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NOTE

The Court Monitor is responsible only for monitoring and providing an independent evaluation of Napa State
Hospital's compliance with the Enhancement Plan.

The Court Monitor is not in any way responsible for the services provided at Napa State Hospital or for outcomes
of these services for any individual resident at the facility during or following the tenure of the Enhancement Plan.
Neither the Court Monitor nor his experts are in any way responsible for the administration of the facility, the
day-to-day clinical management of the individuals served, clinical outcomes for any individual, staffing, outcomes
for staff providing services at the facility or any other aspect of the operations of Napa State Hospital. All
decisions regarding the facility, its clinical and administrative operations and the individuals it serves are made
independently from the Court Monitor.
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Acronyms used in Court Monitor reports:

AA Alcoholics Anonymous

ACT Administrative Clinical Team

AD Administrative Directive

ADCAP Audit-Driven Corrective Action Plan

ADR Adverse drug reaction

AIMS Abnormal Involuntary Movement Scale
A/N Abuse/Neglect

ASH Atascadero State Hospital

AST Addiction Severity Index

A-WRP Admission Wellness and Recovery Plan

BCC Behavioral Consultation Committee

BG Behavior Guidelines

BMI Body Mass Index

CA Clinical Administrator

CAC Cooperative Advisory Council

CAF Corrective Action Form

CASAS Comprehensive Adult Student Assessment Systems
CCA Clinical Chart Auditing

CDC Centers for Disease Control and Prevention
CDPH California Department of Public Health
CET Consistent Enduring Team

CEVU Continuing Education Units

CHF Congestive heart failure

CIS Clinical Information System

CIPRTA Comprehensive Integrated Physical Rehabilitation Therapy Assessment
CM Court Monitor

CON Clinical Oversight Nurse

COPD Chronic Obstructive Pulmonary Disease
coT Community Outpatient Treatment

COVR Classification of Violence Risk




C-PAS

Central Psychological Assessment Services

CPR Cardio-pulmonary resuscitation

CRG Council Representative Group

CRIPA Civil Rights of Institutionalized Persons Act
csSW Clinical Social Worker

cV Curriculum vitae (i.e. resumé)

DBT Dialectical behavioral therapy

DCAT Developmental and Cognitive Abilities Team
D-KES Delis-Kaplan Executive Function System
DMH Department of Mental Health

DOJ Department of Justice

DPH Department of Public Health

DPS Department of Police Services

DSM-IV-TR Diagnostic and Statistical Manual of Mental Disorders—Fourth Edition (Text Revision)
DTO Danger(oushess) to others

DTR Dietetic Technician, Registered

DTS Danger(oushess) to self

DUE Drug Utilization Evaluation

Dx Diagnosis

EAP Employee Assistance Program

EKG Electrocardiogram

EMS Emergency Medical Service

EP Enhancement Plan

EPPT Enhancement Plan Performance Improvement
EPS Extrapyramidal symptoms

ETRC Enhanced Trigger Review Committee

FRP Forensic Review Panel

FSP Family Services Program

FSSW Family Services Social Worker

FTE Full time employee, full time equivalent
GAF Global Assessment of Functioning [Score]
H&P History and Physical [Examination]




HAC Hospital Advisory Council

HAL Hospital-associated infection

HAR Hospital administrative resident

HIMD Health Information Management Department
HIV Human Immunodeficiency Virus

HSS Health Services Specialist

HTN Hypertension

TAPS Integration Assessment: Psychology Section
TA-RTS Integrated Assessment—Rehabilitation Therapy Section
IC Infection Control

TCA Intensive Case Analysis

TCF Intermediate Care Facility

IDN Inter-Disciplinary Note

TMRC Incident Management Review Committee
TNPOP Individualized Nursing Physical/Occupational Plan
TPA Integrated Assessment: Psychology section
TRC Incident Review Committee

IT Information Technology

LPS Lanterman-Petris-Short [Act] (re involuntary civil commitment)
LTBI Latent tuberculosis infection

LVN Licensed Vocational Nurse

MAPP My Activity and Participation Plan

MAR Medication Administration Record

MDO Mentally Disordered Offender

MIRC Mortality Interdisciplinary Review Committee
MMSE Mini Mental Status Examination

MNT Medical Nutrition Training

MOD Medical Officer of the Day

MOSES Monitoring of Side Effects Scale

MPPN Monthly Physician's Progress Note

MRMC Medical Risk Management Committee

MRS A Methicillin-resistant Staphylococcus aureus

vi



MSH Metropolitan State Hospital

MTR Medication and Treatment Record

MVR Medication Variance Report

NA Narcotics Anonymous

N/A Not applicable

NAC North Activity Center

NAMI National Alliance on Mental Illness
NCHPPD Nursing care hours per patient day
NCMT Nutrition Care Monitoring Tool

NCS Neuropsychological Consultation Service
NEC Nurse Executive Council

NGA New generation antipsychotic

NGRI Not guilty by reason of insanity

NOC Nocturnal shift

NOS Not otherwise specified

NP Nursing Policy; Nurse Practitioner

NPO Nulla per Os (nothing by mouth)

NRT Narrative Restructuring Therapy

NSH Napa State Hospital

NST Nutritional Status Type

OSI Office of Special Investigations

oT Occupational Therapy/Therapist

P&P Policy and Procedure/Policies and Procedures
P&T Pharmacy and Therapeutics [Committee]
PAC Psychopharmacology Advisory Committee
PBS Positive Behavior Support

PC Penal Code

PCP Primary Care Physician

PFA Psychology Focused Assessment

PHN Public health nurse

PIO Public Information Officer

PMAB Prevention and Management of Assaultive Behavior
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PMHNP

Psychiatric Mental Health Nurse Practitioner

PMOD Psychiatric Medical Officer of the Day

POS Physician Order System

POST Physical, Occupational, and Speech/Language Pathology

PPD Purified Protein Derivative (skin test for tuberculosis)

PPN Physician's Progress Note

PRA Patient Rights Advocate

PRC Program Review Committee

PRN Pro re nata (as needed)

PSH Patton State Hospital

PSR Psychosocial Rehabilitation

PSS Psychology Specialty Services

PSSC Psychology Specialty Services Committee

PT Physical Therapy/Therapist (in Sections D.4 and F.4)
Psychiatric Technician (in Sections D.3 and F.3)

R&R Rule(s) and Regulation(s)

RBANS Repeatable Battery for the Assessment of Neuropsychological Status

RD Registered Dietician

RIAT Rehabilitation Integrated Assessment Team

RMS Record Management System; Recovery Mall Services

RN Registered nurse

RNA Restorative Nursing Assistant

R/O Rule out

S&R Seclusion and Restraint

SA Substance abuse; suicide attempt

SAMHSA Substance Abuse and Mental Health Services Administration

SB-5 Stanford-Binet Intelligence Scales, Fifth Edition

SCD Standards Compliance Department

ST Suicidal ideation

SIB Self-injurious behavior

SLP Speech Language Pathology/Pathologist

SNF Skilled Nursing Facility
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SO Special Order
S/P Status post
S/R Seclusion/restraint
SRA Suicide Risk Assessment
SSI Supervising Special Investigator
B Tuberculosis
™ Tardive dyskinesia
TMET Therapeutic Milieu Enhancement Team
TSI Therapeutic Strategies and Interventions
TST Tuberculin skin test
URN Utilization Review Nurse
VRAT Vocational Rehabilitation Assessment Tool
WAIS-IIT Wechsler Adult Intelligence Scale, Third Edition
WaRMSS Wellness and Recovery Model Support System
WRAP Wellness and Recovery Action Plan
WRP Wellness and Recovery Plan
WRPC Wellness and Recovery Planning Conference
WRPT Wellness and Recovery Planning Team




Introduction

A. Background Information

The evaluation team, consisting of Court Monitor (Mohamed El-Sabaawi, MD) and four expert consultants (Vicki Lund, PhD, MSN,
ARNP; Ramasamy Manikam, PhD; Elizabeth Chura, MS, RN; and Monica Jackman, OTR/L) visited Napa State Hospital (NSH) from July
20 to 24, 2009 to evaluate the facility's progress regarding compliance with the Enhancement Plan (EP). The evaluators' objective was
to develop a detailed assessment of the status of the facility's compliance with all action steps of the EP.

The progress assessment is outlined in this compliance report, which follows the exact sequence of steps as written in the EP. The
report covers Sections C through J (Sections A and B contain definitions and principles that do not entail action steps requiring
assessment). For each section, a brief narrative summarizes the findings of the entire section in ferms of accomplishments and
deficiencies. This is followed by details of compliance assessment. The assessment is presented in terms of:

1. The methodology of evaluation, summarized in one cell at the beginning of each section or major subsection (C.1, C.2, D.1 through
D.7,E, F.1through F.9, 6, H, I and J);

2. Current findings focused on the requirements in each action step of the EP; this includes, as appropriate, the facility's internal
monitoring data and the evaluators' monitoring data;

3. Compliance status in terms of the EP; and

4. Recommendations.

To reiterate, the Court Monitor's task is to assess and report on State facilities' progress to date regarding compliance with
provisions of the Enhancement Plan (EP) that was negotiated between the State and the United States Department of Justice. In
fulfilling that responsibility, the Court Monitor makes recommendations for changes and enhancements to current practices that he
and his team believe can help the facilities achieve compliance in the future. 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 every action step in the EP.

The Court Monitor's recommendations are guided by current generally accepted professional standards of care, current literature and
relevant clinical experience. These recommendations are linked to the current stage of the facilities' implementation of the EP. At
early stages, many of the recommendations are more focused on process deficiencies. As the facilities make progress in their areas,
the recommendations will be directed to clinical outcomes to individuals as required by specific provisions of the EP.



The EP mandates the findings of compliance, but it does not mandate the means by which the facilities' caregivers and administrators
execute their responsibilities to individuals or the processes and tactics by which the facilities achieve compliance with the terms of
the EP. As noted earlier in this report and in every previous report, a facility is in fact free to use any mechanisms it wishes to
implement and achieve compliance with the terms of the EP. The California DMH, however, may impose certain statewide policies,
practices and procedures to effect improvements in its hospitals.

Methodology

The Court Monitor's evaluation team reviewed a variety of documents prior to, during and after the on-site evaluation. The documents
included, but were not limited to, charts of individuals, facility administrative directives, policies and procedures, the State's special
orders, and facility's internal monitoring and key indicator data. The charts of individuals were selected both randomly and on the
basis of adverse outcomes in specific areas. While on site, the evaluators also interviewed administrative, clinical staff and some
individuals and observed a variety of therapeutic, rehabilitative and other service delivery processes. The data provided by the
facility were verified on a random basis to assess accuracy and reliability.

The Court Monitor's compliance findings are a function of independent review and judgment, taking into consideration both
quantitative and qualitative factors related to the requirements of the particular EP cell.

The Monitor's quantitative data is typically collected through chart reviews while on site. Sources of qualitative information include:
a) chart reviews; b) staff interviews; c) observations of teams, programs and the environment of care; d) assessment of the stability
of the facility's current structure and functions in terms of potential for self-sustenance and e) assessment of trends and patterns of
change rather than single and/or temporary occurrences that are inconsistent with these patterns and trends.

The qualitative assessment may result in compliance findings that vary from a finding that might be expected if based on quantitative
data alone.

The Monitor may also evaluate his findings relative to data presented by the facility that results from its internal performance
process audits. Such audits serve as quantifiable mechanisms for facility self-assessment of progress on EP requirements. The
facility's data is often referenced or included in the body of the report, particularly when it illustrates concordance with the
monitor's findings, variance from the monitor's findings, or a pattern over time.

In the ratings of compliance, the Monitor uses a scale of non-compliance, partial compliance and substantial compliance. A rating of
non-compliance indicates lack of efforts and progress towards compliance. A rating of partial compliance falls short of the Court



Monitor's threshold of compliance, but indicates progress and efforts towards achieving compliance. A rating of substantial
compliance indicates that the facility has met the Monitor's threshold of acceptable progress in implementing specific requirements
of the EP.

Statistical Reporting

The following statistical abbreviations used in the report are defined as follows:

Abbreviation | Definition
N Total target population
n Sample of target population reviewed/monitored
%S Sample size; sample of target population reviewed/monitored (n)
divided by total target population (N) and multiplied by 100
%C Compliance rate (unless otherwise noted)

As needed, this monitor re-characterized the facility's data in this report, usually by naming the process or group that was
audited/monitored and providing a summary of the relevant monitoring indicators and corresponding compliance rates.

. Findings

This section addresses the following specific areas and processes, some of which are not covered in the body of the compliance
report.

1. Key Indicator Data

As stated in previous reports, the key indicator data are not necessarily EP outcome measures, but can provide users of the data
with a general view of system performance across a number of domains. The following points are observations made upon review
of key indicator data prior fo the four:

a. The incidence of polypharmacy as measured by the use of four or more inter-class psychotropic medications has continued to
decline.

b. The data suggest that the incidence of unauthorized absence within the facility has declined in the past several months.

c. The data on use of illicit drugs suggests a continuation of the downward trend of the past two years.



d. The facility reported significantly fewer medication variances than in previous periods, largely due to a decline in
documentation errors.

e. The use of older anticonvulsants continues to decline.

The data on PRN medications indicate a continued decline in this medication use.

g. The use of restraint, and repeated episodes, continues to decline.

-

2. Monitoring, mentoring and self-evaluation

a. Regarding the process of self-assessment, this monitor has requested the following:
i. For data demonstrating compliance rates of less than 90% with the main indicators, all facilities should provide the
following information:
e Comparison of the mean compliance rates for the main indicator in the entire review period from the current to the
previous periods;
e Comparison of the mean compliance rates for the main indicators and sub-indicators (if they were presented) from the
last month of the current review period to the last month of the previous review period;
e Areview of the facility's assessment of barriers towards compliance; and
e Aplan of correction.
ii. For data demonstrating compliance rates of 90% or more with the main indicators, all facilities should provide comparison
of mean compliance rates with the main indicators for the entire review period from the current to the previous periods.
iii. For data derived from the DMH standardized auditing tools, all facilities should present their data using the same
configuration of indicators/sub-indicators for each corresponding requirement of the EP.
NSH generally presented its self-assessment data and data comparisons as requested above.

b. NSH has utilized all available DMH standardized auditing tools for all applicable sections of the EP and made further progress
in improving the sampling methodology during this review period.

c. All facilities are encouraged to ensure that the practice of self-assessment reliably informs performance improvement in the
systems of clinical care. NSH has made further progress in reviewing its self-assessment data and this monitor’'s findings to
ensure consistent feedback to the WRPTs and disciplines, identify trends and patterns and implement targeted corrective
actions. The facility has begun to utilize these reviews to improve the quality of care to its individuals. With few exceptions,
the facility's self-assessment data were internally consistent.

d. The DMH has developed sufficient monitoring tools to ensure meaningful self-assessment of EP implementation. With few
exceptions (e.g. the medical emergency response system), there appears o be no need to develop new monitoring tools in this
process. However, the existing monitoring tools should be viewed as dynamic instruments that continually respond to realities



of clinical practice and updates in current standards of care. The DMH has yet to ensure that the tools and data collection
are automated.

e. All facilities must ensure that discipline chiefs and senior executives review the monitoring data on a monthly basis at the
facility level and that results of these reviews are used to enhance service delivery within each facility. As mentioned in
earlier reports by this monitor, the monitoring data across hospitals should be reviewed quarterly by the State with its Chief
CRIPA Consultant so that the aggregate data can be used to enhance the mental health services provided throughout the DMH
system.

3. Implementation of the EP

a. Since the last review period, NSH has made steady and solid progress in most areas of the EP. This progress is summarized in
each corresponding section in the body of the report. In particular:

i.  NSH has achieved substantial compliance with all the requirements of Sections D.6 (Social History Assessments), F.6
(Pharmacy Services) and F.8 (Infection Control), and has maintained substantial compliance with all the requirements of
Sections D.2 (Psychological Assessments) and D.7 (Court Assessments) from the previous review period.

ii. NSH has made further refinements in its wellness and recovery planning mentoring system, including the selection of a
senior psychiatrist as a master trainer and further training of psychiatry staff and other members of the WRPTs
regarding practices in the wellness and recovery planning team conferences (WRPCs) and proper implementation of various
components of the WRPs. These processes have resulted in significant positive outcomes as verified by on-site
observations of the WRPCs by the court monitor.

iii. NSH has made progress in addressing many of the process deficiencies in medical and nursing care that were outlined in
previous reports of the CM.

b. The facility has not made progress in the implementation of mechanisms to identify triggers and thresholds regarding high-
risk behavior, establishment of levels of interventions corresponding to the level of risk and appropriate notification, follow-up
and oversight mechanisms (as outlined in the DMH Special Order regarding Risk Management). While prioritization of other
areas that are foundational or that feed into risk management can be a valid managerial decision, the risk management system
was formalized more than six months ago, and other facilities have so far made progress in its implementation. NSH must
begin immediate, focused and extensive work to catch up and to make sufficient progress in this area by the next tour.

c. Much of the progress made by NSH thus far appears to have been led by its Medical Director, Patricia Tyler, MD. During this
tour, NSH reported that Dr. Tyler has recently resigned her position as Medical Director (for reasons outside the facility's
control). Losing an effective leader late in the process before change may have fully taken root is not without risks that
require careful evaluation and mitigation to ensure success in this endeavor.



d. Given that the EP provides the basis for the mental health services delivered in the California DMH State Hospitals, it is the
monitor's recommendation that the DMH seriously consider standardizing across all hospitals the Administrative Directives

that impact these services.

e. A well-functioning PSR Mall that meets the specific needs of the individuals is the centerpiece of the Wellness and Recovery

Planning model. NSH has made sufficient progress in ensuring that all disciplines provide the required number of

facilitation/therapy hours on average during the review period.

The following table provides the minimum average number of hours of mall services that would ensure a functional Mall service:

DMH PSR MALL HOURS

Monday Tuesday Wednesday Thursday Friday Saturday Sunday
Before 8am: Before 8am: Before 8am: Before 8am: Before 8am: Supplemental Supplemental
Supplemental Supplemental Supplemental Supplemental Supplemental Activities Activities
Activities Activities Activities Activities Activities

8am - 6pm: 8am - 6pm: 8am - 6pm: 8am - 6pm: 8am - 6pm:

Active Treatment

Official Mall Hours:

A: morning group
B: morning group

LUNCH

C: afternoon group
D: afternoon group

Individual Therapy
Non-ABCD hours

Active Treatment

Official Mall Hours:

A: morning group
B: morning group

LUNCH

C: afternoon group
D: afternoon group

Individual Therapy
Non-ABCD hours

Active Treatment

Official Mall Hours:

A: morning group
B: morning group

LUNCH

C: afternoon group
D: afternoon group

Individual Therapy
Non-ABCD hours

Active Treatment

Official Mall Hours:

A: morning group
B: morning group

LUNCH

C: afternoon group
D: afternoon group

Individual Therapy
Non-ABCD hours

Active Treatment

Official Mall Hours:

A: morning group
B: morning group

LUNCH

C: afternoon group
D: afternoon group

Individual Therapy
Non-ABCD hours

After 6pm:
Supplemental
Activities

After 6pm:
Supplemental
Activities

After 6pm:
Supplemental
Activities

After 6pm:
Supplemental
Activities

After 6pm:
Supplemental
Activities




PSR MALL Hours as Facilitators or Co-Facilitators
Admissions Staff Long-Term Staff
Psychiatry 4 8
Psychology 5 10
sSW 5 10
RT 7 15
RN 6 12
PT 6 12
FTE Mall staff 20 hours as mall group facilitator
Other hospital staff As determined locally at each hospital

Progress notes: NSH began implementation of a requirement for providers of Mall groups and individual therapy to
complete and make available to each individual's Wellness and Recovery Planning Team (WRPT) the DMH-revised PSR Mall
Facilitator Monthly Progress Note prior to regularly scheduled WRPCs. All hospitals must fully implement the PSR Mall
Facilitator Monthly Progress Note in their PSR Malls for all groups and individual therapies.

Cognitive screening for PSR Mall groups: PSR Mall groups should be presented in terms of the cognitive levels of the
individuals at the hospital. Individuals can be stratified at four levels of support: (a) supported, (b) assisted, (c)
independent and (d)advanced. A cognitive screening protocol, utilizing generally accepted testing methods, can be used to
determine these levels for those individuals whose primary or preferred language is English.

The cognitive screening protocol will also provide information for the WRPT psychologist to determine whether a referral
to the DCAT and/or neuropsychological service is required. All State hospitals must ensure that cognitive screening has
been completed for all individuals and that their Mall groups are aligned with their cognitive levels.

PSR Mall, Vocational Services and Central Program Services (CPS): The DMH facilities have made progress toward
developing a centralized PSR Mall service under the direction of the PSR Mall Director. However, not all services have
been incorporated in the PSR Mall system, e.g., vocational services and CPS. All facilities must ensure that there is a single
unified PSR Mall system that incorporates all psychosocial rehabilitation services that are included in the individuals’
WRPs.

Virtual PSR Mall: Those facilities that have individuals who are civilly committed, and who have no legal barriers to
attending rehabilitation and skills training groups in the community, should provide those individuals with that opportunity.



These groups should be included as a part of a virtual PSR Mall. The WRPs of these individuals should include specific
reference to community PSR Mall groups in the interventions. All facilities must ensure that this service is available to
this group of individuals.

4. Staffing

The table below shows the staffing pattern at NSH as of June 1, 2009:

Napa State Hospital Vacancy Totals as of June 1, 2009

Budgeted Filled Vacancy
Identified Clinical Positions Positions Positions Vacancies Rate
Assistant Coordinator of Nursing Services 5.0 3.0 2.0 40.00%
Assistant Director of Dietetics 40 3.0 1.0 25.00%
Chief Dentist 10 1.0 0.0 0.00%
Chief Physician & Surgeon 1.0 1.0 0.0 0.00%
Chief Psychologist 1.0 1.0 0.0 0.00%
Clinical Dietician 10.0 6.0 4.0 40.00%
Clinical Laboratory Technologist 3.0 40 -1.0 -33.33%
Clinical Social Worker 63.4 60.0 34 5.36%
Coordinator of Nursing Services 1.0 1.0 0.0 0.00%
Dental Assistant 3.0 4.0 -10 -33.33%
Dental Hygienist 1.0 1.0 0.0 0.00%
Dentist 2.0 3.0 -1.0 -50.00%
Food Service Technician T 90.0 915 -15 -1.67%
Hospital Worker 40 40 0.0 0.00%
Health Record Technician I 11.0 11.0 0.0 0.00%
Health Record Technician IT Sp 1.0 1.0 0.0 0.00%

Health Record Technician IT Sup 1.0 1.0 0.0 0.00%



Napa State Hospital Vacancy Totals as of June 1, 2009

Budgeted Filled Vacancy
Identified Clinical Positions Positions Positions Vacancies Rate
Health Record Technician IIT 10 0.0 10 100.00%
Health Services Specialist 29.0 24.0 5.0 17.24%
Institution Artist Facilitator 10 10 0.0 0.00%
Licensed Vocational Nurse 53.0 48.0 5.0 9.43%
Medical Transcriber 7.0 6.0 1.0 14.29%
Sr. Medical Transcriber 3.0 3.0 0.0 0.00%
Nurse Instructor 9.0 6.0 3.0 33.33%
Nurse Practitioner 7.0 6.0 1.0 14.29%
Nursing Coordinator 8.0 5.0 3.0 37.50%
Office Technician 425 46.5 -4.0 -9.41%
Pathologist 10 0.0 1.0 100.00%
Pharmacist I 135 7.0 6.5 48.15%
Pharmacist IT 2.0 0.0 2.0 100.00%
Pharmacy Services Manager 1.0 1.0 0.0 0.00%
Pharmacy Technician 15.0 12.8 2.2 14.67%
Physician & Surgeon 22.0 194 2.6 11.82%
Podiatrist 1.0 10 0.0 0.00%
Program Assistant 5.0 3.0 2.0 40.00%
Program Consultant (RT, PSW) 2.0 0.0 2.0 100.00%
Program Director 7.0 5.0 2.0 28.57%
Psychiatric Nursing Education Director 2.0 1.0 1.0 50.00%
Psychiatric Technician* 298.5 273.2 25.3 8.48%
Psychiatric Technician Assistant 2340 2225 115 4.91%
Psychiatric Technician Instructor 3.0 3.0 0.0 0.00%



Napa State Hospital Vacancy Totals as of June 1, 2009

Budgeted Filled Vacancy
Identified Clinical Positions Positions Positions Vacancies Rate
Psychologist-HF, (Safety) 60.8 46.50 14.30 23.52%
Public Health Nurse II/I 3.0 3.0 0.0 0.00%
Radiologic Technologist 2.0 2.0 0.0 0.00%
Registered Nurse** 400.8 387.0 13.8 3.44%
Registered Nurse, Pre-Registered 0.0 0.0 0.0 0.00%
Rehabilitation Therapist 66.7 62.5 4.2 6.30%
Supervising Rehabilitation Therapist 5.0 0.0 5.0 100.00%
Special Investigator 40 3.0 1.0 25.00%
Supervising Special Investigator 1.0 1.0 0.0 0.00%
Sr. Psychiatrist 15.3 7.0 8.3 54.25%
Sr. Psychologist 18.7 18.0 0.7 3.74%
Sr. Psychiatric Technician (Safety) 72.0 65.0 7.0 9.72%
Sr. Voc. Rehab. Counselor/Voc. Rehab. 1.0 1.0 0.0 0.00%
Staff Psychiatrist 64.9 54.4 10.5 16.18%
Supervising Psychiatric Social Worker 5.0 0.0 5.0 100.00%
Supervising Registered Nurse 18.0 16.0 2.0 11.11%
Supervising Rehabilitation Therapist 5.0 0.0 5.0 100.00%
Teacher-Adult Educ./Vocational Instructor 9.0 6.0 3.0 33.33%
Unit Supervisor 30.0 26.0 4.0 13.33%
Vocational Instructor/Carpentry 1.0 1.0 0.0 0.00%
Vocational Instructor/Upholstery 1.0 1.0 0.0 0.00%

* Plus 36.2 hourly intermittent Psychiatric Technician FTEs
** Plus 24.1 hourly intermittent Registered Nurse FTEs



Key vacancies at this time include senior and staff psychiatrists, psychologists, pharmacists and clinical dieticians.
E. Monitor's Evaluation of Compliance
The status of compliance is assessed considering the following factors:

An objective review of the facility's data and records;

Observations of individuals, staff and service delivery processes:;

Interviews with individuals, staff, facility and State administrative and clinical leaders;

An assessment of the stability of the facility's current structure and functions in terms of potential for self-sustenance in order

adequately meet the needs of individuals currently and in the future; and

5. Assessment of trends and patterns of change rather than single and/or temporary occurrences of compliance or noncompliance
that are inconsistent with these patterns and trends;

6. When no instance requiring implementation of a specific requirement was found in the baseline assessment, the compliance was
rated as Not Applicable for this evaluation.

7. If any hospital maintains substantial or full compliance with any section of the EP, the CM's evaluation of that section will cease,

and it will be up to DMH tfo provide oversight evaluation and ensure future maintenance. Thus, DMH should be prepared to assume

this responsibility in terms of trained personnel to provide needed oversight.

Awpe

F. Next Steps

1. The Court Monitor's feam is scheduled to reevaluate Napa State Hospital January 25-29, 2010.

2. The Court Monitor's feam is scheduled o tour Metropolitan State Hospital August 31 to September 4, 2009 for a follow-up
evaluation.

3. All compliance reports should be reviewed and utilized, as applicable, by all facilities to guide implementation efforts regardless of
the schedule of facility-specific assessments.

1
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C. Integrated Therapeutic and Rehabilitation Services Planning

Each State hospital shall provide coordinated,
comprehensive, individualized protections, 1.
services, supports, and treatments (collectively

individuals it serves, consistent with generally

addition to implementing the therapeutic and
rehabilitation planning provisions set forth below,
each State hospital shall establish and implement
standards, policies, and practices to ensure that
therapeutic and rehabilitation service
deferminations are consistently made by an
interdisciplinary team through integrated
therapeutic and rehabilitation service planning and
embodied in a single, integrated therapeutic and
rehabilitation service plan.

“therapeutic and rehabilitation services") for the 2.

accepted professional standards of care. In 3.

Summary of Progress:

NSH has made significant progress in the process of WRPCs during
this review period.

NSH has refined its training and mentoring systems regarding the
process of WRP, with positive outcomes, during this review period.
NSH has made significant progress in the following content areas of
the WRPs:

a.
b.

Strengths formulation;

Organization and content of the Present Status section of the

case formulation;

Addressing the needs of individuals with seizure disorders as

follows:

i) Review of seizure activity in the Present Status section;

i) Development of learning-based objectives; and

iii) Timely referrals of these individuals for neurology
consultations.

Addressing the needs of individuals diagnosed with cognitive

impairments as follows:

i) Review of workups for Dementia NOS in the previous
treatment section;

ii) Addressing the emotional correlates of cognitive impairment;

iii) Significant increase in the number of cognitive remediation/
awareness groups;

iv) Using the Development and Cognitive Abilities Team (DCAT) in
assessing the needs of some individuals diagnosed with Mental
Retardation;

v) Development of appropriate nursing milieu interventions in
some cases; and

vi) Decreasing the use of high-risk medications for this
population.

Delineation of the stages of change in individuals with substance
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use disorders.

4. NSH has achieved substantial compliance with EP requirements
regarding timeliness of the WRP reviews.

5. NSH has increased the number of cognitive remediation groups,
Substance Recovery groups (now offered twice per week), and WRP
groups.

6. NSH has made further progress in self-monitoring and data
gathering, analysis and presentation at the time of this four.

13
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1. Interdisciplinary Teams

cl1

The interdisciplinary team's membership shall be
dictated by the particular needs and strengths of
the individual in the team's care. At a minimum,
each State Hospital shall ensure that the team
shall:

Methodology:

Interviewed:

L. I RN MBA, EdD, Executive Director

2. Debbie McKinney, MD, Senior Psychiatrist Specialist/WRP Master
Trainer

3. Katie Cooper, PsyD, Enhancement Plan Coordinator

Reviewed:

1. WRP Training Handout: Role of the Psychiatrist--Writing the

Wellness and Recovery Plan

Memo dated April 14, 2009 from Clinical Administrator detailing

mentoring process specific to revising WRPs

WRP Overview Training, revised July 1, 2009

DMH WRP Observation Monitoring Form

DMH WRP Observation Monitoring Form instructions

NSH WRP Observation Monitoring summary data (December 2008 to

May 2009)

DMH Clinical Chart Auditing Form

DMH Clinical Chart Auditing Form instructions

9. NSH Clinical Chart Auditing Form summary data (December 2008 to
May 2009)

10. DMH WRP Team Facilitator Observation Monitoring Form

11. DMH WRP Team Facilitator Observation Monitoring Form instructions

12. NSH WRP Team Facilitator Observation Monitoring Form summary
data (December 2008 to May 2009)

13. PT/LVN WRP Preparation Worksheet

14. NSH data regarding staffing ratios on admissions and long-term units
(December 2008 to May 2009)

n

oo hsw

® N

Observed:
1. WRPC (Program I, unit T6) for quarterly review of MH

14
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WRPC (Program I, unit T8) for quarterly review of VF
WRPC (Program II, unit Q11) for monthly review of KC
WRPC (Program II, unit Q11) for monthly review of WRQ
WRPC (Program III, unit T11) for monthly review of CL
WRPC (Program III, unit T12) for monthly review of RA
WRPC (Program III, unit T15) for monthly review of IJC
WRPC (Program IV, unit A8) for monthly review of GBL
9. WRPC (Program IV, unit A10) for monthly review of MW
10. WRPC (Program V, unit Q9) for quarterly review of AVN
11. WRPC (Program V, unit T3) for 7-day review of AGD

12. WRPC (Program V, unit T3) for 60-day review of JLF

N W

Cla Have as its primary objective the provision of Current findings on previous recommendations:
individualized, integrated therapeutic and
rehabilitation services that optimize the Recommendation 1, January 2009:
individual's recovery and ability to sustain Report any process or content modifications (additions, deletions and/or
himself/herself in the most integrated, revisions) to current trainings. Include information on both MSH modules
appropriate setting based on the individual's and other WRP trainings developed at NSH.

strengths and functional and legal status and

support the individual's ability to exercise his/her | Findings:

liberty interests, including the interests of self The following summarizes the facility's actions since the last report:

determination and independence.

1. Debbie McKinney, MD began in the role of WRP Master Trainer (April
2009).

2. The WRP Master Trainer provided trainings (in group and individual
sessions) to 39 of 48 unit psychiatrists (81%) beginning in April 2009.
The trainings focused on the role of the psychiatrist in writing and
facilitating the WRP.

3. The WRP Trainers and mentors facilitated the revision of all WRPs
from March to May 2009.

4. The WRP Trainers provided hands-on trainings to nurses on each
WRPT. The trainings focused on writing foci, objectives and
interventions for Focus 6.

15
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5. Linkage module didactic training was discontinued in favor of direct
mentoring of the WRPTs.

6. The Clinical Chart Auditing Monthly Consultation Group and the
Mentor Meeting were merged due to their similar roles.

Recommendation 2, January 2009:
Reinstitute exercises from the MSH WRP modules.

Findings:

NSH reported that Dr. Karen Phillips facilitated training on the MSH
WRP Module exercises during this review period. The facility's data is
summarized in Findings for Recommendation 4 below.

Recommendation 3, January 2009:
Consider consolidation of Content and Process (Overview) and additional
modules based on fraining needs of WRPT members.

Findings:

NSH reported that it combined the WRP Content and Process and WRP
Overview trainings due to similarities in the curricula. The facility's data
is summarized in Findings for Recommendation 4 below.

Recommendation 4, January 2009:

Continue current trainings and report on the proportion of staff (per
discipline) trained to competency. Compare data to the previous review
period.

Findings:

NSH significantly increased the percentage of core WRPT members who
have successfully completed the Overview Module (passed the WRP
Knowledge Assessment with a score of at least 90%). The following
summarizes the facility's training data:
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Overview training
Discipline Previous review Current review
MD 85% 96%
PhD 81% 98%
sSwW 32% 85%
RT 94% 98%
RN 34% 65%
PT 23% 42%

Additionally, NSH significantly increased the percentage of core WRPT

members who completed the additional MSH Modules: Engagement, Case
Formulation, Foci and Objectives, Interventions and Mall Integration and
Discharge Planning. The following summarizes the facility's training data:

Additional MSH Modules
Discipline Previous review Current review
MD 9% 96%
PhD 9% 98%
SW 9% 97%
RT 13% 100%
RN 11% 75%
PT 17% 45%

Additionally, NSH initiated fraining on the MSH Modules exercises during
this review period. The following summarizes the facility's fraining data:

17
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Discipline Current review
MD 64%
PhD 74%
SW 64%
RT 76%
RN 64%
PT 60%

Recommendation 5, January 2009:
Formalize a mentoring system that ensures that each WRPT receives
adequate mentoring, including provision of feedback.

Findings:

NSH reported that it designed and implemented a system for mentoring

WRPTs in March 2009. The following is a summary:

1) The facility selected 34 mentors from the WRP trainers, Health

2)

3)

4)

Services Specialists, program managers and chiefs and seniors within
the disciplines of psychiatry, psychology, social work, rehabilitation
therapy and nursing.

The EP Coordinator matched mentors to specific WRPTs based on the
assessed needs of the WRP. Needs were determined through both
observations and audit data.

From April to June 2009, the WRPTs revised each of the WRPs for
the individuals that they support. The mentors monitored these
revisions and provided feedback utilizing WRP audit tools.

The facility indicated that beginning in July 2009, the mentors are
expected o attend a minimum of one WRPC per week to provide
ongoing feedback to the WRPTs.

Recommendation 6, January 2009:
Monitor this requirement using the DMH Clinical Chart Auditing Form
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based on at least a 20% sample and provide data analysis that delineates
and evaluates areas of low compliance and relative improvement (during
the reporting period and compared to the last period).

Findings:

NSH used the DMH WRP Clinical Chart Auditing Form (December 2008 to
May 2009) to assess compliance with this cell of the EP. The average
sample was 18% of the quarterly and annual WPRCs held each month.

This monitoring tool was revised during the review period. NSH reported
that it began utilizing the revised tool to audit March WRPCs. Specific
revisions to the monitoring tool are noted below in applicable cells. The
following summarizes the data:

1. Assume primary responsibility for the individual’s 85%
therapeutic and rehabilitation services, and ensure
the provision of competent, necessary and appropriate
psychiatric and medical care

2. Treatment, rehabilitation and enrichment services are | 90%
goal-directed, individualized and informed by a
thorough knowledge of the individual’s psychiatric,
medical and psychosocial history and previous
response to such services

Comparative data showed improvements in compliance since the last
review as follows:

Previous Current
period period
Mean compliance rate
1 56% 85%
2. 70% 90%
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Previous Current
period period
Compliance rate in last month of period
1. 88% 89%
2 91% 99%

Recommendation 7, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:

NSH reported that the WRP Master Trainer will complete one-to-one
mentoring sessions with psychiatrists based on their individualized audit
results.

Other findings:

The monitor and his experts attended 12 WRPCs during the tour. With
notable exception in one team, the meetings showed significant progress
in the process of the development/review of the WRPs since the last
review. The following are examples of areas that met standards:

1. Timeliness of the meetings:

2. Utilization of the task tracking forms;

3. Facilitation of the meetings by the team leaders, including
psychiatrists;

4. Review and update of the Present Status section of the case

formulation;

Review of risk factors prior to the individual's arrival;

6. Identification of the key questions to be addressed during the
individual's presence;

7. Engagement of the individuals during the meeting (with few
exceptions);

o
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1.

10.
11.

12.

Review of the diagnosis, objectives and interventions with the
individual (with few exceptions);

Efforts o review the individual's attendance at (and participation in)
assigned groups;

Review of the individuals' life goals;

Review of By Choice participation and point allocation with the
individual; and

Offering the individuals opportunities to ask questions and addressing
these questions, as appropriate.

The following process deficiencies were noted:

1. The teams did not consistently review results of their assessments at
the beginning of the meeting;

2. The psychiatric technicians did not participate in the process in most
meetings;

3. The teams did not ensure that the individuals’ life goals and strengths
were properly linked to the objectives and interventions;

4. The teams did not consistently review progress tfowards discharge
and discharge planning barriers with the individuals; and

5. The WRPTs did not consistently review or utilize the information in
the Mall progress notes to better assess the individuals' progress in
Mall groups and to ensure that Mall of ferings are properly linked to
the WRP objectives.

Compliance:

Partial.

Current recommendations:

Ensure that the ftraining and mentoring systems address and correct
the process deficiencies outlined by this monitor above. Include a
summary of any process or content modifications made to these
systems.
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Present documentation of the training on each MSH Module. Present
data on the mean training rates during the review period as compared

to the previous period for each discipline.

Monitor this requirement using the DMH WRP Clinical Chart Auditing

Form based on at least a 20% sample.

Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and

compared to the last period).

Provide a summary outline of improvements in practice made as a

result of the facility's review of internal monitoring data.

C.lb

Be led by a clinical professional who is involved in
the care of the individual.

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:
Monitor this requirement using WRP Observation and WRP Team
Facilitator Observation Monitoring Forms based on samples of 20% of
WRPs completed each month and 100% of expected reviews (two per

WRPT psychiatrist per month), respectively.

Continue data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and

compared to the last period).

Findings:
Using the DMH WRP Observation Monitoring Form, NSH assessed its
compliance based on an average sample of 37% of the quarterly and
annual WRPCs held each month during the review period (December 2008
- May 2009).

1.

Each team is led by a clinical professional who is
involved in the care of the individual:

98%

Comparative data indicated improvement in compliance from 26% in the
previous review period.
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The facility also used the DMH WRP Team Facilitator Observation
Monitoring Form to assess compliance, based on an average sample of 31%
of the required observations (two WRPC observations per team per
month) during the review period. The numbering of these items was
modified and an overall compliance rating calculated during this review
period to reflect the relationship between the content of the items.
Additionally, several items on this auditing form were modified or
consolidated during this review to decrease repetition and clarify that
any WRPT member can function as a team facilitator. The following
summarizes the data:

1. Be led by a clinical professional who is involved in the 90%
care of the individual,

la The team psychiatrist was present during the WRP | 80%
conference.

1b The team facilitator encouraged meaningful 95%
participation of all disciplines.

lc The discussion of the clinical data was substantially | 96%
incorporated into the Present Status section.

1d The interventions reviewed were linked to the 77%
objectives.

Comparative data indicated improvement in mean compliance from 38% in
the previous review period.

Recommendation 3, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:
To increase sample size to the recommended level, the facility reported
that it retrained relevant staff on the requirements of completing the
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DMH WRP Team Facilitator Observation Monitoring Form.

Recommendation 4, January 2009:
Same as Recommendation 5 in C.1.a related to formalizing mentoring
system.

Findings:
Same as Findings for Recommendation 5 in C.1.a.

Compliance:
Substantial.

Current recommendations:

1. Monitor this requirement using the WRP Observation and WRP Team
Facilitator Observation Monitoring Forms based on samples of 20%
and 100%, respectively

2. Continue data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

3. Provide a summary outline of improvements in practice made as a
result of the facility's review of internal monitoring data.

Clc

Function in an interdisciplinary fashion.

Current findings on previous recommendations:

Recommendations 1, 2 and 3 January 2009:

¢ Monitor this requirement using the DMH WRP Observation Monitoring
Form based on at least a 20% sample.

¢ Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

¢ Provide a summary outline of improvements in practice made as a
result of review by the facility of internal monitoring data.
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Findings:

Using the DMH WRP Observation Monitoring Form, NSH assessed its
compliance based on an average sample of 37% of the quarterly and
annual WRPCs held each month during the review period (December 2008
- May 2009). Two sub-items were re-worded for clarity and one sub-item
was deleted due to redundancy during the review period. The following
table summarizes the data:

2. Each team functions in an interdisciplinary fashion. 94%

2.a Perspectives from multiple disciplines on 98%
assessments (formal/informal) were presented,

2b The team reviews and updates the DMH WRPC 87%
Task Tracking Form.

2.c Perspectives from multiple disciplines on outcomes | 97%
are presented.

Comparative data indicated improvement in mean compliance from 21% in
the previous review period.

Compliance:
Partial (but improved compared to last review; substantial compliance in
this cell is dependent on compliance in C.1.q).

Current recommendations:

1. Monitor this requirement using the DMH WRP Observation Monitoring
Form based on at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

3. Provide a summary outline of improvements in practice made as a
result of the facility's review of internal monitoring data.
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c.ld

Assume primary responsibility for the individual's
therapeutic and rehabilitation services, and ensure
the provision of competent, necessary, and
appropriate psychiatric and medical care.

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

¢ Monitor this requirement using the Clinical Chart Audit form based on
at least a 20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

Findings:

Using the DMH WRP Clinical Chart Audit, NSH assessed its compliance
based on an average sample of 16% of the quarterly and annual WRPs due
each month during the review period (December 2008 - May 2009). This
monitoring tool was revised during the review period. Specific revisions
to the monitoring tool are noted below in applicable cells. The following
summarizes the data:

Assume primary responsibility for the individual’s
therapeutic and rehabilitation services, and ensure
the provision of competent, necessary, and
appropriate psychiatric and medical care.

85%

la

The Present Status and Previous Response to
Treatment sections of the case formulation are

aligned with the assessments (focused assessment

of compliance)

94%

1b

A review of assessments, WRP and WRP
attachments indicate that the information in the
WRP is supported by the assessments and DMH
PSR Mall Facilitator Monthly Progress Notes
(global assessment of compliance)

76%

Comparative data indicated improvements in compliance since the previous
review period:

26




Section C: Integrated Therapeutic and Rehabilitation Services Planning

Previous Current
period period

Mean compliance rate
1. | 56% 85%
Compliance rate in last month of period
1. 88% 89%
la 92% 96%
1b 88% 81%

Recommendation 3, January 2009:

Provide a summary outline of improvements in practice made as a result of
review by the facility of internal monitoring data.

Findings:

The facility's monitoring and mentoring actions are summarized in C.1.a

above.

Compliance:
Partial.

Current recommendations:

1. Monitor this requirement using the Clinical Chart Audit form based on

at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and

compared to the last period).

3. Provide a summary outline of improvements in practice made as a

result of the facility's review of internal monitoring data.

Cle

Ensure that each member of the tfeam participates
appropriately in competently and knowledgeably
assessing the individual on an ongoing basis and in

Current findings on previous recommendations:
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developing, monitoring, and, as necessary, revising | Recommendations 1 and 2, January 2009:

the therapeutic and rehabilitation services. e Monitor this requirement using the DMH WRP Observation Monitoring
Form based on at least a 20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

Findings:

Using the DMH WRP Observation Monitoring Form, NSH assessed its
compliance based on an average sample of 37% of the WRPCs held each
month during the review period (December 2008 - May 2009). One sub-
item was deleted fo reduce redundancy during the review period. The
following table summarizes the data:

3. Each member of the team participates appropriately 87%
in competently and knowledgeably assessing the
individual on an ongoing basis and in developing,
monitoring, and, as necessary revising the therapeutic
and rehabilitative services.

3.a Team members present relevant and appropriate 86%
content for the discipline-specific assessments.
The Psychiatric Technician presents global obser-
vations of the individual for the WRP review
period.

3b Team members present their assessments and 86%
consultations as listed in the Task Tracking Form.

Comparative data indicated improvements in compliance since the previous
review period:
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Previous Current
period period

Mean compliance rate
3. | 0% | 87%
Compliance rate in last month of period
3. 0% 93%
3.a 3% 91%
3b 25% 95%

Recommendation 3, January 2009:
Provide a summary outline of improvements in practice made as a result of
review by the facility of internal monitoring data.

Findings:
NSH reported that it implemented the following corrective actions
related to this requirement during the review period:

1. The WRP Master Trainer provided focused training/mentoring with
psychiatry staff.

2. The facility replaced Consultation Binders with the Task Tracking
Form.

3. PTs completed the PT Worksheet to provide relevant information if
they were unable to attend the WRPC.

Compliance:
Partial (but improved compared to last review; substantial compliance in
this cell is dependent on compliance in C.1.a).

Current recommendations:

1. Monitor this requirement using the DMH WRP Observation Monitoring
Form based on at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
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compliance and relative improvement (during the reporting period and
compared to the last period).

3. Provide a summary outline of improvements in practice made as a
result of the facility's review of internal monitoring data.

Clf

Ensure that assessment results and, as clinically
relevant, consultation results, are communicated to
the team members, along with the implications of
those results for diagnosis, therapy and
rehabilitation by no later than the next review.

Current findings on previous recommendation:

Recommendations 1 and 2, January 2009:

e Monitor this requirement using the DMH WRP Observation Monitoring
Form based on at least a 20% sample.

¢ Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

Findings:

NSH used the DMH Observation Monitoring Form to assess compliance,
reporting that mean compliance increased to 96% from 3% in the previous
review period.

Recommendation 3, January 2009:
Provide a summary outline of improvements in practice made as a result of
review by the facility of internal monitoring data.

Findings:

NSH reported that it implemented the mentoring system summarized in
C.l.a during the review period as a corrective action related to this
requirement.

Compliance:
Partial (but improved compared to last review; substantial compliance in
this cell is dependent on compliance in C.1.a).
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Current recommendations:

1. Monitor this requirement using the DMH WRP Observation Monitoring
Form based on at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

3. Provide a summary outline of improvements in practice made as a
result of the facility's review of internal monitoring data.

Clg Be responsible for the scheduling and coordination | Current findings on previous recommendations:

of assessments and team meetings, the drafting of

infegrated freatment plans, and the scheduling and | Recommendations 1, 2 and 3 January 2009:

coordination of necessary progress reviews. e Monitor this requirement using the DMH WRP Observation Monitoring
Form based on at least a 20% sample.

¢ Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

¢ Provide a summary outline of improvements in practice made as a
result of review by the facility of internal monitoring data.

Findings:

Using the DMH WRP Observation Monitoring Form, NSH assessed its
compliance based on an average sample of 37% of the quarterly and
annual WRPCs held each month during the review period (December 2008
- May 2009). During this review period, the two sub-items were
incorporated into the overall item in an effort to increase efficiency of
this tool. The following table summarizes the data:

5. The WRPT identified someone to be responsible for 100%
the scheduling and coordination of assessments and
team meetings, the drafting of integrated treatment
plans, and the scheduling and coordination of
necessary progress reviews.
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Comparative data indicated improvement in compliance from 8% in the
previous review period.

Compliance:
Substantial.

Current recommendations:

1. Monitor this requirement using the DMH WRP Observation Monitoring
Form based on at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

C.lh

Consist of a stable core of members, including at
least the individual served; the treating
psychiatrist, treating psychologist, treating
rehabilitation therapist, the treating social
worker; registered nurse and psychiatric
technician who know the individual best; and one of
the individual's teachers (for school-age
individuals), and, as appropriate, the individual's
family, guardian, advocates, attorneys, and the
pharmacist and other staff.

Current findings on previous recommendation:

Recommendation, January 2009:
Aggressively address core feam members’ low attendance rates at
WRPCs.

Findings:

NSH presented core WRPT member attendance data based on an average
sample of 37% of quarterly and annual WRPCs held during the review
period (December 2008 - May 2009). The following table is a summary of
attendance:

Previous Current
period period
Individual 66% 68%
Psychiatrist 73% 79%
Psychologist 75% 70%
Social Worker 68% 69%
Rehabilitation Therapist 73% 77%
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Previous Current
period period
Registered Nurse 77% 87%
Psychiatric Technician 13% 14%

Compliance:
Partial.

Current recommendation:
Aggressively address core team members’' low WRPC attendance rates.

Cli

Not include any core treatment team members
with a case load exceeding 1:15 in admission teams
(new admissions of 90 days or less) and, on
average, 1:25 in all other teams at any point in
time.

Current findings on previous recommendation:

Recommendation, January 2009:
Ensure that staffing ratios are meft.

Findings:

The facility provided the following data on average case load ratios:

Jun - Nov Dec 08 - Jun - Nov Dec 08 -
08 May 09 08 May 09
Admission Units Long-Term Units
MDs 1:17 1:17 1:26 1:23
PhDs 1:17 1:15 1:25 1:28
SWs 1:15 1:15 1:29 1:27
RTs 1:17 1:15 1:25 1:24
RNs 1:17 1:15 1:22 1:22
PTs 1:17 1:15 1:22 1:22
Compliance:
Partial.
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Current recommendation:
Ensure that staffing ratios are met.

Not include staff that is not verifiably competent
in the development and implementation of
interdisciplinary wellness and recovery plans.

Current findings on previous recommendation:

Recommendation, January 2009:
Same as in C.1.a through C.1.f.

Findings:
Same as in C.1.a through C.1.f.

Compliance:

Partial, but improved compared to the last review.

Current recommendation:
Same as in C.1.a through C.1.f.
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2. Integrated Therapeutic and Rehabilitation Service Planning (WRP)

Each State hospital shall develop and implement
policies and protocols regarding the development
of therapeutic and rehabilitation service plans,
referred to as "Wellness and Recovery Plans”
[WRP]) consistent with generally accepted
professional standards of care, to ensure that:

VWO NOO W~

[y
o

Methodology:

Interviewed:

The following two individuals: PM and RW

Beverly Lynn, Acting Senior Rehabilitation Therapist
,Jr.,RN, MBA, EdD, Executive Director

Camille Gentry, Acting Senior Rehabilitation Therapist

Carmen Caruso, Clinical Administrator

Catherine Michaels, Assistant Mall Director

Cheryl De Leon, Psychiatric Technician

Craig Saewong, Acting Assistant Director of Dietetics

David Weibel, PhD, Psychologist

. Debbie McKinney, MD, Acting Senior Psychiatrist Specialist/WRP

Master Trainer

. Debra Asaro-Braun, US, Mall Facilitator
12.
13.
14,
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.

Emiko Taki, Registered Dietitian

Eytan Bercovitch, PhD, Psychologist, Mall Facilitator
Greg Cordes, RT

Guiling Liang, Registered Dietitian

Heidi Vogelsang, Registered Dietitian

Jacquie Fitch, RT, Mall Facilitator

Jennifer Deterville, Acting Senior Rehabilitation Therapist
Jennifer Marshall, Assistant Mall Director

Jim Jones, PhD, Chief of Psychology

Joanne Merrill, Registered Dietitian

Joe Soliz, Unit Supervisor

John Perkins, LCSW

Kana Kormanik, RN

Katie Cooper, PsyD, Enhancement Plan Coordinator
Kumiko Kato, Registered Dietitian

Lonna Sanders, Rehab. Therapist

Lynn Wuzed, Registered Dietitian
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1.

Hw

o

29.
30.
31
32.
33.
34.
35.
36.
37.
38.
39.

Lynne Fredricksen, Registered Dietitian

Mesha Olson, PT

Michelle Bowie, SRN, Substance Recovery Coordinator
Nazanin Elahi, MD, Psychiatrist

Phyllis Moore, Acting Senior Rehabilitation Therapist
Regina Teding, RN, Clinical Oversight

Robert Newman, Acting Senior Rehabilitation Therapist
S. Mohan, MD, Psychiatrist

Saakshi Arora, WRP Trainer

Steven Choi, Ph.D, Senior Psychologist

Zhezhili Vasquez, RN

Reviewed:

The charts of the following 138 individuals: AGG, AH-1, AH-2, AKK,
ALB, AOL, BG, BK, BKA, BMN, BR-1, BR-2, BTW, CB, CC, CD, CLE,
CMS, CQ, CQV, CS, CSW, CWB, DC-1, DC-2, DG, DHB, DHF, DRB,
DSY,DTs-1,DTS-2, EH, EJB, EL, ENL, EWK, FRC, FS, GB-1, GB-2,
GKA, GLB, GLD, GLM, GRB, GRP, GTE, HBS, HD, HIB, HTK, JA, JAB,
JAG-1, JAG-2,JC, JCE, JD-1, JD-2, JDG, JEB, JEL, JEM, JJR, JL,
JLA, JLM, TM-1, TM-2, JRB, JRM, JSC, TWM-1, TWM-2, KEM, KK,
KLH, KNT, KR, LC-1,LC-2,LDB, L6-1,L6-2, LH-1,LH-2, LL, LW,
MAW-1, MAW-2, MET, ML, MP, MPC, MQT, MSS, NBP, NJ, OH, OJR,
PD, PFC, PG-1,PG-2, PS, PV, RAH, RC, RDZ, RK, RTH, RLA, RLH, RLM,
RM, RN, RP, RS, RSS, RVG, RYS, SAG, SGS, SL, SNF, ST, TC6, TCT,
TKK, TLT, TMG, TSW, TZT, VAC, VP, WP and WTZ,

DMH Physician Order for Behavioral Seclusion or Restraint template,
revised May 2009

DMH WRP Observation Monitoring Form

DMH WRP Observation Monitoring Form instructions

NSH WRP Observation Monitoring summary data (December 2008 to
May 2009)

DMH Clinical Chart Auditing Form

DMH Clinical Chart Auditing Form instructions
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11.

10.

12.
13.
14.
15.
16.
17.
18.
19.

20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
3L
32.
33.
34.
35.

NSH Clinical Chart Auditing Form summary data (December 2008 to
May 2009)

DMH Chart Auditing Form

DMH Chart Auditing Form instructions

NSH Chart Auditing Form summary data (December 2008 to May
2009)

AD 557, Comprehensive Substance Recovery Services

AD 553, Pain Management

AD 779, Off-Grounds Field Trips for LPS Individuals

By Choice staff and individual survey data

Cognitive Remediation Plan

Cognitive Remediation Treatment Guideline

Cognitive Treatment Course Outline

Comparison of Cognitive Remediation groups offered at NSH during
the previous and current Mall terms

Community Integration In-service Outline

Group Coverage and Cancellations During Mall Hours

Lesson Plan for Mall Group "Cognitive Rehabilitation: Brain Games"
Lesson Plan for Mall Group "Cognitive Awareness - Remediation”
List of enrichment activities offered during this review period
List of exercise groups/activities offered during this review period
List of providers privileged to provide substance recovery groups
List of substance recovery groups

Mall Daily Group Report (July 13, 2009)

Mall group lesson plans

Narrative Restructuring Therapy Course Outline

Personal Wellness Workbook

Review of MAPP scheduled for Mall hours schedule

Substance Recovery Providers Training List

Substance Recovery Services Presentation Material

WRAP Provider Training, Post-Test
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Observed:

0V ®NOOAWN

O e e

18.
19

20.

WRPC (Program I, unit T6) for quarterly review of MH
WRPC (Program I, unit T8) for quarterly review of VF
WRPC (Program IT, unit Q11) for monthly review of KC
WRPC (Program II, unit Q11) for monthly review of WRQ
WRPC (Program IIT, unit T11) for monthly review of CL
WRPC (Program IIT, unit T12) for monthly review of RA
WRPC (Program IIT, unit T15) for monthly review of IJC
WRPC (Program IV, unit A8) for monthly review of GBL
WRPC (Program IV, unit A10) for monthly review of MW

. WRPC (Program V, unit Q9) for quarterly review of AVN
. WRPC (Program V, unit T3) for 7-day review of AGD

. WRPC (Program V, unit T3) for 60-day review of JLF

. PSR Mall Group: Community Integration

. PSR Mall Group: Reality Orientation

PSR Mall Group: Improving Social Skills

. PSR Mall Group: Symptom Management
. PSR Mall Group: Symptom Management thru Relaxation

PSR Mall Group: Trial Competency
PSR Mall Group: Arts in Mental Health
PSR Mall Groups: Enhancement Motivation Group

C2a

Individuals have substantive input into the
therapeutic and rehabilitation service planning
process, including but not limited fo input as to mall
groups and therapies appropriate to their WRP.

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

Monitor this requirement using process observation based on at least
20% sample.

Provide data analysis that evaluates low compliance and delineates
areas of relative improvement (during the reporting period and
compared to the last period).

Findings:
Using the DMH WRP Observation Monitoring Form, NSH assessed its
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compliance based on an average sample of 37% of the WRPCs held each
month during the review period (December 2008 - May 2009). The
following table summarizes the data:

6. Individuals have substantive input into the 83%
therapeutic and rehabilitation service planning
process, including but not limited to input as to mall
groups and therapies appropriate to their WRP.

6.a The WRPT asks the individual for his or her input 75%
into the evaluation of progress on each objective,
as clinically indicated.

6.b When the individual has achieved an objective, at 72%
the current WRPC, the WRPT discusses with the
individual the groups available for the next
objective. The individual makes a choice from
several equivalent options.

6.c The WRPT reviews the By Choice points, 88%
preferences and allocation with the individual. The
individual determines how he or she will allocate
the points between WRPCs.

6.d When the individual identifies cultural 97%
preferences, the team updates the case
formulation and may incorporate them into the
individual’s WRP objectives and interventions, as
relevant.

Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period
Mean compliance rate
6. | 10% |  83%
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Previous Current
period period
Compliance rate in last month of period
6. 12% 92%
6.a 16% 77%
6.b 7% 92%
6.c 45% 98%
6.d 49% 100%

Recommendation 3, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:

NSH reported that further data analysis led to the identification of
specific psychiatrists who contributed negatively to compliance in this
area. The facility indicated that the WRP Master Trainer provides one-
to-one mentoring to these staff.

Compliance:
Partial; improved compared to last review.

Current recommendations:

1. Monitor this requirement using the DMH WRP Observation
Monitoring Form based on at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

3. Provide a summary outline of improvements in practice made as a
result of the facility's review of internal monitoring data.
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Cc2b Therapeutic and rehabilitation service planning Please see sub-cells for compliance findings.
provides timely attention to the needs of each
individual, in particular:
C.2b.i initial therapeutic and rehabilitation service Current findings on previous recommendation:
plans (Admission-Wellness and Recovery Plan
("A-WRP") are completed within 24 hours of Recommendation, January 2009:
admission; Continue to monitor this requirement.
Findings:
NSH used the DMH Chart Auditing Form fo assess compliance with the
requirements in C.2.b.i o C.2.b.iii (December 2008 - May 2009). Based
on an average sample 0f92% of the A-WRPs, the facility reported a mean
compliance rate of 97% compared to 92% in the previous review period.
Other findings:
A review of the charts of 10 individuals admitted during the review
period found substantial compliance in all cases (CB, €S, DTS, FS, HIB,
JD, JDG, IM, SGS and VP).
Compliance:
Substantial.
Current recommendation:
Continue to monitor this requirement.
C.2.biii master therapeutic and rehabilitation service | Current findings on previous recommendation:

plans (*Wellness and Recovery Plan" (WRP))
are completed within 7 days of admission; and

Recommendation, January 2009:
Ensure that WRPs are completed in accordance with this requirement.

Findings:
Based on an average sample of 15% of the 7-day WRPs, the facility
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reported a mean compliance rate of 84% with this requirement compared
to 72% in the previous review period. The rate for the last month of this
review period was 100%, the same as in the last month of the previous
review period.

Other findings:

A review of the charts of 10 individuals admitted during the review
period found substantial compliance in all cases (CB, €S, DTS, FS, HIB,
JD, JDG, IM, SGS and VP).

Compliance:
Partial.

Current recommendation:
Ensure that WRPs are completed in accordance with this requirement.

C.2.b.iii

therapeutic and rehabilitation service plan
reviews are performed every 14 days during
the first 60 days of hospitalization and every
30 days thereafter. The third monthly review
is a quarterly review and the 12™ monthly
review is the annual review.

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

e Monitor this requirement using the DMH Chart Auditing Form based
on at least a 20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

Findings:
The following is a summary of the facility's data:

WRP Review Mean sample size Mean compliance rate
14-Day 22% 93%
Monthly 19% 74%
Quarterly 24% 75%
Annual 31% 84%
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Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period

Mean compliance rate
14-Day Review 59% 93%
Monthly Review 54% 74%
Quarterly Review 53% 75%
Annual Review 74% 84%
Compliance rate in last month of period
Monthly Review 73% 87%
Quarterly Review 58% 72%
Annual Review 81% 79%

Recommendation 3, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:

NSH reported that the Clinical Administrator initiated a system during
the review period to track and ensure that conferences are held as
scheduled.

Other findings:

A review of the charts of 10 individuals admitted during the review
period found compliance in nine charts (CB, CS, DTS, HIB, JD, JDG, IM,
SGS and VP) and partial compliance in one (FS).

Compliance:
Partial.
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Current recommendations:

1. Monitor this requirement using the DMH Chart Auditing Form based
on at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

3. Provide a summary outline of improvements in practice made as a
result of the facility's review of internal monitoring data.

C2c

Treatment rehabilitation and enrichment services
are goal-directed, individualized, and informed by a
thorough knowledge of the individual's psychiatric,
medical, and psychosocial history and previous
response to such services;

Current findings on previous recommendations:

Recommendation 1, December 2008

Continue and strengthen the WRP training curriculum to ensure that:

a. The case formulation includes appropriate review and analysis of
assessments to identify the individual's needs in the psychiatric,
medical and psychosocial domains, and

b. Foci of hospitalization addresses all identified needs of the individual
in the above domains

Findings:
The facility's training and mentoring activities are summarized in C.1.a.

Recommendations 2-4, January 2009:

e Stratify sample based on specific diagnoses to ensure adequate
sample size for valid calculations.

e Monitor this requirement using the Clinical Chart Auditing Form
based on at least a 20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

Findings:
NSH assessed its compliance using the DMH WRP Clinical Chart Auditing
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Form. The average sample has varied depending on the indicator, ranging
from 14% to 100% of the relevant sample during the review period
(December 2008 - May 2009):

2. Treatment rehabilitation and enrichment services are | 90%
goal-directed, individualized, and informed by a
thorough knowledge of the individual’s psychiatric,
medical, and psychosocial history and previous
response to such services.

2.a When a cognitive disorder is identified on Axis I, 78%
it is written in Focus I, and has at least one
objective with an appropriately linked intervention.
2b When substance abuse is identified on Axis L, itis | 97%
written in Focus 5, and has at least one objective
with an appropriately linked intervention.

2.c When seizure disorder is identified on Axis IIL, it | 96%
s written in Focus 6, and has at least one
objective with an appropriately linked intervention.

Comparative data indicated improvement in mean compliance from 69% in
the previous review period.

Recommendation 5, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:

The facility reported that the Psychology Department and Enhancement
Plan Unit collaborated to develop a system for monitoring and mentoring
the assessment and treatment planning for individuals diagnosed with
Cognitive Disorder, NOS. The Psychology Department reviewed the
infegrated assessments to ensure that appropriate focused assessments
were completed and DSM-IV Checklists were updated. The WRP Trainers
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audited 100% of the quarterly and annual WRPs for individuals diagnosed
with Cognitive Disorder, NOS and mentored the WRPTs on developing
appropriate foci, objectives, and interventions.

Additionally, NSH reported an increase in the number of cognitive
remediation groups offered from 24 groups during the previous Mall
term to 53 groups during the current term.

Other findings:

This monitor reviewed the charts of ten individuals diagnosed with a
variety of cognitive disorders and eight individuals diagnosed with
seizure disorders. The reviews found evidence of further improvement
in the following areas:

1. Review of the present status of individuals regarding seizure activity,
neurology consultation and treatments provided (WTZ);

2. Development of learning-based objectives and interventions for some
individuals suffering from seizure disorders, including recognizing and
responding to warning signs of impending seizure activity (JLM, NJ
and RLH);

3. Timely referrals for neurological consultation for individuals
experiencing breakthrough seizures on current regimen (NJ and
RVG);

4. Development of appropriate foci, objectives and interventions o
address fall risk in some individuals suffering from seizure disorders
(OJR and RLH);

5. Review in the Present Status section of the cognitive functioning of
some individuals diagnosed with dementing illnesses (ENL) and mental
retardation (RLH).

6. Review in the previous treatment and response section of the status
of work-up(s) completed in the past for some individuals diagnosed
with Dementia, NOS (ENL and KLH);

7. Development of appropriate focus, objectives and interventions to
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address a diagnosis of Dementia, NOS in some individuals (OJR);

8. Development of objectives to address the emotional correlates of
cognitive impairments in some individuals diagnosed with Cognitive
Disorder, NOS (NBP);

9. Provision of a variety of appropriate nursing milieu interventions to
address the cognitive impairment in several individuals diagnosed with
dementing illnesses (ENL and KLH);

10. Provision of formal cognitive remediation interventions, including
evidence-based approaches, for some individuals diagnosed with
Dementia, NOS (JRB and OJR) and Cognitive Disorder, NOS (JA);

11. Utilization of the DCAT in assessing the needs of some individuals
diagnosed with Mental Retardation (MQT);

12. Consideration of a change in medication from an older-generation
anticonvulsant regimen fo a safer treatment alternative in one
individual (JLM) and discontinuing unnecessary treatment with older
medications in another individual (PG); and

13. Decreased use of regular treatment with anticholinergic and/or
benzodiazepine medications for individuals suffering from dementing
ilinesses.

The review found several deficiencies that must be corrected to ensure
substantial compliance in this area. The following is an outline of these
deficiencies:

1. TIndividuals diagnosed with cognitive impairments (BTW, ENL, JA,
JRB, KLH, MQT, NBP, OJR, PG and RLH):
a.

The Present Status section of the case formulation did not
address the status of cognitive functioning in some individuals
diagnosed with cognitive disorders, including Dementia, NOS
(KLH):

One individual appeared to be a good candidate for structured
cognitive remediation and the individual's unit provided this
intervention (Cognitive Skills Development group). However,
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there was no documentation that this needed intervention was
considered for the individual (ENL).

In one individual diagnosed with Mild Mental Retardation
(MQT), the WRP did not address the risks of current
treatment with anticholinergic and benzodiazepine agents.
There was no documentation of intervention to address the
needs of some individuals diagnosed with Cognitive Disorder,
NOS (NBP);

2. Individuals diagnosed with seizure disorders (JLM, JSC, NJ, OJR, PG
RLH, RVG and WTZ):
a.

The neurological consultations for some individuals
experiencing recurrence of seizure activity did not provide
recommendations to address this issue (NJ and RVG). For one
individual, the neurologist recommended to continue the same
treatment, referring to a previous evaluation that was
completed in 1996 (NJ). For another individual, the
recommendations were based on the assumption that the
individual did not experience seizure activity that was clearly
documented in the chart. Shortly thereafter, this individual
(RVG) experienced another recurrence of seizure activity and
the medication regimen was finally adjusted;

The WRPs did not specify the morphological diagnosis of the
seizure disorder in any of the charts reviewed. This
information was needed to assess the appropriateness of the
anticonvulsant drugs that were selected for treatment.

The Present Status section did not address seizure activity
(OJR);

Some objectives were focused on compliance with medications
and laboratory testing without justifying information (OJR,
RVG and WTZ);

Some objectives were not appropriately tailored to the
individual's level of functioning (JSC);

The nursing intervention regarding medication administration
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did not include accurate listing of the medication regimen
being administered (NJ);

g. Inall the charts reviewed, the WRPs failed to address the
risks of treatment with some anticonvulsant medications, e.g.
phenytoin (JSC, NJ, OJR and RVG), phenytoin and clonazepam
(WTZ) and lorazepam (RLH) including their impact on the
individual's behavior, cognitive status and quality of life. Some
of these individuals were at increased risk due to documented
cognitive dysfunction, including:

i. Dementia Due to General Medical Condition With
behavioral Disturbance (JLM and WTZ);

ii. Dementia, NOS (OJR);

iii. Amnestic Disorder, Chronic (JSC); and

iv. Mild Mental Retardation (RLH).

Compliance:
Partial.

Current recommendations:

1. Implement adequate corrective actions to address the deficiencies
outlined by this monitor above.

2. Monitor this requirement using the DMH WRP Clinical Chart Auditing
Form based on at least a 20% sample.

3. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

4. Provide a summary outline of improvements in practice made as a
result of the facility's review of internal monitoring data.

cad

Therapeutic and rehabilitation service planning is
based on a comprehensive case formulation for
each individual that emanates from
interdisciplinary assessments of the individual

Compliance:
Partial; improved compared to last review.
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consistent with generally accepted professional
standards of care. Specifically, the case
formulation shall:

c.2d.

be derived from analyses of the information
gathered from interdisciplinary assessments,
including diagnosis and differential diagnosis;

Current findings on previous recommendations:

Recommendations 1 and 4, January 2009:

e Ensure that Case Formulation training includes adequate clinical case
examples.

e Provide a summary outline of improvements in practice made as a
result of review by the facility of internal monitoring data.

Findings:
The facility's training and mentoring systems are summarized in C.1.a.

Recommendations 2 and 3, January 2009:

e Monitor this requirement using the DMH WRP Clinical Chart Auditing
Form based on at least a 20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

Findings:

Using the DMH WRP Clinical Chart Auditing Form, NSH assessed its
compliance based on an average sample of 18% of the quarterly and
annual WRPs due each month during the review period (December 2008 -
May 2009). The sub-items for this indicator were re-worded during this
review period to increase clarity. The following table summarizes the
data:

3. The case formulation is derived from analyses of the 96%
information gathered from interdisciplinary
assessments, including diagnosis and differential
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diagnosis.
3.a Diagnostic and/or treatment planning implications 94%
derived from assessments and consultations are
incorporated into the case formulation, and

3b The case formulation indicates interdisciplinary 97%
participation and is not written from the point of
view of one discipline.

Comparative data indicated improvement in mean compliance from 74% in
the previous review period.

The compliance data for the requirements in C.2.d.ii to C.2.d.vi are
entered for each corresponding cell below. The sub-indicators are listed,
as necessary.

Current recommendations:

1. Monitor this requirement using the DMH WRP Clinical Chart Auditing
Form based on at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

c.2.d.ii include a review of: pertinent history:;
predisposing, precipitating and perpetuating 4, The case formulation includes a review of: pertinent 71%
factors; previous treatment history, and history. predisposing, precipitating and perpetuating
present status; factors; previous treatment history, and present
status.
4a Clinical outcomes and responses to treatment in 84%

the previous three (3) months described in clinical
notes are incorporated into the case formulation.
4b Information recorded in the "interventions and 54%
Response” tab in the Present Status for the
previous three (3) months (for a quarterly WRP) or
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for the previous 12 months (for an annual WRP) has
been summarized in the Previous Treatment
Section of the Case Formulation,

Comparative data indicated improvement in compliance since the previous

review period:

Previous Current
period period

Mean compliance rate
4, | 12% 71%
Compliance rate in last month of period
4, 45% 77%
4.a 77% 96%
4b 46% 58%

NSH reported that further analysis revealed 15 psychiatrists who
negatively impacted compliance in this area. The facility intends to train
the Senior Psychiatrists to mentor their supervisees on these

requirements during the next review period.

c.2.d.ii

consider biomedical, psychosocial, and
psychoeducational factors, as clinically
appropriate, for each category in § [III.B.4.b]
above;

During this review period, the sub-items for this indicator were removed

and the item was reworded to increase alignment with the EP

requirements.

appropriate.

5. The case formulation considers biomedical, psycho-
social, and psychoeducational factors, as clinically

95%

Comparative data indicated improvement in mean compliance from 52% in

the previous review period.

52




Section C: Integrated Therapeutic and Rehabilitation Services Planning

C.2d.iv consider such factors as age, gender, culture,
treatment adherence, and medication issues 6. Consider such factors as age, gender, culture, 96%
that may affect the outcomes of treatment treatment adherence, and medication issues that may
and rehabilitation interventions; affect the outcomes of treatment and rehabilitation
interventions
Comparative data indicated improvement in mean compliance from 52% in
the previous review period.
C.2.dv support the diagnosis by diagnostic
formulation, differential diagnosis and 7. Support the diagnosis by diagnostic formulation, 100%
Diagnostics and Statistical Manual DSM-IV-TR differential diagnosis and Diagnostics and Statistical
(or the most current edition) checklists; and Manual DSM-IV-TR (or the most current edition)
checklists
Comparative data indicated improvement in mean compliance from 42% in
the previous review period.
C.2.dvi enable the interdisciplinary team to reach
sound determinations about each individual's During the review period, three sub-items for this indicator were
treatment, rehabilitation, enrichment and removed as the content was redundant with other audits. Two sub-items
wellness needs, the type of setting to which were reworded for clarity.
the individual should be discharged, and the
changes that will be necessary to achieve 8. The case formulation enables the interdisciplinary 86%
discharge. team to reach sound determinations about each
individual''s treatment, rehabilitation, enrichment and
wellness needs, the type of setting to which the
individual should be discharged, and the changes that
will be necessary to achieve discharge.
8.a The Present Status section addresses the 67%
following: Treatment, Rehabilitation and
Enrichment
8.b The case formulation documents the individual’s 88%
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progress as evidenced by symptom reduction,
participation in individual therapy and/or mall
groups, and achievement of active treatment

objectives

8.c The case formulation documents a pathway to the 93%
discharge setting

8.d There is proper linkage within different sections 95%

of the case formulation when a factor in one
section is related to a factor in another section

Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period
Mean compliance rate
8. | 35% | 86%
Compliance rate in last month of period
8. 54% 93%
8.a 62% 86%
8.b 86% 98%
C2e The therapeutic and rehabilitation service plan Current findings on previous recommendations:

specifies the individual's focus of hospitalization
(goals), assessed needs (objectives), and how the Recommendation 1, January 2009:
staff will assist the individual to achieve his or her | Same as inC.2.c, C.2.f,C.2.gand C.2.0
goals/objectives (interventions);
Findings:

Same asinC.2.c,C.2.f,C.2.gand C.2.0.

Using the DMH WRP Chart Auditing Form, NSH assessed its compliance
based on an average sample of 73% of the quarterly and annual WRPs due
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each month during the review period (December 2008 - May 2009):

4. The therapeutic and rehabilitation service plan 90%
specifies the individuals focus of hospitalization
(goals), assessed needs (objectives) and how the staff
will assist the individual to achieve his or her
goals/objectives (interventions).

Comparative data indicated improvement in mean compliance from 30% in
the previous review period.

Other findings:

This monitor reviewed the records of 10 individuals receiving
Rehabilitation Therapy Services and Nutrition Services (including PSR
Mall groups and direct treatment) to assess compliance with the
requirements of C.2.e. Three records were in substantial compliance
(AH, JAG and OH); five records were in partial compliance (CLE, EJB,
GLM, GTE and MSS); and two records were not in compliance (JCE and
JWM). Identified areas of deficiency that the facility should focus on in
order to improve compliance include:

1. Objectives are not consistently functional, behavioral, observable and
measurable.

2. Foci, objectives and interventions are not consistently included in the
WRP.

This monitor also reviewed the records of 14 individuals who had TA-RTS
assessments (admission and conversion) and Rehabilitation Therapy
focused assessments (occupational therapy, physical therapy, speech
therapy and vocational rehabilitation) during the review period fo assess
compliance with the requirements of C.2.e. Eleven records were in partial
compliance (AH, AOL, CWB, DG, DHF, DTS, FRC, HBS, RLA, TCG and
VAC) and three records were not in compliance (BR, RLM and TLJ).
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Identified areas of deficiency that the facility should focus on in order
to improve compliance include:

1. Objectives are not consistently functional, behavioral, observable and
measurable.

2. Foci, objectives and interventions are not consistently included in the
WRP.

3. Foci, objectives and interventions are not consistently aligned.

Finally, this monitor reviewed the records of 14 individuals with
completed Nutrition Care assessments to assess compliance with the
requirements of C.2.e. Eight records were in substantial compliance (HD,
JEB, LH, PD, RAH, RK, SL and ST); five records were in partial
compliance (JL, JLA, KNT, MPC and PV); and one record was not in
compliance (JJR). Identified areas of deficiency that the facility should
focus on in order to improve compliance include:

1. Objectives are not consistently functional, behavioral, observable and
measurable.

2. Foci, objectives and interventions are not consistently included in the
WRP.

Compliance:
Partial; substantial compliance in this cell is dependent on compliance with
C2.c,C2f,C2gandC.2o0.

Current recommendations:

1. SameasinC.2.c,C.2.f,C.2.gand C.2.0.

2. Monitor this requirement using the DMH Chart Auditing Form, based
on at least a 20% sample.

3. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).
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caf

Therapeutic and rehabilitation service planning is
driven by individualized needs, is strengths-based
(i.e., builds on an individual's current strengths),
addresses the individual's motivation for engaging
in wellness activities, and leads to improvement in
the individual's mental health, health and well
being, consistent with generally accepted
professional standards of care. Specifically, the
interdisciplinary team shall:

Please see sub-cells for compliance findings.

C2fi

develop and prioritize reasonable and
attainable goals/objectives (e.g., at the level of
each individual's functioning) that build on the
individual's strengths and address the
individual's identified needs and, if any
identified needs are not addressed, provide a
rationale for not addressing the need;

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

e Monitor this requirement using the DMH WRP Chart Auditing Form
and the DMH WRP Observation Monitoring Form based on at least a
20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

Findings:

Using the DMH WRP Chart Auditing Form, NSH assessed its compliance
with the requirements of C.2.f.i through C.2.f.v based on an average
sample of 73% of the quarterly and annual WRPs due each month during
the review period (December 2008 - May 2009). Item 5.a was removed
from this tool to improve alignment with EP requirements. The DMH
Substance Abuse Monitoring Form will continue to address the linkage
between substance abuse objectives and the individual's stage of change
(asin C.2.0). A summary of the facility's data follows:

5. The team has developed and prioritized reasonable 72%
and attainable goals/objectives (e.g. at the level of

each individuals functioning) that builds on the
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individuals strengths and addresses the individuals
identified needs and, if any identified needs are not
addressed, provide a rationale for not addressing the

need.
5b The individual’s strengths are used in the 92%
interventions.
5.¢c There is documented rationale in the focus area if 29%

any focus of hospitalization does not have an
objective or an intervention.

Comparative data indicated improvement in compliance since the previous
review period for the main indicator. The comparative data provided by
the facility related to the sub-indicators did not appear valid and is not
presented here:

Previous Current
period period
Mean compliance rate
5, | 3%5% | 72%
Compliance rate in last month of period
5, | 68% | 87%

Recommendation 3, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:

The facility reported that a WRP Trainer has been assigned to mentor
the WRPTs in revising WRPs that fail to provide a clear rationale for not
developing objectives and interventions for open foci.

Other findings:
A review of the charts of six individuals found substantial compliance in
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five (BK, BMN, HTK, JA and JEM) and partial compliance in one (JWM).

Compliance:
Partial.

Current recommendations:

1

Monitor this requirement using the DMH WRP Chart Auditing Form
based on at least a 20% sample.

Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period.

Provide a summary outline of improvements in practice made as a
result of the facility's review of internal monitoring data.

c.2.fii

ensure that the objectives/ interventions
address treatment (e.g., for a disease or
disorder), rehabilitation (e.g., skills/supports,
motivation and readiness), and enrichment
(e.g., quality of life activities);

Current findings on previous recommendation:

Recommendations 1 and 2, January 2009:

Monitor this requirement using the DMH WRP Chart Auditing Form
and the DMH WRP Observation Monitoring Form based on at least a
20% sample.

Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

Findings:

Using the DMH WRP Chart Auditing Form, NSH assessed its compliance
based on an average sample of 73% of the quarterly and annual WRPs due
each month during the review period (December 2008 - May 2009):

6.

The objectives/interventions address treatment (e.g., | 98%
for a disease or disorder), rehabilitation (e.g.,
skills/supports, motivation and readiness), and
enrichment (e.qg., quality of life activities.)
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Comparative data indicated improvement in mean compliance from 83% in
the previous review period.

Recommendation 3, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:
The facility's training and mentoring activities are summarized in C.1.a.

Other findings:
Chart reviews found substantial compliance in all cases (BK, BMN, HTK,
JA JEM, and TWM).

Compliance:
Substantial.

Current recommendation:
Continue to monitor this requirement using the DMH WRP Chart Auditing
Form based on at least a 20% sample.

c.2. fiiii

write the objectives in behavioral, observable,
and/or measurable terms;

Current findings on previous recommendation:

Recommendation, January 2009:
Same as in C.2.f.ii.

Findings:

The facility reported a mean compliance rate of 64%, compared to 27%
in the previous review period. The compliance rate for the last month of
this review period was 90%, compared to 63% in the last month of the
previous review period.
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Other findings:

Chart reviews found substantial compliance in three charts (BK, JEM and
JWM), partial compliance in two (BMN and JA) and noncompliance in one
(HTK).

Compliance:
Partial; improved compared fo last review.

Current recommendations:
Same as C.2.f.i.

C2f.iv

include all objectives from the individual's
current stage of change or readiness for
rehabilitation, to the maintenance stage for
each focus of hospitalization, as clinically
appropriate;

Current findings on previous recommendation:

Recommendation, January 2009:
Same as in C.2.f.ii.

Findings:

The facility reported a mean compliance rate of 86%, compared to 53%
in the previous review period. The compliance rate for the last month of
this review period was 89%, the same as in the last month of the previous
review period.

Other findings:

Chart reviews found substantial compliance in five charts (BK, HTK, JA,
JEM and JWM) and partial compliance in one (BMN). In order to achieve
substantial compliance with this requirement, the facility needs to
improve the teams' understanding of the differentiation between the
stages of contemplation and preparation.

Compliance:
Partial; improved compared to last review.
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Current recommendations:
Same as C.2.1.i.

C2fv

ensure that there are interventions that relate
to each objective, specifying who will do what,
within what time frame, to assist the individual
to meet his/her needs as specified in the
objective;

Current findings on previous recommendation:

Recommendation, January 2009:
Same as in C.2.f.ii.

Findings:

The facility reported a mean compliance rate of 88%, compared to 51% in
the previous review period. The compliance rate for the last month of
this review period was 98% compared to 81% during the last month of
the previous review period.

Other findings:
Chart reviews found substantial compliance in five charts (BK, BMN, JA,
JEM and JWM) and noncompliance in one (HTK).

Compliance:
Partial.

Current recommendations:
Same as C.2.f.i.

C.2.fvi

implement interventions appropriately
throughout the individual's day, with a minimum
of 20 hours of active treatment per week.
Individual or group therapy included in the
individual's WRP shall be provided as part of
the 20 hours of active treatment per week;

Current findings on previous recommendation:

Recommendation, January 2009:

Continue to monitor hours of active treatment (scheduled and attended)
and provide data regarding number of individuals, hours scheduled and
hours attended as well as analysis and corrective actions o ensure that
individuals attend the required hours).
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Findings:

NSH has a new interim Mall Director, hired a second Assistant Mall
Director, and continues to search to fill another Mall Coordinator
position. The number of MAPP Operators assigned to Mall services
increased from three to four. NSH has restructured its Mall Services to
align with the EP. Frequency of Mall groups for Foci 1, 3, and 5 were
increased from once a week to two and three times per week. The levels
denoting suitability of the groups for various cognitive functioning were
identified. Individuals with substance abuse disorders were enrolled in
appropriate groups. According to the Mall Director, NSH no longer
documents Stage of Change for Foci 1 and 3, and all individuals are
assigned to WRAP groups. The Mall service has distributed 1200
Personal Wellness Workbooks and 150 Personal Wellness Lesson Plans to
all programs and units in the facility.

NSH presented the following data for the review period (December 2008
- May 2009):

Number of individuals by category
Mean scheduled hours Mean attended hours

N 1112 1112
Hours:

0-5 24 504
6-10 67 293
11-15 256 177
16-20 563 92

Comparative data showed improvement in Mall attendance from the
previous review period as follows:
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Mall Attendance
Previous Current
period period
Mean number of individuals
0-5 hours 601 504
6-10 hours 324 293
11-15 hours 159 177
16-20+ hours 83 92

According to the Mall Director, the MAPP transition from the Spring A to
Spring B Mall schedule occurred in April 2009 with many individuals yet
to be enrolled. The facility reported that April attendance data reflect
underreporting and now have been remediated with the realignment of
the Mall schedule and the WRPs.

Other findings:

This monitor reviewed the charts of six individuals. The reviews focused
on the documentation of active treatment hours listed in the most recent
WRP and corresponding MAPP data regarding hours scheduled and
attended.

The following table summarizes the monitor's findings, showing the mean
hours/per week of WRP hours scheduled, MAPP hours scheduled, and the
hours attended:

WRP scheduled MAPP MAPP attended
Individual hours scheduled hours hours
CM 8 14 5
cSW 18 19 10
JB 17 14 4
TCT 20 20 11
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WRP scheduled MAPP MAPP attended
Individual hours scheduled hours hours
WK 19 16 7
WR 12 7 4

As the table above shows, individuals’ participation in their scheduled Mall
groups is low. This level of participation was also evidenced in the Mall
groups observed by this monitor during this review period. The lack of
matching between WRP scheduled and MAPP scheduled hours continue.
According to the Mall Director, some of the difference is due to the Mall
Session change over that occurred during this review period.

Compliance:
Partial.

Current recommendation:

Continue to monitor hours of active treatment (scheduled and attended)
and provide data regarding number of individuals, hours scheduled and
hours attended as well as analysis and corrective actions to ensure that
individuals attend the required hours.

C.2.f.vii

maximize, consistent with the individual's
treatment needs and legal status, opportunities
for treatment, programming, schooling, and
other activities in the most appropriate
integrated, non-institutional settings, as
clinically appropriate; and

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

e Monitor this requirement based on at least a 20% sample.

e Provide data analysis that evaluates low compliance and delineates
areas of relative improvement (during the reporting period and
compared fo the last period).

Findings:
NSH has 144 civilly committed individuals. These individuals have been
formed into 13 groups at the Supported, Assisted, and Independent

65




Section C: Integrated Therapeutic and Rehabilitation Services Planning

2009):

Levels of Support. Eighty-seven of the individuals have been scheduled
for Community Integration, for two hours a week. NSH had conducted
Community Integration staff training for 111 Program IV and Stepping

Stones Mall staff.

Using the DMH Chart Auditing Form, NSH assessed its compliance based
on an average sample of 41% of the WRPs of individuals eligible for off-
facility PSR Mall activities for each review month (December 2008 - May

10.

The WRP maximizes, consistent with the individual’s
treatment needs and legal status, opportunities for
treatment, programming, schooling, and other
activities in the most appropriate integrated, non-
institutional settings, as clinically appropriate.

52%

Comparative data indicated improvement in compliance from the previous
review period:

Previous Current
period period
Mean compliance rate
10. | 12% | 52%
Compliance rate in last month of period
10. | 8% | 71%

This monitor reviewed the charts of 12 individuals who were admitted
under civil commitment (CC, EH, EL, JAB, JD, LC, LG, RS, RYS, SAG, TKK
and TZT). Six had been programmed for off-site activities in the most
appropriate integrated setting (CC, JAB, LC, LG, SAG and TKK), and the
other six were not scheduled due to health and/or safety reasons (EH,
EL, JD, RS, RYS and TZT). For example, RS has poor gait and is awaiting
a neurological examination; EH, EL and JD are documented to be

66




Section C: Integrated Therapeutic and Rehabilitation Services Planning

assaultive; and RYS is sexually inappropriate and assaultive. Staff
interview found that Social Work staff arrange for in-house “community
integration” activities for those individuals who do not qualify for off-
site community integration activities.

To improve compliance, NSH recently hired a Community Integration
Coordinator to provide administrative support that will ensure consistent
participation of individuals in community integration activities. NSH plans
to conduct audits of all WRPs of individuals eligible for Community
Integration and provide feedback to WRPTs. WRPTs will be required to
document the rationale when individuals eligible for this activity are not
scheduled. NSH is hoping o complete Community Integration lesson
plans and curricula by August 2009.

Compliance:
Partial.

Current recommendations:

1. Monitor this requirement based on at least a 20% sample.

2. Provide data analysis that evaluates low compliance and delineates
areas of relative improvement (during the reporting period and
compared fo the last period).

C.2 f.viii

ensure that each therapeutic and
rehabilitation service plan integrates and
coordinates all services, supports, and
treatments provided by or through each State
hospital for the individual in a manner
specifically responsive to the plan's
therapeutic and rehabilitation goals. This
requirement includes but is not limited to
ensuring that individuals are assigned to mall
groups that link directly to the objectives in

Current findings on previous recommendation:

Recommendation, January 2009:
Monitor this requirement using the WRP Mall Alignment Checklist and
implement corrective actions to improve compliance.

Findings:

Using the DMH Mall Alignment Monitoring Form, NSH assessed its
compliance based on a mean sample of 17% of the census each month for
the review period (December 2008 - May 2009):
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the individual's WRP and needs.

1. Integrates and coordinates all services, supports, and | 60%
treatments provided by or through each state
hospital for the individual in a manner specifically
responsive to the plan’s therapeutic and rehabilitation
goals. This requirement includes but is not limited to
ensuring that individuals are assigned to mall groups
that link directly to the objectives in the individual's
WRP and needs.

la According to the individual’s Mall schedule, the 43%
individual is assigned to all the Mall courses listed
as active treatment in the WRP.

1b The reviewed course outlines’ content (that) is 77 %
aligned with the corresponding objectives in the
individual’s WRP.

Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period

Mean compliance rate
1. | 42% | 60%
Compliance rate in last month of period
1. 58% 65%
la -% 43%
1b -% 86%

A review of the charts of eight individuals found substantial compliance in
six (AGG, AH, AKK, BKA, CSW and RM), and partial compliance in the
remaining two (DRB and JRM).
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Compliance:
Partial.

Current recommendation:
Monitor this requirement using the WRP Mall Alignment Checklist and
implement corrective actions to improve compliance.

C2g

Therapeutic and rehabilitation service plans are
revised as appropriate to ensure that planning is
based on the individual's progress, or lack thereof,
as determined by the scheduled monitoring of
identified criteria or target variables, consistent
with generally accepted professional standards of

care. Specifically, the interdisciplinary team shall:

Please see sub-cells for compliance findings.

C24.i

revise the focus of hospitalization, objectives,
as needed, to reflect the individual's changing
needs and develop new interventions to
facilitate attainment of new objectives when
old objectives are achieved or when the
individual fails to make progress toward
achieving these objectives;

Current findings on previous recommendations:

Recommendations 1 2, and 3, January 2009:

e Monitor this requirement using the DMH WRP Clinical Chart Auditing
Form based on at least a 20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

e Provide a summary outline of improvements in practice made as a
result of review by the facility of internal monitoring data.

Findings:

See C.2.t, sub-items 11.d and 11.e, for the facility's self monitoring data.
The items that were previously reported in this cell were removed during
revisions of the applicable forms due to redundancy with other audit
items.
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Other findings:

A review of the charts of six individuals found substantial compliance in
two charts (BMN and JA), partial compliance in three (BK, JEM and
JWM) and noncompliance in one (HTK). The review found that the newly
revised format (as part of WaRMSS) had the unintended consequence of
complicating compliance efforts in this area.

Additionally, this monitor reviewed the records of nine individuals
receiving direct occupational, physical, and speech therapy services for
evidence that freatment objectives and/or modalities were modified as
needed. Five records were in substantial compliance (AH, €D, JTWM, OH
and WP) and four records were not in compliance (CMS, LW, MET and
ML).

Compliance:
Partial.

Current recommendation:
Same as C.2.t.

C.2.g.ii

review the focus of hospitalization, needs,
objectives, and interventions more frequently
if there are changes in the individual's
functional status or risk factors (i.e.,
behavioral, medical, and/or psychiatric risk
factors);

Current findings on previous recommendations:

Recommendation 1, January 2009:

Develop and implement corrective actions to ensure:

a. Review by the WRPTs of the circumstances related to the use of
restrictive interventions; and

b. Timely and appropriate modification of the WRPs in response to the
review.

Findings:

NSH reported that it intended to utilize the Trigger Action Sheet as a
corrective action. However, the facility reported that it did not
effectively implement the Trigger Action Sheet to meet that goal. NSH
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reported that the recent implementation of the WaRMSS Incident
Management/Risk Management module is intended to serve as a
corrective action during the next review period.

Recommendation 2, January 2009:

Report on the status of implementation of the new risk management
procedure regarding identification of individuals at risk and provision of
timely and appropriate interventions to reduce the risk.

Findings:
NSH indicated that Special Order 262 was implemented during this
review period. See I.2 for additional information.

Recommendations 3 and 4, January 2009:

e Monitor this requirement using the DMH WRP Observation
Monitoring Form and DMH WRP Chart Auditing Form based on at
least a 20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

Findings:

Using the DMH WRP Clinical Chart Auditing Form, NSH assessed its
compliance based on an average sample of 100% of individuals placed in
seclusion and/or restraints each month during the review period
(December 2008 - May 2009). The item humber (but not content)
changed during this review period. The sub-items were revised o
increase specificity of monitoring.

12. Review the focus of hospitalization, needs, objectives, | 57%
and interventions more frequently if there are
changes in the individual’s functional status or risk
factors (i.e., behavioral, medical, and/or psychiatric
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risk factors)
12.a The Present Status section reviews each use of 62%
Seclusion and/or Restraint, including the
circumstances leading to its use, and
12b The objectives and interventions have been 35%
modified as a result of the use of Seclusion and/or
Restraint, as clinically appropriate.

Comparative data is not available as the revised sub-items were
implemented during this review period.

Recommendation 5, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:
Same as Findings for Recommendation 1.

Other findings:

This monitor reviewed the charts of six individuals who experienced the
use of seclusion and/or restraints during this review period (ALB, DC, GB,
LC, LG and MAW). The review focused on the documentation in the
Present Status section of the circumstances leading to the use of
restrictive intervention, treatment provided to avert the use of the
inferventions and modifications of treatment to decrease the risk of
future occurrences. The review found partial compliance in four charts
(DC, GB, L6 and MAW) and noncompliance in two (ALB and LC).

Compliance:
Partial; improved compared to the last review.

Current recommendations:
1. Monitor this requirement using the revised monitoring tool based on
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at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period
and compared to the last period.

3. Provide a summary outline of improvements in practice made as a
result of the facility's review of internal monitoring data.

C.2.g.iii

ensure that the review process includes an
assessment of progress related to discharge
to the most integrated setting appropriate to
meet the individuals assessed needs,
consistent with his/her legal status; and

Current findings on previous recommendations:

Recommendation 1, January 2009:

Develop and implement corrective actions to ensure that discharge
criteria are individualized and that the WRPTs document their discussion
of progress fowards discharge criteria.

Findings:
The facility did not provide information relevant to this recommendation.

Recommendations 2 and 3, January 2009:

e Monitor this requirement using DMH WRP Observation Monitoring
Form in this section and DMH Discharge Planning and Community
Integration in section E.3 based on at least a 20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

Findings:

Using the DMH WRP Observation Monitoring Form, NSH assessed its
compliance based on an average sample of 37% of the quarterly and
annual WRPCs held each month during the review period (December 2008
- May 2009). The item number (but not content) changed during this
review period due to deletion of other items within the tool. The
following table summarizes the data:
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7. The review process includes an assessment of 79%
progress related to discharge to the most integrated
setting appropriate to meet the individuals assessed
needs, consistent with his/her legal status.

7.a The team reviews all foci that are barriers to 88%
discharge.

7b The team reviews the PSR Mall Facilitator’s 70%
Monthly Notes for all objectives related to
discharge.

Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period

Mean compliance rate
7. | 7% | 79%
Compliance rate in last month of period
7. 5% 88%
7.a 30% 92%
7b 4% 84%

Recommendation 4, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:

NSH identified its system for routing Mall notes as a barrier to
compliance in this area. The facility reported that implementation of the
PSR Mall notes module in the WaRMSS system on June 30, 2009 is
anticipated to improve compliance.
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Other findings:

This monitor assessed the documentation of individualized and
measurable discharge criteria and the discussion of the individual's
progress regarding discharge barriers in the charts of six individuals.
The review found partial compliance in all charts (BK, BMN, HTK, JA,
JEM and JWM).

Compliance:
Partial.

Current recommendations:

1. Develop and implement corrective actions to ensure that discharge
criteria are individualized and that the WRPTs document their
discussion of progress towards discharge criteria.

2. Monitor this requirement using DMH WRP Observation Monitoring
Form in this section and DMH Discharge Planning and Community
Integration in section E.3 based on at least a 20% sample.

3. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period.

4. Provide a summary outline of improvements in practice made as a
result of the facility's review of internal monitoring data.

C.24.iv

base progress reviews and revision
recommendations on data collected as
specified in the therapeutic and rehabilitation
service plan.

Current findings on previous recommendations:

Recommendation 1, January 2009:
Implement the DMH updated template of the Mall Facilitator’s Note.

Findings:
NSH reported that it completed this recommendation.

Recommendations 2 and 3, January 2009:
e Monitor this requirement using DMH WRP Observation Monitoring
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Form based on at least a 20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

Findings:

Using the DMH WRP Observation Monitoring Form, NSH assessed its
compliance based on an average sample of 37% of the quarterly and
annual WRPCs held each month during the review period (December 2008
- May 2009). The item number (but not content) changed during this
review period due to deletion of other items within the tool. The
following table summarizes the data:

8. Progress reviews and revision recommendations are 68%
based on data collected as specified in the
therapeutic and rehabilitation service plan.
8.a The team reviews the PSR Mall Facilitator's 67%
Monthly Progress Notes for all current objectives
and interventions for this individual.

8.b Revisions to the WRP are based on the data 68%
provided by the group facilitator or individual
therapist in the PSR Mall Facilitator's Monthly
Progress Notes, if applicable.

Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period
Mean compliance rate
8. | 3% | 68%
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Previous Current
period period
Compliance rate in last month of period
8. 2% 84%
8.a 3% 84%
8.b 2% 83%

Recommendation 4, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:
The facility's corrective actions are summarized in C.2.g.iii above.

Other findings:
This monitor reviewed the charts of six individuals (BK, BMN, HTK, JA,
JEM and JWM). The reviews focused on the following functions:

1. The completion and timely filing of the Mall Facilitator Progress
Notes;

2. The content of the Mall Facilitator Progress Notes regarding the
individual's progress in all assigned groups and

3. The WRPTS' review of the Notes and integration of this review in the
revisions of the WRP.

The review found partial compliance in all charts.

Compliance:
Partial.

Current recommendations:
1. Monitor this requirement using DMH WRP Observation Form based on
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at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period.

3. Provide a summary outline of improvements in practice made as a
result of the facility's review of internal monitoring data.

Cc2h Individuals in need of positive behavior supports in | Please see F.2.a through F.2.c (including sub-cells) for PBS-related
school or other settings receive such supports recommendations.
consistent with generally accepted professional
standards of care.
C.2i Adequate active psychosocial rehabilitation is Compliance:
provided, consistent with generally accepted Partial.
professional standards of care, that:
C2.i is based on the individual's assessed needs and | Current findings on previous recommendations:

is directed toward increasing the individual's
ability to engage in more independent life
functions;

Recommendation 1, January 2009:
Assess the WRP for integration of this element of the assessments into
the WRP.

Findings:

Using the DMH WRP Mall Alignment Monitoring Form, NSH assessed its
compliance based on an average sample of 17% of WRPs due each month
during the review period (December 2008 - May 2009):

2. Is based on the individual’s assessed needs and is 53%
directed toward increasing the individual’s ability to
engage in more independent life functions

2.a All Mall courses listed in the individual's schedule 34%
are listed as interventions in the individual’s WRP
2b The course outlines of all those courses include a 72%
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rationale for how the Mall course is aimed at
improving the individual’s independent life
functioning

Comparative data indicated modest improvement in compliance since the
previous review period:

Previous Current
period period

Mean compliance rate
2, | 48% | 53%
Compliance rate in last month of period
2. 50% 51%
2.a -% 25%
2.b -% 77%

A review of the records of 11 individuals found that the individual's needs
were appropriately addressed through the foci, objectives, and PSR
interventions in nine of the WRPs (AGG, AH, BKA, CSW, EWK, KK, RC, RM
and TMG). A number of deficiencies, including the absence of an
appropriate Mall group, incorrect stages of change, and poor alignment
between the objectives and recommended PSR Mall services, were noted
in the remaining two WRPs (CQV and DRB).

Recommendation 2, January 2009:
Ensure that there is a match among the WRP, Mall activity schedule, and
the groups that individuals attend.

Findings:

This monitor reviewed the charts of 15 individuals (AGG, AH, CQ, CSW,
DRB, EWK, GLB, JRM, KK, LC, LG, LH, LL, SNF and TCT). There was
alignment between the recommendations in the individual's WRP and the
groups in the Mall activity schedule in 11 of the WRPs (AGG, AH, CQ,
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CSW, EWK, GLB, KK, LH, LL, SNF and TCT) in the charts. There was
disagreement with one or more of the Mall groups identified in the WRP
and the Mall activity schedule in the remaining four WRPs (DRB, JRM, LC
and LG).

Other findings:

This monitor reviewed the records of 10 individuals receiving RT and/or
Nutrition services (including PSR Mall groups and direct treatment) to
assess compliance with the requirements of C.2.i.i. All records were in
substantial compliance.

Current recommendations:

1. Assess the WRP for integration of this element of the assessments
into the WRP.

2. Ensure that there is a match among the WRP, Mall activity schedule,
and the group individuals attend.

C.2..ii

Has documented objectives, measurable
outcomes, and standardized methodology

Current findings on previous recommendations:

Recommendation 1, January 2009:
Ensure that learning outcomes are developed and are stated in
measurable terms.

Findings:

Using the DMH WRP Chart Audit Form, NSH assessed its compliance
based on an average sample of 73% of WRPs due each month during the
review period (December 2008 - May 2009):

7. The WRP plan includes behavioral, observable, and/or 64%
measurable objectives written in terms of what the
individual will do.

Comparative data indicated improvement in compliance since the previous
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review period:

Previous Current
period period
Mean compliance rate
7. | 40% | 64%
Compliance rate in last month of period
7. | 63% | 90%

A review of the records of 12 individuals found that 11 of the WRPs in
the charts contained objectives written in a measurable/observable
manner (AGG, AH, BKA, CQV, CSW, EWK, GLB, KK, RC, SNF and TMG)
and one did not (GRP).

Recommendation 2, January 2009:

Ensure that the DMH PSR Mall Facilitator Monthly Progress Note is
implemented and made available to the teams for tracking outcomes
related to the WRP.

Findings:

A review of the records of 12 individuals (AGG, AH, BKA, CQV, EWK,
GLB, GRP, KK, RC, SNF, TCT and TMG) found that all 12 charts contained
the DMH PSR Mall Facilitator Monthly Progress. The notes were
referenced in seven WRPs (AH, BKA, GRP, KK, SNF, TCT and TMG&) but
not referenced in four (CQV, EWK, GLB and RC) and did not apply to the
remaining WRP (AGG) as a WRPC was yet o be held since the notes were
received.

Current recommendations:

1. Ensure that learning outcomes are developed and are stated in
measurable terms.

2. Ensure that the DMH PSR Mall Facilitator Monthly Progress Note is
implemented and made available to the teams for tracking outcomes
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related to the WRP.

C.2.i.iii Is aligned with the individual's objectives that | Current findings on previous recommendation:
are identified in the individual's Wellness and
Recovery Plan Recommendation, January 2009:

Ensure that all therapies and rehabilitation services provided in the Malls
are aligned with the assessed needs of the individuals.

Findings:

Using the DMH WRP Mall Alignment Monitoring Form, NSH assessed its
compliance based on an average sample of 17% of the WRPs due each
month during the review period (December 2008 - May 2009):

1. Integrates and coordinates all services, supports, and | 60%
treatments provided by or through each State
hospital for the individual in a manner specifically
responsive to the plan’s therapeutic and rehabilitation
goals. This requirement includes but is not limited to
ensuring that individuals are assigned to mall groups
that link directly to the objectives in the individual’s
WRP and need's,

la According to the individual’s Mall schedule, the 43%
individual is assigned to all the Mall courses listed
as active treatment in the WRP.

1b The reviewed course outline’s content is aligned 77%
with the corresponding objectives in the
individual’s WRP.

Comparative data indicated improvement in compliance since the previous
review period:
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Previous Current
period period

Mean compliance rate
1. | 42% | 60%
Compliance rate in last month of period
1. 58% 65%
la -%o 43%
1b -% 86%

A review of WRPs of 12 individuals found that the services documented in
nine of the WRPs were aligned with the individual's assessed needs (AH,
BKA, CQV, EWK, GLB, GRP, RC, SNF and TMG) and were not aligned in
three (AGG, CSW and KK).

Current recommendation:
Ensure that all therapies and rehabilitation services provided in the Malls
are aligned with the assessed needs of the individuals.

C..iv

utilizes the individual's strengths, preferences,
and interests;

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

e Ensure that the individual's strengths, preferences, and interests are
clearly specified in the interventions in the individual's WRP in
accordance with the DMH WRP manual.

e Ensure that the group facilitators and individual therapists know and
use the individual's strengths, preferences and interests when
delivering rehabilitation services.

Findings:

Using the DMH Mall Facilitator Observation Monitoring Form, NSH
assessed its compliance based on an average sample of 2% of Mall group
facilitators each month during the review period (December 2008 - May
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2009):

15. The group facilitator utilizes the individual's 94%
strengths, preferences, and interests.,

Comparative data indicated improvement in compliance from 72% in the
previous review period.

A review of WRPs of 12 individuals found that seven of the WRPs had
specified the strengths of the individual in all active interventions
reviewed (AH, BKA, CQV, GLB, GRP, SNF and TMG) and the quality and
relevance of the strengths corresponded to their objectives. The
remaining five WRPs either failed to include strengths in all the active
interventions reviewed, or the stated strength was not in accordance
with the DMH WRP Manual (AGG, CSW, EWK, KK and TCT).

Current recommendations:

1. Ensure that the individual's strengths, preferences, and interests are
clearly specified in the interventions in the individual's WRP in
accordance with the DMH WRP manual.

2. Ensure that the group facilitators and individual therapists know and
use the individual's strengths, preferences and interests when
delivering rehabilitation services.

Cl.iv

focuses on the individual's vulnerabilities to
mental illness, substance abuse, and
readmission due to relapse, where appropriate;

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

e Address and correct factors related to low compliance with the
requirement to include the individual's vulnerabilities in the case
formulation under predisposing, precipitating, and perpetuating
factors.

e Present monitoring data regarding the recommendation to include in
the present status an update on the current status of these
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vulnerabilities.

Findings:

Using the DMH Mall Alignment Monitoring Form, NSH assessed its
compliance based on observation of an average random sample of 17%
WRPs each month during the review period (December 2008 - May 2009):

3. Focuses on the individual’s vulnerabilities to mental 69%
illness, substance abuse and readmission due to
relapse, where appropriate.

Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period
Mean compliance rate
3. | 52% | 69%
Compliance rate in last month of period
3. | 58% | 75%

A review of WRPs of 12 individuals found that the individual's
vulnerabilities were documented in the case formulation section in seven
of the WRPs and where appropriate the vulnerabilities were updated in
the subsequent WRPs (AH, AGG, BKA, EWK, GLB, GRP and TCT). This
was not the case in the remaining five WRPs (CQV, KK, RC, SNF and
TMG).

Recommendation 3, January 2009:
Increase the number of WRAP groups offered and provide WRAP groups
targeted to different cognitive levels.
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Findings:

Document review and interview of the Mall Director found that NSH has
increased the number of WRAP groups from 40 to 67. In addition, 22
WRAP group providers had been trained. The WRAP groups are of fered
at different levels of support. Review of the records of five individuals
(DRB, GLB, JRM, RC and TMG) found that all five were in a WRAP group.

Recommendations 4 and 5, January 2009:

e Complete substance abuse training on all stages of change to all group
facilitators.

e Increase the number of Substance Recovery groups offered.

Findings:

NSH cares for 617 individuals with a Substance Abuse diagnosis. NSH
has increased the number of Substance Abuse Recovery groups from 39
to 50, and these groups now are being of fered twice a week as opposed to
once a week as in the past. According to the Substance Recovery
Coordinator, NSH now has 64 trained Substance Abuse Recovery group
providers. These providers are trained to competency on all stages of
change, but they are not certified. Review of the records of six
individuals with a Substance Abuse diagnosis found that all six were
enrolled in Substance Abuse Recovery groups (AGG, AH, CQV, EWK, GRP
and TMG).

Current recommendations:

1. Address and correct factors related to partial compliance with the
requirement to include the individual's vulnerabilities in the case
formulation under predisposing, precipitating, and perpetuating
factors.

2. Present monitoring data regarding the recommendation to include in
the present status an update on the current status of these
vulnerabilities.

3. Complete certification of all Substance Recovery group facilitators.
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C.2.ivi

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

Current findings on previous recommendations:

Recommendation 1, January 2009:

Assess all individuals suspected of cognitive disorders, mental
retardation and developmental disabilities and other conditions that may
adversely impact an individuals' cognitive status.

Findings:

NSH has 25 groups specifically addressing cognitive disabilities. The
groups include "Cognitive Remediation”, "Cognitive Awareness” and
"Cognitive Enrichment.” The groups are provided at the Supported and
Assisted levels and are held two to three fimes a week. NSH has
purchased assessment/diagnostic material (D-KEFS and the Stanford-
Binet-V) fo assess individuals. NSH also hired two neuropsychologists to

support the assessments and services for these individuals.

Using the DMH WRP Mall Alignment Monitoring Form, NSH assessed its
compliance based on an average sample of 2% of the individuals at NSH
each month during the review period (December 2008 - May 2009):

7. Is provided in a manner consistent with each 89%
individual’s cognitive strengths and limitations.
7.a The course outlines for the WRP assigned Mall 89%

courses are noted as being appropriate for the
individual given his cognitive level.

7b The Mall course facilitator interviewed could state | 89%
the individual’s cognitive strengths and limitations,
and at least one method of teaching at that level.

Comparative data indicated improvements in mean compliance since the
previous review period:
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Previous Current
period period

Mean compliance rate
7. | 40% | 89%
Compliance rate in last month of period
7. 71% 55%
7.a -% 52%
7.b 'O/O 57°/O

Recommendation 2, January 2009:
Ensure that individuals' cognitive functioning is taken into consideration
when assigning them to activities.

Findings:

A review of the records of 13 individuals found that cognitive screening
had been conducted as part of the Integrated Assessment: Psychology
Section in 11 of the WRPs (AH, BKA, CQV, EWK, GLB, GLD, KK, RC, SNF,
TCT and TSW). Cognitive screening had not been conducted in the
remaining two (AGG and TMG).

Recommendation 3, January 2009:
Ensure that Mall activities are designed to meet differing cognitive
strengths and limitations.

Findings:

A review of the records of 11 individuals found that services provided
were fully alighed with the individual's cognitive level for five individuals
(AH, CQV, EWK, GLB and SNF), partially aligned for two (CSW and TCT),
and not aligned for the remaining four (AGG, GP, KK and TMG).

Current recommendations:
1. Assess all individuals suspected of cognitive disorders, mental

88




Section C: Integrated Therapeutic and Rehabilitation Services Planning

retardation and developmental disabilities and other conditions that
may adversely impact an individuals' cognitive status.

2. Ensure that individuals' cognitive functioning is taken into
consideration when assigning them to activities.

3. Ensure that Mall activities are designed to meet differing cognitive
strengths and limitations.

C.2.ivii

Provides progress reports for review by the
Wellness and Recovery Team as part of the
Wellness and Recovery Plan review process;

Current findings on previous recommendations:

Recommendations 1-2, January 2009:

e Fully implement the PSR Mall Facilitator Monthly Progress Notes.

e Automate this system to make it feasible for the group facilitators
and individual therapists to provide progress reports in a timely
manner.

Findings:

As of March 2009, NSH has worked out a procedure to align the PSR
Mall Monthly Progress Notes with the MAPP II system. The Mall
Progress Note process was automated on June 30, 2009 and should make
it easier for providers to complete the notes for availability to WRPTs in
a timely fashion.

Now that the system is automated and is aligned with the WaRMSS
MAPP II module, NSH plans to use the information from the WaRMSS
MAPP IT to notify providers on the status of their Mall Progress Notes.
In addition, Mall Progress Note compliance reports will be shared with
the Supervisors.

A review of the charts of 10 individuals (AH, BKA, CQV, EWK, GLB, GRP,
KK, RC, TCT and TMG) found that all 10 contained at least one Mall
Monthly Progress Note. None of the charts contained all of the required
notes for the month from all Mall groups the individuals attended; three
contained most of the required Mall Progress Notes (CQV, GLB and GRP).
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Seven incorporated the information from the progress notes into the
Present Status section of the individual's WRP (AH, BKA, GLB, GRP, KK,
TCT and TMG) and three did not (CQV, EWK and RC).

Other findings:

This monitor reviewed the records of 10 individuals receiving RT and/or
Nutrition services (including PSR Mall groups and direct treatment) to
assess compliance with the requirements of C.2.i.vii. Five records were in
partial compliance (AH, CLE, JCE, TWM and OH) and five records were
not in compliance (EJB, GLM, GTE, JAG and MSS).

Current recommendation:
Ensure timely completion of notes for review by the WRPT.

C.2.iviii

is provided five days a week, for a minimum of
four hours a day (i.e., two hours in the morning
and two hours in the afternoon each weekday),
for each individual or two hours a day when the
individual is in school, except days falling on
state holidays;

Current findings on previous recommendation:

Recommendation, January 2009:
Ensure that all requests for new Mall groups and individual therapies are
implemented.

Findings:

NSH continues to use the same add/drop procedures as in the past.
According to the Mall Director, there were no requests for any additional
Mall groups/therapies during this review period for two reasons: first
because the facility has reviewed the needs of individuals and addressed
them; and second the facility has distributed the Mall Course titles to
the Client Representatives requesting them to confer with the individuals
in the facility and add groups as indicated by the individuals.

The individual (PM) interviewed reported that he was in the right Mall
groups for his needs and did not know of any other groups he needed at
this time.
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Current recommendation:
Ensure that all requests for new Mall groups and individual therapies are
implemented.

C.2.i.ix

is provided to individuals in bed-bound status
in a manner and for a period that is
commensurate with their medical status;

Current findings on previous recommendation:

Recommendation, January 2009:
Ensure that bed-bound individuals receive appropriate services per EP
requirements including hours of services.

Findings:

The table below shows the names of bed-bound individuals, the months
when they went into bed-bound status, and the hours of services
provided.

Monthly Hours of Active Treatment Scheduled/Delivered
Individual

11/08 | 12/08 1/09 2/09 3/09 | 4/09 | Mean
KM 4
IM 21

As the table above shows, NSH cared for two individuals who were
briefly bed-bound during this review period; for example, KM was in bed-
bound status only for seven days. There were no bed-bound individuals
during this monitor's visit. A review of the two records (KM and JM)
found that the individuals were too ill in most cases for the facility to
provide additional hours of services. The Mall Director plans to continue
to track and monitor services to bed-bound individuals when such
individuals are admitted to the facility.

Current recommendation:
Ensure that bed-bound individuals receive appropriate services per EP
requirements including hours of services.
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Cl.ix

routinely takes place as scheduled;

Current findings on previous recommendations:

Recommendation 1, January 2009:
Ensure that Mall group activities routinely take place as scheduled.

Findings:

Staff interview and documentation review found that NSH offers four
hours of Mall group activities each day--two hours in the morning and two
hours in the afternoon, Monday through Friday. The groups are held
fairly consistently, with the facility reporting a mean cancellation rate of
12%.

According to the Mall Director, NSH has instituted a daily report on Mall
group cancellations by the Mall Coordinators, and the discipline Seniors
and Program Managers are required to follow up with their staff
regarding cancelled Mall groups.

NSH presented the following data regarding cancellation of Mall groups:

12/08 | 1/08 | 2/09| 3/09| 4/09| 5/09 | Mean
Groups 2352 | 2571 | 2572 | 2232| 2571 - | 2496
scheduled
Groups 244 | 342 | 523| 155| 326 - 31
cancelled
Cancellation | 5o | 139 | 20% | 7% | 13% % | 12%
rate

The cancellation rate was 12% in the previous review period.

According to the Mall Director, the increase in group cancellations during
February was partly due to rescheduling of work hours for WRPT
members in order to provide even coverage across all days of the Mall
week. In addition, State-mandated furloughs for two days a month also
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contributed to the cancellation of Mall groups.

Recommendations 2 and 3, January 2009:

e Inform the WRPT when an individual is not engaging in the assigned
treatment.

e TImplement the plan to assist individuals not going to assigned
treatment activities.

Findings:

Staff interviews and documentation reviews found that participation and
non-participation of individuals in Mall groups is communicated to the
WRPTs through the Mall Monthly Progress Notes. Also, the staff
facilitating the Unit Mall groups are the individuals’ WRPT members and
as such know first-hand if the individuals are non-adherent to their
assigned Mall groups. NSH did not present data on the number of
individuals non-adherent during this review period and the number
attending therapies and Mall groups that work to enhance the individuals’
motivation to attend their scheduled Mall groups. However, NSH is
offering a sufficient number of Motivation Enhancement Mall groups and
NRT therapies (10 individuals during this review period) to address non-
adherence to Mall groups.

NSH did not present data on Mall provider data to show hours scheduled/
provided by discipline. However, the Mall Director stated that provider
availability is not a major problem. The Mall Director tracks provider
availability daily and when needed calls upon the department heads of the
disciplines concerned requesting their assistance.

Current recommendations:

1. Ensure that Mall group activities routinely take place as scheduled.

2. Inform the WRPT when an individual is not engaging in the assigned
treatment.

3. Implement the plan to assist individuals not going to assigned
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treatment activities.

C.2.i.xi

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

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

¢ Plan and organize these activities such that there is minimal
interruption, individuals are reinforced fo participate regularly in
these activities, and as much as possible eliminate competing
activities that act as a barrier for individuals to participate in such
activities.

e Increase the number of hours of enrichment activities per individual
provided in the evenings and on weekends.

Findings:

NSH has made significant progress in organizing and offering a number
of enrichment activities in the evenings and on weekends. Staff
interview and documentation reviews found that NSH has trained 222
staff on the WaRMSS Supplemental Activities module to ensure accurate
tracking and reporting of enrichment activities conducted. According to
the Mall Director, individuals have the opportunity to engage in a minimum
of 10 hours of activity per week without any interference. Providers are
expected to complete the Supplemental Roster when conducting
activities. Community in Action Volunteer in Education (CAVE) and the
Rehabilitation Services of fer drop-in activities on Saturdays and Tuesday
evenings. Open hour fitness times are made available to individuals at the
Gym and Fitness Center on Sundays. A review of the list of activities
offered found a wide range of activities covering social groups and
cooking groups.

The facility provided the following data regarding supplemental activities:
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12/09 | 1/09 | 2/09 | 3/09 | 4/09 | 5/09 | Mean
Hours 1431 | 1425 | 1420 | 1418 | 1411 | 1414 | 1420
scheduled
Hours 187 | 102 98 122 60 17 98
provided
Compliance | 439 | 790 | 7% | 9% | 4% | 1% | 7%
rate

According to the Supplemental Activity Coordinator, the data do not
reflect the hours/number of supplemental activities offered due to the
data collection method. The facility now has incorporated Supplemental
Activities into the WaRMSS module and expects the data to be more
accurate at the next review.

Current recommendations:

1. Plan and organize these activities such that there is minimal
interruption, individuals are reinforced fo participate regularly in
these activities, and as much as possible eliminate competing
activities that act as a barrier for individuals to participate in such
activities.

2. Increase the number of hours of enrichment activities per individual
provided in the evenings and on weekends.

C.2.i.xii is consistently reinforced by staff on the Current findings on previous recommendations:
therapeutic milieu, including living units.
Recommendation 1, January 2009:

Ensure that all WRPs have therapeutic milieu interventions clearly
specified in the intervention sections.

Findings:
A review of the charts of 13 individuals found that nine contained milieu
interventions appropriate to the active intervention (CQV, CSW, DHB,
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GKA, GLB, GRB, KK, RTH and SNF). In the remaining four there were no
milieu interventions or the milieu interventions documented were not
aligned with the active interventions (AH, EWK, RC and TMG).

Recommendation 2, January 2009:
Ensure that unit staff know what the individuals are learning in the Malls
and individual therapies and reinforce their learning in all settings.

Findings:

According to the Mall Director, Therapeutic Milieu data are reviewed at
the Program Directors' monthly meetings. NSH also is providing staff
training on building therapeutic alliances using mindfulness-based
approaches. In addition, NSH is converting some of the seclusion/
restraint rooms in each program to “"Comfort Rooms" and the individuals
are submitting ideas to furnish and decorate these rooms. This monitor
observed one of the completed rooms in Program I.

Using the Therapeutic Milieu Observation Monitoring Form, NSH
assessed its compliance based on observations of an average sample of
45% of the units in the facility. The following table summarizes the
facility's data:

1. During the 30-min observation, there is more staff in 60%
the milieu than in the nursing station.

2. There is some staff interacting (e.g., engaged in 84%
conversation or activity) with individuals.

3. There is evidence of a unit recognition program. 73%

4. The posted unit rules reflect recovery language and 61%
principles.

5. The bulletin boards have any postings, literature, or 92%
materials that reflect religious or cultural activities.

6. Staff interacts with individuals, discusses various 86%
subjects, and refrains from openly discussing
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confidential subject matter.

7. Staff is observed actively engaged with the 81%
individuals.

8. Staff interacts with individuals in a respectful 90%
manner.

9. Situations involving privacy occurred and they were 94%
properly handled.

10. If during the observation period, there is a situation 82%
in which one or more individuals are escalating, and

staff reacts calmly.

The staff in the WRPCs and Mall groups observed by this monitor
reinforced and encouraged the individuals appropriately based upon their
participation and achievement.

Current recommendations:

1. Ensure that all WRPs have therapeutic milieu interventions clearly
specified in the intervention sections.

2. Ensure that unit staff know what the individuals are learning in the
Malls and individual therapies and reinforce their learning in all
settings.

Adequate, individualized group exercise and
recreational options are provided, consistent with
generally accepted professional standards of care.

Current findings on previous recommendations:

Recommendation 1, January 2009:
Continue to provide training to Mall facilitators to conduct the activities
appropriately.

Findings:

According to the Mall Director, Mall facilitators were not provided
training specifically on conducting individualized exercise and recreational
activities during this review period, because most of them were
previously trained.
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The facility presented the following data:

Exercise Groups Offered vs. Needed
Dec| Jan| Feb| Mar | Apr| May
Number of groups - - -| 360 | 360 | 360
offered
Number of groups - - - 66 66 66
needed
Offered/needed -% -% -% | 100% | 100% | 100%

As shown in the table above, data was presented only for the last three
months of this review period. NSH is offering sufficient numbers of
recreational/exercise groups for all individuals to have the opportunity to
participate in these activities.

Recommendations 2 and 3, January 2009:

o Develop the system to track and review participation of individuals in
scheduled group exercise and recreational activities.

e TImplement corrective action if participation is low.

Findings:

The facility presented the following data:
BMI Level Individuals in | Individuals assigned | Percentage

each category | to Exercise Groups assigned

25 - 30 440 331 75%
31-35 219 212 97%
36 - 40 94 75 80%
>40 35 29 83%

As the table above shows, not all individuals with high BMIs are enrolled
in exercise groups.
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A review of 12 charts of individuals’ with high BMIs found that all 12 of
them (AGG, AH, AKK, BKA, CQV, CSW, EWK, GLB, GRP, RC, SNF and
TMG) were enrolled in one or more exercise groups including weight
management, physical fitness, leisure activities, and team sports.

Compliance:
Partial.

Current recommendations:

1. Continue to provide training to Mall facilitators to conduct the
activities appropriately.

2. Track and review participation of individuals in scheduled group
exercise and recreational activities.

3. Implement corrective action if participation is low.

C.2.k

Individuals who have an assessed need for family
therapy services receive such services in their
primary language, as feasible, consistent with
generally accepted professional standards of care
and that these services, and their effectiveness
for addressing the indicated problem, are
comprehensively documented in each individual's
chart.

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

e Continue to assess family therapy needs of individuals and/or their
families.

e Document the education provided and the community referrals made
for those who are in need of therapy/services

Findings:

Staff interview and documentation review found that all individuals are
assessed for the need of family therapy/services on the 30th day of
admission, and ongoing assessment is conducted for those who were
already in the facility. Supervising Social Workers review WRPs on a
monthly basis to ensure that individuals are identified and evaluated for
their family therapy/services needs, and to ensure proper documentation
of the family involvement in the Present Status and an appropriate
objective in Focus 11. Senior staff also has regular meetings with
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Admission team social workers on proper documentation of family therapy
in the 30-day Psychosocial Assessment. Individuals discharged to family
are monitored by the Supervising Social Worker to ensure documentation
of counseling/consultation provided to the families. Family Support
Groups continue to meet monthly. Social Work staff also offer families
the “Family/Significant Other Input into the WRP" form. This form
contains a question on family therapy.

Using items 1-3 from the DMH C.2.k Family Therapy Auditing Form, NSH
assessed its compliance based on average samples of 100% (items 1 and 3)
and 29% (item 2) of individuals with an assessed need for family therapy
services and a signed release for family contact:

1. Admission: General family education is provided to the | 77%
family. SW has assessed the family's ability and
willingness to be involved, and has identified and
documented barriers to family involvement.

2. Long-Term: Efforts to involve the family, and 80%
continuing efforts and outcomes of attempts to
decrease barriers to family involvement are
documented in the Present Status, and Focus 11
contains an objective that prepares the individual for
his or her role within their family system.

3. Discharge: There is documentation in the Medical 38%
Record that family consultation and counseling was
provided, the family was provided the individual’s
Social Work Recommended Continuing Care Plan, and
information was provided to the family on community
resources.

Comparative data indicated mixed changes in compliance since the
previous review period:
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Previous Current
period period
Mean compliance rate
1. 94% 77%
2. 36% 80%
3. 33% 38%
Compliance rate in last month of period
1. 100% 100%
2. 81% 94%
3 0% 100%
Compliance:
Partial.

Current recommendations:

1. Continue to assess family therapy needs of individuals and/or their
families.

2. Document the education provided and the community referrals made
for those who are in need of therapy/services.

cal Each individual's therapeutic and rehabilitation Current findings on previous recommendations:
service plan identifies general medical diagnoses,
the treatments to be employed, the related Recommendations 1 and 2, January 2009:
symptoms to be monitored by nursing staff (i.e., e Provide data from DMH Integration of Medical Conditions regarding
registered nurses ["RNs"], licensed vocational refusals.
nurses ["LVNs"] and psychiatric technicians) and e Continue to monitor this requirement.

the means and frequency by which such staff shall
monitor such symptoms, consistent with generally Findings:

accepted professional standards of care. Using the DMH Integration of Medical Conditions in WRP Audit, NSH
assessed its compliance based on a 22% mean sample of individuals with
at least one Axis IIT diagnosis who had a WRP due during the review
months (December 2008 - May 2009):
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1. All medical conditions listed on Axis III are included 77%
on the Medical Conditions Form.

2. The WRP includes each medical condition listed on the | 75%
Medical Conditions Form 42.

3. There is an appropriate focus statement for each 55%
medical condition or diagnosis.

4. There is an appropriate objective for each medical 52%
condition or diagnosis.

5. There are appropriate interventions for each 44%
objective.

Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period

Mean compliance rate
1. 63% 77%
2. 57% 75%
3. 43% 55%
4. 46% 52%
5. 41% 44%
Compliance rate in last month of period
1. 75% 80%
2. 64% 86%
3. 41% 82%
4. 49% 73%
5. 27% 73%

The facility did not provide an analysis of barriers to compliance or a plan
of corrective action.
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A review of the WRPs of 40 individuals (AM, AMR, AN, ASR, BAS, BKA,
CF,DDL, DG, DJP, DP, DTS, EJS, FO, 6JJ, GMN, 6S, HIB, HIM, HMK,
JB, JC, JDG, JEE, KEM, KNT, LF, LH, MEA, RAH, RM, RPG, SGS, SMB,
SNF, TAS, TF, TWJ, WAS and YAS) found improvement from the last
review in both the content and quality of the WRPs. The most noted
improvement was related to infectious diseases addressed in the WRPs.
However, there was little to no evidence in the IDNs that many of the
interventions listed in the WRPs were actually being implemented.
Efforts need to continue to ensure that the WRPs include adequate and
appropriate nursing objectives and interventions for Focus 6.

NSH also assessed its compliance using the DMH Integration of Medical
Conditions in WRP audit, based on an average sample of 100% of
individuals scheduled for but refusing to receive medical procedure(s),
including laboratory tests, during the review months:

6. Each State hospital shall ensure that interdisciplinary | 48%
teams review, assess, and develop strategies to
overcome individual’s refusals of medical procedures.

Compliance in the last month of the review period was 81%. No
comparative data the previous review period was provided.

NSH identified timely notification to the WRPTs of refusals of medical
procedures as a barrier to compliance. The WaRMSS Appointment
Scheduler will provide WRPTs with “real time" notification of refusals to
ensure the timely revision of the WRP.

A review of refusals for Dental appointments found that although the
WRPs noted the refusals, there was little to no focus on why the
individual was refusing the appointment. The WRPs generally merely
noted the individual's refusal and generically listed all the negative

103




Section C: Integrated Therapeutic and Rehabilitation Services Planning

consequences of the refusal. However, there were a few WRPs that
actually addressed individual-specific information regarding why the
individual refused to attend the appointment and built objectives and
interventions around these pertinent issues. Also see F.9.d for reviewer's
findings.

Compliance:
Partial.

Current recommendation:
Continue to monitor this requirement.

C2m

The children and adolescents it serves receive,
consistent with generally accepted professional
standards of care:

C.2.m.i

Therapy relating to traumatic family and other
traumatic experiences, as clinically indicated;
and

C.2.m.ii

reasonable, clinically appropriate opportunities
to involve their families in treatment and
treatment decisions.

The requirements of Section C.2.m are not applicable because
NSH does not serve children and adolescents.

C2n

Policies and procedures are developed and
implemented consistent with generally accepted
professional standards of care to ensure
appropriate screening for substance abuse, as
clinically indicated.

Current findings on previous recommendation:

Recommendation, January 2009:
Implement the policy and procedure regarding screening and assessment
for substance use disorders.

Findings:
Staff interviews and documentation reviews found that NSH established
a Pain Management Consultation Committee in April and the committee
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meets monthly; established a Substance Recovery Advisory Committee in
May and the committee is to meet at least quarterly; and developed a
"Substance Recovery Services Overview" PowerPoint presentation for
training the Clinical Management in May. The PowerPoint material
describes the referral process.

NSH had administered 671 URICAS to individuals with Substance Abuse
Diagnoses during this review period. The results indicated that 564
individuals were at the pre-contemplative stage and 107 were at the
contemplative /action/maintenance stages. NSH has provided training on
administering the URICA to all Clinical Oversight Nurses, Nursing
Coordinators and the Unit Service Staff. Furthermore, six staff were
trained in administering the Addiction Severity Index (ASI) by Bill
Hallum, Director of Substance Recovery Services at ASH. To date, NSH
has completed six ASIs with 26 ASIs in process, and 75 ASIs to be
completed. NSH also started a new NA group in March with attendance
between 30 to 40 individuals at each group meeting.

Compliance:
Partial.

Current recommendation:
Implement the policy and procedure regarding screening and assessment
for substance use disorders.

C2.o0

Individuals who require freatment for substance
abuse are provided appropriate therapeutic and
rehabilitation services consistent with generally
accepted professional standards of care.

Current findings on previous recommendations:

Recommendations 1-3, January 2009:

e Finalize and utilize clinical outcomes for individuals and process
outcomes for the program.

e Ensure monitoring of substance use disorders using the DMH WRP
Clinical Chart Audit and the Substance Abuse Audit Forms, based on
a sample of at least 20% of individuals diagnosed with these
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Findings:
The facility did not present data on the clinical and process outcomes of
the program.

disorders.
e Provide data analysis addressing sub-items of this requirement. The
analysis must evaluate areas of low compliance and delineate areas of
relative improvement.

Using items 1-6 from the DMH Substance Abuse Audit Form, NSH
assessed its compliance based on an average sample of 14% of individuals
with a diagnosis of substance abuse (December to May 2009). The table
below with its indicators and mean compliance is a summary of the data:

1.

Substance abuse is integrated into the case
formulation and discussed in the present status.

43%

There is an appropriate focus statement listed under
Focus 5.

91%

There is at least one objective related to the
individual’s stage of change.

81%

There are interventions that are appropriately linked
to the active objective(s).

90%

The active treatment for substance abuse that is
specified in the WRP is aligned with the individuals
Mall schedule.

87%

The discharge criteria related to substance abuse are
individualized and written in behavioral, observable
and/or measurable terms.

78%

Comparative data indicated modest changes in compliance since the
previous review period:
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Previous Current
period period

Mean compliance rate
1. 43% 43%
2. 91% 91%
3. 82% 81%
4, 86% 90%
5. 80% 87%
6. 70% 78%
Compliance rate in last month of period
1. 49% 97%
2. 90% 96%
3. 78% 95%
4, 87% 95%
5. 87% 97%
6. 68% 84%

Review of the records of 12 individuals with Substance Abuse diagnoses
found that all 12 contained an open foci and objectives and interventions
for Substance Abuse (DRB, DSY, 6B, GRP, JAG, JEL, KEM, LDB, PFC, PG,
RN and RSS). Six (DRB, GRP, KEM, LDB, PFC, and RSS) met all the
criteria of this section (has appropriate objectives and interventions,
discussion in the Present Status section, groups matched with the Mall
schedule, and the discharge criteria on Substance Abuse was observable
and measurable).

Compliance:
Partial.

Current recommendations:
1. Finalize and utilize clinical outcomes for individuals and process
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outcomes for the program.

2. Ensure monitoring of substance use disorders using the DMH WRP
Clinical Chart Audit and the Substance Abuse Audit Forms, based on
a sample of at least 20% of individuals diagnosed with these
disorders.

3. Provide data analysis addressing sub-items of this requirement. The
analysis must evaluate areas of low compliance and delineate areas of
relative improvement.

Group facilitators and therapists providing
therapeutic and rehabilitation services (in groups
or individual therapy) are verifiably competent
regarding selection and implementation of
appropriate approaches and interventions to
address therapeutic and rehabilitation services
objectives, are verifiably competent in monitoring
individuals' responses to therapy and rehabilitation,
and receive regular, competent supervision.

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:
e Continue current practice.
e Sameasin C.2.g.iv.

Findings

Using the DMH Mall Facilitator Observation Monitoring Form. NSH
assessed its compliance based on an average sample of 2% of the clinical
facilitators (RTs, psychologists, and social workers) managing groups each
month during the review period (December 2008 - May 2009):

1. Instructional skills 96%
2. Course structure 96 %
3. Instructional technigues 71%
4, Learning process 73%

Comparative data were not available.

Using the DMH Mall Facilitator Observation Monitoring Form ASH
assessed compliance from observation of a 2% sample of all facilitators
during the review months (December 2008 - May 2009):

‘ 1. ‘ Session starts and ends within 5 minutes of the ‘ 88% ‘
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designated starting and ending time.

2. Facilitator greets participants to begin the session. 89%

3. There is a brief review of work from prior session. 97%

4, Facilitator introduces the day's topic and goals. 74%

5. Facilitator shows familiarity with lesson plan either 82%
verbally or as demonstrated during the group session.

6. Facilitator attempts to engage each participant in the | 79%
session.

7. Facilitator attempts to keep all participants "on task” | 97%
during the session.

8. Facilitator shows a presentation style that keeps 97%
some/all participants attentive and interested during
the session.

9. Facilitator attempts to test the participants 89%
understanding.

10. Facilitator presents information in a manner 96%
appropriate to the functioning level of the
participants.

11. The facilitator summarizes the work done in the 71%
session.

12. Facilitator/Co-facilitator used at least one of the 94%
following: modeling, prompting and coaching, positive
reinforcement, shaping, behavioral rehearsal/role
play, homework, or multimedia instruction.

13. The room is arranged in a way that is as conducive to 87%
learning as possible.

14, Lesson plan is available and followed, 54%
Comparative data is not available as NSH did not present this data for
the previous period.

This monitor observed eight Mall groups (Community Integration, Reality
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Orientation, Improving Social Skills, Symptom Management, Symptom
Management thru Relaxation, Trial Competency, Arts in Mental Health,
and Motivation Enhancement Group). The facilitators were well-prepared,
evidenced competency with regard to the course content, used multi-
method instructional strategies, and used material appropriate to the
lessons being conducted. However, many of the groups did not have
lesson plans. Review of the facility's "PSR Mall Course Facilitator
Consultation” data confirmed that many of the groups did not have lesson
plans, and in some cases the providers used their own lesson plans that
were not reviewed or approved by the PSR Mall Services. It is important
for all Mall groups to have lesson plans to ensure that the topics are
aligned with the objectives and curriculum of the group, for orderly
progression of the topics, and should a need arise for other providers to
step in and facilitate the groups without a gap and/or redundancy.
Attendance in many of these groups was low, with less than 50%
attendance.

Compliance:
Partial.

Current recommendations:

1. Ensure adequate monitoring sample size.

2. Provide corrective actions as indicated by self-assessment data.
3. Ensure the use of lesson plans.

Group facilitators and therapists providing
therapeutic and rehabilitation services in the field
of substance abuse should be certified substance
abuse counselors.

Current findings on previous recommendations:

Recommendations 1-3, January 2009:

e Ensure that all providers complete the NSH substance abuse training
and provide data to show that training has occurred.

e Clarify and streamline staff competency criteria to ensure their
alignment with the current training curriculum.

e Provide data showing the competency and quality of services provided
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by the facilitators trained in the Substance Abuse treatment
curriculum.

Findings:
NSH presented the following data regarding the certification of
Substance Abuse facilitators:

Number of Substance Abuse Recovery (SAR) providers/co- 126
providers

Number of certified SAR providers/co-providers 65
Percentage of SAR providers/co-providers who are certified | 52%

According to the Compliance Director, NSH uses the DeClemente
Curriculum as a basis for training SAR providers.

According to facility report, the change in Mall Services and Substance
Recovery Services leadership was responsible in part for the slow
training/certification progress.

Compliance:
Partial.

Current recommendations:

1. Ensure that all providers complete the NSH substance abuse training
and provide data to show that training has occurred.

2. Clarify and streamline staff competency criteria to ensure their
alignment with the current training curriculum.

3. Provide data showing the competency and quality of services provided
by the facilitators trained in the Substance Abuse treatment
curriculum.

Car

Transportation and staffing issues do not preclude
individuals from attending appointments.

Current findings on previous recommendations:
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Recommendations 1-2, January 2009:
e Review reasons for cancellations and assess and correct factors
contributing to such events.
e Complete and implement the Medical Scheduler.
Findings:
The facility provided the following data on scheduled and cancelled
appointments:
Missed Appointments Monitoring - Medical Services
Month Appointments Reasons for Cancellation
Scheduled | Cancelled
6 staffing
Dec .
08 1050 25 5 fransportation
14 other
0 staffing
Jan .
09 1001 67 12 fransportation
55 other
Feb 0 staffing .
09 1060 19 10 transportation
9 other
0 staffing
gAgar 1119 13 7 transportation
6 other
Apr 0 staffing
09 1067 67 5 transportation
62 other
0 staffing
g/\; Y 1136 47 6 transportation
41 other
6 staffing (3%)
Total 6433 238 45 transportation (19%)
187 other (78%)
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As the table above indicates, transportation is somewhat of a factor in
the cancellations of scheduled appointments. According to the Standards
Compliance Director, the Medical Scheduler has been implemented and

staff training is ongoing, with training of unit staff expected to be

complete in August 2009.

Compliance:

Partial.

Current recommendations:

1.

2. Complete training of all staff using the Medical Scheduler.

Review reasons for cancellations and assess and correct factors
contributing to such events.

C2s

Adequate oversight to freatment, rehabilitation
and enrichment groups is provided to ensure that
individuals are assigned to groups that are
appropriate to their assessed 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.

Current findings on previous recommendation:

Recommendation, January 2009:
Develop and implement monitoring systems that address the required
elements.

Findings:

Using the DMH WRP Clinical Chart Auditing Form, NSH assessed its
compliance based on an average sample of 18% of the Quarterly and
Annual WRPs due each month during the review period (December 2008 -
May 2009):

10.

Adeguate oversight to treatment, rehabilitation and
enrichment groups is provided to ensure that
individuals are assigned to groups that are appropriate
to their assessed needs, that groups are provided
consistently and with appropriate frequency, and that
issues particularly relevant for this population,

95%
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including the use of psychotropic medications and
substance abuse are appropriately addressed,
consistent with generally accepted professional
standards of care.

Comparative data indicated improvement in compliance from 60% in the
previous review period.

A review of the WRPs of 10 individuals found that nine of the WRPs had
assigned the individuals to meaningful groups in line with their diagnoses
and cognitive levels (AGG, BKA, CQV, CSW, EWK, GLB, GRP, RC and TMG).
The remaining WRP (KK) did not assign the individual to all needed groups
corresponding to his diagnoses, needs, and/or cognitive levels, or the
groups listed in the interventions were not listed in the individual’'s Mall
schedule.

NSH recently conducted a facility-wide review of WRPs and services
rendered including Mall group services. The charts reviewed following
the facility's exercise show good improvement in WRP process and Mall
alignment.

Compliance:
Partial.

Current recommendation:
Ensure that the requirements of this cell are consistently met.

cat

Treatment, rehabilitation and enrichment services
are monitored appropriately against rational,
operationally-defined target variables and revised
as appropriate in light of significant developments,
and the individual's progress, or lack thereof;

Current findings on previous recommendation:

Recommendation, January 2009:
Ensure that the newly developed process is fully implemented and
addresses all of the elements of this requirement.

114




Section C: Integrated Therapeutic and Rehabilitation Services Planning

Findings:
Using the DMH WRP Clinical Chart Auditing Form, NSH assessed its

compliance based on an average sample of 18% of the WRPs due each
month during the review period (December 2008 - May 2009):

11.

Treatment, rehabilitation and enrichment services are
monitored appropriately against rational,
operationally-defined target variables and revised as
appropriate in light of significant development, and
the individual’s progress, or lack thereof.(C.2.1)

53%

11.a

Each objective is observable, measurable and
behavioral.

47%

11b

All groups and individual therapies are linked
directly to the foci, objective and interventions
specified in the individual's WRP.

89%

11.c

There is a DMH PSR Mall Facilitator Monthly
Progress Note for each active treatment in the
individual's WRP.

17%

11d

If the individual has not made progress on an
objective in 2 months, the objective and/or
intervention is revised, or there is documentation
of clinically justifiable reasons for continuing with
the objective.

26%

1lle

If the individual has met the objective, a new
objective and related interventions have been
developed and implemented.

83%

Comparative data showed overall improvement in compliance since the
previous review period:
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Previous Current
period period

Mean compliance rate
11, | 5% | 53%
Compliance rate in last month of period
11, 2% 58%
1l.a 52% 73%
11b 95% 98%
11.c 13% 26%
11d 35% 10%
1le 67% 84%

A review of the WRPs for eight individuals found that five met the
elements of this requirement (DRB, DSY, GB, JEL and KEM) and the
remaining three (JAG, MAW and RN) were missing one or more elements
or did not satisfy the criteria for this recommendation.

To improve compliance, NSH plans to train Psychiatry staff to address
elements in this recommendation.

Compliance:
Partial.

Current recommendation:
Ensure that the process is fully implemented and addresses all of the
elements of this requirement.

C2.u

Individuals are educated regarding the purposes of
their treatment, rehabilitation and enrichment
services. They will be provided a copy of their
WRP when appropriate based on clinical judgment.

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:
e Provide information regarding number of groups offered, number of
individuals attending WRP education, the type of groups offered that
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provide this education and criteria used to determine target
individuals for each type.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

Findings:

NSH conducted a facility-wide WRP realignment in April 2009. As a
result, 219 individuals were scheduled for WRP Education groups at their
identified support level.

Number of the Recovery Education groups (with hours) offered
during the current and previous three Mall terms
Jul-Sep 2008 | Oct-Dec 2008 | Jan-Mar 2009 | Apr-Jun 2009
24 40 26 57

Facility data indicated that 50% of the individuals identified as needing
the WRP Education group were receiving the services. According to the

Mall Director, all individuals needing the group will be enrolled by July 31,
2009.

According to the Mall Director, 1200 personal Wellness Workbooks and
150 Personal Wellness Lesson Plans were distributed to all units.
Currently, nursing staff provide at least one Personal Wellness group in
each unit.

Compliance:
Partial

Current recommendations:

1. Provide information regarding humber of groups offered, number of
individuals attending WRP education, the type of groups offered that
provide this education and criteria used to determine target
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individuals for each type.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

C2v

Staff educates individuals about their medications,
the expected results, and the potential common
and/or serious side effects of medications, and
staff regularly asks individuals about common
and/or serious side effects they may experience.

Current findings on previous recommendations:

Recommendation 1, January 2009:
Develop and implement a mechanism to identify individuals in need of
medication education.

Findings:
NSH reported that it implemented the ASH Medication Education
Knowledge Assessment in July 2009.

Recommendation 2, January 2009:

Provide data regarding the target population and the number of WRP
education groups offered to these individuals. Include number of groups
per term, the hours offered and the number of individuals attending and
compare to the last review period.

Findings:

NSH reported that 556 individuals received medication education in the
April-June Mall term, compared to 299 individuals during the January-
March term. The facility did not provide the other data as requested.

Compliance:
Partial.

Current recommendation:

Provide data regarding the number of individuals identified at need for
medication education, the number individuals scheduled for medication
education, the number of groups offered and the number of hours
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offered. Provide comparative data from the previous to current review
period for each data element.

C2w

Interdisciplinary teams review, assess, and develop
positive clinical strategies to overcome individual's
barriers to participation in therapeutic and
rehabilitation services.

Current findings on previous recommendations:

Recommendations 1-3, January 2009:

e Implement process to provide key indicator data regarding
individuals’ non-adherence to interventions in the WRP.

e Provide information to demonstrate that NSH's current program to
motivate individuals addresses barriers tfowards individuals'
participation in their WRPs, including Mall groups.

e Provide data regarding:

a. All systematic methods of behavior change including Motivational
Interviewing,

b. Narrative Restructuring Therapy and other cognitive behavioral
interventions that are provided (with number of providers). The
number of individuals receiving these interventions; and

c. The number of individuals who trigger non-adherence to WRP in
the key indicators.

Findings:

NSH continues to have a high rate of non-adherence, reporting a total of
4613 incidents of non-adherence during this review period. NSH
continues to address individuals' non-adherence formally through
Motivational Interviewing and Narrative Restructuring Therapy (NRT)
and informally through the WRPTs. NSH added four more NRT-trained
therapists during this review period. The facility offers more than 70
Motivational Interviewing group sessions, and increased to 10 the number
of individuals receiving NRT therapy from four to 10 (B&, BR, DC, JC,
JM, KR, MP, PS, RP and RS) over the review period. Available pre- and
post-intervention data suggests that individuals receiving NRT benefited
from the services as evidenced through their self-evaluations and staff
ratings.
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Individual

Hope Scale Scores

Pre-NRT With NRT
BG 25 26
DC 23 22
PS 28 31
RP 20 26
Individual Mindfulness Attention Awareness Scale
Scores
Pre-NRT With NRT
BG 5.6 5.5
DC 3.9 45
PS 3.0 2.7
RP 34 3.3
.. URICA
Individual (Self-Assessment by the Individuals)
Pre-NRT With NRT
BG 6.3 7.8
DC 6.8 6.9
PS 8.3 115
RP 9.9 11.3
Individual URICA (Staff Assessment)
Pre-NRT With NRT
BG 4.8 7.8
DC 4.4 8.3
PS 111 9.9
RP 77 9.3
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As the data in the above tables indicate, four of the ten individuals had
post-intervention scores. The data show mixed changes in individuals’
self-assessments in the Hope Scale and the Mindfulness Attention
Awareness Scale. The improvement shown through the URICA is
consistent and shows a high correspondence between self and staff
ratings. NSH should strengthen the NRT therapy services through
continued fraining of its providers, as well as increase the number of
providers to benefit an even greater number of individuals.

This monitor observed one of the Motivational Interviewing Mall groups.
The groups assembled outside the By Choice Incentive Store. This was
the first meeting for this group. The individuals first exchanged their
By Choice points at the Incentive Store and then gathered as a group at
a table outside the Incentive Store. The group was facilitated by a
provider and a co-provider. The provider handled the session well,
dealing with non-participants and those who were attempting to leave the
session. When anyone walked away from the group, the co-provider went
with the individual and had them sit at a table nearby and conducted one-
on-one session, and in one case was able o refurn the individual to the

group.

Compliance:
Partial.

Current recommendations:

1. Implement process to provide key indicator data regarding
individuals' non-adherence to interventions in the WRP.

2. Provide information to demonstrate that NSH's current program to
motivate individuals addresses barriers towards individuals’
participation in their WRPs, including Mall groups.

3. Provide data regarding:

a. All systematic methods of behavior change including Motivational
Interviewing,
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b. Narrative Restructuring Therapy and other cognitive behavioral
interventions that are provided (with number of providers): The
number of individuals receiving these interventions; and

c. The number of individuals who trigger non-adherence o WRP in
the key indicators.
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D. Integrated Assessments

D

Each State hospital shall ensure that, consistent
with generally accepted professional standards of
care, each individual shall receive, promptly after
admission to each State hospital, an accurate and
comprehensive assessment of the conditions
responsible for the individual's admission, to the
degree possible given the obtainable information at
the time of admission. Thereafter, each individual
shall receive an accurate and comprehensive
reassessment of the reasons for the individual's
continued hospitalization whenever there has been
a significant change in the individual's status, or a
lack of expected improvement resulting from
clinically indicated treatment. The individual's
interdisciplinary team shall be responsible for
investigating the past and present medical, nursing,
psychiatric, and psychosocial factors bearing on
the individual's condition, and, when necessary, for
revising assessments and therapeutic and
rehabilitation plans in accordance with new
information that comes to light. Each State
hospital shall monitor, and promptly address
deficiencies in the quality and timeliness of such
assessmenfts.

Summary of Progress on Psychiatric Assessments and Diagnoses:

1.

NSH has achieved substantial compliance with EP requirements
regarding the Admission Psychiatric Assessments.

NSH has made significant progress in meeting EP requirements
regarding the Integrated and Inter-Unit Transfer Assessments.
NSH has made further improvements in the finalization of diagnoses
listed as Deferred, Rule Out or Not Otherwise Specified (NOS).
NSH has improved the timeliness of the psychiatric reassessments.
NSH has improved the content of the monthly psychiatric
reassessments.

NSH has developed and implemented objective and data-driven
processes of physician performance evaluation.

Summary of Progress on Psychological Assessments:
NSH has maintained substantial compliance in all areas of Psychological
Assessments since the last review.

Summary of Progress on Nursing Assessments:

1.

NSH has put considerable efforts into increasing the quality of the
Nursing Admission Assessments; these efforts have yielded
significant improvements in this area. The facility has also initiated
an ongoing work group consisting of a number of disciplines and
professionals to continue to improve the quality of the clinical
content of these assessments.

Overall, NSH has made significant improvement in all of the areas
regarding Admission and Integrated Assessments and should be able
to attain substantial compliance by the next review period.

Summary of Progress on Rehabilitation Therapy Assessments:

1.

The quality and timeliness of D.4 admission and focused assessments
have improved.
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2. Proactive mentoring has been initiated for therapists who have been
identified through the self-assessment auditing process as in need of
mentoring and fraining in specific areas.

Summary of Progress on Nutrition Assessments:
The quality and timeliness of D.5 Nutrition assessments have continued
to improve.

Summary of Progress on Social History Assessments:
NSH has achieved substantial compliance in all areas of Social History
Assessments since the last review.

Summary of Progress on Court Assessments:

NSH has maintained substantial compliance with the EP requirements
regarding court reports for individuals admitted under PC 1026 and PC
1370.
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1. Psychiatric Assessments and Diagnoses

Each State hospital shall provide all of the
individuals it serves with routine and emergency
psychiatric assessments and reassessments
consistent with generally accepted professional
standards of care; and,

Methodology:

Interviewed:

1. Barbara McDermott, PhD, Senior Psychologist Specialist

2. Katherine Warburton, DO, Chair, Forensic Review Panel

3. Patricia Tyler, MD, Acting Supervising Senior Psychiatrist
Reviewed:

1. The charts of the following 72 individuals: ALB, AP, BMD, BP, CB,

w

8.
9.

10.

11.

12

CKR, CRH, CS, DC, DC-2, DJ,DLT, DRM, DTS, EAS, EF, ENL, FS, GB,
GMW, HB, HJB, ILL, JA, JB, JC, JCH, JD, JDG, IM, KLH, LC, LG, LK,
LM, LS, MAG, MAW, MC, MDC, MG, MGA, MK, MP, MPC, MWP, NBP,
NH, NJ, NP, PG, PSR, RAH, RGV, RM, RRW, RS, RVT, SGS, SLH, SP,
SWH, TB, TPT, TR, TW, VDH, VF, VM, VP, WMD and ¥YS

DMH Admission Assessment: Psychiatry Section Instructions, revised
February 2009

DMH Admission Psychiatric Assessment Auditing Form

NSH Admission Psychiatric Assessment summary data (December
2008 to May 2009)

DMH Integrated Assessment: Psychiatry Section Instructions,
revised February 2009

DMH Integrated Assessment: Psychiatry Section Audit Form
Instructions, revised February 2009

NSH Integrated Psychiatric Assessment Auditing summary data
(December 2008 to May 2009)

DMH Monthly Psychiatry Progress Note template, revised May 2009
DMH Monthly PPN Audit Form, revised May 2009

DMH Monthly Physician Progress Note Audit Form Instructions,
revised May 2009

NSH Monthly PPN Auditing summary data (December 2008 to April
2009)

DMH Monthly PPN Auditing summary data (May 2009)
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13.

14.

15.

16.

17.

18.
19.

20.
21.

DMH Admission Medical Assessment Auditing Form, revised May
2009

DMH Admission Medical Assessment Auditing Form Instructions,
revised May 2009

NSH Medical Initial Admission Assessment Audit summary data
(December 2008 to May 2009)

NSH Weekly Physician Progress Note Audit summary data (December
2008 to May 2009)

NSH Physician Inter-Unit Transfer Note Audit summary data
(December 2008 to May 2009)

NSH Psychiatry Transfer Note template

NSH graph "Number of NSH individuals with unresolved diagnoses
more than 60 days after admission”

NSH Re-Privileging Process, June 30, 2009

Napa State Hospital Medical Staff Rules and Regulations #003,
Focused Professional Practice Evaluation Process

D.la

Each State hospital shall use the diagnostic
criteria in the most current Diagnostics and
Statistical Manual of Mental Disorders ("DSM")
for reaching the most accurate psychiatric
diagnoses.

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

Monitor this requirement using the DMH Admission Psychiatric
Assessment, DMH Integrated Assessment: Psychiatric Section and
Monthly Physician Progress Note auditing forms based on at least
20% samples.

Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

Findings:

NSH used the DMH Admission and Integrated Psychiatric Assessment
and Monthly Physician Progress Note Auditing Forms to assess compliance
for the review period (December 2008 - May 2009). The average
samples were 74% of admission assessments, 55% of integrated

126




Section D: Integrated Assessments

assessments and 15% of monthly notes on individuals who have been
hospitalized for more than 90 days. The following tables summarize the

data:

Admission Assessment

4.

\ Admission diagnosis is documented

| 99%

Comparative data indicated that the facility maintained compliance at or

above 90% from the previous review period.

Integrated Assessment

2.b Statements from the individual are included, if 100%
available.

2d Includes Diagnosis and medications given at previous 90%
facility are included

7. Includes diagnostic formulation 83%

8. Includes differential diagnosis 89%

9. Includes current psychiatric diagnoses 99%

Comparative data indicated maintenance of compliance at or greater than

90% from the previous review period for items 2.b and 9, and

improvement in compliance for the remaining items:

Previous Current
period period

Mean compliance rate
2.d 82% 90%
7. 53% 83%
8. 80% 89%
Compliance rate in last month of period
7. 47% 100%
8. 88% 100%
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NSH also used the Monthly Physician Progress Note Auditing Form to
assess compliance with this requirement. NSH revised the Monthly
Physician Progress Note Template and Auditing Form during this review
period to ensure clinical relevance and continue to meet all requirements
of the Enhancement Plan. Specific modifications are noted in each cell as
applicable.

From December 2008 to April 2009, the average sample size was 15% of
the monthly notes for individuals who had been hospitalized for more
than 90 days. The following tables summarize the data:

Monthly PPN
3b Current diagnoses (evidence is present to support 94%
changes, if applicable, Includes resolution of NOS,
deferred, and rule-out diagnoses, if applicable.)

Comparative data indicated improvement in compliance from 81% in the
previous review period.

NSH implemented the revised PPN Auditing Form in May 2009. This item
was revised to clarify the requirement for a discussion of unresolved
diagnoses. For May 2009, the sample size was 9% of the monthly notes
for individuals who had been hospitalized for more than 90 days. The
following table summarizes the data:

Monthly PPN - Revised
3. Timely and justifiable updates of diagnosis and | 90%
treatment, as clinically appropriate.
3.a The PPN includes the 5 Axis Diagnoses. 99%
3b The individual’s target symptoms are consistent 95%
with the diagnoses, and
3.c The PPN includes a discussion of diagnostic 77%
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questions that still require resolution including
deferred, R/O and NOS diagnoses.

Recommendation 3, January 2009:
Provide a summary outline of improvements in practice made as a result
of the facility's review of internal monitoring data.

Findings:
The following summarizes NSH's corrective actions:

1.

The facility began providing the results from all psychiatry audit
tools to the applicable Senior Psychiatrist for use during supervision
(April 2009).

The Acting Medical Director provided focused training to the
admission psychiatrists for all audit items with compliance rates less
than 90%.

The Acting Medical Director aligned staff strengths with specific
positions.

The Acting Medical Director provided training on finalizing deferred,
NOS and R/0O diagnoses and monitored outcomes following the
training.

The facility identified a knowledge barrier to electronically changing
diagnoses and provided education to psychiatrists.

NSH assigned two neuropsychologists to review the charts of all
individuals diaghosed with Cognitive Disorder, NOS and to mentor
the WRPTs based on the review.

Other findings:

Overall, this monitor found significant improvement in the implementation
of EP requirements regarding the admission psychiatric and integrated
psychiatric assessments (see D.1.c.ii, D.1.c.iii and D.1.f) and the
finalization of psychiatric diagnoses, as clinically indicated (see D.1.d.i).
These requirements are relevant to this cell.
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Compliance:
Partial; substantial compliance in this cell is dependent on compliance with
D.1.c.ii, D.1.d.i and D.1.f.

Current recommendations:

1. Continue to monitor this requirement using the DMH Admission
Psychiatric Assessment, DMH Integrated Assessment: Psychiatric
Section and DMH Monthly Physician Progress Note Auditing Forms
based on at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period.

3. Provide a summary outline of improvements in practice made as a
result of the facility's review of internal monitoring data.

D.1b Each State hospital shall ensure that all Please see sub-cells for compliance findings.
psychiatrists responsible for performing or
reviewing psychiatric assessments:

D.Lb.i are certified by the American Board of Current findings on previous recommendations:

Psychiatry and Neurology (*ABPN") or have
successfully completed at least three years of
psychiatry residency training in an
Accreditation Counsel for Graduate Medical
Education accreditation program, and

Recommendation 1, January 2009:
Continue current practice.

Findings:

NSH reported that all psychiatrists are either board-certified (53%) or
board-eligible (47%), which is consistent with the previous review (57%
and 43% respectively).

Recommendation 2, January 2009:
Provide the number of allocated and filled FTEs relevant to this
indicator.
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Findings:

Please refer to the staffing table in the introduction for data on
budgeted, filled and vacant staff psychiatrist and senior psychiatrist
positions. The facility's report on the number of filled positions (with
each psychiatrist counted as one FTE, even if a psychiatrist provided
services greater than one FTE) is summarized below:

Psychiatric positions Previous Period Current Period
FTE Psychiatrists 70 79
FTE Psychiatrists
providing direct care 59 68
Compliance:
Substantial.

Current recommendations:
Continue current practice.

D.Lb.ii

Are verifiably competent (as defined by
privileging at initial appointment and
thereafter by reprivileging for continued
appointment) in performing psychiatric
assessments consistent with each State
Hospital's standard diagnostic protocols.

Current findings on previous recommendation:

Recommendation, January 2009:
Specify and describe the indicators and process used in the current
reprivileging system.

Findings:

NSH reported that it began utilizing the following indicators of
performance in the process of reprivileging psychiatrists as of June 30,
2009:

1. Aggregate compliance data (for the previous six months) on
Admission Assessment, Integrated Assessment and Monthly Progress
Note Audits;
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2. Clinician-specific psychopharmacologic practice as evidenced by
medication variances, adverse drug reactions due to prescribing
errors and adherence to established polices;

3. Professionalism as measured by courteous treatment of other staff;
and

4. Attendance at required Medical Staff Committee meetings as well as
department meetings.

If properly implemented, this process is sufficient to meet this
requirement.

Compliance:
Partial; substantial compliance is dependent on implementation of the
above-described process.

Current recommendation:
Provide a summary of the status of implementation of the above-
described process.

D.lc

Each State hospital shall ensure that:

Please see sub-cells for compliance findings.

D.lc.i

Within 24 hours of an individual's admission to
each State hospital, the individual receives an
Admission Medical Assessment that includes:

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

¢ Finalize and implement the DMH Initial Medical Examination Auditing
Form and Instructions for use across facilities.

e Ensure consistent implementation of the DMH's newly revised
template for the admission medical assessment.

Findings:
NSH reported that the DMH Initial Medical Examination Auditing Form
and Instructions were revised in May 2009 and implemented at NSH in
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June 2009.

Recommendation 3, January 2009:

Ensure that all admission medical assessments that are not completed by
the physicians and surgeons are reviewed and cosigned by these
physicians.

Findings:
NSH reported 80% compliance with this requirement in May 2009.
Additionally, see Other Findings below.

Recommendations 4 and 5, January 2009:

e Continue to monitor completeness of the admission medical
examination within the specified time frame and follow-up regarding
incomplete items on the examination, based on at least a 20% sample.

¢ Provide data analysis that evaluates and delineates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

Findings:

Using the NSH Medical Initial Admission Assessment Audit, NSH
assessed its compliance with the requirements of D.1.c.i.1 through
D.1.c.1.5 based on an average sample of 80% of admissions each month
during the review period (December 2008 - May 2009):

Initial Medical Assessment

1. Completed within 24 hrs. 96%

5. Rectal exams refer to Physician &Surgeon/NP if 99%
deferred /refused.

Comparative data indicated that NSH maintained compliance at or above
90% from the previous review period.
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Other findings:

A review of the charts of 10 individuals admitted during this review
period found substantial compliance in five charts (CB, FS, JDG, IJM and
S6S) and partial compliance in five (CS, DTS, HIB, JD and VP). In order
to achieve substantial compliance with this requirement, the facility
needs to correct some deficiencies that were noted in the following
areas:

1. Review and counter-signature by physicians and surgeons of all
admission assessments that were completed by nurse practitioners
(VP);

2. Completion of the neurological examination, including a comment on
presence or absence of pathological reflexes (HJB):

3. Genital examinations (DTS and JD) and

4. Atftention by physicians and surgeons fo problems identified in the
diagnostic impressions section that required medical follow-up (CS).

Compliance:
Partial; improved compared to last review.

Current recommendations:

1. Continue to monitor this requirement using the DMH Initial Medical
Examination Auditing Form based on at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period.

3. Provide a summary outline of improvements in practice made as a
result of the facility's review of internal monitoring data.

D.lc.il a review of systems; 99%; comparative data indicated maintenance of compliance at or greater
than 90% from the previous review period.
D.l.c.i.2 medical history; 99%. comparative data indicated maintenance of compliance at or greater
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than 90% from the previous review period.

D.1.c.i.3 physical examination; 99%; comparative data indicated maintenance of compliance at or greater
than 90% from the previous review period.

D.lc.i4 diagnostic impressions; and 99%; comparative data indicated maintenance of compliance at or greater
than 90% from the previous review period.

D.lc.ib management of acute medical conditions 99%. comparative data indicated maintenance of compliance at or greater
than 90% from the previous review period.

D.1.c.ii within 24 hours of an individual's admission fo | Current findings on previous recommendations:

each State hospital, the individual receives an
Admission Psychiatric Assessment that
includes:

Recommendations 1, 2 and 3, January 2009:

e Monitor this requirement using the DMH Admission Psychiatric
Assessment Auditing Form based on at least a 20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

e Provide a summary outline of improvements in practice made as a
result of review by the facility of internal monitoring data.

Findings:

Using the DMH Admission Psychiatric Assessment Audit, NSH assessed
its compliance based on an average sample of 74% of admissions each
month during the review period (December 2008 - May 2009). Mean
compliance was maintained at 100% from the previous review period.

The mean compliance rates for the requirements in D.1.c.ii.2 through
D.l.c.ii.6 are listed for each corresponding cell below. The comparative
data are listed, as appropriate.
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Other findings:

NSH has refined its admission violence risk assessment using the
additional tool of Classification of Violence Risk (COVR). This tool
comports with current generally accepted standards in risk assessment.
This monitor reviewed this mechanism in a meeting with the facility's
Director of Forensic Psychiatry (Dr. Katherine Warburton) and a
research psychologist affiliated with the forensic program (Dr. Barbara
McDermott). During this review period, NSH used this tool to screen all
individuals in the admissions suite as early as possible (prior to completion
of the admission psychiatric assessment). This process has improved the
timeliness of the risk assessment and the identification of individuals at
risk using a standardized system of rating degree the risk.

A review of the charts of 10 individuals found substantial compliance in
nine charts (CB, CS, DTS, FS, HIB, JD, JDG, IM and SGS) and partial
compliance in one (VP). In order to maintain substantial compliance with
this requirement, the facility needs to correct the occasional deficiency
that was noted in providing specific information when referring to the
presence of hallucinations and delusions in the mental status examination
(VP).

Compliance:
Substantial.

Current recommendations:

1. Monitor this requirement using the DMH Admission Psychiatric
Assessment Auditing Form based on at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period.

3. Provide a summary outline of improvements in practice made as a
result of the facility's review of internal monitoring data.

136




Section D: Integrated Assessments

D.lc.ii.l psychiatric history, including a review of 96%; comparative data indicated improvement in compliance from 81% in
presenting symptoms; the previous review period.

D.1.c.i.2 complete mental status examination; 99%; comparative data indicated maintenance of compliance at or greater
than 90% from the previous review period.

D.1.c.ii.3 admission diagnoses; 99%; comparative data indicated maintenance of compliance at or greater
than 90% from the previous review period.

D.lc.ii4 completed AIMS; 99%. comparative data indicated maintenance of compliance at or greater
than 90% from the previous review period.

D.l.c.i.b laboratory tests ordered; 100%; comparative data indicated maintenance of compliance at or
greater than 90% from the previous review period.

D.l.c.ii.6 consultations ordered; and 96%; comparative data indicated maintenance of compliance at or greater
than 90% from the previous review period.

D.lc.i.7 plan of care. 94%; comparative data indicated improvement in compliance from 76% in
the previous review period.

D.1.c.iii within 7 days (60/72 hrs) of an individual's Current findings on previous recommendations:

admission to each State hospital, the individual
receives an Integrated Psychiatric Assessment
that includes:

Recommendation 1, January 2009:

Provide fraining to WRPT members regarding the proper formulation of
individuals’ strengths. The training should focus on identifying attributes
of the individuals that could be utilized in WRP.

Findings:

The facility reported that the WRP master trainer and the Acting
Medical Director provided trainings to WRPT members on the formulation
of individuals’ strengths.
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Recommendations 2-4, January 2009:

e Monitor this requirement using the DMH Integrated Assessment:
Psychiatric Section auditing form based on at least a 20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

¢ Provide a summary outline of improvements in practice made as a
result of review by the facility of internal monitoring data.

Findings:

Using the DMH Integrated Assessment Psychiatry Section Audit, NSH
assessed its compliance based on an average sample of 55% of Integrated
Assessments due each month during the review period (December 2008 -
May 2009). Mean compliance was reported at 96%; comparative data
indicated maintenance of compliance at or greater than 90% from the
previous review period.

The mean compliance rates for the remaining requirements in D.1.c.iii are
listed in each corresponding cell below. Comparative data are listed, as
appropriate.

Other findings:

A review of the charts of 10 individuals found substantial compliance in
six (CB, DTS, FS, HIB, SGS and VP) and partial compliance in four (CS,
JD, JDG and JM). In order to achieve substantial compliance with this
requirement, the facility needs to correct deficiencies in the following
areas:

1. Assessment of current suicidal ideations, intent and/or plan as part
of the mental status examination or the suicide risk assessment (JDG
and JM) and

2. Follow-up to complete the mini-mental status examination for
individuals with suspected cognitive impairment (CS and JD).
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Compliance:
Partial; improved compared to the last review.

Current recommendations:

1. Monitor this requirement using the DMH Integrated Assessment:
Psychiatric Section auditing form based on at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period.

3. Provide a summary outline of improvements in practice made as a
result of review by the facility of internal monitoring data.

D.1.c.iii. psychiatric history, including a review of 95%. comparative data indicated improvement in compliance from 66% in

1 present and past history: the previous review period.

D.1.c.iii. psychosocial history; 96%; comparative data indicated improvement in compliance from 68% in

2 the previous review period.

D.1.c.iii. mental status examination; 99%; comparative data indicated improvement in compliance from 79% in

3 the previous review period.

D.1.c.iii. strengths; 99%; comparative data indicated maintenance of compliance at or greater

4 than 90% from the previous review period.

D.1.c.iii. psychiatric risk factors; 96%; comparative data indicated improvement in compliance from 47% in

5 the previous review period.

D.1.c.iii. diagnostic formulation; 86%, compared to 53% in the previous review period. The compliance

6 rate in the last month of this review period was 100% compared to 47% in
the last month of the previous review period.

D.1.c.iii. differential diagnosis; 89%, compared to 80% in the previous review period. The compliance
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7 rate in the last month of this review period was 100% compared to 887% in
the last month of the previous review period.

D.1.c.iii. current psychiatric diagnoses:; 99%; comparative data indicated maintenance of compliance at or greater

8 than 90% from the previous review period.

D.1.c.iii. psychopharmacology treatment plan; and 91%; comparative data indicated improvement in compliance from 50% in

9 the previous review period

D.1.c.iii. management of identified risks. 99%. comparative data indicated improvement in compliance from 84% in

10 the previous review period.

D.1d Each State hospital shall ensure that: Please see sub-cells for compliance findings.

D.1.d.i Clinically justifiable diagnoses are provided for | Current findings on previous recommendations:

each individual, and all diagnoses that cannot
be clinically justified for an individual are
discontinued nho later than the next review;

Recommendation 1, January 2009:

Provide documentation of CME training of psychiatry staff in the
assessment of cognitive and other neuropsychiatric disorders, including
dates and titles of courses and names of instructors and their
affiliations.

Findings:

NSH provided medical education programs for its staff on a variety of
topics. The following is a summary of medication education programs
specific to assessment of cognitive and other neuropsychiatric disorders:

Speaker/
Date Title affiliations Attendees
1/7/09 | Clinical Symptoms Journal Club MD -5,
Responses to Atypical PhD -1
Antipsychotic Meds in
Alzheimer's Disease, Part 1

140




Section D: Integrated Assessments

1/21/09 | Neuropsychiatric William Ellis, MD - 4,
Disorders I MD PhD - 3

uchb
1/28/09 | Clinical Symptoms Journal Club MD - 8,
Responses to Atypical PhD - 3

Antipsychotic Meds in
Alzheimer's Disease, Part 2

3/18/09 | Neuropsychiatric William Ellis, MD - 3,
Disorders IT MD PhD - 2

ucb
4/15/09 | Neuropsychiatric William Ellis, MD -7,
Disorders III MD PhD -5

ucD
5/6/09 | Muscarinic Agonists for Journal Club MD -5,
the Treatment of Cognition PhD-0

in Schizophrenia

Recommendation 2, January 2009:
Develop and implement corrective actions to address the deficiencies in
finalization of diagnoses listed as R/O and/or NOS.

Findings:
The facility's corrective actions are summarized in D.l.a.

Recommendation 3, January 2009:
Same as in D.l.a.

Findings:
Same as in D.l.a.

Other findings:
This monitor reviewed the charts of 14 individuals with documented
unspecified diagnoses for three or more months during this review
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period. The following table outlines these reviews:

Tnitials | Diagnosis

DC Psychotic Disorder, NOS

DRM Depressive Disorder, NOS and Schizophrenia, Paranoid
Type

EF Psychotic Disorder, NOS

ENL Dementia, NOS

JA Cognitive Disorder, NOS

KLH Dementia, NOS

MK Cognitive Disorder, NOS

MWP Mood Disorder, NOS

NBP Mood Disorder, NOS and Cognitive Disorder, NOS

RGV Personality Disorder Aggressive Type Due To Head

Trauma, Mood Disorder With Depressive Symptoms Due
To Head Injury and Cognitive Disorder, NOS

SLH Depressive Disorder, NOS and Schizophrenia, Paranoid
Type

TB Psychotic Disorder, NOS and Mood Disorder, NOS

VDH Cognitive Disorder, NOS

VF Psychotic Disorder, NOS and Cognitive Disorder, NOS

The review found substantial compliance in 11 charts (DC, DRM, EF, ENL,
JA, KLH, MWP, NBP, RGV, SLH, and VDH), partial compliance in two (MK
and VF) and noncompliance in one (TB).

In general, there was evidence that the facility has made progress in
addressing the previously reported deficiencies in the following areas:

1. Efforts to finalize the diagnosis (documented in the WRP and/or
psychiatric progress notes), as clinically indicated (in general);
2. Appropriate workup (documented in the WRP and/or psychiatric
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5.

progress notes) for individuals diagnosed with Dementia, NOS (ENL
and KLH) and Psychotic Disorder, NOS (DC);

Tracking of cognitive impairments using the mini-mental status
examination (and documentation of this tracking in the psychiatric
progress notes) for individuals diagnosed with Cognitive Disorder,
NOS (JA, NBP and VDH);

Focused cognitive assessment, provided by the Psychology
Department, to confirm diagnosis of Cognitive Disorder, NOS (JA,
MK, NBP and VDH); and

Appropriate match of medications and diagnosis (in general).

The facility's data showed a significant decrease, compared fo the
previous review, in the overall number of individuals with an Axis I
diagnosis that was unresolved 60 or more days following hospitalization.
The following is an illustration:

Diagnostic category

Previous Period

Current Period

Rule Out 33 15
Deferred 82 24
NOS 243 120

In order to achieve substantial compliance with this requirement, the
facility needs to continue current efforts to finalize and justify
diagnosis, as clinically appropriate.

Compliance:
Partial; improved to the last review.

Current recommendations:

1.

Increase attendance and provide documentation of continuing medical
education to psychiatry staff to improve competency in the
assessment of cognitive and other neuropsychiatric disorders.
Provide data regarding the title of each program, the speakers and
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affiliation and the number and disciplines of attendees.

2. Provide comparative data regarding the average number of individuals
who have had diagnoses listed as Deferred, NOS and/or R/O for
three or more months during the review period compared with the

last period.
D.1.d.ii The documented justification of the diagnoses | Current findings on previous recommendation:
is in accord with the criteria contained in the
most current DSM (as per DSM-IV-TR Recommendation, January 2009:
Checklist); Same as in D.l.aand D.1.d.i.
Findings:
Same as in D.1.a and D.1.d.i.
Compliance:
Partial; improved compared to the last review.
Current recommendation:
Same as in D.l.aand D.1.d.i.
D.1.d.iii Differential diagnoses, "deferred,” or "rule- Current findings on previous recommendation:

out” diagnoses, and diagnoses listed as "NOS"
("Not Otherwise Specified") are timely
addressed (i.e., within 60 days), through
clinically appropriate assessments, and
resolved in a clinically justifiable manner; and

Recommendation, January 2009:
Same as in D.1.a and D.1.d.i.

Findings:
Same as in D.1.a and D.1.d.i.

Compliance:
Partial; improved compared to the last review.

Current recommendation:
Same as in D.l.aand D.1.d.i.
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D.1d.iv

"no diagnosis” is clinically justified and
documented.

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current practice.

Findings:

This monitor reviewed the charts of all three individuals who were
identified by the facility as having received "no diagnosis” on Axis I
during this review period. The review found appropriate justification for
this practice in the chart of the only individual who still had no Axis T
diagnosis (YS). In the other two individuals (NH and RRW), an Axis T
diagnosis was established and documented.

Compliance:
Substantial.

Current recommendation:
Continue to review the charts of all individuals who have received "No
Diagnosis” on Axis I to determine clinical justification.

D.le

Each State hospital shall ensure that psychiatric
reassessments are conducted at a frequency that
reflects the individual's clinical needs. At a
minimum the reassessments are completed weekly
for the first 60 days on the admissions units and
monthly on other units.

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

¢ Monitor this requirement using the DMH Weekly Physician Progress
Note and DMH Psychiatry Monthly PPN Auditing Forms based on at
least a 20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

Findings:
Using the DMH Weekly Physician Progress Note (PPN) Audit, NSH
assessed its compliance based on an average sample of 56% of individuals
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with length of stay less than 60 days during the review period (December
2008 - May 2009):

1. The reassessments are completed weekly for the first | 86%
60 days on the admission units:
la There is a note present every seven days from the | 82%

date of admission, with the understanding that the
Integrated Assessment: Psychiatry Section can
serve as the first weekly note.

1b The note must contain the subjective complaint, 99%
objective findings, assessment and plan of care

Comparative data indicated improvement in compliance from the previous
review period:

Previous Current
period period

Mean compliance rate
1. | 61% | 86%
Compliance rate in last month of period
1. 42% 90%
la 46% 80%
1b 92% 100%

NSH also used the DMH Monthly PPN Audit to assess compliance. The
average sample was 14% of individuals who had been hospitalized for 90
days or more. The mean compliance rate for this requirement for this
review period was 100%. Comparative data indicated maintenance of
compliance greater than 90% from the previous review period.

Recommendation 3, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.
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Findings:

NSH reported that in May 2009, it began sending psychiatrists
reminders to complete weekly progress notes through the NSH Physician
Ordering System log-on system.

Other findings:

This monitor reviewed the charts of 10 individuals to assess the
timeliness of the notes written during the first 60 days of
hospitalization. The review found substantial compliance in eight charts
(CB,DTS, FS, HIB, JDG, JM, SGS and VP), partial compliance in one (JD)
and noncompliance in one (CS).

This monitor also reviewed the charts of 15 individuals (CKR, CS, EAS,
ILL, MAG, MDC, MGA, MPC, PG, RAH, RVT, SWH, TPT, TR and TW) to
assess the timeliness of the monthly psychiatric reassessments for
individuals hospitalized for 90 or more days. This review found
substantial compliance in 12 charts (CKR, EAS, MAG, MDC, MGA, MPC, PG,
RVT, SWH, TPT, TR and TW) and partial compliance in three (CS, ILL and
RAH).

Compliance:
Partial; improved compared to the last review.

Current recommendations:

1. Monitor this requirement using the DMH Weekly Physician Progress
Note and DMH Psychiatry Monthly PPN Auditing Forms based on at
least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period.

3. Provide a summary outline of improvements in practice made as a
result of review by the facility of internal monitoring data.
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D.L.f

Each State hospital shall ensure that psychiatric
reassessments are documented in progress notes
that address the following:

Current findings on previous recommendations:

Recommendation 1, January 2009:

Streamline and simplify the current template for the documentation of
psychiatric reassessments to ensure adequate focus on relevant
developments in individuals’ status.

Findings:

NSH revised the Monthly Physician Progress Note Template and Auditing
Form during this review period. Specific modifications are noted in each
cell below as applicable. NSH implemented the revised PPN Auditing
Form in May 2009.

Recommendations 2 and 3, January 2009:

¢ Monitor this requirement using the DMH Psychiatry Monthly PPN
Auditing Form based on at least a 20% sample.

¢ Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

Findings:

NSH used the DMH Monthly PPN Audit (from December 2008 to April
2009) to assess compliance, based on an average sample of 15% of
individuals who had been hospitalized for 90 days or more. NSH
implemented the revised PPN Auditing Form in May 2009 with a sample
size of 9%. The mean compliance rates for the requirements in D.1.f.i to
D.1.f.vii are entered for each corresponding cell below.

Recommendation 4, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.
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Findings:
NSH reported that it provided training for all psychiatrists in April 2009
to clarify and resolve deficiencies in PPNs.

Other findings:

This monitor reviewed the charts of 32 individuals (AP, BMD, CKR, CRH,
CS,DJ,DLT,EAS, GMW, ILL, JB, JC, JCH, LK, LM, MAG, MC, MDC, MG,
MGA, MP, MPC, NJ, PG, RAH, RVT, SWH, TB, TPT, TR, TW and VM). The
reviews focused on the quality of psychiatric reassessments as
documented in monthly progress notes. The review found further
improvement in the implementation of the facility's template for the
monthly notes and in the content of the reassessments. Examples of
adequate documentation were found in the charts of CKR, EAS, MAG,
MDC, MGA, MPC, PG, RVT, SWH, TPT, TR and TW. However, to achieve
substantial compliance with this requirement, the facility needs to
correct a persistent pattern of deficiencies in some charts as follows:

1. The documentation of current relevant laboratory findings did not
address changes in laboratory findings (and associated risks) for the
individual (see Other Findings in F.1.d);

2. The laboratory monitoring for the risk of tfreatment was incomplete in
some cases (see Other Findings in F.1.d.); and

3. The documentation of drug side effects and, consequently, of risks
and benefits of treatment was mostly a generic rehash of the
theoretical side effects of medications while ignoring some actual and
significant occurrences of side effects in some individuals.

In addition, this monitor reviewed the charts of six individuals who
experienced the use of seclusion and/or restraint during the review
period (ALB, DC-2, GB, LC, LG and MAW) to assess the use of PRN/Stat
medications prior to seclusion and/or restraint (as documented in the
orders and progress notes). This review was also relevant to the
requirements in D.1.f.vi and F.1.b.
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The review found some improvement in the following areas:

1.

Documentation in the progress notes of the appropriateness and
efficacy of the PRN regimen and of timely adjustments of regular
treatment following the repeated use of PRN medications; and
Development and implementation of adequate behavioral guidelines
for some individuals who were refractory to current medication
trials.

However, the review found the following deficiencies:

1.

There was no documentation of a face-to-face assessment by the
psychiatrist within one hour of the use of seclusion and/or restraint.
While the current format of the Physician Progress Note required
this evaluation, most of the evaluations were basically a reiteration of
the reason for the restrictive intervention without an assessment of
the current status of the individual;

There was no documentation of a face-to-face assessment by the
psychiatrist within 24 hours of the administration of Stat
medications to address the circumstances of use and diagnostic
and/or treatment implications;

Some individuals received multiple different Stat medications
simultaneous with the use of restraint. This practice appeared to
represent excessive and unjustified use of restrictive interventions;
and

Some PRN medications were prescribed for generic behavioral
indications.

Compliance:
Partial; improved compared to the last review.
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Current

recommendations:

1. Monitor this requirement using the DMH Psychiatry Monthly PPN
Auditing Form based on at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period.

3. Provide a summary outline of improvements in practice made as a

resul

t of review by the facility of internal monitoring data.

D.1f.i significant developments in the individual's
clinical status and of appropriate psychiatric 2. Progress notes address changes /developments in the 96%
follow up; individual’s clinical status with appropriate psychiatric
follow-up including identified target symptoms
The facility reported an improvement in mean compliance rate to 96%
compared to 60% during the previous review.
NSH implemented the revised PPN Auditing Form in May 2009. The sub-
indicators of this item were revised to reorganize the structure of the
PPN and further refine the requirements of the assessment of this
information. The following table summarizes the data:
Revised
2. Significant developments in the individual's clinical 92%
status and of appropriate psychiatric follow-up
reassessments are completed monthly on other (than
admission) units.
D.1f.ii Timely and justifiable updates of diagnosis and
treatment, as clinically appropriate; 3. Timely and justifiable updates of diagnoses/ 84%
treatment as clinically appropriate.
3.a The MMSE is completed and documented in the 74%
progress note.
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3b The current diagnosis includes resolution of NOS, 94%
deferred, and rule out diagnoses, if applicable.

Comparative data indicated improvement in compliance from the previous
review period:

Previous Current
period period

Mean compliance rate
3. | 43% | 84%
Compliance rate in last month of period
3. 58% 83%
3.a 59% 74%
3b 91% 92%

NSH implemented the revised PPN Auditing Form in May 2009. The sub-
indicators of this item were revised to emphasize the necessary
components for accurate diagnosis and to clarify the requirement for a
discussion of unresolved diagnoses. The following table summarizes the

data:
Revised
3. Timely and justifiable updates of diagnoses/ 97%
treatment as clinically appropriate.

3.a The 5 Axis Diagnosis 98%

3b The individual’s target symptoms are consistent 95%
with the diagnosis.

3.c A discussion of diagnostic questions that still 77%
require resolution including deferred, r/o and NOS
diagnoses.
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D.1.f.iii Analyses of risks and benefits of chosen
treatment interventions; 4. Analyses of risks and benefits of chosen treatment 91%
interventions

Comparative data indicated improvement in compliance from 64% in the
previous review period.

NSH implemented the revised PPN Auditing Form in May 2009. The
number of this item changed and the content was modified fo increase
the specificity of requirements for analyzing the risks and benefits of
pharmacological treatment. The following table summarizes the data:

Revised
5. Responses to and side effects of prescribed 96%
medications, with particular attention to risks
associated with the use of benzodiazepines,
anticholinergic medications, polypharmacy (use of
multiple drugs to address the same condition), and
conventional and atypical antipsychotic medications.

D.1f.iv Assessment of, and attention to, high-risk
behaviors (e.g., assaults, self-harm, falls) B. Assessment of, and attention to, high-risk behaviors 90%
including appropriate and timely monitoring of (assaults, self-harm, falls) including appropriate and
individuals and interventions to reduce risks; timely monitoring of individuals and interventions to
reduce risks

Comparative data indicated improvement in compliance from 70% in the
previous review period.

NSH implemented the revised PPN Auditing Form in May 2009. The
number of this item changed and the content of the sub-items was
modified to increase the focus on high risk behaviors. The following
table summarizes the data:
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Revised
4, Assessment of, and attention to, high-risk behaviors 80%
(assaults, self-harm, falls) including appropriate and
timely monitoring of individuals and interventions to
reduce risks
4.a The individual’s high risk behaviors 86%
4b The frequency of high risk behaviors during the 78%
past month
4.c Precautions and treatments instituted or planned 79%
to minimize those risks
4d The effectiveness of precautions taken 77%

NSH indicated that is has implemented additional training and mentoring

related to the revised requirements for this area.

D.1.fv

Responses to and side effects of prescribed
medications, with particular attention to risks
associated with the use of benzodiazepines,
anticholinergic medications, polypharmacy (use
of multiple drugs to address the same
condition), and conventional and atypical
antipsychotic medications;

6. Responses to and side effects of prescribed
medications, with particular attention to risks
associated with the use of benzodiazepines,
anticholinergic medications, polypharmacy (use of
multiple drugs to address the same condition), and

conventional and atypical antipsychotic medications

90%

Comparative data indicated improvement in compliance from 54% in the

previous review period.

NSH implemented the revised PPN Auditing Form in May 2009. The
number of this item changed and the content was modified to decrease
redundancy with other audit fools and increase alignment with the EP

requirement. The following table summarizes the data:
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Revised

5d

Justify/explain the use of medications that pose
elevated risks and/or are causing side effects
including, if applicable, an analysis of risks and
benefits of the following: benzodiazepines,
anticholinergics, polypharmacy, conventional and
atypical antipsychotics and other psychiatric
medications.

95%

D.1.fvi

Timely review of the use of "pro re nata” or
"as-needed" ("PRN") and "Stat" (i.e., emergency
psychoactive) medications and adjustment of
regular treatment, as indicated, based on such
use; and

Timely review of the use of "pro re nata” or "as-
needed” ("PRN”) and "Stat” (i.e., emergency
psychoactive) medications and adjustment of regular
treatment, as indicated, based on such use

75%

7.a

Describes the rationale/specific indications for all
PRN orders.

86%

7.b

Reviews the PRNs and Stats during the interval
period.

81%

7.c

Discusses use of PRN/Stat as indicated to reduce
the risk of restrictive interventions.

66%

7d

Describes modification of regularly scheduled
medication regimen based on the use of PRN/Stat
medications.

68%

Comparative data indicated improvement in mean compliance from the

previous review period:
Previous Current
period period
Mean compliance rate
7. | 59% | 75%
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Previous Current
period period
Compliance rate in last month of period
7. 71% 69%
7.a 85% 89%
7.b 79% 70%
7.c 66% 61%
7d 63% 58%

NSH implemented the revised PPN Auditing Form in May 2009. The
number of this item changed and the sub-items were removed to increase
focus on the EP requirement. The following table summarizes the data:

Revised
6. Timely review of the use of "pro re nata” or "as- 94%
needed” ("PRN”) and "Stat” (i.e., emergency
psychoactive) medications and adjustment of regular
treatment, as indicated, based on such use.
D.1.f.ii Verification in a clinically justifiable manner,
that psychiatric and behavioral treatments are | | 8. Verification in a clinically justifiable manner, that 83%
properly integrated. The psychiatrist shall psychiatric and behavioral treatments are properly
review the positive behavior support plan prior integrated.
to implementation fo ensure consistency with 8.a There is a description in the note of the response 92%
psychiatric formulation, document evidence of to non-pharmacologic treatment.
regular exchange of data or information with 8.b If applicable, there is documentation to support 76%
psychologists regarding differentiation of that the psychiatrist reviewed the PBS plan prior
learned behaviors and behaviors targeted for to implementation to ensure consistency with
psychopharmacological treatments, and psychiatric formulation.
document evidence of integration of 8.c There is documentation to support evidence of 74%
freatments. reqular exchange of data or information with

156




Section D: Integrated Assessments

psychologists regarding differentiation of learned
behaviors and behaviors targeted for
psychopharmacologic treatments, and document
evidence of integration of treatments.

8.d There is modification, as clinically appropriate, of
diagnosis and/or pharmacological treatment based
on above reviews/assessments.

88%

Comparative data indicated improvement in compliance since the previous

review period:

Previous Current
period period

Mean compliance rate
8. | 74% | 83%
Compliance rate in last month of period
8. 72% 83%
8.a 86% 94%
8.b 59% 82%
8.c 46% 64%
8.d 67% 88%

NSH implemented the revised PPN Auditing Form in May 2009.

The

number of this item changed and the sub-items were modified to increase
the expectation for clinical specificity within the PPN. The following

table summarizes the data:

7. Verification in a clinically justifiable manner, that
psychiatric and behavioral treatments are properly
integrated. The psychiatrist shall review the positive
support plans prior to implementation to ensure

consistency with psychiatric formulation, document

81%
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evidence of regular exchange of data or information
with psychologists regarding differentiation of
learned behaviors and behaviors targeted for
psychopharmacological treatments, and document
evidence of integration of treatments.

7.a Behavioral guidelines/PBS plans, if applicable 93%
including the key strategies being employed.

7.b At least one example of implications of psychiatric | 81%
status to PSR mall group goals, participation and
type of group.

7.c Other therapies such as individual therapy 88%

When individuals are transferred between
treatment teams, a psychiatric transfer note shall
be completed addressing: review of medical and
psychiatric course of hospitalization, including
medication trials; current target symptoms;
psychiatric risk assessment; current barriers to
discharge; and anticipated benefits of transfer.

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

e Monitor this requirement using the DMH Physician Inter-Unit
Transfer Note Auditing Form based on at least a 20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

Findings:

NSH used the DMH Physician Inter-Unit Transfer Note Audit to assess
compliance. The average sample was 66% of the individuals who
experienced inter-unit tfransfer per month during the review period
(December 2008 - May 2009). An overall compliance rate was added to
the data analysis during this review period:

1. Psychiatric course of hospitalization, 88%
2. Medlical course of hospitalization, 90%
3. Current target symptoms, 95%
4. Psychiatric risk assessment, 85%
5. Current barriers to discharge, 86%
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6. Anticipated benefits of transter. 90%

Overall Compliance Rate 89%

Comparative data indicated improvement in mean compliance since the
previous review period:

Previous Current
period period

Mean compliance rate
1. 57% 88%
2. 69% 90%
3. 78% 95%
4. 56 % 85%
5. 62% 86%
6. 67% 90%
Compliance rate in last month of period
1. 68% 87%
4. 64% 85%
5. 87% 76%

Recommendation 3, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:
The facility's corrective actions are summarized below:

1.

NSH reported that the Clinical Administrator and Acting Medical
Director implemented a process in which no individual could be
transferred for behavioral problems without having a behavioral plan.
The facility reported that during the review period, there were no
transfers for behavioral reasons without a behavior plan;
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2. In April 2009 NSH implemented a requirement that an individual
cannot be transferred without a transfer note that follows the
transfer note template; and

3. In April 2009 the Acting Medical Director provided training to
psychiatrists emphasizing that transfer notes are required to
include a description of the course of hospitalization, psychiatric
risk assessment and a description of barriers to discharge.

Other findings:

This monitor reviewed the charts of following 10 individuals who
experienced inter-unit transfers during the review period.

Initials Date of transfer
BP 04/07/09
HB 07/09/09
LS 04/15/09
NP 04/28/09
PSR 04/30/09
RAH 04/21/09
RM 03/03/09
RS 04/16/09
SP 06/04/09
WMD 04/09/09

The review found that the facility has made significant progress in this
area since the last review. There was evidence of substantial compliance

in eight charts (BP, LS, NP, PSR, RAH, RM, RS and SP) and partial
compliance in two (HB and WMD). In order to achieve substantial
compliance with this requirement, the facility needs to improve the
documentation of the anticipated benefits of the transfer.

Compliance:
Partial; improved compared to the last review.
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Current recommendations:

1. Monitor this requirement using the DMH Physician Inter-Unit
Transfer Note Auditing Form based on at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period.

3. Provide a summary outline of improvements in practice made as a
result of review by the facility of internal monitoring data.
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2. Psychological Assessments

Methodology:

Interviewed:

Alex Kettner, PhD, Senior Psychologist

Anne Hoff, PhD, Senior Supervising Psychologist

Aparna Dixit-Brunet, PsyD, Psychologist

Brandon Park, PhD, Neuropsychologist

Carmen Caruso, Clinical Administrator

Edna Mulgrew, PhD, Senior Supervising Psychologist, BCC
Erin Warnick, PhD, Neuropsychology

Jim Jones, PhD, Chief of Psychology, Interim Mall Director
Kathleen Patterson, PhD, Senior Supervising Psychologist
10 Katie Cooper, PsyD, Enhancement Plan Coordinator

11. Stephen Choi, PhD, Neuropsychologist

Vo N oS wWN S

Reviewed:

1. Chart of the following 41 individuals: AB, AH, AL, AS, CH, CR, CW,

DD, DH, DML, EL, ES, FM, 65, HK, HT, JC, JE, JH, JK, JL, JT, JU,

KM, KW, LH, MK, ME, PM, RJ, RL, RRW, SF, SN, TR, VG, VH, WA,

WO, WS and YS

Structural and Functional Assessments

Psychology Focused Assessments

Integrated Assessments: Psychology Section

List of individuals with high triggers

List of individuals evaluated in their primary/preferred languages

List of individuals needing cognitive and academic assessments within

30 days of admission

List of individuals needing PBS plans

List of individuals referred for neuropsychological assessments

10. List of individuals whose neuropsychological assessments were
completed

11. List of individuals admitted in the last six months who were under 23

Noobsdwn

o ®
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years of age

12. List of individuals admitted in the last six months whose primary/
preferred language is other than English

13. List of individuals with diaghostic uncertainties

14. List of psychologists undertaking psychological evaluations

15. Positive Behavioral Support Plans

D.2.a Each State hospital shall develop and implement Current findings on previous recommendation:
standard psychological assessment protocols,
consistent with generally accepted professional Recommendation, January 2009:
standards of care. These protocols shall address, | Continue current practice.
at a minimum, diagnostic neuropsychological
assessments, cognitive assessments, and Findings:
I.Q./achievement assessments, to guide NSH has developed and implemented the necessary psychological
psychoeducational (e.g., instruction regarding the assessment protocols necessary for conducting assessments and
iliness or disorder, and the purpose or objectives recommending PSR services.
of freatments for the same, including medications),
educational, rehabilitation, and habilitation Compliance:
interventions, and behavioral assessments Substantial.
(including functional assessment of behavior in
schools and other settings), and personality Current recommendation:
assessments, to inform positive behavior support Continue current practice.
plans and psychiatric diagnoses.
D.2.b Each State hospital shall require the completion of | Current findings on previous recommendation:

cognitive and academic assessments within 30 days
of admission of all school-age and other individuals,
as required by law, unless comparable testing has
been performed within one year of admission and is
available to the interdisciplinary team.

Recommendation, January 2009:
Continue current practice.

Findings:

This monitor's documentation review found that NSH cared for a total of
nine individuals below 23 years of age who required the completion of
cognitive and academic assessments within 30 days of admission. Using
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the DMH Psychology Assessment Monitoring Form, NSH assessed its
compliance based on an average sample of 100% of all individuals below 23
years of age during this review period (December 2008 - May 2009):

1. Each State hospital shall require the completion of 100%
cognitive and academic assessments within 30 days of
admission of all school-age and other individuals (i.e.,
22 years or younger), as required by law, unless
comparable testing has been performed within one
year of admission and is available to the
interdisciplinary team.

Comparative data indicated maintenance of compliance greater than 90%
from the previous review period.

This monitor reviewed seven charts of individuals under 23 years of age
(AB, AS,GS, JT, KM, WS and YS). All seven individuals were tested in a
timely fashion, possessed a GED or a high school diploma and did not
require the assessments, or the examiner determined the individual was
psychiatrically unstable and decided to wait until the individual was able
to participate in the assessment (for example AS). According to the
Chief of Psychology, the Senior Psychologists track all admissions of
individuals under 23 years of age and alert psychology examiners. The
Psychology Department also sends copies of the evaluations to the head
of educational services for distribution to the teachers of individuals
registered to obtain their GEDs.

Compliance:
Substantial.

Current recommendation:
Continue current practice.
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D.2.c

Each State hospital shall ensure that all clinicians
responsible for performing or reviewing
psychological assessments and evaluations are
verifiably competent in the methodology required
to conduct the assessment.

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current practice.

Findings:
The following table shows the number of staff involved in performing

evaluations, the number of staff meeting the facility's credentialing and
privileging requirements, and the number of staff observed and found to
be competent:

la

Number of psychologists who are responsible for
performing or reviewing psychological assessments and
evaluations

78

1b

Number of psychologists who meet the hospitals
credentialing and privileging requirements

78

2.a

Number of psychologists observed while undertaking
psychological assessments

78

2.b

Number observed to be verifiably competent in
assessment procedures

78

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.2d

Each State hospital shall ensure that all
psychological assessments, consistent with

generally accepted professional standards of care,
shall:

Compliance:
Substantial.
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D.2d.i expressly state the clinical question(s) for Current findings on previous recommendation:
the assessment;
Recommendation, January 2009:
Continue current practice.
Findings:
Using the DMH Psychology Assessment Monitoring form, NSH assessed
its compliance based on an average sample of 100% of the Focused
Psychological Assessments due each month for the review period
(December 2008 - May 2009):
3. Expressly state the clinical question(s) for the 100%
assessment.

Comparative data indicated maintenance of compliance greater than 90%
from the previous review period.
A review of the Focused Psychology Assessments for 11 individuals found
that all 11 contained clear and concise statements with a rationale for the
referral (CH, CR, CW, JK, JL, JR, KW, LH, PM, RL and WA).
Current recommendation:
Continue current practice

D.2.d.ii include findings specifically addressing the Current findings on previous recommendation:

clinical question(s), but not limited to
diagnoses and freatment recommendations;

Recommendation, January 2009:
Continue current practice.

Findings:

Using the DMH Psychology Assessment Monitoring form, NSH assessed
its compliance based on an average sample of 100% of the Focused
Psychological Assessments due each month for the review period
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(December 2008 - May 2009):

4, Include findings specifically addressing the clinical 100%
question(s), but not limited to diagnoses and
freatment recommendations.

Comparative data indicated maintenance of compliance greater than 90%
from the previous review period.

A review of the Focused Psychology Assessments for the above-
identified 11 individuals found that all 11 addressed the clinical question
and that the findings included sufficient information fo inform the
psychiatric diagnosis, identified the individual's treatment and
rehabilitation needs, and suggested interventions for inclusion in the
individual's WRP.

Current recommendation:
Continue current practice.

D.2.d.iii

Specify whether the individual would benefit
from individual therapy or group therapy in
addition to attendance at mall groups;

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current practice.

Findings:

Using the DMH Psychology Assessment Monitoring form, NSH assessed
its compliance based on an average sample of 100% of the Focused
Psychological Assessments due each month for the review period
(December 2008 - May 2009):

5. Specify whether the individual would benefit from 100%
individual therapy or group therapy in addition to
attendance at mall groups.
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Comparative data indicated maintenance of compliance greater than 90%
from the previous review period.

A review of the Focused Psychology Assessments for the above-
identified 11 individuals found that all 11 indicated if the individual would
benefit from individual and/or group therapy.

Current recommendation:
Continue current practice.

D.2.d.iv

be based on current, accurate, and complete
data;

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current practice.

Findings:

Using the DMH Psychology Assessment Monitoring form, NSH assessed
its compliance based on an average sample of 100% of the Focused
Psychological Assessments due each month for the review period
(December 2008 - May 2009):

‘ 6. ‘ Be based on current, accurate, and complete data. ‘ 100% ‘

Comparative data indicated maintenance of compliance greater than 90%
from the previous review period.

A review of the Focused Psychology Assessments for the above-
identified 11 individuals found that all 11 included the identification
information, listed the sources of information and documented direct
observation information, including the individual's cooperation and
motivation during the evaluation.
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Current recommendation:
Continue current practice.

D.2.dv

determine whether behavioral supports or
interventions (e.g., behavior guidelines or mini
behavior plans) are warranted or whether a
full positive behavior support plan is required;

Current findings on previous recommendation:

Recommendation, January 2009:

Continue to provide training and supervision to all psychologists to ensure
that all psychological assessments of individuals with maladaptive
behavior meet this requirement.

Findings:

Using the DMH Psychology Assessment Monitoring form, NSH assessed
its compliance based on an average sample of 100% of the Focused
Psychological Assessments due each month for the review period
(December 2008 - May 2009):

7. Determine whether behavioral supports or 100%
interventions (e.qg., Behavior Guidelines) are warranted
or whether a full Positive Behavior Support plan is
required

Comparative data indicated maintenance of compliance greater than 90%
from the previous review period.

A review of the Focused Psychology Assessments for the above-
identified 11 individuals found that all 11 indicated whether the individual
would benefit from behavioral guidelines or required Positive Behavioral
Support.

Current recommendation:
Continue current practice.
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D.2.dwi

include the implications of the findings for
interventions;

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current practice.

Findings:

Using the DMH Psychology Assessment Monitoring form, NSH assessed
its compliance based on an average sample of 100% of the Focused
Psychological Assessments due each month for the review period
(December 2008 - May 2009):

8. Include the implications of the findings for 100%
interventions

Comparative data indicated maintenance of compliance greater than 90%
from the previous review period.

A review of the Focused Psychology Assessments for the above-
identified 11 individuals found that all 11 contained documentation of the
implications of the findings for PSR and other interventions.

Current recommendation:
Continue current practice.

D.2.dwii

identify any unresolved issues encompassed
by the assessment and, where appropriate,
specify further observations, records review,
interviews, or re-evaluations that should be
performed or considered to resolve such
issues; and

Current findings on previous recommendation:

Recommendation 1, January 2009:

Ensure that all focused psychological assessments specify whether there
is a need for further observations, record review, interviews, or re-
evaluations.

Findings:
Using the DMH Psychology Assessment Monitoring form, NSH assessed
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its compliance based on an average sample of 100% of the Focused
Psychological Assessments due each month for the review period
(December 2008 - May 2009):

9. Identify any unresolved issues encompassed by the 100%
assessment and, where appropriate, specify further
observations, records review, interviews, or re-
evaluations that should be performed or considered to
resolve such issues.

Comparative data indicated maintenance of compliance greater than 90%
from the previous review period.

A review of the Focused Psychology Assessments for the above-
identified 11 individuals found that all 11 contained statements on
unresolved issues encompassed by the assessment, avenues fo resolve the
inconsistencies and a timeline for doing so.

Current recommendation:
Continue current practice.

D.2.d.

viii

Use assessment tools and techniques
appropriate for the individuals assessed and
in accordance with the American Psychological
Association Ethical Standards and Guidelines
for testing.

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current practice.

Findings:

Using the DMH Psychology Assessment Monitoring form, NSH assessed
its compliance based on an average sample of 100% of the Focused
Psychological Assessments due each month for the review period
(December 2008 - May 2009):

\ 10. \ Use assessment tools and technigues appropriate for \ 100% \
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the individuals assessed and in accordance with the
American Psychological Association Ethical Standards

and Guidelines for testing

Comparative data indicated maintenance of compliance greater than 90%
from the previous review period.

A review of the Focused Psychology Assessments for the above-
identified 11 individuals found that all 11 had used assessment tools that
were appropriate to address the referral questions and for the
individuals assessed, in accordance with the American Psychological
Association Ethical Standards and Guidelines for Testing.

Current recommendation:
Continue current practice.

D2e Each State hospital shall ensure that all NSH had completed the review of the psychological assessments of all
psychological assessments of all individuals residing | individuals admitted prior to the Effective Date of the Enhancement Plan
at each State hospital who were admitted there and where indicated, conducted re-assessments.
before the Effective Date hereof shall be
reviewed by qualified clinicians with demonstrated | Compliance:
current competency in psychological testing and, as | Substantial.
indicated, revised to meet the criteriain § [IV.B.1
and IV.B.2], above.

D.2.f Each State hospital shall ensure that all Compliance:
appropriate psychological assessments shall be Substantial.

provided in a timely manner whenever clinically
indicated, consistent with generally accepted
professional standards of care, including whenever
there has been a significant change in condition, a
lack of expected improvement resulting from
treatment, or an individual's behavior poses a
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significant barrier to treatment, therapeutic
programming, safety to self or others, or school
programming, and, in particular:

D.2.f.i before an individual's therapeutic and Current findings on previous recommendation:

rehabilitation service plan is developed, a

psychological assessment of the individual Recommendation, January 2009:

shall be performed that will: Ensure that integrated psychological assessments are conducted ina
timely manner as required.
Findings:
Using the DMH Psychology Assessment Monitoring form, NSH assessed
its compliance based on an average sample of 68% of the Integrated
Assessments: Psychology Section (IAPs) due each month for the review
period (December 2008 - May 2009):

12. Before an individual's therapeutic and rehabilitation 96%
service plan is developed, a psychological assessment
of the individual shall be performed.
Comparative data indicated maintenance of compliance greater than 90%
from the previous review period.
A review of the IAPs for seven individuals found that all seven were
conducted in a timely manner (AB, AH, ES, JC, JH, JT and SF).
Current recommendation:
Continue current practice.
D.2.f.i.l address the nature of the individual's Current findings on previous recommendation:

impairments to inform the psychiatric
diagnosis; and

Recommendation, January 2009:
Continue to provide training to ensure that integrated psychology
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assessments address the nature of the individual's impairments to inform
the psychiatric diagnosis.

Findings:

Using the DMH Psychology Assessment Monitoring form, NSH assessed
its compliance based on an average sample of 68% of the Integrated
Assessments: Psychology Section (IAPs) due each month for the review
period (December 2008 - May 2009):

13. Address the nature of the individual’s impairments to | 100%
inform the psychiatric diagnosis

Comparative data indicated maintenance of compliance greater than 90%
from the previous review period.

A review of the IAPs for the above-identified seven individuals found
that all seven documented the nature of the individual's psychological
impairments and provided adequate information to inform the psychiatric
diagnosis.

Current recommendation:
Continue current practice.

D.2.f.i.2

provide an accurate evaluation of the
individual's psychological functioning to inform
the therapeutic and rehabilitation service
planning process;

Current findings on previous recommendation:

Recommendation, January 2009:
Ensure accurate evaluation of psychological functioning that informs the
WRPT of the individual's rehabilitation service needs.

Findings:

Using the DMH Psychology Assessment Monitoring form, NSH assessed
its compliance based on an average sample of 68% of the Integrated
Assessments: Psychology Section (IAPs) due each month for the review
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period (December 2008 - May 2009):

14, Provide an accurate evaluation of the individual’s 100%
psychological functioning to inform the therapeutic
and rehabilitation service planning process.

Comparative data indicated maintenance of compliance greater than 90%
from the previous review period.

A review of the IAPs for the above-identified seven individuals found
that all seven provided an accurate and valid evaluation of the individual's
psychological functioning, and the assessment data were interpreted to
assist the WRPTs in determining the interventions needed for the
individual's rehabilitation.

Current recommendation:
Continue current practice.

D.2.f.ii

if behavioral interventions are indicated, a
structural and functional assessment shall be
performed, consistent with generally
accepted professional standards of care, by a
professional having demonstrated competency
in positive behavior supports; and

Current findings on previous recommendation:

Recommendation, January 2009:

Ensure that appropriate structural and functional assessments are
undertaken by a qualified psychologist when an individual has learned
maladaptive behavior.

Findings:

A review of nine PBS plans developed and implemented during this review
period (AL, AS, DH, FM, JU, RRW, TR, VG and VH) found that all PBS
plans were developed following the completion of structural and
functional assessments.

Current recommendation:
Continue current practice.
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D.2.f.iii

additional psychological assessments shall be
performed, as appropriate, where clinical
information is otherwise insufficient, and to
address unresolved clinical or diagnostic
questions, including differential diagnosis,
“rule-out,” "deferred,” "no-diagnosis"” and
"NOS" diagnoses.

"nw

Current findings on previous recommendations:

Recommendation 1, January 2009:

Ensure that additional psychological assessments are performed, as
appropriate, where clinical information is otherwise insufficient, and
address unresolved clinical or diagnostic questions.

Findings:

Using the DMH Psychology Assessment Monitoring Form, NSH assessed
its compliance based on an average sample of 100% of the Integrated
Assessments: Psychology Section (IAPs) due each month during the
review period (December 2008 - May 2009). The following table showing
the diagnosis and the corresponding compliance rate of assessments that
resolved the diagnostic uncertainties is a summary of the facility's data:

16. Differential diagnosis n/a
17. Rule-out 100%
18. Deferred 100%
19. No diagnosis 100%
20. NOS diagnosis 100%

Comparative data indicated maintenance of 100% compliance since the
previous review period for all items with the exception of differential
diagnosis, which was not applicable in either period.

This monitor reviewed the charts of nine individuals whose diagnoses
needed clarification due to insufficient information to form a firm
diagnosis (AS, DD, DML, JH, ME, RJ, SN, WO and YS). The review found
documentation in all nine Integrated Assessments in the charts that
additional psychological assessments had been requested and/or
conducted.
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Current recommendation:
Continue current practice.

D.2g

For individuals whose primary language is not
English, each State hospital shall endeavor to
assess them in their own language; if this is not
possible, each State hospital will develop and
implement a plan to meet the individuals’
assessment needs, including, but not limited to the
use of interpreters in the individual's primary
language and dialect, if feasible.

Current findings on previous recommendation:

Recommendation, January 2009:
Monitor the use of the procedure for those individuals whose preferred

language is hot English.

Findings:

Using the DMH Psychology Assessment Monitoring Form, NSH assessed
its compliance based on an average sample of 100% of the Integrated
Assessments: Psychology Section (IAPs) due each month during the
review period (December 2008 - May 2009):

21l.a | Number of individuals who needed assessment during 6
the evaluation period whose primary language was not
English

21b Of those in 21.a, number of individuals who were 6
assessed in their primary language
22.a Of those in 21.a, humber of individuals who could 0
not be assessed
22.b Of those in 22.a, number of individuals who had 0
plans developed to meet their assessment
needs

23. Of those in 22.b, number of individuals 0
whose plans for assessment were
implemented

A review of the records of five individuals whose primary/preferred
language is other than English (MK, JE, HK, HT, and EL) found that all
five were assessed in their preferred/primary language using
interpreters or using examiners conversant in the individual's preferred/
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primary language.

Compliance:
Substantial.

Current recommendation:

Continue current practice.
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3. Nursing Assessments

Methodology:

Interviewed:

VW>ONSO»WwN

Candy Asuncion, RN, HSS

Carmen Caruso, Clinical Administrator
Grayson Laucirica, RN, HSS

Jean Unajan, RN, SCD Auditor

Liliosa Franco, RN, HSS

Michelle Patterson, RN, HSS

Mike Sanders, RN, Nurse Administrator
Nona DeJesus, RN, HSS

Steve Athens, NC, CNS

Reviewed:

1.

2.

o s

NSH's progress report and data

NSH's Guide for Completing the Admission Nursing Assessment (June
2009)

Training rosters for Admission/Integrated Assessment

Duty Statement for Clinical Oversight Nurse

Nursing Admission Assessments, Integrated Assessments, and WRPs
for the following 40 individuals: AM, AMR, AN, ASR, BAS, BKA, CF,
DDL, DG, DJP, DP, DTS, EJS, FO, 637, GMN, 6S, HIB, HIM, HMK,
JB, JC, JDG, JEE, KEM, KNT, LF, LH, MEA, RAH, RM, RPG, SGS,
SMB, SNF, TAS, TF, TWJ, WAS and YAS

Observed:

1.

2.
3.

WRPC for CK (Program II, unit Q-11)
WRPC for GBL (Program IV, unit A-8)
WRPC for JLF (Program V, unit T-3)

D.3.a

Each State hospital shall develop standard nursing
assessment protocols, consistent with generally

Compliance:
Substantial.
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accepted professional standards of care. These
protocols shall address, at a minimum:

D.3.a.i

a description of presenting conditions;

Current findings on previous recommendations:

Recommendation 1, January 2009:

Provide training, using interdisciplinary staff such as Psychiatry and
Psychology, to Admission RNs, Clinical Oversight Nurses and nursing
mentors that focuses on the clinical relevance of questions contained in
the admission and integrated nursing assessments.

Findings:

In March 2009, NSH's Nursing Education Department met with the
HSSs, Admission Nurses, and Clinical Oversight Nurses (CONs) and
formalized a training guide regarding the clinical relevance of the
questions contained in the Nursing Admission and Integrated
assessments. The guide which was completed on 6/11/09, addressed the
relevance of nursing assessment information to other disciplines such as
Psychology. In addition, a workgroup comprised of the CONs, HSSs,
Nursing Education, Psychology, Psychiatry, a Nurse Practitioner and the
RNs from Admission Units has been recently initiated to focus on
improving interdisciplinary collaboration of the tfreatment team; improve
the quality of the Nursing Assessment through input and training from
other disciplines; and review other means that might improve the quality
and efficacy of the Nursing Assessment process. Also, NSH indicated in
its progress report that it is pursuing the hiring of a Psychiatric Nurse
Practitioner to further assist with increasing the competency of the NSH
nursing assessment process.

NSH indicated that there was a slight decline in compliance for some
items in both the Nursing Admission and Integrated Assessments in April
and May 2009 due to the changes in the reviewing and mentoring process
noted above.
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Recommendation 2, January 2009:
Continue to monitor this requirement.

Findings:

Using the DMH Nursing Admission Assessment Monitoring Audit, NSH
assessed its compliance based on a 99% mean sample of admissions each
month during the review period (December 2008 - May 2009):

‘ 1. ‘ A description of presenting conditions ‘ 93%

Comparative data indicated improvement in compliance from 53% in the
previous review period.

A review of Nursing Admission Assessments for 40 individuals (AM, AMR,
AN, ASR, BAS, BKA, CF, DDL, DG, DJP, DP, DTS, EJS, FO, 6JJ, GMN,
6S, HIB, HIM, HMK, JB, JC, JDG, JEE, KEM, KNT, LF, LH, MEA, RAH,
RM, RPG, SGS, SMB, SNF, TAS, TF, TWJ, WAS and YAS) found that
there was a significant improvement in both the content and quality of
the initial admission assessments in a number of areas but especially in
the description of the presenting conditions. These findings comport
with NSH's data. There was a substantial increase in the clinical content
of the assessments, which made them specific and individualized. There
was also improvement in the alignment of goals included in the
assessments with the information contained in the assessment. The
efforts that NSH has put into the process of increasing the quality of
the Nursing Assessments have yielded very positive results. These
efforts need to continue.

Using the DMH Nursing Integrated Assessment Monitoring Audit, NSH
assessed its compliance based on a 98% mean sample of admissions each
month during the review period (December 2008 - May 2009):
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1. The Present Status of the Integrated Assessment: 96%
Nursing Section is completed or there is
documentation that the individual is non-adherent with
the interview.

Comparative data indicated improvement in compliance from 56% in the
previous review period.

A review of Integrated Nursing Assessments for 40 individuals (AM,
AMR, AN, ASR, BAS, BKA, CF, DDL, DG, DJP, DP, DTS, EJS, FO, GJJ,
GMN, GS, HIB, HIM, HMK, JB, JC, JDG, JEE, KEM, KNT, LF, LH, MEA,
RAH, RM, RPG, SGS, SMB, SNF, TAS, TF, TWJ, WAS and YAS) found
that the facility's efforts have resulted in significant improvement in the
overall quality and content of the Nursing Integrated Assessments.

Current recommendations:

1. Continue current efforts addressing the Nursing Admission and
Integrated Assessment process.

2. Continue to monitor this requirement.

D.3.a.ii

current prescribed medications;

Admission Assessments

2. All medication the individual is currently taking on 91%
admission to this facility is documented or there is
documentation that medication records are not
available, or the "no medications” box is checked.

Comparative data indicated improvement in compliance from 79% in the
previous review period.

182




Section D: Integrated Assessments

Integrated Assessments

2. All sections of the medication management section are | 100%
complete, or there is documentation that the
individual is non-adherent with the interview, or the
‘no medication” box is checked.

Comparative data indicated that NSH maintained a compliance rate
greater than 90% from the previous review period.

D.3.a.iii

vital signs;

Admission Assessments

13. | Vital signs [ 100% |

Comparative data indicated that NSH maintained a compliance rate
greater than 90% from the previous review period.

Integrated Assessments

| 3. | Vital signs | 100% |

Comparative data indicated that NSH maintained a compliance rate
greater than 90% from the previous review period.

D.3.a.iv

allergies;

Admission Assessments

‘ 4. ‘ Allergies ‘ 98% ‘

Comparative data indicated that NSH maintained a compliance rate
greater than 90% from the previous review period.

183




Section D: Integrated Assessments

Integrated Assessments

| 4. | Allergies | 97% |

Comparative data indicated that NSH maintained a compliance rate
greater than 90% from the previous review period.

D.3.av

pain;

Admission Assessments

5. [ Pain | 91% |

Comparative data indicated improvement in compliance from 75% in the
previous review period.

Integrated Assessments

5. | Pain | 94% |

Comparative data indicated improvement in compliance from 66% in the
previous review period.

D.3.a.vi

use of assistive devices;

Admission Assessments

6. The functional assessment and assistive devices 94%

section is complete, or the "no concerns”, "no
condition” or "none” boxes is checked.

Comparative data indicated improvement in compliance from 75% in the
previous review period.
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Integrated Assessments

6. The update assistive devices use or need sectionis | 90%
complete, or the "no problems noted” box is
checked.

Comparative data indicated improvement in compliance from 83% in the
previous review period.

D.3.a.vii

activities of daily living:

Admission Assessments

‘ 7. ‘ Activities of daily living | 99% ‘

Comparative data indicated that NSH maintained a compliance rate
greater than 90% from the previous review period.

Integrated Assessments

‘ 7. ‘ Activities of daily living ‘ 98% ‘

Comparative data indicated that NSH maintained a compliance rate
greater than 90% from the previous review period.

D.3.a.viii

immediate alerts (e.g., escape risk, physical
assault, choking risk, suicidal risk, homicide
risk, fall risk, sexual assault, self-injurious
behavior, arson, or fire setting); and

Admission Assessments

8. The Risks/Alerts Reguiring Immediate Nursing 99%
Interventions section is completed or the "none
known” box is checked.

Comparative data indicated that NSH maintained a compliance rate
greater than 90% from the previous review period.
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Integrated Assessments

8. The Risks/Alerts Reguiring Immediate Nursing 99%
Interventions section is completed or the "none
known” box is checked.

Comparative data indicated that NSH maintained a compliance rate of
90% or greater from the previous review period.

D.3.a.ix

conditions needing immediate nursing
interventions.

Admission Assessments

‘ 9. ‘ Conditions needing immediate nursing interventions | 94% ‘

Comparative data indicated improvement in compliance from 68% in the
previous review period.

Integrated Assessments

‘ 9. ‘ Conditions needing immediate nursing interventions ‘ 92% ‘

Comparative data indicated improvement in compliance from 69% in the
previous review period.

D.3b

Nursing may use a systems model (e.g., Johnson
Behavioral System Model) for the nursing
evaluation.

Current findings on previous recommendation:

Recommendation, January 2009:
Continue consistent use of the Wellness and Recovery Model for Nursing
Services Department.

Findings:
NSH continues to use the Wellness and Recovery Model for its Central
Nursing Services Department.
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Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.3.c

Each State hospital shall ensure that all nurses
responsible for performing or reviewing nursing
assessments are verifiably competent in
performing the assessments for which they are
responsible. All nurses who are employed at Napa
State Hospital shall have graduated from an
approved nursing program, shall have passed the
NCLEX-RN and shall have a license to practice in
the state of California.

Current findings on previous recommendations:

Recommendation 1, January 2009:
See D.3.q.i.

Findings:
See D.3.qa.i.

Recommendation 2, January 2009:

Review and revise training material regarding Nursing Admission/
Integrated Assessments o ensure that the clinical relevance of the
questions is included.

Findings:

See D.3.a.i. A review of training rosters verified that RNs responsible
for performing assessments completed the additional training for the
Admission/Integrated Nursing Assessment.

Other findings:
The current process at NSH ensures that all nurses employed have a
current license to practice in the state of California.

Compliance:
Substantial.

Current recommendation:
Continue to monitor this requirement.

187




Section D: Integrated Assessments

D.3d Each State hospital shall ensure that nursing Compliance:
assessments are undertaken on a timely basis, and | Partial; improved compared to the last review.
in particular, that:

D.3.d.i Initial nursing assessments are completed Current findings on previous recommendations:

within 24 hours of the individual's admission;

Recommendation 1, January 2009:
Ensure that assessments are completed to adequately determine
timeliness.

Findings:
See D.3.qa.i.

Recommendation 2, January 2009:
Continue to monitor this requirement.

Findings:

Using the DMH Nursing Admission Assessment Monitoring Audit, NSH
assessed its compliance based on a 99% mean sample of admissions each
month during the review period (December 2008 - May 2009):

12. Initial nursing assessments are completed within 24 93%
hours of the individual’s admission.

Comparative data indicated that NSH maintained compliance greater than
90% from the previous review period.

A review of Nursing Admission Assessments for 40 individuals (AM, AMR,
AN, ASR, BAS, BKA, CF, DDL, DG, DJP, DP, DTS, EJS, FO, 6JJ, GMN,
6S, HIB, HIM, HMK, JB, JC, JDG, JEE, KEM, KNT, LF, LH, MEA, RAH,
RM, RPG, SGS, SMB, SNF, TAS, TF, TWJ, WAS and YAS) found that all
but four (DTS, FO, JEE and RAH) were timely completed:; in these four,
the area addressing "Sections Completed” was left blank, making it
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impossible to determine timeliness.

Other findings:

A number of the Nursing Assessments reviewed were noted fo contain
several nurses' signatures indicating that the assessments were reviewed
and that in some cases additional information was added in some sections.
Although these reviews are a welcome and needed addition to the
process, there needs to be a clear system for documenting these reviews
so as not to give the appearance that the assessment was not completed
within the appropriate time frame (24 hours).

Current recommendation:
Continue to monitor this requirement.

D.3.d.ii

Further nursing assessments are completed
and integrated into the individual's therapeutic
and rehabilitation service plan within seven
days of admission; and

Current findings on previous recommendation:

Recommendation, January 2009:
See D.3.d.i.

Findings:

Using the DMH Nursing Integrated Assessment Monitoring Audit, NSH
assessed its compliance based on a 98% mean sample of admissions each
month during the review period (December 2008 - May 2009):

13. Further nursing assessments are completed and 77%
integrated into the individual’s therapeutic and
rehabilitation service plan within seven days of
admission.

Comparative data indicated improvement in compliance since the previous
review period:
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Previous Current
period period
Mean compliance rate
13. | 31% | 77%
Compliance rate in last month of period
13. | 62% | 73%

A barrier to compliance has been a lack of communication between the RN
who completes the admission assessment, the RN who completes the
integrated assessment and the RN who attends the WRPC. Since June
2009, NSH has been making efforts to ensure that the RN who

completes the admission assessment also completes the integrated

assessment.

A review of Integrated Nursing Assessments for 40 individuals (AM,

AMR, AN, ASR, BAS, BKA, CF, DDL, DG, DJP, DP, DTS, EJS, FO, 6JJ,

GMN, 6S, HIB, HIM, HMK, JB, JC, JDG, JEE, KEM, KNT, LF, LH, MEA,

RAH, RM, RPG, SGS, SMB, SNF, TAS, TF, TWJ, WAS and YAS) found

that 35 were timely completed.

Current recommendation:
Continue to monitor this requirement.

D.3.d.iii

Nursing assessments are reviewed every 14
days during the first 60 days of admission and
every 30 days thereafter and updated as
appropriate. The third monthly review shall be
a quarterly review and the 12th monthly review
shall be the annual review.

Current findings on previous recommendations:

Recommendation 1, January 2009:

Provide data for RNs and PTs regarding this requirement.

Findings:

NSH has provided data for both RNs and PTs, adequately addressing this

recommendation.
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Recommendation 2, January 2009:
Continue to monitor this requirement.

Findings:

Using the DMH Observation Monitoring Audit, NSH assessed its
compliance based on a mean sample of 25% of WRPCs observed each
month during the review period (March-May 2009; data collected for
December 2008 through February 2009 did not differentiate the RN and
PT disciplines):

1. Each member of the team participates appropriately 82%
in competently and knowledgeably assessing the
individual on an ongoing basis and in developing,
monitoring, and as necessary, revising the therapeutic
and rehabilitation services.

1. Registered Nurse attendance at WRPC 93%
2. Psychiatric Technician attendance at WRPC 68%

Comparative data was not available since RNs and PTs were reported
together in previous data.

Prior to July 2009, PTs were not scheduled to attend the WRPCs. Since
July 2009, NSH's administration deemed that WRPCs are not optional for
Psychiatric Technicians and they must attend as scheduled.

A review of the charts of 40 individuals (AM, AMR, AN, ASR, BAS, BKA,
CF,DDL, DG, DJP,DP, DTS, EJS, FO, 637, GMN, 65, HIB, HTM, HMK,
JB, JC, IDG, JEE, KEM, KNT, LF, LH, MEA, RAH, RM, RPG, SGS, SMB,
SNF, TAS, TF, TWJ, WAS and YAS) found that all had an RN in
attendance to the WRPC and 22 had a PT present. All three WRPCs
observed had an RN and a PT in attendance and in two of the WRPCs, the
RN and PT provided relevant and appropriate information.
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Current recommendation:
Continue to monitor this requirement.
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4. Rehabilitation Therapy Assessments

Methodology:

Interviewed:

O AW

Beverly Lynn, Acting Senior Rehabilitation Therapist
Camille Gentry, Acting Senior Rehabilitation Therapist
Jennifer Deterville, Acting Senior Rehabilitation Therapist
Phyllis Moore, Acting Senior Rehabilitation Therapist
Robert Newman, Acting Senior Rehabilitation Therapist

Reviewed:

1.

DMH Rehabilitation Therapy IA-RTS audit data for December 2008-
May 2009

Focused assessment audit data for December 2008-May 2009 for
vocational rehabilitation, occupational therapy, speech therapy, and
physical therapy

List of individuals who had IA-RTS assessments from December
2008-May 2009

Records of the following 12 individuals who had IA-RTS assessments
from December 2008-May 2009: AOL, AS, DG, DHF, DS, EAW, GJ,
HBS,LJ,RLA, SSM and VAC

List of individuals with vocational rehabilitation assessment in
December 2008-May 2009

Records of the following eight individuals who had vocational
rehabilitation Assessments from December 2008-May 2009: FRC,
HSN, MB, PYS, RLM, TCG, TGP and TLJ

List of individuals with physical therapy assessment in December
2008-May 2009

Records of the following five individuals with physical therapy
assessment in December 2008-May 2009: AH, DJC, DTS, RLM and
wWTZ

List of individuals with occupational therapy assessment in December
2008-May 2009
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10. Records of the following five individuals with occupational therapy
assessment in December 2008-May 2009: CWB, HN, JEB, RT and
TJS

11. List of individuals with speech therapy assessment in December
2008-May 2009

12. Records of the following eight individuals with speech therapy
assessment in December 2008-May 2009: BR, CCB, CTM, DC, JVY,
TLN, TR and VM

13. List of individuals with CIPRTA assessment in December 2008-May
2009

14. Records of the following two individuals with CIPRTA assessment in
December 2008-May 2009: DM and SY

D.4.a

Each State hospital shall develop standard
rehabilitation therapy assessment protocols,
consistent with generally accepted professional
standards of care, for satisfying the necessary
components of a comprehensive rehabilitation
therapy assessment.

Current findings on previous recommendations:

Recommendation 1, January 2009:

Use standardized assessments (e.g., Careerscope) to supplement the
findings of the Vocational rehabilitation focused assessments as clinically
indicated.

Findings:

The Rehabilitation Therapy Supervisor met with the representative from
Careerscope. The facility plans to purchase and implement electronic
software to enable assessment with aptitude and interest inventories.
Hard copy versions that will be accessible to individuals at multiple
cognitive levels will also be obtained.

Recommendation 2, January 2009:

Develop and implement a POST referral form to ensure that individuals
who require these assessments are referred for appropriate services in a
timely manner.
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Findings:
The POST referral form was implemented on 5/29/2009.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.4b

Each State hospital shall ensure that each
individual served shall have a rehabilitation
assessment that, consistent with generally
accepted professional standards of care:

Current findings on previous recommendation:

Recommendation, January 2009:

Ensure that each individual served receives Integrated Rehabilitation
Therapy assessments (upon admission) and focused Rehabilitation
Therapy assessments (as clinically indicated) that are completed in
accordance with facility standards for timeliness.

Findings:

Using the DMH Integrated Assessment Rehabilitation Therapy Section
Monitoring Tool, NSH assessed its compliance with timeliness based on an
average sample of 100% of IA-RTS assessments due each month for the
review period December 2008 - May 2009 (total of 219 out of 219):

1. Each State hospital shall ensure that each individual 93%
served shall have a rehabilitation assessment that,
consistent with generally accepted professional
standards of care:

Comparative data indicated improvement in compliance from 75% in the
previous review period.

A review of the records of 12 individuals to assess compliance of IA-RTS
assessments with timeliness found eleven records in compliance (AOL,
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AS, DG, DHF, DS, EAW, 6J, HBS, RLA, SSM and VAC) and one record
not in compliance (LJ).

Using the DMH Occupational Therapy Focused Assessment Monitoring
Tool, NSH assessed its compliance with timeliness based on an average
sample of 100% of occupational therapy focused assessments due each
month for the review period December 2008 - May 2009 (total of four):

1. Each State hospital shall ensure that each individual 100%
served shall have a rehabilitation assessment that,
consistent with generally accepted professional
standards of care:

Comparative data indicated improvement in compliance from 88% in the
previous review period.

A review of the records of four individuals to assess compliance of
occupational therapy focused assessments with timeliness found two
records in compliance (CWB and TJS) and two records not in compliance
(HN and RT). The two assessments not in compliance were not found in
the records.

Using the DMH Physical Therapy Focused Assessment Monitoring Tool,
NSH assessed its compliance with timeliness based on an average sample
of 100% of physical therapy focused assessments due each month for the
review period December 2008 - May 2009 (total of 38):

1. Each State hospital shall ensure that each individual 99%
served shall have a rehabilitation assessment that,
consistent with generally accepted professional
standards of care:

Comparative data indicated improvement in compliance from 82% in the
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previous review period.

A review of the records of five individuals to assess compliance of
physical therapy focused assessments with timeliness found all records in
compliance.

Using the DMH Speech Therapy Focused Assessment Monitoring Tool,
NSH assessed its compliance with timeliness based on an average sample
of 100% of speech therapy focused assessments due each month for the
review period December 2008 - May 2009 (total of 44):

1. Each State hospital shall ensure that each individual 91%
served shall have a rehabilitation assessment that,
consistent with generally accepted professional
standards of care:

Comparative data indicated improvement in compliance from 83% in the
previous review period.

A review of the records of three individuals to assess compliance of
speech therapy focused assessments with timeliness found two records in
compliance (CCB and DC) and one record not in compliance (TR). The
assessment that was not in compliance was not found in the record.

Using the DMH Vocational Rehabilitation Focused Assessment Monitoring
Tool, NSH assessed its compliance with timeliness based on an average
sample of 100% of vocational rehabilitation focused assessments due
each month for the review period December 2008 - May 2009 (total of
51):

1. Each State hospital shall ensure that each individual 86%
served shall have a rehabilitation assessment that,
consistent with generally accepted professional
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standards of care:
la The assessment was completed within 30 days of 75%
referral, and
1b Filed in the medical record. 100%

Comparative data indicated improvement in mean compliance since the
previous review period:

Previous Current
period period
Mean compliance rate
1. | 65% | 86%
Compliance rate in last month of period
la 94% 88%
1b 100% 100%

A review of the records of eight individuals to assess compliance of
vocational rehabilitation focused assessments with timeliness found six
records in compliance (FRC, HSN, MB, PYS, TCG and TLJ) and two
records not in compliance (RLM and TGP).

Using the DMH Comprehensive Physical Rehabilitation Therapy Focused
Assessment Monitoring Tool, NSH assessed its compliance with
timeliness based on an average sample of 100% of Comprehensive Physical
Rehabilitation Therapy Focused Assessments due each month for the
review period December 2008 - May 2009 (total of six):

1. Each State hospital shall ensure that each individual 100%
served shall have a rehabilitation assessment that,
consistent with generally accepted professional
standards of care:

Comparative data indicated that NSH maintained a compliance rate
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greater than 90% from the previous review period.

A review of the records of two individuals to assess compliance of
Comprehensive Physical Rehabilitation Therapy Focused Assessments
with timeliness found that neither assessment was in the record.

Compliance:
Partial.

Current recommendations:

1.
2.

Continue current efforts to achieve compliance.
Ensure that all assessments are filed in the medical record.

D.4b.i

Is accurate and comprehensive as to the
individual's functional abilities;

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

Ensure that all Rehabilitation Services admission and focused
assessments are accurate and comprehensive as to the individual's
functional abilities.

Implement plans of correction based on review of audit data to
improve compliance with D.4.b.i criteria.

Findings:

Using the DMH Integrated Assessment Rehabilitation Therapy Section
Monitoring Tool, NSH assessed its compliance with D.4.b.i based on an
average sample of 100% of IA-RTS assessments due each month for the
review period December 2008 - May 2009 (total of 219):

2.

Is accurate and comprehensive as to the individuals 99%
functional abilities;

Comparative data indicated that NSH maintained a compliance rate
greater than 90% from the previous review period.
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A review of the records of 12 individuals to assess compliance of IA-RTS

assessments with D.4.b.i criteria found all records in substantial

compliance.

Using the DMH Occupational Therapy Focused Assessment Monitoring
Tool, NSH assessed its compliance with D.4.b.i based on an average
sample of 100% of occupational therapy focused assessments due each
month for the review period December 2008 - May 2009 (total of four):

2. Is accurate and comprehensive as to the individuals
functional abilities;

100%

Comparative data indicated that NSH maintained a compliance rate

greater than 90% from the previous review period.

A review of the records of three individuals to assess compliance of
occupational therapy focused assessments with D.4.b.i criteria found all

records in substantial compliance.

Using the DMH Physical Therapy Focused Assessment Monitoring Tool,
NSH assessed its compliance with D.4.b.i based on an average sample of
100% of physical therapy focused assessments due each month for the

review period December 2008 - May 2009 (total of 38):

2. Is accurate and comprehensive as to the individuals
functional abilities;

99%

Comparative data indicated improvement in compliance from 87% in the

previous review period.

A review of the records of five individuals to assess compliance of
physical therapy focused assessments with D.4.b.i criteria found all
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records in substantial compliance.

Using the DMH Speech Therapy Focused Assessment Monitoring Tool,
NSH assessed its compliance with D.4.b.i based on an average sample of
100% of speech therapy focused assessments due each month for the
review period December 2008 - May 2009 (total of 44):

2. Is accurate and comprehensive as to the individuals 99%

functional abilities,

Comparative data indicated that NSH maintained a compliance rate
greater than 90% from the previous review period.

A review of the records of eight individuals to assess compliance of
speech therapy focused assessments with D.4.b.i criteria found four
records in substantial compliance (BR, CTM, TLN, TR and VM) and three
records in partial compliance (CCB, DC and JY).

Using the DMH Vocational Rehabilitation Focused Assessment Monitoring
Tool, NSH assessed its compliance with D.4.b.i based on an average
sample of 100%of vocational rehabilitation focused assessments due each
month for the review period December 2008 - May 2009 (total of 51):

2. Is accurate and comprehensive as to the individuals 100%
functional abilities;

Comparative data indicated that NSH maintained a compliance rate
greater than 90% from the previous review period.

A review of the records of eight individuals to assess compliance of
vocational rehabilitation focused assessments with D.4.b.i criteria found
six records in substantial compliance (FRC, MB, PYS, RLM, TCG and TLJ)
and two records in partial compliance (HSN and TGP).
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Using the DMH Comprehensive Physical Rehabilitation Therapy Focused
Assessment Monitoring Tool, NSH assessed its compliance with D.4.b.i
based on an average sample of 100% of Comprehensive Physical
Rehabilitation Therapy Focused Assessments due each month for the
review period December 2008 - May 2009 (total of 6):

2. Is accurate and comprehensive as to the individuals 100%
functional abilities,

Comparative data indicated that NSH maintained a compliance rate
greater than 90% from the previous review period.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.4.b.ii

Identifies the individual's current functional
status and the skills and supports needed to
facilitate transfer to the next level of care;
and

Current findings on previous recommendations:

Recommendation 1, January 2009:

Ensure that all Rehabilitation Services admission and focused
assessments identify the individual's current functional status and the
skills and supports needed to facilitate transfer to the next level of care.

Findings:

Using the DMH Integrated Assessment Rehabilitation Therapy Section
Monitoring Tool, NSH assessed its compliance with D.4.b.ii based on an
average sample of 100% of IA-RTS assessments due each month for the
review period December 2008 - May 2009 (total of 219):

‘ 3. ‘ Identifies the individual’s current functional status, ‘ 98% ‘
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and
4, The skills and supports needed to facilitate transtfer 97%
tfo the next level of care

Comparative data indicated that NSH maintained compliance rates
greater than 90% from the previous review period.

A review of the records of 12 individuals to assess compliance of IA-RTS
assessments with D.4.b.ii criteria found all records in substantial
compliance.

Using the DMH Occupational Therapy Focused Assessment Monitoring
Tool, NSH assessed its compliance with D.4.b.ii based on an average
sample of 100% of occupational therapy focused assessments due each
month for the review period December 2008 - May 2009 (total of four):

3. Identifies the individual's current functional status, 100%
and

4. The skills and supports needed to facilitate transfer | 100%
to the next level of care

Comparative data indicated that NSH maintained compliance rates
greater than 90% from the previous review period.

A review of the records of three individuals to assess compliance of
occupational therapy focused assessments with D.4.b.ii found all records
in substantial compliance.

Using the DMH Physical Therapy Focused Assessment Monitoring Tool,
NSH assessed its compliance with D.4.b.ii based on an average sample of
100% of physical therapy focused assessments due each month for the
review period December 2008 - May 2009 (total of 38):
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3. Identifies the individual’s current functional status, 100%
and

4, The skills and supports needed to facilitate transfer | 100%
to the next level of care

Comparative data indicated that NSH maintained compliance rates
greater than 90% from the previous review period.

A review of the records of five individuals to assess compliance of
physical therapy focused assessments with D.4.b.ii criteria found four
records in substantial compliance (AH, DJC, DTS and WTZ), and one
record in partial compliance (RLM).

Using the DMH Speech Therapy Focused Assessment Monitoring Tool,
NSH assessed its compliance with D.4.b.ii based on an average sample of
100% of speech therapy focused assessments due each month for the
review period December 2008 - May 2009 (total of 44):

3. Identifies the individual's current functional status, 100%
and

4, The skills and supports needed to facilitate transter 98%
to the next level of care

Comparative data maintenance of a compliance rate greater than 90%
from the previous review period for item 3, and improvement in
compliance from 85% in the previous review period for item 4.

A review of the records of eight individuals to assess compliance of
speech therapy focused assessments with D.4.b.ii criteria found four
records in substantial compliance (BR, CTM, TR and VM) and four records
in partial compliance (CCB, DC, JY and TLN).

Using the DMH Vocational Rehabilitation Focused Assessment Monitoring
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Tool, NSH assessed its compliance with D.4.b.ii based on an average
sample of 100% of vocational rehabilitation focused assessments due
each month for the review period December 2008 - May 2009 (total of
51):

3. Identifies the individual’s current functional status, 100%
and

4, The skills and supports needed to facilitate transtfer 96%
to the next level of care

Comparative data indicated maintenance of a compliance rate greater
than 90% from the previous review period for item 3 and improvement in
compliance from 84% in the previous review period for item 4.

A review of the records of eight individuals to assess compliance of
vocational rehabilitation focused assessments with D.4.b.ii criteria found
five records in substantial compliance (FRC, MB, RLM, TCG and TLJ) and
three records in partial compliance (HSN, PYS and TGP).

Using the DMH Comprehensive Physical Rehabilitation Therapy Focused
Assessment Monitoring Tool, NSH assessed its compliance with D.4.b.ii
based on an average sample of 100% of Comprehensive Physical
Rehabilitation Therapy Focused Assessments due each month for the
review period December 2008 - May 2009 (total of six):

3. Identifies the individual’s current functional status, 100%
and

4, The skills and supports needed to facilitate transter 83%
to the next level of care

Comparative data indicated mixed changes in compliance since the
previous review period:
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Previous Current
period period
Mean compliance rate
3. 86% 100%
4, 93% 83%

Recommendation 2, January 2009:
Implement plans of correction based on review of audit data fo improve
compliance with D.4.b.ii criteria.

Findings:

For clinicians whose assessments do not meet substantial compliance, a
pro-active mentoring system has been implemented to ensure compliance
prior to finalization.

Compliance:
Partial.

Current recommendation:
Continue current efforts to achieve compliance.

D.4.b.iii

Identifies the individual's life goals, strengths,
and motivation for engaging in wellness
activities.

Current findings on previous recommendations:

Recommendation 1, January 2009:

Ensure that all Rehabilitation Services admission and focused
assessments identify the individual's life goals, strengths, and motivation
for engaging in wellness activities.

Findings:

Using the DMH Integrated Assessment Rehabilitation Therapy Section
Monitoring Tool, NSH assessed its compliance with D.4.b.iii based on an
average sample of 100% of Integrated Rehabilitation Therapy
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Assessments due each month for the review period December 2008 -
May 2009 (total of 219):

5. Identifies the individual’s life goals, 99%
6. Strengths, and: 99%
7. Motivation for engaging in wellness activities 94%

Comparative data indicated maintenance of compliance rates greater than
90% from the previous review period for items 5 and 6, and improvement
in compliance from 86% in the previous review period for item 7.

A review of the records of 12 individuals to assess compliance of IA-RTS
Assessments with D.4.b.iii criteria found 11 records in substantial
compliance (AOL, AS, DG, DS, EAW, GJ, HBS, LJ, RLA, SSM and VAC)
and one record in partial compliance (DHF).

Using the DMH Occupational Therapy Focused Assessment Monitoring
Tool, NSH assessed its compliance with D.4.b.iii based on an average
sample of 100% of occupational therapy focused assessments due each
month for the review period December 2008 - May 2009 (total of four):

B. Identifies the individual’s life goals, 100%
6. Strengths, and: 100%
7. Motivation for engaging in wellness activities 100%

Comparative data indicated maintenance of compliance rates greater than
90% from the previous review period for items 5 and 6, and improvement
in compliance from 35% in the previous review period for item 7.

A review of the records of three individuals to assess compliance of
occupational therapy focused assessments with D.4.b.iii criteria found all
records in substantial compliance.
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Using the DMH Physical Therapy Focused Assessment Monitoring Tool,
NSH assessed its compliance with D.4.b.iii based on an average sample of
100% of physical therapy focused assessments due each month for the
review period December 2008 - May 2009 (total of 38):

5. Identifies the individual’s life goals, 100%
6. Strengths, and: 100%
7. Motivation for engaging in wellness activities 100%

Comparative data indicated maintenance of compliance rates greater than
90% from the previous review period for items 5 and 6, and improvement
in compliance from 75% in the previous review period for item 7.

A review of the records of five individuals to assess compliance of
physical therapy focused assessments with D.4.b.iii criteria found all
records in substantial compliance.

Using the DMH Speech Therapy Focused Assessment Monitoring Tool,
NSH assessed its compliance with D.4.b.iii based on an average sample of
100% of speech therapy focused assessments due each month for the
review period December 2008 - May 2009 (total of 44):

B. Identifies the individual’s life goals, 91%
6. Strengths, and: 98%
7. Motivation for engaging in wellness activities 95%

Comparative data indicated maintenance of compliance rates greater than
90% from the previous review period for items 5 and 6, and improvement
in compliance from 447% in the previous review period for item 7.

A review of the records of eight individuals to assess compliance of
speech therapy focused assessments with D.4.b.iii criteria found six
records in substantial compliance (CCB, CTM, JY, TLN, TR and VM), one
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record in partial compliance (BR) and one record not in compliance (DC).

Using the DMH Vocational Rehabilitation Focused Assessment Monitoring
Tool, NSH assessed its compliance with D.4.b.iii based on an average
sample of 100% of vocational rehabilitation focused assessments due
each month for the review period December 2008 - May 2009 (total of
51):

5. Identifies the individual’s life goals, 100%
6. Strengths, and: 100%
7. Motivation for engaging in wellness activities 98%

Comparative data indicated maintenance of compliance rates greater than
90% from the previous review period for items 5 and 6, and improvement
in compliance from 44% in the previous review period for item 7.

A review of the records of eight individuals to assess compliance of
vocational rehabilitation focused assessments with D.4.b.iii criteria found
all records in substantial compliance.

Using the DMH Comprehensive Physical Rehabilitation Therapy Focused
Assessment Monitoring Tool, NSH assessed its compliance with D.4.b.iii
based on an average sample of 100% of Comprehensive Physical
Rehabilitation Therapy Focused Assessments due each month for the
review period December 2008 - May 2009 (total of six):

5. Identifies the individual’s life goals, 83%
5.a The individual’s life goals are identified, including 83%
at least one of the following: dreams, hopes,
aspirations, desire for future education, desire for
occupational skills, or other explicit relevant
statements.

5.b Direct quotes in the individual’s own words are used | 83%
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or if quotes are not used as a result of individual’s
non-verbal status it is stated as such.

o

Strengths, and:

100%

7. Motivation for engaging in wellness activities

72%

7.a Individual’s motivation for engaging in wellness
activities are identified with individual’s response
to the following [required] questions

50%

Stage of change, and,

7.b The individual’s current level of motivation has
been identified by considering the individual’s

83%

the individual's motivation

7.c Motivation may include both direct quotes from the | 83%
individual as well as the therapist’s assessment of

Comparative data indicated mixed changes in compliance since the

previous review period:

Previous Current
period period

Mean compliance rate
5. 100% 83%
6. 100% 100%
7. 50% 72%
Compliance rate in last month of period
5. 100% N/A
5.a 100% N/A
5b 0% N/A

Recommendation 2, January 2009:

Implement plans of correction based on review of audit data to improve

compliance with D.4.b.iii criteria.
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Findings:

For clinicians whose assessments do not meet substantial compliance, a
pro-active mentoring system has been implemented to ensure compliance
prior to finalization.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.4.c

Each State hospital shall ensure that all clinicians
responsible for performing or reviewing
rehabilitation therapy assessments are verifiably
competent in performing the assessments for
which they are responsible

Current findings on previous recommendation:

Recommendation, January 2009:

Ensure that all clinicians responsible for performing or reviewing
rehabilitation therapy assessments are verifiably competent in
performing the assessments for which they are responsible.

Findings:

One physical therapist was hired and was trained to competency on the
physical therapy focused assessment on 5/29/09. Three out of three
Acting Senior Rehabilitation Therapists achieved inter-rater agreement
with auditing the TA-RTS.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.4d

Each State hospital shall ensure that all
rehabilitation therapy assessments of all
individuals who were admitted to each State

Current findings on previous recommendation:

Recommendation, January 2009:
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hospital before the Effective Date hereof shall be
reviewed by qualified clinicians and, as indicated,
revised to meet the criteria in D.4.b and sub-cells
above.

Ensure that all individuals admitted to NSH prior to June 1, 2006 who
have not yet received an Integrated Assessment-Rehabilitation Therapy
Section Assessment receive one within the next six months.

Findings:

According to facility report, as of the end of the review period, 42 type
D.4.d assessments have not yet been completed. Senior RTs have
identified clinicians who have not completed assigned assessments and a
plan has been developed to ensure that these assessments will be
completed.

Compliance:
Partial.

Current recommendation:
Ensure that all D.4.d assessments are completed by September 1, 2009.
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5. Nutrition Assessments

D.5

Each State hospital shall provide nutrition
assessments, reassessments, and interventions
consistent with generally accepted professional
standards of care. A comprehensive nutrition
assessment will include the following:

Methodology:

Interviewed:

VW>ONSO»WwN

Craig Saewong, Acting Assistant Director of Dietetics
Emiko Taki, Registered Dietitian

Guiling Liang, Registered Dietitian

Heidi Vogelsang, Registered Dietitian

Joanne Merrill, Registered Dietitian

Kumiko Kato, Registered Dietitian

Lynn Wurzel, Registered Dietitian

Lynne Fredricksen, Registered Dietitian

Wen Pao, Director of Nutrition Services

Reviewed:

1.

Nutrition Care Monitoring audit data for December 2008-May 2009
for each assessment type

Lists of individuals with Nutrition Care Assessments due from
December 2008-May 2009 for each assessment type

Records of the following five individuals with type D.5.a assessment
from December 2008-May 2009: AMK, AS, CC, DS and LHS
Records of the following two individuals with type D.5.b assessment
from December 2008-May 2009: BHF and FS

Records of the following two individuals with type D.5.c assessment
from December 2008-May 2009: ENL and JEB

Records of the following four individuals with type D.5.d assessments
from December 2008-May 2009: AJJ, 6JJ, KNT and PD

Records of the following five individuals with type D.5.e assessments
from December 2008-May 2009: ASR, CS, DRC, RA and SL

Records of the following four individuals with type D.5.f assessments
from December 2008-May 2009: AH, JLA,PMV and ST

Records of the following 11 individuals with type D.5.g assessments
from December 2008-May 2009: AC, CM, DAR, DG, DT, DW, JB,
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KEM, MDH, RAH and VER
10. Records of the following seven individuals with type D.5.i assessments
from December 2008-May 2009: CC, DTS, HD, JJR, JU, KLW and RK
11. Records of the following six individuals with type D.5.j.i assessments
from December 2008-May 2009: BVT, CWW, DJS, JL, LLK and TJ
12. Records of the following nine individuals with type D.5.j.ii
assessments from December 2008-May 2009: BJ, BM, LE, MJH,
MPC, PFC, PV, RD, RJIR

D.b.a

For new admissions with high risk referral (e.g.,
type I diabetes mellitus, enteral/parenteral
feeding, dysphagia/recent choking episode), or
upon request by physician, a comprehensive
Admission Nutrition Assessment will be completed
within 24 hours of notification to the dietitian.

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current efforts to achieve compliance.

Findings:

Using the DMH Nutrition Care Monitoring Tool, NSH assessed its
compliance based on an average sample of 100% of Nutrition Type D.5.a
assessments due each month for the review period December 2008 - May
2009 (total of seven):

1. Assessment is completed on time per policy 100%

2. All required subjective concerns are addressed 100%

3. All pertinent objective nutrition information is 100%
accurately addressed

4. Estimated daily needs for nutrients specified are 100%
appropriate

5. Assessment utilizes findings from subjective and 100%
objective data

6. Nutrition diagnosis is correctly formulated, 100%
prioritized and validated

7. Nutrition education is documented 100%

8. Response to MNT is specific to the intervention 100%
provided, adherence potential indicated, and barriers
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identified
9. Progress is monitored, measured, and evaluated N/A
10. Nutrition goals are individualized, relate to the 100%
nutrition diagnosis, and are realistic and measurable
11, Recommendations are appropriate and complete 100%
12. NST is correctly assigned to reflect acuity level/ and | 100%
date of next review. Include NST in comment
13. Food/fluid consistency is addressed when 100%
actual/potential aspiration/dysphagia is present
14, Transition to oral feeding regimen is addressed for N/A
enteral/parenteral nutrition support
15, Assessment utilizes approved abbreviations 100%
16. Assessment is concise 100%
17. Assessment is legible 100%
18. Each page of the assessment is signed 100%

Comparative data indicated maintenance of compliance rates at or

greater than 90% from the previous review period for items 1-8, 10-12,
and 15-18, and improvement from 80% in the previous review period for
item 13. (Items 9 and 14 were N/A in both periods.)

A review of the records of five individuals to assess compliance with
Nutrition type D.5.a criteria found all records in substantial compliance.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.5b

For new admissions directly into the medical-
surgical unit, a comprehensive Admission Nutrition
Assessment will be completed within 3 days of

Current findings on previous recommendation:
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admission.

Recommendation, January 2009:
Continue current efforts to achieve compliance.

Findings:
Using the DMH Nutrition Care Monitoring Tool, NSH assessed its

compliance based on an average sample of 100% of Nutrition Type D.5.b
assessments due each month for the review period December 2008 - May
2009 (total of two):

1. Assessment is completed on time per policy 100%

2. All required subjective concerns are addressed 100%

3. All pertinent objective nutrition information is 100%
accurately addressed

4, Estimated daily needs for nutrients specified are 100%
appropriate

5. Assessment utilizes findings from subjective and 100%
objective data

6. Nutrition diagnosis is correctly formulated, 100%
prioritized and validated

7. Nutrition education is documented 100%

8. Response to MNT is specific to the intervention 100%
provided, adherence potential indicated, and barriers
identified

9. Progress s monitored, measured, and evaluated 100%

10. Nutrition goals are individualized, relate to the N/A
nutrition diagnosis, and are realistic and measurable

11. Recommendations are appropriate and complete 100%

12. NST is correctly assigned to reflect acuity level and | 100%
date of next review. Include NST in comment

13. Food/fluid consistency is addressed when 100%
actual/potential aspiration/dysphagia is present
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14, Transition to oral feeding regimen is addressed for 100%
enteral/parenteral nutrition support

15, Assessment utilizes approved abbreviations N/A

16. Assessment is concise 100%

17. Assessment is legible 100%

18. Each page of the assessment is signed 100%

Comparative data indicated maintenance of compliance rates at or
greater than 90% from the previous review period for items 1-8, 11-12,
and 16-18, and improvement from 67% in the previous review period for
item 13. Items 9, 10, 14 and 15 were N/A in one of the two review
periods, but showed 100% compliance in the period for which there was
data.

A review of the records of two individuals to assess compliance with
Nutrition type D.5.b criteria found both records in substantial
compliance.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.b5.c

For new admissions directly into the skilled nursing
facility unit, a comprehensive Admission Nutrition
Assessment will be completed within 7 days of
admission.

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current efforts to achieve compliance.

Findings:

Using the DMH Nutrition Care Monitoring Tool, NSH assessed its
compliance based on an average sample of 100% of Nutrition Type D.5.c
assessments due each month for the review period December 2008 - May
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2009 (total of two):

1. Assessment is completed on time per policy 100%
2. All required subjective concerns are addressed 100%
3. All pertinent objective nutrition information is o
100%
accurately addressed
4, Estimated daily needs for nutrients specified are 100%
appropriate °
5. Assessment utilizes findings from subjective and o
- 100%
objective data
6. Nutrition diagnosis is correctly formulated, 100%
prioritized and validated °
7. Nutrition education is documented 100%
8. Response to MNT is specific to the intervention
provided, adherence potential indicated, and barriers | 100%
identified
9. Progress is monitored, measured, and evaluated N/A
10. Nutrition goals are individualized, relate to the o
e . . 100%
nutrition diagnosis, and are realistic and measurable
11, Recommendations are appropriate and complete 100%
12. NST is correctly assigned to reflect acuity level and 100%
date of next review. Include NST in comment °
13. Food/fluid consistency is addressed when
. - . N/A
actual/potential aspiration/dysphagia is present
14, Transition to oral feeding regimen is addressed for
. N/A
enteral/parenteral nutrition support
15. Assessment utilizes approved abbreviations 100%
16. Assessment is concise 100%
17. Assessment is legible 100%
18. Each page of the assessment is signed 100%
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Comparative data indicated that NSH maintained compliance rates
greater than 90% from the previous review period for all items that were
not scored N/A.

A review of the records of two individuals to assess compliance with
Nutrition type D.5.c criteria found both records in substantial
compliance.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.5d

For new admissions with identified nutritional
triggers from Nursing Admission Assessment or
physician's consult (e.g., for severe food allergies,
tube feeding, extensive dental problems or dental
surgery, NPO/clear liquid diet for more than three
days, uncontrolled diarrhea/vomiting more than
24hrs, and MAOT, as clinically indicated), a
comprehensive Admission Nutrition Assessment will
be completed within 7 days of admission.

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current efforts to achieve compliance.

Findings:

Using the DMH Nutrition Care Monitoring Tool, NSH assessed its
compliance based on an average sample of 100% of Nutrition Type D.5.d
assessments due each month for the review period December 2008 - May
2009 (total of 21):

1. Assessment is completed on time per policy 95%

2. All required subjective concerns are addressed 100%

3. All pertinent objective nutrition information is 100%
accurately addressed

4. Estimated daily needs for nutrients specified are 100%
appropriate

5. Assessment utilizes findings from subjective and 100%
objective data
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6. Nutrition diagnosis is correctly formulated, 100%
prioritized and validated

7. Nutrition education is documented 100%

8. Response to MNT is specific to the intervention 100%
provided, adherence potential indicated, and barriers
identified

9. Progress is monitored, measured, and evaluated N/A

10. Nutrition goals are individualized, relate to the 100%
nutrition diagnosis, and are realistic and measurable

11, Recommendations are appropriate and complete 100%

12. NST is correctly assigned to reflect acuity level and | 100%
date of next review. Include NST in comment

13. Food/fluid consistency is addressed when 100%
actual/potential aspiration/dysphagia is present

14, Transition to oral feeding regimen is addressed for N/A
enteral/parenteral nutrition support

15. Assessment utilizes approved abbreviations 100%

16. Assessment is concise 100%

17. Assessment is legible 100%

18. Each page of the assessment is signed 100%

Comparative data indicated maintenance of compliance rates at or
greater than 90% from the previous review period for items 1-8, 12-13,
and 15-18, and improvement from 84% and 89% in the previous review
period for items 10 and 11, respectively. Item 9 was scored N/A in both
periods and item 14 was 100% in the previous period and N/A in the
current period.

Compliance:
Substantial.

A review of the records of four individuals to assess compliance with
Nutrition type D.5.d criteria found all records in substantial compliance.
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Current recommendation:
Continue current practice.

Db5e

For new admissions with therapeutic diet orders
for medical reasons, a comprehensive Admission
Nutrition Assessment will be completed within 7
days of admission.

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current efforts to achieve compliance.

Findings:
Using the DMH Nutrition Care Monitoring Tool, NSH assessed its

compliance based on an average sample of 100% of Nutrition Type D.5.e
assessments due each month for the review period December 2008 - May
2009 (total of 45):

1. Assessment is completed on time per policy 96%

2. All required subjective concerns are addressed 100%

3. All pertinent objective nutrition information is 98%
accurately addressed

4. Estimated daily needs for nutrients specified are 98%
appropriate

5. Assessment utilizes findings from subjective and 100%
objective data

6. Nutrition diagnosis is correctly formulated, 100%
prioritized and validated

7. Nutrition education is documented 100%

8. Response to MNT is specific to the intervention 98%
provided, adherence potential indicated, and barriers
identified

9. Progress is monitored, measured, and evaluated N/A

10. Nutrition goals are individualized, relate to the 100%
nutrition diagnosis, and are realistic and measurable

11, Recommendations are appropriate and complete 100%
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12. NST is correctly assigned to reflect acuity level/ and | 100%
date of next review. Include NST in comment

13. Food/fluid consistency is addressed when 100%
actual/potential aspiration/dysphagia is present

14, Transition to oral feeding regimen is addressed for N/A
enteral/parenteral nutrition support

15. Assessment utilizes approved abbreviations 100%

16. Assessment is concise 100%

17. Assessment is legible 100%

18. Each page of the assessment is signed 100%

Comparative data indicated maintenance of compliance rates at or
greater than 90% from the previous review period for items 1-8, 10, 12-
13, and 15-18, and improvement from 85% in the previous review period
for item 11. Items 9 and 14 were scored N/A in both periods.

A review of the records of five individuals to assess compliance with
Nutrition type D.5.e criteria found all records in substantial compliance.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.5.f

For individuals with therapeutic diet orders for
medical reason after admission, a comprehensive
Admission Nutrition Assessment will be completed
within 7 days of the therapeutic diet order but no
later than 30 days of admission.

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current efforts to achieve compliance.

Findings:
Using the DMH Nutrition Care Monitoring Tool, NSH assessed its
compliance based on an average sample of 100% of Nutrition Type D.5.f
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assessments due each month for the review period December 2008 - May
2009 (total of 16):

1. Assessment is completed on time per policy 94%

2. All required subjective concerns are addressed 100%

3. All pertinent objective nutrition information is 100%
accurately addressed

4. Estimated daily needs for nutrients specified are 100%
appropriate

5. Assessment utilizes findings from subjective and 100%
objective data

6. Nutrition diagnosis is correctly formulated, 100%
prioritized and validated

7. Nutrition education is documented 100%

8. Response to MNT is specific to the intervention 100%
provided, adherence potential indicated, and barriers
identified

9. Progress is monitored, measured, and evaluated N/A

10. Nutrition goals are individualized, relate to the 100%
nutrition diagnosis, and are realistic and measurable

11. Recommendations are appropriate and complete 100%

12. NST is correctly assigned to reflect acuity level and | 100%
date of next review. Include NST in comment

13. Food/fluid consistency is addressed when 100%
actual/potential aspiration/dysphagia is present

14, Transition to oral feeding regimen is addressed for N/A
enteral/parenteral nutrition support

15. Assessment utilizes approved abbreviations 100%

16. Assessment is concise 100%

17. Assessment is legible 100%

18. Each page of the assessment is signed 100%
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Comparative data indicated that NSH maintained compliance rates
greater than 90% from the previous review period for all items.

A review of the records of four individuals to assess compliance with
Nutrition type D.5.f criteria found three records in substantial
compliance (AH, JLA and ST) and one record in partial compliance (PMV).

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.5.g

For all other individuals, a comprehensive
Admission Nutrition Assessment will be completed
within 30 days of admission.

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current practice.

Findings:

Using the DMH Nutrition Care Monitoring Tool, NSH assessed its
compliance based on an average sample of 100% of Nutrition Type D.5.g
assessments due each month for the review period December 2008 - May
2009 (total of 134):

1. Assessment is completed on time per policy 99%

2. All required subjective concerns are addressed 100%

3. All pertinent objective nutrition information is 100%
accurately addressed

4. Estimated daily needs for nutrients specified are 100%
appropriate

5. Assessment utilizes findings from subjective and 100%
objective data

6. Nutrition diagnosis is correctly formulated, 100%

224




Section D: Integrated Assessments

prioritized and validated

7. Nutrition education is documented 100%

8. Response to MNT is specific to the intervention 100%
provided, adherence potential indicated, and barriers
identified

9. Progress is monitored, measured, and evaluated N/A

10. Nutrition goals are individualized, relate to the 100%
nutrition diagnosis, and are realistic and measurable

11, Recommendations are appropriate and complete 100%

12. NST is correctly assigned to reflect acuity level and | 100%
date of next review. Include NST in comment

13. Food/fluid consistency is addressed when N/A
actual/potential aspiration/dysphagia is present

14, Transition to oral feeding regimen is addressed for N/A
enteral/parenteral nutrition support

15. Assessment utilizes approved abbreviations 100%

16. Assessment is concise 100%

17. Assessment is legible 100%

18. Each page of the assessment is signed 100%

Comparative data indicated that NSH maintained compliance rates

greater than 90% from the previous review period for all items.

A review of the records of eleven individuals to assess compliance with
Nutrition type D.5.g criteria found all records in substantial compliance.

Compliance:
Substantial.

Current recommendation:
Continue current practice.
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D.5.h Acuity level of an individual at nutritional risk will Current findings on previous recommendation:
be determined by Nutritional Status Type ("NST")
which defines minimum services provided by a Recommendation, January 2009:
registered dietitian. Continue current practice.
Findings:
Using the DMH Nutrition Care Monitoring Tool, NSH assessed its
compliance based on an average sample of 27% of Nutrition Assessments
(all types) due each month of the review period December 2008 - May
2009 (491 out of 1830). The facility reports that a weighted mean of
99% of Nutrition admission assessments had evidence of a correctly
assigned NST level.
A review of the records of 55 individuals found that all records had
evidence of a correctly assigned Nutritional Status Type and were in
compliance with D.5.h.
Compliance:
Substantial.
Current recommendation:
Continue current practice.
D.5.i The frequency of a comprehensive Nutrition Current findings on previous recommendation:

Assessment Update will be determined by the NST.
Updates should include, but not be limited to:
subjective data, weight, body-mass index ("BMI"),
waist circumference, appropriate weight range,
diet order, changes in pertinent medication,
changes in pertinent medical/psychiatric problems,
changes in nutritional problem(s), progress tfoward
goals/objectives, effectiveness of interventions,
changes in goals/plan, recommendations, and follow-

Recommendation, January 2009:
Continue current efforts to achieve compliance.

Findings:

Using the DMH Nutrition Care Monitoring Tool, NSH assessed its
compliance based on an average sample of 14% of Nutrition Type D.5.i
assessments due each month for the review period December 2008 - May
2009 (total of 152 out of 1119):
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up as needed.

1. Assessment is completed on time per policy 99%

2. All required subjective concerns are addressed 99%

3. All pertinent objective nutrition information is 100%
accurately addressed

4, Estimated daily needs for nutrients specified are 98%
appropriate

5. Assessment utilizes findings from subjective and 99%
objective data

6. Nutrition diagnosis is correctly formulated, 100%
prioritized and validated

7. Nutrition education is documented 98%

8. Response to MNT is specific to the intervention 100%
provided, adherence potential indicated, and barriers
identified

9. Progress is monitored, measured, and evaluated 99%

10. Nutrition goals are individualized, relate to the 100%
nutrition diagnosis, and are realistic and measurable

11, Recommendations are appropriate and complete 100%

12. NST is correctly assigned to reflect acuity level and 99%
date of next review. Include NST in comment

13. Food/fluid consistency is addressed when 100%
actual/potential aspiration/dysphagia is present

14, Transition to oral feeding regimen is addressed for 100%
enteral/parenteral nutrition support

15. Assessment utilizes approved abbreviations 100%

16. Assessment is concise 100%

17. Assessment is legible 100%

18. Each page of the assessment is signed 100%

Comparative data indicated maintenance of compliance rates greater than

90% from the previous review period for items 2-4 and 6-18, and
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improvement from 66% and 89% in the previous review period for items 1
and 5 respectively.

A review of the records of seven individuals to assess compliance with
Nutrition type D.5.i criteria found six records in substantial compliance
(CC, DTS, HD, JU, KLW and RK) and one record in partial compliance
(JIR).

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.5.j.i

Individuals will be reassessed when there is a
significant change in condition.

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current efforts to achieve compliance.

Findings:

Using the DMH Nutrition Care Monitoring Tool, NSH assessed its
compliance based on an average sample of 27% of Nutrition Type D.5.j.i
assessments due each month for the review period December 2008 - May
2009 (total of 19 out of 70):

1. Assessment is completed on time per policy 100%
2. All required subjective concerns are addressed 100%
3. All pertinent objective nutrition information is

accurately addressed 100%
4. Estimated daily needs for nutrients specified are

appropriate 100%
5. Assessment utilizes findings from subjective and

objective data 100%
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6. Nutrition diagnosis is correctly formulated,

prioritized and validated 100%
7. Nutrition education is documented 100%
8. Response to MNT is specific to the intervention

provided, adherence potential indicated, and barriers

identified 100%
9. Progress is monitored, measured, and evaluated 100%
10. Nutrition goals are individualized, relate to the

nutrition diagnosis, and are realistic and measurable 100%
11, Recommendations are appropriate and complete 100%
12. NST is correctly assigned to reflect acuity level and

date of next review. Include NST in comment 100%
13. Food/fluid consistency is addressed when

actual/potential aspiration/dysphagia is present 100%
14, Transition to oral feeding regimen is addressed for

enteral/parenteral nutrition support N/A
15. Assessment utilizes approved abbreviations 100%
16. Assessment is concise 95%
17. Assessment is legible 100%
18. Each page of the assessment is signed 100%

Comparative data indicated maintenance of compliance rates greater than
90% from the previous review period for items 1-6, 8-12, and 15-18, and
improvement from 80% and 89% in the previous review period for items 7
and 13 respectively. (Item 14 was scored N/A in both periods.)

A review of the records of six individuals to assess compliance with
Nutrition type D.5.j.i criteria found five records in substantial compliance
(BVT, CWW, DJS, JL and TJ) and one record in partial compliance (LLK).

Compliance:
Substantial.
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Current recommendation:
Continue current practice.

D.5.j.ii

Every individual will be assessed annually.

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current efforts to achieve compliance.

Findings:

Using the DMH Nutrition Care Monitoring Tool, NSH assessed its

compliance based on an average sample of 22% of Nutrition Type D.5.j.ii
assessments due each month for the review period December 2008 - May
2009 (total of 93 out of 414):

1. Assessment is completed on time per policy 100%

2. All required subjective concerns are addressed 100%

3. All pertinent objective nutrition information is 100%
accurately addressed

4. Estimated daily needs for nutrients specified are 100%
appropriate

5. Assessment utilizes findings from subjective and 100%
objective data

6. Nutrition diagnosis is correctly formulated, 99%
prioritized and validated

7. Nutrition education is documented 100%

8. Response to MNT is specific to the intervention 100%
provided, adherence potential indicated, and barriers
identified

9. Progress s monitored, measured, and evaluated 98%

10. Nutrition goals are individualized, relate to the 99%
nutrition diagnosis, and are realistic and measurable

11, Recommendations are appropriate and complete 100%

12. NST is correctly assigned to reflect acuity level and | 100%
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date of next review. Include NST in comment
13. Food/fluid consistency is addressed when 100%
actual/potential aspiration/dysphagia is present
14, Transition to oral feeding regimen is addressed for 100%
enteral/parenteral nutrition support
15, Assessment utilizes approved abbreviations 100%
16. Assessment is concise 100%
17. Assessment is legible 100%
18. Each page of the assessment is signed 100%

Comparative data indicated maintenance of compliance rates greater than
90% from the previous review period for items 1-8, 10-12, and 14-18, and
improvement from 80% and 83% in the previous review period for items 9
and 13, respectively.

A review of the records of nine individuals to assess compliance with
Nutrition type D.5.j.ii criteria found four records in substantial
compliance (MJH, MPC, PV and RD), two records in partial compliance (LE
and PFC) and three records not in compliance (BJ, BM and RJR). An
identified area of deficiency that the facility should focus on in order to
improve compliance with Nutrition type D.5.j.ii criteria is that
assessments are not consistently filed in the medical record.

Compliance:
Partial.

Current recommendation:
Continue current efforts to achieve compliance.
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6. Social History Assessments

Each State hospital shall ensure that each
individual has a social history evaluation that,
consistent with generally accepted professional
standards of care:

Methodology:

Interviewed:

Noobhwn =

Carmen Caruso, Clinical Administrator
Donna M. Robeson, LCSW, Director of Social Work
RN, MBA, EdD, Executive Director
John Wyman, LCSW, Senior Social Worker
Katie Cooper, PsyD, Enhancement Plan Coordinator
Monique Jansma, LCSW, Acting Senior Supervisor, Program V
Rebecca Baumer, LCSW, Acting Senior Supervisor, Program IV

Reviewed:

1.

o hwn

The charts of the following 11 individuals: AH, AMB, CF, GFS, HM, JC,
JL,LH, TBM, TL and WAS

List of individuals assessed to need family therapy

Social History Monitoring Form

Staff development training program

Staff training attendance roster

D.6.a

Is, to the extent reasonably possible, accurate,
current and comprehensive;

Current findings on previous recommendations:

Recommendation 1, January 2009:
Ensure that the Integrated Assessments Social Work section is timely,
accurate, current and comprehensive.

Findings:

Using the DMH Social History Assessment Monitoring Form, NSH
assessed its compliance based on an average sample of 93% of the
Integrated Assessments: Social Work sections due each month during
the review period (December 2008 - May 2009):

1.

‘ Is, to the extent reasonably possible, accurate ‘ 100% ‘
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2. Current, and 100%
3. Comprehensive: All sections are completed with at 100%
least the minimum information required in the
instructions as applicable or indicate why the
information is not available.

Comparative data indicated maintenance of compliance rates greater than
90% from the previous review period.

This monitor reviewed the charts of ten individuals to evaluate the
Integrated Assessments: Social Work Section (AH, AMB, CF, GFS, HM,
JC,LH, TBM, TL and WAS). All ten assessments were current and
comprehensive.

Recommendation 2, January 2009:
Ensure that the 30-day Social History Assessments are timely, accurate,
current and comprehensive.

Findings:

Using the DMH Social History Assessment Monitoring Form, NSH
assessed its compliance based on an average sample of 96% of the 30-
Day Social Work Assessments due each month during the review period
(December 2008 - May 2009):

1. Is, to the extent reasonably possible, accurate 100%
2. Current, and 100%
3. Comprehensive: All sections are completed with at 100%

least the minimum information required in the
instructions as applicable or indicate why the
information is not available.

Comparative data indicated improvement in compliance for item 1 from
89% in the previous review period, and maintenance of compliance rates
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greater than 90% for items 2 and 3.

This monitor reviewed the charts of 11 individuals to evaluate the 30-Day
Social Work Assessments. Nine assessments were current and
comprehensive (AH, AMB, CF, GFS, JC, LH, TBM, TL and WAS) and two
were not (HM and JL).

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.6.b

Expressly identifies factual inconsistencies among
sources, resolves or attempts to resolve
inconsistencies, and explains the rationale for the
resolution of fered;

Current findings on previous recommendation:

Recommendation, January 2009:
Ensure that social workers identify and address the inconsistencies in
current assessments.

Findings:

Using the DMH Social History Assessments Monitoring Form, NSH
assessed its compliance based on an average sample of 96% of WRPs due
each month during the review period (December 2008 - May 2009):

4, Expressly identifies factual inconsistencies among 100%
sources.

5. Resolves or attempts to resolve inconsistencies. 100%

6. Explains the rationale for the resolution offered. 100%

Comparative data indicated maintenance of compliance rates greater than
90% from the previous review period.

This monitor reviewed the charts of 11 individuals to evaluate the 30-Day
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Social Work Assessments for documentation of factual inconsistencies
(AH, AMB, CF, GFS, HM, JC, JL, LH, TBM, TL and WAS). All 11
assessments identified and resolved factual inconsistencies.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.6.c

Is included in the 7-day integrated assessment and
fully documented by the 30™ day of an individual's
admission; and

Current findings on previous recommendations:

Recommendation 1, January 2009:
Ensure all SW integrated assessments are completed and available to the
WRPT before the seven-day WRPC.

Findings:

Using the DMH Social History Assessments Monitoring Form, NSH
assessed its compliance based on an average sample of 93% of Integrated
Assessments: Social Work Sections due each month during the review
period (December 2008 - May 2009):

‘ 7. ‘ Is included in the 7-day integrated assessment ‘ 93% ‘

Comparative data indicated maintenance of compliance at or greater than
90% from the previous review period.

This monitor reviewed ten charts to evaluate timeliness of the Social
Work Integrated Assessments (AH, AMB, CF, GFS, HM, JC, LH, TBM, TL
and WAS). All fen assessments were timely.

Recommendation 2, January 2009:
Ensure full documentation by the 30™ day of admission.
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Findings:

Using the DMH Social History Assessments Monitoring Form, NSH
assessed its compliance based on an average sample of 96% of 30-Day
Psychosocial Assessments due each month during the review period:

8. Fully documented by the 30" day of the individual’s 95%
admission.

Comparative data indicated improvement in compliance from 57% in the
previous review period.

This monitor reviewed 11 charts to evaluate timeliness of the 30-day
Social Work Assessments (AH, AMB, CF, GFS, HM, JC, JL, LH, TBM, TL
and WAS). All 11 assessments were timely.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.6d

Reliably informs the individual's interdisciplinary
team about the individual's relevant social factors
and educational status.

Current findings on previous recommendation:

Recommendation, January 2009:
Ensure that social histories reliably inform the individual's WRPT about
the individual's relevant social factors and educational status.

Findings:

Using the DMH Social History Assessments Monitoring Form, NSH
assessed its compliance based on an average sample of 93 % of 30-Day
Psychosocial Assessments due each month of this review period due each
month during the review period:
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9.

Social factors

100%

10.

Educational status

100%

Comparative data was not available for item 9. Comparative data for item
10 indicated maintenance of compliance greater than 90% from the
previous review period.

This monitor reviewed ten charts to evaluate documentation of the
individual's social and educational factors in the 30-day Social Work
Assessment (AH, AMB, CF, GFS, HM, JC, LH, TBM, TL and WAS). All ten

assessments included information on the individual's social and

educational factors.

Compliance:
Substantial.

Current recommendation:
Continue current practice.
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7. Court Assessments

Methodology:

Interviewed:

1. Barbara McDermott, PhD, UCD Research Director

2. Katherine Warburton, DO, Chair, Forensic Review Panel
Reviewed:

1. 1370 Admissions Interview Packet, dated November 24, 2008

2.
3.
4

Classification of Violence Risk (COVR)

WRP for ACG

Charts of six individuals (BB, GN, JC, LWA, MA and MR) who were
admitted under PC 1026

Charts of six individuals (AMP, BJ, CCR, DLJ, JRW and VBH) who
were admitted under PC 1370

NSH PC 1026 Report Auditing summary data (December 2008 to
May 2009)

NSH PC 1370 Report Auditing summary (December 2008 to May
2009)

Forensic Review Panel (FRP) meeting minutes (December 2008 to
May 2009)

D.7.a

Each State hospital shall develop and implement
policies and procedures to ensure an
interdisciplinary approach to the development of
court submissions for individuals adjudicated “not
guilty by reason of insanity” ("NGI") pursuant to
Penal Code Section 1026, based on accurate
information, and individualized risk assessments.
The forensic reports should include the following,
as clinically indicated:

Compliance:
Substantial.

D.7.a.

clinical progress and achievement of
stabilization of signs and symptoms of mental

Current findings on previous recommendations:
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iliness that were the cause, or contributing Recommendation 1, January 2009:
factor in the commission of the crime (i.e., Continue training of the WRPTs regarding implementation of all
instant offense); requirements related to PC 1026 reports.

Findings:

A summary of NSH's efforts in this area follows:

1. The FRP continued to utilize the tracking form and the monitoring
tools, with comments, to provide feedback to WRPTs on 100% of
court reports.

2. The Chair of the FRP initiated personal contact via telephone or
email to provide positive feedback in the case of well-written
reports and to provide constructive feedback when needed.

3. The FRP provided corrective edits to non-compliant reports to
assist report writers in correcting remaining areas of low
compliance.

4. The weekly "Court Report Writing Seminar” continued for two
hours a week. Team members who required help with specific
reports or with report-writing in general attended voluntarily.
When applicable, WRPT members were required to attend the
seminar for one-on-one help with the report-writing process.

5. All new psychiatrists participated in a two-hour orientation on
court reports.

6. A"Court Report of the Week" award was announced each week in
the hospital bulletin.

Recommendation 2, January 2009:
Improve format consistency of PC 1026 reports.

Findings:
NSH reported that it utilized the DMH template for 1026 reports
throughout the review period.
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Recommendations 3 and 4, January 2009:

e Monitor this requirement using the DMH PC 1026 Auditing Form,
based on a 100% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period
and compared to the last period).

Findings:

NSH used the DMH Court Report PC 1026 Monitoring Form to assess
compliance. The facility reviewed 100% of the court reports written
during the review period (December 2008 - May 2009). The mean
compliance rate was 100%, compared to 95% in the previous review
period.

The mean compliance rates for the requirements in D.7.a.ii through
D.7.a.xi are reported for each corresponding cell below. The indicators
are listed if they represented sub-criteria of the requirement.
Comparative data are listed, as appropriate.

Other findings:

A review of the charts of six individuals admitted under PC 1026 found
substantial compliance in five cases (BB, GN, JC, LWA and MR) and
partial compliance in one (MA).

Current recommendations:

1. Continue current practice, including ongoing training of WRPTs.

2. Continue to monitor this requirement based on a 50-100% sample
and provide data analysis that evaluates any decrease in compliance
and provide corrective actions as indicated.

D.7.q.ii acts of both verbal and physical aggression and | NSH reported a mean compliance rate of 99%, the same as in the
property destruction during the past year of previous review period. Chart reviews by this monitor found substantial
hospitalization and, if relevant, past acts of compliance in all charts (BB, GN, JC, LWA, MA and MR).

240



Section D: Integrated Assessments

aggression and dangerous criminal behavior;

D.7.a.iii understanding of potential for danger and NSH reported a mean compliance rate of 99%, compared to 97% in the
precursors of dangerous/criminal behavior, previous review period. Chart reviews by this monitor found substantial
including instant offense; compliance in five charts (BB, JC, LWA, MA and MR) and partial

compliance in one (GN).

D.7.a.iv acceptance of mental illness and understanding | NSH reported the following data:
of the need for treatment, both psychosocial
and biological, and the need to adhere to 14, Individual’s acceptance of mental illness 100%
treatment; 15. Individual’s understanding of the need for treatment | 100%

16. Individual’s adherence to treatment 100%

Comparative data indicated that the facility maintained compliance

rates at or above 90% from the previous review period.

Other findings:

This monitor found substantial compliance in all charts (BB, GN, JC,

LWA, MA and MR).

Current recommendations:

1. Continue current practice, including ongoing training of WRPTs.

2. Continue to monitor this requirement based on a 50-100% sample
and provide data analysis that evaluates any decrease in compliance
and provide corrective actions as indicated.

D.7.av development of relapse prevention plan (i.e., NSH reported the following data:

Personal Wellness Recovery Plan or Wellness
Recovery Action Plan) for mental illness
symptoms, including the individual's recognition
of precursors and warning signs and symptoms
and precursors for dangerous acts;

17. Individual’s development of relapse prevention plan 99%
for mental illness symptoms
18. Individual’s recognition of precursors and warning 99%

signs and symptoms (that may mediate) future
dangerous acts
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Comparative data indicated that the facility maintained compliance
rates at or above 90% from the previous review period.

Other findings:
This monitor found substantial compliance in all charts (BB, GN, JC,
LWA, MA and MR).

Current recommendations:

1. Continue current practice, including ongoing training of WRPTs,

2. Continue to monitor this requirement based on a 50-100% sample
and provide data analysis that evaluates any decrease in compliance
and provide corrective actions as indicated.

D.7.a.vi willingness to achieve understanding of NSH reported a mean compliance rate of 99%, compared to 98% in the
substance abuse issues and to develop an previous review period. Reviews by this monitor found substantial
effective relapse prevention plan (as defined compliance in all three charts to which this requirement was applicable
above); (BB, LWA and MA).

D.7.a.vii previous community releases, if the individual NSH reported a mean compliance rate of 99%, compared to 97% in the
has had previous CONREP revocations; previous review period. Chart reviews by this monitor found substantial

compliance in all three cases to which this requirement was applicable
(BB, 6N and MA).

D.7.a. social support, financial resources, family NSH reported a mean compliance rate of 99%, compared to 97% in the

viii conflicts, cultural marginalization, and history | previous review period. Chart reviews by this monitor found compliance
of sexual and emotional abuse, if applicable; in five charts (BB, 6N, JC, MA and MR) and partial compliance in one
and (LWA).

D.7.a.ix relevant medical issues, all self-harm NSH reported a mean compliance rate of 98%, compared to 95% in the

behaviors, risks for self harm and risk of harm
to others, to inform the courts and the facility
where the individual will be housed after

previous review period. Chart reviews by this monitor found substantial
compliance in four charts (BB, GN, LWA and MA) and partial compliance
in two (JC and MR).
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discharge.

D.7.b

Each State hospital shall develop and implement
policies and procedures to ensure an
interdisciplinary approach to the development of
court submissions for individuals admitted to the
hospital pursuant to Penal Code Section 1370,
“incompetent to stand trial” ("IST"), based on
accurate information and individualized risk
assessments. Consistent with the right of an
individual accused of a crime to a speedy trial, the
focus of the IST hospitalization shall be the
stabilization of the symptoms of mental illness so
as to enable the individual to understand the legal
proceedings and to assist his or her attorney in the
preparation of the defense. The forensic reports
should include the following:

Compliance:
Substantial.

D.7.b.i

relevant clinical description of initial
presentation, if available, which caused the
individual to be deemed incompetent to stand
trial by the court;

Current findings on previous recommendations:

Recommendation 1, January 2009:
Continue training of the WRPTs regarding implementation of all
requirements related to PC 1370 reports.

Findings:
The facility's actions are summarized in D.7.a.i.

Recommendations 2 and 3, January 2009:

¢ Monitor this requirement using the DMH PC 1026 Auditing Form
based on a 100% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period
and compared to the last period).
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Findings:

NSH used the DMH Court Report PC 1370 Monitoring Form to assess
compliance. The facility reviewed 100% of the court reports written
during the review period (December 2008 - May 2009). The mean
compliance rate was 100%, the same as in the previous review period.

The mean compliance rates for the requirements in D.7.b.ii through
D.7.b.iv are reported for each corresponding cell below. The indicators
are listed if they represented sub-criteria of the requirement.
Comparative data are listed, as appropriate.

Other findings:
A review of the charts of six individuals admitted under PC 1370 found
substantial compliance in all cases (AMP, BJ, CCR, DLJ, JRW and VBH).

Current recommendations:

1. Continue current practice, including ongoing training of WRPTs.

2. Continue to monitor this requirement based on a 50-100% sample
and provide data analysis that evaluates any decrease in compliance
and provide corrective actions as indicated.

D.7.biii clinical description of the individual at the time | NSH reported a mean compliance rate of 99%, compared to 100% in
of admission to the hospital; the previous review period. Chart reviews by this monitor found
compliance in all cases (AMP, BJ, CCR, DLJ, JRW and VBH).
D.7.b.iii course of hospital stay, describing any The facility reported the following data:

progress or lack of progress, response to
treatment, current relevant mental status, and
reasoning to support the recommendation; and

14, Description of any progress or lack of progress 100%
15. Indlividual’s response to treatment 99%
16. Current relevant mental status 100%

17. Reasoning to support the recommendation: a) stability | 100%
of the symptom and capacity to cooperate rationally
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with counsel in the conduct of a defense, b)
individual’s understanding of the charge and legal
procedures

Comparative data indicated that the facility maintained compliance
rates at or above 90% from the previous review period.

This monitor found compliance in all charts reviewed (AMP, BJ, CCR,
DLJ, JRW and VBH).

D.7.b.iv all self-harm behaviors and relevant medical NSH reported a mean compliance rate of 100%, compared to 98% in
issues, to inform the courts and the facility the previous review period. Chart reviews by this monitor found
where the individual will be housed after compliance in all cases (AMP, BJ, CCR, DLJ, JRW and VBH).
discharge.

D.7.c Each State hospital shall establish a Forensic Current findings on previous recommendation:

Review Panel (FRP) to serve as the internal body
that reviews and provides oversight of facility
practices and procedures regarding the forensic
status of all individuals admitted pursuant to Penal
Code 1026 and 1370. The FRP shall review and
approve all forensic court submissions by the
Wellness and Recovery Teams and ensure that
individuals receive timely and adequate
assessments by the teams to evaluate changes in
their psychiatric condition, behavior and/or risk
factors that may warrant modifications in their
forensic status and/or level of restriction

Recommendation, January 2009:
Continue current practice.

Findings:
The following is a summary of NSH's efforts in this area:

1. The NSH FRP continued to review 100% of all PC 1026 and 1370
reports.
2. Senior professionals from each program comprised the panel and

reviewed letters written by clinicians in their own program, thereby

providing a system for direct feedback, supervision and follow-up.

3. The panel continued to provide the tracking form, with comments,
to the teams to provide feedback

4. The Chief of Forensic Psychiatry provided direct feedback via
email, telephone or face-to-face meeting for reports requiring
revision.

5. For reports requiring extensive revision, writers received edited
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copies of the original letter, including prompts and rationales.

6. Whriters with a pattern of non-compliance were referred to the

senior professional in the specific discipline.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

D.7.c.i

The membership of the FRP shall include Director
of Forensic Psychiatry, Facility Director or
designee, Medical Director or designee, Chief of
Psychology or designee, Chief of Social Services or
designee, Chief of Nursing Services or designee,
and Chief of Rehabilitation Services or designee.
The Director of Forensic Psychiatry shall serve as
the chair and shall be a board certified forensic
psychiatrist. A quorum shall consist of a minimum
of four FRP members or their designee.

Current findings on previous recommendations:

Recommendation 1, January 2009:
Continue current practice.

Findings:
The following is a summary of NSH's efforts in this area:

1.

NSH maintained the minimum interdisciplinary membership of the
FRP.

All FRP meetings were attended by a minimum of four FRP
members.

FRP members received training that included an explanation of
constitutional rights including due process and the fundamental
right to liberty; the relevant sections of the California Penal Code
and how this information ties in with EP requirements; landmark
court decisions for 1370s (Dusky and Jackson) and 1026s (Durham
and M'Naghten); 1026 extensions and MDO renewals including the
differences in the language for each statute; the double jeopardy
clause; a review of the DMH manual; and an item-by-item discussion
of each enhancement plan requirement.

Training for WRPT members has continued in both voluntary and
required capacities.
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5. All new psychiatrists participated in the training.

Recommendation 2, January 2009:
Ensure that the Chair of the FRP is board-certified in Forensic
Psychiatry.

Findings:
NSH reported that it has a Chief of Forensic Psychiatry who is board-
certified in Forensic Psychiatry.

Compliance:
Substantial.

Current recommendations:

1. Continue current practice.

2. Continue fo provide specific information regarding training
provided/facilitated during the reporting period.
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E. Discharge Planning and Community Integration

Summary of Progress:

1.

WRP documentation has improved regarding staff responsible for
implementing interventions, skills and supports that individuals need
for community integration, and engagement of individuals in their
discharge planning.

SW staff has made significant progress in addressing system factors
delaying discharge of individuals who are ready for discharge.

E Taking into account the limitations of court-
imposed confinement, the State shall pursue
actively the appropriate discharge of individuals
under the State's care at each State hospital and,
subject to legal limitations on the state's control of
the placement process, provide services in the
most integrated, appropriate setting in which they
reasonably can be accommodated, as clinically
appropriate, that is consistent with each
individual's needs.

Methodology:

Interviewed:

1. Carmen Caruso, Clinical Administrator

2. Donna M. Robeson, LCSW, Director of Social Work

3. , RN, MBA, EdD, Executive Director

4. John Wyman, LCSW, Senior Social Worker

5. Katie Cooper, PsyD, Enhancement Plan Coordinator

6. Monique Jansma, LCSW, Acting Senior Supervisor, Program V

7. Rebecca Baumer, LCSW, Acting Senior Supervisor, Program IV

Reviewed:

1. The charts of the following 18 individuals: AR, AVN, CM, EH, ETM,
HLA, JB, JSY, MH, MW, MWS, RLH, RLM, RLT, SN, SSM, TCG and
WWK

2. Discharge Planning and Community Integration Tracking Sheet

3. List of individuals who met discharge criteria in the last six months

List of individuals who met discharge criteria and are still
hospitalized

Documentation of Social Work Staff Trainings in the last six months
Staff Development Training Attendance Roster
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Observed:

1. WRPC (Program I, unit T6) for quarterly review of MH
2. WRPC (Program IV, unit A10) for monthly review of MW
3. WRPC (Program V, unit Q9) for quarterly review of AVN

El Each State hospital shall identify at the 7-day Compliance:
therapeutic and rehabilitation service planning Partial.
conference, and address at all subsequent planning
conferences, the particular considerations for each
individual bearing on discharge, including:

E.la those factors that likely would foster successful Current findings on previous recommendation:
discharge, including the individual's strengths,
preferences, and personal life goals; Recommendation, January 2009:

Link the individual's life goals to one or more focus/foci of
hospitalization, with associated objectives and interventions.

Findings:

NSH has implemented a Nursing Feedback Form on all treatment teams
that includes a life goals section to assist in developing life goal foci for
integration into the individuals' WRPs. According to the Chief of Social
Work, mentors reviewed all WRPCs held in May 2009 and collaborated
with the teams on linking life goals with appropriate foci and
interventions.

Using the DMH Discharge Planning and Community Integration Auditing
Form, NSH assessed its compliance based on an average sample of 39 %
of quarterly and annual WRPs due each month during the review period
(December 2008 - May 2009):

1. Those factors that likely would foster successful 75%
discharge, including the individual's strengths,
preferences, and personal life goals.
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la There is at least one objective that is aligned with | 69%
the individual’s personal life goals that are stated
on the first page of the WRF; and

1b The interventions will use the individual’s strengths | 80%
and preferences to achieve the respective

objective.

Comparative data indicated mixed changes in compliance since the
previous review period:

Previous Current
period period

Mean compliance rate
1. | % | 75%
Compliance rate in last month of period
1. 81% 84%
la 94% 74%
1b 85% 94%

A review of the records of 12 individuals found that nine of the WRPs in
the charts had utilized the individual's strengths, preferences and life
goals and that these were aligned with the intervention(s) that impacted
the individual's discharge goals (DTS, EH, ETM, JSY, MWS, RLH, RLM,
SN and TCG). The individual's strengths, preferences, and life goals had
not been appropriately utilized in the remaining three (HLA, RLT and
SSM).

Given the interdisciplinary nature of the process, the clinical social
workers (CSWs) report some difficulty getting everyone on the same
page to improve this element. Records often neglect to include strengths
in the interventions or the strengths are of poor quality and/or get
repeated across interventions. To improve compliance, CSWs assigned to
the WRPTSs will review the life goals and formulate appropriate objectives
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and interventions. According to the Chief of Social Work, the WaRMSS
system now has a separate cell requiring recorders to enter strengths
before finalizing the conference.

Compliance:
Partial.

Current recommendation:
Link the individual's life goals to one or more focus/foci of
hospitalization, with associated objectives and interventions.

E.lb

the individual's level of psychosocial functioning;

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

e Ensure that the level of psychosocial functioning (functional status) is
included in the Present Status section of the case formulation section
of the WRP.

¢ Implement the DMH WRP Manual in developing and updating the case
formulation.

Findings:

Staff interview and documentation review found that the Psychology
Department has implemented a new assessment tool called Cognistat as
part of the neurobehavioral screening test to evaluate individuals’
functional status.

Using the DMH Discharge Planning and Community Integration Auditing
Form, NSH assessed its compliance based on an average sample of 39 %
of the quarterly and annual WRPs due each month during the review
period (December 2008 - May 2009):

’ 2. ‘ The individual's level of psychosocial functioning ’ 87%
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Comparative data indicated modest change in mean compliance since the
previous review period:

Previous Current
period period
Mean compliance rate
2. | 85% | 87%
Compliance rate in last month of period
2. | 9% | 92%

A review of the records of 12 individuals found that seven of the WRPs in
the charts included the individual's psychosocial functioning in the
Present Status section (DTS, ETM, JSY, MWS, RLH, RLM and TCG). The
remaining five did not include the information or the information was not
comprehensive (EH, HLA, RLT, SN and SSM).

Compliance:
Partial.

Current recommendations:

1. Ensure that the level of psychosocial functioning (functional status) is
included in the individual's Present Status section of the case
formulation section of the WRP.

2. Implement the DMH WRP Manual in developing and updating the case
formulation.

Elc

any barriers preventing the individual from
transitioning o a more integrated environment,
especially difficulties raised in previously
unsuccessful placements; and

Current findings on previous recommendations:

Recommendations 1-3, January 2009:

o Ensure that discharge barriers, especially difficulties in previously
unsuccessful placements, are discussed with the individual at
scheduled WRPCs.

e Include skill training and supports in the WRP so that the individual
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can overcome the stated barriers.
e Report to the WRPT, on a monthly basis, the individual's progress
made in overcoming the barriers to discharge.

Findings:

Staff interview found that Social Workers and WRPT recorders have
been instructed to include an individual's skills and supports in the
appropriate sections of the WRP. Furthermore, Social Worker staff
underperforming in these elements will meet with Senior staff for review
and remediation.

Using the DMH Discharge Planning and Community Integration Auditing
Form, NSH assessed its compliance based on an average sample of 39%
of the quarterly and annual WRPs due each month during the review
period (December 2008 - May 2009):

3. Any barriers preventing the individual from 79%
transitioning to more integrated environment,
especially difficulties raised in previously unsuccesstul
placements.

3.a The individual’s barriers to discharge, including 89%
difficulties encountered in previous placements are
mentioned in the Present Status Section of the
WRP.

3b These barriers are listed in Focus 11, with 69%
appropriate objectives and interventions.

Comparative data indicated overall improvement in compliance since the
previous review period:
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Previous Current
period period

Mean compliance rate
3. | 48% | 79%
Compliance rate in last month of period
3. 76% 85%
3.a 96% 89%
3b 78% 81%

A review of the records of 10 individuals found that the individual's
expected/anticipated placement, the skills and supports the individual
needs to overcome the barriers, and the progress/lack of progress on
overcoming the barriers were documented in six records (DTS, EH, JB,
JSY, RLH and SN), but such was not the case in the remaining four (AR,
CM, MWS, and WWK).

Compliance:
Partial.

Current recommendations:

1. Ensure that discharge barriers, especially difficulties in previously
unsuccessful placements, are discussed with the individual at
scheduled WRPCs.

2. Include skill training and supports in the WRP so that the individual
can overcome the stated barriers.

3. Report to the WRPT, on a monthly basis, the individual's progress
made in overcoming the barriers to discharge.

E.1d

the skills and supports necessary to live in the
setting in which the individual will be placed.

Current findings on previous recommendation:

Recommendation, January 2009:
Ensure that the skills and supports necessary for the individual to live in
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the setting in which he/she will be placed are documented in the Present
Status section of the individual's WRP.

Findings:

Using the DMH Discharge Planning and Community Integration Auditing
Form, NSH assessed its compliance based on an average sample of 39%
of the quarterly and annual WRPs due each month during the review
period (December 2008 - May 2009):

4, The skills and supports necessary to live in the setting | 90%
in which the individual will be placed.

Comparative data indicated improvement in compliance from 60% in the
previous review period.

A review of the records of 12 individuals found that ten of the WRPs
documented the skills training and supports that the individual needs to
overcome barriers to discharge and successfully transition to the
identified setting (DTS, EH, ETM, MWS, RLH, RLM, RLT, SN, SSM and
TCG). The remaining two did not (HLA and JSY).

Compliance:
Partial.

Current recommendation:

Ensure that the skills and supports necessary for the individual to live in
the setting in which he/she will be placed are documented in the Present
Status section of the individual's WRP.

E.2

Each State hospital shall ensure that, beginning at
the time of admission and continuously throughout
the individual's stay, the individual is an active
participant in the discharge planning process, to

Current findings on previous recommendation:

Recommendation, January 2009:
Continue to train the Social Work Department on engaging the individual
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the fullest extent possible, given the individual's
level of functioning and legal status.

as an active participant in the discharge planning process.

Findings:

Using the DMH WRP Observation Monitoring Form, NSH assessed its
compliance based on an average sample of 37% of the quarterly and
annual WRPs due each month during the review period (December 2008 -
May 2009):

12. Each state hospital shall ensure that, beginning at the | 97%
time of admission and continuously throughout the
individual’s stay, the individual is an active participant
in the discharge planning process, to the fullest
extent possible, given the individual’s level of
functioning and legal status.

Comparative data indicated improvement in compliance from 3% in the
previous review period.

This monitor observed three WRPCs (AVN, MH and MW). The teams
discussed the individuals' discharge barriers at varying levels depending
on the individuals' level of functioning and mental state. MW was not ina
state of mind o participate in his conference beyond nods and smiles due
to his medical/mental status (aphasic, head injury, hemiplegic, and a GAF
of 26); the team visited him at his residential area to meet with him. The
team addressed discharge barriers with MH very briefly due to his
agitated state and confrontational attitude. AVN's team was able to
address his discharge criteria more fully.

Compliance:
Substantial.

Current recommendation:
Continue current practice.
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E.3

Each State hospital shall ensure that, consistent
with generally accepted professional standards of
care, each individual has a professionally developed
discharge plan that is integrated within the
individual's therapeutic and rehabilitation service
plan, that addresses his or her particular discharge
considerations, and that includes:

Compliance:
Partial.

E.3.a

measurable interventions regarding these
discharge considerations;

Current findings on previous recommendation:

Recommendation, January 2009:
Ensure that all discharge criteria and their related intervention(s) are
measurable.

Findings:

Using the DMH Discharge Planning and Community Integration Auditing
Form, NSH assessed its compliance based on an average sample of 39%
of the quarterly and annual WRPs due each month during the review
period (December 2008 - May 2009):

Each state hospital shall ensure that, consistent with
generally accepted professional standards of care,
each individual has a professionally developed
discharge plan that is integrated within the
individual’s therapeutic and rehabilitation service plan,
that addresses his or her particular discharge
considerations, and that includes:

6. Measurable interventions regarding these discharge 50%
considerations

Comparative data indicated modest improvement in mean compliance since
the previous review period:
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Previous Current
period period
Mean compliance rate
6. | 42% |  50%
Compliance rate in last month of period
6. | 59% | 50%

A review of the WRPs of 12 individuals found that the objectives and
discharge criteria were written in behavioral and/or measurable terms in
nine of the WRPs (DTS, EH, JSY, MWS, RLM, RLT, SN, SSM and TCG).
The objectives and/or discharge criteria were not written in behavioral
and/or measurable terms in the remaining three (ETM, HLA and RLH).

Compliance:
Partial.

Current recommendation:
Ensure that all discharge criteria and their related intervention(s) are
measurable.

E.3.b the staff responsible for implementing the Current findings on previous recommendation:
interventions; and
Recommendation, January 2009:

For those active treatment interventions where a discipline is specified
rather than the staff member's name and discipline, clearly state the
name of the staff member responsible.

Findings:

Using the DMH Discharge Planning and Community Integration Auditing
Form, NSH assessed its compliance based on an average sample of 39%
of quarterly and annual WRPs due each month during the review period
(December 2008 - May 2009):
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7. The interventions specify the name(s) of specific 95%
staff responsible for implementing each one

Comparative data indicated improvement in compliance from 81% in the
previous review period.

A review of the records of 12 individuals found that 11 of the WRPs in
the charts identified the staff member responsible for the interventions
(DTS, EH, HLA, JSY, MWS, RLH, RLM, RLT, SN, SSM and TCG). The
remaining one (ETM) did not do so for one or more interventions.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

E3.c The time frames for completion of the Current findings on previous recommendation:
interventions.
Recommendation, January 2009:

Ensure that interventions are reviewed at least monthly.

Findings:

Using the DMH Discharge Planning and Community Integration Auditing
Form, NSH assessed its compliance based on an average sample of 39%
of all quarterly and annual WRPs due each month during the review period
(December 2008 - May 2009):

Each state hospital shall ensure that, consistent with
generally accepted professional standards of care,
each individual has a professionally developed
discharge plan that is integrated within the
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individual’s therapeutic and rehabilitation service plan,
that addresses his or her particular discharge
considerations, and that includes:

8. The time frames for completion of interventions 96%

Comparative data indicated improvement in compliance from 74% in the
previous review period.

A review of the records of 11 individuals found that 10 of the WRPs in
the charts clearly stated the time frame for the next scheduled review
for each intervention in the Mall or for individual therapy (DTS, EH, HLA,
JSY, MWS, RLH, RLM, SN, SSM and TCG). The remaining one (ETM) did
not specify a time frame or the stated time frame was not aligned with
the next scheduled WRPC.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

E4 Each State hospital shall provide transition Compliance:
supports and services consistent with generally Partial.
accepted professional standards of care. In
particular, each State hospital shall ensure that:
E4.a individuals who have met discharge criteria are Current findings on previous recommendations:

discharged expeditiously, subject to the
availability of suitable placements; and

Recommendations 1 and 2, January 2009:

e Continue to reduce the overall number of individuals still hospitalized
after referral for discharge has been made.

e Identify and resolve system factors that act as barriers to timely
discharge.

260




Section E: Discharge Planning and Community Integration

Findings:

Review of documentation found that 59 individuals had met discharge
criteria during this review period. The status of these individuals is
varied as to when and to where they are to be discharged. Meanwhile,
Social Work staff is working on eliminating the barriers to the
individuals' discharge including seeking a conservator (RB), reducing
anxiety with community integration (LB), getting a court date (J6), and
securing benefits approval prior to placement (TL). There are very few
individuals who are discharge-ready but still hospitalized beyond the last
six months. According to the Chief of Social Work, NSH has developed a
database to track and monitor individuals designated as meeting
discharge criteria by the WRPTs,

Current recommendations:

1. Continue to reduce the overall number of individuals still hospitalized
after referral for discharge has been made.

2. Identify and resolve system factors that act as barriers to timely
discharge.

E.4b Individuals receive adequate assistance in Current findings on previous recommendation:
transitioning to the new setting.
Recommendation, January 2009:

Develop and implement documentation guidelines to ensure that
individuals receive adequate assistance when they transition to the new
setting.

Findings:

Using the DMH Discharge Planning and Community Integration Auditing
Form, NSH assessed its compliance based on a 100% of the sample of
individuals who were discharge ready between December 2008 and April
2009:
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Each State hospital shall provide transition supports
and services consistent with generally accepted
professional standards of care. In particular, each
State hospital share ensure that:
10. Individuals receive adequate assistance in 44%
transitioning to the new setting. (E4b)
10.a The Present Status section of the individual’s 43%
WRP describes the assistance needed to
transition to t he discharge setting, and
10.b Identifies the persons (i.e. agency staff) 44%
responsible for providing transitional assistance.
Comparative data indicated a decline in mean compliance since the
previous review period:
Previous Current
period period
Mean compliance rate
10. | 67% | 44%
Compliance rate in last month of period
10. 67% 100%
10.a 75% 100%
10.b 67% 100%

A review of the records of 12 individuals found that 10 of the WRPs in
the charts contained documentation of the assistance needed by the
individual in the new setting (DTS, EH, ETM, MWS, RLH, RLM, RLT, SN,
SSM and TCG). The remaining two (HLA and JSY) did not.

According the Chief of Social Work, the NSH Discharge Database needs
to be refined to capture all relevant information in order to identify and
resolve any barriers to discharge. In addition, not all SW staff enters
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data into the Discharge Database in a timely fashion. To improve
compliance, NSH plans to refine the Discharge Database, ensure timely
documentation of discharge data, and audit all WRPCs to correct
documentation in the WRPs and if needed correct entries in the
Discharge Database.

Current recommendation:

Develop and implement documentation guidelines to ensure that
individuals receive adequate assistance when they transition to the new
setting.

E5 For all children and adolescents it serves, each
State hospital shall:

E5.a develop and implement policies and protocols that
identify individuals with lengths of stay exceeding
six months; and

E5.b establish a regular review forum, which includes

senior administration staff, to assess the children
and adolescents identified in § V.E.1 above, to
review their treatment plans, and to create an
individualized action plan for each such child or
adolescent that addresses the obstacles to
successful discharge to the most integrated,
appropriate placement as clinically and legally
indicated.

The requirements of Section E.5 are not applicable to NSH
because it does not serve children or adolescents.
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F. Specific Therapeutic and Rehabilitation Services

Summary of Progress on Psychiatric Services:

1.

NSH has made significant progress in decreasing the overall
incidence of certain unjustified high-risk medication uses (long-term
benzodiazepines and anticholinergics).

NSH has developed three Drug Utilization Evaluations that met
current generally accepted standards.

NSH has improved reporting of adverse drug reactions (ADRs) and
developed adequate Intensive Case Analyses (ICAs) of ADRs that met
appropriate threshold criteria.

NSH has improved the identification of individuals suffering from or
having history of abnormal involuntary movements.

Summary of Progress on Psychological Services:

1.

There has been a significant improvement in the comprehensiveness
and quality of the PBS plans and Behavior Guidelines.

Risk factors/trigger thresholds had been streamlined and all
referrals to the PSSC were reviewed and assessed for services.
Psychologists/neuropsychologists have added a number of Cognitive
Remediation Mall groups.

The structure, organization, and operation of the By Choice Incentive
System and By Choice Incentive Store services have improved.

Summary of Progress on Nursing Services:

1.

NSH has continued to make progress regarding the documentation of
PRN and Stat medications.

NSH has recently implemented the new shift report process that
includes more clinically relevant information hospital-wide.

NSH has implemented an active approach to address the
discrepancies between MVR and Medication Administration data.

264




Section F: Specific Therapeutic and Rehabilitation Services

Summary of Progress on Rehabilitation Therapy Services:

1. Improvement is noted in the quality of focus statements, objectives
and interventions written for individuals receiving Rehabilitation
Therapy services.

2. WRP integration for individuals receiving Rehabilitation Therapy
services has improved since last review.

3. A speech therapy articulation group has been initiated for individuals
who require this service.

4. Individuals with dysphagia and who are receiving enteral nutrition are
currently being reassessed to determine optimal supports and
potential for therapeutic interventions.

Summary of Progress on Nutrition Services:

1. Nutrition PSR Mall groups have been initiated; the lesson plan
reviewed appears to meet accepted standards of practice.

2. Improvement is noted in the quality of focus statements, objectives
and interventions written for individuals receiving nutrition services.

Summary of Progress on Pharmacy Services:
NSH has maintained substantial compliance with EP requirements in this
section.

Summary of Progress on General Medical Services:

1. NSH has implemented an effective system to ensure access by
physicians and surgeons to medical/laboratory testing records of
individuals during outside hospitalizations.

2. NSH has initiated a system (MEDCAP) to improve tracking by
physicians and surgeons of required laboratory monitoring of its
individuals. This system has the potential fo improve laboratory
monitoring by psychiatry staff as well.

3. There was evidence of recent improvement in the process of
physician acceptance evaluation upon individuals' return from outside
hospitalizations.
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Summary of Progress on Infection Control:

1. The Infection Control Department has implemented a weekly review
of the IC Key Indicator data to ensure its accuracy.

2. NSH has done exceptional work regarding the WRPs and infectious
diseases.

3. NSH's Infection Control Department has achieved substantial
compliance in all areas of the Enhancement Plan.

Summary of Progress on Dental Services

1. NSH's Dental Department has maintained substantial compliance in a
number of areas.

2. A system has been implemented to address dental refusals by the
WRPTs. Continued efforts need to focus on the quality of these
WRPs.
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1. Psychiatric Services

Methodology:

Interviewed:
Patricia Tyler, MD, Acting Supervising Senior Psychiatrist

Reviewed:

1. The charts of the following 37 individuals: AKS, AVC, CAD, CKR, CLS,
CS, DAF, DC-2, DH, EAS, FKL, GMW, ILL, JVV, JWH, KP, LG, MAG,
MCA, MDC, MHJ, MNR, MPC, PDR, PG, SLH, RAH, RG, RH, RJJ, RVT,
SWH, TB, TPT, TR, VH and ZJP

2. Revised Special Order 105.11, DMH Psychotropic Medication Policy,
February 11, 2009

3. NSH information regarding the status of implementation of DMH
Psychotropic Medication Policy

4. Psychotropic medication guidelines for lithium, antidepressants (other
than SSRIs), iloperidone and general laboratory monitoring

5. DMH Admission Assessment: Psychiatry Section Instructions,
February 2009

6. NSH Admission Psychiatric Assessment Audit summary data
(December 2008 to May 2009)

7. DMH Integrated Assessment: Psychiatry Section Instructions,
February 2009

8. DMH Integrated Assessment: Psychiatry Section Audit Form
Instructions, February 2009

9. NSH Integrated Assessment: Psychiatry Section Audit summary data
(December 2008 to May 2009)

10. DMH Monthly Psychiatry Progress Note, May 2009

11. DMH Monthly PPN Audit Form, May 2009

12. DMH Monthly Physician Progress Note Audit Form Instructions, May
2009

13. NSH Monthly PPN Audit summary data (December 2008 to May
2009)
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14. NSH PRN and Stat monitoring summary data (December 2008 to May
2009)

15. NSH graph "Administrations PRN"

16. NSH graph "Individuals with 3 or more PRNs in 7 Consecutive Days"”

17. NSH graph "Unique Individuals Given PRNs"

18. NSH graph "Administrations Stat”

19. NSH Benzodiazepine Auditing Form summary data (December 2008
to May 2009)

20. NSH graph "Number of Individuals Using Benzos >14 Days"

21. NSH graph "Number of Individuals on Non-PRN Benzodiazepines >60
Days"

22. NSH Anticholinergics Auditing Form summary data (December 2008
to May 2009)

23. NSH graph "Number of Individuals Using Anticholinergics >60 Days"

24. NSH Polypharmacy Auditing Form summary data (December 2008 to
May 2009)

25. NSH graph "Total Number of Individuals on 4 or More Psychotropic
Medications Regardless of Indications”

26. NSH New Generation Antipsychotic Medications Monitoring summary
data (December 2008 to May 2009)

27.NSH TD Survey

28. NSH Tardive Dyskinesia Database

29. NSH TD Monitoring summary data (December 2008 to May 2009)

30. Last ten ADRs for this reporting period

31. NSH aggregated data regarding ADRs (December 2008 to May 2009)

32. Intensive Case Analyses (ICAs) completed during this review period:
Bradycardia Secondary to Lithium and Priapism Secondary to
Quetiapine

33. Last ten MVRs for this reporting period

34. NSH aggregated data regarding medication variances (December
2008 to May 2009)

35. Pharmacy and Therapeutics Committee Minutes: January 13, March
10, April 14 and May 12, 2009

268




Section F: Specific Therapeutic and Rehabilitation Services

36. Drug utilization Evaluations (DUEs) completed during this review
period: Critical Medication Levels, Concurrent Depot/Oral
Antipsychotics, Valproic Acid/Divalproex, Utilization of Zydis More
than Three Months

F.la

Each State hospital shall develop and implement
policies and procedures to ensure system-wide
monitoring of the safety, efficacy, and
appropriateness of all psychotropic medication use,
consistent with generally accepted professional
standards of care. In particular, policies and
procedures shall require monitoring of the use of
psychotropic medications to ensure that they are:

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

e Finalize individualized guidelines for all psychotropic and
anticonvulsant medications listed in the formulary.

e Ensure that the individualized medication guidelines are continually
revised, as appropriate, to reflect current literature, relevant clinical
experience and professional practice guidelines.

Findings:

During this review period, the DMH's Psychopharmacology Advisory
Committee (PAC), led by PSH's psychopharmacology consultant, has made
significant revisions, updates and additions to the DMH Psychotropic
Medication Policy. This monitor reviewed the changes and found that
they comported with current literature and generally accepted
standards. The following is an outline of the stage of implementation of
these changes within NSH:

1. NSH's Pharmacy and Therapeutics Committee was in the process of
reviewing the new draft guideline regarding the use of iloperidone, a
new generation antipsychotic medication (NGA), with implementation
anticipated in August 2009.

2. The following changes were distributed to all NSH psychiatrists but
the status of implementation was unclear. NSH reported that the
changes were not adequately communicated because no summary of
the changes and/or tracked changes to the guidelines was provided
by the PAC.

a. Updated changes o NGA guidelines (except for aripiprazole) to
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address the relationship between the risk of hyperprolactinemia
and the plasma concentrations of these drugs;

b. Information regarding the occurrence of hyperprolactinemia in
the context of various psychotropic drug treatments;

c. The updated aripiprazole guideline (o address the newly
recognized benefits of this medication in the treatment of
certain affective disorders);

d. The new guideline regarding the metabolic syndrome (including
risks factors, screening, diagnosis and management);

e. The updated guideline regarding the use of SSRIs (to address
the risks of gestational hypertension and eclampsia);

f. The updated guideline regarding the use of valproic
acid/divalproex (to clarify the different forms of treatment and
to address the risks of osteoporosis and osteopenia):

g. The updated guideline regarding the use of PRN and Stat
medication (to provide further information on medications in
common use);

h. The updated information regarding the use of medications for
elderly individuals (to address the cardiovascular risks in
association with NGAs and osteoporosis and osteopenia with
SSRIs);

i. The updated information regarding the maximum daily doses of
medications (o increase doses of paroxetine and duloxetine to 60
mg and 120 mg respectively);

J- The new guideline regarding neuroleptic malignant syndrome
(including diagnosis/differential diagnosis, laboratory evaluation
and treatment); and

k. The updated Drug Utilization Evaluation (DUE) instruments (to
maintain congruence with the respective guideline/information in
the policy).

In addition, NSH has implemented its previously reported local guidelines
regarding the use of lithium, venlafaxine, bupropion and mirtazapine, and
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the monitoring of lipase and amylase. These guidelines were
communicated to the PAC for finalization at the state level.

NSH reported that it has submitted two representatives to the PAC to
improve communications between the statewide committee and NSH.

Recommendations 3 and 4, January 2009:

e Monitor this requirement using the DMH Admission Psychiatric
Assessment, DMH Integrated Assessment: Psychiatric Section and
Monthly Physician Progress Note Auditing Forms based on at least
20% samples.

¢ Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

Findings:

NSH used the DMH Admission Psychiatric Assessment and Integrated
Assessment: Psychiatry Section Forms to assess compliance during the
review period (December 2008 - April 2009), based on average samples
of 74% and 55%, respectively.

NSH also used the Monthly Psychiatric Progress Note Auditing Form to
assess compliance with this requirement. NSH revised the Monthly
Physician Progress Note Template and Auditing Form during this review
period in efforts to ensure clinical relevance and to continue to meet all
requirements of the Enhancement Plan. Specific modifications are noted
in each cell as applicable. From December 2008 to April 2009, the
average sample size was 15% and for May 2009 the sample size was 9%
of the monthly notes for individuals who had been hospitalized for more
than 90 days.

Compliance data with corresponding indicators and sub-indicators and
comparative data are summarized in each cell below.
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Recommendation 5, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:
See applicable cells below for a summary of corrective actions relevant to
each area.

Compliance:
Partial; improved compared to the last review.

Current recommendations:

1. Finalize and update (as necessary) individualized guidelines for all
psychotropic and anticonvulsant medications listed in the formulary.

2. Provide an outline of all updates made to the individualized medication
guidelines, including the specific changes made and the status of
implementation at NSH.

3. Implement corrective actions to improve communications between the
PAC and all facilities.

4. Monitor this requirement using the DMH Admission Psychiatric
Assessment, DMH Integrated Assessment: Psychiatric Section and
Monthly Physician Progress Note Auditing Forms based on at least
20% samples.

5. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

6. Provide a summary outline of improvements in practice made as a
result of review by the facility of internal monitoring data.

F.la.i specifically matched to current, clinically
justified diagnoses or clinical symptoms; Admission Psychiatric Assessment
8. ‘ Plan of care includes [regular psychotropic ‘ 94%
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medications, with rationale, PRN and/or Stat
medication as applicable, with specific behavioral
indications, and special precautions to address risk
factors, as indicated]

Comparative data indicated improvement in compliance from 76% in the
previous review period.

Integrated Psychiatric Assessment

7.

Diagnostic formulation is documented

86%

10.

Psychopharmacology treatment plan includes [current
target symptoms, specific medication to be used,
dosage titration schedules, if indicated, adverse
reactions to monitor for, rationale for
anticholinergics, benzodiazepines, polypharmacy and
new generation, response to medication since
admission, if applicable, and medication consent issues
were addressed]

91%

Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period

Mean compliance rate
7. 53% 86%
10. 50% 91%
Compliance rate in last month of period
7. | 47% | 100%
Monthly PPN
2.b ‘ The current target symptoms which are the focus of ‘ 98%
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treatment are identified in the progress note.

6.0.1 | The risks, benefits and rationale for the current 86%
psychopharmacology plan including anticholinergics,
benzodiazepines, and polypharmacy are documented.

6.0.2 | There is a clear description of the reasoning for 93%

continuing the current medication regiment and the
proposed future plans, such as augmentation, dose
tapering, change in medication, efc.

Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period

Mean compliance rate
2.b 94% 98%
6.a.1 68% 86%
6.0.2 78% 93%
Compliance rate in last month of period
6.a.1 | 66% | 90%

NSH implemented the revised PPN Auditing Form in May 2009. These
items’ numbers were changed and these items were revised to more
closely align with the EP requirement.

Monthly PPN Revised

2.b Subjective complaints and symptoms are documented 98%
or there is documentation substantiating the reason
that subjective complaints/concerns are not available.

3. Timely and justifiable updates of diagnosis and 97%

treatment, as clinically indicated.
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NSH reported that data analysis early in the review period revealed that
some psychiatrists were not utilizing the PPN template. NSH reported
that the template is now utilized throughout the facility.

Additionally, see D.1.d.i for a summary of NSH's efforts to resolve
deferred, NOS, and R/O diagnoses.

F.la.ii prescribed in therapeutic amounts, as dictated
by the needs of the individual served; Monthly PPN
2.h.2 Current Psychotropic medication dosage/laboratory | 92%
monitoring/diagnostic testing and consultation
protocols are followed as indicated (as per OMH
Psychotropic guidelines.)
Comparative data indicated improvement in compliance from 84% in the
previous review period.
NSH implemented the revised PPN Auditing Form in May 2009. The item
number changed and the item was revised to simplify wording to reduce
confusion.
Monthly PPN Revised
5.b Current regimen is prescribed consistent with 98%
DMH Psychotropic guidelines.
F.La.iii tailored to each individual's symptoms; Same as in F.1.a.i.
F.la.iv monitored for effectiveness against clearly
identified target variables and time frames; Monthly PPN
2.b Identified target symptoms are documented. 98%
2.c Participation in treatment is documented. 96%
2d Progress towards objective in the Wellness and 95%
Recovery Plan (is documented).
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Comparative data indicated that the facility maintained compliance at or
above 90% from the previous review period for all items.

NSH implemented the revised PPN Auditing Form in May 2009. The item
number changed and the item was revised to facilitate the discussion of
target symptoms within the context of treatment.

Monthly PPN Revised
5.c Monitored for effectiveness against clearly 90%
identified target variables

F.lav monitored appropriately for side effects;
Monthly PPN
6.b Monitoring of side effects (is documented) 92%
6.c AIMS is completed 86%

Comparative data indicated mixed changes in compliance since the
previous review period:

Previous Current
period period
Mean compliance rate
6.b 78% 92%
6.c 88% 86%
Compliance rate in last month of period
6.c | 80% | 80%

NSH implemented the revised PPN Auditing Form in May 2009. The item
number changed and the item was revised for clarity.
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Monthly PPN Revised

2.9

Current AIMS

81%

5d

Justify/explain the use of medications that pose
elevated risks and/or are causing side effects
including, if applicable, an analysis of risks and
benefits of the following: benzodiazepines,
anticholinergics, polypharmacy, conventional and
atypical antipsychotics and other psychiatric
medications

95%

F.la.vi

modified based on clinical rationales;

Monthly PPN

6.a.1

The risks, benefits and rationale for the current
psychopharmacology plan including anticholinergics,
benzodiazepines, and polypharmacy are documented.

86%

6.a.2

There is a clear description of the reasoning for
continuing the current medication regimen and the
proposed future plans, such as augmentation, dose
tapering, change in medication, efc.

93%

Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period
Mean compliance rate
6.a.1 68% 86%
6.a.2 78% 93%
Compliance rate in last month of period
6.a.1 | 67% 90%
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NSH implemented the revised PPN Auditing Form in May 2009. These
items numbers were changed and the items were revised for clarity.

Monthly PPN Revised
5.a Justify/explain the current regimen considering this 98%
month’s progress (or lack of progress) and clinical
data
5d Justify/explain the use of medications that pose 95%
elevated risks and/or are causing side effects
including, if applicable, an analysis of risks and
benefits of the following: benzodiazepines,
anticholinergics, polypharmacy, conventional and
atypical antipsychotics and other psychiatric
medications.
F.La.vii are not inhibiting individuals from meaningfully
participating in freatment, rehabilitation, or Monthly PPN
enrichment and educational services asaresult || 2.c Participation in treatment is documented. 97%
of excessive sedation; and 6.b | Monitoring of side effects (is documented.) 92%
6.c AIMS is completed. 86%

Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period

Mean compliance rate
2.c 86% 97%
6.b 78% 92%
6.c 80% 86%
Compliance rate in last month of period
6.c | 88% | 80%
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NSH implemented the revised PPN Auditing Form in May 2009. This item
number was changed and these items were consolidated to reduce

redundancy.

Monthly PPN Revised

5d Justify/explain the use of medications that pose 95%
elevated risks and/or are causing side effects
including, if applicable, an analysis of risks and
benefits of the following: benzodiazepines,
anticholinergics, polypharmacy, conventional and
atypical antipsychotics and other psychiatric
medications.

F.la.viii Properly documented.

Admission Psychiatric Assessment | 8.a, 8.b and 8.c 95%

Integrated Assessment 7 and 10 90%

(Psychiatry)

Monthly PPN 2b, 3, ba, 5b, 5¢ and 5d 91%
Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period

Mean compliance rate

Admission Psychiatric Assessment 83% 95%

Integrated Assessment (Psychiatry) 53% 90%

Monthly PPN 79% 91%

F.1b Each State hospital shall monitor the use of PRN Current findings on previous recommendations:

and Stat medications to ensure that these
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medications are administered in a manner that is
clinically justified and are not used as a substitute
for appropriate long-term treatment of the
individual's condition.

Recommendations 1-5, January 2009:

¢ Include data on the sub-indicators for item 7 on the DMH Monthly
PPN Auditing Form.

e Ensure that valid and reliable data are provided based on the DMH
Nursing Services Monitoring Form for Stat medication uses.

¢ Provide documentation of procedure/instruction fo ensure that time
limits for PRN orders are gradually shortened to three days of use.

e Monitor this requirement using the DMH Monthly Physician Progress
Note auditing form and the DMH Nursing Services Monitoring Forms
for PRN and Stat medication uses based on at least a 20% sample.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

Findings:

NSH used the standardized DMH Monthly PPN tool to assess compliance,
based on an average sample of 15% of individuals who had been
hospitalized for 90 or more days from December 2008 - April 2009. The
following tables summarize the data:

Monthly PPN

7. Timely review of the use of "pro re nata” or "as 75%
needed” ("PRN”) and "Stat” (i.e., emergency
psychoactive) medications and adjustment of regular
treatment, as indicated, based on such use:

7.a Describes the rationale/specific indications for all | 86%
PRN orders.

7.b Reviews the PRNs and Stats during the interval 81%
period.

7.c Discusses use of PRN/Stat as indicated to reduce 66%
the risk of restrictive interventions.

7d Describes modification of regularly scheduled 68%

medication regimen based on the use of PRN/Stat
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| ‘ medications. | |

Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period

Mean compliance rate
7. | 59% | 76%
Compliance rate in last month of period
7. 71% 81%
7.a 73% 89%
7.b 65% 70%
7.c 54% 61%
7d 48% 58%

NSH implemented the revised PPN Auditing Form in May 2009 with a
sample size of 9% of the monthly notes for individuals who had been
hospitalized for more than 90 days. The number of this item was revised
and the sub-items removed to align it with the EP requirement. The
following table summarizes the data:

Monthly PPN Revised
6. Timely review of the use of "pro re nata” or "as 94%
needed” ("PRN”) and "Stat” (i.e., emergency
psychoactive) medications and adjustment of regular
treatment, as indicated, based on such use.

The facility also used the DMH Nursing Services Monitoring Forms for
PRN and Stat medication uses, based on average samples of 17% and 26 %
of PRN and Stat medications given per month, respectively.
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Nursing Services PRN

1. Safe administration of PRN medication. 82%

2. Documentation of the circumstances requiring PRN 75%
medication.

3. Documentation of the individual’s response to PRN 84%
medication,

Comparative data indicated improvement in compliance since the previous
review period:

Previous Current
period period
Mean compliance rate
1. 46% 81%
2. 47% 75%
3. 51% 84%
Compliance rate in last month of period
1. 58% 89%
2. 53% 92%
3. 64% 86%
Nursing Services Stat
1. Safe administration of Stat medication. 98%
2. Documentation of the circumstances requiring Stat 77%
medication.
3. Documentation of the individual’s response to Stat 83%
medication,

Comparative data indicated improvement in compliance since the previous
review period:
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Previous Current
period period

Mean compliance rate
1. 47% 98%
2. 37% 77%
3. 46% 83%
Compliance rate in last month of period
2. 48% 92%
3. 69% 90%

Recommendation 6, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:
The facility's corrective actions are summarized below:

1.

NSH reported that it established a 14-day limit for all psychotropic
PRNs. The facility indicated that the P&T Committee discussed
gradually shortening PRN orders to three days. This proposal was not
accepted due to concerns about efficiency, the unclear benefits
achieved, the difficulty in tracking when each PRN would need
renewal and the question of who would cover during holidays,
furloughs and vacations.

During the review period, the Acting Medical Director received a
monthly report of all PRNs/Stats not written with specific behavioral
indications. Feedback and mentoring was provided to the prescribing
psychiatrist and his/her senior.

The facility developed and implemented the Nursing PRN/Stat Note
Template in February 2009.

In March 2009, CNS implemented a hospital-wide auditing tool to
monitor nursing documentation in real time. The Shift Lead or
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designee reviews at least 20% of the PRN/Stats administered on
each shift daily using the established Program PRN/Stat Review Form
and makes necessary corrections to meet the documentation criteria
for a PRN/Stat.

5. The Unit Supervisor and Program Nursing Coordinator review data on
a regular basis.

6. Nursing Coordinators reviewed copies of the NSH Nightly Audits
during weekly meetings.

Compliance:
Partial; substantial compliance is dependent on compliance with D.1.f.

Current recommendations:

1. Monitor this requirement using the DMH Monthly Physician Progress
Note auditing form and the DMH Nursing Services Monitoring Forms
for PRN and Stat medication uses based on at least a 20% sample.

2. Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period.

3. Provide a summary outline of improvements in practice made as a
result of review by the facility of internal monitoring data.

F.lc Each State hospital shall monitor the psychiatric Current findings on previous recommendations:
use of benzodiazepines, anticholinergics, and
polypharmacy to ensure clinical justification and Recommendations 1 and 3, January 2009:
attention to associated risks. ¢ Monitor this requirement using the Benzodiazepine, Anticholinergic

and Polypharmacy Audit Forms based on at least 20% samples.

e Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period).

Findings:
This monitor reviewed the revised DMH Monthly PPN Audit Form and
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found it to be sufficient to provide self-assessment data while

simplifying and consolidating the processes of monitoring for the use of
benzodiazepines, anticholinergics and polypharmacy.

NSH used the standardized DMH Monthly PPN Audit Form to assess
compliance (December 2008 - May 2009). Sample size was based on the
total number of individuals prescribed the class of medication, regardless
of duration. The following is a summary of the monitoring indicators and

corresponding mean compliance rates:

PPN - Revised

benefits of the following:

5.d. Justify/explain the use of medications that pose
elevated risks and/or are causing side effects
including, if applicable,_ an analysis of risks and

5.d.i. Benzodiazepines. (%S = 14%) 87%
5.d.ii. Anticholinergics. (%S = 19%) 92%
5.d.iii. Polypharmacy. (%S = 13%) 84%
Additionally, NSH reported the following comparative data:
Indicators Previous | Current
Period Period
1. | Total number of individuals receiving N/A 65
benzodiazepines for 60 days or more.
2. | Total nhumber of individuals receiving
benzodiazepines and have dx of substance N/A 33
abuse: (a) any substance, for 60 days or
more.
3. | Total number of individuals receiving
benzodiazepines and have dx of substance N/A 26
abuse: (b) poly/alcohol, for 60 days or
more.
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Total number receiving benzodiazepines
and have cognitive impairments (dementia
or MR or cognitive disorder NOS or
borderline intellectual functioning).

N/A 4

Total number receiving anticholinergics

for 60 days or more. 222 12

Total number receiving anticholinergics
and have dx of cognitive impairments (as
above) or tardive dyskinesia or age 65 or
above.

N/A 9

Total number with intra-class

326 319
polypharmacy

Total number with inter-class

160 136
polypharmacy

Recommendation 2, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:
A summary of NSH's corrective actions follows:

1.

The Acting Medical Director and P&T Committee implemented a
requirement that all routine benzodiazepine orders prescribed for
psychiatric indications cannot be written for a period greater than 14
days.

After 14 days, NSH now requires a consultation with either the
Substance Recovery Committee or the TRC.

NSH established a 30-day limit on all anticholinergics prescribed for
psychiatric indications (April 2009).

In April 2009, the Acting Medical Director requested that the TRC
consultant prioritize TRC reviews for individuals with cognitive
impairment, liver disease or respiratory problems on benzodiazepines
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for more than two months. In May 2009, the TRC deferred
consultation/authorization of benzodiazepines unless documentation
of risks outlined in the audit was completed. If after two weeks, the
documentation was still not complete, the TRC consultant
recommended denial to the TRC chairperson who then forwarded the
case to a focused practice review by the MEC.

Other findings:

Chart reviews by this monitor found significant decrease in the overall
number of individuals receiving the following types of regular medication
use (for two or more months) compared to the last review:

1. Benzodiazepines (overall);

2. Benzodiazepines in presence of diagnoses of substance use disorders
and/or cognitive disorders;

3. Anticholinergic medications (overall);

4. Anticholinergic medications for individuals diagnosed with cognitive
disorders; and

5. Anticholinergic medications for elderly individuals.

In general, the review also found general evidence of documented
justification for the above-mentioned medication uses, including attempts
and/or plans to withdraw unjustified tfreatment (benzodiazepines and/or
anticholinergic medications) as well as justification for the use for
polypharmacy.

The following is an outline of the chart reviews (diagnosis is listed only if
it signified a condition that increased the risks of treatment):

Benzodiazepine use

Individual | Medication(s) Diagnosis
AVC Lorazepam Polysubstance Dependence
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CAD Lorazepam Polysubstance Dependence
DH Lorazepam (and Other Substance Abuse
Lorazepam and
zolpidem PRN)
FKL Lorazepam (until Polysubstance Dependence
June 2, 2009,
currently PRN only)
MHJ Clonazepam Dementia Due To General Medical
Condition With Behavioral
Disturbance
SLH Lorazepam Borderline Intellectual Functioning
TB Clonazepam Polysubstance Dependence
VH Lorazepam Other Substance Abuse and
Borderline Intellectual Functioning
ZJP Clonazepam (and Cocaine Abuse

lorazepam PRN)

This review found substantial compliance in five charts (AVC, CAD, FKL,
MHJ and ZJP), partial compliance in three (SLH, TB and VH) and
noncompliance in one (DH).

Anticholinergic use

Individual | Medication(s) Diagnosis

RH Benztropine (and Mild Mental Retardation
lorazepam)

RVT Amantadine Borderline Intellectual Functioning
(discontinued
03/20/09)
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Anticholinergic use for elderly individuals

Individual | Medication(s) Diagnosis

DAF Benztropine Borderline Intellectual Functioning
(discontinued May
28,09)

MNR Benztropine

At the time of this review, chart reviews and reviews of the facility's
database found that only one individual currently received long-term

anticholinergic medication in presence of a diagnosis of cognitive
impairment (RH) and only one elderly individual (age 65 or above) received
long-term treatment (MNR).

Polypharmacy use

Individual | Medication(s)

AKS Quetiapine, risperidone, ziprasidone and divalproex

CS Aripiprazole, mirtazapine, divalproex, fluoxetine,
diphenhydramine,

DC-2 Haloperidol, quetiapine, olanzapine, divalproex and
lorazepam

6MW Risperidone (Consta), ziprasidone, perphenazine and
lithium

ILL Ziprasidone, haloperidol (decanoate) , lithium and
fluoxetine

LG Olanzapine, risperidone, aripiprazole, trazodone,
clonazepam and buspirone

RAH Chlorpromazine, citalopram, lithium and trazodone

This review found adequate justification for the use of polypharmacy in
four charts (AKS, DC-2, GMW and RAH) and partial compliance in three
charts (CS, ILL and LG). The facility's database regarding polypharmacy
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appeared to be overestimating the number of medications used at the
same fime in some instances (e.g. AKS and ILL).

Compliance:
Partial; improved compared to the last review.

Current recommendations:

1.

Monitor this requirement using the DMH Monthly PPN Auditing Form

based on at least a 20% sample.

Provide aggregated data (and data comparisons across review periods)

regarding the total number of individuals receiving the following:

a. Benzodiazepines for 60 days or more;

b. Benzodiazepines and have any diagnosis of substance use
disorder:;

c. Benzodiazepines and have any diagnosis of cognitive impairment;

d. Anticholinergics for 60 days or more;

e. Anticholinergics and have any diagnosis of cognitive impairments
and/or tardive dyskinesia and/or are age 65 or above;

f. Intra-class polypharmacy; and

g. Inter-class polypharmacy

Provide a summary outline of improvements in practice made as a

result of review by the facility of internal monitoring data.

Ensure accuracy of database regarding individuals receiving

polypharmacy.

F.1d

Each State hospital shall ensure the monitoring of
the metabolic and endocrine risks associated with
the use of new generation antipsychotic
medications.

Current findings on previous recommendations:

Recommendation 1, 2 and 3, January 2009:

Ensure that data from the NSH New Generation Antipsychotic
Medications Audit Tool are consistent when presenting information in
two formats (by medication and by month).

Monitor this requirement using the DMH tool regarding the
monitoring of new generation antipsychotics based on at least a 20%
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sample.
¢ Provide data analysis that delineates and evaluates areas of low

compliance and relative improvement (during the reporting period and

compared to the last period).

Findings:

Using the NSH New Generation Antipsychotic Medications Auditing Form,
NSH assessed its compliance based on an average sample of 2% of

individuals receiving these medications during the review period

(December 2008 - May 2009):

1. Indications for use are documented in 100%
the PPN
2. Family/personal risk factors addressed in PPN (if 100%
medication started within last 90 days)
3. Justification for use documented in PPN for 67%
individuals with diagnosis of (for olanzapine,
risperidone, quetiapine)
3.a Dyslipidemia 62%
3.b Diabetes 66%
3.c Obesity 71%
4. Justification for use documented in PPN for 34%
individuals on risperidone with hyperprolactinemia.
5. Appropriate monitoring for postural hypotension for 100%
individual >60y/0 with BP<90/60 on quetiapine,
clozapine
6. ECG within previous 12 months if on Clozaril. 71%
7. Appropriate baseline and regular monitoring of: 93%
8. Appropriate Labs: 84%
8.a Lipid Pane/ 87%
8.b HgbAIC 78%
8.c Prolactin level if on risperidone 92%
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If individual is female, annual breast exam

92%

10.

If an unstable seizure disorder present and on
Clozaril, was appropriate action taken

100%

Comparative data indicated mixed changes in compliance since the
previous review period:

Previous Current
period period

Mean compliance rate
1. 100% 100%
2. 93% 100%
3. 44% 67%
4. 34% 34%
5. 30% 100%
6. 35% 71%
7. 87% 93%
8. 74% 84%
9. 63% 92%
10. 47% 100%
Compliance rate in last month of period
3. 57% 37%
4. 0% N/A
6. 65% 67%
8. 73% 85%

NSH reported that it intends to utilize the revised monitoring tool during
the next review period.

Recommendation 4, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.
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Findings:
A summary of NSH's corrective actions follows:

1.

NSH developed software that alerts the Nurse Practitioner of
required lab/diagnostic tests that have not been ordered. The
facility implemented this program in July 2009.

Nurse Practitioners now order all admission lab work consistent with
Administrative Directive 599, Provision of Medical Services.

The facility indicated that it identified the automatic canceling of
future lab orders when an individual first refuses a lab as a barrier to
compliance. As a corrective action, in June 2009 the Acting Medical
Director sent an e-mail to all psychiatrists requesting that when a lab
order is cancelled for a patient refusal (or other reason) that another
order be entered for the next required/scheduled lab of that same
type.

NSH reported that it intends to implement the New Generation Flow
Sheet. This flow sheet is intfended fo summarize labs that are due
and lab results over the previous year. This is anticipated to ensure
that lab results are available for comparison even when the medical
records are purged.

Other findings:

This monitor reviewed the charts of 12 individuals who were receiving
new generation antipsychotic agents and suffering from a variety of
metabolic disorders. The following table outlines the initials of the
individuals, the medication used and the metabolic disorder(s):

Individual | Medication Diagnosis

CKR Quetiapine Diabetes mellitus

EAS Quetiapine Diabetes mellitus

JvV Olanzapine Obesity

MAG Risperidone Obesity and hyperlipidemia
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MCA Olanzapine Diabetes mellitus and obesity

MDC Clozapine Diabetes mellitus, obesity and
hyperlipidemia

MPC Olanzapine Hyperlipidemia

PG Olanzapine Diabetes mellitus and obesity

RVT Risperidone Diabetes mellitus

SWH Risperidone Diabetes mellitus and hyperlipidemia

TPT Risperidone Hyperlipidemia and obesity

TR Clozapine Diabetes mellitus and obesity

In general, the facility provided adequate laboratory monitoring of the
metabolic indicators, blood counts and vital signs for individuals at risk.
During this review period, the facility appeared to have made further
progress in the laboratory monitoring of the risks of metabolic,
pancreatic and endocrine dysfunction. However, this monitor found
several process deficiencies that must be corrected to achieve
substantial compliance. The following are examples:

1. The psychiatric progress note did not address a significant increase
in serum amylase level in an individual who received treatment with
olanzapine (JVV).

2. There was no documentation of serum prolactin level during the past
year in an individual who received treatment with olanzapine (MCA).

3. The WRP did not address a diagnosis of obesity in an individual who
experienced progressive weight gain since admission while receiving
olanzapine (JVV). However, the psychiatrist documented awareness
of this issue and an adequate plan to address the risk.

4. The psychiatric progress notes did not document or address
significant (and progressive) elevation of prolactin level in a female
individual receiving risperidone (MAG).

5. The psychiatric progress note did not document or address
significant elevation of serum prolactin level in an individual receiving
risperidone (SWH).
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10.

11.

There was no documentation of serum prolactin during the past year
in an individual receiving treatment with risperidone (SWH).

There was no documentation of serum lipase/amylase or prolactin
level in an individual receiving treatment with risperidone (RVT).

The psychiatric progress notes documented no side effects related
to psychotropic medications despite chart documentation of
progressive elevation of ammonia levels while receiving a combination
of divalproex and risperidone (RVT).

There was no evidence of laboratory monitoring for serum lipids
(during the past six months) in an individual receiving clozapine and
diagnosed with Diabetes Mellitus and Obesity (TR).

In general, there was limited documentation of attempts to utilize
lower risk NGA's for individuals diagnosed with metabolic disorders
and receiving ongoing treatment with higher risk NGA's.

The facility did not have an effective system to facilitate physicians’
review of laboratory testing results during the past year. In
addition, there was evidence of inconsistent implementation of the
facility's medical record purging policy.

Compliance:
Partial.

Current recommendations:

1.

Monitor this requirement using the DMH New Generation
Antipsychotic Medications Auditing Form based on at least a 20%
sample.

Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared fo the last period.

Provide a summary outline of improvements in practice made as a
result of review by the facility of internal monitoring data.
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F.le

Each State hospital shall ensure regular
monitoring, using a validated rating instrument
(such as AIMS or DISCUS), of tardive dyskinesia
(TD): a baseline assessment shall be performed for
each individual at admission with subsequent
monitoring of the individual every 12 months while
he/she is receiving antipsychotic medication, and
every 3 months if the test is positive, TD is
present, or the individual has a history of TD.

Current findings on previous recommendations:

Recommendation 1, January 2009:
Develop and implement systems fo ensure accurate identification of all
individuals with current diagnosis or history of TD.

Findings:

Since the last review, the facility has implemented a new process of
screening individuals for inclusion on the TD database. During May 2009,
the attending psychiatrists completed the "TD Survey" for each
individual to obtain an accurate database of individuals with a current
diagnosis or history of TD. Using this process, 176 individuals were
identified. Additionally, this survey is completed for newly admitted
individuals, individuals who develop an AIMS score of three or more,
and/or individuals who develop complicated TD requiring a neurological
consultation per NSH's TD policy.

Recommendation 2, January 2009:
Ensure consistent implementation of recommendations made by the TD
clinic.

Findings:

NSH reported that in May 2009 it added a question to the TD audit that
assessed whether the recommendations of the TD clinic were
implemented or justification for not following the recommendation was
present in the PPN.

Recommendation 3, January 2009:
Ensure that the TD statement/policy/procedure addresses management
strategies.

Findings:
NSH reported that this information is addressed in AD 360, Tardive

296




Section F: Specific Therapeutic and Rehabilitation Services

Dyskinesia.

Recommendations 4 and 5, January 2009:

Monitor this requirement using the DMH Tardive Dyskinesia
Monitoring Form based on at least a 100% sample and identify the
target population for all indicators.
Provide data analysis that delineates and evaluates areas of low
compliance and relative improvement (during the reporting period and
compared to the last period).

Findings:
NSH assessed its compliance using the DMH TD Auditing Form during the
review period (December 2008 - May 2009). The facility indicated that
specific populations and sample sizes will be presented during the next
review (following facility completion of the TD Survey in May 2009. The
following table summarizes the facility's data:

1

A baseline assessment shall be performed for each
/ndividual at admission.

99%

Subseguent monitoring of the individual every 12
months while he/she is receiving antipsychotic
medication.

87%

Monitoring of the individual is conducted every 3
months if the test (AIMS or DISCUS) is positive, TD
is present, or the individual has a history of TD.

53%

If an older generation antipsychotic is used there is
evidence in monthly physician progress note of
Justification of using the older generation medication.

62%

A neurology consultation / TD Clinic evaluation was
completed as indicated,

72%

Monthly progress notes for the past 3 months
indicate that antipsychotic treatment has been
modified to reduce risk or there is documentation of

90%
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rationale for continuation.

Diagnosis of TD is listed on Axis I and/or III (for 70%
current diagnosis).

Tardive Dyskinesia is included in Focus 6 of the WRP, 62%

The WRP reflect objectives and interventions for 65%
Tardlive Dyskinesia.

The facility did not provide comparative data.

Recommendation 6, January 2009:
Provide a summary outline of improvements in practice made as a result
of review by the facility of internal monitoring data.

Findings:
The following summarizes the facility's corrective actions:

1.

NSH reported the lack of a facility-wide TD database as a barrier
for senior psychiatrists in mentoring WRPTs to ensure that TD was
listed on Axis I or that it was included in WRP. The facility reported
that it intends for the newly formed database, following
administration of the TD Survey in May 2009, to address this
barrier.

NSH reported that auditing errors may account for the compliance
rate for item 5.

NSH reported that it intends to implement the TD Flow Sheet. This
flow sheet is intended to summarize previous AIMS results. This is
anticipated to ensure that AIMS results are available for comparison
even when the medical records are purged.

Other findings:

This monitor reviewed the charts of six individuals (CLS, TWH, KP, PDR,
RG and RJJ) who were currently diagnosed with Tardive Dyskinesia. This
review found that the facility's practice was adequate in the following
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areas:

1.

The facility has significantly improved the identification of
individuals at risk in this area.

There was evidence of timely completion of admission AIMS for
individuals who were admitted during this review period.

In most charts reviewed, there was evidence of attempts to utilize
safer antipsychotic treatment alternatives (CLS, TWH, KP and PDR).
Quarterly AIMS testing was completed during the past six months in
four charts (CLS, TWH, PDR and RJJ).

The psychiatric progress notes provided adequate tracking of AIMS
testing (CLS, TWH, PDR and RJJ).

However, the review found a pattern of deficiencies as follows:

There was no documentation of quarterly ALMS in the charts of KP
and RG.

The psychiatric progress notes did not address results of AIMS
testing that was completed prior to the review and, instead referred
o a test that was completed in February 2008 (RG).

The psychiatric progress notes did not include an examination of the
individual regarding status of the movement disorder (KP).

The WRP included objectives and interventions that were not aligned
with the status of the individual's TD (CLS, TWH, PDR and RJJ).

Compliance:
Partial.

Current recommendations:

1.

Monitor this requirement using the DMH Tardive Dyskinesia
Monitoring Form based on a 100% sample and identify the target
population for all indicators.

Provide data analysis that delineates and evaluates areas of low
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compliance and relative improvement (during the reporting period and
compared to the last period.

Provide a summary outline of improvements in practice made as a
result of review by the facility of internal monitoring data.

F.1f

Each State hospital shall ensure timely
identification, reporting, data analyses, and follow
up remedial action regarding all adverse drug
reactions ("ADR").

Current findings on previous recommendations:

Recommendation 1, January 2009:
Present summary data to address the following:

a. Number of ADRs reported during the review period compared with
the number during the previous period;

b. Classification of ADRs by outcome category compared with the
number during the previous period;

c. Clinical information regarding each ADR that was classified as severe
and the outcome to the individual involved:;

d. Information regarding any intensive case analysis done for each
reaction that was classified as severe and for any other reaction:;
and

e. Outline of intensive case analysis including description of ADR,
recommendations and actions taken.

Findings:

The following summarizes the facility's data:

Previous Current

period period

Total ADRs 496 585
Classification of Probability of ADRs

Doubtful 1 0

Possible 114 151

Probable 361 407

Definite 20 27
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Previous Current
period period

Classification of Severity of ADRS
Mild 224 228
Moderate 263 355
Severe 9 2

Of the two severe ADRs, none resulted in permanent sequelae to the

individual involved.

NSH conducted intensive case analyses (ICAs) on two severe ADRs. The

ICAs involved the following ADRs:

1. Priapism secondary to quetiapine resulting in change to antipsychotic

with less alpha-adrenergic blockade.

2. Question of bradycardia secondary to lithium therapy with finding

that appropriate workups were completed.

Review by this monitor found that the facility's ICAs employed

appropriate methodologies and comported with generally accepted

standards in this process.

Recommendation 2, January 2009:

Provide analysis of patterns and trends, with corrective/educational

actions related to ADRs.

Findings:

NSH reported that it did not identify any individual or group practitioner
trends related fo ADRS during this review period.

Compliance:
Substantial.
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Current recommendations:
1. Continue review and analysis of ADRs and present summary of
aggregated data to address the following:

a. The number of ADRs reported each month during the review
period compared with number reported during the previous
period;

Classification of probability and severity of ADRs;

c. Any negative outcomes for individuals who were involved in
serious reactions;

d. Data analysis regarding patterns and trends of ADRs, including
recommendations for corrective actions; and

e. Any Intensive Case Analysis done, including review of
circumstances of the events, contributing factors, conclusions
regarding preventability and any possible process deficiencies;
and specific recommendations for corrective actions (full
report).

2. Provide analysis of patterns and trends, with corrective/educational
actions related to ADRs.

F.lg

Each State hospital shall ensure drug utilization
evaluation ("DUE") occurs in accord with
established, up-to-date medication guidelines that
shall specify indications, contraindications, and
screening and monitoring requirements for all
psychotropic medications; the guidelines shall be in
accord with current professional literature.

A verifiably competent psychopharmacology
consultant shall approve the guidelines and ensure
adherence to the guidelines.

Current findings on previous recommendation:

Recommendation, January 2009:
Provide summary data on DUEs conducted during the review period,
including topic, findings, recommendations and actions taken.

Findings:

NSH reported that it completed DUEs on Critical Medication Levels,
Concurrent Depot/Oral Antipsychotics, Valproic Acid/Divalproex and
Utilization of Zydis More than Three Months.

Review by this monitor found that the facility's DUEs employed
appropriate methodologies and comported with generally accepted
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standards in this process. :

Compliance:
Substantial.

Current recommendation:
Provide summary data on DUEs conducted during the review period,
including topic, findings, recommendations and actions taken.

F.lh

Each State hospital shall ensure documentation,
reporting, data analyses, and follow-up remedial
action regarding actual and potential medication
variances ("MVR") consistent with generally
accepted professional standards of care.

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:
¢ Present data to address to address the following:

a. Total number of actual and potential variances during the review
period compared with numbers reported during the previous
period;

b. Number of variances by category (e.g. prescription,
administration, documentation, etc) and by potential vs. actual;

c. Clinical information regarding each variance (category E or above)
and the outcome to the individual involved:;

d. Information regarding any intensive case analysis done for each
reaction that was classified as category E or above and for any
other reaction; and

e. Outline of ICAs, including description of variance,
recommendations and actions taken.

e Ensure that the data presented is valid and reliable.

Findings:
The following table summarizes NSH's key indicator data regarding
medication variances:

303




Section F: Specific Therapeutic and Rehabilitation Services

Previous Current
Medication variances period period
Prescribing 11 0
Transcribing 71 61
Order/Procure 12 2
Dispensing 18 1
Administration 218 227
Drug Security 8 6
Documentation 1675 686
Total Variances 2013 983

The following table summarizes data provided by the facility during the

tour:
Critical Breakdown Previous Current
Points Period Period
Potential MVRs 1650 670
Actual MVRs 259 254
Total 1909 924
# Prescribing 7 0
# Transcribing 69 59
# Order/Procure 6 1
# Dispensing 19 1
# Administration 156 185
# Drug Security 7 6
# Document 1645 672
Outcome A 1650 670
Outcome B 38 26
Outcome C 186 181
Outcome D 33 47
Outcome E 0 0
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Outcome F
Outcome G
Outcome H
Outcome I

o|oc|oN
oO|0|O0|Oo

Of the reported variances, none required an ICA (i.e., reached Category E
or above)

Recommendation 3, January 2009:
Provide analysis of patterns and trends, with corrective/ educational
actions related to MVRs.

Findings:
A summary of NSH's analysis and corrective actions follows:

1. Percentage of errors attributable to documentation decreased from
84% during the previous review period to 70% during the current
review period.

2. NSH identified five units with a relatively greater frequency of
documentation errors.

3. The facility reported interruptions, knowledge deficit, performance
deficit and failure to follow procedure as the most common
contributing factors involved with documentation errors.

4. With regard fo potential vs. actual errors, NSH reported no outliers
and no identified trends. Contributing factors and environmental
factors relating to actual errors included failure to follow procedure,
knowledge deficit, performance deficit, interruptions and competing
distractions.

5. NSH indicated that the absence of prescribing MVRs could be
attributed to the computerized ordering system and a lack of
physician involvement in the MVR process.

6. The facility indicated that it intends to increase physician
involvement in the MVR process through the collaboration between
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the Chiefs of Psychiatry and Medicine and Surgery and the Pharmacy
Director regarding expectations for physician orders which require
special instructions to be associated with them, such as to hold
administration of a medication if certain criteria are met.

Compliance:

Partial.

Current recommendations:
1. Present data to address the following:

a.

qg.

Total number of variances and total number of critical breakdown
points during the review period compared with numbers reported
during the previous review period,

Total number of actual and potential variances during the review
period compared with numbers reported during the previous
period,

Number of variances by category (e.g. prescription,
administration, documentation, etc),

Number of variances by outcome,

Clinical information regarding each variance (category E or above)
and the outcome to the individual involved,

Information regarding any intensive case analysis done for each
reaction that was classified as category E or above, and

Outline of ICAs, including description of variance,
recommendations and actions taken.

2. Provide analysis of patterns and trends, with corrective/educational
actions related to MVRs.

F.Li

Each State hospital shall ensure tracking of
individual and group practitioner trends, including
data derived from monitoring of the use of PRNs,
Stat medications, benzodiazepines,
anticholinergics, and polypharmacy, and of ADRs,

Current findings on previous recommendation:

Recommendation, January 2009:
Same as in F.1.a through F.1.h.
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DUE, and MVR consistent with generally accepted
professional standards of care.

Findings:
Same as in F.1.a through F.1.h.

Other findings:
A summary of NSH's trend analyses and corrective actions follows:

1. PRN use:
a. Total PRNs decreased from 2570 in December 2008 to 1560 in
May 2009.

b. Unique individuals administered PRNs decreased from 342 in
December 2008 to 261 in May 2009.

c. Individuals administered three or more PRNs in seven consecutive
days decreased from 213 in December 2008 to 136 in May 2009.

d. NSH identified 11 physicians responsible for incomplete
PRN/Stat orders who received direct feedback from the Acting
Medical Director. Additionally, the Acting Medical Director
instructed nursing and pharmacy not to note/validate orders in
the absence of specific indications.

2. Stat use: Total Stats decreased from 2570 in December 2008 to
1560 in May 2009.

3. Polypharmacy use: Total individuals prescribed four or more
psychotropic medications regardless of indications decreased from
201 in December 2008 to 163 in May 2009.

4. Benzodiazepine use:

a. Total individuals prescribed routine benzodiazepines for more
than 14 days decreased from 261 in December 2008 to 164 in
May 2009 (see graph below.)

b. Total individuals prescribed routine benzodiazepines for more
than 60 days decreased from 103 in December 2008 to 65 in May
2009.

c. Prescribing breakdown for May 2009:

i. 39 MDs with fewer than five individuals prescribed
benzodiazepines for more than 14 days.
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ii. 14 MDs with 5-11 individuals prescribed benzodiazepines for
more than 14 days.

iii. One MD with 16 individuals prescribed benzodiazepines for
more than 14 days.

d. Senior Psychiatrists mentored psychiatrists prescribing
disproportionate numbers of benzodiazepines.
Number Of Individuals Using Benzos > 14 Days
300
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] 214
_ 203
» 200 1 | 184
Té 164
Z 150 +— —
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5. Anticholinergic use:

a.

Total individuals prescribed routine anticholinergics for more

than 60 days decreased from 210 in December 2008 to 12 in May

2009 (see graph below).

Prescribing breakdown for May 2009:

i) 41 MDs with no individuals prescribed anticholinergics for
more than 60 days.

ii) 8 MDs with one individual prescribed an anticholinergic for
more than 60 days.

iii) 2 MDs with two individuals prescribed anticholinergics for
more than 60 days.

NSH reported that of those individuals prescribed
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anticholinergics for more than 60 days, many of the prescriptions
are for medical versus psychiatric conditions.

Number of Individuals Using Anticholinergics > 60 Days
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Compliance:

Partial; improved compared to last review.

Current recommendation:
Continue reporting outcomes of trend analyses and corrective actions
implemented.

Each State hospital shall ensure feedback to the
practitioner and educational/corrective actions in
response to identified trends consistent with
generally accepted professional standards of care.

Current findings on previous recommendation:

Recommendation, January 2009:
Same as above.

Findings:
Same as above.

309




Section F: Specific Therapeutic and Rehabilitation Services

Compliance:
Partial; improved compared to last review.

Current recommendation:
Same as above.

F.1k Each State hospital shall ensure integration of Current findings on previous recommendation:
information derived from ADRs, DUE, MVR, and
the Pharmacy & Therapeutics, Therapeutics Recommendation, January 2009:
Review, and Mortality and Morbidity Committees Same as above.
consistent with generally accepted professional
standards of care. Findings:
Same as above.
Compliance:
Partial.
Current recommendation:
Same as above.
F.L1I Each State hospital shall ensure that all physicians | Current findings on previous recommendation:

and clinicians are verifiably competent, consistent
with generally accepted professional standards of
care, in appropriate medication management,
interdisciplinary team functioning, and the
integration of behavioral and pharmacological
treatments.

Recommendation, January 2009:
Same as in D.1.b, D.1.c, D.1.f.viii and F.1.a through F.1.h.

Findings:
Same as in D.1.b, D.1.c, D.1.f.viii and F.1.a through F.1h.

Compliance:
Partial, improved compared to last review.

Current recommendation:
Same as in D.1.b, D.1.c, D.1.f.viii and F.1.a through F.1.h.
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F.lm Each State hospital shall review and ensure the Compliance:
appropriateness and safety of the medication Partial; improved compared to last review.
treatment, consistent with generally accepted
professional standards of care, for:
F.lm.i all individuals prescribed continuous Current findings on previous recommendation:
anticholinergic treatment for more than two
months; Recommendation, January 2009:
Same as in F.1.c.
Findings:
Same as in F.1.c.
Current recommendation:
Same as in F.1.c.
F.lm.ii all elderly individuals and individuals with Same as in F.1.c.
cognitive disorders who are prescribed
continuous anticholinergic treatment
regardless of duration of treatment;
F.Lm.iii all individuals prescribed benzodiazepines asa | Same as in F.1.c.
scheduled modality for more than two months;
F.lm.iv all individuals prescribed benzodiazepines with | Same as in F.1.c.
diagnoses of substance abuse or cognitive
impairments, regardless of duration of
treatment; and
F.lm.v all individuals with a diagnosis or evidencing Current findings on previous recommendation:

symptoms of tardive dyskinesia.

Recommendation, January 2009:
Same as F.le.
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Findings:
Same as F.l.e.

Current recommendation:

Same as F.le.
F.lm.vi all individuals diagnosed with dyslipidemia, Current findings on previous recommendation:
and/or obesity, and/or diabetes mellitus who
are prescribed new generation antipsychotic Recommendation, January 2009:
medications Same as in F.1.d. and F.1.g.
Findings:
Same as in F.1.d. and F.1.g.
Current recommendation:
Same as in F.1.d. and F.1.g.
F.ln Each State hospital shall ensure that the Current findings on previous recommendation:

medication management of individuals with
substance abuse disorders is provided consistent
with generally accepted professional standards of
care.

Recommendation, January 2009:
Same as in C.2.0 and F.1.c.

Findings:
Same as in C.2.0 and F.1.c.

Compliance:
Partial; improved compared to last review.

Current recommendation:
Same as in C.2.0 and F.1.c.
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F.lo

Metropolitan State Hospital shall provide a
minimum of 16 hours per year of instruction,
through conferences, seminars, lectures and /or
videotapes concerning psychopharmacology. Such
instruction may be provided either onsite or
through attendance at conferences elsewhere.

This requirement applies exclusively to Metropolitan State Hospital.
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2. Psychological Services

Each State hospital shall provide adequate and
appropriate psychological supports and services
that are derived from evidence-based practice or
practice-based evidence and are consistent with
generally accepted professional standards of care,
to individuals who require such services; and:

Methodology:

Interviewed:

1. Alex Kettner, PsyD, Senior Psychologist, PBS Team Leader

2. Anne Hoff, PhD, Senior Supervising Psychologist

3. Aparna Dixit-Brunet, PsyD, Psychologist

4. Brandon Park, PhD, Neuropsychologist

5. Carmen Caruso, Clinical Administrator

6. Edna Mulgrew, PhD, Senior Supervising Psychologist, BCC

7. Erin Warnick, PhD, Neuropsychology

8. Jim Jones, PhD, Chief of Psychology, Interim Mall Director
9. Kathleen Patterson, PhD, Senior Supervising Psychologist

10. Katie Cooper, PsyD, Enhancement Plan Coordinator

11. Kobita Rikhye, PsyD, Senior Psychologist, PBS Team Leader
12. Pat White, PhD, Senior Psychologist, PBS Team Leader

13. Patty Spivey, PsyD, Senior Psychologist, DCAT Team Leader
14. Steven Choi, PhD, Neuropsychologist

15. Wendy Hatcher, PsyD, Senior Psychologist, PBS Team Leader
Reviewed:

1. Charts of the following 32 individuals: AA, AEL, AJ, AJL, AJS, AL,

nN

V>N O »W

AS, BFL, CC, CMC, DE, DH, FM, GMW, GR, 6S, JC, JCR, JLT, JR, JU,
KH, MB, MP, MR, PK, PSK, RM, RW, TR, VG and VH

Behavioral guidelines developed and implemented in the last six
months

By Choice staff and individual survey data

By Choice training documentation

DCAT database on active cases

Functional assessments completed in the last six months

Graphical presentation of PBS Plan Baseline/Outcome data

List of individuals by primary/preferred language other than English
List of individuals meeting trigger thresholds in the last six months
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10. List of individuals referred for neuropsychological assessment

11. List of individuals who have a diagnosis of a disorder affecting
cognitive functioning

12. PBS plans developed and/or revised during this review period

13. Physicians Progress Notes documenting discussion relative to PBS
plans

14. Psychology Specialty Services Committee meeting minutes

15. Staff certification and fidelity checks

16. Structural and Functional Assessments

Observed:

1. PSSC/ETRC meeting

2. WRPC (Program I, unit T6) for quarterly review of MH
3. WRPC (Program IV, unit A10) for monthly review of MW
4. WRPC (Program V, unit Q9) for quarterly review of AVN

F.2.a Each State hospital shall ensure that it has Current findings on previous recommendations:
positive behavior support teams (with 1 team for
each 300 individuals, consisting of 1 clinical Recommendation 1, January 2009:
psychologist, 1 registered nurse, 2 psychiatric Continue to recruit additional PBS team members until all PBS teams are
technicians (1 of whom may be a behavior fully staffed.
specialist), and 1 data analyst (who may be a
behavior specialist) that have a demonstrated Findings:
competence, consistent with generally accepted NSH has four PBS teams. However, the facility had lost two Psychiatric
professional standards of care, in the following Technicians from the PBS teams during this review period. Staff
areas: interview found that NSH has interviewed and approved two replacement

candidates but is unable o make the offers due to the current hiring
freeze imposed on the facility. The facility is awaiting a response to its
request for exemption from the hiring freeze.

Recommendation 2, January 2009:
Continue to train all PBS team members until they achieve competency.
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Findings:

Staff interview and documentation review found that NSH has continued
to train PBS teams during this review period. Multiple training sessions
were held in April and May 2009. DMH consultants Drs. Nirbhay Singh
and Angela Adkins have conducted training for NSH's PBS teams on
structural and functional analysis. NSH's senior staff also has made
presentations on the DMH PBS manual. According to the PSSC
Coordinator, she has been in contact with Dr. Adkins by phone four times
a month consulting on PBS matters, and has shared the information with
the PBS team members.

Compliance:
Substantial.

Current recommendations:

1. Continue to recruit additional PBS team members until all PBS teams
are fully staffed.

2. Continue fo train all PBS team members until they achieve
competency.

F.2.a.i

the development and use of positive behavior
support plans, including methods of monitoring
program interventions and the effectiveness
of the interventions, providing staff training
regarding program implementation, and, as
appropriate, revising or tferminating the
program; and

Current findings on previous recommendations:

Recommendations 1 and 2, January 2009:

e Continue with training and certification of staff responsible for
implementing the PBS plans.

e Provide documentation that staff in all treatment settings have been
trained to competency on all PBS plans. Continue o conduct fidelity
checks prior to implementation of PBS plans.

Findings:

Interview of the Chief of Psychology and review of staff training
documentation found that PBS and DCAT teams trained a total of 95
staff (100%) on five units regarding the nine new and or revised PBS
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plans implemented during this review period. These teams also trained
132 staff (100%) on six units regarding 13 Behavior Guidelines
implemented during this review period. Furthermore, PBS teams had
trained 163 new staff from all disciplines during the New Employee
Orientation. In addition, PBS teams also had trained 96 nursing staff
during this review period.

Recommendation 3, January 2009:

Ensure that outcome data is updated in the present status section of the
case formulation and the PBS plan is identified in the interventions
section of the WRP.

Findings:

According to the Chief of Psychology, PBS team members attend WRPCs
to collaborate on the PBS plan outcome data and documentation of the
outcome data in the Present Status sections of the individuals’ WRPs. In
addition, as of June 2009, PBS team leaders communicate electronically
with the WRPTs. According to the PSSC Coordinator, all PBS plans were
reviewed in the ETRC/PSSC meetings.

A review of the records of nine individuals with PBS plans/Behavior
Guidelines (AEL, AJ, AJS, AL, AS, FM, JCR, KH and RW) found
documentation of the PBS plans in the Present Status sections of the
WRPs in all nine cases.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

F.2.a.ii

the development and implementation of a
facility-wide behavioral incentive system,

Current findings on previous recommendations:
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referred to as "By CHOICE" that encompasses
self-determination and choice by the
individuals served.

Recommendation 1, January 2009:

Continue to monitor the implementation of the By Choice program to
ensure that the program is being implemented as required by the DMH
WRP Manual.

Findings:

Staff interview found that the By Choice Incentive Program gained two
new staff during this review period, for a total of 11 staff members
including an Assistant By Choice Coordinator. NSH has closed the unit-
level By Choice stores and established an expanded store carrying more
items. The new By Choice store is functioning as more than a By Choice
store; it is now is used as part of a motivational setting for the Enhancing
Motivation Mall groups. Individuals have been trained as vocational
workers and are serving in the store, which is a vocational site.
Furthermore, the store now operates for seven hours per day for six
days a week, and is heavily used by the individuals due to its many
improvements and expanded hours and days of operation.

According to the By Choice coordinator, all units are audited daily, 20%
of the charts are audited every month and the WRPTs are contacted for
corrective action when errors are identified.

The By Choice Coordinator has provided introductory training on the By
Choice Incentive System to 163 staff during New Employee Orientation.

Recommendation 2, January 2009:
Ensure that the program has additional resources, including computers
and software necessary for the program to function efficiently.

Findings:

According to the By Choice Coordinator, the program could use additional
computers in the By Choice incentive stores to automate the daily
management of point purchase/balance systems. This monitor's
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observation of the By Choice Incentive Store process found that the
manual calculation of the purchase-point-balance sheets is labor-intensive
and prone to human error. Automation of this system would eliminate the
problems and make the process more efficient.

Recommendation 3, January 2009:

By Choice point allocation should be determined by the individual at the
individual's WRPC, with facilitation by the staff, and documented in the
Present Status section of the individual's WRP.

Findings:
See F.2.c.xii.

Other findings:

Using the By Choice Monitoring Form: Satisfaction Check, NSH surveyed
a mean sample of 20% of the individuals in the facility to evaluate their
satisfaction with the By Choice Incentive program:

Previous | Current
period period

1. Is the point system helpful to you? 93% 91%

2. Do staff explain how you earn an "FP”, "MP”, 76% 82%
or "NP’ for all your activities?

3. Do staff tell you if you earned an "FP”, 67% 78%
‘MP”, or "NP’ for all your activities?

4. | Are you satisfied with the numbers of 80% 80%
points you can earn for each cycle or
group?

5. | Do you like what is offered in the incentive 94% 89%
store?

6. Do you hold on to your point card during the | 85% 86%
day?

7. Do you discuss how you want your points 58% 68%
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allocated when you meet with your team
during your conferences?

Using the DMH By Choice Implementation Monitoring Forms (level of care
staff, individuals, and By Choice program staff), NSH assessed fidelity of
implementation (based on an average sample of 8% of the level of care
staff, 10% of the individuals and 100% of the By Choice program staff).
The table below is a summary of the data:

Level of Care Staff 85%
Individuals 82%
By Choice Program Staff 93%
Compliance:
Partial.

Current recommendations:

1. Continue to monitor the implementation of the By Choice program fo
ensure that the program is being implemented as required by the
DMH WRP Manual.

2. Ensure that the program has additional resources, including
computers and software necessary for the program to function
efficiently.

F.2.b

Each State Hospital shall ensure that the Chief of
Psychology has the clinical and administrative
responsibility for the Positive Behavior Supports
Team and the By CHOICE incentive program.

Current findings on previous recommendation:

Recommendation, January 2009:
Continue current practice.

Findings:

The Chief of Psychology at NSH continues to hold the clinical and
administrative responsibility for the Positive Behavior Support Teams and
the By Choice incentive program. However, the Chief of Psychology has
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designated the roles and responsibilities for these two programs to the
PSSC Coordinator.

Compliance:
Substantial.

Current recommendation:
Continue current practice.

F.2.c Each State Hospital shall ensure that: Compliance:
Substantial.
F.2.c.i behavioral assessments include structural and | Current findings on previous recommendation:

functional assessments and, as necessary,
functional analysis;

Recommendation, January 2009:
Continue to use the WaRMSS, EIOR, and HSS logs, and PSSC to track
and monitor individuals in need of behavioral interventions.

Findings:

Staff interview and documentation review found that PBS continues to
use the WaRMSS QuickHits, HSS log, PBS database, and PSSC tracking
spreadsheet to monitor individuals in need of behavioral interventions.

Other findings:
Using the DMH Psychology Monitoring Form, NSH assessed its compliance
based on a 100% sample of PBS/Behavior Guidelines developed during the
review period (December 2008 - May 2009):

1. The individual's WRPT and the PSST are involved in 100%
the assessment process during the development of
the B& or PBS plan.

2. The WRPT and the PSST determined the goals of the | 100%
intervention.
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3. At least one specific behavior of concern was defined | 100%
in clear, observable and measurable terms
4, Baseline of maladaptive behavior was established in 100%

terms of objective measures (e.g., rate, frequency,
duration, intensity and severity.)

5. Pertinent records of the individual’s challenging 100%
behavior were reviewed for antecedents, triggering
events and consequences.

6. A functional assessment interview was completed for | 100%
the structural assessment.

7. Direct observations of the challenging behavior were | 100%
undertaken, as applicable

8. Additional structural assessments (e.q., ecological, N/A

sleep, medication effects, mall attendance) were
completed. [This item is NA for BéGs.]

9. A functional assessment rating scale was completed.
10. Additional functional assessment interviews were N/A
conducted with people (e.g., individual, level of care
staff, clinical staff, and mall staff) who often
interact with the individual within different settings
and activities. [his item is NA for B6s.]

11. Patterns of challenging behavior were recognized 100%
based on the structural and functional assessments.,

Comparative data indicated that NSH maintained compliance greater than
90% from the previous review period.

A review of 11 PBS plans (AA, AL, AS, DH, GR, JU, MR, RM, RW, TR and
VH) found that all 11 had been developed and implemented based on data
derived from structural and functional assessments.

Current recommendation:
Continue current practice.
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F.2.c.ii hypotheses of the maladaptive behavior are Current findings on previous recommendation:
based on structural and functional
assessments; Recommendation, January 2009:
Ensure that hypotheses of maladaptive behavior are based on reliable
data.
Findings:
According to the Chief of Psychology, NSH now conducts all Behavior
Guideline Assessments following the DMH PBS