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The following reflects the findings of the Department
, of Public Health during an inspection visit:

| Complaint Intake Number:
CA00186021 - Sulstantiatzu

Representing the Department of Public Health:
Surveyor ID # 20059, HFEN

EThe inspection was limited to the specific facility
| event investigated and does not represent the
findings of a full inspection of the facility.

Health and Safety Code Section
purposes of this section ‘"immediate jeopardy"
means a situation in which the licensee's
noncompliance with one or more requirements of
licensure has caused, or is likely to cause, serious
injury or death to the patient.

1280.1(c): For

DEFICIENCY
' JEOPARDY

CONSTITUTING IMMEDIATE

T22 DIV5 CH1 ART3-70214 Nursing
' Development.

Staff

The plan of correction is prepared in
compliance with federal regulations and is
intended as Fountain Valley Regional Hospital
and Medical Center’s (the “hospital”) credible
evidence of compliance. The submission of the
plan of correction is not an admission by the
facility that it agrees that the citations are
correct or that it violated the law.

Organization Minutes: _
The confidential and privileged minutes are being

retained at the facility for agency review and
verification if required.

Exhibits:
All exhibits including revisions to Medical staff

' Bylaws, reviewed/revised or promulgated policies
and procedures, documentation of staff and medical
staff training/education are retained at the facility
for agency review and verification upon request.

Policy & Procedures: e\ 1-71\04

6/11/2009

The Director of Surgical Services reviewed

(@) There shall be a written, organized in-service Administration Policy and Procedure —P-4.0

'education program for all patient care personnel Provision of Care and no changes were required. 1 \0A
including temporary staff as described in o g _ ] Pt :
subsection 70217(m). The program shall include The Director of Surgical Services reviewed PTSD /__ﬂmog
but shall not be limited t ientati d th : Policy and Procedure PTSD- 18.0 Documentation

HE SO T B AR ‘0, .orlen ) a.n : _e of Physician Orders and noted no changes were
process of competency validation as described in required. olv 04
subsection 70213(c). . g
The Director of Education reviewed the initial and
(2) All patient care personnel, including temporary annpal competencies for the care o‘f b;namc
| staff as described in subsection 70217(m), shall be patients and no changes were required.
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' Continued From page 1 | The Director of Surgical Services reviewed the
practice of allowing outside registry nursing staff
subject to the process of competency validation for care for bariatric patients. This practice was
| their assigned patient care unit or units. Prior to the changed, the Hospital no longer allows_outsific
: completion of validation of the competency reg‘lstry nursing staff to care for barialr.lc.palvmnm_
standards for a patient care unil, patient care This change was made as a result of this incident
. . i Ml . and was completed in August 2008.
assignments shall be subject to the foliowing
| restrictions: ' Training:
? (A) Assignments shall include only those duties | No additional training was completed.
| and responsibilities for which competency has been L
validated. Monitoring: o\17 \o4
. The Director of Surgical Services monitored the _B6/1172009
T22 DW‘? CH1_ ART3 70215 Planning And staffing reports to assure that outside registry
Implementing Patient Care. ' nursing staff did not care for bariatric patients.
(a) A registered nurse shall directly provide:
[(2) The planning, supervision, implementation, and
evaluation of the nursing care provided to each )
| patient. The implementation of nursing care may be Responsible Fersou(s):
delegatéd by the reg_iStered nurst_a responsible for The Director of Surgical Services will assure that
the patient to other licensed nursing staff, or may all corrective actions noted in this plan of
be assigned to unlicensed staff, subject to any correction were completed.
limitations of their licensure, certification, level of
| validated competency, and/or regulation Disciplinary Action:
Th i ient' re shall : 5,
((f) 9 ;urSI,Trg] plar(lj foc; th? pa:ile s cam: 8 E: bi The outside registry nurse that was involved in this
dlscus_se 3 w ?n evaiape X as @ wresult ‘of incident was designated as “do not return” This
coordination  with the patient, or other action was taken in August 2008
representatives and staff of other disciplines
inveived in the care of the patisnt. Non-compliance with corrective action by hospital
staff will result in immediate remediation and
The above regulations were NOT MET as evidenced appropriate disciplinary action in accordance with
b the hospital’s Human Resources policies and
y: procedures. ..'.“_"?
~3
Based on record review and interviews, the hospital Medical Staff members demonstrating non="-
failed to implement competency standards for a | compliance with corrective action will be referred
licensed vocational nurse (LVN 1). The hospital | | for peer review in accordance with Medical Staff
' failed to ensure LVN 1 was not assigned the care of | bylaws, as appropriate. o
Event ID:FC6Q11 3/14/2012 10:38:23AM = _’;
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| Continued From page 2

a bariatric (obese) patient for which she had not
demonstrated competency. The registered nurse
failed to ensure coordination of Patient 1's care with

the physician to get an crder for removal of the |
gastrostomy tube. As a result LVN 1removed a |

GT (gastrostomy tube) without a physician's order
| necessitating the patient undergo a second surgery
under general anesthesia on I8 and prolonging

his hospital stay. Patient 1 developed deep vein |

thrombosis (DVT, blood clots) in the left lower leg
after the second surgery. Patient 1 required
continued medications to prevent blood clots at
least one year after surgery.

Findings:

On 4/22/09a complaint was received by the
Department about the care received by Patient 1
during his hospital stay [NCS - [Jos. The
complaint alleged a GT (gastrostomy tube) was
mistakenly removed by the nursing staff on -38.
three days after Patient 1's surgery for the revision
(of a gastric bypass. Gastric bypass surgery makes
the stomach smaller and allows food to bypass part
of the small intestine. A GT is a tube passing
through the abdominal wall into the stomach. The
GT is inseted after gasiric bypass surgery for
decompressing the stomach. The premature
removal of Patient 1's GT on the day prior to his
anticipated discharge resulted in the need for
another major surgery under general anesthesia on
s On I8, four days after the second
surgery Patient 1 developed blood clots in his left
lower leg. Patient 1remained in the hospital until

os.

™3
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A review of the hospital's investigation of this

incident, dated [08, showed that temporary |
'nursing staff (a nurse asked to work for one shift in

the hospital under a contract with a staffing agency)
were not to be assigned to care for bariatric
patients. Bariatric patients were to be assigned to
staff that have competed the bariatric competency
exam.

Review of the  hospital's Nursing Services

Registry/Temporary/Supplemental  orientation
check sheets, unit orientation forms, and

competency evaluations, included care of surgical |

wounds and drains. LVN 1was checked off as

competent to discuss the methodology for verifying

physician orders prior to implementation. The
hospital was unable to provide evidence LVN 1 had

a competency evaluation for care of a bariatric |

patient who had undergone surgery prior to being
assigned to care for Patient #1.

A clinical record review for Patient 1began on
6/11/09. A physician's progress note dated IROS,
showed an unplanned removal of a GT required a
return to the operating room for an exploratory
laparotomy under general anesthesia (incision into
the abdominal wall for exploration of the abdomen).
The procedure also included reinsertion of the GT.
A postoperative note by the surgeon documented

that on postoperative day three, she was informed |

by the nurse caring for Patient 1, that a nurse

removed his GT. The surgeon was concerned about :
infection and Patient 1's complaint of pain. The

surgeon performed a second surgery to ensure
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| Continued From page 4

|there was no infection and/or contamination of the |

abdomen due to premature removal of the GT. |
There was no infection at that time.
An interview with the supervisor of the |
medical/surgical units was conducted. The
supervisor stated the incident for Patient 1 occurred
on a weekend and LVN 1 was from a nurse staffing |

| agency contracted with the hospital. The supervisor

stated licensed nurses from temporary staffing
registries have a competency check list kept in the
staffing office. The competency is completed by the
charge nurse. The supervisor stated LVN 1 did not
have bariatric competency evaluation prior to her |
being assigned to care for Patient #1. The|

| supervisor added LVN 1was working under the
 direct supervision of the charge nurse.

During interview, the charge nurse stated the
incident for Patient 1 occurred on the weekend.
She stated she had gone to lunch when the

|incident occurred. She stated she had reassigned
ILVN 1's patients so LVN 1could be sent home

because of declining patient census. The charge
nurse stated when she returned from lunch she was
surprised to see LVN 1still at work. The charge
nurse stated LVN 1 was reporting to the doctor she
had pulled the GT out of Patient 1. The charge
nurse stated there was no order for LVN 1to
discontinue the GT and added, "Nobody on the floor
told her to do so."

|An interview with the surgeon for Patient 1was |
|conducted. The surgeon stated on -]8 she |

received a call from LVN 1 who stated she pulled
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| Continued From page 5

|the gastrostomy tube out.  The surgeon stated
|there was no order to remove the gastrostomy tube.
She stated the GT was to be left in for
approximately three weeks post-operatively. She

| stated a second surgery had to be performed to |
replace the GT as a preventative measure for |

|infection for Patient 1. The surgeon stated the GT
|was pulled completely out. The surgeon could not
iremember if there were other tubes in place, but
| reaffirmed there was no order to discontinue the
I GT.

An interview was conducted with Patient 1on|
6/17/09 at 1630 hours.  Patient 1described a|

meeting that took place between himself and the
physician's assistant (PA). Patient 1 stated it was
|the third day after his surgery -}8). He stated
|the PA told him everything looked good and he
would make preparation for discharging Patient 1.
|He stated the PA told him the GT would be
"plugged” and the wurinary catheter would be
discontinued. The PA then left the room. Patient 1
stated LVN 1 entered the room and discontinued
the IV, the urinary catheter, and preceded to "pull"
on the GT. Patient 1 stated he told the nurse he did
not think removal of the GT was the plan as he had
just had a meeting with the PA. He stated he told
the nurse to check. The nurse left the room and
returned and attempted to discontinue the GT. He
told the nurse to check again and the nurse left the
room. The nurse returned stating, "They told me to
take the tube out" The nurse began to take the
tube out and, as she did so, made the comment,
"Oh No."

{“ n
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Continued From page 6

Patient 1 stated he began to bleed a lot. Patient 1
stated he was taken to surgery the same day and
his hospital stay was prolonged for another week.
| Patient 1 stated subseavent to the second surgery

'he developed blood clots in his legs and was now |
|taking medications for this (approximately one year |

| later).

Review of Patient 1's clinical record revealed a deep |

vein thrombosis of Patient 1's left leg was
diagnosed on 08. He received treatment for
ithis and could not be discharged from the hospital

' until [0S

The hospital's failure to validate LVN 1's
competency to care for bariatric patients who had

recently undergone surgery, to provide RN |

supervision, and to coordinate with the physician for

orders for Patient 1's care, are deficiencies that |

have caused, or are likely to cause, serious injury
lor death to the patient, and therefore constitute an
|immediate jeopardy within the meaning of Health
| and Safety Code section 1280.1(c).

This facility failed to prevent the deficiency(ies) as
|described above that caused, or is likely to cause,
iserious injury or death to the patient, and therefore
|constitutes an immediate jeopardy within the
!meaning of Health and Safety Code Section
11280.1(c).
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