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REPORT:  


[Nurse name/credentials] formed opinions and will render testimony [Medical Center] (MC) nursing care provided (patient name), was below applicable standards of care due to failure of adequate supervision of non-nursing staff. 

Fact 1:



In training materials at [Medical Center] the nurse retains accountability for acts delegated to non-nursing staff.  Accountability is defined in the training document as being responsible and answerable to actions or inactions of self or others in the context of delegation

Fact 2:



Failure of the RN to ensure the Total Care Giver (Sitter) Guidelines were followed and understood by the designated sitter.

Fact 3



Failure of the RN to properly instruct the sitter in what to observe in light of Ms __ condition and report any changes in her condition to the RN.

Fact 4:



In training materials at __MC, a statement was included which states restraining patients in the supine position predisposes them to aspiration.  Ms. __ was found in a supine position, in restraints, dead; the nursing staff had not prevented this restrained patient from getting into a supine position even though the sitter was present. No documentation of informing or instructing the sitter to keep the patient from becoming supine is available. 

Fact 5:


Other examples of __MC Restraint Policy not followed by __MC nursing staff are:  

1) 
In Section 4: Details all other alternative methods which should be tired and again; no assessment is available to demonstrate those alternative methods were assessed or tried prior to use of restrictive wrist restraints. 

2) 
The __MC Restraint Policy details the two reasons for which a patient would be placed in restraints; Ms.__ reason for restraints fits Behavioral Management.  Patients may be placed in restraints initially by the licensed nurse but within an hour of the restraints being applied, the physician must assess the patient.  There is no documentation of such a physician assessment, yet the restraints were continued for days.  No re-assessment by a physician was documented, nor was a re-order of restraints identified. 

3) 
The __MC Restraint Policy states that patients in restraints for Behavioral Management are to be monitored every 15 minutes (Restraint Policy 5.12); no such documentation is available.

4)  The __MC Restraint Policy states (6 and 6.2) that the patient status . . . and need for less restrictive measures will be reassessed every four (4) hours for patients18 years old and above for Behavioral Management Restraints; every four (4) hour reassessments were not documented by the nursing staff. 

5) 
The __MC Restraint Policy requires a debriefing within 24 hours of application of the restraint; no documentation of such a debriefing is available. 

6) 
In the training material for nursing staff, alternative methods for safety are listed on the document titled Tube Pulling/Self-Injury/or to others.  The documents list products which could be used to distract patients and to prevent having to use restrictive restraints; there is no available evidence that any of these items were tried with Ms. __.

7) 
Although documentation on the Restraint Plan of Care Flow Charts demonstrate that the only restraints in place were wrist restraints, on the last page of ____ deposition is a document titled Tx Report.  Within that report reference was made to a safety belt being placed by a previous shift.  If an additional restrictive restraint such as a safety belt was put in place at that time there was no physician order for the additional restraint, and there was no physician assessment within an hour of the restraints being placed. Again, the __MC Restraint policy was not followed by nursing staff. 
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