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To Report Adult Abuse: (800) 564-1612
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May 15, 2015

Mr. Jeff Rothenberg, Administrator
Vermont Psychiatric Care Hospital
350 Fisher Road
Berlin, VT 05602

Dear Mr. Rothenberg:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
February 4, 2015. Please post this document in a prominent place in your facility.

Sincerely,

”‘?&Zﬁm‘ C(?Mﬂu,%

Suzanne Leavitt, RN, MS
Assistant Division Director
Director State Survey Agency

Developmental Disabilities Services Adult Services Blind and Visually Impaired
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A 000 ; INITIAL COMMENTS A 000

An unannounced pn-site survey was conducted
{ by staff from the Vermont Division of Licensing
and Protection, as authorized by the Centers for ]
Medicare and Medicaid Services, to Investigate a
complaint (#12932) and a mandated self-report of |
alleged patient abuse (#12864). The following
regulatory viclations were found, j
A 145|482 13(c){3) PATIENT RIGHTS: FREE FROM A 145 \
| ABUSE/HARASSMENT |

|
The patient has the right to be free from all forms
' of abuse or harassment.

This STANDARD is not met as evidenced by:

Based on staff and patient interviews and record ! f
review, the hospital failed to ensure all patients '

were free from verbal harassment for 1 of 10
applicable patients. (Patient # 2). Findings
include:

Per record review on 2/3/15 & 2/4/15, Patient #2 !
was admitted to the hospital on 11/19/14 with |
!

severe OCD (Obsessive Compulsive Disorder
associated with anxiety characterized by
recurrent, unwanted thoughts and repetitive
| behaviors). During. Patient #2's hospitalization,
+ certain "triggers” and "fears" have resulted in
- maladaptive behaviors which have impacted the ,
+ patient's ability to sustain and maintain !
compliance with hospital rules, medication
. administration, activities of daily living and food
- consumption. Since admission various behavioral | i
| plang have been developed by the treatment !
 tearn (Psychiatrist, psychotogist, social worker, '
| nursing and recreationai therapy) to inciude very
specific schedules to address personal hygiene,
: asceptance of meals and prescribed medication.

TITLE {X8) DATE

LABQRATORY DIRECTOR'S OR PRO RISUPPLIER REPRESENTATIVE'S SIGNATURE
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whather or not e plan of correction is provided. For nursing homes, tha above findings and plans of correction are disclosable 14

following the date of survey !
days foltowing the dets these documents are made avallabla to the facility, If deficiencies ars cited, an approved plan of carraction Is requisile to continuad

pregram parllcipation,
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- interaction with the patient uniess specifically

“ Per physician progress note for 1/02/15, Patient |
- #2's attending psychiatrist states; " We all have

difficulties trying to find a consistent and recovery
Centered approach and everybody wants a magic !
formula”. Record review noted evidence of '
various. approaches to assist both Patient #2 and

1 staff to manage hisfher day to day siressors,

T

However, on the evening of 1/3/15 and 1/4/15
the evening Charge Nurse decided sthe would
manage Patient #2's behaviors by directing staff
to play a role in "planned ignoring” {behavioral
management strategy used to reduce attention
seeking behaviors). During the course of both
evening shifts, staff were directed to ignore
Patient #2's requests, to include special
accommodations previpusly provided to assist
with the patient's significant QCD, forbidding any

s+ directed by the charge nurse. Per written

- statements obtained on 1/5/15 by Administration
i from staff assigned on 1/3M15 and 1/4/15 noted

, staff were told to not engage with or answer

| requests from Patlent #2. Staff described Patient
#2 as visibly upset, cryirg and pleading for
assistance through out the evening. Witnesses
described the charge nurse as "taunting" Patient |
1 #2 by repeatedly asking the patlent to play a
i horseshoe game. The patient continuously !
refused, saying "No", expressing increased
agitated and emolional frustrating with each
repeated request made by the Charge Nurse over

and over again.

| A second reported interaction transpired at the
I nurses station on 2/6/15. Palient #2 approached |
' the nurses station requesting staff to call the

| hursing supervisor or on call physician regarding

| the escalating anxiety s/he was experlencing, |
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' attempting to seek help from staff outside the |
_unit, At that point the Charge Nurse opened the |
, door to the nurses station and Patient #2 grabbed
I the door and slammed !t shut. Per witness
1 accounts, the Charge Nurse continued to reopen
; the door to the nurses station approximately 5-7
times , each time smiling and laughing at the
patient, inciting and provoking the patient, who
then slammed the door, Per interview on the
| afternoon 2/4/15, a staff member described
Patient #2 during the door slamming incident as
‘ “...angry, yelling and hysterical...." Per interview
on the aiterncen of 2/4/15 the evening Charge
Nurse confirmed the door slamming incident,
jdentifying it as a physical “distraction”, assisting
! the patient to "deescalate”,

[
1
'

! Per review of Precaution Monitoring Special

| Consideration/15 minute observatinn record for
both 1/3/15 and 1/4/15, staff had recorded during
the evning shift on 1/3/15 from 3:00 PM fo 7:00

! PM Pattent #2 was observed to be

i "restless/troubled; afraid & anxious; angry talking
or behavior; possible internal stimulation and

, expresses or appears sad”. On 1/4/15 staff again

[ recorded similar observations from 4,00 PM

- through 11:00 PM. These behaviors were not
cbserved on 1/3/15 or 1/4/15 on the other shifts

. {(7:00 am - 3:00 PM or 11:00 PM - 7:00AM).

; i
Per Psychology Service Progress note for 1/5/15
at 1430 notes: Patient #2 ". .reparted that her/his ,'
anxiety level has been "through the roof” the past
several days because s/he feels that most siaff l
don't understand her/him..." to include the [
diagnosis of OCD. Sthe reported that the anxiety |
leve! has been so bad that sine thought about |
kiling herself." S/he further requested a transfer |
off the unit to get away from staff who were |

i
4
1
|
!
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triggering behaviors. Per interview on 2/4/15 at
10:30 AM the Licensed Psychologist confirmed
"planned ignoring” was not part of Patient #2's

| treatment ptan nor was it recommend to be used
j with OCD, especially not with Patient #2. |t was

i further confirmed nursing should not be :
i determining such a technique be used to manage

i Patient #2's behaviors. |

Per a Physician Progress Note dated 1/6/05at
l 15:30, Patient #2's Psychiatrist states:"S/he also -

had complaints about the staff not been available !
i to work with (Patient #2) or talk to her/him over
!'the weekend mainly during second shift. [ got the
i report that many people thought that this
1 approach was not productive." Per interview on
1 24115 at 11:35 AM, the attending psychiatrist !
reconfirmed "planned ignoring"” was "...never part ! i
: of the plan...” and the evening Charge Nurse
' should not have instituted this behavioral
. technigue. The Psychiatrist stated decisions such
i as this are only determined through discussions
with the treatment team. Further noting "planned
i ignoring" was inappropriate and not used in
t psychiatry for patients with OCD.

| Per interview on 2/4/15 at 1:40 PM, Patient #2

' confirmed the events which occurred during the 2

- evening shifts on 1/3/15 and 1/4/15. Sthe
expressed how emctionally difficult it was to have

| staff lgnore herfhim. Patient#2's account of the

' gvents concurred with staff statements and

, specifically acknowledged the evening Nurse

{ Manager had "harassed” herhim during both
evening shifts. The patient also noted s/he should

: not have been subjected to "planned ignoring”

; and all staff involved should have refused tobe | ;

. compliant with direction of the evening Charge ;

! Nurse. . _
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A 154  48213({e) USE OF RESTRAINT OR SECLUSION
|

l 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
cosreion, discipline, convenience, or retaliation by

, staff. Restraint or seclusion may only be imposed
; to ensure the immediate physical safety of the
| patient, a staff member, or others and must be

I discontinued at the eartiest possible time.

This STANDARD is not met as evidenced by:

| Based on staff interview and record review, the
| hospital failed to assure that 1 of 6 applicable
patients in the targeted sample was released
from seclusion at the earliest possible time.
(Patient #1). Findings include:

2/3/15 the patient was secluded and
! administered emergency involuntary medication
on 11/6/14 after attempting to physically assault

l'and then threatening to kill the psychiatrist.

' Although the seclusion and subsequent

; edministration of involuntary medication was

!' determined to be necessary, thera was a lack of
documentation to show evidence of the continued °
' need for seclusion after 2250 hours.

. Per the psychiatrist notes of 11/5/14 at 2245

. kift me and rapidly approached down the haliway.
i When a steff member tried to intervene, patient
' came within a few inches of staff", (hands raised
per the Registered Nurse) "and threatened to kil
“him/her." (The patient was offered PRN
medication and had refused this.} The patient
was restrained at 2155 hours and brought to the
" seclusion room. In the seclusion room, “the

Per raview of the medical record for Patient #1 on :

, hours, "hefshe became enraged ,....threatened to-

]

i
i

|
i

|
|

|
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A 154 Continued From page &5 A154
patient remained severely agitated... When |
attempted to speak with him, .....he began to :
slam.. head repeatedly on the seclusion room
door". The psychiatrist ordered emergency
medication to be given, including Haldol, 5 mg.
{milligrams), Ativan 2 mg., and Benadryl, 50 mg.
L.M. (intramuscularly) and this was sdministered ;
by the nurse at 2205 hours, per the CON - |
{Certificate of Need) documentation flow sheet.
Per review of the "Emergency Seclusion/Restraint
Record” log of recorded patient behaviors at
, designated times, at 2250 hours, the patient was
i coded to be 'restless and confused’; at 2305 ;
"hours the patient was coded as 'confused’; at
2320, the patient wes coded as ‘resting/RN
notified'. At 2330 hours, the seclusion ended, Per
review of the RN assassment of need to continue
seclusion beyond 1 hour, Section 2 of the CON,
Fg. 2 of 4, the RN wrote "calming but still
! incessantly talking at 2250 hours”, 'The patient
- drank offered water :
[ During interview on 2/4/15 at 2:25 PM, the ADON
! {Assistant Director of Nursing Services)
confirmed that the RN documentation regarding
i the need for continued seclusion lacked evidence
i that the need continued until 2330 hours. The
descnptors used to dascribe the behaviors did not
"indicate a risk of serious harm continued after
1 2250 hours,
A 395 | 482.23(b)(3) RN SUPERVISION OF NURSING ! A 395
i CARE

A reglstered nurse must supervise and evaluate §
!  the nursing care for each patient. j
|

!

i

§ This STANDARD s not met as evidenced by:
: Based on staff and patient interview and record
i review, the RN (Registered Nurse) failed to follow
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the current care and treatment plan established |

* by the treatment team tc manage the behaviors
. of 1 of 10 patients in the total sample. (Patient #2)

; Regarding a targeted sample of 6 patlents who

were restrained, RNs failed to consistently ‘

; perform an assessment of one patient who had |

i undergone a restraint procedure, to assure that |

there were no possible injuries sustained, in

accordance with accepted standards of nursing |

practice and hospital nursing documentation ! ;
|
i

policy.. The Patient was affected on 2 cccasions.
! (Patient #1).

! Findings for Patient #2 include;

11, Per record review on 2/3/15 & 2/4/15, Patient

: #2 was admitted to the hospital on 11/19/14 with

! severe OCD {Obsessive Compulsive Disorder

! associated with anxlety characterized by 4

i recurrent, unwanted thoughts and repetitive '
| behaviors), During Patient #2's hospitalization, |
certain "triggers” and "fears” have resulted in , . |

» maladaptive behaviors which have impacted the b !

| patient's ability to sustain and maintain ‘

| compliance with hospital rules, medication

~administration, activities of dally living and fond
consumption. Since admission various behavioral ; : ,
plans have been developed by the treatmant ;

' team [Psychiatrist, psychologist, social worker, | I

| nursing and recreational therapy) to include very |

1 specific schedules to address perscnal hygiene,

* acceptance of meals and prescribed medication.

i Per physician progress note for 1/02/15, Patient

( #2's attending psychiatrist states: * We all have

I difficuities trying to find a consistent and recovery |

. centered approach and everybody wants a magic i

- formuia”. Record review noted evidence of [ {
varlous approaches o assist both Patient #2 and | : i

Event iD: LVFAT Facilily ID: 08162013 If continuation sheet Pags 7 of 11
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A 385 I Continued From page 7

| staff to manage his/her day to day stressors.

|

' However, on the evening of 1/3/15 and 1/4/15 the
evening Charge Nurse decided sthe would E

; introduce a new plan of treatment to manage
Patient #2's behaviors by directing staff to playa

; role in "planned ignoring" (behavioral ;

- management stratagy used to reduce attention

+ seeking behaviors). During the course of both

; averiing shifts, staff were directed to ighore

i Palient #2's requests, to include special ;
accommodations previously pravided to assist |

I with the patient's significant OCD Within the new |

| “plan” staff were forbidden any interaction with |

“ the patient unless specifically directsd by the
charge nurse. Per written statements from staff

. datad 1/5/15, who witness events on 1/3/15 and

114115 noted staff were told to not engage with or
answer requests from Patient #2. Staff described |
Patient #2 as visibly upset, crying and pleading

: for assistance through out the evening.
Witnesses described the charge nurse as

i "taunting” Patient #2 by repeatedly asking the

: patlent to pley a harseshce game. The patient

" continubusly refused, saying "No", expressing

. increased agitated and emotional frustrating with

i each repeated request made by the Charge

i Nurse.

: )
" A second reported interaction transpired at the !
nurses station on 2/5/15. Patient #2 approached |
the nurses station requesting staff to call the i
' nursing supervisor or on cali physician regarding
the escalating anxiety s/he was experiencing, ;
i attempting to seek help from staff outside the i
unit. At that point the Charge Nurse opened the
_door to the nurses station and Patiant #2 grabbed l
' the door and slammed it shut. Per withess I
: accounts, the Charge Nurse continued to reapen

|
£
{
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' the dor to the nurses station approximately 5-7
“times , each time smiling and laughing at the
patzent inciting and provoking the patient, who

i then slammed the door. Per interview on the

I afternoon 2/4/15, a staff member describad
Patient #2 during the door slamming incident as

- ...angry, yelling and hysterical...." Per interview |
on the afternoon of 2/4/15 the evenmg Charge

| Nurse confirmed the door stamming incident,
identifying it as a physical "distraction”, assisting

: the patient to "deescalate". This mode of

"deescalating” for Patlant #2's behaviors was not

| part of of the treatment/nursing plan. ;

' Per Psychology Service Progress note for 1/5/15
, at 1430 notes: Patient #2 "...reported that her/his
I anxiety level has been "through the roof* the past

| . several days because s/he feels that most staff
; don't understand her/him..." to include the

j diagnosis of OCD. S/he reported that the anxiety

| level has been so bad that s/he thought about

. killing herself.” S/he further requested a transfer
off the unit to get away from siaff who were
triggering behaviors. Per interview on 2/4/15 at
10:30 AM the Licensed Psychologist confirmed

, "planned ignoring” was not part of Patient #2's

' treatmant plan nor was it recommend to be used

! with OCD, especiatly not with Patient #2. it was
“further confnrmed nursing should not be
: determining such a technique be used to manage l
Patient #2's behaviors. The Licensed ,

, Psychologist stated "..not a nursing function”. g

! Per a Physician Progress Note dated 1/5/05 at |
+ 15:30, Patient #2's Psychiatrist states; "Sthe also |
had compiaints about the staff not been available '
“tg work with {Patient #2) or talk to her/him over ‘
the weekend mainly during second shiit. | got the |
, report thet many people thought that this

FORM CMS-2567(02-99) Provious Versione Obsolste Event tD: LVFH{1
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approach was not productive.” Per interview on

+2/4/15 at 11:356 AM, the attending psychiatrist

i reconfirmed “planned ignoring” was "...never part |

| of the pian...* and the evéning Charge Nurse

, should not have instituted this behavioral

| technique. The Psychiatrist stated decisicns such
as this are only determinéd through discussions

! with the treatment team. Further noting “planned
, ignoring” was inappropriate and not used i in !
psychlatry for patients with OCD.

" Per Interview on 2/4/15 at 1,40 PM, Patient #2
; confirmed the events which occurred during the 2
. evening shifts on 1/3/15 and 1/4/15, Sthe
» expressed how emotionally difficult it was to have
- staff ignore her/him and being subjected to

| “plannead ignoring” plan of treatment instituted by |
i the evening Charge Nurse without the approval of
| ' the Treatment Team.

! Findings for Patient #1 include:

2. Per review of the CON (Certfficate of Need) |
and Treatment Plan Addendum for Seclusion !
- dated 11/5/14 and 11/15/14 for Patient #1, RNs |
failed to document assessment of possible injury
after the patient required hands on manual
restraint for transpart to the seclusion room.
. Section 1 includes a check box which should be
“completed if the patient required manuat restraint
! during the seclusion process. For each of the
. CONs completed for 11/5/14 and 11/15/14, the
check box stating “Was patient checked for i
Injuries?" was blank, |
. Per review of the hospital's Nursing Procedure -
- Restraint/Seclusion Care Tasks, .2, #8,
" Addressing Injuries; any indication ofpossib!e
"injury should be reported. No evidence of
; assessment for injury was documented on the i
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CON. The faiiure of nurses to document
assessment for possible injury after manual
' restraint was confirmed during interview with the
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Vermont Psychiatric Care Hospital — Plan of Correction .
Unannounced on-site survey on 02/04/2015 — survey report dated 02/12/2015
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Completion
Date

An unannounced on-site survey was
conducted by staff from the Vermont
Division of Licensing and Protection, as
authorized by the Centers for Medicare
and Medicaid Services, to investigate a
complaint (#12932) and a mandated self-
report of alleged patient abuse (#12864).
The following regulatory violations were
found.

A 145

482.13(c)(3) PATIENT RIGHTS: FREE
FROM ABUSE/HARRASSMENT

The patient has the right to be free from
all forms of abuse or harassment.

This STANDARD is not met as evidenced
by: Based on staff and patient interviews
and record review, the hospital failed to
ensure all patients were free from verbal
harassment of 1 of 10 applicable patients
(Patient #2).

The questionable behaviors by the registered
nurse {will be referred to as RN Y) toward the
patient (will be referred to as Pt Z) occurred on
C Unit during 2™ shift on Saturday and Sunday,
lanuary 3 and 4, 2015.

The behaviors were reported verbally by a
mental health specialist (MHS} to the Nurse
Manager tate afternoon of Monday, January 5.
RN Y was not at work Monday, Tuesday or
Wednesday of that week.

The Nurse Manager (NM) instructed the MHS to
document the events on a Patient Event Form.
The NM also asked this MHS and two other
MHS who witnessed these behaviors to each
write thorough descriptions of what they
witnessed. Two MHS’s completed Patient Event
Forms describing these behaviors. Three MHS's
wrote descriptive statements of RN M's
behaviors toward this patient. This all occurred
late afternoon of 1/5/15.

The NM discussed these reports with the
Associate Director of Nursing (ADN} during the
afternoon of 1/5/15. The ADN informed the
Director of Nursing (DON) by phone.

On the morning of 1/6/15, the NM met with the
DON. The DON reassigned RN Y to A-B Unit
where she would have no contact with Pt Z. RN
Y was not scheduled to work on 1/6 or 1/7.

The DON submitted a report to Adult Protective
Services {APS) of the alteged abuse. The DON
consulted with State of Vermont Department of

Human Resources (DHR) to determine whether




or not an investigation for misconduct was
indicated. DHR indicated that an investigation
for misconduct was indicated. When an
investigation for misconduct of a classified
employee is to be initiated by DHR, the
supervisor is prohibited from addressing the
topic of the misconduct investigation behavior
with the employee and prohibited from directly
investigating the issue being investigated by
interviewing other staff members.

Because RN Y has been employed at VPCH and
its predecessor institutions, VSH and GMPCC,
for 9 years, had a positive work history with no
record of having mistreated a patient, RN Y was
permitted to continue working at VPCH, on
units separate from Pt Z, during the APS and HR
investigations.

VPCH Director of Nursing asked the APS
investigator to prioritize this investigation. The
APS investigator agreed to do so.

The Director of Nursing received a letter from
APS on March 11, 2015 stating that the
allegation that RN Y had abused and neglected
Pt Z had been substantiated. RN Y was
immediately placed on administrative leave.

On April 6, 2015, the Director of Nursing
reported the finding of substantiation to the
Vermont State Board of Nursing.

VPCH Quality convened a Peer Review meeting
on April 9, 2015, comprised of the Director of
Quality, Associate Director of Nursing, and the
Mental Health Specialists {(MHS} who wrote
Patient Event Forms describing the incidents
under review. The third MH5 who wrote a
narrative report of the incidents was on medical
leave secondary to an injury that occurred away
from the workplace.

The MHS's who participated in this peer review
stated that when they first reported their
concerns to the Nurse Manager (NM) on March
6, the NM encouraged them to complete Event
Reports and to write narrative descriptions of
these events. The MHS stated that they have
experienced no negative consequences from
having reported their concerns about RN Y's
behavior toward Pt Z on the weekend of March
4 and 5, 2015.

January 8,
2015

March 11,
2015

April 9,
2015
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The MHSs involved in this Peer Review were
asked to identify any factors that inhibited their
willingness to report these observations.

The single factor these M HSs identified was
their regret that reporting these events could
result in serious negative employment-related
consequences for RN Y, and it was not their
intention to cause harm to this RN.

The MHSs involved in this Peer Review were
also asked to identify any internal system
changes that could have assisted them to have
reported these events earlier. The MHSs were
not able to identify any internal system changes
that could have resulted in their reporting these
events earlier.

Summary: The behavior of RN Y toward Pt Z on
the weekend of January 4 and 5, 2015 as
reported by MHSs and substantiated by Adult
Protective Services meets the definition of
abuse as stated in the VPCH Mandatory
Reporting Procedure.

The investigation by the State of Vermont
Department of Human Resources has been
completed and submitted to the Commissioner
of DMH for a final decision. RN Y remains on
administrative leave.

VPCH Quality and VPCH Bepartment of Nursing
analyzed VPCH policies, procedures, staff
education, training and internal communication
processes and have not identified aspects of
policy, procedure, education, training or
internal communication processes that require
correction as a result of these interactions
between RN Y and Pt Z. The conclusion of this
analysis is that the findings identified in this
survey resulted from deficiencies in job
performance, rather than from systemic
processes and factors that require correction.
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482.13(e} USE OF RESTRAINT OR
SECLUSICN

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, canvenience, or
retaliation by staff. Restraint or seclusion
may only be imposed te ensure the
immediate physical safety of the patient,
a staff member, or others and must be
discontinued at the earliest possible
time.

The STANDARD is nat met as evidenced
by: Based on staff interview and record
review, the hospital failed to assure that
1 of 6 applicahle patients in the targeted
sample was released from seclusion at
the earliest possible time. (Patient #1).

In the deficiency cited, VPCH agrees that the
documentation by the mental health specialist
(MHS) of patient behavior while in seclusion did
not indicate a risk of serious harm after 2250,
yet the patient remained in seclusion until
2330.

Corrective Actions: The Emergency
Secfusion/Restraint Record where direct care
staff document patient behavior while in
seclusion or mechanical restraint has been
revised. This form provides prompts that
instruct the MHS when to cali for an RN to
assess the need to continue seclusion or
mechanical restraint.

The behaviors listed from which MHS staff
select to describe patient behavior has been
revised to increase specificity. Several
additional patient behaviors have been added
to the maonitoring form that prompt the staff
observing to notify an RN to assess the need for
continuing seclusion or restraint.

Nursing and mental health specialist staff
participated in revising the form. RN's were
educated to respond promptly to each request
ta assess the patient, in addition to the required
one-hour reassessments. The new form was
implemented on April 15, 2015.

Quality staff audit these forms as part of the
ongoing review of emergency involuntary
procedures documentation on the first working
day following the emergency procedure. Quality
has intensified attention to this aspect of
documentation and provide corrective feedback
if 1) the MHS staff do not notify an RN and
reqi.lest an assessment of the need to continue
the EIP when the documentation indicates a
need, and 2) if RN staff who provide the
assessment of the patient, who do not find that
the patient can be released safely, fail to
document an assessment expiaining why a risk

April 15,
2015

February
5, 2015
and
ongoing
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of serious physical harm would remain if the
patient were released at that time from
restraint or seclusion.

Nursing Supervisors, who are present in the
hospital 24/7/365, and who are already
responsible for leading a debriefing with staff
following each emergency involuntary
procedure {EIP), were assigned responsibility
for reviewing nursing and physician
documentation as soon as possible following
each EIP. Whenever possible, this review of
decumentation should be done in collaboration
with the Charge Nurse. The expectation is real-
time review of documentation and immediate
corrective feedback and education to the
clinical staff member who documented, which
will allow the author of the documentation to
make necessary additions and corrections.

Result since 2/5/15: There have been no
occasions when 1) an MHS did not notify an RN
when the documentation indicated a need for
an assessment of the need to continue the EIP,
and no occasions when 2) an RN failed to
document an assessment explaining why a risk
of serious physical harm would continue if the
patient were released as that time from
restraint or seclusion,

April 1,
2015 and
ongeing

May 4,
2015

A 395

482.23(b)(3) RN SUPERVISION OF
NURSING CARE

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

The STANDARD is not met as evidenced
by: Based on staff and patient interview
and record review, the RN {Registered
Nurse) failed to follow the current care
and treatment plan established the
treatment team to manage the behaviors
of 1 of 10 patients in the total sample.
{Patient #2)

Regarding a targeted sample of 6
patients who were restrained, RNs failed
to consistently perform an assessment of
one patient who had undergone a
restraint procedure, to assure that there
were no possible injuries sustained, in

in the deficiency cited, VPCH agrees that
following one manual restraint procedure, the
RN did not document that following the manual
restraint, the patient had been checked for
injuries in the example cited.




accordance with accepted standards of
nursing practice and hospital nursing
documentation policy. The Patient was
affected on 2 occasions. {Patient #1)

Quality staff audit these forms as part of the
ongoing review of emergency involuntary
procedures documentation on the first working
day following the emergency procedure. Quality
has intensified attention to this aspect of
documentation and provides corrective
feedback whenever this section of the form has
not been documented correctly.

Nursing Supervisors, who are present in the
hospital 24/7/36S, and who are already
responsible for leading a debriefing with staff
following each emergency involuntary
procedure (EIP), were assigned responsibility
for reviewing nursing and physician
documentation as soon as possible following
each EIP. Whenever possibla, this review of
documentation should be done in collaboration
with the Charge Nurse. The expectation is real-
time review of documentation and immediate
corrective feedback and education to the
clinical staff member who documented, which
will allow the author of the documentation to
make necassary additions and corrections.

Result since 2/5/15: On five separate occasions
{2/10/15 X 2 - 2/11/15 - 2/17/15 — 3/25/15)
five different RNs falled to document having
checked the patient for injury following a
manual or mechanical restraint. Corrective
feedback was provided to each RN by Quality.
In every case, the RN involved reported having
checked the patient for injuries following the

“restraint, and each acknowledged having

neglected to check the box to affirm that. Each
RN corrected his/her documentation. Since
3/25/15, this section of all CONs for restraint
has been completed correctly.

February
5, 2015
and
ongeing

April 1,
2015 and
ongoing

May 4,
2015
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