
 

Reporting Category Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23 Oct-23 Nov-23 Dec-23

Effective Treatment
Average Length of Stay (Averave LOS for pateints discharged by month)                                                 55 59
Adm issions 8 7
Discharges 9 4
Current Patients: m ale 12 5
Current Patients: fem ale 11 10
EE/ Warrant Adm ission 5 5
Forensic Adm ission 3 2
# of Patients on Court Ordered Medications 5 5
Patient Care
Elopem ents 0 0
Percent of individuals hospita lized who did not receive 
em ergency involuntary procedure

56% 89%

# hours of seclusion and restra int per 1,000 patient hours 1.74 0.2

Safety
Staff to Patient event: no injury 0 0
Patient to Patient event: no injury 9 2
Patient to Patient event: m inor injury 2 0
Patient to Staff Assault: no injury/ unknown 5 3
Patient to Staff Assault:m inor injury 2 2
Patient to Staff Assault: m oderate injury 1 0
Patient fa lls 3 2
Patient self injurious behaviors 1 3
Cardiac Events 0 0
Recussita ion Events 0 0
Suicide Attem pts 0 1
Staffing and Training
New VPCH em ployees attending orientation 0 0
VPCH RN overtim e hours                                                      
VPCH MHS overtim e hours                                                 
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January: 

The #’s of seclusion/restraint per 1,000 patient hours is 1.74 and 56% of patients who resided at the facility were not involved in an emergency procedure. 
Total hours of seclusion/restraint for the month are 17.9 hours.  Two of the eight patients involved in emergency procedures totaled 13.75 hours: 77% of total 
hours for the month.  

There were 11 total patient to patient assaults, 9 without injury and 2 with temporary injury.  There were multiple patients involved in these events and no 
trend was obvious from the data.  

One patient to staff assault resulted in a bodily fluid exposure sending the employee to the CVMC ED for follow up.  This was categorized as moderate based 
on the ED visit.  The injuries sustained to the employee did not impact the employee’s ability to work.    

There were 3 patient falls, all without injury to the patients involved.  Two of the falls were not witnessed and reported by the patient.  There was one episode 
of self-injurious behavior, which was the result of a patient behaving unsafe and appeared to be unintentional.   

 

 

 

February:  

The # of seclusion/restraint per 1,000 patient hours was 0.2.  There were two patients involved in events for this month. Total hours of seclusion and restraint 
for the month are 2.1 hours.   

There were 2 patient falls, both witnessed, and no injury was sustained. 

There were 3 self-injurious behavior events for the month, one event accompanied a suicide attempt report.  No injuries were sustained for two of the events 
and one patient sustained minor injury.  

Nathan Fuller reported a failed attempt due to employee interruption. This event was a patient report and not related to a positive CSSRS screening, so the 
Suicide Prevention policy was not relevant r/t physician assessment, but interventions were initiated in accordance with the policy. 

 


