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- = : 1. Review competencies on the SubAcute Unit,
T:s lell_qv:ng‘;:ﬂect:s e ﬂndmgg ot fhe 'f’?’“a_” It specifically tracheostomy and T-piece care;
o. F ublic Health during a Camplaint Investigation ¢nhance competencics and educats as needed,
visit a. This was completed during the week of July
11, 2011 with further inservicing in August
CLASS AA CITATION -- PATIENT CARE by involved staff
22-2103-0008204-F i.Responsible Persony Manager and Director,
Complaint(s): CAQQ274771 Staft Development [DSD)
b. All staff was re-educated on the equipment
Represerting the Department of Public Health: d!"E“g the wael;: of July :)L ng 1
Surveyor ID # 25732, HFEN S S
. ¢, The nurse involved|in the case was placed
. ) oy i - on extended orientatidn with ample
The m_spgctl::m was limited to the specific fagility opportunity to review this competency with
e‘ve_nt anelﬁtlgaTG.d and c_iues not repr_e.sent the both Respiratory Thetapy (RT) and Nursing
findings of a full inspection of the facility. i.Responsible Persan: SubAcute Manager
(BF) and DSD
d. Ongaing monitoring: Competencies are
F 328 483.26(k) TREATMENT/CARE  FOR reviewed annually with RT, through face-to-
SPECIAL NEEDS face training and obsgrvations with retum
demanstrations
The facility must ensure that residents receive ]
proper treatment and care for the following special 2, Review oriemtation to equipment with hands on
services: demonstration and multiple return
Injections: demonstrations .
g 8. This was complotet] during the week of July
gag.-:tterr:l anrd Znte:al fluids; —_— - 11,2011 with ¢r inservicing In August
To omy, ure ro§ omy, or ileostamy care; by involved staff . |
tachaostomy care; i.Responsible Person: DSD and RT
Tracheal suctioning; b, The nurse involveg in the case was placed
Respiratory care; on extended orientation with ample
Foat care; and opportunity to review this competency with
Prostheses. both RT and Nursi
i.Responsible Persop: SubAcute Manuger
This regulation was not met as evidenced by: (BF)and DSD | N
2. Ongoing monitoring: Orientation to
) . . - equi i demonstration has
; i ilit equipment with haads on
Ei'llszd r.;n Moo o reco;ciian:ev ho heh fgc i been integrated into the annual competency
A U Gnstre ) gRne P W a review with RT, Asabove, this i done
tracheostomy (Resideny A) receivsd  proper through face-to-face {truining and observations
respiratory care when: with retum demonstyations
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Continued From page 1 3. Review safety of equipinent and soategize a
fail proof system. Determine if t-piece with in-
1. There was no documentsd svidence of Resident line suctioning is availaple withour the cap in
A's oxygen saturation (5a02) levels on B/22, 6/23, pl“;f " lew 6f tils ol of saul
and 6/24/11to ensure it was maintained at or 1+ ; 30‘;‘0‘:.?&"@:‘;0 o g“ﬁ‘ e
greater than 83 %. Several incidents have been reporting to
] o o MedWatch by other providers of care
2. The facility failed to maintain the resident's i.Responsible person: |Assistant Director,
airway patent when a staff (LVN 1) did net remove Quality
the wap from the expiratory port of 2 T-piece which b. This incident was regorted to MedWatch
is a part of a medical device known as the KimVent L.Responsible person: |Assismm Director,
Turbo-Cleaning Closed Suction System attached to Quality i
Resigent A's tracheostomy tube. The deficient ¢. Nursing has been In discussion with RT to
practice caused the death of Resident A on 11 determine [f there ar§ alternative to this
dus o asphyxiation as a result of obstruction of the PRI i atbig) T roplacement has
tracheoatdmy tube. 1ot been tou.n‘d. Hovjever, Quality continues
to research with vendors as new tubing is
o developed/released for use
Findings: i.Responsible person: |Quality Direstor,
SubAcute Manager (FP) and RT
Resident A, an 81 year old female was admitted {0
the facility on -109 for ongaing management of 4. Educate Rapid Responde twam members 1o
chronic respiratory failure with a tracheostomy ( speak with the person who evoked the code
surgical breathing hole in neck), before the team leaves the unit/calls off the
response prior o assessing the patient
Record review of Resident A's History and Physical & :;“ﬁ,owl"f completed f uring the week of July
Report dated [j/o¢ indicated she had a history iiteeponelills persca: [dmiisindive
of .CVA (cerebro-vasr:ular‘ accident or ‘ stfoke). Nursing Supervisors (ANS)
Resident A was not responsive t_o verbal stimuli and il.Ongoing monitoring] ANS responds to each
was in a persistent vegetative state (wakeful Rapid Response Team (RRT) and
unconscious state that lasts longer than a few concurrently evaluates the performance of
weeks), Resident A's eyes would open bul she was both the person calliag the RRT and the
not alert or oariented and was unable to members of the RRT|team with inmediate
communicate or follow commands. The patient was feedback provided
breathing speontanecusly via a tracheostemy tube.
She required a fracheostomy (a breathing tube
surgically inserted into the neck) for protection of l
Event ID:S85.11 1111/2012 2:33:46PM
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Continued From page 2 5. Review process where Shanges of tubing are
her airway. She was totally dependent on staff for ?i:;gx;?wnurses not dircctly caring for the
her activities of daily living. a This was completed during the week of July
. . 11, 2011. This process was revised so that the |
According to the annual Minimum Pata Set (MDS) nursc caring for the patients is respongible for
dated 11A15/10, and the latest rquarterly MDS the tubing change. :
dated 5/15/11,  under Special Treatments, i.Responsible pmson:ISubacute Manager (BF) |
Procedures and  Programs, the following {i.Ongoing mooitoring: 'The SubAcute
Respiratory Treatmente were performed on  the Manager evaluates tne day shiff assignment
patlent;  oxygen therapy, suctioning and (ihe shift when mbixpg is changed)'daily 10 '
tracheastomy care. ensure that this new|practice is being
followed. ’
Record review of a Nursing Care Plan, dated 6. Review process with siaff regarding
11/1210and  updated on  149/11,  indicated: documentation of ireayments (which would
"Broblems... Impaired  &i | " relatad include suscultation of lungs and
roblems, .. iImpaire: auway cearancg related 10 documentation and Osygen Saturation and
tracheostomy and respiratory failure, Goal: documentation) as outlined in the Nursing Care
Resident's airway will remain patert X 90 days- as Plan and Treatment Sheet
evidenced by a SaO2above 93%" (oxygen a. This was completec during the week of July
saturation-a measurement that indicates adequaie 11,2011
axygen is being taken into the body for life, i.Responsible person; DSD
measured by a bedside device). ii.Ongoing monitoring: As a part of the
Pertormance l‘mpmivemcnl petivities for‘ the
According to the Nursing Care Plan updated on SubAcute Unit, 2 rgndom sample ofp‘a tleglts
4/19/11, it indicated under Needs/ Problems will be chosen cacl] month ta ensure that the
i : : Treatment Record and the Nursing Care
sectllon: that Patient A had potential problem far Plan coincide and te documentation is
aspiration secondary to presence of tracheostomy complete. In additiba, this documentation
and tube feeding. The Action Plan was to: will be reviewed diring the regularly
Auscitate lungs q (every) shift and prn (whenever scheduled Interdisciplinary Team Meeting.
necessary), Report ¢changes in lung sounds to MD,
" 7. 'This plan of cotrection applies to all
residents on the SubAcute a5 they are all
Record review of Treatments Sheet for 6/1/11- with tracheostomy|tubes
6/24/11 indicated a treatment order dated 11/12/09 |
to "suction g (every) 2H (houwrs) and prn. Kt also
indicated an arder to "Keep Sa02z at 93% or greater l
at all times." and "Trach, cara Q (every) =hift and |
Event ID:SBSJ11 1/11/2012 2:33:46PM
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (x8) DATE
L Yeak Dicechar, Duoelitq |82

Any deficiency stalement ending with an astarisk (*) denotes u daficiensy which the inatitution mey b oxzuzad from carracting providing it is dalarmined

that othar safeguards pravide sufficlent protuction to the patiants. Excapt for nursing homas, the findings akave aro disciaaadle 90
of Eurvey whather of nat a plan of correstion is provided. For nursing homes, the sbove: findings and plans of caraction e dizclos
the date thuse documents ars mude availible to the facility. If deticiencies are cited, an approved plan of gorraction ia raquisits to |

participation,

" Btater2s67

days following the diake
able 14 days lollawing
sontinued program

3of 10




CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY

DEFPARTMENT OF PUBLIC HEALTH

STATEMENT' OF DEFIGIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIRLE CONSTRUGTION {X3) PATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
555235 B. WING 10/05/2011
NAHE OF PROVIDER OR SUPPLIER STREET ADDREES, GITY, STATE, ZIP CODE ! "
SETON MEDICAL CENTER 1800 SULLIVAN AVENUE, DALY CITY, CA 84015 SAN W\TEO COUNTY
|
(X4) ID BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN|QF CORRECTION {X5)
PREFIX (EACH DEFIGIENGY MUBT BE MRECEEDED BY FULL PREFIX (EACH CORRECIIVE ACT10N SHOULL BE GROSS. COMEI kT
1AG REGULATORY QR L5C IDENTIFYING INFORMATIQN) TAG REFERENGED TQ THE Aanomum DEFICIENGY! DATE
f
Gontinued F e3 - 2 -
rom pag The PohcylProccdml; deseribing the
prn (when necossary)..." operation of the invogved suction catheter
“Inline Suction Catheter Assermbly”
Record review of Resident A's Long Term Clinical (uttached) has been developed and approved
Care Flowsheet for 6/21/11, 6/22/11, 6/23/11, and effective December 3011. This
8/24/11 indicated  that the box for recording the policy/procedure reflsets the current existing
Sa02was left blank. There was no documented ﬁ?ﬁ:::;gi&;ﬂ;ﬁ fei'remt:en:"ri;:nf:d with
; g n ; ’ ring L ing.
;wgeznce that nursing staff had checked Fatient A's addition, it has heen hdded to the fnnual
a02, competency training
In an interview, on 10/6/11at 11 AM., the Risk
Manager 1(RM 1) and the Chief of Respiratory !
Therapy acknowledged that the nursing staff did not { i
routinely measure Patient A's SaO2on B/22/11, ‘
6/23/11, and 6/24/11 pefore this reported incident. |
Record review of a Physician Progress Note for l
Resident A, dated 6/16/11 indicated, "Subjective:
The patient does not respond to stimufi, Objective: ,
Vital Signs..blocd pressure  116/6B..Chest: No
wheezing... Assessmenf:  Respiratory failure,
tracheostomy, gastrotomy, no  ventilator
dependency..." l
|
Record review of Progress Notes dated 8/24/11 al |
3:23 PM., indicated: "RN 1 calted to inform that !
patient was found pale, non-responsive, Vital Signs
(blood pressure and pulse) ocould not be
appreciated, no spontaneous breathing, Rapid
Response team called , but canceled due to
patlent's DNR (do nat resuscitate).”
Record review of a Physician Progress Notes,
dated 112t 6:25PM., indicated: "Called by
nursing staff to pronounce patient who they say ]
digd at 3:15 P.M.. Patient is in fact dead with l
Event ID:S85J11 1/11/2012 2:33:46PM
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Continwed From page 4

dilated pupils no respiratory effort and is pulseless.
A Tepiece is attached fo a tracheostorny. The
expirator port is occluded with a plastic cover.”

In an interview, on 7/15/11 at 11 AM. the facility's’
RM 1 provided a summary of the reporied adverse
event as follows: “On 11 at 3152, LUN 1
(Llcensed Vocational Nurse) went into Fatiemt A's
roum 10 change the T-piece suction set up attached
to the tracheostomy. The T-piece is a ¢losed device
that is attached to the trachenstomy for suctioning
(method of removing secretions that accumulate in
the lungs and wind pipe). Patient A was not on a
vantilator (breathing maching) but was breathing
humidified air and oxygen through this T-pieca on
her own, When the T-piece comes in the package
for echanging it comes with a cap on the expiration
port. The cap must ba removed prior to use when
the patient is breathing on her pwn. Essentially,
LVN 1did everything right except she left the cap
on. She said she took the cap off. When anather
nurse (LVN 2) came in to check on Patient A |, she
saw the cap was on the T-piece expiration port and
the patiemt was not breathing on her own, LVN 2
immediately removed the cap and began bagging (
device used io provide rescue breathing ) the
patient. Patient A never started breathing on her
own again..since she was DNR, she was|
pronounced daead.”

In  an interview on 7/15/11at  11:30 AM.,
Respiratory Therapist 1(RT 1) (a8 respiratory |
therapist helps evaluate, treat and assist the health
care team with patients with respiratory disease)
who assisted LVN 2 in the above des¢ribed insident

Event ID:588411 1/11/2012

2:33:.46PM
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Continued From page 5

was asked i Patient A was a spontaneously
breathing patient. RT-1said, "Patient A was not on
a ventilator. She was breathing on her own. The
white cap should have been off of the T-Pigce.
There should have been a liftle plastic tube
vonnected to the T-piece so the patient could
exhale."

In an interview on 7/15/M11 at 12:27 PM., LVN 1
was asked aboul changing the T-piece on Fatient
A. LVN 1said, "l remember coming in to Patient
A's room with LVN 2 at about ten minutes to three
to change the T-pieca, The T-piece was used to
suction the patient through a trach (tracheostomy),
we change it every three days. Since this patient
was on oxygen and breathing on her own we took
the white cap off. | remember changing the T-piece.
Everything was all right with the patient when | left
the room" LVN 1was then asked Iif she
remembered who took the white cap off of the
T-piece expiration part. LVN 1said, "Honestly, |
can't remember."

discovered Patient A was not breathing on [
was asked to describe whal happened. LVN 2
said," 1t was a [ 2t about five minutes to 3
P.M., | was going on my rounds and checking on
Patient A in her room. Looking at her | did not think
she was breathing. | shook her and | saw right
away that the T-piece had a c¢ap on it and she was
not breathing so | called for help, took the T-piece
complately off and started bagging her.”

The surveyor asked LVN 2: "When you took the

In an interview on 7/18/11 at 115 P.M., LVN 2 who |

Event (D:888J11
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Continued From page 6 ' i

T-piece off the tracheostomy of Resident A, was
the white cap on or off ?" LVN 2said, "That cap :
was on, it should have been off." LVN 2 was asked |
what would happen to tha patient if the cap was left
on. LVN 2 explained, "If the white cap was left on,
the patient cannot exhale and breathe on her own."

Review of Resident A's San Matec County
Coroners Office combined Autopsy Report and
Pathology Report dated  8/31/11, indicated:
"Conclusion: The cause of death listed was
asphyxiation due to obstruction of tracheostomy
tubs. Patient A was in a persistant vegetative siate
after suffering a cerebral vascular accident in
2009..Fatient A was a patient at the hospital...On
I 2011 2t approximately [ nours
M.), the subject's tfracheostormy 1iube was
replaced, bui the cap was noil properly removed '
preventing oxygen te the subject Based on
infarmation obtained in the Coroner's Investigation
Report and Autopsy Repaert, | have determined that
the manner of death to be an accident.”

Review of the manufacturer's directions for use of
the Kimberly-Clark KimVent Turbe-Cleaning Closed
Suction System deted 2007, indicated: “Warning:
Cap on KimVent T-Piece prevents continuous flow
therapy (pxygen is administered through a tube to a
breathing patient with a tracheostomy). Remove
cap before starting continuous flow therapy. Failure |
to remove cap prior to continuous flow therapy may : |
result in serious injury or death.”

Review of the LVN 1's competency Action PFlan, l
dated 5/2/11, indicated : "In-fine Suction |

Event 1D:588.111 171172012 2:33:46PM
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Catheter/White Cap Set-up... Ensure all licensed
Respiratory Care  Practitioners and licensed
Nursing personrel on the Subacute Unit clearly
understand the two different set -ups, for the in-line
suction catheter when used with a ventilator and
when used on a spontaneously breathing patient
i.e.without a ventilator. Additionally, ensure the
aforementioned staff understands why the while
vap ie not to be placed on the in-line suction
catheter when the patient is not on the the
ventilator,"

In an interview, on 10/5/11 at 11:30 AM, the Chief
Regpiratory Therapist was asked if there was 2
facility policy and procedure that described the
training and the operation of the Kim Vent T-piece
device,. The Chief Respiratory Therapigt said, " No,
| checked with Nursing. The only policy is the
Action Plan competency check list that Respiratory
Care uses to train the nurses who use the
KimVent."

In a phone interview, on  9/15/11, the Kimberly
Clark manufacturer's clinical care representative
was asked to explain why the white cap needed to
be removed from the T-piece part of the
Kimberly-Clark  KimVent  Turbe-Cleaning  Closed
Suction System when it was used on a
spontaneously breathing patient.  The clinical care
rapresentative said, "Wwhen the patient is breathing
on her own thraugh the T-piece, if the white cap is
not off the  patiert cannot exhals, It is like
suffocating the patient.”

\n a phone interview, on 9/27/11 at 2:44 P.M., LVN

l
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3was asked what she remembered about changing
Patient A's T-iece on [o/11. LVN 3said, "LVN
1 asked me to help har change the tubing. LVN 1
handled the T-Piece. | was in the back of the bed
changing the oxygen tubing and water bottle. LVN
1was in front of Patient A. | handed her the tubing
and she connected to the T-Fiece. Then she
connected it 1o Patient A. | then left the room.
LVN 3was then asked if she had removed the
white cap from the T-Piece. LVN 3said, "No."
LVN 3was then asked if LVN 1had removed the
white cap from the T-Piece. LVN 3 said, "l don't
remember. Patient A was breathing on her own
when | left the roam."”

The facility failed 1o ensure that Patient A who had
a {tracheostomy, received proper respiratory care
when.

1. There was no documentad evidance of Patient
A's oxygen saturation (Sa02) levels on 6/22, 6/23,
and 6/24/11to ensure it was maintained at or
greater than 23%.

2. The facility failed to maintain the resident's
airway patent when a staff (LVN 1) did not remove
the cap from the aexpiratory port of @ T-piece which
is one part of @ medical device known as the
Kimvent Turbo-Cleaning Closed Suction Systemn
attached to Patient A's tracheostomy tube. The
.deficient practice caused the death of Patient A on

1 cue to asphyxiaon as a result of
abstruction of the tracheostomy tube. The facility's
failure presented an imminent danger to the patient
and was a dirgct proximate cause of death of the
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