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The followtng reflects (he findings of the
Depanment of Public Health dunng a FULL
MEDICARE VALIDATION survey

Representing the Department. Barbara Mellor,
RFES, Sanforg Weinstein, Medical Consultant,
Raul Reyes, HFEN, Lucy Yang, HFEN, Halbert
Rand, HFEN, Barbara Ruger, HFEN; Leblia
Creighton, tnfeclion Control Consultant, Kerry
Kelly. Nutriion Consultant, Terry Rubin,
Pharmacy Consultant John Chrislensen.
Pharmacy Consultant: Francia Trout, Medical
Records Consultant; Gerr Kaplan, Medical
Records Consuliant.

The survey team entered at the Rancho Springs
Medical Center (RSMC) campus at 0800 hours
on 1/11/10. The inpalient census for both
campuses was 213,

On 1/12/10 a8t 1825 hours, the Administrator was
nofified of I'mmediate Jeopardy (1J) to Ihe heailh
and safety of Emergency Depariment (ED),
Cardiac Cathernization Laboratory and Radiology
patients as a resull of housing patients and
equipment in emergency egress cormndors and in
front of emergency pull boxes of the ED on the
Rancho Springs Medical Center campus

A written plan of correction (or the |J was received
on 1/13/10 at 0800 hours and was not acceptable
for monitoring to ensure continued comphance
and safety for the patients A revised wnitten plan
of correclion for the 14 was received at 1900
‘ nours on 1/14/10 and found o be unacceplable
The |J had not been abated at the conciusion of
the survey at 1700 hours on 1/15/2010 A plan of
correction was submitled via e-mail 2t 2000 hours
ya: .
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A043 - OVERALL CORRECTIVE ACTION:

The Chairwoman of the Board of Governors was 04/20/10
present during the survey exit conference of
4/15/10; the Chairwoman of the Board called a
special meeting of the Board of Governors for
4/20/10. The meeting was also attended by
representatives of Corporate leadership. The
survey results were reviewed; the Board
understood the gravity of the situation confronting
the hospital and requested additional support
from the Corporate office. The Board of
Governors also directed the leadership to
continue to collaborate with CMS and CDPH
representatives to achieve the necessary steps
required to maintain care and services at the
hospitals.

The Board of Governors accepted the verbal 04/28/10
resignation of the CEO. The Corporate President
and Group VP recommended a new CEO for the
hospital, a candidate experienced as a CEO in
California and readily available to assume the
leadership role at the hospital immediately. The
Board of Governors supported the appointment.
The Corporate President also updated the Board
on the status of a proposed systems
improvement agreement with CMS and the
Corporate Response Team that arrived on April
28, 2010 led by the Corporate VP Quality
Management.

The Corporate Response Team reviewed the 04/30/10
deficiencies identified during the CMS survey and



assessed compliance with the Conditions of
Participation and Life Safety Code requirements.

The new CEO assumed his position at the 05/03/10
hospital on May 3, 2010.

The Board of Governors and the CEO 05/26/10
established a Regulatory Compliance Committee,
comprised of the Chairwoman of the Board, CEO,
CMO (currently vacant), CNO (currently vacant),
Chief of Staff, Corporate Vice President of Quality
Management, Corporate CNO, and Corporate
Group Vice President. Others will attend as
needed. The sole purpose of this committee is to
assure continual compliance with all regulatory
requirements. The committee begins to meet
weekly starting in June and oversees the review
of compliance with regulatory conditions.

The Corporate Response Team under the 05/26/10
Corporate VP Quality Management completed its
assessment and submitted findings and

recommendations to the Board of Governors for

discussion and action planning.

The CEO with CMS approval selects and projected by
contracts with external experts, including alead  06/11/10
on-site expert, to conduct an independent review

of all hospital services. The lead expert is to

provide oversight and coordination of the

hospital's compliance efforts, including the use of

other external resources, and to provide ongoing

written feedback to CMS and the hospital about

the hospital's improvements and compliance with

the applicable Medicare rules.

The CEO and the Chief of Staff established an 06/14/10
oversight structure for quality and patient safety.
The structure consists of four teams to oversee
clinical services that impact the safe and effective
delivery of patient care and assure compliance
with the Medicare Conditions of Participation, and
including this action plan:

a. Senior Operating Team for Safety,
co-chaired by the hospital CNO and COO, and
comprised of all Department Directors.

b. Senior Operating Team for Quality,
co-chaired by the hospital CEO and CMO, and



comprised of clinical service line Directors and
Medical Director (physician) counterparts.

c. Medical Staff Quality Improvement
Committee chaired by the CMO and comprised of
Medical Directors for each clinical service line
and/or peer review chairs of subspecialties.

d. Medical Executive Committee as defined
in the Medical Staff bylaws.

A043 - OVERALL MONITORING ACTIVITIES:

The Corporate Response Team and Corporate
VP Quality Management provided a report of its
findings to the Board of Governors.

The external experts engaged pursuant to the
agreement with CMS are to provide a report to
CMS and CDPH summarizing their gap analysis
of the hospital's compliance with the Medicare
Conditions of Participation.

At the discretion of CMS/CDPH, members of the
Regulatory Compliance Committee are available
to meet with representatives from CMS and
CDPH to discuss ongoing actions and progress
toward full compliance throughout the term of the
agreement with CMS.

The chairpersons of the quality and patient safety
teams provide a monthly report to the Board of
Governors regarding the status of this CMS
action plan. The Board of Governors holds
hospital leadership and medical staff leadership
accountable for achieving established CMS
action plan dates and for achieving compliance
targets. The minutes of the Board of Governors
meetings are to reflect this oversight.

For specific actions taken in the various areas,
please see responses to A045, A144, A263,
A274, A310, A341, A353, A385, A450, A457,
A710, A724 #4, A747, A1005, and A1100.

A045 - CORRECTIVE ACTION:
Following the exit conference of 04/15/10, the

Chief of Staff called a special MEC meeting on
04/20/10 to discuss the survey findings, to stress



the gravity of the situation facing the hospital, the
need for medical staff support in ensuring
compliance with all regulatory requirements, and
the role of the Department Chairs in this process.
The Chief called a special general staff meeting
on 04/27/10 to review with the physicians the
situation facing the hospital and the deficiencies
specific to the medical staff. The Chief reiterated
the necessity of physicians complying with the
Conditions of Participation overall and specifically
discussed those areas identified during the
survey, including appropriate and timely
proctoring.

The CEO in collaboration with Corporate 06/01/10
leadership engaged an experienced physician

consultant to serve as a medical quality

consultant to the medical staff and senior

executive team, and to assist with transition to a

permanent Chief Medical Officer (CMO).

The CEO and the Chief of Staff established an 06/14/10
oversight structure for quality and patient safety
consisting of the following four teams to oversee
clinical services that impact the safe and effective
delivery of patient care and assure compliance
with the Medicare Conditions of Participation and
this action plan:

a. Senior Operating Team for Safety,
co-chaired by the hospital CNO and COO, and
comprised of all Department Directors.

b. Senior Operating Team for Quality,
co-chaired by the hospital CEO and CMO, and
comprised of clinical service line Directors and
Medical Director (physician) counterparts.

c. Medical Staff Quality Improvement
Committee chaired by the CMO and comprised of
Medical Directors for each clinical service line
and/or peer review chairs of subspecialties.

d. Medical Executive Committee as defined
in the Medical Staff bylaws.

The CEO created the position of CMO for the Targeted
hospital. With the assistance of the physician completion by
consultant and the members of medical staff 08/31/10
leadership, a CMO is hired.



The Chief of Staff and Medical Staff Services 06/01/10
Director reviewed the responsibilities of the
Credentials Committee and confirmed the
following actions and process for assuring that
providers are proctored in a manner consistent
with the medical staff bylaws as follows:
a. The proctoring requirements in the 01/31/10
Medical Staff bylaws were revised and approved.
Upon appointment to the medical staff, a provider
is given documentation that outlines the
proctoring requirements that must be met within
six months. Practitioners, including physician
assistants, that do not qualify for advancement to
full status on the medical staff within six months
following initial appointment will be terminated
unless the MEC grants an extension.
b. Atthe February MEC meeting, the Chief 02/11/10
of Staff reported that provisional members had
been faxed about incomplete proctoring, and the
Patient Safety Council reported on the preliminary
findings from the January 2010 survey.
c. The Medical Staff Services Director 04/20/10
reviewed the documentation provided at the
department meetings and identified that the
credentialing report did not include allied health
providers. This omission was corrected. At each
department meeting, the credentials report is to
include both physician and allied health providers.
The Department Chair is responsible for
reviewing the proctoring status of providers and
notifying a provider of any concerns on status.
d. The CEO approved the addition of a 05/17/10
credentialing coordinator, and the Medical Staff
Services Director successfully filled the position.
e. The capabilities of the medical staff 05/31/10
credentialing software program were reviewed to
assure that the system is robust and able to
perform the necessary tracking functions.
Recommendations are forwarded to the CEO for
review and action as appropriate.

A045 - MONITORING:

The Credentials Committee examines the 04/20/10
documentation provided by the Medical Staff

Office and the Department Chairs related to

appointment, completion of proctoring, and



reappointment. The Committee must assure that
all requirements are met. Evidence of this
oversight is reflected in the meeting minutes, and
the Credentials Committee forwards reports to
the MEC for review.

The MEC reviews the Department Chair reports ~ 04/20/10
regarding the proctoring of members, and the
Department Chair discusses any concerns
regarding the proctoring status of a specific
provider with the MEC. A provider who does not
meet the proctoring requirements as delineated in
the Medical Staff bylaws will be terminated,
unless an extension is granted by the MEC in
accordance with the bylaws. The Medical Staff
office notifies the provider of the MEC'’s decision.
Evidence of this action is reflected in the meeting
minutes. The MEC’s recommendations are sent
to the Board of Governors for approval.

A092 - SUMMARY OF CORRECTIVE ACTION:

The Corporate Response Team included an 04/28/10
emergency services consultant who arrived at the

hospital to provide a thorough review of the

hospital’'s emergency room.

The CEO with CMS approval selects and projected by
contracts with external experts, including alead 06/11/10
on-site expert, to conduct an independent review

of all hospital services, including emergency

services. The lead expert is to provide oversight

and coordination of the hospital's compliance

efforts, including the use of other external

resources, and to provide ongoing written

feedback to CMS and the hospital about the

hospital's improvements and compliance with the
applicable Medicare rules.

Actions taken to address the individual findings
are summarized here with additional detail in the
tags identified:
a. Back-up Call Schedule: The ED 01/19/10
Manager assured that the hard copy daily
reference for the ED Call Panel includes the
providers’ contact information. See A1102.
b. LSC Findings: The ED no longer 01/19/10
houses patients or equipment in egress corridors



or in front of fire pull stations. See A710 and
A1104 #1.
c. Accuracy of ED Arrival Times: The 04/30/10
Critical Care Director installed a punch clock in
the ED entrance for the registration clerk/triage
nurse to use to document the arrival time
accurately. See A1104, #2.
d. Patient Privacy: The CEO requested 01/14/10
and was granted a Program Flex to utilize the
PACU for ED overflow providing eight additional
treatment bays and thus more privacy for ED
patients. See A1104#3.
e. LVN Assignments: The ED-LVN position 05/17/10
was eliminated. See A1104 #4.
f. Credentialing of ED-PAs: The bylaws 01/31/10
were amended to require the completion of
proctoring requirements within six months of
initial appointment. Extensions may be granted
only by the MEC. See A1112.

A092 - GENERAL MONITORING:

The Chief of Staff holds the Department Chairs 04/28/10
accountable for achieving identified target dates

and goals of the CMS action plan. Outcomes of

monitoring activity are to be reported to the ED

leadership team for analysis and action planning

as appropriate, and as more specifically

described under the tags identified in the citation.

A115 - CORRECTIVE ACTION:

The Corporate Response Team under the 05/26/10
Corporate VP Quality Management reviewed

deficiencies identified during this survey,

assessed compliance with Patient Rights, and

submitted findings and recommendations to the

Board of Governors.

The Board of Governors and CEO established a  05/26/10
Regulatory Compliance Committee as described

in A043 to oversee and assure ongoing

compliance with all regulatory requirements. The
committee will meet weekly initially beginning in

June.

Actions taken to address the individual findings
are summarized here with additional detail in the



tags identified:

1. Care in a Safe Setting (please see detail
under Al144 & A710):

(@) The CEO directed that the corridors
of the ED, Radiology Dept., and the Cardiac Cath
Lab be cleared and kept clear of patients and
equipment.

(b) Before the end of the survey, an
additional security guard was placed in the post
partum corridor with added direct observation of
the exit area adjacent to the nursery and will
remain in place pending alarm installation. On
2/26/10, an infant abduction drill was conducted.
The CEO directed that the infant security system
from the new wing be moved back into the
existing building.

(c) The Manager of Plant Operations
had all penetrations sealed, and had fire/smoke
detectors with an audible alarm installed in the
Wound Care Center (WCC). The Manager of the
WCC and fire safety contractor conducted a fire
drill including patient evacuation and added drills
in the WCC to the quarterly schedule.

2. Personal Privacy (please see detail
under A143): The CEO obtained a Program Flex
to allow the use of the RSMC PACU for ED
overflow patients, enhancing privacy.

3. Temperature/Humidity Monitors (please
see detail under A144): The Plant Operations
Director confirmed that the hand held
temperature/humidity meters are calibrated and
certified by the manufacturer; scheduled the
meters to be replaced annually per
manufacturer’'s recommendation; and designated
long range plans to upgrade the rooms to include
installed meters and enhanced controls.

A115 - GENERAL MONITORING:

Designated leadership team members are
accountable for achieving the target dates and for
maintaining ongoing compliance. The CEO
provides a monthly report to the Regulatory
Compliance Committee, which discusses ongoing
actions and progress toward full and ongoing
compliance with evidence of oversight reflected in
committee's meeting minutes.

01/14/10

05/31/10

01/20/10

01/14/10

04/30/10

06/02/10



A143 - CORRECTIVE ACTION:

Hospital-wide actions:

A reminder to respect patient privacy
(including to draw curtains) was circulated to staff
in the Best of Southwest newsletter, which
leaders use to communicate content in their areas
of expertise to staff hospital-wide each month.

A reminder memo “Did You Know”
regarding patient privacy (including a reminder to
draw curtains) was emailed to all staff and posted
on the hospital intranet.

The COO directed the posting of signs in
the hospital, including the ED, as a reminder to all
staff to take measures to protect patients' right to
privacy.

ED at RSMC:

The CEO requested and was granted a
Program Flex to utilize the PACU for ED overflow,
providing eight additional treatment bays for ED
patients, alleviating the need to place patients in
the hallways and two to a bay in the ED, and thus
enhancing privacy.

As described in A710 and A1104, ED
patients are not housed in the egress corridors;
placing them only in ED bays enhances privacy.

At peak capacity, the ED staff alerts EMS
providers to contact the Inland Valley Base
Station for direction to the appropriate campus
based on the hospitals’ ED capacity and
assessed patient care needs.

The Critical Care Director initiated a
multidisciplinary team to develop a hospitalwide
P&P for patient flow with triggers for overcrowding
and essential steps for each level. Improved
patient flow will reduce ED overcrowding and
improve patient privacy.

Inland Valley Perioperative Area:

The Perioperative Manager provided a
3-sided privacy screen in the area of Bay #5 and
#6 to assure patients' right to privacy.

The Perioperative Manager relocated
supplies in the PACU area and provided a curtain
to separate the patient-occupied recovery bays
from the supply area.

04/01/10

05/03/10

05/31/10

01/14/10

01/19/10

01/31/10

05/31/10

05/01/10

01/20/10
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A 143 Continued From page 11

areg at IWMC's campus was loured accompanied
by M3S One patient, in Bay 5 was observed ina
reclning chair receiving a blocd ransfusion. |n
Bay #5, another patient was semi-rechning in a
gurney receiving an I\ infusion. There was no
privacy protection device provided between the
two patients. M36 slated the precperative area
was used 1o prepare pabents for procedures and
autpatiant IV infusions.

4, On 1712010 at 1140 hours, the PACLU at the
IVMC campus was toured with M35 Mo patient's
privacy curlain was prasent bebween Bays ¥ and
8. M36 stated the unit was designed as an eight
bay patient recovery unit. Bay 8 currenitly was
used for storage of the OR C-arms, camera
tower, and OR patient positioning devices
Patients being recovered in Bay 7 could be
exposed 1o stalf members when they were using
the C-arms or supplies from Bay B.

482 1)) PATIENT RIGHTS: CARE IN SAFE
SETTING

A 144

The patient has the right lo receve care in a safe
setling

This STANDARD i not met a3 evidenced by
Based on abservalion, interviews and a tour of
the hospital, the hospital falled to ensure the
provision of care in a safe environment which
could potentally alfect fire safety in the ED and
the OR at RSMC campus and the WCC at the
VMG campus. Also, the hospital did not protect
infants from being abducted at the RSMC
campus

Findings:

1 Based on cbservaton and staff interview, the

A 1473A143 - MONITORING:

Hospital leaders (CEO, COO, AA, CNO, and 06/01/10
Directors of Quality, HR, Marketing, and all clinical
and nonclinical services) conduct ongoing weekly
rounds in all areas of the facility to validate that
steps are taken to maintain patient privacy. Each
leader provides immediate feedback for any
observed or reported breach in patient privacy.
Each leader documents the rounds on a weekly
rounding tool. The Administrative Director of
Quality Outcomes assures that the data is
aggregated monthly and reported to the Senior
Operating Team for Quality for analysis and action
planning as appropriate.

The ED Manager tracks patient loyalty data, which 06/01/10
includes information on patient privacy and

respect, on a monthly basis. Reports are

forwarded to the ED department for further

analysis and action planning as appropriate.

Al44 - CORRECTIVE ACTION:
A 144
1.a. RSMC ED (See also A710):

The CEO requested and was granted a
Program Flex to utilize the PACU for ED overflow,
providing eight additional treatment bays for ED
patients and alleviating the need to place patients
and associated equipment in the hallways. This
assured both unobstructed egress from the ED
and free access to the fire pull stations.

The Plant Operations Manager had all
penetrations in the smoke barrier walls sealed.

01/14/10

01/19/10

1.b. WCC (See also A710):

The Plant Operations Manager directed and 01/20/10
assured that (i) all penetrations in the smoke
barrier walls were sealed; (ii) properly rated doors
were installed to meet NFPA requirements; and
(iii) fire/smoke detectors with audible alarm were
installed.

The WCC Manager contacted the hospital's 01/18/10
fire safety service and had an educational fire drill
conducted. The drill included mock patients for
evacuation.
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2. Calibration of Hand-Held Meters:

The Plant Operations Manager confirmed  04/30/10
with the manufacturer that the hand-held
temperature/humidity meters are calibrated and
certified by the manufacturer for one year. The
Plant Operations Manager scheduled the meters
to be replaced annually as recommended by the
manufacturer. In addition, the hospital has
designated long range plans to upgrade the
rooms to include installed meters and enhanced
controls.

3. Infant Security
The CEO had an additional security guard 01/15/10
stationed in the post partum corridor 24/7 to
provide improved direct visualization of egress
routes. Security guards, as part of their
orientation to the hospital, are inserviced on infant
safety procedures. The extra security guard will
remain in place until the alarm system described
below has been installed and signed off by the
vendor.
An infant abduction drill was conducted and 02/26/10
critiqued to evaluate the response of the staff.
Reminders addressing aspects of infant 03/01/10
security were included in the hospital-wide
monthly meeting minutes for March.
The CEO directed the Women'’s Services  05/31/10
Director to proceed with relocating the infant
security system from the new wing back into the
existing building, and the contracted vendor
reinstalled the system.

Al144 - MONITORING:

1.a. Unobstructed Egress/Pull Stations: 06/01/10
Hospital leaders (CEO, COO, AA, CNO, and
Directors of Quality, HR, Marketing, and all
clinical and nonclinical services) conduct ongoing
weekly rounds in all areas of the facility to
validate that steps are taken to protect patient
rights. Each leader provides immediate feedback
for any observed or reported breach. Each leader
documents the rounds on a weekly rounding tool.
The Administrative Director of Quality Outcomes
assures that the data is aggregated monthly and
reported to the Senior Operating Team for Safety
for analysis and action planning as appropriate.



1.b. Penetrations/Doors/Alarm Systems: 06/01/10
The Plant Operations Director conducts monthly
rounds and completes monthly reports to assure
that the NFPA requirements relating to life safety
are maintained. The rounding reports are
forwarded to the Environment of Care Committee
for review and action planning as appropriate.

2. Hand-Held Meters: The Plant 06/01/10
Operations Director assures that the inventory of
hand-held meters is scheduled for annual
replacement. In addition, a back-up supply is on
site should a meter need replacement in the
interim.

3. Infant Security:

a. Hospital leaders (CEO, COO, AA, 06/01/10
CNO, and Directors of Quality, HR, Marketing,
and all clinical and nonclinical services) conduct
ongoing weekly rounds in all areas of the facility
to validate that steps are taken to maintain infant
security. Each leader provides immediate
feedback for any observed/reported breach in
infant security. Each leader documents rounds on
a weekly rounding tool. The Administrative
Director of Quality Outcomes assures that the
data is aggregated monthly and reported to the
Senior Operating Team for Safety for analysis
and action planning as appropriate.
b. The Perinatal Nurse Specialist 06/01/10

conducts monthly infant abduction drills until the
infant security alarm system is reinstalled; then
drills will be conducted every two months. A
critique of each drill is submitted and reported
through the Environment of Care Committee.

A263 - GENERAL CORRECTIVE ACTION:

As described in A043, the Board Chairwoman 04/22/10
and the physician chair of the Patient Safety
Council (PSC) attended the survey exit
conference on 4/15/10. At the meeting of the
Patient Safety Council on 4/22/10, a summary
report of the deficiencies was reviewed and
discussed with initial actions noted.
A Corporate Response Team under the 04/28/10
leadership of the Corporate VP Quality
Management arrived on 4/28/10 and began a gap
analysis of hospital systems and processes.
The Board of Governors and CEO established 05/26/10



06/14/10

06/23/10

Starting
06/11/10

06/23/10

05/31/10

05/31/10



#2 Reducing Healthcare Associated Infections

a. The Infection Control (IC) Director established
regular meetings for four multidisciplinary IC task
groups: Ventilator Associated Pneumonia (VAP),
Central Line Associated Blood Stream Infection
(CLABSI), Catheter Associated Urinary Tract
Infection (CAUTI), and Hand Hygiene.

b. Quarterly IC reports reflect data analysis and
action planning, and are presented to the IC
Committee for review and additional input.

c. The task group leaders and IC Coordinators
share and discuss the work of the IC task groups
through forums such as the Charge Nurses’
meeting and IC rounds.

d. The IC Director collaborates with the
Pharmacy Director for topics or action planning that
relates to the medication use process and refers
topics to P&T Committee as appropriate.

#3 MRSA Screening Program

a. The IC Director in collaboration with Lab and
Nursing leadership reviewed and revised the MRSA
Screening P&P to comply with state requirements
for MRSA Screening under SB1058, and had the
draft policy and form approved.

b. The IC Director defined the monitoring
process to measure, analyze, and track compliance
toward achieving the goals of the MRSA screening
program.

c. During the annual competency event begun
3/31/10, the clinical nurses in Med/Surg/Tele,
Critical Care, Surgical, and Women'’s Services
reviewed the updated P&P and form.

#4 Timely Antibiotic Administration

a. Administration placed reminder information in
The Best of Southwest, the hospital-wide monthly
newsletter, regarding the timely administration of IV
antibiotics.

b. The Pharmacy Director reviewed and revised
the IV Medication Administration P&P to assure that
its requirements for medication administration are
consistent with standards of practice.

c. The PI Director defined a monitoring process
to measure, analyze and track compliance and
progress toward meeting the goals of the IV
Medication Administration policy.

01/31/10

02/22/10

03/01/10

03/01/10

05/31/10

06/01/10

05/31/10

03/01/10

06/11/10

06/11/10



A267 - MONITORING:

ED Arrival Time:
a. The Patient Access leaders conduct a 06/01/10
concurrent random sampling of ED patients to
assure that an accurate arrival is documented on
the medical record, and they provide immediate
feedback for anyone not following the process.
b. Aggregate data is discussed at the monthly ~ 06/01/10
Patient Access Services staff meetings for analysis
and action planning as appropriate. The reports
forward to the Senior Operating Team for Quality.
Upon three consecutive months of achieving 90%
or greater, the Team will determine what further
action is warranted.

Reducing HAI's:

a. The IC Director assures that the work of the  02/01/10
task groups includes analysis of applicable data,
and that actions taken are data driven, based upon
standards of practice, and communicated to the
staff.

b. The IC Director presents the quarterly 02/22/10
reports at the Infection Control Committee, which
discusses the need for further analysis and action
planning as appropriate.

MRSA Screening Program:

The IC Director provides oversight for data 06/01/10
collection and reporting. A sampling of patients
who meet the screening criteria is reviewed to
assure that a nasal swab for MRSA screening was
completed. Aggregate data is presented to the IC
Committee for analysis and action planning as
appropriate. Information is shared via IC
Coordinator rounding, feedback to leadership, and
communications such as the Best of Southwest,
the monthly hospital newsletter. Upon three
consecutive months of achieving 90% or greater
compliance with the MRSA screening policy, the IC
Committee will determine what further action is
warranted.

Timely IV Administration:

a. Pharmacy and Nursing leaders perform 06/11/10
concurrent and retrospective monitoring to assure
that their staff members comply with the P&P on IV
Medication Administration of antibiotics as it



relates to each employee’s job description, and
they provide immediate feedback to staff
members who do not follow policy. Employees
with repeated noncompliance are subject to
progressive discipline. More generally, each
nurse's competency in administering medication
safely is validated during the employee’s annual
performance evaluation.

b. Aggregate data is presented to the P&T 06/11/10
Committee for analysis and action planning as
appropriate. Upon three consecutive months of
achieving 90% or greater compliance with the
P&P, the P&T Committee will determine what
further action is warranted.

A276 - CORRECTIVE ACTION:

1. The IC Director established regular 01/31/10
meetings for the four multidisciplinary 1C task
groups - VAP, CLABSI, CAUTI and Hand
Hygiene.
2. Quarterly IC reports reflect data analysis to  02/22/10
identify opportunities for improvement, action
planning and progress toward meeting the goals
of the IC program, including reducing hospital
acquired infections. Reports are presented to the
IC Committee for review and additional input.
3. The task group leaders and the IC 03/01/10
Coordinators share and discuss the work of the
IC task groups through forums such as the
Charge Nurses’ meeting and IC rounds.
4. The IC Director collaborates with the 03/01/10
Pharmacy Director on topics or action planning
that relates to the medication use process and
refers topics to the P&T Committee as
appropriate.

A 276 - MONITORING:

1. The IC Committee reviews the work of the 02/22/10
IC task groups and includes a copy of the IC
reports as reflected in the committee's minutes.

2. The IC Director assures that the work of the 03/01/10
task groups includes the analysis of applicable
data, and that actions taken are data driven,
based upon standards of practice, and
communicated to the staff.



A310 CORRECTIVE ACTION:

The Administrative Director of Quality Outcomes and 02/28/10
the PI Director worked with hospital department

managers and directors to identify department

specific Pl activities for 2010. The indicators were

defined, the goals identified, and the plans forwarded

for review and approval through the Patient Safety

Council.

The Administrative Director of Quality Outcomes 05/31/10
provides oversight to assure that QAPI activities:

a. Relate to improving outcomes, and to
preventing and reducing medical errors, with
established goals.

b. Have defined indicators based on standards of
care and according to hospital policies. Data
collection incorporates minimum sample sizes for
review as established by the Joint Commission:

i. Fewer than 30 discharges: 100% review
ii. 30-100 discharges: 30 reviews

iii. 101-500 discharges: 50 reviews

iv. More than 500 discharges: 70 reviews

c. Data analysis and actions are used to identify
opportunities for improvement and to measure
progress in achieving goals.

#1 ED Arrival Times
a. The ED Manager had punch clocks installed at 06/01/10
the entrance of the ED for documenting arrival time
by time-stamping the initial information sheet. The
registration clerk/triage nurse assures that the
patient’s arrival time is accurately documented. The
Patient Access Services and ED managers provided
information to the registration clerks and ED nurses
about this expectation.
b. Further analysis identified a reporting problem. 05/31/10
The ED electronic medical record software was
upgraded so that actual arrival times are recorded
correctly within the system reporting program.

#2 Efforts to Reduce HAls:

a. The Infection Control (IC) Director established 01/31/10
regular meetings for the four multidisciplinary IC task
groups: VAP, CLABSI, CAUTI and Hand Hygiene.

b. Quarterly IC reports reflect data analysis and ~ 02/22/10
action planning. The reports are presented to the IC
Committee for review and any additional input.

c. The task group leaders and IC Coordinators ~ 03/01/10
share and discuss the work of the IC task groups
through forums such as the Charge Nurses’



meetings and IC rounds.

d. The IC Director collaborates with the Pharmacy
Director for topics or action planning that relates to the
medication use process and refers topics to P&T
Committee as appropriate.

#3 Timely Antibiotic Administration

a. Administration placed information in Best of
Southwest, the hospital-wide monthly newsletter,
regarding timely administration of IV antibiotics.

b. The Pharmacy Director reviewed and revised the
IV Medication Administration P&P to assure that the
requirements of medication administration are
consistent with standards of practice.

c. The PI Director defined the monitoring process to
measure, analyze and track compliance with the IV
Medication Administration policy.

#4 MRSA Screening Program

a. The IC Director in collaboration with Lab and
Nursing leadership reviewed and revised the MRSA
Screening P&P to comply with state requirements
under SB1058 and had the P&P and form approved.

b. The IC Director defined the monitoring process
to measure, analyze, and track compliance toward
achieving the goals of the MRSA screening program.

c. During the annual competency event begun
3/31/10, the clinical nurses in Med/Surg/Tele, Critical
Care, Surgical and Women's Services received
information on the updated P&P and form.

A310 - MONITORING:

ED Arrival Time:

a. The Patient Access leaders conduct a concurrent
random sampling of ED patients to assure that an
accurate arrival is documented on the medical record,
and they provide immediate feedback to anyone not
following the process.

b. Aggregate data is discussed at the monthly
Patient Access Services staff meetings for analysis and
action planning as appropriate. The reports forward to
the Senior Operating Team for Quality. Upon three
consecutive months of achieving 90% or greater, the
Team will determine what further action is warranted.

Reducing HAI's:

a. The IC Director assures that the work of the task
groups includes the analysis of applicable data, and
that actions taken are data driven, based upon
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06/11/10

06/11/10
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06/01/10
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06/01/10
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standards of practice, and communicated to staff.

b. The IC Director presents quarterly reports at  02/22/10
the Infection Control Committee, which discusses
the need for further analysis and action planning.

Timely IV Administration:
a. Pharmacy and Nursing leaders perform 06/11/10
concurrent and retrospective monitoring to assure
that their staff members comply with the P&P on IV
Medication Administration of antibiotics as it relates
to each employee’s job description. Leaders provide
immediate feedback to staff members during
concurrent monitoring, and repeated occurrences
will result in referral for progressive discipline. More
generally, each nurse's competency in administering
medication safely is validated during the employee’s
annual performance evaluation.
b. Aggregate data is presented to the P&T 06/11/10
Committee for analysis and action planning. Upon
three consecutive months of achieving 90% or
greater compliance with the P&P, the P&T
Committee will determine what further action is
warranted.

MRSA Screening Program:

The IC Director provides oversight for data 06/01/10
collection and reporting. A sampling of patients who
meet the screening criteria is reviewed to assure that
a nasal swab for MRSA screening was completed.
Aggregate data is presented to the IC Committee for
analysis and action planning as appropriate.
Information is shared via IC Coordinator rounding,
feedback to leadership, and communications such
as the Best of Southwest, the monthly hospital
newsletter. Upon three consecutive months of
achieving 90% or greater compliance with the MRSA
screening policy, the IC Committee will determine
what further action is warranted.

A338 CORRECTIVE ACTION AND MONITORING:

For overall actions, please see A043.

For actions regarding medical records, please
see A449.

For actions regarding credentialing of Physician
Assistants, please see A341.



A341 - CORRECTIVE ACTION:

The Chief of Staff and Medical Staff Services 06/01/10
Director reviewed the responsibilities of the
Credentials Committee and confirmed the
following actions and process for assuring that
providers are proctored in a manner consistent
with the medical staff bylaws:

a. The proctoring requirements in the 01/31/10
Medical Staff bylaws were revised and approved.
Upon appointment to the medical staff, a provider
is given documentation that outlines the
proctoring requirements that must be met within
six months. Practitioners, including physician
assistants, that do not qualify for advancement to
full status on the medical staff within six months
following initial appointment will be terminated
unless the MEC grants an extension.

b. Atthe February MEC meeting, the 02/11/10

Chief of Staff reported that provisional members
had been faxed about incomplete proctoring, and
the Patient Safety Council reported on the
preliminary findings from the January 2010
survey.

c. The Medical Staff Services Director 04/20/10
reviewed the documentation provided at the
department meetings and identified that the
credentialing report did not include allied health
providers. This omission was corrected. At each
department meeting, the credentials report is to
include both physician and allied health providers.
The Department Chair is responsible for
reviewing the proctoring status of providers and
notifying a provider of any concerns on status.

d. The CEO approved the addition of a 05/17/10
credentialing coordinator, and the Medical Staff
Services Director successfully filled the position.

e. The capabilities of the medical staff 05/31/10
credentialing software program were reviewed to
assure that the system is robust and able to
perform the necessary tracking functions.
Recommendations are forwarded to the CEO for
review and action as appropriate.

The new physician consultant, new CMO, and Beginning
external experts will review the medical staff 06/11/10
bylaws and and system for credentialing to



identify areas for improvement.
A0341 - MONITORING:

The Credentials Committee examines the 04/20/10
documentation provided by the Medical Staff

Office and the Department Chairs related to

appointment, completion of proctoring, and

reappointment. The Committee must assure that

all requirements are met. Evidence of this

oversight is reflected in the meeting minutes, and

the Credentials Committee forwards reports to the

MEC for review.

The MEC reviews the Department Chair reports ~ 04/20/10
regarding the proctoring of members, and the
Department Chair discusses any concerns
regarding the proctoring status of a specific
provider with the MEC. A provider who does not
meet the proctoring requirements as delineated in
the Medical Staff bylaws will be terminated, unless
an extension is granted by the MEC in accordance
with the bylaws. The Medical Staff office notifies
the provider of the MEC'’s decision. Evidence of
this action is reflected in the meeting minutes.

The MEC’s recommendations are sent to the
Board of Governors for approval.



A353 - CORRECTIVE ACTION:

The proctoring requirements in the Medical Staff ~ 01/31/10
bylaws were revised. Upon initial appointment to

the medical staff, the provider is given

documentation that outlines the proctoring

requirements. Practitioners who do not qualify for
advancement within six months following initial

appointment will be terminated unless an

extension is granted by the MEC. The revised

bylaws were approved.

The Department Chair reviews the proctoring 04/20/10
status of the members via the credentials report
and alerts a provider of any identified concern.

A353 - MONITORING:

The MEC reviews the Department Chair report 04/20/10
regarding the proctoring of members. A provider

who does not meet the proctoring requirements as
delineated in the Medical Staff bylaws will be

terminated, unless an extension is granted by the

MEC. The Medical Staff office notifies the

provider of the MEC's decision. Evidence of this

action is reflected in the meeting minutes.

For additional detail, please see A341.
A385 - CORRECTIVE ACTION:

A change in the Chief Nursing Officer (CNO) 04/28/10
occurred in April; the CEO appointed an interim

CNO. To provide additional support and

resources, the Corporate Response Team

included the Corporate CNO. The Corporate

Response Team under the Corporate VP Quality
Management arrived on 4/28/10 to conduct a

thorough review of the nursing department.

The Corporate Group VP brought an experienced 04/28/10
CNO from a sister facility to work full-time on an
interim basis with the hospital's Interim CNO. This
resource CNO has the responsibilities to:
a. Oversee nursing services in collaboration
with the interim CNO, and
b. Assist in hiring a permanent CNO.



The CNO is responsible for assuring that the 06/05/10
deficiencies identified during this survey are
corrected and actions are taken to provide for
ongoing compliance, including:

a. An effective pain management process.
See A395.

b. An effective fall prevention program. See
A395.

c. Appropriate interventions for patients with
an acute change in status based on patient
assessment. See A395.

d. Nursing care plans developed for each
patient that are kept current and reflect present
plan of care based on patient assessment. See
A396.

e. ED-LVN assignments. See A397.

f. Medication administration, assessment, and
documentation consistent with physician orders
and hospital policies. See A404 and A405.

As further described in A043, the CEO and the 06/14/10
Chief of Staff established an oversight structure

for quality and patient safety comprised of four

teams to oversee clinical services and assure

compliance with the Medicare Conditions of

Participation. The CNO co-chairs one of the

four teams, the Senior Operating Team for

Safety, with the COO, and the team is comprised

of all Department Directors.

The CNO will also work with the independent Projected to
consultative experts and assist in implementing  begin
improvements they develop for nursing services, 06/11/10
communicating changes, and providing education

with validation of nurses' knowledge and

competency with respect to policies and

procedures. As part of that work, nursing leaders

will also evaluate and validate that the nursing

staff have appropriate assignments.

A385 - MONITORING:

The Corporate Response Team and Corporate 05/26/10
VP Quality Management provided a report of their

findings to the Board of Governors.

The chairpersons of the quality and patient safety 06/23/10
teams provide a monthly report to the Board of



Governors regarding the status of this CMS
action plan. The Board of Governors holds
hospital leadership accountable for achieving
established CMS action plan dates and for
achieving compliance targets. The minutes of the
Board of Governors meetings will reflect this
oversight.

A395 - CORRECTIVE ACTION:
Effective Pain Management (Finding #1 and #4):

Information reminding nurses about aspects of 05/01/10
pain management were included in the

hospital-wide monthly meeting minutes for

February, March and May. Information included

the need to document pain assessment and

reassessment, proper medication administration,

patient's perception of pain, updating the plan of

care, and notifying the physician if interventions

are not effective.

The Critical Care Director developed a general 05/31/10
pain management P&P specific to the needs of

the ED patient. The Critical Care Director and ED
Managers provided the ED nursing staff with

written information about the policy.

ED, ICU, PCU, Med/Surg/Tele, Perioperative, 06/05/10
and Women's Services RNs completed the

annual learning module, and acute pain

management was part of the annual competency

event that began 3/31/10 and that was

incorporated into each nurse's evaluation.

Fall Prevention Program (Finding #2 and #3)

The CNO reviewed the Patient Fall Prevention 05/31/10
policy that was approved on 1/11/10 to be sure

that aspects for identifying patients at risk for falls

and providing education to the patient were

present in the policy.

The Med/Surg/Tele Director developed “Fall 05/01/10
Prevention in the Hospital Setting,“ a patient

information handout. Best of Southwest, the

hospital-wide monthly newsletter, covered fall

prevention in April & May.



Additional reminders regarding aspects of fall
prevention were in the hospital’s daily publication
“WOW" on 3/23/10, 3/14/10 and 4/27/10.

The hospital patient brochure contains
information on fall prevention. EVS staff are
responsible for placing a brochure as part of the
room cleaning process for every new admission.

The Director of Education included a fall
prevention module for clinical nursing staff to
review during in the annual competency event
that began 3/31/10.

The CNO is working with the Corporate CNO to
incorporate the standardized fall protocol and
toolkit as part of the in-depth work the hospital is
doing with the independent external experts.

Appropriate Interventions — Acute Change in
Status (Finding #5)

Informational reminders regarding the activation
of the Rapid Response Team (RRT) to respond
to a patient's acute change in status were
included in the Best of Southwest, the
hospital-wide monthly newsletter, for February,
March, and April.

The RRT-RN rounds on the Med/Surg units on a
regular basis to provide ongoing reminders to the
RNs regarding the activities of the RRT and the
criteria for activation. The RRT-RN speaks with
the Charge Nurse to answer any questions
regarding the patients on the unit.

The RRT-RN was assigned a phone to facilitate
direct communication with the nursing units.

The RRT Committee reviewed and revised the
RRT policy to clarify the wording related to
activating the RRT, and the policy was approved.

The annual competency event which began
3/31/10, for clinical RNs (MST, Critical Care,
Women'’s & Surgical Services) included a Code
Blue/Crash Cart/RRT module.



Crash Cart Competency (Finding #6)

The Director of Education included a Code 06/05/10
Blue/Crash Cart/RRT module for RNs in the

annual competency event which began 3/31/10.

As part of the competency validation, RNs

demonstrated the use of the defibrillator.

A395 - MONITORING:
Pain Management

Nursing leaders conduct concurrent observations 06/01/10
and review patient charts each month in

accordance with sample sizes established by the

Joint Commission to verify that pain is assessed,

and that appropriate interventions are initiated

and reassessed per hospital policy. The leader

provides immediate feedback should there be any
concerns identified during concurrent

observation. Repeat noncompliance results in

referral for progressive discipline.

The CNO assures that data is aggregated 06/01/10
monthly for analysis and action planning as

appropriate and findings are shared at the unit

level. The report is forwarded to the Senior

Operating Team for Safety; evidence of the

Team'’s oversight is reflected in the meeting

minutes.

Fall Prevention

Nursing leaders conduct concurrent observations 05/31/10
and retrospective review of patient charts each
month in accordance with sample sizes
recommended by the Joint Commission to verify
that appropriate fall prevention measures are
implemented for patients identified as a fall risk
and that patient education is documented in the
medical record. The leader provides immediate
feedback should there be any concerns identified
during concurrent observation. Repeat
noncompliance results in referral for progressive
discipline.

Data is collected on the utilization of the ExitCare 05/31/10



Fall Education form by the Med/Surg/Tele
Director.

The CNO assures that data is aggregated
monthly for analysis and action planning as
appropriate and shared at the unit level. The
report is forwarded to the Senior Operating Team
for Safety; evidence of the Team’s oversight is
reflected in the meeting minutes.

Acute Change in Status

At the conclusion of each RRT activation, the
RRT conducts a critique/review of the activation
of the RRT and provides immediate feedback to
staff members present for any concerns
identified. The RRT forwards the critiques to the
Code Blue Committee.

The RRT-RN reviews the ICU log daily and
analyzes any unplanned admissions of patients
from other units to the ICU to determine whether
there was a missed opportunity to activate the
RRT.

The PI Department collates information for review
by the RRT Subcommittee, which initiates action
as appropriate and reports to the Code Blue
Committee.

The Code Blue Committee Chair oversees the
review of RRT critique forms to validate that the
actions taken by the primary RN and the RRT are
consistent with the policy and to identify any
trends. A report of the findings is discussed by
the Committee for action planning as appropriate.

Crash Cart Competency

The nursing managers assure that all clinical RNs
(Med/Surg/Tele, Critical Care, Women'’s and
Surgical Services) complete the Code
Blue/Crash Cart/RRT module.






A396 - CORRECTIVE ACTION:

The CNO confirmed that care planning was 01/31/10
included in the new hire orientation packet for
clinical nurses.

Information on care planning and notifying the 05/01/10
physician when pain interventions are ineffective

was circulated to nursing staff via Best of

Southwest, the hospital’s monthly newsletter,

which contained information regarding updating

the Interdisciplinary Plan of Care (IPOC) as the

patient’s status changes.

The Director of Education developed information  06/30/10
on the care planning process, including

assessment, planning, intervention, and

reassessment. The material included an example

of an appropriately completed IPOC. All current

nursing staff reviewed the information, and it has

been included in the nursing new hire orientation.

The Director of Education is also developing a 06/30/10
computerized learning module and post-test on
care planning.

The CNO and CNO consultant are reviewing Beginning
nursing policies and procedures and identifying  06/11/10
areas for improvement in care planning. They will

also work with the independent external experts

to implement system changes and improvements

in nursing services. Those changes will be

accompanied by education, assessment, and

validation of competency under any new or

revised procedures.



A396 - MONITORING:

Nursing leaders conduct random concurrent 06/01/10
observations and retrospective review of patient
charts each month using sample sizes
established by the Joint Commission to verify that
the plan of care is developed and kept current in
accordance with the patient’s status, and that the
interventions identified are followed. The leader
provides immediate feedback should there be any
concerns identified during the review, and
repeated occurrences will result in referral for
progressive discipline.

The CNO assures that data is aggregated 06/01/10
monthly for analysis and action planning as

appropriate. The report is forwarded to the

Senior Operating Team for Safety; evidence of

the Team’s oversight is reflected in the meeting

minutes.

The Nurse Manager includes an assessment of  06/05/10
competency in care planning as part of each
nurse’s annual performance evaluation.

A397 - CORRECTIVE ACTION:

The Critical Care Director and ED Managers 05/17/10
evaluated the current staffing needs considering

ED patient volume and acuity and eliminated the

ED-LVN position.



As part of the in-depth work they will be doing Beginning
with the external experts to implement system 06/11/10
changes, the CNO and CNO consultant will

review nurse staffing throughout the hospital,

patient acuity processes, and scope of nursing

practice.

A397 - MONITORING:

As the hospital has eliminated the ED-LVN 05/17/10
position, no further monitoring of the staffing of
LVNs in the ED is warranted.

Further monitoring activities will be defined by the Beginning
CNO, CNO consultant, and external expertsas ~ 06/11/10
they implement systemic changes over the next

few months.

A404 - CORRECTIVE ACTION:

The Pharmacy Director reviewed and revised the 06/11/10
IV Medication Administration policy to assure that
it reflects current standards of practice.



The Pharmacy Director circulated information to  05/31/10
the pharmacists via email regarding entering the
physician’s order fully in the patient’s profile,

including hold parameters, so all information

prints on the MAR.

The Director of Education, assisted by the CNO  06/30/10
and Pharmacy Director, informed the nurses
about the policy, emphasizing that medication
must be administered per the physician’s order.
This information included:

a. Assuring medication is administered per
physician’s order.

b. Holding Medication: The complete
order should be transcribed to the MAR including
any administration or hold parameters. If no
parameter is provided and a nurse holds a
medication due to a patient safety concern, the
nurse must contact the physician for further
direction and document this interaction in the
patient’s chart.

c. Medication administration must be
consistent with current standards of practice and
hospital policy.

d. Patients must be monitored for adverse
medication effects.

e. The 24-hour chart check must include a
review of medication orders for accuracy and
completeness, including any hold parameters.

Medication safety information was also circulated 05/01/10
in the Best of Southwest, the hospital-wide

monthly newsletter for February — May, and in the

daily publication, “WOW?” on 4/15/10.

The Pharmacy and Med/Surg/Tele Directors 06/11/10
developed a flyer that was distributed to the

clinical staff involved in the medication

administration process.

A new Pharmacy Director began on 5/18/10 and  06/11/10
is reviewing the policy to determine whether

further revisions are warranted. If so, the

Pharmacy Director will circulate additional

information to the nursing staff regarding changes

to the policy on medication administration.



A404 - MONITORING:

Nursing leaders conduct random concurrent 06/11/10
observations and retrospective review of patient

charts each month in accordance with the sample

sizes established by the Joint Commission to

verify that medication administration complies with
applicable medication administration policies and
procedures. The leader provides immediate

feedback should there be any concerns identified

during the review, and repeated occurrences will

result in referral for progressive discipline.

At the time of the 24-hour chart check, if the hold  06/11/10
parameters are not preprinted on the MAR, the

nurse doing the chart check must handwrite the

information on the MAR and notify the Pharmacy

via fax of the correction.

The Pharmacy Director audits a minimum sample 06/11/10
of at least 70 order entries per month for

completeness. This sample size is in accordance

with the sample size established by the Joint

Commission.

Each nurse's competency in safe administration of 06/05/10
medication is validated during each employee’s
annual performance evaluation.

The CNO and Pharmacy Director assure that data 06/11/10
is aggregated monthly for analysis and action

planning as appropriate. The report is forwarded

to the P&T Committee. Upon three consecutive

months of achieving 90% or greater compliance

with policy, the P&T Committee will determine

whether further action is warranted.






A405 - CORRECTIVE ACTION:

The Pharmacy Director reviewed and revised the 06/11/10
IV Medication Administration policy to assure that
it reflects current standards of practice.

The Director of Education, assisted by the CNO  06/30/10
and Pharmacy Director, provided information on

the revised policy to nurses to assure that

medication is administered per hospital policy.

The information included the expectation that



medications are initiated within the proper time
frames. Information was circulated via the Best
of Southwest, the hospital-wide monthly
newsletter in March; a Medication Safety Flyer,
which was attached to the April Best of
Southwest, the monthly hospital-wide newsletter;
and the annual competency event, which began
on 3/31/10.

A new Pharmacy Director began on 5/18/10 and 06/11/10
is reviewing the policy to determine whether

further revisions are warranted. If so, the

Pharmacy Director will circulate additional

information to the nursing staff regarding changes

to the policy on medication administration.

A405 - MONITORING:

Nursing leaders conduct concurrent observations 06/11/10
and retrospective review of 70 patient charts each

month in accordance with the sample size

recommended by the Joint Commission to verify

that medication administration complies with

applicable medication administration policies and
procedures. The leader provides immediate

feedback should there be any concerns identified

during the review; repeated occurrence will result

in referral for progressive discipline.

Each nurse's competency to administer 06/05/10
medication safely is validated during the nurse's
annual performance evaluation.

The CNO assures that data is aggregated 06/11/10
monthly for analysis and action planning as

appropriate. The report is forwarded to the P&T
Committee. Upon three consecutive months of

achieving 90% or greater compliance with policy,

the P&T Committee will determine whether

further action is warranted.



A409 - CORRECTIVE ACTION:
1. Timely Administration of IV Medication:

The Pharmacy Director reviewed and revised the 06/11/10
IV Medication Administration policy to assure that
it reflects current standards of practice.

The Director of Education, assisted by the CNO,  06/30/10
prepared and circulated information to the nurses

regarding the revised policy to assure that

medication is administered per hospital policy.

This includes the expectation that medications



are initiated within the proper time frames.
Information was provided via medication safety
information in the Best of Southwest, the
hospital-wide monthly newsletter for February —
May, and in the daily publication, “WOW” on
4/15/10.

A new Pharmacy Director began on 5/18/10 and  06/11/10
is reviewing the policy to determine whether

further revisions are warranted. If so, the

Pharmacy Director will circulate additional

information to the nursing staff regarding changes

to the policy on medication administration.

2. Labeling of IV Solutions:

The CNO provided oversight of the review and 06/11/10
revision of the IV administration policy. Language

was added to clarify the expectation that when

hanging an IV solution or IV medication bag, the

nurse must label the bag with the date, time and

initials.

The Director of Education, assisted by the CNO, 06/11/10
circulated information to the nurses regarding the

revised policy to assure that IV solutions and

medication bags are properly labeled with the

date, time and initials when they are hung.

Information was circulated via the Best of

Southwest, the monthly hospital-wide newsletter.

A409 - MONITORING:

Nursing leaders conduct concurrent observations 06/11/10
and/or retrospective review of 70 patient charts

per month in accordance with the sample size

established by the Joint Commission to verify that
medication administration complies with

applicable medication administration policies and
procedures. The leader provides immediate

feedback should there be any concerns identified

during the review; repeated occurrence will result

in referral for progressive disciplinary action.

Each nurse's competency to administer 06/05/10
medications safely is validated during each
employee’s annual performance evaluation.



The CNO assures that data is aggregated 06/11/10
monthly for analysis at the Nurse Director's

meeting and action planning as appropriate. The

report is forward to the P&T Committee. Upon

three consecutive months of achieving 90% or

greater compliance with the policy, the P&T

Committee will determine whether any further

action is warranted.






A438 - CORRECTIVE ACTION:

1. Physician Transcription:
a. The Administrative Director of Quality 04/16/10
Outcomes reviewed and confirmed that the
Medical Staff Rules & Regulations stated that
each practitioner involved in the care of the
patients is responsible for preparing a complete
and legible record for each patient.
b. The Chief of Staff met with the Health 04/22/10
Information Management (HIM) Director to review
the process for analyzing a record for
completeness of documentation and identified a
mechanism for the HIM staff to notify a physician
of the blanks within a report and to require that
the blanks are addressed prior to deeming the
record complete.
c. The HIM Director reviewed and revised 05/31/10
the Medical Staff Suspension for Delinquent
Medical Records policy to include the physicians’
responsibility to address blanks within dictated
reports. The Medical Staff P&P Committee
reviewed and approved the policy at the 4/23/10
and the policy is completing the formal routing
process.
d. On 4/26/10 the Chief of Staff issueda  05/01/10
memo to the members of the Medical Staff
regarding their responsibility to assure a complete
and accurate medical record. The physicians
were informed that, effective 5/1/10, transcribed
reports with blanks would not be deemed
complete until the blank was addressed. The
memo included information to assist the physician
in addressing the blank within the document
imaging system.

2. Admission Database:

The CNO had the nursing admission 06/01/10
database revised to designate a nurse's signature
line.

3. ED Record:
The ED Chair communicated to the ED 04/01/10
physicians and physician assistants the
expectation to note the date and time of the
physician exam.



A438 - MONITORING:

1. Physician Documentation

a. The HIM Director oversees daily 04/01/10
monitoring of the medical staff delinquency rate
and acts per the approved Medical Staff
suspension policy. Physicians are suspended
after proper notification until they complete their
delinquent records. While a physician is on
suspension for delinquent records, his/her ID# is
deactivated in the hospital system. The
suspension list is located on the hospital intranet
and is updated daily.

b. The HIM Director provides a 04/01/10

suspension report at the UR/MR Committee
meeting for analysis and action planning as
appropriate. Physician suspension information is
also incorporated into individual physician files for
review and consideration during reappointment.

2. Admission Database
The Nurse Managers assure that the prior  06/15/10
version of the database is purged from the units
and replaced with the revised Admission
Database.

3. ED Record
a. The HIM Director oversees the 05/31/10
monitoring of the ED record to assure that the
date and time of the physician exam is
documented. The data is aggregated monthly
and provided to the ED Division Chairs for action.
b. The ED Division Chairs provide a report 06/01/10
at the ED Department meetings. The minutes
reflect the actions taken to gain and maintain
ongoing compliance.

The Medical Staff Quality Improvement 06/14/10
Committee reviews aggregate reporting of

physician performance and develop further plans

of action.

(A449 begins on the next page)



A449 - CORRECTIVE ACTION:
1. Anesthesia Record:

The Administrative Director of Quality Outcomes  04/16/10
reviewed and confirmed that the Department of

Anesthesia Rules & Regulations require a

progress note to be recorded on the patient’s

chart by the anesthesiologist after recovery from

the anesthesia.

The Anesthesia Department Chair communicated 05/31/10
with the anesthesiologists the expectation that the
post-anesthesia evaluation must be documented

after the conclusion of the procedure to assess

accurately the patient’s response to anesthesia
medications and interventions.

Perioperative nursing staff were reminded 05/31/10
through Best of Southwest (the monthly

hospital-wide newsletter) that they are to notify

the House Supervisor immediately and then

initiate an incident report if they identify a

post-anesthesia evaluation that is done prior to

the conclusion of a procedure. The House

Supervisor must immediately call the Medical

Director, who addresses the issue with the

physician in question.

The physician consultant will work with the new  Beginning
CMO and the external experts to review the 6/11/10
bylaws and address such issues at a more

systemic level with the physicians.

2. ED Disposition:

The Administrative Director of Quality Outcomes  04/16/10
reviewed and confirmed that the Medical Staff

Rules & Regulations require a complete

emergency record, including the patient’s

condition and disposition at discharge.

The ED Department Chair communicated with the 04/01/10
ED physicians and physician assistants the

expectation that the record must reflect the

patient’s disposition and condition at discharge.



A449 - MONITORING:
1. Anesthesia Record:

A surgical department nurse who identifies a post 05/31/10
anesthesia evaluation that is done prior to the

conclusion of the procedure must initiate an

incident report. The incident is forwarded to the

Anesthesia Department Chair for review and

appropriate action. Reports are included in the

data that is reviewed as part of the physicians
reappointment file.

Aggregate data from the incident reports are 06/14/10
reported at the Medical Staff Quality Improvement
Committee for analysis and action planning as

appropriate.

Hospital leaders conducting weekly rounds doa  06/01/10
random audit of the timing of completion of the
post-anesthesia evaluation. The leaders provide
immediate feedback for any observed or reported

violation.

2. ED Record:

The HIM Director oversees the monitoring of the  05/15/10
ED record to assure that the disposition and

condition of the patient at discharge is

documented. The data is aggregated monthly

and provided to the ED Division Chairs for their

review and action.

The ED Division Chairs provide a report at the ED 06/01/10
Department meetings. The minutes reflect the

actions taken to gain and maintain ongoing

compliance.

The Medical Staff Quality Improvement 06/14/10
Committee reviews aggregate reporting of

physician performance and develop further plans

of action.



A450 - CORRECTIVE ACTION:

1. Physician Transcription:

a. The Administrative Director of Quality
Outcomes reviewed and confirmed that the
Medical Staff Rules & Regulations stated that
each practitioner involved in the care of the
patients is responsible for preparing a complete
and legible record for each patient.

b. The Chief of Staff met with the Health
Information Management (HIM) Director to review
the process for analyzing a record for
completeness of documentation and identified a
mechanism for the HIM staff to notify a physician
of the blanks within a report and to require that
the blanks are addressed prior to deeming the
record complete.

c. The HIM Director reviewed and revised the
Medical Staff Suspension for Delinquent Medical
Records policy to include the physicians’
responsibility to address blanks within dictated
reports. The Medical Staff P&P Committee
reviewed and approved the policy at the 4/23/10
and the policy is completing the formal routing
process.

d. On 4/26/10 the Chief of Staff issued a
memo to the members of the Medical Staff
regarding their responsibility to assure a complete
and accurate medical record. The physicians
were informed that, effective 5/1/10, transcribed
reports with blanks would not be deemed
complete until the blank was addressed. The
memo included information to assist the physician
in addressing the blank within the document
imaging system.

2. Admission Database:
The CNO had the nursing admission database
revised to designate a nurse's signature line.

3. ED Record:

The ED Chair communicated to the ED
physicians and physician assistants the
expectation to note the date and time of the
physician exam.



4. Doctor’s Orders

a. The Chief of Staff issued a memo to the
members of the medical staff emphasizing that it
was the physicians' responsibility to date, time,
and authenticate all of their entries in the medical
record.

b. The CNO issued a memo to the nursing
staff reiterating the process for noting physician
orders. The memo was distributed via email and
posted in all nursing units.

A450 - MONITORING:

1. Physician Documentation

a. The HIM Director oversees daily
monitoring of the medical staff delinquency rate
and acts per the approved Medical Staff
suspension policy. Physicians are suspended
after proper notification until they complete their
delinquent records. While a physician is on
suspension for delinquent records, his/her ID# is
deactivated in the hospital system. The
suspension list is located on the hospital intranet
and is updated daily.

b. The HIM Director provides a
suspension report at the UR/MR Committee
meeting for analysis and action planning as
appropriate. Physician suspension information is
also incorporated into individual physician files for
review and consideration during reappointment.

2. Admission Database

The Nurse Managers assure that the prior
version of the database is purged from the units
and replaced with the revised Admission
Database.

3. ED Record

a. The HIM Director oversees the monitoring
of the ED record to assure that the date and time
of the physician exam is documented. The data is
aggregated monthly and provided to the ED
Division Chairs for their action.

b. The ED Division Chairs provide a report at
the ED Department meetings. The minutes reflect
the actions taken to gain and maintain ongoing
compliance.

05/07/10

05/31/10

04/01/10

04/01/10

06/15/10

05/31/10

06/01/10



4. Doctors' Orders

The HIM Director oversees the monitoring of
the patient records to assure that orders are
dated, timed and signed by the physician and that
the nurse has signed off (noted) the physician
order. The data is aggregated monthly and
provided to the Senior Operating Team for
Quality for analysis and action planning as
appropriate, which may include referring
concerns to the applicable Department Chair
and/or the CNO.

The Medical Staff Quality Improvement
Committee reviews aggregate reporting of
physician performance and develop further plans
of action.

A457 - CORRECTIVE ACTION:

The Administrative Director of Quality Outcomes
reviewed and confirmed that the Physician Order
policy contained the requirement to authenticate
all verbal/telephone orders within 48 hours, and
noted that verbal orders should be used rarely
and only in an urgent/emergent situation.

A brightly colored flyer that included the need to
date/time and sign telephone orders was placed
in the chart as a visual cue for physicians.

The Chief of Staff issued a memo to the members
of the medical staff outlining the physicians'
responsibility to date, time and authenticate
verbal/telephone orders within 48 hours.

The staff member who transcribes a telephone
order is responsible for flagging the order to alert
the physician to date, time and sign the order.
Written information was provided to nursing staff
members to remind them of this responsibility.

A457 - MONITORING:

The Pl Department oversees the review of 70
records each month for compliance with this



requirement. Physician-specific data is provided
to each Department Chair for appropriate action.
Department-specific data is aggregated on a
monthly basis and provided to the Senior
Operating Team for Quality and to the Medical

Staff Quality Improvement Committee for analysis

and action planning as appropriate.

A467 - CORRECTIVE ACTION:

The Administrative Director of Quality Outcomes
reviewed and confirmed that the Medical Staff
Rules & Regulations state that the physician is
responsible for directing and supervising the
patient’s overall medical care.

The Director of Dietary drafted a new tool for the
medical record for communicating nutritional

recommendations to the physicians. The survey
findings and the tool were discussed at the MEC

01/20/10

02/11/10



meeting of 2/11/10. The process for
acknowledging the RD’s recommendation was
reviewed. The MEC directed the Director of
Dietary to proceed with the plan.

The Director of Dietary distributed a memo to the 02/25/10
medical staff emphasizing the need to review and
acknowledge the dietitian’s recommendations.

The Director of Dietary reviewed and revised the 03/09/10
Dietary P&Ps to clarify documentation elements.
The Nutritional Interdisciplinary Screening &
Assessment policy states when patients at
nutritional risk are identified early, timely and
appropriate nutritional care can be initiated. The
Nutrition Assessment — Standards of Care policy
states the RD will leave a note in the physician’s
progress note section indicating that a nutritional
assessment has been completed, making
pertinent recommendations, and referring the
physician to the nutrition progress notes. These
policies were approved by the P&P Committee.

Two stickers were drafted (nutrition 03/16/10
recommendations & tube feeding

recommendations) and routed and approved by

the Forms Committee.

The Director of Dietary reviewed the use of the ~ 04/12/10
stickers and the planned monitoring process with

the clinical dietary staff at the April staff meeting.

On the dietician’s next rounding cycle, if a dietary
recommendation is not acknowledged by the

physician, the dieticians must contact the

physician to discuss patient’s plan of care.

The stickers were implemented. 04/19/10
A467 - MONITORING:

The Director of Dietary oversees a random audit 05/01/10
of 70 patient records per month in accordance

with sample sizes established by the Joint

Commission to assure that physicians

acknowledge the RDs' recommendations as

evidenced by a comment in the progress notes or

by a subsequent order incorporating the

recommendations.



Data is aggregated and analyzed monthly with 06/14/10
action taken as appropriate to the findings.

Quarterly reports route to the Senior Operating

Team for Quality and the Medical Staff Quality
Improvement Committee. After three consecutive

months achieving 90% or greater with the

process, the Team will determine whether further

action or monitoring is required.



A490 - CORRECTIVE ACTION:

The Corporate Response Team under the 04/28/10
leadership of the Corporate VP Quality

Management included two pharmacy consultants

who arrived at the hospital on 4/28/10 to provide

an initial review of the hospital medication

management system.

With the assistance of the Corporate Response  05/31/10
Team and medical staff, the hospital will
incorporate the recommendations of the
Corporate Response Team and restructure the
Pharmacy & Therapeutics (P&T) Committee
membership to assure multidisciplinary
participation at the appropriate levels, including
representative physician participation, to improve
effective oversight of the medication management
processes, including therapeutic interchange,
protocols, and physician ordering practices.

A new Director of Pharmacy was hired and began 05/18/10
a review of the policies and procedures relevant
to the citations in this report.

The CEO with CMS approval selects and Beginning
contracts with external experts, including alead 06/11/10
on-site expert, to conduct an independent review

of all hospital services. The lead expert is to

provide oversight and coordination of the

hospital's compliance efforts, including the use of

other external resources, and to provide ongoing

written feedback to CMS and the hospital about

the hospital's improvements and compliance with

the applicable Medicare rules. The new Director

of Pharmacy will work with the external experts to
implement improvements to the pharmacy

systems.



Actions taken to address the individual findings
are summarized here with additional detail in the
tags identified.

1. Fentanyl — The Pharmacy Director revised
the policy to include the language of the Black
Box Warning. See A500, #7.

2. Pharmacist Competency — The Pharmacy
Director developed and validated pharmacist
competency for pharmacy driven protocols. See
A500, #1.

3. Timely Administration of Antibiotics — The
IV Medication Administration policy was revised
to reflect current standards of practice. See
A500, #6.

4. Insulin Protocol — The Pharmacy Director
confirmed that an outdated form was being used,
and the managers assured that the current
version of the form was stocked on the units.
See A500, #5.

5. Medication Administration — The
autosubstitution policy was revised to provide
clear documentation of this process. See A500,
#3.

6. Chemotherapeutic Administration — A
chemo glove box was installed to provide a
dedicated unit for this purpose, the policy was
reviewed, and pharmacy staff education
accomplished. See A500, #8-11.

7. Emergency Medication Supplies — The
policies relating to stocking of emergency
medication supplies were revised and
implemented. See A500, #19.

8. Expired Medications — The Pharmacy
Director took action related to each event with
follow-up monitoring as appropriate. See A505,
#1-12.

9. Rapid Intubation Box — A policy was
developed to assure proper medications are

05/31/10



supplied in the intubation box. See A500, #2.

10. Maintenance of Pharmacy Refrigerator —
The Pharmacy Director assured that Plant
Operations included the medication refrigerators
in the computerized preventive maintenance
tracking system. See A500, #4.

11. Malignant Hyperthermia (MH) Carts — The
Pharmacy Director took action to assure the
proper stocking of the MH carts. See A500, #12.

12. Malignant Hyperthermia Policy — The
Pharmacy Director took action to assure that the
policy and the cart content list are kept current.
See A500, #13.

13. Adult and Pediatric Crash Carts — The
Pharmacy Director revised the P&P’s to include
the contents of the crash carts. See A500, #14.

14. Intubation Kits (#14) — The Pharmacy and
Critical Care Directors developed and
implemented the P&P for establishing and
maintaining rapid intubation kits. See A500, #15.

15. Solution Warmer — The Pharmacy
Director took action to assure that solutions in the
warmers are stored at the proper temperature.
See A500, #16.

16. Solution Warmer — The Pharmacy
Director added the solution warmers to the unit
inspection rounds. See A500, #17.

17. Xopenex — The Pharmacy Director took
action to assure that opened packages of
Xopenex are properly dated in order to track the
expiration date. See A500, #18.

A490 - GENERAL MONITORING:

The P&T Committee is responsible for overseeing 05/31/10
pharmacy operations and compliance. Reports

and proceedings of the P&T Committee forward

to the MEC and the Board.



The Senior Operating Team for Quality provides  06/14/10
oversight of and demands accountability from the
reorganized P&T Committee. The Team’s

actions will be reflected in the meeting minutes.

Please see responses to A500 for specific
monitoring activities.



A500 - CORRECTIVE ACTION & MONITORING:

1. Corrective Action for competency to use
hospital protocols:

The Pharmacy Director developed a competency 06/11/10
tool for the hospital-approved vancomycin and
aminoglycoside dosing protocols. The Director

had each pharmacist complete the tool.

The Pharmacy Director made sure the new 06/11/10
competency tool was included to be used when

orienting new hires and annually as part of the

process for re-evaluating each pharmacist's

competency.

The P&T Committee as the medical oversight 06/11/10
committee is responsible for reviewing and

approving new protocols, and recommending that
competencies are created and implemented for

all protocols approved.

1. Monitoring for competency to use hospital
protocols:

The Director of Pharmacy monitors to confirm 06/30/10
that that all pharmacists complete the

competency tools for hospital-approved protocols

upon hiring and annually.

2,12, 13, 14, 15, & 19. Corrective Action for
Emergency Medications:

The Pharmacy Director reviewed and revised the 06/11/10
P&P’s associated with emergency medication
supplies (including the boxes, trays, or carts used
for intubation, crash carts, and malignant
hyperthermia) to define the content for those
trays as follows and had those policies approved:

a. The Malignant Hyperthermia policy was
revised to make the medication listing consistent
with recommendations of the Malignant
Hyperthermia Association of the United States.

b. The contents of the crash carts were
added to the policy on Resuscitation of the Adult,
Child, Infant, Newborn and are consistent with
Advanced Cardiac Life Support (ACLS), Pediatric



Advanced Life Support (PALS), and Neonatal
Resuscitation Program guidelines.

c. The Pharmacy Director identified a
standardized medication list for the intubation kit.
This information was incorporated into the policy
on Resuscitation of the Adult, Child, Infant, and
Newborn.

The Pharmacy Director reviewed and made sure 06/11/10
that the lists used to stock emergency

medications are consistent with the contents lists

in the approved policies.

The Pharmacy Director reviewed with the 06/11/10
pharmacists during unit staff meeting the
following requirements:

a. A content list matching the content list in
the applicable policy must be posted on the
outside of the crash carts, tray, or boxes used for
emergency situations.

b. The expiration date of the first
medication to expire must be posted on the
outside of the crash cart, tray or boxes used for
emergency situations.

c. The Pharmacist must inspect the
emergency medications prior to sealing the cart
or container to assure the contents are complete
and accurately represented on the posted list.
The pharmacist must date and initial the attached
list.

2,12, 13, 14, 15, & 19. Monitoring of Emergency
Medications:

The Pharmacy Director and Managers perform 06/30/10
weekly random audits of carts, kits, and trays of

emergency medications to confirm that the

contents are complete, correct, and accurately

reflected on the posted list. Immediate action is

taken to rectify any discrepancies identified

during the audit with verbal counseling of the

pharmacist who signed the content list.

The Pharmacy Director aggregates the audit 06/30/10
information and provides a report at the P&T

Committee for analysis and further action as

appropriate. After 100% compliance is achieved

for 3 consecutive months, the P&T Committee will



determine what further action is warranted.

The P&T Committee is responsible for reviewing  06/30/10
and approving that any changes to standards on

contents for emergency medications and any

resultant changes in policy also trigger an update

of the contents lists on the carts, trays, or boxes.

3. Corrective Action for Automatic Substitution
Protocol:

The Pharmacy Director revised the policy to 06/11/10
clarify the process for documenting

autosubstitution within a patient's medical record.

The policy was routed to and approved by the

medical staff.

The Pharmacy Director and the CNO review with  06/30/10
the pharmacists and the nurses the revised policy

for making and documenting an autosubstitution

in accordance with the approved protocol. The

MAR must reflect when a medication has been
autosubstituted as approved by the medical staff.

An online resource for the approved

autosubstitutions is available on every nursing

unit, and a pharmacist is available 24/7 for any

additional questions.

3. Monitoring for Automatic Substitution Protocol:

The Pharmacy leaders conduct an audit of 70 06/30/10
autosubstituted medications per month (in
accordance with Joint Commission sample sizes)
to assure that the MAR documentation is present
and correct in accordance with the approved
Pharmacy protocols. Data is aggregated monthly
for analysis and action planning and reported at
the P&T Committee. Upon achieving 90% or
greater compliance with the policy for three
consecutive months, the P&T Committee will
review and determine what further action is
warranted.

4. Corrective Action, Refrigerator Maintenance:

The Plant Operations Director had routine 05/31/10



preventative maintenance done on the
medication refrigerators.

The Plant Operations Director with the assistance
of the Pharmacy Director conducted an inventory
to validate that all patient medication refrigeration
units have been identified and entered into the
computerized maintenance management system
(CMMS). The Plant Operations Director
confirmed that on an ongoing basis, all units have
been scheduled for annual preventative
maintenance as per the hospital policy.

4. Monitoring for Medication Refrigerators:

The Plant Operations Director and Managers
monitor timely performance of scheduled
preventative maintenance tasks through the
CMMS program, which is reviewed monthly.

The Plant Operations Director assures that PM
completion status is reported through the
Environment of Care Committee on a quarterly
basis.

5. Corrective Action for Insulin Protocol:

The Pharmacy Director reviewed the cited event
and discovered that the insulin protocol form in
guestion was outdated and had been replaced
with the current version which had been approved
in 9/08. The current version provides a more
direct set of instructions for safely managing the
patient’s blood sugar to prevent severe
hypoglycemic effects.

The ICU Managers validated that the ICU/PCU
unit inventory contains only the current version of
the insulin protocol. The Manager verified that
the correct version of the form was loaded on the
form company ordering website.

The ICU Manager discussed this finding with the
staff to apprise them of the event and of the need
to confirm that the current version of the protocol
is in use.



5. Monitoring for Insulin Protocol:

The ICU Manager is responsible for confirming 02/01/10
that outdated forms are removed from inventory
when a new protocol form is stocked.

6. Corrective Action for IV Antibiotics:

The Pharmacy Director reviewed and revised the 06/11/10
IV Medication Administration policy to assure that
it reflects current standards of practice.

The Director of Education, assisted by the CNO, 06/30/10
provided information to the nurses regarding the

revised policy to assure that medication is

administered per hospital policy. This includes

the expectation that medications are initiated

within the proper time frames. Information was

circulated via medication safety information in the

Best of Southwest, the hospital-wide monthly

newsletter for February — May, and in the daily

publication, “WOW” on 4/15/10.

The PI Director defined the monitoring process to 06/11/10
measure, analyze and track compliance and

progress toward meeting the goals of the IV

Medication Administration policy.

6. Monitoring for IV Antibiotics:

Pharmacy and Nursing leaders perform 06/30/10
concurrent observations and retrospective
monitoring to assure that their staff members
comply with the P&P on IV Medication
Administration of antibiotics as it relates to each
employee’s job description. Leaders provide
immediate feedback to staff members during
concurrent observation, and repeated
occurrences will result in referral for progressive
discipline. More generally, each nurse's
competency in administering medication safely is
validated during the employee’s annual
performance evaluation.
b. The CNO assures that data is aggregated 06/05/10
monthly for analysis and action planning as
appropriate. The report forwards to the P&T



Committee. Upon three consecutive months of
achieving 90% or greater, the P&T Committee will
determine whether any further action is
warranted.

7. Corrective Action with regard to Fentanyl
Patches:

The Pharmacy Director revised and obtained 06/11/10
approval of the Fentanyl policy to identify clearly
and include the FDA Black Box warning
information as follows:

Fentanyl Transdermal patch is indicated for
management of persistent, moderate to severe
chronic pain that:

-Requires continuous, around-the-clock
opioid administration for an extended period of
time, and cannot be managed by other means
such as non-steroidal analgesics, opioid
combination products, or immediate-release
opioids.

-Fentanyl patch should ONLY be used in
patients who are already receiving opioid therapy,
who have demonstrated opioid tolerance, and
who require a total daily dose at least equivalent
to DURAGESIC 25 mcg/h. Patients who are
considered opioid-tolerant are those who have
been taking, for a week or longer, at least 60 mg
of morphine daily, or at least 30 mg of oral
oxycodone daily, or at least 8 mg of oral
hydromorphone daily or an equianalgesic dose of
another opioid.

Because serious or life-threatening
hypoventilation could occur, Fentanyl transdermal
system is contraindicated:

1. in patients who are not opioid-tolerant,

2. in the management of acute pain or in
patients who require opioid analgesia for a short
period of time,

3. in the management of post-operative
pain, including use after out-patient or day
surgeries (e.g., tonsillectomies),

4. in the management of mild pain, or

5. in the management of intermittent pain
[e.g., use on an as needed basis (prn)].

The pharmacist will call the prescribing
physician if the patient status does not conform to



the guidelines and obtain a replacement order.
Policy approved and implemented.

The Director reviewed the revised policy with the
pharmacists.

7. Monitoring of Orders for Fentanyl Patches:

The Pharmacy leaders conducted a medication
usage evaluation for Fentanyl to assure that its
use is consistent with the revised P&P.

The outcome of the review is being reported at
the P&T Committee for analysis and further
action planning as appropriate.

8,9, 10, & 11. Corrective Action for Cabinet,
Use, Cleaning, and Training with respect to
Chemotherapeutic Medications

06/30/10

06/30/10

06/30/10

The Pharmacy Director oversaw the installation of 01/31/10

a chemo glove box, which is a negative pressure
box dedicated for chemotherapy preparation only.

The Pharmacy Director reviewed the Preparation
of Antineoplastics P&P and validated that its the
content was current and appropriate.

The Pharmacy Director reviewed the cleaning
solution and process for cleaning and disinfecting
the chemo glove box before and after each
activity, and at the end of each shift, and
confirmed that it was appropriate for the unit and
would decontaminate all of the chemotherapeutic
medications used at the hospital.

The Pharmacy Director and Managers assured
that each employee who uses the glove box in
the preparation of chemotherapeutic agents
completed a competency validation on use and
cleaning of the unit.

The Pharmacy Director added the competency to
the new hire orientation and annual competency
skill checklist.

06/11/10

06/11/10

06/30/10

06/30/10



8,9, 10, and 11. Monitoring for Use, Cleaning,
and Training on cabinet for compounding
chemotherapeutic medications:

The Pharmacy Director is responsible for keeping 06/30/10
the policy and choice of cleaning method current

based on the chemotherapeutic medications

compounded in the pharmacy.

The Pharmacy Director is also responsible for 06/30/10
confirming that new employees receive

orientation and current employees receive annual

retraining on use and cleaning of the chemo

glove box in accordance with policy.

16 and 17. Corrective Action with regard to
Solution Warmers.

The Surgery Manager immediately removed and 01/15/10
discarded the compromised solutions identified

during the survey. All fluid warmers were

checked and verified that they were at the proper
temperature.

An investigation by the BioMed technician 01/16/10
discovered that the bags had been placed on the

floor of the unit when they should be placed on a

rack within the cabinet. The rack was obtained

and placed in the unit. The BioMed technician

verified the unit temperature readings as within

range.

The Surgery Manager restocked the unit utilizing 01/17/10
the rack within the cabinet and confirmed that the

solutions on the rack measured at a temperature

less than the maximum temperature allowed.

The Pharmacy Director added the warming 03/01/10
cabinets to the unit inventory checklist that

pharmacists use during their monthly pharmacy

unit inspections.

16 and 17. Monitoring with regard to Solution
Warmers.

Both Surgery Managers and nursing staff in the ~ 01/19/10



OR check daily to confirm the temperatures and
that the contents of the cabinet are located on the
rack and not placed on the floor of the warmer
cabinet.

The Pharmacy Manager maintains the records of 03/01/10
the monthly unit inspections and reports trends
and variances to the P&T Committee.

18. Corrective Action with respect to Xopenex

The Pharmacy Director revised the Medication 04/30/10
Storage and Control policy to include proper
labeling of Xopenex.

The Pharmacy Director provided the following 04/30/10
information to the Respiratory Care Director:

a. When a Xopenex foil package is opened,
the package must be dated. All unit doses in an
opened foil package are good for 14 days.

b. Xopenex unit doses stored outside the
foil package must be dated on the unit dose and
are good for only 7 days.

The Pharmacy and Respiratory Care Directors 04/30/10
provided information to staff about Xopenex via
memo or during staff meeting.

A Respiratory or Pharmacy staff member who 05/01/10
identifies an undated open package (or an

undated unit dose outside the package) must

discard the product and generate an incident

report.

18. Monitoring with respect to Xopenex:

When the Respiratory Care Practitioner obtains  05/01/10
Xopenex, the employee must validate that the

appropriate dating is present. When the

pharmacy staff refills the PYXIS unit, the

pharmacy staff member must inspect the

Xopenex compartment to validate appropriate

dating has been done to ensure proper storage.
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A043 - OVERALL CORRECTIVE ACTION:

The Chairwoman of the Board of Governors was present during the survey exit conference of 4/15/10; the Chairwoman of the Board called a special meeting of the Board of Governors for 4/20/10. The meeting was also attended by representatives of Corporate leadership.  The survey results were reviewed; the Board understood the gravity of the situation confronting the hospital and requested additional support from the Corporate office.  The Board of Governors also directed the leadership to continue to collaborate with CMS and CDPH representatives to achieve the necessary steps required to maintain care and services at the hospitals.

The Board of Governors accepted the verbal resignation of the CEO.  The Corporate President and Group VP recommended a new CEO for the hospital, a candidate experienced as a CEO in California and readily available to assume the leadership role at the hospital immediately. The Board of Governors supported the appointment. The Corporate President also updated the Board on the status of a proposed systems improvement agreement with CMS and the Corporate Response Team that arrived on April 28, 2010 led by the Corporate VP Quality Management.

The Corporate Response Team reviewed the deficiencies identified during the CMS survey and
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	POC 4:  assessed compliance with the Conditions of Participation and Life Safety Code requirements.

The new CEO assumed his position at the hospital on May 3, 2010.

The Board of Governors and the CEO established a Regulatory Compliance Committee, comprised of the Chairwoman of the Board, CEO, CMO (currently vacant), CNO (currently vacant), Chief of Staff, Corporate Vice President of Quality Management, Corporate CNO, and Corporate Group Vice President.  Others will attend as needed.  The sole purpose of this committee is to assure continual compliance with all regulatory requirements.  The committee begins to meet weekly starting in June and oversees the review of compliance with regulatory conditions.

The Corporate Response Team under the Corporate VP Quality Management completed its assessment and submitted findings and recommendations to the Board of Governors for discussion and action planning.

The CEO with CMS approval selects and contracts with external experts, including a lead on-site expert, to conduct an independent review of all hospital services.  The lead expert is to provide oversight and coordination of the hospital's compliance efforts, including the use of other external resources, and to provide ongoing written feedback to CMS and the hospital about the hospital's improvements and compliance with the applicable Medicare rules.

The CEO and the Chief of Staff established an oversight structure for quality and patient safety.  The structure consists of four teams to oversee clinical services that impact the safe and effective delivery of patient care and assure compliance with the Medicare Conditions of Participation, and including this action plan:
          a. Senior Operating Team for Safety, co-chaired by the hospital CNO and COO, and comprised of all Department Directors.
          b. Senior Operating Team for Quality, co-chaired by the hospital CEO and CMO, and
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          c. Medical Staff Quality Improvement Committee chaired by the CMO and comprised of Medical Directors for each clinical service line and/or peer review chairs of subspecialties.
          d. Medical Executive Committee as defined in the Medical Staff bylaws.

A043 - OVERALL MONITORING ACTIVITIES:

The Corporate Response Team and Corporate VP Quality Management provided a report of its findings to the Board of Governors.

The external experts engaged pursuant to the agreement with CMS are to provide a report to CMS and CDPH summarizing their gap analysis of the hospital's compliance with the Medicare Conditions of Participation.

At the discretion of CMS/CDPH, members of the Regulatory Compliance Committee are available to meet with representatives from CMS and CDPH to discuss ongoing actions and progress toward full compliance throughout the term of the agreement with CMS.

The chairpersons of the quality and patient safety teams provide a monthly report to the Board of Governors regarding the status of this CMS action plan.  The Board of Governors holds hospital leadership and medical staff leadership accountable for achieving established CMS action plan dates and for achieving compliance targets.  The minutes of the Board of Governors meetings are to reflect this oversight.

For specific actions taken in the various areas, please see  responses to A045, A144, A263, A274, A310, A341, A353, A385, A450, A457, A710, A724 #4, A747, A1005, and A1100.

A045 - CORRECTIVE ACTION:

Following the exit conference of 04/15/10, the Chief of Staff called a special MEC meeting on 04/20/10 to discuss the survey findings, to stress
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	POC 6: the gravity of the situation facing the hospital, the need for medical staff support in ensuring compliance with all regulatory requirements, and the role of the Department Chairs in this process.  The Chief called a special general staff meeting on 04/27/10 to review with the physicians the situation facing the hospital and the deficiencies specific to the medical staff.  The Chief reiterated the necessity of physicians complying with the Conditions of Participation overall and specifically discussed those areas identified during the survey, including appropriate and timely proctoring.

The CEO in collaboration with Corporate leadership engaged an experienced physician consultant to serve as a medical quality consultant to the medical staff and senior executive team, and to assist with transition to a permanent Chief Medical Officer (CMO).

The CEO and the Chief of Staff established an oversight structure for quality and patient safety consisting of the following four teams to oversee clinical services that impact the safe and effective delivery of patient care and assure compliance with the Medicare Conditions of Participation and this action plan:
        a. Senior Operating Team for Safety, co-chaired by the hospital CNO and COO, and comprised of all Department Directors.
          b. Senior Operating Team for Quality, co-chaired by the hospital CEO and CMO, and comprised of clinical service line Directors and Medical Director (physician) counterparts.
          c. Medical Staff Quality Improvement Committee chaired by the CMO and comprised of Medical Directors for each clinical service line and/or peer review chairs of subspecialties.
          d. Medical Executive Committee as defined in the Medical Staff bylaws.

The CEO created the position of CMO for the hospital.  With the assistance of the physician consultant and the members of medical staff leadership, a CMO is hired.
	Date 6: 













06/01/10






06/14/10




















Targeted completion by 08/31/10
	undefined_17: 
	undefined_18: 
	oon, 01 _on: 
	Tho: 
	undefined_19: 
	sf  Sf: 
	undefined_20: 
	POC 7: The Chief of Staff and Medical Staff Services Director reviewed the responsibilities of the Credentials Committee and confirmed the following actions and process for assuring that providers are proctored in a manner consistent with the medical staff bylaws as follows:
          a.  The proctoring requirements in the Medical Staff bylaws were revised and approved.  Upon appointment to the medical staff, a provider is given documentation that outlines the proctoring requirements that must be met within six months.  Practitioners, including physician assistants, that do not qualify for advancement to full status on the medical staff within six months following initial appointment will be terminated unless the MEC grants an extension.
          b.  At the February MEC meeting, the Chief of Staff reported that provisional members had been faxed about incomplete proctoring, and the Patient Safety Council reported on the preliminary findings from the January 2010 survey.
          c. The Medical Staff Services Director reviewed the documentation provided at the department meetings and identified that the credentialing report did not include allied health providers.  This omission was corrected.  At each department meeting, the credentials report is to include both physician and allied health providers.  The Department Chair is responsible for reviewing the proctoring status of providers and notifying a provider of any concerns on status.
          d. The CEO approved the addition of a credentialing coordinator, and the Medical Staff Services Director successfully filled the position.
          e. The capabilities of the medical staff credentialing software program were reviewed to assure that the system is robust and able to perform the necessary tracking functions.  Recommendations are forwarded to the CEO for review and action as appropriate.

A045 - MONITORING:

The Credentials Committee examines the documentation provided by the Medical Staff Office and the Department Chairs related to appointment, completion of proctoring, and
	Date 7: 06/01/10





01/31/10









02/11/10




04/20/10









05/17/10


05/31/10








04/20/10
	undefined_21: 
	undefined_22: 
	undefined_23: 
	undefined_24: 
	undefined_25: 
	Date 8: 





04/20/10















04/28/10




projected by 06/11/10













01/19/10



01/19/10
	POC 8: reappointment.  The Committee must assure that all requirements are met.  Evidence of this oversight is reflected in the meeting minutes, and the Credentials Committee forwards reports to the MEC for review.

The MEC reviews the Department Chair reports regarding the proctoring of members, and the Department Chair discusses any concerns regarding the proctoring status of a specific provider with the MEC.  A provider who does not meet the proctoring requirements as delineated in the Medical Staff bylaws will be terminated, unless an extension is granted by the MEC in accordance with the bylaws.  The Medical Staff office notifies the provider of the MEC’s decision.  Evidence of this action is reflected in the meeting minutes.  The MEC’s recommendations are sent to the Board of Governors for approval.

A092 - SUMMARY OF CORRECTIVE ACTION:

The Corporate Response Team included an emergency services consultant who arrived at the hospital to provide a thorough review of the hospital’s emergency room.

The CEO with CMS approval selects and contracts with external experts, including a lead on-site expert, to conduct an independent review of all hospital services, including emergency services.  The lead expert is to provide oversight and coordination of the hospital's compliance efforts, including the use of other external resources, and to provide ongoing written feedback to CMS and the hospital about the hospital's improvements and compliance with the applicable Medicare rules.

Actions taken to address the individual findings are summarized here with additional detail in the tags identified:
          a. Back-up Call Schedule:  The ED Manager assured that the hard copy daily reference for the ED Call Panel includes the providers’ contact information.  See A1102.
          b.  LSC Findings:  The ED no longer houses patients or equipment in egress corridors
	undefined_26: 
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	POC 9: or in front of fire pull stations.  See A710 and A1104 #1.
          c. Accuracy of ED Arrival Times:  The Critical Care Director installed a punch clock in the ED entrance for the registration clerk/triage nurse to use to document the arrival time accurately.  See A1104, #2.
          d. Patient Privacy:  The CEO requested and was granted a Program Flex to utilize the PACU for ED overflow providing eight additional treatment bays and thus more privacy for ED patients.  See A1104#3.
          e. LVN Assignments:  The ED-LVN position was eliminated. See A1104 #4.
          f. Credentialing of ED-PAs:  The bylaws were amended to require the completion of proctoring requirements within six months of initial appointment.  Extensions may be granted only by the MEC.  See A1112.

A092 - GENERAL MONITORING:

The Chief of Staff holds the Department Chairs accountable for achieving identified target dates and goals of the CMS action plan.  Outcomes of monitoring activity are to be reported to the ED leadership team for analysis and action planning as appropriate, and as more specifically described under the tags identified in the citation.

A115 - CORRECTIVE ACTION:

The Corporate Response Team under the Corporate VP Quality Management reviewed deficiencies identified during this survey, assessed compliance with Patient Rights, and submitted findings and recommendations to the Board of Governors.

The Board of Governors and CEO established a Regulatory Compliance Committee as described in A043 to oversee and assure ongoing compliance with all regulatory requirements.  The committee will meet weekly initially beginning in June.

Actions taken to address the individual findings are summarized here with additional detail in the
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          1. Care in a Safe Setting (please see detail under A144 & A710):  
               (a)  The CEO directed that the corridors of the ED, Radiology Dept., and the Cardiac Cath Lab be cleared and kept clear of patients and equipment.
               (b)  Before the end of the survey, an additional security guard was placed in the post partum corridor with added direct observation of the exit area adjacent to the nursery and will remain in place pending alarm installation.  On 2/26/10, an infant abduction drill was conducted.  The CEO directed that the infant security system from the new wing be moved back into the existing building.
               (c)  The Manager of Plant Operations had all penetrations sealed, and had fire/smoke detectors with an audible alarm installed in the Wound Care Center (WCC).  The Manager of the WCC and fire safety contractor conducted a fire drill including patient evacuation and added drills in the WCC to the quarterly schedule.
          2.  Personal Privacy (please see detail under A143):  The CEO obtained a Program Flex to allow the use of the RSMC PACU for ED overflow patients, enhancing privacy.
          3.  Temperature/Humidity Monitors (please see detail under A144):  The Plant Operations Director confirmed that the hand held temperature/humidity meters are calibrated and certified by the manufacturer; scheduled the meters to be replaced annually per manufacturer’s recommendation; and designated long range plans to upgrade the rooms to include installed meters and enhanced controls.

A115 - GENERAL MONITORING:

Designated leadership team members are accountable for achieving the target dates and for maintaining ongoing compliance.  The CEO provides a monthly report to the Regulatory Compliance Committee, which discusses ongoing actions and progress toward full and ongoing compliance with evidence of oversight reflected in committee's meeting minutes.
	Date 10: 


01/14/10



05/31/10








01/20/10






01/14/10



04/30/10











06/02/10
	undefined_27: 
	Of: 
	C: 
	R 3 t OOtlI: 
	0101  , P, 1to: 
	, Row 1_4: 
	k: 
	undefined_28: 
	o: 
	POC 11: A143 - CORRECTIVE ACTION:

Hospital-wide actions:
          A reminder to respect patient privacy (including to draw curtains) was circulated to staff in the Best of Southwest newsletter, which leaders use to communicate content in their areas of expertise to staff hospital-wide each month.
          A reminder memo “Did You Know” regarding patient privacy (including a reminder to draw curtains) was emailed to all staff and posted on the hospital intranet.
          The COO directed the posting of signs in the hospital, including the ED, as a reminder to all staff to take measures to protect patients' right to privacy.

ED at RSMC:
          The CEO requested and was granted a Program Flex to utilize the PACU for ED overflow, providing eight additional treatment bays for ED patients, alleviating the need to place patients in the hallways and two to a bay in the ED, and thus enhancing privacy.
          As described in A710 and A1104, ED patients are not housed in the egress corridors; placing them only in ED bays enhances privacy.
          At peak capacity, the ED staff alerts EMS providers to contact the Inland Valley Base Station for direction to the appropriate campus based on the hospitals’ ED capacity and assessed patient care needs.
          The Critical Care Director initiated a multidisciplinary team  to develop a hospitalwide P&P for patient flow with triggers for overcrowding and essential steps for each level.  Improved patient flow will reduce ED overcrowding and improve patient privacy.

Inland Valley Perioperative Area:
          The Perioperative Manager provided a 3-sided privacy screen in the area of Bay #5 and #6 to assure patients' right to privacy.
          The Perioperative Manager relocated supplies in the PACU area and provided a curtain to separate the patient-occupied recovery bays from the supply area.
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Hospital leaders (CEO, COO, AA, CNO, and Directors of Quality, HR, Marketing, and all clinical and nonclinical services) conduct ongoing weekly rounds in all areas of the facility to validate that steps are taken to maintain patient privacy.  Each leader provides immediate feedback for any observed or reported breach in patient privacy. Each leader documents the rounds on a weekly rounding tool.  The Administrative Director of Quality Outcomes assures that the data is aggregated monthly and reported to the Senior Operating Team for Quality for analysis and action planning as appropriate.

The ED Manager tracks patient loyalty data, which includes information on patient privacy and respect, on a monthly basis.  Reports are forwarded to the ED department for further analysis and action planning as appropriate.



A144 - CORRECTIVE ACTION:

1.a. RSMC ED (See also A710):
          The CEO requested and was granted a Program Flex to utilize the PACU for ED overflow, providing eight additional treatment bays for ED patients and alleviating the need to place patients and associated equipment in the hallways.  This assured both unobstructed egress from the ED and free access to the fire pull stations.
           The Plant Operations Manager had all penetrations in the smoke barrier walls sealed.

1.b.  WCC (See also A710):
          The Plant Operations Manager directed and assured that (i) all penetrations in the smoke barrier walls were sealed; (ii) properly rated doors were installed to meet NFPA requirements; and (iii) fire/smoke detectors with audible alarm were installed.
          The WCC Manager contacted the hospital's fire safety service and had an educational fire drill conducted.  The drill included mock patients for evacuation.
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          The Plant Operations Manager confirmed with the manufacturer that the hand-held temperature/humidity meters are calibrated and certified by the manufacturer for one year.  The Plant Operations Manager scheduled the meters to be replaced annually as recommended by the manufacturer.  In addition, the hospital has designated long range plans to upgrade the rooms to include installed meters and enhanced controls.

3.  Infant Security
          The CEO had an additional security guard stationed in the post partum corridor 24/7 to provide improved direct visualization of egress routes.  Security guards, as part of their orientation to the hospital, are inserviced on infant safety procedures.  The extra security guard will remain in place until the alarm system described below has been installed and signed off by the vendor.
          An infant abduction drill was conducted and critiqued to evaluate the response of the staff.
          Reminders addressing aspects of infant security were included in the hospital-wide monthly meeting minutes for March.
          The CEO directed the Women’s Services Director to proceed with relocating the infant security system from the new wing back into the existing building, and the contracted vendor reinstalled the system.

A144 - MONITORING:
 
         1.a.  Unobstructed Egress/Pull Stations:  Hospital leaders (CEO, COO, AA, CNO, and Directors of Quality, HR, Marketing, and all clinical and nonclinical services) conduct ongoing weekly rounds in all areas of the facility to validate that steps are taken to protect patient rights.  Each leader provides immediate feedback for any observed or reported breach. Each leader documents the rounds on a weekly rounding tool.  The Administrative Director of Quality Outcomes assures that the data is aggregated monthly and reported to the Senior Operating Team for Safety for analysis and action planning as appropriate.
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	POC 14:           1.b.  Penetrations/Doors/Alarm Systems:  The Plant Operations Director conducts monthly rounds and completes monthly reports to assure that the NFPA requirements relating to life safety are maintained.  The rounding reports are forwarded to the Environment of Care Committee for review and action planning as appropriate.
          2.  Hand-Held Meters:  The Plant Operations Director assures that the inventory of hand-held meters is scheduled for annual replacement.  In addition, a back-up supply is on site should a meter need replacement in the interim.
          3.  Infant Security:
               a. Hospital leaders (CEO, COO, AA, CNO, and Directors of Quality, HR, Marketing, and all clinical and nonclinical services) conduct ongoing weekly rounds in all areas of the facility to validate that steps are taken to maintain infant security.  Each leader provides immediate feedback for any observed/reported breach in infant security. Each leader documents rounds on a weekly rounding tool.  The Administrative Director of Quality Outcomes assures that the data is aggregated monthly and reported to the Senior Operating Team for Safety for analysis and action planning as appropriate. 
               b. The Perinatal Nurse Specialist conducts monthly infant abduction drills until the infant security alarm system is reinstalled; then drills will be conducted every two months.   A critique of each drill is submitted and reported through the Environment of Care Committee.

A263 - GENERAL CORRECTIVE ACTION:

     As described in A043, the Board Chairwoman and the physician chair of the Patient Safety Council (PSC) attended the survey exit conference on 4/15/10.  At the meeting of the Patient Safety Council on 4/22/10, a summary report of the deficiencies was reviewed and discussed with initial actions noted.
     A Corporate Response Team under the leadership of the Corporate VP Quality Management arrived on 4/28/10 and began a gap analysis of hospital systems and processes.
     The Board of Governors and CEO established
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     The CEO and the Chief of Staff established an oversight structure for quality and patient safety comprised of four teams as described in A043 to oversee clinical services and assure compliance with regulatory requirements.
     Two of those teams, the Senior Operating Team for Quality and the Senior Operating Team for Safety are developing a hospital-wide scorecard for the purpose of establishing and maintaining an ongoing data-driven quality assessment and performance improvement program to present to the Board of Governors for approval.
     Hospital leaders will work with the external experts in QAPI to implement a comprehensive plan for improving the hospital's QAPI systems.

A263 - GENERAL MONITORING:

The four quality and patient safety teams provide a monthly report to the Board of Governors.  The Board holds hospital and medical staff leadership accountable for achieving established CMS action plan dates and for achieving compliance targets.   Evidence of the Board’s oversight will be reflected in the meeting minutes.

Please see more detail in A267, A276, and A310.

A267 - CORRECTIVE ACTION:

#1  ED Arrival Times
     a.  The ED Manager had punch clocks installed at the entrance of the ED for documenting arrival time by time-stamping the initial information sheet.  The registration clerk/triage nurse assures that the patient’s arrival time is accurately documented.  The Patient Access Services and ED managers provided information to the registration clerks and ED nurses about this expectation.
     b. Further analysis identified a reporting problem.  The ED electronic medical record software was upgraded to assure that the actual arrival times are recorded correctly within the system reporting program.
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	POC 16: #2  Reducing Healthcare Associated Infections
    a.  The Infection Control (IC) Director established regular meetings for four multidisciplinary IC task groups: Ventilator Associated Pneumonia (VAP), Central Line Associated Blood Stream Infection (CLABSI), Catheter Associated Urinary Tract Infection (CAUTI), and Hand Hygiene.
     b.  Quarterly IC reports reflect data analysis and action planning, and are presented to the IC Committee for review and additional input.
     c.  The task group leaders and IC Coordinators share and discuss the work of the IC task groups through forums such as the Charge Nurses’ meeting and IC rounds.
     d.  The IC Director collaborates with the Pharmacy Director for topics or action planning that relates to the medication use process and refers topics to P&T Committee as appropriate.

#3  MRSA Screening Program
     a.  The IC Director in collaboration with Lab and Nursing leadership reviewed and revised the MRSA Screening P&P to comply with state requirements for MRSA Screening under SB1058, and had the draft policy and form approved.
     b.  The IC Director defined the monitoring process to measure, analyze, and track compliance toward achieving the goals of the MRSA screening program.
     c.  During the annual competency event begun 3/31/10, the clinical nurses in Med/Surg/Tele, Critical Care, Surgical, and Women’s Services reviewed the updated P&P and form.

#4  Timely Antibiotic Administration
     a.  Administration placed reminder information in The Best of Southwest, the hospital-wide monthly newsletter, regarding the timely administration of IV antibiotics.
     b.  The Pharmacy Director reviewed and revised the IV Medication Administration P&P to assure that its requirements for medication administration are consistent with standards of practice.
     c.  The PI Director defined a monitoring process to measure, analyze and track compliance and progress toward meeting the goals of the IV Medication Administration policy.
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ED Arrival Time:
     a.  The Patient Access leaders conduct a concurrent random sampling of ED patients to assure that an accurate arrival is documented on the medical record, and they provide immediate feedback for anyone not following the process.
     b.  Aggregate data is discussed at the monthly Patient Access Services staff meetings for analysis and action planning as appropriate.  The reports forward to the Senior Operating Team for Quality.  Upon three consecutive months of achieving 90% or greater, the Team will determine what further action is warranted.

Reducing HAI’s:
     a.  The IC Director assures that the work of the task groups includes analysis of applicable data, and that actions taken are data driven, based upon standards of practice, and communicated to the staff.
     b.  The IC Director presents the quarterly reports at the Infection Control Committee, which discusses the need for further analysis and action planning as appropriate.

MRSA Screening Program:
     The IC Director provides oversight for data collection and reporting.  A sampling of patients who meet the screening criteria is reviewed to assure that a nasal swab for MRSA screening was completed.  Aggregate data is presented to the IC Committee for analysis and action planning as appropriate.  Information is shared via IC Coordinator rounding, feedback to leadership, and communications such as the Best of Southwest, the monthly hospital newsletter.  Upon three consecutive months of achieving 90% or greater compliance with the MRSA screening policy, the IC Committee will determine what further action is warranted.

Timely IV Administration:
     a.  Pharmacy and Nursing leaders perform concurrent and retrospective monitoring to assure that their staff members comply with the P&P on IV Medication Administration of antibiotics as it
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	POC 18: relates to each employee’s job description, and they provide immediate feedback to staff members who do not follow policy.  Employees with repeated noncompliance are subject to progressive discipline.  More generally, each nurse's competency in administering medication safely is validated during the employee’s annual performance evaluation.
     b.  Aggregate data is presented to the P&T Committee for analysis and action planning as appropriate.  Upon three consecutive months of achieving 90% or greater compliance with the P&P, the P&T Committee will determine what further action is warranted.

A276  - CORRECTIVE ACTION:

     1.  The IC Director established regular meetings for the four multidisciplinary IC task groups  - VAP, CLABSI, CAUTI and Hand Hygiene.
     2. Quarterly IC reports reflect data analysis to identify opportunities for improvement, action planning and progress toward meeting the goals of the IC program, including reducing hospital acquired infections.  Reports are presented to the IC Committee for review and additional input.
     3. The task group leaders and the IC Coordinators share and discuss the work of the IC task groups through forums such as the Charge Nurses’ meeting and IC rounds.
     4. The IC Director collaborates with the Pharmacy Director on topics or action planning that relates to the medication use process and refers topics to the P&T Committee as appropriate.

A 276  - MONITORING:

     1.  The IC Committee reviews the work of the IC task groups and includes a copy of the IC reports as reflected in the committee's minutes.
     2. The IC Director assures that the work of the task groups includes the analysis of applicable data, and that actions taken are data driven, based upon standards of practice, and communicated to the staff.
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The Administrative Director of Quality Outcomes and the PI Director worked with hospital department managers and directors to identify department specific PI activities for 2010.  The indicators were defined, the goals identified, and the plans forwarded for review and approval through the Patient Safety Council.

The Administrative Director of Quality Outcomes provides oversight to assure that QAPI activities:
     a.  Relate to improving outcomes, and to preventing and reducing medical errors, with established goals.
     b. Have defined indicators based on standards of care and according to hospital policies.  Data collection incorporates minimum sample sizes for review as established by the Joint Commission:
          i. Fewer than 30 discharges: 100% review
          ii. 30-100 discharges:  30 reviews
          iii. 101-500 discharges:  50 reviews
          iv. More than 500 discharges:  70 reviews
     c. Data analysis and actions are used to identify opportunities for improvement and to measure progress in achieving goals.

#1  ED Arrival Times
     a.  The ED Manager had punch clocks installed at the entrance of the ED for documenting arrival time by time-stamping the initial information sheet.  The registration clerk/triage nurse assures that the patient’s arrival time is accurately documented.  The Patient Access Services and ED managers provided information to the registration clerks and ED nurses about this expectation.
     b. Further analysis identified a reporting problem.  The ED electronic medical record software was upgraded so that actual arrival times are recorded correctly within the system reporting program.

#2  Efforts to Reduce HAIs:
     a.  The Infection Control (IC) Director established regular meetings for the four multidisciplinary IC task groups: VAP, CLABSI,  CAUTI and Hand Hygiene.
    b.  Quarterly IC reports reflect data analysis and action planning.  The reports are presented to the IC Committee for review and any additional input.
     c.  The task group leaders and IC Coordinators share and discuss the work of the IC task groups through forums such as the Charge  Nurses’
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     d.  The IC Director collaborates with the Pharmacy Director for topics or action planning that relates to the medication use process and refers topics to P&T Committee as appropriate.

#3  Timely Antibiotic Administration
     a.  Administration placed information in Best of Southwest, the hospital-wide monthly newsletter, regarding timely administration of IV antibiotics.
     b.  The Pharmacy Director reviewed and revised the IV Medication Administration P&P to assure that the requirements of medication administration are consistent with standards of practice.
     c.  The PI Director defined the monitoring process to measure, analyze and track compliance with the IV Medication Administration policy.

#4  MRSA Screening Program
     a.  The IC Director in collaboration with Lab and Nursing leadership reviewed and revised the MRSA Screening P&P to comply with state requirements under SB1058 and had the P&P and form approved.
     b.  The IC Director defined the monitoring process to measure, analyze, and track compliance toward achieving the goals of the MRSA screening program.
     c.  During the annual competency event begun 3/31/10, the clinical nurses in Med/Surg/Tele, Critical Care, Surgical and Women’s Services received information on the updated P&P and form.

A310 - MONITORING:

ED Arrival Time:
     a.  The Patient Access leaders conduct a concurrent random sampling of ED patients to assure that an accurate arrival is documented on the medical record, and they provide immediate feedback to anyone not following the process.
     b.  Aggregate data is discussed at the monthly Patient Access Services staff meetings for analysis and action planning as appropriate.  The reports forward to the Senior Operating Team for Quality.  Upon three consecutive months of achieving 90% or greater, the Team will determine what further action is warranted.

Reducing HAI’s:
     a.  The IC Director assures that the work of the task groups includes the analysis of applicable data, and that actions taken are data driven, based upon
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     b.  The IC Director presents quarterly reports at the Infection Control Committee, which discusses the need for further analysis and action planning.

Timely IV Administration:
     a.  Pharmacy and Nursing leaders perform concurrent and retrospective monitoring to assure that their staff members comply with the P&P on IV Medication Administration of antibiotics as it relates to each employee’s job description.  Leaders provide immediate feedback to staff members during concurrent monitoring, and repeated occurrences will result in referral for progressive discipline.  More generally, each nurse's competency in administering medication safely is validated during the employee’s annual performance evaluation.
     b.  Aggregate data is presented to the P&T Committee for analysis and action planning.  Upon three consecutive months of achieving 90% or greater compliance with the P&P, the P&T Committee will determine what further action is warranted.

MRSA Screening Program:
     The IC Director provides oversight for data collection and reporting.  A sampling of patients who meet the screening criteria is reviewed to assure that a nasal swab for MRSA screening was completed.  Aggregate data is presented to the IC Committee for analysis and action planning as appropriate.  Information is shared via IC Coordinator rounding, feedback to leadership, and communications such as the Best of Southwest, the monthly hospital newsletter.  Upon three consecutive months of achieving 90% or greater compliance with the MRSA screening policy, the IC Committee will determine what further action is warranted.



A338 CORRECTIVE ACTION AND MONITORING:

     For overall actions, please see A043.
     For actions regarding medical records, please see A449.
     For actions regarding credentialing of Physician Assistants, please see A341.
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The Chief of Staff and Medical Staff Services Director reviewed the responsibilities of the Credentials Committee and confirmed the following actions and process for assuring that providers are proctored in a manner consistent with the medical staff bylaws:
          a.  The proctoring requirements in the Medical Staff bylaws were revised and approved.  Upon appointment to the medical staff, a provider is given documentation that outlines the proctoring requirements that must be met within six months.  Practitioners, including physician assistants, that do not qualify for advancement to full status on the medical staff within six months following initial appointment will be terminated unless the MEC grants an extension.
           b.  At the February MEC meeting, the Chief of Staff reported that provisional members had been faxed about incomplete proctoring, and the Patient Safety Council reported on the preliminary findings from the January 2010 survey.
         c. The Medical Staff Services Director reviewed the documentation provided at the department meetings and identified that the credentialing report did not include allied health providers.  This omission was corrected.  At each department meeting, the credentials report is to include both physician and allied health providers.  The Department Chair is responsible for reviewing the proctoring status of providers and notifying a provider of any concerns on status.
          d. The CEO approved the addition of a credentialing coordinator, and the Medical Staff Services Director successfully filled the position.
          e. The capabilities of the medical staff credentialing software program were reviewed to assure that the system is robust and able to perform the necessary tracking functions.  Recommendations are forwarded to the CEO for review and action as appropriate.

The new physician consultant, new CMO, and external experts will review the medical staff bylaws and and system for credentialing to 
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A0341 - MONITORING:

The Credentials Committee examines the documentation provided by the Medical Staff Office and the Department Chairs related to appointment, completion of proctoring, and reappointment.  The Committee must assure that all requirements are met.  Evidence of this oversight is reflected in the meeting minutes, and the Credentials Committee forwards reports to the MEC for review.

The MEC reviews the Department Chair reports regarding the proctoring of members, and the Department Chair discusses any concerns regarding the proctoring status of a specific provider with the MEC.  A provider who does not meet the proctoring requirements as delineated in the Medical Staff bylaws will be terminated, unless an extension is granted by the MEC in accordance with the bylaws.  The Medical Staff office notifies the provider of the MEC’s decision.  Evidence of this action is reflected in the meeting minutes.  The MEC’s recommendations are sent to the Board of Governors for approval.
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The proctoring requirements in the Medical Staff bylaws were revised.  Upon initial appointment to the medical staff, the provider is given documentation that outlines the proctoring requirements.  Practitioners who do not qualify for advancement within six months following initial appointment will be terminated unless an extension is granted by the MEC.  The revised bylaws were approved.

The Department Chair reviews the proctoring status of the members via the credentials report and alerts a provider of any identified concern.

A353 - MONITORING:

The MEC reviews the Department Chair report regarding the proctoring of members.  A provider who does not meet the proctoring requirements as delineated in the Medical Staff bylaws will be terminated, unless an extension is granted by the MEC.  The Medical Staff office notifies the provider of the MEC’s decision.  Evidence of this action is reflected in the meeting minutes.

For additional detail, please see A341.

A385 - CORRECTIVE ACTION:

A change in the Chief Nursing Officer (CNO) occurred in April; the CEO appointed an interim CNO.  To provide additional support and resources, the Corporate Response Team included the Corporate CNO.  The Corporate Response Team under the Corporate VP Quality Management arrived on 4/28/10 to conduct a thorough review of the nursing department.

The Corporate Group VP brought an experienced CNO from a sister facility to work full-time on an interim basis with the hospital's Interim CNO.  This resource CNO has the responsibilities to:
     a.  Oversee nursing services in collaboration with the interim CNO, and
     b.  Assist in hiring a permanent CNO.
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	POC 25: The CNO is responsible for assuring that the deficiencies identified during this survey are corrected and actions are taken to provide for ongoing compliance, including:
     a. An effective pain management process.  See A395.
     b. An effective fall prevention program.  See A395.
     c. Appropriate interventions for patients with an acute change in status based on patient assessment.  See A395.
     d. Nursing care plans developed for each patient that are kept current and reflect present plan of care based on patient assessment.  See A396.
     e. ED-LVN assignments.  See A397.
     f. Medication administration, assessment, and documentation consistent with physician orders and hospital policies.  See A404 and A405.

As further described in A043, the CEO and the Chief of Staff established an oversight structure for quality and patient safety comprised of four teams to oversee clinical services and assure compliance with the Medicare Conditions of Participation.  The CNO co-chairs one of the 
four teams, the Senior Operating Team for Safety, with the COO, and the team is comprised of all Department Directors.

The CNO will also work with the independent consultative experts and assist in implementing improvements they develop for nursing services, communicating changes, and providing education with validation of nurses' knowledge and competency with respect to policies and procedures.  As part of that work, nursing leaders will also evaluate and validate that the nursing staff have appropriate assignments.

A385 - MONITORING:

The Corporate Response Team and Corporate VP Quality Management provided a report of their findings to the Board of Governors.

The chairpersons of the quality and patient safety teams provide a monthly report to the Board of
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	POC 26: Governors regarding the status of this CMS action plan.  The Board of Governors holds hospital leadership accountable for achieving established CMS action plan dates and for achieving compliance targets.  The minutes of the Board of Governors meetings will reflect this oversight.

A395 - CORRECTIVE ACTION:

Effective Pain Management (Finding #1 and #4):

Information reminding nurses about aspects of pain management were included in the hospital-wide monthly meeting minutes for February, March and May.  Information included the need to document pain assessment and reassessment, proper medication administration, patient's perception of pain, updating the plan of care, and notifying the physician if interventions are not effective.

The Critical Care Director developed a general pain management P&P specific to the needs of the ED patient.  The Critical Care Director and ED Managers provided the ED nursing staff with written information about the policy.

ED, ICU, PCU, Med/Surg/Tele, Perioperative, and Women's Services RNs completed the annual learning module, and acute pain management was part of the annual competency event that began 3/31/10 and that was incorporated into each nurse's evaluation.
 
Fall Prevention Program (Finding #2 and #3)

The CNO reviewed the Patient Fall Prevention policy that was approved on 1/11/10 to be sure that aspects for identifying patients at risk for falls and providing education to the patient were present in the policy.

The Med/Surg/Tele Director developed “Fall Prevention in the Hospital Setting,“ a patient information handout.  Best of Southwest, the hospital-wide monthly newsletter, covered fall prevention in April & May.
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	POC 27: Additional reminders regarding aspects of fall prevention were in the hospital’s daily publication “WOW” on 3/23/10,  3/14/10 and 4/27/10.

The hospital patient brochure contains information on fall prevention.  EVS staff are responsible for placing a brochure as part of the room cleaning process for every new admission.

The Director of Education included a fall prevention module for clinical nursing staff to review during in the annual competency event that began 3/31/10.

The CNO is working with the Corporate CNO to incorporate the standardized fall protocol and toolkit as part of the in-depth work the hospital is doing with the independent external experts.

Appropriate Interventions – Acute Change in Status (Finding #5)

Informational reminders regarding the activation of the Rapid Response Team (RRT) to respond to a patient's acute change in status were included in the Best of Southwest, the hospital-wide monthly newsletter, for February, March, and April.

The RRT-RN rounds on the Med/Surg units on a regular basis to provide ongoing reminders to the RNs regarding the activities of the RRT and the criteria for activation.  The RRT-RN speaks with the Charge Nurse to answer any questions regarding the patients on the unit.

The RRT-RN was assigned a phone to facilitate direct communication with the nursing units.

The RRT Committee reviewed and revised the RRT policy to clarify the wording related to activating the RRT, and the policy was approved.

The annual competency event which began 3/31/10, for clinical RNs (MST, Critical Care, Women’s & Surgical Services) included a Code Blue/Crash Cart/RRT module.
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The Director of Education included a Code Blue/Crash Cart/RRT module for RNs in the annual competency event which began 3/31/10.  As part of the competency validation, RNs demonstrated the use of the defibrillator.

A395 - MONITORING:

Pain Management

Nursing leaders conduct concurrent observations and review patient charts each month in accordance with sample sizes established by the Joint Commission to verify that pain is assessed, and that appropriate interventions are initiated and reassessed per hospital policy. The leader provides immediate feedback should there be any concerns identified during concurrent observation.  Repeat noncompliance results in referral for progressive discipline.

The CNO assures that data is aggregated monthly for analysis and action planning as appropriate and findings are shared at the unit level.  The report is forwarded to the Senior Operating Team for Safety; evidence of the Team’s oversight is reflected in the meeting minutes.

Fall Prevention

Nursing leaders conduct concurrent observations and retrospective review of patient charts each month in accordance with sample sizes recommended by the Joint Commission to verify that appropriate fall prevention measures are implemented for patients identified as a fall risk and that patient education is documented in the medical record.  The leader provides immediate feedback should there be any concerns identified during concurrent observation.  Repeat noncompliance results in referral for progressive discipline.

Data is collected on the utilization of the ExitCare
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The CNO assures that data is aggregated monthly for analysis and action planning as appropriate and shared at the unit level.  The report is forwarded to the Senior Operating Team for Safety; evidence of the Team’s oversight is reflected in the meeting minutes.

Acute Change in Status

At the conclusion of each RRT activation, the RRT conducts a critique/review of the activation of the RRT and provides immediate feedback to staff members present for any concerns identified.  The RRT forwards the critiques to the Code Blue Committee.

The RRT-RN reviews the ICU log daily and analyzes any unplanned admissions of patients from other units to the ICU to determine whether there was a missed opportunity to activate the RRT.

The PI Department collates information for review by the RRT Subcommittee, which initiates action as appropriate and reports to the Code Blue Committee.

The Code Blue Committee Chair oversees the review of RRT critique forms to validate that the actions taken by the primary RN and the RRT are consistent with the policy and to identify any trends.  A report of the findings is discussed by the Committee for action planning as appropriate.

Crash Cart Competency

The nursing managers assure that all clinical RNs (Med/Surg/Tele, Critical Care, Women’s and Surgical Services)  complete the Code Blue/Crash Cart/RRT module.
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A396 - CORRECTIVE ACTION:

The CNO confirmed that care planning was included in the new hire orientation packet for clinical nurses.

Information on care planning and notifying the physician when pain interventions are ineffective was circulated to nursing staff via Best of Southwest, the hospital’s monthly newsletter, which contained information regarding updating the Interdisciplinary Plan of Care (IPOC) as the patient’s status changes.

The Director of Education developed information on the care planning process, including assessment, planning, intervention, and reassessment.  The material included an example of an appropriately completed IPOC.  All current nursing staff reviewed the information, and it has been included in the nursing new hire orientation.

The Director of Education is also developing a computerized learning module and post-test on care planning.

The CNO and CNO consultant are reviewing nursing policies and procedures and identifying areas for improvement in care planning.  They will also work with the independent external experts to implement system changes and improvements in nursing services.  Those changes will be accompanied by education, assessment, and validation of competency under any new or revised procedures.
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Nursing leaders conduct random concurrent observations and retrospective review of patient charts each month using sample sizes established by the Joint Commission to verify that the plan of care is developed and kept current in accordance with the patient’s status, and that the interventions identified are followed.  The leader provides immediate feedback should there be any concerns identified during the review, and repeated occurrences will result in referral for progressive discipline.

The CNO assures that data is aggregated monthly for analysis and action planning as appropriate.  The report is forwarded to the Senior Operating Team for Safety; evidence of the Team’s oversight is reflected in the meeting minutes.

The Nurse Manager includes an assessment of competency in care planning as part of each nurse’s annual performance evaluation.














A397 - CORRECTIVE ACTION:

The Critical Care Director and ED Managers evaluated the current staffing needs considering ED patient volume and acuity and eliminated the ED-LVN position.
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	POC 33: As part of the in-depth work they will be doing with the external experts to implement system changes, the CNO and CNO consultant will review nurse staffing throughout the hospital, patient acuity processes, and scope of nursing practice.

A397 - MONITORING:

As the hospital has eliminated the ED-LVN position, no further monitoring of the staffing of LVNs in the ED is warranted.

Further monitoring activities will be defined by the CNO, CNO consultant, and external experts as they implement systemic changes over the next few months.

























A404 - CORRECTIVE ACTION:

The Pharmacy Director reviewed and revised the IV Medication Administration policy to assure that it reflects current standards of practice.
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	POC 34: The Pharmacy Director circulated information to the pharmacists via email regarding entering the physician’s order fully in the patient’s profile, including hold parameters, so all information prints on the MAR.

The Director of Education, assisted by the CNO and Pharmacy Director, informed the nurses about the policy, emphasizing that medication must be administered per the physician’s order.  This information included:
          a. Assuring medication is administered per physician’s order.
          b.  Holding Medication:  The complete order should be transcribed to the MAR including any administration or hold parameters.  If no parameter is provided and a nurse holds a medication due to a patient safety concern, the nurse must contact the physician for further direction and document this interaction in the patient’s chart.
          c.  Medication administration must be consistent with current standards of practice and hospital policy.
          d.  Patients must be monitored for adverse medication effects.
          e.  The 24-hour chart check must include a review of medication orders for accuracy and completeness, including any hold parameters.

Medication safety information was also circulated in the Best of Southwest, the hospital-wide monthly newsletter for February – May, and in the daily publication, “WOW” on 4/15/10.

The Pharmacy and Med/Surg/Tele Directors developed a flyer that was distributed to the clinical staff involved in the medication administration process.

A new Pharmacy Director began on 5/18/10 and is reviewing the policy to determine whether further revisions are warranted.  If so, the Pharmacy Director will circulate additional information to the nursing staff regarding changes to the policy on medication administration.
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Nursing leaders conduct random concurrent observations and retrospective review of patient charts each month in accordance with the sample sizes established by the Joint Commission to verify that medication administration complies with applicable medication administration policies and procedures.  The leader provides immediate feedback should there be any concerns identified during the review, and repeated occurrences will result in referral for progressive discipline.

At the time of the 24-hour chart check, if the hold parameters are not preprinted on the MAR, the nurse doing the chart check must handwrite the information on the MAR and notify the Pharmacy via fax of the correction.

The Pharmacy Director audits a minimum sample of at least 70 order entries per month for completeness.  This sample size is in accordance with the sample size established by the Joint Commission.

Each nurse's competency in safe administration of medication is validated during each employee’s annual performance evaluation.

The CNO and Pharmacy Director assure that data is aggregated monthly for analysis and action planning as appropriate.  The report is forwarded to the P&T Committee.  Upon three consecutive months of achieving 90% or greater compliance with policy, the P&T Committee will determine whether further action is warranted.
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A405 - CORRECTIVE ACTION:

The Pharmacy Director reviewed and revised the IV Medication Administration policy to assure that it reflects current standards of practice.

The Director of Education, assisted by the CNO and Pharmacy Director, provided information on the revised policy to nurses to assure that medication is administered per hospital policy.  The information included the expectation that 
	, Row 1_9: 
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	POC 38: medications are initiated within the proper time frames.  Information was circulated via the Best of Southwest, the hospital-wide monthly newsletter in March; a Medication Safety Flyer,  which was attached to the April Best of Southwest, the monthly hospital-wide newsletter; and the annual competency event, which began on 3/31/10.

A new Pharmacy Director began on 5/18/10 and is reviewing the policy to determine whether further revisions are warranted.  If so, the Pharmacy Director will circulate additional information to the nursing staff regarding changes to the policy on medication administration.

A405 - MONITORING:

Nursing leaders conduct concurrent observations and retrospective review of 70 patient charts each month in accordance with the sample size recommended by the Joint Commission to verify that medication administration complies with applicable medication administration policies and procedures.  The leader provides immediate feedback should there be any concerns identified during the review; repeated occurrence will result in referral for progressive discipline.

Each nurse's competency to administer medication safely is validated during the nurse's annual performance evaluation.

The CNO assures that data is aggregated monthly for analysis and action planning as appropriate.  The report is forwarded to the P&T Committee.  Upon three consecutive months of achieving 90% or greater compliance with policy, the P&T Committee will determine whether further action is warranted.
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A409 - CORRECTIVE ACTION:

1. Timely Administration of IV Medication:

The Pharmacy Director reviewed and revised the IV Medication Administration policy to assure that it reflects current standards of practice.

The Director of Education, assisted by the CNO, prepared and circulated information to the nurses regarding the revised policy to assure that medication is administered per hospital policy.  This includes the expectation that medications
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	POC 40: are initiated within the proper time frames.  Information was provided via medication safety information in the Best of Southwest, the hospital-wide monthly newsletter for February – May, and in the daily publication, “WOW” on 4/15/10.

A new Pharmacy Director began on 5/18/10 and is reviewing the policy to determine whether further revisions are warranted.  If so, the Pharmacy Director will circulate additional information to the nursing staff regarding changes to the policy on medication administration.

2.  Labeling of IV Solutions:

The CNO provided oversight of the review and revision of the IV administration policy.  Language was added to clarify the expectation that when hanging an IV solution or IV medication bag, the nurse must label the bag with the date, time and initials.

The Director of Education, assisted by the CNO, circulated information to the nurses regarding the revised policy to assure that IV solutions and medication bags are properly labeled with the date, time and initials when they are hung.   Information was circulated via the Best of Southwest, the monthly hospital-wide newsletter.

A409 - MONITORING:

Nursing leaders conduct concurrent observations and/or retrospective review of 70 patient charts per month in accordance with the sample size established by the Joint Commission to verify that medication administration complies with applicable medication administration policies and procedures.  The leader provides immediate feedback should there be any concerns identified during the review; repeated occurrence will result in referral for progressive disciplinary action.

Each nurse's competency to administer medications safely is validated during each employee’s annual performance evaluation.
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A438 - CORRECTIVE ACTION:

1.  Physician Transcription:
          a.  The Administrative Director of Quality Outcomes reviewed and confirmed that the Medical Staff Rules & Regulations stated that each practitioner involved in the care of the patients is responsible for preparing a complete and legible record for each patient.
          b.  The Chief of Staff met with the Health Information Management (HIM) Director to review the process for analyzing a record for completeness of documentation and identified a mechanism for the HIM staff to notify a physician of the blanks within a report and to require that the blanks are addressed prior to deeming the record complete.
          c.  The HIM Director reviewed and revised the Medical Staff Suspension for Delinquent Medical Records policy to include the physicians’ responsibility to address blanks within dictated reports.  The Medical Staff P&P Committee reviewed and approved the policy at the 4/23/10 and the policy is completing the formal routing process.
          d.  On 4/26/10 the Chief of Staff issued a memo to the members of the Medical Staff regarding their responsibility to assure a complete and accurate medical record.  The physicians were informed that, effective 5/1/10, transcribed reports with blanks would not be deemed complete until the blank was addressed.  The memo included information to assist the physician in addressing the blank within the document imaging system.

2.  Admission Database:
          The CNO had the nursing admission database revised to designate a nurse's signature line.

3.  ED Record:
          The ED Chair communicated to the ED physicians and physician assistants the expectation to note the date and time of the physician exam.
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	POC 44: A438 - MONITORING:

1.  Physician Documentation
          a.  The HIM Director oversees daily monitoring of the medical staff delinquency rate and acts per the approved Medical Staff suspension policy.  Physicians are suspended after proper notification until they complete their delinquent records.  While a physician is on suspension for delinquent records, his/her ID# is deactivated in the hospital system.  The suspension list is located on the hospital intranet and is updated daily.
            b.  The HIM Director provides a suspension report at the UR/MR Committee meeting for analysis and action planning as appropriate.  Physician suspension information is also incorporated into individual physician files for review and consideration during reappointment.

2.  Admission Database
          The Nurse Managers assure that the prior version of the database is purged from the units and replaced with the revised Admission Database.

3.  ED Record
          a.  The HIM Director oversees the monitoring of the ED record to assure that the date and time of the physician exam is documented.  The data is aggregated monthly and provided to the ED Division Chairs for action.
          b.  The ED Division Chairs provide a report at the ED Department meetings.  The minutes reflect the actions taken to gain and maintain ongoing compliance.

The Medical Staff Quality Improvement Committee reviews aggregate reporting of physician performance and develop further plans of action.


(A449 begins on the next page)
	l_2: 
	, Row 1_12: 
	, Row 1_13: 
	D1~1: 
	t: 
	O«VO: 
	undefined_124: 
	n: 
	or_2: 
	POC 45: A449 - CORRECTIVE ACTION:

1.  Anesthesia Record:

The Administrative Director of Quality Outcomes reviewed and confirmed that the Department of Anesthesia Rules & Regulations require a progress note to be recorded on the patient’s chart by the anesthesiologist after recovery from the anesthesia.

The Anesthesia Department Chair communicated with the anesthesiologists the expectation that the post-anesthesia evaluation must be documented after the conclusion of the procedure to assess accurately the patient’s response to anesthesia medications and interventions.

Perioperative nursing staff were reminded through Best of Southwest (the monthly hospital-wide newsletter) that they are to notify the House Supervisor immediately and then initiate an incident report if they identify a post-anesthesia evaluation that is done prior to the conclusion of a procedure.  The House Supervisor must immediately call the Medical Director, who addresses the issue with the physician in question.

The physician consultant will work with the new CMO and the external experts to review the bylaws and address such issues at a more systemic level with the physicians.

2.  ED Disposition:

The Administrative Director of Quality Outcomes reviewed and confirmed that the Medical Staff Rules & Regulations require a complete emergency record, including the patient’s condition and disposition at discharge.

The ED Department Chair communicated with the ED physicians and physician assistants the expectation that the record must reflect the patient’s disposition and condition at discharge.
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1. Anesthesia Record:

A surgical department nurse who identifies a post anesthesia evaluation that is done prior to the conclusion of the procedure must initiate an incident report. The incident is forwarded to the Anesthesia Department Chair for review and appropriate action.  Reports are included in the data that is reviewed as part of the physicians reappointment file.

Aggregate data from the incident reports are reported at the Medical Staff Quality Improvement Committee for analysis and action planning as appropriate.

Hospital leaders conducting weekly rounds do a random audit of the timing of completion of the post-anesthesia evaluation.  The leaders provide immediate feedback for any observed or reported violation.

2. ED Record:

The HIM Director oversees the monitoring of the ED record to assure that the disposition and condition of the patient at discharge is documented.  The data is aggregated monthly and provided to the ED Division Chairs for their review and action.

The ED Division Chairs provide a report at the ED Department meetings.  The minutes reflect the actions taken to gain and maintain ongoing compliance.

The Medical Staff Quality Improvement Committee reviews aggregate reporting of physician performance and develop further plans of action.
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1.  Physician Transcription:
     a.  The Administrative Director of Quality Outcomes reviewed and confirmed that the Medical Staff Rules & Regulations stated that each practitioner involved in the care of the patients is responsible for preparing a complete and legible record for each patient.
     b.  The Chief of Staff met with the Health Information Management (HIM) Director to review the process for analyzing a record for completeness of documentation and identified a mechanism for the HIM staff to notify a physician of the blanks within a report and to require that the blanks are addressed prior to deeming the record complete.
     c.  The HIM Director reviewed and revised the Medical Staff Suspension for Delinquent Medical Records policy to include the physicians’ responsibility to address blanks within dictated reports.  The Medical Staff P&P Committee reviewed and approved the policy at the 4/23/10 and the policy is completing the formal routing process.
     d.  On 4/26/10 the Chief of Staff issued a memo to the members of the Medical Staff regarding their responsibility to assure a complete and accurate medical record.  The physicians were informed that, effective 5/1/10, transcribed reports with blanks would not be deemed complete until the blank was addressed.  The memo included information to assist the physician in addressing the blank within the document imaging system.

2.  Admission Database:
     The CNO had the nursing admission database revised to designate a nurse's signature line.

3.  ED Record:
     The ED Chair communicated to the ED physicians and physician assistants the expectation to note the date and time of the physician exam.
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	POC 48: 4.  Doctor’s Orders
     a.  The Chief of Staff issued a memo to the members of the medical staff emphasizing that it was the physicians' responsibility to date, time, and authenticate all of their entries in the medical record.
     b.  The CNO issued a memo to the nursing staff reiterating the process for noting physician orders.  The memo was distributed via email and posted in all nursing units.

A450 - MONITORING:

1.  Physician Documentation
            a.  The HIM Director oversees daily monitoring of the medical staff delinquency rate and acts per the approved Medical Staff suspension policy.  Physicians are suspended after proper notification until they complete their delinquent records.  While a physician is on suspension for delinquent records, his/her ID# is deactivated in the hospital system.  The suspension list is located on the hospital intranet and is updated daily.
            b.  The HIM Director provides a suspension report at the UR/MR Committee meeting for analysis and action planning as appropriate.  Physician suspension information is also incorporated into individual physician files for review and consideration during reappointment.  

2.  Admission Database
     The Nurse Managers assure that the prior version of the database is purged from the units and replaced with the revised Admission Database.

3.  ED Record
     a.  The HIM Director oversees the  monitoring of the ED record to assure that the date and time of the physician exam is documented.  The data is aggregated monthly and provided to the ED Division Chairs for their action.
     b.  The ED Division Chairs provide a report at the ED Department meetings.  The minutes reflect the actions taken to gain and maintain ongoing compliance.
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	POC 49: 4.  Doctors' Orders
     The HIM Director oversees the monitoring of the patient records to assure that orders are dated, timed and signed by the physician and that the nurse has signed off (noted) the physician order.  The data is aggregated monthly and provided to the Senior Operating Team for Quality for analysis and action planning as appropriate, which may include referring concerns to the applicable Department Chair and/or the CNO.

The Medical Staff Quality Improvement Committee reviews aggregate reporting of physician performance and develop further plans of action.




A457 - CORRECTIVE ACTION:

The Administrative Director of Quality Outcomes reviewed and confirmed that the Physician Order policy contained the requirement to authenticate all verbal/telephone orders within 48 hours, and noted that verbal orders should be used rarely and only in an urgent/emergent situation.

A brightly colored flyer that included the need to date/time and sign telephone orders was placed in the chart as a visual cue for physicians.

The Chief of Staff issued a memo to the members of the medical staff outlining the physicians' responsibility to date, time and authenticate verbal/telephone orders within 48 hours.

The staff member who transcribes a telephone order is responsible for flagging the order to alert the physician to date, time and sign the order.  Written information was provided to nursing staff members to remind them of this responsibility.

A457 - MONITORING:

The PI Department oversees the review of 70 records each month for compliance with this
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A467 - CORRECTIVE ACTION:

The Administrative Director of Quality Outcomes reviewed and confirmed that the Medical Staff Rules & Regulations state that the physician is responsible for directing and supervising the patient’s overall medical care.

The Director of Dietary drafted a new tool for the medical record for communicating nutritional recommendations to the physicians.  The survey findings and the tool were discussed at the MEC 
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	POC 51: meeting of 2/11/10.  The process for acknowledging the RD’s recommendation was reviewed.  The MEC directed the Director of Dietary to proceed with the plan.

The Director of Dietary distributed a memo to the medical staff emphasizing the need to review and acknowledge the dietitian’s recommendations.

The Director of Dietary reviewed and revised the Dietary P&Ps to clarify documentation elements.  The Nutritional Interdisciplinary Screening & Assessment policy states when patients at nutritional risk are identified early, timely and appropriate nutritional care can be initiated.  The Nutrition Assessment – Standards of Care policy states the RD will leave a note in the physician’s progress note section indicating that a nutritional assessment has been completed, making pertinent recommendations, and referring the physician to the nutrition progress notes.  These policies were approved by the P&P Committee.

Two stickers were drafted (nutrition recommendations & tube feeding recommendations) and routed and approved by the Forms Committee.

The Director of Dietary reviewed the use of the stickers and the planned monitoring process with the clinical dietary staff at the April staff meeting.  On the dietician’s next rounding cycle, if a dietary recommendation is not acknowledged by the physician, the dieticians must contact the physician to discuss patient’s plan of care.

The stickers were implemented.

A467 - MONITORING:

The Director of Dietary oversees a random audit of 70 patient records per month in accordance with sample sizes established by the Joint Commission to assure that physicians acknowledge the RDs' recommendations as evidenced by a comment in the progress notes or by a subsequent order incorporating the recommendations.
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A490 - CORRECTIVE ACTION:

The Corporate Response Team under the leadership of the Corporate VP Quality Management included two pharmacy consultants who arrived at the hospital on 4/28/10 to provide an initial review of the hospital medication management system.

With the assistance of the Corporate Response Team and medical staff, the hospital will incorporate the recommendations of the Corporate Response Team and restructure the Pharmacy & Therapeutics (P&T) Committee membership to assure multidisciplinary participation at the appropriate levels, including representative physician participation, to improve effective oversight of the medication management processes, including therapeutic interchange, protocols, and physician ordering practices.

A new Director of Pharmacy was hired and began a review of the policies and procedures relevant to the citations in this report.

The CEO with CMS approval selects and contracts with external experts, including a lead on-site expert, to conduct an independent review of all hospital services.  The lead expert is to provide oversight and coordination of the hospital's compliance efforts, including the use of other external resources, and to provide ongoing written feedback to CMS and the hospital about the hospital's improvements and compliance with the applicable Medicare rules.  The new Director of Pharmacy will work with the external experts to implement improvements to the pharmacy systems.
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	POC 54: Actions taken to address the individual findings are summarized here with additional detail in the tags identified.

     1.  Fentanyl – The Pharmacy Director revised the policy to include the language of the Black Box Warning.  See A500, #7.

     2.  Pharmacist Competency – The Pharmacy Director developed and validated pharmacist competency for pharmacy driven protocols.  See A500, #1.

     3.  Timely Administration of Antibiotics – The IV Medication Administration policy was revised to reflect current standards of practice.  See A500, #6.

     4.  Insulin Protocol – The Pharmacy Director confirmed that an outdated form was being used, and the managers assured that the current version of the form was stocked on the units.  See A500, #5.

     5.  Medication Administration – The autosubstitution policy was revised to provide clear documentation of this process.  See A500, #3.

     6.  Chemotherapeutic Administration – A chemo glove box was installed to provide a dedicated unit for this purpose, the policy was reviewed, and pharmacy staff education accomplished.  See A500, #8-11.

     7.  Emergency Medication Supplies – The policies relating to stocking of emergency medication supplies were revised and implemented.  See A500, #19.

     8.  Expired Medications – The Pharmacy Director took action related to each event with follow-up monitoring as appropriate.  See A505, #1-12.

     9.  Rapid Intubation Box – A policy was developed to assure proper medications are
	STATEMENT Of DEI-IClfNCII:S AND PLAN OF CQRRECHON: 
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	TAG: 
	POC 55: supplied in the intubation box.  See A500, #2.

     10.  Maintenance of Pharmacy Refrigerator – The Pharmacy Director assured that Plant Operations included the medication refrigerators in the computerized preventive maintenance tracking system.  See A500, #4.

     11.  Malignant Hyperthermia (MH) Carts – The Pharmacy Director took action to assure the proper stocking of the MH carts.  See A500, #12.

     12.  Malignant Hyperthermia Policy – The Pharmacy Director took action to assure that the policy and the cart content list are kept current.  See A500, #13.

     13.  Adult and Pediatric Crash Carts – The Pharmacy Director revised the P&P’s to include the contents of the crash carts.  See A500, #14.

     14.  Intubation Kits (#14) – The Pharmacy and Critical Care Directors developed and implemented the P&P for establishing and maintaining rapid intubation kits.  See A500, #15.

     15.  Solution Warmer – The Pharmacy Director took action to assure that solutions in the warmers are stored at the proper temperature.  See A500, #16.

     16.  Solution Warmer – The Pharmacy Director added the solution warmers to the unit inspection rounds.  See A500, #17.

     17.  Xopenex – The Pharmacy Director took action to assure that opened packages of Xopenex are properly dated in order to track the expiration date.  See A500, #18.

A490 - GENERAL MONITORING:

The P&T Committee is responsible for overseeing pharmacy operations and compliance.  Reports and proceedings of the P&T Committee forward to the MEC and the Board.
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1.  Corrective Action for competency to use hospital protocols:

The Pharmacy Director developed a competency tool for the hospital-approved vancomycin and aminoglycoside dosing protocols.  The Director had each pharmacist complete the tool.

The Pharmacy Director made sure the new competency tool was included to be used when orienting new hires and annually as part of the process for re-evaluating each pharmacist's competency.

The P&T Committee as the medical oversight committee is responsible for reviewing and approving new protocols, and recommending that competencies are created and implemented for all protocols approved.

 1.  Monitoring for competency to use hospital protocols:

The Director of Pharmacy monitors to confirm that that all pharmacists complete the competency tools for hospital-approved protocols upon hiring and annually.


2, 12, 13, 14, 15, & 19.  Corrective Action for Emergency Medications:

The Pharmacy Director reviewed and revised the P&P’s associated with emergency medication supplies (including the boxes, trays, or carts used for intubation, crash carts, and malignant hyperthermia) to define the content for those trays as follows and had those policies approved:
          a. The Malignant Hyperthermia policy was revised  to make the medication listing consistent with recommendations of the Malignant Hyperthermia Association of the United States.
          b. The contents of the crash carts were added to the policy on Resuscitation of the Adult, Child, Infant, Newborn and are consistent with Advanced Cardiac Life Support (ACLS), Pediatric
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          c. The Pharmacy Director identified a standardized medication list for the intubation kit.  This information was incorporated into the policy on Resuscitation of the Adult, Child, Infant, and Newborn.

The Pharmacy Director reviewed and made sure that the lists used to stock emergency medications are consistent with the contents lists in the approved policies.

The Pharmacy Director reviewed with the pharmacists during unit staff meeting the following requirements:
          a. A content list matching the content list in the applicable policy must be posted on the outside of the crash carts, tray, or boxes used for emergency situations.
          b. The expiration date of the first medication to expire must be posted on the outside of the crash cart, tray or boxes used for emergency situations.  
          c. The Pharmacist must inspect the emergency medications prior to sealing the cart or container to assure the contents are complete and accurately represented on the posted list.  The pharmacist must date and initial the attached list.

2, 12, 13, 14, 15, & 19.  Monitoring of Emergency Medications:

The Pharmacy Director and Managers perform weekly random audits of carts, kits, and trays of emergency medications to confirm that the contents are complete, correct, and accurately reflected on the posted list.  Immediate action is taken to rectify any discrepancies identified during the audit with verbal counseling of the pharmacist who signed the content list.

The Pharmacy Director aggregates the audit information and provides a report at the P&T Committee for analysis and further action as appropriate.  After 100% compliance is achieved for 3 consecutive months, the P&T Committee will 
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The P&T Committee is responsible for reviewing and approving that any changes to standards on contents for emergency medications and any resultant changes in policy also trigger an update of the contents lists on the carts, trays, or boxes.


3.  Corrective Action for Automatic Substitution Protocol:

The Pharmacy Director revised the policy to clarify the process for documenting autosubstitution within a patient’s medical record.  The policy was routed to and approved by the medical staff.

The Pharmacy Director and the CNO review with the pharmacists and the nurses the revised policy for making and documenting an autosubstitution in accordance with the approved protocol.  The MAR must reflect when a medication has been autosubstituted as approved by the medical staff.  An online resource for the approved autosubstitutions is available on every nursing unit, and a pharmacist is available 24/7 for any additional questions.

3.  Monitoring for Automatic Substitution Protocol:

The Pharmacy leaders conduct an audit of 70 autosubstituted medications per month (in accordance with Joint Commission sample sizes) to assure that the MAR documentation is present and correct in accordance with the approved Pharmacy protocols.  Data is aggregated monthly for analysis and action planning and reported at the P&T Committee.  Upon achieving 90% or greater compliance with the policy for three consecutive months, the P&T Committee will review and determine what further action is warranted.


4.  Corrective Action, Refrigerator Maintenance:

The Plant Operations Director had routine
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The Plant Operations Director with the assistance of the Pharmacy Director conducted an inventory to validate that all patient medication refrigeration units have been identified and entered into the computerized maintenance management system (CMMS).  The Plant Operations Director confirmed that on an ongoing basis, all units have been scheduled for annual preventative maintenance as per the hospital policy.

4.  Monitoring for Medication Refrigerators:

The Plant Operations Director and Managers monitor timely performance of scheduled preventative maintenance tasks through the CMMS program, which is reviewed monthly.

The Plant Operations Director assures that PM completion status is reported through the Environment of Care Committee on a quarterly basis.


5.  Corrective Action for Insulin Protocol:

The Pharmacy Director reviewed the cited event and discovered that the insulin protocol form in question was outdated and had been replaced with the current version which had been approved in 9/08.  The current version provides a more direct set of instructions for safely managing the patient’s blood sugar to prevent severe hypoglycemic effects.

The ICU Managers validated that the ICU/PCU unit inventory contains only the current version of the insulin protocol.  The Manager verified that the correct version of the form was loaded on the form company ordering website.

The ICU Manager discussed this finding with the staff to apprise them of the event and of the need to confirm that the current version of the protocol is in use.
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The ICU Manager is responsible for confirming that outdated forms are removed from inventory when a new protocol form is stocked.


6.  Corrective Action for IV Antibiotics:

The Pharmacy Director reviewed and revised the IV Medication Administration policy to assure that it reflects current standards of practice.

The Director of Education, assisted by the CNO, provided information to the nurses regarding the revised policy to assure that medication is administered per hospital policy.  This includes the expectation that medications are initiated within the proper time frames.  Information was circulated via medication safety information in the Best of Southwest, the hospital-wide monthly newsletter for February – May, and in the daily publication, “WOW” on 4/15/10.

The PI Director defined the monitoring process to measure, analyze and track compliance and progress toward meeting the goals of the IV Medication Administration policy.

6.  Monitoring for IV Antibiotics:

Pharmacy and Nursing leaders perform concurrent observations and retrospective monitoring to assure that their staff members comply with the P&P on IV Medication Administration of antibiotics as it relates to each employee’s job description.  Leaders provide immediate feedback to staff members during concurrent observation, and repeated occurrences will result in referral for progressive discipline.  More generally, each nurse's competency in administering medication safely is validated during the employee’s annual performance evaluation.
     b.  The CNO assures that data is aggregated monthly for analysis and action planning as appropriate.  The report forwards to the P&T
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	POC 62: Committee.  Upon three consecutive months of achieving 90% or greater, the P&T Committee will determine whether any further action is warranted. 


7.  Corrective Action with regard to Fentanyl Patches:

The Pharmacy Director revised and obtained approval of the Fentanyl policy to identify clearly and include the FDA Black Box warning information as follows:
       Fentanyl Transdermal patch is indicated for management of persistent, moderate to severe chronic pain that:
          -Requires continuous, around-the-clock opioid administration for an extended period of time, and cannot be managed by other means such as non-steroidal analgesics, opioid combination products, or immediate-release opioids.
          -Fentanyl patch should ONLY be used in patients who are already receiving opioid therapy, who have demonstrated opioid tolerance, and who require a total daily dose at least equivalent to DURAGESIC 25 mcg/h. Patients who are considered opioid-tolerant are those who have been taking, for a week or longer, at least 60 mg of morphine daily, or at least 30 mg of oral oxycodone daily, or at least 8 mg of oral hydromorphone daily or an equianalgesic dose of another opioid.
     Because serious or life-threatening hypoventilation could occur, Fentanyl transdermal system is contraindicated:
          1. in patients who are not opioid-tolerant,
          2. in the management of acute pain or in patients who require opioid analgesia for a short period of time,
          3. in the management of post-operative pain, including use after out-patient or day surgeries (e.g., tonsillectomies),
          4. in the management of mild pain, or
          5. in the management of intermittent pain [e.g., use on an as needed basis (prn)].
    The pharmacist will call the prescribing physician if the patient status does not conform to
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	POC 63: the guidelines and obtain a replacement order.  Policy approved and implemented.

The Director reviewed the revised policy with the pharmacists.

7.  Monitoring of Orders for Fentanyl Patches:

The Pharmacy leaders conducted a medication usage evaluation for Fentanyl to assure that its use is consistent with the revised P&P.

The outcome of the review is being reported at the P&T Committee for analysis and further action planning as appropriate.


8, 9, 10, & 11.  Corrective Action for Cabinet, Use, Cleaning, and Training with respect to Chemotherapeutic Medications

The Pharmacy Director oversaw the installation of a chemo glove box, which is a negative pressure box dedicated for chemotherapy preparation only.

The Pharmacy Director reviewed the Preparation of Antineoplastics P&P and validated that its the content was current and appropriate.

The Pharmacy Director reviewed the cleaning solution and process for cleaning and disinfecting the chemo glove box before and after each activity, and at the end of each shift, and confirmed that it was appropriate for the unit and would decontaminate all of the chemotherapeutic medications used at the hospital.

The Pharmacy Director and Managers assured that each employee who uses the glove box in the preparation of chemotherapeutic agents completed a competency validation on use and cleaning of the unit.

The Pharmacy Director added the competency to the new hire orientation and annual competency skill checklist.
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	POC 64: 8, 9, 10, and 11.  Monitoring for Use, Cleaning, and Training on cabinet for compounding chemotherapeutic medications:

The Pharmacy Director is responsible for keeping the policy and choice of cleaning method current based on the chemotherapeutic medications compounded in the pharmacy.

The Pharmacy Director is also responsible for confirming that new employees receive orientation and current employees receive annual retraining on use and cleaning of the chemo glove box in accordance with policy.


16 and 17.  Corrective Action with regard to Solution Warmers.

The Surgery Manager immediately removed and discarded the compromised solutions identified during the survey.  All fluid warmers were checked and verified that they were at the proper temperature.

An investigation by the BioMed technician discovered that the bags had been placed on the floor of the unit when they should be placed on a rack within the cabinet.  The rack was obtained and placed in the unit.  The BioMed technician verified the unit temperature readings as within range.

The Surgery Manager restocked the unit utilizing the rack within the cabinet and confirmed that the solutions on the rack measured at a temperature less than the maximum temperature allowed.

The Pharmacy Director added the warming cabinets to the unit inventory checklist that pharmacists use during their monthly pharmacy unit inspections.

16 and 17.  Monitoring with regard to Solution Warmers.

Both Surgery Managers and nursing staff in the
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	POC 65: OR check daily to confirm the temperatures and that the contents of the cabinet are located on the rack and not placed on the floor of the warmer cabinet.

The Pharmacy Manager maintains the records of the monthly unit inspections and reports trends and variances to the P&T Committee.


18.  Corrective Action with respect to Xopenex

The Pharmacy Director revised the Medication Storage and Control policy to include proper labeling of Xopenex.

The Pharmacy Director provided the following information to the Respiratory Care Director:

          a. When a Xopenex foil package is opened, the package must be dated.  All unit doses in an opened foil package are good for 14 days.

          b. Xopenex unit doses stored outside the foil package must be dated on the unit dose and are good for only 7 days.

The Pharmacy and Respiratory Care Directors provided information to staff about Xopenex via memo or during staff meeting.

A Respiratory or Pharmacy staff member who identifies an undated open package (or an undated unit dose outside the package) must discard the product and generate an incident report.

18.  Monitoring with respect to Xopenex:

When the Respiratory Care Practitioner obtains Xopenex, the employee must validate that the appropriate dating is present.  When the pharmacy staff refills the PYXIS unit, the pharmacy staff member must inspect the Xopenex compartment to validate appropriate dating has been done to ensure proper storage.
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