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February 22, 2011

Vaughn Ward, Administrator
Northwest Specialty Hospital
1593 East Polston Avenue
Post Falls, ID 83854

RE:  Northwest Specialty Hospital, Provider #130066
Dear Mr. Ward:

This is to advise you of the findings of the Medicare/lL.icensure survey at Northwest
Specialty Hospital, which was concluded on February 4, 2011.

Enclosed is your copy of a Statement of Deficiencies/Plan of Correction, form 2567,
listing State licensure deficiencies. In the spaces provided on the right side of each sheet,

please provide a Plan of Correction.

An acceptable plan of correction (PoC) contains the following elements:

e Action that will be taken to correct each specific deficiency cited;

o Description of how the actions will improve the processes that led to the deficiency cited;

e The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited;

e A completion date for correction of each deficiency cited must be included;

e Monitoring and tracking procedures to ensure the PoC is effective in bringing the hospital
into compliance, and that the hospital remains in compliance with the regulatory
requirements;

s The plan must include the title of the person responsible for implementing the acceptable
plan of correction; and ‘

o The administrator’s signature and the date signed on page 1 of the Form CMS-2567.

After you have completed your Plan of Correction, return the original to this office by
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February 22, 2011
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March 7, 2011, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have any questions, please
write or call this office at (208) 334-6626.

GARY GUILES SYLVIA CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
GG/srm

Enclosures



ot B‘E“"la"

e sl,ﬂvl(:es_q

p DEPARTMENT OF HEALTH & HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
Consortium For Quality Improvement and Survey & Certification Operations

. Western Consortium — Division of Survey & Certification
MNaza

IMPORTANT NOTICE — PLEASE READ CAREFULLY
February 24, 2011

Vaughn Ward, CEO
Northwest Specialty Hospital
1593 East Polston Avenue
Post Falls, ID 83854

CMS Certification Number: 13-0066
Re:  Results of Sample Validation Survey

Dear Mr. Ward:

The Centers for Medicare and Medicaid Services (CMS) is confirming the results of the sample
validation survey, completed by the Idaho Bureau of Facility Standards (State survey agency) on
February 4, 2011, at Northwest Specialty Hospital,

CMS finds that your acute care hospital is in compliance with all the Medicare Conditions of
Partieipation and will continue to be certified as meeting Medicare requirements. We have
forwarded a copy of this letter and the findings from the survey to the Joint Commission.

It is not a requirement to submit a plan of correction; however, under federal disclosure rules, findings
of the inspection, including the plan of correction submitted by the facility, become publicly
disclosable if requested within ninety days of completion.

You may therefore wish to submit your plans for correcting both the health (A-Tags) and life safety
code (K-Tags) deficiencies cited. An acceptable plan of correction contains the following elements:

» The plan for correcting each specific deficiency cited;

o The plan should address improving the processes that led to the deficiency cited;

» The plan must include the procedure for implementing the acceptable plan of correction for
each deficiency cited;

¢ A completion date for correction of each deficiency cited must be included;
All plans of correction must demonstrate how the hospital has incorporated its improvement
actions into its Quality Assessment and Performance Improvement (QAPY) program,
addressing improvements in its systems in order to prevent the likelihood of the deficient
practice reoccurring. The plan must include the monitoring and tracking procedures to ensure
the plan of correction is effective and that specific deficiencies cited remain corrected and/or in
compliance with the regulatory requirements; and

Denver Regional Office San Francisco Regional Office Seattle Reglonal Office
1600 Broadway, Suite 700 90 7" Street, Suite 5-300 (5W) 2201 Sixth Avenue, RX-48
Denver, CO 80202 San Francisco, CA 94103-6707 Seattle, WA 88121
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* The plan must include the title of the person responsible for implementing the acceptable plan
of correction.

Please send a copy of your plan of correction within 10 days receipt of this letter to CMS and the State
survey agency. If you choose to not submit a plan a correction, please sign and date the first page
of each Form CMS-2567 and return to CMS.

Kate Mitchell, Division of Survey and Certification
Centers for Medicare and Medicaid Services
2201 Sixth Avenue, Mail Stop RX-48
Seattle, Washington 98121

And

Sylvia Creswell, Supervisor
Idaho Bureau of Facility Standards — DHW
PO Box 83720
Boise, ID 83720-0036

We thank you for your cooperation, and look forward to working with you on a continuing bhasis in the
administration of the Medicare program. Please contact Kate Mitchell of my staff at (206) 615-2432 if
you need additional information.

Sincerely,

&Qm R
%’\) Steven Chickering, Associate Regional Administrator
Western Consortium, Division of Survey and Certification

Enclosure

ce: Idaho Bureau of Facility Standards
CMS Central Office
Joint Commission
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(4] 1D : SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION ‘ {Xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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DEFICIENCY)
8 000 16.03.14 Initia} Comments B 000
Thie following deficiency was cited during the
slate licensure survey of your hospital. Surveyors
conducting the licensure review were:
: Gary Guiles, RN, HFS, Team Leader
Aimee Hastritsr, RN, HFS
BB118) 16.03.14.200.04 Discharge Flanninig BE118

| '04. Discharge Planning. Administration shali
.{.provide a procedure to-screen each patient for-

discharge planning needs. If discharge planning
'is necedsary, a qualfied person shall be

- designated responsible for such planning. The

hospital shall have & transfer agreement with a
Medicare andfor Medicaid skilled rursing home. If
there is a commeon governing board for a hospital
and a skilled nursing home, a policy statermant
eoncarning transfers will be sufficient, (10-14-88)

This Rule is not met as svidenced by:
Refer to ABLO as it relates to the lack of a
procedure to screen patients for discharge

planning needs.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ) C FORM APPROVED

GENTERS FOR MEDICARE & MEDICAID SERVICES : ' OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA . ° | (X&) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
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A, BUILDING
' B. WING
130066 - 02/04/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1583 EAST POLSTON AVENUE

ORTHWEST SPECIALTY HOSPITAL
NORTHW A POST FALLS, ID 83854

(%4) 1D SUMMARY STATEMENT OF DERICIENGIES ID PROVIDER'S PLAN OF CORAECTION (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)
A 000 | INITIAL COMMENTS A 000
The following deficiencies were cited during the RECEIVED
validation survey of your hospital. Surveyors -
conducting the validation were: MAR 07 204 |
Gary Guiles, RN, HFS, Team Leader IDVR CENTRAL OFFIGE

Almee Hastriter, RN, HFS

Acronyms used in this report include:

CRNA - Certified Registered Nurse Anesthetist
DME = Durable Medical Equipment

DON - Director of Nursing

PACU - Post-Anesthesia Care Unit

PICC = Peripherally Inserted Central Catheter

A 117-Action; Rights and

|

pt = patient : Responsibilities policy and

QAPI = Quality Assessment/Performance information provided to the

Improvement atient upon admission was
A 117 482.13(2)(1) PATIENT RIGHTS: NOTICE OF A 117 P p

revised to include appropriate

RIGHTS

contact information for
A hospital must inform each patient, or when Director of Nurses, ID
appropriate, the patient's representative (as Bureau of Facility Standards,

allowed under State law), of the patient's rights, in
advance of furnishing or discentinuing patient
care whenever possible.

and Joint Commission;
including the process of how
to file a complaint or

This STANDARD is not met as evidenced by: grievance.

Based on staff interview, and review of medical All posters within the facility
records, it was determined the hospital failed to ‘ have been updated, and new

inform 26 of 26 surgical patients (#s 1-6 and #s il A
11-30), whose records were reviewed, of their patient information sheets

rights. This prevented the hospital from have been ordered.
promoting and protecting each patient's rights. The Director Nurses is
Findings include: : responsible for ensuring
1. Medical records for 26 of 26 surgical patients contmua? compliance.
(#s 1-6 and #s 11-30) contained a form labeled Completion date: 3/2/2011
"PATIENT RIGHTS AND RESPOﬂ[\JSIBILiTEES."
ABORATORY jly(;'s OR PROVUPF’ R GEPRESENTATIVE'S SIGNATURE TITLE /(x %) DAJE
/)i CED il

Ny dehmency statemen / aing W|th an asterisk (”)/ denotes a deficiency which the institution may be excused from correcling providing it is determined that
{her saleguards prowiGs ufﬁciem protection lo the palients. {Sea insiructions.} Except for nursing homes, the findings stated above are disclosable 90 days
silowing the dale of survey whetiver or nol a plan of correclion is provided. For nursing homes, the above findings-and pians of correclion are disclosabie 141
ays (ollowing the date these documents are made avaifable to the faciiily. If deficiencies are Ciied an approved plan of cor\ectlon is requisite to cominued

rogram paricipation.

DR/ CMS-2567(02-99) Previous Versions Obsolele : Event ID:602M1 1 Facility 10: NWSHINIT If conﬁnualio;"\ sheet Page 1of 18
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FORM APPROVED
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

130066

(%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A. BUILDING
8. WING
02/04/2011

NAME OF PROVIDER OR SUPFLIER

NORTHWEST SPECIALTY HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CODE
1593 EAST POLSTON AVENUE

POST FALLS, ID 83854

|

The hospital must establish a process for prompt
resolution of patient grievances and must inform
each patient whom to contact to file a grievance.

This STANDARD is not met as evidenced by:
Based on staff interview and review of medical
records and hospital policies, it was determined
the hospital failed to ensure 26 of 26 surgical
patients (#1-6 and #11-30), whose records were
reviewed, were informed of whom fo contact to
file a grievance. This decreased the likelihood -

that patients who were dissatisfied with their care
would be able 1o file a grievance. Findings

include:
]

included a revision to the
contact information of where
a patient could file a
complaint or grievance. Clear
contact inforrhation and
process to file a complaint or
grievance was included.
Clear contact information
will provide appropriate
guidance for patients.

The Director of Nurses is
responsible for continual
compliance.

Completion date; 3/2/2011

]

(x4) D 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
DEFICIENGY)

A 117 | Continued From page 1 A 117 A 117.goﬁtinued:

The form did not contain the following rights: The ngl}tslhave b.een added

to the existing policy and

* The patient has the right to participate in the information provided to the

development and implementation of his or her patient upon admission in the

plan of care, . ]

* The patient has the right to have a family format request(?d.

member or representative of his or her choice The changes.wlll ensure clear

"and his or her own physician notified promptly of communication of Patient

his or her admission to the hospital. Rights

* The patient has the right to personal privacy. The Director of Nurses is

* The patient has the right to receive care ina ble f .

safe setting. responsible for ensuring

* The right to be free from restraint or seclusion, © continual compliance.

of any form, imposed as a means of coercion, Completion date: 3/2/2011

discipline, convenience, or retaliation by staff. |

The DON was interviewed on 2/02/11 at 9:25 AM.

She confirmed the above rights were not listed on _

forms given to patients. A 118-482.13 (a)(2) Patient

Rights: Grievances.

The hospital failed to inform patients of all of their The patient Rights and

rights. P ..
A 118] 482.13(a)(2) PATIENT RIGHTS: GRIEVANCES a11g|  Responsibilities revision

]

“ORM CMS-2567(02-99) Previous Versions Obsolele Event 1D: 602M11

Facility 1D: NWSHINIT
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CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/24/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: COMPLETED
A. BUILDING
130066 |Bne 02/04/2011
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE ‘
1593 EAST POLSTON AVENUE
T
NORTHWEST SPECIALTY HOSPITAL POST FALLS, ID 83854
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (5)
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)
A 118 | Continued From page 2 A 118
The hospital's policy "CONCERNS,
COMPLAINTS, GRIEVANCES," revised 2/07, A 118 inued:
stated "All patients have a right to file a grievance, 15 continued:
obtain information on how to file a grievance...B. Revision of forms and
Notification: All patients are notified of their right policies to reflect additional
to file a grievance and the procedures to follow information has been
should they desire to do so. Patient information is completed
provided at the time of admission and is used for P )
the notification.”
The Idaho Department of
The form "PATIENT RIGHTS AND Health and Welfare has been
HESPONSIBILITIES, that Eat[ents #1-46 ang:l ' revised to include: Idaho
#11-#30 were given on admission, stated patients B f Facility Standard
had the right "To express complaints concerning ureau of Facility Standards.
your care and have such complaints resolved in a 3232 Elder Street, P.O. Box
timely manner.” The form did not mention §3720, Boise, ID 83705-0036
grievances and did not include a process to file a (208) 334-6626
grievance, nor did it identify whom to file the f .
grievance with. |n addition, the form stated t[f:lb'@'thJdal'lo.g'ov.
patients could notify the “ldaho Department of 1S 1nformat1on 18 listed
Health" if they felt their complaints had not been under the information for
answered. The "ldaho Department of Health” did who to contact to file a
not regulate the hospital and was not an grievance.
appropriate agency to netify. The form did not o o
include contact information for the state survey The Du.ector ofNur.scs 1
agency. respongble for continual
compliance.
The DON was interviewed on 2/02/11 at 9:25 AM. Completion date: 3/2/2011
She confirmed the patient rights form did not
mention grievances or whom patients could
contact to file a grievance.
The hospital did not notify patients whom to
contact to file a grievance,
A 1231 482.13(a)(2)ii) PATIENT RIGHTS: NOTICE OF A123 A 123 482,13 (a)(2)(iii)
GRIEVANCE DECISION Patient Rights: Notice of
At & minimum: ‘ Gne}'ance Decision- »
In its resolution of the grievance, the hospital continued--

FORM CW3-2567(02-89) Previous Versions Obsolela
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DElPAF%TMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/24/2011
‘ FORM APPROVED
OMB NO. 0938-0381

must provide the patient with written notice of its
decision that contains the name of the hospital
contact person, the steps taken on behalf 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:
Based on siaff interview and review of complaint
logs, grievance reports, and hospital policies, it
was determined the hospital failed to ensure a
written response was provided to 3 of 4
complainants who filed grievances. This
impacted 3 of 4 patients (#31, #32, and #33),
who's grievance files were reviewed. This
resulted in a lack of clarity and closure about the
resolition of the grievances and had the potential
to interfere with patient understanding and
satisfaction. Findings include:

1. The policy "CONCERNS, COMPLAINTS,
GRIEVANCES, " revised 2/07, stated all patients
had a right fo file a grievance. The policy stated a
written response to the grievance would be
generated within 60 days. This policy was not
followed. Exampies include:

a. The complaint log documented a grievance
related to the care of Patient #31 was received on
8/03/10. A report of the grievance documented it
had been investigaled. A written response to the
complainant was not documented.

The DON was interviewed on 2/02/11 at 9:25 AM.
She stated she had spoken with the complainant
related to the grievance for Patient #31 but had
not provided that person with a written response.
She stated if complainants seemed satisfied with
a verbal response, they were not provided with a

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (>2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. A. BUILDING
B. WING ;
130066 ) i 02/04/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
1593 EAST POLSTON AVENUE
NORTHWEST SPECIALTY HOSPITAL
POST FALLS, ID 83854
" 1x4)ID SUMMARY STATEMENT OF DEFICIENGIES o} PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRCPRIATE DATE
) DEFICIENCY)
A 123 | Continued From page 3 A 123

A 123 NWSH had followed
complaint and grievance
resolution, but had not
provided written notice to
patients who stated that the
complainf was resolved via
phone conversation. All
grievances had received the
recommended letter of
response. This process has
been revised to require all
resolutions be followed with
a written response. This will
provide a clear written
resolution, and
documentation of contact
with the patient who filed the
complaint, and contact
information for further
COncerns,
The Director of Nurses is
responsible for continual
compliance.
The Performance
Improvement Committee will
monitor compliance by
review of the complaint log
~on a quarterly basis.
Completion date 3/2/2011
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STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
: A BUILDING
B, WING :
130066 02/04/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
— 1593 EAST POLSTON AVENUE
THWEST SP T T
NORTH ECIALTY HOSPITAL POST FALLS, ID 83854
(X4) 1D 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) .
A 123 | Continued From page 4 A 123
written respanse to grievances.
- 0 1
b. The complaint log documented a grievance A 123 - 100% of patient
related to the care of Patient #32 was received on Surveys are read by staff and
3/17/10. A report of the grievance documented it the Director of nurses.
had been investigated. A written response to the Patients are encouraged to
complainant was net documented. communicate concems
The DON was interviewed on 2/02/11 at 9:25 AM. relating to the care they
She stated she had spoken with the complainant received while at Northwest
related to the grievance for Patient #32 but had Specialty Hospital.
not provided that person with a written response. Physicians, staff, and
¢. The complaint log documented a grievance ancﬂlefry pefsonnel arc eager
related to the care of Patient #33 was received on to correct problems apd
5/03/10. A report of the grievance documented it concetns, and appreciate the
| had been investigated. A written response to the opportunity to improve,
complainant was not documented.
The DON was interviewed on 2/02/11 at 9:25 AM,
She stated she had spoken with the complainant
related to the grievance for Patient #33 but had
not provided that person with a written response,
The hospital did not provide written résponses to
persons who filed grievances.
150 | 482.24(c)(1 R RV A4
All patient medical record entries must be legible, Medical Rec_ords Ser.vmes*
complete, dated, timed, and authenticated in ‘ Documentation consistent
written or electronic form by the person with hospital policies and
responsible for providing or evaluating the service rocedures: Continued-
provided, consistent with hospital policies and P T
procedures.
This STANDARD is not met as evidenced by:
Based on staff interview and review of medical
records, it was determiined the hospital failed to
ensure the medical records for 26 of 26 surgical

FORM CMS-2567(012-99) Previous Verslons Obsolete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
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PRINTED: 02/24/2011
FORM APPROVED
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" | STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

130066

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

8. WING

{X3) DATE SURVEY
COMPLETED

02/04/2011

NAME OF PROVIDER OR SUPPUER

NORTHWEST SPECIALTY HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CODE
1593 EAST POLSTON AVENUE

POST FALLS, ID 83854

A 800

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.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES. D PROVIDER'S PLAN OF CORRECTION {x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OF LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 450 | Continued From page 5 A 450
patients (#s 1-6 and #s 11-30), whose records
were reviewed, contained documentation of D .
personal care. This resulted in the inability of the ocumentation forms have
hospital to determine if care had been provided. been revised to include daily
Findings include: care provided to the patient.
The hospital had 2 ) e the Monftored Bathing and oral care are
e hospital had 2 nursing units, the Monitore consi ;
Care Unit and the Inpatient Unit. "NURSE donsmtenﬂy. provided, and
PROGRESS NOTES," used by nurses to | ocumentation to support this
document care on the Inpatient Unit, did not care 1s now appropriately
contain specific spaces to document personal documented.
cares, such as bathing and oral care. The Monitoring of thi
. - ! IS process
medical records of 26 surgical patients (#s 1-6 will ocou gd . ﬁ ; 5
and #s 11-30) were reviewed. None of these i ceur during cha;
records contained documentation of all personal audits, and reported to the
care being provided. For example, occasionally, Performance Improvement
the nurse would document personal care in Committee on a quarterly
narrative form in progress notes but this was basis
sporadic in all of the inpatient medical records. The ]jilcc tor of N .
-ector of Nurses is
The Director for Quality and Risk Management of responsible for continual
the hospital's parent corporation was interviewed compliance.
on 2/02/11 at 2:45 PM. She stated persona! Completion date: 3/2/201
cares were being provided. She said the P ' 1
“NURSE PROGRESS NOTES" for the Inpatient
Unit did not include specific places for staff to
document personal care and agreed staff did not
document personal care.
The hospital failed to document personal care for
patients.
A 800 A 800 482.43(a) Criteria For

Discharge Evaluations-

The hospital's process for
identifying a patient's needs
was in place. (continued)
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A 800 | Continued From page 6 A 800 A 800- 482.43(a) Continued-
This STANDARD s not met as evidenced by: Northwest Specialty Hospital
Based on staff interview, and review of medical has a policy in place for early
records gnd hpspitaﬂ policies, it was determineq identification of high risk
the hospital failed to develop a system to identity tients wh .
patients who were likely to suffer adverse health patients who may require
consequences upon discharge if there was not discharge planning
adeguate discharge planning. This affected 5 of assistance. Staff at each level
B patisznts (#13, #23, #2;4, #28, and #3(13), whose of the patient contact are
records were reviewed for discharge planning inv oy ‘ ‘
screening. The lack of a system to identify n (;Ived én the assegsment .Of
patients with discharge planning needs at an early needs, and communicate with
stage had the potential to delay discharge the Case Manager/Discharge
planning. Findings include: ‘ Planning Nurse. The process

‘ was reexamined, and th
The policy "DISCHARGE PLANNING POLICY," olicy reviewed F ©
effective 8/01/03, stated “Discharge planning and policy reviewed. Forms were
educational needs will be evaluated as part of the reVISGd to show consistent
admission assessment. Patients who are likely to screening processes, and with
suffer adverse health consequences upon all components necessary to
dnschargg'wnhout adequa‘te d\spharge p|ann|ng address all the potential needs
are identified and appropriate discharge planning fth G ent P
personnel are notified.” The policy included 11 ofthe patient. The orm was
indicators to identify patients who needed approved by the Medical.
discharge planning, such as patients over 70, Staff on 2/10/2011. Staff -
patif—mts wthotr':ight require stJral_)Ie medtical education was completed to
equipment al ome, pregnant minors, eic. clarify the individual roles in
The Case Manager was interviewed on 2/03/11 at patient assessment of need
3:00 PM. She stated nurses assessed patients for referral for Discharge
on admission to identify potential discharge planning.
Elgqnlng needs. She statecinurses used the This process change will
initial Nursing Assessment” forms to identify . . b

patients who needed discharge planning. This gnprc.)ve? pa qut care. y
was not the case, however. Examples of patients identifying patients in need
who were not screened for discharge planning early in the process.
needs include: The Director of Nurses is

‘ responsi i
a. Patient #23's medical record documented a 65 spol-mble for continual
year old female who had a section of her sigmoid comp 1&1?06.

Completion date: 3/2/2011 . N
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- | evaluation had not been completed.

colon removed. She was admitted on 11/24/10
and discharged on 12/15/10, Her “Initial Nursing
Assessment," dated 11/24/10 at 10:00 AM,
contained boxes labeled "Case Management:
Notified Discharge Planning" and "identified
potential needs upon discharge." These boxes
were marked “no.”

The PACU Manager was interviewed on 2/04/11
at 10:05 AM. She stated she often completed the
“Initial Nursing Assessment” form when patients
were assessed pre-operatively. She reviewed
Patient #23's "Initial Nursing Assessment.” She
stated the boxes marked no, which- related to
discharge planning, meant the questions about
discharge planning had not heen asked.

b. Patient #24's medical record documented a 77
year old male who was admitted on 12/27/10 and
discharged on 12/30/10 for a post-surgical
infection of his right knee., A medical record of his
prior admission documented he was hospitalized
at Northwest Specialty Hospital from
12/21/10-12/22/10. A screen to identify if he may
need a discharge planning evaluation was not
present in his record.

The Discharge Planner was interviewed on
2/09/11 at 11:45 AM. She confirmed a screen to
identily if he needed a discharge planning

c. Patient #28's medical record documented a 58
year old male who had a tracheostomy performed
to treat sieep apnea. He was admitted on
11/09/10 and discharged on 11/13/10. His "Initial
Nursing Assessment," dated 11/09/10 at 8:57
AM, contained boxes labeled "Case
Management: Notified Discharge Planning” and

A 800

Staff education has been
completed to include the
proper use of the forms, and
referral to the Case
Manager/Discharge Planning
Nurse.

Staff were informed of the
necessity to clearly screen
patients for potential needs,
and to initiate the process of
Case Management as soon as
need is identified.
Communication with
appropriate personnel is
crucial to the successful
outcome of the patient.

The review did show that
documentation of the process
was deficient, this has been
corrected as of 2/10/2011,
The Director of Nurses is
responsible for continual
compliance.

Completion date: 2/10/2011
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"[dentified potential needs upon discharge."
These boxes were marked "no

The PACU Manager was interviewed on 2/04/11
at 10:05 AM. She reviewed Patient #28's "Initial
Nursing Assessment." She stated the boxes
marked no related to discharge planning meant
the guestions about discharge planning had not
heen asked.

d. Patient #30's medical record documented an

84 year old male who had left total shoulder

replacement surgery. He was admitted on
1/17/11 and discharged on 1/20/11. His “Initial
Nursing Assessment," dated 1/17/11 at 9:17 AM,
contained boxes labeled "Case Management:
Notified Discharge Planning” and °ldentified
potential needs upon discharge." These boxes
were marked "no

The PACU Manager was interviewed on 2/04/11
at 10:05 AM. She reviewed Patient #30's “Initial
Nursing Assessment.” She stated the boxes
marked no, which rélated to discharge planning,
meant the questions about discharge plannmg
had not been asked.

e. Patient #13's medical record documented a 68
year old female with ovarian cancer who had
surgery to repair a perforated bowel and remove
the turnor. She was admitted on 12/27/10 and
discharged on 12/30/10. Her "Initial Nursing
Assessment," dated 12/27/10 at 1:45 PM,..
contained boxes labeled "Case Management:
Notified Discharge Planning” and "ldentified
potential needs upon discharge.” These boxes
were marked "n

The PACU Manager was interviewed on 2/04/11
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The discharge planning evaluation must include
an evaluation of the likelihood of a patient
needing post-hospital services and of the
availability of the services. :

This STANDARD Is not met as evidenced by:
Based on staff interview, and review of medical
records and hospital poficies, it was determined
the hosgpital failed to evaluate the likelihood of
patients needing post-hospital services and of the
avallability of those services. This affected 4 of 6
patients (#13, #23, and #24, and #28), whose
records were reviewed for discharge planning and
had the potential to affect all inpatients. The lack
of a system 1o evaluate the likelihood of patients
needing post-hospital services had the potential
to impede appropriate discharge planning.
Findings include:

1. Patient #13's medical record documented a 68
year old female with ovarian cancer who had
surgery to repair a perforated bowe! and remove
the tumor. She was admitted on 12/27/10 and
discharged on 12/30/10. The only note by the
Case Manager, dated 12/29/10 at 10:30 AM,
stated Patient #13 had been referrad for possible
placement to a long term acute care hospital.

The Case Manager was interviewed on 2/03/11 at
3:00 PM. She confirmed the documentation for

(X4y 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION S
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG (:ROSS-REFERENGED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
A 800 | Continued From page 9 A 800

at 10:05 AM. She stated the boxes marked no,

which related to discharge planning, meant the '

guestions about discharge planning had not been A 805_3 482-43{(@(3) Post

asked. Hospital Services- The

revision of the Discharge

The hospital failgd to screen patients for potential Planning included the

discharge planning needs at an early stage. addition of anv post-hospital
A 808 | 482.43(b)(3) POST-HOSPITAL SERVICES A 808 yP p

services that would be
necessary; to include
outpatient physical therapy or
occupational therapy, skilled
nursing facilities,
rehabilitation including
Durable Medical Equipment.
This form include a well
“documented timeline, contact
information, and discussions
between the patient and their
family clearly demonstrating
the patients involvement in
the discharge planning
process and the collaborative
efforts between the
healthcare disciplines.

The Case Manager/Discharge
Planning Nurse works with
the Preop/PACU Manager to
maintain compliance with the
standard.

Completed 3/2/2011
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Patient #13. She stated an evaluation of
discharge needs had been done but was not
documented,

2. Patient #24's medical record documented a 77
year old male who had irrigation and debridement
of a right knee wound. He was admitied on
12/21/110 and discharged on 12/28/10. An
evaluation of the likelihood of Patient #29 needing
post-hospital services and of the availability of the
services was not documented. The only
discharge planning note on the record was
documented on 12/29/10 at 11.00 AM. |t stated
“Met [with] pt re: D/C planning. Will have PICC
line placed & then return here for Q12 hr
[Vancomycin] over the weekend-Pt [iliegible]-Wiil
cont. to follow as needed.”

The Case Manager was interviewed on 2/03/11 at
3:00 PM. She confirmed the documentation for
Patient #24. She stated an evaluation of
discharge needs had been done but was not
documented.

3. Patient #23's medical record documented a 65
year old female who had a section of her sigmoid
colon removed, She was admitied on 11/24/10
and discharged on 12/15/10. An evaluation of the
likelihood of Patient #23 needing post-hospital
services and of the availability of the services was
not documented. Two discharge planning notes
by the Case Manager were documented. The
first was dated 12/09/10 and was not timed, it
stated the patient had chosen a home health
agency for services after discharge. The second
note was dated 12/15/10 at 3:00 PM. [t stated
home health was not appropriate for Patient #23
and she was being admitted to a long term care
facility. ‘

~ whether the patients feel like

responsible for the continual

A 808 Continued:

Chart Audit will be
completed on 20 identified
high risk patients per month,
to confirm the appropriate
documentation of the
Discharge Planning process. -
The chart audit will confirm
that specific criteria were
addressed to meet specific
needs of the patients.

The audit will be reviewed by
the Performance
Improvement Committee on
a quarterly basis to confirm
compliance with the policy.
Readmission rates and patient
satisfaction in relation to

their needs were met upon
discharge will continue to be
monitored.

The Director of Nurses is

compliance.
Completed 2/10/2011
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The Case Manager was interviewed on 2/03/11 at
3:00 PM. She confirmed the documentation for
Fatient #23. She stated an evaluation of
discharge needs had been done but was not
documented.

4, Patient #28's medical record documented a 58
year old male who had a tracheostomy performed
to freat sleep apnea. He was admitied on
11/09/10 and discharged on 11/13/10. An
evaluation of the tikelihood of Patient #28 needing
post-hospital services and of the availability of the
services was not documented.. A case
management note dated 11/09/10 at 2:00 PM,
stated Patient #28 had a specific DME company
before surgery hut it did not include what services
he might need after hospitalization.

The Case Manager was interviewed on 2/09/11 at
11:45 AM. She confirmed the documentation for
Patient #28. She stated an evaluation of Patient
#28's discharge planning needs had been done
but was not completely documented. She stated
a much more thourough evaluation of discharge
planning needs was done than was documented
on all patients. She conceded a system to ensure
a consistent discharge planning evaluation was
conducted had not been developed.

The hospital failed to evaluate the likefihood of
patients needing post-hospital services and of the
availahility of the services.

A B09 | 482.43(b)4) SELF CARE PATIENT
EVALUATION

The discharge planning evaluation must include
an evaluation of the likelihood of a patient's
capacity for self-care or of the possibility of the
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A 808 Discharge Planning
All items addressed and will
be monitored for compliance.
Director of Nurses is
responsible for monitoring
compliance.
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patient being cared for in the environment from
which he or she entered the hospital,

This STANDARD is not met as evidenced by:
Based on staff interview, and review of medical .
records and hospital pelicies, it was determined
the hospital failed to evaluate patients' capacity
for self-care and the possibility of patients being
cared for in their home environment after
discharge. This affected 4 of 6 patients (#13,
#23, #24, and #28), whose records were
reviewed for discharge planning screening, and
had the potential to affect all inpatients. The lack
of a system to evaluate patients' capacity for
self-care had the potential to interfere with the
timely discharge of patients. Findings include:

1. Patient #13's medical record documented a 68
year old female with ovarian cancer who had '
surgery to repair a perforated bowel and remove
the tumar. She was admitted on 12/27/10 and
discharged on 12/30/10. The only note by the
Case Manager, dated 12/29/10 at 10:30 AM,
stated Patient #13 had been referred for possible
placement to a long term acule care hospital. An
evaluation of her capacity for self-care or of the
possibility of her being cared for in her home
environment was not documented.

The Case Manager was interviewed on 2/03/11 at
3:00 PM. She confirmed the documentation for
Patient #13. She stated a discharge planning

| evaluation had been done but was not

documented.

2. Patient #24's medical record documented a 77
year old male who had irrigation and debridement
of a right knee wound. He was admitted on
12/21/10 and discharged on 12/29/10. An

Self care Patient Evaluation:

The revised Discharge

Planning process includes an
evaluation of the likelihood

of a patient's capacity for

self-care or the possibility of
the patient being cared for in
the environment from which
he or she entered the hospital.
This evaluation is completed
using information obtained

from Physical Therapy
evaluation, Nursing
assessment and high risk

screening criteria initiated
upon admission. Interview

with the patient and the

Discharge Planning Nurse

using a collaborative

multidisciplinary approach is

completed. Patients and

families are actively involved

in the process.
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The Case Manager/Discharge
planning Nurse is responsible

for the process, and the
Director of Nurses is

responsible for maintaining

compliance,
Completed on 2/10/2011
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evaluation of his capacity for self-care or of the
possibility of his being cared for in his hame
environment was not documented. The only
discharge planning note on the record was
documented on 12/29/10 at 11:00 AM. |t stated
"Met [with] pt re: D/C planning. Will have PICC
line placed & then return here for Q12 hr
[Vancomycin] over the weekend-Pt [illegible]-Will
cont. to follow as needed.” :

The Case Manager was interviewed on 2/03/11 at
3:00 PM. She confirmed the documentation for
Patient #24. She stated an evaluation of
discharge needs had been done but was not
documented.

3. Patient #23's medical record documented a 65
year old female who had a section of her sigmeid
colon removed. She was admitted on 11/24/10
and discharged on 12/15/10. An evaluation of her
capacity for self-care or of the possibllity of her
being cared for in her home environment was not
documented. Two discharge planning notes by
the Case Manager were documented. The first
was dated 12/09/10 and was nat timed. [t stated
the patient had chosen a home health agency for
services after discharge. The second note was
dated 12/15/10 at 3:00 PM. |t stated home health
was not appropriate for Patient #23 and she was
being admitted to a long term care faciiity.

The Case Manager was interviewed on 2/03/11 at
3:00 PM. She confirmed the documentation for
Patient #23. 3he stated an evaluation of
discharge needs had been done but was not
documented.

4. Patient #28's medical record documented a 58
year old male who had a tracheostomy performed
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Northwest Specialty Hospital
monitors the outcome data of
patient satisfaction surveys
on an ongoing basis. In
relation to the question:
During your hospital stay,
did doctors, nurses or other
hospital staff talk with you
about whether you would
have the help you needed
when you left the hospital?
Outcome data showed an
annual score of 493.3 or
98.6% of patients reported
satisfaction.

Documentation has been
improved. With an improved
emphasis, the patient with
1dentified needs can be
appropriately provided with
the necessary resources and
assistance required for
[ECOVETY.

The Director of Nurses is
responsible for maintaining
compliance and moniforing
of the process.

Completed 2/10/2011
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to treat sleep apnea. He was admitted on
11/09/10 and discharged on 11/13/10. An
evaluation of his capacity for self-care or of the
possibility of his being cared for in his home
environment was not documented.

l

The Case Manager was interviewed on 2/09/11 at
11:45 AM. She confirmed the documentation for

#28's discharge planning needs had been done
but was not completely documented. She stated
a much more thourough evaluation of discharge l
planning needs was done than was documented
on all patients. She conceded that a system to
ensure a consistent discharge planning

evaluation was conducted had not been
developed.

The hospital failed to evaluate patients' capacity
for self-care and the possibility of patients being
cared for in their home environment, '

A 843 | 482.43(e) REASSESSMENT OF DISCHARGE
PLANNING PROCESS

The hospital must reassess its discharge
planning process on an on-going hasis. The

( A 809

Patient #28, She stated an evaluation of Patient |

reassessment must include a review of discharge
plans to ensure that they are responsive to
discharge needs.

This STANDARD is not met as evidenced by:
Based on staff interview and review of quality
improvement documents and hospital poficies, it -
was determined the hospital failed to ensure the
discharge planning process was reassessed on

| an on-going basis. This prevented the hospital
from identifying deficiencies with its discharge
planning process. It also prevented the hospital
from determining whether or not staff were

A 843 482.43(e)
Reassessment of Discharge

| Planning Process
Monthly chart audit of 20
high risk patients will be
completed, and reviewed by
the Performance
Improvement to ensure the
Discharge planning process is
responsive to specific patient
needs.
Staff education was
completed on the
identification of high risk
patients, and review of the
Discharge planning process,
most importantly, how it
starts with the first patient
encounter,
Performance Improvement
data will be monitored on a
monthly basis involving staff
in the audit process.
The Director of Nurses is
responsible for continual
compliance and monitoring
of the process,

- Completed 2/10/2011

A B43
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following its discharge planning policies. Findings
include:

The hospital's quality improverment program was
reviewed with the DON on 2/03/11, beginning at
11:30 AM. The DON stated she was responsible
for the hospital's QAPI program. The DON stated
discharge plans had not been reviewed in the
past year in order to assess the hospital's
discharge planning process.

The hospital tailed to assess the discharge
planning process.
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A 843 | Continued From page 15 A 843

A 843 Discharge planning
has been added to the
Performance Improvement
process using criteria
specifically suggested by the
CMS surveyors on the
January 2011 survey. 20 high
risk patient charts will be
audited on a monthly basis
for appropriate discharge
planning process
documentation and reported
to the Performance
Improvement Committee.
The audits were initiated in
Feb 2011.

The Director of Nurses is
responsible for the QAP
program.

Completed 2//2011

/
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K 000 | INITIAL COMMENTS . K 000
Northwest Specialty Hospital is a two story
structure with a finished basement and parking

garage whose original construction was
compisted in August of 2003, an addition was
added in 2010, The addition included operating
rooms and patient rooms, with a parking
structure, separated by two hour construction.
The construction type is Il {222) with a complete
automatic fire extinguishing system throughout.
The main floor contains approximately 58,000
square feet and is divided into four (4) smoke
zones. The basement, which is non-patient use,
contains approximately 8,000 square feet in a
single smoke zone. The parking garage is
approximately 8400 square feet.

Fire safety features include complete sprinkler
coverage; a fully addressable fire alarm system, a
Type | Essential Electrical System; Level 1 piped
in medical gas/vacuum systems; multiple exits to
grade from the main level; three exits from the
basement level with two being to grade; portable
fire extinguishers throughout; eight (8) foot wide
exit access corridors, four (4} foot wide corridor
doors,; and three {3) smoke barrier partition walls
on the main level.

The following deficiencies were found during the
Life Safety Code Validation survey conducted pn
January 31 and February 1, 2011. with applicable
fire/life safety requirements set forth under 42
CFR 482.41.

The survey was conducted by:

Mark P. Grimes, Supervisor
Facility Fire Safety & Construction
Idaho Department of Health & W ffare

LABOHATOFIY DIRECTOR'S OR PROV R/SL}PPLIE WIVES SIGNATURE TITLE / (XS) D TE

15k ( ) denotes a deficiency which the institution may be excused from correcting providing H is determ lned that

Any deficiency statement ending thhoe?{
oihar safequards pravide suflicient pr 01 lo the patients, {See instructions.) Except lor nursing homes, the findings stated above are disclosable 80 days

following (he date of survey whelher ar nol a plan ol correction is provided, For nursing homes, the above findings and plans of correclion are disclosable 14
days following the dale these documenls are made available to the facility. If deficiencies are ciled, an approved plan of correction is requisile lo conlinued

program parlicipation.
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Hazardous areas are protected in accordance
with 8.4, The areas are enclosed with a one hour
fire-rated barrier, with a 3/4 hour fire-rated door,
without windows (in accordance with 8.4). Doors
are self-closing or automatic closing in
accordance with 7.2.1.8. 18.3.2.1

This STANDARD is not met as evidenced by:
Based upon observation and interview the facility
failed o ensure hazardous areas are properly
separated. Failure of doors to self close and
tatch securely allows smoke and gases to spread
during a fire event.

Findings include:

During the facility tour on January 31, 2011 and
on February 1, 2011 observation of hazardous
areas revealed:

1) On January 31, 2011 at approximately 4:18
PM the Kitchen door separating the kitchen from
the corridor was found to not self close and
positively latch. This finding was witnessed and
acknowledged by the Director of Maintenance.

2) On January 31, 2011 at approximately 4:25
PM, the Morgue room in the basement was being
used as clean linen storage (bagged) while
awaiting off site removal. The bags filled the area
to waist level creating a hazardous area. The
door did not self close and positively latch. This
finding was witnessed and acknowledged by the
Director of Maintenance.

3) On January 31, 2011 at approximately 4:45
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K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029

#1) K 029 NFPA 101 Life
Safety Code- The Director of
Maintenance adjusted the
door closer to ensure that the
latch engaged securely,

Plant Maintenance Manager
18 responsible for compliance.
Completion date: 1/31/201 1
To monitor compliance a
monthly preventative
maintenance form has been
created to document function
checks of all self closing
doors.

#2) K 029 NFPA 101- The
Director of Maintenance
removed the linen bags,
adjusted the door to latch
properly. This incident -
resulted as a one time
incident related to the transfer
of services to a new linen
service, Maintenance staff
were provided on the spot
education as to the
importance of maintaining
egress and fire safety.

Plant Maintenance is
responsible for continual
compliance.

Documentation will occur on
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K 029 | Continued From page 2 K029
PM the interior separation wall between the
Mechanical room and the electrical room, was not
sealed where It intersects the exterior wall. The
gap was gradual from minute 1o nearly 1/2 inch at
the top of the wall. Interview with the Director of
Maintenance confirmed this wall had not been
maodified since the original construction in 2008.
When light on either side of the wall intersection ‘
;v:;nshut off light passing through could clearly be #4) K 029 NFPA 101 Life
' , Safety Code- The Director of
4) On February 1, 2011 at approximately 9:15 Maintenance adjusted the
AM the storage room across from Patient Room door closer to ensure that the
#%4hwa_?' foL;pcclj to not self tciose e;nd %ositivefy latch engaged securely,
atch. This finding was witnessed an Nl
acknowledged by the Director of Maintenance. Plant Mau'ltenance Mangger
is responsible for compliance.
Actual NFPA reference: Completion date: 1/31/2011
. - To monitor compliance a
NFPA 101, the Life Safety Code, 2000 Edition monthly preventative
18.3.2.1 Hazardous Areas. maintenance form has be‘?l
Any hazardous area shall be protected in created to document function
accordance with Section 8.4. The areas -checks of all self closing
described in Table 18.3.2.1 shall be protected as doors.
indicated.
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K 046
Emergency lighting of at least 1% hour duration is
provided in accordance with 7.9.  18.2.9.1
This STANDARD is not met as evidenced by:
Based upon observation and interview the facility
failed to ensure emergency lighting devices were
.| maintained In an operational candition. Failure of
emergency lighting units can cause disorientation
during a fire event or power outage.
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NFPA 25. The lack of quarterly maintenance and
testing could lead to a malfunction and the
absence of an alarm being sounded during an
event.
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K 046 | Continued From page 3 K 046
Findings include:; )
K 046 NFPA 101 Life Safety
During -thetf&}dgt)é ;OK;\A or;hFell;antJtzalry 1, 2011 (?t Code Standard- The battery
approximately 8: , the battery powere lant
emergency lighting unit mounted on the wall of pack was replaced by P
the Doctor's Lounge in the basement would not Operatlops Manager.
operate when tested. This testing was witriessed Completion date 2/1/2011.
and acknowledged by the Director of Compliance will be
Maintenance, who asked if a non-required monitored using the existing
emergency light was required to be maintained or torine f
could it be removed. monthly monitoring form.
Actual NFPA reference:
NFPA 101, the Life Safety Code, 2000 Edition
18.2.9.1
Emergency lighting shall be provided in
accordance with Section 7.9.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
Required automatic sprinkier systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically. 18,7.8, 4.6.12, NFPA 13, NFPA 25,
9.7.5
This STANDARD is not met as evidenced by:
Based upon record review and interview the
facility failed to ensure periodic maintenance and
testing of the sprinkler system in accordance with
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K 062 | Continued From page 4 K 062
' Findings include:
Record review indicated annual testing of the
sprinkler system was conducted on April 5, 2010
by an outside contractor and five year inspection
had been conducted on June 26, 2008, but could .
produce no records of quarterly waterflow alarm K 062 NFAP Life Safety
festing. Interview with the Director of Code Standard- Water flow
Maintenance indicated he was unaware of this alarm testing is now
requirement. scheduled for quarterly
Actual NFPA reference: testing, dggumer.lted on the
preventative maintenance
NFPA 25 Standard for the Inspection, Testing, form. The Plant Maintenance
and Maintenance of Water-Based Fire Protection Manager is responsible for
Systems, 1998 Edition continual compliance. The
2.3 3* Alamm Devicos. testing was completed
Waterflow alarm devices including, but not limited 2/25/2011.
to, mechanical water motor gongs, vane-type
waterflow devices, and pressure switches that
provide audible or visual signals shall be tested K 070 NFPA Life Safety
quarterly. Code Standard - Space
K 070 | NFPA 101 LIFE SAFETY CODE STANDARD K070 heaters have been prohibited
Portable space heating devices are prohibited in m slle.ep-n.lg areas. P (?Iicy
all health care occupancies, except in revision Included criteria to
non-sleeping staff and empioyee areas where the measure heating elements to
heating elements of such devices do not exceed ensure that they do not
212 degrees F. {100 degrees C) 18.7.8 ex_ceed 212 degrees F. (100
degrees C) upon initial
evaluation and application of
. . facility safety sticker. Space
This STANDARD s not met as evidenced by: heaters will be checked for
Based upon observation and interview the facility rover heat limitati
failed to ensure portable space heaters located in proper ea. umitations on an
staff only non sleeping spaces were properly annual basis.
tested to ensure heating elements did on exceed Checks completed 3/3/2011.
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K 070 | Continued From page 5 K 070
212 degrees Fahrenheit. Failure to test these K 070 NFPA Life Safety
devices could resull in a fire within the facility. Code Standard - Space

e heaters have been prohibited
Findings include: . . .
in sleeping arcas. Policy

1} During the facility tour on January 31, 2011 at revision mClU_ded criteria to
approximately 4:30 PM, an oil filled portable measure heating elements to
space heater was discovered in the clean linen ensure that they do not
side of the laundry, this space Is currently being exceed 212 degrees F. (100
used as a break or record keeping space. .
Interview with the Director of Maintenance degrees C) upon initial
disclosed he was unaware of the device being - evaluation and application of
present and had not tested the unit's surface facility safety sticker. Space
temperature. heaters will be checked for
2) During the facility tour on February 1, 2011 at proper hea,!; limitattons on an
approximately 10:45 AM, an electric space annual basis.
heating device was observed in the finance office Checks completed 3/3/2011.
of the administrative area. The Director of
Maintenance disclosed he was unaware of the
device being present and had not tested the unit's
surface temperature,
Actual NFPA reference:
NFPA 101 the Life Safety Code, 2000 Edition
18.7.8 Portable Space-Heating Devices.
Portable space-heating devices shall be
prohibited in all health care occupancies.
Exception: Portable space-heating devices shall
be permitted fo be used in nonsleeping staff and
employee areas where the heating elements of
such devices do not exceed 212°F (100°C).

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
Electrical wiring and equipment is 'in accordance
with NFPA 70, National Electrical Code. 8.1.2
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K 147. Continued From page 6 K147

This STANDARD is not met as evidenced by:
Based upon observation and interview the facility
failed to ensure adequate electrical receptacles
were available thereby preventing the need for
extension cords and multi plug adaptors. Failure
to ensure the proper circuitry is available can
overioad circuits and cause a fire.

Findings include:

During the facility tour on February 1, 2011 at
approximately 8:25 AM; observation revealed a
computer in the Doctor's lounge in the basement
being powered by a relocatable power tap (RPT),
powered by a heavy duty extension cord,
powered by a multi plug adaptor which was
plugged into a duplex wall outlet. The extension
cord and RPT were tightly bound with extreme
bends by a plastic tip tie.

Actual NFPA reference:
NFEPA 70, National Flectrical Code, 199 Edition

110.3 Examination, !dentification, installation, and
Use of Equipment.

(A) Examination. In judging equipment,
considerations such as the following shall be
evaluated:

(1) Suitability for installation and use in conformity
with the provisions of this Code

FPN: Suitability of equipment use may be
identified by a description marked on or provided .
with a product to identify the suitability of the ‘
product for a specific purpose, environment, or
application. Suitability of equipment may be
evidenced by listing or labeling.

|

K 147 NFPA 101 Life safety
Code Standard-Natl. Elec.
Code- NFPA 70- The multi-
outlet strip was removed
upon discovery. An electrical
contractor was consulted, an
additional wall outlet was
installed 2/7/2011 meeting
NFPA. 70. Plant Mantenance
is responsible for compliance.
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K 147

Continued From page 7

{2} Mechanical strength and durability, including,
for parts designed to enclose and protect other
equipment, the adequacy of the protection thus
provided :

(3) Wire-bending and connecticn space

(4) Electrical insulation

{5) Heating effects under normal conditions of
use and also under abnormal conditions likely to
arise in service

{6) Arcing effects

(7) Classification by type, size, voltage, current
capacity, and specific use

(8) Other factors that contribute to the practical
safeguarding of persons using or likely to come in
contact with the equipment

(B) Installation and Use. Listed or labeled
equipment shall be installed and used in
accordance with any instructions included in the
listing or labeling.

K147

l
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