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.. 1. Awrlilan PLAN OF CORRECTION Is
STATE LICENSING SURVEY required for each deficlency listed on the
Statement of Deflclancles,
The Washington State Department of Health
(DOH) in accordance with Washington 2, EACH plan of corraction statement
Adminfstrative Code {WAC), Chapter 246-322 must include tha following:
Private Psychiatric and Alchohollsm Hospitals
conducted this haalth and safaly survey, Tha The regulation numbser andfor tha fag
Washington Fire Protection Buresu conductad nurmnber;
the fire life safety inspaction,
HOW tha deficiency will be correctad;
Onsite datas: 09/23/19 to 09/27/19 and 09/30/19
to 1010118 WHO Is responsible for making the
correction;
Examination number: 2019-475
WHAT will ba done to prevent ~
The survay was conducsted by: reoceurrence and how you will monitor for
Survayor #3 continued compliancs; and
Surveyor #4
Surveyor #5 - WHEN tha correction will ba completed.
During tha course of the survay, surveyors afso 3. Your PLANS QF CORRECTION must
Investigated the following complaints; 20191740, be returned within 10
2019-0928, 2019-104986, 2012-10673, calendar days from the date you recelve
2019-10763, and 2018-10934, the Statement of Doficlencies. Your Plans
of Corraction must bs retumed
¢lectronically by November 4, 2019.
4. Return the ORIGINAL REPORT with
the required signatures,
L2190 322-030.3A BACKGROUND-STAFF L210
WAC 246-322-030 Criminal history,
disclosure, and background inquires.
(3) The licenses or license applicant .
shalk {a) Requlre a Washington state
palrol eriminal history background
inquiry, as spacified in RCW 43,43.842
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{1}, from the Washington state patrol
or the department of social and health
services for each: (i) Staff person,
student, and any other individual
currently associated with the hospital
having direct contact with vulnerable
adults, when engaged on or since July
22, 1989; (i) Prospective staff

person, student, and individual
applying for association with the
hospital prior to allowing the

individual direct contact with
vulnerable adults, except as allowed
by subsection (4} of this section,

This Washington Administrative Code is not met
as evidenced by:

Based on document review and interview, the
hospital failed to secure a Washington state
patrol criminal history background inquiry for 1 of
20 personnel files reviewed (Staff #409).

Failure to obtain a criminal background check for
contracted staff that have direct contact with
wulnerable adults puts patients at risk of harm
from inadequately vetted personnel.

Findings included:

1, On 09726/19 between 8:50 AM and 2:00 PM,
Surveyor #4 reviewed personnel files with the
Human Rescurce Manager {Staff #402). The
review included the personnel file of a Pharmacy
Technician (Staff #409) contracted to work in the
hospital's pharmacy and on the patient floor. The
document review showed that Staff #409 had not
received a Washington state patrot criminal
background check prior to working with patients,

2, At the time of the review, Staff #402
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acknowledged that the hospital had not followed
State law during the hiring process for the
contracted employee.

L 315 322-035.1C POLICIES-TREATMENT L315

WAC 246-322-035 Policies and

Procedures. (1) The licensee shall

develop and implement the folfowing

written policies and procedures

consistent with this chapter and

services provided: {¢) Providing

or arranging for the care and

treatment of patients;

This Washington Administrative Code is not met
as evidenced by:

Based on interview, document review, and review
of hospital policy and procedurs, the hospital
failed to develop or implement policies for
providing or arranging for the care and treatment
of patients, maintaining patient's rights and
managing out-of-control behavior including:

-Failure to ensure that a Registered Nurse (RN)
reassessed patients after a change in condition
that required transfer to a higher level of care for
3 of 3 patients reviewed (Patient #517, #5109, and
#520) (item #1),;

-Failure to ensure an RN reassessed a patient
with abrnormal vital signs consistent with the
provider's order for 2 of 2 patients reviewed
{Patient #307, #512} (ltem #2),

-Failure to follow safe medication practice for
medication administration (ltem #3);
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-Faiiure to ensure staff members completed and
documented an initial pain assessment and
reassessment after each pain management
intervention for 2 of 3 patient records reviewed
{Patient #517 and #518) (item #4);

-Failure to ensure nursing staff monitored a
patient's giucose and administered insulin

consistent with the provider order for 1 of 1
patients reviewed (Patient #526) (ltem #5),

-Failure to follow hospital policy for emergency
medical screening, monitoring and transfer of
patients who present themselves to the hospital
for care (Item #6);

-Failure to place a patient exhibiting "sexually
acling out” behaviors on safety precautions,
including monitoring, as directed in the hospital's
policy (item #7);

-Failure to provide interpretative services for a
patient with deafness for 11 of 17 days of
involuntary hospitalization (item #8).

Faifure to develop and imptement policies and
procedures for patient care, patient rights and
patient safety, risks physical and emetional
patient harm, and limits the hospital's ability to
provide effective care.

Findings included:
{tem #1- Registered Nurse Assessment

1. Document review of the hospital's policy fitled,
"Admission Process Inpatient,” policy number
5127934, approved 10/18, showed that a
Registered Nurse would complate the admission
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nursing assessment within 8 hours of admission.

2.0n 09/23/19 at 12:54 PM, Surveyor #5 and a
Registered Nurse (Staff #512) reviewed the
medical record for Patient #517 who transferred
from the hospital's Detoxification Unit to the
Inpatient Mental Weliness Unit for the treatment
of Suicidal deation. Upon discharge from the
Detoxification Unit, the patient became suicidal
and transferred to the Mental Weliness Unit.
Surveyer #5 found no evidence that a Registered
Nurse completed an admission assessment
related to the change in the patient's status.

3. On 09/23/19 at 2:46 PM, Surveyor #5 asked
the nurse about reassessment for a change in a
patient's medicat or mental health condition that
requires transfer to another unit or higher leve! of
care. Staff #512 stated that nursing does not
reassess the patients when they transfer from the
Sober Living Unit, following detoxification from
Drugs or Alcohol.

4. On 09/23/19 at 3:00 PM, Surveyor #5
requested hospital policies related to nursing
reassessment after change in condition or
transfer. Surveyor #5 received a policy titled,
"Program Overview/Scope of Care," policy
number 5441050, approved 07/18, a policy titled,
"Admission Process Inpatient," policy number
5127934, approved 10/18, and a policy titled
"Shift Nursing Assessment/Reassessment.”
policy number 6219317, approved 07/19. The
policies did not address assessment by a nurse
when patients transferred to a higher level of care
or patients experienced a substantial change in
medical or mental health condition.

5. On 09/26/19 at 12:00 PM, Surveyor #5 and the
Chief Nursing Officer (Staff #508), reviewed the
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medical record for Patient #519 for the 09/03/19
admission for the treatment of Heroin
Detoxification. On 09/10/19, the patient
transferred to the Inpatient Mental Health Unit for
increased depression and suicidal ideation.

Surveyor #5 found no evidence a Registered
Nurse completed an assessment of the patient
upon admission to the Inpatient Mental Health
Unit related to the change in the patient's status.

6, On 09/26/19 at 12:50 PM, a Licensed Clinical
Social Worker (Staff #520) stated that when a
patient transfers from the substance abuse unit to
the mental health unit, a therapist reassesses
them. Staff #520 confirmed that the medical
record did not show a nursing reassessment, or
any documentation in a nursing progress note
that showed the patient transferred fo the mental
health unit for suicidal ideaticn.

7. On 09/26/19, Surveyor #5 reviewed the
medical record for Patient #523 who was
admitted to the Detox Unit 01/10/19 and
transferred to the Mental Wellness Unit 01/18/19
for symptoms of Suicidal |deation. Surveyor #5
found no evidence that nursing staff reassessed
the patient related to the patient's change in
condition.

ltem #2- Abnormal Vital Signs

1. Document review of the hospital's Vital Signs
Flow sheet, document number IP-FSW-101-06,
updated 01/15/16, showed that a Registered
Nurse (RN) is to review patient blood pressures
below 80 mm Hg systolic and below 60 mm Hg
diastolic.

Document review of the hospital's Alcohol and/for

State Form 2567
STATE FORM 6899 FWBLA1 If continuation sheet G of 87




PRINTED: 10/24/2019

FORM APPROVED
State of Washington
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A, BUILDING: COMPLEYED
013220 B, WING 10/01/2019
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
RAINIER SPRINGS 2805 NE 125TH ST
VANCOUVER, WA 98686
[y SUMMARY STATEMENT OF DEFICIENCIES s} PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

L 315 Continued From page 6 L 315

Benzodiazepine CIWA Symptom Triggered Datox
Protocol, document number IP-POW-062-03,
updated 03/29/17, showed that staff are to
measure vital signs every six hours. I the systolic
bloed pressure is greater than 180 mm Hg and or
diastolic blood pressure greater than 120 mm Hg,
staff should contact the licensed independent
practitioner.

2. On 09/25/19 at 9:20 AM, Surveyor #3 reviewed
the medical record of Patient #307 who was
admitted on 08/05/19 for alcohol dependence.
The Clinical Institute Withdrawal Assessment
{CIWA) sheet showed:

a. On 08/06/19 at 06:00 AM, the patient’s bload
pressure was 181/116 mm Hg.

b. Although CIWA scores were assessed at 09:00
AM and 12:30 PM, the patient's record showed
no documented vital sign measurements despite
a Registered Nurse's initials at those times
indicating they performed the CIWA assessment.

¢. On 08/06/192 at 6:00 PM, the patient's blood
pressure was 170/90 mm Hg.

3. Survaeyor #3 found no evidence in the medical
record to indicate the Registered Nurse had
contacted the provider as required by the
standing protoco! for elevated blood pressure
obtained at 6:00 AM. Further, the surveyor found
no evidence that the clinical staff checked or
rechecked blood pressure for a period of twelve
hours despite the order for vital sign
measurements every six hours.

4. On 09/26/19, Surveyor #5 and the Chief
Nursing Officer (Staff #506) reviewed the medical
record for Patient #520 who was admitted on
State Form 2567
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0903119 for Unspecified Schizophrenia. The
review showed that on 09/03/19, a provider wrote
an order for daily vital signs. The vital signs flow
sheet showed:

a. On 09/12/19, the patient’s blood pressure was
101/49 mm/hg

h. 09/18/19, the patient's blood pressure was
9157 mm/hg

¢. On 08/21/19, the patient's morning blood
pressures were below parameters identifted on
the hospital document. The column of the
document titled "RN Signature” was blank.
Surveyor #5 found no evidence an RN reviewed
the abnormal vital signs.

5. At the time of the review, Staff #506 confirmed
the finding and stated that the nurse should
review the vital signs when they fall out of
parameter.

6. On 09/26/19, Surveyor #5 reviewed the
medical record for Patient #524. The review
showed that on 01/25/19 the patien{'s blood
pressure was 97/57 mm/hg. Surveyor #5 found
no evidence that an RN reviewed the abnormal
vital signs.

ltem #3- Pre-pouring of Medications

1. Document review of the hospital's policy and
procedure titled, "Medication Administration
-General Guidelines," PolicyStat ID #4085266,
approved 10/18, showed that prior to
administration, the medication and dosage
schedule on the patient's medication
administration record is compared with the
medication label.

State Form 2567
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2. On 09/26/19 at 8:45 AM, Surveyor #3 observed
a Registered Nurse (Staff #303) cpen a cabinet
door in the medication room and retrieve a white
basket with four patient-labeled cups containing
medications. The observation showed that two of
the patient-labeled cups had some medicalions
out of their original packaging.

3. At the time of the observation, Surveyor #3
interviewed the Registered Nurse (Staff #303)
about the observation. Staff #303 stated that she
had to prepare the medications ahead of time
and then provide them to the patients. She stated
that this was her practice.

4. On 09/26/19 between 8:45 AM and 09:06 AM,
Surveyor #3 interviewed the Director of Nursing
{Staff #301} about the observation. Staff #301
stated that it was not their policy to pre-pour
medications or remove medications out of their
packaging prior to administration.

item #4- Pain Medication Assessment and
Reassessment

1. Document reviaw of the hospital’s policy titled,
“Medication Administration-General Guidelines,"
policy number 4985266, approved on 10/18,
showed that when a patient receives an "As
Needed" (PRN) medication for complaints of
pain, the clinical staff must re-evaluate the
patient's pain and rate it as 1-10 for effectiveness
within an hour of the PRN medication
administration.

2. On 09/23/19 at 12;54 PM, Surveyor# 5 and a
Registered Nurse (Staff #512) reviewed the
medical record for Patient #517. The patient had
a history of chronic low back pain and lower
State Form 2567
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extremity muscle cramps, The patient ulilized a
wheelchair for mobility.

The review showed;

a. On 08/30/19 at 6:35 PM, nursing staff
administered Ibuprofen 600 mg by mouth.
Surveyor #5 found no evidence nursing staff
reassessed the patient after administering the
PRN medication.

3. On 09/25/19 at 10:17 AM, Surveyor #5 and
Corporate Qualily Director (Staff #509), reviewed
the medical record for Patient #518 who was
admitted on 08/22/19 for the treatment of
Unspecified Psychosis. The patient had a history
of Schizophrenia, Paranoid Depression, and Type
Il Diabetes Mellitus. The review showed:

a. On 09/14/19 at 10:43 PM, nursing staff
administered lbuprofen 600 mg by mouth.
Surveyor #5 found no evidence nursing staff
assessed an initial pain score or reassessed the
patient after administering the PRN medication.

b. On 09/14/19 at 9:10 PM, nursing staff
administered lbuprofen 600 mg by mouth.
Surveyor #5 found no evidence nursing staff
assessed an initial pain score or reassessed the
patient after administering the PRN medication.

4. At the fime of the observation, Staff #509
confirmed that staff had not documented and
initial pain score or reassessed the palient after
admiistering the PRN medications.

ltem #5- Insulin Coverage for High Blood Glucose
Levels

1. On 09/25/19 at 10:17 AM, Surveyor #5 and the
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Corporate Quality Director {Staff #509) reviewed
the medical record for Patient #518 who was
admitted on 08/22/19 for the treatment of
Unspecified Psychosis. The patient had a history
of Schizophrenia, Paranaid Depression, and Type
Il Diabetes Mellitus, The review showed the
following:

a, On (08/23M19, a provider ordered blood sugars
prior to every meal and at bedtime. The provider
ordered Low dose Sliding Scale Correctional
Insulin Protocol with no nighttime insulin
coverage. The protocol showed that for a blood
glucose level between 110 mg/dl and 150 mg/dl
nursing staff were to administer 1 unit of Lispro
insulin subcutaneousty.

b. On 09/26/19 at 5:00 PM, Surveyor #5 found no
evidence staff monitored the patient's blood
glucose level or that the patient received
coverage.

¢. On 09/10/19 at 12:00 PM, the patient's blood
sugar was 140 mg/dl. The provider order showed
nursing staff should have administered 1 unit of
Lispro insulin subcutaneously. Surveyor #5 found
no evidence the patient received the insulin.

d. On 08/12/19 at 7:00 AM, the patient's blood
sugar was 120 mg/dl. The provider order showed
nursing staff should have administered 1 unit of
Lispro Insulin subcutaneously. Surveyor #5 found
no evidence the patient received the insulin,

e. On 09/12/19 at 12:00 PM, the patient's blood
sugar was 115 mg/dl. The provider order showed
nursing staff should have administered 1 unit of
Lispro insulin subcutaneously. Surveyor #5 found
no evidence the patient received the insulin,
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2. At the time of the review, Staff #509 confirmed
that staff did not document the patietn received
insulin for elevated blood sugars .

ltem #6- Assessment and Transfer

1. Document review of the hospital's policy titled,
"Emergency Medical Treatment and Active labor
Act (EMTALA)," policy number 6229033,
approved 07/19, showed that all persons
presenting to the hospital will receive a medical
screening examination to determine if they have
an emergency medical condition including a
psychiatric emergency. The chart should
document continued monitoring until the patientis
stabifized or transferred. When a patient transfers
to another medical facility, staff are to call an
emergency department able to provide
appropriate care, and discuss the fransfer with
the patient. If the palient consents, call
emergency medical services, and complete and
send a copy of the EMTALA Physicians
Assessment and Certification to transfer form to
the receiving hospital. If the patient refuses to be
transferred and is not at imminent risk, complete
a copy of the EMTALA Physician Assessment and
Certification Consent to transfer, noting the
patient’s refusal and complete the assessmeant
process.

2. On 10/01/19 at 11.00 AM, Surveyor #5
reviewed screening documents for Patient #5613
who presented 3 times in 24 hours for a
psychiatric crisis and treatment for psychosis: On
01/04/19 at 7:04 AM, on 01/04/19 at 7:30 PM and
on 01/05/19 at 12:05 AM. The review showed:

a. On 01/04/19 at 7:04 AM, The EMTALA log
showed the patient was "Deflected.”
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b. On 01/04/19 at 7:40 AM, the completed Safety
Assessment Form showed the patient was
hearing voices telling him to harm others and was
having current thoughts of harming himself "to a
certain extent.”

¢. Review of the form showed the Screening
Assessment was incomplete past page 4 as the
patient was unable to stay awake. The section of
the document titled " Clinician Assessment” stated
.| that the patient might meet criteria for inpatient or
outpatient care. Staff failed to compiete the
remainder of the clinician assessment.

d. The Personatized Treatment Recommendatich
completed by a Licensed Mental Health
Counselor (Staff # 515) showed that the staff
member recommended that the patient go home,
sleep, and return later in the day to complete the
assessment.

Surveyor #5 found no evidence that staff
consuited a provider or informed them of the
patient's condition as required by hospital policy.
Surveyor #5 found no evidence that a Registered
Nurse assessed the patient prior to sending them
home.

e. On 01/04/19 at 6:02 PM, the EMTALA log
showed that staff referred the patient fo an
Emergency Room for further evaluation.

f. On 01/04/19 at 6:20 PM, the completed Safety
Assessment Form showed the patient was having
current thoughts of harming himself and the
patient stated, "l want to die."

g. Document review of the Screening
Assessment showed "The patient returns from a
previous deflection due to patient being so sleepy
State Form 2567
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he could not engage in answering questions
...patient endorses suicide ideation with no plans
or intent, upon return this young man is still
tethargic, with difficulty keeping his eyes open,
unable to articulate answers.”

Documentation in the section of the form titled
“Clinician Assessment” showed "Patient is unable
to complete assessment for 2nd time due to
tethargy.” The Screening Assessment was
incomplete.

h. Document review of the Personalized
Treatment Recommendation showed that the
provider requested the patient to seek medical
evaluaticn at an Emergency Room for clearance.,
Surveyor #5 found no evidence staff discussed a
transfer option with the patient or completed the
EMTALA Physicians Assessment and
Certification to transfer form.

i. Surveyor #5 reviewed the Emergency Room
notes for 01/04/19 that showed the patient's
mother transported the patient to the Emergency
Department,

j. On 01/05/19 at 12:05 AM, the EMTALA log
showed the patient was admitted to inpatient care
for the treatment of a psychiatric condition,

3. On 10/01/19 at 12:00 PM, the Interim Quality
Director (Staff #508) confirmed the finding and
stated that staff should have completed a transfer
form and placed a copy in the patient's record.
She stated that the intake department now has
Registered Nurses and that there are Nursing
Supervisors available to provide nursing
assessmentis for medical concerns

4. On 10/01/19 at 12:00 PM, Surveyor #5 and the
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interim Quality Director {Staff #508) reviewed the
medical records for 3 patients (#5714, #515, and
#516) who presented to the hospital for
emergency psychiatric conditions and received
referrals to another facility. The review showed:

a. On 06/24/19 at 10:56 AM, Patient #5714
presented for Alcohol Detoxification.
Documentation in the EMTALA log showed that
the "Patient blood alcohol too high, o return with
support for treatment.” The patient's medical
record showed he had a blood alcohol level of
.401. Surveyor #5 found no evidence the patient
received a medical screening; no evidence staff
discussed transfer options with the patient or that
staff completed the EMTALA Physicians
Assessment and Cedtification to transfer form.
There was no documentation of a safe discharge.

b. On 06/30/18 at 2:51 PM, Patient #515
presented to the hospital. The EMTALA log
showed that staff sent the patient to an
Emergency Department. Surveyor #5 found no
evidence the patient received a medical
screening; no evidence staff discussed transfer
options with the patient or that staff completed the
EMTALA Physicians Assessment and

Certification to transfer form as directed by
hospital policy.

On 06/30/19 at 11:53 PM, the EMTALA log
showed a second entry for Patient #515 that
documented the patient's inpatient admission and
showed the patient was admitted for "Suicidal
Ideation with a Specific Plan."

c. On 06/25/19 at 12:28 PM, Patient #516
presented fo the hospital. The EMTALA log
showed the patient was to return in the
afternoon/evening of 06/29/19 for detoxification.
State Form 2567
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Staff #508 was unable to locate any
documentation for this patient's presentation for
emergency care.

Surveyor #5 found no evidence the patient
received a medical screening, no evidence staff
discussed transfer options with the patient, or that
staff completed the EMTALA Physicians
Assessment and Certification to transfer form as
directed by hospital policy. Surveyor #5 also
found no evidence the patient was safely
discharged.

3. At the time of the review, Staff #508 confirmed
the findings and stated that she had provided
“just in time" education for the staff in triage,
regarding documentation requirements.

Item #7- Safety Precautions
1. Document review of the hospital's policy titled,

"Sexual Acting Out (SAQ)," policy number
6005832, approved 02/19, showed that sexual

behaviors of any kind are prohibited by the facility.

Reports of sexual acting out between patients will
be investigated. All allegations of chservations of
sexual behavior will be investigated by the facility.
Patients with alleged or chserved sexual acting
out behaviors will be assessed daily by the
physician to ensure appropriate levels of care.
Staff will obtain an order for SAO precautions and
the Registered Nurse will note SAO precautions
on the daily Shift Nursing Assessment Form. The
RN addresses the patient's status, SAO
precautions, and level of observation in daily
treatment teams and documents in the Nursing
Assessment every 24 hours. A physician order is
required to decrease or discontinue SAQ
precautions. An incident report will be filed.

State Form 2567

STATE FORM

698

SWBL11

If gontinuation sheet 16 of B7




PRINTED: 10/24/2019

FORM APPROVED
State of Washinaton
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
013220 8. WING 10/01/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2805 NE 129TH ST
RAINIER SPRINGS
VANCOUVER, WA 98686
(X431 SUMMARY STATEMENT OF DEFICIENCIES [0} PROVIDER'S PLAN OF CORRECTIOM {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION $HOULD BE COMPLETE
TAG REGULATCORY OR LS IDENTIFYING INFORMATION}) TAG . CROSS-REFERENCED TO THE APPROPRIATE DATE

BEFICIENCY)

L.315] Continued From page 16 L315

2. 0n 09/23/19 at 12:54 PM, Surveyor#5, a
Registered Nurse (Stalf #512), and the Director
of Ancillary and Qutpatient Services (Staff #516)
reviewed the medical record for Patient #517.
The review showead that on 09/21/19, the patient
engaged in an occurrence of Sexually Acting Out
(SAQ) behavior with a roommate and the
roommate was moved to a different room.

Surveyor #5 found no evidence staff placed
Patient #517 on SAQ precautions. Surveyor #5
also found no evidence a provider assessed the
patient consistent with the hospital's policy.

3. Al the time of the review, Staff #512 stated that
she did not know if the hospital had SAO
precautions, Staff #512 showed the surveyor an
admission document, which showed different
types of precauffons. The document did not list
SAO precautions as an option. Staff #512 stated
that staff would not file an incident report unfess
there was patient harm. Staff #516 stated that the
hospital did have a policy on SAQ.

4, On 09/25/19 (two days later), Surveyor #5
completed the medical record review of Patient
#517. The review showed staff had not yet placed
the patient cn SAQ precautions.

ltem #8- Interpretive Services

1. Document review of the hospital's policy titled,
"Communication with Persons with Limited
English Proficiency (LEF} and Sensory
Disabilities,” policy number 5182826, approved
09/18, showed that the hospital will promptly
identify the language and communication needs
of the LEP person, The hospital will obtain an
outside interpreter, use a staff member who is
qualified to interpret, or use a language services
State Form 2567
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fine. In the event that a patient requires a scope
of service beyond the hospital capabilities, the
hospita! will provide referral to the needed service
and support in the coordingtion of care.

2. On 09/27/19, Surveyor #5 reviewed the
medical record for Patient #512 who was
admitted involuntarily on 07/26/19 for the
treatment of psychosis and violent behavior. The
patient was discharged on 08/12/19. The record
review showed:

a. A History and Physical completed on 07/26/19
at 7:55 PM showed that the patient was deaf and
communicating with the provider by hand signais,
reading the provider's lips, and some sounds.

b. The Psychosocial Assessment completed on
07/27/19 at 1:00 PM showed that the patient was
deaf and needed an interpreter.

c. The Comprehensive Psychiatric evaluation
completed on 07/27/19 at 2:00 PM showed the
patient is deaf and did not speak.

On 07/28/18, a day shift nursing assessment
showed that "there was no interpreter on the unit
at this time to facilitate communication.”

d. A psychiatric progress note on 07/29/18
showed the patient is "mute" and there was an
interpreter present.

e. An inpatient therapy note dated 08/03/19 at
5:11 PM, showed the patient did not attend group
and was unavailable for treatment as no
interpreter was present,

f. On 08/03/19, a psychiatric progress note stated
that an interpreter could not be located and the
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day shift nursing assessment stated that the
patient communicated with the nurse on paper.

f. On 08/04/19, a psychiatric progress note stated
that an interpreter could not be located.

g. On 08/05/19, a psychiatric progress note
stated that the patient was easily frustrated which
may be due to his language deficit. The provider
stated, "Thought content unable fo be assessed
fully as interpreter is not present again at this
session.”

On 08/06/19, a night shift nursing assessment
showed that the nurse was unable to complete
the shift assessment related to the
communication barrier and due to a sign
fanguage barrier.

h. O 08/Q7/19, a psychiatric progress note stated
that an interpreter could not be located.

On 08/08/19, a night shift nursing assessment
stated, "Patient is deaf and as a result very litlle
communication.”

h. On 08/10/19, a psychiatric inpatient progress
note showed that there was no interpreter present
for the evaluation and that staff communicated
with the patient via notes. The provider was
unable to assess orientation and thought
processes.

i. On 08/11/19, a psychiatric inpatient progress
note showed that there was not an interpreter
available, but a staff member with knowledge of
ASL (American Sign Language) interpreted for
the patient.

On 08/11/18, a day shift nursing assessment
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stated, "Patient is deaf and hard to communicate
needs or interact with others." "Patient is deaf but
ne interpreter available."

Cn 08/11/19, a night shift nursing assessment
stated, "Communicated with nurse through
writing."

3. On 09/27/19 at 11:00 AM, the Chief Nursing
Officer (Staff #506) verified the observation and
stated that the hospital had trouble getting an
American Sign Language (ASL) interpreter to
come o the facility and were only able to provide
an interpreter for 3 days.

L 320! 322-035.1D POLICIES-PATIENT RIGHTS L320

WAC 246-322-035 Policies and
Procedures. (1) The licensee shall
develop and implement the following
written policies and procedures
consistent with this chapter and
services provided: {d) Assuring
patient rights according to chapters
71.05 and 71.34 RCW, including
posting those rights in a prominent
place for the patients to read;

This Washington Administrative Code is not met
as evidenced by:

Based on document review, interview, and review
of hospital policy and procedures, the hospital
failed to follow its procedure for provision of
written response to complainants for filed
grievances for 1 of 4 grievances reviewed
{Patient #305).

Failure to provide written notice of the outcome of
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the grievance investigation and steps taken on
behalf of the patient to investigate the grievance
viotates their right to be informed about how the
hospital investigated and resolved the grievance.

Findings included:

1. Document review of the hospital policy and
procedure titted, "General Grisvances and Patient
Advocacy {IP, PHP & IOP), " PolicyStatiD #
6451484, last revised 08/19, showed that when
the complaint issue has been resolved, the
patient will receive written notification of the
results within 15 business days. The Patient
Advocate will respond in writing to the
complainant and address the following areas:

(1) The name of the Hospital contact

(2) The steps taken on behalf of the individual to
investigate the complaint

(3) The results of the process

(4) The date of complation of the comptaint
process

(5) The steps to take if dissatisfied with the
ocutcome

2. On 09/27/19 at 11,25 AM, Surveyor #3
reviewed the hospital's grisvance log. The review
showed that on 05/29/18, Patient #3065 filed a
grievance with the hospital concerning the quality
of care with an cutpafient program, On 06/29/19,
the patient sent a foliow-up letter with additional
information about her concerns. The grievance
log showed that the hospital sent a letter fo the
complainant summarizing a conversation with the
Director of Assessment (Staff #306). The "notes
column" showed that resolution was done verbally
and that a date was needed when the letter was
sent. |n the grievance file, the surveyor reviewed
a copy of an undated and unsigned letter from the
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hospital indicating resolution of Patient #305's
grievance. The letter did not include information
on steps the complainant could take if dissatisfied
with the outcome.

3. At the time of review, Surveyor #3 asked the
Director of Nursing (Staff #301) if she knew when
the hospital sent the fetter to the complainant.
Staff #301 stated that she could not determine
when the hospital sent the letter. She indicated
that the hospital had recent turnover of staff
respensible for handling complaints.

L 360 322-035.1L POLICIES-SMOKING L3860

WAC 246-322-035 Policies and

Procedures. {1) The licensee shall

develop and implement the following

written policies and procedures

consistent with this chapter and

services provided: (I} Smoking on

the hospital premises;

This Washington Adminisirative Code is not met
as evidenced by:

Based on observation and document review, the
hospital failed to implement their facility smoking
policy consistent with Revised Code of
Washington (RCW) 70.160, which addresses
smoking in public places.

Failure to prohibit smoking consistent with state
law puts patients, staff and visitors at risk of harm
fram exposure to second-hand smoke.

Findings included:

1. Document review of the hospital policy titled,
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"Hospital Smoking Policy”, last revised 07/18,
showed that all smcking areas will be located
appropriately to prevent re-circulation of smoke
into the facility. The policy also showed a
reference to RCW 70.160.075, which prohibits
smoking within 25 feet of enfrances, exits,
windows that open, and ventilation intakes.

2.0n 08/23/19 at 10:30 AM, Surveyor #4
observed signs adfacent to the hospital's outside
parking area. The observation showed that the
signs indicated smoking was prohibited within 20
feet of the building, which is not compliant with
hospital policy or state law.

L 435 322-040.4 ADMIN-ADMINISTRATOR L 435

WAC 246-322-040 Governing Body and
Administration. The governing

body shali: (4} Appoint an

administrator responsible for

implementing the policies adopted by

the governing body;

This Washington Administrative Code is not met
as evidenced by:

Based on interview and review of hospital
documents, the hospital's Governing Body failed
to appeint an administrator to be responsible for
implementing the policies adopted by the
Governing Body and be accountable for all
aspects of patient care.

Failure to have an administrator to direct and
oversee all aspects of hospital treatment and
policy implementation, puts patients at risk of
harm from substandard care.
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1. On 10/01/19 at 11:10 AM, Surveyor #5,
Surveyor #4, and Surveyor #3 interviewed
available members of the hospital's Governing
Body {both present and attending via
teleconference). Members included the hospital's
Chief Executive Officer (Staff #412) and 3
members of the hospital's parent corporation: the
Medical Director (Staff #413), The Chief
QOperating Officer (Staff #414) and the Vice
President of Nursing (Staff #415). The surveyors
also reviewed the Governing Body meeting
minutes. Review of the Governing Body meeting
minutes showed no evidence the Governing Body
had documented approval for the appointment of
the current administrator.,

2, On 10/01/19 at 11:10 AM, the surveyors asked
the members of the Governing Body (both
present and attending via teleconference) if there
were meeting minutes to document the
appointment of the Current Chief Executive
Officer (Staff #412) as administrator for the
hospital.

After the conclusion of the Governing Body
meeting, Staff #412 produced a 1- page
document titted,"Minutes of Special Meeting of
the Governing Board of Rainier Springs, LLC,"
dated 10/01/19. The document indicated that two
members of the hospital's Governing Board (The
parent company's Chief Operating Gificer and
Chief Medical Officer) held a special meeting via
telephone, that resulted in nomination and
appoirtment of Staff #412 as the hospital's
administrator.

L. 495 322-040.8i ADMIN RULES-PERFORM EVALS L 495

WAC 246-322-040 Governing Body and
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Administration, The governing

body shall; {8} Reguire and approve
professional staff bylaws and rules

concerning, at a minimum: (i)

Mechanisms to monitor and evaluate

quality of care and clinical

performance;

This Washington Administrative Code is not met
as evidenced by:

Based on interview and review of the hospital's
Governing Body Bylaws and Performance
Improvement Plan, the hospital's Governing Body
failed to implement and maintain mechanisms to
monitor and evaluate quality of care and clinical
performance including:

- Failure to implement the quality assessment and
performance improvement (QAPI) plan (Item #1);

- Failure fo aggregate and analyze data regarding
patient medication errors, patient injuries, and
other adverse events for patterns, trends and
common factors through the hospital's quality
program {ltem #2);

~ Failure to ensure the hospital developed and
implemented performance improvement activities
and action plans for activities not meeting
minimum thresholds, that supported hospital
quality indicators related to patient safety and
quality of care (ltem #3);

-Faiture to ensure that the program reflected the
complexity of the hospital's organization and
services, and involved all hospital departments
including those services furnished under contract
(item #4).

Failure to have a fully integrated Quality Program
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that encompasses all areas of the hospital,
colfects and analyzes data on processes and
events that affect patient care and develops
action plans to improve identified problems, puts
patients at risk of harm from substandard care.

Findings included:
ltem #1- Governing Body Oversight

1. Document review of the hospital's guality
document titied, "Organizational Quality
Improvernent Plan," policy humber 6366314,
approved 07/19, showed that the hospital's
Organizational Quality Improvement plan is to
ensure the Governing Board, medical staff, and
professional service staff demonstrate a
consistent endeavor to deliver safe, effective,
optimal patient care and services in an
environment of minimal risk. The Governing
Board is responsible for the quality of care
provided. The Governing Board has a
responsibility to evaluate the effectiveness of the
guality improvement activities performed
throughout the hospital and the organizational
quality improvement program as a whole. Tha
Governing Board requires a detail and frequency
of data collection for all indicators and
performance processes outline in the Quality Plan
including reporting of all patient care and service
indicators to the Patient Safety Commitiee on a
monthly basis.

Dacument review of the hospital's policy titled,
"Governing bylaws," policy number 6313788,
approved 07/19, showed that the Governing Body
has the ultimate responsibility for performance
improvement, risk management, and outcomes.
The Governing Board oversees performance
functions through its appointment and
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reappointment responsibilities, receiving and
acting on reports that summarize activities of
performance improvement, risk management,
safety, human resources, budget, and other
hospital based functions.

Document review of the hospital document litled,
"Hospital Medical Staff Bylaws," (last approved
11/18), showed that responsibilities for medical
staff and providers with clinical privileges include
continuous quality improvement, professional
practice evaluation, peer review, utilization
review, quality evaluation and related monitoring
activities as required.

2. On 09/30/19 at 2:50 PM, Surveyor #5,
Surveyor #4, the Chief Nursing Officer (Staff
#506) and the Interim Director of Quality (Staff
#508) reviewed the hospital's Quality
Improveraent Program. The review showed:

a. Hospital staff did not report data for quality
indicators identified in the Hospital's Quality Plan
to the Quality Committee.

b. There was line item data for
medication-missed doses, discharge summaries,
and contraband reported in the meeting minutes.

¢. The data reported for January, February,
March, April, May, June, July, and August 2019
showed the hospital did not meet goals
established by the Quality Committee for
medication missed doses, discharge summaries,
and contraband. There was no evidence that the
Quality Committee developed, reported, or
tracked Process Improvement Plans for
indicators not meeting their benchmarks.

d. Surveyor #5 found no evidence that the
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hospital integrated Clinicat Laboratory Services,
Nutritional Services, Pharmacy and Therapeutic
Services, Discharge Planning or Infection Control
into the Quality Improvement Program.

3. On 10/0119 at 11:10 AM, Surveyor #5,
Surveyor #4, and Surveyor #3 interviewed the
hospital's Governing Body and reviewed the
Governing Body meeting minutes. Review of the
Governing Body meeting minutes showed no
evidence the Governing Body ensured that the
hospital fracked, or analyzed all quality
assessment and performance improvemeant
quality indicators identified in the hospital's
Quality Improvement Plan. The review also
showed no evidence that the hospital developed
process improvement activities to address the 3
indicators {medication missed doses, contraband,
and Discharge Summaries) that showed
consistent non-compliance with the hospital's
established goals.

At the time of the interview, the Springstone Sr.
Vice-President of Operations (Staff #517) stated
that the Governing Body reviewed a scorecard
maintained by the hospital. Staff #517 also stated
that when the Governing Board finds that the
hospital is “falling short" they take action by using
"nlatform” staff to work with hospital staff to meet
expectations or make staff changes, adding that
this was not necessarily something that would be
found in the minutes.

4. Surveyor #5 asked the Governing Bady about
its involvement in quality tracking, monitoring, and
process improvement for the hospital's pharmacy
services, based on the issues identified during
the investigation. The Springstone Vice President
of Nursing (Staff #518) stated that they have "a
fot of interaction with the phamacist and
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complete an annual review,” and that they (the
parent company) did not "see issues across the
platform."

item #2- Data Aggregation and Analysis

1. Document review of the hospital's document
titted, "Organizational Quality Improvement Plan,”
policy number 6366314, approved 07/19, showed
that the hospital's Organizationat Quality
Improvement plan is to ensure the Governing
Board, medical staff, and professional service
staff demonstrate a consistent endeavor to
deliver safe, effective, optimal patient care and
services in an environment of minimal risk. As a
patient is a coordinated and collaborative effort,
the approach to improving performance involves
muitiple departments and disciplines establishing
the plans, processes, and mechanisms that
comprise the performance improvement of the
hospital. The program consists of focus
components including quality improvement,
patient safety, and quality assessment, and
quality control activities. The status of identified
problems and action plans is tracked to assure
improvement or problem resolution.

The scope of the organizational quality
improvement program includes performance
menitoring, assessment, and evaluation of all
individuals with clinical privileges. The continuous
quality improvement activities of the medical staff
and all appropriate departments and services and
disciplines that affect patient care and safety and
medical staff services within the medical staff
service commitiee will be reviewed including:

a. Medicafion Management
b. Pharmacy and Therapeutics Function
¢. Safety Management
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d. Risk Management
e. Infection Control
f. Utilization Management

Patient Care and Quality Control Activities are
monitored, assessed, and evaluated including:

a. Clinical Laboratory Services

b. Nursing Services

¢. Nutsitional Services

d. Pharmacy Services

e. Therapeutic and Discharge Planning

A Patient Safety Committee will operate as an
independent committee dedicated to
implementation and monitoring of the
effectiveness of the Patient Safety Program and
will report committee findings, determinations,
and actions to the Quality Improvement
Committee. information reporting will contain
concurrent data related to ongoing patient safety
and medical error issues and well as information
related to the proactive risk assessment.

Undesirable patterns or trends in performance
are analyzed for performance measures related
to:

a. Management of hazardous conditions

b. Medication management

¢. Restraint use and seclusion use

d. Behavior management and treatment

e. Appropriateness of pain management

f. Care, reatment or services to high-risk
populations
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g. National patient safety goals.

in-depth analysis is conducted for levels of
performance, patterns, or trends for:

a. All serious adverse drug events
b. All significant medication errors
¢. Hazardous conditions

Data on all action plans will be collected and
reported to the Quality/Safety Committee on a
monthly basis. Results of outcomes of quality
improvement and patient safety activilies
identified through data collaction and analysis,
performed by the medical staff service
committees, ancillary, nursing, Safety
Committees, and the Continuous Quality
improvement team will be reported to Quality
Improvement Committee on a monthly/bimonthly
or quarterly bases as designated by the
committee.

2. On 09/30/19 at 2:50 PM, Surveyor #5,
Surveyor #4, the Chief Nursing Officer (Staff
#506) and the Interim Director of Quality (Staff
#508) reviewed the hospital's Quality
Improvement Program, Surveyor #5 observed
that data for quality indicators identified in the
Hospital's Quality Plan were not reported to the
Quality Committee. Surveyor #5 observed only
line item data for medication-missed doses,
discharge summaries, and contraband reported
in the meeting minutes. Surveyor #5 found no
evidence of analysis of the line-itemed data.

3. On 09/30/19 at 2:50 PM, Surveyor #5,
Surveyor #4, the Chief Nursing Officer (Staff
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#506) and the Interim Director of Quality (Staff
#508) reviewed the hospital's Quality
improvement Program. Surveyor #5 found no
evidence that quality staff measured, analyzed, or
tracked patient safety activities identified in the
hospital's quality improvement Plan to
demonstrate measurable improvement in
indicators.

4, At the time of the review, Staff #506 and #508
confirmed the finding and stated that medication
missed doses, discharge summaries, and
contraband were the indicators reported as part
of the parent corporation's quality metrics and
that the hospital did track other quality measures
that were not reported to the Quality Committee.
Staff #6506 stated that there could be
improvement in meeting minutes to capture
information shared in the committee.

ltem #3- Action Plans and Processes for
Hospital-Wide Quality Improvement

1. Document review of the hospital's document
titled, "Organizational Quality improvement Plan,"
policy number 6366314, approved 07/19, showed
that the program consists of focus components
including quality improvement, patient safety, and
quality assessment, and quality control activities,
The hospital tracks the status of identified
problems and action plans to assure
improvement or problem resolution.

Data on all action plans will be collected and
reported to the Quality/Safety Committee on a
monthly basis. Results of outcomes of quality
improvement and patient safety activities
identified through data collection and analysis,
performed by the medical staff service
committees, ancillary, nursing, Safety

L 495
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Committees, and the Continuous Quality
Improvement team will be reported to Quality
improvement Gommittee on a monthly/bimonthly
or quarterly bases as designated by the
committee.

2. On 09/30/19 at 2:50 PM, Surveyor #5,
Surveyor #4, the Chief Nursing Officer {Staff
#506) and the Interim Director of Quality {Staff
#508) reviewed the hospital's Quality
improvement Program. The review showed:

a. Hospital staff did not report data for qualifty
indicators identified in the Hospital's Quality Plan
to the Quality Committee.

b. There was line item data for
medication-missed doses, discharge summaries,
and contraband reportad in the meeting minutes.
The data reported for January, February, March,
April, May, June, July, and August 2019 showed
the hospital did not meet goals established by the
Quality Committee for medication missed doses,
discharge summaries, and contraband, There
was no evidence that the Quality Committee
developad, reported, or tracked Process
Improvement Plans for indicators not meeting
their goals.

¢. Surveyor #5 found no evidence the hospital
integrated Clinical Laboratory Services,
Nutritional Services, Pharmacy and Therapeutic
Services, Discharge Planning or Infection Control
into the Quality Improvement Program.

3. At the time of the review, Staff #506 confirmed
the finding and stated that the hospital had
workgroups addressing the issues but that the
information was not reported in the Quality
Committes. The staff member also stated that the
State Form 2567
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hospital could improve the meeting minutes to
capture information that was shared in the
committee.

Item #4- Complexity of Services

1. Document review of the hospital's quality
document titled, "Organizational Quality
Improvement Plan,” policy number 6366314,
approved 07/19, showed the scope of the
organizational quality improvement program
includes performance monitoring, assessment,
and evaluation of all individuals with clinical
privileges, The continuous quality improvement
activities of the medical staff and alt appropriate
departments and services and disciplines that
impact patient care and safety and medical staff
services within the medical staff service
commitiee will be reviewed including:

a. Medication Management

b. Pharmacy and Therapeutics Function
¢. Safety Management :
d. Risk Management

e. Infection Control

f. Utitization Management

Patient Care and Quality Control Activities are
monitored, assessed, and evaluated including:

a. Clinical Laboratory Services

b. Nursing Services

¢. Nutritional Services

d. Phamacy Services

e. Therapeutic and Discharge Planning

A Patient Safety Committees wil operate as an
independent committee dedicated to
implementation and monitoring of the
effectiveness of the Patient Safety Program and
State Form 2567
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will report commitiee findings, determinations,
and actions to the Quality Improvemant
Committee. Information reporting will contain
concurrent data refated to ongoing patient safety
and medical error issues and well as information
related to the proactive risk assessment.

Undesirable patterns or trends in performance
are analyzed for performance measures related
to:

a. Management of hazardous conditions

b. Medication management

¢. Restraint use and seclusion use

d. Behavior management and treatment

e. Appropriateness of pain management
{. Care, treatment or services to high-risk
populations

g. National patient safety goals.

In-depth analysis is conducted for levels of
performance, patterns, or trends for:

a. All serious adverse drug events
b. All significant medication errors
¢. Hazardous conditions

Data on all action plans will be collected and
reported to the Quality/Safety Committee on a
monthiy basis. Results of outcomes of quality
improvement and patient safety activities
identified through data collection and analysis,
performed by the medical staff service
committees, ancillary, nursing, Safety
Committees, and the Continuous Quality
Improvement team will be reported to Quality
Improvement Committee on a monthly/bimonthly
or quarterly bases as designated by the
committee.
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2, On 09/30/19 at 2:50 PM, Surveyor #5,
Surveyoar #4, the Chief Nursing Officer (Staff
#506) and the Interim Director of Quality {Staff
#508) reviewed the hospital's Quality
Improvement Plan and Program. Surveyor #5
observed that the hospital's Quality Plan listed
indicators for Patient Care and Quality Control
Activities as "Services" for example, "Pharmacy
Services” or by management such as "Safety
Management” but did not identify the specific
quality indicators to be measured within that
service or program management. Surveyor #5
observed only line item data for
medication-missed doses, discharge summaries,
and contraband reported in the meeting minutes,
which did not refiect the complexities of services
provided by the hospital.

3. At the time of the review, Staff #506 and #508
confirmed the finding and stated that medication

| missed doses, discharge summarigs, and
contraband were the indicators the hospital
reported as part of their parent company's quality
metrics and that the hospital did track other
quality measures that were not reported to the
Quality Committee. Staff #506 also stated that
there could be improvement in meeting minutes
fo capture information shared in the committee.

1508 322-050.1A PROVIDE PATIENT SERVICES L 505

WAC 246-322-050 Staff. The licensee

shall: (1) Employ sufficlent,

qualified staff to: {(a) Provide

adequate patient services;

This Washington Administrative Code is not met
as evidenced by
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Based on interview, document review, and review
of hospital policy and procedure, the hospital
failed to provide the types and numbers of staff
necessary to provide care for all areas of the
hospital.

Failure to ensure adequate numbers of trained
staff is available to provide for mental health
therapy in a psychiatric specialized hospital risks
patient harm.

Findings included:

1. Document review of the hospital's policy titled,
"Program Overview/Scope of Care-Inpatient,”
policy number 5441050, approved 07/19, showed
that in patient hospitalization services include
group and individual therapy. Therapists provide
counseling to each individua! that addresses the
individual's mental heaith or substance abuse
disorder and motivation, and continuing care
needs. Daily involvemnent in therapy groups and
community meetings develops a sense of
independence and muiual support that is
imporiant in the treatment of all patients in the
program.

2. 0n 09/23/19 at 12:54 PM, Surveyor #5 and a
Registered Nurse (Staff #512) reviewed the
medical record for Patient #517 who was

admitted to the Detoxification Unit on 08/27/19
and transferred to the Inpatient Mental Weliness
Unit on 09/02/19 for the treatment of Suicidal
Ideation. Documentation in the medical record
showed that on the following days, the patient did
not receive group or individual therapy because of
short staffing:

-1 08/31/19, an Activity Group
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L 505 Continued From page 37 L 505
-2 00/02/19 a Goal-Directed and Semi-Structured
Therapy Group (CBT) and Activity Group

-3 09712719, an Activity Group

-4 09715119, 2 Activity Groups

-5 09/19/19, an Activity Group

-6 09/22/19, an Art Therapy Activity Group

-7 09/22/19, CBT

3. On 09/23/19 at 3:00, PM, a Registered Nurse
{Staff #512) confirmed the finding and stated that
the hospital was short on therapy staff and they
were unable to do all the therapy groups.

4, On 09/25/19 at 10:17 AM, Surveyor #5 and the
Corporate Quality Director {Staff #5009}, reviewed
the medical record for Patient #518 who was
admitted on 08/22/19 for the treatment of
Unspecified Psychosis. The patient had a history
of Schizophrenia, Paranoid Depression, and Type
Il Diabetes Mellitus, Documentation in the
medical record showed that on the following days,
the patient did not receive group or individual
therapy due to insufficient staff:

-1 09/12/19, an Activity Group
-2 09/15/19, 2 Activity Groups
-3 09/19/19 an Activity Group
-4 09722119, an Art Therapy Activity Group

-5 09/22/19, CBT

€. At the time of the review, Staff #5809 confirmed
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L 505 | Continued From page 38 L 505

the finding and stated that the hospital has had
therapy staff transitioning to other roles in the
hospital.

L 520 322-050.2 JOB DESCRIPTIONS L 520

WAC 246-322-050 Staff. The licensee

shall: {2) Devetop and maintain a

written job description for the

administrator and each staff

position,

This Washington Administrative Code is not met
as evidenced by:

Based on inferview, document review, and review
of hospital policies and procedures, the hospital
failed to ensure that therapists were designated
as qualified personnel for discharge planning
responsibilities.

Failure to designate which personnel are qualified
to perform discharge planning risks patients
receiving inadequate or unsafe discharge plans,

Findings included:

1. Document review of the hospital policy and
procedure tiled, "Discharge and Transition
Planning -IP, PHP, IOP, OP" PolicyStat 1D #
5586156, last revised 03/19, showed that the
hospital engages in ongoing transition planning at
the start of services, throughout the course of
treatment, and at the time of discharge. Transition
planning is documented by use of the Discharge
Planning Form. The freating therapist will be
responsible for completing the form in its entirety.

Document review of the hospital's job description
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L 5201 Continued From page 39 1520

titled, "Therapist," failed to include any elements
of discharge planning as part of the position's job
performance standards and responsibilities.

2. On 09/27/19 at 10:30 AM, Surveyor #3
interviewed the Director of Clinical Services (Staff
#304) about the discharge planning process. Staff
#304 staled that approximately two weeks ago,
the hospital stopped using their two designated
discharge planners. The hospital reassigned
those duties to the therapy staff. Staff #304 also
stated that the Therapists are primarily
responsible for the development and
implementation of the discharge plan.

The surveyor asked Staff #304 to review the
current therapist job description and identify the
discharge planning activities. Staff #304
confirmed there was no specific mention of
discharge planning responsibilities in the current
Therapist job description.

The surveyor also asked Staff #304 to review the
hospital's current Therapist Disclosure Statement
that lists the licensed therapists and certified
counselors on staff. Seven of the twelve
individuals identified as having primary
responsibilities for supporting the hospital's three
inpatient nursing units did not have a license,
cerfification, or education background in social
work consistent with training in discharge
planning.

L 530 322-050.4 WORK REFERENCES 1.530
WAC 246-322-050 Staff. The licensee

shall: (4) Verify work references
prior to hiring staff,
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1. 5301 Continued From page 40 L 530

This Washington Administrative Code is not met
as evidenced by:

Based on document review and interview, the
hospital failed to obtain work references prior to
employment for 2 of 20 personnel files reviewed
{Staff #406, Staff #410).

Failure to verify work references prior to
employment puts patients at risk of receiving
substandard care.

Findings included:

1. On 09/26/19 between 8:50 AM and 2:00 PM,
Surveyor #4 reviewed personnel files with the
Human Resource Manager (Staff #402). The
review included the personnet files for two
contracted dieticians (Staff #406 and Staff #410).
The review showed that neither file contained
evidence that the hospital obtained work
references prior to hiring the contracted staff.

2. At the time of the review, Staff #402
acknowledged that the hospital had not obtained
work references prior to hiring the contracted staff
members.

L 545 322-050.6A ORIENTATION-ORG L 545

WAC 246-322-050 Staff. The licensee

shall: {(6) Provide and document

orientation and appropriate fraining

for all staff, including: {a}

Organization of the hospital;

This Washington Administrative Code is not met
as evidenced by:
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L 545 | Continued From page 41 L 545

Based on document review and interview, the
hospital failed to provide orientation to the
hospital organization for 1 of 20 personnei files
reviewed (Staff #409).

Failure to provide and document orientation to the |
organization of the hospital for contracted staff
puts patients at risk of harm from inadequately
trained employees.

Findings included:

1. On 09/26/19 between 8:50 AM and 2:00 PM,
Surveyor #4 reviewed personnel files with the
Human Resaurce Manager (Staff #402). The
review included the personnel file of a Pharmacy
Technician (Staff #409) contracted to work in the
hospital's pharmacy and on the patient floor. The
document review showed that Staff #4009 had not
raceived orientation to the hospital or her duties.

2. At the time of the review, Staff #402
acknowledged that the hospital failed to provide
appropriate orientation to the contracted
employee.

L 675 322-'060.1 HIV/AIDS TRAINING LB75

WAC 246-322-060 HIV/AIDS Education and
Training. The licensee shalk (1)

Verify or arrange appropriate

aducalion and training of staff within

thirty days of employment on the
prevention, transmission, and

treatment of human immunodeficiency

virus (HIV) and acquired

immunodeficiency syndrome (AIDS)
consaistent with RCW 70.24.310;
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L675| Continued From page 42 L675

This Washington Administrative Code is not met
as evidenced by:

Based on document review and interview, the
hospital failed to provide documentation that staff
received appropriate education and training for
prevention, transmission and treatment of human
immunodeficiency virus {HIV) within 30 days of
employment consistent with Revised Code of
Washington (RCW) 70.24.310, for 3 of 20
personnel files reviewed {Staff #406, Staff #410).

Failure to ensure that staff members have
appropriate training for prevention, transmission
and treatment of HIV puts patients and staff at
risk of harm frem infection.

Findings included:

1. On 08/26/19 between 8:50 AM and 2:00 PM,
Surveyor #4 reviewed personnel files with the
Human Resource Manager {Staff #402).
Document review of the personnel files for two
dieticians (Staff # 406, Staff #410) and one
patient care assistant (Staiff #411} showed no
documented evidence that they recaived HIV
training within 30 days of employment,

2. At the time of the review, Staff #402 stated that
the confracted dieticlans and the patient care
assistant should have documentation of HIV
training in their files.

L 810 322-120,6B WATER-TEMPERATURE L.810

WAC 246-322-120 Physical Environment.
The licensee shall: {8) Provide an
adequate supply of hot and cold
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L 810| Continued From page 43 1810

running water under pressure meeting

the standards in chapters 246-290 and

246-291 WAC, with; (b) Water

temperature not exceeding 120 F

automatically regutated at all

plumbing fixtures used by patients;

This Washington Administrative Code is not met
as evidenced by:

Based on observation and interview, the hospital
failed to maintain hot water temperature in patient
care areas in a way that reduces the risk of
scalding during use.

Failure to maintain water temperature at 120
degrees Fahrenheit or less puts patients at risk of
harm from scalding during hand washing or
bathing activities.

Findings included:

1, On 09/25/19 at 11:30 AM, Surveyor #4 and the
Facilities Manager (Staff #404) entered a patient
room in the Sunrise Unit to assess the water
temperature at the tap in a patient bathroom.
Surveyor #4 used a thin-stemmed thermometer
to assess the water temperature at the tap. The
observation showed that the thermometer read
124 degrees Fahrenheit. Inmediately following
the first reading, the surveyor also checked the
water temperature at the tap in a bathroom sink
in the Administrative Area of the hospital. The
thermometer read 123.3 degrees Fahrenheit.

2. At the time of the observation, Staff #404
stated that he was unaware of the water
temperature requirement. He reduced the water
temperature at the tap during the survey.
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L1065 322-170.2E TREATMENT PLAN-COMPREHENS 11065

WAC 246-322-170 Patient Care
Services. (2) The licensee shall
provide medical supervision and
treatment, transfer, and discharge
planning for each patient admitted or
retained, including but not

limited to: (e) A comprehensive
treatment plan developed within
seventy-two hours following admission:
(i) Developed by a multi-disciplinary
treatment team with input, when
appropriate, by the patient, family,

and other agencies; (fi) Reviewed and
modified by a mentat health
professional as indicated by the
patient's clinical condition; (iii}
Interpreted to staff, patient, and,

when possible and appropriate, to
family; and {iv} implemented by
persons designated in the plan;

This Washington Administrative Code is not met
as evidenced by:

Based on interview, record review, and review of
policies and procedures, the hospital failed to
develop an individualized plan for patient care for
6 of & patient plans of care reviewed {Patient
#5009, #512, #517, #520, #521, and #624).

Failure to develop an individualized plan of care
can result in the inappropriate, inconsistent, or
delayed treatment of patient's needs and may
lead to patient harm and lack of appropriate
treatment for a medical condition.

Findings included:

1. Document review of the hospital's policy and
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L1065 Continued From page 45 L1065

procedure titled, "Treatment Planning-Philosophy
and Purpose,” policy number 5063622, approved
01119, showed that every patient admitted to the
hospital will have an individualized plan specific to
his of her assessed needs, Care planning
includes the development of measurable
treatment goals. Care, treatment, and services
will be planned, which include patient objectives,
staff interventions, services, and reatments
necessary to assist the patient in meeting the
identified goal. The plan of care, treatment, and
services includes:

a. Defined Problems
h. Measurable goals
¢. Frequency of care, treatment, and services

d. A description of facilitating factors and possible
harriers to care

e. Criteria for transition
f. A plan for discharge
g. Documentation of the course of treatment

h. Treatment plan review that evaluates patient
response o goals and interventions.

Document review of the hospital's policy fitled,
"Program Overview/Scope of Care-Inpatient,”
policy number 5441050, approved 07/19, showed
that Treatment Plans will address lack of
participation and interventions will be developed
to encourage active participation in treatment.

2. 0On 08/23/19 at 12:54 PM, Surveyor #5 and a
Registered Nurse {Staff #512) reviewed the
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medical record for Patient #517, The review
showed:

a. The patient had a history of chronic low back
pain and lower extremity muscle cramps. The
patient utilized a wheelchair for mobility.

b. On 08/02/19, the patient transferred from
Alcohol Detoxification to the inpatient unit for
Suicidal {deation. .

¢. The patient was non-compliant with group
therapy attendance.

d. On 09/21/19, the patient engaged in an
occurrence of Sexually Acting Out (SAQO)
behavior with a roommate.

e. On 08/22/19, the patient became violent and
threw a chair at staff.

Surveyer #5 found no evidence the patient care
plan included defined problems, measurable
goals, frequency of care, treatment, and services,
a description of facilitating factors and possible
barriers to care, or criteria for transition for the
problems of aitered mobility, substance use
disorder treatment, non-compliance, SAQ, violent
behaviors or pain. ‘

3. At the time of the review, Staff #512 confirmed
the care plan was missing the elements.

4, On 09/25/M19 at 11:10 AM, during interview with
Surveyor #5, an Quipatient Therapist (Staff #519)
stated that if patients were not attending groups,
they would address it at the treatment team
meeting and it should be added to the patient's
treatment plan.
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L1065 | Continued From page 47 L1065

5. On 09/25/19 at 11,00 AM, Surveyor #5 and the
Corporate Quality Director (Staff #509) reviewed
the medical record for Patient #509. The review
showed the patient had:

a. head lice

b. was HIV positive

¢. had incontinent bloody stool episodes

d. was non-compliant with isolation precautions
e. had violent behavior episodes

f. was non-compliant with therapy group
aftendance

Surveyor #5 found no evidence the patient's
{reatment plan addressed the problems related to
isolation precautions, treatment non-compliance,
violent behaviors and non-compliance with
therapy groups.

6. At the time of the review, Staff #5609 confirmed
the finding.

7. 0n 08/26/19 at 12:00 PM, Surveyor #5 and the
Chief Nursing Officer {Staff #508), reviewed the
medical record for Patient #524 who was

admitted on 08/25/19 for the treatment of
Psychosis, Heroin Detoxification, Schizo-Affective
Disorder, Cellulitis, and Pain. The review showed
tha patient was non-compliant with group
attendance. :

Surveyor #5 found no evidence the treatment <
ptan addressed therapy non-compliance.

8. At the time of the review, Staff #506 confirmed
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11085 Continued From page 48 L1065
the finding.

9. On 09/26/19 at 1:03 PM, Surveyor #5 reviewed
the Medical Record for Patient #520 who was
admitted for Opioid Detoxification on 09/03/19.
On 09/10/19, the patient was admitted to the
Inpatient Mental Health Unit directly after Opioid
Datoxification for the treatment of Suicidal
Ideation. The patient had a history of Major
Depressive Disorder and Unspecified
Schizophrenia. The review showed:

a, The patient had open wounds (from cutting} to
his feft wrist, On 09/06/19, a provider order
directed staff to perform daily wound care that
included daily wound cleaning, application of
antibiotic cream, and application of a
non-adherent dressing.

b. Surveyor #5 found no evidence that the
patient's treatment plan addressed the alteration
in their skin with daily wound care. Surveyor #5
also found no evidence of opioid addiction
support after the patient's initial detoxification.

10. On 09/27/19, Surveyor #5 and the Chief
Nursing Officer reviewed the medical records for
Patients #512 and #521. The record reviews
showed:

a, Patient #512 was admitted involuntarily on
07/26/18 for the treatment of Psychosis and
violent behavior. The patient was deaf and mute.
Review of the Group Therapy notes showed the
patient was significantly non-compliant with group
therapy attendance.

b. Surveyor #5 found no evidence the patient's
treatment plan addressed the communication
barrier or non-compliance with treatment.
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¢. Patient #521 was admitted on 09/16/19 for the
treatment of Major Depressive Disorder, anxiety
and Post Traumatic Stress Syndrome. Review of
Group Therapy notes showed the patient was
significantly non-compliant with Therapy Group
attendance.

d. Surveyar #5 found no evidence that the
patient's treatment plan addressed Group
Therapy attendance non-compliiance.

11. At the time of the review, the Chief Nursing
Officer (Staff #506) confirmed the treatment plan
failed to address therapy non-compliance.

L1150 322-180.1D PHYSICIAN AUTHORIZATION L1150

WAC 246-322-180 Patient Safety and
Seclusion Care. {1) The licensee
shall assure seclusion and restraint
are used only to the extent and
duration necessary to ensure the
safety of patients, staff, and

property, as follows: (d} Staff shall
nolify, and receive authorization by,

a physician within one hour of
initiating patient restraint or
seclusion;

This Washington Administrative Code is not met
as evidenced by:

Based on record review and review of hospital
policy and procedures, hospital staff failed {o
ensure that a licensed provider wrote a complete
order for seclusion or restraint for 4 of 5 patient
records reviewed (Patient #308, #307, #308,
#309) (item #1) and failed to ensure that
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providers did not write orders for restraints as a
standing order or that orders for patient restraint
were not used on an as-needed basis as
demonstrated by 1 of 1 patients reviewed (Patient
#512) (Item #2).

Failure to follow approved policies and
procedures for restraint use puts patients at risk
for physical and psychological harm, loss of
dignity, and personal freedom.

Findings included:
item #1- Incomplete Provider Orders

1. Document review of the hospital's policy and
procedures titted, "Seclusion and Restraint,"
PolicyStat ID # 6516123, last revised 07/19,
showed that, in an emergency, the qualified
trained Registerad Nurse (QRN) can initiate an
order for seclusion or restraint as a protective
measure provided they obtain a physician's order
as soon as possible. The QRN wilt contact the
appropriate licensed independent provider
responsible for the care of the patient and write
an order for the restraint or seciusion. Providers
are not to write "Standing” or "As needed" orders
for seclusion and restraint orders.

2. On 09/25/19 at §:20 AM, Surveyor #3 reviewed
the medical records of five patients who were
placed in seclusion or restraint during their
hospital stay. The review showed the following:

a. Patient #309 was a 28 year-old who became
severely agitated and began spitting, hitting
patient lockers, and banging on the nurse's
station. On 04/02/19, staff placed the patient in
seclusion between 10:45 AM and 11:15 AM (a
30-minute period). The provider order did not
State Form 2567
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include the maximum length of time that the
patient could remain in seclusion without a new
order.

b. Patient #308 was a 20 year-old who began
shouting and hitting the nurse's station, The
patient was physically restrained for
administration of an intramuscular injection. On
06/20/18, following the physical hold, staff placed
the patient in seclusion between 1:19 PM and
2:04 PM (a 45-minute period). The provider order
did not include the maximum length of time the
patient could remain in seciusion without a new
order.

c. Patient #307 was a 45-year-old who was
physically restrained after assaulting hospitat staff
and attempting to break windows to elope from
the hospital. On 08/07119, staff placed the patient
in a physical hold between 11:05 PM and 11:45
PM {a 40-minute period). Following the hold,
emergency medical personnel transported the
patient to a local hospital for evaluation of
delirium. The provider order for physical restraint
failed fo include the length of me the patient
could remain held without a new order.

d. Patient #306 was a 28-year-old who had an
order for "forced medications"” if he refused
voluntary oral medications. The patient was
physically restrained for administration of three
intramuscular injections. On 08/22/19, following
the physical hold, staff placed the patient in
seclusion between 2:03 PM and 2:38 PM (a
35-minute period). The provider order did not
include the maximum length of time the patient
could remain in seclusion without a new order.

ltem #2- PRN Orders
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1. Document review of the hospital's policy and
procedures titled, "Seclusion and Restraint,"
PalicyStat ID # 6516123, last revised 07/19,
showed that, in an emergency, the qualified
trained Registered Nurse {QRN) can initiate an
order for seclusion or restraint as a protective
measure provided they obtain a physician's order
as soon as possible. The QRN will contact the
appropriate licensed independent provider
responsible for the care of the patient and write
an order for the restraint or seclusion. Providers
are not to write "Standing" or "As needed" orders
for seclusion and restraint.

2. On 09/27/19, Surveyor #5 reviewed the
medical record of Patient #512 who was admitted
involuntarily on 07/26/19 for the treatment of
Psychosis and violent behavior. The review
showed that on 07/26/19 at 4:45 AM, a provider
wrote an order for "restraint as necessary.” The
provider listed "agitation” as the rationale for the
order.

L1360 322-210.2 PHARMACY-APPROVAL 11360

WAC 246-322-210 Pharmacy and

Medication Services. The licensee

shall: (2) Provide evidence of current

approvat of pharmacy services by the
Washington state board of pharmacy

under chapter 18.64 RCW,

This Washington Administrative Code is not met
as evidenced by:

Based on observation, interview, and document
review, the hospital failed to failed to ensure a
registered pharmacist supervised the activities of
the pharmacy technician during unit dosing of

State Form 2567
STATE FORM 6699 AWBL 11 If continuation sheef 53 of 87




PRINTED: 10/24/2019

FORM APPROVED
State of Washington
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER; . COMPLETED
A. BUILDING:
013220 B.WING 10401/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
RAINIER SPRINGS 2805 NE 120TH ST
VANCOUVER, WA 98686
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

L1360 | Continued From page 63 1.1360

bulk medications in the main pharmacy.

Failure to devetop and implement safe
medication practice policies, and monitor for
quality care, limits the hospital's ability to improve
outcomes and puts patients at risk of harm from
medication errors and inadequate oversight.

Findings included:

1. Document review of the hospital's policy titled,
“Restocking the Automatic Dispensing Machine
(ADM)," policy number 6218312, approved 07/19,
showed that a Licensed Pharmacist or a
Registered Technician working under the direct
supervision of a Licensed Pharmacist will be
responsible for restocking the ADM.

Document review of the hospital's policy titled,
"Pharmaceutical Services," policy number
6659301, approved 08/19, showed that the
Pharmacy is responsible for rendering services in
accordance with local, state, and federal laws and
regulations, hospital policies and procedures and
accreditation standards.

2, On 09/24/19 at 11:50 AM, Surveyor #5, the
Director of Pharmacy {Staff #503) and a
Pharmacy Technician {Staff #504) reviewed the
Pharmacy's unit-dose packaging process.
Surveyor #5 reviewed the unit dose log and 4
bins containing medication repackaged by the
pharmacy Technician from a bulk containerto a
unit dose package. Surveyor #5 found no written
evidence a Pharmacist had reviewed the
medication after repackaging.

3. At the time of the review, during interview with
Surveyor #5, Staff #504 confirmed that a
Pharmacist did not check the medications she
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repackaged prior to placing them back into the
pharmacy stock bins. The Director of Pharmacy
confirmed that prior fo this date, the Pharmacist
falled to check the repackaged medications, and
failed to verify repackaged medication both in the
Pharmacy and in the Automated Drug Dispensing
Cabinets.

4. Further discussion regarding the Automated
Drug Dispensing Machine cart fills showed that a
Pharmacist did not supervise the Pharmacy
Technician during the medication pull and cart fill
process.

5. At the time of the finding, during interview with
Surveyor #5, Staif #504 confirmed that a
Pharmacist did not check the medications
needed for cart fill. The Director of Pharmacy
confirmed that he did not supervise the
Technician during this process. He stated that
checks were only performed for the narcotics.

L1365/ 322-210.3A PROCEDURES-MED AUTH L1365

WAC 246-322-210 Pharmacy and
Medication Services. The licensee
shall: (3) Develop and implement
procedures for prescribing,

storing, and administering medications
according to state and federal laws
and rules, including: (a) Assuring
professional staff who prescribe are
authorized to prescribe under chapter
69.41 RCW,

This Washington Administrative Code is not met
as evidenced by:

Based on document review, interview, and review
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of hospital policies and procedures, the hospital
failed to ensure pharmacy kept an accurate
controfled substance inventory {ltem #1), faited to
follow its policies involving discrepancies in
controlfed substances accounting (Item #2), failed
to develop and implement a policy and procedure
to identify and ensure suspected staff diversion
behaviors prompt necessary investigation and
communication to assess patient risk {{tem #3},
failed to ensure that two nurses completed a daily
count of alf patient home medication narcotics
(ltem #4) and failed to monitor, assess and
evaluate quality control activities of Pharmacy
Services {ltem #5).

Failure to monitor for quality care and account for
and resolve discrepancies in controlled
substances accountability risks medication errors,
potential diversion for patients and staff and

limits the hospital's ability to improve outcomes,

Findings included:
item #1- Controlled Substance Inventory

Reference: RCW 69.41.042 Record
requirements. A pharmaceutical manufacturer,
wholesaler, pharmacy, or practitioner who
purchases, dispenses, or distributes legend drugs
shall maintain invoices or such other records as
are necessary to account for the receipt and
disposition of the legend drugs.

1. Document review of the hospital's policy titled,
"Controlled Substance Administration and Record
Keeping," policy number 5253234, approved
10718, showed that the Director of Nursing and
the Pharmacy are responsible for complying with
all state and federal regulations dealing with
controlled substances, Medications listed in
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Schedules IH, IV, V, and | are dispensed by the
Pharmacy. The policy does not address
accountability procedures to ensure conirol of the
distribution, use, and disposition of all scheduled
drugs stored in the Pharmacy.

2, On 09/26/19 at 10:15 AM, Surveyor #5, a
Pharmacist (Staff #510}, the Community Liaison
(Staff #511), and the Chief Nursing Officer (Staff
#508) conducted a count of 4 random
medications in the Scheduled Drug Inventory
Jocated in the hospital's main Pharmacy. The
review showed 3 of 4 medications counted
resulted in discrepancies as follows:

a. The Oxycodone 5 mg tablets (a narcotic pain
medication) inventory showed that there should
have been 270 tablets. A double count by the
Pharmacist (Staff #510} and verified by Staff #511
showed 281 tablets, an excess of 11 tablets. Staff
#5190, #511, and the surveyor reviewed the
addition and subtraction for the entire Oxycecdone
log sheet and found no addition or subtraction
discrepancies. Staff were unable to determine
how the count was in excess of the amount
documented in the log.

b. The Amphetamine 20 mg tablets {a controlled
medication used to treat attention-deficit
hyperactivity disorder (ADHD) and narcolepsy)
showed there should have been 75 tablets. A
double count by the Pharmacist {Staff #510) and
verified by Staff #511 showed 74 tablets, leaving
a deficit of 1 tablet, Staff #510, #511, and the
surveyor reviewed the addition and subtraction for
the entire Amphetamine iog sheet and found no
addition or subtraction discrepancies. Staff were
unable to determine the whereabouts of the
missing tablet.
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¢. The Oxycodone 5 mg/ Acetaminophen 326 mg
tablets {(a narcolic pain reliever with
acetaminaphen) showed there should have been
45 tablets. A double count by the Pharmacist
(Staff #510) and verified by Staff #511 showed 65
tablets, an excess of 20 tablets. Siaff # 510,
#511, and the surveyor reviewed the addition and
subtraction for the entire log sheet and found no
addition or subtraction discrepancies. Staff were
unable to determine how the count was in excess
of amount documented in the log.

3. At 10:30 AM, the Director of Pharmacy (Staff
#503) verified the discrepancies and stated that
he was the only person to access, dispense, and
return medications to the controlled medication
cabinet, He stated he did not know why the
counts ware not correct unless he returned some
controlled medications and forgot to enter it into
the log.

Item #2- Controlled Substance Discrepancies

1. Document review of the hospital's policy titled,
"Controlled Substance Administration and Record
Keeping,” policy number 5253234, approved
10/18, showed that a physical inventory of all
controlled medications shall be conducted by two
licensed nurses and documented on the inventory
record. All controfled substances in Classes II-V
shall be dispensed to the Pyxis Medication
Station {Automated drug dispensing cabinet) via
an inventory control record {count sheet). If a
discrepancy is noted, the nurse will investigate
the discrepancy. No nurse is to leave the
premises if there is a narcotic discrepancy. If a
discrepancy cannot be resolved, the nurse fills
out a medication variance report and reports the
discrepancy to the Directors of Nursing and
Pharmacy for proper investigation. The Pharmacy
State Form 2567
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will audit the inventory periodically during site
inspection for accuracy and completeness.

2. On 09/23/19 at 11:30 AM, Surveyor #5 and a
Registered Nurse (RN) (Staff #512} inspected the
medication room on an inpatient unit. Surveyor #5
observed the Automated Drug Dispensing
Cabinet showed 3 narcotic discrepancies
including;

a. Methadone 10 mg 1 tablet occurring on
09/16/19 (7 days prior}

h. Lorazepam injectable 2 mg/ml occurring on
09/23/19 (1 day prior)

¢. Lorazepam injectable 2 mg/ml occurring on
09/23/19 (1 day prior)

3. At the time of the observation, Staff #512
stated that the nurse responsible for the
discrepancy is supposed to "fix" it.

ltem #3- Drug Diversion Program
Reference:

WAC 246-873-080 (7} Controlled substance
accountability. The director of pharmacy shall
establish effective procedures and maintain
adequate records regarding use and
accountability of controlied substances, and such
other drugs as appropriate, in compliance with
state and federal laws and regulations.

1, On 09/25/19 at 2:00 PM, Surveyor #5 and a
Registered Nurse (RN) (Staff #514) inspacted the
medication room on an inpatient unit. During the
inspection, Surveyor #5 obhserved a Registered
Nurse (RN) (Staff #513) remove half of 2
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Hydromarphone 4 myg tablet (a narcotic pain
reliever) for Patient #507 from the Patient-Owned
Medication section of the Pyxis. Staff #513 failed
to document the narcotic removal on the
inventory sheet and left the room,

2. At the time of the observation, Staff #512
stated that the nurse was probably nervous with
s0 many people in the room and should have
documented the removal at the time.

3. At this time, further review of the narcotic
inventory record showed 22 tablets but a count
performed at 3:50 AM showed 22.5 tablets. A
physical count performed at the time of the
finding by Staff #514 showed only 21.5 tablets.

4. On 09/25/19 at 3:00 PM, the Pharmacy
Director (Staff #503) and the Chief Nursing
Officer (Staff #508) stated that the 3:50 AM count
reflected an undocumented remaoval of a
medication. They also stated that the form in use
was flawed, as it did not have a space to write
removals. Staff #503 stated that the RN had
documented the 2:00 PM removal and the count
was now correct.

5. On 09/26/19 at 11:00 AM, Surveyor #5
interviewed the Director of Pharmacy {Staff #503)
about the hospital's diversion control program.
Staff #503 stated that the hospital did not have an
official diversion control program or policy and
that neither pharmacy nor nursing conducted
audits of controlled substance administration to
verify patients received their medications, During
the interview, the Chief Nursing Officer (Staff
#506) confirmed that the hospital did not conduct
audits related to diversion control.

tem #4- Complete and Accurate Narcotic Counts
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1. Document review of the hospital's policy titled,
"Controlfed Substance Administration and Record
Keeping," policy number 5253234, approved
10/18, showed that a physical inventory of all
controlled medications shall be conducted by two
licensed nurses and is documented on the
inventory record. All controlled substances in
Classes II-V shall be dispensed to the Pyxis
Medication Station (Automated drug dispensing
cabinet) via an inventory control record {(count
sheet), if a discrepancy is noted, the nurse will
investigate the discrepancy. No nurse is to leave
the premises if there is a narcolic discrepancy. If
a discrepancy cannot be resolved, the nurse fills
out a medication variance report and reports the
discrepancy to the Directors of Nursing and
Pharmacy for proper investigation. The Pharmacy
will audit the inventory pericdically during site
inspection to accuracy and completeness.

2. On 09/23/19 at 12:45 PM, during interview with
Surveyor #5, a Registered Nurse {Staff #505)
stated that nursing staff are responsible to
complete the narcotic counts for patient-owned
medications each shift.

3. On 08/24/19 at 11:30 AM, Surveyor #5 and a
Registered Nurss (RN) (Staff #512) inspected the
medication room on an inpatient unit. Surveyor #5
reviewed the paper "Home Narcofic Log," for 3
narcotic medications brought to the hospital by 2
patients (Patient #507 and #511). The review
showed:

a. The narcotic log for Patient # 507 for Klonaopin
1 mg tablets (potentially habit-forming
benzodiazepine used to treat seizures and
anxiety) showed that narcotic inventory counts
were missing for 5 of 9 shifts including:
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-09/20/19 night shift

-09/21/19 day shift and night shift

-09/22/19 day shift

-09/24/19 day shift

b. The narcotic log for Patient # 507 for
Hydromorphone 4 mg tablets {a narcotic pain
reliever) showed that narcotic inventory counts
were missing for 5 of 9 shifts including:
-08/20/19 night shift

-09/21/19 day shift and night shift

-09/22/19 night shift

-09/24/19 day shift

¢. The narcotic log for Patient # 511 for
Lorazepam 0.5 mg tablets (a benzodiazepines
used to treat anxiety disorders) showed that
narcotic inventory counts were missing for 22 of
29 shifis including:

-09/10/19 night shift

-09/11/19 day shift and night shift

-09/12/19 day shift and night shift

-09/13/19 day shift and night shift

-09/14/19 day shift and night shift

-09/15/19 day shift and night shift
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-09/16/19 night shift

-09/17/19 day shift and night shift
-09/18/19 day shift and night shift
-09/19/19 night shift

-08/21/19 day shift and night shift
-08/22/19 day shift and night shift
-09/24/19 day shift

4. At the time of the review, Staff #512 verified
the missing narcotic inventories and stated that
the Registered Nurses were to conduct a narcotic
count each shift. :

5. Al the time of the review, the Surveyor
observed that the narcotic bottles were packaged
in a clear plastic package with a security tape
across the top,

8. At the time of the observation, Surveyor #5
interviewed Staff #512 about the security of the
maedication packages. Staff #512 stated that the
nurses accounted for the bottle on the narcolic
count; they did not count the medication inside
the bottle. Surveyor #5 also asked the staff
member how the nurse could be sure the
package had not been tampered with or that the
seal had not been broken and the bag replaced.
Staff #512 stated that she did not know but that it
had not been a problem.

item #5- Quality Improvement

1. Document review of the hospital's policy titled,
“Organizational Quality Improvement Plan,” policy
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L1365| Continued From page 63 L1365

number 6366314, revised 07/19, showed that
patient care and quality control activities of
Pharmacy Services are monitored, assessed,
and evaluated. The Quality Improvement
Program will assess the performance of patient
care and organizational functions including
Medication Management.

Document review of the hospital's pelicy titled,
"Pharmacy and Therapeutics Commitiee,” policy
number 6219309, approved 07/19, showed that
the Pharmacy and Therapeutics {P&T)
Commitlee oversees and evaluates
pharmaceutical services and recommends
policies and procedures related to medication use
and evaluation, appraisal, selection, procurement,
storage, distribution and safe use. The committee
reviews data on drug delivery systems, monitors
implementation of policy and procedure, reviews
reports submitted by the pharmacy, regulatory
agencies, nursing, and medical staff related to
mediation use process.

2. On 09/26/19 at 9:50 AM, Surveyor #5 and the
Pharmacy Director (Staff #503) inspected the
hospital's main phamacy. Surveyor #5 requested
the P&T Committee minutes and asked Staff
#503 for his medication variance data (wrong
medication administration, wrong dose, wrong
time, wrong patient etc.). Staff #503 stated that
he did not collect this information and that the
hospitat collected data only on missed medication
doses.

3. On 09/29/19, Surveyor #5 reviewed the
hospital's P&T Committee minutes for 09/13/18,
10/19/18, 12/06/18, 04/02/19, 07/18/19, and
09/18/19. In the section titled, "P&T Quality
Monitors," and in the section fitled, "Medication
Management Processes,” the review showed that
State Form 2567
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the documentation stated, "Ongoing” in both
sections.

4, On 09/29/19, at 9:50 AM, Surveyor #5 asked
the Director of Pharmacy (Staff #503) what
"ongoing" meant and if he reported medication
use and process quality data to the P&T
Committee or Quality Committee. Staff #503
stated that he did not because it was an "ongoing
process.”

5. On 09/30/19 at 2:50 PM, Surveyor #5, the
Interitm Director of Quality (Staff #508) and the
Chief Nursing Officer (Staff #508) reviewed the
hospital's Quality Program and meeting minutes.
Surveyer #5 observed missed medication
dosages reported for 67/19 and 08/19 that
contained data from 01/19-06/19. Surveyor #5
found no other evidence that "P&T Quality
Monitors," or "Medication Management
Processes included collection, aggregation, and
analysis of medication use variances, or that
resuits from the analyses were reported to the
Quality committee.

6. Document review of the hospital's Quality
Minutes, showed no recorded pharmacy activities
included in the reporis, Instead, the reports
contained a repeated placeholder statement that
indicated the department would report "next
month."

7. At the time of the review, Staff #506 stated that
she collected medication errors from incident
reports filed by staff and that the hospital had
identified that there were areas for significant
improvement with their Pharmacy Department
processes.
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L1370, 322-210.3B PROCEDURES-MED ORDERS L1370

WAC 246-322-210 Pharmacy and
Medication Services. The licensee
shall; (3} Develop and implement
procedures for prescribing, storing,
and administering medications
according to state and federal laws
and rules, including: (b} Assuring
orders and prescriptions for
medications administered and
seif-administered include: (i) Date
and time; (i) Type and amount of
drug; (iii) Route of administration;
{iv} Frequency of administration; and
{v) Authentication by professional
staff;

This Washington Administrative Code is not met
as evidenced by:

Based on observation, interview, document
review, and review of the hospital's Pharmacy
and Therapeutics and Quality Programs, the
hospital failed to ensure that practitioners wrote
medication orders as directed by hospital policy.

Failure to follow hospitat policy for order and
administration of medications puts patients at risk
of harm from medication errors and inadequate
oversight.

Findings included:

1. Document review of the hospital's policy titled,
"Provider Orders," policy number 5253244,
approved 10/18, showed that a medication order
will contain the medication name, the dose, the
route of administration, the frequency of
administration, the medication stalus, the
indication or diagnosis, and the date and time of
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L1370 | Continued From page 66 L1370
the order.

2. 0n 09/25/19 at 11:00 AM, Surveyor #5 and the
Corporate Quality Director {Staff #509) reviewed
the medical record for Patient #509 who was
admitted on 08/26/19 for the treatment of
Unspecified Psychosis and Stimulant Abuse. The
review showed that on 08/30/19 at 2:30 PM, a
provider ordered an intramuscular (IM} injection
of "BE2" (A drug cocktail named for ("Benadryt",
“5" mg haloperidol and "2" mg of lorazepam, or
consisting of 50 mg of an anticholinergic, either
hatoperido] or droperidol, plus 2 mg of a
benzodiazepine) for either "agitation" or "if the
patient refused (their other) medication by
mouth".

Document review of the medication
administration records showed "B52" handwritten
in the "as needed" (PRN) order section. Surveyor
#5 found no evidence the provider clarified the
order to determine the specific medications and
medication doses the patient should receive,

3, At the time of the observation, Staff #5090
stated that the provider should have clarified the
order.

4, On 09/25/19 at 9:20 PM, Surveyor #3 reviewed
the medical record of Patient #3068 who was
admitted on 08/17/18 for the treatment of
Unspecified Psychosis. The review showed that
on 0822119 at 2:00 PM, a Registered Nurse
wrote a telephone order for a provider to "Give
B52 IM now.” Surveyor #3 found no evidence the
provider order was clarified to determine the
specific medications and medication dosages the
patient should receive.
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L1378 322-210.3C PROCEDURES-ADMINISTER L1375
MEDS

WAC 246-322-210 Pharmacy and

Medication Services. The licensee

shall: (3) Develop and implement

procedures for prescribing, storing,

and administering medications

according to state and federal laws

and rules, including: (c)

Administering drugs;

This Washington Administrative Code is not met
as evidenced by:

Based on observation, interview, document
review, and review of the hospital's Pharmacy
and Therapeutics and Quality Programs, the
hospital failed to develop and implement
Pharmacy policies and procedures to minimize
drug errors.

Failure to develop and implement safe
medication practice policies limits the hospital's
ability to improve outcomes and puts patients at
risk of harm from medication errors and
inadequate oversight.

Findings included:

1. On 09/24/19, Surveyor #5 requested the
hospital's policy for "Override Medications.”
Surveyor #5 received a typewritten list titled
*Addendum A-Medication Override List," no date
provided.

2. On 09/27/19 at 12:30 PM, Surveyor #5, the
Chief Nursing Officer (Staff #506), and a
Registered Nurse (Staff #507) reviewed all
medications available for removal from the
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L1375 | Continued From page 68 L1375

automated drug dispensing cabinet (ADC) and
compared those medications to both the list
provided to the surveyor and to a list posted on
the wall behind the ADC. Surveyor #5 observed -
the ADC contained 16 additional medications
available for removal that were not on the list
provided to the surveyor. The additional drugs
included:

a. Alprazolam 0.5 mg tablet (a controlled
maedication used to treat anxiety}

b. Clonazepam 0.5 mg tablet (a medication used
to prevent and control seizures)

¢. Clonazepam 1.0 mg tablet

d. Haldol 1 mg tablet {an antipsychotic medication
used to treat psychotic disorders)

. Haldol By tablet
f. Ibuprofen 400 mg tablet

g. Losartan 25 mg tablet (a medication used to
treat high blood pressure and to help protect the
kidneys from damage due to diabetes)

h. Seroquel 50 mg tablet (an anti-psychotic
medication used to treat mental and mood
disorders)

i, Temazepam 50 mg tablet {a benzodiazepine
medication used o treat insomnia)

j. Temazepam 30 mg tablet

k Tramadot 50 mg tablet {2 narcotic-like pain
reliever used to treat moderate fo severe pain in
aduits)
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1.1375{ Continued From page 69 L1375

|. Trazadone 100 mg tablet (an antidepressant
medication)

m. Ziprasidone 50 mg tablet {an atypical
antipsychotic used to treat mentat and mood
disorders)

n. Ziprasidone 100 mg tablet
o. Ziprasidone 20 mg tablet

p. Zolpidem 10 mg tablet {a sedative tsed to treat
insomnia)

3. Af the time of the observation, Staff #507
confirmed the observation and verified that she
could remove all 16 medications from the ADC
without first obtaining a physician order.

4, On 09/27/19 at 1:00 PM, the Chief Nursing
Officer {Staff #506) confirmed that the hospital
did not have an Override Medication Policy that
defined the medications approved for override
and that the Override List provided to the
surveyor had not received approval from the
hospital's Pharmacy and Therapeutics
committes.

L1380 322-210.3F PROCEDURES-AUTHENTICATE L1390

WAC 246-322-210 Pharmacy and
Medication Services. The licensee
shall: (3) Develop and implement
procedures for prescribing, storing,
and administering medications
according to state and federal laws
and rules, including:; (f)
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Authenticating verbal and telephone

orders by prescriber in a timely

manner, not to exceed forty-eight

hours for inpatients,

This Washington Administrative Code is not met
as evidenced by:

Based on document review and review of the
hospital's medical staff rules and regulations, the
hospital failed to ensure that healthcare providers
authenticated orders for care and treatment of
patients according to the hospital's medicat staff
rules and regulations.

Failure to write and authenticate orders for
medications and treatment risks provision of
incorrect and/or inadeguate patient care.

Findings included:

1. Document review of the hospital's policy titled,
"Madical Staff Rules and Regulations," policy
number 5612049, approved 03/19, showed that
all orders must be authenticated, dated, and
timed by the Physician or Allied Health
Professional issuing the order. The attending
Physician will co-sign, as soon as possible and in
accordance with hospitaf poficy. All verbal orders
will be read back to the provider and so noted in
the medical record. The ordering provider will
authenticate all verbal within the state-specified
time frame.

Decument review of the hospital's policy titled,
“Provider Crders,” policy number 5253244,
approved 03/19, showed that the physician would
sign written orders within 48 hours.

2, On 09/23/19 at 12:54 PM, Surveyor #5, a
Registered Nurse (Staff #512), and the Director
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L1390} Continued From page 71 ' L1390
of Ancillary and Outpatient Services (Staff #516)
reviewed the medical record for Patient #517 who
was admitted on 08/27/19. The review showed
that provider had not authenticated their
telephone orders within 48 hours on the following
dates and times:

a. 08/28/19 at 1:43 PM

b. 08/29/19 no time

c. 08/30/19 at 10:50 AM

d. 08/31/19 at 11:10 AM

e. 09/02/19 no time

f. 09/02/19 at 2: 11 PM

g. 02/02/19 no time

h. 09/03/19 at 2:16 PM

i. 08/06/19 at 10:24 AM

j. 09/10/19 at 2:15 PM

k. 09/10/19 at 4:50 PM

I. 09/11/19 at 3:50 PM

3. On 09/25/19 at 9:20 AM, Surveyor #3 reviewed
the medical records of five patients who were
placed in seclusion or restraint during their
hospital stay (a period of 03/19 to 08/19). The
review showed the that the provider had not
authenticated telephone orders given to the

nursing staff for restraint or seclusion for
Patient's #3086, #307, #308, #3089, and #310.
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4. 0n 10/01/19 at 8:15 AM, Surveyor #3 reviewed
the medical record of Patient #311 who was
admitted on 03/15/19. The review showed that
the provider had not authenticated telephone
orders given to the nursing staff on admission
given for Admission Medication
Recondiliation/Admission Medication Orders and
the Subcutansous and Correctional (Sliding
Scale) Insulin Orders.

L1395 322-210.3G PROCEDURES-USE OF MEDS L1385

WAC 246-322-210 Pharmacy and
Medication Services. The licensee
shall; (3} Develop and implement
procedures for prescribing, storing,
and administering medications
according to state and federal laws
and rutes, including: (g) Use of
medications and drugs owned by the
patient but not dispensed by the
hospital pharmacy, including: (i)
Specific written orders; (ii)
Identification and administration of
drug; (i} Handling, storage and
control; (iv) Disposition; and (v)
Pharmacist and physician inspection
and approval prior to patient use to
ensure proper identification, lack

of deterioration, and consistency with
current medication profile;

This Washington Administrative Code is not met
as evidenced by:

Based on observation, interview, and review of
hospital policy and procedure, the hospital failed
to ensure that a pharmacist verified
patient-owned medications to identify and verify
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11395} Continued From page 73 L1388

integrity of the medication for @ of 9 patients with
patient-owned medications {Patient #301, #2302,
#303, #304, #506, #507, #508, #509, and #510).

Failure to verify patient medication brought from
home puts patients at risk of harm or death from
maedication errors.

Findings inciuded:

1. Document review of the hospital's policy and
procedure titled, "Administration of Own/Personal
Medications," policy number 4890035, approved
05/18, showed that medications brought to the
hospital by the patient will not be administered
until a pharmacist identifies the medication,
verifies its integrity via visual inspection, and adds
a label that includes the patient's name, one other
identifier, and the patient location. The
pharmacist will attach a supplemental label to the
container to verify that the medication is approved
for administration, During hours when the
Pharmacy is closed, the attending physician,
another responsible practitioner, or Nurse
Supervisor may make the approval.

Document review of the hospital's policy and
pracedure titled, "Medical Staff Rules and
Regulations,” PolicyStatlD # 5612049, approved
03/19, showed that the attending physician may
ordsr a home medication to be used; however, it
must be verified by the pharmacy according to
the hospital policy.

2. On 09/23/18 at 12:30 PM, Surveyor #3
inspected the "Meadows" inpatient nursing unit
medication room with the Director of Nursing
(Staff #301). The observation showed the
following non-verified patient-owned medications
stored in the Pyxis (automated medication
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dispensing machine) cabinet:

a. Olanzapine ODT 20 mg tablets in a pharmacy
biister package card with a non-hospital
prascription label for Patient #301.

b. Fluphenazine 1 mg tablets in a non-hospital
pharmacy blister package card with a prescription
label for Patient #301.

¢. Eliquis 5 mg tablets in a non-hospital pharmacy
blister package card with a prescription iabel for
Patient #301.

d. Fluphenazine 1 mg tablets in a bottle with a
non-hospital prescription label for Patient #301.

e. Latuda 80 mg tablets in a bottie with a
non-hospital prescription label for Patient #302.

f. Advair Diskus inhaler with a non-hospital
prescription label for Patient #303

g. Proair HFA inhaler with a non-hospital
prescription label for Patient #303.

3. On 09/23/19 at 1:00 PM, Surveyor #3
interviswed a registered nurse ( Staff #302) about
patient-owned medications. Staff #302 stated that
patient-owned medications could be administered
if the provider writes an order authorizing their
usage. Nursing or Pharmacy staff visually verified
patient-owned medications and placed them in
the Pyxis machine. Surveyor #3 asked the nurse
if they require any supplemental label or marking
to document visual verification. Staff #302 stated
that they did not, but explained patient-owned
medications may only be placed in the Pyxis
storage cabinet if there has been a visual
verification.
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4. On 09/24/19 at 11:00 AM, Surveyor #3
inspected the "Sunrise” inpatient nursing unit with
Staff #301. The observation showed the following
non-verified patient-owned medications stored in
the Pyxis {automated medication dispensing
machine} cabinet:

a, Atazanavir 30 mg capsules in a bottle with a
non-hospital prescription label for Patient #304

b. Ritonavir 100mg tablets in a bottle with a
non-hospital prescriplion labe! for Patient #304.

¢. Emtricitabine 200 mg and Tenofovir 300mg
tablets with a non-hospital prescription label for
Patient #304,

5. On 09/24/19 at 11:20 AM, Surveyor #5 and a
Registered Nurse (RN) (Staff #508) inspected the
Automated Medication Dispensing Cabinet
located in the inpatient Cedar Unit. The
observation showed 8 patient-owned medications
belonging to 5 patients (Patient #5086, #507, #508,
#5009, and #510) that did not contain a hospital
pharmacy label or evidence of verification by a
pharmacist prior to administration to the patient.

6. At the time of the observation, Surveyor #5
asked Staff #505 to describe the hospital policy
for verifying patient-owned medications. Staff
#505 stated that she did not know.

7.0n 09/2419 at 11:58 AM, Surveyor #5
interviewed the hospitai's Director of Pharmacy
{Staff #503) ahout pharmacy verification of
patient-owned medications. Staff #503 stated that
he checked every patient-owned medication.
Surveyor #5 asked Staff #503 about the
unverified medications located on the Cedars Unit
State Form 2667

STATE FORM 6592 3WBLH If continuation sheet 76 of 87




PRINTED: 10/24/2019

FORM APPROVED
State of Washingten
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: . . COMPLETED
A. BUIEDING:
013220 B. WING 10/01/201%
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2805 NE 129TH ST
RAINIER SPRINGS
VANCOUVER, WA 98686
X4 ID SUMMARY STATEMENT OF DEFICIENCIES [[n]) PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)}

L1395 Continued From page 76 L1385

drug-dispensing machine. Staff #503 stated that
he checked patient-owned medications but that it
was a "work in progress” and that he was not
"100% at checking."

L1400 322-210.3H PROCED-MEDS IN PATIENT L1400
AREAS

WAC 246-322-210 Pharmacy and
Medication Services. The licensee
shall: (3) Devetop and implement
procedures for prescribing, storing,
and administering medications
according to state and federal laws
and rules, including: (h} Maintaining
drugs in patient care areas of the
hospital including: (i} Hospital
pharmacist or consulting pharmacist
responsibility; (fi) L.egible

labeling with generic and/or trade
name and strength as required by
federal and state laws, (i) Access
only by staff authorized access under
hospital policy; (iv) Storage under
appropriate conditions specified by
the hospital pharmacist or consulting
pharmacist, including provisions for.
{A) Storing medicines, poisons, and
other drugs in a specifically
designated, well-illuminated, secure
space; {B) Separating internal and
external stock drugs,; and (C) Storing
Schedule Il drugs in a separate locked
drawer, compartment, cabinet, or
safe,

This Washington Administrative Coda is not met
as evidenced by:
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Based on cbhservation, interview, document
review, and review of the hospital's Pharmacy
and Therapeutics and Quality Programs, the
hospital failed to accurately perform monthly unit
inspections (ltem #1) and failed to ensure
appropriate labeling for medications dispensed as
unit doses {ltem #2).

Failure to perform monthly unit inspections and
ensure appropriate medication labeling risks
harm from palients receiving medication errors.

Findings included:
ltem #1- Unit Inspections

Reference: WAC 246-873-080 (1) (b} Amonthly
inspection of all nursing care units or other areas
of the hospital where madications are dispensed,
administered or stored. Inspection reports shall
be maintained for one year.

1. On 09/24/19 at 11:20 AM, Surveyor #5 and a
Registered Nurse (RN} {Staff #505) inspected the
Automated Medication Dispensing Cabinet
located in the inpatient Cedar Unit, Surveyor #5
observed 8 patient-owned medications belonging
to & patients (Patient #5086, #507, #508, #5009,
and #510) that did not contain a hospital
pharmacy label or show they had been verified by
a pharmacist prior to administration to the patient
as a patient-owned medication. Surveyor #5
asked Staff #505 to describe the hospital policy
for verification of patient-owned medications.
Staff #505 stated that she did not know,

2. On 09/24/19 at 11:58 AM, Surveyor #5
interviewed the hospital's Director of Pharmacy
(Staff #503) about pharmacy verificaticn of
patient-owned medications. Staff #503 stated that
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he checked every patient-owned medication.
Surveyor #5 then asked Staff #503 about the
unverified medications located on the Cedars and
Meadow Units. Staff #503 stated that it was a
"work in progress” and that he was not "100% at
checking."

3. On 09/26/19 at 9:50 AM, Surveyor #5 and the
Pharmacy Director (Staff #503} inspected the
hospital's Nursing Care Unit inspection reports,
located in the main pharmacy. The inspection
reports for all 3 inpatient units from 11/18 to
current {a period of 11 months} contained
documentation to indicate that the pharmacist
checked to ensure that a patient-owned
medication was clearly labeled, verified, and
within date, Surveyor #5 asked if staff correctly
completed the unit's inspection logs, as the
surveyor had already observed on the inpatient
units, that pharmacy verification of medication
prior to administration to the patient was not the
hospital's current process. Staff #503 stated that
they were, but that he was not 100% compliant
with completion of the verification. He was notl
able to answer wiy the documentation on the
Unit inspection reports showed 100%
compliance.

item #2- Misbranding of Repackaged Medication

Reference: 21 US Code §352 Misbranded drugs
and devices: A drug or device shall be deemed to
be misbranded-(a) Faise or misleading label ...
{g) Representations as recognized drug; packing
and labeling; inconsistent requirements for
designation of drug {i) Drug; misleading
container; imitation; offer for sale under another
name

WAC 246-873-080(5) (a} (5} Labeling: (a}
State Form 2567
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Inpatient. All drug containers in the hospital sha
be labeled clearly, legibly and adequately to show
the drug's name {generic and/or trade) and
strength when applicable. Accessory or
cautionary statements and the expiration date
shall be appfied to containers as appropriate.

1. On 09/24/19 at 11:50 AM, Surveyor #5
observed pharmacy re-packaged unit-dose
medications containing both the generic and
trade names of the product. Bulk bottles in the
bins with the unit-dose medications showed
generic medications, The observation showed:

a. Unit-dosed medication labeled as both
Estradiol and Estrace 0.5 mg tablet. The
corresponding bottle located with the medication
contained the generic Estradiol.

b. Unit-dosed medication labeled as both
Prazosin HCL and Minipress 1 mg capsule. The
corresponding bottle located with the medication
contained the generic Prazosin HCL.

¢. Unit-dosed medication labeled as both
Prazesin HCL and Minipress 1 mg capsule. The
corresponding bottle located with the medication
contained the generic Prazosin HCL.

d. Unit-dosed medication labeled as both
Metoprolol Succinate and Toprol XL 50 mg tablet.
The corresponding hottle located with the
medication contained the generic Metoprolol
Succinate.

2. At the time of the observation, Staff #503
stated that the hospital only purchased generic
drugs and that it was easier for the nurses to
have both the generic and a trade name. He
stated that he was unaware that he could not use
State Form 2567
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hoth the generic and the trade name when
repackaging medications.

L1410 322-210.3) PROCEDURES-OUTDATED MEDS L1410

WAC 246-322-210 Pharmacy and
Medication Services. The licensee
shali: (3) Develop and implement
procedures for prescribing, storing,
and administering medications
according to state and federal laws
and rules, including: (j) Prohibiting
the administration of outdated or
deteriorated drugs, as indicated by
label;

This Washingten Administrative Code is not met
as evidenced by:

Based on observation and interview, the hospital
failed to ensure that staff labeled patient inhalers
with the beyond use dale after removing the
medication from the foil packaging, as directed by
the manufacturer for 3 of 3 inhaled medications
observed.

Failure to ensure that staff label inhaled
medications with an expiration date risks that
expired medications are available for patient
administration and creates a risk of harm to the
patient.

References.

GlaxoSmithKline, Advair HFA package insert,
01/09: Safely discard ADVAIR HFA 12 months
after you remove it from the foil pouch, or after
the dose indicator reads "0," whichever comes
first.
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GlaxoSmithKline, Ventolin HFA {Albuterol Sulfate
Inhalation Aerosol) package insert, 2017: Throw
the inrhaler away when the counter reads 000 or
12 months after you opened the foil pouch,
whichever comes first.

Findings included:

1. On 09/24/19 at 11:20 AM, Surveyor #5 and a
Registered Nurse (Staff #505) inspected the
patient-owned medication section of the
automated drug dispensing cabinet. The
observation showed 2 opened albuterol inhalers
and 1 opened Advair inhaler that did not contain
the beyond use date (BUD) as directed on the
drug labels.

2. At the time of the observation, Staff #505
verified the finding and stated that nursing is
responsible to put a date on the inhalers when
opened.

L1485 322-230,1 FOOD SERVICE REGS L1485

WAC 246-322-230 Food and Dietary

Services. The licensee shall: {1}

Comply with chapters 246-215 and

248-217 WAC, food service;

This Washington Administrative Code is not met
as evidenced by:

Based on observation, interview and decument
review, the hospital failed to ensure that dietary
staff members maintained compliance with the
Washington State Retail Food Code (Washington
Administrative Code (WAC) 246-215.
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Failure to maintain compliance with the
Washington State Retail Food Code puts
patients, visitors and staff at risk of harm from
food-borne illness.

Findings included:

1. Document review of the hospital's policy titled,
"Dietary Services- Health and Hygiene
Standards,” last reviewed 09/19, showed that
employees shall thoroughly wash hands and the
exposed portions of their arms with soap and
warm water during work, as often as necessary lo
keep them clean.

2, On 09/24/19 at 10:15 AM, Surveyor #4
observed a member of the dietary staff (Staff
#408) as he carried out multiple tasks in the
kitchen, including food preparation and stocking
of incoming products. The observation showed
that the staff member failed to change gloves and
perform hand hygiene between tasks.

Reference: WAC 246-215-02310 (6)

3. On 09/24/19 at 10:00 AM, Surveyor #4 toured
the hospital kitchen. While inspecting the walk-in
refrigerator, the surveyor observed several
cooked items including turkey filets and meat
chili. The observation showed that the cooked
items were in the walk-in refrigerator cooling in
pans greater than 2 inches deep.

4. At the time of the observation, the Surveyor
asked Staff #406 if she had a cooling log to
document that the items cooling in the pans had
reached an internal temperature of 41 degrees
Fahrenheit or less within six hours of placement
in the walk-in, since the items were in pans of
greater than two inches of depth. Staff #4068
State Form 2567
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stated that she did not maintain a cooling log for
the items.

Reference: WAC 248-215-03515

115200 322-230.2G FOOD SERVICE-DIET MANUAL L1520

WAC 246-322-230 Food and Dietary
Services, The licensee shall: (2)
Designate an individual responsibte
for managing and supervising
dietary/food services twenty-four
hours per day, including: (g)
Maintaining a current diet manual,
approved in writing by the dietitian
and medical staff, for use in planning
and preparing therapeutic diets;

This Washington Administrative Code is not met
as evidenced by:

Based on interview, the psychiatric hospital failed
ta provide a current therapeutic diet manual to
clinical and focd service staff that had been
approved by the dietician and physicians,

Failure to provide a current therapeutic diet
manual to staff in order to guide patient nutritional
services puts patients at risk of harm from
improper or substandard diets.

Findings included:

On 9/24/19 at 10:00 AM, Surveyor #4 interviewed
the Dietary Manager (Staff #4086} and requested
to see the current therapeutic dist manual. Staff
#406 stated she did not have a therapeutic diet
manual for the hospital and had received patient
menus from another hospital in the hospital's
corporate system.
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WAC 246-322-230 Food and Dietary
Services, The licensee shall: (2}
Designate an individual responsible
for -

managing and supervising dietary/food
services twenty-four hours per day,
including: (h} Ensuring all menus: (i)
Are written at least one week in
advance; (i) Indicate the date, day

of week, month and year; (ili) Include
all foods and snacks served that
contribute to nutritional

requirements; {iv) Provide a variety

of foods; (v} Are approved in writing
by the dietitian; (vi) Are posted in a
location easily accessible to all
patients; and (vii) Are retained for

one year,

This Washington Administrative Code is not met
as evidenced by:

Based on document review and interview, the
hospital failed to ensure that patient menus were
identified by year, and contained ali foods,
including snacks, that contributed lo the patients’
nutritional requirements.

Faiiure to provide patient menus identified with
camplete dates {including year} and contain all
nutritional information puts patients at risk of
harm from inadequate nutrition,

Findings included.

1. Document review of the hospital's weekly
menus for patients showed that they reflected the
menth and day, but not the relevant year, as
required by the State of Washington
Administrative Code.
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2. On 09/24/19 at 9:50 AM, Surveyor #4
interviewed the Dietary Manager {Staff #406)
about menu creation for the hospital's patients.
Staff #406 stated that she received menus from
another hospital in the hospital's corporate
system, as the pravious dietary manager failed to
provide them. She also stated she was unaware
that menus needed to have full dates, including
the year, and that alf patient snack options that
contribute to the patients' total nutritional
requirements have to be listed as part of the
patient menu.

L1565) 322-240.4A LAUNDRY-WATER TEMPERATURE L1565

WAC 246-322-240 Laundry. The licensee

shall provide: (4) When laundry is

washed on the premises: (a) An

adequate water supply and a minimum

water temperature of 140 F in washing
machines;

This Washington Administrative Code is not met
as avidenced by:

Based on observation and interview, the hospital
failed to maintain the water temperature in
washing machines used for patient faundry ata
minimum temperature of 140 degrees Fahrenheit
as required by the Washington Administrative
Code for this facility type.

Failure to maintain an adequate hot water
temperature for patient clothing puts patients at
risk of harm from unsanitary, unclean clothes.

Findings included:

1. On 09/23/19 between 11:30 AM and 1,15 PM,
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Surveyor #4 toured the Cedars and Meadow units
of the hospital. The observation showed that
patients do their own laundry in designated
faundry rooms in each unit.

2. On 0972519 at 9:50 AM, Surveyor #4
interviewed the Facilittes Manager (Staff #404)
about the water temperature used for the washing
machines in the patient units. The surveyor asked
if the machines used a booster or some other
means to ensure that the water temperature
reached 140 degrees Fahrenheit. Staff #404
stated that the hot water temperature in the
machines was the same as for patient care area
sinks.
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5000 Injtial Comments

| This report is the result of an upannounced Fire
: and Life Safety survey conducted at Rainier
Springs on 09/23/2019-09/25/2019 by a
representative of the Washington State Patrol,
Fire Protection Bureau. The survey was
{ conducted in concert with the Washington State
| Department of Health.
* The facility has a total of 72 beds and at the time
of this survey the census was 51.
The existing section of the 2012 Life Safety Code
: was used in accordance with 42 CFR 482.41.
The facility is a single story type 2B construction
* with exits to grade. The facility is protected by a
Type 13 fire sprinkler system throughout and an
automatic fire alarm system with corridor smoke
delection. All exits are to grade with paved exit
¢ discharges to the public way.
| The facility s not in substantial compliance with
! the 2012 Life Safely Code as adopted by the
Centers for Medicare & Medicaid Services.
The surveyor was:
Nicholas D. Wolden
1823 Baker Way Kelso, WA
{360) 852-0966
38231
Deputy State Fire Marshal

§ 291 NFPA 101 Emergency Lighting

Emergency Lighting

Emergency lighting of at least 1-1/2-hour duration
is provided

automatically in accordance with 7.9.

18.2.9.1, 19.2.9.1

This STANDARD is not met as evidenced by:
| Based upon observations and staff interviews on
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8§ 291 | Continued From page 1 5291
09/24/2019 between approximately 0800 to 1500
hours the facility has failed to maintain records of
testing for the emergency battery backup lighting.
This could result in the faillure of the battery
powered backup lighting in the event of a power
outage and render the means of egress dark.
This could result in tripping and fall injuries to
patients, staff and/or visitors.
The findings include, but are not limited to:
The facility failed to provide documentation of
emergancy light testing from December 2018-July
2019. The facility states that they will start testing
the emergency lighting again.
The above was discussed and acknowledged by
the facility staff.
§ 324/ NFPA 101 Cocking Facilities 5324

Cooking Facifities

Cooking equipment is protected in
accordance with NFFPA 86,

Standard for Ventilation Control and Fire
Protection of

Coemmercial Cooking Operations, unless:

* residential cooking equipment (i.e., small
appliances such as

microwaves, hot plates, toasters) are used
for food warming or

limited cooking in accordance with 18.3.2.5.2,
19.3.2.5.2

* cooking facilities open to the corridor in
smoke

compartments with 30 or fewer patients
comply with the

conditions under 18.3.2.5.3, 18.3.2.5.3, or

. * cooking facilities in smoke compartments

with 30 or fewer

patients comply with conditions under
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18.3.2.5.4, 19.3.2.54.

Cooking facilities protected accerding to
NFPA 96 per 9.2.3

are not required to be enclosed as hazardous
areas, but shall

not be open to the corridor.

18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1
through 19.3.2.5.5,

9.2.3, TIA12-2

This STANDARD is not met as evidenced by:
Based upon record review and staff interviews on
09/24/2019 between approximately 0800 to 1500
hours the facility has failed to maintenance of the
hood and duct fire suppression equipment
protecting the commercial cooking equipment.
This could result in the failure of the system to
operate praperly which would endanger the
patients, staff and/or visitors within the facility.

The findings include:

The facility failed to provide a heat survey for the
Ansul R102 type one hood system. Fusible links
were found to be 5 (360 degree) and 1 (450
degree) link. The facility provided me with a
current 6 month inspection report for hood
system.

The above was discussed and acknowledged by
the facility staff.

NFPA 101 Maintenance, Inspection, and Testing -
Doors

Maintenance, Inspection & Testing - Doors

Fire doors assemblies are inspected and tested
annually in accordance with NFPA 80, Standard
for Fire Doors and Other Opening Protectives.
Non-rated doars, including corridor doors to

5324

S 761
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Continued From page 3

patient rcoms and smoke barrier doars, are
routinely inspected as part of the facility
maintenance program. .
Individuals performing the door inspections and
testing possess knowledge, training or
experience that demonstrates ability.

Written records of inspection and testing are
maintained and are available for review.

19.7.6, 8.3.3.1 {LSC)

5.2, 5.2.3 (2010 NFPA 80)

This STANDARD is not met as evidenced by:
Based on observation and staff interview on
09/24/2019 between approximately 0800 to 1500
hours the facility has failed to maintain openings
in fire and smoke rated walls. This could lead to
the rapid spread of fire and smoke throughout the
facility endangering patients, staff, and visitors.

The findings include, but are not limited to:

The facility failed to conduct annuat fire door
inspections. The facility states that they have the
annual fire door inspection scheduled for October
2, 2019.

The above was discussed and acknowledged by
the facility staff.

NFPA 101 Electrical Systems Maintenance and
Testing

Electrical Systems - Maintenance and Testing

Hospital-grade receptacles at patient bed
locations and where

deep sedation or general anesthesia is
administered, are tested

after initial installation, replacement or
servicing. Additional

5761

5914
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S 914 | Continued From page 4 S 914

testing is performed at intervals defined by
documented

performance data. Receptacles not listed as
hospital-grade at

these locations are tested at intervals not
exceeding 12 months.

Line isolation monitors (LIM), if installed, are
tested at

intervals of less than or equal to 1 month by
aciuating the LIM

test switch per 6.3.2.6.3.6, which activates
both visual and

audible atarm. For LIM circuits with
automated selftesting,

this manual test is performed at intervals less
than or equal to

12 months. LIM circuits are tested per
6.3.3.3.2 after any

repair or renovation to the electric distribution
system.

Records are maintained of required tests and
assaciated

repairs or modifications, containing date,
room or area tested,

and restilts.

6.3.4 (NFPA 99)

This STANDARD is not met as evidenced by:
Based on observation and staff interview on
09/24/2019 between approximately 0900 to 1500
hours the facility failed to keep records or conduct
maintenance on their hospital grade receptacles.
This could cause an increased risk of fire due to
the non-maintenance of the electrical system and
endanger patients, staff, and visitors.

The findings include:
State Form 2567
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§ 914 Continued From page b 5914
Facility failled to provide documenation of
electrical receptials. EOC manager states that he
was unaware of the requirements.
NFPA 99, 2012 6.3.4.1 Maintenance and Testing
of Electrical System.
6.3.4.1.1 Where hospital-grade receptacles are
required at patient
bed locations and in locations where deep
sedation or generat
anesthesia is administered, testing shall be
performed after
initial installation, replacement, or servicing of the
device.
6.3.4.1.2 Additional testing of receptacies in
patient care
rooms shall be performed at intervals defined by
documented
performance data.
The above was discussed and acknowledged by
the facility staff.
S 920, NFPA 101 Electrical Equipment Power Cords 5920

and Extens

Electrical Equipment - Power Cords and
Extension Cords

Power strips in a patient care vicinity are only
used for

components of maovable patient-care-related
electrical

equipment (PCREE) assembles that have been
assembled by

qualified personnel and meet the conditions of
10.2.3.6.

Power strips in the patient care vicinity may not
be used for

State Form 2567
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non-PCREE (e.g., personal electronics), except
in long-term

care resident rooms that do not use PCREE.
Power strips for

PCREE meet UL 1363A or UL 60601-1. Power
strips for

nan-PCREE in the patient care rooms (outside of
vicinity)

meet UL 1363. In non-pattent care rooms, power
strips meet

other UL standards. All power strips are used
with general

precautions. Extension cords are not used as a
substitute for

fixed wiring of a structure. Extension cords used
temperarily

are removed immediately upon completion of the
purpose for

which it was installed and meets the conditions of
10.2.4,

10.2.3.6 (NFPA 89), 10.2.4 (NFPA 99), 400-8
{(NFPA70),

580.3(D) (NFPA 70}, TIA12-5

This STANDARD is not met as evidenced by:
Based on observation and staff inferview on
09/24/2019 between approximately 0800 to 1500
fhours the facility failed to restrict the use of
extension cords and non-approved power strips
in their facility. This could endanger patients,
staff, and visitors in the facility due to the
increased fire risk.

The findings include:

Keurig found to plugged into a powerstrip in
assessment area. Removed during inspection
Extension cord found in room 157 being used
Stale Form 2567
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permanent wiring, Removed during inspection

The above was discussed and acknowledged by
the facility staff.

S 926) NFPA 101 Gas Equipment Qualifications and 5926
Training

Gas Equipment - Qualifications and Training of
Personnel

Personnel concernad with the application,
maintenance and

handling of medical gases and cylinders are
frained on the

risk. Facilities provide continuing education,
including safety

guidelines and usage requirements.
Equipment is serviced only

by personnet trained in the maintenance and
operation of

equipment.

11.5.2.1 (NFPA 89)

This STANDARD is not met as evidenced by:
Based on observation and staff interview
09/24/2019 between approximately 0800 to 1500
hours the facility has failed to provide
documentation of personnel concerned with the
application, maintenance, and handling of
medical gases and cylinders that are trained on
the risk and provide continuing education. Failure
to provide training and continuing education on
the safe handling and use of gasas and cylinders
could place patients, visitors, and staff at risk of
oxygen malfuncfions.

State Form 2567
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The findings inclide:
The facility failed to provide documentation that

personnel that handle medical gases received
continuing education.,

The above was discussed and acknowledged by
the facility staff.

State Form 2567
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Ralnler Springs DOH Plan of Correction
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Y 23|17

1

DOH |Standard Cived [ Action Plan and prevantion of recurrence Procass [Education/Training} Monltoring und Tracking Samgle Size Audit. Target for Compliance  {Out of Lompliance Follow up Recponsible ParsoniDaty
322.030.3A HR wiIl 2nsure that 2 Wathington State patrof criminal |HR manper wil be educeted 1o conduct Washington State 100% of rew employees will be nudited by HR {1003 of hew Numarator: Employeas with 50% or greater Noncompllant items will be reviewead in Andrea 10/28/19
BACKGROUND {history background wilt be completed prior to starting | patrol criminal hlstory backpround on all new employees prior | for thelr WashIngton State patrol criminal employeas WATCH completed quality with a documented plan of action for] Chepkwony,

STAFF s 1o starting employment. history background for the next 120 days. Denomlnater: ¥ of employees Improvement by responsible director, Manager of HR
322.035.1C 1, Nursez will document sny change of condition when |1, Nurses will ke educated on how to decument when a 1. DON will sudit 200% transfers cach month | 100% of charts {upto | Numerator: # of charts with follow 80% or greater Noncompllant Items will be reviewed [n Coreline Roth, 10/25/19
POLICIES - a patlent s transferred to a higher level of care. Nurses |patlent has a chenge of condition or patient returns from for 8 months o ensure 90% compllance or 10 charts) for patlents |up/ quallty with a documented plan of actlan far| Directar of Nursing
TREATMENT  |will also document o re-assessment of patients after | higher level of tarc and needs re-assessment. Education greater, whe transferred toa | Denominator: ¥ of sample sfze {10 improvement hy rasponsible directsr,
they retum to our hospltal from a higher level of tare, | started on 10/25/19 and will continue In shift huddle untit higher level of care and |charts)
House supervisors will audit 100% of charts for patlents | every working nurse has read and sighed the protocal by wheil 3 patient returns
who transferred 1o a higher level of care and when 2 11/14/15. from a higher level of
patient returns from a higher level of care to ensure care to ensure proper
proper documentation, decumentatien,
322035.1C 2. Nurses will document and notify provider ragarding {2, Nurses wil| be reseducated on pollcy #5382582 Vitaislgns |2, House Supervisors, charge nurses, and/or [ 10 charts {or # of Numerator: Followed up on vital as 0% or greater Noncomphiant ftems will be reviewed In Carolihe Rath, 10/25/1%
POLICIES - any vital signs that are out of the admizzion order and weight". Education started on 10/23/19 and will continue }DON will audit afl vital signs and orders per [orders that indigate ordered quality with & documented plan of action for} Director of Nursing
TREATMENT | parameters. In shift huddle until every working nurse has read ond signed | shift to ensure compliance on proper foliow-  fneed for fallow up) Denominator: 10 charts audited Impravement by respansible director,
the protocol by 11/14/19, They will elso be educated on up of vite! zlgns and documentatlon of
ensuring they are following providers orders with regard to natlfying the provider of abnomal findings as
vital 2igns. ordered for next 4 months '
322,035.3C 3, Nurses wi! follow safe medication practices. 3. Nurses will be re-educated on safe medication 3. House Supervisors/Charge Nurses/Dlrector {5 medication dispenses | Numerator: Sefe medicatlon 90% er greater Noncompllent items will be reviewed In Ceroline Rath, 10725719
POLICIES administration, education started on 10/24/19 and will of Nursing will audit 5 staff medications weckly dlspense guaiity with a docutmented plan of action for{Direttor of Nursity
TREATMENT continug in shift huddle untl every working nurse hos read dizpanzot waekly to ensure safe medication Denominator: 5 observetion Improvement by responsible director,
and slpned the pratocol by 11/14/18. administration was completed 4 manths.
322.035,1C 4. Nursas will inltiate paln assessment, and pain 4, Nurses will be re-educated on paln assessments and 4., House Supervisors/Charge Nurses/Director 15 charts dally Numerator: Pain assessments and H0% or greater Noncompliant ltems will be reviewed In Caroline Rath, 10/25/18
POLICIES - resssessment. reassassment, Education started on 10/24/1% and will af Nursing will audit 5 charts a gay to ensure : re-assessment has compliant quality with a documented plan of actlon for| Director of Nursing
TREATMENT continue In shift huddie until every working nurse has rend paln assessmant ang Fe-pasessment documentation Improvement by responsible director,
and signed tha protocol by $11/14/19. compHance for § months. Denominater: 5 Charts
322.,035.1¢ 5. Nurses will be re-educated on plucose monftoring and 5. House Supervisors/Charge Nurses/Director | 100% of dlabetlc Numerator: Compllance with 0% or preater Noncompliant kems will be reviewed In Carollne Rath, 10/25/19
POLUICIES - 5. Nurses will monltor and adminlster insulin oz insulin administration/decumentation, of Nursing wilf complete dally audits on 200% | patients provider orders regarding dizbetlc quallty with a documented plan of actlon for| Dfrector of Nursing
TREATMENT  |dlrected by provider orders. of Insulin dependent dlabatic charts dally to patlents Improvement by responsible director.
ensure sompilance for 4 months, Denominator: # of diabetic sts
322,035.1C E. Azsessenent staff will complete 8 medical screening |6, Tralning provided to Assessment staff an 9/3 and 10/24 on |6, EMTALA audit will be conducted weekly for [100% of trensfers to Numerstor: Complalint EMTALA S0% or greater for Noncompilant ltems will be reviewed n Carofine Reth, 10/25/19
POLICIES - within 15 minuets for afl patients whe walk-in and EMTALA as well as appropriate documentation of medicat the next 4 months If a copy of transfer form Isthave EMTALA transfer | Transfers completed from EMTALA transfars quality with a documented pian of action for} Director of Nursing
TREATMENT  |document appropriste outcomes of medical sereening, |screening and maintalning copies of EMTALA Transfar miszed or not copled an attampt to get copy [ paperwork completed, jAzzoszment dosumentation Improvement by responsible diractor,
logs/medical screenings. from sccapting facllity will be done or 100% will also have Cenominatar: Number of transfers completed
documentation that an atiempt wes done, medical screening from Azzeszment
complete 90% or greater for medical
Numeratar: Completed medlcat transfers completed
streeninps for transfers
Denaminater: Number of transfers
from Assessment
222.035.1C 7. When a patlent meets critetla on admission SAQ wilt § 7. Re-Education to clinical staff and RN staff on Sexually Acting |7, The AQC will monitor via rounds or camers | 300% of patlents on Numerator: # of compliant SAQ S0 of greater Noncompliant SAQ orders or assessments | Carollhe Rath, 10/25/13
POUCIES « be docutented on the SBAR. I 2 patlent has sexually | Out (SAQ) Policy ¥ 5005832, S04 check list was reviewed ac review on avery unit 2x weekly for sexumbly SAD precautions will be ipracautions {per pollcy) will resuit In immediate notlfication of Director of Nursing
TREATMENT  |acting out behaviors during thelr stay SAQ pregautions | well, acting out behavior and trace needed SAQ reviewed to ensure; Denaminator: ¥ of patients on SAD physltlan for order and for face to face with
will be ordered, and SAO will be added to treatment precautions. 100% of patlents on SAQ *startor stop arder  |precautions physiclan within 24 hourz.
plan by clinlcal staff or AN. SAD precautions will be re- precautions wift be audited for the next 4 present
assessed every 24 hours by RN, $A0 check iist will he manths to ensure precoutions were “patlent reassessed
campletad & well, approprietely orderad, were re-pzseszed and [ daily by physician
discontinued per policy
S {322.035.1¢C 8, Each unlt wilf have access to Google Chrome book for| 8, Al clinleal and assezzment staff will be educated on how ta {B. 300% of patients who require Interpreters | 100% of patients who | Numerator; i of patients provided 90% or greater tnstanges of nongempllance will be reviewed | Caroline Rath, 10/25/39
POUCIES - Immediate interpretive services needs. Facility will use Google Chrome books for accessing languape Bine app and | will be avdited. The audit will include when require [nterpretive Interpretive services cally appropriate corrective faliow-up Dlrector of Nursing
TREATMENT  |attempt to secure in person Interpretive services wlll be educated on how to contact the facliitles In person the patient arrlved, when the interpreter was {services Benominatar & of patlents
through facitles contracted services. contracted Itterpreters, contacted, for cach day. The audit witt be requiring services
conducted for the next 4 months,




Rainler Springs DOH Plan of Correction
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DOH | Standard Clied { Actlon Plan and praventlon of recurrenca . | Process [Education/Tralning) Menitoring and Tracking Sample Size - Audit Target for Compliance | Qut of Compllanca Follow up Responsisle Parson|Date
1320 1322.035.18 Diractar of Quallty will ensure the grievance process [s | 1. Hospital staff will educated on the grievance process, 200% of grievances will be monitored via the 100%[ Numeraton: # of grievances 0% o greater Noncompiant ltems will be reviewed In Heather 11/1/19
POLICIES- followed per pollcy. Patients who write 2 prievance will {Rirector of Quality was educnted on the policy and will follow | griavance log for the next 4 months. The audit addressed per policy quallty with a documentad plan of actlon for| Hernandes,
PATIENT get a notice within 15 days which wif include; General Grlevance process as indicated In policy. wifl Indicate date of grievance, date Denomipator; Total number of improvement by responsible directer, Diroctar of Quality
RIGHTS {1} The name of the Hozpita! contact responded, and If all elements were grievances
(2} The steps taken on behalf of the Individial to decumented In response to the grievance,
investigate the complaint
{3} The results of the process
(4] The date of completion of the complaint procesz
(5] The steps to take if dissatisfled with the cutcame
1360 [322.035.1L New slgns up stating “No Smoking within 257" FOC tnanaget ptit sighs up. 100% of uil signs were chenged. 100%| EOC managet witl etisure presence 100% Caofe Iohhson, £0C 10/20/19:
POLICIES - of appropriate signage during Manager
SMOKING monthly environmental rounds
1835 {322.040.4 Governing Board appointed CEO on 10/1/19. CEC will  [CEQ was appelnted by Govemlng Board during a spetlal Governlng Board appointed laff Serveno as 100%| Gaverning Board will comvene and 100% Documented follow wp and action plas by [Jeff Serrana, CEQ o178
ADMIN- participete In CEQ orientation and compeotentles, meating via telephone on 1071719, CEO to Ralnler Springs on 10/1 guring survey. approve new CEO appolntess BOG chalrperson will oecur monthly for
ADMINISTRATO! Adminksteztion department orlentation te Include HR will monitor CEQ HR file to ensure CEQ within 7 deys of first date of hira, noncompllant items.
R notification of Governing Board for all new CEQ via an des have boen leted. Appointment will documented in
Appointment Letter, Competency checklist will be monitored by BOG minutes.
tAdmin|strative assiztant for all new
appalntees,
1495 [322,040.81 1. The facllity's quality program Is Implemented and will | 1, Quality Blrectar will collest monthly data from leadership 1. Quallty councl will monitor data monthly  [Sample slze witl vary as | Numerstor: # of nancomgllant 0% Nongempliant items will be reviewed In Henther 1119
ADMIN RULES- (Include apgregated data regarding Madieation Errars, | members; Quallty councl will analysiz data and datermine through our QAPE program and report Itwill come from the  {ltems quality with o documented plan of action for| Hernandes,
PERFORM Medication Management, Pharmacy and Therapeutics |appropriate actlon plans are In place for all scorecards., P quarterly to Governing Board. Agzregated amount of incident Denominator: # of sample slze Ir by Ible director. ftems | Dlrecter of Quality
EVALS Funetion, Safaty Management, Risk Management, Informatlon Is on sgenda to discuss at every Quallty council drta that is collected will ba measured to reports related to [charts or designated actlon) noncompliant for 3 consecutive months will
i Cantrel, Utilizatlon © Clinlcal meeting. ensure banchmarks are resched of 90% or pattent safety be scored on priatitization grid for P1or task
Loboratory Services, Nursing Serviees, Nutritlonal greater, If benchmarks are not made o new {medication erors, group Mmplementation. Plortask group
Services, Pharmacy Services, Thermpeutic and Dlscharge actlon plan will be made or modified and pathent Infurles etc.} data wil be reviewed menthly by quakity
Planning and enciyze trends and determing if any reassess thelr effectivensss after 90 days. and quarterly In BOG.
process Improvement |s neetled and ensure
benchmarks huve beeh reached,
Le95 |322.040.81 2. The factiity's quality progrem will Include agpregated |2, Quality Director will coltect monthly data from leadership | 2. Quality counct wifl monitor deta monthly | Sample size will Include [Numerator: # of noncompfiant 0% Noncomplant itams will be reviewed in Hesther 11/1/19
ADMIN RULES- |data fram gharmacy, therpy, nursing, E0C, UR, KIM | members; Quality councl| will analysls dota and determine throuph our OAFI program. Appregated dota | 10 chart review of teme quallty with a documanted plan of actlon for| Hernandez,
PERFORM and other arens of hospltal for the Quallty Committae  japproprinte action plans are In place for 2l scorecardz. P that iz collected wiil be meazured to ensure | selected Ind| Al Dy i of ple i improvement by responsible director. [tems | Director of Quality
EVaLS o analyze trends and determine If any process informatlon ls on agenda to discuss at every GQuality councll benchmarks are reached of 90% or preater. If | departments will have [{charts or desipnated action} noncompllant for 3 consecutive months will
Improvement ls needed and ensure benchmarks have  {meeting. Al leadership and departient hoads will be Invelved | bonehmarks are hot made a new action plan |2 minkmum of 4 be stared on priortlzatlon grid for Por task
been reachad. In establishing the QAR program from thelr respective arees, | will be made or modifled and reaszess thelr [ ndicators to taclude group implementation. Plor task group
Durlng next Quallty Improvement Commlttoe leadership staff | effectiveness after 90 days. required and data will be reviewed monthly by guality
will be edutated on policy #6365314 “Orpenlzational Quality | Guallty counch haz P overview on agends and | problematlc measures and guanterly In BOG.
Improvement Plan” snd how the QAP] collects and analyzes  {wiigo over Pl that fall out of compliance or
¢ datat T d to ensure benchmarks are has not reached benchmarks.
reathed; evaluate tha effectiveness of actlons taken or modify
procescos and reazsess thelr effectiveness,
1495 |322.040.81 3. The Director of Quallty with the Quality 3, Quality Director will collect monthly data from leaderzhip | 3. Quality councl! will monitor data monthly | Sampte size will Include | Numerator: # of nancompliant 90% Noncompliant [tems will be revigwed in Heather 11/1/18
ADMIN RULES- |Improvement Committes wifl davelop, manftor and members; Quality councll will anzlysis data and determine through our QAP| program. Aggregated data |z 10 chart review of frams. quality with a documented plan of actlon for| Hernandes,
PERFORM Imptement parformance improvement messures for  |appropriate oction plans are In place for afl starecards, P that i collectad wil bo measured to enslrs  |selected indicators, All [Oenominator: # of sample size Improvement by responsible director. ltems | Director of Quallty
EVALS patient safety and quallty of care and create actlon informatlen is on agenda to disciss at every Guality counct  [benchmarks are reached of 90% or greater. If [ departments will have | {charts or desighated actlon} noncompifant for 2 consecutive months witl
plans needed to address concerns. Meeting mlnuets Meeting. benchmaerks are not made s new actien plan  ta minimum of 4 be scored on prioritization grid for P or task
will be more robust ang include apprepated data that | The Quallty Improvement Committee leadership staff will be  [will be made or modified ond reassess thelr  [indlcators to inglude group Implementation. Ptartask graup
was analyzed ang measured, aducated on polley #6366314 "Organtzational Quafity effectiveness after SO days. required ond data will be reviewed monthly by quatity
Improvement Plan* and how the QAP collects and analyzes | Quallty councll has P overview on apende and | problematic measures and quarterly In BOG.
sppregated data to measUred to ensure benchmarks are will g aver Pt that fall aut of compliance or
reached; evaluate the effectiveness of actlons taken or modify {has net reached benchmarks,
processes and reassoss thelr effectiveness.




Ralnler Springs DOH Plan of Correction
Survey Completed on 16/1/15

DOH |Standard Clted [Action #lap and preventien of recurrance Provess {Education/Training) Monltoring and Tracking . . Sumple Slze Audit ‘Target for Compliance | Out of Compllance Follow up Rezponsible Parson| Bate
[ L435 [3I22.040,81 4, The facifity's quality program 1s Implemented and will | 4. Quality Director will collect monthly data from leadership {4, Quality councll will monltor data monthly  [Sample size will include {Numerator: # of noncompliant 90% Noncompllant items will be reviewsd In Heather 2/1/18
ADMIN RULES- | Includa agaregated data regording all departments and | members; Quallty councl will analysis data and determine through aur QAP pregram. Aggregated data  |a 30 chart revlew of itemns quality with o documented plan of action for{Hernandez,
PERFORM tndlviducls with ciinical privileges including these with | sppropriate action plans are In glace for all scerecards, P thatIs collected will be measured te ensure | selected indlcotors, All {Denominator: # of sample slze Improvement by responsible director, Items | Directar of Quality
EVALS contracted services; such os, Medicetion Management, | Infermation |5 on agenda to discuss atevery Quallty councli  {benchmarks are reached of 30% orgreater. if | departments will have | (charts or deslgnated actlon) noncompliant for 3 consecutive manths will
Pharmacy ahd Safety Menagement, Rlsk Management, |meeting, CEQ, Directer of Quality, Director of Nursing and benchmarks are not made a new action plan  {a minimum of 4 be scored on prioritization arid for Pl or tesk
Infection Control, Utilization Management, Clinlcat Director of Chinlcal Services will complete annual evaluations  {wilt be made or modified and reassess thelr  {indicstors to include group Implementation. Pl or tazk group
Laboratory Services, Nursing Services, Nutrltional for alt dlinical contracts, During next Governing Board effactiveness sfter 50 days, required and data wili be reviewed monthly by quality
Sorvices, Pharmacy Services, Therapeutlc end Discharge | December 3rd, Quality council has Pl overview on agenda and | problematic meazures and quarterly In 806,
Planning and analyze trends and determine if any wiil go aver Pi that fall out of compHlance or
process mprovement |5 needed and ensure has not reached benchmarks. Lindsey Wee,
hanchmarks have been reached. 100% of oil contracts Adminlstratlve Assistant will menitor when
are updated, have thelr ennual or quarterly evaluations elinteel contraets ars due monthly and ensura
completed using Ralnker Springs annual review form the appropriate feadership member conducts.
and will be reviewsd and approved by Governlng Body annual review
at next Governlng Board December 3rd.
7 L505 132205014 Diroctor of Clinleal Services Is hiring more staff to irector of Clinical Services will mect with theraplsts dally for {1, 300% of groups will be menitered te 100% of grougs willbe | Numeratar: Grotps provided 50% iNoncompllant items will be reviewed [n Rebeccn Bradiey 11/1/19
PROVICE adequately provide mental health therapy treatment. | next 4 months to ensure they are able 1o provide 100% of ensUre groups occur with approprlate staff.  (provided. Denarminater: 12 Groups (4 per guality with a decumented plen of action for] Directer of Clhnlcal
PATIENT Intervicws are belig conducted to il any open froups for the next day perregulations. If staffing Is 2. Provislen of care and staffing mode] will he umit} Imprevement by responsible director. Services
SERVICES positions, Director of Clinlcal Services will report to Inadequate for the next day, Dlrector of Clinkca! services will [ reviewsd annually,
g Board 1 with d hospital | call per-dlem staff to provide groups or the Director of Clinleal Numerator: # of staff
statfing model. Services can provide proups. Denaminator: ¥ of appropriate
Therapy staff will provide groups and will be provided | Olrector of Clinleal Services will maet with HR monthly to statf
by trained staff. review any open posltions,
8 L5200 |322.050.2JOB |Dfscharge planning details have been added to All theraplsts will sign new lob description which Includes new | 100% of all therapists shall sign new job 100%]# of tharapiat with revized fob 90% Nar flant [tems vl be din Andrea 11/1/19
DESCRIPTIONS |Theraplst Jok description, Job detalls. dencription. An audlt of all therapist whe description/fit of theraplzt guality with 3 documented plan of actlon forf Chepkwony,
signed new job descrlption wilf be conducted. Improvement by HR director. Manizger of HR
9 L5380 3220504 HR wil enstire that work references are contactad prior| HR manoger will be educated to contact new employess 160% of new employess will be audited by HR 100%{8 of new hire references 90% Noncompllant ltems will be reviewsd |n Andrea 10/28/18
WORK 1o starting employmant, referancaes prior to starting employment for werk referancas for the next 120 doys, contactad/# of new hires quailty with a documented plan of actien for{Chepkwony,
ES Improvament by MR director. Manager af KL
10 1545 [322.050.64 HR will ensure that alt contracted warkers will be HR manager wili be educated on having contracted workers  jContracted employees will be audited by HR 100%|# of contract employees 0% Andren 10/28/19
ORIENTATION- | compietad orlentation prlor to ztarting empley 3 plete orl lon prior to start of empleyment. for orlentation attendance for the next 120 <empleting erientatlon/® of Cheplwony,
ORG days. cantract new hires Marmaget of HR
11 1675 {322.060.1 HR wif ensure that employees that require HIV/AIDs KR manager wil be educated to have all new employees which| 100% of new emplovees which require 100%| # of new kites completing 0% or greater Andrea 10/28/19
HV/AIRS training wili have the training within 30 doys of reqtire HIV/AIDe tralning complets thelr tralning a2 neaded. | HIV/AIDs tratning will be pudited by HR for RIV/AIDS training/t of new hires Cheplwony,
TRAINING employment. HIV/AIDS tralning for the next 120 days Manager of HR
12 L81p [322.120.68 Water temprerature will be sat to 120 EQC manager chanped temperature at time of survey EQC manager to take temperture of water 1x Compliant water temperature 90% or greater Lole ohason, EOGC 11/20/1%
WATER week for next 120 days checks/# of times water Manager
TEMPERATURE temperature checked
13 L3085}322,170.2E Treatment plans wifl be Individualized, define problems, | Clinlcal staff wilf be re-educoted eh treatment plan process | Director of Clinlcal Services will audit 21 charts 121 charts dofly Numerator: Treatment plan 90% or reater Nonsompliant iterms will be reviewed 1n Rebetca Bradley 1174419
TREATMENT have new problems added as needed, and docoment | Including adding new probilems to the treatment plan and Monday through Friday te ensure compliance {course of o, quality with o documented plan of action fori Directer of Clinlcal
PLAN- course of treatment including discharge plan, documenting the course of treatment. documentation |5 appropriete, Individsalized, new problems Improvement by responsible diractor, Services
COMPREHENS added}
Danominator: 21charts
14 111501322.180.10 1. House Superviser wil audit all Restraint/ Secluslon | 1. Providers will be educated on secluslon and restraint ordars | Director of Nursing to audlt 100% of 100%; Numerator: Total # of restraint 0% or preater Carcline Rath, 10/28/19
PHYSICIAN pirgerwork to ensure there s o complete provider arderand thelr indications for minimum or maximum time allowed, | restraint/secluslon paperwork/arders as they and/ar secluslon Incidents with Director of Nursing
AUTHORIZATIO [and that ali T/0's will be signed within 43 hours of Form change bz being assessed and will be sent for approval.  [happen to ensure proper documentetlon end complient documentation
N praviding restraint/seciusion order. compiete provider orders, Results will be Dencminator: Tetal # of restraints
reportad out n quality monthly for 4 months. incidents
14 L1150{322.180.20 2. House Supervisor will audit off Restralng/ Seclusion |2, Providers will br educated on how to write appropriate Director of Nursing to audit 100% of 100%| Numerator: Tatal # of restralnt 80% or greater Corofine Rath, 10/28/15
PHYSICIAN paperwark to ensure there |5 2 completa provider order| orders for seclusion and restralnt which will Include restreint/secluslon paperwork/orders to andfor secluslon Incldents with Director of Nursing
AUTHORIZATIO {and thet all T/0's will be sizned within 48 hours of Inapproprlate needs for secluzion such as “as needed" or “for | ensure proper documentatlon and complete compliant documentation
N providing restralnt/secluslon crder, fration". Ed lon to b on process 10/28/19. | provider orders. Results wilf be reported out Denominatar: Total ¥ of restralnts
In guadity monthly for 4 months. Incidents
15 L1360(322.220.2 Pharmacist will supervise pharmaty tech dutles Guersight and education/tralning to new pharmacy tech when | Prarmacist will sign Pyxis refill sheet and keep | 3x week Numerator Accuracy of Pharmacy 9G% Noncomphiant Rems wif be reviewed in Megan Wildman, 1171118
PHARMALY-  |Including but not limited to unit dosing of bulk after AUR Is approved, On-boarding to Include ADDD policles  {on file In pharmacy to show pharmacist tech repacking quallty with 3 docurnented plan of actlon for| PS Director of
ARPROVAL medications In the maln pharmaey. Pharmacy will on checking medications prior to distribution to an ADDDL All  freviewed medication after repacking by Denominator: 3x weekly Improvement by ratponsible director, Pharmacy
Itnplement barcode scanning when new PIC comes on  [meds will go through pharmacist verification process, pharmacy tach, Pharmacist performs random manitoring. Implementation

Pharmecy wilf implement barcode scanning when new PIC
LOMEs On,

audit of pharmacy tech duties/process Ix
weekly for next 4 manths to enzure accuracy,

Numeratar; Pharmacy preformed
audit
Deneminator: 3x week




Rairler Springs DOH Plan of Correction
Survey Completed on 10/1/19

DOH

Standard Cited

Actlon Plan and prevention of recurrance -

Pracess [Edumlanﬁmml_ng)

Monitoring and Tracking -

Sample Skze

Audlt

Target for Compllance

Qut of Compllance Foliow up

Responsible Persen:

Date

16

11365,

322,210,3A
PROCEDURES-
MED AUTH

1. IPS Director of Pharmacy Kyle Yoder audited all
dizcrepancies of controls in pharmacy and corrected {all
accounting errors). Pharmaclst and iPS Director of
Pharmacy conducted a pharmacy Inventory of 1004 of
current lnventory. [nventores will be conducted
manthly by pharmacist and DON or IPS Director of
Pharmacy, then quartetly with DON or 1PS Director of
Pharmacy. All controfied substance listed in schedule |
and H ere recorded in a separate Inventory than
schedulad 1L, [V and V, Thera ara 2 hinders with
separate inventorles, titled | and U, and the other
binder titlad 15, IV and V. inventortes wlill be kept for at
least 2 years, A standard template Is used for
conducting the Inventary. The flnallzed inventory
raport will be provided to PE&T every § months to
ensure completion,

1. IS Pharmacy will perfarm 3 manthly inventory for 4
months then quarterly. The finalized Inventery report will be
provided to P&T every 8 manths to ensure completian,

1. IPS Pharmacy will perform a controlled
substance inventory weckly for 4 months then
quarterly, The flnallzed inventory report will
be provided to quarterty P&T for next &
months 10 ensure completion,

1 Inventory per week

Numerator: comploted inventory
Benomlnatar: 1 inventory per wk,

100% Inventory
completed

Fallure 1o complers audit will be reviewed In
quallty councli and & documented pfan of
actian far Impravement will be complated,

Megan Wildman,
IPS Director of
Fharmacy
[mplementetion

11/1/18

16

11365

322.210.3A
PROCEDURES-
MED AUTH

2. Pollcy # 606981€ "Cantralled Substance
Administration and Recerd Keeping" updated 10/2019
states that; “If 2 discrepancy 1s noted, the aurse
investigates the discrepancy and resalvesthe
dlscrepancy in the Pyxls system, if appropriate. {a) Two
nurses are raquired to recabve the medication
discrepancy In the Pyxis. (b} if a discrepancy cannot be
resolved within 24 hours, the nurse fllls outa
Wedication Varlance Report and reparts discrepancy to
DON and Pharmacy for proper investigetton.” It alse
states "At any thme, if 2 diverslon Is suspected, the
nurse manager and DON are notifled Immediately. At
that time, ho Aurse i to leave the premise until
permitted by nursing leadership.”

2, Education an palicy #6069616 "Cantrelind Substance
Adminlstration end Record Keeping! to nuring staff on 10714,
A Discrepancy iog was ereated, Education on diverslon precess
a5 wall which Is indlcated In policy #60GSG16, "

2, DON will monitor diserepaney audits dally
for the next 4 menths,

total of 3,

1 Audit per unit for

Numerator: Compllant with
clearing discrepancies
Deneminator: 3 unlt sudits

100% discrepancies
cleared

NMoncompliant ltemz will be reviewed in
quallty with a dacumented plan of actlon for
Inigroverment by respofisible direttor,

Megan Wildman,
1PS Director of
Pharmacy
Implementation

111419

L1365]

322,210.3A
PRCCEDURES-
MED AUTH

3. Pharmacy In charge will maintaln adequate records
of controlled substances

Rainler $prings Polley (Drup Dlversion 7141268) was
created,

3. A weekly controfied sub Inventary will b
and records will be malntained |h the pharmacy.

1. [PS Phammnacy will perform 2 controlled
subitance Iventery weekly for 4 months then
quarterly. The finailzed Inventory report will
be provided to quarterly P&T fornext &
months to ansure completion.

1 invantory per week

Numeratar: completed Inventory
Tenominatar! 1 Inventory par wk.

100% Inventory
campieted

Falture to complete audit will be reviewed in
quallty councll and a documented plan of
actlon for Improvement wilf be tompleted,

Megan Witdman,
1PS$ Director of
Pharmacy
Implementation

1141719

1s

11365

322.210.34
PROCEDURES-
MED AUTH

4. Nurses will perform biind counts and Investigats and
clear discrepancles per Ralnier Springs Policy "Drug
Diversien" 7131258, Alzo 2 nurses wifl conduct a full
controfled medication Inventory and document on the
Inventory record per policy “Controlied Substance
Admintstration and Record Keeping”.

4, Education to nurging ctaff and phoarmagist on both policies
*Controfled Substance Adminlstration and Record Keeplng”
and “Drug Diversion"

4, DON/Houze Supervizor will conduct a dally
wudit of 1 patlent per unit for the first §

| months, then move to 10 patlents monthly,
followed by pertodic manitoring. The audit will
trampare legend and parcatlc administration
agalnst MAR documentation and any
discrepancies will be reported to the DON
immediately.

Weelly RN controlled substance Pyxiz
inventory are documented weekly on the maed
room checks - audited by DON/RN Sup

3 patients daily

Numareter: lepend/nercotic admin
Pyxiz ve MAR compliance
Denominator: 3 patients dally

‘Weekly controlled substance Pyxls
Inventory conducted,

100%

Noncempliant [tems wili be reviewed in
quallty with a documented plan of actlon for
Improvement by respancibla director.

Megan Wildman,
IPS Director of
Pharmacy
Implementztion

1171718

16

L1365

322.Z10.3A
PROCEDURES~
MED AUTH

5.1P§ or the pharnacizt will be avallable to lead PET
Cammitters and participate [n QAP] Councll, and
quarterly to MEC and report out required aggregated
data Including ¢ PAT L
monitors, assasces and evalunte patlent care and
quality control actives of pharmacy services including
medication use, storage and distribution of safe use
which Includes medication vartances,

S, IPS or the pharmacizt will be educated on need to be
avallable to lead P&T Committees and participate In GAPI
Caouncll, and guarterly to MEC. 1PS/Pharmaclst wifl report
agprepated data monthly to PE&T, QAP Coundll, guarterly to
MEC and Governing Board. Pharmacy will ensure that ol
agends items will be distussed at PST Including quality control
actives of pharmacy services; medication use, starage and
distribution of safe use which includas medication vorlances.

5. P&T and Quality counchl will monltar
aggregeted dote that |s collected by pharmacy
and will be meesured to ensure benchmarks
afe reached of 90% or preuter. if benchmnarks
are not made 3 new action plan will be made
or modified and reassess their effectiveness
after 90 days,

collected.

Varies hazed on data

Rumerator; # of nengompiiant
Rems

Dencminator: ¥ of sample <ize
{charts or designated actlon)

3%

Noncompllant ltems will be reviewed in P&T
and quallty with a decumented plan of
action for Improvement. Data will also be
reviewed monthly by quallty and quarterly
in BOG.

Megan Wildman,
1PS Director of
Pharmacy
Implementation

1.11/1

L1370

32221038
PROCEDURES
ORDERS

Proper medication ordars will be preformed by
providers and by RlNs taking orders Ingluding telephone
orders. Drders shall Include medication name, dose,
raute, frequency, indlcation or dx and date and time of

order.

Fducation to providers at MEC and nursing staff on Policy
6069728 "Provider Qrder Guidelines”; orders to Include:
medication name, dose, raute, frequency, Indleatian or dx and
date and time of order.

Pharmacy will print any orders requiring
Invervention daily, If Intervention |s needed,
Pharamey will ealf unit and follew up with
DON. Pharamey will provide DON with a
wenkly report

2AD0%

Numerator: Ciinclal interventlons
Denomingtor: ¥ of arders

0%

Noncompllant items will be reviewed In
guolity with a documented plan of action for,
Improvement by responsible director.

Megan Wildman,

IPS Director of

Pharmacy
d lon

13/8/15




Rainler Springs DOH Plan of Correction
Survey Completed on 10/1/15

DOH

Standord Cltad

Actlan Plan and pravention of recurrence

Process (Education/Tralning] -

Mankering and Tracking

Ssamplo Sha

Audlt

Target for Comellance

Cutof Complfonce Follow up

Responsible Patson

Date

18

11375

322.2103C
PROCEDURES
ADMINISTER
MEDS

{P$ Director of Pharmacy audited ali medication In Pyxls
and ensured doses are at appropriate fevels to prevent
excessive overrides due te Inadegquate doses, During
PET meeting on 10/22; override medication list was
approved. 'Obtalning Medlcatlons When the Pharmacy
15 Clozed/Overrldes” PolicyStat 1D 7140924 his been
reviewed and approved by the Governing Bosrd, The
Includes the criteria for selection of medicotions and
the current approved medication Bst 10/22, PAT
approvad averride list. This new approved overrida list
matches Pyxls and is posted In pharmacy. Rafnier
Springs Palley "Drug Mversion” pelicy was developed as
well (47141268,

Policles and prosedures were developed and reviewed
approved by Governing Board, Pyxis will be iipdated with any
new approved override medications.

‘The phormacy competency checkllst was updated to Include
recanciing of overrides for accuracy end cross-reference with
avertide B3t & ahllity te wpdate medication overelds status |h
Pyxls detabase, Pharmacy steff has been glven new
competencies,

Pharmacist will provide DON a weekly pverride
medication report for 4 manthe, Ouerride
report will be compared to the approved
overrlde list to ensure the override lst
matches what has been removed from the
Pyxls,

1 waekly quarride fist,

Numerator: Overrides from Pyxls
Denominazor: Overrides from
approved Hst

D0% of overrides to beon

Andlyze any patterts of conslstent

the app  lst

n belng pulled not on the
approved overside st and determing
through PET If they naed to he added to the
opproved override Hat.

Megan Wildman,
IPS Director of
Pharmacy
Implementation

10/22/19

15

11290

322.210.3F
PROCEDURES-
AUTHENTICATE

Providers will authenticete all orders win puldelines
and polley of 48 hours,

Re-education to providers that orders need to be
authenticated wyin 48 hours, Nurses will flag alt orders that
need authenticated from the previous day. Durlng traatment
team meetings providers will authenticate orders as needad.

Nurzing steff will audtit 10 charts dally for the
Hext 4 months to ensure telephote orders
were authenticated,

10 cherts dally

Nurmerator: telephane orders
authentleated
Denominator: 10 telephone arders.

90%

Telephone orders that fall out of compllance
wili be authenticated In real time, i there [s
2 pattern of ROt meeting target of 50% it will
be reviewed In quality with a documentad
ptan of netlan for Improvement by Medieal
Director

Carallne Rath
Director of Nursing

1./8/1%

20

L1395

322.210.3G
PROCEDURES-
USE OF MEDS

New process of : Pharmaclst wil affix 2 hosphal
pharmacy label to each bulk madication and each
hame madication which signifles tha medication has
been ver/fled by a pharmacist and will Incleda the
pharmacist's handwrltten inltials and date on each
label was memorialized In Polloyi 7150438 4890035
“administrotion of Own/Personal Medlzations” has
been updated.

Education to pharmacist and nursing staff an Ralaler Springs.
wolicy 46005662 Admintstraticn of Qwn/Personat
Medications. This policy was updated 10/2015 and states
“medications brought Into the Facllity by patlents shali not be

dmb d untH a Ph bt {1} the medication
wverlfles Integrity via visual Inspectlen and {2) fakels the
medication Includlng name, ene other ldentiffer, and patient
tocation, Pharmacy shail alzo attach 2 supplemental label to
the contalner to verify that the medication s approved for
administration, The supplemental iabel must not ebscure
essential information on the orginal label."

100% of patlents with home med|cations wil
be audited by pharmacy for next 5 monthz by
using a step down process; if no deficlancles
have been found for 30 days consecutively
avditing will move to weekly, if ne defitloncles
have been found for 30 days suditing wit
move 1o monthly. if at any time deflclency iz
found re-education will be provided and
audits wilf move back to dally auditing,

100% of home
medications

Numerator: Home medications
have been verified with label
Denominater: # of home
medications verified.

90%

Fallure to complete verlfication and not
lahel home medications will be reviewed n
quality councll and PET and a documentad
plan of action for improvemant wil be
completed,

Megan Widman,
1PS Direstor of
Pharmacy
implementation

11/1/19
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L1400

322.210,3H
PROCED-MEDS
IN PATIENT
AREA

1, Pharmacict will conduct unit Inspactlons of each unit
on a monthly basls to ensure that o patlent-owned
medlcatlon are clearly abeled, verlfled, and within
date.

Pharmacist will affix a hospital pharmacy labet to each
bulk medication and sach home medication which
signifies the medication has been verified by o
pharmacist and will Incluge the pharmacist's
handwritten Inltlals and date an each fabel,

1. Pharmaclst will conduct manthly unlt Inspections for each
unlit, Pharmacist will affix 2 hosphal pharmacy fakel 10 cach
buik medication and ezch home medication which sipnifies
the medicatlon has been verifled by o pharmaclst and will
Include the pharmacist's handwrltten inltiats and date on each
labal.

1. Pharmaclst wili report monthly Inspections
to Quality councll and quartetly te PAT,
100% of patients with home medlcations will
be audited on a dally basls by nursing for next
4 months,

100% of home
medieations

tonthly unlt Inspectlons will be
reviewed in PAT and Quality
counell,

Numerator: Home madications
have bean verifled with lebel
Denominator: # of home
med|cations verlfiad,

90%

Fallure to complete veriflcation and nat
Isbel home medications will be reviewad In
quality councll and PAT and ¢ documented
plan of actlon for bap: will be

Megan Wildman,
IPS Director of
Pharmacy

completed.

ton

10/22/19

11400

322.2103H
PROCED-MEDS
1M PATIENT
AREA

2. Namas on packiging will include “Generle for,.."
insert band name., All packaging In Pyxis will inciude the

2. 1PS will change out akf labels an medications in Pyxls 1o
Include new verblape and ensure ol new medicotions will have

naw labels with correct verblage. All new medicat
have correct labeling with "Generic far' Insert band
nams,

labeling which Inciudes new verbiage,

2. IS/ pharmacict will audit a sampie of 100%
of lnbels monthly for the next 3 months,

100%|

MNumerator: "generlc for." labels
Denominater: # of [abels

90%

Noncompliant tems will be reviewed In
quality with 8 documented plan of action for|
Improvement by responsible directer.

Megan Wildman,
IPS Director of
Pharmacy
tmplementation

10/22719
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L1410

3222104
PROCEDURES-
QUTDATED
MEDS

Pharmacist will varify axplration dates on all
medicetlons and afflx & beyond use date {8UD) label,

{P$ to ensure new pharmacist Is edutated on verlfylng
expiration dates on all med|stions and lobeling beyond use
date on medications,

IPS/phammacist will audit 10 jabels 2 week for
4 months to ensura expiration dates ore on
labels,

10 labels weekly

Numerntor! Explration date
present
Denominator: 10 labels

90%

MNoncompliant tems will be reviewed (n
quality with a documented plan of action forl
Improvement by responsibie director.

Megan Wildman,
IPS Director of
Pharmacy
implementation

11/1/19
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L2485

322.230.1
FOOD SERVICE
REGS

Alf dletary staff will use proper hand hyglene
technlgues include changing gloves appropriately.
When coollng foads the appropriate cooling pan will be
used.

Infection Control Nurse will re-educate Dietary staff on proper
hand hyglene.

New cooling pans orderad with appropriate dopths of 1inch
and will replace the current cooling pans,

2{a} infection Cantral Nurse witl audit and
monitor hand hyglene in the dlstary
department (10x per month.)

2(b}. Dletary Manager wil manitor the use of
appropriate copilng pans dally,

2{a} 10x per manth

2{b) dally check on
coaling pan use

Rumerator: Campliance with hand
hyglene technique
Deraminater: 10 overserved hand
hyglene technigue

0%

iterns will be reviewed tn

quality and In infection controt committee
with o documented plan of action for
improvement by responsible director.

Debe Nagy-Nero,
Director of Dietary
Servicer

13/1/t9

24

11520

322.2302G
FOOD SERVICE
MANUAL

An approved Therapeutie Diet Manual will be provided
to Dletary Manager. The Dlet Manuol will have day,
manth and yoar,

A Therapeutic Diet Menual wi he approved by dietician and
providers, The Diet Manuya| will have date, menth and year,
The Therapeutic Diet Manual will po thought MEC for
approval,

Director of Quallty will have Dietary Manager
sign off that she has racelved an approved
Therapeutic Diet Manual

Thetspeutic Diet Manual will be
revigwed and opproved annually
by MEC

108%

Noncamphiant will be reviewed In guailty
with a documented plan of actlon for
Improvement by responsible director,

Debe Nagy-Naro,
Director of Dletary
Services

11/1/18

a5

L1525

1322.230.2H
FOOD SERVICE-
MENY
PLANNING

An approved Therapeutic Dlet Manual will be provided
to Dietary Manager. The Diet Mancal will have day,
month and year.

Dletary Manager will ensure menus are identifled by day,
month and year and will contain 3l foods, including snecks
that contribute 10 patlent nutrition. They will ke 2 week at
[ewse one week in pdvanced and posted [n pathent arewss,

Dletary Manager will monitor that mehus
meet requlremants and are posted [n patient
areas,

3 Units

Units with appropriate posted
dlets/i of units

80%

Nancompllant will be revlewed In quallty
with 3 dotumented plan of acthon for
Improvement by responsible director.

Debe Nagy-Nera,
Director of Dletary
Services

13/1/18




Ralnter Springs DOH Plan of Correctlan

Survey Completed on 10/1/15

DOH [Standard Cited | Actlon Plan and prevantion of recurrance Process (Educnticn/Tralning) Monftoring and Tracking Sampla Ske Augit Target for Compllance  § Out of Compliance Faliow up Responsibie Person | Date
76 L1565(322.240.8A A hooster will he used to ensure the washing machine JECC manger will contract & plumber to ensure our washing EQC manager to take temperature of water 1x |3 machines Washing machities with 90% HNoncompliant will be reviewed 1n quality Cole johnsor, EOC 11/20/18
LAUNDRY temperature reaches 140 degraes, machines will reach 140 deprees. waek for next 120 doys upon flxing appropriete temperature /# of with a documented plan of action for Marager
WATER temperature.

TEMPERATURE

washing machines

Improvement by responsible director.




STATE OF WASHINGTON

DEPARTMENT OF HEALTH

PO Box 47874 = Olympia, Washinglon 98504-7874

December 3, 2019

Jeff Serrano, MC, MBA, CEO
Rainier Springs Behavioral Hospital
2805 NE 129t St,

Vancouver, WA 98686

Dear Mr. Serrano;

Surveyors from the Washington State Department of Health and the Washington State
Patrol Fire Protection Bureau completed a state private psychiatric hospital licensing
survey at Rainier Springs Behavioral Hospital on October 1, 2019. Hospital staff
members developed a plan of correction to correct deficiencies cited during this survey.
This plan of correction was approved on December 3, 2019.

A Progress Report is due on or before December 30, 2019 when all deficiencies have
been corrected and monitoring for correction effectiveness has been completed. The
Progress Report must address all items listed in the plan of correction, including the
WAC reference numbers and letters, the actual correction completion dates, and the
results of the monitoring processes identified in the Plan of Correction to verify the
corrections have been effective. | have included a sample Progress Report template as
a separate attachment.

Please email this progress report to me at Lisa.Mahoney@doh.wa.gov.

Please contact me if you have any questions. | may be reached at 360-236-2972.

Sincerely,

Lisa Mahoney, MPH, HSC4
Survey Team Leader




