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February 27, 2013

Denise Rue, Administrator

Sipi Ambulatory Surgery Center
236 Martin Street

Twin Falls, ID 83301

RE: Sipi Ambulatory Surgery Center, Provider #13C0001020
Dear Ms. Rue:

Based on the survey completed at Sipi Ambulatory Surgery Center, on February 21, 2013, by our
staff, we have determined Sipi Ambulatory Surgery Center 1s ont of compliance with the
Medicare ASC Condition for Coverage of Quality Assessment and Performance
Improvement 42 CFR 416.43. 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 Sipi
Ambulatory Surgery Center, fo 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 muake 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 containg the following elements:

e Action that will be taken to correct caéh 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
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for each deficiency cited;

s 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;

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

e 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 April 7,
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 com;}hame no
later than March 28, 2013.

* Please complete your Allegation of Compliance/Plans of Correction and submit to this office by
March 11, 2013.

Failure to correct the deficiencies and achieve compliance will result in our recommending that
CMS terminate your approval to participate in the Medicare Program. If you fail to 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)
334-6026.

Sincerely, ’ ‘

‘g

ARY GUILES NICOLE WISENOR
Health Facility Surveyor ' Co-Supervisor
Non-Long Term Care Non-Long Term Care
GG/nw
Enclosures

ec: Debra Ransom, R.N., R.ILLT., Bureau Chief
Kate Mitchell, CMS Region X Office




AY outhem Idaho Pain Institute P.C.

2 236 Martin Streetl Twin Falls, ID 83301
i Phone 208-733-3181 Fax 208-733-3168

Clinton L.Dillé, M. D.

March 20, 2013

Idaho Dept. of Health & Welfare
Debra Ransom, R.N., R.H.I.T., Chief
Burcau of Facility Standards

3232 Elder Street

PO Box 83720

Boise, Idaho 83720-0009

Completed Plan of Corrections:

¢ 080 td Q 083 416.43 {a, b, c, d} Quality
Assurance and Performance Improvemenl (QAPI):
Program Scope; Program Activilties; Program Data and
Performahce Improvement Projects

Modifications have been made to the Policy and
Procedure regarding “Projects” (V. B. 4.). A copy
is attached.

A new data-driven project has been approved by the
Governing Body and an introduction completed; a
copy i1s attached.

The QAPI committee will be monitoring the progress
of the project.

Q 84 416.43 (e) Governing Body Responsibilities

Modifications have been made to the Governing Body
portion bf the Policy and Procedure (I. B.
1.)regar§ing a plan to maintain and ensure a
defined QAPI program data-driven project to promote




performance improvement in the overall quality of
care and safety within the facility. A copy is
attached.

The Governing Body approved a data-driven problem
prone pgbject and the introduction is attached.

Q 181 416.48 (a) Administration of Drugs

A second security cabinet has been installed in the
clinic. Clinic stocked narcotics and samples have
been moved to that double locked cabinet. This
cabinet is keyed differently than the cabinet in
the Ambulatory Surgery Center (ASC) and the ASC
keys are now kept in a secure area when not on the
person of the Director of Nursing {DON) who is
responsible for the keys and keeping track on a
daily basis when the ASC is in operation. Daily
counts will be documented by the DON and witnessed
counts will be documented monthly. Only the DON,
Dr. Dillé and the Administrator will know where the
ASC narcotic cupboard keys are kept.

Modifications have been made to the Policy and
Procedure (VII E. 1. f.) regarding the tracking and
securing of stocked scheduled narcotics in the ASC,

Q 242 416.51(b) Infection Control Program

Modifications have been made to the facility’s
Discharge Instructions to include a section on
“Infection” informing patients of some of the signs
and symptoms of infection and requesting they call
the office if the patient were to develop any of
these signs or symptoms. A copy is attached.

Follow-up calls have also been modified to include
a reminder for the patient to observe for signs and
symptoms, of infection and to inform the facility if
a question or concern arises of a possible
infection. This will be documented in their chart
when the information is reviewed.




Additionally, to help ensure infection
survelllance, when operative notes are faxed to the
patient’s primary physician and/or referring
physician (if recently referred), a note will be
faxed informing their facility to please report to
our facility any complaint or awareness of a
possible infection reported to or assessed at their
facility. (Policy V. D. 3. d. v.)

Modifications have been made to the Policy and
Procedure, Infection Conkrol and Surveillance (V.
D. 3.)to clarify protocols to improve infection

prevention and surveillance. Nationally recognized
sources that have been used in the development of
any portion of the policy are cited as well. As

the policies and procedures are modified or added
in the future, sources utilized in these changes
will be sited as well.

Thank Yc{u, %Z;j/ %

Clinton L, Dillé, M.D.
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were: : implementing and maintaining an
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program, Southern [dzho Paln
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APIC = Asspciation for Professionals in Infection implement the present Palicy and
Control and Epidemialagy , .
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CMA = Cerfified Medical Assisiant

DON = Director of Nursing quality assessment and
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QAP = Quaiity Assessment Performance : )
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RN = Registered Nurse consistently and actively been !
Q 080 416.43 QUALITY ASSESSMENT & 0080

PERFORMANCE IMPROVEMENT involved in ongoing projects, these

were not “data-driven”, It is of
The ASC must develop, impiement and maintain
an on-going, data-driven gquatity assessiment and
performance improvement {QAP]) program. performance improvement that

the staff he  invoived in

utmost importance in ensuring

“measurable” improvements in
This CONDITION is not met as evidenced by: arder to provide improved patlent

. Based on staff interviéw and review of ASC } _ :
 poficies and QAPI documents, it was determined care, safety, services and health |
ihe facility fafled to ensure a QAP program had outcomes tHlizi ; ;
been devefoped and impiemented. This resulted L m " lemg‘ quality |
in the inability of the ASC ta evaluate fts indicators, Making  these |
processes and practices. Findings include; modifications to the Policy and ’
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1. Refer to Q081 as it relates {o the failyre of the P e SR !
ASG to ensure the scope of the QAP program clarification of  *data-driven”
"prc‘wided’ sufficient direction to staff lo allow them concerhs or questions  should i
{o demanstrate measurable improvement in e T R T
patient health outcomes by using quality arise, The QAPI committee will i
| Indicators. closely monitor and ensure that |
2. Refer to Q082 as it relates to.the fallure of the ! the projects are demonstrating 1
| ASC to ensure quality indicator data was | | measurghle  improvement in !
| collected and Used'to monitor the effectiveness i I
and safely of it saivices, patient  health and  safety
. _ outcomes and quality of care by
1 3, Refer o Q083-as it relates 1o the failure of the T q . Y v
| ASC ta ensure pafformance improvement using quality mdicatorswg‘nd/or )
: projécts were developed and conducted. petformance measurés.  These
4, Refer to Q084 as It relates to'the failure of tha indicators will focus on high risk,
ASC to ersure the governing bady defined, volume and problain prone are
implementsd and maintained a QAPI program e p o P o © ..aer'_as. f
that Jathered and collected data in order to Incidence, severity and prevalence |
evajuale processes of care. a will  be h_igh"iy considéred in |
| The cumulative effect of these nagalive facility choosing sald projects. Although |
| practices prevented the ASC from ulifizing no actual “data” was present in |
information to imprave its.processes. 4 1 ohs clore ot o !
G081 413433};41&43(0}(?}PR@GRAM SCOPE: 0.081 the SIPI's: 2011-2012 completed I[
PROGRAM AGTIVITIES projects, these projects were the |
{a¥{1) The program mustinciuds, but not be. resp onsibility of the staff ?“-"'!d were |
imited to, "ani ongoing program that demonsirates very -educational, informative and
measurable improvementin patient heaith e iy g o .
nutoomes, and Improves baent safefy by using benéficial for improving patient
quallty indicators or performance negasures i services .and care as well as
associated with improved healh outcomes and by ; ‘ s
the identification and reduction of medical errors, compliance with the Center’s
o __ policies and procedures. Minutes
(8)(2) The ASC rmust measure, analyze, and track F riont -
quality Indicators, adverse patient events, ; of monthly staft meetings confirm
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Q 081! Continued From page 2

infection control and othér aspects of
performance that includes ‘caré and services
Jdurnished In the ASC.

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

(iY Focus on high risk, high volume, and
problem-proné areas.

(i) Consider in¢ldence; prevalence, and
severlty of problems in those areas,

(iii} Affect health outcomes, patient safely, and
quality of care,

'ThIS STANDARD s not met as evidenced: by

: 5 aid QAPI documents, it was determiined
the facllity falled to ensure the scope of the QAPI
program provided sufficient direction to staff to
aliow them to demonstrate measiifable
improvement in patient health cutcoimes by using
quality indicators. This résulted in peiformarnice
measures that were insufficienit to fneasure the
quality of care provided to patients. Findihgs
include;

A QAPI plan that identfified quality indicators for
the ASC to measure -had not been developed. No
document was present that defined quality
indicators for 2012 or 2013. No document was,
present that required the ASC to gather data or o
use data o evaluate processes of care; No
document was present that identified the ASC's
priorities for lts performance improvement
activities'or that [dentified high risk, high volurme,
and problem-prone areas the ASC wolld focus its

Q 081] the Center's ongoifig commitment

with quality assessment and
performance improvement
awareness, These meetings are
based almost .completely on
ongoing evaluation of patient care
processes and tHe staff’
pr.ocedures. Howe_ve_r, t,he S!PI
QAP program must and will
diligently strive to satisfy the
stated deficiencles by
implementing, enforcing and
evaluating on going “data-driven”
projects in the future to monitor

services and quality of care.
Tracking adverse events,
examining  their causes and
Implementing improvements must
be sustained over time. Corrective

measures will be provided to the
staff at the monthly meetings in
order to ensure they are familiar
with the needs and changes that
must be made as a result of the

| to provide and involve the staff

the effectiveness and safety of its.

FORM CMS$-2567{02:98) Previous Versions Obsolle “Event ID:14BX11
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o prDjF:CtS and imp!ementang those §
| Q841 i ane
(1081 | Centinued From page 3 Qost} chanpes as well,
QAP efforts on.
.| The DON was interviewed on 2/20/13 beginning i Documentation must and will be |

at 11;06 AM. She stoted she lead the QAP

Committee meetings, She confirmed no quality maintained on these projects and f

indlcstors apart from #ems listed in patient will include the -reason or necesgjty i
satisfaction surveys had been developed in 2012 L . R
and 2013, She stated only raw data had been far implementing the project, the

collected ffom-thé patient satisfaction surveys | theasurable data or infofmatich 1
and-the data had not been analyzed or eompared o o i :
with other data, She stated no dala had been gathered and analyzed as well as the ;
collected to evaluate patient care processes-or to - implementation of actlons to be
detamine If staff were fallewing ASO poficies and taken &5 a result .of this data, At

procedures. .
régular intervals  data will be
The ASC had not developed a quality pian that
defined the scope cf the QAPI program. _ _ ]
Q 082 | 416.43{b}, 416.43(c)(2), 416,43(c)(3) PROGRAM Q082] if the corrective measures utilized

collected and analyzed to determine

DATA; PROGRAM ACTIVITIES were effective

{b)(1) The prograrm must incorporate quality

indicator data, ncluding pat;ent care and other WA mati e b § ,

relevant data regarr:lsng services furnished in the ) M_odiﬂc_at_i_qn_ﬁ ta the PDI;‘FV angd i

ASC, Procedure manual addressing all
_ f -

{b)2) The ASC must use the data cofiected to - f:ompon_gn_ts_ © ‘ perfo{m_ance
(i} Monitor the effectiveness and sarety of its improvement projects will be i

setvicas, and quality of its care, completed by March 28 i
{i) 1dentify opportunities that could iead to ompleted by March 287 %

fmprovements and changes in its patient care. The Governing Body will approve

o _ and assigh an appropriaté data-
{c)(2) Performance Improvement agtivities muist o _Ei‘ : p‘p i .
track adverse patient events, examina their i driven project. An introduction will |
causes, implement improvements, and ensure be available stating the problem
that improvements are sustained over tima, o -

prong area to be analyzed, data to
(c){3) The ASC must impleiment preveritive be collected and anticipated

strategles thioughout the facility targeting adver :
gles fhrolg ACHly targeting atyafse | outcome for _ performance
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Continued From page 4
patient events anil ensure that all staff are familiar
with thesé strategies.

| This STANDARD s not met-as svidenced by;

Basad on staff interview and feview of QAP

: documen ts, itwas determ inad the facilty falled to

: used to monitor the effectiveness and safety of its.
| serviges. The ASC also falled o Use data to
| identify cpportunities to improve its procasses.

This prevented the ASG from objoctively
evaluating lts processes and services. Findings
inchude:

2013 was obtafnez% through patient satssfaci%on
surveys. No objegtive dafa had been gathered.
Na analysis of dats was dogsumiented, No
documentation that data had been used to
evaluale processes of care and services was
present,

The DON was interviewed on 2/20/13 beginning

| at11:05 AM, She confirmed no data had heen

collected beyond the patisnt satisfaction survoys,
She also confirmed no data had been. gnalyzed'in
relation to processes of care at the ASC.

The ASC failed to-colfect and utilize data.
418,43{d) PERFORMANGCE {MPROVEMENT

1 PROJECTS

{1} The number and 5¢ope of distinct
improverment projects conducted annually n‘i'ust

Q082

| March 28", 2013,

‘and track the projects. Dr. Dillé,
QAP Director, will be responsible
for- implementing this bplan of
COfFECtian,

Q083

|
: E
| improvement. This introduction will %
also be completed and -available by :

‘The QAPI Committee will manitor
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(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i
FREFIX {EACH DEFICIENGY WUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG REGSEATORY COR LG IDENTIFYING SNFORMAHDN} TAG CHOSE-REFERENCEDR T{ THE APPROPRIATE § UATE
_ DEFIGENCY}) §
Q093 | Continued From page 5 Q083 (08441643 (e)
{2} The ASC must document the projests that are CAE NI '
beéing conducted, The docume htation, at & GOVE R_N ING
4 minimum, must include the reason{s) for BODY RESPONSIBILITIES
{ implementing the project, and a description of th
project's resuits
Although Tha:Gaverning Body at SIPI
This STANDARD s not met as evidsnced by: Iéés b“fe“ very active-in ensuring that
Based on stalf interview and review of policies, its OQAPI  program is defined,
and QAP documenits, It was determined the : T e R
facillty falled to ensure performarice- improvement implemented and maintained by the
projests were develeped and conducted. This Ambulatory Surgery Center {ASC} it
limited the abifity of the ASC to avaluate complex { i tilizati
brocesses of cave, Elndings Inbhade: failed tq ;ddress the utilization of
data coflection methods, frequency
1. ASC policies did not deflne performance anid ¢ o ;
Emprovement projects and did not state the ASC _ an_d details involved in conducting
The DON was interviewed on 2/20/13 tmg:nni ng ' ft.hlough anr active QAP; plan has
at-11:05 AM, ‘She confirmed the GAP! policies long been develaped, it failed to
gi‘djjre]zisaddfeﬁﬁ perfarmance §mPI'UVEmEI"I§ contain details Of "'dtit'afd'r?veﬁ"
projécts:  The projects developed
2. No performance improvement projects which over tha ear ' itel
Included the ga thering and analysis of data were . ‘past yf:ars_ have definiteiy
documented for 2012 and 2013, been utllized to invdlve, change and
imprave staff f i ind -
The DON was interviewed on 2/20/13 beginning p taff. performance. and
at-11:05 AM. She gonfirmed performarice patient care processes.
improvement projeicts utilizing data had not heen Unfartunately, because these were
conducted. . T D
not “data-driven”, they fail -to
The ASC falled to conduct performance provide a measureable -
| improvement projects, BrOVAM AR T .
Q0841 416.43(6) GOVERNING BODY Qos4| 'MProvement or concrete evidence
RESPONSIBILITIES to prove a successful or falled
outcome. )
FORM CiA8-2807(02:09) Prévioirs Verstons Ohsalele Event 10 13BX31 Feclity tD: 190001020 zf contmuag on sheet Page & of 14
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@Om | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION ol
PREFIX {EACH DEFICIENCY MUST BE PRECEDE(D BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE L oOMPLETION |
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE | ONTE
DEFICIENGY)
............... g i
, ) o PLAN OF CORRECTION: E
Q084 } Gantinued From pags € Qo84 Hicati i b d
The govarning Etly must ensure thatthe QAP { Madifications will be made to the ,
program- B ‘ Governing Bady portion of the Poiicy !
hy_t(;éﬁsdgﬁned‘ Implethentad, -and maintained and Procedure manual to include a
17 (2) Addresses the ASC'S prioiities and that ail detalled plan to ensure it will define z
improvements are pvaiyated for effectivengss, L Bt m A b i
(3} Spaclifies data collection methods, and maintain a “data-driven” QAP
frequency, and details. project{s} program. This program |
safa;f; Cleatly estabiishes s expectations for will ‘address the ASC's priority to !
{5} Adequately allocates sufficlent stafl, time, utilize  quality  indicators  and
ggog;'}pa:éagr;:%stems and training to'implement the -~ utilization of data to improve overall -
T performance and quality of care ;
o , within  the  Tfacility. The |
This STANDARD i not met as evidenced by: ) h ) 4 o
Based an staff intéiview and review'of QAP modifications  wili  ensure  the
.-documents, it was determined the facility falled t0 Governing ‘Body will provide the |
.efsure the governing bady-defined, implemented J E ‘ y Praovidi .!
and maintained a QAP! program that gathered staff with time, information systems
and coilected data in order {0 evaluate processes. and training in order to Implement !
of ¢are. This resiited in a lack of guidance to _ T Lo
staff and fimited the abllity 6f the ASC to evaluate an effective QAPL program, Dr. Dille, .
lits sefvices, Findings include: | Managing  Member, Wil  be :
A plan fof QAP! activities ificiuiding the dsfinition responsible  for  overseeing the
| of quiality indicators, the utilization of data, and implementation of these
condiigtinig performiance iMorovemant prajscts, e
was Aot docurented for 2042 and 2013, cotrections, These cofrections will
be completed by March 28, 2013,
The physician owner of the ABC was interviewed ' Ve .
on 2/20/13 beginning at 3115 PM. He étated he ( §
w#is In charge of the QAP program, He ;
confismed a QAPI plan had not been devalopad.
He confirmed data had not been collected and i
utilized in 2012 and 2013, He stated no changes i
'had beén made to patienit care processes In the ’
-past year as a result of the utilization of data, He
FORl;d CMS.2567(05-99) Freviaus Versians Obzolgte ' -fveni‘ib':-ﬂa){‘ﬁ Faglily 10: 1200001020 4 If wn%irwatlon shest Page 7of14
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Divgs must be prepered and adimint istered
aocarding to established policies and acceptable -

standards of pragtice.

This STANDARD [s not met-as evidenced hy:
{ Based on staff interview, observation, and review

of policies, it was determiined-the facifity failed to
ensure policies and procedures were developed
ta Identify loss or diversion of controlied
substances, This failure had the potential to

1 resiilt In delays of idéntification of loss of

cantrofied medications. Findings include:

1. The policy "Scheduled Narcotics,” revised
4/10/10.was reviewed. 1i statad “All narcotic logs.
will have a continuous count; are maintained by
the Dirgctor of Nursing and count is witnessed
monthly," The poiicy did not explain haw
cantiolied substances wolld be continuotsly
montorad,

The ASC's controiled substance fog was reviewed
at 4:40 PM on 2/19/13. This log documented the
name:6f cantroffed medications the ASC supplied

| in the cabinet (Varsed, Fentanyl, Morphins,

Meperidiie and Promethazine), the amount of
medication used or wastéd, the date and time the

| ‘medications it is time to change’ jts
| policy on proper documentation.
| Since we are a small facility, keeping
a running total {confirmed each time
a medicatiph Is used) and witnessed
“monthly tetais has worked in the
past; however, it is time to change
I these policies to better ensure and

sfficient imeans of guarantéeing

daily counts of all
| to better track any discrepancies
| that may arise, Since the facllity also

| functions as a clinic at assigned

! maintain  accuracy  with  the
medication counts as waell as
| providing @ more timely and |
é
H

times, a separate double lock §
t cabinet will be -purchased for ;
scheduled narcotics 1sed by the

i totals are not tampered with, The !
| new policy will detall a change to )
scheduled
i ‘narcotics stocked in the ASC in order .

STATEMENT OF DEFICIENCIES |49 PROVIDER/SUPPLIERICLIA %23 MULTIPLE ¢ ON'ST'Rucz*%éﬁ
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: . - e ' ) ggﬂifgﬁgg Y
A, BUILDING
|  13C0001020 B VNG 02/24/2013_
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, GITY, STATE, ZiP CODE o
236 MARTIN STREET
SiPI MBULATO_R URGERY GENTE
A ys ENTER TWIN FALLS, iD 53301 - ‘
e o TSUNARY STATEMENT-OF agmcxewmﬁa 1D PROVIDER'S PLAN OF CDRRECT?(}N o {5)
PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED.BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG REGULATORY OR LEC IDENTIEYVING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE gare
_ _ DEFICIENCY}
\ Q 181 416.48(a) {
Q 084 | Continued From page 7 Q 084} ADMINISTRATION OF DRUGS :z
also stated staff had not received training refated - T '
to QAP .
TTh g ; ajthioigh SiPI has had an excellent
The governing body did not provide direction to T : Lhmg: |
staff regarding the development and maintsnance and successful recard of tracking |
~_|ofthe QAPiprogram. | stocked scheduled narcotics and |
Q 1811 416.48(2) ADMINISTRATION OF DRUGS 0181 l
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D

PROVIDER'S PLAN OF CORRECTION

.} and the DON's hame, The log included

'| controlled medications in supply had been

: She explained that she docutmented the amount

medication waswithdrawn, the patient the
niedication was Uséd for, the physician's name

documentation to indigate the amounts.of the

counted and verified on a monthly basis, The log
contained documentation indicating the DON only
verlfied Versad on the days she administered the
megdication, For example, counts of Ve_;’sed were
documented on 1/15/13, 1/16/13, 1/21/13, and
129113, Cotints of the other controlled
substances were not conducted on a routine
basis. The only docurnented count of the other
controlled substances between 1/15/13 and
2/18/13 occurred on 2/04/13. In addition, the
ASC stocked pre-filled Morphine syringes. These
were not in¢luded on the log. ‘
¥

The DON was interviewed at 4:40 PM on 2/19/13, |

of Versed she removed and the remaining total of -
Versed left éach day that she administered :
Versed, She confirmed she completed @ count of
alf ¢ ntro!led medtcatlons atthe begmnmg f_

mterviewad on 2[20!13 at 9:05 AV, She stated . and implemerited as well, Thése
thie pre-filed Morphine syringes weré not included - | , o
in the conitrolied substance colnt, | changes will ensure controlied

The ASC did not ensure:controlled substances
were counted and verlfied.on a‘routine basis.

PM the surveyor observed the medicatzon
cabmet “The cabinet containied the above
mentioned nareo lcs as well as Lunesta, Hyalgan,

| ahd securing scheduled nafcotics
. used in the ASC will be developed

%4y 1D J
F('R&?FIX k PREFIX (EACH GORRECTIVE ACTION SHOULD BE. COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
clinic.” This will enable the 5ire¢tor ‘
Q181 Contirued From page 8 Q181 ot Nursing (DON) to be exclusively

responsible for ‘all ASC narcotic

counts, Although Dr. Dillé will also -

have access to the knowledge of .
where the keys will be at all times -
the DON will he responsible for daily -
counts and monthlywitnessed totals
will provide a check system as well.
PLAN OF CORRECTION:

A second security cabinet has been
ordered and dellvery is expected the |
second week of March., This will |
allow  all scheduled
medications used in the clinic to be

kept

stocked

separately and  keyed
differently. Modiflcations to policies -

regarding improving the tracking: of

- substance used in the ASC will be

much more securely monitored, Dr. é
Dillé, the Managing Member, will be E
for overseeing the |
implementation of these changes. {

responsible

FORM cms:z‘sa?(o?-sg} Provious' V.er's'ion's Obsoigle
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oAy

|

.l was determined the facility fafled to_ehsure the

e

ra, The ASC's polioy "Infection Control” revised

| Goritrof Complianée Plan” which stated
“Brevention: Follow- -up phone cails the day

following izroaedures are a prionty and

‘documented inthe "Plan’ partion of the patient's

| médical record.. 1i:there s an unusuai response

' complaint, the note is also forwarded to the:

| may be requested 1o stop In foran gvaluation by

This STANDARD is.not metas evidenced by:
Based on staff interview aiid véview f poticies, it

infection conirof progranmwas déveloped based
on nationally recognized guldelings and provided
quidance for tracking and investigating infections.
This faifure nrevented the ASC from positively
identifying -and preventing fnfect Jons, as well as
mitigating the associated risks. Findings include:

1. The ASG falled to identify infections as follows.

4110110, was reviewed, It cortained the “infection

i

or obviolis concern In signs, symptoms or

medicat diréctor-for his attention and advice. The
medical director may call the patlent or the pafient

the medical director for a precautionary step...If
an inféction Is détermined, an additional infaction
trackitng sheét will be submitted to the Infection
Conitrot and Quality Controf Committees for
further réview and Investigation.”

The DON was Interviewed on 2/20/13 at 10:00
AM. Bhé stated the primary method used fo
identify post-op {operative} infections was the
follow-up phone call dore the day after the
procedure. She stated that during the follow-up
call, the patiént was asked about pain-and
whether there wera any concerns. or questions.
She stated the facility did not ask questions

i particular facility. She is responsible
for developing the majority of the
policies
difigent in educating and supervising

ot
developing policies.

-sources infofmation used -in
nationally recognized sources in the
Policy and Procedure manual has

now Heen hrought to the ASC's

[m—

adding credit where applicable.

recognized infection
guidelines  used in
Policy and Procedure’s Infection
Controt sectlan where appropriate
and will be added as policy changes
occur in the future as well.

dhd procedures and s

the staff In  infection  controt -
measures and pract;ces in an
ongolng manner; SiPl was not «

aware of the need to document

Failure to site

attention and will be remedied by |

APIC and other pertinent nationally .

control .
developing
_Proiocols will be documented in the

SIP! tias an exceptional {P record :
and prides itself in maintaining this |
record, it takes its 1P responisthilities
very ser;ously and this can be seen

: ‘ sumwmv STATEMENT OF DEFIGﬂ:NGiES [} PROVIDEIUS PLAN OF CORRE CTION ‘
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION sﬁoum BE cl:m‘g: grmn
TAG. REGULATORY CR LSC |DENTIFYING INFORMATION) TAG CROSY-REFERENGED TO THE APPROPRIATE Dafe
E]EFK:?ENCY} '
7 - for the demands and needs of this
Q 242 | Continyed From page 10 Q242
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would report these signs and symptoms during a i

post-op phone cail.

1c. The ASC's policy “Infection Control" stated

“Surveiilance is dafined as a sysiematic method
of collection, consolidation and aialysis of data,
relating to specific events of infettion or diseass,
followed by information to those who improve
outcomes.* There was no language in the poficy
fo clartfy-how surveiitance would be conducted,
such as wh_at and How dala was to be coliected
and how [{ was to be analyzed,

The policy also cantained "lriféction Controt
Survelifance.” This section stated "All personnel
must provide continuous infaction control
surveillance measurgs.” It was Uhtlear what this

' meant or how thig was to oceur,

The DON reyiewed the policy and was
interviewed at 10:00 oh 12/20/13. She confirmed

| the policy was unclear as to what survelliance

meafit and how it was to occur. She stated

_personinel provided continuous infection control

1 survéillance measures by moniitaring each other

‘in hand hyglene practices, However, thera was
no dotumentation of these activities,

Tha ASC did not have a system for identifying
1 post-op infections.

12, The ASC failed to select and implement

nationally recognized infection confrol guidelines
as foliows!

The policy “infectian Control,” revised 4/10/10
was raviewed. There was no documentation in
the policy lo indicate nationally recognized

i

already

i “Infection”

operative infection “surveillance”

policy is warranted.

TER I “SURGIARY STATENENT OF DEF) CIENGIES o PROVIDER'S PLAN OF CORREGTION o5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PRETIX (EACH CORRECTIVE ACTION SHOULD BE  + COMMETIN
TAG REGULATORY OR LEC IDENTIFYING INFORMATION; TAG GROSS-REFERENCED TO THE APPROPRIATE OME
DEFICIERCY). !
e n _ further develop and modify a post- !
Q.242{ Continued From page 12 (1242 :

in order to .

ensure and ;mprove on the facility’s :

Control
methods overall, some changes have
made and  will
continle to be made,

Infection policies
been
SIPVs post-
instructions

operative  discharge

have been rnodified to include an

section informing the

patient of signs and symptoms of

infection and requesting they call if
any of these were to occur,
up phone calls will review the néed
to be aware of manitoring far signs
or- symptoms as well-and reminded
to cajl if any concerns should arise,

. When this information Ts provided it
- will be documented as well [n the
' plan section of the chart.

| PLAN OF CORRECTION:

Changes to  the  Discharge
and  information

provided during follow up calls

IAstructions

cancerning awareness of potential

.ssgns and symptnms of infection

Follow *

and

b At v 1

L ar———— it o

i

!
i
{

N

o et e < e sty

FORM CIS-2567(572:08) Previous Vorsions Obsolate

Evant D §£BX1

Pty i_D. 13{,‘-509162{)

[}] cu]\tlnugkion shee ! Page 13 of 14








