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IDA H 0 DEPARTMENT OF 

HEALTH & WELFARE 
C.L "BUTCH" OTW<- Governor 
RICHARD M. ARMSTRONG- Diredor 

October 12,2012 

Jennie Rawlings, Administrator 
PCS Endoscopy Suite 
500 S lith Avenue, Suite 303 
Pocatello, ID 83201 

RE: PCS Endoscopy Suite, Provider #13C000104l 

Dear Ms. Rawlings: 

DEaAA RANSOM, R.N.,R.H.I.T., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder 5tteat 
P.O. Box 83nO 

!loise,ID 83720-000S 
P~ONE 108-334-6626 

~AX 20!f-364-1888 

On October 10, 2012, a follow-up visit of your facility, Pes Endoscopy Suite, was cond~tcted to 
verity corrections of deficiencies noted during the survey of August 27, 2012. 

We were able to detennine that the Conditions of Coverage of Governing Body and 
Management (42 CFR 416.41); Sutgical Services (42 CFR 416.42); Quality Assessment & 
Performance bnprovement (42 CFR 416.43); Nnrsing Services (42 CFR 416.46); Patient 
Rights (42 CFR 416.50) and Infection Control (42 CFR 416.51) are riow met. 

Your copy of a Post-Certification Revisit Report, Form CMS-2567B, listing deficiencies that 
have been cOJ;rected is enclosed. 

Also 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 G'oC) 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 jpclude the procedure for h:nplemep.ting the acceptable plan of correction 

for each deficiency cited; 
• A completion date for cottection of each deficiency cited must be included; 

___________ , ........ 
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• 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 

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

After you have completed your Plan of Correctio!l, return the original to this office by October 
25, 2012, and keep a copy for your :records. 

Thank you for the courtesies extended to the surveyors during their visit. If we can be of any 
help to you, please call us at (208) 334-6626. 

AIMEE HASTRJTER 
Health Facility Surveyor 
Non-Long Term Care 

AH/nw 
Enclosures 
ec: Linda Bedk.er, CMS Region :X Office 

----------............ . 

NICOLE WISENOR 
Co-Supervisor 
Non-Long Term Care 
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P:RTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
_NTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0938-0391 
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IATEM~NT OF DI'FICif:NCI~S 
AiiO PlAN Of CORRC::CTiCN 

NAME OF PROVID~R OR SUPPLI~R 

PCS ENDOSCOPY SUITE 

(X·!} PROVID~R/SUPPUERfCllA 
iDE:NT/F'ICATlot~ NUMBER: 

13C0001041 

(X4) ID j 
PREFIX ~ 

TAG I 
SUMMARY STATEMENT OF DEFICIENCIES 

(EACH D~FICIENCY MUST BE PRECEDED ~y FULL 
REGULATORY DR LSC IDENTIFYING INFORMATION) 

{Q 000} j INITIAL COMMENTS 

' The following deficiencies were c~ed during the I 
follow up survey of your Ambulatory Surgical 
Center. Surveyors conducting the follow up were: I 

I Aimee Hastriter RN, HFS, Team Lead ) 
Susan Costa RN, HFS · 

Acronym:; used in this report include; 

! ASC -Ambulatory Surgicel Center 
CDC - Center tor Disease Control and Prevention 
DON - Director of Nursing 
meg - microgr<>m 
mg - milligr<~m 

I ml- milliliter 
USP- United States Pharmacopeia 

{Q 181): 416.48(a) ADMINISTRATION OF DRUGS 
i 
1 

Drugs must be prepared and administered 
according to established policies and acceptable 
standards of practice. 

I 

I 
I 

This STANDARD is not met as evidenced by: I 
Based on observation, review of drug labeling 

information, and staff interview, it was determined 
the facility failed to admini:oter, prep<>re, label and 
store medications in accordance with acceptable 
standards of practice. The failure to adhere to 
acceptable standards of practice resulted in the 
potential for all patients receiving medications in 
the ASG to experience adverse drug reactions 
and/or medication administration errors. Findings 
include; 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

(X3) DATE SURVEY 
COMPLETED 

B. WING _________ _ R 
10/10/2012 

STREET ADDRESS. CITY, STATE, ZIP CODE 

500 611TH AVENUE, SUITE 303 

POCATELLO, ID 83201 

ID 
PREFIX 

TAG 

i 
{Q OOO)i 

I 

, 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVI' ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DoFICIENCY) 

FACiliTY STANDAFUJS 

l (X5) 

1: COMPLETION 
I OATE 

I 

Any defioi cy s t~ment ending wit an ste~ k (")de o cy which tlie institUtion may be exov$ed from correcting providing it is detem'linad that 
other safeguards provide sUfficient protection to the p Ients. (se,tnstructions.) Except tor nursing homes, the findings stated above are dlsclosabl$ 90 day$ 
following the d~ts of survey whether or not a plan of (f~ct1on i~ provided. For nursing homes, the abova findings and plans of correction are disclosable 14 
days followlng the date these document$ are made ilable tp the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. ··' 

/ 

7---· Eve;IID: K64812 fORM CMS·~5B7(02-951} Previous Versions Obsolete Faciity ID: 13CD001041 
-~-----------------~-~--------

If C<onlinualion $h$ol Page 1 of 4 
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FORM APPROVED 
OMB NO 0938-0391 CE::NTERS FOR MEDICARE & MEDICAID SERVICES 

S'CATEMENT OF DEFICieNCIES 
l\ND PlAN Q}- CORRi:CTiON 

NAME OF PROVIDER OR SVPPLIER 

PCS ENPOSCOPY SUITE 

(X1) PROVIPERISUPPLIERICUA 
iDi=NTii=iCATION NUiviBER: 

1~C0001041 

(X4) ID I 
PREFIX I 

TAG 

sUMMARY STATEMENT OF DE~ICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULAIORY OR LSC IDENTIFYING INFoRMATION) 

I 

I {Q 181} I Continued From page 1 
1_ On 10/1 0112 at 1 0:20 AM during a review of 
the medication cabinet in the endoscopy roam, 
pre-filled syringes with needles attached, were 
observed as follows: I 

I 

-A syringe, containing 1 ml of clear fluid with a I 
label which read "Fentanyl 50 meg, 9/21112." The: I label was not timed. J 

, - A syringe, containing 2 ml of clear fluid with a I 

I
lia bel which read "Fentanyl 50 meg, 10/03/12." 
The label was not timed. 

I
' The DON, who was present during the review of 
the medication cabine~ stated that due to a 

1 national shortage of Fentanyl, the drug had nat 
I been available as 2 ml ampules. She stated the 
1 Fentanyl the ASG used was provided in 5 ml ! 
1 glass ampules. The DON stated during a 1 
' procedure the "usual" dose would be 100 mcg/2 l 
ml, and there would be a remainder in the ampule i 
of 150 mcg/3 mi. She stated when she drew up a i' 

dose of medication from a glass ampule, she 
would prepare two additional syringes, one / 
syringe with 2 ml, and the remaining 1 ml would 
be in the second syringe for a future patient use_ · 

A drug insert for Fentanyl 50 mcglml, 5 ml 
ampules. stated; "Do not administer unless 
solution is clear and container undamaged. 
Discard unused portion_ Fentanyl Citr<~te 
Injection, USP equivalent to 50 meg (0.05 mg) 
fentanyl/mL, is supplied in single-dose gl<~ss 
containers. The solution contains no bacteriostat, 
antimicrobial agent or added buffer and is 
intended only for use as a single-dose injection. 

I 
When smaller doses are requir!ild, the unused 
portion should be discarded in an appropriate I 

FORNI GMS--25S7{0Z·9"51) Previous Veriions Obsolete Evt:nt lD: K64B12 

·r(KJ) g;~1~C~rR:Y l 
-----------·· -·-·····-----

](x2) MULTIPLE CONSIRUCTION 

A 6UILDING 

B. WING ________ _ R 
10/1012012 

STREET ADDREsS, CITY, STATE, ZIP CODE 

500 S 11TH AVE'NUE, SUITE' 303 

POCATELLO, 10 83201 

ID 
PREFIX ! 

TAG 

I 
{Q 181}1 

f~Qility II 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-f\EFERENCED TO THE APPROPRIAIE 
DEFICIENCY) 

Q 181: All medications used 
in the ASC will be used 

according to drug insert 
direction~. Fentanyl supplied 
inS ml vials (50 meg perm!} 
labeled as "single dose" 
amupules will be med for 
only one patient. Fentanyl 
remaining in the ampule 
at the end of the procedure 
wiU be discarded (i()()Ording 

to ASC policy. The DON 
will monitor thllt medications 
labeled as "single dose" 
ilte used for only one patient, 
with remaining 

medication disposed of. 
The DON will monitor 

medication logs and waste 
logs to ensure that 

they accurately reflect the 
amouut of fentanyl used 
and wasted at the end of 
each procedure. Incident reports 
will be initiated if disco~ered 
that "single dose" 
medication ~ials are 

being used for more than one 
patient, and reported to the 
governing body dtirlug 
quarterly meetings. 
(Action by the DON will be 
taken to correct this prior to 
the quarterly meeting 
if discovered). The DON will 
instruct staff working 
within the ASC of the difference 
between usingle dose11 and 
"multiple dose" vials. and 
eJ1$ure !bat medications 
are used according_ to 
do$ag:e and adntinistr{ttion 
guides from medication packl!go 
insert. 

I 

! 
I 

I 

I 
I 
I 
I 
I 
I 
I 

I 
I 
I 

! 

I 
! 

I 
! 

I 
I 

I 
I 

sheet Page 2 of 4 
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· DEPARTME:NT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

I STATEMENT OF DEFICIENCIES II {X1} PROVIOf:.R/SUPPLIEFVCLIA 
ANO PLAN OF CORRECTiON iDCNTii=iCAT!ON NUMBER 

1300001041 

NAME OF PROVIDER 0~ SUPPLIER 

PCS ENDOSCOPY SUITE 

(X4) 10 i SUMMARY STATEMENT OF DEFIClENCIES 
PREFIX 1 (EACH DEFICIENcy MUST B~ PRECEDED BY FUl-L 

TAG I REGULATORY OR LSC IDENTIFYING INFORMATION) 

{Q 181}) Continued from page 2 

manner." I 
In a return to the medication storage area on 1 

10110/12 at 1:00PM, the fentanyl packaging was! 
reviewed, and noted to read: "Single Use Only." 1

1 
At that time, an additional syringe was noted in 
the drawer as follows: 

-A syringe, containing 2 ml of clear fluid with a 

I label which read "R01i'laz1con 0.2 mg, 9/19/12." 
The label was not Initialed or timed. 

The DON was present during the revisit on 
10/10112 at 1:00PM. She verified the syringe of 'I; 

Romaz:icon, and stated it was a "rescue" drug, 
and she would always have a syringe drawn up ; 
and ready to administer. I 
A drug insert for Romazicon (generic I 

I 

I 
name-Fiumazenil), dated and revised July 2011, 
stated: I 
"DOSAGE AND ADMINISTRATION: Flumazenil 
injection is recommended for intravenous use 
only. If flumazenil injection is drawn into a 

' 

syringe. it should be discarded after 24 hours. For 
optimum sterility, flumazenil injection should 1 

remain in the vial until just before use." 

During an interview on 10110/12 at 1:10PM, the 
DON stated she had researched the CDC 
website and it was her understanding it was 
acceptable practice to draw up a medication into 
a sterile syringe for up to 28 days. The DON was 
unable to provide a policy or CDC documentation 
regarding the dispensing of single use 
medications for multiple patient uses. 

I 
FORM CM&-2567(02·99) Previous Ve~iQm; Obsolete Evant 10: KS4B12 

208-234-0026 T-948 P007/010 F-470 
PRINTclJ: 1 U/11/<!U1 < 

FORM APPROVED 
OMB NO. 0938-0391 I (X2) MULTIPLE CONSTRUCTION 

ABUILDING 

8. WING _________ _ R 
10110/2012 

STREET ADDRESS. CITY, STAI~. ZIP CODE 

500 S 11TH AVENUE, SUITE 303 

POCAIELLO, ID 83201 

ID 
PREFIX l 

TAG 1 

i 
I 
' (Q 181) i 

I 
i 

I 
I 

i 

' I 
I 

! 
I 
l 
' 
! 
I 
i 
I 

I 
I 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-Ri'oFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

fu addition, according to 
the package insert guide, 
FlUllll!Zenil will not 
be pre--drawn. and kept 
for "rescue11 use. If 
needed, Plumazenil will 
be dtaWJt up at the time 
it is ordered by the 
physiv.jan. All ata!f 
w,i,ll,~e el\ll~~~4 .to , 
!{~ :R~9J<age J,ns~r:TS- · · ' . 

with medications for 
reference if needed. 
"the DON will monitor 
the medication drawer 
10 ensure that Flumazenil 
isn't being kept in a 
pre-drawn syringe. 
Iffound in a pre-drawn 
$yringe, and incident 
report will be initiatEd 
and the DON will 
take coiiective action 
to educate staff to 
the reason this 
is illlaoceptable. 
All incident reports 
will be reported to 
tho governing body 
during ql!llrlerly 
meetings. 

I (X5) 
I COMPl-ETION 
· DATE 

i 

I 
I 
I 
I 
I 
I 

FaciliiY ID: 13C0001041 If continuation sheet Paga 3 of 4 
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OEPARTMI".NT OF HEALTH AND HUMAN SERVICE:OS 

T-948 P008/010 F-470 
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FORM APPROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391 

STATEMENT Of DEFICIENCIES (X1) PROVIOERISUPPLIER/Ct.IA {X2) MULTIPLI2 CONSTRUCTION I(X3) DATE SURVEY 
AND PLAN Or CO~RECT10N iDENTtF:CATiON NU.'vmEft COMPLETED 

A. BUILDING 
R 

13C0001041 B. WING 
10/10/2012 

NAME OF PROVIDER OR $1)PPLIEtl STREET ADDRESS, CITY, STATE, ZIP CODe 

PCS ENDOSCOPY SUITE 
500 S 11TH AVENUE, SUITE 303 

POCATELLO, 10 832.01 

(X4) IP j SUMMARY STAtEMENT 0~ DEFICIENCIE;S ID ! PROVIDER'S PLAN OF CORRECTION ! (X5) 
PREF'IX ! (EACM DEFICIENCY MUST SE PRECEDED BY FULL ' PREFIX I {~CH CORRECTIVE ACTION SHOUlD BE ; COMPLEllON I i TAG I REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG i CROSS-REFERENCED TO THE APPROPRIATE OATI'i 

I 
DEFICIENCY) i 

{Q 181} I Continued From page 3 
I I 

i I I {Q 181}! I 
The facility failed to ensure acceptable standards i I 
of practice related to medicaijon preparation and 
adminisb'ation were followed. 

I j 

I I 
I 

I i 
I I I 

' 

I I I 

I 
I 

I I I 

I 
I 

I ' 

I I 
I I I I ' ' I I I 

i I i 
i 

I 

I 

I 
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