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A0115 PATIENT RIGHTS
CFR(s): 482.13

A hospital must protect and promote each patient&#x27;s rights. 

This CONDITION is not met as evidenced by:
Based on observation, review of medical records, and staff interviews, the facility 
failed to safeguard and uphold the rights of each patient in the facility. A. In 10 of 10 
patients (patient #2, 14, 18, 19, 20, 21, 22, 23, 24, and #25) on suicide precautions, 
patients were being placed in bedrooms and on a psychiatric unit that had multiple 
observable ligature risks. B. In 10 of 10 patients (patient #2, 14, 18, 19, 20, 21, 22, 23, 
24, and#25), patients were being assessed for suicide risk with two different suicide 
risk assessment tools during the admission process in the Intake Department. This 
resulted in contradictory suicide risk assessment findings. C. In 1 (patient #24) of 10 
patients being assessed as a "high" risk for suicide on the SADPERSONS assessment 
tool, patient #24 was not placed on a 1:1 as is delineated in the facility&#x27;s 
policies. D. In 1 (patient #26) of 20 patients, patient was in bed with the bedroom door 
closed during a scheduled group time contrary to the hospital policy on observation. 
E. In 20 of 20 patients (patients #2, 14, 18, 19, 20, 21, 22, 23, 24, 25, 26, 27, 28, 29, 
30, 31, 32, 33, 34, and #35), patients were placed in bedrooms and on a psychiatric 
unit with numerous screws that were not tamper resistant. Ten of these patients 
(patient #2, 14, 18, 19, 20, 21, 22, 23, 24, and #25) were on suicide precautions. Cross 
reference: A0144
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