





Alaska Psychiatric Institute Plan of Correction

review the policy with their staff in departrnent meetings, All
new employees will receive training on the updated policy
during new employee training. APl will notify the DBH
Dirccror of all Allegations of Abuse or Neglect and the
recommended disposition for each case.

Evaluation Method: To ensure the plan of correction is
effective and the deficiencies stay corrected, the CEQ will
provide the DBH Director with regular updates regarding
APIl's Aliegations of Patient Maltreatment findings.

What: When termination is not the warranted response to an
instance of patient maltreatment, AP1 wili create a tracking log
called “Nursing Department Tracking Log for Allepations of
Abusc & Negleet™ to ensure compliance with all
recommendations (corrective, remedial and/or disciplinary)
from the investigation(s). The log will assist with
implementing  recommendations and  cpsure  the
recommendeations are monitored, The tracking log will reflect
the Unusval Occurrence Report (UOR) number, date of
incident, and recornmendations from the investigation.

All  substantiated allepations of abusc or neglect
recommendations will include a final face-to-face meeting
between the DON and the staff member substantiated for
maltreatment, During this meeting, the DON will ensure the
staff person acknowledges abuse or ncglect occurred,
understands their role in the situation and assumes
responsibility for changing their behavior. The DON will
ensure accountability, review expectations and answer any
further questions or concems before the swaff will be
authorized to retum 10 patient carc.

The tracking log will name the siaff person providing any
recommended supervision, date the weekly checks completed
by the DOM, show the date of the monthly rcport provided to
the Quality Improvement (QI) Department, and show the date
actions were finalized.

How: A tacking log of all recommendations from
investigations will be maintained and reviewed weekly by the
DON and monitored monthly by the CEO.

Education and guidance will be provided 1o the supervisors on
their weekly submission of their supervision logs by the DON.

Evaluation Method: To cnsure the plan of correction is
effective and the deficiencies stay corrected, the DON will
provide a monthly report ta the APl Scnior Management
(ASM) Team and provide a quarterly report to Governance,
The CEO will review the tracking log in supervision, at least
monthly with the DON.
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A 167 -

What: API will update the Seclusion am /or Restraint, Time
—Out Patient Safety Equipment (PSE) P&P $C-030-02.01b
last updated on 0B/15/2016 to include additional tanguage in
the section of definitions specifically further defining what is
a seclusion and what is a time out. AP! will develop a web-
based training, using actual examples, to train alt nursing and
LIP staff o the updated policy. The waining will require staff
to pass a test 1o ensurc their undersianding of the policy.

How: API will ensure the use of seclusion or restraint will be
implemented in accordance with safe and appropriate
technigues. API will update and adhcre to Seclusion and /or
Restraint, Time-Out Patient Safety Equipment (PSE) P&P
SC-030-02.01b. All API nursing and LIP siaff will receive a
copy of the updated policy and & summary of the contents for
ease of understanding. Nursing Adminisration and the
Dircctor of Psychiatry will review the policy with their staff
during unit and team meetings and document the information
and training and attendance in the meeling minutes. New
nursing staff and new LIPs will receive training on the updated
policy during new employee training

APT will re-emphasize the core conviction that al! patients
have the right to be free from restraint or seclusion of any form
imposcd as a means of cocrcion, discipline, convenicnce, o
retaliation by staff. Restraint or seclusion may only be imposed
to ensure the immediate physical safety of the patient, a staff
member, or others and musi be discontinued at the earliest
possible time.

Seclusion and restraint evems are carefully monitored by
Alaska Psychiatric Institute in its commitment to reducing the
rate of seclusion and restraint at the hospital, ASM will
continue 10 review the metrics associated with seclusion and
restraint including the amount of time in seclusion or restraini
per 1,000 inpatient hours, the rate of events per 1,000 in-
patient days, the proportion of clients secluded or restraint, and
the breakdown for each patient care area as part of API's
ongoing quality improvement initiative to reduce the use of
seclusion and restraint with its acute inpatient population.

Evaluation Method: ASM will continue to review the metrics
assaciated with seclusion and restraint including the amount of
time in seclusion or restraint per 1,000 inpatient hours, the rate
of events per 1,000 in-patient days, the proportian of clients
secluded or restraint, and the breakdown for each patient care
area as part of AP1's ongoing quality improvement initiative
to reduce the use of seclusion and restraint with its acute
inpatient population.

The API Clinical/Administrative Team will revicw episodes of
seclusion & restraint in their weekly rounding providing
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stated since starting his
employment last May, he/she had
not been able to keep up with a log
trecking the patients' grievances
and resolutions,

RSS #1 was unable (o provide evidence
Patient

#3's grievances had been

investigated, 2 of which were
allegations of abuse/and or neglect.

Review of the facility's policy and
procedure "No: PRE 030-03", dated
B/15/16, revealed " .LEVELS OF
RESPONSE TO
GRIEVANCES...an RSS,

NSS or designee will...immediately
report to the Chief Executive
Officer (CEO) or designee any
grievance that alleges abuse,
neglect or serious staff
misconduct...See to resolve with the
patient...(immediately or within
three business days).”

Revicw of the facility's policy and
procedure "No: PRE 030-03", dated
8/15/16, revealed "

..LEVELS OF RESPONSE TO
GRIEVANCES...an RSS, NS§ or designes
will...immedistely report to the Chief
Executive Officer (CEQ) or designee any
grievance that allcges abusc, neglect or
sericus stafll misconduct..See to resolve
with the patient... (immediately or within
three business days).”

for the RSS depariment and will be monitored monthly by the
CEO and API Senior Management (ASM) team and reported
quarterly to Govermnance,

CEO Signature:

A 123

482.13(a)(2)(iii) PATIENT RIGHTS:
NOTICE OF GRIEVANCE DECISION

At a minimum;:

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

Thiz STANDARD is not met as evidenced
by:

Based on record review, interview and
policy review the facility failed to ensure |
patient (# 11) had received written notice of
the sieps taken and resolution of his/her

Who: The Quality Improvement Coordinator (QIC) is
uhimately responsible for the comective action as well as the
overall and ongoing compliance.

What: API will update AP Policy and Procedure (P& P) PRE-
030-03 Patient Grievance Procedure to include the
requirement for API to provide patients with writien notice of
its decisions regarding the patieni’s grievance, the naine of
hospital contact person, the steps taken on behalf of the patient
to investigate the grievance, the result (corrective actions laken
by APL es appropriate) of the grievance process, and the date
of completion. The letter will inform patients of their right to
seek assistance from any advocacy agency if they disagree
with the disposition of their grievance. The letter will also
provide patients with the phone numbers of the Disability Law
Center, the State Agency, Adult Protective Services, Office of
Children’s Services. and the State Ombudsman's Oflicc.

12/13/2017
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A 143

482.13{c}{3) PATIENT RIGHTS: FREE
FROM ABUSE/HARASSMENT

The patiem has the right to be free from ali
forms ol abuse or harasament.

This STANDARD is not met as evidenced
by:

Based on record review, interview and
policy review the facility failed to ensure: 1)
all allegations of abuse, neglect or
mistreatment were investigated in a timely
and thorough manner for | patient {(#3). 2)
all incidents of potential abuse, neglect or
mistreatment were reporied to the state
agency for 1 patient (#13); and 3)
substantiated incidents of staff abuse,
neglect or mistrcatment by staff {Psychiatric
Nurse Assistan) (PNA} #5 3 and 4) and
Licensed Nurse {LN) #s | and 2) against
puticnis (¥s 2, 7,

14) had appropriate corrective, remedial
and/or disciplinary action implemented.
These failed practices placed vulnerable
paticnts al risk for delsyed investigations,
further abuse or neglect, delayed responses
to identified concerns, leck of supervision of
staff and no siale agency oversight.
Findings:

Record review was from 8/16-31717
Investigation

Record review revealed Patient #3 was
admitted to the facility with & diagnosis that
included Schizophrenia.

During an interview on 8/17/17 at 12:40 pm
-1:00 pm, Recovery Supporl Specialists
{RSS) #'s | and 2 were asked for their tog or
list of patient grievances. RSS #1 said there
was a log, bul it was not cumremt. He/she
continued to say thet there was a stack of
writlen grievances in their office that had not
been documented in the gricvance log.

Review of the stack of unlogged wrilten
grievances revealed Patient #3 hed written 3
separate gricvances/complaints.

During the interview, RSS #1 was asked il
the RSS had eny grievances or complaints
from Patient #3. RSS #1 stated, "No, | don't
think so. That name does nof ring & bell."
Afier showing RSS #1 Patiemt #3's written
gricvances/complaints, he/she  disclosed
he/she had not seen them and confinmed

Who: The Quality Improvement Coordinator (QIC) is
ultimately responsible for the corrective action as well as the
ovcral) and ongeing compliance,

What: APl will update AP Policy and Procedure (P&P) PRE-
03003 Patient Grievance Procedure to include the
requirement for APl 1o provide patients with writien notice of
its decisions regarding the patient’s grievance, the name of
hospital contact person, the steps taken on behalf of the patient
to investigate the gricvance, the result (corrective actions laken
by API, as appropriote) of the grievance process, and the date
of completion. The letter will inform patients of their right to
seek essistance from any advocacy ageney if they disagree
with the disposition of their grievence. The letter will also
provide patients with the phone numbers of the Disability Law
Cenier, the State Agency, Adult Protective Services, Office of
Children’s Services, and the State Ombudsman’s Office.

A tracking log of all grievances and complaints will be
maintained by the Recovery Support Specialist. An additional
91afl person has been assigned full time to the Quality
Improvement Department to ensure all grievances are
addressed in 8 timely manner.

The tracking log will be accessible to the CEO, COO, DOP,
QIC, and RSS. The RSS will coordinate responses of
resolutions to patients per APl P&P PRE-030-03 Patient
Grievance Procedure. The coordination of the wracking log
incluedes informing the CEO (or other department heads, for
Level 11 responses} when resolution letters are due to the
patient. The RSS will ensurc all resolution letters contain the
required clements to include the requirement for APl to
provide the palient writlen notice of its decisions regarding the
patient’s gricvance, the name of the hospital contact person,
the steps taken on behall of the patient to investigate the
grievance, the result {correclive actions leken by AP, as
appropriate) of the grievance process, snd the dale of
compiletion,

The tracking log will reflect the date a prievance was received,
the person(s) respousible for the investigation and the date the
resolution letter was delivered {(or mailed, when a patient is
discharged) (o the patient,

How: API will preserve patient's rights to due process and
titnely resofution of the grievance process, AP will update and
adhere to AP! P&P PRE-030-03 Patient Grievance
Procedures. All saff will receive 2 copy of the updated policy
and a summary of the contents for case of understanding.

12132017
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they had not been reviewed or investigated.
The 3 written gricvances/concerns were:

1. Daed 5/31/17 at
revealed, Patient

#3 wrote "Too much abuse observed which
arc done by API staff...”

304 pm

Dated 6/1/17 at 8:45 pm revealed, ...
[Arother Patient's name]...located on [a
unit] was lcR to sulfer through agonizing
pain with no emergeney services/91)
called...she is vomiting and shivering with
gnashing teeth in obvious pain..." and

Dated 6/2/17 at 6:45 am, revealed Patient
#3 had concerns regarding  hisher
admission.

During the interview on 8/17/17 a1 12:40
pm - 1:00 pm RSS #s | and 2 stated the
patients can call, fill out a complaint form
(located on the units) and/or verbally tell
staff (o Ale gprievances for them,
Furthermore, RSS #1 stated since starting in
May, he/she had not been able to keep up
with a log tracking the patiems’ grievances
and resolutions.

RSS #] was unable 10 provide evidence
Patient

#3's pricvances, 2 of which were allegations
of abusefand or neglect, had been
investigated,

Review of the facility's policy and procedure
“No: PRE 030-03", dated 8/15/16, revealed
".LEVELS OF RESPONSE TO
GRIEVANCES...an RSS,

NSS or designee will...immediately report to
the Chief Executive Officer (CEQ) or
designee any grievance that alleges abuse,
neglect or serious staff misconduct...Sce to
resolve with the patient..(immediately or
within three business days).”

Further review of the same policy revealed,
"...If atiemptcd resolution takes longer than
seven (7) days, the patient, or individual
acting on patient’s behalf, will be informed
of the need for additional time. The written
response is due no later than fourteen (14)
business days post receipt of grievance.”

Report Patient Neglect Incident

Record review on 8/24/17 revealed Patient
#13 was admitted to the focility with a
diagnosis that included neurodevelopmental
disorder with fctal alcohol cffects. The
Patient was admined to the unit with close
observetion status scale (COSS) 1st degree
(Patient is to be checked every 1S minutes x

Patient care depariment heads will review the policy with their
staff during depariment meetings and document the
information/training and attendance in the meeting minutes,
New employees will receive training on the updated policy
during new employee training,

The tracking log of all grievances will be maintained and
reviewed weekly by the RSS and QIC to ensure compliance
with the timefrarnes set forth in the updated policy.

Evaluation Method: To ensure the plan of correction is
effective and the deficiencies stay corrected, the RSS will send
a monthly report of the lotal number of gricvances received,
their assigned “lcvel” of resolution, and the number of patients
wha received (or were mailed) lenters within the designated
timeframe, per the updated APl P&P PRE-030-03 Patient
Grievance Procedure. The data will be & Performance Indicator
for the RSS department and will be monitored monthly by the
CEO and APt Senior Management (ASM) team and reported
quarterly to Govemance,

Wheo: The Chief Executive Officer (CEQ) is ultimately
responsible for the corrective action as well as the overall and
ongoing compliance for Alaska Psychiatric Institute,

What: APl will update APl P&P LD-020-13 Conduct
Involving Patients to clarify that when API stafT are alleged
malucatment patients, APl will continue 1o remove staff from
patient care and NOT return those staff to patient care until the
invegtipation is fully resolved, and that, absent significant
mitigaling factors, termination will be API’s response to
scrious and/or repeated substantiated allegations following
API's internal investigation. The Director of Bchavioral
Health will authorize APl to not use progressive discipline
when serious paticnt abuse is determined to have occurred and
termination is warranted.

All APT staff will reccive a copy of the updated policy and a
summary of the contents for easc of understanding. All patient
carc deparment heads will review and discuss the palicy with
their staff in department mectings. All new emplayees will
receive training on the updated policy during new cmployee
orientation.

How: API will ensure patients are free from all forms of
maitrestment. APl will update and adhere 1o AP] P&P LD-
020-13 Conduct Iavolving Patients. All stalY will receive a
copy of the updated policy and a summary of the contents {or
ease of understanding. All patient care department heads will
revicw the policy with their staff in department meetings. All
ncw employees will receive training on the updated policy
during new employee troining. API will notify the DBH
Director of all Allegations of Abuse or Neglect and the
recommendcd disposition for each case.
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24 howrs, and noted on the patient safety
checklist),

Review of a facility unusual occurrence
report revealed an incident which occurred
on &/4/17 at 2200 (10:00 prn). Patient #13
was found sitting in a comer in his/her room
with blood oozing from o self-inflicted
laceration on his right upper arm, "possibly
due to a punctured or lacerated Basilic veln,
Patient conscious and coherent but pale .1t
also appear that the patient may have hanged
the back of [Paticnt] head against the wall as
some blood were present on the wall and on
[Patient] head...the patient was transported
to the ED at around 2225 {10:25 pm].*

Review of the locator checks on the palient
safety checklisy, dated 8/4/17, revealed
Patient #13 was checked cvery 15 minutes
on 8/4/17, including the time of the incident.

During an interview on 8/24/17 at 12:45 pm,
the Quality Improvement Coordinator (QIC)
said the verification of the 15 minute locator
checks were reviewed by video. The
documentation of the 15 minwte locator
checks on the patient safety checklist did not
match what was scen on the video. The QIC
said the 15 minute locaior checks were
falaified by the staff doing the checks. The
Patient was not checked every [S minutas,
The times missed between checks ranged
from 16 minutes up to 83 minutes.

Review of the State survey apency's facility
reported incidents log revealed a report
regarding the neglect of Patient #13 had not
been reported to the State agency.

Disciplinary, Remedial, and/or Reeducation
Action Did Not Oceur

PNA #3

Record review on 8/17/17 revealed Patient
#7 had  disgnoses that included
schizophrenia and a history of traumatic
brain injury.

Review of the State agency's facility’s report
of harm, dated 4/14/17, revealed a facility
incident repon of an allcgation by PNA #3,
which pecumred on 4/12/17. The incident
was reviewed on vidco by the Safety
Officer/Risk Menager and the State survey
team, The allegation swated PNA #3
restrained and escorted Patient #7 (o the Oak
Room (seclusion room). PNA #3 was
observed preventing the Patient from
leaving the seclusion room. After the second
event of the PNA pushing the Patient. the

Evaluation Method: To ensurc the plan of correction is
effective and the deficiencies stay comrected, the CEQ will
provide the DBH Director with regular updates regarding
API's Allegations of Paticnt Maltreatment findings.

Who: The Director of Nursing (DON) is ultimately
responsible for the corrective action as well s the overall and
ongeng compliance for all stafl assigned to the Nursing
Depariment.

What: When termination is not the warranted response to an
instance of patient maltreatment, AP1 will create a tracking log
called *Nursing Department Tracking Log for Allegations of
Abuse & Neglect™ to ensure compliance with all
recommendations (corrective, remedial and/or disciplinery)
from the investigation(s). The log wlill esslst with
implementing  recommendations and  eusure  the
recommendations are monitored. The tracking log will reflect
the Unusual Occurrence Report (UOR) number, dalc of
incident, and recommendations from the investigation.

Al subsiantisted allegations of abuse or neglect
recommendations wili include a final face-to-Tace meeling
betweemn the DON and the staff member substantiated for
maltreatment. During this meeting, the DON will ensure the
staff person acknowledges abuse or neglect occurred.
understands their role in the situation and assumes
responsibility for changing their behavior. The DON will
ensure accountability, review expectations and answer any
further questions or concems before the staff will be
authorized to retwn to patient care.

The tracking log will name the staff person providing any
recommended supervision, date the weekly checks completed
by the DON, show the date of the monthly report pravided to
the Quality Improvement (QI) Department, and show the date
actions were finalized.

How: A macking log of all recommendations from
investigations will be maintained and reviewed weekly by the
DON and monitored monthly by the CEO.

Education and guidance will be provided to the supervisors on
their weekly submission of their supervision logs by the DON,

Evaluation Method: To ensure the plan of comection is
effective and the deficiencies stay carrected, the DON will
provide & monthly repont to the APl Senior Management
(ASM) Team and provide a quarterly report 10 Governance,
The CEO will review the tracking log in supervision, at least
monthly with the DON.

What: APl will update the Nursing Depariment Procedure
(NDP) C-1 last updated on 11/09/2016 1o include instructions
to staff o write the actual time of the check, rather than the
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Patient could be heard on audio/video
velling a1 the PNA #3 "Stop hitting me, stop
hitting me." During the Patient's time in the
seclusion room Patient #7 urinaled on the
floor, due 10 the fact he/she was prevented
from the leaving the seclusion room. Further
review revealed the abuse towards Patient
#7 was substantiatcd.

Review of the medical record revealed no
evidence Patient #7 had e physician's order
or assessment for seclusion.

Record review on 8/16-31/17 revealed a
letter of wamning (LOW), doted 6/14/17, was
given to PNA

#3 by the Interim CEO through the Assistant
Director of Noursing The LOW revealed
“..determined that the allegations were
substantiated and discipline is warranted...]
am zlso directing you 10 aitend a 1:1 session
with the AP] Safety officer 1o review the
differences between and protocols relating
1o time outs and seclusions; and continue
with your weckly sessions with your clinical
supervisor for the next six months." further
review revesled no evidence of the weekly
sessions with a clinical supervisor”

Review of PNA #3's record on 8/17/16,
revealed no evidence the PNA had received
any weekly supervision visits with a
supervisor afier the abuse and illegal
restraint had been substantiated by the
facility.

During an interview on 8/16/17 at 3:30 pm,
when asked ahoul the discipline and
education of nursing staff, the Director of
Nursing replied, the supervision was
assigned to the clinical lead and she was “oul
of the loop."

Review of an email, dated 8/22/17 at 10:5)
am from the Directar of Nursing 1o the
Safety Officer/Risk Manager, revegled the
weekly supervision had not started for PNA
#3.

Review of an email, dated 8/22/17 at 2:16
pm from the Director of Nursing 10 LN #1
and the Assistant Director of Nursing Cc'd,
revealed "[PNA #3] will receive weekly
clinical supervision for a period of six
months. The clinical supervisor will provide
Quality Improvement Coordinator/Safety
Officer with a supervision plan; the clinical
plan supervisor will provide written
documentation of the clinical supervision,
documentation the revieww of events,
restraints and seclusions, assaults that occur:

current practice of checking a box, instructions on what to do
if stafT miss a check or conduct a check late, The NDP will set
forth procedures for ensuring all original patient salety
checklists are submitied each night to the Nursing Shift
Supervisor for all three shifts. AP! will develop a web-based
training, using actual examples, to train all nursing staff on the
updated NDP. :

How: APl will ensure all patients are checked for safety at
least every 15 minutes. AP] will update and adhere 10 NDP C-
1. All AP1 Nursing Staff will receive a copy of the updated
NDP and a summary of the contents for ease of understanding.
Nursing Administration will review the policy with their staff
during unit meetings and document the information and
training and attendance in the meeting minutes. New nursing
staff will receive training on the updeted policy during new
employee training,

Evaluation Method: To ensure the plan of comection is
effective and the deficiencies stay corvected, the Safety Officer
will conduct monthly Jocater audits using API's CCTV sysiem
to ensure locater checks are completed per NOP C-1. The
Safety Officer will report the findings of the monthly audits to
the DON and ASM.

CEO Signatore;
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discussions of de-escalation techniques;
discussions of specific patients and their
illness,  leaming  about  symptoms,
manifestations, treaiment modalities, etc.
Copies of the clinical supervisor notes wifl
be provided to Quality [Improvement
Coordinator/Safety Officer for review on a
monthly basis."

PNA #4

Record review revesled Patient #2 had
diagnoses that included Autism spectrum
disorder (a developmental disorder thar
affects a wide range of skills, symptoms, and
disabilities) and

mild-moderate retardation. The Patient had
been discharped and readmitted 10 the
facility several times,

Review of en incident occurrence, dated
1224116, revealed PNA #4 was providing
I:1 abservation for Patient #2. During the
incident the Patient had aggressive behavior
towards PNA #4. When the "Paticnt dropped
the chair and fell 10 the Aoor. JPNA #4]
charged at the Patient, lackling the patient to
the ground. While restraining the Patient
[PNA 3#4] pulled the Patient's hair, and
moments later, during the fluid restraing,
IPNA 44] right erm ended uwp around the
Patient's neck and the Patient was placed
briefty in a choke hold. [PNA #4] did not
foitow  [histher] training,  physically
responded to the patient when having other
vptions.” Further review revealed the use ol
mere force than necessary against Patient
#2, by PNA #4, was substantiated by the
facility.

PNA #4 retumed o work on 1/2817.
Review of a letter cevealed PNA #4 was to
receive clinicel supervision for at least |
vedr with a clinical supervisor and meet
rogutarly with hig'her clinical supervisor for
4 mininum of 30 minuies per supervision
sessjon.

Review of the "2015 Supervision Log",
provided as evidence of PNA #4s
supervision, revealed thc PNA  hod
supervisory visils, following the incident,
conducted by LN #1 on V217, WINT,
V19T, 1721007, and 202717,

No further information regarding PNA #4's
supervisory visils sinee 2/2/17 was provided
prior to the cxit on 8/31/17.

LN #1
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Review of the State agency's facility's repon
of harm, on 4/14/17, revealed a facility
incident report of an allegation, by LN #1, of
sbuse/neglect/exploitation/serious stafT
misconduct, dated 4/12/17. This incident
was the same one that PNA #3 was involved
in. The incident was reviewed on video by
the Safety Officer/Risk Manager and the
State survey leam. The allegation stated the
LN #1 instrucied Patient

#7 10 clean up her/his own urine from the
Quk Room (seclusion room) and gave the
Patient o towel o use to clean her/his urine.
Patient #7 was nol given any gloves or
booties to cover his slippers when he/she
was stepping on the towel (o ¢clean the urine
off the floor. Al no time was the Patient
offered any help from the staff o assist in
cleaning up the urine, The allegation of
abuse was substantiated against LN #1. The
facility's report stated LN #1 had received a
letter of instruction (1.OI) and resigned from
APL

Observation on 8/16/17 revealed LN #1 was
currently working as a clinical lead with
patients on 1 of the patient care units,

During an interview on 8/16/17 at 9:50 am,
LN #) stated he/she was "clinical lead” and
"nurse manager” and functioned as the
"charge nurse" in the moming,

Record review revealed LN #1 was a lead
nurse on one of the units, There was no
documentation found of the LN’s LOI or any
education, training or employee supervision
afler the allegation of abuse was
substantisted against LN #1.

During an interview on 8/23/17 at 12:45 pm,
the Quality Improvement Coordinator (QIC)
was asked about LN #1 LOI for the 4/12/17
incident. The QIC said there was no Letler
of Instruction or Letter of Waming given to
LN #1 for the 4/12/17 incident, but there
should have been, The QIC stated that a
letter was now being drafted (in process) for
the 4/12/17 incident that LN #! was
involved in.

LN #2

During an interview on 8/16/17 at 2:14 pm -
2:45 pm, the Safety Officer (SO) stated the
facility had substantiated LN #2 spit and
yelled at Patient

#14, 2 years ago {December 2013). The SO
stated although the abuse was subsiantiated
and although LN #2 was initially fircd, the
facility had 1o hirc himv/her back last year.
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During an interview on 8/24/17 at 9:00 am,
the Quality Improvement Coordinator was
asked for amy retraining, action plens or
oversight of LN #2 and PNA #4 after they
were reinstated at the facility,

The facility did not providc any information
1o the State survey agency prior 1o exit on
8&/31/17.

Review of the "Notice of Rights and
Responsibilities" provided to patients on
admission, last dated 8/17, and reverled "1,
Receive personal dignity and services
considerate and respectful of personal value
and belics...8. To receive care in a safe
setting...12. To be free from restraints or
scclusion of any form imposed as a means of
coercion, discipline, convenience, or
retaliation by s1aff."

Review of the facility's policy, "Conduct
Involving Paticnts”, dated &15/17, revesled
"All known or suspected incidents and all
complaints of abuse, neplect, and other
serious misconduct by API employees,
student intems, or contractors towards
patients must be reported and
investigated., .Physical abuse includes, but is
not limited to: a. hitting, slapping, kicking.
pinching, shoving, spitting on, or beating a
patient; b. depriving a patient of a needed
medical services or treatment, necessary
biclogical needs...c. using more force than is
reasonable for a patient’s control, treatment,
or manegement...d. the improper or illegal
resiraint or seclusion of a patient.. 4.
Emotiona) abuse includes humiliation of &
patient and threats of corporal punishment."

A 167

4B2.13(e){d)ii) PATIENT RIGHTS:
RESTRAINT OR SECLUSION

[The use of restraint or scclusion must be--)
(ii) implemented in accordance with safe
and appropriate restraint and seclusion
techniques as determined by hospital policy
in accordance with State law.

This STANDARD is not met as cvidenced
by:

Based on record review, video review,
interview and policy review the facility
failed o ensure seclusion was implemented
for 1 patient (¥7) per the facility's policy,
Specifically. facility stafl implemented a
Time-Out {a voluntary seclusion) that
became  seclusion  for  the  patient
(involuntary seclusion) when the facility
stafT denied the patient the right to exit the
room. This failed practice cavsed the patient

Who: The Director of Nursing is ultimately responsible for the
training and efficacy of patient care staff in following the
hospital policies and procedures around scclusion and
restraint. Hospital Education will communicate and provide
cducation for resolving the deficiencics with regard fo
seclusion and restraint event reporting and documentation, The
Quality lmprovement Coordinator {QIC) is responsible for the
documentation of ongoing compliance with hospital policies
and procedures.

What: APl will update the Seclusion and /or Restrainy, Time
~Out Patient Safety Equipment (PSE) P&P SC-030-02.01b
last updated op 08/1572015 o include additional language in
the scetion of definitions specifically further defining what is
8 seclusion and what is & time out. API will develop a web-
based training. using actual examples. to train all nursing and
LIP staff on the updated policy.

1213207
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to be illegally detained in seclusion and
created a risk for psycological hamn.
Findings:

Record review on 8/16-17/17 r1evealed
Patient #7 was admitted 1o the facility with
diagnoses that included Schizophrenia (a
brain disorder thal causes on lo suoffer
delusions and/or hallucinations) and Post
Traumatic Brain Injury.

Record review on 8/16/17 revealed the
lacility had conducted an investigation of an
incident that occured on 4/12/17 with Paticnt
#7.

Revicew of the 4/12/17 incident on the video,
on 8/16/17 with the Safety Officer, revealed
Patient

#7 was obscrved launching across the
nursing desk and then being escorted to the
seclusion room (Oek room-a room with a
bed, no windows, and a secure door capable
of being locked) by PNA #3, The Patient
was placed in the room and the door was left
unfocked. During the review the Patient was
observed atlempting to cxit the room 3
times. All 3 times the PNA prevented the
Paticnit from exiting the coom by pushing the
Patient back into the room, the PNA then
forcfully closed the door. At one point the
Patient briefly looked around and voided in
the comer. The seclusion lasted almost 15
minutes,

Review of the "Seclusion & Restraint Initial
Order Activity” revealed no physician's
order for Patient

#7 being placed in seclusion that day.

During an interview on 8/16/17 a1 9:50 am,
Licensed Nurse #1 stated only a nurse could
initinte seclusion or a restraint,

During an interview on 8/16/17 a1 3:30 pm,
when asked about the incident, the Director
of Nursing (DON) sated the Time-Out is
voluntary and the patient needs to feel they
can leave Lhe room,

The DON stated the incident with Patient #7
{on 4/12/17) should have been treated as
seclusion.

Review of the facility policy "Seclusion and
or Restraint Time-Out, Patient Safety
Equipment (PSE)", effective date B/15/16,
revealed  "Seclusion: The  involuntary
confinement of a patient alone in a room or
in an arca whercas hefshe is physically
prevented from Icaving that room or area.
The room or area may be locked or
unlocked...”

How: API will ensure the use of seclusion or restraint will be
implemented in accordance with safe and appropriate
techniques. AP! will update and adhere to Seclusion and /or
Restraint, Time=QOut Patient Safety Equipment (PSE) P&P
$C-030-02.01b. All API nursing and LI staff will receive a
copy of the updated policy and a summary of the contents for
ease of understanding. Nursing Administration and the
Director of Psychistry will review the policy with their staff
during unit and team meetings end document the information
end training and attendance in the meeting minutes, New
nursing stafl and new LIPs will receive training on the updated
policy during new employee training

APl will re-cmphasize the core conviction that all patients
have the right to be free from restraint or scclusion of uny form
imposed as a means of coercion, discipline; convenience, or
retaliation by staff. Restraint or seclusion may only be imposed
to ensure the immediate physicat safety of the patient, a staff
member, or athers and must be discontinued at the earliest
possible time.

Seclusion and restraint events arc carefully monitored by
Alaska Psychiatric Institute in its commitment to reducing the
rate of seclusion and restraint a1 the hospital. ASM will
continue to review the metrics associated with seclusion and
restraint including the amount of time in seclusion or restraint
per 1,000 inpatient hours, the rate of evemis per 1,000 in-
patient days, the proportion of clients secluded or restraint, and
the breakdown for each patient care area as part of API's
ongoing qualily improvement initiative to reduce the usc of
seclusion and restraint with its acute inpatient papulation.

Evaluntion Method: ASM will continue 10 review the metrics
associated with seclusion and restraint including the amount of
time in seclusion or restraint per 1,000 inpaticnt houts, the rate
of events per 1,000 in-paticnt days, the proportion of clients
secluded or restraint, and the breakdown for each patient care
area as part of API's ongoing quality improvement initiative
to reduce the use of seclusion and restraint with its acute
inpatient population.

The API Clinical/Administrative Team will review cpisodes of
seclusion & restrmint in their weekly rounding providing
education and feedback to each patient care unit and report on
the rounding during A
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"Time-Out: A voluptary procedurc used to
assist the patient to Tegain emotional
control.. When a paiient is physically
prevented from leaving the Time-Out, or
given the impression that they are no longer
allowed to leave the intervention is no
longer a Time-Out and instead becomes
seclusion.”

"The following applies 1© any use of
physical or mechanical restraing(s) or
sechusion.. Seclusion or  physical o
mechanical restraint will be documented on
appropriate hospital forms."

A 168

482.13(e}{5) PATIENT  RIGHTS:
RESTRAINT OR SECLUSION

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

This STANDARD is not met &s evidenced
by:

Based on record review, video review and
interview the facility feiled lo ensure a
Time-Out thst became seclusion for patient
#7. had  physician  orders  for
implementation. The failed practice placed
the palient in seclusion without an order and
denied the patient oversight of & providers
care, Findings:

Record teview on B/16-1717 revealed
Patient #7 was admitied to the facility with
diagnases that included Schizophrenia (a
brain disorder that causes on to suffer
detusions and/or hallucinstions) snd Post
Traumatic Brain Injury.

Record review on 8/16/17 revealed the
facility had conducied an investigation of an
incident that heppened to Patient #7 on
AN2007.

Review of the 4/12/17 incidest on video on
8/16/17 with the Safety Officer, revealed
Patient

K7 wes observed launching scross the
nursing desk and then being tscoried to the
seciusion room (Ouak room-a room with a
bed, no windows, and a secure door capable
of being locked) by PNA #3. The Paticm
was placed in the room and the door was lefl
unlocked. Puring the review the Patiem was
observed atempting to exit the room_ 3

Who: The Director of Nursing is uitimately responsible for the
training and cfficacy of patient care stoff in following the
hospital policics and procedures eround seclusion and
restraint. Hospital Education will communicate and provide
education for resolving the deficiencies with regard to
seclusion and restraint event reporting and documentation. The
Quelity Improvement Coordinator (QIC) is responsible for the
decumentstion of cngoing complience with hospital policies
and procedures.

What: AP updsie and provide additional training to support
the Seclusion and /or Restraint, Time —Out Pstient Safcty
Equipment (PSE) P&P SC-030-02.01b, specifically the RN
Responsibilities Section, to ensure if a seclusion andfor
restraint occurs Lhere is 8 LIP order in place.

How: API will ensure the use of seclusion or restraint will be
implemented in osccordance with safe end appropriate
techniques. APl will update and adhere to Seciusion and /or
Restraint, Time—-QOut Patient Sefety Equipment (PSE) P&P
SC-030-02.01b. All API nursing and LIP staff will receive a
copy of the updated policy and a summary of the contents for
cese of understanding. Nursing Administration and the
Director of Psychiatry will review the policy with their staff
during unil and team meetings end document the information
and training and attendance in the mecting minutes. New
nursing staff and new LIPs will receive training on the updated
policy during new employee training

Evaluation Method: The AP! Clinical/Adminisirative Tearmn
will review episodes of seclusion & restraint in their weekly
rounding providing education and fecdback to cach patient
care udit,

All nurses will receive information about NDP F-10 24 Hour
Night Nurse Audits™ instructing them 1o track any variations
in requirements of seclusionfresiraim procedures including
LIP orders. The Director of Psychisry & WNursing
Administration will be notified of any discrepancies.

1211372007
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times. All 3 times the PNA prevented the
Patient from cxiting the room by pushing the
Paticnt back into the room, the PNA then
forcefully closed the door. At one point the
Patient briefly looked around and voided in
the cormer.

The seclusion Jasted almost 15 minules,

Review of the "Seclusion & Restraint Initial
Order Activity” revealed there was no
physician or nursing order for Paticnt 7
being placed in seclusion that day.

During an interview on 8/16/17 at 3:30 pm,
when asked about the incident, the Dircctor
of Nursing {DON) stated the Time-Qut was
considered voluntary and the patient needs
o feel they can leave the room. The DON
stated the incident (on 4/12/17) should have
been treated as seclusion.

Review of the facility policy "Seclusion and
or Restrmint Time-Out, Patient Safety
Equipment (PSE)", effective date 8/15/16,
revedled  “Scclusion:  The  involuntary
confinement of a patient alone in 4 room or
in an arca whercas he/she is physically
prevented from leaving that room or area,
The room or area may be locked or
unlocked..."

Review of the facility's procedure flow
chart, "RN & LIP [licensed independent
practitioner} Documentation &
Monitoring”, revised 3/22/12, rcvealed “At
initiation of ES/R [go to] LIP written or
[Telephone) order...”

CEOQ Signature:
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482.23(b) STAFFING AND DELIVERY
OF CARE

The nursing service must have adequate
numbers of licensed registered nurses,
licensed practical (vocational) nurses, and
other personnel (o provide nursing care 1o al}
patients as needed. There must be
supervisory and staff personne) for each
department or nursing unit 1o ensure, when
needed, the immediate availability of a
tegistered nurse for bedside care of any
patient.

This STANDARD is not met as evidenced
by:

Based on interview, meeting minuies review
and policy review the facility failed to have
an adequate number of licensed nurses (LN)
and psychiatric nurse assistants (PNA)
svailable 1o meet the needs of the patients.
This failed practice placed staff at risk for
injury and for burnout and placed paticnts at

Who: The Director of Nursing (DON) is ultimately
responsible for the cormmective action as well as the vveral] and
ongoing compliance for all staff assipned to the Nursing
Department.

What: APl will decrease the amount of overtime {either
voluntary or mandatory) by updating Wursing Department
Procedure (NDP) F-12 “Management of Overtime™ to reflect
the following: No employee will be allowed ta wark more than
22.5 hours of overtime in any given week {either voluntary or
mandatory). When a staff member has worked 2 10tal of 22.5
overtime hours during the week, they are not to be scheduled
again thal week for overtime hours.

How: APl will ensurc adherence to Nursing Department
Procedure (NDP) F-12 “Manegement of Overtime” to provide
a safc amount of overtime hours worked (cither voluntary or
mandatory),

All nursing staff will be educated on the updaicd procedure in
their unit meetings, and an e-mail natification of the change
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too fow with only three nurses and three
PNA staffing.”

Review of the Safety Commiliee Meeling
minutes, dated B/2/17, revealed “Discussion
about Susilne; Discussion about the fact
staffing is to low with only three nurses and
threc PNA staffing,.”

electronically. This system will enable the CEO, COO, DOP
and the DON 1o ensure staffing coverage is adequate to meet
hospital nceds.

What: APl will ideniify and enter into & contract with a local
nursing temporary employee agency to fill nursing staff
shoriages due to vacancies or absences,

How: The Division of Behavioral Health has authorized AP1
to negotiate and enter into a contract with a nursing temporary
employee agency to augment API’s professional nursing staff.
API will research the availability of such an agency and begin
negotiations for providers by 10/13/2017. Temporary Nurses
will be trained to work with AP patients.

Evaluation Method: APl will demonstrate efforis to locate
and enter into 8 contract with a nursing temporary employee
agency 1o augment API's professional nursing stafl. Once the
temporary employee nurses are under contract and have been
trained, APl will increase the number of nurses available to
work with patients to ensure a sufficient number of registered
nurses are trained and able 16 meet patient peeds.
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