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February 19, 2013

Sally Jeffcoat, CEO

St Alphonsus Regional Medical Center
1055 North Curtis Road

Boise, ID 83706

RE: St Alphonsus Regional Medical Center, Provider #130007

Dear Ms, Jeffcoat;

This is to advise you of the findings of the complaint investigation, which was concluded at your
facility on February &, 2013,

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

An acceptable plan of correction (PoC) contains the following .clcments:

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

Description of how the actions will improve the processes that led to the deficiency cited;
¢ The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited;

» A completion date for correction of each deficiency cited must be included;

+ Monitoring and tracking procedures to ensure the PoC is effective in bringing the SC into
compliance, and that the hospital remains in conpliance with the regulatory
requirements; . )

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

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




~ Sally Jeffcoat, Administrator
February 19, 2013
Page 2 0of 2

Whether vou choose to provide a plan of correction or not, please sign and date the form and
return it to our office by March 4, 2013. Keep a copy for your records. For your information,
the Statement of Deficiencies i is disclosable to the public under the disclosure of survey
information provisions.

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

Sincerely,

REBECCA LARA g—& SYL CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
SC/

Enclosures




Saint Alphonsus

February 27, 2013

Sylvia Creswell

Idaho Depariment of Health and Welfare
3232 Elder Street

P.O. Box 83720

Boise, Idaho 83720-0036

Dear Ms. Creswell;

Enclosed please find Saint Alphonsus Regional Medical Center's plan of
correction (POC), which is intended to address a deficiency cited during a
complaint investigation concluded on February 8, 2013.

The hospital does not admit or concede to a deficiency, but to the extent that an
actual deficiency does exist, Saint Alphonsus Regional Medical Center is taking
appropriate action to correct the deficiency, including the steps outlined in the
attached POC. This plan of correction addresses Medicare tag A811.

We want to emphasize our absolute commitment to quality patient care and
continued efforts to fulfill all regulatory requirements. Please contact me at 367-
2902, if you have any questions or concerns regarding these documents,

Respectfully submitted,
! 3 " \..
LX,L.,\-—"’\—JZ—’ (iO...Q..a

Aline Lee, RN
Director of Patient Safety, Regulatory Compliance, and Infection Prevention
Saint Alphonsus Health System

105 North Cuatls Road
Bokse, klaho 83706-1309
phone: {208) 3672121

mqfwjai“ta]phunsus_mg A MEMBER OF TRINITY HEALTH
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NAME OF PROVIDER OR SUFPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
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%4 1D SUMMARY STATEMENT OF DEFIGIENOIES D PROVIDER'S PLAN OF GORRECTION x6)
PREEIX {EACH DERICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIEYING INFORM)\TION) TAG CROS3-REFERENCED TOQ THE AFFROPRIATE DATE
DEFICIENCY)
A000 ] INITIAL COMMENTS A 000

The following deficlencies were clted during the
compiaint survey of your hospital. Surveyors
conducting tha investigation were;

Rebecoa Lara, RN, BA, HFS, Team Leader
Gary Guiles, RN, 85, HFS

Acronyms used in this report include:

EMR = Electronic Medical Record
H&P = History and Physical
A 812 482,43(h)({8) DISCHARGE PLANNING A812

{The hospital must] Include the discharge
planning evaluation in the patient's medical record
for use in establishing an appropriate discharge
plan ...

This STANDARD {s nol met as evidenced by:
Based on staff intarview and review of medical
records and hospltal policles, it was determined
the facility failed fo ensure an identifiable
discharae planning evaluation was documented
‘Hn the medical record for 10 of 10 patients
(Patients #1 - #10) whosae records were reviewed,
This had the potential to resufl in unidentified
pallent post-discharge needs. Findings include;

1. The polfcy Discharge "Planning for Inpatiant
Peychialrlc Patients,” dafed 1/31/12, stated "The
WNursing Admission Assassment and all
subsequent multidisciplinary evaluations and
agaessments wiil contain trlgger questions to
identify the patlent's need for referrals fo other
members of the healthoare team,” The policy did
not identify these "rlgger questions” and did nol

LABORATOH 5? GTOR'S ‘Ofrﬂ(;\ﬂ?vs PPLIER REPRESENTATIVE'S SIGNATURE THLE (%@ DATE
i~ 7]
Sdlagy L. @(ﬁ{’ CED O 23.4

Any deficleney stafombet ending with an asterisk (*) denctes a deflclensy which the Institution may bas excused from corracting providing it fe determined that
olher safeguards provide sufficlant protection to the pafients. {See inslruclions.) Except for nursing humes, {he findings stated above are disciosable 99 days
following the date of autvey whethar or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following tha dals these dooumants are made available to the faciiity. If doficlenolas are ¢iiad, an approved plan of cosraction Is tequisite to continusd

program particlpation.

FORM CMS-2667(02.80} Previous Varslons Obsolela Bvent ID; DUD211 Faclfity ID; IDDKOT 1f condnuation sheel Page 1 of 6




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

PRINTED: 02/19/2013
FORMAPPROVED
OMB NO, 0238-0391

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA
- { AND PLAN GF CORRECGTION IDENTIFICATICN NUMBER:

130007

(X2} MULTIPLE CONSTRUGTION
A, BULDING

B. WING

{X3) DATE SURVEY
COMPLETED

"G
(2{08/2013

NANE OF PROVIDER OR SUFPPLIER

ST ALPHONSUS REGIONAL MEDICAL GENTER

STREET ADDRESS, CITY, STATE, ZIP GODE
1056 NORTH CURTIS ROAD

BOISE, ID 83706

(X4 ID
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
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DEFIOIENGY)

Ag12

Continued From page 1

direct staff as to how discharge planning
evaluations would be dosumented so they would
be ldentifiable to staff,

The Blscharge Planning Team Leader was
Interviewed on 2/07/13 beginning at 12:60 PM.
She statad the Information for discharge planning
svaluations was taken from varlous sources. She
confirmed the policy did not identify those
sources or how discharge planning evaluations
were documented. '

2. An identifiable discharge planning evaluation
could not be found In 10 of 10 medical records as
follows:

a. Patlent #1's medical record documented an 18
vear old male who was admitied fo the psychiatric
uhit on 2/01413 and was currently a patient as of
2/06/13. His diagnoses included psychosis and
possible bipotar disordar. His medicat record did
not contain an ideniiflable discharge planning
evaluation,

Patient #1's madical racord was reviswed with the
Discharga Planner of the Behavioral Health Unit
on 2/06/13 beginning at 1:00 PM, She identified
plans for Patient #1's dischargs but she was not
able fo identify the discharge planning evaluation
in the medicai record.

b, Paflent #2's medical record documontad a 34
year old famale who was admitted to the
Behaviorai Health Unit of the facllity on 2/01/13,
Her dlagnoses included major deprassion, rule
out somatization disorder (psychiatric condition
marked by multiple medically unexplained
physical, or somatic, sympioms) and chronic

Agl2

FORM ¢MS-2557{02-99} Previous Versions Obsolete ] Evanl ID:QUD2H

Foellity 1D: IDBKS7 If cantipuation sheat Page 2 of §




PRINTED: 02/19/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 06938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIER/CLIA {%42) MULTIPLE CONSTRUCTION {X3) BATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING c
130007 B. WikG 02/08/2013

NAME OF PROVIDER OR SUPPLIER
ST ALPHONSUS REGIONAL MEDICAL GENTER

STREET ADDRESS, GITY, STATE, ZIiP GODE
1056 NORTH CURTIS ROAD

BOISE, ID 83706

4D
PREFIX
TAQ

SUMMARY STATEMENT QF DEFICIENCIES
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Ag12

Contlnuéd From page 2
neck paln secondary {o surgery.

Patient #2's EMR was reviawed with the Nurse
Manager of the Behavioral Health Unit on
2/07H3, beginning af 8:15 AM. She Identifled
plans for Patient #2's discharge, but was not able
to identify a diacharge planning evaluation In the
récord,

¢. Patient #3's medical record documented a 68
year old female who was admitted to the
psychlatric unlt on 2/03/13 and was currently a
patient as of 2/06/13. Her dlagnoses was:
possible adjustment dlsorder versus major
deprassion. Her medieal record did not contain
an ldentifiable discharge planning evaluailon,

Patlent #3's madical record was reviewed with the
Discharge Planner of the Behavioral Health Linit
on 2/08/13 beginning at 1:00 PM. She identifled
plans for Patient #2's discharge but she was not
able to identify the discharge planning evaluation
in the tnedical record.

d. Patlent #4's medical record dogumented a 63
year old famale who was admittaed to the
Behavioral Health Unit of the Facllity on 2004113,
Her diagnoses included psychotio disorder, rule
out somatic disorder (psyohiatric condition
marked by multiple medlcally unexplained
physical, or somatfc, symptoms), bipolar disorder,
hypertension and disbates,

Patient #4's medical record was reviewed with the
Discharge Planner of the Behavioral Health Unit
on 2/06/13 beginnhing at 1:00 PM, She identifled
ptans for Patlent #1's discharge but she was not
abls to identify the discharge planniiig evaluation

ABi2

FORM GM3.2607(02-08) Previoua Veralons Qhsolate Event ID: OUD211

Facllity 1D; IDDK9? If continuation shaet Page 3of 6
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A 812! Continued From page 3
in the medical record,

a. Pafient #6's iedlcal record documented & 29
year old mate who was admitted to the facility
through the ED on 12/16M2. He was diagnosed
with severe traumatic brain injury refated to
jumping from a moving vehicle, The injury
resuited In surgical intervention, bilateral
craniofomies with remova) of hematoma, (surgical
retmoval of part of the bone from the skull to
oxpose the brain and remove a blood clof). Olher
diagnoses Included a history of schizophrenia and
a sulcide attempt. According to the H&P, dated
1/05/13, Patlent #5 was maoved from the
Meurclogical Floar to the Rehabhilitation Unit on
12/29412. On 1/04/18, he was dischargad from
the Rehabilitation Unit and admitted to the
Behavioral Health Unit. Patient #5 was
discharged from the facility on 1/09/13.

Patlent #6's EMR was reviewed with the Nurse
Manager of the Behavioral Health Unit. An
identifiable discharge planning evaiuation was not
found in the receord.

f. Patiant #8's medical record documentad a 63
yoar old female who was admitted to the
psychiatric unit on 1/23/13 and was currently a
patient as of 2/06/13. Her diagnosis was bipolar
disorder. Her medical record did not contaln an
identifiable discharge planning evaluation,

Patienl #8's medical record was reviewed with the
Pischatge Planner of the Behavioral Health Unit
on 2/08/13 beginning at 1:00 PM. She identified
plans for Patient #6's discharge but she was not
able to dentify the discharge planning evaluation
in the madical record.

Agi2
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Continued From page 4

g. Patlent #7's medical record documeanted a 52
year old male who was transferred to the
Behavioral Health Unit of the facllity from the ED
on 12/21/2. His diagnoses included bipolar
disorder, fast phase manic with psychotic
features, hypertension, diabetes and obasity,
Pattent #7 was discharged from ho facility on
111713,

Patient #7's FMR was reviewed with the Nurse
Manager of the Behavioral Health Unit on
2/07/13, beginning at 8:16 AM. She identifiad
plans for Patlent #7's discharge, but was hot able
to identify a discharge planning svaluation in the
record.

h. Patlent #8's medical record documehted a 56
year old male who was admitted to Behavioral
Health Unit on 1/41/13. His diaghoses Included
schizophrenla by history and psychosis. Patient
#8 was discharged from the facility on 1/28/13,

Patient #8's EMR was revlewsd with the Nurse
Manager of the Behavioral Health Unit on
2/07/13, beginning at 8:16 AM, She Identitied
plans for Patient #8's discharge, but was not able
to tdentify a discharge planning evaluation in {he
record.

1, Patlent #9's medical record documented & 34
year old tmale who was admitted to the Behavioral
Health Unit of the facility on 12/06/12. His
dlagnoses included schizo-affective disorder,
bipolar type and history of polysubstance abuse.
Patient#9 was discharged frotn the facliity on
12112112, )

AB812

FORM GM8-2507{02-98) Provious Verslons Obsolele Event 10:QUD21{
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Continuad From page §

Patient #9's EMR was reviewed with the Nurse
Manager of tha Behavioral Haalth Unit on
210713, beginning at 8:15 AM, She Identified
plans for Patient #2's discharge, but was not able
fo Idenfify a discharge planning evaluation in the
record,

j. Patlient #10's medical record documented s 24
year old male who was admitted fo the Behavioral
Health Unit on 11/06/12, His diagnoses included
major depression, recurrent, merijuana abuse
and diabetas, Patieni #10 was digcharged from
the facility on 11/08/12.

Patient #10's EMR was reviewed with the Nurse
Manager of the Behavioral Health Unit on
2/07/13, beginning at 8:16 AM, She identified
plans for Paiient #10's discharge, but was not:
able to identify a discharge planning evaluation In
the racord,

ldentiffable discharge planning evaluations were
not included In patlents' medical records,

AB12

FORM CMS-Z607(02-09) Previous Vearslons Obsolste " Event iD:0UD2#

Facllity iR: IDDKO7 ¥f continuation sheet Page Bof 8




Federal Survey Plan of Correction
Saint Alphonsus Regional Medical Center
Complaint Survey Concluded February 8, 2013

Tag Plan of Correction Completion

S Date
AS]% The hospital aust | The Inpatient Counselor Team Lead and corresponding team of Inpatient Counselors (IC) and Clinical | 03/31/13
mclude the discharge Resource Associate (CRA) developed and implemented the plan of correction related to the tag A811
planning evaluation in the | (A812 in the report). The Team Lead led the group in developing a written document that delineates
patient’s medical record requirements for the documentation of the discharge planning evaluation for use in establishing an
for use in establishing an | appropriate discharge plan. The documentation requirements were completed on 2/25/13.
appropriate discharge Requirements were defined for the Initial Assessment and Plan, Reassessment/re-evaluation,

plan,

Implementation/Coordination of Care and the Final Discharge Plan.

Initial Assessment and Plan: Will be completed by an IC and documented in the Care Management
Initial Form within the patient electronic medical record. Patient and/or caregiver, as appropriate, will
be included in the Discharge Evaluation discussion. The initial assessment will include, at a minimum:

1} Current Living situation.

2) Initial and, if appropriate, backup plan for discharge living situation.

3) Evaluation of current providers and services.

4) Access to medications.

5) Assessment of any concurrent medical conditions requiring additional resources.

§) Patient and/or caregiver’s ability and willingness to participate in the plan.

7) Documentation regarding discussion of the initial plan with patient and/or caregiver.

Reassessment and re-evaluation: The initial assessment and plan will be reviewed by the Multi-
disciplinary Treatment Plan Team. (TPT) and by the CRA. The TPT will reassess/re-evaluate current
patient needs for discharge and will decument any changes to the initial assessment and plan in the
Care Management Ongoing Form. The CRA will review the plan and re-assessment with the patient as
appropriate,

Implementation/Coordination of Care: Documentation of the following will be included in the Care
Management Ongoing Form:
1} Services and referrals that have been. set up (contacts, phone numbers, time frames, and why
service is needed).
2) Involvement of family and/or community services.
3) Insurance coverage/benefits, if applicable.
4) Documentation of patient choice of providers and services, when applicable.




Federal Survey Plan of Correction
Saint Alphonsus Regional Medical Center
Complaint Survey Concluded February 8, 2013

Tag

Plan of Correction

Completion
Date

Final Discharge Plan: The final plan will be documented in the Care Management Ongoing Form, and
will include discharge location and any updates to the discharge plan. Follow-up appointments,
resources, medications, and education will be documented in the Depart section of the electronic

‘1 medical record and a copy given to the patient or caregiver.

The Inpatient Counselor Team Lead will meet with IC and CRA staff members in March, 2013 to
provide education on the documentation requirements. An audit tool will be developed to be used to
monitor compliance with the documentation requirements. At the meeting, the team will decide on the
number of audits per week each team member witl complete. The data from the audits will be
summarized, analyzed and feedback will be provided to staff members. The audit results will be sent to
the Director of Health Information Management to be included in the process for overall evaluation of
the medical record.

The Inpatient Counselor Team Lead is in the process of revising the Behavioral Health Discharge

Planning for Inpatient Psychiatric Patients policy. Full revision will be completed by March 31st, 2013.

The policy will describe the required components of a discharge plan and the ongoing discharge
planning quality monitoring process. Audit results will be reviewed on a quarterly basis.

The Inpatient Counselor Team Lead is responsible for the implementation of this plan of correction.




_ .RICHARD M, ARMSTRONG —Dlrector . _ — - —

IPAHO DEPARTMENT OF
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DEBRA RANSOM, RN, RH.LT,, Chief
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P.0. Box 83720

Belse, (D 83720-0009
Tt PHONE 2083346626

FAX 208-364-1388

C.L. “BUTCH? OTTER - Governor

March 15, 2013

Sally Jeffcoat, CEO

St, Alphonsus Regional Medical Center
1055 North Curtis Road

Boise, ID 83706

Provider #130007

Dear Ms, Jeffcoat:

On February 8, 2013, a complaiﬁt survey was conducted at St. Alphonsus Regional Medical,
Center, The complaint allegations, findings, and conclusions are as follows:

Complaint #1D00005870

ALLEGATION #1: The family members of patients were not informed of patients' status and
allow to participate in care planning,

FINDINGS #1: Anunannounced survey was conducted at the hiospital from 2/06/13 through
2/08/13, Surveyors reviewed medical records, administrative documents, and hospital policies
related to patient rights and discharge planning. Patients on the Behavioral Health Unit were
interviewed about discharge planning and their rights as patients, including the right of patients
and familieg to participate in planning for their care. Staff from the Rehabilitation Unit and
Behavioral Health Unit were interviewed during the survey, as well,

The records of five current patient records and five closed patient records from the Behavioral
Health Unit were reviewed. Some medical records documented patients who were admitted
directly to the Behavioral Health Unit, while others documented patients who were transferred fo
. the Behavioral Health Unit from various units in the hospital.

One medical record reviewed documented a 29 yeat old male who was admitted fo the facility
through the Emergecy Depattment on 12/16/12. He was diagnosed with severe trawmatic brain




Sally Jeffcoat, CEO
March 15, 2013
Page 2 of 8

injury related to jumping from a moving vehicle, The injury resulted in surgical intervention,
————-bilateral-craniotomics-with-removal of hematoma-—Other-diagnoses-included-a-history of -
‘ schizophrenija and suicide attempt. According to the paticnt's History & Physical examination,
- e dated 1/05/13, the patient was-moved-from the facility's-Neurclogical Floorto-the Rehabilitation. -
Unit on 12/29/12. On 1/04/13, he was discharged from the Rehabilitation Unit and admitied to

the Behavioral Health. Unit.The patient-was.discharged from the facility on. 1/09/13.

The medical record contained documentation entered by an Occupational Therapist during the
time the patient wag on the Rehabilitation Unit. On 12/31/12, the Occupational Therapist
documented a conversation with the patient's mother. The note stated the patient's mother
expected the patient to go to the Behavioral Unit soon. The note stated the patient's mother had
been trying to coordinate admission to the Behavioral Health Unit, just prior to his injury.

An occupational therapy note, dated 1/01/31, documented the therapist attempted to see the
patient on 2 occasions. The note stated the patient's mother was present and the patient was
found to be sleeping. Documentation included the patient's mother was uncomfortable taking the
patient home and wanted to discuss concerns with the Social Worker. The Occupational
Therapist documented he informed nursing staff of the mother's request. The nofe indicated the
patient roused and completed self care, but refused to participate in other tasks. The note stated
the patient was observed ambulating and was oriented and recalled the therapist's name.,

Another occupational therapy note, dated 1/02/13, stated the patient's mother indicated she was
not comfortable bringing her son home and requested his mental health issues be further
addressed in a behavioral health setting.

The medical record from the time the patient was on the Rehabilitation Unit included
documentation entered by a Social Worker. A noted, dated 1/02/13, documented the Social
Worker met with the patient's mother to discuss "transition to more mental health focused
placement." The note documented the patient was placed on "MD hold" the previous evening,.
The Social Worker documented she had contacted another local psychiatric facility wherea
program existed that would have best met the needs of the patient.  The Social Worker
documented the program would have addressed mental health needs, as well as substance abuse
issues, Documentation went on to state the program could not accept the patient while he had a
PEG (surgically placed feeding tube to the stomach) tube in place. The Social Worker
documented she was exploring other options for placement.

On 1/03/13, the Social Worker on the Rehabilitation Unit documented the patient's mother was

informed of the patient's attempt to elope from the facility. She was informed the physician

entered a mental/legal hold order to prevent the patient from leaving the unit again, Sitters who
. were assigned to constantly observe the patient were ordered and hospital security was informed




Sally Jeffcoat, CEO
March 15, 2013
Page 3 of 8

of the risk of elopement as well,

1Y

A social services note, dated 1/04/13, indicated the patient's mother was aware the patient was

being transferzed to the Behavioral Health-Unit of the.facility. The note-stated the patient
handled the news of transfer to the behavioral unit well,

A progress note, dated 1/02/13, entered by a physician who cared for the patient during his time
on the Rehabilitation Unit, documented "The patient seems to be doing extremely well from a
traumatic brain injury standpoint. It appears that the majority of his issues are psychiatric,"

On 1/03/13, a physician who cared for the patient during his time on the Rehabilitation Unit

. documented "The patient did not meet the 3 houts, as he has been refusing therapy. As
mentioned above, we are working on getting him into the Psychiatric Unit as it appears his

psychiatric diagnosis has more pressing issues as it is keeping him froin therapy participation.®

Another rehabilitation note by a physician, dated 1/04/13, documented "He has not really been
participating well here in Rehabilitation and does not really have much in termg of rehabilitation

needs."

The medical record also contained communication notes from the Behavioral Health Unit that
were documented by the Social Wotker/Discharge Planning Team Lead. A note dated 1/08/13
documented a conversation with the patient's mother, The note discussed the patient's mother's
frustration because the patient was transferred to the Behavioral Health Unit, The note stated the
Social Worker explained there was no choice once the patient was placed on a mental/legal hold.

The Social Worker, who was assigned to the Rehabilitation Unit and communicated with the
patient's mother, was mterviewed on 2/17/13, beginning at 1:35 PM. She reviewed the patient's
medical record and stated she remembered the patient and the patient's mother, She remembered
speaking with the patient's mother by phone and in person about the patient's condition. She
stated the patient was disinterested in the activities/therapies on the Rehabilitation Unit and was
not participating. The Social Worker recalled the patient's mother initially being upset about the
patient leaving the Rehabilitation Unit, but said the patient's mother was aware of the patient’s
lack of participation in therapies and his attempt to elope, The Social Worker stated the patient's
mother was aware that other local psychiatric programs would not accept the patient until his
PEG/feeding tube was removed.

The Social Worker/Discharge Planning Team Leader, who was assigned to the Behavioral Health
Unit, was interviewed on 1/07/13, at approximately 10:45 AM. According to the Social Worker,
family members are routinely involved in the care and discharge planning for patients, She
reviewed the patient's medical record and stated she remembered the patient and his mother, The
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Social Worker said the patient's mother was involved with the care of the patient, including
discharge planning, She recalled speaking with the patient's mother about his status and
discharge planning needs. She stated it was her impression that the patient's mother was

involved in his-care.

Current patients were interviewed during the survey about the opportunity of patients and their
families to participate in care planning. According to the patients, they felt the staff involved
them in their plans of care. Two of the patients interviewed spoke specifically of family
members being involved in their care from the time they were admitted. All patients who were
interviewed stated the nurses, therapists and physicians maintained frequent contact with them
and encouraged participation in planning for their care. '

It could not be verified that family members and guardians were not involved in planning for the
patients' care and provided updated information regarding patients’ status.

CONCLUSION #1: Unable to substantiate. Lack of sufficient evidence,
ALLEGATION #2: The facility did not honor guardians’ requests.

FINDINGS #2: Anunannounced survey was conducted at the hospital fiom 2/06/13 through
2/08/13, Surveyors reviewed medical records, administrative documents, and hogpital policies
related to patient rights and discharge planning. Patients on the Behavioral Health Unit were
interviewed about discharge planning and their rights as patients, including the right of patients
and families to participate in planning for their care. Staff from the Rehabilitation Unit and
Behavioral Health Unit were interviewed during the survey, as well.

Five current patient records and five closed patient records from the Behavioral Health Unit were
reviewed. Some medical records documented patients who were directly admitted to the
Behavioral Health Unit, while others documented patients who were transferred to the
Behavioral Health Unit from various units in the hospital.

One medical record that was reviewed documented a 29 year old male who was admitted to the
facility through the Emergency Department on 12/16/12, He was diagnosed with severe
traumatic brain injury related to jumping from a moving vehicle. The injury resulted in surgical
intervention, bilateral cranictomies with removal of hematoma, (surgical removal of part of the
bone from the skull to expose the brain and remove a blood clot), Other diagnoses included a
history of schizophrenia and suicide attempt. According to the History & Physicial, dated
1/05/13, the patient was moved from the facility's Neurological Floor, to the Rehabilitation Unit
on 12/29/12. On 1/04/13, he was discharged from the Rehabilitation Unit and admitted to the
Behavioral Health Unit. The patient was discharged from the facility on 1/09/13.
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The medical record contained a document, "LETTER OF TEMPORARY GUARDIANSHIP."
The document inidicated the patient was appointed a temporary guardian on 1/04/13, The

— — document included "The temporary-puardianship-confers the-power-and dutyof (fempozary
~ guardian's name) to access, use, and disclose individually identifiable health information or other
medical records of (patient's name)." A date stamp at the bottom of the document showed the
facility received a copy of the document on 1/04/13.

The medical record contained another document, "ORDER APPOINTING TEMPORARY
GUARDIAN FOR ALLEGED INCAPACITATED PERSON." Documentation stated the
request was filed with the District Court on 1/03/13 and went on to state "Petitioner, (temporary
guardian's name}, is hereby appointed as temporary guardian of (patients name), to serve in such
capacity for a period up to ninety (90) days." A date stamp at the bottom of the document
showed the facility received a copy of the document on 1/08/13.

A communication note in the patient's record, dated 1/08/13 and entered by the Social
Worker/Discharge Planning Team Lead Team assigned to the Behavioral Health Unit,
documented a discussion with the patient's mother/temporary guardian, The note included
confirmation that the patient's "mother holds legal guardianship...” Additionally, the note
documented a conversation about possible discharge planning options, indicating the mother's
involvement in care/discharge related decisions.

The Nurse Manager for the Behavioral Health Unit was interviewed on 2/07/13, beginning at -
8:15 AM. She reviewed the medical record and was able to recall the patient. She stated the
patient's mother was awarded temporary guardianship during the patient's hospitalization on the
Behavioral Health Unit, When reviewing and discussing the temporary guardianship paperwork
found in the patient's record, the Nurse Manager said the initial temporary guardianship
paperwork, received by the facility on 1/04/13, only allowed the temporary guardian to access,
use and disclose the patient's identifiable medical records and health information, She said the
patient's mother became upset when the patient was allowed to make decisions about his own,
care, such as signing a medical release to allow the discharge planner to forward the patients
medical records fo another psychiatric facility for potential placement, The Nurse Managex
stated the facility forwarded a copy of the document to their legal department for clarification of
the language and intent, She went on to say the legal department confirmed the document only
allowed the temporary guardian access to medical records/health information,

The Nurse Manager stated the unit later, on 1/08/13, received a copy of the second document
related to temporary guardianship. She said the facilify undexrstood the second document,
"ORDER APPOINTING TEMPORARY GUARDIAN FOR ALLEGED INCAPACITATED
PERSON," awarded full, temporary guardianship to the patient's mother, She said though the
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facility honored the mother's temporary guardianship, the facility was also required to enswre the
rights of the patient, She stated the patient had a right to participate in his treatment/care. The
Nurse Manager recalled disagreement between the patient and his mother related to the patient's

——discharge plans—She stated the patient's-mother preferred-the-patient-was transferred-to-ai
in-patient chemical dependence setting, but the patient did not wish to be involved in an
in-patient setting. Nor did he wish to be involved in chemical dependency treatment according to

the Nurse Manager.

Evidence reviewed during the survey indicated the facility honored patients' 1ights, verified the
Janguage and intent of temporary guardianship documents, and involved patients and temporary
guardians in patients' plans of care. Therefore, the allegation that the facility did not honor
guardian's requests could not be substantiated.

CONCLUSION #2: Unable to substantiate. Lack of sufficient evidence,

ALLEGATION #3: The facility did not provide adequate discharrge planning.

FINDINGS #3: An unannounced survey was conducted at the hospital from 2/06/13 through
2/08/13. Surveyors reviewed medical records, hospital policies related to patient rights and
discharge planning and administrative documents, Patients on the Behavioral Health Unit were
interviewed about discharge planning and their rights as patients, including patients and families
opportunity to participate in patients plans of care. Staff from the Rehabilitation Unit and
Behavioral Health Unit were interviewed during the survey as well.

Five curtent patient records and five closed patient records from the Behavioral Health Unit were
reviewed. Some medical records documented patients who were directly admitted to the
Behavioral Health Unit, while others documented patients who were transferred to the
Behavioral Health Unit from various units in the hospital.

One medical record that was reviewed documented a 29 year old male who was admitted to the
facility through the ED on 12/16/12. He was diagnosed with severe traumatic brain injury related
to jumping from a moving vehicle. The injury resulted in surgical intervention, bilateral
craniotomies with removal of hematoma, (surgical removal of part of the bone from the skull to
expose the brain and remove a blood clot). Other diagnoses included a history of schizophrenia
and suicide attempt. According to the H&P, dated 1/05/13, the patient was moved from the
facility's Neurological Floor, to the Rehabilitation Unit on 12/29/12. On 1/04/13, he was
discharged from the Rehabilitation Unit and admitted to the Behavioral Health Unit. The patient
was discharped from the facility on 1/09/13.

The medical record contained communication notes from the Behavioral Health Unit that were
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documented by the Social Worker/Discharge Planning Team Lead. A note dated 1/08/13
documented a conversation with the patient's mother. The note discussed the patient's mother
was frustrated because the patient was transferred to the Behavioral Health Unit, The note stated

hold. The note indicated the Social Worker agreed fo follow up on the mother's request for the
patient to return to the Rehabilitation Unit once the mental/legal hold was discontinued.

A communication note in the patient's record, dated later in the day on 1/08/13 and entered by the
Social Worker/Discharge Planning Team Lead Team, documented a discussion with the patient's
mother/temporary guardian. The note included confirmation that the patient's "mother holds
legal guardianship..." Additionally, the note documented a conversation about possible discharge
planning options, indicating the mother's involvement in care/discharge related decisions.

On 1/09/13, the Social Worker/Discharge Planning Team I.ead documented a conversation with
the patient's mother/guardian related to discharge plans. The documentation indicated various
discharge treatment options were discussed. The note documented referral information was sent
fo several local facilities, in-patient and out-patient, The note went on to state that the Social
Worker attempted to contact the patient's mother again to update her related to potential referrals
and time for discharge, but was unable to reach her, The note stated a detailed voice mail
message was left for the patient's mother.,

A later note on the same day, 1/09/13 and entered by a RN, discussed the patient’s discharge.

The patient was discharged to the care of his mother, the temporary legal guardian, The note
documented discharge instructions were discussed with the patient and mother at the time of
discharge, Discharge instructions included referral to a local facility for medication management
and out-patient services, including counseling. Medications were discussed, and written
prescriptions were given to the patient and patient’s mother.

Curent patients were interviewed during the survey about discharge planning. According to the
patients who were interviewed, they felt their discharge needs were being addressed. Patients
also confirmed discharge planning began soon after they were admitted to the unit,

Although it could not be proven that the facility did not provide adequate discharge planning, a
related deficiency was cited at 42 CFR 482,43(B)(6) related to the facility’s failure to consistenily
document discharge planning evaluations in all medical records that were reviewed during the
survey, It was found that 10 of 10 medical records reviewed, including the record of the patient
referenced above, lacked an identifiable discharge planning evaluation.

CONCLUSION #3: Unable to substantiate, Lack of sufficient evidence.
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No further action is required by the facility, as the hospital has already provided a plan of
correction to the deficiency cited. Thank you for the courtesies and assistance extended to us

during our visit.

Sincerely, .

GARY_'GYHLES SYLVIA CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care

SC/




