CENTERS FOR MEDICARE & MEDICAID SERVICES

Boston Regional Office " , ‘ m
JFK Faderal Building

Room 2350 . CENTERS for MEDICARE 8§ MEDICHD SERIICES
Boston, MA 02203

Consortium for Quality improvement and Survey & Certification Operations
Dlvision of Survey & Certification .

April 16, 2013

Dr. John Brumsted, President & CEO
Fletcher Allen Hospital of Vermont
111 Colohester Avenue

Burington, VT 05401

Re: CMS Certification Number (GCN) : 470003
- Surwey ID: OYBD11, 04/03/2013

Pear Dr. Brumsted:

1 am pleased 1o inform you that as a result of the substantial sllegation survey conducted on

- April 3, 2013 by the Division of Licansing and Protection (State Survey Agency), Fletcher Allen
Hospital of Vermont was feund in complianice with the Medicare Conditions of Participation for
Hospitals at 42 GFR Part 482 and will continue to be “deemead” to meei applicable Medicare
requirements based upon accreditation by The Joint Commission,

The State Survey Agency advised you of the Medicare daficiencies noted during the substantial
allegation survey of your hospital, and we are enclosing a complete listing of all deficiencies
found by the State. We have forwarded a copy of this letter to the Joint Commission and to the
State. . ‘

Since your hospital has been found to ke “in compllance,” you do not-have to submit a plan for
correcting any of the Medicare deficiencles cited by the State Survey Agency. However, under
Federal disclosure rules, a copy of the findings of this Medicare survey must be publicly
disclosed upon request within 90 days of the eompletion. You may therefore wish to submit for
public disclosure, If you have not already dohé $0, your comiments on the surveyfindings, and
any plang you may have for correcting the cited deflciencies.

We thank you for your cooperation and took forward to working with you on a continuing basis
in the administration of the Medicare program.

Sinceraly, - .
Kathy Mackin, Health Inrurance Specialist
Certification & Enforcoment Branch
Enclosure; CMS-2567

oo * Division Of Licensing And Protection
The Joliit Commissipn
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An onsite complaint investigation was completed
on 4/3/13 by the Division of Licensing and -
Protection &s authorized by the Centars for
Muadicara and Medlcald. The fallowing regulatmy
violations were identifed related 1o the complaint:

Al4d ;aEzT}ﬁ&%(z) PATIENT RIGHTS! CARF tN.SAFE Alaal QEE PLAM OF CORRECTION 9‘!\’\’5

: | . PP Pemni Martn ,BS,SFM
The patient has the right to receive care In a saia

seting. Cal Muzzy-

This STANDARD is not met as svidenced by:

Baged on interview and record review, the SEE PLAM of CORP;Q%TI o ‘81 | 1 |
ho;spital failed to assure care was provided in e PP Aoy WLNYH’W 5 R .
sate satting during the provislon and :

{1 managemsnt of care for a prisoner patient. GM&P W'E’?‘aﬂ
{Patient #1) Findings include:
The potential for an unsafe environment for o g PLA N OF (ORRECTTIO Q *gl W=
patients recovering from anesthesla and surgical Bonn ontin, B85, RN -
procadures was avident dus to the hospital's ¢
fallura to assure Seourtty policy and procedures (ool W?}W
ware followed.

On 11/712, Security Staff falled to adhere to
Policy "Sec00018/Prisaner Patient” {ast updatad
3/1111 which states hospital staff or outside
polics departments or correctional facilitias ars to
notify the Security Shift supervisor whenever &
prisoner is brought to tha hospital for inpatient or
outpatiant treatment. Upon notification, the
prisenar patient's tevel of security woukt be
detarmined, assessing tha leval of restraints
belng used. Communication would be mada (o
other Security officers, alerting thiem cf any
speclal pregautions. The palicy further statea: °If
a correction officer, private security officer, or
other law enfarcement officlal will be supervising

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPHESENTATIVE'S BIGNATURE (X8| DATE
Pocud i /13
ficlency ataternent ending with an asterisk 't denatos a defigienc: he Instlluunn may be & ng presddling 1t & detenmined that

v I
other safanuarda provide sufficlent protection to the petientz. (See iInalnuctons.) Excapt for nursing homas, thoﬂndlnga olated above are dlactosnble 80 days
following tha date of survesy whether or not a plen of comrastion ks providad, For nurelng homes, the abova ﬁndl:ga and plang of corraciion are disciosable 14
days following the date these documants are made avaliable 1o the facity. H deficienciss are oited, an apiproved plan of correction Is mqm!ta 1o continued
program participalion.
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" | the passible romaval of plastic in Patient #1's

| the Sscurity shift supervisor of Patient #1'a artival

Continued From page 1

or sitting with the inmate, the Security shift
supervisor will Issue himfher & Segurity radio and
Inservice him/her on thelr radio call number, and
the information shest...”.

Per review on 4/3/13, Patlent #1, age 17, was
brought to the Emergency Department (ER) on
11/712 at 1242 after Ingesting a forelgn body

with complalnts of mid to esophagesl and upper
epigastric discomfon. The pattert had a past
history of self injurious beheviors with previoug -
ingestion of foreign objects including pencils and
a toothbrush. Patient #1 arrived wearing leg
shackles and handcutfs and was accompanled by
staff from a State |uvenile rehabllitation center (a
cantar ugad for short-term detention for youthg
and aiso operates a sacure treatment program for
youths).- ED note written by EMT states at 12:42
"Coming from XO0G0C for vomliing bicod aftet
swaliowing objact. Hx. of same. Will be in
handcuffs and restrained. ED sacurlty awars”,

Ag a result of the medical acresning axam
conducted In the ED for Patient #1, a consult was
requested and compisted by a padiatric
gastroanterolagiat. it was determined Patient #1
raquired an emergent endoscopy procedura for

stomagch, At 14:49 Patisntl #1 was brought to
Endoscopy where shortly after a
Esophagogastroducdenoscopy (EGD) was
performed. Patient #1 was then transferred 1o
Post Anesthesia Care Unit (PACU) arrving at
approximately 1656 with only leg shackkes and no
handouffs. Although ED Securily stalf were
aware ¢f Patlent #1, there was a failure to notify

and citcumstance as per policy. As a result,
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" severlty of the patient's behaviars,

| and complained s/he did not want to return to the

Continued From page 2

hospital wide Security staff wars not made aware
of Patient #1's presence within the hospital nar
had Security been givan the opportunity io assess
the safety needs for Patient #1 or the safety
cancern for other patients who may be racsiving
care and services within the vicinity of Patient #1,
Thera was no documented evidenca of
communication betwean staff fram the juvenils
rehabditatlon certor who daccompanied Patient #1
ant hospilal steff to determine thelr authotity, the
degres of Patient #1's elopement risk or the

Per Interview on 4/2/13 at 2:01 PM, PACU Nurse
#1 assigned to provide care to Patlent #1 sfier
the EGD on 11/7/12 stated s/he received only a
brief notice from Endoscopy staff regarding the
patlent's previous history of ingestion and
behavioral circumstances prior to Patlent #1's
admisslon to PACU, The nurpa stated s/he
attempted to strip "bay” area #49 In the PACU
unit of dangerous material and/or eguipment
leaving what was needed to monitor the patlent
for post anesthesia recovery, Shortly after
Patiant #1's PACU admission, staff from the
juvenile rehabilitation center, who had
accompanied Patient #1 slnce admission to the
hospial, requestad to see the patient with the
Intent of reapplying handcuffs on Patient #1.
PACU Nurse #1 stated Patient #1 bagan 1o cry

juvenlle rahabliitation center, The nurse stated
sfhe objected to having Patlent #1 handcufted
stating the patlent was belng "...goud". Sfhe was
Informed by one of the staff from the Juvenlle
rehabiiitation centar it was "protocol”, howaver
the FACU nurse further stated “] did not knaw
where | stood wanting to be sure my patisnts

Al44
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were safe”. However, hospital policy Sec00016
states “The correational facility or law
enforcement agency sitting wih the patient may
determine the level of rostraint and typs of
esiraint necassary 1o restrain the paticnt'. Upon
application of the handecufis by Juvanile
rahahilitatlon center staff, Pationt #1 became
immediately eggressive, yelling an screaming at
staff, specifically the staff member who had
appliled the handcuffs. Patlent#1 proceeded {o
rolf on his/her side and began attempting o eat a
plastic allergy wrist bracelet applied eartierin the
day by hospltal staff. PAGU Nurse #1 stated a
Code 8 was cailed (requoesting asslstance from
the hospital's Security Officars and other support
services). At 1600 a show of support arrlved and
staff was abis to remove the plastic bracelet from
Patient#1's mouth. Patiart #1 continued Klcking
and screaming while in the leg shackles resuiting
in an Injury 10 ona of the Security Officers.

Aa a result of this Incident it was detoermined by
stafl from the juvenile rehabilitation center to
remova the handoufts and reapply them behind
Patient #1's hack. 'Due to Patient #1's agitated
behavior whenever staff from the mahabltation
center approached Patiant #1, they requested
the hospital security officars unciasp and removae
the loft handeull and reapply it behind Patient
#1's back. The Securhty officers complled,
Hospltal staff aventually were abla to calm the
patient and a Crisis Screener from First Call
came and stayad with Patlent #1. The declsion
was made 1o have the Sherlif's Department
transport Patient #1 back to the juvenile
rehabiiitation certer duse to Patient #1's violent
and dangsrous behayiors acceieraling whenever
staff from the juvanile rehablitation canter

e f| Covve oh'
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-| 10 be retumed o the juvenlta facility,

approached the patient and the patient's refusal

During the procass for arranging Patient #1's
discharge there wae a fallure to assure patlent
safety when both the PACU Nurse #1 briefly ieft
Patlent #1 alone at the bedelde and Security
Officer #1 also then (eft Patient #1 when notified
by radio and told by the Securily offtce to find
members of the Sheriff's Depariment who had
arrived to transpon the patient back to the
Juvenile rehabliitation center. Per PACU Nurse #1
“| came back and s/he (Patlent #1) was on the
fioor beating his/her head (on the floor)..... don't
remember specifically asking how /e got to the
Roor.” The nuree stated a/he straddled the patient
end atternpted to prevent Patient #1 from hitting
har head on the floor, A second Code 8 was
called, resulting again with additional S8ecurity
Officers responding. Eventually, staff from the .
Sherifi's Departmernt and hospital Sacurity
Officers were able to get Patient #1 into a
wheelchalr, additiona! restralnts were applied and
the pailent was escorted from the hesphtal in
custody of the Shenff's Department accompanied
by the staff from the juvenile rehabllitation center,

Per Intervlew on 4/2/13 at 3:02 PM, Security
Otficar #1 stated s/he wae not mage awdare of
Pationt #1's outpatient admission prior to tha first

Code 8 being callad on 11/7/12 or thet the patient |

was in the custody of 2 staff membars from the,
juvanile rahabititation center. She did confirm a
requiest was made from the Juveniie rehabilitation
center staiff to unclasp, remove and reapply the
handcuffs On Patient #1. ARhough handoufis are
prohibited for use by hospital staff to rastrain
patients, the cuffs were removed and then

' i, h[%&d
r %f?;l?i Muzay
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reapplied by the Securlty staff. Per Interview on
4213 at 12:48 PM, the Director of Security,
Safety and Parking conflrmed thare was a lack of
communlcation regarding notification fo all
Security Officers and hospital departments of
Patient #1's arrival and circumstances on 11/7/12.
Whan asked it s/he was aware of what authority
ataft from the juvenile rehabiiitation cantar had in
regards to the oversight of Pationt #1, the
Director stated the patient was In some gort of
"custody”. Both Sacurity Ofticer #1 and the
Diractor acknewledged most staff accompanying
patlents In custody arrive In a uniform, with &
badge and identification. However, staff from the
juvenile rehabiliitation center ware not in uniferm
and thare was a failure by hospital Security to
confirm the role of staff accompanying Patient #1°
during the outpatiant freatment provided. Within
documentation reviewed, staff from the |uvenile
detention center were described In Patiant #1's
racord by hospital staff aa “counselors, guards
and guardlan®. Per reiview of "Consent to Treat”
signed by one of the staff mempare from the
Juvenile rehabllitatior center identifies
himsettherself as a "youth counselor®, during the
pravision of authorization for the hospita] to
conduct treatmerni/procedures for Patlent #1.

The Director for Seourity, Safety and Parking
initlally described the staff from the juvenile
rehabiftation center as "guarda®, but when
informed juveniie rehabilitation center staff
identifled themselves In writing as a “youth
counsslor’, the Director acknowledged s/he did
not know [f that was the sams thing as g guard,

On 4/2/13 at 1:30 PM accompanied by the PACU
Nurse Manager and PACU Nurse #1 the "baya"
in PACU where patients recover from anesthesia

- Al44
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Continued From page 6

were In cloge proximity of sach other. It was
confirmed during Intarview on 4/2/13 at 10:43 AM
by the PACU Nurse Manager, dua to the limited
natification from Endoscapy prior 10 Patlent #1's
amival, PACU staff had limited ime to prepare for
a safa environment, allowing for consideration
where Patient #1 would be able to recover without
belng out among other recovering patierts,
allowing for a quiet more isolated and controlied
location. Howaver, the availabillty of the ane
isolation room was unknown, Patient #1 was
placed {n bay #49. Patients wersa at times
opposite and beside Patient #1 during which time
they were subjectad to two Cade 8 aplsodes,
physieal altercations by the patient on.sacurity,
Patient #1's attempts-at seff injurtous behavlor
alohg with screaming, yelling and the appearance
of the Bheritfs Departmsnt. PACU nursing staff
lacked a full awareness of precautions required .
when providing care to patients in custody
especially individuals with violent and self
destructive behaviars. Individuals from ths
Juvenila rehablittation center were not appraised
of their responsibliities upon arrtval to the
hospltal, or assigned a radlo as thay
accomipanied Patient #1 n the ED, Endoscopy
and PACU and haspltal staff failed to verify the
authority of these individuals dictating use of
handcuifs and leg shackies.

482.13(c){3) PATIENT RIGHTS: FREE FROM
ABUSE/HARASSMENT T

The patlent has tha right to be free from all farms
of abuse or haregsment,

This STANDARD is not met as evidenced by:
Based on interview and record review, the
hospital falled to ensute staft, identified as

Atl44
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] unkniown forelgn object. Upon presentation to the

‘rahanliitation centar. The PACU nursa stated

Continued From page 7

mandated reporters, who bacame aware. of an
allagation of abuge made by a child, raporiad the
allopatioh to Child Welfare Services, as required,
{Patient #1) Findings include:

Per interview on 4/3/13 at 3:12 PM, the Diractor
of Soclal Sarvices stated "....our practice/our
poiicy Is that everyone should be on the laok out
for conearns related 1o abuse whether childron or
aduits”. The Director further stated Soclal Service
staff are avallable 24/7 to asslist staff or convince
staff they meay want to report allegations directly.
Mowever, ony 11/7/12 when Patient #1, age 17,
arfived in PACU to recover from an endoscopic
procedure and alloged sihe had been abused by
staff from a State juvenlia detantion center,
nursing staff falled to report as required. Patient
#1 had a past history of seif Injurlous behaviors
and was brought to the ED after ingesting an

ED, sfhe arrved In shackles and handeuffs in the
custody of staff from the iuvam!e rehabilitation '
center.

Shortly after Patent #1's PACL admission, stalf
from the juvenite rehabilliation center, who had
accompanied Patient #1 since admission to the
hospital, requestod to saa the patient with the
Intant of reapplying handcuffs on Patient #1, Par
interview on 4/2/13 at 2:00 PM PACU Nurge #1
stated Patlant #1 began tocry and compleined
s/he did not want to return to the juvenils

s/he objected to having Patient #1 handcuffad -
stating the patlent was being *...good”, 8/he was
informad by one of the staff from the juvenile
rehabilitation center it was “protacol®. During the
process of handcuffing the patient and a later
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spisode when the handcuifs wera moved, Patient
#1 reacted violently when a staff membar from
the juvenile rehabilitatlon center approached or
attampted to place hands on the patlent. PACU
Nurse #1 statad the patient was yelling *...get
away from me, sthe hust me..." and further
alleging staff had hurt har/him at the juvenife
rehabilitation center,

On 4213 at 10:43 AM , when asked if there way
any conslderation by harsaﬂlhlmserf 1 repon
allegations of physical abuse to Child Welfare
Services, the PACU Nurse Manager stated "we
diddn't feal we neadad o report”. Although s/he is
a mandated repanar, the Nurse Manager's
|ustification was ather staff were also aware of
Patient #1's allegations. In regards to this paﬂent
the Director of Social Services further
acknowledgad & report shouid have best made
by the PACU staff to the Departmant of Ghridren s
and Families.

482 13(c) USE OF RESTRAINT OR SECLUSION

Patlent Hights: Restraln! or Secluslon. All
patients have the right to ba free from phiysical or
mental abuse, and corporal punishment. All
patiants have the right to be fres from restraint or
seclusion, of any form, imposad as a mearis of
coerclon, dis:;ip!lne conveniance, or retaliation by
staff, Heatraim or secluslon may only be imposed
to ensure the Immediste physical safety of the
patient, a staff member, or others and must be
discontinued at the earliest possible time,

This STANDARD' is not met as evidenced by:
Based on interview and record raview,
handcuffs, which are prohibtted for use by
hospite! steff to restrain patisnts, were utillzed by
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Security Staff on 1.applicabls patient, (Patlent #1)
Findings inclucie:

Per review on 4/3/13, Patient #1, age 17, was
brought to the Emergensy Department (ED) on
11/7/12 at 1242 after ingesting a foreign body.
The patlent had a past histary of eslf Infuricus
behaviors with previous ingestion of foreign
objacts including pencils and a toothbrugh.
Patient #1 arrived wearing leg shackles and
handcuffs and was accampanied by staff from a
State Juvenile rehabllitation center (a conter used
for shon-term detention for youths and also
oparstes a secure treatment program far youths),
ED note writter: by EMT states at 12:42 “Coming
from X for vomiting blood afier swallowing object.
Hx. of same. WIll be in handcuffs and restrained.
ED security aware”. Patient required Endoscopy
and was transterred after the Endoscapic
procedure to PACU to recover from anesthesia
ard to return to the juvenile rehabliltation center

Shortly after Patlent #1's PACU admission, staff
from the Juvanlle rehabllitation ¢enter, who had
agoompanied Pationt #1 since admisslon 10 the
hospital, requested to see the patlent with the
Imtent of reapplying hardouiis, the leg shackles
had remained on the patient, When the handcuffs
were applied by staff from the juvenile
rehabilitation center, Patient #1 began yaiiing and
Kicking and attempted o ingest a piasilc allergy
bracelet apptied earller by hospital staff. A Code
8 was calied, security and support staff ’
responded and assisted nursing stalf in remaoving
the bracelat from Pationt #1's mouth, As & result
of this Incldent, it was determined by stafl from
the Juvenils detantlon canter 1o remova the
hendoutis, place Patient #1°s hands behind
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-Patlent #1, they requested the haspital Security
‘+ officers unclasp and remove the left handeaff and

| t3Program pata

Continuad From page 10

higfher back and then reapply the handeutfs. Due
tu Patient #1's agitated behavior whenever staff
from the juvenile rehabhitation center approached

reapply it behind Patient #1's back. The Security
officars compliad despite the fact they are
prohiblted from using handcufis as a restraint.

Per interview on 4/2/13 at 3:02 PM Security
Officer #1 stated "Wea are not supposed to assist
law enforcement with whatever resiraint they are
attampting to placs....our role would just be to
assist if person became violent. Yes, we did cuff
her/him......they asked us to and s/he (Patient #1)
was completely out of control when s/tie (stalf
from the Juvenlie rahabliitatlcn centar} came near
herfhim®,

482.21{g)}, (b} PROGRAM SCOPE, PROGRAM
DATA

(a) Program Scope

{1) The program must mclude but not be limitad
to, an ongolng program that shows measurable
improvament in Indlcators for which there is
evidence that it will improve health outcomes ..

{2) The hospitai must measurs, analyze, and
irack quality indicators ... and other aspects of
performance that asasss processes of care,
hospltal service and operations,

{1) The program must inmrporate quality _
indicator data incluging patlent care data, and
other relevant data, for example, information
submitted to, or recelvad from, the hospital's
Quality Impmvamant QOrganization,

{2) The hoapital must use the data collected to—
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(i} Monitor the effectiveness and satsty of
sarvices and quality of care; and ...

{3) The irequaency and detall of data collaction
must ba specliled by the hospital's govaming
bady.

This STANDARD is not met as avidenced by:
Based on Interview and record review, the
hospital failed to identify a quality deflclent
practice involving

staff compliance with Security policies and
procedures and the impact on patient safety
duting the provislon of eare of a prisonar patient
brought for hospital treatment, Findings inolude:

Far the purpose of assuring the safety of haspital
staff and pationts the hospitel has a-poticy’
outlining the procedures Security staff are to
follow whan & prisoner patient is brought for
treaiment, however on 11/7/12, Security Staff
falled to adhera to Pollcy *Sec00016/Prisoner
Patient” last updated 3/11/11. Fer policy, hoapital
staff or outside police departments or correctional
facilities are to notify the Securlty Shift supervisor
whenevers a prisoner Is brought to the hospital tor
(npatient or outpatient treatment. The prisoner
patient's lovel of gecurity would be determinad,
assessing the level of rastraints bieing used.
Communication would ba made to other Security
officers, alerting them of any spaclal precautlons.
The policy further states "|f a4 comrection officar,
private gecurly officer, or other law enforcement
ofticial will be supervising or siting with the
inmate, the Sscurlty shift supervisor will issue
him/her & Security radio and Inservice him/her on
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Continued From page 12

their radio call number, and the information
shest...".

Per review on 4/3/18, Patlent #1, age 17, was
brought to the Emergency Department (ED) on
11/7/12 at 1242 after Ingesting a foreign body.
The patient had a past histary of aslf Injurious
behaviors with previcus ingestion of foralgn
objects. Patient #1 arrived wearlng leg shackies
and handeuffs and was accompanied by staff
from a State Juvenile rehabllitation center (a
center used for short-term detention for youths

and also opetates a secure trastment program for |

youths). ED note written by EMT states at 12:42
"Coming from XXXX for vamiting blood after
swallowing abject. Hx, of same. WIll ba in
handcuffs and restrained. ED sacurlty aware®,
Patiant required Endoscopy and was transterred
after the Endoscoplo procedure to PACL to
recover from anegthesia with the plan to return
Patiant #1 to the juvenile rehabllitation center.

Durtng the course of recovary in PACU, two Code
8's ware initisted when Patient #1's bahavior was
endangering the physlcal well being of
himself/herselt and other patients. Attha
completion of & Code B, ataff Invclved conduct a
debrigfing. This process was confirmed with the
Director of Asgulatory Readiness who confirmed
an 4/2/13 at 1:12 PM & "....debrisfing Is a huddie
between peopla Invoived in Code 8...tq discuss
the ingident and any opportunities for
improvement.....One of the questions is; was It
safe’, It was also confirmed staff within the
QA/PI program ware not aware of the hospital
policy asspclated with prisoner patients and the
required notification of the Security department
when a prizonsr patlent is either
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Inpatient/outpatient racelving care and services. 3
As a result, when a revlew was conducted of the P Porw Maxiny BS m\l
Code 8% and the Safe' Report (& report of an Cavzd Mu 3‘3%"
adverse evant) compieted by the Nurse Manager
ot PACU, there was a fallure to identify the lack of
compliance with poliny Sec000168/Priscner .
Patlents. In addition, it was also only brought t0
the attention of Regulatory stadf during interview
with Security Guard #1 on 4/2/13 , that sthe had
partizipated with the application of handcuffs
applied to Patient #1 which are prohibitad for use
by hospital staff to rastrain patients.
It was also noted-, desplte the significance of 5& Plﬂi’\ Ob Covvection- . ?( (l 12

'| polley regarding the management of prisoner

events which had transpired on {1/7/12, the
potartial Impact on patlent satety, the injury to a
Security guard, the lack of awaraness of hospital |

patients, the PACU Nurse Managear confirmed on
4/2/18 at 2:15 PM, this event was nat formerly
shared with other PAGU nursing staff as an
opportunity for Improvement. Although s/he had
completed a Safe Aeport, the only clinical
outcoms from which it was determined if Patient
#1 roturned for furthet treatment hospital staff
should "...put wrist bands other then the wrist 8o
s/he can 't eat it".
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PLAN OF CORRECTION

A Q00 INITIAL COMMENTS

An ongite complaint investigation was compieted on 4/3/13 by the Division of Licensing and Protection as

authorized by the Centers for Medicare and Medicaid. The following regulatory violations wera identifled
related to the complaint:

A 144 482 13(c)(2) PATIENT RIGHTS: CARE IN SAFE SETTING
The patient has the right to receive care in a safe setling.

This STANDARD is not met as evidenced by: Based on interview and record review, the hospitel failed
to assure care was provided in a safe setting during the provision and management of care for a
prisaner patient. (Patient #1) Findings include:

The potential for an unsafe environment for patients recovering from anesthesia and surgicai procedures
was evident due to the hospital's failure to assure Security policy and-procedures wara followed. On
11/712, Security Staff falled to adherse to Policy "Sec08016/Prizoner Patient” last updated 3/11/11which
states hospital staff or outside police departments or correctional facilities are to notify the Security Shift
supervisor whenever a prisoner is brought to the hospital for inpatient or outpaﬂent treatment. Upon
notification, the prisoner patient's ievel of security would be determined, assessing the level of restraints
being usad. Communlcation would be made to other Security officers, alerting them of any special
precautions. The policy further states: "If a correction officer, private security officer, or other law
enfarcement official will be supervising or silting with the inmate, the Security shift supervisor will issue -
him/her a Security radio and in-servige him/haer on their radio ¢all numbar, and the information sheet..."

Per review on 4/3/13, Patient #1, age 17, was brought to the Emergency Department (ED) on 11/7/12 at
1242 aftar ingesting a foreign body with compiaints of mid to esophageai and upper epigastric discornfort.
. The patient had a past history of seif injurious behaviors with previous ingestion of foreign objects C

including pencils and & toothbrush, Patiant #1 arrived wearing leg shackles and handcuffs and was
accompanied by staff from a State juvenile rehabilitation center (a center used for shori-term detention for
youths and also operates a secure treatment program for youths). ED note written by EMT states at 12:42
"Coming from XXOXX for vomiting blood after swallowing object. Hx. of same. Will be in handcuifs and
restrained. ED security aware”. As a result of the medical sérasning exam conducted in the ED for Patient
#1, a consult was requested and completed by a pediatric gastroetiternlogist. It was determined Patient #1
required an emergent endoscopy pracedurs for the possible ramoval of plastle in Patient #1's sfomach. At
14:49 Patlent #1 was brought to Endoscopy where shorily after an Esophagogastroduodenoscopy (EGD)
was performed. Patient #1 was then transfarred to Post Anesthesia Care Unit (PACU) arriving at
approximately 1555 with only leg shackles and no handeuffs. Although ED Security staff were aware of
Patient #1, there was a faiiure to notify the Security shift supervisor of Patient #1's arrival and
circumstance as per policy. As a tesult hospital wide Securlty staff were not made aware of Patient #1's
presence within the-hospital nor had Security been given the opportunity to assess the safety needs for
Patient #1 or the safety concern for other patients who may be receiving care and services within the
vicinity of Patient #1. There was no documented evidence of communication béetween staff from the
juvenile rehabiiitation centsr who accompanied Patient #1 and hospital staff to determinea their authority,
the degree of Patiant #1's elopement risk or the severity of the patient's behaviors. Per interview on 4/2/13
at 2:01 PM, PACU Nursa #1 assignad to provida care to Patient #1 after the EGD on 11/7/12 stated efhe
racelved only a brief notice from Endoscopy staff reqarding the patient's previous history of ingestion and
behavioral circumstances prior {o Patient #1's admission to PACU. The nurse stated s/he attempted to strip
"bay" area #49 in the PACU unit of dangerous material and/or equipment ieaving what was needed {o
monitor the patient for post anesthasia recovery. Shortly after Patient #1's PACU admission, staff from the
juvenile rehabilitation center, who had accompanisd Patient #1 since admission to the hosgpital, requested
to see the patiant with the intent of reapplying handcuffs on Patiant #1. PACU Nurse #1 stated Patient #1
began to cry and complained s/he did not want to return to the juvenile rehabiiitation center, The nurse
stated s/he objected to having Patient #1 handeuffed stating the patient was being “...good", S/he was




informed by one of the staff from the juvenile rehabilitation genter it was "protocol”, however the PACU
nurse further stated "l did not know where | stood wanting to be sure my patients were safe". Howaver,
hospital policy Sec00016 states “The correctional facility or law enforcement agency sitting with the patient
may determine the level of restraint and type of restraint necessary to restrain the patient™. Upon
application of the handcuffs by Juvenile rehabilitation center staff, Patient #1 became immediately
aggressive, yelling and screaming at staff, specifically the staff member who had applied the handcuffs.
Patient #1 proceedad to roll on hisfher side and began attempting to eat a plastic allargy wrist bracelet
applied earlier in the day by hospital staff. PACU Nurse #1 stated a Code 8 was called {raquasting
assistance from the hospital's Security Officers and ather support services). At 1600 a show of support
ammived and staff was able to remove the plastic bracelet from Patient #1's mouth. Patient#1 continued
kicking and screaming while In the leg shackles resulting in an injury to one of the Security Officers. As a
result of thie incident it was determined by staff from thie juvenile rehabilitation center to remove the
handeuffs and reapply them behind Patient #1's back. Due to Patient #1's agitated behavior whenever staff
from the rehabilitation center approached Patient #1, they requested the hospital security officers unclasp
and remove the left handcuff and reapply it behind Patient #1's back. The Security officers complied.
Hospital staff eventually wera abie to calm the patient and a Crisis Screener from First Call came and
stayed wilh Patient #1. The decision was made t¢ have the Sheriff's Department transport Patient #1 back
to the juvenile rehabilitation center due to Patient #1's violent and dangerous behaviors accelerating
whenever staff from the juvenile rehabilitation center approached the pahent and the patient's refusal to be
returned to Ihe juvenile fagcility.

‘During the process for arranging Patient #1's discharge there was a failure to assure patient safety when
both the PACU Nurse #1 briefly left Patient #1 aione at the badside and Security Officer #1 also then left
Patient #1 when notified by radio and tald by the Security office to find members of the Sheriff's
Department who had arrived to transport the patient back to the juvenile rehabilitation center. Per PACU
Nurse #1 "| came back and s/he (Patient #1) was on the floor beating his/her head (on the floor) | don't
remember specifically asking how s/he got to the floor.” The nurse stated s/he straddied the patient and
attempted to prevent Patient #1 from hitting her head on the floor. A second Code 8 was called, resulting
again with additional Security Officers responding. Eventually, staff from the Sheriff's Depariment and
hospital Security Officers were able to get. Patient #1 into a wheelchair, additional resfraints were applied
and the pafient was aescorted from the hospital in custody of the Sheriff's Department accompanied by the
staff from the juvenile rehabilitation center.

Par interview on 4/2/13 at'3:02 PM, Security Officer #1 stated s/he was not made aware of Patient #1's
outpatient admission prior to the first Code 8 being called on 11/7/12 or that the patiert was in the cusiody of
2 staff members from the juvenile rehabilitation center. S/he did confirm a request was made from the
juvenlle rehabilitailon center staff to unclasp, remove and reappiy the handcuffs on Patient #1. Although
handcuffs are prohibited for use by hospital staff to restrain patients, the cuffs were removed and then
raapplied by the Secuiity staff. Per interview on 4/2/13 at 12:48 PM the Director of Security, Safety and
Parking confirned there was a lack of communication regarding notification to all Security Officers and

- hospital departments of Patient #1's arrival and ¢ircumstances on 11/7/112.When asked if s/he was aware of
what authoriy staff from the juvenile rehabilitation center had in regards to the oversight of Patient #1, the
Director stated the patent was in some sort of "custody”. Both Security Officer #1 and the Director
acknowledged most staff accompanying patlents in custody arrived in a uniform, with a badge and
identification. Howaever, staff from the juvenila rehabilitation center were not in uniform and there was a
fallure by hospital Securily to confirm the role of staff accompanying Patient #1 during the outpatient
treatment provided. Within documentation reviewed, -etaff from the juvenile detention center wers
described in Patient #1's record by hospital staff as "counselors, guards and guardian®. Per review of
*Consent to Treat” signed by ¢ne of the siaff members from the juvenile rehabilitation center identifies
himselffherself as a "youth counselor”, during the provision of authorization for the hospital to conduct
treatment/procedures for Patient #1. The Director for Security, Safety and Parking initially described the
staff from the juvenile rehabilitation center as "guards®, but when informed Juvenile rehabilitation center
staff identifled themselves in writing as a "youth counselor, the Director acknowiadged s/he did not know if
that was the same thing as. a guard.




On 4/2/13 at 1:30 PM accompanied by the FACU Nurse Manager and PACU Nurse #1 the "bays” in PACU
where patients recover from anesthesia were in close proxmity of each other. It was confirmead during
interview on 4/2/13 at 10:43 AM by the PACU Nurse Manager, due to the limited notification from Endoscopy
prior to Patient #1's arrival, PACU staff hadlimited time to preparefor a safe environment, aﬂowmg far
consideration where Patient #1 would be able to recover without being out armong other recovering patients,
allowing for a quiet more isolated and controled location, However, the awailabiity of the one kolation room
was unknown; Patient #1 was placed h bay #49. Patients were at times opposite and beside Patient #1 during
which time they were subjected to two Code 8 epsodes, physical altercations by the patient on sequriy,
Patient #1's attempts at selif injurious behavior along with streaming, yelling and the appearance ofthe
Sheriff's Department. PACU nursing staff lacked a full awareness of precautions required especially
individuals with violent and self destructive behaviors. Individuals from the juvenile rehabilitation center were
not apprised of their responsibilities upon arrival fo the hospital, or assigned a radio as they accompanied
Patient #1 in the ED, Endoscopy and PACU and hospital staff failed to ver:fy the authonty of these
individuals dlctatmg use of handcuffs and leg shackles. :

| Action Plan

« Fletcher Allen Heath Care Policy entilled: Prisoner Patients sand Forcngic Patients was revised on
4/19/2013 and published on 5/17/2013 by the Director of Security/ Safaty and Parking in
collaboration with the Dircetors of Patjent Satety and Advocacy, Accreditation and Regulatory
Affairs and Nursing. The referenced policy was moved from a department policy to an organization
wide policy. The policy articulates requirements for. validating corrections, staff identification,
claritying their roles und responsibilities, and ehsuring proper notification within the facility as |
appropriate, ' '

» To support the process outlined in the Prigoner Matients and Forensic Patient policy, an intake
assessment form was crealed for a guard / police in-service guide titled Intake Asscsgment gugd In-
serviee Cuide for Corrections and Law enforcement Officers.  The referenced intake form iy
designed for palients who are transferred from the Emergency Depariment. It is designed 1o gather
informution about the patients visit (where they wil) be going), the puard/police officer (where they
are trom and their role), and the risk associated with the paticnt (potential for vielence). The in- -
service scction of the guide is intended to be reviewed with the guard/police officer by Fletcher Allen
Sceurity to educate them on cominunication paths, emergeancy procedures.

s All Security sta{f were initially educated on the Prisoner Patients and Forepnsic Patient policy and
rexjuired documentation by the Dircetor of Security/Safety and Parking on 4/18/2013 and received
" follow-up education at the 4/30/13 Security Department Meeting.

¢ The Vice Presidents communicatcd the expectations noted in the Fletcher Allen Health Care policy
entitled: Prisoner Paticnts and Forensic Paticnts with their leadership (eams. The referenced policics
and staff accountabilities will be shared by leadership with stall via clectronic oommumcahons and
or stafl mectings. Thig process will be completed by 8/1/2013.

+ The Dirvctor of Sceurity/Safety und Parking or designee will-ensure revicw of the Fletcher Allen
Intake Assessment and [n-service Guide for Corrections and Law Enforcement Officers intake form
for completencss and compliance with the Prisoner Patients and Forensics Patient policy.
Porformance data will be given on an individual basis and reported quarterly to Ihe Environment of
Care Committee by the Director of Security/ Safely and Parking. The perfonnancc data. will also be




‘o

reported out at the Standards of Operation and Patient Safety Commitiees chaired by the Chicf
Medical Officer.

The Fletcher Allen Health Care Code 8 debricfing process (u multidisciplinary quality review by the
team members involved in the Code 8 [or violent or aggressive behavior) was updated to include a
documented team prompt to ensurc that appropriate policies and procedures were followed and any
suggcstions for improvement in the process noted. The Dircctor of Security/Sutety and Parking
educated the security staff on 4/28/2013 regarding the updated Code 8 Debriefing process and
suppurting incident form. The Director of Security/Safety and Parking or designee will ensure
review of the Fletcher Allen Health Care Security Tncident Services Form to assure elements of
debriefing process were completed and documentled. Negative findings will be given to the
Managers of the involved departments. In addition, The Director of Acereditation and Regulatory
Aftairs will cnsure review of the Codc Forms for adherence fo the process. Performance data on the
dcbricfing process will he reported out by the Direclor of Sccurity/Safety and Parking quarterly at the
Security Subcommitice the Environment ol Care Committee and the cross-organizational Standurds
of Qperation Committee and the Patient Safcty Committee chaired by the Chief Medical Otlicer.




A 145 482.13{c){3) PATIENT RIGHTS: FREE FROM ABUSE/HARASSMENT:
The patient has the right to be fres from all forms of abuse or harassment.

This STANDARD is not met as evidenced by: Based on interview and record raview, the hospital failed to
ensure staff, Identified as mandated reporters, who became aware of an allegation of abuse made by a
child, reparted the allegalion to Child Welfare Servicas, as required. {Patient #1) Findings include:

Per interview on 4/3/13 at 3.12 PM, the Director of Social Services stated "....our practice/our poligy is that
averyone should be on the look out for concems related to abuse whether children or adults". The
Director further stated Sociai Service staff ara available 24/7 to assist staff or convince staff they may
want to report allegations directly. However, on 11/7/12 when Patient #1, age 17, armived in PACU to
recover from an endoscopic procedure and allegad s/he had been abused by staff from a State juvenile
detention center, nursing staff failed to report as required. Patient #1 had a past history of self Injurious
behaviors and was brought tg the ED after ingesting an unknown foreign object. Upon prasentation to the
ED, sthe arrived in shackles and handcuffs in the custody of staff from the juvenile rehabilitation center,
Shortly after Patient #1's PACU admission, staff from the juvaniie rehabilitation center, who had
accompanied Patient #1 since admission to the hospital; requested to see the patient with the intent of
reapplying handcuffs on Patlent #1. Per Interview on 4/2/13 at 2:00 PM PACU Nurse #1 stated Patient #1
began to cry and complained s/he did not want to return to the juveniie rehabilitation center. The PACU
nurse stated s/he objected to having Patient #1 handcuffed stating the patient was being "...good". S/he
was jnformed by one of the staff from the juvenite rahabhilitation center it was "protocol”. During the

. procass of handeuffing the patient and a later episode when the handcuffs were moved, Patient #1
reactad violently when a staff member from the juvenlle rehabilitation center approached or attempted to
place hands on the patient, PACU Nuree #1 stated the patient was yelling "...get away frem me, s/he hurt
me...” and further alleging staff had hurt her/him at the juvenile rehabilitation center.

_On 4/2{13 at 10:43 AM, when askad If there was any consideration by herseli/himself to report allegations
of physical abuse to Child Welfare Services, the PACU Nurse Manager stated "we didn't feel we needed
'to report”. Although s/he is a mandated reporter, the Nurse Manager's justification was other staff were
also aware of Patient #1's allegations. In regards to this patient the Director of Social Services further

acknowladged a report shouid have baen made by the PACU staff to the Department of Children's and
Families. ) '

Action Plan

¢ The Manager of the Most Anesthegia Care Unit reviewed the expeclations noted in [letcher Allen
- Health Care policics: Suspected Abuse, Nepleet or Bxploitation of Vulnerable Adults and Identifying
and Reporting Child Abuss and Neglect on 5/18/13 staff meeting.

« . The Vice Presidents communicated the expectations noted in the Fletcher Allen Health Care policics:
Suspected Abuse, Neplect or Exploitation of Vulncrable Adults and Identifving and Roporting Child
Abuse and Neplect with their leadership tcams. The referenced policies will be shared with staff via .
electronic communications and or staff meetings. Thig process will be complcted 8/1/2013.

* The Dircctor of Clinicul Support Scrvices assured the content review for The Fletcher Allen Heulth
- Care educational mandatory training module enlitled Victims of Abuse. All staff is required to
complete the mandatory on a yearly basis.

A 154 482.13€: USE OF RESTRAINTS OR SECLUSION:




Patient Rights: Restraint or Seclusion. All patients have the right to be free from physical or mental abuse,
and corporal punishment. All patients have the right to be free from restraint or seclusion, of any form,
imposed as a means of coercion, discipline, convenlence, or retaliation by staff. Restraint or seclusion may
only be imposed to ensure the immediate physical safety of the patient, a staff member or others and must
be discontinued at the earliest possible fime.

This STANDARD is not met as evidenced by: Based on interview and record review, handcuffs, which are
prohibited for use by hospital staff to restrain patients, were utilized by

Security Staff on 1 applicable patient. (Patient #1) Findings include:

1 .
Per review on 4/3/13, Patient #1, age 17, was brought to the Emergency Department (ED) on 11/7/12 at
1242 after ingesting a foreign body. Tha patient had a past history of self injurious behaviors with previous
ihgestion of foreign abjects including pencils and a toothbrush. Patient #1 arrived wearing. leg shackles
and handcuffs and was accompanied by staff from a State juvenile rehabllitation center (a center used for
short-term detention for youths and also operates & secure treatment program for youths). ED note written
by EMT states at 12:42 "Coming from X for vomiting blood after swallowing object. Hx. of same. Will be in
handcuffs and restrained. ED securlty aware”, Patlent required Endoscapy and was transferred after the
Endoscopic procedure to PACU to recover from anesthesla and to return to the juvenile rehabilitation
center. Shortly after Patient #1°s PACU admission, staff from the juvenile rehabilitation center, who had
accompanied Patient #1 since admission to the hospital, requested to seg the patient with the intent of
reapplying handcuffs, the leg shackies had rerained on the patient. When the handcuffs wera applied by
staff from the juvenile rehabilitation center, Patient #1 began yelling and kicking and attiempted to Ingest a
plasfic aliergy bracelet applled earlier by hospltal staff. A Code .8 was called, security and support staff
responded and assisted nursing staff in removing the bracelet from Patient #1's mouth. As a result of this
incident, it was determined by staff from the juvenile detention center to remove the handeuffs, place
Patient #1's hands behind his/her back and then reapply the handcuffs. Due to Paflent #1's agitated
behavior whenever staff from the juvenile rehabilitation center approached Patient #1, they requested the
hospital Security officers unclasp and remove the left handcuff and reapply it behind Patient #1's back. The
Security officers complied despite the fact they are prohibited from using handcuffs as a restraint,

Per interview on 4/2/13 at 3:02 PM Security Officer #1 stated "We are not supposed to assit law
enforcement with whatever restrant they are attempting to place. ...our role would just be to asskt if person
became viclent. Yes, wa did cuff her/him they asked us fo dnd s/he (Patient #1) was complstely out of
control when s/he (staff from the Juvenile rehabilitation center) came near her/him".

Action Plan

»  All Sccurity staff was alerted by the Director of Security that Fletcher Allen Health Carc Scourity
will not provide asgist with, apply, adjust, or remove handcuffs. This change in procedure was.
discuszed with Security Supervisors at a supervisors meeting in 4/16/13, sent via emaii to all Sceurity
slafl on 4/18/13, und discussed at two Depuartment meetings on 4/30/13, In addition, all handcuff keys
have been collected from Sceurity staff.

» 'The Director of Accreditation and Regulatory Affairs will ensure review of the Sceurity Code 8
Incident Reports to ensure adherence with handcuff procedure changes as outlined in the referenced
action plan. Pcrformanw Feedback will be provided to the Dircctor of Security,




A 273 482.21(a)(b) PROGRAM SCOPE, PROGRAM DATA

(a) Program Scope )
(1) The program must include, but not be limited to, an ongoing program that shows measurable
improvement in indicators for which there is evidence that it will improve health outcomes ..
(2) The hosplital must measure, analyze, and track quality indlcators ... and other aspects of
© performance that assess processes of care, hospital service and operations.

(b)Program Data
{1) The program must incorporate quality indicator data including patient cara data, and other

relevant data, for example, information submitted to, or received from, the hospltal's Quality
improvement Orga nlzatlon

The hospital must use the data collected to

(1) Monitor the effectiveness and safety of services and quality of care; and (3). The frequency
and detail of data collection must be specified by the hospital's governing hody.

This STANDARD is not met as evidenced by:

Based on Interview and record review, the hospital failed to identify a quality deficient practice
involving staff compliance with Security policies and procedures and the impact on patient safety
during the provision of care of a prisoner paiient brought for hospital treatment. Findings inciude:

For the purpose of assuring the safety of hospital staff and patients the hospital has & poiicy outlining the
- procedures Sacurity staff are to follow when a prisoner patient is brought for treatment, however on
11/7/12, Security Staff failed to adhere to Policy "Sec00016/Prisoner Patient” last updated 3/11/11.

Per policy, hospitai staff or outside police departments or comrectional facilities are to notify the Security
Shift supervisor whenaver a prisoner is brought to the hospital for inpatient or outpatient treatment. The
prisaner patient's level of security wouid be determined, assessing the level of restraints being used.
Communication would be made to other Security officers, alerting them of any speclai precautions. The
policy further states: "If a correction officer, private security officer, or other iaw enforcement official will be
supervising or sitting with the inmate, the Security shift supervisor will issue him/her a Security radio and
in-service him/her oh their radio call number, and the Information sheet...”

Per review on 4/3/13, Patient #1, age 17 was brought to the Emergency Department (ED) on 11/7/12 at
1242 after ingesting a foreign body. The pahent had a past history of self Injurious behaviors with previous
ingestion of foreign objects. Patient #1 arrived wearing leg shackies and handouffs and was accompanied
by staff from a State juveniie rehabilitation center (a center used for short-ferm detention for youths and
also operates a sacurs freatment program for youths). ED note written by EMT states at 12:42 "Coming
from XXX for vomiting blood after swallowing object. Hx. of same. Will be in handsuffs and restrained.
ED sacurity aware™. Patient required Endoscopy and was transferred after the Endoscopic procedure to |
PACU to recover from anesthesia with the plan to return Patient #1 to the juvenite rehabilitation center.

During the course of recovery In PACU, two Code &'s were Initiated when Patient #1's behavior was
endangering the physical well baing of himself/herseif and other patients. At the completion of a Code 8,
staff involved conduct & debriefing. This process was confirmed with the Director of Reguiatory Readiness
who confirmed on 4/2/13 at 1:12 PM a "....debriefing Is a huddie beiween people Involvad in Code 8.._.to
discuss the incident and any opportunities for improvement One of the questions is: was it safe”. It was
also confirmed staff within the QA/PI program were not aware of the hospital policy associated with
priscner patients and the required notification of the Security department when a prisoner patient is either
inpatient/outpatient receiving care and services. As a resuit, when a review was conducted of the Code
8's and the Safe Report (a report of an adverse event) completed by the Nurse Manager of PACU, there
was a fallure to identify the lack of compliance with pelicy Sec00016/Prisoner Patients. In addition, it was




: aiso only brought to the attention of Regulatory staff during interview with Security Guard #1 on 4/2/13 ,
that sthe had participated with the application of handcuffs applied to Patient #1 which are prohibited for
use by hospital staff to restrain patients. It was also noted, despite the significance of events which had
transpired on 11/7/12, the potential impact on patient safety, the injury to a Security guard, the ack of
awareness of hospital policy regarding the managemaent of prisoner patients, the PACU Nurse Manager
confirmed on 4/2/13 at 2:15 PM, this event was hot formerly shared with other PACU nursing staff as an
opportunity for improvement. Although s/he had completed a Safa Report, the only clinical outcome from
which it wae determined if Patient #1 returnad for further treatment hospital staff should "...put wrist bands
other then tha wrist so s/he can't eat it".

'Action Plan

*  On 4/10/13 an analysis was conducted by the Dircctor of Advocacy a.nd Putient Safely with the -
involved multidisciplinary team.

« Fletcher Allen Heath Carc Policy entitled: Prisoncr Paticnts and Forensic Patients was revised on
4/19/2013 and published on 5/17/2013 by the Director of Security/Safely and Parking in
collaboration with the Direclors of Patient Safety and Advocacy, Accrcditation and Regulatory
Affairs and Nursing. The referenced policy was moved from a department policy to an organization
wide policy. The policy articulates requirements for validating corrections, stail identification,
duﬁfymg their roles and respunsibilitics, and cnsmm:, proper notification within the facility as
appropriate.

» To supporl the process outlined in the Prisoncy Patients and Forensic Patient policy, an intake
pssessment form was created for a guard / police in-service guide titled Intake Assessment and In-
serviee Guide for Corrections and Law enforcement Officers. The referenced intake form is
designed for patients who arc transferred from the Emcergency Depavtiment. It is designed to gather
information about the paticnts visit (where they will be going), the guard/police officer (where they
are from and their role), and the risk associated with the patient (potential for violence). Thein-
service scction of the guide is intended to bé reviewed with Lhe guard/police officer by Fletcher Al]cn
Sccurlty to educate them on communication paths, cmergeney procedures.

. AJJ Security staff were mmally exiucated on the Prisoner Patients and Furemic Paticnt policy and
required documentation by the Dircctor of Security/Satety and Parking on 4/18/2013 and received
follow-up educution at the 4/30/13 Security Department Mccting,

e The Vice Presidents communicated the expectations noted in the Fletchet Allen Health Care policy
entilled: Prisoner Patients and Forcnsic Patients with their leadership tcams. The referenced policics
and staff accountabilities will be shared by leadership with staff via clectronic communications and
or staff meetings. This process will be compleled by 8/1/2013.

"« The Dircctor of Security/Safety and Parking or designee will ensure revicw of the Fletcher Allen
Intake Assessment and Tn-serviee Guide for Corrections and Law Bnforcement Officery intake form
* for completeness and compliance with the Prisoncr Paticnts and Forensics Patient policy.
Performance data will be given on un individual basis and reported quarterly to the Environment of
Care Committee by the Director of Sccurity/Safety and Parking, The performance data will also be
reported out at the Standards ot Opmatlon gnd Patient Safely Committees chaired by the Chief
Medical Officer.

e ‘I'be Fletcher Allen Health Care Code 8 debricfing process (a 1nu1t1'di;uiplinary quality review by the
teumn members involved in the Code 8 for violent or aggressive behavior) was updated to include &




docmncntcd team prompt to cnsure that appropriate policies and procedures werc followed and any
suggestions for improvemecnt in the process noted. The Director of Securily/ Safety and Parking

" educated the securily staff on 4/28/2013 regarding the updated Code 8 Debricfing process and
supporting incident form. 'The Director of Security/Safety und Parking or designee will ensurc
review of the Flctcher Allen Health Care Security Tncident Services Form to assure elements of
debriefing process were completed and documented. Negative findings will be given to the
Managers of the involved departments. Tn addition, The Director of Accreditation and Regulatory
Affairs will ensurc review of the Cade Forms for adherence to the process. Performance dala on the
debriefing process will be reported out by the Director of Security/ Safety and Putking quarterly at
the Sceurity Subcommittec the Environment of Carc Committee and the Cross organizational
Standards of Operation Committee and the Patlcnt Safety Commiliee chaired by the Chief Medical
Officer.
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