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October 26, 2015

Mike Pinello, Administrator
St Luke’s Magic Valley RMC
801 Pole Line Road West
Twin Falls, ID 83301

CMS Certification Number: 13-0002

Re: Notice of Enforcement Action
Complaint survey completed on October 6, 2015
Condition of Participation Not Met
90-day termination track '
Removed Deemed Status

Dear Mr. Pinello:

After careful review of the facts, the Centers for Medicare and Medicaid Services (CMS) has determined
that St Luke’s Magic Vailley RMC no longer meets the requirements for participation as a provider of
services in the Medicare program established under Title XVIII of the Social Security Act. The hospital
is now placed on a 90-day termination track based on the completion date of the survey. This letter
serves as notification that effective January 4, 2016, the Secretary of the Department of Health and
Human Services intends to terminate its provider agreement with St Luke’s Magic Valley RMC. Also,
your deemed status with the Joint Commission (JC) is removed and you are placed under the State’s
jurisdiction. Your deemed status will be restored when you get back in substantial compliance with
Medicare regulatory requirements.

L. BACKGROUND

To participate as a provider of services in the Medicare and Medicaid Programs, a hospital must meet all
of the Conditions of Participation established by the Secretary of Health and Human Services. When a
hospital is found to be out of compliance with the Medicare Condition of Participation, the facility no
longer meets the requirements for participation as a provider of services in the Medicare program.

The Social Security Act Section 1866(b) authorizes the Secretary to terminate a hospital’s Medicare
provider agreement if the hospital no longer meets the regulatory requirements for a hospital.-42 CFR §
489.53 authorizes the Centers for Medicare and Medicaid Services to terminate Medicare provider
agreements when a provider no longer meets the Condition of Participation.
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On October 6, 2015, the Idaho Bureau of Facility Standards (State survey agency) completed a complaint
survey at your facility. The survey found that the following Medicare Condition of Participation (CoP)
were not met:

42 CFR § 482.13 Patient Rights
42 CFR § 482.23 Nursing Services
42 CFR § 482.25 Pharmaceutical Services

These deficiencies limit the capacity of St Luke’s Magic Vailey RMC to furnish services of an adequate
level and quality. The details of the above deficiencies are listed on the enclosed Statement of
Deficiencies and Plan of Correction (Form CMS 2567).

1. PUBLIC NOTICE QF TERMINATION AND OPPORTUNITY TO CORRECT

In accordahce with 42 CFR § 489.53(d), legal notice of our action will be published in the local
newspaper 15 days before the termination date. '

St Luke’s Magic Valley RMC can avoid the 90-day termination action by correcting the deficiencies
prior to the effective date of the termination. CMS must receive and approve a credible allegation of
compliance, in sufficient time to verify, with an unannounced revisit by the State survey agency, that the
deficiencies have been corrected. Complete your plan of correction in the space provided on the
CMS-2567 within the next 10 calendar days. An acceptable plan of correction, which includes
acceptable completion dates, must contain the following elements:

¢ Plan of Correction for each specific deficiency cited.

* Procedure/process for implementing the acceptable plan of correction for each deficiency cited.
¢ Monitoring and tracking procedures to ensure the plan of correction is effective and that specific
deficiencies cited remain corrected and/or in compliance with the regulatory requirements. ‘
¢ Address process improvement and demonstrate how the hospital has incorporated improvement
actions into its Quality Assessment and Performance Improvement (QAPI) program. Address
improvement in systems to prevent the likelihood of re-occurrence of the deficient practice.

e A completion date for correction of each deficiency cited.
¢ The plan must include the individual responsible for implementing the acceptable plan of
correction with signature and title.

Please send your plan of correction to the State survey agency and to CMS:

CMS — Division of Survey and Certification
Attention: Aileen Renolayan

EFax: (443) 380-7328

Email: aileen.renolayan{@cms.hhs.goy
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III.  APPEAL RIGHTS

If you disagree with the Centers for Medicare and Medicaid Services’ determination, you or your legal
representative may request a hearing before an Administrative Law Judge of the Department of Health
and Human Services, Departmental Appeals Board (DAB).

The regulations governing this process are set out in 42 CFR § 498.40 et seq. You will find the DAB’s e-
filing procedures on the internet at the following URL:

http://www.hhs.gov/dab/divisions/civil/procedures/filing-and-service.html

A request for a hearing should identify the specific issues, and the findings of fact, and conclusions of
law with which you disagree. The request should also specify the basis for contending that the findings
and conclusions are incorrect. Evidence and arguments may be presented at the hearing and you may
be represented by legal counsel at your own expense. A hearing request must be filed not later than
60 days after the date you receive this letter.

If you have no internet access and would prefer to file your appeal in writing, please contact the DAB
office below:

Chief, Civil Remedies Division " Please also send a | Chief Counsel, DHHS
Departmental Appeals Board MS 6132 copy to: | Office of General Counsel
Cohen Building, Room 637-D 701 Fifth Avenue, Suite 1620
330 Independence Avenue, SW M/S RX-10

Washington, D.C. 20201 Seattle, WA 98121-2500

If you have any questions, please contact Aileen Renolayan of my staff at (206) 615-2041 or by email at
aileen.renolayan(@cms.hhs.gov.

Sincerely,

o @_@f’ Gt g~

Patrick Thrift, Branch Manager _ _
Division of Survey and Certification, Seattle

Enclosure: CMS 2567 Summary of Deficiencies
cc: Idaho Bureau of Facility Standards

Office of General Counsel, DHHS
The Joint Commission
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482,13 PATIENT RIGHTS

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

This CONDITION Is not met as evidenced by
Based on stalf interview, observation, and review
of medical records, QAP! documents, pharmacy
documents, hosplial policies, meeting minutes,
and nursing and medica) staff educational
material, it was determined the hospital failed to
ensure patients’ rights were protected and
promoted. This resulled in a violation of each
patient's right to 1) receive care in a sale selting,
2) be protected Irom abuse and intimidation, and
3) safe and appropriate initiation of restraints by
quaiified staff, only necessary to prolect the
palient or others from harm, Findings include

1. Refer lo A-C144 as it relates to the failure of

the hospilal to snsure processes were
eslablished fo ensure care was provided fo
patients in a safe setting.

2. Reler lo A-G145 as it relales o failure of the
haespital to ensure patients were protected from
intimidation or abuse from staff.

3. Referio A-0166 as H relates to the failure of
the hospital fo ensure a nursing care planfor
restrainis was updated.

4, Refer {o A-0168 as it relates to the failure of

xX# D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULED BE COMPLETION
L TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Please see attached corrective
00 i ,
A 000} Continued F‘rom page 1 AQOC}  g4tign plans.
QAPI - Quality Assessment Periormance
{mprovement
RN - Registered Nurse
SVT - Supraventricular Tachycardia
_ TFPD - Twin Falls Police Deparment
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the hospital to ensure restraints were
‘tmplemenled in accordance with currenf, clear,
and complele orders of physicians or other LiPs
who were avthorized lo order res{raints.

5. Referio A-0171 as it relates {o 1he failure of
the hospital to ensure orders for reslrainis used
{o manage violent or sel{-destructive behavior
were fenewed in accordance wilh hospitai policy.

6. Relerto A-0174 as i relates to the failure of
the hospitat to ensure restraints were
discontinued at the earliesi possibie time.

7. Relerlo A-0176 as # relales 1o the failure of
{he hospilal o ensure LIPs authorized {o order
restraints had a working knowledge of the
hospital's restraint policy.

8. Referto A-0178 as it relates {o the failure of
the hospital to ensure a face-lo-face meeting by
an LIP was conducied within 1 hour of the
application of restrainis used {o manage violen! or
self-desiructive behavior, : ’

2. Refer to A-0184 as it relates to the failure of
the hospital o ensure medical records included
documentation of a face-lo-face evaluation by
qualified individuals within one hour of applicalion
of restrainis used to manage violent or
self-destruclive behavior,

10. Referioc A-0188 as i relates to the failure of
the hospilal {o ensure medical records included
documeniation of a patient's response to
restrainls used and/or the rationale for continued
use of reslrainis.

11. Relerto A-0194 as il relates 1o the failure of

action plans.
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the hospital lo ensure ED slaff had education,
{raining, and demeonstrated knowledge o manage
violent or aggressive patienis in an ED seiling.

12. Reler to A-0405 as It relates to the failure of
the hospital lo ensure nursing services provided
safle administralion of medications.

13. Relerto A-0490 as it reiates 1o the failure of
hospital to ensure pharmaceutical services
provided safe medication delivery.

The cumulative effects of these negalive

syslemic practices seriously impeded the ability of
the hospilal lo provide services of sufficient scope .
and quality.

482.13(c){2) PATIENT RIGHTS CARE IN SAFE
SETTING

The patient has the right lo receive care in a sale
sefling.

This STANDARD Is nol met as evidenced by
Based on review of medical records, QAPI and
pharmacy documentation, observation, review of
nursing and medical stalf educational material,
and siafl interview, it was delermined the hospilal
failted lo ensure processes were established to
ensure care in a sale seiting as they relaled io
protection lrom abuse, use of spil masks and
restraints, and safe medication administration.
Unsafe praclices affected 20 of 28 palients {#6,
A7 HE, #9, 810, #11, 814, $16, #17, 318, #19,
#20, H21, 422, #23, #24; #25, #26, #27, and #28)
whose medical records and/or inciden! reporls
were reviewed. These syslemic rnegative
praclices resulted in unsafe patient care practices
which resulted in the death of one patient, and

Please see attached corrective

AN3 | action plans.

A144

FORM CMS-2507(02-59) Fravious Veisions Obsolets

 Evenl 1D:2B2H11

Facility ID IDFEFT

)f continuation sheet Page 4 of 50




CMS

10/28/2015 5:27

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE &

MEDICAID SERVICES

138 PM PAGE

6/084 Fax Server

PRINTED: 10/26/2015
FORM APPROVED
OMB NO. 0938-0381

(X1} PROVIDER/SUPPLIERICLIA

{X2) MULT!PLE COMBTRUCT

ON (X3) DATE SURVEY

comprbmised the safely of all patienis receiving
services al the hospitai. Findings include.

1. Inthe Iollowirig examples, spit masks/surgical
masks were appled without a corresponding
policy that addressed safe use of spit masks.

a, Patienl #11 was a 27 year old female who
arrived with a police escor lo the ED on 7/09/15
at 11,15 AM. She had threatened suicide and
had a laceration to her wrist. She was diagnosed
with sevare depression, anxisly, and suijcidal
ideation. She was admiited {o the medical floor
around 6 30 PM on 7/09/15.

An incidenl repori that stated "Date Received.
7/09/15," conlained an account of a restrain
event by a securlly officer on the's¢ene. The
account siated Pallent #11 became apgressive
and was resirained by police and stafl. The
reporl slated after being handcuffed, the police
officer™...and | heiped [Patient #11] o her leel
then to bed, Palient #11 continued lo be verbally
and physically aggressive towards stafl. She was
cursing at us and being demanding. A surgicat
mask was puf on her face so she could not spit at
staff. Her legs were put info leather restrainls
because she tried to Kick staff, Her hands were
uncuffed and recuffed to the bed.”

The use of a surgical mask as a spit mask was
not approved for restraint use as the mask could
not be removed by the palient who was otherwise
restrained, Stalf could not abserve the patient's
mouth for appropriate breathing and the mask
created a risk of aspiration should the patient
vomit, '

The Direclor of the Center for Léarnlng and
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A 144 | Continued From page 5
Development was inlerviewed on 10/06/15

' bepinning al 9.00 AM. She stated the hospilal's
restraint policy did not address the use of spit
masks. She staled it was the practice of the ED
o use surgical masks as spit masks If needed.

b. Patient #9 was a 62 year old male who arrived
by ambulance o the ED on $/05/15, He was
described in a physician's note, daled 9/05/15 at
9.48 PM, as "combative, aggressive, and spitting
behaviors” upon arrival to the ED. He was placed
in 4 point restraints for viclent sell-destruciive

be havior 9/05/15 at 3.15 PM.

A physician's nole, dated 9/05/15, summarized
the ED course of care. i slafed "We put a mask
over his head sc he would spil into the mask and
not over pecple. Paramedics had used a mask
also but he had a better mask that fit over the
whole head." ’

A nursing nole, dated 9/05/15 at 4.34 PM,
inciuded the following documentation. "Pt is
cooperative, continues 1o spit lo clear his mouth,
Pl. denies that he is attempling to spit on slaff,
was copperative with using lissues and wailing to
spil into tissues. Mask was placed back aver pt's
face as he is siilf restrained and unable lo use
lissues on his own, continues to feel need {o spil
to clear his mouth.”

A policy was requested for use of a spit mask {o
datermine what safety precautions had been
eslablished while using a spit mask, such as
when o avoid or discontinue use (e.g. when
patient is bleeding from the mouth, vomiting, or
respiratory distress s observed). No poiicy was
provided. ' :

o PROVIDER'S PLAN OF CORRECTION (45)
PREFIX {EACH CCRRECTIVE ACTION SHOULD BE COMAETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A144 Please see attached corrective
action plans.
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A 144; Continued From page 6 A 144 action plans.
The manufacturer's instructions for use of a spit
mask were requested. None were provided.

RN M, an RN Educator, reviewed Patient #9's
record during an interview on 10/01/15 at 3 55
PM. - She confirmed the use of a spit mask.

The_ hosphal failed to develop policy or guidelines
for safe use of a spil mask.

9. Refer to A-0145 as i relates to fallure of the
hospital 1o ensure patients were protected from
inlimidation or abuse from siaff,

3. Refer lo resiraint tap deficiencies {A-D168,
A-0171, A-0174, A-D176, A-D178, A-0184,
A-0188, and A-0194) as {hey relate lo the failure
of the hospital io ensure restraint guidelines were
foliowed to ensure safe use of restraints.

4. Refer lo A-0286 as i relates lo a lailure of the
hospilal lo analyze and/or take preventive aclions
on medication errors that were idenlified.

5. Refer to A-0398 as | relates to a failure of Ihe
hospital {o eénsure nursing services provided
adequale supervision and evalualion of the
clinical activiies of non-empioyee nursing
personnel.

6. Refer lo A-0405 as it relates {o the failure of
the hospital to ensure nursing services provided
safe administralion of medications.

7. Reler fo A-0490 as it relates fo the failure of
hospiial {o ensure pharmaceutical services
provided safe medication delivery.

A 145] 482.13(c){3) PATIENT RIGHTS FREE FROM A145
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ABUSEHARASSMENT

of abuse or harassment.

records, hos pilal policy, and incident reporls

6 patienls {#11), who were restrained and w

IDENTIFIED ABUSE, EXPLOITATION OR

Palient #11 was a 27 year oid female who a
with a police escort to the ED on 7/08/15 at
AM. She had threatened suicide and had a
laceration {o her wrist. She was diagnosed
6 30 PM on 7/09/15.

The first Nursing Nole, dated 7/09/15 at 11,

strelcher, and refused lo change into paper

The patient has the right to be free from ali forms

This STANDARD is nol me! as evidenced by
Based on staff inlerview and review of medical

it

was delermined the hospital failed to ensure 1 of

hose

records were reviewed, were profected from
abuse, The failure fo prolect patients inlerfered
with the ability of the hospital to ensure patients
were not subjected to abuse. Findings include

The hospital's abuse policy "SUSPECTED OR

NEGLECT OF AN ADULT,” daled 711012, was
reviewed  The policy defined abuse as "The
intentional or negligent infliction of physical pain,
injury of mental injury, [Idaho Code 38-5302{1),”

In {the example that follows, the haospital failted to
ensure nursing staff was appropriately trained lo
handle an aggressive patient in a way lhat did not
result in increased physical pain and intimidation

rrived
1115

with

severe depression, anxiely, and suicidal ideation.
She was admiited lo the medical Iloor around

15

AM, staled Patient #11 was belligerent, refused o
go {o her assipned ED room, refusedtosilona
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scrubs. -

A Nursing Note, on 7/09/15 at 11.25 AM, slaled
Patient #11 was being held by securily personnel
and police o assist with changing into paper
scrubs. The note also stated Patient #11
aitempled lo leave the ED. - The note stated
police “...and securily hands on to {loor, [sic] pt
lifted head off floor and lhen slammed it down,
left forehead, No bruising or contusions noted.”

A Nursing Note, dated 7/09/15 at 41.30 AM,
siated Patient #11 was placed in hard lower
exiremity restrainls and sofl upper extremity
resiraints.

A Nursing Note, daled 7/09/15 at 11 .35 AM,
staled Patient #11 was given an intramuscular
iniection of Zyprexa, an anlipsychotic medication
with sedative effects.

A Nursing Note, dated 7/09/15 at 11.40 AM,
sialed Palient #41 was in leather restrainls and
the physician was suturing her wrist.

A Nursing Note, dated 7/09/15 at 11.50 AM, the
RN stated, while she was selting up to sulure
Patient #11's arm, she grabbed ihe
nurse's..."hand, yanked and squeezed it, | took
her {lett} 5th and 6tk fingers [sic] and bent them
back really hard, 1 told her that it was a felony to
commil battery on a nurse and that she would not
win, (TFPDand our security x2) were also in the
rocm. She telaxed and | released her fingers, F1
has been compliant ever since because she does
no! want to go to jail and or the Zyprexa is
working.”

Anincident repon that stated "Dale Received.
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A 145 | Continued From page 3 A 145 aP(lziiie ?:ssattac;hed corrective
7/09/15," conlained an account of the event by a _ P '
security oflicer on the scene, The accouni stated
Patient #11 "...was compliant until she changed
her mind and became angry and refused o follow
the staffs instructions. The [RN] asked her to
change into the paper scrubs but she refused.
She tried lo go out the eas| badpa swipe double
doors which were locked., She threw lhe scrubs
on the lloor and was verbally abusive fowards
stafl. |RN C}gave her a choice lo change inte
tha paper scrubs on her own or she would be
helped into them. [Palient #11] continued to
refuse and be defiani. [The police officar] told
[Patient #11] that he was going to handcuff her.
He look hoid of her left arm and | look hotd of her
tright arm. She was told that now her clothes
would be cut off her. She began lo scream that
she did not want her clothes cul off. She tried lo
puli away from me and the officer. {Another
security officer] ook hold of her head with bolh
hands because she tried {o bite me and the
oificer. We look her o the ground to contrel her,
[The other securily officer and the police officer]
handcuffed her hand behind back while |
controlled her tegs. Afler she was handcufied
[the police officer]) and | helped [Patient #11} to
her leet then lo bed. [Patient #11) continued fo
be verbally and physically aggressive towards
stafl. She was cursing al us and being
demanding. A surgical mask was put on her face
s0 she could not spit at staff. Her leps were put
into leather restraints because she iried to kick
stafl. Her hands were un-cuffed and re-cuffed lo
the bed, She continued to be aggressive and
tried to grab our hands during the transition. She
conlinued fo be vethally and physically
aggressive unlil {the RN} lold her that she had
two choices. She could go lo [the hosplials -
psychialric unil] or go to jail. [Palient #11] calmed
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down and apolegized for her behavior. [Fatient
#11)] had calmed down enough so her fight arm
was put inic a [eather restraint and attached lo
{he top of her bed. - Her left arm was pul in a soft
restraint and was put down by her side so the
doctor could stitch up the cul. She was givena

-shol of madication which made her sleep.”

The incident report stated the incident was
reviewed by the Secuwrily Team Lead on 7/20/15
and the Direclor of the ED on 8/26/15, 1 month
and 16 days after the event, Under "Disposition,”
both persons documented "Review Compilete.”
The incident report did not slate what steps were
faken lo investigate the events, i didnot -
determine whelher stalf acted appropriately or
noi.

RN C, the RN who cared for Patient #11 in the
ED, was interviewed on 10/02/15 beginning al
11.35 PM. RN C stated il was has pital policy lo
have mentai health patients change into paper
scrub garments. She slaled the policy required
she have Patient #11 change into scrubs
tmmediately and she, RN C. could notl allow the
patient io wait until she calmed down. RN C
stated if mental health palients refused lo wear
scrubs their clothes would be cul off and scrubs
would be placed. '

RN C slated Palient #11 was bandcufied. RN C
stated while she was preparing Patient #11 jor
suturing, the pafient grabbed her hands and tried
lo yank and squeeze them. RN C stated she
grabbed Pafient #11's fingers and bent the last 3
fingers back so the patient would letgo. RN C
slated she fold Palient #11 that grabbing an RN
was a federal offense and the patient could go to

jail. RN.C stated she told Patient #11 that the
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patient had 2 choices, {o cooperate and be
allowed lo go {o the hospital's psychiatric unit or
to go fojail.

RN C slated she had not received training for
how 1o escape if a palient grabbed her or
assaulted her. She sald she thought such
training would be very useful.

The security officer who wrole the incident report
was interviewed on 10/02/15 beginning at 10 40
AM. He stated Patieni #11 was compliant until
the RN lold her {o change into the paper scrubs
and then the palient became aggressive. He
stated he did not witness the nurse bending
Palient #11's fingers.

The Director of the ED was interviewed on
10/02M15 beginning at 1 05 PM. He confirmed he
had reviewed the incident reporl. He sialed he
thought he had reviewed Patient #11's medical
record as part of an investigation but was not
sure. He slaled he did nol recal! having any
thoughis or recommendalions regarding the care
of Patient #11. He stated the Nursing Noles
about bending Patient #11's fingers back and
threatening her with jail if she did not cooperate
could cause concern if taken out of conlext. He
slaled there was a line line belwsen the nurse
protecting herself and abuse.

The Director of the ED stated currently, nursing
slaff had no training on protecling themselves
from assaulllve palients, He staled he had asked
for such training but it had not been implemented
yel. He also stated the hospital had not adopled
a behavior management sysiem thal staff could
consislently use when interacting with apgressive
patienls,

action plans.
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The hospilal falled to prolect patients from abuse.
Patient #11°s madical record documented abusive
and infimidating practices by nursing staff who
waere poorly trained. Wilness accounts implied
Palient #11 became aggressive when staif forcad
her inio remaving her clothing and putting on
paper scrubs instead of negotiating with her and -
allowing her {o calm down, The medical record
indicaled the RN bent Patient #11's lingers back
in a way {hat was meant to inflict pain instead of
simply to escape. The medical record and
interviews Indicated the nurse used threals of
cutting her clolhes off and jail {o intimidale Patient
#11 lo comply with slaff demands.

Following the events, staff lailed to conduct a
thorough investigation in order o delermine if
abuse had cccurred.

A 166 | 482.13(e)(4){i) PATIENT RIGHTS. RESTRAINT A 166
OR SECLUSION

The use of restraint or seciusion must be--
{i) in accordance with a written modification {o the
patient's plan of care. ’

This STANDARD is noi me! as evidenced by,
Based on staff interview and review of medical
records and hospital policy, it was determined the
nursing plan of care for restraints was not
updated and did not accurately reflect the use of
restraints for 1 of 2 inpalients {(#11) whose
restraint documentation was reviewed, This
resulled in a lack of clarily as lo the plan of care

| for restraint use and when ihe resiraints were
discontinued. Findings include,

The haspital's "Restraint” policy, dated 8/13/13,
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was reviewed. The policy included, but was not
limited o the following information;

- "The patients plan of cate will be updated to
reflect the use of restraints.”

- "Update the 'p!an of care when restrainis are
discontinued and note the time restraints were
discontinued.”

Patient #11's plan of care did not accurately
refleci the use of restraints, as follows

Patient #11 was a 27 year old femaie who was
diabetic. She was admiiled to the medical flcor of
the hospital on 7/09/15 afler cutting her wrist ina
sulcidal gesiure. There was documentation
Patient #11 was physicatly resirained on the
medical floor from 7/09/15 at 6.49 PM unil
7111/15 at B.54 PM. She was discharged from
the hospilal on 7/13/15.

The nursing care plan, dated 7/10/15, addressed
reslraint use as "RESTRAINTS AS NEEDED.
MONITOR Q2 HRS" The care plan was not
updated to reflecl the resiraints being
disconfinued on 7/11/15, The care plan
incorrectly gave the impraession that restraints
could be used on an as-needed basis. Physician
orders for restraints were wrillen on a continuous,
rather than PRN basis, and included the following
orders,

- 7/0SH15 al 6.42 PM. Wrist and ankle restraints
for vipient/sell-destructive behavior for a
maximum of 4 hours

- 7/09/15 al 8.55 PM.. Wrisl and ankle restrainis
for non-viclenl/non-self-destructive behavior for
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24 hours,

- 7HM0A5 at 10,35 AM . Alternale bilateral upper
extremily for non-viclent/non self-destructive
behavior for 24 hours.

RN J, who worked on the medical unit, was
interviewed on 10/01/15 beginning at 2 55 PM.
She staled "resiraints as needed means get an
order as needed.”"

| The Director of Cenler for Learning &
Development and the Regionat Director of
Accreditation were interviewed logether by
telephone on 10/06/15 bepglnning ai © 00 AM,
They slaled {he care plan was "worded poorly "
She confirmed ihe care plan did nol reflecl
discontinuation of restrainls.
A 168|482 13(e)(5) PATIENT RIGHT S RESTRAINT OR A 168
SECLUSION

The use of restraint or seclusion must be in
accordance wilh ithe order of a physician or other
licensed independent practilioner who is
responsible for the care of the palient as specified
under §482.12{c) and authorized to order restraint
or seclusion by hospital policy in accordance with
State law.

This STANDARD is not met as evidenced by.
Based on medical record review, policy review.
and siall inlerview, it was determined the use of
testraints was not implemented in accordance
with current, clear, and complete crders of
physicians or other LIPs for 6 of 6 palients who
were resirained (#8, #9, #10, #11, #12 and #28)
and whose medical records were reviewed. This
resulled in missing or incomplete orders and
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restraint use thal was nof consisient with the
orders of a physician or cther LIP. This had the
polential to résull in.unsale care of resirained
patients. Findings inciude.

The hospital's "Resiraint" policy, dated 81344 3
was reviewed, The policy included, but was not
Jimited to, the foliowing information

- "A physician order must be obtained as sconas
possible upon initiation of restraints.”

- "Acomplele resiraint order must include
1. Type of reslraint,

2. Clinical jusiilication for the restraints.

3. Order duration.

4, Signaturé, date, and time.”

- "All restrainis are applied and conlinued
pursuant to an order by the LIP who is
responsible for the patient's ongoing care.”

- f anLiPis not available lo issue such an order,
an RN may initiate the use of restrainis based on
an assessment of the palient and patient's
behavior. In that case, the LIP managing the
patient's care is nolified within minutes of the
initiation of restraint, and a teleéphone or wrilten
order is oblained from the LIP and entered into
the patient's medical record.

Reslraint orders were incomplete or missing as
follows

1. Patient #11 was a 27 year old diabelic female
who arrived at the ED with police escort on
7/09/15 at 11 14 AM after a suicidal gesture
resulting In a Jaceralion to her wrisl. She was
subsequently placed on a physician's prolective

action plans.
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Continued From page 18
hold and admilted to the rmedical floor.

a. Patient #11's medical record included
documentation of a physician's order in ihe ED,
dated 7/09/15 at 11 54 AM. | stated
"Viokent/Sell-Destructive Behavior Hard resirainis
Soft restraints Duration = 1 hr - violent behavior
Aggressiveviolent behavior Place patient on an
involuntary mental healih hold”

The order did nol specity the number of limbs fo
be restrained or which iimbs would be resirained
with hatd restrainis and which limbs would be
restrained with soft restraints. This resuited in
nursing staif making decisions about the use of
restraints independent of a specilic order. This
was confiimed by RN M, an RN Educalor, during
interview on 10/01/15 at 2.55 PM,

Restraint orders originating in the ED for Palient
#11 were incompleie,

b. Patient #11's medical record included

| documeniation of a physician's verbal order on

the inpatient medical unit, dated 7/09/15 at 6 42
PM, autheniicated al 7/08/15 at 8 00 PM. The
order specified wrist and ankie restrainis for
"violent/self-desiruciive behavior jeopardizes the
safety of self and/or others."

The order did not clarify number of limbs o be
resirained or whether hard or soft restraints
should be used. This resulied in nursing slalf
making decisions abou! the use of restraints
independent of a specific order, This was
confifmed by RN #13 during interview on
10/01/15 beginning at 2 55 PM.

Restraint orders on & medical floor for Patient #11

Please see attached corrective
A188| action plans.
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were incomplete.

c. Nursing notes included documentalion of
"bedrails up x 4," for example, on the following
dales. 7/09/15 at 7.37 PM, 9.25 PM, 11.18 PM
and 771015 at 12.54 AM, 4.23 AM, 6.24 AM.
There were no physician or LIP orders for 4 side
rails.

T he policy, "Restraints,” dated B/13/13, was
reviewed. It included a definition of physical
restraints, "Raised hospital bed side rails x 4"
was included in the descriplion of physical
restraints. |l further described when the use of
side rails was not considered a restraint

- Side rails on a strelcher,

- Due o developmenta!l or physical Emilations,
patient is not able to get out of bed {including
cribs),

- Specialty bed which constanily moves lo
improve circulation or prevent skin breakdown, 1
ihe patient is aclively experiencing involuntary
movement, such as a seizure or Is on acule
seizure precautions,

- Foliowing surgery and until the patient is alert
and slable, all four side rails will be utilized,

- The use of the side rails to hold a medicat
device or equipment in place {e.g., Continuous
Passive Motion (CPM) eguipment, phone, elc,),
- |f side ralls are segments, and al) but one
segment are raised (e.q., three of jour skie raiis)
- i the patient can easily lower the side rails by
himseif.

There was no documentation o indicale
exceplion criteria for 4 side rails had been mel for
Patieni #11 to explain why an order was no}
obtained.
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RN J, who worked the medical fioor, was
interviewed on 10/01/15 beginning at 2.55 PM.
She slated an order was not required for 4 side
rails when a patient was otherwise restrained.
This information was not consistent with the
hospilal's restraint policy. -

Patient #11's physician, a hospitalist, was
interviewed on 10/02/15 at approximalely 8.00
AM. He stated 4 side rails were a "fall
precaution,”

There was no restraint order for Patient #11 for 4
side rails In accordance with hospital policy and
regutatory requirements,

2. Patient #9 was a 62 year old male who arrived
by ambulance {¢ the ED on 9/05/15. He was
described in a physician's note, dated 9/05/15 al
9.46 PM. as "combative, aggressive, and spitting
behaviors” upon arrival to the ED.

Patienl #9's medical record included
documeniation of a physician's verbal order
"Violenl/Sell-Destructive Behavior Solt restraints
Four-point receiving sedalion Aggressive Aviclent
behavior," daled 9/05/15 at 3.08 PM, and.
authenlicaled 9/05/15 at 3 21 PM. The duration
of the reslrainls was not specilied,

RN M, Nursing Supervisor {or the ED, reviewed
the record during an interview on 10/01/15 at 355
PM. She confirmed the restraint order
docurmnentation for Patient #9.

The resiraint order was Incompleie.

3. Patient #10 was a 35 year old female who was

action plans.
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brought 1o the ED on $/23/15 by palice in
handcufis with acule psychosis.

a. Reslrainl orders included a verbal oider, daled
9/23/15 al 2.15 AM, and authienticated 2. 30 AM,
for “Violent/Sell-Destruclive Behavior Soft
restrainis Lefl ankle jefl wrist right wris right
ankle." The order did nol specily duration or
clinical justification lor restrainls as required in
hospital policy.

RN M, a Nursing Supervisor for the ED, reviewed
ihe record during inlerview on 10/01/15 at 4 10
PM, and confirmed the Tindings.

b, Nursing documeniation indicated restraints
were applied 9/23/15 at 1.16 AM, 59 minules
priar to receipl of a verbal order, There was no
documentation to indicale the LIP manaping the
patient's care was notified within minutes of the
initiation of restraint to oblain a tele phone or
writlen order.

RN M reviewed the record during interview on
10401115 al 4 10 PM, and confirmed the findings.

4, Palient #12 was a 68 year old female who was
admitted lo ihe hospital on 8/18/15 when she
presented with altered mental stalus. Admitlinp
diagnoses included, but were nol limiled to,
possibje seizures, metabolic encephalopathy, and
COPD. ' '

Nursing documentalion, dated 8/24/15 at 8 45
AM, described Palient #12 as "COMBATIVE
SPITTING/HITTING/SCRATCHING/PUNCHING/
KICKING STAFF, ALSQO PT SCRATCHING SELF
AND REMOVING 2 IVS WITHIN 2 HOUR TIME
FRAME. PT TRYING TO DESTROY

action plans.
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EQUIPMENT. PT REMOVED GOWN SEVERAL
TIMES. ALTERNATIVE INTERVENTIONS
UNSUCCESSFUL, SITTER AT BEDSIDE" The
nursing note futther documented applicaltion of
restraints, including "Four Side Rails Soft ankle
bilateral sofl wrist bilateral”

Reslmin! orders for Palient #12, dated 8/24/115 at
9 50 AM, for wrisl and ankie restrainis were
signed by the LIP on 8/24/15 at 8 45 AM., The
orders were for a maximum of 4 hours for
violent/self destructive behavior, They did not
specily the number of limbs {o be restrained.
They did not include orders for four side rails.

RN J, who worked the medicai floor, was
interviewed on 10/01/15 beginning at 2 55 PM,
She stated an order was nol required for 4 side
rails when a patient was otherwise resirained,
This information was not! consisten! with the
hospilal's restraint policy.

5. Patient #8 was a 14 year old female who
presented o the ED pn 6/21/15 a1 3.14 PM. Her
chief complaints were suicidal idealion, threals lo
others, and acling oul. She was transferred to a
psychiaitic hospilai on 6/22/15 at 12.13 AM.

A nursing iriage assessment al 3 16 PM on
6/21115, sialed Palient #8 was aleri, oriented, and
speaking coherently. A physician progress nole
at 3 47 PM on 6/21/15, stated Palient #8 did not
take antidepressant medication or see a
psychialrist. A drug screen, dated 6/21/15 at 425
PM, was negalive.

A Nursing Note, dated 6/21/15 at 5 30 PM, staled
Patient #8 stripped out of scrubs and yelled at her

maother. The nole slaled she was placed back in
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scrubs.

A Nursing Note, dated 6/21/15 al 6 15 PM, staled
Patient #8 tock off her scrub boitoms. :

A Nursing Nole, dated 6/21/15 al 8:42 PM, stated
Patient #8 got cul of the sirelcher. The nole
stated she was lold lo stay in the stietcher or she
would have a maltress on {he floor. The nole
staled she lhen gol on the sirelcher and yelied al
family members and stalf. :

A Nursing Note, dated 6/21/15 at 10.01 PM,

stated Patieni #8 continued to take off her scrub
pants. The note siated Patienl #8 agréed 1o keep -
her pants on if aliowed lo wear her own panis.

The note stated she was allowed lo wear her own
panis and was described as calm.

A Nursing Note, dated 6/21/15 al 10 30 PM,

staled Pallent #8 *...was combative in room.
Injection giver by RN with 2 RN and 2 sacurity
officer support to hoid [patienl} for injection.
[Patient #8] stales thal 'l should have just killed
mysell.” The nole staled Palient #8's parants and
2 securily officers were a! ihe bedside. '

A Nursing Note, daled 6/21/15 al 10 56 FM,
stated "MD nolified of [Patient #8's} continued
combative behavior. [Palient] slammed forehead
into wall. Order for medication received and
adminislered. Dr. in room to speak lo [patient}.”

A Nursing Nole, dated 6/21/15 at 11.17 PM.
slated Pationt #8 was sleeping.

Subsequent Nursing Noles slaled Patient #8
continued lo sleep until she was transferred lo
another hospital at 12,13 AM on 6/22/15,

action plans.
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Palieni #8 was physically restrained by 4 peopie
who held her for the injection of the chemical
reslraint. :

Nursing noles siaied the inramuscuiar Haldol
and Alivan were administered on 6/21/15 at 10.28
PM, Nursing Notes also staled the inframuscular
Haldol was administered again on 8/21/15 at
10.54 PM.

An order for Haldo!5 mg (an antipsychotic
medicalion) and Ativan 2 mg {an anlianxialy
medication) was wrillen on 6/21/15 at 10 13 PM.
A second order for Haldo} was wrilten on 8/21/15
al 10.44 PM, The specific reason for the orders
was not documenled.

A physician note, daled 6/22/15 al 12.19 AM,
staled Palient #8 *...became increasingly agitated
{hroughout her emergency depariment stay she
required 10 mo of [intramuscular) Haldol with 2
mg of {intframuscular] Ativan. With these
treatments the palient calmed down and was
noted to be sleeping for the remainder of her
emergency depariment stay.”

The hospila! provided surveyors with a copy of
the online {raining module used forf resiraint
training for nurses and other stalf.

The untitled and undaled training by "Articulate

Sioryline" slaled "Medication cocktails ARE
generally considered restrainis {haldo} +
lorazepam, thorazine + diazepam). Always pive
one medication firsl, monitor effects and add
second medication only if needed to control the
patient's presen! behavior.”
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The medications were piven lo control Patient
#B's behavior, A physical restraint was required
{o administer the chemical reslraint, Neither the
crder nor the progress notes slaled the
medications and physical hold were a resiraint.
They did not siate the medications were ordered
for & reason other {han resiraint.

RN M, a Nursing Supervisor for the ED, reviewed
Patient #8's medical record on 10/01/15
beginning al 425 PM. She apgreed the orders for
the Haldol and Alivan were nol wrillen as
restrainls. She staled {he record did nol contain
an order for the physical restraint {the holid).

Patient #8 was resirained without appropriate
orders,

6. Patien! #28 was a 24 year old maje who was
brought to the ED by police on 811015 at 314
PM. He lold staff he was "crazy” and was having
auditory halluginations. He was admilied {o lhe
hospilal's psychiatric unil the morning of 811115,
He was diagnosed with psychosis. Palien! #28's
lepal slatus was no! documented.

A Nursing Note, on 8/11/15 al 1 29 AM, slated
Patient #28 was informed he was being admitled
to the hospilals psychialric unit. The nole slaled
he ™...became verbally abusive and escalated
rapidly.” The nex! Nursing Note, dated 8/11/15 at
1.57 AM, staled Patient #28 ".. atlempted to leave
at {his time, restrained by securily staff. Officers
nolified and en route at this time." The lime
Patient #28 was resirained and the time he was
released were not documenled,

No order was present in Patient #28's medical

tecord for physical restrainl.

Please see attached corrective
A168] action plans.
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RN M, a Nursing Supervisor for the ED, reviewed
Palient #28's medical record on 10/01/15
beginning at 4.25 PM. She slaled Palient #28 did
not have an order for restraint.

Patienl #28 was restrained withoul appropriate
orders.

482.13(e){8) PATIENT RIGHTS, RESTRAINT CR
SECLUSION

Unless superseded by Stale law thal is more
resiriclive- .

(i) Each order for restraint or seclusion used for
the management of violent or self-destructive

behavior that jeopardizes The immediale physical -

safely of the patient, a siafl member, or others
may only be renewed in accordance with the
following limils for up 1o a tolal of 24 hours.

(A) 4 hours for adults 18 years pf age or older,
{B) 2 hours for children and adolescents 8 1o 17
years of age, or

{C) 1-hour for children under 8 years of age,

This STANDARD is nol met as evidenced by,
Based on medical record review, policy review,
and staff inlerview, it was determined the hospital
failed io ensure orders for resiraint used lo
manage violen! or self-deslruclive behavior were
renewed every 4 hours for 1 of 1 patienl (#11)
who was restrained for more than 4 howrs lo
manage violenl or self-deslructive behavior and
whose record was reviewed, This resulled in a
lack of oversight by a qualified LIP and had the
poteniial to interfere with palien! safely. Findings
include. .

The hospital's "Restraint” policy, d_aled 81313,
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was reviewed. The policy inciuded, but was not
limiled to, the following information relaled to
violent/seli-destruclive physicai restraints

- "The initial resirainl order is good for the
following maximum time limils, unless a shorter
timne is olherwise specified, 4 hours for adults 18
years of age or older": : o

- "The orders for resiraints used for the
managemen! of violent or sell-desiructive
behavior ... must be renewed by the LiP
according lo this time frame for the first 24 hours
of resiraint use.. 4 hours for aduits 18 years of age
or older."

- "After 24 hours, a new order for the use of
restraint lo manage violent/sell destructive
behavior is required.” ' '

- DEFINITIONS. "Violant/Seif Deslruclive
Restraints. Used when a palient is exhibiting
aggressivelviolent behavior thal jeopardizes the
immediate physical safely of the patienl, slafl, or
others.” :

The policy aiso offered a definition for
"Nonviolent/Non-Seifl Destructive Restrainl.” i
slaled "Used when a patient is a danpger to
himsell or.others due to his underlying medical
condilion and is unable to consisiently foliow
direction or there is a behavior consislent with the
unplanned removal of life saving tubes/devices "

In the example that follows, restraints used to
manage violeni and sell-desiruclive behavior
were nol renewed every 4 hours, as required by
hospiial policy and regulalory requiremenis.
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Patient #11 was a 27 year old female who arrived
by police escort {o the ED on 7/09/15 afler a
suicidal gesture resulling in a laceraticn to her
wrist, :

A "Protective Custody Authorization,” dated and
signed by the physician on 7/09/15 al 4.45 PM,
indicaled Patienl number #11 posed "an imminent
danger o seif as evidence by a threal of
substantial physical harm.”

She was admitled lo an inpatient medical unit on
7/09/15 al approximately 6.30 PM on the
physician-authorized prolective medical hold.

She was also under police supervision due lo
*violence in ER."

She had a 1.1 siller due io suicidal ideation.

On 710/15 at 4.30 PM, Patient #11 was
avalualed by a designated examiner who
recommended a continualion of protective
custody due to a delermination Patient #11 was a
danger to herself and others. Patient #11's
medical record documented she continued under
police supervision, 1.1 sliler, and an invoiuntary
hold until 7/13/15, Ihe day she was discharged
from the hospital.

After admission fo the inpatient unit, Patient #11's
medical record included documenlation of orders,
dated 7/09/15 al 6.42 PM, for wrist and ankle
restraints for 4 hours maximum for
"Violent/Self-Desiruciive Behavior.”

Patient #11's medical record included
documentation ihat bilateral soft wrist and ankle
reslrainls were applied on 7/09/15 al 6 49 PM,

A1T1

Please see attached corrective
action plans.
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7/09!15 at 8.00 PM -

' 7/09!1 5 al 8,49 Piv

Nursing notes included the fofiowing des'cflptlohs
of Patiert #11's behavior to justify resirainls for =

' violanliself deslructtve behawor

TI_DQI15 ai 5.49 PM - "YELLPNG AND
SCREAMING. PULLING AT HANDC_U FFS
KICKING, THREATENING, AND SWINGING
ARMS" and “"PATIENT UNWILLING TO LISTEN
OR COOPERATE AT THIS T!ME T

7/09/15 al 7 OD PM "PT ADMITTED WITH
SUICIDE ATTEMPT. SHE IS THRASHING
AROUND IN THE BED AND IS HAND CUFFED
TO THE BED WATHAN OFFICER.."
"EXPLAINED THE RESTRAINTS AND SITTER

TO THE PATIENT "

"SHE IS NOT AS AGITATED
AS SHE WAS AN HOUR AGO BUT STILL
RESTLESS AND UNSAFE" -

; -"GAVE PT ATIVAN TO
HELP KEEP HER FROM PULLING ON HER
RESTRAINTS AND HANDCUFFS." *PT IS
VERY UPSET AND STATES THAT SHE JUST
WANTED TO SEE HER GIRLFRIEND ONE
MORE TIME BEFORE SHE LEFT FOR GOOD
AND IS UPSET THAT WE WOULDN'T LET
HER.""SHE IS iN BED SLEEPING OFF AND ON
NOW SITTER AND OFFICER AT THE
BEDSIDE." -

The physician's restraint order, dated 7/09/15 al
8.55 PM, were changed from wrisl and ankle
restraints for "Vicleni/Sel-Desiructive Behavior
to wrist and ankle restrainis for "Non-Vicleni/Non-
Sell-Destruclive Behavior," The boxes were
checked for "Unable lo consistently
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follow/understand direction” and "Pravent removal
5 “Olher“ "Pohce Hoid!HandcuHs "

S There was no dccumentatlon in Patient #11's
medical record 16 indicale she was not able lo
follow direclions or that her behavior was

- | consistent with ihe unplanned removal of life

‘I saving tubes/devices. . The police hold/handcuifs
were used lo manage viglent behavior,

RN K, who cared for Patient #11, was interviewed
by telephone on 10/02/15 beginning at 10,00 AM.
When asked why Patient #11 conlinued in :
.| restraints afler the physiclan's order was changed
lo "non-violenVnon-sall-destruclive behavior," she
staled Patient #11._had been violent with a nurse
in the ED. she had fou! and threalening language,
.| she threalened lo rip her slitches oul {of her arm),
she might huil hersslf, and she was deloxing . -
' frdm melh (malhamphetamine). :

The restraint nrdar was nol appropfiately

. classlflad as restraints for "Non-Viclent/Non-
Self-Destructive Behawor" as the restraints were
belng used to manage violent and self-destructive
: behavior

A renewal order for restraints was obtained -
7/10/15 al 10.35 AM, more than 13 hours from
the prior resiraint order. The order directed staff
o "alternale bilateral upper extremily” restrainis,
There was no other renewal orders writlen. She
was discontinued from resirainls over 22 hours : -
|ater on 7111115 at B8.54 AM. :

Renewal urders were not ubtainad every 4 hours -

and sell-destructive behavior.

“ | of medical equnpmentflharapeullc modalities” and

after initiation of restrainis used to manage vlolenl'

P
e | REGULATORY OR LSC IDENTIFYNG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
> R . - S _ CEFICIENCY} _
" A171 | Continued From page Please see attached corrective
AT -Centinued From page 28 A171 action plans.

FORM CM5-2587(02-99) Pravious Versions Obsotate

Event iD¢ ZB2H11

Facily I IDJEP3

if continuation shest Page 23 of 90




CMs

10/26/2015 5:27;

DEPARTMENT OF HEALTHAND HUMAN SERVICES

38 PM PAGE 31/084 Fax

Server

PRINTED: 10/26/2015
FORM APPROVED
OMB NO, 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES £X1) PROVIDERISUPPLIERICLIA {X2} MULT'PLE COMSTRUCTIOM (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMEBER A BUILDING COMPLETED
c
130002 B. WING 10/06/2015
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 2iP CODE
LUKE'S MAélc VALLEY RMC 801 POLE LINE RDAD WEST
ST LUKE TWIN FALLS, ID B3301
(Xa) D EUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (46}
PREFIX {EACH REFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING MFORMATION) TAG CROSS-HEFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY} :
Please see attached corrective
7 fi . .
A 171 ] Conlinued From page 29 A171 action plans.
RN Jwas inlerviewed on 10/01/15 beglnning at
2.55 PM. She reviewed Pallent #11's record and
confimed the restraint arders.
Orders for restrainls used to manage Palient
#11's violent or self-destructive behavior were not
renewed al a minimum of every 4 hours,
A 174| 482.13{e){9) PATIENT RIGHTS. RESTRAINT OR A174

SECLUSION

Reaslraint or seclusion must be discontinued at
the earliest possible lime, regardless of the length
of lime idenlified in the order.

This STANDARD is nol mel as evidenced by.
Based on medical record review, policy review,
and staff interview, il was determined the hospitat
failed to ensure restraints were discontinued at
the earlies! possible lime for 2 of 4 palients (#9
and #11} whose records documenied restraint
orders. This resuited in continued restraint use
when patients were no longer a danger to
themselves of olhers, Findings include;

The hospilal's “Restrain!" policy. datled 8/13/13,
was reviewed. The policy inciuded, bul was not
limited 1o the following information

- "Reslraints must be discontinued at the earlies!
possible lime, regardless of the lenglh of time
identified in the order.

- "Restrainls may only be imposed to ensure the
immediale physical safely of the patient, staff
member, or public and through the use of the
least restriclive device for the shortesl possible
time when restraints are clinically appropriate and
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adaqualely juo!insd "

- 'The use of restralnt or seoius:on is limited to
those sltuahons for which there is adequale and
appropriate clinical justification and based on the
assessed noods of the pallent "

"I Restrainls Were noi chsconhnued at the eamss!

possible tlme, as follows

1. Pahsnt #9 was a 62 vear old ma'lo who arrived
by ambulance lo the ED on 9/05/15. He was
described in a physitian’'s nole, dated 9/05/15 al

"| 9 46 PM, as "combalive, aggressive, and spming

behaviors” upon am\ral o Ihe ED,

Palient #9's medacal record |nc!uded two reslraint
orders, inc]udlng :

- A physician's vorbai order
“Violent/Seif-Destructive Behavior Sofl rastraints
Four-point receiving sedation Aggressive Mviolent
behavior,” dated 5/05/15 al 3.068 PM, and |
authenticated 9/05/15 at 3.21 PM. The duration
of the reslraini order was nol specified.

- A verbal order for renewal of the restraint order,
was entered 9/05/15 at 3.59 PM, and
authenticaled 8/05/15 at 4.04 PM. -1} slated
"Violenl/Self-Destruclive Behavior Sofi restraints
Four-point Duration = 1 hr - violent behavior
receiving sedation. The clinical juslification for
renewal was not slated.

Patient #9's medical record inciuded nursing
documentation of sofl restraints of all extremities,
from 9/05/15 at 3.15 PM, until restraints were
disconlinued 2 hours and 23 minutes laier at
5/05/15at5.38 PM. -

action plans.
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Nursing docurhentalion did no! inciude
justification for the continued use of resiraints

-| after the initial description of Patient #9's violent
 behavior, Nursing nntes described Palrenl #9 in

Ihe foliowmg manner. -

9/05/15 3.22 PM - "Alert, oriented lo person,
place and limg, consistent with deveiopmental
age. Follows commands. Responds
appropriately fo questions. Speech clear” .

9)05_/15 3.46 PM - "Alen - appropriate"

9/05/15 4.34 PM - "PL. is awake, alert.  P1. did not
know where he is, re-orienied to place/situation.
Pi. is cooperative, continues to spit to clear his
mouth. Pl denies that be is attempling 1o spit on
slafi, was cooperalive with using lissues and
wamng 1o spitinto tissues. Mask was placed
back over pt's face as he is slill restrained and
unable {o use lissues on his.own, continues to
feel nead to spit to clear his mouth, Pl did
verbalize understand thal he is remaining under
restraint for continued safely of staff and for
patiant. Pl was given sips of water, lolerated
well, Reposal:oned for comforl. -Pending mental
heailh evaluation. Sltler in room with palient.”

9/05/155.00 F_’M - "Dlsoneniad - confused”

9/05/15 5.36 PM - "All restraints removed.”
RN M, an_RN Educator, reviewed the record
during interview on 10/01/15 at 3 55 PM. She
confirmed the documentation,

Resiraints were continued on Patient #9 withoul
sufficient evidence/documentation that restrainls

action plans.
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continued o be necessary to ensure Patien! #9's
immediale physical safety or the safety of staff
members ar the public. Restraints were nat

- | discontinued af the earlies! possible time.

2. Patient #11 was a 27 year old female who
arrived by police escor o the ED on 7/09M5,

after a suicidal geslure resulhng ina Iacerahon to :
her wrist, : ; :

A ."Pro!ectivé Cus_!odf- Authorization,” daled and

| signed by the physician on 7/09/15 at 4 45 PM,

indicated Patienl #11 posed "an imminent danger
lo self as evidence by a threal of substantial
physical harm." She was admitled o an inpatient
medical unit on1 7/09/15 at approximalely 6.30 PM
ona physrc:an—author!zed praleclrve medical
hold. :

.| She was also under pohce supervislon due lo

*violance in ER "

She had a 1 1 s:t!ar due lo suicidal rdeahon

| On 7410115 al 4 30 PM, Patient #11 was
‘evaluated by a dasngnated examiner who

recommended a continuation of prntectwa
cuslody due {o a defermination Patient #11 was a
da nger | lo he rself and others.

Pahent #11 S medlcai record documented she
continued under police supervision, 1 1 sitter, and
an involuntary hold until 7/13/15, the day she was
dlscharged from the hosmtat

After admlssion !o the mpahenl unit, Patienl #11's
medical record included documentation of wris!
and ankle reslraint orders, daled 7/09/15 at 6 42
PM, for "Violen/Self-Destructive Behavior” for 4

actlon plans
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hours maximum. -

Patient #11's madical record included
documentation of application of bilateral soft wrist
-] and ankle restraints on 7/09/15 al 6, 49 PM. . -

Nursing In:oles included the following descriptions
. of Palient #11's behavior lo justify restlam!s for - '
e vlolentfser[ deslructwa bahawor .

- 7109115 at 6.49 PM - "YELLING AND
SCREAMING, PULLING AT HANDCUFFS,
KICKING, THREATENING, AND SWINGING
ARMS” and "PATIENT UNWILLING TO UISTEN
| OR COOPERATE AT THIS TIME.". .

- 7/09/15 2! 7.00 PM - "PT ADMITTED WITH
SUICIDE ATTEMPT.. SHE IS THRASHING
AROUND IN THE BED AND IS HAND CUFFED
TO THE BED WITH AN OFFICER."
“EXPLAINED THE RESTRAINTS'AND SITTER
TO THE PAT!ENT o

7[09/1 5 al 8.00 PM - "SHE IS NOT AS AGITATED
AS SHE WAS AN HOUR AGO BUT STILL '
RESTLESS AND UNSAFE S

?IOQI'IS al 8. 49 PM "GAVE PT ATIVAN TO
HELP KEEP HER FROM PULLING ON HER
RESTRAINTS AND HANDCUFFS." "PT IS
VERY UPSET AND STATES THAT SHE JUST
WANTED TO SEE HER GIRLFRIEND ONE
MORE TIME BEFORE SHE LEFT FOR GOOD
AND IS UPSET THAT WE WOULDNT LET.
HER." "SHE IS IN BED SLEEPING OFF AND
ON NOW SITTER AND OFFICER AT THE
BEDSIDE.™

Physician's restraint orders, dated 7/09/15 at 8 55
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A 174 | Continued From page 34 A 174|Fl€@SE See attached corrective
-| PM, were changed from wrist and ankle restraints action plans.
for "Violent/Sell-Destruclive Behavior” fo wris!
and ankle restraints for "Non-Violent/Non-
Self-Desliruclive Behavior." . The boxes were
checked for "Unable to consistently - :
{ollow/understand diraction” and "Prevent removal
of medical equipment/iherapeutic modalities” and
"Other” - "Police Hold/Handculfs,” - S

There was no documentation in nursing notes lo
indicale Patient #11 was nol able to follow or
understand directlons or was pulhng at medical

equipment.

‘| Nursing notes, aﬂer the restraml order changed,
were as follows. :

- 7/09/15 at .00 PM - "PT IS SLEEPING RIGHT
| NOW, SHE IS VERY COOPERATIVE WHEN
WOKEN UP AT THIS TIME AND STATES SHE IS
VERY TIRED. . WE REMOVED ONE
RESTRAINT ON THE RIGHT HAND AND
UNCUFFED THAT HAND FROM THE BED AND
SHE IS DOING WELL WITH THAT AT THIS
TIME." "SWITCHED PT FROM VIOLENT
RESTRAINTS TO NONVIOLENT WILL TRIAL
THIS AND A NEW ORDER WAS RECE!VED
AND SIGNED BY THE PHYSICIAN."”

- 7/09/15 at 9.25 PM - "PT IN SOFT
RESTRAINTS AT THIS TIME. SITTER AT
BEDSIDE. PT HAS CALMED DOWN AND IS
ABLE TO FOLLOW STAFF INSTRUCTIONS AT
THIS TIME." '

- 7109115 at 10.00 PM - "PT IS SLEEPING STiLL

AND IS COOPERATIVE WHEN AWAKE AT THIS
TIME. RIGHT HAND STILL UNRESTRAINED AT
| THIS TIME. SITTER AND OFFICER STILLAT
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L A174

A 176

Continued From page 35

THE BEDSIDE.”

- 7/08/15al11.18 PM - "PT IS SOFT
RESTRAINTS AT TH!S TIME SITTER AT
BEDSIDE PT WAS CALMED DOWN AND IS
ABLE TO FOLLOW STAFF INSTRUCTIONS."

RN J, who worked on the medicat floor, was
interviewed on 10/01/15 beginning at 2.55 PM, al -
which time she reviewed Patient #11's medical
record. She explained Palient #11 was swilched
to "non-violent resirainis" because she was
“sleeping and cooperative.”

RN#11, who provided care for Patient #11, was
interviewad by lelephone on 10/02/15 beginning
al 1000 AM. When asked why Patient #11
conlinued in restrainis, she stated Palient #11
had been violenl with a nurse in the ED, she had
fow! and threatening language, she threalenad lu
rip her stitches out {(of her arm), she might hurt
herself, and she was detomng

Resiraints were contlnued on Pallent #11 when
there was no longer sufficient
avidencefdocumentalion after 7/09/15 at 9 00
PM, that restrainls were necessary to ensure the
immediate physical safely of the patient, staff
member, or public,

Reslrainls weare not discontinued at the earliest
possible time. '

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

Physician and other licensed independent
practitioner {raining requirements must be
specified in hospilal policy. At a minimum,

Please see attached corrective

A174|
action pians.

A176
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physicians and other licensed independent

| 'practitioners authorized to order restraint or

seclusion by hospital policy In accordance. with
State law must have a working knowledge of
hospital policy regarding the use of restraint or
seclusion, . .
This STANDARD is nol met as evidencad by
Based on slaff interview, and review of medical
records, hospilal policy, and medical stafl '

- educational material, it was delermined lha

hospital failed o ensure LIPs who were
authorized lo order restrainls had a working
knowledge of hospital policy regarding the use of
restrainis. This affected 6 of 6 patients (#8, #9, .
#10, #11, #12, and #28) who were restrained, and
whose records were reviewed, This resulted in

" | incomplele, missing, or miscalegorized restraint

orders, missing face-lo-face evaluations, and
missing documentalion as to the course of care.
Findings include. '

1. A_hospitalisl.' who ordered restrainis on the
inpatient medical unit for Patient #11, was
interviewsd on 10/02/15 at 900 AM.

When asked about lraining he received related to
restraints, he stated he received training during
his residency. He staled he was not sure of any
training from the hospital.

The hospitalist was asked what his understanding
was of the one hour face-io-lace requirement.

He slated he was required lo sign a stamp
verifying the restrainl was appropriate. He was
no! able to slale what components were required
in the face-to-face evaluation.

When asked regarding the use of 4 side rails for

action plans.
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Patien! #11. he staled that 4 side rails were for fal}
precautions. ' He was not aware thai 4 side rails
were considered reslraints unless excepl:on
ériteria apphed .

- The physician dld rnol have a working knowledge
‘1 of the hospi_tars r_es_l_ra_inl policy.

2. Documentation of restraini training was
requested for the physician who cared for Patient
#11 in lhe ED, a palient who was resirained both
physically and chemically,

A packet, litlted "Medical Staff Education Packet
2015" was provided. ‘The packet inciuded 13
separale items such as "ROLE IN EMERGENCY
MANAGEMENT, INFECTION PREVENTION,
MEDICATION SAFETY, DISCHARGE
PLANNING land] USE OF RESTRAINT "

The sachon t‘rned "USE OF RESTRA!NT," slaled
“All providers that manage patients placed in
restraint will have a working knowledge of the
hospital polrcy " The section included the policy
number which physicians couid find on the
hospital's intrane!, The education packet did not
state how the working knowledge would be
ensured and verified or whelher an alleslation
was required. :

The hospilal's policy, "Restrainis," dated 8/13/13,
was consistent with the medical stalf education
packel, It stated "LIPs authorized to order:
restraints must have a working knowledpge of
hospital policy regarding the use of restraints.”
The policy did noi stale how the working
knowledge would be ensured and verified or
whether an altestalion would be required.

action plans.
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The Director of the Center for Learning and
Development was inlerviewad on 10/06/15
beginning at 9:00 AM. She staled the physicians
waere given an annual packet of {raining
documenis. When asked how the hospilal knew
if physicians had reviewed the training and had
knowledge of the policy, she staled records were
not kept o determine if physicians had reviewed
the malerial or met the restrain! training
requirements,

The hospilal did nol have an active systemn lo
ensure physicians met restraint {raining
requirements.

3. There was lack of evidence thal LiPs
authorized to order restraints had a working
know!ledge of hospital policy, as follows.

a. Reler lo A-0168 as it relales lo a failure lo
ensure fesiraint orders were currenl, ciear, or
complete for Patients 48, #9, #10, #11, #12, and
28, : :

b. -Refer to A-0171 as it relales to a failure io
ensure timeliness of renawal orders in
accordance wilh hospital policy for restraint used
o manage violen! or seif-desiructive behavior for
Patienta#tt, - . "

c.- Refet 1o A-0178 as if refates lo a faijure lo
ensure a face to lace meeling by a LIP was
concucted within 1 hour of the application of
behavioral reslrainis for Patient #28.

d. ReferioA-0184 as il relates to the failure o
ensure documentation of a face-to-face
evaluation by a qualified individual within one
hour of application of restraints for Patients #8,
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#9, #10, #11, and#12
‘LiPs authorlzed o order restralnts by hospital
" policy did not have a working knowledge of the
hospilal's restrainl policy. The hospital did not
have an aclive system o ensure physicfans and
LIPs altained and malnlalned knowtedga of the -
policy. :
A 178 482.13{s){12} PATIENT RIGHTS, RESTRA!NT A178

CR SECLUSION

When restraint or seclusion Is used for the
management of violent or self-destructive
behavior that jeopardizes the immediate physical
safely of the patient, a siaff member, or others,
the patient must be seen face-lo-face within
1-hour aﬂer the mliiation of the intervention --

‘0 Bv a-- :

- Physlcian or olher Ilcensed mdependenl
practitioner, or '

- Registered nurse or physician assistant
who has been trained in accordance with the
réquirements. speciﬁed in paragraph (n of thts
seclmn ) .

This STANDARD is not met as evidenced by -
‘Based on stall interview and review of medical
records, it was determined the hospilal failed lo
ensure a face-lo-face meeting by an LIP was
condutted within 1 hour of the application of
behavioral restralnts for 1 of 6 patients (#28) who
were restrained and whose records were
reviewed. This prevenied the hospitai from
evaluating the causes and appropriateness of the
need for restraint. Findings inciude.

Patient #28 was a 24 year old male who was
brought lo the ED by police on 8/10/15 at 3.14
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PM. Helold stafi he was "crazy" and was havinp

I audilory hallucinations. He was admilted to the

hosplial's psychiatric unit the morning of 8/11A45,
He was dlagnnsad with psychosis. Patient #28's
Iagal s!a!us was not documented : S

< A Nursing Nute, on BI11I15 al 1,29 AM, staled
| Patient #28 was informed he was being admitted
-.| ta the hospilal's psychiatric unil.. The note slated
‘I he "...became verbally abusive and escaialed
| rapidly.” The next Nursing Note, dated 8/11/15 a!

1.57 AM, staled Palient #28 " _.atltempled lo leave
al this lime, restrained by securily staff. Ofiicers
notified and en route at this lime." The lime
Patient #28 was reslrained and 1he lime he was

: released wara not documenled

An order was not present in F'ahenl #28's medical
record for physncal restraint. - A physician

progress ‘note was written on 810715 at 11.03
PM.. The phvsmlans progress note and Nursing
Note did not inciude documentation Palient #28
was seen by an LIP foliowmg ihe reslralni
episode .

RN M a Nursmg Supemsor for the ED, reviewad
Patient #28's medical record on'10/01/15

| beginning at 4.25 PM.. She slated Patient #28 did

not have documentation that a face-lo-face
encounter by an LIP was conducled,

B Palient #28 did nol receive a face-lo-lace

evalualicn afler being restrained.
43__2.13(9}(1 6){i) PATIENT RIGHTS. RESTRAINT
OR SECLUSION -~

When restraint or seclusion is used, there must
be documentation in the patient's medical record

A178

A 184

Please see attached corrective
action pians.
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: action plans.

pf the following

The 1-hour face-lo-face medical and behavioral
evalualion if reslraint or seclusion is used to
manage violent ar self-deslructive behavior.

This STANDARD is not met as evidenced by
Based on medical record review, policy review,
and stafl inlerview, il was determined the hospital
failed lo ensure medical records included
documentation of a lace-lo-face evaluation by a
quaiified individual within one hour of application
of resiraints for 5 of 6 patients {#8, #9, #10, #11.
and #12) who were resirained lo manage violen!
or sel-desiructive behavior, and whose medical
recerds were reviewed. This resulted in a lack of
LiP assessment of patlents’ physical and menial
stalus, and created the poiential for unsale or
unnecessary use of restraints. Findings include

The hospital's "Restrainl” policy, dated 8/13/13,
was reviewed, The policy included, but was not
limiled lo the following information.

- "Reslraints used lo manage
viclent/self-destructive behavior require an LiP
in-persan examination ol the resirained patieni
wilhin one hour of initiation to include,

a. An evalualion of the palient's immediate
si{uation _

b. The patieni's reaclion to the intarvention

c. The patient's medical and behavieral condition
d, The need fo conlinue or terminate the resiraint
e. Authenticalion of the verbal order, if applicable”

Documentation was missing in the medical
records, as follows.
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1, Patlert #2 was a 62 year ‘bid male who arrived
by ambulance to the ED on 8/05/15. He was
described ina. ‘physician’s nole, daled 9/05/15 at
8,46 PM, as "combative, aggressive, and spimng
behawors upon arrival lo the ED :

Palient #9's medlcal record inchded a physician's
verbal order "Violent/Self-Destructive Behavior
Soft restrainls Four-point receiving sedation
Apgressive/viclent behavior,” dated 9/05/15 at
3.06 FM, and authenticated 90515 al 3.21 PM.

-| Patient #9'5_ medical record included nursing
documentation of "Continuation of Violent Soft All

exiremilies” on 9/05/15 at 3.15 PM. Il could not
be determinad the exact time resiraints were
initialed as there was no documantallon of lnltlal
applrcallon of restraints.

There was no documeniation to indicaie Patient
#9 was seen face-to-face by an LiP within 1 hour
after the application of restrainis. Palient #9's
immediate situation, reaction io the restraint,
medical and behaviorat condition and need to
continue or terminate the restraint, was not
assessed by a qualified LIP. .

This was confirmed by RN M an RN Educator,
during record review and interview on 10/01/15 at
365 F'M

| Patient # 9's medical record did not include
| documentation of a face-lo-face evaluation within

one hour of initiation of behavioral restraints,

2. Palient #10 was a 35 year old femala who was
brought to the ED on 8/23/15, by poiice in
handcuffs, with acute psychosis.
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Restraint orders snciuded a verbal order, dated
9/23/15 al 2 15 AM, and authenticaled 2.30 AM,
for "Violent/Self-Deslructive Behavior Soft
restraints Lefl ankie left wnsl nght wright nght
ankle,"

Nursmg dddﬁmenlahon]ndlcéted restraints were
appiled 9!23!15 al1 16 AM and discontinued al
227 AM ' .

Physician documen!alion as lo the course of ED
care for Patient #10 was dated 3/23/15 at 6.40
AM. There was no documentation to indicale the
patient was seen face-lo:face by a physician or
LIP within 1 hour after inftiation of restraints to
evaluale the patienis’ immediate sifuation,
reaction lo the restraint, medical and behaviorai
condition and nead o cont:nue or lefmlnate the
restmtnt R .

This was cohﬁrmad by RN M, an RN Educator
and Nursing Supervisor for the ED, during record
review and inlerview on 10/01/15 at 4,00 PM.

_ Patient #10's medical record did not include
documentation of a face-to-face evaluation within
one hour of initiation of behavioral restraints.

admilted o the hospilal on B/18/15, when she
presented with altered mentai stalus, Admitting
diagnoses included, but were nat limited to,

COPD.
Nursing documeniation, dated 8/24/15 at @ 45

AM, described Patient #12 as "COMBATIVE
SPITTINGHITTING/SCRATCHING/PUNCHING/

3. Paliert #12 was a 68 year old female who was

possible seizures, metabolic encephalopathy and

KICKING STAFF. ALSO PT SCRATCHING SELF

action plans
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AND REMOVING 2 IVS WITHIN 2 HOUR TIME
FRAME. PT TRYING TO DESTROY -
EQUIPMENT. PT REMOVED GOWN SEVERAL
TIMES. ALTERNATIVE INTERVENTIONS

1 UNSUCCESSFUL. SITTER AT BEDSIDE.” The

nursing note Jurther documented application of

: reslraints, mciudmg “Four Side Ralls Soil ankie

bllataralsoﬂwnst biiateral" ok

Restraint orders daled 8124115 ai 9 50 AM for

“wrist andankle restraints for a maximum of 4

hours Iorvlblenllser! destructive behavior, were

| signed by the LIP on 8/24/15.at 9:45 AM, The
| LIP signalure cerilf ed I have examined the

palient and certify lhe above reslraint order is
appropnaia RO I

Nursnng documenlation daled 8]24/15 at 10 0o

- AM, documented "DR: ROUND]NG ON PT..."

A physician's progress note, dated 8/24/15,
dictated at 7,37 PM, was reviewed. : )} |ncludad an
evaluation of Palient #12's medicaland -

- behavioral condition, it did not include an

evaluation of Patient #12's reaction to. being
restrained or include a reference. to whether
restrainls needed ta be continued or lerminated,
i could not be determined if the évaluation was
conducted during the face-to-face encounter
referenced in nurslng documematlon on BI24!15
at 10 00 AM . :

The Dlrec!or of the Cehler.for Learnlné & .
Development and the Regional Direclor of
Accreditalion were interviewed iogalher onthe - -

"] telephone on 10!06/15 beginning at 9 00 AM.

The Director of the Center for Learning &
Development staled she reviewed Palient #12's
record and confirmed documentation was missing

-| regarding the physician's face-to-face

actlon plans
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assassment that musl be cumplated w:thm an -
ho ur. .

Patient #12’5 medical record did not include
documentalion of a face-to-face evaluation within
one hour of inltiation of behavioral restraints thal
included ail required componenis of the

‘evaluation. .

4, Patienl #11 was a 27 year old femaie who
arrived by police escorl o the ED on 7/08/15,
afier a suicidal gesture res uiting ina Iaceration to
her wnst '

Alter admissmn to the 1npal:ent unit, Patient #11's
medical record included documentation of wris!
and ankie restraint orders, dated 7/09/15 at 6,42
PM, for “Viclent/Sefl- Deslructtve Behavior" for 4
hours maximum, : .

Patient #11's medw;al recoid tncluded
documentation of appiication of bilateral soft wrist
and ankle restra:nts on 7/09!15 at 6 49 PM.

A stamped statement was s:gned by a physician
on 7/09f15 at 9.00 PM. |! stated "I have
examined {he patient and cerlify the above
restraint order is appropriate.” The slatement .
was signed 2 hours and 11 minutes afier .
application of restraints for wolenh'setf dastructwe
behawar :

The physician‘s ptrogress nole related to Patien!
#11 was diclated on 7/09/15 at 8.45 PM, 1 hour
and 56 minutes after application of restraints.

The physician who examined Patient #11 was
interviewed on 10/02/15 beginning al 9.00 AM.
Whan asked aboul face-to-face evalualion for

|action plans.
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restraints used to manage Palient #11's
violentfseli-destructive behavior, he stated he
was required to signa stamp venl'ying the patient .
needed reslralms - .

There was no documenlal:on fo md:cate the
patlent was seen face- to-laca by a physician or
LIP within 1 hour after initiation of restraints lo
evaluale the pallenls’ immediale siuation,
reaction lo the restraint, medica! and behavioral
condition and need lo conlinue or terminale the
restra]nl :

This was confirmed by RN J, an RN on the
medicai unit, during an inlerview on 10/01/15
beglnning on 2,55 PM, She slaied "it should be in
the progress notes "

Palient Bi1's madical record did noi include
documentation of a Jace-lo-face evaluation within
one hour of initialion of behavioral restrainis thal
included all reguired compone nts of the

: evaiuatton

5, Patlent #8 was a 14 year old female who
presented to the ED on 6/21/15at 3.14 PM. Her
chief complainis were suicidal ideation, threats to
olhers, and acting out. She was transferred to a
psychialric hospital on 6/22/15 at 12.13 AM.

Nursing progress noles, dated 6/21/15, stated
Patient #8's bahavior was erratic and belligerent.
A nursing progress note, daled 6/21/15 al 10,30
PM, siated Palient #8 *...was combative in room,
Injection given by RN with 2 RN and 2 security’
officer suppor to hold [patient] for injection.
[Patient #8] slales thal ' should have just killed
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myself.” The note slated the parents and 2
secuiily officers were at the bedside.

A nursing progress nole, dated 6/21/15 at 10.56
PM, stated "MD nolilied of [Patient #8's]
continued combative behavior. - [Patient]
slammed forehsad into wall. Order for
medicalion received and administered. Dr. in
room io speak la patient)." Subsequent nursing
progress noles slated Patient #8 behaved more
calmly, '

An order for Haldel 5 mg {an antipsychotic
medication) and Alivan 2 mg (an antianxiety
medication) was wrilten on 6/2115a1 1013 PM. -
A second order for Haldol was wrilten on 6/21H5
ai 10.44 PM. -The specific reason for the
medications orderad were nol documented,

A physician note, daled 6/22/15 at 12.19 AM,
stated Patient #8 "...became increasingly agitated
throughout her emergency department stay she
required 10 mg of [intramuscular] Haldol with 2
mg of fintramuscular} Alivan, With these
treatments the patient caimed down and was
noted o be sleeping.”.

A face-to-lace encaunter with Patier! #8,
including the ilems required by the restraint
policy, was nof documentled,

RN M, a Nursing Supervisor for the ED, reviewed
Patient #8's medical record on 10/01/15
beginning at 4.25 PM. She staled a face-fo-face
encounter by an LIP was not documented.

Patiant #8's medical record did not document a

face-_to-face encounter following restrainis,

A1841 action plans.
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A 188 | Continued From page 48 - Ateel
A 188 | 482.13(e)(16)(v} PATIENT RIGHTS RESTRAINT A 18a] action plans.
| OR'SECLUSION | .

" [there must be documentalion in the pallenl‘ :
medscal record of lha foHowrng I :

The paﬂenl's response ln ihe rnterven!ion(s)
used, including the rallona!e for contrnued use of
the lntervenhon '

Thrs STANDARD is not met as evidenced by.
Based on medical record review, policy review,
and stafl interview, it was determined the hospital
falled to ensure medical records lnc!uded
documenlation of the patlent’s response lo
resiraints used and/or the raticnale for continued
| usa of restrainls for 2 of 6 patrenls ‘who were
restrained {#3 and #11} and whose medical
‘ records were reviewad. This resuited in pafients -
being restrained without evidence Ihey were an
imminent danger o lhemserves or oihers
F |nd:ngs rnchde

1 The hosprtal's "Reslra:nl" pohcv. daled B!‘l 3/13 :
was reviewed. The policy did not specifically o
address the requirement 1o document in the
patien!'s medicai record the patienl's response to
ihe intervention(s) used, including {he rationale
for continued use of the intervention.” =~

1. Patient #9 was a 62 year old male who arrived
by ambulance 1o the ED pn 9/05/15. He was
described in a physician's note, dated 9/05/15 at
9 46 PM, as "combative, aggressive and spilling
behaviors™ -upon arrivai lo the ED.

Patient #9's medrcaE racord inciuded & phvsrcian s
verbal order "ViokenVSeli-Destructive Behavior
Soft reslrainls Four-point receiving sedalion
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'FORM CMS-2567(02-59) Praviows Vetajona Obsolete




- CMS 10/26/2015 5:27:38 PM PAGE 51/094 Fax Server. .

o PRINTED: 104262015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
© - GCENTERS FOR MEDICARE & MEDICAID SERVICES -OMB ND. 0938-0331_

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION ’ {X3) DATE SURVEY
| AND PLAN OF CORRECTION - IDENTIFICATION NUMBER: A BUILDING COMPLETED -

i ’ C
130002 B WING ' 10/06/2015
STREET ADDRESS, CITY, STATE, 2IP CODE Co e
T LUKE'S MAGIC VALLEY RMC 301PaLE LINE RoAD wesT
s. TWIN FALLS, ID 833m

D PROVIDER'S PLAMN OF CORRECTION - X5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION

TAG _ CROSS-REFERENCED TO THE APPROPRIAT DATE
: ' - DEFICIENCY) . o S

NAME OF PROVIDER OR SUPPLIER

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATCRY OR LSC iDENTIFYING INFORMATION)

{X4) 1D
PREFIX
-TAG

Please see attached corrective

A 188. Conlinued Frfzm page 49‘ A 188 aCtiOI‘I pians,
| Aggressivelvioclent-behavior,” dated 9/05/15 at
3.06 PM, an_d_al.ﬂhenﬁcaled 8/05/15 al_ 321 PM,

Patlien! #9's medical record Included nursing
restraint documentation " Continuation of Viclent
Sofl All extremitles” on 9/05/15 at 3.15 PM. 1l
could not be determined when resirainls were
‘initiated, as all documenlation indicaled
“conlinualion.” Nwsing restraint documentation
indicated restrainls were removed 9/05/15 af 538
PM, due to a discontinuation of violent behavior.

Nursing documentation did not include the
palient’s response lo restraints or offer a rationale
{or continued use,. Nursing noles described
Patient #9 in the following manner

5/05/15 3.22 PM - "Alerl, orienled to person,
 place and time, consistent with developmenial
age. Follows commands. Responds
approptiately to questions. Speech clear.”

9/05/15 3,46 PM - "Alerl - appropriate”

9/05/M5 434 PM -"Pt. is awake, aler. Pt did not
know where he Is, re-oriented {o place/situation,
Pl. is cooperative, continues to spit lo clear his
moulh. Pldenies that he is attempting lo spit on
staff, was cooperalive wilh using tissues and

-| watting to spit info tissues. Mask was piaced
back over pt's face as he is still resirained and
unabls o use tissuas on his own, continues to
feel need to spit to clear his mouth. PL. did
verbalize understand that he is remaining under
restraint for continued salely of stafl and for
patient. Pl. was given sips of waler, lolerated
well. Reposilioned for comiort. Pending menlal
heaith evaluation. Silter in room with patienl.”
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' | 9/05A155 OO_PM "Disonenled con[used" : :

: 8/05M55 36 PM -_."AEI _r_es_tralnls removed.“_'

| RN M, an RN Educator, reviewed the record.
during interview on 10/0115 at 3.55 PM She
: conﬂrmed lhe documenlallan :

2, Patient #11 wasa 27 vear old femare who
.| arrived by police escort fo the ED on 7/09/1 5,
1 after a suicidal geslure resuiting in a lacerahon lo
her wr[sl :

A “Pro!eclwe Custody Aulhorizalion,"daled and

signed by Ihe physician on 7/08/15 at 4,45 PM,

indicated Patiert number #11 possd "an imminent

| danger lo self as evidence by a threal of
subs!an!aal phvslcat harm " Lo

She-was admitled to an lnpa!ienl medical unit on
7/09/15 at approximalely 6 30 PM, ona
physician-authorized protective medical hold
She was also under police supewisu)n due to
‘vmlence in. ER "

She had al 1 suter due to su:cndal tdeahon '

On 7/1015 at 4 30 PM Paﬂent #11 was
evalualed by a designated examiner who
recommended a continualion of proleclive

"| cuslody due lo a determination Patient #11 was a
danger to hersell and others.

Patient #11's medu:a! record documentled she _ _
continued under police supervision, 1.1 sitter, and T

an involuntary hold uniil 7/43/15, the day she was : h
discharged from the hospital.

Afler admission lo the inpatient unit, Patient #11s
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medical record included documentation of wrist

and ankle resirain! orders, dated 7/09/15 at 6 42
PM. for "Viclent/Sell-Deslructive Behavior" for 4
hours maximum, '

Palisnt #11's medical record included
documentation of application of bilateral soft wrist
and ankle restraints an 7/09/15 al 6.49 PM.

The physiclan's restraint orders, dated 7/09/15 at
8.55 PM, were changed from wrist and ankle
restrainls for "Violenl/Sell-Destructive Behavia”
{o wrist and ankle restraints for "Non- Viclenl/Non-
Self-Destruclive Behavior." - .

Nursing documentation did not include a rationale
or plan jor continued use based on a nursing
assessment. Nursing noles, after the restraint
order changed, were as follows - o

- 7/09/15'al 9.00 PM - "PT IS SLEEPING RIGHT
NCW, SHE iS VERY COOPERATIVE WHEN
WOKEN UP AT THIS TIME AND STATES SHE IS
VERY TIRED, WE REMOVED ONE
RESTRAINT CON THE RIiGHT HAND AND
UNCUFFED THAT HAND FROM THE BED AND

| SHE 1S DOING WELL WITH THAT AT THIS

TIME." "SWITCHED PT FROM VIOLENT

‘RESTRAINTS TO NONVIQLENT WILL TRIAL

THIS AND A NEW ORDER WAS RECEIVED
AND SIGNED BY THE PHYSICIAN."

- 710915 219.25 PM - "PT IN SCFT
RESTRAINTS AT THIS TIME: SITTER AT
BEDSIDE. PT HAS CALMED DOWN AND IS
ABLE TO FOLLOW STAFF INSTRUCTIONS AT
THIS TIME." : '

- 7/09/15 al 10.00 PM - "PT IS SLEEPING STIL.L

|action plans.
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AND IS COOPERATIVE WHEN AWAKE AT THIS
TIME. RIGHT HAND STILL UNRESTRAINED AT

I THIS TIME. SITTER AND OFFICER STILLAT
 THE BEDSIDE"' = .

- 7/09/15 al 11 18 PM -"PT IS SOFI'
RESTRAINTS AT THIS TIME SITTER AT
BEDSIDE PT WAS CALMED DOWN AND 1S
ABLE TO FOLLOW STAFF INSTRUCT!ONS "

RN J, an RN who worked on the medical floor,
was interviewed on 10/01/15 beginning at 2.55
PM. She reviewed Palient #11's medicat record..
She explained Palient #11 was swilched lo
“non-violent restraints” because she was

"sleeping and cooperalive,”

| RN K, who provided care for Patient #11, was

interviewed by ielephone on 10/02/15 beginning

.| at 10.00 AM. ‘When asked why Patient #11
continued in restraints, she stated Patient #11

had been viokent with a nurse in the ED {prior 1o
admission), she had foul and threatening
language, she threatened lo rip her slilches oul
{of her arm}, she might hurl hersell, and she was .
detoxing. This anformahon was nol included in
nursinu notes

Reslram_!s were con!i_nued on Palient #11 withou!
documented rationale for conlinued use.
482.13(f) PATIENT RiGHTS RESTRAINT OR
SECLUSJON '

Resiralnt or Seclus ton. Staff Training .
Requirements.: The palient has the right lo safe
rmpleman!ahon of res!raml or seclusion by Iraaned
s!aff

Please see attached corrective

A188 act;on plans

A184
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This STANDARD is not met as evidenced by
Based on review of restraint education
information; medical record review, and staff
interview, it was delermined the hospital failed to
ensure ED staif had education, training, and
demonstrated knowledge to manage patienis
exhibliting out-of-control and/or agpressive.
behavior. This resulted in inappropriale use of
physicai force and intimidation to manage the
appressive oul-of-control behavior of 1 of 6
patients {#11) who were resirained lo protect the
safely of self and olhers. This failure also place
ali ED palients expertencing behavioral and
psychiatric challenges at risk of physical and/or
mentai harm... Findings inciude

1.. Restrainl sducalion material was requested for
hospilal stafl on the main campus. A copy of
online training documentation was provided Jor
review. The resirainl education content did not
include specilic training related to the use of
nan-physical intervention skills for managing
volalile patients, avoidance and escape
technigues, and lypes of physical restrainis and
safe use of them.” - . o

The RN Director of the ED was interviewed on
10/02/15 at 1.08 PM, 'He slated his slaff had nol
received lraining on management of assauitiva
behavior or de-escalalion techniques. He stated
his stalf was "unprepared and "they need il" fo
help them know how-to deal appropriately with
violenl patients. He staled he had asked for such
training bul it had not been implemented yel. He
also stated ihe hospilal had not adopled a
behavior manapement system that slaff could
consistently use when inleracling with aggressive
patients.

action plans.
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| The Regional Director of Acbredrla(von and the

D irector of the Ceriler for Learning &
‘Deve Iopmanl were interviewed together by

- telephone on 10/06/15 at 9.00 AM.: The Director’
-of the Center for Learning & Development stated

the hospttai had plans to provide Iraining lo stalff
on management of psychiatric palients. The

| Regional Direclor of Accredilalion slated they

werg aware that the ED slalf neaded to receive

| training and lhere ware plans lo prowde the

training.

The following example Mustrates an aggressive
response to an out-of-contro] palient in the ED

‘| setting and the need for additional trainrnu of ED

staff

Pahen{ #11 was a 27 year ‘old female who arrived

'| with & police escort lo the ED on 7/09/15 al 1115
‘| AM. -She had threatened suicide and had a

taceral;on o herwnsl ‘She was diagnosed with

‘| severs depression, anxiely, and suicidal ideation.

She was admitted lo the medical floor around

- [ 630 PM on 7/09/15. .

The first Nursing Note, dated 7/09/15 at 11 15
AM, stated Patient #11 was belligerent, refused to

-{ go to her assigned ED room, refused to siton a

streicher, and refused to change lnlo paper
scrubs. -

A Nursing Nole, on 7/09/15 al 11.25 AM, slaled
Patient #11 was being held by securily personnei
and pelice lo assisl with changing into paper
scrubs. The note also slated Patlent #17

-| attempted lo leave the ED. The note slated

police "...and security hands on lo floor, [sic} pt.
lifted head off floor and then slammed it down,
Jeft forshead. No bruising or conlusions noled.”
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A Nursing Note, daled 7/09/15 al 11.30 AM,
stated Patlent #11 was placed in hard lower
extremity restraints and soll upper extremity
resiralnts

A Nurs!ng Note, daled 7/08/15 at 11.35 AM,
siated Patient #11 was given an intramuscular
injection of Zyprexa, an antipsycholic medication
with sedalive effects.

A Nursing Nots, daled 7/09/15 at 11.40 AM stated
Patien! #11 was in leather restrain!s and the
physician was sutunng her.

A Nursing Nole dated 7/09!15 al 11.50 AM,
staled, while selling up to sulure Palient #11's
arm, she grabbed the nurse's..."hand, yanked
and squeezad it. | tock her {lefi] 51h and 6th
fingers [sic) and benl them back really hard. | {old
her that it was a felony lo commil baltery on a
nurse and lhal she would not win. (TFPD and our

| security x2) were also in the room, She relaxed

and | released her lingers. P! has been complianl
over since because she does not want lo go to
jail and or the Zyprexa is working.”

An incident repo, received 7/09/15, contalned an
accoun! of the event by a security officer on the
scene. The account slaled Palient #11 *...was
comptiant until she changed her mind and
becama angry and refused o foliow the siaff's
instructions, The [RN] asked her (o change into
the paper scrubs bul she refused. She tried to go
oul the east badge swipe double doors which
were locked. She threw the scrubs on the floor
and was verbally abusive towards stafl, [RN C}
pave her a choice lo change inlo the paper
scrubs on her own or she would be helped into

action plans.
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[ them. {Patient #11] continved 1o refuse and be

'} delant. [The police officer} lold [Patiant #11] thal .
“| he was going lo handcuff her. -He look hold of .. -
*| her teft arm and ! took hold of her right arm. She

was lold ihat now her ciothes would be cul off
her. -She began to scream that she did not wanl
her clothes cut off. She {ried to pull away from
me and the officer. . [Ancther security officer) luok
hoid of her head with both hands because she -

{ried to bite me and lhe officer, We took her lo

the pround to conlrol her, [The other secunly
officer and the police officet] handcuffied her hand
behind back while | conirolled her legs. - After she
was handcufied [the police officer] and ! helped
{Palient #11] {o her feel then lo bed. ‘Palient #11
continued to be verbally and physically
aggressive lowards stafl. She was cursing al us :
and being demanding. A surglcal maskwas put
on her face so she couid not spit at staff, Her
fegs were put into leather restraints because she -
tried lo kick staff, ‘Her hands were uncuffed and
recuffed to the bed. She continued lo be -
aggressrve and iried to prab our hands dunng the :
transition. She continued to be verbally and
physically aggressive unlil [RN.C} toid her that

+ | she had two choices. She could go to [the

hospilal's psychialric unil} or go lo jail, - lPallent _
#11] calmed down and apologized for her
behavior. [Palient #11] had calmed down enough
s0 her right arm was put into a leather restraint

-1 and atlached to the top of her bed. Her fefl arfm

was put in a sofl restraint and was put down by
her side so'the doctor could slilch up the cui.
She was given a shot of medlca!ion whu::h made

her slsep

The mcidenl re.porl indluded documentation it was
reviewed by the Securily Team Lead on 7/20/15,
and the Direclor of the ED on 8/26/15,1 month
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A1 Continued From page 57 _ : A1sd :’I:ttegie ?aer?sattached corrective
' | and 16 days after the event. Under "Disposilion,” ' P
bath persons documented "Review Complete.”
The Incident report did not include documentation
of what steps were taken to mvestlgate ihe

: evenls : N .

: RN C, the RN who prowded care far Patlent #11 .

-] in‘'the ED, was inlerviewed on 10/02/15 beginning . -
af 11.35 PM. RN C slated il was hospital policy to
. “| make mental health palients change inlo paper .

‘| scrub garmenils. She stated the policy required
-1 she meke Patient #11 change inlo scrubs
immediately and she, could not allow the patient
to wail uniil she calmed down. RN C slated if
menial health patienis refused lo wear scrubs
their ciolhes wouild be cut off and scrubs would
be placed

RN C slated Pallenl #11 was handcufied. RN C
‘staled while she was preparing Patient #11 for
suturing, the palient grabbed her hands and tried
lo yank and squeeze them. RN Cslaledshe
grabbed Patient #11’s fingers and bent the jast 3
fingers back so lhe palient would letgo. RNC. .
stated she told Palient #11 thal grabbing the RN
was a federa) offense and the palient could go to
jail.. RN C stated she told Patient # 11 that she
had 2 choices, to cooperate and be aliowed to go
o the hosprlal's psychlalric unil orio go go jait,

RN c slaled she had not recewad training in how
io escape if a patient grabbed her of assaulled
her. RN C slated she thought such lraining would
be very useful.

The hoshital'failed ta ensure siafl were trained
and demonstraled competency in managing
patients with behavioral sy mploms,

FORM GMS-25687(02-85} Previous Varstona Obsoiste Event ID-ZBIHY : Facitty ID IDSEP1 If continuation sheet Fage 5.8-0[ a0




CMS

10/26/2015 5:27:38 PM PAGE 60/094

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Fax Server

PRINTED: 10/26/2015
FORM APPROVED
OMB NO. 0938-0391

2. Reslraint {raining records were reviewed for
the RN whq cared for Palient #11 in the ED, "

Her education records documented lraining back
to November 2007, . Between then and 10/01/15,
5 inslances of restraint training were .
documenied. These occurred on 2118/14,
1/10/13, 2/08/12, 3/09/11, and 2/22/10,

Each training in the record simply stated
"Reslraints” and |ncluded ihe time spent for each
iraining. .

The record dobumen!ed 18 minutes of restraint
training on 2/16/14. The other sessions of
resiraint trmining each documenled 30 mlnules

spenton the aciwlty

The tr_aining for nursing staff was an online - .
course thal nurses could take on their own. it
included a posi tes!. The training module stated

‘| nirses could either view the training or simply

take the tesi, 'No writlen description of hands on
lralnmg for nurses was documented by the o
hosp}!al o

The Direclor of the Center for Learning &
Developmen! was interviewed on 10/08/15
beginning at 8,00 AM. She confirmed restraint
fraining was done online, She slated nurses
needed a score of 80% lo pass the online test,
She staled during core orientalion, nurses tied a
restraint and demonstraled the use of haid
restraints bul his was not documenied.

The hospilal did not provide hands-on resliraint
{raining for ED nursing slaff.

action plans.
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A286 | 48221(a), (c)(2), (e}(3) PATIENT SAFETY A 2g6|8CHION pians.

: (a) Standard: Program Scupe

{1) The program must include, but not be llmsted
to, an ongoing program that shows measurable
improvement in indicalors for which there is
evidence lhat it wm identiry'and reduce
medical errors..

{2) The hospital musi measure, analyze and

‘track...adverse pallent evenis ..

{c} Program Activities .....

(2) Performance improvement aclivities must
track medical errors and adverse patient evenls,
analyze their causes, and implemeni prevantive
aclions and mechanisms thal include feedback
and learning throughout the hospitai.

{e) Executive Responsibilities, The hospital's
governing body (or organized group or individual
whao assumes full legal authority and responsibility
for operalions of the hospilal), medical staff, and
administrative officials are responsible and
accountable for ensuring the following, ...

{3) Thal clear expeciations for safely are
eslablished.

This STANDARD is not me! as evidenced by
Based on staff inlerview and review of incident
reporis, it was determined ihe hospital failed to
ensure lhe causes of 11 of 21 adverse patient
evenls involving medications (Patients #17.27)
were analyzed and/or preventative actions were
implemented. This interfered with the hospital's
ability to idenlify problems and make

improvements in the medicalion dellvery sysiem.
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Findings include_‘_-

Incident reports did nol include an analysis of
adverse patient events related to medications
and/or a descriplion of actions taken fo cofrec!
processes thal led fo the adversa evenls,
Examples mcluda :

ja.- An incident repod that stated "Dale Received,

9/03/15," slated Palient #17 was mistakenly
administered Golylely, a bowel pteparation drink,
on 9/02/15. The repod staled the Golylely was
included an the EMAR, the lis! of medications
assembled bypharm’acy staff {o direcl nurses in
medication administration. The report stated the
medication had nol been ordered for Palient #17
but had actually been ordered for a different
patienl. The repor slated someone spoke to the
parties invoived, No other.action was
documented. -

The Senior Pharmacy Manager and the
investigating Pharmacist reviewed the incident
report for Patlent #17 on 10/01/15 beginning al
1.00 PM. They confirmed the documentation and
siated no other action was taken.

b. Anincident report that slaled "Date Received
8/03/15," stated |V Levofloxacin, an antibiolic,
conlained a handwrilten labsi by pharrnacy and
was sent {0 the floor for administration to Patient
#18. The repori stated the medicalion was
assipnad lo Palient #18 by mistake. il stated the
wrong medication was the resuit of a
miscommunicalion belween the 1Y room and the
main pharmacy. - It stated the stalf involved were
notified. The repor staled lhe event was {ollowed
up with a department meeling but no specific
aclion was documented.
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~| The Senior Pharmacy Manager and the

- 71 Investigaling Pharmacist reviewed the incident
sreport for Patient #18 on 10/01/15 beginning at
1.00 PM. They staled the pharmacy made the
error. -They confirmed no specmc aclionwas -
decumanled o prevent future occurrences

o c An incident report lhat staled “Dale Rece:ved
7/02/15," stated anincorrect dose of -
Prednisolone, a steroid, was sent to the NICU for
administration {o Patient #19. The report stated
the error was caught before it was adminislered.
The report slaled the error occurred 2 days in a
row. . The repoit staled the incident was followed
up with a depariment meeling and a review was
in process. Nb speclffc 1nvest|ga!|on or actions
were documented .

_The Senior Pharmacv Manager and the.
Investigating Pharmacisl reviewed ihe incident
tepor! for Patient #19 on 10/01/15 bepginning at
1.00 PM. They confirmed actions to correct the
errors were not documented. Thay slaled the

.| pPharmacy changed the way labels were wrillen

and a separale check was added to lhe process.
However, they slaled lhese achons ware no!
documentsd. :

d.” Anincident repori that staled "Date Received.
5/21/15," stated on 5/19/15, Patient #20 received
Vancomycin, an antibiotic. The report slaled the
medicalion was administered 3 times belween
9,47 AM and 5.36 PM. The repori slated the
medicalion shouid have been given every 8
hours, The repotl slaled the error was made by
the pharmacist. The report stated the aclion
taken was “Followed up with individual in {sic)."
Ne olher action was documented.
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The Vancomycin package insen, daled
December 2010, slated large doses of
Vancomycin could cause kidney failure and
hearing loss,

The Senior Pharmacy Manager and the
Investigating Pharmacis! reviewed the incident
report for Patient #20 on 10/01/15 beginning at
1 00 PM. The Investipating Pharmacist stated
the pharmacist who made the erfor was
counseled. He confirmed no other action was
documented.

e. Anincident report that stated "Date Recelved.
6/21/15," slated on 6/21/15, Palient #21, a
newborn baby, received Morphine which was
labeled as the wrong dose, The report stated it
was laler determined the baby received the
correct dose of the medication bul the labelwas
incorrest. The report stated the staff involved
was reeducaled. The reporl also stated the error
ted 10 a rool cause analysis. The results of the
roct cause analysis were nol documented,

The Senior Pharmacy Manager and the
investigating Pharmacis! reviewed the incident
report for Patient #21 on 10/01/15 beginning at
1.00 PM, The Senior Pharmacy Manager siatad
he was nol aware of a root cause analysis for this
error.

The Manager for Quallly and Patisnt Safety was
interviewed on 10/05/15 beginning at 1 PM. She
staled a root cause analysis was not documented
related {o the medication error, She staled she
did not know why {he incident stated a root cause

analysis had been requested.
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1.. An incident reporl that staled "Dale Recelved
6/18/15 " stated on 6/18/15, the pharmacy sent
Patient #22 an incorrect dose of Insulin. The
report staled the RN called a pharmacist and
queslioned the dose, The report stated the
pharmacist double checked the order and said it
was the correct dose, The report slated the
nurse conlinued to question the pharmacist and it
was aventually detefmined the insulin order was
for a different patienl. The report stated lhe
Sanior Pharmacy Manager discussed the event
with the pharmacist and the Pharmacy
Technician. No other lnvesl:gailon or actions
were documented, :

The Senior Pharmacy Manaper was Interviewed
on 10/06/15 beginning at 2.05 PM, He confirmed
no other inveslipalion or aclions were
documented related to the medicalion error.

@. An incident reporl that slated "Date Recelved.
B/3115," stated on B/31/15, Pallent #23 was
given 1V Nitroglycerine, a drug to treal chest pain,
instead of the ardered IV Nilroprusside; a
medicalion to fower blood pressure. The reporl
staled ihe error was caused by a iraveling nurse
on her first night after orientation. The repod
staled the nurse was lold Nilroprusside was not
kepl on the aulomated medication dispensing
cabinel. Further investigation and aclions laken
were not douumented

The Senior Pharmacy Manager was inlerviewed
on 10/06/15 begfnnmg at 205 PM. He confirmed
no other investigation or aclions ware .
documenied related to the madicalnn e[rof for
Patient #23.

h. Anincident repor lha! staled "Date Received.
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: 6/02/15, stated on 6/01/15, Patient #24 was given action pians.

Abilify, 8 medication to lreat psychosis instead of

Aricepl, a medication lo treat damentia, which

| was ordered. The report slated Patient #24
deveioped a rash but did nof altribute the rash to

| the medication error, The report stated the nurse

was coached. The report siated the pharmacis!

and technician were notified of the error. No

olher investigation or action were documented.

“1 The Senior Pharmacy Manager was inferviewed
on 10/06/15 beginning at 2.05 PM, He slated the
pharmacist and pharmacy lechnician both made
erors, He confirmed no olher invesligation or
aclions were documented refated to the -
medication error for Patient #24

i An |nclden! report tha! stated "Dale Received,
6/04/15" staled on 6/03/15, Patient #25 was
piven Cefazolin, an anlibialic instead of the
ordered Rocephin, -another antibintic. The repor
did not document an investigation or action laken
in response lo ihe incldent

Tha Sen:or Pharmacy Manager was interviewed
on 10/06/15 beginning al 205 PM. He slaled the
pharmacist and the technician both contribuled lo
| the error. He confirmed no olher investigation or
aclions were documented relaled to the
medicatlion error lor Patient #25,

L

j. An incident repori tha! slaled "Datle Recelved,
8/21/15," stated on B/19/15, Palient #26 was
given a 12 mcg Fenlany! pain palch instead of the
ordered 125 mcp Fenlanyi paich. The report did
not decument that an investigalion or action was
taken in response lo the inciden|. '

'l The Senior Pharmacy Manager was inlerviewed

Please see attached correctlve
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A 286 Conlinued From page 65

on 10/06/15 beginning at 2 05 PM. He stated the
error was both a nursing and a pharmacy eror.
He confirmed no other inveshga!lon or actions
were docume nted ’

k. An :nmdent feport that stated "Dale Received
3/03/15," stated on 3/03/5, the pharmacy sent
Ceflazidime to the nursing unit for IV. :

.| administration to Patient #27. The report staled
the medication Ceflriaxone was the medication
that was ondered. Both medications were
anlibiolics bul were different medications, The
report stated the nurse caught the error and
Patient 427 did rot receive the wrong medication.
The reporl did not document an investigation or
action was taken in response to the incident.

The Senior Pharmacy Manager was inlerviewed
on 10/06/15 beginning al 2.05 PM. He confirmed
there was no documenialion of an invesligation or
acllons taken following Pat:ent w27 s medlcatlon
arror

*| The hospital failed 1o invastigate adverse patient
events regarding medications and failed o lake
_corrective action, - :
A 385 | 48223 NURSING SERVICES

The hospital must have an organized nursing
service that provides 24-hour nursing services.
The nursing services must be furnished or
supervised by a regislered nurse.

This CONDNTION s not met as evidenced by
Based on staff interview and review of policies
and clinical records, it was determined the
hospital failed to ensure RN's were appropriately

assigned, trained, and evaluated to provide care

A286| ‘
~laction plans.

A 385
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Conlinued From page 66 .
for patients to ensure safe delivery of nursing
care. Nursing related medicalion adminisiration
errors were not fully invesligated and analyzed
and a patienl death resulted from a medication
adminilsration error, Findings include. -

1.. Refer to A-0194 as i relates o a failure of the
hospital lo ensure approprialely trainedED -~
nursinp siafl as it related lo appropriate
managemeni of palients dempnstraling -
out-of-control and/or aggressive behavior,

2.. Refer lo A-0398 as it relates o the failure of

| 1he facility to ensure confracied nursing staff were

qua_li_fied, oriented, and superyised,

3. Refer o A-0405 as it relales to the lailure of
the facilily to ensure safe administration of
medicalions, ' - -

These syslemic failures significantly impede the
abilily of the hospilal to provide sale nursing
services by tompeten{ nursing staf, :
482,23(b)(6) SUPERVISION OF CONTRACT

| STAFF

Non-employee licensed nurses who are working
in the Hospital must adhere to the poiicies and
procedures of the hospital. The direclor of
nuising service must provide for Lhe adequale
supervision and evaluation of the clinical aclivilies
of non-employes nursing personnel which occur
within the responsibitity of the nursing services.

This STANDARD Is not mel as evidenced by,
Based on slaff interviews, review of personnel
records and {raining lranscripls and stafiing lisls

ol RNs in the ED, the hospltal falled to ensure

Please see attached corrective

A385|
] action plans..

A398
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4F lndlngs InClude )

s ufficient supervision and evaluation of the
clinical activities of non-employee nursing
personnel. : Two of 2 patients cared for by travel
nurses in lhe ED (#7 and #23), whose records
weare reviawed, experienced medication efrors.
This resulted in lhe death of one palien! and had
the polential 1o Impact al pahents in the hospn!ai

1. Patla‘nt #7 was a 7 month old male who was
brought 1o the ED on 9/22/15, for treatment of
SVT, (supraventricular tachycardia, an irregular
end rapid hearibsat). As a result of a medication
adminisiralion error, Patient #7 dned on 9/23115 al
4.12 AM, o

Palient #7's medical record was reviewed wilh
hospital siaff on 9/30/15 al 11.17 AM They
siated the RN who provided primary care for
Pallent #7 al the time of his code in the ED, was
a travel nurse on asmgnment from a conlracted

agency.

The HR Manager and the Senior Dlrector of HR
were interviewed togeiher on-10/02/15 at 10 45
AM. They stated the hospilal did not validate
credentials, license(s) or competencies of
non-employee ¢linical staff. They stated the -
avidence of credenlials, license(s) and
compelencies were provided by a contracled
apency lhat assigned the non-employee clinical
staff and were assumed to be accurate and
complete. They stated HR performed o
prefiminary review of qualifications of a .
prospeclive clinician and the information was sent
{o the unit manager for furlher review and .
in!arv'rew.

The HR Manager, HR specualisl ED Educator,

1action plans
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Supervisor, Director of Center for Learning & ) P '
Development and an Educator were interviewed
{ogether on 10/01/15 beginning al 3.00 PM. They
stated the hospilal's practice for the orientation,
evaluation and supervision of non-employee
ctinical staff inciuded a general oriemation that
consisled of on-line modules through the haspital
LMS {Learning Management System) and an
orientation by an educator to the unit assigned.
They stated that, following the unit s pecific
orientation, the employee was assigned an RN
preceptor lo observe patient care and check-oif
{asks documented in a preceptar nolebook.

During the interview, they stated 13 RNs in the
.| ED were designated as preceplors, however, they
had not received training for the preceptor role.

During the interview, the personnel record of RN
H. atravel nusse, was reviewed with the HR
Manager and Senior Manager. They confirmed
RN H had slarled with the hospital on 8/27/15.
The LMS transcript was reviewed and they
conlirmed that no on-line modules were recorded
in the hospilal LMS as completed by {the RN since
‘[ His hire dale, ‘

| During the same inlerview, {he slaff were unable
{o provide documentation of preceplor aclivities
for RN H, which would have included a list of
skills'and tasks that preceplors would cbserved
him perform and atlest to his ability to perform
independently, They slated they did nol know the
whereabouts of that bock and were unable (o
stale what skills had or had not been checked-off
that allested lo RN H's abilily to provide patient
care, They confirmed RN H had worked 13 shifls
and had accepted palient assignmenls of 4 or
mere patients al a time for the shifls worked.
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They confirmed the hospital did rot have an

‘| adequate process lo ensure orientation,

supervision, and evaluation of non-employée
cllnu:lans cllnicalaclwmes n

RN H and the con!racled agency siat! were
unavaﬂab!c lor mlarvuaw duiing the survey.

2. An |nc:denl report that stated "Date Received.
8/31/15." stated on 8/31/15, Paliert #23 was
given IV Nilroglycerine, a drug fo ireal ches! pain,
instead of the. ordered IV Nitroprusside, a
medication to lower bleod pressure, ‘The report
staled the error was caused by a iraveling nurse
on her first night aiter orientation. . The repor
slated the nurse was fold Nitroprusside was not
kept on the automaled medication dispensing
cabinel. Further investigation and actions taken
were noi documanled ’

RN, 1denlmad by the hospital as the preceplor

for {he ED, was interviewsd by telephone on

110/05/15 at 12,05 PM. He stalad he was one of

several RNs who participated in precepling the
Iravel RN H. "The RN proceptor slated he had
preceplor respons:bsl:ty for the fravel RN H for
approximately 6 hours because their shifts
happened to overlap. 'He stated he had not -
received any hand-off or communication from
other individuals who precepted RN H, thus he
was unaware of any specific tasks to perform.
He siatad the process he followed as he
precepled included his inilials on items he
observed in 2 checkiist format conlained in a
book in the possession of the employee beinp
precepled He could not remember any spacilic
lasks he was responsnble for or that he perfarmed
during the & hour period. .

| -action plans.
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e S action plans.

Additionally, RN |, the RN Preceptor stated he
had rot received training for the role of preceptor
and was scheduled for a class in November. He
.| slated he had precepled RNs inthe ED for4 or 5

'{ shifts and that in each instance he precepled, he
did not seceive a hand-off or communication from
previous preceptors. He staled he foliowed the
same process of initialing any observed activities
on the employes’s check list that had no!
previously been checkad

The hospuel falied o ensure adequate
arieniation, supervision and evaluation of
1 nen-employee clinical activities,

. A 405 | 482.23(c)(1), (c)('l)(l] & (c)(2) ADMINISTRATION A 405
: OF DRUGS - .

(1) Drugs and biologicals must be prepared and
administered in accordance with Federal and
State laws, lhe orders of the practilioner or
praclitioners responsible lor the palient's care as
specified under §482.12(c), and accepled
standards of praclice, =

{i) Drugs and biologicals may be prepared and
administered on the orders of other praclitioners
not specified under §482,12{c) only if such
pracliioners are acting in accordance with Stale
faw, including scope of practice laws, hospital
policies, and medical staff bylaws, rules, and
regulalions.

{2} All drups and biologicals must be
administered by, or under supervision of, nursing
or olher personnel in accordance with Federa!
and Slaie laws and regulalions, including
appiicable licensing requirements, and in

FORM CM5-2587(0)2-98) Previous Vereions Obaolste Event 1D ZB2H14 . Fadiily 10 $DJEP1 Il continuation sheet Page 71 of SO




CMS 10/26/2015 '5:27:38 PM PAGE  '73/094 Fax berver

PRINTED: 10/26/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0928-0351
STATEMENT of DEFICIENCIES (X1) PROVIDER/SUPPUER/CLIA (X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER A BUILDING COMPLETED

C
130002 B WING : 10/06/2015
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY. STATE, 2IPCODE
- : 801 POLE LINE ROAD WEST
LUKE'S MAGIC VALLEY RMC '
.ST . TWIN FALLS, ID 3304
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETHON
CLTAG REGULATCRY OR LSC IDEMTIFYING INFORMATION} TAG CROSS . REFERENCED TO THE APPROPRIATE DATE -

' DEFICIENCY) :

o Please see attached corrective
A 405 Continued From page 71 A405|  action plans t
- accordance with fhe epproved medical staff '

policies and pr_ocedures. .

-t This STANDARD is nol met as evidenced by
Basad on slalf interview, record review,
medication error reporls, policy review and
observalion, it was determined the facility failed to
ensure medication orders were propsfly clarified
and administered for 12 of 28 patients (#6, #7,
#14, #18, #17, #18, #20, #21, #23, #24, #25 and
#286) whose records were reviewed. This failed
praclice resulted in errors in dosage, medication
defivery and the dealh of a patient. Findings
inciude.. :

1..In a facilily policy titled "Medications,” revised
2/28/15, the seclion tilled "Ordering,” slaled
medicalion orders were {o be clear, accurate and
legible. The policy slated theé required elements
for ordering medications were fo include dale and
time, patfent name, drug name, dosage. roule, .
frequency, rete (for IV fluids}), and indicalions for
use. The policy staled pediatric orders should be
wrillen on a weight basis. Additionally, the policy
staled "Unclear/incomplete medication orders will
be clarified with the prescriber prior fo
administration.” However, the facilily failed to
implement the policy as follows: '

a, Patien! #7 was a 7 month old male who was'
brought to the ED on 9/22/15, for treatmenl of
SVT, {supraventricular lachycardia, an irregular
and rapid heartbeat).

The infant was brought direclly backio a

1 ireatment room in the ED and assessed by a
physician and an RN. His hear! rate was
documented as 280 beals per minute. According
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infant from1 monih to 11 menths of age, the
normat hearl: rale range is 80-160 beals per
“minute. The ‘RN documented in his assessment
thal the mfant had a fever earlier In {he evening,
and the molhar notrced his raprd heart rale

i. The physrcran ordered a medlcalion for
treatment of Patient #7's SVT. However, the
order was, unclear and rncompiele

Tha orderwas wrrlten as "Adenosrne Intravenous
0.1 mg/kg IV maximum of 4 mg(s)." The amounl .
of the medicalion lo be admrmsterad was nol
included in'the order, reavrng lhe RNto caiculate
the aciual dosa -

The physrcrans order included the maximum
amount of 4 mg, which lacked clarily as to
whether the dose was {o be adminisiered one
time only or repeatad up to a maximum of 4 mg. .
The initial assessment of the infant by the RN
documanied the infant's weight as 8.9 kg.

The order did ot include the dose calculation,
The RN did nol clarify the order with the
prescribing physician. to ensure approprlale
dosage calculal]on :

A compleie_medicatroh order for the pedialric
palient would have included the dosage amount
of 0.1 mg Adenosine per kg of the infant (8.9 kg)
for a tofal of 0.89 mg of Adenosine lo be given.
According to Nursing 2015 Drug Handbook,
"Adenosine Is supplied in vials of 3 mg/ml."
Additional calculation would be reguired to
delerming the volume of the medication. The
actual volume of medicalion to be delivered
would be 0.29 mi which would equal .89 mg of
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Adenosme

Addlt:onalhf the order did not indicate if it was a
one lime administration order or if the medication
could be repealed for persistent SVT. The RN~
did not oblain clarlﬂcahnn of the frequency of

ad n'nn:s!ralion

| i The physmmnordered v ﬁuads for {he infant.

However, his arder for the normal saline was
unclear and incomplete.

The arder was writlen as "Normal Salfine 1V 20
mi/kg. implement IV protocol as needed.” The
order facked clarity as {o the rate of infusion, or if

'| it was 1o be a one time bofus {a large volume of

ﬂuud gwen mfravenousw and rap:dly at one time).

The RN did nol ensure the order was compiele

and clarilled before adrnlnlstralton of 1V fluids,
Addltionaiiy. the RN did not. :mplement IV protocol
as the physician ordered, - Patient #7's record did
nel inglude the prolocol sheel,

The RN C, who provided care for Palient #7 was
unavaitable for interview. However, the RN who
was the charge nurse during the shift when -
Patient #7 was in the ED was available for
interview on 10/01/15 a1 2.50 PM. The Charge
Nurse reviewed Patient #7's record and
confirmed the orders for the Adenosine and
normal saline were incomplete. He confirmed the
iV protocol was not implemented. He staled he
would |ntarpret the ordef for the normal saline as
a one lime bolus and infuse it over an hour,
unless the physician specified the rate of infusion.

The physician did not include all the elements of
writing medicalion orders as defined in the

action plans
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hospilal policy. The medicalion orders were -
incomplete and lacked clarity. The RN

. - | edministered medications wilhout clanﬁcallnn o!
‘i the orders. -

1b. FElienl #6 was a 55 year old female admitted

to-the ED o 9/22/15, for care related o profound
weakness, Additional diagnoses Included anemia’
and electrolyle Imbalance

i. The physician wrole an order for supplemental

‘electrolytes to be administered inlravenously,

however the order was unclear and incomplele.

The order was writlen as "Potassium Phosphale

| Intravenous, give 40 mEq,” Additionally, the

order specified "Run over 4 hours please.” The
RN did not clarily the order o include the
valume/concentration of the medication in the iV

-'!IuId of lhe route or delrvery

The RN who prov:dad care ror F’atueni #6 did not

further clarily the order wli_h {he physician.

2. The Medicalions policy seclion litled
“Administration,” stated whan administering
médicalions, the foi[ow;ng nghts of medication
were o be foliowed

1. nght pal:enl
2. Right medication

3. Right dose

4. Right time -
5. Right raute
6. Right Documentalion.

Howaver, the facility failed lo ensure the poficy
was fully implemented as follows

't action plans.

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
ICARE & MEDICAID SERVICES . OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERAUPPUERI/CLIA {X2) MULT:PLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION |DENT!FICATEON NUMBER A BUILDING COMPLETED
c
130002 B. WING 10/06/2015
NAME OF PROVIDER OR SUPPLIER STH_EET ADDRESS, CiTY, STATE, 2IPCODE
ST LUKE'S MAGIC VALLEY RMC 801 POLE LINE ROAD WEST
s ! . TWIN FALLS, 1D 83304
X410 SUMMARY STATE MENT OF DEFICIEMCIES iD " PROVIDER'S PLAN OF CORRECTION s}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
. TAG REGULATORY OR LSC IDENTIFYING INFORMATIOM) . TAG CROSS-REFERENCED TO THE AFFROPRIATE DATE
_ M _ - _ DEFICIENCY)
1 : TPlease see attached corrective
- A40S Continued me page 74 A 405]

FORM CM5-2587(02-99) Previous Veiaions Obsolela

Event iD ZB2K11

Fatilily 1D IDJEF1

.If continualion sheet Pags 75 of 90




CMS : 10/26/2015 5:27:38 PM PAGE 77/094 Fax Server

PRINTED: 10/26/2015

' DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03g1_
STATEMENMT OF DEFICIENCIEB ’ {X1 PROVICER/SUPPLIER/CLIA {X2) MULTIPLE COMSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORHECT]_ON : IDENTIFICATIDN NUMBER- : A BUILDING COMPLETED
: c
130002 B WiNG . 10/06/2015
STREET ADDRE S5, CITY, STATE, ZIF CODE

NAME OF PROVIDER OR SUPPLIER
801 POLE LINE ROAD WEST

ST LUKE'S MAGIC VALLEY RMC ' - .
= i TWIN FALLS, 1D 83301
(xXay D - SUMMARY STATEMENT OF DEFICIENCIES 10 . FHOWDER‘S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX : . {EACH CORRECTIVE ACTION SHOLILD BE COMPLETION
REGLULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPRCPRIATE OATE
REGUL oR PeER DEFICIENCY] -

TAG

| A 405 | Continued 'F,c,m page 75 S A 405 Please see attached corrective
a. Palient #7 was a 7 month old male who was action pla_ns.
brought 1o the ED on 9/22/15, for treatment of : )

SVT, (supraventricular 1achyc:ardia an 1rregular

and rapad heanbeal)

The physu:!an wrole an Erder which read "Normal
Saline IV 20 m!!kg lmplernen! v proloc:ol as
: needed w

11, Palient #7's llowsheet included dacumentation

-| of medication administration. "QOrdered
medication was piven via an iniravenous route, at
the primary site peripheral calhster at this {ime.
Patency of sile is delermined and the ordered
medication is hung. |V fluid slarl time is recorded
of fluid(s} connecled lo macro tubing and infusing
per Alaris purp at 300 mi/hr." The entry was
recorded by the RN, and was daled 9/22/15 at
12:05 AM e

Patlem #7's record included documentation at .
12,16 AM, he became unresponsive, his heart
rale stopped, and resuscitalion efforls were
inillated, Al 1229 AM, the infant remained
unfesponsive, and il was discovered the bag of IV
norma)l saline was labeled for a different patient, it
contained polassium phospha!e and was mixed
in a concentration intended for administration
through a centrai line, -

Pahent #7's record indicated the 1V fluid was
slopped al thal lime, and the resuscitative efforts
changed diraction lo reverse the effecls of the
concentraled potassium phosphate infusion.
Resuscitalive efforts were unsuccessful, and at
4,12 AM CPR was slopped, and the infant was
pronounced dead.

ii. The RN did not follow the "6 Rights" as the
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verified, - :

policy directed..

- The bag of normai saline included a patient
jabe] placed by the pharmacy thal noled
polassium phosphate was added, ina
concentrated form, and was for anolher patient,

‘not Patient #7.

The Right Patient and the Right Medication were
not verified..

- The bag of normal saline included a label tha!
slaled the medicalion required infusion into a
central line, not peripheral. Patient #7 did not
have a central line.

The Right Dose and

Ripht Route were not

. The RN did not include in his documentation the
name of the medication he administered o
Patient #7 at 12 05 AM. § '

1 The nghl Dpc;umén_la_lior_\ was no! completed.

The RN who provided care for Palient #7 was
unavailable to Interview. During the entrance
conference on 9/30/15 beginning at 11.17 AM, the
incident related to the medication infusion {o the
infant was discussed. The Manager of Quality
and Palient Safely {MQPS), an RN, discussed
the events, and preliminary results of ihe facifity's
investigation, The MQPS slated an IV solution
was ordered for another patient in the ED. The IV
solution was in a small volume of normal saline,
and conlained pofassium phosphate. According
to ihe MQPS, an RN saw the IV solulion hal was
sent by pharmacy, and connected the IV bag lo
the tubing in preparation for adminisiration. She

action plans.
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then hung the 1V bag and tubing on an IV pole
with a pump, and set il aside for the patienl’s

| nurse, 'According to lhe MQPS, the RN that was

taking care of Palient #7 saw the smail volume IV
bag of normal saline, and though! it was intended
for Patient #7. ‘She slated the RN look the IV
fluid into Patient #T s room and started the - '
infusian. :

During an interview on 10/01/15 at 2 50 PM, the
Charge Nurse reviewed Patienl #7's record and
confirmed the "Rights of Medication
Administration,” were not foilowed before the
normal salina infusjon was initiated.

Thé RN did nof foilow the correct procedura for

: admln!slerlng medications whnch resulled in

Pallen! #75 dealh

b. Palient #14 was a 3 year old female who was
admiltad to the Same Day Surgery depariment on
121914, ior removal of her fonsils, adenoids and
ptacement of dralnage lubes in her ears.,

Her reco_rd :ncluded a pre-prlnied order sheet
titled "Posl Anesthesia Recovery Qrders,”
completed and signed by the CRNA. The orders
were dated 12/19/14, at 10,00 AM, and inciuded
orders for Morphine 6.5 mp, IV every 10 minutes
as needed for pann S

The Post Anesthesia Care Nursing Record
included documentation the RN administered 4
mg Morphine o Patient #14 at 10 10 AM. The
patien! did not receive the ordered dose of 6.5 mg
of Morphine.

Pallent #14's record did nol include
documentation of the reason the RN

action plans.
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administered a differen! dose {rom that which was P ’
ordered,

The RN that provided care for Patient #14 was
unavailable for interview. The Director of
Peri-Anesthesia, an RN, was interviewed on

10/62M15 at 2.0C PM. She reviewed Patient #14's B
record, and confirmed the dose of Morphine thet
was adminislered was not the dose ordered. The
Direclor of Peri-Anesthesia stated "The nurse can
give less if she thinks the patient could lolerale a
lowsr dose for pain meds.” However, she was
unable lo find a policy or standing orders {o
support the slalement.

The Rights of Medication Administration were not
{ollowed. :

c. Patien! #16 was a 3 year old female who was
admitled {o the Same Day Surgery depariment on
12/19/14, lor removal of her lonsils, adenoids and
placement of drainage tubes in her ears.
Addilionally, Palient #16 had a foreipn body
removed from her lefl ear. :

Her record included a pre-printed order sheetl
litted "Post Anesthesia Recovery Orders,”
complated and signed by the CRNA. The orders
were dated 12/19/14, at 9.07 AM. The orders
included for mild pain, Morphine 0.7 mg, i1V every
10 minutes as needed for pain. -

The Post Anesthesia Care Nursing Record
inciuded documentation the RN adminisiered 0.5
mg Morphine lo Patient #16 at 9.31 AM and at
9.41 AM, The palient did nol receive the ordered
dose of 0.7 mg of Morphine.

Patient #16's record did no! inciude
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documentation of the reason the RN
adminisiered a different dose from that which was
ordered, : :

The RN that provided care for Patient #16 was
unavailable {or interview. The Director of
Peri-Anesthesla, an RN, was inferviewed on
10/02115 at 245 PM. She reviewed Patienl #16's
record and confirmed the dose of Morphine that
was administered was nol the dose ordered. The
Director of Peri-Anesthesia stated *The nurse can
give less if she thinks the patient could tolerate a
tower dose for pain meds." However, she was
unable to find a policy or standing orders fo
support the statement.

The Rights of Medication Administration were not
followed. -

d. An incident repor that siated "Date Received.
9/03/15," staled Patient #17 was mistakenly
administered Golylely, a bowe! preparation drink,
on 9/02{15. The repor stafed the Golytely was
included pn the EMAR, the list of medications
assembled by pharmacy staff {o direc! nurses in
medication adminisiration. The report stated the
medication had not been ordered for Palient #17
but had aclually been ordered for a different
patienl. The nursing staff failed to verify the
physician orders and the EMAR for accuracy,
which resulted in the medication adminisiration
error,

The Senior Pharmacy Manager and the
Investigating Pharmacisi reviewed the incidenl
report for Patient #17 on 10/01/15 beginning at
1.00 PM. They confirmed the documentation and
slated the error was both a nursing and a
pharmacy error.

action plans.
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Continued From page 80

The nurse that administered the Golytely failed to

"} follow the Rights of Medicalion Administralion.

-| e. Anincident repor {hat stated "Date Received

8/03/15," stated 1V Levofloxacin, an antibiotic,
contained a handwrilten labe! by pharmacy and
was senl {o the floor for administration to Patient
#18. The report staied the medication was
assigned to Patient #18 by mistake. It stated the
wrong medication was the result of a
miscommunication between the IV room and the
main pharmacy. It slated the staff involved were
notified. The repor staled the event was followed
up with a department meeting but no specific
action was documented. The nursing staff failed
to verify the physiclan orders and the EMAR for
accuracy, which resulted in lhe medication
administration error,

The Senior Pharmacy Manager and ihe
investigating Pharmacis{ reviewed the incident

. report for Pafient #18 on 10/01/15 beginning at
11.00 PM. He stated the erorwas buth a nursing

and a pharmacy error

The nurse thal administered the Levdﬂnxacin
failed to follow the Rights of Medlcahon
Admimslrauon

f. An incident report 1hal slaled "Date Received.
5/21/15," stated on 5/19/15, Patient #20 received
Vancomycin, an antibiotic. The report stated the
medication was adminisierad 3 times belween
9.47 AM and 5.36 PM. The repont stated the
madicalion should have baen given every 8
hours. The report stated the error was made by
the pharmacist. The repor staled the action
taken was "Followed up with individual in {sic).”
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No other action was documenied. The nursing
staff failed lo verify the physician orders and the
EMAR far accuracy, which resulted in the
medlcation admsnlstratlon error.

The Vancomycrn package insen, dated o
December 2010, staled largs doses of

Va ncomycin could cause kldney failure and
: heanng Ioss )

The Semor Pharmacy Manaler and the
invesligaling Pharmacis{ reviewed the incident
reporl for Patient #20 on 10/01/15 beginning at
1,00 PM. He staled the error was both a nursing
and a pharmacy efrof, He confirmed no other’
aclion was documented. S

The nurse that admfnislared lhé three doses of
Vancomycin failed lo follow lhe nghls of :
Medscalaon Admimslratson )

g. An incldant report that stated "Date Received. .
6/2115," slaled on /21115, Falient #21, a
newborn baby, received Morphine which was -
labeled as the wrong dose. The repor stated i
was later delermined the baby received the
correct dose of the medicafion but the label was
incorrect. The report siated the stalf involved
was reeducaled. The reporl also slated the eror
led to a root cause analysis. ‘The resuils of the
rool cause analysis were not documented. The
nursing staff failed lo verily the physician orders
and the EMAR for accuracy, which resulled in the
medicalion administration error.

The Senior Pharmacy Manager and the
Invesligaling Pharmacist rev:ewed the incident
reporl for Palient #21 on 10/01/15 beginning al
1.00 PM. He slaled the error was both a nursing

action plans.
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and a pharmacy efror.

- The nurse that administered the Motphine failed

to foliow the Rights of Medication Administration.

h. An Incident repert that staled "Date Received.
8/31115," slated on 8/31/15, Patient #23 was
given IV Nitroglycerine, a drug lo treat chest pain,
instead of the ordered |V Nilroprusside, a
medication to jower blood pressure.. The report

slated the error was caused by a traveling nurse

on her first night after orientation. The nursing

| staff failed to verify the physician orders and the

EMAR for accuracy, which resulted in the
medication adminislration error.

The Senior Pharmacy Manager was interviewed
on 10/06/15 beginning at 2.05 PM. He siated the
error was both a nursing and a pharmacy error.
He confirmed no other invesligation or actions
were documenled related {0 the medlcallon erfor
for Patlent #23

The nurse thal administered the IV Nitroglycerine
failed to foilow the Rights of Medicahon
Admlmstratlon

i, Anincident report that siated "Date Received. -
6/02/15, stated on 6/01/15, Palient #24 was given
Abilify, a medication lo treat psychaosis instead of

| Aricept, a medication lo treat dementia, which

was ordered. The report staled Palient #24
developed a rash bul did not attribute the rash to
the medication error. The nursing staff failed lo
verify the physician orders and the EMAR for
accuracy, which resulted in the medication
administration errar,

The Senior Pharmacy Manager was interviewed
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‘on 10/06/15 beginning al 2.05 PM. He stated the

errof was both a nursing and a pharmacy error.

The nutse that administered the Abitify failed to
follow the Rights of Medication Administration.

j. Anincident report that stated "Dale Received
6/04/15," staled on 6/03/15, Fatient #25 was
given Cefazolin, an antibiolic instead of the
orclered Rocephin, anclher anfibiotic. The report
did not document an investigation or action laken
in response to the incident. The nursing slafl
failed o verify the physician orders and the
EMAR for accuracy, which resulted in the

rne dication administration error.

T he Senior Pharmacy Manager was inlerviewed
on 10/06/15 beginning at 2.05 PM. He sialed the
error was both a nursing and a pharmacy error.
He confirmed no other investigation or actions
were documented related {o the medication error
for Patient #25.

The nurse thal administered lhe Cefazolin failed
lo follow the Rights of Medication Administration.

k. Anincident report that stated "Dale Received
8/2115," stated on 8/19/15, Patient #26 was
given a 12 mcg Fentany! pain paich instead of the
ardered 125 mcg Ferlanyl paich. The report did
no! document that an investigation or action was
takenin response lo the incident. The nursing
slaff failed {o verify the physician orders and the
EMAR for accuracy, which resulled in the -
medicalion adminisiration error, - -

The Senior Pharmacy Manager was interviewed
on 10/06/15 beginning at 2.05 PM. He stated the

error was both a nursing and a pharmacy error,

action plans.
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The hospital must have pharmaceutical services
that meet the needs of the patients. The -

[ Instilution must have a pharmacy direcled by a

registered pharmacisi or a drug stcrage area
under competent supervision. The medical staff
is responsible for developing policies and
procedures {hal minimize drug errors. This

| funclion may be delegated to the hospital's

organized phammaceutical service.

This CONDITION . is not mel as evidenced by
'Based on slaff interview, record-review, and
policy review, il was delermined the hospital
failed to ensure pharmaceutical services were
sufficiently developed to assure safe medication

.| delivery for 13 of 21 palienis (H6, #7, and #17-27)
whosa records and adverse patiert evenls

involving medications were reviewed. This
resutted in deficient practices in medication
ordering, order entry, dosage calculation, and
medicalion delivery. These fajlures resulted in
errors in medication orders, crder entry,
preparation, dispensing. and adminisiration of
medicaticns and had the potential to resull in
negalive patlent oulcomes for all patients
receiving services at the faciiity. Findings include,

11. In a facility policy titled "Medicattions.” revised

2/28/15, the section titted "Ordering," slated
medication orders were 1o be clear. accurate and
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He confirmed no other investigalion or acticns
were documented.,
The huréa thél administered the 12 meg Fentanyl
paich failed lo foliow the Rights of Medication
-‘Administration, . ' ' :
482.25 PHARMACEUTICAL SERVICES A 490
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" A 490 | Continued From page 85 A a00| T 18@SE See attached corrective
legible. The policy stated the mquired elements action plans.
for ordering medications were to include dale and
time, patient name, drug name, dosage, roule,
frequency, rale (for IV fluids), and indications for
use. Thae policy slaled pedialric orders should be
wrillen on a weight basis. Additionaily, the policy
stated "Unclear/incomplete medication orders wili
be clarified with the prescriber prior o
administration." However, the pharmacy failed to
implement {he policy as follows.

a. Palient #7 was a 7 month old male who was
brought {o the ED on 9/22/15, for treatment of
SVT, (supraventricular tachycardia, an irregular
and rapid heartbeat).

The infant was brought direclly back to a
treatmen! room in the ED and assessed by a
physician and an RN. His heart rate was
documented as 280 beats per minute. According
to Medline Pius, National Instilutes of Health, an
infant from 1 month 1o 11 months of age, the
normal hearl rate range is 80-160 beats per
minute, The RN documented in his assessment
that the infant had a fever earlier in the evening,
and the mother noticed his rapid hearl rate,

I. The physician ordered a medication for
{reatmant of Patien! #7's SVT. However, the
order was unclear and incomplete,

The order was written as "Adenosine intravenous
0.1 mgikg IV maximum of 4 mg(s)." The amount
of the medication to be administered was nol
included in the order, which required nursing staff
1o calculate the actual dosage to be administered,

The physician’s order included the maximum
amount of 4 mg, which lacked clarity as to
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whether the dose was to be administered one
lime only or repeated up to a maximum of 4 mg.
The initial assessment of the infant by the RN
documeniled the infanl's weight as B.9 kg.

A complele medication order for the pediatric.
patlenl would have included the dosage amount
of 0.1 mg-Adenosine per kg of the infant (B.9 kg}
for & total of 0,89 mg of Adenosine lo be given.
According lo Nursing 2015 Drug Handbook,
"Adenosine is supplled in vials of 3 mg/m).”
Additional calculation wouid be required to
determine thé volume of the medication. The
actual volume of medication to be delivered
would be 0,29 mi which would equal 0.89 mo of
Adenosma

- The order was not sanl io the pharmacy, the
| medication was oblained from an automated

medication dispensing system located in the ED.
The pharmacy did nol provide oversight and
direction to ensure an approptiale and accurate
dose was daspensed for Pahent #7 ; :

. Ii. The physrcaan ordared v ﬂu:ds fortha ;nfanl

However, his order for the normal sahne was
unclear and incomplele,

The order was wntlen as "Normal Saline IV 20 .
mikg. implement |V protocol as needed.” The
order lacked clarily as 1o the rate of infusion, orif.
it was o be a one time bolus {a large volume of
fluid given inlravanously and rapidly at one time).

During an interview on 10/01/15 baginning at 8.20 -
AM. the Senior Manager of Pharmacy Services
sfaled the ED was ane of three unils in'the

hospital that did not have a scanning system for
medication administration. He siated that most of

A4S0]  action plans.

(X4} D " SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION S e
PREFIX {EACH DEFIIENCY MUST BE PRECEDED BY FULL . PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATCRY OR LSC IDENTIFY NG INFORMATION} TAG CROSS-REFERENCED TG THE APPROFRIATE DATE
o : ST o DEFICIENGY) ) :
: I Please see attached correcii
o _ . : ective
“A 490 | Continued From page 86

FORM CMS-2587(02-9%) Previous Verslons Obtolels

Event ID-ZE2H11

Faciitiy 1D 10JEP?

if continuation sheat Page B7 of 80




CMs

10/286/2015 5:27:38 PM PAGE 889/094 Fax

Server

PRINTED:. 10/26/2015

the medications were available lo the ED through
the aulomated medication dispensing system
localed in the department. He staled the small

‘| volume bags of normal saline were used for

medication delivery, they came from the
pharmacy, and they would all have a palient label
attached. Additionally, he stated the only 1V fluids
that would not have a patient label attached,
would be 1 liter bags that were stored on the
individual nursing units. '

Thé pharmacy was not included in the review of

| the orders, clarilication of the order by the

pharmacist did not cccur, which prevented the
dispensing and safe detwerv of medmahons for

| Patient #7.-

2. The Medications policy seclion titled
"Dispensinp,” staled "All medication orders are
reviewed by a pharmacist prior to dispensing.”
Additionally, "The pharmacist reviews each
medication order for; ...appropriateness of drug,
dose, roule, and frequency...” However, lhe
palicy was not followed in the followinp example.

a. Palient #6 was a 55 year old female admilted
fo the ED on 5722115, for care related {o profound
weakness. Additional dragnoses :ncluded anemia
and electrolyte 1mbalanca

The physician wrote an order for subplementa!
electrolytes lo be administered intravenously,
however lhe order was unclear an_d _incumplete.

The order was wrillen as "Potassium Phosphate
inlravenous, give 40 mEq.” Additionally, the
order specified "Run over 4 hours please,”

The physician documented in his dictated notes
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thal he spoke with the pharmacist when he
ordered the |V medicalion. However, Patient #8’s

-} record did not indicate the order was clarified by

the pharmacist to confirm the volume of IV fluid |
and concentration of the medication. L

During an interview on 10/01/15 beginning at
11.05 AM, the Physician who treated Patient #6 in
the ED stated he spoke wilh the pharmacist aboul
her need lor the poiassium and phosphate. He
s{ated he left the decision to the pharmacist about
the volume of the medication. He staled he never
saw the bag of IV fluid, but thoughl if would have
been al leasi in a 500 ml bag, not the 150 mi that
was prepared by the pharmacist. - The physician
slated he was not aware the concentration was
specific to infusion In a central line and not o be
dejivered peripherally..

During an interview on 10/01/15 beginning at 3.15
FM. the Pharmacis{ that spoke with the ED
physician regarding Patient #6 and her need for
potassium phosphate confirmed he spoke wilh
the physician the evening of 9/22M15. The
Pharmacist siated he contacied the physician lo
clarify how the order was wrilten and what the
actual concentration of potassium he wanted.
The Pharmacist slated the physician requested
the medication {0 be delivered in as small amount
as possible. The Pharmacist stated he then
made a concenirated solution of the medication
in a 150 m! bag of normal saline. He said the
medicalion was concentraled, and could not be
administered through a peripheral IV, and had lo
be administered into a cenlral line. However, he
stated he did nol call the ED lo alert the RN of the
need for the IV medication fo be infused through
a caniral line.

action plans.
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The Pharmacist staled he was contacted by a
nurse in the ED after midnighl, and was asked io

| prepare another bag of the IV potassilm -

phosphate.  He siated he was {old to send the
medication o the nursing floor, as the palient was
being admitied. The Pharmacist staled that when

| Patient #8 arrived on the nursing unil he was

conlacted by an RN-that told him Patient #6 did

- nof have acentrai line. He stated he then made

another IV solulian in  larger volume that could
be dellysre:_:! pgriphara[ly_.

The pharmacy falled {o ensure the medication
order was clarified for the concentration and
vojume of {luid to be delivered, which resulted in
a concentralion that was nol appropriate for the
meihod of delivery. '

2. Referlo A 286 as it relates o the hospital's
failure to ensure medication efrors were analyzed
and corrective aclions taken lo prevenl
subsequent effors. . :

These systemic negative practices seriously
impaded the abilfity of the hospital {o provide safe
and effective pharmaceulical services.

faction plans.
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EACHITY STANDARDE
5t. Lluke’s Magic Valley RMC Corrective Action Plan for CMS Report received 10/26/2015

CORRECTIVE ACTION PLAN for A-0115

The Governing Body of St. Luke’s Magic Valley Regional Medical Center is accountabie for immediate
implementation of this Plan of Correction and has delegated direct oversight and responsibility to the St.
Luke’s Magic Valley Site Administrator. Supporting the Impleméntation are the interim Regional CEO,
Medical Executive Committee (MEC) and related medical staff departments, and Hospital leadership. The
MEC has direct physician oversight responsibifity related to this plan and is assigned to review alf results
and direct further action to assure improvement and to sustain this action. The Leadership has delegated
assignments and action to all appropriate clinical leadership to resolve, monitor, report, and sustain
improvements documented in the Plan of Correction. The long-term goal for St. Luke’s Magic Valley
Regional Medical Center is to be a Highly Reliable Organization, to instill a Just Culture, and institute the
TeamSTEPPS framework from AHRQ with communication and awareness of these initiatives having
already taken place.

As evidenced by voluntarily reporting the 9/23/15 sentinel event to the Department of Health & Human
Services which prompted the survey and subsequent findings, St. Luke’s Magic Valley is committed to
improving our care to our patients. Our Leadership team takes this report very seriousty and is
committed to do everything within our ability to ensure a successful implementation of the Plan of
Correction.

See Corrective Action Plan for A-0144

See Corrective Action Plan for A-0145

See Corrective Action Plan for A-0166

See Corrective Action Plan for A-0168

See Corrective Action Plan for A-0171

See Corrective Action Plan for A-0174

See Corrective Action Plan for A-0176

See Corrective Action Plan for A-0178

See Corrective Action Plan for A-0184

See Corrective Action Plan for A-0188

See Corrective Action Plan for A-0194

See Corrective Action Plan for A-0405

See Corrective Action Plan for A-0490

CORRECTIVE ACTION PLAN for A-0144 (Jon Scallan, Regional Director of Accreditation, is responsible for
the completion of this corrective action plan)

IMMEDIATE RESPONSE
Surgical masks will no longer be utilized as a spit mask for a patient in restraints. Audits will be conducted
for all restraint patients with 100% compliance of this practice as the benchmark.

Completion Date: 10/15/2015

1. Began supervisor and educator communication Ih department safety huddles around abuse
emphasizing patient and staff safety in the Emergency Department.




Completion Date: 10/27/15

2. Huddle discussions to include any issues refated to Supply Chain’s ability to fulfill orders for
appropriate transport hoods. This will be buitt into safety huddle checklist.

Completion Date: 11/03/15

3.  An Emergency Department education packet wilt be distributed November 9-20, 2015 covering
appropriate use of transport hoods {spit masks) according to manufacturer’s guidelines. This
education will include the prohibition of the use of surgical masks as a substitute for a transport
hood. :

Completion Date: 11/20/15

4, Appropriate use of spit masks will be addressed in the updated restraint policy PCO48MYV to be
approved by 11/30/15.
Completion Date: 11/30/15

5. This education will be tracked with the compliance rate reported to Magic Valley Quality Safety &
Service Excellence {QSSEC).
Completion Date: 11/06/15

6. Compliance of the education to the staff will be reported to the Magic Valley QSSEC with an
expectation of >90%.
Completion Date: 11/06/15

7. Abehavioral response resource team will be constituted to provide education, review, and
oversight of verbal management of difficult patients and restraint application. '

Completion Date: 11/06/15

8, Appropriate use of spit masks will be a review item for the Behavior Response Resource Team.
Completion Date: 11/06/15

CORRECTIVE ACTION PLAN for A-0145 {Jeremy Royal, Director of Case Management, is responsible for
completion of this corrective action plan)

1. Began supervisor and educator communication around abuse emphasizing patient and staff safety in
the Emergency Department.
Completion Date: 10/27/15

2. The policies, #4004 Abuse Exploitation Neglect Adult and #4003 Abuse Abandonment Neglect Children
{Alleged) Safe Haven Act will be updated with content from #HR049TV Patient Abuse Prevention, cross-
walked to CMS Conditions of Participation and adopted for Magic Valley to create alighment within the 5t.
Luke’s Health System. :
Completion Date: 11/20/15 :

3. Situational Awareness training (see corrective action plan covering A-0194) will be given in the
following phases: '

Phase [ - Behavior Response Resource Team {BRRT) training, create tool.

Completion of Phase I will occur by 11/20/15 with 90% completion as the target goal.




Phase Il — Risk Stratified units training.

Phase lil - Update computer learning Restraint Module and develop deployment plan to affected
caregivers.

Completion of Phases Il and Il wilt occur by 12/18/15 with 90% completion as the target goal.

Completion rates for all training, which will be integrated into the restraint training/ education plan, will
be tracked and reported to Magic Valley QSSEC until completion by all identified staff with target date of
12/18/15.

CORRECTIVE ACTION PLAN for A-0166 (Jeremy Royal, Director of Case Management, is responsible for
completion of this corrective action plan)

1. The current restraint policy (Policy PCO48MV) for St. Luke’s Magic Valley excluding Canyon View
Behavioral Heaith Services will be cross walked with the conditions of participation standards, and
other organizational restraint policies and re-designed to address all requirements and definitions.
Develop a matrix that identifies ail policies.

Completion Date: 11/20/15

2. In addition, our suicide protocoi {Policy PE024MV), delirium protocol {Policy PC448PRO), and
abuse/harassment policies (Policy 4004MV Abuse & Neglect Adult & Policy 4003MV {Abuse & Neglect
Child) will be cross-walked with our restraint policy to ensure continuity of services to these patient
populations.

Completion Date; 11/20/15

3. Our protective custody policy (Policy 4325MV) will be cross-walked to our new restraint policy.
Completion Date: 11/20/15

4. The current training program will be re-designed to cover the new policy, expectations for updating
care plans, verbal de-escalation techniques, use of least restrictive alternatives, restraints-as-a-last-
resort, safe restraint application, and appropriate documentation of restraint interventions. The
training wiil also cover any modifications to the policies and practices listed in #is 2 and 3.

Completion Date: 12/18/15

5. A Behavior Response Resource Team will be constituted to provide education, review, and oversight of
verbal management of difficult patients and restraint application
Completion Date: 11/06/15

6. Education and awareness applicable to level of practice will be disseminated to all staff with restraint
responsibilities,
Completion Date; 12/18/15

Auditing will occur retrospectively for 100% of patients in any form of restraint from 10/01/15 forward.
Results will be analyzed to identify trends and opportunities relating to deviations from standards and
action plans will be implemented. The current restraint audit tool has been modified to include:

¢ LUpdated Care Plan.

o Clinical justification for continued restraint use to ensure earliest release was initiated.
e  Documentation of 1 hour face-to-face meeting in the application of violent restraint.
 Evidence of pa'tienfc response to restraint.




Completion Date: 11/04/15

Data collated from these audits will be reported to the hospital’s Quality Management oversight group
{MV QSSEC) on 12/02/15 and on an ongoing basis. A restraint resource expert has been identified who
will oversee this audit program and coordinate reporting to MV QSSEC. Completion Date: 12/02/15

The person responsible for completion, and the dates in the Carrective Action Plan for A-0166, are also
applicabie to the following tags: :

A-0168
A-0171
A-0174
A-0176
A-0178
A-0184
A-0188
A-0194

CORRECTIVE ACTION PLAN for A-0168

1. The current restraint policy for St. Luke’s Magic Valley Inpatient population, excluding Canyon View
Behavioral Health Services, will be cross walked with the conditions of participation standards, and
other organizational restraint poticies and re-designed to address all requirements and definitions
applicable to the implementation of restraints being based on current, clear, and complete orders
issued by a physician or other LIP,

2. The current training program will be re-designed to cover the new policy, including:

- Expectations specific to physician and LIP workflows related to the ordering of restraints.
- Address the use of 4x4 Bed rails, with clarification of when their use qualifies as a restraint.

3. A behavioral response resource team will be constituted to provide education, review, and oversight of
verbal management of difficult patients and restraint application

4, Education and awareness applicable to level of practice and based on risk stratification will be

disseminated to staff with restraint responsibilities. Auditing of restraint orders and use of 4x4 Bed Rails

when used as a restraint will occur retrospectively for 100% of patients in any form of restraint. Results
will be analyzed to identify trends and opportunities relating to deviations from standards and action
plans will be implemented. The current restraint audit tool has been modified to include the following
audit fields: |

¢ Updated care plan

e Documentation of Alternative de-escalation methods used prior to restraint use
Clinical justification for restraint type {Non-violent/Violent/Chemical}

s Clinical justification for continued restraint use to ensure earliest release was initiated
Documentation of 1 hour face-to-face meeting in the application of violent restraint
Documentation of patient response to restraint

[-]

Data collated from these audits will be reported to the hospital's Quality Management oversight group
{MV QSSEC) on 12/02/15 and on an ongoing basis. A restraint resource expert has been identified who
will oversee this audit program and coordinate reporting to MV QSSEC.

CORRECTIVE ACTION PLAN for A-0171

1. The current restraint policy for St. Luke’s Magic Valley Inpatlent population, excluding Canyon View
Behavioral Health Services, will be cross walked with the conditions of participation standards, and
other organizationa! restraint policies and re-designed to address all requirements and definitions




applicable to the use of least restrictive measures for all restraints. More specifically the policy
redesign will reftect the structure found in 482.13(e)(8) dictating that an order for restraint used for the
management of violent or self-destructive behavior that jeopardizes the immediate physical safety of
the patient, a staff member, or others may oniy be renewed in accordance-with the following limits for
up to a total of 24 hours and daily thereafter:

{A) 4 hours for adults 18 years of age or older,

(B) 2 hours for children and adolescents 9 to 17 years or age, or

(C} L-hour for children under 9 years of age

2.1n addition, our suicide protocel, delirium protocol, and abuse/harassment policies will be cross-walked
with our restraint policy to ensure continuity of services to these patient populations,

3. Our protective custody policy will be cross-walked to our new restraint policy.

4. The current training program will be re-designed to cover the new policy, verbal de-escalation
techniques, use of least restrictive alternatives, restraints-as-a-last-resort, safe restraint application,
and appropriate documentation of restraint interventions.

5. A behavioral response resource team will be constituted to provide education, review, and oversight of
verbal management of difficult patients and restraint application

6. Education and awareness applicable to level of practice and based on risk stratification will be
disseminated to staff with restraint responsibilities. Auditing for use of least restrictive measures will
occur retrospectively for 100% of patients in any form of restraint. Results will be analyzed to identify
trends and opportunities relating to deviations from standards and action plans will be implemented.
The current restraint audit tool has been modified to include the following audit fields: -

¢ Updated care plan

* Documentation of Alternative de-escalation methods used prior to restraint use

» Clinical justification for restraint type {Non-violent/Viclent/Chemical)

» Clinical justification for continued restraint use to ensure earliest release was initiated
« Documentation of 1 hour face-to-face meeting In the application of viclent restraint

* Documentation of patient response to restraint

Data collated from these audits will be reported to the hospital’s Quality Management oversight group
(MV QSSEC) on 12/02/15 and on an ongoing basis. A restraint resource expert has been identified who
will oversee this audit program and coordinate reporting to MV QSSEC,

CORRECTIVE ACTION PLAN for A-0174

1. The current restraint policy for St. Luke's Magic Valley Inpatient population, excluding Canyon View
Behavioral Health Services, will be cross walked with the conditions of participation standards, and
other organizationat restraint policies and re-designed to address all requirements and definitions
applicable to the discontinuation of restraints at the earliest possible time, regardless of the length of
time identified in the physician or LIP order.

2.1n addition, our suicide protocol, delirium protocol, and abuse/harassment policies will be cross-walked
with our restraint policy to ensure continuity of services to these patient populations,

3. Our protective custody policy will be cross-walked to our new restraint policy.

4.The current training program will be re-designed to cover the new policy, expectations for updating
care plans, verbal de-escalation techniques, use of least restrictive alternatives, restraints-as-a-last-
resort, safe restraint application, and appropriate documentation of restraint interventions.

5. A behavioral response resource team will be constituted to provide education, review, and oversight of
verbal management of difficult patients and restraint application

6. Education and awareness applicable to level of practice and based on risk stratification witl be

disseminated to staff with restraint responsibilities. Auditing will occur retrospectively for 100% of

patients in any form of restraint. Results will analyzed to identify deviations from standards and action
plan implemented. The current restraint audit toof has been modified to include the following audit fields:
*Updated Care Plan




«Documentation of Alternative de-escalation methods used prior to restraint use
«Clinical justification for restraint type (Non violent/Viclent/Chemical}

«Clinical justification for continued restraint use to ensure earliest release was initiated
«Documentation of 1 hour face-to-face meeting in the application of violent restraint

* Documentation of patient response to restraint

Data collated from these audits will be reported to the hospitai’s Quality Management oversight group
{MV QSSEC) on 12/02/15 and on an ongoing basis. A restraint resource expert has been identified who
will oversee this audit program and coordinate reporting to MV QSSEC.

CORRECTIVE ACTION PLAN for A-0176

1.The current restraint policy for St. Luke’s Magic Valley Inpatient population, excluding Canyon View
Behavioral Health Services, will be cross walked with the conditions of participation standards, and
other organizational restraint policies and re-designed to address all requirements and definitions
applicable to the training requirements for all physicians and LIP’s authorized to order restraint or
seclusion.

2.1n addition, our suicide protocol, delirium protocol, and abuse/harassment policies will be cross-walked
with our restraint policy to ensure continuity of services to these patient populations.

3. Our protective custody poticy will be cross-walked to our new restraint policy.

4, The current training program will be re-designed to cover the new policy, and give physician/LIP specific
education/training on expectations for updating care plans, verbal de-escalation techniques, use of
least restrictive alternatives, restraints-as-a-last-resort, safe restraint application, and appropriate
documentation of restraint interventions.

5. A behavioral response resource team will be constituted to provide education, review, and oversight of
verbal management of difficult patients and restraint application

6. Education and awareness appticable to level of practice and based on risk stratification will be
disseminated to staff with restraint responsibilities. A computer based learning module with
knowledge testing will be required for risk stratified providers.

Required compliance for completion of computer based learning module and testing will be reported to
the hospital’s Quality Management oversight group (MV QSSEC) on 12/02/15 and on an ongoing basis. A
restraint resource expert has been identified who will oversee this audit program and coordinate
reporting to MV QSSEC

CORRECTIVE ACTION PLAN for A-0178

1. The current restraint policy for St. Luke’s Magic Valley Inpatient population, excluding Canyon View
Behavioral Health Services, will be cross walked with the conditions of participation standards, and
other organizational restraint policies and re-designed to address all requirements and definitions
applicable to the requirement that a physician or LIP must conduct a face-to-face assessment of the
patient within 1 hour, when restraint or seclusion is used for the management of violent or self-
destructive behavior that jeopardizes the immediate physical safety of the patient a staff member or
others. _ :

2. in addition, our suicide protocol, delirium protocol, and abuse/harassment policies will be cross-walked
with our restraint policy to ensure continuity of services to these patient populations.

-, 3. 0ur protective custody policy will be cross-walked to our new restraint policy.

4, The current training program will be re-designed to cover the new policy, and to specifically address the
reguirements for the ordering physician or LIP to conduct a face-to-face assessment within 1 hour of
restraint initiation.

5. A behavioral response resource team will be constituted to provide education, review, and oversight of
verbal management of difficult patients and restraint application

6. Education and awareness applicable to leve! of practice and based on risk stratlﬂcatlon wili be




disseminated to staff with restraint responsibilities. Auditing will occur retrospectively for 100% of
patients in any form of restraint. Results will be analyzed to identify deviations from standards and action
plan implemented. The current restraint audit tool has been modified to inciude the following audit fields:
- » Updated care plan ' .
» Documentation of Alternative de-escalation methods used prior to restraint use
» Clinical justification for restraint type {Non-violent/Violent/Chemical)
o Clinical justification for continued restraint use to ensure earliest release was initiated
s Documentation of 1 hour face-to-face meeting in the application of violent restraint
. ® Documentation of patient response to restraint

Data collated from these audits will be reported to the hospital’s Quality Management oversight group
{MV QSSEC) on 12/02/15 and on an ongoing basis. A restraint resource expert has been identified who
will oversee this audit program and coordinate reporting to MV QSSEC,

CORRECTIVE ACTION PLAN for A-0184

1. The current restraint policy for 5t. Luke’s Magic Valley Inpatient popuiation, excluding Canyon View
Behavioral Health Services, will be cross walked with the conditions of participation standards, and
other organizational restraint policies and re-designed to address all requirements and definitions
applicable to the requirement that the patient’s record must include doeumentation of the 1 hour
physician or LIP face-to-face medical and behavioral evaiuation, when restraint or seclusion Is used for
the management of violent or self-destructive behavior that jeopardizes the immediate physical safety
of the patient, a staff member or others.

2.In addition, our suicide protocol, delirium protocol, and abuse/harassment policies will be cross-walked

with our restraint policy to ensure continuity of services to these patient populations.

. Our protective custody policy will be cross-walked to our new restraint policy.

4. The current training program will be re-designed to cover the new policy, expectations for updating
care plans, verbal de-escalation techniques, use of least restrictive alternatives, restraints-as-a-last-
resort, safe restraint application, and appropriate documentation of restraint interventions.

5. A behavioral response resource team will be constituted to provide education, review, and oversight of
verbal management of difficult patients and restraint application

6. Education and awareness applicable to level of practice and based on risk stratification will be
disseminated to staff with restraint responsibilities. Auditing will accur retrospectively for 100% of
patients in any form of restraint. Results will be analyzed to identify trends and opportunities relating to
deviations from standards and action plans will be implemented. The current restraint audit toof has
been modified to inciude the following audit fields:
¢ Updated care plan

Documentation of Alternative de-escalation methods used prior to restraint use
Clinical justification for restraint type {Non-violent/Violent/Chemical)
» Clinical justification for continued restraint use to ensure earliest release was initiated
* Documentation of 1 hour face-to-face meeting in the application of violent restraint
» Documentation of patient response to restraint

w

Data collated from these audits will be reported to the hospital’s Quality Management oversight group .
(QSSEC) on 12/02/15 and on an ongoing hasis. A restraint resource expert has been identified who will
oversee this audit program and coordinate reporting to MV QSSEC

CORRECTIVE ACTION PLAN for A-0188

1. The current restraint policy for St. Luke’s Magic Valley Inpatient population, excluding Canyon View
Behavioral Health Services, will be cross walked with the conditions of participation standards, and




other organizational restraint policies and re-designed to address all requirements and definitions
applicable to documentation of patient response to restraint and rationale for continued restraint.

2.1n addition, our suicide protocol, delirium protocoi, and abuse/harassment policies will be cross-walked
with our restraint policy to ensure continuity of services to these patient populations.

3. 0ur protective custody policy will be cross-walked to our new restraint policy.

4, The current training program will be re-designed to cover the new policy, specifically focusing on the
monitoring and consideration of the patient’s response to an ongoing restraint events as that applies to
updating care plans, verbal de-escalation techniques, use of least restrictive alternatives, restraints-as-
a-last-resort, safe restraint application, and appropriate documentation of restraint interventions.

5. A behavloral response resource team will be constituted to provide education, review, and oversight of
verbal management of difficult patients and restraint application

6. Education and awareness applicable to fevel of practice and based on risk stratification will be
disseminated to staff with restraint responsibilities. Documentation of the monitoring and
considerations of patient response to a restraint event will be audited retrospectively for 100% of
patients in any form of restraint. Results wilf be analyzed to identify trends and opportunities relating to
deviations from standards and action plans will be implemented.. The current restraint audit tool has
been modified to include the following audit fields:

s Updated care plan

s Documentation of Alternative de-escalation methods used prior to restraint use

¢ Clinical justification for restraint type {Non-violent/Violent/Chemical}

+Clinical justification for continued restraint use to ensure earliest release was initiated

» Documentation of 1 hour face-to-face meeting in the application of violent restraint

*Documentation of patient response to restraint

Data collated from these audits wilt be reported to the hospital’s Quality Management oversight group
{MV QS5EC) on 12/02/15 and on an ongoing basis. A restraint resource expert has been identified who
will oversee this audit program and coordinate reporting to MV QSSEC.

CORRECTIVE ACTION PLAN for A-(0194

1. The current restraint policy for St. Luke’s Magic Valley Inpatient population, excluding Canyon View
Behavioral Health Services, will be cross walked with the conditions of participatjon standards, and
other organizational restraint policies and re-designed to address all requirements and definitions
applicable to ensuring staff has education, training, and demonstrated knowledge to manage violent or
aggressive patients.

2.In addition, our suicide protocol, delirium protocol, and abuse/harassment policies will be cross-walked
with our restraint policy to ensure continuity of services to these patient populations.

3. Our protective custody policy will be cross-walked to our new restraint policy.

4. The current training program will be re-designed to cover the new policy, expectations for updating
care plans, verbal de-escalation techniques, use of least restrictive alternatives, restraints-as-a-last-
resort, safe restraint application, and appropriate documentation of restraint interventions.

5. A behavioral response resource team will be constituted to provide education, review, and oversight of
verbal management of difficult patients and restraint application

6. Education and awareness applicable to level of practice and based on risk stratification wiil be
disseminated to staff with restraint responsibilities.

Data collated from these audits will be reported to the hosplital’s Quality Management oversight group
(MV QSSEC) on 12/02/15 and on an ongoing basis. A restraint resource expert has been identified who
wilt oversee this audit program and coordinate reporting to MV QSSEC.

CORRECTIVE ACTION PLAN FOR A-0286 (Almita Nunnalee, Sr. Director of Quality, is responsible for
completion of this corrective action plan) '




Immediate/Containment

09/23/15 - Quality Director distributed a communication to staff on an immediate change to IV
medication dispensing as an immediate containment measure

o [V admixture to which potassium was added wili be labeled with a bright colored potassium alert
messaging abel referencing POTASSIUM. The label(s) will be visible from both sides of the IV bag.
Compounded TPN solutions will be excluded. On 10/15/15, a single point lesson was distributed to all
nursing and pharmacy staff units to be displayed and discussed during unit safety huddies.

Completion Date: 10/15/2015

¢ Implement placement of colored foil port cover on IV fluids manipulated (added to or taken away
from) by pharmacy, in addition to normal pharmacy required product labeling on 10/02/15.

Completion Date: 10/02/2015

# 09/23/15 - Pharmacy Potassium Policy reviewed and updated to reflect immediate measures to
include port covers and alert stickers. Policy refined and updated on 10/01/15, pharmacy specific
single point lesson delivered to all staff with roster capturing 100% pharmacy education. (Senior
Pharmacy Director)}

Completion Date: 10/01/2015

s Re-education surrounding the 6 rights of medication administration was provided to clinicians who
administer medication including contracted staff and nursing students. Education completed on
10/09/15 and rosters collected excluding physicians.

Completion Date: 10/09/2015

* 6 rights education and medication administration built into NECO Day 1, new provider and contractor
orientation. (Senior Manager of Learning and Development)

Compiletion Date: 10/01/2015

¢ 10/01/15 - Implement requirement for double independent verification by qualified personnel on high
risk medications administered to the pediatric populations {including IV fluids) in areas identified as
highest risk within areas without Bedside Medication Verification. (Sr. Director of Nursing and Patient
Care)

Completion Date: 10/01/2015%

¢ 10/01/15 - Emergency Department implementation of 2 RNs performing 6 rights of medication
administration at the bedside for pediatric medications on 10/01/15. {ED Director)

Completion Date: 10/01/2015

e Observational audits for pediatric population of high-risk areas will inciude compliance to standards of
independent verification, weight based ordering and documentation. Sample size of this audit will be
30 per month for 3 months with >90% compliance as benchmark.

Compietion Date: 11/20/2015

e Clinician Commitment reviewed with providers at Physician Leadership Committee (PLC) 10/09/2015
and Medical Executive Committee (MEC) 10/13/15 and general Medical Staff 10/29/15. {Administrator
of Physician Services)

Complétion Date: 10/29/2015

® 10/19/15 - Pharmacy Senior Director delivered email education to providers/prescribers that
pharmacy would notify clinicians for incomplete orders for clarification. (Senior Pharmacy Director}
will conduct retrospective auditing to ensure compliance. .

Completion Date: 10/19/2015

CORRECTIVE ACTIONS

" = A root cause analysis was immediately conducted which resulted in multiple areas of opportunity




pertaining to early identification and prevention of medication errors.
Completion Date: 10/02/2015

 In response to the RCA the following actions were taken:
o FMEA on medication administration in high-risk areas

Completion Date: 10/16/2015

o Medication Administration {6 rights, pediatric weight-based dosing/definition, pediatric double
verification, patient education campaign, visual alerts on IV K+ K+hags);

Completion Date: 10/30/2015

o Review of Emergency Department master staffing pian; and
Completion Date: 12/18/2015

o Standardization of clinical contract staff orientation.

Completion Date: 10/30/2015

¢ implementation of Medication Safety Committee & Medication Safety workgroup to collect and
analyze data on medication management, to identify risk points, trends, variations and to prioritize
and initiate performance improvement for identified opportunities. {Senior Pharmacy Director,
Medical Safety Coordinator}

Completion Date: 10/09/2015

s The Medication Policy MMO036 SLHS was reviewed by nursing and pharmacy leadership. The policy
was modified and approved on 10/28/15 adding a 5t. Luke’s Magic Valley specific addendum to
include:

o Developed a definition of Pediatric High Risk medications which require an independent
verification. L

o Independent verification is defined as a redundant verification of verifying the order, dose, med,
route, rate, and patient without any interference from the requesting person.

o Requirement for welght based dosing for medications ordered for pediatric patients except for
those not usually ordered as a weight-based dose.

o Definition of a pediatric patient {under 13 or 40kg and under).
Completion Date: 10/28/2015

¢ The Pharmacy Director developed an SBAR communication tool to educate physicians and
nurses on weight-based dosing inciuding examples. Addendum development included SLHS key
stakeholders for input and validation. A stratification tool was developed to assess areas of
highest risk for error with medication delivery. Identified Emergency Department, PACU, Same
Day Surgery, Quick Care, and Medical Imaging-Nursing as areas with highest risk. (Senior
Director of Nursing and Patient Care)

Completion Date: 10/26/2015

e 10/21/15 - Pharmacy Commitment to Medication Safety was adopted. All pharmacists
committed to not accepting or processing any incomplete orders. if orders are clarified by the
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pharmacist, the clarified order will be recorded on a physician order sheet and added to the
patient medical record.

Completion Date: 10/21/2015

*  Phase | efforts are being concentrated in identified high-risk areas to ensure staff are trained in
risk mitigation, 6 rights, independent double verification, and welght-based dosing. Auditing of
medical records to assure >90% compliance with double dlinician verification of medication
rights in areas identified as high risk without BMV. Phase Il efforts will include analysis of
remaining areas to evaluate current process for risk and for potential independent verification.
(Administrator of Physician Services)

Completion Date:11/20/2015

QAPI

s RCA conducted on medication error resulting in a pediatric death on 09/23/15. Changes to our
potassium labeling were immediately implemented. A comprehensive root cause analysis was
developed.

Completion Date: 10/02/2015

« Implementation of Medication Safety Comnmittee and Medication Safety multidisciplinary workgroup
to collect and analyze data on medication management, to identify risk points, trends, variations and
to prioritize and initiate performance improvement. Reporting structure for this information will be:
Medication events > Medication Safety Committee > MV QSSEC (and P & T} > East Region QSSEC >
East Region Board & St. Luke’s Health System QSSEC. In addition, Sr. Director Quality & Patient
Safety reports Quality/P| data/issues to MEC. {Senlor Pharmacy Director, Medical Safety
Coordinator)

Completion Date: 10/09/2015

« A summary of all Medication errors, root causes, and interventions will be presented and reviewed
by the Medical Executive Committee on a monthly basis. (Medical Chief of Staff}

Completion Date: 11/20/2015

« Astratification tool was developed to assess areas of highest risk for error with medication delivery.
Identified Emergency Department, PACU, Same Day Surgery, Quick Care, and Medical Imaging-
Nursing as areas with highest risk. (Senior Director of Nursing and Patient Care}

Completion Date; 10/26/2015

« Auditing of medical records to assure >90% compliance with double clinician verification of
medication rights in areas identified as high risk without BMV. Phase 1l efforts will include analysis
of SL Clinic’s infusion pediatric medication administration process to evaluate current process for risk
and for potential independent verification. (Administrator of Physician Services)

Completion Date: 11/06/2015

e Conducted FMEA analysis for Emergency Department, Surgery and Pharmacy to assess medication
delivery system. Action items organized for implementation. {Patient Safety Officer)

Completion Date: 11/20/2015
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e 0On 10/29/2015, identified weakness ih current containment measures around weight-based dosing
for pediatric patients.

Completion Date: 10/29/2015

+  Additional education on independent verification provided to Emergency room nurses with a
competency validation post education.

Completion Date: 11/20/2015

* |mplement role of second independent verifier in the ED {ED Director)
Completion Date; 10/30/2015

The person responsible for completion, and the dates outlined in the Corrective Action Plan A-0286 are
also applicabie far Corrective Action Plans for A-0405 and A-0450.

CORRECTIVE ACTION PLAN for A-0385

The Governing Body of St. Luke’s Magic Valley Regional Medical Center is accountable for immediate
implementation of this Plan of Correction and has delegated direct oversight and responsibility to the St.
Luke's Magic Valley Site Administrator. Supporting the implementation are the Interim Regiénal CEQ,
Medical Executive Committee (MEC) and related medical staff departments, and Hospital leadership. The
MEC has direct physician oversight responsibility related to this plan and is assigned to review all results
and direct further action to assure improvement and to sustain this action. The Leadership has delegated
assignments and action to all appropriate clinical leadership to resolve, monitor, report, and sustain
improvements documented in the Plan of Correction. The long-term goal for St. Luke's Magic Valley
Regional Medical Center is to be a Highly Reliable Organization, to instill a Just Culture, and institute the
TeamSTEPPS framework from AHRQ with communication and awareness of these initiatives having
already taken place.

As evidenced by voluntarily reporting the 9/23/15 sentinel event to the Department of Health & Human
Services which prompted the survey and subsequent findings, St. Luke’s Magic Valley is committed to
improving our care to our patients. Our Leadership team takes this report very seriously and is
committed to do everything within our ability to ensure a successful implementation of the Plan of
Correction.

The person responsible for completion of this corrective action pian is Danika Severe, Regional Manager
of Education

See Corrective Action Plan for A-01594
See Corrective Action Plan for A-0398
See Corrective Action Plan for A-0405

CORRECTIVE ACTION PLAN FOR A-0398 (The person responsible for completion of this corrective action
plan is Danika Severe, Regional Manager of Education)

1. All clinical contractor staff were given the 6 Rights of Medication Patient Safety document as part of
the action plan response connected to the organization’s Root Cause Analysis {See Attached).

Completion Date: 10/24/2015

2. Development of a standardized organizational process for onboarding clinical contract staff- with focus
on patient safety expectations, service expectations, policies and procedures, and unit-specific high-
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risk processes and performance improvement activities.

Completion Date: 10/18/2015

3. Standardized requirement for precepting shifts were defined by clinical role,

Completion Date: 10/18/2015

4. Preceptor expectations for onboarding clinical contract staff are standardized and have been
communicated.

Compietion Date: 10/18/2015

5. Implemented new process with existing clinical contractors starting from 10/18/15.

Completion Date: 10/18/2015

6. Trained unit-based educators on new standardized process and have oversight of implementation of
onboarding requirements.

Completion Date: 10/30/2015

7. Updated Policy HR5005MV Clinical Contractor Orientation Requirements.

Completion Date: 10/30/2015
8. Created an organizational Contractor Orientation template currently in use at St. Luke’s Magic Valley.

Completion Date: 10/18/2015

9. Created a unit-specific Contractor Orientation template in use at St. Luke’s Magic Valley.
Completion Date: 10/18/2015

10.The Organization will conduct an audit of 100% clinical contracted staff to ensure compliance with an
ongoing monthly audit of new staff.

Compietion Date: 11/04/2015

CORRECTIVE ACTION PLAN FOR A-0405

IMMEDIATE/CONTAINMENT

09/23/15 - Quality Director distributed a communication to staff on an immediate change to IV
medication dispensing as an immediate containment measure

o IV admiixture to which potassium was added will be labeled with a bright colored potassium alert
messaging label referencing POTASSIUM. The [abel(s} will be visibie from both sides of the 1V bag.
Compounded TPN solutions will be exciuded, On 10/15/15, a single point lesson was distributed to all
nursing and pharmacy staff units to be displayed and discussed during unit safety huddles.

o Impiement placement of colored port cover on IV fluids manipulated {added to or taken away from)
by pharmacy, in addition to normai pharmacy required product labeling on 10/02/15.

e 09/23/15 - Pharmacy Potassium Policy reviewed and updated to reflect immediate measures to
include port covers and alert stickers. Pharmacists instructed through daily safety huddles and
reflected weekly written summaries. Policy refined and updated on 10/01/15, pharmacy specific single
point lesson delivered to all staff with roster capturing 100% pharmacy education. {Senior Pharmacy
Director)

e Re-education surrounding the 6 rights of medication administration was provided to clinicians who
administer medication including contracted staff and nursing students. Education completed on
10/09/15 and rosters collected.

¢ G rights education and medication adminjstration buitt into NECO Day 1, new provider and contractor
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orientation. {Senior Manager of Learning and Development)

s 10/01/15 - Implement requirement for double independent verification by qualified personnel on high
risk medications administered to the pediatric populations (including IV fluids}in areas identified as
highest risk within areas without Bedside Medication Verification. (Sr. Director of Nursing and Patient
Care)

& 10/01/15 - Emergency Department implementation of 2 RNs performing 6 rights of medication
administration at the bedside for pediatric medications on 10/01/15. {ED Director)

+ Observationat audits for pediatric population of high-risk areas will include compliance to standards of
independent verification, weight based ordering and documentation. Sample size of this audit will be
30 per month.

# Clinician Commitment reviewed with providers at Physician Leadership Committee (PLC) 10/09/2015
and Medical Executive Committee (MEC) 10/13/15 and general Medical Staff 10/29/15. (Administrator
of Physician Services) :

» 10/19/15 - Pharmacy Senior Director delivered email education to providers/prescribers that
pharmacy would notify clinicians for incomplete orders for clarification. {Senior Pharmacy Director}
will conduct retrospective auditing to ensure compliance.

CORRECTIVE ACTIONS

¢ Aroot cause analysis was immediately conducted which resulted in multiple areas of opportunity
pertaining to early identification and prevention of medication errors.

¢ |n response to the RCA the following actions were taken:
o FMEA on medication administration in high-risk areas to include handoff communication;

o Medication Administration {6 rights, pediatric weight-based dosing/definition, pediatric double
verification, patient education campaign, visual alerts on IV K+ K+bags);

Review of Emergency Department master staffing plan; and

Standardization of clinical contract staff orlentation.

e Implementation of Medication Safety Committee & Medication Safety workgroup to collect and
analyze data on medication management, to identify risk points, trends, variations and to prioritize
and initiate performance improvement. {Senior Pharmacy Director, Medical Safety Coordinator)

¢ The Medication Policy MMOO036 SLHS was reviewed by nursing and pharmacy leadership. The policy
was modified and approved on 10/28/15 adding a St. Luke’s Magic Valley specific addendum to
include:

o Developed a definition of Pediatric High Risk medications which require an independent
verification.

o Independent verification is defined as a redundant verification of verifying the order, dose, med,
route and patient without any interference from the requesting person.

o Requirement for weight based dosing for medications ordered for pediatric patients except for
those not usually ordered as a weight-based dose.

o Definition of a pediatric patient {under 13 or 40kg and under).

The Pharmacy Director developed an SBAR communication tool to educate physicians and nurses on
weight-based dosing including examples. Addendum development included SLHS key stakeholders for
input and validation. A stratification tool was developed to assess areas of highest risk for error with
medication delivery. Identified Emergency Department, PACU, Same Day Surgery, Quick Care, and
Medical imaging-Nursing as areas with highest risk. {Senior Director of Nursing and Patient Care}

10/21/15 - Pharmacy Commitment to Medication Safety was adopted. All pharmacists committed to not
accepting or processing any incomplete orders. If orders are clarified by the pharmacist, the clarified
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order will be recorded on a physician order sheet and added to the patient medical record.

Phase 1 efforts are heing concentrated in these areas to ensure staff are trained in risk mitigation, 6
rights, independent double verification, and weight-based dosing. Auditing of medical records to assure
>90% compliance with double clinician verification of medication rights in areas identified as high risk
without BMV.

Phase Il efforts will include analysis of remaining areas to evaluate current process for risk and for
potential independent verification. (Administrator of Physician Services)

QAPI

+ RCA conducted on medication error resulting in a pediatric death on 09/23/15. Changes to our
potassium labeling were immediately implemented. A comprehensive root cause analysis was
developed.

Implementation of Medication Safety Committee and Medication Safety multidisciplinary workgroup to
collect and anaiyze data on medication management, to identify risk points, trends, variations and to
prioritize and initiate performance improvement. Reporting structure for this information will be:
Medication events > Medication Safety Committee > MV QSSEC {and P & T) > East Region QSSEC > East
Region Board & St. Luke’s Health System QSSEC. In addition, Sr. Director Quality & Patient Safety reports
Quality/Pl data/issues to MEC. (Senior Pharmacy Director, Medical Safety Coordinator}
+ Asummary of all Medication errors, root causes, and interventions will be presented and reviewed by
the Medical Executive Committee on a monthly basis. (Medical Chief of Staff)

« Astratification tool was developed to assess areas of highest risk for-error with medication delivery,
Identified Emergency Department, PACU, Same Day Surgery, Quick Care, and Medical Imaging-
Nursing as areas with highest risk. {Senior Director of Nursing and Patient Care)

+ Auditing of medical records to assure >90% compliance with double clinician verification of
medication rights in areas identified as high risk without BMV. Phase |l efforts will include analysis
of SL Clinic’s infusion pediatric medication administration process to evaluate current process for risk
and for potential independent verification. {Administrator of Physician Services)

e Conducted FMEA analysis for Emergency Department, Surgery and Pharmacy to assess medication
delivery system. Action items organized for implementation. (Patient Safety Officer)

e 0On 10/29/2015, identified weakness in current containment measures around weight-based dosing
for pediatric patients. :

e Additionat education on independent verification provided to Emergency room nurses with a
competency validation post education.

¢ Implement role of second independent verifier in the ED {ED Director)

CORRECTIVE ACTION PLAN FOR A-0490

The Governing Body of St. Luke’s Magic Valley Regional Medical Center is accountable for immediate
implementation of this Plan of Correction and has delegated direct oversight and responsibility to the St.
Luke’s Magic Valley Site Administrator. Supporting the implementation are the Interim Regional CEQG,
Medical Executive Committee {MEC} and related medical staff departments, and Hospital teadership. The
MEC has direct physician oversight responsibility related to this pian and is assigned to review all results
and direct further action to assure improvement and to sustain this action. The Leadership has delegated
assignments and action to all appropriate clinical leadership to resolve, monitor, report, and sustain
improvements documented in the Plan of Correction. The long-tarm goal for St. Luke’s Magic Valiey
Regional Medical Center is to be a Highly Refiable Organization, to instill a Just Culture, and institute the
TeamSTEPPS framework from AHRQ with communication and awareness of these initiatives having
already taken place. '

As evidenced by voluntarily reporting the 9/23/15 sentinel event to the Department of Health & Human
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Services which prompted the survey and subsequent findings, St. Luke’s Magic Valley Is committed to
improving our care to our patients. Our Leadership team takes this report very seriously and is
committed to do everything within our ability to ensure a successful implementation of the Plan of
Correction.

IMMEDIATE/CONTAINMENT

09/23/15 - Quality Director distributed a communication to staff on an immediate change to IV
medication dispensing as an immediate contalnment measure

IV admixture to which potassium was added wil be labeled with a bright colored potassium alert
messaging Jabel referencing POTASSIUM. The labei(s) will be visible from both sides of the IV bag.

- Compounded TPN solutions will be excluded. On 10/15/15, a single point lesson was distributed to all

nursing and pharmacy staff units to be displayed and discussed during unit safety huddles,

Implement placement of colored port cover on IV fluids manipulated (added to or taken away from}
by pharmacy, in addition to normal pharmacy required product labeling on 10/02/15.

09/23/15 - Pharmacy Potassium Policy reviewed and updated to reflect immediate measures to
include port covers and alert stickers. Pharmacists instructed through daily safety huddles and
reflected weekly written summaries. Policy refined and updated on 10/01/15, pharmacy specific single
point lesson delivered to all staff with roster capturing 100% pharmacy education. {(Senior Pharmacy
Director)

Re-education surrounding the 6 rights of medication administration was provided to clinicians who
administer medication including contracted staff and nursing students. Education compileted on
10/09/15 and rosters collected.

6 rights education and medication administration built into NECO Day 1, new providef and contractor
orientation. (Senior Manager of Learning and Development)

10/01/15 - Implement requirement for double independent verification by qualified personnel on high
risk medications administered to the pediatric poputations (including IV fluids) in areas identified as
highest risk within areas without Bedside Medication Verification. {Sr. Director of Nursing and Patient
Care)

10/01/15 - Emergency Department implementation of 2 RNs performing 6 rights of medication
administration at the bedside for pediatric medications on 10/01/15. (ED Director)

Observational audits for pediatric population of high-risk areas will include compliance to standards of
independent verification, weight based ordering and documentation. Sampie size of this audit wifl be
30 per month.

Clinfcian Commitment reviewed with providers at Physician Leadership Committee (PLC) 10/09/2015 -
and Medical Executive Committee (MEC) 10/13/15 and general Medical Staff 10/29/15.
{Administrator of Physician Services) '

10/19/15 - Pharmacy Senior Director delivered emall education to providers/prescribers that
pharmacy would notify clinicians for incomplete orders for clarification. (5enior Pharmacy Director)
will conduct retrospective auditing to ensure compliance.

CORRECTIVE ACTIONS

A root cause analysis was immediately conducted which resulted in multiple areas of opportunity
pertaining to early identification and prevention of medication errors.

In response to the RCA the following actions were taken:

o FMEA on medication administration in high-risk areas to inciude handoff communication;

o Medication Administration (6 rights, pediatric weight-based dosing/definition, pediatric doubie
verification, patient education campaign, visual alerts on IV K+ K+bags);

o Review of Emergency Department master staffing plan; and standardization of clinical contract
staff orientation.
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* Implementation of Medication Safety Committee & Medication Safety workgroup to collect and
analyze data on medication management, to identify risk points, trends, variations and to prioritize
and Initiate performance Improvement. (Senior Pharmacy Director, Medical Safety Coordinator)

s The Medication Policy MMOO36 SLHS was reviewed by nursing and pharmacy leadership. The policy
was modified and approved on 10/28/15 adding a St. Luke’s Magic Valley specific addendum to
include:

o Developed a definition of Pediatric High Risk medications which require an independent
verification.

o Independent verification is defined as a redundant verification of verifying the order, dose, med,
route and patient without any interference from the requesting person.

o Requirement for weight based dosing for medications ordered for pediatric patients except for
those not usually ordered as a welght-based dose.

o Definition of a pediatric patient {under 13 or 40kg and under}.

The Pharmacy Director developed an SBAR communication tool to educate physicians and nurses on
weight-based dosing including examples. Addendum development included SLHS key stakeholders for
input and validation. A stratification tool was developed to assess atreas of highest risk for error with
medication delivery. Identified Emergency Department, PACU, Same Day Surgery, Quick Care, and
Medical Imaging-Nursing as areas with highest risk, {Senior Director of Nursing and Patient Care}

10/21/15 - Pharmacy Commitment to Medication Safety was adopted. All pharmacists committed to not
accepting or processing any incomplete orders. If orders are clarified by the pharmacist, the clarifled
order will be recorded on a physician order sheet and added to the patient medical record.

Phase | efforts are belng concentrated in these areas to ensure staff are trained in risk mitigation, 6
rights, independent double verification, and weight-based dosing. Auditing of medical records to assure
>90% compliance with double clinician verification of medication rights in areas identified as high risk
without BMV.

Phase If efforts will include analysis of remaining areas to evaluate current process for risk and for
potential independent verification. {Administratar of Physician Services)

QAPI
s RCA conducted on medication error resulting in a pediatric death on 09/23/15. Changes to our
potassium fabeling were immediately implemented. A comprehensive root cause analysis was
developed.

« Implementation of Medication Safety Committee and Medication Safety multidisciplinary workgroup
to collect and analyze data on medication management, to identify risk points, trends, variations and
to prioritize and initiate performance improvement. Reporting structure for this information will be:
Medication events > Medication Safety Committee > MV QSSEC {and P & T} > East Region QSSEC >
East Region Board & St. Luke’s Health System QSSEC. In addition, Sr. Director Quality & Patient
Safety reports Quality/P! data/issues to MEC. {Senior Pharmacy Director, Medical Safety
Coordinator)

» A summary of all Medication errors, root causes, and interventions will be presented and reviewed by
the Medical Executive Committee on a monthly basis. {Medical Chief of Staff)

» A stratification tool was developed to assess areas of highest risk for error with medication delivery.
Identified Emergency Department, PACU, Same Day Surgery, Quick Care, and Medical iImaging-
Nursing as areas with highest risk. {Senior Director of Nursing and Patient Care)

« Auditing of medical records to assure >90% compliance with double clinician verification of
medication rights in areas identified as high risk without BMVY. Phase ll efforts will include analysis of
SL Clinic’s infusion pediatric medication administration process to evaluate current process for risk
and for potential independent verification. (Administrator of Physician Services)
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Conducted FMEA analysis for Emergency Department, Surgery and Pharmacy to assess medication
delivery system. Action items organized for implementation. (Patient Safety Officer)

10/29/2015 - identified weakness in current containment measures around weight-based dosing for
pediatric patients.

Additional education on independent verification provided to Emergency room nurses with a
competency validation post education.

Implement role of second independent verifier in the ED. (ED Director)
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