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INTRODUCTION

The various departments at Riverview Psychiatric Center continue to strive to meet or exceed the
substantial compliance standards as outlined in the consent decree. In addition, each department
conducts other performance improvement activities that are designed to enhance the process and
environment of safety and care for residential and ACT clients in the Maine Adult Mental Health
System. The overall goal of this endeavor is provide these services with an eye toward client recovery
and organizational excellence while continuing to recognize the need to maintain a high degree of
efficiency and fiscal responsibility.

Many features of this report have changed significantly with the intent of providing a more complete
picture of change and progress toward performance excellence. Several of the reports are now showing
trending over several quarters. This process allows for a clear picture of success in initiatives of
improvement in the long term. The trending process also assists the individual departments in
identifying factors that lead to success as well as barriers to continued improvement.

The use of seclusion and restraint as a safety mechanism for clients and staff in the clinical setting
remains a focus of risk and process improvement activities. Both the number and duration of client
incidents managed with restraint and seclusion techniques is variable and often dependent upon client
acuity and concerns for maintaining client safety. The duration of both seclusion and restraint remain
well below the national mean as determined by the National Association of State Mental Health
Program Directors Research Institute (NRI). For the same period, the average quarterly number of
restraint and seclusion incidents has been within one standard deviation of the national mean as
determined by NRI. Efforts continue to further reduce the incidence of both restraint and seclusion while
maintaining the safety of the client, the milieu and our staffs.

Ongoing efforts to modify analysis and treatment methods to respond to client agitation and escalation
have produced some examples of success with individual clients. Efforts to widely adopt these
proactive methods throughout the milieu are being considered and implemented on a case by case
basis.

The comparative statistics section contains a new measure that reflects the number of and
circumstances related to the incidence of medication administration to clients during behavioral events.

Another new feature to this report is the section on Consent Decree Compliance. In this section we
hope to address the Standards of Substantial Compliance determined by the court to be consistent with
the intent of the Consent Decree on October 29, 2007. The elements of substantial compliance
abstracted from this document are listed with an explanation of how current operations fulfill the
standards described. Several of the compliance standards require specific evidence or documentation
of compliance that are currently being developed. Other compliance standards are illustrated as part of
this quarterly report. It is planned that subsequent reports will address all of the standards of substantial
compliance in a manner that demonstrates a good faith effort to maintain continual compliance with all
of the elements of the Consent Decree and to maintain an environment and treatment methods that are
both safe and therapeutic and focused on the recovery of the client.
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ADMISSIONS

Figure CD-04 2010 2011

Client Legal Status on Admission Qtr4 | Qtrl | Qtr2 | Qtr3 Total
ICDCC 3 17 26 46
ICDCC-PTP 2 2
IC-PTP+M 1 1
ICRDCC 1 1
INVOL CRIM 12 19 20 29 80
INVOL-CIV 1 2 7 10
PCHDCC 1 1
PCHDCC+M 1 1
VOL 36 34 31 10 111
VOL-OTHER 1 1 1 1 4
Total Admissions 51 58 73 75 257
Figure CD-06 2010 2011

Client Admission Diagnoses Qtr4 | Qurl | Qtr2 | Qtr3 Total
ADJUSTMENT DIS W MIXED DISTURBANCE OF EMOTIONS &

CONDUCT 1 1 2
ADJUSTMENT DISORDER WITH DEPRESSED MOOD 1 1 1 3
ADJUSTMENT DISORDER WITH MIXED ANXIETY AND

DEPRESSED MOOD 1 1 2
ADJUSTMENT REACTION NOS 1 1 2
ALCOH DEP NEC/NOS-REMISS 2 2
BIPOL I, MOST RECENT EPISODE (OR CURRENT) MIXED,

UNSPECIFIED 1 1 2
BIPOL I, REC EPIS OR CURRENT MANIC, SEVERE, SPEC W

PSYCH BEH 1 1 2
BIPOLAR DISORDER, UNSPECIFIED 8 11 11 10 40
DELUSIONAL DISORDER 2 2 2 6
DEPRESSIVE DISORDER NEC 3 4 5 5 17
DYSTHYMIC DISORDER 1 1
HEBEPHRENIA-CHRONIC 1 1
INTERMITT EXPLOSIVE DIS 1 1
NONPSYCHOT BRAIN SYN NOS 1 1
OPPOSITIONAL DEFIANT DISORDER 1 1
PARANOID SCHIZO-CHRONIC 5 7 6 4 22
PARANOID SCHIZO-UNSPEC 1 2 4 5 12
POSTTRAUMATIC STRESS DISORDER 5 4 4 2 15
PSYCHOSIS NOS 4 4 6 13 27
REC DEPR DISOR-PSYCHOTIC 2 2 4
RECURR DEPR DISORD-UNSP 1 1 2
SCHIZOAFFECTIVE DISORDER, UNSPECIFIED 15 13 20 14 62
SCHIZOPHRENIA NOS-CHR 2 1 6 4 13
SCHIZOPHRENIA NOS-UNSPEC 2 1 1
SCHIZOPHRENIFORM DISORDER, UNSPECIFIED 1 1
UNSPECIFIED EPISODIC MOOD DISORDER 3 3 3 3 12
Total Admissions 51 58 73 75 257
% Admitted with primary diagnosis of mental retardation,

traumatic brain injury, dementia, substance abuse or dependence. 0% 0% 0% 2.67% | 0.78%
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COMMUNITY FORENSIC ACT TEAM

ASPECT: REDUCTION OF RE-HOSPITALIZATION FOR ACT TEAM CLIENTS

Threshold
Indicators Findings Compliance Percentile

1. The ACT Team Director will review all client cases 3 NCR clients re- 100% 100%
of re-hospitalization from the community for admitted,
patterns and trends of the contributing factors 1 twice in quarter;
leading to re-hospitalization each quarter. The
following elements are considered during the 2 PTP clients re-
review: admitted, one then

discharged from PTP

Length of stay in community

Type of residence (i.e.: group home,

apartment, etc)

Geographic location of residence

Community support network

Client demographics (age, gender, financial)

Behavior pattern/mental status

Medication adherence

Level of communication with ACT Team

oo

Se~oao

2. ACT Team will work closely with inpatient treatment 100% 100% 100%
team to create and apply discharge plan
incorporating additional supports determined by
review noted in #1.

Summary

1. Two NCR clients were re-hospitalized for using a non-prescribed substance which became illegal
after their re-admissions. One of those NCR clients had been in the community under one year
living in a group home, the other had been in the community almost 2 years and was living in a
supported apartment. The third client, who has been admitted twice in the quarter for threat to self
or others, has been living successfully in a group home for several years without re-admission. All
clients were medication adherent, 2 are men in their late 20s- early 30s, the other in his 40s. All
had regular communication with ACT Team.

The 2 PTP clients were both men in their 30s-40s living within a few miles of the ACT Team; one
was new to PTP the other has participated for over one year. One lived in a group home and had
excellent communication with ACT and house staff, the other lived in an independent apartment
and avoided contact prior to re-admission. Medication adherence and/or substance abuse may
have been a factor in both re-admissions but that remains unconfirmed.

2. The ACT Team has become more collaborative in treatment team meeting participation while
clients are in the hospital, particularly regarding recommendations for goals of re-hospitalization.
The ACT Team Peer Support Specialist has also been on leave for approximately ¥ of this quarter
yet maintained a high level of interaction with clients while they were in transition from the hospital
and on the ACT Team during the time he was working.
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COMMUNITY FORENSIC ACT TEAM

ASPECT: INSTITUTIONAL AND ANNUAL REPORTS

Threshold
Indicators Findings | Compliance | Percentile
1. Institutional Reports will be completed, reviewed internally, and 50f100n 50% 95%
delivered to the court within 10 business days of notification of time
submitted petition.
2. The assigned case manager will review the new court order with the 7 new 100% 100%
client and document the meeting in a progress note or treatment team court
note. orders, all
reviewed.
3. Annual Reports (due Nov) to the commissioner for all out-patient N/A N/A 100%
Riverview ACT NCR clients are submitted annually

Summary

1. Ten clients petitioned to have their cases heard on the 3/17/11 court date, three withdrew the
petition. 5 of 10 had Institutional reports completed on time. The major factor influencing this poor
outcome was the internal process for writing/filing reports which did not include clear deadlines and
provide needed reminders for case managers. The process has been improved to include explicit

time lines triggered with the receipt of petitions.

2. ACT Team Leader delivers all new Court Orders to Case Managers upon receipt, who then reviews
with both client and supported housing staff involved in compliance with order. This is documented

in progress notes and/or reviewed in ISP treatment team.

3. Annual Reports were not due within this quarter.

ASPECT: SUBSTANCE ABUSE AND ADDICTIVE BEHAVIOR HISTORY

Threshold

Indicators Findings | Compliance | Percentile
1. age of onset documented in Comprehensive Assessment 39/39 100% 95%
2. duration of behavior documented in C.A. and progress notes 36/39 85% 95%
3. pattern of behavior documented in C.A. and progress notes 38/39 90% 95%

Summary

Our randomization of urinalyses for drug/alcohol detection implemented by the Co-Occurring Specialist
has been adapted to meet the MaineCare standards in order for lab work to be funded (no more than
one time in 7 days). This does not diminish the unpredictability but does create awareness that
urinalyses triggered by suspicion of use may not be covered by client’s insurance.
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COMMUNITY FORENSIC ACT TEAM

ASPECT: INDIVIDUAL SERVICE PLANS AND PROGRESS NOTES

ASPECT: PEER SUPPORT

Threshold
Indicators Findings | Compliance | Percentile
1. Progress notes in GAP/Incidental/Contact format will indicate at 37/39 100% 95%
minimum weekly contact with all clients assigned on an active status
caseload.
2. Individual Service Plans will have measurable goals and 39/39 100% 95%
interventions listing client strengths and areas of need related to
community integration and increased court ordered privileges based
on risk reduction activities.
3. Case notes will indicate at minimum monthly contact with all NCR 10/10 100% 95%
clients who remain under the care of the Commissioner. These
clients receive treatment services by community providers and RPC
ACT monitors for court order and annual report compliance only.
Summary
1. Team now offers four groups, creating increased capacity for face-to-face contacts and supporting
documentation. Clients in transition from ACT to other community resources have had less than
weekly direct contact but are discussed weekly in clinical meeting and are seen face to face at least
4 times per month (averaging weekly contacts).
2. ISPs also contain group attendance goals, especially with clients who are petitioning for increased
court ordered privileges. Case managers are focused on including group attendance in ISP goals.
3. One client in an outlying status successfully petitioned for increased privileges this quarter.

Threshold

Indicators Findings | Compliance | Percentile
1. Engagement attempt with client within 7 days of admission. 1/2 50% 95%
2. Documented offer of peer support services. 2/2 100% 95%
3. Attendance at treatment team meetings as appropriate. 15/30 50% 95%

Summary

As in prior report, Peer Support Specialist makes every effort to attend treatment team meetings at ACT
offices and in hospital; this quarter a combination of vacation and FML created a gap in services in no
way the responsibility of the Peer Support Specialist. The humber and quality of contacts with clients
by Peer Support continues to contribute to the ACT Teams goal of seeing clients face to face three
times per week, and when needed, Peer Support Specialists from the hospital have met with clients of
the ACT Team in the absence of the ACT PSP.
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CAPITOL COMMUNITY CLINIC

ASPECT: DENTAL CLINIC SURVEY

(Back to Table of Contents)

Threshold
Indicators Findings Compliance| Percentile
Clients from RPC as well as clients in the |January 100% 90%
community will receive a survey to fill out | Seventeen surveys completed by in-
at the time of appt. The survey has patient clients as well as outpatients. Of
several questions and in those questions [the seventeen surveys, all were
we are asking the client how we can positive.
better serve there needs.
February 100% 90%
Twenty-one clients were surveyed. All
twenty-one surveys showed positive
results.
March 100 % 90%

Twenty-three clients were surveyed. Of
the twenty-three surveys returned, all
showed positive results.

Summary

Sixty-one surveys were returned and all showed positive results for the third quarter.

Actions

Will continue the client surveys to monitor and evaluate weekly as well as monthly with staff.
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CAPITOL COMMUNITY CLINIC

ASPECT: DENTAL CLINIC 24 HOUR POST EXTRACTION FOLLOW-UP

Threshold
Indicators Findings Compliance| Percentile

After dental extractions, the clients will January 100% 100%
receive a follow-up phone call from the clinic | There were twenty-two extractions
within 24hrs of procedure to assess for post |during the month. A 24-hour phone
procedure complications. call to all post procedure clients
was completed. All clients reported
no post procedure complications

February 100% 100%
There were eighteen extractions
during the month. A 24-hour phone
call to all post procedure clients
was completed. All clients reported
no post procedure complications

March 100% 100%
There were thirty-one extractions
during the month. A 24-hour phone
call to all post procedure clients
was completed. All clients reported
no post procedure complications

Summary

There were seventy-one extractions in the third quarter. Clients were called 24 hours post extraction. All
clients who were called reported no post procedure complications.

Action

Results will be reviewed monthly by staff and will continue to report monthly to RPC.
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CAPITOL COMMUNITY CLINIC
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ASPECT: DENTAL CLINIC TIMEOUT/IDENTIFICATION OF CLIENT

Threshold
Indicators Findings Compliance| Percentile
National Patent Safety Goals January 100 % 100%
There were Twenty-two
Goal 1: Improve the accuracy of Client extraction for the month, The
Identification. client was given a time out to
identify extraction site, and asked
Capital Community Dental Clinic assures to state their name and dob.
accurate client identification by asking the
client to state his/her name and date of birth.
February 100% 100%
Goal 2: Verify the correct procedure and site | 1nere were Eighteen extractions
for each procedure. dqne for the. month.. The each
client was given a time out to
A time out will be taken before the procedure | identify extraction site, and asked
to verify location and number of the tooth to be | t© State their name and dob.
extracted. The time out section is in the
progress notes of the patient chart. This page |pmarch 100% 100%

will be signed by the Dentist as well as the
dental assistant.

There were thirty-one extractions
done for the month. The each
client was given a time out to
identify extraction site, and asked
to state their name and dob.

Summary:

In the 3" quarter 2011, seventy-one clients had extractions. In all seventy one cases there is
appropriate documentation of a time-out procedure prior to the extraction. The client was asked to
identify the extraction site and was also asked to identify themselves by providing their full name and

date of birth.

Actions

The dental clinic staff will continue to report and monitor performance of key safety strategies.
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CAPITOL COMMUNITY CLINIC

ASPECT: MED MANAGEMENT CLINIC APPOINTMENT ASSESSMENT

Threshold
Indicators Findings Compliance| Percentile

All Outpatient clients will have Vital January 100% 100%

Signs and Weight recorded upon arrival | Twenty-six clients that had scheduled
for appointment. appointments had their vitals signs taken
before their clinic appointment.

February 100% 100%
There were thirty clients scheduled for
appointments during the month of February.
All thirty clients had vital signs taken before
their appointment.

March 100% 100%
There were thirty-eight clients scheduled for
appointments. All thirty-eight had their vital
signs taken before their clinic appointment.

Summary

For the third quarter there were 94 clients. Of the 94, all had their vitals taken before their scheduled
appointment. This information was reviewed at monthly staff meetings and reports forwarded quarterly
to RPC Quality Council.

Actions

Staff will continue to strive for 100% of the goal. Staff will monitor and report monthly, as well as
quarterly to RPC.
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CLIENT SATISFACTION

ASPECT: CLIENT SATISFACTION WITH CARE

Findings Findings Findings Findings Findings

# Indicators LK UK LS us Total
Lfi‘gi‘sbe“er able to deal with 60% |+10%| 23% | -279% | nD | ND ND ND | 34%
2 |My symptoms are not bothering | g0, 145006 559 | +20% | ND | ND ND ND | 63%

me as much.

3 | The medications | am taking help
me control symptoms that used 80% [+55%| 55% | +15% | ND ND ND ND 63%
to bother me.

4 |1 do better in social situations. 60% |+40%| 32% | -13% ND ND ND ND 41%

5 |1 deal more effectively with daily 60% | +5% | 369% | -9% ND ND ND ND 44%
problems.

6 |1 was treated with dignity and 20% |+25%| 3206 | -13% ND ND ND ND 44%
respect.

7 | Staff here believed that | could 20% |+25%| 64% | +249% ND ND ND ND 66%

grow, change and recover.

8 | I felt comfortable asking
questions about my treatment 80% [+35%]| 55% | +10% | ND ND ND ND 63%
and medications.

9 |1 was encouraged to use self-

help/oupport aups 80% |+30%]| 45% | +15% | ND | ND ND ND | 56%
10 [ I was given information about

how to manage my medication 30% [+15%| 23% | +8% ND ND ND ND 25%

side effects.
11 xgrgtzggtrggd'ca' conditions 30% | -5% | 45% | +15% | ND | ND ND ND | 41%
12 'nfeeggtshs'zrgosr"ta' stay was 40% | +0% | 27% | +37% | ND | ND ND ND | 31%
13 L;ergtfarlﬁ:titgncomplam withoutfear {500, |19006| 279 | -8% | ND | ND ND ND | 28%
14 || felt safe to refuse medication or

treatment during my hospital 30% [+20%| 14% | +9% ND ND ND ND 19%

stay.
15 V'\cgrg";‘jgfg;‘;g”d grievances | 300, | 506 | 32% | +7% | ND | ND ND ND | 31%
16 'dgiﬁgggted in planning my 80% |+35%| 59% | +9% | ND | ND ND ND | 66%
17 | Both | and my doctor or therapist

from the community were 20% | 0% | 45% | +25% | ND | ND ND ND | 38%

actively involved in my hospital
treatment plan.

18 |1 had an opportunity to talk with
my doctor or therapist from the 10% | -5% | 23% | -2% ND ND ND ND 19%
community prior to discharge.
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CLIENT SATISFACTION

Findings Findings Findings Findings Findings

# Indicators LK UK LS us Total
19 [ The surroundings and
atmosphere at the hospital 40% [+25%]| 32% | +2% ND ND ND ND 34%
helped me get better.
20 Lgesl;:tgﬁd enough privacy inthe | 40, | 3506|3206 | 4206 | ND | ND ND ND | 41%
21 LLeQLﬁZTe while | was in the 60% |+10%| 23% | -17% | ND | ND ND ND | 34%
22 Lginhgiﬂt?éri?xﬁgﬂﬂem was 70% |+45%| 5% | -35% | ND | ND ND ND | 25%
23 fjﬁﬁr‘;"legz ;fg”fc‘)'ﬂxg to my 10% |-25%| 23% | -12% | ND | ND ND ND | 19%
24 g”gﬁom'\h’sﬁrﬁ/e or friends were 50% |+15%| 55% | +15% | ND | ND ND ND | 53%
25 Lg?gnas choice of treatment 30% |+15%| 50% | +20% | ND | ND ND ND | 44%
26 aﬂe{pﬁzfta‘:t with my doctorwas | 760, | 13006| 5506 | +5% | ND | ND ND ND | 59%
27 mgr‘;%?;?scf,vgghhzl“;fuels and 70% |+30%| 55% | +5% | ND | ND ND ND | 59%
28 %Sl?jds%f?ﬁé%igftﬁizsgggls’ ' 50% |+30%]| 36% | +11% | ND | ND ND ND | 41%
29 | Eemapyone ell you aboutyour | ‘sov, |40 50% | +15% | ND | ND | ND | ND | 50%
30 | Are you told ahead of time of
changes in your privileges, 50% | -5% | 32% | -13% | ND ND ND ND 38%
appointments, or daily routine?
31 [ Do you know someone who can
help you get what you want or 60% [+20%] 41% | -9% ND ND ND ND 47%
stand up for your rights?
32 | My pain was managed. 40% [+15%]| 45% | -5% ND ND ND ND 44%
ND = no data
Summary

Positive scores indicate satisfaction, while negative scores indicate dissatisfaction. Percentages are
calculated using actual weighted scores and highest possible score for each indicator. The total
number of respondents was 16: 5 from LK and 11 from UK. There was no data available for Upper and
Lower Saco for this quarter. The first column for each unit indicates the score for 3" quarter and the
second column for each unit shows increases/decreases from 2™ guarter. Overall satisfaction for 3"
guarter increased slightly, up 5% from last quarter.

The most significant increase in satisfaction was on LK, up 19%. Several indicators continue to drop:
indicators 1, 5, 6, 18, 21, 22, and 31. Data from the first two months of the quarter show that the
outcome and dignity domains have dropped in satisfaction, while the rights and participation domains
increased. The most significant decrease was in the outcomes domain and most significant increase
was in the participation domain.
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CLIENT SATISFACTION

Satisfaction by Unit
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COMPARATIVE STATISTICS

The comparative statistics reports include the following elements:

>

>

vV VYV VY VYV VY

>

Client Injury Rate

Elopement Rate

Medication Error Rate

30 Day Readmit Rate

Percent of Clients Restrained

Hours of Restraint

Percent of Clients Secluded

Hours of Seclusion

Coercive Events Analysis

Medication Administration during Behavioral Events

In addition to the areas of performance listed above, each of the comparative statistics areas includes a
graph that depicts the stratification of forensic and non-forensic (civil) services provided to clients. This
is new information that is being provided by the National Association of State Mental Health Program
Directors Research Institute, Inc. (NRI). NRI is charged with collecting data from state mental health
facilities, aggregating the data and providing feedback to the facilities as well as report findings of
performance to the Joint Commission.

According to NRI, “forensic clients are those clients having a value for Admission Legal Status of "4"
(Involuntary-Criminal) and having any value for justice system involvement (excluding no involvement).
Clients with any other combination of codes for these two fields are considered non-forensic.”
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COMPARATIVE STATISTICS
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This graph depicts the number of client injury events that occurred for every 1000 inpatient days. For

example, a rate of 0.5 means that 1 injury occurred for each 2000 inpatient days.

The NRI standards for measuring client injuries differentiate between injuries that are considered
reportable to the Joint Commission as a performance measure and those injuries that are of a less
severe nature. While all injuries are currently reported internally, only certain types of injuries are
documented and reported to NRI for inclusion in the performance measure analysis process.

“Non-reportable” injuries include those that require: 1) No Treatment, or 2) Minor First Aid

Reportable injuries include those that require: 3) Medical Intervention, 4) Hospitalization or where, 5)
Death Occurred.

>

>

»

No Treatment — The injury received by a client may be examined by a clinician but no treatment is
applied to the injury.

Minor First Aid — The injury received is of minor severity and requires the administration of minor
first aid.

Medical Intervention Needed — The injury received is severe enough to require the treatment of the
client by a licensed practitioner, but does not require hospitalization.

Hospitalization Required — The injury is so severe that it requires medical intervention and
treatment as well as care of the injured client at a general acute care medical ward within the facility
or at a general acute care hospital outside the facility.

Death Occurred — The injury received was so severe that if resulted in, or complications of the
injury lead to, the termination of the life of the injured client.

The comparative statistics graph only includes those events that are considered “Reportable” by NRI.
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COMPARATIVE STATISTICS

Client Injury Rate

Forensic Stratification

2.50

2.00

Injuries per 1000 patient days

Nov | Dec | Jan Aug | Sep | Oct | Nov | Dec | Jan

2nd SFQ 2010 3rd SFQ 2010 4th SFQ 2010 1st SFQ 2011 2nd SFQ 2011 3rd SFQ 2011
=@ Riverview Forensic =@ Riverview Civil == National Forensic =®=National Civil

This graph depicts the number of client injury events stratified by forensic or civil classifications that
occurred for every 1000 inpatient days. For example, a rate of 0.5 means that 1 injury occurred for each
2000 inpatient days.

Client Injuries Jan Feb Mar 3" SFQ 2011
Total 3 20 16 39

ASPECT: SEVERITY OF INJURY BY MONTH

Severity Jan Feb Mar 3" SFQ 2011
No Treatment 3 13 7 23
Minor First Aid -- 7 7 14
Medical Intervention Required -- -- 2 2
Hospitalization Required -- - - -
Death Occurred - - - -

ASPECT: TYPE AND CAUSE OF INJURY BY MONTH

Type - Cause Jan Feb Mar 3" SFQ 2011
Accident-Equipment Use 2 2
Accident-Fall Unwitnessed 1 5 6
Accident-Fall Witnessed 1 6 7
Accident-Other 1 2 3
Accident-Unknown 1 1
Assault-Client to Client 3 2 5
Self Injurious-Agitation 3 3
Self Injurious-Fall Unwitnessed 2 2
Self Injurious-Fall Witnessed 3 3
Self Injurious-Other 3 3 6
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COMPARATIVE STATISTICS

Figure CD-28
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= = Nil Mean 0.22 | 0.22 | 0.15 | 0.22 | 0.26 | 0.20 | 0.30 | 0.26 | 0.28 | 0.25 | 0.23 | 0.27 | 0.21 | 0.21 | 0.19 | 0.18 | 0.20
= =+ = +1 StDev 0.82|0.80|050|125|125|081|1.69|155|1.33|1.19|0.81|1.07|0.83|0.83|0.71|0.61|0.86

Number of elopements that occurred for every 1000 inpatient days. For example, a rate of 0.25 means
that 1 elopement occurred for each 4000 inpatient days.
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COMPARATIVE STATISTICS

Medication Errors

30.00
G
o
25.00 0
D
o
S
2 20.00 -
[S)
n
]
=]
o
2 15.00
o
5]
=
S
—
@
2 10.00
2
c
)
>
w 5.00
0.00
Oct ‘Nov ‘Dec Jan ‘Feb ‘Mar Apr ‘May ‘Jun Jul ‘Aug ‘Sep Oct ‘Nov ‘Dec Jan ‘Feb ‘Mar
2nd SFQ 2010 3rd SFQ 2010 4th SFQ 2010 1st SFQ 2011 2nd SFQ 2011 3rd SFQ 2011
= Riverview 4.35|3.74 187 | 0.92|0.00 | 5.41|1.80 | 2.73 | 2.70 | 1.80 |12.96| 9.09 | 1.79 | 6.31 | 8.62 | 7.69 | 4.92
Dorothea Dix 18.82| 7.95 | 7.41 |15.66| 6.98 | 5.13 | 2.38 |10.13| 3.53 |24.36| 5.26 | 6.41 [13.58| 3.49 |10.98/12.36|12.82
= = Ntl Mean 2.67 241|239 392|260 |3.48|292|299|260 241|279 |224|246|215|230|2.24|2.86
= =+ = Nat Mean +1 StDev | 5.64 | 5.08 | 5.12 |14.46| 7.00 | 9.89 | 6.56 | 7.97 | 6.74 | 5.71 | 6.52 | 4.83 | 5.17 | 4.69 | 5.24 | 5.26 | 6.09

Number of medication error events that occurred for every 100 episodes of care (duplicated client
count). For example, a rate of 1.6 means that 2 medication error events occurred for each 125 episodes
of care.

Medication Errors

Forensic Stratification
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COMPARATIVE STATISTICS

30 Day Readmit

30.00

25.00 A
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Oct ‘Nov ‘Dec Jan ‘Feb ‘Mar Apr ‘May ‘Jun Jul ‘Aug ‘Sep Oct ‘Nov ‘Dec Jan ‘Feb ‘Mar
2nd SFQ 2010 3rd SFQ 2010 4th SFQ 2010 1st SFQ 2011 2nd SFQ 2011 3rd SFQ 2011

Percent of discharges that return in 30 days

0.00

= Riverview 6.25 |12.50| 0.00 | 6.67 | 0.00 | 6.67 | 0.00 | 0.00 | 5.56 | 5.26 | 0.00 | 0.00 | 3.85 | 8.70 | 5.26 | 8.00 | 9.52

Dorothea Dix 23.81| 8.70 |19.35|13.04| 5.88 |14.81| 5.88 |11.54|14.29| 6.06 |14.29| 4.55 | 0.00 | 7.41 | 9.68 | 8.33 |11.54
= = Nitl Mean 6.45 | 6.36 | 5.67 | 5.66 | 5.03 | 5.76 | 5.72 | 5.90 | 6.08 | 6.06 | 5.67 | 5.72 | 6.01 | 5.77 | 5.22 | 4.79 | 6.07
= == Nat Mean +1 StDec |13.77|15.20|11.56|11.82|10.24|12.07|11.23|13.15|12.38| 9.28 |11.07|11.23|12.13|11.72| 10.7 |10.85|17.11

Percent of discharges from the facility that returned within 30 days of a discharge of the same client
from the same facility. For example, a rate of 10.0 means that 10% of all discharges were readmitted
within 30 days.

30 Day Readmit
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COMPARATIVE STATISTICS

Percent of Clients Restrained
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Oct ‘Nov ‘Dec Jan ‘Feb ‘Mar Apr ‘May ‘Jun Jul ‘Aug ‘Sep Oct ‘Nov ‘Dec Jan ‘Feb ‘Mar
2nd SFQ 2010 3rd SFQ 2010 4th SFQ 2010 1st SFQ 2011 2nd SFQ 2011 3rd SFQ 2011
= Riverview 9.65|8.41|6.60 | 7.34 | 9.43 | 7.21 |{11.71|14.55|11.82|11.71|12.04| 9.09 | 8.11 | 7.27 | 6.96 | 5.13 | 6.56
Dorothea Dix 5.95 |11.63| 7.59 |10.98| 7.14 | 6.41 |12.20| 5.19 | 9.41 | 7.79 | 7.89 | 5.06 | 4.94 | 6.02 | 6.17 | 8.14 | 5.13
= = Ntl Mean 5.90 | 3.01 | 6.02 | 6.32 | 5.90 | 6.19 | 6.13 | 6.57 | 6.26 | 6.16 | 6.66 | 6.31 | 6.75 | 6.39 | 6.30 | 6.93 | 6.42
= = = Nat Mean +1 St Dev [12.76|10.87(13.42|13.75|12.66|13.45|13.79|14.71|14.31|13.63|14.62|13.83|15.44|14.57|14.01|15.12|15.42

Percent of unique clients who were restrained at least once — includes all forms of restraint of any
duration. For example, a rate of 4.0 means that 4% of the unique clients served were restrained at least
once.

Percent of Clients Restrained

Forensic Stratification

25.00
20.00 A

15.00 -

10.00 \ A

5.00 -

Percent of Clients Restrained At Least Once

0.00

Oct ‘ Nov‘ Dec | Jan ‘ Feb ‘ Mar | Apr ‘ May‘ Jun | Jul ‘ Aug ‘ Sep | Oct ‘ Nov ‘ Dec | Jan ‘ Feb ‘ Mar
2nd SFQ 2010 3rd SFQ 2010 4th SFQ 2010 1st SFQ 2011 2nd SFQ 2011 3rd SFQ 2011

=@ Riverview Forensic =@ Riverview Civil == National Forensic =®=National Civil

Page 19



Back to Comparative Statistics'

(Back to Table of Contents)

COMPARATIVE STATISTICS

Figure CD-24
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’ Oct [Nov |Dec [Jan ‘Feb ‘Mar Apr ‘May Jun |Jul ‘Aug ‘Sep Oct ‘Nov ‘Dec Jan |Feb ‘Mar
2nd SFQ 2010 3rd SFQ 2010 4th SFQ 2010 1st SFQ 2011 2nd SFQ 2011 3rd SFQ 2011
= Riverview 0.04 | 0.13 | 0.02 | 0.11 | 0.09 | 0.01 | 0.07 | 0.03 | 0.05 | 0.13 | 0.12 | 0.07 | 0.05 | 0.11 | 0.06 | 0.01 | 0.06
Dorothea Dix 0.00 | 0.04 | 0.01 | 0.03|0.01|0.01|{0.01|0.01|0.01|0.01|0.05]|0.01|0.00|0.00|0.01]|0.02|0.01
= = Ntl Mean 0.41]0.43]0.35|0.36|0.41|0.48|0.37 | 0.39|0.38 | 0.33|0.36 | 0.34 | 0.33 | 0.35 | 0.31 | 0.38 | 0.38
= 4+ = Nat Mean +1 StDev | 1.78 | 1.72 | 1.28 | 1.33 | 1.63| 199|131 144 | 1.3 | 1.1 | 114|109 |1.03|1.14|1.06| 15 | 15

Number of hours clients spent in restraint for every 1000 inpatient hours - includes all forms of restraint
of any duration. For example, a rate of 1.6 means that 2 hours were spent in restraint for each 1250
inpatient hours.

Restraint Hours
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COMPARATIVE STATISTICS

Duration of Manual Hold (Restraint) Events
Jan - March 2011
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The overall number of manual hold events as well as the number of clients restrained for greater than 5
minutes declined slightly during the 3 quarter 2011. The overall reduction in the number of manual
holds was 20% during the period (from 66 to 53) and the reduction in manual holds greater than 5
minutes was 25% (from 27 to 20).

Manual holds greater than 5 minutes most often result from a clinical assessment of the clients acuity
and the potential for injury should the patient be left alone and without the control afforded by the
manual hold. Those clients with the greatest number of manual holds over five minutes are usually
suicidal, exhibit self injurious behaviors, or are highly psychotic and require one on one control that
other methods of containment (e.g. seclusion) do not offer.

The decision on how each incident is managed is made on an individualized basis depending on the
presentation and needs of the client. Each event is reviewed during the debriefing process and changes
in methods of managing the events related to each client are evaluated to determine opportunities for
improvement.
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COMPARATIVE STATISTICS

Duration of Manual Hold (Restraint) Events

Forensic Stratification
Jan - March 2011
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The mix of manual hold incidents in this chart depicts the differentiation between the civil and forensic

units.
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COMPARATIVE STATISTICS

Percent of Clients Secluded
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Oct ‘Nov ‘Dec Jan ‘Feb ‘Mar Apr ‘May ‘Jun Jul ‘Aug ‘Sep Oct ‘Nov ‘Dec Jan ‘Feb ‘Mar
2nd SFQ 2010 3rd SFQ 2010 4th SFQ 2010 1st SFQ 2011 2nd SFQ 2011 3rd SFQ 2011
= Riverview 4.39|4.67 |3.77 | 459 | 7.55|3.60 | 2.70 | 6.36 | 5.45 | 5.41 | 5.56 | 5.45 | 5.41 | 3.64 | 3.48 | 4.27 | 4.92
Dorothea Dix 4.76 | 8.14 | 6.33 | 9.76 | 5.95 | 6.41 | 7.32 | 7.79 | 5.88 | 2.60 | 3.95 | 6.33 | 4.94 | 3.61 | 1.23 | 5.81 | 3.85
= = Ntl Mean 3.08 3.07|3.00|3.24|274|276|271|3.05|275|271|296|3.03|292|268|245|2.19|1.61
= = = Nat Mean +1 St Dev | 8.66 | 9.09 | 8.76 | 9.06 | 7.55 | 7.44 | 7.33 | 8.26 | 7.19 | 7.15 | 8.19 | 863 | 7.9 | 6.93| 6.73 | 6.86 | 3.57

Percent of unique clients who were secluded at least once. For example, a rate of 3.0 means that
3% of the unique clients served were secluded at least once.

Percent of Clients Secluded
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COMPARATIVE STATISTICS

Figure CD-23
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2nd SFQ 2010 3rd SFQ 2010 4th SFQ 2010 1st SFQ 2011 2nd SFQ 2011 3rd SFQ 2011
= Riverview 0.12|0.13 | 0.03 | 0.55|1.48|0.08 | 0.11 | 0.12 | 0.26 | 0.16 | 0.23 | 0.27 | 0.65 | 0.27 | 0.06 | 0.41 | 0.24
Dorothea Dix 0.69 | 0.71|1.37 | 0.93|0.25|0.53|0.35|0.43 | 0.16 | 0.23 | 0.16 | 0.27 | 0.10 | 0.09 | 0.23 | 1.93 | 0.13
= = Ntl Mean 0.41]0.49|0.36|0.39|0.37| 033|042 | 053|048 |0.42|0.44|0.42|0.39|0.33|0.34|0.15 | 0.11
= == Nat Mean +1 StDev | 2.27 | 2.67 | 1.92 | 1.71 | 1.69 | 1.31 | 2.2 |3.14|3.19 | 2.44 | 2.33 | 2.07 | 1.82 | 1.57 | 1.72 | 0.56 | 0.36

Number of hours clients spent in seclusion for every 1000 inpatient hours. For example, a rate of
0.8 means that 1 hour was spent in seclusion for each 1250 inpatient hours.
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COMPARATIVE STATISTICS

Clients Status and Coercive Event Breakdown

(Back to Table of Contents)

Manual Mechanical Locked Open Grand % of Cumulative
Hold Restraint Seclusion Seclusion Total Total %
MR00000092 C 19 4 23 28% 28%
MR00004814 C 15 1 16 20% 48%
MR00005001 C 6 6 12 15% 63%
MR00003726 F 1 6 7 10% 73%
MR00005964 F 1 3 4 5% 78%
MR00000406 F 3 3 4% 81%
MR00003374 C 3 3 4% 85%
MR00000045 C 2 2 2% 88%
MR00003960 C 1 1 2 2% 90%
MR00004506 C 1 1 2 2% 93%
MR00006002 C 1 1 2 2% 95%
MR00000477 C 1 1 1% 96%
MR00000814 C 1 1 1% 98%
MR00003198 C 1 1 1% 99%
MR00003592 F 1 1 1% 100%

19% (15/81) of average hospital population experienced some form of confinement/coercive event during the 3™
fiscal quarter 2011. Seven of these clients (9% of the average hospital population) accounted for 85% of the
containment/coercive events.

Coercive Events by Time of Day

0000-0359 0400-0759 0800-1159 1200-1559 1600-1959 2000-2359
MR00000092 6 4 6 6 1
MR00004814 3 2 5 6
MR00005001 2 5 2 3
MRO00003726 3 1 2 1 1
MRO00005964 3 1
MR00000406 1 2
MRO00003374 1 2
MR00000045 1 1
MRO00003960 2
MRO00004506 2
MR00006002 2
MR00000477 1
MR00000814 1
MR00003198 1
MR00003592 1

An example of the work being conducted in identifying the times and frequency of escalating behaviors
and to modify treatment modalities in an effort to reduce the incidence of these behaviors can be seen
in the work done with client MRO0000045. This client, for several past quarters has exhibited extremely
aggressive behaviors and specific times of the day. This quarter shows a significant reduction in the
number of coercive events required (28 events last quarter to 2 events during the current quarter).

Figure CD-25, CD-26

Factors of Causation Related to All Coercive Events

(Manual Hold, Mechanical Restraint, Seclusion)

Apr May Jun Jul Aug Sep Oct Dec Jan Feb Mar
Danger to Others/Self 7 5 5 6 18 6 5 1 15 33 27
Danger to Others 17 11 17 8 11 7 3 6 4 1
Danger to Self 2 3 1 3 4 2 1
% Dangerous Precipitation 100% 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100%
Total Coercive Events 26 16 22 17 30 16 12 9 19 35 27
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Medication Administration during Behavioral Events

(Back to Table of Contents)

Jan Feb Mar Total
COURTN 3 3
GUARDN 2 6 9 17
GUARDY 7 11 18
PEMEDSN 1 4 1 6
PEMEDSY 1 2 5 8
PRNY 10 14 11 35
Total Meds Admin 14 36 37 87
Percent Unwilling 21.43% 35.22% 27.03% 29.89%

Patient Mechanical Locked
Manual Hold Incident Patient Injury Restraint Seclusion

COURTN 3
GUARDN 15 1 1
GUARDY 7 8 3
PEMEDSN 2 1 1 2
PEMEDSY 1 4 1 2
PRNY 8 13 3 11
Total 34 27 6 1 19

The high incidence of co-occurring manual holds and medication administrations, especially those that
were given unwillingly, may have resulted from the need to temporarily secure the client and protect
their safety during the administration of an intramuscular injection of ordered medication.

COURTN GUARDN PEMEDSN TOTAL
MR00004814 3 8 11
MR00000092 5 5
MR00000165 2 2
MRO00000406 2 2
MR00005001 2 2
MR00000814 1 1
MR00004535 1 1
MRO00005746 1 1
MR00006002 1 1
Total 3 17 6 26

Average daily census for the period was 81 clients per day. The number of clients that received
medication unwillingly was 32% of the average client census. All unwilling administrations of
medications were supported by a court order, a guardian order, or the declaration of a psychiatric

emergency.

COURTN = Court ordered medication administration, client unwilling
COURTY = Court ordered medication administration, client willing

GUARDN = Guardian permission for medication administration, client unwilling

GUARDY = Guarding permission for medication administration, client willing

PEMEDSN = Psychiatric Emergency declared, client unwilling

PEMEDSY = Psychiatric Emergency declared, client willing
PRNY = PRN medications offered, client willing
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DIETARY

ASPECT: CLEANLINESS OF MAIN KITCHEN

Quarterly
% Compliance
Indicators Eg;gzp]ﬁlg
Jan.'11- | Oct. '10- | Jul. '10- | Apr. '10- [ Jan. '10- | Oct. '09-
Mar. ‘11 | Dec. ‘10 | Sep. ‘10 | Jun. ‘10 | Mar. ‘10 | Dec. ‘09
1. All convection ovens (4) were | 100% 75% 92% 83% 92% 67% 100%
thoroughly cleaned monthly.
(12 of 12) | (9 of 12) [(11 of 12)|(10 of 12)[(11 of 12)| (8 of 12)
2. ?Agﬂtmgalchine was de-limed 100% 100% 100% 100% | 100% 100% 100%
(30of3) | (3of3) | (830f3) | (80f3) | (30f3) | (30f3)
3. Shelves (6) used for storage off 100% 100% 100% 100% 89% 100% 100%
clean pots and pans were
cleaned monthly (18 of 18) | (18 of 18) | (18 of 18) |(18 of 18)|(16 of 18)|(18 of 18)
4. Knife cabinet was thoroughly 100% 100% 100% 100% 100% 100% 100%
cleaned monthly
(B0of3) | (3of3) | (830f3) | (830f3) | (30f3) | (30f3)
5. Walk in coolers were cleaned [ 1009 100% 100% 100% | 100% 100% 100%
thoroughly monthly.
(60f6) | (6Bof6) | (60of6) | (6of6) | (60f6) | (60f6)
6. Steam kettles (2) were 100% 69% 93% 93% 79% 75% 95%
cleaned thoroughly on a
weekly basis (26 of 26) | (18 of 26) | (26 of 28)|(26 of 28)[(19 of 24)| (18 of 24)
7. All trash cans (4) and bins (1) 89% 98.9% 97% 85% 63% 66% 95%
were cleaned daily
(401 of | (4550f | (4450f | (4620f | (34Lof | (365 of
450) 460) 460) 546) 540) 552)
8. All CartS(92 used for food 97.7% 98% 98% 97% 85% 87% 100%
transport (tiered) were
cleaned daily (792 of (812 of | (811 of | (794 of | (686 of | (717 of
810) 828) 828) 819) 810) 828)
9. All hand sinks (4) were 100% 95.6% 98% 92% 84% 80% 95%
cleaned daily
(360 of | (3520f | (360 0f | (794 0f | (304 of | (296 of
360) 368) 368) 819) 360) 368)
10. Racks(3) used for dryin 98.8% 99% 99% 81% 77% 96% 100%
dishes were cleaned daily
(267 of | (2730f | (273 0of | 2220f | (207 of | (264 of
270) 276) 276) 273 270) 276)

Summary

These indicators are based on state and federal compliance standards. Sanitary conditions shall be
maintained in the storage, preparation and distribution of food throughout the facility. Written cleaning
and sanitizing assignments shall be posted and implemented for all equipment, food contact surfaces,
work areas and storage areas.

e The improvement seen regarding the cleaning of the oven is attributed to communication and
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teamwork of the Dietary employees.

e The improvement seen regarding the cleaning of the steam kettles is attributed to the reassignment
of the task.

e The decrease seen in the cleaning of the trash cans and bins is due to redefining the task.

e Cleaning the food transport carts and cleaning the racks used for drying dishes remains around
98%

Actions:

The task of cleaning the drying racks will be reassigned.

FSM reviews all cleaning schedules on a daily basis to assure staff completion.
Cleaning schedules are modified to reflect changes in staff availability.

Weekly staff meetings include review of the past weeks completion rates.
Results of this CPI indicator will be discussed with staff.

The department will be fully staffed as of April 2011.

ASPECT: TIMELINESS OF NUTRITIONAL ASSESSMENT

Quarterly
% Compliance
. Threshold
Indicator Percentile
Jan.'11- | Oct.'10- | Jul. '10-
Mar. ‘11 Dec. 10 | Sep.‘10
A nutrition
assessment is 100%
completed within 5 100% 97.4% | (59 of 59) 100%
days of admission | (75 0f75) |(740f76)|  (New ’
when risk is identified Indicator)
via the nutrition

Summary

During the 3" quarter 2011, one client was discharged within 2 days of admission. There were 76 total
admissions.

Actions

The nutrition screen, which is part of the Initial Nursing Assessment and Admission Data, will be
completed by nursing within 24 hours of admission.

The Dietitian reviews the nutrition screening to determine whether the client is at nutrition risk.

Nursing will contact the Dietary Department at 287-7248 if an Urgent consult is required. Dietary staff
will then contact the Registered Dietitian/Dietetic Technician Registered. This includes weekends and
holidays. The RD/DTR will respond by telephone or with an on-site follow-up as deemed appropriate
within 24 hours. Nursing must document in the progress notes any recommendations made by the
RD/DTR.
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HEALTH INFORMATION MANAGEMENT

ASPECT: DOCUMENTATION & TIMELINESS

Threshold
Indicators Findings Compliance Percentile

Records will be completed within Joint Commission There were 75 49 % 80%
standards, state requirements and Medical Staff discharges in the 3
bylaws timeframes. quarter 2011. Of
those, 37 were
completed within 30
days.

Discharge summaries will be completed within 15 75 out of 75 100 % 100%
days of discharge. discharge summaries
were completed
within 15 days of
discharge during the
3" quarter 2011.

All forms/revisions to be placed in the medical record 2 forms were 100% 100%
will be approved by the Medical Records Committee. approved/ revised

during the 3" quarter
2011 (see minutes).

Medical transcription will be timely and accurate. Out of 1154 dictated 84% 90%
reports, 967 were
completed within 24
hours.

Summary

The indicators are based on the review of all discharged records. There was 49% compliance with
record completion. There was 100% compliance with discharge summary completion. Weekly “charts
needing attention” lists are distributed to medical staff, including the Medical Director, along with the
Superintendent, Risk Manager and the Quality Improvement Manager. There was 84% compliance with
timely & accurate medical transcription services.

Actions

Continue to monitor the compliance rate of each measure and work closely with the Medical Director to
identify barriers to on-time completion of medical records according to the prescribed timeline.
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HEALTH INFORMATION MANAGEMENT

ASPECT: CONFIDENTIALITY

Threshold
Indicators Findings Compliance Percentile
All client information released from the Health 3397 requests for 100% 100%
Information department will meet all Joint information (105
Commission, State, Federal & HIPAA standards. requests for client
information and 3292
police checks) were
released for the 3"
quarter 2011.
All new employees/contract staff will attend Seven new 100% 100%
confidentiality/HIPAA training. employees/contract
staff received training
in the 3" quarter 2011.
Confidentiality/Privacy issues tracked through There were 0 privacy- 100% 100%
incident reports. related incident reports
during the 3" quarter
2011.

Summary

The indicators are based on the review of all requests for information, orientation for all new
emplodyees/contract staff and confidentiality/privacy-related incident reports. No problems were found in
I

the 3

to requiring training, education and policy development at all levels.

Actions

The above indicators will continue to be monitored.

quarter, however compliance with current law and HIPAA regulations need to be strictly adhered
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HOUSEKEEPING

ASPECT: LINEN CLEANLINESS AND QUALITY

Quarterly
. % Compliance Threshold
Indicators i
Jan.'11- | Oct.’10- | Jul. '10- | Apr.’10- [ Jan.’10- | Oct.’09- | Percentile
Mar. ‘11 | Dec. ‘10 | Sep.‘10 | Jun.‘10 | Mar. ‘10 | Dec. ‘09
1. Was linen clean coming 100% 100% 96% 100% 100% 100%
back from vendor? (34 of (53 of (23 of (37 of (32 of (37 of 100%
34) 53) 24) 37) 32) 37)
2. Was linen free of any 92% 100% 92% 81% 97% 97%
holes or rips coming (31 of (53 of (22 of (30 of (31 of (36 of 95%
back from vendor? 34) 53) 24) 37) 32) 37)
3. Did we have enough 88% 96% 92% 97% 94% 100%
linen on units via (30 of (510f 53) (22 of (36 of (30 of (37 of 90%
complaints from unit 34) 24) 37) 32) 37)
staff?
4. Was linen covered on 97% 100% 100% 100% 88% 100%
units? (33 of (53 of (24 of (37 of (28 of (37 of 95%
34) 53) 24) 37) 32) 37)
5. Did vendor provide a 97% 96% 79% 95% 94% 100%
24 hr. turn around (33 of (51 of (19 of (35 of (30 of (37 of 100%
service as specified in 34) 53) 24) 37) 32) 37)
the contract?
6. Did we receive an 97% 100% 100% 100% 97% 89%
adequate supply of (33 of (53 of (24 of (37 of (31 of (33 of 95%
mops and rags from 34) 53) 24) 37) 32) 37)
vendor?
7. Was linen bins clean 100% 100% 100% 97% 100% 100%
returning from vendor? (34 of (53 of (24 of (36 of (32 of (37 of 100%
34) 53) 24) 37) 32) 37)
8. Was the linen manifest 88% 96% 31%
accurate from the (30 of (51 of (5 of 16) 85%
vendor 34) 53) (New)
Summary

Eight different criteria are to be met for acceptability. The indicators are based on the
inspections of linen closets throughout the facility including the returned linen from the vendor.
All linen types were reviewed randomly this quarter. All indicators are within threshold
percentiles except for # 2 & # 3.

The overall compliance for this quarter was 95%. This is shows a 3% decrease from last
quarters’ report.

1. Complaints from 2 units (indicator #2) regarding holes in linen. Torn linen was removed
from unit and disposed.

2. Replenished supply of linen of both Upper Kennebec and Lower Kennebec to maintain
minimum par level (indicator # 3)

3. Linen was not coming back from the vendor with accurate manifests (indicator # 8)
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4. Linen coming back from the vendor (3 occurrences) was not delivered to Riverview in a
timely fashion (indicator # 5).

Actions

The Housekeeping Department has done the following actions to remedy the above problem indicators:

Housekeeping staff will monitor unit inventory on a daily basis.

The housekeeping staff will check linen rooms daily to ensure that all linen is in good condition.
Communicate to all housekeeping staff to be aware of the status of this indicator.
Housekeeping staff will continue to document all information regarding inventory and manifest
statistics from the vendor.

Housekeeping supervisor will monitor the timeliness of linen deliveries.

AN N NN

AN
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HUMAN RESOURCES

ASPECT: DIRECT CARE STAFF INJURIES

Reportable (Lost Time & Medical) Direct Care Staff Injuries
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Summary

The trend line for reportable injuries sustained by direct care staff has continued downward as the
number of direct care staff injuries has decreased significantly over the last year.

The greatest percentage of injuries with direct care staff tend to be related to client to staff interactions.
Current work on developing tools to reduce the incidence of physical interaction between clients and
staff through heightened awareness of client’s triggers and coping mechanisms appear to be having an
impact on the frequency of client to staff physical interactions. Any reduction in the number of these
interactions may also impact the number of both client and staff injuries that may result from these
interactions.
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HUMAN RESOURCES

ASPECT: NON-DIRECT CARE STAFF INJURIES

Reportable (Lost Time & Medical) Non-Direct Care Staff Injuries
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Summary

The average percent of non-direct care staff who sought medical attention or lost time from work
remains low. The annual trend line shows a steady yet low rate of injury. As with the incidence of direct
care staff injuries, close monitoring of surrounding events and activities is being conducted to determine
correlations between injury rates and work activities.
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HUMAN RESOURCES

ASPECT: PERFORMANCE EVALUATIONS COMPLETION
Completion of performance evaluations within 30 days of the due date.

Performance Evaluation Compliance
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