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. 1. Awritten PLAN OF CORRECTION is
STATE LICENSING SURVEY required for each deficiency listed on the
Statement of Deficiencias.
The Washington Stata Department of Health
{DOH) in accordance with Washington 2. EACH plan of correction statemeant
Administrative Code (WAC), Chapter 245-322 musi include the following:
Private Psychiatric and Alcaholism Hospitals,
conducted this health and safety survey. The regulation number andfor the tag
number.
On site dates: 09/05/23 - 09/07/23
HOW the deficiency will be corrected.
Examination number: 2023-602
WHO is responsible for making the
The survey was conducted by: cotrection.
Surveyor #2 WHAT will be done to prevent
Surveyor #4 reoccurrence and how you wilt monitor for
Surveyor #9 continued compliance; and
The Washington Fire Protection Bureau WHEN the corraction will be completed.
conducted the fire life safely inspection. See shell
F7HS11. 3, Your PLAN OF CORRECTION must be
returned within 10 calendar days from the
date you raceive the Statement of
Deficiencies. The Plan of Correclion is
due an 09/28/23.
4. Sign and return the Statement of
Dsficiencies and Plans of Correction via
email as directed in the cover letter.
L 318 322.035.1C POLICIES-TREATMENT L 315
WAC 246-322-035 Policies and
Procedures. {1) The licensee shall
develop and implement the following
written policies and procedures
gonsistent with this chapler and
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services provided: {¢) Providing

or arranging for the care and

{reatment of patients;

This Washington Administrative Code is not met
as evidenced by:

item #1 Nutritional consults

Based on interview, document review, and review
of hospital policies and procedures, the hospitat
failed to ensure that palients at risk received a
nutritional consuit with a dietician for evatuation of
nutritional deficiencies for 3 of 4 patienis
reviewed (Patient #901, #3802 and #303).

Failure to properly screen and initiate a nutritional
consuit may lead to poor nuldtion and poor health
outcomes.

Findings included;

1. Document review of the hospital's poficy and
procedure titled, "Nutritional
Screening/Assessment,” PolicyStat 1D 13428390,
tast approved 05/23, showed the following;

a. The nursing assessment contains guestions
that wilt identify patients at risk for malnutrition or
nutritional deflciencies.

b. Upon scraening, if the RN determines the
patient's nutrition screen is positive, the
Registered Pietitian will be notified.

¢. The dietician wilt document assessment and
recommendations in the nufrition consult form
and notify the physician of any recommendation
in & timely manner.

Document review of the nursing admission
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assessment form showed a nudritionat screan is
to be completed on admission with 11 boxes with
identified risk factors. These include eating habits
which may be indicative of an eating disorder
such as binging or purging, decreased appetite or
poor oral intake, unintentional weight loss, BMI
>36 and BMI <19. if any of these risk factors are
prasent, the box is checked, and a nutritional
consult should be obtained. There is an additional
box to check when the diefitian notification
process is completed.

2. On 09/05/23 batwesn 10:00 AM and 11:30 AM,
Surveyar #2, Survayor #9 and Direcior of Risk
(Staff #901) reviewed the medical records of
Patfient #901 who was a 14 year old admitted on
08/30/23 with a diagnosis of Suicidal Ideation.
There was a provider order for anorexic
pracautions. The nursing admission assessment
showed one risk factor box (eating
habitsibehaviors which may be indicative of an
eating disorder) was checked. There was a note
written by the RN that stated that semetimes the
patient doesn't eat or somelimes eats 50 much
that they vomit. The Surveyor found no evidence
that a nutritional consult had been completed for
this patient.

3, At the time of the observation, Staff #901
verified thaf there was no nuiritional consult
completed for this patient.

4. On 05/05/23 between 11:30 AM and 12:50 PM,
Surveyor #2, Surveyor #9 and Director of Risk
(Siaff #901) reviewed the medical record of
Patient #8902 who was a 17 year ofd admitted on
08/29/23 with a diagnosis of Bipolar Disorder with
a sulcide aftempt. The nursing admission
assassment showed 2 risk factor boxes
(decreased appetite and unintentional weight
State Form 2567
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change of 10 Ibs, over the last 3 months) were
checked. The Surveyor found no evidence that a
nutriional consult had been completed for this
patient.

5. At the time of the observation, Staff #301
verified that there was ne nukritional consult
complsted for this patient.

6. On 09/05/23 between 2:25 PM and 3:40 PM,
Surveyor #9 and Director of Risk {Staff #901)
reviewed the medical record of Patient #303 who
was a 34 year old female admitted on 08/02/23
with a diagnosis of Acute Psychosis, Bipolar
Disorder, and Polysubstance Use and a medical
diagnosis of Diabetes. The nursing admission
assessment showed the patient had a BMI of 40
(an indicator for a nutiitional consult). The
Surveyor found no evidence that a nutritional
consult had been completed for this patient.

7. At the time of the observation, Staff #9041
verified that thete was no nutritional consuit
completed for this patient,

item#2 Patient orientation

Based on interview, document review, and review
of hospital policies and procedures, the hospital
failad to ensure that patients were oriented to the
unit during admission for 2 of 3 medical records
reviewed (Patient #201 and #203),

Failure to orient a patient to their environment
places the patient at risk for a decreased level of
understanding and safety and increased anxiety.

Findings included:

1. Document review of the hospital's policy and

State Form 2567
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procedure titled, "Format and Content of the
Record,” PolicyStat 1D #13942273, last approved
07/23, showed nursing assessment will be
completed by the Registered Nurse (RN} within 8
hours of admission.

2. Interview of Chief of Compliance/Director of
Rigk {Staff #201) stated that the expectation is all
areas of the nursing assessment form are {o be
completed when patients are admitted to the unit,
including the patient orientation section. The
patient orientation section addresses orientation
to the unitfroom, handbook, phonefvisitation,
identification photo taken, identification bracelst
placed on the patient, unit
rulesfroutines/schedules, instruction to report
safety concernsfissues for self/cthers fo staff,
patient rights, and information provided, and
policy on parsonal belonging.

3. On 09/05/23 hetween 10:00 AM and 12:50 PM
Surveyor #2, Surveyor #8, and the Chief
Compliance Officer/Director of Risk (Staff #201)
reviewed the medical records of Patient #2061 and
#203. The review showed the following:

a. Pafient #201 was a 14-year-old female
admitied on 08/30/23 following a suicide attempt.
The patient orientation section for Patient #201
was blank/not addressed.

b. Patient #203 was a 34-year-old female
admitted on 08/02/23 for freatment of acute
psychosis, schizoaffective disorder, bipolar type,
and polysubstance abuse. The palient origntation
saction for Patient #203 was blank/not
addressed.

4. At the time of the review, Staff #201 verified
the missing patlent orientation documentation.
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£.380 322-035.1R POLICIES-PATIENT TRANSFER 1.390

WAC 246-322-035 Policies and

Procedures. (1) The licensee shall

develop and impfement the following

written policies and procedures

consistent with this chapter and

services provided: (r) Transferring

patients to other health care

facilities or agencies;

This Washington Adminisirative Code is not met
as evidenced by:

Based on interview, record review, and review of
hospital policies and procedures, the hospital
failed to ensure that staff implemented its policies
and procedures when patients experienced a
change in condition that raquired a transfer to an
acute care hospital for smergency medical
treatment for 3 of 3 patients reviewed {Patient
#2207, #208, and #209).

Failure of the hospital {o ensure that staff followed
the policles and pracedures when fransferring
patients requiring emergency medical care places
the patients at risk for serious physical and
psychological harm or death.

Findings included:

1. Dosument review of the hospitai's policy and
procedure litled, "Minor Emeargency Traatment,”
PolicyStat 1D #10520890, last approved 16/21,
showed the following:

a. The RN assesses the minor smergency
including injuriesfilinesses not severe enough to

Slate Fora 2567
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warrant adimission to a hospital but requiring
evaluation or treatment on an immediate basis or
at least within the next faw hours and that is
beyand the capabilities of this facility.

b, The Lead Nurse nolifies; the Altending or
Physician on call, the Chief Nursing Officer
{CNO) or designee House Supervisor or Unit
Menager, the House Supervisor notifies the
Administrator on Call (AOC} on evenings, nights
or weekends, and parent or legal guardian if the
patient is a minor.

¢. The physician will give the order for appropriate
disposition and method of transportation.

d. The nurse calls the Emergency Department
(ED), gives repori to nuise,

e. Staff is to send a copy of the foltowing forms
with the staff that will accompany the patient to
the ED: face-sheet, admission psychiatric
assessment, medical history and physician,
medication administration record, laboratory
reporis, certificate of patient transter, certification
of medical necessity for ambulance transfer,
progress notes, and involuntary treaiment act
(ITA} detention documentation {specificaliy 1T-10).

f. When the patient is returned to Inland
Northwest Behavioral Health, the MD and family
are notified of the outcomse of the transfer to the
Hospital.

2. On 09/06/23 between 2:45 PM and 3:50 PM,
Surveyor #2, Surveyor #9, and the Director of
Quality (Staff #202) reviewed the madical records
for 3 patients who had been transferred to an
Emeargency Room: for treatment far changes in
condition. The review showed the following:

State Form 2567
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a, On 08/08/23, Patient #207 was transferred to
an ED for treatment of chest pain. Surveyor #2
was unable fo find evidence of the nurse
contacting the transferring facility to give repart to
a RN and no evidence of staff accompanying the
patient to the ED,

b, On 08/07/23, Patient #208 was transferrad to
an ED for reatment of seizure-like activity.
Surveyor #2 was unable to find evidencs of the
nurse contacting the fransfarring facility to give
report to a RN, no evidence of staff
accompanying the patient, and no family
nolification of the outcome of the transfer.

c. On 08/26/23, Patient #209 was transferred to
an ED for treatment for a laceration. Surveyor #2
was unable to find evidence of a physician order
for transfer and no family notification of the
outcome of the transfer.

3. At ihe time of the review, Staff #202 verified
that the medical record did not contain evidence
of the reguired elements of patient fransfer.

L 415 322.035.2 P&P-ANNUAL REVIEW L 415

WAC 246-322-035 Policies and

Procedures. (2) The licensee shall

review and update the policies and

procedures annually or more often as

neaded.

This Washington Administrative Code is not met
as evidenced by

Based on record review and interview, the
hospital failed to ensure that required poticies and

State Form 2567
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procedures were reviewed and updated annually.

Failure to review and update policies annually
prevents the facility from operating with
up-to-date policies and procedures which could
risk patient and staff safety.

Findings included;

1. Document review of the hospital's policy and
procedure titled, "Policy Development and Review
Process," PolicyStat ID 11746188, last approved
06/22, showed that policies and procedures wilt
be reviewed on an annual basis at a minimum,

2. Record review of the foliowing policies showed
that the hospital did not review all policies on an
annual basis as required, including the following:

a. Hand Hygiena, PolicyStat 1D 11612029, last
approved 06/22.

b. Discharge Pracess, PolicyStat ID 10494850,
tast approved 06/22.

¢. Conducting a Root Cause Analysis, Policy Stat
I 116681060, last approved 06/22,

d. Medication - Patient Consent, PolicyStat ID
10530113, last approved 12/21.

e. Admission of Patients, PolicyStat [D 11681058,
last approved 06/22,

f. Patient's Rights and Responsibilities, PolicyStat
ID 11612024, last approved 06/22,

9. AbusefNeglect Reporting, Policy Stat 1D
10391605, last approved 05/22.

L4185

State Form 2587

STATE FORM

chsy

F7HI11

i

continuation shaet 9 of 52




PRINTED: 09/18/2023

FORM APPROVED
State of Washinglon
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUGTION (®3) DATE SURVEY
AND PLAN OF CGRRECTION IDENTIFICATICN NUMBER: A, BLILDING: COMPLETED
013250 B WING 09/07/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
104 W 5TH AVE
INLAND NORTHWEST BEHAVIORAL HEALTH
SPOKANE, WA 99204
(44} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIY {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
L4168} Continued From page 9 L415

h. Emergency Medical Trealment, Policy Stat 1D
10520807, last approved 12/21.

i. Departmental Responsibility for Infection
Prevenlion and Control, PolicyStat ID 10893044,
last approved 12/21.

J- Patient Elopement, PolicyStat ID 40529983, last
approved 12/21.

k. Patlent Death Suicide, PolicyStat ID,
10528853, iast approved 12/21,

i. Patient Belongings, PolicyStat ID 12054438,
last approved 07/22.

m. Clinical Research, PolicyStat ID 11611965,
last approved 06/22,

n. Food Services for Patients on a Therapeutic
Diet, PolicyStat ID 10530107, last approved
1221,

0. Nursing Charling Requirements, PolicyStat 1D
10687647, last approved 12/21.

p. Treatment Planning, PolicyStat iD 10503953,
last approved 05/22,

g. Glucometer, PolicyStat ID 10530082, last
approved 12/21.

1. Nursing Supplies and Equipment Inspection,
PolicyStat 1D 105208186, last approved 12/21.

5. Plan for Provision of Care Scope of Services,
PolicyStat 1D 10495146, last approvad 06/22,

t. Patient Observation Policy, PolicyStat D
11899584, last approved 06/22.
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3. On 09/06/23 at 8:30 AM, Surveyor #9
interviewed Director of Quality (Stalf #902)
regarding annual policy updates. Staff #9302
verified the policies that were not current and
stated that they are working on them,

322-050.6i OCRIENTATION-APPROP TRAINING

WAC 246-322-050 Staff. The licensee

shall: (6) Provide and document

crientation and appropriate training

for alt staff, including: {i)

Appropriate training for expected

duties

This Washington Adminisirative Code is not met
as evidenced hy:

Based on record review and interview, the
hospital failed to ensure that new staff were
oriented with apprapriate training for expected
duties for 1 of 11 staff (Staff #407).

Failure to arient staff with appropriate training for
axpected duties places patients at risk for
inadequate care.

Findings included:

1. Record review of the hospital's policy titled,

“Staff Orientation and Tralning Plan," PolicyStat
ID 12524288, approved 10/13/22, showed that all
staff wilf be oriented to the general standards,
organization, and process of the hospital within
the first 30 days of hire.

2. On 0B/07/23 at 9:30 AM, Surveyor #4 reviewed
personnel files with the HR Generalist (Staff

L415

L 585
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#408). Record review of the personnel files for 11
staff showed that a mental health technician
{Staff #407} had no documented employee
records for orientation to the hospital for the unit
they worked in.

3. At the time of the review, Staff #4086 confirmed
that the employee file for Staff #407 was missing
documentation of orieniation.

L 615 322-050.0A TB-MANTOUX TEST L6115

WAC 246-322-050 Staff. The licensee
shail: (9) In addition to following

WISHA requirernents, protect patients
from tuberculesis by requiring each
staif person to have upon employment
or starting service, and each year
thereafer during the individuai's
assacigtion with the hospital: (a) A
tuberculin skin test by the Mantoux
method, unless ihe staff person: {j)
Documents a previous positive Mantoux
skin test, which is ten or more
mitlimefers of induration read at
forty-eight to seventy-two hours; (ii)
Documents maeting the requirements of
this subsection within {he six months
preceding the date of employment; or
{iii) Provides a written waiver from

the department or authorized local
health depariment stating the Mantoux
skin test presents a hazard to the

staff person's health;

This Washington Administrative Code is not met
as evidenced by:

Based on record review and interview, the

State Form 2567
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hospital failed to ensure that staff received
baseline screening and testing for tuberculosis for
3 of 11 personnel files reviewed (Staff #403,
#404, and #405).

Failure to screen and test staff prior to their start
of work risks palient and staff exposure to
tuberculosis infection.

Findings included:

1. Record review of the hospital's policy titled,
"Tuberculosis (TB) Screening and Airborne
Pathogen Exposure Plan, 300.04," PolicyStat ID
13469569, last approved 05/08/23, showed that
staff will receive a purified profein darivative
(PPD) test for TB, chest x-ray depending on test
results or prior history of TB vaccination or testing
and questionnaire within the first two weeks of
hire. The infection prevention and control nurse
will document these results.

2. On 09/07/23 at 9:30 AM), Surveyor #4 reviewed
personnel flles with the HR Generalist { Staff
#406). Record review of the personne! files for 11
staif showed that an environmental services
technician (Staff #403), a licensed social worker
(Staff #404), and a registered nurse {Staff #405)
had no documented employee health records for
tubereulosis screening or lesting prior o hire.

3. At the time of the review, Staff #406 confirmed
that the employee files for these slaff were
missing documentation of T8 testing or
screening.

L720 322-100.1G INFECT CONTROL-PRECAUTION L7206
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WAC 246-322-100 Infection Control,

The licensee shall: (1) Establish and

implement an effective hospital-wide

infection confrol pragram, which

inciudes at a minimum: (g) [dentifying

specific precautions to prevent

transmission of Infections;

This Washington Administrative Code is not maf
as evidenced by:

Based on interview and document review, the
hospital failed to implemnent an effective
respiratory protection program that ensures
appropriate staff are it tested to use an N-85
respirator prior to working when respiraiory
precautions are required for 11 of 11 staff
reviewed (Staff #403, #404, #1405, #407, #408,
#4090, #410, #411, #412, 413 and #414).

Fatlure to identify and fit test appropriate staff
required to use N-85 respirators priar to use
places staff at risk of improper use of PPE and
places staff, patients, and visilors at risk of
exposure to pathogens,

Reference: CDC Morbidity and Mortality Weekly
Report (MMWR) Respiratory-Protection Program
showed that OSHA requires health-care setlings
in which HCWs use respiratory profection fo
develop, implement, and maintain a
respiratory-protection program. All HCWs who
use respiratory protection should be included in
the program.

Reference: CDC Morbidily and Mortalily Weekly
Report (MMWR) showed fi testing provides a
means to determine which respirator mede! and
size fits the wearer best and to confirm that the
weaarer can don the respirator properly to achieve
a good fit.

Slate Fonn 2587
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Findings included:

1. Document review of the hospital's policy, "N-85
Fit Testing, 300.80," PolicyStat ID 1612111, last
approvad 06/30/22, showed that the facility shall
define and implement an N-85 test fitling policy
based on the hospilal's infection cantral plan. The
fit testing policy provided did not identify who
specifically neaded fit testing and how often fit
testing should ccour.

2. On 09/07/23 at 9:30 AM, Surveyor #4 reviewed
personnel files with the HR Generalist { Staff
#406). Record review of the personnel files for 11
staff showed that an environmental services
technician (Staff #403), a social worker {(Staff
#404), three registered nurses (Staff #405, #410,
and #411), twoe mental heafth technicians (Staff
#407 and #412), a dietary cook (Staff #408), a
dietician (Staff #4089}, a licensed practical nurse
(Staff #413} and a recreational therapist { Staff
#414) ail had no documentation of being fit
tested,

3. At the time of the review, Staff #406 confirmed
that the employee files were missing
documentation of any fit testing. The surveyor
then interviewed the Infection Prevention and
Control Nurse (Staff #415) regarding the facility's
fit testing. Staff #4165 stated that the hospital was
behind on fit testing due to testing staff being out
on leave,

L 805 322-120,6A WATER-BACKFLOW L 805

WAC 246-322-120 Physical Environment.
The licensee shall; (8) Provide an

State Form 26687
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adequate supply of hot and cold
running water under pressure meeting
the standards in chaplers 246-290 and
248-291 WAC, with: (a) Devices to
prevent back-flow into the potahle
water supply system;
This Washington Administrative Code is not met
as svidenced by:
Based on observation, interview, and review of
manufacturer's instructions for use, the hospital
failed to maintain the ice machine drain line
according to manufacturer's instructions.
Failure to maintain ice machine drain lines
proparly risks backilow contamination of the
water and ice supply.
Findings included:
1. Document review of the Follett Symphony Plus
ice machine manufacturer's instructions for use
showed drain lines af a minimum should be
sloped ¥ inch per foot,
2. On 09/05/23 at 10:00 AM, Surveyor #4
inspected the nourishment room on 3-East in the
patient care unit with the Director of Plant
Services (Staff #401). The Surveyor observed the
countertap Follett Sympheny Plus ice machine
with & drain line that was not sloping downward
as required in the saction of drain line that routed
through the lowar cabinets.
3. The Surveyor interviewed Staff #401 regarding
the ice machine drain line. Staff #4014 confirmed
the drain line should he sioping downward for the
entire length of the Hine and had not been
corrected.
State Form 2567
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4, The Surveyor and Staff #401 then chacked all
the remaining nowrishment rooms in the facility
(3-West, 2-East and 2-Wesl). The ice machinaes'
draint lines were correctly sloped in all the other
nourishment rooms.

THIS IS A REPEAT CITATION, PREVIOUSLY
CITED ON 09/27/22.

322-170.2B TREATMENT PLAN-INITIAL

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

tor {(h) An initial treatment plan upon
admission incorporaling any advanced
directives of the patient;

This Washington Administrative Code is not met
as evidenced by:

Based on interview, document review, and review
of palicy and procedure, the hospital failed ta
ensure that staff members created an initial
treatment plan that included psychialric and
madical problems for 4 of 5 patients reviewed
(Patient #801, #802, #9504, and #905),

Fallure to ensure the development of an initial
treatment plan for behavioral and medical
problems puts patients at risk for physical and
mental harm, inconsistent, and delayed
freatment.

Findings included:

L 805

L1050
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1. Document review of the hospital's policy and
procedure fitled, "Plan for Provision of
Care-Scope of Services,” PolicyStat ID
10495145, last approved 06/22, showed the
following:

a. Anursing assessment will be compieted by a
registered nurse within 8 hours of admission and
includes the patient's physicai/mental health.

b. The nurse initiates the preliminary treatment
ptan based on the findings of the preadmission
and nursing assessments.

c. Medical as well as mental health concerns are
addressed on {he trealmend plan,

2. On 09/05/23 betwesn 10:00 AM and 11:30 AM,
Surveyor #2, Surveyor #9, and Diractor of Risk
{Slaff #801) reviewed the medical record of
Patient #801 who was a 14 year old admitied on
0B/30/23 with a diagnosis of Suicidal ideation.
Tha patient had risk facters for Anorexia and was
placed on anorexia precautions by the provider.
The medical problem section of the treatment
plan was blank. Surveyor #9 found no evidence of
an initial treatment plan that included nuthtionsal
issues or Anorexia,

3. At the time of the review, Staff #9017 verified
that there was no initial treatment plan for
nutritional issues or anorexia,

4, On 03/05/23 between 11:30 AM and 12:50 PM,
Surveyor #2, Surveyor #9, and Director of Risk
{Staff #301) reviewed the medical record of
Paiient #9202 who was a 17 year old admitted on
08729123 with a diagnosis of Bipolar Disorder with
a suicide attemnpt and a medical diagnosis of .
Endometriosis and Migraines, The medical
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problem section of the treatment plan was
checked as none. Surveyor #9 found no evidence
of an initial treatment plan for Endemetriosis or
Migraines.

5. At the time of the review, Staff #2801 verified
that there was no initial treatment plan for
Endometriesis or Migraines.

8. On 09/056/23 between 9:.40 AM and 11:30 AM,
Surveyor #2, Surveyor #9, and Director of Risk
(Staff #901) and Director of Nursing { Staff #903)
reviewed the medical record of Patient #904 who
was admitted on 07/27/23 with a psychiatric
diagnosis of Schizophrenia and a medical
diagnosis of Diabetes. The medical problem
section of the freatment plan was blank. The
initial freatment plan was signed by a registered
nurse on 08/01/23 {a period of § days after
admission).

7. At the time of the review, Staff #0903 verified
that there was no initial treatment plan for
Diabates, and they would expect lo see one.

8. On 09/06/23 between 9240 AM and 11:30 AM,
Surveyor #2, Surveyor #9, and Director of Risk
(Staif #201) and Director of Quality (Staff #802)
reviewed the medical record of Patient #905 who
was admitted on 07/13/23 with a psychiatric
diagnosis of Schizoaffective Disorder and Severe
Alcoho! Dependence. The initial treatment plan
was complately blank with no nurse signature.

9. At the time of the review, Staff #902 verified
that the initial treatment plan was completely
blank,

State Form 2567

STATE FORM Gasa F7HAM If contnualion shest 19 of 82




PRINTED: 09/1B/2023

FORM APPROVED
State of Washington
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AMND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED
013250 8. WING 09/07/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
104 W 6TH AVE
NL ES HAVIORAL LTH
INLAND NORTHWEST BE HEA SPOKANE, WA 99204
X4 1D SUMRARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION. %5}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED &Y FULL PREFIX (FACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
11086 | Continued From page 19 L1085
L1065 322-170.2E TREATMENT PLAN-COMPREHENS L1065

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

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

and other agencles; {ii) Reviewed and
modified by a mental health
professional as indicated by the
patient's clinical condition; (i)
interpreted to staff, patient, and,

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

This Washington Administrative Code is not met
as evidenced hy:

Based on interview and decument review, the
hospltal failed to ensure that staff developed and
implemented an interdisciplinary comprehensive
treatment plan for all patients that included
behavioral and medical problems, with
individualized patient-specific interventions, as
demonstrated by 4 of 4 records reviewed for
patients with medical problems at the time of
admission {Palient's #201, #202, #203, and
#204).

Failure to develop and implement an
interdisciplinary treatment plan for behavioral ang
medical problems places the patients at risk for
inappropriate, inconsistent, and delayed care,
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creating the polential for negative patient
outcomes, harm, or death,

Findings included:

1. Document review of the hospital's policy titled,
"Treatment Planning," PolicyStat 1D #10503953,
last approved 05/22, showed the following:

a. The Master Treatment Flan (MTP) will be
completed within 72 howrs of admission following
completion of the individual assessments
including the nursing assessment, initial
psychiairic assessment, medicat history and
physical, and the psychosocial assessment.

b. The MTP is updated at least once a week or
sooner if warranted by clinical changes in
condition or other factors including new onset
madical issues, alternative programing, etc.

c. The History and Physical as well as initial
nursing assessments will guide the psychiatric
provider in identifying medical problems to be
included in the MTP.

d. Each medical problern will be identified by a
lefter and link to a specific medical individual
Treatment Plan {I TP}

e. Each problem will be identified as active,
chronic/stable, deferred, or resolved.

2. On 09/05/23 between 10:00 AM and 12:50 PM
Surveyor #2, Surveyor #9, and the Chief
Compliance Officer/Director of Risk {Staff #201)
reviewed the medical records of Patlent #201,
#202, and #203. The review showead the
following:
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a, Patient #201 was a 14-year-old female
admitied on 08/30/23 following a suicide attempt.
Patient #201 had a provider order placed for
anorexic precautions an 08/30/23. The Master
Treatment Plan completed on 09/01/23 that is
used to identify initial medical diagnosis stated,
"no acute conditions.” The Master Treatment Plan
subsection for chronic/stable medical problems
was blank, The Master Treatment Plan did not
inciude a medical problem of anorexia identified
with a specific treatment plan,

b. Patient #202 was a 17-year-old fermale
admitted on 08/29/23 following a suicide attempt,
Patient #202 had a Master Treatment Plan
completed on 08/30/23 which Included the
medical diagnoses of endometriosis, migraines,
and fainting due to unknown causes. The Master
Treatment Plan subsection for chronic/stable
medical problems was blank, The Master
Treatment plan did not include a medical problem
of endemetriosis, migraines, or fainting due to
unknown causes with a specific treatment plan.

¢. Patient #203 was a 34-year-old femate with an
involuntary admission on 08/02/23 for freatment
of acute psychosis, schizoaffective disorder,
bipolar type, and polysubstance abuse. Patient
#203 had a Master Treatment Plan completed on
08/03/23 which included medicat diagnoses of
type 2 diabetes mellitus, history of hepatitis A,
and migraines, The subsection of chronic/stable
medical problems was blank. The chronic siable
individual treatment plan problem sheet included
the medica! diagnoses of asthma,
gastroesophageat reflux disease (GERD),
hypercholesterolemia, hypertension, seizures,
hypothyroidism, diabstes, and acne, Alf boxes for
a target date and specific intervention focus
options were blank. The Master Treatment Plan
State Form 2867
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update on 08/14/23 contained a blank nursing
update and the nursing progress towards medical
problems was blank. On 0B/15/23, the patient
was chemically restrained. There was no
careplan for restraint initiated. The Master
Treatment Plan update on 08/21/23 contained a
biank nursing update, a bfank psychiatrist update,
and nuising progress towards medical problems
was blank. The Master Treatment Plan update on
08/28/23 contained a blank nursing updaie, a
blark psychiatrist update, and nursing progress
towards medical problems was blank.

3. At the time of the review, Staff #201 stated the
Master Traatment Plan should aiso contain any
medical diagnoses on the patient's history and
physicai. Staff #201 also stated that all disciplines
should be updating their section weekly on the
Master Treatment Plan update.

4. On 09/06/23 between 8:40 AM and 11:50 AM,
SBurveyor #2, Surveyor #9, Chief Compliance
Officer/Director of Risk (Staff #201), and the
Chief Nursing Officer (Staff #203) reviewed the
medical record for Patient #204 who was
admittad on 07/27/23 for the treatment of
Schizophrenia, paranoia, and auditory visual
haliucinations. The review showed the following:

a. The Master Trealment Plan was completed on
O7£27123 and showed a diagnosis of Type 2
Diabetes Mellitus.

b, The Master Treatment Plan subsection for
chronicfstable medical problems on 07/27/23

was blank.

¢. The Master Treatment Plan did not include a
medical problem of Type 2 Diabetes Meliitus
identified with a specific treatment plan.

L1065
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d. The Master Treatment Plan Update on
08/04/23 contatned a blank psychiatrist update,
no medical problems listed, and no nursing note
of progress towards medical a probiem.

o. The Master Treatment Plan Update on
08/41/23 contained a blank nursing update, no
medical problems listed, and no nursing note of
progress towards a medical problem,

f. The Master Treatment Plan Update on 08/18/23
contained a blank nursing update, no medical
problems listed, and no nursing note of progress
towards a medical prablem.

g. The Master Treatment Plan Update on
08/25/23 contained a blank nursing update, no
medical problems listed, and no nursing note of
progress towards a medical problam,

h. The Master Treatment Plan Update on
09101/23 contained a blank nursing update, no
medical problems listed, and no nursing note of
progress towards a medical problem.

5. At the time of the review, Staff #201 verified
the Master Treatment Plan Updates should have
all elements of the plan updated including the
nursing update, psychiatrist update, social
services updale, discharge planning update, any
incidents/bahavior changes, soclal services
progress toward psychiatric problems, and
nursing progress towards medical problems.

THIS 1S A REPEAT CITATION, PREVIOUSLY
CITED ON 09/27/22,
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WAC 246-322-170 Patient Care
Services. {2) The licensee shail
provide medical supervision and
treatment, ransfer, and discharge
planning for each patient admitted or
retained, including hut not limited

to: {f) Physician orders for drug
prescriptlons, medical treatments and
discharge;

This Washington Administrative Code is not met
as evidenced by:

ltem #1 Withdrawal assessment

Rased on observation, interview, and review of
the hospital policy and procedures, the hospiial
failed to ensure staff members followed provider
orders for safe medication administration for 2 of
2 patient records reviewed {Patient #205 and
#206).

Failure to follow safe medication administration
procedures puts patients at risk of receiving the
wrong medications or unintended medication
administration resulting in patient harm and/or
death,

Findings included:

1. On 09/06/23 between 1:10 PM and 3:50 PM,
Surveyors #2, Surveyor #9, and the Director of
Quality (Staff #202) reviewed the madical records
of Patients #205 and #206 who had orders for
Ciinical Institute Withdrawal Assessment (CIWA)
protocol. The provider order for GIWA protacol
instructs staff to assess the patient for withdrawal
every 2 hours for 24 hours, then every 4 hours for
48 hours, then daily. The review showed the
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folfowing:

a. Patient #205 was admitted on 07/13/23 with a
diagnosis of schizoaifective disorder and severe
alcohol dependence. Patient #205 had a provider
order for CIWA profocol wiitten on 07/14/23 at
1:00 PM. Patient #205 had a CIWA score
assessed at 3 on 07/14/23 at 7:53 PM, and the
nextdesumented CIVWA assessed score was 0 on
07/15/23 at 1:58 AM (missing a period of
approximately 6 hours). Patient #205's next
documented CAWA score assessed was Qat 7:15
AM {missing a period of approximately 5 hours).

b. Pafient # 206 was admitled on 05/02/23 with a
diagnosis of bipolar, suicide attampt, and alcehot
dependence. Patignt #2068 had a provider order
for CIWA protocol written on 05/02/23 at 10:00
PM. Patient #206 had a CIWA score assessed at
12 on 05/02/23 at 8;47 PM, and the next
documented CIWA score assessed at 12 on
G5/03/23 at 8:02 AM {missing a pericd of
approximalely 10 hours), Patient #206 had a
CIWA score assessed at 1 on 05/03/23 at 8:53
PM. and the next dosumented CIWA score
assessed at 10 on 05/04/23 at 8;18 AM (missing
a period of approximately 11 hours),

2. At the time of the review, Staff #202 verified
the missing decumenied CIWA score
assessments. Surveyor #2 requested a policy to
address the facility's CIWA protocol for alcoho!
dapendence. Staff #202 reporied the facility does
not have a specific policy for CIWA protacol as
the efements of when to assess a patient for
symptoms of alcohol withdrawal are included in
the provider's order.

ltem #2 Precautions
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Based on observation, inferview, and review of
the hospital policy and procedures, the hospital
failed to ensure staff members followed provider
orders for implementing psychiatic precautions
for 1 of 2 adolescent medical racords reviewed.

Failure to ensure specific psychiatric precautions
are implemented puls patients at risk for
inappropriate, inconsistent, and delayed
treafment.

Findings included:

1. Document review of the hospital's policy and
procedure fitled, "Patient Observation Policy,"
PolicyStat 1D #11859584, last approved 06/22,
showed the RN or MHT is to raview and update
the patient observation forms and reflect changes
in individual patient pracaution levels as they
occur.

2. On 09/05/23 between 10:00 AM and 12:50 PM
Surveyor #2, Surveyor #9, and the Chief
Compliance Officer/Directer of Risk (Staff #201)
reviewed the medical records of Patient #201,
Patient #201 was a 14-year-old female admitted
on 08/30/23 following a suicide attempt. The
review showed Patient #201 had a provider ordaer
for ancrexic precautions written on 08/30/23 at
7:56 PM. Patient #201 did not have anorexic
precautions written under the precautions on the
patient observation record until 09/02/23,

3. At the lime of the review, Staff #201 verified
the precaution was not implemented until
09/02/23.

item #3 Order authentication

Based on document review of the hospital's

L1070
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medical staff rules and regulations, the hospital
iaited 1o ensure that the healthcare providers
authenticated orders for the care and treatment of
patients according to the hospital's medicat staff
sules and regulations for 4 out of 4 medical
records reviewed (Patient #201, #202, #203, and
#204).

Failure to write and authenticate orders for
admission, medications, and treatment risks
provision of incorrect andfor inadequate patient
cara,

Findings included;

1. Document review of the hospital policy titled,
"Ordering and Prescribing - General
Requirements, 11" PolicyStat ID #12780868, last
approved 01/23, showed the following;

a. Only individuals authorized by state, federal
and local authorities and as defined by hospital
policy or Medical Staff Rules and Regulations
may prescribe medications.

b. Al orders entered in the computerized order
entry {(COE) system must be slectronically signed
within 48 hours.

c. Telephone orders are e-signed in COE and
signed in chart within 48 hours by a provider
practicing within their scope of practice.

2. On 08/05/23 between 10:00 AM and 12:50 PM
Surveyor #2, Surveyor #9, and the Chief
Compliance Officer/Director of Risk (Staif #201)
reviewed the medicai records of Patient #201 and
#202, The review showed the following:

a. Patlent #201 was a 14-year-old fernale with a
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voluntary admission on 08/30/23 following a
siicide attempt. Patient #201 had a telephone
order for suicide precautions entered in the COE
system on DB/30/23 at 7:55 PM. The order was
authenticated by a provider on 08/05/23 at 7:55
AM (a period of approximately 132 hours). Patient
#2071 had a telaphone order for anorexic
precaulions entered in the COE system on
08/30/23 at 7:56 PM. The order was
authenlicated by a provider on 09/04/23 at 8:36
AM (& period of approximately 108 hours}.

b. Patient #202 was a 17-year-old female with a
voluntary admission on 08/29/23 {ollowing a
suicide attempt. Patient #202 had a telephone
order for sexual aggression precautions entered
in the COE system on 02/02/23 at 10:34 PM. The
order had not been authenficated by a provider at
the time of the review {a period of approximately
59 hours}).

c. Patient #203 was a 34-year-old female with an
involuntary admission on 08/02/23 for treatment
of acute psychosis, schizoaffective disorder,
bipolar iype, and polysubstance sbuse. Patient
#203 had a telephons order for a
vegetarian/diabeles meliitus diet entered in the
COE system on 08/05/23 at 2:43 PM. The order
was atthenticated by a provider on 08/09/23 at
9:22 AM {a period of approximately 90 hours).
Patient #203 had a telephone order for blood
glucose monitoring entered in the COE system on
08/09/23 at 11:26 AM. The order was
authenticated by a provider on 08/15/23 at 8:03
AM (a period of approximately 129 hours). Patient
had a telephone order for a special diabetic
2000-calorie diet entered in the COE system on
08/22/23 at 5:42 PM. The order had not been
authenticated by a provider at the time of the
review {a period of approximately 328 hours).
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Patient #203 had a telephone order to stay in her
room and not attend group therapy for 2 days due
1o medical reasons entered in the COE system on
08/28/23 at 10:39 AM. The order had not been
authenticated by a provider at the time of the
review (a period of approximately 167 hours).

3. At the time of the review, Staff #201 verified
the required missing e-signaiure of orders by the
provider within 48 hours.

4. On 09/06/23 between 9:40 AM and 11:50 Al
Surveyor #2, Surveyor #9, the Chief Compliance
Officar/Director of Risk (Staff #201), and the
Chief Nursing Officer {Staif #203) reviewad the
medicai record for Patient #204 who was an
involuniary admit on 07/27/23 for the treatment of
Schizophrenia, paranola, and auditory visual
hallucinations. The review showed the following:

a. Patient #204 had a telephone order
miscellaneous Admit/Discharge/Transfer (ADT}
for aggressive behavior emered in the COE
system on 07/27/23 at 2:33 PM. The order was
authenticated by a provider on 08/03/23 at 3:53
PM {a period of approximalely 169 hours).

h. Patient #204 had a telephone order for
aggression/homicidal precautions entered in the
COE systern on 07/27/23 at 2:25 PM. The order
was authenticated by a provider on 08/03/23 at
3:53 PM (a perlcd of approximately 169 hours).

5. At the time of the review, Staff #201 verified
ihe above orders placed by an RN had not been
e-signed within 48 hours.
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L108| 322-170.3C NURSING SERVICES

WAC 246-322.170 Pafient Care
Services. {3) The licensaee shall
provide, or arrange for, diagnostic
_and therapeutic services prescribed by
the attending professional staff,
including: {c) Nursing services,
including: (i) A psychiatic nurse,
amployed full time, responsible for
directing nursing services twenty-four
hours per day; and (i) One or more
registerad nurses on duty within the
hospital at ail times to supervise
nirsing care;
This Washington Administrative Code is not met
as evidenced by:

ltem #1 Nursing assessments

Based on interview, record review, and review of
hospital's policies and procedures, the hospital
failed to ensure staff completed nursing shift
assessments on the dally progress notes for 2 of
4 patients (Patients #202 and #204).

Failure to perfarm and document shift
assessments ¢an lead to exacerbation of existing
medical conditions or lack of recognition of
emerging medical conditions,

Findings included:

1. Review of the hospital's policy fitled, "Format
and Content of the Record," PollcyStat ID
#13842273, last approved 07/23, showed that
nursing progress notes are writien by an RN at
least once each shift and by a nursing staff
member on second shift as the patient's condition
warrants it.

L1105
L1105
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2. On 09/05/23 between 10:00 AM and 12:50 PM
Surveyor #2, Surveyor #9, and tha Chief
Compliance Officer/Director of Risk (Sieff #201)
reviewed the medical record of Patient #202,
Patient #202 was a 17-year-0ld female with a
voluntary admission on 08/28/23 following a
suicide attemp!. The review showed the following:

a. On 09/01/23 from 7:00 PM to 7:C0 AM, the shift
assessment was blank for patient assessmant of
affact, meod, speech, thought process, thought
content, hallucinations, behaviors, social
interaction, group attendance, Insight, and
judgement. The pain assessmant was blank for
both shifts on D9/01/23.

b. On 09/03/23 from 7:00 AM to 7:00 PM, the shift
assessment for patient assessment of affect,
moocd, speech, thought pracess, thought content,
hallucination, behaviors, social interaction, group
altendance, insight, and judgement had a line
drawn from top fo bottom. The pain assessment
was blank for day shift on 09/03/23.

3. Al the time of the review, Staff #201 verified
the missing documentation and stated the
expectation is assassments are completed each
shift and every box/ftem should be addressed.

4. On 09/06/23 between 9:40 AM and 11:50 AM,
SBurveyor #2, Surveyor #9, and the Chief
Compliance Officer/Director of Risk (Staff #201),
and the Chief Nursing Officer (Staff #203)
reviewed the medical record for Patient #204 who
was an involuntary admit on 07/27/23 for the
treatment of Schizophrenia, paranoia, and
auditory visual hallucinations. The review showed
the foliowing:
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&, On 07728123, the pain assessment boxes were
blank for night shift.

b. On §7/31/23, the neurological, pulmonary,
cardiovascutar, endocrine, genitourinary,
gastrointestinal, skin, detox, and medication
compliance assessment boxes were blank for
both shifts. :

6. On 08/01/23, the pain assessment boxas were
blank for day shift.

¢. On BB/02/23, the pain assessment boxes were
blank for day shift,

b. At the time of the review, Staff #201 verified
the missing documentation and stated the
expectation is assessments are completed each
shift and every boxfitem should be addressed.

{tem #2 Charge Nurse Oversight

Based on observation, intervisw, record raview,
and review of hospital policies and procedures,
the hospital failed to provide care in a safe sstting
by failing to implement poticies and procedures
that guide staff fo ensure patient observation
rounds are nceurring as ordered at all times as
demonstrated by 4 of 4 records reviewed {Patient
#201, #202, #203, and #204),

Fatlure to develop and implement policies and
procedures that ensure patient observation
rounds are occuiring as ordared at all times
potentially places patients at increased risk for
harm or violenca,

Findings included:

1. Document review of ihe hospital's policy and
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procedure titled, "Patient Observation Policy,”
PalicyStat |D #11889584, last approved 08/22,
showed the following:

a. The Charge Nurse ensures that Patient
Observations Reunds are conducted according to
policy and are occurring as ordered, 24 hours a
day, seven days a week.

b, Three times per shift, the Charge Nurse
reviews all patient observationai rounds and
initiats the supervisor verification.

2. On 08/05/23 between 10:00 AM and 12:50 PM
Surveyor #2, Surveyor #9, and the Chief
Compliance Officer/Director of Risk {Staff #201)
reviewed the madical records of Patisnt #201 and
#202. The review showed the follawing:

a. Patient #201 was a 14-year-old female
admitted on 08/30/23 following a suicide attempt,
Patipnt #201 was missing Charge Nurse
oversight documentation on 4 of the 5 days
reviewed.

b. Patient #202 was & 17-year-old female
admitted on 08/20/23 following a sulcide attempt.
Patient #202 was missing Charge Nurse
oversight documentation on 5 of the 6 days
reviowed.

¢. Patient #203 was a 34-vear-old female
admitted on 08/32/23 for treatment of acute
psychosis, schizoaffeclive disorder, bipofar type,
and polysubstance abuse. Patient #203 was
missing Charge Nurse oversight documentation
on 30 of the 33 days reviewed.

3. At the time of the review, Staff #201 verified
the missing Charge Nurse oversight

L1105
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documentation on the Patient Obsarvation
Records.

4, On 08/06/23 betwsen 9:40 AM and 11:50 AM,
Surveyor #2, Surveyor #9, and the Chief
Compliance Officer/Director of Risk {Staff #201),
and the Chisf Nursing Officer (Staff #203)
reviewed the medical record for Patient #204 who
was admitted on 07/27/23 for the treatment of
Schizophrenia, paranola, and auditory visual
hallucinations. Patient #204 was missing Charge
Nurse oversight documentation on 18 of 20 days
reviewed.

5. Af the time of the reviews, Staff #201 varifisd
the missing Charge Nurse oversight
documentation on the Patient Observation
Records.

L1150] 322.180.10 PHYSICIAN AUTHORIZATION L1150

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

property, as follows. (d) Staff shall
notify, and receiva authorization by,

a physician within one hour of
initiafing patlent restraint or
seciusion;

This Washington Administrative Code is not met
as evidenced by

Hem #1 Authentication and timing of telephong
arders for restraint
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Based on record raview, interview, and review of
hospital policies and procedures, the hospital
failed to ensure that a licensed provider
authenticated telephone orders per hospital policy
for seclusion or restraint for 3 of 4 restraint
racords reviewed (Patieni #9803, #906, and #3807).

Fallure to ensure that a provider authenticates an
appropriate order for restraints risks
psycholagical harm, loss of dignity, and personaf
freadom,

Findings included:

1. Document review of the hospltal's policy and
procedure titled, "Proper Use and Monitoring of
Physical/Chemical Restraints and Seclusicn,”
PolicyStat 1D 13524979, last approved 07/23,
showed the following:

a. Telephone/verbal orders for restraint/seciusion
may be received and recorded by an RN or LPN.

b. The physician/LIP must he contacted for the
order during the emergency or within a few
minules.

b. The physician shall authenticate the
{elephonelverbal order within 24 hours,

1. On 09/05/23 between 2:25 PM and 3:40 PM,
Surveyor #2, Surveyor #9, and Director of Risk
(Staff #301) reviewed the medical record of
Patient #8903 who was a 34 year old female
admilted on 08/02/23 with a diagnosis of Acute
Psychosis, Bipolar Disorder, and Polysubstance
Use and a medical diagnosis of Diabetes. The
review showed on 08/15/23 at 6:24 PM, Patient
#903 was chemically restrained. Telephone
orders were entered by a nurse on 08/15/23 at
State Form 2867
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6:31 PM for Benadryl 50 milligrams intramuscufar
now and Haldol (an anlipsychotic medication) 10
milligrams inframuscular now and at 8:32 PM for
L.orazepam (a sedative) 2 milligrams now.
Surveyor #9 found no evidence that the erders for
medications had been authenticated by a provider
at the time of the review (a period of
approximately 21 days).

2. At the time of the review, Staff #0801 verified
that the orders were not authenticated.

3. On 09/06123 at 4:00 PM, Surveyor #9 and
Director of Quality (Slaff #802) reviewed the
medical record of Patient #0058 who was admitted
on 07112123 with a diagnosis of Suicidal Ideation.
The review showad the following:

a. On 07/14/23 at 3,10 PM, Patlent #006 was
placed in a physical hold. A telephone order was
entered by a nurse on 97/14/23 at 10:02 PM (a
period of approximately 7 hours after the
restraint). The order was authenticated by a
provider on 07/21/23 at 7:57 AM (a period of
approximately 7 days).

b. On 07/14/23 at 3:11 PM, Patient #3808 received
Olanzapine (an antipsycholic medication) 10
milllgrams intramuscular as a one time arder
entered by a nurse on 07/14/23 at 3:05 PM. The
order was authenticated by a provider on
07/21/23 at 7:57 AM (a period of approximately 7
days).

©. On 07/15/23 at 11:42 AM, Patient #3906 was
placed in seclusion. A telephone order for
seclusion was entered by a nurse at 1:38 PM (a
period of approximately 2 hours). The order was
authenticated by a provider on 07/21/23 at 7:57
AM (a period of approximately 6 days).
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d. On 07/15/23 at 11:45 AM, Patient #9085 was
placed in a physical hold, A telephone order for
restraint was entered by a nurse at 2:57 PM (a
pariod of approximately 3 hours). The order was
authenticaled by a provider on 07/21/23 at 7.57
AM (2 period of approximately 6 days).

e. On 07/15/23 at 11:50 A, Patient #3806 was
chemically restrained. A telephone order for
restraint was entered by a nurse at 3:00 PM (a
period of approximately 3 hours). The order was
authenticaled by a provider on 07/21/23 at 7:57
AM (& period of approximately 6 days).

4. At the time of the review, Staff #802 verifisd
tha times and dates of the telephone orders and
authentications by provider.

5. On 09/07/23 at 8:55 AM, Surveyor #9 and
Director of Risk (Staff #801) and Director of
Quality (Staff #902) reviewed the medical chart of
Patient #907 who was admitted on 04/18/23 for
Manic Depressive Disorder, Generalized Anxiety
Disorder and Post Traumatic Stress Disorder,
The review showed the following:

a. On 05/25/23 at 6:28 PM, Patient #907 was
placed in a physical hold (restraint). A telephone
order for restraint was entered by a nurse on
05/25/23 &t 6:43 PM. The order was
authenticated by a provider on 06/08/23 at 8:33
AM (a period of approximately 14 days).

b. On 08/25/23 at 8:29 PM, Patient #2807 was
placed in seclusion. A telephone osder for
seclusion was enterad by a nurse on 05/25/23 at
6:43 PM. The order was authenticated by a
provider on 06/08/23 &t 8:33 AM (a period of
approximataly 14 days).
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6. At the time of the review, Staff #901 verified
the imes and dated of the telephone orders and
authenticalions by provider.

ltem #2 Resfraint orders

Based on record review, interview, and review of
hospital policies and proceduras, the hospital
failed to ensure that a licensed provider ordered
restraint or seclusion per hospital policy for 3 of 4
restraint records reviswed (Palisnt #0903, #908,
and #907).

Failure to ensure that a previder authenticates an
appropriate order for restraints risks
psychological harm, loss of dignity, and personal
freedom.

Findings included:

1. Document review of the hospital’s policy and
procedure titled, "Proper Use and Moniloring of
Physical/Chemical Restrainis and Seclusion”,
PolicyStat I 13524979, last approved 07/23,
showed that restraint or seclusion shall be used
only In emergency situations and requires an
order from a physician.

2. On 09/05/23 between 2:25 PM and 3:40 PM,
Surveyor #9 and Director of Risk (Staff #901)
reviewsd the medical record of Patient #303 who
was a 34 year old female adgmitied on 08/02/23
with a diagnosis of Acute Psychosis, Bipolar
Disorder, and Polysubstance Use and a medical
diagnosis of Diabetes. On 08/15/23 at 6:24 PM,
Patient #903 was chemicaily restrained. Surveyor
#9 was unable to find evidence of an order for
restraint.
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3. At the time of the review, Staff #9301 verified
that they were unable to find an order for
restraint.

4. On 09/06/23 at 4:00 PM, Surveyor #9 and
Director of Quality {Staff #902) reviewed the
medical record of Patient #206 who was admitted
on 07712423 with a diagnosis of Suicidal Ideation.
The review showed that on 07/14/23 at 3:11 PM,
Patient #906 was chemically restrained. Surveyor
#9 was unable to find evidence of an order for
restraint.

5, At the time of the review, Staff #8902 verified
that there was no order entered for this restraint.

6. On 09/07/23 at 8:55 AM, Surveyor #9 and
Director of Risk (Staff #801) and Dirgctor of
Quality (Staff #802) reviewed the medical chart of
Patient #0907 who was admitted on (4/18/23 for
Manic Depressive Disorder, Generalized Anxiety
Disorder and Post Traumatic Stress Disorder.
The review showed the foflowing:

a. On 05/05/23 at 8:07 AM, Patient #907 was
placed in seclusion, Surveyor #9 found ne
evidence of an order for seclusion.

b. On 05/05/23 at 9:14 AM, Patient #0907 was
chemically restrained. Surveyor #9 found no
evidence of an order for the chemical restraint.

c. On 0521123 at 11:25 AM, Patient #9507 was
placed in a physical hold ({restraint). Surveyor #9
found no evidence of an ordar for the physical
hold (restraint),

d, On 06721723 at 11:35 AM, Patient #907 was
chemically restrained. Surveyor #9 found no
avidence of an order for the chemical resiraint.
Sfale Farrn 2567
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7. At the time of the review, Staff #3802 verified
that there were no orders for the above restraint
episodes. Staff #8902 stated that the process is
that all verbaliftelephone orders should be entered
info the computer sysiem,

THIS IS A REPEAT CITATION, PREVIOUSLY
CITED ON 0927122,

L1155 322-180.1E SECLUSION EXAM L1155

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

property, as follows: (e) A physician
shall examine each restrained or
seciuded patient and renew the ordar
for every twenlty-four continuous hours
of restraint and seclusion;

This Washingfon Administrative Code is not met
as evidenced by:

Based on record review, interview, and review of
the hospital’s policies and procedures, the
hospital failed {o ensure that staff members
followed the hospital policy for restraints for 1 of 4
restraint records reviewed {Patient #903).

Fallure to follow approved poticies and
procedures for seclusion risks physicat and
psychological harm, loss of dignity, and violation
of patient rights.

Findings included:
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1. Document review of the hospital's policy and
procedure titled, "Proper Use and Monitoring of
Physical/Chemical Restraints and Seclusion”,
PolicyStat 1D 13524979, last approved 07/23,
showed the following:

a. Within one hour of the initiation of the restraint,
the patient will be evaluated in person by a
physician, licensed independent provider, or
frained RN.

b, The evaluation will be documented in the
madical record and include the date and time of
the evaluation, an assessment of the patient's
immediate situation, an evaluation of the patient's
medical and behavioral condition fo include a
complete review of systems, and an assessment
of the need to continue or terminate the restraint.

2. On 09/05/23 betwean 2:25 PM and 3:40 PM,
Surveyor 2, Surveyor #3 and Director of Risk
(Staff #901) reviewed the medical recard of
Patient #903 who was a 34 year old famale
admitted an 08/02/23 with a diagnosis of Acute
Psychosis, Bipolar Disorder, and Polysubstance
Use and a medical diagnosis of Diabetes. The
review showed on 08/16/23 at 6:24 P, Patient
#0803 was chemically restrained. Surveyor #9 was
unable to find evidence of a face to face
evaluation,

3. At the time of the review, Staff #9801 confirmed
they were unable to locate face to face
documentation in the medical record.

322-210.3C PROCEDURES-ADMINISTER
MEDS

L1155

L1375
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WAC 246-322-210 Pharmacy and

Medication Services. The Jlcenses

shall: (3) Davslop and implement

procedures for prescribing, storing,

and administering medications

according to state and federal laws

and rules, including: (c)

Administering drugs;

This Washington Administrative Code is not met
as evidenced by:

‘Hem #1 Insulin administration

Based on observation, inlerview, and review of
the hospital policy and procedures, the hospitat
failad to ensure staff members followed provider
orders for safe medication administration for 1 of
2 insulin administration medication records
reviewed (Patient #904).

Failure to follow safe medication administration
procedures puls patients at risk of receiving
inadequate medications or unintended medication
administration resuiting in patient harm andfor
death.

Findings included:

1. Review of the hospital’s policy and procedure
fitled, "Medication Adminisiration,” PolicyStat iD
13339868, last approved 05/23, showed the
folfowing:

a. Time Critical Scheduled Medications are
administered within 60 minules befare or after the
scheduled dosing time and include insulin,

b. When medications are not given within tha
timeframe, nursing is.to document the reason the
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dose was missed or delayed,
c. Notify the physician for a time criticat
medication delay greater than 2 hours.
'2,0n 09/08/23 between 9:40 AM and 11:30 AM,
Surveyor #2, Surveyor #9, and Director of Risk
(Staff #801) and Director of Nursing (Staff #903)
reviewed the medicalion administration record of
Patient #904. Patient #0904 was admitted on
07/27123 with a psychiatric diagnosis of
Schizophrenia and a medical diagnosis of
Diabeles. Medication orders were entered by a
provider on 07/27/23 at 8:25 AM for insulin {a
medication {o treat elevated blood sugar)
administration before meals using sliding scale
coverage and showed the following:
8. For biood glucose < 50, Cali MD.
b. For blood glucose 51-70 No insulin to
administer
¢. For hiood glucose 70-124 Regular Insulin Zero
units
d. For blood glucose 125-174 Regular Insulin 2
units SUB Q {subcutanesous) X 1
. For blood glucose 175-225 Regular tnsulin 4
units SUB 3 X 1
" | £ For blood glucose 226-275 Regular insulin 6
units SUB Q X 1
g. For blood glucose 276-325 Regular Insulin 8
units SUB @ X 1
h, For blood glucose 326-375 Regular nsulin 10
Units SUB Q X 1
State Form 2567
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i. For blood glucose 376-400 Regular Insulin 12
uniis SUB G X 1

§- For blood glucose »400 = ¢all Provider.

3. On 07/28/23 at 7:41 A, Patient #904 had a
hlood glucose of 248 milligrams/deciiiter and on
07/28/23 at 4;37 PM Patlent #904 had a blood
glucose of 312 milligrams/deciliter. Surveyor #9
was unable to find evidence of insulin '
administraffon, an annotation as to why the dose
was missed, or annotation in the medication
adminisfration record that showed the provider
was notified of the missed dose.

4, Atthe time of the review, Staff #903 verified at
the above times, there should have been insulin
medication administerad 1o the patient, and there
was no documentation of adminisiration, or
notification of the provider for a missed dose.

Item #2 Medication reagsessment

Based on record raview, interview, and review of
hospital policy and procedures, the hospital failed
to ensure staff members completed and
documented reassessments afier each
medicalion intervention for 1 of 2 medical records
reviewed (Patient #202).

Failure to assess hefore medication
administration and reassess patients after
medication administration risks inconsistent,
inadequate, or delayed relief of symptoms.

Findings included:

1. Document review of the hospital's policy and
procedure titled, "Pain Assessment,
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Reassessment and Management”, PalicyStat ID
#10520078, last approvad 12/21, showed the
following:

a, It is the responsibility of all clinical staff to
screan all palients for the prasence or absence of
pain.

b. All patients will undergo reassessment of pain
at least once per shift while awake and after
every pain controf mechanism employed by
patient care providers. Pain contrel mechanisms
include but are not limited to medications
administered for the control or relief of pain and
medicalicns administered for the control or relief
of anxiety.

¢. As part of the reassessment, the
Muitidisciplinary team should assess and
document the pain in terms of its duration,
characteristics, and intensity as well as the time
of the pain, the pain rating, and any use of
analgesics. Also include other pain interventions,
vital signs, the effectiveness of all interventions,
and any side effects or adverse reactions.

2. On 08/05/23 between 10.00 AM and 12:50 PM
Surveyor #2, Surveyor #9, and tha Chief
Compliance Cfficer/Director of Risk (Staff #201)

| reviewed the medical record of Patient #202.
Patlent #202 was a 17-year-old fomale with a
voluntary admission on 08/29/23 following a
suicide altempt. The review showed the following:

a. On 08/29/23 at 10:20 PM Patient #202
receivad Tyleno! for a 5/10 pain rating. On
08/30/23 at 9:08 AM, a pain reassessment was
completad (a period of approximately 11 hours)
with a rating of "effective™.
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b. On 09/04/23 at 5:37 AM, Patient #202 received
Vistaril for anxiety. On 09/04/23 at 2:21 PM, a
reassessment was completed {a period of
approximately 9 hours) as "effective™.

3. At the time of the review, Staff #201 verified
the delayed reassessments of as needed
medication,

L1380 322-210.3F PROCEDURES-AUTHENTICATE L1380

WAC 246-322-210 Pharmacy and
Medication Services. The licensee
shall: (3) Develop and implement
procedures for prescribing, storing,
and administering medications
according lo state and federal laws
and rules, including: {f}
Authenticating verbal and telephone
ordeis by prescriber in a timely
manner, not to exceed forty-sight
hours for inpatients:

This Washington Administrative Code is not met
as evidenced by:

Based on document review of the hospital's
medical staff rules and reguiations, the hospital
failed to ensure that the healthcare providers
authenticated orders for the care and treatment of
patients according to the hospital's medical staff
rules and regulations for 1 out of 4 medicat
records reviewed {Patient #204).

Failure to write and authenticate orders for
admission, medications, and treatment risks
provision of incorrect andfor inadequate patient
care,
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Findings included:

1. Document review of the hospiltal policy fitlad,
"Ordering and Prescribing - General
Requirements, 11" PolicyStat [D #12789868, last
approved 01/23, showed the following:

a. Only individuals authorized by state, federal
ang local authorities and as defined by hospital
policy or Medical Staff Rules and Regulations
rmay prescribe medications.

b. All orders entered in the computerized order
entry (COE) systern must be eleclronically signed
within 48 hours.

¢. Telephone arders are g-signed in CCE and
signed in chart within 48 hours by a provider
practicing within their scope of practice,

2. On 09/06/23 bstween 9:40 AM and 11:50 AM,
Surveyor #2, Surveyor #9, the Chief Compliance
Officer/Director of Risk (Staff #201), and the
Chief Nursing Officer {Staff #203) reviewed the
medical record for Patient #204 who was an
involuntary admit on 07/27/23 for the treatment of
Schizophrenia, paranoia, and auditory visual
hallucinations. The review showed the following:

a. Patient #204 had an order for Metformin (a
medication used to treat diabetes) enterad in the
COE system on 07/27/23 at 8:21 AM. The order
was authenticated by a provider on 07/31/23 at
8:18 AM (a period of approximately 95 hours).

b, Patient #204 had an order for Metformin
entered in the COE system on 08/01/23 at 3;12
PIM. The order was authenticated by a provider
on 08/12/23 at 12:49 PM (a period of
approximately 280 hours).
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3. At the time of the review, Staff #201 verified
there were 5 medication orders placed by an RN
that had not been e-signed within 48 hours.
L1410 322-210.3J) PROCEDURES-QUTDATED MEDS L1410
WAL 246-322-210 Pharmacy and
Medication Services. The licensee
shall: (3} Develop and implement
procedures for prescribing, storing,
and administering medications
according to state and federal laws
and rules, including: (j} Prohibiting
the administration of ouidated or
deteriorated drugs, as indicated by
label;
This Washington Administrative Code is not met
as evidenced by:
Based on interview, observation, and document
review, the hospital failed to develop and
impiement proceduras for ensuring that
medications do not exceed the manufacturer's
expiration date.
Failure to monitor and establish a systematic
process for ensuring medications do not exceed
the manufacturer's expiration date risks
deteriorated or potentially contaminated
medication being available for patient care.
Findings included:
1. Document review of the hospital's policy fitled,
"Multi-Dose Vials, Single-Dose Containers and
Multi-Dose Bulk Medication Containars, 18",
PalicyStat D #12789922, last approved 01/23,
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showed the following:
Labeling Open Multi-Dose vials

a. Opened multi-dose vials are labeled with a
beyond-use date or discard date, not the date the
vial is opened.

b. Altach an auxiliary labet stating: "Discard
unused portion after expiration date of " or

"INSULIN DISCARD AFTER 28 DAYS ",

c. Label the container with the beyond-use date
based on 28 days from the date the vial is
opened; the manufacturer's expiration date; or
the beyond-use date determined afler
reconstitution, whichever is shorter.

2. On 09/05/23 batween 8:00 AM and 9:25 AM,
Surveyor #2 |, Surveyor #9, and a Registered
Nurse (Staff #204) inspected the 2 East
Medication Room refrigerator. The observation
showed the following:

a. Two open vials of Regular Insufin {Novolin R)
10 milliliters with no date labeled of when opened
orwhen to discard after 28 days,

b. One apen vial of Humalog Insulin (fasi acting
insuliny 10 milliliters with no date labeled of when
opened or when to discard after 28 days.

3. At the time of the observation Staff #204
verified there was no date labeled on the vials of
when opened or when to discard and removed
them from use.

]
§
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L1485 322-230.1 FOOD SERVICE REGS 11485

WAC 246-322-230 Food and Distary

Services, The licensee shail: (1)

Comply with chapters 246-215 and

246-217 WAC, food service;

This Washington Administrative Code is not met
as evidenced by:

Based on observation and interview, the hospital
failed fo implement policies and procedures
consistent with the Washington State Retail Food
Code (Chapter 246-215 WAC).

Failure to implement the food safety requirements
puts patients, staff, and visitors at risk for
development of food borne illness.

Findings included:

1. On 09/05/23 at 12:30 PM, Surveyor #4
inspected the hospital's dietary services kitchen
with the Director of Plant Services {Siaff #401)
and the Kitchen Manager {Staff #402). During the
inspection, the surveyor observed a bucket of
disinfection solution near the dishwasher and
asked to see the testing strips. Staff #402 showed
the inspector Hydrion QT-40 quaternary test
strips with an expiration of 06/30/23. Staff #401
confirmed the strips were expired and could not
be used to accurately confirm disinfectant levels
in the sofution.

Reference; Equipment-Manual and mechanicat
warewashing equipment, chemical ‘
sanitization-Temperature, pH, concentration, and
hardness (FDA Food Code 4-501.114).
Washington Stale Retail Food Code WAC
246-215-04565(1).

State Form 2567
STATE FORM 2620 E7Ha11 If contmuation sheat 51 of 52




PRINTED: 09/18/2023

FORM APPROVED
State of Washington
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BUILDING:
013260 B. WING 0810712023
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
INLAND NORTHWEST BEHAVIORAL HEALTH 104 W STH AVE
SPOKANE, WA 99204
X4 1D SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORREGTION 45}
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD 8E COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
State Form 2667
STATE FORM 652 F7HI14 1f continualion sheel 52 of 52




PRINTED: 09/11/2023
FORM APPROVED

State of Washington
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECYION {DENTIFICATION NUMBER: A. BLALDING: 01 COMPLETED

013250 B. WING 09/06/2023

NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE

104 W STH AVE
SPOKANE, WA 99204

X410 SUMMARY STATEMENT OF DEFICIENCIES 19 PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX (EAGH DEFIGIERCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACFION SHOULD BE COMPLETE
TAG REGULATCRY OR ESC {DENTIFYING INFORMATION} TAG CROS5-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

INLAND NORTHWEST BEHAVIORAL HEALTH

5000 initial Comments . 3000

This report is the result of an unannounced Fire
and Life Safety state survey conducted at the
inland Northwest Behavicral Health on
September 8, 2023 by a team of representatives
of the Washington State Patrol, Fire Protection
Bureau. The survey was conducted in concert
with the Washington Siate Department of Health
Services (DOH) survey teams.

The facility has a total of 100 beds and at the time
of this survey the census was 77.

The existing section of the 2012 Life Safety Code
was used in accordance with 42 CFR 482.41.

The facility is a I} construction with exits to grade.
The facility is protected by a Type 13 fire sprinkier
system throughout and an automatic fire alarm
system with corridor smoke detection. All exits
are to grade with paved exit discharges to the
public way.

Tha facility is not in subsiantial compliance with
the 2012 Life Safety Code as adopfed by the
Centers for Medicare & Medicaid Services.

$225 NFPA 101 Stairways and Smokeproof Enclosures 5225

Stairways and Smokeproof Enclosures
Stairways and Smokeproof enclosures used
as exits are in
accordance with 7.2,
18.2.2.3, 18.22.4, 19.2.2.3, 18224, 7.2

This STANDARD Is not met as evidenced by:
Based on observation and staff interview on
September 8, 2023 between approximately 08930
to 1345 hours the facility has failed to maintain
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stairways. This could lead to the rapid spread of
fire'and smoke throughout the facility and expose
residents/patients, staff, and visitors to the threats
of fire.

The findings include;

The 3rd floor stairwell door 3517 does not close
and latch.

The above was discussed and acknowledged by
the facility staff.

NFPA 101 Elecirical Equipment Power Cords
and Extens

Electrical Equipment - Power Cords and
Extension Cords

Power slrips in a patient care vicinity are only
used for

components of movable patient-care-related
electrical

squipment (PCREE} assembles that have been
assembled by

qualified personnel and meet the conditions of
10.2.3.6.

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

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

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

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

non-PCREE in the patient care rooms {outside of
vicinity)

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

other UL standards. All power strips are used

5225

5820
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with general

precautions. Exiension cords are not used as a
substitute for

fixed wiring of a structure. Extension cords used
temporarily

are ramoved immadiately upon completion of the
purpose for

which it was installed and meels the conditions of
10.2.4. ’

10.2.3.6 (NFPA 99), 10.2 4 (NFPA 948), 400-8
(NFPA T0),

5380.3(D} (NFRPATO), TIA 12-5

This STANDARD is not met as evidenced by:
Based on observation and staff interview on
September 8, 2023 between approximately 09390
to 1345 hours the facility fafled to restrict the use
of extension cords and non-approved power
strips in their facility. This could endanger
patients, staff, and visitors in the facility due to the
increased fire risk.

The findings include;

In the FACP IT Room there is a surge proteclor
hanging not secured to wall or floor.

The above was discussed and acknowledged by
the facility staff.
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Inland Northwest Behavioral Health

Plan of Correction for

State Licensing Hospital Survey

>

09/7/2023
Tag How the Deficiency Will Be Corrected Responsible | Estimated | Monitoring procedure; Target for Compliance
Number Individual(s) | Date of
Correction
L315 323-035. 1C POLICIES-TREATMENT Chief 11/6/2023 | The Chief Nursing Officer will monitor 50% of
ITEM #1: Nursing our census of Nursing Admission Assessments to
The CEQ, the CNO, the Registered Dietitian and the Director of | Officer confirm compliance with completing the
Pl met to review the Nutritional Screening/Assessment Policy nutritional screening located within the
and Procedure. No changes were made at this time. Registered admission nursing assessment and appropriate
Dietitian follow through with ordering a nutritional

All licensed nursing staff was retrained to the Nutritional
Screening/Assessment Policy and Procedure to confirm
compliance with completing full nutritional screening on
admission and identifying risk factors and ordering a nutritional
consult as needed.

Training was initiated by the CNO and Registered Dietitian and
was completed by 10/31/2023.

ITEM #2:

The CEO, The CNO and the Director of Pl met to review the
Format and Content of the Record Policy. No changes were
made at this time.

The nursing staff was retrained to the Format and Content of
the Record Policy to confirm compliance with 100% completion
of the nursing admission assessment within 8 hours of
admission to include the patient orientation section. A
thorough review of the orientation section was included in the
training.

Training was initiated by the CNO and was completed by
10/31/2023.

consult as deemed appropriate.

Monitoring will be ongoing for 4 months until
compliance of 90% or greater is achieved and
sustained.

All deficiencies will be corrected immediately to
include staff retraining as needed.

Aggregated data will be reported to Quality
Committee and MEC monthly and to the
Governing Board quarterly.

Target for compliance >/= 90%

The Chief Nursing Officer will monitor 50% of
our census of Nursing Admission Assessments to
confirm compliance with thorough completion
of the nursing admission assessment within 8
hours of admission to include the patient
orientation section.

Monitoring will be ongoing for 4 months until
compliance of 90% or greater is achieved and
sustained.

All deficiencies will be corrected immediately to
include staff retraining as needed.

Aggregated data will be reported to Quality
Committee and MEC monthly and to the
Governing Board quarterly.




Target for compliance >/= 90%

L390 322.-035.1R POLICIES-PATIENT TRANSFER Chief 11/6/2023 | The Chief Nursing Officer will monitor 50% of
The CEQ, the Director of Pl and the CNO met to review the Nursing our census of patient’s sent out for change in
current Minor Emergency Treatment Policy. No changes were Officer condition to confirm patients are accompanied
made at this time. by a staff member. Monitoring will include

confirmation that the RN will give report to the
All licensed Nursing staff were retrained to the Minor ER Registered Nurse and documented this, the
Emergency Treatment Policy specific to the requirement that a RN will notify family of transfer and cutcome of
staff member from the sending facility is required to transfer and the RN will put an order in HCS for
accompany every patient to the Emergency Department. transfer.
Training focused on the requirement that the Registered Nurse Monitoring will be ongoing for 4 months until
must give a report to an RN, documentation of report provided compliance of 90% ar greater is achieved and
and notification of the patient’s family. The RN is responsible sustained.
for notifying the patient’s family of the outcome of the transfer All deficiencies will be corrected immediately to
to another facility and confirm there is an order entered into include staff retraining as needed.
the HCS system for transfer. Aggregated data will be reported to Quality
Committee and MEC monthly and to the
Training was initiated by the Chief Nursing Officer and Governing Board quarterly.
completed on 10/31/2023. Target for compliance >/= 90%

L415 322.-035.2 P&P-ANNUAL REVIEW CEO 11/6/2023 | The Director of Pl will monitor 100% of policies
The CEC and the Leadership Team met to review the Policy and procedures for being reviewed annually.
Development and Review Process Policy. No changes were Leadership Monitoring will be ongoing for 4 months until
made at this time. Team compliance of 30% or greater is achieved and

The CEOQ retrzined the Leadership Team to the Policy
Development and Review Process Policy specific to the
requirement that all policies and procedures must be reviewed
on an annuai basis at a minimum.

The Pl Director will implement a pracess to review policies on a
guarterly basis until 100% are thoroughly reviewed and/or
revised.

sustained. Aggregated data will be reported to
Quality Committee and MEC monthly and to the
Governing Board quarterly.

Target for compliance is 100%




Training was initiated by the CEQ and completed on
10/31/2023.

L.585 322-050.6i ORIENTATION-APPROP TRAINING Manager of | 11/6/2023 | The Manager of HR and the Clinical Educator will
The CEOQ, the CNG, the Manager of HR and the Clinical Educator | Human monitor 100% of new hire HR files to confirm
met to review the Staff Orientation and Training Plan Policy. No | Resources compliance with completion of orientation to
changes were made at this time. the hospital for the unit they work on.

Clinical Monitoring will be angoing for 4 months until
The Manager of HR reeducated the Clinical Educator to the Educator compliance of 90% or greater is achieved and
Staff Orientation and Training Policy specific to the sustained.
requirements that-every mental heaith technician has All deficiencies will be corrected immediately to
completed orientation to the hospital for the unit they work include staff retraining as needed.
on. ' Aggregated data will be reported to the Quality

Committee and MEC monthly and to the

Training was initiated by the Manager of HR and completed on Governing Body quarterly.
10/31/2023. Target compliance is 100%

L615 322-050.9A TB-MANTOUX TEST Chief 11/6/2023 | The Infection Control Nurse will monitor 100%
The CEOQ, the CNO, the Clinical Educator and the Infection Nursing of the employee health files for compliance with
Control Nurse met to review the Tuberculosis (TB) Screening Officer tuberculosis screening and testing.
and Airborne Pathogen Exposure Plan Policy. No changes were Monitoring will be ongoing for 4 months until
made at this time. Clinical compliance of 90% or greater is achieved and

Educator sustained.
The CNO retrained the Clinical Fducator and the Infection Aggregated data will be reported to the EQC,
Control Nurse on the Tuberculosis (TB) Screening and Airborne | infection Quality Committee and MEC monthly and to the
Pathogen Exposure Plan Policy. Focus of training was specific Control Governing Body quarterly.
1o the need for compliance with tuberculosis screening Nurse Target compliance is 100%

process. The Clinical Educator was instructed to give each new
hire the tuberculosis screening and perform tuberculosis

testing within the first two weeks of hire. TB forms will then be
given to the Infection Control Nurse to monitor for compliance.

Training was initiated by CNO and completed on 10/31/2023.




1720 322-100.1G INFECT CONTROL- PRECAUTION Chief 11/6/2023 | The Infection Control Nurse will monitor 100%
The CEO, the CNOQ, the Clinical Educator and the Infection Nursing of employee health files for compliance with fit
Control Nurse met to review the N-95 Fit Testing Policy. Officer testing on all staff that interact with patients to
Revisions were made to the policy to include that all staff that have annual fit testing done.
interacted with patients will be fit tested annually. Clinical Monitoring will be ongoing for 4 months until

_ Educator compliance of 90% or greater is achieved and
The newly revised N-95 Fit Testing Policy and Procedure was sustained.
reviewed and approved by Governing Body on 10/3/2023. infection All deficiencies will be corrected immediately.
Control Aggregated data will be reported to the Quality
The CEQ retrained the CNO, Clinical Education and the Nurse Committee and MEC monthly and to the
Infection Control Nurse to this newly revised policy focusing on Governing Body quarterly.
the staff that need to be fit tested annually. Target compliance is >/= 90%
The Clinical Educator will fit test all staff at new hire that
interact with patients and the Infection Control Nurse will
monitor the data for compliance.
Training was initiated by the CEO and completed on
10/31/2023.

L80S 322-120.6A WATER-BACKFLOW Director of 11/6/2023 | The Director of Plant Operations will monitor
The CEO, Regional Director of Plant Operations, the Director of | Plant 100% of EOC rounds manthly for compliance of
Plant Ops and the Director of Pl met to review the citation. Operations the ice machine drain lines sloping % inch per

foot.
The Apollo Company came in and replaced all ice machine "Monitoring will be ongoing for 4 months until
drain lines to make sure that they all follow manufacturer’s compliance of 90% or greater is achieved and
instructions and slope % inch per foot. This was completed on sustained.
9/22/2023. ' Aggregated data will be reported to the Quality
Committee, and the MEC monthly and to the
The Director of Plant Operations was retrained on following Governing Board quarterly.
manufacturer’s instructions and sloping the ice machine drain Target for compliance is 100%
fines by % inch per foot. Training was initiated by the Regional
Director of Plant Operations and was completed on 9/20/2023.
L1050 | 322-170.2B TREATMENT PLAN-INITIAL Chief 11/6/2023 | The Chief Nursing Officer will monitor 50% of
The CEQ, the CNO, the Director of Pl met to review the Plan for | Nursing our census of the Initial Nursing Treatment Plans
Provision of Care-Scope of Services Policy. No changes were Officer to confirm compliance for completion within 8

made at this time.

hours and addressing medical issues per the
nursing assessment.




The Nursing staff were retrained to the Plan for Provision of
Care-Scope of Services Policy to confirm compliance with
having an initial nursing treatment plan completed within 8
hours of admission that includes a specific medical treatment
plan per the nursing assessment.

Training was initiated by the CNO and completed on
10/31/2023.

The Day and Noc House Supervisors are responsible for
reviewing all new admissions to confirm completion of the
initial nursing treatment plan. Findings will be reported to the
CNO daily.

Training was initiated by the Chief Nursing Officer and
competed on 10/31/2023.

Monitoring will be ongoing for 4 months until
compliance of 90% or greater is achieved and
sustained.

The Day and Noc House Supervisors will audit
daily the new admissions and report daily to the
CNO the results of initial nursing treatment
plans being completed, and medical issues being
addressed.

Aggregated data will be reported to the Quality
Committee, and the MEC monthly and to the
Governing Board quarterly.

Target for compliance is >/= 90%

L1065

322-170.2E TREATMENT PLAN-COMPREHENSION

The CEQ, Medical Director, CNO and the Director of Pl met to
review the Treatment Planning Policy. No changes were made
at this time.

The Providers were all retrained by the CMO to the Treatment
Planning Policy to confirm compliance with required
documentation pertinent to patient’s status on the Master
Treatment Plan Update Form.

Training was initiated by the Medical Director and completed
on 10/31/2023.

All licensed Nursing staff were retrained to the Treatment
Planning Policy to confirm compliance with identifying medical
problems on the Master Treatment Plan, completing the
Chronic/Stable Treatment Plan on each patient with target
dates and specific interventions if needed, completing the
Master Treatment Plan Update forms weekly addressing the
patient’s medical problems and documenting progress towards
goals of the medical problems.

Medical
Director

Chief
Nursing
Officer

11/6/2023

The Medical Director will monitor 50% of our
census of Master Treatment Plan Updates to
confirm compliance with Providers updating
their portion of the treatment plan.

The Chief Nursing Officer will monitor 50% of
our census of the Master Treatment Plans and
Master Treatment Plan Updates to confirm
compliance with identifying medical problems
on the Master Treatment Plan, completing the
Chronic/Stable Treatment Plan on each patient
with target dates and specific interventions if
needed, completing the Master Treatment Plan
Update forms weekly addressing the patient’s
medical problems and documenting progress
towards goals of the medical problems.
Monitoring will be ongoing for 4 months until
compliance of 90% or greater is achieved and
sustained.

Aggregated data will be reported to the Quality
Committee, and the MEC monthly and to the
Governing Board quarterly.

Target for compliance is >/= 90%




Training was initiated by the CNO and completed on

10/31/2023.
£1070 | 322-170.2F PHYSICIAN ORDERS Chief 11/6/2023 | The Chief Nursing Officer will monitor 100% of
ITEM #1 Nursing patients on CIWA Protocol to confirm
The CEQ, Medical Director, CNO and the Director of Pl met to Officer compliance with following provider orders.
review the citation. A CIWA Protocol Policy and Procedure was
made. Medical The Chief Nursing Officer will monitor 50% of
Director our census of the Patient Observation forms to

All licensed Nursing staff were retrained to the new CIWA
Protocol Policy and Procedure to confirm compliance with
implementation of the CIWA protocol and assessing the score
per the Providers orders.

CIWA Protocol Policy and Procedure was reviewed and
approved by Governing Body on 13/3/2023.

Training was initiated by the CNO and completed on
10/31/2023.

ITEM #2
The CEQ, CNO and the Director.of Pl met to review the Patient
Observation Policy. No changes were made at this time.

The Nursing staff were all retrained to the Patient Observation
Policy to confirm compliance with updating the patient
observation form timely when precaution orders are added
and/or discontinued.

Training was initiated by the CNO and completed on
10/31/2023.

ITEM #3

The CEOQ, Medical Director and the Director of Pl met to review
the Ordering and Prescribing-General Requirements Policy. No
changes were made at this time.

confirm compliance with updating the patient
observation form with precautions ordersina
timely manner.

The Medical Director will monitor 100% of
physician orders to confirm compliance with
electronically signing within 48 hours.
Noncompliance data will be added to the
provider’s OPPE profile and reviewed quarterly.

Monitoring will be ongoing for 4 months until
compliance of 90% or greater is achieved and
sustained.

Aggregated data will be reported to the Quality
Committee, and the MEC monthly and to the
Governing Board quarterly.

Target for compliance is >/= 80%




All Providers were retrained by the CMO to the Ordering and
Prescribing-General Requirements Policy to confirm
compliance with electronically signing orders within 48 hours.
Noncompliance with policy will be dealt with individually with
the provider by the CMO.

Training was initiated by the Medical Director and completed
on 10/31/2023.

L1105 322-170.3C NURSING SERVICES Chief 11/6/2023 | The Chief Nursing Officer will monitor 50% of
ITEM #1 Nursing our census of the nursing daily assessment for
The CEO, CNO and the Director of Pl met to review the Format | Officer compliance with occurring every shift including
and Content of the Record Policy. The Policy was updated to pain assessment.
reflect that reassessments of patients occur every shift. The Chief Nursing Officer will monitor 50% of
our census of the Patient Observation forms to

All licensed Nursing staff were retrained to the newly revised confirm compliance with Charge Nurse oversight

Format and Content of the Record Policy to confirm compliance three times a shift and the Charge Nurse signing

with assessments of patients occurring every shift. Focus of this the form.

training included completion of the pain assessment. Monitoring will be ongoing for 4 months until
compliance of 90% or greater is achieved and

The Format and Content of the Record Policy was reviewed and sustained.

approved by Governing Body on 10/3/2023. Aggregated data will be reported to the Quality
Committee, and the MEC monthly and to the

Training was initiated by the CNO and completed on Governing Board guarterly.

10/31/2023. Target for compliance is »/= 90%

ITEM #2

The CEQ, CNO and the Director of Pl met to the Patient

Observation Policy. No changes were made at this time.

All licensed Nursing staff were retrained to the Patient

Observation Policy to confirm compliance with the Charge Nurse

reviewing all patient observation rounds three times per shift

and signing the Observation form.

Training was initiated by the CNO and completed on

10/31/2023.

L1150 322-180.1D PHYSICIAN AUTHORIZATION Medical 11/6/2023 | The Medical Director will monitor 100% of
ITEM #1 Director restraint and seclusion orders to confirm




The CEQ, Medical Director, CNO and the Director of Pi met to

review the Proper Use and Monitoring of Physical/Chemical

Restraints and Seclusion Policy. No changes were made at this
" time.

The Providers were all retrained to the Proper Use and
Meanitaring of Physical/Chemical Restraints and Seclusion
Policy by the CMO to confirm compliance with authenticating
telephone/verbal seclusion and restraint orders within 24
hours.

Training was initiated by the Medical Director and completed
on 10/31/2023.

ITEM #2

The CEQ, Medical Director, CNO, Director of Risk and Director
of Pl met to review the Proper Use and Monitoring of
Physical/Chemical Restraints and Seclusion Policy. No changes
were made at this time.

The Providers were all retrained to the Proper Use and
Monitoring of Physical/Chemical Restraints and Seclusion
Policy by the CMO to confirm compliance with orders entered
into the HCS system far the restraint and/or seclusion.

. Training was initiated by the Medical Director and completed
on 10/31/2023.

The Nursing staff were all retrained to the Proper Use and
Monitoring of Physical/Chemical Restraints and Seclusion
Policy to confirm compliance with entering the
telephone/verbal order into HCS for the restraint and/or
seclusion.

Training was initiated by the CNO and completed on
10/31/2023.

Chief
Nursing
officer

compliance with authenticating orders within 24
hours.

The Medical Director will monitor 100% of
patients that were in restraint and/or seclusion
for a restraint and/or seclusion order in HCS to
confirm compliance with orders entered for any
restraint and/or seclusion.

The Chief Nursing Officer will monitor 100% of
patients that were in restraint and/or seclusion
for a restraint and/or seclusion order in HCS to
confirm compliance with orders entered for any
restraint and/or seclusion by the Registered
Nurse.

Monitoring will be ongoing for 4 months until
compliance of 90% or greater is achieved and
sustained.

Aggregated data will be reported to the Quality
Committee, and the MEC monthly and to the

~Governing Board guarterly.

Target for compliance is >/= 90%




11155

322-180.1E SECLUSION EXAM

The CEQ, CNO, Director of Risk and the Director of PI met to
review the Praper Use and Monitoring of Physical/Chemical
Restraints and Seclusion Policy. No changes were made at this
time.

All ticensed Nursing staff were all retrained to the Proper Use
and Monitoring of Physical/Chemical Restraints and Seclusion
Policy to confirm compliance with a face-to-face evaluation of
the patient to be completed within one hour of the initiation
of the restraint. This evaluation will be documented in the
medical record and include the date and time of evaluation, an
assessment of the patient’s immediate situation, an evaluation
of the patient’s medical and behavioral condition to include a
complete review of systems, and an assessment of the need to
continue or terminate the restraint. Training to the
seclusion/restraint packet that includes all required
documentation was the focus of this training.

Training was initiated by the CNO and completed on
10/31/2023.

Chief
Nursing
Officer

11/6/2023

The Chief Nursing Officer will monitor 100% of
patients that were in restraint and/or seclusion
to confirm compliance with a face-to-face
evaluation completed within one hour and
documented and on the seclusion/restraint
packet and kept in the medical record.
Monitoring will be ongoing for 4 months until
compliance of 90% or greater is achieved and
sustained.

Aggregated data will be reported to the Quality
Committee, and the MEC monthly and to the
Gaverning Board quarterly.

Target for compliance is >/= 90%

£1375

322-210.3C PROCEDURES-ADMINISTER MEDS

ITEM #1

The CEOQ, CNO and the Director of Pl met to review the
Medication Administration Policy. No changes were made at this
time.

All licensed Nursing staff were retrained to the Medication
Administration Policy to confirm compliance with scheduled
dosing times of certain medications within 60 minutes before or
after the scheduled dosing time. Training focused on the
requirement to document the reason the dose was missed or
delayed and notification of the physician for a delay greater
than 2 hours and document this.

Training was initiated by the CNO and completed on
10/31/2023.

ITEM #2

Chief
Nursing
Officer

11/6/2023

The Chief Nursing Officer will monitor 100% of
timed medications to confirm compliance with
administering within 60 minutes and
documentation if dose was missed and
notification of physician if delay was greater
than 2 hours.

The Chief Nursing Officer will monitor 100% of
pain interventions for a reassessment of pain to
be completed in a timely manner and
documented in HCS.

Monitoring will be ongoing for 4 months until
compliance of 90% or greater is achieved and
sustained.

Aggregated data will be reported to the Quality
Committee, and the MEC monthly and to the
Governing Board quarterly.

Target for compliance is >/= 90%




The CEQ, CNO and the Director of Pl met to review the Pain
Assessment, Reassessment and Management Policy. No
changes were made at this time.

All licensed Nursing staff were all retrained to the Pain
Assessment, Reassessment and Management Policy to confirm
compliance with reassessing the patient’s pain level before and
after administering any pain interventions and to document this
reassessment in HCS.

Training was initiated by the CNO and completed on
10/31/2023.

11390 | 322-210.3F PROCEDURES-AUTHENTICATE Medical 11/6/2023 | The Medical Director will monitor 100% of
The CEQ, Medical Director, CNO and the Director of Pl met to Director orders entered into HCS for compliance with
review the Ordering and Prescribing-General Requirements being electronically signed within 48 hours.
Policy. No changes were made at this time.
Monitering will be ongoing for 4 months until
The Providers were all retrained to the Ordering and compliance of 90% or greater is achieved and
Prescribing-General Requirements Policy by the CMO to sustained.
confirm compliance with all orders entered into the
computerized order entry system are electronically signed Aggregated data will be reported to the Quality
within 48 hours. Committee, and the MEC monthly and to the
Governing Board guarterly.
Training was initiated by the Medical Director and completed Target for compliance is >/= 90%
on 10/31/2023. '
11410 | 322-210.3) PROCEDURES-OUTDATED MEDS Chief 11/6/2023 | The Chief Nursing Officer will monitor 100% of
The CEQ, CNO and the Director of Pl met to review the Multi- Nursing multi-use vials to confirm compliance with
Dose Vials, Single-Dose Containers and Multi-Dose Bulk Officer dating the open vials with discard date and not

Medication Containers Policy. No changes were made at this |
time.

All licensed Nursing staff were all retrained to the Multi-Dose
Vials, Single-Dose Containers and Multi-Dose Bulk Medication
Containers Policy to confirm compliance with labeling opened
multi-dose vials with a discard date not an opened date. This
date will be 28 days from the date the vial is opened, the
manufacturer’'s expiration date; or the beyond use date,
whichever is shorter.

open date.

Monitoring will be ongoing for 4 months until
compliance of 90% or greater is achieved and
sustained.

Aggregated data will be reported to the Quality
Committee, and the MEC monthly and to the
Governing Board quarterly.

Target for compliance is >/= 90%




Training was initiated by the CNO and completed on
10/31/2023.

L1485

322-230.1 FOOD SERVICE REGS
The CEO, Director of Plant Operations, Dietary Manager and
the Director of PI met to review the citation.

The Director of Plant Operations retrained the Dietary Manager
to the Washington State Retail Food Code WAC 246-215-
04565(1) to confirm compliance with monitoring the Hydrion
QT-40 test strips for their expiration date.

Training was initiated by the Director of Plant Operations and
completed on 10/31/2023.

The Dietary Manager then trained all kitchen staff to the
Washington State Retail Food Code WAC 246-215-04565(1) to
confirm compliance with monitoring the Hydrion QT-40 test
strips for their expiration date.

Training was initiated by the Dietary Manager and completed
on 10/31/2023.

Director of
Plant
Operations

Dietary
Manager

11/6/2023

The Director of Plant Operations will monitor
100% of Hydrion QT-40 test strips for expiration
date.

Monitoring will be ongoing for 4 months until
compliance of 90% or greater is achieved and
sustained.

Aggregated data will be reported to the Quality
Committee, and the MEC monthly and to the
Governing Board quarterly.

Target for compliance is >/= 90%




STATE OF WASHINGTON
DEPARTMENT OF HEALTH

PG Box 47874 » Olympia, Washington 98504-7874

December 6, 2023

Brenda Arlf, RN

Inland Northwest Behavioral Health
104 W. 5th Ave

Spokane, WA 99204

Dear Ms. Arlt,

Surveyors from the Washington State Department of Health and the Washington State
Patrol Fire Protection Bureau conducted a state licensing survey at Inland Northwest
Behavioral Hospital on September 7-9, 2023. Hospital staff members developed a plan
of correction to correct deficiencies cited during this survey. This plan of correction was
approved on October 5, 2023.

Hospital staff members sent a Progress Report dated December 4, 2023, that indicates
all deficiencies have been corrected. The Department of Health accepts inland
Northwest Behavioral Hospital's attestation to be in compliance with Chapter 246-320
WAC. '

If there were fire life safety deficiencies identified in your report, the Deputy Fire Marshal
will perform an on-site revisit after the correction date to verify those corrections.

The team sincerely appreciates your cooperation and hard work during the survey

process and looks forward to working with you again in the future.

Sincerely,

Samantta fse

Samantha Roe, MSN, RNS-OB
Survey Team Leader




