/\’\ V ONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIE%&@H]GM\EQ &ﬁﬂﬁpﬁ%ﬁ"iﬁ% LItﬂ)YfNG
HC 2 South, 280 State Drive
Waterbury VT 05671-2060
http://www.dail.vermont.gov
Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343
Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

October 24, 2018

Ms. Jill Berry Bowan, Administrator
Northwestern Medical Center Inc
133 Fairfield Street
Saint Albans, VT 05478-1726
Provider ID #: 470024

Dear Ms. Berry Bowan:
The Division of Licensing and Protection completed a survey at your facility on September 12, 2018.
The purpose of the survey was to determine if your facility met the conditions of participation for Acute

Care Hospitals found in 42 CFR Part 482.

Following the survey, your facility submitted a Plan of Corrections (POC) which was found to be
acceptable on October 24, 2018.

Sincerely,

Suzanne Leavitt, RN, MS
State Survey Agency Director
Assistant Director, Division of Licensing & Protection

Enclosure

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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| CFR(s) 482.13
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A hospilal musl| prolecl and promote each
i patient’s rights.

T This CONDITION is not mel as evidenced by

} Based on obsevations, interviews, and record

| reviews during the course of the complairit
investligation, the Condition of Participation:

| Patient Rights was not met as evidenced by the

| hospltar's failure to provide sufficient interventions
! to ensure each patient's rights were prolecled.

Refer 1o

| A144 Failure to ensure that palients have the
- right to receive care in a sale selting

' A154 Failure lo ensure palients were free from
coercion by stalf, that restraints were
appropriately applied as evidenced by the use of
. handcuffs, and that comprehensive assessmenls
- of a patients far the use of bolh chemical and
physical restraints were completed
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a6 | SUMMARY STATE MENT OF DEFICIEMCES o | PROV.DERS PLAN OF CORRECTION (5
PREF'X (EACHCEFCIENCY MUST BE PRECEDED BY FULL : PREF:X (EACH CORRECTIVE AZTION SHOULD BE COMPLETIGH
e | RECULATORY CR LSC /ZENTIFY (MG INFORMATION) : TAG : CRGSS REFERENCED T THE APPROPRIATE DAE
| CEF CIEMZY|
] . :
AODO INIT'AL COMMENTS . A000
i Anunannounced on-site investigation of i
| complaint #16904 was conducted on 9/10/18 5
through 9/12/18 by the Division of Licensing and :
| Proteclion. As a result of the investigation, g
| regulatory violations were identified. | :
i I :
i Based on the infarmation gathered, the hospital i
was determined not to be in comphiance with the i
| Federal Condilions of Participation for Acute Care ;
| lHospttals to include CoP Patient Righls and
Emergency Services, ; !
A115 PATIENT RIGHTS . A5

aAA |
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{X4) 1D SUMMARY STATEMENT OF DEFICENCIES D PROVIDER'S PLAN OF CORRECTION (x3)
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TAG REGULATORY OR L5C IDENTIFYING FORMATICN) TAD CROSS REFERENCED TO THE APPROPRIATE DATE
DEFCENCY}
A 115 | Continued From page 1 A 115
A174: Failure to ensure that resirainis were
discontinued at the earliest possibie time.
A179° Failure 1o show evidence thal a physician,
licensed independent provider (LiP), and/or
trained registered nurse  (RN), had conducted a
ane hour face to face assessment after initlation
of a chemical anc/or physical restrain, o
A144| PATIENT R\GHTS CARE IN SAFE SETTING A144 See attached

CFR(s) 482.13(c)(2)

The patlenl has the right 1o recelve care in a safe
sefling.
This STANDARD Is not mel as evidenced by
Based on observatlon, interview, and record
review the haspilal failed to assess for lhe use of
an electric bed for a psychialric patient who had
access lo bed controls and who was able to
mobllize the bed lo ulllize as a barficade; fatled to
ensure rooms which were occupied by psychlatric
palients were lree of equipment and items that
could cause seif-harm or harm to slaff; and falled
to momitar visitors resulting in inappropriate
behaviors with the potential 1o cause increased
agltation and potentlal for harm for 3 of 10
applicable patients (Patient #1, Patient #3, and
Patlent #4). Findings include

1. Per review of a nursing tnage note from
7/31/18, Patlent #1 arrived at the the Emergency
Department (ED) at 12 38 PM by a Northwestem
Counseling and Support Services (NCSS)
clinician who advised that the patient was
experiencing psychosis and needed medical
clearance. Upon review of the physician's
progress noles from 7/31/18, the patlent was
medically cleared and awaiting placement for
Inpatient treatment at a psychiatric facility. Per
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A 144 Continued From page 2 ; At44)

| feview of the nursing pragress noles lrom 8/2/18
al 8 30 AM, "Pt (patien) sitling on foar pushing
' bultons on the bed, pt then unlocked the bed
This RN (Registered Nurse) lold pt lo stop
pushing the buttons on the bed and leave the bed
locked in place. This RN wenl around 1o the right ‘
| side of the bed and locked the bed. Pt grabbed | :
lhe lower left safety fail and began shaklng the i
rail. Security officers x 2 went into room pt then
: grabbed the side rail and shoved the bed across
i the room  Securily officers wrestied pt to the | ;
- ground and pinned pt down on the groeund. RN | :
called the police for assistance”, Upan lurther |
review of the nursing progress noles, al 8 40 AM.,
4 palice officers and 3 security guards were at the
| patent’s bed side and the crisis clinician was i :
cailed to evaiuate the patienl. Al least one police i i i
officer and two security guards remained at the E
| patient's bedside until approximately 11 30 AM |
i Per interview on 9/12/18 at 8 47 AM with ED RN
' #1, s/he stated Ihat a safe environment meant |
that prior 10 & patient entering the rmom; it would \'
| be cleared of any items/objects that could be ‘
used to harm one-self and/or olhers. S/he stated i
that s/he helped to prep the room for this patient
lo ensure that the roorn was safe due to the
. patient’s potentiaily volatile state. Sihe stated Ihat
patienis who had a longer length of stay in the ED
were maved mio the room with a hospilal bed for
their camfort. Sthe confirmedi that the patient
unlocked the bed and shoved it across the raom
crealing a potential barricade and that s/he failed
to complelely assess the bed as a polential safety
hazard. Si/he stated thal lhe patient had episodes
inwhih s/he had escalated quickly and became
violent Sihe stated that the palient had
assaulled secunty guards at least 2 times prior lo
this incident and that the police had been called
 for stafl and other patients' salely
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A 144 Continued From page 3 i A144

| 2. Patient #3 was admatled lo the ED on 9/8/18 ;
with a psychatric disgnosis of bipalar and a
| history of noncompliance with prescribed
| medicalion and treatment. Priof to admission,
| Patient #3 was demonstrating erratic and severe
agitat'en requiring emergency intervention by law
enforcement. Patien #3 was evalualed by a
| Crisis screener from NCSS and it was
i determined s/he was in need of psychialric
hospitalization under involuntary status.
| Admission to a paychiatric hospital was pending
| due 1o a lack of bed avatlability. While awailing :
placement, Patient #3 was heid in the Emergency ; |
| Depaniment (ED) tor 10 days and experienced ;
| épisodes of agitalion, mania, delusions, resisting
care, threalening stalf. refusing medication and
tequired restraints and involuntary emergency
| medicalion. During this period of ime, there was !
a failure of ED staff to ensure care was provided i
“in a safe selting. i

a). Patlent #3 was permilted visitors to include a
' significant other who 6n 9/9/18 increased Patient
#3's agitation resutting in hypersexual behavior,
During a tour of the ED with the ED nurse
manager on 9/10/18 af 2:20 PM, Shenti's
depantment slafl were observed silling outside
Room #9 and Patient #3 was obsesved laying on
a strelcher in a darkened Room #9 with
significant other laying beside the patient with
arms partially covered by a sheel. The ED nurse
manager acknowledged what was observed was
inappropriate and unsafe. After the surveyors
observation, ED Physician Documeniation for
9/10/18 a1 15 40 states the palient's sighifican
olher ", presented back to the emergency
depanment and climbed on the siretcher and was
an lhe strelcher snuggling with het/him....."" The
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D § PROVICER'S PLANCF CORRECTION
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TAG ! CROSS REFERENCED TO THE APPROPRIATE

CEF C ENCY;
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P OCOMPLEIEH

oate

T
A 144 Continued From page 4

signiicant other was informed Palient #3 had an
acute psychiatric iliness and "' . it was unsafe for
her/lim ta be on the stretcher " with Patient #3
b). Per Ongoing Care Note dated 8/09/18 at
1801, Security was called to Patienl #3's room
because patlent was throwing things. Patlent had
been provided a water bollle which s/he gestured
lo throw al stall and was allempting to reach for

| Ihe vital signs monilering equipment atlached fo a

| mabile po'e thal had been left in Patient #3's
room f the patient had obtained access to the
monitoring equipment, the potential for harm
could have resulted with injury 10 stalf and/or the
patient. Per interview on 9/11/48 at 3 50 PM the
ED nurse manager confirmed the vital signs
monitoring equipment should not have been left
in Patient #3's room due 10 a safety risk and

: potential for harm.
¢). Per Ongoing Care Note/Nursing Mental Health
Documentation dated 9/9/18 at 22 30, Patient #3

| was found with a black garbage bag wrapped
around his/her wiist. Despile the fact Palient #3

| was deluslonal with unpredictable behaviors,

| salely checks conducted by ED stalf of Patient

H3's assigned ED room noted a failure 10 identity
the imponance of removing all p'astic bags which
could be used lor seif harm

3. Per record review on 8/4/18_ Patient #4 was
brought 1o the ED with suicidal idealion’s. Per
review of nursing progress notes for Patient #4 at
1005 PM, the patlent was refusing to give up
hisfher belongings The patient was informed that
itwas Ihe hospital policy that for anyone coming
in with suicidal ideation's, s/he would need to
change inlo a gown for his/her salety A1 10 45
PM, the patien| asked far a sancwich and a drink.
At 10 58 PM, the patient had atlempted to leave
the facility and the physician informed the patient
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TAG

SUMMARY STATEMENT OF DEFICENCIES
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TAQ CROSS REFERENCED TO THE APPROPRIATE oate
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A144

A 154

Caontinued From page 5

that s/he was not allowed lo leave unlll s/he had
been evaluated by crisis. The patient eventually
agreed lo put on gown and remove his/her
belongings. A1 11:10 PM, the patlent was given a
turkey sandwlch, a yogurt, a ginger ale, and 8
bottle of waler. Per Interview on 9/12/1B at
approximately 3.00 AM with a RN, the ED Nurse
Manager, and Manager of Regulalory Affairs, they
confirmed that a water baltle cap could be used in
a polentially harmful way and that Patient #4
should not have had a water boltle at his/her
bedside while on sulcide precautions.

Per review of the policy, "Suicidal or Emoticnally
Hll Patient, Care of, C. Procedure for Malntalning a
Safe Environment, 7. Remove the following items
if present In the room: a. phane, b. call bell, c.
hygiene supplles stored in bathroam, d. trash can
liner, e. laundry hampers, 1. all sharps or potentiat
sharps from patlent raom, g. all cords farm reom
BP machine, phone, call light (replace with
dummy plug), suction tubing, 02 tubing, elc. when
not medically necessary, h, ail non-essenilal
{umniture from roam (waste baskets, chairs, night
stand, linen receplacles, eic.)".

USE OF RESTRAINT OR SECLUS!ON

CFR(s) 482.13(e)

Patient Righis' Restraint or Seclusion Al
patients have the right 10 be free from physical or
menial abuse, and corporal punishment All
patients have Ihe right to be free from restraint or
seclusion, of sny form, Imposed as a means of
coerclon, disclpline, convenience, or retaliation by
staff. Restraint or seclusion may only be imposed
to ensure the Immed.ate physical safety of the
patient, a staff member, or others and must be
discontinued at the earliest possible time.

Al44

A154 See attached
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| This STANDARD is not mel as evidenced by

| Based on interview and recard review the

| hospital failed to ensure that patients were free

| from stalf coercion regarding the use of police
presence in the emergency department when

| they were not cooperative and for the purpose of
{ submitting to Involuntary medication failed to

? appropriately use a restraint as evidenced by the
' use of handculfs and failed to conduct a

| comprehensive assessment for the use of a

| chemical and/or physical restrant for 2 of 10

' applicable patients (Patient #1 and Patient #3)
Findings include

1. Per review of nursing progress noles from

8/1/18 al 4 55 PM, Patient #1 tried to leave

histher ED room. Security had asked the patient

to return lo the room and the patient had refused

| The patient started 1o push past the security

ofticer and the officer stepped in front of the

| patient. The patient grabbed a keyboard from the
computer ouislde his/her door and struck the

i screen of the computer several fimes. and then

' struck the keyboard on the wall. Security

| grabbed the patient and they wrestled around int

{ the room with the securily officer Nitting hia/her
head on the wall during the interaction.
Eventually, the securily officer was abls to gel the

| patient on to the hospital bed and the patient
calmed. The local police and crisis were called
A13 0D PM the paolice were at the patient's
bedside. AtS3 40 PM, crisis was in the room
evaluating the patient. At 6 00 PM, the police

| remained at the patient’s bed side AL 8 00 PM,
the police infarmed the sfalf Ihal they were shont
staffed, "administration contacted to have officers
on standby, pt calm at this lime . . awaiting catl

| back from administration for further pian af

i
:

x4 0 SUMMARY STATEMENT OF DEFICENZES c PROVIDER'S PULAN CF CORRECTION ] (x5
PREFX | (EACH DEFICIENSY MUST BE PRECEDED BY FULL PREFiIX (EACH CORRECTVE ACTIIN SHOULD BE | COMAETON
A5 REGULATORY OR LEC IDENTIFY NG NFORMATIONj AG CROSS REFERENCED TO THE APPROPRIATE : e
: DEFICIERNCY}
i :
- !
i i !
A 154 | Continued From page & A 154
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- Securily support®. Al 8 45 PM, "sleeping awailing

| local law enforcement sign on lor bedside

| standby” At 9 30 PM, “security updated an

| patient care plan 1o call PD immedialely if patient
awakens". At 11:30 PM, “pd arrived briefly for

| assessment of pt. pt awoke momentarlly. pt feil

| back to sleep”. Perinterview on 9/1018 at

| approximately 1:23 PM with the Chief Nursing

| Officer {CNO) and Manager of Regulatory Affairs,
they stated that pclice were only called when the

| stalf was feeling unsafe. The police were not

| utilized 1o manage patents: the police were there

| to support the staff. Cn §/11/18 at approximately

{ 4 00 PM during an Interview with the ED Nurse

| Manager, s/he stated that when police show thelr

| presence, it was comforting fo visitors and other

| patients. Sthe stated that when the situalion gees

| beyond the security guards' capacity the police

| were called, and that generally when the palice

! walk info the depanimenl, patients’ tend 1o change
their aclions,

i Per nursing notes on B/2/18 at 12.15 AM, "2
securily officers continue at bedsida for standby,

: PD and sheriffs unabte to have officer standby
due to stafling. pt sleeping”. On 8/2/18 at 8 30
AM, "Pt (patienl) sitting on floor pushing buttons
on the bed, pl then unlocked the bed. This RN

! told pt to stop pushing the bultons on the bed and
teave the bed locked in place. This RN went
around lo the right side of the bed and locked lhe
bed. P1grabbed the lower lefl safety rall and

| began shaking the rail Security officers x 2 wen!
into foom pt then grabbed the side rail and
shaved Ihe bed across the room. Security
officers wrestled p! to the ground and pinned
down pt down on the ground. RN called the
police for assistance™. Upon further review of the

| hursing progiess noles, al 8 40 AM, 4 police

A 154

A BULEZNG
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A 154 | Continued From page 8 A154

cfficers and 3 security guards were al the
patient's bed side and the crisis clinician was
called to evaluate the patienl At least one police
officer and two secunty guards remained at the
patient's bed side until approximalely 11 30 AM
Per Interview on 9/12/18 at 8:47 AM with ED RN
#1, s/he slated that Patient #1 had episodes in :
which s/he had escalated quickly and became !
vialent She staled that the palient had '
assaliled security guards at leasl 2 times prior ta
this incident and that the police had been called
for slaff and ether patients’ safely

On B/2/18 at 4 15 PM the nursing progress notes i . i
read, "Shortly after this RN leaving room patient i
ran oul of room unprompted without saying
anything and sheriffs tackled patiem to floor
oulside of room and handcutfed” him/her "o
facilitate getting” himher "off the tloor and into the
room ... Palient requesting 1o keep handculfs on i
...This RN told palient would check on" him/her i
"shortly and handcufis would be remaved when” ! i
his/her "meal tray came for dinper”, At 4 45 PM, i
the handcufls were removed by the shenfis. Per
interview on 9/11/18 al approximalely 4 00 PM
with the ED Nurse Manager, s/he stated that the ! |
haspital did not use handcutls as restranis  S/he :
stated that the sialf kept the handcuifs an Patient
#1 bacause s/he had requesled lo leave them on
Per interview on 9/12/18 at 11 22 AM with a ED
RN #3, s/he stated that while the patient was
handcufled, the patient willingly 1ook medcatian
to help him/her calm down. S/he staled thal s/he
had asked the shenffs' to remove the handculfs
from the patient. hewever, the patient requested
to keep the handeulls on  The RN confirmed that
handculls were not an appropriale lype aof
restraint, and that the patient was not given the
optlion to have an appiopriate restrainl applied
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2 Palienl #3 was admulled lo the ED on 9/8/18

| with a psychiatric diagnosis of bipolar and a

 history of noncompliance with prescribed
medication and treatment 1 was delermined

| afler a crisis screening Patlent 3 required

' psychlalric hospilalization. While awaiting
nvoluntary placement, Patient #3 was held in the
Emergency Department (ED) for 10 days and
expenenced episodes of agitation, mania,
delusions, resisling cate and refusing medication.
During this period of time, Patient #1 was
subjected to stall coercion regarding Lhe use of
police presence. On 9/8/18 at 17 00 Patient #3
Nursing Mental Health Decumentation states one
of the ED physicians informed Patient 3 that

| because s/he was ", .acling angry and

| aggressive” stafl will need to administer an

| injection. The note further states . .s/he can

| either sit on the bed and take Lhe injection or s/he
needs o be restrained to the bed and then given
Ihe injection . Pt staled s/he would nol hurt
anyone and wouid be compliant”. Meanwhile at
the time of the discussion and at the entrance 1o
patient’s room stood 3 81 Alban's Police Officers
and 2 county Shenffs. The palient was then
administered the involuntary medication

©On 03/09/18 at 23 00 Nursing Mental Heallh
Documentation stales “ Pt continues lo be
agilated. Walking around room-punching his/her
| istin his/her hand, Discussed with MD Declston
lo medicale--St. Alban's police called stand by
assistance” At 09/05/18 at 23 31 a tollow-up note
stales "Two St Alban's PD and two NMC
Secunly guards at bedside for medication
administration by two RNs-patient cooperative
wilh the RN and team for medication.” Per
 lelephone interview on 9/12/18 at 10 40 AM a

3
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Continued From page 10

securily guard involved in the medication
adminisiration slated ED staff wailed specifically
for the police to arrive for the purpose af "showing
presence” in front of Patlent #3 who did not want
the medication to be administered bui did comply
and allowed staff fo perform procedure. Per
Interview on 9/12/18 at 11:20 AM, ED RN #2
confirmed s/he has called police "...as a back-up
1o our security" and further stated staff would call
police ", 1o be present and once they are present
patients will react.. pallent will calm down and
listen "

PATIENT RIGHTS: RESTRAINT OR
SECLUSION

CFR(s) 482.13(e)(9)

Restraint or seclusion must be discontinued at
the earllest possible time, regardiess of the length
of time Identifled In the crder.

This STANDARD Is not met as evidenced by
Based on slafl inlerview and record review the
hospltal falled 1o ensure resiraints were
discontinued al the earllest time possible for 2 of
10 applicable patlents. (Patlents #1 and #3).
Findings include

1. Per review of the nursing progress noles from
B8/4/18 al 10 40 AM, Palient #1 was pacing In the
room. At 10:55 the "pl walked oul of bedracm
tned fo push past secunty, was assisted la the
Noor by securily and ed lechnician ...police
depariment called, code green called”. Due lo
the patient’s violent and sggressive behavior, the
patient was edministered a chemical restraint of 2
milligrams {mg) Ativan (medicatlon for anxiety) IM
(Intramuscularly) and 10 mg of Zyprexa
(antipsychotic medication) 'M; and bilaleral upper

A 154

A174 See attached
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A174 . Cantinued From page 11
extremity neaprene restraints were applied Al
11 38 AM, the patient was reassessed by the
| nursing staff and was "resting” Al 12 20 PM, the
patient was reassessed and was “resling” Al
| 100 PM, the patieni was "sleeping”. At 126 PM,
| the patient remained “sleeping”. At1 50 PM. the
patient was "resling no acule distress” At 153
PM, the bllateral upper extremity resiraints were
removed. Per interview on 9/11/18 at
| approximately 400 PM with the ED Nurse
| Manager, s/he slated thal restraints should be
removed when the patlent was calm and
cooperalive and no one was in danger  S/he
| confirmed that Patient #1 was noled by the
nursing staff to be "resting/sleeplng” from 11 38
AM until 1 50 PM and that the restrainis were not
removed at the earliest possible time.

2. During the time Patient 43 was held in the ED |
. awailing psychialric placement, resiraints were ;
| utilized by staff over a period of 2 days After the
f application of bliateral upper extremity resiraints
on 9/8/18 at 20 10, nursing stalf conducled 15
minute observations of Patien! #3 which were
documented within the Reslraint Observation
Sheel . On 9/8/18 at 21 45 "Patien Behavior" is
| documented as "resting” and at 22 00 the patient
was "beginning to fali asleep” At 22 15, 22 45
and 23 00 patient continued 1o sieep and/or
resting At 23 30 23 45. and 09/09/18 at 00 00
00 10 Physical Re-Assessment notes Patient #3
"Is “resting & drowsy™. At 00 29 the right wrist
restraint is removed and the left wris! restraint
remains. After a brief period of agitation, Patient
H3 relurns 1o sleep at 01 15 0130 01 45 and
02 00 Pauenl #3 has penods of agnation but
returns to sleeping/resting and at 04 10 although
cooperalive, nursing reapplies the right wrist
resiraint and removes the left wrist restraint

A174
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From 04 16 through 05:30 Patlent #3's behawvior
was again described as "resting” and “steeping”.
Patient remalned in 1 restrant and continued ina
patlern of some agitation associated with the
resiralnt followed by sleeping which continued
from 08B 45 through 11:34 durlng which time the
patient’s behavior was documented as "resting”. It
was not until 3.00 on 8/9/18 that the patient was
freed from the 1 extremity restraint. There was a
lack of evidence 1o dermonstrate Patient #3
remained a threal {o Ihe Immediate physical
safely of sell or others specilically when Patient
#3 remained calm, resting and or sleeping for
perlods greater than 250 hours. g
A 175 | PATIENT RIGHTS. RESTRAINT OR A179 See attached

SECLUSION
GFR(s) 482.13(e)(12)

(the patiert must be seen face-to-face within 1
hour after the Initiatlon of {he infervention - )

§482.13(e)(12)(li)To evaluale -

1. The patient’s immediale situation;

2. The palient's reaction fo the intervention;

3. The pallent's medical and behavioral condttlon;
and

4, The need fo continue or terminate the restraln
or seclusion.

This STANDARD is not met as evidenced by
Based on Interview and recard review the
hospital failed lo show evidence that a physician,
licensed independent provider (LIP), and/ar
trained registered nurse (RN), had conducted a
one haur face lo face assessment after initiation
of a chemical and/or physical restraint for 2 of 30
applicable patients (Patient #1 and Patient #3).
Findings include
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1. Per review of 1he nursing pragress notes firom
| B/4/18 al 10 40 AM, Patient #1 was pacing I the
. raom A1 10 55 the "pt wa ked cut af bedroom
tried to push past securily, was assisted lo the
floor by securlly and ed technician  police
department called, code green called", Due to
lhe patient's viclent and aggressive behavior, lhe
patient was adminisiered a chemical restraint of 2 i
miligrams (mg) Ativan (medication for anxiety) M .
| (intramuscularly) and 10 mg of Zyprexa 5
, (antipsycholic medicatian) (M, and bilateral upper :
- extremily neoprene restraints were applied. Per
review of the physician progress notes from
. 814718, there was no evidence that a one hour §
face to face assessment was done for Patient #1
after chemical and physical restrainls were
 applied. Per interview on 9/12/18 at ¢ 14 AM with
| the Manager of Regulatory Affairs, sthe confirmed
lhal there was no evidence Lhal a one hour face
lo lace assessmint was done lor Patient #1 by a
physician after chemical and physical restraints
wefe applied

2. Although the documentation ttled Physician

| Orders Restaini stale fo1 "Violeny/Behavioral

| Standard” "Physitian must assess patient

' face-1o-face and sign order within 1 hour of
resiraint application” Ihefe was no evidence in
Patient #3's medical record o indicate an

assessment was conducted by a physician afler

- lhe application of restrainis on §/8/18 at 20 10

- and chemical restraints at 20 27 Therewas a
farure 10 address the patient's reaction lo the

' chemical and physical restrainls, the palient's
medical and behaviaral condition atter the
application of restraints and the administration of
Zyprexa 10 mg ‘M, and whelher there was a need
to continue the use of resiraints
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A 283 | QUALITY IMPROVEMENT ACT:VIT'ES A 283

CFRIs): 482.21(b)(2)(W), {)(1), (c)(3) See attached

(b) Program Dala
(2} [The haspital must use the data collected 1o -
dess)

(i) Identify opportunilles far Improvement and
changes that wlil lead to Improvement.

(c) Program Activities
(1) The hospitat must set prioritles for its
perlormance improvement activities that—

(i) Focus on high-risk, high-volume, ar
problem-prone areas,

(i) Consider the incidence, prevalence, and
severily of problems in those areas; and

(iii) Affect health outcomes, patlent safety, and
quality of care.

(3) The hospital must take actlions almed at
performance improvement and, after
Implementing those actions, the hospital must
measure s success, and track performance to
ensure thal improvements are suslained,

This STANDARD is not mel as evidenced by-
Based on Interview and record review the
hospital's Quality Assurance and ‘mprovement
Program (QA/P!) failed to analyze the incidence,
prevalence, and (he severity of the use of
chemical and/or physical resiraints in the
Emergency Department and throughout the
hospital, and as a result failed to identify
opportunities for improvement. Findings include

1. Per review of nursing progress notes from
8/2/18, Patient #1 tred 1o leave his/ner ED room
and was tackled to the floor by sheriffs and
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A 283 Continued From page 15

handcuffed The patient wilhngly took medication
to help hwm/her calm down however, had asked

| lo keep the handcuffs on  Per interview on
8/11/18 al approximatety 4 00 PM with the ED
Nurse Manager, s/he stated that the hospilal did
not use handcuffs as restraints and that the
handcuffs were kept on the patient because s/he
had requested 10 keep them on. Per interview on

| /1218 al 11.22 AM with ED RN#3, s/he stated
Ihat s/he had asked the sheriffz ta remove the
handcuffs, however, the patient requested to

| keep them an S/he confirmed that the handcuffs

were not an appiopriate type of restraint, and that

the patient did not have the opportunity 16 have

an appropriate restraint applled. On 8/4/18 at

10°55 AM, Patient #1 had chemical and physical

restraints applied due to violent and aggressive

| behavior Per review of the nursing progress
notes from 8/4/18 at 11 38 AM ta 1 50 PM the

: patient was either “resting, sleeping, and/or in no

| acute distress". The testraints were removed

| from Patient #1 at 153 PM. Thera was
approximately over 2 hours of time where the
patient demonsirated that s/he was not vielent
andior aggressive, and that restraints could have
beenremoved During the tnterview with the ED
Nurse Manager on 8/11/18 at approximately 4 00
PM. s/he confirmed that the restrainls for Palient
#1 were nol removed al the eariest time possible
Per review of the physician progress notes from
8/4/18, there was no evidence that a one hour
face to face assessment was done alter the
restraints were applied to Palient #1. This was
contirmed by the Manager of Regulatory Affairs
on9/12/18 219 14 AM

2 Patient #3 was admilted to the ED on 9/8/18
with a psychialric diagnosis of bipolar and a
history of noncomplisnce with prescribed

é
E

AZ83

FORM CMS.2567(02:99) Pravious Vaisiom Slsokile Cverl © ZROLYY

Faalyy O 470024

if conlinuatior. sheel Page 16 122




Fax Server 9/24/2018 12:57

DEPARTMENT OF HEALTH AND HUMAN SERV:CES
CENTERS FOR MED CARE & MED CA:D SERV.CES

:33 PM PAGE 22/027 Fax

Server

PRINTZD 09/24/2018
~ORM APPROVED

OMB NO. 0938.0391

CEFICIENZY)

STAJEMENT OF LEF CENTIES (1) PROVIDER/ISUPPLERIZL A (X2} RULTIBLE CONSTRUCT ON (X3) DATE SURVEY
AND PLAN QF CORRECTION DENTF AT ON MNUMAER A DULONG COMPLETED
c
470024 B WiNG 091212018
NAME OF PROVILIEH DR SUPPLER S STREET ADCRESS, TTY, STAIE, 2P COBE
ateR LcE " 133 FAIRFIELD STREET
NORTHWESTERN MEDICA NTER IN
SAINT ALBANS, VT 05478
A SUMMARY STATEMENT OF DEFIC ENCES D  PROVIDER'S PLAN OF CORRECTION i x5
PREF X (EACH CEF CIENZY MUST BE PRECEDEO BY FULL PREFIX (EACH CORRECTIVE AT ION SHOULD BE CONRLETION
1AG REGULATORY CR LSC IDENT FYHG INFORMATION,) TAG CROSS REFERENCED TO THE APPROPRIATE DATE

A 283 Continued From page 16

medication and treatment 't was determmed
after a cnsis screening Patient #3 required
psychiatric hospitalization White awailing
involuntary placemeni, Palient #3 was heid in the
Emergency Department (€D) for 10 days and
experienced episodes of agilation, mania,

i delusions, resisting care and refusing medication.
During this time frame, Patlent #3 was placed in
physical restraints and also was administerad

| chemical restraints. During administration of

| involuntary medication, SL. Alban’s police became
involved "as a presence” There was alsa a

i faiiure lo discontinue restraints at the eailiest

: possible time when medical record teview noted
Patienl #3 was resting and/or sleeping on 9/9/18
while remaining in a wrist restrainl. ‘f a quality
review had been effectively condugted, it would

' have also been noted that there was a faiture by a

| physician, licensed independent provider (L'P),
and/or trained registered nurse {RN), to conduct a

| one hour face to face assessmen! after initialion

| of a chemical and/or physical resiraint for Patient
H3.

| Per interview on 8/12/18 al approximately 130
PM with the Manager of Regulatory Affairs and
Director of Quality, they stated that there had
been some challenges with data collection for

| enalyzing festraint use as 1he facility was using
both paper and electronic documents They
stated that it was the Unit Nutse Manager's
responsiblity to review restraint use monthly and

: repari out to the patient care committee. They
staled that some random audils had been done
however, the hospital did not have a consistent,
rabusl way lo analyze the incidence prevalence,
and severily of restraint use They confirmed that
wilh each of these cases there weie opportunties
for improvement.

A283
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CFR(s) 482.55

The hospital must meet the emergency needs of
patients In accordance with acceplable standards
of praclice.

This CONDITION Is not met as evidenced by

Based on observatlons, interviews, and record
reviews during the course of the complaint
investigation, the Condition of Panticipation:
Emergency Services was nol met as evidenced
by the failure of the hospilal to ensure there was
sufficlently trained staff to address behavioral
management as evidenced by the periodic use of
law enforcement presence for slandby for
potentially viclent and/or self-destructive patients,
and use of patice presence during Inveluntary
medicatlon administration for 2 of 10 applicable
patients (Patient #1, Patient #3). Findings
Include:

1. Per revlew of nursing progress notes from
8/118 at 455 PM, Patlent #1 tried to leave
his/her ED room. Security had asked the patient
to return lo the room and the patient had refused.
The patient slarted to push pasl the secunty
officer and the officer stepped In front of the
patient. The patlent grabbed a keyboard from lhe
computer autside his/her door and struck the
screen of the computer severaltimes, and then
struck the keyboard on the wall. Security
grabbed the patient and they wresiled araund in
the room with the security officer hilting his/her
head on the wall during the inferaction. .
Evenlually, the secunly afficer was able to gel the
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patient onto the hospital bed and the patient
calmed. The local police and crisis were called,
A15 D0 PM the potice were at the patient's
- bedside. A1540 PM, crisis was in the room
evaluating the patienl. At 6:00 PM, Ihe police ;
i remained at the patlent's bed side. At 8 00 PM,
| the police infermed the staff thal they were short |
staffed, "administration ¢antacted to have officers |
on slandby, pt calm at this time ... awaiting cal
. back tromadmurustration for further plan of
security suppor”. Al 8:45 PM, "skeeping. awailing
lacal law enfarcement sign on for bedside
| standby”. Al 8 30 PM, "security updated on
. patient care plan 1o call PD immediately if patient
| awakens". At 11.30 PM, "pd arrived briefly for
assessment of pt. pl awoke momentarily. pl fell
back 1o sieep”. Per interview on 9/10/18 at
appraximately 1:23 PM with the Chief Nursing
Officer [CNO) and Manager of Reguiatory Aftarrs, |
| they stated that police were anly called when the
. stall was feeling unsafe. The police were not ]
| ulilized to manage patienis the palice were there i
| 1o support the staff. On $/11/18 at approximately
4 00 PM during an interview with the ED Nurse
Manager, s/he stated that when police show their
, Presence, it was comforting 1o visitors and other
i patients. S/he slated that when the situation goes
beyond the security guards' capacily the police
were called and that generally when the police
! waik into the depanment, patients' tend to change
. their actions.

. Per nursing notes on 8/2/18 at 12 15 AM, "2
' securily officerss conlinue al bedside for standby,
PD and sheriffs unable 1o have officer standby
due ta stafling pl sleeping” On 8/2/18 a1 8 30
AM, "Pt {patient) sitting on floor pushing buttons
on the bed, pt then unlocked the bed This RN
told pt to stop pushing the buttons on the bed and i
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' leave lhe bed locked in place  This RN went

! around o the fight side of the bed and iocked the

 bed. Pt grabbed the iower lett salely rail and

began shaking the rail. Security officers x 2 went

into roam pt then grabbed Ihe side rail and

shoved Ihe bed across the room. Securily

officers wrestled pi to the ground and pinned

| down pl down on the ground. RN called the

| police for assistance”. Lpon further review of the
nursing progress notes, al 8 40 AM, 4 police

i officers and 3 securily guards were at the

patient’s bed side and the crisis clinician was

| called to evaluate lhe patienl. At Jeast ene police

officer and two security guards remained al the

| patient's ted side untii approximately 11.30 AM

| Per interview on ©/12/18 a1 8 47 AM with ED RN

| #1, s/he stated {hat Patllent #1 had episodes in

which s/he had escaiated quickly and became

| violent S/he stated that the patient had

- assaulled security guards at least 2 times prior to
this incident and hat the police had been called

i for staff and other patients’ safely

| 2. Patient #3 was admilled to Ihe ED on 9/8/18

' wilth a psychiatiic diagnosis ol bipolar and a
history of noncompliance with prescribed

| medication and treatment 't was determined

aller a crisis screening Patient #3 required

psychiatric hospitalzation. While awaiting

| involuntary placement, Palient #3 was held in the
Emergency Department (ED) for 10 days and
experienced episodes of agitation, mania,
delusions, resisting care and refusing medication

| Dunng this period of time, Patient #1 was
subjected |0 staff coercion regarding the use of

| police presence On 9/8/18 at 17 00 Nursing
Menlal Health Documentation states ane of the
£D physicians informad Patient #3 thaf because

- s/hewas"” .acling angry and aggressive™ staff will

i
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| need 1o administer an injection The note lunther
stales "...sthe can either sit on the bed and take
| Ihe injection or s/he needs to be resirained 1o the
i bed and then given the injeclion. Pt slated s/he
would naol hurt anyone and would be compliant”.
Meanwhlle during the time of the discussion
between ED nursing stafl and Patient #3, at ke
door entrance stood 3 St. Alban's Palice Officers
and 2 county Sheriffs, The patient was then
administered the involuntary medicalion of
Zyprexa tantipsychotic) 10 mg. iM :

On 09/09/18 a1 23 00 Nursing Mental Health |
Documentation states " PL. continues (o be i
agltated. Walking around room-punching his/her
fistin his/her hand. Discussed with MD. Decision
lo medicale--St. Alban's police called stand by |
| assislance” At09/09/18 at 23:31 a foliow-up note i
stales “Two St Alban's PD and two NMC !
- securily guards at bedside for medication |
- administration by two RNs-patient cooperalive 1
- with the RN and team for medication." The i
| patient was administered Zyprexa 20 mg, IM. Per 5
? interview on 9/12/18 at 10 40 AM, Security guard
| #1 conflirmed that at times with past events 1n the
| ED the St. Alban's police would be utilized to
| assist staff 1o hold down a patient in an emergent
| behavioral situation. During the evenls on 9/8/18

and 9/9/18 involving Patient #3, the police
‘ remained " a show of presence”. Per interview on
| 8/12/18 at 1120 AM, ED RN #2 confirmed sfhe
| has called police .. as a back-up to our security”

and further staled staff wauld call police " 10 be

present and once they are present patients will

react..patient will calm down and isten” n
. addition, per ED Physician Documentation i
' regards to ED staffiing and the use of restraints

for Patient #3, On 9/9/18 al 06 53 s/he slales
‘ "May be worth trying him/her off resiraints during
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| the day If adequate securiy is present lo manage
him/her if s/he tried to |eave®,

Per interview on 9/11/18 at 3 02 PM with the

| Director of Facllities and the Manager of Security,

| they stated that all of the securnty officers take the

| MANDT training which was a type of training that
focuses on preventing, deescatating and if
necessary intervening when the behavior of an

1 individual poses a threat of harm la themselves

| and/or others. The Manager of Security slated

| that security’'s role was 1o mainlain one to one

| observation, paliei the facility, check parking lots,

| check other buildings that that haspital owns. and

i help to maintain outside communily relations,

| Per the Director of Facilities, s/he stated that

’ security would coordinate wih the {ocal police
departmen! when necessary, however, the police

. would only be called with acts that were possibly

i crminal in nature, and thal it was riol very oflen

| that police were called.

| Per review of the hospltai education transcripts

| for the security guards, there was evidence that
only 2 of 6 slafl members had MANDT training

- Per interview on 9/12/18 at 2 28 PM with the
Manager of Regulatory alfairs, s/he contirmed
that only 2 of the 6 security officers had MANDT

! lraining S/he stated that it was the Kospial's

| goalto have everyone trained within the year
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Northwestern Medical Center

CMS Certificalion Number 470024
Survey ID EN6911, 9/10/18 through 9/12/18

Attachment to Form CMS-2567, Statement of Deficiencies and Plan of Correction

482.13 Patient Rights Tag A-115
482.13(c) (2) Patient Rights: Care in Safe Setting Tag A-144
Plan of Correction:

The plan for improving the process that led to this deficiency is as follows:
Revise the “Care of the Suicidal or Emotionally Ill Patient “palicy.

Update provider and nursing documentation fields in the electronic medical record to address
policy revisions and to better reflect workflow.

Procedure for implementing:

The “Care of the Suicidal or Emotionally Ill Patient “policy revised to include changes to section
C. : Procedure for Maintaining a Safe Environment to include a more detailed list of items to
remove if present in a room and a more detailed list of items to remain in a room.

A documentation template/checklist that delineates the procedure for maintaining a safe
environment in the room of a suicidal and/or emotionally ill patient will be designed and
implemented in the Northwestern Medical Center electronic medical record.

NMC Clinical Staff will be trained on the updated policy on the Care of Suicidal and Emotionally
Il Patient’s Procedure for Maintaining a Safe Environment to include a more detailed list of
items to be removed if present in a room and a more detailed list of items to remain in a room
and to the use of the enhanced medical record documentation to support this work.

Completion date for correction: October 27, 2018

Monitoring and tracking:

The unit manager or designee will perform rounds, every shift, on all patients that are in
restraints to verify compliance with the policy requiring removal of unsafe items for a period of
October, November and December 2018 with the target of at least 90% compliance.

Once this goal is achieved for three consecutive months, the manager or designee will perform
random audits to check for continued compliance.

Title of person(s) responsible:
Director of Inpatient Services
Emergency Department Nurse Manager
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Northwestern Medical Center

482.13 (e) Use of Restraint or Seclusion Tag A-154
Plan of Correction:

The plan for improving the process that led to this deficiency is as follows:
Revise the “Care of the Suicidal or Emotionally Ill Patient “policy.

Procedure for implementing:
“Care of the Suicidal or Emotionally Il Patient “policy revised to add the following language in

the Safety Risks and Intervention section: ‘Contact Local Law Enforcement if criminal act is
committed such as assault on healthcare worker {the intent to commit harm and the present
ability to do so), battery, theft or other crime. This is applicable to patients at all stages of
Safety Risk Assessment.

The “Restraint Use” policy revised to include the following language: “Hospital security officers
may assist direct care staff by holding the patient, when requested, in the application of
restraints and therefore are expected to be trained and able to demonstrate competency in
their role in safe application of restraint and seclusion.”

Update provider and nursing documentation fields in the electronic medical record to address
policy revisions and to better reflect workflow.

Appropriate staff will be educated to these policy revisions and documentation enhancements

Completion date for correction: October 27, 2018

Monitoring and tracking:
The unit manager or designee will perform an‘audit of the medical records of all patients in

violent/behavioral restraints for the period of October, November and December 2018 with the
target of at least 90% compliance.

Once this goal is achieved for three consecutive months, the manager or designee will perform
random audits to check for continued compliance.

Title of person(s) responsible:

Director of Inpatient Services
Emergency Department Nurse Manager
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Northwestern Medical Center

482.13 (e)(9) Patient Rights: Use of Restraint or Seclusion Tag A-174

Plan of Correction:
The plan for improving the process that led to this deficiency is as follows:

Procedure for implementing:

The “Restraint Use” policy revised to include the language in the Procedure for Non-Viclent/
Non- Behavioral Restraint section and in the Procedure for Violent / Behavioral Restraint section
under the Registered Nurse responsibilities: “frequently assesses the patient’s need for
continued restraint; may make the decision to discontinue restraint early, based on patient
assessment; may make the decision to reapply restraint under the most recent order if still
within the 24 hour time frame, if a patient’s medical condition or reascon for which the restraint
was originally used continues, or recurs after discontinuing the restraint early.”

Also this revision under the Procedure for Violent/ Behavioral Restraint section under the
Registered Nurse responsibilities and Documentation responsibilities: “initial assesses patient,
documents unsafe behavior warranting the use of restraint; ...behavior observed that supports
the use of restraint or the discontinuation of restraint. . . . Frequently assesses the patient’s
need for continued restraint "

Appropriate staff will be educated to these policy revisions.

Completion date for correction:
October 27, 2018

Monitoring and tracking:

The unit manager or designee will perform an audit of the medical records of all patients in
restraints for compliance with the requirement that the documentation of patients’ behavior
supports the continued use of restraint. This audit will be for the period of October, Navember
and December 2018 with the target of at least 100% compliance.

Once this goal is achieved for three consecutive months, the manager or designee will perform
random audits to check for continued compliance.

Title of person(s) responsible:
Director of Inpatient Services
Emergency Department Nurse Manager
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Northwestern Medical Center

482.13 (e)(12) Patient Rights: Use of Restraint or Seclusion ~ Tag A-179

Plan of Correction:
The plan for improving the process that led to this deficiency is as follows:

Procedure for implementing:
Re-educate all appropriate staff regarding language already in the Restraint policy specifying

that in the procedure for Violent / Behavioral Management Restraint, the LIP “views and
evaluates the patient for a face-to-face assessment within 1 hour of application of
restraint or seclusion of the patient.”

Appropriate staff will be educated to these policy revisions.

Completion date for correction: October 27, 2018

Monitoring and tracking:

The unit manager or designee will perform rounds on all patients that are in Violent/Behavioral
Management Restraint and verify that the face-to-face assessment within 1 hour of application
of restraint has been performed, for the period of October, November and December 2018 with
the target of at least 100% compliance,

Once this goal is achieved for three consecutive months, the manager or designee will perform
random audits to check for continued compliance.

Title of person(s) responsible:

Director of Inpatient Services
Emergency Department Nurse Manager
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Northwestern Medical Center

482.21 (b)(2)(i1), {c)(1), (c)3)
QUALITY ASSURANCE / PERFORMANCE IMPROVEMENT  Tag A-283

Plan of Correction:

The plan for improving the process that led to this deficiency is as follows:

Procedure for implementing:
Re-establish the process of measuring, analyzing and tracking restraint usage to determine

opportunities for improvement and recommend changes that will lead to improved health
outcomes, patient safety and quality of care. Results of this analysis will be presented monthly
at the multidisciplinary meeting of the Patient Care Committee

Appropriate staff will be educated to these quality enhancements.

Completion date far correction:
October 27, 2018

Monitoring and tracking:

The unit manager or designee will perform an audit of the medical records of all patients in
restraints for compliance with all policy requirements. This audit will be for the period of
October, November and December 2018 with the target of at least 90% compliance.
Subsequently unit managers or their designee will monitor unit specific data monthly and report
data quarterly at the Patient Care Committee. Minutes of the Patient Care Committee are sent
to the Medical Executive Committee for information and acceptance.

Title of person(s) responsible;

Director of Inpatient Services
Emergency Department Nurse Manager
Director of Quality
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Northwestern Medical Center

482.55 Emergency Services Tag A-1100
Plan of Correction:
The plan for improving the process that led to this deficiency is as follows:

The “Care of Suicidal or Emotionally Il Patient” Policy has been revised to delineate how NMC
staff will manage these patients with very limited and specific use of law enforcement.

Procedure for implementing:

*  MANDT training — currently 140 clinical staff have participated -—course will be offered
monthly starting in Jan 2019. All NMC Contracted Security guards will have MANDT
Training completed by November 2018.

* “Care of the Suicidal or Emationally lli Patient “policy revised to add the following
language in the Safety Risks and Intervention section: ‘Contact Local Law Enforcement if
criminal act is committed such as assault on healthcare worker (the intent to commit
harm and the present ability to do so), battery, theft or other crime. This is applicable
to patients at all stages of Safety Risk Assessment.

Appropriate staff will be educated to these changes.

Completion date for correction: October 27, 2018

Monitoring and tracking:

MANDT Training for clinical personnel and security detail will be initiated on hire and tracked
through NMC Learning Management System called NetLearning — transcripts will be available.
The unit manager or designee will perform an audit of the medical records of all Emotionally Il
and Suicidal patients identified with a risk level of Il or greater for compliance with the policy
related to the appropriate use of law enfarcement. This audit will be for the period of October,
November and December 2018 with the target of at least 90% compliance.

Once this goal is achieved for three consecutive months, the manager or designee will perform
random audits to check for continued compliance.

Title of person(s) responsible:

Director of Inpatient Services

Emergency Department Nurse Manager
Emergency Preparedness and Security Coordinator
Lead Clinical Educator

Respectfully submitted,

/%%ﬁﬁﬁikgéAJUéxW 

Maggie Con ief Nursing Officer
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Restraint Use

Applicability: Organizational Date Effective: 6/04
Department: Clinical Services 3 | Date Last Reviewed: 10/18
- Or
Supersedes: Restraint S ——1
10/18

Administration Approval:
Maggie Conklin, RN, Interim Chief Nursmg Officer

Purpose:

To assure safe and effective care is provided when restraints are used for the support of
medical healing or behavioral emergencies.

To describe NMC’s commitment to progressively minimizing the use of restraints by offering
interventions and alternatives.

To assure restraints are used only when medically necessary and are used for patient benefit
and safety.

Policy Statement: Patients have the right to be free of restraint. Restraints are used only when
clinically justified to prevent serious disruption of the therapeutic environment or when
warranted by patient behavior that threatens the physical safety of the patient, staff, or others.
Restraints may be used for non-violent / non-behavioral conditions or for violent / behavioral
conditions, only after less restrictive interventions have failed, and by using the least restrictive
form of restraint possible. An order is obtained for each restraint and cannot be a PRN (use if
needed) order. Restrained patients are continually assessed, monitored, and re-evaluated with
the goal to discantinue the restraint as soon as is clinically possible,

All evaluations of the patient regarding need for restraint by the Licensed Independent
Professional (LIP) are documented in the medical record.

This policy is not applicable to standard practices that include limitation of mobility or use of
medically necessary positioning or securing device used to maintain the position, limit mobility,
or temporarily immobilize the patient related to medical, dental, diagnostic, or surgical
procedures and the related post-procedure care processes and forensic and correction
restrictions used for security.

Northwestern Medical Center reports the death of any restrained or secluded patient.

C e 10-RY K

NAME OF POLICY IN FOOTER :DV‘/‘?C PG. 1




e
\‘M»«Wm-./

NMC

Background: [Any medical, legal, standards-based, or field specific terminology clarification?]

Definitions:

Physical Restraint: Any manual method, physical or mechanical device, material or equipment
attached or adjacent to the patient’s body that he/she cannot easily remove or that restricts
freedom of movement or normal access to one’s body. Types of physical restraint include;
safety belt, soft limb restraint, neoprene limb restraint, and possibly geriatric/cardiac chair and
bed rails.

The application of physical force to administer a medication against the patient’s wishes is
considered a physical restraint.

Seclusion: The involuntary confinement of a person in a room or an area where the person is
physically prevented from leaving. Seclusion is a type of physical restraint.

Chemical Restraint: See Addendum 1 {Chemical Restraint Decision Tree}. Any medication used
to control behavior to restrict the patient’s freedom of movement and is not a standard
treatment for the patient’s medical or psychiatric condition.

The application of physical force to administer a medication acting as a chemical restraint
(against the patient’s wishes) is considered a physical restraint and requires an additional
separate order.

Interruption: Brief removal of restraint to render care with no plan for discontinuation of
restraint.

Break: Trial period of restraint removal to assess need for continued use.

Licensed Independent Practitioner (LIP): A Physician or a Nurse Practitioner

Non-Violent/ Non-Behavioral Standard: applies to the use of restraint to temporarily immobilize
a patient due to a medical condition or to promote healing.

Violent/ Behavioral Management Standard: applies to the emergent use of a restraint to

control violent, or potentially violent, behavior.

Procedure for Non-Violent/Non-Behavioral Restraint:
Registered Nurse (RN) responsibilities:
e Initially assesses patient, documents unsafe behavior warranting the use of restraint.

M)CM /0"51‘/'/?
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Initially describes patient behaviors posing immediate threat to the safety of the
patient, a staff member, or others.

® Documents all interventions attempted pricr to implementing a restraint

e After assessment of the patient, may make the decision to apply restraint prior to receiving
an order but obtains a restraint order from an LIP as soon as possible.

» Selects the type of restraint that is the least restrictive intervention based on the initial and
current patient assessment and addresses the risk associated with vulnerable patient
populations, such as geriatric, pediatric, and cognitively or physically-limited patients,

e Frequently assesses the patient’s need for continued restraint

¢ May make the decision to discontinue restraint early, based on patient assessment

¢ May make the decision to reapply restraint under the most recent order if still within the 24
hour time frame, if a patient’s medical condition or reason for which the restraint was
originally used continues, or recurs after discontinuing the restraint early.

LIP responsibilities:

e Views and assesses the patient for need for restraint
e Documents findings of their evaluation in the medical record.
e Signs the restraint order within 12 hours of the application of restraint.

s Utilizing Restraint Orders. Documentation includes:

e Date & time of order

« Specific patient condition/behavior clinically justifying need for restraint
s Specific type of restraint and location(s)

» Specific start and stop times

Nursing (RN, LPN, LNA or Tech under the direction of an RN) responsibilities:

e Nursing (or the LIP) explains the procedure and rationale for using restraint, including
the condition/behavior required for release from restraint to the patient and family
whenever possible.

* Nursing applies restraint in accordance with safe and appropriate restraining techniques
following manufacturer’s guidelines, including elevating head of bed for patient comfort
if indicated. '

e Nursing monitors the patient in person, and provides care based on patient needs a
minimum of every 2 hours,

* . Nursing documents a minimum of every 2 hours. An LIP may renew a restraint order
ONCE PER CALENDAR DAY if continued restraint is clinically indicated based on the LIP’s
examination and evaluation of the patient.

MJC priy R Ny
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* Restraint(s) order(s) written by a LIP in any department may be continued by receiving
unit upon patient transfer.

Documentation responsibilities:

Initial assessment of patient for need for restraint

Specific reason for the use of restraint
All less-restrictive alternatives attempted prior to restraint
Monitoring and care rendered every 2 hours based on patient need

Procedure for Violent/Behavioral Management Restraint:

Registered Nurse (RN} responsibilities:

Initially assesses patient, documents unsafe behavior warranting the use of restraint.
Describes patient behaviors posing immediate threat to the safety of the patient, a
staff member, or others. '

Documents all interventions attempted prior to implementing a restraint.

After assessment of the patient, may make the decision to apply restraint prior to
receiving an order but obtains an order from an LIP for restraint as soon as possible
and always within 1 hour of the application of restraint.

The type of restraint selected is the least restrictive based on the initial and current
patient assessment and addresses the risk associated with vulnerable patient
populations, such as geriatric, pediatric, and cognitively or physically-limited
patients.

Frequently assesses the patient’s need for continued restraint

LIP Responsibilities

Views and evaluates the patient for a face-to-face assessment within 1 hour of
application of restraint or seclusion of the patient.

The LIP documents findings of their evaluation in the medical record.

Views and assesses the patient for need for restraint

Documents findings of their evaluation in the medical record.

Signs the restraint order within 24 hours of the application of restraint.

Each restraint order is documented, utilizing Restraint Orders. Documentation
includes:

* Date & time of order
» Specific patient condition/behavior clinically justifying need for restraint
« Specific type of restraint and location(s)

ﬂ)e cu_,/\j' /U--?V'?g
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» Specific start and stop times (see following)
» Each written order for physical restraint is limited to the following time frames:

o Orders for adults (age 18 or older) are valid for 4 hours

o Orders for adults (age 18 or older} in involuntary hold (Emergency Evaluation —
EE) status are valid for 2 hours.
Orders for children/adolescents (ages 9 - 17) are valid for 2 hours
Orders for patients under 9 years of age are valid for 1 hour.

Nursing (RN, LPN, LNA or Tech under the direction of an RN) responsibilities:

Nursing (or the LIP) explains the procedure and rationale for using restraint, including
the condition/behavior required for release from restraint to the patient and family
whenever possible _
‘Nursing applies restraint in accordance with safe and appropriate restraining techniques
following manufacturer’s guidelines, including elevating head of bed for patient comfort
if indicated.
If physical restraint is required to administer a chemical restraint , the nurse obtains an
additional separate order for physical restraint
Nursing monitors the patient in person, and provides care based on patient needs a
minimum of every 2 hours
Nursing documents a minimum of every 15 minutes.
A patient who is both restrained and secluded requires 1:1 observation. A patient
requiring 1:1 observation is continuously monitored face to face or by use of
simultaneous video and audio equipment
An RN assesses the patient’s need for restraint.
A RN may obtain a renewal of a restraint order if continued restraint is clinically
indicated, based on assessment of patient condition:
o  Orders for adults (age 18 or older) can be renewed via telephone arder for an
additional 4 hours.
o Orders for children/adolescents (ages 9 - 17) can be renewed via telephone
order for an additional 2 hours.
o Orders for patients under 9 years of age can be renewed via telephone order for
an additional 1 hour.
Orders may be renewed according to the time limits for a maximum of 24 consecutive
hours. If a patient remains in restraint or seclusion 24 hours after the original order, an
LIP must see the patient and conduct a face-to-face re-evaluation before issuing a new
order for the continued use of restraint or seclusion.
An RN may make the decision to discontinue restraint prior to expiration of the order,
based on patient assessment; however, if restraint or seclusion is discontinued early, a
new order must be obtained before restraint is reinitiated.

S0 C com T (0-24 K
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» Restraint order written by a LIP in any department may be continued by the receiving
unit upon patient transfer.

Documentation responsibilities:
Restraint for Violent/ Behavioral Management reasons

Require 1:1 or frequent monitoring and documentation gvery 15 minutes.
Documentation includes:

* Any changes in behavior
» Behavior observed that supports the continued use of restraint or the discontinuation
of restraint -

Training requirements:

All staff designated as having direct patient care responsibilities, including contract or agency
personnel, must demonstrate the competencies specified prior to participating in the
application of restraints, monitoring, assessment, or care of a patient in restraint or seclusion.
These competencies are demonstrated initially as part of orientation and subsequently on a
periodic basis consistent with the hospital education plan,

Hospital security officers may assist the direct care staff by holding the patient, when
requested, in the application of restraints and therefore are expected to be trained and able to
demanstrate competency in their role in safe application of restraint and seclusion.

Hospital has documented evidence that all the required levels of staff have been trained and
are able to demonstrate competency in the safe use of seclusion and the safe application and
use of restraints.

Staff education programs include:

* techniques related to the specific patient populations being served

¢ techniques to identify staff and patient behaviors, events, and environmental factors that
may trigger circumstances that require the use of restraint and seclusion.

* more in-depth training in the areas included in the regulation for staff members who
routinely provide care to patients who exhibit violent or self destructive behavior.

e address the use of nonphysical intervention skills

= choosing the least restrictive intervention based on an individualized assessment of the
patient’s medical or behavioral status or condition

e training in how to recognize and respond to signs of physical and psychological distress

e e 0.2y 8
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» clinical identification of specific behavioral changes that indicate that restraint or seclusion is
no longer necessary.

* Monitoring the physical and psychological well-being of the patient who is retrained or
secluded, including but not limited to, respiratory and circulatory status, skin integrity, vital
signs, and and special requirements

* The use of first aid techniques and certification in the use of cardiopulmonary resuscitation,
including required periodic recertification.

Physicians and other LIPs 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 and seclusion.

Reporting of Deaths:

1. Death of any restrained or secluded patient, or patient restrained or secluded within past 7
days is reported to NMC's Risk Management immediately. (See Sentinel Events policy).

2. NMC’s Risk Management reports applicable deaths to the Center for Medicare and Medicaid
Services within close of business the next business day following knowledge of the patient’s
death Deaths reported include:

» Deaths that occur while a patient is restrained or secluded

» Deaths that occur within 24 hours after a patient has been removed from restraint or
seclusion

» Deaths known to the hospital that occur within one week after restraint or seclusion
where it is reasonable to assume that the use of restraint or seclusion contributed
directly or indirectly to the patient’s death

3. NMCRisk Management verifies that the date and time the death was reparted to CMS is
documented in the patient’s medical record.

Note Well: Law Enforcement or Corrections officers who maintain custody and direct
supervision of their prisoner (the hospital’s patient) are responsible for the use, application,
and monitoring of these restrictive devices (handcuffs, manacles, shackles) in accordance with
Federal and State law.

The use of such devices are considered law enforcement restraint devices and would not be
considered safe, appropriate health care restraint interventions for use by hospital staff to
restrain patients.
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Related Policies:

Suicide/Violent Admitted Observation Patient Precautions

Fall Risk Assessment

Correctional Center Patient Guidelines

Sentinel Events Policy

References:

CMS Conditions of Participation and Regulations and Interpretive Guidelines for
Hospitals Appendix A (Rev. 176, 12-29-17).

Joint Commission Comprehensive Accreditation Manual for Hospitals

Regulation Establishing Standards for Emergency Involuntary Procedures

Reviewers

A. Key Stakeholders: .
* John Minadeo, MD., Director of Emergency Medicine
» Jodi Frei, Director of Quality
s Chris Giroux, Manager, Informatics, data Management and Integration Services
¢ Chris Reinfurt, Emergency Management and Safety Coordinator
¢ Abbie Neville, RN Clinical Informaticist
* Jane Suder, RN, Manger Care Management
* Michelle LeClair, RN, Manager Clinical Education
* JoAnn Manahan, RN, ED Nurse Manager
» Deb Durant, RN, Director Inpatient Services
¢ Tara Sibley, RN Clinical Informaticist
* Maggie Conklin, RN, Interim Chief Nursing Officer
* Jamie Pinkham, Manager Regulatory Affairs & Health information Integrity
¢ Nilda Gonnella-French, Risk & Accreditation Analyst
B. Committees:
Patient Care Committee
Medical Staff Committee

C. Key Process Owner (KPO): Deb Durant, RN, Director of Inpatient Services

Keywords - Not part of policy: Restraint, Chemical Restraint, Non-Violent, Non-
Behavioral, Violent, Behavioral Management, emergency involuntary
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Suicidal or Emotionally Ill Patient, Care of

Applicability: Hospital Date Effective; 2/96
Department: Clinical Services Date Last Reviewed: 1/16
Supersedes: Care of the Emotionally [ll/Suicidal Admitted Or

Observation Patient; Suicide / Violent Admitted/Observation Pt. Date Last Revision: 3/2018
Precautions

Administration Approval: Jane Catton, Sr. VP, CNO, COO

Purpose: To define the care, treatment and services for patients who are emotionally ill.

Policy Statement:
Northwestern Medical Center (NMC) provides care, treatment and services to all patients in a
safe environment and takes appropriate steps to prevent harm to patients, staff and providers.

Background: N/A

Definitions:

Emotionally IlI: A psychological disorder characterized by irrational and uncontrollable fears,
persistent anxiety or extreme hostility

NCSS Crisis-Northwestern Counseling Support Services Crisis team

EE-Emergency Examination

Safety Risk-Potential to harm self, property or others (Based on NCSS assessment)

Observation Flow Sheet-Tool used by sitter program on PCU to document patient activity during
1:1 sitter intervention.

Department of Mental Health Designated Law Enforcement-A designated law enforcement
group contracted by the Department of Mental Health (DMH) to provide secure monitoring of
patients in DMH custody.

A. Procedure for Depressed or Suicidal Patient Risk Assessment:
1. All patients exhibiting depression with suicidal ideation, whether inpatient or
outpatient, will receive the following suicide risk assessments on arrival or as
indicated:

SUICIDAL AND EMOTIONALLY ILL PATIENT, CARE OF PG 1
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a. All patients exhibiting depression of suicidal nature will be evaluated by
nursing using the Modified SAD PERSONS scale {Appendix A). Results will be
discussed with the provider.

b. NCSS Crisis evaluates patient within sixty (60) minutes of notification that
patient is medically cleared for discharge. Their evaluation must be face to
face uniess agreed upon otherwise by both NMC provider/NCSS. NCSS Crisis
evaluation note is available to NMC within 2 hours of evaluation.

Once NCSS has made their determination, a safe discharge plan or referral
will be made.

B. Safety Risk Assessment Procedure:
Potential to harm self, property or others (Per NCSS assessment)

Stage |/Low Risk:

Patients who are able to demonstrate through behavior and verbally, that they can refrain from
hurting themselves, someone else or property. They may have expressed thoughts about harm
to self or others but can clearly state that they will not do so or that they will ask for help if they
* think they might do so.

Stage Il/Moderate Risk:

Patients presenting with frequent thoughts of harm to self, others or property; poor impulse
control; frequent medications; significant decrease in appetite or change in sleep pattern,.
expressing hopelessness, helplessness, anxiety or other reasons for concern. Or staff has
increased concern about safety. Patient is still able to agree to not harm self; others or
property, or to let staff know if he/she will harm.

Stage Ill/High Risk

Symptoms listed under Stage Il have increased. Patient is not able to agree to not harming self;
others or property and/or patient’s behavior suggests a lack of self-control to insure safety. A
high risk patient is an individual who attempts or shows positive intent to harm to self, others
and/or property.

Physician Emergency Exam (EE)

The Commissioner of the Vermont Department of Mental Health (DMH) designates
physicians/APRNs who are not specialists in psychiatry to perform Emergency Examinations of
individuals screened at general hospital emergency departments or within the Department of
Corrections. These patients can arrive to the hospital on their own accord or with law
enforcement. They should be considered Stage Ili/High Risk and all appropriate safety
measures should apply.

SUICIDAL AND EMOTIONALLY ILL PATIENT, CARE OF
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Safety Risks and Intervention

s

Intervention

Stage |

Stage il

Stage 1ll

EE

Patients are checked once every thirty minutes
with documentation in EMR

Patients are restricted to the clinical unit unless
accompanied by staff, security, or Sheriff for
medically necessary reasons.

Remove patient’s clothing and have patient dress
in a hospital issued attire

Patients are checked minimally every 15 minutes
with documentation in the obhservation flow
sheet/EMR.

Remove potentially harmful equipment/supplies -
See room set up

Limit number of staff caring for patient as much as
possible

Decrease environmental stimulation as much as
possible

Document patient behavior every 15 minutes on
the observation flow sheet/EMR

1:1 observation by NMC security or NMC
staff with documentation on the
ohservation flow sheet/EMR as
appropriate

Contact Local Law Enforcement if criminal
act is committed such as assault on .
healthcare worker (the intent to commit
harm and the present ability to do so),
battery, theft or other crime.

1:1 observation by DMH Designated Law
Enforcement, or NMC security or NMC staff if
LE/security not available.

NCSS eval every 12 hours for medically cleared
- Emergency Examination patients (EE'd) awaiting
placement
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C. Procedure for Maintaining a Safe Environment:

1.

ow

All Emotionally Ill or Suicidal patients will be rounded on

minimally daily with a multidisciplinary team. Based on the team'’s

assessment, a “SAFTE” Sheet (Appendix B) will be developed.

“SAFTE" stands for Security/Safety/Situation, Activity, Flight risk,

Triggers/Treatment and Environment. This document will be the

daily communication tool between NMC staff and NCSS and it will

be part of the permanent medical record.

Room will be prepared by NMC Clinical Staff

All staff entering the room will bring in only necessary items to -

perform care. Lab coats, items in pockets that are sharp (pens,

scissors), stethoscopes, computers etc. will be left outside the

room whenever possibie.

Patients must wear hospital issued clothing only; If patient refuses to remove clothing
security will conduct a pat down search for potentially harmful objects, same gender
staff member will accompany patient during this process if the security officer and
patient are opposite genders, |.e. If the patient is a female, a female staff person will
always be present with the patient during this process.

Privacy Curtains will remain open if possible.

4 Point Restraints will be available for use if applicable per the NMC Restraint Policy
Belongings are removed from the patient and secured. Personal

belongings are placed in storage bins and kept in designated secure area.

Remove following items if present in room:

®mmeao oo

Phone

Call bell

Hygiene supplies stored in bathroom

Trash can liner

Laundry hampers

All sharps or potential sharps from patient room.

All cords from room: BP machine, phone, call light
(replace with dummy plug), suction tubing, 02 tubing, etc.
when not medically necessary.

All non-essential furniture from room (wastebaskets, chairs, night
stand, linen receptacles, etc.)

9. Ensure only the following items remain in the room:

a. Bed
b. Wireless remote (obtain from facilities)
c. Privacy curtains must remain open at all times unless at least two staff are
present to perform hygiene needs.
SUICIDAL AND EMOTIONALLY ILL PATIENT, CARE OF . PG4
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11.

12,

13.

NRiL

d. Plastic/paper utensils only on food trays. (Note on computer order to dietary).
e. Paper cups for drinking. Plastic bottles allowable per NCSS assessment (No other
bottles or cans)

Assign staff according to risk assessment {nursing staff, security, law
enforcement).

Use the following procedure to ensure safe toileting and hygiene
practices:
a. While patient is using the bathroom, door remains open and patient is within
direct view of staff at all times.

b. If a shower is necessary, door remains open, clear shower curtain is utilized or
shower curtain is removed and patient is within direct view of staff at all times.

Assure patient is safe and document patient behavior per risk assessment on the
"Observation Flow Sheet" or in electronic medical record.

Visitors and or items coming into patient room are at the discretion of patient’s
primary nurse and/or charge nurse. Allitems will be searched prior to entering
the patient’s room and authorized by Security and/or designated NMC Staff . It
is preferred that all searching occur outside the view of the patient.

D. Patients Presenting When in Custody of Law Enforcement/Corrections:

1.
2.
3.

e

Law enforcement remains in the room, if possible.

Law enforcement notifies nursing or NMC staff prior to leaving the room for any reason.
If patient is not under arrest, law enforcement can remain in the department until a full
safety transition has occurred and they are comfortable patient is not a threat to
themselves or others.

For patients in the custody of Corrections see Inmate Policy

NMC staff/security is responsible to maintain visual contact of patient at all times.

If patient transfer to another facility is recommended by NCSS Crisis, notify attending
physician to obtain order for transfer and to determine mode of transportation (follow
"Transfer of Patient to Another Institution” policy).

E. Elopement of the Suicidal or Emotionally ill patient;

1.

In the event that a suicidal or homicidal patient elopes, regardless of their risk level {I, [i
or lll or EE), follow NMC's Code Amber Policy.

Immediately call 4222 and report a Code Amber with full description and name of
patient. Switchboard will notify the local police and NMC security with a description
and name of the patient, then notify NCSS Crisis.

Per the NMC Restraint Policy, members of NMC’s security workforce can use reasonable
amount of physical restraint to keep a patient safe until the patient can be assessed by
MD or APP managing the patient’s care.
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Note Well:
Visitors are admitted at the discretion of clinical staff.

All suicidal patients are considered high risk (Stage Il1) until the risk evaluation by Northwestern
Counseling and Support Services (NCSS) is completed and they are released from Stage Il risk.
All patients exhibiting behavior or verbal communication that demonstrates a safety risk are
evaluated by Mental Health Crisis Worker.

1:1 Observation may be waived for patient’s Stage Ill or above who are on a mechanical vent.
Once the vent is removed the 1:1 observation must be reinstated.

Monitoring Plan: N/A

Related Policies:

Restraint Policy

Leaving the Hospital AMA

Missing Person {(Code Amber) Policy

References:

CMS Conditions of Participation and Regulations, Interpretive Guidelines for Hospitals (Rev. 1,
5/21/04)

Patterson; Dohn: Patterson (April 1983). Evaluation of suicidal patients: the SAD PERSONS scale.
PMID 6867245.

Oxford Handbook of Emergency Medicine. Third Edition. Page 609.

Reviewers
A. Key Stakeholders:
® JoAnn Manahan - ED Nurse Manager
Tyson Moulton - Director of Facilities
John Minadeo, MD - ED Medical Director

Chris Reinfurt - Emergency Preparedness and Safety Coordinator
B. Committees:
e Patient Care Committee: 04/03/18
e Medical Staff: 05/10/18
C. Key Process Owner (KPO): Deborah Durant - Director of Inpatient Services

Key Words: Suicide, Depression, Emergency Evaluation
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Appendix A

Modified SAD PERSONS Scale:
The score is calculated from ten yes/no questions, with points given for each affirmative answer as
follows:

S: Male sex—1

A: Age <19 or >45 years—1

D: Depression or hopelessness—2

P: Previous suicidal attempts or psychiatric care—1

E: Excessive ethanol or drug use—1

R: Rational thinking loss (psychotic or organic illness)—2

S: Single, widowed or divorced—1

O: Organized or serious attempt—2

N: No social support—1

S: Stated future intent (determined to repeat or ambivalent)—2

This score is then mapped onto a risk assessment scale as follows:

0-5: May be safe to discharge (depending upon circumstances)
6-8: Probably requires psychiatric consultation
>8: Probably requires hospital admission
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