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lrne following reflects the findings of the DepartmentIof Public Health during an inspection visit: 
IDeficiency: I 

IL 71545 (a) - Restraint was used prior to 

l 
the use of alternative methods -­ · ·­

Iin order to protect the patient or others 1 , 

! from injury. 

1
Complaint Intake Number: 
CA00359931 · Substantiated 

i2. 71545 (b) - Restraint was applied ..,, 
Representing the Department of Public Health: without a physician order. including the 1 1"1 

Surveyor ID # 22479, HFEN 

I 
IThe inspection was 11m1ted to the specific facility l 

reason and type to be used, nor was 

there authorizatior1 from a registered 

nurse as would be expected in an 

•J 

jevent investigated and does not represeni the emergent situation. 
'I find ngs of a full 1nspect1on of the facility. 3. The hospital fai led to ensure that staff 

1 
Health and Sa fety Code Section 1280 1(c)· For I 

:purposes of this section "immediate jeopardy" [ 
means a situation in which the licensee's j 

noncomplta'lce with one or more requirements of . 

Imembers followed the hospital's policies 

1 
and procedures regarding the use of 

Imanual restra ints and the proper

iprocedure for handling a patient 

I 

I I--·---­
" i Ii 

'·+----:~ 
1 

hcensure has ca used, or 1s likely to cause. serious 
1n1ury or death to the patient I 

I 

1emergency in which there is imminent 

j danger to self or ot hers. 

4. There was no evidence that restraint 

I 

1280 1 (a) Health and Safety Code Section 1280 (a) was necessary. 

1 If a licensee or a health facility licensed under 1 

Plan of Correction: I
I 

Isubdivision (a). (b}, or (f) of Sechon 1250 receives a ; 
1 notice of deficiency constituting an immediate ' !jeopardy to the health or sa fety of a patient and is ' 

1required to submit a plan of correction. the 

1. Immediately after the adverse event the 16/26/13 

Idepartmen t may assess the licensee an ; 

1staff who were directly involved in the 

!restraint were removed from patient care 
I 

i 
I 

1
administrative penalty in an amount not to exceed ! 

'. twenty-five thousand dollars (25,000) per violation. I 
!and reassigned to alternate County of San 

!Diego work sites pending a thorough 

'investigation. 

I 

i 

! (c) For purposes of this seclton "immediate I !2. The investigation resulted in: IFonow;og
1ecpardy" means a snuahon 1n which the hcersee's 

' noncomphance with one or more reouirernents of I 
licensure has caused or 1s likely to cause serious I 
in1ury or death to a patient. 

a. Resignation of one employee. 

b. Suspension of one employee. 

c. Written disciplinary action for one 

employee. 

1
Immediate 

Reassign­

ment 

Event ID 1113/20 15 1:47.00PM 
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I(d)This section shall apply only to incidents 
occurring on or after January 1, 2007. With respect 
to inciden ts occurring on or after January 1. 2009, ' 

the amount of the administrative penalties i 
assessed under subdivision (a) shall be up to one 
hundred thousand dollars ($100,000) per violation. 
With respect to incidents occurring on or after 
January 1 2009, the amount of the administrative ; 

. I
penalties assessed under subd1v1s1on (a) shall be I 
up to fifty thousand dollars ($50,000) for the first 
administrative penalty, up to seventy-five thousand I 
dollars ($75.000) for the second subsequent 1 

administrative penalty, and up to one hundred 
thousand dollars ($100.000) for :he third and every i 
subsequent violation. An administrative penalty I 

11ssued af:er three years from the date of the last 1 

I issued immediate 1eopardy v1olabon shall be i 
cons dered a first administrawe penalty so long as I 
the lacility has not received additional immediate 
ieopardy violations and 1s found by the department j 

to be in st.bstant1a1 compliance with all state and 
federa l l1cens1ng laws and regulations. The 
department shall have full discretion to consider all 
factors when determining the amount of an 
administrative penalty pursuant to this section. 
1279.1. (a) A health facility licensed pursuant to 
subdivision (a). (b}, or (f) of Section 1250 shall 
report an adverse event to the department no later I 
tha n five days after the adverse event has been
idetected. or, 11 that event 1s an ongoing urgent or · 
I emergent threat to the welfare, health, or safety of 
ipatients. personnel or visitors, not later than 24 

Ihours after the adverse event has been detected ' 
IDisclosure of 1nd1vidually ideniifiable patient 
Imformahon snail be consistent w1:h applicab1e law. 

ID 

PREFIX 

rAG 

PROVIDER'S PLAN OF CORRECTION 

(EAC1; CORRECTIVE l\CT !ON SHOULD BE CROSS· 

REh:RENCEO TC THE APPROPRIATE DEFICIENCY) 

3. All re-education & training focused on: 

I a. Restraint shall be used only when I 
alternative methods are not sufficient 

to protect the patient or others from l 
injury. I 

b. Patients shall be placed in restraints I 
only on the written order of the i 

physician and to include the reason & 
type of restraint; or at the discretion of 

a registered nurse and a verbal order 

(X5) 

COMPLETE 

DATE 

obtained thereafter. 

1 c. The hospital policy & procedure IJI z.. it/11::/ 
pertaining to the use of restraints. j 

4. Re-education & training?~ a one-to-one~pon 
basis conducted ~ith thEt'suspended , return to 

' employee and th-g lmployee who j work at 

received wri tten disciplinary action. I SDCPH·­

j 5. Re-education was conducted for all 
1 clinical staff pertaining to the policy and 7/12/13
I procedure for the use of restraints. ,

I6. All staff are required to attend 1 0 . 
I 

, ngoing 
de-escalation training on an annual 

basis. 

7. All nursing staff are required to attend Ongoing 

de-escalation training at time of hire 

I and subsequently on an annual basis. 

! 8. All nursing staff are required to attend 

training on the application of restraint 

at the time of hire and subsequently 

' on an annual basis. 

. 9. The policy & procedure pertaining to 

, the use of restraint is included in the 
1 annual skills fa ir. 

!Ongoing 
! 
! 

· Annually 

i3 
1/ IA 

1111j,,J ~j)p1l'"'Z
/ 

• 

IJ ~ 
'1!~1..P/tI.1 ld"l1J/ 'J// 

//' 

Event tD 111312015 147001-'M 
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I 
10. Conduct Code Green drills (staff Monthly 

I intervention drills for high risk of harmful 

I 
i 
I (b) For purposes of this section, "adverse event" 
includes any of the following 

I(5) Environmental events. including the following 

(E) A pauenl death or serious disability associated 
with the use of restrainis or bedralls while being 
cared for in a health facility 

I	(d} "Serious disability" means a physical or mental 
impairment that substantially limits one or more of 
the major life activ111es of the inoividual, or the lossIof bodily function. 1f the impairment or loss lasts 

Imore than seven days or 1s still present at the time 
Iof discharge from an inpatient health care facility or 
jthe loss of a body part I 
I'279 1 (c) The fac1hty shall mform the patient or the i 
I 
I party responsible for the patient of 1he adverse

!event by the time the report 11made 

IThe CDPH venf1ed that the facility informed the 
,patient or the party responsible for the patient of the 
Iadverse event by the tune the report was made i 
1 

j 22 CCR 71507 All patients shall have rights which ! 
indude. but are not hm1ted 10 the following (9) All 
other nghts as provided by law or regulation 

Welfare and Institution Code 5325 1 

Persons with mental illness have the same legal 

I behavior) on each shift. 


I 

!Monitoring Process: 

1. All episodes of restraint are monitored 


by the following methods: 

I 	 i 

a. Immediately following a restraint I 
1 intervention, a debriefing is conducted I 
I 	 I 
I, 	 with the patient and the results are _j 

documented. 1 

l b. Following a restraint intervention, a I 
i 	 debriefing with staff is conducted and i 
1 	 the results are documented. 
I c. The Nursing Supervisor or ICN of the 

same shift that the restraint interventior 

occurred, reviews the process that 

occurred and any concerns or process 

problems that were revealed in the 

patient and staff debriefings. "Real l 
l

time" coaching will occur if i 
opportunities for improvement are i
discovered. I 

d. All documentation pertaining to each i 
iepisode of restraint is reviewed by I

the Staff Education/Training I 
I 

Coordinator inclusive of the : 
debriefings to further discern 

I 

opportunities for improvement. This 

information is then incorporated into 

future de-escalation train ings. 

l::venl ID 	 1/13/2015 1 47:00PM 
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i I 
Irights and responsibtlities guaranteed all other II 

·1 persons by the Federal Constitution and laws and 
the Constitution and laws of the State of Californ ia, 

iunless specifically l11nited by federal or state law or 

I 
regulations. No otherwise qualified person by 
reason of having been involuntarily detained for 

i evaluation or treatment under provisions of this part ! 
' or having been admitted as a voluntary patient to ' 
j any health facility, as defined 1n Section 1250 of the 

1 
Health and Safety Code, in which psychiatric 

1evaluation or treatment is offered shall be excluded , 
!from participation in, be denied the benefits of, or ' 
1
be subjected to discrimination under any program I 

' or activity, which receives public funds. 

It 1s the intent of the legislature that persons with 1 

•mental illness shall have rights including, but not 
limited to. the following: 

(c) A right to oe free from harm. including 
' unnecessary or excessive physical restraint, 
! isolation, medication , abuse, o r neglect . 
; Medication shall not be used as punishment, for 
' the convenience of staff, as a substitute for 
1program, or in quantities that interfere with the , 
1treatment program. 
I 

Title 22 Regulations 

71213 {a) Written policies and procedures shall be '. 
developed and maintained by the director of nursing . 
in consultation with other appropriate health 
professionals and administration. Policies shall be 
approved by the governing body Procedures shall 

! 

I 

e. Results analyzed for all episodes of I 
restraint are reported to the hospital's 1· 

Quality Council (responsible for 

Quality & Safety oversight, for I 
J additional monitoring). 

1 

2. Nursing orientation/training at the time 

• of hire is monitored by the Coordinator 

j of Staff Education/Training. All 
1 orientation/train ing activities are 

I 
documented and maintained in staff 

education/traini111g files. 
I 

of restraints" training are conducted at! 
3. De-escalation training & the "application 

i time of hire and on an annual basis. j 

I
, Competencies are monitored through I 

performance observation & 

I documentation. I 
! 4. Code Green drills are monitored through , 

! observation of performance. Results are I 
I documented. j 

i 5. All training & education pertaining to I 
1 

restraint interventions are required. I 
! Monitoring occurs to ensure that all staff ' 

I are current on all required training. 

: 6. Results of training. the ongoing 
! monitoring, and observed proficiencies/ 1 

! deficiencies are reviewed with the I 
'. Director of Nursing. ! 

j 
Person Responsible for Plan of Correction: l 

I 
Director of Nursing l 

I I 
i 

Event ID. 1113120 15 147.00PM 
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I 
approved by the administration and medical staff I 


where such is appropriate 
 i I: 
71545 (a) Restraint shall be used only when ! 
alternative methods are not sufficient to protect the 'I 

. patient or others from injury 

I	71545 (b) Patients shall be placed in restraints only I 

on the written order of the physician. This order I 

shall include the reason for restraint and the type of 

restraint to be used. In a clear case of emergency, I 

a pa tient may be placed in restraint at the 

discretion of a registered nurse and a verbal or I 

wntten order obtained thereafter. If a verbal order 1s I 

obtained 1t shall be recorded 1n the patient's 
IImedical record and signed by the physician on his I 

inext visit. I 

The above regulation was NOT MET as evidenced ! 
by: ! 


i 

I ' 

I' Based on observation, interview. record and I 
document review, the hospital failed to ensure that 


i staff members followed the hospital's policies and 

Iprocedures regarding use of manual restraints (any 

j manual method, physical or mechanical, material 
1· 
ior equipment that 1mmob11izes or reduces the 
!I ability oi a patient to move his or her arms, legs, 1 

, body, or head freely) and the proper procedure for i 
!handling a patient emergency in which there is '1 

!imminent danger to self or to others. Staff members 
j olaced Patient 1 in a manual restraint without a 
iphysician's order or the authorization of a I 
I Registered Nurse (RN) The restraint was i 
, unnecessary, excessive, and not used in 

Event ID· 	 1/ 13/2015 147:00PM 
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II 
I 

I 
accordance with the hospital policy and proce.dure . I I 

Patient 1 sustained a fracture of the left humerus I 
(upper arm bone} when staff members applied aI I 
manual restraint Patient 1 was subsequently I 
transferred to a general acute care hospital and I 

underwent a surgical operation to repair his 


fractured arm 


I 
I Findings: I 
I 
I I 
I

.Patient 1 was brought to the hospital by the police 


on 6/24/13 on a 5150 for a grave disability (Welfare 


and Institu tion Code Section 5150. when any I 

person. as a result of a mental disorder 1s a danger J


Ito others, or himself or herself, or gravely disabled). 


IPatient 1 was admitted with diagnoses of psychotic I 

Idisorder and chronic schizoaffecuve disorder. [ 


according to the Aom1ss1on Face Sheet 


An interview was conducted with the hospital's I 
IAssistant Administrator (AA) on 6127/13 at 9:30 1· I

A.M The AA stated that , around dinner trme on i 
6125/13 Patient l was very agitated and actingI I 

I abusive Thrs occurred in the Day Room of Patient I 
1's nursmg unit at about 5 45 PM Staff fol lowed IPatient 1 out of the day room Two male staff I 
members grabbed Patient t's arms. "In the tussle I I 

I· that ensued Patient 1 oroke his left arm " Patient I : 

I t was transferred via ambulance, to an acute care j I 


!hospital for the treatment of his 1eft arm fracture . ' 


IThe AA further explained that after he investigated ' 


I the incident and 1ntervrewecl all the staff members i 
.involved 1t was his op1n1on tnat Patient 1 was "not : 
i 

' an imminent risk. There was no reason fo r staff to I 
apply 'hands' on this patient It was a very poorly 

I 
Event ID 11131201 5 1 47 OOPM 
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I 	 ! 
[ done intervention. If the staff had followed the I I 
Ihospital's de-escalation policy, this would not have I i 

I 

, happened." 1[ 

i 	 ' 
On 6/27/13 at 10·50 A.M., an interview was I 
conducted with the hospital's Assistant Director of jII	Nursing (ADON). Following a meeting with the staff I 

members who were involved in the incident. the I 

ADON determined the following: A staff member I
I 

' gave Patient 1 a verbal order to go to his room . ' 

Patient 1, then. started walking toward his room. 

At this point, the staff should have disengaged and 

not followed the patient because Patient 1 


I responded to the staff's verbal request The ADON 

Istated that she could see clearly that a few I 

: individuals did not follow hospita l policy and 

j procedure. The ADON acknowledged that this was j 

J a situation of "poor judgment" on the part of the j

Istaff The .ADON stated that a patient should only I 

Ibe restrained as a last resort and only after other I 

Iinterventions had been applied. Tl1e ADON I 

!I explained that a "Code Green" should have been j 


called if Patient 1 was deemed a danger to self or I 

Iothers. i 

I 	 l 

I 
IA review of the hospital policy and procedure, j 

entitled "Code Green/Show of Support/Personal I 

Alarms" and dated 4/26112, 1nd1cated tl1al "When 

Ithere 1s a patient emergency 1n which there is 

Iimminent danger to self or to others and, the unit 

istaffing resources require extra assistance to 1 

Icontain, physically restrain or seclude a patient

Isupplemental assistance shall be secured through 

1 a CODE GREEN (ALL CALL) Telephone Paging 

!System A personal alarm system will be made 


Event ID 	 1/13/20 15 1"47·00PM 
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available to all [name of hospital) employees who I 
Iprovide patient care It is a requlfement to be 

wearing a personal alarm when providing patient I 
care." I I 

A review of the hospital policy and procedure, 

Ientitled "Restraint and Seclusion, dated 8/23/12, 

I 
indicated that "Restraint is any method . that 
immobilizes or reduces the ability of a patient his or 
her arms, legs. body, or head freely ... Physician 
Responsibilities for Violent or Self destructive 
behavio r s : Orde r the use or 'j

!restrainUsed usion. Nursing Staff Responsibilities: 
iR.N. only: Provide leadership to other clinical staff I' 

Iduring times of patient escalation and the 
J implementation of seclusion/res traint Nursing j 

Staff: Implement less resiriciive alternatives and I 
de-escalation techniques whenever possible to I
Iavoid seclusion or restraint." ' 

II On 6/28/13 at 2 15 P M.. an interview was I 
conducted in the general acute care hospital with \ 

1 

IPatient 1 Patient 1 was observed with a fiberglass : 
, cast on his left arm. The cast extended from his ' 
~ left elbow to his left shoulder Patient 1 was asked 
; what happened to his left arm. Patient 1 explained 
Ithat lhe incident "happened at !name of hospital). " 
jPatient 1 stated that he was told to go to his room 
jWhen he got to the door of his room," two men 
igrabbed him and twisted his le~ arm behind his 
Iback unt1l 1t broke." 

!
iA review of Patient 1's general acute care hospital : 

I medical record was conducted on 6128/13 al 2 30 ; 
I P M. Patient 1 was admitted on 6/26/13 at 3· 12 i 
i 

Event ID: 111312015 1.47:00PM 
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10 i PROVIDEH'S PLAN OF CORRECTION (XS)(X4) ID II 

PREFIX 

SUMMARY STATEMENT OF DFFICtENCli'S 

(EACH DEFICIENCY MUST SE PRECEEOEO av FULL 

REGULATORY OR LSC iOENTli'YING INFORMATION) I 
PREFIX 

I 
(EACH CORRECTIVE ACTION Sl-tOUl.O BE CROSS· 

REFERENCED TO THE APPROPRIATE DEFICIENCY) I 
COMPLETE 

TAG I 
I 

TAG DATE 

I 

I 
I

IA.M. with a diagnosis of fracture of the left humeral i 
' shaft. according to the Admission Face Sheet. ! 

I I 
Per a History and Physical dated 6126/14, an X-ray I 

i film of Patient 1's left arm revealed a displace spiral I 
fracture of the distal third shaft of the humerus (arm :j 

bone was twisted apart at an area closer to the 
1elbow). During this admission. Patient 1 underwent I 
,an open reduction and internal fixation (a surgical ! 
!operation that uses meta l plates and screws for the 

ipurpose of repairing a fractured bone) of his left 
I humeral fracture on 7/30/'13 

On 7/2113 at ·1:45 P.M , an interview was 

iconducted with a Licensed Vocational Nurse (LVN} : 

1 

.. ·1. LVN 1 stated that on 6125/13 at about 3-00 

P.M . he became involved with Patient1 by 
1 

re-directing Patient 1 from being intrusive and 
offensive to other patients At approximately 5:15 I 

P.M . LVN 1 heard staff members tell Patient 1 "to I 

stop". LVN 1 was told by staff t11at Patient 1 tried : 

to hit a staff member The staff asked Patient 1 to 

go to his room. Patient 1 walked briskly to his ; 
; room. About five staff members. including LVN 1, ' 
! fol lowed Patient t When Pauent 1 reached the ! 
idoor of his room, he turned and started to lunge at I 
Istaff with his left fist closed. LVN 1 stated he ! 
Igrabbed Patient 1's left arm and moved to his left I 
Iside. Patient 1 started struggling, pushing and 

1 

. 

1 

pulling. Patient 1 kept pulhng away from LVN 1 

Then LVN 1 heard a "snap" The staff let go of 

IPatient 1 who went to his bed to lie down The staff 
: then noticed a deformity of Patient 1's left arm 

iLVN 1 explained that his actions 1n this case were 

!not what ne was taught regarding handling 

I 
I 
I 

I 
I 

I 
I 
I 

I 
! 
i 

I 
I 

I 
i 
I 

I 

I 
I 
! 

I 

I 
I 

I 
I 
! 
' 

\ 
i 
I 

l 
I 
' I 
I
I 
I 
! 
I 
' 

I 
I 

faent tD· 111312015 t ·47:00PM 
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ID I PROVIDER'S PLAN OF CORRECTION 

t 
(XS)(X4)10 SUMMARY STATEMENT OF O[f!CIENCIES I 

PREFIX (FACH CORREC TIVE ACTION SHOULD BE CROSS· COMPL£ TE 

TAG REGULATORY OR LSC lDEMTIFYING INFORMATION) 

IPREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL 
REFERENCFO TO HIE APPfWPRlATE OGFICl'"NCY) DATFTAG I 

I I 
1 

II I 

I I 
I aggressive patients. L VN 1 stated that he had I 

been taught to: 
 II 

lI 
1. Medicate I I 
2. Redirect I 
3 Give Patient Quiet Time Il 
LVN 1 explained that he was taught to let the I I 
patient go to his room by htrnselt. LVN 1 ! I 
acknowledged that he did not use his personal l 
alarm and he did not activate a Code green. I 

I 

I' IjA second inteNiew was conducted with L VN 1 on i I 

,713113 at 3 35 P M. LVN 1 stated that if a patient I 
tries to hit you. he had been taught to: I
I
 
i 
1 Try to deflect blow or move away from the patient 


2 Try to deescalate the patient 


3 Call patient by name 


4 Talk in a calm manner 


5 Call for support-Code Green 


LVN 1 explained tha t the proper thing to do in a 

situation such as that which occurred with Patient 
I1 would have been to move back form the patient. 

ILVN 1 stated that once he touched the patient he 

I 
l 
I 
I 
I 

j! 
! I 

i 
I 

I 
! ' I 

1 I!was applying a manual restraint LVN 1 explained ! I 

!I that he d id not have the authority to make the ; 
l 
i 

!decision to apply manual restr<iint to Palif!nt 1 ! 
1LVN 1 acknowledged that he did no t follow the : 

I I!1 
hospital's policy and procedure. 

II 
1On 712/13 at 2:30 P M an 1nte1v 1ew was conducted l I 

: ' ; with LVN 2. LVN 2was assigned as the 

i medication nurse on 6125113 from 3:00 P M. until l 
! 

II13i2015 1·47 OOPMEvent tD. 
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i 
I 

11:30 P.M Per LVN 2's observations. Patient 1 
was in "an angry mode upon approach. cursing. 
yelling, pacing a lot, and banging on the medication 
room window." Patient 1 asked for two Ativan 
(anti-anxiety medication). LVN 2 administered one I 
Ativan, which didn't seem to be effective, so she I 

1 informed RN 1. Per LVN 2, RN 1 called the j 
Iphysician in the Emergency Psychiatric Unit (EPU) j 
and received an order for Zyprexa (antipsychotic · 
medication) and Depakote (mood disorder ' 
medication) Those medications were administered I 
to Patient 1 at 5:00 P.M. Per LVN 2, at 5:30 P.M .. 1 

there was still no effect from the medications. and 1 

the patient's behavior started to escalate. She IIobserved Patient 1 ra ise his hand in an attempt to I 
strike MHA 2 MHA 2 stepped back from Patient 

I1, while LVN 2 ran towards the patient and told him 
to "stop, and go to your room" Per LVN 2. Patient 

I1 ran down the hall and five staff followed him 
: Patient 1 grabbed the door handle of his room with l 
I his right hand Patient 1 was facing away from his 

room and lunged towards the staff. MHA 1 I 
~ grabbed one arm and LVN 1 grabbed the other arm ! 
' LVN 2 heard a "snap " Patient 1 then lay prone iI(face down) on the bed and his left upper arm I 
, looked "deformed" LVN 2 ran to get help Per 
!LVN 2. in re trospect, everyone should have given 
I Patient 1 "a lot more room, let him run around, and 
jcall a Code Green " 

1 
An interview was conducted with Patient 1's 
prima ry care nurse (RN 1) on 7/2/13at 3:15PM 

. I
RN 1 slated that she was assigned to care for 
Patient 1 on 6/25/13. RN 1 explained that Patient 
1 kept going to the medication window asking for 1 

I ' 
Event 10· 1/13/2015 1·47:00PM 
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I 
I Ativan (a medication used to treat anxiety I 
I disorders). After Patient 1 received his Ativan he 
1 went up to RN 1 at the nurses' station and swung 
at her RN 1 took a step back because that is 
what she has been taught. Patient 1 walked to the I 
Day Room and was told to go to his room. Staff 

1 
escorted Patient 1 to his room As RN 1 I 

. I
approached Patient 1's room she heard a ! 
"snapping" noise. Patient 1 was holding the door I 
handle. RN 1 stated that she went to the Charge • 

because she was concerned that LVN 1 wasINurse 
holding Patient 1's left arm. RN 1 stated that 

Iholding a patient's arm is a form of manual restraint 
I and that the use of manual restraints must be 1 
1ordered by a physician or instituted by an RN RN 

I 
I 
1 further explained that the situation could have 

l been handled better She stated that the staff j 
should have kept her informed of the increased , 
frequency and intensity of Patient 1's behaviors. '. 
RN 1 stated that it is not appropriate for staff to ever j 
grab a palient's arm. RN 1 explained that she was : 

1never taught to grab a patient's arm when they are 
Iassaulting you. 

1 

iOn 712/13 at 4:05 P M., an interview was : 

Iconducted with a Mental Health Assistant (MHA 1) I 

1 MHA 1 stated that after dinner. on 6/25/1, at 5:45 ! 

iP M... Patient 1 was yelling and screaming and I 

calling names at staff Patient 1 was "getting out of 

control and tried to hit staff." Patient 1 was told to 

go to his room and staff followed him At the door 

to his room, Patient 1 tried to hit the staff · 

members LVN 1 grabbed Patient 1's left arm and 

MHA 1 grabbed Patient 1's right wrist MHA 1 


stated that this was not what he was taught to do i' 

Event ID: 111312015 147:00PM 
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a patient tried to hurt him. MHA 1 explained that I 

he was taught to "walk away and ask for help" 


i 
J 

l 
The hospital failed to ensure that staff members ' 
followed the hospital's policies and procedures I 
rega rding the use of a manual restraint and 

' handling a patient emergency in which there is 
imminent danger to self or others. The patient 
sustained a fracture of the left humerus (upper arm 
bone) when the staff members applied the manual 
restraint. As a result, Patient 1 was transferred to 
a general acute care hospital and underwent a 
surgical operation to repair his fractured arm 1 

1 
On 10/23/13 at 4:20 P .M the Assistant I
IAdministrator was informed of the potential for an I
'Administrative Penalty to be issued as a result of 1 

I	 1that violation 

I II	The faci lity's noncompliance with these I 
requirements, jointly, separately or in any , 

1 
combination, has caused, or is likely to cause, ! 

Iserious injury or death to the patient, and therefore. I 
constitutes an immediate jeopardy within the 1· 

meaning of Health and Safety Code Section 
I1280 1. 

j This facility failed to prevent the deficiency(ies) as I 
I 

,described above that caused. or is likely to cause. 1 

serious injury or death to the patient, and therefore : 
constitutes an immediate jeopardy within the • 

'mear11ng of Health and Safety Code Section 
l 12ao 1(c) 

' 
Evenl ID 	 1/1312015 1:47.00PM 
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