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A0395 RN SUPERVISION OF NURSING CARE
CFR(9): 482.23(b)(3)

A registered nurse must supervise and evaluate the nursing care for each patient.

This STANDARD is not met as evidenced by:

Based on observation, staff interview, and medical record review, the facility failed to
provide consistent monitoring for 3 of 3 patients (#5, #6, #10) in the Behaviorial
Health Services (BHS) unit who were assessed as needing close observation. In
addition, the facility failed to ensure a safe environment for patient #5 who was at risk
for self injury. The findings were: Interview on 10/31/11 at 4 PM with RN #1, who
was the nurse on duty in the BHS unit revealed patients #5, #6, and #10 required close
monitoring. The RN stated staff were to observe the patients every fifteen minutes and
document the observations on aform called the "Behavioral Health Daily Graphics
Sheet" (BHDGS). The following concerns were identified: 1. Observation in the BHS
unit on 10/31/11 from 3:35 PM to 4:50 PM revealed the bathroom flush valves and
plumbing hardware on the sinksin al of the patients& #x27; rooms could potentially
be used in a harmful manner by patients who were assessed as high suicidal risks.
Interview with the director of the unit on 11/1/11 at 3:15 PM revealed he had
identified this as one of the areas that made the unit environmentally unsafe for
patients at risk for self injury. He stated replacement hardware was ordered and
measures to ensure safety had been implemented until the existing parts could be
replaced. He further stated the safety measures included surveillance and close
monitoring of the patients. Review of the 10/29/11 multidisciplinary treatment plan
for patient #5 showed the "reason for admission” was "danger to self.” Review of the
care plan showed interventions included monitoring to evaluate, maintain and assess
safety issues. However, review of the 10/31/11 BHDGS for the patient showed
documentation from 1:30 PM to 3 PM (one and a half hours) was lacking. 2. Review
of the 10/31/11 BHDGS for patient #6 showed staff determined the patient needed to



be monitored every fifteen minutes due to "Clinical Institute Withdrawal Assessment”
(CIWA) precautions. Further review showed documentation was lacking from 1:00
PM to 2:45 PM (one hour and forty-five minutes). 3. Review of the 10/31/11BHDGS
for patient #10 showed staff determined the patient needed to be monitored every
fifteen minutes due to CIWA precautions. Further review showed the lack of
documentation from 11:45 AM to 3 PM (three hours and fifteen minutes). 4.
Interview with the director on 11/1/11 at 3:30 PM revealed the facility had not
developed a policy and procedure regarding when to initiate the BHDGS protocol and
how to complete it, but the expectation was that the patient was to be observed every
fifteen minutes and the observation should be documented. He further stated
incomplete documentation on the BHDGS for patients #5, #6 and #10 was not an
acceptable practice.



