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A0043 GOVERNING BODY
CFR(s): 482.12

There must be an effective governing body that is legally responsible for the conduct 
of the hospital. If a hospital does not have an organized governing body, the persons 
legally responsible for the conduct of the hospital must carry out the functions 
specified in this part that pertain to the governing body ... 

This CONDITION is not met as evidenced by:
This condition level deficiency was cited based on observations, review of facility 
policies, Facility Scope of Care Behavioral Health Services (BHS) / Behavioral 
Medicine Unit (BMU), facility work order maintenance requests, security video 
footage, Root Cause Analysis (RCA), medical records, Risk Management 
Worksheets, Unit Profile reports, Safety Checklist documentation, Minutes Houston 
County Health Care Authority Quality Committee, interviews and Facility&#x27;s 
Corrective Action Plan submitted to the surveyors on 8/24/17, it was determined the 
governing body failed to ensure: 1. Psychiatric patients were provided care in a safe 
environment. 2. Mental Health Technicians (MHTs) performed patient safety rounds 
every 15 minutes. 3. The Registered Nurse (RN) conducted hourly rounds on patients 
and supervised the care provided by the MHTs to ensure patient observations were 
conducted every 15 minutes according to physician orders. 4. The BMU staff 
recognized the complexity of Patient Identifier (PI) #1&#x27;s previous suicide 
attempts, including the attempt to self violence in the facility&#x27;s Emergency 
Department (ED) and place the patient on 1:1 observation. 5. A treatment plan was 
implemented and updated for a suicidal patient to provide safe care and environment 
for PI # 1. 6. The BMU staff recognized PI # 2&#x27;s self-destructive behaviors 
while in the BMU and was placed on 1:1 observation. 7. PI # 2&#x27;s right to be 
free of restraint was not violated by placing the patient in a geri-chair (cardiac chair) 
for greater than 15 hours after being found trying to harm him/herself. 8. The BMU 
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staff conducted environmental safety rounding each shift and ensure physical 
surroundings were safely maintained to protect patients and prevent potential harm. 9. 
Patient occurrences were reported, investigated, analyzed and preventative measures 
were implemented to prevent further occurrences. 10. The sentinel event involving PI 
# 1, a patient who successfully committed suicide while a patient in the BMU was 
reviewed in monthly quality meetings of the governing body. 11. Governing Body 
Quality Committee meetings were conducted for the months of July 2017 and as of 
the date of this survey (8/24/17) August 2017. 12. The BMU (2 North and 3 North) 
was staffed according to their budgeted target hours, which increased the patient work 
load for licensed, unlicensed and clerical staff caring for those patients. This affected 
3 of 3 medical records (PI # 1, PI # 2, PI # 3) and 3 of 6 patients with adverse 
occurrences (PI # 4, PI # 6 and PI # 7). This also has the potential to negatively affect 
all patients admitted to this facility. Findings include: Refer to A0057, A115, A263, 
A309 and A385 for findings.


