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ALLEGATION |

This investigation was initlated to review the circumstances surrounding the death of
Oregon State Hospital patient AV, and fo determine whether neglect (as defined ih OAR
407-045-0430(2)(0}’) was an lssue on the day of AV's death. This investigation also
sought to determine whether OSH neglected to nrovide adequate care and freatiment to
AV prior to AV's death.

INVESTIGATION SUMMARY

Was Oregon State Hospital patient AV neglected, as defined in OAR 407-045-
0430(2)(c), on the day of AV's death?

Did OSH fail to provide adequate care and treatment to AV prior to AV's death, as
defined in OAR 407-0450430(2)(¢c}?

' oAr 407-045-0430(2)(c) Abuse by faillng to Act: *This includes negtecting the care of the Individual resulling In
death {including suicide), physical or psychological harm, or a signlficant risk of harm to ths indlvidual either by falling
to provide authorized and prescribed freatment or by falfing to intervene when an indlvidual needs assistance such as
denying food of drink or leaving the individual unattended when siaff presence is mandafed;"

"Assisting People o Become Independent, Healthy and Safe”
An Equal Opportunity Employer G
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AV was XXX admitied to OSH on XXX. AV was under the jurisdiction of XXX,
AV had [diagnosis]. AV transferred to Ward XXX from Ward XXX on 09/16/08.

As recounted by multlple staff and patlent witnesses, AV’s life on Ward XXX was
sedentary. AV was reportedly picked on by a number of patients due to AV's
appearance, Including (EilEEy and GHEEEED 1t was reported that patients
threw candy at AV. Staff stated one XXX patient interacted more positively with
AV.

Some staff believed as a result of the other patients conduct toward AV, AV
chose to be near staff. AV spent much of AV's day sliting in a chalr outside the
nursing office from where AV watched TV, especlally game shows like The Price
is Right. Staff agreed AV did not participate in groups ot activities and seldom left
Ward XXX. AV ate in the dayroom because, as staff and patients indicated, there
were concerns about AV's S i ) ond patient
complaints. In addition AV was noted to spend a great deal of time sleeping in
AV's bed and sometimes on the couch near the felevision. Further that AV
usually returned to bed after eating @ meal on the weekends. Staff and patients
reported AV liked to eat, ate whatever AV wanted and rarely missed meals. it
was reported that some staff encouraged AV to shower by giving AV sodas.

Staff indlcated that In the fall of 2009 they had to move the kilchen to the day
room due to a water leak and this affected AV's ability to sit in AV's usual spot.
As a result of the move, a storage locker replaced AV's table and chalr and staff
stated AV spent lot more time in AV's room.

Many staff report 10/17/09 was a busy day on Ward XXX. Few regular Ward
XXX staff worked on 10/17/09, Many float pool staff worked in their place.
Documents reviewed for this (nvestigation indicate staff were maintaining a
constant 2:1 supervision on another Ward XXX patient. W2 prepared notes
shortly after 10/17/09 about the day. W2's notes Indicate staff frequently left
Ward XXX fo take patlents to appointments and other activities.

On 10/17/09, the day of AV's death, W17 dispensed medication at 0800, 1200,
and 1600 on Ward XXX, W17 remembers AV was the last person W17 gave
0800 medication to on 10/17/09. took AV's regular morning medication, as

well as a PRN medication of Gl o

W3 conducted patlent censuses on Ward XXX at 0900, 1000, and 1400. W3
placed a check mark next to AV's hame in the patient census log for the 0900
census, indicating W3 saw AV in a common area of Ward XXX. Multiple
witnesses confirm AV ate breakfast at AV's usual spot in the day room and then
returned to bed.

By all reports, this'was the last time AV was seen out of AV's bed on 10/17/09.
Each staff who conducted a patient census for the rest of the day and early
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2.2

evening on 10/17/08 placed a plus sign next to AV's name, an Indication AV was
in AV's bed. _

W7 typlcally works the overnight shift on Ward XXX. Records indicate W7 also
worked the dayshift on 10/17/09, and served lunch. W7 stated W7 does not
remember whether AV ate lunch on 1 0M7109.

AV's Medication Administration Records (MARs) indicate AV took the
medication (medication 1) at 0800 and 2000; (medication 2) at
1600; and the EaSEEEEER medication (medication 3) at 2000. No medication

was soheduled o bo adminlstered at 1200. AV also frequently took a PRN

medication of (R -nd RSN or GREEED

W0 stated W9 frequently dispenses medication on Ward XXX. W8 stated AV
only recently started taking medication at 1600. W9 stated AV was normally
compllant with AV's 0800 and 2000 SEEEREESES medications, but occasionally
refused to take AV's 1600 medication.

WS dispensed medication on swing shift on 10/17/09. W9 stated AV did not
come to the medication window for AV's 1600 medication. W9 stated W9 typically
checks in with patients when they do not come to take their medication.
However, on 10/17/09 WS said WO helped serve dinner, and stated as a result
WO dld not check on AV, WS documented AV refused to take AV's 1600
medication in AV's MARs and left to serve dinner. W9 did not speak to AV,

Nursing staff and medgivers described staff do things differently if a patient
doosnt come to the window for their medication.” Some will go fo find the patient
and others mark the medication was refused.

W1 stated W1 also helped serve dinner on Ward XXX on 10/17/09. W1 brought

AV's meal fray to the staff office, but does not know whether AV ate dinher, W1
stated Saturdays are an “order-up” day for Ward XXX, meaning patients may
order delivered food from off-campus restaurants, W1 stated on order-up days,
few patients eat the food OSH provides. W1 knocked on the doors to residents’
rooms, announcing dinner, and also yelled out the last call for dinner on each
end of the ward hall.

. S ] ‘
At approximately 1930, W9 stated WO went to ask AV if he would take AV's 2000
amesmamams 1o dication. WO found AV unresponsive and cold to the touch. W9
immediately contacted W13. W13 stated AV had some lividity in AV's face, and
was "beyond resuscitation.”

Record indicate W9 contacted OSH Security at 1941 regarding AV, W25
responded to Ward XXX, W25 stated AV was lying prone on AV's bed, with AV's
harids folded under AY's chin. W25 stated AV was unresponsive, and cold to the
touch. In the process of trying to lift and turn AV over, W25 noticed AV's hody
was stiff. Records indicate W25 declared AV deceased at 1954 on 10/17/09,
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Oregon State Police (OSP) and staff from the Office of the State Medical
Examiner responded to Ward XXX, Personnel from the State Medical Examiner
arrived on Ward XXX at 2030, and OSP arrived at 2120. OSP began ils
investigation into AV's death that same evening., OSP determined AV died of
natural causes, and no evidence of foul play was found.

OP1 conducted an autopsy on AV's body on 10/22/08. OP1 determined AV's
cause of death was "Hypertensive Atherosclerotic Heart Disease.” OP1 noted the
g Ue to the presence

o

‘Many OSH patients IntervieWed for this investigation expressed concern about

the events of 10/17/09, and the care AV received. W12 said W12 last saw AV
alive at approximately 0930 on 10/17/09. AV was lying In AV's bed. W12 recalled
AV sald, "Turn off the lights. Shut the blinds. It's very bright in here." At the time,
W12 said the lights were off, the blinds wers shut, and the room was dark.

W12 stated AV complained to staff of having "chest pains, tfrouble breathing, and
pain In AV's stomach" approximately two and a half months before AV died.
W12 stated W24 wrote a letter to W5 on behalf of AV. W12 stated In the letler,
AV said AV had chest pain, trouble breathing, and felt over-medicated, W12
stated staff took no actlon regarding AV's complaints. W12 stated two weeks
before AV died, AV began "complalning heavily" of having chest pain and trouble
breathing. W12 stated In response, W5 increased AV's (EBIEEEEY medication.

W12 stated XXX never once saw AV miss a meal. W12 stated no staff checked
on AV on 10/17/09, despite the fact AV missed lunch and dinnet.

W12 stated after AV was found dead, W24 drew W12's altention to staff
shredding documents in the staff office. W12 believes staff shredded documents
from AV's chart which indicate AV complained about having chest pain. W12
believes staff may have shredded the letter W24 helped AV write to W5.

W24 sald W24 wrote a letter on behaif of AV, in July or August 2009, W24 stated
AV asked W5 fo reduce AV'sEEEEEE M nedication, W24 believes AV gave
the letter to nursing staff on the ward, but W24 is not certaln what AV did with the
letter.

| sould not locate this letter during my investigation. None of AV's health care
providers or other OSH staff sald they had received or were aware of the
existence of this letter,

Wo4 stated on the night AV died, W12 pointed out to W24 that staff were
shredding documents. W24 saw staff shredding documents, but does not know
what the documents were, or if they were originals or photocopies.

4
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Oregon State Police looked Into this report and found no evidence staff
destroyed or altered AV's medical records.

W24 reported that AV told W24 AV had stomach pain and back pain. AV fold
W24 AV had to spend most of the day In bed, because of the paln AV
experlenced. AV told W24 AV "hurt all over.” Asked whether AY ever said AV
had chest pain, W24 stated, "Yeah, sometimes —~ and AV's stomach, back, and
[egs." :

W24 wrote a lefter to W32 shortly after AV died. [n the letter, W24 mentions the
letter W4 wrote for AV to OSH staff. W24 told W32 W4 wrote, "The medication
that AV [sic] was on was harming AV in AV's body and that it should be reduced
or taken away from AV completely." W24 stated AV met with AV's IDT fInter-
Disclplinary Team], but they did not reduce or eliminate this medication. In the
letter to W32, W24 stated staff and patients treated AV "bad." W24 stated aither
staff or patients insutted AV, saying things like, “1 wish you die, get away from me
you stinker, you smell like urine and shit, get out of here.”

Regarding the day of AV's death W27 stated AV did not eat lunch or dinner on
10/17/09, AV always left AV's room to eat meals, and it was "odd" for AV to miss
a meal, W27 recalled. AV's roommates sald AV's eyes were rolled back into AV's
head during the day on 10/17/08. W27 stated W30 said W30 entered AV's room
and saw that AV's eyes were rolled back into AV's head on 10/17/09.

W30 declined to be interviewsd for this Investigation, saying W30 did not want fo
“get involved.”

W11 declined to be Interviewed for this investigation, W11 stated, "I'm
concentrating on doing my own time." W11 stated, "What happens to others,
that's their program.”

W10 stated AV never spoke with W10 about AV's physical health. AV hever
mentioned having chest pain, AV frequently slept. AV cccasionally missed meals.
On the day AV died, W10 remembers AV was lying in bed, on AV's stomach.
When lunch was served, W10 shook AV's leg, but AV did not respond. W10
believes W10 again shook AV's leg when dinner was served, and again AV did
not respond.

W14 stated AV did not shower frequently, and "didn't take care of AV's self." AV
ate a great deal of food and "slept all day." AV frequently spent all day in bed.
AV would get up to eat meals, and then go back to bed. AV occasionally slept
through meals. AV usually got out of bed around 1000 to watch "The Price is
Right" and would then go back to bed.” W14 stated many patlents on Ward XXX
helleve AV died because of AV's medication and because AV "did not take care
of AV's self* Regarding AV's death, W14 stated, "A lot of (people} try to blame
the staff, but you can't make a (person) eat right.”

5




OSH09038 : CONFIDENTIAL
March 18, 2010 Redacted Sum, Concl & RA

4.5

5.0

5.1

5.2

5.3

5.4

W23 stated AV complained of having "illnesses,” but AV does not know who AV
complained to. AV frequently slept. W23 does not remember AV missing many
meals. W23 stated, "[AV] lked to eat. If you saw AV, you'd see that." AV spent
most of AV's time sitting In the dayroom, with AV's back against the wall,
watching television. W23 stated, "What happened to AV was bound to happen.
AV was a heart attack waiting to happen.”

All staff who conducted the patient census on Ward XXX during dayshift and
swingshift on 10/17/09 were Interviewed for this investigation. They were W1,
W3, W19, W7, W17, W4, W31, W20, and W26,

All staff who conducted the patient census on 10/17/09 stated they saw AV lying
in AV's bed, and AV appeared to be asleep. The only exceptions were W7 and
W31, who could not remember any details about the patient census they
conducted on 10/17/08. W7 and W31 both stated AV frequently spent time in
bed,

None of the staff who conducted the patient census on 10/17/09 reported an
attempt to make contact, to speak with AV during the censuses. Staff report
many Ward XXX patients spend a great deal of time sleeping, and staff try not to
wake them up when conducting censuses.

Staff reported patient census. logs are used to note the location of Ward XXX
patlents every hour, whether they are on or off the unit, Staff use a check mark to
indicate a patient is In a common area, a plus sign to Indicate a patlent is in thelr
bedroom or bed, and an asterisk fo indicate a patient is in the shower or
bathroom. Staff noted on the patient census log that AV was in AV's bedroom or
bed at 0700 and 0800. At 0900, W3 placed a check mark, Indicating AV was in a
common area of Ward XXX, For the remainder of 10/17/09, each staff who
conducted an hourly patlerit census placed a plus sign next to AV's name,
indicating AV was In AV's bedroom or hed.

A second box on the Patient Census and Flowshest is to be used te indicate the
patient's status and used as documentation for sharing information between
shifts. The key for status includes a number of observations as well as level of
observation (close, visual or unobfrusive). The observations that can be marked
include change in behavior, involved in conflict, sleep disturbance, medical
iiness, medication or freatmant non-adherence and clinical hold. There was no
information marked on this form for AV on 10/17.

ln addition to the census documentation form, OSH Procedure G-17, dated
7/2/09 governs “Continuous Rounds, Census and Milieu Management’. The
procedure indicates staff are to document the presence of each patient on the
uhit once per hour utilizing the patient census form and that nursing will review it
at the end of every shift, '
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in addition 1o this hospital wide procedure, a forenslo psychiatric services Census
Verification policy 4.004 dated 9/24/08 describes, “A visual count of patients’
presence and condltion is conducted hourly.” .

The majority of staff who were asked about the meaning of “patient condition”
thought it meant thelr location and what the person was doing, not physical
condition and also did not believe it required any communication with or
assessment of the patlent. A couple of staff who. had previously worked in
nursing homes sald they checked fo see If the person was breathing and looked
af thelr physical condition,

Wo8 stated W28 covers conducting patient censuses during new employee
training. W28 stated the malin point W28 covers in the tralning is for the staif to
malntain a continual presence on the ward and document the presence of every
patient hourly. :

Since AV's death, W28 said W28 has been emphasizing to staff to make sure the
patient is breathing, which includes sesing if the patient’'s chest rises and falls.
W28 stated no one expects staff to wake patients up; that would make a lot of
patients very angry. For safety reasons, W28 does not recommend staff go into
a room alone. W28 stated that Is one flaw for the way staff conduct the patient
census, because that staff Is alone.

VW32 stated W32 visited AV weekly. AV frequently said AV was not feeling good
and frequently said, “I'm going fo die. W32 said when W32 visited AV, AV
complained of chest pain. AV fold W32 it was the strongest pain AV ever felf,

W32 hafieved AV's statements were part of AV's [mental liness]. Doctors told
W32 AV would say "unfrue things*® bacause of AV's [mental iness]. W32 told AV
AV should tell AV's OSH doctors about the pain, AV refused to do so, because

AV thought the doctors would increase AV's dose of SRR i medication.

At AV's 00/16/09 XXX hearlng, W32 asked W5 for an appointment. W32 stated
W5 sald W5 would call W32 back, hut never did.

W33 stated W33 regutarly talked o AV on the phone. AV told W33 several times
AV "was not feeling good." W33 stated AV's weight increased over the past
year, after AV was diagnosed with

W33 stated W3 read in the newspaper that an RN ignored AV's complaints of
chest pain on the day AV dled. The newspaper sald patients said AV was sitting
on the sofa and said AV was feeling bad, and the RN sent AV fo AV's room and
then never went to check on AV, Other Ward XXX patients were "scared" about
AV's condition. W33 read in “the media” that Ward XXX staff sald things like,
myou're stinky,' | wish you would die,’ 'and you smell™ to AV.
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W33 stated before AV died, AV asked W33 to sign a power of attorney (POA} to
allow W33 to make treatment decisions for AV. After AV signed the POA, AV
took AV's GEEREEERER eodication voluntarily. AV wanted o "be on good

behavior" an ' to leave OSH. (I found no copy of, or reference to, this
POA In AV's medical records.)

Both W32 and W33 believed that because OSH had involuntarily medicated AV,
OSH had the authority to freat AV's health against his will. Both W32 and W33
feel OSH did not adequately address AV's (medical condition), Both W32 and
W33 helieved AV wotild have accepted medical care, If OSH staff had taken the
time to explain to AV why it was necessary.

W33 stated W33 asked OP2 and W36 to contact OSH, to express concern about
AV's physical health. Both W32 and W33 stated W36 telephoned W6 and left
messages, but never received a response. Both W32 and W33 stated OP2 also
triad without success to speak to W5,

W38 confirmed W32 asked W36 fo contact "OP3" at OSH regarding W32's
concerns about AV. W38 does not know whether thers was a language barrier
atwork, but W32 had not been able fo speak to anyone at OSH regarding W32's
concerns about AV, :

VW36 said W36 first tried telephoning OSH on either 09/28/09 or 09/29/09. W36

 was advised there was no OP3 employed there, but there was "OP4." W36

explained the reason W36 was calling, and sald W36 hoped to speak to AV's
doctor. W36 left W36's name, number, and the reason W36 was calling, and
was told someone would call W38 back.

No -one called W36 back, so approximately 2-3 days later, W36 stated W36
telephoned OSH again. This time, W36 was transferred to a doctor's volcemail
system, and W36 believes W36 left a voicemall message for OP4.

W36 stated on approximately 10/08/08, someone from O8H called W36 back,
and left a voicemail message for W36, W36 stated the (individual) had an "odd"
name, XXX. W36 called back and left a voicemail message for the (individual),
but the (Individual) did not return W36's call. ‘

W36 again telephoned the (individual), either on 10/12/09 or 10/13/08, and got
through to (the individual), W38 told the (individual) W36 and W32 were very
concerned about AV's health. W38 XXX offered to interpret a conversation
hetween OSH staff and W32, The (individual) said (the individual) would call
W36 back. A few days later, on 10/17/09, AV died,

| attempted several times, without success, to interview OP2 about OP2's
reported attempts to contact OSH.
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Many staff stated AV often refused to have AV's vitals taken or fo take AV's
medication. Many staff stated AV often refused to go to medical appointments,

All RNs present on Ward XXX on 10/17/09 were interviewed for this
investigation, including XXX. All RNs stated AV was in poor health, and had a
number of health. conditions, Including EHEEEED, <R
REEmeen -\ GEEEEER Al RNs stated AV often refused to take some or all of
AV's medication. All RNs stated AV often refused fo go to medical appointments.
All RNs stated AV never mentioned having chest pain.

AV's last two physiclans were W15 and W34. W15 stated W15 was AV's
physician on several occasions, most recently until August 2009, W15 stated,
"AV] had XXX — none of which AV would let us freat” W15 stated AV was
resistant to treatment, and frequently said AV believed AV's medications were
"iliing® AV. W15 stated 1t was not uncommon for AV to refuse fo go to a doctot's
appointment. “W15 stated on other occasions, AV might come to a doctor's
appointment and then say, "There's nothing wrong.”

W15 stated W15 and AV's psychlatrist discussed AV's care, and whether it was
mote important to keep AV taking AV's SETIEEERE B medication or AV's other
medications. W15 stated AV was “volatile® when AV did not take AV's
GEEEEP medication, and W15 and AV's psychiatiist decided it was most
important to keep AV taking AV's Sl fmedication.

W15 does not remember AV ever complaining of having chest pain. AV did
_gpasiolly!ai f - elnists breath. W5 evaluated AV and

W15 stated OSH patients have the right to refuse medical care for their physical

" health. W15 stated OSH doctors may take action to address a patient's "life

threatening situation.”

W34 stated W34 became AV's physiclan in September 2008, W34 stated AV
ndidn't like to be seen." W34 believes if W34 scheduled AV to come to W34's
office for an appointment, AV would have chosen not to go to the appointment.-
W34 believes AV would have come in for an appointment on AV's own, If AV had
pain.

W24 stated during the summer of 2009, AV had GRS B W35

N and noted AV's BRI, W34 stated W35
= \\V34 saw AV sometime after W35 spoke to AV, W34 "tried to
get some kind of agreement” from AV about AV's medical cars,

Asked if patients have the right to refuse to go to doctor's appoinfments, W34
stated, "Oh, absolutely — It's very frustrating.” W34 stated patients also have the

98
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right to refuse to take their medication. Patlents can refuse to take any non-
psychotropic medication, Patients also have the right to refuse to have their
blood sugars evaluated, and their vital signs taken.

10.7 W34 stated AV never told W34 AV had chest pain. If AV had mentioned having
chest pain, W34 stated, “I'd probably send AV to the ER [Emergency Room]." If
AV sald AV had chest pain, it could Indicate an acute medical condition, and at
that polnt AV would not have a choice to refuse medical care.

10.8 W35 confirmed W35 spoke to AV on 08/14/09. AV's cholesterol was XXX and
his triglycerides were XXX. W35 discussed AV's cholesterol and triglyceride
~count with AV, W35 discussed the idea of AV taking

S which has a

AV did not want to take W35 stated AV was
o e i Increase AV's

10.9 W25 stated W25 treated AV for "a substantial amount of time" several years ago.
W25 stated AV took the GEEEEEREEEER medication (medication 4), and it is
common for people taking (medication 4) to (R
patients do not respond to other {EEEINRNE medication and need to take
(medication 4). The types of medication AV refused to take varled. AV would be
compliant in taking AV's (medication 4), but refused to take RN
medication. W25 stated AV was very nice but stubborn.

Despite the sids effects, some

11.0 in Progress Notes dated 01/12/09, 04/28/09, 06/22/09, 06/29/09, 07/13/09, and
07/27/09, W15 describes appointments W15 had with AV. in each entry, W15
notes AV refused treatment for (medical conditions). On 04/28/09, W15 notes AV
was aware AV's (medical condition), but AV refused treatment. On 06/22/09,
W15 niotes AV denied having chest pain, but did say AV had GRS sl
W15 notes AV was willing to take (medication 5), a medication which treats
.  On 06/20/09, W15 notes AV contintied "to refuse to
believe AV has (medical aliment) and refuses freatment." W15 notes AV stated
AV had shortness of breath when AV bent over. On 07/13/09, W15 notes AV
hoidiiEe- @ | 1 Wibnotes W15 increased
AV's dose of (medication 5).

11.4 In an entry dated 08/27/09, W34 indicates W34 saw AV. W34 notes AV refused
to have AV's blood pressure taken, because AV became irritated after W34
asked AV to remove AV's jacket, W34 notes AV is risk of @ Sl e
because AV took (medication 4), ’

11.2  Vital Signs and Weight Record forms, dated 08/24/06 — 10/11/09 were reviswed.
The earliest recorded weight for AV is XXX pounds on 10/11/08. The last
recorded weight Is XXX pounds in August 2008. AV's first recorded blood
prassure was XXX on 08/24/06, AV's last recorded blood pressure was XXX on
08/07/00. Of the 102 times staff noted they attempted to take AV's vital signs,

10
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the forms Indicate AV refused at least some part of having AV's vital signs taken
on 62 occasions. The forms indicate AV began to frequently refuse to have AV's
vital signs taken starting in January 2009, After that date, AV only occasionally
had AV's vital signs taken.

AV received physical examinatfons on an approximately annual basls for the past
several years, most recently on 02/15/09, The doctor who conducted the
02/15/09 physical examination wrote that AV was reluctant to cooperate with the
examination and was argumentative. AV was XXX tall and weighed XXX pounds.
AV gained XXX pounds In one year. AV's blood pressure was XXX. AV refused

medication for @ AV denied having chest pain, but did say AV

AV had g

Blood fest results indicate on 05/13/09, AV's cholesterol level was XXX, AV's
glucose level was XXX, and AV's triglyceride level was XXX, On 08/13/08, AV's
cholesterol level was XXX, glucose level was XXX, and AV's triglyceride level
was XXX, .

AV's Physician's Orders, dated August 2008 through October 2009, were
reviewed. There was no change of (it as medication or dosage.

AV's MARs Indicate AV recsived medication at 0800, 1600, and 2000. They
indicate AV was consistent in taking AV's (R edication. They indicate
no changes were made to AV's \EEFREEEEES m dicatlon regimen. They note AV
often refused fo take medications other than AV's GSEREERERES medication. They
indicate AV received PRN medication of SRS tnd WNEERERaImost evory

AV's IDT Treatment and Care Plan (TCP) dated 9/08, ravised 7/21/09 and
numbered 8A required medical monitoring and treatment for "ongoing and
developing medical conditions™ including CER G G
megmme  This document states staff will take the following actions; "MD will
monitor medical testing, as nesded," "RN and CM [case monitor] will provide
teaching about diagnostic testing, the disease process, and over-all health,” "CM
will monitor Pt's follow-through on the MD's orders and redirect if AV falls fo
comply." The document also notes AV's case monitor will meet with AV weekly,
to monitor AV's compliance with AV's TGP,

AV's IDT Problems/Strangth List #6A first fisted on 2/8/05 states, "AV requires
medical monitoring and freatment for ongoing and developing medical conditions:

AV's IDT TCP Diagnosis, Discharge, and Signature sheet dated 7/21/09 lists
AV's XXX diagnoses as, "XXX."
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12,5 The IDT Treatment and Care Plan (TCP) Review Date Index notes the TCP
review dates. In addition to the 9/16/08 transfer meeting, there were three
reviews noted — 10/30/08, 4/21/09 and 8/20/09,

At the SOOIT meeting AV is noted to have said, "SEEERINENEEG

12,6 AV's Interdisciplinary Patient/Family Education Summary notes AV "does not
have knowledge or understand baslc Information” about several areas, including
"Safe & Effective Use of Medlcations," "Mutrition/Modifled Diet," "Rehabilitation /
Wellness Techniques," "Responsibilities of Patlents In Their Care,” and
"Symptom Management." This document states AV;has "No Interest" in learning
ahout any of the previously-listed areas, and identifies "Inability to Read" and -
"Language" as barriers to AV's learning. '

One nurse described AV's English as "marginal at best" and said AV spoke
mainly in XXX. A XXX (staff) reported regularly speaking to AV in XXX, A 9I7107
entry by OP5 related a 7/30/07 incident where AV "was unable to speak English”
and It was helpful to AV fo have a XXX speaking physician talk with AV about
AV's concerns. :

12.7 A Physician Progress Note Update, dated 06/09/09 and signed by W5, notes the
following: AV required Involuntary treatment with medications In 2007, but was
compliant with AV's medication at the time this document was written. AV
required two N Modications. AV denied having a mental illness, did

® ) medication, and felt AV should be

not understand the beneflt of RIS
released from OSH., W5 also notes AV had EESIEENES
-

13.0 W8 stated AV was "very difficult* to work with. AV had "SR d L)
@8 and had poor relationships with AV's peers. W6 stated the IDT oversees
the treatment plan and monitors issues. The team focused on "basic issues” with

AV, such as (GEIERA taking AV's medication, decreasing AV's episodes of verbal
aggression, and increasing the "personal distance” AV kept from AV's pears,

13.1 W8 stated AV did not follow treatment recommendatlons, refused tests, and did
not always take AV's medication. W6 does not remember AV ever talking about
AV's heart haealth, or complaining of chest pain. ‘

132 W6 belleves there Is an OSH policy which permits staif to treat a patient's
physical health conditions without the patient's consent, The oriteria for
involuniary treatment are as a response to "immediate danger or life threatening
jssues.”

140 XXX te had signs of

and G % which cause a "
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14.1

et

14.2

14.3

14.4

14.5

14.6

16.0

181

resistant to cooperating with AV's medical care, refused medication, refused fo
cooperate with attempts to address AV's needs, and refused to attend
appointments with doctors.

W5 stated W5 is aware of situations where a doctor's order was used to restrain
a patlent for medical treatment. In those circumstances, there must be an
"urgent need” to provide treatment, though what is considered "urgent’ is a
clinical judgment. W5 stated the "oreferred approach” was to work with AV, to get
AV to cooperate and show AV that medical treatment was in AV's best interest.

W5 stated AV signed a voluntary consent for treatment with (EEEETEEEE
medication. W5 stated it is an "easy assumption® if a patient is taking his or her
medication, they have the capacity to refuse or accept medical freatment. W5
also stated this was speculation on W5's part and W5 did not perform &
competency exam on AV regarding AV's refusal of medical freatment. AV signed

an OSH Informed Consent form for @i RS medication usage on 11/21/08,

W5 stated AV had a XXX hearing on 09/16/08, during which AV said AV
continued to take AV's SEEEEESEERERe cdication "hecause AV feels they help AV.”
W5 stated, "I consider that statement a continued indication AV was able to sign
for meds."

Asked whether W5 received a lstter written by W24 on bhehalf of AV, W5 stated,
"If | did, | can't recall.” Asked whether W5 recelved a letter from AV, W5 stated,
"No — | don't remember getting anything from AV directly.”

W5 stated W5 does not remember receiving a telephone call from W32 or W36
regarding AV's care, but It Is possible. W5 stated if anyone telephoned W5
regarding AV, W5 would have passed their concerns along to medical clinic staff.
W5 stated W5 believes medical clinic staff were aware of AV's health, and were
udoing the best they could to attend to AV.”

W5 stated W32 spoke to W5 after AV's XXX hearing on 09/16/09. W5 stated
W32 was "very graclous" and said W32 “appreciated our work and treatment.”
Asked whether W32 expressed any CONcerns about AV, W5 stated W32
"seemed very concerned about AV" but did not voice any concerns about the
medical care AV received for AV's physical heaith,

AV's Progress Notes indicate AV was on "med watch® until 07/09/08 due to
sepermen e Ry Throughout the med watch perlod, staff made
regular entrles in AV's Progress Notes, W29 wrote case monitor Progress Notes
on 07/14/09, 07/15/09, and 07/26/09.

A gap between entrles in AV's Progress Notes was identified. In a Progress Note
dated 08/05/09, staff note AV refused fo use AV's R The next Progress
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16.2

15.3

15.4

155

15.6

15.7

15.8

15.9

Note after this is a note written by W13 on 10/17/08 noting AV's death. Thisis a
gap of 73 days, which ended the day AV died,

W29 stated W29 believes the written policy states case monitors are expected fo
write weekly Progress Notes for patlents on their caseloads. W20 stated on
many wards, the expectation Is case monitors will write a Progress Note

_approximately every two weeks.

Asked why there are no case monitor notes In AV's Progress Notes from tho
beginning of August until AV's death on 10/17/09, W29 stated, "l have a pretty
simple answer: if you have one staff doing meds, three staff on the floor, and
anywhere from 43-45 patlents on the ward, that leaves very little time to
document, let alone do check-ins.”

W29's position description states XXX W28 is to, "Observe, monitor, and
document patient behavior responses to various treatment interventions: e.g.,
groups, activities, classes, ete.” and "survey case monitor notes for consistency
and attention fo treatment care plan."

W29 stated W29 had lots of contact with AV about showering and got AV clean
clothes. W29 sald W29 encouraged AV to take AV's medications (as W29 does
with all patlents) but was not sure what AV refused or why AV didn't take them.

Each patient also has an assigned RN. W21 confirmed a patient's assigned RN
is expected to wiite monthly nursing summaries for the patlent. W21 conflrmed
W16 was assighed to write AV's monthly nursing summartes.

VW16 stated W16 was placed on XXX (limited work status) from April 2009 until
the end of November 2009, XXX, and did not work at all during August 2009,
During the same time period, W21 was promoted to XXX. As a result, Ward XXX
was missing one dayshift RN and one swingshift RN. W18 stated W16 did net
work on Ward XXX when W16 was on (limited work status), and does not know
who was responsible for writing AV's monthly nursing summaries In W16's
absence.

W21 stated as a result of W21 being promoted and W16 going on light duty due
fo injury, Ward XXX was missing two RNs. W21 stated under such
circumstances, it was a "struggle" for nursing staff to kesp patients’ monthly
nursing summarles up to date. W21 discussed reassigning W16's caseload fo
other Ward XXX RNs. At the time W21 did not do so, because it was not clear
how long W18 would not be working on Ward XXX.

W21 stated at the end of August and the beginning of September 2009, W18
returned to Ward XXX to work a (partial) schedule. At that time, W16 worked on
bringing patients’ nursing summaries up to date. W21 stated AV is "one of the
ones that didn't get caught up.”
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16.0 W21 stated W21 is confident Ward XXX RNs interacted with AV on a frequent
basis, despite the lack of documentation. W21 stated AV spent most of AV's
time on a chalr Just outside the nursing office, and W21 believes the RNs
frequently spoke to AV.

181 W21 stated W21 feels late or non-existent documentation is a "systemic
problem” at OSH. W21 stresses the Importance of writing proper documentation
with all XXX staff. W21 is aware of a "oulture” among OSH staff which
discourages writing Progress Notes. W21 stated, "Some people brag that they
haven't written a note In two years” W21 does not believe the problem Is
confined to Ward XXX.

17.0 W38 acknowledged W38's awareness of AV's prescription for {medication 2) and
stated if W38 was working on a ward and a patient refused to take thelr XXX
medication, W38 would be concerned and want to know it. W38 stafed the
cornmunication process between the ward RN and the CMA must be “specific
and timely.” W38 also stated that staff should check on patients who do not
show up for meals.

W38 stated staff conducting patient censuses will now listen for the patient's
respirations or look to see the patient's chest rise and fall, if the patient is hon-
verbal or has their eyes closed. If it Is necessary to enter a patient's hedroom,
two staff will work together, with one staff remaining at the door while the other
staff enters the room. The OSH Continuous Rounds, Gensus & Milieu (RCM)
Management policy wiil be changed to reflect this requirement by 04/01/10.

17.4  On 03/05/10, W38 sent a note fo all OSH RNs "to make sure they know not
showing up for meds Is not a refusal.” W38 told the RNs if a patient does not
show up to take their medication, they should take the medication to the patient
or fry having a different person approach the patient about thelr medication.
Existing OSH medication policies will not be changed., W38 stated it is a matter
of "reinforcing what ls already there."

172 There is a "status” area on the current OSH patient census log, next to patients'
names. W38 stated staff should use the status area to note issues such as if a
patient If refusing medication, or is on close observation, or had difficulty sleeping
the night before. Currently, RNs are not usually filling out the status area. W38
stated W38 will work with OSH RNs to emphasize the need to use the status
area,

17.3 W38 stated OSH is working to revise its current documentation standards, with
the goal of improving the frequency and quality of Progress Notes. OSH has
required documentation standards for the first 90 days a patient spends at OSH.
This documentation is audited. The documentation a paflent's case monitor and
assigned RN write after 90 days is not currently audited. W38 s hopeful the
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17.4

17.5

18.0

18.1

18.2

18.3

upcoming switch to an electronic medical records system will Increase both
guantitative and qualitative aspeots of patient documentation.

W38 stated Ward XXX did not have "commensurate staff* for the number of
patients placed there. In the new hospital, no forensics ward will have more than
26 patients. Staffing levels can be expressed in terms of the ratio of staff to
patlents. Ward XXX's ratio is approximately 1:8, and the goal s to move to a 1:4
ratio. :

W38 stated W38 believes the message to learn from this incident is that if a
patlent is reluctant to accept medical care, staff must "put energy toward getting
them to participate in their care.” W38 stated if a patient continues to resist
treatment, despite staff's efforts, staff must note they “offered everything we
could."

OSH Forensic Psychiatric Services policy 4.004, dated 09/24/08, covers patient
census verification. This policy stafes, "A visual count of patients’ presence and
condition Is conducted hourly.” The policy doss not explicitly state staff are
expected to- make contact, or communicate with patients when conducting
censuses, :

OSH Continuous Rounds, Census & Milieu (RCM) Management policy, dated
07/02/08, addresses the expectations of staff conducting continuous rounds in
OSH wards. This policy states the staff "will document the presence of each
pafient on the unit/mall at least once per hour, at random intervals, on the Patient
Census and Status Flowsheet." This policy states staff will use the Flowshest to
note each patient's “status." The policy does not specifically state staif are
expected to make contact, or communicate with patients when conducting
censuses.

OSH Nursing Service Policy M1, dated 10/09/07, covers the administration of
medication. The policy states if a patient refuses medication, the staff dispensing
medication should mark an R with a circle around it on the patlent's MARs. The
policy states, "On the back of the MAR, fill out the section for omited doses,
including: date, time, medication givers initials, medication refused and the
reason for refusal.” Policy M-1 also states staff should consider re-approaching
the patient later, have another staff fry fo give the patient medication, and
nassess the reason patlent Is giving for refusing medications and atiempt to
vesolve their concerns. The policy states, "A patient's refusal to come to the
medication line is not a refusal of their medications. It is acceptable to bring the
medications to the patient.”

OSH Nursing Service Policy M-3, dated 10/09/07, coverts the administration of
PRN (pro re nata or "as needed") medication. The policy states the following:
Staff must assess and indicate on the back of a patient’s MAR the level of pain a
patient Is experiencing, using a scale of 1-10. Staff must follow up with the
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18.5

18.6

19.0

19.1

patient approximately one hour after the PRN medication Is administered, and
note the medicatlon's effectiveness on the back of the MAR. The policy states,
"Sleeping does not guarantee adequate pain control, further assessment is
needed."

OSH Policy 6.040, dated 07/23/09, covers the issue of patient wellness. The
policy states the following: OSH is "committed to cultivating and supporting an
environment that promotes the health and well-being of patients." Nutritious food
should be available wherever food {8 sold or served on OSH property, and
patients will be "encouraged to make nutritious food cholces." Physical activity
will be offered every hour in freatment mall programming. Each treatment mail
will develop a "Wellness Plan” by December 2009, to support the welliness policy.

OSH Policy 6.041, dated 07/23/09, covers the screening and care of patlents
with Metabolic Syndrome and Diabetes Mellitus, The policy states ward
physicians and RNs are responsible for assessing patients for thelr risk of
Metabolic Syndrome, and if a patient has Metabolic Syndrome, they must refer
the patient to the Metabolic Clinic for an appointment, Nursing staff are
responsible for monitoring patients' vital signs, welght, and abdominal girth.
Dieticlans are responsible for assessing patlents who are at "nutritional risk" and
completing a "dietary consult" with the patients.

OSH Policy 6,041 states a patient's IDT Is responsible for monitoting the patient's
risk factors for Metabolic Syndroime, supporting the patient in adhering to thelr
nself-set goals,” and notifying Metaholic Clinic staff If "there appear o be barriers
to learning that are not being recognized." Metabolic Clinic staff will hold
Metabolic Syndrome clinic 1-2 times per week, assess patients who are referred
to the clinic, and will communicate with ward physicians. The Rehabilitation
Services Department will meet with patients to determine their interest In physical
activity, offer groups which provided Information about making "healthy lifestyle

_changes,” and communicate with ward physicians.

Forensic RN Consultant W37 assessed the care provided to AV prior fo AV's
death, Including the administration of medications, W37 stated that while AV's
MARs indicate AV refused many medications in the months prior to AV's death
staff do not indicate why the medications were refused. W37 states OSH's
medication adminisiration procedure states, "f the patient refuses medication,
mark R (for refused) and circle. CMA/LPN should notify the RN, On the back of
ihe MAR, fill ouf the section for omitied doses, Including: date, tims, medication
givers Initials, medication refused and the reason for refusal."

Further, "If the patient refuses medications consider the following: The patient
may need to be te-approached later or in a different setting. Try allowing another

‘medication giver to re-approach. Assess the reason patient is giving for refusing

medications and attempt to resolve their concerns. A patient's refusal to come to
the medication line Is not a refusal of thelr medications, It Is acceptable to bring
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10.2

19.3

19.4

18.5

1.6

the medications to the patient. Notify the RN of any medications missed or not
taken.” W37 points out that staff did not inform the RN of AV's refusal fo take
medication, which also violates OSH policy. '

W37 noted: On 10/17/09 AV took all of AV's 0800 medications and was
presoribed medications at 1600. AV's MARs indicate AV refused to take
(medication 2) at 1600, but there is no note about the "refusal." Staff indicated
AV refused the medication because AV did not appear at the medication window,
which violates the OSH medication administration policy. There is no indication
an RN was made aware of this refusal. While AV was likely already dead at
1600, if the staff dispensing medication at 1600 would have gone to AV's room,
"It would have provided greater respect for AV and AV's roommates, to have
found AV sooner,"

W37 referred fo the OSH policy covering PRN medication indicating when staff
administer a PRN medication, they must assess and indicate on the back of a
patient's MAR the level of pain a patient is experiencing, using a scale of 1-10.
Staff must follow up with the patlent approximately one hour after the PRN
medication Is administored, and note the medication's effectiveness on the back
of the MAR.

W37 stated on the morning of the day AV died, AV complained of SR8 and
recelved G nd S but was not asked to rate AV's pain. When staff
followed up with AV at 0930, they indicated AV was sleeping. W37 notes this
directly violates the OSH procedure, which specifically states, "Slesping does not
guarantes adequate pain control, further assessment is needed." W37 states,
"Had this assessment been done, it Is possible that the nurse would have
hecome aware of a medical issue requiring further evaluation."

W37 states RNs, "Must continuously assess each patient and be aware of hisfher
physical status and medication orders." W37 notes staff and RNs were not
aware of AV's medical condition so they could continue to assess AV for signs
and symptoms that would indicate a decline in AV's medical congdition.

WAa7 noted AV was to have vital signs taken weekly and in 2009 they were
obtained six times. W37 stated AV's vitals last recorded a blood pressure reading
on 07/13/09 of XXX, which is considered Eiceumamssss VW37 found no

documentation this was addressed during AV's IDT. 7 tates, “If would have
been appropriate for the team fo discuss AV's refusals of medications and other
orders to discuss other strategies to get AV in greater compliance.

W37 sald that AV met criteria to be covered under the Wt
s e S : po]icy‘ "however, th are
is no indication that this policy was followed with regards to AV, For example,
there was no order form reviewed that was required to be completed upon AV's
identification of meeting the criteria, According to the Policy, AV was to be
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19.8

19.8

20.0

20.1

20.2

20.3

educated utilizing individual or group formats, there is no indication that this was
done. Per the policy, the physician, nurse practitioner, pharmacist, nursing and
other disclplines would have been required to monitor AV's status. Consequently,
communication between disclplines would have been greafly improved.
Addifionally, nothing reviewed indicated that AV was referred to Rehabhilitation
Services. Had this policy been implemented with AV, there would have been the
opportunity for numerous Individuals to address and Intervene with AV's medical
issues and non-compliance with medications. Not only would this potentially
have improved AV's health status, but also would have imptoved AV's quality of
life" A

On 07/13/09, a Physician Progress not
of diagnosis of @ . D
08/29/09 which was W37 states, "There Is no svidence that
AV had any lab work done to aid in the dlagnosis of (NS
Additionally, although AV had previously been seen by e
there Is no evidence AV continued to be evaluated by RS

o states "?CHF" Indicating consideration
. W37 notes AV recelved anGEEEEEE

Regarding the missing case monitor and nursing summaries for AV, W37 states,
"These communlcations were essential in order to provide comprehensive
communication to all members of AV's team as to AV's status. The Progress
Notes are the way that all staff, including physicians, monitor and asgBss what
the physical and psycholbgical status of a patient s, Without these critical notes,
there was no information available to alter the plan of care.”

W37 oconcludes W3T's report by stating, "There were many policies and
procedures In place to ensure that each patient gets proper meadical treatment.
Many of these policies and procedures were not followed. This resulted in less
than optimal care and placed AV at risk for significant harm.”

Consuliing Psychiatrist W39 assessed the care OSH provided to AV, and
provided OIT with a report. W39 reviewed W37's report and stated W38 agreed

" with "all of the opinions and conclusions In W37's report.”

W30 notes while many people mentioned AV had an intellectual disability, there
is no diagnosls of this In AV's records. AV had a number of metabolic lssues.
These medical conditions Included XXX. W39 states these issues were
“identified, but not treated.” :

W39 noted a diaghosis of “XXX" in AV's medical records, meaﬁfng AV had XXX,
AV was prescribed (medication 2) to treat AV's XXX, but was “only intermittently
compliant" W39 notes AV had no dietary restrictions. :

W39 notes, "[AV] developed a number of medical gonditions for which AV
intermittently refused treatment. AV also initially refused freatment with

g medications, for which court orders were sought, but AV was taking
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204

BRI 11\ dications voluntarily at the time of AV's death (although AV still
genied naving mental ilness). No court orders were sought with regard to AV's
chronic medical conditions".

Regarding the right to refuse medical treatment, W39 states, "Decision-making
capacity is specific fo the decislon at hand. While clearly inter-related, capacity
to consent to psychiatric treatment does not automatically imply capacity to
consent to other medical freatments. Elements to be consldered in determining
specific capacity include: 1) Does the patient understand the iliness that the

© freatment is being prescribed for?; 2) Does the patient understand the risks,

20.5

206

20.7

20.8

21.0

benefits and aternatives for the treatment?; and 3) Is the reasoning behind the
refusal rational? Capadity to refuse medical treatment can be particularly difficult
in individuals with mental illness, but it is assumed to be present unless
otherwise determined by a court”

W30 siates there are a number of elements that suggest “impaired decision
making capacity with regard to AV's medical care. AV's medical records, for
example, reflected that AV didn't belleve that AV had \GEEMSEEERR or
and that AV felt like the medications were 'killing AV.' On the other hand, AV was
willing to accept certain treatments (e.g. [medication 5], SRR IS
medications), and reflected, according to the treatment notes, that t
AV»‘ i . -

W39 states it appears staff attempted to engage AV to accept treatment. W39
states, "It appeared there was also some discussion about having to balance and
prioritize AV's psychiatric and medical conditions, as AV had a history of
becoming quite volatile and aggressive." W39 stated even with a court order it
can he "clinfcally impractical” to force a pafient to take medication for "chronic
medical conditions."

W39 stated, "Based upon the materials | have been provided, | cannot reach a
definitive conclusion as fo whethar AV had decision-making capacity to refuse
these treatments. | do helieve, however, that OSH should develop more
consistent policies and procedures about when and If to seek guardianship or
court orders for medical treatment.”

W39 notes (medication 4) may produce side effects including excessive
sallvation, welght gain, ambulatory instability, and metabolic syndrome. W38
notes (medication 4) may be related to "severe blood disorders" and "complete
hlood counts" are recommended every four weeks through the duration of the
treatment. W39 notes it does not appear that AV had these done and though this
fell below the standard of care it was limited by a refusal to consent,

W39 states, "It appeared that there were limited strategies in place on Unit XXX

to engage AV therapeutically. There were numerous notations that AV's dally
routine was to eat watch TV and slesp. AV appeared to have been falry
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systematically victimized by other patients on the Unit. AV's hyglene was
consistently noted fo be very poor, which contributed to AV's Isolation. While | do
not believe that the lack of active Individualized treatment directly resuited in AV's
death, | do think that alternative strategies for Individuals with AV's level of need
should be examined."

211 W39 commented on AV's families' numerous attempts to express their concerns
about AV's medical status 16 the treatment team. W30 states, "Befter efforts
should have been made to hear those concerns." Regarding the provision of
active treatment W39 found that this failure to respond to their medical concerns
fall helow the standard of care. "

249 W39 commented that numerous systemic issues such as overcrowding, patient
monitoring procedures, staffing shortages and Infrequent and - inconsistent
training procedures likely contributed to the delay in discovery of AV's death.

CONCLUSION

The allegation that staff neglected the care of Oregon State Hospital patient AV on the
day of AV's death is found to be inconclusive as a violation of OAR 407-045-
04320(2)c).

AV was admitted to Oregon State Hospital in XXX after being placed under the
jurisdiction of XXX. AV transferred to Ward XXX on 0/16/08. AV lived a very sedentary
life, rarely participating in activities or leaving the ward., AV was picked on by patients,
ate alone outside the dining room due to patient complaints about AV's hygiene, and sat
in a chalr near the nursing station waiching game shows on weekdays. Staff and
patlents interviewed stated AV fked to eat, rarely missed a meal, and slept a lot,
particularly on weekends.

AV was described by one physician as “very nice but stubborn.” For a number of years,
AV was involuntarily given pESERSEEEEe modications. At the time of AV's death AV had
been voluntarlly taking these medications for more than a year. By.all reports AV
regularly refused medical appointments, the taking of vital signs as well as medications
for a variety of chronic medical conditions including XXX, because AV believed the
medications were killing AV,

There is no dispute that AV died sometime after breakfast on 10/17/09. Staff reported
the day was very busy on the ward and a few regular ward staff were working along with
float staff. AV took AV's 0800 medications, and requested and recelved a PRN of XXX,
This was a frequent request due to ongoing XXX pain, AV was observed having
breakfast. A short time later as AV was going back to bed, another person recalied AV
asked the lights to be turned off in AV's room and the blinds to be shut, At the time, the
person related the lights were already off and blinds shut. This Is the last confirmed
time AV was known to have been alive.

The first expected contact with AV should have been a follow-up to the PRN medication
to determine its effectiveness within approximately one hour. The staff who gave AV
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the medication reported going to AV's room at 0930 and documented AV was asleep.
Howaver, OSH policy specifically states that sleeping does not guarantee adequate
pain control. Further assessment was required but was not done,

According to OSH policy and procedure, staff are to conduct an hourly patient census.
These began at 0700 and went throughout the day. Staff documented every hourly
check, each time noting that AV was asleep In bed, Most staff stated the purpose of
these checks is to verify a patient's presence. Though the forensic policy adds to the
visual count of presence, observing their sgondition”, this was understood as identifying
what the person was doing, for example, sleeping.

All agree that AV did not get out of bed for lunch or dinner, One person reported
shaking AV's leg at lunch but sald hefshe got no response. A staff stated the staff
knocked on patient doors to announce-dinner and yelled down the halls.

AV had no medications prescribed to be administered at 1200 but was expected to take
a XXX medication at 1600, A person sald while AV was normally compliant with 0800
and 2000 medications, AV occasionally refused the 1600 medication, (AV's records
indlcate AV had taken it for the 27 previous days without refusal.) AV did not come to
get AV's medication. A (staff person) said he/she typleally checks with the patient but on
10/47/09, hefshe helped serve dinner. Instead of going to see AV, hefshe documented
that AV refused AV's medication on the Medication Administration Record. This manner
of documenting refusal Is a violation of the OSH policy that states a refusal to come o
the medicatlon line is not a refusal of medication. The policy requires documentation of
the reason for the refusal and Information to be provided fo the nurse on duty about the .
refusal,

As the fime for AV's 2000 XXX medications neared, the same (staff person) went to
AV's room to ask AV about taking these medications. He/she discovered AV was
unresponsive and cold to the touch; he/she called for the nurse. A short time later AV
was declared deceased by the on-call physician. Oregon State Police (OSP) and
medical examiner were notified and responded. The autopsy indicated the cause of
death was hypertensive atherosclerotic heart disease.

While this chronology of events and apparent failures might normally point to potential
neglect on the part of individual staff, the reason for the inconclusive finding is that the
desciibed staff practices and policy violations were not limited to the staff who were
assigned to Ward XXX that day. Staff described that practices varled on how refusals
- were documented, whether staff made contact or were required to make contact with a
patient refusing medication. Expectations for actual contact {(communication with the
patient) during census rounds were not uniformly understood. Extended hours of
sleeping for AV and other ward patients was not unusual, particularly on the weekend.

Forensic RN Consultant W37 stated “there were many policies and procedures in place
to ensure that each patient gets proper medical treatment. Many of these policles and
procedures were not followed. This resulted in less than optimal care and placed AV at
risk for significant harm.” W37 stated the initlal PRN assessment may have pointed to a
medical issue requiring further evaluation, but by the time of the 1400 medication, AV
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had fikely already passed away. While it is possible a nurse or direct care staff could
have discovered AV in distress while conducting the census or following up on the
effectiveness of the PRN, this assumption is by no means conclusive. Many of those
interviewed regretted the delayed discovery of AV's death, and it was upsetting fo
patients and staff alike. As W37 stated, it would have provided greater respect for AV
and AV's roommates to have found AV sconer.

Consulting Psychiafrist W39's comments on the delay in finding AV was, "Crowding
issues, patient monitoring procedures, staffing shortages and Infrequent and
inconslstent training procedures likely contributed to the delay in discovery of AV's
death.” ‘

It should be nhoted there were several reports that AV complained to peers and staff
about chest pains and not feeling well on 10/17/08, but these reports were not
corroborated by withesses or other evidence. Neither was there any.evidence found by
the state police or through this investigation that documents that might indicate
otherwlse were shreddsd by staff.

As this Investigation proceeded, serious and significant concerns were identified
regarding the overall care and treatment provided to AV for the chronic medical
conditions that ulfimately resulted in AV's death. Therefore, a second allegation of
neglect was added. The allegation that Oregon State Hospital neglected patient AV by
failing to provide adequate care and treatment In violation of OAR 407-045-0430(2)(c) is
substantiated.

The first of these concerns relates to the nursing and medication givers’ practice
referenced above. Nurses and medication givers consistently failed to follow the
Medication Administration policy, Fallure of a patient to come to the window for their
medication was sometimes noted to he a refusal. One staff indicated it was the
patient’s responsibility to come and get histher medication and if they didn't, that was a
refusal. However, the policy sets out expectations that staff are fo contact the patient,
offer and re-approach to offer medication and if It is refused, find out and document the
reason. (AV is noted to have refused many medlcations but the documentation does
not indicate why.) When medication is refused, staff are to advise the nurse who is then
to follow up with the patient and provide information and education about the
medication. The nurse s ultimately responsible to assess each patient and be aware of
hisfher physical status and medication orders. In addition to gvidence of lrregular
practices in AV's records, staff (including RNs) had varying levels of understanding of
AV's physical status, Forensic RN Consultant W37 stated that failure to be aware of
AV's medical condition put AV af increased risk of a medical decline, as they would not
know what signs and symptoms to be assessing for, :

A review of AV's Treatment Care Plan (TCP) was conducted to identify the goals,
strategies and approaches expected of staff when addressing AV's chronic medical
conditions, reported refusal of medications, and medical treatment, The July 2009 plan
stated, "AV requires medical monitoring and treatment for ongoing and developing
medical conditions: XXX." The problem was first added to AV's plan in 2005, The
interventions listed are: "MD will monitor medical testing as needed; RN and CM (case
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monitor) will provide teaching about diagnostic testing, the disease process and overall
health; CM will monitor Pt's follow-through on MD orders and redirect if AV fails fo
comply and meet weekly with AV to monitor TCP compliance." '

In addition to the problems noted with medication refusals and documentation, AV had
orders for having AV's vital signs and weights checked weskly. Until 2009 these
measurements were being obtalned regularly. In 2008, however, the measurements
were obtained only six times. W6 stated this information was vitally Important In order
io assess the effectiveness of AV's medications. Further, AV's last vital signs, obtained
07/13/09, found a blood pressurs reading of XXX, which is considered (SN
While medical monitoring is a key problem area In the TCP, there is no evidence the .
IDT (Inter-Disclplinary Team) met and addressed the issue to discuss strategies to
obtain greater compliance. :

W37 pointed out a physician note dated 07/13/09 considering a diagnesis of S

While an X-ray was obtained on 08/29/09, there is no evidence of lab work to
aid in the diagnosis, nor evidence AV was referred to a cardiologist as AV had been in
2002.

“Two of the key staff relied on by the IDT In the treatment plan were AV's case monitor
{CM) and AV's assigned nurse. While the case monitor said that he/she encouraged
AV to take AV's medication, he/she was not sure what AV was refusing or why. . Most
glaringly, hefshe had made no Progress Notes since 08/05/09, though he/she described
an expectation for weekly or bi-weekly documentation. Though AV's case monitor
explained hefshe just did not have time to do documentation, the failure of
documentation was not unique to this case monitor. One nurse described hearing staff
joking about not having written a Progress Note in two years and thought this was a
problem not unique to their unit.

The second staff expscted to carry out and summarize effectiveness of the TCP
interventions for AV, the assigned nurse, was placed on (limited) duty from April 2008
until the end of November {returning part time in August 2009). In hisfher absence, no
one was assigned fo AV or wrote the expected monthly nursing summary for AV, the
last entry was in August 2009, While many nursing staff stated thay Interacted with AV
and talked to AV at imes about AV's medication, the substance of this communication
is not known, not documented, and contributes little to understanding AV's progress or
lack of progress toward AV's TGP goals. As W37 points out, the Progress Note Is the
way that all staff, including physicians, monitor and assess what the physical and
psychological status of a patient is.  Without these critical notes, there was no
information available to alter the plan of care.

W36 concurred with W37's report opinions and conclusions and also commented on the
“imited strategies in place on fward XXX] to engage AV therapeutically,” W39 noted
that the hospital should engage In alternative active treatment strategies for individuals
like AV whose daily routine was reported to be eating, watching TV and slesping, being
systematically victimized by patients and having poor hygiene which contributed to AV's
isolation. W39 also hoted that AV's metabolic issues (XXX) were likely related to the
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side-effects of AV's RN
treated.

medlcation administration, which were not being

Another significant issue for AV (also acknowledged to be a concern for others), is the
question of AV's right to refuse medical care for the diagnosed chronic medical
conditions. All physicians interviewed stated that with the exception of an emergent or
life threatening medical situation, the pafien's decision to refuse freatment and
medications for physical health must be honored., W39 pointed out that decision-making
capacity is specific to the decision at hand and that capacity to consent to psychiatric
treatment does not automatically imply capacity to consent to other medical treatments.
For each decision the physician must ask, does the patient understand the iliness that
the treatment ls being prescribed for; do they understand the risks, benefits and
alternatives to the treatment and is the reasoning behind the refusal rational. W39 went
on to say that In the case of AV, there are a number of elements that would suggest
impaired decision making capacity with regard to AV's medical care. Further, while AV
may have had a right to refuse treatment, alternative interventions such as dietary
restrictions were not implemented; there was no special diet. AV had expressed a
willingness to change AV's diet, go for walks and said AV wanted to lose weight within
the last six months of AV's life but the TCP did not reflect any of these strategies. Nor
was AV referred to the Metaholic Clinic after its inception.

In addition to W39's comments, a question was ralsed by witnesses and reflected In
documentation about whether AV was truly refusing medical care based on a capacity
assessment. First, XXX ‘was AV's first language. TCP documents indicate AV was
unable to read and nofe that language is a barrler to AV's learning. A nursing staff
stated AV's English was marginal at best and AV spoke mainly In XXX, At one point
durlng an incident when AV appeared unable to speak English, a XXX speaking
physiclan was involved and AV was noted to calm. No physician described assessing
AV's capacity to consent and refuse treatment of AV's chronic medical conditlons using
an interpreter or XXX speaking staff in the implementation of AV's TCP. One exception
to this was a XXX speaking nurse who regularly communicated with AV.

Though not an initial consideration In the investigation, W39 identifled a significant
concern regarding monitoring of the (RIS medications taken by AV. W30's
review of the hospital documentation found that the complete blood counts
recommended to be done every four weeks for individuals on these medications
throughout the duration of treatment were not completed. W39 stated that laboratery
monltoring for AV related to their utilization was not consistent with this required
standard of care.

Finally, one of the most distressing aspects of this case was the apparent faillure of
hospital staff to return calls to AV's family members in the last weeks of AVs life, fo
respond to thelr concerns. W32 saw AV weekly and became worrled because AV was
saying AV was going to die and had chest pains. While W32 thought AV's statements
might be part of AV's mental illness, W32 fold AV to tell AV's doctors at OSH. AV told
W32 AV wouldn't, W33 sald W33 talked to AV on the phone and AV told W33 several
times that AV was not feeling good. Though W32 and W33 believed the hospital could
give AV medical care against AV's will, W38 sald [a person] asked W36 to call the
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hospital and talk to AV’s doctors about these concerns. OP2 was also reported to have
attempted to call. W36 stated W36 began calling at the end of September 2009, left a
message and when the call was not returned, called again. There was likely some
miscommunication or misunderstanding about who AV’s correct physician was, but W36
reported speaking with someone on 10/12/09 or 10/13/09 and telling staff that W36 and
W32 were very concerned about AV's physical health. W36 said W36 XXX offered to
inferpretin a conversation with AV. A cail back was promised but was not made in time.
W39 statad, “Better efforts should have been made to hear those concerns.”

The failure of hospital staff to conform to its policies and procedures for medications and
documentation of management to review and correct faulty practices, to -have a
meaningful treatiment care plan that Is implemented, monitored and revised as needed,
to assess AV's capacity to consent to medical treatments, engage AV in AV's freatment,
provide AV with education and information abouf medications in AV's native language
and In a manner that AV can understand, with cpportunities for activities and cholces
about AV's dlet, all contribute to the finding of this Investigation that the agency, Oregon
State Hospital, neglected the care of AV by failing to provide adequate care and
treatment.

REQUIRED ACTIONS

A number of actions to address and remediate the identified systems issues were
discussed at the 3/16/10 case review mesting. Otedon State Hospital staff present at
the case review stated they had already instituted or were in the process of establishing
the following:

1, OSH has instructed staff conducting patient censuses, who encounter a non-
verbal patlent or a patient who has thelr eyes closed, to listen for the patient's
respirations or look to see the patient's chest rise and fall. The OSH Continuous
Rounds, Census & Milieu (RCM) Management policy will be changed to reflect
this requirement by 04/01/10. The new policy will also include a photo
identification component, and will direct two staff to work fogether if it Is
necessary to enter a patient's hedroom.

2. OSH has instructed nursing sfaff fo use the "Status Key" area of patient census
logs for the purpose of improving documented communication between staff
during shift changes. These status key indictors include medical illness and
medication or treatment non-adherence.

3. OSH is reinforcing lts existing Medication and PRN Medication Administration
Policles., Though no changes are currently planned for thess policles, OSH s
emphasizing the need for follow-up and education with patients who refuse to
take medication, the need to follow-up after PRN medications are administered,
and the fact that not coming to the medication line doss not constitute a refusal.

OSH is emphasizing the need for staff to approach and re-approach any patlent
who does not go o the medication line, meals, treatiments, or appointments.
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4. OSH is currently reviewing its documentation standards both as to frequency and

quality, and reinforcing the current policies with staff. They plan to audit notes
beyond the current 80 day period that is required and reflect any new
expectations in a policy revision.

. OSH will designate a physician fo be housed in the medical clinic to focus on

patients with chronic medical conditions,

. O8H is reviewing staffing levels and composition on existing wards, and

supplementing staff on wards where indicated, to enhance patient care and
safety and improve treatment outcomes.

. O8H will institute brief morning repoﬁs with the superintendent and other clinical

leaders to discuss critical issues that occurred at the hospital over the past 24
hours (or weekend).

OIT has the following supplemental and additional required actions:

1.

A copy of this repor‘c will be forwarded to Oregon State Hospltai Human
Resources for their review.

The OSH actions identified. above (1-3) related to patient censuses,
administration and refusal of medication, and administeting PRN medication are
to be completed with 30 days.

OSH will review and revise its oversight policies (4 above) to ensure all staff are
following policy and writing required patient documentation. To be completed
within 60 days,

OSH will ask all inferdisciplinary teams to review and identify those patients for
whom chronic medical conditions are listed as a problem on their treatment care
plan. A hospital wide interdisciplinary team will review the TCPs and recommend
individual as well as policy improvements that ensure treatment plans, including
alternative active treatment strategies, are fully implemented. To be completed
within 90 days. -

OSH will ensure that the standard of care for laboratory monitoring related to the
utilization of the medication [medication 4] is met. To be done within 30 days.

The OSH Medical Director will establish guidelines for physicians to aid in their
assessment of a patient's capacity to consent to medical freatments. In addition,
OSH should develop consistent policies and procedures about when and if to
seek a guardian or court order for medical treatment. To be done with 90 days.

OSH will work with Oregon National Alliance for Mentally Il (NAMI) to evaluate
and improve communication systems and processes when there are medical
concerns for a family member who is a patient, To be done with 60 days.

Submitted by Eric Berry, Investigator
Approved by: Chief Investtgator Ed Stallard
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