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A full hespltal survey was completed on March

8-11, 2011. In conjunction with the survey, four .

=fr =+ w—r—-nifeGillty-reports and-one-complaintweresiacluded L. . __ L. .. ___ . . _ o e e ]
for Investigation. ’

An Immediate Jeopardy situation was determined
to exist based on the hospital's failure to prevent
the Use of unnecessary force resulting In Injury,
the use of prohiblted weapons and resirains in
response o patient behaviors, and for hot
assuting the immediate availabitity of emergency
power for surglcal procedura rooms in outpatient
clinics.

Tha Immediacy component of the Immedlate
Jeopardy situation was abated on 3/10f11 at 6:30
PM when the-hospital assured all prohiblted
waapons and restraints were removed from
Security staff and stated ne further use of the
weapons and restraint device will be allowed.

e et e et

The Imrmediacy compenent of the Immediate . :
Jeopardy siltiratlon was abated on 3/11/11 at 1:30 i
PM when the hospital assured emergancy lighting ) :
was being immediately installed in identified
outpatiem surgical procedure rooms.

Note: As a resull of the full hospitat survey, and
two complaint investigations to assess
compilance with the Federal Conditions of
 Parlicipation for Acute Care Hospitals, the
hospital was determined not to be in compliance
with the Conditions of Participation for; Palient
Rights; Governing Body; Compliznce with Federal
State and Local Laws; and Surgical Services €0
A 020 | 482.11 COMPLIANCE WITH LAWS A 020 . $Ce AT ALK < rf.
N PL-GN DF coﬂrdc. s

Compliance with Federal, Stale and Local Laws

LABORATORY DIRECTOR'S OR PROVIDER/SUPPUER REPRESENTATIVE'S SIGNATURE TIOLE X6) DATE
WMM WP Qualck, Y- o
Any deficlency slatement ending with an astorisk (*) denoles a daficlncy which the Instilution may be edused from correcting providing it Is deterrmined that

olher safeguards provide sufftelend protection fo the patlents. (Se= inslructions.) Excepl fof nursing homes, the findings stated abova are disclosable 80 days
fallowing the date of sutvey whethes or nat a plan of correction is provided. Fer nursing homes, the abave findings and plans of coraclion are disclasabla 14
days following the date these documents are made avallabla 1o the feclilty. If deficiencies are ciled, an approved plan of correction is reguiske fo cantinued
program garlicipation. .
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This CONDITION s not met as evidenced by:
Based on slaff interview and record review, the

State Stalutes to include Bill of Rights or Hospital
Patients and the 2006 Edifon of VT Fire and
Building Safety Codes. Findings include;

Vermont State Statutes

Title 18: Health

Chapter 42: Bl of Rights For Hospite! Patients
Section 1852 (a) (1) The patlient has the right fo
considerate and respectful care at afl fimes and
under ali circumstances with recognillon of his or
her personal dignity.

1. Based on record review and staff interview the
hospital falled to assure that each patient had the
right to make informed decisions about their care
and were treated with dignity and respectin 1
applicable record reviewed. (Patient #8) Findings
include:

Fer record review, Patient #8, who was voluntariy
admitted to Shepardson € inpatient psychiattic
unit due to psychosis, requested Lunesta:
{medication {or insomnia) during the evening shift
an 1/18/11. Nursing noles oft 1/18/11 al 8:35 PM
stated "Pt requested Lunesta bul when given It -
spit it ight oul. Nurses made muitiple
unsuccessful attempls to get pt lo take Lunesta,
pt continued to spit pill oul and spitfspilf chocolate
milk on self and others, Pt continued to express
that she wanted the medication, yet was unable to
take it..." Per review of the hospital's internat
Investigation, one nurse held the medication in
Patient #8's mouth while 2 othar nurses physically
heid the patienl's arm and head in an effort to
force the patient to take the medicetlon. Patient

hespltalfailed-te-ensure-compliance with Vermant| .

pLan of
Corfevion

_86c praLweDd
PLaY oF coneefion
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A 020} Continued From page 2 A 020
#8 refused the medicafion.

$ec AmaLHED Quz
Per Intstview with Nurse #1 on 3/8/41 at 11:30 i

AM, fhree nurses. were placed on administrative [ .. . . A o CoveeTion |

leave as the result of this event and staff
educatich was provided which included the use of
involuntary’emergency medication and restraint.

2. Per Interview with the Assistant Fire Marshal see  pMALHED . 4] 2/
oh 311111 at 2:30 pm, the hospital bagan
laboratory funclions at an outpatient facilily on PLaty © F correcTion
3/7/11 without firsl obtafning an occupancy permit

i i
invilatlon of 2008 Edifon of VT Fire and Bulking q]wlti ,’—\O@ %Cf}f}i@f&&
afety Code: 20 VSA Chapter 73. ’ : |
Ooiks

S

A 043 482,12 GOVERNING BODY _ A043

The hospital must have an effective governing
body legally responsible for the conduct of the
hospltal as an institulion. If a hospital does not
have an organized governing body, the persons
{egally responsible for the conduct of the hospital -
must carry out the functions speciffed in this part : -
that pertzin to the governing body.

This CONDITION Is not met as evidenced by:

Based on observalions, staff interviews and Y see ATACHED ;"‘bﬁi
recond review conducted throughout the days of / -

survey, the Gaverning Body failed to ensurg Plan oF _Cofftau 1o\ [ [1, {
protection and promotion of Patient Rights based 53

on the hospital's failure fo pravent the use of
unnecessary force resulting in injury and the use N

of prohibited weapons-and resfraints in response Lee & WAL KED
to patient behaviors, The Governing Body failed | . &N&ﬁo,\]
to ensure tha safely of patlents by failing to equip pLan o

outpatlent facilittes, were surgical procedures are
performed, with required emergency lighting.

Referto Tags: A-0154, A-702 .
A1151482.13 PATIENT RIGHTS A 115
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At a minimum:}

The hospital must establish a clearly explained
procedure for the submission of a patient's wrilten
or verbal grievance to the hospital |

This STANDARD is not met as evidenced by:
Based upon review of information provided to
pattents/families at the time of admission and
interview, the facility failed o provide sufficient
information that clearly articulated the facilities
camplaeint and grievance process. Evidence
includes the following:

On 3911 at approximately 2:00 PM, an interviaw
was conducted with Manager of Patlent & Family
Advocacy refated to the complaint and grievance
process at the facility. At this time, a packet of
information was reviewad which was confimed fo
be the information presented to patientsffamilies
at the fime of admission which was fitled, "Guide
for Inpatients”. The packet contained additional
information including patlent rights and
responsibilities. °

%4 D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN QF GORRECTION ey
PREFIX {EACH DEFICIENCY MUST 9€ PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPARIATE DATE
 BEFICIENCY)
A 115 Continued From page 3 A115] .
A hospltal must protect and promote each
palient's rights. )
This CONDITION is notmetas evidenced by: | | Teee AMAMEY T T ghofet
Baséd un record roview and staff interviaw , the r 4o N S md
Condition of Participation for Patient's Rights was PLan o LoNEC g -5[.! !
not met based on the hospital's Rilure to prevent \,\ ] .
the use of unnecessary force resulting in injury \ ‘_Q}{{L &
and the use of prohivited weapons and restraints q\w\‘qﬁg N& __;('
in response to patient behaviors. “‘?\
Refer to A-0154
- A121] 482,13(a)(2){i) PATIENT RIGHTS: GRIEVANCE A121
PROCEDURES.

566 ATALIKED f2efi
prant of  CorectioV
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Continued From page 4

Form #017773P dated 112510 was idenlified
during the interview as io where patiznts/families

A3t

could find informetignabout the complaiotand. . [ .|,

grievance process. The only information in the
notice pertaining to filing a complaint andfor
grievance was: " If you have any questions ar
complsints about your stay, please contact our
Office of Palient and Family Advocacy. They wii
listen to your concerns and wark with you to
address them." The form provided the name of
the hospital, address and phone number but no
contact person. Also provided werg Vermont
agencies for additional assistance with other
congerns,

Review of the "Guide for fnpatients” on page 11
read, " We encourage direct feedback to any staff
at the ime a concern arises, In addition, a
specific review process is offered through our
Office of Palient and Family Advocacy. This
process includes appropriate Investigation and
resoltion al the point of service and/for referral to
our Grievance Committee for review and written
response, For more information, contact our
Office of Patient and Family Advocacy.

Neither document clearly explained how a
complaint or grigvance could be filed including
time frames and expeclations, The interview
canfirmed that the information reviewed was how
the patient was informed about heir right Io file 2
complaint or grievance

482.13(b)(2) PATIENT RIGHTS: INFORMED
CONSENT"

The patient or his or her representative (as
allowed under State law) has the right to make
informed decisions regarding his or her care,

Azt

A3

8GE AWALIHED | gf2afif

see pITALWED {hefy
Plan oF CoweeLionS
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Continited From page §

The patlent’s rights Jnclude being Informed 61’ his
or her health siatus, being involved In care

"] medication in Patient #8's mouth while 2 other

or refuse treatment. This right must hot be
construed as a mechanism to demand the
provislon of treatment or services deemed
medically unnecessary or Inappropriate.

This STANDARD s not met as evidenced by:
Based on record review and staff interview the
hospital falled to assurs that each patient had the
right to make infarmed decisions about their care
end were ireated with dignity and respectin 1
applicable record reviewed, (Patient#8) Findings
include:

1. Per record review, Patient #8, who was
voluntarily admitted to Shepardson 6 inpatient
paychiatric unit due to psychaosis, requested
Lunesta (madication for insommia) during the
evening shift en 1/18/11. Nursing notes on
1118711 at 8:35 P stated "Plrequested Lunesta
but when given It spit It right qut. Nurses made
mulliple unsuccessful attempts to. get pt to lake
Lunesta, pt continued to spit pill out and spit'spilt
chocolate milk on self and others, Pt continued to
exprass that she wanted the medication, yet was
unable to'take it..." Per review of the hosplial's
internal investigatlon, one nurse held the

nurses physicalty held the patient's arm and head
in an effort to forca the patient to take the |
medication. Patient #8 refused the medication.

Per interview with Nurge # on 3/9/11 at 11:30
AM, three nurses were placed on administrative
leave as the result of this event and staff
education was provided which included the use of

A 131

planning and treatment, snd being able to request| .

5% Mﬂ-bb\-é‘o

en o Conecion el
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A 143

“PRIVACY :

Continued From page 6 )
involuntaryfemergency medication and restraint.
482.13(c)(1) PATIENT RIGHTS: PERSONAL

A 44

The patient has the right to personal privacy.

This STANDARD Is not met as evidenced by:
Based on observation and confirmed by Interview,
the facillly failed fo assure personal privacy for
patlents on one medical unit. Findings include;

Based on observations from &/8H1 through
31101 1, medical records posted with the first and
last names of patients were fully visible and
legible from approximately 18 inches away from
where they were stored at the nursing station. Per
interview on 3/8/11 at 10:45 AM, the Nurse
Manager of the unit confimned that "patients and
visitors are allowed In [the] area”. Per interview on
3/10/11, a staff person who works behind the
nursing station'stated that "occasionally people
come to the nursing station via the front™.
482.13(c)(2) PATIENT RIGHTS: CARE IN SAFE
SETTING

The patient has the right to receive care in a safe
setting. . .

This STANDARD is not met as evidenced by:
Based on observations and staff Interview the
hospital falled to provide an environment that
would ensure safety and well being for all patients
on the inpalient psychiatric units. Findings
include:

1. On 3/9/11 at approximately 9:15 AM a tour was
conducted on Shepardson 3 Psychiatric Unit Five
handwashing sinks with goose neck type faucets
which were potenlially locpable devices, were

A1

A 143

A 144

A-31 L gl
' ACCeﬁj{%m

S5¢ce ATTaLHRED

glu Iu

ST
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A 144 | Continued Fram page 7 ’ - A 144 @("
observed In the following areas: 2 in tha hallways
near room 235 and oulside the Activity room; in .
the tub room; In the Activity room; and in the' : b\ @“
Activily roomkitehen e e e _f. ! T SO
2. Based on observations of the two inpatfent o
psychiatric units during survey, four sinks on Se 6 ATTALWED . =\ ltSJ il !
Shepardson & logaled in the hallways had goose Plan oF Coyvect xd.fl

neck type faucets which were potentially icopable
devices. During Interview on 3/8/11 at 3:30 PM,
Murse #1 said the'sinks were included for
avaluation during safely rounds but no concerns
had been identified.

A 154 | 482.13{e) USE OF RESTRAINT OR SECLUSION A 154

Patient Rights: Restraint or Secfusion. - All
patients have the right to be free from physical or
mental abuse, and corporal punishment, All
patienls have the right to be free from restraint or
seclusion, of any form, Imposed as a means of
coercion, discipline, convenience, or retaliation by
staff, Restraint or seclusion may only be imposed
to ensure the immediate physical safely of the
patient, a staff member, or olhers and must te
discontinued at the earliest possible lime,

This STANDARD is not met as evidenced by: Ger AT ALIYED

Based on record review and staff interview, the ' £~ : 3, 1
hospital falled to prevent the use of unnecessary PLan &

force resulting in Injury and the use of prohibited Tt NP Y
weapens and restraints in response to patient Covvess ! gLS ] \

behaviors in 3 of 3 records reviewed.(PL# 7, 18, t
17} Findings include: :

Per review of security reports, recard review and
staff interview, hospllal securily personnel were
-equipped to use ‘ASP Trifold Restraints' (usad as
handcutfs) and Olaoresin Capsicum (pepper
spray) which are prohibiled for use by hospital

FORM CMS.2562{02-88) Pravious Versions Obsolele Evenl ID:MEEKS{ Facley 10 470003 If continuation sheet Page & of 41
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A 1541 Continued From page 8
staff lo résiraln pafients,

1. Per record review, Patient 27, admitied
voluntarily.due to.sulgldal Ideation-and-opiate- . -

withdrawal, became *verbally and physically
agitated yelling, slamming the door and throwing
items in hisfher room' on 1/24/11 after being told
hishe couldn't leave the hospital. Conslant
observalion was initiated at 2:09 PM. Nursing
notes described Patient #7 as .. currently sitting
in room and in behavicral control (although
tense). Awalling crisls team to evaluate,." Palient
#7 was iater described as siliing on the {oilst
'staring blankly and mute' whilz crisis met with
family members. Following the emergency
evaluation, Pafient #7 was described as * frate
banging his head on the wall stating "I'm going to
kill myself.* Patient #7 refused to transfer to the
{ocked npatient psychiatric unlt 'without a fight'.
Nursing notes stated "given the volatllity of the
situation and petential for harm i call a Code 8.

Perinterview on 3/9/11 al approximately 9:10 AM,
Nurse # 1 sfated *.. hishe wanted to leave. .
furicus hishe couldn't leave.. nurse sounded the
panic button.. hishe was sitting on the toilet and
threatenad to harm staff... Security applied plastic
wrist resiraints after placing hfher-on the floor on
stormach..security picked h/her up and placed in
wheelchair..3 or 4 security personnel present ..
complained of arm hurting when restrainl pul on
wrist.. patient slruggling during wrist restraint
application... we told hfher fo stop struggling but
hfshe wouldn't" Per record review, Patient #7 had
a surgical procedure in 2002 on the right upper
arm.

Per review of the 112411 Security Services
; Incident Report, securily personnel responded to 4

1 I

A 154

Sec. TR ED

PlLan of~

Qoviee N

3\}4&\
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Continued From page 8
the Code 8 and stood by while nursing and

medical staff spoke to Patient #7 about his
options. Patient #7 said hishe wotild rather hurt

{locked inpatient psychiatric unii). Patient #7 .
refused to take oral medication or move from the
tailel. The report stated ° The patient was fully
clothed and after several mjnutas the palient was
advised that if h/she did not move we would be
forced to move h/her. The palient continued to
refuse and it was decided to then attempt to direct
the patient into the wheelchair. However, as soon
as contact was made with the patlent then started
to resist and was placed down on the flcor. The
area was.vary smali and the palient was
aggressively resisting so it was decided to plece
the patient into ASP disposable restraint.”

Per interview on 3/10/11 at 11:30 AM with
Securlty Clficer #1 and Security Officer #2, a total
of four security officars and other patient support
personnel responded to the Code 8. Seeurity
Officer #1 said he was informed that Patient #7
needed to be transferred to Shepardson 6 but
hishe was refusing fo go. Security Officer #1 sald
nursing and medical personnel were irying to
sonvince Patient #7 to walk to the unit, but Patient
#7 was verbally threatening stating h/she "would
rather hurt staff and go to jail than go'to
Shepardson 8." Security Qfficer #1 described
Patient #7 as dressed and seated on the toilet
with fists clenched but no attempts were made to
strike out. Security Officer #1 sald he made the
decision to place Pallent #7 in the MOAB
(Management of Aggressive Behavior) prone
control position to avoid injury to his staff,

(Patient placed on abdomen with each arm
extended and secured at the shoulder and wrist
with the wrists bentupward.) Four security

stalf and go to jail than go to Shepardson €. _. ... |..
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Continued From page 10

officers were used for the "take down" per
Security Officer #1. Security Officer #1 said
Patlent#7 was yelling "no restraints” stating b/she

- continued, and showed a non-displaced fib

he had {o back Into the shower dus to space
canstraints, An ASP Trifold Restraint was applied
which restrained Patient #7's hands behind
his/her back. " H/sha was told not to resist but
hishe continued o resist.. hishe was twisting
around.” Security Officer #1 sald afier resiraining
Palient #7 hishe was "dragged” the length of
h/her room to the wheelchair in the halivay and
fited into the chalr, Patient #7 was ransported, by
four security officers, In wiist restralnts 2rd while
holding his lower legs since h/she was trying to
block movement of the wheelchalr. Once arfiving
on Shepardson & and being lad Into seclusion,
the plastic wrist restralnis were removed by a
device known as a 'Scarab culter’ used by
securily staff since the device cannot be removed
with scissors, When Patient #7 refused 1o accept
medication, Secusity Officer #1 said three security
officers held Patlent #7 down, with ane on each
arm and one holding h/her legs while the nurse
administered injectable medications, Nursing
notes on 1/24/11 stated the physician was aware
of Patient #7's complainis of shoulder pain.

On 1/27/11, nursing notes for Palfent #7 stated "..
clo chest pain/sharp: 6/10 paln rating, pain has
been present since when awoke in middie of the
night last night" On 1/28/11, the physiclan
ordered a chest x-ray. The inpatient psychlatry
discharge summary dated 1/31/11 stated "COn
1/29 a chest xray was obtained after pain

fracture, possibly sustained during his struggle
and restraint on Shepardson 3 al the time of
transfer, for which no specific Intefvantion was

At154
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required,” Per Interview on 33411, Nurse #1
stated "the fracture probably occurred during or
as the result of the resfraint” Based on record

nurse's station several times and performed
~several martial arts stances towerds staff.. made

was verbaliy threatening and agitated; hishe was
nect combative when the use of force was
imp!emenfef:i.

2, Per review of Security Services Incident
Reports, the form listed a selection of
interventions Inctuding “FAHC Handcuffs and
FAHC Mace', During interview on 3/10/11 at -
11:30 AW, Securily Officer #1 confirmed that ASP
Trifold Restraints and pepper spray were carred
by security personnel, Seourily Officer #1 said " It
{pepper spray} would be the last resort. it's been
used once Iin my § and 1/2 years.. itwas used on
& patient who weighed about 300 pounds who
was using karale kicks and punches.” The Vice
President of Hospial Services provided
documentation en 3/14/11 at 2:10 PM concemning
the use of pepper spray at Patlent #17 which
occurred on 2/6/2008,

A. Per review of Security Services Incident Report
dated 2/6/2008, pepper spray was used on
Patient #17 on Shegardson 6, the locked inpatient
psychiatric unit. Per documentation in the report,
Patient #17 was "acling out.. walked past the

animpression of & gun and made the impression
of shooting us.. Securily proceaded o the hallway

where h/she took off his socks clenched hher fist | |

and took up a defensive stance towards staff. ..
refused several commands o calm down and
come with security towards the seclusion room..
became combative with staff and had to be
placed on the.floor te contro} him and prevent

review.and.staff.intendew,.although Ratlent#7. .. | ..
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hfher from harming staff.,picked up off the floor
and taken to the seclusfon room .. began fo kick
door.. nursing staff went to the nurss's station., to

commanded hfher to back away from the
door..charged with clenched fists and was
pushing S/O (security officer) out of the room..
continved to be combative.."Security staff and this
officer deployed QC, ( Olecresin Capsicum)
spraying 1 second burst In face.. *

B, Per review of Security Services Incident Report
and recoerd review, Patient #16, who was admitted
on 9/14/10 to the cardiac unit attempted to leave
the hospital to smoke during the evening shift,
Nursing notes stated "nurse and charge nurse
want with Pt to 1st floor where heg tried to exit the
building. A transport member prevenied héher
from exiting and the pt became viotent striking out
at anyone that attempted to stop h/her, Code 8
called and security restrained the pt." When
security responded, one of the security officers
observed the patient and two staff members
involved in a ‘struggle.’ The report by security
stated "..The patlent at one pointwas ina
standing position when | ordered the palient lo lay
on the ground or } would spray h/her {Patient
#16).  pulled my OC (pepper spray) oul and
ajmed it... | chose not to use the OGC.. on seeing
the OC canister hishe (Patient #16) appeared to
pass out and go to the floor... h/she began to
tnove around on the floor as If to appear to have a
sefzure... Staff holding the patient lef go and 1
instructed them that the patient appeared to be
faking. Staff agein held the paflent.. the patient
was held to the floor on h/her back..! instructed
staff to roll hther (Patient #16) on stomach. ASP
restraints were applied for histher protection as
well as staff. ¥ Per interview on 311711 al 1:50

get.medications._security.persapnel.vebally. .. ..{.. .. .
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PM, the Vice President of Hospital Services
confirmed that the pepper spray contalner.was
directed at Patient#16 but was not used by
securlly, Perrecord raview, Patlent #6was . _[. . _ 1. ... 4Ce mmacveld | 2o
admilted to the cardiology for recurrent chest pain p F o i)
and LOC {loss of consclousness) eplsodes. A Lavy o e w22
neurclogy consult note stated thet Patient #18 Bl
had seven episodes of loss of consclousness on
$/44/40 prior to the abiove event. \@(g \\)
Per Interview on 3/1/41 at 2:08 PM, the Vice \\ &2)“\ \fﬁ\
President of Hosplta! Services stated, * we looked N & =
al the regulations and thought it (pepper spray) ("}J
was okay... it was used for safety and not for Q
therapeutic reasons.” @
A 214} 482.13(g) PATIENT RIGHTS: SECLUSION OR A214
RESTRAINT
Death Reporting Requirements: Hosplials must '
report deaths associated with the use of seclusion -
or restralnt, $ce AATALH &) 4261
: (1) The hospital must report the following Pan ofF :
information to CMS: CotecxToN

| Each death that cccurs within 24 hours after the

Each death that accurs while a patientis in
restraint or saclusion,

patient has been removed from rastraint or
seclusion, . .

Each death known to the hospital that occies
within 1 week after restraint or seclusion where it
Is reasonabla to assume that use of restraint or
plzcement in seclvsion contributed directly or
indirectly lo a patient's death. "Reasonabis ta
assume” in this cantext includes, but is not limited
to, deaths related to sestriclions of movement for

P .
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prolonged periods of time, or death related to
chest compression, restriction of breathing or
asphyxiation,

{2) Each death referenced in this paragraph must |

be reporled to CMS by telephone no later than
the close of business the next business day
following knowledge of the patient ' s death.

{3) Staif must document in the patient's medical
record the date and fime the death was reported
to CMS.

This- STANDARD [s net met as evidenced by:
Based upon document review and interview, the
facility failad to report imely dealhs assockated -
with restraint or seclusion for 5 of 5 racords
reviswed, (Patients # 49, 50, 51,

52 and 53 ). Evidence includes the following.

The Regulatory Advisor for Fletcher Allen was
interviewed on 3/10/11 at 2:30 PM regarding the
facillly pracess for death reporting relative to
restraint and/or seclusion use. It was reported
that the facllity uses clinical auditors who review
and look for the mandated CMS paramelers
required 1o be reported. The CMS form is
compleled, faxed and entered into the medical
racard.

Record review revealed that Patient # 49 died -
within 24 hours of the remaval of restraint on
1/18/2011. The death was reported to Cms on
113112011,

Patlent # 50 died on 2M14/11 and the death was
reported to CMS on 2/24/11. .

Patient # 51 dled on 2/15/11 and the death was
reported ta CMS on 3140/11. .
Patient # 52 died on 214111 and the death was
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reportad to CMS on 3/10/11.
Patient # 63 dled on 2/4/11 2nd the death was \\\ N ™
raported to CMS on 2/14/11. : ‘R@ \Q’
When asked to produce ather death repodting. | . . .. AN )3 - .
actions to CMS, staff confirmed that the facility
did not follow the the reporting requirement for
. olher deaths as wefl. . )
A 287 1482.21(a)(2) QAPI QUALITY INDICATORS A 267
The hospital must measurs, analyze, and track
guality indicators, including.adverse patient
events, and other aspecls of performance that
assess processes of care, hospital services and -
operations. .
P sce ATALGED t{[zq.!ﬂ
This STANDARD s not met as evidenced by:

Bzased on record review and staff interview the
hospital fafled to track adverse patient events
refzted to the use of ASP Trifold restraints and
pepper spray used by security personnel

in 3 of 3 records reviewed.(PL. # 7, 16, 17)
FIndings include:

Per review of security reports, record review and
.| staff interview, hospital security personnel were
equipped to use "ASP Trifold Restraints’ (used as
handeuifs) and Oteoresin Capsicum {pepper
spray) which are prohibiled for use by hospital
staff to restrain patients.

1. Per record review, Patient #7, admitted

1 voluntarily due to suicidal ideation and opiate
withdrawal, became 'verbally and physically
agitated yelling, slamming the door and throwing
items in hisfher room' on 1/24/11 after being told
hishe cauldn't leave the hospltal. Constant
observation was Initiated at 2:09 PM. Nursing
notes desciibed Patient #7 as ".. currently sitting
in room and in behavioral control (although

Plan  oF CoffecSion
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{ense), Awailing crisls team to evaluate.." Patient
#7 was later described as sitting on the toilet
"staring blankly and mute* while crisis met with

: staff and go o jail than go to Shepardson 6"
. {locked inpatient psychiatric unit). Patieni #7
refused to take oral medication or move from the |

evaluation, Patient #7 was described as " irate
banging his head on the watl stating "I'm going to
kIl myself," Patient 47 refused to lransfer to the
locked inpallent psychiatric unit ‘without a fight.
Nursing notes stated "glven the volalility of the
sifuation and polentia! for harm | call 3 Code 8.

Per Interview on 3/9/11 at approximaiely 9:10 AM,
Nurse # 1 stated ., hfshe wanted to leave...
furlous h/she couldn't leave.. nurse sounded the
panic button., hishe was sitling on the tollet and
threatened fo harm staff... Security applied plastic
wrist restralnts after placing h/her on the floor on
stomach..security picked hiher up and placed in
wheelchalr..3 or 4 security personnel! present ..
complalned of arm hurting when restraint put on
wrist... patient struggling during wrist restraint
application... we told h/her to stop struggling but
h/she wouldn't.” Per recard review, Patient #7 had
a surgical procedure In 2002 on the right upper
arm.

Per review of the 1/24/11 Security Services
Incident Report, security personnel responded to
the Code & and stood by while nursing and
medical staff spoke to Patient #7 about his
options. Patient #7 said h/she would rather hurt

toilet. The report stated " The palient was fully
clothed and after several minutes Ihe patient was
advised that ¥ h/she did not move we weuld be
forced to move hiher. The patient confinued to

famlly members. -Eollowingthe.emergency.. ...}

refuss and it was decided to then attempt to direst
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the patient into the wheelchair, However. as soon
as contact was magde with the patient then started
to resist and was placed down on the floor. The
areasvasvery smelland.the patientwes |

aggressively resisfing se it was decided to place
the patient into ASP disposable restraint.”

Per interviaw on 3110/11 at 11:30 AM with
Seourity Officer #1 and Security Officar #2, 2 total
of four security officers and other patient support
personne! responded to the Code 8. Seourlty
Officer #1 said he was informed that Patient #7
needed to be fransierred to'Shepardson 6 but
hishe wis refusing to go. Security Officer #1 said
nursing and medical personnel wera trying to
convince Patient #7 to walk to the unit, but Patient
#7 was verbally threatening stating hishe "would
rather hurl staff and go to jail than go to
Shepardson 6." Security Officer #1 described
Patient #7 as dressed and seated on the foilet
with flsts clenched tut no allempts were made to
sfrike out. . Security Officer #1 said he made the -
decision to place Patient #7 in the MOAB
(Management of Aggressive Behavior) prane
contral position to avoid injury to his staff.

{Patient placed on abdornen with each arm
extended and secured af the shoulder and wrist
with the wrists bent upward.) Four securily
officers were used for the “fake down" per
Security Officer #1, Securlty-Officer #1 said
Patient #7 was yelling "no restraints” stating hishe
had a "bad right elbow.” Security Officer #2 said
he had to back inte the shower due.to space
constraints. A ASP Trifold Reslraint was applied
which restrained Paflent #7's hands behind
histher back. * Hishe was told not to resist but
hishe continued to resist.. h/she was twisting
around." Security Qfficer #1 said after restraining
Patient #7 hishe was "dragged" the length of

A 267

Sce ATALED
elan aF‘ Q)Nec.‘ﬁm

-2y

FORM CMS-2567(02-63) Previcus Veralons Obsoleia

Evenl IDiMEEK1?

Fachily iD: 470003

If continualion sheel Page 18 of 41

i rmrrEv——————— A



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/24/2014
FORM APPROVED
OMB NO, 0938-0391

SYATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER;

470003

{%2) MULTIPLE GONSTRUCTION
A. BUILDING

B.WING

[%3) DATE SURVEY
COMPLETED

c
0301172041

NAME OF PROVIDER OR SUPPLIER
FLETCHER ALLEN HOSPITAL OF VERMONT

111 COLCHESTER AVE
BURLINGTON, VT 05401

STREET AUDRESE, CITY, STATE, 2IP CODE

Ry 10
PREFIX
TAG

SUMMARY BTATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FIALL
REGULATORY QR LSC IDENTIFYING INFORMATION)

™ PROVIDER'S PLAN OF CORREGTION )

PREFMX {=ACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROFRIATE ORTE

DEFICIENGY)

A 267

———-hoiding-hislowee legs since.hisha.was rying.lo. .

" I with scissors. When Patient #7 refused to accept

| Continved From page 18

hiher roomto the wheelchair in the hallway and
lifted into the chalr. Patient#7 was transported, by
four securlty officers, in wrist restraints and while

bleck movement of the wheelchalr, Once arriving
on Shepardson 6 and heing led into seclusion,
the plastic wrist reslraints were removed by a
device known as a 'Scarab cutter' used by
security staff since the device ¢annot be removed

medlcation, Securily Officer #1 sald three securily
officers held Patient #7 down, with one on each
arm and one holding brher leps while the nurse
administered Injectable medications. Nursing
noles oh 1/24/11 stated the physician was aware
of Patient #7's complaints of shoulder paln.

On 1/127/11, nursing notes for Patient#7 staled "..
tfo chest painfsharp: 6/10 pain rating, pain has
been present since when awake in middle of the _
night last night." On 1/29/11, the physician
ordered a chest x-ray. The Inpatient psychiatry
discharge summary dated 1/31/11 stated "On
1/28 a chest x-rdy was obtained after pain
continued, and showed a non-displaced rib
fracture, possibly susteined during his struggle
and restralnt on Shepardson 3 at the time of
transfer, for which no speciiic Intervention was
required.” Per Interviewon 3/8/11, Nurse #1
stated "the fracture probably accurred during or
as the result of the restraint.” Based on record
review and staff interview, although Patlent %7
was verbally threatening and agitated, h/she was
not combative when the use of force was
implemenled.

2. Per review of Securily Servirl.:es Incident
Reports, the form listed a selection of
Interventlons including "FAHC Handeuffs and

A267|
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Continued From page 19

FAHC Mace'. During interview on 3/10/11 at
11:30 AM, Securlly Officer #1 confirmed that ASP
Trifold Restraints and pepper spray were carried

hy security personnel. Secudty Qfflcer#1 said 't
{pepper spray) would be the |ast resor.. it's been
used once in my § and 1/2 years.. [t was used on
a patient who weighed about 300 pounds who
was using karate kicks and punches." The Vice
President of Hospital Services provided
docurnentation an 3/14/11 at 2:10 PM concerning
the use of pepper spray at Patient #17 which
sccumed on 2/6/2008.

A. Per review of Security Services [ncident Report
dated 2/6/2008, pepper spray was used on
Patient #17 on Shepardson 6, the locked inpatient
psychiatric unit, Per documentation in the report,
Patient #17 was "acting out.. walked past the
nurse's station several times and performed
several martial arts stances fowards staff.. made
an impression of a gun and made the impression
of shoating us.. Security proceedead to the hallway
where hfshe took off his socks clenched hther fist
and took up a defensive stance towards staff. ..
refused several commands to calm down and
come with securily towards the seclusion room..
becarne combativa with staff and had to be
placed on ths floor 1o control him and prevent
hher from harming stafi..picked up off the floor
and taken to the seclusion room .. began to kick
door.. nursing staff went to the nurse's station,. i
get medications.. security personne! verbally
commanded h/her to back away from the
door..charged with clenched fists and was
pushing $/Q {security ofilcer) out of the room..
centinued to be combative.. Security staff and this
cfficer deployed OC, ( Olegresin Capsloum)
spraying 1 second burst in face.,

A 267
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B. Per review of Security Services incldent Report
and record review, Patient #16, who was admitted
on 8/14/10 to the cardiac unit attempted to lsave
the hospital fo smoke during the evening shifl,

P, the Vice President of Hospital Services

Nursing notes stated "nurse and charga nurse
went with Pt to 1st ficor where he tried to exit the
building. A transport member pravented hfher
from exlting and the pt hecama violent striking out
at anyone that attempted to stop hvher, Code 8
calted and security restrained the pL.” When
security responded, one of the securlly officers
observed the patient and two,staff members
involved in a 'struggle.” The report by securily
stated "..The patlent at one point was in a
standing position when | ordered the patient to lay
on the ground or | would spray h/her (Patient
#16). | pulled my OC {pepper spray) out and
aimed it..  chose nol 1o use the'OC.. on seelng
the OC canister hishe (Patient #16) appeared to
pass out and go to the floor... hishe began to
move around on the ficor as if to appear to have a
seizure... Staff holding the patient let go and |
instructed them that the patien! appeared to be
faking. Staff again held the pafient.. the patient
was held to the floor on hher back..! instructed
staif to roll hther (Patlent #16) on stomach. ASP
restraints were applied for his/her protection as
well as staff. * Per interview on 3111711 at 1:50

confirmed-that the pepper spray cordainer was
directed at Patlent #16 but was not used by
security. Per record review, Patient #18 was
admitted to the cardiology for recurrent chest pain
and LOC {loss of consciousness) episades, A
neurology consult note stated that Patlent #16
had seven eplsodes of loss of consciousness on
811410 prier to the above event.

4, During the afternoon of 3/10/11 when

See AMALU-E)D
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surveyors informed the hospitdl of the Immediate
Jeopardy related to the use of ASP Trifold
restraints and pepper spray,-the Vice President of .
Quality and Operational Effecliveness was not

awate trarASP Trifolt resramts and pepper - |- : see  ATTacHeD
spray ware baing used by securily personnel. | Copvecii
During review of the hospHal's Qualily prograsm on ' Plan oF Rt
311711 st 11:05 AM, the Director of Patient
Safety stated that no changes were implemented
related to the use of ASP Trifold restraints
followlng their use on Patient #7 on 1/24/11. Per
interview on 3711111 at 2:08 PM, the Vice

President of Hospital Services stated " we looked \\ % 7" :
at the regulations and thouaht i (pepper spray) \ :

29~

was okay... it was used for safety and not for
therapeutic reasons.”

A 395 482,23(b){3) RN SUPERVISION OF NURSING - A 385
CARE

A registered nurse must suipervise and evaluate
the nursing care for each patient.

" P 50 ATTAWED
This STANDARD Is not met as evidenced by: . 4]
Based on observations, record review and staff Plann of Cot e 10N :
interview, the hospital failed to evaluale the use of t
side rajls for 1 applicabla record reviewed. ' '
(Patient # 3} Findings nclude:

1. Observations during a tour of Shepardsan 6 an
3/8/11 at 11:00 AM with Nurse #1, side ralls were
observed on patient beds. Nurse #1 confirmed : .
that alt beds have four side rails. Nurse #1 further - . i
stated that staff don't use the side rails as ’
restraints and paflents can elevate the side rails if . i
they choose to. Nurse #1 further stated "for a
geriatric patient we might put up the top half rail
but it's not considered a restraint.”

On 3/8/11 at 1:43 PM, Patient #3 was observed in
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bed with two half- rails efevated atthe head of the
bed. Per record review, although Patient #3 was
identified as being at high risk for falls, there was
no assessment relsled lo the use of side rails.

A 396

.compleled daily and included side ralls; however,

Per Intervlew on 3/6/11 at 4:10 PATand 3/9711 at
9:10 AM, Nurse #1 confirmed that half-rails were
used for Patient .

#3. Nurse #1 sald the side rails were not used as
restraints and possibly were uged to access the
call systern, but staff were concerned about
Patient #3's behavior and rigk for falls. Nurse #1
stated "we could Improve,, maybe other areas of
the hospital use an assessment we could use.”

2. During the initial tour of the Shepardson 3 Unit
on 3/8/11 at approximately 10:30 AM; and on
3/1011 at approximataly 9:15 AM, the following
reoms were observed to be equippad with 4 side
rails: Rooms 332, 333, 311, 323

On 31011 at approximately 9:30 AM on
Shepardson 3, Nurse #4 indicated when
Housekeeping prepared the room for admission;
the 2 upper rails were left in the raised posttion.
H/she added, the palients then decided If they
wanted them up or down, Nurse #4 also said
patients had an assessment for Fall Risk that was

there were no individualized or specific
assessments for the use of side rails.
482.23(b){4) NURSING CARE PLAN

The hospital must ensure that {he nursing staff
develops, and keeps current, a nursing care plan
for each patlent.

This STANDARD 'is not met as evidenced by:
Based on cbservation, interview, and record
review, the hospital failed to ensure that nursing
staff developed a nursing care plan for 2 of 3

" A3

A 395

58 ATTALWSD
Plan of Correln

A n
e

St HTATUEY)
Plan oF Conesion

ulsiy

Y (21

FORM CM5-2657{02-99) Previows Verslons Obsolele

Event IDx MEENTY

Faciily ID: 470003

IF continuation shee! Page 23 of 41



DEPARTMENT OF HEALTH AND HUMAN SERVICES -
GCENTERS FOR MEDICARE & MEDRICAID SERVICES

PRINTED: 03/24/2011
FORM APPROVED
OMB NO. 0538-0391

A 3%

patlents {#26; and #27), and failed to ensure a
care plan included the use of a C-PAP

{contindous poslitive airway pressure) machine for

.j ong pabent(#za} Thefindmgs mclude

1. Patient #26 was admitied to the Shepardson 3
Psychiztric Unit on 3/6/11 with diagnoses which -
Included Sulclde ldeatlon, Depresslon (Chrenic),
Substance Abuse, Dissociative identity disorder,
Bu][rrua and Famlly Conflict.

Rewew of the Interdisciplinary Treatment Plan
dated 3/7/11 identified Prablems as; Depressive
Symploms; Suicldal ldeations with plan;
Relationship Problems; and Substance
Dependencs (THC - tetrahydrocannabinol, the
major psychoactive chemical compound in
cannabls). The section for Psychological
Interventions was not completed. The last page of
the Care Plan was only signed by the Therapust
on 3/6/1 ‘i

Observation of the Shepardson 3 Unlt on 3/8111
at.approximately 10:30AM upon entrance to.the
unit, found the normally uniccked exit door to be
locked. Interview with the Psychiatrist following
the tour, revealed the Jocked status was due to a
patient who had been attempling to leave the unit.
The Psychialiist explained hefshe did not feel
there was therapeudic benefit for this patient to
be transferred o the Shepardson 6 Psychiatric
Unit, which was locked at all times.

Interview with Nurse #4 on 3/9/11 at
approximately 10:00AM revealed the Care Plan
did not indicate Patient #26 was a flight risk.
There was no revislon to reflect the specitic
problem, or inferventions to be implemented.
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2. Patient #27 was admilted to the Shepardson 3
Psychiatre Unit on 3/2/11 to 3/8/11 with
diagnoses which included Suicide \deation,
Cenvical Pain, History of ETOH (alcchol}

Migraing, and Mood Disorders, - ' . "
Review of the Interdisciplinary Treatment Plan .
dated 3/3/11 ldentified Problems as: Suicidal : j
‘Rigk. The section for Psychological interventions -,
was not completed. The last page of tha Care . ) '
Plan was not signed by the Therapist. Interview. &en
with Nurse #4 on 3/9/11 at approximately 9:40AM See. wrAALW
revealed the Interdisciplinary Care Plan should be oL DC.
completed within 24 hours of admission. o e
D\N& Al

3. Patient #28 was admitted to Shepardson 3 - !
Psychiatric Unit on 2/16/1 4 with diagnoses which : !
included Severe Anxiety, Depression,

Hypertension, and Hyperlipidemia. Treatment to ;
include ECT (Electroconvulsive therapy). . !

U120

Review of the Pre-Admission Referral Summary
dated 2H6/11 indlcated the patient had a C-PAP
{continuous positive airway pressuremaching) for .
apnea. Review of the Interdisciplinary Treatment

.| Plan dated 2117111 did not include a reference to
the use of a C-PAP machine. Review of the
Inpatient Psychiatry Treatment Plan Update dated
2/24/11 revealed a Physician, Social Worker, and
Therapist signature; however, there was no
signature for Nursing. On 3/10/11, an interview
" | with Nurse #3 on Shepardson 3 at approximately
) 9:30AM revealed Pt #28 did not use a CPAP Setn: a0 B
machine.

A 438 482.24(b) FORM AND RETENTION OF A438 Py oF
RECORDS

201

The hospital must maintaln 2 medical record for .
each inpalient and oulpatient. Medical records
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Continued From page 25 .
.must be accurately written, promptly compleled,
praperly filed and retained, and accessible. The
hospital must use a system of author
Identification and record maintenance that

A 820

protects the securlly of all record entries.

This STANDARD is not met as evidenced by:
Based on cbsefvation and staff interview the
hospital falled to ensure that all medical records -
were properly stored in a location that protected
them from potentlal fire and/or water damage.
Findings include:

During & tour on 3/7/11 at 3:16 PM improper
storage of medioal records was observed at an
off campus medical records location. Active
patient records were observed stored on metal
shelves, however in several locations mulliple
records were siored without protection on top of
metal shelvas throughout the storage area with
some stacks heights to ke from 6 to 15 inches
sltting in close proximity to sprinkler heads. If the
sprinkler heads were prompted to disperse water,
the improperly stored records would be in direct
contact with water as it was expelled from the
sprinkler heads and subject to destruction. The
observation was confirned by the Girector for
Health Information Management at the time of the
tour.

482.28(a){1) DIRECTOR OF DIETARY
GERVICES

The hospital must have a fulltime employee who-

{i} Serves as direclor of the food and digtetic
services;

(i} 1s responsible for dafly management of the

A 438
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dielary services; and

(iii} Is qualified by experience or training.

A 820

This-STANDAREfs'notmet-as-evidencedby:- -~ -

Based on observation, staff interview and record
review, the Director of Nutrition Services talled to
assure that dietary staff Implemented the policy -
for monitoring of refrigeration temperaturas in
accordance with safe food handing practices.
Findings include;

Per abservalion during & tour of the kitchen and
dietary areas with the Director of Nulrition
Services and other dietary staff on 3811
commencing at 10:10 AM, refrigeraticn
temperatures andfor temperature logs revealed
multiple days when temperatures exceeded the
safe range for storage of perishable focds and
there was no evidence of actions teken. Cut of
range temperatures were recorded daily for -
freezer #1 for all of February and dally in March,
with ranges from 14 - 24 degrees F (Fahrenheit).
The thermometer stated that the temperature for
freezer #1 was 25.8 degrees, during the tour,
There were also multiple days when logs for
kitchen refrigerators #2, 4, 10 & 13 were out of
range at 40 - 44 degrees F for the early AM
lemperature check. Logs for reach-in refrigerators
in the Harvest Cafe revealed multiple days when
temperatures were out of range at 40 - 41
degrees. Per review, the hospital's P/P
“Cooler/Freezer Temperature Chart Standards for
Nutiition Services” stated "If a cooler or freezer
tempsrature is out of compliance, ( ator below 39
degrees F for coolers anif at or below 0 degrees
for freezers) it will be reported immedialely o the
supervisorflead on duty{T?) the designated staff
will take the following course of action and

See AT ALED
Plan - of C}){u@@ﬁm
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dacument by number in the column on the form
and circle the cooler ar freezer which Is out of
compliance,” The out of range temperatures were
not circled on the logs

reviewed and therewas no |

AT

AT02

avidence of any remedial action taken per the
policy. These omissions were confirmed during
[nterview with the Director of Nutrition Services an
the afternoon of 3/8/11 after policy raview,
482.41(a) MAINTENANCE OF PHYSICAL
PLANT

The: condition of the physical plant and the averall
hospital snvironment must be developed and
maintalned In such a manner that the safety and
well-belng of pattents are assured,

This STANDARD is not met as evidenced by:
Based on observation and interview, the hospltal
failed to ensure the environment was maintained
in @ safe manner. FindIngs include: .

Per observations made during the physical
envirenment tour on 3/8/11 and 3/8/11 there were
foose hand rails in the following locations:

1. Outslde the labor and delivery lounge

2. Acrass from room 4-143 in the west pavilion
3. Between rooms 488-490 on Baird 4

4, Belween rooms 574-575 on Shepardson 5

The above observations were confirmed by the
facility Quality Assurance representative
accompanying the surveyor at the time of the
observations,

482.41(a)(1) EMERGENCY POWER AND
LIGHTING N

There must be smergency power and lighting in
at least the operating, recovery, intensive care,

AB20

X

AT701

see ATTALLED)
Plan oF Corveediv)
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and emergency rooms, and stairwells. In all other
areas not serviced by the emergency supply
source, baltery lamps and flashiights must be
available,

AT724

This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
hospitat failed lo ensure emergency lighting was
avallable at ali outpatient offices where surgical
pracedures are performed. Findings include;

Per.observation of one outpatient clinic on
3111111, it was observed that although there Is g
system to fluminate the haflways in case of a
power outage, only flashlights and glow slicks are
avallable to illuminate the procedure raoms in
case of a power outage, Per review of bilting
codes for Marchi 1, 2011 through March 10, 2011,
surgical procedures are performed in the two
procedure rooms at the outpatient clinic. Per
interview on 3/11/11, at approximaltely 9:45 AM,
one clinical staff person slated that if the lights go
out “we have flashlights in the rooms®. Per
interview, a second clinlcal staff person stated
that if the fignts went out during a procedure, staff
would "make sura the flashlights were on so they
could finish the procedure®, :
482.41(c)({2} FACILITIES, SUPPLIES,

‘Faciliies, supplies, and equipment must be

EQUIPMENT MAINTENANCE

maintained to ensure an acceptable level of
safely and quality.

This STANDARD is not met as evidenced by:

Based an chservation and confirmed by interview,
the hospital failed to assure laminate hoods in the
pharmacy were maintained in an acceptable level

of quality and safety. Findings include:

A702

AT24

Plan o

See ATTALED Gf-If
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Based on observation on 3/9/11 at 1:30 PM of the
main pharmacy area, twa of four Jaminate hoods dei ATTALKED — 2301
whete [V solutions.are prepared had dissolored Plan & Oofeciin | E
B degraded Paint on the oulsiges ofthe " " 7Tt Lo i ) - - e

preparation area. The identified areas were tacky
{0 the touch and aithough degraded to the frame

in several pinpolnt areas, did not appear to flake

off the frame, Per interview at 1:50 PM on 3/9/11,
Pharmacist # 1 confirmed that the areas were

: indeed degraded.

A 7491 482.42(a)(1) INFECTION CONTROL OFFICER A 749
RESPONGSIBILITIES .

The infection contrel officer or officars must
develop a system for identifying, reporting,
investigating, and confrolling Infectlons and
comrmunicable diseases of patients and
personnel,

. At
This STANDARD is not met as evidenced hy: see AT 7 "”%I { I

Based on vbgervation, staff Interview and record Pla of- CoreliN
review, hospital sieff falled to adhere to aseptic 1

fechnique during 2 applicable observations of
treatment/care provision; failed to ensure
consistent monitering of iemperatures and
relative humidily was conducted and monitorad in
Ceniral Sterile Processing; and failed to ensure
equipment in disrepalr was not used in the
operating rooms. Findings include:

1. Per observation of set up procedures for a . 1
hemodialysis machine on the Medicat Intensive : ]
Care Unit (MICU) on 3/8/11 at 3:25 PM, the
Hemadialysis Techriclan {HD) attached the blood | -
chamber fot the CRIT-LINE lo the Optiflux
dialyzer with the same gloves used o move the
trash ean closer lo the dialysis machine. The
contamination of the dialyzer/set up was
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Immediately confirmed with the HD and the 3
Rirector of RenalfTransplant Services.  After the . oo,
abservation, the equipment was disposed of and :

a new set-up was inifiated,

2. Per observation, on the afternoon of 3/8/14, ) '
Nurse #2 failed to maintain proper infection . , i
control and hand hyglene technigue durlng a

dressing change procedure, After sanitizing See ATTALWCED Ye2h-t| ;
hister hands and dohning clean gloves, the . - :
nurse touched hisfher face mask, adjusting the fit ’ PLan o CoweeZion .

" over the nose and contaminaling the glove, and
then proceeded to remove the dressing covering
the catheter insertion site on the neck of Patient
#40, During Interview, immediately following the
-procedure, Nurse # stated s/he did not recall
touching his/her mask during the process of
changing the dressing. Per review the facility's
policy titted Hemodialysis Vascular Access:
Central Venous Catheter (CVC) Care and )
Maintenance, dated October 2010, identifies the
procedure for CVC Site Assessment and Care
which include; don mask and gown, perform hand
hygiene and don gloves, proceed to open sterile
supply packages and remove the dressing, '(be
careful to aveid contarninating the insertion site)".

3. During Environment of Care Safety Audits,

which Includes staff from the Infaction Gontrol el ATACKED L{-Z&;-‘-ll
department, survelilance of the Central Sterile o r_ i
Process (CSRY.( the department within the lary 3

hospital that pracesses, issues, and contrals Co rree i)

professiona) supplles and equipment, both sterile
and nonsterile, for some or.all palient-care areas
of the facility) failed to identify the lack of policy
and pracess for the ongoing monitaring of
temperatures and relative humidily in alil CER
locations. Per nalional standards developed by -
AAMI ( Assoclation for the Advancement of
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. Medical Instrumentation) hospitals are expected
to monitar and maintain temperatures and relative
| humidity within recommanded levels in all : E
locations assoclated with Central Sterite 1 [ e . o X
Repraocessing (CSR] 1o Inciuds decontaminalion, !
preparaticn & packing and sterlle storage. _ i

Monitoring and maintaining temperatures and

1
relafive humidity at specific parameters Js . |
recommended to preﬁ'ent microbial and bacterial seé AU Ak D 4 lz{’!‘_l l
growlh in packaged sterilized material and Plan ofF !
instruments. Per Centers for Digease Control ;
{COC) and Health Care infection Conlrol Practice | . Conecd w1 :

Advisory Comimitiee (HICPAC) Guidelines for
Environmental Infection Control in Health-Care i
Facfities 2003 states "...Relative humidity levels . .
»>80%, In additlon to being parceived as .

uncomforiable, promole fungal growth..”

During & tour of CSR on 3/9/11 at 1:60 PM a
review of the hospilal's monitoring process for
temnperature and humidity contral was reviewed.
Per nbservations of a Dickson humidity and
temperature chart recorder in the sterile slores
area, the temperature reading was 68 degrees
Fahrenheit {F) and the relative’ humidity was 15.2.
(Per AAMI guidelines ST79 2006 3.3.65 relative
hurmidity in sterife sterage is not to exceed 70%
and in other CSR loeations humidity should be
kept betwaen 30-60 %, Optimal temparatures is
75-degrees F in sterite storage; 68 - 73 degree F
in preparation & packing; and 60-85 degreas F in
decontamination area) . When asked how the
relalive humidity and temperature levels were
monitored the Director of CSR confirmed the only
process presently was for staff to remove the
graft chart from the monitoring device weekly,
replace with a new graft sheet and place the i
completed graft chart in 2 notebook. No daily :

manitoring and/or review policy existed to assess . I
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A 748 | Continued From page 32

if refative humidity and temperature levels met

recommended parameters in afl 3 Iocations within
- 1 C8R that have Dickson humidity and temperature

. monitoring devices. Recommend parameters

temperatures and relative huridity norwas a
process daveloped for notification if 8’ problem
was identified. In addition, the lack of monitoring
and raview of relativa humidity and temperatures
also was performed at the Fanny Allen outpatient
surgical location, This deficient praclice was also
confirmed on 3f10/11 at 8:30 AM by the Director
of CSR.

4. Staffin the perl-operalive area faited to adhere
to infection contral standards wheh an aperating
room table exlension with tam and cracked vinyl
was not removed from use. On the moming of
38711 while touring the operative suite area, stafi
were observed prepering an operating room far
the next surglcal case. Utllizing the table
extension with several breaks in the integrity of
the viny! surface compromised effective
disinfection of the surfaces, In zn addition, 2 other
operaling rooms table extension were noted to be
stored on the floor in the operating room. These
observations were confirmed by the Interlm aurse
manager for Surgical Services to be breaches in
infection control practices and 3 potentiaj
compromise of patient safety.

A 940 482,51 SURGICAL SERVICES

It the hospital provides surgical services, the
services must be well organized and provided in
eccordance with acceptable standards of
prectice. If oulpatient surgical services are
offered the services must be consistent in quality
with fnpatlent care ih accordance with the
complexity of services offered.

: Were ol TTiade svailable to staff (or moniterng ~ |

A 748

Plan of
" Copvecstion

Plan o~
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This CONDITION is not met as evidenced by: .
Based on chservations, staff interview and record
revisw the Condition of Participation; Surgical
Senviceswas ot ssevidente by e : ; LT
hospitals faliure to monitor temperature and
humidity levels in the Central Sterile Processing
locations; failure (o ensure accass to tha
operative and recovery area is imitedto
authorized individuals and fallure to provide
emergency lighting In out patlent areas where
surgical procedures are conducted. Findings
inctude: .

. »
N Y

1. Per national staridards developed by AAMI .

{Association for the Advancement of medical 566, pir AET)
Instruments) hespitals are expected to monitor ' Pyan o ConveeRio) ALY ]
and maintain temperatures and relative humidity @ .
within recommended levels in all locations '
associated with Central Starile Reprocessing
(CSR) to include decontamination, preparation &
packing and sterile storage. Monitoring and . R
maintaining temperatures and refative humidity at ’ .
speciiic parareters Is recommended {o prevent :

mmicroblal and bacteria! growth in packaged
steriilzed matertal and instruments. During a tour
of CSR on 3791 at 1:50 PM a review of the
hospital's monitaring process far temperature and
humidity control' was reviewed, Per observations’
of a Dickson humidity and temperature chart
recorder in the sterile stores area of CSR the
temperalure reading was 69 degrees Fahranheit
{F) and tnhe relative himidity was 15.2. {Per AAMI ) .
guidelines ST79 2006 3,3.65 relative humnidity in oo i
sterile storage Is not to exceed 70% and in other
CSR locations humidity should be kept between
30-60 %. Oplimal temperatures Is 75 degrees F
in sterile storage; 68 - 73 degree F in preparation
& packing; and 60-85 degrees Fin : [

n———r——
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decontamination area.) When asked how the
relative humidity and temperature levels were
monilored, the Direclor of CSR confirmed the
anly process presently was for staff ko remove the

graft-shar-frem-the monitodng-device vaeldyy - -
replace with a new graft sheet and place the
completed graft chart in a notebook, No daily
monitoring and/or review policy existad 1o assess
if refative humidity and temperature levels met
recommendad parameters in all 3 locations within
CSR that have Dickson humidity and temperature
monitaring devices. Recommended parameters
WETE Not made avallable to staff for moniloring
temperatures and relative humidity norwas a
process developed for notlfication If a problem
was Identified. in addition, the lack of monitoring
and review of relative humidity and temparatures

also was noted to exist at the' Fanny Allen
outpatient surgical location. This deficient practice
was also confirmed on 3/10/11 al 8:30 AM by the
Director of CSR,.

2. During a tour on the maming of 3/8/11 with
the Director of Peri-Operative Services the
McClure entrance to the peri-operative area was
observed to be unsecured creating potentiai
access 1o the operative suites and recovery areas
by unauthorized Individuais. Although all other
entrances 10 the peri-operative area are secured
requiring employee iD badge authorization to
access he area, the McClure entrance is not
equipped with & badge D monitoring system. An
unauthorized individual can press the automatic
door opener, travel down a corridor where
stretchers and equipment are stored and enter
Into the operative suites ares which Is alsa not
secured, In addition, both the McClure
peri-operative door eptrance and the entrance
leading direclly into the operating suites are not

(X4} iD SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRESTION X5}
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distinely marked either on the floor or doors
warning unatthorized individuals are not
pemnitted (o enter. These observations were
confirmed by the Director of Peri-Operative
sevicesatthe time ol tiretoar— — "~ ~—- s

3. Per observétion of one outpatlent clinic on i
311411, it was observed that although there is a .
system {o lluminate the hallways in case of a

power autage, only flashiights z)md glow sticks are : St ATACHTD H I iy] Y .
available to lluminate the procedure rooms in

case of & power outage. Per raview of billing ’
coses for March 1; 2011 through March 10, 2011,
surgical procedures are performed in the twa
pracedure raoms at the outpalient clinic. Per .
interview on 3/11/11, at approvimately 9:45 AM,
one clinical staff person stated that if the lights go
out "we have fiashlights in the rooms”. Per
tinterview, a second clinical stalf person stated
that if the lights went cut during a procedure, staff
woufd "make sure the flashlights were on so they
coutd finish the procedure”,

A1005 | 482.52(b)(3) OUTPATIENT POST-ANESTHESFA A1008

EVALUATION '
[The polisies must ensure that the following are ' !
provided for gach patient] . ' - 4et AR AL “oD ‘Hw!t{

A post-anesthesia evaluation completed and f\an 5 Coweatin '

docurnented by an indlvidual qualified to
administer anasthesia, as specified in paragraph
(a) of this section, no later than 48 hours after
surgery or @ procedure requiring anesthesia
services. The post-anesthesia evaluation for
anesthesia recovery must be completed In
accordance with Stale Jaw and with hospital
policies and procedures, which have been
approved by the medical staff and which reflect
current standards of anesthesia care.
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A1008 | Continued From page 36 A1006 ' :

This STANDARD is not met as evidenced by:
Besed upon record review and Interview, the
facilily failed ta decument complete post
anesthecia-svaluations-A-review-1-ef--patients. - ... .- |. T e e i A Sl
who had received anesthesia services revealed ’
documentation by the Individual qualified to
administer anesthesia did not contain qualitative
elements {hat addressed thelr recovery from
anesthesia and in 1 of 7 applicable anesthesla
avalyations, the written evalualions were mostly
identical, (Patient #28) Evidence Includes the
following. ’

[ T

: Se6 T ACHSY)
1. Record review for Patient #28 revealed a '

procedure requiring general anesthesia was Plan oF Lo
 ordered initially twice a week on 2/12/11 and . :
increased to three fimes a week on 311, - ' :
On 2/18M1, the first procedure was conducted, :
The post anesthesia evaluation conducted on
2118711 read: "the-patient has been evaluated,
assessed and discharged from anesthesia care
with stable cardiorespiratory funclion and
acceptable mantal status, pain management,
body lemperature, fluid balance, nauseajvomiting
control and Aldrele score. Additional monitoring
and assessment needs have been addresses. If
present, postoperative everits are documented
below". There was no qualiiative data ihat
Iindicated what "acceptable mental status™ was
nor “stable respiratory function or the type of
anesthesia that was administered.

dfzolif

On 2/21/11, the post anesthesla eveluation read
as: "the patient has been evajuated, assessed
and discharged from anesthesta ¢are with stable
cardiorespiratory function and acceptable mental
-gtatus, pain managemenl, body lemperature, fluid
balance, nauseafvomiting control and Aldrete
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score, Additional monitoring and assessment
needs have been addresses. iIf presenl,

posr.operative events are documented below".

On-2/26/M1-the-post-anesthesia-evaivation-read-—~f = === - - - e o e I
as: "the patient has been evaluated, assassed '
and discharged from anesthesla care with stable
cardiorespiratory funclion and acceptable imental
status, pain management, body ternperature, fluid
balance nausea/vomiting control and Aldrete
score, Addmonal monitoring and assessment
needs have been addresses. If present,
postoperative events are dectumented below”,

On 3/2, 3f4, 317, 3/9/11, the post anesthesia '

avaluations alt read as: "the patient has been © S¢S AT ”tf-"fi__ q lzfvllf
evaluated, assessed and discharged from :

anesthesia care with stable cardiorespiratory Plan oF Conetin

funstion and acceptable mental status, pain ’ i
management, body temperaiure, fluid balance, 1
nausea/vomiting control and Aldrete score.
Additional monitoring and assessment needs
have been addresses, If present, postoperative
events are documented below”,

During an interview with the Health Care Service
Director in the aftemoon of 3/9/11, the
documentation of the post anesthesia evaluations
were discussed. The “canned” languags is a
choice in the électronic systemn that the provider
has an option to choose. The anesthesia
providers discuss and-confer with clinicat staff in
PACU (Post Anesthesia Care Unit) and use the
clinical signs documented by PACU staff. If no
Issues, they choose from the drop down menu
the canned language as noted sbove. It was
confirmed that lcoking directly at the post
anesthesia evaluations, clinical indicators are not
prasent but the systern could be changed so that
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{If emergency services are provided at the
hosaltal -}

{3) The policles and procedures governing
medical care provided in the emergency service’
or department are esteblished by and are a
continuing responsibillty of the medical staff,

This STANDARD s not met as evidenced by
Based on staff ntervlew and recard review the
facility falled to establish policies and procedures
gevedning the provision of medical care by .
Physician Assistant {(PA) in the ED (Emergency
Department}. Findings include:

Per record review, Palient #55, who had been
recently diagnosed with GBM (Glioblastoma
muliforme, a type of brain cancer), was
hospitalized for a perod of 3 weeks duration for
treatment of complex medical issues, including:
Pneumoscystis carlnfi pneumnonia, septic shock,
DVT {Deep Vein Thrombosis) of the lefileg as
well as bilateral Pulmonary Emboli (blockage of
arteries in the lungs) and Atrial Fibrillation -
{conditlon related to heart thythm). The patient
received anticoagulant medication as part of their
treatment, and was discharged from the hospltal
on 6/15/10. Patient #55 presented to the ED just
3 days later, on §/18/10, complaining of left leg
pain, and, despite the available information from
the recent hospitalization regarding the patient's
medical history, the PA did not consult with the
supervising Attending physician and failed ta
conduct any diagnostic studies when assessing
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all applicable clinical elernents to measure - 1005

anesthesia recovery could be Included in their !?0 ] Pocﬂ CC Lv‘

system.
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the palient's medical condition. Patient #55 was
diagnosed, at that time, with Sciatica (related to
irritation of the sclalic nerve) and discharged back
to 2 SNF (Skilled Nursing Facility). Patient #

returned to-the-EDagain-8-days later,on = "~ |~

§/21710, wilh ongoing pain, and the ED
physlcian, wha provided the patient’s care at that
time Identified that the patient had a "complex
medical hx (history) for GBM and chemo...” and
included tab and diagnostic imaging studies as
part of the assessment. The lab sludies identified
a significant drop in blocd levals requiring blood
transfusion, and a CT of the pelvis revealed
reiroperitoneal bleed (bleeding intemally nto the
membrane that lines the abdorminal cavity in the
area of the lower back), and the patient was
subsequently readmitted to the hospital for
treatment.

Per Interview, at 9:50 AM on 3/10/1 1, the Medical
Clinical Leader, responsible for the oversight of
quality of care provided in the ED, stated that,
although there is a supervising Attendlng
physician aveliable in the ED at all iimes, there
was no formal process in place for assuring
ongoing/continuing assessment of the medical
care provided by PAs, and no policy or guidelines
that clearly defined when a PA would be required
fo consult the Attending physician regarding
medical care of ED patients. The Clinical Leader
slated there is an expectation that a PA wilt
consult with the Attending physician when a
palient presents with a "comnplex” case, however
that determination is left solely {o the individual
PA's judgment, S/hg also stated that although
there is an expectation that PAs will consult the
Attending If they are considering use of advanced
imaging studies, particularly CT or MR, there is
no policy or profoco) to assure consistency of that
practice. in addition, tha Clinical Leader stated

A1104
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that the process for conducting ongoing i
assessment of medical care provided by PAs in i
the ED includes: a requirement to attend at feast ALY EY) :

50% of the monthly Quality Meetings where case sce- AT 3241 }

TEview S eandosted: andarinformarprocess of - - -
review of PA records, conducted by the Clinical
Leader, on those PAs with whom he warks,
during clinical shifis that sthe is scheduled as a
supervising Aﬁending Sthe further stated that
they are currently in the process of developing
policles and procedures for assuring

' ongoing/continuing assessment of medical care
provided by PAs to ED patients.
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Response to Division of Licensing and Protection Full COP Survey: March 8-1 1" 2011

A 000 INITIAL COMMENTS

A full hospital survey was completed on March 8-11, 2011. In conjunction with the survey, four facility reports and
one complaint-were-included for investigation.

An Immediate Jeopardy situation was determined to exist based on the hospital's failure lo prevent the use of
unnecessary force vesulling in infury, the use of prohibited weapons and restraints in response to patient behaviors,
and for not assuring the immediate availability of emergency power for surgical procedure rooms in outpatient clinics. .

The Immediacy component of the Immediate Jeopardy situation was abated on 3/10/11 at 6:30 PM when the hospital
assured all prohibited weapons-and restrainis were removed from Security staff and stated no finther use of the
weapons and restraint device will be allowed. The Immediacy component of the Immediate Jeopardy situation was
abated on 3/11/11 at 1:30 PM when the hospital assured emergency lighting was being immediately installed in
identified outpatient surgical procedure rooms.

Note: As a result of the full hospital survey, and two complaint investigations to assess compliance with the Federal
Conditions of Participation for Acute Care Hospitals, the hospital was determined not to be in compliance with the
Conditions of Participation for: Patient Rights; Governing Body, Compliance with Federal State and Local Laws; and
Surgical Services

A020 482.11 COMPLIANCE WITH LAWS. Compliance with Federal, State and Local Laws

This CONDITION is not met as evidenced by: Based on staff interview and record review, the hospital failed to ensure
compliance with Vermont Sate Statutes to include Bill of Rights or Hospital Paiients and the 2006 Edition of VT Fire
and Building Safery Codes.

Vermont State Statutes Title 18: Health
Chapter 42: Bill of Rights for Hospital Patients Section 1852 (a)(I)the patient has the right to considerate and
respectful care at all times and under all circumstances with recognition of his or her personal dignity.

1. Based on record veview and staff interview the hospital failed to assure that each patient had the vight to make
informed decisions about their care and were treated with dignity and respect in | applicable record reviewed.
(Patient #8) Findings include:

Per record review, Patient #8, who was voluntarily admitted to Shepardson 6 Inpatient Psychialric unit due to
psychosis, requested Lunesta (medication for insomnia) during the evening shift on 1/18/11. Nursing notes on 1/18/11
at 8:35 PM stated "Pit requested Lunesta but when given it spit it right out. Nurses made multiple unsuccessful
attempts to get pi lo take Lunesta, pt continued to spit pill out and spit/spill chocolate milk on self and others. Pt
continued to express that she wanted the medication, yet was unable to take it.... Per review of the hospital's internal
investigation, one nurse held the medication in Patient #8's mouth while 2 other nurses physically held the patient's
arm and head in an effort to force the patient to take the medication. Patient #8 refused the medication.

Per interview with Nurse #1 on 3/9/11 at 11:30 AM,-three nurses were placed on administrative leave as a result of
this event and staff education was provided which included the use of involuntary/emergency medication and restraint.

Per interview with the Assisiant Fire Marshal on 3/11/11 at 2:30 pm, the hospital began laboratory functions at an
outpatient facility on 3/7/11 without first obtaining an occupancy permit in violation of 2006 Edition of VT Fire and
Building Safety Code: 20 VSA Chapter 73.



Response to Division of Licensing and Protection Full COP Survey: March 8-11™, 2011

Fletcher Allen Plan of Correction

An internal review was completed at the time of the incident. Based on this review, staff directly involved with the
incident was placed on administrative leave, The Nurse Manager of Psychiatry units reeducated staff on the established
_ Fletcher Allen policies entitled: “Emergency Medications” and “Restraint and Seclusion Behavioral Health Care.” This
education was completed with staff prior to the next scheduled shift in January 2011. These actions were taken prior o
the full hospital survey conducted on 3/8-11/2011,

Content related to the Fletcher Allen policies entitled: “Emergency Medications™ and “Restraint and Seclusion
Behavioral Health Care” will be reinforced by the Nurse Educator and included as part of the psychiatry unit’s
“Education Days.” The education will be completed by 4/12/2011. As part of the performance improvement process
the Nurse Manager of Psychiatry reviews all emergency medications and restraint/seclusion use for compliance with
policy with feedback to staff. Emergency medications and restraint/seclusion cases are also reviewed at the Psychiatry
Quality Committee. ' '

Regarding the survey finding, “beginning laboratory functions at an outpatient facility on 3/7/2011 without first
obtaining an occupancy permit in violation of 2006 Edition of VT Fire and Building Safety Code: 20 VSA Chapter,” it
is important to note that the state agency which is accountable of review and issuance of the final inspection conducted
the final inspection of the outpatient facility laboratory location on 3/7/11. Documentation was due from the
Department of Labor and Industries by 4/1/2011 but as of the writing of this POC, has not yet been received.

In an effort to improve internal tracking of final inspections this item has been added to Fletcher Allen’s “Project Close
Out” checklist which will be completed by the Facilities Project Manager and forwarded to the Director of Facilities
Planning and Development going forward. q‘go\ il

A~0 30 _P.0C Accepled-

A 043 482.12 GOVERNING BODY CCTto0N

The hospital must have an effective governing body legally responsible for the conduct of the hospital as an institution.
If a hospital does not have an organized governing body, the persons legally responsible for the conduct of the hospiial
must carry oul the functions specified in this part that pertain to the governing body.

This CONDITION is not mef as evidenced by: Based on observations, staff interviews and record review conducted
throughout the days of survey, the Governing Body failed 1o ensure protection and promotion of Patient Rights based
on the hospital's failure to prevent the use of unnecessary force resulting in injury and the use of prohibited weapons
and restraints in response to patient behaviors. The Governing Body failed to ensure the safety of patients by failing to
equip outpatient facilities, were surgical procedures are performed, with requived emergency lighting.

Fletcher Allen Plan of Correction

The Chief Medical Officer reviewed Fletcher Aflen’s leadership responsibility and oversight for ensuring the

protection and promotion of patient rights, ensuring the safety of patients in our outpatient facilities, in addition to

reviewing the recent survey findings with the governing body at the 4/12/2011 Board of Trustees meeting. The Quality

and Ethics Committee of the Board of Trustees will be informed by the Vice President of the Jeffords Institute for

Quality of recent survey activity, findings and plans of correction for the 3/8-3/11/2011 survey activity at their next
- scheduled meeting on 5/16/2011.

Effective immediately on 3/10/2011 the use of Oleoresin Capsicum {OC) and ASP Trifold restraint devices by Fletcher
Allen Health Care Security Officers has been discontinued. This change was communicated to security staff by the
Director of Security at 4:55PM, 03/10/11. OC and Trifold restraint devices were collected by each shift supervisor
prior to the beginning of each shift and delivered to the office of the Vice President of Hospital Services. Each officer
has signed a copy of the email notification as verification of this change in policy. Existing supply locations of these
devices were surveyed by the shift supervisor and any remaining stock was removed and secured. The supply chain
sources of these devices to Fletcher Allen Health Care have been terminated as of 3/10/2011.




Response to Division.of Licensing and Protection Full COP Survey: March 8-1 1™ 2011

As of 5/3/2011, The Director of Purchasing will ensure that there is always a review of purchase requests for
restraint products and ensure that comparison of the restraint products on the purchase requests is made against
the approved restraint devices outlines in the Fletcher Allen Restraint Policies and catalogued in the item master of the
Materials Management Information System. Any restraint order being placed that does not conform to the devices
listed in the policies andfor catalogued in the item master of the Materials Management Information System will be
reviewed by the Vice Presidents

The “Security Incident Report” which is used to document physical interventions by Fletcher Allen Security
Officers will be revised to include a “Response Debrief.” A debrief will be conducted by Security Officers following a
response to a Code 8. The debrief will include the members of the clinical team in addition to the security team. The
debrief form now includes a prompt for the team to file a SAFE report in the event of an injury. The “Security
Incident Report” will be forwarded to the Manager of Security who will review for compliance with deployment of
security related interventions. Cases requiring a second level review (those that result in injury, altercation or that the
team has identified opportunity for improvement) will be forwarded to the Director of Security and the Vice President
of Hospital Services.

Trended reports related to security responses will continue to be reviewed as part of the security management report
made to the Environment of Care (EOC) Committee and the Restraint Committee. The EOC Committee is comprised
of a multidisciplinary team. It is chaired by the Vice President of Hospital Services and includes but is not limited to
representatives from Security, Supply Chain, Nursing, Infection Control, Patient Safety and Regulatory. The Restraint
Committee is comprised the Managers of from Security, Regulatory, Emergency Department, Medical Surgical and
Rehabilitation. Any identified areas of improvement will be feedback to the areas leadership for action. These reports
are part of Fletcher Allen’s integrated performance improvement process.

The Response Debrief tool and revised process will be implemented on 4/8/2011. The revised process will be
presented at the 4/27/2011 EOC Committee meeting for approval.

The Environment of Care (EOC) Committee and the Restraint Committee report out to the Standards of Operation
Committee, chaired by the Chief Medical Officer. The contents of the reports are shared at the Organization’s Quality
Council Committee. :

In addition to the “Security Incident Report” The Institute for Quality Regulatory Team reviews all code 8’s that result
in restraint for compliance with policies and procedures. Case reviews now a standing agenda item on the Restraint
Committee Meeting. :

The Nursing Directors will communicate electronically to their nursing managers the new Security Response
Debriefing process by 4/22/2011. Also highlighted will be the practices outlined in the Fletcher Allen Restraint
Policies titled: Restraints for Medical, Surgical and Behavioral Health Indications on Non-Psychiatric Units and
Restraint and Seclusion: Behavioral Health/Psychiatric Emergency. Included in the electronic communication will be
the approved restraint types defined by the Fletcher Allen Policy. The new Security Response Debriefing process and
approved restraint types will be communicated to staff via April 2011 Notes on Nursing.

The Vice President of Hospita! Services communicated electronically on April 18, 2011 to the security team the
acceptable restraint devices as outlined in the Fletcher Allen Restraint Policy titled: Restraint for Medical, Surgical and
Behavioral Health Indications on Non Psychiatric Units, and Restraint and seclusion: behavioral health/psychiatric
. emergency. A thorough review of the revised Code 8 Debrief Protocol was conducted by the Director of Security at
the April 12, 2011 staff meeting. A communication on the change was sent to Security Staff on April 6, 2011. Also
reinforced at the staff meeting was the use of the Burlington Police Department as a resource in the event that extra
support is needed.

An evaluation as to the appropriateness of instailing additional battery pack lighting has been conducted by the Vice
President for Medical Group Operations. Based on the completed evaluation, the Vice President for Hospital Services
will oversee the addition of lighting to identified areas. A purchase order for the lighting and installation was placed



Response 1o Division of Licensing and Protection Full COP Survey: March 8-11%, 2011

on 3/19/2011 and the work will be complete by 4/14/2011, Inspection, testing and maintenance shall be performed by
Facilities Management in compliance with NFPA101.7.9.3. This will be scheduled via the Facilities Management work
order system. To ensure the placement of appropriate emergency lighting, the evaluation as to the need for emergency
lighting has been added to the facility design g omdelmes and site activation process.

o043 . 20C
o & 00k @9
Refer to Tags: A-0154, A-702
A 115 482.13 PATIENT RIGHTS

A hospital must protect and promote each patient’s rights.

This CONDITION is not mel as evidenced by: Based on record review and staff interview, the Condition of
Participation for Patient's Rights was not met based on the hospital's failure to prevent the use of unnecessary force
resulting in infury and the use of prohibited weapons and restraints in response 1o patient behaviors.

Fletcher Aflen Plan of Correction

Effective immediately on 3/10/2011 the use of Oleoresin Capsicum (OC) and ASP Trifold restraint devices by Fletcher
Allen Health Care Security Officers has been discontinued. This change was communicated to security staff by the
Director of Security at 4:55PM, 03/10/11. OC and Trifold restraint devices were collected by each shift supervisor
prior to the beginning of each shift and delivered to the office of the Vice President of Hospital Services. Each officer
has signed a copy of the email notification as verification of this change in policy. Existing supply locations of these
devices were surveyed by the shift supervisor and any remaining stock was removed and secured. The supply chain
sources of these devices to Fletcher Allen Health Care have been terminated as of 3/10/2011.

As of 5/322011, The Director of Purchasing will ehsure that there is always a review of purchase requests for
restraint products and ensure that comparison of the restraint products on the purchase requests is made against
the approved restraint devices outlines in the Fletcher Allen Restraint Policies and catalogued in the item master of the
Materials Management Information System. Any restraint order being placed that does not conform to the devices
listed in the policies and/or catalogued in the item master of the Materials Management Information System will be
reviewed by the Vice Presidents

The “Security Incident Report” which is used to document physical interventions by Fletcher Allen Security
Officers will be revised to include a “Response Debrief.” A debrief will be conducted by Security Officers following a
response to a Code 8. The debrief will include the members of the clinical team in addition to the security team. The
debrief form now includes a prompt for the team to file a SAFE report in the event of an injury. The “Security
Incident Report” will be forwarded to the Manager of Security who will review for compliance with deployment of
security related interventions. Cases requiring a second level review (those that result in injury, altercation or that the
team has identified opportunity for 1mprovement) will be forwarded to the Director of Security and the Vice President
of Hospital Services.

Trended reports related to security responses will continue to be reviewed as part of the security management report
made to the Environment of Care (EOC) Committee and the Restraint Committee. The EOC Committee is comprised
of a multidisciplinary team. It is chaired by the Vice President of Hospital Services and includes but is not limited to
representatwes from Security, Supply Chain, Nursing, [nfection Control, Patient Safety and Regulatory. The Restraint
Committee is comprised the Managers of from Security, Regulatory, Emergency Department, Medical Surgical and
Rehabilitation. Any identified areas of improvement will be feedback to the areas leadership for action. These reports
are part of Fletcher Allen’s integrated performance improvement process.

The Response Debrief tool and revised process will be implemented on 4/8/2011. The revised process will be
presented at the 4/27/2011 EOC Committee meeting for approval.



e

Response to Division of Licensing and Protection Full COP Survey: March 8-1 1™ 2011

The Environment of Care (EOC) Committee and the Restraint Committee report out to the Standards of Operation
Committee, chaired by the Chief Medical Officer. The contents of the reports are shared at the Organization’s Quality
Council Committee.

In addition to the “Security incident Report” The Institute for Quality Regulatory Team reviews all code &’s that result
in restraint for compliance with policies and procedures. Case reviews now a standing agenda item on the Restraint
Subcommittee Meeting

The Nursing Directors will communicate via email to their nursing managers the new Security Response Debriefing
process by 4/22/2011. Also highlighted will be the practices outlined in the Fletcher Allen Restraint Policies titled:
Restraints for Medical, Surgical and Behavioral Health Indications on Non-Psychiatric Units and Restraint and
Seclusion: Behavioral Health/Psychiatric Emergency. Included in the electronic communication will be the approved
restraint types defined by the Fletcher Allen Policy. The new Security Response Debriefing process and approved
restraint types will be communicated to staff via April 2011 Notes on Nursing.

The Vice President of Hospital Services communicated electronically on April 18, 2011 to the security team the
acceptable restraint devices as outlined in the Fletcher Allen Restraint Policy titled: Restraint for Medical , Surgical
and Behavioral Health Indications on Non Psychiatric Units, and restraint and seclusion: behavioral health/psychiatric
emergency. A thorough review of the revised Code 8 debrief protocol was conducted by the Director of Security at the
April 12, 2011 staff meeting. A communication on the change was sent to Security Staff on April 6, 2011. Also -
reinforced at the staff meeting was the use of the Burlington Police Department as a resource in the event that extra
support is needed.

In addition to the above POC, Fletcher Allen has formally responded to these findings in the 1J immediate plan
submitted to the Division of Licensing and Protection dated 3/29/2011, a copy of which is provided for your reference

labeled Attachment “A”. .
AUS dpoly poc. Accespled QEQQ@UJ@:)% )

Refer to A-0154

A 121 482.13(a)(2)(i) PATIENT RIGHTS: GRIEVANCE PROCEDURES

[At a minimum:]

The hospital must establish a clearly explained procedure for the submission of a patient’s written or verbal grievance
_ o the hospital.

This STANDARD is not met as evidenced by: Based upon review of information provided to patients/families at the
time of admission and interview, the facility failed to provide sufficient information that clearly articulated the
facilities complaint and grievance process. Evidence inciudes the following:

On 3/9/11 at approximately 2:00 PM, an interview was conducted with Manager of Patient & Family Advocacy
related to the complaint and grievance process at the facility. At this time, a packet of information was reviewed which
was confirmed to be the information presented to patienis/families at the time of admission which was titled, "Guide
for Inpatients". The packet contained additional information including patient rights and responsibilities.

Form #017773P dated 1/25/10 was identified during the interview as to where patients/families could find information
about the complaint and grievance process. The only information in the notice pertaining to filing a complaint and/or
grievance was: “If you have any questions or complaints about your stay, please contact our Office of Patient and
Family Advocacy. They will listen to your concerns and work with you io address them.” The form provided the name
of the hospital, address and phone number but no contact person. Also provided were Vermont agencies for additional
assistance with other concerns. Review of the "Guide for Inpatients” on page 11 read, "We encourage direct feedback
to any staff at the time a concern arises. In addition, a specific review process is offered through our Office of Patient
and Family Advocacy. This process includes appropriate investigation and resolution at the point of service and/or
referral to our Grievance Committee for review and wrilten response. For more information, contact our Office of
Patient and Family Advocacy. Neither document clearly explained how a complaint or grievance could be filed
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including time frames and expectations. The interview confirmed that rhe information reviewed was how the parzem
was informed about their right to file a complaint or grievance

Fletcher Allen Plan of Correction

A query was sent to the University Health System Consortium (UHC) for copies of grievance practices and polices
used by other academic organizations. These responses were taken into consideration when reviewing and modifying
the Fletcher Allen process. The Fletcher Allen “Guide for Inpatients” will be modified to include an insert that
articulates the complaint and grievance process. A draft of the insert has been approved by the Vice President of the
[nstitute for Quality and will be implemented by April 26", As part of the monitoring process, Volunteer Ambassadors
will visit newly admitted patients and verify receipt of the "Guide for Inpatients” and the inclusion of the insert.
Opportunities for improvement will be forwarded to the Manager of the Office of Patient and Family Advocacy for
action, action plans will be incorTorated into Fletcher Aller ormance improvement process.
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A 131 482.13(b)(2) PATIENT RIGHTS: INFORMED CONSENT

The patient or his or her representative (as allowed under State law) has the right to make informed decisions
regarding his or her care. The patient's rights.include being informed of his or her health status, being involved in
care planning and treatment, and being able to refuse treatment. This right must not be construed as a mechanism to
demand the provision of treatment or services deemed medically unnecessary or inappropriate.

This STANDARD.is not met as evidenced by: Based on record review and staff interview the hospital failed to assure
that each patient had the vight to make informed decisions about their care and were treated with dignity and respect
in I applicable record reviewed. (Patient #8) Findings include:

1. Per record review, Patient #8, who was voluntarily admitted to Shepardson 6 inpatient psychiatric unit due to
psychosis, requested Lunesta (medication for insomnia) during the evening shift on 1/18/11. Nursing notes on 1/18/11
at 8:35 PM stated "Pt requested Lunesta but when given it spit it vight out. Nurses made multiple unsuccessful
attempts fo get pt lo take Lunesta, pt continued fo spit pill out and spit/spill chocolate milk on self and others. Pt
continued to express that she wanted the medication, yet was unable to take it" Per review of the hospital's internal
investigation, one nurse held the medication in Patient #8's mouth while 2 other nurses physically held the patient's
arm and head in an effort to force the patient to take the medication. Patient #8 refused the medication. Per interview
with Nurse #1 on 3/9/11 ai 11:30 AM, three nurses were placed on administrative leave as the result of this event and
staff education was provided which included the use of involuntary/emergency medication and restraint,

Fletcher Allen Plan of Correction

An internal review was completed at the time of the incident. Based on this review, staff directly involved with the
incident was placed on administrative leave. The Nurse Manager of Psychiatry reeducated staff on the established
Fletcher Allen policies entitled: “Emergency Medications” and “Restraint and Seclusion Behavioral Health Care.” This
education was completed with staff prior to the next scheduled shift in January 2011. These actions were taken prior to
the full hospital survey conducted on 3/8/2011.

Content related to the Fletcher Allen policies entitled: “Emergency Medications™ and “Restraint and Sechusion
Behavioral Health Care” will be reinforced by the Nurse Educator and included as part of the psychiatry unit’s
“Education Days.” The education will be completed by 4/12/2011. As part of the performance improvement process
the Nurse Manager of Psychiatry reviews all emergency medications and restraint/seclusion use for policy compliance
with feedback to staff. Emergency medications and restraint/seclusion cases are also reviewed at the Psychiatry

Quality Committee. A By ?6&%1\ ‘-I I%l_“

A 143 482.13(c)(1) PATIENT RIGHTS: PERSONAL PRIVACY
The patient has the right fo personal privacy.
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This STANDARD is not met as evidenced by: Based on observation and confirmed by interview, the facility failed to
assure personal privacy for patients on one medical unit. Findings include; Based on observations from 3/8/11
through 3/11/11, medical records posted with the first and last names of patients were fully visible and legible from
approximately 18 inches away from where they were stored at the nursing station. Per interview on 3/8/11 at 10:45
AM, the Nurse Manager of the unit confirmed that "patienis and visitors are allowed in [the] area”. Per interview on
3/10/11, a staff person who works behind the nursing station stated that "occasionally people come fo the nursing
station via the front".

Fletcher Allen Plan of Correction

An audit of nursing units was completed by Nursing Directors on 3/11/2011 fo ensure that patient identifiers were not
visible to non healthcare individuals. The chart rack on the surgical unit identified during the survey was removed to
avoid any possibility of names being visible. The audit of patient care areas and the action plan to correct the nursing
unit, in which this was perceived as an issue, was completed and communicated to the survey team prior to the exit
conference. Resolution of this issue was also communicated by the Vice President of the Institute for Quality to the
survey team during the exit interview, prior to the end of the survey. As part of our internal “mock survey process”
our regulatory team lead by the Regulatory Director will conduct surveys to review compliance with patient
confidentiality. Mock survey results are communicated to the appropriate leadership and are included in Fletcher

Allen’s performance improvement process. QLEI
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A 144 482.13(c)(2) PATIENT RIGHTS: CARE IN SAFE SETTING
The patient has the right to receive care in a safe setting.

This STANDARD is not met as evidenced by: Based on observations and stajff interview the hospital failed to provide
an environment that would ensure safety and well being for all patients on the inpatient psychiatric units. Findings
include:

1. On 3/9/11 at approximately 9:15 AM a tour was conducted on Shepardson 3 Psychiatric Unit. Five hand washing
sinks with goose neck type faucets which were potentially loopable devices, were observed in the following areas: 2 in
the hallways near room 335 and outside the Activity room; in the tub room; in the Activity room; and in the Activity
room/kitchen,

2. Based on observations of the two inpatient psychiatric units during survey, four sinks on Shepardson 6 located in
the haliways had goose neck iype faucets which were potentially loopable devices. During interview on 3/9/11 at 3:30
PM, Nurse #1 said the sinks were included for evaluation during safety rounds but no concerns had been identified.

Fletcher Allen Plan of Correction

Non loopable faucets were ordered on 3/30/2011 with an expected delivery date of 4/4/2011. The planned completion
date for instaflation is 4/13/2011. The “Environment of Care” team led by the Safety Specialist will continue to
conduct Environmental Safety Rounds (ESR) every 6 months. Feedback regarding results of the ESR is
communicated as appropriate to Fletcher Allen leadership for improvements. :

A 154 482.13(e} USE OF RESTRAINT 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, convenience, or retaliation by staff. Restraint or seclusion may only be imposed 1o
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ensure the immediate 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 record review and staff interview, the hospital failed to prevent
the use of unnecessary force resulting in injury and the use of prohibited weapons and restraints in response to patient
behaviors in 3 of 3 records reviewed. (Pt. # 7, 16,17) Findings include.

Per review of security reports, record review and staff interview, hospital security personnel were equipped to use
‘ASP Trifeld Restraints' (used as handcuffs) and Oleoresin Capsicum (pepper spray) which are prohibited for use by
hospital staff to restrain patients

1. Per record review, Patient #7, admitted voluntarily due to suicidal ideation and opiate withdrawal, became
‘verbally and physically agitated yelling slamming the door and throwing items in his/her room’ on 1/24/11 after
being told Wshe couldn't leave the hospital. Constant observation was initiated at 2/09 PM. Nursing nofes
described Patient #7 as “...curvently sitting in room and in behavioral control {although tense). Awailing crisis
team to evaluate...” Patient #7was later described as being sitting on the toilet ‘staring blankly and mute’ while
crisis met with family members. Following the emergency evaluation, Patient #7 was described as “irate banging
his head on the wall stating I'm going to kill myself.” Patient 87 refused to transfer to the locked inpatient
psychiatric unit ‘without a fight'. Nursing notes stated “given the volatility of the situation and potentiad for harm
IeallaCode 8.”

Per interview on 3/9/11 at approximately 9:10 AM, Nurse #1 stated “...h/she wanted to leave... furious h/she couldn’t
leave.... nurse sounded the panic bution.. Wshe was sitting on the toilet and threatened to harm staff... security
applied plastic wrist restraints after placing h/she on the floor on stomach... security picked h/she up and placed in
wheelchair... 3 or 4 security personnel present... complained of arm hurting when resiraint put on wrist... patient
struggling during wrist vestraint application... we told Wher to stop struggling bui Wshe wouldn’t.” Per record
review, Patient & had a surgical procedure in 2002 on the right upper arm.

Per review of the 1/24/11 security services incident report, securily personnel responded to the code 8 and stood by
while nursing and medical staff spoke to Patient #7 about his options. Patient #7 said h/she would rather hurt staff
and go to jail than go to Shepardson 6" (locked inpatient psychiatric unit). Patient #7 refused to take oral medication
or move from the toilet. The report stated “the patient was fully clothed and after several minutes the patient was
advised that if h/she did not move we would be forced to move h/her. The patient continued to refuse and it was
decided to then attempt to divect the patient into the wheelchair. However, as soon as contact was made with the
patient then started to resist and was placed down on the floor. The area was very small and the patient was
aggressively resisting so it was decided to place the patient into ASP disposable restraint.”

Per interview on 3/10/11 at 11:30 AM with security officer #1 and security officer #2, a total of four security officers
and other patient support pevsonnel responded to the Code 8. Security officer #1 said he was informed that Patient #7
needed to be transferred to Shepardson 6 but h/she was refusing to go. Security officer #1 said nursing and medical
personnel were trying to convince Patient #7 to walk to the unit, but Patient #7 was verbally threatening stating h/she
“would rather hurt staff and go to jail than go to Shepardson 6.” Security officer #1 described Patient #7 as dressed
and seated on the toilet with fists clenched but no attempts were made to strike out. Security officer #1 said he made
the decision to place Patient #7 in the MOAB (Management of Aggressive Behavior) prone control position to avoid
injury to his staff. (Patient placed on abdomen with each arm extended and secured at the shoulder and wrist with the
wrists bent upward.) Four security officers were used for the “take down" per security afficer #1. Security officer #1
said Patient #7 was yelling "no restraints” state hishe had a “bad right elbow.” Security officer #2 said he had fo
back into the shower due 1o space constraints. An ASP Trifold restraint was applied which resirained Patient #7’s
hand behind histher back. H/she was told not to resist but h/she continued to resist... h/she was twisting around.”
Security officer #1 said after restraining Patient #7 h/she was “dragged” the length of h/her room to the wheelchair in
the hallway and lifted imto the chair. Once arviving on Shepardson 6 and being led into seclusion, the plastic wrist
restraints were removed by a device known as a 'Scarab cutier’ used by security staff since the device cannot be

removed with scissors. When Patient #7 refused to accep! medication, security officer #1 said three security officers




Response to Division of Licensing and Protection Full COP Survey: Mareh 8-11, 2011

held Patient #7 down, with one on each arm and one holding gfher legs while the nurse administered injectable
medications. Nursing notes on 1/24/11 stated the physician was aware of Patient #7's complaint of shoulder pain.

Om 1/27/11, nursing notes for Patient #7 stated “...c/o chest pain/sharp: 6/10 pain rating, pain has been present since
when awoke in middle of the night last night.” On 1/29/11, the physician ordered a chest-x-ray.. The inpatient
psychiatry discharge summary dated 1/31/11 stated “On 1/29 chest x-ray was obtained gfier pain continued, and
showed a non-displaced rib fracture, possibly sustained during his struggle and restraint on Shepardson 3 at the time
of transfer, for which no specific intervention was required.” Per interview on 3/9/11, Nurse #1 stated “'that fracture
probably occurred during or as the result of the restraint.” Based on record review and staff interview, although
Patient 7 was verbally threatening and agitated, h/she was not combative when the use of force was implemented.

2. Per review of securily services incident reports, the form listed a selection of interventions, including “FAHC
Handeuffs and FAHC Mace.” During interview on 3/10/11 at 11:30 AM, security officer #1 said "it (pepper spray)
would be the last resort... it's been used once in my 5 and ¥ years.... It was used on a patient who weighed about 300
pounds who was using karate kicks and punches.” The Vice President of Hospital Services provided documentation
on 3/11/11 at 2:10 PM concerning the use of pepper spray at Patient #17 which occurred on 2/6/2008

A. Per review of security services incident report dated 2/6/08, pepper spray was used on Patient #17 on
Shepardson 6, the locked inpatient psychiatric unit. Per documentation in the report, Patient #17 was “acting
out...walked past the nurse's station several times and performed several marshal arts stances towards staff...
make an impression of a gun and made the impression of shooting us. Security proceeded to the hallway
where Wshe took off his socks clenched h/her fist and took up a defensive stance lowards stoff... refused
several commands to calm down and come with security towards the seclusion room... became combative with
staff and had to be placed on the floor to control him and prevent Wher from harming staff... picked up off the
floor and taken lo the seclusion room... began to kick door, nursing staff went to the nurse s station...to get
medications... security personnel verbally commanded h/her to back away from the door... charged with
clenched fists and was pushing s/o (security officer) out of the room... continued to be combative.... Security
staff and this officer deployed OC, (Oleoresin Capsicumy} spraying 1 second burst in the face...”

B. Per review of security services incident report and record review, Patient #16, who was admitted on 9/14/10
to the cardiac unit attempted to leave the hospital to smoke during the evening shift. Nursing notes stated
“nurse and charge nurse went with patient to 1" floor where he tried to exit the building. A transport member
prevented hther from exiting and the patient became violent striking out at anyone that attempted to stop h/her.
Code 8 called and security restrained the patient/: When securily responded, one of the security officers
observed the patient and two staff members involved in a 'struggle.” The report by security stated *...the
patient al one point was in a standing position when [ ordered the patient to lay on the ground or I would
spray h/her (patient #16). I pulled my OC (pepper spray) out and aimed it... { chose not to use the OC.... On
seeing the OC canister hishe (patient #16) appeared to pass out and go to the floor... h/she began to move
around on the floor as if to appear to have a seizure... Staff holding the patient let go and I instructed them to
that patient appeared to be faking. Staff again held the patient... the patient was held to the floor on h/her
back... I instructed staff to roll Wher (patient #16) on stomach. ASP restraints were applied for his/her
protection as we as staff. ”  Per interview on 3/11/11 a1 1:50 PM, the Vice President of Hospital Services
confirmed that the pepper spray container was directed at Patient #16 but was not used by security. Per
record review, Patient #16 was admitted to the cardiology for recurrent chest pain and LOC (loss of
consciousness) episodes. A neurology consult note stated that Patient #16 had seven episodes of loss of
consciousness on 9/14/10 prior to the above event.

Per interview on 3/11/11 at 2/08 PM, the Vice President of Hospital Services stated, “we looked at the regulations and
thought it (pepper spray) was okay... it was used for safety and not for therapeutic reasons.”

Fletcher Allen Plan of Correction

Effective immediately on 3/10/201 the use of Oleoresin Capsicum (OC) and ASP Trifold restraint devices by Fletcher
Allen Health Care Security Officers has been discontinued. This change was communicated to security staff by the
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Director of Security at 4:55PM, 03/10/11. OC and Trifold restraint devices were collected by each shift supervisor
prior to the beginning of each shift and delivered to the office of the Vice President of Hospital Services. Each officer
has signed a copy of the email notification as verification of this change in policy. Existing supply locations of these
devices were surveyed by the shift supervisor and any remaining stock was removed and secured. The supply chain
sources of these devices to Fletcher Allen Health Care have been terminated as of 3/10/2011.

As of 5/3/2011, The Director of Purchasing will ensure that there is always a review of purchase requests for
restraint products and ensure that comparison of the restraint. products on the purchase requests is made against
the approved restraint devices outlines in the Fletcher Allen Restraint Policies and catalogued in the item master of the
Materials Management Information System. Any restraint order being placed that does not conform to the devices
listed in the policies and/or catalogued in the item master of the Materials Management Information System will be
reviewed by the Vice Presidents

The “Security Incident Report” which is used to document physical interventions by Fletcher Allen ‘Security
Officers will be revised to include a “Response Debrief.” A debrief will be conducted by Security Officers following a
response to 2 Code 8. The debrief will include the members of the clinical team in addition to the security team. The
debrief form now includes a prompt for the team to file a SAFE report in the event of an injury. The “Security
Incident Report” will be forwarded to the Manager of Security who will review for compliance with deployment of
security related interventions. Cases requiring a second level review (those that result in injury, altercation or that the
team has identified opportunity for improvement) will be forwarded to the Director of Security and the Vice President
of Hospita! Services. '

Trended reports related to security responses will continue to be reviewed as part of the security management report
made to the Environment of Care (EOC) Committee and the Restraint Committee. The EOC Committee is comprised
of a muitidisciplinary team. it is chaired by the Vice President of Hospital Services and includes but is not limited to
representatives from Security, Supply Chain, Nursing, Infection Control, Patient Safety and Regulatory. The Restraint
Committee is comprised the Managers of frorn Security, Regulatory, Emergency Department, Medical Surgical and
Rehabilitation. Any identified areas of improvement will be feedback to the areas leadership for action. These reports
are part of Fletcher Allen’s integrated performance improvement process.

The Response Debrief tool and revised process will be implemented on 4/8/2011. The revised process will be
presented at the 4/27/2011 EOC Committee meeting for approval.

The Environment of Care (EOC) Committee and the Restraint Committee report out to the Standards of Operation
Committee, chaired by the Chief Medical Officer. The contents of the reports are shared at the Organization’s Quality
Council Committee,

In addition to the “Security Incident Report” The Institute for Quality Regulatory Team reviews all code 8’s that result
in restraint for compliance with policies and procedures. Case reviews now a standing agenda item on the Restraint
Subcommittee Meeting

The Nursing Directors will communicate electronically to their nursing managers the new Security Response
Debriefing process by 4/22/2011.  Also highlighted will be the practices outlined in the Fletcher Allen Restraint
Policies titled: Restraints for Medical, Surgical and Behavioral Health Indications on Non-Psychiatric Units and
Restraint and Seclusion: Behavioral Health/Psychiatric Emergency. Included in the electronic communication will be
the approved restraint types defined by the Fletcher Allen Policy. The new Security Response Debriefing process and
approved restraint types will be communicated to staff via April 2011 Notes on Nursing,.

The Vice President of Hospital Services communicated electronically on April 18, 2011 to the security team the
acceptable restraint devices as outlined in the Fietcher Allen Restrzint Policy titled: Restraint for Medical, Surgical and
Behavioral Health Indications on Non Psychiatric Units, and restraint and seclusion: behavioral health/psychiatric
emergency. A thorough review of the revised Code 8 debrief protocol was conducted by the Director of Security at the
April 12, 2011 staff meeting. A communication on the change was sent to Security Staff on April 6, 2011, Also

10
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reinforced at the staff meeting was the use of the Burlington Police Department as a resource in the event that extra
support is needed.

In addition to the above POC, Fletcher Allen has responded to the findings in the IJ immediate plan submitted to the
Division of Licensing and Protection dated 3/25/2011, a copéig which is provided for your reference labeled

Attachment “A”. . ; !
P 0c-Receped ool (Jotudesi
A 214 482.13(g) PATIENT RIGHTS: SECLUSION OR RESTRAINT
Death Reporting Requirements: Hospitals must report deaths associated with the use of seclusion or restraint,

(1) The hospital must report the following information to CMS:
»  Each death'that occurs while a patient is in restraint or seclusion.
s Each death that occurs within 24 hours after the patient has been removed from restraint or seclusion.
»  Each death known 1o the hospilal that occurs within | week after vestraint or seclusion where it is
reasonable to assume that use of restraint or placement in seclusion contributed directly or indirectly
to a patient’s death: “Reasonable to assume" in this context includes, but is not limited to deaths
related to restrictions of movement for prolonged periods of time, or death related to chest
compression, restriction of breathing or asphyxiation.
(2) Each death referenced in this paragraph must be reported to CMS by telephone no later that the close of
business the next business day following knowledge of the patient’ death.
(3} Staff must document in the patient's medical record the date and time the death was reported to CMS.

This STANDARD is not mel as evidenced by: Based upon document review and interview, that facility failed to
report timely deaths associated with restraint or seclusion for 5 of 5 records reviewed. (Patients #49, 50, 51,
52 and 53). Evidence includes the following:

The Regulatory Advisor for Fletcher Allen was interviewed on 3/10/11 at 2:30 PM regarding the facility
process for death reporting relative to restraint and/or seclusion use. It was reported that the facility uses
clinical auditors who review and look for the mandated CMS parameters required to be reported. The CMS
form is completed, fuxed and entered into the medical record.

Record review revealed that Patient 449 died within 24 hours of removal of restraint on 1/19/11. The death
was reported to CMS on 1/31/11. :

Patient #50 died on 2/14/11 and the death was reported to CMS on 2/24/11
Patient # 51 died on 2/15/11 and the death was reported to CMS on 3/10/11
Patient #52 died on 2/14/11 and the death was reported to CMS on 3/10/11
Patient #53 died on 2/4/11 and the death was reported to CMS on 2/14/11

When asked o produce other death reporting actions to CMS, staff confirmed that the facility did not follow
the reporting requirements for other deaths as well.

Fletcher Allen Plan of Correction

On 4/1/2011 the Regulatory Director reviewed the death reporting parameters specified by CMS 482.13 with Clinical
Auditors in the Institute for Quality. The reporting process has been revised to meet the reporting timelines.
Timeliness of reporting will be added as a performance measure for the mortality review process effective 4/26/2011.

A 267 482.(a)(2) QAPI Quality Indicators

11
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The hospital must measure, analyze and track quality indicators, including adverse patient events, and other aspects of
performance that assess processes of care, hospital services and operations.

This STANDARD is not met as evidenced by: Based on record review and siaff interview the hospital failed to track
adverse patient events related to the use of ASP Trifold restrains and pepper spray used by security personnel in 3 of 3
records reviewed. (Pt #7, 16, 17, ) Findings include:

Per review of security reports, record review and staff interview, hospital security personnel were equipped to use
‘ASP’ Trifold Restraints' (used as handcuffs) and Oleoresin Capsicum (pepper spray) which are prohibited for use by
hospital staff to retrain patients.

1. Per record review, Patient #7, admitted voluntarily due to suicidal ideation and opiate withdrawal, became
‘verbally and physically agitated yelling, slamming the door and throwing items in his/her room’ on 1/24/11
after being told h/she couldn’t’ leave the hospital. Constant observation was initiated at 2:09 PM. Nursing
notes described Patient #7 as “...currently sitting in room and behavioral control (although tense). Awaiting
crisis team (o evaluate... " Patient #7 was later described sitting on the toilet ‘staring blankly and mute; while
crisis met with family members. Following the emergency... evaluation, Patient #7 was described as “irate
banging his head on the wall stating “I'm going to kill myself.” Patient #7 refused to transfer to the locked
inpatient psychiatric unit ‘without a fight'. Nursing notes stated “given the volatility of the situation and
potential for harm I call a Code 8

Per interview on 3/9/11 at approximately 9:10 AM, Nurse #1 stated *'... h/she wanted 1o leave... furious hishe couldn't
feave.... nurse sounded the panic button...h/she was sitting on the toilet and threatened to harm staff... security
applied plastic wrist restraints afler placing h/she on the floor on stomach... security picked h/she up and placed in
wheelchair... 3 or 4 security personnel present... complained of arm hurting when restraint put on wrist... patient
struggling during wrist restraint application... we told h/her to stop struggling but h/she wouldn't.” Per record
review, Patient & had a surgical procedure in 2002 on the right upper arm.

Per review of the 1/24/11 security services incident report, security personnel responded to the code 8 and stood by
while nursing and medical staff spoke to Patient #7 about his options. Patient #7 said h/she would rather hurt staff
and go to jail than go to Shepardson 6" (locked inpatient psychiatric unit). Patient #7 refused to take oral medication
or move from the toilet. The report stated “the patient was fully clothed and after several minutes the patient was
advised that if h/she did not move we would be forced to move hW/her. The patient continued to refuse and it was
decided to then attempt to direct the patien! into the wheelchair. However, as soon as contact was made with the
patient then siarted to resist and was placed down on the floor. The area was very small and the patient was
aggressively resisting so it was decided to place the patient into ASP disposabie restraint.”

Per interview on 3/10/11 at 11:30 AM with security officer #1 and security officer #2, a total of four security officers
and other patient support personnel responded to the Code 8. Security officer #1 said he was informed that Patient #7
needed 1o be transferred to Shepardson 6 but h/she was refusing to go. Security officer #1 said nursing and medical
personnel were trying to convince Patient #7 to walk to the unit, but Patient #7 was verbally threatening stating h/she
“would rather hurt staff and go to jail than go to Shepardson 6." Security officer #1 described Patient #7 as dressed
and seated on the toilet with fists clenched but no attempts were made to strike out. Security officer #] said he made
the decision to place Patient #7 in the MOAB (Management of Aggressive Behavior) prone control position to avoid
injury to his staff. (Patient placed on abdomen with each arm extended and secured at the shoulder and wrist with the
wrists bent upward) Four security officers were used for the “take down” per security officer #1. Security officer #1
said Patient #7 was yelling “no restraints " state h/she had a “bad right elbow."” Security officer #2 said he had to
back into the shower due to space constraints. An ASP Trifold restraint was applied which restrained Patient #7’s
hand behind histher back. H/she was told not to resist but Wshe continued to resist... h/she was twisting around.”
Security officer #1 said afier restraining Patient #7 W/she was “dragged" the length of h/her room to the wheelchair in
the hallway and lified into the chair. Once arriving on Shepardson 6 and being led into seclusion, the plastic wrist
restraints were removed by a device known as a ‘Scarab cutter' used by security staff since the device cannot be
removed with scissors. When Patient #7 refused to accept medication, security officer #1 said three security officers
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held Patient #7 down, with one on each arm and one holding gther legs while the nurse administered injectable
medications. Nursing notes on 1/24/11 stated the physicion was aware of Patient #7's complaint of shoulder pain.

On 1/27/11, nursing notes for Patient #7 stated “...c/o chest pain/sharp: 6/10 pain rating, pain has been present since
when awoke in middle of the nigh last night.” On 1/29/11, the physician ordered a chest-x-ray,. The inpatient
psychiatry discharge summary dated 1/31/11 stated “On 1/29 chest x-ray was obtained after pain continued, and
showed a non-displaced rib fracture, possibly sustained during his struggle and restraint on Shepardson 3 at the time
of transfer, for which no specific intervention was required.” Per interview on 3/9/11, Nurse #1 stated “that fracture
probably occurred during or as the result of the restraint.” Based on record review and siaff interview, aithough
Patient #7 was verbally threatening and agitated, Wshe was not combative when the use of force was implemented.

2. Per review of security services incident reports, the form listed a selection of interventions, including “FAHC
Handcuffs and FAHC Mace.” During interview on 3/10/11 at 11:30 AM, security officer #1 said “it (pepper spray)
would be the last resort... it's been used once in my 5 and ¥; years.... It was used on a patient who weighed about 300
pounds who was using karate kicks and punches.” The Vice President of Hospital Services provided documentation
on 3/11/11 at 2:10 PM concerning the use of pepper spray at Patient #17 which occurred on 2/6/2008

C. Per review of security services incident veport dated 2/6/08, pepper spray was used on Patient #17 on
Shepardson 6, the locked inpatient psychiatric unit. Per documentation in the repori, Patient #17 was “acting
out...walked past the nurse’s station several times and performed several marshal arts stances towards staff...
make an impression of a gun and made the impression of shooting us. Security proceeded to the hallway
where h/she took off his socks clenched Wher fist and took up a defensive stance towards staff... refused
several commands to calm down and come with security towards the seclusion room... became combative with
staff and had to be placed on the floor to control him and prevent hther from harming staff... picked up off the
floor and taken to the seclusion room... began to kick door, nursing staff went to the nurse’s station...to get
medications... security personnel verbally commanded h/her to back away from the door... charged with
clenched fists and was pushing s/o (security officer) out of the room... continued to be combative.... Security
staff and this officer deployed OC, (Oleoresin Capsicum) spraying 1 second burst in the face...”

D. Per review of security services incident report and record review, Patient #16, who was admitied on 9/14/10
to the cardiac unit attempted to leave the hospital to smoke during the evening shifi. Nursing notes stated
“nurse and charge nurse went with patient to 1" floor where he tried to exit the building. A transport member
prevented h/her firom exiting and the patient became violent striking out at anyone that attempted fo stop h/her.
Code 8 called and security restrained the patient/: When securily responded, one of the security officers
observed the patient and two staff members involved in a 'struggle.” The report by security stated “...the
patient at one point was in a standing position when I ordered the patient to lay on the ground or I would
spray hiher (patient #16). I pulled my OC (pepper spray) out and aimed it... I chose not to use the OC.... On
seeing the OC canister h/she (patient #16) appeared to pass out and go to the floor,,.,, h/she began to move
around on the floor as if to appear to have a seizure... Staff holding the patient let go and I instructed them to
that patient appeared to be faking. Staff again held the patient... the patient was held to the floor on h/her
back... I instructed staff to roll Wher (patient #16) on stomach. ASP restraints were applied for his/her
protection as we as staff.” Per interview on 3/11/11 at 1:50 PM, the Vice President of Hospital Services
confirmed that the pepper spray container was directed at Patient #16 but was not used by security. Per
record review, Patient #16 was admitied to the cardiology for recurrent chest pain and LOC (loss of

consciousness) episodes. A neurology consult note siated that Patient #16 had seven episodes of foss of
consciousness on 9/14/10 prior to the above event.

During the afternoon of 3/10/11 when surveyors informed the hospital of the Inmnediate Jeopardy related to the use of
ASP Trifold Restrains and pepper spray, the Vice President of Quaiity and Operational Effectiveness was not aware
that ASP Trifold Restraints and pepper spray were being used by security personnei. During review of the hospital’s
Quality program on 3/11/11 at 11:05 AM, the Director of Patient Safety stated that no changes were implemented to
the use of ASP Trifold restraints following their use on Patient #7 on 1/24/11. Per interview on 3/11/11 at 2:08 PM,
with the Vice President of Hospital Services stated “we looked at the regulations and thought it (pepper spray) was
okay.... It was used for safety and not for therapeutic reasons.”
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Fletcher Allen Plan of Correction
In reference to tracking of patient events related to security interventions the following actions have been taken:

The . “Security Incident Report” which is used to document physical interventions by Fletcher Allen Security
Officers will be revised to include a “Response Debrief.” A debrief will be conducted by Security Officers following a
response to a Code 8. The debrief will include the members of the clinical team in addition to the security team. The
debrief form now includes a prompt for the team to file a SAFE report in the event of an injury. The “Security
Incident Report” will be forwarded to the Manager of Security who will review for compliance with deployment of
security related interventions. Cases requiring a second level review (those that result in injury, altercation or that the
team has identified opportunity for improvement) will be forwarded to the Director of Security and the Vice President
of Hospital Services.

Trended reports related to security responses will continue to be reviewed as part of the security management report
made to the Environment of Care (EOC) Committee and the Restraint Committee. The EOC Committee is comprised
of a muitidisciplinary team. It is chaired by the Vice President of Hospital Services and includes but is not limited to
representatives from Security, Supply Chain, Nursing, Infection Control, Patient Safety and Regulatory. The Restraint
Subcommittee is comprised the Managers of from Security, Regulatory, Emergency Department, Medical Surgical and
Rehabilitation. Any identified areas of improvement will be feedback to the areas leadership for action. These reports
are part of Fletcher Allen’s integrated performance improvement process.

The Response Deébrief tool and revised process will be implemented on 4/8/2011. The revised process will be
presented at the 4/27/2011 EOC Committee meeting for approval.

The Environment of Care (EQC) Committee and the Restraint Committee report out to the Standards of Operation
Committee, chaired by the Chief Medical Officer. The contents of the reports are shared at the Organization’s Quality
Council Committee.

In addition to the “Security Incident Report” the Institute for Quality Regulatory Team reviews all code 8's that result
in restraint for compliance with policies and procedures. Case reviews now a standing agenda item on the Restraint
Committee Meeting

As of 5/3/2011, The Director of Purchasing will ensure that there is always a review of purchase requests for
restraint products and ensure that comparison of the restraint products on the purchase requests is made against
the approved restraint devices outlines in the Fletcher Allen Restraint Policies and catalogued in the item master of the
Materials Management Information System. . Any restraint order being placed that does not conform to the devices
listed in the policies and/or catalogued in the item master of the Materials Management Information System will be
reviewed by the Vice Presidents ‘

The Nursing Directors will communicate electronically to their nursing managers the new Security Response
Debriefing process by 4/22/2011. Also highlighted will be the practices outlined in the Fletcher Allen Restraint
Policies titled: Restraints for Medical, Surgical and Behavioral Health Indications on Non-Psychiatric Units and
Restraint and Seclusion: Behavioral Health/Psychiatric Emergency. Included in the electronic communication will be
the approved restraint types defined by the Fletcher Allen Policy. The new Security Response Debriefing process and
approved restraint types will be communicated to staff via April 2011 Notes on Nursing.

The Vice President of Hospital Services communicated electronically on April 18, 2011 to the security team the
acceptable restraint devices as outlined in the Fletcher Allen Restraint Policy titled: Restraint for Medical , Surgical
and Behavioral Health Indications on Non Psychiatric Units, and restraint and seclusion: behavioral health/psychiatric
emergency. A thorough review of the revised Code 8 debrief protocol was conducted by the Director of Security at the
April 12, 2011 staff meeting. A communication on the change was sentto Security Staff on April 6, 2011. Also
reinforced at the staff meeting was the use of the Burlington Police Department as a resource in the event that extra

support is needed.
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A 395 482.23(b)(3) RN SUPERVISION OF NURSING CARE
A registered nurse must supervise and evaluate the nursing care for each patient.

This STANDARD is not met as evidenced by: Based on observations, record review and staff interview, the hospital
failed 1o evaluate the use of side rails for 1 applicable record reviewed (Patient #3) Findings include:

1. Observations during a tour of Shepardson 6 on 3/8/11 at 11:00 AM with Nurse #1, side rails were observed on
patient beds. Nurse #1 confirmed that all beds have four side rails, Nurse #1 further stated that staff don't use
the side rails as restraints and patients can elevate the side rails if they choose to. Nurse #1 further stated

“for a geriatric paiient we might put up the top half rail bul is not considered a restraint. !

On 3/8/11 at 1:45 PM, Patient #3 was observed in bed with two half-rails elevated at the head of the bed. Per
record review, although Patient #3 was identified as being at high risk for falls, there was no assessment
related to the use of side rails, Per interview on 3/8/11 at 4:10 PM and 3/9/11 at 9:10 AM, Nurse #]
confirmed that half-rails were used for Patient #3. Nurse #1 said the side rails were not used as restraints and
possibly were used to access the call system, but staff were concerned about Patient #3's behavior and risk for
falls. Nurse #1 state “we could improve... maybe other areas of the hospital use and assessment that we could

3

use.

2. During the initial tour of the Shepardson 3 unit on 3/8/11 at approximately 10:30 AM; and on 3/1 il at
approximately 9:15 AM, the following rooms were observed to be equipped with 4 side rails: Rooms 332, 333,
311, 323. On 3/10/11 at approximately 9:30 AM on Shepardson 3, Nurse #4 indicated when Housekeeping
prepared the room for admission; the 2 upper rails were lefi in the raised position. H/she added, the patient
then decided if they wanted them up or down. Nurse #4 also said patients had an assessment for Fall Risk that
was completed daily and included side rails; however, there were no individualized or specific assessments for
the use of side rails.

Fleicher Allen Plan of Correction

The inpatient Psychiatry nursing flow sheet was updated by the Nurse Manager to include assessment of side raiis. On
3/25/2011, the Psychiatry Nurse Manger communicated the expectation that side rail assessment be included as part of
the unit’s nursing assessment. The Nurse Manager will review nursing documentation for compliance with side rail
assessments and give feedback to staff as required, beginning 4/4/2011.

A 396 482/23 (b)(4}) NURSING CARE PLAN
The hospital must ensure that the nursing staff develops and keeps current a nursing care plan for each patient.

This STANDARD is not met as evidenced by: Based on observations, record review and staff interview, the hospital
failed to ensure that nursing staff developed a nursing care plan for 2 of 3 patients (#26 and #27), and failed to ensure
a care plan included the use of C-PAP (continuous positive airway pressure) machine for one patient (#28). Findings
include: '

1. Patient #26 was admitted to the Shepardson 3 psychiatric unit o 3/6/11 with diagnoses which included Suicide
Ideation, Depression (chronic), Substance Abuse, Dissociative Identity disorder, Bulimia and Family Conflict.

Review of the Interdisciplinary Treatment Plan dated 3/7/11 identified problems as: depressive symptoms, suicidal
ideations with plan; relationship problems, and substance dependence (THC - tetrahydrocannabinol, the major
psychoactive compound in cannabis). The section for Psychological Interventions was not completed. The last page of
the Care Plan was only signed by the Therapist on 3/6/11.
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Observation on Shepardson 3 unit on 3/8/11 at approximately 10:30 AM upon entrance to the unit, found the normally
unlocked exit door to be locked. Interview with the Psychiatrist following the tour, revealed the locked status was due
to a patient who had been attempting to leave the unit. The Psychiatrist explained he/she did not there was a
therapeutic benefit for this patient to be transferred to the Shepardson 6 unit, which was locked at all times.

Interview with Nurse #4 on 3/9/11 at approximately 10.00 AM revealed the Care Plan did not indicate Patient #26
was a flight risk. There was no revision to reflect the specific problem, or interventions to be implemented,

2. Patient #27 was admitted 1o Shepardson 3 Psychiatric unit on 3/2/11 to 3/8/11 with diagnoses which included
Suicide Ideation, Cervical pain, History of ETOH (alcohol), Migraine and Mood Disorders.

Review of the Interdisciplinary Treatment Plan dated 3/3/11 identified Problems as: Suicidal Risk. The section for
Psychological Interventions was not completed. The last page of the Care Plan was not signed by the Therapist.
Interview with Nurse #4 on 3/9/11 at approximately 9:40 AM revealed the Interdisciplinary Care Plan should be

completed within 24 hours of admission. '

3. Patient #28 was admitted to Shepardson # Psychiatric Unit on 2/16/11 with diagnoses which included Severe
Anxiety, Depression, Hypertension, and Hyperlipidemia. Treatment to included ECT (electroconvulsive therapy).

Review of the Pre-Admission Referral Summary dated 2/16/11 indicated the patient had a C-PAP (continuous
positive airway pressure machine} for aprea. Review of the Interdisciplinary Treatment Plan dated 2/17/11 did not
include a reference to the use of a C-PAP machine. Review of the Inpatient Psychiatry Treatment Plan update
dated 2/24/11 revealed a Physician, Social Worker, and Therapist signature, however, there was o signature for
Nursing. On 3/10/11, an interview with Nurse #3 on Shepardson 3 at approximately 9:30 AM revealed patient #28
did not use a CPAP machine. '

Fletcher Allen Plan of Correction

Following the rules set forth in the “Local Coverage Determination (LCD) for Psychiatric [npatient
Hospitalization” (L29838), clinical staff will be educated on the completion of “Inpatient Psychiatry Multi-
disciplinary Treatment Plans” and “Multi-disciplinary Treatment Plan Updates.” The psychiatry Nurse Educator
will reinforce the education provided on nursing care plans, utilization, documentation and the required updates by
4/12/2011. The Medical Director of inpatient Psychiatry will educate the providers on “Inpatient Psychiatry
Multi-disciplinary Treatment Plans” and “Multi-disciplinary Treatment Plan Updates” by 4/12/2011. Daily audits
of the “Multi-disciplinary Treatment Plan” (initial and updates) will be conducted by Activity Therapies with
feedback to the Nurse Manager and Medical Director beginning 4/4/2011. Monthly care plans audits will be
conducted an RN Clinical Auditors from the Institute for Quality with feedback to the Nurse Manager and Nurse

Wholu A 89S-Poc. Accepled Q}QQ‘@,%@’)

A 438 482/24 (b) FORM AND RETENTION OF RECORDS

The hospital must maintain a medical record for each inpatient and outpatient. Medical records must be accurately
written, promptly completed, properly filed and retained, and accessible. The hospital must use a system of author
identification and record maintenance that ensures the integrity of the authentication and protects the security of all
record entries.

This STANDARD is not met as evidenced by. Based on observation and staff interview the hospital failed to ensure
that all medical records were properly stored in a location that protected them from potential fire and/or water
damage. Findings include:

During a tour on 3/7/11 ar 3:15 PM improper storage of medical records was observed at an off campus medical

records location. Active patient records were observed stored on metal shelves, however in several locations multiple
records were stored without protection on top of metal shelves throughout the storage avea with some stacks heights to
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be from 6 to 15 inches sitting in close proximity to sprinkler heads. If the sprinkler heads were prompted o disperse
water, the improperly stored records would be in direct contact with water as it was expelled from the sprinkler heads
and subject to destruction. The observation was confirmed by the Director for Health Information Management at the
time of the tour.

Fletcher Allen Plan of Correction

The Director of Health Information Management removed the medical records that were stored on top of the metal
shelves at the UHC location on 3/10/2011. This action was communicated to the survey team prior to the exit interview
on 3/11/2011, The Environment of Care team led by the Safety Specialist will continue to conduct Environmental
Safety Rounds (ESR) to access appropriateness of record storage. Feedback regarding results of the ESR is
communicated as appropriate to Fletcher Allen leadership.

3% Hao|n ~Poc Aacepled Ot Qectidash ~

A620 482.28(a)(1) DIRECTOR OF DIETARY SERVICES

The hospital must have a full-time employee who-
(1) Serves as director of the food and dietetic services;
(if) Is responsible for daily management of the dietary services, and
(iii)  Is qualified by experience or training.

This STANDARD is not met as evidenced by: Based on observation, staff interview and record review, the Director of
Nutrition Services failed to assure that dietary staff implemented the policy for monitoring of refrigeration
temperatures in accordance with safe food handling practices. Findings Include:

Per observation during a tour of the kitchen and dietary areas with the Director of Nutrition Services and other
dietary staff on 3/8/11 commencing at 10:10 AM, refrigeration temperatures and/or temperature logs revealed
multiple days when temperatures exceeded the safe range for storage of perishable foods and there was no evidence of
actions taken. Out of range temperatures were recorded daily for freezer #1 for all of February and daily in March,
with ranges from 14-24 degrees F (Fahrenheit). The thermometer siated that the temperature for freezer #1 was 25.8
degrees during the tour. There were also multiple days when logs for kilchen refrigerators #2, 4, 10 & 13 were out of
range at 40 - 44 degrees F for the early AM temperature check. Logs for reach-in refrigerators in the Harvest Café
revealed nwltiple days when temperatures were out of range at 40 — 41 degrees. Per review, the hospital’s P/P
“Cooler/Freezer Temperature Chart Standards for Nutrition Services™ siated “If a cooler or freezer lemperature is
out of compliance, (at or below 39 degrees F for coolers and at or below 0 degrees for freezers) it will be reported
intmediately to the supervisorflead on duty. (T?) the designated staff will take the following course of action and
document by number in the column on the form and circle the cooler or freezer which is out of compliance". The out of
remge temperatures were not circled on the logs reviewed and there was no evidence of any remedial action taken per
the policy. These omissions were confirmed during eh interview with the Director of Nutrition Services on the
afternoon of 3/8/11 afier policy review. '

Fletcher Allen Plan of Correction

The freezer referenced above was removed as requested by the Director of Nutrition Services on 3/11/2011, prior to
the survey team’s departure. Nutrition Policy “Nutr0004010" has been revised to clarify the process regarding
documentation of corrective actions related to monitoring of refrigerator temperatures. The policy was reviewed with
all nutrition supervisors and education regarding the process for entering electronic maintenance requests will be
completed by the Director of Nutrition Services by 4/26/2011. The Environment of Care team led by the Safety
Specialist will continue to conduct Environmental Safety Rounds (ESR). Feedback regarding results of the ESR is
communicated as appropriate to Fletcher Allen leadership.

A701 482.41(a) MAINTENANCE QF PHYSICAL PLANT,
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The condition of the physical plant and the overall hospital environment must be developed and maintained in such a
‘manner that the safety and well-being of patients are assured.

This STANDARD is not met as evidenced by: Based on observation and interview; the hospital failed to ensure the
environment was maintained in a safe manner. Findings include:

Per observations made during the physical enviromment tour on 3/8/11 and 3/9/11 there were loose hand rails in the
Sfollowing locations:

1. Qutside the labor and delivery lounge

2. Across from roonr 40143 in the west pavilion

3. Between rooms 489-490 on Baird 4

4. Between rooms 574-575 on Shepardson 3

The above observations were confirmed by the facility Quality Assurance representative accompanying the surveyor al
eh time of the observations.

Fletcher Allen Plan of Correction

The handrails referenced in the following locations have been secured:
Qutside the Labor and Dehvery lounge
Across from room 40143 in the West Pawllon
Between rooms 48%2-490 on Baird 4
Between rooms 574-575 on Shepardson 5

The Environment of Care team led by the Safety Specialist will continue to conduct Environmental Safety Rounds
(ESR). Feedback regarding results of the ESR is communicated as appropriate to Fletcher Allen leadership
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A702 482.41(a)(}) EMERGENCY POWER AND LIGHTING

There must be emergency power and lighting in at least the operating, recovery, intensive care, and energency rooms,
and stairwells. In all other areas not serviced by the emergency.supply source, battery lamps and flashlights must be
available.

This STANDARD is not met as evidenced by: Based an observation and siqff interview, the hospital failed to ensure
emergency lighting was available at all outpatient offices where surgical procedures are performed. Findings include:

Per observation of one oulpatient clinic on 3/11/11, it was observed that although there is a system to illuminate the
hallways in case of a power outage, only flashlights and glow sticks are available to illuminate the procedure rooms in
case of a power outage. Per review of billing codes for March 1, 2011 through March 10, 2011, surgical procedure
are performed in the two procedure rooms ai eh ouipatient clinic. Per interview on 3/11/1 , at approximately 9:45 AM,
one clinical staff person stated that if the lights go out “we have flashlights in the rooms". Per interview, a second
clinical staff person stated that if the lights went out during a procedure. Staff would “make sure the flashlights were
on so they could finish the procedure”.

Fletcher Allen Plan of Correction

An evaluation as to the appropriateness of installing additional battery pack lighting has been conducted by the Vice
President for Medical Group Operations. Based on the completed evaluation, the Vice President for Hospital Services
will oversee the addition of lighting to identified areas. A purchase order for the lighting and installation was placed
on 3/19/2011 and the work will be complete by 4/14/2011. Inspection, testing and maintenance shall be performed by
Facilities Management in compliance with NFPA101.7.9.3. This will be scheduled via the Facilities Management work
order system. To ensure the placement of appropriate emergency lighting, the evaluation as to the need for emergency
lighting has been added to the facility design guidelines and site activation process.
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A724 482 41(c)(2) FACILITIES, SUPPLIES, EQUIPMENT MAINTENANCE
Facilities, supplies, and equipment must be maintained 10 ensure an acceptable level of safety and quality.

This STANDARD is not met as evidenced by: Based on observation and confirmed by interview the hospital failed to
assure laminate hoods in the pharmacy were maintained in an acceptable level of quality and safety. Findings include:

Based on observation on 3/9/11 at 1:30 PM of the main pharmacy area, two of four laminate hoods where IV solutions
are prepared had discolored and degraded paint on the outsides of the preparation area. The identified areas were
tacky to the touch and although degraded to the frame in several pinpoint areas, did not appear to flake off the frame.
Per interview at 1:50 PM on 3/9/11, Pharmacist # 1 confirmed that the areas were indeed degraded.

Fletcher Allen Plan of Correction

Stainless steel cover plates were instailed on the laminate hoods used for IV solution preparation on 3/30/2011,

Inspections of hood surface integrity will be added to the bi- annual hood recertification process.
A-1a4 P.OC Acoephes ~ dlaofi! dosho
A 749 482.42(a)(1) INFECTION CONTROL OFFICER RESPONSIBILITIES

The infection control officer or officers must develop a system for identifying, reporting, investigating, and controlling
infections and communicable diseases of patients and personnel.

This STANDARD is not met as evidenced by: Based on observation, staff interview and record review, hospital staff
failed to adhere to aseptic technigue during 2 applicable observations of treatment/care provision; failed to ensure
consisteni monitoring of temperatures and relotive humidity was conducted and monitored in Central Sterile
Processing; and fatled to ensure equipment in disrepair was not used in the operating rooms. Findings include:

1. Per observation of set up procedures for a hemodialysis machine on the Medical Intensive Care Unit (MICU) on
3/8/11 at 3:25 PM, the Hemodialysis Technician (HD) attached the blood chamber for the CRIT-LINE to the Optifhux
dialyzer with the same gloves used to move the trash can closer to the dialysis machine. The contamination of the
dialyzer/set up was immediately confirmed with the HD and the Director of Renal/Transplant Services. After the
observation, the equipment was disposed of and a new set-up was initiated.

2. Per observation, on the afternoon of 3/8/11, Nurse #2 failed to maintain proper infection control and hand hygiene
technique during a dressing change procedure. After sanitizing his/her hands and donning clean gloves, the nurse
touched his/her face mask, adjusting the fit over the nose and contaminating the glove, and then proceeded to remove
the dressing covering the catheter insertion site on the neck of Patient #40. During interview, immediately following
the procedure, Nurse # stated s/he did not recall touching his/her mask during the process of changing the dressing.
Per review the facility’s policy titled Hemodialysis Vascular Access: Central Venous Catheter (CVC) Care and
Maintenance, dated October 2010, identifies the procedure for CVC Site Assessment and Care which include; don
mask and gown, perform hand hygiene and don gloves, proceed to open sterile supply packages and remove the
dressing, '(be careful to avoid contaminating the insertion site)’, '

3. During Environment of Care Safety Audits, which includes siaff from the Infection Control department, surveillance
of the Central Sterile Process (CSR): (the department within the hospital that processes, issues, and controls
professional supplies and equipment, both sterile and non-sterile, for some or all patient-care areas of the facility}
failed to identify the lack of policy and process for the ongoing moniloring of temperatures and relative humidity in all
CSR locations. Per national standards developed by AAMI (Association for the Advancement of

Medical Instrumentation) hospitals are expected to monitor and maintain temperatures and relative humidity within
recommended levels in all locations associated with Central Sterile Reprocessing \CSR) tolil1CTudede-contamination,
preparation & packing and stevile storage. Monitoring and maintaining temperatures and relative humidity at specific
parameters is recommended to prevent microbial and bacterial growth in packaged sterilized material and
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instruments, Per Centers for Disease Control (CDC) and Health Care Infection Control Practice Advisory Committee
(HICPAC) Guidelines for Environmental Infection Control in Health-Care Facilities 2003 states " ... Relative humidity
levels>60%, in addition to being perceived as uncomfortable, promote fungal growth .. " During a tour of CSR on
3/9/11 at 1:50 PM a review of the hospital's monitoring process jor temperature and humidity control was reviewed,
Per observations of a Dickson humidity and temperature chart recorder in the sterile stores area, the temperature
reading was 69 degrees Fahrenheit (F) and the relative humidity was 15.2. (Per AAMI guidelines ST79 2006 3.3.65
relative humidity in sterile storage is not to exceed 70% and in other CSR locations humidity should be kept between
30-60 %. Optimal temperatures is I 75 degrees F in sterile storage; 68 - 73 degree F in preparation & packing: and
60-65 degrees F in decontamination area). When asked how the relative humidity and temperature levels were
monitored the Director of CSR confirmed the only process presently was for staff to remove the graft chart from the
monitoring device weekly, replace with a new grafi sheet and place the completed graft chart in a notebook. No daily
monitoring and/or review policy existed to assess if relative humidity and temperature levels met recommended
parameters in all 3 locations within CSR that have Dickson humidity and temperature monitoring devices. Recommend
parameters were not made available to staff for monitoring lemperatures and relative humidity nor was a process
developed for notification if a problem was identified. In addition, the lack of monitoring and review of relative
humidity and temperatures also was performed at the Fanny Allen outpatient surgical location. This deficient practice
was also confirmed on 3/10/11 at 8:30 AM by the Director of CSR.

4, Staff in the peri-operative area failed lo adhere to infection control standards when an operating room table
extension with torn and cracked vinyl was not removed from use. On the morning of 3/9/11 while touring the operative
suite area, staff were observed preparing an operating room for the next surgical case. Utilizing the table extension
with several breaks in the integrity of the vinyl surface compromised effective disinfection of the surfaces, In an
addition, 2 other operating rooms table extension were noted to be stored on the floor in the operating room. These
observations were confirmed by the interim nurse manager for Surgical Services to be breaches in infection control
practices and a potential compromise of patient safety.

Fletcher Allen Plan of Correction

The Fletcher Allen policies “RENL00074 and RENLO09” were revised to clarify the section on aseptic technique.
These revisions were completed by the Dialysis Assistant Nurse Manager and the Manager of Infection Prevention.
The Assistant Nurse Manager will educate the acute dialysis unit staff on the revised policies and procedures by
4/26/2011. Fletcher Allen is participating in 8 CDC collaborative to reduce infections. The audit tool developed by this
CDC collaborative will be used to monitor compliance with asceptic technique. The Infection Prevention team will
perform asceptic technique audits during April 2011 and provide feedback to the Assistance Nurse Manager. In
addition, the Assistance Nurse Manager will implement “peer” asceptic technique monitoring audits. The results will
be reviewed monthly at staff meetings. '

The palicy entitled “Monitoring of Temperature and Relative Humidity in Central Reprocessing” was developed and
implemented by the Central Sterile Reprocessing (CSR) Director on 3/11/2011. This policy outlines the ongoing
monitoring, required documentation and required follow-up activity if the temperature and humidity exceed the
acceptable ranges. CSR staff was educated to the policy by the Director of CSR on 4/1/2011. Compliance with the
revised policy will be monitored weekly by the CSR Charge. Audits regarding compliance with the revised policy will
be incorporated into Environmental Safety Rounds beginning 4/26/2011.

Vinyl Mattresses in Peri-operative Services were inspected by Managers and their designee on 3/31/2011, Mattresses
in need of replacement were removed from service and replacements were ordered with an anticipated delivery date of
4/18/2011. The Peri-operative managers reviewed the importance .of infection prevention using the appropriate
policies. The importance of infection prevention and the role and responsibility to include mattress inspection and
equipment handling was presented by the Nurse Manager /educator at the unit staff meeting on 4/ 14/2011. Pen-
operative Managers will assess the integrity of mattresses and appropriate equipment handling in use in the Peri-
operative setting as part of their daily rounding process
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If the hospiial provides surgical services, the services must be well organized and provided in accordance with
acceptable standards of practice. If outpatient surgical services are offered the services must be consistent in quality
‘with inpatient care in accordance with the complexity of services offered.

This CONDITION is not met as evidenced by: Based on observations, staff interview and record review the Condition
of Participation: Surgical Services-was-not mel as evidence by the hospitals failure to monitor temperature and
humidity levels in the Central Sterile Processing locations, Jailure to ensure access to the operative and recovery area
is limited to authorized individuals and failure to provide emergency lighting in out patient areas where surgical
procedures are conducted. Findings include:

] Per national standards developed by AAMI (Association for the Advancement of medical Instruments) hospitals are
expected o monitor and mainiain lemperatures and relative humidity within recommended levels in all locations
associated with Central Sterile Reprocessing (CSR) to include decontamination, preparation & packing and sterile
storage. Monitoring and maintaining temperatures and relative humidity at specific parameters is recommended to
prevent microbial and bacterial growth in packaged sterilized material and instruments. During a tour of CSR on
3/9/11 at 1:50 PM a review of the hospital's monitoring process for temperature and humidity control was reviewed.
Per observations of a Dickson humidity and femperature chart recorder in the sterile stores area of CSR the
temperature reading was 69 degrees Fahrenheit (F) and the relative humidity was 15.2. (Per AAM!I guidelines ST79
2006 3.3.65 relative humidity in sterile storage is not to exceed 70% and in other CSR locations humidity should be
kept between 30-60 %. Optimal temperatures is 75 degrees F in sterile storage; 68 - 73 degree F in preparation &
packing; and 60-65 degrees F in decontamination area.) When asked how the relative humidity and temperature levels
were monitored, the Director of CSR confirmed the only process presently was for staff to remove the graft chart from
the monitoring device weekly, replace with a new graft sheet and place the completed graft chart in a notebook. No
daily monitoring and/or review policy existed to assess if relative humidity and temperature levels met recommended
parameters in all 3 locations within CSR that have Dickson humidity and iemperature monitoring devices.
Recommended parameters were not made available (o staff for monitoring temperatures and relative humidity nor was
a process developed for notification if a problem was identified. In addition, the lack of monitoring and review of
relative humidity and temperatures also was noled to exist at the Fanny Allen outpatient surgical location. This
deficient practice was also confirmed on 3/10/11 at 8:30 AM by the Director of CSR. |

2. During a tour on the morning of 3/9/11 with the Director of Peri-Operative Services the McClure entrance 10 the
peri-operative area was observed to be unsecured creating potential access to the operative suites and recovery areas

by unauthorized individuals. Although all other entrances to the peri-operative area are secured requiring employee

ID badge authorization to access the area, the McClure entrance is not equipped with a badge ID monitoring system.

An unauthorized individual can press the automatic door opemer, travel down a corridor where stretchers and

equipment are stored and enter into the operative suites area which is also not secured. In addition, both the McClure
peri-operative door entrance and the entrance leading directly into the operating suites are not distinctly marked |
either on the floor or doors warning unauthorized individuals are not permitied to enter. T hese observations were |
confirmed by the Director of Peri-Operative services at the time of the tour:

3. Per observation of one outpatient clinic on 3/11/11, it was observed that although there is a system to illuminate the
hallways in case of @ power outage, only flashlights and glow sticks are available to illuminate the procedure rooms in
case of a power outage. Per review of billing codes for March 1, 2011 through March 10, 2011, surgical procedures
are performed in the two procedure rooms at the outpatien! clinic. Per interview on 3/117H, at approximately 9:45
AM, one clinical staff person stated that if the lights go oui "we have flashlights in the rooms". Per interview, a second
clinical staff person stated that if the lights went out during a procedure, staff would "make sure the flashlights were
on so they could finish the procedure”.
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Fletcher Allen Plan of Correction

The policy entitled “Monitoring of Temperature and Relative Humidity in Central Reprocessing”™ was developed and
implemented by Central Sterile Reprocessing (CSR) Director on 3/11/2011. This policy outlines the ongoing
monitoring, required documentation and required follow-up activity if the temperature and humidity exceed the
acceptable ranges. CSR staff was educated to the policy by the Director of CSR on 4/1/2011. Compliance with the
revised policy will be monitored weekly by the CSR Charge. Audits regarding compliance with the revised policy will
be incorporated into Environmental Safety Rounds beginning 4/26/2011.

Regarding the security of the McClure Peri-operative door entrance, the Director of Security, Parking and Safety has
identified a solution. Installation of an Operating Room door lock and door release system for this entrance is
scheduled to occur on 5/1/2011. The Director of Facilities Management will ensure that appropriate signage distinctly
marking the McClure Peri-operative door entrance and the entrance leading into the operative suites is installed by
4/7/2011. '

An evaluation as to the appropriateness of installing additional battery pack lighting, has been conducted by the Vice
President for Medical Group Operations. Based on the completed evaluation, the Vice President for Hospital Services
will oversee the addition of lighting to identified areas. A purchase order for the lighting and installation was placed
an 3/19/2011 and the work will be complete by 4/14/2011. Inspection, testing and maintenance shall be performed by
Facilities Management in compliance with NFPA101.7.9.3. This will be scheduled via the Facilities Management work
order system. To ensure the placement of appropriate emergency lighting, the evaluation as to the need for emergency
lighting has an added to the facility design guidelines and site aeﬁivation process.

ool (YpQoctidras D ﬂc@@pa}ez)k

A1005 482.52(b)(3) OUTPATIENT POST-ANESTHESIA EVALUATION
{The policies must ensure that the following are provided for each patient]

A post-anesthesia evaluation completed and documented by an individual qualified to administer anesthesia, as
specified in paragraph (a) of this section, no later than 48 hours after surgery or a procedure vequiring anesthesia
services. The post-anesthesia evaluation for anesthesia recovery must be completed in accordance with State law and
with hospital policies and procedures, which have been approved by the medical staff and which reflect current
standards of anesthesia care.

This STANDARD is not met as evidenced by: Based upon record review and.interview, the facility failed to document
complete post anesthesia-evaluations;, A review I of 7-patients who had received anesthesia services revealed
~ documentation by the individual qualified to administer anesthesia did not contain qualitative elements that addressed
their recovery from anesthesia and in 1 of I applicable anesthesia evaluations, the writlen evaluations were mostly
identical. (Patient #28) Evidence includes the following:

1. Record review for Patient #28 revealed a procedure requiring general anesthesia was ordered initially twice a week
on 2/12/11 and increased to three times a week on 3/1/11. On 2/18/11, the first procedure was conducted. The post
anesthesia evaluation conducted on 2/18/11 read: “the patient has been evaluated, assessed and discharged from
anesthesia care with stable cardiovespiratory function and acceptable mental status, pain management, body
temperature, fluid balance, nausea/vomiting control and Aldrete score. Additional monitoring and assessment needs
have been addresses. If present, postoperative events are documented below". There was no qualitative data that
indicated what "acceptable mental status" was nor "stable respiratory function or the type of anesthesia that was
administered. On 2/21/11, the post anesthesia evaluation read as: "the patient has been evaluated, assessed and
discharged from anesthesia care with stable cardiorespiratory function and acceptable mental status, pain
management, body temperature, fluid balance, nausea/vomiting control and Aldrete score. Additional monitoring and
assessment needs have been addresses. If present, I postoperative events are documented below”.

On-2/25/11, the posi-anesthesia evaluation read as: "the patient has been evaluated, assessed and discharged from
anesthesia care with stable cardiorespiratory function and acceptable mental status, pain management, body
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temperature, fluid balance, nausea/vomiting control and Aldrete score. Additional monitoring and assessment needs
have been addresses. If present, postoperative events are documented below”.

On 3/2, 3/4, 3/7, 3/9/11, the post anesthesia evaluations all read os: “the patient has been evaluated, assessed and
discharged from anesthesia care with stable cardiorespiratory function and acceptable mental status, pain
management, body temperature, fluid balance, nausea/vomiling control and Aldrete score. Additional monitoring and
assessment needs have been addresses. If present, postoperative events are documented below”. During an interview
with the Health Care Service Director in the afternoon of 3/9/11, the documentation of the post anesthesia evaluations
were discussed, The "canmed" language is a choice in the electronic system that the provider has an option to choose.
The anesthesia providers discuss and confer with clinical staff in PACU (Post Anesthesia Care Unit) and use the
clinical signs documented by PACU staff. If no issues, they choose from the drop down menu the canned language as
noted above. It was confirmed that looking directly at the post anesthesia evaluations, clinical indicators are not
present but the system could be changed so that all applicable clinical elements to measure anesthesia recovery could
be included in their system. :

Fletcher Allen Plan of Correction

The Chair of the Department of Anesthesia will ensure the inclusion of the following patient specific clinical
information in the electronic health record (EHR): blood pressure, pulse, respirations, temperature, oxygen
saturation, type of anesthesia administered, mental status and pain score. The Medical Director of Anesthesia will
communicate the changes to the Department of Anesthesia by 4/26/2011, An RN from the Institute for Quality will
conduct monthly chart audits to monitor compliance with completion of the post-anesthesia evaluation. Feedback
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regardini compliance will bg fo§arded to the Chair of the Department of Anesthesia for appropriate action.

A 1104 482.55(a)(3) EMERGENCY SERVICES POLICIES
[If emergency services are provided at the hospital--]

(3) The policies and procedures governing medical care provided in the emergency service or departinent are
established by and are a continuing responsibility of the medical staff. This STANDARD is not met as evidenced by:
Based on staff interview and record review the facility failed to establish policies and procedures governing the
provision of medical care by Physician Assistant (PA) in the ED (Emergency Department). Findings include:

Per record review, Patient #55, who had been recently diagnosed with GBM (Glioblastoma muliforme, a type of brain
cancer), was hospitalized for a period of 3 weeks duration for treatment of complex medical issues, including,
Preumocystis carinii pneumonia, septic shock, DVT (Deep Vein Thrombosis} of the left leg as well as bilateral
Pulmonary Emboli (blockage of arteries in the lungs) and Atrial Fibrillation (condition related to heart riythm). The
patient received anticoagulant medication as part of their treatment, and was discharged from the hospital on 6/15/10.
Patient #55 presented to the ED just 3 days later, on 6/18/10, complaining of left leg pain, and, despite the available
information from the recent hospitalization regarding the patient's medical history, the PA did not consult with the
supervising Attending physician and failed to conduct any diagnostic studies when assessing the patient’s medical
condition. Patient #355 was diagnosed, at that time, with Sciatica (velated fo irritation of the sciatic nerve) and
discharged back to a SNF (Skilled Nursing Facility). Patient # returned to the ED, again, 3 days later, on 6/21/10,
 with ongoing pain, and the ED physician, who provided the patient's care at that time identified that the patient had a
"complex medical hx (history) for GSM and chemo .... " and included lab and diagnostic imaging studies as part of the
assessnient. The lab studies identified a significant drop in blood levels requiring blood transfusion, and a CT of the
pelvis revealed retroperitoneal bleed (bleeding internally into the membrane that lines the abdominal cavity in the
area of the lower back), and the patient was subsequently readmitted to the hospital for treatment.

Per interview, at 9:50 AM on 3/10/11, the Medical Clinical Leader, responsible for the oversight of quality of care
provided in the ED, stated that, although there is a supervising Altending Physician available in the ED at all times,
there was no formal process in place for assuring ongoing/continuing assessment of the medical care provided by P4s,
and no policy or guidelines that clearly defined when a P4 would be requived to consult the Attending physician
regarding medical care of ED patients. The Clinical Leader stated there is an expectation that a PA will consult with
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the Attending physician when a patient presents with a "complex" case, however that determination is left solely to the
individual PA's judgment. S/he also stated that although there is an expectation that PAs will consult the Attending if
they are considering use of advanced imaging studies, particularly CT or MRI, there is no policy or protocol to assure
consistency of that practice. In addition, the Clinical Leader stated that the process for conducting ongoing assessment
of medical care provided by PAs in the ED includes: a requivement to attend at least 50% of the monthly Quality
Meetings where case review is conducted; end an informal process of veview PA records, conducted by the Clinical
Leader, on those PAs with whom he works, during clinical shifts that sthe is scheduled as a supervising Attending. S/he
Sfurther stated that they are currently in the process of developing policies and procedures for assuring
ongoing/continuing assessment of medical care provided by PAs to ED patients.

Fletcher Allen Plan of Correction

An Emergency Room Physician Assistant (PA) Scope of Practice and Delineation of Privileges document was updated
on 3/24/2011 by the ED Medical Director to articulate attending oversight. Specifically, PA’s are now required to
present all triage level 3 patients to an Attending for consultation. The ED Medical Director updated the ED providers
regarding the Scope of Practice changes on 3/24/2011. The Emergency Department “Ongoing Professional Practice
Evaluation” (OPPE) process used to identify practice trends that impact the quality of care, has been updated to
include PA evaluation criteria based on sample chart reviews. Criteria include appropriate diagnostic tests, completion
of medical exam, documentation of pain at discharge, condition at discharge, final disposition and appropriateness of
care are reviewed at the provider level. These criteria will be used for cases reviewed as part of the Emergency
Department Quality Assurance process for cases that retun within 72 hours of discharge.
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