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, The foltowing reflects the findings of the Department

‘of Public Health during an inspection visit: - Title 22
; 70263(1)
: Complaint Intake Number: ' fmmediate Corrective Action:
' CAQDZ35034 - Substantiated _ Immediatcly following this event, the
_ foliowing corrective measures were
Representing the Depariment of Public Health: : taken.
Suryeyor ID# 25732, HFEN _
o 1} Insulin Pumps were disallowed 7/27110
The inspection was limited 10 the specific faclity : for use with hospilalized patients .
event investigaled and does not represent the : (until such time as an appropriate
findings of a full inspection of the facility. : : policy and procedure was
! developed to define parameters
Heaith and Safety Code Section 1280.1{c}y Fer for safe use).
purposes of this section "immediate jecpardy” '
means @ situalion in which the licensea's 2} Claritied expectation that patients 712710

noncempliance with one or more requirements of
licensure has caused, or is likely to cause, serious
injury or death to the patient.

presenting with an insulin pump
would not only be instiucted to
tarn the pump off, but that the
pump must be removed from the

Titte 22 _ patient’s room while an alternate

: physician ordered insulin regimen
TO263(H) is in place. All such patients
{) Medications shall not be left at the patient’s would also receive an assessment
bedside unless the pr_eseriber so orders., Such by an E“dgcri[m[(jgis[-_

‘bedside medications shall be kept in a cabinel,
drawer or m possession of the patient. Drugs shall

not he left at the. bedside which are listed in . 3} The [ﬂcm[y medication } Tmitial
Schedules I, il and IV of the Federal| administration policy that P&T
| Comprehensive Drug Abuse Prevention and Control ' addresses sclf-administered ) 9772010
Act of 1970as amended. If the hospital permits medications at the bedside was ;\ﬂicl

bedside slorage of medications, wrilten policies revised to specifically address the R,

and procedures shall be eslablished Tor the.

f) use of insulin pumps.
dispensing, storage and records of use, of such

. . S ./,
: meadicalions. ) "./,'/’-\) / iy
| .
Event ID:KLEX 1Y 3i21/2011 1247 35PM _
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Any deimfenr.y stgtement-ending with an asterisk {7} denotes a deficiency which the msllluucm may be excused b corracting providing it ta determined
tat olher satequards provide sufficient proteclion to the patients  Excep! for nursing homes, the lindings above areﬁkdoﬁuhde&o days following the date
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jg Continued From page 1
Intermediate / Long Term corrective
: This regulation was not met evidenced by actions:
; A detailed policy addressing the use s
%Based on interview and record review the facilily pl‘insulin pamps in t.he hospital was - e
ifailed to impiement  their written poficy and developed. This policy was
?pr-ocedure on self-administered  bedside | uf)proved by the Pharmacy and
| medications in the maoagement of Patient s Therapeutics Conunittee and the |
imsulin Pump. This failed practice resulted in’ Quality Utilization Executive
Ipatient 1's dedth which was related 10 Oversight Commitlee (Medical
 hypoglycemia, the onsel of which occurred while . Executive Committee) in December
! Patient 1 was being cared for in the facility. 2010 and was implemented in
i Maternal Child Health (MCH}.
| . . -
i Patient 1 was admitted (o ihe facility on -Ufor
. pyelonephritis (kidney infection). Review of Patient MCH staff were trained by the MCH Féb 2011
I 1's cliical record indicates she had a Hhistory of Director on the policy and the use of o
' Type 1diabetes (insulin ‘dependent diabetes), pumps in the hospital.
' hypertensicn and kidney failure. Patient 1was :
linitially treated in the facilify's emergenicy room This policy is now being implemented 471741
| during the night then admitted to the seventh Hoor in the medical / surgical unit. Med /
medical-surgical unit for observation. Review of the ) Surg Patients that are admitted on
emergency reom medical racord indicates Patient 1 insulin pumps wilt be cohorted 1o one
had a Insulin Pump attached to her body from unit {7 So), in order 10 allow focused
heme. (Insulin Pump- device worn around the body education of and compeiency by the
that automatically delivers a set amount of insulin staff in that unit. The Adult Services
to a person, so person does not have to inject Director is responsible for assuring
themigelves with insulin). Patient 1was alert and completion of the training.
cooperative on admission o the floor. :
Pharmacy will be notificd upon 1/19/13
Review of the facifity's medication policy dated admission of any patient who meets
5/18/10 indicates:” Self -administered criteria for continued vse of their
i medications...If the medication has been brought tinsulin pump during their hospital
[ from home by the patient, the contents of the i admission - Pharmacy stail were
Feontainers—must—be——examined—and-—positively cducated-by-the Inpatient Pharmacy
identified. after arival at the hospital, by the " Manager,
patient's physician or the hospital pharmacist... The
Event ID:KLLX 11 : 32172011 12:17:35PM
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' Continued From page 2

registered nurse is lo evaluate the patienis ability
10 self-administer medications before the patient is
- allowed 1o adminisier medicalions..

in an interview on 7/28/0at 100 PM, Nurse
Manager 1iNM-1] said” On [0 at 9:52pPM
Patient 1 had a High Crilical Blood Sugar over 400
e . Lemgldi-{milligrams per -deciliter) {nonhal-bivod sugar]
70-105 mg/dl) RN-1 [Registered Nurse 1] gave
Patient 1 an injection of Insulin Regular at & dose
of &Units (medication o lower blood sugar in
diabeles) per the Insulin Sliding ScalellSS{ a
idoctor's order on the amount of insulin tlo give
‘based on the blood sugar checks at the bedside)
Ithen calied the doctor. The doctor ordered a blood |
,sample be sent to the lab ta confirm the bedside
"blood sugar reading. That blood sugar value was.
| 447 mgidl which was phoned to the doclor. Per:
doctors order RN-1gave Patient 1 another injection
of a different type of .lnsulin, Aspart-Novalog Insulin’
at a dose of 10Units (a rapid acling insulin, lo
lower blood sugar). At 12.30AM  on 611210
Registered Nurse-2 {RN-2Z] rechecked Patient 1's
bicod sugar value at the bedside which was 178
mg/dl. RN-2 notified the doctor who ordered no
more Insulin at this time bul to check the bloed
sugar at 4 AN,  RN-1went into Patent 1's room at
4AM to recheck her hlood sugar. RN-1found:
Patient .1 unresponsive and unconscicusness  with
a blood sugar level of 7 mg/dl. RN-1called for a
"Code Blue"{rapid response emergency leam {0
nelp resuscitale a patient who is suddenly

unresponsive).Palient T was—given—Dexirose--S0V(—-

—wil be complet& fora mimifwm of

Monitoring:
Monitoring will consist of a 100% Ongoing
chart review ol all patients who
meet criteria for continued use of
their inswdin pump during their
hiospital admission. 100% review

6 months post implementation, until
sustained compliance is
demonstrated. Results of the
monitoring process will be reported
1o medication Safely, Pharmacy and
Therapeutics, QUEOC (Medical
Iixecutive) commiltees and hospital
adminisiration,

Monitoring will be done by the Risk
Manigement / Palient Salely and
Pharmacy departments.
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drug lo counterac! the effects of a dangerously low’
blood sugar injected into the vein) and inlubated (

Event [D:KLLX 11 3121201 ©1211T:35PM
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. Continued From page 3

:emergency artifical tube inseried into the throat 1o
“mainiain breathing) and was fransferred to the ICU
i[Intensive Care  Unitl.  Patient 1 never regained
‘consciousness.” ‘ 5

Record review of Patient 1's 6/12/10 [CU
_Physician  note indicaled: "Unresponsive  blood
?sugaf of 7 but still breathing, pulse palpable. Code
(called at 4:20 AM this morning but unciear how
long patient was down. Intubated 22 minutes later.
Noted to have Insulin Pump siill altached. However,
on checking chart the pump was supposedly dic'd
| (discontinued) and patient was instructed to dic
pump. Unclear i patient also received insulin from
pump in addition o 185"

IRecord review of Patient 1's 10 Death
Certificate Work  shest indicated: “Cause of:
Death.. cardiopulmonary  arrest  due to  anoxic
encephalopathy due to  hypoglycemia.. "(brain
injury and death due to a fow blood sugar).
Discharge Summary Note indicated the date of
death wasHR O at 5:02 AM.

In an Interview, on 7/29M10 at 7:30 AM, RN-1 was |
asked whal she knew about Patient 1's insulin
Pump RN-1said” When | came 10 work that
evening at 7PM (1) | was told by RN-3in
report that the insulin Pump had been digscontinued’

During the Code Blue at 4 AM the nex{ morming
when we were working on Patient 11 noticed the
Insulin Pump was still in place on the patieni's

abdomen.—The—Critical—Care—Nurse—on_the _code

tearn removed it at that fime.”

Evenl {D:KLLX 11 ‘ 212011 12:17:35PM
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‘urvey whether of not a plan of correciion 1s provided. For nursing homes, the above findings and plans of correction are disclosabie 14 days lollowing
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Continued From page 4

In an interview, on B8M13/M0Cat I30PM RN-3 was
asked what she knew aboul Patient Us Insufin |
‘Pump. RN-3 said" { admitted Patient 1ta our floor
from the Emergency Room on [JJ0.during my
assessment when | was listening to her iungs and
checking her abdomen 1 feit a bump on her body.
: Patient 1 told me it was her Insulin Pump.”

iin the same interview RN-3was asked if she krew
the Insulin Pump was on. RN-3 said,” | really dont
know. The patient's. nephrolegis! (kidney doctor)
{came by an told the patignt 1o turn it off. | think the
- patient turned it off but she skl had it on her body
| at the end of my shift." '

In an inlerview on 7/28/M0at 330 PM, NM-1was
asked for a policy and procedure for managing @
patient using her own Insufin Pump in the hospital,
NM-1 said,"We don't have a writtery policy. It has
been our praclice not to allow the use of the
patient's. own insulin Pump in the haspital.”

In the same interview NM-1was asked if Patient 1's
competency for self-administration of medication by
insulin pump was evaluated according to facility
policy. NM-T said,"We did not check on the
medication compelency of Patient 1 because we
don't afiow the use of the pump in the hospital.”

NM-1was then asked if the pump was pumping |
insulin into Patient 1 during her stay on the seventh |
| floor NM-1 said."Well it is hard to say if it was

\Afa ey

pumping—on—her—body—or—at-the—bedside—We—never
physically removed the pump from her body on
admission. We told her not ¢ use it. We never took

Event ID:KLLX 11 32112014 12:17:35PM

LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE ) TITLE ) (%8} DATE,
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Continued Frbm page 5

‘the pump away from th patient. Later after the
incident we found out the pump stopped delivering
any insufin at 7:45 PM oniﬂ."

There was no documented evidence that Palient 1
was evaluated for self-administration .of medication | . — o4 - - - - e
by insulin pump as required by the facility policy 1t
was determined that the insulin, pump stopped
delivering insulin at 7:45PM on [0, Patient 1
had hypoglycemia which resulled in Patient 1's
brain injury and later death.

EThis failure is @ deficiency thal has caused, of is
{likely to cause serious injury or death 1o the patient
‘and therefore constitutes an immediate jeopardy
!within the meaning of Health and Safety Code

Section 1280.1
This facility failed to prevent the deficiency(ies) as
described above thal caused, of is likely io cause,
serious injury or death to the patient, and therefore
constitutes an immediate jeopardy within he
meaning of Health and S8afety Code Section
1280 1(c)
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