



































A505 CORRECTIVE ACTION & MONITORING:

A new Pharmacy Director was hired and began
working on 5/18/10. The new Pharmacy Director
initially reviewed the policies pertinent to this
report. The new Pharmacy Director will work with
the external consultative experts over the next
few months to implement more widespread
improvements to the systems for providing
pharmacy services. In the meantime, the hospital
took the following specific actions to address the
citations:

1. Corrective Action regarding expired
medications in the refrigerator:

The Pharmacy Director discarded the expired 01/15/10
product and provided verbal counseling to the

staff member responsible for inspecting the

refrigerator.

The Pharmacy Leaders reinforced the process for 02/01/10
inspecting all medications for expiration dates
with the pharmacy staff.



1. Monitoring regarding expired medications in
refrigerators:

In addition to regularly scheduled pharmacy 01/19/10
inspections, the Pharmacy Leaders are

conducting weekly spot checks of medications for
expiration dates. Any outdated medications are

being immediately discarded and noted. Audit

results are reported to the P&T Committee.

2. Corrective Action regarding 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 staff with information about the revised
policy via memo or 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.

2. 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.



3. Corrective Action with respect to OR scrub
sponges:

The Surgical Services Director discarded the 01/19/10
expired product.

The Surgical Services Leaders reinforced the 01/31/10
process for consistently inspecting all products for
expiration dates with the surgery staff via the daily

OR Board meetings.

3. Monitoring with respect to OR scrub sponges:

Surgical staff conduct monthly audits for product  03/01/10
expiration dates. The audits are submitted to the

OR Manager for review. The Manager also

conducts random spot checks to validate the

audit findings. Medication issues are reported to

the Director of Pharmacy, who reports to the P&T
Committee. Issues with surgical supplies are

reported to the Value Analysis Committee.

4,5, and 8. Corrective Action on medication
expiration dates on MH cart and intubation tray:

Finding #4: The Pharmacy Director investigated 02/01/10
the event and determined that the staff member

listing the first outdated medication on the

malignant hyperthermia cart erred, by listing both
furosemide and heparin as expiring on 4/1/10.

The Director inspected all medications and

validated that there were no actual outdated

medications. The employee was counseled.

Finding #5: The Pharmacy Director investigated 02/01/10
the event and determined that the staff member

that completed the malignant hyperthermia

restock failed to replace and update the

medication listing, which resulted in the

inaccuracies identified during the survey. The

Director inspected all medications and validated

that there were no actual outdated medications.

The employee was counseled.

Finding #8: The expired medication vials were 02/01/10
immediately and appropriately discarded and
replaced with current stock. The Pharmacy



Director investigated the event and determined
that the staff member who completed the check
of the intubation tray failed to identify and replace
the expired medication. The employee was
counseled.

The Pharmacy Director reiterated to the 02/01/10
pharmacy staff the expectation for accurate

record keeping related to expiration dates of

items on carts, trays, or boxes that contain

emergency medications.

4,5, and 8. Monitoring of expiration labeling on
carts, boxes, and trays.

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

emergency medications to assure that the

contents are 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 or

staff member involved. Any repeated instances

involving the same employee will result in

progressive discipline.

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 three consecutive months, the P&T

Committee will determine whether any further

action is warranted.

6. Corrective Action for Rapid Intubation Box:

The Pharmacy Director in collaboration with the  06/30/10
Critical Care 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 and Critical Care Directors 06/30/10
reviewed the revised policy with the pharmacy
staff and the ED and ICU nurses.



6. Monitoring of Rapid Intubation Box:

During the monthly pharmacy unit inspections,
the pharmacy staff member confirms that the RSI
box is properly stocked and stored. Findings of
noncompliance are to be forwarded to the
appropriate manager for corrective action and
reported to the P&T Committee.

7 and 10. Corrective Action regarding IV bags:

The Pharmacy Director determined labeling of IV
bags in or out of the external wrapper must be
done via labeling stickers. Permanent ink
markers may not be used on IV bags.
Information for nursing staff was accomplished
via Best of Southwest, the hospital-wide monthly
newsletter, for May 2010.

7 and 10. Monitoring of labeling of IV bags:

During the monthly pharmacy unit inspections,
the pharmacy staff member conducts a visual
inspection for appropriate labeling of IV bags.
Random spot checks are done by unit
managers/designee. Noncompliance is reported
to the nursing manager for re-education of staff
and to the P&T Committee for ongoing oversight
of compliance with this issue.

9. Corrective action with respect to the Wound
Care Center:

The Wound Care Center (WCC) Manager
immediately and appropriately discarded the
expired product.

The WCC Manager and Pharmacy Director met
to review the location of the WCC’s medications,
including any medicated dressing supplies, to
assure pharmacy staff do a thorough unit
inspection each month and identify the expiration
dates on all medications and dressing supplies.

06/30/10

06/11/10

06/30/10

01/12/10

01/20/10



The Pharmacy Director reviewed with pharmacy 02/01/10
staff the location of medications and supplies and

the process for conducting the monthly inspection

of the WCC.

9. Monitoring of Wound Care Center:

The pharmacy staff perform the monthly unit 02/01/10
inspections of the WCC, maintain the records,

and report results to the P&T Committee. Copies

of inspections that reveal noncompliance are

provided to the WCC manager for follow-up with

staff.

11. Corrective Action regarding time of hanging
IV bags and labeling:

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

was added to the policy 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 using a labeling sticker and not

by writing directly on the bag.

The Director of Education, assisted by the CNO, 06/30/10
provided 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 Best of Southwest,

the hospital-wide monthly newsletter for May

2010.

11. Monitoring of labeling IV bags at the time of
hanging:

Nursing leaders conduct random concurrent 06/30/10
observations of proper IV bag labeling. Any

unlabeled bag is brought to the attention of the

primary nurse to discontinue the unlabeled bag

and replace it with a new, properly labeled bag.

Repeat noncompliance results in referral for

progressive discipline.









A700 - CORRECTIVE ACTION:

To address the surveyors' conclusion that there  01/15/10
was an Immediate Jeopardy in the RSMC
ED/Imaging/Cardiac Cath Lab Area, the hospital
developed an immediate plan of correction that
included the following:

» The heat exchange pump was removed
from the ED entrance lobby.

» The penetrations in the smoke barriers
were sealed with the appropriate fire stopping
material.

» The computer on wheels blocking clear
visualization of the exit sign was moved and
permanently relocated.

* The hallways were cleared of patients and
equipment to ensure unobstructed egress and
access to fire pull stations.

* To reduce the crowding in the ED, the
hospital cancelled elective surgical cases to allow
use of the PACU for ED overcrowding. A
Program Flex was requested and granted for the
hospital to us the PACU for ED overflow.

 Urgent/emergent surgical cases
performed were then recovered in the operating
room, cared for by the PACU nurse with
appropriate medications and supplies.

As described in this report, the immediate
jeopardy was lifted on 1/19/10.

The hospital then took the following actions:

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

Management included two environment of care

consultants who arrived at the hospital on 4/28/10

to provide an initial review of the hospital physical
environment.



With the assistance of the Corporate Response  05/31/10
Team and the Corporate VP Quality

Management, the hospital incorporated the
recommendations of the consultants and

restructured the Environment of Care Committee.

The committee’s specific purpose is to assure

that equipment, biomedical devices, fire safety,

and other facility-related issues are corrected and

kept compliant.

Actions taken to address the individual findings ~ 05/31/10
are summarized here with additional detail in the
tags identified.

1. Penetrations in the separation walls in
the Wound Care Center (WCC) were sealed.
See K11 (LSC).

2. Penetrations in the walls and ceilings of
the WCC were sealed. See K12, K142 (LSC).

3. Penetrations were sealed and doors
required to be self-closing were corrected. The
large linen hamper in the WCC was replaced with
a small hamper of less than 32gal so that the
area was no longer a hazardous area and had
the proper rated construction. See K29 (LSC).

4. Egress corridors were cleared to provide
no hindrances to evacuation. See K38 (LSC).

5. Penetrations in the ED and Radiology
department smoke barrier walls were sealed.
See K25 (LSC)

6. The corridor off the ED was cleared and
an evacuation drill was held. The fire drill
schedule was revised to include all areas as
required. See K50 (LSC).

7. Fire/Smoke detectors with audible alarm
were installed in the Wound Care Center. See
K51 (LSC)

8. The equipment obstructing the fire pull
stations was moved and permanently relocated.
See K52 (LSC).



9. The egress corridors were cleared of all
obstructing furniture and equipment. See K72
(LSC).

10. Penetrations were sealed, smoke and
alarm devices installed, drills conducted and the
wiring repaired to ensure a safe environment for
the hyperbaric chambers. See K142 (LSC)

A700 - GENERAL MONITORING:

The Senior Operating Team for Safety oversees
the work of the Environment of Care Committee
and provides regular reports to the Board.
Evidence of direction and oversight are reflected
in the Team’s meeting minutes.

Please see responses to the citations under the K
Tags for specific monitoring activities.

06/14/10



A701 - CORRECTIVE ACTION:
1, 2, and 3. Penetrations

a. The penetrations of the occupancy 01/15/10
separations walls in the Wound Care Center were



sealed with appropriate fire stopping material to
prevent spread of smoke and fire in the event of a
fire.

b. The penetrations of the walls and ceilings 01/15/10
of the Wound Care Center/Hyperbaric room were
sealed with appropriate fire stopping material to
prevent spread of smoke and fire in the event of a
fire.

c. The penetrations in the smoke barrier 01/15/10
walls of the ED and Imaging departments were
sealed with the appropriate fire stopping material
to prevent spread of smoke and fire in the event of
a fire.

d. The COO engaged an outside contract  05/31/10
service to perform quarterly life safety inspections
related to smoke and fire penetrations hospital
wide (all facilities), and initiated a fire and smoke
rated assembly penetration permit process. All
workers must follow the permit process. Failure of
contractors to obtain permit or to seal penetrations
properly following work may result in termination of
the contract with vendor.

4,5, and 6. Unobstructed Egress & Access to Fire
Pull Stations

a. The ED no longer houses patients or 01/13/10
equipment in egress corridors or in front of fire pull
stations.

b. The CEO requested and was granted a  01/19/10
Program Flex to utilize the PACU for ED overflow
providing additional treatment bays for ED
patients.

A701 - MONITORING:

The Plant Operations Director/designee must 05/31/10
inspect and sign off on every fire and smoke rated

assembly penetration permit when the work is

completed to confirm no penetrations exist.

Quarterly preventive maintenance inspections 06/30/10
have been scheduled to be done by a third party
contract service to assure no penetrations persist.



Any wall and/or ceiling penetrations are to be
sealed immediately. The quarterly preventive
maintenance inspections are to be reported to the
Environment of Care Committee and forwarded to
the Senior Operating Team for Safety for
oversight.

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 keep corridors
and egress clear. Each leader provides
immediate feedback for any observed or reported
breach in meeting this requirement. 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.



A710 - CORRECTIVE ACTION:

1,2,3,4,5,7and 8. Unobstructed Egress &
Access to Fire Pull Stations

The CEO directed that the ED must keep the 01/13/10
egress corridors clear, no longer housing patients

or equipment in egress corridors or blocking

access to the fire pull stations.

The CEO requested and was granted a Program  01/19/10
Flex to utilize the PACU for ED overflow, providing
additional treatment bays for ED patients.

The staff in the RSMC ED conducted an 01/14/10
evacuation drill to review emergency evacuation
procedures.

The Plant Operations Director and Director of 05/31/10
Critical Care re-educated staff on the location of

pull stations, and the RACE and PASS procedures

in the event of an emergency through a fire

evacuation drill. The COO confirmed that review

of the RACE and PASS procedures is included in

the annual competency evaluation to assure that

staff retain the knowledge of emergency

procedures and prevent any delay in staff

response to a fire.

6. Penetrations, Fire System, and Fire Drills

The penetrations of the occupancy separation 01/15/10
walls in the Wound Care Center (WCC) were

sealed with appropriate fire stopping material to

prevent spread of smoke and fire in the event of a

fire.

The penetrations of the walls of the Hyperbaric 01/15/10
room in the WCC were sealed with appropriate fire

stopping material to prevent spread of smoke and

fire in the event of a fire.

The COO engaged an outside contract service to  05/31/10
perform quarterly life safety inspections related to

smoke and fire penetrations in the WCC as well as
hospital-wide (all facilities).



The COO also initiated a permit process for 05/31/10
contractors doing work that could create fire and

smoke rated assembly penetration. All workers

must follow the permit process. Failure of

contractors to obtain a permit or properly seal

penetrations at the end of a job may result in

termination of contract with vendor.

Smoke detection devices with audible alarms 05/31/10
were added to the WCC.

A fire alarm company conducted a fire evacuation 01/18/10
drill with mock patients to review procedures for

maintaining the safety of patients and staff. All

patients were evacuated within 3.5 minutes.

The Plant Operations Manager developed a 05/31/10
calendar for quarterly fire drills on each shift for
the WCC.

A710 - 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 keep corridors,
egress, and access to pull stationsclear. 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 Safety for analysis and action
planning as appropriate.

The Plant Operations Manager/designee inspects 05/31/10
and signs off on every fire and smoke rated

assembly penetration permit when the work is

completed to confirm that no penetrations exist.

The Director of Plant Operations confirms that 06/30/10
guarterly PM inspections by a third party contract

service occur to assure no undetected

penetrations persist. Any wall and/or ceiling

penetration found must be immediately sealed.

The quarterly inspections are reported to the



Environment of Care Committee and forwarded to
the Senior Operating Team for Safety for oversight.












A724 - CORRECTIVE ACTION:
1. Infant Security

a. 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.

b. An infant abduction drill was conducted and 02/26/10
critiqued to evaluate the response of the staff.

c. Reminders addressing aspects of infant 03/01/10
security were included in the hospital-wide monthly
meeting minutes for March.

d. 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.

2. Corrective Action for Refrigerator Maintenance:

a. The Plant Operations Director had routine ~ 05/15/10
preventative maintenance (PM) done on the
medication refrigerators.

b. The Plant Operations Director with the 05/15/10
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.

3. BioMedical (Biomed) Equipment

a. The Critical Care Director added to the 05/31/10
monthly unit checks the requirement to inspect
batteries in the pacemaker generator to confirm
that they are not out of date and provided
information to the ICU nursing staff.

b. Missing or Outdated BioMed Stickers

(1) The BioMed Manager had preventative 01/13/10
maintenance completed on the three pieces of
equipment identified. The stratavarius unit was
added to the equipment inventory listing.

(2) The BioMed Manager revised the 05/31/10
Equipment Management Plan to clarify that
operator responsibilities include removing from
use any piece of equipment with a missing or
outdated biomed sticker and to notify the BioMed
Department. Written information was provided to
the clinical staff via a Did You Know memo and
was included on the P&P Committee crosswalk,
which facilitates communication of changes
through Managers and Directors to staff as well
as up to the Board.

4. Ambu Bag/Anesthesia Machine

a. The Directors of Women'’s Services and 01/15/10
Surgical Services confirmed the presence of an
ambu bag for each anesthesia machine.

b. To provide an added layer of safety, an 01/15/10
additional ambu bag is now routinely stocked and
available in the OR'’s.

5. Glucometer

a. The glucometer was immediately cleaned 01/19/10
and the staff member involved was provided



clarifying information regarding the P&P related to
glucometer cleaning.

b. The Education Coordinator reviewed the 03/01/10
Equipment Cleaning policy and the competency
testing material and verified that the information
regarding the cleaning of the meter was current
and consistent with the manufacturer’s
recommendations.

c. Annual staff competency on the use and 06/30/10
cleaning of the glucometer was completed.

A724 - MONITORING:
1. Infant Security:

a. Hospital leaders (CEO, COO, AA, CNO, 06/01/10
and Directors of Quality, HR, Marketing, and all
clinical and nonclinical services) conduct ongoing
weekly rounds to verify that steps are taken to
maintain infant security. 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.

b. The Perinatal Nurse Specialist conducts 06/01/10
monthly infant abduction drills until the infant
security alarm system is reinstalled; after that,
drills will be conducted every two months. A
critique of the drill is submitted and reported
through the Environment of Care Committee.

2. Medication Refrigerators:

a. The Plant Operations Director and 06/01/10
Managers monitor timely performance of
scheduled preventative maintenance tasks
through the CMMS program, which is reviewed
monthly.

b. The Plant Operations Director assures that 06/01/10
the status of preventive maintenance is reported
through the Environment of Care Committee on a



guarterly basis.
3. Biomed

The BioMed Department conducts preventive  04/30/10
maintenance per established schedule. The
BioMed manager provides a regular report to the
Environment of Care Committee for analysis and
action planning as appropriate.

4. Ambu Bag

During routine rounding on the unit, the OB 06/01/10
and OR Charge Nurse check to confirm that an
ambu bag is present on each anesthesia machine
and that a back-up ambu bag is present in the
OR.

5. Glucometer

The Nurse Managers perform random weekly  06/01/10
spot checks to confirm that the glucometers are
clean and that staff can articulate the cleaning
process.

A747 - GENERAL CORRECTIVE ACTION:

The Administrative Director of Quality Outcomes  01/31/10
hired a full time experienced IC Director on

1/4/10. The Chief of Staff appointed a new IC

Committee Chair, an Infectious Disease

physician, who is also an experienced committee

chair. The IC Committee Chair and the IC

Director committed to regular monthly meetings to

review and discuss the IC program, data and any

case specific information.

The IC Committee met to review 2009 data, the 03/28/10
2010 risk assessments, and the proposed 2010

IC Plan. The documents were approved at the

2/22/10 meeting and forwarded and approved by

the MEC and the Board of Governors.

The IC Director mentored the two IC Coordinators 03/31/10



via one-on-one discussion and team meetings to
enhance their knowledge of IC prevention and
control topics. The two IC Coordinators
successfully passed the CIC certification exam.

The IC Director will work with the external 05/31/10
consultative experts to implement more
widespread systemic changes to the IC program.
In the meantime, below is a summary of actions
taken to address the individual findings with
additional detail in the tags identified:

1. The TB Exposure Plan was revised to
include physicians and mid-level practitioners in
the TB screening program. See A749, #1.

2. Surgical Attire/Cath Lab: Scrub attire
was implemented in restricted areas of the Cath
Lab, and the staff were educated on the practice
change. See A749, #2

3. The use of Cidex OPA was discontinued
in the Wound Care Center. See A749, #3.

4. Standard Precautions: Physician and
staff received reminder information about the
Isolation categories. Nursing was reminded to
contact the physician for clarifying information
should an isolation order be written not in
accordance with policy. See A749, #4.

5. Single patient use items: The P&P was
revised to include a policy statement regarding
complying with manufacturer’s requirements for
use and not reusing single-use items. See A749,
#5

6. The IC Director and Manager of the
WCC implemented a policy and validated staff
competency for cleaning the hyperbaric
chambers. See A749, #6.

7. The IV administration policy was revised
to clarify the process for labeling IV bags. See
AT49, #7.

8. Use of PPE: Individual staff received
re-education with general staff completing annual
education on IC practices. The education
reviewed proper use of PPE. See A749, #8.

9. The Dietary Director revised the policy to
assure proper cleaning of foods, such as
cantaloupe, that may be associated with food
borne iliness. See A749, #9.

10. The Dietary Director provided direct
feedback to the staff member involved in cleaning



the trays; annual employee evaluations were
conducted and reviewed the proper cleaning of
trays. See A749, #10.

A747 - GENERAL MONITORING:

The IC Committee’s actions are reviewed by the  06/01/10
Regulatory Compliance Committee to discuss

ongoing actions and progress toward full

compliance with the elements associated with the

CMS action plan.

A749 CORRECTIVE ACTION AND
MONITORING:

1. TB Screening - Corrective Action:

a. The IC Director revised the TB Exposure 05/31/10
Control Plan to include information about TB
Screening for healthcare workers in accordance
with CDC recommendations.

b. The Medical Staff office notified physicians 05/31/10
and mid-level practitioners of the requirement for
TB screening.

c. The Medical Staff office arranged for an 06/30/10
employee health provider to come to both
campuses once each week during June to
provide TB screening, and to attend the General
Medical Staff meeting in June. Alternatively,
physicians and mid-level practitioners may obtain
screening elsewhere and provide evidence of the
screening. A copy of the test results are
maintained in their file. Any physician or
mid-level practitioner that does not obtain
screening or provide evidence of screening by the
end of June will be referred to the Chief of Staff
and MEC for further action.

TB Screening - Monitoring:

The employee health provider will provide 07/01/10
information about which physicians and



04/30/10

04/14/10

05/31/10

06/30/10

04/01/10

04/14/10



flow. Immediate feedback is provided; repeated
occurrences of noncompliance with the cleaning
policy will result in referral for progressive
discipline. Any physician noncompliance will be
forwarded to the physician’s Department Chair for
appropriate action.

3. Cidex OPA in the WCC - Corrective Action

a. The IC Director required the immediate 01/14/10
discontinuation of the use of Cidex OPA in the
WCC. Instruments are sent for cleaning and
processing by the Sterile Processing Department
(SPD).

b. The IC Director assisted the WCC 01/19/10
Manager in developing an accurate instrument
cleaning policy for the WCC. The policy
delineates the proper use of an enzymatic cleaner
and the method for transporting the instruments
to SPD. The policy was approved.

c. The IC Director assisted the WCC Manager 03/01/10
in developing a staff competency for instrument
cleaning. The WCC Manager assured that all
staff involved in the cleaning of instruments
completed competency validation. Instrument
cleaning was added to the WCC new hire
orientation process in addition to the annual
competency.

Cidex OPA in the WCC - Monitoring

a. The WCC Manager conducts concurrent 02/01/10
observation of WCC employees who clean
instruments. Immediate feedback is provided;
repeated occurrences of noncompliance with the
cleaning policy results in referral for progressive
discipline.

b. The IC Coordinators conduct at least 02/01/10
monthly rounds in the WCC to assure ongoing
compliance with the instrument cleaning policy
and document rounds on a rounding checklist.

c. Each employee’s compliance with infection  05/01/10
prevention and control is incorporated into the



employee’s annual performance review.
4. Standard Precautions - Corrective Action

a. The IC Director reviewed the Isolation 03/31/10
Precautions policy on the issue of
reverse/protective isolation. and confirmed that
the policy was consistent with CDC
recommendations, which is to follow strict
adherence to standard precautions.

b. This finding was discussed and questions  04/27/10
answered at the General Medical Staff meeting
conducted by the Chief of Staff to facilitate
adherence to writing orders in accordance with
the hospital policy.

c. The IC Director provided a memo to the 05/31/10
physician and nursing staff regarding this topic.
Should an order be written for reverse or
protective isolation or for neutropenic
precautions, the doctor should be called to clarify
the order and to discuss a change in the order to
standard precautions.

Standard Precautions - Monitoring

The IC Coordinators during unit rounds initiate 05/15/10
an incident report if a physician persists in
ordering reverse or protective isolation or
neutropenic precautions instead of standard
precautions. The report is forwarded to the
physician’s Department Chair for further action.

5. Single Patient Use - Corrective Action

a. The IC Director revised the Equipment 05/31/10
Cleaning policy to include a statement that single
use items must never be reused. The policy was
approved.

b. Patient care staff in the clinical areas were  05/31/10
informed of this policy statement by the IC
Coordinator at the Charge Nurses' meeting on
5/21/10 and via a Did You Know memao.



Single Patient Use - Monitoring

The IC Coordinators during unit rounds assess 06/01/10
the storage areas to check stock and confirm no
items have been stocked that could be reused
and document on the rounds checklist. The ICPs
provide immediate feedback as indicated. Any
noted repeat occurrence is forwarded to the
employee’s supervisor for progressive discipline.

6. WCC Hyperbaric Chambers - Corrective
Action

a. The IC Director collaborated with the WCC  05/31/10
Manager to review and further revise the WCC
Infection Control policy dated 1/10 to include
additional requirements for the cleaning and
disinfecting process of the hyperbaric chamber.

b. The WCC Manager made sure that all 05/31/10
applicable WCC staff were educated on the
revised policy. Competency was verified by
direct observation. The HBO tech must
document the weekly cleaning on a log.

WCC Hyperbaric Chambers - Monitoring

The Manager and the IC Coordinators during  06/01/10
weekly unit rounds review the hyperbaric
chamber cleaning log to assure ongoing
compliance with the cleaning policy, document on
the rounds checklist, and report rounds results to
the IC Committee.

7. Labeling of IV Solutions - Corrective Action

a. The CNO provided oversight of the review  05/31/10
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.

b. The Director of Education, assisted by the  05/01/10
CNO, provided 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. The information was circulated via the
Best of Southwest, the monthly hospital-wide
newsletter.

Labeling of IV Solutions - Monitoring

a. Nursing leaders conduct concurrent 06/01/10
observations of proper IV bag labeling to verify
compliance with the policy. Any unlabeled IV bag
is brought to the attention of the primary nurse to
discontinue the unlabeled bag and replace it with
a new, properly labeled bag. Noncompliant
nurses are referred to progressive discipline as
indicated.

b. Each nurse's competency in safely 06/05/10
administering medication is validated during each
employee’s performance evaluation.

c. The CNO assures that data is aggregated  06/01/10
monthly for analysis at the Nurse Director's
meeting and action planning as appropriate. The
report forwards to the P&T Committee. Upon
three consecutive months of achieving 90%
compliance or greater, the P&T Committee will
determine whether further action is warranted.

8. PPE - Corrective Action

a. The staff member involved in this event was 01/15/10
provided immediate feedback regarding the
proper donning and doffing of PPE.

b. All clinical staff completed annual learning  06/05/10
modules, which included review of appropriate
infection prevention measures and proper
donning and doffing of PPE.

PPE - Monitoring

The IC Coordinators and managers during unit 06/01/10
rounds observe for any instances when isolation
precautions are not appropriately followed. The
ICP/manager provides immediate feedback for
any noncompliance with procedure. Any noted



repeat occurrence is forwarded to the employee’s
supervisor for progressive disciplinary action.

9. Food Cleaning - Corrective Action

a. The Director of Dietary reiterated the
principals of safe food handling with the kitchen
staff, and in particular the need to properly wash
cantaloupes. Review was provided during
informal unit discussions and the monthly dietary
meeting.

b. The IC Coordinators and kitchen staff
viewed a video on the concepts of safe food
handling in accordance with HACCP principles.

c. The IC Director collaborated with the
Dietary Director to integrate infection prevention
and control practices into the Dietary Department
operations via weekly rounds and review of
applicable policy and procedures.

d. The IC Director and the Director of Dietary
Services attended a food safety seminar.

Food Cleaning - Monitoring

a. All kitchen staff are evaluated upon hire
and during the annual competency evaluation for
knowledge of and compliance with food handling
in accordance with HAACP principles.

b. The annual inservice on HAACP principles
was completed as part of the monthly training
process.

c. As part of daily operations, the Food
Services Manager observes food handling
techniques and provides immediate feedback for
noncompliance with policy. Weekly, the Food
Services Manager conducts formal, documented
unit rounds and observes for any instances when
proper food handling principals are not followed.
The Manager provides immediate feedback for
any noncompliance, and any noted repeat
occurrence results in referral for progressive
discipline. The Manager reports results to the IC

02/28/10

02/28/10

05/01/10

06/30/10

06/05/10

05/01/10

06/01/10



Committee.

10. and 11. PPE and Dish Cleaning - Corrective
Action

a. The Director of Dietary provided prompt 01/20/10
reinforcement with the staff members involved in
these incidents, reminding them that gloves are to
be left in the box until ready for use, and trays are
to be air dried as per hospital policy.

b. The Director of Dietary also provided a 05/01/10
general reminder to the kitchen staff regarding
proper procedures for ensuring safe
foodhandling. All dietary staff were re-educated
and certified on HAACP principles.

PPE and Dish Cleaning - Monitoring

In addition to daily observation and feedback  06/01/10

as indicated, the Food Services Manager

conducts formal, documented weekly unit rounds

and observes for any instances when proper food

handling principals are not followed. The

Manager provides immediate feedback for

noncompliance, and any noted repeat occurrence

result in referral for progressive discipline.


















A800 - CORRECTIVE ACTION:

In addition to any improvements proposed by the 06/01/10
external consultative experts, the CEO is

contracting with an outside firm to provide an

assessment of the case management system and
recommendations for improvements to make the

system more effective. Meanwhile, the hospital

has taken the following initial actions:

a. The Case Management (CM) Director 05/31/10
reviewed and revised the discharge planning
policy to make it consistent with CMS
requirements and to have case managers staffed
7 days a week in order to respond daily, and by
the next day at the latest, to referrals for
discharge screening and needs assessments.
Additionally, a CM leader is available by pager
after business hours when a CM is not on site.

b. The CM Director provided a memo to 05/31/10
nursing and CM staff regarding this aspect of
care and the need to alert the case manager for
acute discharge needs. The memo further stated
that each nurse is to review discharge
instructions with the patient/family prior to
discharge. In communicating with the
patient/representative, nursing and CM staff are
to explain aspects of discharge planning in terms
that are understandable to the
patient/representative and confirm that the
patient/representative understands the
information.

A800 - MONITORING:
06/01/10
a. The CM Director oversees a review of 70
records a month in accordance with the review
sampling established by the Joint Commission to
confirm that appropriate discharge planning is
done. Review indicators are as follows:

- Early assessment of discharge planning
needs per an initial risk screen and needs
assessment if risk factors are present.

- Requests for discharge planning are
provided timely, including referrals

- Needs assessment when indicated
include the likelihood of post-hospital services



and availability

- Needs assessment when indicated
includes self-care evaluation

- DC planning evaluations are timely

- DC Planning is documented

- The patient receives DC instructions
appropriate to his/her assessed needs.

b. Data is aggregated monthly with action 06/01/10
planning as appropriate.

c. The CM Director forwards reports to the 07/01/10
Senior Operating Team for Quality. The team
oversight will be reflected in the meeting minutes.






A806 - CORRECTIVE ACTION:

The CM Director provided feedback on this 04/30/10
patient’s situation to the staff at hand. This topic

was also discussed at formal and informal staff

meetings.



The CM Director revised the policy so that a case  05/31/10
manager is available 7 days/week so that CM staff

can respond by the next day at the latest upon

receipt of a request for discharge planning.

A806 - MONITORING:

The CM Director oversees the review of 06/01/10
concurrent/retrospective patient records, and the

auditor assesses the timeliness of completing a

CM/Social Service referral. The information is

incorporated into the overall discharge planning

review as described in A800.

Please see A800 for additional detail about the
discharge planning process.

A808 - CORRECTIVE ACTION:

a. The Case Management (CM) Director 05/31/10
reviewed and revised the discharge planning policy
to make it consistent with CMS requirements and
to have case managers staffed 7 days a week in
order to respond daily to referrals for discharge
screening and needs assessments.

b. The CM Director provided a memo to nursing 05/31/10
and CM staff regarding this aspect of care,
including timely and thorough evaluation of a
patient's discharge needs. In communicating with
the patient/representative, nursing and CM staff
are to explain aspects of discharge planning in
terms that are understandable to the
patient/representative and confirm that the
patient/representative under the information.

A808 - MONITORING:

a. The CM Director oversees a review of 70 06/01/10
records a month in accordance with the review
sampling established by the Joint Commission to
confirm that appropriate discharge planning is



done. Review indicators are as follows:

- Early assessment of discharge planning
needs per an initial risk screen and needs
assessment if risk factors are present.

- Requests for discharge planning are
provided timely, including referrals

- Needs assessment when indicated
include the likelihood of post-hospital services
and availability

- Needs assessment when indicated
includes self-care evaluation

- DC planning evaluations are timely

- DC Planning is documented

- The patient receives DC instructions
appropriate to his/her assessed needs.

b. Data will be aggregated monthly with action 06/01/10
planning as appropriate.

c. The CM Director forwards reports to the 07/01/10
Senior Operating Team for Quality. The team
oversight will be reflected in the meeting minutes.






A809 - CORRECTIVE ACTION & MONITORING

The CM Director reviewed and revised the 05/31/10
discharge planning policy and provided

information to nursing and CM staff about the

process and revisions to the policy.

The CM Director oversees review of patient 06/01/10
records to determine compliance with the
discharge planning policy.

Please see more specific detail under A808.

A810 - CORRECTIVE ACTION & MONITORING:

The CM Director reviewed and revised the 05/31/10
discharge planning policy and provided

information to nursing and CM staff about the

process and revisions to the policy.

The CM Director oversees review of patient 06/01/10
records to determine compliance with the
discharge planning policy.

Please see more specific detail under A800 and
A808.



A811 - CORRECTIVE ACTION:

a. The Case Management (CM) Director 05/31/10
reviewed and revised the discharge planning
policy to make it consistent with CMS
requirements and to have case managers staffed
7 days a week in order to respond daily, and by
the next day at the latest, to referrals for
discharge screening and needs assessments.
Additionally, a CM leader is available by pager
after business hours when a CM is not on site.

b. The CM Director provided a memo to 05/31/10
nursing and CM staff regarding this aspect of
care and the need to alert the case manager for
acute discharge needs. The memo further stated
that each nurse is to review discharge
instructions with the patient/family prior to
discharge. In communicating with the
patient/representative, nursing and CM staff are
to explain aspects of discharge planning in terms
that are understandable to the
patient/representative and confirm that the
patient/representative understands the
information.

A811 - MONITORING:

a. The CM Director oversees a review of 70 06/01/10
records a month in accordance with the review
sampling established by the Joint Commission to
confirm that appropriate discharge planning is
done. Review indicators are as follows:
- Early assessment of discharge planning
needs per an initial risk screen and needs
assessment if risk factors are present.
- Requests for discharge planning are
provided timely, including referrals



- Needs assessment when indicated
include the likelihood of post-hospital services
and availability

- Needs assessment when indicated
includes self-care evaluation

- DC planning evaluations are timely

- DC Planning is documented

- The patient receives DC instructions
appropriate to his/her assessed needs.

b. Data will be aggregated monthly with action 06/01/10
planning as appropriate.

c. The CM Director forwards reports to the 07/01/10
Senior Operating Team for Quality. The team
oversight will be reflected in the meeting minutes.



A822 - CORRECTIVE ACTION & MONITORING:

The CEO is contracting with an outside case
management firm to provide assessment and
recommendations for improvement of the
effectiveness of the case management program.
Meanwhile:

The CM Director reviewed and revised the 05/31/10
discharge planning policy and provided education

to nursing and CM staff about the process and

revisions to the policy.

The CM Director oversees review of patient 06/01/10
records to determine compliance with the
discharge planning policy.

Please see more specific detail under A800.

Response to A951 begins on the next page



A951 - CORRECTIVE ACTION:
1. OR Table:

a. The Surgical Services Director immediately
took the OR table out-of-service and a
replacement table was brought to OR, Room #3.

b. The BioMed Manager reviewed the service
records for this table and all scheduled PMs had
been completed as required.

c. The BioMed Manager contacted the
appropriate service provider and had the table
repaired.

2. Calibration of Hand-Held Meters:

a. The Plant Operations Manager confirmed
that OR staff use the flukes to check the
temperature and humidity in the ORs, including
the C-section suites and Nursery, daily and prior
to every case. Staff log the readings on a paper
log and notify Plant Operations if any readings are
out of range. Plant Operations staff likewise
document on the log that they have brought the
temperature or humidity back into range.

b. 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.

A951 - MONITORING:

The BioMed Manager continues to oversee that
scheduled preventive maintenance is completed
on the surgical equipment in accordance with

policy. The Manager provide a regular report on

01/11/10

01/15/10

01/15/10

04/30/10

04/30/10

04/30/10

02/01/10



the status of preventive maintenance to the
Environment of Care Committee.

The Plant Operations Director assures that the 05/31/10
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.

A1005 - CORRECTIVE ACTION:

The physician consultant, the new CMO, and the  Beginning
external consultative experts will review the 06/11/10
bylaws and implement improvements to the

systems of providing medical care to patient.

Meanwhile, the hospital has taken the following

specific actions:

The Anesthesia Department Chair communicated 05/31/10
to the anesthesiologists the expectation that the
post-anesthesia evaluation for patients undergoing

a spinal anesthetic will have movement and

sensation evaluated and be documented in the

post anesthesia assessment section of the correct

form.



The Administrative Director of Quality Outcomes
worked with the Chair of the Anesthesia
Department to revise the forms for documenting
the post anesthesia assessment to make them
clearer for completion

A1005 - MONITORING:

The HIM Director oversees the concurrent and/or
retrospective review of anesthesia records to
assure that the post anesthesia assessment is
complete.

The HIM Director refers repeated incomplete
assessments to the Chair of the Department for
further action.

Aggregated data is reported at the Medical Staff
Quality Improvement Committee for analysis and
action planning as appropriate.

06/30/10

06/01/10

06/01/10

06/01/10



A1100 - CORRECTIVE ACTION:

The Corporate Response Team under the
leadership of the Corporate VP Quality
Management included an emergency services
consultant who arrived at the hospital on 4/28/10
to provide an initial review of the hospital's
emergency room.

Based upon the analysis of the Corporate
emergency services consultant and in accordance
with its agreement with CMS, the hospital is
engaging additional external experts in emergency
medicine to evaluate and recommend an
implementation plan for full and ongoing
compliance with the emergency services
condition. Meanwhile, the hospital is taking the
following specific actions to address the individual
findings. These actions 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 providers'
contact information. See A1102.

b. LSC Findings: The ED no longer
houses patients or equipment in egress corridors
or in front of fire pull stations. See A1104.

c. Accuracy of ED Arrival Times: The
Critical Care Director installed a punch clock in the
ED entrance. It is the responsibility of the
registration clerk/ triage nurse to be sure that each
patient's arrival time is accurately noted. See
A1104, #2.

d. Patient Privacy: The CEO requested and
was granted a Program Flex to utilize the PACU
for ED overflow, providing additional treatment
bays and thus more privacy for ED patients. See
A1104, #3.

e. LVN Assignments: The Critical Care
Director and ED Managers eliminated the ED-LVN
position. See A1104, #4.

04/28/10

Projected
by
06/11/10

01/19/10

01/19/10

04/22/10

01/14/10

05/17/10



f. Credentialing of ED-PAs: The bylaws 01/20/10
were amended to require the completion of
proctoring requirements within six months, with
extensions given only by the MEC. See A1112.

A1100 - GENERAL MONITORING:

The findings and recommendations of the 05/31/10
Corporate Response Team and Corporate VP

Quality Management are being incorporated into

reports provided to the Department of Emergency

Medicine for discussion and action planning.

The Chief of Staff holds Department Chairs 06/01/10
accountable for achieving identified target dates

and goals of the CMS action plan. Outcomes of

monitoring activity will be reported to the ED

leadership team for analysis and action planning

as appropriate.

Please see responses to A1102, A1104, and
Al112.

A1102 - CORRECTIVE ACTION:

The ED Manager verified that the monthly ED Call 01/15/10
Panel schedule provided by the Medical Staff

office contains the name of the physicians

providing coverage. She also verified that the

schedule book is physically present in the ED.

The Manager instructed the ED secretary that 01/31/10
when transcribing the ED Call Panel information

from the monthly schedule to the daily reference

sheet, the physicians' names and contact

information must be included.

The ED Managers provided follow-up written 05/31/10
information to the ED Unit Secretary and Charge

Nurses about making sure the ED Call Panel

information contains physicians' names and

contact information.



A1102 - MONITORING:

The ED Manager conducts random spot checks of
the daily reference forms to confirm that all contact
information is present and accurate. The Manager
provides immediate feedback for noted omissions.

A1104 - CORRECTIVE ACTION & MONITORING:
1. Unobstructed Egress - Corrective Action

a. The CEO directed that the ED must keep
the egress corridors clear, no longer housing
patients or equipment in egress corridors or
blocking access to the fire pull stations.

b. The CEO requested and was granted a
Program Flex to utilize the PACU for ED overflow,
providing additional treatment bays for ED
patients.

c. The staff in the RSMC ED conducted an
evacuation drill to review emergency evacuation
procedures.

Unobstructed Egress - Monitoring

Hospital leaders (CEO, COO, AA, CNO, and
Directors of Quality, HR, Marketing, and all clinical
and nonclinical services) conduct ongoing weekly
rounds to validate that corridors, egress, and pull
stations in the ED are being kept clear. 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 Quality
for analysis and action planning as appropriate.

02/01/10

01/13/10

01/19/10

01/14/10

06/01/10



2. Arrival time - Corrective Action

a. The ED Manager had punch clocks installed 05/31/10
at the entrance of the ED for documenting arrival
time. The registration clerk/triage nurse assures
that the patient’s arrival time is accurately
documented by time-stamping the initial form the
patient completes on arrival. The Patient Access
Services and ED managers provided information
to the registration clerks and ED nurses on this
expectation.

b. Further analysis identified a reporting 05/31/10
problem. The ED electronic medical record
software was upgraded to assure that the actual
arrival times are recorded correctly within the
system reporting program.

Arrival time - Monitoring

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. The Patient Access leader
provides immediate feedback to the registration
clerk should he/she not follow 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
Safety and the Senior Operating Team for Quality.
Upon three consecutive months of achieving 90%
or greater compliance, the Team will determine
what further action is warranted.

3. Privacy - Corrective Action

a. A reminder to respect patient privacy was 04/01/10
placed in the Best of Southwest, the hospital-wide
monthly newsletter.

b. A reminder memo “Did You Know” 05/03/10
regarding patient privacy was emailed to all staff
and posted on the hospital intranet.



c. The COO directed the posting of signs in the 05/31/10
hospital, including the ED, as a reminder to all staff
to take measures to protect patients' right to
privacy.

d. The CEO requested and was granted a 01/14/10
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.

e. As noted in section 1 of this response to 01/19/10
A1104 above, ED patients are not housed in the
egress corridors; placing them only in ED bays
enhances privacy.

f. At peak capacity, the ED staff alerts EMS 01/31/10
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.

g. The Critical Care Director initiated a 05/31/10
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.

Privacy - Monitoring:

a. 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 Safety and the Senior
Operating Team for Quality for analysis and action
planning as appropriate.
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Patient 296's arrival and Inage times as 0959
hours, The ED Demographic form sections date
and time of arrival were lef blank

d. Review of the ED log for 1/12/09 showed
Patient 294's amival and triage times as 1053
hours The ED Demographic form sections date
and time of arnival were lefl blank

e. On 171410 at 0930 hours, review of Patien!
318's medical record at the VMC campus
showed a patient triage time of 1340 hours on
1111710 The ED Demographic form sections date
and time of arnval showed the patient arrived (o
the hospital on 1/11/10 at 1435 When questioned
aboul the discrepancy M13 stated sometimes the
patients put down the wrong times.

On 11310 al 1830 hours, M48 confirmed the ED
log did not contain the arrival patient's arrival ime
and there was no ongoing record thal accurately
showed the total time a patient was in the ED

3. On 111/10 at 1400 hours and 1/12/10 at 0550
hours, the hospital's RSMC campus ED was
toured and the lack of patient privacy was
observed on both days:

& double doorway served as an exit from the ED
into the hallway of the Radiology Department, The
long radiclogy hallway had ED patients on
gurneys lining the entire right side of the hallway
A shorter hallway on the |efl had two patients in
gurneys lining the left side which filled the left side
o the exit doors. All eight patients, on both days,
had no screen ar curtain in front of them and all
eight patienls were visible to people (which
included hospital staff and visitors), walking down
the hall. On 11110 at 1430 hours, one of the

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.

4. LVN Assignments in the ED - Corrective
Action:

a. The CNO and CNO consultant will work with 05/31/10
the external consultative experts to review the
hospital's staffing patterns, patient acuity
indicators, and scope of practice of nursing staff.

b. In the meantime, the Critical Care Director ~ 05/31/10
and ED Managers eliminated the ED-LVN
position.

LVN Assignments in the ED - Monitoring:
As the hospital has eliminated the ED-LVN 05/31/10

position, no further monitoring of the staffing of
LVNs in the ED is warranted.
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The response to A1112 begins on the next page.



A1112 - CORRECTIVE ACTION:

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 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.

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.
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grho.cto.rlng was performed for 9 C?‘S‘is 024/3]0/08‘ reappointment. The Committee must assure that
15 did not comply with the medical staff bylaws all requirements are met. Evidence of this
of the hospital that specify 10 concurrent and oversight is reflected in the meeting minutes, and
retrospective case reviews. When interviewed on the Credentials Committee forwards reports to the
1/14/10 at approximately 1440 hours, PA 8 stated MEC for review.
that she was unaware of her "responsibility 10 b. The MEC reviews the Department Chair 04/20/10
'm“.ate Eomad with her proctor when trealing 3 reports regarding the proctoring of members, and
patient. the Department Chair discusses any concerns
regarding the proctoring status of a specific
5. The protessional credentials file for PA10 provider with the MEC. A provider who does not
revealed that proctoring was performed for 10 meet thg proctoring require_ments as_delineated in
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The MEC'’s recommendations are sent to the
6. On 1/11/10 at 1350 hours, an interview was Board of Governors for approval.
conducted with PA 11. PA 11 was sitting in a
room designated as a MSE room. MSEs are
patient examinations done to determine if a
patient has an emergency medical condition. PA
11 stated that she did MSEs for ED patients and
ordered tests and treatments.
On 1/12/10, a review of the credential file for PA
11 failed to show any written evidence of
proctoring as required by the Medical Staff bylaws
prior to appointment by the medical staff.
A1160 482.57{b) RESPIRATORY CARE SERVICES A1160
POLICIES A1160 - CORRECTIVE ACTION:
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The Respiratory Care Director revised the 05/31/10
Endotracheal Intubation policy to include

intubation of patients of all ages. The policy was

approved.

The Respiratory Care Director developed an adult 05/31/10
and pediatric intubation competency. He

submitted the purchase request for pediatric and

adult airway management manikins. The

estimated delivery is 5/4/10.

A1160 - MONITORING:

The Respiratory Care Director is responsible for 30 days
assuring that all respiratory care practitioners after
complete the competency validation for adult and  receipt of
pediatric intubation within 30 days after receiving the

the manikins. The competency was added to the manikins
new hire orientation and annual evaluation skill

checklists.
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A505 CORRECTIVE ACTION & MONITORING:

A new Pharmacy Director was hired and began working on 5/18/10.  The new Pharmacy Director initially reviewed the policies pertinent to this report.  The new Pharmacy Director will work with the external consultative experts over the next few months to implement more widespread improvements to the systems for providing pharmacy services.  In the meantime, the hospital took the following specific actions to address the citations:

1.  Corrective Action regarding expired medications in the refrigerator:

The Pharmacy Director discarded the expired product and provided verbal counseling to the staff member responsible for inspecting the refrigerator.

The Pharmacy Leaders reinforced the process for inspecting all medications for expiration dates with the pharmacy staff.
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	POC 82: 1.  Monitoring regarding expired medications in refrigerators:

In addition to regularly scheduled pharmacy inspections, the Pharmacy Leaders are conducting weekly spot checks of medications for expiration dates.  Any outdated medications are being immediately discarded and noted.  Audit results are reported to the P&T Committee.

2.  Corrective Action regarding 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 staff with information about the revised policy via memo or 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.

2.  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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The Surgical Services Director discarded the expired product.

The Surgical Services Leaders reinforced the process for consistently inspecting all products for expiration dates with the surgery staff via the daily OR Board meetings.  

3.  Monitoring with respect to OR scrub sponges:

Surgical staff conduct monthly audits for product expiration dates.  The audits are submitted to the OR Manager for review.  The Manager also conducts random spot checks to validate the audit findings.  Medication issues are reported to the Director of Pharmacy, who reports to the P&T Committee.  Issues with surgical supplies are reported to the Value Analysis Committee.


4, 5, and 8.  Corrective Action on medication expiration dates on MH cart and intubation tray:

Finding #4:  The Pharmacy Director investigated the event and determined that the staff member listing the first outdated medication on the malignant hyperthermia cart erred, by listing both furosemide and heparin as expiring on 4/1/10.  The Director inspected all medications and validated that there were no actual outdated medications.  The employee was counseled.

Finding #5:  The Pharmacy Director investigated the event and determined that the staff member that completed the malignant hyperthermia restock failed to replace and update the medication listing, which resulted in the inaccuracies identified during the survey.  The Director inspected all medications and validated that there were no actual outdated medications.  The employee was counseled.

Finding #8:  The expired medication vials were immediately and appropriately discarded and replaced with current stock.  The Pharmacy
	Date 83: 
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	POC 84: Director investigated the event and determined that the staff member who completed the check of the intubation tray failed to identify and replace the expired medication.  The employee was counseled.

The Pharmacy Director reiterated to the pharmacy staff the expectation for accurate record keeping related to expiration dates of items on carts, trays, or boxes that contain emergency medications.

4, 5, and 8.  Monitoring of expiration labeling on carts, boxes, and trays.

The Pharmacy Director and Managers perform random audits of carts, kits, and trays of emergency medications to assure that the contents are 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 or staff member involved.  Any repeated instances involving the same employee will result in progressive discipline.

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 three consecutive months, the P&T Committee will determine whether any further action is warranted.


6.  Corrective Action for Rapid Intubation Box:

The Pharmacy Director in collaboration with the Critical Care 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 and Critical Care Directors reviewed the revised policy with the pharmacy staff and the ED and ICU nurses.
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	POC 85: 6.  Monitoring of Rapid Intubation Box:

During the monthly pharmacy unit inspections, the pharmacy staff member confirms that the RSI box is properly stocked and stored.  Findings of noncompliance are to be forwarded to the appropriate manager for corrective action and reported to the P&T Committee.


7 and 10.  Corrective Action regarding IV bags:

The Pharmacy Director determined labeling of IV bags in or out of the external wrapper must be done via labeling stickers.  Permanent ink markers may not be used on IV bags.  Information for nursing staff was accomplished via Best of Southwest, the hospital-wide monthly newsletter, for May 2010.

7 and 10.  Monitoring of labeling of IV bags:

During the monthly pharmacy unit inspections, the pharmacy staff member conducts a visual inspection for appropriate labeling of IV bags.  Random spot checks are done by unit managers/designee.  Noncompliance is reported to the nursing manager for re-education of staff and to the P&T Committee for ongoing oversight of compliance with this issue.


9.  Corrective action with respect to the Wound Care Center:

The Wound Care Center (WCC) Manager immediately and appropriately discarded the expired product.

The WCC Manager and Pharmacy Director met to review the location of the WCC’s medications, including any medicated dressing supplies, to assure pharmacy staff do a thorough unit inspection each month and identify the expiration dates on all medications and dressing supplies.
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	POC 86: The Pharmacy Director reviewed with pharmacy staff the location of medications and supplies and the process for conducting the monthly inspection of the WCC.

9.  Monitoring of Wound Care Center:

The pharmacy staff perform the monthly unit inspections of the WCC, maintain the records, and report results to the P&T Committee.  Copies of inspections that reveal noncompliance are provided to the WCC manager for follow-up with staff.


11.  Corrective Action regarding time of hanging IV bags and labeling:

The CNO provided oversight of the review and revision of the IV administration policy.  Language was added to the policy 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 using a labeling sticker and not by writing directly on the bag.

The Director of Education, assisted by the CNO, provided 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 Best of Southwest, the hospital-wide monthly newsletter for May 2010.

11.  Monitoring of labeling IV bags at the time of hanging:

Nursing leaders conduct random concurrent observations of proper IV bag labeling.  Any unlabeled bag is brought to the attention of the primary nurse to discontinue the unlabeled bag and replace it with a new, properly labeled bag.  Repeat noncompliance results in referral for progressive discipline.
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A700 - CORRECTIVE ACTION:

To address the surveyors' conclusion that there was an Immediate Jeopardy in the RSMC ED/Imaging/Cardiac Cath Lab Area, the hospital developed an immediate plan of correction that included the following:
          • The heat exchange pump was removed from the ED entrance lobby.
          • The penetrations in the smoke barriers were sealed with the appropriate fire stopping material.
          • The computer on wheels blocking clear visualization of the exit sign was moved and permanently relocated.
          • The hallways were cleared of patients and equipment to ensure unobstructed egress and access to fire pull stations.
          • To reduce the crowding in the ED, the hospital cancelled elective surgical cases to allow use of the PACU for ED overcrowding.  A Program Flex was requested and granted for the hospital to us the PACU for ED overflow.
          • Urgent/emergent surgical cases performed were then recovered in the operating room, cared for by the PACU nurse with appropriate medications and supplies.
As described in this report, the immediate jeopardy was lifted on 1/19/10.  

The hospital then took the following actions:

The Corporate Response Team under the leadership of the Corporate VP Quality Management included two environment of care consultants who arrived at the hospital on 4/28/10 to provide an initial review of the hospital physical environment.
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	POC 90: With the assistance of the Corporate Response Team and the Corporate VP Quality Management, the hospital incorporated the recommendations of the consultants and restructured the Environment of Care Committee.  The committee’s specific purpose is to assure that equipment, biomedical devices, fire safety, and other facility-related issues are corrected and kept compliant.

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

          1. Penetrations in the separation walls in the Wound Care Center (WCC) were sealed.  See K11 (LSC).

          2. Penetrations in the walls and ceilings of the WCC were sealed.  See K12, K142 (LSC).

          3. Penetrations were sealed and doors required to be self-closing were corrected.  The large linen hamper in the WCC was replaced with a small hamper of less than 32gal so that the area was no longer a hazardous area and had the proper rated construction.  See K29 (LSC).

          4. Egress corridors were cleared to provide no hindrances to evacuation.  See K38 (LSC).

          5. Penetrations in the ED and Radiology department smoke barrier walls were sealed.  See K25 (LSC)

          6. The corridor off the ED was cleared and an evacuation drill was held.  The fire drill schedule was revised to include all areas as required.  See K50 (LSC).

          7. Fire/Smoke detectors with audible alarm were installed in the Wound Care Center.  See K51 (LSC)

          8. The equipment obstructing the fire pull stations was moved and permanently relocated.  See K52 (LSC).
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	POC 91:           9. The egress corridors were cleared of all obstructing furniture and equipment.  See K72 (LSC).

          10. Penetrations were sealed, smoke and alarm devices installed, drills conducted and the wiring repaired to ensure a safe environment for the hyperbaric chambers.  See K142 (LSC)

A700 - GENERAL MONITORING:

The Senior Operating Team for Safety oversees the work of the Environment of Care Committee and provides regular reports to the Board.  Evidence of direction and oversight are reflected in the Team’s meeting minutes.

Please see responses to the citations under the K Tags for specific monitoring activities.
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A701 - CORRECTIVE ACTION:

1, 2, and 3.  Penetrations

          a.  The penetrations of the occupancy separations walls in the Wound Care Center were 
	Date 92: 
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	POC 93: sealed with appropriate fire stopping material to prevent spread of smoke and fire in the event of a fire.

          b.  The penetrations of the walls and ceilings of the Wound Care Center/Hyperbaric room were sealed with appropriate fire stopping material to prevent spread of smoke and fire in the event of a fire.

          c.  The penetrations in the smoke barrier walls of the ED and Imaging departments were sealed with the appropriate fire stopping material to prevent spread of smoke and fire in the event of a fire.

          d.  The COO engaged an outside contract service to perform quarterly life safety inspections related to smoke and fire penetrations hospital wide (all facilities), and initiated a fire and smoke rated assembly penetration permit process.  All workers must follow the permit process. Failure of contractors to obtain permit or to seal penetrations properly following work may result in termination of the contract with vendor.

4, 5, and 6.  Unobstructed Egress & Access to Fire Pull Stations

          a.  The ED no longer houses patients or equipment in egress corridors or in front of fire pull stations.

          b.  The CEO requested and was granted a Program Flex to utilize the PACU for ED overflow providing additional treatment bays for ED patients.

A701 - MONITORING:

The Plant Operations Director/designee must inspect and sign off on every fire and smoke rated assembly penetration permit when the work is completed to confirm no penetrations exist.

Quarterly preventive maintenance inspections have been scheduled to be done by a third party contract service to assure no penetrations persist.
	undefined_264: 
	~ la ~F,,~il: 
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	POC 94: Any wall and/or ceiling penetrations are to be sealed immediately. The quarterly preventive maintenance inspections are to be reported to the Environment of Care Committee and forwarded to the Senior Operating Team for Safety for oversight.

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 keep corridors and egress clear.  Each leader provides immediate feedback for any observed or reported breach in meeting this requirement. 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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A710 - CORRECTIVE ACTION:

1, 2, 3, 4, 5, 7 and 8.  Unobstructed Egress & Access to Fire Pull Stations

The CEO directed that the ED must keep the egress corridors clear, no longer housing patients or equipment in egress corridors or blocking access to the fire pull stations.

The CEO requested and was granted a Program Flex to utilize the PACU for ED overflow, providing additional treatment bays for ED patients.

The staff in the RSMC ED conducted an evacuation drill to review emergency evacuation procedures.

The Plant Operations Director and Director of Critical Care re-educated staff on the location of pull stations, and the RACE and PASS procedures in the event of an emergency through a fire evacuation drill.  The COO confirmed that review of the RACE and PASS procedures is included in the annual competency evaluation to assure that staff retain the knowledge of emergency procedures and prevent any delay in staff response to a fire.

6.  Penetrations, Fire System, and Fire Drills

The penetrations of the occupancy separation walls in the Wound Care Center (WCC) were sealed with appropriate fire stopping material to prevent spread of smoke and fire in the event of a fire.

The penetrations of the walls of the Hyperbaric room in the WCC were sealed with appropriate fire stopping material to prevent spread of smoke and fire in the event of a fire.

The COO engaged an outside contract service to perform quarterly life safety inspections related to smoke and fire penetrations in the WCC as well as hospital-wide (all facilities). 
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	POC 96: The COO also initiated a permit process for contractors doing work that could create fire and smoke rated assembly penetration. All workers must follow the permit process.  Failure of contractors to obtain a permit or properly seal penetrations at the end of a job may result in termination of contract with vendor.

Smoke detection devices with audible alarms were added to the WCC.

A fire alarm company conducted a fire evacuation drill with mock patients to review procedures for maintaining the safety of patients and staff.  All patients were evacuated within 3.5 minutes.

The Plant Operations Manager developed a calendar for quarterly fire drills on each shift for the WCC.

A710 - MONITORING:

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 keep corridors, egress, and access to pull stationsclear.  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 Safety for analysis and action planning as appropriate.

The Plant Operations Manager/designee inspects and signs off on every fire and smoke rated assembly penetration permit when the work is completed to confirm that no penetrations exist.

The Director of Plant Operations confirms that quarterly PM inspections by a third party contract service occur to assure no undetected penetrations persist. Any wall and/or ceiling penetration found must be immediately sealed.  The quarterly inspections are reported to the
	Date 96: 05/31/10
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	POC 97: Environment of Care Committee and forwarded to the Senior Operating Team for Safety for oversight.
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A724 - CORRECTIVE ACTION:

1.  Infant Security

     a.  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.

     b.  An infant abduction drill was conducted and critiqued to evaluate the response of the staff.

     c.  Reminders addressing aspects of infant security were included in the hospital-wide monthly meeting minutes for March.

     d.  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.

2.  Corrective Action for Refrigerator Maintenance:

     a.  The Plant Operations Director had routine preventative maintenance (PM) done on the medication refrigerators.

     b.  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 
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	POC 102: 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.

3.  BioMedical (Biomed) Equipment

     a.  The Critical Care Director added to the monthly unit checks the requirement to inspect batteries in the pacemaker generator to confirm that they are not out of date and provided information to the ICU nursing staff.

     b.  Missing or Outdated BioMed Stickers

          (1) The BioMed Manager had preventative maintenance completed on the three pieces of equipment identified.  The stratavarius unit was added to the equipment inventory listing.

          (2) The BioMed Manager revised the Equipment Management Plan to clarify that operator responsibilities include removing from use any piece of equipment with a missing or outdated biomed sticker and to notify the BioMed Department. Written information was provided to the clinical staff via a Did You Know memo and was included on the P&P Committee crosswalk, which facilitates communication of changes through Managers and Directors to staff as well as up to the Board.

4.  Ambu Bag/Anesthesia Machine

     a. The Directors of Women’s Services and Surgical Services confirmed the presence of an ambu bag for each anesthesia machine.

     b. To provide an added layer of safety, an additional ambu bag is now routinely stocked and available in the OR’s.

5.  Glucometer

     a. The glucometer was immediately cleaned and the staff member involved was provided
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     b. The Education Coordinator reviewed the Equipment Cleaning policy and the competency testing material and verified that the information regarding the cleaning of the meter was current and consistent with the manufacturer’s recommendations.

     c. Annual staff competency on the use and cleaning of the glucometer was completed.

A724 - MONITORING:

1.    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 to verify that steps are taken to maintain infant security.  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.

     b. The Perinatal Nurse Specialist conducts monthly infant abduction drills until the infant security alarm system is reinstalled; after that, drills will be conducted every two months.   A critique of the drill is submitted and reported through the Environment of Care Committee.

2.  Medication Refrigerators:

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

     b.  The Plant Operations Director assures that the status of preventive maintenance is reported through the Environment of Care Committee on a
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3.  Biomed

     The BioMed Department conducts preventive maintenance per established schedule.  The BioMed manager provides a regular report to the Environment of Care Committee for analysis and action planning as appropriate.

4.  Ambu Bag

     During routine rounding on the unit, the OB and OR Charge Nurse check to confirm that an ambu bag is present on each anesthesia machine and that a back-up ambu bag is present in the OR.

5.  Glucometer

     The Nurse Managers perform random weekly spot checks to confirm that the glucometers are clean and that staff can articulate the cleaning process.





A747 - GENERAL CORRECTIVE ACTION:

The Administrative Director of Quality Outcomes hired a full time experienced IC Director on 1/4/10.  The Chief of Staff appointed a new IC Committee Chair, an Infectious Disease physician, who is also an experienced committee chair.  The IC Committee Chair and the IC Director committed to regular monthly meetings to review and discuss the IC program, data and any case specific information.

The IC Committee met to review 2009 data, the 2010 risk assessments, and the proposed 2010 IC Plan.   The documents were approved at the 2/22/10 meeting and forwarded and approved by the MEC and the Board of Governors.

The IC Director mentored the two IC Coordinators
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	POC 105: via one-on-one discussion and team meetings to enhance their knowledge of IC prevention and control topics.  The two IC Coordinators successfully passed the CIC certification exam.

The IC Director will work with the external consultative experts to implement more widespread systemic changes to the IC program.  In the meantime, below is a summary of actions taken to address the individual findings with additional detail in the tags identified:
          1. The TB Exposure Plan was revised to include physicians and mid-level practitioners in the TB screening program.  See A749, #1.
          2. Surgical Attire/Cath Lab: Scrub attire was implemented in restricted areas of the Cath Lab, and the staff were educated on the practice change.  See A749, #2
          3. The use of Cidex OPA was discontinued in the Wound Care Center.  See A749, #3.
          4. Standard Precautions: Physician and staff received reminder information about the Isolation categories.  Nursing was reminded to contact the physician for clarifying information should an isolation order be written not in accordance with policy.  See A749, #4.
          5. Single patient use items:  The P&P was revised to include a policy statement regarding complying with manufacturer’s requirements for use and not reusing single-use items.  See A749, #5
          6. The IC Director and Manager of the WCC implemented a policy and validated staff competency for cleaning the hyperbaric chambers.  See A749, #6.
          7. The IV administration policy was revised to clarify the process for labeling IV bags.  See A749, #7.
          8. Use of PPE:  Individual staff received re-education with general staff completing annual education on IC practices.  The education reviewed proper use of PPE.  See A749, #8.
          9. The Dietary Director revised the policy to assure proper cleaning of foods, such as cantaloupe, that may be associated with food borne illness.  See A749, #9.
          10. The Dietary Director provided direct feedback to the staff member involved in cleaning
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A747 - GENERAL MONITORING:

The IC Committee’s actions are reviewed by the Regulatory Compliance Committee to discuss ongoing actions and progress toward full compliance with the elements associated with the CMS action plan.





A749 CORRECTIVE ACTION AND MONITORING:

1. TB Screening - Corrective Action:

     a.  The IC Director revised the TB Exposure Control Plan to include information about TB Screening for healthcare workers in accordance with CDC recommendations.

     b.  The Medical Staff office notified physicians and mid-level practitioners of the requirement for TB screening.

     c.  The Medical Staff office arranged for an employee health provider to come to both campuses once each week during June to provide TB screening, and to attend the General Medical Staff meeting in June.  Alternatively, physicians and mid-level practitioners may obtain screening elsewhere and provide evidence of the screening.  A copy of the test results are maintained in their file.  Any physician or mid-level practitioner that does not obtain screening or provide evidence of screening by the end of June will be referred to the Chief of Staff and MEC for further action.

     TB Screening - Monitoring:

The employee health provider will provide information about which physicians and
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	POC 107: mid-level practitioners were screened and forward it with the completed TB screening forms to the Medical Staff office for record keeping.  The Medical Staff office will determine which practitioners did not obtain screening and refer them to the Chief of Staff and MEC for further action.  The information will also be included in the report to the IC Committee as part of the TB screening program.

2. Surgical Attire in Cath Lab - Corrective Action

     a.  The IC Director collaborated with the CV Services Director to establish practices in the Cath Lab to require surgical attire in the area and to redirect traffic flow around the area.  Staff education was initiated in February and reinforced in March and April.

     b.  The CV Services Director placed signage and modified traffic flow to the Cath Lab from the main hallway with the use of controlled access doors.  Entry is via the control room door.

     c. The CV Director revised the Cardiac Device policy, which includes infection prevention guidelines, to reflect this practice change and changes in the pre and post procedure cleaning of the Cath Lab.

     d. A new scrub sink was installed in the adjacent storage room to eliminate the risk of water splattering prior to the initiation of a case and so that personnel scrub and put on surgical attire before entering the restricted area.  While the new sink was being ordered and installed, all implantable device procedures were performed in the main ORs instead of in the Cath Lab.

     Surgical Attire in Cath Lab - Monitoring

     a.  The IC Director uses routine surveillance practices to monitor the infection rates for the Cath Lab.

     b. The CV Services Director conducts weekly observations of Cath Lab access to assure staff and physician compliance with the revised traffic
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	POC 108:  flow.  Immediate feedback is provided; repeated occurrences of noncompliance with the cleaning policy will result in referral for progressive discipline. Any physician noncompliance will be forwarded to the physician’s Department Chair for appropriate action.


3.  Cidex OPA in the WCC - Corrective Action

     a. The IC Director required the immediate discontinuation of the use of Cidex OPA in the WCC.  Instruments are sent for cleaning and processing by the Sterile Processing Department (SPD).

      b.  The IC Director assisted the WCC Manager in developing an accurate instrument cleaning policy for the WCC.  The policy delineates the proper use of an enzymatic cleaner and the method for transporting the instruments to SPD.  The policy was approved.

     c.  The IC Director assisted the WCC Manager in developing a staff competency for instrument cleaning.  The WCC Manager assured that all staff involved in the cleaning of instruments completed competency validation. Instrument cleaning was added to the WCC new hire orientation process in addition to the annual competency.

     Cidex OPA in the WCC - Monitoring

     a. The WCC Manager conducts concurrent observation of WCC employees who clean instruments.  Immediate feedback is provided; repeated occurrences of noncompliance with the cleaning policy results in referral for progressive discipline.

     b. The IC Coordinators conduct at least monthly rounds in the WCC to assure ongoing compliance with the instrument cleaning policy and document rounds on a rounding checklist.

     c. Each employee’s compliance with infection prevention and control is incorporated into the
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4.  Standard Precautions - Corrective Action

     a. The IC Director reviewed the Isolation Precautions policy on the issue of reverse/protective isolation. and confirmed that the policy was consistent with CDC recommendations, which is to follow strict adherence to standard precautions.

     b. This finding was discussed and questions answered at the General Medical Staff meeting conducted by the Chief of Staff to facilitate adherence to writing orders in accordance with the hospital policy.

     c. The IC Director provided a memo to the physician and nursing staff regarding this topic.  Should an order be written for reverse or protective isolation or for neutropenic precautions, the doctor should be called to clarify the order and to discuss a change in the order to standard precautions.

     Standard Precautions - Monitoring

     The IC Coordinators during unit rounds initiate an incident report if a physician persists in ordering reverse or protective isolation or neutropenic precautions instead of standard precautions.  The report is forwarded to the physician’s Department Chair for further action.


5.  Single Patient Use - Corrective Action

     a. The IC Director revised the Equipment Cleaning policy to include a statement that single use items must never be reused.  The policy was approved.

     b. Patient care staff in the clinical areas were informed of this policy statement by the IC Coordinator at the Charge Nurses' meeting on 5/21/10 and via a Did You Know memo.
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     The IC Coordinators during unit rounds assess the storage areas to check stock and confirm no items have been stocked that could be reused and document on the rounds checklist.  The ICPs provide immediate feedback as indicated. Any noted repeat occurrence is forwarded to the employee’s supervisor for progressive discipline.


6.  WCC Hyperbaric Chambers - Corrective Action

     a. The IC Director collaborated with the WCC Manager to review and further revise the WCC Infection Control policy dated 1/10 to include additional requirements for the cleaning and disinfecting process of the hyperbaric chamber.

     b. The WCC Manager made sure that all applicable WCC staff were educated on the revised policy.  Competency was verified by direct observation.  The HBO tech must document the weekly cleaning on a log.

     WCC Hyperbaric Chambers - Monitoring

     The Manager and the IC Coordinators during weekly unit rounds review the hyperbaric chamber cleaning log to assure ongoing compliance with the cleaning policy, document on the rounds checklist, and report rounds results to the IC Committee.


7.  Labeling of IV Solutions - Corrective Action

     a.  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.

     b.  The Director of Education, assisted by the CNO, provided information to the nurses regarding the revised policy to assure that IV
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	POC 111: solutions and medication bags are properly labeled with the date, time and initials when they are hung.   The information was circulated via the Best of Southwest, the monthly hospital-wide newsletter.

     Labeling of IV Solutions - Monitoring

     a.  Nursing leaders conduct concurrent observations of proper IV bag labeling to verify compliance with the policy.  Any unlabeled IV bag is brought to the attention of the primary nurse to discontinue the unlabeled bag and replace it with a new, properly labeled bag.  Noncompliant nurses are referred to progressive discipline as indicated.

     b.  Each nurse's competency in safely administering medication is validated during each employee’s performance evaluation.

     c.  The CNO assures that data is aggregated monthly for analysis at the Nurse Director's meeting and action planning as appropriate.  The report forwards to the P&T Committee.  Upon three consecutive months of achieving 90% compliance or greater, the P&T Committee will determine whether further action is warranted.


8.  PPE - Corrective Action

     a. The staff member involved in this event was provided immediate feedback regarding the proper donning and doffing of PPE.

     b. All clinical staff completed annual learning modules, which included review of appropriate infection prevention measures and proper donning and doffing of PPE.

     PPE - Monitoring

     The IC Coordinators and managers during unit rounds observe for any instances when isolation precautions are not appropriately followed.  The ICP/manager provides immediate feedback for any noncompliance with procedure.  Any noted
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	POC 112: repeat occurrence is forwarded to the employee’s supervisor for progressive disciplinary action.


9.  Food Cleaning - Corrective Action

     a. The Director of Dietary reiterated the principals of safe food handling with the kitchen staff, and in particular the need to properly wash cantaloupes.  Review was provided during informal unit discussions and the monthly dietary meeting.

     b. The IC Coordinators and kitchen staff viewed a video on the concepts of safe food handling in accordance with HACCP principles.

     c. The IC Director collaborated with the Dietary Director to integrate infection prevention and control practices into the Dietary Department operations via weekly rounds and review of applicable policy and procedures.

     d. The IC Director and the Director of Dietary Services attended a food safety seminar.

     Food Cleaning - Monitoring

     a.  All kitchen staff are evaluated upon hire and during the annual competency evaluation for knowledge of and compliance with food handling in accordance with HAACP principles.

     b. The annual inservice on HAACP principles was completed as part of the monthly training process.

     c.  As part of daily operations, the Food Services Manager observes food handling techniques and provides immediate feedback for noncompliance with policy.  Weekly, the Food Services Manager conducts formal, documented unit rounds and observes for any instances when proper food handling principals are not followed.  The Manager provides immediate feedback for any noncompliance, and any noted repeat occurrence results in referral for progressive discipline.  The Manager reports results to the IC
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10. and 11.  PPE and Dish Cleaning - Corrective Action

     a. The Director of Dietary provided prompt reinforcement with the staff members involved in these incidents, reminding them that gloves are to be left in the box until ready for use, and trays are to be air dried as per hospital policy.

     b. The Director of Dietary also provided a general reminder to the kitchen staff regarding proper procedures for ensuring safe foodhandling. All dietary staff were re-educated and certified on HAACP principles.

     PPE and Dish Cleaning - Monitoring

     In addition to daily observation and feedback as indicated, the Food Services Manager conducts formal, documented weekly unit rounds and observes for any instances when proper food handling principals are not followed.  The Manager provides immediate feedback for noncompliance, and any noted repeat occurrence result in referral for progressive discipline.  
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Response to this Tag begins on the next page.
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	POC 119: A800 - CORRECTIVE ACTION:

In addition to any improvements proposed by the external consultative experts, the CEO is contracting with an outside firm to provide an assessment of the case management system and recommendations for improvements to make the system more effective.  Meanwhile, the hospital has taken the following initial actions:

     a. The Case Management (CM) Director reviewed and revised the discharge planning policy to make it consistent with CMS requirements and to have case managers staffed 7 days a week in order to respond daily, and by the next day at the latest, to referrals for discharge screening and needs assessments.  Additionally, a CM leader is available by pager after business hours when a CM is not on site.

      b. The CM Director provided a memo to nursing and CM staff regarding this aspect of care and the need to alert the case manager for acute discharge needs. The memo further stated that each nurse is to review discharge instructions with the patient/family prior to discharge.  In communicating with the patient/representative, nursing and CM staff are to explain aspects of discharge planning in terms that are understandable to the patient/representative and confirm that the patient/representative understands the information.

A800 - MONITORING:

     a. The CM Director oversees a review of 70 records a month in accordance with the review sampling established by the Joint Commission to confirm that appropriate discharge planning is done.  Review indicators are as follows:
          - Early assessment of discharge planning needs per an initial risk screen and needs assessment if risk factors are present.
          - Requests for discharge planning are provided timely, including referrals
          - Needs assessment when indicated include the likelihood of post-hospital services
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          - Needs assessment when indicated includes self-care evaluation
          - DC planning evaluations are timely
          - DC Planning is documented
          - The patient receives DC instructions appropriate to his/her assessed needs.

     b.  Data is aggregated monthly with action planning as appropriate.

     c. The CM Director forwards reports to the Senior Operating Team for Quality.  The team oversight will be reflected in the meeting minutes.
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A806 - CORRECTIVE ACTION:

The CM Director provided feedback on this patient’s situation to the staff at hand.  This topic was also discussed at formal and informal staff meetings.
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A806 - MONITORING:

The CM Director oversees the review of concurrent/retrospective patient records, and the auditor assesses the timeliness of completing a CM/Social Service referral.  The information is incorporated into the overall discharge planning review as described in A800.

Please see A800 for additional detail about the discharge planning process.






A808 - CORRECTIVE ACTION:

     a. The Case Management (CM) Director reviewed and revised the discharge planning policy to make it consistent with CMS requirements and to have case managers staffed 7 days a week in order to respond daily to referrals for discharge screening and needs assessments.

     b. The CM Director provided a memo to nursing and CM staff regarding this aspect of care, including timely and thorough evaluation of a patient's discharge needs.  In communicating with the patient/representative, nursing and CM staff are to explain aspects of discharge planning in terms that are understandable to the patient/representative and confirm that the patient/representative under the information.

A808 - MONITORING:

     a. The CM Director oversees a review of 70 records a month in accordance with the review sampling established by the Joint Commission to confirm that appropriate discharge planning is
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	POC 124: done.  Review indicators are as follows:
          - Early assessment of discharge planning needs per an initial risk screen and needs assessment if risk factors are present.
          - Requests for discharge planning are provided timely, including referrals
          - Needs assessment when indicated include the likelihood of post-hospital services and availability
          - Needs assessment when indicated includes self-care evaluation
          - DC planning evaluations are timely
          - DC Planning is documented
          - The patient receives DC instructions appropriate to his/her assessed needs.

     b.  Data will be aggregated monthly with action planning as appropriate.

     c. The CM Director forwards reports to the Senior Operating Team for Quality.  The team oversight will be reflected in the meeting minutes.
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A809 - CORRECTIVE ACTION & MONITORING

The CM Director reviewed and revised the discharge planning policy and provided information to nursing and CM staff about the process and revisions to the policy.

The CM Director oversees review of patient records to determine compliance with the discharge planning policy.

Please see more specific detail under A808.
















A810 - CORRECTIVE ACTION & MONITORING:

The CM Director reviewed and revised the discharge planning policy and provided information to nursing and CM staff about the process and revisions to the policy.

The CM Director oversees review of patient records to determine compliance with the discharge planning policy.

Please see more specific detail under A800 and A808.
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A811 - CORRECTIVE ACTION:

     a. The Case Management (CM) Director reviewed and revised the discharge planning policy to make it consistent with CMS requirements and to have case managers staffed 7 days a week in order to respond daily, and by the next day at the latest, to referrals for discharge screening and needs assessments.  Additionally, a CM leader is available by pager after business hours when a CM is not on site.

      b. The CM Director provided a memo to nursing and CM staff regarding this aspect of care and the need to alert the case manager for acute discharge needs. The memo further stated that each nurse is to review discharge instructions with the patient/family prior to discharge.  In communicating with the patient/representative, nursing and CM staff are to explain aspects of discharge planning in terms that are understandable to the patient/representative and confirm that the patient/representative understands the information.

A811 - MONITORING:

     a. The CM Director oversees a review of 70 records a month in accordance with the review sampling established by the Joint Commission to confirm that appropriate discharge planning is done.  Review indicators are as follows:
          - Early assessment of discharge planning needs per an initial risk screen and needs assessment if risk factors are present.
          - Requests for discharge planning are provided timely, including referrals
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	POC 128:           - Needs assessment when indicated include the likelihood of post-hospital services and availability
          - Needs assessment when indicated includes self-care evaluation
          - DC planning evaluations are timely
          - DC Planning is documented
          - The patient receives DC instructions appropriate to his/her assessed needs.

     b.  Data will be aggregated monthly with action planning as appropriate.

     c. The CM Director forwards reports to the Senior Operating Team for Quality.  The team oversight will be reflected in the meeting minutes.
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A822 - CORRECTIVE ACTION & MONITORING:

The CEO is contracting with an outside case management firm to provide assessment and recommendations for improvement of the effectiveness of the case management program.  Meanwhile:

The CM Director reviewed and revised the discharge planning policy and provided education to nursing and CM staff about the process and revisions to the policy.

The CM Director oversees review of patient records to determine compliance with the discharge planning policy.

Please see more specific detail under A800.
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1.  OR Table:

     a.  The Surgical Services Director immediately took the OR table out-of-service and a replacement table was brought to OR, Room #3.  

      b.  The BioMed Manager reviewed the service records for this table and all scheduled PMs had been completed as required.

     c.  The BioMed Manager contacted the appropriate service provider and had the table repaired.


2.  Calibration of Hand-Held Meters:

     a.  The Plant Operations Manager confirmed that OR staff use the flukes to check the temperature and humidity in the ORs, including the C-section suites and Nursery, daily and prior to every case.  Staff log the readings on a paper log and notify Plant Operations if any readings are out of range.  Plant Operations staff likewise document on the log that they have brought the temperature or humidity back into range.

     b.  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.

     c.  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.

A951 - MONITORING:

The BioMed Manager continues to oversee that scheduled preventive maintenance is completed on the surgical equipment in accordance with policy.  The Manager provide a regular report on
	X MUlTIPLE CONSTRUCTION A JUllDING B WING: 
	undefined_376: 
	STREET ADDRESS CITY STATE, liP CODE 25500 MEDICAL CENTER DRIVE MURRIETA, CA 92562: 
	poliCies and procedures, which have been approved by the medical staff and which reflect current standards of anesthesia care: 
	POC 131: the status of preventive maintenance to the Environment of Care Committee.

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.





















A1005 - CORRECTIVE ACTION:

The physician consultant, the new CMO, and the external consultative experts will review the bylaws and implement improvements to the systems of providing medical care to patient.  Meanwhile, the hospital has taken the following specific actions:

The Anesthesia Department Chair communicated to the anesthesiologists the expectation that the post-anesthesia evaluation for patients undergoing a spinal anesthetic will have movement and sensation evaluated and be documented in the post anesthesia assessment section of the correct form.


	Date 131: 


05/31/10



























Beginning 06/11/10





05/31/10








	STATEMENT OF DEfiCIENCIES ANO PLAN OF CORRECTION: 
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	POC 132: The Administrative Director of Quality Outcomes worked with the Chair of the Anesthesia Department to revise the forms for documenting the post anesthesia assessment to make them clearer for completion

A1005 - MONITORING:

The HIM Director oversees the concurrent and/or retrospective review of anesthesia records to assure that the post anesthesia assessment is complete.

The HIM Director refers repeated incomplete assessments to the Chair of the Department for further action.

Aggregated data is reported at the Medical Staff Quality Improvement Committee for analysis and action planning as appropriate.

	Date 132: 06/30/10







06/01/10




06/01/10
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A1100 - CORRECTIVE ACTION:

The Corporate Response Team under the leadership of the Corporate VP Quality Management included an emergency services consultant who arrived at the hospital on 4/28/10 to provide an initial review of the hospital’s emergency room.

Based upon the analysis of the Corporate emergency services consultant and in accordance with its agreement with CMS, the hospital is engaging additional external experts in emergency medicine to evaluate and recommend an implementation plan for full and ongoing compliance with the emergency services condition.  Meanwhile, the hospital is taking the following specific actions to address the individual findings.  These actions 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 providers' contact information.  See A1102.
           b.  LSC Findings:  The ED no longer houses patients or equipment in egress corridors or in front of fire pull stations.   See A1104.
           c. Accuracy of ED Arrival Times:  The Critical Care Director installed a punch clock in the ED entrance.  It is the responsibility of the registration clerk/ triage nurse to be sure that each patient's arrival time is accurately noted.  See A1104, #2.
          d. Patient Privacy:  The CEO requested and was granted a Program Flex to utilize the PACU for ED overflow, providing additional treatment bays and thus more privacy for ED patients.  See A1104, #3.
           e. LVN Assignments:  The Critical Care Director and ED Managers eliminated the ED-LVN position. See A1104, #4.
	Date 133: 







04/28/10






Projected by 06/11/10








01/19/10



01/19/10


04/22/10





01/14/10




05/17/10
	ST\TEMENT o~ DfnCU:NCIES AND PLAN Ot: CO~RECTOr-l: 
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	SOUfHWEST HEALTHCARE SYSTEM: 
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	POC 134:           f. Credentialing of ED-PAs:  The bylaws were amended to require the completion of proctoring requirements within six months, with extensions given only by the MEC.  See A1112.

A1100 - GENERAL MONITORING:

The findings and recommendations of the Corporate Response Team and Corporate VP Quality Management are being incorporated into reports provided to the Department of Emergency Medicine for discussion and action planning.

The Chief of Staff holds Department Chairs accountable for achieving identified target dates and goals of the CMS action plan.  Outcomes of monitoring activity will be reported to the ED leadership team for analysis and action planning as appropriate.

Please see responses to A1102, A1104, and A1112.





A1102 - CORRECTIVE ACTION:

The ED Manager verified that the monthly ED Call Panel schedule provided by the Medical Staff office contains the name of the physicians providing coverage.  She also verified that the schedule book is physically present in the ED.

The Manager instructed the ED secretary that when transcribing the ED Call Panel information from the monthly schedule to the daily reference sheet, the physicians' names and contact information must be included.

The ED Managers provided follow-up written information to the ED Unit Secretary and Charge Nurses about making sure the ED Call Panel information contains physicians' names and contact information.

	Date 134: 01/20/10






05/31/10
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05/31/10
	STATEMENT OF DEFICIENCIES AND PLAN Of CORRECTION: 
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	S TREE TADDRESS, CITY STAT E, 21P CODE 25500 MEDICAL CENTER DRIVE MURRIETA, CA 92562: 
	POC 135: A1102 - MONITORING:

The ED Manager conducts random spot checks of the daily reference forms to confirm that all contact information is present and accurate.  The Manager provides immediate feedback for noted omissions.








A1104 - CORRECTIVE ACTION & MONITORING:

1.  Unobstructed Egress - Corrective Action

     a.  The CEO directed that the ED must keep the egress corridors clear, no longer housing patients or equipment in egress corridors or blocking access to the fire pull stations.

     b.  The CEO requested and was granted a Program Flex to utilize the PACU for ED overflow, providing additional treatment bays for ED patients.

     c.  The staff in the RSMC ED conducted an evacuation drill to review emergency evacuation procedures.

     Unobstructed Egress - Monitoring

Hospital leaders (CEO, COO, AA, CNO, and Directors of Quality, HR, Marketing, and all clinical and nonclinical services) conduct ongoing weekly rounds to validate that corridors, egress, and pull stations in the ED are being kept clear.  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 Quality for analysis and action planning as appropriate.
	Date 135: 

02/01/10
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06/01/10
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	POC 136: 2.  Arrival time - Corrective Action

     a.  The ED Manager had punch clocks installed at the entrance of the ED for documenting arrival time.  The registration clerk/triage nurse assures that the patient’s arrival time is accurately documented by time-stamping the initial form the patient completes on arrival.  The Patient Access Services and ED managers provided information to the registration clerks and ED nurses on 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.

     Arrival time - Monitoring

     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.  The Patient Access leader provides immediate feedback to the registration clerk should he/she not follow 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 Safety and the Senior Operating Team for Quality.  Upon three consecutive months of achieving 90% or greater compliance, the Team will determine what further action is warranted.


3.  Privacy - Corrective Action

     a.  A reminder to respect patient privacy was placed in the Best of Southwest, the hospital-wide monthly newsletter.

     b.  A reminder memo “Did You Know” regarding patient privacy was emailed to all staff and posted on the hospital intranet.

	Date 136: 

05/31/10









05/31/10







06/01/10
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05/03/10
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	POC 137:      c.  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.

     d.  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.

     e.  As noted in section 1 of this response to A1104 above, ED patients are not housed in the egress corridors; placing them only in ED bays enhances privacy.

     f.  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.

     g.  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.

     Privacy - Monitoring:

     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 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 Safety and the Senior Operating Team for Quality for analysis and action planning as appropriate.

  
	Date 137: 05/31/10
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	 SfAlE liP COOl: 
	All4: 
	POC 138:      b.  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.


4.  LVN Assignments in the ED - Corrective Action:

     a.  The CNO and CNO consultant will work with the external consultative experts to review the hospital's staffing patterns, patient acuity indicators, and scope of practice of nursing staff.

     b.  In the meantime, the Critical Care Director and ED Managers eliminated the ED-LVN position.

     LVN Assignments in the ED - Monitoring:

As the hospital has eliminated the ED-LVN position, no further monitoring of the staffing of LVNs in the ED is warranted.
	Date 138: 06/01/10
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The response to A1112 begins on the next page.
	Date 139: 
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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 identify areas for improvement.
	Date 140: 







01/31/10









02/11/10
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05/17/10


05/31/10






Beginning 06/11/10
	STATEMENT OF OEFICIENCIES ANO PLAN OF CORRECTiON: 
	X MUL TIPLE CONSTRUCTiON A BUILDING 8 WING: 
	undefined_384: 
	S1REET ADDRESS CITY STATE liP CODE 25500 MEDICAL CENTER DRIVE MURRIETA, CA 92562: 
	POC 141: A1112 - MONITORING:     

     a.  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.

     b.  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.














A1160 - CORRECTIVE ACTION:

The physician consultant, new CMO, and external experts will work on defining more clearly the roles of respiratory therapists and anesthesiologists with respect to intubation.  In the meantime, the hospital took the following specific actions:
	Date 141: 
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	POC 142: The Respiratory Care Director revised the Endotracheal Intubation policy to include intubation of patients of all ages.  The policy was approved.

The Respiratory Care Director developed an adult and pediatric intubation competency.  He submitted the purchase request for pediatric and adult airway management manikins.  The estimated delivery is 5/4/10.

A1160 - MONITORING:

The Respiratory Care Director is responsible for assuring that all respiratory care practitioners complete the competency validation for adult and pediatric intubation within 30 days after receiving the manikins.  The competency was added to the new hire orientation and annual evaluation skill checklists.
	Date 142: 05/31/10
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