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A 000 3 INITIAL COMMENTS A 000 The submission of a plan of correction does not
Eonsulute agreement that alf citations are correct

) o pr that the hospital violated the rules.
The following reflects the findings of the Califomia

Department of Public Health during a Compiaint
Validation survey (Complaint # CA00196406,
CA00199586, and CA00200713) conducted
August 6 through September 17, 2009. An initial
visit was made August 8, 2009, with subsequent
visits on August 12, 25, 26, 27, 28, and
September 3 and 4, 2008.

Representing the California Department of Public
Health:

Omar Fausto, HFEN;

Tina Buchanan, HFEN,

Jan Brink, MD, Medical Consultant;

Janne Powsll, HFEN;

Nancy Neil, HFEN.

The average daily census was 165.

The sample size was 142.

The CNO was notified Immediate Jeopardy was
identified on August 12, 2009, at4 p.m. The
Immediate Jeopardy was due to the facility's
failure to implement their policy and procedure
regarding:

6S 0l HY 91 33060

a. assessment and ikientification of newboms at
risk for developing hyperbilinzbinemia (high
bilirubin ieveis in the biood);

! b. conducting TcB and TSB testing on newboms l
' at-risk for developing hyperbilirubinemia; and,

:! ¢. conducting Coombs testing (test to detect
_destruction of red blood cells in the newborn) I | |
| wh{%the mother's blood type was O positive, to -

hemolytic disease of the newbor and l ’

usomronv Won's OR PROVIDER/S IER REPRESENTATIVE'S SIGRATURE TITLE (X8) DATE
Uox (EJ [2./4.09

Any deﬂdancf statement ending with an asterisk (%) denctes a deficiency which the institution may be excused comecting providing it is determined that

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the stated above are discliosable 90 days

following the date of survey whather or not a plan of correction is provided. For nursing homaes, the above findings and plans of cormaction are disciosable 14
days following the date these documents are made available to the facility. If deficisncies are cited. an approved plan of correction is requisite to continued
program participation.
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!
A 000 | Continued From page 1 A 000
i provide treatment as necessary. i

Upon receipt of an acceptabie plan of comrection,
the CNO was nolified the Immediate Jeopardy
was abated on August 12, 2009, at 6:47 p.m.

The CEO was nofified Immediate Jeopardy was
identified on September 4, 2009, at 11:40 a.m.
The Immediate Jeopardy was identified due to the
faciity's failure to provide appropriate discharge
planning and foliow up care for Infants who were
at rigk for developing hyperbilirubinemia, resulting
in the potential for development of brain damage
and death for at-risk newbom infants discharged
from SWHCS.

Upon receipt of an acceptable plan of correction,
the CNO was notified the Immediate Jeopardy
was abated on September 4, 2009, at 4:15 p.m.

Abbreviations used in this document:

< - less than

> - more than

AAP - American Association of Pediatrics
ABO - antibodies blood group

AB+ - bicod type

ASAP - as soon as possible

BMP - basic metabgiic panel

BP - biood pressure

IP CBC - complete blood count

t CDPH - California Department of Public Health
CEO - Chief Executive Officer

CLS - Clinical Laboratory Services

i CM - Case Manager

! CN - Charge Nurse

i CNE/O - Chief Nursing Executive/ Officer i
, COPD - Chronic Obstructive Pulmonary Disease
1| CPAP - Continuous Positive Airway Pressure
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A 000 | Continued From page 2 I A000
t

| CPS - Child Protective Services

CT - Computerized Tomography

DC - Discharge

DCM - Director of Case Management
DOB - date of birth

DWS - Director of Women's Services
ED - Emergency Department

GACH - General Acute Care Hospital
H&P - History and Physical

HMO - Health Maintenance Organization
ICC - infection Control Coordinator

ICU - Intensive Care Unit - -
IVMC - inland Valley Medical Center

kg - Kilogram

L&D - labor and delivery

LS - Laboratory Supervisor

mcg - Microcgrams

mg/dl - milligram(s) per deciliter(s)

min - minute

MRSA - Methicillin Resistant Staphylococcus
Aureus

MS or M/S - Medical Surgical

MST - Medical Surgical Telemetry

MSW - Masters in Social Work

NICU - Neonatal intensive care unit

OB - Obstetrics

O+ - blood type

PCP - Primary Care Practitioner (or Physician)
PCU - Progressive Care Unit

PDR - Physician's Desk Reference

Pl - Performance Improvement

PCP - patient care plan

! PMD - Primary Medical Doctor

. PPE - Personal Protective Equipment

| PT - Physical Therapist

[ P&P - policy and procedure !
| RH/Rh - Rhesus factor i
| RN - Registered Nurse *
| RSMC - Rancho Springs Medical Center ! |
|
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SB - sarum biltrubin

| SWHCS - Southwest Healthcare System
TcB/TCB - transcutaneous bilirubin (a test
conducted to obtain bilirubin level, using a device

applied on the forehead)
TSB - total serum bilirubin {a blood test to
detsrmine the bilirubin levels)
VA - Veterans Affairs

A 043! 482.12 GOVERNING BODY AD43

. i To provide increased oversight to hospital

The hospital must have an effective goveming ope?'ations. just before this cgomplaint Eurvey. lh%
bady legally responsible for the conduct of the Board of Governors had elected to increase the
hospital as an institution. If a hospital does not frequency of its regularly-scheduled meetings
have an organized goveming body, the persons from quarterly to monthty and hold additional
legally responsible for the conduct of the hospital meetings if needed. This change was rmade on
must carry out the functions specified in this part 07/28/09.
that pertain to the goveming body.

During the survey, the Board of Governors 08/26/09
{BOG) met on 08/26/09. The CEO presented

This CONDITION is not met as evidenced by: the initial findings from the survey activity to the

Based on observation, interview, and record BOG, with focus on the concerns related to the

review, the governing body failed to effectively discharge of newborns and process for

lead the organization by failing to ensure: identifying newboms at high risk for
hyperbilirubinemia; the status of the case

1. effective operation of the grievance process, review; and plans for policy and procedure

resulting in failure to ensure safe discharge revisions. The BOG provided feedback and

pianning and follow up care for newboms at risk made arrangements 10 be available to the

for developing hyperbilirubinemia (jaundice survey team.

caused by high bilirubin leveis in the biood),

improvement in systems, and patient satisfaction After the survey, the hospital and BOG took the

following actions:

(A119);
. L The CEO advised the BOG of the exit 09/15/09
2. appropriate less restrictive rnte(venﬂons were conference findings, parlicularly those related to
] attempted prior to placing one patient in wrist the Conditions of Participation for Governing
- restraints (Patient 201), resulting in unnecessary | : Body, Patient Rights, QA/PI, Medical Staff,

i Nursing Services and Discharge Planning. The

| restraint for 21 days (A164); |
{ ] i BOG was advised that CDPH had accepted the
i

I! 3. modification of the plan of care for one patient ' ’ plan of correc‘:lion. to address the issue identified
. (Patient 201) when the patient was placed in s an immediate jeopardy on 9/3/09.

r X I
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A 04:-J Continued From page 4 A 043}1’?\9 BOG approved the implementation plan for | 09/15/09
| restraints, resuiting in failure to assess for, and the revised PSC structure.
Ii identify, the effectiveness of less restrictive The BOG reviewed and approved the revised | 09/15/09
measures (A166), Grievance policy.
4. measurement, analysis, and tracking of The BOG was presented the revised forms for | 09/15/09
Information obtained through the grievance discharge planning risk screening and needs
process, resuiting in the failure to ensure safe assessment.
di e ning and follow up care of
nm z:arrl'sk fgr dmop;ngz::em The BOG met and was advised by the CEQ of | 10/19/09
hyperbilirubinemia (jaundice caused by high the outcome of a meeting with CMS and
: . acknowledged the hospital's improvement in a
bifirubin levels in the blood), improvement in number of areas.
systems, and patient satisfaction (A119)A267);
. . The BOG accepted the Grievance Committee | 10/19/09
5. measurement of improvement actions taken to report regarding the number of concems ‘
ensure safe discharge of newboms at risk of reported and the timeliness of responding to the
developing hyperbilirubinemia (high bilirubin level patient was presented.
in the blood} after Immediate Jeopardy was '
identified, resulting in continued discharge of The BOG received a favorable evaluation from | 10/19/09
at-risk newborns, and the potential for brain an IC specialist of the contracted Interim IC
damage and death in newboms discharged from Director.
SWHCS (A290)(A800); The Medical Executive Committee (MEC) 10/19/08
. recommended that the BOG approve the
6. assessment of the effectiveness of the following revised or new policies/procedures:
discharge planning process, resulting in the Restraints, Hyperbilirubinemia, Newbom
potential for unsafe discharge, injury, and death Discharge, and Cord Blood Collection. The
(A263)(AB43), MEC also recommended approval of the
following forms: Restraint Order forms, Newborn
7. adequate quality assurance was done on Nursary Orders, Hours Specific Bilirubin
contracted services for discharge planning done Nomogram, and Physician's Record of
by outside CMs, and infection control done by a Newborn. The BOG approved these policies
consuitant, resulting in the potential for unsafe and forms.
discharges and the spread of infection between ™ ; : i
i - o e BOG reviewed the Women's Services 10/19/09
patients, staff, and visitors (A263)(A084); Bilirubin and Coombs audit from 8/14/09 to
. . 9/27/09 in the PI/RM Committee report. No
8. monitoring of the effectiveness of education major issuas were identified.
provided to nurses administering continuous
l sedation in the ICU, resuiting in the potential for | The BOG reviewed a copy of the minutes of the | 10/19/09
under sedation or over swa‘bon of patients first meeting of the PSC. The BOG
fol (a h for ation in | recommended that the Medicai Staff Bylaws be
recelvlng propofol (a hypnotic used for sed l revised lo update the wording of the PI/RM
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A 043 | Continued From page 5 ; A 043ipor131ineg and expanding the meglbership to
mechanically venlilated patients) (A263)(A395); i i'[',‘if;‘c,gf' oard member and the Pharmacy
9. the needs of 15 newboms (Patients 11, 12, 13, The CEO reports ongoing progress to the Chair | 08/26/09
17, 20, 21, 2?. 30, 204, 205, 207, 217,_ 228, 267, of the Board of Govemors weekly. Senior
and 268) at risk for developing hyperbilirubinemia Management reports ongoing progress to the
(high bilirubin leveis in the bicod), two of two BOG at the monthly meetings.
onts ving jon in the ICU), and one A bined MEC and BOG ret held 6/09
ient with pain, were met, iling to: combin an retreat was he 11/08¢
patent pain met, by failing an?t;ggltf‘ieg aI;\ edu;:aéionalrpresent?t:'oncso
: P entitled, ulture of Compliance”. The
:' as:lss mmn?ofy ".s':‘{am for Patient 11 reported that the Infection Control Dapartment
yperbilirubinemia for eight newborns (Patient 11, has been expanded by adding a second IC
12, 13, 204, 205, 207, 267, and 268), resulting in Practitioner; there is a coordinator for aach
the delay of testing and the potential for brain hospital; and there is a Director with overalt
damage, developmental disabilities, and death program responsibility. The CEQ also reported
{A395); to the BOG that the hospital's Pl program is
supported with a consultant 3 o 4 days/week.
b. perform TcB testing (a non invasive method of
chg:l::ng bilirubin bcgls() when risk factors were The CEO advised the BOG that the preiiminary [ 11/16/09
identified for three newboms {Patients 11,12, and deficiency report for the August survey had
13), resulting in the delay of the test and the been received.
potential for brain damage, developmenta The Administrative Director of Quaiity 11/16/09
disabilities, and death (A395); Outcomes (ADQQ) advised the BOG that one
health plan had elected to continue to provid
€. obtain an order for phototherapy when the TSB dischar%ing planning for its cl?e:?t:ean‘::lp\.:o\zlde
(bilirubin level in the blood) was in the high comply with ail associated hospital policies. In
intermediate risk zone or high risk zone on the addition, the external Infection Control
Bhutani curve for three newboms (Patients 11, Con§ultant had increased support with an
20, and 207), resulting in exposure of the babies on-site presenca five days/week.
to elevated bilirubin levels tenti
bt::;m;d a:;frge::leb;:,' e:t':!, ;?;g:;h:: aalnfgr The BCt)G re;‘if\'ved the Gﬁqvance report an'd 11/16/09
death (A395); requested additional analysis of the da}a. with a
' foliow-up report at the next BOG meeting.
d; conduct TSB testing when the T°_8 was in the The Chair of the BOG presented a report on the| 11/16/09
high intermediate risk zone or high risk zone on Patient Safety Council.
I the Bhutani curve for three newborns (Patients
i 12, 13, and 228), resulting in the potential for lack The BOG approved the revised Utilization L 11/16/09
’ of treatment, brain damage, developmental Review Plan and referred it to the MEC. ’
! disabilities, and death (A395); |
r !
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A 043 | Continued From page 8 U Aoa3 iThe BOG continues actively to oversee 108/26/09
| \ improvements throughout the hospital,
o. conduct Coombs testing (test to detect lincluding:
destruction of red blood cells in the newbom)
when the mother's biood type was O+ for three ~Improvements to the grievance process,

including measuring, analyzing, and tracking
information obtained through the grievance
process to identify opportunities for

newboms (Patients 12, 13, and 17) to identify and
! treat hemolytic disease of the newbom, resulting
in the potential for brain damage, developmental

disabilities, and death (A395); rng;;ement {see specific responses to A 118,
f. conduct TSB testing STAT when the TcB was Ravicl . . .
i e g ameda ik one o igh sk oo ool e s
zone on the Bhutani curve for five newborns
(Patients 17, 21, 29, 30, and 228), resulting in the | - —Reminders about formulating and updating
potential for delayed treatment, brain damage, the plans of care for patients (see responses to
developmental disabilities, and death (A395), A 166 and A 396); '
g. provide evidence the physician was notified of —Revampir?g the processes for cqmrnunicaling
the TSB results for two newboms (Patients 20 and evaluating services fumished in the
and 205) resulting in the potential for delayed hospital, including measurement of

. } i ts taken with respect to the
treatment, brain damage, developmental Pl .

. . ge of newboms, and the appropriateness
disabilities, and death (A395); and effectiveness of the discharge planning
rocess (see responses to A 263, A 290, A 80O,
h. notify the physiclan STAT when the TSB was in R 811, A(gi:;); ponses
the high intermediate risk zone on the Bhutanl
curve for one newbom (Patient 30), resuiting in —Confirming outside contracted services meet
the delay of treatment and the potential for brain minimum criteria, and performing quality
damage, developmental disabilities, and death assurance on contracted services, including
(A385), discharge planning by case managers from
! HMOs and consultation by an infection control
P specialist (see responses to A 084, A 263, and

in the low intermediate risk zone instead of the —Monitoring the effectiveness of education
high intermediate risk _20"9) for one newbomn pravided to nurses administering continuous
(Patient 20), resulting in the lack of intervention sedation in the ICU, and the process of
from the staff and the potential for brain damage, evaluating and treating patients’ pain (see
developmental disabilities, and death (A395), responses 1o A 263 and A 395);

# j. monitor sedation levels for two of two patients ~Compliance with the hospital's policy on

| receiving propofol for sedation in the ICU jassessing, screening, testing, and treating

‘newboms at risk for hyperbilirubinemia (see
,fesponse to A 395);

| (Patients 201 and 215), resuiting in potential for l
|
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A 043 Conti F page : —Oversight of the medical staff and its
| Continued From 7 A 043 oversight of medical care fumished to patients,

. under sedation or over sedation (A395); and,

|

i' k. to ensure one patient's pain (Patient 302) was

! evaluated and treated in accordance with

| accepted nursing standards and hospital policy

i and procedure. This failed practice placed the
patient at rigk for untreated pain (A395);

(The Bhutani Curve contains hour specific curves
of nonmal bilirubin values within the first 5 days of
life. High, intermediate, and iow risk zones are
designated along the curves according to the risk
of developing hyperbilirubinemia that will need
follow-up. A TcB or TSB in the Low Risk Zone or
Low Intermediate Zone (40%) does not require
intervention. A TcB or TSB in the High Risk Zone
(95%) or High Intermediate Zone (75%) requires
further investigation and possible intervention.
Bilirubin levels are charted on the curve using the
Hour Specific Bllirubin Nomogram document);

10. nurses providing outside case management
for HMO patients had current licensure, resulting
in the potential for nursing care to be provided by
uniicensed nurses (A394);

11. the formulation of a care plan to meet
identified needs for one patient (Patient 306),
resuiting in the risk for a poor health outcome

(A396),
12. appropriate discharge planning and follow-up

[including care by physicians to newboms at risk
for hyperbilirubinemia and completion of
appraisal by proctoring of a physician (see
responses to A 338 and A 340).

Uy

£
65 :0/ Ny g 3‘.‘3;1;:,-';'

; care for 11 newbom infants (Patients 11, 12, 13,
1 208, 2685, 218, 227, 228, 247, 276, and 285) with
' risk factors for developing hyperbilirubinemia

| and/or a TcB and/or TSB in the High Intermediate

| Risk Zone on the Bhutani Curve (A800);
f

i 13. discharge planning for one patient (Patient

i
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A 043 Continued From page 8 A 043

304) who had concems about her living situation,
resulting in the potential for an unsafe discharge
(A800);

14. documentation of the discharge planning
process for three of three HMO patients (Patients
22, 211, and 213), by failing to require outside
CMs fo document in the permanent record,
resulting in the potential for an inappropriate
discharge, discharge needs not being met, and
injury and death for patients belonging to a HMO
(AB11);

15. the effectiveness of the discharge planning
process was reassessed on an ongoing basis,
resulting in the inability to determine if discharged
patiants had their post haspital needs met, and
the potential for inappropriate discharges, injury
and/or death of discharged patients (A843);

18. the facility's medical staff ensured quality
medical care was provided, by failing to;

a. provide timely follow-up of the newboms
discharged with risk factors for the development

| of hyperbilirubinemia (Patients 11, 12, 205, 265,
218, 227, 228, 247, 278, and 285), resulting in the
“delay of a follow-up after discharge and the

| potential exposure of the newboms to increased

| bilirubin levels, which may cause brain damage,

| developmental disabilities, and death (A338),

|} b. ensure physicians provided the same level of
: care to newborns at risk for developing

t hyperbilirubinemia, in ordering follow up care |
(A338): |
1| b1. the day after discharge for nine of 13 babies ? |
| discharged Saturday through Thursday (Patients ) ;

J—-
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i 221, 225, 232, 233, 234, 237, 238, 239, and 240) |
| (A338),

| b2. two days after discharge for four of 13 babies
discharged Saturday through Thursday (Patients
222, 228, 247, and 285) (A338);

b3. three to five days after discharge for seven of
seven babies discharged on Fridays (Patients 11,
13, 205, 265, 218, 227, and 276) (A338), resuliing
in severe hyperbilirubinemia and admission to a
NICU in one newborn discharged on a Friday,
and greater potential for developing severe
hyperbilirubinemia in the babies discharged on
Fridays;

c. implement phototherapy accarding to facliity
policy and AAP Guidelines, resulting to the
exposure of the newboms to increased bilirubin
levels, which may cause brain damage,
developmental disabilities, and death (Patients 11
and 247) (A338);

d. ensure the facility policy, “Hyperbilirubinemia,
Assessment, Identification, and Intervention
Protocol” outlined a response consistent with the
AAP Guidelines, used by facility staff, which had
the potential to result in inaccurate assesament
and intervention to the newboms with
hyperbilirubinemia (A338); and,

| @. ensure appraisal via proctoring was completed
| for one physician, which created the potential for
[ substandard care {(A338)(A340).

E The cumulative effects of these systemic
! problems resulted in the faciiity's failure to provide

! quality heaith care in a safe environment.
A 084 ' 482.12(e)(1) CONTRACTED SERVICES A 084
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| The goveming body must ensure that the
services performed under a contract are provided
in a safe and effective manner.

, This STANDARD is not met as evidenced by:
Based on interview and record review, the
goveming body failed to ensure adequate quality
assurance was done on contracted services for
discharge planning done by outside CMs and
infection control done by a consultant, resulting in
the potential for unsafe discharges and the
spread of infection between patients, staff, and
visitors.

Findings:

1. The facility failed to ensure appropriate
precautions were taken in three of three rooms
(YCU four, 185, and 161) where patients had
MRSA (a bacteria resistant to multiple antibiotics)
and were in contact isolation, resulting in the
potential for spread of infection to patients in the
ICU and on the MST floor, visitors, and staff
(Cross-refer A748).

The Pl Director was interviewed an August 27,
2009, at 9 a.m. Quality Assurance data for the
contracted infection control practitioner was
requested. She stated a corporate infection
control consultant had visited the facility in May
(when the SWHCS infection control consultant
started), but had produced no written report, and
had not retumed since to monitor the work of the
consultant. She was unable to provide evidence
' of quality assurance related to the effectiveness
of tha infection control practitiones.

| 2. The facility failad to ensure documentation of
!

o) 0 | SUMMARY STATEMENT OF DEFICEENCIES 0 | PROVIDER'S PLAN OF CORRECTION )
PREFIX i (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! _ | DEFICIENCY)
INFECTION CONTROL CONSULTANT
A0841|Conﬂnued From page 10 A084]

:The Administrative Director of Quality Outcomes 09/18/09

l(I\DvQO) contacted a corporate-lavel Infection Control
‘Specialist. who evaiuated and reportad positively on
‘the quality of services provided by the Infection
Control Consultant through on-site observations and
through recond review.

avaluation of the contracted Infection Control
Consultant to the BOG, which accepted the reviewer's
findings.

will evaluate the Infection Control Consultant to assure
ongoing competency.

EXTERNAL CASE MANAGERS

and the Chief Financial Officer met with the leadership
of the two health plans that provided on-site nursing
staff for discharge planning to present requirements
those organizations must meet to continue providing
discharge ptanning to their clients when hospitalized ad
Southwest Healthcare System (SWHCS). Meanwhile,
SWHCS employees provided all discharge planning
for enrollees in those health plans.

ptanning to its hospitatized clients. The OCM provided|
education to the heaith plan employees on:

« Required documentation for initial discharge
screening, complation of a needs assessmant when
indicated, and discharge planning notes.

+ The External Reviewer policy and the extemnal
reviewer's log. .

+ Community resource information

confirm that all required documentation was present,
including licensure verifications.

discharge planning for their clients and documented
their activities in the patient's medical record.

During the review of the discharge planning process,

The ADQO presented the Infection Control Specialist's) 10/1 9/09

On an annual basis, the Infection Control Specialist 10/19/09

The Director of Case Managamant (DCM), the ADQO, | 09/24/09

One heaith plan continued to provide discharge 11/42/09

Tha DCM finalized the extemnal reviewer's files to 11/24/09

External reviewars for the one health plan resumed 11/30/09

The DCM or CM Supervisars review the charts. | 12/01/09
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i - v the DCM/designee will include cases that were
A 034 | Conh.nued From page i A 084 reviewed by the health plan's external case
the discharge planning process for three of three managers 1o ensure that the contracted staff
HMO patients (Patients 22, 211, and 213), by comply with hospital policy for performing the
failing to require outside CMs to document in the initial risk screen and complete a needs
permanent record, resulting in the potential for an assessment if risk factors are identified. The
inappropriate discharge, discharge needs not outcome of the monitoring will be reported to the
being met, and injury and death for patients Quality pillar of the PSC for analysis and action
betonging to HMOs (Cross-refer A811). as indicated. After three consecutive months of
achieving target, the Quality pillar will determine
During an interview with the Di -I of CM on what, if any further action is warranted.
August 27, 2009, at 10 a.m., she stated the CONTRACTS:
quality of the discharge planning process had not The Senior Team members reviewed and 11/30/09
been evaluated in, "quite a while,” and, “we need deveioped a contract tracking matrix, working
to do it again " She stated problems with the with all Directors to develop the criteria for
quality of the HMO discharge pianning (done by review of different contractors based on the
outside CMs) were noticed one yéar prior, but had leve! of involvement thay have with patients.
not been corrected. She stated the outside CMs i
i e comrerin e perer eds el R
mco'?' and it had been a problem for,_ a long program so that it covered contracted services
time," but was unable to further quantify the based on the level of involvement they h
\ y have
duration. When asked about reviewing the with patients.
performance or qualifications of the HMO
personnel working in the facifity, she stated, "We The CNO and ADQO reported the tracking 12/14/09
are not evaiuating each of their people.” matrix to the Board of Govemors, and report
A 115 | 482.13 PATIENT RIGHTS A 115 |aggregated data from evaluations when they arey
completed.
A hospital must protect and promote each
patient's rights. A 115
This CONDITION is not met as evidenced by. Please see the specific responses to A 119, A | 12/14/09
| Based on observation, interview, and record 184, and A 166 for actions the hospital has
! review, the facility failed to ensure: taken o improve the grievance process, use of
restraints, and documentation on patients’ plans
| 1. effective operation of the grievance process, of care.
| resulting in failure to ensure safe discharge
. planning and follow up care for newborns at risk
' for developing hyperbilirubinemia (jaundice
| caused by high billrubin levels in the blood),
_improvement in systems, and patient satigfaction
F(A119),
i i
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' 2. appropriate less restrictive interventions were
attempted prior to placing one patient in wrist
restraints (Patient 201), resulting in unnecessary
| restraint for 28 days (A164); and,
3. modification of the plan of care of one patient
(Patient 201) when the patient was placed in
restraints, resulting in the failure to assess for and
identify the effectiveness of less restrictive
measures (A166).
The cumulative effect of these falled practices
resulted in failure to ensure protection and
promotion of patients’ rights.
A 119 | 482.13(a){2) PATIENT RIGHTS: REVIEW OF A118
GRIEVANCES
. " The ADQO had a review done of the cited 11/06/09
l;:g;:ﬁ?p";::;ﬁeb\?:h a pmufgimpt lgrievances and confirmed that they had been or
ch g nces p ere being investigated even though the
each patient whom to contact to file a grievance.] rievance documentation did not reflect the
The hospitar's governing body must approve and atail of those investigations. The ADQO
be responsible for the effective operation of the rther confirmed that Grievance 1 was still
grievance process, and must review and resolve nder investigation; Grievance 4 involved an
grievances, unless it delegates the responsibility utside vendor that was neither operated nor
in writing to a grievance committee. nder contract with the hospital, and the vendor
asolved the situation on the day the comptaint
This STANDARD is not met as avidenced by: as received; and Grievance 7 was a complaint
| Based an interview and record review the ’ bout a billing issue not covered by this rule.
goveming body failed to ensure effective After the exit conference at the hospital on 09/01/09
operation of the grievance process by failing to: August 28, 2009, the hospital took the following
comprehensive actions to improve its grievance
a. effectively investigate nine of nine grievances; Process:
! b. inform patients of the resolution of their [The ADQO and the Service Excellence 09/01/09
| grievances; and, Coordinator confirmed that in the cumrent policy,
i rha Board of Governors had delegated the
i c. use the grievance process to identify ires.ponsibility for investigating and resolving
j - : } Grievance Committee,
| opportunities for improvement. grievances 1o a
1 L
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A 119 Conti page 1 The ADQO and the Service Excellence 9/12/09
tinued From 3 A118 iCoordinalor reviewed and revised the hospital's
) rigvance policy to comply more clearly with
This failed practics resuited in the failure to aveince palicy fo compy y
ensure safe discharge planning and follow up
care of newboms at risk for developing severe At the direction of the Board of Govemnors, the  :09/15/09
| hyperbilirubinemia (jaundice caused by high CEO formed a Grievance Committee, with the
| bilirubin levets in the blood), improvement in ADQO as the Chair. The standing membars of
| systems, and patient satisfaction. the Grievanca Committee ars the ADQO, the
Service Excellence Coordinator, the CNO and
Findings: the Director of Risk Management; the
l gs: Grievance Committee is scheduled to meet
. . . thly.
1. Gneval)ee 1 was reviewed during a complaint monthly
investigation on August 8, 2009. The grievance The ADQO and the Service Excellence 09/15/09
was date stamped as received by the facility on Coordinator revised the grievance form that
July 28, 2009. The grievance included the staff use to report a grievance. Staff completes
following: the initial part of the form and forwards it to the
Service Excellence Coordinator, who is
a. a newborn baby was discharged from iVMC responsible for overseeing and tracking the
with a high bilirubin tevel, without being treated investigation of the grievance, resolution, and
with PhOtDﬁ‘éfaPV (USiﬂgl lights to decrease notification to the complainant. The form
bilirubin levels in the blood); contains sections for documenting the steps of
Fubin ’ the investigation, any opportunities for -
. improvement that have been identified, any
b. follow up for the baby (with a pediatrician) was actions taken, notification of the complainant,
not until four days after discharge; and report to the Grievance Committee.
c. at the follow up visit, the baby was admitted to The ADQO and the Service Excellence 09/15/09
a NICU for, “immediate," treatmant of Coordinator developed a tracking mechanism
hyperbiiirubinemia (high bilirubin leveis in the and form to use fo be sure the hospital
blood) and the, “passibility of brain damage;” corpplies with timeframes in the rule and its
and, policy.
, . . The Board of Governors confirmed delegation |08/15/09
d. necessary s_upplles were ot available in the of the responsibility for dealing with grievances
L&D room during labor. to the Grievance Committee and approved the
| revised policy and the new grievance form.
| The investigation conducted August 8 and 12,
| 2009 (nine and 15 days after the facility received |
i the grievance), revealed the following:

' a. the perinatal nurses failed to follow the facifity
 policy to assess and identify risk factors for
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A 118 Continued From page 14 L A119 g\e J:POtO a:: thez :jef;io:a ?:cegence ° i 10/07/09
7 - a oordinator educated all staff leaders on the
‘, devewng&m‘gt:tmﬁ;nﬁ in three of three ! new policy, process, and grievance reporting |
| newboms : ’ form. Staff leaders then educated their staff
i ) . . members on completion of the new grievance
' b. the perinatal nurses failed to follow the facility reporting form and that it is to be forwarded to
| policy and perform TcB testing on three of three the Service Excellence Coardinator
'I newbomns when risk factors were identified; immediately upon completion.
l ¢. the perinatal nurses failed to follow the facility The Grievance Committee meets monthly to 10/19/09
| policy and obtain an order for phototherapy handlefgne\;r?caf. l’h: G:‘esv;nce (ﬁ:::mﬁlee
placi : may refer particular conce rough the
gmbﬂ?n?&z\aguyl:un:: é‘g::?km:‘:igo; two Quatity Pillar to the new Patient Safety Council
. ediate risk hiah risk zone on th for further evaluation and action. The
intermediale " zone or Nig zone e Grievance Committee reports to the Patient
Bhutani curve; Safety Council and to the Board of Governors.
(The Bhutani Curve contains hour specific curves Person responsible: ADQO
of normal bifirubin vaiues within the first 5 days of
jife. High, intermediate, and low risk zones are Monitoring: o -
designated along the curves according to the risk The Grievance Committee is auditing 100% of | 09/16/09
of developing hyperbilirubinemia that will need 9'19"'3"095;” 5"; ’:1‘0":‘: “; b? sure the
. i process is being followed, the forms are
o ot Sone (A0%) doos ol 190UFS complle,repots ae gong It Paten
. . . i afety Council and the Board of Governors,
intervention. A TcB or TSB in the High Risk _Zone and opportunities for improvement are being
(95%) or Higl'_l intermediate Zone !75%) requires identified and forwarded to the Quality Pillar
further investigation and possible intervention). and the Patient Safety Council for evaluation
and action through the hospital-wide QAP
d. the perinatal nurses failed to follow the facility system. At the end of six months, the ADQO
policy and conduct Coombs testing {to detect and Service Excellence Coordinator will
destruction of red blood cells in the newbom) on determine whether to reduce the auditto a
two of two newboms whose mothers had O+ lower percentage of cases.
biood; and,
' @. the facility had not yet conducted interviews of
!i staff or physicians regarding the grievance.
| .
| During an interview with the CEO on August 25,
' 2009, at 2:05 p.m., the CEQ stated he received |
' the grievance on July 28, 2009. The CEO stated
' after he read the grievance, he, "immediately,”

| sent copies of it to the PI Director and the CNE. \
i |
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The CEO stated the investigation should have
started, “immediately.”

During an interview with the PI Director on August
25, 2009, at 2:30 p.m., the director stated she
received the grievance on August 4, 2009 (seven
days after it was received by the CEQ), and
notified the department managers of the
grievance on August 8, 2009. The director stated
there was no, “formal,” grievance committee. She
stated there was no form used to track the
progress and findings of the investigation. She
stated there was no tracking or trending of
grievances to look for patterns and identify
opportunities for improvement. She further stated
she was not aware of any assessment that had
been done of the department managers'
capabilities for resolving quality issues that had
been reported to them. The director stated a
meeting to discover the root cause of the findings
was scheduled to take place September 9, 2008
(43 days after the facility received the grievance).
She stated the investigation for Grievance 1 was
not yet complete,

During an interview with the P! Director on August
25, 2008, at 4.40 p.m., the director stated the
newborn's record went to the Department of
Pediatrics (medical staff committee) for review on
August 12, 2009. According to the Pi Director,
the committee determined, because the baby was
discharged with a TSB in the high intermediate
risk zone, she should have had her bilirubin
checked and/or been seen by her PCP the
following day. The Pl Director stated the
committee determined there was a deviation with
the standard of medical care to treat
hyperbilirubinemia. .

|
|
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| During an interview with the CNE on August 25, |
{ 2009, at 3:05 p.m,, the CNE stated she left for

i vacation on July 29, 2009, and she did not see
the grievance before she left The CNE stated
she retumed August 10, 2009, and was informed
of the griavance by the Director of OB, who had
initiated an investigation. The CNE explained her
role in the grievance process; when she recaived
'i a grievance, she sent it to the, "appropriate,”
director and convened the, "appropriate people,”
for conducting an investigation, making
corrections if needed, and conducting foliow up-
as needed. The CNE stated there was not any
one person responsible for coordinating the
grievance investigation. She stated, “we all own it,
and we ail wear different hats.” The CNE stated
during the facility investigation, they did not
realize their findings could have affected other
babies. She stated the findings from the CDPH
invaestigation made her realize, "this was a global
issue.”

2. Grievance 2, dated March 13, 2009, was
reviewed on August 27, 2009. The grievance,
written by a nurse on behalf of a patient's wife,
was filed due to a delay in administering pain
medication to a post operative patient. The nurse
documented problems gelting the patient into the
computer system, resulting in the inability to
obtain pain medication for him for, "over an hour."

The nurse manager of the department
documented on March 16, 2009 (three days
later), he called the patient's wife twice, and she
was, "satisfied with ail except medication error.”

| There was no evidence the reason for the delay
| in medicating the patient was investigated. Thera |
! was no evidence a committee reviewed the i

]
L

\
A 119/ Continued From page 18 A119
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| grievance. There was no evidence corrective

| action was taken to ensure the event would not
| reoccur, There was no evidence the patient's wife
was informed of a resolution to her grievance.

B

3. Grievance 3, dated April 7, 2009, was reviewed
on August 27, 2009. The grievance was filed by
the sister of a patient who presented to the ED
with severe abdominal pain, was subsequently
diagnosed with ischemic (dead) bowel, and
underwent surgety. The grievance alleged delays
in care and being treated poorly by the ED staff,
like a "drug seeker.”

The ED physician reviewed the case and sent the
ED director a letter stating there were delays in
getting the patient into an ED bed, delays in
recsiving test results, and, "some staff did ascribe
behavioral attributes to the patient's symptoms,”
(staff thought the patient was not having real
pain), which may have caused a delay.

There was no evidence the ED director
investigated the delays in getting the patient into
an ED bed, the delays in receiving test resuits, or
the treatment of the patient by the ED staff. There
was no evidence a committee reviewed the
grisvance. There was no evidence corrective
action was taken to ensure the events would not
happen again. There was no evidence the
patient's sister was informed of a resolution to her
griavance.

4. Grievance 4, dated February 10, 2009, was
reviewed on August 27, 2009. The grievance was
filed by the patient's husband, and alleged the

| patient's rights were viclated when she was

! discharged home to hospice care before

- equipment and medications were delivered to the
l

|
J DEFICIENCY}
A 119]
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" home, resuiting in pain and discomfort for the ‘

| According to the grievance documents, the

| Director of CM referred the grivance to the

i hospice provider, the hospice provider called the
patient’s husband, and the issues were resolved.

There was no evidance the facility investigated
the discharge for appropriateness. There was no
evidence a committee reviewed the grievance.
There was no evidence corrective action was
taken to ensure the events would not reoccur.
There was no evidence the patient's husband was
informed of a resolution to his grievance.

5. Grievance 5, not dated, was reviewed on
August 27, 2009. The grievance, filed by the
patient, alleged a prolonged stay in the ED, lack
of nurses in the ED, being paced in a broken
hospitat bed, a dirty hospital room, inability to
shower due to the shower being used for storage,
and being served the wrong food after a visit from
the dietitian.

The ED physician reviewed the case and
documented appropriate medical care while in the
ED, but noted a five and one half hour delay in
getting CT results. The MS Manager reviewed the
case, and documented investigating and
correcting the broken bed issues.

There was no evidence the delay in CT resuits,
the ED nurse staffing concerns, the cleaniiness of
 the room, the inability of tha patient to take a .
shower, or the appropriateness of the food served ; |
, were investigated. There was no evidence a
committee reviewed the grievance. There was no . '
' evidence corrective action was taken (outside of ‘
| :
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the broken bed issua) to ensure the events were
corrected and wouid not recur. There was no
avidence the patient was informed of a resolution
to her grievance.

6. Grievance 8, dated July 20, 2009, was
reviewed on August 27, 2008. The grievance,
filed by the patient, alleged she was discharged
home with unresolved hypertension because she
did not have insurance.

According to the grievance documents, the facility
attempted to contact the patient by phone, but the
telephone number they had on file was incormect.

There was no evidence the facility attempted to
contact the patient through other means. There
was no evidence the allegations made by the
patient were investigated. There was no evidence
a committee reviewed the grievance. There was
no evidence corrective action was taken to
ensure the event wouid not reoccur. There was
no evidence the patient was informed of a
resolution to her grievance.

7. Grievance 7, dated April 5, 2009, was reviewed
on August 27, 2009. The grievance, filed by the
patient, alleged the patient had VA insurance, and
repeatedly toid hospital staff he needed to be
transferred or he would incur a bill. According to
the grievance, the hospital staff assured the
patient multiple times the VA coverage would pay
for his stay.

| According to the grievance documents, the
patient received a phone call from the facility and
| was told of his appeal rights with the VA.

!

| There was no evidence an investigation was doneui

A118
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to determine if the hospital staff acted

appropriately. There was no evidence 3

committee reviewed the grievance. There was no

| evidence corrective action was taken to ensure

the event would not reoccur. There was no

| evidence the patient was informed of a resolution
! to his grievance.

8. Grievance 8, dated July 15, 2009, was
reviewed on August 27, 2009. The griavance,
filed by the patient's daughter, alleged necessary
tests wers not done during her mother's hospital
stay, and her mother was discharged home
before she was ready.

According to the grievance documents, the
patient's daughter was contacted by the facility
and they answered the questions that they
“could.” She was referred to her mother's PMD
for further questions.

There was no evidence an investigation was
conducted to determine appropriateness of tests
performed. There was no evidence an
investigation was performed to determine the
appropriateness of discharge. There was no
evidence a committee reviewed the grievance.
There was no evidence corrective action was
taken to ensure the event would not reoccur.
There was no evidence the patient's daughter

1| was informed of a resolution to her grievance.

| . Grievance 9, dated April 11, 2009, was

| reviewed on August 27, 2009. The grievance,

' filed by the patient’s sister, alleged neglect that
' led to her sister's death as follows:

l
| a. the patient had severe abdominal pain with a
' history of gastric bypass surgery, which the facility

. |
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staff ignored;

b. the patient lay in the ED for 12 hours in,
"excruciating,” pain while her vital signs
deteriorated;

¢. the patient had a bowel obstruction, and the
surgeon who was called to come in was a, “no
show,"

d. nursing staff was not responsive to multiple
requests to check on the patient. When they did
check, her BP, respirations, and body
temperature had dropped, “considerably;” and,

e. the patient was taken to ICU, and her sister
was left in a waiting room for over an hour. When
the staff came to get the patient's sister, they told
her the patient had coded, and offered to allow
her to be in the room when they, "called her time
of death.”

The grievance was in the form of an e-mail sent
to the facility's corporate office. There was no
evidence the facility attempted to locate the
complainant. There was no evidence an attempt
was made to investigate the allegations. There
was no avidence a committee reviewed the
grievance. There was no evidence corrective
action was taken to ensure the events would not
happen again. There was no evidence the
patient's sister was informed of a resolution to her
grievance.

During an interview with the service excellence
employee on August 27, 2009, at 11:40 a.m., the
. employee stated there was no grievance

! committee. She stated letters wera not sent to

| complainants on a regular basis. She stated no
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lettars were sent to the persons who filed
grievances one through nine. The employee
stated there was no system in place to ensure a
thorough investigation of the allegations was
conducted, there was no information being
gathered to determine pattems or trends, and
there was no reporting of grievances to Pl
committees.

During an intarview with three members of the
Governing Board on August 27, 2009, at 12:15
p.m., the members stated they were aware of
grievances presented to the hospital when the
CEO or members of the public brought them to
their individual attention, or when a particular
grievance was discussed in a goveming body
meeting. They stated they believed most
grievances conceming patient care were brought
io their attention, but they did not review all
grievances and were not aware of details of the
grievance resolutions in all cases. The CEO
stated he considered the senior management
team the grievance committee, but he did not
know if all grievances were reviewed by the team.

The facility policy titied, "Customer Grievances,”
was reviewed on August 25, 2009. The policy
indicated the foliowing:

a. the governing body delegated the responsibility
of reviewing and resolving grievances to a
grievance committee;

b. upon recsipt of 2 grievance, the onginal
grievanca would be filed in administration for

record keeping purposes,

¢. a copy of the grievance would be forwarded to
. the senior manager responsible for the area of

|

FORM CMS-2587(02-89) Previous Versions Qteoiete Event ID: DLPF 11 Faciity ID: 280000507 if continuation shest Page 23 of 173




DEPARTMENT OF HEALTH AND HUM.  SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPUER/CUA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

PRINTED: 11/27/2008
FORM APPROVED
QOMB NO. 09 381

030701

{X2) MULTIPLE CONSTRUCTION
A BUILDING

(X3) DATE SURVEY
COMPLETED

B. WING

C
09/17/2009

NAME OF PROVIDER OR SUPPLIER
SOUTHWEST HEALTHCARE SYSTEM

STREET ADDRESS, CITY, STATE. ZIP CODE
25800 MEDICAL CENTER DRIVE
MURRIETA, CA 92562

(x4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FLLL
REGULATORY OR LSC IDENTIFYING INFORMATION)

i PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A 119 | Continued From page 23

concem,

!ld' the senior manager would designate a
committee to review and investigate the
grievance;

@. the committee would consist of hospital and/or
medical staff members directly related to the
allegations cited in the grievance;

f. the senior manager would use the, "Grievance
Form,” to track and document the actions taken
by the committee; and,

g. the senior manager would provide a written
response to the patient within 15 working days
from the date the grievance was received.

The faciiity policy titled, “Patient's Rights and
Responsibilities " was reviewed on Auqust 25,
2009. The policy indicated a grievance committee
would review every grievance and provide a
written response to the complainant within 15
business days. The policy indicated the written
response would include the name of a contact
person at the hospital, the steps taken to
investigate the grievance, the results of the
grievanca investigation, and the date of
completion of the grievance process.

The facllity policy titied, "Customer Concems and
Complaints,” was reviewed on August 25, 20089.
The policy indicated the service excellence
department was responsible for tracking
significant customer complaints, reporting them to
department managers at least quarterly, and

| initiating action where necessary to reverse

| trends in complaints.

A 1(5.4'!1 482.13(e)(2) PATIENT RIGHTS: RESTRAINT

A119

A 164
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OR SECLUSION zoglzmmedlc?r:tummaﬁcmﬁmezlm&m.l
patiant was and on a ventila ile
Restraint or seclusion may only be used when (bl o i vemtiator aven whi famly
less mb";m‘ g"‘ b“"m. ort, members and nurses were at the bedside; he
determ ineflactive to protect the pa was transferred to the PCU once his condition
a staff member, or others from harm. had improved and the tubing and ventilator had
been removed; and because he had improved
This STANDARD is not met as svidenced by: and was no longer intubated, he was
Based on observation, interview, and mbr responsive to a sitter and further restraints were
o not necessary.
review, the facility failed to ensure appropriate
W m m mm After the survey exit conference on August 28,
. 2009, the hospital took the following actions
(Patient 201). Patient 201 was restrained in the with regard to use of restraints:
ICU for 21 days, then transferred to the PCU
where a slttorv:s pro\ndogll :d the restraints \\:: The Director of Nurses (DON) reviewed and 10/27/09
no longer needed. These practices resu revised the rastraint policy and procedure to
in unnecessary restraint for 21 days. comply more clearly with the recently updated
regulations. Revisions include assessment
Findings: requirements, alternatives attempted, use of
indings least restrictive measures; that staff must
document the clinical justification and rationale
Ih.ur:togsmaf:rd ';gu;%%mmagn for a restraint; that restraint orders must include
ug ale wi e - 'th' yez! the type of restraint to be used and the criteria
old ma :fl:‘sm ?d?dmxmnm for discontinuing restraints; and that nursing
capacity . stalf should assess a patient in restraints every
facility on July 17, 2008, with diagnoses that two hours (Non-violent/non-self destructive
included respiratory failure. patient) or every 15 minutes (Viclent/
self-destructive) to determine whether the
1. The record indicated Patient 201 was intubated continuation of restraint is necessary.
(a tube in the trachea to assist with breathing) on ,
July 18, 2009, and was attemnpting to pull at tubes The DON ravised the restraint forms lq reflect | 10/19/09
: the updated policy. The Forms Commitiee, the
:’: 'Lmrxmfgmm% Policy and Procedure Committes, and Medical
red. and th lied ) bliatoral both Executive Committee, and the Board of
ordered, and the nurse applied, (both) Govemors reviewed and approved the changes
wrist restraints. The ICU flow sheet indicated the to the policy.
bilateral restraints remained on for the remainder
of the day shift and the entire night shift (20
hours). Thers was no evidence the staff
attempted to provide companionship to prevent
restraint use.
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t Conti The Department of Education provided 10127109
A 164 tinued From page 25 A 164 education fairs throughout the month of October
: to educated nursing staff on the revised restraint
{ 2. On July 19, 2009, the physician ordered, and policy and procedure. Education emphasized
: the nurse continued the use of, bilataral wrist trying less restrictive alternatives before using
| restraints. The ICU flow sheet indicated the restraints, documentation requirements, and
bilateral restraints remained on for the entire day conducting an assessment of the patient each
and night shifts (24 hours). There was no hour to determine whether the patient meets the
evidence the staff attempted to provide criteria for release from restraints.
companionship to pravent re tuse. The CNO and designees from the Depariment | 11/30/09

3. On July 29, 2008, the restraint assessment and
order form revealed the following:

a. the nurse observed agitated and combative
behavior, and the inability to follow instructions;

b. an order for a.right arm and right leg restraint
(there was no evidence of rationale for restraining
the leg);

c. no clinical justification for the use of restraints;
and,

d. no criteria for discontinuing the use of
restraints.

The ICU flow sheet dated July 29, 2009, indicated
the following:

a. at 8 a.m., Patient 201 was sedated and
unresponsive to stimulus;

b. at 10 a.m., Patient 201 was, "unresponsive.” A
CPAP trial was started, so the patient was placed
in wrist restraints (even though he was
unresponsive);

L ¢. at 11:15 a.m., sedation was discontinued, and
| the wrist restraints remained on;

of Education provided education to physicians
on the revisions 1o the policy and the
requirements for documenting orders. They
emphasized the need for documenting .
assessment and clinical justification for restraint,
the components of a complete restraint order
including the type of restraint 1o ba used, and
quidance in identifying ways to help the patient
gain control so that restraints maybe 9
discontinued. The CNO provided education to
the physicians at the General Medical Staff: 9
meeting on 9/23/09, and through a blastfax of 3
educational information to all medical staff.
offices also on 9/23/09. In addition the Ght
provided a presentation at each medi 1
department meeting during October and-
November,

0

[

S59a06

- TG

G0

&

Person Responsible for implementation and
monitoring: CNO

The Nursing Directors are auditing 100% of the | 11/01/09
charts of patients on whom restraints are used
for compliance with the revised policy. The
appropriate Nursing Director addresses
deficiencies directly with the responsible nursing
staff member: The Medical Staff Department
Chair addresses deficiencies with the
responsible physician. The CNQ reports
'aggregated data, trends, and variances to the

1 Quality Pilar. Reports are forwarded to the
IMEC, Patient Safety Council and the Board of
Governors monthly, as indicated.
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A 184 Continued From page 26

| d. at 4 p.m., the patient was making no attempts
to pull at his tubes or tines;

e at 8 p.m., the patient remained sedated with no
| attempts to pull at tubes or lines; and,

f Patient 201 had no movement of his extremities
for the entire shifY, there was no evidence the
restraints were needed, and there was no

| evidence the restraints were removed until 7 p.m.
| (nine hours after they were appliad).

4 The restraint assessment and order form dated
August 8, 2009, revealed the following:

a. no clinical justification for the use of restraints;

b. no indication of the type of restraint to be used;
and,

¢. no criteria for discontinuing the use of
restraints.

The ICU flow sheet dated August 8, 2009,
indicated the nurse put a mitt on Patient 201's
right hand at 9 p.m., to prevent him from pulling at
his tubes and lines. There was no evidence the
staff attempted to provide companionship to
prevent restraint use.

5. The restraint assessment and order form dated
August 8, 2009, revealed the following:

|
! a. no clinical justification for the use of restraints;

1

'l and,

b. a left arm restraint was ordered.

' The ICU flow sheet dated August 9, 2009,

A 164

i
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indicated Patient 201 had a mitt on his left hand
until 9:30 p.m., when the nurse applied a
restraint to the left wrist. There was no evidence
the staff attempted to provide companionship to
prevent restraint use.

6. The restraint assessment and order form dated
August 10, 20089, revealed the following:

a. no clinical justification for the use of restraints;
b. a left arm restraint was ordered; and,

c. no criteria for discontinuing the use of
restraints.

The ICU flow sheet dated August 10, 20089,
indicated Patient 201 had both a mitt on the left
hand and a restraint on the left wrist. There was
no evidence the staff attempted to provide
companionship to prevent restraint use.

7. The restraint assessment and order form dated
August 11, 2009, revealed the following:

a. no clinical justification for the use of restraints;
b. a left arm restraint was ordered; and,

¢. no criteria for discontinuing the use of
restraints.

The ICU flow sheet dated August 11, 2009,
indicated Patient 201 had a restraint on his left
wrist for the entire 24 hours. There was no

! evidence the staff attempted to provide

! companionship to prevent restraint use.

l 8. The restraint assessment and order form dated

i
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| August 12, 2009, indicated a left am restraint
| was ordered, with no criteria for discontinuing the
restraint

The ICU flow sheet dated August 12, 2009,
indicated Patient 201 had a restraint on his left
wrist the entire 24 hours, There was no evidence
the staff attemptad to provide companionship to
prevent restraint use.

August 13, 2009, indicated a left am restraint
was ordered, with no criteria for discontinuing the
i restraint '

The ICU flow sheet dated August 13, 20089,
indicated Patient 201 had a restraint on his left
wrist the entire 24 hours. There was no evidence
the staff attempted to provide companionship to
prevent resiraint use.

10. The restraint assessment and order form
dated August 14, 2009, indicated a left arm
restraint was ordered, with no criteria for
discontinuing the restraint

The ICU flow sheet dated August 14, 2008,
indicated Patient 201 had a restraint on his left
wrist the entire 24 hours. There was no evidence
the staff attemptad to provide companionship to
prevent restraint use.

14. The restraint assessment and order form
dated August 15, 2009, indicated a left arm
restraint was ordered, with no criteria for
discontinuing the restraint.

. The ICU flow sheet dated August 15, 2009,
indicated Patient 201 had a restraint on his laft

9. The restraint assessment and order form dated

I
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wrist the entire 24 hours. There was no evidence
the staff attempted to provide companionship to
prevent restraint use.

12. The restraint assessment and order form
dated August 18, 2009, revealed the following:

a. no clinical justification for the use of restraints;
b. a left amm restraint was ordered; and,
¢. no criteria for discontinuing the restraint.

The ICU flow sheet dated August 18, 2009,
indicated Patient 201 had a restraint on his left
wrist the entire 24 hours. There was no evidence
the staff attempted to provide companionship to
prevent restraint use.

13. The restraint assessment and order form
dated August 17, 2009, revealed the following:

a. no clinical justification for the use of restraints;
b. a left arm restraint was ordered; and,
¢. no criteria for discontinuing the restraint.

The ICU flow sheet dated August 17, 2008,
indicated Patient 201 had a restraint on his left
wrist the entire 24 hours. There was no evidence
the staff attempted to provide companionship to

. prevent restraint use.

14. The ICU flow sheet dated August 18, 2009,

| indicated Patient 201 had a restraint on his left

' wrist the entire 24 hours. There was no evidence
! the staff attempted to provide companionship to
% prevent restraint use.

STATEMENT OF DEFICIEENCIES (» &)} PROVIDER/SUPPLIER/CLA {(%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING
G
050701 8 e 09/17/2009 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
26800 MEDICAL CENTER DRIVE
SOUTHWEST HEALTHCARE SYSTEM
Y8 MURRIETA, CA 92562
*ID | SUMMARY STATEMENT OF DEFICTENCIES 0 PROVIDER'S PLAN OF CORRECTION T o
PREFIX 1 (FACHWFK:ENCYHJSTBEPRECEDEDBYFUIL PREFIX (EACHCORRECMACTIG‘SHO\LDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
A 164 | Continued From page 29 A 164

FORM CMS-2087(02-99) Previous Verslons Obuoiets Event 10 OLPF1IN

Faciity (0: 250000507

If continuation sheet Page 30 of 173




DEPARTMENT OF HEALTH AND HUM.  SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/27/2009
FORM APPROVED
OMB NO. 0938-0391

e ————————————————]

STATEMENT OF DEFICIENCEES
AND PLAN OF CORRECTION

(X2} MULTIPLE CONSTRUCTION
A BUILDING

8 WING

(X3) DATE SURVEY
COMPLETED

Cc
09/17/200%

NAME OF PROVIDER OR SUPPLIER

SOUTHWEST HEALTHCARE SYSTEM

STREET ADDRESS, CITY, STATE, ZIP CODE
25500 MEDICAL CENTER DRIVE

MURRIETA, CA 92562

o SUMMARY STATEMENT OF DEFICIENCIES
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL
| REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION b X8
PREFIX {(EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

1
A 164 1 Continued From page 30

i

| 15. The ICU flow sheet dated August 19, 2009,

| indicated Patient 201 had a restraint on his left
wrist the entire 24 hours. There was no evidence
the staff attempted to provide companionship to
prevent rostraint use.

18. The restraint asseasment and order form
dated August 20, 2009, revealed the following:

a. no clinical justification for the usa of restraints;

and,
¢. no criteria for discontinuing the restraint.

The ICU flow sheet dated August 20, 2008,
indicated Patient 201 had a restraint on his left
wrist the entire 24 hours. There was no evidence
the staff attempted to provide companionship to
prevent restraint use.

17. The restraint assessmant and order form
dated August 21, 2009, revealed the following:

a. no behaviors observed by the nurse that
required the use of restraints;

b. no alternative interventions were attempted to
i prevent the use of restraints,

]- ¢. no clinical justification for the use of restraints,

' d. a left arm restraint was ordered; and,
|
|
' a. no criteria for discontinuing the restraint

The ICU flow sheet dated August 21, 2008,

I

b. no indication of the type of restraint to be used,

|

A 164
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indicated Patient 201 had a restraint on his left
wrist the entire 24 hours. There was no evidence
the staff attempted to provide companionship to
prevent restraint use.

18. The restraint assessment and order form
dated August 22, 2008, indicated four side rails
were to be used to restrain the patient, with no
criteria for the discontinuation of the side rails.

The ICU flow sheet dated August 22, 2009,
indicated Patient 201 had a restraint on his left
wrist the entire 24 hours. There was no avidence
the staff attempted to provide companionship to
prevent restraint use.

19. The restraint assessment and order form
dated August 23, 2009, indicated a left arm
restraint was ordered, with no clinical justification
for the use of restraints.

The ICU flow sheet dated August 23, 2009,
indicated Patient 201 had a restraint on his left
wrist the entire 24 hours. There was no evidence
the staff attempted fo provide companionship to
prevent restraint use.

20. The restraint assessment and order form
dated August 24, 2009, revealed the following:

a. no clinical justification for the use of restraints;
b. a left arm restraint was ordered; and,

¢. no criteria for discontinuing the restraint

' The ICU flow sheet dated August 24, 2009,
; indicated Patient 201 was not restrained until 6

|

p.m., when he became restiess and was pulling atl
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5 his tracheostomy oxygen tubing. There was no
avidence the staff attemptad to provide
companionship to prevent restraint use. Patient
201 remained restrained for the remainder of the

night

A 184

21. The restraint assessment and order form
datad August 25, 2009, revealed the following:

a. no clinical justification for the use of restraints;

b. right and left arm restraints were ordered (even
though the right side was paralyzed); and,

¢. no criteria for discontinuing the restraint.

During a tour of the ICU on August 25, 2008, at
9:20 a.m., Patient 201 was observed lying calmly
in bed with his left arm and left leg restrained.

During an interview with RN 21 on August 25,
2009, at 9:46 a.m., the RN stated he did not know
why the patient's ieg was restrained. He stated
his arm was restrained to prevent him from
pulling off his oxygen tubing.

22. During a tour of the PCU on August 26, 2009,
at 8:58 a.m., Patient 201 was observed sitting up
in bed with a smile on his face, watching a movie
and coloring. There were no restraints on either
wrist or ankle. A staff member was sitting at the
patient's bedside, also coloring.

During an interview with RN 22 (Patient 201s

| nurse) on August 26, 2009, at 9:38 am_, the RN |
| stated when Patient 201 was admitted to PCU the
- night before, they put 2 sitter with him. She stated

‘ he was, "doing well," with a sitter, so he did not

i need to be restrained. She stated before they

|
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restrained a patient in PCU, they tried alternatives
such as visiting the patient often and providing a
sitter for the patient.

The ICU/PCU flow sheet dated August 25, 2009,
indicated Patient 201 was transferred from ICU to
PCU that day. According to the flow sheet, the
restraints were removed upon armrival to PCU and
a sitter was assigned to stay with the patient.
Patient 201 became agitated on August 26, 2009,
at 1 a.m. His agitation was treated without the use
of restraints.

During a concurrent interview with the MS
Director and the ICU Director on August 26, 2009,
at 9:15 am., the MS Director stated the facility
had taken actions to reduce the use of restraints.
The MS Director stated one of the actions they

took was to assign sitters in an attempt to prevent
'| restraining the patient The ICU Director stated
they did not usae sitters in the ICU, because the
staff had constant visualization of the patients.
She stated the ICU nurses had two patients each,
and because they had o go into both rooms,
sometimes patients had to be restrained.

The facility policy titied, “Restraint Management, *
was reviewed on August 26, 2009. The policy
indicated the following:

a. all members of the health care team would

: attempt to obtain the patient's cooperation and

i compliance through less restrictive measures,
including staff supervision;

[ b. restraints could only be used when less

i restrictive measures had been tried and proven to
 be ineffective; |
| | |
| 1 |
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c. restraints in patients with cognitive or physical
limitations would be used as a final option
reserved for situations that posed significant
danger to the patient or others;
d. providing companionship was an altarative to
restraint use;
@. every attempt wouid be made to end the use of
restraints as quickly as possible; and,
f. the physician's order must contain the specific
reason for the restraint, the type of restraint, and '
where the restraint is to be applied;
A 168 | 482.13(e)(4)(i) PATIENT RIGHTS: RESTRAINT A 168 {in addition to the actions taken under A 164 to
OR SECLUSION improve the restraint process, the hospital took
the following actions:
Th of restrai
B mardancs with s witan modficaon t the The DON reviewed and evised e rosraint | 10127109
ients plan of care. policy to ¢ anfy. a qursung staff should attemp
patien other less restrictive interventions to address a
) . . situation before using restraints and document
This STANDARD is not met as evidenced by: on the nursing care plan, should modify a
Based on record review, the facility failed to patient’s nursing care pian when restraints are
ensure modification of the pian of care for one used; and shouid update the nursing care plan
patient {Patient 201) when the patient was placed as nursing staff removes and/or reinstates
in restraints, resulting in failure to assess for and restraints.
identify the effectiveness of less restrictive Date: 10/27/09
measures The Nursing Directors are auditing 100% of the | 11/01/09
. . nursing care plans of patients on whom
Findings: restraints are used for compliance with the
. . revised policy. The appropriate Nursing
The record for Patient 201 was reviewed on Director addresses deficiencies directly with the
August 26, 2009. Patient 201, a 35 year oid male responsible nursing staff member. The DON
with Down's Syndrome, was admitted to the ICU reports aggregated data, trends, and variances
on July 18, 2009, with diagnosaes that inctuded {o the Quality pillar. Reports are forwarded to
| raspiratory failure. the MEC, the Patient Safaty Council and the
'Board of Gavernors monthly
The patient required intubation (insertion of a tube' L
| into the trachea to assist with breathing) at 11 Person responsible: CNO
n |
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| a.m., and restraints were applied due to attempts
| to pull the tube out

| The ICU flowsheets indicated Patient 201 had
; restrainis on as follows:

a. July 18, 2009 - bilateral (both sides) wrist
restraints;
b. July 19, 2008 - bilateral wrist restraints;

¢. no restraints July 20 through July 29, 2009, due
to the use of sedation;

d. July 29, 2009, bilateral wrist restraints during a
CPAP trial (an attempt to get him off the
ventilator),

@. no restraints July 30 through August 7, 2009,
due to the use of sedation;

f. August 8, 2009, a mitt on the left hand;

g. August 9 and 10, 2009, a mitt on the left hand
and a restraint on the left wrist; and,

h. August 11 through August 25, 2009 (15 days),
a restraint on the left wrist.

On August 25, 2009, at 445 p.m., Patient 201
was moved to PCU. A sitter was assigned to stay
| at the bedside of the patient, and the restraints

| ware removed.

| During a tour of the PCU on August 26, 2008, at
| 8:58 a.m., Patient 201 was observed sitting up in
 his bed, with no restraints on, coloring, watching a

i move, and smiling. A sitter was at the bedside
' coloring with him.

A 166
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During an interview with RN 32 on August 26,
2009, at 9 a.m., the RN stated Patient 201 was,
“doing well,” with the sitter at the bedside, and he
no longer needed restraints.

The Interdisciplinary Plan of Care was reviewed
on August 26, 2009. The plan, initiated July 18,
2008, indicated the patient had impaired physical
mobility, the restraint protocol was checked as a
standard of care, and, "wrist restraints,” was
checked as a planned intervention. The desired
outcomes were to prevent falls and prevent injury
to seif.

There was no evilence the plan of care was
modified as the restraints were placed, removed,
or changed. There was no evidence the staff
planned interventions to prevent the use of
restraints or use less restrictive means to protect
the patient.

482.21 QAP!

The hospital must develop, implement and
maintain an effective, ongoing, hospital-wide,
data-driven quality assessment and performance

improvement program.

The hospital's governing body must ensure that
the program reflects tha complexity of the
hospital's organization and services; involves ail
hospital departments and services (including
those services fumished under contract or
arrangement); and focuses on indicators related
to improved health outcomes and the prevention
- and reduction of medical errors.

A 263

: The hospital must maintain and demonstrate

ievidenceofitsQAPl program for review by CMS.

I

A 168

Jigl
e b

RER

A 263
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‘IPlease see plan of correctioh starling next page.
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l This CONDITION is not met as evidenced by: ’
' Based on interview and record review, the faciity ' i1 Please see the responsss to A 119 and A
falled to ensure an effective, ongoing, 267 regarding actions the hospital has taken to
hospital-wide quality assessment and <document the investigation of grievances better,
performance impravement program by faifing to: to identify opportunities for improvement from
grievances, and to refar those issues to the
1. measure, analyze, track information obtained Quality piltar, the Patient Safety Council and the
through the grievance process, and use the Board of Govemors.
pefomance poviid by acly. To e 2, e en e s 02 20
in the failure to ensurs: ; pra has faken to
practice resulted improve assessment of and discharge planning
for newborns, as well as actions to improve the
a. safe discharge planning and follow up care of QAPI system and include evaluation of the
newboms at risk for developing severe discharge planning process.
hyperbilirubinemia (jaundice caused by high .
bilirubin ievels in the blood) (A119) (A267); 4. In addition to the response to A 084, please
see the rasponses 10 A 394, A748, and A 811
b. improvement in the facility’s systerns were regarding actions the hospital has taken to be
|dentrﬁed using the information obtained from the sure coniracted services, including the infection
. ) control consultant, receive adequate review
grievances {A118) (A267); and, through the QAPI system.
c. patient satisfaction (A119)(A267). 5. Please see the response to A 395 for actions
. the hospital has taken to monitor the
2. measure improvement actions taken to ensure effectiveness of education provided to nurses
safe discharge of newboms at risk of developing administering continuous sedation in the ICU.
hyperbilirubinemia (high bilirubin level in the
bicod) after Immediate Jeopardy was identified,
resulting in continued discharge of at-risk
newboms, and the potential for brain damage and
death in newboms discharged from SWHCS
(A290)(A800);
3. assess the effectiveness of the discharge

l planning process, resulting in the potential for
‘ - unsafe discharge, injury, and death (A800);

i 4 ensure adequate quality assurance was done
| On contracted services for discharge planning |
]
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' done by outside CMs, and infection control done

| by a consultant, resuiting in the potential for

| unsafe discharges and the spread of infection

] between patients, staff, and visitors (A394)(A748)
i (A811); and,

5. monitor the effectiveness of education provided
to nurses agdministering continuous sedation in
the ICU, resulting in the potential for under
sedation or over sedation of patients receiving
propofol (a hypnotic used for sedation in
mechanically ventilated patients) (A395).

The cumulative effect of thess systemic probiems
resuited in the failure of the facllity to assure the
quaiity of the healthcare provided.

Findings:

1. During an interview with the DCM on August
28, 2009, at 10:50 a.m., the DCM stated the
facility did not have a process in place to assess
the effectiveness of the discharge planning
process. She stated there was no process in
place to assess the effectiveness of the discharge
planning being done by the outside CMs. She
stated she had not assessed the competency of
the outside CMs, therefore she did not know if the
discharge planning that was conducted by the
outside CMs was appropriate.

2. The Pl Director was interviewed on August 27,
2009, at 9 a.m. Quality Assurance data for the
contracted infection control practitioner was
requested. She stated a corporate infection
control consultant had visited the facility in May
{when the SWHCS infection control consultant

| Started), but had produced no written report, and |
| had not retumed since to monitor the work of the !
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consultant. She was unable fo provide evidence
of quality assurance related to the effectiveness
of the infection control practitioner.

During an interview with the Director of CM on
August 27, 2009, at 10 a.m., she stated the
quality of the discharge planning process had not
been evaluated in, "quite a while,” and, “we need
to do it again® . She stated problems with the
quality of the HMO discharge planning (done by
outside CMs) were noticed one year prior, but had
not been comected, She stated the outside CMs
did not document in the permanent medical, and
it had been a problem for, “a long time,” but was
unable to further quantily the duration. When
asked about reviewing the performance or
qualifications of the HMO personnel working in
the facility, she stated, “We are not evaluating
each of their people.”

A 267 | 482.21(a)(2) QAPI QUALITY INDICATORS A 267

The hospital must measure, analyze, and track See plan of correction starting next page.
quality indicators, including adverse patient
events, and other aspects of performance that
assess processes of care, hospital services and
operations.

This STANDARD is not mel as evidenced by:

: Based on interview and record review, the facility
failed to measure, analyze, track information

obtained through the grievance process, and use

the information to assess the quality and the

performance provided by the facility. The failed

practice resulted in the failure to ensure:

1. safe discharge planning and folkow up care of
newbarns at risk for developing severe

hyperbilirubinemia (jaundice caused by high %
bilirubin levels in the blood); :

FORM CMS-2567(02-36) Previous Versions Otsolets Event ID: DLPF 11 Faciity 10): 250000807 It continuation sheet Page 40 of i7.;




PRINTED: 11/27/2009

DEPARTMENT OF HEALTH AND HUM | SERVICES FORM APPROVED
ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY '
AND PLAN OF CORRECTION JUENTIFICATION NUMBER: COMPLETED
A BUILDING
c
B WING
‘ 050701 08/17/2009
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE
25800 MEDICAL CENTER DRIVE
SOUTHWEST HEALTHCARE SYSTEM MURRIETA, CA 92562
{%4) D | SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION 5y
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
i REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
! DEFICENCY)
A 267 ' Continued From page 40 A 267 The ADQO had a review done of the cited 11/06/09
‘grievances and confirmed that they had been or
. . o 'were being investigated even though the
( 2 'm_pmm,e"t in the fac'm_y"" Ws were :grievance documentation did not reflect the
identified using the information obtained from the 'detail of those investigations. The ADQO
grievances; and, further confirmed that Grievance 1 was still
1 under investigation; Grievance 4 involved an
| 3, patient satisfaction. outside vendor that was neither operated nor
under contract with the hospital, and the vendor
Findings: resolved the situation on the day the complaint
was received; and Grievance 7 was a complaint
1. Grievance 1 was reviewed during a complaint about a billing issue not covered by this rule,
investigation on August 6, 2008. The grievance At N
. - the direction of the Board of Governors, the |09/15/09
was date stamped as wed by the facility on CEO formed a Grievance Committae, with the
July 28, 2009. The grievance included the ADQO as the Chair. The standing members of
following: the Grievance Committee are the ADQO, the
] Service Excellence Coordinator, the CNO and
a. a newborn baby was discharged from IVMC the Director of Risk Management; the
with a high bilirubin ievei, without being treated Grievance Committee is scheduled to meet
with phototherapy (using lights to decrease monthly.
lirubi in the bl :
bifirubin levels ood) The ADQO and the Service Exceilence 09/15/09
: : ; Coordinator revised the grievance form that
b. fO“O\.V ;zf%rémeatfeby d(:“cthh a pgdlatrtaan) was staff use to report a grievance. Staff completes
not until four days after discharge; the initial part of the form and forwards it to the
. . Service Excellence Coordinator, who is
c. at the follow up visit, the baby was a.dmltted to responsible for overseeing and tracking the
a NICU of another GACH for, "immediate,” investigation of the grievance, resolution, and
treatment of hyperbilirubinemia (high bilirubin notification to the complainant. The form
lavels in the blood) and the, “possibility of brain contains sections for documenting the steps of
damage;” and, the investigation, any opportunities for
improvement that have been identified, any
; ; : ctions laken, notification of the complainant,
d. necessary supplies were not available in the a : .
L&D room during labor. and report to the Grievance Committee. '
. L The Board of Governors confirmed delegation | 09/15/09
The investigation conducted August 6 and 12, of the responsibility for dealing with grievances
2009 (nine and 15 days after the facility received to the Grievance Committee and approved the
the grievance), revealed the following: revised policy and the new grievance form.
; !
' a, the perinatal nurses failed to follow the facility ‘Person responsible: ADQQO
policy to assess and identify risk factors for :
i developing hyperbilirubinemia in three of three J
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. departments a e ilems each department is
newborns found to be at risk; 'measuring and monitoring 1o facilitate the
. ) tracking of indicators, improvements, and
g-olt?‘e Wd" nﬂéoﬂu%fax to fO“g‘W the ::W evaluation of the improvements.
icy and perform ng on three of three
newborns when risk factors were identified; 'The ADQO reviewed the department indicators | 12/14/09
with the Clinical Directors. The indicators were
¢. the perinatal nurses failed to follow the facili updated during the November Quality Piliar
(placing the baby under lights) for two of two Committee, the MEC, the Patient Safety Council
newboms with bilirubin levels in the high and the BOG.
intermediate risk zone or high risk zone on the Monitoring:
Bhutani curve; The Grievance Committee is auditing 100% of | 09/01/09
. grievances for six months lo be sure the
(The Bhutani Curve contains hour specific curves process is being followed, the forms are
of normal bilirubin values within the first 5 days of complete, reports are going to the Patient
life. High, intermediate, and low risk zones are Safety Council and the Board of Governors, and
designated along the curves according to the risk opportunities for improvement are being
of developing hyperbilirubinemia that will need identified and forwarded to the Quality Pillar and
- : i the Patient Safety Council for evaluation and
follow-up. A TcB or TSB in the Low Risk Zone or ction throuah the hospital-wide QAP!
Low Intermediate Zone (40%) does not require :t tll?: enr: 1:3 six reno:tsr?s “;vev AeDQO ansdysmm.
intervention. A Tc8 or TSB in the High Risk Zone Service Excellence Coordinator will determine
(95%) or High Intermediate Zone (75%) requires whether 1o reduce the audit to a lower
fUl‘thGl' lnveswat‘on al"id msslbb lntewenhm). percentage of cases.
d. the perinatal nurses failed to follow the factlity
policy and conduct Coombs testing (to detect
destruction of red blood cells in the newbom) on
two of two newborns whose mothers had O+
blood; and,
a. the facility had not yet conducted interviews of
staff or physicians regarding the grievance.
During an interview with the CEO on August 25,
2009, at 2:05 p.m., the CEO stated he received
| the grievance on July 28, 2009. The CEQ statad |
| after he read the grievance, he, "immediately,”
| sent copies of it to the P1 Director and the CNE.
| The CEOQ stated the investigation should have
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| started, "immediately.”

During an interview with the Pl Director on August
25, 2009, at 2:30 p.m., the director stated she
raceived the grievance on August 4, 2009 {seven
days after it was received by the CEQ), and
notified the department managers of the
grievance on August 8, 2008. The director stated
there was no, “formal,” grievance commitiee. She
stated there was no form used to track the
progress and findings of the investigation. She
stated there was no tracking or trending of
grievances to look for patterns and identify
opportunities for improvement. She further stated
she was not aware of any assessment that had
been done of the department managers’
capabilities for resolving quaiity issues that had
been reported to them. The director stated a
meeting to discover the root cause of the findings
was scheduled to take place September 9, 2009
(43 days after the facility received the grievance).
She stated the investigation for Grievance 1 was
not yet complete.

During the same interview, the P! Director stated
the newborn's record went to the Department of
Pediatrics (medical staff committee) for review on
August 12, 2009. According to the PI Director, the
committee determined because the baby was
discharged with a TSB in the high intermediate
risk zone, she should have had her bilirubin
checked and/or been seen by her PCP the
following day.

i During an interview with the CNE on August 25,
l 2009, at 3:05 p.m., the CNE stated she left for
; vacation on July 29, 2009, and she did not see
: the grievance before she left. The CNE stated

she retumed August 10, 2009, and was informed :

i
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l of the grievance by the Director of OB, who had }
! initiated an investigation. The CNE explained her
; role in the grievance process, when she received
a grievance, she sent it to the, "appropriate,” [
director and convened the, "appropriate people,”
for conducting an investigation, making
corrections if needed, and conducting follow up
as needed. The CNE stated there was no specific
person responsible for coordinating the grievance
investigation. She stated, "we all own it, and we
all wear different hats.* The CNE stated during
the facility investigation, they did not realize their
findings could have affected other babies. She
stated the findings from the CDPH investigation

made her realize, "this was a global issue.” &
2
2. Grievance 2, dated March 13, 2009, was Y
reviewed on August 27, 2008. The grievance, oy
written by a nurse on behalf of a patient's wife, = "
was filed due to a delay in administering pain S~
medication to a post operative patient The nurse L =
documented problems getting the patient into the =5 b
computer system, resulting in the inability to <~ &

obtain pain medication for him for, "over an hour.”

-The nurse manager of the department
documented on March 18, 2009 (three days
later), he called the patient's wife twice, and she
was, "satisfied with all except medication error.”

There was no evidence the reason for the delay
in medicating the patient was investigated. There
was no evidence a committee reviewed the
grievance. There was no evidence corrective

! action was taken to ensure the event would not !
[ reoccur. There was no evidence the patient's wife |
‘i was informed of a resolution to her grievance. | ‘ ;
b

| 3. Grievance 3, dated April 7, 2009, was reviewed
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on August 27, 2009. The grievance was flled by
the sister of a patient who presented to the ED
with severas abdominal pain, was subsequently
diagnosed with lschemic (dead) bowel, and
underwent surgery. The grievance alleged delays
in care and being treated poorly by the ED staff,
like a “"drug seeker.”

The ED physician reviewed the case and sent the
ED director a letter stating there were delays in
getting the patient into an ED bed, delays in
recelving test results, and, “some staff did ascribe
behavioral attributes to the patient's symptoms,”
(staff thought the patient was not having real
pain), which may have caused a delay.

There was no avidence the ED director
investigated the delays in getting the patient into
an ED bed, the delays in receiving test resuits, or
the treatment of the patient by the ED staff. There
was no evidence a committee reviewed the
grievanca. There was no evidence corrective
action was taken to ensure the events would not
reoccur. There was no evidence the patient's
sister was informed of a resolution to her
grievance.

4. Grievance 4, dated February 10, 2009, was
reviewed on August 27, 2009. The grievance was
filed by the patients husband, and alleged the
patient's rights were violated when she was
discharged home to hospice care before
equipment and medications were delivered o the
home, resulting in pain and discomfort for the

' patient.

; According to the grievance documents, the
 Director of CM referred the grievance to the
‘i hospice provider, the hospice provider called the

j 1
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i patient’s husband, and the issues were resolved.

There was no avidence the facility investigated
the discharge for appropriateaness. There was no
evidence a committee reviewed the grievance. .
There was no evidence cormrective action was
taken to ensure the events would not reoccur.
There was no evidence the patient's husband was
informed of a resolution to his grievance.

5. Grievance 5, not dated, was reviewed on
August 27, 2009. The grievance, filed by the
patient, alleged a prolonged stay in the ED, lack
of nurses in the ED, being placed in a broken
hospital bed, a dirty hospital room, inability to
shower due to the shower being used for storage,
and being served the wrong food after a visit from
the dietitian.

The ED physician reviewed the case and
documented appropriate medical care while in the
ED, but noted a five and one half hour delay in
getting CT results. The MS Manager reviewed the
case, and documented investigating and
correcting the broken bed issues.

There was no evidenca the delay in CT results,
the ED nurse staffing concerns, the cleanliness of
the room, the inability of the patient o take a
shower, or the appropriateness of the food served
were investigated. There was no evidence a
committee reviewed the grievance. There was no
evidence corrective action was taken (outside of
the broken bed issue) to ensure the events would
. not reaccur. There was no evidence the patient

| was informed of a resolution to her grievance.

i

| 8. Grievance 6, dated July 20, 2009, was
reviewed on August 27, 2009. The grievance, : f

!
|
1
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filed by the patient, alleged she was discharged
home with unresolved hypertension because she
did not have insurance.

According to the grievance documents, the facility
attempted to contact the patient by phone, but the
telephone number they had on file was incorrect.

There was no evidence the facility attempted to
contact the patient through other means. There
was no evidence the allegations made by the
patient were investigated. There was no evidence
a committee reviewed the grievance. There was
no evidence corrective action was taken to
ensure the event would not reoccur. There was
no evidence the patient was informed of a
resolution to her grievance.

7. Grievance 7, dated April 5, 2008, was reviewed
on August 27, 2009. The grievance, filed by the
patient, alleged the patient had VA insurance, and
repeatedly told hospital staff he needed to be
transferred or he would incur a bill. According to
the grievance, the hospital staff assured the
patient multiple times the VA coverage would pay
for his stay.

According to the grievance documents, the
patient received a phone call from the facility and
was told of his appeal rights with the VA

There was no evidence an investigation was done
to determine if the hospital staff acted
appropriately. There was no evidence a
commitiee reviewed the grievance. There was no
evidence any corrective action was taken to
ensure the event would not happen again. There

. was no evidence the patient was informed of any

| resolution to his grievance.
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8. Grievance 8, dated July 15, 2009, was
raviewed on August 27, 2009. The grievance,
fited by the patient's daughter, alleged necassary
tests were not done during her mother's hospital
stay, and her mother was discharged home
before she was ready. '

According to the grievance documents, the
patient's daughter was contacted by the facility
and they answered the questions that they
"could.” She was referred to her mother's PMD
for further questions.

There was no evidence an investigation was
conducted to determine appropriateness of tests
performed. There was no evidence an
investigation was performed to determine the
appropriateness of discharge. There was no
evidence a committee reviewed the grievance.
There was no evidence corrective action was
taken to ensure the event would not happen
again. There was no evidence the patient's
daughter was informed of a resolution to her
grievance.

9. Grievance 9, dated April 11, 2009, was
reviewed on August 27, 2009. The grievance,
filed by the patient's sister, alleged neglect that
led to her sister's death as follows:

! a. the patient had severe abdominal pain with a

j history of gastric bypass surgery, which the facility
i staff ignored;

' b. the patient lay in the ED far 12 hours in, ,
| "excruciating,” pain while her vital signs .
. deteriorated;

‘ !
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Fc the patient had a bowel obstruction, and the
. surgeon who was called to come in was a, "no
show,”

d. nursing staff was not responsive to multiple
requests to check on the patient When they did
check, her BP, respirations, and body
temperature had dropped, "considerably;" and

a. the patient was taken to ICU, and her sister
was left in a waiting room for over an hour. When
the staff came to get the patient's sister, they told
her the patient had coded, and offered to atlow
her to be in the room when they, "called her time
of death.”

The griavance was in the form of an e-mail sent
to the facility’s corporate office. There was no
evidence the facility attempted to locate the
complainant There was no evidence an attempt
was made to investigate any of the allegations.
There was no evidence a committee reviewed the
grievance. There was no evidence corrective
action was taken to ensure the events would not
reoccur. There was no evidence the patient's
sister was informed of a resclution to her
grievance.

During an interview with the service excellence
employee on August 27, 2008, at 11:40 am., the
employee stated thera was no grievance
committee. She stated letters were not sent to
complainants on a regular basis. She stated no
Ietters were sent to the persons who filed
grievancas one through nine. The employee
 stated there was no systern in place to ensure a
’ thorough investigation of the allegations was
oonducted there was no information being
gathered to determine patterns or trends, and
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: there was no reporting of grievances to any Pl
. committees.

During an interview with three members of the
Goveming Board on August 27, 2009, at 12:15
p-m., the members stated they were aware of
grievances presanted to the hospital when the
CEO or members of the public brought them to
their individual attention, or when a particular
grievance was discussed in a goveming body
meeting. They stated they believed most
grievances concerning patient care were brought
to their attention, but they did not review all
grievances and were not aware of details of the
grievance resolutions in all cases. The CEO
_stated he considered the senior management
tearn the grievance committee, but he did not
know if all grievances were reviewed by the team.

The facility policy titled, "Customer Grievances,”
was reviewed on August 25, 2009. The policy
indicated the following:

a. the governing body delegated the responsibility
of reviewing and resolving grievances to a
grievance commitiee;

b. upon receipt of a grievance, the original
grievance would be filed in administration for
record keeping purposes;

c. a copy of the grievance would be forwarded to
the senior manager responsible for the area of

i concem,

[
|

d. the senior manager would designate a
committee {o review and investigate the
. grievance, i

| | |
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i

. measure its success, and ...

. @. the committee would consist of hospital and/or

medical staff members directly related to the
allegations cited in the grievance;

f. the senior manager would use the, "Grievance
Form," to track and document the actions taken
by the committes; and,

g. the senior manager would provide a written
response to the patient within 15 working days
from the date the grievance was received.

The facility policy titled, "Patient's Rights and
Responsibilities " was reviewed on August 25,
2009. The policy indicated a grievance committee
would review every grievance and provide a
written response to the complainant within 15
business days. The policy indicated the written
response would inciude the name of a contact
person at the hospital, the steps taken to
investigate the grievance, the results of the
grievance investigation, and the date of
completion of the grievance process.

The facility policy titled, "Customer Concems and
Complaints,” was reviewed on August 25, 2009,
The policy indicated the safvice axcellence
department was responsible for tracking
significant customer complaints, reporting them to
department managers at least quarterly, and
initiating action where necessary to reverse
trends in complaints,

482.21(c)3) QAPI IMPROVEMENT
MEASUREMENTS :

[The hospital must take actions aimed at |
performance improvement and,] after
implementing those actions, the hospital must

A 267

A 290

ﬂ

See plan of correction starting next page.

—_——
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A2 ; In addition to the actions described in A 119, the
90| Continued From page 51 A 290 hospital has taken the following comprehensive
actions:
| This STANDARD is not met as evidenced by:
Based on interview and record review, the facility The ADQO created the new position of 09/16/09
failed to measure improvement actions taken to Compliance Coordinator and hired a person for
ensure safe discharge of newbomns at risk of the job. The Compliance Coordinator is
developing hyperbilirubinemia (high bilirubin level responsible for coordinating all auditing
in the biood) after immediate Jeopardy was processes and monitoring improvements and
identified, resulting in continued discharge of changes for effectiveness. The Compliance
at-risk newboms, and the potential for brain Coorginator conducts weakly rgun?s and
L provides ongoing oversight with a focus on
damage and death in newboms discharged from qQuality, documentation, and “just in time”
SWHCS. education by providing immediate feedbackto |
Findings staff members during unit rounds. 1T =3
l : -}
. The ADQO developed a grid reflecting all 09/22109
The Bhutani Curve contains hour specific curves departments and the items each departmentis -{ _~ |
of normal bilirubin values within the first 5 days of measuring and monitoring to facilitate the =~ { o -
life. High, intermediate, and low risk zones are tracking of indicat.ors. improvements, and P P
designated along the curves according to the risk evaiuation of the improvements. 57 X =;
of deveio; ng hyperblliru!?inemaa that }mll need Senior management revamped the hospital‘s_z:' 09{?5/09
follow-up. A TcB or TSB in the Low Risk Zone or QAP structure and imol red Patiaii] oA
Low Intermediate Zone (40%) does not require S e b ementec a new Faliept o
. : . Safety Councii {(PSC) structure that oversees
intervention. A TcB or TSB in the High Risk Zone services fumished in the hospital in five
(95%) or High Intermediate Zone (75%) requires identified areas: Service, Quality, People,
further investigation and possible intervention. Growth, and Finance. These areas are
Bilirubin levels are charted on the curve using the identified as the pillars. In the previous
Hour Specific Bilirubin Nomogram document. structure, the Operational Performance
Improvement Committes (OPIC) was a large
An Hour Specific Bilirubin Nomogram indicates group that did not lend itself to the analysis of 4
the risk zones for hyperbitirubinemia which is data andfeffective acltion plannir::'g. !1'1i ea‘;!dition.
. P review of the hospital activities identi gaps in
de:’eg!n"?f bg thle ag]e in hours of the newbom the flow of information. Under the revised PSC,
an e Diurubin level. each clinical department and task group was
. assigned to a pillar, and in this way, a defined
| A Coombs test is a test to detect hemolytic reporting mechanism was established. The
» (breaking down of red biood cells) disease of the membership of each pillar consists of 6-10
newbom. Jmembers. This size is more conducive to
effective analysis and action planning. Each
i 1. The record for Patient 11 was reviewed on pillar is chaired by a Senior Team Membar.
i August 8, 2009. Patient 11 was bomn on June 4, Other members of the Joint Leadership team
; 2009, at 4:28 a.m., at 37 6/7 weeks gestation
l
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(time developing in the womb - normal 40 weeks).

The Newbom Admit Flowsheet dated June 4,
2009, at 8:45 am., indicated:

a. the mother was Rh negative and the baby was
AB+ (Rh incompatible);

b. the baby's general appearance included Caput
Succedaneum (scalp swelling that extends
across the midiine and over the suture lines and
is associated with head moulding); and,

c. the baby had bruises on the right forearm.

The Well Newbormn Care Flowsheat dated June 4,
2009, at 6:30 p.m., indicated the baby was breast
fed for the first time at 11 hours and 45 minutes

of age.

The Hour Specific Bilirubin Nomogram indicated
the nurses did not assess for risk factors for
developing hyperbilirubinemia. The nurses did not
identify the Rh incompatibility, bruising, delay in
feeding, caput, or gestational age of <38 weeks
as risk factors. On June 5, 2009, at 10:15 a.m.
(30 hours of age), the TcB was 9.5 mg/dl and the
TSB was 8.9 mg/dl, both in the high intarmediate
risk zone on the Bhutani curve.

Patient 11 was discharged home on June 5,
2009, at 12:50 p.m., with muitiple risk factors for
developing hyperbilirubinemia, the TSB in the
high intermediate risk zone, to follow up with the
physician three to four days after discharge.

According to the AAP Guidelines:

2. an infant with no risk factors who is discharged |

-

ultidisciplinary representation. The Associale
dministrator was assigned to both the Service
nd Quality piltars. This was done to enhance
@ communication between these two key
roups by having a designated ligison who is a
mber of both pillars. Senior management
ireorganized the hespital functions into these five
areas, delineated the work of each council,
identified Chairs, established goais for each
f;:ouncil. and implemented lools for each council
0 use to receive information and to report to the
Patient Safety Council. The BOG approved the
imptementation plan for the revised PSC
tructure.

The current BOG Chair serves as Chair for the
PSC. The PSC council members are all the
pillar chairs, the Director of Pharmacy and
representatives from the Medical Staff. The first
PSC meeting was held on 10/12/09 to review
the role of the Council. The BOG was advisad
of the initiation of the PSC at their regular
meeting.

The ADQO conducted an educational
presentation to the Joint Leadership team to
review the PSC structure, the implementation
plan, roles and responsibilities, and reporting
tools.

Senior management transitioned the work of the
Operational Performance Improvement
Committee to the revised PSC structure. (The
last meeting of OPIC was 10/13/09.) The five
pillars began meeting and reporting to the PSC.
Each pillar has authority to initiate QAP|
activities and to determine if an activity has
achieved and maintained the identified goal.
The piltar Chair is responsible for ensuring that

,appropriate departments are involved in a P

!
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A 2901 Continued From page 53 P A290 13clivily. The PSC meets monthly, has the

: ‘authority to over-ride a decision made by a pillar

| hontf%temoursb‘(:: ag‘l:fhou;d be seen bz’m. ‘and provides a report 1o the BOG. During this

| age TS, ea” follow up should be transition, the PIY/RM Committee continues to

| provided for those babies who have risk factors Imeet and quality reports are forwarded from

| for developing hyperbilirubinemia; PI/RM to MEC.

!
| b. the risk factors most frequently associated with
hyperbilirubinemia are breastfeeding, gestation
below 38 weeks, jaundice in a previous sibling
(brother or sister), and jaundice noted before
discharge (Patient 11 had three of these four risk
factors); and,

c. phototherapy is recommended for an infant at
30 hours of age, with risk factors for developing
hyperbilirubinemia, and a TSB of 8.9.

On August 8, 2009, at 2:26 p.m., Patient 11's
records were reviewed with the Nursery Manager.
The Manager stated Patient 11 had risk factors
for increased bilirubin levels; 37 6/7 weeks
gestation, bruises on the forearm, mother and
baby's Rh incompatibility, not feeding untit
approximately 12 hours after delivery, and caput
succedaneum. The Manager stated the risk
factors should have been identified on the Hour
Specific Bilirubin Nomogram.

During a concurrent interview with the Manager,
she stated the TCB testing should have been
performed as soon as the risk factors were
present, not just on discharge. She stated the
TCB testing should have been perforred within
; two hours of birth, not 30 hours of age. The
Manager stated Patient 11 should have received
' an order for phototherapy because the TSB was
in the high intarmediate risk zone on the Bhutani
| CuUrve.

1

’ On August 8, 2009, at 4:35 p.m., RN 1 was
|

4
A
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interviewed. RN 1 stated TcB testing was !
conducted when the baby was jaundiced within |
24 hours of iife and if positive for Coombs test
RN 1 stated TcB was also conducted before
discharging the newborn from the facility.

On August 8, 2009, at 4:40 p.m., RN 2 was
interviewed. RN 2 stated TcB testing was done on
all babies before discharging them. RN 2 stated if
risk factors for increased bilirubin were identified,
TcB and/or TSB tasting would be conducted only
if the physician ordered it. RN 2 stated if a baby
had increased bilirubin levels in the high
intermediate risk zone or high-risk zone, she
would discharge the baby from the facility if the
physician ordered it.

On August 12, 2009, at 11:18 a.m, RN 3 was
interviewed. RN 3 stated she was the nurse who
discharged Patient 11 from the facility. RN 3
stated she would only conduct TcB testing if the

| baby was jaundiced, and only before discharging
the baby from the facility. RN 3 stated she would
not conduct TcB testing even if risk factors were
identified, unless the baby was jaundiced or being
discharged. RN 3 stated she informed Patient
11's physician of the increased bilirubin lavel
(high-intermediate risk zone), and the physician
ordered to discharge Patient 11 from the facility.

On August 11, 2009, Patient 11's record at GACH
2 was reviewed. Patlent 11 was admitted to
 GACH 2 on June 9, 2009, at 7:15 p.m. (4 days

| after discharge from the facility).

|

| The Admission H&P dated June 9, 2008,
 indicated the baby was taken to her PCP on the
| day of admission (June g, 2009) for a scheduled
| visit. The PCP did a TcB and the level was 15. A

1

A 290

|
l k |
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TSB was done, and the result was 25. The
parents wera instructed to go to [GACH 2] NICU
for further evaluation and treatment of
hyperbilirubinemia.

On June 9, 2009, at 7:40 p.m., the Total Bilirubin
level was 28.2 mg/d| (reference range was 0-12.4
mgy/di) and the Direct Bilirubin was 0.6 mg/di
(reference range was 0-0.4 mg/di).

The Discharge Summary dated June 15, 2009, at
9:35 a.m., was reviewed. The record indicated,
“_..Discharge diagnoses: indirect
hyperbilirubinemia - treated and resolved;
dehydration - resolved; and, feeding
dyscoordination - improved..."

2. On August 12, 2009, Patient 12's record was
reviewed. Patient 12 was bom on July 26, 2009,
at 9:08 a.m., at 37 2/7 weeks geslation (time
developing in the womb - normal 40 weeks).

The Newborn Admit Flowsheet dated July 26,
2009, at 9:08 a.m., indicated the baby had a slight
Caput Succedaneum (scalp swelling that extends
across the midline and over suture lines and is
associated with head moulding), was large for
gestational age, and the mother's blood type was
O+. There was no Coombs test performed on the
cord bicod.

The Hour Specific Bilirubin Nomogram indicated
the nurses did not assess for risk factors for
developing hyperbilirubinemia. The nurses did
not idantify the gestational age of <38 weeks as a
risk factor. On July 27, 2009, at 5 a.m. (20 hours
of age), the TcB was 8.1, in the high intermediate |
risk zone on the Bhutani curve. There was no
TSB drawn.

1 |
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l |
i Patient 12 was discharged home on July 27, l
| 2008, at 12 p.m., with risk factors for developing ‘!
| hyperbilirubinemia, the TcB in the high

: intermediate risk zone, and no order for follow-up
| with the physician.

There was no evidence a case manager identified
the baby was at risk for hyperbilirubinemia during
their screening process. There was no evidence
a case manager was invoived in the discharge
planning of the baby to determine post hospital
needs. There was no evidence the nursing staff
identified the need for a discharge plan that
included close follow up for prevention of severe
hyperbilirubinemia.

On August 12, 2009, at 3:25 p.m., Patient 12's
record was reviewed with the Nursery Manager.
The Manager stated Patient 12's <38 weeks
gestation was a risk factor for hyperbilirubinemia.
The Manager stated the TSB Nomogram should
have indicated the risk factor for increased -
bilirubin levels.

The Manager stated the TCB testing should have
been conducted within two hours of the baby’s
age, sooner than 20 hours of age. The Manager
was unable to explain why TSB testing was not
completed when the TCB resulted in the high
intarmediate risk zone. The Manager stated TSB
testing should have been completed to determine
| the need for phototherapy (the application of fight
' for therapeutic purposes - to decrease the § :

bilirubin level). i

i During a concurrent interview, the Manager was
_unable to find evidence Coombs testing was
performed on Patient 12. The Manager stated
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Continued From page 57
Coombs tasting should have been done.

3. On August 12, 2009, Patient 13's record was
reviewed. Patient 13 was bom on June 11, 2009,
at 12:40 p.m., at 36 6/7 weeks gestation ({time
developing in the womb - normal 40 weeks), and
the mother's blood type was O+. There was no
Coombs test done on the cord blood.

The Hour Specific Bilirubin Nomogram indicated
the nurses did not assess for risk factors for
developing hyperbilirubinemia. The nurses did
not identify the gestational age of <38 weeks as a
risk factor. On June 12, 2009, at 3:40 p.m. {27
hours of age), the TcB was 6.8, on the line of the
high intermediate risk zone of the Bhutani curve.

Patient 13 was discharged home on Friday, June
12, 2009, at 6:30 p.m., with a risk factor for
developing hyperbilirubinemia, the TcB on the line
of the high intermediate risk zone, to follow up
with the physician in two to three days (Sunday, a
non office day, or Monday), with no specific
appointment.

On August 12, 2009, at 3:25 p.m., Patient 13's
record was reviewed with the Nursery Manager.
The Manager stated the nurses should have
assessed and identified the gestational age of
<38 weeks as a risk factor. The Manager stated
the TCB testing should have been done sooner
than 27 hours of age. She stated the testing
should have been done within two hours of birth.

During a concurrent interview, the Manager was
unable to find evidence Coombs testing was
performed on Patient 13. The Manager stated
Coombs testing should have been done due to

i the mother's blood type.

i

A%
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| The facility policy titled, “Hyperbilirubinemia,

. Assessment, Identification, and Intervention
Protocol,” last revised April 2008, was reviewed
on August 6, 2009. The policy indicated the
purpose was 10 identify newborns at risk for
hyperbifirubinemia, promote timely assessment of
hyperbilirubinemia, and initiate appropriate
follow-up to aid in the prevention of kernicterus
(damagae to the brain centers of infants caused by
increased levels of bilirubin).

The policy indicated the risk factors for
hyperbilirubinemia included but were not limited to
the following;

a. bruising and cephalhematomas (which
increase the production of bilirubin),

b. genetic or ethnic risk factors include sibling
with neonatal jaundice (yellowish skin
discoloration), East-Asian or Mediterranean
descent;

c. inadequate nutrition/hydration through
suboptimal breastfeeding;

d. jaundice appearing in the first 24 hours after
birth (dark skin pigments may obscure
visualization);

! @. macrosomic (large for gestational age) infant of
a diabetic mothe_r,

|  near-term newboms at 35, 36, and 37 weeks of
| gestation, particularly if they were breastied;

,i g. significant weight loss (defined as > (greater
! than) 10 % by discharge,;

A 290
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; h. temperature instability or treatment of sepsis; | '
. and, ‘
i. unrecognized hemolysis, such as ABO blood
type incompatibility.
The policy further indicated:

a. a TcB and/or TSB would be done when visible
jaundice and/or risk factors were present, and
priof to discharge;

b. bilirubin levels were to be plotted on the
Hour-specific Bilirubin Nomogram;

c. if the TcB value was greater than 75% (high
intarmediate risk zone) on the nomogram
(Bhutani Curve) a TSB was to be drawn stat;

d. the physician was to be notified stat for values
in the high intermediate or high-risk zone, or
values greater than 12, and,

@. an order for phototherapy was to be obtained if
the TSB was in the high intermediate or high-risk
zone.

The Newbom Nursery Preprinted Orders were
reviewed on August 6, 2009. The orders directed
the staff to do the following:

a. obtain a TcB as indicated per protocol,

| b. if a TcB was performed, and the value was
' greater than or equal to 75% on the Bhutani

. Curve (high intermediate risk zone), draw a TS8 |
" and notify the physician with results; :

‘ i
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l c. foliow the protocol for recommended
| interventions; and,

d. obtain an order for phototherapy if indicated
per protocol.

The facility policy tiled, “Cord Blood Collection &
Processing,” last revised November 2008, was
reviewed on August 12, 2009. The policy
indicated cord blood would be processed for Rh,
type, and coombs, on all infants of Rh negative
and/or type O mothers that delivered in this
hospital.

On August 12, 2009, at 4 p.m., the CNO was
notified Immediate Jeopardy was identified. The
Immediate Jeopardy was identified due to the
facility’s failure to implement their policies and
procedures on:

a. assessing and identifying risk factors for
increased bilirubin levels;

b. performing TCB testing as soon as risk factors
were identified;

¢. obtaining an order for phototherapy when the
SB levels wers in the high intermediate risk or
high risk zone; and,

d. conducting Coombs testing when the baby's
mother's blood type was O positive or Rh
negative, to identify hemolytic disease of the
newborn and provide treatment as necessary.

Upon receipt of an acceptable written plan of
correction on August 12, 2009, at 8:47 p.m., the
E Immediate Jeopardy was abated.

i
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| The plan of correction included the following
! immediate actions:

| a. newborn nursery admission orders to test cord
blood for type, Rh, and Coombs on all infants of
Type O or Rh negative mothers within one hour
birth would be followed; ,

b. hyperbilirubinemia risk factors would be
assessad during the initial newborn assessment,
every shift, and prior to discharge;

c. if risk factors were identified, a TcB would be
performed at the time of identification;

d. if the TcB was in the high intermediate risk
zone or above, a TSB would be drawn, and the
resulis would be called to the physician;

a. if the TSB was in the high intermediate risk
zone or above, the physician wouki be contacted
for interventions, which may include an order for
phototherapy,

f. all nursery and couplet care nurses would
receive education on the cord blood collection
policy, the hyperbilirubinemia policy, the newbom
nursery admission orders, and the hour specific
bilirubin nomogram, prior to assuming a patient
care assignment; and,

g. the facility would monitor for compliance.

' 4. Patient 17's record was reviewed on August
26, 2009. Patient 17 was bom on July 14, 2009,
vat3:33 am.

!

| The Newborn Admit Flowsheet dated July 14,

| 2009, indicated the mother's blood type was O+.
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| There was no Coombs testing performed on the

i cord blood.

| The Hour Specific Nomogram indicated on July
15, 2009, at 4:30 a.m. (25 hours of age), the TCB
i was 7, in the high intermediate risk zone. At 4:35
a.m., the TSB was 5.3.

The laboratory report for the TSB test, dated July
15, 2009, was reviewed. The report indicated the
blood specimen was collected on July 15, 2008,
at 8:30 a.m. (2 hours after the TCB test).

On August 26, 2008, at 9:45 a.m., the CLS
Director and the LS were mtervmved ThelS
reviewed the TSB test order in the computer. The
LS stated the laboratory department received the
order in the computer on July 15, 2009, at 4:45
a.m., and was placed as "routine” taboratory and
not as "Stat.” The LS stated the blood was
collected for the test at 6:30 a.m. The LS stated
the laboratory department received the blood
specimen for the test at 6:44 am., and enfered
results at 7:12 a.m.

On August 26, 2009, at 9:45 a.m., in an interview
with the CLS Director, she stated for “Stat”
laboratory tests, the specimen needed to be
collected immediatety. The CLS Director stated
"Stat" laboratory test resuits were expected within
an hour of the order. The CLS Director stated if
the TSB was ordered "Stat,” the resuits were
expected within an hour.

lOn August 26, 2009, at 10:10 a.m., RN 4 was .

I  interviewed. RN 4 worked in the nursery i
: depariment. RN 4 stated when TCB resulis were
. in the high intermediate or high risk zone in the

I Hour Specific Bilirubin Nomogram, a TSB testing |
I | ]

FORM CMS-2587(02-09) Previous Verslons Obeclets Event ID:DLPF11 Fadility iD: 250000507 if continuation sheet Page 83 of 173




DEPARTMENT OF HEALTH AND HUN ! SERVICES

ENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 11/27/2009
FORM APPROVED
OMB NO. 0938-0391

(X1) PROVIDER/SUPPUER/CLIA
IDENTIFICATION NUMBER:

050701

(X2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

(3) DATE SURVEY
COMPLETED

c
091712009

MAME OF PROVIDER OR SUPPLIER
SOUTHWEST HEALTHCARE SYSTEM

STREET ADDRESS, CITY, STATE, ZIP CODE
25800 MEDICAL CENTER DRIVE
MURRIETA, CA 92882

(«) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATION)

0 PROVIOER'S PLAN OF CORRECTION xs -
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A 280

Continued From page 83

needed t be done. RN 4 stated the blood was
drawn either by the nurses or the laboratory. RN 4
stated she entsred the order for the TSB test in
the computer as ASAP according to facility

| instructions. RN 4 stated the TSB testing was not
done “Stat" at all times.

On August 26, 2009, at 10:25 a.m., RN 6 was
interviewed. RN 6 stated she did couplet care
(mother and baby). She stated when TCB results
were in the high intermediate or high risk zone in
the TSB Nomogram, a TSB testing needed to be
done. She stated she would enter the TSB test as
"ASAP" and not as "Stat."

On August 28, 2000, at 9:30 a.m., the Nursery
and OB Managers were interviewed, The
Managers stated when a TCB test resulted in the
high intermediate risk zone or high risk zone, the
TSB test needed to be done "Stat.” The
Managers stated the blood specimen for the
"Stat" tests needed to be drawn immediately after
the TCB test. The Managers wers unable to
oxplain why it took two hours for the blood to be
drawn for the TSB. The Manager stated tests
done as ASAP would not require the results to be
back within one hour. She stated “Stat" tests
required the results to be back within one hour.

5. Patient 20's record was reviewed on August
26, 2009. Patient 20 was bom on August 22,
2009, at 5:08 p.m.

The Well Newborn Care Flowsheet dated August
23, 2009, at 7:55 p.m., indicated the baby was
taken ta the nursery for an assessment, risk
factors for hyperbilirubinemia were reviewed, the
baby was jaundiced in color, and the TCB was
9.7.

A 290
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{ The Hour Specific Bilirubin Nomogram indicated |
| on August 23, 2009, at 7:55 p.m. (27 hours of
age), the TcB was 9.7, in the high risk zone on
i the Bhutani curve. At 8 p.m. (27 hours of age),
i the TSB result was 6.6, in the high intermediate
risk zons, but plotted by the nurse in low
intermediate risk zone.

Patient 20's record did not have evidence an
order for phototherapy was obtained for the 6.6
TSB level, or documented avidence the staff
attempted to obtain an order for phototherapy
from the physician.

On August 26, 2009, at 11:50 a.m., Patient 20's
record was reviewed with the Nursery Manager
and the DWS. The Manager stated the TSB result
of 6.6 was ploited incorrectly, and should have
been plotied in the high intermediate risk zone.

During a concurrent interview with the manager,
she stated she could not find evidence the
physician was notified of the 6.6 TSB level, in the
high intermediate risk zone.

8. Patient 21's record was reviewed on August
27, 2009. Patient 21 was bom on August 24,
2009, at 10:39 p.m.

| The Hour Specific Bitirubin Nomogram indicated
' on August 26, 2009, at 8 p.m. (45 hours of age),

| the TCB was 10.7, in the high intermediate risk
If zone, and the TSB was 7.9, in low risk zone. |
! ;
| The lfaboratory report for the TSB test, dated

. August 26, 2009, was reviewed. The report !
- indicated the blood specimen was collected on

, August 26, 2009, at 9:30 p.m. (1 1/2 hours after l

i
|
|
;
i

l

i
|
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_the TCB test), and not at 8 p.m. as indicated in |
i the Hour Specific Bilirubin Nomogram, | ‘

1
| On August 27, 2009, RN 5 was interviewed. RN 5

| was assigned to couplet care (mother and baby).
RN § stated when a patient's TCB results were in
the high intermediate or high risk zane, the TSB
test was done "Stat." RN § stated “Stat” TSB test
results were expected within 45 minutes of the
TCB test.

On August 26, 2009, at 9:45 a.m., in an interview
with the CLS Director, she stated for "Stat"
laboratory test, the specimen needed to be
collected immediately. The CLS Director stated
“Stat" laboratory tests results were expected
within an hour of the order. The CLS Director
stated if the TSB was ordered "Stat” the resuits
were expected within an hour.

7. The record for Patient 204 was reviewed on
August 25, 2009. Patient 204, a newbomn female
of Asian descent, was bom on July 10, 2009, at
8:58 am,

! The Well Newborn Care Flowsheet indicated the
baby was not feeding well, so a lactation
(breastfeeding) consult was done on July 11,
2009, at 10:3G a.m.

The Hour Specific Bilirubin Nomogram indicated
 the nursing staff did not assess for risk factors for
. developing hyperbilirubinemia. The nurses did not
| identify the Asian descent or poor feeding as risk
 factors. The nurses did not do a TcB until July 11, | i
- 2009, at 5:45 p.m. (32 hours of age). The valus ?
. was 10.1, in the high risk zone on the Bhutani

| curve. A TSB was drawn at 6:10 p.m. (33 hours
! of age) with a result of 6.2, in the low intermediate ; |
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' risk zone of the curve.

On July 12, 2009, at 5 a.m. (44 hours of age), the
TcB was 10.0, in the high intermediate risk zone.
The nurse's notes indicated the physician was not
notified, and no TSB was drawn.

| On July 12, 2009, at 8:20 &.m., the nurse’s notas
indicated the baby had, "sKight) jaundice.”

The baby was discharged home on July 12, 2009,
at 11:05 a.m., with risk factors for developing
hyperbilirubinernia, the previous TcB in the high
intermediate risk zone, no TSB done, jaundice in
color, and no physician notification.

8. The record for Patient 205 was reviewed on
August 25, 2009. Patient 205, a newbom male of
Aslan descent, was born on June 2, 2009, at
11:55 p.m., at 37 4/7 weeks gestation (time
deveioping in the womb - normal 40 weeks).

The Hour Specific Bilirubin Nomogram indicated
the nursing staff did not assess for risk factors for
developing hyperbilirubinemia. The nurses dij not
identify the Asian descent or the gestational age
of <38 weeks as risk factors. The nurses did not
do a TcB untit June 4, 2008, at 3 p.m. (39 hours
of age), after discharge orders were written. The
value was 11.9, on the line of the high risk zone
on the Bhutani curve. A TSB was drawn at 3:11
p.m. {39 hours of age) with a result of 9.5, on the
line of the high intermediate risk zone of the
curve. There was no evidence the physician was
notified.

The baby was discharged home on June 4, 2009, |
at 8 p.m., with risk factors for developing :
 hyperbilirubinemia, a TSB on the line of the high ? ;
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| intermediate risk zone, no notification of the
i physician, and follow up with the pediatrician's
| office in five days. [

8. The record for Patient 207 was reviewed on
August 26, 2009. Patient 207, a newbom male of
Hispanic descent, was bom May 4, 2009, at 2
am.

The Physician's Record indicated the baby had a
cephalhematoma (bruising on the head), and was
being monitored for a possible infection.

The Well Newbomn Care Fiowsheet indicated the
baby was jaundiced on May 8, 2009, at 2:40 a.m.,
6:30 am,, 8 am., and 12 noon.

The Hour Specific Bilirubin Nomogram indicated
the nursing staff did not assess for risk factors for
developing hyperbitirubinemia. The nurses did not
identify the dark skin pigmentation, the
cephalhematoma, or the possible infection as risk
factors. The nurses did not do a TcB until May 8,
2009, at 2:40 a.m. (48.5 hours of age), when the
baby appeared jaundiced. The result was 12.1, in
the high intermediate risk zone on the Bhutani
curve. A TSB was drawn, with a result of 11.3,
still in the high intermediate risk zone on the
curve. There was no order obtained for
phototherapy.

10. Patient 29's record was reviewed on
September 3, 2009. Patient 29 was bormn on
August 31, 2009, at 12:40 p.m.

| The Hour Specific Bilirubin Nomogram indicated
' on September 1, 2009, at 9:30 p.m. (32 hours of : ;
* age), the TCB was 8.7, in the high intermediate . 5
; risk zone on the Bhutani curve. At 10:45p.m., ! I‘
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| the TSB was 8.9, in the high intermediate rigsk

i zone.

' On September 3, 2009, at 12:40 p.m., a facility

| document, which indicated the laboratory test
order entry, collecting, and processing, was
reviewed with the CLS Director. According to the
document, the CLS Director stated:

a. The order for the TSB testing was entered in
the computer on September 1, 2009, at 10:33
p.m. (one hour after the TCB testing);

b. The blood specimen for the TSB test was
collected on September 1, 2009, at 10:45 p.m.
(one and 1/4 hours after the TCB testing); and,

c. The TSB result of 8.9 was relayed to the
licensed nurse at 11:40 p.m. (two hours and 10
minutes after the TCB testing).

On September 3, 2009, at 3:55 p.m., the Nursery
Manager was interviewed. The Manager stated
the “Stat* TSB test should have been completed
immediately and the results should have been
available within an hour of the T¢B results.

On August 26, 2009, at 9:45 a.m_, in an interview
with the CL.S Director, she stated for "Stat"
laboratory test, the specimen needed to be
collected immaediately. The CLS Director stated
"Stat” laboratory test resuits were expected within
- an hour of the order. The CLS Director stated if
the TSB was ordered “Stat,” the results were
expected within an hour. . !

. The facility policy titled, “Hyperbilirubinemia,
~ Assessment, |dentification, and Intervention i
, Protocol,” last revised April 2008, was reviewed ‘

i
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| on August 8, 2009. The policy indicated if the TcB |
. value was in the greater than 75% on TSB
Nomogram (Bhutani curve), the TSB test should
be done "Stat."

11. Patient 30's record was reviewed on
September 3, 2009. The patient was born on
August 28, 2009, at 10:38 a.m.

The Hour Specific Bilirubin Nomogram indicated
on August 29, 2009, at 5 a.m. {18 1/2 hours of
age), the TCB was 8.1, in the high risk zone on
the Bhutani curve. At 7:10 am., the TSBwas 7, in
the high intermediate risk zone.

!

The laboratory report for the TSB test, dated
August 29, 2009, was reviewed. The report
indicated the blood specimen was collected on
August 29, 2009, at 7:10 a.m. (2 hours after the
TCB test).

On Septémber 3, 2009, at 3:55 p.m., the Nursery
Manager was interviewed. The Manager stated
the "Stat” TSB test should have been completed
immediately and the results should have been
available within an hour of the TcB resuilts.

On August 26, 2009, at 9:45 a.m., in an interview
with the CLS Director, she stated for “Stat"
laboratory tests, the specimen needed to be
collected immaediately. The CLS Director stated
"Stat" iaboratory test results were expected within
an hour of the order. The CLS Director stated if

[ the TSB was ordered "Stat," the resuits were

! expected within an hour.

' The facility policy titled, “Hyperbilirubinemia,
' Assessment, Identification, and Intervention

; Protocol,” last revised April 2008, was reviewed

|
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; on August 6, 2009. The policy indicated if the TcB |
- value was in the greater than 75% on TSB

| Nomogram {Bhutani curve), the TSB test should

i be done “Stat "

| 12. The record for Patient 228 was reviewed on

September 4, 2009. Patient 228, a newbomn male,

was born on August 31, 2009, at 4:22 a.m. The

Newborn Admit Flowsheet indicated the baby

ingested maternal blood at the time of delivery.

The admission physical assessment was not

complete. There were no evidence physical risk

factors for developing hyperbilirubinemia was

assessed.

The Hour Specific Bilirubin Nomogram indicated
the nurses identified dark skin pigmentation and
ingestion of matemal blood as risk factors, and
TcB levels were obtained each shift. The TcB

| result on September 1, 2009, at 8:40 a.m., was
7.0, on the line of the high intermediate risk zone
on the Bhutani curve. There was no TSB drawn.

The baby was discharged home on September 1,
2009, at 10:40 a.m., with risk factors for
developing hyperbilirubinemia, a TcB on the line
of the high intermediate risk zone of the curve, no
TSB level, and instructions to follow up with the
pediatrician in two days.

13. The record for Patient 217 was reviewed on
September 4, 2009. Patient 217, a newborn
male, was bom on September 3, 2009, at 37 377
weeks gestation (time developing in the womb - 1 !
| normal 40 weeks). i i

; The Hour Specific Bilirubin Nomogram indicated ;
the nursing staff did not identify gestational age of - ’
<38 weeks as a risk for developing |
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| hyperbilirubinemia.

[

f 14. The record for Patient 267 was reviewed on
: September 3, 2009. Patient 267 was bom on
August 27, 2009, at 1:29 p.m., at 37 &/7 weeks
gestation (time developing in the womb - normal
40 weeks), and was being breastfed.

The Well Newborn Care Flowsheet indicated the
nurses did not identify the gestational age of <38
weeks as a risk factor for developing

hyperbilirubinemia. -

The Hour Specific Bilirubin Nomogram indicated
the nurses did not identify gestational age of <38
weeks as & risk factor for developing
hyperbilirubinemia.

’ 15. The record for Patient 268 was reviewed on
September 3, 2009. Patient 268 was born on
August 27, 2009, at 1:31 p.m., at 37 8/7 weeks
gestation (time developing in the womb - normal
40 weeks), and was being breastfed. -

The Physician's Record of Newborn Infant
indicated the physician identified the gestational
age of 37 weeks as, "pertinent " history.

The Weil Newborn Care Flowsheet indicated the
nurses did nat identify the gestational age of <38
{ weeks a8 a risk factor for developing

| hyperbilirubinemia.

i The Hour Specific Bilirubin Nomogram indicated
! the nurses did not identify the gestational age of
| <38 weeks as a risk factor for developing

hyperbilirubinemia.

A 338! 482.22 MEDICAL STAFF

| |

A3

i

e

38|
| See plan of correction starting next page. i
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' The hospital must have an organized medical of P roviowas and s et 0812009
| staff that operates under bylaws approved by the Bwe policies and procedures that guide the care
 governing body and is responsible for the quality of the newbomns lo ensure early detection and
| of medical care provided to patients by the reatment of hyperbilirubinemia,
| hospital. .
At Department of Pediatrics meelings on 9/9/09 | 10/14/09
This CONDITION is not met as evidenced by: nd 10/14/09, the quaftment reviewed the
G on ntarview, record review, and facilty hanges in rocodures and fome, odonal
td()ocu r:va:ew}nﬂ;:gm;yr: m ml“séaa!;fablhd ith the American Academy of Pediatrics
ensum qualtty pro Y videlines. These changes included discharge
failing to: uidelines to ensure timely follow-up for babies
eemed to be at risk for hyperbilirubinemia,
1. provide timely follow-up of the newborns ncluding discharge orders for post-
discharged with rigk factors for the development ospitalization follow up and related forms.
of hyperbilirubinemia (Patients 11, 12, 205, 265,
218, 227, 228, 247, 278, and 285), resulting in the he physician progress note for discharge of 10/19/09
| delay of a follow-up after discharge and the ewbormns was initialed't.o inpludq risk
potential exposure of the newboms to increased assessment for hyperblhrybmem_la. The
Slrubi evels, wich may cause brain damage, o s g e e 012
developmental disabilities, and death; .biliru:in results > 75th percentile. T:\:’ reviserc‘iJ
) . policies, Hyperbilirubinemia, Newbomn
2. ensure physicians provided the same level of Discharge, Cord Blood Collaction and the
care to newborns at risk for developing . following forms: Newborn Nursery Orders,
hyperbilirubinemia, by ordering follow up care: Hours Specific Bifirubin Nomogram and
Physician's Record of Newbormn were approved
a. the day after discharge for nine of 13 babies by the Department of Pediatrics, the MEC and
discharged Saturday through Thursday (Patients the BOG.
221, 225, 232, 233, 234, 237, 238, 239, and 240); . . \
Person Responsible: Director of Women's
b. two days after discharge for four of 13 babies Services
discharged Saturday through Thumday (Patients The Director of Women's Services is auditin
g | 08/14/08 &
222, 228, 247, and 285); and, 100% of charts where jaundice or risk factors ongoing
) were identified to confirm completeness of
: C. three to five days after discharge for seven of inhysician documentation. The Director of

| 13, 205, 265, 218, 227, and 278), resulting in
, Severe hyperbilirubinemia and admission to a
I'NICU in one newbom discharged on a Friday,
and greater potentiai for developing severe
_1

| Seven babies discharged on Fridays (Patients 11, ;‘
f

Women's Services reports trands and variances |
}Io the Department of Pediatrics, and data up ‘
through the Quality Pillar. '

| |
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| hyperbilirubinemia in the babies discharged on
! Fridays;

. 3. implement phototherapy according to facility
r’ policy and AAP Guidslines, resulting in the i
i exposure of two newboms to increased bilirubin

levels, which may cause brain damage,
developmental disabilities, and death (Patients 11
and 247y,

4. ensure the facility policy, “Hyperbilirubinemia,
Assessment, [dentification, and Intervention
Protocol” outlined a response consistent with the
AAP Guidelines, used by facility staff, which had
the potential to result in inaccurate assessment
and intervention in all newborns with
hyperbilirubinemia; and,

5. ensure appraisal via proctoring was completed
i for one physician (Physician 1), which created the
| potential for substandard care (Refer to A340).

The cumulative effects of these systemic
problems resutted in the failure of the medical
staff to ensure the quality of medical care was

provided by the hospital to the patients.

Findings:

(The Bhutani Curve contains hour specific curves

i of normal bilirubin values within the first 5 days of
| life. High, intermediate, and iow risk zones are i
. designated along the curves according to the risk |
! of developing hyperbilirubinemia that will need
follow-up. A Tc¢B or TSB in the Low Risk Zone or|
: Low Intermediate Zone (40%) does not require

“intervention. A TcB or TSB in the High Risk Zone -
i (95%) or High Intermediate Zone (75%) requires |
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' further investigation and possible intervention)

determine the probable level of bilirubin in the
blood)

lab)
1a. The record for Patient 11 was reviewed on
2008, at 4:28 a.m., at 37 6/7 weeks gestation

The Newborn Admit Flowsheet dated June 4,
2009, at 8:45 a.m., indicated:

AB+ (Rh incompatible);

Succedaneum (scalp swelling that extends
is associated with head moulding),
c. the baby had bruises on the right forearm;

e. the baby was breastfed.

; of age.

l the nurses did not assess for risk factors for

(A TcB is a non invasive method of screening to

(A TSB is the actual level of bilirubin in the blood,
determined by drawing biood and sending it to the

: August 6, 2009. Patient 11 was bom on June 4,

(time developing in the womb - normal 40 weeks).

a. the mother was Rh negative and the baby was

b. the baby's general appearance included Caput

across the midline and over the suture lines and

d. the baby was large for gestational age; and,

: The Well Newborn Care Flowsheet dated June 4,
' 2009, at 8:30 p.m., indicated the baby was breast
, fed for the first ime at 11 hours and 45 minutes

The Hour Specific Bilirubin Nomogram indicated

i
4

s
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| developing hyperbiiirubinemia. The nurses did

i not identify the Rh incompatibility, bruising, delay

i in feeding, caput, or gestational age of <38 weeks
i as risk factors. On June 5, 2009, at 10:15 a.m.
(30 hours of age), the TcB was 9.5 mg/di and the
TSB was 8.9 mg/di, both in the high intermediate
risk zone on the Bhutani curve.

The Physician's Order Sheet dated June 5, 2009,
at 11:20 a.m., indicated, "Ok to DC home. F/U
(Follow up) Mon(day) on Tue{sday) (three to four
days after discharge)...”

The Well Newbom Care Flowsheet indicated -
Patient 11 was discharged home on Friday, June
5, 2009, at 12:50 p.m. (with multiple risk factors
for developing hyperbilirubinemia, the TSB in the -
high intermediate risk zone},

On August 8, 2009, at 2:26 p.m., Patient 11's
records were reviewed with the Nursery Manager.
The Manager stated Patient 11 had risk factors
for increased bilirubin levels; 37 8/7 weeks
gestation, bruises on the forearm, mother and
baby's Rh incompatibility, not feeding until
approximately 12 hours after delivery, and caput
succedaneum. The Manager stated the risk
factors should have been identified on the Hour
Specific Bilirubin Nomogram.

On August 6, 2009, at 440 p.m., RN 2 was

i interviewed. RN 2 stated TcB testing was done on
| alt babies before discharging them. RN 2 stated if
I risk factors for increased bilirubin were identified,

} TcB and/or TSB testing would be conducted only

. if the physician ordered it. RN 2 stated if ababy |
; had increased bilirubin levels in the high
i intermediate risk zone or high-risk zone, she |
[ would discharge the baby from the facility if the | !
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| physician ordered it

On August 12, 2009, at 11:18 a.m., RN 3 was
interviewed. RN 3 stated she was the nurse who
discharged Patient 11 from the facility. RN 3
stated she wouid only conduct TcB testing if the
baby was jaundiced, and only before discharging
the baby from the facility. RN 3 stated she would
not conduct TcB testing even if risk factors were
identified, unless the baby was jaundiced or being
discharged. RN 3 stated she informed Patient
11°s physician of the increased bilirubin level
(high-intermediate risk zone), and the physician
ordered to discharge Patient 11 from the facility.

On August 11, 2009, Patient 11's record at GACH
2 was reviewed. Patient 11 was admitted to
GACH 2 on June 8, 2009, at 7:15 p.m. (four days
after being discharged from the facility).

The Admission H&P dated June 9, 2008,
indicated the baby was taken to her PCP on the
day of admission (June 9, 2008) for a scheduled
vigit. The PCP did a TcB and the level was 15. A
TSB was done, and the result was 25. The
parents were instructed to go to [GACH 2] NICU
for further evaluation and treatment of
hyperbilirubinemia.

The Laboratory Test result dated June 9, 2009, at
7:40 p.m,, the Total Bilirubin level was 28.2 mg/d
(reference range was 0-12.4 mg/dl) and the
Direct Bilirubin was 0.6 mg/dl (reference range
was 0-0.4 mg/di).

|

i The Discharge Summary from GACH 2, dated

i June 15, 2009, at 9:35 a.m., was reviewed. The

: record indicated, “.. Discharge diagnoses: indirect
hyperbilirubinemia - treated and resolved;
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1 dehydration - resolved; and, feeding
dyscoordination - improved...”

According to the AAP Guidelines:

a. an infant with no risk factors who was
discharged home at 30 hours of age should be
seen by the age of 96 hours, but earfier follow up
should be provided for those babies who have
risk factors for developing hyperbilirubinemia;

b. the risk factors most frequently associated with
hyperbilirubinemia were breastfeeding, gestation
below 38 weeks, jaundice in a previous sibling
(brother or sister), and jaundice noted before
discharge (Patient 11 had three of these four risk
factors); and,

¢. phototherapy was recommended for an infant
at 30 hours of age, with risk factors for developing
hyperbilirubinemia, and a TSB of 8.9.

During an interview with the Pl Director on August
25, 2009, at 4.40 p.m., the director stated the
newborn's record went to the Department of
Pediatrics (medical staff committee) for review on
August 12, 2009. According to the PI Director,
the committee detemnined, because the baby was
discharged with a TSB in the high intermediate
risk zone, she should have had her bilirubin
checked and/or been seen by her PCP the
following day (24 hours later). The Pl Director
stated the committee determined there was a
deviation with the standard of medical care to
treat hyperbiirubinemia.

1b. On August 12, 2009, Patient 12's record was
i reviewed. Patient 12 was bom on July 28, 2009,
at 9.08 a.m., at 37 2/7 weeks gestation (time
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| developing in the womb - normal 40 weeks).

The Newborn Admit Flowsheet dated July 26,
2009, at 9:06 a.m., indicated the baby had a slight
Caput Succedaneum (scalp swelling that extends
across the midline and over suture lines and is
associated with head mouiding), was large for
gestational age, was breastfed, and the mother's
blood type was O+. There was no Coombs test
performed on the cord blood.

The Hour Specific Bilirubin Nomogram indicated
the nurses did not assess for risk factors for
deveioping hyperbilirubinemia. The nurses did
not identify the gestational age of <38 weeks as a
risk factor. On July 27, 2009, at 5 a.m. (20 hours
of age), the TcB was 6.1, in the high intermediate
risk zone on the Bhutani curve. There was rio
TSB drawn.

| Patient 12 was discharged home on July 27,
2009, at 12 p.m., (27 hours of age) with risk
factors for developing hyperbilirubinemia, the TcB
in the high intermediate risk zone, and no order
for follow-up with the physician.

On August 12, 2009, at 3:25 p.m., Patient 12's
record was reviewed with the Nursery Manager.
The Manager stated Patient 12 being at <38
weeks gestation was a risk factor for
hyperbilirubinemia and the TSB Nomogram would
have indicated the risk factor for increased
bilinubin levels.

: The Manager stated the TcB testing should have
| been conducted within two hours of the baby's

i age, sooner than 20 hours of age. The Manager
: was unable to explain why TSB testing was not

. completed when the TcB resulted in the high

n
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; intermediate risk zone. The Manager stated TSB |
| | testing should have been compieted to daterrnme '
i the need for phototherapy. i

During a concurrent intefview, the Manager was
unable to find evidence Coombs testing was
performed on Patient 12 and stated Coombs
testing shouid have been done.

According to the AAP Guidelines:

a. an infant with no risk factors who was
discharged home at 27 hours of age should be
sean by the age of 98 hours, but earlier follow up
should be provided for those babies who have
risk factors for developing hyperbilirubinemia;
and,

b. the rigk factors most frequently associated with
hyperbilirubinemia were breastfeeding, gestation
below 38 weeks, jaundice in a previous sibling
(brother or sister), and jaundice noted before
discharge (Patient 12 had three of these four risk
factors).

1c. The record for Patient 205 was reviewed on
August 25, 2009. Patient 205, a newborn male of
Asian descent, was bom on June 2, 2009, at
11:55 p.m., at 37 4/7 weeks gestation (time
devsloping in the womb - normal 40 weeks), and
was breastfed.

- The Hour Specific Bilirubin Nomogram indicated
' the baby was at risk for developing

. hyperbilirubinemia due to his Asian descent and

- gestational age of <38 weeks. The first TcB was
| done June 4, 2009, at 3 p.m. (39 hours of age),

| after discharge orders were written. The value
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was 11.9, on the line of the high risk zone on the |
Bhutani curve. A TSB was drawn at 3:11 p.m.
(39 hours of age) with a result of 9.5, on the line
of the high intermediate risk zone of the curve.
There was no evidence the physician was
notified.

The baby was discharged home on June 4, 2009,
at 8 p.m. (42 hours of age), with risk factors for
developing hyperbilirubinemia, a TSB on the line
of the high intermediate risk zone, no notification
of the physician, and follow up with the
pediatrician’s office in five days. .

A 338

There was no evidence a case manager identified
the baby was at risk for hyperbilirubinemia during
their screening process. There was no avidence
a case manager was involved in the discharge
planning of the baby to determine post hospital
needs. There was no evidence the nursing staff
identified the need for a discharge plan that
inciuded close follow up for prevention of severe
hyperbilirubinemia.

According to the AAP Guidelines:

a. an infant with no risk factors who was
discharged home at 42 hours of age should be
seen by the age of 98 hours, but eartier follow up
should be provided for those babies who have
risk factors for developing hyperbilirubinemia;
and,

! b. the risk factors most frequently associated with
. hyperbilirubinemia were breastfeeding, gestation
below 38 weeks, jaundice in a previcus sibling
(brother or sister), and jaundice noted before

| discharge (Patient 205 had two of these four risk

| factors).

A 338
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During an interview with the goveming body on
August 27, 2009, at 12:20 p.m., the physician

; members stated they expected a baby at rigk for
developing hyperbilirubinemia would be followed
up, by a physician after discharge from the facility,
sooner than those not at risk.

1d. The record for Patient 265 was reviewed on
September 3, 2009. Patient 265 was born on
August 27, 2008, at 3:11 p.m., and was breastfed.

The Hour Specific Bitirubin Nomogram indicated
the baby was at risk for deveioping
hyperbilirubinemia due to an identified risk factor
of poor feeding. On Friday, August 28, 2009, at
4:10 p.m. (25 hours of age), the TcB was 7.0, in
the high intermediate risk zone on the Bhutani
curve. At 5 p.m. (26 hours of age), the TSB was
6.2, in the high intermediate risk zone on the
curve.

The nurse notified the physician of the bilirubin
results at 6:05 p.m., and the physician ordered
the baby to be discharged home with follow up
on, "Monday.”

The baby was discharged home on August 28,
2009, at 7 p.m. (28 hours of age), with risk factors
for developing hyperbilirubinemia, a TSB in the
high intermediate risk zone on the Bhutani curve, .
| and follow up with a pediatrician three days iater.

E There was no evidence a case manager identified
| the baby was at risk for hyperbilirubinemia during !
, their screening process. There was no evidence |
i a case manager was involved in the discharge %
- planning of the baby to determine post hospital

_needs. There was no evidence the nursing staff

)

FORM CMS-2587(02-99) Previous Versions Obuolet Event ID: DLPE11 Faclty (D 250000507 if continuation sheet Page £7 =i 173




PRINTED: 11/27/2009

DEPARTMENT OF HEALTH AND HUi ¢ SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPUER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER' COMPLETED
A BUILDING
C
BW
050701 NG 09/17/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
| 25500 MEDICAL CENTER DRIVE
SOUTHWEST HEALTHCARE SYSTEM MURRIETA, CA 9-25.2
o0 | SUMMARY STATEMENT OF DEFICIENCIES Y PROVIDER'S PLAN OF CORRECTION ™
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE * COMPLETION
TAG REGULATORY OR LSC IDENTIFYING iNFORMATION) . TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
| DEFICIENCY) ’
i i
A 338 Continued From page 82 . A338 !

identified the need for a discharge plan that
included close foliow up for prevention of severe
hyperbilirubinemia.

According to the AAP Guidelines, an infant with
no rigk factors who was discharged home at 28
hours of age should be seen by the age of 96
hours, but earlier follow up should be provided for
those babies who have risk factors for developing
hyperbilirubinemia.

1e. The record for Patient 218 was reviewed on
September 4, 2008. Patient 218, a newbom
female, was born on September 2, 2009, at 10:09
a.m., and was breastfed.

The Hour Specific Bilirubin Nomogram indicated
the baby was at risk for developing
hyperbilirubinemia due to dark skin pigmentation,
family history of neonatal jaundice, and vacuum
delivery, o bilirubin levels were checked every
shift. On Friday, September 4, 2009, at 9:15 a.m.
(47 hours of age), the TcB was 11.2, in the high
.intermediate risk zone on the Bhutani curve. The
TSB was 10.4, on the line of the high intermediate
risk zone on the curve.

The physician was notified of the bilirubin levels,
and ordered the baby to be discharged and
foliowed up on, "Tuesday” (four days later [Friday
started a holiday weekend, and offices were
closed on Monday)).

The nurse's notes indicated the physician was,

“called and risk factors reviewed, no new orders
received, Dr. does not want to order repeat bili or |
- outpatient serum bili at this time." i

' According to the AAP Guidelines:
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. a. an infant with no risk factors who was
! discharged home at 47 hours of age should be

seen by the age of 96 hours, but earlier follow up
should be provided for those babies who have

| risk factors for developing hyperbilirubinemia; .

and,

b. the risk factors most frequently associated with
hyperbilirubinemia were breastfeeding, gestation
below 38 weeks, jaundice in a previous sibling
(brother or sister}, and jaundice noted before
discharge (Patient 218 had two of these four risk
factors).

1f. The record for Patient 227 was reviewed on
September 4, 2009. Patient 227, a newbom
male, was bom on August 26, 2009, at 9:50 a.m.,
to a 19 year oid first time mother,

The Hour Specific Bilirubin Nomogram indicated
the baby was at risk for developing _
hyperbilirubinemia due {o bruising of the head,
and TcB values were obtained every shift.
Bilirubin results were as follows:

a. August 27, 2009, at 8 a.m. (22 hours of age),
the TcB was 7.5, on the line of the high risk zone
on the Bhutani curve;

b. August 27, 2009, at 9:45 a.m. (24 hours of
age), the TSB was 7.1, in the high intermediate
risk zone on the curve;

¢. August 27, 2009, at :45 p.m. (36 hours of
age), the TSB was 9.4, in the high intermediate

i

| risk zone on the curve;

| d. August 28, 2009,

'

at 4:30 a.m. (42.5 hours of

|
z
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age), the TSB was 10.1, in the high intermediate |
risk zone on the curve;

e. August 28, 2009, at 10:40 a.m. (48.5 hours of
age), the TcB was 14 4, in the high risk zone on
the curve;

f. August 28, 2009, at 11.10 a.m. (49 hours of
age), the TSB was 12.3, in the high intermediate
risk zone on the curve; and,

g. August 28, 2009, at 4:05 p.m. (54 hours of
age), the TSB was 13.0, in the high intermediate
risk zone on the curve.

The Weli Newborn Care Fiowsheet indicated the
baby became jaundiced on August 27, 2009, at 7
p.m., and continued to be jaundiced in color until
the time of discharge.

The physician ordered the baby to be discharged
home on Friday, August 28, 2009, and to follow
up with the pediatrician’s office on Monday,
August 31, 2009 (three days later).

The baby was discharged home to his 19 year oid
first time mother, with risk factors for developing
hyperbilirubinemia, a TSB in the high intermediate
risk zone on the Bhutani curve, jaundice in color,
to be seen by the pediatrician in three days.

| There was no evidence a case manager identified
the baby was at risk for hyperbilirubinemia during
their screening process. There was no evidence

' @ case manager was involved in the discharge

| planning of the baby to determine post hospital

: needs. There was no evidence the nursing staff

" identified the need for a discharge plan that

 included close follow up for prevention of severe
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i hyperbilirubinemia.

According to the AAP Guidelines, an infant with

! no risk factors who was discharged home at 54
hours of age should be seen by the age of 98
hours, but earlier follow up should be provided for
those babies who have risk factors for developing
hyperbilirubinemia.

1g. The record for Patient 228 was reviewed on
September 4, 2009. Patient 228, a newborn
male, was born on August 31, 2009, at 4:22 a.m.
The Newbom Admit Flowsheet indicated the baby
ingested maternal blood at the time of delivery.
The admission physical assessment was not
completed, therefore, no physical risk factors for
developing hyperbilirubinemia were assessed.

' The Hour Specific Bilirubin Nomogram indicated
the baby was at risk for developing
hyperbilirubinemia due to identified risk factors of
dark skin pigmentation and ingestion of matemal
blood, and T¢B levels were obtained each shift
On September 1, 2009, at 8:40 a.m. (28 hours of
age), the TcB was 7.0, on the line of the high
intermediate risk zone on the Bhutani curve.

| There was no TSB drawn.

The baby was discharged home on September 1,
2009, at 10:40 a.m. (30 hours of age), with risk
factors for developing hyperbilirubinemia, a TcB
in the high intermediate risk zone on the Bhutani
f curve, no TSB level, and follow up with the

; pediatrician in two days.

! There was no evidence a case manager identified
' the baby was at risk for hyperbilirubinemia during !
_their screening process. There was no evidence
| @ case manager was involved in the discharge

B
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planning of the baby to determine post hospital
needs. There was no evidence the nursing staff
identified the need for a discharge plan that

included close follow up for prevention of severe
hyperbilirubinemia.

According to the AAP Guidelines, an infant with
no risk factors who was discharged home at 30
hours of age should be seen by the age of 96
hours, but earlier foliow up should be provided for
those babies who havae risk factors for developing
hyperbilirubinemia.

1h. The record for Patient 247 was reviewed on
September 4, 2009. Patient 247, a newbomn
male, was born on August 30, 2009, at 10:02
a.m., at 36 1/7 weeks gestation (time developing
in me womb - normal 40 weeks), and was
breastfed.

The Hour Specific Bllirubin Nomogram indicated
the baby was at risk for developing
hyperbilirubinemia due to identified risk factors of
sibling (brother or sister) jaundice and gestational
age <38 weeks, and bilirubin levels were obtained
every shift On September 1, 2008, at 8:30 a.m.
(45 hours of age), the TcB was 11.2, in the high
intermediate risk zone on the Bhutani curve. No
TSB was drawn.

The Well Newborn Care Flowsheet indicated the
baby was jaundiced on September 1, 2009, at 8
am., 10 am., and 12 ncon.

The baby was discharged home on Septamber 1,
2009, at 1:20 p.m. (50 hours of age), with risk
factors for deveioping hyperbilirubinemia, a TcB
in the high intermediate risk zone on the Bhutani
' } Curve, no TSB, and follow up with the pediatrician

A 338
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| There was no evidence a case manager identified
 the baby was at risk for hyperbilirubinemia during

| their screening process. There was no evidence
a case manager was involved in the discharge
planning of the baby to determine post hospital
needs. There was no evidence the nursing staff
identified the need for a discharge plan that
inciuded close follow up for prevention of severe
hyperbilirubinemia.

1i. The Record for Patient 276 was reviewed on
September 4, 2008. Patient 276 was born on
August 26, 2009, at 5:38 p.m.

The Hour Specific Bilirubin Nomogram indicated
the baby was at risk for developing
hyperbilirubinemia due to identified risk factors of
bruising of the head and dark skin pigmentation,
and bilirubin levels were obtained every shift. On
August 27, 2008, at 8:30 p.m. (27 hours of age),
the TcB was 8.4, in the high intermediate risk
Zone on the Bhutani Curve. At 10:20 p.m. (29
hours of age), the TSB was 7.4, in the high
intermediate risk zone on the Bhutani Curve, and
the physician was notified.

On Friday, August 28, 2009, at 4:30 a.m. (35
hours of age), the TSB was 8.7, on the line of the
high intermediate risk zone of the Bhutani curve. |
At 7:30 a.m., the nurse documented the value |
' was, "at the base of 75% (high intermediate risk |
- zone),” and the physician had been notified.

On August 28, 2009, at 8:30 a.m. (39 hours of
 age), the TcB was 8.9, in the high intermediate |
; risk zone on the Bhutani Curve. According to the

A 338/
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| nurse's notes, the physician was made, "aware of |
' TcB results @ Base of 75th percentile.
{

| At 8:50 a.m., the physician ordered to discharge

the baby home with follow up in two days (which
would have been Sunday, August 30, 2009, not
an office day).

At 10:50 a.m., a, "clarification,” of the dischange
order indicated the baby was to be seen by the
pediatrician on Monday, August 31, 2009 {three
days later)."

The baby was discharged home on August 28,
2009, at 2:10 p.m. (45 hours of age}, with risk
factors for developing hyperbifirubinemia, a TcB
in the High Intermediate Risk Zone on the Bhutani
curve, and follow up with the pediatrician three
days later.

There was no evidence a case manager identified
the baby was at risk for hyperbilirubinemia during
their screening process. There was no evidence
4 case manager was involved in the discharge
planning of the baby to determine post hospital
needs. There was no evidence the nursing staff
identified the need for a discharge plan that
inciuded close follow up for prevention of severe
hyperbilirubinemia.

According to the AAP Guidelines:

'! a. an infant with no risk factors who was
: discharged home at 45 hours of age should be .
| seen by the age of 96 hours, but earfier follow up

. should be provided for those babies who have

« risk factors for deveioping hyperbilirubinemia.

i

| 1). The record for Patient 285 was reviewed on
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f September 4, 2009. Patient 285 was bom on
i August 28, 2009, at 4:54 p.m.

On Saturday, August 29, 2009, at 11:30 a.m. the
| Physician ordered to discharge the baby with a
follow up on Monday or Tuesday {two or thres
days later).

At 2:20 p.m. (21.5 hours of age), the pre
discharge TcB was 7.9, in the high risk zone on
the Bhutani curve. At 2:25 p.m. (21.5 hours of
age), the TSB was 6.1, in the high intermediate
risk zone on the Bhutani curve. The physician
was notified and ordered, "OK to DC, must foliow
up on Monday."

The baby was discharged home on August 29,
2009, at 4:30 p.m. (23.5 hours of age), with a
TSB in the high intermediate risk zone on the
Bhutani curve (a risk factor for development of
hyperbitirubinemia), and follow up with the
pediatrician in two days.

There was no evidence a case manager identified
the baby was at risk for hyperbilirubinemia during
their screening process. There was no evidence
a case manager was involved in the discharge
planning of the baby to determine past hospital
needs. There was no evidence the nursing staff
identified the need for a discharge plan that
included ciose follow up for prevention of severe

| hyperbilirubinemia.

J According to the AAP Guidelines:

i
| a. an infant with no risk factors who was |
. discharged home at 23.5 hours of age should be |

. seen by the age of 72 hours, but earlier follow up - .
; should be provided for those babies who have . ]

FORM CMS-2567(02-99) Previous Versions Obsoiete Event I0: OLPF11 Facility ID: 250000507 If continuation shest Page 90 of 173




PRINTED: 11/27/2009

DEPARTMENT OF HEALTH AND HUN . SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICE OMB NO. 0938-0381
STATEMENT OF DEFICENCIES (X1) PROVIDER/SUPPUER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
) C
050701 e 09/1772009
NAME OF PROVIDER OR SUPPUIER STREET ADDRESS, CITY, STATE, ZIP CODE
25500 MEDICAL CENTER DRIVE
SOUTHWEST HEALTHCARE SYSTEM MURRIETA, CA 92562
o) 0 | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION T o
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
! DEFICIENCY) I
\ +
A 338 : Continued From page 90 - A338 '

| risk factors for developing hyperbilirubinemia.

In addition, the AAP recommends for all

i newbomns, "if appropriate follow-up cannot be
ensured in the presence of elevated risk for
developing severe hyperbilirubinemia, it may be
necessaly to delay discharge either until
appropriate follow-up can be ensured or the
period of greatest risk has passed (72-96 hours).”

The facility policy titied, *Hyperbilirubinemia,
Assessment, Identification, and Intervention
Protocol,” last revised April 2008, was reviewed
on August 6, 2009. The policy indicated the
purpose was- to identify newbomns at risk for
hyperbilirubinemia, promote timely assessment of
hyperbilirubinemia, and initiate appropriate
follow-up to aid in the prevention of kemicterus
(damage to the brain centers of infants caused by
increased levels of bilirubin).

The policy indicated the risk factors for
hyperbilirubinemia included but were not limited to
the following;

a. bruising and cephalhematomas (which
increase the production of bilirubin);

|

| b. genetic or ethnic risk factors include sibling
with neonatai jaundice (yellowish skin
discoloration), East-Asian or Mediterranean
descent,

I ¢. inadequate nutrition/hydration through
. suboptimal breastfeeding;

d. jaundice appearing in the first 24 hours after
- birth (dark skin pigments may obscure
 visualization); '

i
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gadlabetic mother;

and,

A 338 Continued From page 91

| @. macrosomic (large for gestational age) infant of

| 1. near-term newboms at 35, 36, and 37 weeks of
gestation, particularty if they were breastfed:

g. significant weight loss {defined as > (greater
than) 10 % by discharge;

h. temperature instability or treatment of sepsis;

i. unrecognized hemolysis, such as ABO blood
type incompatibility.

According to a document titled, “Severe
Hyperbilirubinemia Prevention (SHP) Toolkit...on
behaif of the Perinatal Quality Improvement Panel
(PQIP) and California Perinatal Quality Care
Collaborative (CPQCC)" dated October 19, 2005,
was reviewed. The document indicated infants at
rigk for significant hyperbilirubinemia needed to
have ciose follow up after discharge. The
document indicated follow up visit should be
performed within 24-48 hours post discharge.

The document further indicated a follow up visit
and/or bilirubin test within 24 hour post discharge
to monitor for jaundice was recommended in
babies whose serum bilirubin fell within the High

{ Risk Zone in the Hour Specific Nomogram.

! The document further indicated a follow up visit
. and/or bilirubin test within 48 hour post discharge ‘n
| to menitor for jaundica was recommended in the |
| following circumstances:

: a. a single bilirubin measurement in the High

A 338
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i Intermediate Risk Zone in the Hour Specific
Nomogram in the infant; and,

b. a single bilirubin measurement in the Low
Intermediate Risk Zone in infants who have any
of the risk factors for development of
hyperbilirubinemia.

2. Records for discharged newboms were
reviewed on August 8, 12, 25, 26, 27, 28, and
September 4, 2009. The records indicated
babies who were at risk for developing
hyperbilirubinemia were discharged as follows:

a. Patient 221, discharged Sunday, August 30,
2009, to follow up with the PCP in one day;

b. Patient 222, discharged Sunday, August 30,

2009, to follow up in two days;

c. Patient 225, discharged Thursday, September
3, 2008, to foliow up in one day; ‘

d. Patient 232, discharged Monday, August 31,
2008, to follow up in one day;

e. Patient 233, discharged Monday, August 31,
2009, to follow up in one day;

f. Patient 234, discharged Monday, August 31,
2009, to follow up in one day;

g. Patient 237, discharged Sunday, August 30,
t 2008, to follow up in one day;

|
 h. Patient 238, discharged Sunday, August 30, :
1 2009, to follow up in one day; !

|
i. Patient 239, discharged Sunday, August 30,

I
!

{
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2009, to foilow up in one day;

! ;. Patient 240, discharged Sunday, August 30,
: 2009, to follow up in one day;

follow up in three to four days;

foliow up in two (Sunday [a non office day)) to
three days (Monday);

to follow up in five days;

n. Patient 265, discharged Friday, August 28,
2009, to follow up in three days;

o. Patient 218, orders to discharge Friday,
September 4, 2009, to follow up in four days
{(Monday was a holiday);

p. Patient 227, discharged Friday, August 28,
20089, to foliow up in three days; and,

q. Patient 276, discharged Friday, August 28,
2009, fo foliow up in three days.

| 3a. Patient 11 was bom at the facility on June 4,
2009. The neonate had multiple risk factors for

i hyperbilirubinemia, including bruising, feeding

| delay, caput, and gestational age less than 38
woeks (Refer to A392). The TSB level at 30

! hours was in the Bhutani high risk zone, and at

| the leve! requiring a physician order for

- per American Academy of Pediatrics guidelines.

k. Patient 11, discharged Friday, June 5, 2009, to

I. Patient 13, discharged Friday, June 12, 2009, to

m. Patient 205, discharged Friday, June 5, 2009,

 phototherapy per facility policy and phototherapy 1
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The Physician 1 did not supply an order for
phototherapy, but instead discharged the patient.
Patient 11 developed severe hyperbifirubinemia
and was readmitted to the facility for treatment at
a later date.

3b. Patient 247 was bom in the faciiity on August
30, 2009. The neonate had risk factors for
hyperbilirubinemia, including gestational age less
than 38 weeks and breastfeeding. The TcB lavel
at 45 hours of age was 11.2, In the Bhutani high
risk zone (Refer to A392). The physiclan failed to
follow up on the screening test with additionat
testing or phototherapy, per facility policy and
American Academy of Pediatrics guideiines.

4. The facility policy titied, "Hyperbilirubinemia,
Assessmant, Identification, and Intervention
Protocol”, issued June 2008, and revised April
2008, approved by the MEC, was reviewed on
August 6, 2009. The policy indicated an order for
phototherapy should be obtained if the TSB fell in
the high intermediate or high risk zone on the
Hour Specific Bitirubin Nomogram.

According to the AAP guidelines, the nomogram
used to determine the need for phototherapy
should be the, "Guideiines for Phototherapy in
Hospitafized Infants of 35 or More Weeks
Gestation,” nomogram.

If the facility policy was followed and phototherapy
was implemented for newborns with bilirubin
leveis in the high risk zone or high intermediate
risk zone on the Hour Specific Bilirubin
Nomogram, the large majority of those neonates
would, according to AAP guideiines, have been

| unnecessarily exposed to the risks of

I‘ phototherapy.

A 338

L
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’ The policy further indicated the graph on page
| three provided two different sets of values for use
| in determining when to initiate phototherapy for a
i neonate with gestational age between 35 and 38
| weaeks, with no risk factors.
|
| Item 4d indicated, “Refer to nomogram below...”
for follow-up of bilirubin level. The subsequent
graph presented in the policy was that for
determining the need for phototherapy, not for
determining follow-up of bilirubin. The failure to
ensure a policy for neonatal hyperbilirubinemia
| that provided staff with clear directions created
risk for incorrect assessment and response to
neonatal elevated bilirubin in all the neonates.
A 340 | 482.22(a)(1) MEDICAL STAFF PERIODIC A 340
APPRAISALS
The n:nedical s_.taff must pericdically conduct The physician in question completed proctoring {07/31/08
appraisals of its members. of cases.
This STANDARD s not met as evidenced by: To facilitate the proctoring process and enforce
Based on interview and record review, the facility the requirement that the initial 6 cases be
failed to ensure appraisal via proctoring as proctored, the Depariments are providing
outlined in the bylaws and rules and reguiations Provisional members a list of active staff
was carried out for one of seven medical staff members in their specialty whom they can use
: members (Physician 1) whose credentia! files for proctoring. rather than being limited to only 2
were reviewed. This placed patients at risk of assigned proctors. '
substandard medical care. New Physicians have been reminded/educated | 12/23/09
L ' at department meetings regarding the
; Findings: importance of completing proctoring timely. The
i ; Bylaws Committee also recommended a
! The credential file of Physician 1, reviewed on ! change that Provisional membars have only six
' August 25, 2009, contained a letter appointing - months from the time of initial appointment o
. Physician 1 to the medical staff of the facility ; complete their proctoring. This change was |
effective September 1, 2007. The proctoring . included in the recent ballot sent out for medicai‘
i (review, done by another physician, of the quality | i staff vote. !
' of a physician's services to patients) section of l .
i
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 the credential file indicated that, as of March 24,
2009, ten of 12 required proctored cases had
been completed, including five pacemaker

i placements (a surgery in which a mechanism to
regulate the heart rate is inserted under the skin
with electrical wires in the heart). Of the ten cases
reviewed, eight were proctored via chart review,
including four of the five pacemaker placements.
Two cases wers proctored by concurrent review
(review of the case whila the patient was still in
the facility). During an interview with the Director
of Medical Staff Services on August 26, 2009, at
3 p.m., she stated Physician 1 had completed
additional pacernaker placements at the faciiity
which were not proctored.

On August 25, 2009, the facility's Department of
Medicine Rules and Regulations, revised Aprif
2007, were reviewed. Page 2 stipulated, "Invasive
medical procedures will be proctored by
observation, unless the case is an emergency.
The first six (6) cases require concurrent
proctoring. Emergency cases also require
concurrent proctoring by either the assigned
proctor or by the specialty on-call physician." The
facility failed to follow both the rules for proctoring
invasive cases via observation and the rule for
concurrent proctoring of the first six cases.

i During an interview with the Director of Medical

| Staff Services on August 27, 2009, at 11:50 a.m.,
she stated the bylaws required proctoring, and it
was (0 be performed per department rules and

| regulations. She stated the rules on proctoring

| were not foflowed in the case of Physician 1.

A 385! 482 23 NURSING SERVICES

The hospital must have an organized nursing
' service that provides 24-hour nursing services.

"

A 340 | The Hospital has an E-priv system that is

'available to all clinical staff to see what
|

A 385

privileges have been granted to a physician.
This information also includes demographic
physician informatioh inciuding their staff status
of “Provisional®. This designation indicates to
the staff that a physician is new and needs to
have proctor. ’

The Director of Medical Staff Services added a
note to the E-priv record to identify physicians
who are required to have a proctor.

The OR, OB, Special Procedures, and Cath
Lab staff (and all clinical staff) are required to
check E-priv system when procedures are
scheduled and note which physicians must
have a proctor and the number of prociared
cases still required.

The Director of Medical Staff Services educated
the OR, OB, Special Procedures and Cath Lab
Managers regarding the initial proctoring
requirements and the Epriv note regarding that
status and requirement.

Person Responsible: Director of Medical Staff
Services

Monitoring:

The Medical Staff Office set up a system to
track new appointees and identity their
procloring status. At each Department meeting,
the Director of Medical Staff Services reports on
the status of each provisional members
procloring status.

i

12/14/09

12/15/09

12/15/09

12/23/09 &

ongoing
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The nursing sarvices must be fumished or
supervised by a registered nurse.

This CONDITION is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to:

1. meet the needs of 15 newbomns (Patients 11,
12, 13, 17, 20, 21, 29, 30, 204, 205, 207, 217,
228, 267, and 268) al risk for developing
hyperbilirubinemia {high bilirubin levels in the
blood) and two of two patients receiving sedation
in the ICU, by failing to;

a. assess and identify risk factors for
hyperbilirubinemia for eight newborns (Patient 11,
12, 13, 204, 205, 207, 267, and 268), resulting in
the delay of testing and the potential for brain
damage, developmental disabilities, and death
(A395),

b. perform TcB testing (a non invasive method of
checking bilirubin levels) when risk factors were
identified for three newbomns {Patients 11,12, and
13), resuiting in the delay of the test and the
potential for brain damage, deveiopmental
disabilities, and death (A395);

¢. obtain an order for phototherapy when the TSB
| {bilirubin fevel in the blood) was in the high

| intermediate risk zone or high risk zone on the

| Bhutani curve for three newborns (Patients 11,

» 20, and 207), resuiting in exposure of the babies

! to elevated bilirubin levels and the potential for

* brain damage, developmantal disabilities, and

i death (A395);

' d. conduct TSB testing when the TcB was in the
- high intermediate risk zone or high risk zone on

A 385 Please sea response o A 395 for actions the
hospital has taken to improve care of newboms
and assessment of risks for hyperbitirubinemia,
monitoring of sedation leveis of patients in ICU,
and evaluation and treatment of patients' pain.

Please see response to A 334 for actions the
hospital has taken with respect to outside case
management for HMO patients.

Please see response to A 396 for actions the
hospital has taken with respect to care plans for
patients.

'
i
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|

. the Bhutani curve for three newboms (Patients
| 12, 13, and 228), resulting in the potential for jack
! of freatment, brain damage, developmental

i disabilities, and death (A395);

1

@. conduct Coombs testing (test to detect
destruction of red blood cells in the newbom)
when the mother's biood type was O+ for three
newboms (Patients 12, 13, and 17) to identify and
treat hemolytic disease of the newborn, resulting
in the potential for brain damage, developmental
disabilities, and death (A395);

f. conduct TSB testing STAT when the TcB was
in the high intermediate risk zone or high risk
zone on the Bhutani curve for five newboms
(Patients 17, 21, 29, 30, and 228), resulting in the
potential for delayed treatment, brain damage,
developmental disabilities, and death (A395);

g. provide evidence the physician was notified of
the TSB results for two newboms (Patients 20
and 205), resulting in the potential for delayed
treatment, brain damage, developmental
disabilties, and death (A395);

h. notify the physician STAT when the TSB was in
the high intermediate risk zone on tha Bhutani
curve for one newbom (Patient 30), resuiting in
the delay of treatment and the potential for brain
damage, developmental disabilities, and death

| {A395),

‘ i. accurately document the bilirubin resuit on the | t
i Hour Specific Bilirubin Nomogram (documented
l in the low intermediate risk zone instead of the

' high intermediate risk zone) for one newbom

' (Patient 20), resulting in the lack of intervention - i
_from the staff and the potential for brain damage, '
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developmental disabilites, and death (A385); i
| |
( j- monitor saedation leveis for two of two patients
J receiving propofol for sedation in the ICU
| (Patients 201 and 215), resuiting in potential for

under sedation or over sedation (A395); and,

k. to ensure one patient's pain (Patient 302) was
evaluated and treated in accordance with
accepted nursing standards and hospital policy
and procedure. This failed practice placed the
patient at risk for untreated pain (A395);

(The Bhutani Curve contains hour specific curves
of normat bilirubin values within the first 5 days of
life. High, intermediate, and low risk zones are
designated along the curves according to the risk
of developing hyperbilirubinemia that will need
follow-up. A TcB or TSB in the Low Risk Zone or
Low Intermediate Zone (40%) does not require
intervention. A TcB or TSB in the High Risk Zone
(95%) or High intermediate Zone (75%) requires
further investigation and possible intervention.
Bilirubin leveis are charted on the curve using the
Hour Specific Bilirubin Nomogram document);

2. ensure nurses providing outside case
management for HMO patients had current
licensure, resuiting in the potential for nursing -
care to be provided by unlicensed nurses (A394);
and,

3. ensure the formulation of a care plan to meet
| identified needs for one patient (Patient 308),
resulung in the risk for a poor health outcome
(A396)

; The cumulative effect of these failed :
i practices/system failures, resulted in the failure to
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. ensure quality nursing care was provided in a
| safe and effective manner.
A 394 ; 482.23(b)(2) LICENSURE OF NURSING STAFF A 394
i :As soon as the surveyors identified the 08/28/09

The nursing service must have a procedure in
place to ensure that hospital nursing personnel
for whom current licensure is required have a
valid and current licensure.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure nurses providing outside case
management for HMO patients had current
licensure, resulting in the potentiat for nursing
care to be provided by unlicensed nurses.

Findings:

1. On August 27, 2009, Patient 22's record was
reviewed. Patient 22 was admitted on August 24,
2008, with diagnoses that included decubitus
ulcer (pressure sore) and celfulitis (infection of the
skin tissue).

On August 27, 2009, at 11:26 a.m., CM 3 was
interviewed. CM 3 stated patients who belonged
to HMOs were seen by an, "outside  case
manager who worked for the medical group the
patient belonged to. CM 3 stated an outside CM
was assigned to Patient 22.

On August 27, 2009, at 11:15 a.m., the outside
CM (CM 4) was interviewed. CM 4 stated she had
interviewed Patient 22, and was doing her

| discharge planning.

!
. 2. During an interview with CM 5 on August 28,

2009, at 9:15 a.m., the CM stated the facility CMs |

~Saw every admitted patient, except the patients
|

jrequirement that external case managers/
reviewers must provide verification of their
licenses, the DCM notified the managed care
organizations (MCQs) that the MCOs must
provide the hospital with verification of their
case managers’' current ficensure and
qualifications in order for the case managers to
be able to come into the hospital to work with
enrollees. License verification for the external
reviewers/case managers was received the
same day that this concern was identified and
prior to the conclusion of the survey,

The DCM created a file with the license 09/01/09

verification for each external reviewers/case
managers. Only after this verification is the
‘external reviewer/case manager permitted to
work with patients in the hospital. If the hospital
is not provided with the nurse's license, that
nurse is prohibited from performing case
management/discharge planning activities.

The CNO instructed the hospital case managers) 09/01/09
to develop and update discharge plans on all
inpatients. Only in cases where an MCO has
provided the required credentials information on
a case manager to the hospital, that case
manager may assist with discharge pianning
and documentation in the patient’s hospital
medical record.

Person Responsible: Director of Case
iManagement / Chief Nursing Officer

The Director of Case Management reviews the | 09/01/09 &
files to confirm that the externa! case managers i engoing
have current licensure. !
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| who belonged to HMO's. The CM stated the
| HMO patients were seen by outside case
{ managers.

: During an interview with the CM supervisor on
August 28, 2009, at 9:30 a.m., the supervisor
. stated the facility CMs did not see the HMO
patients for discharge planning.

The record for Patient 211 {an HMO patient) was
reviewed on August 28, 2009. Patient 211, a 92
year old male, was admitted to the facility on
August 25, 2009, with diagnoses that included
atrial fibrilation (an irregular heart rhythm) and
COPD.

The facility Discharge Planning document
indicated, "(outside) case manager is responsible
for all reviews and discharge planning. For
questions or for a family request, contact the
HMO at (phone number).”

During an interview with the outside CM (CM 6)
on August 28, 2009, at 10:30 a.m., the CM stated
she did the discharge planning for patients
belonging to the medical group she worked for.

3. The record for Patient 213 (an HMQ patient)
was reviewed on August 28, 2009. Patient 213,
an 88 year old female, was admitted to the facility
on August 25, 2009, with diagnoses that included
; urosepsis (an overwhelming infection caused by

! an untreated urinary tract infection).

The, "Outside Reviewer(s) Communication
: Sheet,” indicated the patient was seen by an
' outside CM for discharge planning.

4L i
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. The facility Discharge Planning document

A 395

. indicated, "(outside) case manager is responsible
for all reviews and discharge planning. For
questions or for a family request, contact the
HMO at (phone number).”

During an interview with the outside CM (CM 6)
©n August 28, 2009, at 10:30 a.m., the CM stated
she did the discharge planning for patients
belonging to the medical group she worked for.

During an interview with the DCM on August 28,
2009, at 12:35 p.m., the DCM stated she was
aware of the outside CMs coming in for the HMO
patients. She stated the faciilty had an,
“agreement,” with the medical groups to maintain
current licensure for their CMs. The DCM stated
she did not keep records of the outside CMs
licenses. She stated she did not have evidence of
current licensure.

482.23(b)X3) RN SUPERVISION OF NURSING
CARE

A registered nurse must supervise and evaluate
the nursing care for each patient.

This STANDARD s not met as evidenced by:
Based on interview and record review, the facility

failed to meet the needs of 15 newborns (Patients
11, 12, 13, 17, 20, 21, 29, 30, 204, 205, 207, 217,
228, 267, and 268) at risk for developing

, hyperbilirubinemia (high bifirubin levels in the

- blood); two of two patients (Patients 201 and 215)
[ receiving sedation in the ICU; and, one patient

' (Patient 302) in pain: by failing to;

i

| 1. assess and identify risk factors for

i hyperbilirubinemia for eight newboms {Patient 11, !
12, 13, 204, 205, 207, 267, and 268), resulting in |

\
?
|

395

he CNO reviewed and confirmed the process
hanges that were put in place on August 12,
nd then further revised the process for

A 305 ssessing and treating newborms at risk for
yperbilirubinemia consistant with American
cademy of Pediatrics guidelines and
ecommendations of the Department of
ediatrics.

he Department of Pediatrics developed
ischarge guidelines to ensure timely follow-up
or babies deemed to be at risk for
yperbilirubinemia, including discharge orders
or post- hospitalization foliow up of infants at
isk for hyperbilirubinemia. The discharge
uidelines provide thal the baby needs one of
the following on the day after discharge:
A: An appointment with the newborm's
pediatrician with a specific appointment
galeltima within one day of discharge,

: Follow-up bilirubin testing at the hospital with
Lesults cailed to the pediatrician for further

10/18/09

09/04/09

ssessment and treatment, or

F? Follow up in the hospital's ED.
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 the dalay of teating and the potential for brain nowboms was mitared to recde nan o |
; damage, developmental disabilities, and death; assessment for hyperbilicubinemia. The
. newbom orders were revised to include Q12
2. perform TcB testing (a non invasive method of hour serum bilirubin levels for babies with
checking bilirubin levels) when risk factors were serum bilirubin results > 75th percentile. The
identifled for three newboms (Patients 11,12, and revised policies, Hyperbilirubinemia, Newbom
13), resuiting in the d of the test and the Discharge, Cord Blood Collaction and the
) tia! fo‘:g brai eiay developmental following forms: Newbom Nursery Orders
poten in damage, deveiopmen - -
? ! Physician’s Record of Newbom were approved
by the Department of Pediatrics, the MEC and
st el I
intermediate risk zone or high risk zone on the ~Newbom nursery admission orders call fps.the | 09/04/09;
Bhutani curve for three newboms (Patients 11, testing of cord blood for type, RH, and Co%bs rev
20, and 207), resuiting in expgaﬂn:;e pc;ftg;e u:ables on infants of Type O or RH negative moth 10/19/09
to elevated bilirubin leveis an for within one hour of birth; (this was revised P
brain damage, developmentat disabilities, and within two hours of birth in October). ~ —  F— .
death; - o 75
eath —Nurses conduct an initial assessment within  [G8704/09
4. conduct TSB testing when the TcB was in the ;huer:;f; ‘20":;:":?:; ;::;zm%%t?sg =
high intermediate risk zone or high risk zone on iaundiced and wheth 16 ri&K facto Ik
the Bhutani curve for three newboms (Patients 18y nd whether any of 6 risk f%m
] present. If the nurse identifies jaundide offsk
1?;}_;:. and 3%3)-_ l'%’"f'nﬂa"g.'"di\:em“g:iufo’ lack factors, a TcB is performed;
o tment, brain da v |OP"|
disabilities, and death; —If the TcB resuit is greater than or equal to | 09/04/09
the 75th percentile on the nomogram, a STAT
5. conduct Coombs testing (test to detect TSB is performed within one hour;
destruction of red blood cells in the newbom
when the mother's blood type was O+ for thr)ee ~Ifthe TSB (esult is greater than or equal 1o 09/04/09
newtboms (Patients 12, 13, and 17 to dently and roiparerie, e nurso st ooty b
?"*“ hemolytic di““.‘ of the newbom, resulting include orders for phototherapy. '
in the potential for brain damage, developmental
| disabilities, and death; —If a newbom does not have risk factors, then | 09/04/09
i . . the nursing staff must obtain a TcB or TSB (as
| 8. conduct TSB testing STAT when the TcB was indicated by policy) on the day of discharge. if
| in the high intermediats risk zone or high rigk the test results are greater than or equal to the
zone on the Bhutani curve for five newborns 75th percentile, the nursing staff gives the
(Patients 17, 21, 29, 30, and 228), resulting in the ; newborm's family a set of discharge instructions
! potential for delayed treatment, brain damage, | to follow up within 24 hours after discharge.
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A395!lContinuedFrompage104 A 395 The CNO and the Chair of Pediati §09104!09
o . e a e Chair o iatrics '
E developmental disabilities, and death; | : Department developed a discharge instructions |
. . . . : form specific to newborns at risk for
7. provide evidence the physician was notified of hyperbilirubinemia. The instructions document
the TSB results for two newboms (Patients 20 the physician's order that directs the family to
and 205), resulting in the potential for delayed follow up with:
treatment, brain damage, developmental A: the newbomn’s pediatrician with a specific
disabilities, and death; appointment date/time within one day of
discharge
: : B: to obtain follow-up bilirubin testing at the
g,.engt'g,y,' m:emﬁg rlsslgr:h:nn tul:: ;ﬁft;:s " hospital to be called to pediatrician for further
curve for one newbom (Patient 30), resutting in ot 1 folow up through the hospiar's ED.
the delay of freatment and the potential for brain
damage, developmental disabilities, and death; Women's Services Leadership Team provided |08/12/09
education to nursing staff on the process for
9. accurately document the bilirubin result on the assessing and documenting risk factors for
Hour Specific Bilirubin Nomogram {(documented hyperbilirubinemia at the beginning of each shift
in the low intermediate risk zone instead of the prior to nurses taking responsibility far patient
high intermediate risk zone) for one newbomn care. '
Patient 20), lting in the lack of interventi _
;rom thte s&ﬂm ur,:g potential fo? brain damge Women's Services Leadership Team provided | 09/04/09
dev mental disabiliti nd death: ! education to nursing staff on the
elop s, a ' hyperbilirubinemia discharge guidelines and
. . new forms at the beginning of each shift prior to
10. monitor sedation levels for two of two patients nurses taking responsibility for patient care.
receiving propofol for sedation in the ICU
(Patients 201 and 215), resulting in potential for
under sedation or over sedation; and, Women's Services Director directs and 08/12/09 &
provides ongoing foilowup education on this 09/04/09
11. to ensure one patient's pain (Patient 302) was process through various means, including
evaluated and treated in accordance with educational modules, memoranda, and a
accepted nursing standards and hospital policy weekly communication newsletter called “Baby
: and procedure. This failed practice placed the Steps.
| patient at risk for untreated pain.
1
i (The Bhutani Curve contains hour specific curves i
. of normai bilirubin values within the first 5 days of [
life. High, intermediate, and low risk zones are |
i

t
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A 385, Continued From page 105
| Low Intarmediate Zone (40%) does not require
: intervention. A TcB or TSB in the High Risk Zone
! (95%) or High Intermediate Zone (75%) requires
further investigation and possible intervention.
i Bilirubin levels are charted on the curve using the
i Hour Specific Bilirubin Nomogram document).

Findings:

1. The record for Patient 11 was reviewed on
August 6, 2009. Patient 11 was bom on June 4,
2009, at 4:28 a.m., at 37 6/7 weeks gestation
(time developing in the womb - normal 40 weeks).

The Newborn Admit Flowsheet dated June 4,
2009, at 6:45 a.m., indicated:

a. the mother was Rh negative and the baby was
AB+ (Rh incompatible);

b. the baby's general appearance included Caput
Succedaneum (scalp swelling that extends
across the midline and over the suturs lines and
is associated with head mouiding); and,

c. the baby had bruises on the right forearm.

The Weil Newbom Care Flowsheet dated June 4,
2009, at 6:30 p.m., indicated the baby was breast
fod for the first time at 11 hours and 45 minutes

of age.

The Hour Specific Bilirubin Nomogram indicated

the nurses did not assess for risk factors for |
developing hyperbilirubinemia. The nurses did not |
identify the Rh incompatibifity, bruising, defay in |
- feeding, caput, or gestational age of <38 weeks

, as nisk factors. On June 5, 2009, at 10:15a.m.
{30 hours of age), the TcB was 9.5 mg/d! and the

A 395 !fWomen‘s Services Director ensures review of [08/12/09 &

:100% of charts of newboms to confirm that they Ongoing
ara being assassed limely for jaundice and risk
jfaciors. and tested timely and in compliance
ywith the policy.

The indicators being raviewed include the
following for high risk cases:

TcB/TSB done each shift

STAT TSB results received in 1 hr

Cord Blood testing within 1 hr

Admit Risk on Nomogram

Narrative re Abnormal Findings

STAT TSB if TcB elgvated

TSB q 12 hours

MD netification of TSB

The Women's Services Leadership Team 08/12/09
provides re-education and counseling 1o nurses
whose audits fall out of compliance. Audit
results reflect substantial compliance with the
process.

Women's Services Director reports audit results | 10/15/09
to staff members, Dept of Pediatrics, and High
Retiabifity Unit (HRU) Multidisciplinary Team,
and Quality Pillar to PSC.

Sedation Scale/Pain Management

The Director of Critical Care/designee provided {12/18/09
re-education o ICU charge nurses on using the
Ramsey scale when litrating sedatives in the
ICU, and the ICU charge nurses in turn
provided hands-on training to all iICU nurses,
with the ICU nurses demonstrating
competence.

Med/Surg Telemetry Unit staff received Best of | 09/30/09
- Southwest Meeting Minutes, which included a
i reminder that if patient has any pain it should i
:be included in the IPOC along with notation of

. the patient's acceptable pain level.

!
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‘ P . -reminder to Med/Surg telemetry staff to recheck

j' TSB was 8.9 mg/dl, both in the high intermediate patient’s pain needs at the end of each shift.

| risk zone on the Bhutani curve. 3

. Monitoring:
Patient 11 was discharged home on June 5,
2009, at 12:50 p.m., with muitiple risk factors for Nursing Directors audit a random sample of 35 |11/30/09
developing hyperbilirubinemia, the TS8 in the charts per ICU per month to confirm appropriate
high intermediate risk zone, to follow up with the US? of Rar?sey scale is fr'ccurring- T;'heQ .
ysician th four days after discharge. outcome of monitoring will report to the Quality
ph fee to er d rge pillar for analysis and action planning as
: o appropriate. AfRer three consecutive months of
According to the AAP Guidelines: achieving target, the Quality pillar will determine
. . N N whalt, if any further action is warranted,

a. an infant with no risk factors who is discharged Y
home at 30 hours of age should be seen by the Nursing Services will report to the Quality pillar |12/21/09
age of 96 hours, but earlier follow up should be audit results of 10 charts per month for each
provided for those babies who have risk factors med/surg and telemetry unit regarding the
for developing hyperbifirubinemia; following issues;

b. the risk factors most frequently associated with
hyperbilirubinemia are breastfeeding, gestation
beiow 38 weeks, jaundice in a previous sibling
(brother or sister), and jaundice noted before
discharge (Patient 11 had thres of these four risk
factors), and, _

c. phototherapy is recommended for an infant at
30 hours of age, with risk factors for developing
hyperbilirubinernia, and a TSB of 8.9.

On August 6, 2009, at 2.26 p.m., Patient 11's
records were reviewed with the Nursery Manager.
The Manager stated Patient 11 had risk factors
for increased bilirubin levels; 37 6/7 weeks
gestation, bruises on the forearm, mother and

. baby's Rh incompatidility, not feeding until

; approximately 12 hours after delivery, and caput
| succedaneum. The Manager stated the risk ,
; factors should have been have been identified on |
. the Hour Specific Bilirubin Nomogram. !

3

1. Patient's acceptabie level of pain established
and documented.

2. Patient's actual leve! of pain is documented
on the vital signs flow sheet.

3. RN pain assessment complete on nurse
notes.

4. Pain rating is indicated before giving pain
medication and 30-60 minutes after each dose
of pain medication,

5. Patient offered medication for pain greater
than stated acceptable level.

6. MO is notified if satisfactory levei is not
achieved with current prescribed pain
rmanagement level.

:Nursing service created a format for
‘written feedback to individuai nurses ;
jconceming pain management and use of !

 Ramsay Scale. !

providing | 11/30/09

P

-
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During a concurrent interview with the Manager,
i she stated the TCB testing shouid have been

| performed as soon as the risk factors ware
present, not just on discharge. She statad the
TCB testing shouid have been performed within
two hours of birth, not 30 hours of age. The
Manager stated Patient 11 should have'received
an order for phototherapy because the TSB was
in the high intermediate risk zone on the Bhutani
cuive.

On August 6, 2009, at 4:35 p.m., RN 1 was _ _
interviewed. RN 1 stated TcB testing was
conducted when a baby was jaundiced within 24
hours of life and if positive for Coombs test. RN 1
| stated TcB shouid also be conducted before
discharging the newbom from the facility.

On August 6, 2009, at 4:40 p.m., RN 2 was
interviewed. RN 2 stated TcB testing should be
done on all babjes before discharging them. RN 2
-gstated if risk factors for increased bilirubin were
identified, TcB and/or TSB testing would be
conducted only if the physician ordered it. RN 2
stated if a baby had increased bilirubin levels in
the high intermediate risk zone or high-risk zone,
she would discharge the baby from the facility if
the physician ordered it.

On August 12, 2009, at 11:18 a.m., RN 3 was
interviewed. RN 3 stated she was the nurse who

| discharged Patient 11 from the facility. RN 3

| stated she wouid only conduct TcB testing if the

| baby was jaundiced, and only before discharging

i the baby from the facility. RN 3 stated she would

; not conduct TcB testing even if risk factors were

' identified, uniess the baby was jaundiced or being
, discharged. RN 3 stated she informed Patient

{ 11's physician of the increased bilirubin level :

i
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| (high-intermediate risk zone), and the physician
| ordered to discharge Patient 11 from the facility.

On August 11, 2009, Patient 11's record at GACH
2 was reviewed. Patient 11 was admitted to
GACH 2 on June 9, 2009, at 7:15 p.m. (four days
after discharge from the facility).

The Admission H&P dated June 9, 2009,
indicated the baby was taken to her PCP on ths
day of admission (June 9, 2009) for a scheduled
visit. Tha PCP did a TcB and the level was 15. A
TSB was done, and the result was 25. The
parents were instructed to go to [GACH 2] NICU
for further avaluation and treatment of
hyperbilirubinemia.

On June 9, 2009, at 7:40 p.m., the Total Bilirubin
lavel was 28.2 mg/dl {reference range was 0-12.4
mg/d() and the Direct Bilirubin was 0.6 mg/d|
{reference range was 0-0.4 mg/dl).

The Discharge Summary dated June 15, 2009, at
9:35 a.m., was reviewed. The record indicated,
"...Discharge diagnoses: indirect
hyperbilirubinemia - treated and resolved;
dehydration - resolved; and, feeding
dyscoordination - improved.. "

2. On August 12, 2009, Patient 12's record was
reviewed. Patient 12 was bom on July 26, 2008,
at 9:06 a.m., at 37 2/7 weeks gestation (time
developing in the womb - normal 40 weeks).

The Newbom Admit Flowsheet dated July 26,

f 2009, at 9:08 a.m., indicated the baby had a slight
: Caput Succedaneum (scaip swelling that extends
| across the midline and over suture lines and is

. associated with head moulding), was large for

!
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gestational age, and the mother's blood type was
O+, There was no Coombs test performed on the
cord blood.

The Hour Specific Bilirubin Nomogram indicated
the nurses did not assess for risk factors for
developing hyperbilirubinemia. The nurses did
not identify the gestational age of <38 weeks as a
risk factor. On July 27, 2009, at 5 a.m. (20 hours
of age), the TcB was 6.1, in the high intarmediate
risk zone on the Bhutani curve. There was no
TSB drawn. -

Patient 12 was discharged home on July 27,
2009, at 12 p.m., with risk factors for developing
hyperbilirubinemia, the TcB in the high
intermediate risk zone, and no order for follow-up
with the physician,

There was no evidence a case manager identified
the baby was at risk for hyperbiirubinemia during
their screening process. There was no avidence a
case manager was involved in the discharge
pianning of the baby to determine post hospital
needs. There was o evidence the nursing staff
identified the need for a discharge plan that
included close follow up for prevention of severe
hyperbilirubinemia.

On August 12, 2009, at 3:25 p.m., Patient 12's
record was reviewed with the Nursery Manager.
The Manager stated Patient 12's <38 weeks
gestation was a risk factor for hyperbilirubinemia.
The Manager stated the TSB Nomogram should
have indicated the risk factor for increased

i bilirubin levels.

I The Manager stated the TCB testing should have |

i been conducted within two hours of the baby's

A 395
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| @ge, sooner than 20 hours of age. The Manager

| was unabie to explain why TSB testing was not

| completad when the TCB resulted in the high
intermediate risk zone. The Manager stated TSB
testing should have been completed to determine
the need for phototherapy.

During a concurrent interview, the Manager was
unable to find evidence Coombs testing was
performed on Patient 12. The Manager stated
Coombs testing should have been done.

3. On August 12, 2009, Patient 13's record was
reviewed. Patient 13 was born on June 11, 2008,
at1240pm at 36 6/7 weeks gestation (ime
developing in the womb - normal 40 weeks), and
the mother's biood type was O+. There was no
Coombs test done on the cord blood.

The Hour Specific Bilirubin Nomogram indicated
the nurses did not assess for risk factors for
developing hyperbilirubinemia. The nurses did not
identify the gestational age of <38 weeks as a risk
factor. On June 12, 2009, at 3:40 p.m. (27 hours
of age), the TcB was 6.8, on the line of the high
intermediate risk zone of the Bhutani curve.

Patient 13 was discharged home on Friday, June
12, 2008, at 6:30 p.m., with a risk factor for
developing hyperbilirubinemia, the TcB on the line
of the high intermediate risk zone, to follow up
with the physician in two to three days (Sunday, a
: non office day, or Monday), with no specific
appointment.

: On August 12, 2009, at 3:25 p.m., Patient 13's
record was reviewed with the Nursery Manager.
The Manager stated the nurses should have

' assessed and identified the gestational ageof . ,
‘ [
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<38 weeks as a risk factor. The Manager stated
the TCB testing should have been done sooner
than 27 hours of age. She stated the testing

shouid have been done within two hours of birth.

During a concurrent interview, the Manager was
unable to find evidence Coombs testing was
performed on Patient 13. The Manager stated
Coombs testing should have been done due to
the mother's blood type.

The facility policy titied, "Hyperbilirubinemia,
Assessment, identification, and Intervention
Protocol,” last revised April 2008, was reviewed
on August 8, 2008. The policy indicated the
purpose was o identify newboms at risk for
hyperbilirubinemia, promots timely assessment of
hyperbilirubinemia, and Initiate appropriate
follow-up to aid in the prevention of kernicterus
(damage to the brain centers of infants caused by
increased levels of bilirubin).

The policy indicated the risk factors for
hyperbilirubinemia included but were not limited to
the following;

a. bruising and cephalhematomas (which
increase the production of bilirubin);

b. genetic or ethnic risk factors include sibling
with neonatal jaundice (yellowish skin
discoloration), East-Asian or Mediterranean
descant,

¢. inadequate nutrition/hydration through

| suboptimal breastfeeding;
| d. jaundice appearing in the first 24 hours after

{ birth (dark skin pigments may obscure

A 395

|
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¢

€. macrosomic (large for gestational age) infant of
| a diabetic mother,

f. near-term newboms at 35, 38, and 37 weeks of
gestation, particularly if they were breastfed:

g. significant weight loss (defined as > {greater
than) 10 % by discharge;

! h. temperature instability or treatment of sepsis;
and,

i. unrecognized hemnolysis, such as ABO blood
type incompatibility.
| The policy further indicated:

a. a TcB and/ or TSB would be done when visible

jaundice and/or risk factors were present, and
prior to discharge;

1 b. bilirubin levels were to be plotted on the
Hour-specific Bilirubin Nomogram;

c. ifthe TcB vaiue was greater than 75% (high
intermediate risk zone) on the nomogram
(Bhutani Curve) a TSB was to be drawn stat;

d. the physician was to be notified stat for values
J in the high intermediate or high-risk zone, or

 values greater than 12; and,

I
@. an order for phototherapy was to be obtained if

| the TSB was in the high intermediate or high-risk |
. Zohe. i

- The Newbom Nursery Preprinted Orders were !
i .
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reviewed on August 6, 2009. The orders directed
the staff to do the following:

| a obtain a TcB as indicated per protocol;

t

’ | b. if a TcB was performed, and the value was

. greater than or equal to 75% on the Bhutani

; Curve (high intermediate risk zone), draw a TSB
and notify the physician with results;

c. follow the protocol for recommended
interventions; and,

d. obtain an order for phototherapy if indicated
per protocol.

The facility poticy titled, “Cord Biood Collection &
Processing,” last revised November 2008, was
reviewed on August 12, 2009. The policy
indicated cord blood would be processed for Rh,
type, and coombs, on all infants of Rh negative
and/or type O mothers that delivered in this
hospital. )

On August 12, 2009, at 4 p.m,, the CNO was
notified Immediate Jeopardy was identified. The
Immediate Jeopardy was identified due to the
facility's failure to implement their policies and

procedures on:

a. assessing and identifying risk factors for
increased bilirubin levels;

b. performing TCB testing as soon as risk factors
: were identified;

c obtaining an order for phototherapy when the
| SB levels were in the high intermediate risk or
| high risk zone; and,
|

|
|
|
i
i
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i d. conducting Coombs testing when the baby's
mother's blood type was O positive or Rh
negative, to identify hemolytic disease of the
newbom and provide treatment as necessary.

Upon receipt of an acceptable written plan of
correction on August 12, 2009, at 6:47 p.m., the
Immediate Jeopardy was abated.

The plan of correction included the following
immediate actions:

a. newbom nursery admission orders to test cord
blood for type, Rh, and Coombs on all infants of
Type O or Rh negative mothers within one hour of
birth would be followed;

b. hyperbilirubinemia risk factors would be
assessed during the initial newbom assessment,
every shift, and prior to discharge;

c¢. if risk factors were identified, a TcB wouid be
performed at the time of identification;

d. if the TcB was in the high intermediate risk
zona or abova, a TSB would be drawn, and the
results would be called to the physician;

| e. if the TSB was in the high intermediate risk

| Zone or above, the physician wouid be contacted
| for interventions, which may include an order for
, phototherapy;

| 1. all nursery and couplet care nurses would

| receive education on the cord blood collection
! policy, the hyperbilirubinentia policy, the newbom

- nursery admission orders, and the hour specific
- bilirubin nomogram, prior to assuming a patient
J

A 385

I
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; care assignment; and, . |
g. the facility would monitor for compliance. | |

4, Patient 17's record was reviewed on August
26, 2009. Patient 17 was bom on July 14, 2008,
at3:33am.

The Newborn Admit Fiowsheet dated July 14,
2009, indicated the mother's blood type was O+.
There was no Coombs testing performed on the
cord blood.

The Hour Specific Nomogram indicated on July
18, 2008, at 4:30 a.m. (25 hours of age), the TCB
was 7, in the high intermediate risk zone. At4.35
am., the TSBwas 5.3.

The laboratory report for the TSB test, dated July
15, 2009, was reviewed. The report indicated the
blood specimen was collected on July 15, 2009,
at 6:30 a.m. (2 hours after the TCB test).

On August 26, 2009, at 9:45 am., the CLS
Director and the LS were interviewed. The LS
reviewed the TSB test order in the computer. The
-1 LS stated the iaboratory depariment received the
order in tha computer on July 15, 2609, at 445
a.m., and was placed as "routine” laboratory and
not as "Stat” The LS stated the blood was
collected for the test at 6:30 a.m., the laboratory
department received the blood specimen for the
test at 6:44 a.m., and entered the results at 7:12
a.m.

b

' On August 26, 2009, at 9:45 am., in an interview ; ;
- with the CLS Director, she stated for "Stat” { ‘ !
 laboratory tests, the specimen needed to be _ : r

collected immediately. The CLS Director stated | ; 7

FORM CMS-2587(02-09) Previous Versions Obsoletwe Event 10: DLPF 11 Facility 1D: 250000307 H continuation sheet Page 118 of 173




PRINTED: 11/27/2009

DEPARTMENT OF HEALTH AND HUM - SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPUIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
Cc
050701 8. WING 09/17/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
25500 MEDICAL CENTER DRIVE
SOUTHWEST HEALTHCARE SYSTEM MURRIETA, CA 92562
(X410 | SUMMARY STATEMENT OF DEFICIENCIES " S PROVIDER'S PLAN OF CORRECTION L )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE |  DATE
5 GEFICIENCY) g
A 395 Continued From page 118 A 395

| "Stat” laboratory test results were expected within
* an hour of the order. The CLS Director stated if
' the TSB was ordered "Stat,” the results were

| expécted within an hour.

On August 26, 2009, at 10:10 a.m., RN 4 was
interviewed. RN 4 worked in the nursary
department RN 4 stated when TCB results were
in the high intermediate or high risk zone in the
Hour Specific Bilirubin Nomogram, a TSB testing
needed to be done. RN 4 stated the biood was
drawn either by the nurses or the laboratory. RN 4
stated she entered the order for the TSB test in
the computer as ASAP according to facility
instructions. RN 4 stated the TSB testing was not
done “Stat” at all times.

On August 26, 2009, at 10:25 a.m., RN 6 was
interviewed. RN 68 stated she did couplet care
{mother and baby). She stated when TCB results
were in the high intermediate or high risk zone in
the TSB Nomogram, a TSB testing needed to be
done. She stated she would enter the TSB test as
“"ASAP” and not as "Stat."

On August 26, 2009, at 9:30 a.m., the Nursery
and OB Managers were interviewed. The
Managers stated when a TCB test resulted in the
high intermediate risk zone or high risk zone, the
TSB test needed to be done "Stat." The
Managers stated the blood specimen for the

i "Stat" tests needed to be drawn immediately after
i the TCB test. The Managers were unable to

. explain why it took two hours for the blood to be |
| drawn for the TSB. '
1

- The facility policy titied, “Hyperbilirubinemia, ? ;
i Assessment, [dentification, and Intervention i !
' Protocol,” last revised April 2008, was reviewed ! f

t
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. on August 8, 2009. The policy indicated if the TcB
 value was in the greater than 75% on TSB
Nomogram (Bhutani curve), the TSB test should
be done "Stat.”

5. Patient 20's record was reviewed on August
28, 2009. Patient 20 was bom on August 22,
2009, at 5:08 p.m.

The Welf Newborn Care Flowsheet dated August
23, 2009, at 7:55 p.m., indicated the baby was
taken to the nursery for an assessment, risk
factors for hyperbilirubinemia were reviewed, the
baby was jaundiced in color, and the TCB was
9.7 '

The Hour Specific Bilirubin Nomogram indicated
on August 23, 2009, at 7:55 p.m. (27 hours of
age), the TcB was 9.7, in the high risk zone on
the Bhutani curve. At 8 p.m. (27 hours of age),
the TSB result was 6.8, in the high intermediate
risk zone, but plotted by the nurse in the low
intermediate risk zone.

Patient 20's record did not have evidence an
order for phototherapy was obtained for the 6.6
TSB level, or documented evidence the staff
attempted to obtain an order for phototherapy
from the physician.

On August 26, 2009, at 11:50 a.m., Patient 20's
record was reviewed with the Nursery Manager
and the DWS. The Manager stated the TSB result
of 6.8 should have been plotted in the high

| intermediate risk zone.

; During a concurment interview with the ménager.
' she stated she could not find evidence the |
' physician was notified of the 6.6 TSB level, in the |

]
i '
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( high intermediate risk zone.

! 6. Patient 21's record was reviewed on August
| 27, 2009. Patient 21 was born on August 24,
i 2009, at 10:39 p.m.

The Hour Specific Bilirubin Nomogram indicated
on August 28, 2009, at 8 p.m. (45 hours of age),
the TCB was 10.7, in the high intermediate risk
zone. Also at8 p.m, the TSB was 7.9, in the low
risk zone.

The laboratory report for the TSB test, dated
August 26, 2009, was reviewed. The report
indicated the blood specimen was collected on
August 26, 2009, at 9:30 p.m. (1 1/2 hours after
the TCB test).

On August 27, 2009, RN 5 was interviewed. RN 5
was assigned fo couplet care (mother and baby).
RN § stated when a patient's TCB results were in
the high intermediate or high risk zone, the TSB
test should be done "Stat.” RN 5 stated “Stat"
TSB test results were expected within 45 minufes
of the TCB test.

On August 26, 2009, at 9:45 a.m., in an interview
with the CLS Director, she stated for "Stat”
laboratory tests, the specimen needed to be
collected immediately. The CLS Director stated
“Stat” laboratory test resuits were expected within
an hour of the order. The CLS Director stated if
the TSB was ordered "Stat," the results were
expected within an hour.

i The facility policy titled, "Hyperbilirubinemia,

! Assessment, Identification, and Intervention ,
; Protocol,” fast revised April 2008, was reviewed |
- on August 8, 2009. The policy indicated if the TcB :
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i value was in the greater than 75% on TSB

Nomogram (Bhutani curve), the TSB test should
be done "Stat."

7. The record for Patient 204 was reviewed on
August 25, 2009. Patient 204, a newbom female
of Asian descent, was born on July 10, 2009, at
8:58 am.

The Well Newbomn Care Flowsheet indicated the
baby was not feeding well, so a lactation
(breastfeeding) consult was done on July 11,
2009, at 10:30 a.m.

The Hour Specific Bilirubin Nomogram indicated
the nursing staff did not assess for risk factors for
developing hyperbilirubinemia. The nurses did not
identify the Asian descent or poor feeding as risk
factors. The nurses did not do a TcB untit July 11,
2009, at 5:45 p.m. (32 hours of age). The value
was 10.1, in the high risk zone on the Bhutani
curve. A TSB was drawn at 6:10 p.m. (33 hours
of age) with a result of 6.2, in the low intermediate
risk zone of the curve.

On July 12, 2009, at 5 a.m. (44 hours of age), the
TcB was 10.0, in the high intermediate risk zone.
The nurse's notes indicated the physician was not
notified, and no TSB was drawn.

On July 12, 2009, at 8:20 a.m., the nurse's notes
indicated the baby had, “si(ight) jaundice.”

]

i The baby was discharged home on July 12, 2009, ; !
| at 11:05 a.m., with risk factors for developing i :
 hyperbilirubinemia, the previous TcB in the high . \
_intermediate risk zone, no TSB dons, jaundice in |

j color, and no physician notification. : :
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| 8. The record for Patient 205 was reviewed on

| August 25, 2009. Patient 205, a newbom male of
| Aglan descent, was bom on June 2, 2009, at
11:55 p.m., at 37 4/7 weeks gestation (time
developing in the womb - normal 40 weeks).

The Hour Specific Bilirubin Nomogram indicated
the nursing staff did not assess for risk factors for
developing hyperbilirubinemia. The nurses did not
identify the Asian descent or the gestational age
of <38 weeks as risk factors. The nurses did not
do a TcB until June 4, 2009, at 3 p.m. (39 hours
of age), after discharge orders were written. The
value was 11.9, on the line of the high risk zone
on the Bhutani curve. A TSB was drawn at 3:11
p.m. (39 hours of age) with a result of 9.5, on the
line of the high intermediate risk zone of the
curve. There was no evidence the physician was
notified.

The baby was discharged home on June 4, 2009,
at 6 p.m., with risk factors for developing
hyperbilirubinemia, a TSB on the line of the high
intermediate risk zone, no notification of the
physician, and follow up with the pediatrician's
office in five days.

9. The record for Patient 207 was reviewed on
August 26, 2009. Patient 207, a newborn male of
Hispanic descent, was bom May 4, 2008, at 2
am.

The Physician's Record indicated the baby had a
cephalhematoma (bruising on the head), and was
being monitored for a possible infaction.

| The Well Newbom Care Flowsheet indicated the
" baby was jaundiced on May 6, 2008, at 2:40 a.m.,
/8:30 a.m., 8 am,, and 12 noon. {
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The Hour Specific Bilirubin Nomogram indicated

i tha nursing staff did not assess for risk factors for
developing hypesbilirubinemia. The nurses did not
identify the dark skin pigmentation, the

! cephalhematoma, or the possible infection as risk
factors. The nurses did not do a TcB until May 8,
2009, at 2:40 a.m. (48.5 hours of age), when the
baby appeared jaundiced. The result was 12.1,in
the high intermediate risk zone on the Bhutani
curve. A TSB was drawn, with a result of 11.3,
stil in the high intermediate risk zone on the
curve. There was no order obtained for

phototherapy.

10. Patient 29's record was reviewed on
September 3, 2009. Patient 28 was bom on
August 31, 2008, at 12:40 p.m. ,

The Hour Specific Bilirubin Nomogram indicated
on September 1, 2009, at 9:30 p.m. (32 hours of
age), the TCB was 8.7, in the high intermediate
risk zone on the Bhutani curve, At 10:45 p.m.,
the TSB was 8.9, in the high intermediate risk
zone.

On September 3, 2009, at 12:40 p.m., a facility
document, which indicated the laboratory test
order entry, collecting, and processing was
raeviewed with the CLS Director. According to the
document, the CLS Director stated:

a. The order for the TSB testing was entered in
the computer on September 1, 2009, at 10:33
;i p.m. (one hour after the TCB testing),

' b. The blood specimen for the TSB test was
collected on September 1, 2009, at 10:45 p.m.
(one and 1/4 hours after the TCB testing); and,

A 395
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| ¢. The TSB result of 8.9 was relayed to the
licensed nurse at 11:40 p.m. (two hours and 10
minutes after the TCB testing).

On September 3, 2009, at 3:55 p.m., the Nursery
Manager was interviewed. The Manager stated
the "Stat” TSB test should have been completed
immediately and the results should have been
available within an hour of the TcB results.

On August 26, 2009, at 9:45 a.m., in an interview |-
with the CLS Director, she stated for "Stat”
laboratory tests, the specimen needed to be
collected immediately. The CLS Director stated

| "Stat" 1aboratory test resuits were expected within
an hour of the order. The CLS Director stated if
the TSB was ordered "Stat,” the results were
expected within an hour.

The facility policy titled, "Hyperbilirubinemia,
Assessment, Identification, and Intervention
Protocol,” fast revised April 2008, was reviewed
on August 8, 2009. The policy indicated if the TcB
value was in the greater than 75% on TSB
Nomogram (Bhutani curve), the TSB test should
be done "Stat."

11. Patient 30's record was reviewed on
September 3, 2009. The patient was bom on
August 28, 2009, at 10:38 a.m.

The Hour Specific Bilirubin Nomogram indicated
' on August 29, 2009, at 5 a.m. (18 1/2 hours of
age), the TCB was 8.1, in the high risk zons on
' the Bhutani curve. At 7:10 am., the TSBwas 7, in
' the high intermediate risk zone.

The laboratory report for the TSB test, dated t |
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| August 29, 2009, was reviewed. The report |
' indicated the blood specimen was collected on
August 29, 2009, at 7:10 a.m. (2 hours after the
TCB test).

On September 3, 2009, at 3.55 p.m., the Nursery
Manager was interviewsd. The Manager stated
the "Stat" TSB test should have been completed
immediately and the resuits should have been
available within an hour of the TcB resuits.

On August 28, 2009, at 9:45 am., inan interview
with the GLS Director, she stated for “Stat”
taboratory tests, the specimen needed to be
collected immediately. The CLS Director stated
“Stat” laboratory test results were expected within
an hour of the order. The CLS Director stated if
the TSB was ordered "Stat,” the results were
expected within an hour.

The facility policy titled, "Hyperbilirubinemia,
Assessment, Identification, and Intervention
Protocot,” last revised April 2008, was reviewed
on August 8, 2009. The poficy indicated if the TcB
value was in the greater than 75% on TSB
Nomogram (Bhutani curve), the TSB test shouid
be done "Stat" h

12. The record for Patient 228 was reviewed on
September 4, 2009. Patient 228, a newbom male,
was bom on August 31, 2009, at 4:22 a.m. The
Newbom Admit Flowsheet indicated the baby
ingested matemnal blood at the time of delivery. ,
The admission physical assessment was not |
{ completed, therefore no physical risk factors for
; developing hyperbilirubinemia were assessed.

' The Hour Specific Bilirubin Nomogram indicated ' : ' x
' the nurses identified dark skin pigmentation and I
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! ingestion of maternal blood as risk factors, and

| TcB levels were obtained each shift. The TcB

' result on September 1, 2009, at 8:40 am., was

| 7.0, on the line of the high intermediate risk zone
?l on the Bhutani curve. There was no TSB drawn.
The baby was discharged home on September 1,
2009, at 10:40 a.m., with risk factors for
developing hyperbilirubinemia, a TcB on the line
of the high intermediate risk zone of the curve, no
TSB level, and Instructions to follow up with the
pediatrician in two days.

13. The record for Patient 217 was reviewed on
September 4, 2009. Patient217,a newbom
male, was bom on September 3, 2009, at 73T
weeks gestation (time developing in the womb -
normal 40 weeks).

The Hour Specific Bilirubin Nomogram indicated
the nursing staff did not identify the gestational
age of <38 weeks as a risk for developing
hyperbilirubinemia.

14. The record for Patient 267 was reviewed on
September 3, 2009. Patient 267 was bom on
August 27, 2009, at 1:29 p.m., at 37 6/7 weeks
gestation (time developing in the womb - normal
40 weeks), and was being breastfed.

The Well Newborn Care Flowsheet indicated the
nurses did not identify the gestational age of <38
weeks as a risk factor for deveioping

hyperbilirubinemia.

The Hour Specific Bilirubin Nomogram indicated |
' the nurses did not identify gestational age of <38

weeks as a risk factor for developing
hyperbifirubinemia.

¢
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15. The record for Patient 268 was reviewed on
September 3, 2009. Patient 268 was bom on
August 27, 2009, at 1:31 p.m., at 37 6/7 weeks
gestation (time developing in the womb - normai
40 weeks), and was being breastfed.

The Physician's Record of Newbom Infant
indicated the physician identified the gestational
age of 37 weeks as, "pertinent,” history.

The Well Newbom Care Fiowsheet indicated the
nurses did not identify the gestational age of <38
weeks as a risk factor for deveioping
hyperbilirubinemia.

The Hour Specific Bilirubin Nomogram indicated
the nurses did not identify gestational age of <33
| weeks as a risk factor for deveioping
hyperbilirubinemia.

After identification of Immediate Jeopardy on
August 12, 2009, and submission of a plan of
correction, the facility failed to monitor the
effectivaness of the corrective action to ensure
safe discharge of newborns at risk for developing
hyperbilirubinemia.

16. The record for Patient 201 was reviewed on
August 26, 2009. Patient 201, a 35 year old
mate, was admitled to the ICU on July 18, 2009,
with diagnoses that included respiratory failure.

|
w
| The ICU flowsheet indicated the patient required |
| intubation (a tube inserted into the trachea to ;
' assist with breathing), and sedation with propofol ‘
. (a hypnotic medication used for sedation in ‘
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A physician's order dated July 18, 2009, indicated
the propofol was to be titrated (increased or
decreased) to maintain a ramsay score of three
(the ramsay scale scores the level of sedation
according to how rousabie the patient is. A score
of three means the patient responds to
commands).

The ICU flowsheets indicated the propofol drip
was managed as follows:

On August 18, 2009:

al. 11 a.m,, started at 20 mcg/kg/min, no ramsay
score was documented;

a2. 12 noon, decreased to 10 mcg/kg/min, no
ramsay score was documented;

a3. 1 p.m. and 2 p.m,, decreased to 8.3
mcg/kg/min, no ramsay score was documented,

ad4. 3 p.m. and 4 p.m., increased to 20
mcg/kg/min, no ramsay score was documented;

a5. § p.m., decreased to 18 mecg/kg/min, then to
18 mcg/kg/min, no ramsay score was
| documented;

J a6. 8 pm and 7 p.m., increased to 24.2
| meg/kg/min, no ramsay score was documented,

a7 8 p.m. through 2 a.m , increased to 36

mcg/kg/min, no ramsay score was documented,

a8. 3 a.m. and 4 am., increased to 50
mog/kg/min, no ramsay score was documented,

A 395
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a9. 5 a.m. through 7 a.m,, increased to 100
meg/kg/min (doubled), no ramsay score was
documented.

On August 18, 2009:

b1.8 a.rh.. decreased to 30 mcg/kg/min, no
ramsgy score was documented;

b2. 9 a.m., decreased to 25 mcg/kg/min, no
ramsay score was documented;

b3. 10 a.m., decreased to 20 meg/kg/min, no
ramsay score was documented,

decreased to 80 mcg/kg/min, no ramsay score
was documented;
no ramsay score was documented;

b8. 2 p.m., decreased to 70 mcg/kg/min, no
ramsay score was documented;

b7. 3 p.m., decreased to 60 mcg/kg/min, no
ramsay score was documented;

b8. 4 p.m. and 5 p.m., decreased lo 50

i b9. 8 p.m. and 7 p.m,, increased to 60

. 80 mcg/kg/min, NO ramsay score was
| documented;

b4. 11 a.m., increased to 90 meg/kg/min, then

bS. 12 noon and 1 p.m., stayed at 80 meg/kg/min,

mecg/kg/min, no ramsay score was documented;

' mcg/kg/min, no ramsay score was documented,
i

' 10. 8 p.m., increased to 60 meg/kg/min, then to |

A385]
b

|
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' b11. 9 p.m. and 10 p.m., increased to 60 : |
mcg/kg/min, no ramsay score was documented, |

' p12. 11 p.m., decreased to 80 meg/kg/min, no
ramsay score was documented;

b13. 12 midnight through 2 am., increased to 80
mcg/kg/min, no ramsay score was documented,
and,

b14. 3 a.m. through 7 a.m., increased to 100
meg/kg/min, no ramsay score was documented.

A physician's order dated August 20, 2009,
indicated the propofol was to be titrated to
maintain a ramsay score of 5 (the patient exhibits
: a sluggish response fo a light tap between the
eyebrows or a loud sound).

The ICU flowsheet dated August 22, 2008,
indicated the propofol was infusing at 100
meg/kg/min from 7 p.m. to 7 a.m,, and no ramsay
score was documented.

The ICU flowsheet dated July 29, 2008, indicated
the propofol was infusing at 80 meg/kg/min from
7 a.m. until 11 a.m., when it was tumed off.

17. The record for Patient 215 was reviewed on
August 25, 2009. Patient 215, a 21 year old
male, was admitted to the facility on August 15,
2009, with a stab wound.

The ICU flowsheet indicated the patient required |
" intubation (a tube inserted into the trachea to !
' assist with breathing) and sedation with propofol
 (a hypnotic medication used for sedation in
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patients on ventilators).

I — S

A physician's order dated August 15, 2008,

' indicated the propofol was to be titrated
(increased or decreased) to maintain a ramsay
score of four (the ramsay scale scores the level of
| sedation according to how rousable the patient is.
A score of four means the patient exhibits a brisk
response to a light tap between the eyebrows or a
loud sound ).

The ICU flowsheets indicated the propofol drip
was managed as follows:

On August 16, 2009:

al. 7 a.m. through 11 a.m., infusing at
60mcg/kg/min, no ramsay score was
documented;

a2. 12 noon and 1 p.m., decreased to 58
meg/kg/min, no ramsay score was documented;

a3. 2 p.m. and 3 p.m., decreased to 56
meg/kg/min, no ramsay score was documented;

ad. 4 p.m. and 5 p.m., decreased to 54
mcg/kg/min, no ramsay score was documented,
and,

a5. 7 p.m. through 7 a.m., increased to 60
mcg/kg/min, no ramsay score was documented.

On August 17, 2008:

: b1. 7 a.m. through 7 p.m., infused at 60
mcg/kg/min, no ramsay score was documented; |

b2. 8 p.m., increased to 70 mcg/kg/min, no
i
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ramsay score was documented; and,

b3. 9 p.m. through 7 a.m., infused at 70
mog/kg/min, no ramsay score was documented.

On August 18, 2009:

c1. 7 a.m. through 9 a.m., infusing at 70
moeg/kg/min, no ramsay score was documented;

¢2. 10 a.m., decreased to 80 mcg/kg/min, no
ramsay score was documented,

¢3. 11 a.m., decreased to 50 meg/kg/min, no
ramsay score was documented;

c4. 12 noon through 2 a.m,, infusing at 50
meg/kg/min, no ramsay score was documented;

c5. 3 am.,, increased to 60 meg/kg/min, no
ramsay score was documented; and,

¢8. 4 a.m. through 7 a.m., infusing at 60
mcg/kg/min, no ramsay score was documented.

A physician's order dated August 20, 2009,
indicated the propofol was to continue, versed (a
sedative) was to be added, and the combined
drips were to be titrated to a ramsay score of
three (the patient responds to commands).

The ICU flowsheet dated August 20, 2009,
indicated the propofoi infused at 59 meg/kg/min
until 11 a.m., when it was turned off. The versed
drip continued. No ramsay score was
documented.

| The ICU flowsheet dated August 21, 2009,

|
j indicated the propofol was turned back on at 8:10 |

i H
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| The ICU flowsheets indicated the propofol drip
' was managed as follows:

On August 21, 2008:

d1. 9:10 a.m., started at 20 meg/kg/min, no
ramsay score was documented;

d2. 10 a.m., increased to 30 mcg/kg/min, no
ramsay score was documented,

d3. 11 a.m. and 12 noon, increased to 35.1
mcg/kg/min, no ramsay score was documented;

d4. 1 p.m. through 3 p.m,, increased to 38.7
mecg/kg/min, no ramsay score was documented;

d5. 4 p.m. through 8 p.m., decreased to 37.2
mecg/kg/min, no ramsay score was documented,
and,

d8. 7 p.m. through 7 a.m., infusing at 37.2
mcg/kg/min. The nurse documented a ramsay
score of four at 7 p.m., 8 p.m. and 9 p.m. (more
sedate than ordered by the physician). No
ramsay score was documented from 10 p.m.
through 7 a.m.

On August 22, 2009:

e1. 7 a.m. through 7 p.m,, infusing at 37.2
meg/kg/min, no ramsay score was documented;

|

| @2. the nurse documented a ramsay score of

| three - four at 7 p.m. (more sedats than ordered
' by the physician), and increased the propofol to
39.3 meg/kg/min;
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e3. the nurse documented a ramsay score of

| three (the level ordered by the physician) at 10
| p.m., but increased the propofol to 42.75

! meg/kg/min;

o4. the nurse documented a ramsay score of four
(more sedate than ordered by the physician), but
increased the propofol to 44.5 mcg/kg/min. The
infusion remained at 44.5 meg/kg/min the rest of
the night shift (until 7 a.m.). No additional ramsay
scores were documented.

On August 23, 2009:

f1. 7 a.m., increased to 51.4 meg/kg/min, no
ramsay score was documented,

f2. 8 a.m., increased to 3.8 mcg/kg/min, no
ramsay score was documented;

£3. 9 a.m., increased to 89 mcg/kg/min, no
ramsay score was documented;

f4. 10 a.m. and 11 a.m., decreased to 63.8
mcg/kg/min, no ramsay score was documented;

f5. 12 noon, increased to 70.9 mcg/kg/min, no
ramsay score was documented;

6. the propofol continued to infuse at 70.8
mcg/kg/min until 7 a.m. (19 hours). No ramsay
score was documented.

! During an interview with the ICU CN on August

' 27. 2009, at 9:37 a.m., the CN stated they titrated

" propofol infusions according to the ramsay scale.
She stated if the nurses needed a reference when

: they were assessing their patients, the scale was

|

A 395

!
t
'
1
I

i

}
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E on the physician order form.

The Medication Drip Titration Order form was
reviewed on August 27, 2009. The form indicated
the ramsay scale was abbreviated as follows:

a. SWHC score of four - asteep with brisk
response to light stimulation. Ramsay score of
four - exhibits brisk response to light glabellar
(between the eyelids) tap or loud auditory
stimulus.

b. SWHC score of five - asleep without response
to light stimutation. Ramsay score of five -
exhibits a sluggish response to ight glabeliar tap
or loud auditory stimulus.

During an interview with the ICU Director on
August 27, 2009, at 10:15 a.m., the direcior
stated the facility did a, “read and sign,” to
educate the nurses on the use of the ramsay
scale. She stated all of the ICU nurses received
a packet of information regarding the ramsay
scale, and they had to read the information and
sign a sign in sheet. The director stated the
facility did not validate the nurses’ understanding
of the information. She stated, "if they have
questions, they ask.”

The "read and sign” packet was reviewed on
August 27, 2009. The packet had a cover page
directing the nurses to document a ramsay score
| with every adjustment of propofol. The page

. inciuded a sample ramsay scale (the same

| abbreviated scale that was on the physician's

' order form).

" According to Michaet A, E. Ramsay, MD, How to

4

- use a Ramsay Score to assess the level of ICU !

A 395

|

i
+
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sedation indicated:

a. the rousability stimulus (glabellar tap or loud
auditory stimulus) was specifically designed notto
be a painful test and not to startle the patient. it
was planned that a sleeping patient would not be
aroused to a fully awakened slate, so the sleep
pattem would not be disturbed.

b. the scoring system should be part of the
regular assessment of the ICU patient,

c. under sedation can result in increased blood
pressure, increased heart rate, seff injury due to
accidental removal of tubes and lines, and fear
and pain leading to emctional problems; and,

d. over sedation can result in increased time on
the ventilator and increased 1CU stay.

According to the PDR, 2009, abrupt
discontinuation of propofol should be avoided, as
it may result in rapid awakening with associated
anxiety, agitation, and resistance to mechanical
ventilation.

Patients 201 and 215 were sedated with propofol
drips without appropriate assessment of their
sedation leveis. Both patients were abruptly
removed from the medication. Patient 215 was
sedated more than ordered by the physician.

There was no evidence the nursing staff

understood the use of the ramsay scale in 1 |

managing the sedated patienton a propofol drip. |
i 5 . \

+ 18. During a review of Patient 302's medical
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 record on August 27, 2009, a note from the PT
evaluator dated August 27, 2009, between 10:05
and 10:50 a.m., indicated the patient had,
“axtrerme,” pain and the PT had alerted the nurse
to this fact

During an interview with RN P on August 27,
2009, at 12:30 p.m., she stated the PT had
informed her a couple of hours earlier that Patlent
302 was in pain. When asked if she had
subsequently re-evaluated the patient to assess
his pain, RN P stated she had not. When asked if
Patient 301 received the Norco (a pain
medication) he had available under his doctor's
orders, she stated Patient 302 received a dose at
4:30 a.m., but he had not been given the 10:30
a.m. dose of Norco.

During an interview with the MS Manager on
August 27, 2009, at 12:35 p.m., she stated
Patiant 302's pain should have been reassessed
. and treated in accordance with the facility policy.

The facility policy titled, "Pain Management’,
revised 2/09, was reviewed on August 27, 2009.
Page two of the policy indicated pain
management should be aggressive as well as
progressive, starting with the most effective
immediate treatments. Page three indicated the
staff was to, "Reassess patients at regular
intervals such as:...With each new report of pain.”

A 396 | 482.23(b)(4) NURSING CARE PLAN + A398
| Sea plan of correction starting next page.

The hospital must ensure that the nursing staff
] develops, and keeps current, a nursing care plan
for each patient.

i
|

' This STANDARD is not met as evidenced by: | ;
Based on interview and record review, the facility ' !
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failed, for one obstetric patient (Patient 306), to ! \Women's Services Director reeducated the | 12/18/09
| ensure the formulation of a care plan to meet ! Nursing staff conceming the requirements for
| identified needs. This failed practice placed the completion of the IPOC, including the need to
| patient at risk for a poor health outcome. L identify desired outcomes and interventions for
]

| all identified care issues. Women's Services
‘Director directs and provides ongoing followup
education on this process through various

. means, including educational modules,
The record for Patient 306 was reviewed on memoranda, and a weekly communication

August 26, 2009. The Obstetric Interdisciplinary . "
Plan of Care indica tod two care [ssues wers newsletter called "Baby Steps.
identified, potential alieration in comfort and
potential for infection, identified by the RN's
initiais and date. There were no expected goals or
outcomes and no interventions were specified.

i Findings:

The facility poticy titied, "Care Planning, Patient’,
revised 3/08, was reviewed on August 28, 2009.
Page 2 of the policy, indicate the care plan:

a. would be initiated by a registered nurse; -

b. would include a concise description of desired
outcomes {short range goals); \

¢. would include the standard of care
(interventions/teaching plan),

1
i d. would include long-term goals
(interventions/teaching plan, discharge planning),

! . would be re-developed by a RN as neaded,

1 and,

lﬁ f whenever possible, would include active 5
. participation of the patient/significant others and :
. interdisciplinary heaith team. !

A 748 482.42(a) INFECTION CONTROL OFFICER(S) = AT748

|
|
|
3
i
i
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. The ADQO reviewed and confirmed that the 1 11/09/09
A 748 Contmued From page 137 3 A 748 hospital hired an additional Infection Control
' infection control officer or officers to deveiop and Coordinator. This change provides an Infection
implement policies governing controi of infections - 'Control Coordinator for each campus and an
and communicable diseases. : interim Director of Infection Control responsible
: for developing and implementing policies
This STANDARD is not met as evidenced by: .goveming infection control.
Based on observation, interview, and record
review, the facility failed to ensure appropriate The Director of Infection Control reviqwed and |09/01/09
procaions weretaken n thee of fes oors confimed i b bospal poi on cleler,
(ICU four, 165, and 161) where patients had P 9 -
MRSA (a bacteria resistant to muitiple antibiotics) The Director of Infection Controt confirmed that | 09/01/09
and were in contact isolation, resulting in ‘h_e training on isolation and cleaning procedures is
potential for spread of infection to patients in the part of new employee orientation and annual
ICU and on the MST floor, visitors, and staff. refresher training for alt nursing staff. .
Findings: The Director of Infection Control reviewed and | 10/31/09
approved educational matenal for the nursing
1. During a tour of the ICU at RSMC on August staff. The Department of Education provided
27, 2009, at 8:37 a.m., accompanied by the ICU o st infocious cleasos
CN, the Cuh: m":: ?:da;o:er“éa: an isolation may be in isofation. The training reviewed the
room, as the paten placement of the isolation cart, the location of
. . the barrier, the use of gloves, and the use of
Obse“'ﬂ‘m“ of the room revealed it was an open cavi-wipes. Training was provided on the units
room, with three walls and no door. A sign at shift change and in department meetings. ]
indicating no blood draws on the right arm was on Reminders were aiso circuiated to nursing staff
the right hand wall, covering a contact isolation through newsietters. In addition to the above
sign. A cart containing PPE was part inside and activities, Infection Control was a topic at the
part outside the room (overiapped into the room formal “What You Need to Know educational
and the haliway). sessions for the nursing staff.
i . Nursing leadership teams on the units conduct | 11/01/09 &
l} At 10:02am., Rl:l 30 was.obsarved c'lonr?lng a perodic observation rounds on each shift to ongoing
| gown, then drawing the privacy curtain with no confirm compliance with infection control
gloves. 'isolalion procedures by physicians and staff
U at RSMC 'working with patients in isolation.
' During an observation in the ICU at on ;
: August 27, 2009, at 41 a.m., accompanied by the |
| |CC. room four was observed with the soiled linen | i
 cart inside the room, facing out into the hall (the :
- only way to get soiled linens into the cart would be | '
 to walk into the hall with the soiled linen and open | i
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A 748" Continued From page 138 " A 748 The Director of Infection Control and Infection | 11/30/09 &
l, . . Control Coordinators perform random rounds ongoing
! the cart). The privacy curtain was observed lying pach week to observe nursing staff working with
' on the soiled linen cart. The ICC stated she could patients in contact isolation to confirm ongoing
! not define the line delinaating clean and dirty. compliance with the procedures. They provide
She stated it could be the privacy curtain, or it Fjust in time” feedback and reminder training
could be the wall where the room was entered. directly for any observed deficiencies.

The ICC stated the soiled linen cant facing out to
the hall, and the privacy curtain lying on the soied
linen cart wers, "problems.” The ICC stated the
facility used, “cavi wipes," to clean surfaces in
the room. She stated after wiping a surface with
the cavi wipe, the surface needed to stay wet with
solution {contact time) for three minutes.

During an interview with RN 30, on August 27,
2009, at 11:10 a.m., the RN stated she
considered the privacy curtain as the fine
delineating clean and dirty in the room. The RN
stated she cleaned surfaces in the room with cavi
wipes. She stated she wiped the surfaces for 20
to 30 seconds and waited for the surface to dry,
*about 10 seconds.” '

The manufacturer recommendations for cavi
wipes were reviewed on August 27, 2009. The
recommendations indicated the contact time for
effective cleaning was three minutes.

During an observation in the ICU at RSMC on
August 27, 2009, at 11:17 a.m., accompanied by
tha ICC, room four was observed with the cart
containing PPE inside the room, on the other side
l of the privacy curtain. The privacy curtain was |
| tying on the top of the cart. RN 30 was observed |

| entering the room, placing medications and :
' papers from the medical record on the top of the 1 . '
' cart, donning (putting on) PPE, then proceeding |
1 to the patient's bedside. The ICC stated, since !

| the privacy curtain was dirty, and it was lying on ,
| the cart, the cart was contaminated (dirty). |
! .
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A 748 | Continued From page 139 AT748
RN 30 was observed leaving room four at 11:32

cam., with the papers from the medical record.
i She walked to the nurses' station, and placed the
i papers on the counter.
| 2 During a tour of the MST unit on August 27,
2009, at 4:10 p.m., accompanied by the MS
Director, room 165 was observed with a contact
isolation sign on the door. Two blue bags with
soiled linen were abserved on the floor at the

. The MS Director stated the patient in
the room had MRSA.

At 4:14 p.m., RN 31 waiked to the room, picked
up the bags, and carried them down the hail. RN
34 was not wearing gloves. The RN stopped ata
door, put the bags down, and with the same hand
she carried the soiled linen, she pushed a keypad
on the door, opened the door, and put the bags in
the trash.

During an interview with RN 31, on August 27,
2009, at4:17 p.m., the RN stated she did not
know room 165 was a contact isclation room.
She stated she, “usually,” wore gloves.

3. During a tour of the MST unit on August 27,
2009, at 4:10 p.m., accompanied by the MS
Director, room 161 was observed with two
entrances. Both doors were closed. One of the
doors led to the room the patient was in, and the
other door led to an ante room (a smail room
adjoining the patient room where PPE is located,
this is the room staff and visitors should enter _ !
when a patient is in isolation). A contact isolation i
' sign was on the door leading to the patient room. 1 "
| There was no isolation sign on the door leading to ‘
| the ants room. The MS Director stated the |
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A 748

A789

: Continued From page 140
| patient in the room had MRSA.

During an interview with the ICC on August 27,
2009, at 4:30 p.m., the ICC stated, since the staff
and visitors entered through the ante room when
a patient was in isolation, thers should be a
contact isolation sign on the ante room doar.

The facility policy titled, “Isolation Precautions,”
was reviewed on August 27, 2009. The policy
indicated the following:

a. the goal of contact isolation was to provide a
barrier between the infectious material and a
person who could potentially spread the infection;

b. the isolation cart is to be outside the room,

¢. an isolation sign should be visible on the door
or door jam; and,

d. gloves were to be worm if coming into contact
with potentially infective material.

The manufacturer recommendations for cavi
wipes were reviewed on August 27, 2009. The
recommendations indicated the contact time for
effective cleaning was three minutes.

482 43 DISCHARGE PLANNING

The hospital must have in effecta discharge
planning process that applies to all patients. The
hospital's policies and procedures must be

i specified in writing.

|

| This CONDITION i8 not met as evidenced by.
. Based on interview and record review, the facility |
 failed to ensure:

i
t
I
|
|
t

A 748

A 799

See plan of correction next page.

1
i
b
i
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A 799 Continued From page 141 A 'lggi1 o " n 800§ 2
ischa ; ;1. Please see the response to or actions
E la?eppf;foﬂart\::bo m ‘%x?;:g:gd 1’?‘?;“112 ,the hospital has taken to improve discharge
'| Wy ‘planning and follow-up care for newbomns.
! 2_05. 265, 218, 227, 228, 247, 27@. and 285) with
i risk factors for developing hyperbilirubinemia 2. Please see the response to A 800 for actions
and/or a TcB and/or TSB in the High Intermediate the hospital has taken lo improve discharge
Risk Zone on the Bhutani Curve (ABCO); planning for other patients.
2. discharge planning for one patient (Patient 3 Pleas_e see the response to A 811 for 9clions
304) who had concems about her living situation, the hospital has taken with regard to outside
resulting in the potential for an unsafe discharge case managers.
(ABOO); 4. Please see the response to A 843 for actions
. . . the hospital has taken to improve ongoing
g;documfg:‘:hrzg g:g;gmr%:&ig“?gﬂmnm reassessment of the discharge planning
ocess rocess.
22, 211, and 213), by failing to requirs cutside P
CMs to document in the permanent record,
resulting in the potential for an inappropriate
discharge, discharge needs not being met, and
injury and death for patients belonging to HMOs
(A811); and,
4. the effectiveness of the discharge planning
process was reassessed on an ongoing basis,
resulting in the inability to determine if discharged
patients had their post hospital needs met, and
the potential for inappropriate discharges, injury
and/or death of discharged patients (AB43).
The cumulative effect of these failed practices
resulted in the failure to ensure a safe and
effective discharge planning process.
A 800 | 482.43(a) CRITERIA FOR DISCHARGE A 800
EVALUATIONS
| The hospital must dentfy at an early stage of | See next page for plan of correction.
 hospitalization all patients who are likely to suffer |
| adverse heaith consequences upon discharge if ;
 there is no adequate discharge planning. ‘
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A 80O | Continued From page 142 A 800 Z‘I;Zhnepartm.edm_of Pediatrics developed 10/19/09
This STANDARD is not met as evidenced by: di arge gus elines to ensure timely follow-up
. - lfor babies deemed to be at risk for
Based on interview and record review, the facity | nyperbilirubinemia, including discharge orders
failed to ensure: for post- hospitalization follow up of infants at
. . . risk for hyperbilirubinemia. The discharge
a. appropriate discharge planning and follow-up guidelines now advise that the baby needs the
care for 11 newbom infants (Patients 11, 12, 13, following on the day after discharge:
205, 265, 218, 227, 228, 247, 278, and 285) with A: An appointment with the newborn’s
risk factors for developing hyperbilirubinemia pediatrician with a specific appoiniment
and/or a TcB and/or TSB in the High Intermediate gat'gﬂlllme \»ritht:5|11 Ot;? dtav:f dlstc:\hargh%s sl with
; . : Follow-up bilirubin testing at the hospital wi
Risk Zone on the Bhutani Curve; and, results called to the pediatrician for further
t and treatment, or
b. discharge planning for one patient (Patient assessmar 2 -,
304) who had co . her fiving situation, C: Follow up in the hospital's ED.
resulting in the potential for an unsafe discharge. The CNO and Chair of Pediatrics Department | 09/04/09
) developed a discharge instructions form specific
(The Bhutani Curve contains hour specific curves to newboms at risk for hyperbilirubinemia. The
of normal bilirubin values within the first 5 days of instructions document the physician’s order that
life. High, intermediate, and low risk zones are directs the family to follow up with:
designated along the curves according to the risk A: the newborn's pediatrician with a spacific
of developing hyperbilirubinemia that will need appointment date/time within one day of
ffm:gm:dm i.;:es a&md;':: ,&Bk Zo‘ﬂr: or gls t(z‘ :Lgt:in follow-up bilirubin testing at the
6) not requ hospital to be called o pediatrician for further
intervention. A TcBor TSBin the High Risk Zone assessment and treatment
g:r) 0;\:'2:9'3' Itionwl 'amdnd‘am zo"blele gm;“ C: or to follow up through the hospital's ED.
er i possi
Women's Services Leadership Team provided 08/12/09 &
(A TcB is a non invasive method of screening to education to nursing staff on the process for 09/04/09
determine the probable level of bilirubin in the zssesr»:_ipg te:_nd d?currngf;ﬂngh risk factors for
blood yperbilinsbinemia a ischarge
) guidelines/instructions.
(A TSB Is the actual level of bilirubin in the blood, W . . . )
Mg omen's Services Direclor directs and 08/12/09 &
fetmmed by drawing blood and sending it to the provides ongoing followup education on this 09/04/09
ab) process through various means, including
L ) educational modules, memoranda, and a
This failed practice resuited in Patient 11 being weekly communication newsletter cailed "Baby
admitted to a NICU for treatment after discharge Steps.”
from the facility, and the potential for davelopment
| of brain damage and death of the newbom
l infants.
|
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A 800! Continued From page 143 A 800; The Hospital has taken the following actions to
| .improve the involvement of case managers in
! Findings: ' discharge planning, both for newboms and for
i 'adult patients:
] 1. The record for Pa}ient 11 was reviewed on The DCM daveloped a pre-printed form for 10/01/09
: August 8, 2009. Patient 11 was bom on June 4, discharge planning. The form incorporates an
2009, at 4:28 a.m., at 37 6/7 weeks gestation initial screening for risk factors, a needs
(time developing in the womb - normal 40 weeks). assessment that is to ba completed if risk
factors are identified, discharge planning notes
The Newbom Admit Flowsheet dated June 4 and the final discharge plan. The key elements
2009, at6:45a.m indicated: ! of the form were incorporated in the electronic
! ) e ’ documentation ool used by the Case
. M . Di i
a. the mqﬁer was Rh negative and the baby inzmge?rs Discharge planning risk factors
AB+ (Rh incompatible); " - A diagnosis that is likely to result in
dependency
b. the baby’s general appearance included Caput + Age > 70 years
Succedaneum (scalp swelling that extends « inadequate support system
across the midline and over the suture lines and » Readmit within 30 days
is associated with head moulding); : :0 ‘“slum‘cet i {of country
- Homeless, out of area, out of coun
: . « Mother/baby: Hospital stay exceeds 48hr
c. the baby had bruises on the right forearm; (vaginal delivery) o 96hr (c-section delivery)
. . » A referral for any reason.
d. the baby was farge for gestational age; and, The hard copy form is used as a “down time”
form and for external case managers who have
o. the baby was breastfed. been appropriately trained by the CM staff.
input was received from the case managers for
The Well Newborn Care Flowsheet dated June 4, the final version. :
2009, at 6:30 p.m., indicated the baby was breast
fed for the first time at 11 hours and 45 minutes The DCM/designee conducted an educational | 10/01/09
of age. Case Management staff meeting o review the
discharge risk factors, needs assessment and
. I the documentation tools — both the electronic
;h:n':““’ ng g'l‘mb'"fmmm '“dfc"‘?ted version and the hard copy on 9/30/09. The
rses 88638 factors for ised impl d.
developing hyperbilirubinemia. The nurses did not revised process was implemente
| identify the Rh incompatibility, bruising, defay in The Interdisciplinary Plan of Care (IPOC) was | 12/07/09
E feeqlng. caput, or gestational age of <38 weeks ' revised to include a DC Planning section which
| as risk factors. On June 5, 2009, at10:15am. 'is used to document discharge planning needs
' (30 hours of age), the TcB was 9.5 mg/d| and the ' and interventions if applicable to the individual !
. TSB was 8.9 mg/dl, both in the high intermediate j
- risk zone on the Bhutani curve. i i
1 |
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A 800 ‘patient. The Department of Education reviewed
the IPOC, reinforced the discharge planning |
‘process including initial risk screen, needs

A 800 | Continued From page 144

; Patient 11 was discharged home on Friday, June ‘assassment if indicated, Patient Right to

: 5, 2009, at 12:50 p.m., with multiple risk factors ‘Choose and community resources. The revised

| for developing hyperbilirubinemia, the TSBinthe YiPOC was implemented.

| high intermediate risk zone, to follow up with the
physlcian. "Mon(dgy) or Tues(day).“ three to four The Director of Case Management (DCM) 14/30/09
days after discharge. reviawed the discharge planning process; the

DC Screening & Assassment policy was
revised. The policy improves the process for
nursing to identify discharge planning needs and
refer cases to the case managers.

There was no evidence a case manager identified
the baby was at risk for severe hyperbilirubinemia
during their screaning process. There was N0
avidence a case manager was involved in the

discharge planning of the baby to determine post Nursing leadership, in collaboration with the 11/20/09
hospital needs. There was no evidence the DCM., revised the Initial Nursing Database to
nursing staff identified the need for a discharge ensure that the discharge planning risk factors
ptan that included close follow up for prevenﬁon used for screening were consistent with those
of severe hyperbilirubinemia. identified in the DC Screening and Assessment
policy. Nursing staff use the initial part of the

On August 8, 2009, at 226 p.m., Patient 11's _forrn to screen patients and document any

. : identified issues that need to be referred to the
mﬁ: wef:rf:\ll MI (P amuﬁ ;‘:drs:g MI‘ anagels f- case managers for discharge planning. The
for increnag billrubin levels; 37 6/7 weeks revision was approved at Forms Committee.
gestation, bruises on the forearm, mother and The DCM provided education to nursing at the | 11/20/09
baby’s Rh incompatibility, not feeding until Joint Charge Nurse's Meeting on the revised
approximately 12 hours after delivery, and caput Initial Nursing Database and the referral process*
succedaneum. The Manager stated the risk should a risk factor be identified. The Charge
factors should have been identified on the Hour Nurses communicated the change to the staff
Specific Bilirubin Nomogram. during morning unit meetings. This training

ncluded nurses in the newbom nursery so they
know how to use the form to notify case
managers of newborns at risk for hyper-
bilirubinemia and their need for prompt followup

During a concurrent interview with the Manager,
she stated the TCB testing should have been

performed as soon as the risk factors were post discharge.

present, not just on discharge. She stated the

TCB testing should have been performed within The revised form was implemented. 12/07/09
two hours of birth, not 30 hours of age. The

Manager stated Patient 11 shouid have received Responsible person: DCM

an order for phototherapy becausa the TSBwas | ;
in the high intermediate risk zone on the Bhutani | 1 i
curve. ; i !
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all babies before discharging them. RN 2 stated if
risk factors for increased bilirubin were identified,
TcB and/or TSB testing would be conducted only
if the physician ordered it. RN 2 stated if a baby
had increased bilirubin levels in the high
intermediate risk zone or high-risk zone, she
would discharge the baby from the facility if the
physician ordered it

On August 12, 2009, at 11:18a.m,, RN 3 was
interviewed. RN 3 stated she was the nurse who
discharged Patient 11 from the facility. RN3
stated she would only conduct TcB testing if the
paby was jaundiced, and only befare discharging
the baby from the facility. RN 3 stated she would
not conduct TcB testing even if risk factors were
identified, uniess the baby was jaundiced or being
discharged. RN 3 stated she informed Patient
11's physician of the increased biilrubin level
(high-intermediate risk 2one), and the physician
ordered to discharge Patient 11 from the facilify.

' On August 11, 2008, Patient 11's record at GACH
2 was reviewed. Patient 11 was admitted to
GACH 2 on June 9, 2009, at 7:15 p.m.(four days

| after being discharged from the facility).

. The Admission H&P dated June 9, 2008,

' indicated the baby was taken to her PCP on the

nitial Nursing Database, the Case Management

aview of the charts wilt confirm that nursing
taff are completing the initial screens timely
nd making appropriate referrals to the case

heeds assessment timely and document
Lipdates as indicated through the patient's stay.

The DCM addresses deficiencies in case
manager performance with the specific case
manager(s) and should a concern be idantified
Wwith an external case manager, the DCM will
Fefer the issue to the MCO leadership. The
DCM reports nursing deficiencies to the
CNO/designee, who addresses them with the
nurse(s) involved.

Quality piltar for analysis and action planni

reports o the Board of Govemnors.

00 :liHY G113

managers, and that case managers conduct the

The DCM reports trends and variances to %
as

ppropriate. Reports forward to the PSC, \ggl;:ch
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A 800 | Continued From page 145 A EO(Z!L4 o
| Monitoring:
' On August 8, 2009, at 4:35 p.m., RN 1 was The DCM or CM Supervisors reviews a random |11/01/09
interviewed. RN 1 stated TcB testing should be sampling of charts each month to ensure that
conducted when the baby was jaundiced within the patient has been screened for discharge
24 hours of life and if positive for Coombs test tanning risk factors and if risk factors were
RN 1 stated TcB should also be conducted before resent, was a needs assessment completed.
i i newbom from th ility. he outcome of the review will forward through
discharging the ® facility he Quality piliar and to the Patient Safety
On August 6 2009, at 4:40 p.m., RN 2 was suncit for action planning as indicated.
interviewed. RN 2 stated TcB testing was done on ollowing the implementation of the revised 12/7109

1217109

1217109
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' day of admission (June 9, 2009) for a scheduled !
| visit. The PCP did a TcB and the level was 15.A |
' TSB was done, and the result was 25. The

|

| parents were instructed to go to {GACH 2] NICU

 for further evaluation and treatment of
! hyperbilirubinemia.

On June 8, 2009, at 7:40 p.m., the Total Biirubin
tevel was 28.2 mg/d (reference range was 0-12.4
mg/dl) and the Direct Bilirubin was 0.6 mg/di
{reference range was 0-0.4 mg/dl).

The Discharge Summary for GACH 2 dated June
15, 2009, at 9:35 a.m., was reviewed. The record
indicated, "...Discharge diagnoses: indirect
hyperbilirubinemia - treated and resolved;
dehydration - resolved; and, feeding
dyscoordination - improved...”

According to the AAP Guidelines:

a. an infant with no risk factors who is discharged
home at 30 hours of age should be seen by the
age of 98 hours, but earller follow up should be
provided for those babies who have risk factors
for developing hyperbilirubinemia;

| b. the risk factors most frequently associated with
hyperbilirubinemia are breastfeeding, gestation

below 38 weeks, jaundice in a previous sibling

(brother or sister), and jaundice noted before

' discharge (Patient 11 had three of these four risk

I factors); and,

¢. phototherapy is recommended for an infantat !
. 30 hours of age, with risk factors for deveioping
| hyperbilirubinemia, and a TSB of 8.9. |

 During an interview with the Pl Director on Augusté
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| 25, 2009, at 4:40 p.m., the director stated the
'inewbom'sreoordmntmmeoepanmentof ,
i Pediatrics (medical staff committee) for review on {
| August 12, 2009. According to the Pl Director, the
committee detsrmined, because the baby was
discharged with a TSB in the high intermediate
risk zone, she should have had her bilirubin
checked and/or been seen by her PCP the
following day. The Pl Director stated the
committee determined there was a deviation with
the standard of medical care to treat
hyperbilirubinemia.

2. On August 12, 2009, Patient 12's record was
reviewed. Patient 12 was bom on July 26, 2009,
at 9:08 a.m., at 37 2/7 weeks gestatian (time
developing in the womb - normal 40 weeks).

The Newbomn Admit Flowsheet dated July 26,
2009, at 9:08 a.m., indicated the baby had a slight
Caput Succedaneum (scalp swelling that axtends
across the midline and over suture lines and is
associated with head mouilding), was large for
gestational age, was breastfed, and the mother's
blood type was O+. There was no Coombs test
performed on the cord blocd.

The Hour Specific Bilirubin Nomogram indicated
the nurses did not assess for risk factors for
developing hyperbilirubinemia. The rurses did not
identify the gestational age of <38 weeks as a risk
factor. On July 27, 2009, at 5 a.m. (20 hours of
age), the TcB was 6.1, in the high intermediate
risk zone on the Bhutani curve. There was no

| TS8 drawn.

Patient 12 was discharged home on July 27,
i 2009, at 12 p.m., (27 hours of age} with risk

!
!
i factors for developing hyperbilirubinemia, the TcB *

L
'

| i
| |
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L In the high intermediate risk zone, and no order

1| for follow-up with the physician.

| There was no evidence a case manager identified

! the baby was at risk for hyperbilirubinemia during
t their screening process. There was no evidence
a case manager was involved in the discharge
planning of the baby ‘o determine post hospital
needs. There was no avidence the nursing staff
identified the need for a discharge pian that
included ciose follow up for prevention of severe
hyperbilirubinemia.

On August 12, 2009, at 3:25 p.m., Patient 12's
record was raviewed with the Nursery Manager.
The Manager stated Patient 12 being at <38
weeks gestation was a risk factor for
hyperbilirubinemia. The Manager stated the TSB
Nomogram should have indicated the risk factor
for increased bilirubin levels.

The Manager stated the TcB testing should have
been conducted within two hours of the baby's
age, sooner than 20 hours of age. The Manager
was unable to explain why TSB testing was not
completed when the TCB resulted in the high
intermediate risk zone. The Manager stated TSB
testing should have been completed to determine
the need for phototherapy.

i

| During a concurrent interview, the Manager was
 unable to find evidence Coombs testing was

| parformed on Patient 12. The Manager stated

. Coombs testing should have been done.

' According to the AAP Guidelines: l

' a. an infant with no risk factars who is discharged
_home at 27 hours of age should be seen by the |

A 800
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! age of 96 hours, but eariier foliow up should be

| provided for those babies who have risk factors |
| for developing hyperbilicubinemia; and,

f

L b. the risk factors most frequently associated with
| hyperbilirubinemia are breastfeeding, gestation

‘ below 38 weeks, jaundice in a previous sibling
(brother or sister), and jaundice noted before
discharge (Patient 12 had three of these four risk
factors),

3. On August 12, 2009, Patient 13's record was
reviewed. Patient 13 was bom on June 11, 2009,
at 12:40 p.m., at 36 6/7 weeks gestation (time
developing in the womb - normal 40 weeks), was
breastfed, and the mother's blood type was O+.
There was no Coombs test done on the cord
blood. ,

The Hour Specific Bilirubin Nomogram indicated
the nurses did not assess for risk factors for
daveloping hyperbilirubinemia. The nurses did not
identify the gestational age of <38 weeks as a risk
factor. On June 12, 2009, at 3:40 p.m. (27 hours
of age), the TcB was 6.8, on the line of the high
intermediate risk zone of the Bhutani curve.

Patient 13 was discharged home on Friday, June
12, 2008, at 6:30 p.m., with a risk factor for
developing hyperbilirubinemia, the TcB on the line
of the high intermediate risk zone, to follow up
with the physician in two to three days (Sunday, a
non office day, or Monday), with no specific
appointment.

There was no evidence a case manager identified 1
-the baby was at risk for hyperbilirubinemia during i
their screening process. There was no evidence
;@ case manager was involved in the discharge ' i : i

L
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planning of the baby to determine post hospital
needs. There was no evidence the nursing staff
identified the need for a discharge plan that
included close follow up for prevention of severs
hyperbilirubinemia.

On August 12, 2009, at 3:25 p.m., Patient 13's
record was reviewed with the Nursery Manager.
The Manager stated the nurses should have
assessed and identified the gestational age of
<38 weeks as a risk factor. The Manager stated
the TCB testing should have been done sooner
than 27 hours of age and the testing should have
been done within two hours of birth.

During a concuirent interview, the Manager was
unable to find evidence Coombs testing was
performed on Patient 13. The Manager stated
Coombs testing should have been done due to
the mother's blood type.

On August 12, 2009, at 3:25 p.m., Patient 13's
record was reviewed with the Nursery Manager.
The Manager stated the nurses should have
assessed and identified the gestational age of
<38 weeks as a risk factor and the TCB testing
should have been done sooner than 27 hours of
age. She stated the testing shouid have been
done within two hours of birth

4. The record for Patient 205 was reviewed on
August 25, 2009. Patient 205, a newbom male of
Asian descent, was bom on June 2, 2009, at
11:55 p.m., at 37 4/7 weeks gestation {time

| developing in the womb - normal 40 weeks), and

' was breastfed. :
|

 The Hour Specific Bilirubin Nomogram indicated i
'l the baby was at risk for developing
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' hyperbilirubinemia due to his Asian descent and
. gestational age of <38 weeks. The first TcB was
| done June 4, 2009, at 3 p.m. (39 hours of age),
| after discharge orders were written. The value
ll was 11.9, on the line of the high risk zone on the
l Bhutani curve. A TSB was drawn at 3:11 p.m. (39
hoursofage)wiﬂ\aresultofs.s,onmelineof
the high intermediate risk zone of the curve,
There was no evidence the physician was
notified.

The baby was discharged home on June 4, 2009,
at 6 p.m. (42 hours of age), with risk factors for
developing hyperbilirubinemia, a TSB on the line
of the high intermediate risk zone, no notification
of the physician, and follow up with the
pediatrician's office in five days.

There was no evidence a case manager identified
the baby was at risk for hyperbilirubinemia during
their screening process. There was no avidence a
case manager was involved in the discharge
planning of the baby to determine post hospital
needs. There was no evidence the nursing staff
identified the need for a discharge pian that
included close follow up for prevention of severe
hyperbilirubinemia.

According to the AAP Guidelines:

a. an infant with no risk factors who is discharged
home at 42 hours of age should be seen by the

. age of 96 hours, but earlier foltow up should be
provided for those babies who have risk factors
for developing hyperbilirubinemia; and,

b. the risk factors most frequently associated with
| hyperbifirubinemia are breastfeeding, gestation
“below 38 weeks, jaundice in a previous sibling

!
1
L]
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| (brother or sister), and jaundice noted before |

| discharge (Patient 205 had two of thesa four risk
factors).

During an interview with the goveming body on
August 27, 2009, at 12:20 p.m., the physician
members stated they expected a baby at risk for
developing hyperbilirubinemia wouid be followed
up sooner than those not at risk. The members
stated they expected all patients to be seen by
case management to determine their discharge
planning needs. The CEO stated he was not
aware they were not seeing ail of the patients.

5. The record for Patient 265 was reviewed on
September 3, 2009. Patient 265 was born on
August 27, 2009, at 3:111 p.m,, and was breastfed.

The Hour Specific Bilirubin Nomogram indicated
the baby was at risk for deveioping
hyperbilirubinemtia due to an identified risk factor
of poor feeding. On Friday, August 28, 2009, at
4:10 p.m. (25 hours of age), the TcB was 7.0, in
the high intermediate risk Zone on the Bhutani
curve. At 5 p.m. (26 hours of age), the TSB was
6.2, in the high intermediate risk zone on the
curve.

The nurse notified the physician of the bilirubin
results at 6:05 p.m., and the physician ordered
the baby to be discharged home with follow up
on, "Monday."

The baby was discharged home on August 28,

' 2009, at 7 p.m. (28 hours of age), with risk factors '
' for developing hyperbilirubinemia, a TSB in the
 high intermediate risk zone on the Bhutani curve,

+ and follow up with a pediatrician three days later. |

+

! !
] i .
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' There was no evidence a case manager identified
the baby was at risk for hyperbilirubinemia during
their screening process. There was no evidence a
case manager was involved in the discharge
planning of the baby to determine post hospital
needs. There was no evidence the nursing staff
identified the need for a discharge plan that
included close follow up for prevention of severe
hyperbilirubinemia.

According to the AAP Guidetines, an infant with
no risk factors who is discharged home at 28
hours of age shouid be seen by the age of 96
hours, but earlier follow up should be provided for
those babies who have risk factors for developing
hyperbilirubinemia.

6. The record for Patient 218 was reviewed on
September 4, 2009. Patient 218, 3 newbomn
fernale, was born on September 2, 2009, at 10:09
a.m., and was breastfed.

The Hour Specific Bilirubin Nomogram indicated
the baby was at risk for developing
hyperbilirubinemia due to dark skin pigmentation,
family history of neonatal jaundice, and vacuum
delivery, so bifirubin levels were checked every
shift. On Friday, September 4, 2009, at 9:15a.m.
(47 hours of age), the TcB was 11.2, in the high
intermediate risk zone on the Bhutani curve. The

| risk zone on the curve.

5 The physician was notified of the bilirubin levels,

| and ordered the baby to be discharged and

| followed up on, "Tuesday," (four days later [Friday

| started a holiday weekend, and offices were
closed on Monday}).

TSB was 10.4, on tha line of the high intermediate
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The nurse's notes indicated the physician was,
«called and risk factors reviewed, no new orders
received, Dr. does not want to order repeat bili or
outpatient serum bill at this time.*

According to the AAP Guidelines:

a. an infant with no risk factors who is discharged
home at 47 hours of age shouid be seen by the
age of 96 hours, but earfier follow up should be
provided for those babies who have risk factors
for developing hyperbilirubinemia; and,

b. the risk factors most frequently associated with
hyperbilirubinemia ane breastfeeding, gestation
below 38 weeks, jaundice in a previous sibling
(brother or sister), and jaundice noted before
discharge (Patient 218 had two of thesa four risk
factors).

As a result of the findings for Patients 265 and
218, the CEO was notified immediate Jeopardy
was identified on September 4, 2009, at 14:40
a.m. The Immediate Jeopardy was identified due
to the facility's failure to provide appropriate
discharge planning and follow up care for infants
who were at risk for developing
hyperbilirubinemia, resulting in the potential for
development of brain damage and death for at
risk newbom infants discharged from SWHCS.
When the findings were shared with the CEO, he
stated, "It's black and white, even | know the baby
should be seen the next day.”

After implementation of an acceptable plan of
| correction, the CNE was notified the Immediate i
i Jeopardy was abated on September 4, 2009, at
P 4:15 p.m. | -; |
| ; : |

FORM CMS-2587(02-99) Previous Versions Ubsalele Event D DLPF11 Faciity 10 250006507 If continuation sheet Page 155 of 173




DEPARTMENT OF HEALTH AND HUM#  JERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/27/2009
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

050701

(X2) MULTIPLE CONSTRUCTION
A BULLDING

B8 WING

(3) DATE SURVEY
COMPLETED

Cc
08/17/2009

NAME OF PROVIDER OR SUPPLIER
SOUTHWEST HEALTHCARE SYSTEM

STREET ADORESS, CITY, STATE. ZIP CODE
25500 MEDICAL CENTER DRIVE
MURRIETA, CA 92382

{X4) IO
PREFIX
TAG

i SUMMARY STATEMENT OF DEFICIENCIES
! (EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF CORRECTION

(X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
| TAG | CROSS-REFERENCED TO THE APPROPRIATE | OATE

! DEFICIENCY}

¢
H

A 800

Continued From page 155

The pian of correction included the following
actions for newboms discharged with bilirubin
lavels in the high intermediate risk zone or high
risk zone on the Bhutani curve to have follow up
the day after discharge:

a. at time of discharge, the pediatrician would be
contacted to determine the level of follow up care
required;

b. the level of follow up care would be
documented on a newly developed form
(Hyperbilirubinemia Follow Up Instructions), and
explained to the parents of the newbom as part of
the discharge process,

¢. for patients who were able to obtain follow up in
the pediatrician’s office, the date and time of the
visit would be documented on the form, and
explained to the parents of the baby,

d. for patients who were unable to obtain follow
up in the pediatrician's office, they woukl receive
instructions to retum for outpatient bilirubin jevels
to be drawn, or to be seen by the ED physician,
whichever the pediatrician preferred;

e. for patients having outpatient bilirubin levels
drawn, the pediatrician would be notified of the
STAT resuits;

t. for patients being seen by the ED physician, the
ED physician would determine further follow up
with the pediatrician;

' 9. the managers would provide education to the
' nursing staff, and staff would sign an
i acknowledgement of the education;

l

A 800

i |
1
!

i i

i
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 h. a manager from Women's Services would be
| notified of any newbom discharged with biirubin
i levels in the high intermediate risk zone or high

' risk zone to ensure consistent application of the
| process,

i. the chair of the Department of Pediatrics and

the medical staff office wouki communicate the

plan to the pediatricians,

j. 100% of records would be reviewed for
compliance until all staff were educated; and,

k. the Department of Pediatrics would review and
revise protocols to reflect AAP guidelines.

7. The record for Patient 227 was reviewed on
September 4, 2008. Patient 227, a newbom
male, was bom on August 26, 2009, at 9:50 a.m.,
to a 19 year old first time mother.

The Hour Specific Bilirubin Nomogram indicated
the baby was at risk for developing
hyperbilirubinemia due to bruising of the head,
and TcB values were obtained every shift
Bilirubin results were as follows:

a. August 27, 2009, at 8 a.m. (22 hours of age),
the TcB was 7.5, on the line of the high risk zone
on the Bhutani curve;

i b. August 27, 2009, at 9:45 a.m. (24 hours of
age), the TS8 was 7.1, in the high intermediate
risk zone on the curve;

¢. August 27, 2009, at 9:45 p.m. (36 hours of
. age), the TSB was 9.4, in the high intermediate
risk zone on the curve;
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I d. August 28, 2009, at 4:30 a.m. (42.5 hours of

age). the TSB was 10.1, in the high intermediate
. risk zone on the curve,

@. August 28, 2009, at 10:40 a.m. {48.5 hours of
age), the TcB was 14.4, in the high risk zone on
the curve;

f. August 28, 2009, at 11:10 a.m. (48 hours of
age), the TSB was 12.3, in the high intermediate
risk zone on the curve; and,

g. August 28, 2009, at 4:05 p.m. (54 hours of
age), the TSB was 13.0, in the high intermediate
risk zone on the curve.

The Well Newborn Care Flowsheet indicated the
baby became jaundiced on August 27, 2008, at 7
p.m., and continued to be jaundiced in color until
the time of discharge.

The physician ordered the baby to be discharged
homa on Friday, August 28, 2008, and to follow
up with the pediatrician’s office on Monday,
August 31, 2009 (three days later).

The baby was discharged home to his 19 year old
first time mother, with risk factors for developing
hyperbilirubinemia, a TSB in the high intermediate
risk zone on the Bhutani curve, jaundice in color,
to be seen by the pediatrician in three days.

There was no evidence a case manager identified
the baby was at risk for hyperbilirubinemia during
their screening process. There was no evidence

. a case manager was involved in the discharge

' planning of the baby to determine post hospital

' needs. There was no evidence tha nursing staff
“identified the need for a discharge plan that

1 N H
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! included close follow up for prevention of severe |
| hyperbilirubinemia.

[

| According to the AAP Guidetines, an infant with

i no risk factors who is discharged home at 54

: hours of age should be seen by the age of 96

' hours, but earlier follow up should be provided for
those babies who have risk factors for developing
hyperbilirubinemia.

8. The record for Patient 228 was reviewed on -
September 4, 2009. Patient 228, a newborn male,
was bom on August 31, 2009, at 4:22 a.m. The
Newborn Admit Flowshest indicated the baby
ingested maternal biood at the time of delivery.
The admission physical assessment was not
completed, therefore, no physical risk factors for
developing hyperbilirubinemia were assessed.

The Hour Specific Bilirubin Nomogram indicated
the baby was at risk for developing

hyperbilirubinemia due to identified risk factors of
dark skin pigmentation and ingestion of matemal
biood, and TcB levels were obtained each shift
On September 1, 2009, at 8:40 a.m. (28 hours of
age), the TcB was 7.0, on the line of the high
intermediate risk zone on the Bhutani curve.
There was no TSB drawn,

The baby was discharged home on September 1,
2009, at 10:40 a.m. (30 hours of age), with risk

factors for developing hyperbilirubinemia, a TcB _
in tha high intermediate risk zone on the Bhutani . :
curve, no TSB level, and follow up with the | :
. pediatrician in two days. i

There was no evidence a case manager identified
the baby was at risk for hyperbilirubinemia during j
_their screening process. There was no evidence
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|
| a case manager was involved in the discharge
| planning of the baby to detesrmine post hospital

| identified the need for a discharge plan that

hyperbilirubinemia.

9. The record for Patient 247 was reviewed on
September 4, 2008. Patient 247, a newbomn
male, was born on August 30, 2008, at 10:02

in the womb - normal 40 weeks), and was
breastfed.

the baby was at risk for developing

TSB was drawn.

a.m., 10 a.m., and 12 noon.

2009, at 1:20 p.m. (50 hours of age), with risk

in two days.

+

. @ case manager was involved in the discharge

| needs. There was no evidence the nursing staff

| included close follow up for prevention of severe

a.m., at 38 1/7 weeks gestation (time developing

The Hour Specific Bilirubin Nomogram indicated

hyperbilirubinemia due to identified risk factors of
sibling (brother or sister) jaundice and gestational
age <38 weeks, and bilirubin levels were obtained
every shift On September 1, 2009, at 8:30 a.m.
(45 hours of age), the TcB was 11.2, in the high
intermediate risk zone on the Bhutani curve. No

The Waell Newbomn Care Flowsheet indicated the
baby was jaundiced on September 1, 2009, at 8

The baby was discharged home on September 1,

factors for developing hyperbilirubinemia, a TcB
in the high intermediate risk zone on the Bhutani
curve, no TSB, and follow up with the pediatrician

There was no evidence a case manager identified
| the baby was at risk for hyperbilirubinemia during
' their screening process. There was no evidence

|
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planning of the baby o determine post hospital
. needs. There was no evidence the nursing staff 1
identified the need for a discharge pian that i
included close follow up for prevention of severe
hyperbilirubinemia.

10. The Record for Patient 276 was reviewed on
September 4, 2009. Patient 278 was born on
August 26, 2008, at 5:38 p.m.

The Hour Spexcific Bilirubin Nomogram indicated
the baby was at risk for developing
hyperbilirubinemia due to identified risk factors of
bruising of the head and dark skin pigmentation,
and bitirubin levels were obtained every shift On
August 27, 2009, at 8:30 p.m. (27 hours of age),
the TcB was 8.4, in the high intermediate risk
zone on the Bhutani Curve. At 10:20 p.m. (29
hours of age), the TSB was 7.4, in the high
intermediate risk zone on the Bhutani Curve, and
the physician was notified.

On Friday, August 28, 2009, at 4:30 a.m. (35
hours of age), the TSB was 8.7, on the line of the
high intermediata risk zone of the Bhutani curve.
At 7:30 a.m., the nurse documented the value
was, "at the base of 756% (high intermediate risk
zone),” and the physician had been notified.

On August 28, 2009, at 8:30 a.m. (39 hours of
age), the TcB was 9.9, in the high intermediate
risk zone on the Bhutani Curve. According to the
nurse's notes, the physician was made, “aware of
TcB results @ Base of 75th percentile.” :

|
i At 8:50 a.m., the physician ordered to discharge

| the baby home with follow up in two days (which |
‘ would have been Sunday, August 30, 2008, not |
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| At 10:50 a.m., a, "clarification,” of the discharge

order indicated the baby was to be seen by the

! pediatrician on Monday, August 31, 2009 (three

days later)."

The baby was discharged home on August 28,
2009, at 2:10 p.m. (45 hours of age), with risk
factors for developing hyperbilirubinemia, a TcB
in the High Intermediate Risk Zone on the Bhutani
curve, and follow up with the pediatrician three
days later.

There was no evidence a case manager identified
the baby was at risk for hyperbilirubinemia during
their screening process. There was no evidence
a case manager was involved in the discharge
planning of the baby to determine post hospital
needs. There was no evidence the nursing staff
identified the need for a discharge pian that
included close follow up for prevention of severe
hyperbilirubinemia.

According to the AAP Guidelines:

a. an infant with no risk factors who is discharged
home at 45 hours of age should be seen by the
age of 98 hours, but earlier follow up should be
provided for those babies who have risk factors
for developing hyperbilirubinemia.

11. The record for Patient 285 was reviewed on
September 4, 2009. Patient 285 was bom on
August 28, 2009, at 4:54 p.m.

On Saturday, August 29, 2008, at 11:30 a.m. the

' physician ordered to discharge the baby with a
; follow up on Monday or Tuesday (two or three

I
]
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At 2:20 p.m. (21.5 hours of age), the pre
discharge TcB was 7.9, in the high risk Zone on
the Bhutani curve. At2:25 p.m. (21.5 hours of
age), the TSB was 8.1, in the high intermediats
risk zone on the Bhutani curve (putting the baby
at risk for developing hyperbilirubinemia). The
physician was notified and ordersd, "OK to DC,
must foliow up on Monday.”

The baby was discharged home on August 29,
2009, at 4:30 p.m. (23.5 hours of age), with a
TSB in the high intermediate risk zone on the
Bhutani curve (a risk factor for developmient of
hyperbilirubinemia), and follow up with the
pediatrician in two days.

There was no evidence a case m
the baby was at risk for hyperbilirubinemia during
their screening process. There was no evidence
a casa manager was involved in the discharge
planning of the baby to.determine post hospital
needs. There was no evidence the nursing staff
identified the need for a discharge plan that
included close foliow up for prevention of severe

hyperbilirubinemia.
According to the AAP Guidelines:

a. an infant with no risk factors who is discharged
home at 23.5 hours of age should be seen by the
age of 72 hours, but earlier follow up should be

| provided for those babies who have risk factors

| for developing hyperbilirubinemia.

i In addition, the AAP recommends for ail
| newborns, "if appropriate follow-up cannot be
} ensured in the presence of elevated risk for
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| developing severe hyperbiliubinermia, it may be
* | necessary to delay discharge either until
| appropriate follow-up can be ensured or the

period of greatest risk has passed (72-96 hours)."

The faciiity policy titled, “Hyperbilirubinemia,
Assessment, Identification, and Intervention
Protocol,” last revised April 2008, was reviewed
on August 6, 2009. The policy indicated the
purpose was to identify newboms at risk for
hyperbilirubinemia, promote timely assessment of
hyperbitirubinemia, and initiate appropriate
follow-up to aid in the prevention of kemicterus
(damage to the brain centers of infants caused by
increased levels of bilirubin).

The policy indicated the risk factors for
hyperbilirubinemia inciuded but were not limited to
the following;

a. bruising and cephalhematomas {which
increase the production of bilirubin);

b. genetic or ethnic risk factors include sibling
with neonatal jaundice (yellowish skin
discoloration), East-Asian or Meditestanean
descent,

c. inadequate nutrition/hydration through
suboptimal breastfeeding.

d. jaundice appearing in the first 24 hours after
| birth (dark skin pigments may obscure
1 vigualization),

' e. macrosomic (large for gestational age) infant of !
' a diabetic mother; :

j .
‘ f. near-term newborns at 35, 36, and 37 weeks of .

]
i
!

P
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gestation, particularly if they were breastfed,

. g. significant weight loss (defined as > (greater
than) 10 % by discharge;

h. temperature instability or treatment of sepsis;
i and,

i. unrecognized hemolysis, such as ABO blood
" i type incompatibility.

The facility policy titled, “Case Management:
Discharge Planning - Screening and Assessment
For,” was reviewed on August 28, 2009. The
policy indicated the following:

a. the purpose was to identify discharge planning
needs;

b. each patient admitted to the hospital was
screened for discharge planning needs;

c. the screening included high risk indicators; and,
d. continuity of care was a primary concemm.

The high risk indicators in the policy did not
include babies at risk for developing severe
hyperbilirubinemia.

On August 26, 2009, at 3:57 p.m., CM 1 was
interviewed. CM 1 stated she was the CM
assigned to the OB department that day. She
stated she did not see patients in the OB |
department uniess a referral was made. She ]
| stated the patients and their babies could be

. discharged from the facility without being seen by l 1
: the CM. ; ; |
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| stated the CM assigned to the OB department

stated OB patients were only seen by the CMs for
discharge planning if there was a referral. CM 2

used a, "screening tool,” to determine which OB
patient needed to be seen. CM 2 stated OB
patients and their bables may be discharged
without being seen by the CM. CM 2 stated it
was, "physically impossible to see each and every
patient.”

On August 28, 2009, at 10 a.m., the MSW was
intarviewed. The MSW stated she was assigned
to see OB patients. She stated she would only
see OB patients if there was a referral made.

On August 28, 2009, at 10:15a.m., CM 5 was
interviewed. CM 5 stated she was the CM
assigned to the Perinatal unit that day. CM 5
stated the CMs saw newboms and their mothers
only when there was a referral made. She stated
referrals were made for adoption, CPS, and
teenage pregnancies. The CM stated she used a,
"screening tool," to determine if a visit was
needed in the Perinatal unit. The CM stated the,
"screening tool,” was the hospital's census and
the facility's, "High Risk Criteria,” list.

A concurrent review of the facility census
revealed the following information on a patient:
Patient's name, diagnosis, age, and room #. The
CM was unable to teil, through the census sheet,
if there were any patients with any change in
condition, which may indicate the need for a
follow-up. The CM was unable to indicate in the
census sheet whether a baby was being
discharged at risk for developing

hyperbilirubinemia.
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| According to a document titled, "Severe 1
| Hyperbilirubinemia Prevention (SHP) Toolkit..on |
i behalf of the Perinatal Quality Improvement Panel
! (PQIP) and Califomia Perinatal Quality Care
Collaborative (CPQCC)" dated October 19, 2005,
was reviewed. The document indicated infants at
risk for significant hyperbilirubinemia needed to
have close follow up after discharge. The
document indicated follow up visit should be
performed within 24-48 hours post discharge.

The document further indicated a follow up visit
and/or bilirubin test within 24 hour post discharge
to monitor for jaundice was recommended in
babies whose serum bilirubin fell within the High
Risk Zone in the Hour Specific Nomogram.

The document further indicated a follow up visit
and/or biflirubin test within 48 hour post discharge
to monitor for jaundice was recommended in the
following circumstances:

a. a single bilirubin measurement in the High
Intermediate Risk Zone in the Hour Specific
Nomaogram in the infant; and,

b. a single bilirubin measurement in the Low
intermediate Risk Zone in infants who have any
| of the risk factors for development of
hyperbilircubinemia.

12. On August 26, 2009, the medical record of
; Patient 304 was reviewed. The form, "CRMC
| Case Managemaent Notes,” indicated the patient
| was discharged before the discharge planner
arrived at her room. The Admission Data Base | ; i
i indicated, in the social services section, the , l :
; [
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i patient had concems regarding her living situation
and her safety at homs. There was no evidence

in the chart those concerns were addressed prior
to her discharge from the facility.

A 800 A 800

During an interview with the Director of Case
Management on August 27, 2008, at 10:30 a.m.,
she stated the concerns present on the admission
assessment shouid have triggeraed intervention by
social services of case management/discharge
planning. She stated there was no evidence the
concerns indicated on the admission assessment
were addressed by the facility.

482 43(b)(6) DOCUMENTATION OF
EVALUATIONS

The Director of Case Management (DCM), the |09/24/09
IADQO and the Chief Financial Officer met with
he leadership of the two health plans who

rovided on-site nursing staff for discharge

A 811 A 811

The hospital must include the discharge planning
evaluation in the patients medical record for use
in establishing an appropriate discharge plan and
must discuss the results of the evaluation with the
patient or individual acting on his or her behatf.

This STANDARD s not met as evidenced by:
Based on interview and record review, the facility
failed to ensure documentation of the discharge
planning process for three of three HMO patients
(Patients 22, 211, and 213), by failing to require
outside CMs to document in the permanent
record, resuiting in the potential for an
inappropriate discharge, discharge needs not
being met, and injury and death for patients
belonging to HMOs.

Findings:

planning to determine if those organizations
lanned to continue providing discharge
lanning to their clients when hospitalized at
Southwest Healthcare System (SWHCS). In
rder for the heaith plan staff to provide
ischarge planning at SWHCS, the health plan
ould have to agree to meet the hospital's
xpectation for complying with the policies of
SWHCS, including documentation in the
patient's medical record. The health plans were
provided copies of pertinent hospital policies
and documentation forms during this process.
‘During the time of the health plan's evaluation,
‘discharge planning was provided by SWHCS
employees. :

| 1. On August 27, 2009, Patient 22's record was
| reviewed. Patient 22 was admitted to the facility
| on August 24, 2009, with diagnoses that included !
" decubitus ulcer (pressure sore) and cellulitis | ;
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, (infection of the skin tissue). There was no |
. avidence in the patient's record of discharge :

| - §creening or planning.

' The Admission Data Base, dated August 24,

a 2009, at 10:10 p.m., indicated the patient needed
' medical equipment and requested to have social
services to follow-up with her.

On August 27, 2008, at 11:26 a.m., CM 3 was
interviewed. CM 3 stated she was the CM
assigned to the M/S unit (where Patient 22 was
located). CM 3 stated discharge planning started
| on admission. CM 3 stated patients who belonged
i to HMOs were seen by an, "outside,” case
manager who worked for the medical group the
patient belonged to. CM 3 stated an outside CM
was assigned to Patien{ 22. CM 3 stated the
outside CM verbally informed the facility CMs of
the patient’s discharge plan. CM 3 was unable to
state what Patient 22's discharge plans were. CM
3 concurrently reviewed Patient 22's record and
was unable to find evidence of discharge
screening and planning.

On August 27, 2009, at 11:15 a.m., the outside
CM (CM 4) was interviewed. CM 4 stated she had
interviewed Patient 22 and reviewed the patient's
record on August 26, 2009. CM 4 stated she
verbally communicated with the facility CM, the
charge nurses, and floor nurses assigned to the
patients. She stated Patient 22 had no tentative
date of discharge. She stated the patient may
: need home heaith follow-up or may be admitted
i for hospice care. CM 4 stated the patient did not
“ want to go to a skilled nursing facility. CM 4 was

I unabie to provide evidence in Patient 22's record
~of her assessment. :

discharge planning to their hospitatized clients. |
|The DCM pravided education to the health ‘
‘plan’s employees on the following:

‘ * Required documentation for initial discharge
screening, completion of a needs assessment
,when indicated, the Interdisciplinary Plan of
iCare (IPOC) and discharge planning notes.

* The Extemnal Reviewer policy, the external
reviewer’s log which tracks the patients seen by
the external case manager.

* Patient's Right to Choose letter and
community resource information.

The DCM completed review of the external
reviewer's files to ensure all required
documentation was present.

11/24/09

Extemal reviewers for the one heaith plan
resumed discharge planning for their clients
and documented their activities in the patient's
medical record. Ali other patients continue to
be seen by SWHCS case managers.

Parson Responsible: DCM

11/30/09

The DCM or CM Supervisars will review patient
records. During the review of the discharga
planning process, the DCM/designee will
include cases that were reviewed by the health
plan's external case managers to ensure that
the contracted staff comply with hospital policy
for performing and documenting the initial risk
screen and a complete a needs assessment if
risk factors are identified. The outcome of the
monitoring will be reparted to tha Quality pillar
for analysis and action as indicated. Afer three
consecutive months of achieving target, the
Quality pillar will determine whal, if any further J
action is warranted. The DCM addresses ;
1 deficiencies of an ocutside case manager's |
lperformance with the MCO leadership.

12/1/09
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| On August 27, 2009, at 11:35 a.m., the WS unit |
i charge nurse was interviewed. The charge nurse |
! did not know what the discharge plan was for

| Patient 22. The charge nurse was unable to find
evidence in Patient 22's record of any discharge '
planning, CM follow up, or social service follow

up.

On August 27, 2009, at 11:40 a.m_, RN 6 was
interviewed. RN 6 stated she was Patient 22's
ﬂoor nurse, RN 6 did not know what the discharge
l | pian was for Patient 22. RN 6 was unable to find
avidence in Patient 22's record of discharge
| planning, CM follow up, or social service follow
up. RN 6 was unable to find a care plan
identifying Patient 22's social needs.

2. During an interview with CM 5 on August 28,
2009, at 9:15 am,, CM 5 stated the CMs saw
every admitted patient, except the patients who
belonged to HMOs. The CM stated the HMO
patients were seen by outside case managers.
She stated if an issue came up in the aftemoon
and her assistance was requested for an HMO
patient, she would assist the staff, but otherwise
she did not conduct discharge planning for HMO
| patients.

During an interview with the CM supervisor on
August 28, 2009, at 9:30 a.m., the supervisor

| stated the facility CMs did not assess the HMO

patients for discharge pianning.

' The record for Patient 211 (an HMO patient) was a
| reviewed on August 28, 2009. Patient 211, a 92 |
' year old male, was admitted to the facility on _ '
| August 25, 2009, with diagnoses that included |

atrial fibrillation (an irregular heart rhythm) and | f |

: COPD. I I ‘
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| The record indicated Patient 211 was on a BiPAP

| (pasitive pressure) machine to assist with l

' breathing, was confused, had difficulty :

swallowing, and was on a pureed diet.

There was nc evidence in the record of any
discharge planning.

The Interdisciplinary Plan of Care failed to show a
plan for meeting the patient's discharge needs.

The facility Discharge Planning document
indicated, "(outside) case manager is responsible
for ail reviews and discharge planning. For
questions or for a family request, contact the
HMOQ at (phone number)."

During an interview with the outside CM (CM &)
on August 28, 2009, at 10:30 a.m., the CM stated
she did the discharge planning for patients
belonging, to the medical group she worked for.
The CM stated she documented the plan on the
outside CM notes. She stated she had seen and
evaluated Patient 211, and sha, “thought," she
put her notes in the record. CM 6 was unable o
provide documented evidence of an evaluation for
discharge planning for Patient 211.

3. The record for Patient 213 (an HMO patient)

was reviewed on August 28, 2009. Patient 213,
an 86 year old female, was admitted to the facility |
on Augus! 25, 2009, with diagnoses that included |
- urosepsis (an overwhelming infection caused by
L an untreated urinary tract infection). i

hard of hearing, and used a walker to assist with

' The record indicated Patient 213 was blind and |
' mobility. é

i |

!
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The, "Outside Reviewer(s) Communication
Sheel," indicated the patient was seen by an
outside CM for discharge planning. There was no
date on the document. At the top of the document
was the statement, “not a permanent part of the
' chart, discard at time of discharge!”

The facility Discharge Planning document
indicated, “(outsiie) case manager is responsibie
for all reviews and discharge planning. For
questions or for a family request, contact the
HMO at (phone number).” -

During an interview with the outside CM (CM 6)
on August 28, 2009, at 10:30 a.m., the CM stated
she did the discharge planning for patients
belonging to the medical group she worked for.
The CM stated she documented the plan on the
outside CM notes. She stated she was aware the
document was discarded after the patient was
discharged. The CM stated she did not
document on the facility records, and she did not
document a discharge plan on the care plan.

During an interview with the CM supervisor on
August 28, 2009, at 10 a.m., the supervisor stated
when patients were discharged, the nurses took
information from the cutside CM sheet and put it
on the discharge instructions. The supervisor
stated after a patient was discharged, and the
chart was completed by medical records, there
wouid be no evidence of the discharge planning
that was done by the outside CMs because the

| outside CM document was discarded.

! l
| During an interview with the DCM on August 28, \
: 2008, at 10:50 a.m., the DCM stated

| she was aware the outside CM document was not
] |
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part of the permanent medical record. She stated
. she had been trying to get the outside CMs to
document on facility chart forms, but, “they won't"
A 843 | 482.43(e) REASSESSMENT OF DISCHARGE AB43 _
PLANNING PROCESS In addition to the actions discussed above in
) Tag A811, the following actions have been
The hospital must reassess its discharge -taken.to provide a reassessment of t_ha
planning process on an on-going basis. The g:f:cceu:senass of the discharge planning
reassessment must include a review of discharge ‘
plans to ensure that they are responsive to The DCM established a process with the 12/1/09
discharge needs. assistance of IS to identify a isting of 30-day
readmissions. Beginning 12/1/09, the DCM or
This STANDARD is not met as evidenced by: the CM Supervisors will audit 2 random sample
Based on interview, the facility failed to ensure of readmissions of patients who were
the effectiveness of the discharge planning discharged home, to assess the prior
prooess was reassessed on an angoing bass, o schargs lan o oflecivaness
resulting in the inabillty to determine if discharged e e P p .
" . p patient's discharge needs. The outcome of this
patients had their post hospital needs met'. and review will be reported to the Quality pillar for
the potential for inappropriate discharges, injury analysis and action planning as indicated. The
and/or death of discharged patients. goal will be to identify opportunities to improve
tha patient’s transition from the hospital to their
Findings: homa. .
During an interview with the DCM on August 28,
2009, at 10:50 a.m., the DCM stated the facility
did not have a process in place to assess the
effectiveness of the discharge planning process. ]
She stated she did not have a process in place to 2
assess the effectiveness of the discharge = o
planning being done by the outside CMs. She A
| stated she had not assessed the competency of e B
i the outside CMs, therefore she did not know if the EEN AT B
 discharge planning that was conducted by the i Lo w3
outside CMs was appropriate. | ‘ X F Ty
| i G
! , ‘ - o
I | |
5 ; |
! P ]
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