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The following reflects the findings of the
Department of Public Health during a Complaint
visit

Complaint Intake Number: CA00168152

Th~ insp~ction was Iimit9d to th~ sPEicific
complaintS investigated and does not represent
the findings of a full inspection of the facility.

Representing the Department of Public Health:

; RN-HFEN
,RN-HFEN

1280.1 (c) Health & Safety Code Section 1280
For purposes of this $ection, "immediate
jeopardy" means a situation in which the
licensee's noncompliance with ,one or more
requirements of licensure has caused, or is likely
to ,cause, serious injury or death to the patient

DEFICIENCY CONSTITUTING IMMEDIATE
JEOPARDY

E 2641 T22 DIV5 CH1 A.RT3-70213(a) Nursing Service I E 264
, Policies and Procedures.
~
f (a) Written policies and procedures for patient

I

' care shall be developed, maintained and
implemented by the nursing service.

I This RULE: is not met as evidencedby:

I Based on interview and record review, the facility
i"staff failed to implement their Brood and Blood
! Product Administration policy and procedure
r (CPM.PC.015), i

.

~ th.at two,ficens.ad nurses (Staff

"
; B and Staff C}) did not venfy Patient 2's name,

. ..AsORAT9~'VD1~Y'PR'S OR P~0'f'PE~SUPPUER REf>.RES'fTATI'ff'S 'G~~~tJ1Jb~ I MJA1 . I~I UM,t
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The Chief Clinical Officer and the Director
of Laboratory Services reviewed the Blood
and Blood Product Administration policy
and procedure. No revisions were indicated.

The Chief Clinical Officer and tile Director
of Laboratory Services reviewed and revised
the transfusion slip.

Nurse Band C were immediat,~lysuspended.
Upon completion of the investigation, both
nurses received a final written counseling.
Both nurses subsequently resigned.

11/03/2008

I (X5)

I

COMPLETE
DATE

10/28/08

111/17/08

I

~ 1/05/08
(X6) DATe

January 9, 2009

IfcontiiiuatiOnsheetl' of5

TITLE

Chief Clinical Offi~r

K78W11



-. --. __ _..n _ _.. _ __ ___ h_. ..n__h ... ____ __

) ,

PRINTED: 12/1112008
FORM APPROVED

California Department of Health Services

STATEMENT OF DEFICIENCIES
.AND PlAN OF CORRECTION

(X1) PROWDE~SUPPUEUCUA
IDENTIFICATIONNUMBER:

(X2) MULTIPLECONSTRUCTION

A BUILDING

B.WING

(X3) DATE SURVEY
COMPLETED

CA930000065
NAMEOF PROWDERORSUPPLIER STREETADORESS,CITY,STATE.ZIPCODE

HOLLYWOOD PRESBYTERIAN MEDICAL CENTER 1300 N VERMONT AVE
LOS AN(;ELES, CA 90028

SUMMARYSTATEMENTOFDEFICIENCIES '10 t:
(EACHDEFICIENCYMUSTBEPRECEDEDBYFULL PREFIX

REGUlATORYORLSCIDENTIFYINGINFORMATION) TAG

11/03/2008

(X4)ID
I

PREFIX

TAG I
I

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFiCIENCY)

(XS)
COMPLETE

DATE

E 2641 Continued From Page 1 I E264

date of birth, hospital identification number on
the wristband and on the transfusion tag
attached on the blood bag in accordance with the
hospital's Rolicyand procedure, The failure of
facilitystaff to implement the hospital's Blood
and Blood Product Administration policyresulted
in Patient 2 receiving blood intended for Patient 1
with a subs~equent blood transfusion reaction.

Findings: ',;,.)"

All registered nurses were required to review 112/22/08
the Blood and Blood Product Administration
policy and procedure and take a test to
demonstrate their understanding ofthe policy
and procedure. Allcurrently working
registered nurses (94%) have successfully
completed this test. Remaining registered
nurses willdemonstrate their knowledge of the
Blood and Blood Product Administration policy
and procedure by successfully completing the
test prior to administering blood or blood
products.

On November 3, 2008, a review of Patient 2's
Admission RecOrd, disclosed the patient was.

.adlTlittedto the ~~ility 9n Oc~ober:2, 2Q()8.wit!!
diagnoses that included sepsis and end stage
renal disease. According to the clinical record,
Patient 2 had a history of diabetes mellitus,
hypertension and psychiatric disorder.

A minimum of 50 transfusions are being 101/21/09
concurrently observed for compliance with

policy arid procedure. Ffndlrlgs are reported
to the Chief Clinical Officer and reported to the
Quality Management Committee, the Medical
Executive Committee and the Governing
Board. Concurrent observations will continue

until such time as 100% compliance with policy
and procedure is demonstrated.

Additionally.a blood productadministration I ongoing

competency will be performed annually.

....... ~... .~-......
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received Benadryl (antihistamine), epinephrine
(bronchodilator) and solumedrol (steroid).

E264

Another physician progress note, dated October
29,2008 at 8:10 p.m., indicated rule out blood
transfusion reaction, keep in the intensive care
unit and consult an intensivisl At 9:10p.m., the
documentation indicated the patient expired after
a code blue was called.

According to the Blood Bank: Transfusion
Reaction Worksheet signed and dated October
29,2008 by blood bank tech and signed and
d;at~dby patholQ9iston9c.tober 3P, 2098,
indicated the post transfusion sample had
hemolysis, was "0 Positive" and the blood unit
number P06LF96200 was A Positive." The
conclusion indicated acute hemolytic reaction.
(Transfusion reaction due to transfusion of
incompatible blood).

A review of the Expiration Summary date~
Octob~r 31, 2008 indi~ated, Patient 2 had a
"Hemolytic reaction secondary to inadvertent
blood transfusion with blood which was meant for
another patient."

During an interview on November 3, 2008 at 2:45
p.m., Staff D (Administrative Staff) stated that on
October 29, 2008, Patient 1 had a physician's
order for brood transfusion aod Patient 2 had no
order for blood transfusion. Staff D stated the
licensed vocational nurSe (Staff A) went to the
laboratory and picked up the blood, returned to
the unit and handed the blood to the registered
nurse (Staff B). Staff B and the charge nurse
(Staff C) double-checked the unit and compared
the brood with Patient 1's chart at the nurses'
station. Staff B went to Patient 2's room, and
hung the blood to Patient 2 at 3:45 p.m., instead
of patient 1's room. ''without verifying the ID of

-- ......
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the patient against the blood. It Staff D stated
Staff Bdid the 15 minute check, then suddenly
realized it was the wrong patient Staff D stated
there ''were no issues" within the first 15 minutes
and Staff B discontinued the blood transfusion.

I

Staff D was questionedabout the remainderof I

the I mitof nloOOt:tnc1~he !;tated Staff B changed !

the blo~ transfusiontubingand started I
transfusing Patient 1 with the same unit of blood. .
When asked if Staff B notified the physician and !

reportedthe error; Staff Dstated Staff B did not I
call the physician and did not report the error. .

IStaff 0 statedthqlon 09tQber29, 2008, at about j

5 p.m., Staff A noticed. Patient 2 was cyanotic

Iand having difficulty breathing and.notified Staff
C, who in turn, notified a Medical Doctor (MD) via
telephone at 5:20 p.m., Staff D stated that shortly
thereafter, Staff B told the nursing director about
the transfusion error.

A review of Patient 1's clinical record revealed a
physician's orderdatecf October 28, 2008 at 10
a.m.; for a type and.cross and transfuse 2 units
of packed reet blood cells (PRSC), if hemoglobin
less than 10, transfuse 1 unit PRBC as needed.

A review of the Crossmatch Tag for Patient 1
revealed Patient 1's name and medical record
number, the blood type was AS Positive and the
Donor type was A positive. The transfusion
record section disclosed signatures by Staff B
and Staff C dated October 29, 2008 at 3:45 p.m,
indicating statement of verification that they had
"matched patient Ilame and number on the
transfusion tag with the name and number on the
patient's band and the donor number on the form
with the donor number on the unit of blood."

A review of the Outcome Notes documentation
dated October 29, 2008 at 6 p.m., indicated,

-
STATE FORM ~118a K78W11 If continuatIon sheet 4 of 5

_..



"

Cafifomia DeDartment of Health Services

STATEMENT OF DEFICIENCIES
.AND PLAN OF CORRECTION

(X1) PROVlDERlSUPPLIERlCUA
IDENTIFICATIONNUMBER:

(X2) MULTIPLE CONSTRUCTION

A BUILDING

B.WING
CA930000065

NAMEOF PROVIDEROR SUPPLIER STREET ADDRESS, CITY. STATE,ZIP CODE

HOllYWOOD PRESBYTERIAN MEDICAl CENTER 1300 N VERMONTAVE
LOS ANGELES, CA 90028

(X4)ID I
PREFIX

TAG

-
STATE FORM

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

E 2641 Continued From Page 4

"Notified MD transfusion given amount of 200
mI." There was no documentation when the
blood was started, the blood unit number and
Patient 1'5 pre transfusion vital signs and vital
signs fifteen minutes after the blood transfusion
was started.

A review of the Blood and Blood Product
Administration policy and procedure
(CPM.PC.015 dated as revised on August 2007):
"Patient Identification Checks" section disclosed
that the person who wOuld transfuse the blood
plus another RN or MD must confirm that all the
following informCltion agrees -Patienfs name,
date of birth and hospital identification number
on his wristband and on the transfusion tag
attached to the blood bag, unit number, unit ABO
RH tYpe and type of component on the bag and
on attached transfusion tag.

This policy and procedure failure resulted in a
preventable blood transfusion error for patient.2.
Patient 2, whOdid not have a physician order for.
a brood transfusion, received a blood transfusion
with the wrong blood type~had a documented
hemolytic reaction and expired.
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