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QOctober 7, 2014

Jim Broyles, Administrator
Benewah Community Hospital
229 South 7th Street

St Maries, ID 83861

RE: Benewah Community Hospital, Provider #131317

Dear Mr. 'Broyles:

Based on the survey completed at Benewah Community Hospital, on September 19, 2014, by our
staff, we have determined Benewah Community Hospital, is out of compliance with the
Medicare Hospital Organizational Structure (42 CFR 485.627), Provision of Services (42
CFR 485.635) and Organ, Tissue, Eye Procurement (42 CFR 485.643). To partticipate as a
provider of services in the Medicare Program, a hospital must meet all of the Conditions of
Participation established by the Secretary of Health and Human Services,

The deficiencies, which caused these conditions to be unmet, substantially limit the capacity of
Benewah Community Hospital, to furnish services of an adequate level or quality. The
deficiencies are described on the enclosed Statement of Deficiencies/Plan of Correction
(CMS-2567). Enclosed, also, is a similar form describing State licensure deficiencies.

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

Credible Allegation of Compliance/Plan of Correction.

An acceptable Plan of Correction contains the following elements:

e Action that will be taken to correct each specific deficiency cited;
o Description of how the actions will improve the processes that led to the deficiency cited;
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e The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited;

¢ A completion date for correction of each deﬁmency cited must be included,

e Monitoring and tracking procedures to ensure the PoC is effective in bringing the hospital
into compliance, and that the hospital 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 | of each form,

Such corrections must be achieved and compliance verified by this office, before November
3,2014. To allow time for a revisit to verify corrections prior to that date, it is important
that the completion dates on vour Credible Allegation/Plan of Correction show compliance
no later than October 26, 2014.

Please complete your Allegation of Compliance/Plans of Correction and submit to this office by
October 20, 2014,

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)
334-6626.

Sincerely,

SYLVIA CRESWELL
Co-Supervisor
Non-Long Term Care

SC/pmt
ec: Debra Ransom, R.N., R H.I.T., Bureau Chief
Kate Mitchell, CMS Region X Office




Benewah Community Hospital
St. Maries Family Medicine
2295. 7" Street

St. Maries, 1D 83861

(208} 245-5551
www.bchmed.org

October 17, 2014

Sylvia Creswell, Co-Supervisor
Non-Long Term Care

Idaho Department of Health & Welfare RECFIVED
Bureau of Facility Standards

3232 Elder Street neT 20 704

P. O. Box 83720

Boise, ID 83720-0009 FACILITY STANDARDS

RE: Benewah Community Hospital, Provider #131317
Dear Ms. Creswell:

In response to your letter of October 7, 2014, we are enclosing our Credible Allegation/Plan of
Correction which you provided.

Please find enclosed a Table of Contents listing all attachments which are specifically related to
each deficiency. A copy of this letter and attachments will be mailed on this date.

Thank you to the surveyors for assisting us in addressing each of these items during their visit.

Implementing and building a more consistent plan for our medical center is key to moving our
facility forward.

Sincerely,
James R. Broyles, RN/&%

Administrator/Director of Nursing Services

Attachments
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The followlng deflclencles were clied durlng the
Medicara recetification survey of your Critical
Access Hospital. The surveyors conducting the
Medicare recettificalion survey were:

Don Sylvaster, RN, H.F.5., Team Leader
Nancy Bax, R.N., H.F.S,

Susan Costa, R.N., H.F.S

L.aura Thampson, R.N., H.F.3

Acronyms used In this report include;

AHP - Allied Haalth Professional

APRN - Advanced Practice Raegistered Nurses
CAH - Critical Aceess Hospital

CNA - Certifled Nurse Assistant

CRNA. - Gartifind Registerad Nurse Anesthafist
DEA - Drug Enforcement Administratlon

DON - Diractor of Nursing

EGD - Esophagogasiroduodenoscopy

M&F - Higtory and Physlcal

IG - Infaclion Confrol

LPN - Licensed Praglical Nurse

PT - Physical Therapist

RN - Ragistered Nurse

RRT - Registered Respiratory Theraplst

UT - Utah ‘

G 154} 485.808(d) UICENSURE, GERTIF. OR REGIST. C 154
OF FERSONNEL

Staff of the CAH are licensed, cerlified, or
raglsterad In acgordance with applicable Fedegral,
State, and tocal lawes and regulations,

This STANDARD is nat met as evidenced by:
Dased on personnal record review, patlent

(6] DATE

LABORATORY DIRECTORS OH PROVIDERIQUPPLIER REPRESENTATIVE'S SIGNATURE F[,%E

altes a deflcloncy which e Insfliulion may bedxeused from coreeting providing 1 [s dolerfined lhat

Any deficlency statement gg{(?}.ﬁ[m an asterlsk {94
ofhier safeguards provide fant prolection le thegdilants, (Sea instruclions.,) Except for nursing homes, the fndings staled ebove an disclosable 0 days
following the date of survey whalher or ot 2 plan of eorrastlon {s provided, For nursing homes, 1ha albove Mdings and plane of correnilon are disclosable 14

daya follewing the date thess documents are made availabla to.the facility. . If doficlancias gra ciled, an approved plan of ¢orraclion |3 requisite to contfnuad
prograni participation.

[ e

FORM GM5-2567(02:89) Pravious Versiona Obsolels Evant ID:B0LZ11 Pacility [0 IDC1AX (f contlnuatlon shest Page 1 of 34
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C 154 Gontinued From page 1

record review, and staff interviews, it was
determined the facllity failed to ensure lhat 1 of 2
il fitne contracied CRNAs (CRNA A) were fully
oredentialed before performing paifent care and
preceptor acfivities, This directly impacted 2 of 2
patlents reviewed (#19 and #29) who received
anasthesia during the survey (9/16/14-9f19/14),
This resulted in setvices belng provided hy
uncualified individuals and the potential for
negative patient ouicomes. Findings Include:

Palient #19 was a 32 year old female admitfed to
the: facfilly an 6115114 for obstelrcal care and
delivery of her Infant, She had an epldural
infusion for the managemant of paln during labor,

A coraent for fioatment, dated 9/16/44, and
signed by Patient#19, inaluded the following
statement “.and that the treatment and
procaturas will be harformad by physiclans or -
hospltal employaas.” '

Aconsent for anasthasin earvices was signad by
Patlen! #19 for 5 eplnal or epidural on 0/15/14 at
8:10 AM. The consent for anesthesia Included -
the statement "t heroby consent (o the anesthesla
service checked ahove and authorlze that It he
administered by [the nameos of CRNAAand the
student) or hisfher assoociatas, all of whom ars
credentialed to provide aneathasia services at
this facility.”

Patient #29 was an 82 year old male admitted to
the facility on 9/17/14 for a surgical repair of his
left shoulder.

A consant for treatment, dated 91714, and
signed by Patient #29, Included the foltowlng

atafoment "..and that the treatmant and

¢ 154 CRN A's privilges were immediately
‘suspended. CRNA was reinstated after
* | we receieved an active Idaho State
Board of Pharmacy license and proof
of DBA with Idaho address, See
attachment 1-A. for complete
crendential file of CRNA Brent
'| Bowles. Credential check list has been
created by Becca Plante, Medical Staff
Cootdinator for intial appointments
and reappointments to agsure
crendential files are 100% complete
.| before appraval of privileges. $ee
attach. 1-B for checklists, Becca
Plante, Medical Staff Coordinator
updated privilege sheets adding the
privilege to supervise approved AHP's,
see attachment 1-C fox updated
privilege sheet, Current CRNA's will
have to apply for this additional
privilege and get Medical Staff and

Board approval befoye they ave Lo/1/14
allowed to supervise a student, Becca
Plante, Med. Staff Coord.

Feclity {D: IDE1AX If continvation sheel Page 2 of 3

FORM CME-2667(02-08) Pravious Varslans Obsolate EventID:BOLZ{Y
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G 154| Gantinued From page 2 ¢ 154/ Bobbi Machado, Surgical Services
procedures will be performad hy physiclans or Manager contacted Missouri State
hospital employess." University regarding our agreement
A consant for anesthesla sewicéa was slgned b with them. See attach. 24,
ed by . X . .
Patient #29 for a inajor nerve biock and general aglecmcl!t with MSU‘ Sug. -Serwces.
anesthesia an /9714 at 6:30 AM. The consent Manager is working on a policy for
for anesthesta includad tha stalement "l haraby CRNA. students at BCH. See attach.
consent la the anesthesia service checked above 2-B. Draft CRNA $tudent Policy.
and authorize that I be administered by [ihe B Blante. Mod. Stnff Coondt |
names of CRNAA and the etudent] or histher ecca Liande, Med, olall Loord.
assogiules, all of whom are credenlialed ko created a credentialing check lst for .
pravide anesthesia servicas at this facility.” items needed before a CRNA student
. . is allowed to come to BCH. See
Gredentials files were reviewed. There was no “ CRN d tecl
avidence the ansthesla stident was cradenlialled a_ftﬂﬂh: 2-C, A student checl
1o provide anethesla at the faclity or otheiwise list, Student will complete attach. 2-
authorized by ihe stata to provide services. D, student application. CRNA/
CRNA A's gradentials file was revievrad on \ : . .
8M7I14. 16 was found he did not have a cument ?m.geon PACU dls,c harge ,mder 10/16/14
ldaho Gontrolled Substance regisfration, and orm and draft policy are inclnded
therefors, was not authorized fo provide services in attach. 2-E,
in ldaho.
The Interim Adminisirator was intarviewed on
9/17/14 beginning at 9:45 AM. He stated CRNAA
did not have a current ldaho Controlled
Substance raglstration. Addliionally, hie stated he
was unaware of an agraement with the school the
anesthesla student was from that oulllned the
scope of practics for the sludants,
The CAH falled to emstire practiioners providing
sarvices ware deralifled to do so,
G 204 | 485.638(b)(2) EQUIPMENT AND SUPPLIES G 204
[The items avallable must include the foflowing!)
Equipment and suppliss commonly used in life

FORM Ci5:2607(02-59) Provious Veraiane Obrolals

Event1B;BOLZH

Facllity 10: IDGTAX

IFcantinuation ahaa! Page 3 of 34
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“| Atour of the facility's emergsncy room and

There was no documentation the crash cart was

- | -8M2{14, Mo decumentatlon of a 8;00 AM or 9:00

safaty to be compromised in (he event of a
medlcal emergency. Findings Incitide;

medical/surgical floor was conducted on 91167414
stariing at 8:30 AM. Ourlng the tour, the faoility's
amergancy crash carts were observad, Each cart
had a chackllst that Indicated the cart was (o be
chacked dally at .00 AM and 8:00 PM. The
orash oart checklists for the month of Seplember
2014, wera reviewed, Chechs wara not -
conslstently completed as follows:

&, Emergency Room Trauma Room #] crash
cart;

cheoked on the following datesflimes:;

-9/05/14; No documentation of a 9:00 AM check.

/1114, No dosuritentaiion of a 9:00 PM check.

docuinent these checles on the
checklists, Jim Broyles,
Administrator/DNS.

{4 o SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF GORRECTION i e
PREFI, {RAGH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (FACH GORREGTIVE AGTION SHOULD BE COMPLETION
NG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THEAPPROPRIATE DATE
DEFICIENGY)

G 204 ! Continved From pags 3 G 204

saving procedures, Including aljways,

andotracheal tubes, ambu bagfvalve/mask,

oxygan, toumniguets, immohilization devices,

nasogastrle iubas, splints, IV therapy supplies,

suction maching, deflbrilator, cardiae rmonitor,

chesl lubas, and indwslling urinary catheters.

This STANDARD s not met as evidenced by

Basad on observations, review of crash car ' s

checklisis, and staff Intarviews, It was dstermined Check me' signs have been P_'OStEd

{he hospital failad to ensure all amergancy above crash carts and ch‘eckhst:s. See

medical squipmant was maintained for all attach. 3 for photas. Nurges will

patients recaiving oare at the fgcﬂily, This check crash carts twice a day,

resilted In the polenilal for patients’ health and 9:00.m. and 9:00p.m., and they will 1o/13/14

FORM GM3-2567(00.00) Pravious Vetalons Obatlele

Even! ID:00QLZ{1

Faclily ip: In1AX

If sontinuatlen sheat Page 4 of 84
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() ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REQUIATORY OR LSC IDENTIEYING INFORMATION)

ID PROVIDERS PLAN OF CORRECTION
PREFIX
TAR GROSS-REFERENCED TO THE APPROPR

DEFICIENCY)

{EACH GORREGTIVE ACSTION 8HOULD BE

1XE}
GOMPLETION
IATE DAYE

G204

Continued From page 4
PM chegk,

-8/13/14, No documentatlon of a 9:00 AM check.
D714, No documentation of a 9:00 PM check
-BF18f14, No documentation of a 9:00 PM check.

h. Emargancy Room Trauma Room #2 crash
oarl: .

90914, No documentation of a 9:00 PM check.
~9/08/14, No documentation of & 9:00 Al check,

-9/07/14, No documentation of a 8:00 Al or 8:00
PM check,

-0 04, Mo documentation of & €:00 AM check.
-9/11H14, No documentation of a 9:00 PM chegk,

-HH2414, No documesniation of a 9:00 AM or 9:00
PM chack.

91314, No documentation of a 9:00 AM check,

Stafi ZZ, an emergency room RN, was
Interviewed on 8/16/14 at 8:45 AM. She stated
eMBIIeNcy room crash carts are checked wice a
day, at 8:00 AM and 9:00 PM, using the crash
carl checldist. She confirmed staff on each shift
didd not conststently check off tfrauma rooms, 1 and

2,

¢. Medlcal/Surgical Floor crash cart

The crash cart checklist did nof Include
documentation of a 8:00 AM check on 8/02/14,

G 204

FORM GMI-2567{02-59) Previons Verslons Obsolsle

Ewvepl I0; BOLZA1

Faglly [0; [DC1AX IF contlinall

on aheet Page b of 34
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PREFIX
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GUMMARY STATEMENT OF DEFICIENCGIRS
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G204

G 240

"the Jack of an organized infaction control

Continued From page &

003414, 806114, 910914, 910114, 8111114,
0112114, 9113114, 9717114, and 0118114,

The Interim Administrato’DON was interviewad
oh 9117714 at 2:40 PM. He confirmed the
medicalisurgical floor orash cart had nat been
checked af 9:00 AM an the 10 dates above,

The faclity fallad o enstire emergency medical
equiptnent was checked.
486.627 ORGANIZATIONAL STRUCTURE

Organlzational Structure

This CONDITION is not met as evidenced by
Based on staff Interview, observalion, and review
of bylaws, eredentials files, and CAH affillation
agreernents, it was determined the CAH's
organizational syslems wars not sufficient to
ansurs services were provided by qualified staff
and all Candltions of Participation were met, This

resultad in patients receiving services from
wigualified endfor uncredentialled practiioners,

progiram, lack of resolution of adverse event
investigations, and fack of an operational system
for organ, fissue, and eye proourement, Findings
includa;

1. Refer to (G241 as it relates to tha Govarning
Body's faliure to ensure policies were
implemented and monitored.

2. Refer to €270 Condition of Particlpation of
Provision of Services and refated standard level
deficiences as they ralate to the lack of an
organized Infaction confrol program and lack of
resolution of adverse avent invesgitations,

G 204

C 240 Credentialing to become a single job
responsibility for the Med, Staff
Coord,, Becca Plante, effective
11/1/14. Personnel selected for
Admin. Receptionist to take on
reception duties, Med. Staff Coord.
will have dedicated private office
space and will start training to use
the credentialing software MD Stafl

FORM GME-2667(02-08} Paviaus Varstons Obsolate Bven! [D:BOLZTT

to track files. Jimm Broyles, 10/1/14

Administrator, DNS.

See attachment 5, Infection Prevention

Plan. Surgical Services Manager/IP

Coord., Bobbi Machado. 10/16/14
Faglity ID: IDCTAY, i} continuation sheat Page 6 of 34
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¢ 2401 Gontinued From page 6 G 240
3. Rafer to G344 Condifion of Participafion of See attachment 8 for Oxgan and Tissue
Organ, Tissug, Eye Procurement and related donation. BCH has created a new
iyl il bR, | oot st
: p & . . 10/15/14
eye procurement, updated with new agr cement/OPO. |
: Completed by Jim Broyles, RN
The cumulative effect of these deficlent praciicas Administrator/DNS,

seriously Impedad the abllity of the CAH to
provide services of sufiiciant scope and qualily.
G 241| 485.627(a) GOVERNING BODY QR G 241] See plan under C 154
RESPONSIBLE INDIVIDUAL

The CAH has a governing body or an individual
that assumes full lagal responsibliity for
determining, implementing, and maonltoring
policies governing the CAH's fotal operation and
for ensusing that those pollcies are administered
50 as fo provide quality health care in a safs
enviranment.

Thia STANDARD fa nat met as avidenced by;
Based on staff interview, obzarvalion, and review
of bylaws, eredentials files, and CAH afiiliation
agraamenls, it was defermined the CAH's
Governing Body falled {o assume responsibiiity
for implementing and monftoring compllance with
policies. This directly Impactad 2 of 2 sample
palients {Patlents #19 and #29 who receivad
anathasia duting the survey (915714 - 9/19/14}.
The lack of oversight resulted in patients helng
treated by undqualified personnel. Findings
include:

1. Arlicle 1 of the Medical Staff Bylaws, dated
8/22/06, statad, “the purpoges and responsibillties

FORM CM3-2507(02-09) Previaus Versians Dhsolale Evenl I3 BOLZH Faclity {0: I0G1AX If conthneation sheai Fage 7 of 34
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{ credentials Ih a oategory of AHPs that the Board

Conlinued From page 7
for the Medical Staff are 10 develop and

implement, with the Board of Trustees approval, a|

writlen procadure for determining qualifications
for Medical Staff appoiniment and for determining

privileges.”

Medical Staff Bylaws, Article 8, related to AHPs,
stated “...thay may be granted praciice privileges
¥ they hold a license, cerlifieate or other

of Trustess, after consuiting with the Medical
Executive Committee, has Identified as elighle to
apply for practice privileges, and only If the AHPs
are professionally competent and continuously
meet the qualifications, standards and
requirements set forth In the Bylaws and Rules.”

Medllcal Staff Bylaws Arlicle12.6.2 "Drug
Enforcamant Administration {DEA) Cerificate”
stated, "a. Revocation, Suspension and
Expiration. Whenever a member's DEA
ceriificate Is revoked, limited, suspended or
axplred, the mambar shall automatlcafly and
correspondingly be divesiad of the right to
prescribe madications coverat by the cerfificate
as of the date stioh aotion heasmes effective and

tiroughout Its fem"

CRNA A'g cradentials flle was reviewsd. It
includad a document, dated 8/11/14, written by
the facilify's Medical Staff Coordinater, and
addrassad lo CRNAA. The documient stated,
“Cur resords indicate that the following
documents have or will expire in the near fulure:
"Proof of Llabllity Insurance {expiras 8/20/2014),
Controlled Substance Licanse.”

CRMAA's cretdenhtlals fils, also, included a

document fror the State of Utah Dapariment of

G241
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Commerce indlcating GRNA A had an active
lleensea. Inchidad inthe document was "CRNA
Controlted Substance Schedule 2-5, explration
1131/2014." Also, included was a DEA
regiglration number, explration dato 7/31/16, with
& slate of Ulah addrass.

An armall in the CRNAA's credentials flis, dated
8/03/14, from the DEA Disiricl Offlce In the State
of Utah, lo CRNAA, refaranced unlawfii activily
and statad "Your DEA ragistration is a federal
registration, but it is restrictod to ona physical
address in ane physical state of licensure, 1tls a
violatlon of federal regutatlon o cross siate Iinas
with your DEA registration without first obtalning
complats, valid slate license in the state where
youi are moving to, and then you must abaolutely
have your DEA registration moved to the physleal
location in that state hefore you can begin
practicing-period. The iype of practice you
perform is of no consequence. [t does not alter
the law."

In response to the above emall, CRNAA
forwardod the email to the Medical Btaff
Coordinator on $/16/14, In the emall CRNAA
stated, "Waiting on ldaho Spaclalisi as par amafl

is out office til Sept 23."

The interim Administrator was interviewed on
9/17/14 beginning al 9:46 AM. He stated, CRNA
Adid not have a cuiren! [daho Controlled
Substance registration, and had been practicing
as a CRNA, He canflerned the facilily had
knowledge of the discrepancy prior to 9/17/14,
and had not taken action, On 9M17/14 at
approximataly 1:186 PM, the Interim Administrator
presented a lefter to the CRNAA Informing him
his contract and priviteges with the facility ware

xHn | SUKRMARY STATEMENT OF DEFIGIENGIES I o i)
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“was a 32 yazr old fernale admilted 1o the fachity

Continued From page 8
stgpended effective immediately. Itwas In

regard to the email communication with CRNAA
and the DEA,

The Governing Body did not enforos hylaws
requiring a CRNA to have a current Gontrolled
Suhslance registration.

2. Durlng anh obzervation of Ratient #28's
preparatlon for a surgical procadure op 9/17/14,
beginning at 6:30 AM, a student nurse anesihetist
conductad a nerve block In Patfent #29% et
shoulder, CRNAAwas abserved asslsting the
student. Patient #26 was transporied to the
aperaling roam1. The sfudant nurse anasthelist
admintstered sedating medications and placed a
breathing tube to Patient #28. CRNAA observed
the student,

GRNAA and a nurse anathetist student also
provided serviges to Patlant #19, Patient#19

oh 8M6/14 for obstelrical care and delivery of her
infant. She had an epldural Infusfon for the
management of palny during fabor.

A consent for anesthesia services was signed by
Patient #19 for a spinal or epidural on 8/18/14 at
8:10 AM. The consant for snesthesta Included
the staterent | hereby consent to the anesthesia
sarvics ohecked above and authorize that it he
adminlstered by [names of CRNAA and the
studeni]..”

An affiliation agreement, dated 7/13/13, batwesn
an out-of-atale universily anesthesia program and
the GAH, for tralning registersd nurse anesiitetist
studants, was reviswed. Aricle Il of the

agreament, "RESPONSIBILITIES AND

G241
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QBLIGATIONS OF THE CLINICAL SITE
INSTITUTION®, Included ™. Conduct an
orfentation for each student with regard to the
policies of the Clinfcal Site Inslitution and {o
provide each student a copy of the applicable
poficies and proceduras. 2. Appoint a GRNA,
wha will be responsible for directing and
caardinating Department sfudents’ experlences at
the Clinical Site insfilution. All supervision will be
in accordance with Councll ont Accreditafion polley
and procetures.”

Adocoment in tha CRNAA's credentlais file titled,
"DELINEATION OF PRIVILEGES", dated
12/24A3, was reviewed, 1t dld not include
privileges Tor supervising regisiered nurse
anesthetist sludanis.

The Medical Staff Bylaws, dated 6/22/06, stated
at Article 8.3.2, "An AHF must apply and quallfy
for practice privileges as set forth In the Bylaws
and Rules. Practitiongrs who deslrs fo stupervise
or direct AHPs providing dependent services
must apply and quallly for privileges to supervise
approved AHPs."

The [nterim Administrator was Interviewed on
9/18/14 beginning at 10145 AM. He confimed the
facilify's Bylaws and Rules dld not address
affiliation agreements with a cerlified nurse
anasthelist universily program. Additiorally, he
cohfrmed thare were no guidelines for CRNA
privileging, appointment or supervising roles of
sludents. He also confirmad there was no formal
orlehtatlon program or pelicies that governed
carthilad nurse anesthetist students.

The Governing Body falled to grant specific
privileges fo CRNAA for supanvising students and

(%) D SUMMARY BTATEMENT OF IEFICIENCIED I PROVIDER'S PLAN OF CORREGYION 5]
PRI {EAGH DEFICIEMCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEACTION SROULD BE COMFLET|ON
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! fallad to ehsure the soope of service provided by
nurse anssthelfst students was specified In
wriling.

C 270 A85.835 PROVISION OF SERVICES - G270

Provision of Sarvices
This CONDITION is not meat as evidenced by;
Based an staff interview and review of medioai
records, adverse event logs, and GAH policies, it
was determined the CAH fallad to ensire 1)
Palicles and procedures wara followad for the
completion of Investigationa of adverse drug
raachions, and errors in the adminisiration of
drugs. 2) Policies end procedures were
implemented and followad for an aolive Infection
cantro program.  These-fallures rasilted in a lack
of direction Yor staff, and had the potential to
rasult In negative pafient outcomes. Findings
Includs;

1. Referto G277 as Il relales o the fallure of the See attachment 4, Incident Logs for

CAH (o ensure policles and procedures for July-Dec. 2013 and Medication
Inveatigating adverse drug reactions and errors in incident logs Jan.-Oct, 2014, and
the administration of drugs wera followad. Policy. Nancy Moss, RN, Quality/ o
2, Refer to 5278 as it relates to the fallure of the Risk Manager.
CAH to ensure an Infeotion control plan was ,
Implemented fo avold the transmisslon of Se? att'ac:hment 5_’ New IP Flan with
infections and commumicable dissases, guidelines, surveillance, and logs.
‘ Bobbi Machado, Surgical Services
The cumulativa effect of these systemic Managez/IP Coord. 10/16/14
omissions resulted in an inoreased risk of
complications to palients,
G 277 | 4B6.635(a)(3)(v) PATIENT CARE POLIGIES ¢ 277

[The polickes Inctude the following:]
Progadures for reporiing adverse drug reactlons

FORM CMS-2567(02:90) Pravious Vargions Obisoleta ' Event I0;BOLZ T Fadlifly D: fo1AX I conlinuatlon sheat Page 12 of 34
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Gontinued From page 12

and erjors ih the administration of drugs.

This STANDARD Is not inet as evidencad by:
Based on slaff inferview, and review of the
haspital's inoldent log and policies, it was
determined the GAH failed to ensure madication
artors and adverse drug events had a final
disponition or resolution, This fallure had the
potantial to result in adverse pallent outcomes.
Findings include:

Tha "OCCURRENGE/EVENT NOTIFICATION
MEDITECH RISK MANAGEMENT MODULE
POLICY", dated 11730112 stated, "The hospilal is
committed to providing a safe enviranment for all
patients, visitors, and employees within ol
facilty. An eventwhich occurs that is not
gonslstent with the routine oporations of a
hospital ar within the preseription and treatment
of a parlicular patient will be documented so thet
appropriate responge, fallow-up, invesfigation,
and resolution may be initiated and corractive
action Jmplemented, If hacessary." Section, 4 o of
the palicy stated "Within 14 days of receipt of the
original avent notlfications, the final disposition or
resolution should be detenmined and docurnented
within the event notification record.”

The facllly's "NOTIFIGATIONS AND EVENTS
REPORT", dated 7/0:/13 through 9/15/14, wera
reviewed. Final disposition/resolution had not
haan determined and decumented for the
following events:

~12123/13, wrong drug/solution
2424113, wrong doselrata
-12{28113, wrong drug/solution
-04f14/14, wrong timefdelayed
04122114, wrong dosefrate
04128114, wiong dosolrate

G277
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C 277/ Continued From page 13 ¢ o77| Risk Manager docymented resolution”
05/03/14, medicine reconollfafion Incomplete of completed events, MedBvents and |
-Db/27114, wrong dosejrale Incident logs updated, and lst of
V7108114, wiong doselrate events documents incidents that
-(18/08/14, adverss drug reaction tinue to b See attach. 4 10/16/14
-DBI09#14, adveraa drug raastion continue 1o be open. se¢ attach. &, 0/16/1
i
The Risk Mahager was Intarviewad on 8/16/14 al
8:40 AM. Shs sonflrmad final resolution of the
abave evenls had not vef ocourred,
The facility falted (o ensure Investigations of
medication errors and adverss drug reactions
wera complele,
G 278 | 485.635(a)(3)(vl) FATIENT CARE POLICIES G278
[The policies include the following:]
A syslem for identifying, reporfing, invesfigating Surgical Services Manager/IP Coord.
and conirofling infections and communicable created an Infection Prevention
diseases of patients and personne, :
This STANDARD Is not rnet as evldenced by: Plfm’ see‘atfachment. 5.'Included n
Based on staff interviaw and review of policles, I this plan is: job deseription,
was delermined the GAH failed {o ensure cormmittee minutes, monitoring/
eali clearly defined and Implemented. This N o
resulted In lite lagk of direntlon to staff and the policles and signage related toIP.
polential for pallents to expetlance avoldable -
infections. Fludihgs include:
The "INFECTION CONTROL PROGRAM
POLICY" (DRAFT), unsigned, dated, 5/05/08,
was reviewed, It did not Include a plan for the
CAH's IC program, Additionally, it did not specify
a methnd for Infection control survaillanca and did
not define nosocomial or haspltal aciulred
infaclions,
The IC Officar was intarviewsd on 9/16/14
Evgnt [D:BOLZ} Facility ID; IDC1AX If contionation shaat Page 94 of 34
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1 2/06H4 and 4/22114. She stated the Medical Staif

Gontinued From page 14

heginning at 1:50 PM. She stated the GAH
administration did not formally designate her in
writing nor did she have a Job description. She
staled the CAH did have an IC Committee and it
was to meet quarterly. She confirmed fhe IC
Gommiiles bad met only 2 quarlers in 2014, on

raviewsd IC data hut did nok provide policy
direction for siaff, She statad the IG Commlitee
had not determinad processes such &s,
procedurss fo clean surfaces and aquiprant or
procedures to maintain a sanltary environment,
She stated she fried to provide surveillance
activities for the GAH, but an officlal procedure for
survelifarice of Infecllons had not been approvad,
She further slated the hospital had not adaopted
an official definition of nosocomial (hospital
acquired) infections.

The hospital falled to develop and implement &
complete IC program.
A85.638(a)(2) RECORDS SYSTEMS

The records are lagibls, complete, accurately
documented, readily accessible, and
systemalically organized.

This STANDARD ls not met as evidenced by:

Basad oh record teview and staff interview [t was
determined the facillty fatled (o ensure complete
and acourale records were maintained for 2 of 8
surgical patients (#4 and #24) whose records
were reviewed, This had the potential to Interfore
with coordination of patient care, result in
mishterpretation of information, or cause a
madisal error. Findings include!

1. Pallent #4 was 2 73 yaar old famals admitted
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on /472013 fo Oulpationt Surgery for an EGD { a
pracedure used fo visually examine your uppsr
digeslive system with a tihy camera) and
Colanoscopy (& progedure In which & small
camera is used to view the Inner linlng of the
large Intesfine).

A form “Anssthesia intra-Op Record"
documented medications used during the”
procedure by CRNAB. The madication Propofol
was circled but no dosage or amount was
documented as given.

The same form contained an area for Post-
Anesthesia Recovery discharge vital signs and
hoxes fo indipate whather Patient #4 had bean
discharged home or moved to the hospital floor.
The box "Home" was chacked indlealing she had
besn discharged home, but there wers no vital
signs documented fo indicate she was stable for
discharge, Further, there was no date or time {o
indleate when CRNA B had avaluated Patlont #4
for discharge, as these linas were laft blank,

During an interview on 9/18/2014 at 5:26 PM,
GRNA B roviewed Patlent #4's record. He
confirmed the Propofol was given during the
procedure, He also conflrmed he had not
documented how much was used. Furthar,
CRNA B confirmed that no date, time, or viel
signs had bgen documented in the
Post-Anesthesia Recovery discharge section.

Pallent #4's medical record was not complefe or
accurately documented.

2. Patient #24 was a 72 year old femals admiited
on 71712014 to Owtpallent Surgery for Right Total
Knee Anthraplasly (a procedure which removes

G302

Anesthesia docomentation; see
attach, 2, Bobbi Machado,
Surgical Service Manager, IP
Coord.

See attachment 6 for MediTech OR
Module request. Bobbi Machado,
Surgical Service Manager, IP Coord.

Jssnes addressed in staff meeting.
Minutes inclnded in attach. 5.
Bobbi Machado, Surgical Service
Manager, IP Coord.

10/15/14
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dameged cartilage and bone from the knee joint
and replaces them with a man-made surface of
inetal and plastle).

Palignt #24 received anesthasia for her
procedure. Anesthesia was performed by a
student nurse anesthetist durlhg the procedure,
which was indicated by the student's signature al
the hottom of the "ANESTHESIA REGORD."

The same form cantalned a section "POST
ANESTHESIA NOTE " which had checkboxes for
"oatient without anesthesla complications or
complainte," "See Progreas Note,” and
"Outpationt.” There were also lines for signature
of the Anesihatist, date, and time. The entire
seolion wag left blank, with no markings In any of
the hoxes and no signature, date, or e,

During an Interview on 9/18/2014 at §:26 PM,
GRNA B reviewad the record. He confirmed the
section was hlank and should have haen filled out
after recovery from anesthesia, GRNAB also
conflmed ke showld have co-signed (ite forin
wiih the shident nurse anesthetist.

Patient #24's medical record was not complale or
accurately documented.
485.638(a)(4){)) RECORDS SYSTEMS

For anch patfent receiving health cara services,
the CAH malntains a record that includes, as
appileable--

identification and soelal data, evidence of properly
exacuted informed consent forms, pertinent
raedical history, assessment of the health status
and heallh care needs of the patlent, and a brief

G302

C 304

Tssues ander C 302 & C 304
addressed in staff meeting.
Minuotes included in attach. 5.
Bobbi Machado, Surgical

Service Manager, IP Coord. 1011514
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Gontinued From page 17
summary of the episods, disposltion, and
Instructions lo tha pafient;

This STANDARD s not mel a5 avidenced by:
Based on staff interview, polioy review, and
record roview i was determined the faollity falied
lo ensure evidence of a propearly execuied
informed congent far 1 of 6 surglcal patlents (#3)
whose records weres reviewed. This resultad in
the potential for patients to not be fully informet
about proposed anesthesia, surgica! procsdures,
and the expected outcomes prior (o the
procedures, Findings mclude:

A policy "INFORMED CONSENTAND RIGHT OF
REFUSAL" revised 11/30/2012, slated "Consents
are required for any proaetiure of an nvasive
nature, involving anesthetic risk o a substantlal
element of risk or failura.”

Patlent #3 was a 32 yaar old mala admitted to
Oulpatient Surgery on 7/26/4 at 8:30 PM, for an
EGD (a pracedure Used o visually examine your
upper digestive system with a liny camera),

A form in Patient #3's record titlad "Consent for
Anesthasia Services” had a section atthe boitom
for the palient and wilhess to sign, date, and time
recelpt of the Informed cansent, Next to the
patisnt signalure the line for the required dale
and lime was loft blank. Also, naxt to the wilness
sighature the line for the required dafe and time
did not Include a time,

During an interview with the DON on 971912014 at
1210 PMW, the record was reviawed, He

confimed the consant for anosthesia did not

C 304
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Gontinued From page 18

have a date or lIme next to Patfent #3's signature,
He also confirmed there was no fime next to the
withess signalure,

The facliity falied to ensure Palient #3 had a
properly exocuted Informed conseant,
486,638(h){(1) PROTECTION OF RECORD
INFORMATION

The CAH maintaing the confidentiallly of record
information and provides safeguards agalnsl [0ss,
destruction, or unauthorized use.

This STANDARD 18 not mel as evidenced by:
Based on ahservatio and staff interview, it was
determined the hospital feiled to ensura paltante’

records were maintalned confidential on the
medicalfsuigleal floor. This restlted inthe
potential for pallents' lelametry information being
viewed by unauthorized individuals. Findings
Includs:-

Atour of the facllity's medicalisurgleal floor wag
completed on 971814 beginning at 3:36 PM. The
telemetry monltor (registers patients' heart ’
rhylhima) was located on the end of a counter,
facing outward; hehind the nursing stallon, The
telemetry monitor was eesily sean frot tho front
of the nursing station, with patienl names and
{helr heart riythms.  The surveyor was ahle to
ohserve the telemetry monitor for 10 minutes,
while the nursing stalion was unattended,

Staif Z, an RN, was Interviewad on 9/19/14 at
B:40 AM. Sha confirmed patlent names and
heart rhylbims dni the telsmelry monitar could be
In view of the public.

C 304

G 308

Telemetry monitor moved to nurses’

desk and out of public eye, Patient
names are substituted with initials
and DOR, Will apply screen
protector. See attach. 7. Jim Broyles,
Administrator/DNS, IT Director
Jake Craner will apply sereen
protector.

TV screen monitor for room 208
moved ta narses’ desk, out of
public view. See attach. 7. Jim
Broyles, Administrator/DN8

10/15/14

10/15/14
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The facillty falled to ensure patients’ ielemetry
racords wers maintained confidential.

C 344} 485.643 ORGAN, TISSUE, EYE G 344
PROGUREMENT

The CAH must have and implamant written
profocols fwith respect to organ, fissue & eye
donailon] ‘ .
Nurse Reminder Call on all Death

This CONDITION f8 not met as evidencad by: . .
Based on staff inlerview and review of close form posted in the OR, ER, and
records, it was determined the fachity falled fo Med/Surg,, see attachment 8,

ensure willten protocols were developed and New agreements: LifeNet Health,
implementead o address to organ, tissue and eye SightSave

rocurament. This had the potentlal fo result In s
Do et Iabfe aran. BCH Policy Update

fack of idsntifioation of stilable argan, lissue and
eye donors, Findings Include: BCH all staff education, scheduled for
11/03/14.

1. Refer tp C345 ag || relates to the faciliy's Donor inquiry to funeral home,

failure fo notify the OO of individuals whose . L
death is imminant or who have dted in the faclity. Jim Broyles, Administrator/DNS

10/15/14

2. Refer to G346 as I relates lo tha facility's
failure to Incorparate an agreement with at least
one tissue bank and af Jeast one eye bank to
asssure that afl usable lissues and eyes are
obtainad from polential donors.

3. Refer to G347 as ltrelates to the facillly's
fallure to ideniily and obtain fraining for a
desighated requestor to approach potential denor
famlilog and request argan or Bssue donation.

4, Refer to C340 ag [t relates to the faclliyy's
fallura to work with the designated QPO, fissue
hank and eye bank to aducate staff en organ,
tissue and eys donation lssues.
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The cumidlative effect of this systemte practice
ereated the potenffaf for sultabla organ, Basue
and eye dohors to not he ldentifled.
485,643(a) ORGAN, TISSUE, EYE
PROCUREMENT

[The CAH must have and implement weitlen
protocols that]] eorporate an agreement with an
OPO desighated under part 486 of this chapter,
under which It must nofify, in a timely manner, the
OPO or a thied parly designated by the OFQ of
individuals whoze death is limminent or who have

“died in tha CAH. The OPD determines medics

auitabillty for organ donatfon and, In the absence
of alternalive arrangements by the GAH, the OPO
detorminga medical sultability for llssue and sye
donation, using the definilion of polential tissue
and eya donor angd tha noftification prolocol
developad in consultation with {he tissue and eye
banks {dentified by the CAH for {his purpose;

This STANDARD is not met as evidencad by:
Baged on review of closed records and staff
interview, it was delermined the facliity falled to
ansbre the Organ Procurement Organizatlon
(OPO) was nolifled of the dealhs of 3 of &
patients (#8, #9 and #10), who expired in the
facility and whose records were reviswed, This
resulied i the potential for sullable organ, tisste
and eye donors to not be {denlified, Findings
include:

The "ORGAN AND TISSUE DONATION" policy
and procedure, revised 11/16/2012 stated, "The
procurement coordinator will be notified, In a

timaly manner, of all individuals whass death la

G344

G 34h

See plan under C 344, All hospital
staff education by procurement
agency js scheduled for 11/3/14.
Jim Broyles, Administratoxr/DNS

10/15/14
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C 448

: Pallent #9's record did not Inclide documentation

Continued From pagé 21
Inminent of who have died to determinie efigibility
for donatlon.

Under "PROCEDURE" the document stated,
"Confact the procurament coordinator on-call fo
svaluate the patient's elighility fo dohats, On the
"Donor Inquiry/informalion to Funeral Home' form,
document the Procurement Coordinators name,
the case numbar, and whether or Aot the patlant
s 4 candidats.”

This Policy and Procedurs was not followed.
Examples include;

1, Patient 88 was a 76 year old female admitled
to the facliity on 5/18/14, with diagnoses of sapals
and pnetinonia. She explred on 523114,

Patient #8's record did not Include documenfation

of a call Io the OPO, lissue or eye bank,

Addltionally, her record did not inclida the form

Lﬂled, "Danor Inquiryinformation to Funeral
ome".

During an infervlew on ©/18/14 at 4:10 PM, the
Interimn Administrator confirmed (here was no
dagumentation to indicate the QPO had been
contacted prior to, or following, Patient#8's
daath,

The facllify did not contact the OPO, tissue bank
or eye bank 4t tha time of Patient #8's death, to
determine ellgibifity for organ and tissue donation.

2, Patient #¢ was a 95 year old male admitted to
the facility on 816114, with a diagnosis of end
stage COPD. He expirad on 81814,

{348
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"Home", |

3. Patlent #10 was an B3 year old male admiited

Gontinusd From page 22

of a call to the OPG, lissue or eye bank.
Additlonaily, his record dld not Include the form
titled, "'Donor Inquiry/infarmation to Funeral

During an interview on 9F18/14 at 4:10 PM, the
interlm Adininistrator confirmed there was no
documentation to Indlgate the OPO had been
contacted prior to, or following, Patient #9's
death, ’

The facliity did not contact the QPQ), tigsue bank
or eye bank at the tima of Palleni #3's death, to
determine eligibliify for organ and tissue donalion,

lo tha facility on 8/28/94, with diggnoses of acute
respiratory failure and lung ¢ancer, He expirad
an 9/02/14,

Pallent #10's racard did not include
docimentation of a call to the QPO, tissue or aye
pank. Additionally, his record did not include the
form {itled, "Danor Inguiry/informatlon to Funearal
Homsg",

Durlng an interview on 9719714 at 4;10 PM, the
interlm Administrator confirmed there was no
documentation fo indicats the OPO had been
contacted prior to, ar following, Patient #{0's
death.

The facility did hot contact the QPO, flsaue bank
or eye bank at the time of Paffent #10's dealh, to
determine sligibility for organ and tisstie donation.
485.643{b) ORGAN, TISSUE, EYE
PROCUREMENT

C 346

G 346
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" | AGREEMENT", dated 7/16/13, outfined an

Confinved From page 23

[The CAH nmtust have and implament writien
protogels that] incorporate an agreement with at
least one tissus bank and at least one eye bank
to cooperate in the retrleval, processing,
preservation, storage and dislilbution of tissues
and eyas, as may ba appropriate to assyre that all
usable Hssties and syes gre cbiainad from
patential donors, insofar as such an agreemsni
doas not Interdare with organ procurement;

This STANDARD is riot met as evidenced by:

Based on review of contracts and stalf Interviaw,
ft was determined the facliily falled to incorporate
an agreement with al least one lisste bank and at
laast one eye bank to coardinate relrisval of
tissues and eyes from doners, This had the
potentlal o result in failure of the facillly fo identify
potentlal tissus and eye donors. Findings
Include:

Acontract, tilled "ORGAN RECOVERY

agresment between the facility and an OPO.
Attached to the contract was a dacument with {he
ORO's letterhead, titled, "Commonly Asked
Quasiions”. The document inciuded the
question, "Does an agraement with {(name of
OPQ) include the neaded lissue and eye
agreements?' The answar slated, "Hif you work
with (name of OPO) for lissue racovery services,
(he necassary tissue and eye agreemants aro
Included as an addendum to the organ
procurement agreement. If you work with another
flusue recovery provider, you will need to wark
with tham Lo ensure you have a separate
agresment in place.” The contract did not inolude
an addendum related o tigsue and eye recovary

seIviges.

C 346

See attachment 8: LifeNet Health, and
SightSave services are Integrated. A
single call initiates an evaluation for
{issue, eye, or organ donation, Jim -
Broyles, Administrator/DNS

Life Center NW continues to be sole
resource for organ procurement.fim
Broyles, Administrator/DNS

10/15/14

10/15/14
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485.643(c) ORGAN, TISSUE, EYE
PROGUREMENT

{The CAH must have and implement wiitlen
protocola that] ensure, {n collaborallon with the
designaled OPO, that the family of each potential
donor Is [nformed of its option to either donate or
not donate organs, ssues, or eyes. The
Indlvidiral daslgnated by the GAH {o Initiate the
requoest to the famlly must be a deslgnated
raquastor. A designated requiastor is an individual
who has completeda course offered o approved
by the OPO and designed th conjunction with the
tissue and eye bank communily In the
methodology for approaching potential donor
famifies and requesting organ or tissue denafion;

This STANDARD Is not met as evidancad by:
Based on staff inferview, it was determined the
facllily falled to ensure potential donor families
would be approached by an Individual frained In
the methodology for approaching polential donor
farnilles and requasting organ, tiasue or aye
donatlon. This had the potantial to result in
faliura of the facility to inform the family of their
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(X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER' PLAN OF CORREGTION X0y
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL ! PREFIX (EACH CORRECTIVE ACTION SHOULD BR COMPLETION
TAG REGQULATORY OR L3C IDENTIFYING INFORMATION]} iTA0 GROSS-REFERENGED TO THE APPROPRIATE PATE
: DEFICIENCY)
G 346 | Conlinued From page 24 G 346
During an interview on 9/19/14 at 41:00 AM, the
Interim Administrator reviewad the coniract and
confirmed H did not include an addendum related
1o tssue and eye recovery services. Addltionally,
he conftrmed the facility did not have a contract
with another tisaue recovery provider.
The faclity did not have a contract with a provider
of Hasuie and eye recovery services.
C 347

direct responsibility of LifeNet
Health services.

LifeNet Health in addressing

Protocol for family consults to be the

BCIH personnel are discouraged per

families concerning tissie, eye, or

donation options. Findings Include: organ donation. Jim Broyles, 10/15/14
Administrator/DNS
During an Interviaw on 971814 at 10:30 AM, the
FORM GMS-2607(02-98) freviaus Varstons Obsolete Evan! ID:BOLZH Facliity ID: IDGAAY, If conlinuation shest Page 26 of 34
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Geninued From page 26

OR Manager siated the Facility had employed an
MSW who was trained as a designated
requestor, however, that individual no lohger
worked for the facllity and another Individual had
not hasn lrained.

During an Interview on 9/18/14 at 4:10 PM, the
Inferim Adininistrator confirmed the faclily did not
employ an Individual who had completed a course
offared or approved by the OPO.,

The facility did not designats and train an
individual to approach potential donor famliies to
rerjiest organ ok Ussue donation,

A85.643() & (f) ORGAN, TISSUE, EYE
PROCUREMENT

{The CAH must have and implemantwntten
protocols that ensure that]

{8) the CAH works cooperatively with the
designated QPO, Ussue bank and eye bank In
educaling staff on donatlon [ssuss, reviewing
death records {o improve identlfication of polential
donors, and maintaining potential doners while
nacegsary {esting and placamant of potential
donated argans, tissues, and eyes lakes place.

{f) For purpdses of these standards, the ferm
"organ" means a human kidney, lver, heart, lung,
pancreas, or intestines {or mullivisceral organs).

This STANDARD is not met as evidenced by:
Based on staff interview and review of persenna
records, it was determined the facility failed to
work with ihe deslgnated OPO to educate the
facillty staff on organ, tissue and eye donation

i

G 347

C 348

No MSW available,
Direct all calls to LifeNet Health.
Jim Broyles, Administrator/DNS

No longer using trained individuals
from facilities to approach families.
Jim. Broyles, Administrator/DNS

All staff edncation program by LifeNet
Health scheduled for 11/3/14, Jim
Broyles, Administrator/DNS

10/15/14

10/15/14

10/15/14

-
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Continued From page 26

lssuge for 26 of 25 amployees (Staff AtoY)
whoge records were reviewed, ‘This had the
potentiat to result in fallure of the facllity
amployees to identify patential organ, tissue and
eye donors, as wall s failure to inform potentiai
Idclm:cfI familles of their donation oplions, Findings
nchide:

On 9118114, 25 employaa files were reyuested
from the Human Resources Director.  Ingervice
and training records ware reviswed for each of
the 26 amployees, which Included 12 RNs, 3
LPNs, 1 CNA, 1 BT, 1 Laboratory Managet, 1
Hausekaaper, 1 Radiology Tachnlelan, 1RRT, 1
Pharmaay Techniclan, and 3 Surgery
Technlclans. Mo fraining retated to organ, tissue
and eye donaflon fssues were recorded In the 26
employes flles reviewed,

During an interview on 9/19/14 at 8:30 AM, the
Interl Adminisirator confirmed the facliity had
not worked with the designated OPO to provide
fralning on argan, fissue and eye donation kssues
to ita amployees.

The faciliy did not pravide training to employees
regarding donation Issuss,

405.646(d)(2) TRANSFER & DISCHARGE
NOTICE

[The CAH s aubstantially in compliance with the
following SNF requlrements contalned In subparl
B of part 483 of this chapter:]

Transfer, and dlscharge rights (§483.12(a)(4)y:

"Bafore & facllity tranafers or discharges a
resident, the facllity must-

G 349

C 37
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‘her record did nat Inolude & wriften nofice of

Conflnued From page 27

(i) Natify the resident and, If known, & family
metmbar or legal representative of the resident of
the transfer or discharge and the reasons for the
move in writihg and in & language and mannar
they understand,

(i) Record the reasons In the resldent'a clinfoal
record; and

{iii} Include ih the notice the ems dascribad In
paragraph (2)(6) of thle sestlon.”

This STANDARD {s not met as evidenced by:

Basad on record review and staff interview, it
was datermined the CAH falled to nofify swing
hed patients andfor famlly members, i writing, of
discharge dates, the reason for discharge, and
the patients' dght to appeat the facility's decision
to discharge, for 2 of 2 swing bed patients (#1
and #20) whose recordes were reviewsid, This
had the potentlal to result In fack of discharge
planning and Impeded the patients' oppariunily to
appeal discharge. Findings include;

Patient #20 was an 89 year ald female admitted
to a swing bed on 6/12/14, for therapy services
fallowing surgery to repalr a fracture In her lower
legy. Her record was reviowed.

Patient #20 was discharged on /1914, however,

discharge.

Patlent#1 was a 54 year old female admitted to a
swing bed on 8/12114, for therapy services

followlng a total knee replagement. Her record

C 377
See attachunent 9,

Includes all related information for
swing bed program. Por example:
Notice of transfer, OT Therapy,
Comprehensive assessment, dental
sexvices, etc, Nancy Moore, Case
Manager & Jim Broyles,
Adminigtrator/DNS

10/15/14
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Continued From page 28
was reviewer,

Patiant #1 was discharged on 915/14, however,
her record dld not include a wiilten nolice of
discharge,

The Case Manager who managed awing bed
services at the CAH was interviewed on 9/17/14
beglnning at 3:15 PM. She staled the CAH had a
"Letter of Non-Goverage” to inform swing bed
patients of thelr discharge dale, lncliding the
patients' right to appeal, however, (hey had not
been using the form. The Case Manager
confirmed swing bed palients wers nof fiformed
in writing of discharge, or of their right to appeal
the facility's declslon fo discharge.

The CAH did not notlfy swing bed patients, in
wilting, of their discharge dates, or of thair right fo
appeal the taclilly's declsion to disoharge.
485.645(d)(4) PATIENT ACTIVITIES

|The GAH s substaniiaily In compliance with the
following SNF requirements containéd in subpart
B of part 483 of 1his chapfer:]

Patlent activitios (§483.15(f) of this chapter),
excapt that the services Inay be direoted eithar by
aqualified professlanal meeting the requirements
of §485.16(f(2), or by an individual on the facilty
staff who g designated as the aclivilies diractor
and who serves in consultation with a therapeulic
recreation specialist, occuipational therapist, or
other professional with experlence or educalton in
recreational thorapy. '

Qualily of Life - activilies (§483.16(f)

G377

G 365

. coverage. Nancy Moore, Case

See attachment 9, letter of non-
10/15/14

Manager.

See attachment 9, Therapy Services
Agreement, Nancy Moore, Case 10/15/14
Manager
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Contihued From page 28

“(1) The facility must provide for ah ohgoing
program of activities designed to meet, In
accordance wilh The comprehenslve assassmant,
the iterests and ths physfosl, mental, and
psychoseslal well-belng of éach resident.

(2} The acfivilles program must be directed by a
quallffed professional who-

(D ls a qualified therapautlc recreation spacialist
ot &n activities professlonal who-

{A) Is ficensed or tegfistered, If applicable, by the
State In which practicing; and

{B) Is sligible for certification ae a therapautio
recrealion speclalist or as an aclivitles
professionsl by 2 recognized accrediting body on

or after Qctober 4, 1920; or

{il) Has 2 years of experience n a social or
recreational program within the last b years, 1 of
which was full-fime In a patlont activitles program
in a heallh gare sefting; o

() 15 & qualifiad ocoupational theraplet or
oacupational therapy assistant; or

(iv) Has completed 2 tréinfng courss approved by
the State.”

This STANDARD is not met as evidenced hy:
Based on staff interview, it was dsterminad the
CAH falled to provide an angoing program of
activities to swing bed palisnts, This resulted in
the lack of recreational activiles for swing bed

patients, and had lhe potential to result in uhmet

G 385 See attachment 9, OT agreement.
OT evaluation of swing bed
patient.

OT to provide individualized
plan of care. Nancy Moore, Case
Manager

10/15/14
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C 386! Continued From page 30 €285
needs. Findings include:
The Gase Manager who managed swing hed
services at the CAH was Inierviewad on 9447714
baginning at 3:16 PM. She siated the CAH did
not have an acfivities director, and an ackiviliss
program was hot available for swing hed patients.
The CAH tid hot have a designatad acliviles
direclor or a program of aclivities for swing bed ,
palients,
C 368 | 486.645(d)(G) RESIDENT ASSESSMENT C 308] See atfachment 9, comprehensive

[The CAH is substantially in compliance with the
following SNF requirements contained in subpart
B of part 483 of this chapter:]

Gomprehensive assessment, compreheansive
care plan, and discharge planning (§483.20(b),
(K), and {1}, except that the GAR is not required to
use the resldent assessment Instrument (RAI)
spacified hy the Stale that is required under
£483.20(b), or fo comply with the requiremants for
frequency, scope, and numhber of assassmeants
prescribed in §413.343(b) of this chapter).

Gomprehenslve Assessinents (§483.20(b)(1))
“A facllity must imake a comprehenslive
assessment of a resldenl's needs ... The
assessmant must nclude at least ha followlng:
(1) kientification and demographic information.
{Iy Customary routine.

{iii) Cognilive patterns,

{iv) Communleation,

(v) Viston,

(vl) Mood and behavior pattams.

{vil} Paychosocial well-being.

(vifi) Physical funotioning and structural problems,

assessment. Nancy Moore, Case 10/15/14
Manager

See attachment 9, Care plan, discharge
plan, and activity plan. Nancy Moore, |10/15/14
Case Manager,

FORM CRS-2067(02-09) Praviola Varstons Obsolate Eveni ID:BOLZT

Faolly [0: IDGIAX # continuation sheet Pege 21 of 34




Oct. 22, 2014 12:50PM  BCH Administration No. 4693 P 33
PRINTED: 106772014
DEPARTMENT OF HEALTH AND HUMAN SERVICES " FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMDER: A BUILDING COMPLETED
131317 B WING. i 09/19/2014
NAME OF PROVIDER OR SUPPLIER STREETADORESS, GIY, STATE, ZIP CODE
229 SOUTH 7TH STREET
BENEWAH COMMUNITY HOSPITAL ST MARIES, ID 83861
XD | SUMMARY STATEMENT OF DEFIGIENCIES fo PROVIDER'S PLAN OF CORRECTION ()
PREFIX ! [EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULAYORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO TRE APPROFRIATE DATF:
DEFIGIENCY)
) ]
G 368 Continued From page 31 G 388
{ix) Continence,
(x} Diseasa dlaghoses and health condltions.

(x7) Dental and nutritional status.

(x1}) Skin condition.

(xif)) Activity pursult.

{xiv} Medicallons,

(xv) Special treaimants and procedures,

{xvl) Discharge potential,

(xvl) Documentation af suramary Infarmation
regarding the additionsl assessmant performad
fhrough the resident assesament protocols.
(xviii) Decumentation of pariicipation in
assessment.

The assessment process must include direot
ohservation and communication with the resldent,
as well as communication with lisensed and
nonficensed direct care staff members on &l
shifis."

This STANDARD Is not met as evidenced hy:
Based on record review and staff intorview, it
was determinad tho GAH falled to complete a
comprehansive assassmant of the patienis'
heeds, for 2 of 2 awing bed pallents (#1 and #20)
whose records were reviewed. This had the
potential fo result In lack of information necessary
io develop a care plan and provide services
hased on the Individuals' status. Findings
Include: :

Patient #20 was an 89 year old female admilted
fo a swing hed on 6/12/14, for therapy services
following surgery to repair a fracture in her lower
leg. Her racord, including the assessment
completed at the time of admisslon, was
reviewed.
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G 407

Pattent #20's record included an asseasment
completed by the RN on 6/12/14, However, the
assesement did not include information refated fo
her custamary rouline, cognitive patterns, mood
and hehavlor patterns, or discharge polantial,

Palient #1 was a 54 year ald fentale admitled fo a
swing bad an 9M2/14, for therapy services
following a total knee replacement. Har racord
was reviewed.

Pallent #1's recard Included an assessment
completad by tha RN on 9/42/14, However, the
asgessment did not Include informatlon related to
her customary routine, cognitive pattems, mood
and behavior patterng, or dischargo potential,

The Gase Manager who managed swing bed
sorvices at tha CAH was interviewsd on 9/17/14
baginning at 3:16 PM. She stated the CAH dld
not have an assassment tool that was spacifically
used for swing bad admissions. She stated the
admission assessiment osed for swing bed
admiseicns was the same assessment usad for
patients admilled to the CAH for acute care. The
Case Manager statad she was aware that tha
agsessment did not cover all areag recquired for
awing hed admissions,

Patients admitted fo swing bads af the CAH did
not recaive a comprehensive assessment fo
determine all of thalr needs.

486.646{d)(8) DENTAL SERVIGES

|The GAH is substantially in compltance with the
following SNF requiremients contalned in subpart
B of part 483 of this chapter:

See attachment 9, Office of Dr. Ewert,

G407 DS in process of credentialing and 10/15/14

finalizing MOU. Jim Brayles,

Coord., Becca Plante.

Administrator/DNS & Med. Staff
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Continued From page 33

Dental services (§483,55 of this chapter).

" {b) Nursing facllitios. The facilily

(1) Musi provide or oblain from an ouisida
resolres, in accordance with §483.76(h) of this
part, the foflowing dental services to meet the
neads of each resident;

() Routine dental servicas (fo the extent covered
under the State plan); and

() Emergency dental services; ©

This STANDARD s nol met as evidenced by:

Based on staff Interview, It was determined the
CAM fafled to ensure dental sarvices ware
available o swing bed patients. Tils resulted in
the potonttal for patients' dental needs to go
unmet. Findings Inchide:

The Cage Managar who managasd swing bed
samviees al the CAH was inferviewsd on 917114
beginning at 3:15 PM, She stated the CAH did
not have a contract with & provider for dental
services and such sarvicas ware not avallable for
swing bed pafiants,

Dantal services wera not avallahble, as nesdad,
for swing bed patients,

G 407
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B 00O, 16.03.14 Initial GComments BOOO | See attachment 10 for copy of Draft
The following deficlencles wara clted during the Medical Staff B}:laws per C‘)PYf‘;f
Medlcare recertification survey of your Gritical IHA template, To Medical Sta
Access Hospltal. The surveyors conducting the Director 10/17/14. Dratt to be
Meadicare recertification swvey were; reviewed and revised by Med. Staff
Don Sylvester, R.N,, H.F.S., Team Leader Coord, Med, Staft Director, and
Nancy Bax, R.N,, H.F.8. Administrator, 10/17/14
Susan Gosta, RN, HF.8
Lavra Thompsqn, RN, H.F.S
Agronyms used in this report incltide:
AHP - Allled Health Prafessional
APRN « Advanced Practice Ragiztered Nurses
CAH - Critical Access Hospltal
GNA - Certifled Nurse Assistani
CRNA - Certified Registered Murse Anesthetisl
DEA, - Drug Enforeament Administration
.| DON - Diractor of Nursing
EGD - Esophagogastroduodenoscopy
H&P - Histary and Physical
1G - Infecticn Contral
LPN - Licensed Practieal Nurse
PT - Physl¢al Therapist
RN - Réglsterad Nurss .
RRT - Reglaterad Respiratory Tharapiat See attachment 11, BCH governing
UT - Utah board bylaws, anticipate ongoing
study and revision per board,
BB{16 ) .
"B114 10.0344200.01 Govanln Doy nd Reviewed with execative bourd
niembers on 10/14/14. Jim Broyles, 10/14/14
200. GOVERNING BODY AND RN, Administrator/DNS,
ADMINISTRATION,
There shall be an crganized governing body, or
equivalent, that has ultimate authority and
responsiblilty for the opsration of the hosgpital,
(10-14-88)
01. Bylaws. The governing body shall adopt
Busesd of Facilily Slandards
LABORATORY DIREGTOR'S OR PROVIDER/BUPPLIER REPRESENTATIVE'S SIGNATURE M TITLE - CEDATE
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(EACH GORREGTIVE AGYION SHOULD BE
CROSSREFERENCED TO THE APPROPRIATE
DEFICIENCY)

()
COMPLETE
DATE

BRp1i6

Conlinued From page 1

bylaws In aceordance with Idaho Cotls,
community respensibility, and identify the
purposes of the hospltal and which spaclly at
least the following: (10-14-B8)

8. Membership of Governing Body, which consist
of: (12-31-91)

i. Basis of selecling membars, term of office, and
dulies; and. (10-14-88)

fi. Deslgnation of officers, terms of office, and
dullas. (10-14-88)

b. Meetings, (12-31-91)
. Spacify frequency of mestings. {10-14-88)

i. Meet at regular intervals, and there s an
altondance reguirement, (10-14-88)

fil, Minutes of alf governing body mestings shall
be malntained. (10-14-88)

c. Gommiltees, {12-31-91)

i. The governing body officers shall appoint
comimittees as appropriate for the size and scope

of activilies in the hospitals. (10-14-88)

Ii. Minutes of all commitiee meetings shall ba
malnlained, and reflect all perilnant business.
{10-14-88)

d. Medlcal Staff Appolniments and
Raappointmenis; (12-31-91)

i. A farmal written procedure shalt ba established
for appolnlment to the madical siaff, (10-14-88)

BRHMS
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BB116| Continued From page 2 BR115

Il. Medical staff appotntinents shall In¢iide an
application for privilages, signatura of applicant to
abide by hospilal bylaws, riles, and regulations,
ynd delineation of privileges as recommended by
the medical staff,

The same procedure shall apply to nonphysician
praclitioners who are granted clinical privileges.

(10-14-88)

Tt The procedure for appotntinent and
reappolntmant to the medical staff shall involve
{he administrator, medioal staff, and the
governing hody. Reappolntments shall be made
&t {east blanhually, (10-14-88)

{v, The govaring body bylaws shall approve
medical staff authorily fo evaluate the
professional competence of applicants,
appoiniments and reappointments, curtailment of
privileges, and dellneation of privilages.
(10-14-88)

v. Applicants for appointment, reappointment or
applicants denfed to the medical siaff privileges
ghell be notifled n willlng. {10-14-88)

vl. Thera shall be a fomal appeal and hesring
mechanistn adopted by the governing body for
medical staff applicants who are denjod
privileges, or whose privileges avo reduced.

{10-14-88)

a. The bylaws shall provide 8 mechanism for
adoption, and approval of lite arganization
bylaws, rules and regulations of the medical staff,
{10-14-68)

f, The bylaws shall specify an appropriate and

Hureau of Faciity Standards
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TAG

SUMMARY STATEMENT OF DEFIGIENGIES
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0 PROVIDER'S FLAN OF CORRECYION {6
PREFIX (EACH CORRECTIHEALTION BHOULD BE COMPLETE
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‘Bp118

BB148

Continued From page 3

ragular means of communication with the medical
staff. (10-14-88)

g. The bylaws shall specify depariments to bo
astablished through the medical staff, If
appropriate. (10-14-88)

h. The bylaws shall epecify that every patfent be
under tha care of a physician licensed by the
fdaho

Stals Board of Medicine. (10-14-88)

i. The bylaws shal specify that a physician be on
duty of on call at all ines. {10-14-68)

|- The bylaws shall specify to whom rasponsibility
for operations, yainfenance, and hoapital
practices can be delegated and how
accountabllity Is estabiished. (10-14-86)

k. The governing body shall appoint a chlef
executive officor or administrator, and shall

designate in writing who Will be rasponaible for
the operatlloh of the hospital in the absence of the

administrator. (10-14-88)

I. Bylaws shall he dated and siﬁnad by the curtent
gaverning hody. (10-14-66)

m. Patients belng reated by nonphysician
praofitioners shall be under the generel care ofa
physlclan. :

(10-14-88)

This Rule is not met as evidenced by:
Hefor fo €244,

16.03,14.250.05 Medical Staff Bylaws, Rules, and
Regulatlons ’

BB116

BBi48
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A, BUILOING;

A.WING
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09/1212014

NAME QF PROVIDER OR SUFPLIER
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{4310
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIERGIES
{FACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY: OR LSC IDENTIFYING WFORMATION)

In "PROVIDER'S PLAN OF TORREGTION
PREEIX (EACH CORREGTIVE ACTION SHOULD HE
TAG OROSS-REFERENGED TO THE APPROPRIATE
DEFIGIENGY)

(R6)
COMPLETE
DATE

BB148

Conilnued From page 4

05, Medlcal Stafl Bylaws, Rutes, And
Regulations. These shall speclfy at leaet the

_foliowing: (10-14-88)

a, A description of the medical staff organization
which includas: (10~14-88)

i, Officers and thelr dutles; and (10-14-88)

i, Staff comolttess and their responsibilities; and
(10-14-88)

ifl. Frequency of staff and commitiee meotings!
and (10-14-88)

iv. Agenda for all meatings and the type of
records to be kept. (10-14-88)

b, A statement of the pecassary qualifications for
appolntment 1o the staff, and the duties and
privileges of each category of medical staff.
(10-14-88)

¢. A procedure for appo}n{mem,l granting and
witherawal of privileges, (10-14-88)

d. A mechanism for hearings and appaals of
dacigions regarding medical stalf membership
and privileges. (10-14-88)

e. A statement regarding altendance at staff
meetings. {10-14-88) ~

1. Astatement of quatifications and a procedure
for delineation of clinical priviteges for all
categories of nonphyslclan practitioners,
(10-14-88)

BE148
See Draft Medical Staff Bylaws in

attachment 10. Used IHA
template as a model for bylaws.
Dy, Davenport, Chief of Staff,
received this diaft copy on
10716714 for review and revision,
Jim Broyles, Administrator/DNS
and Pecca Plante, Med. Staff
Coord, have created this draft,
Will also o to the medical staff
for review as well as the board.

10/16/14

Bureau of Fasllily Slandards
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BB148] Gontinued From page 5 BB148

g. Arequirement for keeping acotrata and -
complete medical records, (10-14-88)

h. A requiirement that all issue surgleally removed
wiil be deliverad to a pathologist for a report on
auch specimens, unipas the madical staff, in
consuliation with the pathologist, adopts uhiform
excepllons to sending tissue specimens to tha
laboratory for analysls. (10-14-88)

i. A slatement requiring a medisa! history and
physical examination be performed no more than
seven (7) days before or within forty-eight (48)
hours after admission. The findings from this
history and physlcal sxamination, Incliding a
previsional diagnosls, must be included In the

|| medloal record priot to surgery, except in
emergencies. (5-3-03)

J. Arequirement that consultation ls necessary
with unusual cases, except in emergenclas,
Unusual cases shall ba definad by the hosapital
meadion) staff. {10-14-88)

This Rule Is not met as svidenced by.
Refar to G241, -

BB17S 16:03,14.310.07 Palicles and Procedures “BRi78

07. Policlas and Procedures, Whitten policles
supporled by written procedures shall be
available for all nursing staff which includes all-
areas for delivery of nursing services and shalt be
conststent with generally accepted nursing
praclice. The following shali be Included with ali
ather policles and procedures for nursing
services: (10-14-88)

Bureau of Facilily Slandards .
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4D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAR OF CORREGTION o
FREFI {EAGR DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
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NEFIGIENGY)
BB178 | Gontinued From page 6 BRI79 | RCH Policy #1031, Occurance/Fvent
a. There shall be awrilien procedure for reporting Notification MediTech RM Module.
and processing incldentsfaccldents to patients: Logs attach. 4.
and (10-14-018)
b. There shall be a writtan procedtre for reporting " IBCH Policy #1772, Medication Related
and processing madicaltion ercors. {10-14-88) Incident/Occurence/Exror-Definition
This Rule i not met as evidenced by of.
Refat to G277,
BB283 16.03.14.360.12 Record Content RB283
12. Recotd Gontent. The medical records shall
{ contaln sufficlent informatlon to justify the Med Staff Bylaws,
diagnosis, warrant the treafment and end results. | Jim Broyles, Administrator/DNS
The medical racord shall also he leglble, shall ba & Dx, Davenport, Chief of Staff.
wiilten with Ink or iyped, and shall contaln the
followlng Inforrnation: (10-14-88)
. . 6
a. Admieslon date; and {10-14-88) - Append. A. 1.1 10/16/14
b, ldentification data and consent forms; and Append. A 2.2, Consent 5.3, 5.4
(10-14-88)
. History, inéluding ahief complaint, pragant '
illness, Inventory of systems, past history, family Append. A3.3
history, social history and record of resulis of
physical examination and provisional diagnosis
thiat was complated no more than seven (7) days
before or within forly-aight (48) hours after
admisslon; and (5-3-03)
Append. A 2.2,2,13
d. Diagnostic, therapeutic and standing orders; i
and (10-14-88)
&. Racords of ohservatlons, which shall include
the fallawing: (10-14-68)
I. Consultation writlan and signed by coneuliant Append. A 3.5 |

Buraau of Facilily Slandards
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BB283} Conlinued From page 7 BB283
which incltides hls findings; and (10-14-88)
it. Prograss notes writtan by the attending Append. A 3.6
phyalgian; and {10-14-88}
Iii. Progress notes wiitten by the mursing Append. A 3.9

personnel; and (10«14-88)

Iv. Prograss notes wiltten by alied health
persannel, (10-14-88)

f. Reporls of special examinafions including but
not limited to: (10-14-88)

l. Clinical and pathologloal [aboratory findings,
and (10-14-88) :

fl. X-ray Interpratations; and (10-14-88)
Il B.K.G. Interpretations, (10-14-88)

g. Conolusions which include the following;
(10-14-B8)

. Fina} dlagnosis; and (10-14-86)
il. Candifien on discharge; and (10-14-88)

ifl. Clinical resuma and discharge summary; and
{10-14-88)

Iv. Autopsy findings when applicable. (10-14-88)
i Informed consent forms, {10-14-88)

i. Anatomical donation request record (for those
patients who are at or hear the ime of death)

_| containing: (3-1-90)

Progress notes per consult reported in
MediTech.

Append. A 2.4 Outsource Consultation
Review. 3.5, 8.1, 8.2

Append, A 1.2- Discharge Profocol
Append. A 2,14 Code Status
Append. A 3.8- Discharge Summary

Append A 3.8~ Discharge Summary

Append. A 2.6- Autopsy

Append. A 2.2.- General, 5.3.-Surgical,
5.4- Anesthesia

DPO. BCIT Policy 1823

ureal of Faclllly Standards
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X4y BUMMARY STATEMENT OF DEFICIENGIES Ip PROVIDER'S PLAN OF CORRECTION {5
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DEFICGIENCY} .
BB283| Confinued Fron o8 BB283
o Prom bag DPO. BCH Policy 1823
. Name and affiliation of requesior; and (3-1-20)
ii. Name and relationshlp of requestee; and DPO. BCH Policy 1823
{3-1-80) i
DPO. BCH Policy 1823
I, Response to request; and (3-1-90) olcy
iv. Reasen why donation not requested, when DPO. BCI Policy 1823
applicable, {3-1-90)
This Rufe is hot met as evidenced by:
Refer to G504 related o informed consent.
BB203 13,03.14.370.07 Equipmant and Suppliss BRAG3
07. Equipment and Supplies. {10-14-88)
a. Parenterals, drugs, Instruments, equipmeant, ' ) . ' v
and stpplies shall be readily avallable fo the ER Drug Inventory, Chris Land, RN,
amergancy room for use. (10-14-88) ED Coordinator. 10/16/14
b. Emergancy drugs shall F;B available baﬁf_}i!d Formulary Available, Mike Augelo,
upon a formulary designad by medical staff and . - 10/16/14
pharmacy staff; (10-14-88) Reglf’_[erec'l Pharmasist.
This Ruls is not met as evidenced by;
Refar to C204,
BB317| 16.03.14.380.04 Records BB3T7
04. Racords. Prior (o surgery palient records shall
contain the following: (10-14-88) Informed Consent, Med. Staff Bylaws
, 5.3, 5.4. Bebbi Machado, Surgical
) d : .
?1 &{)ﬁgg)ﬂy executed infarmed consent; and Services Manager/IP Caord, L0/16/14
b, Medical history and record of physical bﬂdﬂﬂftgff}?‘“}’sl ]5_;3 ?f . Davenport,
examinatlon parformed and recorded no more hiet of Staff, Jim Broyles, 10/16/14
than seven (7) days hefore or within forty-eight Administrator/DNS.
Buraau of Fadiiity Slandatds Lo
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BE37| Continued From page 9 BB317

{48} howrs after admission; and (5-3-03)
Med Staff Bylaws, 3.3, Dr. Davenport,

¢. Approprlats scraening tests, basad on patiant Chief of Staff, Jim Broyles, Administrator/DNS,

neads, complated and recorded prior to surgery, .

(10-14-88)

. Reoord recuiremant bo modified Med Staff Bylaws, 3.3, Dr. Davenport,
. Record requiremants may be modified in ; » - . i .

emergency surgery cases to the exfent necessary Chief of Staff, Jim Broyles, Administratpr/DNS,

under the clrcumstances. (10-14-88)

This Rula is nof met a6 evidencead by

Basod on staff interview and record review It was
determined the facilly falled to ensure an H&P
was performed and recorded noe more than seven
days bsfore or within 48 hours after admission for
2 of & surgical patients (#1 and #24) whose
records were reviewed, This had the potentlal to
prevent tha finding of possible contraindications
to the proceduras being performed, Flndings

include;

1. Palient#24 was a 72 year old female admitled
on 7/17/2044 to Ouipallent Surgsry for Right Total
Knee Arthroplasty fa procedure which removes
damaged cartilage and bobe from the knee joint
and replaces them with a man-made surface of

metal and plastic).

The form "DAY SURGERY HISTORY &
PHYSICAL" was dated 6/04/20+14 al the top of the
form. The physiclan's electronio sighature at the
bottom of the page was dated B/19/2014 at 9:67

AM

Diring an interview with the Dlrector of Risk
Managemaen( on 9/18/2014 at 3:66 PM, the
record was reviewad. She conflrmed the H&P
was dated 43 days prior to the procedure. She
alsa confirmed the physiclan's electronic
slgnature was dated 33 days after admission for
Buiraat of Facllly Standaids
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BE317; Continued From page 10 BB317
the procedure.

The facility failed to ensure Pallent #24 had an
updated H&P prior {o the procedure,

2, Patient#1 was a 54 year oki female admitted
on 8/09/2014 to Quipatient Burgery for a Right
Total Knee Replacameant,

The form *PREOP HISTORY AND PHYSICAL"
was dictated by the surgeon on 8/18/2014 at 9:20
AM and signed by electronic signature on
8192014 at 1001 AM. It also stated &t the top
of ihe form "Anticipalad Date of Admisslon:

09/08/2014,"

During an interview with the Director of Risk
Management on 9/18£2014 at 2:55 PN, the
record was reviewed. She confirmed the H&P

was dated 21 days prior fo the procedure,

The facilily falled to ensure Patient #1 had an
updated H&P prior o the procedurea,

BB33Z 16.03.14.390.01 Anesthesla Servipes, Policles BBaaz
and Procedures

380, ANESTHESIA SERVICES.
These services shall be avallable when the
hospital provides surgery or obsteltical services
with G-aaction capaclly and shall be infegrated
with other services of the hospiial and shall
incfude al feast the following: (10-14-88)

01. Polleles and Procedures. Policles and .
pracedures shall be approved by the medleal Sec Draft Policies for BB332 A-G,

staff and the admintelration of the ho?pft'a!. These Policies written by Bobbi Machado,
wiitten policiss and procedures shail Include at ical Servi , A
least (he Tollowlng: (10-14-86) Surgical Services Manager/IP Coord.

10/16/14

)
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STATEMENT QF DEFIGIENTIES (%%) PROVIRER/SUPPLIERIGLIA {%2) MULTIPLE CONSTRUCTION (X9) DATE SURVEY
AND FLAN OF GORRECTION IDENTIFICATION HUMBER; A BUILDING: COMPLETED
IDG{AX BWING cornems 08/1912014

NAKE DOF PROVIDER OR SUPPLIER

BENEWAH COMMUNITY HOSPITAL

SYREET ADDRESS, CITY, STATE, ZiP 00DE

228 SOUTH 7TH STREET

ST MARIES, ID 83861

(%4) 1D SUMMARY STATEMENT OF DEFIGIENCIES 1 PROVIDER'S PLAK OF GORREGTION e
PREFIX (EAQH NEFICIENCY MUST BE PRECEDRP BY FULL PREFTX (EACH CORREGTIVE AGTION SHOULD BE GONPLETE
TAS REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CRO9S-REFERENGED TO THE APPROPRIAIE "~ DAVE.
DEFIGIENCY)
BB332 | Gontinued From page 11 BR332
g, Deslgnation of persons parmitted to glve aft Policy- ; 10/16/14
anesthasia, fypes of anesthetics, preanssihesia, A Draft Policy- Scope of Service
ang post anesthesla responsibliities; and
(10-14-88)
: b Draft Policy- Anesthesia 10/16/14
st e ple | Pt b
ellsty, - At
[nformation prlor to surgery together with the Intravperative Anesthesia Record,
history and physleal and preoperalive diagnosis )
of & physician; and (10-14-88) c Draft Policy- AssessmentPrior to 10/16/14
Reviow of o condition mmediatey prior Induction of Anesthesia/
¢. Review of patient condition immediately prior io Aot
Inducflon; and (10-14-88) Sedation
d. Safely of tha patlent dwing anesthetic period; d Draft P_OHCY" Patient Safety in the 10/16/14
and (10-14-88) Operating Room
&. Record of evenls diring induction,
malntenance, and emergencs from anesthesia e Draft Policy- Introperative Anesthesi
including: (10-14-88) | e | /M
Ly are and Form- Intraoperative
i. Amaunt and duration of agents; and (10-14-88) Anesthesia Record.
il, Drugs and IV fiulds; and (10-14-88)
fii. Blood and blood products. (10-14-88)
f, Racord of post-anesthetic visie and any £ Draft Policy- Postoperative Anesthesia | 10/16/14
complications shall be made within three (3) to Care.
forly-efght (48) hours following recovery, and
(10-14-86)
g. There shall be a writien infection control Draft Policy~ Infection Prevention and
| procedure Including aseplie technlgues, and 6 Control Mz:lsures nd 110/16/14
disinfaction or sterilizing metheds. (10-14-88) ) :
This Rule ia not mat as evidenced by:
Refer fo C302.
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No. 4693 P
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FRINTED: 09/26/2014
FORM APPROVED

STATEMENT OF PEFICIENCIES
AND PLAN OF CORREGTION

(1) FROVIDER/SUPPLIERICLIA
[OENTIFICATION NUMBER:

IDG1AX

A. BUILDING:

(%2 MULTIPLE GONSTRUGTION

WG

(%3) DATE SURVEY
COMPLETED

09/19/2014

MAME OF PROVIDER OR SUPPLIER

BENEWAH COMMUNITY HOSPITAL

STREET ADDRESS, CITY, STATE, 2P GODE

229 8OUTH ¥TH STREET

ST MARIES, ID 83861

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT CF DEFICIENCIES
{EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LEC IDENTIFYING [MFORMATION)

D PROVIDER'S PLAN OF CORRESTION
PREF}X {EAGH CORREGTIVE ACTION SHOULD BE
TAG OROSS-REFERENCED TO THE APPROPRIATE
PEFICIENCY)

[#6)
COMELETE
DATE

BB446

BR639

16.03.44.470.03 Policies and Procedures

03. Poileies and Procedures. Policlss and
procedures gaverning the service shall be
developed by appropriate representatives of each
discipline and in ccllaboration with other
appropilate sewvices, (10-14-88)

This Rule Is nof met as evidenced by:
Refer to C241 and G278,

16,03.14.540.02 Infaction Control Program

02. Infectipn Gonirol Pragram. The progrant shall
include at least the following elements:
(10-14-89) :

a, Definition of nosocomial infection, as opposed
i cormnunity acquicad (nfections; and (10-14-68)

h. A procecure for hospltal survelllance of and for
nosacomlal Infections; and (10-14-88)

6, A procedure for reporling and evaluating
nosocomial infections. The procedure must
enable he hospital to establlsh the following on at
loas! a quarterly basls: (10-14-88)

1. Level or rate of nusogoniial infections; and
{(1014-88)

ii, Site of infaction; and (10-14-88)
iii. Mioroorganisin Involved, (10-14-86)

This Rule is not net as evidenced by:
Refer to C278.

BB456
Snrgical Sexvices Committee
reviews policles written by Bobbi
Machado, Surg, Services Manager,
Dr, Wheeler, Chief of Surgery, and
Jim Broyles, Administrator/DNS.

BRE39

Please see attachment 5, IP Plan.
Bobbi Machado, Surgical Services
Manager/IP Cooxdinator

10/16/14

10/16/14
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