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Complaint # 08-0020

An On-Site Hospital Investigation was conducted
on 1/17 and 1/18/06 following receipt of a
Complaint alleging that the Patient; an acitely
out-of-controt elementary school-aged child
brought to the Hospital for an emergency mental
health evaluation on the afternoon of 12/7/05,

! was evaluated by a physician in the Hospital's
Emergency Departmert (ED), medicated with 2
milligrams (mgs) of Ativan (an :
antianxiety/sedative medication}, and sent home
with his Foster Mother; heavily/overtly sedated
and without a mental health evaluation,

A D79 482 13(f)(3Nii) PHYSICIAN ORDER FOR SEC & A 079
i RESTRAINT A separate ED staff meeting will be held to | 379
focus on behavioral restraint care : ’
management for non-physician staff.
Content will include restraint assessment
monitoring and documentation. Focus will

The use of a restraint or seclusion must be in
accordance with the order of a physician or other

licensed ]ndepqndent practitioner 'permitted by the also be on madication restraint with
State and hospital to order seclusion or restraint. particular focus on assessment and
' ' monitoring. In preparation for the meeting,
The following requirements will be superseded by an analysis has been done by developing a
existing State laws that are more restrictive. crosswalk of CMS CoP, JCAHO and DMH
- 1o assess diffarences in standards and
regulations. See attached. 2/9/08

On-going monitoring will be conducted by

. ED cliniclan.
This Standard is not met as evidenced by: the ED nurse

Based on interviews and documentation review, it ' The ED physicians will discuss behavioral '
was determined the Patient; who presented to the  restraints at the next faculty meeting with a
ED in 4-point behavior management physical focus on ordering (including time frames) ,

assegsment (face to face) and
reassessment. A review of the Physician
Order Form will be included.

restraints, was maintained in the restraints
without a physician's {or other licensed
_independent practitioner's) order, and .

ORATORY DIRECTOR'S OR PROVIDERUSUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
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Any deficiency statemeit endiD'g/ with an asterisk (") denotes 2 deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patisnts. (Ses instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the abova findings and plans of corraction are disclosable 14
days foliowing the dala these documents are Made available to the facility. If deficiancies are cited, an approvad plan of correction is requlsite ta continued

program participation.
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administered a behavior management chemical
restraint (intramuscular Ativan) that was not
ordered in accordance with Hospital
policy/procedure.

Findings included:

Documentation indicated the Patient presented fo
the ED by ambulance, out of behavioral control
and in 4-point restraints; at 4:09 PM on 12/7/05.

The ED Registered Nurse (RN) assigned to the
Patient on the afternoon/evening of 12/7/05 said
the Patient arrived in the pediatric section of the
ED restrained to an ambulance stretcher and
totally out-of-control; thrashing around and
swearing. She said the Patient was transferred to
an ED stretcher and maintained in 4-point
restraints.

Documentation indicated that when the Patient
was evaluated by the ED Physician around 5:00
PM he was restrained, yelling, swearing, and
unwilling to talk about what was bothering him.
His tmedical, psychiatric and behavioral histories
were hoted, a physical examination was
performed, and intramuscular (IM) Ativan 2 mgs
(recommended pediatric dose range = 0.05-0.1
milligrams/kilogram of body weight; 1.9-3.8 mgs
for this Patient) was ordered and administered (a
behavior management chemical restraint),

The ED RN said same of the Patient's restraints
were removead to facilitate the administration of
the Ativan, and some were remaoved shortly after
the (Ativan) administration; as he settied down
and became cooperative, ‘

Appendix A of the Hospital's Restraint Policy and

Procedure indicated that if a behavioral

(x4 10 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CDMF’;%E“ON
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A 079| Continued From page 2 A Q79
management restraint was applied, the physician
(or licensed independent practitioner) was to be
immediately notified and an arder for the restraint.
was to be obtained.
Appendix B of the Restraint Policy/Procedure
indicated a Behavioral Health Care Restraint
Physician's Order Form was {0 be utilized for
ordering behavioral restraints in non-psychiatry
areas. '
The Patient's medical record did not contain a
physician's (or other licensed independent
practitioner's) order for the 4-point behavior
management physical restraints. The order for
the behavior management chemical restraint
{(Ativan) was not written on a Behavioral Health
Care Reastraint Physician's Order Form.
A 092| 482.13(f)(5) CONTINUOUS ASSESSMENT A D2 Conslderation is being given to combining
. , : the Restraint and Behavioral Restraint
The condition of the patient who is in a restraint Policles into one to ensure the same
or in seclusion must continually be assessed standard of care.
monitored, and reevaluated. The Behavioral Restraint c?‘e\cci:tion of policy
. . . . will be revisad and will include a policy and
This Standard is nat met as evidenced by: aracedure that are in compiiancep wlthy
Based on interviews and documentation review, it CMS, GoP, JCAHO and DMH. There will
was determined the Patient's condition was not be the same Behaviorat Restraint Policy for
! appropriately assessed/monitored while he was in both non-psychiatric and psychlatric patient
4-point behavior management physical restraints care areas. At this lime the revised policy
and/or following the administration of a behavior is being drafted and g:fl be approved at the
! t chemical restraint (Ativan) on i next Hospital Po}lcy ommittee meeting on
managemen . March 20, 2008 in preparation for the April
12/7/03. 1, 2006 implementation date for the new |  >/28/08
DMH reguiations.
Findings included:
Please see Tag A-0079 for infarmation related to
the Patient and the behavior management
restraints utilized on 12/7/05. N
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The Mospital's Restraint Poliey and Procedure did

not clearly address patient monitoring and/or
assessment following the administration of a
hehavior management chemical restraint.

The ED RN said she did not think of the Ativan
administration as a behavior management
chemical restraint.

Appendix B of the Restraint Policy and Proceduré

indicated that once a behavior management

restraint is utilized: the Patient must be constantly

(directly) observed for physical safety; the RN is
responsible for assessing the patient's physical
(exercise, nutrition, hydration, elimination,
hygiene, comfort, personal care, positioning, vital
sign monitaring, treatments, etc.) and emotional
needs, psychological and mental status, and
cestraint related needs (CSM, renge of motion,
proper application of restraint, etc.) at least every
15 minutes; and patient monitoring and
assessments are to be recarded on a Behavioral
Health Care Restraint Flow Record,

Documentation and ED Physician and staff
interviews did not indicate the Patient was
constantly (directly) observed for physical safety
during his ED and/or Emergency Mental Health
Service (EMHS) stays.

The Patient's medical record did not contain a
Behavior Health Care Restraint Flow Record,

ED nursing documentation did not include
documentation related to the Patient's physical or
emotional needs, psychological and mental
status, restraint related needs and/or the
discontinuation of the 4-point behavior
management physical restraints.
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The E[D RN said she checked on the Patient at

least twice following the Ativan administration and
found him in good control. She was not aware his
vital signs were not evaluated anytime after the ,
administration of the Ativan {when he settled
down and became cooperative).

The Crisis [ntervention SpecialistMental Health
Caunselor (MHC) said the Patient arrived in the
| EMHS treatment area; sleepy, at &:15 PM, He
coulid not recall if the Patient arrived ambulatory
or in a wheelchair, but said the Patient indicated L
he wanted to lie down on one of the couches and
didn't want to talk. The MHC reported atlowing the
Patient to steep, and obtaining his history from his )
Eoster Mother and Qutpatient Social Service
Worker. '

The MHC said the Patient’s vital signs were not
obtained/monitored because patient vital signs
were not obtained in EMHS unless they were
ordered or there was a reason (o obtain them. He
said the Patient was easily arousable and he did
not see an indication for vital sign monitoring.

The peak action of IM Ativan is B0-00 minutes

(6:00-6:30 PM for this Patient), and the duration
| of action is 6-8 hours. Adverse reactions include
respiratory depression and hypotension (low t
bioad pressure). '

A 220! 482 24(c) CONTENT OF RECORD i AZ229 .

' _ ' | The revised Behavioral Restraint Policy will | 3/20/08
The medical record must contain information to include patient monitoring standards for
justify admission and continued hospitalization, medication restraints as well as medical
support the diagnosis, and describe the patient's record documentation responsibilities for |
progress and response to medications and medication restraints. This content will ajso
services. be included to the staff training.
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A 229| Caontinued From page 5

This Standard is not met as evidenced by:
Rased on documeniation review it was

determined the Patient's response to his ED care
was not documented.

Findings included:

Please see Tags A-0079 and A-0092 for
information related to the Patient and his
Emergency Department care.

ED documentation did not indicate the Patient's
“response to the administration of the IM Afivan.

£0 documentation did not indicate the Patient's
status upon discharge, time of transfer to the
EMHS: or the mode of transportation to the
EMHS. :

A 229 7 Two staff meetings for EMHS staff were
hald on February 22, 2006 to reinforce the
requirements fer vital gign monitoring in
EMHS and the repguirements regarding

i discharge instructions.
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P 260

Complaint # 06-0020

An On-Site Hospital investigation was conducted
on 1/17 and 1/18/06 following receipt of 2
Complaint alleging that the Patiert; an acutely
aut-of-control elementary school-aged child
pbrought to the Hospital for an emergency mental
health evaluation on the afternoon of 12/7/05,
was evaluated by a physician in the Hospital's
Emergency Deparntmenit (ED}, medicated with.2
miligrams (mgs) of Ativan {(an

antianxiety/sedative: medication}, and sent home
with his Foster Mother, heavity/overly sedated
and without a mental health evaluation,

130.343(A) DISCHARGE PLANNING

Each patient determined to need
assistance with arrangemenis for
post-hospital care shall have a
comprehensive, individualized
discharge plan which is in writing and
is consistent with medical discharge
orders and identified patient needs.
For purposes of 130 CMR 130.000. a

discharge plan for Medicare patients
treated in the emergency department of
an acute hospital shall mean a plan
that addresses the specific problem

for which the patient is seen in the
emergency department. Except for the
requirements of 105 CMR 130.343(B) and
(D) through (F), the requirements of
105 CMR 130,342 do not apply to
Medicare patients who are transfarred
from the emergency department of one
acute hospital to another achte

hospital and to @ Medicare patient
residing in @ nursing home who, after

P 000

P 260

CHOSS-REFERENCED TO THE APPROPRIATE | DATE -
: i
}
i

In order to ensure each patient discharged 2122106
from EMHS has a written discharge plan,
there will be staff auditing to validate
compliance by an assigned member of the
EMHS staff. information on the diagnosis,
eatment (including medications), .
avaluation, discharge planning needs and
any other follow-up instructions will be
included. In this case, a verbal discharge
instruction did occur, however it was not
doclmented as required by policy.
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P 260

Continued From Page 1

treatment in an emergency department,
is returned back to that nursing home
provided appropriate transfer/referral
forms are properly completed to
include information to assure

continuity of care.

The plan shall include at least the
following information:

(1) identification of the post-

hospitat services needed by the
patient, inciuding home health and
homemaker service, and of the
post-hospital social needs of the
patient, as determined in accordance
with procedures set forth in 105 CMR
130,342,

(2) the services arranged for the
patient,

(3) the names, addresses and
telephone numbers of service
providers; '

(4) the service schedule as
requested by the hospital;

{5) medications prescribed and
instructions for their use or
vetification that such information was
provided separately:

" (6) scheduled follow-up medical

appointments or verification that such
information was provided separately.

This Requirement is not met as evidenced by

Please see Tag 0350.

P 260
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A copy of the signed discharge plan

shall be retained in the patient's

record.

This Requirement is not met as evidenced by:
Based on documentation review, it was
determined the Patient/Patient's Representative
did not receive written discharge instructions
related to his 12/7/05 ED visit and/or Emergency
Mental Health Service (EMHS) visits.

Findings included:

Medical record documentation indicated the
Patient was evaluated in the Hospital's ED on
12/7108, The record did not include written
discharge instructions.

Medical record documentation indicated the
Patient was evaluated in the Hospital's EMHS
immediately following his 12/7/05 ED visit. The
record did not include written discharge
instructions.

the patient's medical record. Like the

audited by a unit staff member.

™ discharge plan to be signed and a copy
given to the patient as well as retained in

in itern 260 above, compliiance will also he

————
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P 350| 130.344(B) PATIENT SIGNATURE P350 = Same as regulation response for P260 2/22/06
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