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L oo INITIAL COMMENTS L 000
STATE LICENSING SURVEY 1. Awritten PLAN OF CORRECTION is
: required for each deficiency listed on the
The Washington state Department of Health Statement of Deficiencies.
{DOH) in accordance with Washington
Administrative Code {(WAC), Chapter 246-322 2. EACH plan of correction statement
Private Psychiatric and Alcoholism Hospital must include the following:
Licensing Regulations, conducted this health and
safety survey. The reguiation number andfor the tag
number;
Onsite dates: 05/02/23 - 05/04/23
HOW the deficiency will be corrected;
Examination number: 2023-108
WHO is responsible for making the
The survey was conducted by: correction;
Surveyor #5 WHAT will be done to prevent
Surveyor #7 reoccurrence and how you will monitor for
Surveyor #8 continued compliance; and
Surveyor #9
WHEN the correction will be completed.
The Washington Fire Protection Bureau
conducled the fire life safety inspaction. See shell 3. Your PLAN OF CORRECTION must be
51L2821. returned within 10 calendar days from the
date you receive tha Statement of
During the course of the survey, surveyors Deficiencies. The Plan of Correction is
investigated issues relatad to State Complaints due on May 30,2023,
#2021-10993 and #2020-12405.
. ' 4. Sign and return the Statement of
Daficiencies and Plans of Correction via
email as directed in the cover lefter.
L 315 322-035.1C POLICIES-TREATMENT L315
WAC 246-322-035 Policies and
Procadures. (1) The licensee shalt
develop and implement the following
written policies and procedures
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L 000 INITIAL COMMENTS 1000
STATE LICENSING SURVEY 1. Awritten PLAN OF CORRECTION is
required for each deficiency listed on the
The Washington state Department of Health Statement of Deficiencies.
(DOH) in accordance with Washington
Administrative Code {WAC), Chapter 246-322 2. EACH plan of correction statement
Private Psychiatric and Alcoholism Hospital must include the following:
Licensing Regulations, conducted this health and
safety survey. The regulation number and/or the tag
number;
Onsite dates: 05/02/23 - 05/04/23
HOW the deficiency will be corrected;
Examination number; 2023-106
WHO is responsible for making the
The survey was conducted by: correction,
Surveyor #5 WHAT will be done to prevent
Surveyor #7 reoccurrence and how you will menitor for
Surveyor #8 continued compliance; and
Surveyor #9
WHEN the correction will be completed.
The Washington Fire Protection Bureau
conducted the fire life safety inspection. See shell 3. Your PLAN OF CORRECTION must be
5L2821. returned within 10 calendar days from the
date you receive the Statement of
During the course of the survey, surveyors Deficiencies, The Plan of Correction is
investigated issues related to State Complaints due on May 30,2023.
#2021-10993 and #2020-12405.
4. Sign and return the Statement of
Deficiencies and Plans of Correction via
email as directed in the cover letter.
L 315 322-035.1C POLICIES-TREATMENT L315

WAC 246-322-035 Policies and
Procedures. (1) The licensee shall
develop and implement the following
written policies and procedures
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consistent with this chapter and

services provided: {c) Providing

or arranging for the care and

treatment of patients;

This Washington Administrative Code is not met
as evidenced by:

itern #1 Nutritional Consult

Based on interview, document review, and review
of hospital policies and procedures, the hospital
failed to ensure that patients at risk received a
nuritional consuit with a dietician for evaluation of
1 nutritional deficiencies for i of 2 patients with
current eating disorders documented in the
medical record (Patient #509).

Failure to refer a patient for a nutritional consult
may lead to poor nutrition and poor health
oulcomes.

Finding included:

1. Document review of the hospital's policy and
procedure titled, "Plan for Provision of Care,
1000.0," policy number 10946282, revised 06/21,
showed the following:

a. A Nutritional Assessment is completed by the
Registered Diefician within 72 hours of a written
order by the physician with the scope to include
dietary needs, preferences, and habits.

2. On 05/03/23 at 4:00 PM, Surveyor #5 and the
Outpatient Manager (Staff #510) reviewed the
medial record for Patient # 509 who was admitted
to the Partial Hospitalization Program on
04/04/23. Documentation in the medical record
showed that the patient had a current eating
disorder, current self-harm, and suicidal ideation.

State Form 2567
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The medical record showed the following:

a. On 04/06/23, a Nutritional Consuit note stated
that the reason for the consultation was that the
patient was resfricting food.

b. The patient had a history of an eating disorder,
unspecified anxiety, and unspecified deprassion.

¢. The Clinical Dietician documented that she had
tried calling the patient and left a voicemail.

Surveyor #5 found no evidence the dietician
reattempted to contact the patient to complete the
nutritional evaluation (a period of 28 days).

3. At the time of the review, Staff #510 verified
that the medical record did not reflect any
follow-up by the dielician.

{tem #2 Reassessment after Administration of As
Needed Medications

Based on document review and inferview the
hospital failed to ensure staff reassessed a
patient going through substance use
detoxification after the administration of
medication for withdrawal symptoms for 1 o1
patients who required a reassessment based on
protocol (Patient #505),

Failure to reassess patients after the
administration of as needed medication for
symptoms of withdrawal places patients at risk of
harm from over or under treatment.

Findings included:

1. Document review of the hospital's policy and
procedure titled, "Use of Detoxification Protocols
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in Inpatient Units, 1001.17," policy number
10946267, approved 06/21, showed that it is the
policy of Fairfax hospital to use prescribed
protocols to monitor patients who are withdrawing
from opiales, benzodiazepines, and alcohol,

2. On 05/02/23 at 1:00 PM, Surveyor #5 and a
Nurse Director of Quality {Staff #501), reviewed
the medical record for Patient #505 who was
admitted on 04/25/23 for the treatment of drug
and alcohol detoxification. The patient had a
history of Schizoaffective Disorder, passive
suicidal ideation, obsessive compulsive disorder,
anxiety, and homelessness. The review showed
the following:

a. On 04/25/23 at 2:00 PM, a provider order
stated, "CIWA ArScale as needed. Give PRN (as
needed) Librium (a benzodiazepine that is used
to treal anxiety disorders and be used short-term
to treat symploms of alcohol withdrawal, or
anxiety) or Ativan (a medication used to treat
anxiety disorders, trouble sleeping, severe
agitation, active seizures including status
epileptious, alcoho! withdrawal, and
chemotherapy-induced nausea and vomiting)
dosage for CIWA grealer than 12 and reassess
within 4 hours or PRN if withdrawal is severe.
Inform MD (the provider) next day if patient
needed more than 150 mg."

b. On 04/25/23 at 2:00 PM, a provider wrote an
order for Lorazepam 1 mg every 4 hours for
seizure or CIWA Score greater than 12,

c. On 04/25/23 at 4:00 PM, a provider order
stated, "CIWA ArScale Three times a day, give
PRN (as needed) Librium or Ativan dosage for
CIWA greater than 12 and reassess within 4
hours or PRN if withdrawal is severe. Inform MD

. Siate Form 2567
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(the provider) next day if patient needed more
than 150 mg in 24 hours.”

d. On 04/28/23 at 9:16 AM, staff assessed the
patients CIWA score at 15.

e. On 04/28/23 at 9:33 AM, staff medicated the
patient with Lorazepam 1 mg.

Surveyor #5 found no evidence staff reassessed
the patient afler 4 hours as direcled by the
provider orders.

3. At the time of the review, Staff #501 verified
that the patient had not been reassessed after
medication with the PRN Ativan.

L 335 322-035.1G POLICIES-EMERGENCY CARE L 335

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: (g) Emergency
medical care, including; (i) Physician
orders; (i) Staff actions in the

absence of a physician; (ili) Stering

and accessing emergency supplies and
equipment;

This Washington Administrative Code is not met
as evidenced by:

Based on observation, interview, and review of
policies and procedures, the hospital failed to
ensure that staff followed policy for checking
emargency medication supplies.
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Failure to monitor and replace expired emergency
medications could cause patient harm due to
reduced efficacy of medications administered in
an emergency.

Findings included:

1. Document review of the hospital's policy and
pracedure titled, "Medication Storage
Inspections,” PolicyStat ID 13291708, last
approved 04/23, showed the following:

a. Medication storage areas include all physical
spaces where medications are stored, dispensed,
or administered.

b. The Director of Pharmacy Services or a
pharmacist works with clinical leaders to establish
a process for monthly inspections of the
medication storage areas throughout the
organization.

¢. Inspections include but are not Bmited to
emergency carts/boxes/trays.

2. On 05/02/23, Surveyor #9 and Registered
Nurse (Staff #301) inspected the emergency cart
on the North unit. The inspection showed four 1
milligram vials of Narcan (a medication that
rapidly reverses an opioid overdose) with a
manufacturer's expiration date of 04/23.

3. At the time of the observation, Staff #0901
verified the expired medication, removed it from
use, and called the pharmacy to replace the
medication.
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L 375 322-035.10 POLICIES-HOUSEKEEPING L 375

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: (o) Maintenance

and housekeeping functions, including
schedules;

This Washington Administrative Code is not met
as evidenced by:

Based on observation, interview, and review of
policies and procedures, the hospital failed to
implement its policies and procedures that assure
housekeepers use appropiiate hand hygiene after
removat of gloves.

Failure to use hand hygiene may result in the
spread of infections,

Findings included:

1. Document review of the hospital's policy and
procedure titled, "Hand Hygiene, 1600.4.4,"
PolicyStat ID 11999345, revised 01/23, showed
the following: Use alcohol-based hand sanitizer
immediately after glove removal.

2. On 05/04/23 at 9:09 AM Surveyor #8,
accompanied by Assistant Administrator (Staff
#803), observed housekeepers (Staff #3801and
Staff #802) perform a patient turnover room clean
of Room #901. Both Staff #801 and Staff #3802,
changed gloves twice and did not wash their
hands or use hand sanitizer on both
opportunities.

3. On 05/04/23 at 9:30 AM Surveyor #8

State Form 2567
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interviewed Staff #801, Staff #802, and Staff #803
discussing hand hygiene. They acknowledged
that hand hygiene was not performed after glove
removal.

L 415 322-035.2 P&P-ANNUAL REVIEW L 415

WAC 246-322-035 Policies and

Procedures. {2) The licensee shall

review and update the policies and

procedures annually or more often as

needed.

This Washington Administrative Code is not met
as evidenced by:

Based on record review, the hospita! failed to
ensure that required policies and procedures
were reviewed and updated annually as required.

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

Findings included:
1. Record review of the following policies showed
that the hospital did not review all poficies on an

annual basis as required, including the following:

a. Suicide Risk Assessment, PolicyStat 1D
10946280, last approved 06/21.

b. Sexual Aggressian/Victimization Precautions,
PolicyStat ID 10946235, last approved 06/21,

c. Cheeking Precautions, PolicyStat 1D 10946200,
last approved 06/21.

State Form 2567
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d. Elopement Precautions, PaolicyStat iD
10946092, last approved 06/21.

e. Pain Assessment, Reassessment, and
Management, PolicyStat |D 10946109, last
approved 06/21.

f. Seizure Precautions and Interventions,
PolicyStat 1D 10946100, iast approved 06/21.

g. Medically Compromised Precautions,
interventions, and Notifications, Policy Stat ID
10946206, last approved 06/21.

h. Plan for Provision of Care-Scope of Services,
PolicyStat 1D 10946282, |ast approved 06/21.

i. Medication Administration, PolicyStat D
10946215, last approved 06/21.

j. Medication Transcription, PolicyStat 1D
10946192, last approved 06/21.

k. Nursing Supplies and Equipment, PolicyStat ID
10946241, last approved 06/21.

|. Patient identification, PolicyStat 1D 1094613,
last approved 06/21.

m. Use of Detoxification Protocols in Inpatient
Units, PolicyStat ID 10946267, last approved
06/21.

n. Prohibited ltems, PolicyStat ID 10946137, last
approved 06/21.

o. Search for Contraband, PolicyStat ID
10946171, last approved 06/21.

State Form 2567 )
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p. Visitors Policy, PolicyStat 1D 10946299, last
approved 06/21.

g. Patient Belongings and Valuables, PolicyStat
10973668, last approved 06/21.

r. General Health/Emergency, PolicyStat ID
10946143, last approved 06/21.

s. Nursing Care of Physical Health Emergencies,
PolicyStat [D 10946145, last approved 06/21.

t. Prohibited items, PolicyStat ID 10946137, last
approved 06/21.

u. Patient Death/Suicide, PolicyStat ID 10946204,
last approved 06/21.

2. On 05/04/23 at 11:30 AM, Surveyor #9
interviewed Director of Risk Management (Staff
#902) regarding annual policy updates. Staff #902
verified that there were some policies that were
not reviewed as there was a transition to
PolicyStat last year. Staff #902 stated that they
have a process in place to correct this.

1420 322-040.1 ADMIN-ADOPT POLICIES L 420

WAC 246-322-040 Governing Body and
Administration. The governing body

shall: (1} Adopt written policies

concerning the purposes, operation and
maintenance of the hospital, and the

safely, care and treatment of

patients;

This Washinglon Administrative Code is not met
as evidenced by:

State Form 2567
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Based on interview, document review, and review
of hospital palicy and pracedures, the hospital
failed to develop and implement policies and
procedure for supervision of students including
verification of student documentation in the
medical record.

Failure to implement a system of appropriate
student supervision risks patient harm from
inappropriate, inconsistent, or delayed freatment
of patient's needs and limits the hospilal's ability
to improve patient outcomes.

Findings included:

1 Document review of the hospital's policy and
procedure titled, "Student Interns, 1" policy
number 11999076, approved 11/22, showed the
following:

a. The facility must énsure that the internship is
"for the benefit of the intern™ and not the hospital.

b. Interns should not perform functions which are
generally the duties of compensated employees.

¢. Interns will be held to the same or similar
performance and behavioral standards as
employees.

d. Criteria applies to an internship program
includes: The interns’ work complements, rather
than displaces, the work of the paid employees
while providing significant educational benefit to
them.

The policy does not address oversight of students
by hospital staff or documentation requirements
by students in the patient’s medical record.
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Document review of the hospital's policy and
proceduse titled, Medical Records
Documentation, 1400.6," policy number
11999177, revised 06/20 showed the following:

a. Treatment Staff document in Progress notes:

i. Staff chart daily for patient hospitalization, and
as needed when indicated.

ii. All disciplines chart group notes.

2. On 05/03/23 at 2:48 PM, Surveyor #5 and the
Outpatient Manager (Staff #510) reviewed the
medical record for Patient #508 who was
admitted to the Partial Hospitalization Program on
03/30/23. Documentation in the medical record
review showed that the patient had current
suicidal ideation, was assessed at high risk for
suicide, had recent history of substance abuse,
and a current eating discrder.

Surveyor #5 reviewed 19 group note documents
each coniaining 5 group notes that included
Check in group, Check oui group, Psych Ed
Group, Process Group, and Skills group notes
dated 04/04/23 through 04/28/23. Surveyor #5
noted group therapy notes were conducted and
documented by students. Surveyor #5 noted that
the "Check Out Groups” included a Suicide
Severity Rating Screening assessment to
determine if the patient was at risk of suicide.
Surveyor #5 found no evidence that a staff
provided oversight to students performing groups
and documenting in the medical record, Surveyor
#5 noted that staff names were assigned to
groups in advance and listed on the back of the
document even if the patient did not attend the
group, but none of the group communication or
summary of progress were signed at all. The
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Surveyor was unable to determine who
conducted the group or documented in the
medical record when both staff and students were
preassigned on the roster.

04/04/23: Only staff assigned to conduct and
document groups.

04/05/23: Check in and Check out {which
included a suicide Severity Rating Scale suicide
risk screening assessment)
conducted/documented by a student. Group
communication or summary for Psych Ed Group,
Process Group, or Skills Group or the Summary
of Progress for Psych Ed Group, Process Group,
or Skills Group were signed. Surveyor(#b) was
unable to determine who conducted the group or
documented in the medical record when both
staff and students were preassigned on the
roster,

04/06/23: Check in conducted/documented by a
student. Group communication or summary for
Psych Ed Group, Process Group, or Skills Group
or the Summary of Progress for Psych Ed
Group, Process Group, or Skilis Group were
signed. Surveyor(#5) was unable 1o determine
who conducted the group or documented in the
medical record when both staff and students were
preassigned on the roster.

04/07/23: Check in conducted/documented by a
student. Group communication or summary for
Psych Ed Group, Process Group, or Skills Group
or the Summary of Progress for Psych £d

Group, Process Group, or Skilis Group were
signed. Surveyor(#5}) was unable to determine
who conducted the group or documented in the
medical record when both staff and students were
preassigned on the roster.
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04/08/23: Group communication or summary for
Psych Ed Group, Process Group, or Skills Group
or the Summary of Progress for Psych Ed

Group, Process Group, or Skills Group were
signed. Surveyor(#5) was unable to determine
who conducted the group or documented in the
medical record when both staff and students were
preassigned on the roster.

-04/11/23: Check in and check out (which included
a suicide Severity Rating Scale suicide risk
screening assessmenl) conducted/documented
by a student. Group communication or summary
far Psych Ed Group, Process Group, or Skills
Group or the Summary of Progress for Psych Ed
Group, Process Group, or Skills Group were
signed. Surveyor{#5) was unable to determine
who conducted the group or documented in the
medical record when both staff and students were
preassigned on the roster.

04/12/23: Check in conducted/documented by a
student.

04/13/23: Planned ahsence
04/114/23; Planned absence

04/17/23: Check in and Check out (which
included a suicide Severity Rating Scale suicide
risk screening assessment)
conducted/documented by a student. Group
communication or summary for Psych £d Group,
Process Group, or Skills Group or the Summary
of Progress for Psych Ed Group, Process Group,
or Skills Group were signed. Surveyor(#5) was
unable to determine who conducted the group or
documented in the medical record when both
staff and students were preassigned on the
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roster,

04/18/23: Check in and Check out
conducted/documented by a student. Group
communication or summary for Psych Ed Group,
Process Group, or Skills Group or the Summary
of Progress for Psych Ed Group, Process Group,
or Skills Group were signed. Surveyor{#5) was
unable to determine who conducled the group or
documented in the medical record when both
staff and students were preassigned on the
roster.

(4/19/23: Cheick in and Check out
conducted/documented by a student. Group
communication or summary for Psych Ed Group,
Process Group, or Skills Group or the Summary
of Progress for Psych Ed Group, Process Group,
or Skills Group were sighed. Surveyor(#5) was
unable to determine who conducted the group or
documented in the medical record when both
staff and students were preassigned on the
roster.

04/20/23: Check in conductedidocumented by a
student. Group communication or summary for
Psych Ed Group, Process Group, or Skills Group
ar the Summary of Progress for Psych Ed

Group, Process Graup, or Skills Group were
signed. Surveyor{#5) was unable fo determine
who conducted the group or documented in the
medical record when both staff and students were
preassigned on the roster.

04/21/23: Check in and Check out _
conducted/documented by a student. Group
commumication or summary for Psych Ed Group,
Pracess Group, or Skills Group or the Summary
of Progress for Psych Ed Group, Process Group,
or Skills Group were signed. Surveyor{#b) was
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unable to determine who conducted the group or
documented in the medical record when both
staff and students were preassigned on the
roster.

04/24/23: Check in conducted/documented by a
student. Group communication or summary for
Psych Ed Group, Process Group, or Skills Group
or the Summary of Progress for Psych Ed

Group, Process Group, or Skills Group were
signed. Surveyor(#5) was unable to determine
who conducted the group or documented in the
medical record when both staff and students were
preassigned on the roster.

04/25123; Check in conducted/documented by a
student. Group communication or summary for
Psych Ed Group, Process Group, or Skills Group
or the Summary of Progress for Psych Ed
Group, Process Group, or Skills Group were
signed. Surveyor{#5) was unable to determine
who conducted the group or documented in the
medical record when both staff and students were
preassigned on the roster.

04/26/26: Check in and Check out
conducted/documented by a student. Group
communication or summary for Psych Ed Group,
Process Group, or Skills Group or the Summary
of Progress for Psych Ed Group, Process Group,
or Skills Group were signed. Surveyor(#5) was
unable to determine who conducied the group or
documented in the medical record when both
staff and students were preassigned on the
roster.

04/24/23: Check in conductedidocumented by a
student. Group communication or summary for
Psych Ed Group, Process Group, or Skills Group
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or the Summary of Progress for Psych Ed
Group, Process Group, or Skills Group were
signed. Surveyor(#5) was unable to determine
who conducted the group or documented in the
medical record when both staff and students were
preassigned on the roster.

04/27/23: Group communication or summary for
Psych Ed Group, Process Group, or Skills Group
or the Summary of Progress for Psych Ed

Group, Process Group, or Skills Group were
signed. Surveyor{#5) was unable to determine
whao conducted the group or documented in the
medical record when both staff and students were
preassigned on the roster.

04/28/23: Only staff assigned fo conduct and
document groups.

3. On 05/03/23 at 4,00 PM, Surveyor #5 and the
Outpatient Manager {Staff #510) reviewed the
medial record for Patient #508 who was admitted
to the Parlial Hospitalization Program on
04/04/23. Documentation in the medical record
showed that the patient had a current eating
disorder, current self-harm, and suicidal ideation.

The medical record review showed similar
findings. Surveyor #5 found no evidence that a
staff provided oversight to students performing
aroups and documenting in the medical record.
Surveyor #5 was unabtle to determine who
conducted groups or documented in the medical
record when both staff and students were
preassigned on the roster.

4. At the time of the review, Staff #510 verified
that there was not a process for employed staff
working with the students o cosign or document
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supervision of the student documentation in the

medical record. She stated she did assign a staff

member and a student {o groups and that was

denoled on the roster on the back of the form.

She stated she did conduct a chart review to

ensuie all aspects of the chart were complele

and signed the document the following day but

was not in attendance at the groups.

L 425 322-040.2 ADMIN-STAFF PROVISIONS L 425

WAC 246-322-040 Governing Body and
Administration. The governing body

shall: (2) Provide staff, facilities,

equipment, supplies and services to

meet the needs of patients within the

purposes of the hospital;

This Washington Administrative Code is not met
as evidenced by:

Based on document review, observation, and
interview, the hospital failed to implement a
systematic process to prevent the use of patient
care supplies that exceeded the manufacturer's
expiration date.

Failure to monitor and establish a systematic
process for ensuring patient care supplies do not
exceed the manufacturer's expiration date risks
deteriorated or potentially contaminated supplies
being available for patient care.

Findings included:;

1. Document review of the facility's policy titled,
"Nursing Supplies and Equipment inspection,
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1005.2," policy number 10946241, approved
06721, showed the following:

a. Program Managers are responsible for
ensuring medical supplies and equipment are not
expired and stored properly.

b. The purpose of the policy is to ensure that
medical equipment is not expired and available
when needed.

c. Medical supplies and equipment may include,
but are not limited to glucometer control solutions,
syringes, bandages, medipore tape, pregnancy
tests, stool hemoccult and urine multi-drug
screen.

d. Monthly, the Program Managers will monitor
expiration dates of medical supplies and
equipment in the nursing stafion medication
rooms and any other areas where medical
equipment and supplies are stored,

e. Program Managers will discard and replace all
expired and damaged suppilies and equipment.

2. 0On 05/02/23 at 11:28 AM, Surveyor #5 and the
Director of Quality {Staff #501) inspected the
hospital's patient examination room. The review
showed the following:

a. 1 package triple antibiotic gintment with a
manufacturer's expiration date of 01/23.

b. 1-box Tegaderm 4X4 50/box with a
manufacturer's expiration date of 04/01/23.

¢. 2 boxes alcohol prep pads 200/box with a
manufacturer's expiration date of 04/23,
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d. 1-4X4 gauze non adherent dressing with a
manufacturer's expiration date of 04/23.

e. 1-suture kit open and out of protective
packaging.

3. Al the time of the observation, Staff #501
verified the expiration dates and removed the
equipment and supplies from use.

4. On 05/03/23 at 2:00 PM, Surveyor #5 and the
Outpatient Director {Staff #503) inspected the
Outpatient Partial Hospitalization Program and
Intensive Outpatient Program department
emergency bag. Surveyor #5 observed the
following:

a. 1-box fluid resistant procedural masks 25/box
with a manufacturer's expiration date of 06/19.

b. 1-box of Instagard Procedure Masks 50/box
with a manufacturer's expiration date of 05/21.

5. Al the time of the observation, Staff #503
verified the expired supplies and removed them
from patient care.

L 880 322-100.1A INFECT CONTROL-P&P L 690

WAC 248-322-100 Infection Control.
The licensee shall; (1) Establish and
implement an effective hospital-wide
infection control program, which
includes at a minimum: (a) Written
policies and procedures describing:
(i) Types of surveillance used to
monitor rates of nosocomial
infections; (i} Systerns to collect
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and analyze data; and (jii} Activities

to prevent and control infections;

This Washington Administrative Code is not met
as evidenced by:

item #1 Infection Control Data

Based on document review and inlerview, the
hospital failed to demonstrate that Infection
Control data was collected and analyzed as
directed by the hospital's infeclion controi plan.

Failure to implement an active and appropriate
hospital surveillance program limits the hospital's
ability to identify and respond to infection control
concerns and puts patients, staff, and visitors at
risk of harm from infections.

Findings included;

1. Document review of the hospital's infection
control plan titled, "lInfection Control Plan 2023,"
ne policy number, no date, showed the following:

a. The mission of the Infection Prevention and
Control program is to provide surveillance,
prevention, and control strategies to
reduce/eliminate Hospital Acquired Infections
(HAl's) to the irreducible minimum.

b. Facility Infection Prevention and Control
Surveillance Indicators and thresholds to be
measured include:

i. Timely treatment (24-72 hours) will be
monitored for patients diagnosed with urinary
tract infections.

c¢. The facility program will assist in providing
individualized, high-quality, cost-effective care by

State Form 2567

STATE FORM

8399 5L2811

If continuation sheet 21 of 68




PRINTED: 05/18/2023

FORM APPROVED
State of Washington
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUSLDING:
000102 B. WING 05/04/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
10200 NE 132ND 8T
BHC FAIRFAX HOSPITAL
KIRKLAND, WA 98034
(%4} ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
L.680| Continued From page 21 L 690

doing the following:

i. Integrate all hospital componenis and functions
into infection control prevention and control
activities.

ii. Monitor the appropriate use of antibiotics and
other antimicrobials and minimize inappropriate
antibiotic usage.

ii. Collect, analyze, and report data on its
antimicrobial stewardship program.

iv. Take action on improvement opportunities
identified in the antimicrobial stewardship
pregram, which may include information about
resistance and optimal prescribing.

d. The mission of the Infection Prevention and
Control program is to:

i. Provide surveillance, prevention, and control
strategies to reduce/eliminate Haspital Acquired
Infections (HAI's) {o the irreducible minimum.

it. To evaluate processes and outcomes to
continuously improve quality, safely, and
efficiency.

e. Facility Infection Prevention and Control
Surveillance Indicators and thresholds to be
measured include:

Hospital-acquired (nosccomial) and communily
acquired infections will be monitored on a
monthly basis and reported to Quality/Pl Council
and the Infection Prevention and Control
Commiltee on a monthly basis.

2. On 06/04/23 at 1:00 PM, Surveyor #5, an
Infection Control Consultant (Staff #504), the
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Assistant Administrator (Staff #505), and the
Chief Nursing Officer (Staff #506) reviewed the
hospital's Infection Control Program including
infection Control Plan, Infection Control
Documents, and Infection Control Meeting
Minutes via an online "Zoom" meeling. Surveyor
#5 reviewed Infection Control Meeting minutes
for 08/30/22, 10/25/22, 12/15/22, and 03/01/23
and the Infection Control Indicators identified in
the Hospital's Infection Control Plan. The review
showed the following:

a. Urinary Tract Infection (UTI) with treatiment to
begin within 24 072 hours: No data collection,
data analysis, or process improvement activities
in the meeting minutes provided.

b. Appropriate antibiotic use:

The minutes dated 08/30/22, 10/25/22, and
12/15/22, in the section {itled, "Antibiofic
Stewardship” the minutes all stated the exact
same thing, "Highest HAl {Hospital Acquired
Infections) continues to be skin and UTI, with
Skin rising steadily. Readdress the 72-hour
antibiotic review by provider, will educate, new
provider team, will collect data on compliance and
report to Infection Prevention Medical Director.
The minutes dated 03/01/23 stated that there was
no data to report as the hospital was behind in
data collection from 12/22 to the current.

The minutes dated 08/30/22, 10/25/22, and
12115722, in the section tilled, "Antibiotic Review"
the minutes reported hospital acquired infection
rates. The minutes dated 03/01/23 stated that
there was no data to report as the hospital was
behind in data collection from 12/22 o the
current.
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Surveyor #5 found no data related to appropriate
antibiotic use.

¢. Hospital Acquired Infections: Hospital Acquired
Infection were reported under, "Antibiatic Review
Data.”

The minutes dated 12/15/22 stated that
Hospital-wide infections went from 11.9in
September to 9.7 in October, and 12.1 in
November. Kirkland HAl went from 1.3 in
September, to 1.0 in October and 1.1 in
November. The minutes dated 03/01/23 state that
there was no data collection or analysis from
12122 related to staff turnover and that a staff
member would have data collection caught up by
the end of March meeting.

No end of March Infection Cantrol meeting
minutes were provided to the surveyor. Surveyor
#5 found no evidence that data collection or
analysis of any caught-up data for 2023 had been
reviewed by the Infection Control Commitiee as
directed by the hospital's Infection Control Plan.

3. At the time of the review, Staff #504 verified
the finding and stated that his company had
recently been hired to assist the hospital with their
Infection Control Program and that he was
unaware that there would need to be
documentation in the infection Cantrol minutes
for all indictors identified in the Infection Control
Plan. He siated that they would need to do a
better job at documenting infection Control
meeting minutes and improvement activities.

ltem #2 Performance Improvement

Based on interview and review of the hospital's
infection control program, the hospital failed to
Stale Form 2567
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develop and implement performance
improvement action plans when infection control
goals were not being mel.

Failure to take actions aimed at performance
improvement and failure to develop action plans
when goals are not met, limits the hospital's
ability to provide high quality clinical care and
improve patient outcomes.

Findings included:
1. Document review of the hospital's infection

control plan titled, “infection Control Plan 2023,"
no policy number, no date, showed the following:

a. The mission of the Infection Prevention and
Control program is to:

i. Provide surveillance, prevention, and control
strategies to reduce/eliminate Hospital Acquired
Infections (HAI's) to the irreduciblé minimum.

ii.. To evaluate processes and ouicomes fo
continuously improve quality, safety, and
efficiency.

b. Facility Infection Prevention and Control
Surveillance Indicators and thresholds to be
measured include:;

i. Monthly direct observation of employees will be
performed to ensure compliance with hand
hygiene and personal protective equipment
guidelines. Percentages will be reported at least
quarterly and follow-up with the manager of
employee out of compliance will occur.

¢. The facility program will assist in providing
individualized, high-quality, cost-effective care by
State Form 2567
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doing the following:

i. Integrate all hospital components and functions
info infection control prevention and control
activities.

ii. Manitor the appropriate use of antibiotics and
other antimicrobials and minimize inappropriate
antibiotic usage.

2. On 05/04/23 at 1:00 PM, Surveyor #5, an
Infection Control Consuitant (Staff #504), the
Assistant Administrator (Staff #505), and the
Chief Nursing Officer (Staff #506) reviewed the
hospital's infection Control Program including
Infection Control Plan, Infection Control
Documents, and Infection Control Meeting
Minutes via an online "Zoom" meeting. Surveyor
#5 reviewed infection Control Meeting minutes
for 08/30/22, 10/25/22, 12/15/22, and 03/01/23
and the Infection Contral Indicators identified in
the Hospital's Infection Control Plan. The review
showed the following:

Hand Hygiene: The hospitai's infection Centrol
Plan review for 2022 showed that the hospital did
not meet its hand hygiene compliance target for
2022. Document review of the minutes dated
08/30/22, 10/25/22, and 12/15/22, in the section
titled, "Hand Hygiene Rounds" showed that
additionally, the hospital did not meet its hand
hygiene goals for 01/23, 02/23, and 03/23. The
minutes dated 03/01/23 stated that there was no
data to report as the hospital was behind in data
collection from 12/22 to the current.

The minutes dated 08/30/22, 10/25/22, and
12/15/22 showed the same documentation under
"Notes/Action/Recommendation and the same
documentation under the section titled, "Follow
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up/Task assigned to." The documentation

appeared to contain canned text or preprinted

documentation where only the statistics entered

varied.

Suweyor #5 found no evidence the hospital

analyzed the data, or developed or implemented

performance improvement action plans in

response to trended data that showed the

hospital was consistently not meeting its targets

established in the Infection Control Plan.

3. At the time of the review, Staff #504 verified

the finding and stated that would need todo a

better job at documenting Infection Conirol

meeting minutes and improvement activities.

L 710 322-100.1D INFECT CONTROL-PHYS L710

ENVIRON

WAC 246-322-100 Infection Control.
The licensee shall: (1) Establish and
implement an effective hospital-wide
infection control program, which
includes at a minimum: (&) A procedure
to monitor the physical environment of
the hospital for situations which may
contribute to the spread of infectious
diseases;

This Washington Administrative Code is not met
as evidenced by:

Based on ohservation, interview, and document
review, the hospital failed to perform a
pre-construction risk assessment as required by
hospital policies and procedures.

Failure to implement policies or procedures
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intended to assure a risk assessemt is preformed
prior to construction or maintainence puts
patients and staff at risk of harm from
environmental contaminants.

Findings included:

1. Recard review of the hospital's policy tilled
"Pre-construction Risk Assessment,
EC.02.06.05-2," PolicyStat 1D #12647782, last
approved 12/22, showed that when demolition,
renovation, modification, construction, or general
maintenance activities are planned, a team of
qualified persons selecled from Fairfax Hospital
will conduct a pre-construction risk assessment
{PCRA) an the impact of the work on the facility
activities.

2. On 05/04/23 at 2:00 PM, Surveyor #8 toured
the South Unit accompanied by assistant
administrator (Staff #803). Surveyor #8
interviewed Staff #803 who staled that the South
Unit was being renovated and the extent of the
work was moving furniture, and painting. Patients
did not accupy the unit at the time of the tour.

3. On 05/04/23 at 2:07 PM, Surveyor #5
interviewed the hospital’s infection Control
Consuitant (Staff #504) related fo a
pre-construction risk assessment (PCRA) for a
current renovation project occurring on the South
wing of the hospital, Staff #504 verified that a
PCRA assessment had not been completed as
described in the hospital's policy.

4, On 05/04/23 at 2:22 PM, Surveyor #8 toured
the Central Unit accompanied by Staff #803.
Surveyor #8 interviewed Staff #803 who stated
that the Central Unit had been renovated and the
extent of the work was moving furniture, painting,

State Form 2567
STATE FORM 6898 5L2811% If continuation sheat 28 of 68



State of Washington

PRINTED: 05/18/2023

FORM APPROVED

STATEMENT OF DEFICIENCIES

{X1) PROVIDER/SUPPLIER/CLIA

{X2) MULTIPLE CONSTRUGTION

(X3) DATE SURVEY

WAC 246-322-100 Infection Control.
The licensee shall: (1) Establish and
implement an effective hospital-wide
infection control program, which
includes at a minimum; {fy Provisions
for: (i) Providing consultation
regarding patient care practices,
equipment and supplies which may
inflzence the risk of infection;

{i} Providing consultation regarding
appropriate procedures and products
for cleaning, disinfecling and
sterilizing; (i} Providing infection
control information for orientation
and in-service education for staff
providing direct patient care; (iv)
Making recommendations, consistent
with federal, state, and local

laws and rules, for methods of safe
and sanitary disposal of: (A)
Sewage; (B} Solid and liquid wastes;
and (C) Infectious wastes including
safe management of sharps;

This Washington Administrative Code is not met
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and new flooring. The work was done in 2022 and
considered cosmetic. The unit was not occupied
by patients.
5. On 05/04/23 at 3:00 PM Surveyor #8
interviewed Staff #803 regarding the project
underway in the South Unit and the work recently
completed on the Central Unit. Surveyor #8
asked Staff #803 if a pre-construction risk
assessment (PCRA) had heen prepared for these
projects. Staff #803 searched for records and a
PCRA for these projects was not found.
L. 715 322-100.1E INFECT CONTROL-PROVISIONS L7156
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as evidenced by:

Based on cbservation and interview, the hospital
failed to have an effective quality control process
to ensure that patient care supplies available for
use did not exceed their manufacturer's
expiration date.

Failure to ensure patient care supplies do not
exceed the manufacturer's expiration date places
patients at risk for inadequate medical freatment
and exposure to infectious organisms.

Findings included:

1. Document review of the hospital's document
titied, "Attachment 1 TruMetrix Pro Glucometer”,
no #, no date, showed the following:

a. Control {esting is a 2-step process with Level 1
and 3 solutions,

b. Do not use the control solution beyond the
expiration date; 3 months after first opening the
control solution.

2. 0n 05/02/23 at 12:17 PM, Surveyor #7 and a
Program manager (Staff #701) toured the East
Unit. Surveyor #7 and Staff #701 Observed
opened TruMetrix Glucometer Low and High
control solutions dated 10/28/23 in black marker.

3. At the time of the observation Staff #701

verified the control solutions were dated for
greater than 5 months from the current date.

L780 322-120.1 SAFE ENVIRONMENT L780
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WAC 246-322-120 Physical Environment.

The licensee shall: (1) Provide a safe

and clean environment for patients,

staff and visitors;

This Washington Administrative Code is not met
as evidenced by:

Based on cbservation and interview, the hospital
failed to implement systems to maintain a clean
and sanitary environment for patienis.

Failure to maintain a clean and sanitary physical
environment puts patients and staff at risk of
harm from environmental contaminants.

Findings included:

1. On 05/02/22 at 12:41 PM, Surveyor #7 and a
Program Manager (Staff #701), toured the
Central Unit. Surveyor #7 noted 2 patients on the
unit, Patient #701 who was housed in rocom #104,
and Patient #702 who was housed in room #108.

2. On 05/04/23 between 2;22 and 2:35 PM,
Surveyor #8 and Surveyor #7 toured the Central
Unit with Assistant Administrator (Staff#803). The
tour included patient rooms #104 and #108. The
observation showed the following:

a. Patient room #104 was recently renovated and
the door sill at the entrance was not completed. A
gap was left with an uncleanable recessed area
about Y2-inch wide by 48-inches long. Another
area had a 2-inch tear in the vinyl and 2 ft of vinyl
edge not attached to the floor beneath. These
provide a place for water and debris to
accumulate.

b. Patient room #108 also recently renovated with
the door sill at the entrance not completed, A
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recessed area about Y.-inch wide by 48-inches

long providing an area for accumulation of water

and debris.

3. Surveyor #7 interviewed Staff #7071 who stated

construction on the unit had been stopped and

the patient had been moved to the Central Unit to

allow for the patient's COVID isolation

precautions.

L1050 322-170.2B TREATMENT PLAN-INITIAL L1050

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

to: (b) An initial treatment plan upon
admission incorporating any advanced
directives of the patient;

This Washington Administrative Code is not met
as evidenced by:

Based on interview, document review, and review
of policy and procedure, the hospital failed to
ensure that staff members created an initial
treatment plan for 1 of 3 patients reviewed
(Patient #901).

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

Findings included:
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1. Document review of the hospital's policy and
procedure titled, "Plan for Provision of
Care-Scope of Services,” PolicyStat 1D
10046282, last approved 06/21, showed that an
initial nursing treatment plan will be developed
within 8 hours of admission.

2. On 05/03/23 at 11:00 AM, Surveyor #9 and
Registered Nurse (Staff #901) reviewed the
medical record of Patient #901 who was admitted
on 04/03/23 for the treatment of Schizophrenia.
The initial nursing treatment plan was signed by a
Registered Nurse on 04/03/23 at 2:20 PM and the
fields of problem/short term goals, specific
intervention focus, treatment modality, frequency,
target date, and person responsible were blank
for all four pages of the document.-

3. At the time of the review, Staff #3901 verified
that the initial nursing treatment plan was blank
and stated they were not sure how that
happened.

322-170.2C EXAM & MEDICAL HISTORY

WAC 246-322-170 Patient Gare
Services. (2) The kicensee shall
provide medical supervision and
treatment, transfer, and discharge
planning for each patient admitted or
retained, including but not limited

to: {c) A physical examination and
maedical history completed and recorded
by a physician, advanced registered
nurse practitioner, or physician
assistant within twenty-four hours
following admission, unless the
patient had a physical examination

L1056

L1055
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and medical history completed within

fourteen days prior to admission, and

the information is recorded in the

clinical record;

This Washington Administrative Code is not met
as evidenced hy:

Based on document review and interview, the
hospital failed to ensure providers conducted and
documented accurate history and physicals for 2
of 2 patients reviewed in the hospital's Partial
Hospitalization Program (Patient #508 and #509).

Failure to conduct and document an accurate
history and physical risks inappropriate,
inconsistent, or delayed identification and
trealment of a patient's needs and may lead to
poor patient outcomes.

Findings included:

1. Document review of the hospital's document
titled, "Medical Staff Rules and Regulations of
Fairfax Hospital," no date, showed that for
patients admitted fo the hospitals Partial Hospital
Program (PHP) a complete history and physical
examination must be completed and dictated
within two days of admission o a PHP program.

2. On 05/03/23 at 2:48 PM, Surveyor #5 and the
Cutpatient Manager (Siaff #510) reviewed the
medical record for Patient #508 who was
admitted to the Partial Hospitalization Program on
03/30/23. Documentation in the medical record
review showed that the patient had current
suicidal ideation, was assessed at high risk for
suicide, had recent history of substance abuse,
and a current eating disorder. The review of the
patient's history and physical was completed on
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03/30/23 via a virtual format {online via a Zoom
meeting). Documentation of each aspect of the
physical examination showed the provider
documented that she was unable {o perform the
exam. However, the documentation also showed
that the provider completed a physical
examinalion and that the findings were normal
including:

a. Respiratory: "Unable to Perform" and "Lungs
clear bilaterally, full equal respiratory excursions"
b. Cardiovascular; "Unable to Perform” and
"Regular rate, Regular rhythm, no murmurs, no
rubs, normal S1 and S2 (heart tones) no jugular
vein distention, 2+ carotid, femoral and pedal
pulses, no edema"

¢. Abdominal: "Unabtle to Perform” and "Normal
bowel tones, abdomen non-distended,
non-tender, no hepatomegaly, ne splenomegaly,
no masses"

d. Neck: "Unable to Perform" and "Supple, full
range of motion, no cervical adenopathy”

e. Head/Eyes/Ears/MNeck/Throat: "Unable to
Petform" and "Pupils equal, round, reactive fo
light and accommaodate to distance, extraoccular
movement intact, oropharynx normal"

Surveyor #5 noted that the document appeared to
be canned text or preprinted text with section
prefilled out.

3. On 05/03/23 at 4:.00 PM, Surveyor #5 and the
Qutpatient Manager (Staff #510) reviewed the
medial record for Patient # 509 who was admitied
to the Partial Hospitalization Pragram on
04/04/23. Documentation in the medical record
State Form 2567
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showed that the patient had a current eating
disorder, current self-harm, and suicidal ideation.
The review of the patient's history and physical
was completed on 03/05/09 (questionable error in
documentation as patient admitted on 04/04/23,
but the patient's birthdate is 03/05/09) via a virtual
format {online via a Zoom meeting). The provider
documented, "Zoom Assessment."
Documentation of each aspect of the physical
examination showed the provider documented
that she was unable to perform the exam.
However, the documentation also showed that
the provider completed a physical examination
and that the findings were normal including:

a. Respiratory: “Unable to Perform” and "Lungs
clear hilaterally, full equal respiratory excursions™
b. Cardiovascular: "Unable to Perform™ and
"Regular rate, Regular riwythm, no murmurs, no
rubs, normal S1 and 82 (heart tones) no jugular
vein distention, 2+ carotid, femoral and pedal
pulses, no edema”

¢. Abdominal: "Unable to Perform™ and "Normal
howel tones, abdomen non-distended,
non-tender, no hepatomegaly, no splenomegaly,
no masses”

d. Neck: "Unable to Perform" and "Supple, full
range of molion, no cervical adenopathy"

&. Head/Eyes/Ears/Neck/Throat: "Unable to
Perform" and "Pupils equal, round, reactive fo
light and accommaodate to distance, extraocular
movement intact, oropharynx normal”

Surveyor #5 noted that the document appeared to
be canned text or preprinted text with section
prefilled out.
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4. At the time of the review, Staff #510 verified
that the History and Physical were completed via
a Zoom call. Staff #510 verified that aspects of
the physical documented could not be completed
virtually. Staff #510 stated that most of the
pragrams are onlinefvirtual, and that the hospital
is still working out the details of how a conduct a
virtual program and include aspects thai require
an in-person assessment.

L1065 322-170.2E TREATMENT PLAN-COMPREHENS L1065

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

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

and other agencies; (ii) Reviewed and
modifted by a mental health
professional as indicated by the
patient’s clinical condition; (i)
Interpreted to staff, patient, and,

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

This Washington Administrative Code is not mel
as evidenced by:

ltem #1 Master Treatment Plans Partial
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Hospitalization Program

Based on interview, record review, and review of
palicies and procedures, the hospital failed o
develop an individualized plan for patient care for
2 of 2 patients reviewed in the (Patient #508 and
#509).

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

Findings included:

1. Document review of the hospital's policy and
procedure titled, "Treatment Planning, DP.018,"
policy number 1309220, effective 04/23, showed
the following:

a. Treatment planning begins on admission and
occurs at least weekly.

b. As changes in the patient's condition are noted,
the diagnosis may be revised; problems will be
added, restated, deleted, or resolved.
Interventions and actions will be modified to
reflect these changes, and the objectives and
goals will be appropriately updated.

2. On 05/03/23 at 2:48 PM, Surveyor #5 and the
Outpatient Manager (Staff #510) reviewed the
medical record for Patient #508 who was
admitted to the Partial Hospitalization Program on
03/30/23. Documentation in the medical record
review showed that the patient had current
suicidal ideation, was assessed at high risk for
suicide, had recent history of substance abuse,
and a current eating disorder.
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Surveyor #5 found no evidence that the patient's
eating disorder, suicidal ideation and current risk,
or substance abuse were addressed in the
patient's treatment plan.

3. On 05/03/23 at 4:00 PM, Surveyor #5 and the
Outpatient Manager (Staff #510) reviewed the
medial record for Patient # 509 who was admitted
1o the Partial Hospitalization Program on
04/04/23. Documentation in the medical record
showed that the patient had a current eating
disorder, current self-harm, and suicidal ideation.

Surveyor #5 found no evidence that the patient's
eating disorder, suicidal ideation, or self-harm
were addressed in the patient's treatment plan.

4, At the time of the review, Staff #510 verified
the finding and stated there was an opportunily to
ensure the treatment plans were more complete.

ltem #2 Patient Involvement in Master Treaiment
Planning

Based on document review and interview the
hospital failed o ensure that the patient was
involved in the treatment plan process and that
parlicipation in treatment planning was
documented in the patient medical record for 2 of
5 patients reviewed (Patient #508 and #303).

Failure to include patient participation in
treatment planning risks inappropriate,
inconsistent, or delayed freatment of a patient’s
needs and may lead to poar patient outcomes.

Findings included:

1. Document review of the hospital's policy and
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procedure tilled, "Treatment Planning, DP.018,"
policy number 1309220, effective 04/23, showed
the following:

a. Documentation of each treatment plan review
will be included in the patient's record and
include:

i. Participation of the patient in treatment plan
review

ii. Extent of cooperation with the plan

2. Document review of the hospital's policy and
procedure fitled, "Interdisciplinary Patient
Centered Care Planning," PolicyStat ID
11989210, tast approved 12/22, showed the
following:

a. The social services staff member assigned to
the patient will be responsible for meeting with the
patient if appropriate prior to the Master
Treatment Plan {(MTP) meeting.

b. Whenever possible, the patient and family will
be included in the treatment team meeting.

¢. The patient/family is to sign the treatment plan
to indicate their agreement with and participation
in development of the plan.

d. A designaled staff member is responsible for
discussing the treatment plan with the patient and
family.

e. If the patient refuses to sign or is unwilling to
sign, that will be documented.

3. On 05/02/23 between 3:15 PM and 4:30 PM,
Surveyor #9 and Registered Nurse (Staff #301)
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reviewed the medical record of Patient #303 who
was admitted on 04/26/23 for a psychiatric
diagnosis of psychosis. Sturveyor #9 observed
that the interdisciplinary master treatment plan
was signed by the Psychiatrist on 04/28/23 at
10:00 AM, the Registered Nurse on 05/01/23 at
09:08 AM, the Case Manager on 05/01/23 al 9:10
AM, and the Certified Therapeutic Recreation
Specialist on 05/01/23 at 3:07 PM. There was no
documentation of patient participation or refusal
and no patient signature.

4, At the time of the review Staff #3901 verified
that there was no documentation related to
patient involvement in the creation of the
interdisciplinary master treatment plan.

5. On 05/03/23 at 2:48 PM, Surveyor #5 and the
Cutpatient Manager (Staff #510) reviewed the
medical record for Patient #508 who was
admitted to the Partial Hospitalization Program on
03/30/23. Documentation in the medical record
review showed that the patient had current
suicidal ideation, was assessed at high risk for
suicide, had recent history of substance abuse,
and a current eating disorder. The review sowed
the following:

a. The Interdisciplinary Master Treatment Plan
dated 04/04/23; The section for the patient to sign
that the plan had been presented in a way the
patient understands and that the patient had an
opportunily to asks questions related to the
content of the treatment plan was blank.

b. The Treatment Plan update dated 04/20/23;
The section for the patient to sign that the plan
had been presented in a way the patient
undersiands and that the patient had an
opportunity to asks questions refated to the

11065

State Form 2567

STATE FORM

5899

L2811

If continuation sheet 41 of 68




PRINTED: 05/18/2023

FORM APPROVED
State of Washington
STATEMENT OF DEFICIENCIES (¥1) PROVIDERISUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENFIFICATION NUMBER: . X COMPLETED
A BUILDING:
000102 B.WING 05/04/2023
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 2IP CODE
10200 NE 132ND 8T
BHC FAIRFAX HOSPITAL KIRKLAND, WA 98034
X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (FACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE - DATE
DEFICIENCY)
11065 | Continued From page 41 L1065
content of the treatment plan contained
documentation entered by an unknown staff
member that stated, "Pending sent to patient via
DocuSign 04/20/23".
6. At the time of the review, Surveyor #5 asked
for the documents in "DocuSign." Staff #510
stated that she did not know how lo get the
documents from DocuSign to the pafient's
medical racord. She stated that since Covid-19,
most of the programs are onlinetvirtual and that
the hospilal is still working out the details of how a
virtual program works with a paper medical
record. She stated that they did not have a policy
related to utilization of "DocuSign" for medical
record documents.
L1070 322-170.2F PHYSICIAN ORDERS L1070

WAC 246-322-170 Patient Care
Services. (2) The licensee shall
provide medical supervision and
freaiment, transfer, and discharge
planning for each patient admitted or
retained, 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 observation, interview, and review of
the hospital policy and procedures, the hospital
failed to ensure staff members followed provider
orders for safe medication administration for 1 of
3 patient records reviewed (Patient #903).

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

Findings included:

1. Review of the hospital's policy and procedure
titled, "Medication Transcription," PolicyStat ID
10046192, last approved 06/21, showed that if a
nurse initiates a phone call to order/change
medications, the nurse must document
justification of medication change in the nursing
documentation note,

2. On 05/04/23 between 9:15 AM and 10:30 AM,
Surveyor #9 and Registered Nurse {Staff #301)
reviewed the medication administration record of
Patient #903. Patient #2803 was admitted on
04/28/23 with a medical diagnosis of diabetes
and a psychiatric diagnosis of psychosis. Provider
medication orders were entered on 04/28/23 at
4:00 PM for insulin (a2 medication to treat elevated
blood sugar) administration before meals using
sliding scale coverage and showed the following:

a. For blood sugar of 0-150 = 0 unifs.

b. For bload sugar of 151-200 = 2 units.
c¢. For blood sugar of 201-250 = 4 units,
d. For blood sugar 251-300 = 8 units.
e. For blood sugar 301-350 = 8 units.

f. For blood sugar 351-400 = 10 units.

g. For blood sugar >400 = cali DR.
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3. On 04/28/23 at 5:17 PM, Palient #903 had a
blood sugar of 521 milligrams/deciliter, on
04/29/23 at 7:47 AM, a blood sugar of 443
milligrams/deciliter and on 04/29/23 at 8:05 PM, a
bload sugar of 424 milligrams/deciliter. Surveyor
#9 was unable to find evidence of documentation
of a note or annotation in the medication
administration record that showed the provider
was notified of the patient's blood sugar.

4. At the time of the review, Staff #901 verified at
the above times, there was no documentation of
nurse to provider communication regarding the
blood sugar value.

L1285 322-200.3l. RECORDS-PROGRESS NOTES L1295

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

the clinical record for each period a
patient receives inpatient or

outpatient services; (I} Progress

notes recorded by the professional
staff responsible for the care of the
patient or others significantly

involved in active treatment

modalities;

This Washinglon Administrative Code is not met
as evidenced by:

ltem #1 Accurate Note Documentation

Based on document review and interview, the
hospitat failed to ensure that staff accurately
documented Adjunctive Therapy group notes and
nursing progress notes related to Adjunctive
Therapy in the medical record for 3 of 3 patienf’s
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reviewed (Patient #5035, #506, and #507).

Failure to accurately document Adjunclive
Therapy notes in the medical record risks patient
harm from unrecognized or unmet care needs
and inconsistent and unsafe care due to lack of a
complete medical record.

Findings included;

1. Document review of the hospital's policy and
procedure titled, Medical Records
Documentation, 1400.6," policy number
11999177, revised 06/20 showed the following:

a. All individuals who document in the patient
record should know, understand, and abide by
the medical records documentation requirements.

b. All disciplines chart group meetings.

2. On 05/02/23 at 1:00 PM, Surveyor #5 and a
Nurse Director of Quality (Staff #501), reviewed
the medical record for Patient #505 who was
admitted on 04/25/23 for the treatment of drug
and alcchol detoxification. The patient had a
histary of Schizoaffective Disorder, passive
suicidal ideation, obsessive compulsive disorder,
anxiety, and homelessness. Surveyor #5
reviewed 4 of 4 DBT-Process and Skills group
therapy notes in the medical record dated
04/26/23, 04/27/23, 04/28/23, and 05/01/23. The
review showed the following:

a. On 04/26/23, the DBT-Process and Skills
group therapy note contained pre-printed
documentation for 3 groups on one form (Psych
Ed at 11:15 AM, Process Group at 1:15 AM, and
Skitls Group at 3:35 PM). The section for
attended or not was blank. However, the sectlion
State Form 2557
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for Alternative Programming showed that
Alternative Programing was offered, and the
patient refused (alternative programing is offered
to patients who do not altend the regular group
therapy). Typed notes on the document staled the
following:

i. "Psych Ed 11:15 AM: Psych Ed. The Joy of
Perspective-The patient discussed the concept
perspective. Took the quiz. Expressed gratitude.”

ii. "Process Group 1:15 PM: Process
Group-Special Recollections. The patient shared
recallection. The patient expressed what it's like
to be human."

iii. "Skills Group 3:45 PM: Social
Wellness-Asserliveness, The patient read the
handout and discussed assertiveness. Expressed
gratitude.”

b. On 04/27/23, the DBT-Process and Skills
group therapy nole contained pre-printed
documentation for 3 groups on one form {Psych
Ed at 11:15 AM, Process Group at 1:15 AM, and
Skills Group at 3:35 PM). The section for
attended or not was blank. However, the section
for Alternative Programming showed that
Alternative Programing was offered, and the
patient refused (alternative programing is offered
to patients who do not attend the regular group
therapy). Typed notes on the document stated the
following:

i. "Psych Ed 11:15-Psych Ed. The 6 Speres of
Wellness-The patient discussed areas of life that
could be worked on. Took the quiz. Expressed
gratitude.”

ii. "Process Group 1:15 PM: Process
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Group-Recognizing Cultural Tunnel Vision. The
patient discussed things we engage in that are
psychaologically unheatthy. The patient expressed
what it's like 1o be human.”

iif. "Skills Group 3:45 PM: Scocial
Wellness-Empathy. The patient read the handout
and discussed how to be empathetic. Expressed
gratitude."

c. On 04/28/23, the DBT-Process and Skills
group therapy note conlained pre-printed
documentation for 3 groups on one form {Psych
Ed at 11:15 AM, Process Group at 1:15 AM, and
Skills Group at 3:35 PM). The section to
document attendance stated the patient did
attend (Surveyor #5 was unable to tell which
groups were altended or not of the 3 documented
on the form). The section for Alternative
Pragramming showed that Allernative Programing
was offered, and the patient refused (alternative
programing is offered to patients who do not
attend the regular group therapy). Typed notes on
the document stated the following:

i. "Psych Ed 11:15 AM: Psych Ed. Opportunities
in a Crisis-The patient discussed areas of
opportunity in a crisis and Radical Acceptance.
Took the quiz. Expressed gralitude." -

i. "Process Group 1:15 PM: Process
Group-Practicing Radical Acceplance. The
patient discussed turning of the mind. The patient
expressed whal it's like to be human."

iii. "Skills Group 3:45 PM: Social Wellness-Social
Weliness-Assertiveness. The patient read the
handout and discussed how to be assertive and
tactful at the same time. Expressed grafitude."
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d. On 05/01/23, the DBT-Process and Skills
group therapy note contained pre-printed
documentation for 3 groups on one form {Psych
Ed at 11:15 AM, Process Group at 1:15 AM, and
Skills Group at 3;35 PM). The section to
document attendance stated the patient did
attend (Surveyor #5 was unable to tell which
groups were attended or not of the 3 documented
on the form). The section for Alternative
Programming showed that Alternative Programing
was offered, and the patient refused (alternative
programing is offered to patients who do not
attend the regular group therapy). Typed notes on
the document stated the following:

i. "Psych Ed 11:15 AM-Psych Ed. Everyone
Struggles and Suffers-The patient discussed
feeling alone, introduced tunnel vision concept.
Took the quiz. Expressed gratifude.”

ii. "Process Group 1:15 PM: Process
Group-Boundaries Styles. The patient discussed
different boundary styles and how they set them.
The patient expressed what it's like to be human.”

iii. "Skills Group 3:45 PM: Social Wellness-Setting
Good Boundaries. The patient read the handout
and discussed ways to set good boundaries and
be tactful at the same time. Expressed gratitude."

e. Daily Nursing Progress Notes; 6 of 6 Daily
Nursing Progress Notes dated 04/26/23,
04/27/23, 04/28/23, 04/29/23, 04/30/23, and
05/01/23 all stated that the patient was attending
group therapy. Document review of Group
Therapy Notes from 04/26/23 through 05/01/23
showed that the patient attended only 5 of 21
Adjunctive Therapy Groups.

3. At the time of the review, Surveyor #5
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interviewed Staff #501 about why staff would
document quoted material from a patient who did
not attend the group and why the nurses are
documenting the patient attended groups, when
most groups were not attended. Staff #504 stated
that she did not know why nursing was
documenting "yes" to group attendance and
stated that they had just become aware of a
group therapist documenting all groups on one
document and the hospital was working on this.

4. On 05/03/23 at 9:20 AM, Surveyor #5 and a
Clinical Nurse Educator (Staff #507) reviewed the
medical record for Patfent #506 who was
admitted on 04/28/23 for the treatment of
substance use disorder, schizophrenia,
psychosis, and hypokalemia. Surveyor #5
reviewed 3 of 3 DBT-Process and Skills group
therapy notes in the medical record dated
04/28/23, 05/01/23, and 05/02/23. The review
showed the foltowing:

a. On 04/28/23, the DBT-Process and Skills
group therapy note contained pre-printed
documentation for 3 groups on one form (Psych
Ed at 11:15 AM, Process Group at 1:15 AM, and
Skills Group at 3:35 PM). The section to
document attendance stated the patient did not
attend. The section for Alternative Programming
showed that Alternative Programing was offered,
and the patient refused (alternative programing is
offered to patients who do not attend the regular
group therapy). Typed notes on the document
stated the following:

i. "Psych Ed 11:15 AM: Psych Ed. Opportunities
in a Crisis-The patient discussed areas of
opportunity in a crisis and Radical Acceptance.
Took the quiz. Expressed gratitude.”
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ii. "Process Group 1:15 PM: Process
Group-Practicing Radical Acceptance. The
patient discussed furning of the mind. The patient
expressed what it's like to be human.”

iii. "Skills Group 3:45 PM: Social Wellness-Social
Wellness-Asserliveness. The patient read the
handout and discussed how to be assertive and
tactful at the same time. Expressed gratitude.”

Surveyor #5 noted the notes documented for this
patient {Patient #506) were exactly the same as
Patient #505. Neither patient had attended the
group therapy.

b. On 05/01/23, the DBT-Process and Skills
group therapy note contained pre-printed
documentation for 3 groups on one form (Psych
Ed at 11:15 AM, Process Group at 1:15 AM, and
Skills Group al 3:35 PM). The section {o
document attendance slated the patient did not
altend the groups. The section for Alternative
Programming showed that Alternative Programing
was offered, and the patient refused (alternative
programing is offered to patients who do not
attend the regular group therapy). Typed notes on
the document stated the following:

i. "Psych Ed 11:15 AM-Psych Ed. Everyone
Struggles and Suffers-The patient discussed
feeling alone, introduced tunnel vision concept.
Took the quiz. Expressed gratitude.”

ii. "Process Group 1:15 PM: Process
Group-Boundaries Styles. The patient discussed
different boundary styles and how they set them.
The patient expressed what it's like to be human."

iii. "Skills Group 3:45 PM: Social Wellness-Setting
Good Boundaries. The patient read the handout
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and discussed ways to set good boundaries and
be tactful at the same time. Expressed grafitude.”

Surveyor #5 noted the notes documented for this
patient (Patient #508) on 04/28/23 and 05/01/23
were exactly the same as Patient #505. Neither
patient had aftended the group therapy.

c. On 05/02/23, the DBT-Process and Skills
group therapy note contained pre-printed
documentation for 3 groups on one form (Psych
Ed at 11:15 AM, Process Group at 1:15 AM, and
Skills Group at 3:35 PM). The section to
document attendance stated the patient did not
attend the groups. The section for Alternative
Pragramming showed that Alternative Programing
was offered, and the patient refused (alternative
programing is offered to patients who do not
attend the regular group therapy). Typed notes on
the document stated the following:

i. "Psych Ed 11:15 AM-Psych Ed. Tunnel
Vision-The reason for Human Suffering-The
patient discussed the tunne! vision concept. Took
the quiz. Expressed gratitude."

ii. "Process Group 1:15 PM: Process
Group-Boundaries Styles. The patient discussed
different boundary styles and how they set them.
The patient expressed what it's like to be human."

iii. "Skills Group 3:45 PM: The Wise
Mind-Appreciating Nature. The patient read the
handout. Discussed wise mind and being in
Nature. Expressed gratitude."

5. On 05/03/23 at 10:58 AM, Surveyor #5 and a
Clinical Nurse Educator (Staff #507), reviewed
the medical record for Palient #507 who was
admitted on 05/01/23 for the opioid and alcohol
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detoxification. Surveyor #5 reviewed 1 of 1
DBT-Process and Skills group therapy notes in
the medical record dated 05/02/23, The review
showed the following:

a. On 05/02/23, the DBT-Process and Skills
group therapy note contained pre-printed
documaentation for 3 groups on one form (Psych
Ed at 11;15 AM, Process Group at 1:15 AM, and
Skills Group at 3:35 PM). The section fo
document altendance stated the patient did not
attend the groups. The section for Alternative
Programming showed that Alternative Programing
was offered, and the patient refused (alternative
programing is offered to patients who do not
attend the regular group therapy). Typed notes on
the document stated the following:

i. "Psych Ed 11:15 AM-Psych Ed. Tunnel
Vision-The reason for Human Suffering-The
patient discussed the tunnel vision concept. Took
the guiz. Expressed gratitude. 'I'm grateful for my
family.™

it. "Process Group 1:15 PM: Process
Group-Boundaries Styles. The patient discussed
different boundary styles and how they set them.
The patient expressed what it's like to be human.”

iii. "Skills Group 3:45 PM: The Wise
Mind-Appreciating Nature. The patient read the
handout. Discussed wise mind and being in
Nature. Expressed gratitude.”

Surveyor #5 noted the notes documented for this
patient (Patient #507) on 05/02/23 were the same
as Patient #508. Neither patient had attended the
group therapy.

6. On 05/03/23 at 10:50 AM, Surveyor #5
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interviewed a Social Worker (Staff #508) related
to the documentation on the group therapy notes
that showed quoted text made by patients
documented on the forms, when the patients did
not attend the groups and also refused aliernate’
therapy. Staff #508 did not appear to understand
that a staff member cannot document something
a patient said or did if the patient did not say or do
it. Staff #6508 attempted to cross through the
documentation with a pen on the DBT-Process
and Skills group therapy note for Patient #506,
and stated, "So, should | just get rid of this?"

ltem #2 Consultation Notes

Based on document review and interview, the
hospital failed to ensure that staff documented
progress notes in the medical record for 3 of 8
patient charts reviewed (Patient #703, #704, and
#705).

Failure to document progress noles in the
medical record risks patient harm from
unrecagnized or unmet care needs and
inconsfstent and unsafe care due to the lack of a
complete medical record.

Findings included:

1. Document review of the hospital's document
titled, "Medical Staff Rules and Regutations of
Fairfax Hospital", no #, no date, showed
Consultanis must make record entries, dated,
and signed, whenever they see a patient.

2. 0n 05/02/23 at 3:29 PM, Surveyor#7 and a
Program Manager (Staff #701) reviewed the
medical record for Patient #703 who was
involuntarily admitted on 04/21/23, the review
showed the following:
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a. On 04/24/23 at 8:55 AM, an order for a medical
consultation for the complaint of constipation.

b. On 04/26/23 at 10:17 AM, an order for a
medical consultation to evaluate a dry cracked
left foot.

c. On 04/27/23 at 10:569 AM, an order for a
medical consultation to evaluate constipation and
for the complaint of allergies.

3. At the time of the review Staff #701 verified
there were orders placed by a medical provider
related to constipation, dry left foot, and allergies,
but no provider progressfconsult notes related to
the three consult orders,

4. On 05/03/23 at 11:29 AM, Surveyor #7 and
Staff #701 reviewed the medical record for
Patient #704, the review showed the following:

a. On 02/08/23 at 2:468 PM, an order was placed
for a medical consultation for “clarification on
Ozempic (a medicaticn to decrease blood sugar)
dosage". Surveyor #7 was unable to find any
progress/consult notes for the ordered consuit.

b. On 02/27/23 at 10:54 AM, an order was placed
for a medical consuitation "to assess right-hand
fracture of 2nd and 3rd fingers". Surveyor #7 was
unable to find any progress/consull notes for the
ordered consult.

c. On 03/08/23 at 7:.21 AM, an order was placed
for a medical consuttation for "fractured 2nd and
3rd fingers- first x-ray was on 1st finger".
Surveyor #7 was unable to find any
progress/consult notes for the ordered consuit.
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d. On 03/25/23 at 2:00 PM, an order was placed

for a medical consultation "S/P fall". Surveyor #7
was unable to find any progress/consult notes for
the ordered consull.

e. On 04/13/23 at 7:45 AM, an order was placed
for a medical consultation “for a sore on their left
foot". Surveyor #7 was unable to find any
progress/consult notes for the ordered consult.

5. At the time of the review Staff #701 verified
there were no progress/consult notes for the
ordered consults.

6. On 05/03/23 at 3:11 PM, Surveyor #7 and Staff
#701 reviewed the medical record for Patient
#7085, the review showed the following:

a. On 02/10/23 at 9:00 PM, an order was placed
for a medical consult for "p#t ¢/o abdominal pain,
diarrhea, and poor appelite.” Surveyor #7 was
unable to find any progress/consult notes for the
ardered consuit.

h. On 02/25/23 at 10:00 AM, an order was placed
for a medical consultation “for consistently
elevated BP."” Surveyor #7 was unable to find any
progress/consult notes for the ordered consuit,

c. On 02/28/23 at 9:30 AM, an order was placed
for a medical consultation "for clogged ear.”
Surveyor #7 was unable to find any
progress/consult notes for the ordered consult.

7. At the time of the review Staff #701 verified
there were no progress/consult notes for the
ordered consults.
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L1375 322-210.3C PROCEDURES-ADMINISTER L1375

MEDS

WAC 246-322-210 Pharmacy and

Medication Services. The licensee

shalk: (3) Develop and implement

procedures for prescribing, storing,

and administering medications

according to state and federal laws

and rules, including: (c)

Administering drugs;

This Washington Administrative Code is not met
as evidenced by

ltem #1 Safe medication administration.

Based on observation, interview, document
review, and review of the hospital's policies and
procedures, the hospital failed to ensure staff
members followed its policy for safe medication
administration for 2 of 2 diabetic patients
reviewed (Palient #704 and #708).

Failure to follow safe medication administration
standards risks medication errors and patient
harm.

Findings included:

1. Document review of the hospital's policy and
procedure titted, "High-Alert Medications, 41",
PolicyStat #13291750, last approved 04/23
showed the following:

a. Insulin is a high-alert medication.
b. Independent double-check system is a stralegy

for safeguarding the use of high-alert
medications.
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c. An independent double-check consists of at
least two gualified healthcare professionals
verifying the accuracy of the drug, dose,
calculation, and/or administration. An example is:
Two nurses checking problem-prone medications
that require preparation prior to administration
{e.g. insulin).

Document review of the hospital's policy and
procedure titled, "Medication Administration,
1000.37", PolicyStat #10946215, last approved
06/21, showed the following:

a. The HCS system documents medication as
administered once they have been scanned.

b. There is an hour window on either side of the
administration time when the medication may he
passed and considered on time.

¢. The medications will be scanned into HCS at
the time of administration.

2. On 05/03/22 at 12.00 PM, Surveyor #7, and a
Program Manager (Staff #701) reviewed the
medical record for Patient #704 who was on
sliding scale insulin for type 2 diabeles. The
review showed the following:

a. An order for sliding scale insulin before meals
timed at 7:00 AM, 11:00 AM, 4:00 PM, and 9:00
Pi.

b. On 04/30/23 at 12:00 PM, Patien{ #704
received 2 units of insulin, the 2-nurse verification
was documented at 2:45 PM, 2 hours and 45
minutes after adminisiration documentation.

c. On 05/01/23 at 5:38 PM, Patient #704 received
4 units of insulin, 1 hour and 38 minutes after the
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time due.

d. On 05/02/23 al 7:45 AM, Patient #704 received
2 units of insulin, the 2-nurse verification was
documented at 12:19 PM, 4 hours and 34
minutes after administration documentation.

e. On 05/02/23 at 11:50 AM, Patient #704
received 2 units of insulin, the 2-nurse verification
was documented at 12:42 PM, 52 minutes after
administration documentation.

3. At the time of the review Staff #701 verified the
late medication administration and the late
2-nurse verification documentation times.

4, On 05/04/23 from 9:00 AM - 11:00 AM
Surveyor #7 and Staff #701 reviewed the medical
record for Patient # 708 who was diabetic and
receiving sliding scale insulin. The review showed
the following:

a. An initial order for Novolog insulin sliding scale
was placed on 01/08/23 at 7:30 AM that was
discontinued on 01/08/23 at 10:19 PM.

b. An order for Novolog insulin sliding scale was
placed on 01/08/23 at 8:00 PM.

c. Patient #708 received 4 units of insulin on
01/08/23 at 8:41 AM, Surveyor found no
documentation of a 2-nurse verification,

d. Patient #708 received 2 units of insulin on
01/08/23 at 8:41 AM, Surveyor found no
documentation of a 2-nurse verification.

e. Palient #708 received 4 units of insulin on
01/08/23 at 10:43 AM, Surveyor found no
documentation of a 2-nurse verification.
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f. Patient #708 received 6 units of insulin on
01/08/23 at 10:37 PM, Surveyor found no
documentation of a 2-nurse verification.

g. Palient #708 received 6 units of insulin on
01/09/23 at 7:26 AM, Surveyor found no
documentation of a 2-nurse verification.

h. Patient #708 received 2 units of insulin on
01/09/23 at 11:32 AM, Surveyor found no
documentation of a 2-nurse verification.

5. At the time of the review Staff #701 verified the
missing 2-nurse verification and added she was
not sure how that happened. Staff #701 called for
assistance in locating the 2-nurse documentation.
After speaking wilh a colleague, Staff #701 stated
"It is not in the chart; it should be in the
Transaction Log."

ltem #2 PRN pain medications

Based on record review, interview, and review of
hospital policy and procedures, the hospital faited
to ensure staff members complefed and
documented reassessments after each "as
needed" (PRN) medication intervention for 2 of 2
medical records reviewed for patients receiving
PRN pain meds (Patient #705 and #708).

Failure fo assess before PRN medication
administration and reassess patients after PRN
medication administration risks inconsistent,
inadequate, or delayed relief of symptoms.

Findings included:

1. Document review of the hospital's policy and
pracedure titled, "Pain Assessment,
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Reassessment and Management, 1000.22",
PolicyStat #10946108, last approved 06/21,
showed the following:

a. it is the responsibility of all medical staff to
screen all patients for the presence or absence of
pain.

b. All patients will undergo reassessment of pain
at least once per shift while awake and after
every pain control mechanism employed by
patient care providers. Pain control mechanisms
include, but are not limited to:

i. Medications administered for the control or
relief of pain.

it. Medications administered for the control or
relief of anxiety.

c. As part of the reassessment, the
Multidisciplinary team should assess and
document the pain in terms of ils duration,
characteristics, and intensity as well as the fime
of the pain, the pain rating, and any use of
analgesics. Also include other pain interventions,
vital signs, the effectiveness of all inferventions,
and any side effects or adverse reaclions.

2. 0n 05/03/23 at 4:00 PM, Surveyor #7 and Staff
#701 reviewed the medical record for Patient
#705, the review showed the following:

a. An order for Acetaminophen 325 mg tablet
every {q) 4 hours as needed (PRN) for
painfheadache.

b. An order for lbuprofen 800 mg tablet q 4 hours
prn for painfbody aches.

L1375
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c. On 0210/23 at 3:15 PM, Patient #705 received
Acetaminophen and was reassessed at 5:37 PM
as tolerated. Surveyor #7 found no
pre-medication assessment and no assessment
for medication efficacy.

d. On 02/11/23 at 11:47 PM, Patient #705
received Acetaminophen and was reassessed on
02/12/23 at 1:41 AM as tolerated. Surveyor #7
found no pre-medication assessment and no
assessment for medication efficacy.

e. On 02/12/23 at 11:37 PM, Patient #705
received Ibuprofen and was reassessed on
0213123 at 5:37 AM as tolerated. Surveyor #7
found no pre-medication assessment and no
assessment for medication efficacy.

f. On 02/13/23 at 4:56 PM, Patient #705 received
Acetaminophen and was reassessed at 6:12 PM
as effective. Surveyor #7 found no pre-medication
assessment.

g. On 02/19/23 at 2:55 PM, Patient #705 received
lbuprofen and was reassessed at 541 PM al
effective. Surveyor #7 found no pre-medication
assessment.

h. On 02/23/23 at 8:26 AM, Patient #705 received
Ibuprofen and was reassessed at 9:35 AM as
effective. Surveyor #7 found no pre-medication
assessment.

i. On 02/24/23 at 10:46 AM, Patient #705
received Ibuprofen and was reassessed at 2:48
PM as effective. Surveyor #7 found no
pre-medication assessment.

. On 02/28/23 at 9:20 AM, Patient #705 received
Acetaminophen and was reassessed at 11:06 AM
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as effective. Surveyor #7 found no pre-medication
assessment.

3. Al the fime of the review Staff #701 verified the
missing pre-medication assessments and the
reassessments being documented as tolerated
and effeclive.

4, On 056/04/23 from 9:00 AM - 11:00 AM
Surveyor #7 and Staff #701 reviewed the medical
record for Patient # 708 who was admifted on
01/02/23 at 8:14 PM and discharged on 01/09/23
at 2:30 PM. The review showed the following:

a. An order for Acetaminophen 650 mig q4 hours
PRMN for pain/headache.

b. An order for lbuprofen 200 mg g6 hours PRN
for pain/body aches.

¢. On 01/05/23 at 10:41 AM Patient #708
received Acetaminophen and was reassessed at
1:00 PM as tolerated. Surveyor #7 found no
pre-medication assessment and no assessment
for medication efficacy.

d. On 01/05/23 at 4:35 PM Patient #708 received
Acetaminophen and was reassessed at 8:52 PM,
4 hours and 17 minutes after administration as
tolerated. Surveyor #7 found no pre-medication
assessment and no assessment for medication
efficacy.

e. On 01/06/23 at 12:12 AM Patient #708
received [buprofen and was reassessed at 2:44
AM as effective. Surveyor #7 found no
pre-medication assessment.

ltem #3 Medication administration outside of
provider orders
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Based on record review, interview, and review of
hospital policy and procedures, the hospital failed
{o ensure staff followed its policy for safe
medication administration for 1 of 3 patient
records reviewed (Patient #903).

Failure to follow the hospital's medication
administration and processes places pafients at
risk for medication errors and patient harm.

Findings included:

1. Review of the hospital's policy and procedure
titted, "Medication Transcription,” PolicyStat 1D
10946192, last approved 06/21, showed the
following:

a. Telephone orders will only be accepted when a
provider is not in the building to enter his/her
arders info HCS.

b. The nurse will indicate a telephone order by
documenting in the following manner, TORB:
provider name, RN name with titie.

¢. Nurse signs hisfher name with title and
includes the date and time of the order.

2. On 05/04/23 between 9:15 AM and 10:30 AM,
Surveyor #9 and Registered Nurse {Staff #901)
reviewed the medication administration record of
Patient #903. Patient #903 was admitted on
04/28/23 with a medical diagnosis of diabetes
and a psychiatric diagnosis of psychosis. Provider
medication orders were entered on 04/28/23 at
4:00 PM for insulin (a medication to treat elevated
blood sugar} administration before meals using
sliding scale coverage. The orders had no insulin
dose for blood sugar greater than 400
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milliliters/deciliter and stated to call DR.

3. On 04/28/23 at 7:47 AM, Patient #903 had a
blood sugar of 443 milligrams/deciliter. The
patient received 10 units of Novolog insulin at
7:51 AM. Surveyor #9 found no evidence of an
order for the medication administration.

4. On 04/29/23 at 8:11 AM, Patient #903 received
6 units of Novalog insulin. On 04/29/23 at 9:46
AM, there was a written telephone order that
stated TORB-Stephanyan Order for 6 additionat
units Novolog now for hyperglycemia. The
provider signed the order at 9:45 AM.

5. At the lime of the review, Staff #901 verified.
the two insulin medication administrations and
stated that the nurse was probably using the
order for the blood sugar parameters from
351-400 for the 10 units of insulin administered.

ltem #4 Hand Hygiene prior to medication
administrafion

Based on observation, interview, document
review, and review of the hospital's policies and
procedures, the hospital failed to ensure staff
members followed its policy for safe medication
administration for 2 of 2 staff observed passing
medication.

Failure to follow safe medication administration
standards risks disease transmission and patient
harm,

Findings included:
1. Document review of the hospital’s policy titled,

"Medication Administration, 1000.37" PolicyStat
#10946215, last revised 06/21, showed the
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licensed nurse will use proper hand washing
techniques prior {o handling medication for
administration.

2. On 05/02/23 at 2:36 PM, Surveyor #7 observed
a Registered Nurse (Staff #702) pass
medications to 2 different patients. Staff #702 did
not perform hand hygiene prior fo passing the
medication to either patient.

3. Swrveyor #7 interviewed Staif #702 after the
second medication pass, Staff #702 verified they
had not performed hand hygiene, and that thay
thought it was ok since she had worn gloves.

4. On 05/02/023 at 2:58 PM, Surveyor #7
observed a Registered Nurse (Staff #703) pass
medications to a patient. Staff #703 did not
perform hand hygiene prior {o passing the
medication.

5. Surveyor #7 interviewed Staff #703 at the time
of the medication pass, Staff #703 verified they
had not performed hand hygiene and they should
have.

L1410 322-210.3J PROCEDURES-OUTDATED MEDS L1410

WAC 246-322-210 Pharmacy and
Medication Services. The licensee
shall: (3) Develop and implement
procedures for prescribing, storing,
and administering medications
according to state and federal laws
and rufes, including: (j) Prohibiting
the administration of outdated or
deteriorated drugs, as indicated by
label;
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This Washington Administralive Code is not met
as evidenced by;

Based cn interview, observation, and document
review, the hospital failed to develop and
implement procedures for ensuring that
medications do not exceed the manufacturer's
expiration date.

Failure to monitor and establish a systematic
process for ensuring medications do not exceed
the manufacturer's expiration date risks
deteriorated or potentially contaminated
medicalion being available for patient care.

Findings included:

1. Document review of the hospitals policy titled,
"Multi-Dose, Single-Dose and Muilti-Dose Bulk
Medication Containers, 19", PolicyStat
#13291710, last approved 04/23, showed the
following:

Labeling Open Multi-Dose vials

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

b. Attached is an auxiliary label stating: "Discard
unused portion after expiration date of

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

2. 0n 05/02/23 at 2:52 PM, Surveyor#7 and a
Registered Nurse (Staff #703) observed 2 open
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vials of Haldol in a cabinet with other
multi-dose/multi-patient medications. The
observation showed the following:
a. An open 120ml vial of liquid Haldol had a
manufacturer's expiration date of 07/31/24 and
had a date of 04/30 in blue ink,
b. An open 15 ml vial of liquid Haldol had a
manufacturer's expiration date of 07/31/24. No
date was written on the vial.
3. Atthe fime of the observation Staff #703 stated
he was not sure what the date on the 120ml vial
of Haldo!l meant and that if he opened a vial of
medication, he would put the date opened.
L1525 322-230.2H FOOD SERVICE-MENU PLANNING L1525

WAC 246-322-230 Food and Dietary
Services. The licensee shall: (2)
Designate an individual responsible
for

managing and supervising dietary/food
services twenty-four hours per day,
including: (h) Ensuring all menus: (i)
Are wrilten at least one week in
advance; (ii) Indicate the date, day

of week, month and year; (i} Include
all foods and snacks served that
contribute to nutritional

requirements; (iv) Provide a variety

of foods; (v} Are approved in writing

by the dietitian; (vi) Are posted in a
location easily accessible to alt
patients; and (vii) Are retained for

one year,

This Washington Administrative Code is not met
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as evidenced by:

Based on observation and interview, the hospital
failed to post inenus of daily meals in a place
avaiftable to all patients.

failure to post patient menus decreases the
availability, providing less time for patients {o
consider choices and putting patients at risk of
harm from inadequate nutrition,

Findings included:

1. On 05/04/23 at 2:30 PiM, Surveyor #8 toured
units West #1, West #2, North, and East
specifically looking for the posting of menus.
Assistant Administrator (Staff #803) accompanied
Surveyor #8. On each unit the menu was not
posted and not avaitable for viewing throughout
the day. The hospital staff kept the menu on a
clipboard made available during mealtimes only.

2. On 05/04/23 at 3:00 PM following a tour of the
units, Staff #803 acknowledged that menus were
only available during mealtimes.
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Fairfax Behavioral Health, Kirkland

Plan of Correction for
State Licensing Survey
5/2/23-5/4/23
Tag - "How the Deficiency Will Be Corrected Responsible | Estimated Monitoring procedure; Target for Compliance
" Number Individual(s) Date of S - N
Correction B : T :

L 315 Assistant Administrator (AA) met with the | Assistant 7/3/23 The D:etary Manager will audlt 30 dletary consult orders a

Item #1 Dietary manager on 5/4/23 to discuss Administrator month toinclude: : : -
findings from this survey related to the Dietary 1. Timely completion of asséssiment.
requirement that Inpatients and PHP Manager 2 Any attempts to complete the consult are
patients must have a nutritional consult ' documented in the patients record.:
based on the nurses’ admission screehing. 3. If patient was unavailable at the'time of the consult,
Nutritional consults, per hospital policy are - multiple attempts will be made to complete'it and all
completed within 72 hours from provider’s attempts are documented in the patlents medlcal
order. Additional documentation 'is record : s
required when the RD is unable to : B \

{ complete the nutritiofnial consult within 72 Target for compliance is 90% ot greater. Results of monitoring
hours to include reason for noncompliance will be reported t6 Quality Couricil and Medical Executive
and number of attempts completed. Committee montﬁly‘and to the Governing Board quarterly -
The Dietary Manager will review the until compltance goals-have been ‘achidvéd and sustamed for
Dietary Consult Board on SharePoint daily a minimum of 3 consecutave months
to ensure all'orders for nutritional consuit : S
have been completed within the 72 hour
requirement including review of failed
attempts to connect with the patient are
repeated and each attempt i§ documented _
in the patients medical record. B :

L315 The CEO met with the CNO on'5/18/23t0 | CNO - 7/3/23 The CNO/designee will review 30 admihistrations of

item#2 | review findings from this survey related to ' : medications given for withdrawal symptoms monthiy to
patient’s reassessment during detox confirm :
treatment. All patient’s specifically those 3. Assessment of withdrawal symptoms prior to
treated for substance detox require medication administration -
constant assessment and reassessment 4. Assessment of withdrawal symptoms after medlcatlon
after medication administration for admmlstrat:on per gundelmes
potential withdrawal symptoms.




The CNO/designee re-educated all RN’s in
June 2023 on CIWA/COWS protocol to
include the requirement of patient
reassessment after medication
administration for withdrawal symptoms
per provider orders.

Target for compliance is 90% or greater. Results of monitoring
will be reported to Quality Council and Medical Executive
Committee monthly and to the Governing Board quarterly
until compliance goals have been achieved and sustained for
a minimum of 3 consecutive months.

L 335 Dir. of Pharmacy met with CEO on 5/26/23 | Dir. of 7/3/23 The Director of Pharmacy will perform monthly checks of all
to review findings from this survey and Pharmacy emergency carts in the facility to confirm:
confirmed that Pharmacy would be 1. All medications are within their manufacture
responsible for monitoring all emergency expiration dates.
carts for current/expired medications. 2. Any medications found to be expired are removed,
The Dir. of Pharmacy/designee will disposed of and replaced immediately.
perform monthly checks of all emergency
carts for current/expired medications. Target for compliance is 90% or greater. Results of monitoring
Expired items will be disposed of will be reported to Quality Council and Medical Executive
immediately and replaced. Committee monthly and to the Governing Board quarterly
until compliance goals have been achieved and sustained for
a minimum of 3 consecutive months.
L 375 The Assistant Administrator (A.A.) met Assistant 7/3/23 The EVS manager/designee will perform 30 ohservations per
with the EVS manager and all EVS staffon | Administrator month of EVS staff to assess:
5/4/23 to discuss findings from this survey | EVS Manager 1. Appropriate hand hygiene is performed after the
and requirements of staff performing hand removal of gloves.
hygiene after the removal of gloves. The All deficiencies wilt be corrected immediately to include staff
Assistant Administrator re-educated all EVS retraining in real time. Staff with continued compliance
staff to the appropriate hand hygiene issues may be subject to progressive disciplinary action.
policy prior to donning gloves and after
changing gloves. Staff signed an Target for compliance is 90% or greater. Results of monitoring
attestation of understanding at the will be reported to Quality Council and Medical Executive
conclusion of their training via sign in Committee monthly and to the Governing Board quarterly
sheet. until compliance goals have been achieved and sustained for
a minimum of 3 consecutive months.
L 415 The Director of Risk Management (DRM) DRM 7/3/23 A report is printed monthly to include all current Fairfax

met with the CEO and other department
leaders responsible for reviewing policies
on 5/18/23 to discuss the finding and
requirements pertaining to the annual

policies to assess the status of annual reviews completed by
the assigned department leader. Monitoring will include:
2. Total number of active policies due for annual
review/Total number of active policies.




review of ail policies. The DRM revised the
settings on PolicyStat for all Fairfax policies
to have their review dates set to be
completed’ annually'during the survey. The
DRM ensured all pO[lCIES now havea
review date of not greater than 1 year.
Effective |mmed|ately, thé DRM will run
monthly reports for “policies due for
annual review” and ensure the assigned
department Ieader completes their
department’ s pollcy revnews ina timely
manner. ‘

Results of monitoring will be reported to Quality Council and
Medical Executive Committee monthly and to the Governing
Board quarterly. Policies found to be out of compliance with
their annual review will be addressed by the DRM and the
department leader responsible for its review.

Target for comphance is 90% or greater for all current pohces

having been rewewed annualiy Momtormg will be ongomg
permanently

siL el

L 420

The Director of Outpat:ent Services met
with the CEO on 5/18/23 to review fi ndmgs
from this Survey related to the
requ:rement of student supennsion Direct
supems:on of student’s documentatlon in
pat:ent’s medicat record as requu‘ed in .
State requrrements Group note form was
revased to 1nciude a space for Falrfax staff
S|gnature to demonstrate oversught of
students or interns. Polrcy Student Interns, 1
was revised to mclude fo r

WT?W!' dents
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PHP staff were re-educated by the Director
of Outpatient Services: on 5/26/23 on the
requirement to sign all documentation
completed by students and/or interns
demonstrating oversrght and supervss:on
per poltcy e

Director of
OPS

7/3/23

30 student and/or intern lead group notes will be revrewed
every month by the Dlrector of Outpatlent Servrces to conf‘ irm

1. Student led groups have the designated Fairfax
supervnsor’ s sngnature demonstratmg oversnght of the
group.

2. Farrfax supemsor s:gnature has the same date and
tlme as the group session.

Target for’ comphance is 90% or. greater Results of momtormg
will be reported to Quality Council and Medical Executive
Committee monthly and to the ‘Governing Board quarterly
untll complrance goals have been achleved and sustamed for
a minimum of 3 consecut:ve months.




L425 Expired items were immediately removed | CNO 7/3/23 Nursing leadership and Dir of OPT/designee will assess all
on the day of discovery. The CEC met with | Dir of patient care items for all med rooms and all exam rooms and
the CNO to review findings from this OPT/designee the OPS patient care supply storage area monthly and send a
survey related to expired patient care ' report to the CNO/designee for review. Data to be reported:
supplies on 5/18/23. The CNO met with 1. The review of all stocked patient care supplies in all
nursing leadership to discuss the findings locations in the inpatient and outpatient buildings.
during survey. Nursing Leadership 2. The disposal of any expired supplies
members reassessed ali patient care
supplies in all patient care areas and Target for compliance is 90% or greater. Results of monitoring
removed any items that have expired will be reported to Quality Council and Medical Executive
during the survey. The CNO/designee will Committee monthly and to the Governing Board quarterly
monitor the expiration dates of all patient until compliance goals have been achieved and sustained for
care supplies monthly. Any expired a minimum of 3 consecutive months.
supplies will be immediately discarded and
replaced.

1. 690 The Director of Pharmacy met with the Dir. of 7/3/23 The Dir. of Pharmacy will monitor antibiotic use / 72 hour

Iltem #1 CEQ, CNO & CMO on 5/18/23 to review Pharmacy review for all individual providers and report this data to the
findings and requirements pertaining to CNO CMO monthly. The CMO/designee will follow up with
reporting antibiotic prescribing/use data MO individual Providers not meeting compiiance with target of

to the Infection Control (IC) committee
monthly and Pharmacy & Therapeutics
Committee (P & T} quarterly. Effective
immediately, the Director of Pharmacy is
responsible for reporting this data to the
Infection Control committee to be
reviewed and analyzed monthly. Process
improvement activities for measures not
meeting compliance goals will be
implemented by the committee.

The CMO will re-educate the providers on
appropriate antibiotic use and the
requirement to document the review all
antibiotic orders within 72 hours per
hospital policy.

90% or greater. Continued non-compliance may resutt in
progressive disciplinary action.

Overall facility compliance percentages will be reported by
the Dir. of Pharmacy to IC Committee and P & T monthly.

Target for the facilities providers combined 72 hour antibiotic
review compliance is 90% or greater. Results of monitoring
will be reported to Infection Controf Committee, Quality
Council and Medical Executive Committee monthly and to the
Governing Board quarterly until compliance goals have been
achieved and sustained for a minimum of 3 consecutive
months.




The CNO/desrgnee will ensure the ,
antibiotic prescrrbmgﬁz hgur revnew data
is captured in the monthly Ic Commlttee
meetlng minutes. IC minutes will reflect
antlblotlc prescribing data is. presented
and rev:ewed by the iIc comm:ttee, actlon
plans tmpiemented for any measures, not
meeting comphance goals and the revision
of the actson plans that are not
demonstratmg improvement in stated
goals.

L 690 The CNO met with the CEO on 5/18/23 to | CNO 7/3/23 The CNO/designee will review the monthly infection Control
Item #2 review findings from thls survey ; and meeting minutes to ensure:
agreed to meet aII lnfect;on control 1 _hand hygiene data is collected reported.and analyzed
momtormg requrrements and meet aII , 2. Hand hyg|ene act:on plans are 1mplemented or reyised
infection ¢ control | goals. The CNO/de5|gnee if .compliance goals arenot metand. . . .
will ensure the !nfectron Controi (!C) 3. that these actions are documented in the infectlon
commattee members are informed of the " Control Committee minutes.
2023 :nfeotlon control plan goals y
pertalnmg to hand hyglene data collection, Target for hand hyglene compliance is 90% or greater. Results
reportmg and analyzmg all data reqmred of monltormg will be reported to. Qualaty Council ayd Medlcal
to be repclrted to the IC. Commlttee . Executive Committee monthly and to the Governmg Board
monthiy Correctlve act:on plans wr[l be quarterly until compliance goals have been achieved.and
|mplemented for al! f ndlngs from thls sustained for a minimum of 3. consecutl\{e months_ PR
survey spec:fic to hand, hyglene data -
collection. Infection. Controi comm|ttee -
mlnutes will reﬂect lmplementatlon of oF
action plans and ongoing progress toward '
compliance goals.
L710 The CEO met wuth the CNO and A.A. on CNO 7/3/23 The CNO/desugnee will ensure all construction pro;ects have
5/18/23 to dlscuss fi ndrngs from thfS AA. completed an ICRA’s and will report. monthly

survey related to the requared pre—
constructlon risk assessment require per
hosprtai pollcy The A A. will inform the
CNO/dessgnee of" alE dates, Iocataons types

1. Number of scheduled construction actnntles
2. Number of zndlcated/compieted ICRAs.
Any construction activities found not to have had an ICRA B
completed prior to the implementation of work by facilities

of construction that are scheduled. The




CNO/designee and member of facilities will
perform the Infection Control Risk
Assessment (ICRA) together prior to the
scheduled construction date.

The A.A. educated all members of the
facilities team on the requirements and
steps of preforming a pre-construction risk
assessment on 5/18/23.

staff (i.e. emergency repairs) will have one completed as soon
as possible.

Target for compliance is 90% or greater. Results of monitoring
will be reported to Infection Control Committee, EOC, Quality
Council and Medical Executive Committee monthly and to the
Governing Board quarterly until compliance goals have been
achieved and sustained for a minimum of 3 consecutive
manths. '

L 715 Dir. of Pharmacy met with the CNO and Dir of 7/3/23 The Director of Pharmacy will perform monthly checks of all
CEO on 5/26/23 to review findings from Pharmacy open glucometer solutions and glucometer strips in the
this survey related to removal of expired CNO facility to ensure:
medication supplies identified during 1. Al open glucometer solutions and strip containers
survey. The Dir. of Pharmacy/designee have appropriate expiration dates documented on
will perform monthly checks of expired them.
medications supplies. All expired items will 2. Any glucometer solution or strip containers found to
be disposed of and replaced immediately. be expired are removed, disposed of and replaced
New orange expirations stickers were immediately.
provided to all units and instructions on
the proper labeling of glucometer solution Target for compliance is 90% or greater. Results of monitoring
was posted on all units during survey. The will be reported to Quality Council and Medical Executive
CNO/designee provided re-education June Committee monthly and to the Governing Board quarterly
2023 to nursing staff to include proper until compliance goals have been achieved and sustained for
labeling of glucometer solution and strips a minimum of 3 consecutive months
using the orange tags, each tag will be
labeled with exp dates of solution/strips
upon opening.

L 780 All issues identified during survey were AA. 7/3/23 The A.A/designee will report the following:
corrected on 5/17/23. CNO 1. Number of damaged furniture items or dirty surface

The CEO met with the A.A on 5/18/23 to
review findings from this survey related to
lack of cleanliness identified during this
survey

The CNO/designee will perform monthly IC
rounds and the A.A./designee will perform
monthly EOC rounds in all patient areas to

areas discovered on EOC rounds per month.

2. Number of work orders placed for damaged furniture
or uncleanable surfaces per month.

3. Any work orders that have not been addressed in a
timely manner or repeat findings on monthly
assessments.

The CNO/designee will report the following:




assess for damaged surfaces, damaged
furmture or dirty surfaces Work orders
will be. :mplemented for any damaged
surface or furniture in need of repair as
they are dlscovered '

1. Number of damaged furniture items or uncleanable

- surface areas discovered on IC rounds per month, .

2. Number of items that were also listéd the prevuous
month (repeat findings)

Target for compliance is 90% or greater. Results of monitoring
will be reported to infection Control Committee Quahty
Council and Medical Executive Committee monthly and to the
Govermng Board quarterly until compliance goals have been
achieved and sustalned fora mmzmum of 3 consecutive i
months. '

1 1050 The CEOQ met with the CNO on5/18/23to | CNO 7/3/23 The CNO will audit 30 medical records a month to_ ensure:
review findings from this survey related to 1. The initial nursing treatment plan is completed within
the completlon of the initial nurssng care 8 hours of admission
plan upon admtssuon _ 2. If unable to complete or if there are blanks on the
The CNO/desagnee provuded re-education treatment plan the reason is documented
to all RN's fune 2023 on Policy, “Plan for
Provision of Care-Scope of Semces" with Target for compllance is 90% or greater Resuits of momtormg
an emphasus on the section on imtral ' will be reported to Quality Council and Medical Executwe
nursmg treatment plan compietlon Committee monthly and to the Governing Board quarterly

until compilance goals have been achieved and sustamed for
a‘'minimum of 3 consecutive months. k

L 1055 The CEO met with the CMO.oon 5/18/23 to | CMO 7/3/23 The CMO/designee will review 30 charts a month from the
dISCUSS findings from thls survey related to OPT program to ensure:
completlon and documentatlon of hlstory 1. H&P'sare completed and accurate
and physu:als The cMO re—educated all 2. H&P’sdoneover Zoom or virtually do not contain
prov:ders on 6/18/23 on the reqwrement ~ elements that would requ:re an in person visit.
to ensure documentat:on for all physrcal 3. H& P’s are not pre-f‘ lled or contain pre=pr|nted text
exams is accurate, to review Target for comphance is 30% or greater. Results of momtormg
documentatlon pnor to filing it i m the will be reported to QC & MEC monthly, GB quarterly until
pattents medlcal record and not to utilize compliance goals have been sustained for a minimum of 3
pre-f Iled templates consecutive months.

1. 1065 The CEO met wrth the Director . of OPSon | Director of 7/3/23 30 charts per month will be audited for PHP/OPS patients

Item #1 5/18/23 to review the fi ndmgs from this oPS treatment p!ans to ensure:




survey related to individualized treatment
plans for patients participating in the PHP
treatment program. The Director of OPS
met with staff on 5/26/23 to discuss
findings and documentation requirements.
Effective immediately, staff will ensure all
patients have individualized treatment
plans initiated according to hospital policy
to include all current diagnosis listed on
the patients Psych eval and H & P. The staff
will ensure all problems/diagnosis listed on
the master treatment plan have individual
treatment plans initiated for each active
diagnosis with interventions and
short/long term goals per hospital policy.

- 1. All current diagnosis listed in the patients Psych Eval
and H & P is captured in the patients Master
treatment plan.

2. Individualized treatment plans are initiated for each
active diagnosis with interventions and short/long
term goals per hospital policy.

Target for compliance is 90% or greater. Results of monitoring
will be reported to Quality Council and Medical Executive
Committee monthly and to the Governing Board quarterly
untit compliance goals have been achieved and sustained for
a minimum of 3 consecutive months.

. 1065 The CEO met with the Director of OPS on Director of 7/3/23 The Director of OPS will review 30 PHP patients records per

Item #2 5/18/23 to review findings from survey Outpatient month to ensure:
related to review of treatment plan with | Services 1. Documentation on the treatment plan demonstrates
the patients and required documentation. the treatment plan was reviewed with the patient
Dir of OPS met with staff on 5/26/23 to virtually as evidenced by staffs signature on the
discuss findings and documentation treatment plan specifically noting the date and time of
requirements related to patient’s the review with the patient and their level of
involvement in their treatment. Effective participation in planning.
immediately, staff will ensure all patients
have their treatment plans reviewed over Target for compliance is 90% or greater. Results of monitoring
Zoom, if they are virtually attending, and will be reported to Quality Council and Medical Executive
document the review, participation in Committee monthly and to the Governing Board quarterly
treatment planning and approval of the until compliance goals have been achieved and sustained for
plan with the patient in the MR. a minimum of 3 consecutive months.

L1070 The CEO met with the CNO on 5/18/23to ' | CNO 7/3/23 Total # of critical results/total # proper notifications.

review findings from this survey related to
safe medication administration. The
CNO/designee provided education to
nursing staff June 2023 regarding safe
medication administration and notification
of critical lab values to the providers per

CNO/Designee will review critical lab values logs weekly to
ensure;
1. Proper and timely notification of a critical lab value to
Provider is noted in the critical lab values log.
2. Documentation of provider notification of a critical lab
value is also evident in the patients medical record.




hospital policy. CNO/Designee will review
critical lab values logs weekly to ensure
proper tnmely notification and '
documentatlon of results to the provrder

Target for compliance is 90% or greater Results of rnomtormg \
will be reported 1o Quality Council and Medical Executive
Commrttee monthly and to the Governmg Board quarterly
until compllance goals have been achieved and sustained for
a minimum of 3 consecutive months.

of medical consults in patient’s records.
The cMo re-educated the provrders on
requlrement to complete consults as
ordered and to ensure consults not
completed have documentatlon in the
patient’s medical record to explam why the
consult was not completed

L 1295 The group therapists met with the ° COO/Interim | 7/3/23 The COO/Interim DCS and/or designee will review 30 group
Item #1 CO0/Interim DCS on 5/ 16/23 to dlscuss DCS notes per month to ensure:
. findings from this survey and requirements | CNO 5. Onegroupis documented per note.
for group documentation. . The 6. No sections are ieft blank on the group note.
COO/Interim DCS re-educated the group 7. Documentat:on is mdlvrdualszed and does not contam
therapists on documentation requirements ) canned" statements '
for all groups to include: 8. Documentatlon demonstrated the patlents
1. documentlng one group per note, attendance/part:apatton in the group. '
2.no sections of group notes are left blank, The CNO wili review 30 nursing progress notes a month and
3. each patient’s noté is individualized and compare them to the rounding sheets to ensure:
accurately reflects the patlents 2. Nursing documentatlon accurately reﬂects the
attehdance/partlc:patlon in the group 4. pat:ents group attendance _
do not contain “ anned_f’ statements. '
T . Target for compliance is on the above measures is90%or
The CNO re—educated the nursing staff greater. Results of momtonng will be reported to Quallty
- mcludmg Registered Nurses and MHTs on Council and Medical Executive Committee monthly and to the
h (insert date) to the requirementsto Governmg Board quarterly until compliance goals are
’ accurately document each patient’s group achieved and sustained for a minimum of 3 consecutive
attendance on their daily progress note. months.
L1295 CMO met with the CEO to review findings | CMO 7/3/23 The CMO/designee will audit 30 charts a month that have
tem #2 from this survey relé'te'd to the completion medical consults ordered to ensure:

1. The ordered medical consult has correspondmg
documentation from the. medtcal provideri in the _
 patients medical record.

Target for comphance is 90% or greater Results of monitoring
will be reported to Qualrty Council and Medical Executive
Committee monthly and to the Governmg Board quarterly
untll compltance goals have been achieved and sustained for
a mm:mum of 3 consecutive months )




L1375 The CEQO met with the Dir. of Pharmacy and | CNO 7/3/23 The CNO/designee will review the documentation of 30
ltem #1 the CNO on 5/18/23 to review findings administration of medications requiring 2 RN verification to
from this survey related to the proper and ensure:
safe medication administration. The CNO 1. The 2 RN verification was completed.
provided education to all LPN/RN’s June 2. The time stamp of the 2 RN verification was prior to
2023 pertaining to high-risk medication the administration of the medication.
administration and 2 RN verification
documentation requirements in HCS. Target for compliance is 90% or greater. Results of monitoring
Nursing staff were reminded that the times will be reported to Quality Council and Medical Executive
entered for 2 RN verification must be prior Committee monthly and to the Governing Board quarterly
to the administration of drug. until compliance goals have been achieved and sustained for
a minimum of 3 consecutive months.
L1375 The CEQ met with the CNO 5/18/23 to CNO 7/3/23 The CNO/designee will audit 30 patient records a month to
tem #2 review findings from this survey related to ensure:
nursing’s assessment of pain prior to 1. Patients who receive pain medication have a pain level
medicating patients and post pain assessment documented in their medical record prior
medication administration. . The CNO to the administration of pain medication.
provided re-training to nursing staff June 2. Patients who receive pain medication have a pain level
2023 regarding the requirement to re-assessment documented in their medical record
document the assessment and after the administration of the medication.
reassessment of pain levels pre and post 3. All deficiencies will be corrected immediately to
medication administration. include staff retraining as needed.
Target for compliance is 90% or greater. Results of monitoring
will be reported to Quality Council and Medical Executive
Committee monthly and to the Governing Board quarterly
| until compliance goals have been achieved and sustained for
a minimum of 3 consecutive months.
L1375 The CEO met with the CNO 5/18/23 to CNO 7/3/23 The CNO will review 30 medical records of patients who have
Item #3 review findings from this survey related to received insulin to ensure:

confirming current provider’s orders prior
to medication administration. The CNO
provided training to nursing staff June
2023 regarding ensuring medication
orders, emphasizing insulin orders, are

1. The patient had an order for the medication that was
administered.
2. Al deficiencies will be corrected immediately to
include staff retraining as needed.
Target for compliance is 90% or greater. Results of monitoring
will be reported to Quality Council and Medical Executive




documented in the paper medical record

as well as HCS,

Committee monthly and to the Governing Board quarterly
until compliance goals have been achieved and sustained for
a minimum of 3 consecutive months.

The CEO met with the CNO 5/18/23 to

L1375 CNO 7/3/23 CNO/designee will observe 30 medication passes a month to
item #4 review findings from this survey related to ensure:
proper hand hygiene by nursing staff prior 1. Staff perform hand hygiene prior to medication pass.
to medication administration. Nursing staff 2. All deficiencies will be corrected immediately to
were re-trained by the CNO June 2023 on include staff retraining as needed.
Fairfax's requirements for medication
administration which includes; proper hand Target for compliance is 90% or greater. Results of monitoring
hygiene between administering will be reported to Quality Council and Medical Executive
medications to patients and/or prior to ” -|-Committee monthly and to the Governing Board quarterly
medication administration. ' B
Staff signed an attestation of understan dmg a t until compliance goals have been achieved. apd SUStalned for
the conclusion of their training. - a minimum of 3 consecutive months.
L 1410 Dir. of Pharmacy met with the CNO and Director of “7/3/23 Pharmacy will monitor all open multi-dose vials in all
. CEO on 5/26/23 to review findings from Pharmacy medication rooms monthly to ensure:
CNO 1. Multi-dose vials that have been opened have the

this survey related to.:removal of expired
medication supplies identified during
survey The Dzr of Pharmacy/desugnee
wnll perform monthly checks of expared
medlcatlons/ supplaes Al explred items
will-be disposed of and replaced
immediately.

New orange expiratioris stickers were
provided to all units and instructions on

the properlabeling was posted on all units

during survey. -

“The CNO/desagnee prowded re-education

June 2023 to nursing staff to include
proper labeling of multi-dose medications
us:ng the orange tags, each tag will be
Iabe!ed with exp dates upon opening.

correct expiration date written on the vial.
2. Multi-does medication vials with no expiration date or
incorrect expiration dates will be discarded.

Target for compliance is 90% or greater. Results of monitoring
will be reported to QC & MEC monthly, GB and P&T quarterly

until compliance goals have been sustained for a minimum of

3 consecutive months.




L1525 On 5/4/23 the Assistant Administrator (AA) | AA. 7/3/23 The Dietary manager will assess each patient care area
placed current menus on all units. Dietary monthly to ensure:
On 5/4/23 the AA met with the Dietary Manager 1. Current menus are posted and accessible to patients
manager to discuss this finding and the at all times.
hospital requirement to post weekly '
menus on each unit. The Dietary Manager Target for compliance is 90% or greater. Results of overall
will ensure all patient care areas have the compliance monitoring will be reported to Quality Council and
current menu posted in an area that is Medical Executive Committee monthly and to the Governing
available to all patients. Board quarterly until compliance goals have been achieved
and sustained for a minimum of 3 consecutive months.
Dietary staff were re-educated by the
Dietary Manager on 5/25/23 regarding the
requirement to post menus in a place
available to all patients.
The CNO/designee informed all nursing
staff in June 2023 that staff will no longer
keep menus on clipboards. Dietary staff
will ensure menus are posted in areas that
patients have access to them.
Print; Christopher West, CEO Signature: Date: ]7} d / 2 3
— { {




STATE OF WASHINGTON
DEPARTMENT OF HEALTH

PO Box 47874 « Olympia, Washington 98504-7874
August 15, 2023

Janet Huff, RN
10200 NE 132nd St
Kirkland, WA 98034

Dear Ms. Huff,

Surveyors from the Washington State Department of Health and the Washington State
Fatrol Fire Protection Bureau conducted a state licensing survey at Fairfax Kirkland
Behavioral Health Hospital on 05/02/23 to 05/04/23. Hospital staff members developed
a plan of correction to correct deficiencies cited during this survey. This plan of
correction was approved on 06/05/23.

Hospital staff members sent a Progress Report dated 08/03/23 that indicates all
deficiencies have been corrected. The Department of Health accepts Fairfax Kirkland

Behavioral Hospital's attestation that they are now in compliance with Chapter 246-322
WAC.

The team sincerely appreciates your cooperation and hard work during the survey
process and looks forward to working with you again in the future.

Sincerely,

OSumanlita fse

Samantha Roe, MSN, RNC-OB
Survey Team Leader




