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STATE COMPLAINT INVESTIGATION

- During the course of a CMS Complaint

! Investigation Follow-up revisit (Intake #87038),
DOH investigators determined there was a high
risk of serious hamm, injury, and death due to the
i hospital's systemic failure to ensure allergies
were verified prior to preparation and
administration of medications.

As a result of this serious patient safety issue, a

i State Complaint Investigation was conducted in

- accordance with Washington Administrative Code
' (WAC), Chapter 246-322 Private Psychiatric and
Alcoholism Hospilals.

| Onsite dates: 04/02/19 to 04/05/19
Case Number; 20194251
Intake Number; 89431

The investigation was conducted by:

Investigator #3
Investigator #5
Investigaior #9
Investigator #11

The investigators determined there was
substantial non-compliance with the following
regulations:

WAC 246-322-210 (2)(c) Pharmacy and
. Medicafion Services - Administer Medications

. WAC 246-322-230 (2)(a) Food and Distary
. Services - Management & Supervision

| WAG 246-322-230 (2){e) Food and Dietary
Services - Therapeutic Diets

State Formn 2567

LABORATORY DIRECTOR'S OR PROVIDER/SU E‘ ESENTATIVE'S Sl i TU TITLE [X6) DATE
é’ ' CED 4—29 |9
¢ 4 / 4 4859

STATE FORM FWBX11 I conlinuation sheet 1 of 39




State of Washington

PRINTED: 04/19/2019
FORM APPROVED

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

013134

(%2) MULTIPLE CONSTRUCTION
A, BURDING:

B. WING

(%3) DATE SURVEY
COMPLETED

c
04/05/201%

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3955 156TH STNE
MARYSVILLE, WA 98271

SMOKEY POINT BEHAVIORAL HOSPITAL

X4 1D
PREFIX
TAG

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

I} PROVIDER'S PLAN OF CORRECTION

DEFIGIENGY)

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

(xs)

L0dg0

L 320

Continued From page 1

322-035.1D POLICIES-PATIENT RIGHTS

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

This Washington Administrative Code is notmet -
| as evidenced by:

Based on document review and interview, the
hospital failed to provide written notification to
complainants in response to grievances.

Failure of the hospital to provide written notice of
the outcome of their grievance investigation, and
steps taken on behalf of the patient or the
patient's family to investigate the grievance
violates their right to be informed of how the
hospiial investigated and resolved the grievance.

Findings included:

1. Document review of the hospital's policy titted,
"Grisvances and the Patient Advocate,” effective
date 5/17, showed that that each patient and
others making a complaint will recelve a
response from the facility staff that addresses the
complaint within 1 week and written responses to
grievances are to be provided within 30 days of
the fited grievance.

L. 000

L 320
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Continued From page 2

2. On 04/04/18, Surveyor #5 reviewed the
discharge medical record for Patient #506 who
was admitted on 02/03/19 for the treatment of
Schizophrenia, suicidal ideation, and medication
ron-compliance. The record review showed:

-0n 02/19/19 at 2:24 PM, an Inpatient Progress
note completed by a Program Manager (Staff
#5608 showed that the complainant had
coniacted the hospital via phone related to
concems about the patient's discharge plan. Staff
#5089 documented that she provided the
complainant with her fax number and
documented that she told the complainant she
would farward the fax to the patient's treatment
team.

-An undated typed dacument from the
complainant titled, "Postscript after speaking with
Staff #5009 stated, "We do not think this discharge
plan is safe," and asked the facility to assist them
to create a good discharge plan together.

On 02/19/19 at 4:48 PM, the Program Manager
{Staif #509) documented that she had received
the fax from the complainant and would send to
the patient's freatment team.

Surveyor #5 found no evidence in the record the
complainant received a response from the facility
staff that addressed the complaint or a written
response to the grievance within 30 days of the
filed grievance.

3. On 04/04/19, Surveyor #5 reviewed the
hospital's grievance log. Surveyor #5 found no
avidence the grievance coordinator documented
the written complaint or resolution on the
hospital's grievance log.

L 320
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4. On 04/04/19 at 2:00 PM, the Director of Clinical
Services (Staff #508) stated that the patient was
discharged on a court release; and the treatment
team only met once a wesk and did not meset
again prior to the patient's discharge. She stated
that she was unsure of the complaint resofution
and verified it was not logged onto the hospital's
grievance iog.

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

WAC 248-322-040 Governing Body and
Administration. The governing

body shall: (8) Require and approve
professional staff bytaws and rules

concerning, at a minimum: {j)

Mechanisms to monitor and evaluate

quality of care and clinical

performance;

This Washington Administrative Code is not met
as sgvidenced by:

Jtem #1 - Data Analysis

Based on interview, review of the hospital's
quality program and review of quality
documentation, the hospital failed to ensure that
data regarding medication errors were analyzed
for patterns, trends, and common factars and
reported through the hospital's quality program.

Failure to collect, aggregate and analyze data to
improve patient outcomes puts patients af risk of
substandard care,

Findings included:

1. Document review of the hospital's document
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titled, "Smokey Point Behavioral Hospital 2019
Performance Improvement Plan (Pl Plan)," no
policy number, no approval date, showed that the
hospital collects, aggregates, and uses statistical
analyses of performance measurement data to:

~determine if there are opportunities for
improvement,

-to identify suspected or potential problems,
-to prevent or resolve problems,

-to set process improvement priorities,

-and {o monitor effectiveness of actions taken.

The hospital will utilize comparison of autcome
and process data to ensure that the same level of
care Is provided regardless of the location in the
hospital where care is provided.

Document review of the hospital's plan of
correction titled, "Smokey Point Behavioral
Hospital survey ending 1/17/19 revised 3/1/2019,"
showed that Pharmacy and Therapeutic
Committee and Pharmacy will report their
aggregated and analyzed data to the Process
Improvament committee on a monthly hasis.

2. On 04/04/18 from 4:00 PM until 5:30 PM,
Surveyor #5, Surveyor #11, the hospital's Chief
Executive Officer (Staff #511), Director of Clinical
Services (Stafi #508), Chief Nursing Officer (Staff
#510), Medical Director (Staff #512), Vice
President of Clinical Support {(Staff #513), and the .
Sr. Vice President of Compliance and Clinical for
US Health Vest (Staff #514) reviewed the
hospital's quality program. The review showed:

~Surveyor #5 found no evidence aggregated and
analyzed medication error data was reporied to
the hospital's Quality Commitiee.
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4. At the time of the review, the Chief Exacutive
Officer (Staff #511) and the Chief Nursing Officer
(CNO) (Staif #510) stated that the Pharmacy and
the CNO met weekly to review medication errors
and that the information had been reported to the
Quality committee. Staff #510 and #5141 reviewed
the meeting minutes and verified there was no
documentation to show the data has been
reported through the Quality Committes or any
action plans developed based on the analysis of
this data.

5. On 04/05/19 at 1:00 PM, Staff #510 presented
the surveyor with a draft of the Medication Safety
Plan, Medication Safety Committee Charter,
Medication Safety Commitiee Minutes dated
01/23/19, and a Medication Error Summary dated
01/19. At this ime, she stated that the errors
were being reviewed by herself and Pharmacy,
but she was not able to produce monthly reports
for the Surveyor to review,

THIS 15 A REPEAT CITATION PREVIOQUSLY
CITED ON 01/17/19.

[tem #2 - Quality Review of Contracted Services

Based on interview, document review, and review
of the hospital's quality and performance
improvement program, the hospital failed to
develop and implement a coordinated, integrated
hospital-wide guality assessment and
petformance improvement plan,

Failure to develop a coordinated process to
oversea the performance of all patient care
services and departments risks provision of
improper or inadequate care and adverse patient
outcomes.
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Findings included:

1. Decument review of the hospital's document
titted, "Smokey Point Behavioral Hospital 2019
Performance Improvement Plan (Pf Plan),” no
‘policy number, no approval date, showed that the
hospital collects, aggregates, and uses statistical
analysis of performance measurement data to
determine if there are opportunities for
improvement, to identify suspected or potential
problems, to prevent or resolva problems, and to
maonitor effectiveness of actions taken. The
objective of the plan is to ensure coordination and
integration of all quality improvement activities by
the Pl Committee to ensure that all quality
improvement information will be exchanged and
monitored.

Document review of the hospital's plan of
correction tifled, "Smokey Point Behavioral
Hospital survey ending 1/17/19 revised 3/1/2019,"
showed that "Directors were given copies of their
clinical contracts to review and aggregate data to
present to the Chief Financial Officer (CFQ) for
confract renewal and review by the Pl Committee.
A job posting has been created to hire a parson to
review and collect datg on coniracting services.
The employee will review expectations and
monitor performance on a monthly basis and
create a report to the CFO to be presented to the
Pl committee at least once a year."

2. On 04/04/19 from 4:00 PM until 5:30 PM,
Surveyor #5, Surveyor #11, the hospital's Chief
Executive Officer (Staff #511), Director of Clinical
Services (Staff #508), Chief Nursing Officer (Staff
#510), Medical Director {Staff #512), Vice
President of Clinical Support (Staff #513), and the
Sr. Vice President of Compliance and Clinical for
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US Health Vest (Staff #514) reviewed the
hospital's quality program. The review showed:
-Surveyor #5 reviewed three clinical contract
evaluations, Survayor #5 noted that the
evaluations were completed using a standardized
template. The evaluation matrix assigned were
generic and not individualized to the service
provided. Surveyor #5 found no evidence the
contract performance evaluation performed for
any clinical contracts had been reporied to the
hospital's Quality Commitiee.
3. At the time of the review, Staff #510 and Staff
#514 confirmed the findings.
L1035, 322-170.1B ADMIT REQUIREMENTS L1035

WAC 246-322-170 Patient Care

Services. (1) The licensee shall:

(b) Admit only those patients for whom

the haospital is qualified by staff,

services and equipment to giva

adequate care;

This Washington Administrative Code is not met
as evidenced by:

Based on interview and document review, the
hospital failed to ensure that nursing staff
members had appropriate resources available to
implement physician orders (ltem #1), and failed
to ensure nursing staff assessed skin integrity,
and documented wound care assessments (item
#2) for 1 of 2 discharged patients reviewed
(Patient #502),

Failure ta provide nursing care based on patient
assessments and physician orders places
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patients at risk for deterioration of haaith status
and poor health care outcomes.

ltern #1- Resources
Findings included:

1. On 04/05/19 at 1:30 PM, Surveyor #5 reviewed
the discharged medical record for Patient #505,
wha was admitted on 01/26/19 for the treatment
of suicidal ideation. The record review showed:

-The New Admission Medical History and
Physical completed on 01/27H9 at 9:30 AM
showed the patient was paraplegic and
wheelehair bound, and the patient was diagnosed
with anorexia (an eating disordar). The provider
documented on this form that the patient needed
an egg crate mattress (pressure reducing
cushion) as she was at risk for “pressure sores."

-On 02/11/19 at 10:20 AM, a provider ordered the
staff to place 2 layers of egg crate mattress cut to
fit as a wheelchair cushion.

-On 02/12/19 at 10:25 AM, a provider wrote an
order that stated, "Please follow orders per IM on
2111119, | don't see egg crate foam on patient's
wheelchair, She has a pressure ulcer." Surveyor
#5 observed a Registered Nurse wrote next to
this provider entry the following, "Per
housekeeping there are no egg crate mattresses
in the house. We should simply buy her a
wheelchaii cushion at Walmart.”

-Documentation on a Nurse Note completed on
02112119 at 7.00 PM, stated, "Requested egg
crate from housekeeping but none in house.
Suggested we buy a wheel chalr cushion from
Walmart."

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFECATION NUMBER: A. BUILDING: COMPLETED
C
013134 B. WING 04/05/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CORE
3955 156TH ST NE
SMOKEY POINT BEHAVIORAL HOSPITAL
MARYSVILLE, WA 98271
(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES s} PROVIDER'S PLAN OF CORRECTION (X5)
FREFIX (EACH DEFICIENCY MUST BE PR!IEGEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETE
TAG REGUILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
GEFICIENGY)
110351 Continued From pade 8 L1035

State Form 2567

STATE FORM

BE93

Attachment 2

TWPX11

§f continuation sheat 9 of 39




State of Washington

PRINTED: 04/19/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION MUMBER:

013134

A, BUILDING:

B. WING

(X2) MULTIPLE CONSTRUCTION

(X3} DATE SURVEY
COMPLETED

c

04/05/2019

NAME OF PROVIDER OR SUPPLIER

3955 1586TH ST NE
MARYSVILLE, WA 98271

SMOKEY POINT BEHAVIORAL HOSPITAL

STREET ADDRESS, CITY, STATE, 2IP CODE

(41D
PREFIX
TAG

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

iD
PREFIX
TAG

{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

FROVIDER'S PLAN OF CORRECTION (x5}
COMPLETE _
DATE

DEFICIENCY)

11035

Continued From page 9

-Surveyor #5 found no evidence the patient
received the pressure-reducing cushion,

2. On 04/05/M19 at 2:35 PM, Surveyor #5 and the
Chief Nursing Officer (Staff #507) reviewed the
medical record and discussed the Surveyors
findings. Staff #507 stated that she was aware of
this patient, and that the patient did not receive
the egg crate for her wheel chair.

ltem #2 - Assessment and Documentation
Findings included:

1. Document review of the hospital's clinical
policy and procedure manual titled, "Lippincott
Williams & Wilkins," showed that when a wound
is identified it must be assessed and documented
for eticlogy, location, size {length X width X
depth), wound bed, exudate, odor, condition of
the surrounding skin, clinical signs of a cyltical
calonization, and include patient concerns.

Docurment review of the hospital's policy and
procedure titled, "Nursing/Medical Procadures,”
no policy number, effective 05/17, showed that for
procedures, the nurse will follow the physician
order, follow applicable hospital pelicy and
procedure, and utilize the Lippincott Manual as a
reference guide to conduct procedures,

2. On 04/05/19 at 1:30 PM, Surveyor #5 reviewed
the discharged medical record for Patient #505,
who was admitted on 01/26/19 for the treatment
of suicidal ideation. The record review showed:

-0On 021119 at 10:20 AM, a provider ordered the
staff to apply Zinc Oxide to the patient's cocoyx
twice daily for a préssure ulcer. Document review

L1035
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showed that this order was the first
documentation that the patient had developed a
pressure ulcer.

-Documentation on a Nursing Note completed on
02/13/19 for the period 7:00 AM to 7:00 PM,
showed that the patient's pressure sores had
improved with only one on the right buttocks
measuring 0.5 by 0.7. The pressure ulcet had no
drainage or signs of infection.

Surveyor #5 found no evidencs that nursirfig staff
complated a wound assessment upon discovery
of the wound, and no further documentation that
the wound was being monitored, measured, or
reassessed for healing.

3. On 04/05/19 at 2:35 PM, Surveyor #5 and the
Chief Nursing Officer (Staff #507) reviewed the
medical record and discussed the surveyor's
findings. Staff #507 stated that the hospital staff
had not followed the hospital's policy and
precedure for preventing, assessing, measuring,
and documenting the pressure ulcer. At this time,
Surveyor #5 noted the nursing note completed on
0217119 described the ulcer. Staff #507 stated
that she had gone to the depariment and
reminded the staff to document the wound
assessment, Surveyor #5 noted that the Nurses
Daily Assessment did not include a section for
skin or wound assessment. Staff #507 verified
the document did not include a skin or wound
assessment and stated that the hospital did not
have a wound assessment form, but they had
identified this as an issue and were developing a
tool.
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L1040 322-170.1C TRANSFER PATIENTS L1040
WAC 246-322-170 Patient Care
Servicas, (1) The licensee shall:
{c} Provide appropriate transfer and
acceptance of a patient needing
medical care services not provided by
the hospital, by: {i) Transferring
relevant data with the patient; (ii)
Obtaining written or verbal approval
by the receiving facility prior to
transfer; and {jii} Immediately v
notifying the patient's family.
This Washington Administrative Code is not met
as evidenced by:
Based on record review, interview and review of
hospital policy and procedure, the hospital failed
to ensure that the discharge and transfer plans
and post discharge prescriptions were included in
the fransfer of Patient #8086 to an Inpatient Dru
Treatment Facility. ’
Failure to ensure the patient and receiving facility
receive a copy of the dischargeftransfer
documents to include any post discharge
prescriptions puts the patient at risk for missed
doses of medication and possible harm.
Findings included:
1. Document review of the hospital's policy fitled,
"Discharge Planning,” no policy number, effactive
05/17, showed that the discharge planis to
prepare the patient and family for the transition of
care and it should address the Patient's
instructions for continued treatment. Additionally,
the discharge plan is to include timely and direct
cammunication with transfer of information to
programs that are continuing care, .
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2. During closed record review, Surveyor #9
reviewed the discharge planning and supporting
documents of Patient #308. The review showed
that only pages 1-3 of a 10 page "Discharge and
Transition Plan" appeared to have been faxed;
there was no cover page in the record to confirm
where the documents had been faxed to. The
hospital was not able to locate the remaining
seven pages of the discharge and transition plan.
Also missing from the discharge documents were
copies of the medication prescriptions to be filled
after discharge.

3. On 04/05/19 at $1.00 AM, Surveyor #9
discussed her review of Patient #906's discharge
and transition decuments with the
discharge-planning supervisor (Staff #907). Staff
#907 confirmed that copies of the complete
discharge transition plan and medication }
prescriptions should be part of the medical
record. She attempted fo locate the missing
information; however, it was not located by the
end of the survay. The surveyor noted that the
pattent was to have had several prescriptions for
psychiatric medications as well as prescriptions
for Lantus {long acting insulin} and Lispro {short
acting) insulin,

L1065 322-170.2E TREATMENT PLAN-COMPREHENS L1085

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

limited to; (e} A comprehensive
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treatment plan developed within
seventy-two hours following admission;
{i) Developed by a muiti-disciplinary
freatment team with input, when
apprapriate, by the patient, family,

and other agencies; (ii} Reviewed and
modified by a mental health
professional as indicated by the
patient's dlinical condition; (iif)
Interpreted to staff, patient, and,

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

This Washington Administrative Code is not met
as evidenced by:

Based on interview, record review, and review of
policies and procedures, the hospital failed to
develop an individualized plan for patient care for
1 of 2 discharged patients reviewed (Patient
#505),

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

Findings included:

1. Document review of the hospital's policy and
procedure titted, "Treatment Planning," no policy
number, effective date 05/17, showed that
following the nursing assessment, the Registered
Nurse would add medical problems to be
addressed to the treatment plan. The treatment -
plan will be reviewed and updated weekly at
Treatment Team meetings and will reflect
changes in the patient's course of treatment,

11065
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2. On 04/05/19 at 1:30 PM, Surveyor #5 reviewed
the discharged medical record for Patient #505,
who was admitied on 01/26/12 for the treatment
of suicidal ideation. The record review showed:

~The Initial Nursing Assessment completed on
01/27/19 at 8:00 AM, showed the patient was
paraplegic, weighed 70 pounds, and did not have
a pre-existing pressure tlcer.

~The Psychiatric Evaluation completed on
01/27/19 at 1:00 PM, showed the patient was
paraplegic and used a wheelchair for mobility.

-The New Admission Medical History and
Physical completed on 01/27/19 at 9:30 AM
showed the patient was paraplegic and
wheelchair bound, and the patient was diagnosed
with anorexia (an eating disorder). The provider
documented on this form that the patient needed
an egq crate matiress as she was at risk for
“nressure sores.”

-On 01/27/19 at 3:00 PM, a provider ordered a
egg crate matiress (a pressure raeducing device)
for the patient. )

-On 02/11119 at 10:20 AM, a provider ordered the
staff to place 2 layers of egg crate matiress cut to
fit as a wheelchair cushion, and for Zinc Oxide
ointment applied to the coccyx pressure ulcer
twice daily.

~On 02/12/49 at 10:25 AM, a provider wrote an
order that stated, "Please follow orders per IM on
2111119, | don't see egg crate foam on patient's
wheelchair. She has a pressure ulcer," Surveyor
#5 observed a Registered Nurse wrote next to
this provider the following, "Per housekeeping
there are no egg crate mattresses in the house.
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We should simply buy her a wheelchair cushion
at Walmart."

-Surveyor #5 found no evidence the hospital
acquired pressure ufcer, treatment of the uicer, or
preventative measures ordered by the provider
ware added to the patient's plan of care,

3. On 04/05M9 at 2:35 PM, Surveyor #5 and the
Chief Nursing Officer {Staff #507) reviewed the
medical record and discussed the surveyor's
findings. Staff #507 stated that the patient had
received the egg crate for the bed, but did not

‘| receive the egg crate for her wheel chair, Staff

#507 verified that staff had not updated the care
plan to include the pressure ulcer, and stated that
the hospital staff had not followed the hospital's
policy and procedure for preventing, or measuring
and documenting the pressure ulcer,

THIS 1S A REPEAT CITATION PREVIOUSLY
CITED ON 03/15/18 AND 011789,

322-170.2F PHYSICIAN ORDERS

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

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

This Washington Administrative Code is not met
as evidenced by:

Based on record review, intenview, and review of

L1065

L1070
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hospital policy and procedure, the hospital failed
to ensure staff followed their madication
reconciliation process.

Failure o consider continuing medications used
by the patient at home for chronic illnesses, risks
poor care continuity and patient safety.

Findings included:

1. Document review of the hospital policy andg
procedure titled, "Medication Reconciliation," no
policy number, effective 05/17, showed that ail
medications the patient has bsen regularly taking
at home will be documented in the medical record
at the time of admission. A list of all patient home
medications will be obtained by the nursing staff
during the process of completing the admission
nursing assessment.

The physician will make the clinical decision to
either continue or discontinue the patient's home
medications, This will be documented in the
medical record either on the admission order
sheet or in the physician progress note.

2. On 04/04/18 at 4:00 PM, Surveyor #3 reviewed
the medical record of Patient #301 who was
admitted involuntarily for an acute behavioral
decompensation on 12/11/18. The review
showed:

- A Medication Reconciliation form completed
upon admission listed only four medications used
by the patient at home. Those medications were
Adderall (a stimulant used for attention deficit
disorder), Gabapentin {a medication used for
nerve pain or seizures), Seroquel (an
antipsychotic medication}, and Vilbryd {(an
antidepressant medication).

£1070
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- The Medical Admission History and Physical
completed on 12/12/18 showed the patient's
non-psychiatric medical problems were
hypertension (high blood pressure), asthma,
glaucoma, and migraines, Non-psychiatric
medications used by the patient included
Latanoprost {used to treat glaucoma), Metoprolol
{medication used to treat high blood pressure),
Amlodipine {medication used to treat high
pressure), Prilosec (medication used to treat
gastrointestinal reflux disease) and Ocella (birth
control medication used to treat ovarian cysts and
irregular menstrual cycles).

-On 12/12/18 at 11:55 AM, a provider ordered
Patient #301's high blood pressure medications
Metoprolol and Amlodipine.

-On 12/20/18 at 11:23 AM, a provider ordered a
medical consultation for patient's cancerns for
“heavy menstrual period due to ovatian cysis,
chronic eye condition and Gl conditions (Patient -
was on some meds for thesde conditions, please
review the meds with her)".

-On 12/20/18 at 12:15 PM, a provider orderad
Patient #301's previous home medications of
Latanoprost, Prilosec, and Qcella.

3. On 04/05/19 at 11:00 AM, Surveyor #3
interviewed the Chief Medical Officer (CMQ)
(Staff #304) about the medication reconciliation
process. Staff #304 stated that the medical
practitioner {provider who freats non-psychiatric
conditions of the patient at the psychiatric
hospital) is responsible for reviewing the
medications that the patient is on at home and
ordering those medications unless there is a
contraindication. The surveyor reviewed the
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medical record with the CMO and asked if there
warg any reason why the medication used by the
patient to treat their glaucoma was not continued
upon admission to the hospital. He stated it
"looks like we just missed this, we should have
continued this",

322-210.3C PROCEDURES-ADMINISTER
MEDS

WAC 246-322-210 Pharmacy and

Medication Services. The licensee

shall: {3} Develop and implement

procedures for prescribing, storing,

and administering medications

gecording to state and federal laws

and rules, including: (c)

Administering drugs;

This Washington Administrative Code is not met
as evidenced by:

Based on record review, interview, and review of
hospital policy and procadure, the hospital failed
1o ensure that hospital staff members followed its
procedures for; allergy verification of patients
(Item #1); high alert medications {ltem #2);
missed medications (ltem #3); wasting of
controlled substances (kem #4); and adherence
to physician driven clinical protocols for alcohol
withdrawal {ltem #5) during the process of
medication preparation and administration.

Failure to follow the hospital's preparation and
medication administration process places
patients at risk for medication errors and patient
harm.

ltem #1 - Allergy Verification

L1070

L1375
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Findings included:

1. Document review of the hospital policy and
procedure tifted, "Physician Orders," no policy
number, effective 05/17, showed that the nurse
communicates with the ordering practitioner
regarding any guestion relating to a medication
order. '

Document review of the haspital policy and
procedure titled, "Medication Orders," no policy
number, effective 12/16, showed that the
pharmacist on duty reviews each medication
order for dosage, drug-drug interaction, patient
allergies, and contraindications. The medication
nurse will be contacted immediately of any
clarifications needed. Medications will not be
administerad until clarified. The physician will be
contacted and an order written to dlarify the
problem. All interventions by the pharmacy will be
documented on the Medication Intervention Lag.

Once clarified, the pharmacist will verify the
physician order and add the medication to the
pharmacy medication profile and dispense the
medication in accordance with standard
medication dispensing processes. The nurse
receiving the medication from the pharmacy will
serve as verification of all orders by the
pharmacist for the nursing staff,

2. On 04/02119 at 10:30 AM, Surveyor#5 and a
Registered Nurse {Staff #501) reviewed the
medical receord for Patient #501 who was
admitted for the treatment of mania, suicidal
ideation, and bipolar disorder. The record review
showed:

-The Smokey Point Behavioral Hospital Intake
State Form 2567
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Assessment completed on 03/31/19 at 6:40 AM,
showed that Patient #501 was allergic to the
medication Lorazepam (a medication used to
treat anxiety).

-The Allergies Worksheet, completed at the time
of admission, showed that Patient #501 was
allergic to the medication l.orazepam.

-The Medical Admission History and Physical
competed on 03/31/19 at 8:15 AM, showed that
Patient #501 was allergic to the medication
Lorazepam,

-The Psychiatric Evaluation dictated on 03/02/19
at 5:00 PM, showed that Patient #501 was
allergic to Lorazepam.

-The allergy section of the medication
administration records dated for the period
03/31/19 through 04/02/19 showed that Patient
#501 was allergic to the medication Lorazepam.

-The allergy section of the provider orders for the
petriod 03/31/19 through 04/02/19 showed that
Patient #5011 was allergic to the medication
Lotazepam.

-On 03/31/19 at 10:20 AM, a provider ordered
Diphenhydramine (an antihistamine) 50 mg by
inframuscular injection (IM), Lorazepam 2 mg (M,
and Haloperidol 5 mg IM (a major antipsychotic).

On 03/31/19 at 1¢:21 AM, the medication
administration record showed the patient received
Diphenhydramine 50 mg IM, Lorazepam 2 mg IM,
and Haloperidot 5 mg IM.

-On 03/31/49 at 9:00 PM, a provider ordered
Diphenhydramine 50 mg to be taken orally (PO},
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Lorazepam 2 mg PO, and oral Haloperidol 5 mg
PO.

-On 03/31/18 at 8:00 PM, the medication
administration record showed the patient received
Diphenhydramine 50 mg PO, Lorazepam 2 mg
PO, and Haloperidol PO. ‘

-The Daily Nursing note dated 03/31/19 showed
that on the day shift, the patient was medicated
and placed in restraints related to violent
behavior, The night shift nursing note stated that
staff had medicated the patient with a "B52 PO."

4, 0n 03/31/19 at 11:06 AM, Surveyor #5
interviewed a Registered Nurse (RN) (Staff #501)
about what a"B52" was. Staff #501 stated thata
"B52" was a medication cocktail of
Diphenhydramine, Lorazepam, and Haloperidol.
Surveyor #5 asked the RN if she was aware the
patient was allergic to Lorazepam and showed
the RN the documentation in the medical record.
The RN stafed that the patient had stated she
was allergic to Lorazepam, but the allergy had not
been verified. The nurse verified the patient had
received the medications.

5, On 04/02/19 at 1:30 PM, Surveyor #3
interviewed the Pharmacy Director ( Staff #301)
about the medication review process by a
pharmacist, Staff #301 stated that a pharmacist
reviews all new medication orders prior to heing
added on the patient's medication profile system -
and subsequently the printed medication
administration record. This review includes
medications given emergently or administered -
after overriding the automated drug cabinet safety
features, The medication review process includes
a verification of the patient's drug allergies.
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The Pharmacy Director (Staff #301) stated that
the pafient’s medication profile system will “flag”
or alert the reviewing pharmacist of any known
drug allergies recorded for the patient. The
pharmacist will clarify any concerns and
dacument actions taken before verifying and
approving the medication being added to the
patient's medication profile.

6. Review of the pharmacy document titied,
"Medication Screening Audit Reports,” for the
period 03/30/19 to 04/02/19 shaowed that Patient
#501's medication order for Lorazepam injectable
written at 03/31/19 at 10:20 AM had a screening
alert message for Lorazepam. That message
stated, "The use of Lorazepam injection . . . may
result in an allergic reaction based on a reported
history of allergy to LORAZEPAM.” The
document showed the pharmacist acknowledged
the alert screening. The pharmacist then placed
the drug on the patient's medication profile
making the drug available to the nursing staff to
administer to the patient.

Patient #501 had an additional medication order
written on 03/31/19 at 9:60 PM for a |.orazepam
tablet written at 03/34/192 at 9:00 PM. This
medication arder was raviewed retrospectively by
the after-hours off-site phammacist approximately
30 minutes after it was administered by the nurse.
The afterhours off-site pharmadist acknowledged
the alert screening and overrode the
allergy-screening alert. No documentation could
be found on the off-site pharmacy service
elactronic communication log to indicate the
reviewing pharmacist had clarified the
allergy-screening alert.

The Pharmacy Director (Staff #301) could find ho
documentation that the reviewing pharmacist had
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clarified the allergy-screening alert with the
ordaring provider or a licensed nursing staff
member before placing the drug on the patient's
medication profile. Staff #301 confirmed the
above findings.

7. Review of the pharmacy docurnent titled,
medication "Profile Override," for the period
03/31/19 to 04/0119 showed the retrospective
review completed by a phamacist on 04/02/19.
The document showed that Lorazepam ordered
on 03/31/19 at 8:00 PM for Patient #501 was
documented "OK" indicating no concerns for
allergy vetification or nursing staff overriding the
safety features of the automated drug cabinet.

ltern #2 - High Alert Medications
Findings included:

1. Document review of the hospital's policy titled,
"Insulin Medication Administration," no policy
number, effective 05/17, showed that after the
first nurse draws up insulin, a second nurse
inspects it and both nurses are to sign the
medication administration record (MAR). The
niurse will record the measured blood glucose
level, the amount of insulin injected and the time
the medication was administered on the MAR.

2. During record review, Surveyor #9 reviewed
Patient #902's MAR for administration of Lantus
Insulin {slow acting insulin) which was ordered to
be given once a day. Document review of the
MAR from 03/16/19 to 04/01/19 showed no
documentation that a two-nurse verification was
completed for 10 of 17 administrations of Lanfus
Insulin.
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3. During record review on 04/03/19, Surveyor #8
reviewed the administration of Humalog Insulin
{fast acting insulin) sliding scale medication
orders (sliding scale refers to the progressive
increase in pre-meal or nighttime insulin doses
based upon a pre-defined blood glucose ranges)
for Patient #302 from 03/16/19 to 04/01/19, The
review showed that 18 of 44 medication
adrministrations of sliding scale insulin were not
documented according to hospital policy by failing
to include both the blood glucose level and the
number of insulin units administered.

4, At the time of the review, Surveyor #9
discussed the finding with the Unit Director {Staff
#901) and she agreed that the nursing staff had
failed to follow the hospital's policy far
documenting shiding scale insulin administration,

ltem #3 - Missed Medications
Findings included:

1. Document review of the hospital policy and
procedure titled, "Medication Administration," no
policy number or effective date, showed that all
missed medications or late administration of
medications miust be reported to the physician,
pharmacist, and a variance report submitted to
the Performance Improvement Director by the
Chief Nursing Officer. The variance report will
Include the reascn for missing the dose (patient
refusal, patient unavailable, medication
unavailable, human error, etc) and the actions
taken.

2. Surveyor #3 reviewed Patient #301's medical
record. The review showed:

L1375
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a. Aphysician ordered Latanoprost aphthalmic
solution {a medication used to treat glaucoma)
one drop to each eye at bedtime for the patient
on 12/20/18 at 12;15 PM.

b, The medication administration record (MAR)
showed for the period 12/20/18 to 12/24/18 that
the medication as "unavailable™ and was not
given for four consecutive days.

3. On 04/05{19 at 9:15 AM, Surveyor #3
interviewed a staff pharmacist (Staff #302) about
the medication Latanoprost ophthalmic solution,
Staff #302 stated the medication was on the
hospital formulary and was stocked in the
Pharmacy. If medications were unavailable or out

of stock, they were ordered and deliverad that.

day or the following day. She was unaware of any- -

prablems obtaining the medication.

4. On 04/05/19 at 3:00 PM, Surveyor #3
interviewed the Chief Nursing Officer (CNO)

(Staff #303) about the actions hospital staff
should take when medications are unavailable.
Staff #303 stated the nursing staff should contact
hospital leadership for assistance if problems
occur. She said that an email was sent to staff
reminding them to not simply document )
medications were unavailable on the MAR without
notifying hospital leadership. She was unaware
of Patient #301 not receiving her eye

medications. She confirmed that no variance
reparts were submitted for this patient for
unavailability of a medication.

ltern #4 - Wasting of Gontrolled Substances

Findings included:

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBEE: i COMPLETED
A. BUILDING:
. C
013134 B. VNG 04/05/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
) 3955 156TH ST NE
SMOKEY POINT BEHAVIORAL HOSPITAL
MARYSVILLE, WA 98271 .
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION 45}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
L1375| Continued From page 25 L1375

State Form 2567

STATE FORM

6329

Attachment 2

TWPXH

K continuation shest 26 of 39

L
i




PRINTED: 04/19/2019
FORM APPROVED

State of Washinaton
STATEMENT OF DEFICIEMCIES {1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED

C
013134 B. WING 04/05/2019

NAWME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE

3986 166TH ST NE
MARYSVILLE, WA 58271

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGCTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY Of LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

SMOKEY POINT BEHAVIORAL HOSPITAL

L1375 Continued From page 26 ‘ L1375

1. During closed record review, Surveyor #9
reviewed the record of Patient #903. The review
showed that the nurse (Staff #202) obtained a
verbal telephone order on 041/27/19 at 8:10 PM
for Lorazepam {a madication used to {reat
convidsions) 2 mg intramuscularly for seizure
activity. The patient's allergies listed on the
“Provider Orders" form included Lorazepam. The
physician (Staff #903) verified and signed the
order on 01/28/19 at 7:15 AM. Review of the
medication administration record (MAR) and
nursing notes did not show administration of the
medication Lorazepam.

2. On 04/05/19 at 9:30 AM, Surveyor #3
requested a medication profile override list from
the pharmacy. The document raview shows that
the nurse {Staff # 902) removed Lorazepam 2 mg
injectable as a medication override from the
Automated Drug Cabinet at 9:21 PM. The review
shawed that the Lorazepam 2 mg was "wasted”
{discarded) at 10:45 PM by a different nurse
{Staff #904) and witnessad by a second nurse
{Staff #905). The waste reason stated, "Patient
states he's allergic to Ativan” (trade name for
lorazepam).

3. On 04/05/M9 at approximately 2:30 PM, -
Surveyor #9 discussed the finding with the Chief
Nursing Officer (Staff #906). She stated that the
wasting of the Ativan should be documented on
the MAR with the explanation of patient's allergy.

lter #5 CIWA Protocol
Findings included:

1. Document raview of the hospital's policy and
procedure titted, "CIWA [Clinical Institute
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Withdrawal Assessment of Alcohol]," no policy
number, effective date 06/2018, showed that
providers would order the use of a CIWA scale to
monitor the severity of withdrawal symptoms and
guide potential preventative therapy. Fora
patient who is in or expected to be in withdrawal
from alcohol, the provider may order medications
according fo the symptoms, CIWA score, or both.

Document review of medication orders showed
that the physician ordered Librium 50 mg (a
medication used to treat anxiety) orally for a
CIWA score greater than sight.

2. During a closed medical record, Surveyor #9
found that on 04/01/12 Patient #0901 had a CIWA
score of @ at 11:50 AM, a score of 9 at 3:50 PM,
and a score of 10 at 5:30 PM. A document
review of the medication administration record
{MAR) showed that the patient did not raceive the
medication Librium as ordered following the 9:50
AM and 5:30 PM assessments of the CIWA
score:

3 At the time of the review, Surveyor #3
discussed the finding with the Unit Director (Staff

#901) and she agreed the licensed nursing staff
had failed to follow the CIWA protocol as ordered,

322-230.2A FOOD SERVICE-24-HR MANAGER

WAC 246-322-230 Food and Dietary
Services. The licensee shall;

(2) Pesignate an individual
responsible for managing and
supervising dietary/food services
twenty-four hours per day, including:
{a) Incorporating ongoing

11375
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recommendations of a dietitian;
This Washington Administrative Code is not met
as evidenced by:

Based on observation, document review, and
interview, the hospital failed to ensure that a
dietician responsible for the daily management of
dietary services, implemented training programs
for non-dietary staff performing dietary functions.
Additionally, the hospital failed to ensure that
established policies and procedures were
implemented that addressed supervision of work
by non-dietary personnel performing dietary
functions.

Failure to provide supervision of personnel
providing dietary services, and implementing
policies and procedures that ensure that patienis
with food allergies or other special dietary neads
are implemented, risks patients receiving
improper nutrition that could lead to unanticipated
patient outcomes, harm, and death,

Findings included:

1. Document review of the hospital's policy and
procedure titled, "Food Allergies,” no policy
number, effective 05/17, showed that a
Registered Nurse {RN) needs to ensure that the
foods the patient is allergic to are not available to
the patient either on the tray or for snacks. The
Food Service Manager will check all foods for the
patient (including snacks) to ensure the patient is
not given food they are allergic to.

Document review of the hospital's policy and
pracedure titled, Nourishment between Meals,"
ho policy number, effective date 05/17, showed
that special snacks will be written by the diatician
and recorded on the special snack list. The
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dietary aide will prepare the snacks, label them,
and place tham in the bin with the general snacks
for sach unit. The dietician oversees food items
used for snacks and plans special snacks when
appropriate for clients following a medified diet.
The dietician is responsible for updating the
special snack list. The dietician instructs dietary
aides about special dietary restrictions. -,

2, On 04/02/19 at 10:30 AM, Surveyor #5
observed a dietary staff bring a gray bin filled with
snacks, and place it on the front nurse's station
dask and then leave. A Mental Heaith Technician
(Staff #504) gave the patient's their snacks after
the patients looked in the bin and requested their
snack.

3. On 04/02/19 at 10:40 AM, during the
mid-morning snack period, Surveyor #5 observed
a Mental Health Technician {Staff #504) give
Patient #501 a snack that was [abeled as "100%
Whole Wheat." Surveyor #5 observed the patient
open and then ingest the 100% Whale Wheat
shack.

At this time, Surveyor #5 immediately asked Staff
#504 if she was aware of the patient's food
allergies. Staff #6504 stated she was not sure what
all the allergies were and that she would need to
review the medical record. Surveyor #5 showed
Staff #504 the allergy documentatior: in the
medical record which showed an allergy to wheat.
At that time, Staff #504 took the remaining snack
away from the patient. Staff #504 did not review
the dietary card prior to providing the
wheat-containing snack. Surveyor #5 did not
observe any labeled snacks inside the bin for
patients with diet modifications or allergies.
Surveyor #5 did not observe any RN or dietary
oversight from the dietary manager duting the
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| shack process.

4. On 04/02/19 at 10:49 AM, Patient #502
presented to the nurse's station and asked for
"Sun Chips" for his midmorning snack. Staff #501
and a Mental Health Technician (Staff #502),
paused and told the patient they did not know if
he could have them, and they would need to
review tha diet order for carbohydrate restriction.
At the time, the patient appeared confused that
he was no fonger allowed "Sun Chips" and stated
that he could have them, hut if not he would have
popcorn. Surveyor #5, Staff #501, and Staff #502
ware unable to locate a carbohydrate range in the
medical record. Staff #501 confirmed the provider
arderad the patient to receive low sugar, high
protein snacks related to elevated blood sugars,

On 04/03/12 at 10:30 AM, Surveyor# 5 and a
Program Manager (Staff #503), reviewed the
dietary card for Patient #502. The dietary gard did
not show that the patient had to receive low
sugar, high protein snacks. Staff #503 verified the
finding and stated that the staff should have
updated the dietary card to reflect the dietary
modification.

5. On 04/02/18 at 2:00 PM, Surveyor #5
interviewad the Dietician (Staff #505) and the
Food Service Manager (Staff #508) about the
food allergy findings for Patient #501 and the
dietary modifications for Patient #502. Staff #505
stated that it is the nurse’s responsibility to review
the dietary card for allergies and any dist
modifications when providing the appropriate
snack. He stated the Food Service Manager did
not check the snacks {0 ensure the patient is not
given a food that the patient has an allergy to.

Staff #5086 stated that the nurses fax the provider

L1490
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diet orders to the food service department and
the nurses are responsible for checking the dist
card ang ensuring the patient does not recelve a
food they are allergic to. She stated that nursing
staff did hot receive oversight supervision from
Dietary.
L1510 322.230.2E FOOD SERVICE-THERAPEUTIC L1510
DIET
WAG 245-322-230 Food and Dietary
Services. The licensee shall: (2)
Designate an individual responsible
for managing and supervising
dietaryffood services twenty-four
hours per day, including: (e)
Preparing and serving therapeutic
diets according to written medical
orders;
This Washingtoh Administrative Code is not met
as evidenced by:
Based on observation, document review, and
interview, the hospital failed to ensure that
patients with medical conditions, medical
histories, allergies, and lifestyle cholces that
required dietary modifications received the
appropriate diets for 4 of 4 inpatients reviewed
(Patient #501, #502, #503, and #504).
Failure fo ensure that pafients requiring dietary
madifications receive the appropriate diet risks
improper nutrition that could lead to unanticipated
patient cutcomes, harm, and death,
Findings included:
1. Document review of the hospital's policy and
State Form 2567 A
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procedure titled, "Food Allergies," no policy
number, effective 05/17, showed that a
Registerad Nurse (RN} will ensure that the foods
the patient is allergic to are not available to the
patient gither on the tray or when given out for
snacks. The Food Service manager will check all
foods for the patient (including shacks) to ensure
the patient is not given food the patient is allergic
to.

Bocument review of the hospital's policy and
procedure titled, "Nourishment between Meals*
no policy number, effective date 05/7, showed
that special snacks will be written by the dietician
and recorded on the special shack list. The
dietary aide will prepare the snacks, labsl them,
and place them in the bin with the general snacks
for each unit. The dietician oversees food items
used for snacks and plans special snacks when
appropriata for clients an a madified diet. The
dietician is responsible to update the special
shack list.

Patient #501

2. On 04/02/19 at 10:30 AM, Surveyor #5 and a
Registered Nurse (Staff #501), reviewed the
medical record for Patient #501 who was
admitted on 03/30/18 for the treatment of suicidal
ideation, mania, and bipolar disorder, The record
review showed:

The initial nursing assessment nutritional screen
completed on 03/30/19 showed that the patient
required a nutritional consult for food allergies to
soy, wheat/gluten, egg whites, peanuts, and dairy.

-On 03/31/19 at 1:08 AM, staff completed a
Dietary Consuitation form for food allergies to
soy, wheat/gluten, egg whites, peanuts, and dairy.
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-The Allergies Worksheet, completed at the time
of admission, showed that Patient #501 was
allergic to wheat/gluten, egg whites, soy, peanuts,
and dairy.

~The Medicat Admission History and Physical
competed on 03/31/19 at 8:15 AM, showed that
Patient #501 was allergic to peanuts, and had a
gluten sensitivity.

~The allergy secfion of the medication
administration records for the period 03/30/19 to
04/02/19 showed that Patient #501 was allergic to
soy, wheat/gluten, peanuts, and dairy.

On 04/01/19 at 8:15 AM, a dietician completed a
Nutritional Assessment Form-initial.
Dacumentation in the section titled, "Nutritional
Diagnosis," showed that the patient had allergies
to gluten, peanuts, egg whites, soy, and dairy.
The Dietician recommended for the providers to,
™. Continue current dist of multiple food allergies.
2. Provide Ensure PRN as meal replacement.”

3. On 04/02/19 at 10:40 AM, during the
mid-morning snack period, Surveyor #5 cbserved
a Mental Health Technician (Staff #504) give
Patient #501 a snack that was labeled as "100%
Whole Wheat." Surveyor #5 observed the patient
open and then ingest the 100% Whole Wheat
snack,

At this time, Surveyor #5 immediately asked Staff
#504 if she was aware of the patient's food
allergies. Staff #504 stated she was not sure what
all the allergies were and that she would need to
review the medical record. Surveyor #5 showed
Staff #504 the allergy documentation in the
medical record. At that time, Staff #504 took the
State Form 2567
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remaining snack away from the patient, Staff
#504 did not review the dietary card prior to
providing the wheat-cantaining shack. Surveyar
#5 did not observe any labeled shacks inside the
bin for patierts with diet modifications or allergies.
Surveyor #5 did not observe any RN or dietary
personnel provide oversight during the shack
process. '

4, Immediately, after Staff #504 took the
remaining snack from the patient, Staff #504
turned and walked away from the nurse's station
and the patient. Surveyor #5 intervened and
asked Staff #504 if she should notify anyone that
the patient ingested food she was allergic to. Staff
#504 stated she did not know. At this time, an
arriving RN {Staff #501) verified the food allergy

in the medical record, and stated that she would
contact the physician.

Patient #502

3. On 04/02/19 at 9:55 AM, Surveyor #5 and a
Registered Nurse (Staff #501) reviewed the
medical record far Patient #502 who was
admitted on 03/01/19, far the tfreatment of
schizophrenia and Damentia. The record review
showed: '

-The patient was a Type |l Diabetic with elevated
biood sugars.

-0On 03/14/19 at 10:30 AM, a provider ordered a
medical consuit for elevated evening blood
sugars.

-0On 03/14/19 at 11:55 AM, a provider completed
the medical consultation.

-On 03/14/19 at 3:15 PM, a provider ordered the
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patient to have low sugar, high protein snacks.

4. On 04/02/15 at 10:49 AM, Patient #502
presented to the nurse's station and asked for
"Sun Chips" for his midmorning snack. Staff #501
and a Mental Health Technician (Staff #502),
paused and told the patient they did not know if
he could have them, and they would need to
review the diet order for carbohydrate restriction.
At the time, the patient appeared confused that
he was no longer allowed "Sun Chips® and stated
that he could have them, but if not he would have
popcorn. Surveyor #5, Staff #5601, and Staff #502
were unable to locate a carbohydrate range in the
medical record. Staff #501 confirmed the provider
order for low sugar, high protein snacks.

5. On 04/03/19 at 10:30 AM, Surveyor # 5 and a
Program Manager (Staff #503), reviewed the
dietary card for Patient #502, The dietary card did
not reflect that the patient was to receive low
sugar, high protein snacks. Staff #503 verified the
finding and stated that the staff shoufd have
updated the dietary card to reflect the dietary
modification.

6. On 04/02/19 at 2:00 PM, Surveyor #5
interviewed the Dietician (Staff #505) and the
Food Service Manager {Staff #508) about the
food allergy findings for Patient #501 and the
dietary modifications for Patient #502. Staff #505
stated that it is the nurse's responsibility to review
the dietary card for allergies and diat
madifications and provide the approptiate snack.
Staff #506 stated that the nurses fax the provider
diet orders to the food service department,

Surveyor #5 showed the Dietician, (Staff #505)
the documentation form in the medical record and
noted that the Distician had documented the
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patient's allargies to soy and dairy and then
recommended the patient drink Ensure (a
nutrional shake) as a meal replacement. The
ingredients tisted on the Ensure container state,
"contains milk and say ingredient." Staff #505
stated that, "(she) must have missed that."

Patient #503

7. On 04/03/19, Surveyor #5 reviewed the
medical record for Patient #503 who was
admitted on 03/22/19 for the treatment of Bipolar
Disorder with Psychosis. Upon atrival to the
nursing unit, Surveyor #5 observed on the white
communication board under Patient #503's name
written “"No Pork, No Bugs." The medical record
review showed:

The Psychiatric Evaluation completed on
03/22/19 at 4:00 PM showed the patient had g
medical history of hypertension (high blood
pressure).

-0On 03/24/19, a provider ordered a medical
consultation for high blood pressure. The medical
pravider completed the consultation on 03/25/19
at 8:10 AM.

-0n 03/25/19, a provider ordered a 2-gram
Sodium restricted diet due to high blood pressure.

-On 03/27/18, a provider ordered a medical
consultation for increased blood pressure and
ankle edema, A medical provider completed the
medical consultation on 03/28/19 at 10:25 AM,

On 04/03/19 at approximately 10:40 AM,
Surveyor #5 observed Patient #503 take a fruit
cup from the snack hin, '
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8. On 04/03/18 at 11:23 AM, Surveyor #5
inferviewed a nurse Staiff #507 and asked how
the staff ensured that patients with diet
modifications received the correct snacks.
Surveyor #5 noted Patient #503 was ona 2 gram
Sodium restriction, and that the Surveyor
observed the patient taking his own snack from a
bin of snacks. Staff #507 stated that the staff
were supposed to review the dlat card, and that
she did not know if a Sodium restriction was just
for the meal tray or if it also included snacks.

Patient #504

9. On 04/03/16 at 11:54 AM, Surveyor #5
reviewed the medical record for Patient #504,
who was admitted on 03/31/49 for the treatment
of suicidal ideation and psychosis. The record
review showed:

-On 03/31/19 at 6:34 PM, the Initial Nursing
Assessment Part 1 showed the patient was a
vegetarian and lactose intolerant. The Nursing
Assessment Part 10 titlad, “Nutritional Screen”
noted that the patieni's diet prior to admission
was a regular diet. In the nutritional screening
section of Part 10, the nurse is required to check
the box of any of the conditions that apply. One
option listed is Lactose intolerance. Surveyor #5
observed that the nurse did not check that box,
Directions on the document state, "Refer patient
for a Nutrition Consult when any of the above
conditions are checked or the patient has a
special dietary need as noted in the screen, e,
medified diet or multiple food allergies.” Further
review of the medical record showed that the
patient did not receive a Nutritional Consulf.

=On 3/31/19 at 9:30 PM, a provider ordered a
regular diet.
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-On 04/01/19-at 7:15 AM, the medical history and
physical showed that the patient was a vegetarian
and lactose intolerant. Af this time, Surveyor #5
reviewed the Patient's diet card, which showed a
regular diet and a hand written note "no pork."
Surveyor found no evidence in the medicatl record
of any investigation of the conflicting diet
informaticn or that staff or the provider requested
a dietary consulf.

10. On 04/03/19 at 11:30 AM, during interview
with Surveyor #5, a Program Manager {Staff
#503) and a nurse (Staff #507) stated that they
did not know why the communication board said
"no bugs" and verified the patient was on a
regutar diet, but did not eat pork. At this time, a
Menial Health Technician {Staff #502) stated that
he also thought the patient did not eat chicken.
Tha medical record showed that the patient was a
vegetarian. Surveyor #5 found no documentation
in the medical record that the patient did not eat
pork or chicken.

11. On 04/03/18 at 11:59 AM, Surveyor #5
interviewed Patient #504 about his diet. The
patient stated he did not eat pork or chicken, but
that he did drink milk.
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L 320 Pian of Correction for Each specific deficiency Cited: ﬂ’)jpwv-@;l_, e( OG I it , i5
The hospital failed to provide written notification to complainants in response fo grievances. G) JHW

. YU g
Procedure/process for implementing the plan of correction:

¢ Hospital staff were re-educated in team meetings that all complaints and grievances are communicated to
the patient advocate for follow up, reporting, acknowledgment, and resolution of the grievance.

¢ The policy. “Grievances and the Patlent Advocate” were revised to ensure the most current language.

*  Abase template was created for acknowledgment and resolution of any concerns as identified regarding
responses to ensure HIPPA is not violated, when pattents above the age of majority in Washington State
decline participation of outside entitles.

¢ All grievances are tracked and logged per policy by patient advocate.

Monitoring and Tracking procedures to ensure the plan of correction is effective: Review of Pl monitoring,
analysis, and resolution of Pl issues,

e Program Directors or assigned personnel by the program directors will ensure weekly of any concerns
identified, and verify that the grievance log is accurate and the documentation has been provided. If
accuracy of reporting and logging grievances drops below 80% in 2 consecutive months, a new plan of
correction will be required.

Process improvement: Address process improvement and demonstrate how the facility has incorporated

improvement actions inta its Quality Assessment and Performance Improvement (QAPI) program. Address

.improvement in systems to prevent the likelihood of re-occurrence of the deficient practice; P Rgport will
address at a minimum Nursing Services, Pharmacy Services and Patient Safaty.

»  Plan of Corractions will be reported out weekly to the survey team and reported to Pl monthly.

s  The Governing Board will receive reports of the data on the bi-weekly basis.

Individual Responsible:
Director of Performance Improvement and Risk

Date Completed:
5/3/2019

L 495 ltem #1 Plan of Correction for Each specific deficiency Cited:
The hospital failed to ensure that data regarding medication errors were analyzed and reported to the PI

Committee.

Procedure/process for implementing the plan of correction:
¢ The Pt Committee convened met with the Director of Pharmacy and re-educated the director on required
documentation needed at PI Committee including severity, which should first be discussed in P&T.
¢ The Pharmacy Director will participate in the weekly POC meetings and report out aggregated and
analyzed data that will be presented in the P&T and PI Committees.

Monitoring and Tracking procedures to ensure the plan of correction is effective: Review of Pl monitoring,
analysis, and resolution of Pl issues,
#  The Pharmacy Director will participate in the weekly POC meetings and report out aggregated and
analyzed data that will be presented in the P&T and PI Committees. This will continue to report out for 3
months to ensure compliance.

Process improvement: Address process imgrovement and demonstrate how the facility has incorporated
improvement actions into its Quality Assessment and Performance Improvement (QAPI) program. Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: Pl Report will

address at a minimum Nursing Services, Pharmacy Services and Patient Safety,
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e Plan of Corrections wili be reported out weekly to the survey team and reported to Pl monthly.
¢  The Governing Board will receive reports of the data on the bi-weekly basis.

individual Responsible:
Director of Pharmacy

Date Completed:
5/8/2019

L 495 Item #2 Plan of Correction for Each specific deficiency Cited:
The hospital failed to develop a coordinated process to aversee the performance of contracts by hiring an
individual as last cited in the plan of correction.

Prqcedurelpmcess for implementing the plan of correction:
e  Departments were re-educated on compleiing contracts and requested by the PI Department to begin
presenting all annual cantracts to the P{ committee by the next meeting in May to ensure communication
with the Governing Board.

Monitoring and Tracking procedures to ensure the plan of correction is effective: Review of PI monitoring,

analysis, and resolution of Pl issues,

e A coordinated number contracts will be reviewed by the next Pl committee determining the numerator
{number of contracts with individualized to the service provided) over the denominator (humber of
contracts).

+ Contracts are to be reviewed for approval that are individualized by 5/16/2019 for report out to the
Governing Board.

¢« (Contracts not individualized will be reported to the GB with recommendations of Indlwduallzed evaluation
metrics for approval and addendum to the identified contracts.

Process improvement: Address process improvement and demeonstraie how the facility has incorporated
improvement actions into its Quality Assessment and Performance Improvement {QAPI} program. Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: Pl Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.

s«  Plan of Corrections will be reported to Pl monthly.

» The Governing Board will receive reports of the data on the bi-weekly basis,

Individual Responsible: '
Diractor of Performance Improvement and Risk

Date Completed:
5/16/2019

L 1035 item #1 Plan of Correction for Each specific deficiency Cited:
The hospital failed to provide nursing care based on patient assessments and physiclan orders by not having the
necessary requested items.

Procedure/pracess for implementing the plan of correction:

s The CNO has re-educated staff assigned to ordering and purchasing that egg-crate cushions are ordered

~and have enough in house.

s Aninventory report will be provided to the CNO on a weekly basis to ensure enough standard purchase
items are in the hospital at all times.

e The CNO re-educated nursing staff that any items ordered and transcribed should be identified if available
in house and if not the nurses supervisor notified immediately to ensure timely delivery and ordering of -
items needed for patient care.

« The CNOQ and a Primary care physician will review any medically acuie patient to ensure any items can be
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precured for the patient to be accepted for admission,

Monitoring and Tracking procedures to ensure the plan of correction is effectwe Rev:ew of PI momtorlng,

analysis, and resolution of Pl issues,
e  Areport of non-standard items required for patient care requiring special ordering will be reported in the
weelkdy survey team meeting to identify if the identified items should be placed on regular ordering.
s Aninventory report wiil be provided to the CNO on a weekly basis to ensure enough standard purchase
itemns are in the hospital at alt times.
e Monitoring wii continue for 3 months to ensure compliance.
_Process improvement: Address process improvement and demonstrate how the facility has incorporated
improvement actions into its Quality Assessment and Performance Improvement {QAPI) program, Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: Pl Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety,
©  Ahove reports will be provided to the weekly survey team meeting for report out of any out of stock
items ordered by providers.
¢« The Governing Board wlill receive reports of the data on the bi-weekly basis.

Individual Responsible:
Director of Nursing

Date Completed:
5/16/2019

L1035 item #2 Plan of Correction for Each specific deficiency Cited:
The hospital failed to provide nursing care based on patient assessments and physician orders by not following
policy and procedure for pressure ulcers by re assessment, measuring, and documentation within the medical

record.

Procedure/process for implementing the plan of correction:
¢ The CNO has re-educated nursing on the policy and procedure for pressure ulcers.

Monitoring and Tracking procedures to ensure the plan of correction is effective: Review of Pl monitoring,
analysis, and resolution of Pl issues.
»  100% of all identified pressure ulcers diagnosed in the hospital will be audited and reviewed by the CNO
-or designee for accuracy to the policy incliding but not limited to
o  Assessment :
o Measuring
o Documentation in the medical record
+  Any non-compliance of 90% or less for 2 cansecutive months will require a new plan of correction to be
reported to the Pl commitiee.
s  Nursing identified in non-compliance wiil be educated in a non-punitive way for additional education
upon identification after the re-education.
Process improvement: Address process improvement and demanstrate how the facility has incorporated
improvement actions into its Quality Assessment and Performance Improvement ( JAP]) program. Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: PI Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.
«  Above report will be provided to the weekly survey team meeting and {0 the P| commlttee on the
monthly basis.
s  The Governing Board will receive reports of the data on the bi-weekly basis.
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Individual Responsible;
Director of Nursing

Date Completed:
5/16/2019

. L 1040 Plan of Correction for Each specific deficiency Cited:
The Hospital failed to ensure the patient and receiving facility receive a copy of the discharge/transfer per policy.

Proced ure[p__ rocess for implementing the plan of correction:

®  The Director of Clinical Services re-trained departmental staff to follow policy for ensuring all patients allowing
transfer of copies of discharge. This includes but is not limited to:
O Recelving a confirmation fax document confirming recelving facility has received,
O Above document is placed in the medical record.

Monitoring and Tracking precedures to ensure the plan of correction is effective: Review of pi monitoring,

analysis, and resolution of Pl issues,

® The Director of Clinical services will review 100% log of all confirmed transferred documents on a weekly
basis to other facilities from patients allowing the communication of documentation.

®  Above audit will continue for 3 months of 100% to assure that the process is in compliance. If the audit
drops below a 90% compliance rating for 2 consecutive months a new plan of carrection must be created.
Process improvement; Address process improvement and demonstrate how the facility has mcorporated
:mprovement actions into its Qu aI;tg Assessment and Performance Improvement (QAPI) program. Address
improvement in systems to prevent the likelihood of re- -occurrence of the deficient practice: Pl Report will
address at a minimum Nursmg Services, Pharmacy Services and Patient Safety.
s Above audits will be provided to the weekly survey team meetang for report out and to the Pl committee
on the monthly basis.
¢ The Governing Board will receive reports of the data on the bi-weekly basis.

Individual Responsible:
Diractof of Clinical Services

Date Completed:
5/16/201%

L 1065 Plan of Correction for Each specific deficiency Cited:

The hospital failed to update the treatment plan for individualized plan of care.

Procedure/process for implementing the plan of correction:

® RNs were reeducated on the proper procedures of completing MTPs and weekly updates.
The education included but was not limited to purpose of treatment plans, how to fill out a comprehensive
MTP review of MTPs and adding additional medical or psychiatric problems to the MTP.
®  Are-orientatlon to documentation of treatment plans has been created and all nursing staff will be re-tralned
in documenting and updating and individualized care plan by 5/16/2019 or have completed prior to the next
shift after this date if unable to attend as a group for competency.
« Interdisciptinary nurses and therapists participating in treatment planning will attend a competency re-
orientation by 5/16/2019 or have completed prior to the next shift after this date if unable to attend as a
group for competency. Competencies will include a test that will be required to achieve a 95% rating to pass.

Monitoring and Tracking procedures to ensure the plan of correction is effective: Review of P monitoring,
analysis, and resolutit_m of Pl issues.
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%  During treatment teams, each patient will be reviewed to identify any new and ongolng psychiatric
and/or medical issues that are being treated or deferred. Each [ssue will be placed on the treatment
plan accordingly. '

"~ ®  20% of medical records will be audited monthly. This audit will evaluate completeness of MTPs. This audit
will continue until 90% compliance is achieved for 3 months. If compliance falls below 90% for two
consecutive months a new corrective action plan will be created and audited until 90% compliance 15
reached for 3-manths.

©  Pprogram Directors, Directors of Clinical Services and or CNO will audit new admissions within 72 hours for
compliance with completeness of all issues.

e |f the MTP is not complete the treatment team will be addressed to reeducate to Include medical and
psychiatric.

€  Reports on audits of the medical record will be reported by the CNO at the weekly survey team meeting
to ensure compliance with the education.

e Nursing identified in non—compli_ance will be educated in a non-punitive way for addittonal education
upon identification after the re-education.

Process improvement: Address process improvement and demonstrate how the facllity has incorporated
improvement actions into its Quality Assessment and Performance Improvement (GAPI) program. Address
iﬂproveifnent in systems to prevent the likelihaod of re-occurrence of the deficient practice: P Report will
address at a minimum Nursing Services, Pharmacy Services and Patlent Safety,
e Above report will be provided to the weekly survey team meeting and to the Pl committee on the
monthly basis. -
.«  The Governing Board will receive reports of the data on the bi-weekly basis.

individual Responsible:
Director of Nursing

Date Completed;:
5/16/2019

L 1070 Plan of Correction for Each specific deficiency Cited:
The hospital failed to consider continuing medications used by the patient at home

Procedure/pracess far implementing the plan of correction:
®  The Medical Executive Committee was re-educated 4/25/2019 on ensuring that Providers determine and
ensure that any new identified medications not yet mentioned by the patient are reviewed and justified
as continuing or discontinuing the medlcations.
*  Nurses have been re-educated as to any home medications identified post admission wIIE clearly be
communicated to the provider for determination to continue or discontinue the medication(s).

Monitoring and Tracking nrocedures to ensure the plan of carrection is effective: Review of Pi manitoring,
analysis, and resolution of Pl issues.

+ [dentified nurses by the CNO will audit 16 chart a week and review that all identified symptoms and
medications have been reconciled with justification on admit and any further identified medications post
admission identified are communicated to the provider for determination to continue or discontinue.

*  Monitoring and tracking compliance will be achieved at 3 months of 100% compliance.

- Process improvement: Address process improvement and demonstrate how the facility has incorporated
improvement actions into its Quality Assessment and Performance Improvement (QAPI) program. Address
improvement in systems to prevent the fikelihood of re-pccurrence of the deficient practice: Pl Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.
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® A rmember representative of the Governing Board will visit the hospital monthly at a minimum. During the
visit a meeting will be held with leadership and staff delegated to carry out activities of the Plan of
Correction; to identify progress or lack of progress, and any other needs or considerations.

Individual Responsible:
Director of Nursing

Date Completed:
5/8/2019

L 1375 Item #1 Plan of Correction for Each specific deficiency Cited:
The hospital failed to follow hospital policy and procedure when preparing and administering medication.

Pracedure/process for implementing the plan of correction:

e Nursing:

o The day shift nurses on April 2, 2019 were immediately trained on the process for allergy
verification. This was completed prior to the completion of the 7a-7p shift.

o The night shift nurses an April 2, 2019 were immediately trained on the process for allergy
verification, This was completed at the beginning of the 7p-7a shift.

o All other nurses will be trained prior to their next shift, commencing at 7am on April 3, 2019.

¢ Providers:

o All providers will be trained prior to their next shift, commencing at 7am on April 3, 2019.

¢  Pharmacy:

o The Director of Pharmacy has implemented additional training for all pharmacists regarding drug
allergy alerts during order entry. Pharmacist will be trained prior to next work shift, effective
immediately.

»  All medications to be administered shalt be first reviewed by a pharmacist prior to administration, except
in the case of an emergency.

e Prior to dispensing any medication, Pharmacy personnel will verify the patient’s known allergies. Should
an order be received in the Pharmacy for a medication to which the patient is allergic, the Pharmacist will
immediately contact the nurse for clarification.

e The nurse will contact the prescribing provider to notify him/her about the allergy and seek clarification of
whether to discontinue the order. An order will be written based on that conversation.

e  Any removal of allergies requires a written order from the provider,

e \Whenever a nurse calls to obtain a telephone order for any medication, the nurse will recite the known
allergies for that patient to the provider as part of the telephone order process and will document that
read back when the order is written onto the revised order form.

e  Prior to administering any medication, the nurse will verify allergies on the MAR against the medications
listed on the MAR.

¢ The nurse administering the medication will document on the MAR all medications given and/or refused,
as appropriate.

e The Pharmacist will review an override report each weekday of medications given by override during the
previous day. Her review will include whether the patlent had any allergies to any medications
administered by override. The Pharmacist will report her analysis on a daily basis to the CEO and €NO and
to the Governing Board on a weekly basis.

s Pharmacy will also conduct their own retraspective review of medication overrides and report their
findings daily to the CEO and CNO.

« Animmediate clarificatton order will be obtained and decumented in the comments section, along with
the reason the code “RX,” which is defined as “Reviewed by pharmacist.” It must specify the override
reasomn. ‘

o The Medication Order Form was revised to inciude that the nurse read back the patient’s allergies to the
provider whenever calling for a telephone order for a medication.
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e Medhost updated the code so that it doesn’t remove any allergies from those transactions.
s SPBH will review other electronic oppaortunities for identifications of allergies other than MedHost.

Monitoring and Tracking procedures to ensure the plan of correction is effective: Review of PI monitoring,
analysis, and resolation of Plissues.

¢ For at least the next 30 days, the CNC will monitor medication overrides daily (weekdays) and report her
findings (to include whether any medications were administered for which there was a known allergy) to
the CEQ daily (weekdays) and to the Governing Board weekly, If there are no errors found during this 30-
day period, the hospital will seek guidance from the Governing Board on an adjusted frequency of
monitoring,.

@ For at least the next 30 days, Pharmacy will monitor all known medication allergies against medication
orders and report their findings weekdays to the CEC & CNO. Any orders which were writien for a known
medication allergy will result in clarification of the order and a full investigation on how this was missed.
If there are no errors found during this 30-day period, the hospital will seek gutdance from the Governing
Board on an adjusted frequency of monitoring. )

e  For at least the next 30 days, a daily review of exIsting patient charts by pharmacy will occur to ensure

-that no current medications are in confiict with the patients’ known allergies, if any conflict is found the
provider will be contacted immediately. This will be documented and recorded dally and findings reported
to the CEO and CNO. An analysis of this information will be reported at the P&T Committee Meeting and
Governing Board. If there are no errors found during this 30-day period, the hospital will seek guidance
from the Governing Board on an adjusted frequency of monitoring.

¢ The Director of Nursing and Director of Pharmacy will report findings from audits on a weekly basis to
survey team meeting until the Governing Board recommends an adjusted frequency on monitoring.

Process improvement: Address process improvement and demonstrate how the facllity has incorporated
Improvement actions into its Quality Assessment and Performance Improvement (QAPI) program, Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: P1 Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.

*  Plan of Corrections will be reported out weekly to the survey team and reported to PI monthly.

©  The Governing Board will receive reports of the data on the bi-weekly basis, -

Individual Responsible:
Director of Nursing

Date Completed:
5/16/2019

L1375 ltewm #2 Plan of Correction for Each specific deficiency Cited:
The hospital falled to follow hospital policy and procedure when preparing and administering insulin medication,

Procedure/process for implementing the plan of correction:
¢  The CNO re-educated all nursing staff approved for administering medications to the proper policy and
procedure for documenting administration of insulin medication. Including but not limited to:
o Two nurse verification
o Documenting blood glucose level
o Number of insulin units administered. ,
= Any hurse that was not educated by 5/1/2019 will be required to complete the re-education prior to their
next shifi.

Monitoring and Tracking procedures to ensure the plan of currection is effective: Review of Pl monitoring,
analysis, and resolution of Pl issues.

o TheCNOor designéted program manager will randomly audit 100%_of diabetic patients with
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known diagnosis in the hospital for compliance:
¥ Two nurse verification
= Documenting blood glucose level
= Number of insulin units administered.

e This audit wilf continue until 100% compliance is achieved for 3 months. After 3 months of 100%
compliance a random audit at most of 3 diabetic patients in house will be audited every month for
compliance.

¢ If non-compliance below 90% during the 3 month audit happens a new plan of correction will ba required.

Process improvement: Address process improvement and demonstrate how the facility has incorporated
improvement actions into its Quality Assessment and Performance Improvement [QAP1} program. Address
improvement in systems to prevent the likelihoad of re-occurrence of the deficient aractice: PI Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety,

®  Plan of Corrections will be reported out weekly to the survey team and reported to Pl monthly.

e The Governing Board will receive reports of the data on the bi-weekly basis.

Individual Responsible:
Director of Nursing

Date Completed:
5/16/2019

L 1375 Item #3 Plan of Correction for Each specific deficiency Cited:
The hospital failed to follow policy by notifying the provider, and pharmacist, then providing a variance report to
the Pl director and CNO,

Procedure/process for implementing the plan of correction:

s The CNO re-educated all nursing staff approved for administering medicatlons to the proper policy and
pracedure for documentation of missed medications.

e The pharmacy department is available 24 hours a day 7 days a week. Nursing staff were re-educated to
the availability of pharmacy and the administrator on call in order to procure medications needed for
administration for a patient.

Monitoring and Tracking procedures 1o ensure the plan of correction is effective: Review of P} monitoring,
analysis, and resolution of Pl issues.

¢ Avariance report will be submitted by the Director of Pharmacy and the CNO to the Pl director on a
weekly basis. This report will include but not limited to:
o Reason for missing the dose.
Refusal ’
Patient unavailable
Medication unavailable
Human error
¢ Actions taken o
¢ |dentified issues from the variance report will be discussed at the P&T monthly meeting in order to re-
educate or resolve dispensing issues.
Pracess improvement: Address process improvement and demonstrate how the facility has incorporated
improvement actions into its Quality Assessment and Performance Improvement (QAPI) program. Address
imgrovement in systems to prevent the likelihood of re-occurrence of the deficient practice: PI Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety,
e Plan of Corrections will be reported out weekly to the survey team for 3 months and reported to Pi
committee on at least a quarterly basis.

o C OO0
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e  The Governing Board will recelve reports of the data on the bi-weekly basis.

Indiuidual_ Responsible:
Director of Pharmacy

Date Completed:
5/16/2019

L 1375 item #4 Plan of Correction for Each specific deficiency Cited:
The hospital failed to follow hospital policy and procedure when preparing and administering medication.

Pracedure/process for implementing the plan of correction:

¢ Nursing:

o The day shift nurses on April 2, 2019 were immediately trained on the process for allergy
verification. This was completed prior to the completion of the 7a-7p shift.

o The night shift nurses on April 2, 2019 were immedfately trained on the process for allergy
verification. This was completed at the beginning of the 7p-7a shift.

o All other nurses will be trained prior to their next shift, commencing at 7am on April 3, 2019,

& Providers: b

o All providers will be trained prior to their next shift, cammencmg at 7am on Apnl 3, 2019.

©  Pharmacy:

o The Director of Pharmacy has implemented additional training for all pharmacists regarding drug
altergy alerts during order entry. Pharmacist will be trained prior to next work shift, effective
immediately. .

¢ Al medications to be administered shall be first rewewed by a pharmacist prior to administration, except
in the case of an emergency.

®  Prior to dispensing any medication, Pharmacy personnel will verify the patient’s known allergies, Should
an order be received in the Pharmacy for a medication to which the patient is allergic, the Pharmacist will
immediately contact the nurse for clarification.

¢ The nurse will contact the prescribing provider to notify him/her about the allergy and seek clarification of
whether to discontinue the order. An order wilt be written based on that conversation.

* Any removal of allergies requires a written order from the provider.

®  Whenever a nurse calls to obtain a telephone order for any medication, the nurse will recite the known
allergles for that patient to the provider as part of the telephone order process and will document that
read back when the order is written onto the revised order form.

«  Prior to administering any medicatlon, the nurse will verify allergles on the MAR against the medications
listed on the MAR,

e The nurse administering the medication will decument on the MAR all medications given and/or refused,
as appropriate.

e The Pharmacist will review an override report each weekday of medications given by override during the
previous day. Her review will include whether the patient had any allergies to any medications
administered by override. The Pharmacist will report her analysis on a dafly basis to the CEQ and CNO and
to the Governing Board on a weekly basis.

e Pharmacy will also conduct their own retrospective review of medication overrides and report their
findings daily to the CEQ and CNQ. ]

»  Animmediate clarification order will be obtained and documented in the comments section, along with
the reason the code “RX,” which is defined as “Reviewed by pharmacist.” it must specify the override
reason. ' '

e The Medication Order Form was revised to include that the nurse read back the patient’s allergies to the
provider whenever calling for a telephone order for a medication.

e Medhost updated the code so that It doesn’t remove any allergies from those transactions.

*  SPBH will review other electronic opportunities for identifications of allergies other than MedHost.
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Monitoring and Tracking procedures to ensure the plan of correction is effective: Review of Pl monitoring,
analysis, and resolution of Pl issues.

o  For at least the next 30 days, the CNO will monitor medication averrides daily {weekdays) and report her
findings (to include whether any medications were administered for which there was a known allergy) to
the CEQ daily (weekdays} and to the Governing Board weekly. ¥ there are no errors found during this 30-
day period, the hospital will seek guidance from the Governing Board on an adjusted frequency of
maonitoring.

e For at least the next 30 days, Pharmacy will monitor all known medication allergies against medication
orders and report their findings weekdays to the CEC & CNO. Any orders which were written for a known
medication alfergy will result in clarification of the order and a full investigation on how this was missed,
Ifthere are no errors found during this 30-day period, the hospital will seek guidance from the Govermng
Board on an adjusterd frequency of monitoring.

e  For at least the next 30 days, a daily review of existing patient charts by pharmacy will occur to ensure
that no current medications are in conflict with the patients’ known allergies, if any conflict is found the
provider will be contacted immediately. This will be documented and recorded dally and findings reported
to the CEO and CNO. An analysis of this information will be reported at the P&T Committee Meeting and
Governing Board. if there are no errors found during this 30-day period, the hospital will seek guidance
from the Governing Board on an adjusted frequency of manitoring,

¢ The Director of Nursing and Director of Pharmacy will report findings from audits on a weekly basis to
survey team meeting until the Governing Board recommends an adjusted frequency on monitoring.

Process improvement: Address process improvement and demaonstrate how the facility has incorporated
improvement actions into Its Quality Assessment and Performance Improvement {QAPI} program. Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: Pl Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.

s Plan of Carrections will be reperted out weekly to the survey team and reported to Pl monthly.

#  The Governing Board will receive reports of the data on the bi-weekly basis.

Individual Responsible:
Director of Nursing

Date Completed:
5/16/2019

L1375 Iltem #5 Plan of Correction for Each specific deficiency Cited:
The Hospital failed to follow policy by not administering medication as directed per orders and CIWA protocol by

the nurse after assessed.

Procedure/process for implementing the plan of carrection:

¢ RNswere reeducated on tﬁe proper procedures of CIWA prctbcoi.
* Are-orientation and competency tool for documentation of CIWA protocols has been ereated and all nursing
-staff will be re-trained in documenting and updating and individualized care plan by 5/16/2019 or have
. completed prior to the next shift after this date if unable to attend as a group for competency.
L J
Monitoring and Tracking procedures to ensure the plan of correction is effective: Review of Pl monitoring,
analysis, and resolution of Pl issues.
®  100% of medical records will be audited monthly for identified CIWA patients. This audit will continue until
90% compliance Is achieved for 3 months, If compliance falls below 90% for two cansecutive months a new
corrective action plan will be created and audited until 90% compliance is reached for 2 months.
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® Reports on audits of the medical record will be reported by the CNO at the weekly survey team meeting
to ensure compliance with the education.

® Nursing identified in non-compliance will be educated in a hon-punitive way for additional education
upon identification after the re-education,

Process improvement: Address process improvement and demonstrate how the facility has incornorated
improvement actions into its Quality Assessment and Performance Improvement {QOAPI) pragram. Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: PI Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.
e Above audits will be provided to the weekly survey team meeting for report out and to the Pl committee
on the monthly basis.
©  The Governing Board will receive reports of the data on the bi-weekly basis.

Individual Responsible;
Director of Nursing
Date Completed;
5/16/2019

L 1490 Plan of Correction for Each specific deficiency Cited:
The Hospital failed ta identify any food allergies.

Praocedure/process for implementing the plan of correction:

® Al nursing staff and dietician were reeducated on the proper procedures for screening for food allergies.

* Are-orientation and competency tool for documentation of food allergies has been created and all nursing
staff will be re-trained in documenting by 5/16/2019 or have completed prior to the next shift after this date
if unable to attend as a group for competency.

e Nurses and the Dietician were re-educated to place any allergies identified post admission to the allergies
worksheet and is forwarded to the pharmacy department for placement in the MAR, and to identify on the
KARDEX. ‘

®  Snacks are individualized by the dietary department based on allergies and placed in a separate bin with name
to ensure safe delivery of day long shacks.

Meonitoring and Tracking procadures to ensure the plan of correction is effective: Review of PI monitoring,

analysis, and resolution of Pl jssues.,

e A 100% one time audit was conducted of all current patients the week of 4/15/2019 to ensure all patients
food allergies were identified and documented correctly on the MAR.

€ Pharmacy Director is ensuring that food allergies are documented in the MAR on all new admissions coming
in. -

® 16 charts a week of medical records will-be audited monthly for food allergies by nursing. This audit will
continue until 90% compliance is achieved for 3 months. If compliance falls below 20% for two consecutive
months a new corrective action plan will be created and audited until 950% compliance-is reached for 3
months.

@ Reports on audits of the medical record will be reported by the CNO at the weekly survey team meeting
to ensure compliance with the education.

* ®  Nursing identifled in non-compliance will be educated in a non-punitive way for additional education
upon identification after the re-education,

® 16 Individualized snack bags are randomly audited each week to ensure that snacks have appropriate
Items placed within. This audit will continue until 100% compliance is achieved for 3 months. If
compliance falls below 98% for two consecutive months a new corrective action plan will be created and
audited until 100% compliance is reached for 3 months. |
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Process improvement: Address process improvement and demonstrate how the facility has incorporated

improvement actions into its Quality Assessment and Performance Improvement {QAP)) program. Address
improvement in systems to prevent the likelihood of re-pccurrence of the deficient practice: Pl Re eport will

address at a minimum Nursing Services, Pharmacy Services and Patient Safety.

L

Above audits will be provided to the weekly survey team meeting for report out and to the PI committee
on the monthly basis.
The Governing Board will receive reports of the data on the bi-weekly basis.

Individual Responsible:

Director of Nursing

Date Completed:
5/16/2019

L. 1510 Plan of Correction for Each specific deficiency Cited:
The Hospital failed to identify any food allergies.

Procedure/process for implementing the plan of correction:

©  Allnursing staff and dictician were reeducated on the proper procedures for screening for food allergies,

* Are-orientation and competency tool for documentation of food allergies has been created and all nursing
staff will be re-trained in documenting by 5/16/2019 or have completed prior to the next shift after this date
if unable to attend as a group for competency.

» Nurses and the Dietlclan were re-educated to place any allergies identified post admission to the allergies
worksheet and is forwarded to the pharmacy department for placement in the MAR, and to identify on the
KARDEX. .

e Nurses and the dietician were re-educated on proper procedure to complete a nutritional screening for
identified diet modifications required for non-standard meals and snacks.

®  Snacks are individualized by the dietary department based on allergies and placed in a separate bin with name
to ensure safe delivery of day long snacks.

Monitoring and Tracking procedures to ensure the plan of correction is effective: Revlew of PI monitoring,

analysis, and resolution of Pl issues.

L

A 100% one time audit was conducted of all current patients the week of 4/ 15/2019 to ensure all patients
food altergies were tdentified and documented correcily on the MAR.

Pharmacy Director is ensuring that food allergies are documented in the MAR on all new admissions coming
in.

16 charts a week of medical records will be audited monthly for food allergies by nursing. This audit will
continue until 930% compliance is achieved for 3 months. if compliance falis below 90% for twa consecutive
months a rew corrective action plan will he created and audited until 90% compliance is reached for 3
months.

Reports on audits of the medical record wili be reported by the CNO at the weekly survey team meating
to ensure compliance with the education,

Nursing identified in nen-compliance will be educated in a non-punitive way for additional education
upon identification after the re-education.

16 Individualized snack bags are randomly audited each week to ensure that snacks have appropriate
items placed within. This audit will continue until 200% compliance Is achieved for 3 months. If
compliance falls below 98% for two consecutive months a new corrective action plan will be created and
audited until 100% compliance is reached for 3 months,
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Process improvement: Address process improvement and demonstrate how the facility has incorporated
improvement actions into its Quality Assessment and Performance Improvement {QAPH program. Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: Pl Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety,
¢ Above audits will be provided to the weekly survey team meeting for report out and to the Pl committee
oh the monthly basis.
¢ The Governing Board will receive reports of the data on the bi-weekly basls.

Individual. Respansible;

Director of Nursing

Date Completed:
5/16/2019
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L 32@ Pian of Correction for Each specific deficiency Cited; At
The hospitai failed to provide written notification to complainants in response to grievances. M—QM
Procedure/process for implementing the plan of correction: ég F’ JC’ fhﬁ f, ! {

®  Hospital staff were re-educated in team meetings that all complaints and grievances are communicated to ﬁgﬁ-’wg .
the patient advocate for follow up, reporting, acknowledgment, and resolution of the grievance. i e l %
* The policy “Grievances and the Patient Advocate” were revised to ensure the most current language.
*  Abase template was created for acknowledgment and resolution of any concerns as identified regarding
responses to ensure HIPPA is not violated, when patlents above the age of majority in Washington State
decline participation of outside entitles,
¢ All grievances are tracked and logged per policy by patient advocate.
Monitoring and Tracking procedures to ensure the plan of correction is effective: Review of PI monitoring,
analysis, and resolution of Pl issues, )
©  Program Directors or asgsigned personnel by the program directors will ensure weekly of any concerns
identified, and verify that the grievance log is accurate and the documentation has been provided.
accuracy of reporting and logging grievances drops below 80% In 2 consecutive months, a new plan of
correction will be required.

Process improvement: Address process improvement and demonstrate how the facility has incorporated
impravement actiops into its Quality Assessment and Perfoermance Improvement (QAPI) program. Address
improvement In systems to prevent the likelihgod of re-occurrence of the deficient practice: Pl Raport will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.

#  Plan of Corrections will be reported out weekly to the survey team and reported to Pl monthly.

*  The Governing Board will recelve reparts of the data on the bi-weekly basis.

individual Responsible:
Director of Performance Improvement and Risk

Date Completed;
5/3/2019

£ 495 Item #1 Plan of Correction for Each specific defictency Cited:
The hospital failed to ensure that data regarding medication errors were analyzed and reported to the Pl

Committee.

Procedure/process for implementing the plan of correction:
®  The Pl Committee convened met with the Director of Pharmacy and re-educated the director on required
documentation needed at Pi Committee including severity, which should first be discussed in P&T.
¢ The Pharmacy Director will participate in the weekly POC meetings and report out aggregated and
analyzed data that will be presented in the P&T and P! Committees.

Monitoring and Tracking procedures to ensure the plan of correction is effective: Review of Pl monitoring,
analysis, and resolution of Pl issues.
®  The Pharmacy Director will participate in the weekly POC meetings and report out aggregated and
analyzed data that will be presented in the P&T and PI Committees. This will continue to report out for 3
months to ensure compliance.

Pracess improvement: Address process improvement and demonstrate how the facility has incorporated
improvement actions into its Quality Assessment and Performance Improvement {QAPI) program. Address
improvement In systems to prevent the likelihood of re-occurrence of the deficient practice: Pl Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety,
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e Plan of Corrections will be reported out weekly to the survey team and reported to P monthiy.
®  The Governing Board will receive reports of the data on the bi-weekly basis,

Individual Responsible:
Director of Pharmacy
Date Completed;

5/8/2019 '

L 495 Item #2 Plan of Correction for Each specific deficiency Cited:
The hospital failed to develop a coordinated process to oversee the performance of contracts by hiring an
Individuat as last cited in the plan of correction.

Procedure/process for implementing the plan of correction:
@ Departments were re-educated on completing contracts and reguested by the Pl Department to begin
presenting afl annual contracts to the Pl committee by the next meeting in May to ensure cammunication
with the Governing Board.

Monitoring and Tracking procedures to ensure the plan of correction is effective: Review of PI monitoring,
analysis, and resolution of Pl issues,
¢ Acoordinated number contracts will be reviewed by the next Pl committee determining the numerator
{number of contracts with individualized to the service provided} over the denominator (number of
contracts).
¢ Contracts are to be reviewed for approval that are individualized by 5/16/2018 for report out to the
Governing Board.
e Contracts not individualized will be reported to the GB with recommendations of individualized evaluation
metrics for approval and addendum to the identified contracts.
Process improvement: Address process improvement and demonstrate how the facility has incorporatad
improvement actions into its Quality Assessment and Performance Improvement (QAPI} program. Address
improvement in systems to prevent the likelthood of re-occurrance of the deficient practice: Pl Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.
e  Plan of Corrections will be reported to Pl monthly.
e The Governing Board will receive reports of the data on the bi-weekly basis,

Individual Responsibfe:
Director of Performance Improvement and Risk

Date Completed:
5/16/2019

L 1035 item #1 Plan of Correction for Each specifi¢ deficiency Cited:
The hospital failed to provide nursing care based on patient assessments and physician orders by not having the
necessary requested items.

Procedure/process for implementing the plan of correction:

¢ The CNO has re-educated staff assigned to ordering and purchasing that egg-crate cushions are ordered

. and have engugh in house,

e Aninventory report will be provided to the CNO on a weekly basis to ensure enough standard purchase
items are in the hospital at all times.

s  The CNO re-educated nursing staff that any items ordered and transcribed should be jdentified if avallable
in house and if not the nurses supervisor notified immediately to ensure timely dellvery and ordering of
items needed for patlent care.

e The CNO and a Primary care physician will review any medically acute patient to ensure any items can be
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procured for the patient to be accepted for admission,.

Monitoring and Tracking procedures to ensyre the plan of correction is effective: Review of Pl moniteting,
analysis, and resolution of Pl issues,
©  Areport of non-standard items required for patient care requiring special ordering will be reported in the
weekly survey team meeting to identify if the identified items should be placed on regular ordering.
¢ Aninventary report will be provided to the CNO on a weekly basis to ensure enough standard purchase
items are In the hospital at alt times, '
®  Monitoring will continue for 3 months to ensure compliance.
Process improvement: Address process improvement and demanstrate how the facility has incorporated
improvement actions inte its Quality Assessment and Performance Improvement {QAPI) program. Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: PI Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.
= Above reports will be provided to the weekly survey team meeting for report out of any out of stock
items ordered by providers,
°  The Governing Board will receive reports of the data on the bi-weekly basis.

individual Responsible:
Diractor of Nursing

Date Completed:
5/16/2019

L 1035 item #2 Plan of Correction for Each specific deficiency Cited:
The hospital failed to provide nursing care based on patlent assessments and physician orders by not following
policy and procedure for pressure ulcers by re assessment, measuring, and documentation withih the medical

record.

Procedure/process for imptementing the plan of correction:
¢ The CNO has re-educated nursing on the policy and procedure for pressure ulcers,

Monitoring and Tracking precedures to ensure the plan of correction is effective: Review of Pl monitoring,
_analysis, and resolution of Pl issues,
¢ 100% of all identified pressure ulcers diagnosed in the hospltal will be audited and reviewed by the CNO
or designee for accuracy to the policy including but not limited to
¢ Assessment
o Measuring
o Documentation in the medical record
¢ Any non-compliance of 50% or less for 2 consecutive months will require a new plan of correction to be
reported to the Pl committee. )
¢ Nursing identified in non-comgpliance will be educated in a non-punitive way for additional education
upon identification after the re-education,
Process improvement: Address process improvement and demonstrate how the facility has incorporated
improvement actions into its Quality Assessment and Performance Improvement {QAPI) program. Address
improvement in systems to prevent the likelihood of re-occurrence of the deficlent practice: Pl Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.
¢ Above report will be provided to the weekly survey team meeting and to the Pl committee on the
monthly basis.
«  The Governing Board will receive reports of the data on the bi-weekly basis.
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Individual Responsible:
Director of Nursing

Date Completed:
5/16/2019

L 1040 Pian of Correction for Each specific deficiency Cited:
The Hospital failed to ensure the patient and recelving facility receive a copy of the discharge/transfer per policy.

Procedure/process for implementing the plan of correction:

@  The Director of Clinical Services re-irained departmental staff to follow policy for ensuring all patients allowing
transfer of copies of discharge. This includes but is not limited to:
O Receiving a confirmation fax document confirming recelving facility has received.
Q Above document |5 placed in the medical record.
Monitoring and Tracking procedures to ensure the plan of correction is effective: Review of Pl monitoring,
analysis, and resolution of Plissues,

®  The Director of Clinical services will review 100% log of all confirmed transferred documents on a weekly
basis to other facilities from patients allowing the communication of documentation,

® Above audit will continue for 3 months of 100% to assure that the process s in compliance. If the audit
drops below a 30% compliance rating for 2 consecutive months a new plan of correction must be created.
Process improvement: Address process improvement and demonstrate how the facility has incorporated
improvement actions inte its Quality Assessment and Performance Improvement (QAPI) program. Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: PI Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.
¢ Above audits will be provided to the weekly survey team meeting for report out and to the PI committee
on the monthly basis, ’
e The Governing Board will receive reports of the data on the bi-weekly basis.

Individual Responsible;
Director of Clinical Services

Date Completed:
5/16/2019

L 1065 Plan of Correctlon for Each specific deficiency Cited:
The hospital failed to update the treatment plan for individualized plan of care.

Procedure/orocess for implementing the plan of correction:

2 RNs were reeducated on the proper procedures of completing MTPs and weekly updates.

The aducation included but was not limited to purpose of treatment plans, how to fill out a comprehensive
MTP review of MTPs and adding additional medical or psychiatric problems to the MTP.

e« Are-orlentation to documentation of treatment plans has been created and all nursing staff will be re-trained
i documenting and updating and individualized care plan by 5/16/2019 or have completed prior to the next
shift after this date if unable to attend as a group for competency.

e Interdisciplinary nurses and therapists participating in treatment planning will attend a competency re-
crientation by 5/16/2015 or have completed prior to the next shift after this date if unable to attend asa
group for competency. Competencies will include a test that will be required to achieve a 95% rating to pass.

Monitoring and Tracking procedures to ensure the glan of correction is effective; Review of Pl monitoring,
analysis, and resolution of Pl issues.
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@  During treatment teams, each patient will be reviewed to identify any new and ongoing psychiatric
and/or medical issues that are belng treated or deferred, Each issue will be placed on the treatment

plan accordingly.

& 20% of medical records will be audited monthly. This audit will evaluate completeness of MTPs. This audit
will continue until 90% compliance Is achieved for 3 months. If compliance falls below 90% for two
consecutive months a new corrective action plan will be created and audited until 90% compliance is
reached for 3 months.

® Program Directors, Directors of Clinical Services and ar CNO will audit new admissions within 72 hours for
compliance with completeness of all issues.

© If the MTP Is not complete the treatment team will be addressed to reeducate to include medical and
psychiatric.

®  Reports on audits of the medical record will be reported by the CNO at the weekly survey team meeting
to ensure compliance with the education, .

@  Nursing identified in non-compliance will be educated in a non-punitive way for additional education
upon identification after the re-aducation.

Process improvement: Address process improvement and demonstrate how the facility has incorporated
improvement actions inte its Quality Assessment and Performiances Improvement (AP progran. Address
improvement in systems 1o prevent the likelihood of re-occurrence of the deficient practice: P1 Report wil!
address at 8 minimum Nursing Services, Pharmacy Services and Patient Safety.
»  Above report will be provided to the weekly survey team meeting and to the Pl committee on the
monthly basls.
e The Governing Board will receive reports of the data on the bi-weekly basis.

Individual Responsible:
Director of Nursing

Date Completed;
5/16/2019

L 1070 Plan of Correction for Each specific deficiency Cited:
The hospital failed to consider continuing medications used by the patient at home

Procedure/process for implementing the plan of correction;
¢ The Medical Executive Committee was re-educated 4/25/2019 on ensuring that Prowders determine and
ensure that any new identified medications hot yet mentioned by the patient are reviewed and Justified
as continuing or discontinuing the medications.
*  Nurses have been re-educated as to any home medications dentified post admission will clearly be
communicated to the provider for determination te continue or discontinue the medication(s).

Monitoring and Tracking procedures to ensure the plan of correction is effective: Review of PI monitoring,
analysis, and resolution of Pl issues,
= Identifled nurses by the CNO will audit 16 chart a week and review that all ldentiﬂed symptoms and
medlications have been reconciled with justification on admit and any further identified medications post
admission identified are communicated to the provider for determination to continue or discontinue,
*  Monitoring and tracking compliance will be achieved at 3 months of 100% compliance.
Process improvement: Address process improvement and demonstrate how the facility has incorporated
improvement actions into its Quality Assessment and Performance Improvement (GAPI) program, Address
improvement in systems to prevent the likelihood of re-pccurrence of the deficient practice; Pl Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety,
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¢ Amember representative of the Governing Baard will visit the hospital monthly at a minimum. During the
visit a meeting will be held with leadership and staff delegated to carry out activities of the Plan of
Correction; to identify progress or lack of progress, and any other needs or considerations,

Individual Responsibla:
Director of Nursing
Date Completed:
5/8/2019

L 1375 ltem #1 Plan of Correction for Each specific deficiency Cited:
The hospital failed to follow hospital policy and procedure when preparing and administering medication.

Procedure/process for implementing the plan of correction:

e Nurslng:

o The day shift nurses on April 2, 2018 were immediately trained on the process for allergy
verification. This was completed prior to the completion of the 7a-7p shift,

o The night shift nurses on April 2, 2019 were immediately trained on the process for allergy
verlfication. This was completed at the beginning of the 7p-7a shift.

o  All other nurses will be trained prior to their next shift, commencing at 7am on April 3, 2019,

e Providers:

¢ All providers will be trained prior to their next shift, commencing at 7am on April 3, 2018,

¢  Pharmacy:

o The Director of Pharmacy has implemented additional training for all pharmacists regarding drug
allergy alerts during order entry. Pharmacist will be trained prior to next work shift, effective
immediately,

e Al medications to be administerad shall be first revlewed by a pharmacist prior to administration, except
in the case of an emtergency.

e Prior to dispensing any medication, Pharmacy personnel will verify the patient’s known allergies. Should
an order be received in the Pharmacy for a medication to which the patient is allergic, the Pharmacist will
immediately contact the nurse for clarification.

e The nurse will contact the prescribing provider to notify him/her about the allergy and seek clarification of
whether to discontinue the order. An order will be written based on that conversation.

s Anyremoval of allergies requires a written order from the provider,

s Whenever a nurse calls to obtain a telephone order for any medication, the nurse wnll recite the known
allergies for that patient to the provider as part of the telephone order process and will document that
read back when the order Is written onto the revised order form,

s Prior to administering any medication, the nurse will verify allergies on the MAR against the medications
fisted on the MAR.

e The nurse administering the medication will document on the MAR all medications given and/or refused,
as appropriate.

¢ The Pharmacist will review an override report each weekday of medications given by override during the
previous day. Her review will include whether the patlent had any allergies to any medications
administered by override. The Pharmacist wil report her analysis on a daily basis to the CEO and CNO and
to the Governing Board on a weekly basis.

e  Pharmacy wilt also conduct their own retrospective review of medication overrides and report their
findings daily to the CEO and CNO.

e Animmediate clarification order will be obtained and documented in the comments section, along with
the reason the code “RX,” which is defined as "Reviewed by pharmacist.” It must specify the override
reason,

¢ The Medication Order Form was revised to include that the nurse read back the patient’s allergies to the
provider whenever calling for a telephone order for a medication.
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e DMedhost updated the code so that it doesr’t remove any allergies from those transactions.
e SPBH will review other electronic opportunities for identifications of allergies other than MedHost.

Monitoring and Tracking procedures to ensure the plan of correction Is effective: Review of Pl monitoring,
analysts, and resolution of Pl issues.

s For at least the next 30 days, the CNO will monitor medication overrides daily (weekdays) and report her
findings (to include whether any medications were administered for which there was a known allergy) to
the CEO daily (weekdays) and to the Governing Board weekly. if there are no errors found during this 30-
day period, the hospital will seek guidance from the Governing Board on an adjusted frequency of
monitoring.

e For at least the next 30 days, Pharmacy will monitor all known medication allergies against medication
orders and report their findings weekdays to the CEO & CNO. Any orders which were written for a known
medication allergy will result in clarification of the order and a full investigation on how this was missed.
H there are no errors found during this 30-day period, the haspital will seek guidance from the Governing
Board on an adjusted frequency of monitoring. .

s For at least the next 30 days, a daily review of existing patient charts by pharmacy will occur to ensure
that no current medications are in conflict with the patients’ known aliergies, if any conflict is found the
provider will be contacted immediately. This will be documented and recorded daily and findings reported
to the CEQ and CNO. An analysis of this Information will be reported at the P&T Committee Meeting and
Governing Board. If there are no errors found during this 30-day period, the hospital will seek guidance
from the Governing Board on an adjusted frequency of monitoring.

»  The Director of Nursing and Director of Pharmacy will report findings from audits on a weekly basis to
survey team meeting until the Governing Board recommends an adjusted frequency on monitoring.

Process improvement: Address process improvement and demonstrate how the facility has incorporated
imprevement actions into its Quality Assessment and Performance Improvement (CGAPI} program. Address
improvement in systems to prevent the likelihood of re-pccurrence of the deficient practice: Pl Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety,

o Pian of Corrections will be reported out weekly to the survey team and reported to PI monthly,

#  The Governing Board will receive reports of the data on the bi-weekly basis,

Individual Responsible!
Director of Nursing

Date Completed;
5/16/2019

L 1375 ltem #2 Plan of Correction for Each specific deficiency Cited:
The hospital failed to follow hospital policy and procedure when preparing and administering insulin medication.

Procedure/process for implementing the plan of correction;
e The CNO re-educated all nursing staff approved for administering medications to the proper policy and
procedure for documenting administration of insulin medication. Including but not fimited to:
o Two nurse verification
o Documenting blood glucose level
o Number of insulin units administered.
s Any nurse that was not educated by 5/1/2019 will be reguired to complete the re-education prior to their

next shift.

Monitoring and Tracking procedures to ensure the pilan of correction is effective; Review of Pl monitoring,
analysis, and resalution of Pi issues.

o The CNO or designated program manager will randomly audit 100%_of diabetic patients with
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known diagnosis in the hospital for compliance:
= Two nurse verification
Documenting blood glucose level
= Number of insulin units administered.
¢ This audit will continue untif 100% compliznce is achieved for 3 months, After 3 months of 100%
compliance a random audit at most of 3 diabetic patients in house will be audited every month for
compiiance.

«  If non-compliance below 90% during the 3 month audit happens a new plan of correction will be required.
Process improvement; Address process improvement and demonstrate how the facility has incorporated
improvement actions into its Quality Assessment and Performance Improvement (QAR)) program, Address
Improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: PI Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.

¢ - Plan of Corrections will be reported out weekly to the survey team and reported to Pt monthly.

¢ The Governing Board will receive reports of the data on the bi-weekly basis,

Individual Responsible:
Director of Nursing

Date Completed;
5/16/2019

L 1375 item ¥3 Plan of Correction for Each specific deficiency Cited:
The hospital failed to follow policy by notifying the provider, and pharmacist, then providing a variance report to
the Pl director and CNO.

Proced ure[grocess for implementing the plan of correction:

The CNO re-educated all nursing staff approved for administering medications to the proper policy and
procedure for documentation of missed medications.

¢ The pharmacy department is available 24 hours a day 7 days a week. Nursing staff were re-educated to
the avallability of pharmacy and the administrator an call in order to procure medications needed for
administration for a patient, -

Monitoring and Tracking procedures to ensure the plan of correction is effective; Review of Pl monitating,
analysfs, and resoluticn of Pl issues,

e Avariance report will be submitted by the Director of Pharmacy and the CNO to the Pi director on a
weekly basis. This report will include but not limited to:
o Reason for missing the dosa.
Refusal
Pattent unavailable
Medication unavailable
Human error
o Actions taken
s Identified issues from the variance report will be discussed at the P&T monthly meeting in order to re-
educaie or resolve dispensing issues,
Process improvement: Address process improvement and demonstrate how the facility has incorporated
improvement actions into its Quality Assessment and Performance lmprovement {QAPH program. Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: Pl Report will
address at 3 minimum Nursing Services, Pharmacy Services and Patient Safety,
e Plan of Cotrections will be reported out weekly ta the survey team for 3 months and reported to PI
committee on at least a quarterly basis.

o Q 0 0
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The Governing Board will receive reparts of the data on the bi-weekly basis.

Individual Responsible;

Director of Pharmacy

Date Completed:
5/16/2019

L 1375 ltem #4 Plan of Correction for Each specific deficiency Cited:

The hospital failed to follow hospital policy and procedure when preparing and administering medication.

Procedure/process for implementing the plan of correction:

MNursing:

o The day shift nurses on April 2, 2019 were immediately trained on the process for allergy
verification. This was completed prior to the completion of the 7a-7p shift,

o The night shift nurses on April 2, 2019 were Immediately trained on the process for allergy
verification. This was completed at the beginning of the 7p-7a shift.

o All other nurses will be trained prior to thelr next shift, commencing at 7am on April 3, 2018,

Providers:
o All providers will be trained prior to their next shift, commencing at 7am on April 3, 2019,
Pharmacy:

o The Director of Pharmacy has implemented additional training for all pharmacists regarding drug
allergy alerts during order entry. Pharmacist will be trained prior to next work shift, effective
immediately.

Al medications to be administered shall be first reviewed by a pharmacist prior to administration, except
in the case of an emergency. )

Prior to dispensing any medication, Pharmacy personnel will verify the patient’s known allergies. Should
an order be received in the Pharmacy for a medication to which the patient is allergic, the Pharmacist will
immediately contact the nurse for clarification.

The nurse will contact the prescribing provider to notify him/her about the allergy and seek clarification of
whether to discontinue the order, An order will be written based on that conversation.

Any remaoval of allergies requires a written order from the provider.

Whenever a nurse calls to obtain a telephone order for any medication, the nurse will regite the known
allergies for that patient to the provider as part of the telephone order process and will document that
read hack when the order is written onto the revised order form.

Prior to administering any medication, the nurse will verify allergles on the MAR against the medications
listed on the MAR.

The nurse administering the medication wilt document on the MAR all medicatfons given and/or refused,
as appropriate.

The Pharmacist will review an override report each weekday of medications given by override during the
previous day. Her review will include whether the patient had any aliergies to any medications
administered by override. The Pharmacist will report her analysis on a daily basis to the CEQ and CNO and
to the Governing Board on a weekly basis.

Pharmacy will also conduct their own retrospective review of medfcahon overrides and report thelr
findings daily to the CEQ and CNO.

Animmediate clarification order will be obtained and documented in the comments section, along with
the reason the code “RX,” which is defined as “Reviewed by pharmacist.” It must specify the override
reason.

The Medication Order Form was revised to include that the nurse read back the patient's aliergies to the
provider whenever calling for a tefephane order for a medication.

Medhost updated the code so that it doesn’t remove any allergies from those transactions.

SPBH will review other electronic opportunities for identifications of aliergies other than MedHost.
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Monitoring and Tracking procedures to ensure the plan of correction is effective: Review of Pl monltoring,
analysis, and resolution of Plissues. '

¢  For at least the next 30 days, the CNO will monlitor medication overrides daily {weekdays) and report her
findings (to include whether any medications were administered for which there was a known allergy) to
the CEQ daily {weekdays) and to the Governing Board weekly, If there are no errors found during this 30-
day period, the hospital will seek guidance from the Governing Board on an adjusted frequency of
monitoring,

¢  For at least the next 30 days, Pharmacy will monitor all known medication allergies against medication
orders and report their findings weekdays to the CEO & CNO. Any orders which were written for a known
medication allergy will result in clarification of the order and a full investigation on how this was missed,
If there are no errors found during this 30-day period, the hospital wili seek guidance from the Governing
Board on an adjusted frequency of monitoring.

v Forat least the next 30 days, a daily review of existing patient charts by pharmacy will occur to ansure
that no current medications are in conflict with the patients’ known allergies, if any conflict is found the
provider will be contacted immediately. This will be documented and recorded daily and findings reported
to the CEQ and CNO, An analysis of this informaiion will be reported at the P&T Committee Meeting and
Governing Board, If there are no errors found during this 30-day period, the hospital will seek guidance
from the Governing Board on an adjusted fraquency of monitoring.

»  The Director of Nursing and Director of Pharmacy will report findings from audits on a weekly basis to
survey team meeting until the Governing Board recommends an adjusted frequency on monitoring.

Process improvement: Address process improvement and demonstrate how the fadility has incorporated
improvement actions into its Quality Assessment and Performance improvement {QAP]} program. Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: Pl Report will
address at 2 minimum Nursing Services, Pharmacy Services and Patient Safety.

¢ Plan of Carrections will be reporied out weekly to the survey team and reported to Pl monthly.

@  The Governing Board will receive reports of the data on the bl-weekly basis,

Individuai Responsible:
Director of Nursing

Date Completed:
5/16/2019

L1375 item #5 Plan of Correction for Each specific deficlency Cited:
The Hospital failed to follow policy by not administering medication as directed per orders and CIWA protocol by

the nurse after assessed.

Procedure/process for implementing the plan of correction;

® RNs were reeducated on the proper procedures of CIWA protocol,

# Are-orlentation and competency tool for documentation of CIWA protocols has been created and all nursing
staff will be re-trained in documenting and updating and individualized care plan by 5/16/2019 or have
completed prior to the next shift after this date if unable to attend as a group for competency.

L] -

Monitoring and Tracking procedures to ensure the plan of corraction is effective; Review of Pl monitoring,

analysis, and rasolution of Pl issues.

©  100% of medical records will be audited monthly for identified CIWA patients. This audit will continue until
90% compliance is achieved for 3 months. If compliance falls below 90% for two consecutive months a new
corrective action plan will be created and audited until 90% compliance is reached for 3 months,
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& Reports on audits of the medical record will be reported by the CNO at the weekly survey team meeting
to ensure compliance with the education.

®  Nursing identified in non-compliance will be educated in a hon-punitive way for additional educatuan
upon identification after the re-education,

Process improvement: Address process itnprovement and demanstrate how the facllity has incorporated
improvement actions into its Quality Assessment and Performance Improvement [QAPH program. Address
improvement in systems to prevent the likelihood of re-occurrence of the deficlent practice: P1 Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.
°  Above audits will be provided to the weekly survey team meeting for report out and te the PI committee
on the monthly basis. )
@ The Governing Board will receive reporis of the data on the bi-weekly basis.

individual Responsible:
Director of Nursing
Date Compieted:
5/16/2019

L 1490 Plan of Correction for Each specific deficiency Cited:
The Hospital failed to identify any food allergies.

Procedure/process for implementing the plan of correction:

® Al nursing staff and dietician were reeducated on the proper procedures for screening for food allergies,

= Are-orientation and competency too! for documentation of food allergies has been created and all nursing
staff will be re-trained in documenting by 5/16/2019 or have completed prior to the next shift after this date
if unable to attend as a group for competency,

¢ Nurses and the Dietician were re-educated to place any allergies identified post admission to the allergles
worksheet and is forwarded to the pharmacy department for placement in the MAR, and to identlfy on the
KARDEX.

®  Snacks are individualized by the dietary department based on allergles and placed in a separate hin with name
o ensure safe delivery of day long snacks.

Monitoring and Tracking procedures to ensure the plan of corraction is effective: Review of PI monitoring,

analysis, and resolution of Pl issues.

® A 100% one time audit was conducted of all current patients the week of 4/15/2019 to ensure al! patients
food allergies were identified and documented cortectly on the MAR.

¢ Pharmacy Director is ensuring that food allergies are documented in the MAR on all new admissions coming
in.

® 16 charts a week of medical records will be audited monthly for food altergies by nursing. This audit will
continue until 90% compliance fs achieved for 3 months. If compliance falls below 50% for two consecutive
months a new corrective action plan will be created and audited until 90% compliance is reached for 3
manths.

¢ Reports on audits of the medical record will be reperted by the CNQ at the weekly survey team meeting
to ensure compliance with the education,

#  Nursing identified in non-compliance will be educated In & non-punitive way for additional education
upon identification after the re-education.

® 16 Individualized snack bags are randomly audited each week to ensure that snacks have appropriate
items placed within. This audit will continue until 100% compliance is achieved for 3 months. If
compliance falls below 98% for two consecutive months a new carrective action plan will be created and
audited until 100% compliance is reached for 3 months.
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Process iImprovement: Address process improvement and demonstrate how the facility has incorporated
improvermnent actions into fts Quality Assessment and Performance Improvement {(QAPI) program, Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: Pi Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.
¢ Above audits will be provided to the weekly su rvey team meeting for report out and to the Pl committee
on the monthly basis.
®  The Governing Board will recelve reports of the data on the bi-weekly basis.

Individual Responsible;
Director of Nursing

Pate Completed:
5/16/2019

L 1510 Plan of Correction for Each specific deficiency Cited:
The Hospital falled to identify any food allergies,

Procedure/process for implementing the plan of corraction:

¢ Allnursing staff and dietician were reeducated on the proper procedures for screening for food ailergles.
»  Are-ortentation and competency tool for decumentation of food aliergies has been created and all nursing
staff will be re-trained In documenting by 5/16/2019 or have completed prior to the next shift after this date
if unable to attend as a group for competency.
e Nurses and the Dietician were re-educated to place any allergies identified post admission to the allergies
worksheet and is forwarded to the pharmacy department for placement in the MAR, and to identify on the
KARDEX.
¢ Nurses and the dietician were re-educated on proper procedure to complete a nutritional screening for
identified diet modifications required for non-standard meals and snacks. ‘
®  Snacks are Individualized by the dietary department based on allergies and placed in a separate bin with name
to ensure safe delivery of day long snacks.
Monitoring and Tracking procedures to ensure the plan of correction s effective: Review of Pi manitoring,
analysis, and resolution of Pl issues. ‘ )
® A 100% one time audit was conducted of ali current patients the week of 4/15/2019 to ensure all patients
food allergies were Identified and documented correctly on the MAR.

¢ Pharmacy Director is ensuring that food allergles are documented in the MAR an all new admissions coming
in,

@ 16 charts a week of medical records will be audited monthly for food allergies by nursing. This audlt will

continue until 90% compliance is achieved for 3 months. (f compliance falls below 90% for two consecutive
months a new corrective action plan will be created and audited until 90% compliance is reached for 3

moanths.

® Reports on audits of the medical record will be reported by the CNO at the weekly survey team meeting
to ensure compliance with the education.

@ Nursing identified in non-compiiance will be educated in a non-punitive way for additional education
upon identification after the re-education.

® 16 Individualized snack bags are randomly audited each week to ensure that snacks have appropriate
items placed within. This audit will continue until 100% compliance is achieved for 3 months. If
compliance falls below 98% for two consecutive months a new corrective action plan will be created and
audited until 100% compliance is reached for 3 months,
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Pracess improvement: Address process improvement and demonstrate how the facitity has incorporated
improvement actions into its Quality Assessment and Performarnce Improvement {QAPI) program, Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice: Pl Report will
address at a minimum Nursing Services, Pharmacy Services and Patient Safety.
®  Above audits will be provided to the weekly survey team meeting for report out and to the Pl committee
on the monthly basis,
o The Governing Board will receive reports of the data on the bi-weekly basis.

' Indi\;idual Responsible:
Director of Nursing

Date Completed:
5/16/2019
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