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Dear Attorneys Beinner and Maddox,

Herein is the sixth compliance report submitted by Jeffrey Geller, M.D., M.P.H. and Mohamed
El-Sabaawi, M.D., pursuant to the Settlement Agreement (“Agreement”) entered into between
the United States and the State of Vermont (the Agency of Human Services, the Department of
Health, the Division of Mental Health and the Vermont State Hospital (“VSH”)), this Agreement
resolving the investigation by the United States Department of Justice (“DOJ”) pursuant to the
Civil Rights of Institutionalized Persons Act (“CRIPA”), 42 U.S.C. sec 1997.

Our report follows the format of the Agreement with sections of our report numbered and
lettered to correspond to the Agreement. Sections generally follow the structure of compliance
indicators, findings, and recommendations. Recommendations are not explicitly stated when
they would derive quite clearly from the findings. Data to substantiate the findings are listed in
the body of the report.

Those items that have achieved Sustained Compliance_ were not
commented upon. We did hear and/or read the results of VSH’s self-monitoring of these items
and would look for this, as appropriate, upon future visits.

The evaluators’ recommendations are suggestions, not stipulations for future findings of
compliance. The facility is free to respond in any way it chooses to the recommendations as long
as it meets the requirements in the Agreement.
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This report represents the concurred opinion of the two experts in this case.

We again acknowledge the efforts of the staff of VSH in working towards meeting the
requirements of the Settlement Agreement. Progress continues to be significant.

COMPLIANCE DEFINITIONS

Compliance with the Agreement requires that VSH demonstrate substantial compliance for each
of the requirements. In this report, the Monitors describe the steps taken by VSH to implement
corrective measures and the extent to which VSH has met the requirements of the Agreement. It
is noted that each provision in the Agreement has a completion date by which substantial
compliance is required. Lack of substantial compliance prior to the completion date does not
violate the terms of the Agreement.

This report uses the following terms, which have been agreed upon by the parties:

Sustained Compliance (SusC): Substantial compliance has been maintained in the rated
provision for a period of at least one year.

Substantial Compliance (SubC): Substantial compliance with all components of the rated
provision. Non-compliance with mere technicalities, or temporary failure to comply during a
period of otherwise sustained compliance will not constitute failure to maintain substantial
compliance. The number in parentheses after “SubC” is one (1) for the first time at this level and
two (2) for the second consecutive time at this level.

Significant Compliance (SigC): Considerable compliance has been achieved on the key
components of the rated provision, but refinement of work product remains.

Partial Compliance (PC): Compliance has been achieved on most of the key components of the
rated provision, but substantial work remains.

Non-Compliance (NC): Non-compliance with most or all of the components of the Agreement
provision.

DATA BASE

Psychiatric Care:
List of VSH Active Patients and their Diagnosis
VSH Integrated Admission Assessment and Physician Certification Form, revised
February 09, 2009
VSH Initial Multidisciplinary Treatment Plan, revised January 21, 2009
VSH MD Initial Assessment Audit Tool and data
VSH MD Weekly Progress note Audit Tool and data
VSH MD Clinical Supervision Review Tool
VSH Daily Nursing Flow Sheet, revised January 08, 2009
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Emergency Involuntary Procedures (EIP):
VSH EIP Performance Improvement Projects
VSH data regarding competency-based training of staff on the use of EIP
EIP Threshold Monitoring Forms (for three patients:
Examples of EIP Threshold e-mail notifications from Quality Management Department
to Psychology Department
VSH Certificate of Need (CON) For Seclusion and/or Emergency Involuntary
Medication, revised December 12, 2008
VSH Certificate of Need (CON) For Restraint and/or Emergency Involuntary
Medication, revised December 12, 2008
VSH revised Comprehensive Interdisciplinary Treatment Plan, revised February 28, 2008
VSH Database regarding patients who experienced the use of EIP
(Seclusions/Restraints/Emergency Involuntary Medications from October 1, 2008
to March 31, 2009
VSH Database regarding patients who met EIP Thresholds from August 07, 2008 to
March 31, 2009
VSH Interim Policy, Emergency Involuntary Procedure (EIP), Interim
VSH Memorandum for Terry Rowe, Executive Director, Proposed Changes to the EIP
Policy, April 09, 2009
VSH Roadmap: Reducing Violence and Emergency Involuntary Procedures Through
Effective Clinical Practice and Leadership Interventions, March 31, 2009
National Association of State Mental Health Program Directors (NASMHPD) and
Substance Abuse and Mental Health Service Administration (SAMHSA):
Preventing Violence and the Use of Seclusion and Restraint in Mental Health
Settings, A Snapshot of Six Core Strategies
VSH self-auditing data regarding:
RNs’ Initial Assessment of the Need for Seclusion/Restraints
RNs’ Hourly Assessment of the Need for Continued Seclusion/Restraints
RNs’ Documentation for Emergency Involuntary Procedures
Physician Documentation on CON for Emergency Involuntary procedures-
December 1, 2008 to March 31, 2009
VSH CON Audit Form
Strategic Plan for VSH: Seclusion and Restraint Reduction Initiatives Grant
VSH Seclusion and Restraints Reduction Intervention (SSRI) Advisory Council
Meeting Minutes: August 22, September 18, October 28, November 20
and December 18, 2008 and February 19 and March 19, 2009
VSH EIP trends (September 2008 to march 2009):
Episodes of Restraint (4-Point/5-Point)
Hours of Restraint (4-Point/5-Point) per 1000 Patient Hours
Mean Time (Hours) Per Episode of Restraint (4-Point/5-Point)
Number of Patients in Restraints (4-Point/5-point)
Episodes of Seclusion
Hours of Seclusion per 1000 Patient Hours
Mean Time (Hours) Per Episode of Seclusion
Number of Patients in Seclusion
Episodes of Emergency Involuntary Medications
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Number of Patients Given Emergency Involuntary Medications
Episodes of Emergency Involuntary Medications per 100 Patient Hours
VSH Quality Department EIP data Summary and Analysis, May 06, 2009

Protection From Harm:

VSH Reports of Allegations of Abuse/Neglect October 1, 2008 to March 26, 2009

VSH: Quality and Risk Management: Allegations of Abuse/Neglect/Exploitation reported
to Adult Protection Services (AP), October 2008 to March 2009

Levels of Autonomy and Supervision Policy, revised February 9, 2009

Safety Committee Infection Control Minutes November 25, 2008, January27, February
24 and March 24, 2009

Psychiatric Emergency Response Nursing Procedure, October 2008

Emergency Drill Summaries: September 2008, October 2008, December 2008 to January
2009 and February to March 2009

VSH Education and Training Emergency drill Reports: December 2008-January 2009
and February-March 2009

VSH Grievance and Appeal Policy, revised February 18, 2009

Incident and Quality Management:

VSH Risk Management Triggers/Thresholds (modified)

VSH reports of Patient Injuries September 2008 to march 2009

VSH reports of Employee Events (with injury) September 2008 to march 2009

VSH Reports of Injuries (and near-Miss Events) to Employees from Unprovoked
Assaults by Patients, During Staff redirection of Patients and During Emergency
Involuntary Procedures, January to December 2008

VSH Levels of Autonomy and Supervision Policy, revised February 18, 2009

VSH Request for Patient Privileges Procedure, effective April 1, 2009

Memorandum from VSH Policy Committee regarding Grievance and Appeal Policy
Amendments, January 26, 2009

VSH Outline of Performance Improvement Projects, September 2008 to March 2009

VSH Safety/Infection Control Committee Meeting Minutes (November 25, 2008, January
27, February 24, and March 24, 2009

Site Visit

Interviews
Terry Rowe, Hospital Director
Thomas Simpatico, M.D., Medical Director
Jaskanwar Batra, M.D., Associate Medical Director
Tommie Murray, Chief Quality Officer
Mary Beth Bizzari, Pharmacy Director
Scott Perry, Quality Manager
Amanda Goza, Ph.D., Psychology Consultant
Elliott Benay, MA, Chief of Psychology
Laura Gibson, Ph.D., Staff Psychologist
David Mitchell, Director of Education and Training
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FINDINGS, COMMENTS/RECOMMENDATIONS, AND COMPLIANCE RATINGS

Sec

Settlement Agreement Terms

Compliance

Finding

Comments and
Recommendations

IV.

INTEGRATED TREATMENT PLANNING

By 30 months from the Effective Date hereof,
VSH shall provide integrated, individualized
protections, services, supports, and treatments
(collectively "treatment") for the individuals it
serves, consistent with generally accepted
professional standards of care. In addition to
implementing the discipline-specific treatment
planning provisions set forth below, VSH shall
establish and implement standards, policies, and
protocols and/or practices to provide that
treatment determinations are consistently
coordinated by an interdisciplinary team through
integrated treatment planning and embodied in a
single, integrated plan.

Interdisciplinary Teams

By 30 months from the Effective Date hereof,
each interdisciplinary team's membership shall be
dictated by the particular needs, strengths, and
preferences of the individual in the team's care,
and, at a minimum, the interdisciplinary team for
each individual shall:

Have as its primary objective the provision of
individualized, integrated treatment that
optimizes the patient's opportunity for recovery

SubC

The Initial Assessment documentation tool has now
been in use for approximately eight months.
Nursing/MD assessments occur within the first 24
hours of admission. Both MDs and RNs provide a

Results of the
Treatment Planning
Performance
Improvement Project
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shall consist of a stable core of members,
including the individual, the treating psychiatrist,
the nurse, and the social worker and, as the core
team determines is clinically appropriate, other
team members, who may include the individual's
family, guardian, advocates, and the pharmacist
and other clinical staff;

complete training on the development and
implementation of interdisciplinary treatment
plans to the point that integrated treatment plans
meet the requirements of section I[V.B., infra; and

SubC

meet every 30 days, and more frequently as
clinically indicated.

SusC

Integrated Treatment Plans

By 24 months from the Effective Date hereof,
VSH shall develop and implement policies and/or
protocols regarding the development of treatment
plans consistent with generally accepted
professional standards of care, to provide that:

where possible, individuals have substantive,
identifiable input into their treatment plans;

SigC

treatment planning provides timely attention to
the needs of each individual, in particular:

Improvement, but observation of four Treatment
Team meetings and review of CITP’s provided in
binder and as found in charts indicate further work
required focused on writing STG’s in observable,
measurable terms and in writing specific
interventions that address each STG.

Wide variation amongst teams — some have already
arrived, others struggling, all trying.

Continue
education/supervision
by Medical Director
and DON. Use
psychiatrist to critique
CITP process at the
time of the CITP and
with written plans.

Consider having
struggling Teams watch
videos of their own
Team meetings with
Mentor/Trainer.
Improve effort to
include Guardians
where applicable.

10
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initial treatment plans are completed within 24
hours of admission;

SubC

master treatment plans are completed within
seven days of admission; and

SusC

treatment plan reviews are performed every 14
days during the first 60 days of hospitalization
and every 30 days thereafter;

SusC

individuals are informed of the purposes and side
effects of medication;

SigC

each treatment plan specifically identifies the
therapeutic means by which the treatment goals
for the particular individual shall be addressed,
monitored, reported, and documented, consistent
with generally accepted professional standards of
care; and

treatment and medication regimens are modified,
as appropriate, considering factors such as the
individual's response to treatment, significant
developments in the individual's condition, and

SubC

SubC(2)

See IV.A.1.

Preprinted forms consider all possibilities, many not
applicable to an individual patient:

See Attachment I'V.

Improvement, but CITP still have not
e climinated job descriptions

e specified group intervention for specific
STG

e written interventions in language that
directs what a staff person will actually do.

Daily rounds address this. Observed rounds were
quite well done. Weekly Comprehensive Physician
Progress Note (CPPN) provides structure to
accomplish this. Review of medical records
indicates execution still needs substantial

Review case 28502.

Psychiatrist needs to
check off information
actually provided or
cross off information
not provided (which is
easier, but method
should be the same for
all MD’s).

Particular attention still
needs to be paid to
getting group
interventions to meet
these criteria. This is
not happening in
process of assigning
group interventions or
in the outcomes as
reflected on the TRS
schedule.

Continue to improve
documentation on
CPPN’s. Require a
progress note
contemporaneous with
medication dosage

11
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the individual's changing needs.

By 30 months from the Effective Date hereof,
VSH shall use these policies and/or protocols to
provide that treatment planning is based on a
comprehensive case formulation for each
individual that emanates from an integration of
the discipline-specific assessments of the
individual consistent with generally accepted
professional standards of care. Specifically, the
case formulation shall:

be derived from analyses of the information
gathered from discipline-specific assessments,
including diagnosis and differential diagnosis;

SubC

include a review of pertinent history,
predisposing, precipitating, and perpetuating
factors, present status, and previous treatment
history;

SigC

consider biochemical and psychosocial factors for
each category in Section IV.C.2., supra;

SigC

consider such factors as age, gender, culture,

SigC

improvement.

Observation of TRS morning meeting indicates this
meeting, which should address this process, does
not.

Wide variation amongst teams. Nursing doing a
much better job in providing input.

Improved presence of TRS staff.

Better input from psychology.

Case Formulation Audit — VSH 5/12/09:
Purpose and Method:

An audit was performed to determine the
presence of elements of the case formulation as
outlined in Section IV (Integrated Treatment
Planning) C. numbers 1-4 of the Settlement
Agreement. 100% of active patients’ (as of
5/12/09) most recent CTP or TPR case
formulations were reviewed and evaluated by
one member of the VSH Quality management

change, discontinuation
of a medication, or
addition of a
medication. CPPN
weekly note should
summarize changes and
outcomes.

Modify expectations of
TRS morning meeting
and perform
accordingly.

Recommendations:

Conduct routine
audits such as this
one. Areas for
improvement are
obvious.

At the next
evaluation visit,
please provide the
formulations from

12
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provide that the goals/objectives address SusC

treatment (e.g., for a disease or disorder) and

rehabilitation (e.g., skills/supports/quality of life SubC(2) TRS staff need to

activities); education Treatment
Teams about skill-
specific STG’s and help
Teams write these.

write the objectives in behavioral and measurable SigC Inservices on “The Nursing Process in Mentor and practice.

terms;

Psychiatric/Mental Health Treatment Planning” held

in October and November 2008, and were
mandatory for RNs and LPNs. These were well
done with a few modifications necessary.

Examples of short-terms goals-objectives-outcomes
as written:

)]

2)

3)

4)

Joe Smith will verbalize accurate
information regarding the side effects of
prescribed medications such as headache,
nausea and vomiting

Joe Smith will report to the nurse the side
effects of the medications such as
sleepiness.

Joe Smith will list the names and doses of
his medications.

Joe Smith will state one plan of action to
put into place if questions about
medications come up after discharge.

Examples of short-term goals-objectives-outcomes
as should be written:

1.

Joe Smith will verbalize accurate
information regarding the side effects of
prescribed medications such as headache,
nausea and vomiting once daily during 10-
minute meeting with RN.

Peer review for each
discipline.

15
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2. Joe Smith will report to the nurse the side
effects of the medications such as
sleepiness each time administered night
time medications.

3. Joe Smith will list the names and doses of
his medications at morning med
administration daily.

4. Joe Smith will state one plan of action to
put into place if questions about
medications come up after discharge
during 2" shift meeting with charge RN
M-W-F.

Audit of Short Term Objectives in Comprehensive
Treatment Plans for VSH — 5/13/09

Purpose: To identify 20 short term objectives
(STOs) in recent Comprehensive Treatment Plans
(CTPs), which meet the requirement of Section
IV.D.3., DOJ Settlement Agreement that the
objectives be written in behavioral and
measurable terms.

Method: The most recent CTPs of current VSH
patients were reviewed by a member of the VSH
Quality Management Department. STOs that met
the “behavioral and measurable” criteria were
copied to this audit form. No more than two
STOs per patient that met criteria were included.

Results: Timeframe 4/16/09-5/14/09
Much improved.

A significant majority of STG’s related to
compliance; 2/20 (10%) were skill
development.

Recommendations:

Percentage of
Behavioral/Measurable
STO’s should be
monitored, recorded,
and reported out.

When a patient must do
X for Y days, need to
specify if Y is
continuous days or not.
Decrease compliance

and increase skill-
development STG’s.

provide that there are interventions that relate to
each objective, specifying who will do what and
within what time frame, to assist the individual to

SigC

From Nursing Inservice:
Examples of Interventions

1. Nursing will offer Joe Smith his

Mentor and practice.

Peer review for each
discipline.

16
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meet his/her goals as specified in the objective;

medications at the prescribed time and if
patient refuses, nursing will point out that
medications help with his behaviors and
describe to him any ranting and raving
behaviors he has exhibited in the last four
hours.

2. Nursing will educate Joe Smith about the
medications he is taking re: effects and side
effects.

3. Nursing will discuss with the patient and
request an honest realistic description of his
medication compliance.

1. A good example

2. A job description, not an individualized
intervention.

3. Unclear what this means.

design a program of interventions throughout the
individual's day with a minimum of 20 hours of
clinically appropriate treatment/rehabilitation per
week; and

SigC+

Brooks 1 on-unit groups do not meet this criteria-
see Attachment I.

Brooks 2 is moving in direction of meeting criteria-
see Attachment II.

Mall is moving in direction of meeting criteria.
Using VSH’s own schema, there needs to be at
least one group per day per track* at each of two
levels. Thus, 6 tracks x 2 levels x 5 days = 60
groups. Current Mall has 20 slots — 2 slots for
Violence Prevention Community Meeting = 18
slots x 3 groups per slot = 54 groups and each day
of week does not have at least one group per track
much less one per track per level — see Attachment
1.

*Tracks are Med Management, Sx Management,
SA, Social Skills, Leisure Skills, Community Re-
entry.

Expand B-2 pilot on B-
2 and to B-1.

Move back to closed
Mall space as soon as
feasible.

17




Sixth Compliance Report

provide that each treatment plan integrates and SigC Review of significant number of group progress Still major disconnect
coordinates all selected services, supports, and notes. tT’etween Tdr;ast‘ﬁlem
treatments provided by or through VSH for the See Attachment V. pre:;;rirsl Continue fo
individual in a manner specifically responsive to actively address this.
the plan's treatment and rehabilitative goals.
By 30 months from the Effective Date hereof,
VSH shall revise treatment plans, as appropriate,
to provide that planning is outcome driven and
based on the individual's progress, or lack
thereof, as determined by the scheduled
monitoring of identified treatment objectives,
consistent with generally accepted professional
standards of care. Specifically, the treatment
team shall:
revise the objectives, as appropriate, to reflect the SigC Improved, but remains hard to advance until Psychiatrists’ peer
individual's changing needs; objectives themselves better written. review of STG’s in

] CTP’s.
monitor, at least monthly, the goals, objectives, SubC
and interventions identified in the plan for
effectiveness in producing the desired outcomes;
review the goals, objectives, and interventions SubC Happening frequently, but largely not captured in Qreate a process so
more frequently than monthly if there are medical record. chﬁcsussmrf at ro‘tmds’t
clinically relevant changes in the individual's Very good process when thresholds met. fonn;lizeeclinzis’cﬁaig%:
functional status or risk factors; on CTP.
provide that the review process includes an SubC(2) Continued improvement, but still hampered by Psychiatrist needs to

assessment of progress related to discharge; and

inadequate STG’s and new rarity of full
complement of SW’s.

take greater
responsibility for
linking progress to
discharge through
explicit discussion of

18
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this at rounds and team
meeting. Dr. JM could
model for other
psychiatrists.

base progress reviews and revision
recommendations on data collected as specified
in the treatment plan.

SubC

Improvement noted.

Collateral data is collected in much too leisurely
fashion, e.g., outside prescribers, IEP’s.

Group notes need considerable work-see IV.D.6.

Obtaining collateral
data should be
interventions on CTP
for anything not
obtained prior to CTP.
Thus, Treatment Team
holds its members
accountable, within a
specified timeframe, for
having the information
on hand.

MENTAL HEALTH ASSESSMENTS

By 24 months from the Effective Date hereof,
VSH shall ensure that, consistent with generally
accepted professional standards of care, each
individual shall receive, promptly after admission
to VSH, an assessment of the conditions
responsible for the individual's admission, and
provide that it is accurate and complete to the
degree possible given the obtainable information
at the time of admission. To the degree possible
given the obtainable information, the individual's
interdisciplinary team shall be responsible for
investigating the past and present medical,
nursing, psychiatric, and psychosocial factors
bearing on the patient's condition, and, when
necessary, for revising assessments and treatment
plans in accordance with new information that
comes to light. Thereafter, each individual shall
receive a reassessment whenever there has been a

19
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significant change in the individual's status, a
lack of expected improvement resulting from
treatment clinically indicated, or six months since
the previous reassessment.

Psychiatric Assessments and Diagnoses

By 24 months from the Effective Date hereof,
VSH shall use the diagnostic protocols in the
most current Diagnostics and Statistics Manual
("DSM") for reaching the most accurate
psychiatric diagnoses.

SusC

By 24 months from the Effective Date hereof,
VSH shall ensure that all psychiatric assessments
are consistent with VSH's standard diagnostic
protocols.

SusC

By 24 months from the Effective Date hereof,
VSH shall ensure that, within 24 hours of an
individual's admission to VSH, the individual
receives an initial psychiatric assessment,
consistent with VSH's protocols.

SusC

By 24 months from the Effective Date hereof,
VSH shall ensure that:

clinically justifiable, current assessments and
diagnoses are provided for each individual;

SusC

the documented justification of the diagnoses are
in accord with the criteria contained in the most
current DSM;

SusC

20







Sixth Compliance Report

time of administration. One good not 4/18/09. No
rationale for any medication, no consent for any
medication. Just looking at all the changes, hard to
figure physician’s thinking.

By 18 months from the Effective Date hereof,
VSH shall develop protocols consistent with
generally accepted professional standards of care
to ensure an ongoing and timely reassessment of
the psychiatric causes of the individual's
continued hospitalization.

SusC

Psychological Assessments

(Note that this
section is
marked as
“A.” in the
settlement
agreement)

By 30 months from the Effective Date hereof,
VSH shall ensure that patients referred by the
treating psychiatrist for psychological assessment
receive that assessment, consistent with generally
accepted professional standards of care, in a
timely manner. These assessments may include
diagnostic neuropsychological assessments,
cognitive assessments, and 1.Q./achievement
assessments to guide psychoeducational  (e.g.,
instruction regarding the illness or disorder, and
the purpose or objectives of treatments for the
same, including medications), rehabilitation and
habilitation interventions, behavioral assessments
(including functional analysis of behavior in all
settings), and personality assessments.

SubC(2)

22
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By 30 months from the Effective Date hereof, all
psychological assessments, consistent with

generally accepted professional standards of care,
shall:

expressly state the purpose(s) for which they are
performed,

SubC(2)

be based on current, accurate, and complete data;

SubC(2)

include an accurate, complete, and up to date
summary of the individual's relevant, clinical, and
functional history and response to previous
treatment;

SubC(2)

where relevant to the consultation, include
sufficient elements of behavioral assessments to
determine whether behavioral supports or
interventions are warranted or whether a
comprehensive applied behavioral analysis and
plan are required;

SubC(2)

include determinations specifically addressing the
purpose(s) of the assessment;

SubC(2)

include a summary of the empirical basis for all
conclusions, where possible; and

SubC(2)

identify any unresolved issues encompassed by
the assessment and, where appropriate, specify
further observations, records, or re evaluations
that should be undertaken in endeavoring to
resolve such issues.

SubC

23
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By 30 months from the Effective Date hereof,
previously completed psychological assessments
of individuals currently at VSH shall be reviewed
by qualified clinicians and, as indicated, revised
to meet the criteria in Section V.B., supra. By 30
months from the Effective Date hereof,
appropriate psychological assessments shall be
provided in a timely manner, whenever clinically
determined by the team, consistent with generally
accepted professional standards of care. These
may include whenever there has been a
significant change in condition, a lack of
expected improvement resulting from treatment,
or an individual's behavior poses a significant
barrier to treatment or therapeutic programming.
The assessment may also be used where clinical
information is otherwise insufficient and to
address unresolved clinical or diagnostic
questions, including "rule out" and deferred
diagnoses.

SubC(2)

By 30 months from the Effective Date hereof,
when an assessment is completed, VSH shall
ensure that treating psychologists communicate
and interpret psychological assessment results to
the treatment teams, along with the implications
of those results for diagnosis and treatment.

SubC(2)

Attending Treatment Teams to Report. At rounds as
indicated.

Rehabilitation Assessments

Note that this
section is
marked as “B”
in the
agreement.

24
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The treating psychiatrist shall determine and
document his or her decision, prior to the initial
treatment team meeting, whether a
comprehensive rehabilitation assessment is
required for a patient. When requested by the
treating psychiatrist, or otherwise requested by
the treatment team or member of the treatment
team, VSH shall perform a comprehensive
rehabilitation assessment, consistent with
generally accepted professional standards of care
and the requirements of this Agreement. Any
decision not to require a rehabilitation assessment
shall be documented in the patient's record and
contain a brief description of the reason(s) for the
decision.

SubC(2)

Assessments completed on all inpatients. Found in
all charts reviewed.

By 30 months from the Effective Date hereof, all
rehabilitation assessments will be consistent with

generally accepted professional standards of care
and shall:

be accurate and coherent as to the individual's
functional abilities;

SubC(2)

Major improvement in form and major improvement
in completing form sustained.

identify the individual's life skills prior to, and
over the course of, the mental illness or disorder;

SubC(2)

identify the individual's observed and, separately,
expressed interests, activities, and functional
strengths and weaknesses; and

SubC(2)

provide specific strategies to engage the
individual in appropriate activities that he or she

SigC

Remain weak, especially for persons who require
refined strategies for needs beyond MI, such as DD

To be addressed by
TRS service per TRS

25
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By 30 months from the Effective Date hereof,
VSH shall identify at admission and address in
treatment planning the particular considerations
for each individual bearing on discharge,
including:

Note that this
section is
marked “E” in
the agreement.

those factors that likely would foster successful SusC
discharge, including the individual's strengths,
preferences, and personal goals;
the individual's symptoms of mental illness or SusC
psychiatric distress;
barriers preventing the specific individual from SubC Weekly meeting to address Maintenance of ongoing | Recidivism still needs
being discharged to a more integrated log. to be begler addr?;i)d’
environment, especially difficulties raised in “Frequent flier” cohort with special integrated plans. ::hzgr;;pﬁg;g?e
previously unsuccessful placements, to the extent Noteworthy that at TRS meeting the most common
that they are known; and comment about a recent admission was, “oh yeah,
we know him from before.”
the skills necessary to live in a setting in which SubC Excellent advancement with “Potential Discharge Implement
the individual may be placed. Destination and Skills Required.” Early
improvement in Mall offerings.
. . Better at
By six months from the Effectlye Date her@of, SubC - Team meeting
VSH shall provide the opportunity, beginning at - Mall groups

the time of admission and continuously
throughout the individual's stay, for the individual
to be an active participant in the discharge
planning process, as appropriate.

- Informal staff-patient interactions

By 30 months from the Effective Date hereof,
VSH shall ensure that, consistent with generally
accepted professional standards of care, each
individual has a discharge plan that is a

27
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fundamental component of the individual's
treatment plan and that includes:

measurable interventions regarding his or her
particular discharge considerations;

NA

the persons responsible for accomplishing the
interventions; and

SubC(2)

Psychiatrists show great improvement in sharing
ownership for this.

the timeframes for completion of the
interventions.

SusC

By 24 months from the Effective Date hereof,
when clinically indicated, VSH shall transition
individuals into the community consistent with
generally accepted professional standards of care.
In particular, VSH shall ensure that individuals
receive adequate assistance in transitioning prior
to discharge.

SusC

Discharge planning shall not be concluded
without the referral of a resident to an appropriate
set of supports and services, the conveyance of
information necessary for discharge, the
acceptance of the resident for the services, and
the discharge of the resident.

SusC

See Attachment V1.

By 30 months from the Effective Date hereof, the
State shall develop and implement a quality
assurance/improvement system to monitor the
discharge process.

SubC

Audits in effect since January 2009. Audit reviewed
for January-March 2009.

Provide comparable
audit data for a 3 month
period between this and
next assessment visit.

VII.

SPECIFIC TREATMENT SERVICES

Psychiatric Care

SusC

28
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By 30 months from the Effective Date hereof,
VSH shall provide all of the individuals it serves
with adequate and appropriate routine and
emergency psychiatric and mental health services
consistent with generally accepted professional
standards of care.

By 30 months from the Effective Date hereof,
VSH shall develop and implement policies and/or
protocols regarding the provision of psychiatric
care consistent with generally accepted
professional standards of care. In particular,
policies and/or protocols shall address physician
practices regarding:

documentation of psychiatric assessments and
ongoing reassessments as per Section V.A.,
supra;

SusC

1.VSH has implemented a revised format of the
initial multidisciplinary treatment plan. The
format includes a plan of care to address target
symptoms, psychopharmacological and non-
psychopharmacological interventions. In
addition, the Integrated Admission Assessment
and Physician Certification form includes several
sections that provide information regarding
pharmacological interventions prior to admission,
including the reason for failure of outpatient
treatment, previous medication trials and current
medications (at the time of admission).

2. VSH facility has revised the format of the

physical examination portion of the integrated
psychiatric assessment, including the addition of a
section to document cranial nerve examination.
The Associate Medical Director reported that the
psychiatrists have been more consistent in
completing this portion of the assessment during
this review period.

3. VSH has revised its initial psychiatric assessment

1.a Ensure consistent
and adequate
implementation of the
plans of care that
specify
pharmacological
management, including
type of medications,
target symptoms,
anticipated titration and
monitoring strategies
and PRN medications
with target
symptoms/rationale.

1.b Ensure consistent
and adequate
completion of the target
symptoms section of
the integrated
psychiatric assessment.

2. Ensure consistent
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auditing tool to align with the additions to the
physical examination portion of the assessment.
During this review period, the facility has
continued self-auditing based on a review of 20%
of all admissions, including at least one admission
assessment for each attending physician. During
the period of October 1, 2008 to March 31, 2009,
the compliance rates ranged from 90% to 95%
(target compliance rate was 80% for all the
indicators). Initial auditing was conducted by the
Quality Manager and the Medical Director
reviewed each audited record for final score.

4. VSH reported that the Medical
Director/Associate Medical Director has reviewed
results of the progress notes audit monthly with all
attending physicians and provided feedback to
address the deficiencies outlined in the previous
report. This audit is described below.

5. VSH has implemented a self-auditing tool to
assess completion of the psychiatric progress
notes. The indicators were based on presence or
absence of information that correspond to the
facility’s template for progress note
documentation rather than quality of the content.
During this review period, the facility reviewed a
sample of 20% (November 1, 2008 to March 31,
2009). The initial audits were conducted by the
Quality Manager with final scoring completed by
the Medical Director. The compliance threshold
was at least 80% of possible elements. Based on
this audit, the facility reported average compliance
rates ranging from 84% to 97%.

6. VSH reviewed its self-auditing data to identify
problematic trends/patterns. The facility
identified inconsistent completion of the physical
examination portion at the time of admission due
to the patients’ inability to cooperate. Corrective
actions included requirement for physicians’
review of the medical clearance reports from

and adequate
implementation of the
medical history and
physical examination
portion of Physician
Admission Assessment
and Certification.

3. Continue to monitor
the Physician
Admission Assessment
and Certification based
on at least 20% sample
and provide summary
data of the results.

4. Ensure that progress
notes correct the
deficiencies outlined by
this monitor (see
VIL.2.a).

5. Monitor the
physician progress
notes documentation
based on at least 20%
sample and present
summary of the
methodology and data.
Add monitoring
indicators to address
the quality of the notes,
including the
documentation of side
effects and risk benefit
analysis of medication
use and attention to
contributing factors
regarding high risk
behaviors.

6. Identify
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regular treatment, as indicated, based on such use. 3/23: Risperidone
Risperidone prn
3/26: Risperidone now instead of HS
3/27: EIP
3/27: Zyprexa now
3/28: Ativan now
3/29: Zyprexa now
3/29: Zyprexa now
3/31: Ativan
4/2:  Ativan now
4/4: EIP
4/4:  Ativan now
4/6:  D/C Ativan
Ativan prn
4/7:  D/C Risperidone
Start Abilify
4/8: D/C Ability
D/C previous Risperidone
Start Risperidone 1 dose
Continue Risperidone prn
4/17: 1 Risperidone prn
4/30: 1 Risperidone prn
| Risperidone prn

3/24: Psychiatry Progress Note. No rationale for
medication — “Pt at less than therapeutic dose of
Risperdal. Consider alternative.”

3/27: CPPN. No rationale.

3/31: Progress Note. No discussion of multiple
“now” orders.

3/31: CPPN. Same as 3/31 above.

4/7:  Progress Note. No discussions of “now”
orders. No discussion of prn order.

4/16: Progress Note. Patient has been
noncompliant. What was rationale to change
from risperidone to abilify on 4/7? And then
back? And for changes in risperidone doses?

4/22: Progress Note. Note addresses punching
wall.

4/30: CPPN (2 weeks since last note). No
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obtaining second opinion when the selected
medication is at a dose higher than
indicated, or when more than one
antipsychotic is prescribed. Audits show
this is occurring. Medical Staff has a
monthly Journal Club.

1l.

prescribed in therapeutic amounts, as dictated by
the needs of the individual patient;

SubC(2)

Review process established for medication over
dose limits being used.

1il.

tailored to each individual's clinical needs;

SusC

Still need individuation of justification for each
medication.

1v.

monitored for effectiveness against the objectives
of the individual's treatment plan;

SigC

VSH indicates effectiveness is monitored as
evidenced by:

e  MD Progress notes

e MD Weekly Comprehensive Progress
Notes

e Nursing Progress notes which describe the
response to any treatment and patient status
on a daily basis

e Nursing flow sheets contain information re:
status, treatments, assessments in one
document

But none of this is response to these criteria. None
of these link anything back to CTP.

If VSH is not going to
write notes keyed to
STG’s, it must
demonstrate another
methodology to meet
this requirement.

monitored appropriately for side effects; and

SigC

Refusal of assessments, VS, PE, lab remains a
problem. Patients go for months to years without
adequate assessments. Without assessments, how
can you monitor?

Some improvement with CPPN, but still requires
better documentation.

Documentation on
CPPN needs
improvement.

VSH still needs to
develop individualized
treatment approach to
these refusals. Why
don’t these show up as
problems on CTP?
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Perhaps PIP to address
this facility problem.

Vi. properly documented; SigC See case studies above. Need much more
effective use of
templates, e.g., CPPN.
Need qualitative
reviews by QM
Department.

b. monitoring of the use of PRN medications to PC Appropriate results of point in time audits by QM Conduct 2 longitudinal

ensure that these medications are clinically Department. Longitudinal audits — see case studies | audits per QM staff
_ .. . . . — provide different results. How does current audit | doing audits per month.
justified and administered on a time limited basis; g T 190
methodology address “time limited”? Report results at next
visit.
c. timely identification, reporting, data analyses, and SigC 1. VSH has yet to increase reporting of ADRs. The | 1. Increase reporting of

follow up remedial action regarding adverse drug
reactions reporting ("ADR");

facility reported seven ADRs during this review
period (compared to nine during the previous
review), the following is an outline:

Medication Reaction

Clozapine Upset stomach/constipation

Clozapine Lethargy/confusion

Clozapine Patient with seizure disorder
/potentially increased seizure
activity

Risperidone Reported lactation

Lorazepam Lethargy/unsteady gait

Chlorpromazi | Fall/questionable orthostatic

ne hypotension

Quetiapine Drooling

ADRs.

2. Provide further
training to enter proper
information regarding a
probability scale for
ADRs and other drugs
suspected of causing
the ADR.

3. Provide data
regarding ADRs during
the reporting interval to
include:

a. Total number of
ADRs;

b. Number and
summary
description of
ADRs and their
severity rating,
with specific
outcomes to
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None of these reactions resulted in permanent harm
or life threatening situation, and none reached a
severity level that required an intensive case
analysis.

2. VSH did not address the recommendation to
provide further training to ensure that information
regarding a probability rating and other drugs
suspected of causing the reaction are entered in the
QUANTROS system. The current medication event
form does not capture probability data, or data
regarding the severity of the ADR or other suspected
medications.

3. VSH has yet to provide information to specify the
probability scale of an ADR (e.g. definite, probable,
possible or doubtful). None of the reported ADRs
reached a severity level that required an intensive
case analysis.

4. VSH reported that the format for the intensive
case analysis is maintained within the Quantros
system’s patient safety Event-General Event
Investigation. The format is to be completed by
Quality management staff with input from nursing
staff and the attending physician. The format
includes the following:

a) Event investigation summary, including review
of event report, patient’s medical record and history
provided by nursing staff and the attending
physician as well as immediate action taken;

b) Review of contributing factors;
¢) Risk mitigation steps; and
d) Recommendations

5. VSH has implemented a Clinical Supervision
Review tool that outlines categories of supervision
that include ADRs data.

6. During this review period, VSH did not identify

patients in each
ADR classified as
serious/severe;

c. Classification of all
ADRs based on a
probability scale.

d. Any intensive case
analysis regarding
an ADR

4. Implement a format
for an intensive case
analysis to ensure that
the analysis addresses:
a) the circumstances of
the event, b)
preventability of the
reaction, c) contributing
factors, d) conclusions
and e)
recommendations for
corrective action, with
follow up.

5. Integrate data
regarding ADRs in the
current system of
psychiatric peer review.

6. Provide analysis of
individual and group
practitioner trends and
patterns regarding
ADRs and institute
meaningful corrective
and educational
activities for
performance
improvement.
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ADR patterns or trends by practitioner or groups.

drug utilization evaluation ("DUE") in accord SigC 1. VSH has implemented the recommendation to Finalize and implement
with established, up to date medication develop gulqellnes re.gard}ng thp use qf . guidelines and DUE
guidelines: benzodlazepln.es, gntwhohnergw rpedllcatlons and instruments to address
> PRN/Stat medication use. The guidelines comport the following:
with current generally accepted standards. In B i .
addition, the facility has developed an adequate a. benzodiazepine use
process to ensure timely monitoring of patients b. Anticholinergic
suffering from tardive dyskinesia using AIMS medication use
testing. During this review period, , the facility has L
contingued the §se of its medl?cation orders’ fortr};lat ¢. Monitoring and
that contain individualized medication guidelines man.agement. of .
that address the use of the following medications: tardive dyskinesia
clozapine; new generation antipsychotic d. Expectations
medications (other than clozapine); tricyclic regarding use of
antidepressants; monoamine oxidase inhibitors; PRN/Stat medications
carbamazepine and oxcarbazepine; lamotrigine; )
lithium; divalproex; mirtazepine; bupropion; 2 Continue )
nefazodone and trazodone; venlafaxine and implementation of the
duloxetine; and serotonin-specific reuptake D UE system l?ased on
inhibitors. the individualized
medication guidelines.
2. VSH did not conduct DUEs during this review . i
period. 4. Ensure 1ptegrat10n of
DUE data in the current
peer review system and
utilization of data in
performance
improvement activities.
documentation, reporting, data analyses, and SigC 1. VSH reported that education was provided to all | 1. Provide further

follow up remedial action regarding actual and
potential medication variances ("MVR");

staff regarding the reporting of medication
variances. However, the facility did not specify if
formal instructions were provided regarding proper
methods of reporting variances in all categories and
for determination of critical breakdown points.
Discussions with facility staff showed that more
work is needed to instruct staff on proper methods
used in the reporting and investigations of all types
of variances and in the determination of critical

instruction to clinicians
regarding proper
methods of reporting
medication variances in
all the possible
categories of variance
and methods for
determination of critical
breakdown points;
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breakdown points.

2. VSH provided data regarding medication
variances during this review period (October 1,
2008 to march 31, 2009). The facility reported a
total of 84 variances in all categories. However,
discussions with facility staff showed that the data
did not clearly distinguish critical breakdown points
from possible categories of variances. The facility’s
data showed that most variances occurred in three
categories (transcription, administration and
documentation). Of these categories, 54 were
potential and 30 were actual variances. None of the
variances reached a severity level of F (temporary
harm and initial or prolonged hospitalization) or
higher, which is the severity threshold for
performing an intensive case analysis. The facility’s
data by type of variance showed progress in
capturing potential variances compared to the
previous reviews.

3. VSH reported that the format for the intensive
case analysis is maintained within the Quantros
system’s Patient Safety Event-General Event
Investigation. The format is to be completed by
Quality management staff with input from nursing
staff and the attending physician. The format
includes the following:

a) Event investigation summary, including
review of event report, patient’s medical record
and history provided by nursing staff and the
attending physician as well as immediate action
taken; b) Review of contributing factors; c¢)
Risk mitigation steps; and d) Recommendations

4. The facility’s Clinical Supervision Review tool
outlines categories of supervision that include MVR
data.

5. The facility currently tracks medication variances
by unit and staff member. Individual practitioner
reports are provided to the Medical Director and/or

2. Provide data
regarding medication
variances during the
reporting period that
include the following:

a. Total number of
actual and potential
variances

b. Number of
variances in each
category
(prescription,
transcription,
administration,
documentation,
monitoring,
dispensing,
ordering, storage
and medication
security)

¢. Number and
summary
description of
variances that were
classified as serious
(category F and
more), with specific
outcomes to patients
in each case

d. An outline of
Critical breakdown
points

e. Any intensive case
analysis that
involved a
medication variance

3. Implement a format
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Director of Nursing as applicable. During this
review period, the Pharmacy and Therapeutics
committee has reviewed medication variance data
on a quarterly basis and initiated a performance
improvement project to implement electronic MAR
to address a pattern regarding transcription
variances. In addition, the facility identified a
practice of “prepouring” medications by nursing
staff, which increased chances for the occurrence of
variances. As a corrective action, the Nursing
Procedure regarding Medication Administration was
revised to allow for preparing medications to be
given but not opening unit dose packaging until the
package is shown to the patient.

for an intensive case
analysis to ensure that
the analysis addresses:
a) the circumstances of
the variance, b)
preventability of the
event, c) contributing
factors, d) conclusions
and e)
recommendations for
corrective action, with
follow up.

4. Integrate data
regarding medication
variances in current
peer review activities.

5. Provide analysis of
individual and group
practitioner trends and
patterns regarding
MVR and institute
meaningful corrective
and educational
activities for

performance
improvement.

tracking of individual and group practitioner SigC Same as above.

trends;

feedback to the practitioner and SigC

educational/corrective actions in response to

identified trends, when indicated; and

use of information derived from ADRs, DUE, SigC

MVR, and providing such information to the
Pharmacy & Therapeutics, Therapeutics Review,
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and Mortality and Morbidity Committees.

By 30 months from the Effective Date hereof,
VSH shall ensure that all physicians and
clinicians are performing in a manner consistent
with generally accepted professional standards of
care, to include appropriate medication
management, treatment team functioning, and the
integration of behavioral and pharmacological
treatments.

SubC(2)

Efforts hampered by
1) less than always appropriate admissions
2) idiosyncratic Vermont statutes

Improvement continues.
Specifics for
improvement
documented through
report. That conditions
outside VSH
significantly impair
physicians’ ability to
act according to
generally accepted
standards of practice is
itself outside the scope
of this report but does
impact upon VSH’s
ability to come into
compliance. Such
conditions include 1)
availability of
community residential
alternatives, 2)
willingness of general
hospitals to admit all
eligible patients and 3)
Vermont statutes.

By 30 months from the Effective Date hereof,
VSH shall review and ensure the appropriateness
of the medication treatment, consistent with
generally accepted professional standards of care.

SusC

See all of Section VIIA.

By 30 months from the Effective Date hereof,
VSH shall ensure that individuals are screened
and evaluated for substance abuse. For those
individuals identified with a substance abuse
disorder, VSH shall provide them with
appropriate inpatient services consistent with

SubC

Too many cases not picked up at admission and not
referred for assessment until CTP. Need assessment
available at CTP.

Need engagement
strategies for patients in
pre-contemplation.

Need more offering in
SA track.
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their need for treatment.

Psychological Care

By 30 months from the Effective Date hereof,
VSH shall provide adequate and appropriate
psychological supports and services, consistent
with generally accepted professional standards of
care, to individuals who require such services.

By 30 months from the Effective Date hereof,
VSH shall ensure, consistent with generally
accepted professional standards of care, adequate
capacity to meet the needs of patients in the
following areas of psychological services:

behavioral treatment;

SigC

1. During this review period, the Psychology
department at VSH has continued training of staff
on the proper implementation of the PBS model.
The training activities included the following:

a) Formal training to nursing staff (December 4,
2008) on behavioral the principles of PBS in
clinical practice

b) Updates by the Chief of Psychology during
new employee orientation regarding PBS policy
and the behavioral principles of PBS in clinical
practice

¢) Daily trainings by psychologists of nursing staff
across units and shifts to ensure consistent
implementation of behavioral interventions as
outlined in the behavioral plans

d) Regular participation by psychologists in
weekly team rounds to facilitate the identification
of patients who may be appropriate candidates for

1. Continue training of
clinicians on the
principles and practice
the PBS model and
provide specific
information regarding
training provided to
staff across shifts and
settings during the
review period.

2. Increase the use of
functional analysis as
the basis for behavioral
interventions and
provide information on
all analyses completed
during this review
period.

3. Provide information
on all consultations,
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patients who met criteria for referral to the service
based on the use of Emergency Involuntary
procedures (EIP). The review found that some of
these patients were not referred for behavioral
interventions although these interventions appeared
to be clinically indicated and that some patients
were transferred to different units because of mal-
adaptive behaviors without evidence that behavioral
interventions were initiated and implemented prior
to consideration of inter-unit transfer (see Sections
IX: Emergency Involuntary procedures and XI:
Incident Management).

6. VSH reported that an internal audit by the
Psychology Department was completed in February
2009. Results showed that 100% of the treatment
plans included reference to the behavioral support
plans when these plans were in effect.

7. VSH reported that an audit of physicians’
progress notes was completed by the Psychology
Department based on a 20% sample each month
during this review period to assess the integration of
behavioral and pharmacological interventions. The
audit revealed that 100% of the psychiatric progress
notes made reference to the behavioral plans when
the plans were in place. In addition, the audit found
that functional analyses of behavior included
pharmacological interventions and associated
changes in behavior, as indicated. The facility’s
revised template of treatment plan reviews included
adequate prompts to facilitate clinicians’ attention to
the presence of behavioral plans or the need for
behavioral consultations. However, reviews by this
monitor of the physicians’ progress notes shoed
some deficiencies in the referral of some patients for
behavioral interventions when these interventions
appeared to be indicated and in documenting
sufficient information to indicate adequate
integration of pharmacological and behavioral

48




Sixth Compliance Report

interventions (see Section VII regarding psychiatric
care).

Work on group interventions based on patients’

group therapy; SigC clinical needs and less on preference has regressed Move Treatment Mall
back to space VSH
some. .
closed in response to a
Move of Treatment Mall back to basement has been CM.S survey as soon as
) e . feasible.
a major step backward. Significantly negative
impact on programming and on patients’ willingness
to attend (as articulated by patients themselves).
psychological testing; SubC(2) Major improvements by the team of Laura Gibson,
Ph.D. and Elliot Benay, MA sustained.
family therapy; and SigC 1. VSH reports that as of February 2009, a new Provide outcomes for 1,

evening support group for families has been
initiated. The group is facilitated by NAMI and
meets the first Monday of every month at VSH.
Family members of patients are referred and
community members are invited to attend.
Consistent attendance has been slow to start, but
both unit staff and Social Workers are actively
involved in soliciting family member to attend.

2. VSH reports that patients are provided the
opportunity of having family members / significant
others participate in their treatment planning.
Outcome of actual frequency of participation?
What about guardians?

3. VSH reports the Interdisciplinary Family
Intervention Form (IFIF) is completed by social
workers when a patient’s treatment team identifies
in weekly rounds or in treatment plan meetings the
need for family/support system involvement. The
form provides for referrals to family-focused
services from social work, psychology and TRS.
The Social Workers send a copy of the form to the
discipline whose service the patient is being referred
to for specific family-focused interventions. The
form was put into regular use in February 2009.

2 and 3 at next
Assessment visit.
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See Attachment VII.

individual therapy. SubC(2)

By 30 months from the Effective Date hereof, SigC Regression as described above. See above.

VSH shall provide adequate clinical oversight to “Indirect learning” is an admirable goal, but what

therapy groups to ensure that individuals are about the significant percentage of patients who

assigned to groups that are appropriate to their have yet to engage in direct learning?

individual needs, that groups are provided

consistently and with appropriate frequency, and

that issues particularly relevant for this

population, including the use of psychotropic

medications and substance abuse, are

appropriately addressed consistent with generally

accepted professional standards of care.

By 30 months from the Effective Date hereof,

VSH shall provide adequate active psychosocial

rehabilitation, consistent with generally accepted

professional standards of care, that:

is based on individualized assessment of patients' SigC I agree with VSH’s formulation that “The referral- Unit/Team and TRC

needs and is directed toward increasing patient only group process provides a n?ce method for staff interacting more

ability to eneace in more independent life ensuring that patients are attending groups that meet (TRS staff at Treatment

fi ty ) gag p their needs.” But VSH has largely abandoned this. | Teams) but still need to

netions; Cannot achieve this outcome without process of g?;:i‘gfril:gg;ﬁ:ﬂ :(())le
referral to each group based on need. .

specific groups for
specific objectives.

addresses those needs in a manner building on the SubC Movement of focus on patient’s preferences Current process not

individual's strengths, preferences, and interests; excellent, but sacrificing attention to needs. consigtent with Mall
Practice at State
Hospitals. Consult
other State Hospitals.

focuses on the individual's vulnerabilities to SigC Some improvement in SA and recidivism; both need | Need more attention to

mental illness, substance abuse, and readmission

individual’s
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due to relapse, where appropriate;

considerably more attention.

vulnerabilities. This
should be in the
formulations and
carried through to
STG’s and
interventions

Add prompt in Nursing
Assessment for
substance use history.

is provided in a manner consistent with each
individual's cognitive strengths and limitations;

SigC

See medical records of MR patients currently
inpatients for evidence of less than adequate
attention to this requirement.

Integrate psychology
testing results into
CITP.

Treatment should
specify learning
difficulties on CITP.

Track patients with MR
diagnosis.

TRS schedule needs to
reflect addressing DD
needs.

is provided in a manner that is clinically
appropriate as determined by the treatment team;

SigC

Improved communication between Treatment and
TRS staff. Presence of TRS staff at Team Meetings
is facilitating this.

Demonstrate how
second shift works on
skills development per
each patient’s CTP.

routinely takes place as scheduled, for those
interventions that are scheduled;

On Treatment
Mall, SubC(2)

On Units,
SigC

Heard it reported several times during visit that
group did not take place on unit due to staffing.

For next visit, provide
an audit for two
consecutive weeks of:
each on-ward group
scheduled, each on-
ward group held, who
was scheduled to lead
the group, who actually
led the group, the
number of patients
assigned to the group
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who were in attendance,
number of patients not
assigned who came
anyway, actual time
group started, actual
time group ended.

includes, in the evenings and weekends,
additional activities that enhance the individual's
quality of life;

SubC(2)

The TRS department offers groups each evening
Monday through Thursday, and for four hours on
Sunday. These groups use volunteers to serve as
content experts. Groups include Animal-assisted
therapy which Alcoholics Anonymous, Wellness
and Recovery, and a Thursday night group that
rotates between open mic night, an advanced
cooking group, and games night.

Expand so all patients
can participate.

prescribes a role for the staff on the living units;
and

PC

1. VSH reports the Nursing Department provides
the Violence Prevention Community Meetings
twice a week for all patients. This is a Nursing-led
initiative, with supervision of content, process, and
documentation provided by TRS Senior Counselor
and the DON.

2. VSH reports Nursing is involved providing
group activities in the mall, and are heavily
involved in the B2 on-unit pilot. They are present
for 10 hours of this on-unit programming each
week, unless staffing issues dictate otherwise.

3. During the summer of 2009, unit staff that
provide groups will be trained in how to do group
notes related to treatment plan goals, how to
develop curriculum, and will receive ongoing
supervision about group process and content. This
will help to include Nursing in more group
activities, and expand the active treatment available
to patients on nights and weekends.

4. VSH reports the psychology service elicits
regular feedback about patient behavior from psych
techs (and other unit staff) for all patients who have
behavioral support plans. Psychologists also

1. Violence Prevention
Community Meeting I
attended was far from
what VSH would want
to occur at such
sessions. Ensure no
nursing staff is assigned
to lead these meetings
without adequate
training to do so.
Document the training.

2. Document specific
nursing led groups on
B2 pilot and on B1 if
pilot has expanded to
B1 by time of next
visit.

3. Provide
documentation of
nursing led groups
occurring on nights and
weekends a) by
schedule and b) by
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provide direct coaching to staff regarding how to
respond to particular patient behaviors.

actual occurrence.

4. Provide examples of
psychology progress
notes documenting
efforts described.
Provide examples of
psych tech progress
notes in which psych
techs describe what
they have observed.

5. VSH is silent on
efforts being made on
2" shift which was the
specific
recommendation.
Provide documentation
of 2nd shift training and
examples of specific

involvement.

is documented in the individual's treatment plan. SigC Little progress in being tied to STG’s. Considerable focus
needed here.

By 30 months from the Effective Date hereof,

VSH shall ensure that:

. . . SigC . .
behavioral interventions are based on positive Same as in VIL.B.1.a Same as in VILB.1.a
reinforcements rather than the use of aversive
contingencies, to the extent possible;

. . e SigC . .
programs are consistent for each patient within all £ Same as in VILB.1.a Same as in VILB.1.a
settings at VSH;

SigC

triggers for considering instituting individualized
behavior treatment support plans are specified
and utilized, and that these triggers include

Same as in VII.B.1.a

Same as in VII.B.1.a
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excessive use of seclusion, restraint, and
emergency involuntary medication;

psychotherapy, whenever prescribed, is goal
directed, individualized, and informed by a
knowledge of the individual's psychiatric,
medical, and psychosocial history and previous
response to psychotherapy;

SubC(2)

psychosocial, rehabilitative, and behavioral
interventions are monitored and revised as
appropriate in light of significant developments,
and the individual's progress, or the lack thereof;

SigC

This process is severely hampered by fact that many
STG’s are not measurable. Group notes do not
address STG’s, and 2™ shift is not in the loop.

Demonstrate

- Substantial
improvement in
quality of STG’s,
i.e., observable and
measurable STG’s.

- Substantial
improvement in a)
each group
assignment being
able to actually
address assigned
STG and b) group
progress note address
STG.

- Involvement of 2™
shift in psychosocial,
rehabilitative and
behavioral
interventions through
a) training and b)
progress notes.

clinically relevant information remains readily
accessible; and

SigC

Group notes getting done, but do not address STG.

Psychiatrists are not writing progress note at time
med changes made.

Demonstrate specificity
of group notes to
STG’s.

Provide audit results of
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Nursing improved.

psychiatrists’ progress
notes done same day as
medication changes.

all staff who have a role in implementing
individual behavioral programs have received
competency based training on implementing the
specific behavioral programs for which they are
responsible, and quality assurance measures are
in place for monitoring behavioral treatment
interventions.

SigC

Same as in VII.B.1.a

Same as in VII.B.1.a

Pharmacy Services

By 30 months from the Effective Date hereof,
VSH shall provide adequate and appropriate
pharmacy services consistent with generally
accepted professional standards of care. By 30
months from the Effective Date hereof, VSH
shall develop and implement policies and/or
protocols that require:

pharmacists to complete reviews of each
individual’s medication regimen regularly, on at
least a monthly basis, and, as appropriate, make
recommendations to treatment teams about
possible drug to drug interactions, side effects,
medication changes, and needs for laboratory
work and testing; and

SigC

During this review period, the Pharmacy
Department has implemented mechanisms to review
all physician orders and to provide
recommendations (pharmacy interventions) to the
prescribing physician regarding pharmacy concerns.
The pharmacy reportedly has a software system that
includes various alerts related to medication uses.
The total number of pharmacy recommendations
(October 1, 2008 to march 31, 2009) was 163. The
recommendations addressed drug-drug interactions,
polypharmacy, dosage exceeding maximum limit,
suspected adverse drug reactions, illegible orders,
cross sensitivity and other concerns. The pharmacy
department documents interactions with the medical

Provide a classification
of all pharmacy
interventions by type
and comparative data
with the previous
review period.
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staff regarding these concerns in the pharmacy

interventions program within the pharmacy system.

2. physicians to consider pharmacists' PC VSH has yet to provide datg regardipg physicians’ Provide data regarding
recommendations, clearly document their responses tg the pharmacy 1nteryept10ns ar.ld. follow | the numbe.r and typ.e of
responses and actions taken and, for any up in situations When the prescrl‘pmg physician hgs pharmacy interventions

. > . not followed the interventions without documenting | that were not followed
recommendations not followed, provide an the rationale. by the prescribing
adequate clinical justification. physician (without

documented rationale)
and follow-up by the
facility in response to
these situations.

VIIl. | DOCUMENTATION SubC Improvements noted through Conduct Qualitative

By 30 months from the Effective Date hereof,
VSH shall ensure that an individual's records
accurately reflect the individual's progress as to
all treatment identified in the individual's
treatment plan, consistent with generally accepted
professional standards of care.

Training related to documentation has been
provided to all disciplines specifically related
to the Treatment Planning Process.

Audits of all CON documents (100%) in
December-February completed. Each CON
reviewed for completion of every element on
form, qualitative review of the rationale and
any other narrative on the form and feedback
to each clinician (both positive and
constructive feedback) and to the relevant
clinical leader.

Monthly audits of MD documentation of Initial

Assessment and Weekly Comprehensive
Progress Notes

Audit of Use of PRNs/Documentation

Modifications to the CTP by way of prompts
for use of emergency involuntary
procedures/medications; use of PRN
psychotropic medications; involvement in an
adverse event; and consistently taking
prescribed medications.

Review of

- CPPN notes
Psychiatry progress
notes between CPPN
notes

Group notes

- 2™ shift nursing notes

all for indicators
specified earlier in this
report.
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By 30 months from the Effective Date hereof,
VSH shall develop and implement policies and/or
protocols setting forth clear standards regarding
the content and timeliness of progress notes,
transfer notes, and discharge notes, including, but
not limited to, an expectation that such records
include meaningful, accurate assessments of the
individual's progress relating to treatment plans
and treatment goals.

SusC

IX.

RESTRAINTS, SECLUSION AND
EMERGENCY INVOLUNTARY
PSYCHOTROPIC MEDICATIONS

By 24 months from the Effective Date hereof,
VSH shall ensure that restraints, seclusion, and
emergency involuntary psychotropic medications
are used consistent with generally accepted
professional standards of care.

By 18 months from the Effective Date hereof,
VSH shall revise, as appropriate, and implement
policies and/or protocols regarding the use of
seclusion, restraints, and emergency involuntary
psychotropic medications consistent with
generally accepted professional standards of care.
In particular, the policies and/or protocols shall
expressly prohibit the use of mechanical restraints
in a prone position and shall list the types of
restraints that are acceptable for use.

SigC

1. VSH has provided data regarding competency-
based training of new employees in the use of EIP
during this review period (effective February 01,
2009, the facility began a transition from NAPPI
training to Pro-Act training). The following table
outlines the number of employees completing the
training per month and the percentages of staff
successfully completing the training:

New employee training:

Month # employees Percentage
completing
training

September 8 100%

1. Provide data to show
that all staff who
monitor patients during
the use of restrictive
interventions has
received initial and
ongoing competency-
based training
pertaining to these
interventions.

2. Provide specific
outline of any process
changes regarding the
use of EIP during the
review period.

57




Sixth Compliance Report

October No orientation NA
November 3 100%
December 3 100%
January 4 100%
February Two groups:
#1:7 Group # 1
. 0,
46 (NAPPI): 100%
Group #2:
completed
training 3/25/09:
data pending
March 1 completed
training 3/25/09:
data pending

The facility’s data regarding competency-based
training of all employees (excluding new
employees) were based on calendar year 2008.
During that year, 100% of employees who were
required to attend the training (#168) did attend and
successfully complete the training.

2. During this review period, VSH has implemented
further revisions in the Certificates of Need (CON)
regarding the use of EIP. The newly revised format
provides the following:

a) Documentation of the rationale for the
physician’s prescription of emergency involuntary
medications as the only interventions vs. the use
of these medications in conjunction with seclusion
and/or restraints

b) Prompts in the “notification” section of the

3. Implement corrective
actions to ensure
documentation in the
treatment plan (case
formulation and current
psychosocial
functioning sections) of
an interdisciplinary
review of the use of
seclusion and/or
restraints and
modification of the
treatment plan, as
needed, to reduce the
risk.

4. Implement
corrective actions to
ensure that the
physician progress
include adequate
analysis of factors
contributing to the EIP
use and strategies to
reduce the risk.

5. Identify problematic
trends/patterns
regarding the use of
EIP and provide
corrective actions, as
needed.

6. Continue current
efforts to reduce the use
of Emergency
Involuntary Procedures,
as clinically
appropriate.
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CONs, completed by nursing staff, regarding the
notification of family/significant other person
when the patient has experienced the use of EIP

3. During this review period, an interdisciplinary
group revised the format for the treatment plan
reviews. The revised template provides appropriate
prompts to ensure attention to the documentation of
significant events, including events that required the
use of restrictive interventions and the rationale for
the decisions not to make changes in the plans in
response to these events.

4. VSH reported that corrective actions were
implemented during this review period, which
resulted in improvements in the documentation of
the EIP use, including precipitating and other
contributing factors as well as measures to decrease
the risk in the future.

5. This monitor reviewed the facility’s data
regarding the use of EIP in the following categories:

a. Episodes of restraints (4 point/5 point) and
episodes per 1000 patient hours

b. Episodes of seclusion and episodes per 1000
patient hours

c. Episodes of Emergency Involuntary
Medications

d. Hours of restraint per 1000 patient hours

e. Hours of seclusion per 1000 patient hours
e. Mean time (hours) per episode of restraint
f. Mean time (hours) per episodes of seclusion

In general, the facility maintained rates of seclusions
per 1000 patient hours and restraints per 1000
patient hours at or below the national average during
the period of September to November 2008.
However, an upward trend was noted during the
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period of December 2008 to March 2009, primarily
due to spikes in January and in March 2009. In
response to request by this monitor, the facility
presented an analysis of this problematic trend. The
analysis showed that four patients were primarily
responsible for the increase in EIP use in January
2009 and that five patients (including one from the
previous group) were primarily responsible for the
increased use in March 2009. The facility’s analysis
did not address factors contributing to this increase
other than a list of diagnoses of borderline and
antisocial personality disorders. A variety of
clinical interventions were implemented for these
patients. However, the facility’s report was
incomplete regarding the validity and clinical
outcomes of these interventions.

6. During this review period, the facility
implemented a variety of corrective actions to
minimize the use of EIP. The following is an
outline:

a. Transition from NAPPI training to Professional
Assault Crisis Training (PRO-ACT)

b. Violence Prevention Community Meetings

c¢. The Seclusion/ Restraints Reduction
Interventions (SRRI) Advisory Council

d. Reduction of Violence Administrative Meetings

These performance improvement projects are
described further in Sections XI and XII: Quality
and Quality Management.

During this review period, VSH discontinued its
Emergency Involuntary Procedures Reduction
Program (EIPRP).in favor of activities facilitated by
the new role of SAMHSA Coordinator. In addition
to his role as Chair of the SSRI Advisory Council,
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person who has successfully completed
competency based training on the monitoring of
seclusion and restraints.

By 18 months from the Effective Date hereof, SigC Same as in IX.A. Same as in IX.A
VSH shall ensure the accuracy of data regarding
the use of restraints, seclusion, or emergency
involuntary psychotropic medications.
By 24 months from the Effective Date hereof, SigC Same as in IX.A and B.1 above and XI A below. Same as in IX.A and
VSH shall revise, as appropriate, and implement B.land XI A
policies and/or protocols to require the review
within three business days of individuals'
treatment plans for any individuals placed in
seclusion or restraints more than three times in
any four week period, and modification of
treatment plans, as appropriate.
By 24 months from the Effective Date hereof, SigC Same as in IX.A above. Same as in IX.A
VSH shall develop and implement policies and/or
protocols consistent with generally accepted
professional standards of care governing the use
of emergency involuntary psychotropic
medication for psychiatric purposes, requiring
that:
such medications are used on a time limited, short SigC Improvement in integrating psychopharm treatment | Methods for improving
term basis and not as a substitute for adequate with other moda}i?ies. Increased use of other documeptation and
. treatment modalities. monitoring
treatment of the underlying cause of the ‘ documentation of
individual's distress; Efforts still hampered by less than adequate medication and other
documentation around use of meds — see earlier in . . .
report. interventions discussed
previously.
SubC(1)

a physician assess the patient within one hour of

There was evidence that face-to-face assessment by

Continue current
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abuse or neglect shall sign a statement that shall
be kept with their personnel records evidencing
their recognition of their reporting obligations.
VSH shall not tolerate any mandatory reporter's
failure to report abuse or neglect. Furthermore,
before permitting a staff person to work directly
with any individual, VSH shall investigate the
criminal history and other relevant background
factors of that staff person, whether full time or
part time, temporary or permanent, or a person
who volunteers on a regular basis. Facility staff
shall directly supervise volunteers for whom an
investigation has not been completed when they
are working directly with individuals living at the
facility. The facility shall ensure that nothing
from that investigation indicates that the staff
person or volunteer would pose a risk of harm to
individuals at VSH.

abuse/neglect/exploitation that were reported by
VSH during this review period.

¢) In the process of reviews of allegations of
abuse/neglect/exploitation, VSH identified a
system deficiency when a patient attempted to
elope from an ambulance when the ambulance
crew opened the ambulance door upon arrival to a
general hospital where the patient was being
transferred. The facility also identified a pattern
of patient-to-patient assaults (see Sections XI and
XII regarding incident and Quality Management).

d) The facility initiated appropriate corrective
actions to address findings of patient and system
trends/patterns. The facility altered its practice so
that staff accompanies patients during transport by
ambulance and initiated a variety of activities to
reduce violence on the units (see Sections XI and
XII regarding incident and Quality Management).

2. The facility has documented its rationale
regarding decisions to remove/reassign staff in all
situations of suspected abuse/neglect and/or
exploitation. The documentation was adequate.

3. The facility provided the following summary of
its data during this review period:

a) A total of 39 allegations of abuse, neglect
and/or exploitation were reported between
October 1 and March 2009 (compared to 29
reports during the previous period of March 1 to
August 31, 2008).

b) Vermont APS did not substantiate any of the
reported allegations.

¢) One staff member was involved in more than
one allegation (i.e. repeat perpetrator).

d) Three patients alleged physical injury and the
facility reportedly did not find evidence of these

exploitation

b. Systematic review
and analysis of all
cases of
substantiated
abuse/neglect/exploit
ation for “lessons
learned”

c. Identification of
patient and system
patterns and trends

d. Initiation and
monitoring of
corrective actions to
reduce future risk.

2. Continue
documentation of the
factors and
circumstances that
justify the facility’s
decision not to
remove/reassign staff in
all situations of
suspected abuse,
neglect and/or
exploitation.

3. Continue to provide
summary data that
outline: a) all
allegations of
abuse/neglect/exploitati
on of patients; b)
information regarding
substantiated
allegations; c) staff
members involved in
any allegation,
including any staff
involved in more than
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injuries.
e) Seven patients were identified in more than one
allegation (i.e. repeat victims).

f) Two staff members were temporarily removed
from duty pending outcome of the facility’s
investigation of possible misconduct and APS

findings regarding substantiation of the allegations

and one additional staff member resigned pending
an investigation by the Board of Nursing.

4. VSH has continued its practice of medical

emergency response drills and systematic reviews of

these drills. The drills involved various scenarios of
medical emergencies in a variety of locations
(Brooks I, Brooks II, Brooks Rehab., Treatment
Mall, Library and Staffing office Area).
Opportunities for performance improvement were
identified and corrective actions were completed in
the following areas:

a) Staff’s attention to presence of Medical Alert
bracelet

b) Utilization of the Treatment Mall’s portable
phone to facilitate communication

¢) Access to oxygen on the Treatment mall

d) Clarifications regarding proper location of the
Pulse Oxymeter

e) Need for a glucometer in the Treatment Mall’s
Emergency Pack

f) Designation of staff to bring emergency packs
to emergencies outside of the unit and treatment
Mall

h) Ensuring that the Emergency pack includes an
updated checklist of contents

Other findings:

During this review period, VSH revised its

one allegation; d) any
injuries to patients; d)
repeat perpetrators; e)
repeat victims; and f)
staff reassignment
during the course of the
investigation.

4. Continue systematic
review of all medical
emergency responses,
including drills and
corrective actions to
address problematic
trends/patterns.
Provide summary
outline of each actual
emergency response
and drill scenario and
corresponding
corrective actions
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Grievance and Appeal Policy (February 2009). The
purpose was to centralize and expand quality
management of the process and to shorten the
timeframes of processing, including the removal of
the Independent Review requirement.

XI.

INCIDENT MANAGEMENT

By 12 months from the Effective Date hereof,
VSH shall develop and implement, across all
settings, an integrated incident management
system that is consistent with generally accepted
professional standards of care.

A. By 12 months from the Effective Date hereof,
VSH shall review, revise, as appropriate, and
implement incident management policies,
procedures and practices that are consistent with
generally accepted professional standards of care.
Such policies and/or protocols, procedures, and
practices shall require:

SigC

1. During this review period, VSH has refined its
current system of incident management as follows:

a) The facility provided operational clarifications
to specify the process and purpose of the levels of
response when thresholds of risk management
thresholds are met.

b) The facility developed a tool for the medical
staff to facilitate the tracking of events during the
previous 24 hours during the daily unit meetings.
The tracking categories include changes in sleep,
use of restrictive interventions, use of involuntary
medications, PRN medications, medication
refusals, injuries sustained/inflicted, lack of
attendance in groups Orientation was provided to
the medical staff during the regular medical staff
meetings regarding this process.

However, The current system of Risk Management
Triggers/Thresholds does not address some
important categories including aggressive behavior
with minor or no injury, any injury sustained during
close observation of patients, destruction of
property, elopement or fire setting. Furthermore,
the system has omitted the previous important
categories of self-injurious behavior and injuries to

l.a. Revise the current
triggers and thresholds
include the following
categories:

a. Aggressive acts (to
include altercations
with minor or no
injury) and any
homicidal ideations
with intent/plan)

b. Self-injurious
behavior with minor
or serious injury

c. Any injury
sustained during close
observation

d. Injuries related to
EIP (staff or patient)

e. Destruction of
property
f. Elopement
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staff and/or patients during the use of EIP.

2.VSH has maintained the following notification
mechanisms:

1. The Medical Director, the Executive Director
and the Director of Nursing are notified (by
phone) of all events that are classified as
category F (resulting in temporary harm to
the patient) or higher.

2. The Nurse Manager of the area that relates to
the event has immediate access to the reports
entered in the electronic notification system
with paper copies as back up.

3. The attending physicians and psychology
department are notified of all thresholds
regarding EIP use.

The facility has also maintained the capacity of
electronic reporting of the following categories:

e Patient injuries
e  Staff injuries

e Patient-to-patient altercations without
injuries
Tracking of other categories (e.g. repeat perpetrators
and repeat victims) is performed manually.

VSH has yet to develop and implement a formalized
system of notifying the interdisciplinary team that
triggers and thresholds have been reached and that
certain levels of response are required. This system
should also include feedback from the teams
regarding the levels of response completed.

3. VSH has provided an adequate outline of data
regarding patient in injuries, staff injuries, patient-
to-patient altercations without injuries, repeat
perpetrators and repeat victims during this review
period.

g. Fire setting

1.b. Ensure that the
current tool utilized by
the medical staff to
track events during the
previous 24 hours
include important
additional categories
e.g., refusal of
food/fluid intake and
use of Stat medications.

1.c. Provide outline of
the process and purpose
of different levels of
interventions
corresponding to the all
triggers and thresholds
of risk management.

2. Formalize and
implement a
notification mechanism
to ensure that the
interdisciplinary team is
notified in a timely
manner of all events,
including
triggers/thresholds
involving patients.

3. Continue to provide
an outline of data
regarding patient in
injuries, staff injuries,
patient-to-patient
altercations without
injuries, repeat
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4. During this review period, VSH has conducted
adequate review and analysis of its incident
management data trends in the following categories.

a) Patient injuries
b) Employee injuries

c) Patient-to-patient assaults with and without
injuries injury
The review addressed severity of the event, patterns

and trends, treatment team response and systemic
corrective actions, as indicated:

5. Based on the above-mentioned reviews, VSH has
initiated performance improvement activities to
address problematic trends and/or patterns. The
following is a summary of these activities:

a) Transition from NAPPI training to Professional
Assault Crisis Training (Pro-Act). In response to
the previously reported finding regarding the
increase in staff injuries and staff concerns about
the effectiveness of NAPPI training, VSH has
initiated a transition from NAPPI training to Pro-
Act in February 2009. The facility reported that
the new model was chosen due to its emphasis of
the skills required to de-escalate the behavior,
including cognitive behavioral approaches
employed by staff in the interactions with patients
prior to the use of EIP. Data presented by the
facility showed that trainers have been trained and
direct care staff is being trained each week.
Completion of all training is anticipated by
September 2009

b) Violence Prevention Community Meetings:
The Nursing Department implemented these
meetings in response to data analysis showing that
patient aggression was a major contributing factor
in the use of EIP and the occurrence of staff
injuries. The regularly scheduled meetings

perpetrators and repeat
victims.

4. Continue to identify
and analyze
problematic trends and
patterns, including an
assessment of
contributing factors and
provide evidence of
corrective actions based
on performance
improvement
methodology.

5. Continue to provide a
summary of all
performance
improvement projects
during the review
period, including a
statement of the
problem and how it was
identified, purpose of
the project,
methodology, including
team membership,
outcome and follow up.

6. Continue to provide
data regarding average
turnaround time to
ensure that corrective
actions regarding
patient elopements do
not result in undue
restriction of the rights
of some patients for
treatment in the least
restrictive setting.
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address behaviors that precipitate violence, and
adaptive ways to cope with anger, frustration and
fear during hospitalization. Performance
improvement actions included evaluation of pilot
project with process modifications to address
lessons learned and expansion of the meetings to
all units (completed in March 2009) and to the
evening shifts (anticipated by the end of May
2009).

¢) SAMHSA Advisory Council Meetings: The
SAMHSA Coordinator has initiated this council,
including members representing Vermont
Psychiatric Survivors, Vermont Protection and
Advocacy, the Medical Director of Vermont’s
Department of mental health and VSH clinical,
administrative and quality management personnel.
The council is chaired by the Coordinator and
functions as key advisor to the facility on all
activities related to the use of EIP, including
methods to reduce violence and the use of these
procedures. During the last review period, the
council has recommended the use of sensory
modulation rooms and adoption of SAMHSA six
core strategy fair for staff. The facility has
initiated plans to implement the sensory
modulation intervention and has implemented the
strategy fair (see below).

d) Prevention of violence administrative meetings:
These meetings were initiated as a formalized
administrative review by the Executive Director,
other members of the facility’s leadership
meeting, members of the Quality Management
Department and SAMHSA Grant Coordinator.
The stated purpose was to achieve the following:

i. Analyze precipitants, consequences and
responses to trended data regarding episodes of
violence and EIPs

ii. Evaluate adequacy of teams’ and other
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systemic interventions in response to patient-
specific data regarding use of EIPs

iii. Initiate other systemic interventions, as
needed

As aresult of these meetings, VSH developed plans
to implement the advisory council’s
recommendation regarding the use of Sensory
Modulation Interventions. Planned process steps
include a work group comprised of SRRI Advisory
Council members and VSH clinicians and
administrative and quality management leaders to
plan and implement interventions on all units and
on-site consultation with a SAMHSA expert in the
area of sensory modulation. In addition, the facility
began implementation of mechanisms to facilitate
the six core strategies of SAMHSA. In this venue,
61 VSH staff and leadership members received
orientation training provided by SAMHSA to the six
strategies and a hospital-wide strategy fair was
completed in January 2009 (patients were reportedly
included in preparation for this fair).

e) Post-staff injury/assault interviews by
SAMHMSA Coordinator: This process was
initiated to review staff’s knowledge of the
patient, antecedent events, and the staff’s response
to the assault, including subsequent management
of the perpetrator. The purpose was to identify
opportunities for improvements in
communications, attitudes and skill sets required
to intervene more effectively with patients, as
indicated. This process was temporarily
suspended pending completion of Pro-ACT
training.

6. The facility provided data regarding the
requirement of approval by the executive director of
increased level of privilege. This requirement was
initiated by VSH as a corrective action to address
incidents of patient elopement. The data showed
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procedures for referring incidents, as appropriate,
to law enforcement; and

SubC(1)

Same as above.

mechanisms to ensure that any staff person,
individual, family member, or visitor who, in
good faith, reports an allegation of abuse or
neglect is not subject to retaliatory action by VSH
and/or the State, including but not limited to
reprimands, discipline, harassment, threats, or
censure, except for appropriate counseling,
reprimands, or discipline because of an
employee's failure to report an incident in an
appropriate or timely manner.

SubC(1)

Same as Section X (Protection From Harm).

By 12 months from the Effective Date hereof,
VSH shall review, revise, as appropriate, and
implement policies and/or protocols to ensure the
timely and thorough reporting of incidents to the
Division of Licensing and Protection pursuant to
33 V.S.A. § 6901, et seq.

SubC(1)

Same as Section X (Protection From Harm).

By 12 months from the Effective Date hereof,
whenever remedial or programmatic action is
necessary to correct a reported incident or prevent
re-occurrence, VSH shall implement such action
promptly and thoroughly and track and document
such actions and the corresponding outcomes.

SigC

Same as A above.

By 12 months from the Effective Date hereof,
records of the results of every investigation of
abuse, neglect, and serious injury shall be
maintained in a manner that permits investigators
and other appropriate personnel to easily access

SubC(1)

Same as Section X (Protection From Harm).
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every investigation involving a particular staff
member or individual.

E. By 12 months from the Effective Date hereof, SigC Same as A above.
VSH shall have a system to allow the tracking
and trending of incidents and results of actions
taken. Trends shall be tracked by at least the
following categories:
1. type of incident;
2. staff involved and staff present;
3. individuals involved and witnesses identified;
4. location of incident;
5. date and time of incident;
6. cause(s) of incident; and
7. actions taken.
XIl. | QUALITY IMPROVEMENT SigC Same as Section XI (Incident Management).

By 30 months from the Effective Date hereof,
VSH shall develop, revise, as appropriate, and
implement quality improvement mechanisms that
provide for effective monitoring, reporting, and
corrective action, where indicated, to include
substantial compliance with this Agreement. The
quality improvement methodologies shall be
otherwise consistent with generally accepted
professional quality improvement standards and
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shall;

track data, with sufficient particularity for
actionable indicators and targets identified in the
Agreement, to identify trends and outcomes being
achieved;

analyze data regularly and, whenever appropriate,
require the development and implementation of
corrective action plans to address problems
identified through the quality improvement
process. Such plans shall identify:

the action steps recommended to remedy and/or
prevent the reoccurrence of problems;

the anticipated outcome of each step; and

the person(s) responsible and the time frame
anticipated for each action step;

provide that corrective action plans are
implemented and achieve the outcomes identified
in the Agreement by:

disseminating corrective action plans to all
persons responsible for their implementation;

monitoring and documenting the outcomes
achieved; and

modifying corrective action plans as necessary;
and
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Safety improvements observed:
- Lockers moved to sallyport off unit on
Brooks Rehab
- Boxed utility sink, added edge
- Boxed or exposed power casing
- Gutters in railings on ramp
- Removed chain-link door at top of ramp
- Tamper-proof screws on pictures on walls
- Bathroom (B1)
changed faucets
wall and counter to prevent side looping
- Dining Room (B1)
Remove plant holder
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