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The following reflects the ffndlngs of the Department 
of Public Health dll'fng an lnspectoo visit: 

Complalnt Intake Number: 
CA00300J44 - Substantlared 

Representing the Department of Public Health: 
Surveyor ID fl. 27126, HFEN 

The lnepectlon was limited to Ille sJMlclfic facility 
avant nfflli!1ated and does not represent the 
findings of a full inspection of the faclHty. 

1-lealfh and Safety Code Seclion 1280.1 (c): )=or 
pUrposos of this section "Immediato Jeopardy' 
means a situ:.ition in which the Ucens00's 
noncompllance with one or more requlrnments of 
liceosure hH caused, or Is li'Klify to ca!lse, serious 
Injury or death to the patient 

AMENDED NOVEMBER 25, 201'! TO REFLECT 
NEW 1::VIPENCE PROVIDED TO Tl-IE 
DEPARTME:NT 

Health and Safety ,code Section 1270.1(c); ''Th8 
faclllty shall Inform the patient or 1he party 
r$Sponsible for the patient · of the adverse event by 
the lime Iha report is m11de. 11 

. The CDPH voofted that the facility informed the 
patient or the party responsible for the patient of the 
11dVel'9e event by th8 tirrn~ the report was made. 

Health and Safety Code 12'79.1 

10 
PREFllC 

TAG 

PllOVJlER'S ~IA!'! OF CORREOYION 
(l:J\Cl,I COf\lU;:C'rlV~ ACT-ION SHOULD IE CROSS-· 

REFEIWICEO TO TliEAPPROPRIATE DEFlCla«'.:V) 

The statemellts made on the plan of eorrcction 

are not an admission and do not cooatilule 
agreement witll the alleged deficlcnclc1 herein. 
This plan or COITCCtion t0n$1ilule& 
Community Re&ioDatl Medical Centers written 
credible allegation of compliance for 1bc 

deficiencies noted. 

Complaint#: CA00306J44 
Penalty II 04000~720 

A. How tile correc~on was accomplished, both 
lemporar11y and permanently for each lndMdual 
affected by the deficient pr.alee, lndudlng any .syste 
changes mat WC!te made. 
on 4/2/2012, an·1nvesugat1on was Immediately 
authori2ed by the President of the Medical Staff and 
the Olalr of surgety, The Chairperson of the Boatd of 
Trustees (BOT) was notlned by the Chief Quality 
Officer, 

On 4/6/20U, the lnter1rn Director of Surgical Servlc"-' 
and the Patient safety Officer instructed the 
~rdlovascular surgical nurstog slaffleadershlp on the 
scope of practice for physician assistants and lhe 
requirements of a surgeon when a patient IS In the 
operc,tJng room. Education on the scope of practice 
for physician a,sistants and the requirements of a 
surgeon was lnlttated by the Surgical Services Mllnage 
for all nursing surgical and cardlovascular staff. 

on 4/25/2012, the Interim Director of su1s1cal SelVlce 

and the Patient Safety Officer lnstrvaed the nursing 
surgical staff clinical supervisors on 1he scope of 
practice for physician assistants and the requirements 
af a sur~•on when a patient Is in the operating room. 
All surgical and cardiov.iscular nursing staff were 
e<Jvcated 011 the scope of pr1ctlce for physician 
assistance and the requirements of a surgaon when a 
pauent Is In the operatlllg room by surgical Services 
Managers wltll 1~ compliance. A nur.Jns surgical 
services staff roster was utmzed to ensure all nurS!ng 
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education to l<Xl" or cydlovucular al\d ;urclc:al nunin 
staff by the Surgical Services Manger and Interim (b) !'"or purposes of lhl:1 section, "adverse 'eVent" 
Director. As or Aprll ao, 20ll, compllan,;e with those 

tnc1Ud81l any of the l'ollowlng: 
nnructlom was l()()\K for the nursing surric■ I staff. 

(7) An adverse event or aeriea of adverse events compll&ncc cootinues to be audited bt the S<.lrglcal_ 
that cause the death or serious dlsabllity of a Services Man&er and Interim Olrect0< ~nd as of this datE 
pallont. amalns at uxm on the staff ro11er. 

on ~/1v2012, Medtcal !ll.ecuove committee (MECl 
notified the physkllll by latt•r to comply with the 
medic.al mtf bytiws reqt1King him to ~main 111 the 

nue 22 · 
70443 Card!Ovaso.ilar Syrgery 8$rvie8 General 

ho$pkal ;ind be a~lable wt.en P3tlenU ltll sttJ In the ReQ1.1lreroont:s 
pPeratinc Room or to arnn~ for iJlilroprlatE coven1ge 
!The President of the Medical Staff telephoned the 

(a) 'M!tt9n poHdos and procedures shall oo [Phy.sicl•n 011d Informed him of the nm11 upectatiom 
developed atid meintalnad by the ,pel'llOO end edmo~d him that t.lure to adhere to this 
rnapo(lsible . for lhe sorvfce In COll:!ullallon 'Hllh other idl~ctlw would re1:11ft In an lmm~a summary 

6Pl)roprleil& haallh profeselona~ and adrnirlWtration. ~uspenslon. 

Pollclee shall be ~Pfoved by the governing body. lhe /\llled Health Professional (Physician NslStanl) 
privl~ om! wu modified In aa :mdance with Tl\le 16 Procedures shal be approved bo/ the admlnl~lraHoo 
to llate that the personal prescttt or an approved and m6dicsl 3tllff where euch le epproptlat1>. 
supltfVll!nl physician Is required when perfonnlllfl' 
isurgtcal p(octdures under general a11esthcs111. The 

Deflclency Constttutes Immediate Jeopardy prMlerie tc1rd was ~proved it MEC on 5/10/21)1'1. and 
Board olTrustee.s on 7/17/IDU. 

Baead on staff interviews, clinical record .ind At'ter the event occurred, the Chair of the Department 
admlnh1t~Uve dQQ.Jment review, the hoepllal failed l1lll1: indiv!dUlllly with the pnclllloner and th• Physician 

AS'Sistant. They were directed that the personal pre$en< e . 
of an ~pproved S\Jpenitung physld;n Is required when 

IP inpfemenl C11rdlovascular Surgery SeNloe 
pollclea and prooe<lvros and !Tlfldloal staff 1>}'1aws 

pelformln~ surelc.1 pioceduras under eeneral when Cl!rdlovasoular Surgeon 1 (CVS 1) left lhe 
anesthesia anti times. 

Opa<11.ttn9 Room (OR) b&fote Patient 1 fully · On 4/12/Wl2 the Medical EicOCJJtiva Committee 
st~N;rad toMowina th& conclusion ol open· heart determined II wollld be 1n the best rnwtsr or both the 
eurgery on .2. CVS 1 also c.tirectad Physlcl011 physl~ and the MEC If the u ~ ""◄'S revle\lN/d by~,, 
Assistant (P,&.) 1 to be left lo-charge, an lndlvk:!u11I outs4<1a expert. ft lmmadl1ttty took step.i to send the 
not quall~d lo b8 left in-chafll\l of lhc ca~ In questlOn out for an 11\dependent ,ev1ew by an 
cardiovascular (CV) &urgery. After CVS 1 left the experienced vipert c:ardiavuculu surreon, even thou~~ 

it was recog,i2t.d this would cause a tlrM dalay in OR, Petleot 1 sufferad massMl blood loss, carolac 
resolutloll or the m.itte<. On 7/18/ 2tJ11 the practttloo& 

8fl'\l$1 and loss of oxYll80 · to th& brain. The masslva 
and the asslsUfl{ cudlonscutar surgeon were dlreaed 

blood lou roquln,d re--oP1ri1) tile chest and by the President ol the Medlcaf Staff to amend the!< 
manual mMsage of lhe heart. Pallent 1 was pla~ documenatioo In tile pitlent record oo refl&ct what 

1• ,~•~te{vha~nM On4fllt2: 
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. I 
on life sUpport after the subsequent CV surgf and 
as of -12 remaln9d on life support. 

1 

f lncllng5: 

On 4/11/12 at 3:46 p.m. lhe depa1mient r~~ an 
anonymous complaint alleging lhe • followlllg: " ... 
(CVS 1) Ian the operating room wh~e the cht\St was 
stlH ol)!ln {fur Pallent 1) and lh811 left the hospital 
before the i1urge,y woo done leavlng his (PA 1}. t-0 
take over the surgery ... The patient arreated 
(cardiac arrest • the heart 6toppea b811t1n11) , In lhe 
0p8raHng room and the surgoon was not (In Iha 
l]oepflal la.attand to the pa~ent...• , 

i 

Ttia clinical record for Patient .1 was revievi'e<l on 
4/17/12. PaUent 1 had ~ s.urglcal repnlr of lhe 
Ascending Aortic Amnnysm (MA) an ■12. 
(A3ce11dloo Aarllo Aneurysm la a 11EKfolW cqhdillon 
where 1hs main artery leaving the heart ballo<.ioo out 
and may rupture. MA requlrGS o)lQll heart turg-ery 
1n order to repair.) suraeiy was starte<l on .12 at 

l'l>e ~rnended documentalion wa5 eotered Into the 
racotd on 7 /JE/2012. 

on 7/26/2012 the leadeuhlp of surgkal Services, 
Chait! ofthe Facility Execuuve AdvisoryCommltte~ 
and Ole President of the Medical Staff sent a letter to 
~n members oft~e meolcal mff notifying them of the 
Physklun Assistant sccpa of pr.dice and dlrQttlr,gall 
to adhere to the ca11ror111a Code of Rel\llatlons 'rltle 
;16. 

On 7/V/2012 lhe Medieal Directorship to, 
Cardlothoraclc Services W1lS reas~gned to ~nolher 
privsioon. 
on 8/l~/Z0lZ, the surgery staff onentauon was 
im11n.ded to indude the scope cf practice for 
PhySJCtan ASSlstants and surglcal pract1ce and 
expeCUtlons of the w,geon when the patient Is In the 
Operating Room. 
On 8/'5/lOll a spec~I Mee meeting was lleld to 
reviewtlle finelincs of the inve!t/gation. The followinf! 
actions were taken ret11rdln3 the phystcJ3n; 

A. In r@g)lrds to the Issue of medical rerord 
documentation: 
• P. sumrn:.,ry of Ills c!ocumeotallof\ cle~clendes 
identified durlllfl' the el<ternal peer review will be 
provided to me pracm1oner to JIJ11strate the types arid 
severity of hlJ documentailon de.RdendeJ. ' 

•8A1 a.m. and due to compDoallons., ane;stheaia 
was not stQpped until 9:40 p.m. CVS 1 WflS the 
prltnaJY eurgeon, assisted by PA 1 and MD 1 
(gen8ral vasctJlar surgeon). MD 2 was lhe 
anestheslologmt Patient 1 carne off of bypass at 
11:Miam. PA 1 and MD 1 procoeded to complete 
the &urgary by closlrig ~atlenl 1 'e chest. The 
closing of Patient 1's chest consists or closfng 
sov11mtl 11\}'era. CVS 1 lert the OR sho~ alter 
12:15pm. PA 1 and MD 1 left the O~ after 
complettng the surgery shortly lhareal\er. 

After PA 1 and MD 1 left Iha OR, Slaff 1 

• In or<ler 10 Improve his dOC\1111entatlon deflciendas, 
the physician must ,uc=fully complete a Universlt)' 
or Cllllorn1a San Diego (UCSD) Phys1ci3n Assessment 
and Clinical EducatiOn (PACE) program in ml!dlcal 
reoord documentation. 

• ni, practitioner must abide by all of the hospttal 
pollcie.s, medlcal staff 11.de.s and resulstllllls pertaining 
to medlClll recordt documentation. 
B, In regards ta the Issue of the che~t closure followln3 
cardiac surgery, the physician sh.lll rom.ain in tha 
operating room (OR) until me panenrs chest ts closed. 
C. Res!ll'dlng the lsslle of leavtns the Of\ and vie 
hospital durlnll ~ case of 4/2/2012: 
• There ls evidence that Iha patient was t1n!lable · 
following the conchJs1on ol surgery. 
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(perfusionist - a speciall;2ed health profesalonal 
trained 10 monrtor the h~1ut-lufl!J machine ' during 
cardiovascular open heart surgery) noted Patient 1 
oonUnued to bleed. At this Utne Regislef'ed Nurse 
(RN) 1 (clrrulating regfstered nurse) called CVS 1 
about the contin1.18d bleeding. By phone, CVS 1 
ordered blood. products (for example, red, blOod 
cells and pla11ma) to be administered to Pa\ient 1: 
rn1.1IUple administrations of blood products· were 
given with continued bloodlng from th6 ch6SI. 

At approximately 12:45 p.m. the anasthssiologist 
noted Patient 1 to be In venlrlcular ltbrlllallon 
(uncoordinated heart contractions ca1.1Sfng th6 heart 
to quiver and cause of cardiac arrest) and code • blue 
was c.il!ed. (Code blue is an emergent eltuation 
Where the heart stops bsabng and requires 
lmtnedlale Intervention.) PA 1 responded to .the 
code bli.18 and rushed back Into the OR and opened 
the chest ( cut the wire sutures holding the chest 
together) and alarted manually massaging the 
heart. J?allent 1 .did not reepond · to Iha manual 
maesage of the heart. Patient 1 conUnued lo suffer 
massive blood loss. PA 1 and ·MD 2 attampt6d to 
place a cannula (a hollow hlbe) into the heart In 

preparation to 'l'EHltart the heart bypass machine. 
An attempt,,, to place tile cannula were • 
unsu~1ful. j 

CVS 1 re-eolered the OR at 1 :2g p.m. and adjl.l\;ted 
the cannula, successfully. Patient 1 was placed on 
ful heart bypass at 1his lime. CVS 1 allvmpted to 
stabilize patient's vital signs and etop Iha; blood 
loss In order to wean from the heart bypass 
machine. Attsmpls to take Patient 1 off the bypass 

• ~ a result the patient W11s not ready to leave the 
Oft. 
• The responslblllty for the patient's care vnder tliese 
circumstances rem clearly wi th this physician. 
• In leaving the OR and the hospital, he failed to 
designate another phys1c1an quallfteil to provide the 
necessary coverage or care. 
•Asa result, there \Va$ an untimely respon.se to the 

patient's deteriorating condition. 
• The physician has been directed to eitller be present 
or to p<OV1de suitable coverage (presence of a 
pr1v11eged cardlothoraclc surGeonj followlng cardiac 
surge,v cases until the patient Is stable In the 
intensive Care Unit {IC\J). 

• ll>erefore, 8 foorteen li4) day medical staff 
<Usperuion was imposed. 

8. The title of posit/on of the person responsible for 
comctlo~, e.g. Admlnl5tr11ror, Director of Nursing or 

, orher r~spanslble supervisory personnel 
President of Medical Staff and Chief Quality Officer 

C. A descrlpffonofr/le monlr,;,rlng pror;ess to prevent 
recurrenais of tfJe deficiency, thefrequ!tlcy of th// 

monitoti'1g olld the lndMduates) responsible for the 
monttonnr;. 
All cardiovascular surgeries undei- the care of the 
physician were monl!Ored concurrently for 1 months 
by the Patient Safety Department from April 3, 2012 

thto"6h June 1, 2012 for compllance with surgeon 
attendance during surgery a.1 speclfled by our bylaws. 

AD cases were referred to Peer Review for Medical 
Starr oversight. 

All cardiovascular surgeries vnder t11e care of the 
physician were monitored for compliance with 

surgeon attendance durlng surgery as speclfled by our 
bylaws retrospectlvelv within 1 week be113n June 1, 
2012 and continued for 6 months until December 1, 
2012 and referred to Peer Re"1ew for Med lea) Staff 
oversight. 
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On 8/1$/2012, 10 c&ses per month were randomly 
select eel for all can11ovasculat an<! Surglc81 

maohlne W&f8 uoouco<m,/1.11. CVS 1 docidsd to procedUTes and reviewed by Peer flevlew for 
pls.ce Patient 1 on ECMO (extra oorporoal compll1nce 1111th surgeon attendance CIUl'lng surgery 

as spectfled by ou, bylaws and sutglC.!I 
dOCUf1\(1$\lon lndudlng surgery times, attendance 

memtirane oxygB11ation • e machll18 designed to 
help oxygenate blood when the heart 11nd lungs are 

and the Operatlne Room report. TM review 
66wnlly damaged) 11t 3:53 p.m. PaUeot 1 continued 

occurred for 3 months with tile aoif of 1007' 
to t:lleed _hea'Aly allet Patient 1 wsa plaoed on rompfianai. Monitoring r~ultl was r1.portad lo 
ECMO. N. epprol<lma«lly 7:10p.m. CVS 1 asked Surgeiy AdvlSoty, M[C and BOT tor september, 
&nOlher 'oardlovasCXI!ar SUl'Qeon (CVS 2) hl 'e'r'l:lluate Octobtr and Nowtmber 2012-
Patient 1's conmus(I . ~adlng. C\fs 2 1Tl£inaged 011 8/l5/'J!J12. lO ciUQJ par monttl ~re randomty 
Patlaot 1 •11 &urglclll blo.eding end Paljent; 1 wa. selette4 aild rcvte~ by Peer l\eule,.;. lor 

~ to the Cardlovasculal Intensive Cara Unlt app,apriate utfflzatioo of Physicun Assistants and 
surjbl documentauon lndudlfl8 nsery time$, (CVICU) ill oriliool con<.fttion a1 appro><imatefy 10;40 
ittendance and the Opan,tlng Room report. Th• p.m..on-2. , 
rc>ilcw oewtred f0< 3 mooths with 1co:,: compliance. 
Monltor1111 rewlts were reported to Surg,:ry 

On 4/18/12 ot 1:30 p.m., du~ en Interview, Staff 1 ArMsory, MEC anel BOT for September. October and 
(JWlfuslonlat) sl:llted to the effect lh:n C:VS 1 le1t the November 2012. 
OR prior lo 1h8 complete clo&uiv of ~ff9nt' On 8/15/2012., 2 can!iovucubr and 2 surgical~ 

'Mira randomly ~cc:ted for obseMllon per month 
by Quillty and Patient Sa~ RN's. The review 

1'sct\asLar\d Iha! (PA 1) 8/'ld (MD 1) closed .UP Ille 
ch~t 11r1d lhen left the O~. Staff 1 slated lhal as 

occurl'!ld for 3 months wtth l()()!ji compliance. of . PA 1 and MP1 wera clo&ll\g, "there WM. still 
adherence to medie111 mrr bylaw cxpect.1tlo11 gf bleeding, 8/'IOugh to MD1' and that "[a]t about rur119on attendance and Phyddan Assistant ,icop■ of 

12: 60f)m blooo started pouring out of the pallent'B ptllCUcc. Monitoring results was rel)O(ted to Surgery 
chQst. At uie klltlal ume, ... almost 250ml of blood Mvkory, MEC and BOT for September, Odober and 
losa. (FJrom 12:45-12:55 about 125lml." (~N 1) November 2012. 
cal lad (CVS 1) and he ordered Mother round of 
blood product& given to Patient 1. (MD 2) was 
ijlvlog the blood products. Patloot , was bleeding D. The do~ when !ht lmmedlata correction of the 

de/klmcy was acCDmp#,hrd. Normally this will be /IO so muctt lh!lt (MD 2) CQuld not repleoe the blood 
more than thfrty (30} days from tu date of !ht exit faet e11ou91l ll!lcl Path!nt 1 coded at 12;66 p,m. , 
ccnferooce. 
Au9usl 15, 2012 

Staff 1 ~t.l(W, 'Vv'hen we celled the code ... '.(PA 1) 08/15/2012 

Ct'lme lll8hlng back In whffe CPR (cardiopulmonary 
ro&usdtaUoo) was In proce.'!11. (PA 1 l deciped to 
open up the chest w11h chm comprW!islons being 
given. \Mien 3/le opened L.p lhe d-iest blood wa.&. 
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CALIFORNIA HEAL TH AND HUMAN SERVICES AG~CY 
lll::PARTME;NT OF PUBLIC HEALTH 

8TATBit00 OF DEFICA;NClcS ()Cll PROVIDfR/SUPPtl6AA:LIA; ()(2) Wl.TTPLE CONSlR\JC'nON (X3) D"TE SURVEY 
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Comm~nlty Raglon~I Ml!dlcal Cenl.er 

~T ADPAA88. CllY, SlATE, ZIP CODE 
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SUMMARY' 8TA'l'Sllalr OF DERCIENCIE$ I 
(EACH Ol!FICIEIICY MU:!Tl!E PRECEEDfD 5Y flA.L I 
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ID 

Pll.Efl)I; 
TAG 

PRO!JIOSl\'8 PI.AIII OF CQllfl£CTION 
(EACH CORRECTIVE ACTION 8HOUlO BE Cl\088- . 
REFERENCED TO THE N'PROPRJATE DEFICIEHC'f) 

(XS) 
COMPI..ElE 

DATI: 

i 
I 

111shing out. sti9 couk!n't insert lhe aheet tube and 
(MD 2) had lo glovo up and assist · 11\sertlhg the 
a/Jest Uie. (PA 1) and (MD 2) never lns11rted a 
chest tube. (CVS 1) wasn't in and they ha~ to do 
something. (RN 1) got (CVS 1) on Ille phobe ·and 
got the phone 'to (PA 1's) ear eo he could )lelk lo 
her. Ha inslructad (PA 1) how to cannulate {l~sert a 
tube Into \he chest cavily) but she could noi do It. 
(CVS ·1) came 1n at 1:29 p.m. and adjusted the 
oennulae. He wok over from (PA 1) and started 
repairing the bleeding points. At 3;28 p.m.. /Paienl 
1) was lllill blaedlng and (CVS 1) decided ! to put 
him on !::GMO. (CVS 1) said, 'Al this point there Is 
nothing ·else that can b8 done $UrgicaUy.' that we 
should send (Patient 1) to Car(jiec ICU." ' 

I 
On 7/13/12 at 10:36 a.m., during an Interview, CVS 
1 slated lie directed PA 1 to fini:sh the IASS. which 
moonl she was to perform the remainder :of the 
surgery - dosure of the chest Wllh wtres. 9vs 1 
lltated he had checked till lhe tubes and all was 
rouline. 

CVS 1 slated he allowed PA 1 lo practice, above 
her prMege card as PA 1was preparing .for an 
Advanced Quality Practice EXwn and for that. she 
needed so many c11ses with opening and closing 
the chsst and to cannulate (U,e insertion• of a 
cannula or tube .into a }10How bco'y organ) the heart. 
CVS 1 slated he left the surgery and went up to !he 
unit to complelB ordeni. Patient 1's medical records 
indicate that CVS 1 was in ttie OR untll 12:15pm. 

On 7/16/12at 11:30a.m., MD 4(Chlef Offlber for 
QU(lllty) and Admlnlslrallve (Admln) 1, both stated 
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CALIFORNIA HEALTH AND HUMAN 6i;RVICES AGE~CY 
DEPARTMENT OF Plll3UC HEAL TH 

(X1) Pft0Vll$8(}f>PI.ER/Cl.111 IITATai!ENT OF DEfiCENCIES 
,!\ND Pl.1\11 01' CORRECTION IOE~TIFIC,'\TION NUMBER: 

OG0080 

()(2) flltLTl'LE CONSTRUCTION 

A.8UJJ)ING 

B. 'IIING 

(Xa) OATE SUAVEY 
COMPl.ETEO 

04/1712.012 

8'!'1111T;.T ADD!lESS, CITY, STATE, 'lJ' aooe 
Communll;y Regional Medical Centur 2823 fABllO lit, Fresno, CA 937l1-'1324 PRESNO C0U~TY 

NAME Of f'IIOVIJl:R OR sut'f'Lll!fl 

S\RdllARY l!TATI9\1Et.jf OF DEF1Cl~l"CIE$ ID PROVIDER'S PlAN OF COAA~CT!ON (X5) 
(EACH OcftCENCY MUST Bl: PRECEEDEO IY FULL PREFIX (EACH CORRECTIVJ; ACTIOH SliOUI.D BE CR088- COt.f'U:TE 
Rl!GUI.ATORY OIi LSC tla«FYINO l'NFOAMAllON) 1' lAO REFERfliCED TO 'niE>l'Pf\OPRIATE DEFICIENCY) DATE 

CVS 1 left the OR prior 1D complete. dosure I of the 
cites! skin. MD 4 and Admln Staff 1 staled that 
CVS 1 vlolaled the hospllal's Rul&S! and 
Regulations under the Bylaws which do not i permit 
lhe primary BUrgaon to leir1e the OR prior ;to the 
palieot being es·labflstied as stable. i 
The . Rules and Regulallons and Policle3 pf the 
Medical Staff dated 2011 wara revlawoo on 7112/12 
and conlained the fullow'ing documenti.lion IBlder 
section D: ''... Coverage Arrangement - Each 
attendil'lij physician shall paraonally provide or 
otherwise arr;l(lge for continuous care and coverage 
for each of his or her patfent.5... Failure to arrange 
~pPtupriale coverage ah1:1II be grounds for correcllve 
aetfon as deflnee1 In al1lclee · VI El!ld VII of IM 
Medical staff Bylaws ... If a physician Is unable to 
provide care for his or her patients, then the 
physician mu~t provide coverage through ,mother 
approprtately credentialed physician. Toe covering 
physician must be available and quallffed to 
assl.lTle responsibH!ty for the patlentli during Ille 
enltrely of the a11911dlng physician's absence ... It 1$ 
expecled lhat a physician on call will respond lo 
pages t,1Qardlno a hospital Inpatient within , flftaen 
(16) rnlnule8 of being called and will be available in 
the hospital within thirty (30) minutos of any 'can lo 
provide necessary medical evaluation treatment and 
stabilizing treatments. In certain specialties: more 
rastric\MI avaUabUlty may be requlfed. Under· Artlcle 
VI Corrective A~f9n imd eecllon 6.1.1 Iha lbllowing 
dot:llmenlalion was noted: \M'len a membo/ may 
have exhibited conduct likely to be (1) detrf~lal 
to patient safety or to the delivery of quality patient 
oare within the hospital; ... (4) below applic.ible 

l:118nt ID:WGU811 ,12/16/2014 10:37:32AM 
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~ ADDIIESS, crrt, STA'IE, 2ll' COOf: 
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No. 030 l P. I 0 

(><3) DATE Sll!.\le'I' 
COM'IJITEO 

04/17/201:! 

SUMIMRY STATliMEMT Of'DEflQENClf8 
(t:ACtl DmOlr;i,lcYMl./8T 0£PRfCG.601iD DY F\ILL i 
REGULATORY OR I.SC /DElfriFYIMC fKFOAMA'llON) 

protesslonaJ standards •.. moy oe initiated by the 
President of the CommltJ.ee: .. 11 

CVS 1 loft the open h1tari eurgery on Patient 1 prior 
to complete closure of the ci\est and before ,Pall~nt 
1 fully · stablllzecl. CVS1 vlolat11d the hospital 
rnedlcal staff rules end reoulaUons when. CVS 1 
failed to arr.inge appropriate coverage for Pa!lent 1 
by leaving in-<:han.ie l~Md1.1al& not qualiRad to 
11~s1me responslbUlty for P111ienl 1, , ~ $ 1'8$Ult, 

Pmlent 1 1:.Ulff?.1'ed fTl8SSiye blood loss aner CVS 1 
tea the OR and subsequMdy suffered cardiac 
arrest Because of the massive blood f(){,S and lo$S 
of OllYIJen to ttie brain, Patient 1 w1111 )JIIIOBd; on life 
1;1upport. Pallant 1 r<¥11a!oed on nrn 1:.t.1pporl an of 

112. This faclllly failed to preYl:lril the 
ency(ies) as described above that cau&ed, or 

Is likely to causa, ~~us injoiy or deaih lo the 
pallen~ _ !Ind therefore conslilutas an immedrate 
j8opatdy wtthln the rn~lng of Health and ' Safety 
Code SeoUcm 1280.1(0). 

This facility felled to prevent the deficiency (!es) as 
d96cribed above !hat caused, or fe llkely to oall8e, 
seriol.18 Injury or death to the patient, and lherefore 
constitutes an Immediate jeopardy withiri the 
meaning of Heallh and Safety Code Secllon 
1280.1(c). 
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