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,The following refieols the findings oi lheOepartmant 
-of Public Health dur1ng an lnspeclion visit: 

Complaint lnlakc Number: Preparation and/or execut'lon of this Pian 
.lcA00574266, CA00570948 , Subslantlaled 

iRepresenting the Oepartmont of Public Health: ; I 
of Correction does not cohstiM•e 
adml.,slon or agreement by the provider 
of the truth of t'lle facts alleged or 

Survey-or ID II- 2585, Pharmacy Gonsult~nt II i I conclusion set forth In the Statement of 

The inspection was lmlted to me speciM facility 
.event Investigated and does not repr$Senl the 

I 

i , 
Deficiencies. This />Ian of Correctio_n has 
been prepared and/or executed solely 

:1indings of a full lhepectlon o1 tha {aciiity. llecause it Is requimd by fe{feral and 
' state laws 
'Healllrnnd Safely Code &,ction 1280.3(9): For 
;purposes of lhls section "immediate jeopardt 
meana a situation In which lhe licen-see1s 

'. noricomp!lance with one or more requll'emenl9 t)f 
: lk:ensurfJ has caused, or is ,llkety to cause.- serious 
;Injury or death to the pallcnt.· - '' The corrective action detalls, commonce 

on page 4 of this 2567 

, Healll1 and Safety Code 1280.3 
(a) Commencing on ihe effective cl,ilo of the 
regu!a!ions adopted pursuanl to !his section, the 
director rm:iy assess an administrative penal.ly i_ \ 

: against a licensee of a health facility licensed under ; ! 
· subdivision (a), (b), or (Q of Section 125D for a 1 
·deficiency con$lltutlng an immediate jeopardy 'I 

; v!ola!lon as determined by the department up to a 
: maximum of sevanly•livc .thous;and dollars ($75,000) 
, for tha first admintslmlive pet'\Olty, up to one hundred 
; thousand dollars ($1 oo;OOO) for Uie second 
i subsequenl ad-mioistrative penalty, and up to one 
· hundred twenty-five lhousand dollars ($125,000) for
1
the third and eve.y subsequenl violation. An 

: admln!str;,;.ilive penally ISSL!ed after three years from 
i the dale of the last Issued immedta!e feopanJy 

lavenilD:VR/3111 12/1412018 9:04:20AM 

l3-ys1(1'1lf'.Q !hi& dOOLIJ'rlenl, I i;lm aclmowteclging re·cc1pto/·1i,c el'tl[re cilation paekot, Paqc{a/, 1 /hrv 18 J/17 IIr 
Ari'/ dnfii':Hmcy statsment ending with an·.;.is!ens\i: t•l danotos ii d~ncia11cy which \hf: irislllullan may bo 0xcu~ed lrom correGUng provid1no i\ is dot'1onir,ed 
!hat other snfcgJaHfa pto\/idu !'.1,lff1ch:rnt proloi;ttoo lo \he. pa!~nB. E:«-..ap\ /ort1Lrsing hor"le~, 1he findi0!'.1$ a'ooveare d1sdonable 90 dflys fo!lowi110' IM darn 
of l\UNey whelher or nol .i plan of correclknl Is. pro-1\d-Od F<1r c1urslnJ homes, lf:e nhove llrttlings end i;i!aru; of corrocVoii are dlselowble 14 cloys. following 
tho da1e these documents me mmll.l' evai1,1bl13 ta the facility Ir deliciQr.dG~-o~ crted. an approved plan. of.ccttt!Clion is req1.1ialte to conl1r1ued program 

p~rllcipalton. 
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2025 Cnpitol AVer.ue, S~cra:r11~nto1 GA tl51>1G-5616 SACRAMENtO COUNTYSutter M~dlol1I Cant!J-t', $_atrnmanto 

V:41.10 
PRl¼FIX 

TAG 

' 6UMt.\ARY S.TATSIENT Of" Df:f!\Clf:NCIES 
(EACH OfF"lCIJJ-r1Ct 1.ms, Bl; PRECEEOEO BY PUlL 
REGUI.ATORY PR LSC IOENTIFi'lNtl1t1JFORMATl(,)N)I 

' 

ID 

?P.Efli'~ 
TAG 

PROV.10\!R'Q?i.AM OF CORRE.CllO~i 
(EACH C:ORRECllV~ ACTION SHOUl.P OE C~O::lS• 
RF.FFREr~CED TO fHE .APPROPRIATE UE=f'JCIENCY) 

(X>) 
COMl'Lf;.TI! 

D/ITE 

vlolallon shall be considereo a nrst administrative 
!penalty so long as the facility ha$ not received 
additional immediate feopardy violations and is 
found by lhe department to be In suhstrmtia!I 

.= compliance wilh all ulale and federal licensing laws 
, and regulations. The department shall have full 
, discretion to consider au foctors when determining 
• lhe amount of an administrative penalty pursuant lo 
: !his oecllon. 

·Health and Safety Code 1280.3 
I(g) For the purposes of this section, "lmmcdiotc 
· jeopardy'' means a situation in whfch lhe ficeneee 1s 
: noncompilan~e with one or more requirements Of 
• licensure has calised or is likely to cam;e, se.rlous 
, Injury or dealh to the pallenI. 

I 

I 
; 

'! 

I 

. 

i Heallh and Safety Code 1280.1 
; (b} For purposes of this sec.lion, ,.adiJersF. event" 
'. includes any of ths following: 
: (4} Cara mana.gemenl evenls, li1dudi11g lhe 
: following: 
(A) A patient dealh or serious disability ijssociated 
wlth·a medication error, lncludlng1 bul not llmiled to, 

.an error involving the wrong drug, the wrong dose, 
'the wrong patient. lhe wrong time, the wrong rate. 
: the wrong preparnlion, or the wrong route of 
: administration, excluding reasonab:e differences in 
cllr.ical judgment on drug selectlon and dose, 

'. Faclllty dotected the AE on 8/ZB/t 7 
; Facility notified tho AE to the Deportment on 
'1/25I18 
1 Fadllly notified the patlent/responslbfe part on 
8/29117 

Event ID:VRSlt 1 12114/2018 9:04:20/\M 
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{Xl) t'ROVJDERISUPPLl!aRfCUAllT/\Tl:MENT OF DEFlCl!:JlCtCS 
IOE;~l'I!FlCATlON HUUElC:R. 

050108 

.ANO.t>LAN'ar CORf~-ECrtON 

(X2) MU~ lrPll': C:OHSTRUC'flON (X3) IJAlE SURVF.V 
CQMPllITED 

A. BUILOiNQ. 

B.IMNG 1210712018 

Si'~l!e.T ADORl::f;O, CllY,SiATE, 2.IP COD6NAMe. or f'ROV!D~R OR SU?Pl.lER 
2825 Citpltol A<-1uouo1 Sii.cramonto,· CA 958"18-5616 SAQllAMEN1'0 COUNTYSutter Medical Cantor ► Sacmmenta 

PROVIOER'G PLAtf OF CMRECTION ; [XS)tX4) !O SUMMARY amTI:M!:Nr OF DEFICII:NCl€5 ID Irma.Ftx . (MCH CORRl!CTIVI: ncnol'I SHOULD Bf: c-i.mrn. GOMP\,T.:1C 

fAG ; RtGUl.A1'0RY on E..SC IDENnFYINO INF'ORMATION) ' rw HE:H::RENC~O TOTUC: I\PPROPRrAtE DEFIC!E!.NCY! OA"re 
PREJ:IX (E:ACH IJF,FICIENCY MWil BE PRl:C!::l: □I:0 !lY Fllll 

' 

! I 
I 
I 

,Adverse Event NotlficaUon. Informed I 

Health and Safety Code Section 1279.1 (c}, "The 
' facility shall inform the pallenl or tho party 
!, responsible for the. patient of the adverse event by ' I 
: the time th~ report Is rnade. 11 

I 
::The GOPH verified that lhe facll!ty informed the 

1patlent or 1he party responsible for lhe patient of the I 
I 

[ adverse event oy the time the report was m,,de, 

I 
'T22 OIVo CH1 ART3 70263 Pharmaceutlcol 

I 
' Services.General Requirements 

' [c) A pharmacy and 1herapeutlcs cornmi\lae, or a 
;committee QI equivalent composition, shall be 

'' I est~bHshed. The committee shall co~s!s1 of at least 
'. one physician, one pharmacist, the director of 
; nursing service or her representative and lhe ' 
admlnls1rat □I· er hls reprnsentative. 

I
{1) The committee shall develop wri!ten policies and I 
procedures for eslablishmr.nt of sale and effeci.ive I 
systems for pmc1.1rement, slorage, dislriQUtion, 

:dispensing and llsa of drugs and chernlcals, The I 
.pharmacl:'.it in consultation with other appropriale Iihealth professionals and administrallon shall be 
, responsible foe the develaprnenl and 
; implementations of praccdurt)s. Policies shaH be 
!approved by lhe governing b<Xiy, Procedurns ,hall 
, be approved by lhe administration and medical staff i 
;where ~uch is appropriate, I 
: T22 DIV5 CH1 ART3 70263 Pharmaceutical I 
Services General RequiremerttG 

i 
(g) No dnigs shall be administe.rAd exc.9pl by 

: licensed personnel authorized lo admlnlsler dnigs 
; ' 

12/14/2018 9:D4;20AMEvent 10:VRSll 1 
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DEPARTMENT OF PUSLIC HEALTH 

(X2) MUlllPL~ COI-JSmUcT10N {XJ) rJJ\lE SUR.VEY{XI) f'ROVIDWJSUPP~!GRICLIA
IOENTlFJCAl'IOt-1 MUMOER: 

-·oso1os -

SiAT~M!:NT Of CEFICIENCll!S· 
COMf'LE.lEOAND PLAN Or CORRE;;CTION 

A. 6UILDlNG 

o~·w1Nu 12/07/2018 

StREET ('J)00c!3S. crrv, STAll:, Zif\ CODE 

Sutter Medi.cal Cf.ilnter, sacrame11to 
NAME Of"PiWV10!:.ROR SIJPPU!::R 

2625 Capitol Avenu.i, Sacra.mt'.lnto1 CA 9581S.M5616 SACRAMENiO COUNTY 

'X4)10 1·-·---:::::===:::===~---,-,,,--,1-------------..-----l1 SUMMARY StAlEMGNT OF OEf!CteNCIGS 1 ,., PROVl"DE:R'!'l f'lP,N OF CORREdTlOH {i<!i) 
Pf'I.EPIX (EACH Of.FlC!RNC:.Y t.1UST BE PAl;(;i£0Hl EIY FlJl,l I P~l!.l'i:{ 1· ~- •ri0"i'-~~.,.)•1.d "l'"!"!C.fJ SHOULD aECit0$S, COWHtiC 

TAG fl[GULATORVORLSCIOtrnn~YJNGlllFORMATION) rr.G" , ,. ' ·•:· ,1,;;APPACPRIA!i;:DC.Fl·:::IEHO'r') DMe 

:i----..;'-----'---------------!-'___..._____ .. ··-
I l 

I and _upon the ordet DI a person lawlully authorized to I Medication safety, related to the use of the IV 
prescribe or furnish, This shall not preclude the · pumps Is continuous and ongoing and is 

•administration of aerosol drugs by respiriitory accompllshed through an lnterdiscipBnary 
;therap1sts. The order shall Include the name or lhe approach. Each discipline adding a layer of 
:drug, the dosage and the frequency of protection and /or mitigation through defined 
!ldmi111slratfau, the route of administration, if other workfloW processes, Each layer ls designed to 
than oral, and the dale, lime and signature of the 
prescriber or furnisher. Orders lot drugs should be 
written or transmitted by the presctiber or fumlsher. I 

'Verbal otders for drugs shall be given only by a 
.person lawfulJy authorized to pceocrlbo or furnish 
and shall be recorded promptly In tho patient's 
medical record, nottng the name of lhe person giv:ng 
tho verbal order and. tha signature of lhe lndMdualI
receiving the order, The prescriber or furnisher shall 

·countersign \ha order within 48 hours. 
(2) Medications and treatments shall ba 

, administered as ordered. 

'. During a Fedecal Complaint Validallon Survey 
c.:onducied by (lie Deparlrnenl, i/24/HJ thf-oi.igh 
1/28118, on adverse event was reported by lhe 
facility on 1125/18 and invesligated el thal lime 

. (lnlake number CA00570S4B). On 2/16118, a 
·. consumer complaint regarding the so.me lnclden1 
· wae received by the Department and was 
· invcsligeled concL1rrentty (CA00574265). 

The Deµartmenl•determined the facllily failed to 
'ad1Y1tnislar madicatiot1s as prascribed by the 
' physician and In accordance wilh facility policy_ 

reduce the likelihood of patient harm from an 
unintended IV medication administration event. 

Ea<:h discipline is an ad- hoc member of the 
Medication Safety Committee. The Medication 
Safety Committee coordinates rev!ews and 
responds to IV putnp issues. The committee 

review of indMdual events and or trends, 
provide for the development of action plans, as. I; 
needed. Review of audits, and the subsequent 
strategies, are designed to reduce the potentla! 
for future pump malfunctions, which may result 
In an unintended medication administration. The i 
committee meets quarterly. Actions detailed ln 
this sc.ctic:n are ongoing 

l(ey !'oles and responsibitlties: 

pharmacy {accm.Jlltable-Pharmacy Director) 

Pharmacy reviews and reports a11 medication 
relateq safety events, which lncludes IV pump 
Issues. Th·e review determines If an incident 
associated with an IV medication administration 
has potentially occurred, or tf any Incident may 
have reached the pat!ent. SMCS continues to 

·The facility failed to ei10ure that; revlew and compare the alarm alert.report to 

i1) The factl[ty policy and procedure for Ma11agernenl any reported pump Issues und or medication 

i of High Alert Medications was developed and events. 
I 

12JW2U1B 9o04:20AMEvent ID,VRSl1 l 
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CALIFORNIA HEAL7H AND HUMAN SEHVICES AGEHCY 
DEPARTMENT OF PUBLIC HEALTH 

STAIEMENT OF Dru:\Cli!JJCO:S ,x.1) PAOVIDEWSUPPLl~R/CLIA !X:.!) MULTIPI.E CONSTRUCTION (,(~) FJATE SURVEY 

ANO flLJ.Jq DF CORRE:Cl10N lDENllFICATION NUME!t;f(· COMPt\;.ll!O 

A.llUtLDrNC3 

aso1oa S,WING 12107/2018 

i'lAME OF PROVfD':R OR Stlf'PUER SWIH!:r'flOO:!Hms, CITY' STA'TE, l!P COOi!. 

SultGr Mndi~I CGnh1t1 Sacramonto 2025 Capitol Avem..1~, Sai.ramoneo, CA 9Sa1(;~SM6 SACRAMB./lliO COUNTY 

{)(4)11) BUMM/\Ri' SlArE:MC.ITT OF D!:FICiENCIE:S 10 ' PROVIDER'S Pl/11-l Ofl CORRE;Ol!ON (,<5) 

P~EF!X (12ACH Ol!F!CIENCY MUST flE PRECEEDEO av i:uLL PRf:HX ' (~ACH cORBECTIVE ACTION ~HDVLO ee CROSS-, COMJ'Ll;TE;' 
tAG REPE!.REMCEP Tt.l THE AilPR.□ PRIArE 0€FICJENCY1 OAfl;.TAG R!.:GULATORY OR LSC 108.Nrl~Yt!IIG 1NFORMATl0N) 

' 1----+------------------+---~~-------··-
Sio med staff~ {accountable -Bto Med 
Director)

implemented to ensure safe adminisVation practlca 
: 61 medlc,tlons tdentlfiM wilh high potential for Bio Med reports on pump maintenance, 
. devaslatlng consequences If an error occurs and evaluations and.volume of Issues resolved and 

2) Medlcelions were administered per physician / or number of pumps removed from servtce, 
·order when Patfanl 3 wa)i adrn!ntstered ?50 
mllllgram (mg) of IV (inlravenoosly, ln)ecled Uirough Sterile Processing Departrnent (SPO 

i lhe vein) morphine {a potent nareolic for pa!rt) over (Accountable -SPD Manager)Ione and a half hours Instead of the pre,oribed 1 mg 
; per hour. SPD reports on dlslnfectlon processes and 

pump lf!legrity escalations to Bio Med. AH IV 
.The medloalion ortor exposed Patient a to effects of pumps are sent to SPD for deaning and 
· morphine overdose (166 times !he pre,crtbed dose), disinfection, 
including low blood pressure and subsequent death. 

RN staff (Accountable Chief N~rsingIFioding": Director) 

: Review of PaUent D's c!i11ica[ record indicated he 
Nursing representation revlews and reports

:· was admitted to the facility on 81111'17 for acule 
on documentation audits;. and concurrent

cespirnloiy failure (Inability of the lungs to maintain 
!ntervlew audits for v1sual inspection, rate; n_orrnal respiratory functfon), P~Oant 3 n~ed0d high 
verification, and volume llrnitlng chambers. '. flow oxygen lnto lhe nose tn ensure oxygen delivery 
Actionsto blood and organs. 

' 
I Actions taken to ensure that corrective actions i Review of Patient 3's physician orders. dated 

were effective:· 8/27117 at3;45 p.m., Indicated "morphine 250 mg in 
'. NaCl 0.9% [saline solullon] 250 ml [rnillillter) IV Drip The hospital developed corrective- actions 
. [pro,nixed in tile pharmacy] CONTINUOUS 

trorn the an~lys\s of events1 information
{confinuousty <1dminlstored ot the specified ral~l 

obtained from the manufacturer, ex.te.r-nal · ...Initial dose 1 mg/hour [1mllhr (hour) is equal to 1 
s.ourc.es and subsequent internal Investigation.mg of morphine/hr]." 
findings. Interventions deslgned to prevent IV 
pump medication errors, Including free flow Revlew of Patient 3's MAR (medicetion 

: admlnislratlon record) \ndicaled the n~orphlne drip events have been added ta medication 
management poll<;les / procedures. ;was started on 8/27117 at 8:54 p.nt and slopped at 

[9:02 p.rn. (S minutes later). 

' 
12/14/2018 9:04:20/\MEve-nl ID:VRSl'I 1 
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CALIFORNIA HEAL,H AND HUMAN SERVICES AGEHGY 
DEPARTMENT OF PUBLIC Hl;.AJ..TH 

STAffeM~NT 01" dfflCJENCJES 
ANO PlAM or CORReCTION 

NMtE OF PROVIOl;R OR 51.JPf>llER 

(XU PROV[□i.:RISUPl'>UERICLII\ (X:2) MIJ!.TJPle. CONs.rnucnm1 
IOE:NltPICATION i'l!JMBl!H 

A tlUILOING 

D5ofoa - e w~Q 

STREET ffiDR.ESS, (:IT'(, .$Ti\T!;., ZIP CODG 

{X3f DAT~ SUR\JEV 
C:OMf'l~'tl:'.O 

12/07/2018 

Suitor Medical Gl;¼ntor, Sacramento 28.25 C~pitol Avenue, Sacrnmonto, CA Sml1G..SG10 SACRPiMENiO COLINrr 

-
(X4) !D ' SUMMI\RY STATE Mt.NT OF Ol::F!CIE'I\IC\ES JO!
PREFIX {EACH OEFJCll1f.JC.V MUST BE PRl:.C1;61)i:;□ llY FULL PREF!:.( 

TAO REGUcATOt(V OR I.SC 10G:Hill1''ilNG .NFOFIMA110t~) ' 

[ Review of Patient 3's nursing notes dated 6127117 
•indicated: . 
. -At 9:02 p.m.: "pt [pa~enl) wi\h deocease In RR 
[respiratory rateJ, oxygen saturalion down to 70's. 

. Morphine gtt [drip, Infusion! tumed oft." 

.• At 9:06 p.m.: "EICU (Eleclronic Intensive Care 
, Uni!] called, no r.all back from PMA [Pulmonary 
iMedicine Altendin~]. pt with sz [seizure- sudde,n, 
I uncontrolled electrical diolurbance In the· brain] 
· activity lasting about 25- seconds.''· 
: • At 9:07 p.m.: "Dr... returned page. Updated on 
,siwa\ian. New order received lo start on BIPAP 
· [bl-level posillve airway pressure is a type of device 
. that helps with breathing] ,..' 
: • At 9:27 p.m. "Dr...a! bedside. Discussing situation 
1w1thwi!e." . 
l · At 9:50 p.m. "Decision made by wife.with Dr... 
· present lo transition to comfort care !care directed 
, al preventing or relieving suffering at end or llfeJ." 

'During an interview on 1/26118 al 2:58 p.m., RN 6 
· verified Iha! shorlly aner the morphine drip was 
: lnitialed on 8/27/17, Patient 31s respirat1;3ry rale and 
•oxygen saturation dropped, RN 6 slated he had 
stepped the morphine and called Resplralory 

: Therapy and the MD !Medi<lel OoclorJ, 

'. Review of Potlent 3's physician orders dated 8127117 
; at 10:52 p.rn., lndlcalcd "morphine 250 mg in NaCl 
;0.9% 250 ml IV Drip CONTINUOUS...dose 
!1mg/hour." 

: Patient 3's MAR for 8127/17 Indicated the morphine 
; drip was restarted at 1'1 :59 p.m. with a comment In 

'"" 
; PROVIDERS PLAN Of cortReCTION 

IEIICH CORMCTIV~NntON StWUI.D BE CROSS-
P::l:FERENCEO TOlHE" APPROPRIATE DEFICJENC'i)

i 
Bio med staff~ laccountab1e -Bic Med Director) 

Education - BloMed (eQuip) 

All staff demonstrate competency for 
diagnostic Inspection and repair per 
manufacturer guidelines. Completed 3/18 
100% of IV pumps were Inspected and tested per 
manufacturers' recomrnendatlon. Pump 
manufacturer blo techs remained □n site and 
assisted wlth the revlew1 until completed. 
All preventative maintenance and repairs are 
documented in our computerized maintenance 
·management system (CMMS) 
Bia-med comp1ete_s.a scheduled {at least 
annuaHy} preventatlve maintenance inspection 
on all pump lnfw,!on pumps utilizing the Pump 
System Maintenance software. At the 
completion of the inspection a sticker is placed 
on the device 1ndlcating; date of current 
lnspe.ctlon, date of ~ext Inspection and name of 
Inspector. 
Any IV pump that does not pass its scheduled 

ix,, 

I 
' CO'1.IPlalE. 

OAl'E 

inspection per manufacturer-guidelines/software 
or is ldentlfled by frontline. staff or pharmacy 
through medication safety reporting, ls tagged, 
sequestered from din!cal areas and steps will be 
takeh by Bto-med. If there ls a repeated failure of 
the same type during the preventative 
maintenance inspection window {not to exceed 
one year), the pump Is referred to Risk 
Management for further action. 

Actions deta!led in this section are ongoing 

Evenl ID:VRSl·1 ·I 1'2./~4/2018 
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.CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY 
DEPARTMENT OF PU6LIC HEALTH 

STA.1EM.EITT OF OEFIClCNcms (X1 I PR.OVIDERISVP'PLIERfCl!A (Y.2J MULT\PL6 COMTRUCT!ON (X3) DATE SURVE\' 
IDENT!FICiAT!ON NU!itU3!:R.ANO PL.AH OF CORRECTION CoMrLIHEO 

A-BUllOiOO 

8 'MNG05010_?, 12107120"!3 

~fN.1E OF l'ROV!Ol;R OR SJ.;Pf'.t.Ji:R STl'tE.E.T />DOR~SS. ClT'(,STATI;, i':IP cooEc 
61tli:er Med(car Center, s~cr-dffiento ~025 Capitol Avenue-, Sa.oramonto1 CA 951:!1.6.$616 SAC~A~ENTO COUNTY 

(x-1)!0 SUMMARY 8'1ATE.MENT OF DEMCIENCl~S 10 flRQVIOliR'S PlAl'f OF COR~ECTIOH !l<S) 
PRP.FIX (EA~H D!:.FICfENCY Ul.,5T BE PRt!Cl!EtJED BY Fl.ILL PREH< i!:ACl1 C□ Ml;CTlVEACTION SHOULD 01; CftOSS· COMPLeTE 

TA~ f'te0ULA10Rl/ OR LSC 1'J5f'ITJFYIMG INFORMATION} TAO

! 
: 

nurse1s note& 11Pt now on comfort ·care, wJfe ready 
for morphJna...to stait." Patient 3's morphine drip 

!was stopped on 8/28/17 al 1:25 a.m. (1 hour 26 
mlnule8 taler} and a subsoquent nurse's notes 

'. Indicated ·•gtt stopped pump wllhoul any alarms bag 
,empty," 

· Review of nurses' notes daled 8128117 at 1:25 a.111., 
indicated "Upon checking lV pump, noticed 
morphlna gll was completely empty with.IV tubing 
full of air. IV pump still running with green light 
pt'eSent. no alarms present lV states volume 

-infused •1.5 ml. Morphine gll turned oft, charge RN 
.(Registered Nuroe] ...on unit and nofi1ied.., [charge 
,RN] checl<ed pump, correclly set wllh lubing fully 
; Inserted into channol correctly,..BP [blood pressure) 
'. !;: 85/52 [normal blood pressure for a healthy ad!:Jlt Is 
; 120/80]." 

•Review of e document ti.tied Default Flowsheet Data 
'.· in Palienl 'l's clinical recorti nvt~d b(ooU prassum 
from 3 a.m. to (l a.m. on 8/10/17 ranged from 81/48 

:to 69IS7. A nurse's nole dated 8/28117 at 3:57 a.m. 
indicated a Ould bolus wa• ordered to support blood 

;pres.sure. 
! 

!Morphine carries a black box warning, which Is the 
: Strongest"wai-ning the United stated Food and 0mg 
Administration (US FDA) can require a manufacturer 
to pul on the drug label. Part of the bloc!< bo> 

. warning indlmlted ''LlfoffThreotening- Respiratory 
Deproaslon-Serious, life-threatening, or falal 

:· respiratory clep(G$Slon may occur with ·use of 
: Morphine sulfate lnjact!on. Monitor for respiratory 
_depres$iOn1 e~pecially during lnit!alion of Morphine 

I 1· 
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AEFE.REiNC~D TO THEAPPROPRIATI.= !JE'F\C!eNCV) □A"IE,_____,-, 
Pharmacy {accountable Pharmacy 
Director) 

·Pharmacy re.views all medication related 
safety lssues and determines whether a 
posslble error.ln IV medication 
admlnlstratlon has occurred1 or lf any error 
reached .the patient. 

1/,8/18-3/29/18 pump evaluation process. 
Pharmacy dally report {CUI) of flow events 
greater than 300 seconds oo 100% of 
infusion pumps. 

Those devices with flow events greater than 
300 seconds were re·parted to the Nursing 
Department and BioMed removed from 

patient use, tagged and referred to BloMed 
(eQulp/ for diagnostic inspection. 

• Dally reports run from 1/28/2018 to 
3/28/2018 yielded 43 flow alarm events. 
Upun Uiag11ostic insµectiqri and event 
investigation! no free-flow of fluids occurred 

Current process -Manufacturer Alarms 
Analytic Reports {CQI) are compared to 
Medication Administration reports and the 
summary is reported to the Medlcation 
Safety Committee. 

Sterile Processing Department (SP □ 

(Accountable-SP □ Manager) 

All IV pumps are to be sent to SPD for 
<:leaning and dls!nfection. 
SPD staff were educated in March 2018 
reflectlng manufacturer 

Evan! ID:VRSl11 12/1412018 9: recommendations, StJff were also provided
--------·-----···---------------! a checklist to assist in visual screening of tV 
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{volutrol) will be use_d on cert-a1n high 

(X~)IP· ! SUMMAR'r $1'A.TEMCNT OF Dt,FICll!NCIES I 10 PR.OVIOE::~'$·PWI o:= COMli;CTIQr1 {1<5} 

PREFIX 
TAO 

1 (MCH DEFICIENCY MUST BF. PR.f.t::E!iOED OY F"ULL 
Rt!.GULATbRY Of< LS:C"IOE.NtlFYINO mFORMA'flON) 

' ! 
i,fU!FIX: 

rw 
(EACH tDAREcnVE.ACTION SHOUW ae (';ROSS­

REF-ER-1:-.m:.;o ro iHf. P.PPROP~IATE oertCIENCY) 
COMPLEtl;. 

OAH:" 

pumps for potential flaw, which may lead to 
an IV pump failure, All staff demonstrated 

.Sulfale Injection or foHowh,g a dose increase. competency on the cleaning and vlsual 
Becau•s of delay in maximum CNS eflect wilh I 

, in1ravenou~ly administered morphine (30 min), rapid 
inspection of lnfusion pumps 

IV administration may result In overdosing," The March 2018, Trainllig will continue on new 

: information for morphine, under warnings, indical~d hire and annually thereafter. 
"'Hypotensiva [low blood pressure} Effecl..,may lnltlal training completed March 2018 

cause severe hypotenslor\ In Eln !ndividu1;1l wlm:se 
ability to maintain their blood pressure has beenI Actions deta\led In this section are ongoing 

I compromised by depleted blood volume...Morphine 
' must be Injected slowly; rapid Intravenous RN staff f Ac:countable -Chief Nursing 

administration rnay result in chest wall Director} 

. rigidity, ..lncreased Risk of Seizures in Patients wtth Staff have been educated to perform vlsual 

Sei:i::ure Disordera, ..E:<citaHon of the central nervous inspection of pumps, screening for cracks and 

'system, resulling in convulsions [seizure activity], pump Integrity prior to use. Any pumps 

i may accompany high doses of morphine given identified with Issues, whlch may increase the 
ir.lrnvenou$ly,.. 1 

• risk for medication administration .errors are 

(Retrieved !rom removed from service and sent to blo med for 
https:lldaitymed.ntrn.nih.gov/dally11'1e<l/druglnfo.clrn? diagnostic testing. EdUCi3tlon was provided In 
aetid•5b96eB3a-d878-4dd5-8460-83a985db4609 • 2017 and again in 2018 and was reinforced 

1official provider of FDA lnforrnatrcn [package

IInserts]) 

during observation audlts detaBed in following 
action (112) 

1Review of Patient 3's vit,,! signs (11tood pressure, 
' heart rate elc.), indicated that 111s. MAP (mean or 2. The High Risk Medication Policy was 

· ave.ra-ge arterial blood pressure during a single revised. Revision Include: 

:ca1·dlac cycle; MAP of at least 60 is necessal)' lo 
: perfuse the coronary arteries that supply blood to 
·, the ·heart, brain, ancl kidneys; norroal range le 
~pproximatcily 70 ~ 110) was ~bove 60 before the. 

Smtirt pumps are to be us.ed on all 
cqntinuous infusions of high <1lert 
med1catlon. A volume ilmitlngch'amber 

· morphine infusion was s!arted on 8127117 at 11 :59 
alert medications administered by

· p,rn, Review of Patient 3's MAP after the morpt,lne 
continuous 1V Infusion through the 

,drip was stoppc,I on 8/2B/17 al 1 :25 am, indioole<I large volume pump (LVP) module per
; lhat it l\ad dmpped lo 57 al aa.m. Review of Patient 

policy.
'3'S physician orders, dated 8128117 at 4: 15 a,m., When a volume limiting ch[lmber is 
: indicated IV Dopamine (used 10 treat low blood lndlc_ated, a two~hourvolume wlll be 
: pressure} 0~10 microgram/kllogrsrn/mlnute lo be added to the chamber. Use of the 

volume limittngchamber will be 
12/14/2018 

Verify"on the MAR and "volutrol" In the 
comment box. 

Evcn\lD:VRSl11 documented every sh!ft with ~'Rate 
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Pfit!Plr. 

1AO 

SUMM/\RY STATEMENT OF Ol.:F1Cll;;NC1es 
(E/\Cl-1 OE':f1CIENC'f MUST nE PRE.CEeom B'< FU!.L 
1u;0ulATORYOR lS.C \Dl!NTIFYJNG l~fCJRM/\TlON) 

titrated every 10 rnltmles far a 0081 of MAP between 
.60 and 65. 

IReview of physi9ian notes dated B/28117 al 3:50 
. a.m., indicated "RN called to report 250 mg bag of 
'. morphine poeslbly given to tho patient over one 
.haur...May use BIPAP to support breathing." 

Review of-the Pa!lent 1'• Completed Medication 
.Record Indicate(/ that Dopamine was started al 4:44 
a.m. on 8128117 for MAP less than 60. 

IReview of nurses ncles dale~ 8/28/ffal 5:55 a.m. 
; lndica1ad '1New orders received ta $lop pressors 
· [dopamine] anti remove BIPAP." Nurse's nbte dated 
, 8128117 at 6:12 a.m. indicated ''BIPAP removed." 

On 8/28117 al 6:33-a.m., Pa:tiertl 3 was pronounced 
dead. The c!inir,.;al record indicated there were no 
orders, lab res1,..1Jls, ot btood draws lo meijsure 
rno1µhine loXlcHy levels fonowing lhe ldenliUca\ion of 

: the empty morphine bag. Patient 3's discharge 
1summ.e.~ {summary of U1e major treatments and
Ievents while hospilolited) doled 6/2B117 al 6:68 
l a.m,, did not-address morphinG odministration. 

The above finding• were acl<nowledgad by the 
iADHO (Mministrative Director of Hospital 
•Operations) during lnle111lews on ·f/24118 at 9:20 
: a.m. and on i/261'18 at 1:5·1 p.m.: and with RN 8 on 
; 1126/18 ot 10 a.m. 

· During t1n inlervlew cm 1/2Rf18 at 2:58 p . .m .• RN 6 
staled tlial on 8127/17 he started Patient 3'• 

: morphine infusion (11 :69 p.m. per MAR) wilh t'le 

ID 
PR~F1X 
r.G 

PfJ.OY!DE!tS NAN Of COARl:'.CTION : 
,x~ 

ll!A.Ctt CDRRE."CTIW ACTlON SHOUl.D ae CRO.SS­ COMPL~TC 
REFE:RE;NCEO TO fl-I!: Af'PROf'R.IAT!: Ol!f!CIENC'f) OAre 

In the event that a volume limftlng 
chamber Is n6t uvailabte for ;:in indicated 
h!gh alert medication, st-aff wlll 
documentRate Verify (as defined in the 
Medication Administration policy) on 
the MAR every2 hours, 
Independent double-checks; 
The SMCS list of medications requiring an ' 
independent double-check may not 
match the EHR list for dual signature 
rnedications. Alternative documentation 
may be employed so that SMCS staff can 
align their documentation with the SMCS 
standard (e,g. add a co-sign with a note lri 
MAR; use 11given not co-signed" option 
when a co-signature ts. not required}. 

. 

3. The Medication Administration Policy was 
revised. Revision Include: 
Use of the LV. Pump; 

;:i, Choose the appropriate age-, 
we!ght- and/or unlt--1.n..sud pr·orne 
when starting the Infusion pump, 

b. Enter the patient's M ed!cal Record 
Number (MRN) when asked for 
''Patient I.D." 

t. The Guardrails drug l!brary rs to be 
used for all medications, unless the 
particular- drug does not exist in the 
library 

d. Only those medkations with the 
bolus feijture built Into the pump 
for that drug may be bolused from 
the pump. 

1211412016Even! ID:VRSl'I I 
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(~4110 SUMMARY 6TA.TICME.NT ~ oeFIClfNC!ES ID j PR0\11DER'9 PlAN OF COMGCTION ()(5) 
riREF!X \ (EACH OE;F/Clt!t'CY MU$T Bli pm:.CEEDEO BY FULL PREFIX (EACH CORRECit'Vt: ACl!Or-i st-lCULD e1;; CROSS- COMP!.~Tt 

TAG REGUt.ATOIW OR I.SC IOENllFYl~G lr-lFDRMATION) TAG ftl:fl:RE:NCEO TO 'fHSAPPROPPJATE DEF!C1€NCY) DATE

If-------·-•----+-'-----,---~--;'-------j 
e. For ALL medications lnfuslng 

through the large volurne pump 
I I 
smart purrip by nrs1 checking that the tubing was In 

I 

(LVP) module on the-pump, staff 
, \he correct place, c~ssette was tn the chamber 

will document Rate Verify In the
\·correctly, the Infusion was. programmed correclly 

MAR 

Iand verified It with anolllar nurse. RN 8 slated that. RateVerlfyw.111 be documented at 
_he checked Patient 3's vital signs, including his the fol\owing Intervals: 
Iblood pressure and rospiratmy rate, and they 1. Atthestartofanynew
"looked good." RN 6 said he was in and out of continuous \V infusion {New 

: Patient 3's room after starting tho infusion. RN 6 Bag documentation is 
slated that at 1:25 a.m. on 8/28/17 when he equivalent to Rate Verify for 
returned lo Patient a•s room, Patient 3's wife pointed new IV infu~ion) 
lo the morphine bag Indicating it looked ompw. RN ' ; 2. If the pump module door is 
6 verified that the bag was empty bul no ~larrrn I opened or any manipulation 

:were sounding. R~l 6 notified another nurse ;:-ind of the cassette 
·called the physician. RN 6 staled he chect,ed the ! 3, At shift change, adn1lss}on, or 
floor and the bad lo ,ea ~ any of the morphine trpnsf'ers from other units or 

•. solution had leaked out but was unable to Ond procedural areas 
When documenting "Rate Verify," 

staff attest to: 
•1 any\hing wet. 

' : Facility policy "H)gh Alert Medications, 1. Visual check of cassette 
'Managenient of' tlaled 6130116, clas.slfied IV loaded appropri~tely 

2. Visual check of IV flowing1 Infusions of morphine as a 11igl1 a[ert n\edicallon. 
appropriately In drip 

: drc1gs that bear a heighlenefj risk of causing 
: The policy indicatud 1High alert medications are 

chamber for set rate 
3, Visual check of rate of 

,Although mislakes may or may not be more 
significant paliont harm when they aroused in error, 

Infusion on pump rnodule 
· _common with thesa drugs, the consequences of an. 
- ertor are clearly morn dev£1stt1Ung to patients-." RN education ta the revisions. and 

expectations of the High Alert Medication and 'IA group interview was held on 112l/18 at 9:06 a.m. Medication Admln1stration policies was 
with the Director of Pt1armacy (DOP), Director of completed in May 2018 and repeated Q4 2018 

· Education (DOE), Assistant Administrator of 
; Integrated Quality Services (AAOS), Chief Nurse 
IExecutive. (CNE), ADHO, Admln1strator ior Wornen's 
. and Children's Center (AAWC), BIOM (Bin Met! 
: SlafQ 1 and BIOM 2. The CNE·slated that the _____,.;__________________________,_,________________--"-____., 

Evel\) ID:VRSl11 \2I'14120\U 9:04:20AM 
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ID 

PtlErlX 
TAG 

PROVlDER'S PLAH OF COR.<1.C;.CTil)N 
IF.Ail· r.t'°"RA;r-,..,.i·~ ~~"'1("~f·S.HNJLO cm CRDSS­
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(Y.5) 
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DATI' 

' 1. l nursing leaders conducted daily concu'rrent 
•, racllily ooulo nol come up with what happened io 1:1 Interviews audits at the bedside, The 
Patient ,'s case, The CNE strited th~i the physician purpose of the interviews were to ensure that 

'. did not feel Patient 3 could have received the full 250 the RNs could accurately demonstrate the 
expectations of visual lnspec.tlons, rate 

· mg of morphine based on his vital sign~. The· verificatlon and use of 
, Infusion pump was token lo the Blomed (Biomedical 

volume limftlng chamber. The return 
·engineering Is the applloalion cf tha principles and demonstration audits Initiated 2/18. 98% of 
'probl•rn-solvlng technlques of engineering to biology active staff were Interviewed in Feb through 
and medicine) deparlmenl who ran a detailed report March of 2018. The Pump audit continued 
on the pump and no problem Wa5 identified. The thrnugh 201g, After' the initial audit, an 
DOP staled they looked fer any diver3ion average of 200 audits were completed per 
(medlcalian diverted to oomeone o1'1er than the \ month. The audit concluded 12/2018. 

, patient for whom ii was intended) ir.dica!ors but 
were uoablo to find any. The CNE slated that U1ere An add!t1onal monthly Punip Documentation 
was no coroner'a report received at present. The , Audit of 150-900 MRs conducted starting
I111\QS slated that the ewnl was no\ classified as a S/18, and Is □ rigolng. This aud·1t is to confirm 
sentii,et (unanlic;paled event In a healthcare selling compliance to documeotatlo·n requirements 
rasulli11g mdeath or serious physical or per policies. 

: psychological injury lo a patient not related to Iha 
'. natural courne- of the patient's Illness) event but a 4. To provide cl_ear direction to 
'facility quality analysis was done. pump users of expectations for pump·u.se, 

th~ hospital has provided 1.00% of RN Staff 
.In the group interview BIOM 2 staled that they education detal\ing, that the IV-pump may 

received the purnp1 and u.sing the manufacturer free flow without an audlble ala.rm, and the 
software, they tested it, did a vfsual inspection and Importance: of flow verification and 

, were not able lo replicate the error. 8\0M 2 staled documentation expectations. This 
Information has been added to a "badge 

. pressed on the Infusion pump. DOP slated that this buddy" de~igned to assists RNs In mntinual 

was no\ dono for this pump. understanding of e::xpect~tions for IV pump 

· !hat ph~rmacy normally check, what butlona • user 

! use. 
Review of the Biomed produced detailed report (COi Cornmunicatlon / Education was Implemented 

; report) of Iha smart pump actlVily lmJir:,iteo an anlry 2/26/18 and completed 3/14/18. 
.on B/28/17 at 12:02 a.m. Indicating lnrusion started, 
; and on B128117 ,11 :23 a.m. Indicating loluslan S. If an RN e:<periences an lssue or 

; almmed, free now (when infusion can be Injected concern whlle using an Infusion pump_, tile 

lnlo tM palient at an uncontrolled rate) alarm, 4857 pump Is removed from patient use when safe 
to do so_, tagged ond referred to BfoMed 

12114/2018 9; (eQ_uip) for diagnostic lnspection. event tD:VRSl.11 ---------· 
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'. seconds (1 hour ~1 m1not~s, which coitlclded wi\h 
, lhc time be1w1:1en Pallent :l's morf}hine lnfui.ion 
'I rastartlng and diGCOvarlng ihti morphine l>ag ernJ>ly) . 
.'SIOM 1 and BfOM 2 were unable to axptain lhe •rree 
. itow alflrm'' par1 of the COl report. They tndlc11ted 
. lhoy wlll ch~ck. with manufactul'Ew, 

'. Review c>f manufacturer oornmunica!lon wilh lhe 

I
hosph~f. d0le<l l /24118, indir.:aled "Fre~-Flow alam1" 
is seen in lhe CQI dal.& ii Iha pump door is open and 
the saiety damp l!l open whRe the infusion set i3 

' primed. Manufacturer lodic.atod !he pump should I 

alarm lf Iha saiely clomp Is open wi\h lhe door open. ., ' I 
I 

'. The document lndlcated free flow OJ'Jld happen wilh . I 

1the PUMP door o!oocd in rare cacUll. The 1locoment
Iiruli!=aletl "If you llelieva tho dov!cc$ w~rcn't working 
as oxpoc:ted, or Ir them was a JJl.llient event in which 
.ii Is suspected th.11 an actuot r1ee ftow/ov~r Infusion 
.occurred, CustoInar Advocacy can complete an. 
jinvostlgatlon with tl\e ttJb!ng, Pump module and pc 
iUr.it (sic~ the main pLmp companenl Illa! allows 
Icostoml1.:ilior1 of Infusions}." The facility blorned 
ideparlment had &equester(ld (isolated} lhr. pul'l'll hut 
· ii hacl not been senl lo lhe maoulaciurer. 

During Iha group lnlerview, lho MQS staled lhal 
lhls informatlon abo~ a free flow alarm fOI' 4057 
6ec;onds w;is not diicussed during lhe 

l , 
facility

:qu;i.llty lnvesl!galion of the event. Jhe- group waa 
·unaware lhal ~ free now e!a,m was indicated en the 
: cletail e<l inrlfsion pump roporl. MQS cortflrme<f \hat 
. no audits were co"ducted fo look atdf.'111.\iled 
infusion ):)Ump rapo1~1; lo check rorlree llow fssu~1;, 

Event 10:VRSI 11 ,12/HJ:?Q18 o:04:20/\M 
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Suitor Medical Conter, Sacramento 21326 C..11itol Avenue, $acr11mol'\l'11 CA 95S1&-SG16 SACRAMENTO COUNT'( 

(X1)il 
PA€AX 

TIIG 

SUMM~RV' S'fATUl~NT OF OEf1C11:NC1cS 
(i:ilCH OOFICIF./.lCY.l.lll!\i 1.1!1 l'REl'..l'FOrn BY ff:J!.l 
Rl:G\JL.ATORV M LSC IDE!'lflr.vl'IG ~O~MATIONI 

Reviclw of a facility doc:umen! daled 8/26/16 
indicated a high pri0rlly alert from the smurl P:JlllP 
manufacturer ind~atrng 'tlamased Ooor 

ICon1ponenls May fail to Engllge A11ti•Free Flow 
·Mechanism, Pctenlwlly lcocling to Gravity Flow." 

I
I 

l 
. 1 
. 1 

PROVIDER'S PIJ\N OF COR!lEC1101J 
lEACn connecrNS ACTION SHOULD Ile' CROSS· 
REFF.HF.flCF.DTO THll APl'MPRll\lii DE:flctl:lJCY) 

l . 

Everii ID:VRS111 12/\412018 
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CALIFORNIA HEAL1HAND HUMM SER\llCSS AGENCY 
DEPARTMENT OF PIJBl..lC 1-11:ALtH 

IX:lr DAllUlt!R'l!l'I' 
COI.IPlEll.D 

(l(!)J MUI.TIPL5 COHSlR\JCTION1x11 PrtO\IIO!mlSUf'rtl!!l"I/Cll/\S1AT!!M~t,ff Of IJi!flCIENCfES 
IOeN'tll'lCATION NIM!!!Ft 

A.PUl~D,NO 

{)50108 

('.NO f't.l\N OF CORRl':-Cl'!Otl 

B, \WIG 12/07/2018 

STflE!IT i\OORES$. CITY. str.;e, 21P OOIX; 

Suttet Medical Center, Saol'l$1t1e11to 

\'l/\1,lfl Of PROl/lOER OR SUPPI.\ER 

2026 CQpltol Avenue, lfflcramonlo, CA 9!!816-5616 SACRAMENTO COUNTY 

(Xt) IIJ S\JMMMY SYIITEMElfT OF Cl!PIC;~N()IM l!l PROVIO~li f'l.AN O'F COIIIU!.CTIOH 
\E/\Q-. OF.FICtEUC1 MUST llE PHliCfEOED !IY FU~L ?R!FIX (EJ\CH COAAl!Cfl\/l!A(lllON SMOUI.D Bl!,Cl'lf.JSS­PREFIX 

11\G RECll/l.i\l"ORV OR lSC IOC'il!FVING lfll'ORNATfON) TACI RF.Ff.R2HCl:U TO TH!! /lf'l'ROl'RIATE 01:iflC!ENCYI 

IReview of \h& faolllty qualtly analysis document 
; addressing PaUenl l's morphine 111edicatlon error 
[dated 9/5117 lndlcate<l ' . ,. pump design rriay allow 
, for llow or IV 0~1lds withotn 8larm if \11bing is no! 
· properly place ti or door L'l no1 proper\~ dosed. 

i Review of lh~ facility training document which was 
!provided to (jter'tt after the 8!2Sf17 lncldiml iwolvlfl!l 
' PaUent 3 had very slmUfl,f h1forrmillon lo the prevlous 
\roinlng. The !mining doci.ments did nol indtcote 
thal rree.flo•l'I could happen and !he pump will nPt 
alarm. 

:During -an interview on 1/26/18 at 2:53 p.m.. RN 5, 
iwho started Patient :h morphine lnrusion on 8127/17 
l at '! 1:58, staled that he was given training on the 
iinfusion purnp in•20'16 ancl again In 2017. Me staled
I\hal he did noi leam anything new in th~ se<:Md 

. I
'trabling. 

· During a group met'Jllng on i/24/111 at 6:30 p.m., the 
AAQS t:0nfit'med Iha{ faclllly polloie!l and 
procedurl)s did not a~dress tho iflfi,il!ion pwop free 

: flow P◊tenlla! . TM MQS staled that no 
documentotlon was re(luired by nursing staff to 

: visuF.Jli~o the drip chombar to ensure no free How 
'was 19~109 place a Her starling an Infusion. The 
;AAQS slaletl that the rac!llly was nol lracklng.any 
· data regarding monitoring of st.iff compliance oi ftM 
; llowilldicalors 011 infusion puinp reports. Review of 
! lhe srnart pump manuf<'r::turar l.locumP-nl dated 
: 10117 indicated lt'tal A "Free FkY.v Alarm'' was a 

1?J1 ~"1016 9;04:20AMEyeot ID:VRS!11 
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CALIFORNIA HEAi.TH AND HUMAN SERVICES AGoNCY 
DEPARTMENT OF PUBLIC Hl':ALTH 

S1Al!::/.1li:N'f OP Dla.PIC!E'.l~Clf:S (XI) PROVlDG'WSl.PPUERIG\.IA {X3) OATE SURVEY 
AMDPI.ANOI' COHRECTiON IDENTIFICl\riON NUMeEn., COMPl!iTEO 

A BUI\..Dl~G 

050108 El, WMO 12/07/2018 

t,IM1E OF PMVIOl;R OR SLIPFLIEI'!. S'fRE.eT ADORf.SS. CIT'!', STATE, ZIP CODE 

Suttor Me-d\eal Con~nr, Sacram~nto 2325 C&.pitof Avenue.. Sacramorito, CA 95fH6-SG1G SACRAMSWTO COLIN.TY 

(X.d)IO S.UMMARY STAri;.MENT Of OEFICIE:NCLES ID Pl10VIOP.R"$ Pl.AN- OF CORRECTION (XS) 
PFUiFIY. tEACH 1JEF"1c1t:::MCY MUST B~ rfU:CEEDFO BY fULL PREFIX (l:ACH CORRECTIVE ACT10N .Sr\OULD BE CROSS, COMrtE.TE 

TAO R~{lULJ\TOR'f OR 1.8C ID€N"f1FYING IUFOR~IA1'lOH) TAB REf-ERENCEO 1'0 THE APPf{OPRIA.Te: OE:flCU:NCY) O/\rn 

j repor\abla alarm to lha manufacturer. 
I 
' Review of facility policy "Medication Adminislralior1 

1(Adult ond Pediatric)" dated 10/1/'I 4 did not reneci. 
1 any or the above training. 

[ Review ol focilily pollcy "Patient Safely Reports: 
l,igh Risk Event and Unusual Occurrences 

· Reporlingand Managemenr, dated 8/81'\7, 
j Indicated, "All activitles of the RCA [Root Cause 
\Analysis-facility quality <1na\ysls of an ovent] will be 
, presented by members of tho team ta tho Quality 
. Council and Patient Safety Cornmiltee. Relevant 
recommendations 1;1nd actlons wm be revlewad by 
appropriate committees (Medical Steff Commitlees, 

; Council on Patient Carn Standards, etc.) ... Findings 
1e.nd l'e¢ommendations from lh_e root caus.e ana~ysls 
!or slgnificanVnaver event analysiswllt be reported lo 
the appropnate Msdles,l staffCommillee, Quality 
and Patient Safely Committee. Medical E,ecutive 

. Committee, and \he Medir,al Potk,)' CommlUee." 

'!. 
I 
I 

I ' 
i 
i 
' ; Review of the !acl\liy quality analysis document 

] addressing Patient :i'5 morphine. medication error I 

1da1ed 915117 indicated "lligh Impact: Acquire 
, lo-eking devices for narcotic drlps ... anticipatcd 1st 
l quarter 2018." During an inteN\ew on 1125118 al 9:30 
· a.m. with CNE and AAQS they indicated that lhe 
.. analysis w~s scheduled lo go lo Council Care 
· Standards, Quality and Modica( E:xecut\ve 
: Committees but had not been done, 

•In an Interview on 11261'18 al 9:45 a.m., lhe CNE ar.d 
'AAQS slated that the hospital owned 3500 lnlusion 
~ pLImpa, lhe same type of pump Involved In the over 

event ID:VRSl1 t 12(1412018 9:04:20AM 
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CALIFORNIA HEN.'TH /l.NO HUMAN SERVICES AGENCY 
DEPARTMENT OF PUSI.IC HEALTH 

liT111ELll?NT OF OEl-1ciENC11:~ (XII Pl'I0•11bEP/$UPP\.l8.rVCW, ft?)· IIUL'tll>U! COl◄ 9TR\JCTION (X3) DME SUl<VEY. 
AI-IOPlAN OF CO"I\ECTION IOEHW'lCATION NUl.,ac.~ CO~IPL!!'IED 

A. DUILOIJ>lG 

06D108 O,V,ING 12/07/2018 

N/11/i(; o, PR0\110.'.R OR $tJI'FUen SYl'IEET /\OORl:33, Cll\',STATI::, 211' COlll: 

SultorMecllcal Ce(lte~, Sacr.itnonto B29 Cnptiol Avenue, Saccramonto, CA OS816-6616 SACRAMENTO COUNTY 

(X4) to 5'.JMt.11\R'I STAl'l!MEl'lT Oi<DEFIC:l:NCV;~ K) PRO'lltOi!J:l'S l'lr.l-1 OFCORrU:.trnOH (l(~J 
Pl!fFlX (l:N",H O~FlCIENCY MUSr ell; IIREC1:WEO IIY eUU. PRCRX (E/ICK CO!l/1£CTIVE ACt tOM SHOUtP SE c~ss. CCt.\Fl.ElE 

TIIO R!;GUL/ITORVOR ~SC IO[NY'J-'YIMO l)J1•0~'ATIOl,I) TAG RF. FIHU!NCEOTO n u, APPROPRlllTE DEFICll:.N<;V) DATE 

· odmints1,auo11 (f~ fl<M) o1 morphine to Patient 3.lThay 1llated (hat !:ll any gi11on day 350 lo 500 were 
, being used, 
I 
11« an interview on 1.'26118 al \2:30 p.m., the Chief 

i. Executive omcer (CEO) Indicated Ltiat the 
: conclusions of the facility qi.1alHy analysln or Patlan! I 
3's dealh potenllul\y related to a medication error 

j Included the po5~ibility of free now but no one wa:. 
I certain that it Qccu,red. Tho lnvestigalors ooMlderod 
!ftee flow, machlno fuilure, dosign failure, dlverf,ion, 

1 
and potenlial human orror. ·nio tiospttal leaders 

I judged that addlllonal nuruo itainlng With re tum 
demonstrot!on was sufficient 10 address th& human ' 
MM. The 81omed technicio.m: and manufacturer did ! 
not oonllrm devk:e failum co th&y asslA'!led free flow

1•had nol occurred, They could not prove <.llvers\91"1. 

iw:as condlJ<ied that free flo,~ did not occur in Patlent 
i 3. Remedies for lhe other Incidents whtch occurred 
'. a l the other faciilie6 were also dkecloo 111 human : l ' 
; en-or and mtrairllng nurses bul not posGihle I 
· equipmool failure. No k.ntlw corrective acliom, were I 
. undecloken, Hospital toador:i WGre awore Iha.I ·' 
. additional steps uaing ~ llmlled v-01ume device 
(voMrol) could add prolaelion !tom recurrence of 

' pump free now, howe 11ar, thore waa a shOt't&s& of 
volulrol equipmonl for all the corporate hosplll!ls to 

: lni::lltute such a correcllve acllon. jhe CEO 
ac.¼nav/ledged Iha\ during the Dape<trnent suNay 

: this week, LhG team iden\\OijO a prinlo11t of Palienl 
i 3's Infusion pump thal showed ovet 4000 seconds of 
, free now wh;ch had nol been tdenllflnd 'oy the 
I 

Ev<!nt ID:VRSl1"1 12114/2016 9;04:20Ml 
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CALIFORNIA HE.AJ..TH ANO 1:1UMAN SERVICES MENCY 
DEP'AATMEm 01' PUSLIC HEAL.TH 

()(:»DATE S1J!WE'I (XI) PROVIOO'IISUPP~Uarvc,lflST,1.11:~lt!Ml 011' OfftCl€NCIE$ 
COMl'LETEO• fO:tlTIFICI\TIOH NIJl,leER:Af'IO !'LAN OF COl'IACCl'IOtl 

11,,0UILD!NG 

050f02 B,\'IANG 12/07121118 

!ITRel!T AOOOl!SS, CITY, SlAl E, ZJP cooe 

825 Cepllol A1111nu1J. Sac;ramento, CA D5111S.SG1G SACRAMENTO COUNTY 
l'IM,IE CIF PROVIDER OR WPPUER 

SuttnrM1?di<;11I Ct1nlor, Sacrnmanto 

IP PROvll'l!sR'3 Pl.All 01' CORRWION IX!I) 
CO~PLETE

11(4)10 BlNMARY STATiHJEN'f Of' 1)1:l'ICJEN<;lr.$ 

PRS'IX (EAC.1-1 OEPICIE~Y MUST ae Pfl~C6EDEO ll't PULL PREfllC !EACH CORRli'CTII/El'.CYlOl'f SHOVLO I)! CROSS· 
Rl!l'ERHICf.O TO T...EAPPR0PfW\il: 0a:tOl':NC'(J CATEne.GUtATORYOR I.SC IDl:~tnE'.,,,~ ll$0R!.1AtlON) lAOTAG 

he CEO t1lso a<:knO\'Vledged that 

· I 

l 
.yostcrday (1126/18) lhe <:;ounty Coroner verba1y I 
&lated that Patienl 3 r~wed a slgrnfii:ant amllunl 

: of morphine, confirming actual adminlstraUon of 
· exce$siva morphifie prior to gealh. Thti CEO 
t1ck.i0Wledged thal wtt'tl ttie additional evidence 

: 
1 
lenrned this week, pump failure was more likely and , 

; eddiUonal s!eps tuae of vo[ulrol for high risk j
·: medir.alkms) wa:; needP.d lo minimize ri:,;k mtd I 

1recurrenceg, 
i 
I , I : Review of the document tilled Sacramento bounty 
. Certificale oroealh indicated ihe !allowing: "Cause 
: of o~ath...Morphlne Overdose...Tlrna lnt!31Val 
.betwei>.n Onset end Oea\h...Houra," 

· Therefore, the Dcpartmor,t determined the facility 
failed lo administer a medication as pr1;1scrtbad by 

' tiie physlclan or In accordance with facility pollcy. 
' l he 'lacility failed tQ ensure that 
'. i) Toe facility pot1cy and ptocedure for Manag~ment 
: ol High Alefl Medicatlor,~ was devel11ped and 
'lrt1pl!lmenled to ensure safs admlnlslratlon practice 

121W2018 9:0!l:2DAMEvent ID:VR$11 ·I 
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CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY 
DEPARTMEfrr 01' PUBLIC HEALTH 

GTA1!'!M~NT OF OEFICle;MCIES <}1·1) f'ROVIOERIS"vf'Pllt'.R/CLIA (XZ} MULTIPLE CONSTR.UCTION C,:J) DAT{; SIJRYF.Y 
AND. Pl.AM or CORRECTIO-\l IDF.NflFICAT!ON NUMBER! COt.tPLET!;O 

A 8ttl.DINO 

050100 9,lt/\t-1:G 1210712016 

lHRf:ET AOOR~SS, cm·, STATE, Zif> CODEt-JAJ,tE or: PROVlOER QR ~Uf'PUER 

2826 Capitol AYMUa1 $qcCra1nento1 CA !J5816•1.iG16 SACRAMC:NTO COUNTYSuthu· Medkml Cat'llet, Sactntttarrto 

10 ' PROVIU~R'S /"LAN Ol' C0RREGT10N I \X5)(X•l110 ! SUMMARY SlJ\H!MENT Of Dt::PfCli;:NC'-E.S· 
PREFIX ) (EACH co1mecnVE. AC'l'IOH SHOUlO BE CRQSS­ [, COMPLETEPREflX ' jl;ACM DEFf.CIE:NC'f MU5Tl3E;: PJ'\EcCEEDEO !!V FUlt. 

rnG REPERENCl:.D TO '11,E' AP~RDPRIATE Oi:fllC16NCY) DATETM ! RSGUL/\TORY OR LSC 106NTli:Yl~l!'., INPORMA 110N) !' 
I 
I 

Ior maoicatlons identified wah high potential for 
:devastat!ng consequences If an err~r occurs an<i 
:. 2) Medlcallons were admlnlstarad per physician 
order when Pii!tiem 3 was administered 250 

.milligram (mg) of IV (intravenous!y, injected through 
i the vein) morphine (a potent narwUc for paln) over 
; one ~u,d a half hours in~tead of the prescribed 1 mg 
; per hour. 

' 
· The medicalion error exposed Pallant 3 io effects of 
, morphine overdose (166 limes the prescribed dose), 
: ILicludlng row blood pressure and subsequent d9ath. 

i 
i 
I 
I 
L 
[ 
' i 

· Those failures, jointly, separati.::ly1 or in any 
combination, resulted in nonscomp!lance wUh one or 

. more rnquirements af lic1msure and caused or was 
m~ely to cau~e serlous inJUry or death, 

. ' 

.This facility railed to prevent the deficlency(ies) as 
described above that caused, or Is likely to ca,lSe, 

·$e<ious injury or death to the patient, and therefore 
.constitutes an Immediate jeopa~dy wllhin the 
.mean!n~ of Health and Safely Coda SecUon 
-1280.3(g). 

1 

1 

·1· 

I 
' : . 

'' 

' 
' 
I ' 

' 

' i 

'· 

' 
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