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I DAHO DEPARTMENT OF

HEALTH = WELFARE

G.L. "BUTCH” OTTER - Govemar DEBRA RANSOM, RN.,R.HAT., Chief
RICHARD }4. ARMSTRONE — Direcior BUREAU OF FACILITY STANDARDS
3232 Elder Stree!

P.O. Box 83720

Boise, 1D 83720-0008

PHONE 208-334-66526

FAX 208-364-1888

October 12, 2012
. FEAT R R VR
e BCENY g,
Jennie Rawlings, Administrator A 4L B
PCS Endoscopy Suite 0CT 24 200 ‘
500 S 11th Avenue, Suite 303 S
Pocatelio, I 83201 FACILITY STANDARNS

RE: PCS Endoscopy Suite, Provider #13C0001041

Dear Ms. Rawlings:

On October 10,2012, a follow-up visit of your facility, Pes Endoscopy Suite, was conducted to
verify corrections of deficiencies noted during the survey of August 27, 2012,

We were able to determine that the Conditions of Coverage of Governing Bedy and
Management (42 CFR 416.41); Surgical Services (42 CFR 416.42); Quality Assessment &
Performance Improvement (42 CFR 416.43); Nursing Services (42 CFR 416.46); Fatient
Rights (42 CFR 416,50) and Infection Control (42 CFR 416.51) are fiow met.

Your copy of a Post-Certification Revisit Report, Forrn CMS-2567B, listing deficiencies that
have been cormrected 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.

Amn acceptable plan of correction (PoC) 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 cach deficiency cited;
» A completion date for cortection of each defictency cited must be included;
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» Momnitoring 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 acceptabl
plan of correction; and

» The administrator’s signature and the date sipned on page 1 of the Form CMS8-2567 and
State Form 2567.

After you have completed your Plan of Correction, retuumn 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.

% [ AL ‘
AIMEE HASTRITER NICOLE WISENOR
Health Facility Surveyor Co-SBupervisor
Non-Long Term Care Non-Long Term Care
AHmw
Enclosures

cc: Linda Bedker, CMS Region X Office -
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{Q 000} ] INITIAL COMMENTS {Q 000}

l
i
!
|
I
The following deficiencies were cited during the
follow up survey of your Ambulatory Surgical
Center, Surveyors conducting the follow up were:;

Almee Hastriter RN, HFS, Team Lead
Susan Costa RN, HFS

Acronyms used in this report include:

i ASC - Ambulatory Surgical Center FACILITY STANDA = 9T

GDC - Center for Disease Control and Prevention
NON - Director of Nursing

rmceg - microgram

mg - milligram

mi - miliiliter

USP - United States Pharrnacopeia

{Q 181} | 416.48(a) ADMINISTRATION OF DRUGS {Q 181}

i
Drugs must be prepared and administered i ;
according to established policies and acceptable

standards of praciice.

This STANDARD is not met as avidenced by:

Based on observation, review of drug labeling
information, and staff interview, it was determinad
the facility failed to administer, prepare, label and
store medications in accordance with acceptable
standards of practice. The failure to adhare ta
acceptable slandards of practice resulted in the
potential for all patients reseiving medications in
the ASC to experience adverse drug reactions
and/or medication administration errors.  Findings
inciude;

, _/

T [X8) DATE

LABORATGRY IR c 5 OR 7& lDE FUPPLIER REPRESENTATIVE'S AT TITLE
- l l /,a/ ﬂﬂl’ iEe g Bopy [0 25T ) 2

Any deficighcy sttement ending witk an ster k (*} dejfioford detitiency whtch t‘na institution may be excusad from orrecling providing 1 is determinged that
other safeguards provide suificient prolection to the py |ents (Se 5 /nstructions.} Excapt far nurging homes, the findings stated above are disciosable 90 days
following the dat of survey whether or not a plan of ghrrection ig/provided. For nursing homes, the abova findings and plans of correction are disclosable 14
days followlig the date these documents are made 3 ﬂabte tp the facility. If deficiencies aa cited, an approved plan of corraction iz requisite fo contnusd

program participation.

4

FORM CM3-2567(02-29) Previous Versiaons Obsatete = Event iD: Kaag12 Facilty ID: 130001041 If sonfinuation shaal Page 10f4
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(X1} PROVIDER/SUPPLIERICLIA
IGENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

{(xa) DATE SURVEY

COMPLETED

A, BUILDING
R
13C0001041 B. WING 10/10/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
500 $ 11TH AVENUE, SWITE 303
PCS ENDQSCOPY SUITE POCATELLO, 1D 83201
XD ! SUMMARY STATEMENY OF DEFICIENCIES : o PROVIDER'S PLAN OF CORRECTION .o
PREFIX {EACH DEFRCIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE | GOMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE ! DATE
i DEFICIENCY) ;
—
! !
{Q 181} Gontinued From page 1 Q@ 181} Q 181: Al mt?dicntions used
1. On 10110712 at 10:20 AM during a review of in the ASC wil bo used
the medication cabinet in the endascopy room, 3‘?““-""5 t% g Limm ied
pre-filled syringes with needles attached, were directions. Fentanyl supphe
observed as follows: in 5 ml vials (50 meg per ml)
' labeled as “single dose"
- A gyringe, containing 1 ml of clear fluid with a :r;“p:;:s ﬁéﬂe lll*s:x?t:zrl
labie| which read "Fentanyl 50 mog, 9/21/12." The yomaining if the ampule.
label wag not timed, at the end of the procedure i
- A syringe, containing 2 mi of clear fluid witha | _ t:q Alshg ;i;ﬁg:;dﬁ:csgﬁmg ‘
labet which read "Fentany! 50 meg, 10/03/12." | [ will monifor that medications
The label was not timed. i labeled as "single dose"
The DON, who was present during the review of ﬁ;sidﬂfg;l?nn;y o1e panent
the medication cabinet, stated that due to a medication disposed of.
national shortage of Fenianyi, the drug had not The DON will monitor
been avallable as 2 m} ampules. She stated the I medication logs and waste
Fenianyl the ASC used was provided in 5 ml | 1026 to ensure that
glass ampules. The DON stated during a i they accurately reflect the
pracedure the "usual" dose would be 100 meg/2 ! amount of Fentany! nsed
ml, and there would be a remnainder in the ampule j and wasted at the end of !
of 160 meg/3 ml. She stated when she drew up a | cach procedure, Incident reports i
dose of medication from a glass ampule, she will be initiated if discovered
would prepare two additicnal syringes, ohe that "single dose" 1
syringe with 2 mi, and the remaining 1 ml would medication vials are . i
be in the sacond syringe for a future patient use. heing used for more than ane
patient, and reported to the
A drug insert for Fentaoyl 50 mcg/mi, 5 m! governing body during
ampuies, stated: "Do not administer unless quarterly meefings.
solution is clear and container undamaged. {Action by the DON will be
Discard unused portion. Fentanyl Citrate taken to correct this prior to
Injection, USP equivalent to 50 mcg (0.05 mg) the guarterly meeting
fentanyi/mL, is supplied in single-dose glass if discovered). The DON will
containers. The salution contains no bacteriostat, instruct staff working
antimicrobial agent or added buffer and is within the ASC of the difference
intended only for use as a single-dose injection. between "single dose” and
Whean smaller doses are required, the unused “mmitiple dose" vials, and
portion should be discarded in an appropriate ensure that medications
are used according to ]
FQRM GMS-2567(02-99) Previous Versions Obsolete Evenit 10: K64512 Faciiy t dosage and administration sheet Page 2 6f4
guides from medication package
msert, :
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The label was not inlilaled or timed.

The DON was present during the revisit on
10/10M12 at 1:00 PM. Sha varified the syringe of
Ramazicon, and stated it was a "rescug” drug,
and she would always have a sytinge drawn up
and ready to administer.

A drug insert for Romazicon (generic
namea-Flumazenil), dated and ravised July 2011,
stated; I

"BDOJAGE AND ADMINISTRATION: Flumazenil
injection is recommended for intravenous use
only. If flumazeni! injection is drawn into a
syringe, it should be discarded after 24 hours, Far
optimurn sterility, flumazenil injection should
remain in the vial until just before use.”

During an interview on 10/10/12 at 1:10 PM, the
DON stated she had researched the CDC
wehsite and it was her understanding it was
acceptable practice to draw up a medication into
a sterile syrings 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,

STATEMENT OF DEFICIENCIES {417 PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
ANDO PLAN OF CORRECTION ILENTIFICATION NUMBER. COMPLETEDR
A. BUILOING
R
13C0001041 B. WING 10/10/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
500 8 11TH AVENUE, SUITE 303
PCS ENDOSCORY SUITE POCATELLO, iD B3201
X410 SUMMARY STATEMENT OF DEFICIENCIES D '. PROVIDER'S PLAN OF CORRECTION : {4}
FREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL ! PREEX | {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LG WDENTIFYING INFORMATION) | TAG | CROSS-REFERENCED TO THEAPPROPRIATE  ©  DATE
| DEFIGIENCY) %
{Q 181} Continued From page 2 {Q181}|  In addition, according to
manner.” the package insert guide,
Flumazenil will not
In a retumn to tha medication storage area on be pre-drawn and kept
1011012 at 1:00 PM, the Fentany! packaging was for "rascue” vse. If
reviewed, and noted to read: "Single Use Only." needed, Flumazenil will
At that time, an additional syringe was noted in be drawn up at the time
the drawer as follows: _ it is ordered by the
| physician, All staft
- A syringe, containing 2 mi of clear fluid witha | willbe educated fo . .
label which read "Romazicon 0.2 mg, 9/18/12," kegp pagkage dnsgrts

with medications for
reference if nesded,
The DON will monitor
the medication deawer
to ensare that Flumazenil
isp't being kept ina
pre-dtawn syringe.
If found in a pre-drawin
gyringe, and incident
report will be initiated
and the DON will
take corrective action
{o edueate staff to
the reason this
{s unacceptable,
All inicident reports
will be reported [0
the governing body
during quarterly
mecthngs.

FORM CM5-2557(02-88) Prviols Versions Obsalefe

Evant iD: K64B12

Facyity ID: 130001041

If continuation sheet Page 3 of 4
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CENTERS FOR MEDICARE & MEDICAID SERVICES " OMB NO, 0838-0381
STATEMEMT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION {%3) DATE SURVEY
AND PLAN OF GORRECTION ICENTIFICATION NUMBER: COMPLETED
A BUWLDING
B. WING R
13C0001041 ) —~ 10/4012012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP CODRE
500 5 11TH AVENUE, SUITE 343 ’
PCS ENDOSCOFY 5U :
OFY SUITE POCATELLO, ID 83201
o) 1D SUMMARY STATEMENT OF DEFICIENCIES io ] PROVIDER'S PLAN OF CORRECTION (%5}
PREFY (EACH DEFIGIENGY MUST RE PRECECED BY FULL ! PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS.REFERENGED TO THE APPROPRIATE DATE
i DEFICIENCY)
{Q 181}| Continued From page 3 {Q181)
The facility failed to ensure acceptable standards
of praciice related to medication preparation and
administratioh wers followed.
I
3
‘;
FORM CMS5-2567{02-99) Pravious Versiong Obsolele Evant H): K64B12 Fagility 1D: 13C0001044 If continuation sheet Page 4 of 4




