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STATE O WASHINGTON

DEPARTMENT OF HEALTH

O Do 47274 « Cvmia, Wshinglon $8504-7373

Friday, Novemker 5, 2021

wWellfound Bshavioral Health Hospital
3492 S 197 Street :
Tacoma, WA 98405-2487

Dear Angela Naylor:

This letter contains information regarding the recent investigation @ Wellfound Behavioral Health Hospita‘i by the Washington Siate
Department of Health. Your state lisensing investigation was completed on Wadnesday, September 28, 2021.

Buring the investigation, deficient sractice was fou nd in the areas listed on the attached Statement of Deficiency Report. A writen Plan

of Gorrection is reguired for each deficiency listed on the Statement of Deficiency Report and will be due 14 days after you receive this

- |atter. o

Each plan of correction statement must include the following:

« The regulation numoer,

o How the deficiency will be corrected;

s iWho is responsibie for making the correction;

« \her the correction witl be compieted

a How you will assure that the deficiency has been successfully corrected. When monitoring activities are planned, objectives
must be measurable and quan’é‘rﬁabke. Please include information about the monitoring fime frame and number of planned
observations. '

You are not required fo write the Plan of Correction on the Statement of Deficiency Repori.
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Please sigﬁ and return the original reports and Plans of Correction fo the following address:

\nvestigator; JAMGO3

Department of Health

HSQASOffice of Health Sysiems Oversight
PO Box 47874

Olympia, Washington 985047874

. Enclosures: Statement of Deficiency Repori

Plan of Correction Instzuctions
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wellfound Behavioral Health Hospital

- 3402 South 19 Street
Tacoma, WA g8405-2487

Statement of Deficiency Report

Dapartment of Hea Ith
p.0. 30x 47874, Ohympia, WA 28504-7874
TEL: 360-236-3732

ﬁmgela' Meaylor

Agancy Name and Adgress

[nvestigation

Thursday, July 25; 2021

Adminisirator

JARCO3

Inspection "yEe

2020-13318

Investigation Start Cate

‘myestigator Numder

"E’:Jund 253 301 5401 >> 0013603597958

2020-14803 _BH AFS.60925415 antal Health
Czse Number iicense Number BHAJRTT Agancy Services Typz

Pleasa note that the deﬁciencie;-"vio%a‘eionsfobsemations noted in this report are not all-inclusive, but ratherware gefi

ohserved or discove rad during the investigatian,

r.Eencies;‘vio{ations;*obser'-fatinns that wers

- Deficlency Mumber and Rule Reference

Findings

| plan of Correction

WAC 246-341-0420 Agency policies and
procedufe.s. Each agency ficensed by the
departmenitop rovide any behavioral hezlth
service must develop, implement, and maintain
policies and procedures that address all of the
applicable censing and certification
requirements of this chapter including

| administrative and personnet polictes and
procedures. Administrative policies and
procedures must demonstrate the following, as

applicable: {16} individual rights. A description of  patie

Based an interview, policy and procedure review, and
: ragord review, the facility failed to develop and

implement policies and procedures consistent with WAC

146-341-0600, including the requirement that policies

met the requirements of RCW 71.05 for the sarvices the

facility provided.

ealiure o develop and implernent policies and

approprigte care providers or care sarvices.

! procedures that met the reguirements of RCW 71.05 for
the services the facility provided can result in poor "
nt care and failture o discharge patients to

how the agency has individual participation
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. Reference:

rights anc poticies consistent with wAC 246-341- :
| 0600. :

rindings Included:

i 1. Review of the facllity policy and procedure gtlea

VAT 246-341-1060 Gen eral requirements for

. mental health
inpatient and residential service providing
services under chapter 71.05 or 71.34 RCW. This

and substance use disorder

saction applies 1o agancies providing Secure

i withdrawal management, avaluation and
* treatment, involungary crisis stabilization unt,
and involuntary iriege services. [1) An agency
| providing services under chapter 71.05 or 71.34

RCW must (2]
requirements

£ollow the applicable statutory
in chapter 71.05 and 71.34 RCW.

RCVY 71.05.050(2) violuintary application for

sreatment of 2 Lehavioral health disarder-Rights-

¢ geview of congition and sta’cus—Detentton-Person

refusing voluntary zdmission, temporary

detention. {2}

¥ the professional staff of any

puilic or private agency of hospital regards 3

: person voluntarily admitted who reguests
discharge 8s presenting asa rasult of 8

behav%qrm heakth disorder, an imminent

. likelihood of sericus harm, ovis gravely disabled,

they may detain such person for sufficient time
1o notify the designated crisis responder of such
person's condition to enable the designated crisis ohservations, patient reguests to ve discharged, and

| responder 1o suthorize such person being further

held in custody of fransported toan evatuation
and treatment center, secure withdrawal

: management

approved sub
program purs

and stahbilization facility, of
stance use disorder treatment

i
* 3 Designated Crisis Raspo nder {DCR) should be

“Datainment Referral to Designated Crisis
Respondar”, dated 1072018 and updated 04/2021,
showsed that if a patientis determined to be danger,

contacted, and “The DCR evaluation may includea -

 requ est for staff to provide a written affidavit, [fthis

is requested, the facility wilt pravide information to
support the petition for on-going detention.” Rewiew
of the policy “petainment Referral to Designated

| Crisis Responder” showed thata Mental Health
. professional, defined 10 the policy as “..@ professional

clinician who is qualified by education and clinical

. training / supervision, and who i3 licensed...Social

Workers, psychiatric ARMPs, Licensed M ental Health
Therapists..” sh uitld assess IO determine if the
patient is helieved to be a dangero themselves or
others. Revievs of the policy chowed that it did not

* adequately direct staff so as to ensure that 71.051s

consistently followed and patient rights to be
promptly released unless certain criteria is clinically
present are upheld. For example, this policy dic not
address staff documentation reguirements that
incdluded documenting the decision to hold 2 patient
for the evaluation of a DCR, relevant patient

| any change In patient status.

2, Review of the facility policy and procedure titled
“Discharge Planning {Transition piznning)”, dated

: 10/2019 and updated 03/2021, showed that it is facility
| policy to determing the “appropriate post-hospital

Lant to the provisions of this
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" witnesses and records regarding: (a) Prior

rchapter, which shall in ordinary circumstances be i
no |zter than the next judicial day.

RCW ?1.05-212{1—3}Ewaluation-—Cons'ideration of
‘nformation and records. {1} Whenevera '

designated crisis responder of professional
personis conducting an evaluation under this
chapter, consideration shalt include all
reasonably available information from credible

request of the

recommendations for evaluation of the need for
civil commitments when the recommendation is
made pursuant to an evaluation conducted

| family members,

under chapter 10.77 RCW; (b} Historical =
behavior, inciuding history of one or more
violent acts; (¢} Prior determinations of
incompetency or insanity under chapter 10.77
RCW: and (d} Prior commitments under this

chapter. {2} Credible witnesses may include
landiords, neighbors, or others
with significant contact and history of
involvement with the person. \f the designated
crisis responder relies ugon information from a
credible witness in reaching his or her decision to
detain the individual, then he or she must
provide contact information for any such witness
to the prosecutor. The designated crisls
responger or prosecutor shall provide notice of
the date, time, and location of the probable
cause hearingto such a witness. {3} Symptoms
and behavior of the respondent which standing
alone would not justify civil commitment may
support a finding of grave disability or likelihood
of serious harm, ot @ finding that the person is in

need of assisted outpatient hehaviorzl health

discharge destination for 3 patient”, and that it is policy
for discharge pianning to begin at patient admission and
be conducted by 2 multidisciplinary team. Review of the
policy showed that it was incongruent with the facility
pelicy titled «I3etainment Referral to Designated Crisis
Responder”, dated 10/2049 and updated 04,/2021.The
incongruency included which staff were zllowed to
determine if a patient was able to be discharged at the
patient, without a DCR evaluatior.
review of the policy “Discharge Planning {transition
Planning}” showed that if a patient requests to leave, it
is facility policy for the medical provider to decide ifthe
patient is referred to & DCR for a evaluation. Review of
the policy “Detainment Referral to Designated Crisis
Responder” showedl that a Mental Health Professional
defined in the policy as « _a professional clinician who is
qualified by education and ciinical training / supervision,
and whois licensed..Social workers, Psychiatric ARNPs,
Licensed Mental Health Therapists...” should assess 1o
determine if the patient is helieved ta be a dangerto
themselves or others. Review of the policy “Discharge
Planning {Transition planning)” showed that a medical
provider couid decide to discharge the patient without a
DCR evaluation, decide to refer the patient for a DCR
evaluation before discharge, ot could decide to
discharge the patient against medicat advice. Review of
the policy showed that it did not include 2 reference o
the facility policy titled “Detainment Referral to
Designated Crists Responder”, the policy that lists
procedures staff should follow to contact a Designated
Crisis Responder. Review of the policy showed that it did
not adegquately direct staff so as to ensure that 7105is
consistently followed and patient rights to be promptly
released unless certain criteria is clinically present are
upheld. For example, this policy did not address staff
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Mtreatment, when: {a) Such symptoms o hehavior |
are closely associated with symptoms or
s.ehavior which preceded and led to 2 past
incident of involuntary hospitalization, severe
Jeterioration, or'one or more violent acts; (b}

These symptoms or hehavior represent a marked
and concerning change in the baseline hehavior
of the respondent; and {c) Without treatment,
the continued deterioration of the respondent is |
probable.

documentation requirements that included
documenting the decision to hold a patient for the
evaluation of a DCR, documenting relevant patient
observations, documenting patient requests to be
discharged, and any change in patient status.

3. Review of the facility policy titied “Datient Rights”,
gated 03/2021, showed that the policy referred to
the “Patient Handbook” as an attachment, Review of
the facility document titled “Attachment A", undated,
showed that it contained patient rights and other
information that was part of the “patient Handbook”.
The rights listed included infermation from RCW

'71.05, “you have the right to immediate release,

unless inveluntary com mitment proceedings are
initiated.”

4, It an interview on 67715721 at 11:00 AM, with
Staff &, Director of Clinical Services; Staff B, Interim
Guality Director, and staff C, Clinical Supervisor; Staff
5 stated that the facility had become aware that
there was an issue that had been raised by the facility
social workers, regarding medical providers
requesting that voluntary patients be held at the
facility while a Designated Crisis Responder{DCR] was
‘notified of the need for an assessment. Staff A stated
that the facility had taken steps to correct this issue,
including an email that Sraff A had sent out to staff
regarding the new procedures for contacting a DCR.
Staff A stated that policy and procedure hat been

quat&d after that email went out. |

‘5. Review of an emall from Staff A to muitipte facility

staff, dated 10/28/20 at 4:18 AM, showed that staff
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were directed to document the reason for the DCR
referral.

6. In an interview on 08/30/21 at 10:00 Al Staff A,

Clinical Director, acknowledged that the updated policy
_*Detainment Referral ta Designated Crisis Responder”,
dated 10/2019 and updated 04/2021 did not include the
documentation requirements outlined in the email that
was sent 10/28/20. Staff A stated, “frankly, the reason
for revising the P&P was for the 124 hour ichange from
77 to 124 hour initiat snvoluntary holdl. ©

WAC 246-341-0600 Clinical—individual rights. Based on interview, clinical record review, and facility i

(2] Each agency must develop a statement of policy and procedure review, the faciity failed to protect

individual participant rights applicable to the ! patients’ righis in compliance with chapter 71.05 by

services the agency isce rtified to provide, to failing to immediately release voluntary patients upom

© ensure an individual's rights are pratected in request without assessing or documenting the patisnt’s

i compliance with chapters 70.41 71.05, 7112, | nresentation at the tifne o‘ftheir‘request to show:a that - |
71.24, and 7134 RCW, a3 applicable. To the they presented as an imminent likelihood of serious
extent that the rights set out in those chapters harm ot as gravely disabled or failed to document the
do not specifically address the rights in this provision of relevant records to the DCR for 20f 11
subsection or are not applicable o all of the patients reviewed (Patient #2 and #8),
agency's services, the agency must develop 3 ' o . ) ) )
general statement of indivi dual participant rights Failure to protect patients rights inh com plance with

that incorporates at a miaimum the following chapter 7105 by failing to imm ediately release
statements. "You have the right o voluntary patients upon reguest without assessing or

. docurmenting the patient’s presentation at the time of
: their reguest to show that they presented as an
; Reference: imminent likelihood of serious harm or as gravely
RCW 71.05.050(2] Voluatary application for disahled; and by failing to document the provision of
treatment of 2 behavioral health disorder-Rights- | refevant records to the Designated Crisis Respo adercan |
Review of condition and <tatus-Detention-Person | result in a violation of those rights as welt as harm and
refusing voluntary admission, temporary trauma to the patientor community and discourage

| detention. (2} Ifthe professional staff of any | patients from seeking further needsd services.
* public or private agency of hospttal regards a :




§_;:: arson voluntarily agmétted wio requests
discharge as presenting, asaresultofa
behavioral heaith disorder, an imminent
likelihood of serious harm, of is gravely disabled,
they may detain such person for sufficient time
to notify the designated crisis responder of such
person's condition €@ anable the designated crisis
responder to authorize such person keing further
held in custody or transported to an evaluation

¢ and trestment cenier, secure withdrawal
management and stabilization facility, or
approved substance use disorder treatment
program pursuant to the provisions of this
chapter, which shail in ordinary circumstances be
no fater than the next judicial day.

P 9/36

: pew 71.05.212{1-3) Evaluation—Consideration
of information and records. (1} Whenever a
designated crisis respo nder or professional
person is conducting an evaluation under this
chapter, cansideration shall include all

' reasonably availabie information from credible

* witnesses and records regarding: (a] Prior
recommendations for evaluation of the need for

- civil commitments when the recommendation is
made pursuznt t¢ an evaluation conducted
under chapter 10.77 RCW; {b} Historical
behavior, including history of one or more
violent acts; {c} Prior determinations of

: incompetency or Insanity under chapter 10.77
RCW; and {d} Prior commitments under this
chapter. (2} Credible witnesses may include

{ famiby mempers, landiords, naighbors, or others
with significant contact and history of

. nvolvernent with the person, If the designated

i
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CFindings included:

1. Review of Patlent #Z records showed that the facility
failed to document reasonable grounds to believe that
Patient #2 was presenting as an imminent likelihood of
! serigus harm, Orwas gravely disabled , based onthe
following:

3 Review of clinical records for Patient #2 sh-owed that
patient #2 asked to be discharged at £1:25 At on

h. Review of Patient #2 document, “dMaster

Treatment Plan”, dated 09/12/20, showed that date

of service was listed as 08/12/20. The section

| “Patient Voice” showed that the patient stated, |

* want to be discharged”. The section “Suicide Risk”
showed that the patientwas at low to moderate risk

for suicide or self harm.

k. Review of Patient #2 document, “Anciilary Motes”,
dated 09/12/20, showed that a facility social worker
documented, “Provider requested this writer contact
the DCR for a face to face evaluation of pt. [They are]
asking to leave AMA b/c they [staff] told [Patient #2]
: would need someone to sit with [them] while [they]
applied [their] makeup. And another staff member
told [them that thay, needed to wear a sweater OVer
: [thelr, dress b/c the staff member stated the dress
"was too revealing.” )

c. Review of Patient §2 document, “Pierce County
Designated Crisis-Responder Involuntary Treatment
Act Evaluation Note”, undated, f2x date stamped

1 09/12/20, <howed that Patient #2 mei with the DCR
at 5:33 Pivi for an evaluation znd the sutcome of the

09/12/21 and was discharged at 10:28 PM on 09/12/2L.

2021-11-22 09




crisis responder relies upon informazion from a
credible sithess in reaching his or her decision
detain the individual, then he or she must
provide contact information for any such witness
to the prosecutor, The designated crisis
responder or prosecutor shall provide notice of
the date, time, and location of the probable
cause hearing to such a witness. {3) Symptoms
and behavior of the respondent which standing
slone would not justify civil commitment may
support a firding of grave disability or likelihood
of serious harm, ot a finding that the person isin
need of assisted cutpatient hehavioral health
greatment, when: {a) Such symptoms of behavior :
are closely associated with symptoms of
behavior which preceded and led to 3 past
incident of involuntary hospitalization, severe
detetrioration, or ane or mMore violent acts; {b}
These symptoms or hahaviar represent a marked

P 10/36
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- of the respondent; and ic} Without treatment;
+he continued deterioration of the respondent s
probable.

I

Department of Health [nteepretive Statement,

Release of Involuntary individuals from inpatient

. Behavioral Health Settings: & DCR should not be

i contacted unless the facility has docurnentad
reasonable grounds to believe that the individual :
may meet the criteria for a limited involuntary

* detention.
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evaluation was noted as #not detained”. Per social

_warker notes, “rgspandent became upset this

morning, threatened to contact Ttheir] attorney and
other organ[zations...expressed frustration that
itheyl did not feel [their] treatment their isict was
helpful...Per inedical Provider; verhalized concern

i that respondent [Patient #7) lefr jthe facility] in

August, did not follow up without patient services,

_was positive for ateohol and THC upon admit this

admission, became agitated this morning, and was
aggressive toward Jtha provider] this morning.
respandent appeared able to provide for [their
health and safety.owill not be detained for 72 hour
inveluntary Trestment”. No cther reviewed
documentation relating to this patient indicated a

: provider or any other staff conducted an approb rlate

assessment 1o establish reasonable groun ds to
befieve that Patient #2 met the statutory criteria at
the time they were detzined for the DCR referral.

and concerving change in the baseline behavior - :

3. Review of Patient #3 records showed that the facility

: fajlad to document reasonable grounds to believe that
Patient #9 was presenting as an imminent likeiihcod of

cerious harm, or was gravely disabled , based on the
following:

a. Reviews of clinical records for Patient #9 showed that

Patient #0 asked to be discharged at 3:13 Ph on
07/16/21 and was discharged at 7:56 PI4 on 07/16/21.

b. Review of Patient &8 documeht ”‘Psychiatric :

: Progress Note”, dated 07/16/21 at 11:59 AM, showed
that 2 medical provider assessed the patient as

having no suicidal or Lomicidal ideation and “appears

| precccupied, mildly RIS [responding to internat

2021-11-22 09



P 11/36

58

i

"sund 253 301 5401 »» 00136035979

H

Wel ™

58

2021-11-22 09

stimuli] on the miliey, intense eye contact, responses
lack insight, [Patient #5] repeatedly states [they have]
no mental issues..umwilling to engage with natural
supports or contact payee to gather resources,
[Patient #3] appears paranoid on the unit and denies
the need for medications although [they] have been
medication comgliant on the unit.” The plan was
documented as “DCR referral placed by [social -
worker] today with acceptance at 1530." No other
reviewed documentation refating to this patient
indicated a provider or any other staff conducted an
appropriate assessment to establish reasonable
grounds to believe that Patient #9 et the statutory
criteriz at the time they were detained for the DCR

'} referral.

c. Review of Patient #9 progress note, dated
07/16/21, at 3:13 PM, showetd that staff
documented that Patient #5 stated “ .1 just want my
stuff and | want to leave.” A DCR referral was
documented on 07/16/21 at 3:30 PML

d. Review of the DCR document fitled "Crisis Contact
Report”, dated 07/16/21 at 5:15 PM, showed that the
DCR determined that Patient #9 did not meet the
criceria for detainment. The DCR noted that Patient
#9 denied current suicidal ideation and homicidal
ideation, and “exhibits no cusrent risk...”

WAC 246-341-1118 Mental health inpatient
service — General. {2} An agency proyiding

| mental heslth inpatient services must develop

and implement an individualized annual training
plan for agency staff members, to include at
least: {a} Least restrictive slternative options

Based on interview and facility policy and procedure
review, the facility failed to develop and implement 2n
individualized annuzi training plan that included least
restrictive alternative options available in the
community and how to access them for 2 of 4 personnel

recards reviewed (Staff G and Staff 1j.
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available in the community and kow to access
them.

Eziture to develog and implement an individualized i
annual training plan thet included least restrictive :
| alternative options available In the community and how
 to access them can result in poor patient care and
failure to discharge patients to appropriate care
providers or care services.

Findings included:

- 1. Review of the facility pelicy and procedure titled,
#anaual Training Regutrements”, dated 10/2018,
showed that annual training was required on least
restrictive alternatives available in the commurtty
and how to access them.

3. Review of an email dated 09/29/21, written by Staff
A, Clinical Director, showed that Staff G, Social Waorker,
was emgloyed at the facility in a full time role from
01/20/2020 to 08/18/2L. On 08/ 1R/21 Staff G moved
into a per diem {on-call) employment status.

3. In an interview on 08/14/21 Staff G, Social Worker,
! stated that they did not recall attending any specific
training on least restrictive alternatives while employed
at the facility.

4. Review of personnet records for Staff G, Soctal
worker, showed that there was no documentation of
annual training of least restrictive alternatives available
: in the community and how to access them.

5. |n an interview on 09/10/21 at 10:00 AR, Staffi,

niedical Provider, stated that they did not have any
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training on least restrictive slternatives while employed
at the Tacility.

&. Review of an email written by Staff A, Clinical
Director, dated 09/30/21, showed that “Isteff 1] started
on 09/01/20, [they] would not be eligible to complete
annual training until December 2021.."

[P EERERT
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Plan of Correction Instructions

Introduction

e require that you submit a plan of correction for each deficiency fisted on the statement of deficiency form, Your plar: of correction must be
Submitted to DOH within fourteer:.caiendar days of receiptof the list of deficiencies,

You are reguired to respond to the statemant of deficiencies by submitting 2 plan of correction {POC). Be sure to refer to she deficiensy number. If
you include exhibits, identify them and refer to them as such in your POC.

Descriptive Centent
Your plan of correction must provide a step-by-step description of the mathods to correct each deficient practice ta prevent raclrrence and
provide information that ensures the intent of the regulation is met.

an acceptabie plan of correction must contain the following elements:
» The plan of correcting the specific deficiency;
o The procedure for implementing the acceptable plan of correction for the spacific deficiency cited;
e The monitoring procedure to ensure that the plan of correction is effective and that specific deficiency cited remains corrected and/erin
compliance with the regulatory reguirements;
o - The title of the person responsible for implementing the acceptable plan of correction.

' Simply stating that a deficiency has bean “corrected” is not accentable. If a deficiency has aiready baen carrected,the‘p[an of carrection must

include the following:
s How the deficiency was corracted,
o The completion date {date the correction was accomplish ed),
o How the olan of correction wilt prevent possible recurrence of the deficiency.

_ Completion Dates

The POC must include a completion date that is realistic and coinciding with the amount of time your facility will need to correct the deficiency.
Direct care issues must be corrected immediately and monitorad appropriately. Some deficiencies may require a staged plan to accomplish total
corractlon. Deficiencies that raguire bids, remodeling, replacement of equipment, etc., may need more time to accomptish o rrection; the target
completion date, however, should be within a reason abie and mutually agreeable 1im e-frame. ;
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Conginued Monitoring
Each plan of correction must indicate the appropriate person, either by position or title, who will be responsible for monitoring the corraction of

- the deficiency to prevent recurrence.

Checklist:
« Before submitting your plan of correction, please use the checklist below to prevent delays.
« Have you provided a plan of correction for each deficiency listed?
o Does each plan of correction show a completion date of when the deficiency wilt be corrected?
s s each plan descriptive as to how the correction will be accomplished?
e Have you indicated what staff position will monitor the correction of each deficiency?
o [fyouincluded any attachments, have they heen identified with the corresponding deficiency number or identified with the page numberto
which they are associated? :

Your plan of zorrection'will be returned to you for proper compietion if not filled out according ta these guidelines.
,/ .

Note: Failure to submit an acceptable plan of correction may result in enforcement action.

Approval of POC ' : . »
vour submitted POC will be reviewed for adequac',frbw_.r DOH. If vour POC does not adequately address the deficiencies, you will be sent 2 letter
detailing why your POC was not accepted.

Questions? ‘ .
Please review the cited regulation first. [f yeu need darification or have questions about deficiencies, you must contact the investigator who
conducted the investigation.
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Tag Number identified Deficiency How the Deficiency Will e Corrected ': Who ' What
: Responsihle '
{ Individualls) Monitoring procedure; Targatfor Compliance
, - & Estimated
Dateof
Correction
[TEM NO.1 | Findings Included:
1. Review of the facility policy and The Diractor of Intake 2nd Community Relations The Birectar o Audit will be compieted for 50% of patients discharging EMAW
procedure titled “Detainment and Chief Medical Officer have created threenew | of iniake and - ensure 2ll three forms are completed; target will be 8 weeks’
Referral to Designated Crisis srtterna!l farms which will address issues Community consacutive comphiance of 2 95%
Responder”, dated 1072015 and surrounding staff documentation inconsistencies felations,
updated 0472021, showed that if a as it pertains o voluntary patients at Wellfound  } Director of
atient is determined to be danger, : ; ; .
P Desienated Crisis R d {ECR} Behavioral Health fosputal who ask to lesve lnpa:tlent e The Director of Intake and Cammunity Refations has already
a Designated Crisis Responoer against medical advice {AMA} when 2 qualified Ciinical . i )
should be contacted, and “The DCR ) ) ; updsted the two pertinent peiicies referenced including
. MHP or Licensed Provider have concerns that they Services, PR . .
evaluation may include a request - ) Detainment Referral to Designated Crisis Responder’ &
are an imminent danger to seff, others andfor Diractor of . . Y- - .
for staff to provide a written ) ) “pischarge Planning {Transition Plonning}” referencing the three
affidavit. If this is requested, the gravely disabled. : Qualtty and niew forms an updating the language that clarifies what constituies
e S . Chief Medical VI

facility will provide information to The three forms are as follows: offcer the dlirical criteria for initiating 2n nvoluntary treatment referrzi.
support the petition for on-going Ny ’ ,
detention.” Review of the policy 1) Patient initigted Dischurge and AWA Polidies «  All clinical staf wilt be educated around the change in policy and

| “Detainment Referral to Designated Intervention which outlines what steps Corvected as the three new forms in our electronic healthcare record in EPIC by |
Crisis Responder” showed thata . - staff should take when a valuntary patient | December 10%, 2021. '
IMental Hr-ealth Parofessaoua!,_ defined requests to leave AMA. - 11/18/2021
in the policy as “..a professional
climician who s qualified by This form ensures that o Forms to be
education and clinical training / - a) the treating provider be contacted if a patient | implemented
supervision, and wha is requests o leave AMA, : S

licensed...5ocial Workers,

2021-11-22 09
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criveria is clinically present are
upheld. For example, this policy did
net address staff documentation
requirements that included
documenting the decision to hold &
aatient for the evaluation ¢f a DCR,
releyant patient observations,
patient requests to be discharged, )
and any change in patient status.

This new form addresses staff documentation by
addressing issues sutrounding consistency. In
particutar, this form ensure that staff list the

following”

2] Thetimeofthe BCR Referral

b} Which staff member made the referral

¢} What the clinical justification/reason for
the referral for inveluntary commitment

dj The time the referral was accepted

a] The approximate time to expect the DCR
and the evaluation and

£ The crisis team staff member who
accepted the referral

3) The DCR Evaluation & Summary

Tag Nurnber Identiﬁéd Deficiency How the Deficiency Will Be Corrected Who What
Responsible "
Individualis} Monitering procedure; Target for Compliance
& Estimated
Date of
Correction
Psychiatric ARNPs, Licensed Mental b] that a qualified MHP staff identify ifthe patient | as of :
Health Therapists...” should assess meets clinical eriterta for an ivoluntary 12/10/2021
to determine if the patient is commitment referrel, ]
believed to be a danger o ¢) what specific dinical concerns the qualified Training to be
themselves or others, Review of the NMHP or Licensed Provider staff have & compieted as
olicy shawed that it did not d) the clinical outcome, including: if the patient of
P d < b i o i decided to remain a veluntary patient, if they 12/30j2021
adequately cirect §ta 50_ asto - were referred for an involuntary commitment
ensure that 71.05 is consistently assessient, or iFthey left AMA audits to be
followed and patient rights to be .
promptly released unless certain 2} DCR Refercal for tvoluntary Assessment tnitiated
12/13/2021
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identified Deficiency

How the Beficiency Will Be Corrected

Who
Responsible
Individual(s)
& Estimated

Bate of
Correction

What

Monitering procedure; Target for Compliance

This form requires staff to complete the following:

al The outcome of the DCR evaluation

h) The name and title of the DCR who
conducted the assessment

¢} Ifthe patient was detained, If they elected
to stay voluntarily or if they elected to
ipave Against Madical Advice [AMA}.

Additionally, the policy ‘Detainment Referraf to
Designated Crisis Responder’ has been updated to
inciude the thres new aforementioned forms 5o
that staff have a rubric to follow. Additionally,
#hese forms are attached to said policy.

Lastly, in Section || of Policy ‘Detainment Referral
tn Designated Crisis Respondar’ in subsection B.
we have added the following language: “The
following language defines when a patient is
considered to be a danger tc self, danger to others
and/or if they are assessed to be gravely disabled.

Dangesto Self, is defined 252 substantial risk that
physical harm will be inflicted by a person upon his
or her own persen, as evidenced by threats or

attemnpts to commit suicide or inflict physical harm |

on oneself (RCW 71.05)
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Tag Murnber

identified Deficiency

How the Deficiency Will Be Carrected

Who
Responsikle
Individual(s}
& Estimated

Date of
Cotraction

What

Monitoring procedure; Target for Compliance

Danger to Others is defined as physical harm wil
be inflicted by a persen upon another, as
avidenced by behavior which has caused such
harm or which places another person of persons in
reaconable fear of sustaining such harm; or
physical harm will be inflicted by a person upon
the property of others, as evidenced by behavior
which has causad substantia] ioss or damage to
the property of others; or the person has
threatened the physical safety of another and has
3 history of one or more violent acts. {RCW 71.05)

Gravely Disabled is defined as a means a congition
in which a person, as a result of 8 mental diserder,
or as a result of the use of alcohol or other
psychoactive chemicals: {al is in danger of serious
physical harm resulting from a failure to provide
for his or her essential hurman needs of health or
safety; or {b) manifests severe deteriorationin
routing functioning evideniced by repeated and
escalating loss of cognitive or volitional control
over his or her actions and is not receiving such
care as is essential for his or her health or safety.”
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Tag Number

Identified Deficiency

How the Deficiency Will Be Corrected

Who

Responsible

Individeal(s)
& Estimated
Dite of

Correction

What

Monitoring procedure; Target for Compfiance

2, Review of the facility pelicy and
procedure titied “Discharge Planning
[Transition Planning}”, dated 10/2019 and
updated 03/2021, showed that it is facility
policy to determine the “appropriate post-

‘hospital discharge destination for a

patient”, and that it is policy for discharge
planning to begin at patient admissicn and
be conducted by a multidisciplinary team.
Review of the policy showed that it was
incongruent with the facility policy titled
“Detainment Referral to Designated Crisis
Responder”, dated 10/2019 end updated
04/2021.The incongruency included which
staff were allowed to determine if a
patient was able fo be discharged at the
request of the patient, without a DCR
evaluation. Review of the pelicy
“Discharge Planning (transition Planning)”

1 showed that if a patient requests to leave,

it is facifity policy for the medical provider
to decide f the patientis referred to 2
DCR for 2 evaluation. Review of the policy
“Detainment Referral to Designated Crisis
Responder” showed that 2 Mental Health
Professionat, defined in the policyas “..a

The Director of Intake and Community Relatians
has already updated the existing policies, induding
the “Detainment Referval to Designated Crisis
Respondler’ & “Discharge Planning (Transition
Plonning)” to ensure both policies have congruent
language. The updated language is stated as “Af
the fime a patient requests an unplanned release
from Wellfound, a provider or quafified Menta!
Health Professional should assess fo defermine
if the patient is believed to be a danger fo
themselves or others, or is gravefy disabled
Based on a mental health or subsfance use
disorder.”

« TASK COMPLETER AS OF 11/15/2L.

The Director
of Intake and
Lommunity
Relations has
updated the
two
refarenced
policies.

TASK
COMPLETED
AS OF
1119721

»  The Director of Intake and Community Relations has updated the
twa referenced policies.
o TASK COMPLETED AS OF 11/19/2L,
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How the Deficiency Will Be Corrected

Who
Responsible
Individual{s]

& Estimated-

Date of
Correction

What

Monitoring procedure; Target for Compliance

professicnal ciinician who is qualified by
education and clinical training /
supervision, and who is licensed..Social
workers, Psychiatric ARNPs, Licensed
Mentz] Health Therapists...” should assess
to tietermine i the patient is believed to
be a danger to themselves or others.
Review of the policy “Discharge Planning
{Transition Planning)” showed thata
medical provider could decide to
discharge the patient without 2 DCR

eva Iuatiuﬁ, decide to refer the patient for
a DCR evaluaticn before discharge, of
could decide to discharge the patient
against medical advice, Review of the
policy showed that it did not include a
reference to the facility policy titled
“Detainment Referral to Designated Crisis
Responder”, the policy that ists
procedures staff should follow to contact
a Designated Crisis Responder. Review of
the policy showed that it did not

| adequately direct staff so as to ensure that

71.05 is consistently followed and patient
rights to be promptly released unless
certain criteria is clinically present are
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individual{s)
& Estimated

Date of
Correction

What

Monitoring procedure; Target for Compliance

upheld. For example, this poficy did not

zddress st2ff decumentation requirements
that included documenting the decision to
hold a patient for the evaluation of a DCR,

documenting refevant patient
observatians, documenting patient

| requeststo be discharged, and any change

in patient status.

3, Review of the facility policy titled
*patient Rights”, dated 032021,

showed that the palicy referred to

the “Patient Handbook” as an
attachment. Review of the facility
document titled "Attachment A7,
undated, showed that it contained
patient rights and other information
that was part of the “Patient
Handbook”. The rights listed
included information fram RCW
71.05, “you have the right to
immediate release, uniess
involuntary commitment
proceedings are infiiated.”

The Director of Intake and Community Relations
reviewed the Patient Handbook and noted that
the language referenced was consistent with the

patient rights fanguage outlined in
RCW.71.05.217.

The Director
of Intake and
Compmunity
Relations.

TASK

COMPLETED BY

111871,

«  The Director of Intake and Community Relations reviewed the -
Patient Handbook and noted that the language referenced was
consistent with the patent rights language outlined in
RCW.71.05.217.

s+ TASK COMPLETED BY 11/19/21.
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Who
Responsible
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Date of
Corvection

What

Monitoring procedure; Target for Compliance

4. In an interview on 07f15/21 at
11:00 AM, with Staff &, Cirector of
Clinical Services; Staff B, Interim
Quality Director, and staff C, Clinical
Suparvisor; Staff A stated that the
facility had become aware that
there was an issue that had been
raised by the facility socia! workers,
regarding medical providers
requesting that voluntary patients
be held at the facility while @
Designated Crisis Responder{(DCR]
was notified of the need for an
assessment. Staff A stated that the
facility had taken steps ta correct
this issue, including an email that
Staff A had sent out to staff
regarding the new procedures for
contacting 2 DCR. Steff A stated that
policy and procedure had been
updated after that email went out.

See ftem 1

Sealteml

See ltem 1

5. Review of an email from Staff A
to multiple facility staff, dated
10/28/20 at 4:18 AM, showed that

See ltem 1

Seelteml

See ltem 1
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How the Deficiency Will Be Corrected
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Responsible
Individual(s)
& Estimated

Date of
Correction

What

Manitering procedure; Target for Compliance

staff were directed to document the
reason for the DCR referral.

6. In an interview on 08/30/21 at 10:00
AN, Sff A, Clinical Cirector,

| zcknowledgad that the updated policy

“Datainment Referral t¢ Designated Crisis
Responder”, dated 10/2019 and updated
04/2021 did not include the
documentation requiremeants outlined in
the email that was sent 10/28/20. StaffA
stated, “frankly, the reason for revising
the P&P was for the 124 hour jchange
fram 72 to 124 hour initial involuntary
hold]. ”

The Director of intake and Community Relations
has updated the ‘Detainment Referral to
Designated Crisis Responder” Policy to add the
additional fanguage in Section ! Titled Policy
section & that clarifies the documentation
reqirements which would be necessary to
constitute an involuntary commitment referral.

The smended language is 3s follows:

“At the time a palient requests an unpianned
release from Wellfound, & provider or qualifed
Mental Heafth Professional should assess to
determine if the patient is befieved o be a.
danger to themselves or others, oris gravely
disabled based on a memial health or substance
use disorder. The following language defines
when a patfent is considerad to be 3 danger to
self danger to others andfor if they are assessed
to be gravely disabled, A) Dangerfo Self is
defined as a substantial risk that physical harm
will be inflicted by a porson tpon their own

person, as evidenced by threats or altempts fo
| commit suicide or inflict physical harm on oneseif | |

(RCW 71.05). B} Danger to Others is defined as
physfcat harm wilf be inflicted by a person tpol
another, as evidenced by behavior which has
saused stich harm or which places another

The Director
of Iniake and
Community
Relations has
glready added
this fanguage

to the existing -

paticy.

TASK
COMPLETED
ASOF
11/19f21.

s The Director of Intake and Community Relations has already
updated the existing policies, including the “Detainment Referral

fo Designated Crisis Responder’ & “Discharge Planning
{Transition Slanning)”.

» TASK COMPLETED AS OF 12/18/21.
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Responsible
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& Estimated

Date of
Correction

What

- Monitoring procedure; Target for Compliance

Dersoh or persons in reasonabie fearof
sustaining stich hame; or physical harm will be
inflicted by & person upon the properly of others,
as evidenced by behavior which has caused
substaniial loss or damage fo the property of
oihers: or the person has threaicned the
physioal safefy of anoffier and has a fistory of

| one or mars violent acts (RCW 71.05). C)

Gravely Disabled is gsfined as a means a
condition in whish a person, as a result of 2
mental disorder, or as a restf of the use of
sloshal or other psychoactive chemicals: (a) Is i
dtanger of serious physical harm resulting from a
faiturs to provide for their esseniial human reeds
of health or safefy; or (D} manifests severe
delerioration in routine functioning evidenced by
repeated and escafating loss of cognitive of
volitional control over feir actions and is not
recelving such care as s essential for their
health or safety.”

Additionally, the Director of Intake and the
Director of Inpatient Ciinical Services wifl send cut
another email to all clinical staff reiterating the
¢riteria which should be the impstus for an
inveluntary Commitment Referral.

The Divector
of intake and
Community
Relations,
Director of
Inpatient
Clinical
Services,

Audit will be completed for 50% of patients discharging AMA to
ensure all three forms are completed; target wilt be 8 weeks’
consacutive compliance of 2 55% L

TASK TO BE INITIATED THE WEEK OF DECEMBER 13" 2021

18
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Date of
Correction

What- .

‘Manitoring procedure; Target for Camplisnce

Director of
Quality and

Chief Medical |

fficer,

Audits to be
initiated -
12/13/20m

il
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Individuai(s)
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Date of
Correction

é

What

Monitoring procedure; Target for Compliance

ITEM NO.2

Based on interview, clinical record review,
and facility policy and procedure review,
the facility failed to protect patients’ rights
in complizace with chapter 71,05 by
fafling to immediately release voluntary
patients ubon request without assessing
ar documenting the patient’s presentation
at the time of their request to show that
they prasented a5 an imminent likelihood
of serious harm or as gravely disabled or
failed to document the provision of
ralevant records 1o the DCR for 2 of 11
patients reviewed (Patient #2 and #8].

Faflure to protect patients’ rights in
compliance with chapter 71.05 by failing

to immediately release volurtary patients

ypon request without assessing or
documenting the patient's presentation at
the time of their request to show that they

Seeltem 1

Lastly, when a patient is requesting to leave all
efforts by a qualified mentaiheaith provider will
be made to conduct a new and independent

“assessment of the patient’s psychiatric

presentation, including specifically if they present
with criteria consistent with an involuntary
commitment referrat identified under RCW.71.05

Seettem 1

See ftem 1

12



P 28/36

iound 253 301 5401 »> 001360357

!

We

00

2024-11-22 10

Tag Rurmnber

Identified Deficiency

How the Deficiency Will Be. Corrected

Who
Responsible
Individuaks)
& Fstimated
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presented as an imminent ikelhood of
serious harm or as gravely disabled; and
by falling to document the provisian of
relevant records to the Designated Crisis
Responder can result in 3 vislation of
those rights as well as harm and trauma te
the patient or community and discourage
patients from seeking further needed
services, '

Findings included:'

1. Review of Patient £2 records showed
that the facility failed to document
reasonahle grounds to believe that Patiznt
#2 was presenting as an imminent
likelihood of serious harm, or was gravely
disabled , based on the following:

a. Review of dlinical records for Patient #2
showed that Patient #2 asked te be
discharged at 11:25 AM on 08/12/21 and
was discharged at 10:28 Pl on 09/12/21.

b, Review of Patient ¥2 document,
*Master Treatment Plan”, dated

13
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09/12/20, showed that date of
service was listed as 09/12/20. The
section “Patient Yoice” showed that
the patient stated, “ want to be
discharged”. The section “Suicide
Risk” showed that the patient was
zt fow to maderate risk for suicide
or self harm.

b. Review of Patient #2 document,
“sncillary Notes”, dated 08/13/26,
showed that a facility social worker
documented, “Provider requested
this writer contact the DCR for a
face to face evaluation of pt. [They
are] asking to leave AMA bfcthey

[staff] told [Patient #2] would need .

someone o sit with [them] while
[they] applied [their] makeup. And
another staff member told [them
that they] needed ‘o weara
sweater over [their] dress b/cthe
statf member stated the dress was
too revealing.”

¢. Review of Patient #2 document,
“Pierce County Designated Crisis

14
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Responder laveluntary Treatment
Act Evaluation Note”, undated, fax
date stamped 09/12/20, showed
that Patient #2 met with the DCR at
5:33 PM for an evaluation and the
gutcome of the evaluation was
noted as “not detained”. Per social
worker notes, “respondent became
upset this motning, threatened to
contact [their] attorney and other
organizatiors...exprassed
frustration that [they] did not feel
[their] treatment their [sic] was
helpful...Per {Medical Provider]
verbalized concern that respondent
[Patient #2] left fthe facifity in
August, did not follow up without
patient services, was positive for
alcohol 2nd THC upon admit this
admission, became agitated this
morning, and was aggressive
toward [the provider] this
morning... respondent appeared
able to provide for [their] health
and safety...will not be detained for
72 hour Involuntary Treatment”.
Nc cther reviewed documentation

15
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relating to this patient indicated 2
provider or any other staff
conducted an appropriate
assessment to establish reasonable
grounds to believe that Patient i#2
met the statutory oritevia at the
time they were detained for the
DCR referral.

2. Review of Patient #9 records showed
that the faclity failed to document
reasonable grounds to believe that Patient
#9 was presenting as an imminent
liketihood of sericus harm, or was gravely
disabled, based on the following:

a. Review of clinical records for Petient 43
showed that Patient #9 asked to be
discharged at 3:13 PM on 07/16/21 and
was discharged at 7:56 PM on 07/16/21.

k. Review of Patient #5 docurment

! “Psychiatric Progress Note®, dated

! 07/16/21 at 11:59 &M, showed that
a medical provider assessed the
patient as having no suicidal or

homicidal idestion and “appears

18



P 32/36

found 253 301 5401 >>» 001360357758

We

2021-11-22 10:00

i

Tag Humber |

ldentified Deficiency

How the Deficiency Will Be Corrected

. \Who
Respensible
individual(s)

& Fstimated:

Date of
Correction

What

Monitoring procedure; Target for Compliance

preaccupied, mildly RIS {responding
1o internal stimu!i] on the mifieu,
intense eye contact, responses fack
insight, [Patient #3] repeatedly
states [they have] no menta!
issues..unwilling to engage with
natural supports or contact payee
ta gather resources, [Patient #9]
appears paranoid on the unit and
denies the nead for medications
although {they] have been
medication compliant on the unit.”
The plan was documented as “DCR
referral placed by [social worker]
today with acceptance at 1530.° Ko
other reviewed documentation
relating to this patient indicated a
provider or any other staff
conducted an appropriate
assessment to establish reasonable
grounds to believe that Patient #9
met the statutory criteria at the
time they were detained for the
DCR referral.

¢. Review of Patient #3 progress
note, dated 07/16/21, at 3:13 PM,

17
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showed that staff documented that
Patient #9 stated “..."1 just want my
stuff and | want to leave..” ADCR
referral was documented on
07/16/21 2t 3:30 PM.

g, Review of the DCR document
titled “Crisis Contact Report”, dated
07/16/21 at 5:15 PM, showed that
the DCR determined that Patient #3
did not meet the criteria for
detainment, The DR noted that
Patient #9 denied current suicidal
ideation and homicidal ideation,
and "exhibits no current risk...”

18
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patient care and failure to discharge

patients to appropriate care providers or
care services.

Findings included:

1. Review of the facility policy and
procedure titled, “Annual Training
Requirements”, dated 10/2019,
showed that annual training was
required on least restrictive
alternatives availeble in the

Tag Numbsr Identifiad Deficiency Howr the Deficiency Will Be Corrected Who What

Responsible :

Individualis) Manitoring procedure; Target for Compliance

& Estimated

Date of
Correction
[TEMNC.3 | Sased on interview and facility policyand | The Diractor of Intake and Community Relationsis | Director of The Director of Intake and Community Relations, the Director of Inpatient
procedure review, the faciiity failed to In the process of creating a training tool that Intake and Clinical Services 2nd the Director of Quality will ensure thatall ofthe
develop and implement an individualized | identifies: Community | clinical staff are educated on these new tools.
annual training plan that inciuded least - Relations and
restrictive alternative options available in a) whatleast restrictive alternatives are toan | o o o Current employees v;iil be trained on this tool and have sign off sheets
the community and how to access thy om inveluntary commitment referral, inpatient monitered by the Director of Quality in conjunction with the Director of
for 2 of 4 personnal secords reviewed b} whatinterventions are available to staff | . Humzn Resources.
(Staff G and Staff I g f:hit the applicable comymuity based Services. New staff onboarding at Welliound Behavioral Hospital will have this new
Failure to develop and implement an respurces are based on the patient’s toolas part of their utharding process, which again will be verffied by the
individualized annuzl training plan that individual needs. . Director of Quality ard the Directar of Human Resources.
included least restrictive alternative I::Tegt;: :: Al clivica! staff will be educated around the change in policy and the three
options available i the community and of ¥ new forms in our electronic healthcare record in EPIC by December 10%,
how 1o sceess them can result in poor. 2021.
12/10/2021

An electonic version of the Irzining will be available on our anlinz training
taal for 2il new staff by December 10%, 2021,

19
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community and how to access

1 them.

2. Review of an email dzted 08/29/24,
written by Staff &, Clinical Director,
showed that Staff G, Social Worker, was
employed at the facilityin 2 full time role
from 01/20/2020 to 08/18/21, On
08/18/21 Staff G moved into & per diem
{on~call) employment status.

3. In an intendew on 09/14/21 Staff G,
Social Warker, stated that they did nat
recall attending any specific training on
least restrictive alternatives while
employed at the facility.

4. Review of personnel records for Staif G,
Sociai Worker, showed that there was no
decumentation of annual training of least
restrictive alternatives available in the
community and how to access them.

5. In an interview on 09410721 at 10:00
#M, Staff |, Medical Provider, stated that
they did not have any training on least

20
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restrictive alternatives while empleyed at
the fzcility.

6. Review of an email written by Staff A,
Chinical Director, dated 09/30/21, showed
that "[Staff [] started on 59;‘91{2(], [they]
would not be eligible to complete annuat
training until December 2021..."

21



. STATE OF WASHINGTON

DEPARTMENT OF HEALTH

January 6, 2022

Re: Case Number: 2020-13318, 2020-14805
License Number: BHA.FS.60925415

Dear Angela Naylor:

This letter is to inform you that after careful review of the Plan of Correction (POC) you
submitted for the investigation recently conducted at your agency, the Department has
determined that the POC is acceptable. You stated in your plan that you will implement
corrective actions by the specified timeline. By this, the Department is accepting your Plan of
* Correction as your confirmation of compliance.

Based on the scope and severity of the deficiencies listed in your statement of deficiency report,
the Department will conduct an unannounced follow-up compliance visit to verify that all
deficiencies have been corrected.

The Department reserves the right to pursue enforcement action for any repeat and/or
uncorrected deficiencies based on applicable statute and rules.

Investigator: JAMCO3

Department of Health

HSQA/Office of Health Systems Oversight
PO Box 47874

Olympia, Washington 98504-7874



