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This visit was for the investigation of a federal
hospital complaint.

Complaint Number: IN00345388

Unsubstantiated: Lack of sufficient evidence.
Deficiency unrelated to allegation cited.

Date of Survey: 01/14/21

Facility Number: 012773

QA: 1/21/21
A 398 | SUPERVISION OF CONTRACT STAFF A 398 3/18/21
CFR(s): 482.23(b)(6)

All licensed nurses who provide services in the
hospital must adhere to the policies and
procedures of the hospital. The director of
nursing service must provide for the adequate
supervision and evaluation of all nursing
personnel which occur within the responsibility of
the nursing service, regardless of the mechanism
through which those personnel are providing
services (that is, hospital employee, contract,
lease, other agreement, or volunteer).

This STANDARD is not met as evidenced by:
Based on document review and interview,
Nursing Administration failed to ensure
completion of CPI (Crisis Prevention Intervention)
training in 6 of 14 (N5, N6, N8, N11, N12 and
N14) personnel files reviewed.

Findings Include:

1. Review of policy titled: Restraint for Inpatient
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Acute Programs last Revised 01/2019 indicated
under Staff Training that "...staff will be required
to demonstrate competency in the use of CPI on
a semiannual basis".

2. Review of Personnel files indicated that 6 of
14 personnel files reviewed lacked
documentation of current CPI due every 6
months: N5 and N6 (each a Registered Nurse),
N8 (Intake Coordinator), N11, N12 and N14 (each
a Behavioral Health Assistant/Technician
[BHA/BHT]).

3. Interview on 01/14/21 at 3:15 pm with P50
confirmed lack of current CPI training in N5, N6,
N8, N11, N12 and N14's personnel files.
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