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Betsy Hunsicker
West Valley Medical Center
1717 Axlington Street

Caldwell, ID 83605
RE: West Valley Medical Center, provider #130014
Dear Ms. Hunsicker:

This is to advise you of the findings of the complaint investigation, which was concluded at your
facility on July 9, 2015.

Enclosed is a Statement of Deficiencies/Plan of Cotrection, Form CMS-2567, listing Medicare
deficiencies. The hospital is under no obligation to provide a plan of correction for Medicare
deficiencies, Ifyou 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:

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

o Description of how'the actions will improve the processes that led to the deficiency cited,;

¢ 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;

¢ Monitoring and tracking procedures to ensure the PoC is effective in bringing the
Hospital into compliance, and that the Hospital remains in compliance with the regulatory
requiternents; '

e The plan must include the title of the person responsible for implementing the acceptabie
plan of correction; and




Betsy Hunsicker, Administrator
July 23, 2015
Page2 of 2

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

Please sign and date both of the fortns and return them to our office by August 5, 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 couriesies extended to us during our visit. If you have any questions, please
write or call this office at (208) 334-6626, option 4.

Sincerely,
%@Gwﬂﬁ }5” W W
REBECCA LARA SYLVIA CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
RL/pmt

Enclosures




W7 WEST VALLEY
MebpicAaL CENTER

1717 Arlington Avenue * Caldwell, 1D 83605
(208) 459-4641 « www.westvalleyisbetter.com

August 5, 2015

Rebecca Lara

Sylvia Creswell

Bureau of Facility Standards
3232 Elder Street

Boise, ID 83720-0036

RE: West Valley Medical Center, Provider #130014

Dear Ms. Lara; Ms. Creswell

Per your letter dated July 23, 2015 pursuant to the complaint investigation conducted July 9,
2015, please find enclosed the completed Statement of Deficiencies/Plan of Correction, CMS
Form 2567.

If you have any questions, please contact me at (208) 455-3718.

Sincerely,

Betsy Hunsicker
Chief Executive Officer

Enc.
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The following deficlencles were cited during the :
complaint investigation survey of your hospital.
The surveyors conducting the investigation were: 5
B i The policy referenced in finding 1 of tags 118 and 09/01/2015
?: :I%cf:a[air?' RN, BA, Heaith Facility Surveyor, 121, Patient/Family Complaint and Grievance
o currently states: Notification of Righfs Regarding
Teresa Hamblin, RN, MS, Health Facility : Complaint/Grievance Resalution Each patient andfor
Surveyor patient representative is informed of the rights and
responsibilities afforded patients upen entry info the
The following acronyms were used in this report: facility, and the process by which they may lodge a

compfaint. This information includes the name of the
designee of the organization, such as the

Risk Manager, and the method of access {o the
designes to provide immediate assistance as neaded.

HCA - Hospital Corporation of America
ED - Emergency Department

LIP - Licensed Independent Practitioner The policy will be clarified by the CNO to say:
PA - Physiclan Assistant Each patient and/or patient representative is
RN - Registered Nurse informed of the rights and responsibilities
A 118 482.13(a)(2) PATIENT RIGHTS: GRIEVANCES A 11g|afforded patients upon enlry into the facility, and the

process by which they may lodge a complaint.
This information includes the name of the designes

The hospital must establish a process for prompt of the organization,such as the Risk Manager, or

resolution of patient grievances and must inform Patient Advocate at 208-455-3719, or by mail

each patisnt whom lo contact to file a grievance. at 1717 Arlington Ave, Caldwell ID 836085, or email
at patient.advocate@hcahealthcare.com.

This STANDARD is not met as evidenced by: This clarificalion will assist internal users of the

paticy to carrectly advise patients and families

Based on review of grievance information, regarding the process, should it become necessary.

hospitai policies, and staff interview, it was The changes will be evidence by the track changes
determined the facliity failed to notify and revision date in the PalicyTech system and
patientsfrepresentatives of whom to contact, approved by the CEOQ.

within the hospital, to file a grievance. This had Information regarding the palicy update and new
the potential to impact all patients/representatives mailbox will be sent in a staff communication of

employee need to know to ail staff.

who wished fo file a grievance. it also had the Responsible Party: CNO

potential to interfere with, or prevent, )
patients/representatives from fling a grievance,
Findings include:

1. The hospital's policy "Patient/Family Complaint
and Grlevance," dated 10/12/10, was reviewed. It
included, but was not limited to, the following

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE - TITLE {XB) DATE

YA ..o Stolis

" Ay deficioncy sta'ten{e t ending with an asterisk {*) denotes a deficlency which the instilution may be excused from correcting providing it Is determined that
other safeguards provide sufflclent proleclion to lhe patients, {Ses instiuctions.) Except for nursing homes, the findings stated above are disclosabla 90 days
following the date of survey whether of not a plan of correction Is provided, For nursing homes, the above findings and plans of correction are dlsclosable 14
days following the dale these documents are made available to the facilily, If deficiencios are clied, an approved plan of correcton is requisite to continued
program parlicipation,
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did not provide the name or contact information
for the individual(s), in the facilily, patients or
representatives could contact to file a grievance.
This was confirmed by the Interim Patient
Advocate during Interview on 7/07/15 at 11:12
AM.

3. An undated patisnt handout, "Your Patient
Rights and Responsibilities," was reviewed.
Although the handout included information about
how to fils a written or verbal complaint with the
Joint Commission and Bureau of Facility
standards, it did not provide the name or phone
number of an individual(s), within the facility,
patients' could contact to fite a grisvance. This
was confirmed by the Interim Patient Advocate

The handout “Your Patient Righis and
Responsibilities®

currently states a hospital administrator may be
contacted in the case of any concarns.

Verbiage wifl be clarified to say “Concemns or
complaints

may be directed to the West Valley Medical Center
Risk Manager or Patient Advocate at 208-455-3719,
or by mail at 1717 Arlington Ave, Caldwell ID 83605,
or amail at patient.advocate@hcahealthcare.com”
The change will be drafted and submitted to the

print shop by the Director of Health information
Management and will clearly explain options for
patients/families in regard to local contacts for
complaints or concerns. Evidance of completion will
include an updated revision date and request to print
shop. Fulure versions of these printed materials

will be audited bafore distribution to maintain content.
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A 118 | Continued From page 1 A118
information:
"Each patfent andfor the patient's representative
will be informed-of the grievance process,
including whom to contact to file a grievance or
complaint. The patient will be informed that a
grisvance mayhe direclly lodged with the Idaho
Bureau of Facllity Standards or the Jolnt
Commission, regardless of whather he/she has
H H 1 1 "
!Tiri;st uselaid tiégdorg?m:fzation s grzievala_ncetn pLocests. Deficioncy 2, A118 and A121
epo Cy_ ’_ notin o,r,m eac_ pa ie[I wnom e The framed patients’ rights posters have been
Cor}taCt, Wlthln_ the facility, to me,a grievance. reviewed and the Director of Health information
This was confirmed by the Interim Patient Management who will submit a print change request
Advocate during interview on 7/07/15 at 11:12 adding "or West Valley Risk Manager, or Patient
AM. Advocate at 208-455-3719, or by mail at
1717 Adington Ave, Caldwell ID 83605, or amail at
- . ' patient.advocate@hcahealthcare.com® 10/01/2015
2 A frarped document containing patients nghls All posters will be replaced in current frames by
mfo_rmallon was observed h! the lobby area of the the Plant Operations department. This change will
facility on 7/07/15 at approximately 11:12 AM. allow clear options for patients/families in regard
The poster included information on how to file a ta local contacts for complaints or concems.
written or verbal compilaint with the Joint Future versions of these printed materials will be -
Commission, Bureau of Facility Standards and audited before distribution to maintain content
Y (attachment #5, completed print shop requisition).
the facility's parent company, HCA. The poster Deficiency 3, A118 and A121 10/01/2015

FORM CMS-2667(02-99) Prevlous Verslons Obsolale

Evarit ID; VRMO11

Facllily I: IDOOK3

If contlnuation sheet Page 2 of 21




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/23/2015
FORM APPROVED
OMB NO, 0938-0391

FORN CMS.2587(02-99) Previous Verstens Obsolete Event ID; VRMO11

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPFLIER/CLIA {%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
130014 B. WING 07/09/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1717 ARLINGTON STREET
WEST VALLE CAL CENTER
ALLEY MEDICAL CENT CALDWELL, ID 83605
(X4) D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION 168y
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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during interview on 7/07/15 at 11:12 AM.
Patients and representatives were not informed of
who to contact, within the facility, to file a
grievance. The policy referenced in finding 1 of tags 118 and 09/01/2015
A 121 g82.13(a[1g(5)(k)sPATlENT RIGHTS: GRIEVANCE A121 121, Patient/Family Complaint and Grievance
ROCE RE currently states:Notification of Rights Regarding
A i Complaint/Grievance Resclution Each patient and/for
t a minimum:] patient representative is informed of the rights and
The hospital must establish a clearly explained responsiblities afforded patients upon entry into the
procedure for the submission of a patient's written gf‘r'l"‘;"é,a’t‘d;sle E’ffc(’fessli‘;y \Vhécz‘“e%maﬁ’:g?tie
H 1L S (nrormation incuades the n
or verbal grievance to the hospital. designee of the organization, such as the
s N Risk Manager, and the method of access to the
This STANDARD s not met as evidenced b}ﬁ designee to provide immediate assistance as
Based on staff interview, observation of patient needed. The policy will be clarified by the GNO to
rights posters, and review of hospital policy and say: Each patient and/or patient representative is
patient rights information provided to patients '“f°fg'8§ of }he rights and 'G%PO“Sr']b""t'z?‘ it
upon admission, it was determined the hospital afforded patlents upon éntry into the fa . 20 Th*?e
failed to sstablish a clearly explained procedure process by which they may lodge a complaint. This
el .\ p P informaticon includes the name of the designee of
fOl' the Subm[SSIOFI Of a pat[ents erlten or Vel‘ba[ the organizaﬂonl such as the Risk Managerl or
grievance to the hospital. This had the potential Patlent Advocate at 208-455-3719, or by mall at
to interfere with the ability of patients to exercise 1717 Arlington Ave, Caldwell 1D 83605, or email at
their right to submit a grievance and have it g?l!ie;‘-ﬂg""ﬁate%HOah‘?i“_h?afe-fom- ch
H H 3 . I$ clanlicallon assist infernal users o e
promptly addressed' Findings include: policy to correctly advise patients and families
. . . . A regarding the process, should it become necessary.
1. The hOSpltai'f policy "Patient/Family Comptaint The changes will be evidence by the track changes
and Grievance," dated 10/12/10, was reviewed. it and revision date in the PolicyTech system and
includsed, but was not limited to, the following approved by the CEQ. Information regarding the
information: policy update and new maitbox will be sentin a
staff communication of employee need to know to
mn ; T : all staff,
- _Each‘ patient and/or thg patient's representative Responsible Party: CNO
will be informed of the grievance pracess,
including whom to contact to file a grievance or
complaint, The patient will bs informed that a
grlevance maybe directly lodged with the Idaho
Bureau of Facility Standards or the Joint
Commission, regardiess of whether he/she has
first used the organization’s grievance process.”
Facliily ID: IDOOK8 If continuation sheet Page 3 of 21
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Rights and Responsibilities, was reviswed.
Although the handout included information on
how to file a written or varbat grievance with the
Jaint Commission and Bureau of Facility
standards, it did not inform the patient how to file
a verbal or written grievance with the hospital or
a phone number to call. This was confirmed by
the Interim Patient Advocate during interview on
70715 at 1112 AM.

3. A patient rights poster, was observed in the
hospital's lobby area on 7/07/15 at {1:12 AM,
The poster did not include information on how to
fite a written and verbal grievance with the
hospital. Although the handout included
information on how to file a written or verbal
complaint with the Joint Commission, Bureau of
Facility Standards, and HCA, it did not inform the
patient how to file a verbal or written grievance

! with the hospital or a phone number to call. This
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A121| Continued From page 3 A 21| Deficiency 2, Al18and A121 10/01/2015
The framed patients’ rights posters have been
" . raviawed and the Director of Health Informalion
. Each patient and/or patient reprqs_e_ntative 18 Management who will submit a print change request
informed of the rights and responsibilities adding "or West Valley Risk Managar, or Patiant
afforded patients upon entry into the facility, and Advocate at 208-465-3719, or by mail at .
ihe process by which they may iodge a compfaint 1717 Arlington Ave, Caldwell ID B3605, or email at
This information includes the name of the patient.advocate@hcahealthcare.com
desi fih izafi h the Risk All posters will be replaced in current frames by
osignee ol Ine organization, such as e Ris the Plant Operations department. This change wiil
Manager, and th? mathod qf access to the allow clear options for patients/families in regard to
designse to provide immediate assistance as local contacts for complaints or concerns.
needed.” Future versions of these prinled materials will be
audited before distribution to maintain content
Tha pollcy did not state how patients would be (aftachment #5, completed print shop requisition).
informed of the hospital's grievance process
inctuding how to file a written and verbal
grievance wilh the hospital. This was confirmed
by the Interim Patient Advocate during interview
on 7/07/15 at 11:12 AM.
2. An undated patient handout, "Your Patlent Deficiancy 3, A118 and A121 10/01/2015

. [The handout “Your Patient Rights and Responsibilities
currently states a hospital administrator may be
contacted in the case of any concerns. Verblage will
be clarified to say "Concerns or complaints may be
directed to the Wast Vailey Medicat Center Risk
Manager or Patient Advocate at 208-455-3719, or
by mail at 1717 Arlington Ave, Caldwell ID B3605,

or email at patient.advocate@hcahealthcare.com™
IThe change will be drafted and submitted to the
print shop by the Director of Health Information
Management and will clearly expfain options for
patients/families in regard to local contacts for
complaints or concerns. Evidence of completion
will include an updated revision date and request

will be audited before distribution to maintain content.
Responsible Party: Director, Health Information

to print shop. Fufure versions of these printed materialf

FORM CMS-2567(02-09) Previous Varstons Obsclsle

Evant ID:VRMO1t

Faclfity [D: iIDOOKS

if continuation shest Page 4 of 21




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/23/2015
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

130014

(%2} MULTIPLE CONSTRUCTION
A BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

0710912015

NABAE OF PROVIDER OR SUPPLIER

WEST VALLEY MEDICAL CENTER

STREET ADDRESS, CITY, STATE, 2IP CODE
1717 ARLINGTON STREET
CALDWELL, ID 83605

“and Grievance," dated 10/12/10, was reviewed.

REVIEW THVE FRAMES

At a minimum:

The grisvance process must specify time frames
for review of the grievance and the provision of a
response.

This STANDARD Is not met as evidenced by:
Based on review of grievance information and
hospital poilcy and staff interview, it was
determined the hospital faited to ensure
grievances were responded to within the time
frame specified in policy, or notified when a delay
was anticipated to accur in accordance with
policy, for 2 of € patients (#8 and #9) whose
grievances were reviewed. This resulted in
unexptained delays in communicating results of
the grievance investigation. Findings include:

1. The hospital's policy "PatiéntlFamin Complaint

The policy Included, but was not limited to the
following information:

- "Upon receipt of a grievance, the Risk Manager,
House Supervisor, or aother designee of the
organization, will confer with the patient and/or
patient representative within seven days.of
receipt of the grievance with the exception of
complaints that endanger the patient (i.e., abuse
or neglect). These grievances should be

(41D SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROFRIATE DATE
DEFICIENCY)
A 121| Continued From page 4 A121
was confirmed by the interim Patient Advocate :
during interview on 7/07/15 at 11:12 AM.
The hospital did not estabiish a clearly explained
procedure for the submission of a patient's written
or verbal grisvance to the hospitai. Al22
A 1221 482.13(a)(2)(ii) PATIENT RIGHTS: GRIEVANCE A 122 09/01/2015

The tracking mechanism for follow up on grievances
includes a spreadsheet tracking the date of receipt of
the complaint. The interim patient advocate will draft
letter content to be sent to any patients/family
member whose grievance cannot be adequately
invested and closed within 7 days. The log used fo
track grievances will be updates to reflect when this
letter is needed and a copy of the letter retained.
The letter will state “We appreciate your time in
bringing your concerns to our attention. We are
currently in the process of investigating your concerng
and hope to have follow up or resolution in the

very near future. Please expect a response within
21 days. Thank you for your continued patience as
we work to evaluate and respond to your concern®.
(attachment # 8)This update to our process will
ensure we have clear documentation of all follow up
provided and that our customers know what to expect
during the process, should it become necessary to
exiend the review process.

The interim patient advocate will audit histher
spreadsheet and provide resuits in a quarterly

review of the spreadsheet with hospital administration.

Audit results will be reported to Quality Resuits
Committee (MEC} and the CEO for determination
of ongoing audit need.

Responsible Party: Interim Patient Advocate

FORM CMS-2567(02-99) Previous Varslens Obsolote
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PREFIX
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IATE DATE

A122

-frame specified in policy. Examples include:

Continued From page 5

reviewed Immediately given the seriousness of
the allegations and the potential for harm to the
patient. A representative of the administrative
staff will oversee and assist wilh the resciution
process as needed. medical staff leadership may
be involved as needed to resolve physician
delivery of care issues.

- Occasionally, a grievance is complicated and
may require an extensive investigation. If the
grievance will not bs resolved, or if the
investigation is not or will not be completed within
seven days, the complainant should be informed
that the facility is stilt working to resclve the
grievance and that the facllity will follow-up with a
wrilten response within 21 days.

The hospital's letter of response to
patients/complainants was not within the time

a. A complaint was recelved 4/12/16, on behalf of
Patient #8 regarding physician care and behavior
for an ED visit in December, 2014. Two leiters of
response were provided, dated 4/24/16 and
4f28/15. There was no documentation to indicate
the complainant was informed of the delay
beyond the seven days specified In hospital
poiicy. This was confirmed by the interim Patient
Advocate during interview on 7/07/15 at 11:15
AM.

b. A complaint was received on 4/18/15, on behalf
of Patient #9 related to physician care in the ED
the prior week. Lelters of response were dated
5/29/15 and 6/02/15. There was no
documentaltion to indicate the complainant was
informed of the delay beyond the seven days
specified in hospital policy. This was confirmed by

A122
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In its resolution of the grievance, the hospital
must provide the patient with written notice of its
decision that contains the name of the hospital
contact person, the steps taken on behalf of the
pattent to investigate the grievance, the results of
the grievance process, and the date of
completion.

This STANDARD is nof met as evidenced by:
Based on review of ielters of response to
grievances, hospital policy, and staff interview, it
was datermined {he hospital failed {o ensure
written notice of response included the date of
completion of the investigation of complaints for 4
of 6 patients (#5, #7, #8 and #9) whose
grievances were reviewed, This resuited in a lack
of clarily as to whether the investigation was
complete. Findings include:

1. The hospital's policy "Patient/Family Comptaint
and Grievance," dated 10/12/M0, was reviewed.
The policy stated "In resolution of the grievance,

a written notice of the decision must be provided
to the complainant that contains the name of the
facllity contact person, the steps taken on behalf
of the patient to investigate the grievance, the
resuits of the grievance Investigation, and the

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 122 Continued From page 6 A 122
the Interim Patlent Advocate during an interview
on 710715 at 11:24 PM.
Patient #8 and Patient #2 were-not sent
responses fo their grievances within the time
frarme specified in pollcy, nor were they notifted
the response would be defayed. A123
A123 ] 482,13(a)(2)(ii}) PATIENT RIGHTS: NOTICE OF A 1231 1t will be the consistent practice, at the time a 08/01/2015
GRIEVANCE DECISION grievance investigation Is complele and a response
provided, to clearly communicate to the patient that
At a minimum: the investigation is considered closed. Effective

immediately, all final correspondence will clarify the
closure of the investigation through standard
languags, “At this time, we will consider this

matter closed. if there are any issues you consider
unresolved, please do not hesitate to contact me
at 208-455-3770."

Verbal education was provided to the interim
patient advocate by the CNC.

The interim patient advocate is responsible to enstire
this standard language is incoiporated.

The most recent 2 responses were audited by the
CNO and included this language. The interim
patient advocate will audit his/fher spreadshest and
provide results in a quarterly review of the
spreadsheet with hospital administration.

Audit results will be reported to Quality Results
Committee (MEC) and the CEO for determination
of ongoing audit need.

Responsible Party: Interim Patient Advocate
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date of completion,”

The following are examples of letters of response
to grievances that did not include the date the
investigation was considered complete:

a, A complaint was received on 4/02/15, on behalf
of Patient #5 regarding physician care during an
ED visit on 4/01/15. The letter of response, dated
4/10/15 did not include the date the investigation
was considered complete. This was confirmed
by the Interim Patlent Advocate during inferview
on 7107/15 at 11:12 AM.

b. A complaint was received 4M2/15, on behalf of
Patient #8 regarding physician care and hehavior
for an ED visit In December, 2014. Two letters of
fesponse were provided, dated 4/24/15 and
4/28/15. Neither letter indicated the date the
investigation was considered complete. This was
confirmed by the Interim Patient Advocate during
interview on 7/07/15 at 11;16 AM.

¢. A complaint was received on 4/10/15, by
Palient #7 related to nursing care in the ED
during a visit on 4/10/16. Letlers of response,
dated 4/15/15 and 6/10/15, did not include the
date the investigation was considered complete.
This was confirmed by the Interim Patient
Advocate during interview on 7/07/15 at 11:15
AM.

d.. A complaint was received on 4/18M15, by
Patient #9 related to physician care in the ED the
prior week. Letters of response, dated 5/21/16
and 6/02/15, did not include the date the
investigation was considered complete. This was
confirmed by the Interim Patlent Advocate during
an interview on 7/07/15 at 11:24 PM.

1D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %5}
PREFIX : (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE GOMPLEVION
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DEFICIENCY)
A123| Continued From page 7 A123
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SUMMARY STATEMENT OF DEFICIENCIES

STATUS NOTIFICATION

The patient has the right to have a family member
or representative of his or her choice and his or
her own physician notified promptly of his or her
admission to the hospital.

This STANDARD Is not met as evidenced by:
Based on staff interview, policy review, and
madical record review, it was determined the
hospital failed to ensure a process was
established to ask patients if they wanted a family
memberfrapresentative and/or personal
physictan notified of their admission to the
hospital. This directly impacted 3 of 11 patients
(#1, #3 and #4) whose admission documents
were reviewed for this purpase. This had the
potential to interfere with the abliity of patients to
coordinate their personal and healthcare needs.
Findings include:

1. An undated patient handout, *Your Patient
Rights and Responsibilities," was reviewed. The
policy stated the patient could expect "prompt
natification to your physician and a family
member, per your request, if you are admitted to
the hospital.”

Documentation was not found in the following
records indicating the facility had asked patients
whether they wanted the hospital to nofify a family
member/representative and/or a personal
physician of admission to ths facility as follows:

{X4)10 D PROVIDER'S PLAN OF CORRECTION {35}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 123 Continued From page 8 A123
Letters of response to grievances for Patients #5,
#7, #8 and #2 were incomplete.
A 133 482.13(b}{4) PATIENT RIGHTS: ADMISSION A 133| A133

Personal physician notification: Primary care
naotification for general inpatients is provided with an
automated process at admission registration. When a
patient is asked if they have a primary care provider
(PCP) by registration and a provider is chosen, there
is an autofax function that notifles the provider.
Behavioral Health, because of the confidential nature
of admission, requires asking patients if they would
like their PCP notified of admission.

The Director of Advanced Clinical will slevate a
change request to the administrators of our
electronic health record, behavioral health
documentation. (aftachment 7)

The current admission assessment

requires the nurse to ask the patient who their PCP
is but does not provide a documentation solution for
whather tha patient would like the PCP notified nor
an option to document that notification has been
completed. A data element for each of these
questions will be requested as an add to
documentation.

The autofax option is in place and was not clearly
articulated at the time of survey. Adding
documentation rows to the electronic heailth record
will allow nurses to adequately chart notification of
the PCP, if desired by the patient.

Family member/representative notification: The
Director of Advancad Clinical will elevate a change
request to the administrators of our electronic health
record, behavioral health and inpatient
documentation regarding addition of a field for
requests for staff to notify family member/friend of
admission and field for documenting notification

has been completed.

09/01/2015
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A 133! Continued From page 9 : A 133 While awaiting approval and implementation of the
change request, nursing will be advised by Advanced
- Patlent #1 was a 54.year old fe.”?a'e admitted to Clinicals Director t¢ document notification of family
the Mental Hea_“h Unit of Fhe fac“'l!{ on 4/ 0“. 18. member/representative or physician, as desired by
Her diagnoses included bipolar 1 disorder with the patient In the comment field. An audit of
manic with psychotic features. There was no documentation will be conducted by the department
documentation in Patient #1's medical record director or charge nurse designes in Behavioral
indicating she had been asked if she wanted the E:;gzlrgaggglmgﬂy ;gsi;f::fnsllgg é';m otad
facm_ty to notify a personal physlcian of her on, at minimurn, 50% of admitted patients for 30
admisslon. days or until 100% compliance is achieved,
whichever is longer.
- Patient #3 was a 32 year old female admitied to Audit resuits will be reported to Quality Results
the facility on 4/17/15, for care related to a hernia Committee (MEC) and the CEO for determinatian
repair. Documentation was not found in her of ongoing audit need

Responsible Party:Directors of respective

medical record indicating she had been asked if
departments

she wanted the facility to notify a family
member/representative or personal physician of
her admission.

~ Patient #4 was a 35 year old female admitted to
the facility on 5/03/15, for delivery of a male
infant, Documentation was not found in her -
medical record Indicating she had been asked if
she wanted the facility to notify a family
membaerfrepresentative or personal physician of
her admission.

| The Director of Advanced Clinical & Meaningful
Use Cocrdinator was interviewed on 7/07/15,
beginning at 1:05 PM. She reviewed the inpatient
admission records of Patients #1, #3 and #4 and
confirmed she did not see documentation of
family members/patient representative notification
of admission for Patients #3 and #4, She aiso
sald she did not see documentation of notification
of personal physiclans for Patients #1, #3 or #4.

The Director of the Mental Health Unit was
interviewed on 7/07/16, beginning at 1:51 PM.
She stated patients were asked if they wanted a
family member or representative notifled of their
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A 133 | Continued From page 10 A133
admission during the initial, psychiatric-social
assassment. The Director of the Mental Heaith
Unit also said she was not aware of a hospltal
process or document instructing staff to ask
patients if they wanted their family/personal
physicians notified of their admission.
The hospital did not have a uniform process in
place to ensure patients were asked if they
wanted family members or representatives and/or
a personal physician notifled of their admission. A6
A168 g%%l:f}g%g?\lPATlENT RIGHTS: RESTRAINT OR A 168 In investigating the issues around inability to locate 09/01/2015
provider orders for restraints from the emergency
department, it was found that a hard copy paper
The use of restraint or seclusion must be in order form is being used to ensure timeliness of the
accordance with the order of a physician or other order being documented as the providers’ practices
licensed independent practitioner who is :iLe t; rt;e ;t bedsi:sas [a;r;}c:1 tcgm?unic{?letlh-e} ﬁ’édfﬁrr r::a
H H i1 ] aner ass @ patient.
responsible for the care of th.e patient as speclfit'ad being used to document the ordepr and 1 hour face ta
under §4.82.12(C) a“?‘ aUthc,’nZ?d to order res{ra,mt face did not have a bar code and therefore did not
or seclusion by hospital policy in accordance with scan to the orders section of the legal medical
State law. record. The form has been updated by the
quality specialist and has replaced the new form
This STANDARD is not met as evidenced by: as of July 10, 2015. (altachment #1)
Based on staff interview and review of hospital E:;CT;T;:EZ?QZ% fgfﬁ;‘”g;’;‘: form s fully
policy and medical records, it was determined the S rovided by the Bmergency%epanmem Srector
hospital failed to ensure restraint use was in to all RN staff at mandatory staff meetings
accordance with the order of a physician or other completed the week of July 21, 2015
LIP for 2 of 2 patients placed in behavioral {items covered attachment #6).
restraints in the ED (#12 and #17) whose medical 100% of restrained patient charts will be audited
records were reviewed. This resulted In (attachrnent #4) for physician order by the
unauthorized restraint use. Findings include: regz;g:;fg gi‘;ﬁ[;":fe“;::;;egsxnrlgeez'm%%?”d
and the CEOQ for determination of ongoing audit
1. The "Restraint/Seclusion” policy, dated need.
8/03/14, was reviewed. The poiicy included, but Responsibie Party:Director of Emergency
was not limited to the following information; Department
- "An order for restraint or seclusion must be
obtained from an LIP/physician who is
|
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A168

‘documented in the record, by a physician or other

Continued From page 11

responsible for the care of the patient prior to the
application of restraint or seclusion.”

This policy was not followed. Examples include:

a. Patient #12 was a 52 year old male seen in the
ED on 4/01/14, after being brought into the ED by
police and placed on an invaoluntary hold due to
suicidal and homicidat ideation. Nursing
documentation indicated physical restraints were
initiated on 4/01/15 at 5;40 PM. The time of
discontinuation of restraints was not indicated in
Patiant #12's record. There was no order

LiP, for restraints for Patient #12. This was
confirmed by the Director of Advanced Clinicals
and Meaningful Use Coordinator during interview
on 7/08/16 at 1:20 PM.

b, Patlent #17 was a 45 year old female seen in
the ED on 4/16/16 and 4/16/15, for care related to
a drug overdose. Nursing documentation
indicated Patient #17 was piaced in locking
synthetic leather restraints (humber or limbs not
documented) at 4/15/15 at 9:50 PM, related to
violent hehavior. The physician's order for
restraints was dated 4/16/15 at 2:38 AM, more
than 4 hours after initation of restraints.

An ED RN and the Director of Advanced Clinicals
and Meaningfui Use Coordinator were
intarviewed together at 7/08/15 at 12;45 PM. The
ED RN stated there should have been a hard
copy of an order written at the time of restraint
inifiation and scanned into Patient #17's medica!
record by the Medical Records Department. She
confirmed the hard copy of the order was notin
the record and she did not know why.

A168
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A 168 | Continued From page 12 A168
The use of restraint was not in accordance with
the order of a physician or other licensed
independent practitioner for Patient #12 and
Pafient #17 in accordance with hospital poiicy.
A 1731 482.13(e}(8) PATIENT RIGHTS: RESTRAINT OR A {73|A173 08/01/2015

Hospital policy regarding non-violent restraints states
that the initial order may be written for up to 24 hours
and subsequent orders will be writlen each calendar

[Unless superseded by State law that s more
rastrictive,} :

(iit) Each order for resiraint used to ensure the
physical safety of the non-violent or
non-seif-destructive patient may be renewed as
authorized by hospital policy.

This STANDARD s not met as evidenced by.
Based on staff interview and review of hospital
policy and medical records, it was determined the
that the hospital failed to ensure resfraints used
to ensure the physicat safety of the noen-violent or
non-self-destructive patients, were renewed In
accordance with hospital policy. This directly
impacted 2 of 2 patients (#13 and #14) who were
restrained for medical reasons. This resulted in
unauthorized restraint use. Findings include:

1. The "Restraint/Seciusion” policy, dated
6/03/14, was reviewed. The policy stated an
order for resiraint for non-viclent or non-self
destructive behavior "must not exceed
tweniy-four hours for the initial order” and "a new
order must be written each calendar day." The
hospital's policy was not followed in the following
examples:

a, Pallent ##13 was a 72 year old maie admitted fo
the critical care unit of the hospital on 6/26/15.
Mursing notes documented continuous upper
extremity soft wrist restrainis from 6/26/15 at 9:15

regarding to all ICU RNs calendar day ord

(attachment #4) for physician order by the
designee and reported to Quality Results
ongoing audit need.

of ongoing audit need

Responsible Party:
Directors of respective depariments

day. Reeducation to the staff in the ICU will be
conducted by the manager of ICU or designee

providers. Provider education materials will be
updated by the CNO to clarify the requirement to
write a new order each calendar day (aiachment #2)
100% of restrained patient charts will be audited
Behavioral Health, Med/Surg, ICU director or
Commitlee and the CEO for determination of

Audit results wilf be reperted to Quality Results
Committee (MEC) and the CEO for deterrnination

ors for
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A 173 Continued From page 13 A173

PM until 7/05/16 at 11:00 AM.

Physician orders for upper extremily bilateral wrist
restraints were documented at the following dates
and times for 24 hours each time:

- 6/26/15 11:16 PM
- 6/28/15 6:27 PM
- 6/29/156 4:56 PM
- 7101116 4:00 PM
- 7/02/15 9:34 AM
- 7102715 4:00 PM
- 7/03/15 4:00 PM
- 7/04/15 9:11 AM

There were no orders present for the following
times when Patient #13 was in bilateral wrist
restraints:

- 6/27/16 at 11:16 PM until 6/28/15 at 6:27 PM
- 6/30/15 at 4:56 PM until 7/01/15 at 4:.00 PM
- 7105/15 at 9:11 AM until 7/15/15 at 11:00 AM

Orders "per calendar day," were missing on
6/27/15, 6/30/15, and 7/05/15.

The Director of Advanced Clinical & Meaningful
Use Coordinator reviewed Patlent #13's record on
7/07/15 at 1:35 PM with the surveyor and
confirmed there were missing orders for
restraints.

b. Paiient #14 was a 78 year old female, admitted
to the hospital on 6/08/15, for surgery related to
lumbar stenosis, The hospital's restraint log
indicated Patient #14 was restrained from 8/12/115
at 12:00 PM unfil 6/16/15 at 11:45 AM.

Physician orders for bliateral upper exiremity
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Continued From page 14

restraints were documented at the foliowing dates
and times for 24 hours each time:

- 6/11/15 at 12:04 PM
- 6/12/16 at 5:30 PM
- 6/13/15 at 9:00 PM
- 6/15/15 at 6:44 PM

There were no orders present for the following
times when Patlent #14 was restrained:

-~ 6/13/16 at 5:30 PM until 6/13/16 at 9:00 PM
- 8/14/15 at 9:00 PM untli 6/15/15 at 6:44 PM.

An order "per catendar day," was missing on
6/14/15.

The Director of Advanced Clinical & Meaningful
Use Coordinator reviewed Patient #14's record on
7/07/15 at 1:35 PM, with the surveyor and
confirmed there were missing orders for
restraints.

Restraints used to ensure the physical safety of
the non-violent or non-seif-destructive patients,
ware not renewed avery 24 hours as authorized
by hospital policy.

482.13(e)(11) PATIENT RIGHTS: RESTRAINT
OR SECLUSION

Physician and other licensed independent
praciitioner fraining requirements must be
specified in hespital policy, Ata minimum,
physicians and other licensed independent
practitioners authorized to order restraint or
seclusion by hospital policy in accordance with
State faw must have a working knowledge of
hospital policy regarding the use of restraint or

A173

A-i76

Hospital policy is that physicians and other LIPs
authorized to order restraint will have a working
knovdedge of the palicy on the use of restraint and
saclusion. A provider fact sheet (attachment #2)} with
provider specific information and a resource for
obtaining the full policy has been added {o new hire
physician orientation,

A176

09/01/20156
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: At that time will sign an aftestation (attachment #3)
A 176 | Continued From page 15 A 178 of their working knowledge regarding the use of
seclusion. restraints/seciusion.
The provider fact sheet will be provided to 100%
This STANDARD s not met as evidenced by: hospitalists, psychiatric and emergency department
Based on staff interview and review of hospital physicians before September 1, 2015 by the medical
. . staff coordinator. Reeducation will be completed
policy and staff orlentation documents, it was . periodically, o less than every 2 years.
determined lhe hospital failed to ensure Completion of current provider aftestations will
physicians and other LiPs had a working be reported to Quality Results Committee (MEC).
knowiedge of hospital poficy regarding the use of Responsible Party: Medical Staff Coordinator

resiraint or seclusion, This had the potential to
Interfere with patient safety and lead to
inappropriate continued restraint use. Findings
include:

1. The "Restraint/Seclusion" policy, dated
6/03/14, was reviewed. The policy stated
"Physicians and oiher LIPs authorized to order
restraint will have a working knowledge of this
policy on the use of restraint and seclusion.”

A page of physician orlentation was provided for
review that included information provided to
physicians at orientation, There was a halfa
page of information related to "Restraint and
seclusion” and a referral to the hospital's restraint
and seclusion policy for more information.

The Medicai Staff Coordinator was interviewed on
7/08/15, beginning at 9:14 AM. She said
reminders of necessary education were emailed
at various times throughout the year, including
reminders concerning restraint training. She
indicated physicians were prompted to review the
restraint policy and the 1 page document
previously discussed. She stated physicians
were not required to provide proof of competency
or attest that they have reviewed the restraint

policy.

An ED physician was interviewed by telephone on

I M
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7108115 at 10:06 AM. When asked about his
understanding of the face-to-face requirement for
resfraints used to manage violent or
self-destructive behavior, he stated he was not
sure of the specific requirements and he was not
sure they applied to the ED selting since
providers were in and out of the room and would
likely see a patient within one hour of inffation of
restraints. He stated nurses usually document
"doctor In room" which would be evidence a
face-to-face was conducted.

The hospital faited to ensure physicians had a
working knowledge of restraint policy.

2. Refer to A184 as it relates to the failure of the
hospital to ensure patients were assessed within
one hour of the application of behaviorai
restraints,

482.13(e)(16)(i) PATIENT RIGHTS: RESTRAINT
OR SECLUSION

Whaen restraint or seclusion is used, there must
be documentation in the patient's medical record
of the following:

The 1-hour face-to-face medical and behavioral
evaluation if restraint or seclusion is used to
manage violent or self-destructive behavior.

This STANDARD is not met.as evidenced by:
Based on staff interview and review of hospital
policies and medical records, it was determined
the hospital failed to ensure a face-to-face
gvaluation was conducted within one hour of
application of behaviorai resltraints to assess the
patient's Iimmediate situation, the palienf's
reaction to the intervention, the patient's medical

A 176

A184

Al184

Providers will be reeducated on the 1 hour face to
face and other policy components by the medical

staff coordinator using the restraint fact sheet

In order to assist in completing the 1 hour face to face,

a paper format was added to the paper

emergency department order form (attachment #1)

highlighting the requirements. New, glectroni

emergency department templates wilt be provided to

emergency departmenit providers as part of a
update, this year. One component of the hea

record update is an electronic 1 hour face to face note.
Education on use of the updated notes will be

provided by the advanced clinical team after
update is available.

In inpatient psychiatric services, a template is
available. The director of advanced clinicat will

meet with the inpatient providers and provide
education regarding use of the template.

08/01/2015

C

fate fall
Ith

the
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and behavicral condition, and the need o
cantinue or terminate the restraint or seclusion,
for 2 of 2 ED patients (#12 and #17) whose
medical records were reviewed. Findings
include:

The hospital's “Restraint/Seclusion” policy, dated
6/03/14, was reviewed. The policy Included, but
was not limited to, the following information:

"a. A face-to-face assessment by a physician or
LIP, RN or physician assistant with demonsirated
competence, must be done within one hour of
rastraint or seclusion Initiation or administration of
medication to manager violent or self-destructive
behavior that jeopardized the immediate physical
safety of the patient, a staff member, or others.
At the time of the face-to-face assessment, the
LIP/physician/RN/PA will:

1) Work with staff and patient to identify ways to
help the patient regain control

2) Evaluate the patient's immediate situation

3) Evaluate the patient's reaction to the
intervention

4) Evaluate the patient's medical and behavioral
condition

5) Evaluate the need to continue or terminate the
restraint or seclusion

6) Revise the plan of care, treatment, and
services as needed

Note: A telephone call or lelemedicine
methodology does not constifute face-to-face

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFIGIENCY)
A 184 | Continued From page 17 A 184 100% of restrained patlent charts will ba audited

(attachment #4) for 1 hour face to face by the ICU,
ED and Mental Heaith director or designee and
reported to Quality Results Committee (MEC) and
the CEOQ for determination of ongoing audit need.
Responsible Party: Directors of respective
departments and medical staff coordinalor,
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assessment.

b. When the 1 hour face-to-face is performed by
a RN or physician assistant with demonstrated
competence, the following must aceur:

1) The RN or physician assistant with
demonstrated competence must consult the
attending physician or LIP who s responsible for
the care of the patient as socn as possible after
the completion of the 1-hour face-to-face
evaluation. {'As soon as possible' is to be as soon
as the attending physician is able to be reached
by phone or in-person.} A consultation that is not
conducted prior to renewal of the order would not
be consistent with the requirement "as soon as
possible.”

2) The consultation should include, at a minimum,
a discussion of the findings of the 1 hour
face-to-face evaluation, the need for other
freatments, and the need to continue of
discontinue the use of restraint or seclusion.

3) if a patient who is restrained or secluded for
aggressiveness or violence quickly recovers and
is released before the physiclan arrives to
perform the face-to-face assessment, the
physician must still see the patient face-to-face to
perform the assessment within 24 hours after the
initiation of restraint or seclusion."

The records of 2 ED patients who were restrained
in the ED for violent or self-destructive behavior
were reviewed. There was no documentation to
confirm a qualified individual conducted a
face-to-face evaluation within one hour of
inittation of rasiraints to manage violent or
self-destructive behavior. Examples include:
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a. Patlent #12 was a 52 year old male who was
seen in the ED on 4/01/14 after being brought fo
the ED by police, and placed on an involuntary
hold, due to suicidal and homicidal ideation.
Nursing documentation indicated physical
reslraints were initiated on 4/01/15 at 5:40 PM.
The time of discontinuation of restraints was not
indicated in Patient #12's record. There was no
documentation that Patienf #12 was evaluated
face-to-face for Patient his reaction to the
restraints, behavioral conditlon, and the need to
continue or terminate restraints, This was
confirmed by the Director of Advanced Clinicals
and Meaningful Use Coordinator and an ED RN
during an interview on 7/08M16 at 12:45 PM.

b, Patlent #17 was a 45 year old female who was
seen in the ED on 4H 5/15 and 4/16/156 for care
related to a drug overdose. Nursing
documentation indicated Patient #17 was placed
in locking synthetic leather restraints (number or
limbs not documented) at 4/15/15 at 9:50 PM
related to violent behavior. There was no
documentation that Patient #17 was evaluated
face-to-face for her reaction to the restraints,
behavioral condition, and the need to continue or
terminate restraints.

An ED physician was interviewed by telephone on
7/08/15 at 10:06 AM. When asked about his
understanding of the face-to-face requirement for
restraints used to manage violent or
self-destructive behavior, he stated he was not
sure of the specific requirements and he was not
sure they applied to the ED setting since
providers were in and out of the roorm and would
likely see a patient within one hour of initiation of
restraints. He stated nurses usually document

A184

i
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"doctor in room" which would be evidence a
face-to-face was conducted.
The hospital failed to ensure patients resirained
in the ED for hehavioral reasons received a one
hour face-to-face assessment related to the use
of the restraints,
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September 2, 2015

Betsy Hunsicker, Administrator
West Valley Medical Center
1717 Axlington Street
Caldwell, ID 83605

Provider #130014
Dear Ms, Hunsicker:

An unannounced on-site complaint investigation was conducted from July 6, 2015 to July 9,
2015 at West Valley Medical Center. The complaint allegations, findings, and conclusions are
as follows:

Complaint #1D00007020 -
Allegation #1: The hospital did not allow visitors at the patient's request,

Findings #1:- During the investigation, several patients and hospital staff were interviewed.
Additionally, seventeen patient records and information concerning Patient Rights, including
hospital visitation rights and visitation rules specific to the Mental Health Unit, were reviewed.

Patients were interviewed on the Mental Health Unit and Orthopedic Floor concerning visitation
rights. The patients said family and friends were allowed to visit without staff interference.
Patients who were interviewed on the Mental Health Unit stated there were specific times visitors
were allowed on the unit, and that the times could be found in the unit's handbook.

One of the patients who was interviewed on the Mental Health Unit said she had been allowed
special visitation with a family member outside the documented visitation hours. She also stated
she spoke with her social worker to airange the visit.




Betsy Hunsicker, Administrator
September 2, 2015
Page2 of 6

Visitation rights for the hospital were included on the "Conditions of Admission and Consent for
Qutpatient Care." The document included, "...Further I understand that the hospital may need to
place clinically necessary or reasonable restrictions or limitations on my visitors to protect my
health and safety in addition to the health and safety of other Patients. The hospital will clearly
explain the reason for any restrictions or limnitations if imposed. If1 believe my rights have been
violated, I or my representative has the right to utilize the hospital's complaint resolution
system."

According to an RN on the Mental Health Unit, and the Director of the unit, it was the practice
on the unit to give patients a "PATIENT AND FAMILY HANDBOOK" when admitted to the
unit and review the information with the patient. The handbook contained a section concerning
"Visitors." The section of the document included, "...Visiting hours are from 6:15 to 7:15 pm
Monday through Saturday. Visiting on Sunday will be from 1:00 to 2:15 PM... Visitors under the
age of 16 are not allowed due to the acute nature of the unit. Exceptions can be made through the
social worker and/or charge nurse for a special visit...If visitors need to come at a time other than
visiting hours please advise them to check with the charge nurse or social worker. Some
exceptions may be made in regard to visiting hours for therapeutic reasons with clinical staff
approval..."

Ong patient record included information about a 47 year old male who was admitted on 5/21/15
to the hospital's Mental Health Unit. The patient presented to the hospital's ED after having
attempted suicide for the second time in two weeks. The patient's "Discharge Summary”
indicated he had taken 300 units of another individual's short-acting insulin. The document also
included the patient was stabilized using IV glucose, but was transferred to the ICU for further
blood sugar inonitoring, before he was later transferred to the Mental Health Unit.

Contained within the patient's record was a document titled "Acknowledgement of Unit Rules.”
The document was signed by the patient on 5/22/15. The document included, "...I have read and
understand the unit rules. Iagree to abide by them....] have read and understand the patient rights
and responsibilities..." '

It could not be verified that patients were not allowed to visit with family members at appropriate
times. '

Conclusion #1: Unsub_stantiéted. Lack of sufficient evidence,

Allegation #2: The hospital did not inform/educate the patient about medications he was given.
The patient was not allowed the option to refuse freatment/medication.

Findings #2: During the investigation, several patients and hospital staff were interviewed, and
seventeen patient records wete reviewed.
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Patients were interviewed on the Mental Health Unit and Orthopedic Floor concerning
medication therapy and the right to refuse treatment and/or medications. The patients said they
had no coinplaints about medication regimens. Patients also stated the nursing staff provided
education about all medications that were prescribed.

A patient on the Orthopedic Floor stated the nursing staff provided routine education about her
medications. She said written information had been provided about some of her medications.
‘Though the patient stated she had not refused any of her medications, she said she would do so if
she felt it necessary. -

One of the patients who was interviewed on the Mental Health Unit said the nursing staff
explained what each medication was for and the potential side effects each time medications
were administered. She also stated nurses provided medication education classes that occurred
routincly on the unit. The patient also said she had never refused a medication, but she felt
comfortable doing so.

The Mental Health Unit Director and Clinical Nurse Supervisor for the Mental Health Unit were
interviewed on 7/07/15. They discussed the process for beginning patients on new medications.
Both stated medication education is an important focus on the unit, They stated all medications
are thoroughly discussed during each medication pass. Additionally, they stated medication
education groups are routinely conducted by nursing staff, and patients, if able, are required to
attend.

One patient record included information about a 47 year old male who was admitted on 5/21/15
to the hospital's Mental Health Unit and discharged on 5/24/15. The patient presented to the
hospital's ED after having attempted suicide for the second time in two weeks. The patient's
"Discharge Summary"” indicated he bad taken 300 units of another individuals shoit-acting
msulin. The document also included the patient was stabilized using IV glucose, but was
transferred to the ICU for further blood sugar monitoring, before he was later transferred to the
Mental Health Unit. '

Contained within the patient's medical record, was a documerit titled, "PSYCFIATRIC
EVALUATION." The document included "...INFORMED CONSENT: He was apprised of the
risks and benefits of pharmacotherapy and did consent to the proposed treatment regimen." :

N

Evidence could not be found indicating patients were not educated about their medications or
that patients were not allowed to refuse treatment/medication. )

Conclusion #2: Unsubstantiatcd., Lack of sufficient evidence,
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Allegation #3: Hospital staff ignored the patient when he reached the unit, delaying treatment.
Staff was rude and unprofessional, treating the patient with disrespect.

Findings #3: During the investigation, several patients were interviewed. Hospital staff were
observed and interviewed. Seventeen patient records were reviewed.

Patients were interviewed on the Mental Health Unit and Orthopedic Floor concerning
communication with hospital staff. The patients who were interviewed smd they found staff to 1
be polite and professional.

Staff was observed while speaking with patients and family members. Staff were found to have 1
conducted themselves in a professional mamner and treated others with respect and dignity.

Evidence could not be found indicating staff was rude or unprofessional when communicating
with patients or that treatments were delayed.

While the complaint could not be substantiated due to a lack of sufficient evidence, it is possible
staff did not behave in an entirely plofessmnal manner, causing a patient to feel he/she had not
been treated with respect.

Conclusion #3: Unsubstantiated. Lack of sufficient evidence,

Allegation #4: The patient was not provided information or instructions about how to file a
grievance.

Findings #4: The hospital failed to provide information or instructions about how to filea
grievance. '

During the complaint investigation, seventeen patient records were reviewed, six grievance
- records were reviewed, policies were reviewed, staff were interviewed, and patient rights
information, including hospital grievance documentation, was reviewed.

r

There was evidence found that indicated the hospital failed to provide a process that clearly
informed patients who to contact to file a grievance or the procedure for patients to submit a
written and/or verbal grievance. Additionally, the hospital did not inform patients of time frames
for review and response time to grievances.

The hospital's policies and patient rights documents lacked necessary information, and hospital
policies were not followed, Examples include:
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* "Patient/Family Complaint and Grievance," dated 10/12/10, stated the following,

"Each patient and/or the patient's representative will be informed of the grievance process,
including whom to contact to file a grievance or complaint. The patient will be informed that a
grievance maybe directly lodged with the Idaho Bureau of Facility Standards or the Joint
Commission, regardless of whether he/she has first used the organization's grievance process."

However, the policy did not informn patients of whom to contact, within the facility, to file a
grievance.

* A framed document containing patients' rights information was observed in the lobby area of
the facility on 7/07/15 at approximately 11:12 AM. The poster included information on how to
file a written or verbal complaint with the Joint Commission, Bureau of Facility Standards and
the facility's parent company, HCA. The poster did not provide the name or contact information
for the individual(s), in the facility, patients or representatives could contact to file a grievance.

* An undated patient handout, "Your Patient Rights and Responsibilities," was reviewed.,
Although the handout inclnded information about how to file a written or verbal complaint with
the Joint Commission and Bureau of Facility standards, it did not provide the name or plione
number of an individual(s), within the facility, patients' could contact to file a grievance.

* The hospital's policy "Patient/Family Complaint and Grievance," dated 10/12/10, did not
include how patients would be informed of the hospital's grievance process, including how to file
a written and verbal grievance with the hospital.

* A patient handout titled, "Your Patient Rights and Responsibilities," was reviewed. Although
the handout included information on how to file a written or verbal grievance with the Joint
Commission and Bureau of Facility standards, it did not inform the patient how to file a verbal or
written grievance directly with the hospital or a phone number to call. The Interim Patient
Advocate was interviewed on 7/07/15 at 11:12 AM and confirmed this information.

* The hospital's policy "Patient/Family Complaint and Grievance," dated 10/12/10, also included
"Upon receipt of a grievance, the Risk Manager, House Supervisor, or other designee of the
organization, will confer with the patient and/or patient representative within seven days of -
receipt of the grievance..." The policy also stated, "...If the grievance will not be resolved, or if
the investigation is not or will not be comnpleted within seven days, the complainant should be
informed that the facility is still working to resolve the grievance and that the facility will
follow-up with a written response within 21 days." Two of the six grievance records reviewed
showed the hospital did not respond within the time frame specified in hospital policy.
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* The hospital's policy "Patient/Family Complaint and Grievance," dated 10/12/10, was
reviewed. The policy stated "In resolution of the grievance, a written notice of the decision must
be provided to the complainant that contains the name of the facility contact person, the steps
taken on behalf of the patient to investigate the grievance, the results of the grievance
investigation, and the date of completion." Four of the six grievances reviewed, did not include a
date of completion, The Interim Patient Advocate was interviewed on 7/07/15 at 11:15 AM, and
confirmed this information.

The hospital failed to ensure a clear, complete grievance process was established and policies
were followed. '

The following deficiencies were cited related to the hospital's grievance process:

- 42 CFR 482.13(a)(2) for failure to inform patients who to contact within the hospital to file a
grievance.

- 42 CFR 482.13(a)(2)(i) for failure of the hospital to establish a clearly explained procedure for
patients to submit written and verbal grievances to the hospital.

- 42 CFR 482.13(a)(2)(ii) for failure of the hospital to ensure patients' grievances were responded
to within the time frames established in hospital policy, or patients notified of a delay.

- 42 CFR 482.13(a)(2)(iii) for failure of the hospital to ensure written responses to patients'
grievances included the date of coinpletion.

Conclusion #4: Substantiated. Federal deficiencies related to the allegation are cited.

Based on the findings of the complaint investigation, deficiencies were cited and included on the
survey report. No response is necessary to this complaint report, as it was 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 your staff extended to
us in the course of our investigation. '

Sincerely, C;/ M
REBECCA LARA ' : SYLVIA CRESWELL ,

Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care

RL/pmt




