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Introduction

During the inspection or complaint investigation staff are required to use their knowledge, skills and abilities to gather all of the information necessary to determine if the home meets the licensing requirements.  When staff believe that the information and evidence gathered supports deficient practice, they write citations that make up a Statement of Deficiencies (SOD).  

The SOD is a written record of the inspection or the complaint investigation where staff document and justify the determination of noncompliance with licensing requirements.  It is used as the formal method of giving the provider/licensee the information about what was wrong and why the regulation was not met.  It is also an official record and legal document, and will be made available to the public upon request.

Licensing staff must write citations that are based upon valid information and evidence that shows provider non-compliance.  Staff must be sure that citations are valid; the validity of citations can only be evaluated by looking at the particular type and source of evidence, the extent and consequence of deficiency, and other relevant factors.

The information in the SOD serves as the basis for the provider/licensee to be able to analyze the identified deficient practices or system failures and to decide how to correct identified noncompliance.  Unless the licensors/complaint investigators make the written evidence clear, the provider/licensee will not understand what is wrong or know how to fix it.

This manual provides guidance to staff on how to structure a citation in the SOD.  The guidelines include:
· A general discussion of the legal aspects of the SOD;
· The principles to be considered in the documentation; and
· Tools and examples to assist RCS staff in documenting citations on the SOD.
The guidance in this manual does not replace or supersede the law or regulations but gives staff guidance for documenting citations.    This manual does not add substantive or procedural requirements that must be present to sustain a valid citation.

Each principle of documentation is discussed in the manual and examples of the components of a deficiency citation have been provided as attachments.  These are only examples, for any deficiency citation there may be other language that may be as effective.  .
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Definitions
Listed below are definitions that will be used throughout these materials.

Consultation in AFH:  Documentation of a first time violation of statute or regulation with minimal or no harm to residents identified in an adult family home.  Documentation of a consultation includes an entry made on the cover letter that includes both:

· A regulatory reference to the Washington Administrative Code (WAC) requirement and/or Revised Code of Washington (RCW); and
· A one or two sentence statement summarizing the deficient practice.

Consultation in a ALF:  Documentation of a first time violation of statute or regulation with minimal or no harm to residents identified in a Assisted Living Facility.  Consultation in a Assisted Living Facility may also occur if the facility corrects the violation and the deficient practice: 1) Is corrected to the satisfaction of the department prior to the exit; 2) Is not a violation of a statute or regulation that was cited in one of the two most recent preceding inspections or complaint investigations; and 3) Did not pose a significant risk of harm or actual harm to a resident.  Documentation of a consultation includes an entry made on the cover letter that consists of both:

· A regulatory reference to the Washington Administrative Code (WAC) requirement and/or Revised Code of Washington (RCW); and
· A one or two sentence statement summarizing the deficient practice.

Deficiency Citation:  Documentation of a violation of statute or regulation, other than those defined as a consultation.  Documentation of a deficiency citation includes an entry made on the Statement of Deficiencies that consists of:  1) The applicable Washington Administrative Code (WAC) and/or the applicable Revised Code of Washington (RCW), 2) the language from that reference which pinpoints the aspects(s) of the requirement with which the home failed to comply, 3) an explicit statement that the requirement was “not met” and 4) the evidence to support the decision of noncompliance.

Deficient Practice:  The action(s), error(s), or lack of action on the part of the provider/licensee relative to a requirement and, to the extent possible, the resulting outcome.  

Deficient Practice Statement:  A statement at the beginning of the evidence that sets out why the provider/licensee was not in compliance with a regulation.

Home:  A generic term used to describe an Assisted Living Facility or an Adult Family Home in the State of Washington.

Evidence:  An integral part of the citation that begins with a description of the deficient practice and identifies the observation, interview and/or record review data that substantiates the failure of the provider/licensee to comply with the regulation.  

Extent of Deficient Practice:  The prevalence or frequency of a deficient practice.

Finding:  A generic term used to describe each discrete item of information observed or discovered during the inspection about practices of the home relative to a specific requirement being cited as being not met.

Fact:  An event known to have actually happened.  A truth that is known by actual experience or observation. 

Initial Inspection:  A generic term use to describe a process conducted by RCS staff in evaluating a prospective licensee for compliance with the statutes and regulations required for an Adult Family Home license or Assisted Living Facility license.

Inspection:  a generic term used to describe the process by which RCS staff evaluates licensee compliance with statutes and regulations.  Types of inspections include: licensing inspection; follow-up; complaint investigation; and monitoring visits.  

Scope and Severity:  The effect of the noncompliance on the resident (severity) and the number of residents actually or potentially affected (scope) by the provider’s/licensee’s noncompliance.  Illustrated in the deficient practice statement and supported in the findings.

Statement of Deficiencies:  The official document on which deficiency citations are recorded.

Outcome:  A result/consequence of the deficient practice of the provider/licensee.  

Requirement:  Any structure, process, or outcome that is required by law or regulation.

Universe:  The total number of individuals, records, observations, objects, related to the provider’s/licensee’s practice at risk as a result of a deficient practice.  Used as the denominator when determining the extent of deficient practice. 

Legal Aspects of the Statement of Deficiencies

This section is a brief overview of the legal aspects of inspecting homes and the importance of licensor documentation in the decision-making and appeals process.  It is not intended to provide complete and detailed information on the mechanics of the process.
RCS has designed the inspection processes of licensed homes to provide consistent direction to staff.  The way that staff perform inspections and how they record observations, interviews and record review during the inspection become an important part of any legal proceedings subsequent to the inspection.

Licensors are required to record all of the facts/information that citations of provider/licensee noncompliance are based on.  The licensor must be able to provide consistent and accurate records of the facts/information at any time.

The department makes decisions about initial and ongoing licensure, and enforcement actions, based on the provider/licensee compliance or noncompliance with the applicable requirements.  The department’s licensing decisions are based on the documentation of the inspection on the SOD, as well as other documentation such as cover letters, or licensor working papers.  

During a hearing, the department has the responsibility to show why a home should be subject to any imposed sanction.  The licensor’s evidence must show the underlying factual reason, basis or rationale for the findings of noncompliance with the regulatory requirement(s).  Licensors must remember that hearings are adversarial proceedings, during the hearing witnesses testify for both the home and for the department, and are subject to cross-examination. 

The department’s primary evidence is the information contained in the SOD, and any other documentation used to make the determination of inspection results.  The Administrative Law Judge (ALJ) relies on the testimony of witnesses and the documentation from the inspection in making a decision.  All documentation used at the hearing becomes part of the public record.  

The ALJ issues a written decision as to whether or not the home should be found in compliance with the licensing requirements.  The ALJ is usually not a health professional; so it is important that the licensor present the findings in plain language.  The licensor must make sure that the SOD does not contain technical jargon or abbreviations that would not be readily understood by a layperson.

If either the department or the home is dissatisfied with an ALJ decision or dismissal, it may file a request for a review.  The inspection documentation again becomes an important document in the proceedings.  The review is based on all evidence written and by testimony from the administrative hearing.
The SOD report remains the key elements in the record to support the department’s decision about noncompliance with applicable requirements.  We use the SOD to defend the department’s decision before the public, during the appeals process or in court.  The licensor must treat the documentation of each and every inspection as if it will be subject to close scrutiny.  The department’s decision non-compliance must be based on objective, factual observations and information and not vague conclusions, assumptions or personal opinion.  A judge will likely rely on licensor judgment if the documentation is thorough and comprehensive.

The licensor must be sure the citations relate to the statutory or regulatory requirements.  In addition it is necessary for the licensor to write a clear and comprehensive SOD in order to give the provider/licensee with the information necessary to enable them to analyze the problems, define appropriate corrective action and come into compliance with the requirements.

Overview
Listed immediately below for easy reference are the principles considered in the development and completion of the documentation of deficiencies.  Following this listing, each principle is explained in detail in a separate section.

PRINCIPLE #1: Compliance and Noncompliance
When a home complies with the requirements applicable to the licensing inspection conducted, the cover letter should consist of an explicit statement that the home is in compliance,  “There were no deficiencies noted during the inspection”.  If the provider/licensee does not comply with one or more applicable requirements, the cover letter and/or Statement of Deficiencies includes corresponding consultations and/or deficiency citations of noncompliance.

PRINCIPLE #2:  Using Plain Language
The deficiency citation is written clearly, objectively and in a manner that is easily understood.  The deficiency citation does not include, best practice, advice, personal opinions, comments or direction aimed at the inspected home.

PRINCIPLE #3:  Components of a Consultation
A consultation consists of (A) a regulatory reference for consultation, and (B) a statement of deficient practice.

A. Regulatory Reference for A Consultation
1) Regulatory Reference for a consultation includes the following components: 
2) The applicable WAC 388-78A and, if applicable, RCW and/or other WAC number and any relevant subsections;

3) The language from that regulation/law which specifies the aspect(s) of the requirement with which the provider/licensee was noncompliant.

B. Summary of Deficient Practice
1) The summary of deficient practice includes: 
2) A brief (1 – 2 sentence) statement that summarizes the action or lack of action by the provider/licensee, that resulted in noncompliance with the regulation and the actual or potential outcome. 
PRINCIPLE #4:  Components of a Deficiency Citation
A deficiency citation for a Statement of Deficiencies consists of (A) a regulatory reference, (B) a deficient practice statement and (C) relevant findings.
C. Regulatory Reference for A Statement Of Deficiencies
1) The summary of deficient practice includes: 
A brief (1 – 2 sentence) statement that summarizes the action or lack of action by the provider/licensee, that resulted in noncompliance with the regulation with the actual or potential outcome.
2) The applicable WAC and, if applicable, RCW and/or other WAC number and any relevant subsections; 
3) The language from that regulation/law which specifies the aspect(s) of the requirement with which the provider/licensee was noncompliant; and
4) An explicit statement that the regulation was “not met”. 
D. DEFICIENT PRACTICE STATEMENT
The statement of deficient practice is one component of the evidence.  It includes:

1) The source(s) of the information through which the evidence was obtained.

2) The specific action(s), error(s), or lack of action (deficient practice);

3) A description of the extent of the deficient practice or the number of deficient cases relative to the total number of such cases;

4) The identifier of the individuals or situations referenced in the extent of the deficient practice; and

5) The outcome(s) relative to the deficient practice, when possible.  Do not document risk of harm if cannot identify the harm.


C. RELEVANT FACTS AND FINDINGS

The facts and findings relevant to the deficient practice, answer the questions: who, what, where, when and how.  They illustrate the provider’s/licensee’s noncompliance with the requirement or regulation.

PRINCIPLE #5:  Relevance of Onsite Correction of Findings
If, during the inspection, a deficient practice is found, but the provider/licensee corrects the situation, a determination of “not met” must still be documented.  The deficiency is still documented.  In the Assisted Living Facility program only, the process for documenting deficiencies that are corrected on-site as a consultation, must follow the following criteria:  1) the deficiency is corrected to the satisfaction of the department prior to the exit; 2) the deficiency was not cited in the two most recent inspections or complaint investigations; and 3) the deficiency did not pose a significant risk of harm or actual harm to a resident.  

If it is determined a deficient practice requires an immediate plan of correction to protect resident health, safety or welfare, then the provider/licensee must have a plan to correct and sign and date the attestation prior to the licensor leaving the home.  

PRINCIPLE #6:  Cross-References
The cross-referencing of regulations is an acceptable form of documentation on the Statement of Deficiencies only when it is applicable and the deficiency citation directly pertains to the cross-referenced citation.  Cross- referencing is most effective when the linked citations have a direct cause and effect relationship to the deficient practices described in both citations.  In all instances, each citation must contain sufficient evidence to demonstrate noncompliance by itself, with the linked citation providing additional information.

PRINCIPLE #7:  Citations With More Than One Regulatory Reference

Although a deficient practice may be applied to more than one regulatory requirement,

each deficiency citation must reference only the most applicable WAC and/or RCW and must not contain multiple regulatory references.   A deficiency citation must reflect the WAC and/or RCW that is the most relevant to the deficient practice identified.   If the deficient practice can be linked to more than one regulation and each regulation can be independently supported with sufficient evidence of noncompliance and cited separately, than cross-referencing may be applied as in Principle #6.
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The Principles of Documentation
PRINCIPLE #1:  Compliance and Noncompliance

When a provider/licensee complies with the requirements applicable to the licensing inspection conducted, a cover letter is completed that contains the explicit statement,  “There were no deficiencies noted during the inspection”.   

If a provider/licensee does not comply with one or more applicable requirements, a cover letter and/or Statement of Deficiencies includes corresponding consultations or citations of noncompliance.  The laws and regulations are the legal authority for determining a home’s compliance with licensing requirements.

The Cover Letter is the document that communicates the determination of noncompliance with the licensing requirements that are applicable for consultation (see definition of Consultation for AFH and ALF on page 3).  It is an official record and is available to the public on request.

The Statement of Deficiencies report is the official document that communicates the determination of noncompliance with licensing requirements that require a deficiency citation.  Also, part of the SOD report is the attestation statement that the provider/licensee signs and dates and states when the cited deficiency will be corrected.  It is an official record and is available to the public on request.
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PRINCIPLE #2:  Using Plain Language
The licensor must:

· Write each citation clearly, objectively and in a manner that is easily understood;

· Include in the citation only the evidence to support the determination of noncompliance; and

· Not include in the citation best practice, personal opinions, advice, comments, assumptions or directions aimed at the home. 

The licensor must not include extraneous comments or consultative remarks in citations.  The provider/licensee and the public may be confused and may not be able to clearly identify the legitimate evidence of noncompliance.  To decrease confusion, the licensor must only include evidence in the SOD that supports the determination of noncompliance.

An example of an extraneous remark would be:  When documenting a deficient practice of the home not giving medications as ordered, a comment regarding the resident’s room appearing untidy is included.  The resident’s untidy room may be factual but it has no relevance to the deficient practice regarding the medications and would only confuse the reader.

The licensor usually does not have the authority to make clinical cause and effect decisions.  Using the same example as above, when documenting a deficient practice of the home not giving medications as ordered, a fact that the resident became ill two weeks later may not be best to include in the documentation.  The resident being ill is factual but we cannot assume that they were ill due to the wrong dose of medication.  It could have happened because of other extenuating circumstances. 

The language that the licensor uses to write a citation should be as clear as possible.  Many styles of writing are acceptable, and style is a matter of individual preference, however, licensors should not use slang, unfamiliar terms and phrases.  Best practice is to:

· Put the most significant example first.

· Put all relevant facts in a chronological order.

· Organize findings in a logical sequence.

· Keep sentences short and use simple sentence structure.
· Use the active voice to the extent possible  (e.g. “The nurse reprimanded the caregiver ”not “ the caregiver was reprimanded by the nurse”.)

· Use correct grammar and past tense to the extent possible.
· Avoid undefined abbreviations, initials and technical jargon.  Spell out the word/phase and include an abbreviation in parentheses the first time it is used in each citation.
· Write each citation as a stand alone citation with all information complete for that citation.  (This means that there may be duplicative information in the citation such as abbreviations and what they stand for).  

· Write in non-medical layman’s terms so that the licensee, public, residents, family members and administrative law judge could understand.

· Write to inform, not impress.

· Avoid unnecessary words.

· Avoid vague terminology (such as, seems, appears, did not always).

· Avoid words that imply or state conclusions without including the facts to support them (e.g., “only”, “just”, “unsatisfactory”, “unnecessary”, or “inadequate”).

· Only quote information if it is exact and accurate.  If an abbreviation is used in the quote, explain what it is in parentheses after the quote.  Paraphrase if you can’t ensure the accuracy of quote material.
· Use capital letters with proper names/titles [i.e. Resident #, The nursing assistant (NA)]
· State time as regular clock time, not military or 24 hour clock time; use am or pm consistently.

· Include the dates interviews were conducted and the data entry date of information entered into the record that is critical to the explanation of the failed practice (i.e. “progress note dated___”, “PT evaluations dated___”).  Do not use the date you reviewed records but use the dates of relevant information from the record.  Use numbers to designate dates (i.e. 1/2/01).

· Include only diagnoses that are relevant to the failed practice.  Use caution when describing conditions that can identify a resident (i.e. Amputation of Resident #1’s lower left leg).
· When describing individuals with a condition do not use the condition as an adjective to describe the resident.  (The resident with “diabetes” rather than the “diabetic” resident.)

· Use generic terms for medications if possible (i.e.., “blood pressure medication,” “aspirin”).  If the medication name is used, describe its purpose.

According to Strunk and White,  “When you become hopelessly mired in a sentence, it is best to start fresh; do not try to fight your way through against the terrible odds of syntax.  Usually what is wrong is that the sentence structure has become too involved at some point; the sentence needs to be broken apart and replaced by two or more shorter sentences.”
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PRINCIPLE #3:  Components of a Consultation

A consultation consists of a (A) a regulatory reference, and (B) a summary of deficient practice.  

A. REGULATORY REFERENCE
A regulatory reference is composed of:  

1) The applicable WAC and, if applicable, RCW and/or other WAC number and any relevant subsections;

2) The language from that reference which specifies  the aspect(s) of the   requirement with which the home was noncompliant

AFH EXAMPLE:

388-76-10320 Resident Records-Content. 

(5) The adult family home must ensure that each resident record contains at a minimum, the following information: 

(10) A current inventory of the resident’s personal belongings dated and signed.
ALF EXAMPLE: 

388-78A-2300 Food and nutrition services.

(1) The Assisted Living Facility must: 

(c) Ensure all menus: 

(iv) Are kept at least six months;  

Regardless of whether the consultation is generated on a computer or handwritten, each consultation should also include a regulatory reference.  These components are then followed by the deficient practice summary.

B. DEFICIENT PRACTICE SUMMARY

The summary of deficient practice for a consultation is brief (1 – 2 sentences) indicating what the failed practice was and the outcome, if any to residents. 

AFH EXAMPLE:

The home did not keep an inventory list up to date for 1 of 5 residents when new clothing was brought in to the home on (date).  The resident and family were uncertain if any clothing was missing.

ALF EXAMPLE:
The home did not retain menus of resident meals for at least six months.  The cook stated the menus were thrown out after a month.  
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PRINCIPLE #4:  Components of a Deficiency Citation

A deficiency citation consists of (A) a regulatory reference, (B) a statement of deficient practice, and (C) relevant facts/findings.  

Since all relevant information demonstrating noncompliance have been provided in the deficiency citation, conclusion and/or summary remarks at the end of the deficiency citation are usually not necessary and should be avoided. 

C. REGULATORY REFERENCE
A regulatory reference is composed of: 

1) The applicable WAC and, if applicable, RCW and/or other WAC number and any relevant subsections;
2) The language from that reference which specifies the aspect(s) of the   requirement with which the home was noncompliant; and 

3) An explicit statement that the requirement was “not met”. 
AFH EXAMPLE:

388-76-10420  Meals and snacks.

The adult family home must:

(4) Serve nutrient concentrates, supplements, and modified diets only with written approval of the resident’s physician.

This requirement is not met as evidenced by:
ALF EXAMPLE: 

388-78A-3100 Safe storage of supplies and equipment.   The Assisted Living Facility must secure potentially hazardous supplies and equipment commensurate with the assessed needs of residents and their functional and cognitive abilities.  In determining what supplies and equipment may be accessible to residents, the Assisted Living Facility must consider at a minimum:                
 (1) The residents’ characteristics and needs;

(2) The degree of hazardousness or toxicity posed by the supplies or equipment. 

This requirement is not met as evidenced by:

Regardless of whether the citation is generated on a computer or handwritten, each citation should also include all of these components.  These components are then followed by the deficient practice statement and the relevant findings.

D. STATEMENT OF DEFICIENT PRACTICE
The statement of deficient practice must not repeat the regulation, but should state what the home did or did not do, to let the reader know what to look for in the findings.  The statement of deficient practice must reflect the regulatory reference under which it is written.  The home must maintain compliance with each facet of the requirement.  Some regulations consist of multiple expectations.  The failure to comply with only one expectation may be sufficient evidence for a citation of the entire regulation.  

The statement of deficient practice must be written in terms specific enough to allow a reasonably knowledgeable person to understand the aspect(s) of the regulation that is (are) not met. The deficient practice statement should be organized and presented in a logical manner and should relate to each part of the regulation with which the home failed to comply.  

The evidence for a deficiency citation begins with a deficient practice statement that summarizes the issues, which led to the determination that the home was not in compliance.  

The statement of deficient practice includes:

a). Reference to the source(s) of the information through which the evidence was obtained; 

· (observation, interview and record review)

b). The specific action(s), error(s), lack of action (deficient practice) relative to the regulation; 

· (the home failed to ...)         

c). A description of the extent of the deficient practice or the number of deficient cases relative to the total number of such cases;  

· (1 of 3)

d). The code or identifier of the individuals referenced in the extent of the practice; 

· (#1)

e). When possible, resultant outcome(s) relative to the deficient practice. 

· (This resulted in ...)
EXAMPLE AFH:

Based on observation, interview and record review, it was determined the home was serving a nutrient supplement (Ensure) to 2 of 5 residents (#1 and #4) without a physician order.  Giving the residents the nutrient supplement without approval by their physicians placed both residents at risk for dietary and/or health complications.  

EXAMPLE ALF:

Based on observation, interview and record review it was determined the Assisted Living Facility did not ensure hazardous supplies such as chemical cleaning agents were stored in a way to prevent access by the 5 of 30 residents (#2, #4, #6, #7 and #8) noted to be cognitively impaired due to dementia.  The residents’ were at risk of exposure and/or ingestion of toxic chemicals.

Each deficient practice statement identifies the source(s) of evidence, the manner through which the evidence was obtained, that is, from observation, interview, or reviews of records or other documents.  They contain specific information regarding the who, what, when, where, and how of the event(s) or situations(s) that contributed to the deficiency.  If, possible, utilize more than one source of evidence.   Observation is often the strongest source of evidence.

The sources of evidence are presented in the deficient practice statement and are described in detail in the findings portion of the Statement of Deficiencies.  Sources identified in the deficient practice statement must be represented in the findings.  The findings describe the specifics (who, what, when, where, how) regarding the sources.

The observation is the process by which a licensor gathers information in accordance with the requirements, based on input obtained from the five senses.  It is what the licensor sees, hears, touches, smells, or tastes during the inspection that evidences the provider’s/licensee’s deficiency.  It is used to answer the who, what, where, when, and how questions. 

 A licensor may observe if the actions or outcomes described in a resident record(s) actually occur in the daily operation of the home.  The licensor must note the specific date and time the observations were made and describe the location.

Detailed documentation of observations of deficient practice assists the provider in identifying when and where the deficient practice occurred.  Time includes the number of observations in which the deficient practice was observed and, as appropriate, the duration of each observation.  For example, a series of observations that identify the failure to deliver service from 4:00 p.m. to 6:00 p.m. may help the provider/licensee to identify staffing or supervisory concerns, such as, inadequate supervision or insufficient staffing on a particular shift.  Terms such as “throughout the inspection”, “during observation on the second day of the inspection”, etc. are vague, too general and should be avoided.

The interview process largely consists of talking to individuals (e.g. residents, family, visitors, staff, physicians, ombudsman) to collect information in accordance with requirements about the home’s practices.  Information obtained through interviews can provide evidence to support or invalidate a deficiency.

For example:  Licensors talk with residents/families to determine if the home fulfills the commitments it has made in the service/care plan; staff are interviewed to determine their knowledge of the needs of the resident and of the home’s policies and procedures.  To the greatest extent possible, the licensor verifies the information obtained from interview through observation and/or record review.

In the absence of other objective validation of information, information may also be confirmed/verified through multiple interview sources.  Include the dates interviews were conducted with residents, staff and other individuals.

The process through which documents are read and analyzed for specific care issues is referred to as record review.  Evidence discovered during the record review should be discussed with the provider/licensee and/or staff to clarify information or determine if additional documentation exists.  Evidence from record review is normally used to strengthen observations or interviews.  

When using information obtained through record review, identify the record that contained the information. Include the data entry date of information entered into the record that is critical to the explanation of the deficient practice.  For example, “Progress note dated 4/5/03 documented...”  

Make sure records are requested from the staff member who might or should know where the documentation can be found.  If the regulation requires a policy on specific issues, ascertain that the policy fails to address the necessary issues before determining it is deficient.

Only include diagnoses from the resident record that are pertinent to the deficient practice being discussed.  Use caution when describing conditions that could identify a resident.

Example: 
“Based on observation, interview and record review...”
The specific action(s), or lack of action(s) in the deficient practice statement must be described in concise clear terms so that the provider/licensee can determine why and which part of the regulation it has “not met”.  It includes what the home did or did not do which caused the noncompliance.

Example: 
“...it was determined  the home failed to ensure medications were securely stored...”
The extent of deficient practice relates to the prevalence or frequency and is a numerical quantification of the deficient practice.  

The extent of deficient practice will depend upon whether:

· The regulation related to all residents served by the home;

· The licensor had knowledge of all cases to which the regulation applied;

· The regulation related to a subset of all residents served by the home or only a sample of applicable situations or cases; and

· The deficient practice was determined through only random opportunities for discovery.

The extent is expressed in a numerical format by identifying the number of deficient cases within the universe (see definitions, pg. 4). 

Example: 
“Four of 6 residents observed during lunch…”  

The universe may be all of the residents provided care and/or services by the home, if the failed practice affects all the residents.  When the failed practice does not affect all the residents, the licensor must attempt to determine the relevant universe or total number of residents who could be affected by the failed practice. 

For instance, the home does not employ or provide for a nurse to administer insulin injections.  Only those residents needing insulin injections to be administered by a nurse would be affected by the deficient practice.  

Example:

“Two of 4 residents who required insulin injections to be administered by a nurse...”

When the deficiency is based on random opportunities for discovery of the problem, all of the applicable cases or situations may not be known.  Licensors may quantify their observation but may not be able to reference a total number of cases or situations that apply.  Even though this procedure does not yield as precise a measure as has been discussed above, the report of measure is valid, particularly when serious outcomes of the deficiency have been observed and reported.  

Example: 

“In 3 of 4 random observations, the facility failed to honor the resident’s requested preference for an alternate meal choice (RS #1,2,3).”

The identity of residents of deficient practice or any persons including licensors, who will be referred to in the report, must remain confidential.  An individual’s name must not appear in the Statement of Deficiencies.  They are included in the report by a code or identifiers, which can be letters, numbers, or a combination or both.  These identifiers appear both in the deficiency practice statement and in the findings.  

Example: 

“One of five residents, (Resident #2)...”

When the person referred to in the report is a staff person of the home, the person(s) may be addressed by their position, discipline, or job title, or be assigned an identifier.  Identification of each case found to be deficient provides the home with information necessary to evaluate the context of the problem.  

Whenever possible, if a follow-up inspection finds noncompliance for the same individual as in the original inspection, reassign the same identifier number.  If it is not possible to use the same identifier, use a different set of numbers for revisits so that in the event of a hearing, the same identifier is not used for two different residents. 

Identifiers provide for confidentiality.  Every effort should be made to protect a resident’s privacy especially regarding information gathered during an in-depth interview.  Do not identify residents or family members without their permission.  If the interviewee does not wish the provider/licensee to know the source of the information provided to you, that information may be recorded on the Statement of Deficiencies without an identifier.  

The Statement of Deficiencies would state, “During a confidential interview….”.  However, the interviewee must be told that there is no guarantee this information will remain confidential as a court may require that confidential information be disclosed.   If the interviewee’s identity is not disclosed to the home, the Statement of Deficiencies must contain sufficient information for the provider/licensee to correct the deficient practice, and to contest the deficiency, if desired.

When the deficient practice references personnel files or staff training, a separate coding system should be developed to identify the staff affected by the deficient practice without using their names.

When random observations beyond the original sample(s) are included in a citation, an identifier should be given so that the home may evaluate the extent of the problem or patterns and correct the deficient practice.

To the extent possible, especially where described or anticipated in the regulation, the deficient practice statement indicates relevant outcome(s) that are pertinent to the deficient practice.  Negative outcomes include actual or potential harm, deterioration, failure to improve or maintain etc.  The statement of deficient practices describes the specific results and consequences of the provider’s/licensee’s non-compliance with a requirement.

Example: 

 ‘This resulted in 2 of 5 residents (#1 and #3) not receiving special diets as prescribed.”

E. RELEVANT FACTS/FINDINGS

Each deficient practice statement is followed by the specific findings (who, what, where, when, how) that illustrate the provider’s/licensee’s noncompliance for each issue referenced in the deficient practice statement.  

Findings support the deficient practice statement with specific and detailed information.  Cite only findings attributable to the provider/licensee. The findings are presented in a concise and logical sequence.  The findings include the outcomes, descriptions of actions/situations, identifiers, and sources.  Sources included in the deficient practice statement must be found in the findings.  Reminder, identifiers used in the deficient practice statement must correlate with those in the findings.

Any evidence that supports a finding and affects the deficiency determination must be incorporated into the deficiency citation.  When details for a number of individual examples have been described to illustrate a particular deficient practice, the final entry may describe additional similar findings and identifiers to demonstrate the magnitude of the problem.

The findings are facts that allow the provider/licensee to compare what they did or failed to do, against what is required.  The findings support the deficient practice statement.  For example, if residents #1, #3, #5, #7, are discussed in the deficient practice statement, the findings are the facts to support the noncompliance for residents #1, #3, #5,and #7.  Facts are the actual occurrence, something known to exist or to have happened.  Without the presence of facts, the evidence can be construed to mean that an assumption was made, rather than a known conclusion about the home’s practice.  

Failure to include the pertinent facts may prevent the provider/licensee from discovering what contributed to the deficient practice.  In some situations there may be a reason for the failure of a resident to receive a needed treatment such as the resident refused, or trained staff was not available to provide the treatment.  Identification of the pertinent facts gives the home the means to examine the failure to comply, in light of the specific circumstances or contexts, which the failure occurred.

When writing a deficiency citation, try to provide answers to basic questions: Who? What? When? Where? How?  Based on the nature of the deficiency, it may be impossible or inappropriate to answer each question.  However, this approach facilitates inclusion of the pertinent facts.  Deficiency citations identify:

· How was the deficiency determined and how does it relates to the requirement?

· What practice was deficient?

· Who were the residents or staff involved?

· Where did the deficient practice occur(locations or documents)?

· When (e.g., for how long) did the problem occur?  Include the number of observations and the duration of the observations.  Include the specific dates or time period for the noncompliance.

The findings should be organized in a chronological and logical order.  Grouping related findings and facts under applicable statements of deficient practice assists the provider/licensee in focusing on the development of plans to correct the deficient practices rather than on correction of the findings.  The organization of the findings should clearly convey to the reader the sequential order of events that resulted in a citation.  For example, situations are presented in a logical sequence to show individual deterioration over time and date.  In most instances start the findings with what happened to the resident as a result of the deficient practice (outcome).

EXAMPLE AFH:

Findings include:

Observations at the afternoon snack time on 01/03/04 noted Resident #1 and Resident #4 received a can of Ensure, a nutritive supplement.  Interview with the caregiver confirmed each resident received 2 cans a day and had been for about a month.  The caregiver could not recall the reason the residents were given the Ensure and could not find a physician order.  Interview with Resident #1 and Resident #4 revealed they did not know why they were taking the supplement.  

Record review did not reveal a physician order for nutrient supplement for either resident.  No weight loss or changes in diet or health status (decrease appetite, wounds, recent illnesses) had been documented to indicate a need for the supplement.  

The provider stated a resident had been discharged a month ago and the family had left the Ensure for the other residents so the provider had been giving it to Resident #1 and #4 to “keep up their strength.”  She confirmed that neither physician for the residents had been consulted.  

Interviews with physicians for Resident #1 and #4 confirmed they had not approved the use of Ensure.  Interview with Resident #1’s physician indicated they did not want the resident receiving any supplements at this time and would need to evaluate the resident due to concerns of high protein and sodium in the Ensure impacting the resident’s diagnosis on heart problems.  The physician for Resident #4 was also concerned because the resident had recently been diagnosed as borderline diabetic and the sugar content of the Ensure may impact that diagnosis.  
EXAMPLE ALF:

Findings include:

A cabinet under the sink in the activity room was observed on 10/10/03 to be unlocked and the locking mechanism appeared to be broken.  Residents #2, 4, 6, 7 and 8, were observed in the room without  staff supervision for approximately 15 minutes on 10/10/03.  Resident #2 and #6 were observed opening the cabinets and drawers in the room.  Cleaning supplies located in the unlocked cabinet included, Windex window cleaner, a cleaning solution of bleach and water and a can of insect spray.  

Record review and interview with the administrator confirmed residents #2, 4, 6, 7 and 8 were assessed to have moderate dementia with cognitive impairments.  Caregiver staff indicated all 5 residents identified had poor judgment and needed cuing and reminding.

Interview with the administrator confirmed the cabinet lock had been broken by Resident #2 on 09/22/03 but indicated he thought it had been fixed.   The administrator stated he was unaware cleaning supplies were stored there and had the supplies moved immediately.  Interview with the maintenance staff confirmed a new lock had been ordered but had not arrived yet.                                          
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PRINCIPLE #5:  Relevance of Onsite Correction of Findings

If, during the inspection, a deficient practice is found, but the provider/licensee corrects the situation as soon as they are made aware of it by the licensor, a determination of  “not met” must still be documented.  

In the Assisted Living Facility program, a deficient practice that is corrected on-site to the satisfaction of the department at the time of the inspection may be written as a consultation if it meets specific criteria (Refer to Definitions – Consultation in an ALF, page 3).

If a home demonstrates practices that cause it to be out of compliance, there may be a system failure.  The findings used as part of the evidence illustrate the result of that failure; the findings are not the cause of it.  Mere correction of the findings reported to the home prior to the exit conference would not necessarily assure that the cause of the finding had been addressed.  The provider/licensor, not the inspection team must ascertain the cause and correct the systems failure that caused the deficient practice. 

If it is determined a deficient practice requires an immediate plan of correction to protect resident health, safety or welfare, then the provider/licensee must have a plan to correct and sign and date the attestation prior to the licensor leaving the home.  
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PRINCIPLE #6:  Cross-References

The cross-referencing of requirements is an acceptable form of documentation on the Statement of Deficiencies only when it is applicable and directly pertains to the linked citations.  Descriptive evidence (facts and findings) from one citation may be linked into the evidence for a citation of another requirement.  The evidence being cross-referenced must support the determination of non-compliance with that requirement.  Each citation must contain all components described in this document independent of the additional information being linked into that citation.  Cross-referencing is most effective when the linked citations have a direct cause and effect relationship to the deficient practices described in both citations.  In all instances, each citation must contain sufficient evidence to demonstrate noncompliance for the referenced regulation independent of any other citation referenced.  
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PRINCIPLE #7:  Citations With More Than One Regulatory Reference
If the deficient practice could be applied to more than one regulatory requirement, than the deficient practice must be evaluated for which regulation is the most representative of the deficient practice.  The regulatory requirement should contain the language that best demonstrates what the home failed to comply with.  Each deficiency citation must reference only the most applicable WAC and/or RCW and must not contain multiple regulatory requirements under the same citation.  If the deficient practice can be linked to more than one regulation and each regulation can be independently supported with sufficient evidence of noncompliance, than each citation is written separately and cross referencing may be applied between the citations if there is a direct cause and effect relationship between the two citations.

There may be rare instances in which the deficiency citation will reference multiple regulatory requirements.  However, this is limited to situations in which the specific regulatory requirements are outlined in a WAC other than WAC 388-76 or WAC 388-78A but authority to cite that specific requirement is covered in 388-76 or 388-78A.  In these specific situations, multiple WACs must be listed so it is clear what the provider needs to do in order to meet the requirements.   
To properly cite this in the deficiency citation, the specific section of WAC 388-76 or 388-78A which references the outside WAC must be included in the deficiency citation.  Then the outside WAC showing how the home did not meet the requirement must also be present in the deficiency citation.  An example of this is in WAC 388-78A-2474 it requires staff hired before 1/7/12 to meet the training requirements in effect on the date hired, including requirements in chapter 388-112.  WAC 388-112-0260 lists the CPR training requirements.  If the failed practice is that staff A did not have a CPR card, then the deficiency citation would include WAC 388-78A-2474 which: 1) states staff hired after this date must meet training requirements  2) also points out that staff must also meet training requirements of 388-112. The deficiency citation must also include 388-112-0260, which specifically covers the CPR requirement. 
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Conclusion
All requirements are binding.  The structures, processes and outcomes required by the regulations are necessary for the provider/licensee to provide quality care and services to residents, prevent negative outcomes, and facilitate positive outcomes.  Failure of the provider/licensee to meet the requirements of the regulations constitutes evidence of noncompliance regardless of the presence of outcomes.  The purpose of these Principles of Documentation is to provide structure and consistency to the documentation of a citation.  

The information documented by the licensor on the Statement of Deficiencies will serve as the basis for the provider/licensee to analyze the deficient practices or system failures identified and to develop plans of correction.  Effective documentation will produce a clear description of the deficient practice for the provider/licensee to understand and work to become in compliance with the regulations.  When deficient practices are resolved, quality of care and quality of life can be achieved for all residents in the Adult Family Home and Assisted Living Facility settings. 

The Quality Assurance Auditing Tool

The use of the Quality Assurance Auditing Tool (Appendix A) will assist licensors in the process of writing each deficiency citation.   The Auditing Tool addresses the regulatory reference, the deficient practice statement and the findings and observations as identified in Principle #3 – Components of a Deficiency Citation.  Utilization of the Auditing Tool by the licensor and Field Manager will assist in providing a quality assurance assessment of the documentation to assure all the components for a complete citation are incorporated.  

Refer to Appendix A for an example.

Appendix A
QUALITY ASSURANCE AUDITING TOOL

DEFICIENCY  CITATION

	Principle of Documentation
	Yes
	No
	Comments

	Regulatory reference includes an explicit statement that the requirement was “not met”
	
	
	

	Regulatory Reference, including subsections, correlates with the Deficient Practice Statement.  
	
	
	

	Deficient Practice Statement includes specifics of what the home did or did not do which caused the noncompliance.  Does not just repeat regulation
	
	
	

	Deficient Practice Statement includes when possible, outcome(s) of the deficient practice
	
	
	

	Deficient Practice Statement includes extent or number of deficient cases relative to universe
	
	
	

	Deficient Practice Statement includes identifiers of case/residents referenced in the extent 
	
	
	

	Deficient Practice Statement includes source(s) of information through which evidence was obtained
	
	
	

	Findings organized/presented in a concise and logical sequence.  Language clear, objective, easily understood and to the extent possible uses active voice, past tense.
	
	
	

	Findings include same case/resident identifiers listed in the deficient practice statement (no names)
	
	
	

	Findings include same sources of evidence found in the deficient practice statement
	
	
	

	Findings reflect facts, not assumptions.  Each fact includes the who, what, when, where and how if possible  
	
	
	

	Findings include only evidence to support deficient practice and do not include advise, comments, extraneous remarks, direction or vague terminology
	
	
	

	Findings only relevant diagnoses and do not include confidential information
	
	
	

	Findings (evidence) sufficient to support what is said in the deficient practice statement
	
	
	

	Observations include date, time and location

Interviews include dates

Record review includes only date of data entry
	
	
	


Reviewer: _______________________________________________________________

Facility/Home and date of SOD______________________________________________
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Appendix B
Components of a Deficiency Citation - AFH
Regulatory Reference Statement
388-76-650 Food Services

The provider shall:
(5) The provider or resident manager shall: 

Serve nutrient concentrates, supplements and modified diets only on the written approval of the resident’s physician.

This requirement is not met as evidenced by:

Deficient Practice Statement

Based on observation, interview and record review, it was determined the home was serving a nutrient supplement (Ensure) to 2 of 5 residents (#1 and #4) without a physician order.  Giving the residents the nutrient supplement without approval by their physicians placed both residents at risk for dietary and/or health complications.  

Findings
Findings include:

Observations at the afternoon snack time on 01/03/04 noted Resident #1 and Resident #4 received a can of Ensure, a nutritive supplement.  Interview with the caregiver confirmed each resident received 2 cans a day and had been for about a month.  The caregiver could not recall the reason the residents were given the Ensure and could not find a physician order. Interview with Resident #1 and Resident #4 revealed they did not know why they were taking the supplement.  

Record review did not reveal a physician order for nutrient supplement for either resident.  No weight loss or changes in diet or health status (decrease appetite, wounds, recent illnesses) had been documented to indicate a need for the supplement.  

The provider stated a resident had been discharged a month ago and the family had left the Ensure for the other residents so the provider had been giving it to Resident #1 and #4 to “keep up their strength.”  She confirmed that neither physician for the residents had been consulted.  

Interviews with physicians for Resident #1 and #4 confirmed they had not approved the use of Ensure.  Interview with Resident #1’s physician indicated they did not want the resident receiving any supplements at this time and would need to evaluate the resident due to concerns of high protein and sodium in the Ensure impacting the resident’s diagnosis on heart problems.  The physician for Resident #4 was also concerned because the resident had recently been diagnosed as borderline diabetic and the sugar content of the Ensure may impact that diagnosis.  
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Appendix B
Components of a Deficiency Citation - ALF
Regulatory Reference Statement
388-78A-3100 Safe storage of supplies and equipment.   The Assisted Living Facility must secure potentially hazardous supplies and equipment commensurate with the assessed needs of residents and their functional and cognitive abilities.  In determining what supplies and equipment may be accessible to residents, the Assisted Living Facility must consider at a minimum:                
 (1) The residents’ characteristics and needs;

(2) The degree of hazardousness or toxicity posed by the supplies or equipment. 

This requirement is not met as evidenced by:

Deficient Practice Statement
Based on observation, interview and record review it was determined the Assisted Living Facility did not ensure hazardous supplies such as chemical cleaning agents were stored in a way to prevent access by the 5 of 30 residents (#2, #4, #6, #7 and #8) noted to be cognitively impaired due to dementia.  The residents’ were at risk of exposure and/or ingestion of toxic chemicals.

Findings
Findings include:

A cabinet under the sink in the sitting room/activity room was observed on 10/10/03 to be unlocked and the locking mechanism appeared to be broken.  Residents #2, 4, 6, 7 and 8,  were observed in the room without  staff supervision for approximately 15 minutes on 10/10/03.  Resident #2 and #6 were observed opening the cabinets and drawers in the room.  Cleaning supplies located in the unlocked cabinet included, Windex window cleaner, a cleaning solution of bleach and water and a can of insect spray.  

Record review and interview with the administrator confirmed residents #2, 4, 6, 7 and 8 were assessed to have moderate dementia with cognitive impairments including poor judgment.  Caregiver staff indicated all 5 residents identified were confused and needed some supervision, cuing and reminding with daily activities.

Interview with the administrator confirmed the cabinet lock had been broken by Resident #2 on 09/22/03 but indicated he thought it had been fixed.   The administrator stated he was unaware cleaning supplies were stored there and had the supplies moved to secure storage immediately.  Interview with the maintenance staff confirmed a new lock had been ordered but had not arrived yet.  
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