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Substantial changes have been made o the
reporting, investigation and follow-up
process as follows. Procedures related (o
Adverse and Sentinel Events and Reporting
requirements were revised and merged o
create procedure 28172 Near Miss, Adverse
land Sentinel Event Investigations and
Follow-Up. This document identifies the
actions required to complete investigations
I:nd includes:

1. Elements of how corrections will be
accomplished.

Who is responsible for the corrections
3. A description of the monitoring
process.

Instructions that insure follow up
related to performance and adherence
to process and procedure is reported
through the Quality and Patient Safety
Committee structure and to the Board
of Directors.

Person Responsible: Opal Reinbold, Chief
Quality Officer

Addendum #1: Procedure 28172: “Near
Miss, Adverse and Sentinel Event
Investigation and Follow-up™
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Procedure 18244 “Standards of Patient Care
for the Adult Inpatient” outlines the
responsibility of the RN for assessment,
planning. supervision, implementation and
evaluation of care provided. The RN who
involved in the care of this patient was
counseled related to:
1. Failure to follow the Clinical Institute
Withdrawal Assessment (CIWA)
protocol
Failure 1o notfy the MD for
documented HR over 120 ppm
3. Failure to complete / document
complete vital signs and assessment
related to the HR
4. Failure to notily the physician of
CIWA scores over 15
5. Inittation of O2 for saturations ol 96%
despite order to maintain oxygen
saturations ol 92%
6. Failure to call RRT when patient was
found unresponsive
7. Importance of accurate documentation
ol care provided and adherence to
physician orders,
8. Notification of the planned audit of 10
medical records for documentation,
Person Responsible: Rae Anne Watson, RN
Nursing Director
Addendum #2: Procedure 18244;
“Standards of Patient Care for the Adult
Inpatient”
Addendum #3: Stalf Counscling Date
11.27.11
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11.27.11




Communication guidelines were established
between the Administrative Supervisors and
the Charge RNs related to identification of
patients on CIWA for appropriate and safe
patient room assignment.

Person Responsible: Joy Gorzeman, Chief
Nursing Officer

1.31.12
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An audit of the documentation of CIWA
patient assessments was performed on 100%
of patients for a 6 month period. Follow-up
education and possible stafl counseling will
be performed based on the audit outcomes.
IPerson Responsible; Rac Anne Watson.
RN, Nursing Director

Addendum #4: Audit: CIWA

Charge RNs and Unit Leadership review
patient acuity and staffing at the beginning
lof each shift and PRN based on changes in
unit census and patient acuity. Staffing
maybe adjusted when appropriate.

Person Responsible: Rac Anne Watson.
Nursing Director

Procedure 28112 “Admission and Level of
Care Criteria”™ was revised to clarity the
level of care for CIWA scores greater than
15.

Person Responsible: Director of Critical
Care

Addendum #5: Procedure 28112

12.18.12

Ongoing

16.28.12

CAdmission and Level of Care Criteria™




I'he CIWA Institute Withdrawal
Assessment. (Alcohol Withdrawal Order
Set). was reviewed and reformatted (o insure
the criteria for physician notification was
fautomatically initiated with the order set.
Person Responsible: Joy Gorzeman, Chiel
Nursing Officer

Addendum #6: Alcohol Withdrawal Order
Set

Procedure 28112 “Admission and Level ol
Care Criteria™ was revised to clarily the
level of care for CIWA scores greater than
5.

Person Responsible: Director of Critical
Carc

Addendum #5: procedure 281127
“Admission and Level of Care Criteria™

Administrative Supervisors and Charge
Stall have been provided education related
to the revisions to procedure 28112
“Admission and Level of Care Criteria™
IPerson Responsible; Rac Anne Watson.
RN. Nursing Director

IAddendum #7: In-service: Read & Sign:
procedure: 28112 “Admission and Level of

16.28.12

1.10.13

Care Criteria”




An audit of the documentation ol CTWA
patient assessments was performed on 100%
ol patients for a 6 month period. Follow-up
education and possible staff counseling will
be performed based on the audit outcomes,
Person Responsible; Rac Anne Watson.
RN, Nursing Director

Addendum #4: Audit: CTIWA

Staff education was provided on signs and
sympioms to report after fall and post lall
documentation.

Person Responsible: Rae Anne Watson,
Nursing Director

Addendum #8: Procedure 17662; “Fall
Prevention and Management”
Addendum #9: Procedure 24372; “Patient
Hand Off Communication™

Addendum #10: In-service: Alcohol
'Withdrawal and the CIWA-AR Tool.
January 2012

Addendum #11: In-service: Versa Care
Bed Exit Alarm Handout

Daily rounds / audits are performed 1o
insure that fall prevention measures are
implemented.

Person Responsible: Rac Anne Watson,
RN

Addendum #12; Audit: Fall Prevention
Audit

Ongoing

2.1.12

Ongoing




The RN involved in the care of this patient

was counseled related to:

9. Failure to follow the CIWA protocol

1 0. Failure to notify the MD for
documented HR over 120 ppm

I 1. Failure to complete / document
complete vital signs and assessment
related to the HR

1 2. Failure to notify the physician of
CIWA scores over 15

1 3. Inttiation of O2 for saturations ol Y6%
despite order 1o maintain oxygen
saturations of 92%

I 4. Failure to call RRT when patient was
found unresponsive

I 5. Importance of accurate documentation
of care provided and adherence o
physician orders.

I 6. Notification of the planned audit of 10
medical records for documentation,
Person Responsible: Rac Anne Watson, RN

INursing Director
Addendum # 3: Stall Counseling Date
11.27.11

11.27.11




The phlebotomist was interviewed
and her actions reviewed, during the
case investigation by Laboratory
Leadership.

Person Responsible: Tim Barlow,
Laboratory Manager

11.30.12
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Hand off communication between the off-
woing and on-coming physicians was
referred 1o the Medical Stalf Peer Review
process. The Medical Stall Peer Review
Committee meels under the leadership of
the Charrperson who 1s a member of the
medical staff. RN members of the Quality
Department support the Medical Peer
[Review process by identification of cases
for review, record review, investigation and
attendance at the Peer Review Committee
meetings. The discussions and
recommendations of the Medical Peer
Review Committee are confidential and
protected under section 1157,

Person Responsible: Opal Reinbold, CQO

11.22.11




CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

STATEMENT OF DEFICIENCIES A1) PROVIDERISUPPLIERICLLA (2] MULTIPLE CONSTRUCTION (X3} DATE SURVEY
ANE PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A BLILDING
050115 B IMNG 12/07/2012
HAME OF PROVIGER OR SUPPLIER STREET ADDRESS. CITY, STATE ZiP CORDE
PALOMAR HEALTH DOWNTOWN CAMPUS 565 E Valley Pkwy, Escondido, CA 92025-3048 SAN DIEGO COUNTY
UMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION L
JCIENCY MUST BE PRECEEDED BY FULL PREFIX E, COMPLETE
IV GF LSC IDENTIFYING INECEMATION) TAG |
Continued From page 10 Procedure #20571 “Rapid Response Team”
she is responsible for filling out RRT 3 pointed out ;::s::i‘;e:o:{;?bﬁY};de:ﬁa Sudak. RN 1/10/13
the area on the RRT sheet where she attaches the > . ' 4 4
stip. There was no strip attached to the RRT Rusing Diteator Wl
sheet She was unable to explain why the printed Addcadum #13:5 Procedure #20571 “Rapid
strip was missing Response Toam
On 11/110/11at 100pm. the Monitor Technician The !{apld Res"‘?““ RN 'l:e.am .
(MT) was interviewed regarding the recorded rhythm provided education on revisions to
strips from 1 at 3:36am. and 340am 'procedure#205?]. "
According to the MT. the facility documents rhythm il-"erﬂ_m Re_sponsnble; Maria Sudak, RN, e
strips in IMC every shift and with any changes in Nursing Director X .
heart rhythm The MT was questioned as to Addendum #M:ln-se;wce: Read&&g}l:-
whether after discovering a heart rate of 154 a procedure 20571 “Rapid Response Team
rhythm strip would be obtained to indicate a change N
back to normal The MT stated she would have Proceciure I8?8'7 “Remote qutormg
done another strip The MT could not explain what Room was_rewewcd and anilts related to
happened to the rhythm strip indicating a change| documentation Of_'r?'ymm smPs by the
after the elevated hearl rate of 154 In fact, therg Telemetry Technicians we’re implemented.
were no documented sinps in Patient A's record P crsu;m Re_sponsible; Maria Sudak , RN, HUIOII_S and
from the 7th floor after the 340am. strip Nursing Director [Ongoing
indicating a heart rate over 154 Addendum #15; Procedure 18787 “Remote
onitoring Room
The third CT of Patient A's brain was done on Addendum #16: Audit; Rhythm
Bl at 745am The results were recorded a Interpretation/Documentation
follows "Marked Increase in the right subdura
hematoma. _measures 14 mm,  compared to Based on the results of the rhythm strip 1710713 and
approximately 7mm on  previous examination documentation audit, staff education and ~ [Ongoing
' =t 08:15pm). There was an increase in counseling will take place.
the size of the midline shift and left ventricle Person Responsible; Maria Sudak, RN,
Interval development of left ventricular and fourth -_fNursing Director
ventricular bleeding New 27 em left
intraparaenchymal bleeding centered over the Ileft
basal ganglia" (essentially indicating the bleeding
had expanded into the tissue and ventricles of th
brain) e‘
Event IDS1G011 127102012 TH7:1IAM
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%S} DATE

Any deficiency statemant anding with an asterisk (+) denotes a deficiency which the institution may be excused from correcling providing it is determined
that other safeguards prowide sufficient protection o the patients. Excepl for nursing homes. the findings above are disclosable 90 days foliowing the date
of survey whether or not a plan of comection & prowided For nursing homes the abeve lindings and plans of correction are disclosatle 14 days following
he date these documents are made avallable 1o the facility If deficiencies are ciled, an approved plan of correction IS requisite 1o continued program
participation
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Procedure 18244 “Standards ol Patient Care

for the Adult Inpatient™ outlines the

responsibility of the RN for assessment,

planning. supervision. implementation and

evaluation of care provided. The RN

involved in the care of this patient was

counseled related 1o:

. Failure 1o follow the CIWA
protocol

Failure to notify the MD for

documented HR over 120 ppm

3. Failure to complete / document
complete vital signs and assessment
related to the HR

4. Failure 1o notily the physician of
CIWA scores over 15

5. Imuation of O2 for saturations of 96%
despite order 1o maintain oxygen
saturations ol 92%

6. Failure to call RRT when patient was
found unresponsive

7. Importance of accurate documentation
of care provided and adherence 1o
physician orders.

8. Notification of the planned audit of 10
medical records for documentation.

]Person Responsible: Rac Anne Watson,

RN. Nursing Director

Addendum #2: Procedure 18244

~Standards of Patient Care for the Adult

Inpatient”

Addendum #3: Stall Counscling Date

11.27.11
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