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Febmary 12, 2013

Shane Ricks, Administrator
Millennium Surgery Center

1828 South Millennium Way, Suite 100
Meridian, 1D §3642

RE: Millennium Surgery Center, Provider #13C0001011
Dear Mr. Ricks:

Based on the survey completed at Millennium Surgery Center, on January 29, 2013, by our staff,
we have determined Millenmium Surgery Center is out of compliance with the Medicare ASC
Condition for Coverage of Governing Body and Management (42 CFR 416.41). To
participate as a provider of services in the Medicare Program, an ASC must meet all of the
Conditions for Coverage established by the Secretary of Health and Human Services.

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

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

Credible Allegation of Compliance/Plan of Correction.

An acceptable Plan of Correction contains the following elements;

Action that will be taken to correct each specific deficiency cited;

Description of how the actions will improve the processes that led to the deficiency cited,
The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited,
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A completion date for correction of each deficiency cited must be included;

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

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

» 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 March 15,
2013. To allow time for a revisit to verify corrections prior to that date, it is important that
the completion dates on your Credible Allegation/Plan of Correction show compliance no
later than March 6, 2013.

Please complete your Allegation of Compliance/Plans of Correction and submit to this office by
February 22, 2013.

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

We urge you to begin correction immediately,

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

Sincerely,
,h’/:/ﬂ A7 75&() %/49/

REBECCA LARA NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
RL/mw

Enclosures

ec: Debra Ransom, R.N., RH.I.T,, Bureau Chief
Kate Mitchell, CMS Region X Office
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The following deficiencies were cited during the
recertification survey of your Ambulatory Surgical
Center. The surveyors conducting the review
were:

Rebecca Lara RN, BA, HFS, Team Leader
Libby Doane RN, BSN, HFS

Ailmee Hastriter RN, BSN, HFS

Susan Costa RN, HFS

The following acronyms were used in this report:

ASC - Ambulatory Surgical Center

CDC - Centers for Disease Control

CRNA - Certified Registered Nurse Anesthetist
CST - Certified Scrub Technician

D&C - Dilatation and Curettage- a surgical
procedure for cleaning out the lining of the uterus
DEA - Drug Enforcement Agency

DVT - Deep Vein Thrombosis

EGD - Esophagogastroduocdenoscopy

ER - Emergency Room

ET - Endotracheal

DNR - Do Not Resuscitate

H&P - History and Physical

IDAPA - Idaho Administrative Procedures Act
IV - Intravenous

GMA - General Mask Anesthesia

LMA - Laryngeal Mask Airway

MAC - Monitored Anesthesia Care

OR - Operating Room

PACU - Post Anesthesia Care Unit

PARSAP - Post Anesthesia Recovery Score for
Ambulatory Patients

QAPI - Quality Assurance Performance
Improvement

RN - Registered Nurse

LABORATORY D S OR RISUPPYIER REF’RESENEIVE'S SIGNATURE TITL (X8}, DATE
P /%%/ AC)W:ﬂt g‘Fﬂ‘oﬁér 2 Q[ﬂ /ZOiZ.
p—— S <

Any deficiency stalement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other saleguards provide sufficient protection to the patients, (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or ot a plan of correction is provided. For nursing hornes, the above findings and ptans of correction are disclosable 14
days following the date these doguments are made available to the facility. if deficiencies are cited, an approved plan of correction Is requisite to continued
program participation.
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The ASC must have a governing body that not ccgfr.- :ﬁ( ed .
assumes full legal responsibility for determining, @ All e iF e r‘cﬁ v (e d
implementing,and menitoring policies governing o fe in = £ rode
the ASC's total operation. The governing body fa Pperives ;""“"
has oversight and accountability for the quality Guneally P Po ‘Cj #81382—
assessment and performance improvement : citec T -
program, ensures that facility policies and R | T‘”‘f"”v e ﬁ"'"w
programs are administered so as to provide and Pelity” “100( Lngerore
guality health care in a safe environment, and f_d,uacf\'om Doa fe vt-o
develops and maintains a disaster preparedness L .
plan. @ Ail Cliniead jf‘ﬁfFW”'écrj
?ar’hh‘P’-f‘J A P:d(a‘ﬁ’*. -
This CONDITION is not met as evidenced by: cnd Adedt moc K o de .
Based on observation, staff interview, and review @ 2] , 2ols
of policies, personnet files, staff training records ( F':h 1(
and administrative documents, it was determined i ' a,é( rlicpants
the ASC failed to ensure the governing body (@ A note 1S in 1 T:)q i
assumed responsibility for determining, F\,\( =, fo I/Lo-!'-c_ Fadwdg Ldas
implementing, and monitoring poiicies governing (o (I/{ - Cl . "Thes ey (4
the ASC's total operation, This failure impacted Lmﬁ J'
20 of 20 patients (Patients #1 - #20) whose —i'racz c( Gund chw-ﬁ)
records were reviewed and had the potential to &
impact all patients receiving care at the facility. ,.Q"m °
This failed practice directly impacted 1 of 2 ( § Y&, U[‘SgJ A J "&-L
patients whose surgical procedures were bﬁx , _f
observed (Patient #18) and resulted in a fack of ff-\d"‘*""-* '5frator . 30\9-—
guidance and oversight of the facility's staff and ¢S M,M,WS{TQ fir (S (= Soas:
programs. Findings include: EJ‘ f,& Ouin q/é 84
£L.
1. A policy titled, "GARDIOPULMONARY OoF | mock codks and CPR-AC 5% ‘
RESUSCITATION TRAINING REQUIREMENTS," A ,,.c( PZSLS +raia fﬂj end yn%j oris
2 /21/3
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will be conducted.” ety 11 ainia |
All personnel files were reviewed with the e (,oqufﬂz oF 7= "N/j
Administrator on 1/24/13. There was no evidence (a5 ina Z‘aa{‘ép
of participation in cardiovascular mock cedes for :‘E Triccncng b C(,Wrc‘_/( g'{a,c{
adult or pediatric patients found in any of the . g lzef
personnel files. Additionally, staff IS e filovede S P@ raj
inservice/feducation records were reviewed with f g ,‘{( bHe o
the Administrator on 1/24/13. No documentation (9 ‘7‘7\;‘”{ " '}0 ce { (et
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had occurred in 2012, teined S Sulfe L Fretids,
brof, ek Codesd oy 4o
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The Administrator for the ASC was interviewed on - 4 a/ . {( ETC{ e defle
1/28/13, beginning at approximately 1:40 PM. He tonar serncepdrelly .
stated it was the facility's practice to conduct “Tiraiada 3 cOrr-{)&'&'FgJ .
annual pediatric and adult cardiovascular mock o A du il
codes. The Administrator said pediatric and adult Mock code. Pedatip cod A
cardiovascular mock codes were conducted in m;,{;j vig A/ p{{ 7%:;‘1/%/& .
2011, but neither occurred in 2012, Additionally, . . c{
no documentation was provided verifying the f—WLz(*é;e.f'c; Prepass HeSS-
2011 mock codes were conducted. = ar
ﬂ'ﬁ‘-‘a 1o FeeFron Lo atre {
The facility failed to ensure cardiovascular mock DY polfc iced T TS
codes for adult and pediatric patients were " . ’3 F?f . 325 30{’5’
conducted on an annual basis in accordance with ?"'h" oS Yioping  and Sake
facility policy. S}N\P inserviwy, (PM F P;_?rve
2, An in-service/education manual for staff was crrferin e viewed Fo‘f'c wegZe o
reviewed with the Administrator on 1/23/13. The - leal: y
manual was dated 2011 and contained and 2015 ] Cleagin Aud. (5 .
educational reading material/booklets related to Ve (,?fg«.)éJ . 145@[ 2,/»2! / 134
various topics, such as hand hygiene and .
infection control. Staff sign in sheets that @ moat, :ac.-ﬂ[ crn & ’f‘rqokc.J bj
corresponded to each topic were also found in AL . -
the manual. Educational information and - e a P{(‘““ of
evidence of participation could not be found for /r\;‘a tnd A(‘) i €5,
2012,
(B Ndiin e Raporsise Gor fplince)
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The Administrator was interviewed on 1/23/13,
beginning at approximately 9:15 AM. He stated it
was the practice of the ASC to provide annual
in-service/education to employees. The
Administrator said staff in-service/education was
provided primarily through reading materials in
2011, as evidenced by the education manual
dated 2011. He stated the plan for 2012 was to
provide on-fine access to approved educational
material for the staff, but the plan had not worked
as expected and therefore had never occurred.
The Administrator confirmed an
in-servicefeducation program was not
implemented for staff in 2012,

The ASC failed to ensure staff was provided
annual in-service/education in 2012 in
accordance with faciiity policy.

3. The facility's discharge policies were not
sufficiently developed and did not match patient
forms as follows:

a. The "POST ENDOSCOPIC PROCEDURE
RECOVERY" policy, revised 7/08/11, provided
instructions for patients who received moderate
sedation. The policy did not define "moderate
sedation.”

According to the policy, patients were to be
transported to the PAGU and observed for fevel of
consciousness, discomfort/pain, medication
reaction, bEeedmg, abdominal rigidity, vital signs,
and IV site appearance. The policy did not
specify what criteria were to be met other than
"Patients are discharged to their designated

driver via a wheelchair, when alert from the
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recovery unit." The policy did not indicate a

discharge order was required. Séorf"g PO licer 233 2.
Further, the facility used an endoscopy form with _ . . N CI ’f {
a "POST PROCEDURAL ASSESSMENT" @ Po({CI@S f{P alec
section. The form allowed for the menitoring of ‘r['a_ Q/(
vital signs and included a list of items to be “fo + Fleﬁf oce, '
assessed such as color, consciousness, ’P{\a c 7{—,‘@4 awd rTues,
circulation, respiration, activity, and pain, The .
items to be assessed on the form did not match 5”]"4 H woes i{fLS;jFO(C(e;:“
the items to be assessed in the facility's policy. . ofie

cod TeUigeded P :
A document titled "PHYSICIAN PROCEDURE /ef(“ [ >Yay / (3
RECORD" contained orders for endoscopic
procedures. The discharge order indicated, "May .. .
discontinue [V and discharge when discharge @ AC[ LeRinm i 54-h= for /s
criteria met." Facility policies did not include L("— (Z? s ch-—&) I(o‘w-uL. ,
discharge criteria that correlated with these [ d.-SPOﬂ'ﬂ ' 2 /ii /3
orders,

The facility's "POST ENDOSCOPIC
PROCEDURE RECOVERY" policy, the "POST
PRCCEDURAL ASSESSMENT" section of the
endoscopy form and the "PHYSICIAN
PROCEDURE RECORD" were not consistent
with each other.

b. The "DISCHARGE FROM PACU" policy,
revised 7/08/11, stated that all patients "are
discharged from the PACU by order of anesthesia
provider...when they have achieved a score of
eight (8) or greater on the Aldrete Post
Anesthesia Recovery Score for Discharge
Criteria..." In addition, the policy stated, "Patients
receiving straight LOCAL anesthesia or
monitored anesthesia care (MAC) may be
discharged directly back to the patient care unit,
per the discretion of the anesthesia provider."

FORM CMS-2587(02-99) Previous Versions Obsolete Event ID: KKVD11 Facility 1D: 13C0001014 if continuation sheet Page 5 of 74
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The remainder of the policy contained directions
for reporting conditions to receiving nursing.

The "DISCHARGE CRITERIA - SURGICAL
PATIENTS" policy, revised 7/08/11, was reviewed.
The policy noted that it applied to patients
"receiving any type of anesthesia.” According to
the policy, "Prior to discharge, patient mus{, ata
minimum, meet all the following discharge
criteria:"

- Vital signs shall remain stable

- Be able to swallow fluids or demonstrate a gag
reflex

- Able to ambulate

- Minimal nausea or vomiting

- Minimal dizziness

- No signs of respiratory distress

- Alert and oriented

- Pain free or controlled by oral analgesics

- Minimal surglcal bleeding

- Patients who received a spinal or epidural
anesthetic will have "returned sensation and
movement in the lower extremities and shall be

able to support self when standing”
- Patients having a B&C, cystoscopy, spinal or ]
epidural anesthetic "shaltweid_prior to discharge.”

It was not clear which policy was to be followed
for assessing and discharging patients from the
facility.

Additionally, post-surgical assessment
documentation in the medical records included
forms titted “PACU Record - Phase 1" "PACU
Record - Phase I." The discharge policies did
not reference either one of these forms or the
differences between Phase | and Phase If of
recovery.
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The "PACU Record - Phase [" form consisted of
two pages. On the first page, the RN
documented what type of anesthesia was used.
The form was divided into three main sections,
"ADMISSION ASSESSMENT," "TREATMENTS,"
and "DISCHARGE ASSESSMENT." The
assessment sections addressed a patient's
oxygen requirements, respiratory, integumentary,
cardiovascular, and musculoskeletal status, and
their response to stimuli. On the second page,
the RN recorded vital signs and completed a
Modified Aldrete Score assessment for admission
and discharge from Phase | recovery. The
"PACU Record - Phase lI" form allowed the RN to
complete a PARSAP score upon admission to
recovery and discharge home. The form allowed
for documentation of vital signs and comments
such as patient activity and medication
administration,

The facility's discharge policies did not address
when a patient was to be monitored using the
criteria found in the Phase | form and what criteria
were to be met in orderto transitinn_to Phase | .
recovery. The policies did not address the
assessments fo be completed in either phase of
recovery {such as the Aldrete or PARSAP
assessments). The policies did not direct staff
regarding the use of the assessment tools to
determine when patients met criteria for
discharge home,

The facility's "DISCHARGE FROM PACU" policy,
"DISCHARGE CRITERIA - SURGICAL
PATIENTS" policy, and post-surgical assessment
documentation forms titled "PACU Record -
Phase |," "PACU Record - Phase N" were not

Q040
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or the discharge order documentation found in [ -
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o} cHrrent practice Cms FCZM!‘W -
The facility failed to ensure discharge policies y a
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days of the scheduled procedure, an update
documenting any changes in the patient's
condition must be completed prior to surgery.
History and physical may be brief, however, must
describe examination of the area of the bady to
be affected by surgery, heart, lungs, and
orientation.” The palicy indicated that the
anesthesia provider, not the physician/surgeon,
was to complete the update to the H&P as well as
the physical examination. Anesthetists used
several types of anesthesia for various surgeries
or procedures yet the policy only addressed
completing an assessment on patients who
received general anesthesia.

b. The policy, "ASSESSMENT PRIOR TO FF ZOB°)

INDUCTION OF ANESTHESIA/SEDATION,"
revised 7/27/11, stated "The purpose of this policy
is to provide optimum patient care through a
comprehensive preanesthesia evaluation,
ensuring that the patient is hemodynamically
stable to receive administration of anesthetic
agents.” This policy did not outline what was
meant by "comprehensive preanesthesia
evaluation.” In addition, the policy specified the
preanesthesia evaluation was to be completed
prior to “a surgical and/or invasive procedure in
those instances where anesthesia services are
requested.” This policy was not congruent with
the "AMBULATORY SURGERY PREOPERATIVE
ASSESSMENT CRITERIA" policy, which
indicated the preoperative assessment was to be
completed for patients receiving general
anesthesia.

¢. The "PRE AND POST ANESTHESIA
EVALUATION POLICY," revised 7/08/12, stated
"All patients receiving anesthesia or sedation and
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analgesia care shall have a preanesthesia |ieics 209'7/ ZDC>6/
evaluation compieted and documented by a y
practitioner qualified and privileged to administer 206 G, o 705 Q// u? ke
anesthesia, within 48 hours prior to surgery or a XN, . e
procedure requiring anesthesia services.” This 7;2 ge .} LOSIS
e X . r Z &
policy indicated the preanesthesia evaiuation was y 'ft: oA
to include, "but is not limited to," documentation A ,,J Lonple .au:lSS/ c
of the anesthesia risk, anesthesia history, Jrmnce u},-\l“t )
potential anesthesia problems identified, and the 4 D""a,)
“Patient's condition prior to induction of (oeid lines,
anesthesia." The policy did not direct anesthesia : ]
staff o complete the preanesthesia assessment (,Qe gieded an d wender 5'&"3‘:{
the day of, but prior to, surgery. The policy did A gﬁ»tsm )mg).fdd‘s b:] 3 to/(’j‘
not include completion of a physical examination, e !
such as listening to a patient's heart and Jungs ) /,‘f \ f\OULe/C( b
- olfctes A HO
with a stethoscope. Contrary to the tP / g
“AMBULATORY SURGERY PREOPERATIVE e 2610/
ASSESSMENT CRITERIA" policy, the "PRE AND Coovernmg Boord &
POST ANESTHESIA EVALUATION POLICY" 1 . .
stated a preanesthesia evaluation was also to be Moni «f—o e D J Adww M:S{'mf.s[
completed when a patient received sedation and
analgesia, not only when a patient received
general anesthesia.

d. The "PREANESTHESIA ASSESSMENTHZ0[7
policy, dated 7/01/08, stated the anesthetist was
to perform a "preanesthesia assessment of each
patient prior to ordering preoperative medication.”
According to the poticy the evaluation was to
include a review of the patient's chart and an
intetview with the patients. The poiicy did not
include completion of a physical examination,
such as listening to the patient's heart and lungs
with a stethoscope, as part of the preanesthesia
assessment. According to this policy, "each
patient' was to have a preanesthesia
assessment. This did not match the
"AMBULATORY SURGERY PREOPERATIVEA 2805
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the assessment was to be completed on patient's
who required general anesthesia. it also did not
match the "ASSESSMENT PRIORTO  73¢A}
INDUCTION OF ANESTHESIA/SEDATION"
policy, which stated the assessment was {o be
compieted on patients when anesthesia services
were required. In addition, it did not quite matc %
the "PRE AND POST ANESTHESIA \
EVALUATION POLICY" which stated an
assessiment was to be completed on patients
receiving anesthesia or sedation and analgesia.

e. Medical records contained patient H&Ps
completed prior to surgery. Preoperative
assessment documentation in the medical record
included a stamp placed on the H&P which read
"H&P Reviewed No Change." The physician was
to sign and date the stamped statement the day
of surgery. The facility’s practice of stamping,
signing and dating the H&Ps was not addressed
in the preoperative assessment palicies. In
addition, this practice was not sufficient to ensure
the physician had conducted a complete physical
examination of the patient (such as listening to
the heart and lungs with a stethoscope) prior to
the procedure with the exact results as those
documented in the H&P. Facllity policies did not
address the physician's role in compietion of a
preanesthesia/presurgical assessment with either
an update of the H&P or a physical examination.

f. Additionaily, patient medical records included a
"PREANESTHESIA EVALUATION" form. The
form contained space for the CRNA to document
a patient's surgical history, current medications
and allergies, an assessment of the patient's
airway, and results of any laboratory or diagnostic
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pre-printed list of body systems including
respiratory, cardiovascular, liver/gastrointestinal,
neurofmusculoskeletal, and renallfendocrine. A
{ist of common conditions associated with each
system was also listed on the form. For example,
under the respiratory system were such
diagnoses as asthma, pneumonia, productive
cough, shortness of breath, etc. In a column next
to each body system listed was a box labeled
"WNL" and an area for any additional comments
to be documented. Faciiity policies did not
address completion of this form. The policies did
not define what was fo be indicated when "WWNL"
was marked.

The Administrator was interviewed on 1/28/13 at
1:40 PM. He confirmed that the documentation
of the preanesthesia assessment was not
consistent with facility policies. He stated that
there were a couple of physicians who completed
their own physical examination but that others
defaulted to examinations completed by the
CRNAs. He agreed that documentation on the

"PREANESTHESIA EVALUATION" form did not 4015

specifically indicate when a physical examination,
such as listening to a patient's heart and lungs
with a stethoscope, had been completed. In
addition, the Administrator explained the facility
required an H&P, completed within 30 days of the
date of the surgery/procedure, to be in every
patient's medical record. He explained that each
H&P was to contain the starmp mark "H&P
Reviewed No Change." He stated the physician
was expected to sign and dale that the H&P had
been reviewed and that no changes were noted.
He agreed that based on this documentation it
could not be determined the physician had

.

13(;,! *R:rm \'!lzbf-

SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
F‘.’.i‘;’.i& {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . éﬁ'}%‘*&?ﬁﬁiﬁé@ﬁ TAgTTng ‘QS;*P%L(’;-AJREETE CDME‘;;TEET 1oN
Y OR LSC IDENTIFYING INFORMATION TAG -
TAG REGULATORY OR L ) e o
=
. . . < Thes % polivyl 2215
Q 040 | Continued From page 11 Q 040 (-D P 'PM* Anes f P j
studies. In addition, the form contained a “Pdﬁﬁ d . De€Cines gﬁwf

Hep y.PJ;.'(z ‘P{\e)c&fS_ ,1+ Netre s
that ﬁm:sfﬁzmt pmwﬂlf-’s ’[ﬁm
?/175},\5“/( 2 SEE 55
@r "/’ﬁ-c Sa.’?@on—,
The term wWPL IS dr.ﬁkoc(
fn ﬁ%T-) ‘l'z)o{fc #‘20!0.,
TolcqAZ oo Pre ,Wfﬁ&,s‘-t pssesuet’
Ao & OVL Re
2 SSeSS [me'f P&LPPOSP-(;,
A PO""QC( b S Ly Fe C(
Fp j-fL'ch-e( \‘,(76:2?26/{3
l?i_w‘ef)ec( CQA)AS
d‘)Ca’.Wﬂ{‘rp et c{ae ‘3{ ?/fb /g

FORM CMS-2587(02-83) Previous Versions Obsolete

Event iD: KKVD 11

Facilily ID: 13C0001011

If continuation sheet Page 12 of 74




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

PRINTED: 02/12/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

13C0001011

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A. BULDING
. G
B WiN 01/20/2013

NAME OF PROVIDER OR SUPFPLIER

MILLENNIUM SURGERY CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1828 SOUTH MILLENNIUM WAY, SUITE 100

MERIDIAN, ID 83642

SUMMARY STATEMENT OF DEFICIENCIES

D

PROVIDER'S PLAN OF CORRECTION

x5)
COMPLETION

completed a physical examination of the patient
{such as iistening to the heart and lungs with a
stethoscope) the day of the procedure with the
exact resuits as those documented in the H&P.

The facliity's pre-procedure assessment policies
were not sufficiently developed and did not match
documentation in the medical record,

5. Patient #18 was a 16 year old female admitted
to the facility on 1/24/13 for foot surgery. Her
surgical procedure was observed on 1/24/13
beginning at 3:00 PM. Patient #18 was assisted
to the OR table from the stretcher and given
medication to sedate her. After Patient #18 feli
asleep, an RN secured her to the OR table using
two soft blue straps. The RN tied the straps in a
tight knot over Patient #18's upper legs. The RN
continued to prepare for the surgery and then
stated she needed to place a catheter in Patient
#18. The RN had to remove the straps to
reposition the patient but was unable to get the
knot untied quickly. Asecond RN came to assist
her and together they were able to untie the knot
and place the catheter. After the catheter
Insertion, the blue straps were again tied in a knot
over the patient and the surgery began.

The RN who originally tied the straps in the
procedure was interviewed on 1/25/13 at 2:30
PM. She stated she would tie the straps together
when a patient was smaller framed to ensure the
patient was secured on the table but would
secure the straps with Velcro for a patient that
was larger framed. She stated that the straps had
been in that OR as long as she had been
ermployed at the facility. She confirmed that it
was sometimes difficult to untie the straps. She

==

4

%“j FH2023. SA‘Fc‘l(j ﬁf&

@ vele ve SAFc{j Strap
(Has i USe.

A Pew rabberrzed Cleanabl
bg(:f N Drd_ﬂ‘., {Ohew
e Reed A o rviJes
The Jhewe S’ﬁc.{':a eor] (
be rvwoved Froaw Servige,
The release u_')!(( be.
Zumkzr &N 7’{“— [\Ja—d

SﬁFf?Kj S:ILY}:L'D j‘?é

KOI'//ZQ’_ He S’év%““sh’%‘i

Oftec 0% Mo [Fuvfles™
W‘Gf}‘lﬂg i Fe—zftc'/‘ﬁd,

@mmﬂil"ér a~d ‘f(fc—fﬂ{;\:j

bj fie
Adiowin S for
{ouw-gdeTiop ({aﬁ% Pfﬂﬂ/ﬁ
pf‘m‘ﬂa,c DP }\JCuJ S‘[‘rﬂP'
oded  2/[25/13

Caply ORRECTIVE ACTION SHOULD BE
EFi {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EFACHC
P’;Agi X REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS5S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
i . 1 1
Q 040 Continued From page 12 Q 040 @ "Pa.‘f‘rcn*)c (POSF)('WD%

FORM CMS-2567{02-99) Previous Versions Obsolele

Event 10 KKVD 1

Faciity iD: 13C00010%1

if continuation sheet Page 13 of 74




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

PRINTED: 02/12/2013

FORM APPRCVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER:

13Co001011

(X2} MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

01/28/2013

NAME OF PROVIDER OR SUPPLIER

MILLENNIUM SURGERY CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

MERIDIAN, ID 83842

1828 SOUTH MILLENNIUM WAY, SUITE 100

(Xa}ID
PREFIX
TAG

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

D PROWVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

DATE

Q 040

Continued From page 13

stated that in an emergency situation, where she
would have to remove the straps guickly, she
would just cut them off.

The Administrator was interviewed about the
observation on 1/25/13 at 1:30 PM. He stated the
blue straps were meant to be "Velcroed" together
to secure patients to the OR table. He stated he
was unaware the nurses were tying the straps in
a knot. The Administrator stated he knew the
RNs would secure the straps tightly but would use
the Velcro to secure them. He agreed that in an
emergency situation it would be difficult to

remove the straps quickly. He stated that only
one OR contained these blue straps, the other
had an adjustable belt that secured the patient
and could be easily removed. When requested,
the Administrator was unable to produce a policy
to outline the facility's expectations of how the
straps would be used,

The Governing Body failed to ensure a policy was
developed, impternented, and monitored
necessary fo ensure appropriate strap use.

B. Refer to Q041 as it relates to the Governing
Body's failure to ensure contract services were
provided with sufficient monitoring and oversight
necessary to ensure staff was competent to
perform their assigned duties.

7. Refer to Q043 as it relates to the Governing
Body's failure to ensure an annual emergency
preparedness drill was conducted.

8. Refer to Q084 as it relates to the Governing
Body's fallure to ensure a comprehensive QAP
program was fully defined, implemented, and

Q 040
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maintained by the ASC.

9. Refer to Q162 as it relates to the Governing
Body's fallure to ensure 16 of 20 patient medical
records (Patients #2, #4 - #8, #10, #11, and #13 -
#20) included accurate, comprehensive
information,

10. Refer to Q181 as it refates to the Governing
Body's failure to ensure medication was stored,
prepared and administered for 1 of 2 patients
(Patient #20} in accordance with acceptable
standards of practice.

11. Refer to Q202 as it relates to the Governing
Body's failure to ensure radiation safety
procedures were implemented and monitored for
C-Arm use,

12. Refer to Q224 as it relates to the Governing
Body's fallure to ensure comprehensive rights
information related to Advance Directives was
provided to patients and/or their representatives,

13. Refer to Q225 as it relates to the Governing
Body's failure to ensure a procedure for
identifying and documenting the existence and
submission of grievances was developed and
implemented.

14. Refer to Q245 as it refates to the Governing
Body's failure to ensure a plan of action for
preventing and identifying infections was provided
for 8 of 20 patients (Patients #1, #3, #7, #9, #12,
#16, #18, and #19)

15. Refer to 1262 as it relates to the Governing
Body's failure to ensure 3 of 3 patients (Patients

Q 040
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#18 - #20) received a pre-surgical assessment
that included a physical examination,

Q 041] 416.41(a) CONTRACT SERVICES

When services are provided through a contract
with an outside resource, the ASC must assure
that these services are provided in a safe and
effective manner.

This STANDARD is not met as evidenced by:
Based on contract review, record review, staff
interview, and review of information from the
ldaho State Board of Pharmacy and DEA, it was
determined the ASC failed to provide oversight
and monitoring for 11 of 11 contracted employees
(Staff A - K). This lack of oversight of contract
services resulted in the inability of the ASC to
ensure staff was competent to perform their
assigned duties and had the potential to
negatively impact all patients. Findings include:

1. Credentialing and personnel files were
reviewed with the Administrator on 1/23/13.
There was no evidence of DEA registration
present in the files for 2 of 8 CRNAs (Staff C and
Staff F.) At approximately 2:30 PM on 1/23/13,
the Administrator was Interviewed and confirmed
evidence of DEA registration was not present in
the files of Staff C and Staff F. He stated it was
his understanding that it was not required.

In a letter dated 5/25/11, the Executive Director of
the Idaho State Board of Pharmacy referred to
idaho Code Section 37-2716 (a) Registration
Requirements, which states; "Every person who
manufactures, distributes, or dispenses any
controfled substance within this state or who
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proposes to engage in the manufacture,
distribution, or dispensing of any controlled
substance within this state, must obtain annually
a registration issued by the board in accordance
with its rules.” The letter stated the definition of
"dispense" included prescribing and administering
according to ldaho Code 37-2701(i). For
exemption to the registration requirement, the
letter referred to idaho Code 37-27186, which
states: "The following persons need not register
and may lawfully possess controlled substances
under this act: An agent or employee of any
registered manufacturer, distributor, or dispenser,
of any controlled substance if he is acting in the
usual course of his business or employment."
The letter further stated that the |daho Board of
Pharmacy Rule 435 (IDAPA 27.01.01.435)
required an applicant for a board of pharmacy
controlled substance registration to hold a valid
federal DEA registration.

In a letter dated 3/22/11, a representative of the
DEA to the Idaho State Board of Pharmacy
clearly stated that a CRNA could not
independently administer, dispense, or prescribe
controlled substances without being registered
with the DEA.

Documentation in records indicated Staff G
administered Versed (midazolam), a Schedule IV
substance, and/or Fentany|, a Schedule |l
substance, to Patient #4. Documentation in
records indicated Staff F administered Versed
and Fentany! to Patient #17.

The ASC did not ensure DEA registration for
CRNA staff,
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2. Facility contracts were reviewed during the
survey. Contractual agreements between the
facility and CRNA staff were provided. Contracts
were not found for Staff B, Staff C, Staff D, Staff
E or Staff F.

The Administrator was interviewed on 1/23/13,
beginning at 8:15 AM. He confirmed there were
no contracts in existence between the facility and
CRNA Staff B, Staff C, Staff D, Staff E or Staff F.

The ASC did not ensure contracts were
implemented for all CRNAs.

3. The Administrator for the ASC was interviewed
on 1/23/13, beginning at 9:15 AM. He said if a
patient became unresponsive and a code was
called in the facility, he preferred a CRNA direct
the resuscitation procedure.

A policy titled, "CARDIOPULMONARY
RESUSCITATION TRAINING REQUIREMENTS,*
last revised 5/12/11, stated "Annual Mock Codes
will be conducted.”

The Administrator was interviewed on 1/28/13,
beginning at approximately 1:40 PM. He stated it
was the facility's practice to conduct annual
pediatric and adult cardiovascular mock codes.

Staff inservice/education records for 6 contracted
CRNAs (Staff A - F) were reviewed with the
Administrator on 1/24/13. No documentation was
found indicating cardiovascular mock codes had
occurred in 2012,

During an interview on 1/28/13 beginning at
approximately 1:40 PM, the Administrator said
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pediatric and adult cardiovascutar mock codes Pactic’ pa from of Pevtesd &
were conducted in 2011, but did not occur in F
2012, However, no documentation was provided Cron ( -f—m.'ﬂm. .

verifying the 2011 mock codes were conducted.
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The facility failed to ensure cardiovascular mock
codes, that included the contracted CRNAs, were

conducted on an annual basis in accordance with Adon Ph 9 o Do gk
facility policy. ’ A

KWZSJ%‘S‘G ‘PMVI < a-./\
4. An inservice/education manual for staff was u&

g Cift— 4“‘5

reviewed with the Administrator on 1/23/13. The Se 7 éoﬂ > fy-adi M ?eci e
manual was dated 2011 and contained fo ’f ‘2/(.]
educational reading material/bookiets related to £ flesr 9‘ “35
various topics, such as hand hygiene and % 13
infection control. Staff sign in sheets that ﬁé’—‘"‘ Sy o Slé { ﬁb 23
corresponded to each topic were also found in Good i De c,aw{ <d o F
the manual. Documentation was not found Cu 'O >0 | 3 g
indicating contracted staff (Staff A - K) Wilare (O, &
partmngated in mser\.r.lceleducat]on‘ Additionally, —7Z . ,1!? G e, (e /( @(_,
educational information and evidence of s F Q
participation could net be found for 2012, ( CchCitC{ rn A o 5 .
The Administrator was interviewed on 1/23/13, @ NC{M sty ‘”‘%ér b‘—""[/(, ISy
beginning at approximately 9:15 AM. He stated A ‘
contracted staff were not required to participate in hees 7[ M A o “"_'77

annual inservice/education to employees. The w,// é_, &W‘ﬁ)k_{"ﬂ{'q“ A

Administrator confirmed an education/inservice
program was not implemented for contracted d
CICE Y LEN

staff in 2012, o ”ZV[‘”{ Cﬁ,-ﬂe_ ﬂ(wz;é,’// (3

5. Afacility policy titled "Hepatitis B Policy,”
undated, documented "Millennium Surgery Staff
at the time of hire will have evidence of a positive
titer or series injection forms.”

Personnel files for employees of the ASC
included evidence of hepatitis B injection series
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The Administrator was interviewed on 1/24/13, doaﬂ‘-*’”"” ]LS f‘ot)-‘
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employees of the ASC were required to provide ‘1Lfb
documentation, contracted employees had not ‘f—;’f?( or Tﬂ ce 8 gé‘-f .
been required to submit evidence of hepatitis B
injection series or a positive blood titer. @ Ado S’h‘a‘l[ L, 0_-,, (( [ASede
The ASC failed o ensure contracted employees ﬂu f ail Mﬁm And Ftﬂ(a-“&
had undergone hepatitis series injections and/or €11 P[,, =3 ]
provided evidence of blood titer. C{ 3 {— M‘M HﬁP B <‘{Zt7é"§
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6. An ASC policy titled "Tuberculosis Respiratory be 14? J l/c(fft wé fC}
Contro| Plan," undated, stated "Verification of TB /(@ 7o o e o
testing for the current year wili be required of all ? ) . f
new employees at time of hire. TB Testing will be 7_3 CC”“{?“ {aa Po !gf
required Semi-annually thereafter.” Ac ﬁb/z TR tesh ; wrll
Personne! files for employees of the ASC b& CLM dr el)f € OF“—
included evidence of TB testing as stated in the 11 e { ﬁ)e. (-Ecorc(@'(
policy. However, documentation indicating "’g 7 E ‘FF s (e
evidence of TB testing could not be found in the in 62/( W‘Cﬂ F S.
personnel files of contracted employees, 'P"\C e e d She -A.,-g
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The Administrator was interviewed on 1/24/13, i A e
beginning at 9:156 AM. He confirmed though ‘j"'”(:’ c ;,1%2)#\ " !e ﬂ
employees of the ASC were required to undergo a{:&f Y, {f ow( b& AV % F
TB screening/testing, contracted employees had %‘? 1§
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SUMMARY STATEMENT OF DEFICIENCIES

1D PROVIDER'S PLAN OF CORRECTION

{X5)

emergency care of patients, staff and others in
the facility in the event of fire, natural disaster,
functional failure of equipment, or other
unexpected events or circumstances that are
likety to threaten the heaith and safety of those in
the ASC.

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

(3) The ASC conducts drills, at least annually, 1o
test the plan's effectiveness. The ASC must
complete a written evaluation of each drill and
promptly implement any corrections to the plan.

This STANDARD is not met as evidenced by:
Based on interview and record review, it was
determined the Governing Body failed to ensure
an annual emergency preparedness drill was
conducted. This resulted in a potential inability of
the facility to effectively deal with the care, heaith
and safely of patients, staff and other individuals
when a major disruptive event occurred. Findings
include:

1. The facility's emergency preparedness plan, .ﬂE ‘40 LH

undated, was reviewed. There was no record of
an emergency preparedness drill being
conducted annually to test the plan's
effectiveness. When asked about the plan, on
1/23/13 at 10:30 AM, the facility's Administrator
acknowledged the last drill was performed on
10/4/11 and an annual drill in 2012 was not
conducted.

The facility failed to ensure that an emergency
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{1) The ASC must maintain a written disaster ’ Lr’
preparedness plan that provides for the # 4 : -
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preparedness drill was conducted at least
annually to test the plan's effectiveness.

Q 081 416.43(a), 416.43(c)(1) PROGRAM SCOPE; Q 081
PROGRAM ACTIVITIES

(a){1) The program must inciude, but not be
limited to, an ongoing program that demonstrates
measurable improvement in patient health
outcomes, and improves patient safety by using
quality indicators or performance measures
associated with improved heailth ouicomes and by
the identification and reduction of medical errors.

{(a)(2) The ASC must measure, analyze, and track
quality indicators, adverse patient events,
infection control and other aspects of
performance that includes care and services
furnished in the ASC.

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

{ty Focus on high risk, high volume, and
problem-prone areas,

{ii} Consider incidence, prevalence, and
severity of problems in those areas.

(iii) Affect health outcomes, patient safety, and
quality of care.

This STANDARD is not met as evidenced by:
Based on staff interview, review of medical
records, policies, QAP! documents and meating
minutes, it was determined the facility failed to
ensure the development of a comprehensive
quality improvement plan which included
performance measures that promoted patient
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delivery of patient care and had the potential to Adega Z w-«%»é A
impact all patients receiving care at the facility.
Findings include: {rﬁ ﬁ[ /Q-L (P \)"’oe
1. The "ORGANIZATIONAL PERFORMANCE ® S(Jﬂfﬂ[ cf/?('& Need
IMPROVEMENT PLAN,” effective 7/01/08, stated d/ M
"...The primary goals of the Organizational ‘fB be ‘P mP”/ w“pde
Performance improvement Plan are to continually cf
ard : . pnd  EXEcw \
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and improve performance of critical focus areas, & H;,,-.J fl/ {ene S b upe
improve healthcare outcomes, and reduce and j
prevent medicalfhealth care errors..." qnﬁ‘ ez in v‘fjfm J & 4 awd
cct wpae
QAP documents stated the ASC conducted 2 @ D7 P -ﬁu Jé Loy Nowd
performance improvement studies in 2012. One pn ™ .m‘& / erte
study began in April of 2011 and continued
through the time of this survey, 1/28/13. It @ Swrceon /Surzxr B W‘F/ﬂ
involved hand hygiene in the facility. A second 3& i
study involved prevention of DVT's and began in 14 /Lr/(f th / h{“— Zo
late 2010, with data collection implemented in d 57,}) [ fn d e
December of 2011, The DVT prevention project and / S WJ
remained a current study at the time of the @{Ly‘h‘sv‘_ a,‘ﬁa & momy
survey. od
t(JS Dnr’ILDI'r)l S+ !
Except for the "DVT prevention project,” the ASC ’k’ e w 5@ p ]
had not implemented any other studies that 11£ 70i3 fPr a,— ‘nJ
effectively evaluated delivery of patient care. The LLL 201 (_{ atrec
facility did not adequately identify methods that Mer l, 20 3 ‘Pg
could have been used to improve processes +er]
‘Pﬂ LA aan 1A
resulting in improved patient outcomnes. alin in M_,,.,./(S
The.Administrator was interviewed on 1/23/13 Uen‘tllo/\ (eguitef 7( ﬁ
beginning at 2:45 PM. When asked to discuss ?J‘ra SP% 1ve. d‘i & Wi
the facility's current performance improvement C{
projects, he stated they were working on a hand Sea Ay
hygiene project. The Administrator said he ‘g((j a rar-. S.,M {
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noticed the emphasis on the importance of hand
washing being reported by the media and decided
to begin monitoring ASC staff for compliance. He
confirmed the project did not begin based on
quality indicator tracking or negative patient
outcomes.

He confirmed that except for the DVT study,
processes for evaluating delivery of care at the
ASC had not been impiemented in 2012,

The ASC did nof adequately evaluate processes
of care.

2. The "ORGANIZATIONAL PERFORMANCE
IMPROVEMENT PLAN," effective 7/01/08, stated
the plan would "...Provide for a facilitywide [sic]
program that assures the facility designs
processes (with special emphasis on design of
new or revisions in established services) well and
systematically measures, assesses and improves
its performance to achieve optimal patient heath
outcomes in a collaborative, cross-departmental
interdisciplinary approach. These processes
include mechanisms io assess the needs and
expectations of the patients and their families,
staff and others."

However, a plan for the ASG's QAP! program,
including the activities to be conducted and data
to be gathered, was not documented.
Additionally, monthly Governing Body meeting
minutes included quality measures the facility was
tracking through 2012. The minutes documented
quality measures included the following: timing of
preoperative administration of antibiotics, patient
burns, patient falls, wrong site surgeries,

transfers to a hospital, hair removal and
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nausea/vomiting requiring medication. Meeting
minutes did not discuss how the data was being
tracked or how it was used to improve patient
care in the ASC. There was no evidence that
indicated the ASC was identifying and tracking
high risk, high volume and problem-prone areas
in order to prioritize a quality plan. Additionally,
the minutes did not prioritize performance
measures/projects for a 2012 quality plan that
resulted in evaluation of patient care processes.

The Administrator was interviewed on 1/22/13,
beginning at 10:00 AM. The QAPI program and
committee was discussed. When asked about
the QAP committee, he stated QAPI activities
were discussed during the monthly Governing
Body meetings. When asked, during a
subsequent interview on 1/24/13 beginning at
9:15 AM, the Administrator confirmed high risk,
high volume, and problem-prone areas had not
been adequately or consistently identified or
tracked.

The ASC failed to ensure a comprehensive
quality improvement program was sufficiently
developed, implemented and monitored.
416.43(d) PERFORMANCE IMPROVEMENT
PROJECTS

{1} The number and scope of distinct
improvement projects conducted annually must
reflect the scope and complexity of the ASC's
services and operations.

(2} The ASC must document the projects that are
being condusted. The documentation, at a
minimum, must include the reason(s) for
implementing the project, and a description of the

Q 081

Q083
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This STANDARD is not met as evidenced by, bamé ‘L» (5'4\ .

Based on staff interview and review of policies
and QAP documents, it was determined the
facitity failed to ensure annuai performance
improvement projects were conducted that
adequately reflected the scope of services
provided in the ASC. This resulted in the inability
of the ASC to conduct studies to evaluate
complex processes and had the potential to
impact all patients receiving care at the facility.
Findings include:

1. The Administrator was interviewed on 1/23/13,
beginning at 9:15 AM. The scope of services
provided in the facility was discussed. He stated
procedures conducted in the ASC included the
following: foot and ankle surgeries, plastic
surgeries (facial, breast augmentation and
abdominoplasty/tummy tuck), pediatric dentistry,
colonoscopies, EGDs, hemorrhoid ablations,
vasectomies, hernia repairs and occulo-plastic
surgeries.

QAPI documents stated the ASC conducted 2
perfoermance improvement studies in 2012, One
study began in April of 2011 and continued
through the time of this survey, 1/28/43. it
involved hand hygiene in the faciiity. A second
study involved prevention of DVT's and reportedly
began in late 2010, with data collection
implemented in December of 2011. The "DVT
prevention project” remained a current study at
the time of this survey. The "DVT prevention
project,” was the only performance improvement
project the ASC had implemented that evaluated
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delivery of care in the facility.
The Administrator was interviewed on 1/23/13
beginning at 2:45 PM. He confirmed the ASC
had not conducted distinct improvement projects
annually that reflected the scope of services
provided in the facility.
The facility did not adequately identify ’
performance improvement projects annually that
reflected the scope and complexity of the ASC's
services,
Q 084 ; 416.43{e) GOVERNING BODY Q 084
RESPONSIBILITIES
The governing body must ensure that the QAPI
program-
(1} Is defined, implemented, and maintained
by the ASC.
(2) Addresses the ASC's priorities and that all

improvements are evaluated for effectiveness.

(3) Specifies data collection methods,
frequency, and details.

{4) Clearly establishes its expectations for
safety.

(5) Adequately allocates sufficient staff, time,
information systems and training to implement the
QAPI program. '

This STANDARD s not met as evidenced by:
Based on staff interview and review of bylaws,
meeting minutes, and QAPI documents, it was
determined the ASC's Governing Body failed to
ensure a comprehensive QAP program was fully
defined, implemented, and maintained by the
ASC. This resulted in a lack of leadership to
provide direction of QAPI activities at the ASC
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and had the potential to impede the development “ J‘,
of a comprehensive QAP program. Findings R‘-’h}"‘ (Po/l Pf}\
include: ’Q[/ Clnite g‘izk ondd
1. A policy titled "Quality Improvement Plan pfLivile, bﬁﬁur 61
Statement of Philosophy," (without an effective or 9 /
approval date) was provided by the ASC. When O‘F W
asked about the policy, during an interview on Ot Wm’éw
1/22/13 beginning at 10:00 AM, the Administrator ﬁ( N {,
state the policy was approved by the Governing OI Copmrm; II€e o oteS
Body sometime in 2011, However, he was
unable to provide verifying documentation. g( 'Hw W ‘ﬁh g &%,wc(
Additionally, the "ORGANIZATIONAL ‘P{a n< Gn
PERFORMANCE IMPROVEMENT PLAN," J‘J
effective 7/01/08, stated "The Governing Body ot ﬂC{ i 0{1‘4& ’(/l
has the responsibility to evaluate the
effectiveness of the performance improvement S’-ﬁq ﬁC 51' o”vﬁ{
activities performed throughout the facility and the ,é
Organizational Performance Improvement éo Jern , 35 r hc*
Program as a whole." Additionally, medical staff
bylaws, signed by medical staff members on C
2/25/04, stated "The medical staif shall actively W e S
partu:lpate in quality assurance." The bylaws .
stated the quality improvement committee "will be @ QI Q Gn LI ( { 6{,
comprised of one member of the Governing l C{
Board and two registered nurses. The purpose of { “Hu:,
the committee will be to ensure that the @ J 35 ‘F‘ /33
objectives and goals of the surgery center are Cﬂ}/ o100 gua
carried out and met." "m‘z;s / J
be [~ "
However, no documentation was present to Overa AP‘P b bl
establish that a quality ;mprovemenl committee do v
had met or participated in quality improvement (= vicw e j , '7
activities, J 1 %}1 g
boe I
The Administrator was interviewed on 1/22/13, Sﬁﬂ: (V)8 2/'2- 3
beginning at 10:00 AM. The QAP! program was '
Cooverning Roned 2120[13
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discussed. He stated QAPI activities were ‘
discussed during the monthly Governing Body 6" 5~M:¢5 and ’Pj 74
meetings. He confirmed a QAPI committee had

not heen appointed and therefore had not met to QI/@A ’;L(‘n,mér)"g, Z/Zé’/

discussed quality improvement activities.

Y

5

2. Refer to Q081 as it relates to the Governing
Body's failure to ensure the development of a
comprehensive quality improvement plan which
included performance measures that promoted
patient safety and improved patient outcomes.

3. Refer to Q0B3 as it relates to the Governing
Body's failure to ensure annuat performance
improvement projects were conducted that
adequately reflected the scope of services
provided in the ASC. )
Q 162} 416.47(b) FORM AND CONTENT OF RECORD Q 162

The ASC must maintain a medicat record for
each patient. Every record must be accurate,
iegible, and promptiy completed. Medical records
must include at least the following:

{1) Patient identification.

{2) Significant medical history and results of
physical examination.

(3) Pre-operative diagnostic studies (entered
before surgery), if performed.

(4) Findings and techniques of the operation, -
including a pathologist's report on all tissues
removed during surgery, except those exempted
by the governing body.

{5) Any allergies and abnormal drug reactions.

{6} Entries related to anesthesia
administration,

{7) Documentation of properly executed
informed patient consent.

(8) Discharge diagnosis.
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This STANDARD is not met as evidenced by:
Based on observation, policy and record review,
and staff interview it was determined the facility
failed to ensure medical records were accurate
for 16 of 20 patients (Patients #2, #4 - #8, #10,
#11, and #13 - #20) whose records were
reviewed. This failure resulted in a lack of clarity

in the medical records related to allergies,
anesthesia administration and the completion of
pre-surgical physical examinations. Findings
include:

1. The preoperative assessments of 3 patients
were observed. The patients' medical records did
not accurately reflect the assessments, as
follows;

- Patient #18 was a 16 year old female admitted
to the facility on 1/24/13 for foot surgery. On
1/24/13 at approximately 2:30 PM, CRNA B was
observed while performing Patient #18's
preoperative anesthesia assessment. He
reviewed her medical history, discussed the
upcoming surgical procedure and the type of
anesthesia he planned to administer, He also
evaluated Patient #18 for prior problems with
anesthesia and asked if she had been ill or if her
health status had changed since she was jast
seen by the physician. CRNA B did not examine
Patient #18. He did not listen to her heart and
lungs with a stethoscope.

However, Patient #18's medical record included a
"PREANESTHESIA EVALUATION" form, signed
by CRNAB on 1/24/13. CRNA B documented the
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anesthesia plan for Patient #18 included a
popliteal block with IV sedation, listed Patient
#18's prior surgeries, and documented an
assessment of her airway. CRNA B made a line
through the "WNL" boxes next to each of the
body systems. Patient #18's medical record also
included an H&P dated 1/21/13. On 1/24/13, the
physician signed the stamp to indicate the H&P
had been reviewed and no changes were noted.

Patient #18's record did not reflect the lack of a
complete preoperative examination (failure to
fisten to her heart and lungs with a stethoscope).

- Patient #20 was a 3 year old female admitted to
the facility on 1/25/13 for dental surgery. On
1/25/13 at approximately 9:30 AM, CRNA B was
observed while performing Patient #20's
preoperative anesthesia assessment. CRNA B
reviewed Patient #20's medical history, discussed
the upcoming surgical procedure and the type of
anesthesia he planned to administer. CRNA B
also evaluated Patient # 20 for prior problems
with anesthesia and asked if she had been il or if
her health status had changed since sesing the
physician. CRNA B did not examine Patient #20.
He did not listen to her heart and iungs with a
stethoscope.

However, Patlent #20's medical record included a
"PREANESTHESIA EVALUATION" form, signed
by CRNA B on 1/25/13. CRNA B documented the
anesthesia plan for Patient #20 included general
anesthesia. CRNA B noted that Patient #20 had
bilateral breath sounds, documented Patient
#20's airway assessment and marked a line
through the "WNL" box next to each of the
systems listed. Patient #20's medical record also
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included an H&P dated 1/22/13. On 1/25/13, the
physician signed the stamp to indicate the H&P
had bheen reviewed and no changes were noted.

Patient #20's record did not reflect the lack of a
complete preoperative examination (failure to
listen to her heart and lungs with a stethoscope).

CRNA B, who cared for Patients #18 and #20,
was interviewed on 1/25/13 at approximately 1;15
PM. The preoperative exarnination was
discussed. CRNA B stated "If there has been a
problem, | will listen to heart and lungs. Ifnot, |
won't listen. 1 always fisten in the OR before we
get started. Usually, the physician has already
examined the patient and | don't need to."

However, Patient #20's physician was interviewed
at 1:20 PM on 1/25/13. He stated his practice
was to verbally review the H&P, allergies, the last
time the patient ate or drank and home
medications with the patient and/or family prior to
the procedure. He explained that if there were
changes in the patient's condition, he relied on
anesthesia and nursing staff to perform a physical
assessment to determine the patient's eligibility
for surgery. He stated that he did not actually
listen to a patient's heart or lungs because as a
dentist, he was "not really qualified” to assess a
patient for surgery.

The facility failed to ensure Patient #18 and #20's
preoperative assessments were accurately
documented,

- Patient #19 was a 50 year old male admitted to
the facility on 1/25/13 for a colonoscopy. On
1/25/13 at approximately 8:05 AM, CRNA A was

4) 1D
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observed while performing Patient #19's
preoperative anesthesia assessment. CRNAA
reviewed Patieni #19's medical history, discussed
the upcoming surgical procedure and the type of
anesthesia she planned to administer. She also
evaluated Patient #19 for prior problems with
anesthesia and asked if he had heen ill or if his
health status had changed since seeing the
physician. CRNA A did not exarnine Patient #19.
She did not listen to his heart and lungs with a
stethoscope.

However, Patient #19°s medical record contained
a "PREANESTHESIA EVALUATION" form,
signed by CRNAA on 1/25/13. CRNAA
documented the anesthesia plan for Patient #19
included TIVA, listed Patient #19's prior surgery,
and documented an assessment of his airway.
CRNA A made a line through the "WNL" boxes
next to the respiratory, liver/gastrointestinal,
neuro/muscuioskeletal, and renal/endocrine
systems. The box next to the cardiovascular
system was not marked but underneath the
system "Hypertension” was circled and the CRNA
documented Patient #19 had elevated
cholesterol. Patient #19's medical record also
included an H&P dated 11/13/12, On 1/25/13, the
physician signed the stamp to indicate the H&P
had been reviewed and no changes were noted.

CRNA A was interviewed on 1/25/13 at
approximately 10:00 AM. The preoperative
examination was discussed. CRNAA stated if
patients received "deep general anesthesia," she
listened to heart and lungs. She also said if she
was working with Dr. [physiclan's name], he felis
her not to perform the preoperative exam
because he has already done so.

Q 162
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The facility failed to ensure Patient #19's
preoperative assessment included complete,
comprehensive information.

2. The type of anesthesia administered to
patients during surgeries/procedures included
various forms, as follows:

- On the "Operative Record” the "Primary
Anesthesia” choices available to mark were
General, Regional, and Local. The "Type"
included ET, Mask, LMA, Epidural, Spinal, and
MAC.

- The "ANESTHESIA RECORD" contained a
section for "ANESTHETIC TECHNIQUE" which
was divided into General, Regional, and Other.
Under the "General" section was another list of
options, one of which was "TIVA." Under the
"Other” category was "MAC" and "TIVA."

- The "POSTOPERATIVE FOLLOW-UP
EVALUATION" form allowed the RN to choose
"General," "Local,” "TIVA," or "Regional
Anesthesia."

The type of anesthesia administered to patients
during surgeries/procedures was not documented
in a clear and consistent manner, as follows:

a. Patient #4 was a 79 year old fermale admitted
to the facility on 1/3/13 for foot surgery. The
anesthesia used during her surgery was
documented throughout her record, as follows:

- On the "Operative Record," completed by the
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- On the "PREANESTHESIA EVALUATION" form,
completed by the CRNA, the CRNA documented
the anesthesia plan was MAC.

- On the "ANESTHESIA RECORD," completed by
the CRNA, under "ANESTHETIC TECHNIQUE"
the CRNA selected MAC.

- On the "ROSTOPERATIVE FOLLOW-UP
EVALUATION" form, the RN marked TIVA.

- In the "OPERATIVE REPORT" the physician
dictated MAC as the type of anesthesia used.

The type of anesthesia administered to Patient #4
during her surgery was not documented in a clear
and consistent manner.

b. Patient #11 was a 66 year old female admitted
to the facility on 11/29/12 for foot surgery. The
anesthesia used during her surgery was
documented throughout her record, as follows:

- On the "Operative Record" completed by the
circulating RN, "TIVA" was written in the section
related to anesthesia.

- On the "PREANESTHESIA EVALUATION" form,
completed by the CRNA, the CRNA documented
the anesthesia plan as a popliteal block with
TIVA.

- On the "ANESTHESIA RECORD," completed by
the CRNA, under "ANESTHETIC TECHNIQUE"
the CRNA selected several options under
"Regional" and marked "TIVA" in the "Other"
category.
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- On the "Post Operative Note/Orders" the
physician documented "Anesthetic: Popliteal.”

- On the "POSTOPERATIVE FOLLOW-UP
EVALUATICN" form, the RN marked TiVA.

- In the "OPERATIVE REPORT" the physician
dictated “Intravenous sedation” as the type of
anesthesia used.

The type of anesthesia administered to Patient
#11 during her surgery was not documented in a
clear and consistent manner.

c. Patient #14 was a 61 year old female admitted
to the facility on 12/11/12 for foot surgery. The
anesthesia used during her surgery was
documented throughout her record, as follows:

- On the "Operative Record," completed by the
circulating RN, the RN documented Patient #14
received general anesthesia via a mask.

- On the "PREANESTHESIA EVALUATION" form,
completed by the CRNA, the CRNA documented
the anesthesia plan was "LocallMAC [with] IV
sedation." '

- On the "ANESTHESIA RECORD," completed by
the CRNA, under "ANESTHETIC TECHNIQUE"
the CRNA selected MAC.

- On the "Post Operative Note/Orders" the
physician documented "Anesthetic: MAG."

- On the "POSTOPERATIVE FOLLOW-UP
EVALUATION" form, the RN marked TIVA.
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- In the "OPERATIVE REPORT" the physician
dictated “Local with 1V sedation” as the type of
anesthesia used.

The type of anesthesia administered to Patient
#14 during her surgery was not documented in a
clear and consistent manner.

d. Patient #2 was an 81 year old femate admitted
to the facility on 1/22/13 for foot surgery. The
anesthesia used during her surgery was
documented throughout her record, as follows;

- On the "Operative Record," completed by the
circulating RN, the RN documented Patient #2
recelved general anesthesia via a mask.

- On the "PREANESTHESIA EVALUATION" form,
completed by the CRNA, the CRNA documented
the anesthesia plan was a popliteal block with 1V
sedation.

- On the "ANESTHESIA RECORD," compteted by
the CRNA, under "ANESTHETIC TECHNIQUE"
the CRNA selected options under "Regional” and
noted Patient #2 received supplemental oxygen
via a nasal cannula.

- On the "Post Operative Note/Orders” the
physician documented "Anesthetic: MAC - pop
[popliteal block]."

- On the "POSTOPERATIVE FOLLOW-UP
EVALUATION" form, the RN marked “General.”

- {n the "OPERATIVE REPORT" the physician
dictated "Monitored anesthesia care with a
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popliteal black..." as the type of anesthesia used.

The type of anesthesia administered to Patient #2
during her surgery was not documented in a clear
and consistent manner.

e. Patient #10 was a 66 year old male admitted to
the facility on 11/28/12 for foot surgery. The
anesthesia used during his surgery was
documented throughout his record, as follows;

- On the "Operative Record," completed by the
circulating RN, the RN wrote "TIVA."

- On the "PREANESTHESIA EVALUATION" form,
completed by the CRNA, the CRNA documented
the anesthesia plan was "TIVA."

- On the "ANESTHESIA RECORD," completed by
the CRNA, under "ANESTHETIC TECHNIQUE"
the CRNA selacted "TIVA" in the "General"
section.

- On the "POSTOPERATIVE FOLLOW-UP
EVALUATION" form, the RN marked "TIVA."

- In the "OPERATIVE REPORT" the physician
dictated "IV sedation with local block..." as the
type of anesthesia used.

The type of anesthesia administered to Patient
#10 during his surgery was not documented in a
clear and consistent manner.

f. Patient #8 was a 53 year old female admitted to
the facility on 10/5/12 for surgery on her eyelids.
The anesthesia used during her surgery was
documented throughout her record, as follows:
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- On the "Operative Record," completed by the
circulating RN, the RN marked MAC.

- On the "PREANESTHESIA EVALUATION" form,
completed by the CRNA, the CRNA documented
the anesthesia plan was "GA [general anesthesia)
- GA backup.”

- On the "ANESTHESIA RECORD," completed by
the CRNA, under "ANESTHETIC TECHNIQUE"
the CRNA selected MAC.

- On the "POSTOPERATIVE FOLLOW-UP
EVALUATION" form, the RN marked "TIVA."

- In the "OPERATIVE REPORT" the physician
dictated "MAC with local" as the type of
anesthesia used.

The type of anesthesia administered to Patient #8
during her surgery was not documented in a clear
and consistent manner,

g. Patient #19 was a 50 year old male admitted to
the facility on 1/25/13 for a colonoscopy. The
anesthesia used during his procedure was
documented throughout his record, as follows:

- On the "PREANESTHESIA EVALUATION" form,
completed by the CRNA, the CRNA documented
the anesthesia plan was TIVA,

- On the "ANESTHESIA RECORD," completed by
the CRNA, under "ANESTHETIC TECHNIQUE"
the CRNA selected "TIVA" under the "General
section,
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- On the "POSTOPERATIVE FOLLOW-UP
EVALUATION" form the anesthetic used was not
documented.

- In the "OPERATIVE REPORT" the physician

dictated anesthesia was provided "per anesthesia
record.”

The type of anesthesia administered to Patient
#18 during his procedure was not documented in
a clear and consistent manner.

h. Patient #15 was a 51 year old female admitted
to the facility on 12/4/12 for foot surgery. The
anesthesia used during her surgery was
documented throughout her record, as follows:

- On the "Operalive Record," completed by the
circulating RN, the RN documented Patient #15
received general anesthesta with a mask.

- On the "PREANESTHESIA EVALUATION" form,
completed by the CRNA, the CRNA documented
the anesthesia plan was MAC and popliteal block.

- On the "ANESTHESIA RECORD," completed by
the CRNA, under "ANESTHETIC TECHNIQUE"
the CRNA selected MAC. The CRNA also
selected "Popliteal” under the "Regional" section.

- On the "POSTOPERATIVE FOLLOW-UP
EVALUATION" form, the anesthetic provided was
not documented.

- In the "OPERATIVE REPORT" the physician
dictated "Local with 1V sedation and popliteal
nerve block..." as the type of anesthesia used.
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The type of anesthesia administered to Patient
#16 during her surgery was not documented in a
clear and consistent manner.

I. Patient #13 was a 55 year old male admitted to
the facility on 3/15/12 for general surgery. The
anesthesia used during his surgery was
documented throughout his record, as follows:

- On the "Operative Record,"” completed by the
circulating RN, the RN documented Patient #13
received general anesthesia with a mask.

- On the "PREANESTHESIA EVALUATION" form,
completed by the CRNA, the CRNA documented
the anesthesia plan was "GMA [sic]."

- On the "ANESTHESIA RECORD," completed by
the CRNA, under "ANESTHETIC TECHNIQUE"
the CRNA selected "TIVA."

- On the "POSTOPERATIVE FOLLOW-UP
EVALUATION" form, the RN marked "General.”

- In the "OPERATIVE REPORT" the physician
dictated "General" as the type of anesthesia
used. .

The type of anesthesia administered to Patient
#13 during his surgery was not documented in a
clear and consistent manner,

J. Patient #7 was a 46 year old female admitted to
the facility on 3/8/12 for foot surgery. The
anesthesia used during her surgery was
documented throughout her record, as follows:

- On the "Operative Record," completed by the
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circulating RN, the RN documented Patient #7
received general anesthesia with a mask.

- On the "PREANESTHESIA EVALUATION" form,
compieted by the CRNA, the CRNA docurnented
the anesthesia plan was general anesthesia.

- On the "ANESTHESIA RECORD," completed by
the CRNA, the CRNA selected "Pre-Oxygenation”
under the general section and noted that an LMA
was used.

- On the "Post Operative Note/Orders" the
physician documented "Anesthetic: ankle block."

- On the "POSTOPERATIVE FOLLOW-UP
EVALUATION" form, the RN marked "General.”

- In the "OPERATIVE REPORT" the physician
dictated "intravenous sedation" as the type of
anesthesia used.

The type of anesthesia administered to Patient #7
during her surgery was not documented in a clear
and consistent manner.

k. Patient #6 was an 80 year old male admitted to
the facility on 12/6/12 for surgical removal of
growths from his arm. The anesthesia used
during his surgery was documented throughout
his record, as follows:

- On the "Operative Record," completed by the
circulating RN, the RN documented Patient #6
received general anesthesia with a mask.

- On the "PREANESTHESIA EVALUATION" form,
completed by the CRNA, the CRNA documented
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the anesthesia plan was TIVA.

- On the "ANESTHESIA RECORD," completed by
the CRNA, the CRNA selected "TIVA" in the
"General" section and documented a mask with
an airway was used.

- On the "POSTOPERATIVE FOLLOW-UP
EVALUATION" form, the RN marked "General."

~ In the "OPERATIVE REPORT" the physician
dictated "General" as the type of anesthesia
used.

The type of anesthesia administered to Patient #6
during his surgery was not documented in a clear
and consistent manner.

l. Patient #16 was a 68 year old male admitted to
the facility on 1/17/12 for foot surgery. The

anesthesia used during his surgery was
documented throughout his record, as follows:

- On the "Operative Record," completed by the
circulating RN, did not include documentation
regarding anesthesia.

- On the "PREANESTHESIA EVALUATION® form,
compieted by the CRNA, the CRNA did not
document a plan for anesthesia.

- On the "ANESTHESIA RECORD," completed by
the CRNA, the CRNA selected "TIVA" in the
“General" section and that a popliteal block was
given. {n addition, the CRNA documented a
mask was used,

- On the "POSTOPERATIVE FOLLOW-UP
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EVALUATION" form, the RN marked "TIVA"

- In the "OPERATIVE REPORT" the physician
dictated "Local" as the type of anesthesia used.

The type of anesthesia administered to Patient
#16 during his surgery was not documented in a
clear and consistent manner,

m. Patient #17 was a 62 year old male admitted
to the facility on 12/18/12 for foot surgery. The
anesthesia used during his surgery was
documented throughout his record, as follows:

- On the "Operative Record,” completed by the
circulating RN, the RN documented "TIVA.,

- On the "PREANESTHESIA EVALUATION" form,
completed by the CRNA, the CRNA documented
the plan was for local anesthetic with MAC.

- On the "ANESTHESIA RECORD," completed by
the CRNA, the CRNA selected "MAC" and "TIVA"
in the "Other” section. In addition, the CRNA
marked that an "OralfNasal Airway" was used.

- On the "POSTOPERATIVE FOLLOW-UP
EVALUATION" form, the RN marked "TIVA."

- In the "OPERATIVE REPORT" the physician
dictated “Local with 1V sedation” as the type of
anesthesia used.

The type of anesthesia administered to Patient
#17 during his surgery was not documented in a
clear and consistent manner.

n. Patient #5 was a 63 year old male admitted to
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the facility on 12/27/12 for surgery on his eyelids.
The anesthesia used during his surgery was
documented throughout his record, as follows:

- On the "Operative Record" document,
completed by the circulating RN, the "Type" was
marked "MAC" and the RN wrote beneath this
IITIVA'II

- On the "PREANESTHESIA EVALUATION" form,
completed by the CRNA, the CRNA documented
the anesthesia plan as "TIV [total infravenous]
gen [general).”

- On the "ANESTHESIA RECORD," completed by
the CRNA, under "ANESTHETIC TECHNIQUE"
the CRNA marked "TIVA" in the section for
general anesthesia.

- On the "Post Operative Note/Orders" the
physician documented “Anesthetic: MAC [with]
local.”

- On the "POSTOPERATIVE FOLLOW-UP
EVALUATION® form, the RN marked TIVA.

- In the "OPERATIVE REPORT" the physician
dictated "MAC with local" as the type of
anesthesia used,

The type of anesthesia administered to Patient #5
during his surgery was not documented in a clear
and consistent manner.

0. Patient #18 was a 16 year old female admitted
to the facility on 1/24/13 for foot surgery. The
anesthesia used during her surgery was
documented throughout her record, as follows:

Q62
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- On the “Operative Record,” completed by the
circulating RN, the "Primary Anesthesia" was
documented as "General" and the "Type" was
marked as "Mask."

- Cn the "PREANESTHESIA EVALUATION" form,
completed by the CRNA, the CRNA documented
the anesthesia plan was a popliteal block with 1V
sedation.

- On the "ANESTHESIA RECORD," completed by
the CRNA, under "ANESTHETIG TEGHNIQUE"
the CRNA only selected options under the
"Regional" section.

- On the "Post Operative Note/Orders” the
physician documented "Anesthetic: Popliteal
Block."

- In the "OPERATIVE REPORT" the physician
dictated "Intravenous sedation” as the type of
anesthesia used.

The type of anesthesia administered to Patient
#18 during her surgery was not documented in a
ctear and consistent manner.

CRNA A who provided anesthesia services for
Patient #18 was interviewed at 3:30 PM on
1/24/13. He stated that the anesthesia used for
Patient #18 was popliteal block with IV sedation.
He stated the popliteal block was the main
anesthetic and the IV sedation was to keep
Patient #18 comfortable. He stated he used a
mask to deliver oxygen but Patient #18 was
breathing on her own, so he did not consider her
under general anesthesia. He stated there was
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The Administrator was interviewed on 1/28/12 at
1:30 PM. He reviewed Patient #18's and Patient
#5's medical records. He explained that "MAC"
was rarely used as a type of anesthesia. He
stated that any time Propofol was used for
sedation in a procedure it was considered
“"general anesthesia," He also stated that he
would have considered general anesthesia to
mean that the patient required management of
the airway (such as an endotracheal tube). He
stated that at times, the details of documentation
of anesthesia/sedation were for billing purposes.
He agreed that there was a lack of consistency in
documentation of the anesthesia, or sedation and
analgeslia, used.

The facility failed to ensure the type of anesthesia
administered to patients was documented in a
clear and consistent manner.

3. Medication allergies were not documented in
the medical record, as follows:

a. Patient #15 was a 51 year old female who was
admitted to the facility on 12/4/12 for left foot
surgery. Her medical record contained an H&P
dated 11/26/12. The H&P documented Patient
#15 was allergic to "penicillin resulting in rash,
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Motrin resulting in respiratory complications.”

The "Consent for Place of Surgery,” signed by a
facility employee and dated 12/4/12, listed an
allergy to penicillin, but did not include Patient
#15's allergy to Motrin.

The Administrator was interviewed on 1/28/13,
beginning at 1:40 PM. He reviewed Patient #15's
medical record and confirmed the allergies were
incorrectly documented on the consent form.

The ASC failed to accurately document Patient
#158's allergies throughout the medical record.

b. Patient #18 was a 16 year old female admitted
to the facility on 1/24/13 for right foot surgery.
Her medical record contained an H&P dated
1/21/13. The H&P documented patient #18 was
alfergic to penicillin and nickel.

An orange sticker was located on the outside of
Patient #18's medical record. The sticker
documented Patient #18 was allergic to penicillin
and nickel.

Patient #18 and her mother were interviewed on
1/24/13, beginning at 1:20 PM. During the
interview, Patient #18's mother said her daughter
experienced a difficuit time with pain medication
after left foot surgery at the ASC in 2012 and
developed an allergy to hydrocodone. She sald
she stopped the medication and contacted the
surgeon because her daughter was nauseated
and experienced a generalized rash after
hydrocodone was administered.

During Patient #18's preoperative nursing

Q162
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evaluation on 1/24/13 at approximately 1:30 PM,
the RN identified the patient and verified the type
of surgery and surgical site. Afterwards, the RN
placed an identification band and an allergy band
on Patient #18's left wrist. The allergy band listed
peniciflin and nickel, but did not include
hydrocodone. The RN did not question Patient
#18 or her mother about the accuracy of the
allergies listed on the wrist band. The surveyor
prompted Patient #18's mother to inform the RN
about the hydrocodone allergy. The RN added
hydrocodone to the allergy band and updated the
medical record to include hydrocodane as well.

The ASC failed to accurately document Patient
#18's allergies throughout the medical record.

¢. Patient #13 was a 55 year old male admitted to
the facility for outpatient general surgery on
3/15M12. Patient #13's record was reviewed and
the following discrepancies in documentation of
allergies were found:

The form "Consent for Place of Surgery”
contained the name of the procedure, the
patient's allergies and a place for the patient to
sign. Under allergies "None Known" was written
in red ink. Next to that, in black ink was written
"eyclobenzaprine/tramadol.” The form was
signed and dated by Patient #13 in black ink on
3/15/12. The Administrator reviewed the record
and was interviewed beginning at 1:30 PM on
1/28/12. He stated the staff member that checks
patients into the facility would write the allergy in
red and put a red "X' next to the portion of the
form that the pafient needs to sigh. He concluded
that "cyclobenzaprine/tramadol” was written on
the altergy fine by Patient #13.

Q 162
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The form "Medical/Surgical History" was sighed
and dated by Patient #13 on 3/12/12. The form
contained Patient #13's medical history, surgical
history, history of alcohof and tobacco use and
allergies. Under "Allergies:" Patient #13
documented cyclobenzaprine and tramadol. The
Administrator reviewed the record and was
interviewed beginning at 1:30 PM on 1/28/13. He
stated this form was mailed to patients prior to
their surgery fo be filled out and brought with
them on the day of their procedure. He
confirmed Patient #13 had documented his
allergies as cyclobenzaprine and tramadol on this
form.

The form "Pre-Op Checklist" was completed and
signed by an RN but was not dated. The form
contained documentation stating Patient #13 had
no known drug allergies,

The form "PACU RECORD - Phase I" was signed
by an RN and dated 3/15/12 at 8:54 AM. The
form contained documentation stating Patient #13
had no known allergies.

The form "PREANESTHESIA EVALUATION" was
completed and signed by a CRNA an 3/15/12 at
8:35 AM. The form contained documentation
stating Patient #13 had no known drug allergies.

The Administrator reviewed the record and was
interviewed beginning at 1:30 PM on 1/28/13. He
agreed that Patient #13's allergies were
inconsistent with what had been documented by
the staff at the facility. He agreed these
discrepancies had the potential for Patient #13 to
experience adverse drug reactions,
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Drugs must be prepared and administered
according to established policies and acceptable
standards of practice.

This STANDARD s not met as evidenced by:
Based on observation, staff interviews, and
review of policies, it was determined the facility
failed to ensure medication was stored, prepared
and administered in accordance with aCCEptabie
standards of practice. This failure directly
|mpacted 1 of 2 patients (Patient #20) whose
surgeries were observed and had the potential to
impact all patients receiving care after Patient
#20. Failure to adhere to acceptable standards of
practice had the potential to result in all patients
receiving medication and experiencing adverse
drug reactions. Findings are as follows:

1. The palicy "USE OF MULTIPLE DOSE VIALS
(MDVs)," revised 7/12/11 stated "The healthcare
provider shall write the expiration date on the vial,
when opened.” The policy went on fo state “The
beyond-use date (BUD) for an opened or entered
(i.e., needle punctured) muitiple dose container
with antimicrobial preservatives shall be 28 days,
uniess otherwise specified by the manufacturer.”
However, the policy also stated a multidose vial
would be discarded "When the manufacturer's

‘Pﬁmarl
Hut wilen Jrujs e th
A Shﬁr-{_ .

@‘TDO 1c L{‘Sé of
pond USabe Mcﬁ/ﬁbj

MDYV #\%35
netes
" 303. wece «p dats

fo Ve Hect sake /%@c{cm‘
rpf"aoﬁcej MDUese /| be

dated to expire 28 ds fj’S‘

aneF DP€W’-\/
J Loas [gweaoﬁd
‘ILELL‘ Clinice S’ﬁ.ﬁ’“

ng&m (7 22013
S‘aff e 7%2 egsl
Vdff%’(law(/rg) . H‘AZM
> /\c/ Ed. & (/0/{ 29762
ocammf J‘qu Nurse s

pecsonpt!

k)

DresSe |

FORM CMS-2567(02-99) Previous Versions Obsalele

Event ID: KKVD11

Facility ID: 13(:0001011

if continuation sheet Page 51 of 74
Doliey ke Feui eeded
CRNAS  oond {TC'S]%“C'
w3

e}

Jm;(gﬂm) vada(g'l[a

Godffﬂr’@) B c{ \‘edwwe
(/_,T)C{‘v“({*ﬂ([ ‘Pahu@Sv

\J\Wbmdﬂ C{




PRINTED: 02/12/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) gg{é féJ_II_REVEl)EY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING
13C0001011 B. WING 01/29/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CHY, STATE, ZIP CODE
1828 SOUTH MILLENNIUM WAY, SUITE 100
MILLENNIUM SURGERY CENTER MERIDIAN, ID 83642
SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
%‘E)Ft& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
Q 181 Continued From page 51 Q 181 @ C(bn-"“f\u&l

established expiration date is reached...” The -

policy was unclear as to when a multiple dose vial @ g-'—hff w(,{.L EJ wﬂafkﬂ(

would be considered expired and would then be . LOn

discarded. “+te d( Séaf«A (X.ﬂ%ﬁﬁ, dm
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2:45 PM with the Administrator. He confirmed . L

medications were expired or undated, as follows: drped- TZ'-(— S‘{"‘ ’C[ -
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a. An open muitipie dose viat of lidocaine with the

expiration date 1/22/13 was observed, The i F Serrinae S
Administrator stated he considered the lidocaine / ﬂ é é’ 0 21

expired and stated it should have been discarded. and ,MM uﬂcﬁ, 9(4,,0{'-}]2

b. An open multiple dose vial of normal saline dwf Y g_ 2 /'ZI/ /3 S¥u fﬂh&c_;,éjrw
was observed with an expiration date of 10/12A12. ()[’

c. Amultiple dose bottle of oral Versed was
observed in a medication drawer. There was no
expiration date written on the bottle. The
Administrator stated because the medication was
used so frequently, an expiration date was not
needed.

d. Two syringes labeled "LIDOCAINE" were
observed in baskets containing equipment to start
IV sites. The labels were undated. The
Administrator confirmed it was difficult to tell
when the medication was drawn up. He stated
nursing staff prepared several syringes at the
start of the day and discarded the unused
syringes at the end of the day. He confirmed that
at the time of the tour that the lidocaine would no
longer be required and should have been
discarded,

e. On 1/23/12 at 10:45 AM, a syringe fabeled
'LIDOCAINE" was observed in a basket
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containing equipment to start iV sites. The label
was undated. An RN working in the preoperative
area was interviewed. She stated she did not
know when the medication was prepared. She
explained she was the only RN to start IV sites on
1/23/13 and did not use lidocaine. She stated
she believed the syringe was left from the
previous day. She confirmed the medication
should have been discarded on 1/22/13.

f. An open multiple dose vial of insulin was
observed in the refrigerator on 1/23/13 at 10:45
AM. The expiration date written on the vial was
7/25/12. An RN in the preoperative area was
present at this time and confirmed the insulin was
expired and should have been discarded.

The facility failed to ensure medications were
appropriately {abeled and discarded.

2. The policy "PHARMACY DRUG STORAGE
AND PREPARATION AREA," effective 1/01/08,
stated medications should be "inaccessible to
unauthorized individuals." The facility failed to
adhere to this policy, as follows:

a. Atour of the perioperative area was conducted
with the Administrator on 1/22/13 at 2:45 PM. A
refrigerator containing paralytic medications used
for anesthesia, antibiotics, eye drops, lipids,
insulin and respiratory medication was sitting on a
counter top. The refrigerator was accessibie to
patients' families and/or housekeeping staff.
However, the refrigerator did not have a lock on
it. The Administrator confirmed the refrigerator
was not locked and had never been locked. He
agreed the medication was not secured from
unauthorized persons.
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b. Atour of the perioperative area was conducted c R NA @ A ‘PAJ e oe
with the Administrater on 1/22/13 at 2:45 PM.
Two syringes marked "LIDOCAINE" were TZz dicived Gnd tepder S‘lg«m.:f
observed in baskets containing equipment to start .
IV sites. The baskets were located on a counter Fle -’Pa/’ (C‘j . *‘7"5;3‘?“;
near the restroom used by patients and families. . . 2o 12
The Administrator confirmed the medication was fZ: CRM As 2 )
not stored in a secure location. rPO((fCJ ‘AWMC( 6} (3’-7”‘4’#\4'/‘-7
The facility failed to ensure medications were i 7
kept secure, bc L Sy _ g
M/ téernge S?a»yerwsed
3. The policy "USE OF MULTIPLE DOSE VIALS
(MDVs}, revised 7/12/11, was reviewed. There /Q A ﬂlbw*"\ 5"{7\4 éi’" .
was no language in the policy about prohibiting g

the use of single dose vials for multipe patients. ‘:‘j{ fyyp,;,pmpét ﬁ),\ bj "g /’/o /3

Patient #20 was a three year old female admitted
to the facility for a dental procedure. Her surgery
was observed from 9:52 AM to 10:20 AM on
1/25/13. The CRNA medication cart was noted 1o
contain a vial of propofol labeled "SINGLE USE."
A 10 cc vial of normal saline with a 1 cc vial of
morphine taped to it was also observed. Each of
these vials were labeled "SINGLE USE." At
10:05 AM CRNA B was observed to prepare
morphine for administration.

Patient #20's "ANESTHESIA RECORD" indicated
50 mg of propofol was administered at 10:00 AM
and 0.5 mg of morphine was administered at
10:15 AM.

CRNA B was interviewed on 1/25/13 at 10:13 AM.
He confirmed the propofol, normal saline and
morphine vials were labeled for single patient
use. He explained that on days with multiple
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pediatric cases, he would open a vial of single
use propofol at the beginning of the day, and use
it throughout the day.

CRNA B also stated that he drew up the
morphine and diluted it in the normal saline at the
start of the day to use throughout the day. He
stated at the end of the day, the remaining
medication was wasfed. He explained he did this
because he was giving very small doses to
pediatric patients and because of a shortage of
medication, he did not want to waste such large
amounts on each case.

The facility failed to ensure single use vials were
administered to a single pattent.
Q 202 | 416.49(b) RADIOCLOGIC SERVICES Q 202

(1) The ASC must have procedures for obtaining
radiological services from a Medicare approved
facility to meet the needs of patients.

This STANDARD s not met as evidenced by:
Based on observation, staff interview, review of
manufacturer's guidelines for safety precautions
for radiation exposure of a C-Arm {a type of x-ray
imaging scanner intensifier, so named because of
its configuration) and facility poticies, and an
interview with ldaho Bureau of Laboratories staff,
it was determined the facility fajled to implement
and monitor procedures for radiation safety from
C-Arm use. These failures had the potential to
adversely impact the health and safety of all
patients and personnel at the facility. Findings
include:
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! covering to be used in the event of exposure to

i physicians and the circulating RN did not wear

: Imaging System. in the section "Introduction,”
: under the heading of "General,"” the document
stated "Although PREMIER is a low dose device,

* e@xposures are cumulative and that it may be
| possible to receive significant exposures if strict

1. The facility's policies regarding radiation and
x-ray use were reviewed. The policies did not
address the use of dosimeters or protective

radiation.

The OR designated Room #2 was toured on
1/24/13 at 3:00 PM. A mini C-arm was observed
in the room. A CST was interviewed and
explained that the full-ime CSTs who assisied the
physicians during surgeries requiring the mini
C-arm used dosimeters. She stated the

dosimeters. She stated she believed lead aprons
were available but were not required to be used.

Upon request, the Administrator provided the
operator's guide for the FluoroScan Premier

this does not mean that the X-ray beam is not
potentially harmful, it should be noted that X-ray

safety procedures are not observed at all times.”
Another portion of the introduction was titied,
"X-Ray Shielding" and stated, "The best
protection against radiation exposure Is a shield
that will attenuate or block X-rays. The protection
most commonly used by the operator and staff is
i the lead apron. Radiation attenuating gloves may
i also be worn, The scattered radiation from
PREMIER is quite low as compared to other
devices, and the choice to wear protective aprons

' is governed by applicable state faws and policy."
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The Manager of the Laboratory Improvement &
A-ray Certification Sections of the |daho Bureau
of Laboratories was consulted and provided a
response on 2/5/13 at 8:48 AM. According to the
Manager, the Idaho Radiation Control regulations
require dosimetry badges be womn whenever
there is actual or potential exposure to radiation
unless the facility demonstrated that under
normal usage there was zero exposure to the
operators of the equipment. He explained that in
some circumstances, if a facility used dosimeters
for a one-year period of time and recorded no
exposure, then an exemption may be issued in
writing and would be kept on file at the facility.

The Administrator was interviewed on 1/28/13 at
1:40 PM. He explained that the full-time CST
staff wore dosimeters. He explained that for
years all staff involved in procedures using x-ray
equipiment were monitored and for years he had
documentation of no measurable radiation
exposure. He stated the decision was made to
only continue monitoring on the staff members
who risked the most prolonged and repeated
exposure. He confirmed that the facility had not
requested a waiver of exemption related to
dosimeter use,

The ASC had not been granted an exemption and
did not develop policies and procedures for
radiation safety, provide shielding from radiation
exposure to employees and patients, or provide
radiation monitoring.

416.50(a)(2) ADVANCE DIRECTIVES

The ASC must comply with the following
requirements:
() Provide the patient or, as appropriate, the
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the procedure, with information concerning its cPe fec ':# (09(‘% an~d DUZ
policies on advance directives, including a 4
description of applicable State health and safety e | /o / 7 (/{'}é -éc_/
laws, and, if requested, official State advance i
directive forms. Jt“dv"kcf &/}\C‘ APPI‘\JMC{
{ii} Inform the patient or, as appropriate, the PL ;
patient's representative of the patient's rights to b «/1 ove Fvan tbt,‘ i’d
make informed decisions regarding the patient's \Lj /2& / / §
care.
(i} Document in a prominent part of the 2
pati\‘ent‘.s_current medical record, whether or not @ ’M( dd Lt W{S w,-‘.u_
the individual has executed an advance directive. ,F ]L) ﬂ J
MTerae1n On Veerce
This STANDARD is not met as evidenced by: D fc Cﬁ,}g S hade beee
Based on observation, interview, and review of c( F(‘
ASC policies and patient rights information, it was ” = ‘lLC‘-' Ve 4 ,
determined the ASC failed to ensure - s . =
comprehensive rights information related to VL(’ s< 'DN ’ ‘S—]La 1[6 ! 15
Advance Directives was provided to patients P revtd< [(@SHUSITAILC
andfor their representatives, This impacted all .
patients cared for at the facility and resulted in a _Q‘EF ‘FS ten i’ ( f—'lpgf» i '\en{'
lack of information related to the provision of life
sustaining measures provided during respiratory C s éc 1(7\& ﬁf
andfor cardiac arrest. Findings include; Q,I 4 / 1‘ ~7[J|.ﬁ. ‘f A e
1. The "Patient Bill of Rights" information, homor e ¢ ,/j OISheg
undated, provided to patients prior to a procedure . s 6—4‘( .Fp
was reviewed. According to this document, C(J nt Ca Usede -
patients had the right to "Formulate advance f é 2 ( !
directives regarding his or her healthcare, and to EdLLCc» @ﬁ 7% ¢S
have facility staff and practitioners who provide ’ {4 Oex )
care in the facility comply with these directives...” 64'4 '{%/" -é d,wd “~
The "Patient and Family Responsibilities" Nl
information, undated, stated the patient had the "(ﬁ co MM _f 4
responsibility to inform his/her provider about any “)’&J‘S (Po[fc:o 7%3 Pﬁ TS
“iiving will, medical power of attorney or other (}/ ’ “:F
(2 ‘(—‘ t’? 4 C‘(/r £ “
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directive that could affect his/her care.” This
inforrmation was also observed to be posted in the
waiting room of the ASC.

However, the "DO NOT RESUSCITATE {DNR)"
policy, revised 7/12/11, was reviewed. According
to the policy, "} will therefore be the general
policy of the Department of Anesthesia in all
cases...to institute resuscitative measures in
those requiring them under the assumption that
these therapies are short-term by the nature of
operating room arrests. Anesthesia recognizes
that, despite careful explanation of the facts and
principles outlined above, some patients may
insist on the continuation of their DNR status into
the operative setting. In the spirit of emphasizing
patient rights in structuring the medical treatment
plan it is therefore also recognized that
exceptions to the above-stated policy may occur,
Such exceptions will allow for the continuation of
a patient's DNR status into the operating room..."

The Administrator was interviewed on 1/24/13 at
12:45 PM. He stated that while in the facility, a
patient would be resuscitated and transferred to
the local hospital for emergency care. He stated
that this was explained to patients if they
indicated they had an Advance Directive with a
DNR order. He confirmed this information was
not provided to the patient in writing.

The Administrative Assistant was interviewed on
1/25/13 at 1:20 PM. She explained her process
for checking a patient into the faciiity. She stated
patients were questioned about an Advance
Directive at the time of admission. If an Advance
Directive was provided, a copy was placed in the
patient's medical record. She stated if a patient

Q224
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had not completed an Advance Directive and
wanted information, this would be provided. The
Administrative Assistant stated she did not ask
what was contained in a patient's Advance
Directive (such as if the patient requested DNR
status) and stated she believed this would be
discussed with the RN during the preoperative
phase.

An RN caring for patients in the perioperative
area was interviewed on 1/25/13 at 1:30 PM. She
explained she verified the consents and Advance
Directive information was signed. She stated she
did not discuss the contents of patient's Advance
Directives and would not know if a patient
requested DNR status, She stated she did not
think the ASC performed surgery on patients who
requested DNR status and in an emergency,
patients would be resuscitated and transferred to
a hospital for care. The RN confirmed she did
not discuss this with her patients during the
preoperative phase but believed this was part of
the pre-admission paperwork provided to the
patient.

The ASC failed to ensure comprehensive rights
information related to Advance Directives was
provided fo patients and/or their representatives.
416.50(a)(3)(1), {v), (vi), {vii} SUBMISSION AND
INVESTIGATION OF GRIEVANCES

(i) The ASC must establish a grievance procedure
for documenting the existence, submission,
investigation, and disposition of a patient's written
or verbal grievance to the ASC.

(V) The grievance process must specify
timeframes for review of the grievance and the
provisions of a response,

Q 224

Q225
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(vi} The ASC, in responding to the grievance,
must investigate all grievances made by a patient
or the patient's representative regarding
treatment or care that is (or fails to be) furnished.
{vi) The ASC must document how the grievance
was addressed, as well as provide the patient
with written notice of its decision. The decision
must contain the name of an ASC contact person,
the steps taken to investigate the grievance, the
results of the grievance process, and the date the
grievance process was completed.

This STANDARD is not met as evidenced by:
Based on review of policies and interview, it was
determined the facility failed to ensure a
procedure for identifying and documenting the
existence and submission of grievances was
developed and implemented. This impacted all
patients who received care at the facility and had
the potential to result in unidentified and
unresolved grievances. Findings include:

1. The facility's policy, "GRIEVANCE/PATIENT
COMPLAINTS " revised 5/18/09, was reviewed.
The policy did not define the difference between a
grievance and a complaint. The policy stated
"Any complaint received from a patient while in
the facility or after discharge will be immediately
reported to the Administrator {Complete
Grisvance Form)" and that the “Administrator is
responsible for 'On-The-Spot' resolving of patient
problems where passible, and for documenting
complaints communicated to them or to their staff
(Complete Patient Complaint Form)." The policy
directed the Administrator to provide a written
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notice to the patient with the name of a contact
person, steps taken to investigate the grievance,
the results of the grievance process and the date
the process was completed. Beyond this, the
policy did not mention "grievances"” but routinely
referred to the management of "complaints."
According {o the policy, a record of complaints
was to be maintained.

The Adrninistrator was interviewed on 1/28/13 at
1:40 PM. He explained his process for
grievances. He stated a concern would start out
as a complaint and not a grievance. He agreed
that the policy did not clearly define when an
issue was to be handled as a grievance and not a
complaint. The Administrator explained that if a
complaint was voiced while the patient was in the
facility he would speak with the
patient/representative as soon as possible to try
and resolve the issue. He stated that if he was
alerted to a concern after a patient was
discharged from the facility, he contacted the
patient/representative to obtain details of the
concern and atterpted to resolve the issue. The
Administrator explained that if he was not able to
resolve a concern, he offered the
patient/representative an option to file a formal
grievance to address the problem. He stated the
concern would be further evaluated and
responded to within the timeframe established in
the policy and followed up with a letter of
resoiution. He stated there had been no
grievances within the last 12 months and that he
did not maintain a record of complaints.

The facility failed to ensure a procedure for
identifying and documenting the existence and
submission of grievances was thoroughly
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- RESPONSIBILITIES

The program is -

Responsible for providing a plan of action for
preventing, identifying, and managing infections
and communicable diseases and for immediately
implementing corrective and preventive measures
that result in improvement.

This STANDARD is not met as evidenced by:
Based on staff interviews, observations, and
review of policies, infection control documentation
and records, it was determined the facility's
infection control program failed to provide a plan
of action for preventing and identifying infections.
This fallure directly impacted 8 of 20 patients
{(Patients #1, #3, #7, #9, #12, #16, #18, and #19)
whose medicai records were re\newed and had
the potential to impact alf patients receiving care
at the facility. These failures had the potential to
impede the mitigation and investigation of
infections. Findings include:

1. The policy "INFECTION CONTROL
PROGRAM," undated, stated "Patients will be
contacted within 72 hours of surgery for
assessment. Surgeons will be contacted 30 days
post op [operation] to monitor post op infections."

The Administrator was interviewed on 1/28/13 at
11:20 AM. He explained the primary method of
identifying postoperative infections was a surgical
site infection report completed by each physician.
He stated that every two months a list of patients
each physician treated was generated, The
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-1 symptoms of an infection.

physicians were instructed to identify any patient
who developed an infection, a complication, or
required an emergency room visit or
hospitalization subsequent to care at the facility.
The Administrator also stated that pediatric dental
surgery patients did not follow up with the dental
surgeon until 6 months postoperatively. He
stated he assumed the dental surgeon would be
contacted by parents regarding signs or
symptoms of infection and the dental surgeon
wolld report these cases via the surgical site
infection report. The Administrator confirmed that
there was the possibility a patient would not follow
up with the ASC physician and the ASC physician
would therefore not be aware of a postoperative
infection. The Administrator stated that the facility
conducted follow up phone calls fo patients and
would be alerted to signs and symptoms of
infections at that time. The Administrator
explained that all patients received discharge
instructions. He stated he believed discharge
instructions included signs and symptoms of
infection fo report to the physician. /7
The "POSTOPERATIVE FOLLOW-UP
EVALUATION" form was reviewed. The form
prompted staff to ask patients or their
representatives about dressings, circulation, pain,
nausealvomiting, bleeding/drainage, concerns
with following discharge instructions, and
response to regional anesthesia. The form did
not cantain questions related to signs and

An RN was interviewed on 1/23/13 at 10:10 AM.
She stated she did not ask questions regarding
signs or symptoms of an infection when making
the foliow up phone call. She stated it was not
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uncommpn for patients to run a low grade
temperature after surgery. She stated most
patients followed up with their physician within a
few days after surgery. She confirmed the follow
up phone calls, often made within 24 hours of
surgery, were not an effective means of collecting
infection data as a postoperative infection wouid
not be present so soon after surgery.

Discharge instructions provided to patients were
reviewed. Signs and symptoms of an infection
were not included in the following patients'
discharge instructions:

- Patient #19 was a 50 year old male admitted to
the facility on 1/25/13 for a colonoscopy.

- Patient #3 was a 15 month old female admitted
to the facility on 1/18/13 for dental surgery.

- Patient #12 was a 3 year vld female admitted to
the facility on 12/7/12 for dental surgery.

- Patient #1 was a 76 year old female admitted fo
the facility on 9/5/12 for a colonoscopy.

The Administrator was interviewed on 1/28/13 at
11:20 AM. He reviewed the discharge
instructions provided to Patients #1, #3, #12, and
#19. He confirmed that not all patients received
information related fo infections and when to
report signs and symptoms of an infection. He
confirmed that the facility did not have a way to
ensure all infections would be reported to the
facility.

The facllity failed to implement a process to
identify postoperative infections.
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on 1/28/13. He explained that every two months
a list of patients each physician treated was
generated. He stated physician's were instructed
to identify any patient who developed an infection,
a complication, or required an emergency room
visit or hospitaiization subsequent to care at the
facility. He stated any issues identified on these
forms were investigated by him and discussed
with the physician and at Governing Body and
staff meetings. He stated he assessed for
causative factors, reviewed policies and
procedures, and completed a "Surgical Site
Infection {(SSI1)" form.

The "Surgical Site Infection (SSI)" form, undated,
was reviewed. The form contained sections to
describe the specific event, signs and symptoms
exhibited, laboratory data, and documentation of
physician involvement in diagnosis and treatment.
The form allowed for documentation of how the
infection was detected and the extent of the
infection {such as a secondary blood stream
infection or death).

Infection control documentation from 1/2012 -
1/25/13 was reviewed, Forms to identify
infections, complications, or ER/hospital visits for
each patient treated at the facility were present.
Five patients with postoperative infections were
identified. However, the documentation did not
include an investigation of the infection source for
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3 of the 5 patients (Patients #7, #9, and #16) with
infections, as follows:

- Patient #7 was a 46 year old female admitted to
the facility on 3/8/12, 3/24/12 and 4/24/12 for a
non-healing surgical wound afier foot surgery on
1/13/12. Infection control documentation for
Patient #7 included an “infection and
Complication Log Summary" and an undated
“Incident report Summary." The Administrator
documented on the “Incident report Summary"
that Patient #7 had a complex surgery requiring a
“long healing time." He documented Patient #7
was noncompliant, had several comarbidities and
that the facility and the surgeon had done
"everything in our power to help her." The
Administrator noted that Patient #7 was no longer
being treated by the facility physician.

The "Infection and Complication Log Summary,"
signed by the Administrator on 7/28/12,
documented Patient #7 had a non-healing wound
with an infection, and she had been admitted to a
long term care facility for wound care and
antibiotic treatment,

The documentation did not include a "Surgical
Site Infection (SSI)" form. Additionally, there was
no documentation of an investigation for the
cause of the postoperative infection, review of
policies and procedures, or discussion with staff
members.

- Patient #9 was a 65 year old male admitted to
the facility on 2/16/12 for a ventral hernia repair.
Infection control documentation included an
undated and unsigned "Surgical Site Infection
(881)" form. The form included a handwritten

(l 245
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note that stated "Resolve Drain and Heaith Status
Likely Factors.” The H&P from Patient #9's
hospital admission on 2/27/12 was included in the
infection control documentation. The H&P was
dictated by Patient #9's ASC physician. The
physician documented that he believed an
abdominal drain (placed during Patient #9's
surgery on 2/16/12}) was the "source of
infection..." However, there was no
documentation of an investigation for the cause
of the postoperative infection, review of policies
and procedures, or discussion with staff
members.

- Patient #16 was a 68 year old male admitted
1/17/12 for ankle surgery. Infection control
documentation did not include a "Surgical Site
Infection (SSI)" form. Additionally, there was no
documentation of an investigation for the cause
of the post operative infection, review of policies
and procedures, or discussion with staff
members,

The Administrator was interviewed on 1/28/13 at
11:20 AM. He reviewed the infection control
documentation related to Patients #7, #9, and
#16 and confirmed that investigations were not
completed to rule out facility acquired infections.

The facility failed to implement a process to
investigate post-operative infections.

2. The policy "EDUCATION," undated, stated the
facility would provide an "ongoing educational
program" in "identification, prevention, control and
reporting of infections." The policy stated this
education would be provided annually in addition
to new hire training. However, there was no
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documentation to indicate infection control ‘9@ <Pb [,o.{ﬂa Vel cve

training had been completed for any staff in 2012, // s
e

The Administrator was interviewed on 1/28/13 at Sj‘-h“ P o1
11:00 AM. He confirmed staff were not provided - .
with infection control education in 2012. He 5(" 740 é{éﬁ ,,._&J / %
stated that staff were given some infection control } . cf ‘
training during staff meetings buf this training was Has u)f/;( LA fﬁ R
nct documented. -

Wi pes.
3. Patient #18 was a 16 year old female admitted . ’4 .
to the facility on 1/24/13 for foot surgery. Her @ T&f% me/ gL 1S
surgical procedure was observed on 1/24/13 ) . ‘.//k B
beginning at 3:00 PM. In preparation for surgery no.’. 11 te. Wl beﬁé’{
the circulating RN was observed to secure
Patient #18 to the OR table using two blue straps . ﬁ‘ ¥ "L / L
tied together. The sfraps were a soft, porous % /o COm r\b ijl/ &—Sq

fabric with Vel h ds,
abric with Velcro on the ends PR M Aéséam
The Administrator was interviewed on 1/25/13 at pummﬁé— d hwg/ Lq)}m_/l

1:30 PM. He stated he was unsure of the

process for cleaning the straps. He added that ,‘-}’ QATTVHES %& ﬁ'é/ﬁﬂ) ,

he was unsure if the straps had ever been

cleaned. bg/?L u)/// bedsearcby

The circulating RN was interviewed on 1/25/13 at X J
2:30 PM. She stated she cleaned the straps by @ S“’Pﬁﬂﬂ >€ awyé/

wiping them with a sanicloth. She acknowledged g d .
L ' iy h‘ﬁ]é\/
that because the straps were fabric, it was not D %0 e ‘J 13L7 5

possible to ensure they were actually clean.

7
The facility failed to provide non-porous cleanable 5 r (o W‘?

straps.

4. The "HAND HYGIENE - CDC GUIDELINES"
policy, last reviewed in January of 2011, indicated
the facility followed CDC guidelines related to
hand hygiene. The policy stated staff were to
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perform hand hygiene using non-antimicrobial b
soap and water, antimicrobial soap and water, or %Z/ y
an alcohol-based hand rub, as follows: "...Before (Prb ’La CO‘ é
each patient encounter... and...Befare applying ng ]%
gloves and inserting indwelling catheters, OF FA erd-
peripheral vascular catheters, and other invasive ( Lneroes
devices that do not require a surgical @ ' %4» , {
procedure...” However, hand hygiene was not t& ?M { L (-’D‘ c ﬁ -
observed to be completed in accordance with [/{)
facility policy, as follows: S 'S %5&/
Patient #18 was a 16 year old female admitted to g _/,
the facility on 1/24/13 for foot surgery. Patient S K 240
#18's preoperative process was observed on
1/24/13 beginning at 1:20 PM. Her surgical S’# 60 u/
procedure was observed on 1/24/13 beginning at O Z 71 B 17 p j
3:00 PM.
. St ina /ﬁn L()/  rey,
During the preoperative process, the RN was
observed preparing to start an IV on Patient #18. %ﬁ Ml &{F
In preparation for the procedure, the RN failed to /Df?
wash her hands before donning gloves, %}; . / /ﬁ
The CRNA i i on
met with Patient #18 during the !
preoperative process on 1/24/13, beginning at w i ” & /C// / " Aé’: - 1[;
approximately 2:30 PM. In preparation to come ‘1
in contact with the patient and administer IV
sedation, the CRNA failed to wash his hands. C(ZAA ) L{)J/ @[) / ‘5@ “ring 4/
At 3:05 PM, the circulating RN was observed to J)E % 4
don sterile gloves before inserting a urinary S‘! M g on A(' Dl
catheter. At3:10 PM she removed the gloves YL / {
and continued to prepare Patient #18 for surgery. . i o/ éé_
She did not perform hand hygiene after remaoving }&/
her gloves and before moving on to the next task. ULQ iy / f F
]'cl'heI {?Clllt!y falieEii to perfordm hand tt'ng%%ne per @ : ‘)‘U@&rljly g
acility policy and in accordance wi C
\H«b M//mm: 5(‘/‘@ of o
FORM CMS-2567{02-99) Previous Versions Obsolete Event ID; KKVD1 Facitity ID: 13C0001011 If fontinuation sheet Page 70 of 74

Agproved by fhe Spuern, g

bead  2[281 13




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

PRINTED: 02/12/2013

FORM APPROVED
OMB NO. 0938-0391

X
A,

STATEMENT OF DEFICIENCIES (Xt} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

13C0001011 B.

2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
BUNLDING
G
Wi 01/29/2013

NAME OF PROVIDER OR SUPPLIER

MILLENNIUM SURGERY CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1828 SOUTH MILLENNIUM WAY, SUITE 100

MERIDIAN, ID 83642

Upon admission, each patient must have a
pre-surgical assessment completed by a
physician or other qualified practitioner in
accerdance with applicable State health and
safety laws, standards of practice, and ASC policy
that includes, at a minimum, an updated medical
record entry documenting an examination for any
changes in the patient's condition since
completion of the most recently documented
medical history and physical assessment,
including documentation of any allergies to drugs
and biologicals.

This STANDARD is not met as evidenced by;
Based on observation, interview, and review of
medical records and policies, It was determined
the facility failed to ensure patients received a
pre-surgical assessment for 3 of 3 patients
(Patients #18, #19 and #20) whose preoperative
process was observed. Failure to perform this
pre-surgical assessment had the potential to
impact patient safety during and after the
procedure. Findings incfude;

1. Pre-surgical assessments were not
comprehensive, as foliows:

a. Patient #19 was a 50 year old male admitted to
the facility on 1/25/13 for a colonoscopy. On
1/25/13 at approximately 8:05 AM, CRNA A was
observed performing Patient #19's preoperative
anesthesia assessment. The CRNA reviewed
Patient #19's medical history, discussed the
upcoming surgical procedure and the type of
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anesthesia she planned to administer, She also
evaluated Patient #19 for prior problems with
anesthesia and asked if he had been ili or if his
health status had changed since seeing the
physician. The CRNA did not examine Patient
#19. She did not listen to his heart and lungs with
a stethoscope.

The CRNA was interviewed on 1/25/13 at
approximately 10:00 AM. The preoperative
examination was discussed. The CRNA stated if
patients received "deep general anesthesia,” she
listened to heart and lungs. She also said if she
was working with Dr. [physician's name), he tells
her not to perform the preoperative exam
because he has already done so.

b. Patient #20 was a 3 year old female admitted
to the facility on 1/25/13 for dental surgery. On
1/256/13 at approximately 8:30 AM, CRNA B was
observed performing Patient #20's preoperative
anesthesia assessment. The CRNA reviewed
Patient #20's medical history, discussed the
upcoming surgical procedure and the type of
anesthesia he planned to administer. The CRNA
also evaluated Patient #20 for prior problems with
anesthesia and asked if she had been ill or if her
health status had changed since seeing the
physician. The CRNA did not examine Patient
#20. He did not listen to her heart and lungs with
a stethoscope.

c. Patient #18 was a 16 year old female admitted
to the facility on 1/24/13 for right foot surgery. On
1/24/13 at approximately 2:30 PM, CRNA B was
observed performing Patient #18's preoperative
anesthesia assessment. He reviewed her
medical history, discussed the upcoming surgical
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procedure and the lype of anesthesia he planned
to administer., He also evaluated Patient #18 for
prior problems with anesthesia and asked if she
had been il or if her health status had changed
since she was last seen by the physician. The
CRNA did not examine Patient #18. He did not
listen to her heart and lungs with a stethoscope.

The CRNA who cared for Patients #18 and #20
was interviewed on 1/25/13 at approximately 1:15
PM. The preoperative examination was
discussed. The GRNA stated "If there has been a
problem, | will listen to heart and lungs. If not, |
won't listen. 1 always listen in the OR before we
get started. Usually, the physician has already
examined the patient and | don't need to."

However, Patient #20's physician was interviewed
at 1:20 PM on 1/25/13, He stated his practice
was to verbally review the H&P, allergies, the last
time the patient ate or drank and home
medications with the patient and/or family prior to
the procedure. He explained that if there were
changes in the patient's condition, he relied on
anesthesia and nursing staff to perform a physical
assessment to determine the patient's eligibility
for surgery. He stated that he did not actually
listen to a patient's heart or lungs because as a
dentist, he was "not really qualified" to assess a
patient for surgery.

Additionally, the facility's policy titled,
"ASSESSMENT PRIOR TO INDUCTION OF
ANESTHESIA/SEDATION," revised 7/27/11 was
reviewed. The policy stated that “The patient will
be evaluated by the anesthesiologist/anesthetist
prior to provision of anesthesia services, with the
results of the evaluation documented on the
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preanesthesia evaluation record.” The policy did
not define the extent of the evaluation to include
listening to the hear and lungs with a
stethoscope.,
The facility failed to ensure policies were
sufficiently developed and implemented
necessary to ensure patients received a
comprehensive preoperative physical
examination.
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