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The foIowIng reIIec:ls the ftndngs of the Deper1ment 
of Pltic Health during e oompIainl/adw"... 
investigation vtsit: 

Complaint Inlake ......ber: 
CA00213140· Substanliated 

Representing the Department of Pubic Health: 
FEN 

The Inspedion was Hmiled 10 the specific facility 
event /nwlstigated and does not nopreeent the 
findings of a fIJI inspection of the l8c:iIity, 

Heanh and Safely Code SedIon 1280.1(c): For 
purposes of Ihia section "Irnmedlate jeopardy" 
melll1ll a situation in which the Ik:ensee'a 
noncompli.nce with one or more requirements of 
licensure has caused, or is likely to cause, serious 
injury or death 10 the patient. 

70215 Planning and Implementing Patient Care. 
(a) (3) (b) The planning and delivery of petienI care 
shall reflect ell elements of the m....ing process: 
assessment, nursing diagnoses, planning, 
intervention, OYaluation and, as ~ces 

require, patient advocacy, and shal be initialed by 
a registered nUlllll .. the lime of admlsalon. 

70217 Nursing Service Steff 
(a) (1) The licensed nurse-lo-palient ratio in • 
critical care un~ sh.1I be 1:2 or fewer at all time•. 
"Critical care unit" means a nursing un~ of •• 
general .cute care hosp~1 which poMde. one of 
the following services: an intensive care servica, a 
bum cenler, a coronary care service, an acute 

70215 Planning and Implementing Patienl Care 

The nurse to patient ratio in the critical care 
units wHi be 1: 2or fewer at all limes. 
Person Responsible; Nurse Director 12.29.09 
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ID 
PREFIX 

TAG 

PROVIDER'$ PlAN OF CORREC'I1OtlI 
«EACH COAR£CI'NE H:l'IOfrt 8-ICUJ) BE CROss.. 

REFERENCED TO DE NlPROPRIATE DEFtCI£NCY) 

Continued From pegl 1 

reap/ralay B8lVIce. or 811 inlenIllve C8Ie newborn 
nunery oeM:e, the IlIIio IlhaII be 1 rogisIenId 
nurse; 2 (l( f8wer patients 111116 limes. 

70809 Patient Aa:omrnodatiDns 
(b) FIV8 peroent of I fadlily'l _ Hcensed bed 

capacity may be U88d lor a dassllicaliDn olher lIlan 
The RN assigned to primary care lor this 
patient was inlerviev.1!<l at the time of the fall. 

1haI dMlgnated on the license. Upon application to 
the Director end a ehowtng that 'eesOlUII 
ftuduations jusIify. the Di_ rnoy grant the use 
of an eddltional five pen:ent Df the beds "" _ 
lIlan the CIaSllified use. 

This Rule is not mel as ""idenced by: 

Person Responsible; Nurse Director 

The RN in this instance was aware of her 
responsibility 10 provide for the safely of her 
patient relative to fail prevention. 

12.29.09 

On 12129109. a patient In en intensive care unit 
IICU] fell oUl of her bed 10 lhe flODl'. Petient A 
became diSCDl1nected from her canliec monitor. 
from her oxygen source and from her InlT8venOUS 
access wNch had been delivering \IllS08Clive 
medIcations for blood pntssure con«roI. Palienl A 
was on the 1Ioor in this condition "" more than an 
hall' before !he ICU stall found her. The door to the 
pallant's room was cIoaed. and the pnvlCy aJrlain 

had been pulled IlIOUfld &0 that the patient was not 
visible to etall. The failure of the ICU staff to 

monitor, assess and IntelVene on behan of Patient 
A resulle<t In the patient &Uffering prolonged cardiac 
arrest, severe brain Injury. progressive organ failure 
and ultimataly the withdrawal of life support. Patient 
A died the day after her fall from her bed in ICU. 

At the lime of this ""en~ the lacilily hlld placed 4 

Person Responsible; Nurse Director 12.29.09 

EventlD:GZ3I'11 512612010 3:38:22PM 
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ID 
PREFIX 

T"" 

PROVIDER'8 PIN( OF CORRECTION 
(EAOi~AC11ONStDI.D. CROSS

Aa"EAENc:ED TO THEH'PIUlPfIATE DEF1CENCV) 

ContInued From IN'lIe 2 

medical surgical patients In 4 of the ICU designated 
beds on the same 12 bed un~ where Patient A was 
located. One reg;_ ruse was assigned to 
provide <;are fur the 4 medialVsurgical patients. 
The Depar1moft was UI1llWllRl of the facilly's 
pracllce to place lower acuity patients in ICU 
designated beds and to _ these patIenIs at a 
Iesser_. 

FDldings: 

PlIIient A was admitted to the faciIiIy on 12J2!W9 
with diagnoses thsI inclJded sepsis, pneumonia 
and coitis according to the Patient Information 
sheel. Ac<:o<ding to the physidan noleo Patient A 
had bilateral lower lolle infillra1es (a lIuId colledion 
In the ILIlllS) al'd a d_ suspicion of HlNl 
influenza. Patient A was admitted to the medical 
ftoor on isolation from lhe emergency room, wIlere 
she had --. noted to hew some oonfuslon _ 
deaeased level of c:onsc:iousness, aa:ording to !he 
emergency room noles 

On 1212lW9 at 6:12 p.m., a=rding to the Rapid 
Response Team rer.otd, Patient A was transferTed 
to the InlIlnsi¥e Cara Un~ (ICU) fur closer 
observation due to severa raspiratory distress. 
Wlile in the ICU, Patient A was placed on cardiac 
and pulse oximetry monitoring (a non-invasiYe 
optical measurement system to determine oxygen 
levels) all connected to alarms es well as an rv 
pump infusing levophed (a vasoactive medication 
used for blood pressure conlrol), intermillent BiPaP 
oxygen (bi-level positive airway pressure, a 
noninvasive means of assisting oxygen al'd 

The nurse to patient ratio in the critical care 
un~s (CCU) wll be 1: 2or fewer at all times. 
Pernon Responsible; Nurse Director 1.15.10 

EvenllD:GZ3P11 512&12010 3:38:22PM 

LA8ORATORY DIRECTOR'S OR PROVIOERlSUPPLIER REPRE9ENTAT1VF9 SIGNATURE TITlE (xe) DATE 

/!4ny deficiency ltatemenl end6ng wtth.n Nterltk (-) eIenotet • det\cienc:y whictllhe InrItiIution mey be UCUI8d from correcang proyi:ii'llJ it Ie determlllBd 
that other ..leguerdl proor.;ese suMclenll'l'Olection 10 !he patients. Exoept fOr nt.nilg homes, the fn::llnvs .bow Ire cIscIoIabIe 90 daya fOllOwing the~. 

of IUrvey whether or not 8 INn 01 c:orredion ia pnMded. FOf nufling homtI. !he ebow tlncIi....pIIlna 01 ~ ere dtdoub6e 14 daya Ic:lIolMng 

the d.te !heM doo.ments ere mlde /MIlllblell) !he fldtlly. tf drieiendH.re eited••n ~ pIAn of c::cmICtion ia requistte 10 c:ontirued PfOQram 
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I)SIJIiMIAR'lI STATEIWfI' OF DEACIENCES PROVIDER'S P\NI OF CORRECTION 
(EACH CORRECll'VE ACTION SHOlI.D BE CROSS

MGtAATOR't OR USC IJEIfJIfY1NG WORIIATICII) 
~ OEFDENCYIIUST BE PR£CEBlED IV f\,IJ. PIlE"" 

REF£RENCED TO THE.tPPROPRIATE DEFtCEHC't')TAO 

ConUnuecl FRlIn _ 3 

The CIilicaI care staff have been oriented toventilation) elso COlVlected to alarms. 
use of the oveNiew function of the cardiac 

Palienl A __ idenlified .. high risk lor fells, per moni1oring system to provide alertlalarm 
notification when they are providing care tothe flIcjlity's COIlIIlIUrized nursq documentelion
 
another patient in the CCU.
daled 12/2610911ld 12127A:l9. On 12/27 end 12128, 
Person Responsible; Nurse Director 4.3.10the physici8ll ordered soft wrist .-si1ts. The
 

reason for the order of the wrfst _ints was
 
The critical care staff have been re-educated ondocumented eS due 10 the pllllent attempting to 
Procedure, "Fall Prevention and Management".pul/remove Ine8Ilubesleqlllpmentldre8&lngs, and 
Person Responsible; Nurse Director 4.30.108ltemptlng to get out of bed. 

On 1:zJ2lW9 P-.t A fell on the tIoor In front of her 
The critical care staff have been oriented to

bed. became dismnnected from the cardiac 
maintain the door to the 100m open on all

rnonior. her inlravenous Ins Levophed medication. 
patienls to improve alertlalann audibility.

the BiPeP oxygen delivery system, 8Ild pUhle 
Person Responsible; Nurse Director 4.15.10oximelry. The patient was found by a respiratory 

therapist [RT lJ in oomplete enest at 6:01 p.m., 
The critical care stall have been oriented to""""<ding to the Code Blue record. The last 
maintain the privacy curtain open to improvedoc:umenIed set of vital signs by Licensed Nu.... 1
 
direct observation of the patients.
[LN I] 'ecorded on the nuning ftow sheet were et 
Person Responsible; Nurse Director 4.15.104:30 p.m. on 12129/09. 

On 12131109 at 11:45 P.M .• the ICU resource nurse
 
responding to P8ltenl A's 8Illlst on 12129109 __
 Audits documenting use of the overview function, 
inleovtewed. According to the resource 1M1e, when open doors and open privacy curtains were 
she eni'ied at Pelienl A's room. the privacy curteIn initiated when the orientation was complete and 
was ""lied so that the patient was not visible to are ongoing.
 
slaff passing by the room. AccordIng 10 the
 Person Responsible; Nurse Director 4.30.10 
resource nu.... Patianl A was on the tIoor, where 
she had been InCOnlinent of slool. The IV and IV 
""mp administering levophed were on the opposJIe 
side of the bed and were no longer attached to the
 
patlenl. The oxygen sou.... was lying on the bed.
 
The pelien1 was cold and there was some dlfliculty
 
estabUshing an ln1revenous aoce08.
 

EventlD:GZJP11 SI26I2010 3:38:22PM 

LABORATORY OlRECTOR'S OR PRO\llOERISUPPUER REPRESENTATI\IE"S SIGNAnJRE nn.E (X6IDATE 

ALly deficiency Italemellt ending wtIh an llIal1risk r> denote\ II de.lk:lenc:y W'h1Ch the iraatlllJbon may be enused frOm correc::ting plbY!dlng It It detel'T'l'lined 
thBt other IMlfeguardl prO'Ade IUtficlent proflClion 10 Ule Plllienti. Ext:epllor nuraing hOm". Ihe fincfings aoo...e dlldOSeble 90 day, foiIowing 8le date 

ot Il.lI'V'ty wtlelher Dr not. plan Of COfTt<:tion Is Pl'tMded. For nurling tvomet, !he Ibow ftndingIenCI pllna of correction ... di!!C'loe· bIe ,,, dayS foIlO11tng 

the date IheIe doeuments we IMdI .VIi.... to Ihe f8Ci1ity. If defldel ...... 8re cited. an II~ plen of correc::tion 11 requisije ID CXlntinoed progrwn 
portlcl_. 
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6UMIoWW STATEMENT OF DEFtCSCES 
(EACH DEFICIENCY IAJST lIE PRECEEDED BY f\I.L 
ReGUATOR"r OR LSC IDeHT'F\'Ni INFOAII"11CIN) 

Il 
PREFIX 

TAG 

PRCMDERS P't.N4 OF CORRECTION 
~ OORRECTM No. T10N SHOU.D BE (H)S8. 

JeEnRENCED TO llE IPPROPRIAM DUIaENCY) 

COntinued Fn>m ".lIB 4 

On 1125110 at 2:00 p.m., RT 1 was inletv_. 
According to RT 1, he was wOOdng the emergency 
room thai day em BI ""proximately 6:00 p.m. on 
12129109, he went IcoIting for respiraloIy equipment 
in ICU. RT 1 found Patient A lying on the ftoor. 
AcconIing to RT 1, Patient A was lying on the floor 
_eel i the gIess door to the .-..ni1g station em 
ller bed. TIle door to the patienI'lo mom was clo8ed, 
end the privacy eutaln had been puled so thai the 
P8tienl was not vIaIbIe. According to RT I, Patient 
A had been inalntinenl of otooI on the floor ard the 
cardiac moritor, pulse oximetry, IV tine and 
medlcBIion as _ IS the oxygen -.. all 

disconnected. 

RT 2, the RT caring for Patiant A on 12129109 untK 
5:00 p.m., was inlefYiewed on 1125110 BI 3:15 p.m. 
According to RT 2, he recalled Patient A was on 
isolalion, unstable, and had failed BI attempts l<> 
wean her oxygen. RT 2 slaled Patient A appeared 
tired with the _ of breathing em that he had 

discussed this with LN 1 end placed Patient A on 
BiPaP before he Jell RT 2 shated thai h Is difficuh 
wilen medical sLf'!Jical petients are housed in the 
ICU unh, because h deaeases \he number of 
respiratory em ICU staff evailable to the ICU 
patients. 

licensed Nurse I [lNI] was inleMewed on 1125110 
at 2:30 pm. LN 1 was !he care provider for Patient 
A on 12129109 from 7:00 a.m. to 7:00 p.m. 
According to IN I she checl<ed the pattenrs vital 

signs every half hour, as Patient A was on 
Levophed. LN 1 stated she did not recall haar1ng 

The number of respirator therapy staff 
assigned to the critical care units are determined 
based on the acuity of the patient related to their 
need for respiratory services and are not related to 
census. 
Person Responsible; Respirator Care Director 1.30.10 

Event ID:GZ3P11 512612010 3.38.22PM 

lABORATORY DIRECTOR'S OR PROVlDERfSUPpueR REPRESENTATIVE'S SIGNATURE TlTl.E IXS) DATE 
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INtI 04,ner eafeguardl prcMde IU1'rIc:ienl protedlon to the petienU. Except for rw..ning homes. the flndil'lge above are disdoeat*l90 days toIO'rMng It-. date 
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~ STATEIIENT CF DEAQEICIES 
(EACH DEACIEHCY MUST EE PRECEEDED BY FU.L 
REGUATORY OR LSC IlEH11fYIlIG 1rFORIM11ONt 

10 
POEFIX 
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PROVIJER'S PI..Nf OF CORfECTlON 
-..at COM£CTIVE ACnCIN 6HOU.D BE CRJS8. 
REF~TO ntE HlPROI"RIl\TE DEFICENC't) 

ConUnued From page S 

anylIing in repofI relaled 10 a hisloly of confusion 
in PIltienI A or that Pa1Ienl A ITighI be a fall risk. 
LN 1 lbIled 1haI Patient A was mUesa. and 1haI 
ehe [IN 1) had \0 ramind the patient no! 10 gel olA 
of bed to use the balmom 8lI Ihe was no! etable. 
Patient A was given the bedpan by LN 1. but the 
palienl was unsuClClosful. Acconing 10 LN 1. 1he 
tasI time she recaIed seeing PaIIant A was 81 
approximately 4:30 to 4:40 p.m. The last 
doaImenled set of vital signs LN 1 reoouled on the 
nursing flow sheet was 814:30 p.m. on 121211/09. 

Aooonling \0 1he Code Blue Reoord. on 12129Al9 
facility sial started "'susdtaIive moasuras on 
PaIienI A at 6:01 p.m. Per the same record. 
twenty-lwo [ 22) minutes of resusciIaIive measures 
elapeed befote staff oould recover a pulse in PaIienl 
A. Aooording to the physician note from Physician 
X. who responded to the oode. Palienl A was lying 
on the ground with stool next to her. all leads were 
off. line[s] pulled alA. and she was unresponsive. 
'MIen monnor leads we", raapplied Palianl A was 
noted to be in asystole (cardiac arrest or absence 
of a heart beat). 

On 12I30I09. Physlden X requested a aitical care 
oonsuIt by Physician Y. Physician Y's oonsun was 
reviewed. Aooording to Physician Y's oonsuK dated 
12I30I09. Patient A had developed progressive 
organ dysfunction, respiratory failure, renal failure, 
evk:lence of an acute myocardial infarction, 
homodynamic embarrassment, and severe 
metabolic acidosis (PH imbalance in whlch the 
body has aooumulated too much acid and does not 
heve enough bicarbonate 10 effedively neutralize 

This page has been 
intentionally left blank. 
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Contlnued From page 6 

the efI'ecIs 01 Ihe IlCid.) In addIion, PalienI A 
suflered a cardiac _ last """"ina (1212!l109) 
with a prolonged resusdtatJon eIIort. She now had 
evldence 01 _ anoxic (_ daticlency of 

0lCYlJ«1 In the tissue or argons) Injwy Wnot outJ1ght 
bnIin death. According III the nole. Physidan y 
indicated the family had been i,formed that Patient 
A had probably I<IfIerad jneb lovable dam.. and I 
was unlikely she would hIM> eny meenilgfU 
ree:overt on eny level. 

Patient A was disconnected fi'om lie support on 
1213Ml9 and expkad the same day. 

Review 01 the ol8fling eheets for 1212lW9""'_ 
that lour ( 4] beds of the 12 bed ICU l.flit wIlere 

Patient A was located, -e occupied by medical 
surgical patients being held in !he ICU, at a 1 stall 
to 5 patient ratio. The staffing for 12129109 (7:00 
a.m. to 7:00 p.m.) for 1hI0 unil in the ICU was 
reviewed with the nursing manager on I1251Oll. A 
charge nurse in the ICU, present during the staffing 
review, staled \hat they always try to mova all the 
medical surgical patients together in one area 01 
the ICU, whenever they need to aeate a "medlourg 
pod" In the ICU. The Iaciily had not noliliad the 
Department that lower oaHty patients were plaoed 
in the ICU beds, and providing care to Ihese 
patients at a lower sl8Ifing ratio, !han the ICU ratio. 

Patients are admitted to Intensive care unno In 
order 10 ensure thai the patienfs condition is 
clooely monitored by Iadlity staff. Patient A was In 

isolation with the door dosed, hampering Ihe 
audible alarms from Inside Ihe room. Further, the 

Irhe nurse to patient ratio in the critical care units 
fvill be 1: 2or fewer at all times. 
Person Responsible; Nurse Director 1.15.10 

EvenIID:GZ3P11 512612010 3.38.22PM 
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AIry deficiency ~atement ending with In astetlsk M dlootea. defJc::iency 'Which the lnllitutiorr mey be 8llClJ11ed frcrn c::onwQing pn:Mding rt i, determned 
that other Ufeguardl provide eufflcienl protection 10 the Pll'entl. Except for rualng nom.. (he findings.bow Ire lfllClOtabie 80 day' fdlowlng the dale 

of fUf't'IllIY whe,* or not. plan of correction I, proYided. For nursing I\OmeS, lM.bOW Indngis and pIens at correctiof'l.re ':Iv'kW'bIe 14 dIyI ~Iowing 

the d... theM documents.re nwde .weilllbl. to the fadllty. II dBfic:ienc::.. Ire dtecI, In ~!=WIof correctiQlf"l iI req.... '" ccntInued progrwn 
poltic:lpaUon. 
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PREfIX 

TAG 

~ STAT&IEHT OF DeF1ClEJCES 
(EACH L&CiEHCt IlIU&T BE PRECeEDED BY A.lJ. 
REGU.ATOR't' ORlSC IJEHJFYWlIG IHFORIMTION) 

Il 
PREfIX 

TM 

fIROIlI'DER'S PlNI OF CORRECTION 
tEACH CORREClN'E ACTION lSHOU.O BE CROSS

REFERENCED TO THE APPROPRIATE DERCEN;Y) 

ll!5) 
e-..erE..... 

ConUnued From PIlI' 7 

curtain was closed, BO that Ihe patient was nol 
vIolble to staff In !he Immediate a..... The facility's 
failure to ensure ongoing ISSBS$I'118I1l and 
monitoring of a patient who was In a _ of 
lVSpiratory compromise, a documenIed high fall 
risk, was on external monitors 01 her cardiac and 
respiratory status, and who was AlCBivlng 
IntravellllUs mecfocalion to slablliza her blood 
pre..u.e ""'lAId In a patient faK and death. ThIs is 
a deficiency Ihal has eauaed. ... Is lI<ely to cau.. 
Mfioua Injury ... _ to the patient, and IhereIore 
cons1iIutes an immediate jeopardy within !he 
meaning of He8Ilh and Safety Code section 1280.1 
(c). 

This page has been 
intentionally left blank. 

this facllity failed to prevent the deliciency(ies) as 
described above that caused, ... is ll<eIy to cause, 
serious InjUIY or dea1h to !he patient. and lhetefooe 
constitutes an i~ jeopardy within !he 
meaning 01 Health and Safety Code Section 
1280.1(e). 
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M'f detiCleocy Ilal:ement ending with an IIstertak (i denoleI a deficJeney wtlk;tl "" Institution may be excused from c:onecting providing If Ie deteRnIMd 
thalOthef llfeguatda pnMde lU1Ik:Ient protection la the palientl. Exc:Jl!lplfor.....-.lnu homes, the find. above are diBdc:ulbkl 90 lSIye toIIowlng Ihe dele 
of IIIf'WY whether Of nola pi of COlf8dion is PfOV)ded. FOf nur'ling homea, IhIl above ftnd. and pAans 0' comtdion are ttitdoeablll1. days foIowIng 
... dalB IheM docurnentl Il'lfIde lMIilabie to the I8cility, It def'tdeneIe5 ." dted. en IIPPfO't'8d plan 0' correctlon I, ,.qWillilo oon1lruiK1 prognIm 

portidpotbl. 
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