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A 000 INITIAL COMMENTS

MEDICARE COMPLAINT INVESTIGATION

The Washington State Department of Health
(DON) in accordance with the Medicare
Conditions of Participation for Hospitals at 42
CFR 482, conducted this health and safety
investigation.

Onsife date: 02/04/20 & 02/18/20
Case number; 2020-1045
Intakfe number 96934

The investigation was conducted by:
Surveyor #27347

There was a violation found pertinent to this
complaint.

A 000

A 145 PATIENT RIGHTS: FREE FROM
ABUSE/HARASSMENT
CFR(s):482.13(c)(3)

The patient has the right to be free from all forms
of abuse or harassment.

This STANDARD is not met as evidenced by:

Based on interview and document review, the
hospital failed to implement its policy to provide
care to prevent the sexual victimization between
two patients that were engaging in sexually
inappropriate behavior on the patient care unit for

A 145

1. A written PLAN OF CORRECTION is
required for each deficiency listed on the
Statement of Deficiencies.
2. EACH plan of correction statement
must include the following:
* The regulation number and/or the tag
number;
* HOW the deficiency will be corrected;
* WHO is responsible for making the
correction;
* WHAT will be done to prevent
reoccurrence and how you will monitor for
continued compfiance; and
* WHEN the correction will be compieted.
3. Your PLAN OF CORRECTION must be
returned within 10 calendar days from the
date you receive the Statement of
Deficiencies. PLAN OF CORRECTION
DUE; MARCH 5, 2020
4. Sign & Return the Statement of
Deficiencies & Plan of Correction via
emai! as directed in
the cover letter.

1. /^ll ^lu.«^;ft9 S-fcuF^ I'n^^ri/i^
Ov\ tkff' pohc-/ 1{Pvee.a.^yft^''

5ei-i^ \)}^w^^on °^
if\^&c^'<^ auj<t/-^/t^4 o-

S^^J t/ ^W;^tll
'Co^^f m ^^C/^^^^T^\'s^fy ^^f
jp^//^'^?. £oi^^a^fff^
/^T C^lu^l^ef !

• AlHF Ano(/S»^/l*c^^ /»,

3/^/^

LABORATORY DIREC IRPROVy >LIER REPRESENTATIVE'S SIGNATURE TITLE

CSb
(X61DATE

SHI Z02^>
Any deficiency statement ^Ing witj< an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing ft Is determined that
other safeguards pfovlde^uFHcier^rotectiors to the patients. (See inslnictlons.) Except for nursing homes, the findings staled above are dlsdosabla 90 days
following the date fS^wfvSy^efher or not a p!an of correclion Is provided. For nursing homfls, the above findings and pfans of correction are disciosablB 14
days following the date these documents are made avallabie lo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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A 145 Continued From page 1

2 of 5 patient records reviewed (Patient #1 &
Patient #2).

Failure to provide close supervision puts patients
at risk for continued victimization.

Findings included:

1. Review of the hospital policy titled.
"Precautions Sexual Victimization,"effective
05/19, showed that the nurse was to inform the
physician for patients engaging in sexually acting
out behavior (touching, kissing) on the patient
care unit. The physician would then order line of
sight as appropriate to prevent patients from
engaging in sexually inappropriate behavior on
the patient care unit. The nurse was then to notify
the trestment team of any interventions the
physician would have ordered for the patient.

Review of the hospital policy titled, "Patient
Rights," effective 04/19, showed that patients
were to receive care In a safe setting.

2. Patient #1 was admitted on 12/14/19 at 8:48
AM, on an involuntary hold for the treatment of a
mental health condition. Review of the medical
record showed:

a) On 12/14/19 at 8:48 AM, the patient's
physician ordered every 5 minute safety checks
for suicide ideafions on admission.

b) On 12/14/19 at 11:20 AM, Patient #1 was
found under a blanket in Patient #2's bedroom.
The patients were kissing and touching each
other and were fully clothed.
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A 145 Continued From page 2

At 1:45 PM on the same day, Patient #1 and
Patient #2 were observed holding hands. Patient
#1 invited Patient #2 into her bedroom. !t was
documented in the nursing notes that Patient #1
was put on line of sight (LOS) a,nd was told to
keep a 5 foot distance between her and Patient
#2. Review of the every 5 minute patient checks
showed the patient remained on every 5 minute
checks and was not on LOS. The physician was
not notified by the nurse of the concerns about
the patient's sexuatized behavior.

c) On 12/15/19 at 5:00 PM. Patient #1 and Patient
#2 were told on three separate occasions to stop
kissing and holding hands. Patient #1 and Patient
#2 were then seen walking to Patient #2's
bathroom and were told to immediately separate.
It was documented in the nursing notes that 1:1
was highly recommended for Patient #1. There
was no documentation in the medical record that
showed that the physician was notified of the
patient behavior or the nurse's recommendation
to place the patient on 1:1 observation status.

cf) On 12/16/19 at 5:40 AM. it was documented
that Patient #1 was found Kissing Patient #2.
Patient #1 continued on every 5 minute checks.
There was no documentation on the patient's
every 5 minute check sheet that she was on LOS
precautions.

e) The patient observation status was changed
from every 5 minutes checks on 12/17/19 at 8:00
AM when Patient #2 was transferred to another
patient care unit.

f) On 12/18/19 the patient expressed regret for
their previously sexuaiized behavior towards
Patient #2.
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3. Patient #2 was admitted on 12/11/19 at 2:49
AM, on an involuntary hold for treatment of a
mental health conditon. Review of the medical
record showed:

a) On 12/11/19 at 2:49 AM, the patient's
physician ordered every 5 minute safety checks
for suicidal and assault/homictda! ideations

b) On 12/14/19 at 11:20 AM, Patient#2 was
found under a blanket with Patient #1 in Patient
#2's bedroom. The patients were kissing and
touching each other and were fully clothed.

c) On 12/15/19 at 5:00 PM Patient #2 was found
to be touching and kissing Patient #1 on 3 ,
separate occasions. On the same ciay at 5:30
PM, staff observed Patient #1 and Patient #2
attempting to go into Patient #2's bathroom. Staff
redirected the patients. Patient #2 continued on
every 5 minute checks.

d) On 12/16/1 9 at 5:40 AM, Patient #2 was found
kissing Patient #1 again.

e) On 12/17/19, Patient #2 was moved to another
patient care unit when a bed became available on
another unit The patient continued on every 5
minute checks throughout their sexuatized
behavior with Patient #1. There was no
documentation that the physician was notified of
Patient #2'ssexualized behavior with Patient #1.

4. On 02/04/20 at 1:00 PM, the investigator
interviewed the Director of Intake/Bed Control
(Staffffl). Staff #1 stated that Patient #2 was
moved to another unit on 12/17/19 when a bed
became available on another unit.
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A 145 Continued From page 4

Staff #1 stated that anytime patients displayed
sexually inappropriate behaviors the nurse should
notify the physician so that the most appropriate
precautions for patient care could be
implemented. The nurse then needed to notify the
treatment team about any interventions the
physician may order.

5. On 02/04/20 at 4:00 PM, the investigator
inten/jewed the Chief Executive Officer (Staff #2).
Staff #2 verified the above information.

A 145
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STATE OF WASHINGTON

DEPARTMENT OF HEALTH
PO Box 47874 • Olympia, Washington 98504-7874

05/18/20

ToniN. Long, LMHC
Chief Executive Officer
South Sound Behavioral Health
605 Woodland Square Loop SE
Lacey, WA 98503

RE: 96934/2020-1045

Dear Ms. Long:

An investigator from the Washington State Department of Health conducted a complaint
investigation at South Sound Behavioral Health. Hospital staff members developed a
plan of correction to correct deficiencies cited following this investigation. This plan of
correction was approved on 03/06/20.

The 90-day Progress Report has been reviewed and accepted on 05/18/20.

The Department of Health accepts South Sound Behavioral Health attestation that it will
correct all deficiencies cited at Chapter 246-320 WAC. I sincerely appreciate your
cooperation and hard work during the investigation process. The investigation has been
submitted for closure.

Sincerely,

L .i\- -..; -~^.'.:.'.T T.^
\." -''•)•" ~ "•'

Deborah Barrette, RN
Deborah.barrette(5idoh.wa.gov
Department of Health
Health Systems Quality Assurance
PO Box 47874
Olympic WA 98504


