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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

DFS 327

Accreditation Organization



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)
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