STATE OF WASHINGTON

DEPARTMENT OF HEALTH

NOTICE OF IMMEDIATE STOP PLACEMENT LIMITING OR PROHIBITING
ADMISSIONS

DATE:4/23/2022
Licensee: BHC Fairfax Hospital
Address: 10200 NE 132nd St Kirkland, WA 98034-2899
License No: HPSY.FS.00000004

Re: Case No. 2022-2123/ 2022-3363/ & 2022-3389

Dear Licensee:

This is notice of a limited stop placement of admissions imposed on your psychiatric hospital
license, located at 10200 NE 132nd St Kirkland/ WA 98034-2899 pursuant to Chapter 71.12 RCW
and WAC 246-322. The stop placement limiting admissions to your psychiatric hospital is
effective immediately upon receipt of this notice.
Basis for Stop Placement Limiting Admissions
On 4/21/2022 6:00 PM, the Department of Health, Office of Health Systems Oversight (department)
conducted an investigation at your facility and found deficient practices or conditions, more fully
described below that constitute an immediate jeopardy. On 4/21/2022 the department provided the
facility written notification of the immediate jeopardy and the facility had twenty-four (24) hours to
develop and implement a department approved plan to address the immediate jeopardy or the facility
may be subject to enforcement action.

On 4/23/2022 9:12 AM the department conducted a revisit inspection which verified that the facility did
not develop and implement a department-approved plan to address the immediate jeopardy within
twenty-four hours. Accordingly, the department is authorized to impose a limited stop placement that
takes effect immediately.

Deficient Practices or Conditions

This stop placement is based on the following violations of chapter 71.12 RCW and chapter 246322 WAC: WAC 246-322-035 Policies and Procedures - Develop and implement policies and
procedures to manage assauitive/ self-destructive/ or out of controi behaviors.
Based on observation, interview, and document review, the hospital failed to ensure that staff provided
patient care in a safe setting by the failure to identify patients at increased risk for harm/ the failure to
implements plan of care for the prevention of sexual aggression or victimization, suicidal behaviors, and
self-harm behaviors, and the failure to maintain a safe patient care environment by effectively
conducting environmental rounds and patient observations, as directed by the hospital's policies and
procedures.

Scope of the Stop Placement
The above noncompiiance continues to pose immediate jeopardy as defined in chapter 71.12 RCW and
chapter 246-322 WAC:
D Stop placement prohibiting all admissions of new patients. The deficient practices or
conditions that constitute an immediate Jeopardy are not limited to a particular category of
patient or section of the hospital. Your facility may not admit any new patients until this
stop placement is terminated by the department.

Limited stop placement because the deficient practices or conditions that constitute an

immediate jeopardy apply only to the following category/categories of patients or
section(s) of your facility as follows: patients under the age of 18. Your facility may
not admit any new patients belonging to the above referenced category/categories

or to the above referenced section(s) of the facility.
Terminating the Stop Placement:
The department will terminate the stop placement when the department verifies the violation
necessitating the stop placement has been corrected/ or the department determines that your

hospita! has taken intermediate action to address the immediate jeopardy; and establishes the
ability to maintain correction of the violations previously found deficient. To request an on-site
follow-up inspection to verify the above, please complete and submit the enclosed request
form.

Request for and Adjudicative Proceeding:
The facility has the right to contest the stop placement by requesting an adjudicative
proceeding. To contest the department's decision, your or your representative must file a

written request with the department's Adjudicative Service Unit (ASU) in a manner that shows
proof of service on the ASU within Twenty-Eight (28) days from receipt of this decision.

The mailing address is: The physical address is:
Department of Health Department of Health
Adjudicative Service Office Adjudicative Service Office
Post Office Box 47879 111 Israel Road SE
Olympia, WA 98504-7879 Tumwater, WA 98501
Email: ACOfcix@doii.wa,gov (For filing under the emergency rules)

Dated: ^ I ^f??- 20_

By: {^W^ |^A/l^—~fz^
STATE OF WASHINGTON
DEPARTMENT OF HEALTH
PSYCHIATRIC HOSPITAL PROGRAM

Enclosures
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OILS
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Fairfax Hospital

Plan of Correction for
State and CMS Investigation
(Case #2022-3363, #2022-3389, and #2022-2123)

By submitting this Plan of Correction, the Hospital does not agree that the facts alleged are true or admit that it violated the rules. The
Hospital submits this Plan of Correction to document the actions it has taken to address the citations.
Tag
Number
L 001

How the Deficiency Will Be Corrected
Item #1 The CEO, COO, Chief Medical Director, Chief Nursing
Officer and Director of Risk Management met to review the
findings of this survey and review/revised the policies to meet
regulatory compliance on 5/31/2022.
The COVID-19 Mandatory Vaccination policy was reviewed
and the Contingency Plan Addendum revised to confirm that
healthcare workers who met the requirements for exemption
will be tested weekly prior to reporting to work.
The revised policy was submitted for review and approval to
the Infection Control Committee, Medical Executive
Committee and the Governing Board in an ad hoc meeting on
6/7/22.
The Human Resources department is responsible for
monitoring/obtaining staff vaccination information for
compliance upon hire by obtaining their vaccination or
exemption status prior to their first day of employment. The
HRD will inform any staff who are exempt of the requirement
for weekly testing via a signed copy of the Contingency Plan
Addendum, ensure they are set up for weekly testing,
understand deadline for testing and know where to go for
their tests each week. Additionally, the HRD monitors all staff
who have met the requirements for exemption and need to
be tested once weekly for COVID 19.
The Human Resources staff were retrained to the revised and
approved COVID 19 Mandatory Vaccination policy by the
Human Resources Director. Training will be verified by a
signed copy of the revised policy.

Responsible
Individual(s)
Human
Resources
Director

Estimated
Date of
Correction
7/5 c/22

Monitoring procedure & Target for
Compliance
MONITORING:
Item #1 The Infection Control Preventionist
and Human Resource Director (HRD) will
maintain the list of all COVID 19 vaccine
exempt staff and confirm they are
informed of the weekly testing
requirement. The HRD will monitor and
report testing status weekly to Department
Leaders and will follow up with the
department managers of all staff who are
noncompliant with their weekly testing.
Noncompliance with weekly testing will
result in immediate suspension. Staff will
be permitted to return to work only when
compliance is reestablished.
Target goal and accepted compliance for
testing is 100%.
Monitoring is ongoing until otherwise
indicated.
Aggregated data will be reported to the
Quality Council and Medical Executive
Committee monthly and to the Governing
Board quarterly.
Item #2 The Human Resource Director
(HRD) and Infection Control Preventionist
will maintain the list of all COVID 19 vaccine
exempt staff and confirm they are

The Director of Human Resources will set up weekly COVID-19
testing for all staff who meet COVID-19 vaccine exemption
requirements to be completed every Tuesday. Results will be
obtained from the lab by the HRD/designee by no later than
Friday of each week. The HRD/designee will ensure each
exempt staff who is scheduled to work has a weekly test
done. If a staff member misses their deadline for weekly
testing, the HRD will inform the staff members department
leader. Testing compliance will be reported weekly to
Department Leaders. Staff who are out of compliance for
weekly COVID-19 testing will not be permitted to work until
they are back in compliance. The HRD will designate another
HR staff member to monitor and report compliance weekly
should coverage be needed.
Training included:
• All current exempt staff shall be informed of the
requirements as evidenced by a signed copy of the
Contingency Plan Addendum in their HR file. New
staff shall be informed of the requirements upon hire
as evidenced by a signed copy of the Contingency
Plan Addendum in their HR file.
• Requirement of weekly testing for healthcare
workers that met the requirements for exemption
• Staff that are not compliant with weekly testing are
unable to work and suspended until they are back in
compliance with weekly testing.
• Human Resources staff are responsible for obtaining
the vaccination information or exemption status
prior to hire and that it is entered into the Lawson
system as soon as possible.
• The HRD/designee will report compliance with
weekly testing of exempt staff to Department
Leaders once a week in the morning Flash meeting
Item #2 The CEO, COO, Chief Medical Director, Chief Nursing
Officer and Director of Risk Management met to review the
findings of this survey and review/revised the policies to meet
regulatory compliance on 5/31/2022.
The COVID-19 Mandatory Vaccination policy was reviewed
and the Contingency Plan Addendum revised to remove the
requirement of healthcare workers who met the

informed of the weekly testing
requirement as evidenced by a signed copy
of the Covid 19 Contingency Plan
Addendum in their HR file.
The HRD will monitor and report Covid 19
testing completion status weekly to
Department Leaders and will follow up with
the department managers of all staff who
are noncompliant with their weekly testing.
Noncompliance with weekly testing will
result in immediate suspension. Staff will
be permitted to return to work only when
compliance is reestablished.
The Infection Control RN monitors for
100% compliance with staff use of required
PPE when assigned to work on the on the
Covid unit with positive patients. All staff
assigned to the Covid unit are required to
use full PPE. All noncompliant staff will be
addressed immediately by the
CNO/designee. Staff will be directed to
comply with use of required PPE.
Retraining of staff is completed
immediately. Monitoring data for 100%
compliance is reported monthly to the
Infection Control Committee.
Target goal and accepted compliance for
testing and staff use of proper PPE is 100%.
Monitoring is ongoing until otherwise
indicated.
Aggregated data will be reported to the
Quality Council and Medical Executive
Committee monthly and to the Governing
Board quarterly.

requirements for exemption to wear N95 masks while in the
facility. Additional PPE such as eye protection, isolation gowns
and N95 masks are available for use by staff who work with
patients who are Covid 19 positive, awaiting test results or in
the event of an outbreak at the facility. All staff who work in
patient care areas are required to have new hire and annual
fit testing for proper mask size.
The revised policy was submitted for review and approval to
the Infection Control Committee, Medical Executive
Committee and the Governing Board in an ad hoc meeting on
6/7/22.
All Staff will continue to follow standard and transmission
based precautions as outlined in the facilities Transmission
Based Precautions policy regardless of vaccination status.
The Human Resources department is responsible for
monitoring/obtaining staff vaccination information for
compliance. Additionally, they monitor healthcare workers
who have met the requirements for exemption and need to
be tested once weekly for COVID 19, see item #1.
The Human Resources staff were retrained to the revised and
approved COVID 19 Mandatory Vaccination policy by the
Human Resources Director. Training will be verified by a
signed copy of the revised policy. The HRD will designate
another HR staff member to monitor and report compliance
weekly should coverage be needed.
Training included:
• Unvaccinated Exempt healthcare workers are no
longer required to wear an N95 mask at all times
while in the facility. They will be required to wear a
surgical mask as required for all hospital employees
while on duty.
• All current exempt staff shall be informed of the
requirements as evidenced by a signed copy of the
Contingency Plan Addendum in their HR file. New
staff shall be informed of the requirements upon hire
as evidenced by a signed copy of the Contingency
Plan Addendum in their HR file.
• Requirement of weekly Covid 19 testing for
healthcare workers that met the requirements for
exemption

Healthcare workers that are not compliant with
weekly testing are unable to work until they are back
in compliance with weekly testing.
• Human Resources staff are responsible for obtaining
the vaccination information or exemption status
prior to hire and that it is entered into the Lawson
system as soon as possible.
• The HRD/designee will report compliance with
weekly testing of exempt staff to Department
Leaders once a week in the morning Flash meeting.
The CEO, COO, Chief Nursing Officer and DRM met to review
the findings of this survey and reviewed the current policies
and procedures in place on 5/31/22. Policy Suicide Risk
Assessment and Management 1000.26 was reviewed with no
revisions required.
•
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The Daily Nursing Progress note was revised to clarify
provider notification will occur with any changes in screening
results and submitted for review and approved by the
Medical Executive Committee and the Governing Board on
6/7/22 and was implemented on 6/8/22.
Chief Nursing Officer/designee will confirm all Registered
Nurses are current with their training and education in the
completion of the RN-CSSRS screening scale.
Nursing staff were retrained on the policy Suicide Risk
Assessment and Management 1000.26 and trained to the
revised Daily Nursing Progress note to include:
1. Reassessment of patients with increased risk of suicidal
behaviors or self-harm will occur every waking shift using the
RN-CSSRS Rating Screen on the nursing progress note.
2. An additional RN-CSSRS will be completed after any
incident of self-harming behavior, results are reported
promptly to the provider and providers response is
documented in the nursing progress note.
3. Prompt notification of the provider of any identified
increased risk from the previous assessment.
The CMO educated the providers of the revisions made to the
Nursing Progress note RN-CSSRS and expectations that the
Nursing staff will call the provider with changes in the RNCSSRN assessment of a patient during the Medical Staff

Chief Nursing
Officer

7/5/22

MONITORING:
The Chief Nursing Officer and/or designee
will audit 100% charts of patients on
Suicide Precautions weekly to confirm
compliance with risk assessment policy for
the following items:
1. Accurate completion of the RN-CSSRS
risk screening is being followed for
identified patients per policy.
2. Completion of the CSSRS as required
based on screening information.
3. Documentation of Provider notification,
date and time of notification and the
providers response is present when
indicated.
Target goal for compliance is 90% or
greater.
The CMO/designee will audit 100% of
patients charts, that were identified on the
RN-CSSRS as having an increased risk for
suicide or self-harm, weekly to confirm
documentation of the providers timely
reassessment of the patient.
Monitoring will be ongoing until
compliance of 90% or greater is achieved
and sustained for a minimum of 3 months.
All deficiencies will be corrected
immediately to include staff retraining as
needed.
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meeting on 6/16/22. The Providers were informed that
Nursing staff are to document on the RN-CSSRS which
provider was notified, date and time of notification and the
providers response to the notification. Additionally, the
provider is responsible for the timely reassessment of the
patient for risk of suicide or self-harm and to initiate and
order any changes necessary to the patients safety level,
observations or precautions.
Item #1 Compelled Medication and Obtaining a 2nd Opinion.
The CEO, COO Chief Medical Director and Chief Nursing
Officer met to review the findings of this survey and
reviewed/revised the policies to meet regulatory compliance
on 5/31/2022. The Psychiatric Progress Note-2nd Opinion
Form was reviewed with the following revisions:
• Clear process for ordering and obtaining a second
opinion for compelled antipsychotic medications
• Clarifying the form used to initiate the provider’s
order
• How to document the request for a consult to obtain
a second opinion prior to medication administration
or within 24 hours for emergency medications
• What form is used by the provider completing the
second opinion to document their findings
• Clarification between the different requirements for
compelled antipsychotic medication administration
and emergency antipsychotic medication
administration.
The revised The Psychiatric Progress Note-2nd Opinion Form
was reviewed and approved by the Medical Executive
Committee and Governing Board on 6/3/22.
The Chemical Restraint policy was also reviewed with no
revisions required.
The process for obtaining a second opinion for compelled
antipsychotic medication administration was reviewed and
confirmed with the CMO and is as follows:
1.

Ordering Provider will document in the patients
medical record an order to request a 2nd opinion for
compelled medications and completing the first part
of the 2nd opinion form.

Aggregated data will be reported to Quality
Council and Medical Executive Committee
monthly and to the Governing Board
quarterly.

Chief Medical
Officer

7/5/22

MONITORING:
Item #1 The Chief Medical Officer and/or
designee will review 100% of compelled
medications ordered and administered
weekly to confirm compliance with revised
hospital policy to include:
1. All compelled antipsychotic
medications administered have a
2nd opinion form completed prior
to the administration of the
antipsychotic.
Target goal for compliance is 90% or
greater.
Any identified deficiencies will be corrected
immediately to include provider or licensed
nursing staff retraining. Providers
identified as out of compliance with
obtaining a 2nd opinion prior to the
administration of a compelled
antipsychotic medication will have 1:1
meeting with the CMO to discuss
expectations and consequences of further
non-compliance. Subsequent violations of
this process may result in suspension or
termination of employment.
Licensed Nursing staff who have
administered a compelled antipsychotic
medication without ensuring a 2nd opinion
form is completed and in the patients
medical record will have a 1:1 meeting with
the CNO/designee to discuss expectations
and consequences of further noncompliance. Subsequent violations of this

2.
3.

4.

5.

That same provider will contact the 2nd provider
themselves and request they complete the 2nd
opinion and corresponding documentation.
After the 2nd provider has completed and
documented the requested 2nd opinion in the
patients medical record on the 2nd Opinion form, the
second provider will put a note in HCS documenting
the 2nd opinion has been completed and notify the
original, provider who requested the 2nd opinion.
After the 2nd Opinion form is completed and
documented in the patients medical record, the
patients Provider will then write an order in the
patients chart for the compel antipsychotic
medications and in the PRN section of HCS for the
compel antipsychotic medications that will state,
“2nd opinion was obtained”.
Pharmacy will not have an order for these
medications prior to the completion of these steps
therefore the medications will not be available for
administration until the 2nd opinion is obtained, the
form is completed, and the provider enters into HCS
that the 2nd opinion was obtained.

The Medical Staff and providers were retrained by the Chief
Medical Officer to the revised code of Washington (RCW)
71.05.215 – Right to refuse antipsychotic medications rules.
Training was initiated on 4/22/22 as well as revised The
Psychiatric Progress Note-2nd Opinion Form and process for
compelled antipsychotic medication as listed above during
the 6/16/22 Medical Staff meeting.
Training included:
• A patient found to be gravely disabled or presents a
likelihood of serious harm as a result of a behavioral
disorder has the right to refuse antipsychotic
medication unless it is determined that the failure to
medicate may result in serious harm, substantial
deterioration or prolong length of involuntary
commitment.
• For short term treatment up to thirty days, the right
to refuse antipsychotic medications unless there is
an additional medical opinion approving medication
by a psychiatrist, PA or APRN

process may result in suspension or
termination of employment.
Aggregated data will be reported to the
Performance Improvement Committee and
Medical Executive Committee monthly and
to the Governing Board quarterly.
Monitoring will be ongoing until
compliance of 90% or greater is achieved
and sustained for a minimum of 3 months.
Item #2 The Chief Medical Officer and/or
designee will review 100% of the
administered emergency antipsychotic
medications to include:
• All emergency antipsychotic
medications administered have a
2nd opinion form completed in the
medical record within 24 hours of
administration of the emergency
antipsychotic.
All deficiencies will be corrected
immediately to include staff retraining.
Providers identified as out of compliance
with obtaining a 2nd opinion within 24
hours of the administration of an
emergency antipsychotic medication will
have 1:1 meeting with the CMO to discuss
expectations and consequences of further
non-compliance. Subsequent violations of
this process may result in suspension or
termination of employment.
Target goal for compliance is 90% or
greater.
Aggregated data will be reported to the
Performance Improvement Committee and
Medical Executive Committee monthly and
to the Governing Board quarterly.
Monitoring will be ongoing until
compliance of 90% or greater is achieved
and sustained for a minimum of 3 months.

•

•

For continued treatment beyond thirty days through
the hearing on petition filed under RCW 71.05.217 –
the right to periodic review of the decision to
medicate by the medical director or designee
Documentation in the medical record of the attempt
by the physician, PA, APRN to obtain informed
consent and the reasons why antipsychotic
medication is being administered over the person’s
objection or lack of consent.

Additional retraining to the Medical Staff and providers
included the revised Administration of Medication without
Formal Consent #1000.52 policy and the Chemical Restraint
hospital policy by the Chief Medical Officer.
Training verified via signed attestation.
A Medical Staff meeting was held on 6/16/22 where providers
were reeducated on the requirements for documentation and
given the opportunity to ask clarifying questions regarding
the revised Psychiatric Progress Note-2nd Opinion Form.
Licensed Nursing staff were educated on:
• The revised 2nd Opinion form
• The requirement for the nurse who is administering
a compelled antipsychotic medication to a patient to
ensure a completed 2nd opinion form in their
medical record prior to administering the compelled
antipsychotic medication.
• Documenting in the patients medical record the
reason the patient received compelled
antipsychotics, i.e., the patients refusal of scheduled
medications.
Item #2 Emergency Medication and Obtaining a 2nd Opinion
Review within 24 hours. The CEO, COO Chief Medical Director
and Chief Nursing Officer met to review the findings of this
survey and reviewed/revised the policies to meet regulatory
compliance on 5/31/2022. The Psychiatric Progress Note-2nd
Opinion Form policy was revised with the following revisions:
• Clear process for ordering and obtaining a 2nd
opinion for emergency antipsychotic medications
• Clarifying the form used to initiate the provider’s
order

•

•
•

How to document the request for a consult to obtain
a second opinion prior to medication administration
or within 24 hours for emergency medications
What form is used by the provider completing the
second opinion to document their findings
Clarification between the different requirements for
compelled antipsychotic medication administration
and emergency antipsychotic medication
administration.

The revised Psychiatric Progress Note-2nd Opinion Form was
reviewed and approved by the Medical Executive Committee
and Governing Board on 6/3/22.
The Chemical Restraint policy was also reviewed with no
revisions required.
The process for obtaining a second opinion for emergency
antipsychotic medication administration was reviewed and
confirmed with the CMO and is as follows:
1. Ordering Provider will document in the patients
medical record an order for a 2nd opinion for
emergency medications and completes the first part
of the 2nd opinion form.
2. That same provider will contact the 2nd provider and
request they give a second opinion within 24 hours.
3. The provider offering the second opinion evaluates
the patient and documentation surrounding the
administration of the emergency medication and
completes the remainder of the 2nd opinion
form. They will then put a note in HCS, documenting
that the 2nd opinion has been completed, and notify
the original provider.
4. After the ordering provider is notified that the 2nd
opinion documentation is complete, the ordering
provider will then write an order in the patients
chart and will state “2nd opinion was obtained”.
The Medical Staff and providers were retrained by the Chief
Medical Officer to the revised code of Washington (RCW)
71.05.215 – Right to refuse antipsychotic medications rules.
Training was initiated on 4/22/22.
Training included:

•

•

•

•
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A patient found to be gravely disabled or presents a
likelihood of serious harm as a result of a behavioral
disorder has the right to refuse antipsychotic
medication unless it is determined that the failure to
medicate may result in serious harm, substantial
deterioration or prolong length of involuntary
commitment.
For short term treatment up to thirty days, the right
to refuse antipsychotic medications unless there is
an additional medical opinion approving medication
by a psychiatrist, PA or APRN
For continued treatment beyond thirty days through
the hearing on petition filed under RCW 71.05.217 –
the right to periodic review of the decision to
medicate by the medical director or designee
Documentation in the medical record of the attempt
by the physician, PA, APRN to obtain informed
consent and the reasons why antipsychotic
medication is being administered over the person’s
objection or lack of consent.

Additional retraining to the Medical Staff and providers
included the revised Psychiatric Progress Note-2nd Opinion
Form and the Chemical Restraint hospital policy by the Chief
Medical Officer.
Training verified via signed attestation.
A Medical Staff meeting was held on 6/16/22 where providers
were reeducated on the requirements for documentation and
given the opportunity to ask clarifying questions regarding
the revised Psychiatric Progress Note-2nd Opinion Form.
The CEO, COO, CNO, ACNO and DRM met to review the
findings of this survey and reviewed the current policies and
procedures in place to meet regulatory compliance.
The policies Sexual Aggression/Victimization Precautions
1000.80 Safety Levels 1000.97 were reviewed and no
revisions were made.
On 4/22/22 The CNO added to the House Charges’ duties that
each shift they will review and verify the unit boards to
ensure all patients room assignments are appropriate; verify
that patients on sexual aggression precautions (SAP) are
never sharing a room with patients who are on sexually
victimization precautions (SVP). Verify the accuracy of patient

Chief Nursing
Officer

7/5/22

MONITORING:
Charge RN/designee performs chart checks
every shift on 100% of patient orders to
ensure all patients precautions/safety
levels are accurately documented on the
observation sheets & the unit census board
is updated.
Nursing Leadership/designee will monitor
the completion of these chart checks by the
unit Charge RN.

rounding sheets; precautions, safety levels and observations
ordered are appropriately marked. This was a change in
process, not policy. These duties are outlined in the April
2022 CMS Training. All House Charges have been trained by
the CNO on this responsibility and have signed an attestation
of understanding of this requirement.
The CNO modified the Charge Nurse’s responsibilities as
outlined in the April 2022 CMS Training to include the
responsibility for correct and appropriate room assignments.
To meet this requirement, each Charge Nurse reviews the
Unit board each shift comparing it with current orders in the
patient’s medical record as well as each patients rounding
sheet to ensure accuracy and appropriateness of monitoring
and room assignments. All charge nurses were provided
training by the CNO on this responsibility and signed
attestations of understanding.
The CEO provided direction to all Leadership members who
are responsible for performing unit rounds to add “confirm
patient’s precautions/safety levels match the provider’s order,
unit board demonstrates compliance with policies for patient
room assignments, and rounding sheet are congruent”. This
was added to the Leadership Rounding tool and sent to all
members of Leadership who perform these rounds. Leaders
responsible for these rounds signed attestation of
understanding of these new requirements.
Nursing staff training included:
1. Nursing staff will update the unit board as changes in
patient observations/precautions occur in real time.
SAP/SVP precautions are highlighted as an additional
alert.
2. All room assignments require a review of
precautions by the RN prior to the assignment. This
includes new admissions and patient requests to
change rooms.
3. Any addition of SAP or SVP orders for a patient will
include a review of the patient’s roommates
precautions with the understanding that patient’s
room assignments may be revised to maintain
patient safety.
4. Sexual Aggression/Victimization Precautions 1000.80
which includes appropriate roommate assignment.

The Risk Management Department will
monitor all completed Leadership Rounds
for compliance with continued
documentation of the review of unit
boards/provider orders/observation sheets
and appropriate room assignments.
Leadership Rounds are done once per unit
per shift on a weekly schedule.
Monitoring of appropriate room
assignments will be ongoing until the target
goal for compliance of 90% or greater is
achieved and sustained for a minimum of 3
months. Any room inappropriate
assignments will be immediately addressed
to relocate patients to a more appropriate
room.
Aggregated data will be reported to Quality
Council and Medical Executive Committee
monthly and to the Governing Board
quarterly. Any non-compliance will be
addressed through 1:1 meeting with the
CNO/designee any subsequent
noncompliance may be met with
disciplinary action up to and including
termination of employment.

Commented [HJ1]:
Commented [RM2]: shouldn't the RM be using these tools for
documentation of correct room assignments? I dont think
compliance with leadership and charge rounds is as important as
making sure the pts are correctly assigned.
Commented [HJ3R2]: Covered in the charge rn checking each
shift for appropriate room assignments and the double check
charge rn does when any room assignment is given or changed
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The CEO, COO, CNO, Interim DCS and Director of Risk
Management met to review the findings of this survey and
reviewed the current policies and procedures in place on
5/31/22. Policies Suspected or Confirmed Cases of Patient
Sexual Activity 1000.30 and Sexual Aggression/Victimization
Precautions 1000.80 were reviewed with no revisions
required at this time. The policies Suicide Precautions 1000.24
was revised to include a section for Clinical Services:
1. For patients on Suicide Precautions or have
otherwise been identified as an increased risk for
suicidal or self-harm behavior;
2. Staff will update the patients individual treatment
plan to include a problem sheet for selfharm/suicidal behaviors.
3. The problem sheet shall include specific goals and
targets, document preventative measures and
interventions and record the patients progress and
readiness for discharge.
Assault Precautions 1000.43 was revised to include a section
for Clinical Services:
• For patients on Assault Precautions or have
otherwise been identified as an increased risk for
suicidal or self-harm behavior.
• Staff will update the patients individual treatment
plan to include a problem sheet for
aggressive/assaultive behaviors.
• The problem sheet shall include specific goals and
targets, document preventative measures and
interventions and record the patients progress and
readiness for discharge.
The revised policies were submitted for review and approval
to the Performance Improvement Committee on 5/31/22,
Medical Executive Committee and the Governing Board on
6/7/22.
The Clinical Services department staff, to include social
workers and group therapists, were retrained on the current
and approved revised policies by the Interim DCS to include:
1. Timely documentation on the patients Master
Treatment Plan and Individual Treatment
Plan/problem sheets for all patients who are
identified at risk for sexual aggression/victimization,

Director of
Clinical Services
& Chief Nursing
Officer

7/5/22

MONITORING:
The Director of Clinical Services/designee
will monitor/review 100% charts of those
with the identified behaviors to confirm
compliance with hospital policy and ensure
patients identified as having
aggressive/assaultive behaviors,
suicidal/self-harm behaviors, are identified
as sexually aggressive or identified at risk
for sexual victimization, have an
individualized treatment plan and master
treatment plan and/or update and
corresponding problem sheet to include
the criteria listed above. Any high-risk
behaviors identified during admission are
listed on the High-Risk Notification Form
and nursing has included appropriate
precautions in the Initial Nursing Treatment
Plan. These open charts will be reviewed
during treatment team daily. Patients will
be identified for review by the patients
Case Manager via changes on the unit
board from the previous day of the patients
precautions, safety levels or observation
orders.
Monthly monitoring and reporting will be
ongoing until the target goal of 90% or
greater for compliance is achieved and
sustained for a minimum of 3 months. All
deficiencies will be corrected immediately
to include staff retraining and/or
disciplinary action as needed.
Aggregated data will be reported to Quality
Committee and Medical Executive
Committee monthly and to the Governing
Board quarterly.

Commented [RM4]: any training for Intake staff on
identification of SAO risks?
Commented [HJ5R4]: No, there was no specific citation but I
will address.

2.

suicidal behaviors/self harm behaviors and
assaultive/aggressive behaviors.
Documentation will include specific goals and
targets, preventative measures and interventions as
well as the patient progress and readiness for
discharge.

Nursing staff were retrained to the revised and approved
policies by the ACNO to include:
1. Immediate Provider notification for any patient
exhibiting suicidal behaviors/self harm behaviors and
assaultive/aggressive behaviors, sexually aggressive
behaviors or identified as at risk for sexual
victimization to request appropriate precautions are
ordered.
2. Unit board is reviewed and updated each shift and as
changes in orders for precautions, safety levels and
observations occur.
3. Any identified high risk behaviors are addressed in
the initial treatment plan.
4. Policy 1000.6 Broset Violence Assessment which
includes guidance on behaviors used to assess for
violence and staff interventions.
5. Sexual Aggression/Victimization Precautions 1000.80
which includes guidance on behaviors used to assess
for potential sexually acting out behaviors and staff
interventions.
L340
Item #3

The CEO, COO, CNO and Director of Risk Management met to
review the findings of this survey and reviewed the current
policies and procedures in place on 5/31/22. Policies Level of
Observation Orders Policy 1000.21, Safety Levels 1000.97
were reviewed with no revisions required. The Patient
Observation Policy 1000.5 was revised to include:
• Identification of “blind spot” monitoring.
• Courtyards/outdoor areas.
• Areas on the units not covered by video
surveillance.
• Areas not visible from the nurses station, common
hallway monitoring or mirrors.
• Blind spots should be assessed frequently during
rounding to ensure patients safety.

Commented [RM6]: Add identification of sexually
inappropriate behavior and development of ITP or MTP related to
SAO behaviors.
Commented [HJ7R6]: Initial tx plan was not cited as an issue.
Case management reviews unit board and updates tx plan

Chief Nursing
Officer

7/5/22

MONITORING:
The Chief Nursing Officer/designee will
audit 5 charts per unit per week, to confirm
the Charge Nurse is signing off on the
rounds/observation sheets and the round
sheets reflect current orders.
The Risk Management department will
audit Senior Leadership Rounds monthly to
ensure observation/precautions, patients
current location is accurately documented
and reflects current orders, Charge RN
oversight is evident, there are no missing
entries and that staff can speak to the
process if a patient was thought to be
increasing in risk.

Commented [RM8]: Again - policy needs to be changed
Commented [HJ9R8]: done

Commented [RM11]: I think the audit is the senior leadership
rounds - but they need modification to observe correct
observations, including locations. also need to do some camera
observation of staff during outside times
Commented [HJ12R11]: revised

On 2/11/22, the bushes in the courtyard were trimmed to
eliminate the blind spot in the courtyard. Clauson
Landscaping is on-site every week to ensure landscaping is
maintained. Additionally, patients were no longer allowed
outside after dark. On 2/14/22, a staff meeting was held to
inform staff of the changes.
In April 2022 designated areas for staff to stand while
monitoring patients in the courtyard were permanently
marked on all unit courtyards to increase visibility while
observing patients and eliminate blind spots in these areas.
Nursing staff were retrained on Policies Level of Observation
Orders Policy 1000.21, Safety Levels 1000.97 and Patient
Observation Policy 1000.5 by the ADON/designee. Training
focused on:
1. The Charge Nurse/designee will ensure patient
observation rounds are occurring as ordered at all
times via rounding twice per shift.
The Charge Nurse/designee will update any/all
changes to a patients observation/precaution levels
on the unit board in real time.
2. The Charge Nurse/designee will review and initial all
patient observation sheets for accuracy twice per
shift.
3. Nursing staff observes each patient a minimum of
every 15 min or more often as ordered and
document appropriately on the patient’s observation
form. Documentation will include the patient’s
location and behavior at the time of the observation.
4. Nursing staff will monitor hallways and patient care
areas ensuring patients are entering only rooms
assigned to them and confirm constant staff
supervision in all treatment areas.
5. Nurses round on the unit often during their shift to
ensure rounds are being done appropriately by staff.
Expectations of nursing staff rounding on their
patients and oversight of staff working with them is
identical for every shift. There is no set number of
expected rounds.
6. Designated spots are marked for staff to stand on all
unit courtyards to increase patient visibility and
eliminate blind spots. A minimum of 1 staff member
will be in the courtyard with patients at all times.

Camera observation rounds will include
monitoring of staff timeliness of patient
rounding and that nursing oversight is
evident while on the unit and in the
courtyards.
Monitoring of CNO weekly audits, RM
monthly audits of Senior Leadership
Rounds and monthly camera observation
rounds will be ongoing until the target goal
of 90% or greater compliance is achieved
and sustained for 3 months.
All deficiencies will be corrected
immediately to include staff retraining.
Aggregated data will be reported to Quality
Council and Medical Executive Committee
monthly and to the Governing Board
quarterly.

7.

Prior to taking patients off the unit, staff will check
each patient’s observation form to ensure they are
on appropriate safety levels to leave the unit.
8. The patients rounding form must follow the patient.
If a patient is going in and out of the courtyard the
rounding sheet must be given to the staff monitoring
the area the patient is in.
9. Staff may not use personal devices at any time while
providing patient care and should be stored except
during staff breaks.
10. If any staff leaves the unit for break/emergencies,
the patient observation rounds are assigned to
another staff member.
L340
Item #4

The CEO, COO, Chief Nursing Officer and DRM met to review
the findings of this survey and reviewed the current policies
and procedures in place on 5/31/22. Policy Suicide Risk
Assessment and Management 1000.26 was reviewed with no
revisions required.
The Daily Nursing Progress note was revised to clarify
provider notification will occur with any changes in screening
results and submitted for review and approved by the
Medical Executive Committee and the Governing Board on
6/7/22 and was implemented on 6/8/22.
Chief Nursing Officer/designee will confirm all Registered
Nurses are current with their training and education in the
completion of the RN-CSSRS screening scale.
Nursing staff were retrained on the policy Suicide Risk
Assessment and Management 1000.26 and trained to the
revised Daily Nursing Progress note to include:
1. Reassessment of patients with increased risk of suicidal
behaviors or self-harm will occur every waking shift using the
RN-CSSRS Rating Screen on the nursing progress note.
2. An additional RN-CSSRS will be completed after any
incident of self-harming behavior, results are reported
promptly to the provider and providers response is
documented in the nursing progress note.
3. Prompt notification of the provider of any identified
increased risk from the previous assessment.

Commented [HJ10]: the citation stated the device was a
hospital owned device for playing music for the patients, not a cell
phone.

MONITORING:
The Chief Nursing Officer and/or designee
will audit 100% charts of patients on
Suicide Precautions weekly to confirm
compliance with this policy/process for the
following items:
1. Accurate completion of the RN-CSSRS
risk screening is being followed for
identified patients per policy.
2. Completion of the CSSRS as required
based on screening information.
3. Documentation of Provider notification,
date and time of notification and the
providers response is present when
indicated.
Target goal for compliance is 90% or
greater.
The CMO/designee will audit 100% of the
patient charts that were identified as
having had Provider notification due to a
change in the RN-CSSRS assessment to
confirm:
1. Documentation of the providers
timely reassessment of the
patient.
2. CMO immediate follow up with
the provider for any noncompliance with reassessment.

The CMO educated the providers of the revisions made to the
Nursing Progress note RN-CSSRS assessment and expectations
that the Nursing staff will call the provider with changes in a
patients RN-CSSRN assessment during the Medical Staff
meeting on 6/16/22. The Providers were informed that
Nursing staff are to document on the RN-CSSRS which
provider was notified, date and time of notification and the
providers response to the notification. Additionally, the
provider is responsible for the timely reassessment of the
patient for risk of suicide or self-harm and to initiate and
order any changes necessary to the patients safety level,
observations or precautions.

L 1065

The CEO, COO, DCS and DRM met to review the findings of
this survey and the policies to meet regulatory compliance on
5/31/22. The policy Interdisciplinary Patient Centered Care
Planning 1000.81 was reviewed and no revisions were made.
The Director of Clinical Services retrained the Case Managers
to the hospital policy. The Group Therapists, with Case
Managers support, are the only designated staff to review the
plan of care with the patient. Training was initiated on
5/31/22. Training will be verified by signed attestation.
Training included:
1. The patient or representative is to sign the Master
Treatment Plan to indicate agreement with and
participation in the development of the treatment
plan.
2. A designated staff member is to discuss the
Treatment Plan with the patient/representative if
the patient is not present in the Treatment Team
meeting.
3. If the patient refuses to sign the Treatment Plan, the
refusal will be documented.
4. The Treatment Team, with the
patient/representative, will update the Treatment
Plan as clinically indicated, or at minimum every 7
days.

Monitoring will be ongoing until the target
goal compliance of 90% or greater is
achieved and sustained for a minimum of 3
months. All deficiencies will be corrected
immediately to include staff retraining as
needed.
Any non-compliance will be addressed
through 1:1 meeting with the CMO. Any
subsequent noncompliance may be met
with disciplinary action up to and including
termination of employment.

Director of
Clinical Services

7/5/22

Aggregated data will be reported to Quality
Council and Medical Executive Committee
monthly and to the Governing Board
quarterly.
MONITORING:
The Director of Clinical Services/designee
will monitor/review 100% of all open charts
that are scheduled for treatment team
review, updates or have any additions to
the treatment plan, during the daily
treatment team meeting ensure the
following:
1. Patients participation is evidenced
in their treatment plan i.e. the
patient has signed the treatment
plan or;
2. Documentation of patients refusal
to participate is present.
3. Documentation on the treatment
plan demonstrates the patients
ability to ask questions.
Monitoring will be ongoing until the target
goal of 90% or greater compliance with the
above is achieved and sustained for a
minimum of 3 months. All deficiencies will
be corrected to include staff retraining as
needed.
Staff identified as not meeting this
requirement will have 1:1 meeting with the
DCS to discuss expectations and

Commented [HJ13]: Revised to capture the charts that are
brought to tx team daily. Monitoring/auditing 100% of all charts is
not manageable.

5.
6.

7.
8.

9.

The patient/representative is to sign the Treatment
Plan Update to indicate agreement and participation
with review/modification of the Treatment Plan.
A designated staff member is to discuss the
Treatment Plan Update with the
patient/representative if the patient is not present in
the Treatment Team Meeting.
If the patient refuses to sign the Treatment Plan
Update, the refusal will be documented.
Failure to properly document the patients
participation as evidenced by the patients signature
or documentation of their refusal to sign the
treatment plan, will result in progressive disciplinary
action taken up to and including termination of
employment.
The Director of Clinical Services will assign a specific
staff member to review and follow up on any
identified deficiencies should they be out of the
office.

Plan of correction reviewed and approved by:

Christopher West, CEO ________________________ Date 7/6/22

consequences of further non-compliance.
Subsequent violations of this process may
result in suspension or termination of
employment.
Data will be reported to Quality Council
and Medical Executive Committee monthly
and to the Governing Board quarterly.

