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CALIFORNIA HEAL TH AND HUMAN SERVICES AGENCY 

DEPARTMENT OF PUBLIC HEALTH 

(X2) MUt.TIP~E CONSTRUCTION (X3) OAl E SURVEY(X1) PROVIOERISUPPLIERICLIA STl\TEMIONT OF OEFICIF.NCIES 
COMPLETEOIOENTIFICJ\TION NUMBER:/\NO PLAN OF CORRECTION 

A. BUit.DiNG 

B.\l\'ING 04/15/2015050167 

S'TREE'r ADDRESS. CITY. STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER 
500 W Hospital Rd, French C"mp, CA 95231-9693 SAN JOA.QUIN COUN1Y S~n Joaquin General Hospital 

afet- 6;/1'/15 
(XG)PROVlDE;R'S P~N OF CORRECTIONID 

(EACH CORRECTIVE AC'T'lON SHOULD BE CF\OSS­
SUMMARY STATEMENT OF OEFICIENC!ES (X4) ID 

COMPLETEPl"i.EFIX 
REFF.RENCED TO THEAPPROPRIATE DEFICIENCY) 

(EACH DEFICIENCY MUST F.lF. PRECEEDED BY FU.LL PREFIX 
DATE TAGREGULATORY OR LSC 1oeNTIFYING INFORMATION)TAG 

The following reflects the findings of the Department 

of Pl tblic Health during an inspection visit: 


Complaint Intake Number: 
T22 DIV CHl ART3 .70213 Nursing Services CA00161306 - Substantiated 

Corrective Action PlanRepresenting the Department of Public Health: 
Surveyor ID# 28407, HFEN 

New Work Group: 


A Handoff Communication Improvement
The Inspection was limited to the specific facility 
Workgroup was immediately formed. The event investigated and does not represent the 
following changes were Implemented infindings of a full inspection of the facility. 
regard to critically ill patient transfers 
from the Emergency Department (ED) toHealth and Safety Code Section 1280.3: For 
the Intensive Care Unit (ICU).purposes of this section "immediate jeopardy" 


means a situation in which the licensee's 
 1. The nurse caring for the patient In the 

noncompliance with one or more requirements of ED w ill keep the medical record with 

licensure has caused, or is likely to cause, serious him/her <ind personally transport the 

injury or death to the patient. patient t o the ICU. 
2. The transferring nurse and the receiving 
nurse will review ED and ICU Orders line 

Health and Safety Code 1279.1 
by line. 

(a) A health facility licensed pursuant to subdivision 
3. The transferring and accepting nurses (a) , (b), or (f) . of Section 1250 shall report an 
will initial each order reviewed. If there adverse · event to the department no later than five 
are any questions the accepting nurse willdays after the adverse event has been detected, or, 
confer with the transferrin~ nurse and theif that event is an ongoing urgent or emergent threat 
physicians involved In the care of theto the welfare, health, or safety of patients, 
patient in both the ED and ICU to getpersonilel, or visitors, not later than 24 hours after 
clarificatlon.the adverse event has been detected. Disclosure of 
4. In the event the ED nurse Is unable toindividually identifiable patient information shall be 
transfer the patient and the ICU nurse is, consistent with applicable law. · 
the handoff described above will occur in 
the ED.The . CDPH verified that the facility reported the 
Person Responsible: Chief Nursing Officer adverse event to the Department no later than five 
Date Completed: April 2, 2009 days after the adverse event has been detected. 

Event ID:PN3G11 6/2/201 5 11:32:11AM 

Page(§). 1 /had o .By ~lgnln9 thia document, I am acknowlodging receipt of the enti r>! cltiitlon packet. 


Any deficiency st&tement ending wll l1 an aaterisk (') denotes a deficiency which the Institution may b11 ~xeused ftom cor~ing provid ing it is determined 

that other "~fo91,1~rd3 provide ~ufficlent protection to tne p3\lents. except for nur.;lnQ hOmos. the findlnQs above are dlsclosable 90 day9 following the da~ 


of survey wMther or not a plan of corraction ls provided. For nursing homea. the sbove rinding:; end plans of co~ctlon aro disciossble 14 days following 

the date these documonl$ are mado available to the facility, If deficloncies are cited, an approved plan of correction Is requisite to contlnu~d progrs~ · 

participation. 
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CALIFORNIA HEAL TH AND HUMAN SERVICES AGENCY 
DEPARTMENT OF PUBLIC HEALTH 

STATEMENT OF DEFICIENCl6S 
ANO PLAN OF CORRECTION 

()(1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER' 

()(2) MULTIPl.F. CONSTRUC710N · 

A. BUILOING 

(X3) DATE SURVF.Y 
COMP~F.T50 

0$0167 B. WING 04/15/2015 

NAME OF PROvtOeR OR 8UPPLlcR STREET ADORESS, CITY, STATE, ZIP CODE 

San Joaquin G9neral Hospital 500 W Hospital ~d. Fren c'1 Camp, CA 95231·9693 SAN JOAQUIN COUNTY 

(X4} 1D SUMMARY STATEMF. NT OF DEFICIENCIES ID PROVlOE~S PLAN OF CORRECTION 
PREFIX (EACH OEl'lCIENCY MUST SE PRECEEDED BY FULL P~EFIX (F.ACH CORRECTIVE ACTION SHOULD BE CROSS­

TAG REGULATORY OR I.SC IDENTIFYING INFORMATION) TAG RE~ERENCED TO TM!! APPROPRIATE DEFICIENCY) 

()(5) 

COMPLE'l'E · 
DATO: 

Health and Safety Code 1279.1 
(b) For purposes of this section, "adverse event" 
Includes any of the following: 
(4) Care management events, including the 
following: 
(A) A patient death or serious disability associated 
with a medication error, including, but not limited 
to, an error involving the wrong drug, the wrong 
dose, the wrong patient, the wrong time, the wrong 
rate, the wrong preparation, or the wrong route of 
administration, excluding reasonable differences In 
clinical judgment on drug selection and dose. 

The hospital detected the adverse event on 318109. 

The hospital reported the adverse event to the 

Department .on 3113/09. 

The hospital notifi¢d the patient's family on 3/8/09. 


Health and Safety Code Section 1279.1 ­
(c) Thc:i facility shall inform the patient or the party 
responsible for the patient of the adverse event by 
the time the report Is made. 

The CDPH verified that the facility informed the 
patient or the party responsible for the patient of the 
adverse event by the time the report was made. 

Health and Safety Code 1280.3 
(g) For purposes of this section, "immediate 
jeopardy" means a situation in which the licensee's 
noncompliance with one or more requirements o'f 
Jicensure has caused, or is likely to cause, serious 
injury or death to the patient. 

Education; 

The Nursing Communication - "Hand Off:.. 
Policy was reviewed in Nursine Leadership 
meetings. Expectations of proper patient 
handoffs to ensure safe transfers were 
communicated to Department Managers 
who were made responsible for educating 
their staff members. 

The Chief of Internal Medicine also 
provided educat ion to the Internal 
Medicine Residents in regard to the 
importance of thorough and systemic 
handoffs between care providers despite 
perceived lack of time. 

Persons Responsible: Chief Nursing 
Officer and Chief of Internal Medicine 
Date Completed: April - July 2009 and 
perio~ically t hereafter. 

Auditing: 


After a period of education, auditing 

began in July. Nursing Administration 

visually audited random Instances of 

patient transfers from the ED to the ICU 

to ensure handoffs were done face t o face 


with orders reviewed and questions 

addressed. Compliance was expected to 

be greater than 95%. If necessa ry, 

coachinl!: was provided to improve t he 

process. 


Person Responsible: Chief Nursing Officer 

Date Completed: September 2009 and 

periodically thereafter. 


Event ID:PN3G11 61212015 11:32:11AM 
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CALIFORNIA HEALfH AND HUMAN SERVICES AGENCY 
DEPARTMENT OF PUBLIC HEALTH 

STATEMENT OF Dl!:F[CIE:NCIF.:S (Xi) F'RCVIDi=:IVSUP'Pll~IVCl.IA ()C~) MUl.TIPL5 CONSTRUCTION ~3) OATO SU~VOY 
AND PLAN OF CQRRGCTION tOt:Nilr1CAilON NUM9ER: CCMPL!:iEO 

/\, SUJLD!NG 

OS01G7 8. \l\l!NG 04/15/2015 

STREET ADDRESS, CITY, STA1E, ZIP CODF:iNAMli OP PROVJOl;R OR SUPPLIER 

s·an Joaquin General Hospita;I 500 W Ho•pltal R~, Fronoh Camp, CA 95231-9693 SAN JOAQUIN COUNTY 

(XII) ID SUMMARY SIA'l'EM~Nt OF DSFfCIENCIES ID PROVICEiR'S Pt.AN OF COFa~~OTION' (X~) 
(EACH DEFIOl~NCY MUSr e~ PR~cr:.i:r.:i~ti ~y FUL.1. PR•FIX {l:ACH CORRECTIVE ACTION SHCIULO BE! CF10SS.. COMPLEill:PREFIX 
Fil::GULATCRY OR ~$C IOFmNTlFYING lNPORMATION) TAGTAG FH:FE:~e!NOl:D TO Tl-I~ l\PPROPRIATI$" D~FICl~NCY) DATtt: 

T22 DIV5 CH1 ART3 70213 Nursing Services 
Policies and Procedures 
(a) Written Policies and Proc8dures for patient care 
shall bo developed, m~intained, and implomentod 
by nursing service 

TM$e requirements were not met as evidenced by: 

Based on staff interviews and review of medical 
records and policies and procedures, the hospital 
staff failed to ensure their policies and procedures 
(P&P} for communication between caregivers 
(Communications • Hand Oft) and for safe 
medication administration (Thrombolytic, 
Guidelines for the Use of) were followed when: 
1. Registered Nurse (RN) 2 was not given details of 

Other Improvement Actions: 

The hospit•I implemented 24/7 Inpatient 

Pharmacy Services in May of 2011. 


what medications Patient 1 hod already received In 
the Emergency Deportment (by either RN 1 or RN 
3) when RN 2 assumed care of Patient 1, 
2. An Intensive Care Unit (ICU) physician ordered 
and an ICU r"gistered nurse (RN 2) administered 
thrombolytlo medications (medioalions u~ed to 
break up dangerous clots inside blood veM$ls) to 
Patient 1 that was not in accordance with th• 
hospital's policies for use of thrombolytic 
m~dications. As a result, Patient 1 was given 
duplicate anticoagulant medications (which prevent 
blood clotting) in error. 

These failures resulted in Patient 1 suffering 
lntracranial hemorrhage (bleeding into the brain) 
and subsequent death on 3/08/09, less than 24 
hours after admis.lon to the hospital.· 

Findings: 

Event ID:PN3G11 6/2/2015 11:32:11AM 

Page~ 0110 



05/19/2015 11:05 2094587011 STANDARDS&COMPLIANCE PAGE 07/13 

CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY 
DEPARTMENT OF PUBLIC HEALTH 

STATEMENT 01' DEl'ICIENCIE;S ()(1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSlRUCtlON (X3) DATE SURVEY 
AND PLAN OF CORRECTION 105NTIFICATION NUMBER: COMPLETED 

. A. BUILDING 

050167 B. WING 04/15/2015 

NAME OF PROVIOER OR SUPPLIER STRF.ET AOPRESS, CITY, STATE. ZIP CODE 

San Joaquin General Hospital 500 W Hospital Rd, French Camp, CA 95231-9693 SAN JOAQUIN COUNTY 

(X4) ID SUMMARY SlATEMENT 01" DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION ()(~) 

PREFIX (EACH DEFICIENCY MUST BE PRECEF.OliiD BY FULL PREFIX (EACH CORRE:CTIVE AC110N SHOULD BJ: CROSS. COMPLl:TE 
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ReFERENCGD TO ntl! APPROPRIATF. DF.FICIENCY) DATE 

A review of Patient 1's medical record disclosed 
that she was admitted to the Emergency 
Department (ED) via ambulance on 3/7/09 at 11 :35 
p.m., complaining of chest pain. Patient 1, who 
was '18 years old, had a history of a stroke, high 
blood pressure, heart blood vessel disease, and 
dementia (a general term for a decline in mental 
ability). Both the ED physician and ED RN 
assessed Patient 1 as being alert and oriented to 
person, place, time, and situation. 

According to a document titled, Death Summary, 
dictated on 5/1/09 (electronically signed by the 
physician on 5/25/09), Patient 1 had an 
electrocardiogram (ECG- a test that checks for 
problems with the electrical activity of the heart) on 
3/7/09 at 11 :43 p.m. in the ED. The ECG showed 
she had experienced a heart attack (Ml). The 
Summary also disclosed that, while the ED 
physician peliormed a rectal exam, Pati¢nt 1's 
heart began to beat with a potentially fatal, · rapid, 
irregular rhythm (this rhythm inhibits the ability of 
the heart to circulate blood throughout the body and 
soon, the heart stops beating). 

Documentation by the ED physician and ED RN 
(RN 1) in Patient 1's Emergency Department 
records dated 3/8/09, disclosed that at 12:08 a.m .. 
the ED staff began advanced life support to 
resuscitatG lier. At 12:14 a.m., Patient 1 was given 
tenecteplase (TNK) 40 milligrams (mg) 
intravenously (IV) . TN!< is a thrombolytic drug which 
dissolves blood clots. At 12:20 a.m., Patient 1 was 
given Lovenox (an anticoagulant. e.g. blood thinner) 

Event ID:PN3G11 6/2/2015 11:32:11AM 
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CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY 

DEPARTMENT OF PU61.IC HEAL.TH 

ST/\TEMbNT OF D5FICISNOIF..S (X1) PROVIOE:JVSUP~ue~Ol.IA (X.2) MULTIPLt: OONST~UCilON (XS~ OAiE: SU~Vt:Y 
AND PLAN 01' CORRIECTION IDIS'N'T'IPICA'rlON NUM~El~; OOMr->t.Eil::O 

/I, BUil.DiNG 

050167 B, IMNG 04/151201/S 

NAME or- PRCVID!!R'0R r;ll,JPPl.!F..:R STReer ADORJ:ss:, CJiV, StArS, LIP CO!Je: 

San Joaquin General Hospltal 500 W Hospital Rd, Fronch Camp, CA 95231-9693 SAN JOAQUIN COUNTY 

(X4)10 SUMMARY STATE;M~T OF D5PICl5.MCl!l!S 10 PROVIDBR'S PLAN O'F CORR5CT!ON IXO) 
PRE:PIX (E:ACH Dt:?:FlCIENCY MU~T F.IF. PR505EDED C1Y PULL i±'RErlx (~C:fol GORRi!!CT!VE ACTION !iiHOU~D F.lt; CRCSS­ COM~l..CTE! 

TAG REGUl.ATORY OR !..SC IDENTIFYING INFO~MATlt"lN) TAG RliFF.RF.NCF.iO TO THF..APPROPR.1AT2 DSFIC1!::NCV) OAtE 

30 mg IV, At 12:22 a.m., Patient 1 was given 
Lovenox 70 mg subcutaneously (SC • into the fat 
l~yer between th<:> skin and muscle; more slowly 
absorbed than when given IV), RN 1 dooumented 
that she administered the TNK and both doses of 
Lovenox In the Criiical Care (ICU) Flowsheet 
Progress Notes, 

A hospital P&P titled, ''Thrombolytic, Guidelines for 
the Use Of," effective 10104, indicated that 
thrombolytio therapy was normally initiated u•ing 
either TNK or IPA (Ti•sue Plasominogen Activator, 
a thrombolytlc), in the ED or ICU for such 
conditions as an aot~e ML The P&P included 
procedures for tlie administration of TNK, the drug 
of choice for an aoute heart attack, which is 
initiated with a rapid IV infusion of the medication 
immediately followed by an anticoagulant, either 
Lovenox or Heparin (given per hospital Heparin 
Protocol). 

Patient 1 was tr>msferred from the ED imd admitted 
to the hospital's Intensive Care Unit at 12:47 a.m. 

RN 1 documented at 1:03 a.m. on the ICU 
Progress Nole$ that she had "given report" to ICU 
RN 3, Ther• were no details ·of the content of her 
report to RN 3. At 1 a.m., ICU RN 2 documented on 
the $ame ICU Progress Notes that she had 
received Patient 1. There was no documentation in 
the ICU Progress Notes that RN 2 hod received a 
report of Patient 1's status, her current condition, 
nor what treatments and medication• sl1e had 
received. 

A P&P litled, "Communications - Hand Oft" (dated 

EOvent ID.PN3G11 6/2/2015 11:32:11AM 

Pog• s of 10 
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CALIFORNIA H~ALTH AND HUMAN SERVICES AGl:NCY 
DEPARTMENT OF PUal.IC HEALTH 

(X2) MULTIPLE ObN8TRUCTl0N (X3) DAT~ SIJRVF.Y 
ANO i-'LAN or COr.l;l'!BCTION 

(X1) PROVl!:>EIVSUF'F'Ut=~CUAS'J"Alt:MENT OF DEFIC!ENC!GS 
COMPl.F,;TFwOIDENTIPICATICIN NUMBE~~ 

A. BU!LOIN!l 

B. WING050167 04/15/2015 

STR~GT ADPRF.SS, CITY, STATS, ZIP CODE 

San Joaquin GenQral Hoapital 
NAM~ OF PROVID!:!R OR laUPPl.IE:R 

500 W Hospital Rd, F~noh Camp, CA 9S231-M~3 SAN JOAQUIN COUNTY 

IDSUMMARY STATF.MP..NT OP 0!:FIOIENO\C$ ~ROVIOF.R'S Pl.AN OF COF!:RE:OTION{X4) II:> (XS) 
{BACH DEl='ICIE;NCY MUST Iii~ PRECEEOELl !3Y rULL OiiACH OORRtiCTIVlil. ACTION SHOUt.O et:. O~e!S$­~~~FIX PRF-FIX COMPL~T!\i 

'l'A~ RE.P8R8NOEO TO THE APr:"'AOP~IAiE: o'E!:r.1c1e":NCY)RF.,i;;;Ul.ATORY OR !.SC 1Li~Ni1FYING INl'=ORMAT10fll) TAG DATF. 

effeotive on 7/W08), maintained that, "... for ... 

transfers ... accurate information must be· shared ... 

to M effective [hand - off lnfOrmation $hould include] 

... up-ta-date information regarding patient's 

treatment and sorvices, condition, and any recont 

or anticipated changes ... [and] .interventions taken 

or need[ed] to be t~ke11 ..." 


An ICU Admission Assessment dated 3/8/09 at 1 

a.m., indicated Patient 1's speech was clear; Mr 

social interaction, affect, and speech pa~ern were 

appropriate; she was alert and crrented to person 1 

place, and time but with a short term memory 

defiCit; and was independent in all her aotivities of 

daily living Including drossing, grooming, bathing, 

and toileting. 


On 3/8/09 at 1 a.m., an ICU resident (MD 3) 

ordered the hospital's Heparin Protocol to be 

initiated. At 1:30 a.m., ~N 2 documented that .she 

had started a continuous IV infusion of Heparin a~er 


she had given an IV bolus (a high dose al 

medication to raise its concentration Jn the 

bloods!reain lo on effective level) of Heparin 2700 

units. At 2 a.rn .. RN 2 gave Patient 1 Plavix (which 

prevents the formation of blood clots) 300 mg by 

mouth, ordered as a "Now" dose by MO 3. 


A review was done of the ICU MD 3's orders and 
21progrwiss notes and RN s medication 

administration record• and progress notes dat.,,~ 


318/09. There was no indication in the records that 

MD 3 or RN 2 were aware of the TNK or Lovenox 

that had been admini$tered to Patient 1 in the ED. 


Evon\ ID:PN3G11 61212015 11:S~:11AM 
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CALIFORNIA HE:AlTH AND HUMAN SERVICES AGENCY 
DEPARTME:NT OF PUBllC HEAl TH 

STAT~ME!:N'l' OF DC:FIC1E:NC!t:S (X1) PROVID!;;RJSUPPl.lliR/Cl,IA (X'3) MULili-'LC: CONSif:lUCTION (X3) DA"l'I;: SURVEY 
AND Pl.AN OP OORREOT10N fDBNTIFICATION NUMB~R: COMli'Lt:l!:D 

A. BUJL.OING 

050167 B, 1MNG 0411512015 

NAM!:! or ~f.10V1Dl5:F!. OR $lJPPl.IF..R STr-1.!::S.I A0DR1!$$, CITY, STATF., 7.JP c'ooi;; 
500 W Hospital Rd, Fronch Call1p, CA 95231.9693 SAN JOAQUIN COUNIYSan .Jotiquln General Hospital 

(XI\) 10 SUMMARY STATEMENT OF oi:.r1c1!:.NCrES ID F'ROVIDER'S PLAN OF OOR~t:or10N {X6)
r.ii:i:er-1x (2ACH OF..FICJENCV MUST Bt PRE:CCl::Ll!::D BY PULL PREFIX CEAOH COR.F:CCTIVEAOT!ON SHOULO el:?: tROSs. COMPl.~TF,i 

R5GUl.A.TORY OR LSO IOCNIWYING INr-'DRMATION) TAGrM F:E:FC:~E:NCl:O TO iHE A~f"~OPR!ATE D~F!C!F.:NCY) DAie 

Review of P~tient 1's medication administration 
record showed that Patient 1 was given Plavix 75 
mg and aspirin (another medication which prevents 
the formation of blood clots) 81 mg by mouth at 9 
a.m·, 

In a telephone inteiview on 4/2/14 at 8:30 a.m., RN 
2 confirmed that she initiated the continuous 
infu$ion of. Heparin for Patient 1 at 1:30 a.m. on 
3/8/09 per MD 3's orders, as documented in the 
ICU Progress Notes. RN 2 stated that before she 
started the Heparin infusion, she had not review<lld 
what medications were documented as given by t:D 
RN 1. RN 2 confirmed that the Lovenox given by RN 
1 was clearly document~d in the medication 
administration record and in the ICU Progress 
Notes. RN 2 stated that had she reviewed the 
pertinent records, she would have questioned MD 
3's order for the heparin infusion because the order 
was not In· accordance with the hospital's 
thrombolytic therapy protocol, . 

The drug information reference, Lexicomp, Indicated 
that Plavix is an antiplatelet that decreases platelet 
aggregation (clumping together) and Inhibits clot 
formation. Aspirin has similar effects. Both 
medications increase the risk lbr bleeding. The 
Warning/Precautions for Heparin and Lovenox 
showed both have adverse effects such as 
increased risk of bleeding. The warning directed 
that patients should be monitored closely for sigM 
or symptoms of bleeding especially if \Wo or more 
onticoagulant• are used at the same time. When 
used In patients older than 75 or with the addition Of 
antlplatelet medications the risks are even greater. 

Event !D,PN3<l11 6/2/2015 11:32:11AM 
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CALIF'ORNIA JigAI.,TH AND HUMAN SERVICES AGENCY 
DEPARTMENT OF PUBl.IC HEALTH 

S'l'AT~ME:NI OF Ot:FICIEiNClliS (X1) PROVIDF-.R/S!JPP1.15R/Cl.1A (XZ) MUI.'l"l~l.e CONST"'IJCTlON (X3) oATe aur1vev 
AND P'l.AN OF oo~~l:CliON ID~NTlfilC/\TJON NUMBSR; COMP!..E:i!:O 

A. lill.JJLDING 

050167 e, WING 0411512015 

$TF\!:l:i A0D~E:.S$, Cl'rY, SJAT!!, ZIP CODGNAMe or i:-r=iOVlb~Fl OR SUPPLIE:R 

500 W Hospital Rd, Fronch Comp, CA 95231-9693 SAN JOAQUIN COUNTYSan Joaquin Genaral Ho~j:)ital 

(X4) ID SUMMAAY STATl:M!:.NI or- orErJCHSNC!ES 10 ~~OVIDE:r'1'9 ~LAN OF 00~~1:.0TION IX'I 
PREl'IX (F.AOH l:>CFIC!ENCY MUST Bl: PRECEE!DL:!D 13Y l'ULL PREFIX {EiACH CORFl.5CTIVE ACTION SHOULb l:J.t: O~OSS­ COMPLE;TI! 

TAO REGULA,.C~Y OFt LSO ID~Ni!r'YlNG lNl-ORMATION) TAG REFER~NOEO TO iHE! AP.Pr!O?'r::IAT~ bl!t~ICIENCY) DATE 

A review of ICU Nursing Progress Notes showed in 
an entry on 3/8/09 at 6 a.m., that P~tient 1 was 
obseJVed to have a large bruise ~n her left brMst 
and multiple bruises on her body. The Progress 
Note entry dlsolosed Patient 1 hsd bleeding from 
discontinued IV site (the location of the bleeding 
site was not documented) and was vomiting dark 
grey ftuid with blood, The RN slso noted at that 
time that the Heparin infusion was stopped, At 10 
a.m., the . RN documented that Patient 1 was 
"talk'1ng - (complained) of being hungry," At 10:30 
a,m,, the day shift ICU RN documented that l"atient 
1had suddenly beceme limp, felt cold and clammy, 
and that MD 3 was at the bedside. 

On 3/08/09 at 10:20 a.m,, MD 3 ordered an 
immediate CT scan (computerized x-ray) of Patient 
1's head to oheok for intracranial bleeding. Patient 
1 was taken to radiology for the CT scan at· 11 a.Jn, 
\/Vhan she raturned at · 11 :40 a.m., Paf1enl 1 was 
unresponsive. Patient 1 had a breathing tube 
Inserted into lungs and was placed on a ventilator 
(a breathing machine), 

The CT seem analysis by a physician on 3/8/09 at 
11 :45 a,m,, confirmed that Patient 1 had suffered 
extensive intraoranial bleeding. Mer a discussion 
wi1h Patient 1's family·, MD 3 wrote an order for no 
resuscitation measures should her heart or lungs 
stop functioning, Patient 1 continued to deteriorate 
and expired on 3/8/09 at 4:50 p,m, 

Patient 1's Death Certificate, datad 3111/09, listed 
the imm~diate oause of death as intracranial 

Event ID:PN3G11 6/2/201G 11:3~:11AM 
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CALIFORNIA HEALTH ANO HUMAN S~IWICES AGENCY 

DEM~TMENT OF PUBLIC HEALTH 

STAT!!ME;NT OF De!PIOIENC.!t=S (X1) PROVIDEilVSUF'F'LIE""OUA ()(~) MULTIPL5 CONSTRUCTION (X3) OAT5 SURV5Y 
AND PlAN or- CORRF.;CTION JDEONT!FICATION NUMeER:: COMPl.F.;TP..f:I 

A, BUILDIN~ 

050167 B, IMNG 0411512015 

ST~EEi ADDRGSS, CJTY, ST/\Tti, ZIP cooeNAME or PROVJDGR OR SUPPl.!CR 

San Jo~quln General Hospital 500 W Hospital Rd, Fronoh Camp1 CA 95231·9693 SAN JOAQUIN COUNlY 

(X4) ID .SUMMARY STAT!;iMJ;;NT OF D~FIClENCl~S I~ PROVI05R'S Pl.AN or OORREC'rlON IXS)
PRErrx (~ACH DCrlt:IENCY MUST F.IF. PR!ECEE:OEO BY FULL PREPIX (""err CORRF.CTIVo ACTION SHOULD e~ tR¢$S­ COMPLETE 

TAG Rl:l'.!JULATO~Y DR L$C IOF.iNTIFYING INFOF:MAtJCIN) TAG R~FGRE!:NCED TO THe AF~~Or'R1A'l'i::: Dlir-'ICIENCY) DATB 

he'morrhage due to tlirombolytio, enticoegulation 
therapy with und~rlying cerebrovascular disease. 

In an inter\tiew on 10/28/13 at 10:50 a.m., 
Administrative Staff (AS) 1 and AS 2 confirmed that 
Patient 1 was started on thrornbolytlc therapy in 
the ED per hospital protocol, The hospital's review 
of 1he case indicated that when Patient 1was 
transferred to the ICU, MD 3 initiated the Heparin 
protocol in error which was not in accordance with 
the hospit•l's established prbtocol. Both AS 1and 
AS 2 confirmed that the Heparin bolus and 
continuous infusion ordered by MD 3 and 
aomlnlstered by RN 2, constilutod a preventable 
medication error. AS 1 and AS 2 both stated that 
the thrombolytlc medications ordered by MD 3 for 
Patient 1 were not reviewed by a pharmacist prior 
to administrntion. AS 1 and AS 2 stated that at that 
time the hospital did not have 24 hour pharmacy 
services available. 

In an interview on 10/28/13 at 12:30 p.m., the Chief 
of Staff (MD 1) $lated that the hospital's protocol for 
treatment of an acute Ml at the time Patient 1 was 
hospitali~ed was to give either Lovenox or heparin 
In conjunction with the thrombolytic agent but not 
both. The MD 1 confirmed th~t the Lovenox ordered 
and given In the ED and the heparin ordered and 
given In the ICU, was a preventable medication error 
that direttly contributed 1o Patient 1's intracr:;mial 
bleed and subsequent death. 

The ho$pital's failure to order and administer 
thrombolytic medications per their "Thronibolytic, 
Guidelines for the usm Of' policy and procedure and 
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follow the policy for communication between 
oaregiYers (Communications • Hand Oft') resulted in 
Patient 1 receiving duplicate thrombolytic 
m•dicatlon therapy, which was a deficient prmctice 
that caused 1 or w~is likely to CSl.l$e, serious Injury 
or death to the patient, and therefore constitutes an 
Immediate jeopardy within the meaning of Health 
and Safety Code Section 12ao.1. 

Thi$ facility failed to prevent !he defiolenoy(ie$) as 
described above that caused, or is likely to cause, 
serious injury or death to the patient, and therefore 
constitutes an immediate jeopardy within the 
meaning of 1'1ealth and Safety Cade Section 
1280.1 (o). 
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