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AWARD NO: 0980 (DRAFT)

GRIEVANCE IS GRANTED.

The grievant received a two day suspension for patient abuse and/or neglect. On March 7, 1993, the grievant, a "float" charge nurse was assigned to work the third shift in the intensive psychiatric ward at the Massillon Psychiatric Center. As charge nurse, one of the grievant's responsibilities was to assign staff members to various tasks as the patient census/activity level thereof warranted. Upon arriving on the ward, the grievant was responsible for making rounds, and then receiving a verbal "change of shift report" with the off-going charge nurse.

Due to the acute level of the patients on this ward, the hospital had in place a policy to address suicidal, homicidal and potential escape patients. The levels of intervention as they relate to this matter were as follows: one-to-one observation requires one staff member to be assigned to one patient. Close observation can be performed by one staff member but that staff member can assume the responsibility for more than one patient.

The grievant stated that she received a verbal report that the patient in question was on close observation. After receiving the verbal report she later found out that the patient was on a one-to-one observation for suicide precaution. Of essential importance herein is the determination of the level of care the patient was to receive on the evening in question. Arbitrator Stanton found that there are two distinct and separate levels of care identified therein as one-to-one observation and close observation. The testimony of the other staff members demonstrated that more than often these titles of levels of care were mixed. Despite the fact they warranted two separate levels of care in the employer's policy and more importantly, one is of a higher standard of care, the manner in which they were prescribed by the physicians at this facility is at best confusing.

Management's contention was from the time of the verbal report to the actual reading of the report by the grievant there was no one assigned to the one-to-one observation for this particular suicide patient. Since this was the responibility of the charge nurse to make this assignment the two day suspension was warranted.

Arbitrator Stanton ruled that just cause did not exist. The grievant acted promptly and prudently to rectify the problem. What also seemed apparent to the arbitrator was to address the policy relative to acute patients and the fact that the terms have been used interchangeable in the past. It would seem to this arbitrator that an explicit explanation or policy clarification to verify the level of care is warranted in volatile situations.
