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The fol lowing reflects the findings of the Department 
of Public Health during an inspection visit 

Abbreviations: 
BOT - Board of Trustees 
CBO ­ Competency Based Orientation 
CQC ­ Clinical Quality Council 

Complaint Intake Number: 
CA00372887, CA00372443 - Substantiated 

GMO/COO - Chief Medical Officer/Chief 
Operating Officer 

CNO - Chief Nursing Officer 

Representing the Department of Public Health: 
Surveyor ID# 27294, HFEN 

MSEC - Medical Staff Executive Committee 
MSQC - Medical Staff Quality Council 
RT - Respiratory Therapy/Therapist 

The inspection was limited to the specific facility "* Findings related to this event were corrected 
event investigated and does not represent the following a Federal Complaint Validation Survey
findings of a full inspection of the facility. 

Immediate I Follow Up Actions: 
Health and Safety Code Section 1280.3: For 
purposes of this section "immediate jeopardy" E291T22-70215(a)(1) Planning and 
means a situation in which the licensee's Implementing Patient Care 
noncompliance with one or more requirements of 
licensure has caused, or is likely to cause, serious Debriefing of all involved medical staff and 
injury or death to the patient. nursing staff commenced on 10/06/13. 

Penalty.Number: 110011404 
1. The CMO/COO and Nursing Leadership 

including the CNO, 2North Nursing manager, 
2/28/14 

E 291 T22 DIVS CH1 ART3 - 70215(a)(1) Planning 
Director of Cardiovascular services, Director 
of Staff Education, Advanced Clinical Nurse 

& Implementing Patient Care Practitioner {ACNP), and representatives for 
Performance Improvement (Pl), and Risk 

(a) A registered nurse shall directly provide: Management commenced an intense 
(1) Ongoing patient assessments as defined in the investigation and aRoot Cause Analysis to 
Business and Professions Code, Section 2725(d). review these events on 10/6/13. It was 
Such assessments shall be performed, and the identified that education and process 
findings documented in the patient's medical changes were needed to Improve patient 
record, for each· shift, and upon receipt of the assessment-reassessments and 
patient when he/she is transferred to another documentation, plan of care documentation 
patient care area. and implementation, physician notification, 

and staff competencies for patient(s) having 
This RULE is not met as evidence~ py: multiple I complex facial fractures including 

wired jaw. A focused education and training 

Event ID:EWKP11 7/24/2015 11:55:26AM 

By signing this do ument, I am acknowledgi g receipt of1he en Ure citation packet, Paqe(sl. 1 thru 8 

Any deficiency statement ending with an asterisk(*) denotes a deficiency which the lnstllutlon may be excused from correcting providing II ls determined 
that other safeguards provide sufnclent protection to the patients. Except for nursing homes, the findings above are dlsclosable 90 days following the dale 
of survey whelher or not a plan of correction Is provided. For nursing homes, the above findings and plans ofcorrection are dlsclosable 14 days followlng · 
the date these docu enls are made avall~ble to the facility If deficiencies are cited, an approved plan ofc9rrecUon Is requltJ}e to continued 

a c 
program 

participation. 6 {:: ' Re J ~ J/ 
State-2567 1}1_ ~ -::/1 c~ e_J - rYL ~ a ) eA o..p R-e 7"' /4 ~ Orn-, f ~(';At c.e.:age 1 of 

~ievt_~ j). 
I I • q I·~ ~ 2: lcJ ?'"" I ~. ~ R.) I-ft-- /- J . . I 



CALIFORNIA HEALTH ANO iiUMAN SERVICES AGENCY 
DEPARTMENT OF PUBLIC HEALTH 

(X1) PROVIDER/SUPPLIER/CUAStATEMENTOf DEFIOIENCJeS 
lDENT1FICA1'10N NUMBBR:AND PLAN Of CORRECTION 

050009 

t!Tl'IEE'f ADDRESS,, mrY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER 

1000 Trancas St, Napa, CA 94So8·2906 NAPA COUNTYQueen oflh• Valley Modloal Cooter 

(X<) 10 
fiRtf'IX 

TAG 

SUMMARY STATEMENT OF OEFICJENGIES. 
{t;:(\CH P~flCJENCYMUSlBEPREC'EEDED.E3YFULL 
REGULATO~Y OR L.SC IDElNrlf'YlNG IN)'!.ORMATJON) 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF OORREOTION 
(EACH COIU~ECflVE ACTION SHOULD BE OROSS­

l'U!fERENCED ro THE APPROPRIATE DEF'tCU::.NCV) 

(XS) 
COMPLETE 

DATE 

Sea- E 292 

E,292 T22 DIV6 CH1 ART3 - 70Z:15(a)(2) Planning 
& Implementing Pali.ant Care 

(a) A registered nurse shall directly provide: 
(2) The planning, supe1vislon, implementation, and 
evaluation of the nursing care provided to each 
patient. The Implementation of nursing care may 
be delegated by the registered nurse responsible 
for the patient to other licens.ed nursing staff, or 
may be assigned to unlicensed staff, subject to any 
limitations of li)elr licensure, certlfioatlon, level of 
validated competency, and/or regulation. 

Based on staff, family Interviews.. record review, and 
document review, the hospital fa11ed lo ensure tliat 
nursing staff provided ongoing assessments for 
Patient 1's chang a of condition for Increased 
anxiety, airway patency (maintaining open rdiway), 
bleeding, and trouble breathing and these changes 
were reported promptly to the physician for one 
patient (Patient 1), These failures delayed 
recognition of Patient 1's deteriorating medical 
condition that resulted in Patient 1to bleed down 
tha back of her throat, had a respiralory arrest and 
sustained an anoxlc brain injury. (Adequate oxygen 
Is vital ·for the brain. When oxygen levels are 
significantly low for four minutes or longer, bmln 
cells begin to die and after five minutes permanent 
brain injury can occur. Anol<ic brain injury Is a 
sorlous, llfe•threalening injury). Patient currently is 
In a perslst<>nt vegetative stale, These failures were 
violations of Se.ction 70215 (a)(1)(2) of Title 22 of 

. 

plan was developed and implemented to 
ensure: 

a. patient needs are met by ongoing 
ass.essment of patients' needs 

b, The patient's plan of care: 
• is based on assessing the patient's nursing 

care needs 
• develops appropriate nursing Interventions 

in response to iden!lfled nursing care 
n'eeds, and 

• Is kept current by ongoing assessments 
and documentation. 

c, physicians will be notified about significant 
change In patients' condition In a tlmaly 
manner. 

d. sufficient numbers, types, and qualifications 
(training and experience) of nursing 
personnel are available to respond to the 
appropriate nursing needs and care for the 
patients with multlple/oomplex facial fractures 
lncludlngjaw wiring. 

e. the medical center provides nursing services 
for patients wlth multlplelcompJex facial 
fractures Including jaw wiring 24 hours aday, 
7days aweek. 

2. AMandatory education plan was developed 2128/14 
for applicable 2NorU1/Telernetry/Step Down 
unit, PostAneslhesJa Care Unit (PACU), and 
Intensive Oare Unlt(IGU) nursing staff to 
ensure nursing staff have competencies to 
provide .ongoing assessments-
reassessments which recognize patient's 
change of condition; thereby, ensuring 

. changes are reported promptly to the 
physician and the patleni's care plan Is 
Individualized to addres.s lhepatlent's needs. 
This education plan Included the following 
elements: 
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a. Mandatory TeamSTEPPS training: 

the California Code of Regulations and were 
deficiencies that caused or were likely lo cause 

• ~ 4hour class leaching an evldenoo· 
based teamwork system to Improve 
communication and teamwork skills 

serious Injury or death to the patient, and therefore among health care professionals.
consfltules an Immediate jeopardy within the. ~ course facllllators I trainers Included 
meaning ofHoalth and Safety Code 1Z80.1(a). ACNP, AHA Training Center 

Coordinator, and Registered Nurse, 
Findings: Slaff II from ICLI. 

• training commenced on 12111/13 and 
Palie11t 1 was admltled to the telemetry (portable. concluded on 01130/14 for applicable 
heart monitor) unit on 10/02113. Patient 1 had nursing staff on 2North. 
surglcal repairs on 10/02/13 of facial fractures with 
nasal packing {Gauze, foam, or cotton that has 
!Jeen packed Into the nose) and Patient 1's jaws 
were Wired ciosed. Patient 1was readmitted to the 
telemetry u11lt (portable heart monitor) 
post-operatively. Pallant 1was ale1t, oriented and 

b. Mandato1y ffducatlon tilled, "Assessment/ 
Reassessment and Plan of Care Important 
Pracllce Reminders" Includes: 
• a HeallhStream (an electronic 

education and tracking system} 
module developed to review nursing

Patient 1communicated by writing, due to hw jaws practice related to patient assessment 
wired closed. and reassessment, plan of care 

documentation, standards oJ care, and 
During Interview on 11/05113 at 4:00 p.m., Family patient education. 
Member 3 stated Patient 1 had learned how to • emphasis on the. requirement to re­
self'sucllon because she had fears of choking and assess patients as indicated by a 
thought the nurses might not make It to her room In change In the patient's level of care, 
time when she needed to be suctioned, so she was diagnosis, condition, response to. 
doing it herself. Fall111y Member 3 stated on lreatment, change in condition, as well 
10/05/13 at 1:30p.tiJ., Patient 1 was having as the patient's and/or family's needs 
difficulty with Increased secretions and was and the.care they are seeking, 
cornplaintng of Mt being able to breathe vary woll. • emphasis on tn'e need to notify lhe 
Family Member 3 state.d Pallant 1 had been physician I allied health professional 
self'Suctlonlng even before her surgery, beoause (AHP), fl1roughout the patient's slay, in 
she had difficulty swallowing and had "fears of a timely manner about pedinent 
choking." Family Member 3 stated she was changes In the patient's condition 

worried about Patient 1 and felt there was a ullllzing SBAR (communloatlonlhand­

disconnect with Patient 1 and the nurses. Family 
Member 3 stated she was worried about Patient 1 

off reporl utilizing Sltuallon, 
Background, Assessment, and 
Recommendation). 
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and told the nurses of her concerns before she 
we11t home that evening at 6:30 p.m. Family 
Member 3 stated Patient 1 was more anxious, 
Weak, and tired a11d was unable to relax. 

During an Interview on 10/10113 at 4:00 p.m., and 
on 11106/13 at 8:00 a;m., Licensed Staff D stated 
on 10/05/13 at 7:00 p.m. that Patient 1and Family 
Member 2 were anxious. Licensed Staff D stated 
that on 10105113 at 9:00 p.m., Patient 1 needed 1o 
be suctioned again and ·at that time Licensed Staff 
D noted a small blood clot In Patient 1's right 
nostril. Sha stated she checked the left nostril and 
mouth and did not see any blood. (patient's Jaws 
wers wired closed,) She stated Patient 1 was still 
anxious and complained of not being able to get the 
secretions out of the back of her throat There was 
no documented evidence of a nursing assessment 
of why Patient 1 was exhibiting anxiety, The 
physician was not notified. " 

During an lnteiview on 11/06/13 at a:oo a.rn., 
. Licensed Staff D stated that she should have 

notified the physician sooner after the first small 
blood clot In the right nostril was noted and the 
wires should have been cut sooner. 

During an tnteivlew on 10/10/13 at 4:00 p.m., and 
on 11/06!13 at 8:00 a.m., Licensed Staff b slated 
that on 10/05113 around 9:30 p;m., Family Member 
2 came out of the room and stated Patient 1 was 
having a nosebleed from the left nostril. Licensed 
Staff D stated when she went Into the room the 
nosebleed had stopped and Patle11t 1was still very 
anxious. There was no documented evidence of a 

• 	 Education commenced on 12/11/13 
and concluded on 01/30/14 lor 
applicable nursing staff on 2Norlh, 
ICU, 3Norlh, 1South units and the 
Nursing Float Pool. Completion 
required by 01/30/14. 

c. 	 Mandatory education lilied, "Critical Thinking 
a~d Clinical Judgment" Is aHeallhSlream (an 
electronic education and tracking system) 
module developed lo review: 
• 	 Rapl(I Response Standardized 

Procedure; Condition Help (Condition H); 
• 	 l~lemelry and oomputarized monitoring 

standards of care; 
· • 	 documentation for ongoing assessments 

In crltloal environments; 
• 	 Identify supplies required lo care fOr 

pallents with awired jaw; and 
• 	 Interventions required while caring for a 

patient with awired jaw. 
This education Is required !Jefore allending 
the mandatory 1.5 hour scenario training. 
Education commenced on 12/11/13and 
concluded on 01/30114 for applicable nursing 
staff on 2North. Education commenced on 
01/20/14 For Post Anesthesia Care Unit 
(PACU) and ICU nursing staff. Completion 
for all PACU and ICU nursing staff was 
completed on or before 02/28/14. 

d. 	 Mandatory educatlon lllled, "Scenario I 
Critical Thinking and Clinical Judgment" 
commenced on 12/11/13 For applicable 
nursing staff on 2Norlh and was completed 
on or )lefore 01130/14 for all 2N staff. 
Education for PACU and ICU nursing staff 
commenced on 01/20114 and was completed 
on or before 02/28/14. Course content 
included: 
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nursing assessment of why Patient ·1 was 
exhiblllng anxieiy and a 11ursln9 assessmen1 of 
Patient ·J's miseblead of !he loll nostril'. The 
physician was not notified. 

puring an Interview on 11/05/111 sit 1:15 p,m., 
Family Member 2 stated that on 10/05113 around 
10:00 p.m., Licensed Staff F helped Patient 1 to 
the bedside commode, and also helµad Patient 1 
011'\lly suction out a 2 inch blood olot. During an 
Interview on 10/28/13 at 4 p.m., and on 11106/13 at 
11 :30 a.m., Lioensed Staff F stated she Informed 
Licensed Staff b of the nosebleed. The physician 
was not notlffad. There was no ·documented 
evidence of a nursing 11ssessmant of Patient 1's 
bleeding. 

During an interview on 11./06/13 at B:OO a.m., 
Llcerlsed Staff D stated on 10/05/13'in the evening 
that she was In Patient i's room al lea~! every 15 • 
30 minutes. She stated she was not too worried 
about Patient 1even though Patient 1 was anxious 
and kept saying she was having difficulty getting 
the secretions .out and stated she was not ;;ible to 
breathe. Ucensed Staff D stated Patient 1's oxygen 
saturations were .94%-95 % on room air 
(percentages oxygen In tho blood and the normal 
ranges are 90% - 100%), sl<ln color was good, she 
was talking, and her lung sounds ware good. 
Licensed staff D stated she was unsure why 
Patient 1was so anxious. 

DUTing an Interview on 11105113 at 1:15 p.m., 
Family Membel 2 stated on 10/06/13 at 11:00 p.m., 
Licensed Staff F helped Patient 1to the commode 

• 	 1.5 hour scenario discussion, critical 
thinking role play, review of care ofthe 
patient with facial fracture and jaw wiring, 
and review of the wired jaw too/ box. 

e. 	 To ensure. that nursing personnel obtain 
appropriate education, experience, and 
competence prior lq being assigned to 
provide nursing care for patients with 
multlpie/complex faoiai fractures Including 
wired jaws, education 011 the following 
topics was provided and validated: 
• 	 Patient ram lly anxlely 
• 	 Care of pallent with nosebleed 
• 	 Continued bleeding 
• 	 Patient signs and symptoms Including 

difflcully swallowing and difficult 
breathing 

• 	 Documentation requirements 
• 	 Notification to physician regarding 

change ofpatient's condition 
• 	 Crltlcal thinking and Interpretation of 

patient behaviors and physiological 
changes as essenllalassessment 
skills. 

f. 	 Successful completion of Critical Thinking 
and Cllnloal Judgmel1t module and the 
Scenario I CriUcal Thinking and Clinical 
Judgme11t educallon Is required. Following 
completion, the nursing stairs competency 
Is validated by the ACNP noting that 
competency has been successfully met and 
can be performed Independently. This 
competency validation is documented and 
placed In the employee's file. 

Event ID:!::WKP11 	 7124/2015 11:55:26AM 

s1ate-2ae7 

(XO) 
COMPLETE 

OATE 

-

Pase aof 



CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY 
DEPARTMENT OF PUBLIC HEALTH. 

$TAT~MENT Of: DEFJCIEN.C!ES 
ANJ:;> PLAN OF CQRRECTJON 

(X1) PROVIDEIVSUPPLJERICLIA 
IOENllFICATJON NUMBER: 

(X2) MOLTIPLE CONSTRUCrlON 

A, BUILDING 

(X3) DAW SURVEY 
OOMPL~TED 

050009 a.WINO 02123/2(}15 

NAMt:: Of· PROVIDE~ OR SUPPLIE~ 

Queen of the Valley Mecilcal Center 
STREET ADDRESS, CITY, STATE, ZIP CODE 

1000 Trancas St, Napa, CA 94558•2906 NAPA COUNTY 

(X4)1D 
PREFIX 

. TAG 

SUMMARY SlA'rEMl::.NT OF DEFICIENCIES 
(EACH DEFICJENCY MUS't aE PREQEtOED BY FULL 
REGULATORY OR I.SC IDENTJFYING INFOl~MAllON) 

ID 
PnEFlX 

TAG 

and while s.he was on !he commode Patient 1 
began havin9 an.other nosebleed. Patient 1was put 
back lo bad and she staled the nosebleed was 
'jusl dripping" after !hat. There was no documented 
evidence of a nursing assessment of Patient 1's 
bleeding. 

During an lnteivlew on 10/28/13 al 4:00 p.m. and on 
11/06113 at 2:05p.m., Licensed 1'>'1aff F slated nn 
10105/13 at 11;30 p.m., she was oalted into tt1e 
room again by Licensed Staff D, who needed help. 
Family Member 2 and Patlenl 1were very anxious. 
Family Memb<1!' 2 wanted the physician celled riQht 
fiWW. Licensed Staff F told Licensed Slaff D to call 
!he hospltali.st. 

puring Interviews on 10110/13 at 9:10 a,m., and on 
11/07/13 at 11:00a.m., Licensed Staff E stated 
that on 10/Q6/13 at 12:20 a.rn., she saw a trickle of 
blpod In Patient 1's mouth and a Sinai! amount In 
her left nostril. She slated Patlmt 1was alert, very 
anxious, communicating, and swallowing a lot. 
Patient 1told her sh.e was having a hard tlmo 
brealhll)g. Patient 1's oxygen saturation was at 95 
% and Licensed Staff E stated she pul her on 
oxygen anyway. She stated that Patient 1was 
swallowlhg more. She stated shortly &fter that may 
be 2 or 3minutes later Pallant 1became 
unresponsive, and was not breathing, Licensed 
Slaff E stated CPR was Initiated and a code blue 
was called, 

There was no documented evidence of nursing 
assessments from 10/05/13 at 7:30 p.m. to 
10/06113 at 1:00 a.m., !bat Indicated Patient 1was 

. 

PROVIDER'S PtAN OF CORRECTl,QN (XO) 
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E292 T22-70215(a)(2) (Planning and 
Implementing Patient Care 

To ensure that aregistered nurse shall dl1eclly 
provide the planning, supe1:vlslon, 
hnplementailon, and evaluation of the nursing 
care provided to each patient, the Medical 
Center's policy tilled 'AssessmenURe­
Assessment of Patients" was ravlewed. This 
policy was In effect at the lime of !his event. 
Elements of the policy were nol followed 
Including documentallon of ongoing 
assessments, level of care transitions, changes 
In patient condition, care needs and response to 
interventions. 

1. Afocused .reView Identified that reinforcement 2/28/14 
educallon end process changes should be 
Implemented to ensure compliance with !he 
following eJements of 1he. AssessmenVRe· 
assessment policy I procedure. Process 
changes Include: 

a. f\lursing care planning starts upon admission, 
Is reviewed dally and as needed, and Is 
developed In oollaboratlon with other 
disciplines as their asse.ssments are 
cot.nplsted. 

b. TM patient's Cara Pian is Individualized to 
lh~palient's condition and needs. 

c. The. patient's care plan Is prioritized relative 
to the pallent's condlllon and needs. 

d. The patient's Care Plan Is kept current by 
documentation of assessed needs, 
assessments I re-assessment~, and the 
patleni's response to care, 
treallnenUlntervenuons, and services at least 
dally and as needed. 

e. i=:duoatlon commenced on 12/11/13 with 
completion on or before 01/30/14 for 
applicable nursing staff on 2North, eduoation 
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for ICU, 3North, 1South units and the Nursing 
Float P'ool completion occurred on or before 

having difficulty wllh Increased secretions, 02/28/14.

increased mnxlaty, difficulty swallowing, bleeding, or 
 f. Following successful completlon of Crlllcal 
trouble breathing. Thinking and Clinical Judgment module and 

the Scenario I Orillcal Thu1klng and Clll1lcal 
Duijng a11 Interview on 11/06/13 at 8:00 a.m., Judgment educallon, tt1e nursing staff's 
Licensed Slaff D staled she was so busy that shift competency was validated by the ACNP 
she was not able to look at Palient 1's chart for noting thal competency had been 

physloian orders, or Patient 1's hlsloiy. She stated 
 successfully met and can be performed 
as far as the Jgck of documentation from 10/05/13 independently. This competency validation 
at 7;30 to 101oeJi3 al 1:00 a.m., she stated she documentallon Is placed In the employee's 
was so busy and everything got so hecllc, that she file. 

was unable to document anythll1g. 
 2. 'Caring for apatient with awired jaw'' 2128/14 

compatencyl1as been addedto the "RN 
During an lnteivtew on 10/09/13 al 11:00 a.m., Basic Competencies - ICCIJ" CSO and the 
Administrative staff c stated that Licensed Staff D "RN Basic Competencies: Progressive Care· 
had no documentation of all the events that Step Down UniUICU Cross Training" CBO; 
occurred from 7:30 p.m. on 10105/13 unlil Patient thereby, ensuring annual competencies are 
1's code blue on 10/06113 at 12:36 a.m. She staled completed by all applicable nursing staff and 
she expected the nurses to document any change during orientation for new nursing staff on 
of condlllon and notify the physician Immediately. these units. 

3. To ensure that nursing personnel obtain 2/28114
Review Of the Hospital's policy and procedures for appropriate education, experience, and 

Nursing assessments and re-assessments, revised 
 competence prior to being assigned to 

11 /09, Indicated page 1#2'-(ll); using the nursing 
 provide nursing care .fi>r patients with 

process, the RN Wlll assess relevant physical, 
 mulllpls/complax facial fractures Including 
functional, psyohologloal needs of !he patient This wired faws, education on the following topics 
process begins with the RN's first encounter with were provided and validated: 

the patient and is reassess.ad throughout the stay 
 a. Airway Compromise, threatened airway and 
as conditions warrants. respiratory distress 

b: Acute changes In breathing 
c. Cri!lcal lnlerven!lons necessary to rea:ch theReview of Clinia<il Nursing Skills and Techniques, 


patient's treatment goals.
8th edition, 2010, Chapter 6, lilied "Health 
d. Patient and family educationA:i.,assments:" Indicated nurses perform physical 

.e. Oral careassessmenls on a ISJgular basis, In an Acute Cara 
;f. Pain and nausea managementsetting the assessinents are more comprehensive. 
'g. Anatomy Review 
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(K<)IO SUMMARY STA'lliMENT OF OEl'ICJENCIES ID 
PRSFJX (EAOH t)Er-tClGNCV MUSI BE PREGEEQEO BY FULL PREFIX 

lAG R!!GULAlORY-,OR lSC IOENrlFYING INFORMATION) TAG 

Nurses are often the first lo detect changes. in the 
pallenl condition. The ability to thin!< crlllcally and 
Interpret patient · behaviors and physiological 
chaiiges are ess(lntlal. The physical assessments 
are tools used lo detect both subtle and obvious 
changes 1n a patient's he~lth. 

these !allures to ensure that nursing staff provided 
ongo.Jng assessmenls for Patient. 1's change of 
condition for Increased anxle!y, airway patency, 
bleeding, and tr9ubla breathing and these changes 
were not reported prom])Uy to Patient 1's physician. 
These failures delayed recognition of Patient 1's 
deteriorating medical condition that resulted In 
Patient 1 to bleed down the beck of her throat, had 
a resplratoiy arrest and sustained an anoxlc brain 
l!Jlury. These were violations of Section 70215(a)(1) 
(2) of Tille 22 of the California Code of Regulations 
and deflclenclas that caused or were likely to 
cause serious lnjuiy or death to the patient, and 
therefore constitutes an lmmedl.ate jeopardy within 
the meaning of Health and Safety Code 1280.1 (a). 

This facility failed to prevent the deflclancy(les) as 
described above that caused, or is likely to cause, 
serious Injury .or death to the patient, and therefore 
constitutes an Immediate Jeopardy within the 
meaning of Health and Safety Code Section 
1280.1 (c). 

PROVIDER'S PLAN OF CORRECTION (XS) 
(EACH CbRRECTIVE_ ACiJON SHOUl.D aE- CROSS· COMPLETE 

REFERENCED TO TtlE AP,PROPRIATE 02FlCIENCY) DATE 

h. Facial Fraclure stabilization 
I. Bedside supplies 
Jc Secretions and suclion 
!(. Wire cullers 
I. Culling Wires In an emergency 

4. In collaboration wllh !he Medical Slaff and 1130/14 
Nursing, wrillen lnstrucllons tilled. "How to 
care for apatient wllh awired jaw" were 
developed and are available to nursing staff. 
To ensure avallabiUly when oaring for a 
patient wi!h awired jaw, acopy of these 
wrllten lnstruclions are Included In !he Jaw 
Wire Kit. 

5. In collaboralion with Iha Medical Staff and 1130/14 
Nursing, wrllten lnstrucllons titled, "Patient 
Care Instruction After Correclive Jaw 
Surgery" were. developed and are available to 
patients, family, and nursing staff. 

.6. To ensure Rafe and appropriate nursing I 1/30/14 
palient care asslgnmenls, aShift Lead 
Checklist was dovoloped noting essenllal 
Items thalmusl be completed each shift by 
all leads I relief charge nurse on 2Norlh 
nursing unit Including: 

a. review all complex patients on unit. 
b. confirm !bat the plan of care Is updated. 
a. confirm ·that staff bas resources to care for 

pallent 
d. confirm patient education Is compleled 
e. make assignments for oncoming shlfl, 

ensuring !hat slaff wllh appropriate 
compelencles are assigned lo ~ach pallenl 

I. Shill lead checklist Is signed, dated, and 
presented to Deparlment manager for review 
and actions ff needed. 
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Nwses are often the tlrst to detect changes in the 
patient <;onditlon. The abllily to think rnitloally and 
Interpret patient · behaviors arid phystologlcal 
changes are ess~nlial. The physical assessments 
are tools used lo detect both subtle and obvious 
changes In a patient's health. 

These failures lo ensure that nursjng staff provided 
ongoing assessments for Pallan! 1's change of 
condition for .Increased anxiety, airway patency, 
bleeding, and trouble breathing and these changes 
Were not repor!ed promptly fo Patient 1's physician, 
These failures delayed recognition of Patient 1's 
delerloraflng ml'!dlcal condition that resulled In 
Patient 1 lo bleed down Iha baok of her throat, had 
a respiratory arrest and sustained an anoxlc brain 
Injury. These were vlolallons of .Section 70215(a)(1) 
(2) of Title 22 of the Califomla Code .of Ragulallons 
ahd dsflclenc!es that caused or were likely to 
oause serious Injury or de.ath to the patient, and 
therefo1e constitutes an 1mmediate Jaopardy within 
the meaning ofHealth and sarety Code 1280.1 (a). 

This faclllty failed to prevent the defidlency(les) as 
described above Iha( caused, or Is likely to cause, 
serious Injury or death to the pallent, and therefore 
comtilutes an Immediate jeopardy within the 
meaning of Health and Safety Code Secllon 
1280.1(c). 

PROVIDE.R'S PLAN Of CORRECTION (X6) 
(EACH CORRECTIVE ACTION SHOULD BE CROSS· COMPLETE 
REFERENCED TO 1HEAP,PROPRIA1E PEFICJEN(,'Y} DATE 

9/17115MonltoringProcess 
1. 2N m1rs!ng staff assignments were reviewed 

lo ensure s!aff wl!h appropriale compelencies 
are assigned to each patient. Audits of slaff 
competencies and patient assignments 
occurred on 2 North and 2 Northwest, 
Including assignments from each shm. 
Aud!Vreview commenced on 11101113.. Audit 
data resulled In 100% compliance with 
requirement that "employee file. reflects 
completed compelancles appllcable to the 
patient populallon assignment". 

2. Medical records will be audited for 
.compliance with hospital policies to confirm 
nursing staff provide assessment and re­
assessments, lncludlng documentation that 
could prevent delayed recognition of a 
deteriorating medical status and applicable 
notification to physicians. Audits will occur 
on 2North and Wiii inciude samples for each 
shift. Audits will be monthly to include a 
minimum of 35 records. This audit will 
commence .on 08/17/15. Followl.ng four (4) 
continuous mohths of compliance, this audit 
may be reduced to quarterly monitoring until 
sustainable corrections are assured, 

Audit Indicator: 
' Care plan Is lndlvlduallzed to the 

patlenfs condition and needs 
• Care plan Is current~ reviewed dally 

and as needed 
• Assessments I reassessments and the 

pallent's response to careltrealmenU 
Interventions Is documented 

Responsible Person(s): Director I 2N Manager 

Aclions for the above Plan of Correcllon were 
evaluated for effectiveness. Audit data and 
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.SUMMARY srATEMl::Nl' OF Q'Ef/CIEN.CIES ID PROVIDER'S PLAN OF CORRECTION(X4)JU (XSJ 
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Nurses are often the first Jo detect changes in !he. analysis was reporled to Involved staff, Patient · 
pailenl condition. The abill!y lo think c1'ltically and Safety Council, Administration, Nursing 

lnterprel patient · behaviors end physiological 
 Leadership, MSQG, GQC, and BOT for tracking,.. . 
changes are essential. The physical assessments Improvements as needed, and Integration Into 
are tools used to detect both subtle and obvious !he hospllal's qualily assurance program. 

changes In a patient's Mal!h. 


These failures lo ensure that nursing staff provided 

ongoing assessments for Patient 1's change of 

ccrnditlon for li1creased anxiety, ahway patency, 

bleeding, and trouble breathing and these changes 

were not reported promptly to Patient i's physician. 

These failures delayed recognition of Patient 1's 

deterioratlll.S medloal condition that resulted In 

Patient 1 lo bleed down the back of her throat, had 

a IJlSpiratory arrest and sustained an anoxic brain 

Injury. These were violallons of Section 70215(a)(1) 

(2) of Title 22 of the California Code of Regulations 

and de1iclencles that caused or were likely to 

cause serious Injury or death to the patient, and 

tharef\>re conslit.utes an Immediate jeopardy within 

the meaning of Health and Safety Coda 12ao.1(a). 


lhls faclll!y fulled to prevent the def/ciency(les) as 

described above thal caused, or Is likely to cause, 

serious Injury or death to the patient, and therefore 

constitutes an Immediate jeopardy WI.thin the 

meaning of Health and Safety Gode Section 

1280.1 (c). 
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