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GENTERS FOR MEDICARE & MEDICAID SERVICES

NCO0G1479

REQUEST FOR VALIDATION OF ACCREDITATION SURVEY FOR HOSPITAL

——

. NAME AND ADDRESS OF STATE AGENCY
Division of Facility Services
711 Mail Service Center
aleigh
NC - 27699.2711

(9197337461

2. NAME AND ADDRESS OF HOSPITAL
DUKE HEALTH RALEIGH HOSPITAL
3400 WAKE FOREST RD
RALEIGH, NC, 27609

PROVIDER NUMBER,

340073

L2

- HOSPITAL ACCREDITED BY:
JCAHO 7] aca

4, PLEASE REQUEST COMPLETION OF
CMS-2567

e

PLEASE DO NOT NOTIFY THE HOSPITAL IN ADVANCE OF YOUR SURVEY,

6. D FHIS VALIDATION 15 BASED ON A SAMPLE SELECTION
THE DATE OF LAST ACCREDITAT]ON SURVEY WAS

- PLEASE CONDUCT A FULL VALIDATION SURVEY WITHINGO DAYS.

CONFINE THEE SURVEY TO THOSE CONDITIONS OF PART]CIPA'E'ION FOR WHICH ACCREDlTED HOSPITALS ARE DEEMED TO MEET

. THIS VALIDATION IS BASED ON ALLEGATIONS OF SIGNIFICANT DEFICIENCIES WHICH CO{K,D AFFECT THE HEALTH AND SAFETY OF PATIENTS TN
THIS HOSPITAL. PLEASE CONDUCT A SURVEY WITHIN 45 DAYS AFTER THIS REQUEST FOR THE PURPOSE OF ASCERTAINING WHETHER THE HOSPITAL
MEETS THE CONDITIONS CHECKED. SURVEY ALL APPLICABLE CONDITIONS STANDARDS, AND ELEMENTS, INCLUDING LIFE SAFETY CODE

7. AREAS TO BE SURVEYED (Check ail applicable Conditions; enter all applicable Standards)

CONDITION(S)
Federal, State and Local Laws (482.11)
Governing Body (482.12)
Patient Rights (482.13)
Quality Assurance (482.21)
Medical Staff (482.22)
Nursing Services (482.23)
Medical Record Services (482.24)
Pharmaceutical Services {482.25)
Radiologic Services (482.26)
Laboratory Services (482.27)

[T} Fatal Transfusion Reaction
Food and Dietetic Services (482.28)

Utilization Review {482.30)
Physical Environment (482.41)

[] Lsc

Infection Control (482.42)

Discharge Planning (482.43)

Organ, Tissue, & Eye Procurement (482.45)
Surgical Services (482.51)

Anesthesia Services (482.52)

Nuclear Medicine Services (482.53)
Outpatient Services (482.54)

Emergency Services (482.55)
Rehabilitation Services (482.56)
Respiratory Care Services (482.57)

OO00OOooO0Oooog 0O00 oooooooooo

STANDARDS

A COPY OF THE ALLEGATION IS ENCLOSED. A COPY OF THE ALLEGATION WAS PREVIQUSLY FORWARDED TO THE ACCREDITING AGENCY
NAME OF THE COMPLAINANT SHOULD NOT BE DISCLOSED UNLESS THERE IS SPECIFIC AUTHORIZATION

8. 51GNATURE OF REGIONAL REPRESENTATIVE 9. REGION

Jackie Whitlock for Sandra M. Pace, ARA 04

10. DATE

01/07/2005

FORM CMS-2802 (12-01)

ORIGINAL TO: STATE SURVEY AGENCY
COPIES TO: CMS Asccreditation Staff
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North Carolina Department of Health and Human Services
Division of Facility Services', Lic¢éjisiire and Certification Secfion
1205 Umstead Drive,: Lingberger Building, Raleigh, NC 27603
Teiephone o 9) 733-1 1610 Fax: (919) 7153073

~ Michael F. Easley, Governor Carmen Hooker Odom, Secretary Lo Jeff H¢non, Secfion'Chéef

February 4, 2005

Mr. James P. Knight, CEO
Duke Health Raleigh Hospital
3400 Wake Forest Road R _
PO Box 28280 - ‘ , ‘ . o -
Raleigh, NC 27611-8280 o ‘ e

RE: Complaint Investigation, Janunary 10 - 13,2005
Intake # NC{0014798 '

Dear Mr. Knight:

. 1 want to thank vou & your staff for the cooperation and assistance provided during the complaint investigation conducted on January
10 ~ 13, 2005. As a resuit of the survey, State licensure deficiencies were cited in the area of 10-3C.5105(}) Sterile Supply Services.

2nclosed is the State Form (State licensure deficiencies). A plan of;corféction shouid be submiited and should include the following:
(@) A description of the corrective action(s) and the systems that have béen or will be 1mplemented 1o correct the deficiency.
(b) A description of the monitoring system that has been or.will be implemented (i.e. qualny assurance or quality lmprovement)
including the person(s) responsible for the.monitoring, to assure the hospital remains in complzance and
{¢} The date by which all corréctive actions will be campleted and the monitoring system will be in place. This date must be
included on the CMS Form 2567 and should be no later than 60 days from the date of the survey, or March 15, 2005.

The enclosed State Form must contain an original sienature. with the date siened, and be returned to this office WITHIN 10
BUSINESS DAYS OF RECEIPT. The plan of correction will be reviewed and an unannounced State licensure follow up visit wiil
be conduacted. 1f additional information regarding the plan of correction is needed, we will contact you.

If you have any questions, you may write to the address or contact our office at {919) 733-1610.

~ Sincerely,

?Qa - )WW@A/ A«J

Christina Price-Williams, BSN, RN

Facilizy Consultant 11

NC Department of Health & Human Services
Division of Facility Services

“Licensure & Certification Section

Acute Care Branch

_Enclosed: NC State Form (Statement of Deficiencies)

%S | | DFS 328
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North Cara!ma Department of Health and Human Services
Division of Facility Services . Licensure and Certification Section
- 1205 Umstead Drive, Lineberger Building, Raleigh, NC 27603
Telep hone: (919) 733 1610 Fax (919) 715 3073

i

Michael F. Easley, Governor Carmen Hooker Odom, Sé'{:i'etaryf Jeff Horton, Section Chief

February 4, 2005

Mr. James P. Knight, CEO.
Duke Health Raleigh Hospital
3400 Wake Forest Road : g
PO Box 28280 t : b .
"Ralelvh NC 27611 8’?80 ' ‘

RE: Compla:nt lnvestwatlon, January 10 — 13,2005
Intake # NC00014798

Dear Mr. Knight:

I want to thank you & your staff for the cooperation and assistance provided durmﬂr the complaint investigation conducted on January
10 13,2005. Asa result of the survey, State licensure deficiencies were csted in the area of 10-3C.5 [(}:)(I) Sterile Supply Services.

Enclosed is the Siate Form (State licensure deficiencies). A plan ofcorrect'";

":smhould be submitied and shcu%d‘include the following:

(a) - A description of the corrective action(s) and the systems that have been or will be implemented to correct the deficiency.
{(b) A description of the monitoring system that has been-or will be implemented (i.e. quality assurance or guality improvement)
including the person(s) responsible for the monitoring, to assure the hospital remains in compliance; and
(c) The date by which all corrective actions will be completed and the monitoring system will be in place. This date must be
-included on the CMS Form 2567 and should be no jater than 60 days from the date of the survey, or March 15, 2005,

- Theenclosed Staté Form must contain an original signature. with the date signed. and be returned to this office WITHIN 10
BUSINESS DAYS OF RECEIPT. The pian of correction will be reviewed and an unannounced State licensure follow up visit will
be condacted If additional information regarding the plan of correction is needeé we will contact you. .

1f you have any questions, you may write 10 the address or contact our office at.(919) 733-1610.

Sincerely,

?O MM@M&]

Christina Price-Williams, BSN, RN

Facility Consultant II

NC Department of Health & Human Services
Division of Facility Services

Licensure & Certification Section

Acute Care Branch

inclosed: NC State Form {Statement of Deficiencies)

’ . ) Ld
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & fVIEDlCAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL i RKTTII .
. PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY ?acilisy 1D 26000038
1. MEDICAREMEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION. 6 (18)
(LYY 340073 (L3) DUKE HEALTH RALEIGH HOSPITAL
- . Initial 2. Recertification
"ATE VENDOR OR MEDICAID NO. (14) 3400 WAKE FOREST RD 3, Terminntion 4. CHOW
iy (L5) RALEIGH, NC (L&) 27609 5, Vrkidation 6. Compinint
- . 7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 8w ,
. Lo . : . 8. Termination ol JICF Beds
L9 - 01 Hospital 05 HHA 0% ESRD 13 PTIP
6. DATEOF SURVEY 01/13/2005  (L34) 02 SNF/NF/Dual 06 LAB 10 NF 14 CORF
8. ACCREDITATION STATUS: 1 03 SNF/NF/Distinet 07 X-Ray 11IMR 15 ASC FISCAL YEAR ENDING DATE 29
0 UNACCREDITED i JCAHO 04 SNF a8 OPTISP 11 RHC 16 HOSPICE 06/30
2 AQA 4 BOTH ' .
1. LTC PERIOD OF CERTIFICATION 10.THE FACILITY 18 CERTIFIED AS
" From {a): X A. In Compiiance With And/Or Approved Waivers Of The Foliowing Requirements;
, Program Requirements .. 2. Technical Personnel 6. Scope of Services Limit
To  {b): ; _ —
Comptiance Based On: v 3. 24 Hour RN 7. Medical Director
12.Total Facility Beds 186 (LID) X1 Acceprable POC 4 7-Day RN (Rural SNF) 8. Patient Room Size
.= 5. Life Safety Code ___ % Beds/Room
3 ot L1y B. Not in Compliance with Program ‘
13 Total Centified Beds 186 (17 Requirements and/or Applied Waivers:  * Code; Al* (L12)
i, LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNT 13119 SNF' 19 SNF ICF IMR 1861 (e} (Phor 1861 () (1): YES (1.15)
(L37) (L38) (L3%) '(L42) (L43}

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATR

See Attached Remarks

17. SURVEYOR SIGNATURE 3 Date : * 18, STATE SURVEY AGENCY APPROVAL Dae:
; 2 Y el .
Ag 05/02/2005 , ey /2 /ss

‘ ] (L19} N 17 77 oz

[

PARTII- TO BE COMPLETED BY HCFA REG

IONAL OFFICE OR SINGLE STATE AGENCY

19, DETERMINATION OF ELEGIBILI'I‘Y

1. Facility is Bligible to Participate
2

Facility is.not Eligible

121)

0. COMPLIANCE WITH CIVIL,
RIGHTS ACT:

21 1. Statement of Financial Solvency(HCFA-2572)
2. Ownership/Control Iaterest Disclosure Stmt (HCFA-1513)

3. ‘Both of the Above:

FORM CM$-1539 {7-84) {Destoy Prior Editions)

22, ORIGINAL DATE 23, LTC AGREEMENT 24, LTC AGREEMENT . 26, TERMINATION ACTION: {1.30)
OF PARTICIPATION BEGINNING DATE ENDING DATE YOLUNTARY 00 INVOLUINTARY
01-Merger, Closure 05-Fail to Meet Health'Safery
(L24) (L41) (125) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
25 LTCEXTENSION DATE ~ 27. ALTERNATIVE SANCTIONS 03-Risk of Lavoluntary Termination OTHER
A. Suspension of Admissions 04-Other Reason for Withdrawal 07-Provider Status Change
{£44) . 00-Active
(L2 B. Rescind Suspension Date:
45}
28. TERMINATION DATE: 29, INTERMEDIARY/CARRIER NO. 30. REMARKS
) 00000
(1:28) (L31)
31. RO RECEIPT OF CMS5-1539 32, DETERMINATION OF APFROVAL DATE
{L3n (L33) } DETERMINATION APPROVAL
DFS 330
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MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL I REKTTH
PART I- TO BE COMPLETED BY THE STATE SURVEY AGENCY Facitity I, 20000038

C&T REMARKS - CMS 1539 FORM

Ar Immediate Jeopardy Investigation was sondugted onsite January 10 - 13, 2005, with a final exit conference with administration on January21, 2005, initially it was
determnined that the 1) had commenced on Novernber03, 2004 and was abated oa January 02, 2005, As a result of the investigation, the facility was cited for non-compliance
% multiple Conditions of Participation The final report and information will be forwarded to CM$ RO in Atlanta for final determiration of compliance or
-compliance, {Intake #NC00014798)

FU survey conducted4/1 1- 4/13/05. Al Conditions found to be in compliance although standard level deficiencies cited in Physical Environment Patient Rights . 1D:
RKTTIZ JG .

DFS 331
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Departiment of Health and Human Services .
Medicare/Medicaid/CLIA Complaint Form

Control Number; RKTT1i (NC000147¢

Part I - To Be Completed by Component First Receiving Complaint (SA or RO)

1. Medicare/Medicaid Facility Name and Address 3. Date Complaint Received
Identification Number DUKE HEALTH RALEIGH HOSPITAL
3400 WAKE FOREST RD mm
(3lafolofzisi 1 11 ] RALEIGH, NC 27609 MMDDYY
4. Receiving Component 5. Date 6A. Source of Complaint ) 6B. Total Number
! State Survey Agy. Acknowledged 1 1 Resident/Patient Family 4 Anonymous of Complainants
2 ! | 2 Ombudsman 5 Other
2RO mmm 3 L-:] 3 Facility EmployeeEx-Empioy m
MMDDYY
7. Allegations 4 4. Category
1 Resident Abuse 1¢ Proficiency Test 7.B. Findings (Te be completed following 7.C. Number o¢f Complainants
1 118 2 Resident Neglect 11 Falsification of ) investigation) per Allegation
2 1ni6 3 Resident Rights Records / Reports 7 _
3 4 Pati‘..am Darmping 12 Unqualified Personnel 11011 01 Substantiated ISR E
4 3 Environment 13" Quatity Control A [0 02 Unsubstantiated/ 21011
s 6 Care or Services 14 Specimen Handling 3 - Unable to Verify 3
) 7 Dietary 15 Diagnostic 4 4
3 Misuse of Funds/ Erroneous Test Results s .
Property 16 FrandFalse Billing
9 Centification/Un- 17 FataliyTransfusion Fatality
authorized Testing 18 Other (Specify)
Infection Control
19 Life Safety Code 20 Siate Monitoring
8. Action (if multiple actions, indicate earliest action)
1 Investigate within 2 working days 5 Referral {Specify)
2 Investigate within 10 working days . 6 Other Action {Specify)
3 Iavestigate within 45 working days 7  None
4 }nvestigate during next onsite
Part I - To Be Completed By Component Investigating Complaini(SA or RO)
9. Investipated by 10. Complaint Survey Date 11. Findings (Under- 78 Above)
1 State Survey Agency
2 RO
3 Other (Specify) MMDD YY
12, Proposed Actions Taken by SA or RO
0TI I Recommend Termination (23-day) 9 Provisional License 17 TA & Training for Unsuccessful PT
: 2 Recommend Fermination ($0-day) 10 Special Monitor 18 Staie Onsite Monitoring _
Z 3 Recommend Intermediate Sanction it Dirested POC 19 suspension of Part of Medicare Payments
3 4 POC (No Sanction) : 12 Limitation of Certificate 20 Suspension of Al Medicare Payments
5 Fine . . 13 Suspension of Certificate 2}’ None )
6 Denial of Payment for New Admissions 14 Revocation of Certificate 22 Other (Specify)
7 License Revocation . 15 Injunction
8 Receivership 16 Civil Monetary Penalty
13. Date of 14, Parties Notified and Dates ' Farty Date 15, Date Forwarded to CMSROQ or
Proposed Action i 'Facil;'ty I 012101410 15 Medicaid SA (MSA}
2 Complainant 2 (Attach HCRA-2567)
mmm Representasive 3. m

MMDDY Y

3
4 Other (Specify)

MMDDYY M MD

DY Y

Part Ii1 - Te Be Completed By Component Taking Final CloseOut Action (RQO/MSA)

16. Date of CMS/MSA

17, CMS RO/MSA Action

Limitation of Certificate

18. Date of Final Action Sign-off

Receipt 6
! : : D:] 7 Suspension of Cenification D:DID
m 8 Revoca.t:'on of Certificate MMDDY Y

MMDDYY 1 None 9 Enjunction
2 Termination (23-day) 10 Civil Monetary Penalty
3 Termination (90-day) 11 TA & Training For Unsuccessful PT
4 intermediate Sanction 12 Canceliation of Medicare Approval
5 Move Routine Survey Date Forward i3 Other (Specify)

FORM CMS-562 (1-93) CMS RO Page 1 of'}
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¥)jj Duke Health ;
Raleigh Hospital | \

February 23, 2005

Christina Price-Williams, BSN, RN

Facility Consultant

NC Department of Health & Human Services
Division of Facility Services

1205 Umstead Drive

Raieigh, North Carolina 27603

Re: Response to Complaint Investigation, January 10-13, 2005
Intake # NC0O0014798

Dear Mrs. Price-Williams,

In response to your correspondence of February 4, 2005, please accept the enclosed completed
“Statement of Deficiencies and Plan of Correction” from Duke Health Raleigh Hospital (DHRH). As
indicated in the attached, DHRH will be in total compliance of the plan of correction as of March 1,
2005.

Should you need additional information please do not hesitate to call me at 919-954-3123.

Sincerely,

C/ {/{’{-"LJ\Q‘('{—-’({L&«L

Cindy Nordiund, RN, MSN
Director, Risk Management/Regulatory Affairs

attachments
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3400 Wake Forest Boad = Raleigh, NC 27609-7317 = tel {819) 854-3000



