 241} continued From page e 
tna ASC was placing tha wrappatl packages at 
risk for contamination or compromise by 
microorganisms and riskl!lg the Integrity of the 
surgical Instruments Inside the package. 

When asked if the s!e~llzation was performed 
and complt;lled immediately after wr,tpping Ule 
Instruments, lhe Adminlslr!i!lllr stated "No." She 
staled at times the wrappe(llnslrurn.,nts wem 
left, in a plastic bin on a shelf In (he. reprocessing 
room, until the following Monday. The 

I' Adminisl~tor cqnnrroed lha process of 
. disinfeal!on and sterlllzatll;>n beiJan on Frld<l}', 
after all scheduled procedUres were completed, 
and not flnlshed until Monday, 72 hours later. 

When asked on 10/13/15 <II 11:0() AM, how !he 
·Governing Body monitored the ASC t<;J ensure 
correction oflhe previously Identified deficient 
practices I he Administrator, a member of the 
Governing Body, stated there was no monllorlllg 
ror the Implementation of the new prm;:esses or 
policies. 

The Governiog BodY tailed Ill ensure the Greq!ble 
AHegaUon pf Gpmpltance/P.tqn of C.orreclion Wils 
comprehensively monitored necessary lo ensure 
reg!llatory compnance was \':lChievad. 

b'. DUling the ASC's 8/21/15 recertification 
survey, tneASG was cl!ed atQ241 forlheASC's 
failure to en~ure faunal)' was h;mdled in a 
manner consistent with nationally reoogni;::ed 
standards of practice. The ASC's laundry; 
ii:icludlng scrubs, linens, patient gowns, mop 
nead~. utility towels, and.ourse's caps were 
laum!erecl by an Elmployee at the e>mployee's 
horne. 
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{Q 241} Continued From page 9 {Q 241} 
The ASC's Credible Allegation of 
CompliancoiPia.n of Correction for 0241, slated 
"On 6-.2:1-16 at the Special Governing flody 
mooting, II was decided !hat going forward we will 
contract with a healthcare accredited laundry 
service for laundering of patient linens and staff 
scrub wear In accordance wilh tl1e 2015 AORN 
Guidelines for Perioperalive Practice. 
[Administrator's namejlook bids from two 
different places and secured a contract with 
[laundry .service's name and locatlonj on 9-16-11). 
All ASC staff wHI be required to wear this scrub 
wear ... The agreement )sIn place, but due to the 
nature of the Inventory we require, lhe first 
delivery will not take place L!n!ll 10-12-15. 
Thereafter, the pickup and delivery day wm be 
eve!)' other Monday lo keep :;oiled laundl)' from 
sitting for long periods of time. The laundry to be 
picked up will not be stored at theASC, but on the 
clinic side In an area designated for storage of 
Blohazqrdous waste. These changes were made 
to our Infection Control Manual..." 

I 

A poHcy, "Laundry'' dated 2015, stated I 
"Laundering of scru{ls, linens, and patient gowns 
Is done by a healthoare accredited laundl)' 
service. Recommended practices for surgical 
attire wom within lila semi-restricted and 
resttictoo areas of the surgical environment will 
be followed. All surgical scrubs, linens, and 
patient gowns will be laundered using approved 
laundry guidelines by an approved I<Jundry 
service." 

A lour of theASG was conducted on 10/08/15 
h!lginning al2:20 PM, with the Director of 
Operations. When asked about laundry services, 
she stated a contract was signed with a laundry 
service but did not start unlll10116/16. The 
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Director of Operations was lhen asked how 
laundJY was stored until the contract service 
slarled, and she stalad she was continuif19 to 
take the soUed laundry lo her residence and 
washing It there. When asked alloui contacting 
the laundry service regarding Interim earvlces she 
slated she did not <;lOniact them an.d tbe 
Administrator was responsible for all contracts 
with the ASe. The Direotoru(Operatlons stated 
she kept a fog of the laundry she.had washed In 
her residence, Areques!was made to review the 
log. 

'fhe latmdry log documented 20 leads of ASG 
laundry were done at the Director of Operations 
reslderice between 6/21115 and 10103115. The 
log Included ctocvmenl<'ltion Qf the date, contents 
of laundry, detergent/bleach, starttlme, flnlsh 
time, and initials. Laundry, which was washed at 
the Director of Operations residence, InclUded 
blanket~, patient gowns, sheets, pillowcases, 
scrub l()ps and pants, .cleaning cloths, and mop 
pads. 

When asked about the laundl)' service's, on . 
10/09/15 at8:211 AM; the.A<lriJinlstralof st;>!ed thl') 
.Director of Operations was resj)onsibla for 
eecuring a contract wilh a raundl)' service. She 
sla~d "I know it's suppoaed to start around tl1e 
16th of October." When the Administrator was 
informed the Director of Operations continued to 
lake solied laundry to her home fur washing, she 
stated she was no! aware of this situation. 

A copy of l!le contraot.for la\llldry service was 
req~esfect The contract agreement included tlie 
date ·for the first lnstellrharit of linens, 1.9/12/15, 
The contraCt listed tlieAdmlnfslrator qf the ASC I 
as tne I;Cinmc.! person. Additionally, the contract 
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{Q 241) Continued From page 11 
agreement was signed by the Administrator on 
9114/15. 

When asked on 10l13115at 11:00AM, how the 
Governing Body monitored the ASC to ensure 
correction of the previously identified deficient 
pracllces the Administrator, a member of the 
Governing Body, stated there was no monitoring 
for the implementation of the new processes or 
policies. 

The Governing Body failed to ensure the Credible 
Allegation of Compliance/Plan of Correction was 
comprehensively monitored necessaty to ensure 
regulatoty compliance was achieved. 

2. A policy, "Pest Control" dated 2015, stated "A 
pest-control specialist with appropriate 
credentials will be contracted to provide regulat· 
pest control services that meets the needs of 
Idaho SurgiCenter North .and uses approved 
chemicals and/or physical methods of pest 
control.'1 

Cin 10109/15 beginning at 8:25AM, the ASC's 
reprocessing area, located in a room connected 
to the procedure area, was observed. A bottle of 
bug spray was observed in an open cabinet in the 
room. The Administrator, who was present 
during the observation, was asked about the bug 
spray. She state(! the bottle was not supposed to 
be stored in the ASC. The Administrator removed 
the bottle of bug spray from the reprocessing 
room immediately. 

The Governing Body failed to ensure their policy 
was followed by staff for pest control and 
Infection Control in the ASC. 
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{Q 242) 416.51(b) INFECTION CONTROL PROGRAM 

TheASG must maintain an ongoing program 
designed to prevent, control, ahd investigate 
infections and communicable diseases. In 
addition, the Infection control and prevent 
program must inc.Jude documentation that the 
ASC has considered, selected, and implemented 
nationally recognized infection··control guidelines. 

This STANDARD is not metaseVideilc<)d by: 
Based on staff intervieW, policy review and 
review ol infection control documentation and 
employe<') ihservice/education documents, it was 
determined lheASC failed to ensure that an 
ongoing Infection control program was sufficiently 
implemented and monitored to ensure the health 
.and safety of all patients receiving care in the 
ASC. The ASC's infection control program 4id 
not provide evidence that it thoroughly prevented, 
coil!r<JIIed or Investigated possible infections and 
communicable diseases. These failed practices 
had the potential to hegatiVt>IY impact patient 
nealth and safety, tesuliing ip pr;ilient infection 
due to poor Infection control pracllces. Findings 
include: 

1, During tile ASC's 8!21/11i r~certificatlon 
survey, the ASC was cited at Q242. The ASC 
submitted a Crectible Allegatipn of 
CompllanceiPian of Correction, dated 9/17/15, 
which alleged compliance. 

H()We\ler, a follow up survey was oi:lrlducted from 
10/08/15 to 10/13/15, At tha\lime, tljeApC's 
Credible Allegalionpl Compliance/Plan of 
cqrrecticm was not comprel)enslvely monitored to 
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{Q 242} Continued From page 13 
ensure compliance was achieved and sustained, 
as follows: 

a, During theASC's 8121115 recertification 
survey, the ASC was cited at Q242 for !he ASC's 
failure to ensure surveillance activiUes include 
ongoing monitoring of patients, visitors, end staff, 
as well as the analysis of data to detect changes 
or infection trends. 

During an interview, wilh the Infection Control 
Officer on 8/21/15 at 12:00 PM, she staled 
surveillance activities Included hand washing 
monitoring. However, she staled the last 
monitonng occurred In October, 2014. 

The ASC's Credible Allegation of 
Compliance/Plan of Correojion for Q242, staled 
"On 9"11"15 a Special Governing Body Meeting 
was held and [staffs name], RN, our Infection 
Control Officer was presE>n!. The Governing Body 
stated that respotjslbilily for Infection Control 
takes ri)Ore time than (namoil] was currently 
dedicating to lt. She agreed and committed to 
more effort which will require more time than 
15%. She will dedicate 25% of her time a! the 
ASC to monitoring activities that will include 
surveillance of staff and patients in regard to 
current trends in Infection Control. The job 
description in lhll Personnel Manual for Infection 
Control Officer lists the things that she will make 
part of her accounting In perfermance of her 
responsibility. They are: 
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.{Q 242} ConliJiued From page 14 {Q 242) 
oosopomlal Jnf<lcllons, gel1eratll)g report~< al]l:! 
pre$entlng them to the medloal ditoctor; 
Monitors the execution of preventive meru;ures 
and provides guidance to staff; 
Prepares quarterly statistical infonnafion for 
prnsentatlons In QAPI meetings as requested; 
Monitors and manages staff exposure inei<:fents 
and Infectious mnesses; and 
lmplelnenl necessary poliCies and procedures for 
i~ction !Xlnflof consi\lterit with n.Uional 
standards an\! guidelines. • 

TheASC's Oredlble f\llegatlon of 
GomplianceiPian of.Correctien for Q242 alse 
staled the Infection G9ntrol Officer would be 
" ... accountable to the Governing Body going 
forward and will take a more active role In this 
aspect of operations of Idaho Surg!Center North." 

A. policy, "EdUc;illon" df!led 2016, stated "TIJe 
educational programs.aUdaho Sur!]!Cenler North 
wllllntltlde, but not ba limited to !hi> followln!;l 
annually ... " Addlllonally, the policy stated, 
"E'mplay~es will rec.,ive new hire training within 
30 days of him ... Rafre~her training will !Je 
provided at least armua)ty." The policy did not 
Include the changea outlined In the Credible 
Allegation of ComplianceiPlan of Correcfion, 
which included quarterly and ongoing !reining of 
staff for Infection Control Issues. 

The Infection Control Officer Wal? in1<>1Viawed on 
10109/16 at 11:00 AM. When as.k<ld about the 
development of the ASC's infection control 
policies and procedures, to ensure they ware 
consistent with n;:lQonal sl<\nctar<!s al)d guldelin;)&, 
fue Infection Control OffJGer was uncertllln which 
spac!lic national guideilnoo the ASC followed. 
She stated she thought the.ASC utulzod 
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{Q 242} Continued From page 15 
standards from more than one national infection 
control organization, such as AORN and/or the 
CDC, but she was unable to provide clarification. 

When asked about staff training and monitoring 
to ensure tha ASC's Infection control poUcies and 
procedures were being implemented, the 
Infection Control Officer stated she had not 
provided infection control training for ASC staff 
since theASC's 8/21115 recertification survey. 
She stated the only infection control related 
training provided to the ASC staff, since the 
recertification sUJvey of 8/21/15 was Instrument 
sterilization training, by the Administrator. 
However, the Infection Control Ofllcer confirmed 
that only 2-3 staff members were actively involved 
with the Instrument sterilization process. This 
training did not pertain to all ASC staff. 

The Administrator was lnterviewedon 10109/15, 
1l)eglnning at 8:30AM, and on 10/13/15, beginning 
at 11:00 AM. She stated she hed provided an 
employee inservice related to instrument 
sterlllzalion on 9111/15, but conlirmed th.ere are 
only 2·3 IndiViduals who are responsible for 
sterilizing Instruments at the ASC. She agreed 
the training provided did'not pertain to aD 
employees. The Administrator also conf!fl!led the 
Infection Control Officer had not provided any 
infection controilralning to employees or patients 
of tihe ASC since the recertification survey on 
8121/15. 

Tha ASC's staff lnservlca manual was reviewed 
on 10/0S/15. The manual included a section for 
aach employee which documented evldance of 
inservicesleducation employees recel\led. 
Allhougl1 there was evidence aach employee j 
received training about instrument starllizallon on 
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(Q 242} continued From page 16' {Q 242} 
9/H/15, there was no documentation the 
Infection Control Officer previdec! infection control 
education since the 8121/15 recertification survey. 

When asked oJ!i0/1311£ at11:0U AM, how the 
Governing Body monitored lheASC to ensure 
c.orrecllon of the previOl!S!y Identified de!Jcienl 
pracllces the Administrator, a member of the 
Governing Bot;ly, -stated there was n.:> monitoring 
lor the Implementation o! Ilia new prbcesses or 
pqllcl<Js. 

The Govemlng Body failed to ensure !lle Credible 
Allegation o! GompliancefPian of Correclion was 
corriprellensively monitored necessary to ensure 
regulatory oornpHance was achieved. 

l;i. Durtnglho ASC:S 8121115 recenlllcatlon 
'survey, tile ASC was citEicl at Q242 for !lle ASC's 
faHure to ensure 48 hour post surgical 
assessment occurred in accordance wlth the 
Asc's policy. 

The ASC~s CtedlbleA.I!e'{Jat!on ef 
Cori\pJianca/PI<ln 0f (')orrectloil for Q242, ~tat~d · 
"When the Govamffig llody met pn 09-11-15, they 
chanj:Jad the policy that slates that patient$ would 
be seen w!lhin 48 hours attet surgery for 
assessment to maloh our praclioe of calling the 
patient wi\llln 24 hours of their surgical 
procedure. Patients have the after-hours phone 
number at their d'JSPosal !<:>call if any problems 
should arise; it rings directly to [physician's 
name's]phone. The next lime pallents are 
evaluatoo i.s In the offtce the week after surgery 
·on eltl)er aWednesday or a Thursday for 
dressing changes, Md they <lfB seen by 
[phys!clarl's name], The 2nd post op visit is 12-13 
days after surgery at the lime that sutures are 
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{Q 242) Continued From page 17 
removed. This schedule of ~lslts Is working and 
is a good way for us to monitor the progress and 
potential for problems with surgery patients. II is 
the best way that oor staff has of providing care 
for pa!ients and ensuring that their recovery Is on 
track. This was changed In !he Nureing Manual 
by [Administralm's name! on 9-15-15." 

On 10109115 at 11:00 AM. the Infection Control 
Oflloor was asked about processes and practices 
related to the detection and prevention of 
lnfscllon. The Infection Control Officer stated the 
ASC had not had a post-oparative Infection in the 
!asl5 years. However, she confirmed the only 
methods of infection Identification and detection 
the ASC utilized were through staff making 24 
hour, post-operative calls to patients, patient 
follow-up visits and patient surveys. She 
confirmed there was no process for moniloring 
patients for possible pos~o~J<~rativo infections 
wllo may have chosen to follow up wilh another 
healthcare provider, or wllo may have presented 
to the ED of the toea! hospital with <:omplications, 
The Infection Control Officer stated any 
complications were discussed during staff 
meetings, However, she confirmed there was no 
formal process in place to ensure all information 
related to lnfecijon control monitoring was 
effectively communicated to her .. When asked if 
the ASC tracked the use of post-operaUve 
antibiotics and Investigated to determine the 
reason the anlibiolicsware prescribed, the 
Infection Control Offi~-er stated they did not track 
the use of posl-operaUve anlibfo!ics. 

TheASC'sAdminlstrator was !nte111Jewed on 
10/09/15 beginning at 8:30AM and on 10113/15, 
beginning at 11:00 AM. When asked how 
patients ;;ra followed post-opE!rl!tively for possible 
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{Q 242) Continued From page 18 
lnfeQ!lon, ~*"'stated patients are monitored 
through phone <::aUs, follow"up visits and the 
patient survey. 

The "Post•Operatlve Patient Quastlonnalre,'' the 
document referred to as the patient survey, was 
reviewed. The document included questions 
which the patients could respond with a "yes or 
no." Examples !naluded, but .were not limited to, 
'Was your surgery s.cnoouled at a lime 
convenient for'you? ... Walllhe Walling time Wltfiin 
acc:eptal:lle llmfis?,.. Were the nurses pi()Man~ 
helpful and efficient?" Additionally, the document 
Included an area for patients to make cqmmellt$ 
or suggestions. The form did not include signs or 
symptoms of hifectlon, or quel!tlons regarding 
possible infection. 

ThaASC's Administrator was inte!Viewed on 
10/09/15 beginning at 6:30 AM, and oli 10!13115 
beginning at 11:00 AM. the Administrator was 
unab!<; to verify whether pi\tlents were educate<;! 
regard"m9 the signs and symf)lom$ of Infection, 
and she did not believe the patient survey 
Included the signs f1tld symptoms oflnfection ... 
She staled in lieu ()f conlacting the physician or 
lhe ASC, many p.atl!lnls often phoned or 
presented to the local ED if they experienced 
post"opern!lve oomplica!lo(IS. The Administrator 
confirmed the ASC had not implemented a 
process to track possible pos~operatlve 
infe>;:tions lf/wl)en patients foUowed up with an ED · 
or anoth!)r medical provider. She was unable to 
provide any evidence ofa formal process to 
ensure post-surgicallnfijq\kln Jilf.ormaHonldata 
was ¢!reot1Vely oomm\l~ic~;~ted to the Infection 
Conlrpl Officer. The Gov!lfning Body was not 
proViding oversight !lnd mollltoring to an~~re 
postcoper<jliV!l infection lnformaHon was provided 
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{Q 242} Continued From page 19 
to the Infection Control Officer. 

The ASC Physician was Interviewed by telephone 
on 10109/1 !\ beginning at 8:30 AM. He stated 
post-operative Infections were Infrequent and 
occurred "maybe once a year." He verified the 
methods for detecting possible post-operative 
infections ware as the Infection Control Officer 
stated: post-{1peratlve phone calls, follow up visits 
and patient SUMJYS .. When asked aboutlhe use 
of post,operative antibiotics, he said he frequently 
prescribed antibiotics for comorbld conditions (a 
condillon that occurs simultaneously In a patient) 
such as a productiVe cough or other medical 
compllcalions requiring the use of antibiotics. 
The use of antibiotics wa:;; not monitored or 
tr~cked In the ASC. 

on 10/09/15at 11:00 AM, when asked about 
other surveillance activities related to the 

' detection and prevention of Infection, the Infection 
Control Officer was unable to provide evidence of 
surveillance activmes which were conducted 
since the recertification survey on 8/21/15. 

When asked on 10/13115 at 11:00 AM. how the 
Governing Body monitored the ASC to ensure 
correction of the previously identified deficient 
practices the Administrator, a member oflhe 
Governing Body, stated there was no monitoring. 

The Governing Body failed to ensure the Credible 
Allegation of Compliance/Plan of Correction was 
cQmprehensively monitored necessary to ensure 
regulatol)l ccmpll<mce was achieved. 

c. During the ASC's 8/21115 recertification 
survey, theASCwas cited a! Q242 fortheASC's 
failure to ensure !il1 annu<Jf review and revision of i 
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{Q 242} Continued from page 20 {Q 242} 
Infection control policies and procedures occurred 
in accordl;lnce wilh the ASC's policy. 

The ASC'f3 Ctediblelll!egatlon of 
Compliance/Plan of CorrecHoh for q242, staled 
"The Gowrning Bo~y granted the ln!eclion 
Control OffJCer, !Infection Control Officer's name] 
RN, the opportunity for more edu.oatlon for this 
resP.onslbility, As a QAPI committee wem~er, 
sh~J will be given time at each quarterly meeyng 

• to address conce111s and inform staff of tren~ 

1
: and will be expected to contribu!eJo study and 
benchmarking acUvi!les ~ proViding data 
collaatlon for evaluation. She will be accountable 
to the Governing Body going fmward, assessing 
the program under her dire<;iion and WID tal<e a ! 
mors active role In this aspect of operations at 
Idaho Surgicenter North. To Jhis point. and since , 
the survey conducted on 08-21-·15. she has taken· 
an active rot& In Infection Control Policy updates 
and CQWIQ<3S clemonstrating that she Is capable 
of managing Infection Control at the facility. She 
was intervieWed as Pllfl of a performance 
a1f<lluallon ~the [Administrator's name], 
Administrator, as a member of the Governing 
Body al"ld commUted to more ooncen!rate.d efforts 
on 09•11C16. Tills performance ra\liew is found In 
[lnfecllon Control Officer's name! personnel flle. 
Follow up to ltlls !lvaluation wiU tak!'l p!ape WUhln 
3 montns by way of a performance revieW 
condut.lled py [Adminlst(ator's namet 
Administrator, no !alerthan December11, 2015. 
This evalUation will be presented to the 
Govern log Body for reView after compleUon." 

TheASC's Administrator was intaNlewed on 
10100/15 begionlng at a:ao AM, a!ld on.10/13/15 
beginning at :11 :O(l AM. Tbe Governing Body and 
tha Govar!'ll!\g 130dy"s overslghtofth~AS(;'s 
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{Q 242} Continued From page 21 {Q 242} 
lnfecllon control program was dlooussecl. She 
stated the ASC's Governing Body was comprised 
of herself, the Physician Owner/Operator and the 
Director of Operaflons. She was unable to 
provide any evidence of formal monitoring or 
oversight of the infection control program, or the 
activities of the lnfuclion Control Officer. The 
Governing BodY was not effectively monitoring I 
the Infection Control Officer to ensure sufficient 
lnformatlon wasj)arhered on which to base her 
12/11115 evaluation. 

The Govemin9 Body failed to ensure the credible 
AllegaUoo of Compliance/Plan of Correction was 
comprehensively monitored necessary to ensure 
regulatory compliance was achieved. 

{Q 243J 416.51(b)(1l INFECTION coNTROL PRoGRAM ro 243} Re~<"'·- --(:e ~. . :nx:, 
• DIRECTION '-"' 

The program is-
Under the direction of a designated and 

qualified professional who has training in Infection 
control. 

This STANDARD Is not met as evidenced by: 
Based on personnel record review and steff 

lntmview, it was determined the ASC failed to 
ensure the infection control program functioned 
underthe dlr<tctlon of a qualified professional who 
had training In the principles and methodS related 
to infection control. This prevented the ASC from 
utilizing the knowledge base of a trained 
professional to develop, Implement and monitor 
an effective infection control program. This failed 
practice had the potential to negatively li'npact 
facility staff and all patients who reoolved care at 
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{Q 243} Gonlinuiltl From page 22 
lhe ASG. Findings Include: 

1. bu~n(l !lie ASC's 8121115 recertillcat!on 
survey, lh~;ASO was oiled at 0243. TheASC 
submi!led a Credible Allegation of 
Compliance/Plan of Correction, dated.9/17115, 
which aHege~ compliance. 

However, a follow up sutveywas conduatad !rem 
10/0B/1 f5 to 10/13115. At tllatllme, theASC's · 
Credlbl!a AUegallon of CompllqnC\'1/Piail of 
Co(racljon was not comprehensively monltore.d to 
ensure compliance was ::lchieved and ~ustalned, 
as follows: 

a. OurifiQ the J\l?C's 812111!$ recertification 
survey, theASCwasclied at Q243 fortheASO's 
failure to ensure the ASC functioned under a. 
qualified professional, who had training in the 
principle$ and methodology rolated to infection 
control. 

TheASG~s Credllile Allegation or . 
compliance/Plan of Correction for Q24S, stated 
"On 11" 11-15 a Spacial Governing f!ogy !VIeet!ng 
was held and [itaffs name], RN, our Infection 
Control Officer Wlls present. The Governing Body 
stated that responsibility for Infection COn!rol 
lakes more time !han [name] was currently 
dedicalillg to II. She agreed 1:100 committed to 
more effort which will require more !!me than 
15%. She will dedicate 25% of her time at !he 
ASC to monitoring aGiivitles that will include 
su!Velllanoo of staff and patients in regard to 
current trends in Infection Con!tol. The 
Governing Body areo grenlo;>d the lnlei::!ion 
Coolr.ol Officer the opportunity for more 
e:ducaUon, with compensat.ion for travel, etc. Ms. 
{Namells currently researching educational 
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{Q 243) Continued From !lage23 
opportunities !hat will make her the expert on 
lnfecUon Control at Idaho SurgiCenter North .... " 

The job deocrl!ltlon in the Per;;onnel Manual for 
lnfec~on Control Officer listed lh<'l responsibilities 
which were included in accounting for 
performance accountability. They were as 
fullows: 

"Conducts staff training to ensure constant 
implementation of Infection Control practices; 
Conducts surveillance for detecting the infection 
source lor the purpose of prevention; 
FoUows and Investigates the lnaldents of 
nosocomial Infections. generating repor!Q and 
presenting them to the medical director; 
Monitors the execution of preventive measures 
and provides guidance to staff; 
Prepares quarterly slaUoocal information for 
presenlalloM In QAPI meetings as requested; 
Monitors and manages staff exposure incidents 
and Infectious lllnesl;es; and 
Implement necessary policies and procedures for 
lnfclCiion control consistent witt\ national 
standard$ an<;! guidelines." 

The Infection Control Officer was lnteTViewed on 
10109/15 at 11:00.AM. When asked about the 
development, of the ASGs infeclioo control 
policies and procedures to ens\lre !lley were 
consistent with national standards and guidelines, 
the Infection Control Officer was uncertain Which 
specific national guidelines theASC followed 
regarding the development of infection control 
policies and procedures. She stated we thought 
the ASG utilized standards from more than one 
natlonallnfuctlon control organization, such as 
AORN and/or the CDC, but she was unable Ia 
provide clarlllcatton. 

Even\ ID:HQUij12 
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WI\ en a$ ked about staff tr~;~lnlng and monitoring 
to l1nBuro the ASC's infection control poticles and 
procedures were bein~ Implemented, the 
Infection Control Officer staled she had not 
provided infection conlrol training for ASC staff 
~lnce theASC's 8121/15 recertification survey. 
$he stated !be -only Infection control re!alao 
(f:aining provided to the ASC staff, since the 
recertification survey of 8121115, was iriS!rument 
sterillza!ioil !raining, provided by tile AS.C's 
Ad!lllnlstrator. However, the Infection Control 
Officer confirmed only 2-3 staff members were 
actively fnvolved w!lh the instrument stermzation 
propess. rhls tmlning did not pertain to all ASC 
staff or patients rec11Mng care In the ASC. 

Tll<~lnfe<:lion control Officerwas asked about 
processes and practiQes related to the def.ection 
and prevention of infection. She stated the ASC 
had not had a post-operatrvo infection in !he last 
5 yea!"$ she was employed: Howeiler. l>he 
conflnned the only methods of iofeotioil 
ldentificalion -and detection theASC utilized were 
through staff maldr!g 24 hour, post-DPQN;ti!VIl calls 
to patients, patient follow-up visits and patient 
surveys. She s!aled there was JJC)I a prilQess for 
monitoring patients for possible post-operative 
lnfeoUons who may have chosen to follow up with 
another heallhcare provider, or who may have 
presented to the ED of the local hospital with 
complications. 

Wheri asked if the ASC !racked the usa of 
post-oparelive atitlbiolics and Jnvestlgii16!l to. 
detennine the rea$on the antibiotics were 
pregctibed, the lofeolion !'::onlrol O(froer st~ted I 
they did !lot track tho' use of post~ operative· 
. ;\lhti~!olics. 
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Additionally, when the Infection Control Officer 
wall asl1ed about other surveHiance actlviUes 
related to tlw detection and prevention of 
lnfecUon, sne was unable to provide evl(jence of 
any surveillance aolivltles which were conducted I 
since the reoerlifloetion survey on 8/21/15. 

Evl<Jence of edUcauon, speclflc to lnfectf(ln 
control and oversight of an Infection control 
program, wns requested from the Infection 
Control Officer during lh.;~ survey. She provided 
the following documents !hat Indicated completion 
of a course, from the website, 
"MEDLINEUNIVERSITY." The courses the 
infection Control Officer completed Included the 
following: 

-Back to Basics: AFrElsh Look at Asepsis, 
completed 9/2012015 

·BacK to Basics: Appropriate Surgical Scrub 
Attire, completed September 20, 2015 

-Blood Borne Pathogens, completed 9/21/2015 

-Breaking Through Hand Hygiene & Skin Care 
Barriers, completed ll/2212015 

The ASC falll?d to ensure lhe Infection Control 
Officer was adequately educated/trained in 
Infection control principles and methodology and 
adf;lquately prepared to direct theASC's Infection 
Control Pr'O!Jram. 

Q 244 416.51(b)(2} INFt:CTlON CONTROL PROGRAM 
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An integral partoflheASG'squalily 

assessment and performance Improvement 
progr"!m · 

This STANDARD is not met as evid~nced by: I 
!lased on interview, review of infection control 
(locum()nlalion, QAPI documents, and A$C . 
!JO!Icles, I! was determined th.e facility failed to 
incorporate infection control Into !he QAPI 
program. This failed proouce had the potential to 
negativelY impoot an patients receiving care. at the 
facUity <!rid interfered with the ASC's abi!Uy to 
ltlentlfy lnlections and improve infection control 
practices, Findings include: 

The National center for Biotechnology 
Information website, accessed 10114{15, (lefined 
quallly indicators as follows: " ... The Qls are 
evidence based and can be used to ldenfify 
variations In the quality of care provid~ on both 
an inpa~ent and oulpatlent basis. ThesE> 
measures are currently organiZed lntofour 
modules: the Prsvantlcin Quality Indicators 
(PQis}, the Inpatient Quality h1dicaltws {!Qls}, the 
P)lJlent Safely lndlca!Drli (PSis), and the Pediatric 
Quality Indicator~ (POls) ... " 

The Oxford Universily Press website, accessed 
10/14/16, slated "Cnnlcal indlc~tors assess 
partlcular heaUh structures, proc!')sses, and 
outcomes. They can be rate- or mean-based, 
providing a quantitative basi$ for qu!llity 
Jmprovemenl, or sentinel, identifying in,Gidents of 
care that !rigger furlher investlgallon. They can 
assess aspects of !M struclur,., j)f!J(;ess, or 
outcOme of health care. Fortl\ermo~.,, indicators 
can b.e gan~>rit measures that are relevanl.for 
most patients or disease-i>pecilic, el!f;ras>ing the 
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Q 244 Continued Frolll page 27 
quality of care for patients with specmc 
diagnoses." 

The "QUALITY ASSESSMENT AND 
PERFORMANCE IMPROVEMENT PROGRAM," 
dated 9109/15, was reviewed, as it related to 
infection control in the ASC. "QAPI 
INDICATORS" were listed on page 20 of the 
document, which included 28 indicators. 
"Infection" was the only documented quality 
indicator, related to Infection control. There was 
no documentation concerning the specific 
Indicators that were developed related to infection 
control in the ASC. The program did not include 
documentation related to measurable Infection 
control data, or how the data was tracked and 
utilized to improve patient care. There was no 
mention of Infection control quality/performance 
indicators that addressed potential high risk or 
problem prone areas. 

The "QI Meeting Minutes," dated 8/21/15, were 
reviewed qurlng the su!Vey. According to the 
meeting minutes, the Administrator and Infection 
Control Officer were in attendance. Infection 
control was mentioned in the meeting minutes 
once, and stated ",_.The Infection Control Manual 
was re-evaluated this week by [Name], our 
Infection Control Officer." 

The ASC's Administrator was inteiVlewed on 
10109/16, beginning at 8:30AM, and on 10/13116, 
beginning at 11:00 AM. The Administrator stated 
she was the individval overseeing theASC's 
QAPI program. When asked how the ASC's 
Infection Control Program was monitored through 
the QAPI program, she stated there were quality 
Indicators related to infection control included ln 
the Quality Program. She. stated the quality 
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Q 244 Conlfh\fed From page 28 
indioatore were discussed In the .quarterly quality 
meetings. 'fheAdmlnistratorwas unable to relay 
speclfio information incluqed in the Qua6ly 
Program, about the infectlon control quality 
lndicator(s.) Sh!l was unable to dlsctl~.s Infection 
control data, including how the data was tr:;lcked 
and analyzed, through the Quality Proglli!m. 
Additionally, the Administrator was !Jnab!e to 
explalr) how !he infeatian control dati\ was u~ to 
improve the c;uality of patient care in !he ASC. 
The Administrator confirmed that while the 
Infection control program had been mentloned fn 
lhe OAPI Program, measurement.of data and 
quality indicatOrs relat(;Q to lnfaofl<:ln oontrol were 
not included. 

The infecllon contml program w.as not 1 
incorporated into the Al;!G's QAPI program, 
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ISCNORTH 2567 RESPONSE 

Q 040 GOVERNANCE 

1 

• Plan of Correction for deficiency: Governing Body (GB) hired an individual whose primary 

function would be to serve as Infection Control Officer (ICO) and maintain an acceptable 

Infection Control Program (ICP). ISCN will pay for training for the !CO; she will receive specific 

and adequate training for her responsibility of direction of the ICP. Surveillance and monitoring 

of the ICP will be conducted by the GB by performing Infection Risk Assessment annually. GB has 

approved changes to Infection and QAPI Policy Manual. GB will perform monitoring activities in 

regard to the performance of the ICO, in annual performance reviews. Results of these 

performance evaluations will be found in her personnel file. 

• Procedure for implementing an acceptable PoC for deficiency: ISCN hired an I CO, Erica Klein, 

RN. She will be directed by GB in her performance of monitoring activities at the facility. She will 

serve on GB and QAPI Committee in order to make IC and its activities an integral part of QAPI, 

with reporting and accountability made quarterly to the GB. At the Special GB Meeting to be 

held on 10-29-15, GB will conduct Infection Risk Assessment; this assessment ofthe ICP will be 

performed annually by the GB. The ICO will be evaluated annually by the GB in performance 

evaluations. The entire ICP will be evaluated quarterly by GB and changes will be made to the 

program and its activities as required. QAPl manual was updated by the GB on 10-25-15 to 

include responsibilities for Infection Control Officer and new Organizational Chart; Infection 

Manual was updated on 10-25-15 to include changes to sanitary environment and sterilization 

processes. The GB has considered a goal to pay for Board Certification for the ICO. This goal is to 

be discussed at upcoming GB meetings and will be decided based on cost and regulatory 

requirements. 

• Monitoring and Tracking procedures to ensure plan's effectiveness and continued compliance: 

GB will query (by phone or in writing) the !CO prior to the quarterly meeting in regard to current 

progress activities. At the quarterly meeting, she will be required to show progress reports 

containing evidence of data collection and be able to explain the reasons and conclusions for 

tracking of specific sets of data; the GB will assess the reports and presentation of this data 

collection, and make recommendations for improvement of processes that will improve patient 

outcomes and prevent infection. QAPI coordinator will support the ICP and its officer by 

completing records and preparing the data for reporting; aid in setting goals for outcomes and 

processes; and attaining thresholds for optimal performance by comparing outcomes with 

national comparative data. Summaries and reports will be reviewed and decisions regarding 

further study and analysis will be made by the GB. These reports and supporting data collection 

will be filed in the QAPI binder for future reference. All proof of evidence and submission of 

information are filed with the GB minutes. 



• QAPI addresses systems improvement to prevent deficiency recurrence: GB and QAPI will 

function collaboratively with the ICP and officer as she monitors dimensions of performance 

relating to infection control. Some of those are incidence, prevalence, and severity of problem

prone areas; safety to patients who receive care at ISCN; compliance by staff as it relates to their 

performance In sanitary environment and safe sterilization practices. IC activities and program 

will be an ongoing part of the QAPI program. QAPI coordinator and the ICO will meet monthly 

for purposes of accountability and to ensure the effectiveness of the program activities in place. 

GB will review these recommendations and make changes that will make the ICP more effective 

in prevention of patient infection. GB will consider changes and add indicators to the Infection 

Prevention Indicator list as necessary. QAPI committee will ensure that appropriate actions are 

taken in response to negative analyses when working toward performance improvement as it 

relates to infection prevention. Upon completion of data collection and analysis, the data will be 

compiled and reported to the GB. Evidence of these activities will be found in and filed with the 

GB minutes. 

• Completion dates for correction of deficiency: 

• 10-24-15: Erica Klein was hired as Infection Control Officer 

• 10-24-15: AORN Ambulatory Infection Course was completed by Dr. Quinton 

• 10-26-15: AORN Ambulatory Infection Course was completed by Erica Klein, RN-ICO 

• 10-25-15: QAPI and Infection manuals were updated 

• 10-29-15: !CO will present data collection for review; future goals for the program; and 

her plan for monitoring and surveillance activities; first monthly meeting for ICO and 

QAPI coordinator; Infection Risk Assessment will be perfonmed by GB for ICP 

• Individual responsible for Implementing the acceptable PoC with signature and title: 

Charlene Conilogue, Admin. 

Q240 

2 

• Plan of Correction for deficiency: Governing Body (GB) made a decision to hire an individual 

whose primary function would be to serve as Infection Control Officer (ICO) and maintain an 

acceptable Infection Control Program (ICP). She will receive specific and adequate training for 

her responsibility; Dr. Quinton also desired to secure training in Infection Control (IC). These 2 

individuals have been trained in IC. The newly hired officer has dedicated her efforts to 

maintaining and structuring the ICP to meet the requirements for surveillance and monitoring as 

is necessary to be an integral part of Quality Assessment and Performance Improvement (QAPI). 

GB has approved policies that will ensure efficacy of the ICP in relation to processing of 

instruments, laundry practices, monitoring of wash water temperature, length of instrument 

soaking in enzymatic solution, and the policy for not maintaining pesticide at Idaho SurgiCenter 

North (ISCN). 



3 

• Procedure for implementing an acceptable PoC for deficiency: ISCN hired an ICO, Erica Klein, 

RN. She will dedicate 80% of her time at the facility to the direction of the ICP, including 

surveillance of staff and patients, analysis of infection trends, and monitoring activities that will 

be integral to the QAPI Program. She will serve on GB and QAPI Committee in order to make IC 

and its activities an integral part of QAPI, with reporting and accountability made quarterly to 

the GB. At the Special GB Meeting to be held on 10·29-15, she will present data collection for 

patient infection surveillance for the year 2014-present for review; and will present for 

approval, the surveillance plan for hand hygiene, safe injection practices, and monitoring 

methods for instrument processing that she has put in place for the upcoming quarter. She will 

create forms for surveillance that include Implant Follow Up; Post-Operative Surveillance by 

Surgeon; and 30-Day Phone Call Follow Up for Pt Complications (to be completed by ICO). We 

will not be mailing surveys for purposes of collecting patient information as it is the least 

effective way to gather this data. She will provide infection control training for the facility staff 

on 10·30-15 on environmental cleaning. This training will serve as our quarterly staff training 

and is relevant for all staff. She will also provide refresher training for the staff annually; and 

maintain at least quarterly education for her own responsibility. She will use data collection 

tools to monitor sanitary environment to ensure a functional and sanitary environment for 

patients and staff as she participates on QAPI, as well as conduct surveillance and monitoring for 

staff and patients relating to preventing and controlling infections and communicable disease. 

She has obtained Infection prevention training in the principles and methods necessary to direct 

the ICP (see dates below). QAPI manual was updated on 10-25-15 to include responsibilities for 

Infection Control Officer, She and Dr. Quinton are registered for the APIC Infection Prevention 

Academy to be held April17-24, 2016 in San Diego. The GB has considered a future goal to 

secure Board Certification for the ICO. This goal is to be discussed at upcoming GB meetings and 

will be decided based on cost and regulatory requirements. 

• Monitoring and Tracking procedures to ensure plan's effectiveness and continued compliance: 

The ICO will be given time at each quarterly GB meeting to address concerns and receive 

direction. GB will query (by phone or in writing) the ICO prior to the quarterly meeting in regard 

to current activities. At the quarterly meeting, she will be required to show progress reports 

containing evidence of data collection and be able to explain the reasons and conclusions for 

tracking of specific sets of data. QAPI coordinator will support the ICP and Its officer by 

recording and preparing the data for reporting, aid in setting goals and thresholds for 

attainment, and making recommendations for improvement, Summaries and reports will be 

reviewed and decisions regarding further study and analysis will be made by the GB. These 

reports and supporting data collection will be filed in the QAPI binder for future reference. All 

proof of evidence and submission of information will be found In and filed with the GB minutes. 

• QAPI addresses systems improvementto prevent deficiency recurrence: QAPI will function 

collaboratively with the ICP and officer as she monitors dimensions of performance relating to 

infection control. Some of those are incidence, prevalence, and severity of problem-prone areas; 



safety to patients who receive care at ISCN; compliance by staff as it relates to their 

performance in sanitary environment and safe sterilization practices. IC activities and program 

will be an ongoing part of the QAPI program. QAPI committee will ensure that appropriate 

actions are taken in response to analyses when working toward performance improvement as it 

relates to infection prevention. Upon completion of data collection and analysis, the data will be 

compiled for reporting to the GB and presented. Evidence of these activities will be found in and 

filed with the GB minutes. 

• Completion dates for correction of deficiency: 

• 10-24-15: Erica Klein was hired as Infection Control Officer on; 

• 10-24-15: AORN Ambulatory Infection Course was completed by Dr. Quinton 

• 10-26-15: AORN Ambulatory Infection Course was completed by Erica Klein, RN-ICO 

• 10-25-15: QAPI manual was updated to Include ICO responsibilities and new 

Organizational Structure diagram 

• 10-29-15: ICO will present data collection for review; future goals for the program; and 

her plan for monitoring and surveillance activities 

• 10·30-15: Quarterly staff training by ICO 

• Individual responsible for implementing the acceptable Poe with signature and title: 

Charlene Conilogue, Admin. 

Q 241 SANITARY ENVIRONMENT 

4 

• Plan of Correction for deficiency: ISCN hired Erica Klein as ICO to direct the ICP and its 

activities. She will provide quarterly staff training that is relevant to staff responsibility as it 

pertains to infection control and sanitary environment. Infection Polley Manual {I PM) has been 

updated to include the missing specific information relating to enzymatic cleaner and water 

temperature. Logs have been created and added to record keeping books that contain tracking 

and accountability of staff for this information. Instrument reprocessing training will be provided 

to staff by the ICO. Laundry policy was updated to reflect changes pertaining to acceptable 

storage, pickup and delivery services. GB approved these policy changes on 10-23-15 and this 

will be noted in the 10-30-15 GB minutes. 

• Procedure for implementing an acceptable Poe for deficiency: Ms. Klein will create and use 

data collection tools such as logs and surveillance forms to monitor dimensions of performance 

relating to sanitary environment to ensure a functional and sanitary environment for patients 

and staff over the next quarter. She will also conduct surveillance and monitoring for staff and 

patients relating to preventing and controlling infections and communicable disease. IPM was 
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updated to include the name of the enzymatic cleaner, maximum temp of wash water, length of 

instrument soaking time in enzymatic solution perthe manufacturer instructions. A log page has 

been added to our Instrument Processing and Sterilization Log Book for recording of this 

information. The product information is included in our policy manual under "Addendums". IPM 

has been updated to include instruction that all packaged materials are to be processed 

immediately after packaging and a log located in the Instrument Processing and Sterilization Log 

Book is to be completed by the operator performing this task. laundry Policy will be changed to 

state that laundry will remain in a bag in a covered receptacle and will remain at the ASC until it 

is picked up by the service. IPM has also been updated to include specific information 

prohibiting use and storage of insecticides at ISCN. These policy changes were reviewed and 

approved by GB on 10-16-15. Staff will be notified of these changes at the next staff training 

meeting on 10-30-15. Charlene Conilogue received 1 credit hour (3 hours) of training "2015 Best 

Practices for Instrument Reprocessing" on 10-22-15. The sources for this training material are: 

AAAHC; AAMI; AORN; CMS; The Joint Commission; and the CDC. She also successfully completed 

the AORN Infection Prevention Course training on 10-25-15. All personnel who have 

responsibility for instrument processing and sterilization will receive training from Charlene 

Conilogue as directed by the ICO. 

• Monitoring and Tracking procedures to ensure plan's effectiveness and continued compliance: 

Proof of the monthly mandatory staff training for infection control will be maintained in 

personnel files. logs and records pertaining to sanitary environment and reprocessing practices 

will serve as tracking and monitoring devices that can be audited and reviewed for accuracy and 

correct practices. These audits and reviews will be part of the QAPI and ICP as tt pertains to 

safety, responsibility, and infection control and the surveillance reporting results will presented 

to GB quarterly. Ms. Klein will present a plan to the GB on 10-30-15 that will demonstrate 

tracking methods created for monitoring staff compliance In regard to safe hand hygiene; safe 

injection practices; and logging information regarding correct practices for instrument 

processing. 

• QAPI addresses systems improvement to prevent deficiency recurrence: QAPI will function 

collaboratively with the ICP monitoring dimensions of performance relating to IC as it relates to 

education and compliance by staff and their performance in sanitary environment and safe 

sterilization practices. All staff will receive training and be required to follow policy for safe 

practices and infection prevention. Surveillance and monitoring performed by the ICO will be 

the methods by which compliance and efficacy of training are evaluated. This information will 

be analyzed and presented to GB at the next regularly scheduled GB Meeting. 

• Completion dates for correction of deficiency: 

• 10-09-15: Correction of instrument processing practice was made to match our policy. 

All items packaged for sterilization will be processed the same day. 



• 10·10·15: logs were created to collect the information for water temp and enzymatic 

parameters mentioned above. 

• 10·11·15: An Infra-red thermometer was purchased for monitoring the wash water 

temperature. 

• 10-15-15: A timer was purchased for monitoring the length of the enzymatic soak for 

instruments. 

• 10-16-15: Governing Body approved Manual changes 

• 10-22-15: Policy Manuals were updated to show changes 

• 10-22-15: Charlene Conilogue was trained on Instrument Reprocessing (SPS Medical) 

• 10-25-15: Charlene Conilogue took AORN Program for Infection Prevention training 

• 10-29-15: Governing Body Meeting 

• 10-30-15: Staff Training by ICO 

• Individual responsible for implementing the acceptable PoC with signature and title: 

Charlene Conilogue, Admin. 

Q 242 INFECTION CONTROL PROGRAM 

6 

• Plan of Correction for deficiency: ISCN hired an individual whose main duty and function will be 

to successfully direct our ICP as its officer. Her goal is to structure the program to include 

ongoing investigative and monitoring activities for tracking infection prevention indicators and 

trends, and providing data analysis for the purpose of preventing patient Infection and 

Improving facility performance In regard to IC. The program will be an integral part of QAPI and 

she will be responsible to report findings and outcomes of surveillance activity and analyses to 

the GB. 

• Procedure for implementing an acceptable PoC for deficiency: The ICO will direct the ICP as a 

member of both GB and QAPI to include ongoing investigative and monitoring activities for 

infection trends and communicable diseases, and analysis of appropriate and relevant data. 

These activities will include monitoring of staff, patients, and visitors of ISCN. The program will 

be an Integral part of QAPI and findings and outcomes of surveillances will be reported to the 

GB. She will understand and agree to perform the responsibilities listed in her job description 

and be evaluated for competency periodically (upon hire, at 30 days, and annually thereafter) by 

Dr. Quinton based on her sustained efforts for direction of this program. He will also be the 

person to complete employee performance evaluations after evaluating her effort and 

management of the Infection Control Program. She will be responsible to initiate training for 

new hires within 30 days of hire, quarterly training for facility staff, and annual refresher 
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training. The training will be comprised of material taken from the pool of sources we use for 

IPM and documentation will be found in employee personnel files and the lnservice Binder. 

QAPI indicators were found to be lacking IC Indicators. Ms Klein has requestedthat we add the 

following list of infection prevention indicators to the I PM: Hand Hygiene in the Pt Setting, use 

of PPE in the Pt Setting; Aseptic Technique; Cleaning and Disinfection of the Environment; 

Isolation Precautions; Instrument Processing and Sterilization; laundry Management; Blood 

Glucose Monitor Surveillance; Post op Follow up for Positive Findings; Safe Injection Practices; 

and Immunization and Exposure Management. These changes were approved by Governing 

Body and added to the QAPI Manual on 10-25-15. Evidence of this action Is found in the 10-30-

15 GB minutes. 

• Monitoring and Tracking procedures to ensure plan's effectiveness and continued compliance: 

Charlene Conilogue and Erica Klein audited the surveillance portion of the IPM using the 

assessment tool found In the NHSN manual. Missing pieces will be presented to the GB on 10-

29-15 and added. Evidence of this approval is found in the GB minutes dated 10-30-15. Charlene 

Conilogue and Erica Klein will use this tool annually to update surveillance policy as necessary. 

Credential Officer (Charlene Conilogue) will maintain personnel files that contain documentation 

of quarterly and annual staff training on IC conducted by the ICO as well as training for her own 

education. Training activities for staff and the ICO will be reported to the GB quarterly. The ICO 

will work together to investigate, gather, analyze, and compile data pertaining to infection 

prevention Indicators for review by the GB quarterly. She will create forms for surveillance that 

include Implant Follow Up; IC Report by Surgeon of Post Op Patient; and 30-Day Phone Call 

Follow Up for Pt Complications done by the ICO. That information will be added to future data 

collection to facilitate effective tracking of infection trends. The Medical Director, who has 

received Infection Prevention Training, will provide competency training and evaluation for the 

ICO based on her sustained efforts to maintain an effective program for the ICP upon hire, at 30 

days, and annually thereafter. These competencies and performance evaluations will be 

documented in the !CO's personnel file. GB and Dr. Quinton will maintain responsibility for the 

implementation and success of the ICP by addressing IC quarterly and supporting the ICO in her 

ongoing responsibility. ISCN will provide funds forthe ICO to secure adequate annual training 

pertaining to her job. 

• QAPI addresses systems Improvement to prevent deficiency recurrence: The !CO is a member 

of the QAPI committee and as such will work with the QAPI coordinator to investigate, gather, 

analyze, and compile data pertaining to infection prevention indicators for review by the GB 

quarterly. This information will be analyzed and plotted in adopted report format by the QAPI 

coordinator in order to establish effective tracking of infection prevention indicators and the 

need for ongoing monitoring of these indicators. That information will be added to future data 

collection to facilitate effective tracking of infection prevention indicators. QAPI coordinator and 

the ICO will meet at least monthly to exchange information, evaluate goals of the ICP, and 

evaluate implemented practices for tracking and surveillance. This information will be presented 



at GB at the regularly scheduled meeting each quarter. Minutes for these monthly meetings will 

be filed in the minute's binder. 

• Completion dates for correction of deficiency: 

• 10-16-15: ISCN hired an individual for the primary purpose of maintaining an Infection 

Control Program 

• 10-25-15: at the ICO's request, infection prevention indicators were added to the IPM 

• 10-26-15: audit of surveillance portion of ICP was conducted by Charlene Conilogue 

• 10-28-15: ICO and QAPI coordinator will build forms appropriate for data collection 

• 10-29-15: ICO will present data collection for study review; set future goals for the 

program; present plan for monitoring and surveillance activities; receive direction from GB 

• 10-30-15: Quarterly staff training by Infection Control Officer 

• Individual responsible for implementing the acceptable Poe with signature and title: 

Charlene Conilogue; Admin 

Q 243 INFECTION CONTROL PROGRAM DIRECTION 

8 

• Plan of Correction for deficiency: ISCN hired an ICO whose main objective will be to 

successfully direct our ICP. She will dedicate 80% of her time at ISCN to the direction the ICP. 

Her goal is to structure the program to include ongoing investigative and monitoring activities 

for tracking infection trends and communicable diseases, and analysis of the data. The program 

will be an integral part ofQAPI and is accountable to report findings and outcomes of 

surveillances to the GB as a member of the QAPI Committee. She will actively direct the ICP, 

being present in the facility to conduct monitoring activities and a visible member of the GB. 

• Procedure for implementing an acceptable Poe for deficiency: 

She has obtained training in the principles and methods necessary to direct the ICP; understands 

the methodology for IC. She completed the AORN Infection Prevention Course on 10-2.6-15 and 

is registered for the APIC Infection Prevention Academy courses to be held April17-24, 2016 in 

San Diego. Both she and Dr. Quinton will attend these courses. ISCN will continue to provide 

opportunities and funding for education for the ICO. The Medical Director who has received the 

same training will provide competency evaluation for the ICO based on her sustained efforts to 

maintain an effective program for the ICP upon hire, at 30 days, and annually thereafter. These 

competencies and performance evaluations will be found in the ICO's personnel file. Laminated 

reminders that explain IC surveillance and explain the role ofthe ICO and have been posted at 

the facility to increase staff awareness and emphasize the priority of the ICP. Staff training on 

Environmental Cleaning will take place this week and other staff IC education will take place 

quarterly. 
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• Monitoring and Tracking procedures to ensure plan's effectiveness and continued compliance: 

Charlene Conilogue and Erica Klein will use the NHSN assessment tool annually to update 

surveillance policy as necessary and make changes that will enhance the efficacy of the ICP. 

Credentials Officer (Charlene Conilogue) will maintain personnel files that contain evidence of 

quarterly and annual staff training on IC conducted by the ICO. Training activities for staff and 

the !CO will be reported to the GB quarterly. The Medical Director, who has received Infection 

Prevention Training, will provide the competency evaluation for the ICO based on her sustained 

efforts to maintain an effective program for IC upon hire, at 30 days, and annually thereafter. 

These competencies and performance evaluations will be documented in the !CO's personnel 

file. ISCN will provide compensation for the ICO to secure adequate annual training pertaining to 

her job. 

• QAPI addresses systems improvement to prevent deficiency recurrence: 

Charlene Conilogue and Erica Klein will use the NHSN assessment tool annually to update 

surveillance policy as necessary and make changes that will enhance the efficacy of the ICP. The 

!CO will work to investigate, gather, analyze, and compile data pertaining to infection prevention 

indicators for review by the GB quarterly. This information will be reported to the QAPI 

coordinator, be analyzed and plotted in adopted study format in order to establish effective 

tracking of infection prevention indicators. That information will be added to future data 

collection to facilitate effective tracking of infection trends discovery of problem areas that 

require ongoing evaluation. GB will maintain responsibility for the implementation and success 

of the ICP by addressing IC quarterly and supporting the ICO in her responsibility. 

• Completion dates for correction of deficiency: 

• 10"23"15: Erica Klein was hired to fill the role of Infection Control Officer 

• 10-26-15: !CO completed the AORN Infection Prevention Course 

• 10-27, 29-15: !CO and QAPI coordinator set goals for the Infection CoAtrol Program; 

these will be presented at GB on 10..30-15 

• 10-29-15: ICO and QAPI coordinator met to compose logs and tracking tools and for the 

surveillance to be conducted during the upcoming quarter 

• 10-29-15: Governing Body Meeting; the !CO presented goals and surveillance plans for 

tracking infection prevention indicators to the GB 

• 10-30-15: Staff training on Infection Control (Environmental Cleaning) 

• Individual responsible for implementing the acceptable PoC with signature and title: 

Charlene Conilogue; Admin. 



Q 244 INFECfiON CONTROL PROGRAM - QAPI 

10 

• Plan of Correction for deficiency: ISCN hired an ICO direct our ICP. She will dedicate 80% of her 

time at ISCN to the direction the iCP. Her goal is to structure the program to include ongoing 

investigative and monitoring activities for tracking infection trends and communicable diseases, 

and analysis of the data. She will be on the QAPI committee and as such, the ICP will be an 

integral part of QAPI. She will actively direct the ICP, being present in the facility to conduct 

monitoring activities and a visible member of the GB. The QAPI coordinator and the ICO will 

work closely together to accomplish the goal of surveillance and monitoring in order to ensure a 

safe environment for patients and staff. 

• Procedure for implementing an acceptable PoC for deficiency: The ICO will be on the QAPI 

committee, thus making the ICP an integral part of QAPI. She will direct the ICP, conduct facility 

monitoring activities, and be a visible member of the GB. The QAPI coordinator and the ICO will 

work closely together to accomplish the goal of surveillance and monitoring to establish and 

sustain a safe environment for patients and staff. She will receive appropriate training annually 

for her responsibility as ICO. She will conduct staff IC training quarterly and participate in all GB 

activities. She will prepare statistical reports and bring her findings to the quarterly GB meeting 

for review of ongoing monitoring and tracking of activities that trends that would prevent 

patient infection and increase safe practices for staff. 

• Monitoring and Tracking procedures to ensure plan's effectiveness and continued compliance: 

QAPI coordinator will perform quality monitoring of the efficacy of the restructured ICP. This will 

be accomplished by evaluating the quality and quantity of data presented by the ICO at 

quarterly GB. Results of this monitoring activity will be presented to GB at a regularly scheduled 

meeting and plotted by phases for review to determine the need of ongoing surveillance. These 

findings will be found in the study binder at the facility. GB will hold the ICO accountable 

through compensation and discipline, for success of the ICP. 

• QAPI addresses systems improvement to prevent deficiency recurrence: Charlene Conilogue 

and Erica Klein will use the NHSN assessment tool annually to update surveillance policy as 

necessary and make changes that will enhance the efficacy of the ICP. The ICO will work to 

investigate, gather, analyze, and compile data pertaining to infection prevention indicators for 

review by the GB quarterly. This information will be reported to the QAPI coordinator, be 

analyzed and plotted in adopted study format in order to establish effective tracl<ing of infection 

prevention indicators. That information will be added to future data collection to ensure 

effective tracking of infection trends and discovery of problem-prone areas that require ongoing 

evaluation. QAPI coordinator will perform quality monitor the efficacy of the restructured ICP. 

Results of this monitoring will be presented to GB at a regularly scheduled meeting and plotted 

by phases for review to determine the need for ongoing surveillance. 



11 

• Completion dates for correction of deficiency: 

• 10-23-15: Erica Klein was hired to fill the role of Infection Control Officer 

• 10-26-15: ICO completed the AORN Infection Prevention Course 

• 10-27, 29-15: ICO and QAPI coordinator set goals for the Infection Control Program; 

these will be presented at GB on 10-30-15 

• 10-29-15: !CO and QAPI coordinator met to compose logs and tracking tools and for the 

surveillance to be conducted during the upcoming quarter 

• 10-29-15: Governing Body Meeting; the ICO presented goals and surveillance plans for 

tracking infection prevention indicators to the GB 

• individual responsible for implementing the acceptable PoC with signature and title: 

Charlene Conilogue; Admin 


