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DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ) OMB NO, 0938-03091
STATEMENT OF DEFICIENCIES (Xi) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
G
e : 450068 B. WiNG 04/04/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE ]
111 DALLAS STREETY
BAPTIST MEDICAL GEﬂTER ' | SAN ANTONIO, TX 78205
(X4 10 SUMMARY STATEMENT OF DEFICIENCIES D PRGVIDER'S £LLAN OF CORRECTION 45)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX * (EACH CCRRBECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY DR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) '
A 00C | INITIAL COMMENTS A 000

The CMS - 2567 {Statement of Deflclenclas) Is
an official, legal document. All infornation must
remain unchanged except for entering the plan of
corrsction, correction dates and the signature
space. Any discrepancy In the original deficlency
citatlon (g) will be reported to Dallas Regional
Oifice (RQ) for referral to the Office of Inspactor
General (OIG) for possible fraud if information is
inadvertently changed by the provider/supplier,
the State Survey Agency {(SA) should be notified
immaediately.

An unannounced visit was conducted on 04/04/14
to conduct a complaint Investigation. An entrance
conference was conducted in the conference

| raom of the fdcliity . in attendance was the facllity
Risk Manager. The purpose and process of the
complaint survey were discussed and an
opportunity for questions was provided.
Complaint TX 00191512 was unsubstantiated
with no deficiencies cited. An ext conference was
conducted in the afterncon of 04/04/14

in the faclilty conference room. Several
administrative staff were in attendance.
Preliminary findings of the survey were discussed
and an opportunily for questions was provided

LABORATOWH‘S OR PROVIDER/SUPPLIER REPRESENTATIVE'S S?ATURE TITLE {X8) DATE

2ES e p- L0 (05 /(S

Any degiency tatement ending with an asterlsk (*) dendtes a deficlency which the institution may be excused from correcting providing it is determined hat
feguar

other skfeg pravide sufficient profection to the patiants, (Sea Instructions.) Excapt for nursing homes, the findings stafed above are disclosable 80 days
fallowingt: ta of survey whether or not a plan of corraction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents ate made available to the facility. # deficiencles are cited, an approved plan of correction Is requisite to confinued
program participation.

FORM CMS-2567(02-09) Pravious Yerslons Dbsolste Evenl ID:05TO11 Fagctltty ID; 810035 {f continuation sheet Page 1 of 1
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C
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A 000 | INITIAL COMMENTS A 000

An entrance conference was conducted at
Mission Trails Baptist Hospital, 3333 Ressarch
Dr., San Antonlo, Texas 78235, an accradited
hospltal. In attendance were the Hospitals ' Risk
Manager, Hospitals ' Chief Nurslng Officer,
Director of Accreditation and the Hospitals Quality
Manager. The purpose of the survey (complaint
Investigation) and the survey process were
explained. An opportunity was provided for
gusstions and discussion.

A complaint Investigation was conducted per
Section 5100 (Investigation of Complaints for
Deemed Providers/Suppliers) of the State
Operations Manual (CMS Pub. 100-7), using the
Medicare/Medicaid Hospital Surveyars
Worksheet (Form CMS-1537), to determine
validity of the allegations within the complaint and
the hospital * 5 compliance with the requirements
at 42 CFR 482 (Condltions of Participation for
Hospitals).

Comiplaint Investigation TX00191820 was found
UNSUBSTANTIATED. No deficiencies were citad.

Compilaint Investigation TX00193289 was found
SUBSTANTIATED. No deficiencies clted.

- Found Substantiated for Nursing Services.
No deficiencies cited because before ongite
Department of State Health Services investigation
facility had taken immediate action. The facility
had already, investigated, defined cause of
deficiency, planned and implemented corrective
actlons to minimize chances of reoccurrence of
deficiency before onsite investigation, These
implementation which are sfili currently being
monitored were reviswed by investigator and

LABOHRATORY DIREC‘? ‘G PR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ‘ (X8} DATE

D25 D4 €0 (/o/ly

Any deﬂc{encyii:tem t ending with an asterisk {*) denotes a dsficiency which the institution may be excused from cotrecting providing it Is detenmined that

other safeguargs provige sufficlent protection to the patients, (See instructions.} Except for nursing homes, the findings stated above are disclosabie 90 days
following the date-ef-slirvey whather ot not a plan of cotrection is provided. For nursing homes, the above findings and plans of corrsction are disclosable 14
days following the date thesa documents ars méde available to the faqility. If defitiencies are cited, an approved plan of correctlon Is requisite to continued
program participation.

FORM CMS-2867(02-99) Pravious Varsions Obsolate Event ID; YH2011 Facfity ID: 810035 If continuation sheet Paga 1-0f 2
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FORM APPROVED

OMB NO. 0938-0391

found acceptabis,

Recommand faclity continue with Medicare
parficipation as agreed.

An exit conference was conducted at 8t. Luke ' s

Baptist Hospital, 7700 Floyd Curl Dr., San

Antonio, TX 78229 in the hospital ' s conference
room. . In attendance were the Baptist Health
Systems Regional Director of Risk Management,
The hospitals ' Risk Manager, and the Hospitals '
Chief Nursing Officer. The preliminary findings of

the survey and the next staps in the survey
process were explained. An opportunity was
provided for questions and discussion.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTTPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
C
450058 B, WING 04/30/2014
NAME (OF PROVIDER OR SUPPLIER STRERT ADDRESS, CITY, STATE, ZIP CODE
11 DALLAS STREET
APT
BAPTIST MEDICAL CENTER SAN ANTONIO, TX 78205
X4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {45}
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING tNFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
A 000 | Continued From page 1 A 000

FORM CMB-2667(02-99) Praviaus Varsions Obsolets

Event 105 YHZO11

Faclllty Iy 810036 If continuatlon sheet Page 2 of 2
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
111 DALLAS STREET
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(X4) D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORREGTION 1)
PREFIX (EAGH DEFICIENGY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEAENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
A Q00| INITIAL COMMENTS A 000

An entrance conference was conducted at
Misslon Trails Baptist Hospital, 3333 Research
Dr., San Antonio, Texas 78235, an accredited
hospital. In attendance were the Hogpitais ' Risk
Manager, Hospitals ' Chief Nursing Officer,
Director of Accreditation and the Hospitals Quality
‘Manager, The purpose of the survey (complaint
investigation) and the survey process were
explainad. An opportunity was provided for
questions and discussion.

A complaint investigation was conducted per
Section 5100 (Investigation of Complaints for
Deemed Providers/Suppliers) of the State
Operations Manual (CMS Pub. 100-7), using the
Medicare/Medicaid Hospltal Surveyors
Worksheet (Form CMS-1537), to determine
validity of the allegations within the complaint and
the hospital ' s compliance with the requirements
at 42 CFR 482 (Conditions of Participation for
Hospitals).

Complaint Investigation TX00191920 was found
UNSLBSTANTIATED, No deficiencies were cited.

Complaint investigation TX00193289 was found
SUBSTANTIATED. Na deficiencies clted.

- Found Substantiated for Nursing Services.
No deficiencies cited because before onsite
Department of Stats Haalth Services Investigation
facility had taken immediate action. The facility
had aiready, investigated, defined cause of
deflciency, planried and implemented corrective
actions to minimize chances of recccurrence of
deficisncy before onsite Investigation. These
implementation which are still currently being
monltored were reviewed by investigator and

LABORATORY DIRECTQR'$YOR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATUR TIMLE l {X0) DATE

ST - (6D (/0
Any daitcleng statedgent ending with an asterisk (*) denotes a daflslancy which tha Instllution may be excused from comrecling providing it ls determined that
other safeguards provide sufficient protection to the patlents. (Ses Instructions.) Except for nursing homes, the findings ststed above are disclosable 90 days
following the dik rvey whether or not a plan of corraction Is provided. For nursing homes, the above findings and plans of correction are disclosable. 14
days following the date these documents are mads avallable o the facility. If deflciencles ara clted, an approved plan of correction is requisite to continued

program participation.

FOAM CMS-2567(02-99) Pravious Versions Obsolele favent ID: YH20H Fagcility ID: 810036 If-contihuation sheet Page 10of2
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT QF DEFIGIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBEF: A BUILDING COMPLETED
G
450058 B, WING . . 04/30/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
111 DALLAS §TREET
BAPTIST MEDICAL CENTEH SAN ANTONIO, TX 78205
{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORFIECTION )
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREEIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
A 000 | Continued From page 1 A 000
found acceptable.
‘Recommend facility continue with Medicare
participation ag agreed.
An exit conference was conducted at St Luke 's
Raptist Hospital, 7700 Floyd Cur! Dr., San
Antonio, TX 78229 in the hospital ' 3 conference
room. . In attendance were the Baptist Health
Systems Regional Director of Risk Management,
The hospitals ' Risk Manager, and the Hospitals '
Chief Nursing Officer. The preliminary findings of
the survey and the next steps In the survey
process were explained. An oppottunity was
provided for questions and discussion.
FORM CMS-2667(02-99) Previous Versions Obsolete Bvent ID:YH2011 Fagillly 1D: 810025 if continuation shest Page 2072
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DEFICIENCY)
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An entrance confershce was conducted at North
East Baptist Hospltal, 8811 Village Dr., San
Antonio, Texas, 78217 an accredited hospital. In
attendance were the Hospitals ' Risk Manager,
Hogpitals * Chief Mursing Offlcer, Director of
Accreditation and Regicnal Risk Manager, The
purpose of the survey (complaint investigation)
and the survey process were explained, An
opportunity was provided for questions and
discussion.

A complaint Investigation was conducted per
Section 5100 (Investigation of Complaints for
Deemed Providers/Suppliers) of the State
Dperafions Manual (CMS Pub. 100-7), using the
Medicare/Medicaid Hospital Survayors
Warksheet (Form CMS-1537}, to determine
validity of the allegations within the complaint and
the hosplital ' s compliance with the requirements
at 42 CFR 482 (Gonditlons of Participation for
Hospitals).

Complaint Investigation TX00194156 was found
SUBSTANTIATED. No deficiencles were cited.

No deficiencies cited because before onsite
Department of State Health Services fhvestigation
facility had taken immediate action, The fagility
had already, investigated, defined cause of
defiolency, planned and implemented corrective
actions o minimize chances of reoccurrence of
deficiency before onsite investigation. These
implementation which are still currently being
monitored were reviewed by Investigator anid
found acceptable.

Recommend facility continue with Medicars

LABOHATOﬁY DIRECTOR'S P& PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATYRE TITLE [X6) DATE

<SRy _p- 3 (Sl

Any deflcieng)éé:tam t ending with ‘an asterisk (*) denotes a deficiency which the Institution may be excused from correcting providing ltis dotérmined that
3 provi

other safegs rovige sufticlent protection to the patients. (Sea instructiona.) Extept for nursing homas, the findings stated above are disclosable & days
following the da rvey whether of hot & plan of correction is provided, For nursing hotnes, the above findings and plans of cotraction are disolosable 14
days followlng the date these documents are made avallable to the facility. if deficiencles are cfted, ari approved plan of correction Is requisite to continued
program participation, ‘

FORM CMS-2567(02-89) Previaus Verslons Obsolsta Evenl ID:5GJI1 Facility ID: 810035 If continuatlon sheet Pags 1 of 2
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0938-0391
STATEMENT QF DEFICIENCIES X1y PROVIDER/SURPLIER/CLIA {¥2) MULTIPLE CONSTHUCTION {X8)} DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED

C
450058 B, WING , 3 05/30/2014
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE -
111 DALLAS STREET
BAPTIST MEDICAL CENTE
c TER SAN ANTONIO, TX 78205
(X4) tD SUMMARY STATEMENT OF DEFIGIENCIES D ) PROVIDEA'S PLAN OF CORREGTION (X6)
PREETX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PRERX {EACH CCRRECTIVE ACTION BHOULD BE COMPLETION
TAG REQUIATORY OR LSC IDENTTFYING INFORMATION}) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
A 000 | Continued From page 1 A Q00

participation as agreed,

An exit confarence was conducted at this facllity

In the hospital ' s conference room. . In
attendance were the Baptist Health Systems
Regional Director of Risk Management, The
hospitals * Risk Manager, and the Hospitals '

Chlef Nursing Officer. The preliminary findings of

the survey and the next steps in the survey
process were explained. An opportunity was
provided for questlons and discussion.

FORM CM5-2687(02-99) Previous Verglons Obsolete

Event [D:5GJi1

Faclilty 1D: 840036

if continualion sheet Page 2 of 2
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An entrance conference was conducted at
Baptist Medical Center of Ban Antonlo, an
accredited hospital. In attendance was the
hospital's Risk Manager and Director of Risk and
Quality Management. The purpose of the survey
{complaint investigation) and the survey process
were explained. An opportunity was provided for
guestions and discussion.

A complaint investigation was conducted pet
Section 5100 (Investigation of Complaints for
Deemed Providers/Suppllers) of the State
Operations Manual (CMS Pub. 100-7), using the
Medicare/Medicaid Hospital Surveyors
Worksheet (Form CMS-1537), to determine
validity of the allegations within the complaint and
the hospital's compliance with the requirements
at 42 CFR 482 (Conditions of Participation for
Hospltals).

TX00196017 was found substantiated with no
deficiencies.
TX00196019 was found unsubstantiated.

An exit conference was conducted. In attendance
was the hospital's Chief Executive Officer, Chisf
Nursing Officer, and Director of Risk and Quality
Management. The preliminary findings of the
survay and the next steps in the survey process
were explained. An apportunity was provided for
questions and discussion.

P -
LABORATORY Wﬁovmsmwmm HEPHES&NTATNE%NATURE TITLE (X8y DATE
s paJr -+ (D &S /4

Any deficlondy staterdent ending with an asterisk {*) denotes a deficlenoy which the Institutlon may be excused from carrecting providing It is determined that
oiher safegilards proviYe sufficlent protection to the patlents. {Sea instructions.) Except for hursing homes, the findings stated above are disclosable 90 days
following the of grvey whather or not a plan of correetian is pravided, For nursing homes, the above findings and plans of correction are disclosable 14
days following tha date these documents are made available o the facility. If deliciencies are cited, an approved plan of corvection Is raquisite to contlnued
program particlpation. :

FORM CM8-2567(02-88) Previous Verslons Obsolele Event I0:TJ7W11 Faeliity 10: 810035 If continuation sheet Page 1 of 1_
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The Commonwealth of Massachusetts
Executive Office of Health and Human Services
Department of Public Heaith
Division of Health Care Quality
99 Chauncy Street, 11t Floor, Boston, MA 02111
617-753-8000

DEVALL, PATRICK
GOVERNOR

TIMOTHY P. MURRAY
LIEUTENANT GOVERNOR

JOHN W, POLANOWICZ
SECRETARY

CHERYL BARTLETT
INTERIM COMMISSIONER

R’SK MAN\ T e e {
une 12, 2013 o MANAGEM .
Erik Wexler EQV\»““*“EQYI;Egﬁi?
President & CEO

ST VINCENT HOSPITAL

123 SUMMER STREET

WORCESTER, MA 01608

RE: Complaint #: 13-0084 - NOTIFICATION PLAN OF CORRECTION IS REQUIRED

Dear Mr. Wexler:

As a result of an on-site investigation conducted by the Department of Public
Health, Division of Health Care Quality (the Department), at ST VINCENT
HOSPITAL, the Department determined that deficiencies were found to exist. The
deficiencies were sent to the Centers for Medicare and Medicaid Services (CMS)
for their review and determination. CM3 has sent you the deficiencies stating
you are in compliance with the Medicare Conditions of Participation. Enclosed
is a copy of the complaint investigation findings from the survey and for your
information, a statement of deficiency is also enclosed.

providers found in compliance with the conditions of Participation will continue
to be "deemed" to meet applicable Federal Requirements based upon your
accreditation of Healthcare Organizations (Joint Commission) or other federally
approved accreditation organizations.

Under Federal disclosure rules, a copy of the findings of this survey may be
released to the public within sixty (60) days from the close of the survey.

State regulationsvrequire you to submit your plan of Correction (POC) to the

by e-mall, Usimg Chiiw sy ddress:

IS paremen
HcoComplaintPOCEMassMail.State.MA,US,

Jhe following must be obsgz ~sTbnitting your POC by email:

a Submit your POC as a .pdi document
o Title Lhe emall "Poe for [facility] - Survey Ending {date of survey)"

T Sk G- Blzalin
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INVESTIGATION REPORT

Reference # 13-0084

Facility: §T VINCENT HOSPITAL
1

123 SUMMER STREET Page
WORCESTER, MA, 01608

Date Raceived:

Date Investigated: R TR S
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HEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 06/1 0/%(?1%5
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
™ PLAN OF CORREGTION IDENTIFICATION NUMBER:

220176

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING COMPLETED

C

B. WING s 02/22/2013

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

ST VINCENT HOSPITAL 123 SUMMER STREET
WORCESTER, MA 01608

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

f
|

D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A 000| INITIAL COMMENTS

A CMS authorized Substantial Allegation Survey
(DPH Reference Number 13-0084) was
conducted on 2/20/13, 2/21/13 and 2/22/13 at:

Saint Vincent Hospital
123 Summer Street
Worcester, MA 01608

The following Conditions of Participation were
reviewed using a sample of 14 patients: Quality
Assessment/Performance Improvement (482.21),
Medical Staff {482.22) and Outpatient Services
(482.54).

A\1077| 482.54(a) INTEGRATION OF OUTPATIENT
SERVICES

Outpatient services must be appropriately
organized and integrated with inpatient services.

This Standard is not met as evidenced by:
Based on medical record review, interviews and
policy and procedure review, it was determined
that Hospital Outpatient Service practices were
not consistent with hospital-wide policies and
procedures in relation to:

1.) 1 of 2 oxygen administrations.

2.) the documentation of 4 of 8 intravenous (IV)
catheter insertions.

3.) the documentation of 5 of 8 IV catheter
removals.

4.) the documentation of patient status at the
conclusion of 3 of 8 outpatient visits.

Findings include:

1.) Patient #1 presented to the Non-Invasive
Cardiology Department for an outpatient
dobutamine stress echocardiogram (a DSE; a
stress test performed using ultrasound imaging

i
i

B

A 000"

A1077

[ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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

program paiticipatior.

FORM CMS-2567(02-99) Previous Versions Obsolete

Q3TMI11 If continuation sheet Page 1 of 4
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES e OMB NO. 0938-0391
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C
220176 B. WING 02/22/12013
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A1077| Continued From page 1 A1077 N

and the medication dobutamine to increase the
heart rate instead of exercise) on 10/18/12.

Patient #1's 10/18/12 Dobutamine Stress
Worksheet indicated his/her medical history
included chronic obstructive pulmonary disease,
high blood pressure, heart attack and atrial
fibriltation (an irregular heart rhythm).

The Surveyor interviewed Patient #1's
Cardiologist (Cardiologist #1) at 12:40 P.M.on |
2/20/13. Cardiologist #1 said Patient #1's medical
history also included cardiomyopathy (heart
muscle disease due to deficient blood/oxygen
supply) and congestive heart failure.

The Surveyor interviewed the arrhythmia
technician (tech) who escorted Patient #1 from
the Non-Invasive Cardiology Waiting Areatoa
DSE room on 10/18/12 at 11:50 A.M. on 2/20/13. -
The Arrhythmia Tech said Patient #1 seemed a
little winded walking to the DSE room. The
Arrhythmia Tech said she asked Patient #1 if
he/she was normaily winded and Patient #1
replied yes and indicated that he/she used
oxygen as needed. The Arrhythmia Tech said she
checked Patient #1's oxygen saturation level
(gives indication of the oxygen content of the
blood) and when she found it to be 85 or 86%
(normal is 98-100%, a level below 88% is critically
low and requires immediate patient assessment
and intervention), she applied nasal cannula :
oxygen at 2 liters/minute. The Arrhythmia Tech !
said she did not inform Patient #1's assigned
nurse or the DSE physician of Patient #1's
oxygen saturation level and her application of the
oxygen because Patient #1 said he/she used
oxygen at home.

i

|
[i
Patient #1's pre-oxygen administration oxygen i
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saturation level was not documented in his/her
Outpatient Record, dated 10/18/12,

The Hospital's Respiratory Care Services ]
Policy/Procedure titled "Oxygen Therapy"
indicated: 1.) oxygen is administered by physician
order, 2.) the physician order must include the
oxygen delivery device type and liter flow, 3.)
registered nurses (RNs) may start oxygen
ordered via nasal cannula or in emergency
situations via a non-rebreather (face mask), 4.)
the Respiratory Therapist or RN will review the
medical record and assess the patient prior to
administering the oxygen therapy and 5.} oxygen
therapy is discontinued by physician order or
protocol.

The 10/18/12 Dobutamine Stress Worksheet
indicated Patient #1 was on 2 liters of oxygen and
used oxygen as needed at home. The 10/18/12
Dobutamine Stress Worksheet and DSE :
electrocardiogram (ECG; a record of the electrical .
activity of the heart) indicated Patient #1's oxygen .

saturation level was within normal limits .
throughout the DSE. i

The Arrhythmia Tech said that approximately 10
minutes after the completion of the DSE, RN #1
discontinued Patient #1's IV and said Patient #1
could go home.

The 10/18/12 Dobutamine Stress Worksheet did
not indicate when Patient #1's IV or oxygen
therapy were discontinued or when Patient #1 left
the Non-Invasive Cardiology Department. There
was ho evidence Patient #1's oxygen saturation

level was evaluated following the discontinuation
of the oxygen therapy.

Cardiologist #1 said sometime between 6:00 and

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
“*10 PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
220176 B. WING — 02/22/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
ST VINCENT HOSPITAL 123 SUMMER STREET
WORCESTER, MA 01608
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)_
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
% | DEFICIENCY)
A1077| Continued From page 2 A1077 .

FORM CMS-2567(02-99) Previous Versions Obsoiete

Q3TM11

If continuation sheet Page 3 of 4



Printed: 06/1 O/%§%8

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
"I PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
220176 B. WING 02/22/2013
“NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ST VINCENT HOSPITAL 123 SUMMER STREET
WORCESTER, MA 01608
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION _ X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
A1077; Continued From page 3 A1077

7:00 P.M. on 10/18/12, Patient #1's Significant
Other telephoned and said that Patient #1 had
returned home from the DSE confused.

2.) The Hospital's Nursing Policy/Procedure titled
"Intravenous Therapy" indicated documentation
related to all intravenous catheter insertions is to
include the date, time, catheter size and site.

Four of 8 Outpatient Records of patients who had
IVs inserted during the period of 10/18/12 to
2/21/13 (Patients #1, #4, #5 and #6) did not
contain documentation regarding the IV insertion
time, catheter size or site. 1

3.) The Hospital's Nursing Policy/Procedure titled
"Intravenous Therapy" indicated documentation

related to IV removals is to include date, time and :
an assessment of the (former) catheter site. ;

Five of 8 Outpatient Records of patients who had
IVs removed during the period of 10/18/12 to
2/21/13 (Patients #1, #4, #5, #9 and #10) did not
contain documentation regarding the {V removal
time or an assessment of the (former} catheter
site.

4.) Three of 8 Outpatient Records of patients who
had outpatient procedures during the period of !
10/18/12 to 2/21/13 (Patients #1, #4 and #5) did |
not contain documentation regarding the patient's :
status at the conclusion of their visit.
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A1077 | 482.54(a) INTEGRATION OF A. All technologists and nurses that care

OUTPATIENT SERVICES

Oxygen administration without a
physician’s order.

for patients in the Non-Invasive
Cardiology Department were re-
educated that:

1) Oxygen is a prescribed
medication.

2) If a patientis on home
Oxygen upon arrival,
technologist may transfer to
wall oxygen at the same dose
so tank does not deplete
while having test.

3) For inpatients, ticket to ride
will document flow rate for
02- transfer to wall while the
test is being performed.

4) If a patient arrives on room
air and becomes short of
breath and requires oxygen-a
physician order must be
obtained by an RN.

5) If the oxygen is subsequently
discontinued during the same
encounter, then this must be
by physician order, and must
be followed by an
assessment of the patient's
condition and a room air
oxygen saturation
measurement, (see
Attachment 1)

B, Compliance with the above
raguirements will be measured by
audits. A total of 70 medical record
audits will be completed each month
with results brought back to staff and
reported to Cardiology Pl. This auditing
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will continue monthly until 4 months of
90% compliance is achieved. It will be
periodically monitored thereafter asa
standing item on Cardiology PI.

C. The Oxygen Therapy Policy will be
revised to clearly specify the above
provisions for outpatients who may
require oxygen therapy. (see
Attachment 2-presented to Medical
Executive Committee on 7/11/13)

D. Patient instruction letters will be
updated to include instructions for
patients on home 02 to bring their 02
tank in with them with sufficient oxygen
for travel. (ordered)

A1077

Appropriate assessment of patients
undergoing stress testing with
abnormal VS or other findings on
arrival

A. All technologists and nurses that
care for patients in the Non-Invasive
Cardiology Department were re-
educated that:

1) VS will be taken upon arrival,
including oxygen saturation for
any patient who is on oxygen
therapy at home/sending
facility.

2) If a technologist observes that a
patient is in respiratory distress
or having difficulty ambulating,
their vital signs are abnormal or
the patient has complaints of
pain or discomfort this will be
brought to the attention of the
RN/MD/NP/PA for further
clinical assessment. This
assessment will be documented
by the responding clinician. (see
Attachment 1)

B. Compliance with the above
requirements will be measured by
audits. Audits of the same 70 medical
record audits will be completed each
month with results brought back to staff
and reported to Cardiology PI. This
auditing will continue monthly until 4
months of 90% compliance is achieved.
It will be periodically monitored
thereafter as a standing item on

Cardiology PI. :
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A1077

Patient’s oxygen saturation level was
not evaluated following
discontinuation

All technologists and nurses that care
for patients in the Non-Invasive
Cardiology Department were re-
educated that:

If the oxygen is subsequently
discontinued during the same
encounter, then this must be by
physician order, and must be followed
by an assessment of the patient’s
condition and a room air oxygen
saturation measurement. (See 1) A, #5
above).

Pgtient must be back to baseline and
stable prior to leaving department.
(slee Attachment 1)

A1077

Documentation of IV site ihsertion,
discontinuation, and condition of
site.

All technologists and nurses that care
for patients in the Non-Invasive
Cardiology Department were re-
educated that the following must be
documented on each patient
receiving an IV for an exam/test:

e [Vinsertion: to include date,
time, size of catheter and site

¢ IV removal: to include date, time
and assessment of (former)
catheter site ‘

Cardiology Patient Care Flow Sheet
has been updated to prompt
documentation of the elements
above. (see Attachment 3)

Compliance with the above
requirements will be measured by
audits. Audits of the same 70 medical
record audits will be completed each
month with results brought back to staff
and reported to Cardiology PI. This
auditing will continue monthly until 4
manths of 90% compliance is achieved.
It will be periodically monitored
thereafter as a standing item on
Cardiology Pi.
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Non-Invasive Cardiology Corrective Action Plan for DPH citation received on 6/12/13.
A complaint was filed after a patient had a Dobutamine Stress Echo on 10/18/13.
An allegation of poor quality of care was determined valid because:

1. Patient was not provided with an appropriate clinical assessment:
Scheduled outpatient walked into department and appeared short of breath. Patient
stated that he was on 02 at home but left his tank in the car. Tech checked his 02 Sat
and put him on Oxygen.

¢ Techs usually have the initial encounter with patients in our department.
It is their role to prep the patient for testing . The baseline vital signs are
measured and recorded, the patient is interviewed and the test is
explained to the patients. If the tech observes that the patients is in
respiratory distress or having difficulty ambulating ; the vital signs are
abnormal or the patient has complaints of pain or discomfort this will be
brought to the attention of the RN/MD/NP/PA for further clinical
assessment. This assessment will be documented by the clinician.

2. Oxygen was administered without a physician order:

s Oxygen is a prescribed medication- If a patient is on Home Oxygen upon arrival,
tech may transfer to wall at the same dose so tank does not deplete while having
test. For inpatients, ticket to ride will document flow rate for O2- transfer to wall
while test being performed.

» |f a patient arrives on room air and becomes short of breath and requires
oxygen-a physician order must be obtained by RN.

¢ If oxygen is discontinued — must be a physician order and 02 sat documented on
room air.

3. Patient’s oxygen saturation level was not evaluated following discontinuation of the

oxygen therapy.

Patient was brought to his vehicle by tech while still on 02, He arrived to the
department on room air so he needed to be evaluated at room air again before his
oxygen could be stopped. He had oxygen in his car but chose not to use it.

e Vital signs (02 saturation, BP, HR) must be assessed pre/post procedure and

documented.
¢ Patient must he back to baseline and stable prior to leaving department

Policies to be revie ved:
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e Respiratory Care Services: Oxygen Therapy: Section D7
¢ Nursing Procedure Manual: Section B-10 IV Therapy

Dobutamine nursing flow sheet heing updated to document:

IV insertion: to include date, time, size of catheter and site
IV removal: to include date, time and assessment of

{former) catheter site

Timing of vitals
Patient’s status at conclusion of test

Re-education of techs in NIC by supervisor, Bridget Smith

Re-education of nursing in MSD by director, Erica Dodge

Re-education of mid-levels and Cardiology Fellows by Division Chief,

loseph Kirkpatrick, MD

Monthly audits to be performed by Bridget Smith- 70 charts to be reviewed using
audit tool that has been developed by Quality Mnt. These audits will be shared with staff on a
weekly basis at huddle and posted on huddle board in dept. The audits will be reported to
Cardiology Pl Committee on-going on a monthly basis.

Patient instruction letters will be updated to include instructions for patients on home 02 to
: bring their 02 tank in with them with sufficient oxygen for travel.
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Non-Invasive Cardiology Corrective Action Plan for DPH citation received on 6/12/13.
A complaint was filed after a patient had a Dobutamine Stress Echo on 10/18/13.
An allegation of poor quality of care was determined valid because:

1. Patient was not provided with an appropriate clinical assessment:
scheduled outpatient walked into department and appeared short of breath. Patient
stated that he was on 02 at home but left his tank in the car. Tech checked his 02 Sat
and put him on Oxygen.

e Techs usually have the initial encounter with patients in our department.
It is their role to prep the patient for testing . The baseline vital signs are
measured and recorded, the patient is interviewed and the test is
explained to the patients. If the tech observes that the patients is in
respiratory distress or having difficulty ambulating ; the vital signs are
abnormal or the patient has complaints of pain or discomfort this will be
brought to the attention of the RN/MD/NP/PA for further clinical
assessment. This assessment will be documented by the clinician.

2. Oxygenwas administered without a physician order:

e Oxygen is a prescribed medication- If a patient is on Home Oxygen upon arrival,
tech may transfer to wall at the same dose so tank does not deplete while having
test. For inpatients, ticket to ride will document flow rate for O2- transfer to wall
| while test being performed.

: e |f a patient arrives on room air and becomes short of breath and requires
oxygen-a physician order must be obtained by RN.
e If oxygen is discontinued — must be a physician order and 02 sat documented on
room air.

3. Patient’s oxygen saturation level was not evaluated following discontinuation of the
oxygen therapy.
Patient was brought to his vehicle by tech while still on 02. He arrived to the
department on room air so he needed to be evaluated at room air again before his
oxygen could be stopped. He had oxygen in his car but chose not to use it.

e Vital signs (O2 saturation, BP, HR) must be assessed pre/post procedure and

documented.
e Patient must be back to baseline and stable prior to leaving department

Policies to be reviewed:
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e Respiratory Care Services: Oxygen Therapy: Section D7
e Nursing Procedure Manual: Section B-10 IV Therapy

Dobutamine nursing flow sheet being updated to document:

IV insertion: to include date, time, size of catheter and site
IV removal: to include date, time and assessment of
(former) catheter site

Timing of vitals

Patient’s status at conclusion of test

Re-education of techs in NIC by supervisor, Bridget Smith

Re-education of nursing in MSD by director, Erica Dodge

Re-education of mid-levels and Cardiology Fellows by Division Chief,

Joseph Kirkpatrick, MD

Monthly audits to be performed by Bridget Smith- 70 charts to be reviewed using
audit tool that has been developed by Quality Mnt. These audits will be shared with staffon a
weekly basis at huddle and posted on huddle board in dept. The audits will be reported to
Cardiology Pl Committee on-going on a monthly basis.

Patient instruction letters will be updated to include instructions for patients on home 02 to
bring their 02 tank in with them with sufficient oxygen for travel.

1877



1878

A'ﬁ“ééfﬁ ment (;2

SAINT VINCENT HOSPITAL, INC. ADMINISTRATIVE POLICY MANUAL
WORCESTER, MASSACHUSETTS , Administration i
SUBJECT: _ Oxygen Therapy » NO.

POLICY:

A. Special precautions to prevent fire hazards due to the presence of an oxygen-enriched atmosphere will be
followed as directed in the Safety Manual, Policy # 1.5.10.

B. Oxygen is a prescribed medication and the Respiratory therapist/ RN is responsible to follow this
guideline when administering oxygen.

PURPOSE:

To assure the safe and effective use of oxygen therapy in both and inpatient anfi outpatient setting.

DEFINITIONS:

IMPLEMENTATION SAFETY:

1.
2.

3.
4.

5.

No Smoking signs will be posted in main oxygen storage arcas. Smoking is prohibited in all areas of the hospital.
Oxygen will not be used when there is a potential for ignition present. Examples include faulty electric outlets or
equipment, source of static electrical discharge, use of friction toys, smoking.

Oxygen will be stored separately from flammable gasses or liquids.

Portable oxygen cylinders shall be stored and handled as specified in the Safety Policy Manual #1.5.7 “Use and
Storage of Compressed Gases.”

Medical gas systems will be provided and maintained in compliance with applicable codes and standards as stated
in the Engineering and Facilities Policy Manual, #4.3 WMC (E.1, E.2, E.3).

IMPLEMENTATION INPATIENT:

1.

w

11.

When administering oxygen the Respiratory Therapist or RN will verify the physic‘ian order, which must include
device type and Liter Flow or FIO2.

Frequency of administration will be continuous unless otherwise directed by the physician’s order.

PRN oxygen orders will not be accepted. MD will be contacted for clarification.

On the hospital units the RN may start oxygen ordered via nasal cannula or in emergency situations via a non-re-
breather. The Respiratory Therapist must be called to assist with the set-up of all other oxygen administration
devices, including the non-rebreather. In special care areas (e.g. PACU) the nursing staff may set-up and use all
forms of oxygen administration devices for which they have been trained.

For inpatients, ticket to ride will document flow rate for O2- transfer to wall while the test is being performed.
The Respiratory Therapist or RN will review the medical record, identify and assess the patient and explain the
procedure prior to administering the oxygen therapy.

The Respiratory Therapist or RN will complete and document all patient education associated with oxygen
therapy using the standard format. ,

Documentation of oxygen use and relevant patient assessment will be completed on the Medical/Surgical Flow
Sheet. '

Oxygen Therapy may be discontinued by a written physician order or by protocol.

. The Registered Nurse will monitor and document oxygen levels on a regular basis. ‘They will inform the covering

Respiratory Therapist of any equipment or clinical problems associated with the oxygen therapy.
The Respiratory Therapist will monitor and maintain large volume nebulizers on a per shift basis. The nursing

teamn will also regularly monitor oxygen delivery by this device to assure that it is functioning propetly.

DATEISSUED: | SUPERSEDES DATE: NEW | Page1of1’
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SAINT VINCENT HOSPITAL, INC. ADMINISTRATIVE POLICY MANUAL
WORCESTER, MASSACHUSETTS B Administration
'SUBJECT:  Oxygen Therapy B o ) NO. B

IMPLEMENTATION OUTPATIENT:

1.

If a patient is on home Oxygen upon arrival for any outpatient testing, technologist/nurse may transfer to wall
oxygen at the same dose so tank does not deplete while having test.

2. Ifa patient arrives on room air and becomes short of breath and requires oxygen, a physicians order must be
obtained by an RN. A Rapid Response may be activated if necessary.

3. Ifatechnologist observes that a patient is in respiratory distress or their vital 51gns are abnormal or the patient
has complaints of pain or discomfort this will be brought to the attention of the RN/MD/NP/PA for further
clinical assessment. This assessment will be documented by the responding clinician.

4. If the oxygen is subsequently discontinued during the same encounter, then this must be by physician order,
and must be followed by an assessment of the patient’s condition and a room air oxygen saturation
measurement.

5. Patient must be stable prior to leaving department if proceeding to home or returning to another facility.

Written by: . , Date:
Issued by: , _ Date:
Approved by: _ __Date:

“DATE ISSUED: | _ SUPERSEDES DATE: NEW | Page 2 of 1
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SAINT VINCENT HOSPITAL, INC. ADMINISTRATIVE POLICY MANUAL
WORCESTER, MASSACHUSETTS Administration

SUBJECT: __ Oxygen Therapy ) NO. o
Approved by: ___Deate:

Approved by: - __Date:

Approved by: _ ___ Date:

Original Policy with Signatures on File in Administration

DATE ISSUED: |  SUPERSEDESDATE:NEW |  Page3of1
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Chandley, Kelly

From: Chandley, Kelly

Sent: Monday, July 15, 2013 5:18 PM

To: 'HCQComplaintPOC@massmail.state.ma.us'

Subject: POC for Saint Vincent Hospital Survey Ending 02.20.13-02.22.13

Attachments: POC for Saint Vincent Hospital Survey Ending 02.20.13-02.22.13.pdf
RE: Complaint # 13-0084- re: Survey 2/20 through 2/22/2013

To Whom It May Concern:

As requested, attached please find the Plan of Correction for the complaint named above. Auditing
results will be submitted when completed under separate cover.

If I can be of further assistance, please contact me at 508-363-6086.

Kelly Chandley

Director of Risk Management
508-363-6086

pg: 2356

fax: 2/5186

When writing or responding, please remember that e-mail, under certain circumstances, may be
discoverable or become public. This message (including any attachments) is confidential and intended
solely for the use of the individual or entity to whom it is addressed, and is protected by law. if you are not
the intended recipient, please delete the message (including any attachments) and notify the originator
that you received the message in error. Any disclosure, copying, or distribution of this message, or the
taking of any action based on it, is strictly prohibited. Any views expressed in this message are those of
the individual sender, except where the sender specifies and with authority, states them to be the views of

Vanguard Health Systems.

This footer also confirms that this email message has been scanned for the presence of computer viruses

7/15/2013
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Chandley, Kelly

From: POC, Complaint (DPH) [complaint.poc@staté.na.us)

Sent:  Monday, July 15, 2013 5:18 PM

To: Chandley, Kelly

Subject: Out of Office: POC for Saint Vincent Hospital Survey Ending 02.20.13-02.22.13

PLEASE DO NOT REPLY TO THIS EMAIL. THIS ACCOUNT HAS BEEN ESTABLISHED ONLY TO RECEIVE
PLANS OF CORRECTION.

Thank you for contacting the Department of Public Health, Division of Health Care Quality by email. If you have
submitted a scanned .pdf copy of your plan of correction, this auto reply will serve as confirmation that the

Department is in receipt of your plan.

If you have emailed a scanned plan of correction, please do not mail or fax another copy of your plan to the
Department.

The Department will review your plan for acceptance.

I there are questions or concerns regarding your plan as written, or additional information is required, a surveyor
will contact you directly.

If your plan is acceptable, surveyors will conduct a follow-up review either on-site or by means of record review to
ensure compliance. You will be notified of the Department's findings at some point after the date you have
alleged compliance, and once the Department has made a determination as to your compliance.

Please do not submit requests for Informal Dispute Resolution (IDR) to this email address. For information
regarding the IDR process for federal deficiencies for nursing homes please see!
hitp:/lwww.mass.gov/eohhsidocs/dph/quality/hca-circular-letters/idheg-1112554.0df

If you have any questions concerning your complaint survey results, please contact the Complaint Unit at 617-
753-8150.

If you have any questions concerning the processing of your plan of correction please contact Lee Berryman at
617-753-8164 or Angela McCarthy at 617-753-8154.

For all other matters, please contact the appropriate staff person with the Department, or visit the Division’s
website at: http://www.mass.gov/dph/dhcg. To reach the main operator for the Division of Health Care Quality,
please call 617-753-8000.

AGAIN, PLEASE DO NOT REPLY TO THIS EMAIL. THIS ACCOUNT HAS BEEN ESTABLISHED ONLY TO
RECEIVE PLANS OF CORRECTION.

7/15/2013
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| A State Licensure Complaint Survey was
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| Metrowest Medical Center
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Codespecified in42C.F.R.482.41(b), andany
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by:

A) Standard A-449: The patient's medical
record mustcontain information tojustify
admission and continued hospitalization, support
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and response to medications and services.
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Evaluation and Referral Service Crisis Warker #1 .
REGAROING THS

and #2, for one patient (Patient #1), were

documented in the medical record on 7/3/14 and
7/4/14.

Findings include:

ERS Crisis Worker #1 was interviewed by
telephone at 2:45 P.M. on 7/31/14. ERS Crisis _
Worker #1 said she requested an admission to
the CDU on 7/3/14 for the Patient. ERS Crisis
Worker #1 said she was told by an unidentified
CDU staff member that the Patient could not be
admitted to the CDU. ERS Crisis Worker #1 said
she reported that information to her Supervisor.

Review of the Patient's medical record on 7/31/14
and 8/4/14, indicated that the Patient arrived to
the Ermergéncy Depaitment at 4:30 PM.on .
7/3114, was seen by ERS Crisis Worker #1 and a
10 page evaluation form was completed.
However, the plan for the Patient was not
documented and the discussion with the Patient's
Parent was not documented. The medical record
review indicated that, on 7/5/14, the Patient was
transferred to Hospital #2 for a psychiatric
hospitalization.

During interview at 2:00 P.M. on 8/4/14, the
Director of the ERS sald she also participated in
the search for finding the Patient an in-patient
psychiatric bed.

During interview with ERS Crisis Worker #1 at
2:45 P.M. on 7/31/14, ERS Crisis Worker #1 said
if a patient was inthe ED more than 24 hours,
there should be a ERS re-evaluation of the
Patient.

During irterview with ERS Crisls Worker #2, ERS. |
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DNMC

DETROIT MEDICAL CENTER

Leon A. Coleman
Director

Corporate Regulatory & Governance
6071 West OQuter Drive

Lourdes Bldg., 7'" Floor

Detroit, Ml 48235

Phone: (313) 993-0317

Fax: {313) 745-7929

Email: lcoleman@dmec.org

August 5, 2013

Kathy Cotter

Michigan Department of Licensing and Regulatory Affairs
BHCS/Health Facilities Division

611 W. Ottawa, 1st floor

Lansing, Mi. 48909

Dear Ms. Cotter:

Attached please find the Children’s Hospital of Michigan ESRD Plan of Correction in
response to your letter dated July 25, 2013.

Should you have any questions regarding our responses, or require any changes in our
submission, please contact either myself or Stanton M. Beatty at our office phone
number listed above or via email.

Sincerely,

f
i

Léon A. Coleman
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. PRINTED 07/25/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
~ CENTERS FOR MEDICARE & MEDICAID SERVICES N OMB NO. 0938.0351
STATEMENT OF DEFICIENCIES (1Y) PROVIDER/SUPPLIERIGLIA (K24 MULTIPLE CONSTRUCTION [%3) DATE SURVEY
AND PLAN OF CORRECTION EENTIFICATION HUMBER Assens COVELETEL
B 232328 8 VARG et 07/10/2013
NAME OF PROVIDER OR SUPPLIZR STREET ADDRESS CITY. STATE 2i9 CODE
3950 BEAUBIEN BLVD
CHILDREN'S HOSPITAL OF MICHIGAN NN
DETROIT, M 48201
O SUMMARY STATEMENT OF DEFICIENCES 1o PROVIDER'S PLAN OF CORRECTION (EACH
PREFIK (EACH DERICIENSY MUST BE PRECEDED BY FULL PREFIX CORREGTIVE ACTION SHOULD BE CROSS:
TAG REGULATORY OR LSC IRENTIFYING tINFORMATIONY TAG REFERENCEDTO THE APPROPRIATE
DEFICIENTY)
V DOG | INITIAL COMMENTS V 000
Surveyor. 28273
State Facility 1D: 835620
Hemodialysis Stations: 11 (8+2 i1solation raoms).
expansion from 7 to 11 stations
in-center Hemodialysis Patients: 15
Home Peritoneal Dialysis Training Stations: 1
Home Peritoneal Dialysis Patients: 12
The purpose of this unannounced survey was for
re-certification, relocation and expansion The
Department of Licensing & Regulatory Afairs has
evalirated this facility and found the stated
deficiencies to be those federal cedification
requiremeants not in compltance on the dale(s)
indicated.
V 111 | 494.30 IC-SANITARY ENVIRONMENT v 111}Y111 Sanitary Environment
The dialysis facility must provide and menitor & Unif cleaning commenced during survey. All
sanitary environment lo minimize lhe nalient areas, including support rooms and
transmission of infectious agents within and common areas received thorough cleaning of
between the unil and any adjacent hospital or iters, dusting of items, and removal of lems;
other public areas. including thick dust and debris on window sills,
dirt and dust in storage cupboards, discarding
This STANDARD is nol met as evidenced by: clean linen bags on sink and garbage can. pink
Surveyor. 30988 substance on bottom of sink. discarding art
Based on observation and interview, the facility supplies and gown, floors in treatment area
failed to maintain a clean and sanitary discarding medication bollles, difl on hard drive,
environment, resuling in the polential fo spread dirl at nurses station. dirt on emergency cart, dirt
infectious agents to 15 patients served al the lon suction maching, dirt on supply cart, dirt on
facility. Findings include. nurses station shelves, dirt on floor of nurses
. . station, dirt on dnp iray, removal of bicarbonate
On 7/9/2013 at approximately 1100 during tour of ugs from soiled ulitity rooms, dust and debris on
the treatment area, thick dust and debris were equipment maintenance floor. removal of Kim
fo,”'fd gﬂda" ‘.‘J!H‘Idew 5“:", (sl:t!ons 1'2'3:4‘5'6&’)' Wipes on dialysis storage room floor, removal
gz:gen :lsatti\;sz 3:3;;1 slgst ?ségr;gi ;L;[éf;ﬁ;ifds iand changing of fransport cart. Daily momitoring
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PRINTED: 07/25/2&1%9 1

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
232328 B. WING 07M0/2013

NAME OF PROVIDER OR SUPPLIER

CHILDREN'S HOSPITAL OF MICHIGAN

STREET ADDRESS, CITY, STATE, ZIP CODE

3850 BEAUBIEN BLVD
DETROIT, Ml 48201

PROVIDER'S FLAN OF CORRECTION (EACH

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 111 | Confinued From page 1 v 111 [leg was developed, approved by the Medical

The foyer was found to have a sink that had two
open bags of clean linen piled on the edge of the
sink with the top of the garbage can laying on top
of the clean linen pite. The sink at station 2 had a
dried on pink substance covering the bottom of
the sink. A desk chair full of art supplies with a
ragged, worn cover gown over the back was
found in the isolation room {station 2). The floors,
throughout the treatment area were visibly dirty
with aceumulated dust and debris. A medication
bottle containing pills was found under the
treatment chair at station 6.

These findings were all ohserved with staff F on
7/9/2013 at approximately 1100 during the tour
who stated, "yes, | see the dirt and dust, the
housekeepers are supposed to clean after
treatments are completed.”

Surveyor: 27408

On 07/09/13 at approximately 0930 during the
initial tour of the dialysis treatment area, observed
that the following equipment had soiled surfaces:
the top of the computer hard drive, behind the
nurses' station, the top surface of the white
emergency cart, the suction machine stored on
top of the white emergency cart, the clean supply
cart, shelves behind the nurses' station, the floor
underneath the nurses' station, and the drip tray
under the alcohol-based hand hygiene station,
that was located across from the white
emergency cart.

On 07/09/13 at 0945 Staff D confirmed that the
"surfaces should be dusted, cleaned, and
monitored to ensure that facility policy and
procedures are being followed.”

Surveyor: 26222

On 719113 at approximately 1050 observed, that

Director and implemented. Unit environmental
cleanliness rounds were initiated 7/24/2013 and
re now completed daily by the Unit Manager
and building Environmental Services Supervisor.,
Areas of deficiency will be immediately
laddressed by the EVS Supervisor. Deficiencies
not immediately addressed will be escalated to
the Unit Director for resolution. Results of unit
rounding will be shared weekly with staff, unit
land EVS leadership, Medical Director and the
organization's Chief Operating Officer (CCO)
and President. Staff were re-educated at the
7/29/2013 staff meeting regarding the
importance of unit cleanliness, including storing
all supplies off the floor and reporting any
unsanitary issues or non-functioning equipment.
IThe Unit Manager is responsible for correction
and ongoing monitoring.

FORM CMS-2667(02-99) Previous Varsions Obsolsle

Event ID:TP22114

Facility 1D: 835620

if continuation sheet Page 2 of 26
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232328

{X2) MULTIPLE CONSTRUCTION
A. BUILDING L

B. WING

(X3) DATE SURVEY
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~ 07/10/2013

NAME OF PROVIDER OR SUPPLIER

CHILDREN'S HOSPITAL OF MICHIGAN

STREET ADDRESS, CITY, STATE, ZiP CODE
3950 BEAUBIEN BLVD

DETROIT, MI 48201

(X4) 10
PREFIX
TAG

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

[} PROVIDER'S PLAN OF CORRECTION (EACH (%5)
PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

vitd

Continued From page 2

bicarbonate jugs designated as "clean" are being
stored in room 2137 which was labeled "soiled
utility" with a biohazard symbol label on the door.
This room contained shelving for "clean” jugs,
directly adjacent to a bin labeled with a red
biohazard sign, contained used dialyzers and
blood lines. A trash can contained trash was also
stored adjacent fo the "clean” bicarbonate jug
storage shelving.

On 7/9/13 at approximately 1045 observed that
the chlorine test was being performed in a room
labeled "equipment maintenance”. There was
dust and debris accumulation observed on the
floor of this room.

Cn 7/9/13 at approximately 1055 boxes of
dialysate concentrations and boxes labeled "Kim
Wipes” (cleaning cloths impregnated with
cleaning solution) were observed stored directly
on the floor in the dialysis storage room.

On 7/9/13 at approximately 1145 the cart that
was used fo transport bicarbenate jugs at the end
of the treatment shift was observed to have
pieces of plastic missing, and cardboard taped to
the top of the cart covering where the plastic had
broken off. Dried white precipitate was observed
on the cardboard and plastic surfaces.

An interview on 7/9/13 at approximately 1050 with
staff #B8, who was accompanying on the tour,
confirmed that storage for “clean” bicarbonate
jugs to be stored in room, 2137 labeled "soiled
utility was inappropriate. Staff B also confirmed
that it was inappropriate to store soiled or
contaminaled patient care items adjacent to
the"glean" bicarbonate jugs.

Vitd

FORM CMS5-256567(02-89) Previous Versions Obsolete Event 1D TP22114

Facility 10 835620
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ] OMB NO. 0938-D391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SURPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
232328 B. WING 07/10/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3950 BEAUBIEN BLVD
CHILDREN'S HOSPITAL OF MICHIGAN
DETROIT, Mi 48201
(X&) 1D SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF GORRECTION (EACH (X8}
) PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
: TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 111 Continued From page 3 Vi1
On 7/913 at approximately 1055 interview with
staff #B, who was accompanying on the tour,
confirmed that the chlorine test was being
performed in a room where dust and debris have
accumulated.
On 7/9/13 at approximately 1145 interview with
staff #B, who was accompanying an the tour,
confirmed that "Kim Wipes" (cleaning cloths
impregnated with cleaning solution} were
observed stored directly on the floor in the
dialysis storage room.
On 7/8/13 at approximately 1145 interview with
staff #B confirmed the cart that is used to
transport bicarbonatie jugs at the end of the
treatment shift was observed to have pieces of
plastic missing, and cardboard taped to top of the
cart where the plastic had broken off and
contained dried white precipitate on the
cardboard and plastic surfaces.
V 113 | 494.30(a)(1) IC-WEAR GLOVES/HAND V 113V413 Wear Gioves/Hand Hygiene
HYGIENE Al staff re-educated at the 7/29/13 staff meeting
regarding hand hygiene and praper use of
Wear disposable gloves when caring for the personal protective equipment by the
patient or touching the patient's equipment at the organization's infection control practitioners.
dialysis station. Staff must rempve gloves. and Compliance will be audited daily by the Unit
wash hands between each patient or station. Manager/Designee. Audit tool will be developed
and implemented by 8/2/2013. Audit resuits will
be shared weekly with staff, Medical Director
This STANDARD is not met as evidenced by: and the qrganization‘s (.:hief Opera.ting Ofﬂce.r
Surveyor: 30988 and Presmfenh The Un!t Manager fs responsible
Based on observation, interview, and document or correction and ongoing menitoring.
review the facility failed to ensure proper use of
gloves and performance of hand hygiene,
resulting in the potential for the spread of
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infectious diseases fo all 15 patients receiving
in-center hemodialysis at the facility. Findings
include:

On 7/10/2013 at approximately 0730, during an
observation of accessing of a perm cath at station
3, the RN (staff N) was observed wrapping a
glove around the index finger of staff's N right
hand to silence the alarm on the treatment
machine instead of putting on the glove. Staff N
did not perform hand hygiene after sitencing the
alarm and continued to finish setting up a
treatment station.

In an interview on 7/10/13 at 0900 with staff N,
revealed "l know | am supposed to put the glove
completely on.”

On 7/10/13 at approximately 1145, a review of the
document titled "Hemuodialysis: Infection Control*
#CHM MOD IC 002 dated 2/20/09 states "4. a.
Gloves are worn when caring for the patient or
touching the patients equipment at the station
and are removed and hands cleansed ..."
Surveyor: 28273

On 07/10/2013 between 0730 and 0745, staff L
(RN) was observed initiating treatment with a
central venous catheter (CVC) for patient #2.
Staff L was obsetved handling the lines of the
CVC without gloves, then applied a pair of gloves
without performing hand hygiene and cleaned the
hubs of the CVC, removed the contaminated
gloves, and then again, without performing hand
hygiene applied a pair of sterile gloves and
proceeded to complete the initiation of the
treatment with the CVC.

The observations were completed on 07/10/2013
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between 0730 and 0745, with the Director of
Quality and Corporate Compliance (staff F) who
confirmed the findings. When queried about
hand hygiene she stated, "staff are supposed to
perform hand hygiene before putting on gloves
and after removing gloves. When asked about
handling the CVC lines without gloves staff F
replied “she should have had gloves on when
touching it."

494.30(a)(1)() IC-IF TO
STATION=DISP/DEDICATE OR DISINFECT

ltems taken into the dialysis station should either
be disposed of, dedicated for use only on a single
patient, or cleaned and disinfected before being
taken to a common clean area or used on
another patient.

-- Nondisposable items that cannot be cleaned
and disinfected (e.g., adhesive tape, cloth
covered blond pressure cuffs) should be
dedicated for use only on a single patient.

-- Unused medications {including multiple dose
vials containing diluents) or supplies (syringes,
alcohol swabs, etc.) taken ta the patient's station
should be used only for that patient and should
not be returned to a common clean area or used
on other patients.

This STANDARD is not met as evidenced by:
Surveyor: 28273
Based on observation and interview, the facility
failed to ensure that items placed/used at the
treatment station are disinfected before being
taken to a clean area resulting in the risk for
spread of infectious organisms to all 15 patients
receiving incenter hemodialysis treatments.
Findings include:

V11

V11

3

6[V116 Dispose/Dedicate/Disinfect

Unit Manager met with Infection control staff on
7/25/2013 and work flow process was revised fo
prevent patient clipboards from being moved
between clean and dirty areas. All staff educated
to the new process to prevent cross
contamination on 7/29/2013 at the unit staff
meeting. Education was provided by the
organization's infection control practitioners.
Compliance will be monitored by the Unit
Manager/Designee daily utilizing a newly
developed audit toof. Audit tool will be developed|
land implemented by 8/2/2013. Audit results will
be shared weekly with staff, unit leadership,
Medical Director the organization's Chief
Operating Officer and President. The Unit
Manager is responsible for correction and
ongoing monitoring.
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On 07/10/2013 between 0715 and 1000, staff L
was observed on the treatment floor providing
care for patients #8 and #10. All the treatment
stations contained a black cliphoard stored on the
top of the treatment machine. Staff L was
observed removing the clipboard from the top of
the treatment machine at station #8 without
gloves, took it over to the computer work station
and placed it down on the shelf without
disinfecting it. After staff L entered data into the
computer, staff L then returned the clipboard to
the top of the treatment machine af station #8.
Staff L was then observed carrying out the same
process for Station #10 taking the clipboard to the
same computer work station that she had used
for patient #8 and then returned it to station #10's
machine without disinfecting it.

After observing this practice from staff L,
observations were made of staff M and O, who
were all performing the task in the same manner
described above at other treatment stations.

On 07/10/2013 between 0715 and 1000, the
Director of Quality and Corporate Compliance
(staff F) was present during the observation of
both staff L and staff F and the Clinic Manager,
(staff A) was present during the observations of
both staff M and O. Staff A stated "we have
always done that, { don't think that anyone thinks
about taking it from the machine to the computer
and then back to the machine.” When staff A was
asked if the computer was considered clean or
dirty she stated "clean." When asked about the
treatment station, staff A stated that “the chair
and the machine are considered dirly areas."
494.40(a) CARBON ADSORP-MONITOR, TEST
FREQUENCY

V116
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6.2.5 Carbon adsorption: monitoring, testing freq
Testing for free chlorine, chloramine, or total
chlorine should be performed at the beginning of
each freatment day prior to patients Initiating
treatment and again prior to the beginning of each
patient shift. If there are no set patient shiits,
testing should be performed approximately every
4 hours.

Resuits of monitoring of free chlorine, chloramine,
or fotal chlorine should be recorded in a log
sheet,

Testing for free chlorine, chloramine, or total
chiorine can be accomplished using the
N.N-diethyl-p-phenylene-diamine (DPD) based
test kits or dip-and-read test strips. On-line
monitars can be used to measure chloramine
concentrations. Whichever test system is used, it
must have sufficient sensitivity and specificity to
resolve the maximum levels described in [AAMI]
4.1.1 (Table 1) [which is a maximum level of 0.1
mg/L}].

Samples should be drawn when the system has
been operating for at least 15 minutes. The
analysis should be performed on-site, since
chloramine levels will decrease if the sample is
not assayed promptly.

This STANDARD s not met as evidenced by:
Surveyor: 26222
Based on observation and interview, the facitity
failed to have the RO (reverse osmosis) system
running for at least fifteen minutes before properly
testing for free chlorine, chicramine or total
chlorine, and failed to ensure the person
responsible far testing had sufficient visual color

[Lo run RO water fine for 15 minutes prior to
ampling for free chloring, chioramine and fotal
chiarine. Current testing log amended to include
Istart and stop times for 15 minute water run.
Test strips were ordered and arrived on 08/05/13
for the samplings. All ESRD facilities
lengineering staff, and any other staff who test
for free chlorine, chloramineg ar total chiorine will
be color blindness tested. Staff C was tested for
color blindness upon hire and test results are
available as needed. Facilities Engineering is
responsible for monitoring and maintenance of
the log to ensure ongoing compliance.
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acuity to discern a failed test result, resuiting in
the potential for patient harm for 15 incenter
patients served. Findings include:

On 7/9/13 at approximately 1045 while observing
the chlorine test, staff C was asked how long the
RO system is operating in the morning prior to
testing. Staff C responded that the RO system
runs for "a couple of minutes," and upon further
clarification Staff C staled that "the system runs
approximately 5-7 minutes in the morning prior to
testing.”

On 7/9/13 at approximately 1045 during an
interview, staff C stated that he “has never been
tested for color blindness.”

V 226 | 494.40(a) MIX V 226\v226 DFU/Monitor/Log/Sanitize
SYS-DFU/MONITOR/PMILOG/SANITIZE

Staff re-educated 7/29/2013 by Unit Manager

5.4.4.1 Mixing systems: follow regarding manufacturer's instructions for
DFU/monitor/PM/log/sanitization preparing the bicarbonate solution. All staff were
If a concentrate mixing system is used, the trained on 7/28/2013 by Unit Manager in the use

preparer should follow the manufacturer's
instructions for mixing the powder with the correct
amount of water.

of the monitor and a log was developed (on what
date) to maintain records for mixing the solution.
Testing strips were delivered on 08/05/13 for
bicarbonate solution testing. pHoenix monitor
from Mesa Labs has been ordered. This
equipment monitors pH and conductivity of
bicarbonate solution. This process will begin as

Manufacturer's recommendations should be isoon as the equipment is delivered. Anticipated
followed regarding any preventive maintenance date of delivery 8/19/2013. Unit Manager will
and sanitization procedures. Records should be monitor completion of the logs.

maintained indicating the date, fime, person
performing the procedure, and resuits (if
applicable).

If a concentrate mixing system is used, the
number of bags or the weight of powder added
should be detetrnined and recorded.

6.4.1 Mixing systems:
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Systems for preparing sither bicarbonate or acid
concentrate from powder should be monitored
according to the manufacturer’s instructions.

This STANDARD is not met as evidenced by:
Surveyor: 26222

Based on interview, the facility failed to follow
manufacturer's instructions and maintain records
for mixing bicarbonate solutions resulting in the
potential for patient harm for 18 patients served
by the facility.

Findings include:

On 7/9/13 at approximately 1145 during an
interview with staff A, it was discovered that the
facility does not have a log for mixing bicarbonate
solutions. Staff A stated that "the Medical
Assistant (MA) mixes the bicarbonate in individual
jugs in the mornings, prior to the treatment shift.”
Staff A stated that "the MA brings the jugs from
the storage shelf (located in soiled utility reom
2137) and brings them over o the room used for
bicarb mixing." Staff A stated "the powder from
the individual packet is put into the jug, the jug is
filled up with RO (reverse osmosis) water and
then the jug is placed at the treatment station.”
When asked if there was a log used to record
each jugs' concentration after this process, staff
A confirmed that there are "no records kept for
this process.” When asked if the MA tests the
solution after mixing to determine if it was mixed
to the proper concentration, staff A responded
that "the bicarbonate solution is not tested."
Directions for use on the front of the bicarhonate
powder bag state to “analyze the concentration
prior to use.”

494.40(a) BICARB JUGS RINSED

V226

V 243|yv243 Bicarb Jugs Rinsed Daily/Stored Dry
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6.5 Concentrate distribution: bicarb jugs rinsed
daily/stored dry

Bicarbonate concentrate jugs should be rinsed
with treated water and stored inverted at the end
of each treatment day. Pick-up fubes should also
be rinsed with treated water and allowed to air dry
at the end of each treatment day.

This STANDARD is not met as evidenced by:
Surveyor: 26222

Based on observation and interview the facility
failed to properly rinse and store the bicarbgnate

jugs in a clean area resulting in the potential
transmission of infectious agents among the 15
incenter patients served. Findings include;

On 7/9/13 at approximately 1150, based on
interview with Staff A, it was discovered that
bicarbonate jugs are rinsed in the room marked
"Soiled Utility” room 2137 and then stored on the
deslgnated shelving within that room. On 7/9/13
at approximately 1150, it was observed that
Room 2137 does not contain RO water supply
but only municipal water in the faucet of the
two-compartment sink. Staff A confirmed that
jugs are rinsed in the two-compartment stainless
steel sink, located in this room.

V 402 | 494.60(a)
PE-BUILDING-CONSTRUCT/MAINTAIN FOR
SAFETY

The building in which dialysis services are
furnished must be constructed and maintained to
ensure the safety of the patients, the staff and the
public.

v 243 (Bicarbonate are no longer stored in the soiled
utility room after being rinsed. A room has been
converted and will be used as a clean utility
room for rinsing and storing of the bicarbonate
fugs with a RO line in the room. This will begin
83/2/2013. All staff involved in the new process
were educated by the Unit Manager on 7/29/13.
Compliance with storage of the bicarbonate jugs
be audited daily by the Unit Manager/Designee
tand shared with staff, unit leadership, Medical
Director, the arganization's Chief Operating
Officer and President.

Director of Facilities will install an RO water line
in a permanent room where the bicarbonate
jugs will be cleaned. Installation will be
completed by 8/19/2013. The Unit Manager is
responsible for carrection and ongoing
monitoring.

V402 Building Constructed for Safety
V 402|Drywall patched and painted. Completed

7/30/2013

Hand held sprayer with shut off valve removed
and replaced with hand held shower type
sprayer without shut off. Completed 7/28/2013.
An indirect waste or air gap will be installed on
the drain line for the ice machine prior to the
sewer line at the hand sink
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This STANDARD is not met as evidenced by:
Surveyor: 26222

Based on observation and interview the facility

failed to maintain a safe environment for all 15
incenter patients resulting in the risk for poor
patient outcomes.

Findings include:

Cn 7/0/13 at approximately 1030 the drain line for
the ice machine was observed directly connected
to the sewer line at the adjacent hand sink drain.
On 7/9/13 at approximately 1030, this was
confirmed by staff B

On 7/9/13 at approximately 1020, holes in the
drywall were observed on the headwall of patient
treatment stations where previous sharps
containers had been removed. On 7/9/13 at
approximately 1020, the holes were confirmed by
staff B.

On 7/9/13 at approximately 1050, the handheld
sprayer at the soiled utility sink was observed to
have a shut off vaive. This shut off valve is
located downstream from the atmospheric
vacuum breaker. On 7/9/13 at approximately
1050, the location of the shut off valve was
confirmed by staff B.

404 .60(d)(1) PE-ER PREP
STAFF-INITIAL/ANNUAL/INFORM PTS

The dialysis facility must provite approptiate
training and orientation in emergency
preparedness to the staff. Staff training must be
provided and evaluated at least annually and
include the following:

(i} Ensuring that staff can demonstrate a

v 402

V 409

. This work will be completed by 8/15/2013.
Responsible person is the Director of Facilities

V409 Emergency Preparedness

Alt staff receive education regarding emergency
codes upon hire. This training is provided by the
organization's Safety Director. Additionally, all
unit staff will be trained by 08/09/12 by Unit
Manager and Safety Officerin
emergency/disaster procedures specific to the
dialysis unit and its patient population. A unit
Ispeciﬁc emergency
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V 409 | Continued From page 12 v 4polpreparedness plan will be developed by
knowledge of emergency procedures, including D8/09/13. jﬂ?ls plan will include a description of
informing patients of- patient training on: what to do, where to go in the]
(A) What to do; event of an evacuation, whom to contact if an
{B) Where to go, including instructions for emergency occurs when the patient is not in the
occasions when the geographic area of the facility, and how o disconnect themselves from
dialysis facility must be evacuated; the dialysis machine if an emergency occurs.
{C) Whom to contact if an emergency ocours Evacuation training with the use of the Stryker
while the patient is not in the dialysis facifity. This Evacuation Chair will be completed.
contact information must include an alternate Additionally, all staff will be trained regarding
emergency phone number for the facility for their individual role in the evacuation process.
instances when the dialysis facility is unable to Current staff training will be completed by
receive phone calls due to an emergency 08/09/13. This training will also take place for all
situation (unfess the facility has the ability to new employees upon hire and for all staff
forward calls to a working phone number under annually thereafter. Training will be provided by
such emergency conditions); and ‘ the Safety Director and Unit Manager.
((ji?)ch_)w to d;_ls_co'j';'e‘:t themselves from the Evacuation drills will be performed at least
alysis machine It an emergency oceurs. annually and will be documented. The
This STANDARD is not met as evidenced by: educatcoq plan Yvas r«'ewewed with and.approved
. by the unit Medical Director. The Medical
! Surveyor: 30988 Director. Unit M d Chief O i
} Based on interview the facility failed to provide O'frfec or, Lni ,a"*{%fr-fa" et per_"(‘j'"g
._‘ appropriate fraining and orientation in emergency icer are responsible for corraction an
preparedness to all staff resulting in the potential ongoing monitoring.
for patient harm for all 15 incenter patients in an
emergency situation. Findings include:
On 7/10/2013 at approximately 0930 during
interview of staff H, and at approximately 1015
during interview of staff |, when asked what they
had been taught about their role in emergency
preparedness, both staif H & | were unable to
define their roles in the event of a disaster.
V 520 | 494.80(d)(2) PA-FREQUENCY V 520[V520 Plan of Care for unstable patient
REASSESSMENT-UNSTABLE Q MO The Pediatric Dialysis Patient Plan of Care
policy and the Unstable Dialysis Patient policy
In accordance with the standards specified in have been reviewed and ravised to include
paragraphs (a)(1) through (a)(13) of this section, verbiage specifically related to monthly revision
a comprehensive reassessment of each patient of plan of care for unstable patients.
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and a revision of the plan of care must be
conducted-

At least monthly for unstable patients including,
but not limited to, patients with the following:

(i) Extended or frequent hospitalizations;

(ii) Marked deterioration in health status;

(iiiy Significant change in psychosocial needs; or
{iv) Concurrent poor nutritional status,
unmanaged anemia and inadequate dialysis.

This STANDARD is not met as evidenced by:
Surveyor: 27408

Based on document review and interview, it was
determined that the facility failed to ensure the
interdisciplinary team developed an individualized
comprehensive reassessment of all unstable
patient needs for 2 of 2 unstable records
reviewed (patient #2 and #3). Findings include; On
07/09/13 at 1145 during the medical record review
the following was confirmed: patient # 2 was
hospitalized from May 3rd to May 22nd, 2013 (17
days), and again from May 28th to June 7th,
2013 (10 days). Upon discharge from the
hospital, the patient resumed care at the ESRD
facility on 06/10/13. According to the documents
titted “Nephrology-Dialysis HD Clinic," the
physician stated that the patient was "unstable "
on 06/14/13. The physician also documented on
the "Nephrology-Dialysis HD Clinic" visits for
03/1113, 04/03/13, and 05/24/13, that the patient
was also deemed as "unstable,”

The last "Comprehensive Multidisciplinary
Patient Assessment/Care Plan” that was
completed for patient #2 was on "11/16/12."

Policy Reviewed and revised on 7/19/2013 and
will be approved by Medical Director. Unit
Manager will obtain approval of Division Chief by|
B/5/12(H3. All staff was educated regarding
completion of a monthly revision of the plan of
care for unstable patients; including but not
limited o extended or frequent hospitalizations,
marked deterioration in health status, significant

change in psychosocial needs, poor nutritional
status, unmanaged anemia and inadequate
dialysis. Unit staff was educated by the Unit
Manager and physician staff by the unit Medical
Director. All education to be completed by
08/124/13. Staff nurses will audit medical records
weekly for compliance beginning 8/6/2013, Audit
results will be shared monthly with unit staff,
leadership, Medical Director and Chief Operating
Officer. The Medical Director, Unit Manager, and
Chief Operating Officer are responsibie for
correction and ongoing monitoring.
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On 07/10/13 at 1130, a review of the policy titled
"Pediatric Dialysis Patient Plan of Care” number:
CHM MOD PC 005, with an effective date of
02/20/09, revealed that under Provisions, #6, "A
comprehensive reagsessment of each patient
with a revision of the plan of care will be
conducted annually and prn (as needed) for
stable patients and at least monthly for unstable
(patients})."
On 07/10/13 at 1000, these findings were
confirmed with Staff A.
Surveyor; 30988
On 7/10/13 at approximately 1100, document
review for patient #3 revealed that patient #3 was
identified as unstable on "2/13/2013" in the
document titled "plan of care". There was ne plan
of care completed for patient # 3 in March 2013.
The next plan of care found was dated "4/13/13"
where the patient was made stable.
On 07/10/13 at 1150, interview of staff A reveated
“there are no additional plans of care (for patient
#3)." V642 Interdisciplinary POC
V 542 | 494.90{z) POC-IDT DEVELOPS PLAN OF CARE V 542{Dietician re-educated regarding presence at,
participation in, and documentation after
The interdisciplin.ary team must develop a plan of multidisciplinary care planning meetings on
care for each patient. 7/11/2013 by the Unit Nurse Manager.
. . , ) Completion of the Nutrition section and the
Ts::?v Sg;ﬁ:'?g;g Is not met as evidenced by: Pediatric Plan of Care by the Multidisciplinary
Based on‘rec ord review, interview and policy Team will be audited monthly. Audit results will
- ! be shared monthly with staff, unit leadership,
review, the fadility failed to ensure that all Medical Director, and the organization's Chief
members of the Interdisciplinary Team (IDT) were . i r9aniz:
involved in the development of the Pediatric Plan Operating Ofﬁcer.' The Medfcal Director, Unit
of Care (PPOC) for 1 of 2 (patient #5) home Manager, and Chief Operating Officer are
patients reviewed, resulting in the potential for r espgngble for correction and ongoing
monitoring.
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poor patient outcomes and unmet patient needs
for the twelve patients being served by the facility.
Findings include:

On 07/09/2013 at 1130, review of the medical
record for patient #5 revealed a PRPOC for the
patient dated 09/26/2012. The PPOC lacked
documentation by the dietician in the entire
section titled "nutrition",

On 07/09/2013 at 1500, the lack of findings in the
PPOC was confirmed and discussed with staff A
and staff G. When staff A was queried about the
lack of documentation she stated "we have some
issues in the area of nutrition.”

On 07/10/2013 at 1100, during an inferview with
staff [, discussion tock place about the lack of
documentation in the nufritional section of the
PPOC. When queried, staff | did not give an
explanation of why the documentation was not
completed.

A review on 07/10/2013 at 1145, of the "DMC
Children's Hospital of Michigan" policy number
CHM MOD PC 001, effective date 01/17/20089,
revealed on page &:

“K. PPQC Completion (Pediatric Plan of Care) 1.
The PPOC will be completed by members of the
IDT including the patient and/or patient family if
desired by the patient or the patient's family

member."
V 658 | 484.90(b)(1) POC-COMPLETED/SIGNEDBY V 566([V556 POC Signed by All Members of the
IDT&PT Team
All staff were re-educated by the Unit Manager
The patient's plan of care must- during the 7/29/2013 staff meeting regarding the
(i) Be completed by the interdisciplinary team, importance of signing, dating and timing all
including the patient if the patient desires; and medical record entries, including the plan of
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V 556 | Continued From page 16 v 55g(care and muitidisciplinary patient assessment,
i aned by the t bers. including the ncluding signatures of the patient care giver. A
(i) Be signed by the team members, including the edical record audit specific to the dialysis unit
patient or the patient's designes; or, if the patient as created 7/22/2013. Staff nurses will audit
chooses not to sign the plan of care, this choice medical records weekly for compliance
must be documented on the plan of care, along beginning 8/5/2013. Audit results will be shared
with the reason the signature was not provided. monthly with unit staff and leadership, Medical

Director and Chief Operating Officer. The
Medical Director and Unit Manager are
This STANDARD is not met as evidenced by: responsible for carrection and ongoing
Surveyor: 27408 monitoring.
Based on record review and interview, the facility
failed to document that all the members of the
comprehensive interdisciplinary team (IDT) met
together to discuss and review all aspects of the
patient's care plan in 1 of 2 peritoneal patient
charis reviewed, and 4 of 5 in-center
hemodialysis patient charts reviewed, for a total
of 5 of 7 patients charts (#2, #3, #5 #6, and #7).
Findings include:
On 07/10/13 at 1100 during document review of
the plan of care and the comprehensive
multidisciplinary patient assessment for patient
#2, it was determined that the pian of care was
not signed by all members of the interdisciplinary
treatment team, (only the physician and the social
worker signatures were completed).
On 07/10M13 at 1015 these findings were
confirmed by Staff A.
Surveyor: 30988
On 7110113 at approximately 1200 during
document review, the plans of care and the
comprehensive multidisciplinary patient
assessment for patients #3, 6, and 7 were not
signed by all members of the Interdisciplinary
treatment team.

Interview of staff A on 7/10/13 at approximately
4200 revealed "the staff get busy and forget to
sign.”
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Continued From page 17

Surveyor: 28273

On 07/09/2013 at 1400, review of the medical
record for a pediatric home peritoneal dialysis
patient (patient #5), revealed three pediatric plans
of care (PPOC) for patient #5 all lacking complete
signatures and dates of the IDT members and
lacked a signature and date for the Care Giver on
twa of the three documents.

The PPOC for August9, 2011, lacked signatures
and dates for the Dietician, Social Worker and
Patient Care Giver.

The PPOC for September 13, 2011 lacked
signatures and dates for the Dietician, the Social
Worker and the Patient Care Giver.

The PPOC for September 26, 2012 lacked a
signature and date for the Dietician.

The above findings were all confirmed and
discussed with staff A, (Clinic Manager) on
07/09/2013 at 1500, who stated "we have some
issues in the area of nutrition."

494.110 CFC-QAPI

This CONDITION is not met as evidenced by:
Surveyor: 28273
Based on document review and interview the
facility failed to comply with the Condition of
Quality Assessment Performance Improvement in
the areas of aggregated data, developed plans
for improvement of care, monitored outcomes of
improvement plans and prioritized plans for
performance improvement resulting in the
potential for poor patient outcomes and ongoing
unmet patient care goals for all 27 patients
receiving services from the facility. Findings
include: (See individual tag citations)

V 556

V 625[v625 QAP! Program

The unit Medical Director & Unit Manager will
develop a QAPI plan specific to the dialysis
department by 08/24/13. The plan will identify
program goails, mefrics, auditing and trending
methods, reporting structure. Medical Director
and Chief Operating Officer will implement a
quality assurance and performance
improvement program by 08/24/13 that
encompasses, at a minimunt: aggregated data
refated to quality indicators, plans for
improvement of care and monitoring outcomes
of such plans, and priaritizing plans for
improvement based on potential severity,
including monitoring indicators to ensure
improved health outcomes, quality indicators
that reftect performance components, monitoring
of medical injuries and errors, monitoring and
tracking of grievances and
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V625| Continued From page 18 V 625 patient satisfaction, monitoring and prioritizing of
performance improvement. The unit Medical
(V-627) Failure to have ongoing program Director will lead the monthly unit
monitoring indicators to ensure improved health muiltidisciplinary Quality Council. The newly
outcomes created Dialysis QAP| Dashboard will be
g . N iewed al each Quality Council meeting and
(V-628) Failure to menitor quality indicators that reviewed at & .
reflect performance components performance impravement plans will be
. . OPTI [developed by the team as needs are identified.
(V-634) Failure to monitor medical injuries and P y
errars.
{V-636) Failure to monitor and track grievances
and use patient satisfaction surveys.
(V-638) Failure {o monitor performance
improvement.
(v-639) Failure to prioritize performance
improvement activities.
V 627 | 494.110(a)}(1) QAPI-ONGOQING,;USES

INDICATORS=IMPROVEMENT

The program must include, but not be limited to,
an ongoing program that achieves measurable
improvement in health outcomes and reduction of
medical errors by using indicators or performance
measures associated with improved health
outcomes and with the identification and
reduction of medical errors.

This STANDARD is not met as evidenced by:
Surveyor; 28273
Based on quality meeting review and interview,
the facility failed to show evidence of an ongoing
program that continuously monitors indicators,
trends outcomes and develops an improvement
plan when needed, resulting in the fack of
identification of quality improvement
opportunities. Findings include:

On 07/09/2013 at 1130 during review of the
quality documents labeled "quality meeting
minutes” no evidence of performance measures

V627lyg27 QAPI Ongoing QAPI Program

The Hospita! will ensure that the QAPI program
includes, but is not limited to, an ongoing
program that achieves measurable improvement
i health outcomes and reduction of medica
errors by using indicators or performanc
measures associated with improved healt
outcomes and with the identification an
reduction of medical errors. Minutes of th
monthly muitidisciplinary Quality Council wil
reflect review of performance measures,
aggregate and trended data, deveiopment of
action plans to address areas not meeting goals,
and monitoring of any action plans currently in
place, and development of improvement plans|
when the data indicates that they are needed for
improvement of patient care. This review will b
made standing agenda item beginning at th
August, 2013 Quality Councll meeting. The
Medical Director and Chief Operating Officer ig
responsible for comection and ongoing
monitoring.
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V 627 | Continued From page 19 V827

(health outcomes - physical and mental
functioning, and pafient survival) were
documented or monitared and when indicated
developed an improvement plan to improve
heaith outcomes and reduce medical errors. A
review of the two quality documents labeled
"quality meeting minutes," provided by staff A
(one each dated January 24, 2013 and June 11,
2013), revealed that the Quality Commiitea did
review some quality indicators but failed to
aggregate and trend data outcomes and develop
“action plans to improve those outcomes.

0On 07/10/2013 at 1315 during interview with staff
A, when queried about quality indicators, trending
outcomes and action plans she stated: "When we
have a quality meeting we discuss things that
need to be looked at." When asked to see the
data in regards to {rending and action pfans taken
to improve outcomes, staff A was unable to

produce the data.

V 6281 494.110(a)(2) V 628[v628 QAPI Quality Indicator Tracking
QAPI-MEASURE/ANALYZE/TRACK QUAL
INDICATORS The Hospital will ensure the dialysis faciiity

measures, analyzes, and tracks quality

The dialysis facility must measure, analyze, and indicators or other aspects of performance that
track quality indicators or other aspects of the facility adopts or develops that reflect
perfol‘mance that the facility adopls Or.develops processes of care and fac“ﬁy Qperations'
that reflect processes of care and facility Specifically, a Dialysis QAP Dashboard was
operations. These performance components developed which includes all required quality

must influence or relate to the desired outcomes

indicators, and monitoring of, assessment and
or be the outcomes themselves.

improvement of care, medical injuries/errors,
patient satisfaction and grievance intervention,
infection control compliance, prioritize
improvernent activities, organizational goals,
monthly tracking of aggregate data with progress|
toward goals of influencing desired patient
outcomes. This "sriapshot" of 12 months of data

This STANDARD is not met as evidenced by:
Surveyor; 28273

Based on document review and interview, the
facility failed to monitor all aspects of the End
Stage Renal Disease (ESRD) program by
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Continued From page 20

tracking and keeping current, their monitoring
logs of the assessment and improvement of care
in the facility, resulting in the potential for
missed/un-identified opportunities for
improvement related to medical injuries/errors,
patient satisfaction & grievance intervention and
infection control compliance. Findings include:

On 07/10/2013 at 1130 a review of the
documentation titied "quality meeting minutes”
and tracking documentation revealed that the
facility did not keep complete and up- to- date
logs for analyzing and tracking quality indicators
fo influence desired patient outcomes. Review of
the logs for tracking quality indicators, provided
by the Clinic Manager (staff A) revealed that the
documentation did not address medical
injuries/errors or patient satisfaction/grievances,
and did not prioritize improvement aclivities.

The document titled "quality meeting minutes” for
01/24/2013 lacked data regarding infection rates
and dialysis adequacy. The quality meeting
minutes dated 05/30/2013 contained only
documentation regarding "Reviewing water
quality and dialysate quality ESRD conditions for
coverage.”

On 07/10/2013 at 1315, the content of meeting
minutes and tracking fogs were discussed and
confirmed with the Clinic Manager (staff A).
During the interview on 07/10/2013 at 1315, a
review of the tracking log titled "Hemodialysis
Infection Rates-2013" revealed a lack of
documentation (data) for May and June. The log
for “Home PD Infection Rates-2013" also lacked
data for May 2013 and June 2013. The Clinic
Manager (staff A) stated "l just have not plugged

V 628 X
Ellows easy review of progress or lack thereolr

nd facilitates the creation of timely action plans.
iThe dashboard was created 7/29/2013, and waj
implemented 8/1/2013. Responsible persons ar

the Medical Director and the Chief Operating
Officer.
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V 628 | Continued From page 21 vV 628
in the numbers yet."
V 634 | 494.110(a)(2){vi) QAP-INDICATOR-MEDICAL V 634v634 QAPI
INJURIES/ERRORS
Tracking for Medical injuries/errors and machine
The program must include, but not be limited to, errors is accomplished in the organization's
the folfowing: electronic reporting program. Beginning
(vi) Medical injuries and medical errors 8/1/2013, monthly reports will be run and the
identification resulting data will be included on the Dialysis
) QAPI dashboard and reported at the Dialysis
Quality Council. The Medical Director, Unit
. to . Manager and Chief Operating Officer are
This STANDARD is not met as evidenced by: responsible for correction and ongoing
Surveyor: 28273 monitoring.
Based on document review and interview, the
facility failed to include variance data for medical
injuries and medical error reporting in the Quality
Assessment Performance Improvement (QAPH)
Program minutes discussion resulting in the
potential for missed opportunities for
improvement of patient care for all 27 patients
served by the facility. Findings include:
On 07/10/2013 at 1315, interview and review of
the tracking logs and quality meeting minutes with
the Clinic Manager (staff A), revealed that there
was no tracking completed in 2013 for either
medical errors or machine errors. When queried,
the Clinic Manager stated "we have not had any
reported, so we don't put anything in the minutes
aboutit.”
V 636 | 494.110(a)(2)(vill) QAPI-INDICATOR-PT SATIS V 636\v636 QAPI
& GRIEVANCES
Beginning 8/1/2013, a monthly report of patient
The program must include, but not be limited to, grievances will be provided and reported on the
the following: Dialysis QAPI Dashboard at the Dialysis Quality
(viii) Patient satisfaction and grievances. Cogncil. The'Medical Director, Unit Manager and
Chief Operating Officer are responsible for
correction and ongoing monitoring.
This STANDARD is not met as evidenced by:
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DEFICIENCY)
V 636 | Continued From page 22 V 836(The Unit Manager and Manager of the
Surveyor: 28273 organization’s Patient & Family Relations
Based on document review and interview, the department are currently creating a satisfaction
facility failed to include variance data for patient tuxzy f°i'|'| ?}E'é‘i:rs‘ F}::ga;:nmgtﬁggieﬁie?t‘)e
satisfaction and patient grievance reports in th urvey wi p el ¥
Quality Assessm%nl Per?ormance lmF;)rouemL; 08/24/13, Survey resuits will be reported on the
(QAPI) Program resulting in the potential for Dialysis QAPI Dashboard and reported at the
) o - , Dialysis Quality Council monthly. The Medical
missed opportunities for improvement of patient Director and Unit Manager are responsible for
care for all 27 patients served by the facility. orrection and ongoing monitoring.
Findings include:
On 07/10/2013 at 1315, interview and review of
the tracking logs and quality meeting minutes with
the Clinic Manager (staff A), revealed no tracking
of patient satisfaction or grievances for 2013 .
When queried, the Clinic Manager stated "we
have not done any satisfaction surveys and we
have not had any grievances, so there is not
anything in the meeting minutes about it."
V 6381 494.110(b) V 638[v638 QAP! Monitoring/Tracking/Sustaining

QAPI-MONITOR/ACT/TRACK/SUSTAIN
IMPROVE

The dialysis facility must continuously monitor its
perfarmance, take actions that result in
performance improvements, and track
performance to ensure that improvements are
sustained over time.

This STANDARD is not met as evidenced by:
Surveyar: 28273

Based on review of the Quality Assessment
Performance Improvement (QAPI)

documentation and interview, the facility failed to
ensure that it continuously monitors, takes action
and tracks performance improvement outcomes,
resulting in unidentified opportunities for improved
patient outcomes for all 27 patients receiving
services from the facility. Findings include:

Unit goals have been identified for alt indicators,
including continuous monitoring of performance,

ctions taken from monitoring of performance for
performance improvement, tracking
performances for continuous improvement over
time, and are clearly hoted on the Dialysis QAPI
Dashboard. The dashboard will become
effective 8/1/2013. Data for the previous 6
months has been loaded into the dashboard.
The Medical Director, Unit Manager and Chief
Operating Officer are responsible for correction
tand ongoing monitoring.
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CHILDREN'S HOSPITAL OF MICHIGAN

V 638 | Continued From page 23 V638

On 07/10/2013 at 1315, review of the QAPI
documentation with the Clinic Manager (Staff A),
revealed a lack of data documentation for the
months of May and June 2013, A further review
of the documented data for April 2013, revealed
unmet goals for the 14 in-center hemodialysis
{ICHD) patients in the areas of Albumin
Management and Bone and Mineral Metabolism.

Review of data for Home Peritoneal Dialysis
(HPD) patients receiving services for the months
of May and June 2013 revealed no data
documented. QAPI data for April 2013 revealed 9
patients receiving HPD services from the facility.
The tracking document for Anemia Management
did not identify a facility goal. It read that "6/9=
67% of patient are between Hemaoglobin range of
9-11." The document did not identify a facility goal
as to what percentage of the patients they want in
this range. The QAPI HPD document identified a
“goal for Nutritiona! Status as >80% of dialysis
patients will have Serum Albumin >3.5." The
documented "Albumin for April 2013 was
1/9=11%."

During the QAP! documentation review and
interview with the Clinic Manager (staff A) on
07/10/2013 at 1315, when queried about where
the specific goalsftargets and plans are
identified/documented for Anemia Management,
Bone and Mineral Management and Serum
Phosphorus, she stated "| gave you all the quality
documentation that | have."

V 639 | 494.110(c) QAPI-PRIORITIZING v 639[V639 QAPI Prioritizing Improvement

IMPROVEMENT ACTIVITIES Activities
Action plans will be prioritized by the Medical
Director based on prevalence and severity of the

The dialysis facility must set priorities for oroblem identified. The QAP plan will identify
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V 639 | Continued From page 24

performance improvement, considering
prevalence and severity of identified problems
and giving priority to improvement aclivities that
affect clinical outcomes or patient safely.

This STANDARD is not met as evidenced by:
Surveyor: 28273
Based on document review and interview the
facility faited to incorporaie data reports resuits
and prioritize performance improvement actions
resulting in the potential for poor patient
outcomes for all 27 patients receiving services
from the facility. Findings include:

On 07/10/2013 at 1315, during review of
documentts fitled "quality,” it was determined that
the quality documentation lacked data for the
months of May 2013 and June 2013. The quality
documents also lacked designation as to what
improvement prejects the facility considered a
high priority, moderate priority or low priority for
meeting targeted outcome goals. When the Clinic
Manger {staff A) was queried about the
prioritization she stated "No, that has not been
dane." When asked about the lack of data for the
months of May and June staff A stated "t just
have not plugged in the numbers yet."

V 712 | 494.150(a) MD RESP-QAPI PROGRAM

Medical director responsibilities include, but are
not limited to, the following:

(a) Quality assessment and performance
improvement program.

This STANDARD is not met as evidenced by:
Surveyor: 28273

Based on document review and interview, it was
determined that the Medical Director failed to

V 838limprovement projects with severity levels of high
priority, moderate priority, or low priority for each
indicator in meeting targeted outcome goals.
The QAPI plan will be completed by 08/24/13.
The Medical Director and Unit Manager are
responsible for correction and ongoing
monitoring.

V 712(V712 Medical Director Responsibility

Unit Medical Director and COO is responsible for]
It aspects the dialysis QAPI program, Unit
Medical Director {with input from the Unit
Manager) will develop a QAPI plan specific to
he dialysis depariment by 08/24/13. The plan
ill identify program goals, metrics, auditing and
rending methods, and reporting structure. As of
ugust, 2013, the unit Medical Director will lead
he monthly unit multidiscipiinary Quatity Council
nd wilt ensure the presence of a quality
ssurance and performance improvement

FORM CMS-2667(02-99) Previous Versions Obsolets © EventiD: TP2211

Facifity |D: 835620 If continuation sheet Page 26 of 26



PRINTED: 07/25126"1?15
FORM APPROVED
QOMB NO. 0938-0391

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

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
232328 B. WING 07/10/2013

NAME OF PROVIDER OR SUPPLIER

CHILDREN'S HOSPITAL OF MICHIGAN

STREET ADDRESS, CITY, STATE, ZIP CODE

3950 BEAUBIEN BLYD
DETROIT, MI 48201

(X&) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION (EACH {x5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 712 | Continued From page 25 v/ 712[program that encompasses, at a minimum, the
- . . established quality indicators and includes
é ensure that the facility had an operational quality prioritized performance improvement prajects
| assurance and performance improvement based on deficiencies identified during data
" program that reviewed all aspects of the dialysis collection and analysis. The newly created
program including established quality indicators Dialysis QAP! Dashboard will be reviewed at
and prioritized performance improvement leach Unit Quality Council meeting monthly and
projects. Findings include: (see citations listed performance improvement plans will be
below and previously cited) réeve'o;?eq"an% imtpklalrge:ltﬁ?dA }'.h%miﬂgtels of the
. . 3 g 3 ouncil will reflect a activities. Dialysis
V-625, V-628, V-634, V-638, -639 QAP data and activities will be reported to the
organization's Leadership Performance
Improvement Committee at least bi-annually.
V 713 494.150(b) MD RESP-STAFF ED, TRAINING & V 713¥713 Medical Director Responsibility
PERFORM
. . S The Unit Medical Director and CQO are
Med_lca_l director respongbuithes include, buf are ultimately responsible for staff education,
not limited to, the following: training and performance. The Medical Director
(b) Staff education, training, and performance. and Unit Manager will collaborate to determine

This STANDARD is not met as evidenced by:
Surveyor: 30988
Based on interview, the medical director failed to
ensure that the facility staff members received
appropriate education and training in emergency
preparedness job responsibilities resulting in the
potential for poor patient outcomes in the event of
a disasterfemergency. Findings include:

On 7/10/2013 during an interview with staff H at
approximately 0930, and with staff | at
approximately 1015, when asked what they were
taught about emergency preparedness both staff
H & | were unable to define their roles in the
event of a disaster.

ducation and training needs,
isasterfernergency training needs, facilitate the
provision of training and monitor staff
performance to ensure the safe provision of
patient care, which will be a standing item at the

uality Gouncil. The Medical Director will be
included in all decision making regarding
ducational needs, manner of training, and
monitoring techniques. The Medical Director and
Unit Manager will create an Education Plan,
including emergency preparedness job
responsibilities for all unit staff by 08/09/13. The
plan will include education required, how it will
be provided and by whom, timelines for
ducation and re-gducation, and monitoring for
effectiveness.
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K 000 | INITIAL COMMENTS K 000
This Life Safety Code (LSC) survey was
conducted on 07/15/2013. The facllity was found
to be in compliance with the 2000 edition of the
National Fire Protection Association (NFPA) LSC
chapter 21,
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patlents. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a ptan of correction fs provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documenlts are made available to the facility. if deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Detroit Receiving
Hospital
always there. Iris A. Taylor, Ph.D., R,
EVP & President
Detrait Racelving Hospital &
University Health Center

4201 &, Antolne
Defroit, Mi 48201
Phone: 113-745.3104
Fax: 313.956-7206

July 17,2013

Rick Brummette

Department of Licensing and Regulatory Affairs
Health Facilities Division

Specialized Health Services Section

611 W. Ottawa

P.O. Box 30664

Lansing. MI 48909

Re: Psychiatric Program Survey Report
Dear Mr. Brummette:

Attached please find the Plan of Correction for Detroit Receiving Hospital’s Psychiatric Program
Survey of June 27, 2013.

Included in the Plan of Correction are the corrections/actions for each deficiency as well as our
Implementation Plan and Audit Plan which are highlighted in yellow and green respectively.

Should you have any questions regarding our responses, or require any changes in our
submission, please either contact Leon A. Coleman at 313-993-0317 or myself at 313-745-3104.

.

Sincerely, »
R

Iris Tayldr, PhD
Executive Vice President & President
Detroit Receiving Hospital



July 15, 2013

Rick Brummette, Section Manager
Health Facilities Division
Specialized Health Services Section

1918

Detroit Receiving Hospital 1 of 2

Re: Detroit Receiving Hospital Psychiatric Program Survey Report

Dear Mr. Brummette:

Attached please find the corrective plan of action to address deficiencies identified in survey findings.

SURVEY FINDINGS

PLAN OF ACTION (POA)

1 Patient did not receive a
psychosocial assessment to
determine if he had knowledge,
resources and/or bartiers to fill a
prescription.

1 Knowledge/Resources/Barriers to Filling Prescripfion
A Developedfimplemented a Post-Discharge Continuation of Care Needs Assessment form (Attachment 1). The
form documents the collaborative efforts between the assigned Social Worker and Registered Nurse and patient
to identify discharge needs and provide community resources/referrals. Areas included in this needs assessment
are: ability to obtain appropriate nutrition, safe living arrangements, discharge medication assistance, discharge
transportation assistance, and chronic disease management.

B Updated Community Resources Guides: Shelter, Food Bank, Prescription Assistance, Community Mental Health
Clinic (Attachment 2)

Responsibility for Plan of Action: Patient Care Services, Director of Psychiatry

2 Patient did not receive discharge
instructions for the address for
follow-up outpatient psychiatric
treatment.

2 Discharge Instructions for Follow-Up Outpatient Psychiatric Treatment
A. Revised Emergency Psychiatry Discharge Instructions (Attachment 3) to include community resources/referrals
for identified discharge needs (see 1A) including post-discharge appointment location address and telephone
number

B. Updated general community resources on Emergency Psychialry Discharge Instructions

C Community Resource Guides (see 1B above) to be provided as appropriate to address identified needs. Xerox
copies of all community resources/referral documents given to the patient wil be included in the patient's medical
record.

Responsible for Plan of Action: Patient Care Services, Director of Psychiatry

3 Patient did not receive a follow-
up dietary assessment, including
psychosocial assessment to
determine if he had funds to eat.

3 Dietary assessment / ability to secure nutrition
A MHT intake Screen form (Attachment 4) revised to include more specific information on current nutritional status
and actions taken (i.e. providing fluids/nourishment at time of arrival in Crisis Center). Unless contraindicated, all
patients receive box meal and beverage on arrival in Crisls Center. Patients provided with three meals and
snacks each day of stay.

CDM/AG 07/15/13
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Detroit Receiving Hospital 2 of 2

B Post-Discharge Continuation of Care Needs Assessment form (See 1A above) documents collaborative efforts
between the assigned Social Worker and Registered Nurse to identify nutritional needs and ability to obtain
adequate nutrition. Referrals given at time of discharge.

Responsible for Plan of Action: Patient Care Services, Director of Psychiatry

47 Impleineniation Plan

f process and docUmentation chaniges by 08/15/13.

Patient Care Services, Director.of Psychiatry

CDM/AG 07/15/13



ATTACHMENT 7

DMC

Detroit Receiving
Hospital

Emergency Psychiatry (Adult) Post-Discharge Continuation of Care Needs Assessment

Next Level of Care Recommendation

[J Discharge to Shelter ] Home [J Adult Foster Care (AFC) [J Transitional Housing
[J Inpatient Psychiatric Facility [ Nursing Home [[] Residential Substance Abuse
[J Medical Facility Other:

Registered Nurse and Social Worker collaborate with the patient to identify discharge needs and resources for patients whose Next Levef of
Care Recommendalion is: Discharge to Shelter, Home, AFC or Transitional Housing

Social Work Assessment

Nutrition [[] Resource provided
Does the patient have resources to obtain food on a daily basis? [OJYes [] No
Describe: [] Personal income [] Bridge card [] Family/Friends [[] Community Organizations

{71 other
Living Arrangements [ Resource provided
Are the patient's current living arrangements safe? ] Yes [[] No
Can the patient return to current living arrangements? [Cdyes [] No
Is the patient willing to return to current living arrangements? [dYes [] No
Community Mental Health Follow-Up Care Appointment [] Resource provided
Does patient have outpatient mental health provider? [Jyes [ No

] Patient refuses follow-up treatment [ ] Patient has previously scheduled appointment

Discharge Medication Assistance L] Resource provided
Does the patient have financial resources to obtain discharge medications? [JYes [] No CJNA

Does the patient know where to fill discharge prescriptions? [Jyes [J] No ONA
Guardian Notification [ Resource provided
Has guardian been notified of admission to Emergency Psychiatry-Crisis Center?  [] Yes [] No ] NA

Is guardian in agreement with Next Level of Care Recommendation? [ Yes [[] No [INA

Registered Nurse Assessment

Discharge Transportation Assistance | Reéourée provided
Does the patient have safe transportation to their discharge destination? (I ves [ No

Chronic Disease Management ) [} Resource provided
Does the patient have a plan for continued care for chronic disease/condition? O Yes [ No [ NA
Clothing ' o ] Resource provided
Is patient's clothing adequate/appropriate for season (e.g. coat in winter, footwear)? [ Yes [J No

RN Signature Date Time MS8W Signature Date Time

DRH-CC Post Discharge Continuation of Care 07 10 13

1920



Warming Center-Winter Only (313) 963-7829

Shelters ATIAVEMENT oL 1921

Shelter Hot Line:
Salvation Army (800) 274-3583
Chatman House (313) 963-7829

Coalition on Temporary Housing (COTS)
26 Peterboro

(313) 831-3777

Men / Women / Families

T.C. Simmons
10501 Orangelawn

(313) 934-3331

Men / Women / Children

Detroit Rescue Mission
3535 Third Street

(313) 993-6703

Men Only / Walk-In / Opens at 5PM

NSO Walk-in Shelter
3430 third Street

(313) 832-3100

Men / Women / No beds / Opens at 5PM

New Life Rescue Mission
2600 18th Street

(313) 237-0390

Men / No Beds / Opens at 5PM

Domestic Violence Shelters

Interim House
Call (313) 861 5300

First Step
Call (734) 722-6800 or (888) 453-5900

Youth / Adolescent Shelters

Covenant House
2659 Martin Luther King

(313) 463-2500
Youth / Adolescents

Counter Points
715 Inkster

(313) 563 5005 or (866) 672-4357
Boys / Girls ages 10-20

Alternatives for Girls
903 W Grand Bivd

(313) 361-4000 or (888) 234-3919

Off the Streets
680 Virginia Park

(313) 873-0678

Ruth Ellis Second Story
(313) 867-6936

Gay / Lesbian Youth ages 12-24

cdm rev 7/2013
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Places to Find a Meal Near Detroit Receiving Hospital

BREAKFAST / LUNCH
Capuchin Community Center 8:30 AM to 9:00 PM Everyday but Sunday 1760 Mt Elliott
Cass Community United Methodist 112 Noon Saturday 3901 Cass

. 9:00 AM to 9:30 AM Breakfast

Cass Park Baptist Center 11:15 AM Lunch Monday & Wednesday 2700 Second Street
Central United Methodist 10:30 AM fo 12:00 PM Monday & Thursday 23 E Adams
Crossroads 12:00 PM to 3:00 PM Sunday 92 E Forest

First Presbyterian Church 11:00 AM to 12:30 PM Wednesday 2930 Woodward
Fort Street Open Door 9:00 AM to 11:00 AM Thursday 631 W. Fort Street

Just Love Ministries

10:00 AM to 12:00 PM

Monday, Thursday & Friday

481 W. Colombia

Manna Meals 9:00 AM to 11:00 AM Monday, Tuesday, Wednesday, Friday, Saturday 1950 Trumbul

St Dominic's Church 10:00 AM to 11:00 AM Everyday, but Thursday 1421 W, Warren

St Leo's Church 11:30 AM - 1:30 PM Everyday, but Sunday 4860 15th Street

Trinity Episcopal Church 12:00 PM to 2:00 PM Saturday 1519 Martin Luther King Blvd
DINNER

Detroit Rescue Mission 5:30 PM to 6:00 PM Everyday 3535 Third Strest

Salvation Army-Bagiey 12:00 PM to 3:00 PM Everyday 601 Bagley

Salvation Army-Harbor Inn 6:00 PM to 8:00 PM Everyday 2642 Park

CDM 07/07/2013



LLow Cost Prescription Assistance

1923

PharmModD Pharmacy / Doctors Pharmacy
3423 Woodward Ave
Detroit, 48201

Phone (313) 832-4819
Fax (313) 8324812

Hours
Monday-Friday 9:00 AM to 5:30 PM
Saturday 9:00 AM to 2:00 PM

$4.00 Prescriptions

CrossRoads Pharmacy

East Side

14641 East Jefferson
(313) 822-5200

West Side

2424 West Grand Blvd,

Corner of 16th Street-near Henry Ford Hospital
(313) 831-2000

Hours
Monday-Friday  9:00 AM to 4:00 PM
Saturday 9:00 AM to 12:00 PM

Provides a one-time 15-day supply of medications
You must call for an appointment

Herman Kiefer
1151 Taylor
Detroit 48202
(313) 876-4846

Hours
Monday-Friday  9:00 AM to 5:00 PM

You must calf for an appointment

World Medical Relief
11745 Rose Park Bivd
Detroit 48026

(313) 866-5333
Call for an appointment if you are 62 years or older

to see if you quality for Senior Prescription
Program

Additional Pharmacies

Call for hours and eligibility for free/low cost medications

Advanced Care Pharmacy- Metro
2051 W Grand Blvd
Detroit, 48208

(313) 309-1084

Advance Care Pharmacy-NEGC
12800 E Warren
Detroit, 48215

(313) 347-2025

Advanced Care Pharmacy-NC
24788 Forterra Drive
Warren 48089

(586) 758-7000

Advanced Care Pharmacy
22170 W Nine Mile Road
Southfield 48034

(248) 799-8125

Davis Cut Rate Drugs
14039 W. McNichols Rd
Detroit 48235
(313) 861-9300

Jana Drugs
1684 Fort Street
Lincoln Park 46146
{313) 383-5700

cdm 07/2013
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Specialty Prescription Assistance Programs

Michigan Lupus Foundation
26507 Harper Avenue
St Clair Shores 48081

(586) 775-8310

Hours
Monday-Friday 9:00 AM to 5:00 PM
Provides one-time emergency prescription
assistance for patients with Lupus

Michigan Parkinson Foundation
30161 Southfield Rd
Southfield 48075

(248) 433-1011 or (800) 852-9781

Hours
Monday-Friday 8:30 AM to 8:00 PM
Medication assistance for patients with Parkinson's
disease.

Myasthenia Gravis Association
17117 W Nine Mile Road Suite # 1745
Southfield 48085

(248) 423-9700 or (800) 227-1763

Hours
Monday-Friday 8:30 AM to 4:00 PM

Provides help in obtaining mail-order supplies
needy patients diagnosed with Myasthenia Gravis

Hemophilia Foundation of Michigan
117 N First Street, Suite 40
Ann Arbor, 48104

(734) 761-2535 or (800) 482-3041

Hours
Monday-Friday 9:00 AM to 5:00 PM
Helps cover medications for needy adults and
children with hemophilia

cdm 07/2013
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DMIC Detroit Receiving Hospital and University Health Center
Detroit Receiving Emergency Psychiatric Crisis Center

Hospital

- Community Mental Health Clinics

4201 St Antoine, Detroit, Michigan 48201

(313) 745-3546 or (313) 966-8747

Adult Well-Being Services
1423 Field Avenue
Detroit, Ml 48214
313-824-7860

Adult Well-Being Services
5555 Conner, Suite 1000
Defroit, 48213
313-347-2070

Detroit East Community Mental Health Center
3646 Mt. Elliott

Detroit, 48207

313-921-4700

Adult Well-Being Services
6700 Middlebelt Road
Romulus, 48174
734-629-5000

Detroit East Communily Mental Heaith Center
6309 Mack

Detroit, 48207

313-921-4700

Arah-American and Chaldean Council (ACC)
62 W. 7 Mile Road

Detroit, 48203

313-893-6172

Development Centers, Inc
24424 W McNichols
Detroit 48219

(313) 531-2500

Arab-American and Chaldean Council
16921 W. Warren Road

Detroit, 48228

313-681-7287

Guidance Center
13101 Allen Road #500
Southgate 48195

(734) 785 7700

Community Care Services
26184 W Quter Drive
Lincoln Park, 48146
313-389-7500

Hegira Programs, Inc
8623 N Wane Road, #200
Westland 48185

(734) 458-4601

Community Care Services
25 Owen Street

Belleville, 48111
734-697-7880

Lincoln Behavioral Services
9315 Telegraph Road
Redford, 48239
313-450-4500

Community Care Services
26650 Eureka, Suite A
Taylor, 48186
734-955-3550

Lincoln Behavioral Services
24425 Plymouth Road
Redford, 48239

~ 313-450-0411

Lincoln Behavioral Seivices
14500 Sheldon Road, Suite 160
Plymouth, 48170

734-458-5590

Detroit Central City Community Mental Health, Inc.

10 Peterboro
Detroit, 48201
313-831-3160

Detroit East Communify Mental Health Center
11457 Shoemaker

Detroit, 48213

313-331-3435

Neighborhood Services Organization (NSQO)
220 Bagley, #1200

Defroit, 48226

(313) 961-7990

CDM 07/2013

New Center Community Mental Health, Inc
2051 W Grand Blvd

Detroit 48215

(313_ 961-3200
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DMC Detroit Receiving Hospital and University Health Center

Detroit Receiving  Emergency Psychiatric Crisis Center
4201 St Antoine, Detroit, Michigan 48201

Hospital

Community Mental Health Clinics

(313) 745-3546 or (313) 966-8747

New Center North Park
10001 Puritan

Detroit, 48235

(313} 494-4000

North Central Community Mental Heaith Center
17141 Ryan Road

Detroit, Ml 48212

313-369-1717

North Central Community Mental Healih Center
4321 E. McNichols

Detroit, Ml 48212

313-369-1717

Northeast Guidance Center
12800 E Warren

Detroit, 48215

(313) 824-8000

Sinai Grace Outpatient Services
14230 W. McNichols

Detroit, Mi 48234
313-966-3100

Southwest Solutions
1700 Waterman
Detroit, 48209

(313) 841 7474

Team Mental Health Services
2939 Russell Street

Detroit, Ml 48207
313-396-6300

Team Mental Health Services
19170 Eureka Road
Southgate, M| 48195
734-324-8326

University Psychiatric Services
3901 Chrysler Service Drive
Detroit, Ml 48207

(313) 6§77-1386

CDM 07/2013



wiommuaity Health _ concerning your care.

- . 1
e,  Gateway Community Health has a 24 hour a day 7 days a week phone number for you
ATEWAY tocallif you have ANY questions about your placement, medication(s) or any thing

927

1-800-973-4283

Gateway Community Health Outpatient Clinics

Adult Well Being Services
1143 Field Street
Detroit, 48213

(313) 347-2070 Prescription Assistance Available

University Physician Group-Livonia
16836 Newburgh Road
Livonia 48154

(313) 577-7607

Arab-American & Chaldean Council (ACC)
62 W 7 Mile
Detroit 48203

(313) 893-6172 Prescription Assistance Available

Sinai Grace Hospital
14230 W McNichols
Detroit 48235

(313) 966-4880

Community Care Services-Taylor
26650 Eureka
Taylor 48180

(734) 955-3550 Prescription Assistance Available

Team Mental Health Services
14799 Dix-Toledo Road
Southgate 48195

(734) 274-3700 Prescription Assistance Available

Community Care Services-Belleville
416 Sumpter Rd, Building B
Belleville 48111

(734) 389-7546 Prescription Assistance Available

Team Mental Health Services
2939 Russell Street
Detroit 48207

(313) 396-5300 Prescription Assistance Available

Community Care Services-Lincoln Park
26184 W Outer Drive
Lincoin Park 48186

(313) 389-7525 Prescription Assistance Available

University Physicians Group-University Psychiatry
3901 Chrysler Service Drive
Detroit 48207

(313) 577-1396

Detroit Central City CMH, Inc
10 Peterboro
Detroit 48201

(313) 831-3180 Prescription Assistance Available

Gateway Detroit East, Inc
11457 Shoemaker
Detroit 48213

(313) 331-3435 Prescription Assistance Available

Lincoln Behavioral Services
9315 Telegraph
Redford 48239

{313) 450-4500 Prescription Assistance Available

FOR MEDICATIONS IF YOU HAVE NO INSURANCE

Davis Drugs (across from Sinai-Grace Outpatient Clinic)
14038 W. McNichols, Detroit 48235
(313) 861 - 8300

Cobb Pharmacy
4603 S. Wayne Rd, Wayne 48185
(734) 728 - 68000

Or Any Qut Patient Clinic listed above with
Prescription Assistance Available

AC.CESS.
6451 Schaefer Road
Dearborn 48126

(313) 945-8128  Prescription Assistance Available

revised 6/27/13 CDM

Tell them you are a Gateway Communily Health
member,

Your Gateway Community Health Number is




bmc AT ACHMENV $

Detroit Receiving
Hﬂsplta! *1O1LO*

Emergency Psychiatry Discharge Instructions

O A follow-up care appointment has been made for you at

Location _
Address
Date / Time Phone Number
O Please call to schedule your follow up appointment

To assist you in planning for your continuing care needs we are offering you the following community
resources and referrals

[0 Food Banks / Meal Centers O Veterans Assistance

O Low Cost Prescription Assistance O Health Care Clinics

O Shelters / Alternative Housing [0 Domestic Violence Assistance

O Community Mental Health Clinics ; [0 Substance Abuse Treatment

Discharge Transportation Assistance [0 Bus Ticket issued O Cab Voucher issued
Patient Social Worker

Signature Signature

Discharge Medications o
The following medications have been prescribed for you

Name , Dose Route Frequency  # Given Source
[L] Prescription

[] Prescription

] Prescription

The patient has been instructed on the foliowing:

1 Goals, benefits, and risks of medication(s) including taking medication(s) as directed, not operating heavy
machinery or driving untif adapted to the effects of any medication(s)

Importance of cooperating with the treatment plan and refraining from substance abuse

The need to follow-up with the outpatient referrals and that failure to completely and accurately follow the
provided instructions may result in failure of the treatment process and worsening of symptoms

There can be no guarantee of cure for any medical or psychiatric condition

The option of returning to the Detroit Receiving Hospital Emergency Department, Crisis Center or the
nearest Emergency Department for any type of urgent or emergent healih related situations (example:
unpleasant medication side effects or worsening of symptoms)

o W N

The above discharge instructions were explained and/or reviewed with me and my questions answered.
| understand and agree with the content.

Patient's Signature

RN Signature Discharge Date/Time

Distribution: Original-Medical Record, Yellow Copy-Patient
CDM 07/11/13 49291169 (09/08, 1/11/12)




Additional Community Resources

Detroit Receiving Hospital
Emergency Psychiatric Department
4201 St. Antoine, Detroit, Mi 48201

(313) 745-3540 or
(313) 966-8747

Substance Abuse Services

24 Hour Crisis Line-Suicide Hotline {313) 224-7000
Alcoholics Anonymous Hotline (313) 831-5550
Narcotics Anonymous Hotline (248) 543-7200
Gamblers Anonymous (888) 844-2891

Access Center at Herman Kiefer Complex
1151 Taylor, Building #1, Detroit Mi,

1% Floor Room 110 (enter on John C Lodge entrance of main building)

Hours of Operation
07:00 AM to 5:00 PM Monday through Friday

For questions and treatments services call: 1 (800) 467 2452

24 hours / 7 days a week

Harbor Light Treatment Center-Detox
3737 Lawton, Detroit, MI
1(313) 361-6136.

Drug Program Information for Detroit Residents Only

Call 1 (800) 467 2452 (24 hours / 7 days a week).

If vou have a Private Heaith Insurance or HMO / Clinic Plan Medicaid

Contact your insurance provider for a substance abuse referral.

S

Distribution: Original-Medical Record, Yellow Copy-Patient
CDM 07/11/13 49291169 (09/08, 1/11/12)

—~
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ATTACHMENT ¢

DMC

Detroit Recelving
Haospital

Emergency Psychiatry (Adult)
MHT Intake Screen

Admitted fom O Home O Transitional Housing O AFC
O Homeless/Shelter [0 Emergency Department .8 Transfer from:
Accompanied by 01 Family O Transitional / AFC Staff O Unaccompanied
O Police O ED Staff: 0O Other:
Petition Completed by ] None [ NA
Temperature S .
P Diabetic? []No [ Yes /f Yes notify RN and obtain CBG
Results Time completed
Pulse -
Heart Condition or Blood Pressure Problems? [ No [ Yes
If yes, is the patient taking medication for this condition? [_]No [ Yes
Respirations ]
P! Asthmatic? Difficulty Breathing? [JNo [ Yes /f yes, nofify RN and obtain
puise oximetry Resuits %
Blood Seizure history  [[] No [J] Yes, /ast seizure
Pressure if yes, is the patient taking medication for this condition? [ ]1No [ Yes, last
taken
Pain Y N
in LlYes LlNo Suspect intoxication? [JNo [ Yes
If yes, notify RN if yes, notify RN, perform screening lest if requested Results
List any tubes/drains/lines, prosthesis, appliances or ambulatory aides 1
None
When was your last Meal? Visual Body Scan/Search conducted by Signatureftitle

What did you last eat?

Clothing/Property searched / secured by Signatureftitle

Notify RN if intake appears insufficient. _
Unless contraindicated, offer fluids / nourishment | Valuables secured by Signatureftitle ] No valuables

Offered [] Yes [ ] No [] Contraindicated

Médibation(s) secured by Signatureftitle [] No medications
Patient Response [ Accepted [ ] Refused

Completed by Reviewed by

MHT Signature Date  Time RN Signature Date Time

DRH-MHT Intake Screen- revised 07/10/13
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DMC

DETROIT MEDICAL GENTER

Leon A. Coleman
Director, Accreditation and Compliance

Corporate Audit & Compliance
6071 West Outer Drive
Lourdes Bldg., 7" Floor
Detroit, MI 48235
Phone: (313) 993-0317
Fax: (313) 745-7929
August 25, 2010

Department of Community Health
Bureau of Health Services
611 West Ottawa

1* floor, Ottawa Building

P.O. Box 30664

Lansing, MI 48909

Attn: Richard Benson

Regarding: Harper University Hospital, CMS Provider # 230104
Dear Sirs/Madam:

Attached for filing with your office is the Plan of Correction “PoC” for the deficiency sited by CMS at our
April 6, 2010 and June 24, 2010 surveys.

Should you have any questions or concerns regarding the plan of correction, or need any additional
information please do not hesitate to contact me,

Sincerely,

et

Leon A. Coleman
LAC/ams

Attachment(s)
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PRINTED: 8/17/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FQRM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENGIES [ (X1)PROVIDER/SUPPLIERICLIA | {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORREGTICN IDENTIFICATION NUMBER A. BUILDING COMPLETED
B. WING _
230104 067242010

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE

HARPER UNIVERSITY HOSPITAL 3990 JOHN R STREEY

DETROIT, MI. 48201
44} D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION X8)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY | PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) ,

AQ00 | INITIAL COMMENTS A 000

Surveyor: 15195

This survey was conducted for the purpose of state
manitoring. The depariment has evaluated and found
the facility non-compliant with state ficensure andfor
federal certificalion requirements on the dates(s)
specified.

Harper University Hospital and Hutze! Women's
Hospital = Campus A

DMC Surgical Hospital = Campus B

A Q57 | 482.12(b) CHIEF EXECUTIVE OFFICER A 057

‘The governing must appoint a chief executive officer
who is responsible for managing the hospital.

This STANDARD Is not met as evidenced by:
Surveyar: 28267

Based on interview and racord review the governing The organization has been restructured 9110

body failed to appoint a single chief execulive officar effective September 1 2010, such that

who is responsible for managing the facilities that are the President of Campus A is

under a single CMS Certification Number {CNN). responsible for the management of both

Findings include: Campus A and Campus B. The
hospital has appointed a RN to serve as

On 6/22/10 at approximately 0830 during a visit to Vice President for Campus B's

Campus B it was stated by staff # M that Campus B has Administration & Patient Care. The new

their own President and thal they are a separate facility position will be onsite at Campus B and

from Campus A, report to the hospital President in
regards to administration issues and to

On 6/23M0 at approximately 0900 during the governing the haospital's VP Palient Care Services

body interview when queried about the CEQ thal was in regards to nursing services.

appointed by the gaverning body 16 head up both

Campus A and Campus B, stalf #EE stated “We are not

set up that way.”

On 6/23/10 at approximately 0915 during the governing

body interview staff # FF presented a System Executive

Organizational Chart that indicated that four (4) different

facilities with three (3) different CMS Cerlification

Numbers all had a Senior Vice President aver each

OBATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

A P& —— fhosideot B-3S 1o

Any deficiency statement ending with an asferisk (*) denotes a geficiency which the institution may be excused from correcling providing 1 is delermingd
that other safeguards provide sufficient protection to the patients, (Bee instructions). Except for nursing homes, the findings above are disclosable 80
days following the dale of survey whether or not a plan of correction s provided. For nursing homes, the absve findings and plans of correction are
disclosable 14 days foliowing the date these documentls are made available {6 the facility. If deficiencies are cited, an approved plan of correction is
required to conlinued program paricipation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: BB1811 Fadility 1D; 830220 If continuation sheet Page 1 of 22
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 8/17/2010

CENTERS FOR MEDICARE & MEDICAID SERVICES O?BRQOMC;:?S?::&%?
STATEMENT OF DEFICIENGIES (X1)PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A, BUILDING COMPLETED
230104 B WING 08124/
124
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 210
HARPER UNIVERSITY HOSFITAL 3930 JOHN R STREET
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES O e
EN iD ¥
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY | PREEIX (E:gt? \éngsgﬁsct;ll.&\g fé"rfo‘if?&gﬁﬁ"se COI\E!JI(’?ETE
TAG ORLSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENCY)
A Q57 | Continued From page 1 A 057
facility and all four (4) then respectively repori to a
Corporate (System) President/Chief Executive Officer,
A7 | 482.13(a)(1) PATIENT RIGHTS: NOTICE OF RIGHTS | A1 17
A hospital must inform each patient, or when
appropriate, the palient's representative (as allowed
under State law), of the patient’s rights, in advance of
furnishing or discontinuing patient care whenever
possible.
This STANDARD is not met as evidenced by: “Important Message from Medicare”
Surveyor: 28273 Missing
Based on record review and interview, the (acility failed 1. Implemented process to provide 89110
1o provide all Medicare patients with the “Important Important Message from Medicare '
Message from Medicare” document. forms to Paychiatric patienis.
Findings inciude: 2, Educated Staff on process. 8/6/10
Review of records on the Psychiatric Unit at Campus B 3. Weekly monitoring done by admitling | 30410
on 06/23/2010, 3 of 3 Medicare patient's (#29, #77 & depariment manager until compliance is
#78) records did nut contain the “important Message achieved for 6 months,
from Medicare." During interview on 06/23/2010 @ 4. Vice President of Operalions/Patient
1300, Employee O confirmed at this fime that patient's Care Services to ensure findings and
# 29, #77 and # 78 were all medicare recipients, had action plans presented monthly to
been adritted for more than 2 days and that the Leadership Performance Improvement
records did not contain the required dacument and Medical Safety Coordinating
“imporiant Message from Medicare.” She went on lo Commiftes,
say that she was unfamiliar with the document and had
not seen it prior to obtaining cne today from patient
registration.
A123 | 482.13(a)(2)(ili) PATIENT RIGHTS:; NOTICE OF A 123
GRIEVANCE DECISION
At 2 minimum:
In its resolution of the grievance, the hospital must
provide the patient with written notice of its decision that
contains the name of the hospital contact person, the
steps taken on behalt of the patient to investigate the
grievance, the results of the grievance process, and the
date of completion.
This STANDARD is not met as evidenced by:
Burveyor; 28273
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE
Any deficiency statement anding with an asterisk (*) denotes a deficiency which the institution may be excused from cormecting providing it is detarmined
that other safeguards provide sufficient protection to the palients, {Sea inslructions). Except for nursing homes, the findings above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of ¢orrection are
disclosable 14 days following the dale these documents are made available o the facility. i deficiencies are cited, an approved plan of corraction is
requirad lo continued program participation.

FORM CMS-2567(02-99) Previous Versions Qbsolele

Event ID: BB181}3

Facility ID: 830220

il continuation sheet Page 2 of 22
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M (9]
CENTERS FOR MEDICARE & MEDICAID SERVICES ol;,?BR NO?%S?B-::E)[:
STATEMENT OF DEFICIENCIES — | (XT)PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A.  BUILDING COMPLETED
B. WING
] 230104 . 0612412010
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CUDE
HARPER LINIVERSITY HOSPITAL 3990 JOHN R STREET
DETROIT, Ml 48201
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
FREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY | PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 123 | Continued From page 2 A123
Based on interview, record review and policy review,
the facility failed to provide 4 of 11 patients' (#84, #8385,
#B6 & #87) with a wrilten response regarding the
resolution of a grievance.
Findings include: Written Grievance Resolution
Meeting with Employee M at Campus B on 06/23/2010 Response
at 1300, she began the interview by staling “1') just tell 1. New Patient Relations 8/16110
you I'm not following the policy.” When queried about Representative hired.
what she meant by the statement she went on to say 2, Pracess per Tier 1 policy to be
that patients had not been sent a letter regarding implemented to ensure that medical 812510
resolution of their grievance. Review of the files for grievances have a written resolution
patients # 84, #86 & #87 confirmed that there were no response.
written responses sent ta patients in regards to a 3. Monthly monitoring by Quality 8/2510
resolulion of the grievarnce they filed. Employee M was Department untit 100% compliance rate
unable to provide any documentationffile regarding the is achieved for 6 months,
grievance for palient #85. 4. Vice President of Operations/Patient
Review of Detroit Medical Center (DMC) policy on Care Services fo ensure findings and
06/22/2010, Tile: Patient & Family Grievance and action plans presented monthly to
Complaints Policy No: 1 CLN 033 Effeciive Date: Leadership Paiformance Improverment
07/01/08 reads under Provisions 7. “In matters and Medical Safety Coordinaling
determined by Patient/Guest Retations (or other Committee,
appropriate site staff) to be Medical Grievances,
including those involving care rendered by a physician,
the involved physician management, or facility assigned
designee, must send & wrilten response, reviewed by
Risk management, to the complainant(s), within 30
days, nolifying them of the disposition of their
complaint, the name and address of the hospital contact
person, the steps taken to review and resolve the
complaint and the date of completion.”
A 143 | 482.13(c)(1) PATIENT RIGHTS: PERSONAL PRIVACY | A 143
The patient has the right to personal privacy.
This STANDARD is not met as evidenced by:
Surveyor; 27408
Based on observatior, it was determined that the facility
failed 1o properly protect the privacy of patients who
were registered for out patient surgical services in the
pre op area an Campus B. Findings indlude:
I — .
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

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

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 8B1811 Facility ID: 830220 IF cantinuation sheet Page 3 of 22
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QF DEFICIENCIES (X1)PROVIDER/SUPPLIERIGLIA | (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN CF CORRECTION IDENTIFICATION NUMBER A.  BUILDING COMPLETED
8. WING
230104 06/24/2010
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
HARPER UNIVERSITY HOSPITAL 3990 JOHN R STREET
DETROIT, MI. 48201 —
(X410 SUMMARY STATEMENT OF DEFICIENCIES 5] PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING INFORMATION) TAG CROS8S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) ]
A 143 Continued From page 3 A 143
During observation pn 06/22/10 at 1000 of the pre-op Patient Privacy in the Pre-Op Area ar7HO
area on Campus B it was determined that the facility 1. The surgical Electronic Tracking
posted the patients fast name, first initial, age, Board will not display the age of the
surgeon's name, and the status of the surgical patient, date of birth or the surgical
procedure, Patient names were being utilized and were procedure on the tracking board in the
acressible fer public viewing. When the Operaling pre-op area.
Room Nurse Manager # AA was queried about patient
privacy, she indicated that the facility had been posting
this identifying information since she had been
employed for the facility. The Operating Room Nurse
#AA was unable 1o explain why the monitor was still
being used by staf.
A 144 | 482.13(c)(2) PATIENT RIGHTS: CARE IN SAFE A 144
SETTING
The patient has the right to receive care in a safe
sefting.
This STANDARD is not met as evidenced by:
Surveyor: 26222
Based upon observation, interview, and record review,
{he facility failed to provide a safe environment for
patients in the Hemadialysis Unit of Campus A and the
Psychiatric Unit of Campus B.
Findings include:
On 6/22/10 at 10:45 AM during the tour of the Hemodialysis Safety: Bicarbonate 81910
Hemodialysis unit at Campus A, it was discovered that 1. Clinical Manager implemented
batches of bicarbonale to be used in the dialysis recording of mixing for bicarbonate
solution are not being recorded when mixed. Slandard solutions on daily log.
of Practice ANSHAAMI RD52:2004 states that 2, Staff educated by Clinicat Manager. | 827/10
bicarbonate solutions shall be used within 24 hours of 3. Conduct weekly audits by unit 8/30/10
when mixed. Interview with Clinical Manager Hl management to ensure compliance.
confirmed that there is no mixing log for bicarbonate 4. Findings and action plans presented
solutions. Dally log sheets available in the unit did not to Leadership Performance
include bicarbonate mixing records. Improvement and Medical Safety
On 612210 at 10:45 AM during the tour of the Coordinating Cammitiee monthly and
Hemaodialysis unit at Campus A, during an interview unil P! comemittee by Clinical Manager.
with the Clinical Manager 111, it was discovered that Hemodialysis Safety:Water Hardness
waler hardness is checked monthly and decumented on 1. Clinical Manager implemented water | 6/23/10
the monthly log sheet. Daily log sheets available in the - | hardening testing daily.
LABORATORY DIRECTOR'S OR PROVIDER/SURPLIERS REPRESENTATIVE'S SIGNATLRE TITLE {X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a defisiency which tha institulion may be excused from correcting providing it is determined
that olher safeguards provide sufficient protection to the patients. (See instructions). Except for nutsing homes, the findings above are disclosable 80
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the ahove findings and plans of correction are
disclosable 14 days following the date these documents are made available to the facilily, if deficiencies are cited, an approved plan of correction is
required to continued program participation,

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: BB1811

Facility ID: 830220

If continuation sheet Page 4 of 22
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FORM APP
CENTERS FOR MEDICARE & MEDICAID SERVICES ow?; :fo, .,9?33’5'3
STATEMENT OF DEFICIENCIES (X1)PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A.  BUILDING COMPLETED
B. WING
230104 0612412016

NAME OF PROVIDER OR SUPPLIER

HARPER UNIVERSITY HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CODE

3990 JOHN R STREET
DETROIT, MI, 48201

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY | PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFPRIATE DATE
DEFICIENCY)
A 144 | Continued From page 4 At44 |2 Selected staff educated by Ciinical | 6/23/10
Managert,
unit did not include hardness checks. Standard of 3. Dogumemation an log sheels is 623110
Practice ANSI/AAMI RD52:2004 specifies that hardness maintained by depariment,
shall be tested at the end of each treatment day, and 4. Conduct weekly audits by unit 719110
that timers shall be checked at the beginning of each management to ensure cornpliance
day and interlocked with the RO syster. 5. Results are reported quarterly to 3" Quarter
Environment of Care Commitiee. 2010
6. Findings and action plans presented
to Leadership Performance
Improvement and Medical Safety
Coordinating Commitiee monthly by
Safely Officer and unit P1 committee by
Clinical Manager.
On 6/24/10 between 11:30 AM and 2:30 PM based '
upon observation, it was discovered thal the cabinet Unlocked Cabinet Under Sink
underneath the hand sink in the Psych Unit of Campus 1. ltems found in unlocked cabinet were
B was unlocked. discarded. /20110
Chemical cleaners were found to be stored in this 2. Had lock installed - WO 15308 8/610
cabinet unsecured, Additionally, staff food items were !
found stored in this cabinet. All other cabinels in the
room containing activities supplies were observed
locked,
Surveyor: 27065
Based on observation, interview and policy review, the
facility failed to ensure patient safety by praperly
securing items in two patient care areas and following
policies to reduce the risk of infection in three patient
areas. Findings include:
On 6/21110 at 1120 one crumpled-up mask was Crumpled Mask
observed stored with clean patient protective equipment 1. Removed mask from area, 6/21110
outside patient #3's raom on Campus A. Palient #3's 2. Defroit Medical Center Infection 7110
door indicated that contact precautions were In effect. Control annual NetlLearning
These findings were confirmed by staff member WW. competencies completed by all staff.
On 62110 at approximately 1400 ane pair of scissors bisposable supplies
was observed in the medication cart drawer, on the 1. Scissors and tweezers discarded. 6121140
psychiatric unit at Campus B, with whitish substance on 2. Daily shift change checklist for 8AY/10
the blades. At the same lime, one opened suture Medication Roorn amended fo include
removal kit package, confaining a scissors and checking for any improper items in
tweezers, was abserved. , ) 1 medication carl. )
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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A 144 | Continued From page 5 A144

At 1440 an unsecured metal grate was observed in the Unsecured Metal Grate

patient court yard on the psychiatric unit Campus B, 1, Secured grate to ground on day of 8121110

These findings were confirmed by the Vice President of sufvey.

Operations/Patieni Care Services for Campus B.

Policy 2 {C 033, dated 1/31/07 states:

“Disposable supplies are used according to the

manufacturer guidelines and not reused.”

Surveyor: 28267 Unsecured IV cart 821110

On 6/21/10 at approximately 1045 during the 1. Cart locked immediately.

observational tour an IV cart containing intravenous 2. Additional IV cart keys ardered and 6122740

calheter needles and supplies was found and distributed to ED staff.

unattended in patiant room 17. In patient rooms {a four 3. ED Management monitoring cart 6122110

bed ward) contained an IV cart that was found unfocked daily to ensure lock is engaged when

and unattended. Both the IV carts were accessible by not attended.

patients and/or visitors. These findings were confirmed

by staff # F at the time of the findings. Staff # F when

queried about the carts being secured stated “the IV

carts should be locked at all times unless they are

attended by a slaff member”.

Surveyor: 15195 Old Medication

During the observational four of the 3" floor postpartum 1. OId cart removed and discarded. 8119110

and neonate arsas, on 6/21M0 at approximately 1215,

an infant old medication cart with neonate intravenous

supplies in the utility room was noted to be dirty with

brawn/orange material. This observation was verified

with the Manager Postpartum # J at the time.
A168 | 482.13(e)(58) PATIENT RIGHTS: RESTRAINT OR A 168

SECLUSION

The use of restraint or seclusion must be in accordance

with the order of a physician or other licensed

independent praclitioner wha is responsible for the care

of the patient as specified under §482.12(c) and

authorized to order restraint ar seclusion by hospital

policy in accordance with State taw.

This STANDARD is not met as evidenced by:

Surveyor: 27408
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
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A 168 | Continuad From page 6 A 168
Physician Restraint Orders:
Based on Interview and recard review, the facility falled 1. Rotating ICU Physicians aducated 1
to obtain an order for restrainis from the attending monthly on restraint order requirements. | /2010
physidian for 1 of 3 (#15) patients restrained. Findings 2. Policy 1CLN 008 Restraint Use Adult | ;449
include: (Non-Psychiatric Setting) changed to
“onlly physicians can order restraints".
Record review of patient #15's open chart revealed that 3. Electronic Medical Recoid (EMR) oHanG
there was an order from the physician's assistant for updated to restrict resfraint ordering to
restraints dated 06/20/19 at 0611 for “soft limb x 2* physicians only. RN/NP/PA may abtain
(restraints). The attending physician failed 1o complete a verbal or phane order for initial
the restraint order. restraint application from the attending
Interview with the Vice President of Outpatient Services physician. 8M4HD
on 6/24/10 on at 1130, confirmed {hat the order needed 4. Subsequent EMR restrainl renewal
to be co signed by the attending physician and was orders are the responsibility of the
incomplete for patient #15. attending physician
5. Audit compliance with restraint orders
monthly.
6. Vice President Medical Affairs
(VPMA) fo present findings and action
plans lo Leadership Performance
A 386 | 482.23(a) ORGANIZATION OF NURSING SERVICES | A 386 Improvement and Medical Safety
Coordinating Commitiee and Medical
The hospital must have a well-otganized service with a Staff Operating Committee monthly.
plan of administrative authority and defineation of
responsibilities for patient care. The director of the
nursing sefvice must be a licensed registered nurse.
He or she Is respensible for the operation of the service, One Director of Nursing Services a0
including determining the types and numbets of hursing The organizalion has been restructured
personnel and staff necessary to provide nursing care effective September 1 2010, such that
for all areas of the hospilal. the President of Campus A is
responsible for the management of both
This STANDARD is not met as evidenced by: Campus A and Campus B. The
Surveyor: 28267 hospital has appointed a RN to serve as
Based on inferview and record review the facifity failed Vice President for Campus B's
to ensure the organization of a single hospital-wide Administration & Patient Care. The new
nursing service under the direction of one Registered posilion will be onsite at Gampus B and
Nurse (RN). Findings include: report {o the hospital President in
regards to administration issues and to
On 6/22/10 at approximately 0830 during a visit to the hospilal's VP Patient Care Services
Campus B it was staled by staff # M that Campus B has in regards to nursing services.
is a separate facility from Campus A. In addition staff #
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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A 386 | Continued From page 7 A 386
M stated "t am the CNO for this facility and | report {0
the President.”
On 6/23/10 at approximately 1200 upon review of the
document titled “Corporale Nursing Organization Chart”
with staff # UU. When stafi # UU was queried
regarding the set up and reporting structure, she
indicated that the corresponding Chief Nursing Office at
Campus A and Campus B report to their President at
the respective campus. In addition, the Chief Nursing
Qfficer at Campus A and the one at Campus B repart
to a corporate Ghief Nursing Officer.
A 450 | 482.24(c)(1) MEDICAL RECORDS SERVICES A 450
All patient medical record entries must be legible,
complete, dated, timed, and aulhenlicated in written or
electronic form by the person responsible for providing
or evaluating the service provided, consistent with
hospital polices and procedures.
This STANDARD is not met as evidenced by:
Surveyor: 28267
Based on record review and interview the facility failed
to ensure that 4 of 4 (#31, #39, #45, #83) hard copy Blank Resuscitation Designation
medical records were complete, accurate, and legible. Order Form
Findings include: 1. VPMA to educate physicians and ar5/10
LIPs to complele resuscitation form on
On 6/21/10 at approximately 1500 during an inpatients through physician newsletter,
observational tour and medical record review of open postess in Doctors® Lounge, elevatar tip
charts an unit 4-WS (neuroscience) the medical record sheets, Doctors' Dining Room table
of patient # 39 consisted of the following incomplete cards, and Medical Staff Operations
and inaccurate medical records: Commiltee.
2. Quality & Compliance to audil
The form titted “Resuscitation Designation Order Form® resuscitation designation forms
wag placed in the patients chart and was not filled out. cormpletion compliance monthly.
Staff # Y stated that if this form is nol filled out 3. VPMA to present findings and action
sometimes a note will be in the physician’s progress plans to Leadership Performance
note. ARer reviewing the physician's progress noles Improvemnent and Medical Safety
Staff# Y stated that no discussion was noted in the Coordinating Commitiee and Medical
progress notes either, _ | Staff Operating Commiltee monthly.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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A 450

A 466

Continued From page 8

A form titled “Acknawledgement of Advance Directive
for Heallh Care” was found it patient #38's medical
record and was absent of documentation and belonged
to patient #45's medical record. This finding was
confirmed by staff # Y at the time of the finding.

The medical staff by laws rules and regulations
document indicates under section Q titted “Cade Status
and Advance Direclives”, “Code status and advance
directive, if known, must be designated on all patients
when admitled, in accord with DMC policy. [n the event
of a code change, documentation must be present io
indicate the reason for change.”

Surveyor: 28273

Based on record review and inlerview the facility failed
to ensure that 1 of 4 {(#31) hard copy medical record
was complete, accurate, and legible. Findings include:

During record review (of expired patient # 31) at
Campus A on 06/21/2010 at 1400, a document dated
02/14/2010 titled “Patient Expiration Form" was
incomplete. The area for documentation of
“Autharization to Retease Body and Body Released by"
were left blank.

Interview with Emplayee P at the fime of record review,
she stated that the document should have been
completed by staff when the body was released.

4B2.24(c)(2){v) CONTENT OF RECORD-INFORMED
CONSENT

{All records must document the following, as
approptiate:]

Properly exscuted informed consent forms for
procedures and treatments specified by the medical

L

LABORAT

staff, or by Federal or State [aw if applicable, to require

A 450

A 466

Blank & Misfiled Acknowledgement
of Advance Directive for Health Gare
Form

1. Registration Direclor to educate staff
on form completion requirements,

2. Monthily audit conducted by
department management.

3. Findings and action plans presented
to Leadership Perarmance
Improvement and Medical Safety
Caordinating Committee monihly and
department staff,

Patient Expiration Form section:
Authorization to Release Body and
Body Released By

1. Process revised: HIM to notify
Security when Funeral Home arrives to
pick up patient. Security will pick up
Patient Expiration Form from MIM and
escort Funeral Harne staff sign form
after body released. Security wifl return
form to HiM.

2. Revise 3 HUHHWH CLN 8410 Past
Mortem policy.

3. Security and HIM Directors to
educate staff

4. Audit conducted by HIM
management monthly.

5. Findings and action plans presented
to Leadership Performance
Improvement and Medical Safety
Coordinating Committee monthty and
depariment staff.

82310
anno

9{30110

9fFr0
8/30110
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A466 | Continued From page 9 A 466

wiitten patient consent,

This STANDARD is not met as evidenced by:
Surveyor: 28267

Based on record review and interview the facility failed
to ensure that a properly executed informed consent
procedure was followed in 3 of 14 (#38, #57, #58)
patient's medial records. Findings include:

informed Consent

On 6/21/10 at approximately 1500 during an 1. Revised policy 1 CLN 006 Jnformes | /110
observational tour and medical record review of open Consent for Medical! Surgicat
charts on unit 4-WS {neuroscience) the medical record Treatment, and Diagnostic Procedure to
of patient # 38 consisted of a farm titted *‘Consent for inciude writing out lhe specific
Surgery, Invasive and/or Diagnostic Procedures, procedure {0 be performed.
Anesthesia, and/or Bload Transfusion” which is the form 2. VPMA to educate physicians and 81510
the facility utilized for evidence of the informed consent LIPs to complete consent correctly
process ¢contained under the section titled “The through physician newsletler, posters in
procedura(s) is (are): B Sphenoidal. Staff # DD stated Doctors' Lounge, elevator tip sheets,
that the procedure was the “placement of bifateral Doctors' Dining Room table cards, and
sphenoidal electrodes” and that the pracedure wasn't Medical Staff Operations Gommittee.
written out like it was suppose to be, this finding was 3. Department of Aneslhesia to audit
also confirmed by Staff # F. consents monthly.
4. Findings and action plans presented
The policy # 1 CLN 006 titled “Informed Consent for to Leadership Pedormance
Medical/Surgical Treatment, and Diagnostic Procedure Improvement, Surgical Committes, and
does not contain specific instructions to indicate writing Medical Safety Coordinating Committee
out the specific procedure to be performed and consent and Medical Staff Operating Committee
to be given. morithly by VPMA,
A 491 | 482.25(a) PHARMACY ADMINISTRATION A 491

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

This STANDARD is not met as evidenced by:
Surveyor; 27065

Based on observation, interview and policy review, the
facility failed to ensure that medications dispensad to
discharged patients were not stored on the medication
cart on one unit. Findings indude:

LABORATORY DIRECTOR'S OR PROVIDER/SUFPLIERS REPRESENTATIVE'S SIGNATURE THLE (X6) DATE
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disclosable 14 days following the date these documents are made available to the facilily. If deficiencies are cited, an approved plan of carrection is
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A 491 Continued From page 10 A 491
Policy 2 MED 300 states: “There must be regular
inspection of mediations stored in patient care areas of Patient Medications
the hospitals and clinics with the purpose of determining 1. Revised Discharge Farm lo add 8510
Madication cart checked for home
proper 1abeling, product stability, produci safety, and medication. 8110
proper storage condition.” The policy states that a 2. Educated staff by department
pharmacist or designee is responsible for inspections in management,
all areas were medications are stored. 3. Revised process for returning patient | gry1p0
home medications on discharge.
On 6/21110 at approximately 1400, inspection of the 4. Process implemented by pharmacy 6/25/1C
medication carl on the psychialric unit on Campus B, to iabel Advair Diskus 100/50 with
revealed medications dispensed to five discharged patient name.
palients (#88, #67, #68, #89 and #70). The Coordinator 5. Weekly auditing by Quality ghano
of Pharmacy Services al Campus B canfirmed these Depariment for 6 menths,
findings and stated that she did not know who was 6. Vice President Operations/Patient
responsible for removing these items from the Care Services to ensure findings and
medication cart. In addition, one Advair Diskus 100/50 action plans presented monthiy to
with no patient narme was noted. These findings wers Leadership Perfermance Improvement
confirmed by the Vice President of Operations/Patient and Medical Safety Coordinating
Care Services for Campus B. Commitiee.
AT00 | 48241 PHYSICAL ENVIRONMENT A 700 See A-710

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

This CONDITION is not met as evidenced by:
Surveyor: 15195

The facility failed to provide and malntain a safe
enviranment for patients and staff,

This is evideniced by the Life Safely Code deficiencies
identified. See A-710.

A 701 482.41(a) MAINTENANCE OF PHYSICAL PLANT AT01

The condition of the physical plant and the overall

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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A 701 Cantinued From page 11 A 701
hospital environment must be developed and
maintained In such a manner that the safety and well-
being of patients are assured.
This STANDARD Is not met as evidence by:
Surveyor: 26222
Based upon observation and record review, the facility
failed to maintain the hospital environment lo assure the
safety of patients.
Findings include:
On 6/22110, 6/23/10, and 6/24/10 between the hours of Coffee Dispensing Machines 1510
B:00 AM and 3:00 PM, based upon observation, it was 1. Equipped coffee dispensing
discovered that coffee dispensing machines in patient machines in patient pantries with proper
pantries throughout Campus A are not equipped with backflow prevention devices on water
praper backflow prevention devices on water infet lines. inlet lings.
On 6/22/10 between the hours of 9:00 AM and 3:00 PM,
l it was discovered through observation that weekly Eyewash Stations
testing logs for eyewash stations localed in 8 Webber 1. Removed BWS eyewash station, 7nsne
South (BWS) soiled utility roam and 6 Webber South 2. Weekly eyewash station testing arnaro
Mechanical Room of Campus A are not being procedure for WS Mechanical Room
completed on a regular basis. Facilities Manager # FFF reviewed & station added to Inventory
confirmed that the eyewash station in 8WS is not List,
needed in that location. 3. Facilities management educated staff | /610
and is monitoring completion of log
On 6/22110 at 1:50 PM, based upon ohservation, it was monthly.
I discovered that plastic laminate is damaged at charting Plastic Laminate
stalions on 4 Webber South, and at the 4iCU Nurse 1. Repaired plastic laminate at charting 8125110
Station in Campus A. stations on 4 Webber Sauth. 827110
On 6/22/10 at 2:00 PM, based upon observation, it was 2. Repair plastic laminale at the 4iCU
discovered that the exhaust in the toilet room in Exam Nurse Station.
Room 7 and the toilet room adjacent to Exam Room 6 Exhaust in Toilet Room
in 3-Labor Reception Center (LRC) at Campus A is not 1. Repaired exhaust in toilet room of 7115710
functioning. exam room #7 and toilet room adjacent
On 6/22110 at 2:30PM, based upon observation, it was to exam room #6 in 3-LRC.
discovered that the Respile Nurseries are being used
for storage on 2 Webber Norih of Campus A (Rooms Resplte Nursaries
2235 and 2227), Clinical Manager JJJ stated during 1. Removed file cabinets/chair in 714140
interview 6/22/10 at 2:40 PM that nurseries are rarely Respite Nurseries on 2WN. Areas to
used because most babies room-in with the mothers, remain as Respite Nurseries.
and that Room 2227 is never used for babies, and
sometimes room 2235 is used for babigs if needed.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE {(X6) DATE
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A701 | Continued From page 12 A 704
On 6/22/10 at 2:15 PM, based upon observation, it was
discovered that the ice machine located in the Pantry of
Labor and Delivery/LORP (Campus A} has a drain fine
for the ice bin that is directly connected to the waste fce Machine THSH0
drain, 1. Repaired ice machine drain fine for
On 6/23/10 between 8:30 AM and 9:30 AM, based upon ice bin located in the panlry of Labor
observation, it was discovered that the kitchen of and Delivery/LORP,
Campus A has damage in the following areas, walls at
cart washing, walls outside of pot/pan washing, coving
tiles at cart storage, caving and floor tiles in walk-in- Main Kitchen
cooler corridor. 1. Repair Kitchen (Main) walls at cart 812THD
On 6/23/10 at 10:45 AM, based upon observation, it wash and walls oulside of pot/pan wash
was discovered that the walls are damaged in the area.
transportation storage and Environmental Services 2. Repair cove tiles at cart storage, 8/15010
Equipment Room {Campus A). cove and floor tiles in walk-in-cooler
On 6/23/10 at 11:00 AM, based upon observation, it carridor.
was discovered that there is debris accumulation on the
floor of the walk in cooler in the central pharmacy of Repaired Walls S
Campus A, 1. In the transportation storage room 8123110
On 6/23/10 at 12:45 PM, based upon observation, 1he 2. In EVS equipment room
following areas were observed damaged in the
Laboratory Depariment of Campus A: Plastic laminate Cleaned Debris
countertops of HLA, Biochemical genefics, blood bark, 1. On the flgor of the walk-in cooler in 6/24110
specimen processing, stat lab, and flow cytometry. cenfral phanmacy.
Drywall damage was observed in blood bank (adjacent Plastic Laminate
to tube station) and specimen processing (behind hand Repair plastic taminale countertops are 011510
sink). damaged in the following areas: HLA
On 6/24/10 between 8:00 and 9:00 AM, based upon Lab, Biochemical genetics, Blood Bank,
observation it was discovered that the following areas of Specimen Processing, Stat Lab, and
the Surgery Depariment of Campus A are damaged: Flow Cytometry.
cabinet and door frame damage fhroughout cores 1,2,
and 3. Repair Drywall
On 6/24/10 between 11:30 AM and 2:30 PM, based 1. Repair drywall in blood bank gfgﬁ}g
upon abservation and record review it was discovered 2. Repair drywall Specimen processing.
that eyewash stations are not being tested on a weekly Surgery Department Repairs
basis in the following acalions of Campus B: Exam 1. Repair damaged cabinels, door o/6/10
room 1 of the emergency depariment and frames, throughout Cores 1, 2 and 3 in
housekeeping room 1043, Surgery Deparment (OR Suite).
On 6/24/10 between 11:30 AM and 2:30 PM, based Eyewash Station Testing
upon observation it was discovered that there is the 1. Emergency depariment and
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A 70t Continued From page 13 A 701 housekeeping management educated 6/25110
following physical facilities damage in Campus B: holes staff and monitoring completion of log,
underneath hand sinks in ED exam rooms and orthio 2. Department management monitoring
Clean Utifity room; countertop damage in Radiology X- tog for weekly documentation. 612510
Ray 1 held {ogether with tape; damaged flooring in
Pantry of Psych Unit; coffee cart damaged in Pantry of
Psych Unit; plastic laminate damage at hand sink in lab; Repairs
countertop backsplash damage at girly sink in lab; wall 1. Repaired holes underneath hand 7128110
damage in main kitchen where papers have been taped sinks in ED exam rooms - WO 15435 ]
to the wall; plastic laminate damage at beverage station 2. Repaired Ortho Clean Utility room - | 7/29/10
in main kitchen. WO 15434 7130110
On 6/24110 between 11:30 AM and 2:30 PM, based 3. Repaired Countertop damage in
upon observalion, debris accumulation was discovered Radiology X-Ray 1 - WO 15399 8/18/10
in the following areas of Campus B: behind ice machine 4, Repaired Damaged flooring in Pantry
of pantey in Psych Unit; in kitchen: undemeath crales of Psych Unit - WO 15402
used for shelving, underneath cookline prep sink on the 5. Repaired Plastic laminate at hand 7128110
PVC drain line and flooring; in walk-in-freezer; and in sink in lab and counterlop backsplash
the floor drain at the 3 compariment sink, damage at dirty sink in lab —WQ 14810
On 6/24/10 between 11:30 AM and 2:30 PM, based 6. Repaired Wall damage in main 12110
upon observation it was determined that chemical kitchen - WO 15404
dispensing units are attached to mop sink faucets in 7. Repaired Plastic laminate at 7428110
housekeeping reams (Rooms 1012, 1043 and 1061) beverage slation in main kitchen — WO
throughout Campus B, This set-up results in shut off 15403
valves being located downstream of the built in 8. Cleaned behind ice machine of 7/28/10
atmaospheric vasuum breaker (AVB) subjecting AVB to pantry in Psych Unit, undemeath cook
consiant pressure, line prep sink on PVC drain line and

floor, walk-in-freezer, and floor drain at

AT10 482.41(b)(1)(2)(3) LIFE SAFETY FROM FIRE A710 the 3 compartment sink. 21210

(1) Except as otherwise provided in the section - 9. Installed shelving in kitchen.
() The hospital must meet the applicable provisions of 10. Installed waler wasting tee's in 7520/10
the Life Safety Code of the National Fire Protection Rooms 1012, 1043 and 1061
Assagiation. The Director of the Office of the Federal housekeeping closets. WO 15422
Register has approved the NFPA 101 2000 edition of
the Life Safety Code, issued January 14, 2000, for
incorporation by reference in accordance with 5 U.8.C.
§52(a) and 1 CFR Part 51. A copy of the Code is
available for inspection at ihe CMS Information
Resource Center, 7500 Security Boulevard, Ballimore,
MD or at the National Archives and Records
Administration (NARA), For information on the
availability of this material at NARA, call 202-741-6030,
ar go to:
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A710 | Continued From page 14 ATI0

hltp:Ilww.archives.govffederal_registerlcode_of_ federal
_regulationsfibr_lovations.himi

Copies may be oblained from the National Fire
Protection Assacfafion, 1 Batterymarch Park, Qunicy,
MA 02269, if any changes in the edition of the Code are
Incorporated by reference, CMS will publish notice in
the Federal Register to announce the changes.

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

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

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

This STANDARD is not met as evidenced by:
Surveyor: 15191

Based upon on-site abservation and document review
by Life Safety Code (LSC) surveyors on June 21-24,
2010, the facility does not comply with he applicable
provisions of the 2000 Edition of the Life Safety Code.

See the K-tags on the CMS-2567 dated June 24, 2010,
for Life Safely Code.

A724 | 482.41(c)(2) FACILITIES, SUPPLIES EQUIPMENT AT24
MAINTENANCE

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

This STANDARD is not met as evidenced by:
Surveyor: 27408

Based on observation and interview the facility failed 1o
ensure that Glucorneter test strips and contral solutions
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AT24 Continued From page 15 A 724
hotiles (supplies} were kept current and not outdated. Gilucometer Test Strips and control
Findings include: solutions
1. Quality Department developed a 212310
On tour of the Pra-operalive holding area on 6/22/10 at checklist for Point of Care supply
1000 on Campus B, it was observed that the dating, including glucometer test strips
giucometer test strips were not dated when they were and control s¢lutions bottles, 7127110
opened, and the confrol solutions bottles were outdated 2. Depariment management educated
on 6/11/10. Nurse Manager #AA confirmed these staff.
findings. 3. Point of Care Coordinator to audit 410
monthly.
4. Viice Presidenl Operations/Patient
Care Services fo ensure findings and
aclion plans presented monthly to
AT726 | 482.41(c)(4) VENTILATION, LIGHT, TEMPERATURE | A 728 Leadership Performance [mprovement
CONTROLS and Medical Safety Coordinating
Committee.
There must be proper ventilation, light, and temperature
controls in pharmaceutical, food preparation, and other
appropriate areas.
This STANDARD is not met as evidenced by:
Surveyor: 26222
Based upon observation, the facility failed to provide
proper lighting in patient care and food preparation
areas. Findings include:
On 6/23/10 between 8:30 AM and 9:30 AM based upon Lighting
observation it was discovered that the kitchen of 1. Restored lighting in Kiltchen walk-in | goc/1p
Campus A has lighting leve!s in all walk-in-coolers coolers to minimum 20 {oot-candies of
below the minimum 20 foot-candles of ilumination illumination. WO #327997
(Muminating Engineering Society of North America,
IESNA Publication CP28, Lighting for Heath Facilities).
On 6/22/10 at 2:15 PM based upon observation lighting
at hand sinks in Rooms 3412 and 3212 of Campus A 2. Restored lighting at hand sink in 7120110
were recorded at 14 and 20 foot-candles, respectively. room 3212 to minimum 30 foot-candles
This is below the minimum 3¢ foot-candles of of ilumination WO #327996.
illumination required {luminating Engineering Society 3. Reslored lighting al hand sink in 7H910
of North America, IESNA Publication CP29, Lighting for raom 3412 to minimum 30 foot-candles
Heath Facilities). of illuminalion WO #327995
On 6/23/10 at 11:30 AM based upon observation,
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Any deficigncy slatement endin
that other safeguards provide s
days following the dale of surv
disclosable 14 days following {

required o conlinued program paicipation.

g with an aslerisk (7} denotes a deficiency which the instifution may be excused from correcting providing it is datermined
ufficient protaction to the patients. (See instruclions). Except for nursing homes, the findings above are disclosable 80
ey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of cotraction ars

he date these documents are made available to the facility. If deficiencies are cited, an approved plan of comeclion is

FORM CMS-2567(D2-99) Previous Versions Obsolete

22

Event ID; BB1811

Facility ID: 830220

IF continuation sheet Page 16 of



1948

PRINTED:
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APB;;g%IOQDO
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1)PROVIDER/SUPPLIERICLIA X2) MULTIPLE CONSTRUCTION . VEY |
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A A. BUILDING *3) gg{nEPig'?ggY
B. WING
. 230104 . ] 06/24/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
HARPER UNIVERSITY HOSPITAL 3590 JOHN R STREET
x4 1D SUMMARY STATEME FIC DETROIT, M. 46201
NT GOF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION
PREFIX | [EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY | PREFIX {EACH GORRECTIVE ACTION s&gum BE coéﬁ?&m
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A726 | Continued From page 16 A 726

lighting levels at hand sinks in Diagnostic and

Evaluation and Emergency Depariment South of 4. Restored lighting at hand sinks in D/E | 7/19/10

Campus A are below the 30 foot-candles of illumination and Emergency Department South to

required. Lighting levels recorded at 14 foot-candles. minimum 30 fool-candies of illumination

On 6/23/10 at 1:30 PM, based upon cbservation, the WO #327298

cardiac cath lab 3 scrub sink lighting leve! was recorded

at 35 foot-candles; minimum required level is 75 foot- 5, Restored lightinig at scrub sinks in 8/27TM0

candles (IESNA Publication CP29). Cardiac Cath Lab #3 to minimum 75

On 6/24/10 at 9:00 AM, based upon observation it was foot-candles of illumination WO #

discovered thal the hand sink in the Central Sterile 327898

Processing (located in the basement level of Detoit 217110

Receiving Hospita!) had fighting levels less than the 30 6. Reslored lighting at hand sinks in the

fool-candles minimum required (JESNA Publication Central Sterile Processing to minimum

CP29). 30 foot-candles of illuminatior:,

On 6/2410 between 11:30 AM and 2:30 PM based
upon observation it was discovered that the hand sinks

in the cardiac room of the Emergency Department of 7. Restored lighting al hand sinks in the | 7/28/10
Campus B were recorded at 14 and 18 foof-candles: cardiac room of the Emergency
lighting levels at the hand sink in the Psych unit Department of Campus B {0 minimum
Activities room were recorded at 7 foot-candies. (30 30 foot-candles of illumination WO
foot-candles required, IESNA Publication CP28). #16391

’ 8. Restored lighting at hand sinks in 773010

A747 | 482.42 INFECTION CONTROL A 747 Psych Unit Activities Room to minimum
30 foct-candles of illumination WO

The hospital must provide a sanitary environment to #16392

avoid sources and transmissions of infections and
communicable diseases. There must be an active
program for prevention, control and investigation of
infections and communicable diseases.

This CONDITION is not met as evidenced by:
Surveyar: 26222

Based upon observation and interview, the facility failed
to pravide a sanitary enviconment and avoid sources of
transmission in & of 6 Endoscopy Procedure Rooms at
Campus A, and the kitchen of Campus A and Campus
B. This practice could affect all patients of the
Endoscopy suite in Campus A, as well as all patients
served foud from the kitchens of Campus A and
Campus B. Findings include;
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A 747 | Continued From page 17 A 747
On 6/23/10 at 11:30 AM during the tour of the
Endoscopy Decontamination Room, it was discoverad
that scopes used in procedures ara gross cleaned in Hand Washing Sinks 8125110
the procedure room priar to be being brought into the 1. Installed hand sinks with soap and
decontamination room. Sinks in the Procedure Rooms paper towel dispensers in each ropm.
were observed fo have the soap and paper towe!
dispensers removed,
Interview with Staff # LLL on 6/23/10 at 11:30 AM
confirmed that sinks in the Procedure Rooms are no
longer used for handwashing, and are dedicated 1o
cleaning of scopes. Staff # LLL stated that staff used a
handwashing sink located in an alcove in the corridor
for handwashing purposes. Facilities Manager # FFF
confirmed thal scap and paper towel dispensers were
removed to dedicate sinks within the rooms for scope
cleaning, and handwashing sink in the corridor was
instatied for staff in this area.
On 6/23/10 between B:30 AM and 9:30 AM, based upon Cleaning Needed
observation, it was determined that a drain fly 1. Treat dish machine and all kitchen 8125/10
infestation is present in the dish machine area and can floor drains manthly to remove fly
washing area of the kitchen of Campus A. Drain flies infestation and biofilm accumulation.
were observed flying around in these areas. Bio-film WOi#328003.
accumulalion was observed in floor drains in these 2. Food Service Management to 8/25110
areas, which are breeding grounds for these files. monitor daily and report to facilities if
On 6/23/10 between 8:30 AM and 9:30 AM, based upon any addilional reatment necessary, 82510
observation, a food preparation employee in the kitchen 3. Facilities to manitar drains monthiy.
of Campus A was observed adjusling their hair net and Hand Hygiene Campus A
continuing food preparation activities without performing 1. Depariment Management educated | gi28r10
hand hygiene. General Manager KKK addressed the all employees on hand hygiene.
employee, and the employee washed hands 2. Audit conducted by department
immediately. management monthly .
3. Findings and action plans presented
On 6/24/10 between 1:50 PM and 2:30 PM, based upon to Leadership Performance
observation a dishwashing employes at Campus 8 was Improvement and Medical Safety
abserved handling dirly dishes and clean dishes without Coordinating Committee monthly and
handwashing in between tasks. department staff,
Hand Hygiene Campus B
1. Department management educated | 6/24/10
, staff on separating clean and dirly
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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A1002 | Continued From page 18 A1002 processes.
482.52(b)(1) PRE-ANESTHESIA EVALUATION 2, Audit conducted by depariment
managerment monthly,
Anesthesia services must be consistent with needs and 3. Findings and aclion plans presented
resources. Palicies on anesthesia procedure must to Leadership Performance
include the delineation of pre-anesthesia and post- Improvement and Medical Safety
anesthesia responsibilities. The policies must ensure Coordinating Committee monthly and
that the following are pravided for each patient: department staff.
Anesthesia services must be consistent with the needs
and resources. Polices on anesthesia procedures must Anesthesia Record Pre-signed
include the delineation of pre-anesthesia and post- 1. Anesthesiology staff re-aducated 6/28/10
anesthesia responsibilities. The policies must ensure about “Present on Induction”
that the foflawing are provided for each patient; documentation, even for local cases,
and labeling of form. 712110
This STANDARD is not met as evidenced by: 2. Audit conducted by depariment
Surveyor: 27408 management manthly.
Based on records reviewed and interview the agency 3. Vice President Operationsiatient
failed ta follow their pre-anesihesia policy for 1 of 2 Care Services to ensure findings and
(patient # 50) records reviewed. Findings include: action plans presented monthly to
Leadership Performance Improvement
During record review on 6/22/10 at Campus B, il was and Medical Safety Coordinating
revealad that in the pre-op holding area patient # 50's Committee monthly,
chari was reviewed. The anesthesiologist had pre-
signed the “l was present for induction” area on the
form fitled “Anesthesia Record” when the patient hadn't
even been back 1o surgery. The “Aneslhesia Record”
form did not contain a patient name, date, or any other
identifiers.
This was confirmed by the nurse administralor of
Campus B on 6/22/10 at 1100.
A1005 | 482.52(b)(3) OUTPATIENT POST-ANESTHESIA A1005
EVALUATION
[The policies must ensure that the following are
provided for each patient:]
A post-anesthesia evaluation completed and
documented by an individual qualified to administer
anesthesia, as specified in paragraph (a) of this seclion,
no later than 48 hours after surgery or a pracedure
requiring anesthesia services. The post-anesihesia
evaluation for anesthesia recovery must be completed
in accordance with State law and with hospital policies .
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A1005 | Continued From page 19 A1005
and pracedures, which have been approved by the
medical staff and which reflect current standards of
anesthesia care.
This STANDARD is not mei as evidenced by:
Surveyor: 27408
Based on records reviewed and interview the facility Post Anesthesia Documentation
failed to ensure a post anesthesia evaluation had been 1. Anesthesia staff educated by 6/28/10
documented within 48 hours after surgery for 1 of 13 Specialist in Chief on documentation
(patient # 55) records reviewed. Findings include; requirements.
2. Audit conducted by department
MR #55: The patient had surgery on 06/02/10. During management monthly.
the review of the clinical record on 6/22/10, it was noted 3. Findings and aclion plans presented
a 48 hour post anesthesia evaluation had not been monthly {o Leadership Performance
completed. Request for the nursing unit's dinical tmprovement and Medical Safety
supervisor lo look for the presence of the post Coordinating Commiltee.
anesthesia evaluation on the clinical record produced
no document confirming such.
These findings were discussed with the hospitals
leadership team during the exit conference on 6/2210
at Campus B.
A1100 | 482.55 EMERGENCY SERVICES A1100
The hospital must meet the emergency needs of
patients in accordance with acceplable standards of
praciice.
This CONDITION is not met as evidenced by:
Surveyor: 28267
Based on record review and interview the facility failed
to meet the patient’s pain and vita! sign needs in the
Emergency Department at Campus B. Findings
include:
On 6/22/10 at approximately 0930 during an Emergency Department Pain
abservational tour and open medical record review at Assessment & Management
Campus B emergency department the following 3 out of 1. Department Manager re-educated 6723110
4 patients (#41, #42, #43) pain needs were not met: ED staff to Palicy 2 ED 047 Patient
Patient #41 came info the ED with 4 left litle finger Assessment Documentation.
injury. A therough pain assessment was not completed 2. Manager monitoting compliance 6/28110
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A1100 | Continued From page 20 A1100 | weekly until 100% compliant for 6
but there was documentation that her finger was months.
“aching”. No pain medication was administered in the 3. Vice President Operations/Patient
emergency department or no reassessiment of pain Care Services fo ensure findings and
prior fo discharge. action plans presented monthly 1o
Leadership Performance improvement
Palient #42 came into the ED with a comptaint of chest and Medical Safety Coordinafing
pain and left arm pain. The patient was admitted into Committee and ED siaff.
the ED al 1357 and his pain was assessed, the patient
rated his pain a 5 out of 10, The palient was then
discharged at 1543 with no reassessment of pain and
ro medication was administered fo the palient for pain
during his admission,
Patiant#43 came into the ED with a complaint of acute
back pain. The patient's pain was assessed upon
admission into the ED 2257 and had rated her pain as a
7 out of 10 then her pain was reassessed again at 2312
and the patient rated her pain as a 5 outof 10. The
patient was discharged from the emergency department
within 22 minutes and no documentation that the
patient’s complaint of pain was addressed.
QOn 6/2310 at approximately 1015 upon review of the
facility policy and procedure titled “Pain Management”
Policy No. 1 CLN 043 under the seclion titled Policy has
documented “All patients will have their pain assessed
and managed.”
On 6/22/10 at approximately 0930 during an
observational tour and open medical record review at Emergency Department Vital Signs
Campus 8 emergency depariment the following 2 of 2 1. Department Manager re-educated 823110
(#42, #44) oul of a total sample of 4 emergency ED staff to Policy 2 ED 047 Patient
departiment pafients vital signs were not taken within Assessment Documentation, 812810
one hour of their discharge as follows: 2. Manager monitoring compliance
weekly until 100% comgpliant for 6
Patient #42 was admitted into the Emergency months,
Depariment at 1357 and discharged at 1543. The only 3. Vica President Operations/Patient
set of vital signs documented was at 1357. Care Services to ensure findings and
aclion plans presented monthly to
Patlent #44 was admitted into the Emergency Leadership Performance Improvement
Departrnent at 2037 and discharged at 2245, The only and Medical Safety Coordinating )
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set of vital signs docurnented was at 2041,

On 6/23/10 at approximately 1015 upon review of a
facllity policy and procedure titled "Patient Assessment,
Cocumentation/Data Coltecling” has documented under
the section Provision the following: number 4 — "Vital
Signs may Include temperature, respiratory rate, pulse,
bloed pressure, pain, Glasgow Cama Score (GSC) and
Capillary Blood Glucose.” and number &. stated *All
palients discharged from the emergency depariment
must have vital signs taken within one hour prior to
discharge, transfer, or admission.

The above findings were wilnessed and confirmed al
the times posted above by staff # M.
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K 000

K 017

INITIAL COMMENTS

Surveyour: 13546

This Federal Monitoring Life Safety Code (LSC) survey
was conducted on 06/21, 23, 24/2010 between the
times of 9:00 AM and 5:00 PM. The 2000 edition of the
LSC (NFPA 101), existing secticn, was used in
conjunction with the requirements of 42 CFR 483.70
(a). The facility does not meet the standard.

The survey consisted of the main building Harper
University Hospital located in Detroit, This will be known
as building 1. Also surveyed was DMC Surgery Center
located in Madison Heights. This will be known as
building 2,

The building details are as follows.

Building 1 Harper-construction type: 10-stories Type !
(222). The building is partially sprinkler protected. The
facility has a fotal capacity of 508 beds at the time of
the survey and was at full capacity during the sufvey.

Building 2 DMC Surgery-construction type: Type
(332). Building is fully sprinkled and has a total capacity
of 36 beds at the time of the survey.

NFPA 101 LIFE SAFETY CODE STANDARD

Corridars are separated from use areas by walls
constructed with at least ¥z hour fire resistance rating. In
sprinklered buildings, partitions are only required to
resist the passage of smoke. In non-sprinkiered
buildings, walls properly extend above the ceifing.
(Corridor walls may terminate at the underside of
ceilings where specifically permitted by Code. Charting

And clerical stations, waiting areas, dining rooms, and
activity spaces may be open to the corridor under
certain conditions specified in the Code. Gift shops may

be separated from corridors by non-fire rated walls if the

K 600

K017
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K 017 | Continued From page 1 K 017
gift shop is fully sprinklered.)
19.3.6.1,19.3.6.2.1, 18.386.5

This STANDARD is not met as evidenced by :
Surveyor: 18760

Based on observation it was determined that the facility
failed to provide corridor walls that could provide at
least 30 minute fire-resistance rating in accordance with
the LSC section 19.3.6.1, 19.3.6.2.1. This deficient
praclice could potentially affect all occupants of the
facility.

Findings include:
On 06/23/10 the following observations were made:

At approximately 10:40 AM, Observed an unsealed Sealed penetration above the ceiling, 8/25M10
penetration (approximately 1/8” wide) in the Brush above door marked 6870A to prevent
Building basement corridor, above the ceiling tile, above the spread of sioke and heat into the
the door marked 6870A. This penetration would not corridar (K-017.1)

prevent the spread of smoke and heat into the corridor
wall.

These findings were observed and confirmed by the
Facility Maintenance Director during the inspection.

K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K 018

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as those
constructed of 13/4 inch salid-bonded core weod, or
capable of resisting fire for at least 20 minutes. Daors in
sprinklered buildings are only required to resist the
passage of smoke. There is no impediment to the
closing of the doors. Doors are provided with a means
suitable for keeping the door closed. Dutch doors
meeling 19.3.6.3.6 are permitted.  19.3.6.3

Raller latches are prohibited by CMS regulations in all
health care facilities.
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K 020

Continued From page 2

This STANDARD fs not met as evidenced by:
Surveyor: 18760

Based on observation the facility failed to provide
corridor doors that would close and resist the passage
of smoke and/or able to provide a positive latch in
accordance with the LSC section 19.3.6.3. This
deficient practice could potentially affect all occupants
of the facility,

Findings include:
On 06/24/2010, the following observations were made:

At approximately 11:35 AM, Observed an unsealed
penetration (approximately %" wide) in the corridor door
leading to the Radiotogy Reception, across from room
G252. This penetration would not prevent the spread of
smoke and heat into the corridor.

These findings were observed and confirmed by the
Corporate Fire Safety Inspector.
Surveyor: 27171

Based on observation the facility failed to provide
corridor doors that would close and resist the passage
of smake and/or able to provide a positive latch in
accardance with the LSC section 19.3.6.3. This
deficient practice could potentially affect all occupants
of the facility.

Findings include:

On 06/24/2010, the following observations were made:
At approximately 11:14 AM, Observed that the West
door ta the 10" floor Pantry (Webber South Bldg.) did
not fully close to a positive latch,

These findings were observed and canfirmed by the
Corporate Plant Operations Manager.

NFPA 101 LIFE SAFETY CODE STANDARD

K 018

K 020

Sealed penetration in corridor door
leading to Radiology Reception, across
from room G252 to prevent the spread
of smoke and heat into the corridor
(K-018.1)

Adjusted closer on 10" floor Pantry to
fully close to a positive latch (K-018.2)

8/25M10

8/25/10
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Stairways, elevator shafts, light and ventilation shafts,
chutes, and other veriical openings between floors are
enclosed with construction having a fire resistance
rating of at least one hour. An afrium may be used in
accordance with 8.2.5.6. 18.3.1.1.

This STANDARD is not met as evidenced by:
Surveyor: 13546

Based on observation the facllity failed to provide 1-
hour fire resistive separation for the vertical openings in
accordance with the LSC section 19.3.1.1. This
deficient practice could potentially affect ALL occupants
of the facility.

On 06/21/2010, the following observations were made:

At approximately 11:14 AM, Observed that the stairwell Adjusted all doors along stairwell HAR- | 8/2310
door HAR-42 is sticking and does not fully close to a 42 to fully close to a postitive latch
positive lalch. This penetration would allow smoke and (K-020.1)

heat to enter the stairweil.

These findings were observed and confirmed by the
Corporate Facility Director.

Surveyar: 18760

Based on abservation the facility failed to provide 1-
hour fire resistive separation fro the veriical openings in
accordance with the LSC section 19.31.1. This deficient
praclice could polentially affect All occupants of the
facility.

Findings include:

On 06/23/2010, the following observations were made:

At approximately 9:45 AM, Observed an unsealed Sealed penetration protruding through B/25110
conduit penetration (approximately %" wide) protruding 2-hr fire wall above door to stairwell

through the 2-hr fire, wall above the door to exit access HUH-47 to prevent the spread of smoke

stairwell HUH-47 (2™ floor Brush Bldg. This penefration and heat into the stairwell (K-020.2)

would allow smoke and heat to enter the stairwell.
These findings were observed and confirmed by the
Corporate Plant Operations Manager.
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K 020 | Continued From page 4 K 020 -
Stairwell door HUH-32 (Webber North Bidg.) at room Repaired door to stairwell HUH-32 on 3 | 8/23/10
3502 did not fully close 1o a positive latch. This Webber North at room 3502 to fully
deficiency would allow smoke and heat to enter the close to a positive latch(K-020.3)
stairwell.
These findings were observed and confirmed by the
Facility Maintenance Director
Surveyor: 27171
Based on observation the facility failed to provide 1-
haur fire resistive separation for the vertical openings in
accordance with the LSC section 19.3.1.1. Thig
deficient practice could potentially affect all occupants
of the facility.
Findings include:
On 06/21/2010, the following observations were made:
At approximately 11:32 AM, Observed that stairwell Repaired door to stairwell HUH-32 on 8123110
door HUH-32 (10" floor, Webber South Bldg.) did not 10WS to fully close to a positive latch
fully close to a positive latch. This deficiency would (K-020.4)
allow smoke and heat to enter the stairwell. WO #: 328058
These findings were observed and confirmed by the
Plant Operations Manager.
At approximately 11:368 AM, Observed that stairwell Repaired door to stairwell HUH-36 on 8125M¢
door HUH-36 (10" floor Webber South Bldg.) does not 10WS to fully close to a positive latch
fully close to a positive latch. This deficiency would (K-020.5)
allow smoke and heat to enter the stairwell,
These findings were observed and confirmed by the
Plant Operations Manager.
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025
Smoke barriers are constructed to provide at least a
one half hour fire resistance rating in accordance with
8.3. 8moke barriers may terminate at an atrium wall,
Windows are protected by fire-rated glazing or by wired
glass panels and steel frames, A minimum of two X
LABORATCRY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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K 025 | Continued From page 5 K 025

separate compartments are provided on each floor.
Dampers are not required in duct penetrations of smoke
barriers in fully ducted heating, ventilating, and air
conditioning systems.

Continued from page 6

19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD is not met as evidenced by:
Surveyor: 13546

Based on observation the facility failed to provide
smoke barriers that would provide at least a one half
hour fire resistance rating in accordance with the LSC
sections 19.3.7.3,19.3.7.5, 19.1.6.3, 19.1.6.4. This
deficient practice could potentially affect All occupants
of the facility.

Findings include:

On 06/23/10, the following observations were made:

At approximately 10:00 AM, Cbserved an unsealed

penetration (Approximately 2" wide) through the cross- Sealed penetration through cross- B/25/10
corridor smoke barrier wall at room 8601. This corridor smoke barrier at room 8601 to

deficiency would atlow smoke and heat {o travel prevent the smoke and heat to fravel

between smoke compartments. between smoke compartment (K-025.1)

These findings were observed and confirmed by the
Facility Maintenance Director.

At approximately 10:37 AM, Observed a 3" x 5" section Repaired drywall in corridor across from 8125110
of missing drywall (above ceiling tile) in the corridor, room 8702 (K-025.2)
acrass from room 8702,

These finding were observed and confirmed by the
Facility Maintenance Director.

On 6121110, the following observations were made:

At approximately 1:00 PM, Observed three sealed floor Sealed three floor penetration in Brush | 8/25M0

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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K025 | Continued From page 6 K025 | Building Telephone Closet at elevator
conduils {(approximately 2" wide) in the Brush Building foyer to prevent smoke and heat to
Telephone Closet, at the elevator foyer. This deficiency travel between floors (K-025.3)
would allow smoke and heat to fravel between floors.
These findings were observed and confirmed by the
Facility Maintenance Director.
On 06/23/10, the following observations were made:
At approximately 2:02 PM, Observed multiple unsealed Sealed multiple wall penetrations above | 8/25M0
wall penetrations (approximately 2” wide) above the cross-corridor smoke barrier doors at
cross-corridor smoke barrier doors at room 3712. This room 3712 to prevent the spread of
deficiency would allow smoke and heat to travel - smoke and heat between smoke
between smoke compariments. compariments (K-025.4)
These findings were observed and confirmed by the
facility Maintenance Director,
Surveyor: 18760
Based on observation the facility failed to provide
smoke barriers that would provide at least a one half
hour fire resistance rating in accordance with the LSC
sections 19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4. This
deficient practice could potentially affect All accupants
of the facility.
Findings include:
On 06/23/10, the following observations were made:
At approximately 10:00 AM, Observed an unsealed Sealed open penetration in 2-hr fire wall | 8/25/10
open penetration (approximately 3" x 3" in the 2-hr fire above ceiling from entre:nce to Surgical
wall, above the ceiling tile, (approximately 3' from the Lounge — actually on 1* floor Brush
entrance to the Surgical Lounge, on the 2" floor of the Building - to prevent smoke and heat to
Brush Building). This deficiency would allow smoke and travel between smoke compartments
heat to trave! between smoke compartments. (K-025.5)
These findings were observed and confirmed by the
Corporate Operations Directar.
Surveyor: 27171
Based on observation the facility failed to provide
. |_smoke barriers that would provide at least a one half _ )
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K025 | Continued From page 7 K025
hour fire resistance rating in accordance with the LSGC
seclions 19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4. This
deficient practice could potentially affect all occupants
of the facility.
Findings include:
On 06/21/10, the fallowing observations were made:
At approximately 11:38 AM, Observed an unsealed Sealed section of cable tray at cross- 8125110
section of the cable tray, located at the cross-corridor corridor smoke barrier (near ICU
smoke barrier (near the 1.C.U. Elevatars, on the 10" elevators on 10" floor) (K-025.6)
Floor, Webber South Building) wall.
These findings were observed and confirmed by the
Plant Operations Manager.
At approximately 14:42 AM, Observed an unsealed pipe Sealed pipe penetration through cross- | 8/25/10
penetration (Approximately 2" wide) through the cross- corridor smoke barrier (near ef[ecttical
corridor smoke barrier, (located near 10-1.C.U. Electrical closet in Hemodialysis, on 10' floor) to
Closet, Webber South Building). This deficiency would prevent smoke and heat to travel
allow smoke and heat ta fravel between smoke between smoke compartments
compartments. (K-025.7)
These findings were observed and confirmed by the
Plant Operations Manager.
At approximately 1:13 PM, Observed an unsealed Sealed conduit penetration (WS 8125110
conduit penetration in the cross-corridor smoke barrier Nurses Station) to prevent smoke and
wall. (located on the east side of the 9" floor nurses heat to travel between smoke
station, in the Webber South Building). compariments (K-025.8)
This deficiency would allow stnoke and heat to travel
between smoke compartments.
These findings were observed and confirmed by the
Piant Operations Manager.
At approximately 1:33 PM, Observed an unsealed Sealed section of cable tray (SWS 8/25/10
section of the cable tray located at he 9" floor Webber cross-corridor smoke barrier at south
Building cross-corridor smoke barrier, at South entrance entrance into 9ICU) (K-025.9)
fo l.C.U).
LABORATORY DIRECTOR'S OR PROVIDERIS;UPPLIERS REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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K 025 Continued From page 8 K 025
These findings were observed and confirmed by the
Plant Operations Manager,
Al approximately 1:40 PM, Observed an unsealed Sealed cable tray at cross-corridor 8/25M0
section of cable tray. Located at the cross-corridar smoke barrier wall near room 8522
smoke barrier wall, near i.C.U. Roam 8522, (8ICU) (K-025.10)
These findings were observed and confirmed by the
Plant Operations Manager.
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K 027
Door openings in smoke barriers have at least a 20-
minute fire protection rating or are at least 13/4-inch
thick solid bonded wood core. Non-rated protective
plates that do not exceed 48 inches from the bottom of
the door are permitted. Horizontal sliding doors comply
with 7.2.1.14. Doors are self-closing or automatic
closing in accordance with 19.2.2.2.8. Swinging doors
are not required to swing with egress and positive
latching is not required. 19.3.7.5, 18.3.7.6, 19.3.7.7
This STANDARD is niot met as evidenced by:
Surveyor; 13548
Based on observation the facility failed to provide for
the smoke barrier doors to be self-closing or automatic
closing in accardance with the LSC section 19.2.2.2.6,
This deficient practice could potentially affect All
occupants of the facility.
Findings include:
On 06/23H10, the following observations were made:
At approximately 2:02 pm. Observed that the Repaired coordinator on cross-corridor | 8/23/10
coordinator on the cross-corridor smoke barrier doors, smoke barrier doors iocated at room
located at room 5719, did not function when tested. 5719 to prevent smoke and heat to
This deficiency would allow smoke and heat to travel travel between smoke compartments
between smoke compartments. - (K-027.1)
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
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These findings were observed and confirmed by the
Facility Maintenance Director.

At approximately 12;22 PM, Observed an approximately Sealed 1/8” gap between edges of 8/23/110
1/8" gap between the edges of the cross-corridor smoke cross-corridor smoke barrier doors,

barrier doors, adjacent to room 3820. This deficiency adjacent to room 3820 to prevent

woulid allow smoke and heat fo travel between smoke smoke and heat to travel between

compartments. smoke compartments (K-027.2)

These findings were observed and confirmed by the
Facility Maintenance Director.

On 06/21/10, the following observations were made:

At approximately 11:27 AM, Observed that the cross- Repaired smoke barrier doors adjacent | 8/23/0
corridor smoke barrier doors (Located adjacent to the to 10" floor, south entrance to
10™ floor Webber-South 1.C.U. Entrance) did not fully Hemodialysis to fully close to prevent
close. This deficiency would allow smoke and heat to smoke and heat to travel between
travel between smoke compartments. smoke compartments (K-027.3)
' WO #: 328060

These findings were observed and confirmed by the
Facility Maintenance Director.

At approximately 1:20 PM, Observed that the cross- Extended smoke barrier wall to ceiling 812610
corfidor smoke barrier wall (Located at the 9" floor, to prevent smoke and heat {o fravel

Webber South nurse's station) did not extend to the between smoke compariments (SWS

ceiling. This deficiency would allow smoke and heat to Nurses Station) (K-027.4)

travel between smoke compartments.

These finding were observed and confirmed by the
Facility Maintenance Director.

K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029

One hour fire rated construction (with % hour fire-rated
doors) or an approved automatic fire extinguishing
system in accordance with 8.4.1 and/or 19.3.5.4
protects hazardous areas. When the approved
automatic fire extinguishing system option is used, the
areas are separated from other spaces by smoke
resisting partitions and doors. Doors are seif-closing
and non-rated or field-applied protective plates that do
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K029 | Continued From page 10 K029 -

not exceed 48 inches from the bottom of the door are
permitted. 19.3.2.1

This STANDARD is not met as evidenced by:
Surveyor: 13546

Based on observation the facility failed to provide for
the protection of hazardous areas in accordance with
the LSC section 19.3.2.1. This deficient practice could
potentially affect all occupants of the facility.

Findings include:

On 6/21/10, the following observations were made:

At approximately 12:46 PM, Observed that the door to Room 3627 does not exist, the only 8/2310
clean utility room/storage room 3627 requires a self- clean utility room/storage raom on the
closer. This deficiency would allow smoke and heat to urit is 3617 and the door has a self-
enter the exit corridor. closer, preventing smoke and heat to
travel between smoke compartments
These findings were obsefrved and confirmed hy the {K-029.1)
Corporate Fire Safety Inspector.
At approximately 10:01 AM, Observed an unapproved Removed unapproved trash receptacle | 8/23/10
trash receptacle in the Brush Center corridor at ragom (K-028.2)
3820.

These findings were observed and confirmed by the
Corporate Fire Safety Inspector.

At approximately 2:46 PM, Observed that the door o Install replacement door for supply
supply room 8701 does not meet the 45-minute rating room 8701 that meets the 45-minute
requirement. rating requirement (K029.3)
To be installed by 9/19/10
These findings were observed and confirmed by the Responsible: Director of Facility
Corporate Fire Safety Inspecior. Engineering and Construction
At approximately 2:46 PM, Observed an unsealed wall Sealed walt penetration between 8/25/10
penetration between the corridor and the room 8701, corridor and room 8701 to prevent
This deficiency would allow smoke and heat to enter the smoke and heat to enter the exit
exit corridor. corridor (K-029.4)
These findings were observed and confirmed by the i _
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Corporate Fire Safety Inspector.
Install replacement door for supply
At approximately 2:49 PM, Observed that the door to room 8712 that meets the 45-minute
supply room 8712 does not meet the minimum 45- rating requirement (K-029.5)
minute rating requirement. To be instailed by 8/19/10
Responsible: Director of Facility
These findings were observed and confirmed by the Engineering and Construction
Corporate Fire Safety Inspector.
Room 7702 is an office that is occupied | 8/23/10
At approximately 12:46 PM, Observed that the door to by ane person, closer not required. The
Janitor's Closet 7702 does not self-close and latch. janitors closet door across from room
This deficiency would allow smoke and heat to enter the 7702 adjusted to self close and latch to
exit corridor. prevent smoke and heat to enter the
exit corridor (K028.6)
These findings were observed and confirmed by the
Corporate Fire Safety Inspector.
At approximately 12:46 PM, Observed an unsealed wall Sealed penetration above janitors cioset | 8/25/10
penetration (Approximately 17 x 2" wide) above the door across from room 7702; the wall above
to Janitor's closet 7702. This deficiency would alfow room 7702 was also checked to verify
smoke and heat to enter the exit corridor, no penetrations.
(K-028.7)
These findings were observed and confirmed by the
Corporate Fire Safety Inspector.
At approximately 2:49 PM, Observed that the storage Install a rated door for storage room at
room door, at entrance to 6-Brush center, is not rated. 6B Center (K-029.8)
These findings were observed and confirmed by the To be installed by 8/18M10
Corparate Fire Safety Inspector. Responsible: Director of Facitity
Engineering and Construction
At approximately 2:55 PM, Observed that the doar to install a rated door for storage closet
the storage closet at room 6812 is not rated. 6812 (K-029.9)
To be installed by 8/18/10
These findings were observed and confirmed by the Responsible: Director of Facility
Corporate Fire Safety inspector. Engineering and Construction
At approximately 2:49 PM, Observed that the door to Instatled self-closer on door to storage 8/23/10
storage room 6605A does not have a self-closer. room B605A (K-029.10)
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These findings were observed and confirmed by the
Corporate Fire Safety inspector.

At approximately 2:19 PM, Observed that the Install sprinkier {o room 5718
dimensions of the clean linen/storage room 5718 (K-029.11)
exceed 100 square feet and is not sprinkler pratected. To be installed by 8/31/10
Responsible: Director of Facility
These findings were cbhserved and confirmed by the Engineering and Construction
Corporate Fire Safety Inspector.
At approximately 2:57 PM, Observed heat producing Install sprinkler (K-029.12)
appliances were observed in staff lounge 5708. This To be installed by 8/31/10
room is not sprinkled or have a rated door with closer. Responsible: Director of Facitity
This deficiency would allow smoke and heat to enter the Engineering and Construction
exit corridor,

These findings were observed and confirmed by the
Corporate Fire Safety Inspector.

At approximately 2:58 PM, Observed wiring and Removed wiring and combustibles that | 8/25/10
combustibles not properly secured inside of Mechanical were not properly secured inside of
closet 2627, mechanical closet 2627

(K-029.13)

These findings were observed and confirmed by the
Facility Maintenance Director.

Surveyar: 18760

Based on observation the facility failed to provide for
the protection of hazardous areas in accordance with
the LSC section 19,3.2.1. This deficient practice could
potentially affect All occupants of the facility.

Findings include:

-On 6/21/10, the following abservations were made:

At approximately 11:32 AM, Observed that the door to Repaired door to soiled utility room 8/25/M0
the Soiled Linen Room marked G114/1114a did not G114/114a to close to a positive latch
close to a positive latch. This deficiency would allow (K-029.14)

smoke and heat to enter the exit corridor.

These findings were observed and confirmed by the
Corporate Fire Safety Inspector.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS hEPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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At approximately 11:50 AM, Observed that the door to Repaired door to janitors closet in OR to | 8/25HM0
the Weber Building O.R. janitor’s closet did not close to close to a positive latch
a positive latch. This deficiency would allow smoke and (K-029.15)

heat to enter the exit corridor.

These findings were observed and confirmad by the
Corporate Fire Safety Inspector.

At approximately 1:25 PM, Observed that the door to Repaired door to janitors closet in 8/19110
the Wendy's kitchen janitor's closet did not close to a Wendy’s kitchen to close to a positive

pasitive latch. This deficiency would allow smoke and latch

heat to enter the exit corridor, (K-029.16)

These findings were observed and confirmed by the
Corporate Fire Safety Inspector. :

At approximately 1:35 PM, Observed ceiling tiles Replaced ceiling tile in Webber 1% floor | 8/23/10
missing in the Webber Building ground floor service service elevator (K-029.17)
elevator area. WO #: 328067

These findings were observed and confirmed by the
Corporate Fire Safety Inspector.

At approximately 10:20 AM, Observed an unsealed wall Sealed wall penetration in janitors 8/25110
penetration (Approximately 3" x 3" in diameten) in the closet in cafeteria to prevent smoke and

Brush Building Upper Café janitor’s closet. This heat to enter the exit corridor(K-029.18)

deficiency would allow smoke and heat to enter the exit

corridor.

These findings were observed and confirmed by the
Corporate Fire Safely Inspector,

At approximately 10:25 AM, observed that the door to Repaired door to storage room in B/2510
the Upper Café Storage Room in the Brush Buitding did cafeteria to close to a positive latch
not clese to a positive latch, (K-029.19)

These findings were observed and confirmed by the
Corporate Fire Safety Inspector.

At approximately 10:40 AM, Observed that the ceiling Replaced ceiling tile in Hospitality 8123110
tile in the 1 floor Brush Building Hospitality Storage Storage Room (catering) (K-029.20) ‘
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room is missing.
These findings were observed and confirmed by the
Corporate Fire Safely Inspector.
At approximately 10:55 AM, Observad an unsealed - | Sealed penetration in EVS storage 812510
penetration (Approximately 1" x 8" in diameter) in the room to prevent smoke and heat to
Brush Basement EVA Storage Room. This deficiency enter the exit corridor(K-029.21)
would allow smoke and heat fo enter the exit corridor,
These findings were observed and confirmed by the
Carporate Fire Safety Inspector.
At approximately 11:00 AM, Ohserved an unsealed Sealed conduit penetration protruding 8125M0
conduit (Approximately 1" in diameter) protruding through wall in basement kitchen to
through the corridor wall, in the Brush Building prevent smoke and heat to enter the
basement kitchen. This deficiency would allow smoke exit corridor
and heat fo enter the exit corridor. (K-029.22)
These findings were observed and confirmed by the
Corporate Fire Safety Inspecior.
At approximately 11:00 AM, Observed a concrete block Repaired concrete wall in basement 8/25/10
missing (Approximately 6" x 12") missing from the kitchen storage room to prevent smoke
corridor wall in the Brush Building basement kitchen and heat to enter the exit corridor
storage room. This deficiency would aflow smoke and (K-028.23)
heat to enter the exit corridor.
These findings were observed and confirmed by the
Corporate Fire Safety Inspectar,
At approximately 1:05 PM, Observed that the 4" floor Adjusted door to clean linen room on 81910
Weber North clean linen room door did not close to a 4WN to close to a positive latch
positive laich. (K-028.24)
These findings were observed and confirmed by the
Corporate Fire Safety Inspector.
At approximately 11:00 AM, Observed an unsealed Sealed penetration around pipe in B8/25(10
penetration around a pipe (Approximately 1" in janitors closet across from room 4445
diameter) protruding through the rear wall of the 4% floor on 4WS to prevent smoke and heat to
Weber South janitor's closet, adjacent to room 4445. enter the exit corridor (K-029.25)

) This deficiency would allow smoke and heat to enter the -~
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exit corridor.
These findings were observed and confirmed by the
Corporate Fire Safety Inspector,
Surveyor: 27171
Based on obsetvation the facility faited to provide for
the protection of hazardous areas in accordance with
the LSC section 19.3.2.1. This deficient practice could
potentially affect all occupants of the facility.
Findings include:
On 6/21/10, the following observations were made:
At approximately 10:57 AM, Observed an unsealed Sealed penetration next to HVAC duct 812510
conduit penetration (Approximately 1" in diameter) next on 11" fioor in Plumbers Shop to
to the HVAC duct in the 11™ floor North Penthouse prevent smoke and heat fo enter the
Plumbers Shop. This deficiency would allow smoke exit corridor (K-029.26)
and heat to enter the exit corridor.
These findings were observed and confirmed by the
Facility Maintenance Director
At approximately 1:50 PM, Observed missing ceiling Replaced ceiling tiles in rcom 8450 on 8/25H0
tiles at the HVAC unit in room 8450 in the Webber 8WS (K-029.27)
South Building. WO # 330530
These findings were observed and confirmed by the
Facility Maintenance Director
At approximately 2:26 PM, Observed two unsealed Sealed two penetrations in room 5444 8725110
large diameter conduit penetrations (Approximately 4" on WS to prevent smoke and heat to
in diameter) in Room 5444, Webbher South Building. enter the exit corridor (K-028.28)
This deficiency would allow smoke and heat to enter the
exit corridor.
These findings were observed and confirmed by the
Facility Maintenance Director
K 038 NFPA 101 LIFE SAFETY CODE STANDARD K038
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Exit access is arranged so that exits are ready
accessible at all times in accordance with section 7.1.
19.2.1

This STANDARD is not met as evidenced by:
Surveyor: 18760

Based on observation the facility failed to provide
approved exit access in accordance with the LSC
section 19.2.1. This deficient practice could potentialty
affect All occupants of the facility.

Findings include:

On 6/23/10, the following observations were made:

At approximately 11:00 AM, Observed that the door to Removed clasp and pad lock and 812510
the “Old Sump Room" was secured with a clasp and installed hardware to altow the door to

pad lock, that prevents the door from being opened be opened from the egress side

from the egress side. (K-038.1)

These findings were observed and confirmed by the
Facility Maintenance Director

At approximately 10:05 AM, Observed exit access at Removed wood plank to allow 8/23110
the 7™ floor Brush Surgical Suite was obsfructed by a unobstructed exit access (K-038.2)
6-ft slab of % inch plywood laid across the stairway.

These findings were observed and confirmed by the
Facility Maintenance Director.

At approximately 10:25 AM, Observed that the exit door Removed chairs from exit to allow 825M0
at the 1% floor Doctors Dining Room in the Brush unobstructed exit access. Signage was
Building was obsiructed by chairs, be placed to instruct occupants not to
block the exit doors.
These findings were observed and confirmed by the (K-038-3)
Facility Maintenance Director.
At approximately 10:35 AM, Observed that the rear Removed deadbolt from rear door to the | 8/25M0
door to the exit access corridor, in the Brush Building In the cafeteria and replaced with
_1| Upper Calé, has a dead bolt lock. hardware to allow for egress (K-038.4)
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These findings were observed and confirmed by the
Facility Maintenance Director.
At approximately 10:40 AM, Observed that the door to Removed deadbolt from door in EVS 8125110
the exit access corridor in the Brush Building basement storage room and replaced with
EVA Equipment Storage Room has a dead bolt lock. hardware {o altow for egress (K-038.5)
These findings were abserved and confirmed by the
Facility Maintenance Direcior.
At approximately 11:20 AM, Observed that the door to Removed deadbolt from door in 8/25/10
the exit access corridor in the Brush Building Basement transportation storage room (Brush
Stretcher Equipment Storage Room has a dead bolt Basement) and replaced with hardware
lack. to allow for egress (K-038.6)
These findings were observed and confirmed by the
Facility Maintenance Director.
K039 | NFPA 101 LIFE SAFETY CODE STANDARD K039
Width of aisles or corriders (clear and unobstructed)
serving as exit access is at least 4 feet.  19.2.3.3
This STANDARD is not met as evidericed by:
Surveyor: 27171
Based on observation the facility failed to provide exit
access in accordance with the LSC section 19.2.3.3,
This deficient practice could potentially affect all
occupants of the facility.
Findings include:
On 06/23/10, the following observalions were made:
At approximately 1:15 PM, Observed a patient bed Bed was removed from 9WS$ corridor 6/23110
being stored in the corridor, by Room 9411, in the during the visit. Staff educated on
Webber South Building, maintaining corridor ¢learance. Unit
leaders monitor their areas daily and
These findings were observed and confirmed by the " periodic rounds are conducted.
Facility Maintenance Director. (K-039.1) o
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K 047

Contirtued From page 18
NFPA 101 LIFE SAFETY CODE STANDARD

Emergency lighting of at least 1 %4 hour duration is
provided In accordance with 7.9. 18.2.9.1.

This STANDARD is not met as evidenced by:

Surveyor: 18760

Based on observation the facility failed to provide
emergency lighting in accordance with the LSC section
19.2.9.1.

This deficient practice could potentially affect All
occupants of the facility,

On 6/23/10, the following observations were made:
At approximately 11:10 AM, Observed that the
emergency lighting in the brush Building Basement
Sub-Station # 1 exit access stairway did not operate
when iested.

These findings were observed and confirmed by the
Facility Maintenance Director,

NFPA 101 LIFE SAFETY CODE STANDARD

Exit and directional signs are displayed in accordance
with section 7.10 with continuous illumination also
served by the emergency lighting system. 19.2.10.1
This STANDARD is not met as evidenced by:
Surveyor: 18760

Based on observation the facility failed to provide exit
and directional signs in accordance with the LSC
section 18.2,10.1. This deficient practice could
potentially affect All occupants of the facility.
Findings include:

On 06/23/10, the following observations were made:

K 046

K047

Repaired emergency lighting in Brush
Basement Substation #1 (K-046.1)

71510
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At approximately 10:55 AM, Observed that there is no Install exit directionat signs in Webber
exit directional signs located in the Weber Building Sub- South sub-basement (K-047.1)
Basement to identify the direction of travel, To be installed by 8/31/10
Respansible: Director of Facility
These findings were observed and confirmed by the Engineering and Construction
Corporate Fire Safety Inspector.
At appraximately 1100 AM, Observed that the exit door Install exit signage to exit door from
from the Weber Building “Old Sump Room” is not *Old Sump Room” (K-047.2)
identified with an exit sign. To be installed by 8/31/10
Responsible: Director of Facility
These findings were observed and confirmed by the Engineering and Construction
Corporate Fire Safety Inspector.
On 6/23/10, the following observations were made:
At approximately 11:20 AM, Observed that there are no Installed directional signage in Webber | 8/25/10
directional signs in the Weber Sub-Basement Tunnel Sub-basement turnef (K-047.3)
and the exit door by the "Old Am-Cart elevator is not
identified with an exit sign, Installed exit sign at exit door by the 8/25M0
*Old Amscar” elevator
These findings were observed and confirmed by the
Corporate Fire and Safety Inspector
On 08/23/10, the following observations were made:
At approximately 10:10AM, Observed that the exit door Installed exit signage at exit door to 82510
to the Administration Suite, located in the 2™ Floor Administration Suite at stairwell HUH-
stairway marked HUH-4C, does not have an exit sign. 4C (K-047.4)
These findings were observed and confirmed by the
Corporate Fire Safety Inspector.
On 06/23/10, the foltowing observations were made:
At approximately 11:10 AM, observed there are no exit Installed directional signage from Brush | 7/15/10
directional signs from the Brush Building Basement Building basement Substation #1 to exit
Sub-Station #1 to he exit access stairway. access stairway(K-047.5)
These findings were observed and confirmed by the
Corporale Fire Safety Inspector. ) ]
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K 082 NFPA 101 LIFE SAFETY CODE STANDARD K 062
Required automatic sprinkler systems are continuously
maintained in reliable operating condition and are
inspected and tested periodically. 19.7.6, 4.6.12, NFPA
13, NFPA 25, 9.7.5
This STANDARD is not med as evidenced by:
Surveyor: 13546
Based on observation and/for review of records the
facility failed to provide documentation that the
automatic sprinkler system is maintained and/or tested
in accordance with the LSC sections 19.7.6, 4.6.12,
9.7.5. This deficient practice could potentially affect all
occupants of the facility.
Findings include:
On 08/21/10, the following observations were made:
At approximately 10:46 AM, Observed a Central Brand Replace sprinkler head in corridor at
recalled sprinkler head in the corridor at room 8622, room 8622 with compliant sprinkler
head (K-062.1)
These findings were observed and confirmed by the To be instalied by 8/31/10
Corporate Fire Safety Inspecior. Responsible: Director of Facility
Engineering and Construction
At approximately 10:00 AM, Observed a large gap Repair gap around sprinkler head in
(Approximately 17) around the sprinkler head in room room 7481 (K-062.2)
7481, To be installed by 8/31/10
Responsible: Director of Facility
These findings were observed and confirmed by the Engineering and Construction
Corporate Fire Safety Inspector.
At approximately 2:34PM, Observed that the data room Readjust sprinkier head in data room
sprinkler head is not within 12" of ceiling. (K-062.3)
To be installed by 8/31/10
These findings ware observed and confirmed by the Responsible: Director of Facility
Corporate Fire Safsty Inspector. Engineering and Construction
LABORATORY DIRECTOR'S OR PRQVIDER/SUPPLIERS REPRESENTATIVE’S SIGNATURE ) TITLE (X6) DATE
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Surveyor 18760
Based on observation and/or review of recards the
facility failed to provide documentation that the
automatic sprinkler system is maintained and/or tested
in accordance with the LSC sections 19.7.6, 4.6.12,
9.7.5. This deficient practice could potentially affect All
occupants of the facility.
Findings include:
On 06/21/10, the following observations were made:
At approximately 10:45 AM, Observed that the Place appropriate sighage on sprinkler
automatic sprinkler valve drain located in the Webber valve drain (K-062.5)
Building Sub-Basement did not have a sign to identify To be installed by 8/31/10
its purpose. Responsible: Directar of Facility
Engineering and Construction
These findings were observed and confirmed by the
Corporate Fire Safety inspector.
At approximately 1:30 PM, Observed that combustible Storage removed at time of visit and is 6/21/10
storage was within 18" of the automatic sprinkler heads monitored during rounds
in the Weber Building Pharmacy Storage Room. (K-062.8)
These findings were observed and confirmed by the
Corporate Fire Safety Inspector.
At approximately 1:25PM, Observed that the automatic Replaced escutcheon plate on 8123110
sprinkler head located in the Webber North Building automatic sprinkler head located in
room 3435 is missing an escutcheon plate. room 3435 {3WN) (K-062.7)
WO #: 330531
These findings were observed and confirmed by the
Corporate Fire Safety Inspecior,
K064 | NFPA 101 LIFE SAFETY CODE STANDARD K064
Portable fire extinguishers are provided in all health
care occupancies in accordance with 9.7.4.1. 19.3.5.8,
NFPA 10
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K 064 Continued Fram page 22 K 0684

This STANDARD is not met as evidenced by:

Surveyor: 18760

Based on observation and/or review of records the
facility failed fo provide fire extinguishers in accordance
with the LSC section 19.3.5.6. This deficient practice
could potentially affect All occupants of the facility.

Findings include:

On 06/23/10, the following observations were made:

At approximately 1:10PM, Observations that the Mounted fire extinguisher in Wendy's 8/19/10
portable fire extinguishers located in the Wendy's kitchen (K-064.1)
restaurant kitchen was not mounted to the wall, WO #: 330532

These findings were observed and confirmed by the
Facility Maintenance Director.

At approximately 10:05 AM, Observed the portable fire Mounted fire extinguisher outside of 819110
extinguisher located in the 1% floor Brush Center Doctors Dining Room (K-064.2)
Doctors Dining Room was not mounted to the wall, WO #: 330533

These findings were observed and confirmed by the
Facility Maintenance Director.

At approximately 11:10AM, Observed the portable fire Mounted fire extinguisher in Decon 8/18/10
extinguisher located in the Brush Building Basement Mechanical/Electrical Room (K-064.3)

De-Con Mechanical/Electrical Room is not mounted to WO #; 330535

the wall.

These findings were observed and confirmed by the
Facility Maintenance Director.

K088 | NFPA 101 LIFE SAFETY CODE STANDARD K 069

Cooking facilities are protected in accordance with 9.2.3
19.3.2.6, NFPA 86

This standard is not mei as evidenced by:
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Surveyor 18760.
Based on observation and/or review of records the
facility failed to provide cooking facilities in accordance
with the LSC section 19.3.2.6. This deficient practice
could potentially affect All occupants of the facility.
Findings include:
On 06/21/10, the following chservations were made:
At approximately 1:20PM, Observed the manual station Repaired manual station for Wendy's 8/2310
for the Wendy's hood suppression system was hood suppression system (K-069.1)
damaged and the seal was broken. WO #: 328102
These findings were observed and confirmed by the
Corporate Fire Safety Inspector.
At approximately 1:25PM, Observed that the kitchen Properly installed kitchen hood grease 8119110
hood grease filters in the Wendy's restaurant were not filters in Wendy's to eliminate gaps
installed properly and had an approximate two %" gaps between filters (K-069.2)
between the filters. WO #: 330537
These findings were observed and confirmed by the
Corporate Fire Safety Inspector.
K076 | NFPA 101 LIFE SAFETY CODE STANDARD K076
Medical gas storage and administration areas are
protected in accordance with NFPA 99, Standards for
Health Care Facilities.
(a) Oxygen storage locations of greater than 3,000 cu.
ft. are enciosed by a one-hour separation.
(b) Locations for supply systems of greater than 3,000
cu ft. are vented to the outside. NFPA 994.3.1.1.2,
18.3.24,
This STANDARD is not met as evidenced by:
. Surveyor; 13546 ) _
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Continued From page 24

Based on observation the facility failed to provide
protection of medical gases in accordance with NFPA
89. This deficient practice could potentially affect all
occupants of the facility.

Findings include:
On 06/21/10, the following observations were made:

At approximately 1:46PM, Observed an unsecured
oxygen cyiinder in room 3808,

These findings were observed and confirmed by the
Facility Maintenance Director.

At approximately 2:34PM, Observed an unsecured
oxygen cylinder in soifed utifity room 3616.

These findings were observed and confirmed by the
Facility Maintenance Director.

Surveyar 18760

Based on observation the facility failed to provide
protection of medical gases in accordance with NFPA
98. This deficient practice could potentiafly affect All
occupants of the facility.

Findings include;
On 06/2110, the following observations were made:
At approximately 1:10PM

oxygen cylinders in the 4'
Linen Room.

Observed two unsecured

b fioor Webber North Clean

These findings were observed and confirmed by the
Corporate Fire Safety Inspector.

NFPA 101 LIFE SAFETY CODE STANDARD

Electrical witing and equipment is in accordance with -

K 076

K 147

Secured tank, unit leaders conduct daily | 8/23/10

monitoring. (K-076.1)

Secured tank, unit leaders conduct daily | 8/23/10

monitering. (K-076.2)

Secured tank, unit leaders conduct daily | 8/23/10

monitoring.  (K-076.3)
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NFPA 70, National Electrical Code 9.1.2.
This STANDARD is not met as evidenced by:
Surveyor; 13546
Based on observation the facility failed to provide the
electrical system in accordance with the LSC section
8.1.2. This deficient practice could potentially affect Al
occupants of the facility.
Findings include:
On 06/21/10, the following observations were made:
At approximately 2:46PM, Observed an electrical Replace junction box cover plate at
junction box missing a cover plate at room 8702. room 8702 (K-147.1)
WO #: 330538 _
These findings were observed and confirmed by the To be instailed by 8/31/10
Facility Maintenance Director. Responsible: Director of Facility
Engineering and Construction
Surveyor 18760,
Based on observation the facility failed to provide the
electrical system in accordance with the LSC section
9.1.2. This deficient practice could potentially affect All
occupants of the facility.
Findings include:
On 06/21/10, the following observations were made:
At approximately 10:45AM, Observed an electrical Replaced junction box cover plate in 811910
junction box, located in the Weber South basement, Webber South basement (K-147.2)
missing a cover plate. WO #: 330538
These findings were observed and confirmed by the
Corporate Fire Safety Inspector.
At approximately 11:20 AM, Observed that there is an Replaced junction box cover plate 7119110
electrical junction box located above the ceiling tile, above ceiling tile by room G207
above the smoke barrier doors by room (207 in (K-147.3)
Webber Building Radiology that is missing a cover WO #: 328101
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE & SIGNATORE TITLE (X6) DATE
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K 147 Continued From pége 26 ] K 147
plate.

These findings were observed and confirmed by the
Corporate Fire Safety Inspector.
Repiace junction box cover plate above

At approximately 11:25AM, observed by the Corporate ceiling tile near room G234

Fire Safety inspector that there is an electrical junction (K-147 4)

box located above the ceiling tile, above the smoke WO #: 330540

barrier doors by room (G234 in Webber Radiology that is To be installed by 8/31/10
missing a cover plate, Responsible: Director of Facility

Engineering and Construction
These findings were observed and confirmed by the
Carporate Fire Safety Inspector.

Replace junction box cover plate above

At approximately 9:45AM, Observed that there is an door to stairwell HUH-47 on 2 Brush (K-

electrical junction box above the ceiling tile, above the 147.5)

door to the stairway marked HUH-47 on the 2™ Eloor of WO #: 330541

the Brush Building that is missing a cover plate. To be instatled by 8/31/10
Responsible: Director of Facility

These findings were observed and confirmed by the Engineering and Construction

Corporate Fire Safety Inspector.
Adjust exposed wire above entrance to

At approximately 10:03AM, observed that there is Surgical Lounge on 1 Brush

exposed wiring 1o & construction light located above the (K-147.6)

celling tile, above the entrance to the Surgical Lounge, WO #; 330543

on the 2" Floor of the Brush Building. To be installed by 8/31/10
Responsible: Director of Facility

These findings were observed and confirmed by the Engineering and Construction

Corporate Fire Safety Inspector.
Replace junction box cover plate in

At approximately 10:50AM, observed an electrical Brush Basement storage rcom next to

junction box in the Brush Building Basement storage stairwell HUH-40 (K-147.7)

room next to stairway marked HUH-40 that is missing a WO #: 330544

cover plate. To be installed by 8/31/10
Responsible: Director of Facility

These findings were observed and confirmed by the Engineering and Construction

Corporate Fire Safety Inspector.
Replace junction box cover plate above

At approximately 10:50AM, Observed an electrical smoke barrier doors at Pharmacy

junction box in the Brush Building Basement above the entrance in Brush Basement (K-147.8)
B ceiling tile above the smoke barrier doors by the WO #: 330545 _ _
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
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K 147 Continued From page 27 K 147 To be installed by 8/31/10
Pharmacy Entrance that is missing a cover plate. Responsible: Director of Facility
Engineering and Construction
These findings were observed and confirmed by the
Corporate Fire Safety Inspector. Repaired damaged 220 voit outlet in 819110
kitchen storage area (Brush Basement)
At approximately 10:55AM, Observed that there is a (K-147.9)
damaged 220 volt electrical outlet ocaled in the Brush WO #: 330546
Building Basement Kitchen Storage Room.
These findings were observed and confirmed by the Replaced junction box cover plate in 8/18/10
Corporate Fire Safety Inspector. kitchen storage room (Brush Basement)
(K-147.10)
At approximately 11:00AM, observed an electrical WO #: 330547
junction box lecated in the Brush Building Basement
Kitchen Storage room that is missing a cover plate.
These findings were observed and confirmed by the
Corporate Fire Safety Inspector.
At approximately 11:00AM, Observed an electrical Replace junction box cover piate in fire
junction box Jocated in the Fire Sprinkler Cabinet in the sprinkler cabinet in Brush Basement
Brush Building Basement Grey Tunnel that is missing a grey tuninel (K-147.11)
caver plate. WO #: 330548
To be installed by 8/31/10
These findings were observed and confirmed by the Responsible: Director of Facility
Corporate Fire Safety Inspector. Engineering and Construction
At approximately 1:30PM, Observed an electrical Replace junction box cover plate 3WN
junction box located in the 3™ floor Webber Narth electrical room #3236 (K-147.12)
Building Electrical Room #3236 that is missing a cover WO #: 330549
plate. : To be instalied by 8/31/10
Responsible: Director of Facility
These findings were observed and confirmed by the Engineering and Construction
Corparate Fire Safety Inspector.
Surveyor: 27171
Based on observation the facility failed to provide the
electrical system in accordance with the LSC section
8.1.2. This deficient practice could potentially affect all
occupants of the facility.
___| Findings include. _
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE (%8) DATE

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

FORM CMS-2567(02-99) Previous Versions Obsolete

Evant |D: BBI&21

Facility 1D: 830220

If continuation sheet Page 28 of




1982

PRINTED: 08/17/2010
FORM APPROVED
OMBE NO. 0938-0391

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

STATEMENT OF DEFICIENCIES | (X1)PROVIDER/SUPBLIERICLIA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING 01 - Harper University Hospital COMPLETED
B. WING
230104 ] i B ] 06/24/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HARPER UNIVERSITY HOSPITAL 3990 JOHN R STREET
DETROIT, M. 48201 )
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
, DEFICIENCY)
K147 | Continued From page 28 K147 i

On 06/21/10, the following observations were made:

At approximately 10:41AM, Observed an electrical Replace junction box cover plate in

junction box missing a cover plate, [ocated in substation 6 on 11" floor Penthouse
Substation & on the 11" Floor Penthouse North. (K-147.13)
WO #: 330550
These findings were observed and confirmed by the To be installed by 8131/10
Plant Operations Manager. Responsible: Director of Facilily

Engineeting and Canstruction
At approximately 10:43AM, Observed that there were

two electrical panels missing filler blanks (Panels RP- Replaced filler blanks in two electrical 8120110
112 and RP-113) located in the 11" Floor Penthouse panels in 11" floor penthouse
North. (K-147.14)

WO #: 330552

These findings were observed and confirmed by the
Plant Operations Manager.
Replace junction box cover plate in

At approximately 11:01AM, Observed that ihere was an mechanicalicontrol room on 11" floor
electrical junction box missing a cover plate, located in penthouse (K-147,15)
the Mechanical/Control Room, located on the 11" Floor WO #: 330555
Penthouse North. To be instalted by 8/31/10
- | Responsible: Director of Fagility

These findings were observed and confirmed by the Engineering and Construction
Plant Operations Manager.
At approximately 11:20AM, Observed that there was an Replace filler blanks in two alectrical
electrical panel missing filler blanks, located in Room panels in room 10443 10WS (K-147.16)
10443, on the 10" Floor of Webber South Building. WO #: 330556

To be installed by 8/31/10
These findings were observed and confirmed by the Responsible: Director of Facility
Plant Operations Manager. Engineering and Construction
At approximately, 2:26PM, Observed that there were Replace two junction box cover plates
two electrical juncfion boxes missing cover plates, in mechanical room on 8" floor of
located in the Mechanical Room near air conditioning Webbar Building (K-147.17)
units 9 and 10, on the 6" floor — Webber North Building. WO #: 330558

To be stalled by 8/31/10
These findings were observed and confirmed by the Responsible: Director of Facility
Plant Operations Manager. | Engineering and Construction _

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERS REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (%) denotes a deficiency which the institution may be excused from carrecting providing it is determined
that other safeguards provide sufficient pretection to the patients. (See instructions). Except for nursing hemes, the findings above are disclosable S50
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are
disclosable 14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is
required to continued program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: BBI&21 Facility |D: 830220 If continuation sheet Page 29 of
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By submitting this plan of correction
A000 | INITIAL COMMENTS A 000 | ginai-Grace Hospital ("SGH" or the

“Hospital™) is not waiving its right to
amend the Plan of Correction as

Surveyor: 29955 necessary andfor fo contest the
The purpose of this survey was for State deficiencies, findings, conclusions, and
Monitoring. The Department has evaluated this actions of CMS and/or the State Survey
facility and determined that it is not in compliance Agency. SGH has taken immediate

actions to ensure it is in compliance
with federal cerlification requirements.
Such actions are more fully described
hereafter and is committed to onigoing

with federal certification requirements. See the
following citation(s) for details.

compliance.
A 115 | 482,13 PATIENT RIGHTS A 115 | The HOSDiiaI has taken effective Completed
measures to protect and promote each

A hospital must protect and promote each patient's ,ighf;, Specgﬂca‘:’y' the 11/06/12
patient's rights. Hospital has:
This CONDITION is not met as evidenced by: » Revised its processes to ensure
Surveyor: 29313 that each patient is provided notice

. . . of hisfher rights through provision
Based on record review, policy review and of the initial and follow-up MM
interview, it was determined the facility failed to (A117) and provided education to
protect and promote the rights of patients as staff regarding the provision of the
evidenced by: (A 117) failure fo inform each IMM, as more fully described
patient, or when appropriate, the patient's herein;
representative (as allowed under State law), of «  provided education to its staff to
the patient’s rights; (A 144) failure to provide ensure that patient care is rendered
patient care in a safe setting; (A 168) failure to in a safe setting, identifying the
ensure that restraint orders were completed and importance of maintaining open
authenticated by a physician; (A 170) failure to access to the lines (A144), as more
notify the patients attending physician as soon as fully described hereln;
possible after being placed in restraints when the » revised its processes for initiating
attending did not Origina"y give the order; (A 171) and continuing restraints and/or
failure to provide complete restraint orders and (A seclusion (A170) and provided
175) failure to monitor patients in restraints as education to relevant staff
ordered. regarding the initiation and

continuation of restraints and/or
seclusion, as more fully described
below;

LABORATCRY DIRECTOR'S OR PROVI SUPPLIERS REPRESENTATIVE'S SIGNATURE T[TLEA (XB) DATE
Wm Tresiden /1413

Any deficiency statement endiny\yithf an asterisk (*) derotes a deficiency which the institution may be excused from correcling providing it Is determined that
other safeguards provide suffidieniprotection to the patients. (See instructions). Except for nursing homes, the findings above are disclosable 90 days
following the date of survey whdtherfor not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disciosable 14
days following the date these ddgcun)@nts are mad; able to the facility. If deficiencies are cited, an approved plan of correction is required to continued
program paticipation.
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DEFICIENCY)

A 115 | Continued from page 1 A1158 | « drafted and implemented

guidelines and protocals for use of
medical restraints at SGH to
provide more definition on the
notification of attending physicians
of restraint orders entered by a
medical resident, other LIP, or MLP
and to clarify the authentication /
counfersignature procedures
(A171);

» implemented the measures more
fully described herein to ensure
that patients in restraint or
seclusion are appropriately
monitored by a physician, other
LIP, andfor appropriately trained
MLP’s, the Hospital (A175).

Monitoring

The Hospital has implemented
monitoring of the actions taken for Tags
A117, A144, A189, A170, A171, and
A175, as described below in the Ptan of
Correction for each referenced Tag.

Responsible Person(s)

President
RIGHTS measures to inform the patient, or

patient’s representative, of the patient's

A hospital must inform each patient, or.when rights in advance of furnishing or

appropriate, the patient’s representative (as discontinuing patient care whenever
allowed under State law), of the patient's rights, possible. Specifically, as of 11/06/12,
in advance of furnishing or discontinuing patient the Hospital provides the patient and
care whenever possible. family and caregivers with a

comprehensive care plan that
encourages the patient, family and
caretaker'sfrepresentative's input. The
patient/family/caretaker/representative
is provided education regarding the
care plan that is clear and
understandable. The
patient/family/caretakerfrepresentative
is provided information and instructions
for discharge planning post-hospital
care placement;
patient/family/caretakerfrepresentative
will be involved in the discharge
planning process 100% of the time
(when applicable). Unit Social Workers
and/or Unit Case Mangers will
document evidence of the plan in the
patient's medical record,
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A117

Continued From page 2

This STANDARD is not met as evidenced by:
Surveyor: 36164

Based on medical record review, interview, and
policy review the facility failed to ensure 7 or 9
patients (#18, #27, #28, #34, #35, #38, and #39)
received the Important Message from Medicare
(IMM)

Findings include;

During medical record review on 11/19/12 at
approximately 1400 it was revealed that patient
#18's medical record failed to have the required
IMM. During an interview with staff EE on
11/19/12 at approximately 1415 it was confirmed
that the IMM was not in the medical record. Staff
EE stated "l looked and it's not in there.”

During medical record review on 11/21/12 between
the hours of 1000 — 1115 it was revealed that the
medical record for patients #34, #35, #38, and #39
failed to have the required IMM. During an
interview with staff FF on 11/21/12 at approximately]
1100 it was confirmed that the IMM was nat
available for these patients. Staff FF stated "l can’t
find it."

Surveyor: 30988

During medical record review of patient #27 and
#28 on 11/19/2012 at approximately 1330 (1:30
PM) , it was revealed that the IMM had not been
given to, or signed by the patient or his/her
representative. Patient #27 had been admitted an
111772012 and had signed consent for
treatment, however, did not have signed IMM.
Patient #28 was admitted on 11/05/12 and had
signed consent for treatment, however, did not
have signed iMM.

Review of the “Management Operating Directive-
4 SGH MOD 001 001" revealed #3. If the patient
or hisfher representative refuses to sign the first
IMM, the admitting staff member will notate
‘refused to sign” and add their name and date to
the bottom of the form... #4. Patients who are
unable to sign due to sedation, pain, mental
status, or acuity, the admitting staff should
contact the patient rep and the IMM should be
read to the representative. The admitting staff
should document who they spoke with including
name and phone number even if the pt rep
refused to listen to the IMM. Documentation that
the attempt was made is important.

These findings were confirmed during interviews
with staff FF at approximately 1330 (1:30 PM) on
11/19/12 and with staff S on 11/20/12 at
approximately 0830 (8:30 AM).

A117

To comply with Medicare regulations
effective July 2, 2007, which require
that the Important Message from
Medicare {(IMM)} is provided to Medicare
patients within the first 2 days of their
admission and a follow-up copy of the
IMM is provided within 2 days of the
patient’s discharge; fo ensure that each
Medicare patient is informed of the right
to appeal histher discharge; and to
allow ample time for the patient's
discharge appeal to be processed, the
Hospital has implemented the following
measures:

1. Unit Clinical Social Workers and
Case Managers review patient
charts to verify if an initial IMM is
present within 2 days after
admission; If not, the Admitting
Department is alerted and
patientfamily/representafive is
notified of their rights at that time.

2. Unit Clinical Sacial Workers and
Case Managers discuss
possible/confirmed discharges in the
daily muitidisciplinary rounds. Within
2 days prior fo discharge Unit
Clinical Social Workers or Case
Managers present the IMM fo
Medicare patients (or
family/representative, as
appropriate) scheduled for discharge
the second IMM.

3. Unit Clinical Social Workers and
Case Managers will be alerted via
pager from the Teletracking system
that a discharge order has been
entered and the patient is to be
discharged; at which time the
second (“foilow-up"} MM will be
provided to the patient/family
Irepresentative prior fo actual
discharge by the Unit Clinical Social
Worker or Case Manager.

4. On Fridays, for Medicare patients
identified for weekend discharge, the
Unit Clinical Social Workers or Case
Managers reminds the patient of
their Medicare rights by providing the
follow-up IMM and having them re-
sign the IMM.

5. Competencies regarding the IMM
and the patients’ rights have been
reviewed with all Unit Clinical Social
Workers and Case Managers and
will be reviewed annually hereafter.

intensive education provided to the
Clinical Resource Management
department employees on 12/18/2012
regarding the new process and the
implementation of daily chart reviews,
which were Initiated 12/20/2012.

Monitoring

The Haspital continues to track the
compliance by completing a monthly
audit of 20 cases to ensure
patients/family/caregivers are informed
of the care plan and post discharge
placement.

12120112

12/20/12

12/20/12

12120112

12120112

12/20M12

1212012

12/20/12
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A 144

A 168

Continued from page 3

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

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

This STANDARD is not met as evidenced by:
Surveyor: 29774

Based on observation, interview and document
review, it was revealed that the facility failed to
take steps to ensure patient safety in 1 out of 10
patient's hemaodialysis stations observed.
Findings include;

On 11/19/12 at approximately 1100 during facility
tour on 4-East, revealed in the in-patient
hemadialysis unit, the patient at station #10 was
dialyzing; lying in bed, covered from head to toe
with a blanket, including the access site.
Interview with Staff O, the unit's nursing manager
on 11/19/12 at 1100 confirmed that the patient
was covered from head to foe and said “he
shouldn’t be covered like that”.

On 11/19/12 at approximately 1530, during review
of facility policy title "Hemodialysis — Initiation”
dated 4/1/12 revealed "...15. Keep lines and
access visible to nursing staff..”.

482.13(e)(5) PATIENT RIGHTS: RESTRAINT
OR SECLUSION

The use of restraint or seclusion must be in
accordance with the order of a physician or other
licensed independent practitioner who is
responsible for the care of the patient as specified
under §482.12{c) and authorized to order restraint
or seclusion by hospital policy in accordance with
State law.

A117

A 144

A 168

Lead Clinical-Social Worker or Lead
Case Manager audits patient charts
daily to determine if a signed copy of
the IMM is located in the patients chart
and shares department compliance with
staff.

The Lead Clinical Social Worker or
Lead Case Manager is to be hotified by
unit Clinical Social Workers and Case
Manager of all daily Medicare patients
that have signed IMM and have been
notified of their discharge rights; this is
to be compared to the daily Medicare
discharge list to ensure 100%
compliance. The number of audits is
based on the number of Medicare
patients discharged daily.

Responsible Person(s)
Vice President, Medical Affairs
(“VPMA")

To ensure the patient is receiving
care in a safe setting, the Hospital
has taken the following actions:

1. The issue was immediately
corrected on 11/19/2012 by
uncovering the access site of
patient at Station #10.

2. Re-education of 4E staff on policy
2 PC 5105 Hemadialysis initiation,
with emphasis on keeping lines
and access site visible. Re-
education conducted by nurse
educators, nurse specialists, and
unit managers on 12-20-12.

3. Established a new process for the
use of a Drape sheet around the
dialysis access site in a manner
that ensures lines are accessible
and visible. Instituted 12/20/12.

Monitoring

Audits began on 12/20/12 and are
conducted on a weekly basis with a
goal of 100% compliance

Responsible Person(s)
Vice President, Patient Care

To ensure the use of restraint and/or
seclusion are in accordance with the
arder of a physician or other LIP on
behalf of the physician, provided such is
within the scope of the LIP's practice,
who is responsible for the care of the
patient and authorized to order restraint
and/or seclusion by hospital policy in
accordance with State law, the Hospital
has taken the following actions:

12/20/12

11/19/12

12120112

12/20/12

Completed
12119112
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Continued from page 4

This STANDARD is not met as evidenced by:
Surveyor: 30988

On 11/19/12 at approximately 1330 (1:30 PM)
during medical record review of patient #27 it
was discovered that restraint orders were written
on 11/16/12 at 18:17 (6:17 PM) by a medical
resident and discontinued on 11/16/12 at 07:39
(7:39 AM) by a different medical resident. The
orders have not been counter signed by the
attending physician.

On 11/19/12 at approximately 1345 (1:45 PM)
during medical record review of patient #28 it was
discovered that restraint orders were written on
11/09/12 at 21:48 (9:48 PM) by a medical
resident and discontinued on 11/12/12 at 21:41
(9:41 PM) by a PA-C , restraints were ordered
again on 11/19/12 at 17:15 ( 5:15 PM } by the
PA-C and then discontinued. The orders have not
been counter signed by the attending physician.
Surveyor: 29955

Based on medical record review, interview, and
policy review the facility failed to ensure restraint
orders were ordered or authenticated by the
attending physician for six out of eight patients
(#2,#3 %4 #27 and #28) resulting in the restraint
of a patient without an order.

On 11/19/2012 at approximately 11:00 am during
the medical record review of patient #2 it was
revealed the patient #2 was in bilateral soft
restraints for medical necessity were ordered by
thes medical resident on 11/10/2012 at 10:06 am
and the order was rejected by the attending
physician on 11/17/2012 at 06:26 am. The
rejected order stated “wrong clinician™. Staff
#G was asked why the physician did not
authenticate the orders and he stated "it was a
misunderstanding between the intensivist and
attending physician who would authenticate the
order”.

On 11/19/2012 at approximately 11:20 am during
the medical record review of patient #3 it was
revealed the patient #3 was in bilateral soft
restrainis for medical necessity were ordered by
the medical resident on 11/5/2012 at 10:08 am
and the order was rejected by the attending
physician on 11/16/2012 at 04:42 am. The
rejected order stated “wrong clinician”. Staff
#G was asked why the physician did not
authenticate the orders and he stated “itwas a
misunderstanding between the intensivist and
attending physician who would authenticate the
order”,

On 11/19/12 at approximately 11:35 am during
the medical record review of patient #4 it was
revealed the patient #2 was in bilateral soft
restraints for medical necessity were ordered by
the medical resident on 11/15/2012 at 12:33 pm
and the order was rejected by the attending
physician on 11/17/2012 at 14:21pm. The
reiected ordered stated "wrona clinician”. Staff

A 168

On 12/21/2012, SGH drafted and
implemented guidelines and protocols
for use of medical restraints and/or
seciusion across all inpatient units at
the Hospital, including ICU and
specialty care units, to provide more
definition on the notification of attending
physicians of restraint and/or seclusion
orders entered by a medical resident or
other licensed independent practitioner
and to clarify the
authentication/countersignature
procedures. These changes included:

1. The Initiate Restraint Protocol Order
has been discontinued in the EMR as of
12/21/2012, and this elecironic order
has been de-activated in the EMR,
which eliminates the order going to the
inbox of a physician that did not order
the restraints thereby eliminating the
possibility of a "refusal to sign” the
restraint order.

2. An EMR enhancement was also
developed and is in the testing phase to
capture the notification of the attending
physician that the patient is in restraints
for immediate physical safety.

3. An EMR report draft has been
developed to alert the VPMA/VP of
Quality & Safety on a daily basis (i) of
all orders entered by an RN or licensed
independent practitioner (LIP), (i) that
an order was sent to Message Center
/inbox of the attending physician, and
(iii) the order was signed by the
attending physician. VPMA/VP Quality
& Safety will follow up with all
physicians with unsigned orders to
ensure orders are signed on time.

4. All orders are entered as initiate
restraint orders by a physician or on
behalf of a physician. When orders are
entered by a medical resident or by a
licensed independent practitioner (LIP)
on behalf of a physician, the orders are
now directed to the primary freating
physician, who is defined as the
“Altending Physician” for purposes of
the protocaol, for
authentication/countersignature as
appropriate. The medical resident or
LIP ordering the restraints must notify
the atlending physician as soon as
possible (and in every case within 1
hour) of the initial or renewal order for a
patient requiring medical restraints for
immediate physical safety. This
notification shall be documented in the

patient's medical record. These revised

procedures were implemented as of
12/21/2012.

5. During each shift or more often as
appropriate, the nursing teams review a
list of patients in restraints, and their
current orders. The Nursing team
communicates with the Floor Assigned
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A 170

Continued from page 5

#G was asked why the physician did not
authenticate the orders and he stated it was a
misunderstanding between the intensivist and
attending physician who would authenticate the
order”.

On 11/19/12 at approximately 11:35 am during
the medical record review of patient #4 it was
revealed the patient #2 was in bilateral soft
restraints for medical necessity were ordered by
the medical resident on 11/16/2012 at 12:33 pm
and the order was rejected by the attending
physician on 11/17/2012 at 14:21pm. The
rejected ordered stated “wrong clinician”. Staff
#G was asked why the physician did not
authenticate the orders and he stated it was a
misunderstanding between the intensivist and
attending physician who would authenticate the
order”.

According to Policy No. 1 CLN 008 “restraint us in
the non-psychiatric, medicalfsurgical healthcare
setting” (p. 12) "the physician must be contacted
prior to the application of restraints, face to face

assessment by physician required, order good for a

maximum of one calendar day”. The attending

physician refused to sign the restraint order and did

not evaluate the order per the facility's policy and
rejected the order subsequently days later.

482.13(e)(7) PATIENT RIGHTS: RESTRAINT OR
SECLUSION

The attending physician must be consulted as
soon as possible if the attending physician did not
order the restraint or seclusion.

This STANDARD is not met as evidenced by:
Surveyor: 30988

Based on record review, interview, and policy
review the facility failed to ensure that the
attending physician who is responsible for the
management and care of the patient was notified
as soon as possible when the attending physician
did not write the restraint order in 6 of 8 medical
records of patients in restraints reviewed (#2, #3,
#4, #27, &#28) . This has the potential to impact
the care and safety of all patients in restraints.
Findings include:

A 168

A170

LIP a list of patients in restraints for
review and assessments as to whether
restraints should be continued.

6. The LIP team ensures that the
Primary Treating Physician is aware of
the present assessment of patient
condition and discusses the need for a

“confinue” or "discontinue” restraint

order and abtains order ta continue or
discontinue.

7. Orders entered by a LIP on behalf of
the Primary Physician are
countersigned by Primary Physician
according to organizational policy on
verbal/ telephone orders.

VPMA or VP, Quality & Safety ensures
that orders are placed in EMR and all
countersignatures are completed on
time.

Education: VPMA and/or VP, Quality &
Safety shall provide education to all
LIPs, RNs, and medical residents
regarding the revised restraint protocols
(i) initially, no later than January 31,

2013, (ii) prior to employ’s first day of

employment with Hospital, and (iii) on
an annual basis thereafter.

Monitoring

Senfor administration and informational
technology staff developed a restraint
audit tool for daily monitoring of restraint
compliance to be conducted by VP
Quality & Safety. Daily restraint
monitoring was implemented on
121912,

Responsible Person(s)
Vice President, Medical Affairs

To ensure the attending physician is
consulted as soon as possible if hefshe
did not order the restraint or seclusion,
the Hospital revised its process fo
require RN, LIP, or other ordering
physician to notify attending physician
as soon as possible, and in all cases,
within 1 hour, of initial or renewat order
for patient requiring medical restraints
(non-violent; non-self destructive) for
immediate physical safety. This
notification and consultation is
documented in the medical record.
Implemented 12/21/12.

1. The nurse reassesses the patient
according to policy and confers
with the LIP team regarding the
need for an order continuing or
discontinuing the restraints. The
LIP team ensures that the
Attending Physician is aware of
the present assessment of patient
condition, the initiation of
restraints and/or seclusion, and
discusses the need for a
"continued” or “discontinue”
restraint order and obtains order

12/2112
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Continued from page 6

On 11/19/12 at approximately 1330 (1:30 PM)
during medical record review of patient #27 it
was discovered that restraint orders were written
on 11/16/12 at 18:17 (6:17 PM) by a medical
resident and discontinued on 11/18/12 at 07:38
(7:39 AM) by a different medical resident. The
orders have not been counter signed by the
attending physician and there is no
documentation of the aitending physician being
notified.

On 111912 at approximately 1345 (1:45 PM)
during medical record review of patient #28 it was
discovered that restraint orders were written on
11/09/12 at 21:48 (9:48 PM) by a medical
resident and discontinued on 11/12/12 at 21:41
{09:41 PM) by a PA-C , restraints were ordered
again on 11/119/12 at 17:15 (5:15 PM) by the
PA-C and then discontinued. The orders have
not been counter signed by the attending
physician and there is no documentation of the
attending physician being notified.

Review of policy# 1 CLN 008 titled “Restraint Use
in the Non-Psychiatric, Medical/Surgical
Healthcare Setting” states under Orders...#2 The
ordering physician must consult the attending
physician as son as possible (within 1 hour) of
application if the attending physician did not order
the restraint.

Interview of staff FF on 11/21/12 at approximately

Surveyor. 29955

On 11/19/2012 at approximately 11;00 am during
the medical record review of patient #2 it was
revealed the patient #2 was in bilateral soft
restraints for medical necessity were ordered on
11/10/2012 at 10:06 am and the order was
rejected by the attending physician on 11/17/2012
at 06:26 am. The rejected ordered stated “wrong
clinician”. Staff #G was asked why the physician
did not authenticate the orders and he stated it
was a misunderstanding between the intensivist
and attending physician who would authenticate
the order”. The attending physician was not
notified within one hour according to the facility's
policy.

On 11/19/2012 at approximately 11:20 am during
the medical record review of patient #3 it was
revealed that the patient #3 was in bilateral soft
restraints for medical necessity were ordered by
the medical resident on 11/5/2012 at 10:08 am and
the order was rejected by the attending physician
on 11/16/2012 at 04:42 am. The rejected ordered
stated “wrong clinician”. Staff #G was asked why
the physician did not authenticate the orders and
he stated it was a misunderstanding between the
intensivist and attending physician who would
authenticate the order”. The attending physician
was not notified within one hour according to the
facility’s policy

A 170

to continue or discontinue.

2. The LP team ensures that orders
continuing or discontinuing
restraints and/or seclusion are
entered in EMR on behalf of the
Attending Physician for his
authentication/countersignature.

3. Education has been provided to
nursing unit staff and LIPs.
Education of the Medical Staff
and Medical Residents is
ongoing.

Monitoring

VP, Quality & Safety will conduct 100%
concurrent review of daily report against
the medical record to ensure
compliance.

Responsible Person(s)
Vice President, Patient Care
Vice President, Medical Affairs
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On 11/19/2012 at approximately 11:35 am during
the medical record review of patient #4 it was
revealed the patient #2 was in bilateral soft
restraints for medical necessity were ordered by
the medical resident on 11/15/2012 at 12:33 pm
and the order was rejected by the attending
physician on 11/17/2012 at 14:21pm. The rejected
ordered stated "wrong clinician®. Staff #G was
asked why the physician did not authenticate the
orders and he stated it was a misunderstanding
between the intensivist and attending physician
who would authenticate the order”. The attending
physician was not notified within ane hour
according to the facility’s policy.

482.13(e)(8) PATIENT RIGHTS: RESTRAINT OR
SECLUSION

Unless superseded by State law that is more
restrictive--

(i) Each order for restraint or seclusion used for
the management of violent or self-destructive
behavior that jeopardizes the immediate physical
safety of the patient, a staff member, or others
may only be renewed in accordance with the
following limits for up to a total of 24 hours:

{A) 4 hours for adults 18 years of age or older;
(B) 2 hours for children and adolescents 9 to 17
years of age; or

(C) 1-hour for children under 9 years of age;

This STANDARD is not met as evidenced by:
Surveyor: 29955

On 11/19/2012 at approximately 11:00 am during
the medical record review of patient #2 it was
revealed the patient #2 was in hilateral soft
restraints for medical necessity were ordered by
the medical resident on 11/10/2012 at 10:06 am

A 170

A171

Ta the best of Hospital's knowledge,
none of the patient records reviewed
involved the use of resfraints in the
management of violent or self-
destructive behavior. To the extent the
survey is addressing the use of restraint
or seclusion for the management of
such patients, the Hospltal requires that
each order for restraint or seclusion
used for the management of violent or
self-destructive behavior that
jeopardizes the immediate physical
safety of the patient, a staff member, or
others may only be renewed in
accordance with the following limits for
up to a total of 24 hours: A) 4 hours for
adults 18 years of age or older; (b) 2
hours for children and adolescents 9 t0
17 years of age; or (C) 1 hour for
children under 9 years of age.

For purpose of medical restraints (for
non-vialent, non-self-destructive
patients), the Hospital has implemented
the following rmeasures:

1. The RN, LIP, or other ordering
physician notifles attending
physician as soon as possible, and
in every case within 1 hour, of initial
or renewal order for patient
requiring medical restraints (non-
violent; non-self-destructive) for
immediate physical safety. This
notification is documented in the
medical record.

2. The Initiate Restraint Protoco!
Order has been discontinued in the
EMR as of 12/21/2012, and this
electronic order has been de-
activated in the EMR, which
eliminates the order gaing to the
inbox of a physician that did not
order the restraints thereby
eliminating the possibility of a
“refusal to sign” the restraint order.

3. An EMR enhancement was also
developed and is in the testing
phase to capture the notification of
the attending physician that the
patient is in restraints for immediate
physical safety.

Completed
12121112
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4, An EMR report draft has been
developed to aleri the VPMANP of
Quality & Safety on a daily basis (j) of
all orders entered by an RN or licensed
independent practitioner (LIP), (ii) that
an order was sent to Message Center
finbox of the attending physician, and
(iii) the order was signed by the
attending physician. VPMA/N/P Quality
& Safety will follow up with all
physicians with unsigned orders to
ensure orders are signed on time.

5. All orders are entered as initiate
restraint orders by a physician or on
behalf of a physician. When arders are
entered by a medical resident or by a
licensed independent practitioner (LIF)
on behalif of a physician, the arders are
now directed to the primary treating
physician, who is defined as the

"Atending Physician” for purposes of

the protocol, for
authentication/countersignature as
appropriate. The medical resident or
LIP ardering the restraints must notify
fhe aitending physician as soon as
possible (and in every case within 1
hour) of the initial or renewal order for a
patient requiring medical restraints for
immediate physical safely. This
notification shall be documented in the

patient's medical record. These revised

procedures were implemented as of
12/21/2012.

6. During each shift or more often as
appropriate, the nursing teams review a
list of patients in restraints, and their
current orders. The Nursing team
communicates with the Floor Assigned
LIP a list of patients in restraints for
review and assessments as to whether
restraints should be continued.

7. The LIP team ensures that the
Primary Treating Physician is aware of
the present assessment of patient
condition and discusses the need fora

“continue” or “discontinue” restraint

order and obtains order to continue or
discontinue.

8. Orders entered by a LIP on behalf of
the Primary Physician are
countersigned by Primary Physician
according to organizational policy on
verbal/ telephone orders.

9. VPMA or VP, Quality & Safety
ensures that orders are placed in EMR
and all countersignatures are completed
on time.
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And the order was rejected by the attending
physician on 11/17/2012 at 06:26 am. The
rejected ordered stated “wrong clinician®. Staff
#G was asked why the physician did not
authenticate the orders and he stated it was a
misunderstanding between the intensivist and
attending physician who would authenticate the
order’. No renewal of orders occurred for the use
of restraints from 11/10/2012 to 11/20/2012.

On 11/19/2012 at approximately 11:20 am during
the medical record review of patient #3 it was
revealed that the patient #3 was in bilateral saft
restraints for medical necessity were ordered by
the medical resident on 11/5/2012 at 10:08 am
and the order was rejected by the attending
physician on 11/16/2012 at 04:42 am. The
rejected ordered stated “wrong clinician”. Staff
#G was asked why the physician did not
authenticate the orders and he stated “it was a
misunderstanding between the intensivist and
attending physician who would authenticate the
order”. No renewal of orders occurred for the use
of restraints from 11/15/2012 to 11/20/2012.

On 11/19/2012 at approximately 11:35 am during
the medical record review of patient #4 it was
revealed the patient #2 was in bilateral soft
restraints for medical necessity were ordered by
the medical resident on 11/15/2012 at 12:33 pm
and the order was rejected by the attending
physician on 11/17/2012 at 14:21pm. The
rejected ordered stated “wrong clinician”. Staff
#3G was asked why the physician did not
authenticate the orders and he stated it was a
misunderstanding between the intensivist and
attending physician who would authenticate the
order’. No renewal of orders occurred for the use
of restraints from 11/15/2012 to 11/20/2012.

Surveyor: 30988

Based on medical record review , interview, and
policy review the facillty failed to renew restraint
orders no less than once every calendar day
based on face to face assessment of the patient
in 8 of 8 restrained patients records reviewed (#2,
#3, #4, #27, and #28). Resulting in the potential
for patients to be restrained longer than
necessary and without a physician order.

Findings include:

On 11/19/12 at approximately 1330 (1:30 PM)
during medical record review of patient #27 it
was discovered that restraint orders were written
on 11/16/12 at 18:17 (6:17 PM) by a medical
resident and discontinued on 11/18/12 at 07:38
(7:39 AM) by a different medical resident.

A 171

Monitoring

Vice President, Quality & Safety is
conducting 100% concurrent review of
all patients in medical restraints,

Responsible Person(s)
Vice President, Patient Care
Vice President, Medical Affairs
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A 171 | Continued from page 10 A7t
The orders have not been counter signed by the
attending physician and there is no
documentation of the attending physician being
notified. There are no orders o renew the
restraints for 11/17/12, 11/18/12 and 11/19/12.
On 11/19/12 at approximately 1345 (1:45 PM)
during medical record review of patient #28 it was
discovered that restraint orders were written on
11/09/12 at 21:48 (9:48 PM) by a medical
resident and discontinued on 11/12/12 at 21:41
{9:41 PM) by a PA-C , restraints were ordered
again on 11/18/12 at 17:15 ( 5:15 PM ) by the
PA-C and then discontinued. The orders have
not been counter signed by the attending
physician and there is no documentation of the
attending physician being notified. There are no
orders to renew the restraints for 11/10/12,
1111112, and 11/12112,
Review of policy# 1 CLN 008 titled "Restraints Use
in the Non-Psychiatric, Medical/Surgical
Healthcare Setting” states under Orders...#5 A
restraint order is good for 2 maximum of one
calendar day....B Continued use of restraint
beyond the first day requires an order by the
physician no less than nonce every calendar day
based on face to face assessment of the patient.
Interview of staff FF on 11/21/12 at approximately
1000 (10:00 AM) confirmed there are no further
restraint orders.
To ensure that the condition of the
A175 | 482.13(e)(10) PATIENT RIGHTS: RESTRAINT A175 patient who is restrained or secluded
OR SECLUSION is monitored by a physician, other
LIP, or trained staff the Hospital,
The condition of the patient who is restrained or SGH has taken the following
secluded must be monitored by a physician, other measures:
licensed independent practltloner or trgined sltaff Educators and Unit Managers of
that have completed the training criteria specified the Non-Psychiatric
h . . - ) ’ Co ) Completed
in paragraph (f) of this section at an interval Medical/Surgical Units, including | {59412
determined by hospital policy. the ICUs, provided re-education
to the RN staff on the requirement
This STANDARD is not met as evidenced by: to complete the "Restraint Q2hr
Surveyor 30988 (every 2 hours) Check task” in the
Based on medical record review , interview, and EMR, on every patient with an
policy review the facility failed to monitor 21';";? ?;St’a'"t order. Completed
restrained patients in 7 of 8 restrained patients “r
records reviewed (#2, #3, #4, #5, #27, and #28). On a daily basis, Unit Managers
Resulting in the potential for physical harm to the or designee of the Non
patients. Findings include: F‘sychl'atnc, MedlcaIlSurglca[ .
Units, including the ICUs, monitor
During.medical recorq review on 11_/1 912 at }]hoirs)eét'::g: g‘:ﬂf iﬁa‘t’r?éyEzl\nR on
approximately 1330, it was revealed on the every restraint patient.
Electronic medical record (EMR} a shift Implemented 12/21/12
FORM CMS-2567{02-99) Previous Versions Obsolete Event ID: L45X21 Facility I0; 830450 It continuation sheet Page 2 of 24
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A 175 | Continued From page 11 A 175 | Monitoring
Assessment is completed and restraint is a yes or Implemented ‘Oversight’ audit
no question there is no documentation of patient (12/19/12) by nursing quality staff on
care during restraint. _Non Esychlatrlc, Medlcalls_grglcal Linits,
including the 1ICUs - to monitor the
Review of policy# 1 CLN 008 titled “Restraint Use Mt st A ivivie
in the Non-Psychiatric, Medical/Surgical an active Restraint order. Scheduls of
Healthcare Setting” states under “Patient care the oversight audit: daily x (1) month;
during restraint...#2 when restraint is in place, the weekly x (1) month; 2 times/month;
patient is assessed, monitored and re-evaluated monthly ongaing. Target = 100%
based on the patients care needs, at a minimum compliance.
of every two (2) hours. _ The resuit of the ‘Oversight audit' to be
#3 monitoring includes and determines: reported to the VP of Patient Care
A the proper application of the restraint Services, Unit Managers, and Unit Staff
B. Skin integrity and circulation to affected areas (daily) and subsequently to Professional
C Need to provide active/passive range of motion Nurse Council and site’s High Reliability
D Protection of the patients rights, dignity, and Organization Committee(monthly).
safety Implemented 12/19/12
E Patients behavior/activity Non-compliance by staff is addressed
F Physical comfort/safety by Unit Managers in accordance the HR
G Whether less restrictive alternatives are Policy on Progressive disciplinary
possible actions. Reference: 1 HR 506 --
#4. Nutrition/Hydration, Toileting , and Hygiene . progressive discipline. Implemented
During an interview with staff S on 11/20/12 at Spoee e ente). o
approximately 0900 (9:00 AM) “the staff do hourly Vice President: Medical Affairs
checks and write on the white boards but they do
not have an every 2 hour documentation record”.
An interview with FF on 11/20/12 at
approximately 1330 (1:00 PM) it was confirmed
there is no documentation of reassessment every
two (2) hours while Is restraint.
A 39 | 482.23(b)(4) NURSING CARE PLAN A 398 To ensure that nursing staff develops
and keeps current a nursing care plan
The hospital must ensure that the nursing staff for each patient, the Hospital has taken
develops, and keeps current, a nursing care plan the following actions:
for each patient. 1. Educators and Unit Managers of
It patient car its re-
This STANDARD is no met as evidenced by: ﬁug?,:: si:f? rigi,?j?n;iﬁi‘t’i‘;ﬁ?,ﬁd Completed
review and updating the patient's | 12/21/12
Plan of Care. Completed 12-21-
12,
2. A Tier 3 SGH policy on Plan of
Care developed and implemented
to guide the updating of the
patient's Plan of Care — to include
‘admitting’ nurse and ‘subsequent’
nurses' responsibilities.
Combleted 12-20-12,
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A 469

Continued from page 12

Surveyor: 29313

Based on medical record review and interview the
facility failed to ensure that nursing staff keeps a
current cara plan for each patient in 1 out of 2
(#40) medical records reviewed.

Findings include:

During medical record review on 11/19/12 at
approximately 1430 | was found that patient #40
had not had an updated plan of care since
11/12/12. During this time frame the patient had a
change in his mental health status and no update
to the plan of care was completed.

During the medical record review on 11/19/12 at
approximately 1430 staff EE was the person
explaining the chart content to this surveyor and
confirmed the lack of an updated plan of care for
this patient.

482.24(c)(2)(viil) CONTENT OF RECORD —
DISCHARGE DIAGNOSIS

[All records must document the following, as
appropriate:]

Finat diagnosis with completion of medical
records within 30 das following discharge

This STANDARD is not met as evidenced by:
Surveyor; 29955

Based on decument review and interview the
facility failed to ensure 100 medical records were
completed within 30 days.

On 11/19/2012 at approximately 3:00 pm during
a meeting with medical records administration it
was revealed 100 records were not completed
within 30 days. Seventy four records were within
the 30 to 89 day range, 15 records within 60 to
89 days, 4 records within 90 to 119 days, 3
records within 120 to 149 days, 1 record within
150 to 179 days, 3 records within 200 plus days.
When asked if the physicians had been made
aware of the records were not completed it was
stated “yes. Physicians are notified in writing
and by fax that they have delinquent records.
Their offices are also notified. The departiment
heads are nofified. We have done everything to
try to get physicians to complete records, yet
some still do not fall in compliance”,

A 396

A 489

3. Initiated development of an EMR
enhancement for the addition of
two fields — “Last reviewed” and
*Last updated” that includes date
and time (12/21/12).

Monitoring

Unit Managers monitor staff's
compliance with updating plan of care.
Target = 100% compliance.

Non-compliance by staff is addressed
by Unit Managers in accordance with
the HR Policy on Progressive
disciplinary actions. Reference: 1 HR
806 -- progressive discipline.
Implemented *Oversight’ audi
(12/20/12) by nursing quality Schedule
of the oversight audit: daily x (1) month;
weekly x (1) month; 2 times/imonth;
monthly ongoing. Target = 100%
compliance.,

Responsible Person(s)
Vice President, Patient Care
Vice President, Medical Affairs

To ensure that medical record
documents within 30 days following
discharge the Hospital has implemented
the following measures;

1. Reminder to the Medical Staff
regarding the Medical Staff By-
laws' guidelines for addressing
Delinquent Medical Records are
clearly communicated, and
consistently and strictly enforced
on a daily basis, such that any
physician with delinquent charts
greater than 25 days begins the
suspension process. After the
CMS-allowed 30 days, the
physician is suspended; this
includes ho boarding of surgical
cases, no admissions, and no other
clinical activities until such time that
the medical records are in full
compliance.

2. Creation of a SGH/Tier 3 Policy:
Notification Process for Medical
Record Completion to support daily
enforcement of definquent medical
records, effective 12/21/2012.

3. Incases where delays longer than
45 days ocour, despite suspension,
the Specialist in Chief, Depariment
Chief, or the VPMA work together
to complete the records as
“Administrative Physicians” and the
case is io be closed according fo
new SGHfTier 3 Policy: Notification
Process for Medical Record
Completion. Such will result in
additional medical staff action

1272112
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Continued from page 13

482 41 PHYSICAL ENVIRONMENT

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

This CONDITION is not met as evidenced by:
Surveyor; 22182

The facility failed to provide and maintain a safe
environment for patients and staff.

This is evidenced by the Life Safety Code
deficiencies identified. See A-708

482.14(a) MAINTENANCE OF PHYSICAL
PLANT

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

This STANDARD is not met as evidenced by;
Surveyor: 22182

Based on interview and observation, the facility
failed to provide an environment that ensures the
safety and well being of patients. Findings
include;

During the facility tour on the morning of
November 19, 2012, three patients on stretchers
were observed unattended in the corridor of the
Nuclear Med Suite. Interview with the Nuclear
Med Manager during the facility tour revealed that
the patients either were waiting transport or
waiting to enter a Nuclear Med Room. It was
also stated during the interview that on average a
patient is waiting unattended in the corridor for
about 20 or 30 minutes. During this time, the
patient has no device to call for staff during an
emergency unless they are physically able to yell
loud enough that staff can hear the staff which is
usually in a room off of the corridor.

During the facility tour on the morning of
November 19, 2012, dead flies/insects were
observed in the light fixtures throughout the
radiology department located on the 6™ floor of
the facility.

During the facility tour on the morning of
November 20, 2012, the floor in the Decon room
in Central Sterile looked stained/soiled. Interview

A 469

A 700

AT0M

pursuant to the Medical Staff
Bylaws.

Monitoring
Monthly audits of 100 % of medical
records by practitioner .

Responsible Person(s})
Vice President, Medical Affairs

To ensure that the Hospital provides
and maintains a safe environment for
patients and staff, the Hospital has
taken a number of immediate actions,
as well as, other permanent actions, as
more fully described in the Plan of
Correction for the K Tags cited in CMS
form 2567, dated November 20, 2012.
The Plan of Correction for same is
included herewith.

Effective 1217, 2012, the Hospital has
prohibited patients waiting unattended
on stretchers in the corridor near the
Nuclear Medicine Suite. All patients
awaiting Nuclear Medicine studies will
be held in the patient holding room in
Nuclear Medicine and monitored as
appropriate. This policy change has
been communicated to appropriate staff
members,

Monitoring

Quality & Safety staff will conduct visual
spot-checks of the patient holding area
and the referenced corridor and repart
to the VP, Qualily & Safety.

Responsible Person(s)
Vice President, Quality & Safety

WO# 212277 Removed flies from light
fixture and cleaned. Light fixture
cleaning has been added to the routine
cleaning checklist,

WO# 213286 To be painted by
Accurate Painting, Quote

accepled. PO#2012 0201 620 579
[lel=d

12/21/12

1211712

11/21112

Completed
12/23/12
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Continued from page 14

with the Central Sterile Manager revealed that the
floor is cleaned each night but some stains
cannot be removed which makes the floor fook
dirty even after cleaning.

482 .41(b) LIFE SAFETY FROM FIRE
Life Safety from Fire

This STANDARD is not met as evidenced by:
Surveyor; 22182

Based upon on-site observation and document
review by Life Safety Code (LSC) surveyors, the
facility does not comply with the applicable
provisions of the 2000 Edition of the Life Safety
Code.

See the K-tags on the CMS-2567 dated
November 20, 2012 for Life Safety Code.

482.41 (c)(4) VENTILATION, LIGHT,
TEMPERATURE CONTROLS

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

This STANDARD is not met as evidenced by:
Surveyor: 22182

Based on observation and interview, the facility
failed to provide proper ventilation to the inpatient
dialysis unit. Findings include:

During the facility tour on November 20, 2012 it
was observed that two portable air conditioning
units were within the inpatient dialysis unit.
Interview with the Dialysis Manager revealed that
these units had been installed a while back and
are utilized year round. It was also stated that the
unit was originally designed as an infusion unit
and converted to dialysis. The existing ventilation
was not designed to account for the dialysis
machine heat load. The portable air conditioning
units were connected to the plumbing under the
hand wash sinks and one of the two air
conditioning units was blocking access to the
hand wash sink.

482.42(a)(1) INFECTION CONTROL OFFICER
RESPONSIBILITIES

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

This STANDARD is not met as evidenced by:
Surveyor: 29313

A701

A 708
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To ensure that the Hospital
complies with the applicable
provisions of the 2000 Edition of
the Life Safety Code, the Hospital
has taken a number of immediate
actions, as well as, other
permanent actions, as more fully
described in the Plan of Correction
for the K Tags cited in CMS form
2567, dated November 20, 2012,
The Plan of Correction for same is
included herewith.

To provide proper ventilation to
the inpatient dialysls unit, the
Hospital has taken the following
action

WO# 213287 Two portable
AC units were removed from
the Dialysis unif. They are
being replaced with a recessed
ceiling mounted DX AC
system. To be completed by
02-08-13. Current units have
been repositioned to not block
sink access. PO#2012 0201
621 600 SGS

To ensure that the Hospital maintains a
sanitary environment and ensures that

staff are using personal protective

equipment according fo policy to protect

again the potential for spread of
infectious agents to patients, the
Hospital has taken the following
immediate actions:

Estimated
Completion
2/08/13
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Continued from page 15

Based oh observation, policy and procedure
review and interview the facility failed to,

maintain a sanitary environment and ensure staff
are using personal protective equipment
according to policy, resulting in the potential for
the spread of infectious agents to patients.
Findings include: .

During the tour of the facility on 11/19/12 between
the hours of 1130-1500 the following was
observed:

1-West:

1. In room 114-west the sink was dirty with debris
2. The freezer in the nourishment room on 1-west
was dirty with debris and had a large amount of
ice build up.

3. In room 106-west there was a lack of high
dusting throughout the room, including the
cabinets and closets. The front of the cabinets
were soiled and dirty from not being cleaned
appropriately.

This was all confirmed by staff CC at the time of
the tour observations.

2-East

1. In room 107-E the inside the closets were
dusty and high surfaces had dust build up.

2. Inroom 110-E the bath fub and sink were dirty
and high surfaces through out the room had dust
build up.

This was all confirmed by staff DD at the time of
the tour observations.

5-South

1. The dietary room was unsanitary, it had debris
on the counters, cabinets had dried material on it,
Fingerprints could be seen.

2. The seclusion rooms bathroom was
unsanitary, it's toilet, shower and sink appeared to
not have been cleaned after the last patient that
occupied the room.

3. The medication room had patient equipment
and care items on the counter next to the sink
with the risk of contamination by the
splashing/dripping of water. The pill crusher had
left over residue from the previous medication
that was crushed on it.

This was all confirmed by staff EE at the time of
the tour observations.

During the tour of the facility on 11/20/12 between
the hours of 1000-1200 the following was
observed:

AT749

s  The Hospital has reviewed and
updated its housekeeping schedule
for the entire facility, including,
without limitation, all patient care
areas, and those areas of the
Hospital directly impacting patients
and patient care.

s The Hospital has revised its
housekeeping checklists for each
area of the Hospital to ensure
thorough cleaning and, as
appropriate, disinfecting.

s The Hospital is in the process of
providing additional staff education
regarding infection control
procedures, including, without
limitation, the use of gowns, gloves,
and/or masks, as appropriate.

1-West

1. Patient room (114W ) sink is
cleaned twice daily. The manager of
environmental services is in charge
of this process. Implemented
121912,

2. Dietary staff defrosted and cleaned
the freezer on 1 West. Freezer
placed on weekly cleaning schedule
effective 12/20/12,

3. Regular dusting and cleaning
cabinet fronts (106W) are done once
daily and high dusting is done
weekly. The manager of
environmental services is in charge
of this process. Implemented
12H8H12.

2-East

1. Regular dusting and cleaning
cabinet fronts (107E) are done once
daily and high dusting is done
weekly. The manager of
envirorumental services is in charge
of this process. Implemented
12/19A12.

2. Patient room (110E ) sink and tub
are cleaned twice daily. The
manager of environmenial services
is in charge of this process.
Implemented 12/19/12.

5-South

1. Dietary room cleaned, counters,
cabinets and finger prints. Placed an
daily cleaning schedule. Effective

12/20/12.

2. As of 12/19/12, Seclusion rooms
including foilet, shower, and sink are
cleaned daily and upon discharge of
patient. The director of Psychiatric
Services is in charge of ensuring that
this process ocours. Effective
1211912,

3. (a) All patient equipment and care
items on the counter next to the sink
were removed. Unit Manager is
monitoring staff compliance.
Eifective 12/19M12.

(b) Pill crusher was cleaned
112112,

1212112

01/01113

01/04/13

12119112

12/20/12

121912

12119112

12/1912

12/20/12

1211912

12/19112
112112

1998
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Rehabilitation Unit

1. The shower and tub on the rehabilitation unit
was unsanitary, they had debris and dirt inside of
them

2. The rehabilitation gym had dirty paraliel bars
and floor runner dirty with debris

3. The rehabilitation refrigerator was dirt with
debrls and dried on liquid.

4. The rehabilitation kitchen was unsanitary, the
cabinets and drawers had a lot of debris and dried
on liquid that had not been cleaned. Finger
prints were visible on the outside of the cabinets.
This was all confirmed by staff CC at the time of
the tour observations. Whaen staff CC was asked
how the unit ensured the equipment was
disinfected between patient usage, he replied that
the staff cleaned them between patients, but
there was no fype of check list or terminal
cleaning list to ensure that it was being
completed, housekeeping wiped down the
equipment periodically.

Surveyor: 20774

On 11/19/12 at approximately 1130 during
observational tour of 4-East in-patient
hemodialysis unit, ohserved Staff R, a
hemodialysis nurse, in a private room, labeled
Station #1, without gown or gloves. The private
room was labeled with a sing “Contact
Precautions... Gown and gloves required upon
room entry”. Staff R was asked why she didn’t
have the required gown and gloves on to which
she replied, "l was just taking his vital signs”.
Staff O confirmed on 11/19/12 at 1130, that Staff
R “should have worn the personal protective
equipment listed on the sign”.

AT749

1} Educators and Unit Managers of
all patient care Units re-
educated nursing staff regarding
the cleaning of ‘Pill Crusher' -
upon every use — to ensure of
no residue. Completed 12-21-
12.

2) Unit Managers monitoring staff's
compliance regarding the
cleaning of 'Pill Crusher’ — upon
every use —~ to ensure of no
residue. Target = 100%
compliance.,

3) Non-compliance by staff shall
be addressed by Unit Managers
with the HR Policy on
Progressive disciplinary actions.
Reference: 1 HR 506 --
progressive discipling,

Rehabilitation Unit

1.

As of 12/19/12, Rehab unit is
cleaned on a daily basis, including
the shower, tubs, and fioor

runner. The director of
environmental services is in charge
of in- patient and the director of
Rehab services is in charge of the
cut- patient areas.

. Parallel bars are cleaned in between

patient therapy daily by rehab staff.
Parallel bars are cleaned weekly by
EVS and included in their log.
Effective 12/21/12.

. Refrigerator in the Rehab practice

kitchen cleaned and maintained by
therapy personnel. Cleaning is
included on equipment weekly
cleaning log. Implemented 12/21/12.
Kitchen is utilized as a training tool
and cleaned by rehab staff, special
cleaning is also done upon request.
Cabinets in the rehab practice
kitchien are part of a weekly deep
clean by EVS and documented in
the EVS log . Effective 12/19/12,
Equipment in Rehab gym is cleaned
between patients and patient hand
hygiene is observed per policy 2 IC
046 ~ Rehabilitation Services
Guidelines for Infection Control and
Equipment Cleaning Log was
implemented to further document
weekly cleaning. Effective 12/21/12.

4-East
Contact Precautions

1.

Educators and Unit Managers of
all patient care Units re-educated
nursing staff regarding the
Contact Precaution — Gown and
gloves required upon room entry.
Completed 12-21-12.

Unit Managers ongoing
monitoring staff's compliance
regarding the Contact Precaution
— Gown and gloves required upon
room entry.

Unit Managers to perform
observational manitoring of all
staff, as well as patient's
family/visitors” compliance to the
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On 11/19/12 at approximately 1540 a review of
facility policy titled "DMC Isolation Policy” dated
May 28, 2012 revealed “Contact
Precautions...Used to prevent transmission of
infectious agents which are spread by direct or
indirect contact with the patient or the patient's
environment...Gown and gloves required upon
room entry. Discard PPE (personal protective
equipment) before exiting room...",

On 111912 at approximately 1150 during
observational tour of 4-East in-patient
hemodialysis unit revealed one of two biood
glucose testing machines with white paper-tape
around the base of one of the two machines.
Staff Q, the certified nurse educator was asked
how the machine is cleaned with residual tape
remaining on the unit to which she replied, “they
really can't clean it. We are going to be replacing
these (blood glucose testing) machines this
month.”

On 11/19/12 at approximately 11:45, during the
observational tour of 5-East revealed in the
medication area a pill crusher soiled with residual
white powder. Staff P, the charge nurse
mentioned, “wow, look at that". Staff P was asked
on 11/19/12 at 1145 what the cleaning palicy was
for using these pill crushers to which she replied,
they should be cleaned between uses for each
patient”.

482.43(a) CRITERIA FOR DISCHARGE
EVALUATIONS

The hospital must identify at an early stage of
hospitalization all patients who are likely to suffer
adverse health consequences upon discharge if
there Is no adequate discharge planning.

This STANDARD is not met as evidenced by:
Surveyor; 32164

Based on medical record review, interview, and
policy review the facility failed to identify patients
at an early stage of hospitalization in need of
discharge planning according to their policy in four
of six patients (#35, #36, #37, and #38,).

Findings include:

During medical record review on 11/21/12
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‘Isolation Precaution’
requirements.

Schedule of the audit: Daily x 1
week, Weekly x (1) manth;
biweekly X (2) months; then

monthly ongoing. Target = 100%

compliance.
4, Non-compliance by staff shall be

addressed by Unit Managers with

the HR Policy on Progressive

disciplinary actions. Reference: 1

HR 506 -- progressive
discipline.

Glucose testing machine was removed

from service and replaced with 2 new
machines. Staff were re-educated
regarding proper maintenance of
glucose testing machine. If machine
requires the use of tape, it will not be
used and will be returned to the
laboratory for repair or replacement.
Machines replaced 12/2112,

Pill crusher was cleaned 11/21/12.

1. Educators and Unit Managers of all
patient care Units re-educated
nursing staff regarding the cleaning
of 'Pill Crusher — upon every use —
to ensure of no residue. Completed
12-21-12,

2. Unit Managers monitoring staff's

compliance regarding the cleaning of

‘Pill Crusher’ — upon every use — to

ensure of no residue. Target = 100%

compliance.

3. Non-compliance by staff shall be
addressed by Unit Managers with
the HR Policy on Progressive
disciplinary actions. Reference: 1
HR 506 -- progressive discipline.

Responsible Person(s)
Vice President, Patient Care
Linit Managers

1. Emergency Room Clinical Social
Warker (when applicable — upon

consultation-or if patient has a health

condition that requires a discharge
plan assessment to be completed
within 48 hours of admission per
policy} completes an initial
assessment for a patient with a full

admit order and communicates daily

with in-house Social Worker that
assessment has been completed
2. The Hospital has revised its SGH
MOD CRM 20, 22 and 24 policy to
require that Unit Clinical Social

Workers and Case Managers check
daily for new patients to their unit, for

new consultations or health
conditions that waould require a
discharge plan

12121112

172112

12121712

12/21/12

12/2112

1212012

12120112

2000




	Exhibit 35 - Statements of Deficiency - Filed Electronically Only

