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INiTiAL COMMENTS

STATE COMPLAiNT INVESTIGATION

The Washington State Department of Health
(DOH), in accordance with Washington
Administrative Code (WAC), 246-320 Hospital
Licensing Regulations, conducted this health and
safety complaint investigation.

OnsEte review dates: 05/17/23-05/18/23;
05/22/23-05/25/23
Off-site dates: 05/30/23-05/31/23
intake number 111912
Case number: 2021-5064

There were violations found pertinent to this
complaint.

322-035.1C POUCIES-TREATMENT

i/VAC 246-322-035 Poiiciea and
Procedures. (1) The licensee shall
jeveiop and implement the following
written policies and procedures
sonsjstent with this chapter and
ien/ices provided: (c) Providing
sr arranging for the care and

Teatment of patients;
rhis Washington Administrative Code is not met
is evidenced by:
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PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

1. A written PLAN OF CORRECTION is
required for each deficiency listed on the
Statement of Deficiencies.

2. EACH plan of correction statement

must include the following:
* The regulation number and/or the lag
number;

* HOW the deficiency will be corrected;
* WHO is responsible for making the
correction;
* WHAT will be done to prevent
reoccurrence and how you wil! monitor for
continued compliance; and
* WHEN the correction will be completed.

3. Your PLAN OF CORRECTiON must be
returned within 10 calendar days from the
date you receive the Statement of
Deficiencies. The Plan of Correction is
due on 06/24/23.

4. Sign and return the Statement of
Deficiencies via email as directed in the
cover letter.
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Based on interviews, review of policies and

procedures, and review of medical records, the

hospital failed to ensure that the hospital's
policies and procedures related to vital signs
assessment and documentation were followed for
6 of 8 patients reviewed.

Failure to assess and document vitai signs may
result in providers and nurses being unaware of a

change in a patient's condition and can lead to

untreated illness and exacerbation of symptoms.

Findings included:

1. Review of the document titled. "Vital Signs and

Parameters." #PC.VS.101, last revised 07/22,
showed that ai! patients are to have vital signs
assessed upon admission, daily, and more

frequently as ordered by the provider or as the
patient's condition warrants.

2. In interviews with 2 Registered Nurses (RNs),
Staff #1 and Staff #2, on 05/25/23 at 4:45 PM and
5:00 PM, respectively, both stated that there is no
policy for obtaining vital signs at discharge. Staff
#2 stated that usuaily they have already gotten
the vitai signs earlier on the day of discharge. She
stated that the nurse's role at discharge is to
check medications, ensure belongings, including
valuables, are returned, and give the patient

prescriptions.

Patient #1

3. Patient #1 was a 28-year-oSd maie involuntarily

admitted on 02/12/21 for schizophrenia and
polysubstance use disorder. The patient was

discharged on 04/08/21,

a. Review of the medical record showed that the
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admission orders, dated 02/12/21, included an
order for vital signs to be taken daily.

b, Review of the medical record showed no

documented daily vital signs throughout his stay
on either the vital signs graphic sheets, the
nurses' notes, or the Medication Administration

Record.

Patient #2

4. Patient #2 was a 25-year-old FTM (female to

mate) transgender patient admitted on 05/01/23
for depression and suicida! ideation. The patient
was discharged on 05/04/23.

a. Review of the medical record showed that the

admission orders, dated 05/01/23. did not contain
an order for vital signs.

b. Review of the medical record showed no
documented daily vital signs throughout her stay
on the nurses' notes or the Medication

Administration Record, Vital Sign graphic sheets
showed vita! signs taken twice on 05/03/23, once

in the AE\/i and once in the PM. No vitai signs were
documented in nurses' notes orlhe MAR, and no

other vital signs were documented elsewhere.

Patient #3

5, Patient #3 was a 19-year-old female admitted

voluntarily on 05/03/23 for depression and
suicidal ideation. She was discharged 05/10/23,

a. Review of the medicai record showed that the

admission orders, dated 05/03/21, included an
arder for vital signs to be taken twice per day
;BtD).
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b. Review of the medical record showed that the
Vitai Signs Graphic Sheet contained vital signs
twice on 05/08/23 and 05/09/23, each showing
once in the AM and onco in the PM, No vital signs
were documented in nurses' notes or the MAR,

and no other vital signs were documented
elsewhere for any of the other dates of the

patient's anpatient stay,

Patient #4

6, Patient #4 was a 29-year-oid male admitted

involuntarily on 03/12/21 for schizophrenia and
polysubstance use. He was discharged 04/19/21.

a. Review of the medical record showed that the

admission orders, dated 03/12/21, did not include
an order for vital signs,

b. Review of the medical record showed no

documented daily vital signs throughout his stay
on the nurses' notes, vital signs graphic sheets,
or the Medication Adnninistration Record.

Patient #5

7. Patient #5 was a 32-year-oid male admitted

invoiuntariiy on 04/14/23 for schizophrenia. He
was discharged on 05/08/23.

a. Review of the medics! record showed that vital
signs were ordered BID on the admission orders,

dated 04/14/23,

b. Review of the medical record showed thai the
initial nursing treatment plan addressed the
patient's ceilulitis, present on admission, and

showed that nursing would monitor his
iemperature.
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c. Review of the medical record showed that the
vital signs graphics sheets contained vita! signs
data for 14 of 23 dates the patient was En
residence. Of those 14 dates, vital signs were
documented once on 9 days, Vital signs were

documented twice per day on 3 days, and they
were refused on 2 days.

Patient #6

8. Patient #6 was a 38-year-old male involuntarily
admitted on 03/25/23 for schizophrenia. He was
discharged on 04/12/23.

a. Review of the medical record showed that the
admission orders, dated 03/25/23, showed an

order for viEal signs BID.

b. Review of the medical record showed that the
vital signs graphics sheets contained dates for 10
of 18 dates the patient was in residence. Of the
10 dates, vitai signs were documented as refused
on 3 dates, and vital signs were documented

once for 6 days. Vital signs were documented
twice in one day on one date. 03/29/23.

9. Review of the medical record showed that 6 of
8 patients reviewed did not have vital signs
documented per provider's order or hospital
policy, ivledical records from 2021 did not contain
a document for recording vital signs and did not

contain that information in sections in the nurses'
flow sheets or the Medication Administration
Record (MAR). Medical records from 2023
contained a document for recording vital signs,

but those documents were often incomplete.

10. On 5/25/23 at 4:00 PM, an interview with the
Director of Nursing (DON) showed that the
hospital was aware that documentation of viial

L 315
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signs had been an issue in 2021 and had since
corrected the problem with the introduction of the
vital signs graphic sheet. Upon reviewing the
medical records with the DON, she agreed that
vital signs were not documented per unit protocol

or providers orders on the graphic sheets for the
above patients who were in residence in 2023.
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STATE OF WASHINGTON

DEPARTMENT OF HEALTH
PO Box 47874 » Olympia, Washington 98504-7874

06/29/2023

Re: Complaint #2021-5064

Mr Shaun Fenton
12844 Military Road South
Tukwila,WA98168

Dear Mr. Fenton:

I conducted a state hospital licensing complaint investigation at Cascade Behavioral
Health on the following dates: 05/17/23-05/18/23; 05/22/23-05/25/23; 05/30/23-
05/31/23. Staff members developed a plan of correction to correct deficiencies cited
during this investigation. This plan of correction was approved on 06/29/23.

A Progress Report is due on or before 08/29/23 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
WAG 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. A sample progress report tempiate has been enclosed
for reference.

Please send a scanned copy of this progress report to me at the following email
address:

Mary.davanzo@dQh.wa.gov

Please contact me if you have any questions. I may be reached at the above email
address.

Thank you again to everyone who assisted me in this investigation.

Sincerely,

Mary D'Avanzo, MN, BSN
Nurse Consultant, Institutional
Department of Health


