North Carolina Department of Health and Human Services
Division of Facility Services . Licensure and Certification Section
1205 Umstead Drive Lineberger Building Raleigh, NC 27603
Telephone: (919) 733-1610 Fax: (919) 715-3073

Michael F. Easley, Governor Carmen Hooker Odom, Secretary Jeff Horton, Section Chief

January 31, 2005

Mr. David P, McQuaid
Chief Executive Officer
Durham Regional Hospital
3463 N Roxboro Street
Durham, NC 27704

RE: Complaint investigation NC0000 14797, NCOG00 14777

Dear Mr. McQuaid:

RE: Complaint #'s: NCO0014797, NCOG0014777
v Mr. Cherry:

I want to thank you & your staff for the cooperation and assistance provided during the complaint investigation conducted on January
10—~ 14, 2005. As a result of the survey, State licensure deficiencies were cited in the areas of 10-3C.3 503.(16) Functions (Governing
Body),10-3C.3607 Personnel Health Requirements and 10-3C.5105(1) Sterile Supply Services.

Enclosed is the State Form (State licensure deficiencies). A plan of correction shouid be submitted and should 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 quality improvement)
including the person(s) responsible for the monitoring, to assure the hospital remains in compliance; and

(¢) 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 later than 60 days from the date of the survey.

The enclosed State Form must contain an original signature, with the date signed. 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 will
be conducted. if additional information regarding the plan of correction is needed, we will contact you.

[f you have any questions, you may write to the address or contact me at (919) 733-1610.

Sincerely,

‘O//@‘ﬁ%«@\ A W{% £0c

Deberah S, McCarty RN

Facility Consultant

M Department of Health & Human Services
! on of Facility Services

L asure & Certification Section - -
Acute Care

Ahhs - DFs 215, LK)



DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL
PART 1-TO BE COMPLETED BY THE STATE SURVEY AGENCY

CENTERS FOR MEDICARE & MEDICAID SERVICES

D 223011
Facikity 1D 923142

I. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: i(LS)
N 3401558 (1.3) DURHAM REGIONAL HOSPITAL
1. Indtin) 2. Recertification
E VENDOR OR MEDICAID NO. (L4) 3643 N ROXBORO ST 3. Termination 4. CHOW
(L2) (L5) DURHAM, NC .6y 27704 5. Validation 6. Comptnint
; 7. On-Site Visit 4. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY gown :
E 8. Termination of ICF Beds
{L9) 61 Hospidsl 05 HHA 09 ESRD 13 PTIP :
6. DATE OF SURVEY 01/14/2005  (L34) 02 SNE/NFDual 06 LAB 10 NF 14 CORF
8. ACCREDITATION STATUS: o 03 SNF/NF/Distinct 07 X-Ray 11 EMR 15 ASC FISCAL YEAR ENDING DATE (L35}
Q UNACCREDITED i JCAHO 04 SNF 08 OPT/SP 12 RHC 16 HOSPICKE 06/30
2 ACA 4 BOTH -
11, .LTC PERIOD QF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS
From {a}: A. In Compliance With AndfOr Approved Waivers Of The Following Requirements;
) Program Requirements ___ 2. Technical Personnel 6. Scope of Services Limit
To {b): . ) —_ A ;
Compliance Based On: ___ 3. 24 Hour RN __ 7. Medical Director
12.Total Facility Beds (L.18) b, Acceptablie POC & T-Day RN (Rural SNF) 8, Patient Room Size
5. Life Safety Code 9. Beds/Room
3.Total Cartifie Li7 X B. Notin Compliznce with Program
13 Total Certified Beds (L7 Requirements and/or Applied Waivers:  * Code: B* (L12)
14, LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF IMR 1861 (e){1hor 1861 (1Y (L15)
(L.37) (L.38) (L39} {142} {L43)
16. STATE SURVEY AGENCY REMARKS(IF APPLICABLE SHOW LTC CANCELLATION DATE.
See Attached Remarks
{77 RVEYOR SIGNATURE Date : 18. STATE SURVEY A)G ENCY APPROVAL Date:
L / Lﬁdﬁ ﬂ, ﬂ{ 01/25/2005 " ‘/m&y ; / ;J/ oS
{L19) Vi) i (L203

Pé\RT I1 - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WiTH CIViIL

21

Statement of Financial Solvency(HCFA-2572)

l.
RIGHTS ACT: 2, Ownership/Contred Interest Disclosure Stmt(HCFA-1513)
.. 1 Facility is Eligible 1o Papticipate 3, Both of the Above:
2. Facility is not Eligible e
(L2h)
22. ORIGINAL DATE 23, LTC AGREEMENT 24, LTC AGREEMENT 36, TERMINATION ACTION: (L.3¢)
QF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY 00 INVOLUNTARY
G1-Mereer, Closure 05-Fail to Meet HealtlvSafery
(L24} (L41) L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
75, L'TC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS 03-Risk of Involuntary Tenmination QTHER
A. Suspension of Admissions 04-Other Reason for Withdrawal 97-Provider Status Change
(L44) GO-Active
a7 B. Rescind Suspension Date;
{L45)
28 TERMINATION DATE: 29, INTERMEDIARY/CARRIER NO. 30. REMARKS
49060
{L28) (L3N
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
(L32) - (L33) DETERMINATION APPROVAL
DFS 213 -1

FORM CMS-1539 (7-84) {Destroy Prier Editions)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES
MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL D Z23GQ11
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility 10 923142

C&T REMARKS - CMS 1539 FORM

A complaint investigation was conducted on January £0 - 14, 2005, An immediate Jeopardy (1)) was called as beginning on 11/24/20C4with corrective actions initiated gqn
2/2004. The 1] was abated on 12/30/2004. SA recommends Condition level deficiencies in482.12 Governing Body, 482.13 Patients' Rights, 482.4] Physical
onment, 482.42 Infection Control and 482,51 Surgical Services. Standard level deficiencies were cited in482.13 Patients’ Rights, 482.41 Physical Environment,
wu..42 Infoction Controt and 482.51 Surgical Services. Deficiency findings forwarded to Atlanta Regional Office for review Additionally, State deficiencies were cited

DFS 214 -1

FORM CMS-1539 (7-84) (Destroy Brior Editions) e



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

- NCO0014777

REQUEST FOR VALIDATION OF ACCREDITATION SURVEY FOR HOSPITAL

. NAME AND ADDRESS OF STATE AGENCY
~iyigsion of Facility Services
1 Mail Service Center
..xl{:igh
NC - 27699-2711

(9197337401

2. NAME AND ADDRESS OF HOSPITAL

DURHAM REGIONAL HOSPITAL
3643 N ROXBORO ST
DURHAM, NC, 27704

PROVIDER NUMBER
340155

el

HOSPITAL ACCREDITED BY:

JCAHO [] aoa

4. PLEASE REQUEST COMPLETION OF

CMS-2567

s, X

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

THIS VALIDATION IS BASED ON A SAMPLE SELECTION
THE DATE OF LAST ACCREIITATION SURVEY WAS

6. E:]

. PLEASE CONDUCT A FULL VALIDATION SURVEY WITHINGO DAYS.

CONFINE THE SURVEY TO THOSE CONDITIONS OF PARTICIPATION FOR WHICH ACCREDITED HOSPITALS ARE DEEMED TO MEET

THIS VALIDATION 1S BASED ON ALLEGATIONS OF SIGNIFICANT DEFICIENCIES WHICH COULD AFFECT THE HEALTH AND SAFETY OF PATIENTS IN

THI$ 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 all 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)

[] 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 (482.453)
Surgical Services (482.51)

Anesthesia Services (482,52}

Nuclear Medicine Services (482.53)
Qutpatient Services {482.54)

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

OOoOooOOxEOOo ooo ooobwboonfno

STANDARDS

"¥ OF THE ALLEGATION IS ENCLOSED. A COPY OF THE ALLEGATION WAS PREVIOUSLY FORWARDED TO THE. ACCREDITING AGENCY.

AME OF THE COMPLAINANT SHOULD NOT BE DISCLOSED UNLESS THERE 1S SPECIFIC AUTHORIZATION

8. SIGNATURE GOF REGIONAL REPRESENTATIVE 9. REGION

Jackie Whitlock for Sandra M. Pace, ARA 04

16, DATE

01/21/2003 DFS2156-1

FORM CMS-2802 (12:01)

ORIGINAL TO: STATE SURVEY AGENCY

COPIES TO: CMS Accreditation Staff
Accreditation Organization



DEPARTMENT OF HEALTH AND HUMAN SERVICES NCOC0+4797
CENTERS FOR MEDICARE & MEDICAID SERVICES

REQUEST FOR VALIDATION OF ACCREDITATION SURVEY FOR HOSPITAL

I. NAME AND ADDRESS OF STATE AGENCY 2. NAME AND ADDRESS OF HOSPITAL
“ivision of Facility Services DURMAM REGIONAL HOSPITAL
Mail Service Center 3643 N ROXBORO ST
eigh DURHAM, NC, 27704
NC - 27699-2711
(919)733-7461 PROVIDER NUMBER
340155
3. HOSPITAL ACCREDITED BY; 4. PLEASE REQUEST COMPLETION OF
JCAHO [] aoa ' CMS$-2567

w

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

6, D THIS VALIDATION [§ BASED ON A SAMPLE SELECTION
THE DATE OF LAST ACCREDITATION SURVEY WAS . PLEASE CONDUCT A FULL VALIDATION SURVEY WITHING) DAYS.
CONFINE THE SURVEY TO THOSE CONDITIONS OF PARTICIPATION FOR WHICH ACCREDITED HOSPITALS ARE DEEMED TO MEET.
THIS VALIDATION i8S BASED ON ALLEGATIONS OF SIGNIFICANT DEFICIENCIES WHICH COULD AFFECT THE HEALTH AND SAFETY OF PATIENTS IN
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 all applicable Conditions; enter all applicable Standards)
CONDITION(S) STANDARDS

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)

[] Fatal Transfusion Reaction
Food and Dietetic Services (482.28)

Utilization Review {482.30)
Physical Environment (482.41)

LsC
[nfection Controi (432.42)

Discharge Planning (482.43}

Qrgan, 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)

oooooobooon ood DDQD-QE}E]E]DE]

AT Y OF THE ALLEGATION 1§ ENCLOSED. A COPY OF THE ALLEGATION WAS PREVIOUSLY FORWARDED TQ THE ACCREDITING AGENCY.

1 ME OF THE COMPLAINANT SHOULD NOT BE DISCLOSED UNLESS THERE IS SPECIFIC AUTHORIZATION
8. SEGNATURE OF REGIONAL REPRESENTATIVE 9. REGION 10. DATE
Fackic Whitlock for Sandra M. Pace, ARA ’
04 01/07/2005 DFS 216 - 4
FORM CMS-2802 (12-01) ORIGINAL TO: STATE SURVEY AGENCY

COPIES TO: CMS Accredilation Siaff

Accreditation Organization



Depariment of Health and Human Services
Medicare/Medicaid/CLIA Complaint Form

Contrel Number: Z23Q11 {NC00014777 NCC0014797,

Partl-Te Be Qg:}l;JEetedﬁPﬁ\:ﬁCﬁgﬂlgggugp_t__vfj_(§§_gg§gi_ving. Complaint (SA or RO}

. Medicare/Medicaid Facility Name and Address 3. Date Complaint Received
Identification Number DURHAM REGIONAL HOSPITAL
3643 N ROXBORO ST mnm
Blalolidsls] T 111 DURHAM, NC 27704 MM DD
4. Receiving Component 5. Date 6A. Source of Complaint 6B. Total Number
1 State Survey Agy. Acknowledged : E:] 1 Resident/Patient Family 4 Ancnymous of Complainants
2 15 2 Ombudsman 5 Other
@ 2RO mnam 3 E 3 Facility EmployeeEx-Employ ﬂ
MMDD YY
7. Allegations 7.4 Category - ™

i Residert Abuse 1¢ Proficiency Test 7.B. Findings (Fo be completed following 7.C. Number of Complainants
1015 2 Resident Neglect 1} Falsification of investigation) per Affegation
2 1016 3 Resident Rights Records / Reports
3 1013 4 Patient Dumping 12 Unqualified Personnel 0T 01 Subsmniated 1ol
4 5 Envimnmcm. 13 Quali:ly Control ' 21012 07 Unsubstantiated/ 23011
5 6 Ca.\re or Services 14 S;}emm&rf Handiing 31012 Unable 1o Verify 39011

7 Dietary 15 Diagnostic 4 .

§ Misuse of Funds/ Erroneous Test Results 5 5

Property 16 Fraud/False Billing
9 Certification/Un- 17 FotatityTransfuston Fatality
authorized Testing 18 Other (Specify)
19 Life Safety Code 20 State Menitoring

8. Action (if multiple actions, indicate carlivst action)

1 Investigate within 2 working days 3 Referral {Specify}

2 Investigate within 10 working days 6 Other Action {Specify}

7 None

-

3 Investigate within 45 working days

4 Investigate during next onsite

Part Il - To Be Completed By Component Investigating Complaint (SA or RQ})

9. Investigated by 10. Complaint Survey Date 11, Findings (Under 78 Alave}
1 State Survey Agency () i [0] K
3 Ofther (Specify)
12. Proposed Actions Taken by 8A or RO
B I Recommend Termination (23-day) 9 Provisiona! License 17 TA & Training for Unsuccessiul PT
”’: 2 Recommend Termination (90-day) 10 Special Monitor 18 State Onsite Monitoring
. 3 Recommend Intermediate Sanction i1 Directed POC 19 Suspension of Par of Medicare Payments
o 4 POC (No Sanction} 12 Limitation of Certificate 20 Suspension of All Medicare Payments
5 Fine 13 Suspension of Cestificate 21 None ]
6 Denial of Payment for New Admissions 14 Revocation of Certificate == Other (Specify;
7 License Revocation 15 [njunction
8 Receivership 16 Civil Monetary Penalty
13. Date of 14,  Parties Notifled and Dates Party Date £S5, Date Forwarded to CMS RO or
Praoposed Action I Facility T] 0til2IR10 15 Medicaid SA (MSA)
2 Complainant 2. 0121014105 (Asrach HCFA-256T)
mm 3 Representative 3, . ] I i l ' i l
MMDDY Y 4 Other (Specify) MMDDYY MMD DYY
Part 11 - To Be Completed By Component Taking Final CloseQut Action (RO/MSA)
16, Date of CMS/MSA 17, CMS ROMSA Action 18, Date of Final Action Sign-off
Receipt 6 Limitation of Certificate
: [:D 7 Suspension of Certification m
m 8 Revocation of Certificate MMDD Y Y
MMDDYY I None 9 Injunction
2 Termination (23-day) 16 Civil Monstary Penaity )
3 Termination (30-day) 11 TA & Training For Unsuccessful PT
.| 4 Intermediate Sanction . 12 Canceliation of Medicare Approval
5 Move Routine Survey Date Forward 13 Other (Specify)
FORM CMS-562 (1-93) CMS RO Page 1 of |

DFS 217 . 1



DEPAHIMENT OF HEALTH AND HUMAN SERVIUES v
HEALTH CARE FINANCING ADMINISTRATION OMB NO. 0938-0380
HOSPITAL REQUEST FOR CERTIFICATION IN THE MEDICARE/MEDICAID PROGRAM
(READ INSTRUGTION AND INFORMA TION COLLECTION STATEMENT ON COVER SHEET PRIOR TO COMPLETION)

HOSPITALS ACCREDITED BY THE JOINT COMMISSION ON ACCREDITATION OF HEALTHCARE ORGANIZATIONS (JCAHO) OR THE AMERICAN OSTEOPATHIC ASSOCIATION
(AOA) MAY ESTABLISH THEIR ELIGIBILITY TO PROVIDE SERVICES FOR REIMBURSEMENT UNDER THE PROGRAM BY SUBMITTING TO THE DESIGNATED STATE AGENCY
MEORMATION ON THIS FORM. THE SIGNING OF THIS FORM ALSO AUTHORIZES THE JCAHO OR THE AOA OR ANY OTHER NATIONAL ACCREDITING BODY RECOGNIZED BY
THE SECRETARY AS MEETING THE CONDITIONS TO DISCLOSE TO ANY AUTHORIZED REPRESENTATIVE, EMPLOYEE OR AGENT OF THE HEALTH CARE FINANGCING ADMIN-
15 TRATION A COPY OF THE HOSPITAL'S MOST RECENT ACCREDITATION SURVEY FOR OFFICIAL USE SOLELY, EXCEPT THAT THE SECRETARY MAY DISGLOSE SUCH A
SURVEY AND INFORMATION RELATED TO SUCH A SURVEY TO THE EXTENT SUCH SURVEY AND INFORMATION RELATE TO AN ENFORCEMENT ACTION TAKEN BY THE
SECRETARY. IT 1S UNDERSTOOD THAT SURVEY INFORMATION DISCLOSED TO THE HEALTH CARE FINANCING ADMINISTRATION SHALL BE TREATED IN ACCORDANCE
WITH THE RULE OF CONFIDENTIALITY AND DISCLOSURE CONTAINED IN §401.126 AND §401.133, PART 401 OF SUBCHAPTER A OF TITLE 42 OF THE CODE OF FEDERAL
NEGULATIONS.

| MEDICARE/MEDICAID 0 NOT ACCREDITED EFFECTIVE DATE OF ACCREDITATION EXPIHATION DATE OF ACCREDITATION
PROVIDER NUMBER 1 JCAHO ACCREDITED MDDSEE INNREE
 oAooEE m wwm%%ommm_«mo MMDDYY (M1) MMBDDYY M2)
VENDOR NUMBER STATE/COUNTY C , .
ENDOR NUMBE 4 BOTH JGAHO AND AOA ACCREDITED ODE STATE REGION CODE
- (M3) ‘ (M4)
NAME AND ADDRESS OF %ﬁ? (INCLUDE CITY/COUNTY, STATE, ZIP CODE) FISCAL YEAR ENDING DATE
Duke University Health uiu;_sa. [AIEET]
dfkfa Durhom .ﬂuuaz& Hospital MM DD
5 DENTIEYING bb4s North Aoxkers fd. REQUEST TO ESTABLISH ELIGIBILITY IN:
< INFORMATION Durham N.C. 27704 1 MEDICARE 2 MEDICAID 3 BOTH
a (Ms) 3
& CUIA D, NUMBER(S) (LIST THE OL/A NUMBERS EOR THE HOSPITAL | TELEPHONE NUMBER (INCLUDE AREA | RELATED PROVIDER NUMBET?
LABORATORIES) 34 DOLS S 194 | 3400912856 34D014(0 16, | CODE) 919~ HT0 -4000 B EDEIE!
J4D0ZI08L 34 Do 24100, 34 DD24IVYS (M6) | Fax 919-410-7317 (M7) 14T 55 M8
W B. ‘
A 1 REGIONAL REFERRAL CENTER
TYPE OF HOSPITAL 01 SHORT-TERM 2 [} MAYO CLINIC EXCEPTION
(ENTER ONE FROM 02 LONG-TERM 3071 SOLE COMMUNITY
COL. A THAT MOST 03 CHRISTIAN SCIENCE SANITORIUM 4T CANCER
ACCURATELY 04 PSYCHIATRIC 5 PSYCHIATRIC UNIT
DESCRIBES THE 05 REHABILITATION C
1IOSPITAL, CHECKALL |06 CHILDRENS 6L  ALCOHOL/DRUG UNIT
THAT APPLY IN GOL. B. |07 ALCOHOL AND/OR DRUG HOSPITAL 7 X REHABILITATION UNIT
08 RURAL/PRIMARY CARE HOSPITAL g [ HOSPITAL SWING BED
. (Mg @I |91 ESSENTIAL ACCESS COMMUNITY HOSPITALS {(M10}
va A AFFILIATED WITH A MEDICAL SCHOOL B. RESIDENT PROGRAMS APPROVED BY: (CHECK ALL THAT APPLY)
PHYSICIAN t MAJOR 1 X AMA 4[] OTHER
TRAINING 2 LIMITED |
PROGRAMS ‘|3 GRADUATE 2LJ ADA 5] NO PROGRAM
4 NO AFFILIATION all AOA
— iy dl '

T TICE A TG 14 (3o Page tof -



04 PROPRIETARY

GOVERNMENT

V. VOLUNTARY NON-PROFIT
01 CHURCH 05 FEDERAL
TYPE OF CONTROL 02 PRIVATE 06 STATE
{EMTER ONE) 03 QTHER (M13) BI7T 07 LOCAL . -
(SPECIFY) See AHwchment 08 HOSPITAL DISTRICT OR AUTHORITY
Vi, o
1 [2] ACUTE RENAL DIALYSIS 15 [@ LABORATORY SERVICE (CLINICAL} 29 (I PEDIATRIC SERVICES @2
SERVIGES PROVIDED: IF | » [[] ALCOHOLAND/ORDRUG SERVICES 16 [3 LABORATORY SERVICE (ANATOMICAL) 30 [l PHARMACY =
mmmm,mmmm*mm%m%c»zmmwz 3 [Z ANESTHESIA SERVICES 17 [J LONG TERM CARE UNIT 31 (1] PHYSICAL THERAPY SERVICES
ARRANGEMENT, ENTER | 4 LI BLOOD BANK 18 (1] NEONATAL NURSERY 32 ] POSTOPERATIVE RECOVERY ROOMS
A 27 INTHE BLOCK(s} IF | 5 [J BURN CARE UNIT 19 I NUCLEAR MEDICINE SERVICES 33 ] PSYCHIATRIC SERVICES
mmmm\%m@%%wﬂm; 6 [] CHIROPRACTIC SERVICES 20 [Tl OBSTETRICS 34 (I} RADIOLOGY SERVICES (DIAGNOSTIC)
SLOCK. LEAVE BLANK IF | 7 (Il CORONARY CARE UNIT 21 {I) OCCUPATIONAL THERAPY SERVICES 35 [I] RADIOLOGY SERVICES (THERAPEUTIC)
.”,”Mww_ww,momm IS NOT 8 ] DENTAL SERVICE 22 [1] OPEN HEART SURGERY FACILITIES 36 [I] REHABILITATION SERVICES
. o [IJ DIETETIC SERVICES 23 [[] OPERATING ROOM(s) 37 [J] RESPIRATORY CARE SERVICES
10 [Tl EMERGENCY SERVICES (ORGANIZED) 24 L] OPTOMETRIC SERVICES 38 (7] SELF CARE UNIT
(M14) 11 [T HOME CARE PROGRAM 25 (1 ORGAN BANK 39 [J] SHOCK TRAUMA
12 (7 HOSPICE 26 [[] ORGAN TRANSPLANT SERVICES 40 [T SOCIAL SERVICES !
13 {I} INPATIENT SURGICAL SERVICES 27 (] OUTPATIENT SERVICES 41 ([ SPEECH PATHOLOGY SERVICES

14 [I] INTENSIVE CARE UNIT

28 [I] OUTPATIENT SURGERY UNIT

Vil

HMUMBER OF EMPLOYEES
SALARIED BY HOSPITAL
(FULL-TIME EQUIVALENT)

PHYSICIANS (SALARIED ONLY) | LICENSED REGISTERED REGISTERED PHARMACISTS |OCGUPATIONAL THERAPISTS | PHYSICAL THERAPISTS
OoiNo.8E %wwmw — e rafvilcy OOoE.ee Or0&E.5E
{M15) * (M16) M7 (M18) (M19)
RESIDENTS (PHYSICIANS) [ICENSED PRACTICAL/LICENSED| MEDICAL SOCIAL WORKERS  |SPEECH THERAPISTS PHYSICIAN ASSISTANTS
VOCATIONAL NURSES
I L OO (O @@ Dr0o.eeg)
(M20) ONOELIDE (M2 (M22) (M23) (M24)
INHALATION THERAPISTS DIETITIANS CERTIFIED REGISTERED NURSE ANESTHETIST (CRNA) ALL OTHERS
[ 1l AR (JOuI2.Ee] [ LR (BB
{M25) {M286} {M27) (M28)

WHOEVER KNOWINGLY OR WILLFULLY MAKES OR CAUSES TO BE MADE A FALSE STATEMENT OR REPRESENTA
APPLICABLE FEDERAL OR STATE LAWS.

IN ADDITION, KNOWINGLY AND

RESULT IN DENIAL OF A REQUEST TO PARTICIPATE, OR WHERE THE ENTI
STATE AGENCY OR THE SECRETARY AS APPROPRIATE.

WILLFULLY FAILING TO FULLY AND ACC

TY ALREADY PARTICIPATES, A TERMINATION

TION ON THIS FORM MAY BE PROSECUTED UNDER
URATELY DISCLOSE THE INFORMATION REQUESTED MAY
OF ITS AGREEMENT OR CONTRACT WITH THE

HAME OF AUTHORIZED REPRESENTATIVE (SIGNATURE) TITLE (TYPED) GATE
171908 0 - O
VNL V g\ Q/\?LM\J (EO MMDDYY
N L (M29)
Page 2 OFF 2

form HOFA-1514 (3-97

o%%ﬁ | (i4lo%



DURHAM REGIONAL HOSPITAL
Attachment to HCFA-1514
January 13, 2005

V. Durham Regional Hospital is owned by the County of Durham, a political subdivision of the
State of North Carolina. Durham Regional Hospital is leased by the County of Durham to
Durham County Hospital Corporation, a North Carolina non-profit corporation whose governing
board is appointed by the Durham County Board of Commissioners, and is subleased by that
entity to Duke University Health System, Inc., 2 North Carolina non-profit corporation ("DUHS”).
Under an Operating Agreement between the parties, Durham County Hospital Corporation is
responsible for the following, among other duties, at Durham Regional Hospital: 1) approval of
operating and capital budgets; 2) approval of strategic plans; 3) approval of decision to add or
withdraw clinical programs or services; and 4) credentialing, appointing, and reappointing the
hospital medical staff, including clinical privileging. The Operating Agreement is available upon

request.

HCFA 1514 Oct 2004 Attachment.doc ’ DFS 220 - 1



. @sz/ 'g\ pales
© e
Durham Regional Hospital & Ty

David P. McQuaid
Chief Executive Officer

dar 78 Nk

March 21, 2008

Ms. Jackie Whitlock - . A
Centers for Medicare and Medicaid

Division of Survey and Certification

61 Forsyth Street, S.W.

Atlanta Federal Center, Suite 4720

Atlanta, GA 30303-8809

Dear Ms. Whitlock:

Enclosed is Durham Regional Hospital’s plan of correction to address the deficiencies cited
during the complaint investigation January 10-14, 2005. The corrective action plan specifies
initiatives taken to correct the cited deficiencies, including pians to monitor compliance, our date
of compliance and the responsible persons. Our alleged date of compliance is March 28, 2005.
We would like o note that the contaminated fluid was sent on 12/22/04, immediately upon
identification of contamination, for lab analysis rather than 12/24/04 as stated in the report on
page 13. Secondly, there is a reference on page 14 to a metal cap that has to be removed with
a special tool. This cap is a hard plastic cap.

If you need additional information, please contact me at 919-470-6245.

Sincerely,

Do Pk —

David P, McQuaid, MBA, CHE
Chief Executive Officer

Aftachments

DFS 221 - 1

3643 N. Boxboro Rd. « Durham, No-rth Carolina 27704 «tef (918) 470-6153 » fax (319) 470-5147 « david. meguaid @ duke edu



