7~~~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

January 5, 2016

Mr. Kevin Donovan, Administrator
Mt Ascutney Hospital

289 County Road

Windsor, VT 05082-2000

Dear Mr. Donovan:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
December 9, 2015. Piease post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed. '

Sincerely,

“JZSMCDMM,%

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

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection ' Vocational Rehabilitation
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(XAHD SUMMARY STATEMENT (F DEFIGIENCIES [ D PROVIDER'S PLAN OF CORRECTION 6]
PREFIX {EAGH DEFIGIENGY MUST BE PREGEDED Y FULL i PREFIX {EACH CORRECTIVE AGTION SHOULD B8 GOMPLETION
TAG REGULATURY OR LSG IZENTIFYING INFDRMATION) S Y- CROZZ.MEFERENCED TO THE AFPROFRIATE | DATE
. DEPIGIENCY) '
C 000 INITIAL COMMENTS € oco
An unannounced on-sile survey was completed C271 - Patlent Care Policies
by the Vermont Divislon of Licensing snd Policy ~ Falls Prevention
_Pratection on 12/5/15 to investigate a compialnt The Cllriical Incident Prevention Team Policy
| (#14088). The following regulatory violatiens will be revised to refleet that all falls will be
| were found, raviewed by the Cinlcal Incidant Prevention
C 271| AB5.835(s)(1) PATIENT CARE POLICIES C 274 Team (CIP) team. Revision ta this policy will be)  2/1/16
! 'presented for approval to the Quallty Councll
- The CAl's healt care services are furnished in jat the January 28th meeting, While awalting
i | accordance wrth.appropnale writlen policies that poilcy approval, ail falls will be reviewed by the
: l are conslatent with applleable State law, Quality team and the CIP team, ,
I This STANDARD is not met a8 evidenced by: Process :
Based on staff interview and record review, the ilbai ‘
| CAH (Gritical Accass Hospital) falked o provida Z:: f°,','1°‘:]t?egn‘:rm“ willbe implemented for
" tare and services in accordance with established p tlfv ' ga ,JEI\.IIR B aii
pollctas for 2 of 5 applicable patients in the , atien dre ViR bocumen at'oln .
sample. (Patiants #1 and #3) Findings Include; * Unon admission, the Conley Fall Risk Assess-
mentwiil be completed as part of the Admission
1. Per review of CAH polity Falls - Pravention Assessment process.
| and Managemant Iast revised on /14, slaff failed * Subsequent to admission, the Conlay Fali Risk
tto inltiate "Post-Fall Mahagamean!® interventions :Assassmant will completed a minimum of daily
+ for Patlent #3 who sustained 6 falls during 42 s For any patlent with a score of two or greater
days of hospltalization. Patient #3 was admitted on the Conley Fall Risk Assassment or post 4
oh 7/1/15 with end stage Lymphoms. At the tima decumented fall durfng the current admission,
of admission and per CAH policy, Patient #3 was a Fall Risk Plan of Care Is requirad.
}a:sseas_ed to ba at risk for falls using the Conley's « Interventions wlil be customized to Individua
Bc?clltsai?g gfs'gﬁgr:;?%trgltfgl?jfr?;g of "6 (s [ patients needs as Indicated by the assessment
* hospitalization should Inttiate fall prevention ‘:;;t[aenn; f:'lr[' z':ﬁ"he?”ﬂ:;?z:?é :: : ';: "
strategies). Par Falls - Pravantion and ded b ' d ?1 akec e ditt
| Management policy, nursing stalt wars to develop heeded based an changes in patient condition.
| & Care Plan in an effort to *.,.eliminate or mitigata * Ail Interventions documented “not met”
. contributory factars and develop fall prevention require a comment,
i slizleglas appropriate to patient's Identified risk.", . + Post any fall, all steps as outllned In the
however e Care Plan was not developed 1o Patiant Fails Policy wlil be followed Including
i addrass Patient #3's continued falis. Thera was "the completion of tha Cemner Ad Hoc Post Fall
| alsa & faiiure to dogument in the patient's record Assessment which will become part of the
when sihe sustained falls on 7M11/16, 7H1511 5, patlent's permanengealth record. /2 .
L - (22D 0
LABORATURY D Emn'rrs OR PROVIIERISLRPLIER REPRESENTATIVES SIGNATURE TITLE v 7 (45} DATE
é""‘w AJ < Py e Prasidant and Chief Executive Officar 12/30/15

Any deficlency statement snding with an aslerlsk (7) denctes 8 defiviency whioh the institution may be excused from corrasting peoviding it is detarmined that
uther sefeguards provide sufficlent protaction to tha palignts. (§#e Instiuctions } Except for muratng homes, the findings steted sbove ar disclosable 90 days
following the date of survey whelher or ol @ plan of correction Is provided, For nuraing harnas, the abava findings and plans of eotraclion sre distlosable 14

dayz (oilowing the date these documents are mada avallable 1o the faciil
program panicipation.
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FORM CME-2567(02-54) Praviols Vareiona Obsolate

FORM APPROVED
- CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISLIPPLIERICUA (¥2) MULTIPLE CONSTRUCTION {x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
' c
471302 8. WING 12/09/2015
NAME OF PROVIDER OR SURRLIER STREET ADURERS, GITY, STATE, ZIP CODE
288 COUNTY ROAD
MT ASCUTNEY HOSPITAL WINDSOR, VT 08089
T gD - SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
FRESIY | (EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) I 7Y CROBS.REFERENCED TO THE APFROFRIATE OATE
DEFICIENCY) l
. ' .| Administrative '
C 27 | Continued From page 1 | C 271, * Within 24 hours past every patient fall, a I
" 727115 and 8/1/15 as per policy. The omissions member of the nursing team Is required to
! of a Care Plan for falls and nursing note compiete a Quantros Risk Management Report.
' ducumentation was confirmed by the Director of " Each fall will be fully Investigated by the
| | Patlant Care Services on 12/ B/15 at 2:10 PM, | nurse manager or designee within 72 hours OfT
fali,
2.3, Per raview of the medical record for Pafient ; « The nurse manager's or designea's follow-up |
#1 on 12/8M15, nursing staff failed to accuraiely I will be added to the origlnal Quantros and is tol
document the reason for the use of medicat intlude the; who what, where, when why and
| rastrainis In accordance with the hogpital's how of the fall, The report will also include
; . Palicy/Progcedure titied "Restraints”, ravised 1716, follow-up actions taken regarding equipment,
| | The policy stated that nurses are responsible for {anvirenmant and/or any staff intervention and
i documenting the reason for the resraint and Iw[ll reflect any changes made to the patlent’s ;
evidence of less restrictive intarventions plan of care as appropilate,
previously attempted and ineffective. Per review « If a patient has fallen multiple times during
 of the documentation for the 3 restraint dates in .a contiguous admission, a multidisclplinary !
| July for Patent #1, nurses included Incarrect thuddie’ will be pull |
e pulled together to discuss
[ reasans for e restraints per physictan ordara epportunities for mitigating the risk of Eurther
and failad to adequately show evidence of al h "';:"‘ iy nitles ror ¥ gating tthe Nurse M
| Ineffective but previously tried Interventians Jfais. This team wi consist of the Nurse a“ag f
utiizad prior to restraint application. This was or Designee, Quallty/Risk, Providar, Care
s sonfiemed with during interviews with a Charge Mznagermentand others as Indicated. The. out-
RN ({Registered Nurse) and CNO (Chief Nursing come of the ‘huddle’ will be documented in the
| Officarion the days of 12/8/16 and 12/8/15, :Quantros as weli as represented In the Plan of
' 2.b. Perrecord raview ragarding a fall that * Falis will be noted on the Dally Safety Huddie
i oocutrad on 7/8/16 for Patient #1, nurses Failed o tracktng form to Improve the awaraness of this.
| docurnant the event in the Quantros Safely Risk 'risk issue at an organizatlonal level.
Menagement (SRM) System completsly and * The falls risk policies, assessmeant, interven-
acourately, per policy “Adverse Events and Near - | tions and documentation will become an annual
* Misses “, ¥l Procadure, A.1. “When entering a competency evaluation for staff on the Acutaﬂ
i report........ 88 much delsl| 8g possible 1s Swing, Rehab and ED units. :
entouraged”, Staff falled to Inchuda Important l Education
! information including the time of tha fall, where * A mandatoty, face-to-face, didactic experiential
I the patiant was last observed priar to he ! leducatlon sesslon will be provided to ail nursin
unwinessed fall, what were contributing factors staff within one month of the CMS aceeptance
including any medications admintstarad and what of this COP response plan.
ware recommendations for improvement « This education will; review the Intentand !
- Inaccuraia information stated that the care plan ax . S o |
. : pectations as autlined in our policy, will
j reflected fall prevention when there was no care | I mphasize the documentation r s
: plan for fall preventton. Factors that leg tothe eme Li Lo M' A rgql-:i.ief en/ [
Event |0 XZ2B1 Facllity Ity; 471302 It eonlinuglion shest Pags 2¢cf7
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event failed to mention that the alarm wasg not put
on the bed after changing linens. The report was
reviewed by QA and referred to the Nurse
| Manages for investigation, Although the Nurse
fanager did provide stafl re-education and follow
' up gftar the falt, Inggcuracies and incomplete data
| weie not addressed at the nursing or QA level of
evant follow up.
2, c. Perreviaw, nurses falled to conduct a fall
_assgssment as part of the admission assassment
| for Patient #1, who had right sidad weskness
¢ after a recent stroke. Per the policy, "Fails- |
Pravention and Managaement”, 6/14, il Policy, C.
All inpatients at MAHHC are asgessed upan |
I sdmiasion using the Conley's Falls Assesamant,
D. All patients will heve standard appropriate
inlerventions initiated per the Gonley”s Fall Risk
[ Assessment.” |
| Par review of the admission assessmeant for the
patient dated 6/19/15, thers wes no fall
pssassment completed as regutrad and per
review of the care plan, thare was no writlen cara
! plan for fali risk. The patient did experience a fall
an 7/8/15 and there wes no alarm in place atthe |
timea of the fall. These concems weare confiimed
with the Charge Nurse and CNO oh 12/9/15. |
48%.635(d}(4) NURSING SERVICES

' A nursing care plan must be developed and kept
| current for each inpalient. ;
This STANDARD is not mat as evidenced by: |
' Based on staff interviaw and record review,
nurses falled 1o develcp and keap current a care
’ plen to address the identified needs for 3 of 5 l
" inpatients in the sample. {Fatieats #1, #3 and #4). I
Findings include: .

1. Psrraview of the care plan for Patiant #1 on |

FORM APPROVED
CENTERE FOR MEBICARE & MEDICAID SERVICES OMB 0. 0938-0391
STATEMENT OF OFFICENCIES [X1) PROVIQER/SUPFLIERUCLIA (#2) MULTIPLE CONSTRUCTION [X3) DATE SURVEY
AND PLAN OF CORRECYION IDENTIFIGATION NUMBER: A BULDING COMPLETED
c
471302 B, WiNG 12100/2015
NAME QF PROVIDER QR SUPPUER STREET ADDRESS, CITY. ATATE, 2P CODE ’
285 COUNTY ROAD
MWT ASCUTNEY HOSPTTAL
WINDSOR, VT 05089
X4 1D ! SUMMARY STATEMENT OF DEFICIENGIES P PRUVIDER'S PLAN OF CORREGTION o)
PREFIX {EaCH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICING I TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY) i
- | :
€271 Continued From page 2 ! both at admisslor and dally, cover the develoj—
pag | can ment of a customized Risk for Falls plan of car

Including the proper documentation of Goals,
Interventions and Qutcomes, review the use
of the Ad Hoc Conley Fall Risk Assessment and
the Post Fall Assessmant PowarForms,
+ A Ulearn electronic learning module wilt be : .
Issued to-all nursing staff In the Acute/Swing,
Rehab and ED approximately six months post
the classroom training to reassess base knowledge
and for reinforcement of practice expectations.
| = Fall Risk Awareness and Follow-up will be |
i made a critical element of General Orlentatlord
for all new hires,
» Ajl new nursing hires will racelve face-to-fac
aducation durlng erlentation regarding expecta-
| tlons of nursing assessments, care and docurmen-
' tation regarding falls prevention and follow-up,

See Attachiment A for the comtinuation for
this Plan of Corraction,

kY

C 298 ICZQS - Nurslng Services 3116

Policy - Assessment, Care Plan and Dlscharge
Documentation — Acute, Swing, Rehabilitation Unit

A proposal to mod!fy the 2016 Quality Council
Annuazl Plan to Include Care Plans as a quality
|indlcator for the Acute/Swing and Rehab unlts In
2016 will presented te the Quallty Council at
Ithe January 28, 2006 meeting. The policy entltli:d

Assessment, Care Plan and Discharge
Documentation — Acuie, Swing, and Rehabilita—l
ltion Unit is to be followed for every inpatient,

Btaauld 128 <y L
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FORM APFROVED
OMB NO. 0938-0391

GTATEMENT OF DEFICIENCIES {X1) PROVIDER/BUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION (X2) DATE SBURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
471302 B, WING 12/09/2018
NAME OF PROVIDER OR SUPFLIER BTREET ADDRESS, CITY, STATE. ZIP CODE
MT ASGUTNEY HOSPITAL SVINOSOR VT 08085
X 10 SUMMARY STATEMENT OF DEFICIENCIES I 0 PROVIDER'S PLAN OF CORREGTION [ cal
FREFIX {BACH DEFICIENCY MUST BE PRECEDIED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE comMpLEION
TAG REGULATORY DR 1L8¢ IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
i : ! |
¢ 293! Continued From page 3 ‘ c 298[ Process
* 1218115, the plan failed to address sevaral of the . The f°_"°W|Pg process will be lmplemented for
|identinied needs for the patient, who hao évery inpatient, ;
exparienced an acute de;'ci!ne In hesith status due | Pﬁirrlﬁ Ca['el,::il;:lR Doc;m:;anyat;lon
1o @ significant siroke, The patient had ongaing » Within eight hours of admission, a compre-
f’iﬂ}; had a gaStSIc f&;&din& tllilzbe for gutritional l h?:;-lve care plan wtlll be ?::Lssn:d by a Lneml;e_r
intakn, was unable {0 verbalize needs, | of the nursing care team ed around eac
ll experiience.d @ fall due to body contral lssues and  patient’s unique list of active diagnosis and
i fad symptoms of delirium. The care plan failed o | organized by the specific needs of tha patlent,
g i include these Issues (falls, nutrlton, pain | * = The care plan will contain patient specific
' menagemant, cormunication and delirium), Gaals, Intervantlons and Outcomes for each
including msasurable goals and spesific * active problem.
intervantions to addrese these needs. , * One gosl of the care plan is as @ meansof
i ) communicating and organlzing the actions of |
: 2, Par raview of tha care plans for Patient #3, | the constantly changtng clinical picture of the
| thfe;:le waf : i;afiura t°tzc;drr ?155 g‘e ongeing issue. - patient and as a communication tocl between
of the patiant's repeated falls. During nursing staff, Te meet this objective, the care
ﬁnsp{tallzation from 7’1’15 - 8111” 5. Patient #3 | plan ng“ be rEViEWEd and kepjt curre’nt gach
sustained 6 falle from a wheelchalr andfor bad shift by a member of the nursing care team
whils expatiancing periods of deliriurm, confusion, with intimate knowledge of the patlént plcture.
pain and unstaady gait, The care plan did nol + All Interventions documented “not met*
ratiack the patient’s ongoing problems related to | equlre a co .
! falls or address any fsll prevention interventions. lr_: d?.liation mment.
I 3, Per raview of the care plan for Patient #4, ¢ A series of mandatory, face-to-face, didactic
{rere was a failure to revlse tha care plan after experiential educatlon sessions will be provided
j tne patient's admission on 1118715, Patient it4 to all nursing staff within sixty (60) days of the !
was admittsd and inltially treated for heast fallure. C“T’Eﬂczelﬂatﬂce of Iil:hls CIOP ';:SPUHSE Piafg
However, aflar & poor responss to treatment it = This education will; review the Intent an
was datermined Patlant #4 wouid be transltoned expectations as outlined in our policy, emphasize
to end of lifa care receiving enly camfort . ‘clear documentation of Individualized goals and
! measures, There was no indigation in the cara Interventions as well as the expectation that
i ptan that Patient #4 was transitioned to raceive - care plans are complete and up-to-date.
only comfort measures, including adequate | ’
symptom management and proviaion of family | See Attachment B for the continuation for
| suppart during the patient's final days. .this Plan of Correctlon.
caz, 485.638(8){2) RECORDS SYSTEMS | ¢ 3ozl
The records are legible, complata, accurately . .
i | petsngn F 2220 o Cid

FGRN CME-2567(02-09) Previous Vérsions Obsclete

Event ID:XZZE11
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 09380391
STATEMENT OF DEFIGIRNCIES {(X1) PROVIDER/BUPPLIERIGLIA {X2) MULTIPLE GONSTRLICTION @) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A BUILONG ___ COMPLETED
c
471202 8 WiNG 12/09/2015

NAME QF PROVIOER OR SUPPLIER

OTREET ADOREAS, CITY, STATE, ZIP GOLE
239 GOUNTY RDAD

dogumented, readily accesslble, and
| systamatically organizaed,

This STANDARD is not met a6 evidenced by:
[ Based on staff intarview and record reéview, ]
« nurgas failled to assure that medical records were |
complete and accurately documented for { of 5 |
' applicable patients in the sample, (Patient #3.)
Findings includa:

I 1. Per review of the CAH Ingtdent reporting

| system, the Quantros Safoty Report, thare were
dates angd times of & faile sustainad by Patient #3 |
during 42 days of haspitalization from 7/1/116 -

8111415, Thera was & faiiure by nursing stafi to
documnent in the patiant's recerd the actual eveniz |
and clrcumstances associated with 4 of tha 8 falls

| sustained by Patient #3 on 7/1115, 7/15/15, |

| 7727115 and 8/1/45. The omissions of

. docurnantation were confirmed by the Direclor of

| Patient Care Servicas on 12/ 8/15 at 2:10 PM.

G337 485.841(b)}1) QUALITY ASSURANCE |

' The CAH hes an effactive quality assurance l
| program to evaluata the quslity snd

| appropriatanass uf the diagnosls and treatment
' furnished in the CAH and of the reatment

| ouicames. The program requires that-

l gll patient care services and othar gervicas
| affecting palient heaith and safety are evaiuglad.

] This STANDARD 8 not mel as evidencad by.
| Based on gtaff interview and record reviews, the

hospital failed to assure a process whereby the
l Qus ity Assurance Deparimant evaluatad all

I

MT ASCUTNEY HOSPITAL WINDSOR, VT 05089
(X410 SUMMARY STATEMENT OF DEFCIENCIES D PROVIDER'S PLAN OF GORRECTION T o
FREFIX . (EACH DEFIGIENGY MUST BE PREGEDED Y FULL | PREFX | (EACH CORRECTIVE ACTION SHOULD BE | KT ION
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) TAG i CROSS REFERENCED 10 THE APPROPRIATE
¥ ¥
€ 302/ Continued From page 4 | | l 2/1/16

C 3025 302 - Records Systems
! Policy - Fails Prevention
i The Clintcal Incldent Praventlan Taam Folicy
will ba revised to reflect that all fails wili be
raviewed by the Cilnical Incldent Pravention
| Team (CIP) taam. Revision to this pelicy will
ba presented for approval to the Quaiity
| Council at tha January 28th meeting. While
awaiting policy approval, ali falis wili be
reviewed by the Quality team and tha CiP team,
Process
The following process will be impiemented for|
avary Inpatient: ]
Patient Care/EMR Documnentation i
[ » Upon admlssion, the Conley Fali Risk Assess-
¢ ment will be completed as part of the Admission
Assessment process. ‘1
»The Conley Fall Risk Assessmant will |
tompleted & minimum of onca a shift. .
See Attachrent C for for the continuation for
this Flen of Correction,
C 337 . €337 - Quallty Assurance
-Process .
The foliowing process wiil be [mpiemented for
gach inpatient that experiences a fail or has I
been restralned. All aspects of the Quallty |
|

|
i 211116

l Assurance Program will be foillowed foreach |

- of thase populations.

Administrative

¢ The Quallty/Risk Manager or Designee will re+iew
sach Quantros report related to slips/falls and
_restraint use o ensure that the initial report |
[and foliow-up documeantation Is complete and |
.comprehansive with sufficient follow-up ta ‘

| pravent further events. Additionaily each !
Cuantros will be surveiiled to ensura that the
appropriate policies are being followed for L
ipatlents axperiencing a fall or who have baan restrained.

FORM CMS.-2567(02-56) Pravigus Varsiens Obsolete Event 10; KZZEU

Fralllty 10: 474302 W #2480 Gantinustion shaet Pags 5 of 7
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NAME OF FROVIBER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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WINDSOR, VT 05085
D4} 1O SUMMARY STATEMENT OF DEFICIENGIER : ' )
PREFIX {EACH DEFIGIENCY MUST B PRECEDED BY FULL, . mlgmx ' {E:gk? \ggggescgrl_'sg ng?gNRgﬁgaﬁsNBE coMpEnON
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAB | CROSS-REFERENGED TG YHE ARPROPAIATE oaTe
: i CEFIGIENGY)
P ‘
C 337" Continued From page 5 - C 337! Administrative {Continued)
i patient care and services related to patient falls. | * The Quality/Risk Manager or Designee will
This practice affacted 2 of 5 patients in the . follow-up as appropriate to ensure that
|- epplicable sample. (Patients #1 and #3). Findings recommendations are implemented and each .
Include; Quantros will be updated with the results of | '
| ) ) ‘ ' such follow=up, -
; 1. Per slaff intarview regarding Patient #1, : + Amamber of the Quality Department will
Quallty steff confirmed on 12/8/15 end 12/9/18 collate the data and monltar for trends across
that they ad not reviewad & fall event report for * things like location, personnei, equipment, This
8ceurecy and horaughness of invastigation of the data wili then be reported as outlined in the
fell event for Patient #1. Bassd an review of the Audit and Accountability section.
medicai record and the Quantros Safely Repot * Analysis of tha data will be used to identify

crested regarding the patient's fall from bed on

the evening af 7/8/15, tha report was inaccurate
and ingompletely documented.  The avent raviaw
process includad follow up by the Nurse Manager |
with nursing staff. The event revisw by the

solutlons when possibla to mitigate future risks.

¢ Education
= Re-education on the ‘how to’ and banefits

Meneger faifed to note the lack of complation of a ; of appropriate completion of Quantros Risk
fali assessment at the time of admisgion to the Management reports wiil be conductad by a
hospital en 6/18/15; i also falled to naota the lsck . member of the Quallty Departmentto the
of a care plan to address the high risk for a fall, Leadership Council. This will facllitate better
| and 1o assess the quality of the investigation, and follow-up and regorting from the Ctuantros

to act on the incomplete documentation on the system.

: avent rapgrt Itsalf, Par intarviews with tha Director
of Qualilty on 12/8/15 and 12/3M15. the Diractar !
slated (hal a/he reviews all event reports and if
there is 21 negative oulcome, thera ls & full review
of the avant, including a root cause analysts, If
there was no infury from a fall, the event report

1 Audi{ and Accountability

-« Monthly a member of the Quallty Depart-
.ment will collate the fall and restraint datz
from across the organization and prasentitto

would be referred to the appropriate departmant the CIP Tesm, _

rmansger to review and complets any needed i v Quarterly tha CIP Team will raport a !

fallow up actions, There is no final QA depanmgngi summary of all fall and restralnt data tothe |
{ raview of the event to see if all of the proventive Guality Council,

plans had baen put into place and inferveniions « Annually the Quallty Councl will reporta

ulilized regarding fall praventlon. A hospital wide ‘summary of ali fall and restraint data to the

quarterly meating also reviews all falls. Howaver, Board of Trustees,

thle meeting includes raview of all evant reports, ;

1 and doas not provide a timely review of falls :

prevention and reduction actions 1o effect an

improvemant in patient quaiity of care. Lpinih? 220 |
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2. Parimterview on 12/5/15 with the Director of

- Quality, sfe confirmed that there was no follow
up quality review of falls reported via the
Quantros reporting system unlasa thare wag en
injury or negative outcome, thus the multiple falls
(6) sustained by Patient #3, who was nat injurad,
were not reviewad by Quallty to haip identify the
lack of appropifate post fall actions taken, Per
recard review, nursing staff had fallad to
implement the hospital's “Post Fall Management”
imterventions and develop & cgre plan o address
. lhe patient's angoing fall risk and kistory of

i previous falls,
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. DEFICIENCY)
|
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Attachment A

CMS Survey Conducted December 9, 2015
Plan of Correction

C271 - Patient Care Policies (Continued from form OMB No. 0938-0391)
Audit and Accountability

s 100% of all falls will be audited by a member of the nursing care team wtilizing an internal Pos:
Fall Audit tool -

The completed audit tool will be handed off to the nurse manager or designee who will ensure

the follow-up actions taken regarding equipment, environment and/or staff interventions

(education needs or performance issues) have been completed along with validating appropriate

follow-up was done with the patient and/or family.

¢ The nurse manager or designee will forward the completed Post Fall Audit tools to the Quality

Department _

Monthly & member of the Quality Department will collate the fall date from across the

organization and present it to the CIP Team A

Quarterly the CIP Team will report a summary of all fall data to the Quality Council

s Annually the Quality Council will report a summary of all fall data to the Board of Trustees

&*

Policy — Use of Restraints

The Clinical Incident Prevention Team Policy will be revised to reflect that the Clinical Incident
Prevention Team (CIP) team is responsible for reviewing the use of restraints in the facility. The policy
on Use of Restraints i3 to be followed for all patients who have been restrained at Mt. Ascuimey Hospital
and Health Center,

Process :
The following processes will be implemented for every patient for whom a restraint is utilized.
Patient Care/EMR Documentation

e Restraint Documentation will be completed using the Ad Hoe Restraint PowerForms or the
Interactive View Restraint Documentation Bands.

¢ Prior to restraint use, an assessment will be made to evaluate for use of ‘lesser restrictive
alternatives’ and the assessment of and any associated interventions will be documented.

e All elements as outlined in the Use of Restraints policy will be implemented and documented
against, within required timelines

o  All restrained patlents are required to have a Restraini Plan of Care as part of their Plans of Care

;@7‘““’\*}? / 1--?&f/
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Ongoing documentation regarding the status of an intervention in the restraint care plan is
expected and documentation of the reasons why interventions were not met is required
Changes will be made in the patient’s plan of care as indicated by the aggessment of patient
condition

Administrative

Within 8 howrs of the use of a restraint, a member of the nursing team is required to complete a
Quantros Risk Management Report.

Each use of a restraint will be fully investigated by the nurse manager or desipnee within 24
houwrs of use

The nurse manager’s or designee’s followwup will be added to the onginal Quaniros and is to
include the; who what, where, when why and how of the usc of a restraint. The report will also
include follow-up actions taken regarding alternative measures to restraint use, communications
with patient and/or family regarding the restraint policy and/or any staff intervention and will
reflect any changes made to the patient’s plan of care as appropriate.

Any patient for whom a restraint was used will be noted on the Daily Safety Huddle tracking
form to improve the awareness of this risk issue at an organizational level.

The use of restraints policies, assessment, interventions and documentation will become an
annual competency evaluation for staff on the Acute/Swing, Rehab and ED units,

Education

-

A mendatory, face-to-face, didactic experiential education session will be provided to all nursing
staff within one month of the CMS acceptance of this COP response plan. '

This education will; review the intent and expectations as outlined in our policy, will emphasize
the documentation requirements both at admission and daily utilizing the Ad Hoc Restraint
PowerForms or the Interactive View Restraint Documentation Bands, there will be a
concentrated focus on the evaluation of the use of alternative legser restrictive measures and the
difference between using restraints for medical versus behavioral needs, The education will also
cover the development of a customized Restraint Plan of Care including the proper
documentation of Goals, Interventions and Outcomes.

A ULearn electronic learning module will be issued to all nursing staff in the Acnte/Swing,
Rehab and BD approximately six months post the classroom training to reassess base knowledge
and for reinforcement of practice expectations.

All new nursing hires will receive face-to-face etucation during orientation regarding
expectations of nursing assessments, care and documentation regarding restraint consideration, -
initiation, monitoring, discontinuation and follow-up. |

The Use of Restraints policy and all accompanying information will become part of the annual
competency evaluation for nursing staff on the Acute/Swing, Rehab and ED units,

Audit and Accountability

»

100% of all patients who have been restrained regardless of duration will be audited by a
member of the nursing care team utilizing an internal Restraint Use Audit tool.

.2
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» The completed audit tool will be handed off to the nurse manager or designee who will ensure
the follow-up actions taken regarding equipment, environment and/or staff interventions
{education needs or performance issues) have been completed along with validating appropriate
follow-up was done with the patient and/or family.

s The nurse manager or designee will forward the completed Resiraint Use Audit tools to the
Quality Department.

o Monthly a member of the Quality Department will collate the restraint data from across the
organization and present to the CIP Team.

Quartetly the CIP Team will report & summary of all restraint data to the Quality Council.
¢ Annually the Quality Coungcil will report o summary of all restraint data to the Board of Trustees.
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Attachmeni B

CMS Survey Conducted December 9, 2015
Plan of Correction

298 — Nursing Services (Continued from form OMB No. 0938-0391)

Policy - Assessment, Care Plan and Discharge Documentation - Acute, Swing, Rehabjlitation Unit
Audit and Accountability

All Plans of Care for each inpatient will be reviewed at least once a day by a member of the
nursing care to ensure relevance to the patient’s current active problons, to ¢nsure that ail
interventions that are not met have a corresponding comment and that all goals and objectives
are being appropriately addressed.

‘Within 72 hours of admission, utilizing an internal Care Plan Evaluation Audit too] the nurse
manager or their designee will randomly audit the care plans of each admission for relevance to
active problems, customization, further clarification of interventions that are not met and
ugability as a communication tool between nursing shifts around g patients active problems.
Monthly the nurse managers will present a summary of their care plan audits to the Nursing
Leadership Committee.

Quarterly the nurse managers will report a summary of their care plan audits to the Quality
Courcil

Annually the Quality Council will report & summary of all care plan audits to the Board of
Trustoes
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Attachment C

CMS Survey Conducted December 9, 2015

Plan of Correction

(C302 - Records Systems (Continued from form OMB No. 0938—0391)

Policy — Falls Prevention

The Clinical Incident Prevention Team Policy will be revised to reflect that all falls will be reviewed by
the Clinical Incident Prevention Team (CIP) team. Revision to this policy will be presented for approval
to the Quality Council at the January 28" meeting. While awaiting policy approval, all falls will be
reviewed by the Quality team and the CIP team,

Process

The following process will be implemented for every inpatient.

Patient Care/EMR Documentation

L]

For any patient with a score of two or greater on the Conley Fall Risk Assessment or posta -
documented fall during the current admission, a Fall Risk Plan of Care is required.
Interventions will be customized to individual patients needs as indicated by the assessment of
patient condition, equipment and environment and will be updated each shift and as needed
based on changes in patient condition.

All Interventions documented “not met” require a comment.

Post any fall, all steps as outlined in the Patient Falls Policy will be followed including the
completion of the Cerner Ad Hoc Post Fall Assessment which will become part of the patient’s
permanent health record.

Administrative

.

[ ]

Within 24 houts post every patient fall, a member of the nursing team is required to complete a
Quantros Risk Management Report.

Each fall will be fully investigated by the nurse manager or designee within 72 hours of a fall
The nurse manager’s ot designee’s follow-up will be added to the original Quantros and is to
include the; who what, where, when why and how of the fall. The report will also include
follow-up actions taken regarding equipment, environment and/or any staff intervention and will
reflect any changes made to the patient’s pian of care as appropriate,

If a patient has fallen multiple times during a contiguous admission, 8 multidisciplinary ‘huddle’
will be pulled together to discuss opportunities for mitigating the risk of further falls. This team
will consist of the Nurse Manager or Designee, Quality/Risk, Provider, Care Management and
others as indicated, The outcoms of the *huddle’ will be documented in the Quantros as well as
represented in the Plan of Care.
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Falls will be noted on the Datly Safety Huddle tracking fori to improve the awareness of this
rigk issue at an organizational level,

The falls risk policies, assessment, interventions and documentation will become an annual
competency evaluation for staff on the Acuie/Swing, Rehab and ED units.

Fducation

A mandatory, face-to-face, didactic experiential education session will be provided to all nursing

staff within one month of the CMS acceptance of this COP response plag,

This education will; review the intent and expectations as outlined in our policy, will emphasize
the documentation requirements both at admission and daily, cover the development of a -
customized Risk for Falls plan of care including the proper documentation of Goals,
Interventions and Outcomes, review the use of the Conley Fall Risk Assessment and the Post Fall
Assessment. '

A ULearn electronic learning module will be issued to all nursing staff in the Acute/Swing,
Rehab and ED approximately six months post the classroom traiting to reassess base knowledge
and for reinforcement of practice expectations, '

Fall Risk Awareness and Follow-up will be made a critical element of General Orientation for all
new hires,

All new nursing hires will receive face-to-face education during orientation regarding
expectations of nursing assessments, care and documentation regarding falls prevention and
follow-up,

Audit and Accountability

L

100% of all falls will be audited by a member of the nursing care team utilizing an intemal Post
Fall Audit tool

The completed audit tool will be handed off to the nurse manager or designee who will ensure
the follow-up actions taken regarding equipment, environment and/or staff interventions
{(education needs or performance issues) have been completed along with validating appropriate
follow-up was dong with the patient and/or family.

The nurse manager or designee will forward the completed Post Fall Audit tools to the Quality
Department.

Monthly a member of the Quality Department will collate the fall data from across the
organization and present it to the CIP Teatmn.

Quarterly the CIP Team will report a summary of all fall data to the Quality Council.

Anmually the Quality Council will report a summary of all fall date to the Board of Trustees.
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