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April 3, 2013

Charles Lloyd, Administrator

Mountain View Center For Geriatric Psychiatry
500 Polk Street East

Kimberly, ID 83341

RE: Mountain View Center For Geriatric Psychiatry, Provider #134014

Dear Mr. Lioyd:

This is to advise you of the findings of the Medicare/Licensure survey at Mountain View Center
For Geriatric Psychiatry, which was concluded on March 21, 2013,

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicare
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the

right side of each sheet, please provide a Plan of Correction,

An acceptable plan of correction {PoC) contains the following elements:

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

e Description of how the actions will improve the processes that led to the deficiency cited;

o The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited, |

¢ A completion date for correction of each deficiency cited must be included;

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

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

o The administrator’s signature and the date signed on page 1 of the Form CMS-2567 and
State Form 2567.

After ydu have completed your Plan of Correction, return the original to this office by




Charles Lloyd, Administrator
April 2, 2013
Page 2 of 2

April 16, 2013, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have any questions, pleasc
write or call this office at (208) 334~6626. '

Sincerely, ,
GARY GUILES / SYLVIA CRESWELL

Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care

SC
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MOUNTAIN VIEW CENTER
FOR GERIATRIC PSYCHIATRY

A BRP Health Management Care Center

April 16,2013

Sylvia Creswell
Co-Supervisor
Non-Long Term Care
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Boise, ID) 83720-0036

Dear Ms. Creswell,

Enclosed is i:hc plan of correction for cited deficiencies for our Medicare/Licensure
survey that was condncted at Mountain View Center for Geriatric Psychiatry on March
21,2013,

Tf you have any other questions please call me at (208) 423-5591,

harles D. Lloydidr., MBA/HCM

Administrator

Mountain View Hogpital for Gerlatrie Psychiatry
Oak Creek Rehabilitation Center of Kimberly

 Mountain View Center for Geriatric Psychiatry LLC
" 500 Polk Street Fast, hf.imberly. 10 B3341-1614
PH {208) 423-5521  FAK (20B) 423-5651
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A 000 INITIAL COMMENTS A000L  The following represents the actions

ken -by the facility to correct and
fing to complete compliance the
fﬁfactlces in the facility, and in
sponse to the findings as a result of
6 ldaho Department of Health and
_Welfare Bureau of Facility Standards |
n-Long Term Care Recertification

;&urvey.

The following deficiencies were cited during the
Medicare recertification survey of your hospital,
Surveyors conducting the recertification were;

Rebecca Lara, RN, BA, HFS

The following acronyms were used in this report:

CP! = Crisis Prevention Institute Tramlng

DNS = Director of Nursing Services

LiP = Licensed Independent Practitioner

MAR = Medication Administration Record

:;T:ile signing of thss pian of correction

E?E“pﬁgi?t 1 this -Statement of deficiency and
QAP} = Quality Assessment Performance o plan of corTecttoq. This plan of
Improvement : correction is submitted exclusively fo
SNF =skilled nursing fact!rty comply with state and federal law.
A118 | 482, 13(3)(2) PATIENT RIGHTS: GRIEVANCES A118] This p]an of correction serves as the

The hospital must establish a process for prompt facmtlt?s credible  allegation  of
resolution of patient grievances and must inform : compliance.
each patient whom to contact to file a grievance.

This STANDARD is not met as evidenced by: P ,

Based on medical record review, staff interview, At18 _482'1?@) _(2) PATIENT W)/ 7’/ ]3

and review of hospital policies, the facility's R|GHTS-'GRIEVANCES

grievance log, and administrative documents, it ' The hospital will make every effort to

was determined the hospital failed to ensure meet and comply with the Federal |
grievances were identified and promptly resolved . Statutes to ensure a grievance ‘

for at least 1 of 15 patients {Patient #9) whose . . :
medical records weire reviewed. This lack of proce§s p rO}Ildes a prompt res_o!utlon
identification resulted in the facility's failure to of patient grievances and that informs
recognize a family's concerns as a grievance, patients whom fo contactto file a
prevented prompt resolution of grievances and grievance.

d the potential to interfere with the rights of all
%tiﬁ!{l}ts in the facility. Findings include:

LABGC, '?! KY D ’,v 3 Vl /SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XG) ATE
AL #7 o B e  Adwin: st 41/

Ag/deﬁciency statefj?x‘é ﬁﬁth an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing i is determ'lned that
other safeguards prowifle suffiefent protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
foltowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foltowing the date these documents are made available to the facmty If deficiencies are mted an approved plan of correctlon is requisrte fo conhnued

program partlmpat:on

FORM cms-z_ss?(oz-sé) Previous Versions Obsolete . EventiD:250811 - FaclityD: 134014 . .~ If continuation sheet Page. 1 of 14
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A 118| Continued From page 1 AM8|  Corrective Action

‘were ho documented grievances entered on the

'care and potential abuse, The form included

results of the investigation provided to Patient #9

Patient #9's physician history and physical
evaluation completed on 9/05/12, documented a
71 year old male who was admitted to the
hospital on 9/04/12. The history and physical
stated Patient #9 resided in a SNF prior to
admission to the facility. 1t indicated he was
admitted to the hospital for treatment related to- -
verbal and physical aggression, anxiety, agitation
and mental confusion. On 10/01/12, Patient #9
was discharged fo a different SNF.

The facility's "Grievance Log" was reviewed. The
iog contained forms for 2012 and 2013. There

forms. Other administrative documents were
provided along with the "Grievance Log". One of
the documents was titled "Potential Patient Abuse
Report Form." One of these forms, dated
924112, was completed by the Director of Social
Services. The form documented family concerns
about Patient #3. The documentation included
allegations made by Patient #9's family related to

documentation of an investigation of all
aliegations and patient, family and staff
interviews. There was no evidence the
allegations were entered as a grievance and

or his family.

The policy, "GRIEVANCE PROCEDURE," last
revised 12/08, included "Any patient or family
member expressing concern regarding any part
of [name of the facility's] patient care procedures
or practices is encouraged to complete a
Grievance Form, available at the nurses' station
or from any staff member. ...and a formal letter

in the hospital. The Patient Rights

The Administrator, Director of
Nursing, and Social Services :
Director re-wrote the Grievance |
Policy and Procedure. The !
grievance procedure was posted

and Responsibilities were updated
to include the right to file a
grievance and how to file a
grievance with the State agency.
This is given to all patient’s
and/or patient’s representatives on
admission. The Director of
Nursing will inservice all hospital
staff in regards to the grievance
policy and procedure bringing the
facility into compliance with the
regulatory requirement.

Menitoring

The Grievance Policy and
Procedures along with Grievances !
that are filed will be monitored by :
the QAPI committee on a:
monthly basis and quarterly
through the Medical Executive
Committee. This will ensure that
the  hospital  remains in
compliance with this Federal

FORM CMS-2567{02-09) Previous Versions Obsolete

Event 1D: 250611
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. Based on medical record review, staff interview,

GRIEVANCES

{The hospitai must establish a process for prompt
resolution of patient grievances and must inform
each patient whom to contact to file a grievance.}
The hospital's governing body must approve and
be responsible for the effective operation of the
grievance process, and must review and resolve
grievances, unless it delegates the responsibility
in writing to a grievance committee.

This STANDARD is not met as evidenced by:

and review of hospital policies, the facility's
grievance log and administrative documents, it
was determined the governing body failed to
ensure the effective operation of the grievance
process. This impacted 1 of 15 patients (#9)
whose record was reviewed and had the potential
to impact all patients who received care at the

A. BUILDING
134014 B WING 03/21/2013
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IN VIEW CENTER F R
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A 118 | Continued From page 2 A118] regulation. The Administrator is
of acknowledging the concern and a plan or responsible for compliance.
corrections will be mailed to the concerned party
ithin 14 (fourt doial
within 14 (fourteen) days A119  48343(a) (2) PATIENT | (QH{ (%
The Director of Social Services was interviewed RIGHTS: REVIEW CF :
on 2/20/13, beginning at 9:00 AM. She reviewed GRIEVANCES E
Patient #9's record and confirmed the events B T
- discussed-on the"'Potential Patient Abusé Report Fha heenital i
Form" were not documented as a grievance. She The hosgltai W”: ma.ks ?]ve;y eﬁor{t to
also confirmed a copy of the investigation and/or meet an comply with the ed.era
written response of resolution was not provided to Statutes regarding the governing
Patient #9 or his family. body's responsibility to approve and
o o ) oversee an effective operation of a
The facility failed to identify a family’s concerns fievance process
about patient care and possible abuse as a g p :
grievance and did not provide a written response . .
of resolution to the patient and family. | Corrective Action
A 119 482.13(a)(2) PATIENT RIGHTS: REVIEW OF A119( Referto A118. The

. quarterly Medical Executive

© requirements,

Administrator will ensure that the
Governing Body reviews all
Grievances on a monthly basis at
the QAPI meeting and the

Committee. This process will
improve the operations of the
hospital bringing the hospital into
compliance with the regulatory

Monitoiing:
Monitoring

Grievances that are filed will be |
presented in the QAP! meeting on a
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-| 71 year old-male who was admitted to the

| allegations and patient, family and staff

facility. This failed practice resulted in the lack of
documentation of grievances and failed {o
estabiish resolution of the grievance process.
Findings include:

Patient #9's physician history and physical
evaluation completed on 9/05/12, documented a

hospital on 9/04/12. The history and physical
stated Patient #9 resided in a SNF prior to
admission to the facility. It indicated he was
admiited to the hospital for treatment related to
verbal and physical aggression, anxiety, agitation
and mental confusion. On 10/01/12, Patient #9
was discharged to a different SNF.

The facility's "Grievance Log" was reviewed. The
log contained forms for 2012 and 2013. There
were no documented grievances entered on the
forms. Other administrative documents were
provided along with the "Grievance Log". Cne of
the documents was titled "Potential Patient Abuse
Report Form." One of these forms, dated .
9/24/12, was completed by the Director of Social
Services. The form documented family conceris
about Patient #9, The documentation included
allegations made by Patient #9's family related fo
care and potential abuse. The form included
documentation of an investigation of all

interviews. There was no evidence the
allegations were entered as a grievance.

"Governing Body Meeting Minutes"” for 2012 were
reviewed during the survey, Documentation that

patient and/or family grievances were discussed

was not present.

the quarterly Medical ,
meeting. This will ensure that the!
- hospital remains in compliance with’

this Federal regulation. The .
Administrator is  responsible  for

compliance.

Executive |
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The grievance process was discussed with the
Administrator on 3/22/13, beginning at
approximately 12:45 PM. He confirmed patient
and family concerns were not being identified as
grievances and therefore, were not a topic of
discussion in Governing Body meetings.
-| Fhe governing body did fot' ensurea
compiehensive and effective grievance process
was utilized by the facility. A 168 48213
A3(e) (5) PATIENT
A 168 482.13{e)(5) PATIENT RIGHTS: RESTRAINT OR A168 RIGHTS: RégTRJKI}NT OR ?’[
SECLUSION : '
SECGLUSION

The use of restraint or seclusion mustbe in
accordance with the order of a physician or other
licensed independent practitioner whois -
responsible for the care of the patient as specified
under §482.12(c) and authorized to order restraint
or seclusion by hospital policy in accordance with
Staie law. '

This STANDARD is not met as evidenced by:
Based on staff interview and review of medical
records and hospital policies, it was determined
the hospital failed to ensure restraints were
utilized in accordance with orders of physicians or
authorized LIPs. This affected the care of 1 of 2
patients (Patient #2) who were placed in
restraints and whose records were reviewed.

The use of restraints without proper authorization
had the potential to result in the inappropriate use
of restraints. Findings inciude:

Patient #2's Psychiatric Evaluation, dated
1/03/13, documented an 84 year old male who
was admitted to the facility on 1/03/13. It stated
Patient #2 was admitted for evaluation fo ruie out
dementia. Patient #2's Discharge Summary,

~ The hospital will make every effort to

-in QAPL

meet and comply with the Federal
Statutes regarding ensuring that
restraints are in accordance with the
order of a physician or other licensed
independent practitioner.

Corrective Action

The Director of Nursing in-
serviced the facility psychiatric
medical director, family nurse
practitioners, and charge nurses
on the correct way to write a
restraint order. The order will
identify the specific method of
restraint that should be used. The
Director of Nursing will add
restraints as a quality indicator to
monitor every month and review

FORM CMS-2567{02-89) Previous Versions Obsclete
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(Xs)
COMPLETION
DATE

A168

A 266

Continuved From page 5§

completed on 2/15/13, indicated Patient #2 was
clischarged from the facility on 2/14/13 and
retumed to an assisted living facility.

“"NURSES NOTES/" dated 1/28/13 at 8:30 PM,
documented Patient #2 became increasingily
agitated and aggressive toward staff. The note
aiso indicated Patient #2 was unsteady oh his’
feet. Documentation stated "Pt hitting and
attempting to squeeze/crush staffs hands. CPl
controlled position used at this time for pat and
staff safety. Pt assisted in sitting position on bed
iry atternpt {o divert pt's attention into
conversation. [Physician’s name] notified 7;15
P M." The note said Patient #2 continued to
exhibit agitation and aggressive behavior until
8:00 PM, when he was released from the CPI

controlled position.

"DOCTOR'S OCRDERS AND PROGRESS
NQTES," dated 1/28/13, were reviewed, A
physician progress note, dated 1/28/13 at 8:00
P M, described the events and the use of 2 staff
members to “sit and restrain” Patient #2.
However, there was no order for the CPI
holdiphysical restraint found in the record.

The DNS was interviewed on 3/20/13, beginning
at 8:30 AM. She reviewed Patient #2's medical
record and confirmed there was no order for CPI
holtd/physical restraint on 1/28/13.

Physical restraint was used for Patient #2 without
a qqualifying order from a physician or LIP.
482.21(a)(1) QAPI MEDICAL ERRORS

identify and reduce medical errors.

A 168

A 266

Monitoring

Restraint orders will be reviewed on a
monthly basis in the QAPI committee
and on a quarterly basis in the
Medical Executive Committee. to
ensure compliance with this Federal
reguiation. The Administrator and
Director of Nursing Services are
responsibie for compliance.

A266 482.21(a) (1) QAPI MEDICAL
ERRORS

Al

The hospital will make every effort to
meet and comply with the Federal
Statutes regarding the identification
and reduction of medical errors.

FORM CMS-2567(0:2-99) Previous Verslons Obsclete

Event iD; 250811

Facility ID: 134044

if continuation sheet Page 6 of 11




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

PRINTED: 04/02/2013
FORM APPROVED
OMB NO. 0338-0391

| Monthly reports included this same information.

This STANDARD is not met as evidenced by:
Based on staff interview and review QAPI
documents, it was determined the hospital failed
to ensure its QAPI program measured and
tracked quality indicators including adverse
patient events in order to reduce medical errors.
This prevented the hospital from analyzing
categories of evénts in order to decrease their
occurrence. Findings include;

The document "QAP! REPORT FOR THE YEAR
OF 2012," not dated, listed the number of medical
records that were audited in 2012 for medication
errors, the number of doses of medication given
to those patients whose records were audited, the
number of medication errors, and the error
percentage for those-patients who were reviewed.

"Medical Executive Committee Working Minutes,"
dated 12/04/12, included a report on the number
of adverse patient events by month. The list
included falls, skin tears, self injury, and others.
The list did net include medication errors.

No other data on the number of medication errors
was documented.

The pharmacist was interviewed on 3/19/13
beginning at 11:20 AM. He stated he reviewed a
certain number of records each month and
looked for medication errors and issues within
those records. He stated he compiled statistics
for those records. He stated the DNS tracked
medication errors that were discovered and
reported by nursing and other staff,

The DNS was interviewed on 3/21/13 beginning

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X2) DATE SURVEY
AND PLANOF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZI? CODE —*
500 POLK STREET EAST
MOUNTAIN VIEW CENTER FOR GERIATRIC PSYCHIATRY -
KIMBERLY, ID 83341
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES - ) PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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DEFICIENCY)
|
A 2661 Continued From page 6 A266

Corrective Action

The Administrator and Director of -
Nursing will ensure that “self-
reported” medication errors are
recorded and presented in QAPI
on a monthiy basis-along with the
Quarterly Medical Executive
Committee. The review of the
“known medical” will include a
discussion with the Medical
Providers and Hospital
Pharmacist to monitor
performance and identify ways to
improve such errors. This process
will ensure the hospital accurately
analyzes medication errors to help
prevent them.

Monitoring

All medication errors will be
presented to the QAPI meeting;
monthly and Medical Executive
Committee on a quarterly basis to
ensure compliance with this:
Federal regulation, The:
Pharmacist, Director of Nursing,-
and Administrator are responsible
for compliance.

FORM CMS-2587(02-00) Previous Versions Obsolete
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at 10:00 AM. She stated she did not track :
tnedication errors because the pharmacist A273 482.21 {a), (b) PROGRAM
tracked them. - .
SCOPE, PROGRAM DATA
The Administrator was interviewed on 3/21/13
beginning at 10:15 AM. He confirmed the The hospital will make every effort to
number of medication errors was not tracked by meet and comply with the Federal
the hospital's QAPI program. Statutes regarding program scope -
The hospital did not track medication errors anc.l program data for the quality
through its QAPI program. This prevented the review process.
hospital from accurately analyzing medication
errors in order to prevent them.
A273 | 482.21{a), (b) PROGRAM SCOPE, PROGRAM A273

DATA

{a) Program Scope

(1) The program must include, but not be limited
to, an ongoing program that shows measurable
improvement in indicators for which there is
evidence that it will improve health outcomes ...
(2) The hospital must measure, analyze, and
track quality indicators ... and other aspects of
performance that assess processes of care,
hospital service and coperations.

{b)Program Data
(1) The program must incorporate quality
indicator data including patient care data, and
other relevant data, for exampile, information
submitted to, or received from, the hospital's
Quality improvement Organization.
{2) The hospital must use the data collected to--
() Monitor the effectiveness and safety of
services and quality of care; and ....
(3) The frequency and detail of data coltection
must be specified by the hospital's governing
body. '

Corrective Action

The Director of Nursing will present to
the QAP! committee monthly and
quarterly to the Medical Executive
Committee on the following areas:
relevant quality indicators, falls,
adverse medication reactions, self
reported medicine errors, spikes in
adverse patient events, and resfraint
use. The presentation of the
information will be followed by a
discussion with the team to identify
new trends, or problems along with
solutions or ideas to preventre-
occurrences of the events that are
presented. This will lead to a
comprehensive review increasing the
guality of patient care that the
hospital provides.

o
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This STANDARD is not met as evidenced by:
Based on staff interview and review QAPI
documents, it was determined the hospital failed
to ensure its QAPI program analyzed and tracked
relevant quality indicators. This resulted in a lack
of feedback to staff which could prevent them
from taking action to reduce adverse patient
events. Findings include:

The hospital's QAPI program was reviewed. It
maintained data by month on incidents and
accidents including falls, skin tears, self-injury,
bruises, patient to patient contact, and "other.”
However, the hospital did not use the data to
identify trends or analyze increases in the number
ofincidents. For example, the "Summary of
Incidents" presented to the Medical Executive
Committee at their 12/04/12 meeting,
documented numbers of incidents for the first 9
months of 2012, The number of falls stayed at or
below 2 per month for 7 of those months., The
number of falls climbed to 10 in May 2012 and 7
in July 2012. The number of patients with bruises
was 4 for February of 2012, then remained at 3 or
below until August 2012, and climbed to 11 for
September 2012, .

The Administrator was interviewed on 3/21/13
beginning at 10:15 AM. When asked if any
causes for the rise in incidents had been
identified for the affected months, he stated the
QAPI program did not anailyze causes for spikes
in adverse patient events. He stated data was
listed by month but staff did not look for trends in

Monitoring

The Director of Nursing will present
the information to the QAPI

committee on a monthly basis and
quarterly to the Medical Executive
Comimittee to ensure compliance with |
this Federal regulation. The '
Administrator is responsible for
compliance with this citation.
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1 The.pharmaceutical service must have an

adequate number of personnel to ensure quality
pharmaceutical setvices, including emergency
services.

This STANDARD is not met as evidenced by:
Based on staff interview and review of ldaho

state rules for hospitals, it was determined the

hospital failed to ensure there were an adeguate

number of pharmacists to ensure pharmaceutical |

services were provided to patients in accordance
with accepted standards of practice. This
resuited in the increased likelihood of drug
interactions and medication errors. Findings
inciude;

ldaho state licensing rules for hospitals (IDAPA
16.03.14,330.06.a) require that "The pharmacist
shall review the prescriber's original order or a
direct copy thereof." This provides the opportunity
for the pharmacist to maintain a medication
profile necessary for the review of drug
interactions and medication errors,

T he pharmacist was interviewed on 3/19/13
beginning at 11:20 AM. He stated he worked at
thie hospital for 8 hours on Tuesdays and for 4
hours on Fridays. He stated he did not review
ariginal medication orders or copies of those

T x4y D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
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adverse patient events. In addition, he confirmed
the QAPI program did not track restraint usage or
all medication errors.
The hospital did not analyze and track adverse
patient events in order to decrease their
accurrence, _ _ 7 I ]
A393 | 482.25(a)(2) PHARMACY PERSONNEL Ados| A 493 482.25(a) (2) PHARMACY

PERSONNEL

The hospital will make every effort to
meet and comply with the Federal
Statutes to provide adequate
pharmaceutical personnel.

Corrective Action

The Director of Nursing completed an
in-service with Medical Staff,
Pharmacist, and Nursing Staff about
the new procedure for medication
orders that are obtained. All new
orders for patients wiil be sent or
reviewed by the Pharmacist-in-charge
on a daily basis for review. The
means of review and the new process
will be completed by fax, e-mail, orin-
person by the Pharmacist-in- charge.
This new process will ensure that
medications prescribed to patients
are reviewed on a daily basis
enhancing the quality of care
provided to patients in the hospital,

acl,
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orders, either when he was at the hospital or
when he was not at the hospital. He stated
nurses transcribed the orders and entered them
on to the MAR. He stated he updated patients'
medication profiles, including checking for drug
interactions when he was at the hospital but
acknowledged it could be as long as 4 days

not have enough pharmacists to review
medication orders and evaluate them for correct
dosages, medication interactions, and other
issues in a timely manner.

The hospital did not employ sufficient
pharmacists to directly review medication orders.

Monitoring )

The Pharmacist will make a report fo
the Administrator on a monthly basis
in QAPI and quarterly in the Medical
Executive Committee about the
numbers of medication orders that

responsible for compliance.

were reviewed. The Administratoris
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The following deficiencies were cited during the
ldaho state licensure survey of your hospital,
Suiveyors conducting the review were:
Rebecca Lara, RN, BA, HFS
Gary Guiles, RN, BS, HFS, Team Leader
. : BB223 16.03.14.330.03 Scope of‘
Acronyms.used in this report include; Services (_ﬁ,q/l @
- The hospital will make every effortto '
P&T = pharmacy and therapeutics (committee) meet and ComP.}Y with the Idaho
Statutes regarding a pharmacy and
BB223| 16.03.14.330.03 Scope of Services BB223 therapeutics {committee).

03. Scope of Services. {10-14-88)

a. The scope of phaimaceutical service shall be
consistent with the needs of the patients and
include a program fgr the control and
accountability of drug products throughout the
hospital. A pharmacy and therapeutics committee
or its equivalent composed of members of the -
medical staff, the director of pharmaceutical
services, the director of nursing services, hospital
administration and other health disciplines as
necessary, shall develop written policles and
procedures for drug selection, preparation,
dispensing, distribution, administration, controf,
and safe and effective use. Refer to Subsections
250.03 and 250.04. {12-31-91)

This Rule is not met as evidenced by:

Based on staff interview and review of meeting
minutes, it was determined the hospital failed to
ensure a P&T Committee met to discuss
pharmacy issues and update the formulary. This
resulited in a lack of oversight for pharmacy
services. Flndlngs mciude

Corrective Action

The hospital has an informal
pharmacy and therapeutics
{committee). The committee will now
meet on at least a quarterly basis or
as needed to discuss issues
regarding the hospital formulary and
issues concerning the pharmacy in
the hospital.

Monitoring

Al minutes from the Committee will

be presented to the QAPI committee
and Medical Executive Committee fo
ensure compliance. The ’
Administrator is responsible for
compliance.
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No meeting minutes'were present that
documented the activities of a P&T Committee
between 1/01/12 and 3/19/13,
The pharmacist was interviewed on 3/19/13
beginning at 11:20 AM. He stated the hospital did
not have a P&T Committee. He stated pharmacy
issues were discussed informally with the medical
staff but no record or this was kept.
The hospital did not maintain a P&T Committee.
BB226| 16.03.14.330.06 Safe Handling of Drugs BB226 BB226  16.03.14.330.06 _ Safe (.D]q/hﬁ

06. Safe Handling oﬁ-Drugs. In addition to the

- rules listed below, written policies and procedures

which govem the safe dispensing and
administration of drugs shall be developed by the
pharmacy and therapeutics committee with the
cooperation and the'approval of the medical staff.
(10-14-88)

a. The pharmacist shall review the prescriber's
original order or a direct copy thereof and
(10-14-88)

b. The pharmacist shail develop a procedure for
the safe mixture of parenteral products; and
(10-14-88) y

c. All medications shall be administered by
trained personnel in Bccordance with accepted
professional practices and any iaws and
regulations governing such acts; and (10-14-88)

d. Each dose of medication administered shall be
properly recorded as-soon as administered in the

| patient's medication:record which is a separate

and distinct part of the patient's medical record,
and (10-14-88) R

Handling of Drugs

The hospital will make every effort to

meet and comply with the Idaho

Statutes regarding a pharmacist

reviewing all orders prescribed by a
- medical provider.

Corrective Action

See P.O.C, for A493

Monitoring

See P.O.C. for A493
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€. Drug reactions and medication errors shall be
reported to the attending physician and
pharmacist in accordance with hospital poiicy.
(10-14-88)

This Rule is not met as evidenced by:

. Based on staff interview, it was determined the

hospital failed to ensure a pharmacist reviewed
prescribers' original medication orders or a direct
copy of those orders. This resulted in the
increased likeiihcod of drug interactions and
medication errors, Findings include;

The pharmacist was’interviewed on 3/19/13
beginning at 11:20 AM. He stated he worked at
the hospital for 8 hotirs on Tuesdays and for 4
hours on Fridays. He stated he did not review
original medication drders or copies of those
orders, either when tie was at the hospital or
when he was not at the hospital. He stated
nurses transcribed the orders and entered them
on to the MAR. He sfated he updated the
medication profiles when he was at the hospital
but acknowledged it could be as long as 4 days
before this happened.

The pharmacist did

fot directly review medication
orders, -
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