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L 000 | INITIAL COMMENTS L 000
STATE HOSPITAL LICENSING SURVEY 1. Awritten PLAN OF CORRECTION is
required for each deficiency listed on the
This State Hospital Licensing Survey was Statement of Deficiencies.
conducted on 7/11/2016 - 7/14/2016 by Cathy :
Strauss RN, Alex Giel, REHS PHA, and Tyler 2. EACH plan of correction statement
Henning PHA. The Washington Fire Protection must include the following:
Bureau conducted the fire life safety inspection. The reguiation number and/or the tag
number;
During the course of the survey, surveyors HOW the deficiency will be corrected:
assessed issues related to complaint WHO is responsible for making the
2016-7656 and 2016-7798. There were no carrection;
findings under WAC 246-322. WHAT will be done to prevent
The complaint was not substantiated. reoccurrence and how you will monitor for
continued compliance; and
WHEN the correction will be completed.
ASE #2T2QM
' 3. Your PLANS OF CORRECTION must
be returned within 10
business days from the date you receive
the Statement of Deficiencies. Your Plans
of Correction must be postmarked by
8/17/20186.
4. Return the ORIGINAL REPORTS with
the required signatures.
1.3804 322-035.1P POLICIES-EQUIP MAINTENANGCE | L 380
WAC 246-322-035 Policies and
Procedures. {1) The licensee shall
devslop and implement the following
written policies and procedures
consistent with this chapter and
services provided: {p) Cleaning,
inspecting, repairing and calibrating
electrical, biomedical and therapeutic
equipment, and documenting actions;
This RULE: is not met as evidenced by:
If deficiencies are cited, an approved plan of,.cayrection is requisite to continued program pariicipation.
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- body shall: {8) Require and approve

Continued From Page 1

Based on observation, interview, and document
review, the hospital failed to ensure that
preventative maintenance was performed on all
biocmedical and patient care equipment within the
facility.

Findings:

1. On 7/12/2016 at 9:00 AM, Surveyor #1 and
Surveyor #2 observed vital sign measurements on
patients on the 2nd floor of the West Wing. The
last preventative maintenance on the machine
expired on 6/1/2016. The preventative
maintenance logs indicate that preventative
maintenance was due for all biomedical and
patient care equipment on 6/1/2016. On
71212016 at 9:00 AM, the facilities supervisor
(Staff Member #7) said that the technicians were
scheduled to come, but delays had pushed
maintenance past the expiraticn date.

2. On 7/12/2016 at approximately 10:45 AM,
Surveyor #1 and Surveyor #2 observed the
laboratory room for use by the contracted service.
The last preventative maintenance indicated on 2
centrifuges used for processing patient blood
samples was from 10/2012. The facility was
unable to obtain records indicating that the
contractor had performed any preventative
maintenance or calibrations.

322-040.8B ADMIN RULES-PRIVILEGES

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

professional staff bylaws and rules
concerning, at a minimum; (b)
Delineation of privileges;

This RULE: is not met as evidenced by:

L 380

L 460

A

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Based on.document review, the hospital failed to
ensure that the medical staff and governing body
were approving or denying requested clinical

privileges per their bylaws for 1 of 4 staff members
reviewed (Staff Member #6).

Findings:

1. The Medical Staff Bylaws state in part, " 7.2.4.
Procedure: All requests for Clinical Privileges
shall be evaluated and granted, modified, or
denied ... "

The Board of Governors Bylaws state in part, "
Article XI.3.c. Governing Board Action. The Board
shall consider the recommendations of the
Medical Staff so presented and appoint to the
Medical Staff ...Healthcare Professionals ...and
shall assign to them appropriate staff status as
well as clinieal privileges ... "

2. On 7/12/2016 at approximately 3:00 PM,
Surveyor #1 and Surveyor #2 reviewed medical
staff documents. Of the 4 staff members
reviewed, 1 Physician (Staif Member #6) did not
have requested clinical privileges approved or
denied by the medical staff or governing body.
The medical staff and Medical Executive
Committee signed the privileging form, but the
governing body did not sign the form. In addition,
the check boxes to indicate if requested privileges
were approved or denied were not marked.

322-100.1AINFECT CONTROL-P&P

WAQC 246-322-100 Infection Control.
The licensee shall: {1) Establish and
implement an effective hospital-wide
infection control program, which

L 460

L 690

&2

If deficiencles are cited, an approved plan of correction is requisite to continued program participation.
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includes at a minimum: (a) Written
policies and procedures describing:

(i) Types of surveillance used to
monitor rates of nosocomial

infections; (i) Systems to collect

and analyze data; and (iif) Activities

to prevent and control infections;

This RULE: is not met as evidenced by:

Based on observations, interview and review of
policies and procedures the hospital failed to
ensure staff members followed the hospltal pollcy
for hand hygiene.

Findings:

1. The hospital policy fitled " Hand Hygiene",
(Policy #1600.4.4, Rev. 11/2015) states in part, "
1. Employees are required to wash hands
thoroughly: 1.3. Before and after each individual
patient contact. 1.4, After contact with potentially
contaminated surfaces",

2. On 7/11/2016 at 3:00 PM, Surveyor #3
observed the Charge Nurse for West {Staff
Member #1) unit deliver medications to 3 patients
at the medication room med counter. No hand
hygiene was noted between the patients
medication delivery. Staff Member #2 did use
soap and water when s/he completed med pass
for the third patient.

3. On 7M12/2016 at 8:30 AM, Surveyor #3-
observed the medication nurse on the South Unit
(Staff Member #2) deliver medication to 3
consecutive patients. An automatic blood
pressureftemperature machine was positioned
near the medication counter and was used on the
2nd patient. Surveyor #3 observed the med nurse
(Staff Member #2) administer medication to the
1st patient without performing hand hygiene
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before or after the medication pass. The 2nd
patient fo the medication window received a set of
blood pressure and temperature monitoring and
then was given the prescribed medication. No
hand hygiene was observed prior to or following
the medication pass. The patient care equipment
was hot sanitized after use. The 3rd patient
received the medication pass without hand
hygiene prior fo or following contact with the
patient. ‘

4. On 7/12/2016 at 8:30 AM, the Chief Nursing
officer confirmed to above observations

5. On 7/12/2016 at 9:00 AM, Surveyor #1 and
Surveyor #2 observed a housekeeper (Staff
Member #8) performing a terminal room cleaning
in the West Wing of the hospital. S/he failed to
perform hand hygiene following glove changes
after contacting potentially contaminated surfaces.

6. On 7/12/2016 at 10:25 AM, Surveyor #1 and
Surveyor #2 observed a Licensed Praclical Nurse
(Staff Member #3) administer medicine to patients
in the West Wing of the hospital. S/he did not
perform hand hygiene between patients.

322-120.1 SAFE ENVIRONMENT

WAC 246-322-120 Physical Environment.
The licensee shall: (1) Provide a safe
and clean environment for patients,

staff and visitors;

This RULE: is not met as evidenced by:

Based on observation, document review, and
policy and procedure review, the facility failed to
provide a clean environment for patients.

Findings:

L. 690

L 780

(%
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.| patient bed and above the doorway.

1. The hospital policy titled " Terminal Disinfection
of Patient Rooms" {Policy #1600.7.11, Rev.
11/2015 ) states in part, " 7. Spot washes walls,
light switches, door knobs and other areas that the
patient or staff may contract frequently. "

The document provided by the environmental
services contractor titled " OpenWorks PREMIER
WORK SCHEDULE (Exhibit A) for Fairfax
Hospital " states in part, " Patient Rooms,
Wash/wipe walls as neaded to remove spots -
7/W. Spot clean walls - 7/W " and " Bathrooms
and Shower/Tub, Clean and disinfect shower
walls, floors, and ceilings - 7/W. Dust all air
diffusers - 1/W. "

2. On 7M11/2016 at 3:00 PM, Surveyor #1 and
Surveyor #2 inspected a patient room (Room 111)
in the North Wing of the facility. Stains and
cobwebs were visible and were covering portions
of the walls in the corner of the room near a

3. On 7/11/2016 at 3:00 PM, Surveyor #1 and
Surveyor #2 inspected a patient bathroom (Room
111} in the North Wing of the facility. The
surveyors observed pink and white mildew
covering the lower portions of the shower stall and
the wall adjacent to the shower.,

4. Surveyor #1 and Surveyor #2 observed multiple
air diffusers and vents covered with dust. The
observed rooms included 918 in the West Wing
and 111 in the North Wing.

5. On 7/12/2016 at 9:00 AM, Surveyor #1 and
Surveyor #2 made the following observations
during a terminal room cleaning procedure in the
West Wing (Room 918),

{&r

If deficiencies are cited, an approved plan of cotrection is requisite to continued program participation.
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a. The housekeeper (Staff Member #8) performed
high dusting of surfaces after sthe had wet
mopped the floor with disinfectant. This order of
cleaning could introduce contaminants to the
recently disinfected floor.
b. The housekeeper cleaned the inside of the
toilet bow! with a brush and proceeded to clean
the sink basin with the same brush.
¢. The housekeeper placed a cleaning rag that
was used to clean the patient room into the
disinfectant solution bucket, potentially
confaminating other clean rags.
L 880 322-140.1i ROOM FURNISHINGS L 880

WAC 246-322-140 Patient living areas.
The licensee shall: (1) Provide

patient sleeping rcoms with: (i)
Sufficient room furnishings maintained
in safe and clean condition including:
(i} A bed for each patient at least
thirty-six inches wide or

appropriate to the special needs and
size of the patient; (ii} A cleanable,

firm mattress; and (iii) A cleanable

or disposable pillow;

This RULE: is not met as evidenced by:

Based on ohservation, the facility failed to ensure
that patients were provided with a cleanable
matiress

Findings:

On 7/11/2016 at 2:30 PM, Surveyor #1 and
Surveyor #2 observed a torn mattress in the South
Wing (Room 405) of the facility. The mattress had
multiple tears and abrasions that would prevent

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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proper cleaning from occurring.
L1165} 322-180.2 EMERGENCY SUPPLIES L1165

WAQC 246-322-180 Patient Safety and
Seclusion Care. (2) The licensee
shall provide adequate emergency
supplies and equipment, including
airways, bag resuscitators,
intravenous fluids, oxygen, sterile
supplies, and other equipment
identified in the policies and
procedures, easily accessible to
patient-care staff.

This RULE: is not met as evidenced by:

Based on observation, interview and policy and
procedure review, the facility failed to ensure the
availability and use of intravenous solutions as a
part of emergency supplies.

Item #1 Emergency Supplies
Findings:

1. On 7/11/2016 at 2:00 PM during a tour of the
South nursing station, Surveyor #3 noted that
Code Blue, medical emergency bag did not
contain infravenous solutions. The surveyor asked
a nurse (Staff Member #4) about the availability of
intravenous fluids for administration in the event of
a patient medical emergency. S/he stated that
infravenous fluids were in the pyxis on each unit.
Staff Member #4 proceeded to discover there was
no intravenous solution in the pyxis, this was
confirmed with a call to the pharmacist, who
reported that there is only one intravenous bag
and it is located in the cart that resides on East
Unit, which is temporarily housing patients from
another facility, thus not readily available to this

/_).
“n

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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unit.

2. In review of poficies titled, "Code Blue" (Policy
#1000.13, Rev. 11/2015) and "Major Medical
Emergency Treatment" (Policy #1000.12, Rev.
11/2015), it was noted that the procedures did not
address the location of emergency supplies for
patient care in medical emergencies.

Item #2 Checking Emergency Supplies
Findings:

1. Review of "Emergency Medical Equipment
Daily Checklist" and the "House Supervisor
Equipment Checklist & Audit" revealed omissions
to both checkiists.

2. The "Emergency Medical Equipment Daily
Checklist” included hands on validation of the
Oxygen tank, vital signs monitor, Code Grey Bag,
Restraint Bag, PPE Bag, Safety Gown and
Blanket readiness as well as other nourishments
and supplies. Of the 11 days monitored, 1 day
was blank on checks.

3. Review of the "House Supervisor Equipment
Checklist & Audit” revealed weekly omissions to
the checking of the 4 Automatic External
Defibrillators  and accompanying supplies.

4. Interview with the Chief Nursing Officer (Staff
Member #3) confirmed the above findings and
further reported the "House Supervisor is new"
and upon questioning reported "s/he forgot".

322-200.3C RECORDS-PSYCH EVALUATION

WAC 246-322-200 Clinical Records. (3)
The licensee shall ensure prompt entry

L1165

L1250

4

7o %

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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and filing of the following data into

the clinical record for each period a
patient receives inpatient or

outpatient services: {c) Psychiatric
evaluation inciuding: (i) Medical and
psychiatric history and physical
examination; and (ii) Record of

mental status;

This RULE: is not met as evidenced by:

Based on observations and review of medical
records, the hospital failed to ensure History and
Physical records were signed in 2 of 17 clinical
records reviewed.

Findings:

0On 7/13/2016 at 10:00 AM, Surveyor #3 reviewed
17 clinical records and found Patients #5 and #7
were without a signed Medical Histery and
Physical.

322-200.3E RECORDS-SIGNED ORPERS

WAC 246-322-200 Clinical Records. (3)
The licensee shall ensure prompt entry
and filing of the following data into

the clinical record for each period a
patient receives inpatient or

outpatient services: (e) Authenticated
orders for: (i} Drugs or other

therapies; (ii} Therapeutic diets; and
(ii} Care and treatment, including
standing medical orders used in the
care and treatment of the patient,
except standing medical emergency
orders;

This RULE: is not met as evidenced by:

Based on observations and review of medical

L1250

L1260

g

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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| records, the hospital failed to ensure Practitioners

signed physician's arders in 3 of 17 clinical
records reviewed.

Findings:

On 7/13/2016 at 10:00 AM, Surveyor #3 reviewed
17 clinical records and found

Physicians orders for Patient #7, #12, and #14
were not signed.

322-200.3M RECORDS-DISCHARGE
SERVICES

WAC 246-322-200 Clinical Records. (3)
The licensee shall ensure prompt entry
and filing of the following data into

the clinical record for each period a
patient receives inpatient or

outpatient services; (m) A discharge
ptan and discharge summary,

This RULE: is not met as evidenced by:

Based on observation and review of medical
records, the hospital failed to ensure discharge
services were entered into 2 of 17 clinical records.

Findings:

On 7/13/2016 at 10:00 AM, Surveyor #3 reviewed
17 clinical records and found charts for Patients
#8 and #12 without discharge summaries.

322-200.4A RECORDS-DATE

WAC 246-322-200 Clinical Records. (4)
The licensee shall ensure each entry
includes: (a) Date;

This RULE: is not met as evidenced by:

L1260

L1300

L1305

=L
@7

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Based on cbservations and chart reviews, the
hospital failed to ensure clinical record entries
were dated in 3 of 17 clinical records.

Findings:

On 7/13/2016 at 10.00 AM, Surveyor #3 reviewed
17 clinical records and found the Physicans orders
for Patients #7, #12, and #14 were not dated.

322-200.4B RECORDS-TIME OF DAY

WAC 246-322-200 Clinical Records. (4)
The licensee shall ensure each entry
includes; (b} Time of day;

This RULE: is not met as evidenced by;

iaased on observations and chart reviews, the
hospital failed to ensure chart entries included the
time of day in 3 of 17 clinical records.

Findings:

On 7/13/2016 at 10;00 AM, Surveyor #3 reviewed
17 clinical records and found Physicans orders
for Patients #7, #12, and #14 contained entries
without time of entry.

322-200.4C RECORDS-AUTHENTICATION

WAC 248-322-200 Clinical Records. (4)
The licensee shall ensure each entry
includes: (c) Authentication by the
individual making the entry;,

This RULE: is not met as evidenced by:

iaased on observation and review of medical
records the hospital faited to ensure the hospital

-staff authenticated entries in 13 of the 17 clinical

records reviewed.

L1305

L1310

L1315

-
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Findings:

1. On 7/13/2016 at 10:00 AM, Surveyor #3
reviewed 17 clinical records with the following
findings;

a. Physician's ordets for Patient #7, #11, #12, and
#14 were not signed.

b. Admit Assessments and Evaluations were
un-signed and/or un-dated for Patients #2, #3, #8
#11, and #12.

¢. Progress notes for Patients #1, #2, and #8 and
#11 were not signed, dated or timed.

d. Consent for treatment was not signed, dated or
timed by the staff on patient #11. :

e. Restraint and Seclusion order for Patient #10
was without the Registered Nurse signature, time
and date of signature.

f. The history and physical (H&P) for Patient #7
remained incomplete with missing information and
for Patient #1 the H&P was without time and date
of the signature

2. On 711472016 at 9:30 AM, Chief Nursing Officer;
confirmed the above findings.

322-210.3A PROCEDURES-MED AUTH

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

storing, and administering medications
according to state and federal laws

L1315

L1365

”
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and rules, including: (a} Assuring
professional staff who prescribe are
authorized to prescribe under chapter
69.41 RCW;

This RULE: is not met as evidenced by:

Based on observation, interview and review of
policies and procedures, the hospital failed to

ensure pharmaceutical oversite for scheduled
medications.

Reference: WAC 246-873-080 ..."(7) Controlled
substance accountability. The director of
pharmacy shall establish effective procedures and
maintain adequate records regarding use and
accountability of controlled substances, and such
other drugs as appropriate, in compliance with
state and federal laws and regulations. (h)
Controlled substances, Schedule Il and (11, which
are floor stocked, in any hospital patient or nursing
service area shall be checked by actual count at
the change of each shift by two authorized
persons licensed fo administer drugs.”

Findings:

1. On 7/11/2016 at 11:30, Surveyor #3 with
registered nurse (Staff Member #4) reviewed the
medication room for the South patient Unit. On
the med counter was a book labeled "Narc Book™;
Staff Member #4 informed this surveyor that the
book was for those "patients that were admitted
with their own controlled substances; that the
[controlled substances] were kept in a locked
drawer and that they were supposed to be
counted by two RN's each shift."

a. The pages reviewed titled "CONTROLLED
SUBSTANCES RECORD" reveale;l the following;

b. Review of the log pages for 6/30/2016 to
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Continued From Page 14

7/10/20116 presented no patient identifier other
than the patient's handwritten name (Patient #13)
on the upper right corner of each page.

¢. Each page held 1 week of days with
corresponding fines for each shift; days, evenings,
and nights. Each shift had 2 nurse signature
lines. Of the 12 days reviewed, (36 shifts=72
nurse signatures) 17 signatures were missing on
the "CONTROLLED SUBSTANCE RECORD",

d. Review of policies titled; "Patient's Own
Medications (POM)" (Policy #33, Rev. 1/31/2018),
and "Controlled Substances" (Policy #100.48,
Rev. 12/2015), failed to identify how patient's own
controlied substances were to be accounted for
and monitored.

322-230.1 FOOD SERVICE REGS

WAC 246-322-230 Food and Dietary
Services. The licensee shall: (1)
Comply with chapters 246-215 and
248-217 WAC, food service;

This RULE: is not met as evidenced by:

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

compliance with the Washington State Retail Food
Code (WAC 246-215)

Findings:

1. The hospital policy titted "Handling Ice" (Policy
#1600.6.5, Rev. 11/2015) states in part, "4.2. The
scoop is stored in a covered plastic container on
top of the machine."

2. 0On 7/11/2016 between 11:30 AM and 12:30
PM, Surveyor #1 and Surveyor #2 conducted an

L1365

L1485
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inspection of the hospital ' s dietary department
and made the following observations.

a. The surveyors observed an ice scoop resting
on top of the ice machine rather than in a clean,
protected environment per hospital policy and
WAC 246-215.

Reference: Washington State Retai! Food Code,
WAC 246-215-03333 (5)

b. The surveyors observed a paper cup being
used as a scooping utensil stored in a bin of rice
rather than a handled utensil that can be properly
stored.

Reference: Washington State Retail Food Code,
WAC 246-215-03333 (2)

¢. The surveyors observed bagged salads in the
walk in refrigerator, The surveyors interviewed the
Dietary Manager (Staff Member #5) on the
washing procedures for the produce. She stated
that the leafy greens were washed but the
chopped and shredded salads were not. The
packaging indicated that the produce was
pre-washed but did not indicate if it was ready to
eat. The dietary manager was unable to provide
documentation indicating that the products were a
ready to eat food.

Reference: Washington State Retail Food Code,
WAC 246-215-03318 (1)

3. On 7/12/2016 at 11:10 AM, Surveyors #1 and
Surveyors #2 made the following observations
during an inspection of the nourishment room on
the first floor of the West Wing.

a. A box of frozen juice containers was thawing in
the handwashing sink, restricting staff and patient
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access.
Reference: Washington State Retail Food Code,
WAC 246-215-05270 (2)
b. The packaging for the juice containers stated
that the items were o be thawed at 38° F and
stored at 38° F after thawing. The surveyors
observed that these items were thawing at room
temperature. The surveyors also observed these
items being held af room temperature in the North
Wing of the facility, rather than the holding
temperature specified by the manufacturer.
L1555 322-240.2 LAUNDRY-SEPARATE AREAS L1555

WAC 246-322-240 Laundry. The licensee
shall provide: (2) Storage and sorting
areas for soiled laundry in weli-

ventilated areas, separate from clean
linen handling areas;

This RULE: is not met as evidenced by:

Based on observation, the hospital failed to
ensure that clean and soiled linens were
separated during storage.

Findings:

On 7/11/2016 at 2:25 PM, Surveyor #1 and
Surveyor #2 observed pillows stored on a counter
near the sink in the soiled linen room of the first
floor of the West Wing. The pillows were for
patient use and should be stored in a clean linen
room to prevent potential cross-contamination.

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Féirfax Behavioral Health
Plan of Correction for State Licensing
BHC Fairfax Hospital (504002)

Psy

L 380 ﬁiggi-; 221;03-3301§SI-EQU!P gnAINTENANCE On 7/14/16, a Biomedical Equipment Facilities 8/15/16 Compliance to 100%
-322-035 Policies an . . .
Procedures. (1) The licensee shall develop and .represe_ntatlve completed thg Director be r_nomtored
implement the following written policies and inspection. The equipment stickers during monthly
procedures consistent with this chapter and were updated with the completion _ EOC Rounding.
services provided: (p) Cleaning, inspecting, date of 7/14/16. Documentation is The target for
repairing and calibrating electrical, biomedical b The Faciliti . .
and therapeutic equipment, and documenting expected by 8/15/16. The Facilities compliance is
actions; This RULE: is not met as evidenced by: | Director is currently in the process 100%.

Based on observation, interview, and document interviewing other vendors.
review, the hospital failed to ensure that
preventative maintenance was performed on all

biomedical and patient care equipment within The Pharmacy Director observed a Pac | Pharmacy 7/22/16 The Pharmacy 100%
the facility. Lab representative conducting the Director Director will

preventative maintenance and audit the

updating the calibration stickers on documented

centrifuges on 7/22/16. annual

inspection of Pac
Lab Equipment
completed by
Pac Lab. The
target for
compliance is
100%.

Page 1 of 22

Lesomed v euranl S-102./6



Fairfax Behavioral Health
'Plan of Correction for State Licensing
BHC Fairfax Hospital {504002)

L 460

322-040.8B ADMIN RULES-PRIVILEGES
WAC 246-322-040 Governing Body and
Administration. The governing body shall: (8)
Require and approve professional staff bylaws
and rules conceming, at a minimum: (b}
Delineation of privileges; This RULE: is not met
as evidenced by: Based on document review,
the hospital failed to ensure that the medical
staff and governing body were approving or
denying requested clinical privileges per their
bylaws for 1 of 4 staff members

reviewed (Staff Member #6).

The identified provider with expired
privileges was re-privileged at the
Medical Executive Committee meeting
on 8/10/16. The Chair of the Medical
Executive Committee was re-trained on
8/9/16 regarding how to complete the
Delineation of Privileges Form. On
8/1/16, the Medical Staff Coordinator
expanded the tracking spreadsheet to
include the tracking of provisional or
temporary privileges and when
privileges expire. Further, thereis a
checklist for the purpose of tracking
items requiring for the privileging
packet. On 8/1/16, the Medical Staff
Coordinator also initiated a system for
medical staff and the Medical Staff
Coordinator to receive automated
reminders starting at 3 months in
advance of the re-appointment to
ensure timely receipt of required
documentation.

Chief
Medical
Officer;
Medical
Staff
Coordinator

8/10/16

The Medical
Staff Coordinator
will conduct at
minimum
biweekly audits
to ensure
privileges remain
current and will
review the
Delineation of
Privileges Form
after each
Medical
Executive
Committee
Meeting to
ensure
completeness.
The target for
compliance is
100%.

100%
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L 690

322-100.1A INFECT CONTROL-P&P

WAC 246-322-100 Infection Controf.

The licensee shall: (1) Establish and implement
an effective hospital-wide infection control
program, which inciudes at 2 minimum: (2)
Written policies and procedures describing: (f)
Types of surveillance used to monitor rates of
nosocomial infections; (i} Systems to collect
and analyze data; and (jii) Activities

to prevent and control infections; This RULE: is
not met as evidenced by: Based on .
observations, interview and review of policies
and procedures the hospital failed to ensure
staff members followed the hospital policy for
hand hygiene.

On 8/10/16, the Infection Control
Nurse provided initial notification via
memo to all staff which will be
reviewed in nursing shift change and
posted on the unit bulletin board
regarding the hospital policy for hand
hygiene compliance.

The Infection Control Nurse will
provide in person re-training to all
nursing staff regarding the hand
hygiene palicy by 8/31/16.

On a weekly basis unit managers will
complete random hygiene ohservations
including during one medication
administration pass and report
compliance to the infection Control
Nurse.

Infection
Control
Nurse

8/31/16

Unit managers
wili complete
weekly hand
hygiene
observation at
least weekly,
including at one
medication
administration
manthiy, and
report data to
the Infection
Control Nurse.
Managers will
complete
corrective action
for any staff not
in compliance
with hand
hygiene policy.

‘| The target for .

compliance is
90%.

80%
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Fairfax Behavioral Health
Plan of Correction for State Licensing
BHC Fairfax Hospital {504002)

'(-cgig . Immediate retraining will occur by
supervisors for any staff not following

the hospital hand hygiene policy.

Nursing supervisors will report

education/retraining opportunities of

staff to the Infection Control Nurse

who will monitor staff for retraining

and formal corrective action as needed.’

The Housekeeping staff will be re-
trained on the hand hygiene policy by
the Infection Ceontrol Nurse in-person
by 8/31/16. '
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L780

322.120.1 SAFE ENVIRONMENT

WAC 246-322-120 Physical Environment.
The licensee shalk: {1) Provide a safe and clean
environment for patients, staff and visitors;

This RULE: is not met as evidenced by:

Based on observation, document review, and
policy and procedure review, the facility failed fo
provide a clean environment for patients.

The Facilities Director met with the
Environmental Services vendor Open
Works on 8/2/16 to discuss the failure
to meet contract expectations for
cleanliness. The identified cleanliness
issues-were corrected as of 8/5/16. The
identified Housekeeping staff member
was re-trained by both the Manager
and Regional Manager of Open Works
on proper cleaning procedures
effective 7/15/16. All Open Works
personnel will be re-trained in proper
cleaning procedures by the Open
Works Manager as of 8/12/16. The
Facilities Director is currently in the
process interviewing other vendors and
reviewing the option of having in-house
environmental services with an
anticipated decision date of 9/1/16.

Facilities
Director

9/1/2016

Compliance to
be monitored
during monthly
EOC Rounding.
The target for
compliance is
90%.

80%
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1. 880

322-146.1i ROOM FURNISHINGS

WAC 246-322-140 Patient living areas.

The licensee shall: (1} Provide patient sleeping
rooms with: (HSufficient room furnishings
maintained

in safe and clean cendition including: (i) A bed
for each patient at least thirty-six inches wide or
appropriate to the special needs and size of the
patient; (i} A cleanable, firm mattress; and (i} A
cleanable or disposable pillow; This RULE: is
not met as evidenced by: Based on
observation, the facility failed to ensure that
patients were provided with a cleanable
mattress

The Facilities Director will conduct a full
survey of each mattress by 8/12/16. All
torn mattresses will be repaired or
replaced. On an on-going basis, all
mattresses will be inspected biweekly
by maintenance staff and the results
reported to the Facilities Director. The
Facilities Director re-trained
maintenance staff on conducting
inspections and housekeeping staff on
identifying mattresses needing to be
taken out of service as of 8/12/16 by
in-person training.

Facilities
Director

8/12/16

Compliance to
be monitored
during monthly
EQC Rounding.
The target for
compliance is
100%.

100%
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BHC Fairfax Hospital (504002)

L1165

322-180.2 EMERGENCY SUPPLIES

WAC 246-322-180 Patient Safety and
Seclusion Care. (2) The licensee shall provide
adequate emergency supplies and equipment,
including airways, bag resuscitators,
intravenous fluids, oxygen, sterile supplies, and
other equipment identified in the policies and
procedures, easily accessible to patient-care
staff. This RULE: is not met as evidencad by:
Based on observation, interview and policy and
procedure review, the facility failed to ensure
the availability and use of infravenous solutions
as a part of emergency supplies.

On 8/15/16, nursing staff will be re-
trained regarding the location of IV
hydration fluids, including IV starter
kits, by the Nurse Educator via email
and an electronic bulletin board
posting. Further, the Nurse Educator
will also train nursing staff at staff
meetings as of 8/31/16.

Effective, 8/22/16, all IV hydration
fluids including IV starter kits are
located in the Pyxis Machines.

On 8/22/16, signage will be placed in
Blue Emergency Bag stating that IV
fluids and starter kits located in the
Pyxis.

Pharmacy
Director;
CNO; Nurse
Educator

8/31/16

The Pharmacy
Director or
designee will
ensure [V starter
kits and IV fluids
available in Pyxis
as Override
products. If an
item is removed,
pharmacy
receives an

‘automatic

notification to
refiil the supply.
The Pharmacy
Director will
maoniter monthly
utilization to
ensure proper
stock. The target
for compliance is
100%.

100%
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L1250

322-200.3C RECORDS-PSYCH EVALUATION
WAC 246-322-200 Clinical Records. (3)

The licensee shall ensure prompt entry and
filing of the following data into the clinical record
for each period a patient receives inpatient or
outpatient services: (c) Psychiatric evaluation
including: () Medical and psychiatric history and
physical

examination; and (ii) Record of mental staius;
This RULE: is not met as evidenced by:

Based on observations and review of medical
records, the hospital failed to ensure History -
and

Physical records were signed in 2 of 17 clinical
records reviewed.

The Chief Medical Officer provided
initial notification te all primary care
staff via e-mail on 8/1/16 regarding the
hospital policy and Medical Staff Bylaw
requirements related to timeliness and
completeness of the History and
Physical.

The Chief Medical Officer reviewed the
hospital policy and Medical By Law
expectations related to timeliness and
completeness of the History and
Physical at the Medical Staff Meeting
on 8/4/15.

A chart audit is completed every night
to ensure physicians have
authenticated History and Physicals.
History and Physicals not authenticated
are flagged for physician signature the
following day.

Chief
Medical
Officer;
Primary
Care Lead;
HIM
Manager

Night Shift
RN

8/4/16

Monthly chart
audits will be
conducted to
ensure the
prompt entry
and filing of
History and
Physical records
in the medical
record. Target
for compliance is
90%.

90%
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| 1250 The HIM Manager completes a monthly
{cont) random chart audit to include timely
authentication of History and Physicals.
The HIM Manager will forward the
names of any providers found in the
monthiy chart audits or other auditing
mechanisms to be out of compliance
with documentation requirements to
the Chief Medical Officer for follow-up
with that individual provider.

The Chief Medical Cfficer oversees the
monitoring of compliance with clinical
records. Members of the medical staff
documentation compliance are
reviewed monthly in Medical Staff
Committee via the established Ongoing
Professional Practice Evaluation. '
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L1280 %ﬁggggnggE%%%?SjS'?gED %RD(E3$$h The Chief Medical Officer provided Chief 8/4/16 Monthly chart 90%
- - mnica ecoras. e P - - - . . .
licensee shall ensure prompt entry and fiing of initial -nOtlﬁCH'F]OI"I to all primary cgre IVIe_dlcaI audits will be
the fo”owing data into the clinical record for staff via e-mail-on 8/1/16 I’egal‘dll’lg the Ofﬂcer; HIM conducted to
each period a patient receives inpatient or hospital policy and Medical Staff Bylaw | Manager ensure the
fourt_p(%t'grr‘: ;:rc‘}’;‘;‘iﬁ;&e) Authenticated orders requirements related to Practitioners timely and
therapies; (i) Therapeutic diets; and (iil) Care signing physician orders in the clinical complete
and treatment, including standing medical record. authentication
orders used in the care and treatment of the of physician’s
patient, except standing medical emergency . . X .
orders; This RULE: is not met as evidenced by: The (;hlef M.edlcal Of‘ﬁce.r reviewed the orde'rs in the
Based on observations and review of medical hospital policy and Medical By Law medical record.
rPecords. the hospitgl fiiled to ensucrie 5 of expectations related to Practitioners Target for
ractitioners signed physician's orders in 3 o N . . \ . . . .
17 clinical records reviewred. signing physician qrders in the cll‘mcal compliance is
record at the Medical Staff Meeting on 90%.
8/4/15.

A chart audit is completed every night Night Shift
to ensure Practitioners have signed all RN
physician orders. Physician orders not
signed are flagged for physician
signature the following day.
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L1280

The HIM Manager completes a monthly
{cont)

random chart audit to include
Practitioners signing physician orders.
The HIM Manager will forward the
hames of any providers found in the
monthly chart audits or other auditing
mechanisms to be cut of compliance
with documentation requirements to
the Chief Medical Officer for foliow-up
with that individual provider.

The Chief Medical Officer oversees the
monitoring of compliance with clinical
records. Members of the medical staff
documentation compliance are
reviewed monthly in Medical Staff
Committee via the established Ongoing
Professional Practice Evaluation.
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L1300

322-200.3M RECORDS-DISCHARGE
SERVICES

WAC 246-322-200 Clinical Records. (3)

The licensee shall ensure prompt entry and
filing of the following data into the clinical record
for each period a patient receives inpatient or
outpatient services: {(m) A discharge plan and
discharge summary. :

This RULE: is not met as evidenced by:

Based on observation and review of medical
records, the hospital failed to ensure discharge
services were entered into 2 of 17 clinical
records.

All medical staff were re-trained by the
Chief Medical Officer via e-mail on
8/1/16 regarding the standards related
to discharge summaries. The Chief
Medical Officer re-trained all medical
staff regarding the standards related to
discharge summaries at the Medical
Staff Meeting on 8/4/15. Beginning
8/9/16, the HIM Manager or designee
will send email reminders to individual
providers prior to the due date of the
discharge summary. The HIM Manager
or designee forward the names of any
providers found in the monthly chart
audits or other auditing mechanisms to
be out of compliance with
documentation requirements to the
Chief Medical Officer for follow-up with
that individual provider.

Chief
Medical
Officer; HIM
Manager

8/4/16

The HIM
Manager or
designee will
audit compliance
at a minimum
weekly. Monthly
chart audits will
be conducted to
ensure that
timely and
complete
discharge
summaries
medical record.
Target for
compliance is
90%.

90%

Page 12 of 22
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L1305

322-200.4A RECORDS-DATE

WAC 246-322-200 Clinical Records. (4)

The licensee shall ensure each entry

includes: (a) Date;

This RULE: is not met as evidencad by: Based
on observations and chart reviews, the
hospital failed to ensure clinical record entries
were dated in 3 of 17 clinical records.

The Chief Medical Officer provided
initial notification to all primary care
staff via e-mail on 8/1/16 regarding the
hospital policy and Medical Staff Bylaw
requirements related to dating all
entries in the clinical record.

The Chief Medical Officer reviewed the
hospital policy and Medical By Law
expectations related to dating all
entries in the clinical record at the
Medical $taff Meeting on 8/4/15.

A chart audit is compieted every night
to ensure physicians have dated all
entries in the clinical record. Entries not
dated are flagged for correction the
following day.

Chief
Medical
Officer; HIM
Manager

Night Shift
RN

8/4/16

Monthly chart
audits will be
conducted to
ensure the
fimely and
complete dating
of clinical record
entries. Target
for compliance is
90%.

90%
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L1308

The HIM Manager completes a monthiy
(cont)

random chart audit to include the
dating of all entries in the clinical
record. The HIM Manager will forward
the names of any providers found in
the monthly chart audits or other
auditing mechanisms to be out of
compliance with documentation
requirements to the Chief Medical
Officer for follow-up with that
individual provider.

The Chief Medical Officer oversees the
monitoring of compliance with clinical
records. Members of the medical staff
documentation compliance are
reviewed monthly in Medical Staff
Committee via the established Ongoing
Professional Practice Evaluation.
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L1310

322-200.4B RECORDS-TIME OF DAY

WAC 246-322-200 Clinical Records. (4)
The licensee shall ensure each entry
includes: (b) Time of day;

This RULE: is not met as evidenced by:
Based on observations and chart reviews, the
hospital failed to ensure chart entries included
the time of day in 3 of 17 clinical records.

The Chief Medical Officer provided
initial notification to all primary care
staff via e-mail on 8/1/16 regarding the
hospital policy and Medical Staff Bylaw
requirements related to timing clinical
record entries.

The Chief Medical Officer reviewed the
hospital policy and Medical By Law
expectations related to timing clinical
record entries at the Medical Staff
Meeting on 8/4/15.

A chart audit is completed every night
to ensure physicians have timed entries
in the clinical record. Entries not timed
are flagged for physician correction the
following day.

Chief
Medical
Officer; HIM
Manager

Night Shift
RN

8/4/16

Monthly chart
audits will be
conducted to
ensure the
timely and
complete timing
of clinical record
entries. Target
for compliance is
90%.

90%
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'E:é”:t? The HIM Manager completes a monthly

random chart audit to include timing of
entries in the clinical record. The HIM
Manager will forward the names of any
providers found in the monthly chart
audits or other auditing mechanisms to
be out of compliance with
documentation requirements to the
Chief Medical Officer for follow-up with.
that individual provider.

The Chief Medical Officer oversees the
monitoring of compliance with clinical
records. Members of the medical staff
documentation compliance are
reviewed monthly in Medical Staff
Committee via the esiablished Ongoing
Professional Practice Evaluation.
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L1315

322-200.4C RECORDS-AUTHENTICATION
WAC 246-322-200 Clinical Records. (4)

The licensee shall ensure each entry

includes: (c) Authentication by the

individual making the entry;

This RULE: is not met as evidenced by:

Based on observation and review of medical
records the hospital fafled to ensure the hospital
staff authenticated entries in 13 of the 17
clinical records reviewed.

The Chief Medical Officer provided
initial notification to all primary care
staff via e-mail on 8/1/16 regarding the
hospital policy and Medical Staff Bylaw
requirements related to authentication
of orders in the clinical record.

The Chief Medical Officer reviewed the
hospital policy and Medical By Law
expectations related to authentication
of orders in the clinical record at the
Medical Staff Meeting on 8/4/15.

A chart audit is completed every night
to ensure all orders have been
authenticated in the clinical record.
Orders not authenticated are flagged
for physician signature the following
day.

Chief
Medical
Officer;
CNO; HiIM
Manager

Night Shift
RN

8/4/16

Monthly chart
audits will be
conducted to
ensure the
authentication
of the individual
making clinical
record éntries.
Target for
compliance is
90%.

90%
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'222:3 The HIM Manager completes a monthly

random chart audit to include timely
authentication of orders in the clinical
record. The HIM Manager will forward
the names of any providers found in
the monthly chart audits or other
auditing mechanisms to be out of
compliance with documentation
requirements to the Chief Medical
Officer for follow-up with that
individual provider.

The Chief Medical Officer oversees the
monitoring of compliance with clinical
records. Members of the medical staff
documentation compliance are
reviewed monthly in Medical Staff
Committee via the established Ongoing
Professional Practice Evaluation.
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L1365

322-210.3A PROCEDURES-MED AUTH
WAC 246-322-210 Pharmacy and
Medication Services. The licensee shall: (3)
Develop and impltement procadures for
prescribing, storing, and administering
medications according to state and federal laws
and ruies, including: (a} Assuring professional
staff who prescribe are authorized to prescribe
under chapter 69.41 RCVWV;

This RULE: is not met as evidenced by:
Based on observation, interview and review of
policies and procedures, the hospital falled to
ensure pharmaceutical oversite for scheduled
medications.

The “Patient’s Own Medications” and
“Controlled Substances” policies will be
revised and presented to Quality
Council on 8/30/16 for approval.

By 9/9/16, all nursing staff will be re-
trained by the Nurse Educator
regarding the revised policy, including
the specific requirements for
documenting on the Controlled
Substance Record.

The Pharmacy Director or designee will
conduct audits of the Controlled
Substance Records and will notify
Nursing of any areas of non-compliance
for follow-up and re-training of
individuals.

Pharmacy
Director

9/9/16

The Pharmacy
Director or
designee will
conduct audits
of the Controliled
Substance
Records and will
notify Nursing of
any areas of
non-compliance
for follow-up
and re-training
of individuals.
Target for
compliance is
90%.

90%
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L1485

322-230.1 FOOD SERVICE REGS

WAC 246-322-230 Food and Dietary
Services. The licensee shall: (1)Comply with
chapters 246-215 and 246-217 WAC, food
service;

This RULE: is not met as evidenced by:

Based on observation, interview, and policy and

procedure review, the hospital failed to ensure
compliance with the Washington State Retail
Food Code (WAC 248-215)

The Dietary Manager replaced the ice
scoop and placed it in a clean,
protected environment. Written
instructions for proper handling are
now posted on the ice machine. All
Dietary Staff were re-trained in-person
by the Dietary Manager regarding the
proper handling of the ice scoop as of
7/22/16.

All Dietary Staff were re-trained in-
person by the Dietary Manager
regarding the use of handled utensils as
of 7/22/186.

Effective 7/15/16, all produce,
including bagged salads, are washed
before use. All Dietary Staff were re-
trained in-person by the Dietary
Manager regarding produce washing
expectations as of 7/22/16.

Dietary
Manager

8/12/16

The Dietary
Manager or
designee will
assess
compliance
through daily
rounding. Target
for compliance is
100%.

90%
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L1485 Effective 8/12/16, all Dietary Staff will - W
(cont) be re-trained individually by the Dietary
Manager regarding the proper handling
of frozen juice containers on the units.
Unit staff will be re-trained by the
Nurse Educator by 8/12/16 via e-mail
and electronic bulletin board posting
regarding the handling of frozen juice
containers and that Dietary Staff are
the responsible parties.

Effective 8/12/16, individually
packaged food items accessible to
patients are now labeled with
ingredients and allergens.

The Dietary Manager or designee will
assess compliance through daily
rounding. The Dietary manager will re-
train and/or discipline staff for non-
compliance,
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L1555 322-240.2 LAUNDRY-SEPARATE AREAS The Facilities Director will retrain staff | Facilities a/1/2016 Compliance to 90%
WAC 246-322-240 Laundry. The licensee

e : members in the proper storage of clean | Director - | be monitored
shall provide: (2) Storage and sorting X o ] ) .
areas for soiled laundry in well ventilated and dirty supplies via staff meetings during monthly
areas, separate from clean linen handling and in-person by 8/31/16. , EOC Rounding.
areas, Target for

This RULE: is not met as evidenced by: X R
Based on observation, the hospital failed to compliance is
ensure that clean and soiled linens were 90%.

separated during storage.

By submitting this Plan of Correction, the Fairfax Behavioral Health does not agree that the facts alleged are true or admit that it violated the
rules. Fairfax Behavioral Health submits this Plan of Correction to document the actions it has taken to address the citations.
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