PRINTED: 12/30/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
504011 B. WiNG 12/21/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

12844 MILITARY ROAD SOUTH
TUKWILA, WA 98168

CASCADE BEHAVIORAL HOSPITAL

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 000 | INITIAL COMMENTS A 000

MEDICARE HOSPITAL COMPLAINT SURVEY

This Medicare hospital complaint survey was
conducted on the following dates: 12/12-16/2016
and 12/19-21/2016 by Washington State
Department of Health surveyors: Paul Kondrat,
RN, MN, MHA; Elizabeth Gordon, RN, MN;
Valerie Walsh RN, MS; Alex Giel, REHS, PHA
and Joy Williams, RN, BSN.

The Fire Life Safety (F/L/S) inspection was
conducted on 12/14/2016 by Washington State
Patrol Deputy Fire Marshal Donald West (See
F/L/S inspection report).

Surveyors assessed issues related to the
following MEDICARE complaints: #69120;
#69393; #70129; #70130; #70131; #70133; and
#70136.

During the course of this survey, the DOH
surveyors determined that there was a high risk
of serious harm, injury, and death due to the
extent of deficiencies. This resulted in one finding
of IMMEDIATE JEOPARDY in the following area:

Failure to provide sufficient pharmaceutical
services to meet the scope, complexity, and
needs of the patients served.

The hospital initiated corrective actions on
12/20/2016 but surveyors were unable to verify
the plan's implementation developed by the
hospital for the IMMEDIATE JEOPARDY and the
state of IMMEDIATE JEOPARDY remained in
place at the time of survey team exit.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
01/20/2017

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Removal of the state of IMMEDIATE JEOPARDY
was verified on a revisit on 12/29/2016 at 12:30
PM by Paul Kondrat, RN, MN, MHA and Joy
Williams, RN, BSN.

Cascade Behavioral Hospital is NOT IN
COMPLIANCE with Medicare Hospital Conditions
of Participation:

42 CFR 482.12 Governing Body
42 CFR 482.13 Patient Rights

42 CFR 482.21 Quality Assessment and
Performance Improvement

42 CFR 482.25 Pharmaceutical Services
42 CFR 482.41 Physical Environment

Shell # 27QV11
GOVERNING BODY
CFR(s): 482.12

There must be an effective governing body that is
legally responsible for the conduct of the hospital.
If a hospital does not have an organized
governing body, the persons legally responsible
for the conduct of the hospital must carry out the
functions specified in this part that pertain to the
governing body ...

This CONDITION is not met as evidenced by:
Based on observation, interviews, and document

reviews, the hospital failed to meet the
requirements at 42 CFR 482.12 Condition of

A 000

A 043
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Participation for Governing Body.

Failure to meet patient rights, quality assessment
and performance improvement, pharmaceutical
services and physical environment requirements
risks an unsafe healthcare environment for
patients, visitors, and staff.

Findings:

1. The Governing Body failed to effectively
manage the functioning of the hospital to protect
patients from harm as evidenced by the
IMMEDIATE JEOPARDY condition identified on
12/20/2016 for failure to provide sufficient
pharmaceutical services to meet the scope,
complexity, and needs of the patients served.

2. Failure to provide oversight of the Performance
Improvement Program delegated to the Medical
Staff.

3. Failure to protect and promote each patient's
rights.

4. Failure to maintain the condition of the physical
plant and the overall hospital environment of
care.

Due to the scope and severity of deficiencies
detailed under 42 CFR 482.13 Condition of
Participation for Patient Rights; 42 CFR 482.21
Condition of Participation for Quality Assessment
and Performance Improvement; 42 CFR 482.25
Pharmaceutical Services; and 42 CFR 482.41
Condition of Participation for Physical
Environment, the Condition of Participation for
Governing Body was NOT MET.

A 043
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CFR(s): 482.12()(1)

The governing body must ensure that the
services performed under a contract are provided
in a safe and effective manner.

This STANDARD is not met as evidenced by:

Based on interview and review of hospital
documents, the hospital failed to ensure that its
quality assurance and performance improvement
(QAPI) processes included a systematic review of
contracted patient care services.

Failure to develop a process to oversee the
performance of all contracted patient care
services places patients at risk for provision of
improper or inadequate care and adverse patient
outcomes.

Findings:

On 12/20/2016 at 9:00 AM, during a discussion of
the hospital's quality program with Director of
Risk and Quality (Staff Member #12), Surveyor
#2 reviewed the hospital's process for evaluating
the performance of contracted health services. In
reviewing the contracted services documents,
Surveyor #2 found there was no evidence that the
following contracted services had ever been
formally reviewed as part of the QAPI program for
quality of services provided:

-Universal Hospital - R&M Equip, Biomed
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-Advanced Pharmaceutical - Pharmacy Services
-Dietician Services

-Highline Physical Therapy - Physical Therapy
-Northwest Healthcare - Linen Services

A 115 | PATIENT RIGHTS A115 10/22/17
CFR(s): 482.13

A hospital must protect and promote each
patient's rights.

This CONDITION is not met as evidenced by:

Based on observation, interview, document
review, and review of hospital policies and
procedures, the hospital failed to protect and
promote patient rights.

Failure to protect and promote each patient's
rights risk the patient's loss of personal freedom,
privacy, dignity, and psychological harm.

Findings:

1. Failure to allow patients the right to exercise
their rights to privacy and refuse treatment.

2. Failure to utilize the least restrictive alternative
to the use of seclusion and restraints.

3. Failure to release the patient from seclusion at
the earliest possible time when documentation

reflected no imminent risk of danger.

4. Failure to investigate patient complaints prior to
closure of the complaint.

The cumulative effect of these systemic problems
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resulted in the hospital's inability to provide for
patient safety and protect patient rights.

Due to the scope and severity of deficiencies
under 42 CFR 482.13, the Condition of
Participation for Patient Rights was NOT MET.

Cross Reference: Tags A0123, A0129, A0164,
A0174

PATIENT RIGHTS: NOTICE OF GRIEVANCE
DECISION
CFR(s): 482.13(a)(2)(iii)

At a minimum:

In its resolution of the grievance, the hospital
must provide the patient with written notice of its
decision that contains the name of the hospital
contact person, the steps taken on behalf of the
patient to investigate the grievance, the results of
the grievance process, and the date of
completion.

This STANDARD is not met as evidenced by:

Based on interview, document review, and review
of hospital policies and procedures, the hospital
failed to ensure that patients were provided with a
written response to their grievances for 1 of 4
grievances reviewed (Patients #2).

Failure to provide patients with a written response
to their grievance violates their right to be
informed of how the hospital investigated and
resolved the grievance.

Findings:

A 115

A123
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1. The hospital's policy and procedure titled
"Patient Grievance Policy" (Revised 10/2015;
Policy # G.1001) read in part: "The Patient
Advocate will: Review results of the preliminary
investigation. . . Complete a written report on the
Grievance Resolution Form . . . Give written
report to patient for review, comments and
signature."

2. Four patient complaints were selected for
review of process and resolution. Sources
included the patient complaint log. Each was
reviewed for evidence of receipt, hospital review,
investigation, findings, and resolution of the
grievance issue with the findings reviewed with
the patient who filed the grievance.

3. Patient #2 filed a patient concern notification
on 6/3/2016 making allegations of inadequate
cleaning of the patient rooms, patient kitchen
area, shower and bathrooms. A review of the
grievance log indicated the complaint was closed.

4. On 12/15/2016 at 2:30 PM, Surveyor #3
interviewed the Patient Advocate (Staff Member
#7) about the hospital grievance process. While
reviewing the complaint log for Patient #2, no
action was documented indicating the patients
concern had been addressed or resolved. Staff
Member #7 confirmed this observation.

PATIENT RIGHTS: EXERCISE OF RIGHTS
CFR(s): 482.13(b)

Patient Rights: Exercise of Rights

This STANDARD is not met as evidenced by:

A 123

A 129

2/10/17
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Based on observation, interviews, document
review, and review of hospital policy and
procedures, the hospital failed to protect patient
rights.

Failure to allow patients the right to refuse
skin/clothing checks risks patient's loss of
personal dignity, privacy, and respect.

Findings:

1. The hospital's policy titled "Patient Rights and
Responsibilities" (Reviewed 10/2016; Policy #
ADM.P.300) under the section "PURPOSE" read:
"To assure that a patient is informed of his or her
rights and responsibilities upon receiving care
and service from Cascade Behavioral Hospital
and to assure that these rights are known by
hospital staff, physicians and other health care
providers."

"B. The list of patient rights shall include but are
not limited to the following: . . . 4. The right to
personal privacy, and to be protected from
invasion of privacy, PROVIDED, that reasonable
searches may be conducted or other means used
to detect and prevent contraband from being
possessed or used on the premises. . . 13. The
right to care that is considerate and respectful of
your personal culture, values, beliefs, and
preferences and to be treated in a manner
promoting dignity and self-respect.”

2. The hospital's policy titled "Skin/Clothing
Check" (Reviewed 10/2016) read in part:
"Voluntary psychiatric patients who are not
voicing or exhibiting self-harm behaviors, who
refuse the skin/clothing check, will be given
referral information and administratively

A 129
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discharged from the hospital."

3. 0On 12/14/2016 at 12:00 PM, Surveyor #3
observed Patient #1 being admitted to the
hospital. During the skin/clothing check process,
Patient #1 was asked to change into a hospital
gown and hand his clothing over to a nursing
supervisor (Staff Member #1) to be checked for
contraband (hospital prohibited items). Patient #1
agreed but stated, | am not taking my underwear
off, | am here voluntarily and am not going to do
that. The other registered nurse in attendance
(Staff Member #2) informed Patient #1 that was
acceptable. After Patient #1's clothing had been
searched for contraband, Staff Member #1 asked
the patient to squat and cough so they could
check further for contraband. Staff Member #2
informed Staff Member #1 that squatting and
coughing is no longer part of the process.

4. On 12/14/2016 at 1:37 PM, Surveyor #2
interviewed a registered nurse (Staff Member #3)
about the skin/clothing check done at admission.
Staff Member #3 confirmed that part of the
process included having the patient squat and
cough and then checking for any visible
contraband. Surveyor #2 found similar
understanding of the process while interviewing
two other registered nurses (Staff Member #4,
Staff Member #5) on the chemical dependency
and rehabilitative units.

5. On 12/12/2016 at 2:30 PM, Surveyor #2
interviewed the Clinical Director of Adult
Psychiatric Services (Staff Member #6) about the
skin/clothing check procedure process. Staff
Member #6 explained the hospital had received
complaints about the skin/clothing check
procedure and had recently changed their policy

A 129
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about a month ago. The new policy no longer
required the patient to squat and cough and now
allowed the patient to refuse the skin check. The
surveyor asked Staff Member #6 to explain why
the current policy directed staff to administratively
discharge voluntary patients who refused the
skin/clothing check process. S/he acknowledged
being unaware of that aspect of the policy. Staff
Member #6 stated that each clinical director was
responsible for disseminating the new policy
information to their respective clinical staff.

6. On 12/20/2016 at 1:50 PM, Surveyor #3
conducted a review of the hospital's human
resource training files. Three of the four nursing
staff members (Staff Members #1, #3, # 4)
reviewed had no record of completing the new
Skin/Clothing Check Competency as required.

PATIENT RIGHTS: RESTRAINT OR
SECLUSION
CFR(s): 482.13(e)(2)

Restraint or seclusion may only be used when
less restrictive interventions have been
determined to be ineffective to protect the patient,
a staff member, or others from harm.

This STANDARD is not met as evidenced by:

Based on record review, interview, and review of
hospital policies and procedures, the hospital
staff failed to consider the effectiveness of less
restrictive interventions before applying both
restraints and seclusion for 2 of 6 patients
(Patients #4, #6).

Failure to utilize less restrictive alternatives to

A 129

A 164
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using both restraints and seclusion
simultaneously puts patients at risk for loss of
personal freedom and dignity.

Findings:

1. The hospital policy and procedure titled
"Seclusion and Physical & Mechanical Restraint"
(Revised 2/2016; Policy # PC.R.100) under the
section "Policy" read in part: "Restraints may only
be used for the management of violent or
self-destructive behavior that jeopardizes the
immediate physical safety of the patient, a staff
member or others after less-restrictive
interventions are ineffective or ruled-out . . . "

The section titled "Patient Rights" read
"Restraint or seclusion may only be used when
less restrictive interventions have been
determined to be ineffective to protect the patient
or others from harm. The type of technique or
seclusion used must be the least restrictive
intervention that will be effective to protect the
patient, a staff member, or others from harm."

2. 0n 12/12/2016 at 2:30 PM, Surveyor #3
reviewed the hospital's pre-printed restraint and
seclusion order sheet for Patient #5 observing
that under the section titled "Type", the box
labeled "Mechanical Restraints (wrist, ankle,
chest)" does not specify how many restraints are
to be applied by the hospital staff.

3. On 12/15/2016 at 2:00 PM, Surveyor #3
interviewed the hospital ' s primary restraint
educator (Staff Member #7) about how many
restraints are to be used when physical restraints
are ordered by a physician. Staff Member #7
indicated that the registered nurse determines

A 164
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how many restraints are initially used. The staff
member acknowledged that hospital staff
generally start with restraining both the arms and
legs. The chest restraint is only used in rare
occasions.

4. On 12/14/2016 and 12/15/2016, Surveyor #3
reviewed the seclusion/restraint records of
Patients #4 and #6 noting that hospital staff
placed Patients #4 and #6 in both physical
restraints and seclusion simultaneously on
8/12/2016 and 9/29/2016 respectively based
upon a physician order. No documentation
indicating that a less restrictive alternative had
been considered or attempted first prior to the
simultaneous application of both physical
restraints and seclusion could be found.

PATIENT RIGHTS: RESTRAINT OR
SECLUSION
CFR(s): 482.13(e)(9)

Restraint or seclusion must be discontinued at
the earliest possible time, regardless of the length
of time identified in the order.

This STANDARD is not met as evidenced by:

Based on record review, interview, and review of
hospital policies and procedures, the hospital
failed to ensure that patients were released from
seclusion at the earliest possible time for 3 of 6
patients reviewed (Patients #3, #4 and #5).

Failure to remove patients from seclusion at the
earliest possible time puts patients at risk for
psychological harm, loss of dignity, and personal
freedom.

A 164

A174
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Continued From page 12
Findings:

1. The hospital's policy and procedure titled
"Seclusion and Physical & Mechanical Restraint"
(Revised 2/2016; Policy # PC.R. 100) under the
section "PATIENT RIGHTS" read in part:
"Restraints or seclusion shall be ended at the
earliest possible time."

2. 0n 12/15/2016 at 1:15 PM, Surveyor #3
interviewed the hospital's principal
trainer/educator for staff on the use of seclusion
and restraints (Staff Member #7). The surveyor
asked Staff Member #7 when a patient should be
released from seclusion. Staff Member #7
acknowledged that the trained registered nurse or
physician would review and assess the patient's
behavior to determine if seclusion or restraints
could be discontinued. When asked by the
surveyor what should happen if the documented
behavior was described as sleeping, s/he
indicated the door should be unlocked and the
patient released from seclusion.

3. 0n 12/13/2016 at 11:30 AM in the adult
psychiatric unit (2 West), Surveyor #3 reviewed
the medical record of Patient #3 who was placed
into seclusion on 12/1/2016 at 8:30 AM and
released from seclusion at 11:30 AM. The patient
was placed in seclusion after being observed
grabbing a food cart and running down a hallway
repeatedly striking the cart against the wall.
Documentation on the seclusion flow sheet
indicated the patient's observable behavior as
"resting" or "sleeping" from 9:00 AM to 10:30
AM, a period of 90 minutes. A progress note
written at 10:30 AM indicated the patient was
resting on the bed with eyes closed and

A174
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verbalized understanding for the need for
seclusion. "Will discontinue seclusion when
staffing allows for 1 to 1 support.”

4. On 12/14/2016 and 12/15/2016, Surveyor #3
reviewed seclusion/restraint flowsheet records of
Patients #4 and #5 and noted the following:

a. Hospital staff placed Patient #4 in seclusion
and restraint on 9/29/2016 and did not release
him/her from seclusion until 9/30/2016, a period
of 28 hours. Surveyor #3 noted the patient's
observed documented behavior of sleeping or
resting for the following periods:

--From 9/29/2016 at 6:45 PM until 9:30 PM, a
period of 2 hours and 45 minutes.

--From 9/29/2016 at 10:45 PM until 9/30/2016
at 7:45 AM, a period of 9 hours.

--From 9/30/2016 at 8:45 AM until 10:45 AM,
a period of 2 hours.

--From 9/30/2016 at 12:30 PM until 3:30 PM,
a period of 3 hours.

b. Hospital staff placed Patient #5 in seclusion on
12/11/2016 at 10:30 PM and was released from
seclusion on 12/12/2016 at 7:15 AM. Surveyor #3
noted the patient's observed documented
behavior on the seclusion flow sheet as
"sleeping" from 11:35 PM until 7:15 AM, a period
of 7 hours and 40 minutes. The surveyor found
no evidence in the seclusion documentation to
indicate the hospital staff considered removing
the patient from seclusion early.

5. The director of adult psychiatric services (Staff

A174
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CFR(s): 482.21

The hospital must develop, implement and
maintain an effective, ongoing, hospital-wide,
data-driven quality assessment and performance
improvement program.

The hospital's governing body must ensure that
the program reflects the complexity of the
hospital's organization and services; involves all
hospital departments and services (including
those services furnished under contract or
arrangement); and focuses on indicators related
to improved health outcomes and the prevention
and reduction of medical errors.

The hospital must maintain and demonstrate
evidence of its QAPI program for review by CMS.

This CONDITION is not met as evidenced by:

Based on observation, interview, record review,
and review of the hospital's quality program and
quality documentation, the hospital failed to
develop and implement a hospital-wide,
data-driven quality assessment and performance
improvement (QAPI) program.

Failure to systematically collect and analyze
hospital-wide performance data and to develop
action plans to improve performance based on
that data limited the hospitals ability to identify
problems and formulate action plans.
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Member #6) confirmed the findings at the time of
review.
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Findings:

Failure to identify pharmaceutical services lacking
sufficient personnel to meet the scope,
complexity, and needs of the patients served.

Failure to provide oversight of the Performance
Improvement Program;

Failure to collect and analyze data for
performance measures assigned by the
Governing Body, Performance Improvement
Committee and the Medical Staff for the year
2016;

Failure to measure, analyze and track adverse
patient events;

Failure to develop a process for identifying and
reviewing reportable adverse events;

Failure to ensure completion of action plans
developed during review of adverse events;

Failure to ensure and monitor the overall hospital
environment was maintained in such a manner
that the safety and well being of patients was
protected.

The cumulative effect of these systemic problems
resulted in the hospital's inability to identify
opportunities to improve patient care, safety and
outcomes of care.

Due to the scope and severity of deficiencies
cited under 42 CFR 482.21, the Condition of
Participation for Quality Assurance and
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Performance Improvement Program was NOT
MET.

Cross Reference: A-0273, A-0286, A-0309,
A0490, A0700

DATA COLLECTION & ANALYSIS

CFR(s): 482.21(a), (b)(1),(b)(2)(i), (b)(3)

(a) Program Scope

(1) The program must include, but not be limited
to, an ongoing program that shows measurable
improvement in indicators for which there is
evidence that it will improve health outcomes ...
(2) The hospital must measure, analyze, and
track quality indicators ... and other aspects of
performance that assess processes of care,
hospital service and operations.

(b)Program Data
(1) The program must incorporate quality
indicator data including patient care data, and
other relevant data, for example, information
submitted to, or received from, the hospital's
Quality Improvement Organization.
(2) The hospital must use the data collected to--
(i) Monitor the effectiveness and safety of
services and quality of care; and ....
(3) The frequency and detail of data collection
must be specified by the hospital's governing
body.

This STANDARD is not met as evidenced by:

Based on interview and review of the hospital's

A 263

A 273
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quality program and quality documents, the
hospital failed to collect and analyze data for
performance measures assigned by the
Governing Body, Performance Improvement
Committee and the Medical Staff for the year
2016.

Failure to measure, analyze and track data
related to performance measures as assigned
leaves the hospital unable to identify areas of
concern that may require improvement.

Findings:

1. Review of the Performance Improvement Plan
(Approved 12/2015) and a document titled "
Performance Database - 2016 " revealed that the
hospital was to collect and analyze data for 16
different performance measures. Each
performance measure was assigned to a specific
person for data collection and analysis, and the
reporting frequency was defined. The Governing
Board was to review the performance measures
on a quarterly basis.

2. Surveyor #2 interviewed the Director of Clinical
Services (Staff Member #13) about Performance
Measure data collection, analysis and reporting
on 12/16/2016 at 1:45 PM. The interview
revealed the following:

a. The Performance Measure titled "Patient
Rights and Grievances" was to measure
grievance process compliance and number of
grievances. The information was to be collected
and analyzed by the Performance Improvement
Director and the Patient Advocate, and reported
to the Performance Improvement Committee
monthly. There was no report containing this
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information presented for surveyor review. The
Director stated that the grievance committee had
not been meeting and that the data was not being
collected or analyzed.

b. The Performance Measure titled "National
Patient Safety Goals" listed 5 goals that the
hospital was to collect and analyze data for, two
were reviewed by Surveyor #2: 1) Reduce
likelihood of patient harm associated with
anticoagulant therapy (Warfarin), and 2)
Medication Reconciliation upon admission and
discharge. The Chief Nursing Officer and the
Risk Manager were responsible for data
collection and analysis, and for reporting to the PI
Committee and the Governing Board monthly.
There was no report containing this information
presented for surveyor review.

c. The Performance Measure titled
"Restraint/Seclusion" was to measure proper
documentation of restraint and seclusion. The
Directors of Nursing and the Risk Manager were
responsible for the data collection and analysis,
and for reporting monthly to the PI Committee
and Governing Board. While the number of
patients placed in restraint and seclusion were
reported by the Performance Improvement
Committee to the Governing Board, there was no
report available for review related to proper
documentation of restraint and seclusion.

d. The Performance Measure titled "Risk
Management/Patient Safety/Quality" was to
measure suicides/suicide attempts, falls,
medication variances, elopements, contraband
and patient satisfaction. The Risk Manager and
Chief Nursing Officer were responsible for data
collection and analysis, and for reporting monthly
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to the Performance Improvement Committee and
Governing Board. The surveyor requested to
review the data collection and analysis for
medication variances and elopement. While there
was data presented to the surveyor for elopement
and medication variances, there was no report
containing analysis of the data.

e. The Performance Measure titled "Medical
Consultations/Treatment" was to measure
medical consultation for timeliness and
appropriateness to the patient's individual needs.
The Risk Manager and Chief Nursing Officer
were responsible for data collection and analysis,
and for reporting the information quarterly to the
Performance Improvement Committee and the
Medical Executive Committee. There was no
report containing this information presented for
surveyor review.

f. The Performance Measure titled "Contracted
Services" referred to the Contract log for scope of
service and quality measures. The Risk Manager
and Chief Executive Officer were responsible for
data collection and analysis, and for reporting this
information annually to the Performance
Improvement Committee and the Medical
Executive Committee. There was no report
containing this information presented for surveyor
review.

Cross-reference: Tag A-0084

g. The Performance Measure titled "Pharmacy
and Therapeutics" was to measure drug
utilization, medication variances, adverse drug
reactions, antibiotic usage and nursing unit/med
room checks. The Pharmacist was responsible
for data collection and analysis, and for reporting

A 273
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this information quarterly to the Performance
Improvement Committee and the Medical
Executive Committee. There was no report
containing this information presented for surveyor
review.

A 286 | PATIENT SAFETY A 286 2110117
CFR(s): 482.21(a), (c)(2), (e)(3)

(a) Standard: Program Scope

(1) The program must include, but not be limited
to, an ongoing program that shows measurable
improvement in indicators for which there is
evidence that it will ... identify and reduce
medical errors.

(2) The hospital must measure, analyze, and
track ...adverse patient events ...

(c) Program Activities .....

(2) Performance improvement activities must
track medical errors and adverse patient events,
analyze their causes, and implement preventive
actions and mechanisms that include feedback
and learning throughout the hospital.

(e) Executive Responsibilities, The hospital's
governing body (or organized group or individual
who assumes full legal authority and responsibility
for operations of the hospital), medical staff, and
administrative officials are responsible and
accountable for ensuring the following: ...

(3) That clear expectations for safety are
established.

This STANDARD is not met as evidenced by:
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ITEM #1 - Analysis and Tracking of Adverse
Patient Events

Based on interview, record review and review of
quality documents, the hospital failed to measure,
analyze and track adverse patient events.

Failure to analyze aggregate data related to
adverse patient events risks the hospital's ability
to identify root causes and develop action plans
and may contribute to an unsafe patient care
environment.

Findings:

1. Review of the hospital policy and procedure
titled "Incident Reporting"

(Policy #RM.200; Approved 12/2013) revealed
that the hospital's Risk Manager was responsible
for collecting incident report data for statistical
analysis and trending.

Review of the hospital's Performance
Improvement Plan (Policy #RM.300; Approved
12/2015) revealed that it was the responsibility of
the Medical Executive Committee and the
Performance Improvement Committee to review
risk management activities by analyzing the
results of incident reports, patient surveys and
patient complaints to determine patterns of
patient care occurrences and ensure that
corrective action is or has been taken to the
extent possible.

2. An interview with the Manager of Risk and
Quality (Staff Member #12) on 12/14/2016 at 1:04
PM and 12/20/2016 at 1:20 PM, and the Director
of Clinical Services (Staff Member #13) on
12/16/2016 at 1:45 PM revealed the following:

A 286
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a. Incident reports were reviewed individually by
the Risk Manager and other managers as needed
but the data was not reviewed in aggregate
looking for patterns, trends and opportunities for
improvement.

b. Patient grievances were logged and reviewed
individually but the data was not analyzed in
aggregate looking for patterns, trends and
opportunities for improvement.

c. The number of patients requiring a medical
transfer were reported to the Governing Board
quarterly but the data was not analyzed in
aggregate looking for patterns, trends and
opportunities for improvement.

d. Hospital code data was not being collected or
analyzed for the purpose of looking for patterns,
trends and opportunities for improvement.

ITEM #2 - Reportable Adverse Events

Based on interview, record review and review of
hospital policies and procedures, the hospital
failed to develop a process for identifying and
reviewing reportable adverse events.

Failure to recognize reportable adverse events
inhibits the hospitals ability to perform in-depth

review of the events and develop action plans.

This failure places patients at risk for care in an
unsafe environment.

Reference: WAC 246-302-010 Definitions
"Adverse health event" or "adverse event" means
the list of twenty-nine serious reportable events
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updated and adopted by the National Quality
Forum in 2011, in its consensus report on serious
reportable events in health care including all
appendices.

WAC 246-302-020 How and When to Report
(1) Notify the department that an adverse health
event has occurred within forty-eight hours of
confirmation of the adverse health event ...

(2) Submit a report to the department within
forty-five days of the confirmation of the adverse
health event. The report must include a root
cause analysis and corrective action plan ...

Reference: The National Quality Forum (NQF)
identifies and defines twenty-nine serious
reportable events. The twenty-nine adverse
health events including but not limited to:

(7) Potential criminal events:

(d) Death or serious injury of a patient or staff
member resulting from a physical assault (i.e.,
battery) that occurs within or on the grounds of a
health care setting.

Findings:

1. The Hospital policy titled "Incident Reporting"
(Policy #RM.200; Approved 12/2013) stated that
"In States where the facility is required to report
Tragic/Serious incidents to the State, it must be
done within the State requirements and
notification of completion to Corporate Risk
Management and Clinical Services Departments."

The same policy stated that "All Level | and Il
incidents require a Risk Manager investigation
and completion of the Investigation Chronology

A 286
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and Incident Recap Analysis."

The policy did not include the NQF list of
reportable adverse events nor did it include the
requirement for reporting adverse events and
submitting a root cause analysis.

2. Surveyor #2 reviewed a report of a patient to
patient assault resulting in a serious patient injury.
The patient was transferred to the emergency
room for care and required follow-up specialty
health care appointments for his/her injuries. The
incident was reviewed by the Manager of Risk
and Quality (Staff Member #12), and the
Investigation Chronology and Incident Recap was
completed with recommendations for
improvement based on the investigation.

3. An interview with the Manager of Risk and
Quality (Staff Member #12) by Surveyor #2 on
12/20/2016 at 2:12 PM about the patient to
patient assault revealed that Staff Member #12
was unaware that this particular incident was
considered an adverse event by NQF. Staff
Member #12 stated that a root cause analysis
had not been completed nor had the incident
been reported to the State as required by hospital

policy.

ITEM #3 - Completion of Action Plans

Based on interview and document review, the
hospital failed to ensure completion of action
plans developed during review of adverse events.

Failure to ensure completion of action plans limits
the hospitals ability to correct systemic problems
placing patients at risk for harm.
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Findings:

1. Surveyor #2 reviewed the root cause analysis
for 3 adverse events with the Director of Clinical
Services (Staff Member #13) on 12/16/2016 at
1:25 PM and with the Manager of Risk and
Quality (Staff Member #12) on 12/20/2016 at 9:20
AM. Review of the action plans developed to
correct identified issues revealed the following:

a. For the elopement issue, the action item to
change the policy "Code Amber" (used to alert
staff of a patient who has wandered away from
the nursing unit) to "Code E" had not been
completed although staff were trained and Code
E was being used by the hospital.

b. For the sexual assault issue, one of the action
items was a change to an assessment form
followed by audits to ensure that assessments
were properly conducted, documented, and risk
reduction precautions were implemented. Staff
Member #12 stated that the audits had not been
done.

QAPI EXECUTIVE RESPONSIBILITIES
CFR(s): 482.21(e)(1), (€)(2), (e)(5)

The hospital's governing body (or organized
group or individual who assumes full legal
authority and responsibility for operations of the
hospital), medical staff, and administrative
officials are responsible and accountable for
ensuring the following:

1) That an ongoing program for quality
improvement and patient safety, including the

A 286
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reduction of medical errors, is defined,
implemented, and maintained .

(2) That the hospital-wide quality assessment
and performance improvement efforts address
priorities for improved quality of care and patient
safety and that all improvement actions are
evaluated.

(5) That the determination of the number of
distinct improvement projects is conducted
annually.

This STANDARD is not met as evidenced by:

Based on interview and review of the hospital's
performance improvement plan, the hospital's
Governing Body failed to provide oversight to
ensure that the quality assessment and
performance improvement (QAPI) plan was fully
implemented.

Failure to provide oversight of the Quality
Assessment and Performance Improvement
program to ensure full implementation of the
performance Improvement plan limited the
hospital's ability to identify systemic problems and
develop action plans to improve patient care and
ensure safety.

Findings:

1. The hospital's Performance Improvement Plan
(Policy #RM. 300; Approved 12/2015) stated that
"Medical staff and management staff provide
leadership for and actively participate in
performance improvement activities and establish
criteria for measuring, assessing and improving
organization performance of both clinical and

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 27QV11 Facility ID: 60429197 If continuation sheet Page 27 of 55



PRINTED: 12/30/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
504011 B. WiNG 12/21/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

12844 MILITARY ROAD SOUTH

CASCADE BEHAVIORAL HOSPITAL
TUKWILA, WA 98168

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 309 | Continued From page 27 A 309

non-clinical processes and patient outcomes.
They assure implementation of appropriate
quality assessment and improvement activities
and report the results to the Board through the
Medical Executive Committee and Performance
Improvement Committee.

The Medical Executive Committee is delegated
the Authority and Accountability necessary for the
delivery and assessment of all processes that
contribute to the prevention of problems and the
continual improvement of the quality,
appropriateness and efficiency of patient care
outcomes. Medical Executive Committee
responsibilities, duty and authority for
performance improvement activities are defined
in the Medical Staff Bylaws."

The hospital's Medical Staff Bylaws (dated
12/1/2013) under the section titled "Medical
Executive Committee" read in part 11.4.1 Quality
Management: (a) The duties involved in
overseeing quality assessment and performance
improvement are to ...perform at least an annual
evaluation of the quality management program to
assure its comprehensiveness and effectiveness,
and document improvement in patient care and
patient outcome studies; and ...document
performance of this function in a report on at least
a quarterly basis.

2. An interview with the Manager of Risk and
Quality (Staff Member #12) and the Director of
Clinical Services (Staff Member #13) revealed
that the Medical Director is a member of the
Performance Improvement Committee but does
not participate in performance improvement
activities other than those that have to do with
credentialing and privileging of medical staff. The
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Manager of Risk and Quality stated that the
Performance Improvement Program has never
been formally evaluated as required by the
Medical Staff Bylaws.

Cross Reference: A-0273, A-0286

ADMINISTRATION OF DRUGS
CFR(s): 482.23(c)(1), (c)(1)(i) & (c)(2)

(1) Drugs and biologicals must be prepared and
administered in accordance with Federal and
State laws, the orders of the practitioner or
practitioners responsible for the patient's care as
specified under §482.12(c), and accepted
standards of practice.

(i) Drugs and biologicals may be prepared and
administered on the orders of other practitioners
not specified under §482.12(c) only if such
practitioners are acting in accordance with State
law, including scope of practice laws, hospital
policies, and medical staff bylaws, rules, and
regulations.

(2) All drugs and biologicals must be
administered by, or under supervision of, nursing
or other personnel in accordance with Federal
and State laws and regulations, including
applicable licensing requirements, and in
accordance with the approved medical staff
policies and procedures.

This STANDARD is not met as evidenced by:

Based on record review, interview, and review of
policy and procedure, the hospital failed to ensure

A 309
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that nursing staff followed physician orders for
treatment of alcohol withdrawal for 1 of 3 patients
reviewed (Patient #7).

Failure to follow such orders risks patients
receiving inadequate or improper treatment,
which may result in patient harm.

Findings:

1. The hospital's policy and procedure titled
"CIWA" [Clinical Institute Withdrawal
Assessment] (Policy #AR.C.210; Approved
12/2013) established how often a patient was to
be assessed for symptoms of alcohol withdrawal;
how the patient's symptoms were to be scored
using a withdrawal assessment scale and how
medications were to be administered according to
the patient's score. The policy included a
pre-printed order set titled "Lorazepam Orders for
Alcohol Withdrawal" (dated 5/15/2014) used by
physicians to order specific dosages of
medications to be administered based on the
patient's withdrawal assessment score.

2. Review of the medical records of three
patients who experienced symptoms of alcohol
withdrawal during their hospital stay revealed the
following:

a. Patient #7 was a 59 year-old patient who was
admitted on 12/10/2016 for treatment of alcohol
withdrawal. On 12/10/2016 at 9:30 PM the
patient's physician ordered the Alcohol
Withdrawal Protocol initiating treatment for
alcohol withdrawal symptoms.

Review of the medication administration record
for Patient #7 revealed that on 12/10/2016 the

A 405
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patient received 1 mg of Lorazepam at 9:40 AM
and 1 mg of Lorazepam at 2:20 PM.

An interview by Surveyor #2 with a Registered
Nurse (Staff Member #4) during review of the
patients alcohol withdrawal scores and
administered medications revealed that based on
the score assigned at 9:00 AM and 2:00 PM the
patient's dose of Lorazepam should have been
0.5 mg at 9:40 AM and 0.5 mg at 2:20 PM. Staff
Member #4 did not know why nursing staff
administered the higher doses.

PHARMACEUTICAL SERVICES
CFR(s): 482.25

The hospital must have pharmaceutical services
that meet the needs of the patients. The
institution must have a pharmacy directed by a
registered pharmacist or a drug storage area
under competent supervision. The medical staff
is responsible for developing policies and
procedures that minimize drug errors. This
function may be delegated to the hospital's
organized pharmaceutical service.

This CONDITION is not met as evidenced by:

Based on observation, interviews, and document
review, the hospital failed to provide sufficient
pharmaceutical services to meet the scope,
complexity, and needs of the patients served.

Failure to provide adequate pharmacy services
risks patient safety and safe medication

administration practices.

Findings:
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1. Medications being administered to patients
prior to pharmacy verification of orders resulting
in high number of automatic dispensing machine
overrides.

2. Patient home medications not being verified by
a pharmacist prior to being administered.

3. Medication errors resulting from medication
overrides of the automatic dispensing machines.

4. Expansion of hospital services, clinical units,
and patient census without a comparable
increase in pharmacy services coverage.

The cumulative effect of these systemic problems
resulted in the hospital's inability to provide for
safe dispensing, use and administration, and
tracking and control of medications.

Due to the scope and severity of deficiencies
under 42 CFR 482.25, the Condition of
Participation for Pharmaceutical Services was
NOT MET.

Cross Reference: Tags A0491, A0493, A0500

A491| PHARMACY ADMINISTRATION
CFR(s): 482.25(a)

The pharmacy or drug storage area must be
administered in accordance with accepted
professional principles.

This STANDARD is not met as evidenced by:

Based on observation, interview, and review of

A 490
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policy and procedure, the hospital failed to ensure
that hospital staff followed hospital procedures for
use of a patient's own medications.

Failure of staff to follow procedures for use of a
patient's own medications places patients at risk
for harm due to medication errors.

Findings:

1. The hospital policy and procedure titled
"Medications Brought in with Patients" (Policy #
PHR-118; Revised 4/2014) read as follows:

"...for those medications that will be used by the
patient during their admission at the facility, the
medications will be inspected for proper
identification, labeling, and visual evaluation as
part of the pharmacist verification process. Once
a medication is verified, the pharmacist will place
a sticker on the packaging with the pharmacist's
initials and date the medication as evidence the
medication has been verified ..."

"The order for a patient to take his/her own
medication must be written by the attending
physician on the Physician's Order form."

2. A tour of the medication room of three patient
care units (Gero-psych, Rehab and Detox) on
12/19/2016 between 2:00 PM and 3:00 PM
revealed the following:

a. One bottle of home medication, Latuda 120 mg
tablets, was found for Patient #8 in the patient's
medication tray in the Rehab unit medication
room. The pharmacist attached a white printer
label to the medication bottle with "verified"
written on the label along with the date

A 491
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(12/17/2016) and initials of the pharmacist. Staff
administered the medication at 9:00 PM on
12/15/2016 and 12/16/2016 prior to pharmacist
verification.

b. Two bottles of home medications, Provastatin
Sodium 40 mg tablets and Dilt [Diltiazem] XR SR
180 mg capsules, were found for Patient #9 in the
patient's medication tray in the Rehab medication
room. The pharmacist verified and labeled the
medications using a "date opened/expiration
date" label rather than the pharmacy medication
verification label. Staff administered the
medications on 12/18/2016 at 9:00 AM. There
was no physician order for the patient to take
his/her own medications.

c. Three bottles of home medications, Rayataz
300 mg capsules, Norvir 100 mg tablets and
Truvada 200 mg tablets, were found for Patient
#10 in the patient's medication tray in the Rehab
medication room. There was an initial and date
written directly on the medication bottle label (for
the Rayataz and Truvada) but the surveyor was
unable to tell if the initials and dates were
evidence of pharmacist verification. There were
no pharmacist verification labels on the two
medication bottles. The Norvir medication had no
label with date and signature indicating
pharmacist verification. All of these medications
were in a plastic bag placed in the patient's
medication tray. Two notes were found in the bag,
one stated that the pharmacist verified Truvada
and the other note stated the pharmacist had
verified Norvir. The notes were not attached in
any way to the bottles of medication. Staff
administered all three medications on 12/19/2016
at 9:00 AM. There was a physician order for
administration of the patient's own medications
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but the order did not include specific dosages.

d. One bottle of home medication, Dilantin 30 mg
capsules, was found for Patient #11 in the
patient's medication tray in the Gero-psych unit
medication room. The pharmacist verified and
labeled the medication. Staff administered the
medication on 12/19/2016 at 9:00 AM. There
was no physician order for the patient to take
his/her own medication.

PHARMACY PERSONNEL
CFR(s): 482.25(a)(2)

The pharmaceutical service must have an
adequate number of personnel to ensure quality
pharmaceutical services, including emergency
services.

This STANDARD is not met as evidenced by:

Based on document review and interview, the
hospital failed to ensure the pharmacy was
staffed with sufficient number of personnel to
provide quality pharmaceutical services in order
to meet the needs of the patients and the staff
providing care.

Failure to provide sufficient pharmacy staff to
provide accurate and timely order processing and
medication delivery places patients at risk of
harm due to medication errors.

Findings:
1. The hospital expanded its overall bed capacity

by 42 beds within the past 12 months. During that
period, two additional nursing units were opened

A 491

A 493
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(2 North - 18 beds; 2 West - 24 beds). Prior to
the expansion, the hospital's average daily
census (ADC) was 66.58 patients. This year's
current ADC is 104.41 which represents a 57%
increase or an additional 37.58 patients per day.
The hospital pharmacy staffing or coverage did
not increase correspondingly despite the
increased workload.

2. On 12/20/2016, Surveyor #3 reviewed a
pharmacy document which captures a variety of
key quality workload elements. The surveyor
noted that the average number of medication
doses administered monthly increased by over
12,000 doses since the beginning of the year.
The total number of medication overrides
performed by nurses averaged 2,593 per month
or nearly 87 per day. Similarly, the "inventory
count off" in the automatic dispensing machines
monthly totals reflect non-controlled substances
discrepancies have increased to a monthly
average of 685 items.

3. On 12/14/2016 at 11:30 AM, Surveyor #3
interviewed a pharmacist (Staff Member #9)
about the adequacy of pharmacy staffing
compared to the current workload. Staff Member
#9 acknowledged the pharmacy workload had
substantially increased within the past year. S/he
stated that since starting work at this facility
almost a year ago, the hospital had added two
more inpatient clinical units without a
corresponding increase in pharmacy operating
hours or personnel. Staff Member #9 indicated
that the average turnaround time for verifying new
medication orders was 30 minutes but may be
delayed up to an hour depending on volume of
new admissions.

A 493
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4. On 12/19/2016 at 2:30 PM, Surveyor #3
interviewed the Director of Pharmacy (Staff
Member #8) about the high number of medication
overrides occurring within the hospital. Staff
Member #8 stated that he/she had only been a
member of the hospital staff for "less than a
month" but acknowledged the number of
medication overrides was "high" indicating that
pharmacy is only on-site during the day shift
hours. Surveyor #3 asked Staff Member #8 if
s/he had sufficient pharmacy resources. Staff
Member #8 stated that "l don't have enough
pharmacy staff to do what we should." The
director of pharmacy indicated that he/she had
worked over the contracted hours every week
except for the first week when on orientation.

5. On 12/16/2016 at 11:00 AM, Surveyor #3
interviewed the Director of Adult Psychiatric
Nursing Services (Staff Member #6) about the
high number of medication overrides occurring
within the hospital. Staff Member #6 indicated
that medication overrides is a "problem" stating "I
think medication overrides are dangerous." The
staff member acknowledged that nurses were
overriding because of how long it takes for orders
to be verified in the system. Staff nurses have
also complained they frequently run out of
medications in the automatic dispensing
machines on the weekends, "especially on
Monday mornings" requiring nursing staff to
search for medications on other clinical units.

DELIVERY OF DRUGS
CFR(s): 482.25(b)

In order to provide patient safety, drugs and
biologicals must be controlled and distributed in

A 493

A 500
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accordance with applicable standards of practice,
consistent with Federal and State law.

This STANDARD is not met as evidenced by:

Based on document reviews, interviews, and
review of hospital policies and procedures, the
hospital failed to ensure drugs were controlled
and distributed in accordance with applicable
standards of practice.

Failure to have adequate processes in place for
medication orders to be received and dispensed
in a safe and timely manner risks patient safety

and medication errors.

Findings:

1. The hospital policy and procedure titled
"After-Hour Medication Stock with or without
Pharmacy Review" (Revised 4/2014; Policy #
PHR-169I) under the section titled "Statement of
Policy" read "The facility recognizes the
importance of pharmacist review prior to initiation
of new drug therapy. This review has been shown
to decrease medication errors associated with the
medication-use process. . .The hospital allows for
an exception to pharmacist review of the
medication order for certain situations when time
does not permit pharmacist review. This often
occurs in 'first doses' or 'emergency' situations. In
such cases, an exception is allowed because
significant patient harm could result in the delay
involved for a pharmacist review of the
medication order, and the potential harm would
outweigh the benefits of a pharmacist review."

2. On 12/20/2016, Surveyor #3 reviewed a
pharmacy document which captured a variety of
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key quality workload indicators that included
medication variances and medication overrides.
The surveyor noted the hospital had a total of
23,348 medication overrides performed by nurses
in the first nine months of 2016. Prior to the
expansion of the hospital bed capacity, the
hospital average 2,221 medication overrides a
month. With the opening of the two additional
nursing units, the number of medication overrides
had risen to a monthly average of 2,700
representing a 22% increase or 479 additional
overrides. Similarly, the surveyor noted that the
number of medication variances (potential errors)
by physicians had increased by four fold since the
beginning of the year.

3. 0On 12/19/2016 at 3:00 PM, Surveyor #3
reviewed the hospital medication override list for
the period 12/16/2016 at 4:00 PM until
12/19/2016 at 7:00 AM (the weekend) in which
the pharmacy in-house coverage is only 6 hours a
day. During this time period, the hospital
admitted 14 patients and there was a total of 236
medication overrides initiated by the nursing staff.
Of the 236 medication overrides which occurred
over the weekend, 85 of the overrides listed

"First Dose Needed" as the reason indicating the
pharmacy had not yet verified the medication
order in the automated dispensing system. Only
11 medication overrides listed "Emergency Use"
as the reason for the override.

4. On 12/19/2016 at 2:30 PM, Surveyor #3
interviewed the Director of Pharmacy (Staff
Member #8) about the high number of medication
overrides occurring within the hospital. Staff
Member #8 indicated that nursing personnel can
override and obtain any and all medications in the
hospital's automated dispensing machines.

A 500
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He/she acknowledged that the hospital's entire
formulary was accessible to all nurses without
any restriction.

5. On 12/20/2016 at 2:30 AM, Surveyor #3
interviewed the Director of Adult Psychiatric
Nursing Services (Staff Member #6) about the
high number of medication overrides occurring
within the hospital. Staff Member #6 indicated
that medication overrides is a long standing
problem. The staff member confirmed that s/he
was processing "too many medication error"
incident reports. Staff Member #6 asked to be a
member of the Pharmacy & Therapeutics
Committee to see if some improvement or
progress could be made on this issue. He/she
acknowledged discussing medication overrides in
meetings with the previous pharmacy director
(Staff Member #10) former chief nursing officer
(Staff Member #11) and the quality risk manager
(Staff Member #12) and the decision was made
to continue to monitor the situation.

PHYSICAL ENVIRONMENT
CFR(s): 482.41

The hospital must be constructed, arranged, and
maintained to ensure the safety of the patient,
and to provide facilities for diagnosis and
treatment and for special hospital services
appropriate to the needs of the community.

This CONDITION is not met as evidenced by:

Based on observations, document review, and
staff interviews, the hospital failed to ensure the
condition of the physical plant and the overall
hospital environment was maintained in such a

A 500

A700
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manner that the safety and well-being of patients
was protected.

Failure to maintain the structural integrity of the
facility plumbing and ventilation system.

Failure to follow manufacturer-recommended
maintenance activities and schedule.

Failure to remove ligature risks in patient care
areas.

Failure to monitor and provide appropriate food
temperature devices to ensure food temperatures
are maintained at the required levels.

Due to the scope and severity of deficiencies
cited under 42 CFR 482.41, the Condition of
Participation for Physical Environment was NOT
MET.

Cross Reference: Tags A0701, A0710, A0724,
AQ0726

A701| MAINTENANCE OF PHYSICAL PLANT A 701 2/10/17
CFR(s): 482.41(a)

The condition of the physical plant and the overall
hospital environment must be developed and
maintained in such a manner that the safety and
well-being of patients are assured.

This STANDARD is not met as evidenced by:

Based on observation, interview and record
review the hospital failed to maintain the condition
of the physical plant and the overall hospital
environment of care.
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Failure to maintain the physical plant increases
the risk of infection to patients, staff and visitors.

Findings:

1. On 12/13/2016 at 10:00 AM Surveyor #1
observed the door in the sunroom in the
Gero-psychiatric unit had a closure mechanism
that posed a ligature risk. In review of the
"Proactive Risk Assessment dated August 2016,
the facility had identified door risks in geriatric unit
and assessed it as "High" or "Severe Risk". The
surveyor noted the columns labeled "What
Action", "Time Frame", and "Intermediate
Mediation Needed" for this item had limited or no
information provided in these columns.

2. 0n 12/13/2016 at 10:00 AM Surveyor #1
observed that the handles on the small
rectangular windows in the sunroom posed a
ligature risk

3. 0On 12/13/2016 at 10:10 AM Surveyor #1
observed that the flooring in the bathroom on the
adult psychiatric unit (3 West) was soft
underneath the vinyl and that vinyl was rippled
and not smooth. The bathroom was located next
to 3 showers on 3 West.

4. 0On 12/13/2016 at 10:25 AM Surveyor #1
observed in the seclusion room on the adult
psychiatric unit (2 West) a large crack in the
ceiling, the crack appeared to be wet with
exposed dry wall where work had previously been
done. On 12/14/2016 between the hours of 2:00
PM and 3:00 PM Surveyor #1 observed towels
soaked in water on the floor in the same
seclusion room on 2 West where the ceiling was

A701
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actively leaking. Surveyor #1 went to 3 West to
see what was above the seclusion room and
found that the three showers previously stated
above were located above the seclusion room,
the surveyor observed that one of the showers
was in use during the incident.

5. On 12/15/2016 between 9:00 AM and 10:00
AM Surveyor #1 observed flooding over the rim of
the shower onto the floor on 3 West next to room
303. During the incident, the surveyor observed
facility staff (Staff Member #17) "snake" the drain
and pull out small amounts of hair. Surveyor #1
did a visual inspection of the pipes using a
flashlight and found the pipes were occluded.

6. On 12/13/2016 between the hours of 10:25 AM
and 11:00 AM Surveyor #1 observed water
damage on a ceiling tile located in the Rehab unit
laundry room.

7. 0On 12/13/2016 between the hours of 10:25 and
11:00 AM Surveyor #1 observed a burnt outlet in
the patient kitchen area in the Rehab unit, this is
a potential fire hazard.

8. On 12/13/2016 between the hours of 10:25 and
11:00 AM Surveyor #1 observed mold underneath
the caulking in the shower room in the rehab unit.

9. On 12/15/2016 between the hours of 1:30 PM
and 3:00 PM Surveyor #1 entered into an
outpatient building (PHP Building), the buildings
ventilation system had not been replaced after a
fire. Surveyor #1 observed 2 large rooms that are
used for group sessions for patients, one room
did not have any windows and the other room had
skylights that did not open creating no means to
ventilate in both rooms.

A701
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LIFE SAFETY FROM FIRE
CFR(s): 482.41(b)(1)(2)(3)

(1) Except as otherwise provided in this section-

(i) The hospital must meet the applicable
provisions of the Life Safety Code of the National
Fire Protection Association. The Director of the
Office of the Federal Register has approved the
NFPA 101 2000 edition of the Life Safety Code,
issued January 14, 2000, for incorporation by
reference in accordance with 5 U.S.C. 552(a) and
1 CFR Part 51. A copy of the Code is available for
inspection at the CMS Information Resource
Center, 7500 Security Boulevard, Baltimore, MD
or at the National Archives and Records
Administration (NARA). For information on the
availability of this material at NARA, call
202-741-6030, or go to:
http://www.archives.gov/federal_register/code_of
_federal_regulations/ibr_locations.html
Copies may be obtained from the National Fire
Protection Association, 1 Batterymarch Park,
Quincy, MA 02269. If any changes in this edition
of the Code are incorporated by reference, CMS
will publish notice in the Federal Register to
announce the changes.

(ii) Chapter 19.3.6.3.2, exception number 2 of
the adopted edition of the LSC does not apply to
hospitals.

(2) After consideration of State survey agency
findings, CMS may waive specific provisions of
the Life Safety Code which, if rigidly applied,
would result in unreasonable hardship upon the
facility, but only if the waiver does not adversely
affect the health and safety of the patients.

A701
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(3) The provisions of the Life Safety Code do not
apply in a State where CMS finds that a fire and
safety code imposed by State law adequately
protects patients in hospitals.

This STANDARD is not met as evidenced by:

Based on observation, interview, and document
review, the hospital failed to meet the
requirements of the Life Safety Code of the
National Fire Protection Association (NFPA), 2012
edition.

Findings:

Refer to the deficiencies written on the Acute
Care Hospital MEDICARE Life Safety inspection
reports.

FACILITIES, SUPPLIES, EQUIPMENT
MAINTENANCE
CFR(s): 482.41(c)(2)

Facilities, supplies, and equipment must be
maintained to ensure an acceptable level of
safety and quality.

This STANDARD is not met as evidenced by:

Iltem #1 Medical Supplies

Based on observation, interview, and record
review, the hospital failed to ensure that patient
care supplies did not exceed the manufacturer's
designated expiration date.

Failure to ensure patient care supplies do not
exceed their expiration dates risks deteriorated
and contaminated supplies being available for
patient use.
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Findings:

1. On 12/12/2016 at 11:00 AM during a tour of 3
West adult psychiatric unit, Surveyor #3 found the
following items in the wound supplies cabinet:

a. One 500 ml bottle of 0.9% Sodium Chloride for
Irrigation with an expiration date of 4/2016.

b. One 500 ml bottle of 0.9% Sodium Chloride for
Irrigation with an expiration date of 9/2016.

c. One box of sterile cotton-tipped applicators
with an expiration date of 2/2016.

d. One box of sterile cotton-tipped applicators
with an expiration date of 9/2016.

e. One box of povidone-iodine swabsticks with an
expiration date of 10/2016.

f. One 14 french Foley urethral catheter with an
expiration date of 7/2016.

2. 0n 12/12/2016 at 1:00 PM, Surveyor #3
inspected the 3 West emergency cart and found
the following:

a. Two 1000 ml 0.9% Sodium Chloride
Intravenous fluids with an expiration date of
5/2016.

b. Five 10 ml 0.9 % Sodium Chloride pre-filled
syringes with an expiration date of 5/2016.

c. One 60 ml bottle of povidone-iodine solution
with an expiration date of 7/2016.
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3. 0n 12/13/2016 at 1:35 PM Surveyor #4
inspected the gero-psychiatric unit (4 West)
emergency cart and found the following:

a. Two 1000 ml 0.9% Sodium Chloride
intravenous fluids with an expiration date of
5/2016.

b. Nine 10 ml 0.9% Sodium Chloride pre-filled
syringes with an expiration date of 5/2016.

c. Five Tegaderrm intravenous site dressings with
expiration dates of 11/2015 and 4/2016.

4.0n 12/13/2016 at 1:11 PM Surveyor #2 toured
the medication room on the Detox Unit and found
three 10 ml 0.9% Sodium Chloride pre-filled
syringes with an expiration date of 5/2016.

a. On 12/14/2016 between the hours of 1:00 PM
and 2:25 PM Surveyor #1 found Tegaderm
(transparent adhesive film dressing) with an
expiration date 4/2016 in the crash cart located
on the Detox unit.

5. On 12/13/2016 at 1:30 PM Surveyor #2
inspected the emergency cart on the Rehab Unit
and found the following:

a. Two 1000 ml 0.9% Sodium Chloride
intravenous fluids with an expiration date of
5/2016.

b. Nine 10 ml 0.9% Sodium Chloride pre-filled
syringes with an expiration date of 5/2016.

6. On 12/14/2016 between the hours of 1:00 and
2:25 PM Surveyor #1 interviewed central supply
staff (Staff Member #18). During the course of

AT724
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the interview Surveyor #1 asked how often the
supplies in the crash carts are checked. The
central supply person was unaware that it was
part of his/her responsibilities to check the crash
carts monthly. He/she stated that he/she had
checked the crash carts 4 months previously.

Item #2 Ice Machines

Based on observation, document review and
interview the hospital failed to follow
manufacturer's instruction for preventive
maintenance, installation and routine cleaning of
its ice machine.

Failure to follow manufacturer's instruction for
preventive maintenance, routine cleaning and
installation, promotes the growth of
microorganisms, which places patients health at
risk.

Reference: Follett Series/W, MCD400A/W,
R400A/W, MFD400A/W, D400A/W Ice Machines
Installation, Operation and Service Manual Serial
numbers above D25455 stated on page 15
provided a diagram of incorrect installation.
Information on incorrect installation as followed:

Dips in tube where water can collect

Splice or tight bend that restricts ice flow
Uninsulated tube that results in wet ice and
potential dispensing problems

Reference: Follett Symphony Plus: On page 4 the
following was noted: "Water shut-off
recommended within 10 ft. (3 m) of dispenser.
Drain to be hard-piped and insulated. Maintain
that at least 1/4" per foot (20 mm per 1 m) run of
slope."
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Reference: Follett Ice machine 400 Series and
Follett Symphony Ice Machine Manual stated the
following cleaning frequency for both models on
page 14 and 17: "the frequency in cleaning and
sanitizing ice machine according to the schedule
below:"

Semi-annually preventive maintenance
Drain Line - weekly
Drain Pan/Drip Pan -weekly

Findings:

1. On 12/13/2016 between the hours of 1:00PM
and 1:45PM Surveyor #1 observed a drain-line
from a Follett Ice Machine was not slope to grade
to the floor drain. The ice machine was located in
the patient kitchen area on the Rehab unit. The
preventive maintenance sticker was past due
9/2016 and the grate on the drip pan had residue
build-up.

2. On 12/14/2016 between the hours of 8:30 AM
and 10:00 AM, Surveyor #1 interviewed the
hospital plant manager (Staff Member #19). Staff
Member #19 stated in part that the ice machine
maintenance was behind so they contracted with
a company to get them caught up. When asked
how often they get preventive maintenance,
he/she said, annually. In review of work orders
from the company, "MacDonald-Miller" it showed
several machines received preventive
maintenance between the months of July through
September but the work order did not indicate
which machines were done and what was
included in the preventive maintenance. In
addition, Surveyor #1 reviewed a work order
generated from the hospital system that indicated
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a "Follett" ice machine on 3-North unit was
scheduled for preventive maintenance on
2/11/2015, was crossed out and a hand written
date of 8/10/16 was provided to indicate when the
work was done.

3. On 12/14/2016 between the hours of 1:00 PM
and 2:45 PM Surveyor #1 observed soil buildup
on the drip pan and drain line of the ice machine
located in the Detox unit.

VENTILATION, LIGHT, TEMPERATURE
CONTROLS
CFR(s): 482.41(c)(4)

There must be proper ventilation, light, and
temperature controls in pharmaceutical, food
preparation, and other appropriate areas.

This STANDARD is not met as evidenced by:
Based on observation, the hospital staff failed to
implement policies and procedures consistent
with the Washington State Retail Food Code,
WAC 246-215 and Federal Food and Drug
Administration.

Failure to follow the food code places patients,
staff, and visitors at risk for foodborne illness.

Findings:

1. On 12/12/2016 between 11:00 AM and 12:15
PM, Surveyor #1 observed two containers of
pasta greater than 2 inches in the walk-in cooling
refrigerator. For foods with a depth greater than
2 inches, staff must document temperature dates
and times to ensure foods cool within the required
cooling time-frame as specified by Washington
State Retail Food Code. The hospital did not

AT724
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document cooling times for the pasta.

Reference: Washington State Retail Food Code
WAC 246-215-03515. FDA Food Code 3-501.14

2. 0On 12/12/2016 between 11:00 AM and 12:15
PM Surveyor #1 observed dietary staff (Staff
Member #20) using a food probe thermometer
inaccurately when taking the temperature of a
"Ruben Sandwich". The thermometer
temperature indicator is located half way up the
stem; the staff inserted only the tip into the
sandwich thereby potentially giving an inaccurate
reading. The type of thermometer used by the
staff was not designed to temp thin foods such as
meat patties, fish fillets, and other thin food items.

In addition, Surveyor #1 checked to see the
thermometer's accuracy by placing the
thermometer with 2 other thermometers in an
ice-bath registered at 32 degrees Fahrenheit. The
thermometer used to temp the "Ruben Sandwich"
registered at 20 degrees Fahrenheit, 12 degrees
off calibration. Dietary staff (Staff Member #20)
confirmed this.

Reference: Washington State Retail Food Code,
WAC 246-215-04335
Reference: Washington State Retail Food Code,
WAC 246-215-04580

INFECTION CONTROL PROGRAM
CFR(s): 482.42(a)(1)

The infection control officer or officers must
develop a system for identifying, reporting,
investigating, and controlling infections and
communicable diseases of patients and

AT726
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personnel.

This STANDARD is not met as evidenced by:
Item #1 Hand Hygiene

Based on observation and review of hospital
policy and procedure, staff failed to perform hand
hygiene prior to and after administering
medications

Failure to perform hand hygiene puts patients and
staff at risk for infection.

Findings:

1. Facility policy titled "Hand Hygiene",
#IC.HH.100, reviewed 10/2016 read in part: "...
Ill. INDICATIONS FOR HANDWASHING AND
ANTISEPSIS... C. Decontaminate hands before
having direct or indirect contact with patients... F.
Decontaminate hands after contact with a
patient's intact skin... G. Decontaminate hands
after contact with body fluids or excretions,
mucous membranes..."

2. 0n 12/13/2016 at 9:00 AM Surveyor #4
observed a registered nurse (Staff Member #14)
administer oral medications to a patient. S/he did
not perform hand hygiene (HH) before preparing
the medications, and though s/he came in contact
with the patient's oral secretions during
administration, did not perform HH afterward.

3. On 12/13/2016 at 9:45 AM Surveyor #4
observed a registered nurse (Staff Member #15)
administer oral medications to a patient. S/he did
not perform HH prior to or following

AT749
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administration, despite numerous contacts with
the patient's skin.

Item #2 Dietary Sanitation

Based on observation, the hospital failed to
implement policies and procedures to ensure
compliance with the Washington State Retail
Food Code (246-215 WAC) and the Federal Food
and Drug Administration.

Failure to follow best food practices places
patients, staff, and visitors at risk for foodborne
iliness.

Findings:

1. On 12/12/2016 between 11:00 AM and 12:15
PM Surveyor #1 used a chlorine indicator test
paper to evaluate the chlorine concentration level
in the sanitizer bucket for in-use wiping cloths.
The chlorine exceeded the tolerance limit of 200
parts-per-million (ppm) for sanitizer.

Reference: Washington State Retail Food Code,
WAC 246-215-03339(2) (2009 FDA Food Code
3-304.14)

2. 0n 12/12/2016 between 11:00 AM and 12:15
PM Surveyor #1 observed signs of algae growth
on the interior plastic panel of the ice machine
located in the main kitchen.

Reference: Washington State Retail Food Code,
WAC 246-215-04605(5)(d)(ii)

Item #3 Housekeeping Cleaning

Based on observation, review of hospital's policy
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and manufacturer's instructions for use, the
hospital staff failed to follow procedures when
cleaning patient rooms.

Failure to follow manufacturer's instructions for
use and hospital polices and procedures
increases the risk of infection/iliness to patients,
staff and visitors.

Reference: Virex Il 256 Diversey: "Apply use
solution to hard, non-porous environmental
surfaces. All surfaces must remain wet for 10
minutes. Wipe surfaces and let air dry."

Findings:

1. In review of hospital's policy and procedure
titled: "Daily Cleaning of Patient Area" (Revised
8/2016) stated in part lll, "Take cart with you into
the room to clean. Cart should be within eyesight
at all times."

2. 0n 12/13/2016 at 8:30 AM Surveyor #1
observed a housekeeper (Staff Member #21)
during a daily clean of a patient room, applied
"Virex 256 disinfectant solution" on a patients
hand sink then proceeded to wipe it off with a dry
cloth. The housekeeper did not allow 10-minute
contact time as required per manufacturer's
instruction for use.

3. On 12/13/2016 at 9:38 AM Surveyor #1
observed a housekeeper (Staff Member #22)
during a daily clean of a patient room. The
surveyor observed the housekeeper use a brush
to clean a shower floor after cleaning a toilet with
the same brush.

4. On 12/13/2016 at 9:45 AM Surveyor #1
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observed a housekeeper (Staff Member #22)
during a daily clean of a patient room. The
surveyor observed the housekeeper dusting a
light fixture over the patient's head while a patient
was sleeping, potentially exposing the patient to
dust particles.

5. On 12/13/2016 at 9:50 AM Surveyor #1
observed housekeeper (Staff Member #21) enter
a patient room at the end of the hallway leaving
the housekeeping cart in the hallway unattended.

6. On 12/15/2016 at 4:00 PM, Surveyor #1
reviewed a facility document titled, "Infection
Prevention" the document provides a line list of
indicators for 2016. One of the indicators
identified was Patient Room Cleaning with a
"Target" of success of 95% or better. For the
entire year of 2016, January through November,
no observations were made.
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MEDICARE HOSPITAL COMPLAINT SURVEY
FOLLOW-UP VISIT

An on-site follow-up visit was conducted on
March 7 - 10, 2017 by Paul Kondrat, RN, MN,
MHA,; Elizabeth Gordon, RN, MN; Joy Williams,
RN, BSN, and Alex Giel, REHS, PHA.

The Fire Life Safety (F/LS) follow-up visit was
conducted on March 7, 2017 by Washington
State Patrol Deputy Fire Marshal Don West.

During the survey, surveyors also assessed
issues related to the following Medicare
complaints: #71391; #71515; and #71516.

This visit was to verify correction of
Condition-level deficiencies found during the
hospital complaint survey on 12/12-16/2016 and
12/19-21/2016 in which the facility was found not
in compliance with:

42 CFR 482.12 Governing Body

42 CFR 482.13 Patient Rights

42 CFR 482.21 Quality Assessment and
Performance Improvement

42 CFR 482.25 Pharmaceutical Services

42 CFR 482.41 Physical Environmental

During the course of the follow-up visit, the DOH
surveyors determined that there was a high risk

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
01/20/2017

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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of serious harm, injury, and death due to the
serious of the findings. This resulted in the
declaration of IMMEDIATE JEOPARDY in the
following area:

Failure to conduct effective security procedures
when wanding newly admitted patients for
identification of hazards associated with danger
to self and others (3/9/2017 at 2:45 PM).

Removal of the state of IMMEDIATE JEOPARDY
was verified on 3/10/2017 at 2:10 PM by Paul
Kondrat, RN, MN, MHA; Elizabeth Gordon, RN,
MN, Alex Giel, REHS, PHA, and Joy Williams,
RN, BSN.

The hospital remains NOT IN COMPLIANCE with
Medicare Hospital Conditions for Participation for:

42 CFR 482.12 Governing Body
42 CFR 482.13 Patient Rights
Shell #27QV12

GOVERNING BODY
CFR(s): 482.12

There must be an effective governing body that is
legally responsible for the conduct of the hospital.
If a hospital does not have an organized
governing body, the persons legally responsible
for the conduct of the hospital must carry out the
functions specified in this part that pertain to the
governing body ...

This CONDITION is not met as evidenced by:

{A 000}

{A 043}
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Based on observation, interviews, and document
reviews, the hospital failed to meet the
requirements at 42 CFR 482.12 Condition of
Participation for Governing Body.

Failure to meet patient rights risks an unsafe
healthcare environment for patients, visitors, and
staff.

Findings:

1. The Governing Body failed to effectively
manage the functioning of the hospital to protect
patients from harm as evidenced by the
IMMEDIATE JEOPARDY condition identified on
3/9/2017 for failure to ensure patients receive
care in an environment in which the safety and
well-being of patients are assured.

2. Failure to conduct effective safety and security
procedures for identification of hazards
associated with danger to self and others.

Due to the scope and severity of deficiencies
detailed under 42 CFR 482.13 Condition of
Participation for Patient Rights, the Condition of
Participation for Governing Body was NOT MET.
Cross-Reference: Tags A0115

PATIENT RIGHTS: CARE IN SAFE SETTING
CFR(s): 482.13(c)(2)

The patient has the right to receive care in a safe
setting.

This STANDARD is not met as evidenced by:

{A 043}
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ITEM #1 SECURITY PROCEDURES AND
IDENTIFICATION OF HAZARDS

Based on observations, review of manufacturer's
instructions for use, and review of hospital policy
and procedures, hospital staff members failed to
follow manufacturer's instructions when using the
hand held metal detector.

Failure to ensure that staff are trained and skill
competency verified to operate the hand-held
metal detector correctly puts patients, staff, and
visitors at risk for contraband and other
dangerous hazards entering the facility posing a
serious threat which may result in injury or death.

Reference: Garrett Metal Detector Super Scanner
User Manual.

Findings:

1. The hospital's policy and procedure titled
"Wanding - Use of Hand-Held Metal Detector
Wand" (Reviewed/2017) stated in part, "All
patients will be wanded prior to or immediately
upon arriving on an inpatient unit". The section
titted "Procedure" read in part: "Staff should not
allow the scanee to influence them as to what is
actually causing an alarm. For instance, if the
detector denotes the presence of a suspicious
item under a shirt sleeve, do not fail to completely
investigate the source of the alarm even though
the scannee assures you that [it] is just his/her
watch." Page 4 of the hospital policy illustrates
the proper technique and procedure to use when
operating the wand; wanding from the front to the
back and ending with the underfoot of the
individual.
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The user manual for the Garrett Metal Detector
Super Scanner under the section titled
"Components/Function" (pp 5-6) read in part:
"Interface Elimination Button- The detector is
factory set for maximum sensitivity to detect the
smallest of items. The high level of sensitivity
may produce alarms when approaching a floor
containing rebar. Press and hold this button to
decrease sensitivity to a level that does not
respond to the rebar. Release button and
detector returns to normal sensitivity."

2. 0n 3/7/2017 between 8:00 PM and 8:28 PM,
Surveyor #1 requested a certified nurse's aide
(CNA) (Staff Member #2) to demonstrate the use
of the hand-held metal detector. During the
observation, the CNA turned the metal detector
on and the metal detector appeared to be
malfunctioning with the surveyor noting that all
LED lights were flashing on and off. Staff Member
#2 pushed a button on the side of the metal
detector and the flashing LED lights shut off
except for a single green light. The CNA then
proceeded to scan the surveyor while
continuously holding (depressing) the side button.

Staff Member #2 acknowledged in a follow-up
interview with Surveyor #1 that he/she was
unaware of the side button's function or purpose.

3. On 3/8/2017 at 9:00 AM, Surveyor #1
interviewed the Director of Intake Personnel (Staff
Member #4) about the use of hand-held metal
detectors and training of personnel. S/he
confirmed the metal detector used on 3/7/2017 by
Staff Member #2 had malfunctioned and the
battery had been replaced. The hospital did not
have a system in place to check the battery

A 144

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:27QV12

Facility ID: 60429197

If continuation sheet Page 5 of 16




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/30/2019
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

504011

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

R
03/10/2017

NAME OF PROVIDER OR SUPPLIER

CASCADE BEHAVIORAL HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CODE
12844 MILITARY ROAD SOUTH
TUKWILA, WA 98168

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A144

Continued From page 5
status of the hospital's eight metal detectors.

4. On 3/10/2017 between 11:00 AM and 11:45
AM, Surveyor #1 observed an Intake Personnel
staff member (Staff Member #3) demonstrate the
use of the hand-held metal detector wand. During
the observation, Staff Member #3 pushed the
side button (interference elimination button) and
proceeded to wand the front of the patient. The
metal detector beeped and a red light flashed
when the wand was located near the patient's
feet. Staff Member #3 asked the patient (Patient
#5) if they had anything in his/her socks. Patient
#5 stated "no". Staff Member #3 continued the
wanding procedure to include both sides of the
patient (left and right). Staff Member #3 did not
wand the backside (posterior aspect) of the
patient as required by hospital policy. The staff
member failed to wand the underside of the
patient's feet or investigate further the source of
the beeping as required by hospital policy.

5. On 3/10/2017 at 2:30 PM, Surveyor #1
reviewed eight medical records and the "Intake to
Nursing Communication Hand-Off" forms and
noted the following:

a. Four of eight records reviewed were not
marked "Yes" or "No" to document and confirm
the patient had been wanded.

b. One of eight records reviewed was marked
"No" reflecting that the patient had not been
wanded.

c. Three of the eight records reviewed were
marked "Yes" indicating the patient had been
wanded on admission. Upon further review, the
surveyor found:
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1. Patient #3 had a metal "X-Acto: blade"
found after the patient had done harm to self by
cutting themselves. The record indicated the
patient acknowledged hiding the metal blade in
his/her sock.

2. Patient #6 had a cellular phone found
during the skin/clothing check by the nursing staff
upon arrival on the unit.

3. Patient #7 had a cellular phone discovered
on the day of discharge after a five day hospital
stay.

ITEM #2 LINE OF SIGHT MONITORING

Based on record review and review of hospital
policy and procedures, the hospital failed to
ensure that patients on "Line of Sight" (LOS)
observation were kept safe from self-harm or
injury from other patients.

Failure to protect patients from self-harm and
harm by other patients may lead to serious injury
or death.

Findings:

1. The hospital's policy and procedure titled,
"Patient Observation"(Policy # PC.P.300;
Reviewed 1/2017) stated in part, ". . .1ll. Levels of
Observation. . . B. Line of Sight. The patient will
be kept within eyesight and accessible at all
times, day and night. Tools or instruments that
could be used to harm themselves or others
should be removed. This level of observation is
required when the patient could, at any time,
make an attempt to harm themselves or others.
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Positive engagement with the patient is an
essential aspect of this level of observation."

The hospital policy and procedure titled, "Patient
Rights and Responsibilities" (Policy # ADM.P.300;
Reviewed 1/2017) stated in part: ". . . Procedure .
.. B. The list of patient rights shall include but are
not limited to the following: . . . 5. The right to
receive care in a safe setting."

2. Patient #3 was an 18 year-old admitted on
2/24/2017 for treatment of depression with
suicidal ideation. The patient received a score of
40 on the Suicide Assessment scale which was
completed on admission. A review of the overall
risk level scoring tool indicated that medium risk
is classified as a score between 25 and 41. Other
than the routine every 15 minute checks that are
completed for all patients on the unit, no special
observation status was assigned until after the
physician had examined the patient on the
following day (2/25/2017) after which the patient
was placed on line of sight (LOS).

3. On 2/27/2017 at 10:00 PM, a Registered Nurse
(RN) (Staff Member #7) entered a note into the
patient's medical record stating that the RN had
examined the patient and found multiple cuts on
her/his left wrist and arm. The RN notified the
patient's physician. A telephone order
documented by the RN on 2/27/2017 at 9:30 PM
stated that the patient was on LOS observation
status and that the patient was responsible for
remaining in LOS of assigned staff. The patient's
physician had ordered LOS observation status
earlier in the day at 2:25 PM as well. The RN
phone call to the physician about her/his
concerns related to the patient's self-harm did not
result in an order for increased monitoring of the
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patient.

4. Review of a physician (Staff Member #9) note
dated 3/2/2017 at 1:00 PM showed the physician
assessed the patient to have an increased
suicide risk. The physician ordered increased
staff monitoring of the patient. The physician's
order dated 3/2/2017 at 10:45 AM stated "LOS Q
[every] 5-minute checks for 24 hours."

5. According to documentation, on 3/2/2017
around 10:00 PM, a licensed nurse (Staff
Member #8) found that Patient #3 was bleeding in
the area of her/his left hand/wrist area. The
patient was noted to be sitting on the floor with a
blanket covering her/his arm. Initially, Patient #3
stated she/he cut themselves using a pencil.
After further questioning, it was discovered that
the patient had used a metal blade [X-Acto
blade]. The patient reported that she/he kept the
blade hidden in her/his sock.

6. Review of documentation dated 3/2/2017 at
11:00 PM, following the blade cutting incident,
revealed that staff felt the patient should have
been in 1:1 observation status because while the
patient was in LOS of staff and on every 5 minute
checks the incident still occurred.

7. An interview with a RN (Staff Member #7) on
3/8/2017 at 3:20 PM with Surveyor #2 showed
that she/he felt that Patient #3 should have been
on 1:1 observation status as the patient had a
history of grabbing pencils and using them to
harm herself/himself even though she/he was on
LOS observation status. Staff Member #7 also
reported that Patient #3 harmed themself with a
metal blade while on LOS observation status with
every 5 minute checks.
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8. An interview with the Director of the Adult
Psychiatric Unit (Staff Member #10) on 3/9/2017
at 10:40 AM confirmed the incident related to
Patient #3. Staff Member #10 revealed that
she/he was unsure how Patient #3 came to be in
possession of such a dangerous object. Staff
Member #10 stated that Patient #3 told staff that
she/he brought the blade from home.

9. On 3/09/2017 at 10:00 AM, Surveyor #4
reviewed the inpatient record of Patient #4. S/he
was admitted on 2/13/2017 due to concerns that
the patient might harm themselves. Patient #4
was initially placed on 1:1 observation from
2/13/2017 to 2/18/2017, and then was placed on
LOS observation for safety. The patient
remained on LOS observation until 3/8/2017. An
entry in the medical record by a registered nurse
(Staff Member #5) dated 3/7/2017 at 5:37 PM
documented "Pt. A&O (alert and oriented) x3.
Mood is anxious and restless. Pacing about unit.
Approached nurse with blood streaming down R
(right) forearm from self-inflicted injury." The
self-harm injury sustained by Patient #4 occurred
while the patient was ordered for LOS. No other
documentation in the medical record was found
to indicate the hospital staff attempted to stop the
patient from harming themselves prior to the

patient presenting themselves to the nursing staff.

10. On 3/9/2017 at 9:15 AM, Surveyor #3
reviewed the medical records of three patients
who were involved in a total of eight patient on
patient assault incidents of which five occurred
while on LOS monitoring. The surveyor noted the
following:

a. On 2/25/2017 at 6:15 AM, Patient #8 while on
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LOS monitoring was noted in the record to be
"exiting seeking, frequently trying to open doors . .
.Pt [patient] is observed wandering into peers
bedroom & taking their belongs. Staff stated that
pt. was observed punching a much larger peer
who assaulted him back. Staff was able to break
up the argument & redirect pt's to different
locations."

b. On 2/11/2017 at 9:45 PM, Patient #2 while on
LOS monitoring was noted in the record as
"Patient threw a punch and knocked . . . patient to
the ground . . .Police officers arrived in unit [to]
investigate the case. . .Patient medicated PRN
[as needed] meds. Remain in room for a while
until the second patient transferred for safety".

11. On 3/7/2017 at 9:15 AM, Surveyor #3
interviewed a registered nurse (Staff Member #6)
about the different levels of observation and the
difference between them. The nurse indicated
that LOS is similar to the 15 minute checks with
the entire staff and no one person responsible for
the monitoring. Staff Member #6 acknowledged
that only when a patient is ordered for 1:1
monitoring is a specific individual assigned to
monitor the patient.

12. An interview with the Director of Quality and
Risk (Staff Member #11) with Surveyor #2
revealed that the facility was not collecting data
on the use and effectiveness of levels of
observation (i.e. LOS, 1:1) of patients. He/she
also stated that there were no current
improvement projects concerning LOS and 1:1
patient monitoring.

PATIENT RIGHTS: RESTRAINT OR

A 144
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SECLUSION

CFR(s): 482.13(e)(2)

Restraint or seclusion may only be used when
less restrictive interventions have been
determined to be ineffective to protect the patient,
a staff member, or others from harm.

This STANDARD is not met as evidenced by:

Based on record review and review of hospital
policies and procedures, the hospital staff failed
to consider the effectiveness of less restrictive
interventions before applying simultaneously both
restraints and seclusion for 3 of 6 patients
reviewed. (Patients #1, #2, #3).

Failure to utilize or consider less restrictive
alternatives to using both restraints and seclusion
simultaneously puts patients at risk for loss of
personal freedom and dignity.

Findings:

1. The hospital policy and procedure titled
"Seclusion and Physical & Mechanical Restraint"
(Reviewed 1/2017; Policy # PC.R.100) under the
section "Policy" read in part: "Seclusion and
restraints may only be used for the management
of violent or self-destructive behavior that
jeopardizes the immediate physical safety of the
patient, a staff member or others after
less-restrictive interventions are ineffective or
ruled-out . .. "

The section titled "Patient Rights" read in part:
"Restraint or seclusion may only be used when
less restrictive interventions have been
determined to be ineffective to protect the patient
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or others from harm. The type of technique of
restraint or seclusion used must be the least

restrictive intervention that will be effective to
protect the patient, a staff member, or others

from harm."

2. 0n 3/8/2017 at 9:15 AM, Surveyors #3 and #4
reviewed the records of five patients who were
placed in either seclusion or restraints during their
hospital stay and noted the following:

a. Patient #1 was placed in 4-point restraints and
seclusion simultaneously by hospital staff on
2/9/2017 at 7:45 PM. Subsequently, Patient #1
was released from restraints at 9:15 PM and from
seclusion at 10:45 PM. No documentation
indicating that a less restrictive alternative had
been considered or attempted first prior to the
simultaneous application of both physical
restraints and seclusion could be found.

b. Patient #2 was placed in 4-point restraints and
seclusion simultaneously by hospital staff on
2/25/2017 at 6:00 PM. Subsequently, Patient #2
was released from restraints at 9:00 PM and from
seclusion at 9:45 PM. No documentation
indicating that a less restrictive alternative had
been considered or attempted first prior to the
simultaneous application of both physical
restraints and seclusion could be found.

3. During the survey, Surveyor #2 toured the Adult
Psychiatric Unit 2 West and reviewed the medical
record of Patient #3. The surveyor noted the
patient was ordered for both seclusion and

4-point restraints simultaneously on 3/2/2017,
3/3/2017, and 3/6/2017 respectively. No
documentation could be located in the medical
record to indicate a less restrictive technique

{A 164}
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(a) Standard: Program Scope

(1) The program must include, but not be limited
to, an ongoing program that shows measurable
improvement in indicators for which there is
evidence that it will ... identify and reduce
medical errors.

(2) The hospital must measure, analyze, and
track ...adverse patient events ...

(c) Program Activities .....

(2) Performance improvement activities must
track medical errors and adverse patient events,
analyze their causes, and implement preventive
actions and mechanisms that include feedback
and learning throughout the hospital.

(e) Executive Responsibilities, The hospital's
governing body (or organized group or individual
who assumes full legal authority and responsibility
for operations of the hospital), medical staff, and
administrative officials are responsible and
accountable for ensuring the following: ...

(3) That clear expectations for safety are
established.

This STANDARD is not met as evidenced by:
Based on interview, record review and review of
policy and procedure, the hospital failed to track
and document the staff response to a patient's
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cardiac arrest event as required by hospital policy
and procedure.

Failure to document a patient's cardiac arrest
event decreases the quality of the information the
hospital can provide for ongoing treatment of the
patient and leaves the hospital unable to evaluate
the effectiveness of emergency response for
quality improvement purposes.

Findings:

1. The hospital's policy and procedure titled
"Code Blue" (Policy #PC.C.100; Reviewed
1/2017) stated that a patient cardiac arrest should
be documented on the Code Blue Record and
placed in the patient's medical record.

2. Patient #9 was a 49 year-old admitted on
12/19/2016 for treatment of alcohol use disorder.
Patient #9 required treatment for alcohol
withdrawal and was admitted to the detoxification
unit. On 12/21/2016 at 12:54 PM the patient was
found unresponsive and cyanotic (bluish
discoloration of the skin). At the same time, Staff
called a Code Blue (a code used in hospitals for
medical emergencies) and started
cardiopulmonary resuscitation (CPR).
Paramedics arrived at 1:10 PM and continued
administering CPR until the patient was
pronounced dead at 1:40 PM.

Review of Patient #9's medical record revealed
that there was no detailed record (Code blue
Record) of the staff response to the patient's
cardiac arrest.

3. An interview with the Chief Operating Officer
(Staff Member #12) on 3/8/2017 at 10:10 AM

{A 286}
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MEDICARE HOSPITAL COMPLAINT SURVEY
FOLLOW-UP VISIT

An on-site follow-up visit was conducted on May 1
-5, 2017 by Paul Kondrat, RN, MN, MHA;
Elizabeth Gordon, RN, MN; Joyce Williams, RN,
BSN, and Alex Giel, REHS, PHA.

During the survey, surveyors also assessed
issues related to the following Medicare
complaints: #72537 and 72539.

This visit was to verify correction of
Condition-level deficiencies found during the
hospital complaint survey revisit on March 7 -10,
2017 in which the facility was found not in
compliance with:

42:CFR 482.12 Governing Body
42 CFR 482.12 Patient Rights

During the course of the follow-up visit, the DOH
surveyors determined that there was a high risk
of serious harm, injury, and death due to the
seriousness of the findings. This resulted in the
declaration of IMMEDIATE JEOPARDY in the
following area:

Failure to intervene when an emergency medical
situation was identified requiring immediate action
resulting in delay of cardiopulmonary
resuscitation.

Removal of the state of IMMEDIATE JEOPARDY
was verified on 5/5/2017 at 2:15 PM by Elizabeth
Gordon, RN, MN and Joyce Williams, RN, BSN.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
01/20/2017

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:27QV13 Facility ID: 60429197 If continuation sheet Page 1 of 12



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/30/2019
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

504011

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

R
05/05/2017

NAME OF PROVIDER OR SUPPLIER

CASCADE BEHAVIORAL HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CODE
12844 MILITARY ROAD SOUTH
TUKWILA, WA 98168

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

{A 000}

A023

Continued From page 1

The hospital remains NOT IN COMPLIANCE with
Medicare Hospital Conditions for:

42 CFR 482.12 Governing Body

Shell #27QV13
LICENSURE OF PERSONNEL
CFR(s): 482.11(c)

The hospital must assure that personnel are
licensed or meet other applicable standards that
are required by State or local laws.

This STANDARD is not met as evidenced by:

Based on interview, and review of hospital's
policy and procedure, the hospital failed to ensure
that the Director of Nursing (DON) was properly
vetted prior to employment.

Failure to ensure that the hospital's staff is
appropriately licensed prior to employment,
places patients at risk for care provided by
unqualified staff.

Findings:

1. In review of the hospital's policy and procedure
titled, "License and Certification Verification"
(Policy Number: HR -130; Effective Date:
September 1, 2015) under the heading titled
"procedure”, stated "that prior to offer of
employment, candidates applying for positions
that require a license must present proof of their
original licensure ... to human resources."

2. 0n 5/4/2017 at 1:00 PM Surveyor #1

{A 000}

A 023
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Continued From page 2

interviewed the human resource manager (Staff
Member #6) in regards to the screening process
of new employees. During the interview Surveyor
#1 asked to see the Director of Nursing (DON)
(Staff Member #7) licensure. The human
resource manager indicated that Staff Member
#7's nursing license had expired in 2015. When
asked to see the Staff Member #7's file, the
human resource manager stated in part that s/he
did not have a current file because s/he was hired
while the human resource manager was on
vacation. The human resource manager indicated
that the DON was a re-hire but was unable to
locate his/her previous file. Staff Member #6 was
hired on April 17, 2017.

GOVERNING BODY

CFR(s): 482.12

There must be an effective governing body that is
legally responsible for the conduct of the hospital.
If a hospital does not have an organized
governing body, the persons legally responsible
for the conduct of the hospital must carry out the
functions specified in this part that pertain to the
governing body ...

This CONDITION is not met as evidenced by:

Based on interviews and document reviews, the
hospital failed to meet the requirements at 42
CFR 482.12 Condition of Participation for
Governing Body.

Failure to ensure staff had the required

knowledge, skills and training to respond to their
patient's emergency medical needs risks delays
in providing emergency response and treatment.

A 023
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Continued From page 3
Findings:

The Governing Body failed to effectively manage
the functioning of the hospital to protect patients
from harm as evidenced by the IMMEDIATE
JEOPARDY condition identified on 5/3/2017 for
failure to intervene when an emergency medical
situation was identified requiring immediate action
resulting in delay of cardiopulmonary
resuscitation.

Due to the scope and severity of deficiencies
detailed under 42 CFR 482.12 Condition of
Participation for Governing Body was NOT MET.

Cross- Reference: Tags A093
MEDICAL STAFF
CFR(s): 482.12(a)(1)

[The governing body must] determine, in
accordance with State law, which categories of
practitioners are eligible candidates for
appointment to the medical staff.

This STANDARD is not met as evidenced by:

Based on interview, review of personnel files and
the hospital policy and procedure, the hospital
failed to ensure the supervising physician
followed the physician assistants' delegation
agreement in regards to performance
evaluations. The hospital also failed to ensure
that the physician assistants were following the
hospital's polices and procedures in regards to
writing orders.

Failure to provide performance evaluations as
written in the physician assistant delegation

{A 043}
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agreement and to provide polices that are
consistent with physician assistant practice,
places patients' safety and health at risk.

Findings

1. In review of the hospital's policy and procedure
titled, "Physician Assistant Privileges" (Policy No:
MS.P.310; Last Reviewed 1/2017) stated in part
2: "physician assistants are not to write orders or
otherwise accept responsibility for that patient's
care. Part 3 stated, "a physician assistant is not to
make an independent decision as to whether the
patient should be admitted to the hospital."

2. On 5/4/2017 between the hours of 8:30 AM
and 10:30 AM Surveyor #1 reviewed the
delegation agreement in a physician assistant's
personnel file (Staff Member #8). In review of the
delegation agreement, under Prescriptive
Authority, the agreement allows a certified or
non-certified physician assistant to prescribe, to
order, to administer and to dispense legend drugs
and Schedule 1I-V controlled substances. In
addition to reviewing medical orders, the
supervisory physician must provide supervision
as follows: Weekly face to face meetings; chart
reviews twice a week and quarterly performance
evaluations. In reviewing physician assistant's
(Staff member #8) credentialing file, Surveyor #1
was unable to validate that face to face weekly
meetings had occurred or that chart reviews were
conducted twice a week as required by the
agreement. In addition, the physician assistant
(Staff Member #8) was not evaluated quarterly as
required by the agreement.

3. On 5/4/2017 at 1:00 PM Surveyor #1 reviewed
Patient #4's medical record which indicated that a

A 045
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Continued From page 5

Physician Assistant (Staff Member #9) admitted
the patient to the hospital on 3/21/2017. The
required supervisory physician counter signature
was not present in the record. This finding was
confirmed by Human Resource Manager (Staff
Member #6).

EMERGENCY SERVICES

CFR(s): 482.12(f)(2)

If emergency services are not provided at the
hospital, the governing body must assure that the
medical staff has written policies and procedures
for appraisal of emergencies, initial treatment,
and referral when appropriate.

This STANDARD is not met as evidenced by:

Based on interviews, document review, and
review of hospital policy and procedures, the
hospital failed to ensure that staff took
appropriate immediate action to address an
emergency medical situation.

Failure to ensure staff had the required
knowledge, skills, and training to respond to a
patient's emergency medical needs risks delays
in activating the hospital emergency response
system and initiating urgent treatment.

Findings:

1. The hospital policy and procedure titled "Code
Blue Response - Medical Emergency / Cardiac
Arrest" (Reference EM-024; Approved 8/2016)
read in part, "It is the policy of this facility to
administer cardiopulmonary resuscitation (CPR)
when a person's breathing and/or pulse cease,
until person resumes cardiopulmonary functions

A 045
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Continued From page 6
or the emergency medical services arrive."

2. During a review of the two code blue events
(term used by hospitals to activate emergency
response for patients requiring immediate
resuscitation) which occured during the months of
March and April 2017, Surveyors #2 and #3 noted
the following:

REVIEW OF CODE #1

a. Patient #1 was a 66 year-old admitted on
4/5/2017 for depression with suicidal ideation.

On 4/20/2017, a code blue was initiated in
response to finding the patient hanging on his/her
bathroom door.

b. On 5/2/2017 at 10:55 PM, Surveyors #2 and #3
interviewed a registered nurse (RN) (Staff
Member #3) about the events surrounding Patient
#1's death by hanging which occurred in the
hospital on 4/20/2017. Staff Member #3 stated
s/he was the only RN on the unit with 15 patients
and was preparing the medication administration
records for the next day. The RN indicated that
she/he heard the CNA (Staff Member #2) making
a loud noise and was yelling that a patient had
just hanged themselves. Staff Member #3
immediately went to the entrance of Patient #1's
room and saw the patient hanging from the
bathroom door. Staff Member #3 indicated that
s/he was unsure that s/he and the CNA could get
the patient down so s/he decided to run back to
the nurse's station and called the nursing
supervisor for help. Next, the RN indicated that
s/he called a code blue followed by calling 911.
Once the nursing supervisor arrived (Staff
Member #4), they removed the patient from the
bathroom door and began CPR.

A 093
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c. On 5/4/2017 at 7:35 AM, Surveyors #2 and #3
interviewed the nursing house supervisor (Staff
Member #4) about the events surrounding Patient
#1's death by hanging. Staff Member #4 indicated
that exactly at 5:00 AM, s/he was making staffing
adjustments and received a call on the radio to
come to 2-North. Staff Member #4 stated it took
him/her less than a minute to get to the nursing
unit. Upon arrival on the unit, Staff Member #4
observed Patient #1 hanging on the edge of the
bathroom door. The nursing house supervisor
with assistance from the 2-North staff
immediately removed the patient from the door,
placed them on the ground, and began chest
compressions. When asked by the surveyors how
the resuscitation went, Staff Member #4 indicated
the code blue went as well as it could have given
the circumstances but acknowledged that the call
for assistance (code blue) for the emergency
could have been started earlier. The surveyors
then asked Staff Member #4 if there were any
problems with any of the equipment. S/he
indicated that there was some difficulty in locating
and connecting the mask to the "ambu bag" (a
self-inflating bag-valve mask device). Staff
Member #4 confirmed that night shift personnel
received no practice code blue training or drills.

d. On 5/2/2017 at 11:20 PM, Surveyors #2 and #3
interviewed a registered nurse (Staff Member #5)
about the events surrounding Patient #1's death
by hanging which occurred in the hospital on
4/20/2017. Staff Member #5 indicated s/he was
working on another clinical unit when s/he heard
the code blue notification and left her/his unit to
assist in the code blue response. When the
surveyors asked if there had been any equipment
problems, Staff Member #5 indicated the 2-North
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staff members were having difficulty
assembling/operating the "ambu bag". The staff
member indicated that s/he had to instruct them
on how to put the mask on the device. S/he
confirmed the facility had not conducted any
practice drills involving cardiopulmonary
resuscitation since she began her employment
there.

e. Review of the Code Blue Evaluation Form in
Patient #1's medical record revealed that the first
two cycles of bag valve mask ventilation were
performed without the mask connected to the
Ambu bag until the mask was found and
assembled. On the same form, staff did not
answer question #4 under Code Standards which
asked staff to check "Yes" or "No" regarding
whether the CPR [cardiopulmonary resuscitation]
was uninterrupted and high quality.

f. Review of the discharge summary dictated on
4/28/2017 in Patient #1's medical record showed
an entry by a physician (Staff Member #10) that
revealed that in his/her review of documentation
related to resuscitation efforts by staff there was
no documentation to support that CPR was
uninterrupted and of high standards.

g. On 5/2/2017 at 12:35 PM, Surveyor #3
interviewed the hospital clinical educator (Staff
Member #1) about code blue education and
training. S/he indicated that code blue
procedures and review of the crash cart is taught
during hospital orientation. S/he acknowledged
this training was by lecture only with no hands-on
training or practice component as part of the
orientation process. Staff Member #1 stated the
hospital had not conducted mock code blue drills
at any time during her employment. S/he
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indicated that mock code drills for the facility were
scheduled to begin in two weeks.

REVIEW OF CODE #2

2. Surveyor #2 reviewed another code blue event
that occurred on 3/15/2017. Patient #2 was a 58
year-old admitted for alcohol dependence and
withdrawal syndrome. According to the discharge
summary in Patient #2's medical record, Patient
#2 had a history of seizures from alcohol
withdrawal and was placed on medication to
control seizures as a preventative measure. On
3/15/2017 at 5:08 PM, the patient was found on
the floor apparently due to a seizure. While lying
on his/her back, the patient's tongue occluded
his/her airway. A patient who was assisting the
registered nurse (RN)(Staff Member #11) moved
the patient to his/her left side. The patient started
breathing again. The RN instructed the patient
assisting him/her to keep the patient on his/her
side then the RN left the unit to meet the
paramedics. Once the RN left the unit, an LPN
(licensed practical nurse) and 2 CNAs (certified
nursing assistants) and physician were left alone
to manage the patient situation. The RN returned
to the unit with the paramedics and observed that
CPR had been started on the patient. According
to documentation, a code blue was called at 5:10
PM. Upon arrival on the unit, the paramedics took
over resuscitation efforts.

a. No Code Blue Form documenting the staff's
response to the patient's cardiac arrest could be
located in the patient's medical record. In
addition, no Code Blue Evaluation Form could be
located within the facility.

b. An interview with the Director of Clinical
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Services (Staff Member #12) on 5/4/2017 at 8:44
AM revealed that the response to the patient's
cardiac arrest was disorganized and that the RN
(Staff Member #11) should have remained on the
unit with the patient and sent another staff
member to meet the paramedics.

NURSING CARE PLAN

CFR(s): 482.23(b)(4)

The hospital must ensure that the nursing staff
develops, and keeps current, a nursing care plan
for each patient. The nursing care plan may be
part of an interdisciplinary care plan

This STANDARD is not met as evidenced by:

Based on record review and review of hospital
policy and procedure, the hospital failed to ensure
staff assess patients for suicide risk upon
admission for 1 of 3 patient records reviewed
(Patient #3).

Failure to assess patients for suicide upon
admission puts patients at risk for self-harm.

Findings:

1. The hospital policy and procedure titled
"Suicide Risk Assessment" (Policy # PC.SP.100;
Reviewed 1/2017) read in part: "The admitting RN
or Intake Personnel will complete the initial
suicide risk assessment (SRA form) as soon as
possible but no later than 2 hours after
admission. . . If any suicide risk assessment
renders information that has potential to
immediately affect patient safety and/or results in
a score of High or Severe, the psychiatrist shall
be contacted immediately."

A 093

A 396
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2. Surveyor #2 reviewed the medical records of
three patients recently admitted to the hospital
and noted the following:

a. Patient #3 was admitted on 4/30/2017 at 8:08
PM with a chief complaint of being "suicidal" after
being transferred from a local acute care hospital.
A review of the "Intake to Nursing Communication
Hand-Off" form was documented as a high risk
notification with the box marked "Suicidal Ideation
with Plan". The initial suicide risk assessment
was completed on 5/1/2017 at 9:20 AM, 13 hours
after admission. Patient #3's suicide risk
assessment was determined to be at the high risk
level.
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MEDICARE HOSPITAL COMPLAINT SURVEY ((,{d’:‘ *a-

FOLLOW-UP VISIT

The Washington State Department of Health : W
{DOH) in accordance with Medicare Conditions of \/fg{}x '
Participation set forth in 42 CFR 482, conducted P@ L e fw QC)’
this health and safety survey. l it

Onsite dates: 0711917 to 07/21/17
Ti1e survey was conducted by:

Paul Kondrat, RN, MN, MHA
Elizabeth Gordon, RN, MN
Kimberly Metz, RN, MSN

DOH staff found the facility NOT IN
COMPLIANCE with the following Conditions of,
Participation:

42 CFR 482.12 Governing Body
42 CFR 482.13 Patient's Rights

A Q43 482,12 GOVERNING BODY AQ43

There must be an effective governing body that is
legally responsible for the conduct of the hospital.
If a hospital does not have an organized
governing body, the persons legally responsible
for the conduct of the hospital must carry out the
functions specified in this part that pertain te the
governing body ...

This Condition is not met as evidenced by:

Based on interviews and document reviews, the
Governing Body failed to maintain effective
systems that ensure that patients received care
that met their needs in a safe environment.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGMNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the instituticn may be excused from correcting providing it Is determined that
other safeguards provide sufficient protection to the patients, (See instructions,) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survay whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made availlable to the facility, If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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A 043 C(?ntlnued From page 1 . . A 043 AD43 CER 482,12 and 482.13 Al
Failure to ensure patients are provided with care ‘ corractive
ﬂ:'at meets the.'r needs in a safe environment Immediately following the exit summation the actions will
risks poor patient healthcare outcomes. CEO, Governing Board Membars, GNOQ, Pl be

Risk Manager, Director of Clinical Services, completed
Findings included: and Directors of nursing reviewsd the findings by
and began formeulation of a plan of correction. | 09-11-2017
1. The Governing Body failed to ensure physician The Governing Board dalogatad fhe
oversight of mid-level providers practice as stated raspansibility of ensuring complation of af
) X ' corraclive action action to the CEO/Designes
in the delegation agreement after previously wha along with the Medical Director is a
having been cited. member of the Govemning Board. The CEQ/
Designae is responsiole for reporiing the
2. The Governing Body failed to maintain a safe resuits of corrective actions and use the of
and secure environment that risked serious injury monitoring systems to the full Governing Board.
for patients and staff. The Parformancs Improvement Committes will
. L . implernent increased monitoring for any tems
Due to the severity of deficiencies cited under 42 that do nol meset the thresholds that have been
CFR 482.12 and 42 CFR 482,13, the Gondition of sstablished by the Commitiee. This increased
Participation for Governing Body was NOT MET. monitoring will cantinue until cornpliance is
abtained and sustained for two reporting
Cross-Reference: Tags A045, A0144 perfds.

A045| 482, 12(a)(1) MEDICAL STAFF A 045
[The governing body must] determine, in
accordance with State law, which categories of
practitioners are eligible candidates for
appointment to the medical staff.

This Standard is not met as evidenced by:
Based on interview, record review, and review of
policy and procedure, the hospital failed to ensure
the supervising physician for a mid-level provider
followed the physician assistants' delegation
agreement in regards to performance review and
evaluation, .
Failure of the supervising physician to provide
oversight of the physician assistant's practice as
stated in the delegation agreement risks patients
receiving inadequate or substandard care,
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Findings included:

1. Record review of the document titled,
"Physician Assistant Delegation Agreement and
Standardized Procedures Reference &
Guidelines," signed by the supervising physician
(Staff A) and the Physician Assistant (Staff B} on
11/20M13, showed that the supervision plan
included weekly face to face meetings, chart
reviews twice a week and quarterly performance
evaluations, The section of the agreement titled,
"Alternate Supervising Physician Data," was
blank.

2. Lack of supervision of the physician assistant
was praviously cited on 05/05/17. Record review
of the hospltal's plan of correction for the citation
showed that evaluation results would be reported
maonthly to the performance improvement
commiftee, and quarterly to the Medical
Executive Commiftee, and governing body.
Record review of meeting minutes for the
performance improvement committee, Medical
Executive Committee and Governing Body
showed there was ho documentation indicating
that the evaluation results for the physician
assistant by the supervising physician wers
discussed.

3. During an interview with Surveyor #1 on
07/18/17 at 2:58 PM, Staff C, the Manager of
Risk and Quality stated that he was unable to find
reports sent to the committees regarding
physician assistant evaluations. Staff C
suggested Surveyor #1 interview the Chief
Medical Officer {Staff D) about the evaluations.

4, During an interview with Surveyor #1 on
07/19M17 at 3:10 PM, Staff D, the Chief Medical

A 045

A 045 482.12 (a)(1) Medical Staff

Corrective Action:
All physician assistant privileges will be
updated to reflect the appropriate

requirements for supervision and chart review.

Monitoring Plan: Evaluation Results will be
reported out monthly

to the CBH performance improvement
committee, and quarterly to the MEC, and
governing board.

Persons Responsible:
Chief Medical Officer

All
correctlive
actions will
be
completed
by
09-11-2017
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Officer stated that he discussed the issue related
to physician assistant oversight requirements with
medical staff during the June 2017 medical
executive committee meeting. He was unable to
find the information in the meeting minutes.
During the interview, the Chief Medical Officer
presented an evaluation for Staff B {o the
surveyor. The evaluation was completed by the
Chief Medical Officer on the day of the interview,
07M9/17, but had not yet been reviewed with the
physictan assistant, The Chief Medical Officer
was not listed in the physician assistant's
delegation agreement as an alternate supervising
physician.

5. Record review of the physician assistants
credentialing file by Surveyor #1 showed no
evidence supporting the supervising physiclan
was performing his oversight responsibilities as
stated in the "Physician Assistant Delegation
Agreement”,

THIS CITATION WAS PREVIOUSLY CITED ON
05/05/17
482.13 PATIENT RIGHTS

A hospital must protect and promote each
patient's rights.

This Condition is not met as evidenced by:
Based on interviews, document reviews, and
review of policies and procedures, the hespital
failed fo protect and promote patiant rights.
Failure to protect and promote each patient's
rights risk the patients' loss of persenal freedom,
dignity, psychological harm and physical harm.

Findings included:

A 045

A115

A 115 482.13 Patient Rights

Corrective Action:

All clinical staff will be educated regarding the
finding of "PRN orders for restraints and
seclusion™. All restraints and seclusion
performed at CBH will be audited by the house
supervisor upon occurrence. Once audits have
been completed they will then be reviewed hy
the PI/RM Director, and Chief Nursing Officer
to ensure that requirements are met and if
they require a focus review. Cascade no
{onger uses PRN orders for restrictive
interventions.

Monitoring Plan: Audit results will ba shared
maonthly to the performance improvement
committee, and quarterly to the MEC and
Governing Board.

Persons Responsible: Chief Medical Officer,
Chief Nursing Officer, and PI/RM Director

All
corrective
actions will
be
completed
by
09-11-2017
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provide a safe and secure environment for
patients and/or staff in 1 of 5 patient records
reviewed for patient to patient assault.

Failure to maintain a safe and secure
envirenment risked serious injury or death for
patients and staff.

Findings included:
1. Review of the hospital's policy and procedure
titled "Patient Observations," revised 6/2017,

showed that;

a. Every 5-Minute Checks, a [evel of observation,
was required when the patient could make an

Committee.

5. The CNO or designee will attend all
emergency responses {i.e. Code Gray) and
review interventions, during and after the event.

Monitoring Plan: Audit results will be shared
monthly to the performance improvement
committee, and quarterly to the MEC and
Goverming Board.

Parsons Responsible: Chief Medical Officer,
Chief Nursing Officer, and PI/RM Director
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A115| Continued From page 4 A 144 | A 144 482.13(c)(2) Patient Rights: Care in All
Safe Setting corractive
1. The hospital failed to ensure patients receive actions will
care in a safe setting which safeguards Corrective Action: ::mpleted
vulnerable individuals from harm from othars. 1. A multi-disciplinary admissions task force was)| by
) created on 08-02-2017 fo review all admission | 09-11-2017
2. The hospital faifed to ensure restraint or criteria for CBH. Part of the focus of this task
seciusion orders were not written on an as force will be to further refine exclusionary criteria
needed basis (PRN). Ih the CBH palicy ™Admission Criteria®, and
create, a "High Risk” addendum for further help
Due to the severity of deficiencies cited under 42 identifying patients that may pose a threat to
CFR 482,13, the Condition of Participaticn for patient safety, :
Patient Rights was NOT MET.
2, Training will be developed and implemented (L
Cross-Reference. Tags A0144, A0169 regarding appropriate de-escalation processes | ;!
and the appropriate inferventions utilized at
A 144 482.13(c){2) PATIENT RIGHTS: CARE IN SAFE CBH.
SETTING
_ _ _ _ 3. Safety Huddles (/.e, brief meeting with key \r\
The patient has the right to receive care in a safe team leaders on each unit at the beginning of 4~ \.
setting. each shift and documenfed) will be audited to /
' review the appropriate capture of high risk
This Standard is not met as evidenced by: patients and reviewed at leadership meetings
. daily.
Based on interview, record review and review of . )
palicy and procedure, the hospital falied to 4. The use of the 1:1 intervention will be
compared organizationally, and presented at Pl |<—
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attempt to harm themselves or others.

b. 1:1 Observation Level was considered the
highest level of observation and was reserved for
patients who were so unpredictable that without a
dedicated staff member there was a risk of a
patient harming self or others ... Staff assigned as
1:1 monitars of patients weare required to remain
within arm's reach of the patient at all times.

2. Review of the medical record of Patient #1
showed the following:

a. Patient #1 was admitted on 06/22/17 for
treatment of psychosis and disorganized behavior
related to his diagnosis of bipolar/schizoaffective
disorder, Review of the document titled "Intake to
Nursing Communication Hand-off," dated
06/22/17, showed that the patient was psychotic,
confused, had the poténtial for aggression and
had behavior problems. The document also
showed that the patient had a previous history of
property destruction at Cascade Behavioral
Hospital.

b. Review of the document titled "Nurse to
Nurse," dated 06/22/2017, showed that the
patient was in 2-peint restraints when he arrived
at the hospital,

¢. Review of the "Psychiatric Evaluation"
completed by Staff F upon admission, dictated on
06/23/17, showed that Patient #1 had a history of
multiple assaultive behaviors.

d. Upon admission, Patient #1's observation level
was "Every 15 minute checks" as were all
patients admitted to the hospital unless the
physician orders a higher level of observation,

A 144
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o. Review of a nursing note dated 06/23/17 at
3:00 PM, showed that Patient #1 was responding
to internal stimuli, had poor boundary contrel and
was intrusive. The note also annotated that
Patient #1 would get very close fo staff, was
observed going in and out of rooms, was very
hard to redirect and needed close observation.
The patient's observation status was unchanged
and continued at "Every 15-minute checks."

f, Review of a hospital document showed that on
06/23/17 at 3:45 PM, Patient #1 had a sexual
encounter with another patient {Patient #2). At
4:00 PM the same day, a physician (Staff D)
wrote an order to implement "Every 5-minute
chacks" and Sexually Acting Cut Precautions
(SAQ).

g. On 06/24/17 at 9:42 PM, Patient#1 wasina
physical altercation with another patient {Patient
#3), A nursing assistant observed the patient hit
Patient #3 in the head twice. Patient #3 was not
injured in the altercation. Staff placed Patient #1
in a physical hold and escorted him to a seclusion
room. The on-call psychiatrist was notified and
madications were ordered. The phone call to the
patient's psychiatrist did not result in an order for
an increase in the patient's observation level,

h. On 06/25/17 (note not timed), a nursing note
entered into Patient #1's medical record stated
that the patient contintied to have poor
boundaries, required constant redirection due to
verbal aggression and physical contact with
peers. The patient's observation level remained
at "Every 5-minute checks.”

i. On 068/27/17 at 8:30 AM, Patient #1's
psychiatrist ordered "Every 5-minute checks" with
a designated staff assigned to him.
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j. On 06/27/17 at 11:30 AM, a nursing note
entered into Patient #1's medical record stated
that the patient started threatening to leave the
hospital. Staff attempted to redirect the patient
but the patient continued to escalate, Staff tried to
administer medications but the patient refused.
Patient #1 threatened to attack patients or staff if
he was not released from the hospital. Staff
called the patient's psychiatrist to request a
medication order. While the staff were busy
preparing medication for Patient #1, the patient
attacked ancther patient (Patient #3) by hitting
him in the face multiple times. The hospital
transferred Patlent #3 to a local hospital
amergency department far care. Patient #3
suffered a facial abrasion, lip laceration, and a
nasal bone fracture as a resulf of the assault
according to discharge documentation from the
amergency department. Staff escorted Patient #1
to a quiet room and administered madication as
ordered by the patient's psychiatrist (Staff D). The
phone call to the patient's physician did not result
in an order for increased monitoring of Pafient #1
despite the severity of the injury to Patient #3.

k. Review of a physician's note dated 06/28/17 at
12:00 PM, showed that the patient was refusing
medication but that staff had coaxed the patient
Inte taking his medications. In the same nots, the
physician noted that staff were afraid of the
patient.

. A nursing note dated 068/28/17 at 2:00 P,
showed that Patient #1 continued to threaten to
attack patients. Staff administered multiple doses
of medication to the patient due to his behavior.
The nurse documented that the patient had the
potential to act out again. Review of the nursing
note showed that the patient was on 1:1
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monitering, however the physician's orders and
monitering documentation showed that the
patient remained on every 5-minute checks.

m. On 06/28/17 at 4:32 PM, a nursing note
entered into Patient #1's medical record stated
that the patient threatened to braak things if not
discharged. The patient threw a tray and spit on
staff. A code gray (overhead page used to bring
more staff to help with a combative patient) was
called due to the patient's aggressive behavior
toward staff. The provider was netified and
emergency medications were administered.
Again, notffication of the patient's physician did
not result in an order for an increase in the
patient's chservation lavel or any other
intervention to protect the patients and staff.

n. According to documentation, on 07/01/17 at
4:30 PM Patient #1 hit another patient in the face
as the two were walking in the hallway. Patient
#1 was given medication and placed in a quiet
room.

¢. A nursing note dated 07/02/17 for the time
period of 07:00 AM to 10:00 AM stated that
Patient #1 was standing by the exit door but was
redirectable. The patient refused to participate in
activities and stated he wanted to go back to jail.

p. According to documentation dated 07/02/17 at
2:50 PM, Patient #1 hit another patient {Patient
#4) multiple times. The nofe stated that Patient
#4 lost consciousness for about 30-45 seconds,
was confused for 2 minutes and a significant
amount of blood was observed. The hospital
transferred Patient #4 to a local hospital
emergency department for evaluation and
treatment. The police were notified and took
custody of Patient #1.
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3. During an interview with Surveyor #1 on
07/19/17 at 5:15 PM, the Director of Nursing
Services (Staff E) and the Chief Medical Cfficer
(Staff D) were asked about Patient #1 and his
ordered observation status {Every 5-minute
Checks). Both Staff E and D acknowledged that
Patient #1 was dangerous. The Director of
Nursing Services stated that in providing care for
a patient like this they have to consider staff
safety as well as patient safety.

4, An interview with the Chlef Medical Officer
(Staff D) and the Chief Nursing Officer (Staff E)
on 07/21117 at 1:30 PM showed that the Chief
Medical Officer approved admission of Patient #1
1o the hospital not understanding that the patient
was on the hospital "do not admit" list. The patient
was placed on the "do not admit list" because his
violent behavior resulted in significant property
damage during a prior admission. The Chief
Medical Officer stated that In hindsight he should
have increased the obsetvation level for this
patient from "Every 5-minuta Checks" to "1;1
Observation" then to “2;1 Observation” or
implemented other interventions in order to
protect patients and staff.

482.13(e)}{6) PATIENT RIGHTS: RESTRAINT OR
SECLUSION

Orders for the use of restraint or seclusion must
never be written as a standing order or on an as
needed basis (PRN).

This Standard is not met as evidenced by:

Based on interview, record review, and review of
hospital policies and procedures, the hospital
failed to ensure that hospital staff members wrote
orders for restraints which were specific to the

A 144
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type of restraint required and not en an "as
needed" basis.

Failure to have physician orders for restraints
specific as to type places patlents at risk for not
having appropriate re-evaluations based on their
changing conditions.

Findings:

1. The hospital's policy and procedure, "Seclusion
and Physical & Mechanical Restraint," Policy #
PC.R.100, last reviewed on 01/17 showed that
orders for restraints shall never be written as a
standing order or on as needed basis {(PRN).

2. 0n 07/21117, Surveyor #3 reviewed the
medical record of Patient #5 who was admitted
on 0612717 for Acute Psychosis, On 07/11/17 at
11:30 AM, Patient #5 became verbally and
physically aggressive and attempiad to pour a
cup of hot coffee on a paer.

3. The medical record review showed the
following:

-0n 07/11117 at 11:30 AM, documentation on the
"Restraint/Seclusion Progress Note" shows the
staff called a "Code Gray" (a standardized
Hospltal Emergency Code that alerts all staff to
potentially or actively combative persons) and the
patient was placed in a physical hold and
Mechanical 4-point Restraints were applied.

-0n 07/11117 at 11:30 AM, documentation on the
"RN Assessment-Seclusion & Restraint Form"
reflects the patient was placed in Physical
Restraint, Mechanical Restraint and "transferred
to a seclusion room".
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-On 7117 at 11:30 AM, a telephone order for
Physical Hold, Seclusion and Mechanical 4-paint
Restraints was written. A physician assistant
co-signed the order on 07/11/17 at 11:30 AM.

-0On 71117 at 12:05 PM, the original order was
amended and the seclusion order check box was
circled and "omit PJB 7/11@ 1205" was written
on the physician order form,

-On 07/1117 at 12:40 PM, decumentation states,

"Continue with seclusion with L (left) arm/hand

and R (right) leg restraint in place."

- On 071117 at 1:40 PM, documentation states,
"Patient lying supine with L (left) arm and R (right}
leg restraint in place. Discussed criterla for L (left)
arm and R (right) leg restraint and seclusion
release.”

-On 07111117 at 2:45 PM, documentation on the
"RN Azsessment-Seclusion & Restraint Form"
under the section fitled "Release from
Restraint/Seclusion,” shows the patient was
released from restraint/seclusicn at that time.

4, On 07/21/17 at 1:36 PM, Surveyor #3
interviewed the Charge Nurse {Staff G) related to
the physician order that reflected simultaneous
orders for Physical Hold, and Seclusion, and
4-point Restraints. Staff G tald the surveyer when
the staff call the doctor they get what they need-in
case including physical, mechanical, seclusion or
chemical restraint.
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A 169 482.13(e)(6) Patient Rights: Restraint | All

or Seclusion corrective
actions will

Corrective Action: be
completed

All clinical staff will be educated regarding the by
appropriate use of restraint and seclusion (i.e.. | gg_11-2017
orders for restraint and seclusion are not prn,
least rastrictive means must be used for
seclusion and restraint, etc.) All restraints and
seclusion performed at CBH will be audited by
the house supervisor upon occurrence. Once
audits have been completed they will then be
reviewad by the PI/RM Director, and Chief
Nursing Officer to ensure that requirements are
met and if they require a focus review.

Monitoring Plan: Audit results will be shared
monthly to the performance improvement
committee, and quarterly to the MEC and
Governing Board.

Persons Responsible: Chief Medicat Officer,
Chief Nursing Officer, and PI/RM Director
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{A 000} INITIAL COMMENTS : {A 000G}

MEDICARE HOSPITAL COMPLAINT SURVEY
FOLLOW-UP VISIT

An onsslte follow-up visit was conducted on
March7 - 10, 2017 by Paul Kondrat, RN, MN,
MHA,; Elizabeth Gordon, RN, MN; Joy Williams,
RN, BSN, and Alex Giel, REHS, PHA.

The Flie Life Bafaty (F/LS) follow-up visit was
conductsd on March 7, 217 by Washington
State Patrof Deputy Fire Marshal Don Wast.

During the survey, surveyors also assessed
issues rolated to the followling Medicare
complaints: #71391; #71516; and #71516,

This visit was to verify correction of
Condition-level deficiencies found during the
_hospital complaint survey on 12/12-16/2016 and
12/19-21/2016 in which the facllity was found not
in compliance with:

42 CFR 482.12 Governing Body
42 CFR 482.13 Patient Rights

42 GFR 482.21 Quality Assessment and
Performance Improvement

42 CFR 482.25 Pharmaceutical Servicas

42 CFR 482.41 Physical Envirohmental

During the course of the follow-up visit, the DOH
survayors determined that thare was a high risk

of serfous harm, injury, and death due to the - J
serfous of the findings. This resulied in the

LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE HILE (%6} DATE

Any deflclency statement ending with an asterisk (*) depotes & defioiency whish the nstitution may ba exaused fram coirecting providing it i determined that

other safeguards provide suificient protection to the patients . (Soe Instructions,) Except for nursing homes, the findings stated above ara disclosable 90 duys
{allowdng the date of survey whether or not & plan of cormection e provided. For nursing homes, the above findings and plans of correction are disclosable 14

days folfowing the dale Thase documants are made avallable {o the facllity, If deficiencles are clted, an approved plan of cotraction i requistte to contintied

pragram participation.
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declaration of IMMEDIATE JECPARDY in the
following area:
Falluire to conduct effective security procedures
when wanding newly admitted patients for
[dentlfication of hazards associatad with danger
to self and others (3/9/2017 at 2:45 PM).
Removal of the state of IMMEDIATE JEOPARDY
was verified on 3/10/2017 at 2:10 PM by Paul
Kondrat, RN, MN, MHA; Elizabeth Gordon, RN,
MN, Alex Giel, REHS, PHA, and Joy Wilams,
RN, BSN.
The hospital remains'NO‘l" IN COMPLIANCE with
Medicare Hospital Conditions for Participation for;
42 CFR 482.12 Governing Body
42 CFR 482.13 Patient Rights
Shall #2712
{A 043} 482,12 GOVERNING BODY AD43 482,12 - Governing Body

There must be an effective governing body that is
logally responsible for the conduct of the hospital,
If a hospital does not have an organized
governing hody, the persons legally responsible
for the conduct of the hospital must carry cut the
functions specified in this part that pertain fo the
gavarning body ...

This Condition is not met as evidenced by:

Based on observation, interviews, and document
reviews, the hospital failed to mast the
requiraments at 42 CFR 482,12 Condition of
Participation for Governing Body.

{A 043}

Immediately following the March 10, 2017 exit
summation, the CEQ, Governing Board
Meinbar, Chisf Nursing Officer/Chlef
Operating Officer, PI/Risk Manager, Director
of Clinical services and Directors of Nursing
reviewed the findings and bagan formulation
of a plan of corrsction. The Governing Board
delagated responsiblility of ensuring
completion of all corrective actions to the
CEQ/Designes who along with the Medical
Director s a mamber of the Governing Board.
The CEOQ currantly conducts a daily
Leadership Meeting which includes reporting
of levels of chservation, unusual ocourrences,
resulis of unit rounds and any required
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corractive actions. The CEQ/Designes [s
Failure to meet patient rights risks an unsafe : ;?;f:;:;g‘gégg;?:;g"gsggfr:ﬁ::fcﬁilg
I;teaaf;thcare environment for patients, visitors, and systems to the full Governing Board.
_ The Parformance improvement Committee will
Findings: implement Increased monitoring for any itsms
) ) that do not mest the thresholds that have been
1. The Governing Body failed to effectively established by the Committze. The increased
manage the functioning of the hespital to protect monitoring will continue untl compllance is
patiants from harm as evidenced hy the obtained and sustained for two reporting
IMMEDIATE JEOPARDY condition identifled on periods.
3912017 for failure to ensure patisnts recelve
| care In an environment in which the safety and Bes A115, A144, A164 and A286
well-belng of patients are assured.
2. Fallure to conducl effactive safely and security
procedures for [dentification of hazards
associated with danger to seif and others.
Due to the scope and severity of deficiencies
defailed under 42 CFR 482.13 Condition of
Participation for Patient Rights, the Condition of
Participation for Governing Body was NOT MET.
Cross-Reference: Tags A0115
{A 118} 482.13 PATIENT RIGHTS {A 115} | A116 482,13 - Patlent Rights
A hospital must protect and promate each See A144 and A164
patiant's righis.
This Gondition is not met as evidenced by:
Based on cbservation, interview, record review,
and review of hospital policies and precedures,
the hospital failad to protect and promote patient
tights,
Failure to protect and promote each patient's
rights risk the patient'a loss of personal freedom,
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SETTING

The patiant has the right to receive care in a safe
setting.

This 8tandard is not met as evidenced by:

ITEM #1 SECURITY PROCEDURES AND
IDENTIFICATION OF HAZARDS

Based on observations, review of manufacturar's
instructions for use, and review of hospital pollcy

and procadures, hospltal staff members falled to

follow manufacturet's instructions when using the
hand held metal detector.

Fallure to ensure that staff are trained and skill
sompetency verified to operate the hand-held
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privacy, dignity, and psychological harm.
Findings:
1. Failure to ensura patlents recelve care in a
safe setting which safeguards vuinerable
individuals from self-harm and harm from othars,
2. Failura o ufilize the least restrictive alternative
when uslng seclugion and restraints.
The cumulative effact of these systemls problams
resulted in the hospital's inabliity to provide for
patient safety and protect patient rights,
Due to the scope and severity of deficiencies
under 42 CFR 482,13, the Conditlon of
Participation for Patient Rights was NOT MET,
Cross Reference; Tags AO'I.M, AQ164
A 144| 482.13(c)(2) PATIENT RIGHTS: CARE IN SAFE A 144 | A144 482.13(c)(2) - Patient Rights: Care In a

Safe Setting

Securify Provedures and Identification of
Hazards

Corrective Action: .
All staff respansible for wanding patients have Al
been retrained on (1)the requirement to wand
all individuals admitted to the hospital, (2)the

requirement to wand based on manufacturer be
recommendations and "Wanding - Use of

Hand-Held Metal Datector Wand* and gqrzpl;tzg
{3yreguirement to document completion of 2% 17p ;

wanding on Nursing Communication Hand-Off
form. Only staff members that have validated
competency have been allowed to perform
wanding procedures as of March 9, 2017,
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matal detector correctly puts patients, staff, and
visitors at risk for contraband and other
dangerous hazards entering the facility posing a
serious threat which may result in Injury or death,

Reference: Garrelt Metal Datector Super Seanner
User Manual.

Findlngs:

1. The hospital's policy and procedure tlled
"Wanding - Use of Hand-Held Metal Detestor
Wand" (Reviewed/2017) stated in part, "Ail
patlents will be wanded prior to or immediately
upon arrfving on an inpatient unit". The section
titled "Procedure" read in part; “Staff should not
allow the scanes to influsnce them as to what is
actually causing an atarm. For instanee, if the
detaclor denotes thé presence of a susplclous
item uncder a shir sleeve, do not fait to completely
investigate the source of the atarm evan though
the acannee asswes you that (It} Iz just hisfher
watch." Page 4 of the hospital policy iltustrates
the proper technique and procedure to use when
operating the wand; wanding from the front to the
back and ending with the underfoot of the
individual,

The user manual for the Garrett Metal Datactor
Super Scanner under the section titled
“Gomponeants/Function” (op 5-6) read in part:
“Interface Eliminaiion Button- The detector is
factory set for maximum senskivity to detect the
smailest of iterns. The high level of sensitivity
may praduce alarms when appreaching a floor
contalning rebar, Press and hold this button to
dacrease sensitivity to a level that does not
respond to the rebar, Relaase button and
detactor returns to normal sensitivity."
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Moniltering Plan:
The Directors of Nursing and Diractor of Intake

or Designee will be responsible for random
weekly audits of staff performing wanding. Any
deficiencles in the wanding procedure will be
fdentlfied and staff members retrained on the
spof,

The Directors of Nursing will perform 30
random chart audits of the Nursing
Communication Hand-Off form.

Any adverse findings will be reported in the
Leadership meeting daily and to Governing
Board waakly unit 100% compliance has been
attained for one month. Upon attainment of
100% compliange, menitoring will be reported
monthly to the P Gommittee and quarterly fo
the Medical Exegutive Committee and
Governing Board.

Persons Responsible:

CEO

Directors of Nursing
Diractor of Intake
PI/Risk Manager
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2. On 3/7/2017 betwesn B:00 PM and 8:28 PM,
Surveyor #1 requested a certified nurse's aids
{CNA) (Staff Membar #2) to demonstrate the use
of the hand-heid metal detector, During the
observation, the CNA turned the metal detector
on and the metal detector appeared to be
malfunctioning with the surveyor noting that all
LED lights weare flashing on and off. Staff Member
#2 pushed a button on the side of the metal
detector and the flashing LED lights shut off
except for a single green light, The CNA then
praceaded to scan the surveyor while
contintously holding (depressing) the side button,

Staff Member #2 acknowladged in a follow-up
interview with Surveyor #1 that hefshe was
unaware of the side button's function or puirpose.

3. On 3812017 at 2:00 AM, Surveyor #1
Interviewed the Director of Intake Personnel (Staff
Member #4} about the usa of hand-held metal
detectors and tralning of personnel, Sihe
confirmed the metal detector used on 3/7/2017 by
Staff Member #2 had malfunctionad and the
battery had been replaced. The hospital did not
have a system in place to check the baltery

status of the hospital's elght metal detectors.

4. On 3/10/2017 between 11:00 AM and 11:45
AM, Surveyar #1 observed an Intake Personnel
staff member (Staff Member #3) demonstrate the
use of the hand-held metal detactor wand. During
the observation, Staff Membar #3 pushed the
side button (interference efimination button) and
proceaded to wand the front of the patient. The
metal detector beeped and a red light flashed
whan the wand was locatad near the patient's
feet, Staff Member #3 asked the patient {Patlent
#5) If they had anything in his/her socks, Patient
#5 stated "no". Staff Member #3 continued the

X4) D SUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF GORREGTION X5y
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wanding procedurs to Include both sides of the
patient (leff and right). Staff Member #3 did not
wand the backslds (posterior aspect) of the
patient as raquired by hospltal policy. The staff
member falled to wand the underside of the
patlent's feet or investigate further the source of
the beeping as required by hospital policy,

5. On 3M10/2017 at 2:30 PM, Surveyor #1
reviewed eight medical records and the "Intake to
Nursing Communication Hand-Off" forms and
notad the following:

a. Four of eight records raviewed were not
marked "Yes® or "No" fo document and confirm
the patient had been wanded.

b. One of eight records reviewed was marked
“No" reflecting that the patient had not been
wanded.

¢. Three of the elght racords reviewad were
marked "Yes" indicating the patient had been
wanded on admissién. Upon further review, the
surveyor found;

1. Patisht #3 had a metal "X-Acto: blade"
found after the patient had done harm to self by
cufting themselves. The record indicated the
pattent acknowledged hiding the metal blade in
histher sock,

2, Patlent #6 had a cellular phone found
during the skin/ciothing check by the nursing staff
upon ardval on the unit,

3. Patient #7 had a ceflular phone discavered
on the day of discharge after a five day hospital
stay. g
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ITEM #2 LINE OF SIGHT MONITORING

Based on record review and reviaw of hospital
policy and procedures, the hospital falled o
ensure that patients on "Line of Sight" (LGQS)
ohservafion were kept safe from self-harm or
Injury from other pafients.

Fallure to protect paflents from self-harm and
harm by other patlents may lead to serious injury
or death,

Findings:

1. The hospltal's policy and procedure titled,
"Patlent Observation"(Policy # PC P.300;
Reviewed 1/2017) statad In part, ., .HI. Levels of
Cbsearvation. . . B, Lina of Sight. The patiant wilt
be kept within eyesight and accessible at all
times, day and night. Tools or instrumeants that
could be used to harm themselves or others
should be removed. This level of observation Is
roquired when the pafient could, at any time,
make an atterapt to harm themselves or others,
Positive engagement with the patlent Is an
essontial aspact of this lavel of ohsarvation,”

The hospital policy and procadure titled, “Patient
Rights and Responsibilitles” (Policy # ADM.P.300;
Reviewed 1/2017) stated in part: . . . Procedurs .
., B. The list of patient rights shall include but are
nat limited to the followlng: . . . 5. The right to
receive care in a safe setting,”
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Line of Sight Monitoring

Cotrrectlve Action; ;

Policy PG.P.300was reviewed and ravised to
()clarify that LOS monltoring be assigned to a
spacific staff member, (2)clarify that the patient
must be visible fo the assigned staff member at
alk times, (3)the staff member must teke action
to pravent potential for patient to harm self or
others, and {4)staff must dosument efforts to
prevent harm In the patient record.
Readucatlon was initiated for all staff
rasponsible for monitoring observation levels of
patients' regarding the changes te the policy,
RNs were reeducated on their abllity fo
increase a patient's level of oheervation without
a physician arder and all staff performing
observations were reeducation on the risk
factors for each lavel of precaution,

Monitoring Plan:
The Directors of Nursing/Designee will

condust rounds each shift on each unit to
ensure menitoring is performed as orderad.
Failure o parform monitoring as expected will
be immediately addressed. Resulis of
observations will be reported daily in the
Leadership meeting and weekly to the
Governing Board unfit monitoring Is
maintained at 100% for one month, Upon
attainment of 100% compliance, results will be
reported monthly to the Pl Committee and
quarterly to Medical Executive Commitiee and
Governing Board.

Persons Responsible;

CE
2. Patlent #3 was an 18 year-old admitted on [}irg;tms of Nursing
2124/2017 fot treatment of depression with PI/Risk Manager
sulcldal ideation. The patient received a score of :
40 on the Sulcide Assessment scale which was
completed on admission. A review of the ovarall
risk level scoring tool indicated that medium risk
FORM CMS-2567{02-99) Previous Verslons Obsolete 270v12 i confinuation sheet Paga 8 of 18
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is clagsifled as a score between 26 and 41, Other
than the routine every 15 minute checks that are
complated for all patients on the unit, no spacial
observation status was assigned until aftar the
physician had examined the patient on the
following day (2/256/2017} after which the patient
was placed on line of sight {LOS),

3. On 2/27/2017 at 10:00 PM, a Registered Nurse
{RN) (Staif Member #7) entared a nole into the
patient's medical record stating that the RN had
examined the patlent and found multiple cuts on
her/his teft wrist and arm. The RN notifled the
patient's physician. A telephone order
documented by the RN on 2/27/2017 at 9:30 PM
stated that the patient was on LOS observation
status and that the patient was responsible for
remaining In LOS of assignad staff. The patient'a
physician had ordered LOS obsarvation status
earlier In the day at 2:26 PM as well, The RN
phone caif to the physician about harthis
concerns related to the patient's self-harm did not
result in an order for increaged monitoring of the
patient.

4. Review of a physician (Staff Member #9) note
dated 3/2/2017 at 1:00 PM showed the physician
assessed the patient to have an Increased
suicide risk, The physician ordered increased
staff monitoring of the patient, The physician's
order dated 3/2/2017 at 10:45 AM staled "LOS Q
fevary] B-minute chacks for 24 hours.”

6. According to documentation, on 37272017
around 10:00 PM, a licensed nurse (Staff
Member #8) found that Patient #3 was bleeding in
the area of herthis left handAwrist area, The
patlent was noted to be sitfing on the floor with a
blanket covering herfhis arm. Initiafly, Patient #3
stated she/he cut themselves using a pencil.
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After further guestioning, It was discovered that
the patient had used a metal blade [X-Acto
blade], The patient reported that sha/he kept the
blade hidden in herthis soclk

6. Review of documentation dated 3/2/2017 at
11:00 PM, foilowing tha blades eutting Incident,
revealed that staff falt the patient should have *
been in 1:1 observation status because whila the
patient was in LOS of staff and on every 5 minute
checks the incident still ocourred.

7. An interview with a RN (Staff Member #7) on
3/8/2017 at 3:20 PM with Surveyor #2 showed
that she/he felf that Patient #3 should have been
on 1:1 observation status as the patient had a
history of grabbing pencils and using them to
harm herselFfhimseif aven though shafhe was on
LOS vbaervation status. Staff Member #7 also
reported that Patlent #3 harmed themself with a
maetal blade while on LOS observation status with
every 5 minute chacks,

8. An interview with tha Director of the Adult
Paychiatric Unit (Staff Member #10) on 3/9/2017
af 10:40 AM confirmed the incident related o
Patient #3. Staff Member #10 revesaled that
sha/he was unsure how Patlent #3 came fo ba in
possession of such a dangerous abject, Staff
Member #10 stated that Pattent #3 told staff that
shethe brought the blade from homa.

9, On 309/2017 at 10:00 AM, Surveyor #4
reviewed the inpatlent record of Patient #4. Sthe
was admitted on 2/13/2017 due to concerns that
the patient might harm themselves, Patfent #4
was inltially placed on 1:1 observation from
21152017 to 2/18/2017, and then was placad on
LGOS observation for safety. The patient
ramainad on LOS observation until 3/8/2017, An
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entry in the medical record by a registered nurse
(Staff Member #5) dated 3/7/2017 at 5:37 PM
docurnentad "Pt. A&O (alert and oriented) x3.
Mood Is andous and restiess. Pacing about unit,
Approached nurse with blood streaming down R
(right} forearm from salf-inflicted Injury." The
self-harm injury sustained by Patient #4 cceurred
while the patient was ordered for LOS, No other
documentation in the medical record was found
to indicate the hospital staff attempted to stop the
patient from hanming themselves ptior to lhe
patient presenting themsslves to the nursing staff,

10. On 3/972017 at 9:15 AM, Surveyor #3
reviewad the medical records of three paflents
who wers Involved in a tolal of elght patient on
patient assault incldents of which five occurrad
while on LOS monltoring. The surveyor nated the
followling:

a. On 2/28/2017 at 6:15 AM, Pafiont #8 whila on
1.OS monitoring was noted In the record fo be
“exiting seeking, frequenily trying to open doors .,
Pt {patient] is observed wandering into peers
bedroom & taking their belongs. Staff sfated that
pt. was observed punching a much larger peer
who assaulted him back. Staff was able to braak
up the argument & redirect pt's to different
tocatinns,”

b, On 2/11/2017 at 9:48 PM, Patient #2 while on
LOS monftoring was noted in the record as
"Patient threw a punch and knocked . . . patlent to
the ground . . .Pollce officers arrived in unit fto]
investigate the case. . .Patlent medicated PRN
fas needed] meds. Remaln in room for a while
until the second patient transferred for safoty".

11. On 372017 at 9:15 AM, Surveyor #3
interviewed a ragisterad nurse (Staff Member #6)
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about the different levels of chservation and the
difference between them, The nurse indicated
that LOS is simllar to the 15 minute checks with
the entire staff and no one person responsible for
the monitoring. Staff Member #8 acknowladged
that only whoen a patient Is ordered for 1.7
monitoring s a specific individual assigned to
monitor the patient,
12. Aninferview with the Dirgctor of Qualily and
Risk (Staff Member #11) with Surveyor #2
revaalad that the facllity was not collecting data
on the use and effectiveness of levels of
observation (l.e. LOS, 1:1) of patients. He/sha
also stated that there ware no current
Improvement projects concerning LOS and 1:1
patient menitoring.
{A 164}| 482.13(e)(2) PATIENT RIGHTS: RESTRAINT OR {A 164}

SECLUSION

Restraint or saclusion may only ke used when
loss restrictive Interventions have bean
detarminad to ba ineffectiva to pratect the patient,
a staff member, or others from harm.

| This Standard s not met as evidenced by:

Bassad on record review and review of hospital
policies and procedures, the hospital staff failed
to consider the effectivenass of less restrictive
intervantions before applying simultanegsusly both
restraints and seclusion for 3 of 6 patients
reviewed. (Patienis #1, #2, #3).

Failure to utilize or conslder less restrictive
alternatives to using both restraints and seclusion
simultaneously puts patients at risk for loss of
personal freedom and dignity,

Al64 482,13[e){2} - Patient Rights: Restraint
or Seclusich

Utilize least restrictive afterpative when using | Al
restraint or seclusion

actlions will *

Corrective Action: he :
Palicy PC.R.100 “Seclusion and Phystcal & CUTPEEtEd {
Mechanical Restraint” was reviewed on E:’a ::‘:rr“
March 10, 2057 and providers and staff were 28, 20%

reeducated regarding the requirement to
utllize and document the utilization of the
least restrictive alternative when using
restraints or seclusion.
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1. The hespital policy and procedure tifled
"Seclusion and Physical & Mechanical Restraint"
{Reviewed 1/2017; Polley # PC,R.100) under the
section "Policy” read in parf: "Secluslon and
restraints may only be used for the management
of violent or self-destructive behavior that
jeopardizes the immediate physical safety of the
patient, a staff member or others after
less-rastrictive interventions are ineffective or
rulad-out, .. "

The section titled “Patient Rights" read in parf:
"Restraint or seclusion may cnly be used when
legs restrictive interventions have been
detarmined to be ineffective to protect the patient
or othars from harm, The type of technique of
rostraint or seclusion used must be the least
restrictive intervention that will he effective to
protect the patient, a staif member, or others
from harm.”

2 On 3/8/2017 at 9:15 AM, Surveyors #3 and #4
reviewed the records of five patients who were
placed in either seclusion or restraints during thelr
hospital stay and noted the foliowing:

a. Patient#1 was placed in 4-point restraints and
sseclusion simultaneously by hospital staff on
21012017 at 7:45 PM, Subsequently, Pafient #1
was released from restraints at .15 PM and from
seclusion at 10:46 PM, No dosumantation
indicating that a less restrictive alternative had
bean considered or attemptad first prior to the
simultaneous application of both physical
restraints and seclusion could be found.,

b. Patient #2 was placed in 4-point restraints and
saclusion simultaneously by hospital staff on

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORREGTION 5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EAGH CORRECTIVE ACTION SHOULD BE GOM&;;'ON
e ORLSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
{A 164}| Continued From page 12 {A 164}
Findings:
Monitoring Plan:

- will be Immedlately addressad with staff

The Directors of Nursing/Designee will
perform audits on each Incldent of restraint
ot secluslon, Fatlure to adhere to PC.R.100

Involved tn the incident. Results of the audits
will be reported dally In Leadership meeting,
and weekly to the Governing Board until
monitoring is maintained ot 100% for one
month. Upon attainment of 100% §
rmonitoring, results of audits will continue to
be reported In Leadership but will be
reported monthly to the PI Committee and
guarterly to Medical Executive Committee
and Governing Board,

Persons Responsibie;
CEQ

Biractors of Nursing
Director of Intake
PI/Risk Manager

FORM CMS-2587(02-09) Pravious Verions Obsolets
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: DEFICIENGY)
{A 164} Continued From page 13 {A 164}
2/2512017 at 6:00 PM. Subsequently, Patient #2
was released from restraints at 9:00 PM and from
saclusion af 9:45 PM. No docurnentation
indicating that a less restrictive alternative had
been considerad or attempted first prior ta the
simultansous application of both physleal
raatraints and saclusion could be found,
3. During the survey, Surveyor #2 toured the Adult
Psychiafric Unit 2 West and reviewed the medical
record of Patient #3. The surveyar notad the
patient was ordered for both secluslon and
4-point restraints simultanoously oh 3/2/2017,
3/3/2017, and 3/6/2017 respeciively. No
documentation could be located in the medisal
record to Indicate a less restrictive tachnigue
(either seclusion or restraint used alone) was A236 482.21(a), {c)(2), E3 — Patient Safaty
atiempted prior to the simultanecus application of
both physical restraints and seclusion, Program Scope, Activities and Execut!ve
Responsibilities Al
{A 288}| 482.21(a), (c)(2), (8)(3) PATIENT SAFETY {A 286} cotrective
{a) Standard: Program Scope Corrective Action: N ;ceﬂons vl
(1) The program must include, but not be limited PI/RM was reeducated on the facility completed
to, ah ongaing program that shows measurable Performance Plan on March 29, 2017 which |\ 7\
improvement in indicators for which there is Includes the objectives ta: {L)achieve an than April
evidence that it will ... ldentify and reduce effective reduction of medical/health care 28, 2017
medical orrors. errors and other factors that conwlbute to
(2) The hospital must measure, analyze, and unintended adverse patient outcomes
tfrack ...adverse patient- avents ,,, (Z}provldlng an EffECtIVe, p!anned, Systematfc .
mechanism to deslgh, measure, assess and - ;
{c) Program Activities ..... improve the parformance of the facility (3}to
(2) Performance improvement activitles must facilitate a proactive approach toward ;
track medical errors and adverse patient events, continuous gquality improvement and evaluate
analyze their causes, and Implement preventive actions taken to assure that desired results
actions and mechanisms that include feedback are achleved and sustained {4)to promote
and learning throughout the hospital, communication and reporting of performance
improverent activitles by and between
(e) Executive Responsibilities, The hospital's departments, administration, medical staff,
governing body (or organized group or individual Governing Board and others as deamed
who assurmes full tegal autherity and necassary,
FORM CMS-2567(02-89) Previous Verslons Chsolete 270MM2 It continuation sheat Page 14 of 18
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CENTERS FOR MEDICARE & MED|CAID SERVICES OMB NO, 0938-0361
STATEMENT OF DEFICIENGIES (1) PROVIDERISUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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TUKWILA, WA 98168
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAN OF GORRECTION (5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG OR LSG IDENTIFYING INFORMATION} TAG CROSE-REFERENCED TO THE APPROPRIATE bAre
DEFICIENCY)
{A 288} Continued From page 14 {A 288} '
responsfifity for operations of the hospital), Monitoring Plan:
medical staff, and administrative officials are Unusual occurrences will be reported dally in
responsible and accountable for ensuring the Leadership, weekly to Governing Board and
following: ... investigated by the PI/RM. Incidents will be
(3) That clear expectations for safety are tracked, trended and reported by PI/RM
established. along with plans for improvement monthly to
Pl Committee and quarterly to Medica)
Executive Committee and Governing Board.
: Persons fResponsible:
This Standard Is not met as evidenced by; CEO
Based on Infarview, record review and review of PI/Risk Manager
policy and procedure, the hoapltal falled to track
and document the staff response to a patient's
vardiac arrest event as reguired by hospital policy
and procedure,
Failure to document a patient's cardiac arrest
avent decreases the quality of the information the
hospital can provide for ongoing treaiment of the
patient and leaves the hospital unable to evaluate
the effectiveness of emergency response for
duality improvement purposes,
Findings:
1. The hospital's policy and procedure fitled
"Cade Blue® (Policy #PC.C.100; Reviewed
142017} atated that a patient cardiac arrest shouid
be documented on the Code Blue Record and
placed in the patient's medical record.
2. Patient #9 wags a 49 year-old admitted on
121192016 for treatment of alcohol use disarder.
Patient #9 required treatmant for alcohot
withdrawal and was admitted to the detoxificaticn
unit. On 12/21/2016 at 12:54 PM the patient was
found unresponsive and cyanotic (bluish
discoloration of the skin}, At the same time, Staff
called a Code Blue (a code used in hospitals for
Fr{a VA v} if conlinualion sheet Paga 16 of 18
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X4y Iy SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORRECTION s}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLENION
TAG OR LSC IDENTIFYING [NFORMATION) 0 CRO5S-REFERENGEQ TO THE APPROPRIATE DATE
. DEFICIENCY}
{A 286} Continued From page 16 {A 286}
medical smergencies) and started A286 482.21{a), {c}{2), E3 ~ Patient Safety
cardiopulmonary resuscltation (CPR).
Pararnedics arrived at 1:10 PM and continuad Lode Blue
adminlstering CPR until the patient was Al
pronounced dead at 1:40 PM, Corrective Action; cor'r ectwe"
, PC.C,100 "Code Blue” was reviewed and ail ﬁ“ ons wilk
e
Review of Patient #8's medical record revealed nuising staff retrained regarding complated '
that there was no detailed record (Code blue documentation requirements and formstobe | © L
Record) of the staff response to the patient's utilized. Golng forward the hospital will than April |
cardlac arrest conduct annual mock Code Blue drills, !
) 28,2017
3. An Interview with the Chief Operating Officer Monitoring Pan;
(Staff Member #12) on 3/8/2017 at 10:10 AM All Coda Blue tncldents will be reviewed by
confirmad these findings. PI/RM and a staff debrief conducted post
incident to ensure documentation
requirements have been met, Adverse
findings will be reporiad In Leadership daily
and results of investigations, action plans and
chart audits will be reported monthly to PI
Committee and quarterly to Medical
Executive Committee and Governing Board.
| Porsons Responsible:
CEO
PIfRisk Manager
FORM CGMS-2567(02-99) Pravious Varsione Obsalete Pr{n T If continuation sheel Page 14 of 16
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oD : SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LEC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 000| INITIAL COMMENTS A 000 Submission of this plan of correction is not an | 2/10/17
admission that the citations are true or that the
MEDICARE HOSPITAL COMPLAINT SURVEY hospital violated the rules.
This Medicare hospital complaint survey was
conducted on the following dates: 12/12-16/2018 A 000: Response to IViedicare Hospital
and 12/19-21/2016 by Washington State Complaint Survey
Department of Health surveyors: Paul Kondrat,
RN, MN, MHA; Elizabeth Gordon, RN, MN; As noted, an actlon plan was submitted and
Valerie Walsh RN, MS; Alex Glel, REHS, PHA accepied In response to the immediate

and Joy Williams, RN, BSN. jeopardy finding. Corrective actions Included:

-Analysis and reduction of overrides in the
medication dispensing devices;

+ -Pharmacy staffing increases;

~Physician order requirements for overrides;
FTwo nurse vetification for overrldes;

The Fire Life Safely (F/L/S) inspection was
conducled on 12/14/2016 by Washington State
Patro! Deputy Fire Marshal Donald West (See
F/L/S inspection report).

Surveyors assessed issues related to the LAfter-hour pharmacist verification process
following MEDICARE complaints: #69120; revision;

#E9393; #70129; #70130; #70134; #70133; and ~Pharmacy policy revision relative to overrides
#70138, and home medications. :

Durling the course of this survey, the DOH
surveyors determined that there was a high risk
of sericus harm, injury, and death duse to the
extent of deficiencies. This restlted in one finding
of IMMEDIATE JEOPARDY in the following area:

Failure to provide sufficient pharmaceuiical
services to meet the scope, complexity, and
neads of the patlents served.

The hospital initiated corrective actions on
12/20/2016 but surveyors were unable to verify
the plan's implementation develeped by the
hospital for the IMMEDIATE JEOPARDY and the
state of IMMEDIATE JEOPARDY remained in
place at the time of survey team exit.

Removal of the stato of IMMEDIATE JEQPARDY yk\wﬁ )YW , B0zl 1817
i

LABORATORY DIRECTOR'S OR PROVIDERISUFPLIER REPRESENTATIVE'S SIGNATURE e TITLE (X8) DATE
Any deficlency stalement ending with an aslerisk (*) depotes & deficiency which the Insiltulion may be excused from correcting providing It 1 delermined that

other safeguards provide sufficlent prolection to the patients . (Ses Ingtrustions.) Except for nureing homes, the findings stated above are disclosable 80 days

foilowing the dale of aurvay whether or nol & plan of correction is provided. For nursing homes, the above findings and plans of corrastion are disclosable 14

days following the date these docurnents are made avaifable to the facility. If deficiencies are cited, an approved plan of corrsctlon is requisiie to continued

pragram pesticipation,
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DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED
CENTERS FOR MECICARE & MEDICAID SERVICES OB NQ. 0838-0381
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
504011 B. WING 1212412016
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CASCADE BEHAVIORAL HOSPITAL 12844 MILITARY ROAD SOUTH
TUKWILA, WA 98168
(4d) 1D BUMMARY STATEMENT OF DEFICIENCIES "Ip PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG _ OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED. TG THE APPROPRIATE DATE
A Q00| Gontinued From page 1 A DOC

was verified on a revisit on 12129/20186 at 12:30

PM Ly Paul Kondrat, RN, MN, MHA and Joy

Williame, RN, BSN.

Cascade Behavioral Hospital is NOT IN

COMPLIANCE with Medicare Hospital Conditions

1 of Participation:

42 CFR 482.12 Governing Body

42 CFR 482.13 Patient Rights

42 CFR 482.21 Quality Assessment and

Performance Improvement

42 CFR 48225 Pharmaceutical Senvices

42 CFR 482.41 Physical Environment

Shell # 27QV114

82,12 GO ING BODY
A 043) 48212 GOVERNIN A B4 Upon completion of the survey, the CEQ, 2/10/17

There must be an effective governing body that is
lsgally responsible for the cenduct of the hospital.
I & hospitai does not have an organized
governing body, the persons legally responsibie
for the conduct of the hospital must carry out the
functions specified in this part that pertain to the
governing body ...

This Condition is not met as evidenced by:

Based on observation, interviews, and document
raviews, the hospital failed to meet the
requiremants at 42 CFR 482.12 Gonditlon of
Participation for Governing Body.

Failure tc meet patient rights, qualily assessment
and performance improvement, pharmaceutical
services and physical environment requirements

Wedical Director, COQ/CNO, Governing Board
membkers, and PI/RM Director reviewed the
findings and began formulation of the Plan of
Correctioh. The Governing Board delegated
responsibility of ensuring completion of all
sorrective actions to the CEQ. The CECG s
responsible for reporting the results of the
corractive actlons and use of monitoring
Systems to the Governing Board,

See AD115, A0263, A0490, AD700
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27QV1§

I snnlinualion sheet Page 2 of 53




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
ANBD PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

604011

Printed:  01/09/2017
FORM APPROVED
OMB NO, 0938-0391
{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING COMPLETED
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TUKWILA, WA 28168

(X4) I
PREFIX
TAG

SUMMARY STATEMENT GF REFICIENCIES

(EAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY

QR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF GORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CRQSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

(5}
COMPLETION
DATE

A 043

A 084

Continued From page 2
risks an unsafe healthcare environment for
patients, visilors, and staff.

Findings:

1. The Governing Body failed to effeciively
manage the functioning of the hospital to protect
patients from harm as evidenced by the
IMMEDIATE JEOPARDY condition identified on
122072018 for failure to provide sufficient
pharmaceutical services to meet the scope,
complexity, and needs of the patlents served.

2. Failure to provide gversight of the Performance
Improvement Program delogated to the Medical
Staft.

3, Failure to protect and promote each patient' s
rights. :

4. Failure to maintain tha condition of the physical
plant and the overall hospital environment of
care.

Due to the scope and severlly of deficiancies
detailed under 42 CFR 482.13 Condition of
Participation for Patient Rights; 42 CFR 482.21
Condition of Participation for Quality Assessment
and Performance Improvement; 42 CFR 482.25
Pharmaceutical Services; and 42 CFR 482.44
Condition of Participation for Physical
Environment, the Conditioh of Participation for
Governing Body was NOT MET.

broas-Reference: Tags A0115, AOESBI, AD490,
AD7O0

482.12(e)(1) CONTRACTED SERVICES

The goveming body must ensure that the

A 043

A 084

Amendment 2/1/2017; The CEO will lssue
weekly reports o the Governing Board
related to the hospital's ongoing efforts

oward compliance for all citations.
onference calls will be held as needed for
ialogue, The target compliance is 80% for
I} standards cited. Any score below 90%
ifl require remediation with the affected
mployes and/or further analysis of
possible systerm issues.

FORM CMS-2567{02-9%) Pravious Versions Obsolete
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A hospital must protect and promote each
patient's rights.

TUKWILA, WA 98168
K4 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION i)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE GGM;:EEHON
TAG OR LS [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEEICIENGY)
A 084 Continued From page 3 . A D84 1a084 Corrective Actions: 2/10/47
sarvices performed under a contracl are provided 1. The department heads responsible for
in a safe and effective manner. contracts evaluated all contracted patient
care setvices and submitted those
This Standard is not met as evidenced by: evaluations 1o the Medical Executive
i Committee for review and approval,
Based on interview and review of hospital 2. The P/RM D'm(ftor »rev:sed the O,P:PI
documents, the hospital faited to ensure that its p roczss fo;lf:r;ll;g%ﬁf{iﬁgﬁ}mlﬁéa‘en dar
quality assurance and performance improvement ) review dates 1o ersure
(QAFP) processes included a systematic review of Hmeliness,
contracted patient care services, h. The Department Head
S0 .
Failure ‘o develop a procass to oversee the ’ Zf,mr;g;:gecﬁ?;lg:lesrz:%?::ﬁ:: ¢
petformance of all contracted patient care review the contract and
services places patients at risk for provision of complete the evaluation,
improper or inadequate care and adverse pationt ¢, Ifthere are service concerns, the
outcomes. Department Head will discuss
those cancerns with the clinical
Findings: contracted servica and develop a
plan of improvement In order to
On 12/20/2016 at 9:00 AM, during a discussion of ensure patient care neads arg
the hospital's guality program with Director of met,
Risk and Quality {Staff Member #12), Surveyor d.  Annually, all evaluations for
#2 reviewed the hospital's process for evaluating coniracied clinical services will
the performance of contracted haalth services. In be forwardad to the Madical
reviewing the cantractad services documents, Executive Committee for review.
Surveyor #2 found fhere was no evidence that the
fallowing contracted services had ever been Respanslble Person:
formally raviewed as part of the QAPI pragram for P/RM Director
quality of services provided:
Monitoy
“Universal Hospital - R&M Equip, Blomed On an annual basis, tha P‘1/RM Dlrectorwm p.resant
-Advanced Pharmaceutical - Pharmacy Services the list of contracted patient care sarvices with
Dieticlan Services sempleted evaluatlons by the assigned department
-Highline Physical Therapy - Physical Therapy head in the MEC meeting. The .evaluatlons will
-Northwest Healthcare - Linen Services include any service concerns with related plan of
improvement, Commlttee minutes will reflect the
review and any actions taken on patient care
A 115| 48213 PATIENT RIGHTS A 115 icontracts.
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIEMCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATICN)

12} PROVIDER'S PLAN OF CORRECTION {48)
PREFIX (EAGH CORRECTIVE ACTIGN SHOULD BE COMPLETION
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A 115

A 123

Gontinued Frorm page 4

This Condition Is not met as evidenced by:

Based on observation, interview, documsnt
raview, and review of hospital policies and
procedures, the hospital failed to protect and
promote patient rights.

Failure to protect and promote each paiient's
rights risk the patient's loss of personal freedom,
privacy, dignity, and psychological harm.

'Findings:

1. Failure to allow patients thé right to exercise
their rights to privacy and refusetreatment.

2. Failure to utilize the least restrictive alternative
o the use of seclusion and restraints,

3. Failure to releasa the patient from seclusionat
the eartiest possibie time when documentatlon
reflected no imminent risk ofdanger.

4, Fallure to investigate patient complaints pricr fo
closure of the complaint.

The cumulative effect of these systemic preblems
resulted in the hospital's inability o provide for
patient safety and protect patient rights.

Due to the scope and severily of deficiancies
under 42 CFR 482.13, the Condition of
Pardicipation for Patient Rights was NOT MET.

Cross Reference: Tags AD123, AD29, Ad1684,
AD174

482,13{a)(2)(ili) PATIENT RIGHTS: NOTICE OF
GRIEVANCE DECISION

A 115| See A 0123, AQ129, A 0164, A 0174

A123

FORM CGMS-2567(02-99) Previous Vierslons Obsvlels

2ravil

ir continuaiion shesl Page 6 of 63




DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

r

STATEMENT OF DEFIGIENCIES
AND PLAN OF CORREGTION

(%1) PROVIDER/SURPPLIER/CLIA
IBENTIFICATION NUMBER:

£04011

Printed:  01/09/2017
FORM APPROVED
OMB NO. 0938-0391
{X2) MULTIPLE CONSTRUGTION X3) DATE SURVEY
A BUILDING COMPLETED
B, WING 12121/2016
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12844 MILITARY ROAD SOUTH
TUKWILA, WA 98168

At a minimum:

In its resolution of the grievance, the hospilal
must provide the patient with writien notice of its
decision that contains the name of the hospital
contact person, the steps taken on behalf of the
patient to investigate the grievance, the resulis of
the grievance process, and the date of
completion.

This Standard s not met as evidenced by

Based on interview, document review, and review -

of hospital policies and procedures, the hospital
failed to ensure that patients were provided with a
written response to their grievances for 1 of 4
grievances reviewed (Patients #2}.

Failure to pravide patients with a written response
to their grievance violates their right to be
informed of how the hospital investigated and
resolved the grievance.

Findings:

1, The hospital's policy and procedure titlad
“Patient Grievance Policy" {Revised 10/2018,
Policy # G.1001) read in'part: "The Patient
Advocate will: Review resulis of the preliminary
investigation. . . Complete a written report on the
Grievance Resolution Farin . . . Give writlen -
report to patient for review, comments and
signature.”

2. Four patient complaints wers selectad for
review of process and reselution. Sources
inciuded the patlent complaint log. Each was
reviewed for evidence of raceipt, hospital review,
investigation, findings, and resolution of the
grievance issue with the findings reviewed with

The Patient Advacate reviewed the Patlent
Grievance Pelicy on the requirement of
providing a written response to a grievance,
The Clinical Educator reeducated the clinical
staff on the grievance process with written
responses provided to the patlent, Education
was provided in staff meetlngs through written
and verbal communication,

Arnendment 2/1/2017: The hospital's
grievance policy, log for grievances, and
letters that are to be mailed to patients have
all been revigsed and will be presented at the,
i\:veekly Pl Committee an Thursday,

February 8, 2017 for approval. From there,
hey will go the Medical Exscutive
Commitiee on February 9, 2017 and
(Soverning Board at ifs next meeting
thereafter. Weelkly daia toward compliance
in the new processes is 90%. Any score
below 80% will raquire remediation with tha
affected employee andfor further analysis of
possible system issues.

Persons Responsible:
Patient Advocate
Pl/RM Director

Monitering:

The Patlent Advocate wiil present an analysls of
the grlavance log and grievance respenses to
the monthly Pl and quarterly MEC {naxt
meeting ts Feb 9, 2017) and Governlng Board
meetings. Any issues requiring immediate
attention will be addressed by the appropriate
departmant head,
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the patient who flled the grievance,
3. Patlent #2 filad a patient concern notification
on 6/3/2016 making allegations of inadequate
cleaning of the patient rooms, patient kitchen
area, shower and bathrooms, A review of the
grievance log indicated the complaint was closed.
4, On 12/15/2016 at 2:30 PM, Surveyor #3
interviewed the Patient Advocate (Staff Member
#7) about the hospilal grievance process. While
reviewing Ihe complaint log for Patient #2, no
aetion was documented indicating the patients
concern had been addressed or resolved, Staif
Member #7 confirmed this observation,
A 129| 482.13(b) PATIENT RIGHTS; EXERCISE OF A 129 | 129 Corrective Actions 2/10/17
RIGHTS
. . . ) The Clinical Educator reeducated the nursing
Patient Rights: Exercise of Rights staff on the policy ttled Skin/Clothing Check.
. Education included mphasis.on th
This Standard is not met as evidenced by: Heation Inciuded an emphasis-on the proper
procedure for assessing patients and procedure
i3asad on observation. intervisws, document for patient's refusal, Education was provided
review, and review of hospital policy and during staff meetings through verbal and
procedures, the hospital failed to protact patient written communication with competency
rights. testing.
Failure fo allow patients the right torefuse Perscn Responsible:

skin/clothing checks risks patient's loss of
parsonal dignity, privacy, and respect.

Findings:

1. The hospital's policy titled "Patient Rights and
Responsibilities" {Reviewed 10/2016; Policy #
ADM.P.300) under the section "PURPOSE" read;
"To assure that a patient is informed of his or her
rights and responsibifities upon receiving care
and service from Cascade Behavioral Hospital

COD/CNO
atient Advocate

Vionitoring:

he PI/RM Director/designee will perform at
feast 30 random audits per month to ensure
compllance of 90% or above for at least 3
|consecutlve months, Audit results will be
reported in the monthly Pl and guarterly MEC
and Governing Board meetings,
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and to assure that these rights are known by
hospital staff, physicians and other health care
providers.”

"B, The list of patient rights shall include but are
nat limited to the following: . . . 4. The right to
personal privacy, and to be pretected from
invasion of privacy, PROVIDED, that reasonable
searches may be conducted or other means used
to deteet and prevent contraband from being
possessed or used on the premises, . . 13. The
right to care that is considerate and respectful of
vour personal culture, values, beliefs, and
preferences and to be treated in a manner
promoting dignity and self-respect.”

2. The hospital's policy titled "Skin/Clothing
Check” {Reviewed 10/2016) read in part;
“Woluntary psychiatiic patients who are not
voicing or exhibiting self-harm behaviors, who
refuse the ekinfclothing check, will be given
referral Information and administratively
discharged from the hospital.”

3. On 1211442016 at 12:00 PM, Surveyor #3
observed Patient #1 being admitted te the
hospital. During the skin/clothing check process,
Patient #1 was askad fo change into & hospital
gown and hand his clothing over to a nursing
supervisor (Staff Member #1) to be checked for
contraband (hospital prohibited items). Patient #1
agreed but stated, 1 am not taking my underwear
off, | am here voluntarily and am not going to da
that. The other registered nurse in attendanca
(Staff Member #2) informed Patient #1 that was
acceptable. After Patient #1's clothing had been
saarched for coniraband, Staff Member #1 asked
the patient to squat and cough s they could
check further for contraband. Siaff Member #2
informed Staff Member #1 that squatting and

heck/contraband policy has baen revised
o remove the administrative discharge for

patients who refuse the skin check process.

Staff education has been conductied related
to this change. Dally audits are already in
progress and the results of which will be
hared at the waekly P| Commitiee to be
held Wednesday, February 1, 2017 and to
he Medical Executive Commitiea on
hursday, February 9, 2017, The target
Evompliance is 80%. Any score beiow 90%

ill raquire rermediation with the affacted
mployee and/or further analysis of
possible system issues.

STATEMENT OF DEFICIENCIES _ |octy PrOVIDERMUPBLIERCLIA (x2) MULTIPLE GONSTRUCTION (X3) DATE BURVEY
AND PLAN OF GORREGTION IDENTIFIGATION NUMBER: A, BUILDING GOMPLETED
504011 B. WING 12124/2016
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
CASCADE BEHAVIORAL HOSPITAL 12844 MILITARY ROAD SOUTH
TUKWILA, WA 98168
(4} 1D SUMMARY STATEMENT OF DEFIGIENCIES B PROVIDER'S PLAN OF CORRECTION 0<5)
PIREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
A 129] Continued From page 7 A 129 Amendment 2/1/2017: The hospital's sKin

FORM CMS-2567(02-09) Previous Verslons Obsolete

27QV

If sontinuation sheet Page 8 of 53




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed:  01/09/2017
FORM APPROVED
CMB NO. 0938-0381

coughing is no longer part of the process.

4. On 1201442016 at 1:37 PM, Surveyor #2
interviewed a ragistered nurse (Staff Member #3)
about the skinfclothing check done at admission.
Staff Member #3 confirmed ihat part of the
process included having the patient squat and
colgh and then checking for any visiole
contraband. Surveyor #2 found similar
understanding of the process while interviewing
two other registered nurses (Staff Member #4,
Staff Member #5) on the chemical dependency
and rehabilitative units,

6, On 12M12/2016 at 2:30 PM, Surveyor #2
interviewed the Clinical Director of Adult
Psychiatrlc Services (Staff Member #6) about the
skin/clothing check procedure process. Staff
Member #6 explained the hespital had received
complaints about the skinfclothing check
progedure and had recently changed their policy
about a month ago. The new policy no longer
raquirad the patient to squat and cough and now
allowed the patient to refuse the skin check. The
surveyor asked Staff Member #6 to explain why
the current policy directed staff to administratively
discharge voluntary patients who refused the
skin/clothing check process. Sthe acknowledged
being unaware of that aspect of the policy. Staff
Member #6 stated that each clinical director was
responsible for disseminating the new policy
information to their respective clinical staff .

6. On 12/20/2016 at 1:50 PM, Surveyor #3
conducled a review of the hospital’s human
resouree training files. Three of the four nursing
staff members (Staff Members #1, #3, # 4)
reviewad had no record of completing the new
Skin/Clothing Check Competency a3 required.

STATEMENT OF DEFICIENGIES (X1) PROVIGER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
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A 164] 482.13(e)2) PATIENT RIGHTS: RESTRAINT OR A 164 ;
SECLUSION The Clinical Educator reeducated nursing staff | 5 710417 |
on the requirement of using less restrictive |
Resiraint or seclusion may only be used when interventions prior ta restraint and seclusion In ‘
less restrictive interventions have been _ protecting patlents, staff, and/or others from ‘
determinad to be ineffeciive fo protect the patient, harm, The educatton included an emphasis on |
a staff member, or others from harm. de-escalation techniques as well as other |
. ] therapeutic Interventions, The Clinical Educator |
This Standard is not met as evidenced by: provided the education during staff meetings 1
i3 d raview. Inter 4 review of through the use of verbal and written |

ased on record review, interview, and roview 6 communication with return demonstration.

hospital policies and procedures, the hospital
staff failed to consider the effectiveness of less
restrictive interventions before applying both
resiraints and seclision for 2 of 8 patients

Person Responsible:
PI/RM Director

{Patients #4, #6). COO/CNO
Fallure to utilize less restrictive altematives o Monitoring: '
using both restraints and seclusion The PI/RM Diractor/designee will audit all
simultanecusly puts patienis af risk for loss of restraints and seclusions to determine
personal freedom and dignity. . appropriateness of use with less restrictive
. " linterventians. Any clinical Issues requiring
Findings: cotrective actions will be promptly addressed
: _ . i . by the COO/CNO. The PI/RM Director will
o el & Voharicel Resirint report audi results Inthe monthly Pt and
(Revised 2/2016; Policy # PC.R.100) under the quarterly MEC and Governing Board meetings,
section "Policy” read in part: "Restraints may only
be used for the management of violent or
self-destructive behavior that jeopardizes the
immediate physical safety of the patient, a staff
member or others after less-restrictive
interventions are Ineffective or ruled-out . . . *
The section {illed "Patient Rights" read
"Restraint or secluston may only be used when
less restrictive interventions have been
determined to be ineffective to protect the patient
or others from harm. The type of technigue or
seciusion used must be the least restrictive

270V If continuation sheat Page 10 of 63
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A 164| Continued From page- 10 A 184 imendment 2/1/2017. Seclusion &

intervention that will be effective to protect the resiraint forms were changed to comply
patient, a staff member, or others from harm." with standards and staff were aducated on
. those changes. Audits are already in
2. On 12122016 at 2;30 PM, Surveyor #3 progress and the results of which will be
reviewed the hospifal's pre-printed restraint and shared at the weekly Pi Committee to be
seclusion order sheet for Patient #5 cbserving held Wednesday, February 1, 2017 and to
that under the section titlad "Type", the box the Medical Executive Committes on
labeled "Mechanlcal Restraints (wilst, ankle, Thursday, February 9, 2017, The target
chest)" does not specify how many restraints are compliance is 80%. Any score below 90%
to be applied by the hospital staff. will require remediation with the affected
) employee and/for further analysis of
3. On 12162016 at 2:00 PN, Surveyor #3 nossible system issues. 100% of ail
interviewad the hospital ' s primary restraint restraint charts are being audited,
educator {Staff Member #7) abolrt how many
restraints are to be used when physical restraints
are ordered by a physician. Staff Member #7
indicated that the registered nurse determines
how many restraints are initlally used. The staff
member acknowledged that hospital staff
generally start with restraining baoth the arms and
legs. The chest restraint is only used in rare
octasions.
4, On 12/14/2016 and 12f15/2018, Surveyor #3
reviewed the seclusion/restraint records of
Paiients #4 and #6 noting that hospital staff
placed Patients #4 and #86 in both physical
restraints and seclusion simultaneously on
81212016 and 9/29/2016 respectively based
upon a physician order. No documentation
Indicating that a less restrictive aliernative had -
baen considared or attempted first prior to the
simultaneous application of both physical
restraints and seclision could be found.

A 174| 482.13(e)(Q) PATIENT RIGHTS: RESTRAINT OR A174

SECLUSION

Restraint or seclusion musat be discontinued at
the earliest possible time, regardless of the length
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of fime ideniified in the order.
This Standard is not met as evidenced by:

Based on record review, interview, and review of
hospital policles and procedures, the hospital
failed to ensure that patients were released from
seclusion at the sarlisst possible time for 3 of 6
patients reviewed (Patients #3, #4 and #5),

Failure to remove patients from seclusion at the
earfiest possible time puts patients at risk for
psychological haim, loss of dignity, and personal
freedom.

Findings:

1. The hospital's policy and procedure titled
"Seclusion and Physical & Mechanical Restraint”
(Revised 2/2016; Policy # PC.R, 100) under the
saction "PATIENT RIGHTS" read in part:
“Restraints or seclusion shall be ended at the
earliest possible tima."

2. Cn 12/15/2016 at 1:15 PM, Surveyor #3
intetviewed the hospiial’s principal
trainerfeducator for staff on the use of seclusion
and resiraints (Staff Member #7). The surveyor
asked Staff Membar #7 when a patient should be
released from seclusion. Staff Member #7
acknowladged that the trained registered nurse or
physician would review and assess the patient's
behavior to determine If seclusion or restraints
could he discontinusd. When asked by the
survayor what shouid happen if the documented
behavior was described as sleeping, sihe
Indicated the door should be unlocked and the
patient released from seclusion.

3. On 12/3/2046 at 14:30 AM in the adult

The Clinical Educator reeducated nursing staff
on the requirement of releasing patients from
secluston and restraint at the earllest possible
time. The education included an’emphasis on
de-oscalation techniques as weli as other
therapeutic interventions. The Clinical Educator
provided the education during Nursing staff
meetings through the use of written
cammunication and return demonstration.

Person Responsible;
PI/RM Director
COO/CNO

Monltoring:

The PI/RIM Director/designes will audlt all
restraints and seclusions for release at the
earlies possible time, Any clinical issues related
o length of use requiring corrective actions will
he addressed by the COO/CNQ. Results of the
audit will be reported by the PI/RM Director in
ithe monthly Pl and quarterly MEC and
Governing Board meetings.
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psychiatric unlt (2 West), Surveyor #3 reviewad
the medical record of Patient #3 who was placead
into seclusion on 12/1/2016 at 8:30 AM and -
released from seclusion at 11:30 AM. The patient
was placed in seclusion after being abserved
grabbing a food cart and running down a hallway

| repeatedly siriking the cart against the wall.

Documentation on the sedlusior flow sheet
indicated the patienl's observable behavior as
"rasting" or "skeeping” from 8:00 AM to 10:30
AM, a period of 90 minutes. A progress note
wrilten at 10:30 AM indicated ihe patient was
resting an the bed with eyes closed and
verbalized understanding-for the need for
seclusion. "Will discontinue seclusion when
staffing allows for 1 fo 1 support.”

4. On 12/14/2016 and 12/15/2016, Surveyor #3
reviewad seclusion/restraint flowsheet records of
Patients #4 and #5 and noted the following:

a. Hospital staff placed Patien! #4 In secluston
and restraint on 9/29/2016 and did not release
himser fraom seclusion untll 9/30/2018, a period
of 28 hours, Surveyor #3 noted the patient's
observed documented behavior of slaeping or
resting for the following periods:

—From 9/29/2016 at 8:45 PM until 9:30 PM, a
period of 2 hours and 45 minutes.

--From 9/20/2016 at 10:45 PM until 9/30/2018-
at 7:45 AM, a petiod of © hours,

~From 9/30/2016 at 8:45 AM unfil 10:45 AM,
a period of 2 hours.

--From 9/30/2016 at 12:30 PM until 3:30 PM,
a period of 3 hours.

restraint forms were changed to comply
with standards and staff were educated on
those changes. Audits are already in
progress and the results of which will be
shared at the weskly Pl Committee to be
held Wednesday, February 1, 2017 and to
the Medical Executive Committee on
Thursday, February 9, 2017. The target
compliance is 80%. Any score below 80%
witl require remediation with the affected
employee and/or further analysis of
possible system issues. 100% of all’
restraint charts are being audited.
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b. Hospita! staff placed Patient #5 In seclusionon
12/11/2018 at 10:30 PM and was released from
saclusion on 12/12/2016 at 7:15 AM. Surveyor #3
noted the patient's observed documented
behavior on the secluslon flow sheet as
“sleaping” from 11:35 PM until 7:15 AM, a period
of 7 hours and 40 minutes. The surveyor found
no evidence in the seclusion documentation to
indicate the hospital staff considered removing
the patient from seclusion early.
5. The director of adult psychiatric services (Staff
Member #6} confirmed the findings at the timse of
review,
A 283| 482.21 QAP] A 263 | See AD273, A0286, A0309, A0490,

The hospital must develop, implement and
maintain an effective, ongoing, hospital-wide,
data-driven quality assessment and performance
improverment program.

The hospital's governing body must ensure that
the program reflects the complexity of the
hospital's organization and services; involves all
hospltal depariments and services (including
those services furmished under contract or
arrangement}; and focuses on indicators related
to improved health outcomes and the prevention
and reduction of medical errors.

The hospital must maintain and demoensirate

evidence of its QAFI program for review by CMS.

This Condition is not met as evidenced by:

Basad on observation, interview, racord review,
and review of the hospital's quality program and
quality decumentation, the hospital failled to

A0700
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deveiop and implement a hospital-wids,
data-driven quality assessment and performance
improvement (QAPT} program.

Failure to systematically collect and analyze
hospital-wide performance data and to develop
action plans to improve performance based on

"that data limitad the hospitals ability to identify

problems and formulate action plans.
Findings:

Failure to identify pharmaceutical services lacking
sufficient personnel to meet the scope,
complexity, and naeds of the patients served.

Failure to provide oversight of the Performance
Improvement Program;

Failure to collect and analyze data for
performance measures assigned by the
Governing Body, Performance Improvement
Commitlee and the Medical Staif for the year
2018;

Failure tp measure, analyze and track adverse
patient evenis;

Failure to develop a process for identifying and
reviewing reportable adverse events;

Failure to ensure compietion of action plans
developed during review of adverse events;

Failure to ensure and maoniter the overall hospital
environmant was maintalned in such a manner
that the safety and well being of patients was
protecied.
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CENTERS FOR MEDICARE & MEDICAID SERVIGES

COLLECTION & ANALYSIS

(8} Program Scope

(1) The prograrm must mc!ude but net be limited
to, an ongeing program that shows measurable
improverent in indicators for which thers s
evidence that i will improve health ouicomes ...
(2) The hospital must measurs, analyze, and
track qualily indicators ... and other aspects of
performance that assess processes of care,
hospital service andaperations.

{b)Program Data

{1) The grogram must incorporate quality
indicator data including patient care data, and
piher relevant data, for example, Information
submitted to, or received from, the hospital's
Quality Improvemeant Organization.

(2) The haspital musi use the data collected to—

The PI Director reviewed the list of
performance indicators, asslgned by the
Governing Body, Pl Commlttee, and Medical
Staff for 2016, Of note, the following dinlcal
data was aggregated, analyzed, and presented
to the Pl and MEC committees for assessment
of patient care processes,

HGrlevances

~Anticoagulation therapy and medication
reconcliiation upon admission and discharge
-Restraint/Secluston

-Elopement rates and medication variances
Lvledical consuftations/treatment
-Contracted Services

-Pharmacy and Therapeutics {drug utillzation,
medication variances, adverse drug reactions,
antiblotic usage, and nursing unit/med room

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA {X2) MULTIFLE CONSTRUGTION (43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3
CASCADE BEHAVIORAL HOSPITAL 12844 MILITARY ROAD S0UTH 1
TUKWILA, WA 98168
(X4) D " SUMMARY STATEMENT OF DEFIGIENGIES n PROVIDER'S PLAN OF GORRECTION {5) 4
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL REGULATCORY | | PREFIX (EACH CORRECTIVE ACTION SHOULD BE DOM?L»QON
TAG OR LSC IDENTIFYING INFORMATION) TAG ROSE-REFERENGED TO THE APFROPRIATE DATE ;
DEFICIENCY)
A 263! Cantinued From page 15 A 263 |
The cumulative effect of these systemic probiems |
resuited in the hospital's inability to identify |
opportunities to improve patient care, safety and
outcomaes of care.
Due o the scape and severity of deficiencies
cited under 42 CFR 482.21, the Caondition of
Participation for Quality Assurance and
Performance tmprovement Program was NOT
MET.
Cross Reference: A-0273, A-0286, A-030%,
A0480, ADT00
A 273| 482.21(a), (b)(1).{o}2)(D, (b)(3) DATA A 273 A 0273 Corvective Actions 2/10/17

{) Monitor the effectiveness and safety of chacks)
services and guality of care; and....
(3 The frequency and detail of data collection
must be specified by the hospital's governing !
body. ‘
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Based on intarview and review of the hospital's
guality program and quality documents, the
hospital falled to collect and analyze data for
performance measures assigned by the
Goveming Body, Performance Improvement
Committee and the Medical Staff for the year
2018.

Failure to measure, analyze and frack data
related to performance measures as assighed
leaves the hespital unable to identify areas of
congern that may require improvement.

“Findings:

1. Review of the Performance Improvement Plan
{(Approved 12/2015) and a documant titled "
Performance Database - 2018 " revealed that the
hospital was ta collect and analyze data for 16
differant parformance measures, Each
performance measure was assigned to a specific
person for data collection and analysis, and the
reporting frequency was defined. The Governing
Board was to review the performance measures
on a gquarterly basis,

2, Surveyor #2 interviewed the Director of Clinical
Services (Staft Member #13) abott Performance
Measure data collection, analysis and reporting
on 12/16/2016 at 1:45 PM. The intetview
revealad the following:

a. The Performance Measure fitled "Patient
Rights and Grievances” was t0 measure
grievance process compliance and number of

Dn a monthly basis, the PI/RM Director will
facilitate the tracking and analysls of
nerformance measures for presentation to the
Pl committee. Committee members will
Implement actlon plans as documented in
meeting minutes. Negative or undesired trends
will be discussed by the committee for initiation
of performance improvement actions as
needed. The Medical Staff and Governing Board
will be informed of data analysis and Pl
initlatives on a quarterly basls to ensure
implementation of the quality and performance
improvement program,

(4} 1D SUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX {EAGH DEFICIEMCY MUST BE: PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SROULD BE GCMPLETION
TAG OR L.8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE OATE
BEFICIENCY)
A 273| Continued From page 16 A 273 [Persons Responsible; 2/16/17
P| Director
COOQ/CNO
This Standard is not met as evidenced by: Monitoring
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grievances. The information was fo be collected
and analyzed by the Performance [mprovement
Diractor and the Patient Advocate, and reported
to the Performance Improvement Commitiss
menthly. There was no report containing this
information presented for surveyor review, The
Director stated that the grievance committee had
net been maeeting and that the data was not baing
collected or analyzed.

b. The Performance Measure titled "National
Patient Safety Goals" listed 5 goals thal the
hospital was to collect and analyze: data for, two
were reviewed by Surveyor #2: 1) Reduce
likelihood of patient harm associated with
anticoagulant therapy (Warfarin), and 2)
Medication Reconeiliation upon admission and
discharge, The Chief Nursing Officer and the
Rizk Managar were responsible for data
callection and analysis, and for reporting {o the Pl
Commiltee and the Governing Board maonthly.
There was no report containing this information
presented for surveyorreview.

¢ The Performance Measura titled
"Restraint/Seclusion” was to measure proper
documentation of restraint and seclusion. The
Directors of Mursing and the Risk Manager were
responsible for the data collection and analysis,
and for reporting monthly to the Pl Commitiee
and Governing Board. While the number of
patients placed in resfraint and seclusion were
reporied by the Performance Improvement
Commiltee to the Governing Board, there was no
report available for review ralated to praper
documentation of restraint andseclusion.

d. The Parformance Measure titled "Risk
Management/Patient Safely/Quallty" was fo
measure suicidesfsuicide attempts, falls,

grievances, anticoagulants, restraints &
seclusions, elopements, medication
consultations, Pharmacy & Therapeutics
indicators, and contracted services have
een abstracted and analyzed and will go
he Pl Gomimittee on or before Thursday,
February 9, 2017 and then to the Medical
Execulive Committee on Thursday,

‘February 8, 2017 and Governing Board

hereafter, The target compliance is 90%.

emediation with the affected employee
nd/or further analysis of pessible system
issues.

Eny score below 90% will require
r

TUKWILA, WA 98168
(x4) Iy SUMMARY STATEMENT OF DEFICIENCIES [l FROVIDER'S PLAN OF CORRECTION (%)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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DEFICIENGY)
A 273| Continued From page 17 A 273 Amendment 2/1/2017: The 2016 data for
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TAG OR LSC IENTIFYING INFORMATION) TAG CROSS-REFERENCER TO THE APPROPRIATE
A 273| Continued From page 18 A273

medication variances, slopameants, coniraband
and patiant satisfaction. The Risk Manager and
Chief Nursing Officer ware responsible for data
collection. and analysis, and for reporting monthiy
to the Performance Improvement Committee and
Governing Board. The surveyor requesiad to
review the data collection and analysis for
medication variances and elopement. While there
was data presented to the surveyor for elopement
and medication variances, there was no repo
containing analysis of the data. :

e. The Performance Measure fitled "Meadical
Consultations/Treatment” was to measure
medical consultation for timeliness and
appropriateness to the patient's individual needs.
The Risk Manager and Chisf Nursing Officer
were responsible for data collection and analysis,
and for reporting the information quarterly fo the
Performance Improvement Committee and the
Medical Executive Committee, There was no
report confaining this information presented for

.| surveyor review,

f. The Performance Measure titled "Contracted
Services" referred lo the Conlract log for scope of
service and quality measures. The Risk Manager
and Chief Executive Officer were responsible for
data collection and analysls, and for reporting this
information annually to tha Performance
improvement Gommittee and the Medical
Executive Committee. There was no report
containing this information presented for surveyor
review,

Cross-reference: Tag A-0084
g. The Performance Measure titied "Pharmacy

and Therapeufics” was to measure drug
ulllization, medication variances, adverse drug
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reactions, antibiotic usage and nursing unit/med
room checks. The Pharmacist was responsible
for data collection and analysis, and for reporting
this information quartesly to the Performance
Improvement Committee and the Medical
Executive Committee. There was no report
contalning this information presented for surveyor
review.

A 286] 482.21(a), {c}2), (€)(3) PATIENT SAFETY

(8} Standard; Pragram Scope

{1) The program must include, but not be limited
to, an ongoeing program that shows measurable
improvement in indicators for which there ks
evidence that it wifi ... identify and reduce
medical errors.

() The hospital must measure, analyze, and
track ...adverse palient events...

(¢} Program Activities .....

(2) Performance improvement activities must
track medical errors and adverse patient events,
analyze their causes, and implement preventive
actions and mechanisms that include feedback
and leaming throughout the haspital.

{¢) Executive Responsibilies, The hospital's
governing body (or organized group or individual
who assumes full legal authority and
responsibility for operations of the hospital),
madical staff, and administrative officials are
responsible and accountable for ensuring the
following: ... :

{3) That clear expectations for safety are
established. :

This Standard is not met as evidenced by:

STATEMENT OF DEFICIENGIES (X1} PROVIDERSUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (303} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:; A, BUILDING : COMPLETED
4011 B, WING - . 12121i2016
NAME OF PRCVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GCODE.
CASCADE BEHAVIORAL HOSPITAL 12844 MILITARY ROAD SOUTH
TUKWILA, WA 98168
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDER BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLEJ'ON
TAG OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE oAt
DEFICIENCY)
A 273| Continued From page 19 A 273

A 286

A 286 Corrective Actions

1) Analysis and Tracking of Adverse Patiant 2/10/17 .
Events

All elements of the PE plans and 2016
performance improvement activities were
reviewed by senior leadership, the Performance,
Improvement Committee (1/11/17) and the
Medical $taff committees (1/10/17 and
1/11/17). The processes for adverse event
analysls and tracking including the Root Cause
iAnalysis process was highlighted, 2016 data
analysis and recommendations for action were
reviewed by Pland MEC committees.

Persons Responsible:
Pi Director
COO/CNO

Medical Director

Monitoring

On a monthly basis, the PI/RM Director will
facllitate the tracking and analysis of Pl
measures for adverse events for presentation
to the Pl and MEC committees. Negative or
undesired trends will be discussed by the
committee for inltiation of performance
improvement actions as needed. The Medical
Staff and Governing Board will be informed of
adverse event data ahalysis and tracking on a
suarterly basis to ensure implementation of the
performance Imgrovement program.
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TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)
A 286} Continued From page 20 . A 286 Amendment 2/1/2017; Going forward, the
. Pl Committee will receive action plans for
[TEM #1 - Analysis and Tracking of Adverse each Root Cause Analysis conducted along
Patient Events with a time frame for the completion of
_ those action items. The Pl Committee will
Based on inferview, record review and review of add those items fo minutes and receive
quality documants, the hospitat falled to measure, follow-up at each of its meetings until al
analyze and track adverse pafient events. items are resolved. Action Hems will
typically be resolved within 20 days, soms
Failure to analyze aggregale data rslated to sooner, depending on the urgency
adverse patient events risks the hospital's abilily Fssocgated with that actiqn item. The target
to ldentify rool causes and develop action plans complianca is 90% of all items completed
and may contiibute to an unsafe patient.care with 80 days. Any score below 90% will
environment. require remediation with the aflected
employee andfor further analysis of
Findings: possible systam issues

1. Revisw of the hospital palicy and procedure
fitled “Incident Reporting”

| (Policy #RM.200; Approved 12/2013) revealed
that the hospital's Risk Manager was responsible
for collecting incident report data for statistical
analysis and trending.

Review of the hospital's Performance
Improvement Plan (Policy #RM.300; Approved
12/2015) revealed that it was the responsibility of
the Medical Execulive Gommiftee and the
Performance Improvement Commiitee 1o review
risk management aclivities by analyzing the
results of incident reports, patient surveys and
patient complaints to determine patterns of
patient care occurrences and ensure that
corrective action is or has heen taken to the
extent possible.

2. An interview with the Manager of Risk and
Quality (Staff Member#12) on 12/14/20186 at 1:04
PM and 12/20/2016 at 1:20 PM, and the Directer
of Clinical Services (Staff Member #13} on
12/16/2016 at 1:45 PM ravealed the following:

FORM CMS-2567(02-99) Previous Verslions Obsolele 27OV I soainuation ghoat Page 21 of 63




DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed:  01/09/2017
FORM APPROVED
OMB NO. 0038-0391

STATEMENT OF DERGIENCIES 1X1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE GONSTRUCTION (x3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMPER: A BUILDING COMPLETED
504011 B.WING — 12i2112016

MAME OF PROVIDER OR SUPPLIER
CASCADE BEHAVIORAL HOSPITAL

STREET ADDRESS, CITY, 8TATE, ZIP CODE

12844 MILITARY RQAD SOUTH
TUKWILA, WA 98168

{X4) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
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[
PREFIX
TAG
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(EACH CORRECTIVE AGTICN SHOULD BE
CROSS-REFEREMCEDR TG THE APFRUPRIATEE
DEFICIENCY)

{x5)
COMPLETION
DATE

A 286

Continued From page 21

a, Incident reporte were reviewed individually by
the Risk Manager and olher managers as needed
but the data was not reviewed in aggregate
looking for patterns, trends and opportunities for
improvement,

bs. Patient grievances were logged and reviewed
individually but the datz was not analyzed in
aggregate fooking for patierns, trends and
opportunities forimprovement.

¢. The number of patients requiring a medical
transfer were reported to the Goveming Board
quarterly but the data was not analyzed in
aggregate looking for patierns, trends and
opportunities forimprovement.

d, Hospital code data was not being collected or
anatyzed for the purpose of looking for patterns,
trends and apportunities farimprovement.

ITEM #2 - Repottable Adverse Events

Based on interview, record review and review of
hospltal policies and procedtres, the hospital
failed to develop a process for identifying and
reviewing reportable adverse events.

Failute to recognize reportable adverse avents
inhihits the hospiials abillty to perform in-depth
review of the events and develop action plans.
This failure places patients at risk for care in an
unsafe environment,

Refarence: WAC 248-302-010 Definitions
"Adverse health event” or "adverse event' means
the list of tweniy-nine serious reportable events
updated and adopted by the National Quality

A 286

ITEM #2 — Reportable Adverse Events
The COO/CND has educated the Pi
Dlrector on the requirements. of
WAC2465-302-010. All reportable events
outlined in the NQF tst of reportable
adverse events, the requirement for
reporting adverse events and elements
of submitting a root cause analysts were
discussed. All reportable adverse
events wiil be reported in a timely
manner in accordance with
WAC246-302-010.

2110417
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event has occurred within forty-eight hours of
confirmation of the adverse heaith event ...

{2) Submit a report to the depariment within
forty-five days of the confirmation of the adverse
health event, The report must include a root
cause analysis and corrective action plan ...

Referenca: The National Quality Forum {(NQF)
identifies and defines twenty-nine serlous
reportable events. The twenty-nine adverse
health events including but not limited to:

(7) Potentiel criminal events:

(d} Death or serious injury of a patient or staff
member resulting from a physical assault {i.e..
battery) that occurs within or on the grounds of a
health care selting.

Findings:

1, Tha Hospital policy titled "Incident Reporting"
{(Policy #RM.200; Approved 12/2013) stated that
"In States where the facilify is required to report
Tragic/Serious incidents to the State, it must be
done within the State requirements and
notification of completion to Carporate Risk
Management and Clinical Services Departments.”

The same policy stated that "All Level | and Il
incidents require a Risk Manager investigation
and completion of the Investigation Chronology
and incident Recap Analysis."

On a manthly basis, the PI/RM Director will
report ali adverse events reported per
WAC 246-302-020 to the Pl commitiee and
MEC and Governing Board guarterly.

TUKWILA, WA 981638
(X4) 1D SUMMARY STATEMENT COF DEFICIENCIES D " PROVIDER'S PLAN OF CORRECTION {X6) ]
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TAG OR 1.8C IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TO) THE APPROPRIATE OATE
DEFIGIENGY)
A 286| Gontinued From page 22 A 286 [ITEM #2 continued

Forum in 2011, in its consensus report on serious

reportable avents in health care including all Persons Responsible:

appendices. Pl Director

COO/CNO
WAC 246-302-020 How and When to Report
{1) Notify the department that an adverse health Menitoring
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A 286; Continued From pags 23 A 288
The policy did not include the NQF list of . A 286 Item #3~ Completion of Action Plans 2/10/17
reporiable adverse events nhor did it Include the
requirement for reporting adverse events and The COQ/CNO and Pl Directér were trained an
submitting a root cause analysis. anhalysis of adverse events and credible root
. cause analysis elements by the Regional Clinical
2. Surveyor #2 reviowed a reporl of a pafient fo Director. Adverse reportable events will be
patient gssauit resulling in a serious pationt mjury. reviewed with credible actlon plans formulated
The patient was transferred to the emergency and implemented In a timely manner
room for cave and required follow-up speciaity S
health care appointments for hisfher injuries. The
incident was reviewed by the Manager of Risk Persons Responsible:
and Guality (Staff Member #12), and the Pl Divector
Investigation Chronology and incident Recap was
complsted with recommendations for Monitoring ,
improvement based on the investigation. On & monthly basis, the PI/RM Director will
present action plans based on analysis of
3, An inlerview with the Manager of Risk and ' adverse events to the 2l committee, Action
Quality (Staff Member #12) by Surveyor #2 on ' plans will include date/s actions taken and
12/20/2016 at 2:12 PM about the patient to bersons responsible for action. The Medical
patient assault reveaiad that Staff Member #12 Staff and Governing Board will be informed of
was unaware that this paricular incident was ' actions taken in response to adverse events on
Eﬂonmser?ﬂ gn ta(tivsrtie te vent :)y NQF. Stal‘ﬁ . a quarterly basis to ensure implementation of
emboer stated thal a root cause anaysls . the analysis end actions taken in response to

had not been completed nor had the Incident ]
Leen reported fo the State as required by hospital

policy.

adverse events.

ITEM #3 - Complation of Action Plans

Based on interview and document review, the
nospital failed te ensure completion of action
plans developad during review of adverse events.

Failure to enstire completion of action plans limits
the hosplials abillty to comect systemic problems
placing patients al risk for harm.

Findings:
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Continued From page 24

1. Surveyor #2 reviewed the root cause analysis
for 3 adverse events with the Director of Clinical
Services (Staff Member #13) on 1216/2016 at
1:28 PM and with the Manager of Risk and
Quality (Staff Member #12) on 12/20/2016 at 9:20
AM. Review of the actlon plang developed to
correct identified issues revealed the following:

a. For the elopement [ssue, the action ifem fo
change the polley "Code Amber" (used to alerf
staff of a patient who has wanderad away from
the nursing unit) to "Code E" had not baen
completed although staff were trained and Code
E was being used by the hospital,

b. For the sexual assault issus, one of the action
items was a change fo an assessment form
followed by audits to ensure that assessments
wera properly conducted, documented, and risk
reduction precautions wers implemented. Staff
Member #12 stated that the audits had not bean
dona.

482.21(e)(1), (€)(2), (e}5) QAP! EXECUTIVE
RESPONSIBILITIES ‘

The hospital’s governing bady (or organized
group or individual who assumes full legal
authority and responsibility for operations of the
hospital), medical staff, and adminisirative
officials are responsible and accouniable for
ensuring the following:

1} That an ongoing program for quality
improvement and patient safety, including the
reduction of medical erors, is defined,
implemented, and maintained .

{2} That the hospital-wide quality assessment
and performance Improvement efforts address
priorities for improved guallty of care and patient

A 286

A 309

1A 308 Corrective Actions

The PI Director and Medical Director reviewed
all elernents of the Pl plan and 2016
performance Improvement activities with the
Medical Staff and MEC committees (1/10/17
and 1/11/17}). The processes for clinical and
non-clinical analysis and tracking were
highlighted, 2016 data analysls and
recommendations for action were reviewed by
the MEC. The Medical Staff assigned physician
representation to the Infection Control,
Pharmacy & Therapeutics, EOC, Safety and
Performance Improvement committees. These
committee participants will report committes
activities to the MEC at least quarterly.
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gsafely and that all improvement aclions are
evaluated. 7 _

(5) That the defermination of the number of
distinct improvement projects is conducted
annually.

This Standard is not met as evidenced by:

Basad on Interview and review of the hospital's
performance improvement plan, the hospital's
Governing Body failed o provide oversight to
ensure that the guality assessment and
performance improvement (QAPI) plan was fully
implemented.

Failure fo provide oversight of the Qualily
Assassment and Performance tmprovement
program to ensure full implementation of the
petformance Improvement plan limited the
hospital's ability te identify systemic problems and
develap action plans to improve patient care and
ensure safely,

Findings:

1. The hospital's Performance improvement Plan
{Policy #RM. 300; Approved 12/2015) stated that
"Madical staff and managemeant staff provide
leadership for and actively participate in
performance improvement activities and establish
criteria for measuring, assessing and improving '
organization performance of both clinical and
non-clinical processes and patient outzcomes.
They assure implementation of appropriate
quality assessment and improvetment activities
and report the results to the Board through the
Madical Executive Committee and Performance
Improvement Committee,

recommended priorities for quality and
performance improvement activities.

Persons Responsible:
Viedical Director
President of the Medlcal Staff

Manitoring

0On a monthly basls, the PI/RM Director will
facilitate the tracking and analysis of Pl
measures for presentation to the Pland MEC
ommittees. Negative or undesired trends will
be discussed by the committee for initlation of
performance Improvement actiuns as needed.
The Medical Staff and Governing Board will be
informed of data analysis and P initlatives on a
ruarterly basis to ensure implementation of the)
quality and performanse improvement program
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The Medical Execulive Comimiitee is delegated
the Authorlty and Accountabllity necessary for the
delivery and assessment of all processes that
contribute to the prevention of problems and the
continual improvement of the gualily,
appropriateness and efficiency of patient care
outcomes. Medical Executive Committee
responsibilities, duly and authority for
performance improvement aclivitles are defined
in the Medical Staff Bylaws."

The hospital's Medical Staff Bylaws (dated
1241/2013) under the section gitled "Medical
Executive Committes” read in part 11.4.1 Quality
Management: (a) The dulies involved in
overseeing qualily assassment and performance
improvement are fo ...perform at least an annual
evaluatian of the quality management program {0
assure its comprehensiveness and effecliveness,
and document improvement In patient care and
patient outcome studies; and ...document
performance of this function in a report on at least
a guarterly basis,

2. An interview with the Managesr of Risk and
Quality (Staff Member #12) and the Director of
Clinical Services (Staff Member #13) revealed
that the Medical Director is a member of the
Perfarmance improvemeant Committee but does
not patticipate in performance improvement
activities other than those that have to do with
credentialing and privileging of medical staff . The
Manager of Risk and Qualily stated that the
Parformance Improvement Program has never
been formaily evaluated as required by the
Medical Staff Bylaws.

Cross Reference; A-0273, A-(286
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A 408| 482.23(e)(1), {10} & {c)(2) ADMINISTRAT!ON A 405
OF DRUGS The Clinical Educator reeducated the nursing | 2/10/17 |
: staff on the requirement of administrating
(1) Crugs and biologicals must be prepared and medications as ordered for the treatment of |
administered in accordance with Federal and alcohol withdrawal. The Clinical Educator |
State laws, the orderfs of the practitioner or orovided education during Nursing statf
practitioners responsible for the patient's cara as meetings through verbal and written
specified under §482.12(c), and accepted - cmmunication. |
standards of practice. . |
() Drugs and biolegicals may be prepared and Person Responsible; ‘
administered on the orders of other practitionars COO/CNO §
not specified undar §482.12(c) only If such
practitioners ars acting in accordance with State Monitoring |
law, including scope of practice laws, hospital The FI/RM Director/deslgnee will perform a
palicies, and medicai staff bylaws, rules, and randorm audit of at feast 30 records per month
regulations. to ensure compliance of 90% or above far four
' onsecutive months. Any deficlencles will be
(2) All drugs and biclagicals must be promptly addressed. Audit results will be
administered by, or under supervision of, nursing " presented to the monthly Pl and quarterly MEC
or other parsonnel in accor_dance with _Federal and Governing Board meetings. ‘:
and State laws and regulations, including ‘i
applicable licensing requirements, and in ' : ‘f
accordéance with the approved medical staff
policies and procedures,
This Standard is not mef as evidenced by:
Based on racord review, interview, and review of
policy and procedure, the hospital failed to ensure
that nureing staff followed physiclan orders for
freatment of alcohol withdrawal far 1 of 3 patlents
reviewed (Patlent #7).
Failure to follow such orders risks palients “
receiving inadequate or improper treatment, !
which may result in patient harm.
Findings:
|
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A 405 Confinued From page 28 A 405 lAmendment 2/1/2017: CIWA protocols are
currently being audited daily by the Nursing
1. The hospital's policy and procadure titled Director of G Services. Analysis of the
"CIWA® [Clinical Institute Withdrawal audits will go to the Pl Committee at each
Assessment] (Policy #AR.C.210; Approved weekly Pl Committee starting Wednesday,
12/2013) established how often a patient was fo February 1, 2017. The target compliance is
be assessed for symptoms of alcohol withdrawal; 90%. Any score below 90% will require
how tha patient's symptoms were to be scored remediation with the affected employee
using a withdrawal assessment scale and how and/or further analysis of possible system
medications were to be administered according to issues. Once several weeks of compliance
the patient's score. The policy includsd a is achieved, monitoring will become monthly
prée-printed order set titled "Larazepam Orders for with the same targets.

Alcohol Withdraweal” {(dated 6/16/2014) used by
physicians to arder specific desages of
medications to be administered based on the
patient's withdrawal assessment score.

2. Review of the medical records of three
patients wha experienced symptoms of alcohol
withdrawal during their hospital stay revealed the
following:

a. Patient #7 was a 59 year-old patient who was
admitted on 12/10/2016 for treatment of alcohol
withdrawal. On 12/10/2016 at 8:30 PM the
patient's physician ordered the Alcohol
Withdrawal Pratosol initiating treatment for
alcohe! withdrawal symploms,

Review of the medication administration record
for Patient #7 revealed that on 12/10/2018 the
patient received 1 mg of Lorazepam at 8:40 AM
and 1 mg of Lorazepam at 2:20 PM.

An interview by Surveyor #2 with a Registered
Nurse (Staff Member #4) during review of the
patients alcohol withdrawal scores and
administerad medications revealed that based on
the score assigned at 9:00 AM and 2:00 PM the
patient's dose of Lorazepam should have been -
0.5 mg at 9:40 AM and 0.5 mg at 2:20 PM. Staff
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A 405] Continued From page 29 A 405
Member #4 did not know why nursing staff
administered the higher doses.
A400| 482,25 PHARMACEUTICAL SERVICES A 400 See Tags A0491, AG493, A0500

The hospilal must have pharmaceutical services
that mest the nseds of the patients, The
institution must have a pharmacy directed by a
registered pharmacist or a drug storage area
under competent supervision. The medical staff
is responsible for developing policles and
procedures that minimize drug errors. This
function may be delegated to the hospital's
organized pharmaceutical service.

This Conditicn is not met as evidenced by:

Based on observation, interviews, and document
review, the hospital failed to provide sufficient
pharmaceutical services to meet the scope,
complexity, and needs of the patients served.

Failure to provide adequate pharmacy servicas
risks patient safety and safe medication
adininistration praclices.

Findings:
1. Madications being administered fo patients
prior to pharmacy verification of orders resulting

in high number of automatic dispensing magchine
overrides.

2, Patlent home medications not being verifiedby
a pharmacist priar to being administered.

3. Medication errors resuiting from medication
overrides of the automatic dispensing machines.

4, Expansion of hospital services, clinical units,
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A 490| Continued From page 30
and patient census without a cornparable
increase in pharmacy services coverage.

The cumulative effect of these systemic problems
resulted in the hoapltal's inability to provide for
safe dispensing, use and administration, and
tracking and control of medications.

Bue fo the scope and severily of deficiencies
under 42 CFR 482.25, the Condition of
Participation for Pharmaceutical Services was
NOT MET.

Cross Reference: Tags A0491, AD493, ADS00

A 491 482 25(a) PHARMACY ADMINISTRATION

The pharmacy or drug starage araa must be
administered in accordance with accepted
profassional principles, '

This Standard is not met as evidenced by:

Based on observation, interview, and review of
policy and procedure, the hospital failed to ensure
that hospltal staff followed hospital procedures for
use of a patient's own medications,

Failure of staff to follow procedures for uss of a
patient's own medications places pationts at risk
1 for harm due to medication errors.

Findings:
1. The hospital policy and procedure titled

"Medications Brought in with Pailents" {(Policy #
PHR-118; Revised 4/20-14} read as follows:

A 480

A 0491 Corrective Acticns
A 491 | The Clinical Educator reeducated the nursing | 2/10/17
staff on policy titled “Medications Brought in
with Patients,” Education was provided during
Nursing staff meetings through verbal and
written communication, Education included:
-Use of home medications only after the
verlfication process s complete,

Lproper labeling and initialing of the verification
process on home medication botties,

-Physician orders needed for use of home
medications.

The medical staff were educated on the
requirement of documenting dosages for home
medication administration and ordering
ailowance of patient home medications.
Fducation was provided through written and
verbal communication.

Persons Responsibie
Medical Director

1. for those medications that will be used by e Eharpac; Director
patient during their admission at the facility, the | QOfCN
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medications will be Inspected for proper
identification, labeling, and visual evaluation as
part of the pharmacist verification process. Once
a medication is verified, the pharmacist will place
a sticker oh the packaging with the pharmacist's
initlals and date the medication as evidence the
medication has been verified ..."

"The order for a patient to take his/her own
medication must be written by the attending
physician on the Physician's Order form."

2. Atour of the medication raom of three patient
care units (Gero-psych, Rehab and Detox) on
12/19/2016 between 2:00 PM and 3:00 PM
revealed the following:

8, One hottle of home medication, Latuda 120 mg
tablets, was found for Patient #8 in the patient's
madication tray in the Rehab unit medication
room. The pharmacist atiached a white printer
label to the medication bottle with "verified”
written on tha label along with the date
{12M17/2018) and initials of the pharmacist, Staff
administered the medication at 900 Pid on
12/18/2016 and 12/16/2016 prior to pharmacist
verification.

b. Two bottles of home medications, Provastatin
Sodium 40 mg tablets and Dilt [Dilliazem] XR R
180 mg capsules, were found for Patient #9 in the
patient's medication tray in the Rehab maedication
room. The pharmacist verified and labeled the
medications using a "date opened/expiration
dale" label rather than the pharmacy medication
verification labe). Staff administered the
medications on 12/18/2016 at 9:00 AM. There
was no physician order for the patient fo take
his/her own medications.

" [and Governing Board meetings.

B0%. Any score below 90% will require

The PI/RM Birector/designee will perform a
random audit of at [east 30 patlent’s own
medication orders to ensure compliance with
the verlfication process. Any deficlencies will be
addressed promotly. Audit results will be
reported in the monthly Pl and gquarterly MEC

Amendment 2/3/2017: The pharmacy
director is auditing 100% of home
medications and will first report his findings
to the weekly Pl Committes on Wednesday,
Fehruary 1, 2017, to the Medical Executive
Commitkee on February 9, 2017 and to the
Governing Board thereafter. Audits will
continue until several weeks of compliance
at or greater than 80% has been achieved
and sustained. The target compliance is

remediation with the affected employee
andfor further analysis of possible system
issues.

(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES D ! 8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH GORRECTIVE ACTION $HOULD BE CGMII‘_"\LTE_]ION
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DEFICIENCY)
A 491] Continued From page 31 A 491 [Monitoring .

FORM GMS-2667(02-89) Provious Versichis Obsolete

27V

I conlinatation sheet Page 32 of 63




DEPARTMENT OF HEALTH AND HUMAIM SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed:  01/09/2017
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

504011

B.WING

(%2} MULTIPLE CONSTRUCTION
A, BUILDING

(%3} DATE SURVEY
COMPLETED

1ar21/201¢

MAME Of PROVIDER OR SUPPLIER
CASCADE BEHAVIORAL HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CODE

12844 WLITARY ROAD SOUTH
TUKWILA, WA 98168

(*d) 1
PREFIX
TAG

SUMMARY STATEMENT OFF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FLILL REGULATORY

OR LSC IDENTIFYING INFORMATION)

D
PREFIX -
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
[EACH GORREGTIVE AGTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATR
DEFIGIENCY}

A 491

A 493

Continuad From page 32

¢. Three bottles of home medications, Rayataz
300 myg capsules, Norvir 100 mg tablets and
Truvada 200 mg tablets, were found forPattent
#10 In the patient's medication tray in the Rehab
medication room. There was an initial and date
written directly on the medication botile label (for
the Rayataz and Truvadsa) hut the surveyor was
unable to tell if the initials and dates were
evidencea of pharmacist verification. There wers
no pharmacist vetification labels on the two
medication bottles. The Norvir madication had na
label with date and signature indicating
pharmacist verification. All of these medications
were in a plastic bag placed in the patient's
medication fray. Two notes were found in the bag,
one stated that the pharmacist verified Truvada
and the other note stated the pharmacist had
verifiad Norvir. The notes were not attached in
any way to the bottles of medication. Staff
adminisiered all three medications on 12M1%/2016
at 8:00 AM. There was a physician order for
administration of the pafient's own medications
but the order did not include specific dosages.

d. One bottle of hame medication, Dilantin 30 mg
capsules, was found for Patient #11 In the
patient's medication fray in the Gero-psych unit
medication room. The pharmacist verified and
labeled the medication. Staff administered the
medication on 12/19/2016 at :00 AM. There
was no physician order for the patient to teke
his/her own medication.

482.25(@)(2) PHARMACY PERSONNEL

The pharmaceuticsl service must have an
adequate number of personnel to ensure quality
pharmaceutical services, including emergency
services,

A 491

A 493
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(*5)

This Standard is not et as evidenced by:

Based on document review and interview, the
hospital failed to ensure the pharmacy was
staffad with suffisient number of persorinel to
provide quality pharmaceutical services in order
to meet the needs of the patients and the staff
providing care.

Failure fo provida sufficient pharmacy staff to
provide accurate and timely order processing and
medication delivery places patients at risk of
harrm due to medicationerrors.

Findings:

1. Tha hospital expanded its overall bed capacity
by 42 beds within the past 12 months, During that
period, two additional nursing units were openad
(2 North - 18 beds; 2 West - 24 beds). Prior to
the expansion, the hospital's average daily
census {ADC) was 66,68 patients. This year's
gurrent ADC is 104,41 which represents a 57%
Increase or an additional 37.58 patients per day.

‘The hospital pharmacy staffing or coverage did

not increase correspondingly despite the
increased workload.

2. On 12/20{2016, Surveyor #3 reviewed a
pharmacy document which captures a varlety of
key guality workload elements. The surveyor
noted that the average number of medication
doses administered monthly increased by over
12,000 doses sinca the beginning of the year.
The total number of medication overrides
performed by nurses averaged 2,593 per month
ot nearly 87 per day. Similarly, the "inventory
count off* in the sutomatic dispensing machines
monthly totals refiect non-controlled substances
discrepancies have increased to a monthly

A 493

Upon completion of the survey, the CED,
COO/CNQ, Pharmacy Director, and Regional
CHnical Director reviewed pharmacy staffing tn
arder to ensure a sufficlent number of
personne!. Effective 12/20/16, the Pharmacy
Director increased pharmacy staffing hours by
two {2} additional evening hours, seven days
per week, The increase In pharmacy hours are
rioritized on verification of new orders and
arder entry.

Parsons Responsible:
Pharmacy Director
CEQ

Vionitoring

The Director of Pharmacy will track use of the
additional staffing hours and report utllization
in the monthly Pl and guarterly MEC and
Governing Board meetings for a period of 3
months. Any related deficlencies will be
addressed promptly.

Xa4) o 18]
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average of 685 ltems.

3. On 1271472016 at 11:30 AM, Surveyor #3
interviewed a pharmacist (Staff Mermber #9)
about the adequacy of pharmacy staffing
compared to the current workload. Staff Member
#9 acknowledged the pharmacy workload had
substantially increased within the past year. Sthe
stated that since starting work at this facility
almost a year ago, the hospital had added two
mare inpatient clinical units without a
corresponding increase in pharmacy operating
hours or personnel. Staff Member #8 indicated
that the average turnaround time for verifying new
medication ordars was 30 minutes bui may be
delayed up to an hour depending on volume of
new admissions,

4, On 12/19/20186 at 2:30 PM, Surveyor #3
Interviewed the Director of Phanmacy {Staff
Member #8) about the high number of medication
overrides occurring within the hospital, Staff
Member #8 stated that he/she had only been a
member of the hospital staff for "less than a
month" but acknowledged the number of
medication overrides was "high” indicating that
pharmacy is only on-site during the day shift-
hours. Surveyor #3 asked Staff Member #8 if
sfhe had sufficient pharmacy resources, Staff
Member #8.siated that "l don't have enough
pharmacy staff to do what we should." The
director of pharmacy indicated that ha/she had
workad over the contractad hours every week
excaept for the first week when on orientation.

6. On 12/16/2016 at 11:00 AM, Surveyor #3
interviewed the Rirestor of Adult Psychiatric
Nursing Services (Staff Member #6) about the
high number of medication overrides acourring
within the hospital. Staff Member #6 indicated

fncraased its hours of coverage in the
| vening hours. Overrides are being tracked
daily and analyzed for ims of day, type of
rug, and reason for the override. The PI
Director and Pharmacy Diractor will formally
present their findings at the weekly PI
Committee meeting beginning Wednesday,
February 1, 2017. Pharmacy hours will
continue to be adjusted as necessary to
minimize the uss of the override process.
The facility will continue to evaluate hours
needed by the pharmagcy through
recommendations by the contracted
provider, number of overrides due to lack
of pharmacist to conduct the first dose
review, and medication arrors related {o
overrides.
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A 493

A 500

Continued From page 35

that medication overrides ig a "problem" stating "t
think medication overrides are dangerous." The
staff member acknowledged that nurses were
overriding hecause of how long it takes for orders
ta be verified in the syslem. Staff nurses have
also complained they fraquentiy nin out of
medications In the automatic dispensing
machines on the weekends, "especially on
Monday mornings" reguiting nursing staff to
search for medications on other clinical units.

4B2.25(b) DELIVERY OF DRUGS

In order to provide patiant safety, drugs and
viologicals must be controiled and distributed In
accordance with applicable standards of praclice,
consistent with Federal and Stats law.

This Standard Is not met as evidenced by:

Based oi document reviews, interviews, and
review of hospital policies and procedures, the
hospital failed to ensure drugs were controlled
and distributed in accordance with applicable
standards of practice.

Failure to have adequate processes in place for
medication orders to be received and dispensed
in @ safe and timely manner risks patient safety

and medicalion errors.

Findings:

1. The hospital policy and procedure titled
"After-Hour Medication Stock with or without
Pharmacy Review’ (Revised 4/2014; Pulicy #
PHR-1691) under the section fitled “Statement of
Policy" read "The facllity recognizes the
importance of pharmacist review prior to initiation
of new drug therapy. This review has been shown

A 483

A 0500 Corrective Actlons

The Pharmacy Directar, COQ/CNO, and PI/RM
Director reviewed the process of medication
overrides In the automated dispensing system.
To ensure safe delivery of medications, the
following system revisions were made:

.Reasons for overrides

L Two nurse witnaess system when overrides are
heeded

L aekly review of overrides to assess for
trends, ratonale, and any heeded system
improvernents

The Clinical Educator educated the nursing and
nedical staff an the revised system changes for
oversight of the averride system, Education was
provided during Nursing and Medical Staff
meetings through verbal and written '
communication,

Persons Responsible:
Medical Director
Pharmacy Director

COO/CNO
PI/RM Director

2/10/17
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to decrease medication errors associated with the
medication-use process. . .The hospital allows for
an exception to pharmacist review of the
medication order for certain situations when time
does not permit pharmacist review. This often
occurs in ffirst doses' or 'emergency' situations. In
suUch cases, an exception is allowed because
significant patient harm could result in the delay
involved for a pharmacist review of the
medication order, and the polential harm wotild
outwaigh the baneilis of a pharmacist review."

2. On 12/20/20186, Surveyor #3 reviewed a
pharmacy document which caplured a variety of
key quality workload indicators that included
medication vaiiances and medication overrides,
The surveyor noled the hospital had a total of
23,348 medication overrides parformed by nurses
in the first nine months of 2016, Prior {o the
expansion of the hospital bed capaoity, the
hospital average 2,221 medication overrides a
month. With the opening of the two additionat
nursing units, the number of medication overrides
had risen to a monthly average of 2,700
representing a 22% increase or 479 additional
overrides. Similarly, the surveyor noted that the
nuntber of medication variances {potential errors)
by physiclans had increased by four fold since the
beginning of the year,

3. On 12/19/2016 at 3.00 PM, Surveyor #3
reviewed the hospital medication override list for
the period 12/16/2016 at 4:00 PM until
121912016 at 7:00 AM (the weekand) in which
the pharmacy in-house covarage is only 6 hours a
day. During this time period, the hospital
admitted 14 patients and there was a total of 238
medication overridas initiated by the nursing staff.
Of the 236 medication overrides which oceurred
over the waekend, 86 of the overrides listed

The Pharmacy Director/designee will report on
the total number of overrides with aggresated
trends, analysis, and system improvements to
the monthly Pl and guarterly Pharmacy and
Therapeutics committees. Findings,
recommendations and actions will be reviewed
and reported at quarterly MEC and Governing
Board meetings. Committee minutes will reflect
data reporting, analysis, and system changes,

A500 Amendment 2/18/2017

Cascade Behavioral Health was cited for
pharmaceutical services not meeting the
needs of its patients, The cumulative effect
of these systemic problems/findings results
in the hospltal's inability to provide for safe
dispansing, use and administration, and
racking and control of medications.
Immediate responge included increased
pharmacy hours by two (2) additional
vening hours, seven (7) days per week.
That staffing enhancement resulted in
overrides being reduced to approximately
10 per day.

Since then, the medical staif considered a
night locker concept with a smaller
inventory of medications but ultimately
decided not to endorse this idea.
Collectively, these systemic issues require
additional time to implement process
1change, arrange additional pharmacy
coverage, establish 24/7 coverage solution
to review ali orders, and eliminate nursing
access and overrides.

x4} 1o SUMMARY STATEMENT OF DEFIGIENCIES I PROVIDER'S PLAN OF CORRECTION (xE)
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A 500| Continued From page 37 - A 500 [Proposed Interim Plan |
"=irst Dose Needed” as the reason indicating the Temlporary rjl_ght and weekenq pharmacists to |
pharmacy had not yet verified the medication provide additionat coverage \nnl.l bain place

arder in the automated dispensing system. Only by February 24, 2017. They will physically be

11 medication averrides listed "Emergency Use" present in the pharmacy to review and enter

all new orders during their shift, just as the

as the reason for the override.
day-shift pharmacists currently do. The

4. On 12/19/2016 at 2:30 PM, Surveyor #3 nurses’ ability to override medications will be |
interviewed the Director of Pharmacy (Staff disabled permanentily. Alt medication ordars |
Member #8) about the high number of medication will be verified by a pharmacist prior to |
overrides occurring within the hospital. Staff administration. ‘
Member #8 Indicatad that nursing personnel can Responsible Person |
ovarride and abtaln any and all medications in the Pharmacy Director (Pharmacist in Charge) |
hospital's automated dispensing machines. Proposed Long Term Plan
Hefshe acknowledged that the hospital's entire Onor about April 1, 2017, the facility will :
formulary was accessible to all hurses without - transition pharmacist coverage to 24/7 |
any restriction. ' through a combination of pharmacist on site -
- and remote order enfry. The Pharmacy |
6. On 12/20/20186 at 2:30 AM, Surveyor #3 Director, CEQ and COO are evaluating n
interviewed the Director of Adult Psychiatric options to obtain the necessary resources to |
Nursing Bervices (Staff Member #6) about the establish this sarvice within this expedited :
high number of medication overrides occurring fimaframe. |
within the hospital. Staff Member #6 indicatect
that medication averrides is a long standing
problem. The siaff member confirmed that sfhe |
was pracessing "too many medicafion error’ ' ‘
incident reporis. Staff Member #6 asked to be a |
mernber of the Pharmaey & Therapeutics
Cornmitiee to see if some improvement or
progress could be made an this Issue. Hefsha
acknowledged discussing medication overrides in
mestings with the previous pharmacy director |
(Staff Member #10) former chief nursing officer
{Statf Member #11) and the quality risk manager ’
(Staff Member #12) and the decision was made
to continue to monitor the situation. |
|
A 700] 48241 PHYSICAL ENVIRONMENT A T00 \
|
The hospital must be constructed, arranged, and |
maintained fo ensure the safety of the patient, ‘
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A 700} Continued From page 38 A
and to provide facllities for diagnosis and 700

freatment and for special hospital services
appropriate {o the nesds of the community.

This Corgiition Is not met as evidenced by:

Based on observations, document review, and
staff intetviews, the hospital failed to ensure the
condition of the physical plant and the overall
hospital environment was maintained in such a
manner that the safety and well-belng of patients
was protected. .

Failure to maintain the structural intégrity of the
facility plumbing and ventilation system.

Failure to follow manufacturer-racommended
maintenance activities and schedule,

Failure to remove ligature risks in patient care
areas.

Failure to monitor and provide appropriate food
femperaiura devices 1o ensure food temperatures
are maintainad at the required levels.

Due to the scope and severity of deflciencies
cited under 42 CFR 482.41, the Condition of
Participation for Physical Environment was NOT

MET.
Cross Reference: Tags AQ701, AD710, AD724,
AQ726
A 701| 482 .41(a) MAINTENANCE OF PHYSICAL A 701 Corrective Actions 2f10/17
PLANT ‘ A |, and 2. The Facilitles Director reeducated staff
. . 701 by environmental factors contributing to ligature
The condition of the physical plant and the overalt and self-harm risks particularly related to doors

hospital environment must be developed and

and handles. Training included mitigation
maintained in such a manner that the safety and & 8

strategies such as patient observation and
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well-being of patients are assured.
Increased monitaring of high risk patients,

This Standard is not met as evidenced by: Staff required to successfully complete post

. training tesi.

Based on observation, interview and record 3. Bathroom flooring was repaired by

review the hospital failed to maintain the condltion {contracter) on 1-12-17.

of the physical plant and the overall hospital 4, Celling links were repaired by (contractor) on

environment of care. 1-17-17 . |
5. Occluded pipes were repaired by contractor |

Failure to maintain the physical plant increases

the risk of infection fo patients, staff and visitors. 1-12-17

6. Celling tiles weare changed 1-16-17 by
Maintenance staff

Findings:

_ 7. Burnt outlet was replaced by Maintenance
1. On 12/13/2016 at 10:00 AM Surveyor #1 staff by 12/23/16
observed the door in the sunroom in the 8. Shower mold was remediated, ald caulk was
Gero-psychiatric unit had a closure mechanism ' removed and the area cleaned and re-caulked
that posed a ligature risk. In review of the oy Maintenance staff {1/9/17)
"Proactive Risk Assessment dated August 2016, 9, Oscillating fans have been Installed in 2!l
the facility had Identified door risks in geriatric unit PHP patient care areas. Permanent ventilation
and assessed it as "High" or “Severe Risk". The systems are being evaluated.

surveyor hoted the columns labeled *VWhat
Action®, "Time Frame", and "Intermediate
Mediation Needed" for this item had limited or no
information provided in these columns.

Persons Responsible:
Plant Cperations Director
CEQ

2. On 12/13/2018 at 10:00 AM Surveyor #1
observed that the handles on the smal}
rectangular windows in the sunroom posed a

1 Monitoring:
The Plant Operations Director/designee will

ligature risk netform environmental rounds of the patient
care areas to monltor ligature risks, integrity of

3. On 127132016 at 10:10 AM Surveyor #1 flooring/walls/cellings, furnishings, finlshes,

observad that the flooring in the bathroom on the cleanliness and structures, Any deficiencies will

adult psychiatric unit (3 Wesf} was sofi be promptly addressed during the

underneath the vinyl and that vinyl was rippled snvironmental round. Results of the

and not smooth. The bathroom was located next anvironmental rounds will be reported in the

to 3 showers on 3 West. monthly Pl committee and quarterly MEC
meetings.

4, On 12/13/2016 at 10:25 AM Surveyor #1
observed in the seclusion room on the adult
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A 701| Continued From page 40

psychiatric unit {2 Wesl) a large crack in the
Geiling, the crack appeared to be wet with
exposad dry wall where work had previously been
done, On 12/14/2016 between the hours of 2:00
PM and 3:00 PM Surveyer #1 ohserved towels
soaked in water on the floor in the same
seclusion room on 2 Wast whoere the ceiling was
actively leaking. Surveyor #1 went to 3 West to
see what was above the seclusion room and
found that the three showers previously stated
above were located above the seclusioh roam,
the surveyor ohserved that one of the showers
was in use during the incident.

5, On 12M15/2018 between 2:00 AM and 10:00
AM Surveyor #1 observed flooding over the rim of
tha shower onto the floor on 3 West next to room
303. During the incident, the surveyor ohserved
facility staff (Staff Member #17) "shake" the drain
and pull out small amounts of hair, Surveyor #1
did a visual inspection of the pipes using a
flashlight and found the pipes were occluded.

8. On 121 3/2018 betwaen the hours of 10:25 AM
and 11.00 AM Surveyor #1 observed water
damage on a ceiling lle located in the Rehab unit
laundry room.

7. On 12/13/2016 belween the hours of 10:25 and
11:00 AM Surveyor #1 obsarved a burnt outlet in
the patient kitchen area in the Rehab unit, thfs s
a potential fire hazard.

8. On 12/13/2016 hetween the hours of 10:25 and
11:00 AM Surveyor #1 observed mold underneath
the caulking in the shower room in the rehab unit.

9. On 1211520186 betwean the hours of 1:30 PM
and 3:00 PM Surveyor #1 entered info an
outpatient building (PHP Building}, the buildings

A 701 Amendment 2/1/2017: The pipes were
occluded by temporary obstructions and
have been assessed by an
independent, professional plumber,
The pipes have no on-going needs
except routine cleaning and
maintenance. To improve cleaning and
maintenance, the hospital purchased
distinct brushes to scour the drain pipes
to remove hair and other debris. This
cleaning will ocour monthly and as
needed and has been added to facility
and housekeeping rounds. The
haospital has switched to psych-safe
paper towels that dissolve when wet to
address drain clogging issues,

AT01 Amendment 2/18/2017
We propose to cool, circulate, and
' Eﬁhumidify our outpatient/PHP rooms with

o portable air conditioners designed for
hat purpose, ahe in each room where
patient care is delivered.
The rooms measure:
1) 19 feet by 19 feet {361 square feet)
2) 17 feet by 29 feet {493 square feet)

Before the summer heat arrives, we will
install two Honeywell model MM14CCS, or
similar, units which are designed to cool
500 square feet. These quiet units pravide
14,000 BTU cooling. They can be usad to
c00l of use the fan and dehumidify the air,
The units’ venting kits would be installed for
the air conditioner to operate properly.
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(i) The hospital must meet the applicable
provisions of the Life Safety Code of the Natlonal
Fire Protection Association, The Director of the
Office of the Federal Register has approved the
NFPA 101 2000 edition of the Life Safely Code,
{ssued January 14, 2000, for incorporation by
reference in accordance with 5 U.S.C. 5562(a) and
1 CER Part 51. A copy of the Code is available for
inspection al the CMS Information Resource
Genter, 7500 Securlly Boulevard, Baltimore, MD
or at the Naticnal Archives and Records
Administeation (NARA). For Information on the
availability of this material at NARA, call
202-741-6030, or go te:
hitp/iwww.archives.govifederal_register/code_of
_fadaral_requlations/ibr_losations.html
Copies may be obtained from the Natlonal Fire
Protection Association, 1 Batterymarch Park,
Quincy, MA 02268, I any changes in this edition
of the Cede are incorporated by reference, CMSB
will publish notice in the Federal Register to
announce tha changes,

{ii} Chapter 19.3.68.3.2, exceplion number 2 of
the adopted edition of the LSC does not apply to
hosgitals.

{2) After consideration of State survey agency
findings, CMS may waive specific provisions of
the Life Safety Code which, if rigidly applied,

would result in unreasonable hardship upon the

The hospital will not require a waiver to
comply with 482.41(h)}{1){2)(3).
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A 701[ Confinued From page 41 A 701 [Between now and the installation of these
ventilation system had not been replaced after a units, ventilation of these patient care
fire. Surveyor #1 observed 2 large rooms that are reorns will be accompllshed by the fan-
used for group sessions for patients, one room forc_ed _heaters currentiy. in use and
did not have any windows and the other room had oscillating fans. No policy is needed for
skylights that did not open creating no means to staff to turn on the air conditioning. This will
ventilate in both rooms. be based on a consensus of the group of
. patients and staff at the time as it relates to
A 710| 482.41(6)(1)(2)(3) LIFE SAFETY FROM FIRE comfort,
(1) Exceptas otherwise provided in this section-
A 710 | A 0710 Corractive Actions
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A 710| Continued From page 42 AT10

facility, but only if the walver does not adversely
affect the health and safety of the patlents .

{3) The provisions of the Life Safeiy Code do not
apply in a State where CMS finds that a fire and
safety code imposed by State law adequately
protects patlents in hospltals.

This Standard is not met ag evidenced hy:

Rased on observalion, interview, and document
review, the hospital failed to meet the
requirements of the Life Safely Code of the
National Fire Protection Association (NFPA), 2012
edifion.

Findings:

Refer to the deficiencies written on the Acute
Care Hospiial MEDICARE Life Safety inapsction
reports.

A 724| 482.41{0)(2) FAGILITIES, SUPPLIES,
EQUIPMENT MAINTENANCE

Fadcilities, supplies, and equipment must bs
maintained to ensure an acceptable leve! of
safety and quality.

This Standard is not met as svidenced by,

ltem #1 Medical Supplies

Based on observation, interview, and record
review, the hogpitai falled to ensure that patient
care supplies did not exceed the manufacturer's
dasignated expiration date.

Failure to ensure patient care supplies do not
excead their expiration dates risks deteriorated
and contaminated supplies belng available for
patient use,

A 0724 Corrective Actions
#1- Medicat Suppiies The COOICNO 2/10}17
directed/delegated monthly inspections by the
Materials Department staff, Nursing staff and
Pharmacy staff to ensure that all supplies and
medications are not expired and within date
pecified on the manufaciurers labeling.
Expired/nearing expiration products will be
properly disposed of timely. All expired
supplies and medications were removed and
discarded on 12/21/18. '

AT24

Person Responsible: COO/CNO

Monltering: The COCG/designee will perform
mvironmental rounds of the patient care areas
o monitor integrity of products, supplies and

medications. Any deficiencies will be promptly

addrassed during the environmental round.

Results of the environmental rounds will be

reported in the monthly Pl committee and
uarterly MEC meetings.
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PROVIDER'S PLAN OF CORRECTION

t

Findings:

1, On 12/12/2016 at 11:00 AM during a tour of3
West adult psychiatric unit, Surveyor #3 found the
following items in the wound supplies cabinet:

2. One 500 ml bottle of 0.6% Sodium Chlorlde for

‘Irrigation with an expiration date of 4/2018.

b. One 500 ml botile of 0.9% Sedium Chloride for
irrigation with an expiration date of 9/2016,

¢, Onoa box of sterile cotton-tippedapplicators
with an expiration date of 2/2016.

d. One box of sterite cotton-tippedapplicators
with an expiration date of 9/2016.

e. Cna bax of povidone-lodine swabsticks with an
explration date of10/2018.

f. One 14 french Foley urethral catheter with an
expiration date of 7/2016.

2. On 12/12/2016 at 1:00 PM, Surveyor #3
inspected the 3 West emergency cart and found
the following:

-a. Two 10030 ml 0.9% Sodium Chioride

Intravenous fluids with an expiration date of
5/20186,

b. Flve 10 ml 0.9 % Sedium Chiorlde pre-filled
syringes with an expiration date of 5/2016,

. One 80 ml bottle of pavidane-iodine solution
with an expiration date of 7/2016, '

3. On 12/13/2016 at 1:35 PM Surveyor #4

being conducted on each of the units. Unit
champlons are responsible for checking the
ice machine logs to make sure the
cleanings are happening at least weekly.
The resulis of those audits first go to the
weekly Pl Committee on Wednesday,
February 1, 2017, The target compliance is
90% per unit. Any score below 90% will
require remediation with the affected
lemployee and/or further analysis of
possible system isaues.

() 1D SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION EHOULD BE o
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
A 724 Continued From page 43 A 724 IAmendment 2/1/2017: Daily audits are
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inspectad the gero-psychiatric unit (4 West)
emergency cart and found the following:

a. Two 1000 ml 0.9% Sodium Chlorlde
intravenous fluids with an expiration date of
8/20186.

b, Nine 10 mi 0.9% Sodium Chloride pre-filled
syringes with an expiration date of 5/2016,

c. Five Tegaderrm Intravenous site dressings with
expiration dates of 11/2015 and 4/2018.

4. On 12/13/2016 at 1:11 PM Surveyor #2 toured
the medication reom on the Detox Unit and found
three 10 ml 0.9% Sodium Chiloride pre-filled
syringes wilh an expiration date of 5/2016.

a. On 1214/2016 hetween the hours of 1:00 PM
and 2:25 PM Surveyor #1 found Tegaderm
{transparent adhesive film dressing) with an
expiration date 472016 in the crash cart localed
on the Detoxunit.

5. On 12/13/20186 at 1:30 PM Surveyor #2
inspacted the emergency carl on the Rehab Unit
and found the following:

a. Two 1000 ml 0.9% Sodium Chiorde
intravenous fiuids with an expiration date of
52018,

b. Nine 10 ml 0.8% Sodium Chloride pre-filled
syringes with an expiration date of 52016,

8. On 12/14/2016 between the hours of 1:00 and
2:25 PM Surveyor #1 interviewed central supply
staff (Staff Member #18). During the course of
the interview Surveyor #1 asked how often the
supplies in the crash carts are checksd. The

FORM CMS-2567{02-99) Previous Versions Obsolefe

27014

I eonlinuation sheet Page 45 of 53.




Prnted:  (1/09/2017
FORM APPROVED

DEPARTMENT OF HEALTHAND HUMAN SERVIGES
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFIGIENCIES 1) PROVIDERISUPPLIERICLUA (X2 MULTIPLE CONSTRUCTION (X3) DATE BURVEY
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504011 B, WING 12121720186

NAME OF PROVIDER OR SUPPLIER
CASCADE BEHAVIORAL HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CODE
12844 MILITARY ROAD SOUTH

Based on observation, document review and
interview tha hospiial failed to follow
manufacturer's instruction for preventive
maintenance, installation and routine cleaning of
its ice machine.

Failure fo follow manufacturer's instruction for
preventive malntenance, routine cleaning and
installation, promotes the growth of _
microorganisms, which places patients health at
risk.

Reference; Follett SeriesM, MCD400ANY,
R400AMY, MFD400AMY, D400ANY ice Machines
Instatlation, Operation and Service Manua! Serial
numbers above D25455 stated on page 15
provided a diagram of incorrect inetallation.
information on incorract instailation as followed:

Dips in fube where water can oollect
Splice or tight bend that restricts ice flow
Uninsulated tube that results in wet ice and
potential dispensing problems .

Reference; Follett Symphony Plus: On page 4 the
following was noted: “Water shut-off
recommended within 10 ft. (3 m) of dispenser.
Drain to be hard-piped and insulated. Malntain
that at least 1/4" per foot (20 mm per 1 m) run of
slopa.”

Reference: Follett ice machine 400 Series and
Foliett Symphony lce Machine Manual stated the

1/20/17.This certified contractor wil also train
Plant Operations Staff an proper cleaning
techniques.

Person Responsibie:
Director of Plant Operaticns

Vionitering: The Plant Operations
Director/desighee will perform manthly
‘hspections of all ice machines to monitor
cleanliness and operations. Any deficlencies
will be promptly addressed during the
arvironmantal round. Results of the
anvironmerttal rounds will be reported in the
monthly P! committee and guarterly MEC
meetings.

TUKWILA, WA 88188
) SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION (XE)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORREGTIVE ACTION SHOULD 8E GOMPLETION
TAG OF LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DA
DEFICIENCY)
A 724! Continued From page 45 AT24 18724

ceniral supply person was unaware that it was #2 lce Machines

part of his/her responsibilities to check the crash The Plant Operations Director has obtatned a

carts menthly. He/she stated that he/she had certified contractor to perform the

checked the crash caris 4 months previously. manufacturer recemmended malntenance and

cleaning for the lce machines. All machines
Hem #2 lce Machines were serviced during the week of 1/16/17to | 2/10/17
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following cleaning frequency for both models on
page 14 and 17: "the frequancy in cleaning and

sanftizing ice machine according fo the schedule
below:"

Semi-annually preventive maintenance
Drain Line - weekly
Drain Pan/Drip Pan -weakly

Findings:

4, On 1211372016 between the hours of 1:00PM
and 1:45PM Surveyor #1 observed a drain-ling
from a Follett ice Machine was not stope to grade
to the floor drain. The ice machine was located in
the patient kitchen area on the Rehab unit. The
preventive maintenance sticker was past due
0/2016 and the grate on the drip pan had residue
build-up.

2. On 12H 472016 belween the hours of 8:30. AM
and 10:00 AM, Surveyor #1 interviewed the
hospital plant manager (Staff Member #1). Staff
Member #19 stated In pait that the ice machine
maintenance was behind so {hey contracted with
a company to get them caught up. When asked
how often they get preventive maintenance,
hefshe said, annually. In review of work orders
from the company, "MacDonald-Miller” it showed
several machines received proventive
maintenance between the months of July through
September but the work order did not indicate
which machines ware done and what was
included In the preventive malntenance, In
addition, Surveyor #1 reviewed a work order
generated from the hospital system that indicated
a "Follett” ice machine on 3-North unit was
scheduded for preventive maintenance on
21112015, was crossed out and a hand written
date of 8/10/16 was provided fo Indicate when the
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A 7241 Contihued From page 47 A 724

work was done,

3. On 12/14/2016 betweaen the hours of 1:00 PM
and 2:45 PM Surveyor #1 observed goil buildup
on the drip pan and drain line of the ice machine
located in the Detox unik.

A 726 482,471 (cY4) VENTILATION, LIGHT, A 726 | o 0726 Corrective Actions 2/10/17
TEMPERATURE CONTROLS The Dietary Manager purchased new diglal
thermometers and provided tralning on use of
the new thermometers, The Dietary Manager
reeducated all dietary staff on the proper
techniques and requirements of obtaining food
temperatures and maintaining refrigerator and

There must be proper ventliation, fight, and
temperature controls in pharmaceutical, food
preparation, and other appropriate areas.

This Standard is not met as evidenced by:
Based on observation, the haspital staff failed to

implement policies and procedures consistent freezer temperatures. All required

with the Washington State Retail Food Code, temperature requirements will be logged daily.
WA 246-215 and Federal Food and Drug

Administration. Person Responsible:

Brirector of Dietary
Eallure to follow the food code places palients,

staff, and visitors at risk for foodborne iliness. Monitoring: The Dletary Director/designee will |
o perform weekly Inspections of all food,
Findings: : . refrigerator, and freezer temperatures logs to

imonitor adherence to the WAC 246-215-03515
and FDA3-501.14 codes. The Dietary
Director/designee will perform weekly random
observation monitors of staff performing
temperature checks. Any deficiencies wili be

1, On 12/12/2016 betwean 11:00 AM and 12:15
PM, Surveyor #1 observed two containars of
pasta greater than 2 inches in the walk-in cocling
refrigerator. For foods with a depth greater than
2 inches, staff must dogcument temperature dates

and itmes to ensura foods cool within the required promptly addressed during the monitor. Results
cooling time-frame as specified by Washington of the both monitors will be reported in the
State Retail Food Code. The hospital did not monthiy Pl committee and quarterly MEC
document cooling times for thepasta. ~ [meetings,

Reference: Washinglon State Retail Food Code
WAQC 245-215-03515. FDA Food Gode 3-501.14

2. On 12/12/2016 between 11:00 AM and 12:16
PM Surveyor #1 observed dietary staff (Staff
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A 726] Continued From page 48 A 726 Amendment 2/1/2017: Daily audits are
Mamber #20) using a food probe thermometer being conducted in the Kitchen. The policy
inaccurately wheh taking the tsmperature of 3 Is under revision. Staff education Is in
"Ruben Sandwich", The thermometer process. The dietary manager will be
termperature indicator is located half way up the responsibie for monitoring real-time
stem; the staff inserted only the tip into the compliance related to food temperatures
sandwich thereby potentially giving an haccurate t(hroughout the department. The Infection
reading. The fype of thermomaeter used by the Control nursa will double check,ona
staff was not designed fo temp thin foads such as Fklueekly basis, to make sure staff are
meat patties, fish fillets, and other thin food items. omplying with standards, The results of
hose audits first go to the weekly Pi
In addition, Surveyor #1 checked to see the ommittee on Wednesday, Februaty 1,
thermometer's accuracy by placing the 017. The target compliance Is 90%. Any
thermometer with 2 other thermometers in an core below 90% will require remediation
ice-bath registered at 32 degroes Fahrenheit. The ith the affected employes andfor further
thermometer used to temp the "Ruben Sandwich" %nalysis of possible system Issues. '
registered at 20 degrees Fahrenheit, 12 degrees
off calibration. Dietary staff (Stafif Member #20)
confirmed this.
Reference: Washington State Retall Food Code, A 0749 Corrective Actlons
WAG 246-215-04335 i 2/10/17
Reference; Washington State Retaill Food Code, 1) The Infection Con'trol Practitioner
WAG 246-215-04580 reeducated the nursing stafl on the importance
] of hand hygiene per policy during medication
adminisiration. Education was provided during
A 749| 482.42(a){1) INFECTION CONTROL PROGRAM ATAD g meetings through verbal and written
The infection coniral officer or officers must commumc_atmn.
develop a syslem for ideniifying, reporting,
investigating, and controliing infections and Persons Responsible:
communicable diseases of patients and Infection Control Practitioner
personnel. ‘
Monitoring
On a monthly basis, the Infection Control
This Standard is nol met as evidenced by: Practitioner/designee will monltor hand
. yeiene during medication administration with
liem #1 Hand Hygiene minimum of 10 medication passes per unit,
) . . ny deficiencies will be addressed during the
Based on ohservation and review of hospital imedication pass. Monitoring results will be
po||f:y and .procedure. staff faaleo.l to perform hand raported during the monthly Pl and quarterly
hygiene prior to and after administering VIEC maetings.
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SUMMARY STATEMENT OF DEFIGIENCIES

I

PROVIDER'S PLAN OF CORRECTION

(X6}

medications

Failure to perform hand hygiene puts pafients and
staff at risk for infection,

Findings:

1. Facllity policy titled "Hand Hygiene",
#C.HH.100, reviewed 10/2016 read in part: "...
[Ii. INDICATIONS FOR HANDWASHING AND
ANTISEPSIS... C. Decontaminate hands before
having direct or indirect contact with patients... F.
Dacontaminate hands after contact with a
patient's intact skin... G. Deconlaminate hands
after contact with body fluids or excretions,
mucous membranes..."

2. On 12132016 at 8:.00 AM Surveyor #4
observed o registered nurse (Staff Member #14)
administer oral medications o a patient. Sihe did
nct perform hand hygiene (HH) befare preparing
the medications, and though s/he came in contact
with the patient's oral secretions during
adminisiration, did not parfarm HH afierward.

3. On 12113/2016 at 9:45 AM Surveyor #4
observed a registered nurse (Staff Member #15)
administer oral medications to a patient. S/he did
nat parform HH prior to or following
administration, despite numerous contacts with
the patient's skin.

ltem #2 Dietary Sanitation

Based on observation, the hospital failed to
implement policies and procedures to ensure
gompllance with the Washington State Retall
Food Cade (248-215 WAC) and the Federal Food
and Orug Administration.

thermormeters designed to measure food
temperatures properly. The Dletary Manager
laducatect the dletary staff on the proper use of
the food thermometers with an emphasis on
accurate insertion. The education was provided
during staff meetings with the use of verbal and
written communications

Person Responsible:
Dietary Manager

Monitoring :

The Dietary Manager will perform a minimum
of 30 random audits per month x 3 months to
ensure proper temperature monitoring, Any
Heficiency witl be promptly addressed. Results
of the audit will be reported in the monthly Pl
and quarterly MEC meetings.

3) The Infectlon Control Practitioner
reeducated the hpusekeeping staff on the
Following procedures for proper cleaning of
patlent care areas!

-Allowing for a 10-minute contact time when
using Virex 256 disinfectant solution,
LAvoldance of cross-contamination when using
cleaning brushes.

Proper dusting procedures to avold patient
exposure,

-Maintaining possession of carts at all times.

Person Responsibie;,
Plant Operations Director

4D
FREFIX (EAGH DEFICIENCY MUST BE PRECEOED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE 90";;}55‘0”
TAG O LEC IDENTIFYING INFORMATIOM} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
A 749! Continued From page 49 A 749 : 2} The Dietary Manager obtained new
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%4y ID

SUMMARY STATEMENT OF DEFICIENCIES

]

PROVIDER'S PLAN OF CORRECTION

(X5)

Failure io follow best food practices places
patients, staff, and visitors at risk for foodborne
iliness. .

Findings:

1. On 1201212016 between 11:00 AM and 12:15
PEM Surveyor #1 used a chlorine indicator test
paper to evaluate the chlorine congcentration level
in the sanitizer bucket for in-use wiping cloths.
The chlorine exceeded the tolerance limit of 200
paris-per-million (ppm) for sanitizer.

Reference: Washington State Retail Food Code,
WAC 246-215-03339(2) (2009 FDA Food Code
3-304.14)

2. 0n 1211212016 between 11:00 AM and 12:15
PM Surveyor #1 observed signs of algae growth
on the interior plastic panel of the ice machine
located in the main kitchen.

Reference: Washingien State Retail Food Gods,
WAL 246-216-04805(5)(d)(ii)

Item #3 Housekeeping Cleaning

Basad on observation, review of hospital's policy
and manufacturer's instructions for use, the
hospital staff failed to follow procedures when
cleaning patient reoms,

Failure to follow manufacturer's Instructions for
use and hospital polices and procedures
increases the risk of infection/liiness to patlents,
staff and visitors.

Reference: Virex I 256 Diversey: "Apply use
solution to hard, non-poroug environmental
surfaces, All surfaces must remain wet for 10

The Plant Operations Director will perform
monthly environmental rounds of the patient
care units to monltor contact timas, proper use
of cleaning brushes and dusting, and
maintenance of cleaning carts. Any deficiencies
will be promptly addressed during the
environmental round. Results of the
environmental rounds will be reported In the
monthly to EQC and P{ committees and
guarterly MEC meetings.

PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG OR LSC IDENTIFYIAKS INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE BATE
DEFICIENGY)
A 749; Continued Frotn page 50 A 749 Monitoring
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(35}

minutes, Wips surfaces and lei air dry.”
Findings:

1. In review of hospital's policy and proscedure
titlad: "Dally Cleaning of Patient Area" (Revised
82018) stated in part [l], "Take cart with you into
the room to clean. Cart should be within eyesight
at afl times."

2. On 12/43/20186 at 8:30 AM Surveyor #1
observed a housekeeper (Staff Member #21)
during a daily clean of & patient room, applied
"irax 266 disinfactant solution" on a patients
hand sink then proceeded to wipe it off with a dry
cloth. The heusekeeper did not allow 10-minute
contact time &s required per manutaciurer's
instruction for use.

3. On 12/113/2016 at 9:38 AM Surveyor #1
chserved a housekeepsr (Staff Member #22)
during a daily clean of a patient room, The
surveyor observed the housekeeper use a brush
to clean a shower floor after cleaning & toilet with
the same brush,

4. On 12/13/2016 at 8:45 AM Surveyor #1
observed a housokeaper (Staff Member #22)
during & daily clean of a patient room. The
surveyor observed the housekesper dusting a
light fixture over the patient's head while a patient
was sleeping, potentially exposing the patient to
dust particles.

5. On 12/13/2018 at 9:50 AM Surveyor #1
observed housekeeper (Staff Member #21) enter
a patient room at the end of the hallway leaving
the housekeeping cart in the hallway unatiended.

6. On 12M 52016 at 4:00 PM, Surveyor #1

being conducted in the kitchen. The policy
is under revision and will be presented to
the P Gommittse for approval on February
17, 2017. Btaff aducation is in process.
The dietary manager will be responsible for
monitoring real-time compliance related to
proper sanitation throughout the
,department. Tha GOQ/CNQ will double
Icheck staff's compliance related to the use
of chlcrine solution, on a weelly basls, to
make sure staff are complying with
standards. The results of those audits first
go to the weekly Pl Committee on
i\/\lednesday, February 8, 2017. The target
compliance Is 90%. Any score below 80%
}wiii require remadiation with the affected
erviployes and/or further analysls of
ossible system issues.

dditionally, daily audits are being -
onducted throughout the hospital,
bserving housekeepers in their daily
routines. Staff education is in process. The
fachities dirsctor will be responsibls for
monitoring real-time compliance related to
procedures when cleaning patlent rooms.
The Infection Control nurse will double
check, on a weekly basis, to maks sure
staff are complying with standards. The
results of those audits first go to the weekly
Pt Committee or Wednesday, February 1,
2017. The target compliance is 80%. Any
score below 80% will require remediation
with the affected employee and/or further
analysis of possiblé system issues.

(X4] 10 SUMMARY STATEMENT OF DEFIGIENCIES D - PROVIDER'S PLAN OF GORRECTION
PREFIX (EACH DEFICIENCY MEJST BE PRECEDED BY FULL REGULATORY PREFIX (FACH CORRECTIVE ACTICN SHOULD BE COM";E; 10K
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE o
DEFICIENCY)
A 749| Continued From page 51 A 749 IAddendum 2/1/2017. Daily audits are
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reviewed a facility documant fitled, "Infection
Prevention” the document provides a line list of
indicators for 20168. One of the Indicators
identified was Patient Room Cleaning with a
"Target" of success of 95% or belter. For the
entire year of 2016, January through November,
no observations were made.
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A 000! INITIAL COMMENTS A 000 [Submission of this plan of correction is not an | 2/10/17

MEDICARE HOSPITAL COMPLAINT SURVEY

This Medicare hospital complaint survey was
conducted on the following dates: 12/12-16/2016
and 12/18-21/2016 by Washington State
Department of Health surveyors: Paul Kendrat,
RN, MN, MHA,; Elizabeth Gordon, RN, MN;
Valerie Walsh RN, MS; Alex Giel, REHS, PHA
and Joy Williams, RN, BSN,

The Fire Life Safety (F/L/S) inspection was
conducted on 12/14/2016 by Washington State
Patro! Deputy Fire Marshal Donatd West (See
F/L/S inspection report).

Surveyors assessed jssues related to the
following MEDICARE complaints; #69120,
#50303; #70129; #70130; #70131; #70133; and
#70136.

During the course of this survey, the DOH
surveyors determined that there was a high risk
of serious harm, injury, and death due to the
extent of deficiencies. This resulted in one finding
of IMMEDIATE JEOPARDY in the following area:

Fallure to provide sufficlent pharmaceutical
services to meet the scope, complexity, and
neads of the patients served.

The hospital initiated corrective actions on
12/20/2016 but surveyors were unable to verify
the plan's implementation developed by the
hospitad for the IMMEDIATE JECPARDY and the
state of IMMEDIATE JEOPARDY remained in
place at the time of survey team ext,

Removal of the state of IMMEDIATE JEQPARDY

admission that the citations are true or that the
hospital violated the rules.

A 000: Response to Medicare Hospital
Complaint Survey

As noted, an action plan was submitted and
accepted in response to the immediate
ieopardy finding. Corrective actions included:
LAnalysis and reduction of overrides in the
medication dispensing devices;

LPharmacy staffing Increases;

LPhysician order requirements for overrides;
LTwo nurse verification for overrides;
LARter-hour pharmacist verlfication process
revision;

LPharmacy policy revision relative to overrides
and home medications.

LABORATORYDIRECTOR'S ORPROVIDERBUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X8} DATE

CEO L« 20, 20177

Any deficlency statemenl ending with Sheasterisk {4 denates a deficianty which the Insliiution may be excusad fram correcllng providing it is.determined thit elhar safeguerds provide
sufficient prolagtion 1o the patienta , (See instuotions.} Excapt for nursing homes, the findings staled above are disclosable 90 duys following the date of survey whalher er nol a plan of
carrestion is provided. For nureing fiomas, the above findings and plans of carrectlon are disclosable 14 days following the date theee documents are made available lo the facllity, i

daflciencies are citad, an appraved plan of correction is raquistie to conlinued pragram partivipation.
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A 000 Gontinued From page 1 A 000
was verified on a revisit on 12/26/2016 at 12:30
PM by Paul Kondrat, RN, MN, MHA and Joy
Williams, RN, BSN.
Cascade Behavioral Hospita! is NOT IN
COMPLIANCE with Medicare Hospital Conditions
of Participation:
42 CFR 482.12 Governing Body
42 GFR 482.13 Patient Rights
42 CFR 482.21 Quality Assessment and
Performance Improvement
42 CFR 482.25 Pharmaceutical Services
42 CFR 482.41 Physical Environment
Shell # 27QV1H1
A 043 482.12 GOVERNING BODY A 043
LUpon completion of the survey, the CEQ, 2/10/17
Thare must be an effective governing body that is Medical Director, COO/CNO, Governing Board
legally respongible for the conduct of the hospital. members, and PI/RM Director reviewed the
If a hospital does net have an organized findings and began formulation of the Plan of

governing body, the parsons legally responsible
for the conduct of the hospital must carry out the
functions specified in this part that periain o the
governing bady ...

This Condition Is not met as evidenced by:

Rased on observation, intervisws, and document
reviews, the hospital failed 1o mest the
reguirements at 42 CFR 482.12 Condition of
Participation for Governing Body.

Failure to meef patient rights, guality assessment
and performance improvement, pharmacautical
services and physical environment requirements

esponsibility of ensuring complation of ail

orrective actions to the CEQ. The CEQ is
responsible for reporting the results of the
corrective actions and use of monitoring
systems to the Governing Board.

Eorrection. The Governing Board delegated

See AD115, AD263, A0490, AD70D
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A 043

A 084

Continued From page 2
risks anh unsafe healthcare environment for
patients, visiiors, and staff.

Findings:

1. The Governing Body failed to effectively
manage the functioning of the hospital to protect
patlients from harm as evidenced by the
IMMEDIATE JEOPARDY condition identifled on
42/20/2016 for failure to provide sufficient
pharmaceutical services fo mest the scope,
complexity, and needs of the patients served.

2. Failure to provide oversight of the Performance
Improvament Program delegated fo ithe Medical
Staff,

3. Failure to protect and promote each patient * s
rights.

4, Failure to maintain the condition of the physical
plant and the overall hospital environment of
care.

Due to the scope and severity of deficlencies
detailed under 42 CFR 482.13 Condition of
Participation for Patient Rights; 42 CFR 482.21
Condition of Participation for Qualily Assessmant
and Performance Improvement; 42 GFR 482.25
Pharmacautical Services; and 42 CFR 482.41
Condition of Participation for Physlcal
Environmient, the Condition of Participation for
Governing Body was NOT MET.

Cross-Reference: Tags A0115, AD2G3, AD490,
AD700

462.12()(1) CONTRACTED SERVICES

The governing body must ensure that the

A 043

A0B4
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A 084| Continued From page 3 A 084 14084 Corrective Actions: 2/10/17
services performed under a contract are provided 1. The department heads responsible for
in & safe and eflective manner. contracts evaluated all contracted patlent
care services and submitted those
This Standard is not met as evidenced by: evaluations to the Medical Executive
: Commistee for review and approval.
Based on interview and review of hospital 2. The PI/RM Director revised Fhe QAPI
documents, the hospital failed to ensure that its process fo_;‘;: or;g;;; egza!uition Tls : lend
quality assurance and performance imgrovement " re:iew datesi:icez;t:::a erencar
{QAPI) processes included a systematic review of timeliness.
contracted patient care services, b. The Department Head
Faitlure fo develop a process to oyersee the Zim?:i:;e;?r;g;e;:[r%?:eo‘m}e
performance of all c.:aniracteld patient care raview the contract and
services places patients at risk for provision of complete the evaluation,
improper or inadequale care and adverse patient ¢, Ifthere are service concerns, the
outcomes. Dapartment Head will discuss
those concerns with the dinlcal
Findings: contractad service and develop a
plan of improvement In 6rderto
On 12/20/2016 at 9:00 AM, during & discussion of ansura patient care needs are
the hospital's quality program with Director of met,
Risk and Quaslity (Staff Member #12), Surveyor d.  Annually, all evaluations for
#2 roviewed ihe hospital's process for evaluating contracted clinlcal services wilk
the performance of contracted health services. In be forwarded o the-Medical
reviswing the contracted services documents, Executive Commlttee for review.
Surveyor ¥2 found there was no avidence that the
following contractad services had ever been Responsible Person:
formally reviewed as part of the QAPI program for PI/RM Director
quality of services provided:
Wonitor
-Univarsal Hospltal - R&M Equip, Biomed on an annual basls, the PAIIRM Dlrector will pfesent
_Advanced Pharmaceulical - Pharmacy Services the list of contracted patient care services with
Dietician Services . ompleted evaluation§ by the asslgneq dEpal:L‘ment
-Highline Physical Therapy - Physical Therapy !mad in the MEC. meeting, The evaluations will
-Northwest Healthcare - Linen Services include any service concerns_with rela}ted plan of
Improvement. Committee minutes will reflect the
; review and any actions taken on patient care
A 115| 482.13 PATIENT RIGHTS A 115 contracts,

A hospital must protect and promote each
patient's rights.
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A 115 Continued From page 4 A 115 Spe A 0223, A 0129, A 0164, A 0174

This Conditicn is not met as evidenced by

Based on observation, lnterview, document
review, and review of hospital policies and |
proceduras, the hospital falied to protect and i
promete patient rights. . ‘
|
\
|
|

Failure to protect and promoie each patient's
rights risk the patient's foss of parsonal freedom,
privacy, dignity, and psychological harm.

Findings:

1. Fallure to allow patients the right to exercise
their rights to privacy and refusetreatment.

2. Failure to utllize the least reéiricti\{e alternative
fo the use of seclusion andrestraints.

3. Falturs to releasa the patient from seclusionat
the earliest possible time when documentation
reflected na imminent risk ofdanger.

4. Failure to investigate patient complaints prior to i
closure of the complaint.

The cumulative effect of these systemic problems
resultad ir the hospital's inability to provide for
patient safety and protect patient rights.

Due to the scope and severily of deficiencles
under 42 CFR 482,13, the Condition of
Participation for Fatient Rights was NOT MET.

Cross Reference; Tags A0123, A0128, AD164,
AD1T74

A 1231 482.13(a)2)(iliy PATIENT RIGHTS: NQTICE OF A123
GRIEVANGE DECISION
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A 123 Confinued From page 5 A 123 | A 0123 Corrective Actions ‘ 2/10/17
Al a minimum; The Patlent Advocate reviewed the Patient
In its resoiution of the grievancs, the hospital Grievance Policy on the requirement of
mist provide the patient with written notice of its providing a writien response to a grievance,
decision that contains the name of the hospital The Clinical Educator reeducated the clinical

contact person, the steps taken on behalf of the
patient to investigate the grisvance, the results of
the grievance process, and the date of
completion.

staff on the grievance process with writlen
responses provided to the patient. Education
was provided in staff meetings through written
and verbal communication.

This Standard is not met as evidenced by: bersons Responsible:

Based on interview, document review, and review Patient Advocate

of hospltal policies and procedures, the hospltal PI/RM Director

failed 1o ensure that patients were provided with a

wrilten response to their grievances for 1 of 4 Monitoring:

grievances reviewed (Patients #2). The Patient Advocate will present the grievance
. log and grievance responses to the monthly P
Failure to provide patlents with a written response and quarterly MEC and Governing Board

to their grievance violates their right to be meetings. Any issues requiring Immediate

informed of how the hospital investigated and

A aitention will be addressed by the appropriate
resolved the giievance.

department head.

i=’lnd ings:

1. The hospital's policy and procedure fitied
"Patient Grievance Policy" (Revised 10/2015;
Policy # G.1001) read in part: "The Patient
Advocate will: Review results of tha praliminary
investigation. . . Complete a written report on the
Grievance Resolution Form . .-, Give written
report to patient for review, comments and
signature.”

2. Four patient complainis were selecled for
review of process and resolution. Sources
included the patlent complaint log. Each was
reviewed for evidence of receipt, hospital review,
investigation, findings, and resclution of tha
grievance issug with the findings reviewed with
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A 123} Coniinued From page 6 A123
the patient who filed the grievance.
3. Patient #2 filed a patient concern notification
oh B/3/2016 making allegations of inadequate
cleaning of the patient rooms, patient kitchen
area, shower and bathrooms. A review of the
grievance log indicated the complaint was closed,
4. On 12/15/2016 at 2:30 PM, Surveyor #3
interviawed the Patient Advocate {Staff Member
| #7) about the hospital grievance process. While
reviewing the complaint log for Patlent #2, ne
sction was documented indicating the patients’
concern had been addressed or resolved. Staff
Member #7 confirmed this observation,
A 129| 482.13(b) PATIENT RIGHTS: EXERCISE OF A 120 In 129 Corrective Actions 2/10/17
RIGHTS
' ) ) . The Clinical Educator reeducated the nursing
Patient Righte: Exercise of Rights staff on the pollcy titled Skin/Clothing Check.
Educati hasi 3
This Standard is not met as evidenced by: ucatlon Included aln emp . asls on the proper
procedure for assessing patients and procedure
Based on observation, nterviews, documant for patient’s refusal. Education was'provided
review, and review of hospital policy and during staff meetings through verbal and
procedures, the hospita! failed to protect patient written communication with competency
ngh{s testlng.
Failure io aliow patients the right torefuse Person Responsible:
skin/clothing chacks risks patient's loss of COO/CNG
personal dignity, privacy, and respect. Patient Advocate
Findings: Monitoring:
‘ T, . The PI/RM Director/designee will perform at
1. The h‘f‘l:%]t,al 8 policy tatle;i 15?;:;';_?9:,'{3 Z"d least 30 random audits per month to ensure
Responsibilities” (Reviewed 10/2016; Policy compliance of 90% ar above for at least 3
ADM.P.300) under the saction "PURPOSE" read: onsecuti nths, Audit results will be
*T'o asaure that a patfent is informed of his or her fsecy g i‘"e :0 ' hiv I du w I '
rights and responsibilities upon receiving care reported in the monthly Pl and quarterly MEC
and service from Cascade Behavioral Hospital ahd Governing Board meetings.
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and fo assure that these tights are known by
hospital staff, physicians and other heslth care
providers."

*B. The list of patient rights shall Inciude but are
not limited to the following: ... . 4. The right to
personal privacy, and to be protected from
Invasion of privacy, PROVIDED, that reasonable
searches may be conducted or other means used
to detect and prevent contraband from being
possagsed or used on the premises. . . 13. The
right to care that s considerate and respectful of
your personal culture, values, bellefs, and
preferences and to be treated in a manher
promoting dignity and self-respect.”

2. The hospltal's policy titled "Skin/Clothing
Check" (Reviewed 10/2016) read in part:
"Woluntary psychiatric patlenis who are not
voieing or exhibiling self-harm behaviors, who
refuse the skin/clothing check, will be given
referral information and administratively
discharged from the hospital."

3. On 12M4/2016 at 12:00 PM, Surveyor #3
observed Patient #1 belng admitted to the
hospital, During the skin/clothing check process,
Patient #1 was asked it change info a hospital
gown and hand his clothing over to a nursing
supervigor (Staff Member #1) to be checked for
contraband (hospital prohibited items). Patient #1
agreed but stated, | am not taking my underwear
off, I am here voluntarily and am not going te do
that. The other registered nurse in atiendance
(Slaff Member #2) informed Patient #1 that was
acceptable. After Patient #1's clothing had been
searched for contraband, Staff Member #1 asked
the patient to squal and cough so they could
check further for confraband. Staff Membay #2
informed Staff Member #1 that squatting and
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Continued Froim page 8
coughing is no longer part of the process.

4, On 12/14/2018 at 1:37 PM, Surveyor #2
interviawed a registered nurse (Staff Member #3)
about the skin/clothing check done at admissioh.
Staff Member #3 confirmed that part of the
process included having the patient squat and
cough and then checking for any visible
contraband. Surveyor #2 found similar
understanding of the process while interviewing

‘two other registered nurses (Staff Member #4,

Staff Metnber #5) on the chemical dependency
and rehabilitative units,

B. On 12/12/2016 at 2:30 PM, Surveyor #2
interviewed tha Clinical Director of Adult
Psychiatric Services (Staff Member #6) aboul the
skin/clothing check procedure process. Staff
Member #8 expiained the hospital had recelived
complainis about the skinfclothing check )
procedure and had recently changed their policy
about a month ago. The new policy no longer
required the patient to squat and cough and now
allowed the patlent fo refuse the skin check, The
surveyor asked Staff Member #6 fo explain why
the current policy directad staff to adminisiratively
discharge voluntary patients who refused the
skinfciothing check pracess. Sthe acknowiedged
being unaware of that aspect of the policy. Staff
Member #6 stated that each clinical director was
responsible for disseminating the new policy
information to their respective clinical staff .

8. On 12/20/2016 at 1:50 PM, Surveyor #3
conducied a review of the hospital's human
resource iraining files, Three of the four nursing
staff members (Staff Members #1, #3,# 4)
reviewed had no racord of completing the new
Skin/Clothing Check Competency as required.

A128
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A 164 482,13(e)(2) PATIENT RIGHTS: RESTRAINT OR A 164 )
SECLUSION The Clinical Educator reeducated nursing staff | 5790117
on the requirement of using less restrictive
Restraint or seclusion may only be used whan interventions prior to restraint and seclusion in
less restrictive interventions have been protecting patients, staff, and/or others from
determined to be ineffective to protect the patient, harm. The education included an emphasis on
a sfaff member, or others fromharm. de-escalation techniques as well as other

therapeutic interventions. The Clinical Educator
provided the education during staff meetings
tthrough the use of verbal and written
communication with return demonstration.

This Standard is not met as evidenced by:

Based on record review, interview, and review of
hespital policies and procedures, the hospital
staff falled to consider the effectiveness of less
restrictive interventions before applying both
restraints and seclusian for 2 of 6 patients

Person Responsible:
PI/RM Director

(Patients #4, #8). COO/CNO

Failure fo ulilize less resirictive alternatives fo Monitoring:

using both restraints and seclusion The PI/RM Director/designee will audit all
simultaneously puts patients at risk for loss of restraints and seclusions to determine
personal freedom and dignity. ‘ appropriateness of use with less restrictive

. intetventions. Any clinical issues requiring
Findings: corrective actions will be promptly addressed

hy the COO/CNO. The PI/RM Director will
report audit results In the monthly Pl and
quarterly MEC and Governing Board meetings,

1. The hospitai policy and procedure fitled
“Saclusion and Physical & Mechanical Restraint”
(Revised 2/20r16; Policy # PC.R.100) under the
section "Policy" read in part; "Restraints may only
be used for the management of violant or
self-destructive behavior that jeopardizes the
immediate physical safaty of the patient, a staff
member or cthers after lass-resiriclive
interventions are ineffective or ruled-out . . . "

The section titled "Patient Rights" read
"Restraint or saclusion may only be used when
less restrictive interventions have bean
determined {o be ineffective to protect the patient
of others from harm. The type of lechnigue or
seclusion used must be the least restrictive
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-Continued From page 10
intarvention that will be effeclive to protect the

 patient, a staff member, or others from harim."

2.0n 121122016 at 2:30 PM, Surveyor #3
reviewed the hospital's pre-printed resiraint and
saclusion order sheet for Patient #5 observing
that under the section titled "Type", the box
labelad "Mechanical Restrainis (wrist, ankle,
chest)” does noi specily how many restraints are
to b applied by tha hospital staff.

3. On 12/15/2016 at 2;00 PM, Surveyor #3
interviewed the hospilal ' s primary restraint
educator (Staff Member #7) about how many
restraints are to be used when physlical resiraints
are ordered by a physician. Staif Member #7
indicated that the registered nurse determines
how many restraints are initially used. The staff
member acknowledged that hospital staff
generally start with resfraining both the ams and
legs. The chest restraint is only used in rare
coeesions.

4. Dn 121142018 and 12/15/2016, Surveyor #3
raviewed the seclusion/restraint records of
Patients #4 and #6 noting that hospital staff
placad Patients #4 and #6 In hoth physical
restraints and seclusion simultaneously on
8/12/2016 and $/29/2016 respectively based
upon a physician order. No documentation
indicating that a less restriclive alternative had
been consltdered or attempted first prior to the
simultaneous application of buth physical
resiraints and seclision could be found.

462.13(e)9) PATIENT RIGHTS: RESTRAINT CR
SECLUSION

Restraint or seciusion must be discontinued at
the earllest possible ime, regardless of the length

A 164

A174
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This Standard is not mat as evidenced by:

Based on record review, interview, and review of
hospital policies and procedures, the hospital
falled to ensura that patients were relsased from
seclusion at the earliest possible time for 3 of &
patients reviewed (Patlents #3, #4 and #5),

Failure to remove patiants from seciusion at the
earliest possible time puts patients at risk for
psychological harm, loss of dignity, and personal
freedom,

Findings:

1. The hospital's policy and procedure {itied
"Seclusion and Physical & Mechanical Resiraint”
(Revised 2/2016; Policy # PC.R. 100) under the
seclion "PATIENT RIGHTS" read in part:
"Resiraints or seclusion shall be ended at the .
earliest possible time."

2. On 121582016 at 1:15 PM, Surveyor #3
interviewed the hospital's principal
trainerfaducator for staff on the use of seclusion
and resiraints (Staff Member #7}. The surveyor
asked Staff Member #7 when a patient should be
released from seclusion, Staff Member #7
acknowladged that the trained registered nurse or
physician would review and assess the patient's
behavior to determine if seclugion or restraints
could be discontinued, When asked by the
strveyor what should happen if the documented
behavior was described as sleeping, sthe
indicated the door shoukd be unlocked and the
patient released from seclusion.

'3. On 12/13/2018 at 11:30 AM in the adult

The Clinical Educator readucated nursing staff
loh the requirement of releasing patients from
seclusion and restraint at the earllest possible
time. The education included an emphasis on
de-escalation technigues as well as other
therapeutic interventions, The Clinical Educator
nrovided the education during Mursing staff
meetings through the use of written
communication and return demonstration.

Person Responslble:
PI/RM Director
COO/CNO

Monitoring:

The PI/RM Director/designee will audit all
restralnts and seclusions for release ai the
warlies possible time. Any clinical lssues related
to length of use requiring corrective actions will
be addressed by the COQ/CNO, Results of the
audit will be reported by the PI/RM Director in
the monthly Pi and guarterly MEC and
Governing Beard meetings.

TUKWILA, WA 881638
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psychiatric unit (2 West), Surveyor #3 reviewed
the medical record of Patient #3 who was placed
into seclusion on 12/1/2016 at 8:30 AM and
released from seclusion at 11:30 AM. The patient
was placed in seclusion after being observed
grabbing a foed cart and running down a hallway
repeatedly striking the carl against the wall.
Documentation on the seclusion flow sheet
indicatad the patienl's cbservable behavior as
"resting” or "sleaping” from 9:00 AM to 10:30
AM, a period of 90 minutes. A progress note
written at 10:30 AM indicated the patient was
resting on the bed with eyes closed and
verbalized understanding for the need for
seclusion, "will disconfinue seclusion when
stafiing allows for 1 to 1 support.”

4. 0On 12/14/2016 and 12/15/2016, Surveyor #3
reviewad seclusionfrestraint flowsheet records of
Patients #4 and #5 and noted the following:

a, Hospital staff placed Patient #4 in seciusion
and rastraint on 9/29/2016 and did not release
him/her from seclusion untit 9/30/2016, a pericd
of 28 hours. Surveyor #3 noted the patient's
observed documented hehavior of sleeping or
resting for the following periods:

--From 9/29/2016 ai 6:45 PM until 9:30 PM, a
period of 2 hours and 45 minutes.

--From 9/29/2016 at 10:48 PM until 9/30/2016
at 7:45 AM, & perlod of 8 hours,

~From §/30/2018 at 8:45 AM until 10:45 AM,
a period of 2 hours.

C From 9/30/2018 at 12:30 PM untl 3:30 PM,
a period of 3 hours.

A174
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b. Hospital staff placed Patient #5 in seclusiono
1211172016 at 10:30 PM and was released from
seclusion on 12M2/2016 at 7:15 AM. Surveyor #3
noted the patient's observed documented
behavlor on the seclusion flow sheet as
“sleaping" from 11:36 PM until 7:15 AM, a period
of 7 hours and 40 minutes. The surveyor found
no evidence in the seclusion documentation to
indicate the hospital staff considerad removing
the patient from seclusion early.

5. The director of adult psychiatric services (Staff
.| Member #8) confirmed the findlngs at the time of
review,

A 263| 482.21 QAP A 263 | See AD273, AD286, AO309, ADA90,

. A0700
The hospital must develop, implement and :

maintain an effective, ongoing, hospital-wids,
data-driven quality assessment and performance
improvement program.

The hospital's govemning hody must ensure that
the program reflecis the complexity of the
hospital's organization and services; involves all
hospital depariments and services {including
those services furnished under contract or
arrangement); and focuses on indicators related
to improved heatth outcomes and the prevention
and reduction of medical errors.

The hospital must maintain and demonstrate
evidence of its QAPI program for review by CMS,
This Condition Is not met as evidenced by:
Basod of obgervation, interview, record review,

and review of ihe hospital's quality program and
quality documentation, the hospital failed to
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develop and implement & hospital-wide,
data-dtiven quality assessment and performance
improvemant (QAPI) program.

Failure to systematically collect and analyze
hospital-wide perormance data and to develop
agtion plans te improve parformance based on
that data limited the hospitals ability to identify
problems and formulate action plans.

Flndings£

Failure to identify pharmaceutical services lacking
sufficient personnel to meet the scope,
complexity, and needs of the patients served.

Failure to previde overslght of the Performance
Improvement Program,;

Failure to collect and analyze data for
performance measures assigned by the
Governing Body, Performance Improvement
Gommittee and the Medical Staff for the year
2016;

Failure o measure, analyze and irack adverse
patient events;

Fallure to develop a process for identifying and
reviewing reportable adverse avents;

Failure to ensure completion of action plans
developed during review of adverse avents,

Failure to ensure and monitor the overall hospital
environment was maintained in such a manner
that the safety and well being of patients was
protected.
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Continued From page 18

The cumulative effect of these systemic problems
resulted in the hospital's inabliity to identily
opportunilies to improve patient care, safety and
outcomes of care,

Due fo the scope and severily of deficiencies
cited under 42 CFR 482.21, the Gondition of
Pariicipation for Quality Assurance and
Performance Improvement Program was NOT
MET.

Cross Reference; A-0273, A-0286, A-0309,
AD490, ADTOD

482.21(a), (0)(1).(L)(2)(). (b)(3) DATA
COLLECTION & ANALYSIS

{a) Program Scope

{1) The program must includs, but not be limited
ta, an ongoing program that shows measurable
improvement in indicators for which there is
evidence that it will improve health outcomes ...
{2) The hospital must measure, ahalyze, and
track quality indicators ... and other aspects of
performance that agsess processes of care,
hospital service andoperations,

{b}Program Data
{1) The program must incorporate quality
indicator data including patient care data, and
other relevant data, for example, information
submitted to, or received from, the hospital's
Quality Improvement Organization.
{2) The hospital must ugse the data collected to--
(i) Moniter the effactiveness and safetyof
senvices and quality of care; and....
(3) The frequency and detail of data collection
must be speclified by the hospital's governing
body.

A 263

A273

A 0273 Corrective Actiohs

The Pi Director reviewed the list of
performance Indicators, assigned by the
Governing Body, P! Committee, and Medical
Staff for 2016, Of note, the following clinical
data was aggregated, analyzed, and presented
to the Pl and MEC committees for assessment
of patlent care processes.

-Grievances

LAnticoagulation therapy and medication
reconciliation upon admission and discharge
LRestraint/Seclusion

LElopement rates and medication variances
_Medical consultations/treatment
LContracted Services

-Pharmacy and Therapeutics {drug utilization,
medication variances, adverse drug reactions,
antibiotic usage, and nursing unit/med room
chacks)

2/10/17
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Based on interview and review of the hospital's
quallty program and quality documents, the
hospital failed to collect and analyze data for
periormance measures assigned by the
Governing Body, Performance Improvement
Committee and the Medical Staff for the year
2016.

Failure to measgure, analyze and track data
related to performance measures as gssighed
leaves the hospital unable to identify areas of
concern that may reqguire improvement.

Findings:

1. Revlew of the Performance Improvement Plan
{Approved 12/2015) and a docurnent tifted "
Performance Database - 2016 * ravealed that the
hospital was to collect and analyze data for 16
differant performance measures. Each
performance measure was assigned fo a specific
person for data ccllection and analysis, and the
reporting frequency was defined. The Governing
Board was o review the performance measures
on a quarterly basis,

2. Surveyor #2 interviewed the Diractor of Clinical
Services (Staff Member #13) about Parformance
Measure daia collection, analysis and reporting
on 12/16/2016 at 1:45 PM. The interview
revealaed the following:

a. The Performance Measure titled "Patient
Rights and Grievances” was to measure
grisvance process compliance and nuriber of

On a monthly basls, the PI/RM Director will
facilitate the tracking and analysis of
nerformance measures for presentation to the
P! committee, Committee members will
mplement action plans as documented in
meating minutes, Negative or undestred trends
will be discussed by the commiites for initiation
of parformance Improvement actions as
needed. The Medical $taff and Governing Board
will be informed of data analysis and PI
initiatives on a quarterly basis to ensure
implamentation of the quality and performance
improvement program.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION WUMBER: A BUILDING GOMPLETED
504011 B, WING 1212112016
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CASCADE BEHAVIORAL HOSPITAL 12844 MILITARY ROAD SOUTH
TUKWILA, WA 98168
() 1D BUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORREGTION {6)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY _PREGRIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEEFIDN
TAG OR LG IDENTIFYING IFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DAT
DEFICIENCY)
A 273| Continued From pege 18 A 273 Persons Responsible: 2/10/17
Pl Director
COO/CNO
This Standard is not met as evidenced by: Monitoring
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grievances. The information was o be collected
and analyzed by the Performance Improvement
Director and the Patient Advocate, and reparted
to the Performance Improvement Committee
monthly. There was no report containing this
information presented for surveyor review, The
Director stated that the grievance committee had
not been meeting and that the data was not being
collected or analyzed.

b, The Performance Measure tifled "National
Patierd Safety Goals" listed 5 goals that the
hospital was to collect and analyze data for, two
were reviewed by Surveyor #2! 1) Reduce
likelinood of patient harm associated with
anticoagulant therapy (Warfarin), and 2)
Medication Reconciliation upon admission and
discharge. The Chief Nursing Officer and the
Risk Manager ware responsible for data
collection and analysis, and for reporting to the Pl
Committee and the Governing Board monthly.
There was no report containing this infarmation
presented for surveyor review.

c. The Performance Measure titled
"Restraint/Seclusion” was to measure proper
documentation of resiraint and seclusion. The
Directors of Nursing and the Risk Manager were
responsible for the data collection and analysis,
and for reporting monthly to the Pl Committee
and Governing Board. While the number of
patients placed in restraint and seclusion were
reported by the Performance Improvement
Gommittee to the Governing Board, there was no
report avallable for review related to proper
documentation of restraint andseclusion,

d. The Performance Measure titled "Risk
Management/Patient Safety/Quality” was fo
measure suicldesfsulcide attempts, falls,

A2T3
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medicaticn variances, elepements, confraband
and patient satisfaction. The Risk Manager and
Chlef Nursing Officer were rasponsible for data
colleciion and analysis, and for reporting manthly
to the Performance Improvement Committee and
Govarning Board. The surveyor requested to
review the data collection and analysis for
medication variances and elopement. While there
was data presented te the surveyor for elopement
and medication variances, there was no report )
containing analysls of the data. .
|

e. The Performance Measure titled “Medilcal
Consultations/Treatment” was to measure
medical consultation for imeliness and
appropriateness to the patient's individual needs.
The Risk Manager and Chief Nursing Officer
were responsible for data collection and analysis,
and for reporting the information quarterly to the
Parformance improvement Commiltee and the
Medica! Executive Commitiee, There was no
report containing this information presented for
SUIVaYOr review,

f. The Performance Measure titled "Contractad
Bervices" referred to the Contract log for scope of
service and quality measures. The Rigk Manager
and Chief Executive Offlcer were respensible for
data collection and analysis, and for reporting this
tnformation annually to the Performance
Improvement Committes and the Medical
Executive Committes. There was no report
containing this information presented for surveyar
review, '

Cross-reference: Tag A-0084
g. The Performance Measure fitled "Pharmacy

and Therapeutics” was to measure drug
utilizations, medication variances, adverse drug
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{(a} Standard: Program Scope

{1} The program must include, but not be limited
to, an ongoing program that shows measurable
improvement in indicators for which there is
evidence that it will ... identify and reduce
medicat errors.

{2) The hospital must measure, ahalyze,and
track ...adverse patient events...

{c) Program Aclivities .....

{2) Performance improvement activifles must
track medical errors and adverse patient events,
analyze their causes, and implement preventive
actions ahd mechanisms that include feedback
and learning throughout the hospital.

{e} Executive Responslbiliies, The hespitals
governing body (or arganized group or individual
who assumes full legal-authorlty and
responsibility for operaticns of the hospital},
madical staff, and administrative officials are
responsible and accountable for ensuring the
following: ...

(3) That clear expectations for safety are
established.

This Standard is not met as evidenced by:
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raactions, antibiotic usage and nursing uni¥med
room checks, The Pharmmacist was responsible
for data collection and analysis, and for reporting
this information quarterly to the Performance
Improvement Committee and the Medical
Execulive Commitiee. There was ho report
containing this information presented for surveyor . .
review. A 286 Corrective Actions
A 288| 482.21{a), (c)(2), (e)(3) PATIENT SAFETY A 288 1) Analysis and Tracking of Adverse Patient 2/10/17

Events

I8l elements of the Pl plan and 2016 .
petrformance improvement activities were
reviewed by senior leadership, the Performance
improvement Committee (1/11/17) and the
Medical Staff committees {1/10/17 and
1/11/17). The processes for adverse event
analysis and tracking including the Root Cause
IAnalysis process was highlighted. 2016 data
analysis and recommendations for action were
reviewed by P{ and MEC committees,

Persons Respansible:
Pl Director
COO/CNO

Medical Director

Monitoring

On a monthly basis, the PI/RM Director will
facilitate the tracking and analysis of Pi
measures for adverse events for presentation
i0 the Pl and MEC committees, Megative or
undesired trends will be discussed by the
committee for Inltiation of performance
mprovement actions as needed. The Medlcal
Staff and Governing Board will be informed of
adverse event data analysis and tracking on a
guarterly basis to ensure implementation of the
performance improvement program.
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ITEM #1 - Analysis and Tracking of Adverse
Pallent Events

Based on interview, record review and review of
quality documents, the hospital failed to measure,
analyze and track adverse patient avents.

Fallure to analyze aggregate data related to
adverse patisnt events risks the hospital's ability
to identify root causes and develop action plans
and may contribute to an unsafe patient care
environment,

Findings:

1, Review of the hospital policy and procedure
titled "Incident Reporting”

(Policy #RM.200; Approved 12/2013) revealed
that the hospital's Risk Manager was responsible
for collacting incident report dafa for statistical’
anglysis and trending.

Review of the hospital's Pedormance
Improvement Pian (Policy #RM.300; Approved
12/2018) revealed ihat it was the responsibility of
the Medical Executive Commitles and the
Performance improvement Committes to review
risk management activiles by analyzing the
results of incident reports, patient surveys and
patient complaints to determine patterns of
patient care oceurrences and ensure that
corrective action is or has been taken to the
extent possible.

2, An Interview with the Manager of Risk and
Quality (Staff Member #12) on 12/14/2016 at 1:04
PM and 12/20/2016 at 1:20 PM, and the Direcior
of Clinicat Services (Staif Member #13) on
12/16/2016 at 1:45 PM revealed the following:
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a. Incident reports were reviewed individuzaly by
the Risk Manager and other managers as needed
but the data was not reviewed in aggregate
looking for patterns, trends and opportunilies for
improvement,

b, Patient grievances were logged and reviewed
individually but the data was not analyzed in
aggregate looking for patterns, frends and
oppottunities forimprovement.

" ¢. The number of patierds requiring a medical

transfer were reported to the Governing Board
quarterly but the data was not analyzed in
aggregate locking for patterns, frends and
opportunities forimprovement.

d, Hospital code data was nat being coflected or
analyzed for the purpose of tooking for patterns,
trends and opportunities for improvement.

ITEM #2 - Reportable Adverse Events

Basad on interview, record review and review of
hospital policies and procedures, the hospital
failed to develop a process for identifying and
reviewing reporiable adverse evants,

Fallure to recognize reportable adverse svents
inhibits the hospitals ability fo perform in-depth
review of the events and develop action plans.
This failure places patients at risk for care In an
unsafeenvironment,

Reference; WAGC 246-302-010 Definltions
"Adverse health event" or "adverse event” means
the list of twenty-nine serious reportable events
updated and adopted by the National Quality

ITEM #2 — Reportable Adverse Evenits
The COO/CNO has educated the PI
Director an the requirements of
WAC246-302-010, All reportable events
putlined In the NQF list of reportable
adverse events, the requirement for
reporting adverse events and elements
of sulamitting a root cause analysis were
discussed, Al reportable adverse
events will be reported in a timely
manner in accordance with
WAL246-302-010,
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PROVIDER'S PLAN OF CORREGTION

(48)

event has occurred within forty-elght hours of
confirmation of the adverse health avent ...

(2) Submit a report to the department within
forly-five days of the confirmation of the adverse
health event, The report must include a root
cause analysis and corrective gction plan ...

Reference: The National Quality Forum (NQF)
identifies and defines twenty-nine serious
reportable events. The tweniy-nine adverse
health events including but not limited to:

(7) Potential criminal svents:

{d) Dreath or serious injury of a patient or staff
member resulting from a physical assault (i.e.,
battery) that oceurs within or on the grounds of a
health care setting.

Findings:

1. The Hospital palicy tilled "Incident Reporting"
{Policy #RM.200; Approved 12/2013) stated that
"In States where the facility is required to report
Tragic/Serious incidents to the State, it must be
dane within ihe State requirernents and
nolification of completion to Corporate Risk
Management and Clinical Services Departments.”

The same policy stated that "All Level | and i
incidents require a Risk Manager invesilgation
and completion of the Investigation Chronology
and Incident Recap Analysis."

On a monthly basis, the PI/RM Director will
repori all adverse events reported per
WAC 246-302-020 to the Pl committee and
IMEC and Governing Board quarterty.

(X4) I SUMMARY STATEMENT OF DEFICIENGIES )
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Forum In 2011, in its consensus report oh serious

reportable events in health care including all Persons Responsible:

appendices. P Director

COO/CNG
WAC 246-302-020 How and When to Repart
{1) Natify the department that an adverse hesith Monlitoring
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reportable adverse events nor did it include the
requirement for reporting adverse events and
submitting a root cause analysis.

2. Surveyor #2 raviewed a report of a patient to
patient assault resulting in a serious patient injury.
The patient was transferred to the emergency
room for care and required follow-up speciaity

health care appointments for his/her injuries. The

incident was reviswed by the Manager of Risk
and Quality (Staff Member #12), and the
Investigation Chronology and incident Recap was
completed with recommendations for
improvernant based on the investigation,

3. An interview with the Manager of Risk and
Quality (Staff Mamber #12} by Surveyor #2 on
12/20/2016 at 2:12 PM about the patient 1o
patient assault revealed that Staff Member #12
was unaware that this particular incident was
considered an adverse svent by NQF. Staff
Member #12 stated that a root cause analysis
had not been complsted nor had the incident
been reported to the State as required by hospital
policy,

[TEM #3 - Completion of Action Plans

Basad on interview and document raview, the
hospital faited to ensure complation of action
plans developed during review of adverse events.
Failure to ensure comptetion of action plans limits
the hospitals ability to correct sysiemic problems

placing patients at risk for haym.

Findings:

The COO/CNQ and Pl Director were trained on
analysis of adverse events and credible root
cause analysis elements by the Regional Clinical
Director, Adverse reportable events will be
reviewed with credible action pians formulated
and implemented in a timely manner,

Persons Responsible:
P Director

Monitoring

On a monthly basis, the PI/RM Director will
prasent actlon plans based on analysis of
adverse events to the Pl committee. Action
plans will include date/s actlons taken and
persons responsible for action, The Medical
Staff and Governing Board will be informed of
actions taken in response to adverse events on
a quarterly basls to ensure implementation of
the analysis and actlons taken in response to
adverse events,
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A 286

A 308

Continued From page 24

1. Surveyor #2 reviewed the root cause analysis
for 3 adversa events with the Director of Clinlcal
Services (Staff Member #13) on 12f16/2016 at
1:25 PM and with the Manager of Risk and
Quality (Staff Mernber #12} on 12/20/2016 at 9:20
AM. Review of the action plans developed to
cotrect identified issues revealed the following:

a. For the elopement issue, the action item to
change the policy "Code Amber" {used to alert
staff of a patient who has wandered away from
the nursing unit) to "Code E” had not been
completed although staff were trained and Code
E: was belng used by the hospital.

b, Forthe sexual assault issue, one of the action
items was a change to an assessment form
followed by audits to ensure that assessments
were properly conducted, documented, and risk
reduction precautions were implemented. Staff
Member #12 stated that the audits had not been
done.

482 21(e)(1), (€)(2), {e)(5) QAPI EXECUTIVE
RESPONSIBILITIES

The hospital's governing body (or organized
group or individwal who assumes fuli legal
authorily and responeibility for operafions of the
hospltal), medical staff, and administrative
officials are responsible and accouniable for
ensuring the following:

1) That &n ongeing program for quality
improvement and patient safety, Including the
reduction of medical errors, is defined,
implementad, and maintained .

(2) That the hospital-wide quality assessment
and performance improvement efforts address
prigrities for improved quality of care and patient

A 288

A 309

A 309 Corrective Actiohs

The Pl Director and Medical Director reviewed
all elements of the Pl plan and 2016
performance improvement activities with the
Medical Staff and MEC committees (1/10/17
and 1/11/17). The processes for clinical and
non-clinical analysis and tracking were

Ihighlighted. 2016 data analysis and

recommentations for action were reviewed by
the MEC, The Medlcal $taff assigned physician
representation to the infection Controf,
Pharmacy & Therapeutics, EQC, Safety and
Performance Improvement corminittees, These

cornmittea participants will report committes
activities to the MEC at least quarterly.

2/10/17
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safety and that all improvement actions are
evaluated.

(6) That the determination of the number of
distinet improvemenit projects is conducted
annually.

This Standard is not met as evidenced by:

Basad on interview and review of {he hospital's
performance improvement plan, the hospital's
Governing Body failed to provide oversight to
ensure that the quality assessment and
performance Improvement (QARPI) plan was fully
implemented,

Failure to provide oversight of the Quality
Assessment and Performance Improvement
program to ansure full implementation of the
performance Improvement plan limited the
hospital’s akility to identify systemic problems and
develop action ptans to improve patient care and
ensure safety. '

Findings:

1. The hospital's Performance Improvement Plan
{Policy #RM. 300; Approved 12/2015) stated that
"Medical staff and managemeni staff provide
leadership for and actively participate In
performance improvement activities and establish
criteria for measuring, assessing and improving
arganization perfarmance of both clinicat and
non-dlinical processes and patient outcomes.
They assure implementation of appropriate
qualily assessment and improvement activities
and report the resulls to the Board through the
Medica!l Execulive Commities and Performance
Improvement Gommittee,

~ recommended prlorities for quality and

performance improvement activitias,

Persons Responsible:
Medical Director
President of the Medical Staff

Monitoring

0On a monthly basis, the PI/RM Director wili -
facilitate the tracking and analysis of PI
measures for presentation to the Pland MEC
comiittees. Negative or undesired trends will
he discussed by the commitiee for initiation of
nerformance improvemeant actions as needed,
The Medical 5taff and Governing Board will be
informed of data analysis and Pl initlatives on a
quarterly basls to ensure implementation of the
quality and performance improvement progray
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The Medical Executlve Committea Is delogated
the Authority and Accountability necessary for the
delivery and assessmenl of all processes that
gontribute to the prevention of problems and the
continual improverment of the quality,
appropriateness and efficiency of patient care
outcomes. Medice! Executive Commiltee
responsibilities, duty and autharity for
performances improvement activities are defined
in the Medical Staff Bylaws."

The hospiial's Medical Staff Bylaws (dated
12/1/2013) under the section titted "Medical
Executive Commiltee® read in part 11.4.1 Qualily
Management: {a} Tha duties involved in
overseeing quality assessment and performance
improvement are to ...perform at least an annual
evaluation of the quality management prograim to

assure its comprehensiveness and effactiveness, i

and document improvement in patient care and
patient outcome studies; and ...document
performance of this function in a report on al least
a quarferly basis.

2, An interview with the Manager of Risk and
Quality (Staff Member #12) and the Director of
Clinical Services (Siaff Member #13) revealed
that the Medical Director is a member of the
Performance Improvement Committes but does
not participate in performance improvement
activities other than those that have to do with
credentialing and privileging of medical staff . The
Manager of Risk and Quality stated that the
Porformance (mprovernent Program has never
been formally evaluated as required by the
Medical Staff Bylaws.

Cross Referance: A-0273, A-0286
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(XE)

'(1) Drugs and biologicals must be prepared and

administered in accordance with Federal and
State laws, the orders of ihe practitioner or
practitloners responsible for the patient's care as
specified undsr §482,12(c), and accapted
standards of practice,

(i) Drugs and biclogicals may be prepared and
administered on the orders of other practitioners
noi specified under §482.12(c) only if such

‘| practitioners are acting in accordance with State

law, including scope of practice laws, hospital
policies, and medical staff bylaws, rules, and
regulations.

{(2) All drugs and biolegicals must be
administered by, or uhder supervision of, nursing
or other personnel in accordance with Faderal
and State laws and regulations, including
applicable licensing requirements, and in
accordance with the approved medical staff
policies and procadures.

This Standard is not met as evidenced by:

Based on record review, interview, and review of
policy and procedure, the hospital failed to ensure
that nursing staff followad physician orders for
treatment of alcohol withdrawal for 1 of 3 patients
reviewed {Patient #7). )

Failure o follow such orders risks patients
receiving inadequate or improper freatment,
which may result in patient harm.

Findings:

istaff on the requirement of administrating
medications as ordered for the treatment of
alcohol withdrawal. The Clinical Educator
provided educatian durtng Nursing staff
meetings through verbal and written
communication.

Person Responsible:
COQ/CNO

Monltoring

The PI/RM Director/designee wili perform a
random audit of at least 30 records per month
to ensure compliance of 90% or above for four
consecutive months, Any deficiencles will he
oromptly addressed. Audit results will be
presented to the monthly Pl and quarterly MEC
and Governing Board meetings.

PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULI. REGULATORY PREFIX {FACH CORRECTIVE AGTION SHOULD BE GDM::;EHOM
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DEFICIENCY)
A 405] Continusd From page 27 A 405 | A 0405 Corrective Actlons
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1, The hospital's policy and procedure titked
"GIWA" [Clinical institute Withdrawal
Assessment] (Policy #AR.C.210; Approved
12/2013) established how often a patient was to
be assessed for symptoms of alcohal withdrawal,
how the patient's symptoms were to be scored
using a withdrawal assessmant scale and how
madications were to be administered according to
the patient's score. The policy included a
pre-printed order set titled "Lorazepam QOrders for
Alcchol Withdrawal” {dated 5/15/2014} used by
physicians te order specific dosages of
medications to be administered based on the
palient's withdrawal assesamant score.

2. Review of the medical records of three
pafients who experienced symptoms of alcohol
withdrawal during their hoapital stay revealed the
following:

a, Patient #7 was a 59 year-old patient who was
admitted on 12/10/2016 for freatment of alcohol
withdrawal. On 12/10/2016 at 9:30 PM the
patient's physician ordered the Alcohol
Withdrawai Protocol Inifiating treatment for
alcohol withdrawal symptoms.

Review of the medicafion administration record
for Patient #7 revealed that on 12/10/2016 the
patient raceived 1 mg of Lorazepam at 8:40 AM
and 1 mg of Lorazepam at 2:20 PM.

An interview by Surveyor #2 with a Registered
Nurse (Staff Member #4) durlng review of the
patients alcohol withdrawal scores and
administered medications revealed {hat based on
the score assigned at 8:00 AM and 2:00 PM the
patient's dose of Lorazepam should have been
0.5 mg at 9:40 AM and 0.6 mg at 2:20 PM. Staff

A 405
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The hospital must have pharmaceutical services
that meet the needs of the patients. The
institution must have a pharmacy directed by &
registered pharmacist or a drug storage area
under competent supervision. The medical staff
is responsible for developing policies and
procedures that minimize drug errors. Thig
function may be delegated to the hospital's
organized pharmaceutical service.

This Condition is not met as evidenced by:

Based on observation, Interviews, and document
review, the hospiial failed fo provide sufficient
phamaceulical services to meet the scope,
complexiy, and needs of the patients served.

Failure to provide adequate pharmacy services
risks patient safety and safe medication
administration practices.

Findings:

1. Medications being administered to patients
prior to pharmacy verification of orders resulting
in high number of automatic dispensing machine
overrides.

2. Patlent home medications not being varifledby
a pharmacist prior to being administered.

3. Medication errors resulting from medication
overrides of the automatic dispensing machines,

4. Expansion of hospital services, clinical units,

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERIGLIA (X2} MULTIPLE CONSTRUCTION (%) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFIGATION NUMBER: A. BUILDING COMPLETED
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MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP GODE
CASCADE BEHAVIORAL HOSPITAL 12844 MILITARY ROAD SOUTH
TUKWILA, WA 98188 -
{¥4) ID SUMMARY STATEMENT OF DEFiCIENCIES D PROVIDER'S PLAN OF CORRECTION ' (X6}
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A 405| Continued From page 29 A 405
Member #4 did not know why nursing staff
administered the higher doses,
A 450 482.25 PHARMACEUTICAL SERVICES A 490 | See Tapgs AD491, A0493, AD500
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Continued From page 30

and patient census without a comparable
increase in pharmacy selvicas coverage.

The cumulative efiect of these systemic problems
resulted in the hospital's inability to provide for
safe dispensing, use and administration, and
tracking and control of medications.

Due to the scope and saverity of deficlencies
under 42 CFR 482.28, the Condition of
Participation for Pharmaceutical Services was
NOT MET.

Cross Reference: Tags A0491, A0493, A0500

482 26{s) PHARMACY ADMINISTRATION

The pharmacy or drug sforage area must be
administered in accordance with accepled
professional principles.

This Standard is not met as evidenced by:

Basad on obsaervation, interview, and review of
policy and procedure, the hospital failed to ensure
that hospital staff followed hospital procedures for
use of a patient's own medications.

Failure of staff to follow pracedures for use of a
patient's own medications places patients at risk
for harm due to medication errors.

Findings:

1, The hospital policy and procadure titled
"Medications Brought in with Patients” (Policy #
PHR-118; Ravised 4/2014) read as follows:

v for those medications that will be used by the
patient during their admission at the facility, the

A 480

A 481

A 0491 Correctlve Actiohs

The Clinlcal Educator reeducated the nursing
staff on policy titied “Medications Brought in
with Patients.” Fducation was provided duting
Nursing staff meetings through verbal and
written communication. Education included:
_Use of home medications only after the
verlfication process is complete,

LProper labeling and inltialing of the verification
process on home medication botties.
LPhyslclan orders needed for use of home
medications.

The medical staff were educated on the
reguirement of documenting dosages for home
medication administration and ordering
allowance of patient home medications.
Education was provided through written and
verbal cammunication,

Persons Responsible
Medical Director
Pharmacy Director

COC/CND

2/10/17
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" | medications wil be inspacted for proper The PI/RM Director/designee will perform a
identification, labaling, and visuai evaluation as random audit of at least 30 patient’s own
part of the pharmacist verification process. Once medication orders to ensure compliance with
a medication is verified, the pharmacist will place the verification process. Any deficiencies will be
a sticker on the packaging with the pharmacist's addressed promptly. Audit results will be
initials and date the medication as evidence the reported in the monthly Pl and quarterly MEC

medication has been verified ..." and Governing Board meetings.
"The order for a patient to take his/her own
medication must be written by the attending
physician on the Physiclan's Ordeor form."

2. Atour of the medication room of three patient
care units (Gero-psych, Rehak and Detox) on
12192016 betwsen 2:00 PM and 3:00 PM
revealed the following:

a. One hottle of home medication, Latuda 120 my
tablets, was found for Patient #8 in the patient's
medication tray In the Rehab unit medication
raom. The pharmacist atiached a white printer
tabel to the medication baltle with “verified”
written on the fabel along with the dale
(12117/2016) and initials of the pharmacist. Staff
administerad the medication at 9:00 PM on
12/15/2016 and 12162016 prior fo pharmacist
verification. ‘

b. Two bottles of home medications, Provastatin
Sodium 40 mg tablets and Dt [Diliazem] XR SR
180 mg capsules, were found for Patlent #9 in the
patient's medication tray I the Rehab medication
room. The pharmacist verified and labeled the
medications using a "date openadfexpiration
date” labal rather than the pharmacy medication
verification label, Staff administered the ]
madications on 12/18/20186 at 9:00 AM. There
was no physician order for the patient to take
hisfher own medications.
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¢. Thrae bottles of home medications, Rayataz
300 mg capsules, Norvir 100 mg tablats and
Truvada 200 mg tablets, were found forPatient
#10 In the patient's medication tray in the Rehab
medication room, There was an inifial and date
written directly on the medication bottle label (for
the Rayataz and Truvada} but the surveyor was
unable o tell if the initials and dates were
evidence of pharmacist vetification. There were
no pharmacist verification labels on the two
medication bottles, The Nervir medication had no
label with date and signature indicating
pharmacist verification. All of these medicalions
were In a plastic bag placed in the pafient's
miedisation tray. Two notes were found in the bag,
one stated that the pharmacist verified Truvada
and the other note stated the pharmacist had
verified Norvir. The notes were not attached in
any way to the bottles of medication. Siaff
administered all three medications on 12M9/2016
at 9:00 AM. There was a physician order for
administration of the patient's own medications
but the order did not include specific dosages.

d. One bottle of home medication, Dilantin 30 mg
capsules, was found for Patient #11 in the
patient's medication tray In the Gero-psych unit
medication room. The pharmacist verified and
labeled the medication. Staff administered the
medication on 12/19/2016 at 8:00 AM. There
wasg no physician order for the patient o take
his/her own medication.

482.25(z){2) PHARMACY PERSONNEL

The pharmaceutical sarvice must have an
adequate number of personnel to ensure quality
pharmaceutical services, including emergency
services.

A 491

A 483
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This Standard is not met as evidenced by:

Based on document review and interview, the
hospital falled to ensure the pharmacy was
staffed with sufficient number of personnel to
provide quality pharmaceutical services in order
to meat the needs of the patlsnts and the staff
providing care.

Failure to provide sufficient pharmacy staff fo

provide accurate and timely order processing and

medication delivery places patients at risk of
harm due to medication errors.

Findings:

1. The hospital expanded iis overall bed capacily
by 42 bads within the past 12 months. During that

period, two additiona! nursing units were opened
{2 North - 18 beds; 2 West - 24 beds). Priorto
the expansion, the hospital's average daily
census (ADC) was 66.58 patients. This year's
current ADC is 104.41 which represents a 67%
increase or an additional 37.58 palients per day.
The hospital pharmacy staffing or coverage did
not increase correspondingly despite the
increasedworkioad.

2. On 124202018, Sutveyor #3 reviewed a
pharmacy documient which captures a variety of
key quality workload elements. The surveyor
noted that the average number of medlcation
doses administered monthly increased by over
12,000 doses since the beginning of the year,
The total humber of medication overides
performed by nurses averaged 2,693 per month
or neanly 87 per day. Similarly, the "inventory
count off" in the automatic dispensing machines
monthly totals reflect non-controlled substances
discrapancies have increased to a monthly

Upon completion of the survey, the CEO,
COO/CNO, Pharmacy Director, and Reglonal
Clinical Director reviewed pharmacy staffing in
order to ensure a sufficient number of
personnel. Effective 12/20/16, the Pharmacy
Director increased pharmacy staffing hours by
two {2} additional evening hours, seven days
per week. The increase in pharmacy hours are
prioritized on verification of new orders and
arder antry.

Persons Responsible:
Pharmacy Director
CEO

Monitoring

The Director of Pharmacy will track use of the
additional staffing hours and repori uttlization
in the monthly Pl and quarterly MEC and
Governing Board meetings for a period of 3
months, Any related deficiencies will be
addrassed promptly,
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Continued From page 34
average of 885 items.

3. On 12M4/2016 at 11:30 AM, Surveyor #3
interviewed a pharmacist (Staff Member #8)
about the adequacy of pharmacy staffing
compared to the current worldoad. Staff Member
#9 acknowiedged the pharmacy workload had
substantially increased within the past year, She
stated that since starting work at this facility
almegst a year ago, the hospital had added two
more inpatient clinical units without a
corresponding increase in pharmacy operating
hours or personnel. Staff Member #9 indicated
that the average turnaround time for verlfying new
medication orders was 30 minutes but may be
delayed up to an hour depending en volume of
new admissions,

4, On 12/19/2016 at 2:30 PM, Surveyor #3
interviewed the Director of Pharmacy (Staff
Member #8) about the high number of medication
overrides ocourring within the hospital. Staff
Member #8 stated that hefshe had only been a
member of the hospital staff for "less than a
month” but acknowledged the number of
meadication overrides was "high” indicating that
pharmacy is only on-site during the day shift
hours, Surveyor #3 asked Staff Member #8 if
s/he had sufficient pharmacy resources. Staff
Mamber #8 stated that "I don't have enough
pharmacy staff to do what we should.” The
director of pharmagy indicated that he/she had
worlkad ovar the contracted hours every week
exoept for the first waelk when on ortentation.

5, On 12/16/2016 at 11:00 AM, Surveyor #3
interviewed the Director of Adult Psychiatric
Nursing Services (Staff Member #6) about the
high number of madication overrides occurring

within the hospital, Staff Member #6 indicated

A 493
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that medication ovenrides is a "probtem" stafing "i
think medicalicn overrides are dangetous." The .
staff member acknowledged that hurses were
overriding because of how long it takes for orders
to be verified in the system, Staff nurses have
also complained they frequently run out of
medications in the automatic dispensing
machinas on the weekends, "especlally on
Monday mornings" requiring nursing staff to
search for medications on other dlinical units,
A 500| 482.25(b) DELIVERY OF DRUGS A 500 | A 0500 Corrective Actlons 2/10/17

{n order to provide patient safety, drugs and
biologicals must be controlled and distribuled in
accordance with applicable standards of“practice,
consistent with Federal and State law.

This Standard is niot met as evidenced by:

Based on document reviews, interviews, and
review of hospital policies and procedures, the
hospitat failed to ensure drugs were controlted
and distributed in accordance with applicable
standards of practice. :

Failure to have adequate precesses in place for
medication orders ta be recelved and dispensed
in a safe and timely manner risks patient safely

and madicalion errors,

Findings:

1. The hospital policy and procedure titled
“After-Hour Medication Stock with or withaut
Pharmacy Review" (Revised 4/2014; Policy #
PHR-169 under the section titled "Statement of
Policy” read "The facility recognizes the
importance of pharmacist review prior to initlation
of new drug therapy. This review has baon shown

The Pharmacy Director, COO/CNO, and PIfRM
Director reviewed the process of medication
overrides In the automated dispensing system.
To ensure safe delivery of medications, the
following system revistons were made:

-Reasons for overrides

FTwo nurse witness systerm when overrides are
needad

FWeekly review of overrides to assess for
trends, rationale, and any needed system
Improvements

The Clinical Educator educated the nursing and
medical staff on the revised system changes for
oversight of the override system. Education was
provided during Nursing and Medical Staff

meegtings through verbal and written
communication.

Persons Responsible:

Medical Director

Pharmacy Director
DO/CNO

Pi/RM Director
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ta decrease medication errors associated with the
medication-use process. . .The hospital allows for

- an exception to pharmacist review of the

medication order for cerialn situations when time
does not permit pharmacist review. This often
ocours in 'flest doses' or 'emergency’ situations. In
such cases, an exception is allowed because
significant patient harm could result in the delay
involved for a pharmacist review of the
medicaticn order, and the potential harm would
outweigh the benefits of a pharmacist review."

2. On 127202016, Surveyor #3 reviswed a
pharmacy dosument which captured a variety of
key quality workload indicators that included
medication variances and medication overrides.
The surveyor noted the hospltal had a total of
23,348 medication overrides performed by nurses
in the first nine months of 20186. Prior to the
expansion of the hospital bed capacily, the
hospital average 2,221 medication overrides a
monih. With the opening of {he two additional
nursing units, the number of medication overrides
had risen to a monthly average of 2,700
representing a 22% increase or 479 additional
overrides. Similarly, the surveyor noted that the
number of medication variahces (potential efrors)
by physicians had increased by four fald since the
beginning of the year.

3. On 12/19/2016 at 3:00 PM, Surveyor #3
reviewed the hospital meadication override list for
the period 12116/2016 at 4:00 PM until
12/19/20%6 at 7:00 AM (the weekend) in which
the pharmacy In-house coverage is only 6 hours a
day. During this time period, the hospital
admitted 14 patients and there was a fotal of 236
medication overrides initiated by the nursing staff.
Of the 238 medication overrides which occurred
over the weekend, 85 of the overrides listad

The Pharmacy Director/designee will report on
the total number of overrides with aggregated
trends, analysis, and system improvements to
the meathly Pl and guarterly Pharmacy and
Therapautics committees. Findings,
recomrmendations and actions will be reviewed
and reported at quarterly MEC and Governing
Board meetings. Committee minutes will reflect
data reporting, analysls, and system changes.
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A B00 Continued From page 37 A 500

"First Dose Neaded" as the reason indicating the
pharmacy had not yet verified the medication
order in the automated dispensing system. Only
11 medication overrides listed "Emergency Use”
as the reason for the override.

4. On 12/1812076 at 2:30 PM, Surveyor #3
interviewed the Director of Pharmacy {Staff
Member #8) about the high number of medication
overrides oceurring within the hospital. Staff
Member #8 indlcated that nursing personnel can
override and obtain any and all medications in the
hospital's automated dispensing machines.
Hefshe acknowledged that the hospital's entire
formulary was accessible to all hurses without
any resiriction,

5. On 12/20/2016 at 2:30 AM, Surveyor #3
interviswed the Director of Adult Psychiatric
Nursing Services (Staff Member #6} about the
high number of medication overrides ocouiring
within the hospital. Staff Member #6 indicated

.| that medication overrides is a long standing
problem, The staff member confirmed that s/he
was processing "too many medication error®
incident reports, Staff Member #6 asked tobe a
member of the Pharmacy & Therapeutics
Committee fo see If some improvement or
progress could be mada on this issue. Ha/she
acknowledged discussing medication overrides in
mestings with the pravious pharmacy director
{Staff Member #10) former chief nursing officer
{Staff Member #11) and the quality risk manager
(Staff Member #12) and the decision was made
fo continue to moniior the situation.

A 700| 482,41 PHYSICAL ENVIRONMENT A700| $eeTags AD701, AO710, AO724, A0726

The hospital must be construgted, arranged, and
maintained to ensure the safely of the patient,
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A 700| Continued From page 38 A |
and to provide facilities for diagnosis and 700
treatment and for special hospital services |
appropriate to the needs of the community.

This Condition is not met as evidenced by:

Basad an ohservations, document review, and ‘
staff interviews, the hospital failed to ensure the |
condition of the physical plant and the overall
hospital envirenment was maintained in such a
manner that the safely and well-being of patients
was protected.

Failure to maintain the structural integrity of the :
facility plumbing and ventilation system, |

Failure to follow manufacturer-recommended
maintenance activities and schedule.

Failure to retove ligature risks in patient care -
areas,

Failure to monitor and provide appropriate food
temperature devices to ensure food temperatures
are maintained at the required levels,

Due to the scope and severity of deficlencles
cited under 42 CFR 482.41, the Condition of
Participation for Physical Environment was NOT

MET.
Cross Reference: Tags A0701, AD710, AD724,
AD726
A 701| 482.41(a) MAINTENANCE OF PHYSICAL A 701 Corrective Actions 2/10/17
PLANT , A 1, and 2, The Facllitles Director reeducated staff
- ) 707 lyn environmental factors contributing to ligature
The candition of the physical plant and the overall and self-harm risks particularly related to doors
hospital environment must be developed and land handles. Training Included mitigation
maintained in such 2 manner that the safety and strategies such as patlent observation and
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NAME OF PROVIDER OR SUPPLIER
CASCADE BEHAVIORAL HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP GODE
12844 MILITARY ROAD SOUTH

well-being of patients are assured.
This Standard is not met as evidanced by;

Based on observation, interview and record
review the hospital failed to maintain the condition
of the physical plant and the overall hospita)
environment of care.

Failure to maintain the physlecal plant increases
the risk of Infection to patients, staff and visitors.

Findings:

1. On 12/13/20186 at 10:00 AM Surveyor #1
observed the door in the sunroom in the
Gero-psychiatic unit had a closure mechanism
that posed a ligature risk, In review of the
"Proactive Risk Assezsment dated August 2016,
the facllity had identified door risks in gerlatric unit
and assessed it as "High" or "Sevare Risk". The
suveyor noted the columns iabaled "What
Action®, "Time Frame", and "Intermediate
Mediation Needed" for this ilem had limited or no
information provided in these columns.

2, On 12/43/2016 at 10:00 AM Surveyor #1
observed that the handles on the small
rectangular windows in the sunroom posed a
ligature risk

3. On 124132016 at 10:10 AM Surveyor #1
observed that the flooring in fhe bathreom on the
adult psychiatric unit (3 West) was soft
undarnaath the vinyl and that vinyl was rippled
and not smooth. The bathroom was located next
to 3 showars on 3 West,

4, On 12M3/2016 at 10:25 AM Survayor #1
observed in the seclusion room on the adult

Increased monitoring of high risk patlents.
Staff required to successfully complete posi
training test.

3. Bathroom flooring was repaired by
{contractor) on 1-12-17.

4. Ceiling links were repaired by (contractor) an
1-12-17,

5. Occluded pipes were repaired by contractor
1-12-17

6. Ceillng tlles were changed 1-16-17 by
Maintenance staff

7. Burnt outlet was replaced by Maintenance
staff by 12/23/16
8, Shower mold was remedijated, old caulk was
removed and the area cleaned and re-caulked
by Maintenance staff (1/9/17)

9. Dscillating fans have been installed in all
PHP patient care areas, Permanent ventilation
systems are being evaluated.

Persons Responsible:
Plant Operations Director
CEQ

Maonitoring:

The Plant Operations Director/designee wiil
perform environmental rounds of the patient
care areas to monitor ligature rigks, inteprity of
flooring/walls/cellings, furnishings, finishes,
cleanliness and structures, Any deficiencies will
he promptly addressed during the
snvironmental round, Results of the
environmental rounds will be reported in the
monthly PI committee and guarterly MEC
meetings.

TUKWILA, WA 68168
{Xay 1D SUMMARY STATEMENT OF BEFICIENCIES B PROVIDER'S PLAN OF CORRECTION {5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE GUMé’LETION
TAG OR LSC IDENTIFY[NG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ATE
, DEFICIENCY)
A 701 Continued From page 36 A 7011A D701 Corrective Action
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A 701| Continvad From page 40 ' A 701

psychiatric unit (2 West) a large crackin the
ceiling, the crack appeared to ba wet with
exposed dry wall where work had previously bean
done. On 1214/2016 heiween the hours of 2:00
PM and 3:00 PM Surveyor #1 observed towels
soaked in water on the floor in the same
saclusion room on 2 Wesl where the ceiling was
actively leaking. Survayor #1 went to 3 Wast o
sesa what was above the seclusion room and
found that the three shawers previously stated
ahove were located above the seclusion room,
the surveyor observed thai one of the showers
was in use during the incident.

5. On 12/15/2016 between 9:00 AM and 10:00
AM Surveyor #1 observed flooding over the rim of
the shower onto the floor on 3 West next to room
303. During the inciderd, the surveyor observed
facillty steff {Stalf Member #17) "snake" the drain
and puil out small amounts of hair. Surveyor #1
did a visual inspection of the pipes using a
flashlight and found the pipes were occluded.

8. On 12/13/2016 betweon the hours of 10:26 AM
and 11:00 AM Surveyor #1 cbserved water
damage an a celling tile located In the Rehab unit
laundry room.

7. On 12/13/2016 between the hours of 10:25 and
11:00 AM Surveyor #1 observed a burnt outlet in
the pafient kitchen area in the Rehab unit, this is
a potential fire hazard.

8. On 12M13/2016 batwaen the hours of 10:25 and
11:00 AM Surveyor #1 obseivad mold underneath
the cautking In the shower room in the rehab unit,

9. On 12/18/2016 between tha hours of 1:30 PM
and 3:00 PM Surveyor #1 entered inta an
outpatient building (PHP Building), the buildings
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FORM APPROVED

OMB NO, 0238-0391

(X2) MULTIPLE CONSTRUCTION

(1) Except as otherwise provided In this section-

{i) The hospital must meet the applicable
provisions of the Life Safely Cods of the Nattonal
Fire Protection Asscdiation. The Director of the
Office of the Federal Register has approved the
NFPA 101 2000 edition of the Life Safety Code,
issued January 14, 2000, for incorporation by
reference in accordance with 6 U.8.C. 552(a) and
1 CFR Part 51. A capy of the Code is availabie for
inspection at the CMS Information Resource
Center, 7500 Security Boulevard, Baltimore, MD
or at the National Archives and Records
Administration (NARA). For Information on the
avaitability of this material at NARA, call
202-741-6030, or go to;
hitphaww.archives.govifederal_registorfeode_of
_federal_regulations/ibr_lozations.html
Copies may be obtained from the National Fire
Protection Association, 1 Balterymarch Parlk,
Quincy, MA 02269. If any changes in this edition
of the Code are Incorporated by referenca, CMS
will publish notice in the Federal Regisier to
announce the changes.

{it) Chapter 19.3.6.3.2, exception number 2 of
the adopted edition of the LSC does not apply to
hospitals.

{2) After consideratlon of State survey agency
findings, CMS may waiva specific provisions of
the Life Safety Code which, if tigidly applled,

would result in unreasonable hardship upon the

STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERIGLIA X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING COMPLETED
504011 B, WING 1212112018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, 8TATE, ZIP GODE
CASCADE BEMAVIORAL HOSPITAL 12844 MILITARY ROAD SOUTH
. TUKWILA, WA 981868
o) 1D SUMMARY STATEMENT GF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY FREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG OR LSC [DENTIFYING [NFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE BATE
A 701| Continued From page 41 ATOM
ventilation system had not been replaced after a
fire. Surveyor #1 observed 2 large rooms that are
usad for group sessions for patients, one room
did not have any windows and the othar room had
skylights that did not open creating no means to
vanlilate in both rooms.
A 710| 482.41(b)(1)(2)(3) LIFE SAFETY FROM FIRE AT10 | p 0710 Corrective Actions

The hospital will niot reguire a waiver to
comply with 482.41{b){1)(2){3).
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A 710| Continued From page 42 AT10
facility, but only if the walver does not adversely
affect the health and safety of the palients .
{3) The provisions of the Life Safety Gode do not
apply in a State where CMS finds that a fire and
safaty code imposed by State law adequalely
proiecis patients in hospitals.
This Siandard is not met as evidenced by:
Based on ohservation, interview, and document
review, the haspita; failed to meet the
requirements of the Life Safety Code of the
National Fire Protection Association (NFPA), 2012
edition.
Findings: 5 0724 Corrective Actions
Refer to the deficiencies written on the Acute 1. Medical Supplies The COO/CNO
Care Hospital MEDICARE Life Safely inspection al Supp e Ly _ 2/10/17
— directed/delegated monthly inspections by the
Materials Eepartment staff, Nursing staff and
' Pharmacy staff to ensure that all supplies and
A 7241 482.44{c){2) FACILITIES, SUPPLIES, AT24

EQUIPMENT MAINTENANCE

Facilities, suppiles, and equipment must be
maintained to ensure an acceptable level of
safety and quality.

This Standard is not met as svidenced by:

'Etem #1 Medical Supplies

Based on observation, interview, and record
review, the hospital failed ta ensure that patient
care supplies did not exceed the manufacturer's
designated axpiration date.

Fallure fo ensure patient care supplies do not
exceed their expiration dates risks deteriorated
and cortaminated supplies being avallable for
patient use.

medications are not expired and within date
specifled on the manufacturers labeling,
Explred/nearing expiration products will be
properly disposed of timely. All expired
Isupplles and medications were removed and
discarded on 12/21/16.

Parson Respon.skble: COO/CNO

monitoring: The COO/designee will perform
environmental rounds of the patient care areas
vo monitor integrity of products, supplies and
medications, Any deficiencies will be promptly
addressed during the environmental round.
Results of the environmental rounds wilf be
reported in the monthly Pl committee and
quarterly MEC meetings.
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AT724

Continued From page 43
Findings:

1. On12/M2/2016 at 11:00 AM during a four of3
Woast adult psychialric unit, Surveyor #3 found tha
following items in the wound supplies cabinetl:

8. One 500 ml bottle of 0,9% Sodium Chloride for
lrrigation with an expiration date of 4/2016.

b. One 500 ml bottle of 0.9% Sodium Chioride for
Irrigation with an expiration date of 9/2015.

¢, One bex of sterile cotton-tipped applicatars
with an expiration date of 2/2016.

d. One box of sterile cotfon-tipped applicators
with an expiration date of 9/2018.

. One box of povidone-ioding swabsticks with an
expiration date of 10/2016,

{. One 14 french Foley urethrat catheter with an
expiration date of 7/2016,

2. On 1212120186 at 1:00 PM, Surveyor #3
inspected the 3 West emergency cart and found
the following:

a. Two 1000 ml 0.9% Sodium Chiorlde
Intravenous fluids with an expiration date of
512018,

b. Five 10 ml 0.9 % Sadium Chioride pre-filled
syringes with an expiration date of 5/2016.

c. One 80 ml bottle of povidonea-iodine solution
with an expiration date of 7/20186.

3. On 1211312016 af 1:35 PM Survayor #4

AT24
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AT24

Continued From page 44
inspacted the gerc-psychialric unit (4 West)
emergency cart and found the following:

a. Two 1000 ml 0.9% Sodium Chioride
Intravenous fiuids with an expiration date of
512016,

b. Nine 0 mil 0.9% Sodium Chloride pre-filled
syringes with an expiration date of 5/2016.

¢. Five Tegadetrm intravenous sife dressings with
axpiration dates of 11/2015 and 4/2016.

4, On 12/13/2016 at 1:11 PM Survayor #2 toured
the medication room on the Detox Unit and found
three 10 ml 0.9% Sodium Chloride pre-filled
syringes with an expiration date of 5/2018.

a. On 12114/2016 between the hours of 1:00 PM
and 2:25 PM Surveyor #1 found Tegademm
(transparsnt adhesive film dressing) with an
expiration date 4/2016 in the crash cart located
an the Detoxunit.

8, On 12/13/2016 at 1:30 PM Surveyor #2
inspected the emergency cart on the Rehab Unit
and faund the foliowing:

a. Two 1000 mi 0.8% Sodium Chioride
intravenous fluids with an expiration date of
5/2018.

b, Nine 10 mi 0.9% Sodium Chloride pre-filled
syringes with an expiration date of 52016,

8. On 12/14/2016 between the hours of 1:00 and
2:05 PM Surveyor #1 Interviewed central supply
staff (Staff Member #18). Dusing the course of
the interview Surveyor #1 asked how often the
supplies in the crash carts are checked. The

AT24
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A 724 Contlnued From page 45 A 724

central supply person was unaware that it was

part of histher responsibilities to check the crash

carls monthly. He/she stated that he/she had

checked the crash carts 4 months previously. A724

, {#2 Ice Machines
ltem #2 lce Machines The Plant Operations Director has obtained a | 2/10/17

Based on abservation, document review and
intarvisw the hospital failed to follow
manufacturer's instruction for preventive
maintenance, installation and routine cleaning of
its ice machine.

Failure to follow manufacturer's instruction for
preventive maintenance, routine cleaning arwd
installation, promoles the growth of
microorganisms, which places patients haalth at
risk.

Reference: Follett Series/\W, MCD400AMY,
R400A/W, MFDA00AMW, D400AMY fce Machines
Installation, Qperation and Service Manual Serial
numbers above D25455 stated on page 15
provided a diagram of incorrect installation.
Information on incorrect instaliation as followed:

Dips in tuba where water can collect
Splice or tight bend that restricts lce flow
Uninsulated {ubs that results in wet ice and
putential dispensing problems

Reference: Follett Symphony Pius: On page 4 the
following was noted: "Water shut-off
recommended within 10 ft, (3 m) of dispenser.
Crain to be hard-piped and insulated. Mainiain
that at least 1/4" per foot (20 mm psr 1 m} run of
slope.”

Reference: Folleft lce machine 400 Series and
Fallett Symphony lce Maching Manual stated the

certified contractor to perform the
manufacturer recommended malntenance and
cleaning for the ice machines. All machines
were serviced during the week of 1/16/17 to
1/20/17.This certified contractor will also train
Plant Operatlons Staff on proper cleaning
techniques,

Person Responsible;
Director of Plant Operations

Monitoring: The Plant Operations
Director/designee will perform monthly
inspeciions of all ice machines to monitor
cleanliness and operations. Any deficiencies
will be promptly addressed during the
environmental round. Results of the
environmental rounds will be reported in the
monthly Pl committee and guarteriy MEC
meetings.
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A724

Continued From page 46

following cleaning frequency for both models on
page 14 and 17: "the frequency in cleaning and

sanitizing ice machine according to the achedule
below:"

Semi-annually preventive maintenance
Drain Line - weekly
Drain Pan/Drip Pan -weekly

Findings:

1. On 12/13/2016 between the hours of 1:.00PM
and 1:45PM Surveyor #1 observed a drain-line
from a Follett Ice Machine was not slope to grade
to the floor drain. The ice machine was located in
the patient kitchen area on the Rehab unil. The
preventive maintenance sticker was past due
972016 and the grate on the drip pan had residue
build-up.

2. On 12114/2016 between the hotirs of 8:30 AM
and 10:00 AM, Survayor #1 interviewed the
hospital plant manager (Staff Member #19). Staff
Member #10 stated in part that the ice machine
maintenance was behind so they contracted with
& company to get them caught up. When asked
how often they get preventive maintanance,
helshe sald, annually. In review of work orders
from the company, "MacDonald-Miller" it showed
several machines recaived preventive
maintenance betweaan the months of July through
Septembar but the work order did not indicate
which machines were done and what was
included in the preventive maintenance. in
addition, Surveyor #1 reviewed a work order
generaled from the hospital system that indicated
a "Folletf” ice machine on 3-North unit was
scheduled for preventive maintenance on
2111/2015, was crossed out and a hand written
data of 8/10/16 was provided fo indicate when the

AT24
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A 724 Continued From page 47 AT24
work was done.
3. On 12f14/2016 between the hours of 1:00 PM
and 2:45 PM Surveyor #1 chserved soil buildup
oh the drip pan and drain line of the ice machine
located in the Detox unit.
A 726| 482 41(c)(4) VENTILATION, LIGHT, AT26 A 0726 Corrective Actions 2/10/17

TEMPERATURE CONTROLS

There must be proper ventilation, light, and
temperature controls in pharmaceutical, food
preparation, and other appropriate areas.

This Standard is not met as evidenced by:
Based on obseryation, the hospital staff failed to
implement policies and procadures consistent
with the Washington State Retail Food Code,
WAG 246-215 and Federal Foed and Drug
Administration.

Failure to follow the food code placas patients,
staff, and visitors af risk for foodborne iliness.

Findings:

1. On 121122016 betwesn 11:00 AM and 12:15
PM, Surveyor #1 observed fwo containers of
pasta greater than 2 inches in the walk-in cooling
refrigerator. For foads with a depth greater than
2 inches, staff must document temperature dates
and timas to ensure foods cool within the required
codling time-frame as specified by Washington
State Retail Food Code, The hospital did not
document cooling fimes for thepasta.

Reference: Washington State Retail Food Code
WAC 246-215-03515, FDA Focd Code 3-501.14

2. On 1211242016 between 11:00 AM and 12;15
PM Survayor #1 observed distary staff (Staff

The Dietary Manager purchased new digital
thermometers and provided tralning on use of
the new thermorneters, The Dietary Manager
reeducated all dietary staff on the proper
techniques and requirements of abtaining food
temperatures and maintaining refrigerator and
freezer temperatures. All required
temperature requirements will be logged daily.

Person Responsible:
Director of Dletary

Monitoring: The Dietary Director/designee will
perform weekly inspections of all food,
refrigerator, and freezer temperatures logs to
monitor adherence to the WAC 246-215-03515
and FDA3-501.14 codes. The Dietary
Director/designee will perform weekly random
observation monitors of staff performing
temperature checks. Any deficiencles will be
promptly addressed during the monktor, Results
of the both monitors will be reported in the
ronthly Pl committee and quarterly MEC
meetings.
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A 726 Continued From page 48 AT28
Memtber #20) using a food probe thermometer
inaceurately when taking the temperature of a
"Ruben Sandwich". The thermometer
temperature indicator is located half way up the
stem: the staff inserted only tha {ip Into the
sandwich thereby potentially giving an inaccurate
reading. The type of thermometer used by the
staff was not designed to temp thin foods such as
meat patties, fish flllets, and other thin food Hems.
In addition, Surveyor #1 checked to see the
thermometar's accuracy by placing the
thermometar with 2 other thermometers in an
ice-hath registered at 32 degrees Fahrenheit, The
thermameter used to temp the "Ruben Sandwich”
registerad at 20 degrees Fahrenheit, 12 degrees
off callbration. Dietary staff (Staff Member #20)
confirmed this.” -
A 0748 Corractive Actions
Reference: Washington State Retail Food Code,
WAC 248-215-04335 1) The Infection Control Practitioner 2110117
Reference: Washington State Retail Food Code, readucated the nursing staff on the importance
WAC 246-215-04580 of hand hygiene per policy during medication
. . adminlstration. Education was provided during
A 749 482.42(a)(1) INFECTION GONTROL PROGRAM A 749 plaff meetings through verbal and written
communication.
The Infection control officer ar officers must
develop a system for identifying, reporting, Persons Responsible:
investigating, and controlling infections and infection Control Practitioner
communicable diseases of patients and
personnel, Monitoring
On a monthly basis, the Infection Control
. ‘ ) Practitioner/designee will monitor hand
This Standard is not met as evidenced by: hyglene dutlng medication adminlstration with
: ; a minimum of 10 medication passes per unit.
Item #1 Hand Hyglene Any deficiencles will be addressad during the
Based on observation and review of hospital medication pass. Monitoring results will be
policy and procedure, staff falled to perform hand reported d_uring the monthly Pl and quarterly
hyglene prior to and after administering MEC meetings,
aTOV11 I continuation sheet Papge 49 of 53
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maeications

Failure to perform hand hyglene puts patients and
staff at risk for infection.

Findings:

1. Facility policy litled "Hand Hygiens",

#1C. M. 100, reviewed 10/2018 read in part: ...
11, INDICATIONS FOR HANDWASHING AND
ANTISEPSIS... C. Decontaminate hands before
having direct or indirect contact with patients... F.
Decontaminate hands after contact with a
patient's intact skin... G. Decontaminaie hands
after contact with body fluids or excretions,
mecous membranes..."

2. On 1213/2016 at 9:00 AM Surveyor #4
ohserved a registered nurse {Staff Member #14)
administer oral medications to a patient. She did
not perform hand hygiene (HH) before preparing
the madications, and though s/he came in contact
with the patient's oral secretions during
administratien, did not perform HH afterward.

3. On 12M3/2016 at 3:45 AM Surveyor #4
obsarved a registered nurse (Staff Member #15)
administer oral medications to a patient. S/he did
not perform HH prior fo or following '
administration, deapite numerous contacts with
the patient's skin.

ltem #2 Dietary Sanitation

Based on obsservation, the hospital failed to
implement policies and procedures to ensure
compliance with the Washington State Retall
Food Code (246-216 WAG) and the Federal Food
and Drug Administration.

tharmometers designed to measure food
temperatures properly. The Dietary Manager
educated the dletary staff on the proper use of
the food thermometers with an emphasis on
accurate insertion, The education was provided
during staff meetings with the use of verbal and
written communications

Person Responsible:
Dietary Manager

Monitoring

The bietary Manager will perform a minimum
of 30 random audits per month x 3 months to
ansure propar femperature moniteting. Any
deficiency will be promptly addressed. Results
of the audit will be reported in the monthly P
and guarterly MEC meetings.

3) The Infection Control Practitioner
reeducated the housekeeping staff on the
following procedures for proper cleaning of
patient care areas:

-Allowing for a 10-minute contact time when
using Virex 256 disinfectant solution,
LAvoldance of cross-contamination when using
cleaning brushes.

-Proper dusting procedures to avold patient
exposure.

-Maintaining possession of carts at all times.

Person Responsible:
Plant Operations Director

X# D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN DF GORRECTION (X8)
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A 749| Continued From page 50 A 749 Monitoring

Failure to follow best food practices places The Plant Operations Directar will perform

patients, staff, and visitors at risk for foodborne meonthly environmental rounds of the patient

illness. care units to monitor contact times, proper use

o , of cleaning brushes and dusting, and
Findings: malntenance of cleaning carts. Any deficiancies
_ will be promptly addressed during the
1. On 12/12/2018 between 11:00 AM and 12:15 anvironmental round. Resulis of the

PM Surveyor #i usad a chloting indicator test
paper to evaluate the chlorine concentration level
in the sanitizer bucket for in-use wiplng cloths.
The chlorine exceeded the tolerance limit of 200
parig-per-million (ppm}) for sanitizer.

anvironnmental rounds will be reported in the
monthly to EQC and P committees and
quarterly MEC meetings.

Reference: Washington State Retsil Food Code,
WAC 246-215-03339(2) (2009 FDA Food Code
3-304.14)

2. 0n 121212016 hetween 11:00 AM and 12:15
PM Surveyor #1 observed signs of algae growth
on the interior plastic panel of the ice machine
tccated In the main kitchen.

Referance: Washington State Retall Food Gode,
WAC 246-215-04606(5)d)(i)

Item #3 Housekeeping Cleaning

Based on observation, review of hospital's policy
and manufaciurer's instructions for use, the
hospital staff failed to follow procedures when
cleaning patient rooms.

Failure to follow manufacturer's instructions for
use and hospital polioes and procedures
increases the risk of infection/iliness to patienis,
staff and visitors.

Reference: Virex 1| 266 Diversey: "Apply use
solution to hard, non-porous environmental
surfaces. All surfaces must remain wet for 10
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A 740

Continued From page 51
minutes. Wipe surfaces and let alr dry."

Findings:

1. In review of hospital's policy and procedure
titled: "Dally Cleaning of Patient Area” (Revised
8/2016) stated in part I, "Take cart with you into
the room to clean. Cart should be within eyesight
at all times."

2. On 121132016 at 8:30 AM Surveyor #1
observed a housekeeper (Staff Member #21)
during a daily clean of a patient room, applied
"Wirex 256 disinfectant solutlen" on a patients
hand sink then proceeded to wipe it off with a dry
cloth. The housekeeper did not allow 10-minuie
contact ime as required per manufacturer's
instruction for use. .

3, On 12/13/2016 at 9:38 AM Surveyor #1
cbserved a housekeeper (Staff Member #22)
during & dally ciean of a patient room. The
sunveyoar obhservad the housekeeper use a brush
to ciean a shower floor after cleaning a toifet with
the same brush,

4. On 12/13/2016 at 9:45 AM Surveyor #1
observed a housekeeper (Staff Member #22)
during a daily clean of a pafient room. The
surveyor observed the housekeeper dusting a
light fixture over the patient's head while a patient
was sleeping, potentially exposing the patient {o
dust particles.

5. On 1213/2016 at 9:50 AM Surveyor #1
ohserved housekesper (Staff Member #21) enter
a patient room at the end of the hallway leaving
the housskeeping cart in the hallway unattended.

6. On 12152016 at 4:00 PM, Surveyor #1

AT49
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reviewed a facillty document titled, "Infection
Prevantion" the document provides a line list of
indicatars for 2016. One of the indicators
identified was Patient Room Cleaning with a
"Target" of success of B5% or better. For the

entire year of 2016, January through November,

na observations were made.
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K000 | INITIAL COMMENTS K 000 Upen complation of the survey, the CEO,
bl is | dFl COO/CNO, PIfRM Directot, and Plant
This reportIs the jesult of an unannounced Fre Operations Director reviewed the findings

and Life Safely re-cerdification survey conducted

at Casoads Behavioral Hospital an 121147218 hy and immediately formulated a corrective |

a representative of the Washinglon State Patrol, action plan, A monitoring plan was

Fira Protection Bureau. The siivey was implemented in order to ensure
sonducted In congert with the Washington Stafe compliance with the cotrective actions.
Deapariment of Health (DOH) health survey

teams,

Thiy facility bhas a tolal of 138 beds and at the lime
aof this survay the cansus was 107,

The existing secfion of the 2012 Life Safely Code
was used [y accordancs with 42 CFR 483.70.

The facllity Is & 4 story slructure of Type 1+t
vonstruction with exits to grads, The facllity Is
protacted by a Type 13 fire sprinkder system
{hroughout and an automatic fire afarm sysfem
with corridor smoke detection. All exits are to
grade with paved axli dischargos to the publle .
way.

The facliily {s not in compllance with tha 2012 Life
Safety Code as adaplted by the Centars for
Medloare & Medicald Services.

The surveyor was;

Conald L Wast
. Depuly State Fire Marshal
K 161 | NFPA 101 Bullding Gonstruotion Type atid Helght K161

Butilding Gonstriwtion Typa and Helght

LABORATORY DIRECTOR'S OR PROVIDER/GUPPHER REPRESENTATIVE'S SIGNATURE THILE (%5) DATE
)‘J\\"'M . Léo , 1+ 20. 2017

Any deficlanoy eiaternent ending with an daldrisk ) donotes & deficiency whioh lhe institulion may be excused from correcting providing It Is determinad that
olher snfequards provide suifichant pratection to the patisnis. (Sea Inslvalions,} Except for niralng hotmes, the findings stated above aro disclosable 00 days
foliowings the dale of survay whether or nat a pfan of cerrection Is provided, For nursing homes, the above findings and plans of correction are disdosable 14
days Following Ihie dale these docunsents are matle avallable fo fhe facllity, I deficlencies ar clted, an approved plan of corraclion Is regulstie ta contined

progeam particlpation.
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KAet Contmuad From page 1 K 181| K161 Corrective Actions

2012 EXISTING

Ruiliing construetion type and storles maets
Takle 19.1.6.1, unless otharwise permitted hy
19.1,6.2 through 19.1.8.¢

19.1.8.4, 18.1.6.6

CGonstruction Type
1 b (442),1332), 11222}  Any number of
storlea
. nan-sprirderad and
sprinklered
2 W One slory

non-gprinklered
' (aximum 3 starles
sprinklered

3 1§ (000 Not allowsd
non-sprinklared

4 HI{211)
sprinklersd

B IV (2HH)
8 Y (111)

Maximum 2 stories

7 (i {200) Not allowed
neh-aprinkiorad
8 V{000)
aprinkierad
Sprinklerad storles imust be sprinidered
throughout by ar. approved, supervised automatio
systam In accordanee with section 9.7, (See
19.3.8)

Give a bilef dessriplion, In REMARKS, of the
construction, the number of storles, including
hasements, floors on which patients ale localed,
{ocation of smoke or fire harriers and dates of
approval, Complete sieteh or attach smali floor

Maximum 1 story

‘plan of the bullding as approptlate,

This STANDARD is not met as evidenced hy:

The Plant Operations Director replaced
the noted ceiling tile in the Two West
solled nen room,

Person Responstble:
Plant Operations Pirector

Monitoring

On the monthly kasis, the Plant
Operations Director/dasignee will
conduct monthly environmental rounds
to assess for intact ceiling tiles. Any
damaged celling tiles will be promptly
remedied, Results of the environmental '
rounds will be reported in the monthly
Safety/EOC and Pl committee meetings.

| 1/12/17
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K 181 | Continved From page 2 K 181
Based upon obsarvations and staffinterviews on
121412016 between approximately 0800 and
1118 hours the facllity has falled to malniain fire
resistlve construction of the building capable of
resisling the passage of smoke and fire into ather
compariments, This could allow the toxic predust
of combustion to move out of & room and Into the
oxit accags cotridor and e smeke compariment
which would endanger tha residents, steff and/or
visitors within the facility,
Thé findings Include, but are not limited to;
1. On Two west by the soiled finen room there s
a celling tile in the corridor with 2 farge hole In it
The above was diacussed and acknowloedged by ‘ )
‘the Facllities director. K 291 Corrective Actions
K291 K201

NFPA 101 Emergency Lighting

Emergenay Lighting .
Emergancy ighling of at laast 4-1/2-hour durafion
is provided automatically In accordance with 7,9,
18.2.6.1, 18291

This STANDARD is not met as evidenced by:
Based upon obsetvations and staif inlsrviews on
12/14/2016 between approximataly 0800 and
1116 hotirs the fadility hias failed to maintain
records of testing for the emergency batlery
backup lighting. This could result in the failure of
the battery powered backup ighting in the event
of a power outage and 'snder the means of
sgress dark, This cobld result In tripping and fall
injuriea to residents, stalf and/or visitars,

The findings Include, but are not limlted to:

1. The emergancy egrass light In the Firs alarm

new batteries for the emergen
lighting. In addition, the Plant
Operations Director tested the

Person Raspanslble
Plant Operations Director

Maonitoring

committees.

The Plant Operations Director instalied I 1/11/17

emergancy egress lighting with
satisfactory performance documented.

Ona menthly and annual basls, the Plant;
Operations Director/designee will '
mornitor the testing of emergency egress !

fighting. Monitor results.will be reported
in the monthly Safety/EOC and PI

cy
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patel room fallad to function on battery back-tp
power.
i
The above was discussed and acknowledged by ¥ 311 Corrective Actions
the facilles director, !
K 311 | NFPA 101 Verfleal Openings - Enclosure K311| The Director of Plant Operatfons !

Varticat Openings - Enclosure
2012 EXISTING
Stallways, elevator shaits, light and ventilation
shafts, chutes, ahd other vertleal openings
batween floors are enclosed with conslruction
having 4 fire resistance rafing of at least 1 hour,
An atrlurn may be used In accordance with &6,
19,3.1.7 through 18.3.1.6
if ail vartical openings are proparly enalosed with
construstion providing at feast a-2-hour firg
raslstance ratlng, also chatk this
hox.
This STANDARD s not met as evidenced by
Basad upon ohservations and stafi Interviews on
12/14/2018 between approximately 0800 and
1115 hotirs the faclity has fallad to maintain
varfical opanings hetween floors with a
construgtion having a fira resistive rating of at
loast one hour, This could result In the passage
af toxde products of comizustion from one foor to
anathar which would endanger the residents, staff
andior visiors within the facllity.

The findings Include, bt are not lmited to:

1. The door ta tha stalrwsll by room #3671 has
peen damagad and does nof seal fight {o the
frame.

The shove was discussed and acknowledged by
the facilities director.

submitted a capital equipment request to
replace the stalrwell door, The capital

requast was approved and sent to the 1 '
contractor on 1/17/2017, Door 1/17/17
replacement is scheduled for 2/17/1.7. 2017417

The Plant Operations Dirgctor tralned
hospital staff on the proper latching of
the door. A positive closure test will be |
performed weekly until door s replaced. |
If any issues are Identified during testing,
interim life safety measures wlil be
Immediately Implemented.

Person Responsible:
Plant Operations Director

Manitor
In addition to the above monitoring, the |
Plant Operatlons Director/designee will ls
test all rated doors for proper closure and |
damage an a semi-annual basis. I
Monitoring results will be reported semi-
annually to the Safety/EOC and PI
maetings. If any interim life safety
measures are used, the measures will be
reported monthly to the Safety/EQC and
PI meetings until resolved.
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MEDICARE HOSPITAL COMPLAINT SURVEY

This Medicare hospital complaint survey was
conducted on the following dates: 12/12-16/2016
and 12/19-21/2016 by Washington Siate
Depariment of Health surveyors: Paul Kondrat,
RN, MN, MHA; Elizabeth Gordon, RN, MN;
Valerie Walsh RN, MS: Alex Giel, REHS, PHA
and Joy Williams, RN, BSN.

The Fire Life Safety (F/L/S) Inspection was
conducted on 12/14/2016 by Washington State
Patrel Deputy Fire Marshal Donald West (See
FAL/S inspection report).

Surveyors assessed jssues related to the
foliowing MEDICARE complaints: #69120,
#60303: #70129; #70130; #7013 1; #70133; and
#70138.

During the course of this survey, the DOH
surveyors determined that there was a high risk
of serious harm, Injury, and death due to the
extent of deficlencies. This resulted In ohe finding
of MMEDIATE JEOPARDY in the following area:

Fallure to provide sufficient pharmaceutical
services to meet the scope, complexity, and
needs of the patients served.

The hospital initiated corrective actions on
12/20/2016 but surveyors were unable to verify
the plan's implementation developed by the .
hospital for the IMMEDIATE JEOPARDY and the
state of IMMEDIATE JEOPARDY remained In
place at the time of survey team exit.

Removal of the state of IMMEDIATE JEQPARDY

admission that the citations are true or that the
hospltal violated the rules,

(\ooo: Rasponse to Medicare Hospital
Complaint Survey

As noted, an action plan was submitted and
accepted in response to the immediate
ieopardy finding, Corrective actions Included:
-Analysis and reduction of overrides in the
medication dispensing devices;

LPharmacy staffing increases;

-Physician order requirements for overrides;
LTwo nurse verification for overrides;
LAfter-hour pharmacist verification process
ravislon;

-Pharmacy policy revision relatlve to overrides
and home medications,

(%4) 1D SUMMARY STATEMENT OF DIEFICIENCIES ) PROVIDER'S PLAN CF CORRECTION
PREFIX {EAGH DEFIGIENGY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE AGTION SHOULD 8E W;kfg"’“
TAG OR LSC IDENFIFYING INFORMATIGN) TAG CHOSS-REFERENCED TO THE APFROPRIATE
DEFIGIENCY)
A 000[ INITIAL COMMENTS A 000 Submission of this plan of correction is notan | 2/10/17

TITLE (X8 DATE

| ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE

Maetaal /{ AL

CEO \. 20, 20177

Any daficlency elatSmant anding wih Sretariok {*) ¢anotes a deficiency which fe Institution may be excusaed from correcling providing it Is delermined that-cther safaguards provide
sufficien! protegtion 10 ha patients . ($aw instrustions.) Excapt for nursing homes, the findings stated above are dlsclozabln 90 days follawing the dole of survey whelher ar nol a plon of
correotion s provided. For nursing homes, the above findings-ond plens of corraction are disclosuble 14 days fallewing the dale Ihese dacuments are mads avallable lo Iba faclily. If

duficlencles are ciled, an approved plan of corraction |s raquisile to conlinued program participation.
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Continued From page 1

was verified on a revisit on 12/20/2016 at 12:30
PM by Paut Kondrat, RN, MN, MHA and Joy
Williams, RN, BSN.

Cascade Behavioral Hospital is NOT IN
COMPLIANCE with Medicare Hospital Conditions
of Participation:

42 CFR 482,12 Govemning Body

42 GFR 482.13 Patient Rights

42 CFR 482.21 Quality Assessment and
Performance Improvement

42 CFR 482.25 Pharmaceutical Services
42 CFR 482 .41 Physical Enviranment

Sheli# 27QV11
482.12 GQVERNING BODY

There must be an effective governing body that Is .

legally responsible for the conduct of the hospital,
If & hospital does not have an organized
governing body, the persons lagally responsible
for the conduct of the hospital must carry out the
funclions speclfied in this part that pertain to the
governing hody ...

This Condition is not met as evidenced by:

Based on observation, interviews, and document
reviews, the hospilal failed to meet the
requiraments at 42 CFR 482.12 Condition of
Particlpation for Governing Body.

Failure to meet patient rights, quality assessment
and performance improvement, pharmaceutical
services and physical environment requiremants

A 000

A 043

Upon completion of the survey, the CEQ,
fviedical Director, COO/CNQ, Governing Board
members, and PI/RM Director reviewed the
hdlngs and began formulation of the Plan of
orrection. The Governing Board delegated
esponsibility of ensuring completion of all
orrective actions to the CEQ, The CEO is
responsible for reporting the results of the
corrective actlons and use of monitering
systems to the Governing Board.

See AO0115, A0263, A0490, A0700

2/10/17
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Continued From page 2
risks an unsafe heallhcare environment for
patients, visilors, and staff.

Findings:

1. The Governing Body falled to effactively
menage the functioning of the hospital to protect
patients from harm as evidenced by the
IMMEDIATE JECPARDY condition identified on
12/20/2016 for faiture to provide sufficient
pharmaceutical services to meet the scope,
complexity, and needs of the patients served.

2. Failure to provide oversight of the Performance
Improvement Program deiegated to the Medical
Staff,

3. Faiture to protect and promete each patient ' s
rights.

4. Faliure to maintain the condition of thephysical
plant and the overall hospital environment of
care.

Due 1o the scope and severity of deficiencies
detailed under 42 CFR 482.13 Condition of
Participation for Patient Rights; 42 CFR 482.21
Condition of Parlicipation for Qualily Assessment
and Performance improvement; 42 CFR 482.25
Pharmaceutical Services; and 42 CFR 482.41
Condition of Parlicipation for Physical
Erwvironment, the Condition of Participation for
Governing Body was NOT MET.

Cross-Reference: Tags A0118, AD263, A0400,
AQ700

482.12(6)(1) CONTRACTED SERVICES

The governing body must ensure that the

A Q43

A 084

FORM CMS-2687(02-08) Previous Versions Obsolete

270V

[facntinuatlon sheet Page 3 of 63




Prited.  01/09/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVELD
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/GLIA {2} MULTIPLE GONSTRUCTION : (X3} DATE SURVEY
AND PLAN OF GORREGTION {DENTIFIGATION NUMBER: A BUILDING COMPLETED
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
CASCADE BEHAVIORAL HOSPITAL 12844 MILITARY ROAD SOUTH
TUKWILA, WA 58168
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION E)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE AGTION SHOULD BE COM;’ALTEEON
TAG OR LEC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE
. DEFICIENGY)
A 084 Continued From page 3 © A 084 |A084 Corrective Actlons: 2/10/17
services performed under a contract are provided 1. The department heads responsibie for
in & safe and effectlve manner, contracts evaluated all contracted patient |

care services and submitted those
evaluations to the Medical Executive
Committee for review and approval.
2. The PI/RM Director revised the QAP
process for contract evaluation as:
a. The PI/RM Diractor will calendar

This Standard is not met as evidenced by:

Based on interview and review of hospital
documents, the hospital failed to ensure that its
quality assurance and performance improvemerit

{QAPI) processes included a systematic review of ::::lx : :St es to ensure
contracted patient care services, b. The Department Head
. rasponsible for oversight of the

Failure to develop a procass 1o overses the contracted clinlcal service will

performance of all contracted patient care review the contract and

services places patients at risk for provision of complete the evaluation.

improper or inadequate care and adverse patient c.  Ifthere are service concerns, the

outcomes. Department Head will discuss
those concerns with the clinlcal

Findings: contracted service and devalop a
plan of improvement in order to

On 12/20/2016 at 9:00 AM, during a discussion of ensure patient care needs are

the hospital's quality program with Director of met,

Risk and Quality {(Staff Member #12), Surveyor d.  Annually, alt evaluations for

#2 reviewed the hospital's process for evaluating contracted clinlcal services will

ihe performance of contracted health services. In be forwarded to the Medical

reviewlng the contracted services documents, Executlve Committee for review.

Surveyor #2 found there was no evidence that the

following contracted services had ever been Respansible Person:

formally reviewed as part of the QAP program for PI/RM Director

quality of services provided:
Monitor

On an annual basis, the PI/RM Director will present
the list of contracted patient care services with
completed evaluations by the assigned department
head in tha MEC meeating, The evaluations will
include any service concerns with related plan of
Improvement. Committes minutes will reflect the

’ review and any actions taken on patient care
A 115| 482.13 PATIENT RIGHTS A 115 pontracts,

-Universal Hospltal - R&M Equip, Biomed
-Advanced Pharmaceutical - Pharmacy Services
-Dietician Services

-Highline Physical Therapy - Physical Therapy
~Northwast Healthcare - Linen Services

A hospital must protect and promote each
patient's rights.
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