IDAHO DEPARTMENT OF
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C.L. "BUTCH" OTTER - Govemor DEBRA RANSCM, R.N,R.H.LT., Chief
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3232 Elder Street
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Boise, ID 8§3720-0009
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FAX 208-364-1848

July 6, 2015

Kathy Moore, Administrator

St Luke's Regional Medical Center
190 East Bannock Street

Boise, ID 83712-2577

RE: St Luke's Regional Medical Center, Provider #130006
Dear Ms. Moore:

This is to advise you of the findings of the complaint investigation, which was concluded at your
facility on June 19, 2015.

Enclosed is a Statement of Deficiencies/Plan of Correction form, CMS-2567, listing Medicare
deficiencies. The hospital is under no obligation to provide a plan of correction for Medicare
deficiencies. If you do choose to submit a plan of correction, provide it in the spaces provided on
the right side of each sheet.

An acceptable plan of correction {PoC) contains the following elements:

* Action that will be taken to correct each specific deficiency cited;

* Description of how the actions will improve the processes that led to the deficiency cited;

e The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited;

¢ A completion date for correction of each deficiency cited must be included,

e Monitoring and tracking procedures to ensure the PoC is effective in bringing the facility
into compliance, and that the hospital remains in compliance with the regulatory
requirements;

* The plan must include the title of the person responsible for implementing the acceptable
plan of correction; and

e The administrator’s signature and the date signed on page 1 of the Form CMS-2567,




Kathy Moore, Administrator
July 6, 2015
Page 2 of 2

Whether you choose to provide a plan of correction or not, please sign and date the form and
return it to our office by July 19, 2015. Keep a copy for your records. For your information, the
Statement of Deficiencies is disclosable to the public under the disclosure of survey information
provisions.

Thank you for the courtesies extended to us during our visit. If you have any questions, please
write or call this office at (208) 334-6626, option 4.

Sincerely,

AURA THOMPSON SYLVIA CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
SC/pt

Enclosures
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FACILITY STANDARDS

July 16, 2015
Sent via facsimile to (208) 364-1888

Sylvia Creswell

Idaho Department of Health and Welfare
Bureau of Facility Standards

3232 Elder Street

PO Box 83720

Boise, ID 83720

Re: St Luke’s Regional Medical Center, Provider # 130006

| Dear Ms. Creswell:

This letter is in follow~up to your correspondence and the Statement of Deficiencies dated July 6, 2015
advising us of your findings relative to the Complaint Survey completed in June, 2015 at St. Luke’s
Regional Medical Center, Boise.

Enclosed you will find our Plan of Cotrection describing procedures we have implemented in response
to the processes cited as deficiencies.

Thank you for allowing us the opportunity to respond to your findings. If you have any questions or
concerns, please feel free to contact me at (208) 381-9391,

Sincerely,
%@WM VAN

Jodi Brewster, BSN, RN, HACP
Director, Accreditation and Patient Relations

Enclosures

St. Luke's Heatth System
815 E. Park Bivd., 3rd Floor
Boise, Idaho 83712

P (208) 381-1838 stiukesoniine.org
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A 000 | INITIAL COMMENTS A Q0D
The following deficiencies were cited during the The following constitutes the facility's
comptaint investigation survey of your hospital response to the findings of the
conducted on 6/16/15 to /19715, The surveyors .
conducting the investigation were: Department of Hea‘lth and Welf:ar‘e
and does not constitute an admission
Laura Thompson RN, BSN, HFS - Team Leader of guilt or agreement of the facts
Teresa Hamblin RN, MS, HFS alleged or conclusions set forth on the
The following acronyms were used in this report: summary statements of deficiencies.
CCU - Critical Care Unit '
DNR - Do Not Resuscitate ‘ RECEIVED
ED - Emergency Department
EMS - Emergency Medical Services JUL 16 o8
H&P - History & Physical ,
ICU - intensive Care Unit FACH iy o .
NICU - Neonatat Intensive Care Unit - 7V STANDARDS
PICU - Pediatric Intensive Care Unit .
RN - Registeted Nurse In response to A-123
SNF - Skilted Nursing Faciliity
A 123 ] 482.13(a)(2)(il) PATIENT RIGHTS: NQTICE OF A 123 The Director of Accreditation and
GRIEVANCE DECISION Patient Relations is ultimately
At a minimum: : responsible for the monitoring of the
In [t resolution of the grievance, the hospital grievance management process.
must provide the patient with written notice of its
decision that contains the name of the hospital
contact parson, the steps taken cn behalf of the Plan of Correction:
patient to investigate the grievance, the results of O
the grievance process, and the date of G1:1evance resp F)nse lettef language.
completion. reviewed by Patient Relations and Risk
Management.
This STANDARD is not met as evidenced by;
Based on staff interview and review of hospital s ; ; ;
policy and grievance decumentation, it was 'Ad‘,imonal mformam?n reg?rdmg
determined the hospital failed to ensure written specific steps taken to investigate the | 8/1/15
responses to grievances inciuded steps taken on patient concerns to be added to the
i N N
LABORATORY DIREGTOR'S OR BROVIDERISUPPLIER RT?AENTATWE‘S SIGNATURE TITLE {X€) DATE
. —r
Y RS -0 =(s

ding with an asterisk (*) denotes a deiclency which the instliulion may be excused from correcting providing it is determined that
sufficlent protectlon to the pallents. (See structions.) Except for nursing homes, the findings stated above are disclosable 80 days

fellowing the date of skfvey whather ¢r net a plan of corraction is provided, For nursing homee, the ebove findings and plans of correction are disclosabls 14
daya foflowlng the dats these documents are made available to the fagilily. If defictancles ara cited, an appraved plan of carnaclion Is raquisite to conlinued

program participation.

FORM CMB-2687{02-99) Previouo Voralong Obsolate

Event ID:VXL14
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A 123 Continved From page 1

behalf of the patient lo investigate the grievance,
the resuits of the grievance process, and the dats
of completion for 4 of 8 patients whose
grievances were reviewed (#13, #14, #15, and
#18). This resulted in a lack of information
provided to patients and/or their representatives
in response fo their grievances. Findings include:

1. Patient #13 was a 53 year old male whose
grievance dacumentation was reviewed. The
following summary of complaints, dated 4/02/15,
related to Pafient #13's inpatient admission
3727115 fo 3/30/15:

"4, Patient not given warning about discharge
fime and was fold he needed {o find a ride

2, Patient said he had it set up wilh his Insurance
to pay for rehab, but was then told he did not

qualify

3. Patient reports they did not {ell him why did not
qualify for rehab

4, Patient concerned that home heaith did not see

him unil 4/1

§. Patient concerned that there was no physical
therapy ordered with home health

6. Palient reports his dressing did not get
changed while he was in the hospital and it did
not get changed untii 4/1

7. Patient stated he was not bathed in the hospital
until day 4 :

8. Patlent reports his catheterization was done

wrong (not slerfle), and that they wanied to put

A123 Response to A 123 Continued

letter template based on the individual
concerns of the patient.

- |-Re-educated patient relations staff
regarding need to provide more
specific details as to the results of the
investigation of elements of concerns

6/29/15

expressed.

-Re-educated patient relations staff to

: . \ 6/29/15
include date grievance file closed in
letter to patient.

QAPI Integration:

A random sample of grievance Audits to
response letters to be audited to ensure begin
inclusion of required elements, . 8/1/15

monthly x 4 months then annually
therealter. Results of the audit to be
shared during bi-annual report to the
Quality and Patient Safety Council and
annual report to the West Region
Quality, Safety and Service Excellence
Committee of the Board.

FORM CMS-2587{02-69) Previous Versfons Obeofete %y Evant IDCVYXLH.
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one in that would stay because of their error

9. Delays in gelting call light answerad

10. Pain madications were lale”

The hospital's lefter of response to Patient #13
regarding his complaints, dated 5/Q1/15, was
reviewed, The leiter stated the concerns had
been referred to the RN Director of the nursing
unlt Patient #13 resided on whife hospitalized, the
RN Director of Case Management, and the RN
Director of Home Care. The letter stated these
individuals "completed a thorough review" of
concerns and "conducted the appropriate follow
up with staff.”

Upon review, the hospital's internal grievance
documentation included a more detailed review of
Patlent #13's complaints. However, the hospital's
letter of response to Patient #13 did not slate the
steps taken fo review the concerns, the resuits of
the investigation, and the date of completion.

Durlng an interview on 6/16/15 between 1:20 P
- 2:35 PM, the Manager of Patient Relations
confirmed details were not included in the Jetter of
respense,

The hospilal's response to Patient #13's
complaints was incomplete.

2, Palient #15 was a 44 year old female whose
grievance documentation was reviswed. The
following complaint, dated 11/17/14, was
documented related to an inpatient hospitalization
for surgery, dated 11/10/14 through 11/14/14;.

"Duyring the D/C [discharge] phone call on 11/17,

FORM CMS-2567(02-80) Previous Viersions Obsolele Event [D: VXL
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pt was very unhappy on how she was lreated,
mostly on 11/12, the day after the surgery. Felt
everyone was rushing for her to go home and not
listening to her. She was in pain, couid not
urinate, could not pass gas. She said she had
authorization from her insurance company, if that
was the issue. It wasn't until she was in tears that
she feel [sic) anyone listened {o her."

The hospital's leiter of response to Patient #15's
compiaints, dated 11/21/14, was reviewed. The -
letter stated the concerns were referred to the RN
Manager of the nursing unit Patient #15 resided
on during her hospitalization. It further stated the
RN Manager had "completed a thorough review"
of concerns and "conducted the appropriate
follow up and education with her stafi."

Upon review, the hospital's internal grievance
documentation included a more detailed review of
Patient #15's complaints. However, the hospital's
ietter of response fo Patient #15 did not sfate the
steps taken to review the concerns, the results of
the Investigation, and the date of completion..

During an interview on 6/16/15 between 1,20 P
- 2:35 PM, the Manager of Patient Relations
confirmed details were not included in the lefter of
response. '

The hospital's response to Patient #15's
complaints was incomplete.

3. Patient #14 was a 98 year old female whose
grievance documenlation was reviewed. The
documentation indicated a representative of the
patlent filed the complaint. The folfowing
complaint summary, dated 2/12/15, was related
fo an inpatient hospitalization from 1/17/15 to

FORM CMS-2687(02-99) Previous Varsions Obsolate Event ID:VYXL11
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- Patlent's DNR and medication list did not follow
the patient from the ED to Nine East. The
paperwork was lost.

- Medications that were faxed over, were not
instituted untii the following day.

- The patient did not recelve her Mirtazapine on
the flrst night of her sfay.

- A physician stopped six of the patlenl'é
medications.

- Discharging nurse did not review the medication
fist with the representative at discharge.

The hospital's fetter of response lo Patient #14,
dated 2/27/15, was reviewed. The letter stated
the complaints were referrad to the Director of the
Bolse ED and the RN Supervisor of the unit
Patient #14 resided on during her hospitalization.
It further indicated staff "completed a thorough
review" of concerns and “conducled the
appropriate foflow up and education with her
staff." The letfer stated the concerns regarding
medications being discontinued at discharge
were referrad lo medical staff leadership for
review and follow-up and the review was
confidential.

Upon review, the hospital's internal grievance
documentation included a more detailed review of
the complaints regarding Patient #14's care.
However, hospital's letter of response to Patient
#14 did not address four of the five allegations.
Additonally, it did not include the steps laken to
review the concerns, the results of the

FORM ChS-2507{02-89) Pravious Verslons Obsolele
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investigation, and the date of compietion.
During an interview on 6/16/15 between 1:20 PM
- 2:35 PM, the Manager of Patient Relations

confirmed the details were not inciuded in the
letter of rasponse,

The hospital's response to the concerns identified
by Palient #14's representative was incomplete.

4. Patient #18 was a 54 ysar old female whose
grievance documentaticn was reviewed, A
complaint, dated 7/31/44, docurmented many
concerns about a male RN during a
hospitalization from 7/18/14 to 7/21/14 and a
desire not to have the RN provide care for her In
the future,

The hospital's letter of response to Patlent #18's
concern, dated 8/28/14, was reviewed. The letter
stated the concern was referred to the Director of
the unit Patient #18 resided on during her
hospitailzation, who "comptleted a thorough
review" of concerns and “cenducted the
appropriate follow up and education with the staff
involived."

Upon review, the hospital's internal grievance
documantation included a more detailed review of
Patient #18's concern. However, the hospitai's
letter of response to Patient #18, did not state the
steps laken to review the concerns, the results of
the invesfigation, or the date of completion,

During an Interview on 6/16/16 between 1:20 PM
- 2:35 PM, the Manager of Patient Relations
confirmed the details were not included in the
lelter of response, Sha stated the male RN had '

been terminated and this information was : [

FORM CMS-2667(02-99) Previous Versions Obsolote Evenl ED: VYXL11
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The hospital's response to Patient #18's

Continued From page 6
confidential.

complaints was jncomplete.

5, The hospital policy, “Patient Complaint and
Grievance Process," dated 7/31/13, was
reviewed. The policy stated, “"After review of the
complaint or grievance, the writlen notice of the
nospital's delermination regarding the grievance
will be communicated to the patient or the
patient's representative by Patient & Family
Relations or under the direciion of Patient &
Family Relatlons in a language they understand,
The wrilten nofice to the patient, family member
ar customer will not reveal confidantial or
privilaged peer review or attorney-client privileged
information.

The hospilal's grievance poiicy did not address
the regulatory requirement {o include the steps
taken on behalf of the patient to investigate the
grievance, the results of the grievance process,
and the date of completion.

482,13(e}(3) PATIENT RIGHTS: RESTRAINT OR
SECLUSION

The lype or technitue of restraint or seciusion
used must be the least restricfive intervention that

will be effective to protect the patient or others
from harm. .

This STANDARD s not met as evidenced by:
Based on staff interview and reviaw of hospital
policy and medical records, it was determined the
hospital failed to ensure the least restrictive type
of resfraints were used to protect patients or
others from harm for 2 of 8 palients (#19 and

A123

A 165| Response to A-165

and Chief of Staff have uitimate
responsibility for the use of least

to restrain a patient.

Plan of Correction:

The Associate Chief Nursing Officers

restrictive interventions being utilized

-Medical Records of patient #19 and
#20 were reviewed by Emergency
Department nursing and medical staff

7/31/15

FORM CMS-2567(02-00) Previous Versions Obsolete

Event ID: VYXLT1
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#20) who were physically restrained and whose
records were reviewed. This resulted in patients
being restrained in a manner that was more
restrictive than warranted by their behavior.
Findings include:

1. The hospital's policy, “Restraints," dated
5/05/14, was reviewed. The policy included, but
was not limited to the foliowing information:

- Restraints may only be imposed to ensure the
immed!ate physical safety of the patlent, staff
member, or public and through the use of the
least resirictive device for the shortest possible
{ime when restraints are clinically appropriaie and
adequately justified

- Prior to the use of any restraint, the patient care
provider must attempt and/or consider less
rastrictive measures lo protect the patient, staff
members, or others from harm.

- Document the Implementation of less restrictive
measures or the reason less resirictive measures
were not an option prior to restraint

| application/use.

This policy was not followed. Examples include:
a. Patlent #19 was a 36 year old mala seen in the

ED on 3/16/15. The medical record inciuded a
physician's order, dated 3/16/15 at 1:36 PM, for 4

®4) 1o ' SUMMARY STATEMENT OF DEFICIENGIES 0 l " PROVIDER'S PLAN OF CORRECTION X6)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | commerion
TAG REGULATORY OR LSC IDENTIFYING [NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
) Continuation of Response to A- 165
A 189 ' Continued From page 7 A 165

leadership for individual follow up
with staff and providers involved with
the care of the particular patients.

-Educational tools to be created for
. 8/1/15

Emergency Department Medical Staff
and Nurisng care providers on

*use of least restrictive measures
 possible '

*documentation of specific
behaviors to justify the use of restraint.

-Educational tools will be distributed
to Nursing and Medical Staff in 8/31/15
variety of ways including but not
limited to department meetings,
daily huddles, newsletters, and email
communication

-Modifications to Electronic Medical 9/30/15
Record to prompt documentation of
specific behaviors necessitating
restraint use and least restrictive
measures used.

QAPI Intepration

FORM CMS-2567{02-96} Pravious Verslons Obsolele Evenl ID:VYXL11

point hard restraints for 4 hours for Emergency Department Nursing Audits to
violent/seli-destructive behavior. There was no . : : ; begin
documentation that described viclent or Lea‘jersmp t_o audit m?’dl?al records of 9/1/15
self-destructive behavior exhibited by Patient #19, 100% of patient restraint in the
' Emergency Department monthly for

Nursing restraint documentation indicated the the next 12 months. Accreditation

l hard restraints were applied by nursing staff on 7

Faciiity ID; IDILGZ If con!inuation sheet Page B of 23
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four point hard restralhis on 3/16/15:

3165 at 1:44 PM.

The following less resirictive measures were
documented as "iried" prior to the appilcation of

- Diversional aclivities

- Use of Patient Safety Attandant/family member
to sit with the patient ‘

- Addressed physicalfmedical needs
- Employed verbal de-escalation tachniques

There ware no less resirictive physical restraints
(stich as 2 point soft restraints) considered or
tried prior fo the application of 4 point hard-
Testraints.

The nurse and physician who cared for Patient
#19 were unavailable for interview,

An ED RN was interviewed on 6/19/15 at 11:30
AM, She reviewed restraint documentation for
Paffent #19. She stated she did not see
documentation to explain the use of hard four
paint restraints.

An ED physician was interviewed on 8/19/15, at
12:00 PM. He reviewed resiraint documentation
for Patient #192 and confirmed documentation was
facking. -

Hospital staff did not use the least restrictive type
of restraint that would be effective to protect
Patient #19 or others from harm.

b. Patient #20 was a 45 year old male seen in

' c
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A 165 Gontinued From page 8 A 166|Continuation of Response to A-165

staff will conduct random monthly
audits of the medical records of
restrained Emergency Department
patients to ensure least restrictive
measures utilized. Results of the
audits will be shared at the
Continual Regulatory Readiness
Committee meetings and included
in the Accreditation annual report
to the Quality and Patient Safety
Council and West Region Quality,
Safety, and Service Excellence
Committee of the Board.
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A 165

Coniinued From page 9 ,

the ED on 3f27/15. A nursing "Triage" note, dated
3727115 at 12:33 PM, documanted Patient #20
had been transporied via air ambulance after
Patient #20's roommate found him punching wails
in the bathroom and than becoming less
responsive and frothing at the mouth. Patient #20
was described, after arrival at the ED, as
confused, restless, and anxious.

Physician history, dated 3/27/15 at 1:06 PM,

describad Palient #20 as combative and agitated.
It further stated Patient #20 had been transporied
along with a large contalner of medications and a

suicide nofe.

The medical record inciuded a physician's order,
dated 3/27/15 at 1:35 PM, for 4 point hard
restrainis for 4 hours for aggressivefviolent
behavior and an Inability to consistenlly follow or
understand directions. There was no
documentation included that explained what
behaviors Patiant #20 was exhibiting that were
considered aggressive, violent, or combative,

Nursing restraint docurmentation indicated the
hard restraints were applied by nursing staff on
3/27/15 at 1:35 PM.

The following less restrictive measures were
documented in nursing notes, dated 3/27/15 at
1:35 PM, as "trled" prior to the application of 4
peint hard resfraints on 3/27/15:

- Diversional activities

-Verbal de-escalation techniques

There were no lass restrictive measures or
physical restraints considered or tried prior fo the |

A 165
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A 165 | Continued From page 10 A 166
application of four point hard restraints,

The nurse and physictan who cared for Patient
#20 were unavailable for interview.

An ED BN was interviewed on 6/19/15 at 11:30
AM. She reviewad restraint documentation for
Patient #20. She stated she did not see
documentation to explain or justify use of hard
four point restraints.

An ED physician was Interviewed on 6/19/15 at
42:00 PM. He reviewed the restraint ,
documentation for Patient #20 and confirmed
documentation was facking.

Hospital staff did not use the least restrictive lype
of restraint that would be effective to protect
Patient #20 or others from harm,

A 173 | 482.13(e)(8) PATIENT RIGHTS: RESTRAINT OR| A 173! Response to Tag A-173
SECLUSION
The Associate Chief Nursing Officers
[Unless superseded by State faw that is more and Chief of Staff have ultimate

restrictive,) il
(i} Each order for restraint used to snsure the ! espons1b.1hty' for the renewal of or‘ders
physical safety of the non-violent or for non-violent/ non-self-destructive

non-self-destructive patlent may be renewed as restraints.

authorized by hospital policy.

Plan of Correction A-173

This STANDARD is not met as evidenced by:
Based on staff interview and review of hospital . . )
policy and medical records, it was determined the - Review of medical record of Patient

hospitat failed to ensure orders for non-violent #3 with Nursing and Medical Staff

LESt;rJ?tiglti v]f.erefrer;ev?eg n E‘CC;’ rt(:l;;)ce :"’"h providers involved and.individualized
05 alicy for 1 of 2 patients who were X

resirain{ed for medical reasons and whose follow up regarding renewal process.

records were reviewed. This resulted in

unauthotized restraint use. Findings include: .

7/31/15

‘ l
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Response to A-173 continued
. A173] Confinued From page 11 A173
The h ' sitats policy, "Restraints,” dated 5/05/14 Plan of Correction Continued
e hospital's policy, "Resiraints," date X N ; X .
was reviewed. The policy included, but was not St‘_ Luke’s P OhCY PCO48 TV Restraints,
fimited to the following information: reviewed and updated to reflect a
change in non-violent/ non-self- 8/15/15
- The Initial restraint order is good for 1 calendar destructive restraint order duration
day. and renewal process.
- Continued use of nonviolent/non-self destructive
restraint beyond the first calendar day requires a -St. Luke's Physical Restraint Order
restraint renewal order by a physician each form (ms01-01-138) updated to reflect
calendar day. . .
change in order duration and renewal {8/15/15
Patient #3 was a 43 year old male who was process.
admitted on 4/23/15 for care related 1o severe
sepsis and chest pain. He died on 4/30/15. -Revilew of Restfaint Policy
Patient #3's medicaf record documented Patient requirements with Nursing and
#3 was restrained with bilateral soft wrist medical staff- review to occur in a 8/31/15
resiraints from 4/27/15 until 4/30/15 at 7:00 AM. variety of ways, including but not
An order for Initiating bilateral soft wrist restraints . e
was dated 4/27/15 at 11:00 PM. The medical limited to department meetings,
record did not include an order for restraints on huddles, summits, newsletters, and
4/28/15, aithough nursing documentation email communications.
indicated continuous restraints. This was
canflrmed by the Accreditation Directer on QAP] Integration
8/17/15 at 1:30 PM. Accreditation Staff to complete - |Audits to
1 Arestraint used to ensure the physical safety of random audfts of n9n-v1olent! non-  |begin
the non-violent or non-self-destructive of Patient self-destructive audits monthly. Data [9/1/15
#3 was not renewed per calendar day In N |tobeshared at Continual Regulatory
accordance with the hospital's policy. Readiness Committee and included in
A1l74 g%%l%(gigg’PATlENT RIGHTS: RESTRAINT OR A174 the Accreditation annual report to the
: Quality and Patient Safety Council and
Restraint or seclusion must be discontinued at West Region Quality, Safety and
the earlfest possible time, regardless of the length Service Excellence Committee of the
of time identified in the order.
Board.
Faciity ID: [DILGZ If continuation sheet Page 12 of 23
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A174 | Continued From page 12 A 174|Response to A-174
This STANDARD is I‘]Ot met as evidenced by: The Associate ChiefNursing Officers
Ba_sed on staff.mtemew ancj review of ho_spilat have ultimate responsiblity for :
policy and rnedical records, it was determined the ) " th
hospital failed to ensure restraints were. ensuring compliance wit
discontinued at the earliest possible time for 2 of discontinuation of restraints at the
8 patients who were restrained (#19 and #20) and earliest possible time.
whose records were reviewed. This resuited jn
patients being restrained longer than was .
necessary to ensure safety. Findings include: Plan of Correction
4. The hospital's policy, "Restraints," dated -Review of Medical Records for
5/05/14, was reviewed. The policy included, but . T 7/31/15
was not limited o, the following information: patient #19 al,ld #20 with mdm@ual
nursing staff involved and specific
- Resfraints may only be imposed to ensure the education provided.
immediate physical safety of the patient, staff
member, or public and through the use of the . . .
least restriciive device for the shortest possible “Madifications made to Electronic | /30/15
time when restrainis are clinically appropriate and Medical Record restraint
adequately justified documentation areas requiring
- Restrainis must be discontinued at the earllest ge;m?nons of SI.JECI.HC Pﬁnen-t
possible fime, regardless of the length of time ehaviors necessitating the
jdentified in the order. continuation of restraints.
Resiraints were not discontinued at the earifest _ : :
possible time as required by this policy, Re-enforce educanor.l for I\,Iursmg 911115
Examples include; Staff on the need to discontinue
: restraints at the earliest possible time.
a. Patlient #19 was a 36 year old male seen in Review of education to occur in a
the ED on 3/16/15. There was a physician's . . .
order, dated 3/16/45 at 1:36 PM, for 4 point hard variety of ways including staff
restrainis for 4 hours for vialent/self-destructive meetings, huddles, summits,
behavior. Nuising restraint documentation newsletters and email
indicated 4 point restraints were appiied at 1:44 communications.
PM. Nursing documentation on 3/16/15 at 2:14 .
PM, documented Patient #19 continued in hard -
) restraints while “sedated and resting." There was
FORM CMS-2667(02-86) Provious Verslons Obsolete Event [D:VYXL11 Facllity ID: IDLGZ If ¢ontinuation sheel Page 13 of 23
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A174 ! Continued From page 13 A 1741 Response to A-174 continued
no documentation to indicate 4 point hard
restraints were required for safety at that lime. QAPI Integration Audit to
An ED RN was intarviewed on 6/19/16 at 11:30 o , begin
AM. She reviewed restraint documentation far Accreditation staff to conduct 9/1/15
Patient #19. Shg confirmed the medical record random audits of restrained patients
documented Patient #20 confinued to be to verify restraints were discontinued
restrained with four-point hard restraints while ) . .
"sedated and resting.” at the earliest possible time.
Identified areas of opportunity to be
An ED physician was interviewed on 6/19/15 at shared with unit leadership for
12;00 PM. He reviewed restraint documentation T : : ;
for Patlent #19 and confirmed documentation was md1v1duz.1hzed follow gp. Audit data
lacking. to be reviewed at Continual
Regulatory Readiness Committee, and
Palient #19 was not released from four point included in the Accreditation Annual
restraints at the earllest possible time. report to the Quality and Patient
b. Patient #20 was a 45 year old male Safety Committee and West Region
transported to the ED on 3/27/15 by air Quality, Safety, and Service
ambulance. Patient #20's medical record Included Excellence Committee of the Board
a physiclan's order, dated 3/2715 at 1:35 PM, for €€ '
4 point hard restraints for 4 hours far
aggressive/violent behavior. Nursing restraint
documentation indicated 4 peint restraints were
applied by nursing staff on 3/27/15 at 1:35 PM,
Restraint documentation at 2:00 PM and 2:30 PM
described Patlent #20 as "sedated and resting"
while continuing to be resfrained Iin four point hard
restraints.
The nurse and physician who cared for Patient .
#20 were unavailable for interview.
An ED RN was interviswed on 6/19/15 at 11:30
AM, She reviewed restraint documentation for
Patient #20. She confirmed the documentation
'R that Patient #20 continued to be restrained with 4
) point hard restraints while "sedated and resting.”
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A174| Continued From page 14 Al74
An ED physician was interviewed on 6/19/15 at
12:00 PM. He reviewed resiraint documentation
for Patient #19 and confirmed documentation was
lacking.
Patient #20 was not released from restraints at
the earllest possible time. Response to A-178
A 178 482,13(e}(12) PATIENT RIGHTS: RESTRAINT A178
OR SECLUSION Plan of Correction A-178
When resfraint or seclusion is used for the . . .
management of viclent or self-destructive ~Creation of education materfals for
behavior that jeopardizes the immediate physical Emergency Department Medical Staff
safely of the patient, a staff member, or others, re-enforcing need for and clarifyjng 7/31/15
the patient must be seen face-fo-face within expectations for documentation of face
1-hour after the inifiation of the inlervention - to f luati
o By a-- o face evaluation
- Physician or other licensed independent
practitioner: or -Distribution of education materials to
- Registered nurse or physician assistant E D t t Medical Staff
who has been trained in accordance with the mergency Lepartment Medical Sta 8/31/15
requirements specified in paragraph (f) of this
section, : -Madjification to Emergency
_ Department electronic medical record
This STANDARD is not met as evidenced by: to improve compliance with 9/30/15
Based on staff inferview and review of medicali ! P - P . 1
records and the hospital's restraint poficy, the documentation of required elements
hospital failed to ensure a face-to-face that demonstrate evaluation took
examination was completed within 1 hour of the place within 1 hour of initiation of
appilcation of behavioral restraints in the ED , .
setting. This directly impacted & of 6 patients P hys_lc?d res.tramtfs andlc.)r | .
({#190, #20, #21, #22, #23, #24) who were administration of chemical restraints.
restrained in the ED and whose records were
rgviewed. This resulted in the potential for -Re-enforcement of education on 9/1/15
adverse patient events fo go yncjetected and requirements of face to face evaluation
unireated by hospital staff. Findings include: P qd ‘ ts of medical staff vi
, or departments of medical staff via
physician newsletter.
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A 178 Continued From page 15 A 478 Response to A-178 continued
1. The hospital's policy, "Restraints," dated
5/065/14, was reviewed. The policy stated QAP integration
“Restraints used to manage 4
i - | havi i N
violent/seif-destructive behavior require a Accreditation staff to conduct Audits to

physician in person examination of the
resirained/patient within one hour of initiation,
The policy did not address documenting the
1-hour face-to-face medical and behavioral .
evaluation in the patient's medical record.

The face-to-face evaluation was not conducted by
a physictan within 1 hour after application of
restraints used to manage viclent or self
destructive behavior, as follows:

a. Patient #19 was a 36 year old male seen in the
£D on 3/16/16. The medical record Included a
physician’s order, dated 3/16/15 at 1:36 PM, for 4
point hard restraints for 4 hours for
violent/seli-destructive behavior. Nursing restraint
documentation Indicated the restrainis were
applied at 1:44 PM. There was ne documentation
that a physician conducted a face-lo-face
examination within 1 hour of appiication of
restraints. :

ED on 3/27/1.5 by air amhuiance. The medical
record inciuded a physlelan's order, dated 3/27/15
at 1:35 PM, for 4 point hard restraints for 4 hours
for aggressivelviolent behavior and an inability to
consistently follow or understand directions,
Nursing restraint documentation indicated the
restraints were applied by nursing staff on 3/27/15
at 1:35 PM. There was no documentation that a
physiclan conducted a face-to-face examination
within 1 hour of application of restraints.

b, Patient #20 was a 45 year old male seen In the |.

| c. Patient #21 was a 41 year old male seen in the

random audits of restrained patients  |begin
to verify documentation of the face to {9/1/15
face evaluation was completed within
1 hour of violent physical restraint
application and/or chemical restraint
administration. Identified areas of
opportunity to be shared with the
Medical Staff office for individualized
follow-up. Audit data to be reviewed
at Continual Regulatory Readiness
Committee, and included in the
Accreditation Annual report to the
Quality and Patient Safety Committee
and West Region Quality, Safety, and
Service Excellence Committee of the
Board,

Compliance with documentation of Begining
the Face to Face evaluation added to  {10/1/15
Emergency Medicine of Idaho
(contracted provider of Emergency
Department medical staff) contract as
a quality and performance metric.
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ED on 6/07/15, for smoking an unknown
substance. He was brought in by EMS and
accompanied by local police. Patlent #21's
medical record included a physician order, dated
6/07/15 at 10:11 PM, for 2 point hard restraints for
4 hours related to aggressive/violant behavior,
desfructive behavior, and inability to consistently
fotlow or understand directions. Nursing rasfraint
documentation indicated the restraints were
applied by nursing staff on 6/07/15 at 10:12 PM.
Patient #21's record did nof include
documentation a physician conducted a
face-to-face examination within 1 hour of the
application of restraints.

d. Patient #22 was a 74 year old male seen in the
ED on 5/18/185, for garbled speech. He was
braught in by private auto from a physician's
office. Patient #22's medical record included a
physiclan order, dated 5/18/15 at 12:18 PM, for 4
point hard resiraints for 4 hours related o
violent/seif-destructive behavior,
aggressive/viclent behavior, and inability o
consistently follow or understand directions.
Nursing restraint documentation indicated 4 point
hard restrainls were applied by nursing staff on
5/18/15 at 12:30 PM. Patient #22's record did not
include documentation a physician conducted a
face-to-face examination within 1 hour of the
application of restraints.

. Patient #23 was a 24 year old male seen in the
ED on 5/20715, for 2 mental health hold. He was
brought in by locat police. Patfent #23's medical
record Included a physician order, dated £§/20/15
at 6:15 PM, for 4 point hard restraints for 4 hours
related fo violent/self-destructive behavior and
aggressive/violent behavior, Nursing restraint
docurnentation indicated the restraints were
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Coniinued From page 17

appiled by nursing staff on 5/20/15 at 6:02 PM,
Patient #23's record did not include
documentaticn a physiclan conducted &
face-fo-face examination within 1 hour of the
application of restraints.

f. Patient #24 was a 40 year old female seen in
the ED on 6/28/15, for & mental heaith hold. She
was brought in by local police. Patient #24's
medical record Included a physician order, dated
5/28/16 at 12:16 AM, for 4 point hard restraints
for 4 hours related to viclent/seif-destructive
behavior, aggressiva/violertt behavior, and
inability to consistently follow or understand
directions. Nursing restraint documentation
Indicated the restraints were applied by nursing
staff on 5/28/15 at 1:5¢ AM. Patiant #24's record
dld not include documentation a physician-
conducted a face-to-face examination within 1
hour of the application of restraints.

During an interview on 6/18/15 at 4:10 PM, the
Accreditation Director reviewed the records of
Patlents #18, #20, #21, #22, #23, and #24. She
cohfirmed the records did not include

documentation of the 1 hour face-to-face by a
physician. She siated nursing staff were not
qualiffed to performn the face-to-face according to
hospitai policy.

An ED physiclan, who was Identified as the Chair
of the ED, was interviewed on §/19/15 at 12:00
PM. He stated it was his understanding that
seeing t{he palient face-to-face prior to the
Initiation of restraints met the face-to-face
requirement,

The hospitai did not ensure a face-lo-face

evaiuation was conducted by qualified staff within

A178

FORM CMS-2587(02-69) Praviolts Vargions Obsalale Event ID;VYXLH
e

Facliity ID: IDILGZ If continuatio

n sheet Page 18 of 23




PRINTED: 07/06/2015

DEPARTMEMT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MED|CAID SERVICES OMB NO. 0933-0391
STATEMENT OF DEFIGIENCIES, (%1} PROVIDERISUPFLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
: C
130006 8. WiNG 06/12/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
190 EAST BANNOGK STREET
T .
ST LUKE'S REGIONAL MEDICAL CENTER BOISE, ID 83712
X410 SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION (x5}
PREFH (EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™G CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENGY)

A 178 Canfinued From page 18
: one hour after application of restraints used to
i manage Violent or self-destructive behavior.
A 185 482.13(e)(18)(ii) PATIENT RIGHTS: RESTRAINT
OR SECLUSION

[there must be documentation in the patient's
medical record of the foilowing:}

A description of the paffent's behavior énd the
intervention used.

This STANDARD is not met as evidenced by:

Based on staff interview and review of medical
records and the hospital's restraint policy, it was
determined the hospital failed to ensure medical
racords contained documentation of a description
of the patient's behavior that jusfified the use of
restralnts for 1 of § patients (#19) who were
restrained and whose records were reviewed.
This resuited in a lack of clarlty as to whether the
patient's behavior warranted the use of resiraints.
Findings Inciude:

The hospital's policy, "Restraints," dated 5/05/14,
was feviewed. The poficy stated "Staff will

| document patient behavior necessitating restraint
use."

Pallent #19 was a 36 year old male seen in the
ED on 3/16H185. There was a physician's order,
dated 3/16/15 at 1:36 PM, for 4 point hard
restraints for 4 hours for violent/self-destructive
behavior,

Patient # 19's ED visit, dated 3/16/15 beginning at
1:15 PM, Included the following descriptions of
Patient #19's behavior:

i

A1i78
Response A-185

A185
The Associate Chief Nursing Officers

and Chief of Staff have ultimate
responsibility for ensuring proper
documentation of behaviors
justifying the use of restraints.

Plan of Correction

-Review of Medical Record for patient |7/31/15
#19 with individual nursing staff
involved and specific education
provided.

-Modifications made to Electronic 10/1/15
Medical Record restraint
documentation areas requiring
descriptions of specific patient
behaviors necessitating the use of
restraints,

-Re-enforce education for Nursing 9/1/15
Staff and Medical Staff on the need to
clearly document specific behaviors
justifying the use of restraints.
Review of education to occurina
variety of ways including staff
meetings, huddles, summits,
newsletters and email
commuhications. i
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A 186 | Continued From page 18 A 185] QAPI Integralion
-The patient on arrival to the emergency
department had a lonic-clonic seizure witnessed Accreditation staff to conduct '
by the nurse. . . . Audits to
random audits of restrained patients beo
~-The patlent is agitated and pacing the room. to verify documentation of specific 9;‘;3/1?5
’ b id checking behind th behaviors necessitating the use of
- He appears to be paranoid checking behind the . .
curtains and having tangential thoughts. restraints: Identified areas ,Of
opportunity to be shared with
There was no documented description of Patient unit leadership for individualized
ﬁflsfbr?h;‘l“'iorh%hat c:?mm}ﬁtrated how he was at follow-up. Audit data to be reviewed
sk of hurting himseit or others. at Continual Regulatory Readiness
The nurse and physician who cared for Patient Committee, and included in the
#19 were unavailable for interview. Accreditation Annual report to the
C unality and Patient Saf;
An ED RN was interviewed on 6/19/15 at 11:30 8 a t)' 2 AW REtY.
AM. She reviewed resiraint documentation for ommittee and West Reglon
Patient #19 and confirmed there wasno Quality, Safety, and Service
documentation present that explained the use Excellence Committee of the Board.
resiraints.
An ED physician was interviewed on 6/19/15 at
12:00 PM. He reviewed restraint documentation |
for Patient #19 and confirmed documentation was
lacking.
Patient #19's medical record did not include Response to A-837
dacumentation of the behavior that justified the
use of hard four point restraints, or any olher type )
of physical restraint. The System Director of Health
A 837 | 482.43(d) TRANSFER OR REFERRAL A837|Information Management has ultimate
The hospital must transi ‘ fients. al responsibility for ensuring transfer of
e hospital must transfer or refer patients, along 1 .
with necessary medical information, to necessar'y medn'c;.al.mformatfon to
apprapriate facilities, agencies, or outpatient appropriate facilities, agencies, or
services, as heeded, for follow-up or anciflary outpatient services, as needed for
care. follow-up or ancillary care.
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D PROVIDER'S PLAN GF GORRECTION

This STANDARD is not met as evidenced by:
Based on staff interview and review of medical
records and hospital policy, it was determined the
hospital failed to ensure a process was
estabilshed fo consistently transfer necessary
medical information at discharge for follow-up or
ancillary care. This affected 1 of 1 pafient (#7)
whose ciosed medical record was reviewed for
evidence of transfer information. This had the
poteniial to interfere with continuity of patient care
after discharge. Findings include:

1. The hospital's policy, "Discharge Planning
Process and Discharge of Patient," dated
2/28/14, was reviewed, The policy sltated that on
or prior to the day of discharge, forms and/or
activities would be completed for the pafient to be
ready for discharge. This included, bul was not
limited to, providing the receiving agencyffacility
with coples of the perlinent financial and medical
information and the expectation the staff nurse
complets the patient transfer report refated to the
paiient’s ciinical status and the intardisciplinary
plan of care for purposes of hand-off
communication,

The policy did not define what was considered
*pariinent medical information." it did not address
how or If information was sent to patients’
physicians when patients were discharged home
and the time frame for providing the information,

The policy did not describe any expectation to list
what information was fransferred. i did not
describe how information would be transferred to
facilitles or patients’ physicians who did not have
access {o the electronic health record.

The Director of Case Management and the = |

4) 1D {%5)
puég)p;x {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEO TO THE APPROPRIATE DATE
DEFICIENCY)
Response to A-837 continued
A 837 | Continued From page 20 A 837

The hospital will ensure a process to
consistently transfer necessary medical
information at discharge for follow-up
or ancillary care.

Plan of Correction

-Review of discharge planning process
for patients receiving Home Care with
Case Management staff. Re-enforced
need to document information
provided to facilities and agencies
provided care post discharge.

-Implement process for dictation (i.e.
History and Physicials,
Consultations, Discharge summaries)
to be automatically cc'd to patient
primary care provider.

-Modify discharge instructions to
include additional elements of
necessary medical information and
instructions for patients to bring a
copy of instructions to follow up
appointments.

-Educate nursing staff on process to
document instructions to patient to
bring copy of discharge instructions to
follow up appointments

8/15/15

10/1/15

10/1/15

10/1/15
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not a part of the permanent medical record.”

The discharge planning process as it related to
transfer of medical information was incomplete
and lacked specificity.

2. Patient #7 was a 68 year ald female who was
admitted to the hospital on 4/25/15 related to
respiratory problems. She was discharged on
4/27/15 to home with home health services, The
medical racord documented a referrai via fax to
the home health agency on 4/27/15. Thers was
no documentation in Pallent #7's medical record
that identified what medical information was
provided to {he home health agency or to Patient
#7's primary physiclan who would manage Palient

#7's care after discharge. This was confirmed on

discharge summaries to be identified

physicians either electronically or via
mail (based on physician preference)
prior to signature of attending
physician.

as draft and forwarded to primary care

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE GOMPLETION
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Response to A-837 continued
A 837 | Gontinued From page 21 A 837
Manager of Case Management were interviewed ; :
together on 6/17/16 at 9:30 AM. When asked Plan of C;/’I“:,C tl?; conténued
about the pracess of transferring patients’ -Review Medica ecords content 7/1/15
medical information at discharge, they stated they policy to ensure required elements of
thought the discharge summary was sent to the medically necessary information are
physician but it was nof their role as discharge inciuded in required content for
planners. R !
. dictations.
The Accreditation Diracter was interviewed on
6/17/15, at 11:30 PM and again at 3:05 PM. She -Review with Medical Staff required 10/1/15
confirmed the hospital sent a discharge . .
summary, when completed, within 30 days. She elements and completion timeframes
stated primary care doctors were sent a dupiicate for dicatations.
on any dictated notes, such as H&Ps and or
consuitalions. She stated she was not sure how -Update "Discharge Planning Process
the information was sent to physiclans who were d Disch £ Patient” policy 9/1/15
not part of the St Luke's health system and who and Llscharge ol rallent policy to
did not have electronic access. Later in the define medically necessary
survey, she provided "Patient Facility/Agency information and responsibility for
Discharge Checklist” which listed information that distributing this information.
was fo be transferred at the time of discharge.
Cn the bottom of the form [t stated “Worksheet s
-Implement process for dictated 9/30/15
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! PROVIDER'S PLAN OF CORREGTION I

There was no documentation the hospital
transierred Patient #7's necessary medical
information to the home health agency and to

Patient #7's primary physician, upon discharge.

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES i) -
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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A 837 | Continued From page 22 A ga7 |Response to A-837 continued
8/17/15 by the Director and Manager of Case
Management, QAPI Integration )
Ongoing

Implementation of the process to
ensure required medicaily necessary
information is sent to follow up
providers will be evaluated by the
Health Information Management
department. This evaluation will
include tracking of timeliness of
dictation completion and compliance
with inclusion of required elements
within the dicatition. Audit data will .
be shared with the Medical Records
Committee, Quality and Patient Safety
Council, Medical Executive
Committee, and West Region Quality,
Safety and Service Excellence
Committee of the Board.
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July 20, 2015

Kathy Moore, Administrator

St Lukes Regional Medical Center
190 East Bannock Street

Boise, ID 83712-2577

Provider #1 30006

Dear Ms. Moore:

An unannounced on-site complaint investigation was conducted from June 16, 2015 to June 19,
2015 at St Luke's Regional Medical Center. The complaint allegations, findings, and
conclusions are as foltows:

Complaint #1D00006930

Allegation #1: Patients are not fully informed of the risks and benefits prior to surgical
procedures. :

Findings #1: Patient records and hospital policies were reviewed.

A request was made for a list of patients who were admitted to the hospital for a surgical
procedure during July and August of 2014 and current patients admitted for surgical procedures.
Hospital policies related to informed consent for surgery were also requested.

A policy, R1007 "Consent Process" revised 7/14/14, stated "Certain non-routine procedures or
treatment involving more than a slight risk of harm, including surgical and invasive procedures
requiring anesthesia, require specific consent beyond the admission consent or outpatient
consent, The role of the Medical Center staff is to 'verify' that the patient has had this discussion
with their physician or practitioner, understands the information provided them and consents to

the procedure.”

The records of 6 patients who had surgical procedures during July or August of 2014 and 1
record of a current surgical patient were reviewed for comphance with the surgical consent

policy.




Kathy Moore, Administrator
July 20, 2015
Page 2 of 7

One record documented a 62 year old female who was admitted on 7/21/14, for spinal fusion.
The record included an History and Physical (H&P) dated 7/21/14, in which the surgeon
documented "Afier thoroughly discussing the nonoperative alternatives as well as the advantages
and disadvantages of each option, the patient elected to proceed forward with the recommended
surgical intervention ...I discussed with her the risks and benefits of surgery including but not
limited to risk of infection, CSF (cerebral spinal fluid) leak, transient or permanent neurologic
deficits and hemorrhage requiring transfusion."

The 7 records reviewed included a H&P completed by the surgeon. Each H&P documented a
discussion with the patient of the risks and benefits of the surgery to be performed. Each H&P
documented the patient's agreement to the surgical procedure after a discussion of risks and

benefits.

The 7 records reviewed included a Verification of Informed Consent for Surgical or Medilcal
Procedures. The form documented the patient was informed by the surgeon of the type of
procedure to be performed, the reasons why it was o be performed, and the effects related to the
surgery, which included potential problems. The Verification of Informed Consent was signed by
7 of 7 surgical patients whose records were reviewed.

Each Verification of Informed Consent included the signature of a hospital employee, verifying
the patient had spoken with the surgeon and indicated they understood the information given, had

* no further questions, and consented to the procedure.

Each Verification of Informed Consent also included the signature of the surgeon, verifying the
potential benefits and risks of the surgery were explained and the patient consented to the
procedure.

The 7 surgical records reviewed documented the patient was informed of the risks and benefits of
surgery and consent was properly obtained prior to surgical intervention. It could not be proven
the patient was not informed of the risks related to her surgical procedure. Therefore, the

allegation was unsubstantiated.
Cenclusion #1: Unsubstantiated. Lack of sufficient evidence.
Allegation #2: The patients were sent home from the hospital before they were ready.

Findings #2: Patient records and hospital policies were reviewed, and patients were
interviewed. '

A request was made for a list of patients who were admitted to the hospital for a surgical
procedure during July and August 2014. Hospital policies related to the discharge process and

planning were also requested.




Kathy Moore, Administrator
July 20, 2015
Page 3.0f 7

A policy, CC003 "Discharge Planning Process and Discharge of the Patient” revised 2/21/14,
stated on admission patients are assessed by nursing for discharge needs. Case Managers review
the patient's medical record to identify patients at risk for discharge planning needs using a High
Risk Screening Tool to identify patients which may require assistance. Patients may be referred
to Case Managers by physicians, nursing staff, or the interdisciplinary team for additional
assistance. ‘ '

On 6/18/15 beginning at 9:30 AM, 3 aduit surgical units were visited for patient interviews
regarding discharge planning and patient rights. Four patients, who were scheduled to be
discharged that day, were interviewed.

Four out of 4 patients interviewed stated they were aware of their pending discharge and were
involved in their discharge planning. One patient stated she required medical equipment prior to
her discharge, and it was already delivered to her home, Of the patients interviewed, 4 out of 4
stated they were satisfied with their discharge plans and instructions.

The record of a 62 year old female was reviewed. The female had a spinal fusion surgery on
7/21/14, and was discharged on 7/24/14. The patient began receiving occupational and physical
therapy the day after her surgical procedure, She had a Case Manager assigned to her case and a
Physician Assistant monitoring her progress from her surgeon's group.

Included in the record was documentation by the occupational and physical therapists regarding
the patient's discharge, documenting the following:

- A physical therapy note dated 7/24/14 at 2:39 PM, documented the patient stated "I am going
home today at 6pm." The physical therapist documented recommending the patient's spouse be
at her side for safety and using a walker. The physical therapist documented the patient met her
physical therapy goals. '

- An occupational therapy note dated 7/24/14 at 4:50 PM, documented "Pt (patient) states she has
a good support system at home and is ready to go home." The occupational therapist
documented the patient had no barriers for discharging home.

Hospital policies and 4 surgical records were reviewed, and cnrrent patients were interviewed
regarding discharge. There were no findings indicating patients were discharged before they
were ready. Therefore, the allegation was unsubstantiated. However, a deficiency were cited at
42 CFR 482.43 (d), as it relates to the failure of the hospital to ensure necessary medical
information is provided to other healthcare provider when a patient is discharged, to promote
appropriate post-discharge care, '

Conclusion #2: Unsubstantiated. Lack of sufficient evidence.
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Allegation #3: Grievance concerns were not adequately addressed by the hospital.
Findings #3: Grievance reports and hospital policies were reviewed, and staff was interviewed.

The hospital policy, "Patient Complaint and Grievance Process," dated 7/31/13, was reviewed, -
The policy stated, "After review of the complaint or grievance, the written notice of the hospital's
determination regarding the grievance will be communicated to the patient or the patient's
representative by Patient & Family Relations or under the direction of Patient & Family
Relations in a language they understand. The written notice to the patient, family member or
customer will not reveal confidential or privileged peer review or attorney-client privileged
information." '

The hospital's grievance policy did not specifically address the regulatory requirement to include
the following steps in the letters of response: the steps taken on behalf of the patient to
mvestigate the grievance, the resuits of the grievance process, and the date of completion.

Grievance documentation, meluding letters of response, were reviewed with the Manager of
Patient Relations on 6/16/15 beginning at 1:20 PM. She stated it was the hospital's policy to
review and resolve grievances within 30 days. The Manager of Patient Relations confirmed
sometimes the investigation process takes longer, but the patient or representative was contacted
and notified of the delay.

Eight grievance records were chosen for review. The letters of response did not include detailed
information regarding investigative findings, actions taken, or outcome related to the grievances
for 4 out of 8 grievance records reviewed. Additionaily, the hospital's letter of response to the
patients did not address all of the allegations for 1 out of the 8 patient grievances reviewed.

The allegation was substantiated. A deficiency was cited at 42 CFR 482.13 (a)(2)(iii) as it
related to the failure of the hospital to ensure a timely written response describing the
investigative findings, actions taken, and outcome of the investigation.

Conclusion #3: Substantiated. Federal deficiencies related to the allegation are cited.

Allegation #4: The patient developed an infection post~operaﬁvely related to her surgery.

Findings #4: Patient records and hospital policies were reviewed, Quality Assessment and
‘Performance Improvement (QAPI), and infection control documents were reviewed. Staff was

also interviewed.




Kathy Moore, Administrator
July 20, 2015
Page 5 of 7

The hospital's policy, IP053 "Infection Prevention Process/Plan," revised 6/02/15, stated "Each
site has an Infection Prevention Committee (TPC); and meets at least quarterly. The committee is
responsible for the initiation and supervision of an active, infection control program for
mdividual St. Luke's facilities and services." Included in the policy, as part of their
responsibilitics, the IPC reviewed data related to Hospital Associated Infections (HAL), approved
surveillance and reporting systems, and recommended actions and follow-up related to HAIs.

Upon request, a report'was presented for identified Klebsiella and Staphylococcus surgical
infections which occurred from July 2014 to May 2015. The report included the patient name,
medical record number, location of infection, surgical procedure, date of infection, American
Society of Anesthestologists score (ASA), wound class, risk index, and organism. Four patient
records were chosen from the report for record review.

~ The 4 surgical patient records reviewed included documentation the patients were medicated

pre-operatively with prophylactic intravenous antibiotics. Two of the 4 patient operative reports
documented irrigating the surgical area with antibiotics prior to surgicaily closing the incision.
Additionally, 4 of the 4 surgical patients received intravenous antibiotics post-operatively
beginning either in the recovery room or the inpatient unit where they were admitted.

One record documented a 62 year old female who had a spinal fusion surgery.. The record
included documentation the patient received intravenous antibiotics in the pre-operative area.
The patient received another dose of intravenous antibiotics a half an hour after her arrival to the
post-anesthesia care unit. Additionally, the surgeon documented in the operative note the patient
received pre-operative antibiotics prior to entering the operating room.

However, this patient was included in the report of identified Klebsiella and Staphylococcus
surgical infections identified during the requested tinie period.

When asked on 6/16/15 at 11:15 AM, the Accreditation Director confirmed the infection date on
the report related to the date of the surgical procedure. She stated reports were reviewed by the
Infection Prevention Department on a daily basis and surgeons were notified if their patient
developed an infection, if the surgeons were not the one who identified them. The Accreditation
Director stated once an infection was identified patlents were treated by their surgeon or by an
Infectious Disease physician.

The hospital had an extensive hospital wide infection prevention program. An Infection
Prevention Committee met bimonthly and the members of the comunittee included Infectious
Disease Physicians, administration, a representative from the Quality and Patient Safety
department, and representatives from several inpatient umts. One of the identified performance
improvement projects for 2015 was to reduce the number of surgical site infections as part of the

QAPI.
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The hospital followed definitions and guidelines from the Centers for Disease Control's National
Healthcare Safety Network criteria. As part of the Infection Control program's goals 5
procedures were specifically identified for tracking of surgical site infections; spinal fusion,
hysterectomy, colon surgery, arthroplasty of hip and knee, and breast surgery. Potential
infections were reported to the Infection Prevention Department in a variety of ways, including
review of culture reports, laboratory data, notification from a unit, electronic surveillance
software, or notification by another hospital or facility.

Additionally, the hospital had a task force Surg2Zero, which focused on surgical site infection
reduction and implementation of best practices through all surgical services.

The Quality and Patient Safety Administrator and Quality Director were interviewed on 6/16/15
at 1:30 PM. They stated the Quality and Patient Safety Committee would meet monthly to
review and discuss reports tracking surgical site infections and HAT's, as well as other areas of
concern, related to infection as part of their agenda. During the meeting they would review unit
specific committee reports, if problems were identified in that area, and review processes or
interventions implemented on the unit for improvement by the unit Performance Improvement

coordinator.

The Quality and Patient Safety Administrator and Quality Director presented a quarterly
dashboard report with the 2015 Quality and Patient Safety Committee goals. The Quality and
Patient Safety Administrator stated the dashboard report was reviewed by the Quality and Patient
Safety Committee, as well as the Medical Executive Committee on a regular basis. The report
identified surgical site infections and HAI information being tracked. Additionally, the report
provided data on a quarterly and monthly basis, with the goal for the fiscal year, and identified
whether the hospital was on track or needed improvement for the identified goals related to SSIs

and HATs,

The records of 4 patients with surgical site infections between July 2014 and May 2015 were
reviewed. Additionally, documents related to infection prevention and the QAPI programs were
reviewed. No infection prevention issues were identified.

The allegation was substantiated, as patients did contract HAI. However, no deficiencies were
cited, as the hospital had several infection prevention processes in place and was aggressively
working to reduce the number of HAIs. ' i

Conclusion #4: Substantiated. No deficiencies related to the allegation are cited.

H
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Based on the findings of the complaint investigation, deficiencies were cited and included on the
survey report. No response 1s necessary to this complaint report, as it will be addressed in the
Plan of Correction.

If you have questions or concerns regarding our investigation, please contact us at (208)
334-6626, option 4. Thank you for the courtesy and cooperation you and you;r staff extended to
us in the course of our mvestigation.

Sﬁberely,
Tousthtl 57 SO0 0
LAURA THOMPSON SYLVIA CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care

LT/pmt




