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The following reflects the findings of the Depariment QO E 000 Initial Comments
of Public Mealth during an inspection visit:

Complaint Intake Number:
(CAD04T9941 - Substantiated

Representing the Depariment of Public Health:
Surveyor 10 # 2623, HFE-N

The inspection was limited to the specific facility
gvent invesligated and does not represent the
findings of & full ingpection of the facility.

and executed solely because it
required by federal/state law.

Health and Safaly Code Section 1280.3(g): For
purposes of this saction "immediate jsopardy"
means a siiuation in which the llcenzes's
noncompliance wilh one or more reguirements of
Hicensure has caused, or s likely to cause, serious
Hinjury or death to the patient,

| Health and Safaty Code Section 1280.3(a)
Cammencing on the affective date of the regulations
| adopled pursuant to this section, the director may
assess an administrative penalty against a licensee
of a health facility licensed under subdivision (a}, (b),
or {f of Section 125C for a deficiency constituting an
immediale jeopardy viclation as determinad by the
department up 0 a maximum of seventy-five
thousand dofiars (575,000} for the first administrative
penalty, up to one hundred thousand dollars
($100,000) for the second subsequent administative
penalty, and up ta one hundred twenty-five thousand
dollars ($125,000) for the third and every subsequent
! viglation. An administrative penally issued after
Cthree years from the daie of the last issued
immediate jeopardy violation shall be considerad a

pyent IDINRaB11 1:35:33PM

LABORATORY GIRECTOR'S OR PROVIDER/SUPPLIER REPRESEN if) 1 i TILE (xr;; I‘AH

gy signing this document, 1 am acknowledging faceint of the ente Citation packet,  Pagosst § i
any deficiency statement anding with an asteriek (*) danotes a deficlency which the institution mnay be excused from correcting providing it 1 determmad
jhat other safequards provide sufficient protection to the patients. Except for nurang homas, the findings sbove sre distlosabie 90 days following the date

af survey whather of not a plan of corraction is provided. For nursing homas, the above findings and plans of carrection are disclosable 14 days foliowing
{ne data thase docurents are made avaitabla 10 lhe facility. H oeficiencies are Sled, an appraved plan of correction is raquisiie to continuad program

Preparation and execution of this
plan of correction does not constitute
an admission of or agreement with
the facts alleged or conclusions set
forth in the Statement of Deficiencies.
This plan of correction is prepared |

is

;I%
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first adminisirative penalty so long as the facllity has
not received additional immediate jeopardy violations
and is found by the department to be in substantial |
compllance with all state and federal licensing laws i
- and regulations. The department shall have full
discretion to consider all factors when determining
the amount of an administrative penalty pursuant to

this section. !
' Informed Adverse Event Notification Heaith and Health and Safety Code Section
Safety Code Section 1278.1 (c). : 1279.1 (c){a)(b}{f){(3)

"The facility shall inform the patient or the party

i irection of the
responsible for the patient of the adverse event by jthe hospital under the direc g

16 Hirws s PpBIC I8 [riae.” | Chief Executive Officer (CEO) directs
iand oversees the reporting of adverse
The CDPH verified that the facility informed the evenls. The CEOQ in conjunction with|

patient or the party responsible

the Regulatory Coordinator ensures
for the patient of the adverse event by the time the it suonts that Bre -craoin
report was made, verse going,

| urgent or emergent are reported within
| Health and Safety Code Section 1279.1(a) A health 24 hours. This includes afttempted
: facility licensed pursuant to subdivision (a), (b), or {f) suicides. The CEO has provided

of Section 1250 shall report an adverse event to the [ 4 g . |
- rship on
depariment no later than five days after the adverse direction to all levels of leadership

avent has been detected, or, if that event is an how to appropriately report any
ongoing urgent or emergent threat to the welfare, adverse evenis that occur. In
health, or safety of patlents, personnel, or visitors, | addition, the CEQ meets at least bi-

not later than 24 hours after the adverse event has

monthl with the Regulato
| heen detected, Disclosure of individually identifiable _y . t dg ?’
' patient information shall be consistent with [Coordmator to review reported events

applicable law. \ |and ensure timeliness in reporting.

Haalth and Safely Code Section1279.1 (b) For \
purposes of this section, "adverse event” includes |
any of the following:

Event D) NXS811 22012048 1:36:33PM

siale-2507
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1278.1 (3) Patient protection evants, including the
following:

(Cy A patiant suicide or attempled suicide resulting

i in serious disability while being cared for in a health
facility due to patient actions after admission to the
; health facility, excluding deaths resulting from

i selfinflicted injuries that were the reason for

i admission to the health facility.

California Code of Regulations Title 22, Divisian 5.
Chapter 2. Article 7,

70213(a) Written policies and procedures for patient
care shall be developed, maintainad and
implementead by the nursing service,

70215(a) (1) Ongoing patient assessments as
defined in the Business and Professions Code,
section 2725 (b) {4). Such assessments shall be
performed, and the findings documented in the
patient's record, for each shift, and upon receipt of
the patient when he/she is transferred to another
patient care area.

(b The planning and delivery of patient care shall
refiect ali slements of the nursing process:
| assessment, nursing, diagnosis, planning,

intarvention, evaluation and, as circumstances
require, patiant advocacy, and shall be initiated by a

registered nurse at the time of admission,
() The nursing plan for the patient's care shall be

discussed with and developed as a result of
coordination with the patient, the patient's family. or
other representatives, when appropriate, and staff of
other disciplines involved in the care of the patient.

Title 22 California Code of

Regulations Division 5 Chapter 2,
Article 7, Section 70213 (a) &
70215 (a)(1)

The Chief Nursing Officer (CNO) i
provides oversight of written policy |
and procedures pertaining to patient
care and ensures compliance with
Title 22 Codes and Regulations.

Nursing leadership is responsible for
ensuring paltient assessments are
completed per shift, and documented
in the patients record in compliance
with the Business and Professions

Code. Nurse(s) will create a care
“plan upon admission and update as

patient condition changes. Nursing
care plans will provide a

‘comprehensive patient overview.
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{d) Information related to the patient's initial
assessment ana reassessments, nurging diagnosis,
plan, intervention, evaluation, and patient advocacy
shall be permanently recorded in the patient's

E medical record.

70415 (&) There shall be sufficient other licensed
nurses snd skilled personnel as required to support
the services offered.

The {acility failed to ensure Nurse 1 documented an
Initial assessment of Patient 1 in the medical record
i that could he seen by the emergency department
nurges. This is the assessment to bg provided o
the nurse assuming care of Patient 1 when the
patient fransferred from an unlicensed part of the
psyehiatric unit of the hospital to the emergency
department (ED). The facility falled to ensure there
were sufficient skilled personnel in order to keep
Patient 1 safe in the ED. The facility failed o ensure
the registerad nurses developed a plan and
intervention to keep the patient safe, Thess failures
resulted in the lack of communication of Patient 1's
suicide wish to ED staff, and therefore adequate
protection was not provided by skillad staff to keep
Pationt 1 safe. These failures resulted in Patient 1
eloping from the ED and being hit by a carin a
sulcide attermnpt. This suicide attempt resulted in
major trauma te Patient 1 as she required
emergency life sustaining measures and surgery
that lefl her with pain and a serious disability that

i required an exiended hospitalization and long term
Loare.

Title 22 California Code of

Article 7, Section 70415 (e) Staffing
The Hospital's CNO and Associate
Hospital Chief Nursing Officer
(ACNO), are responsible for the
‘aversight and staffing of nursing and
safety attendants as necessary to
provide appropriate patient care.

élmmedia_te Actions Taken:
Upon receipt of this Statement of
Deficiencies, the CEOQ, Chief Medical

Officer (CMQO), CNO, ACNO, inpatient
Director, .

Psychiatric Unit Medical
Inpatient Psychiatric Unit Operations

Manager, and the Regulatory
Coordinator met to review the
findings. Leadership was presented

with the completion dates for each

finding listed in this Statement of
Deficiencies.

2126/18
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Finding: The CEOQ met with the CMO, CNO,
L ACNO, Inpatient Psychiatric Unit
Finding #1 | On 3/11/16 at 3:50 p.m., interviews and record Medical Director, IPU Operations
regem{;s were: C:’"‘:U?ﬁed vx;;th :h‘i 'i“f—‘d’m' g‘;ﬁei‘” Manager, the ED Nurse Manager and |
and administrator o investigate their report tha i ; e |
; e Regulatory Coordinator to review
Patient 1 eloped from the ED, lay down in the o Y N

street, and was hit by a car. The medical director

indicated that there was a witness to Patient 1's

| purposeful suiclde attempt. Further interview
revealed that Patient 1 was then readmitied to the

| ED for major trauma, had emergency surgery and

| was admitted to the intensive care unit. The medical

i director also indicated it was a hit and run accident,

Finding #1b Based upon an interview and coencurrent record
review with Nurse 1 an 3/29/16 at 8:40 a.m., it was
‘revealed that Patient 1 was brought into an
unlicansed part of the psychiatilc unit of the hospital
by a police officer on 3/9/16 after she had been a
victim of abuse and had expressed a wish to die.

Finding #2 | Further interview and concurrent record review of
| Nurse 1's documentation revealed that he was not
-able o complete a medical screening examination
(MSE) as required by policy, or assess Patient 1 for
; suicide risk because the patient was holding her
head, screaming, moaning, and writhing on the floor
| in pain. Nurse 1 said that Patient 1 needed to go to
| the ED for a medical assessment and that he gave
§a full report to the charge nurse (nurse 2). Nurse 1
'said he felt it was safe to have a security guard walk
Patient 1 to the ED admitting window,

cid review with Nurse 3
wiied that he was the

' Finding #3 Intoew and concurrent (¢
ont 2916 at 8:10 am.,

Hospital Policy 100.071 (Patient
Elopement). The policy was found fo
be complete and comprehensive and

no changes were required at this|
— 311116

1b. Hospital Leadership, including,
but not limited to, the CEO, CHO,
CMO and the Health Care Agency
Director, held further discussions
regarding the transport of ED
psychiatric patients to the
Assessment and Referral Unit (A&R).

The CEO discussed the option of
closing the A&R Unit, placing 13
inpatient  psychiatric  beds  in
suspension and creating a Out
Patient ~ Psychiatric  Observation |
Service (OPOS).  OPOS would
provide care for psychiatric patients
pending disposition {e.g., admission
to the IPU). The CEO discussed this:
‘option with the state licensing agency
‘and formally requested a program flex
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Finding #3
Continued

Finding #4

Event H:NX8811

Smm-25ﬁ7

first to evaluate Patient 1 when she came to the ED
triage desk complaining of a severs headache.
Nurse 3 said that he did not receive a verbal or
written assessment of Patient 1 and did not have
any information of her suicidal thoughts. Nurse 3
also said that he did not screen Patient 1 for suicide
| risk because that is not done in triage.

Nurse 3 said he escorted Patient 1 into the ED
because she was yelling loudly in pain in the lobby

Interview with Nuree 2 on 3/29/16 at 8:20 a.m.,
ravealed that she did not get report of Patient 1's
suicidal thoughts and felt she was coming to the ED
for medical clearance due to pain. Nurse 2 indicated
that there was no written documentation of Nurse

! 1's assessment, Nurse 2 also said that if she had
known about the patient's suicide wish she would

| have had securily staff sit with Patient 1 in the ED

to protect her. Nurse 2 explained that in the ED the
presence of police and security siaff act as calming
measures for suicidal patients,

| Further interview with Nurse 2 revealed that during
the time Patient 1 was in the ED she was in pain
and was distressed. Nurse 2 said that Patient 1 was
placed in the hallway area where a police officer and
. security guard could monitor her safety and were a
deterrent for patient elopement, but that they were
called out of the ED and were not available to deter
Patient 1 when she eloped from the ED,

Review of Patient 1's medical record on 4/12/16 at
3:00 p.m., reveaied that Patient 1 lsfi the ED at
1 10:52, and returned by ambulance at 11:14 after

212012018

or the OPOS. The A&R Unit was
losed concurrent with the opening of
he OPOS. Psychiatric patients who
do not meet immediate criteria for
admission to the Inpatient Psychiatric
Unit, but continue to be a danger to
self or others and whose psychiatric
condition  remains  unsafe  for
disposition will be assessed and
treated in the OPOS. The OPOS is
located in a separate wing of the
Inpatient  Psychiatric  Unit. A
psychiatrist is available on site 16
hours per day and maintains clinical
oversight of the patients assigned to
the OPOS. The OPOS is staffed at a
1:4 nurse to patient ratio, with
additional staffing support as deemed
necessary by the Nurse Manager.
There will be an additional nurse (out
of ratio) to serve as a resource person
and who assist with, among other
things, escorting the psychiatric
patient(s) to and from the ED.

?1!16!17

A specially trained elite security guard|
is stationed in the ED, 24 hours, 7|
days a week to provide support with
‘patient who are at risk for elopement.

1:35:33PM
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I being hit by a motor vehicle. Review of the ED

| physician note revealed that on admit Patlent 1 had
| & large scalp laceration, large bruises of her chest
and abdomen, an unstahle pelvis, deformities of her
left upper arm and shoulder, right shoulder, wrist,
faot and ankle, and left hip and knee, The physician
glse documented Patlent 1 required blood

| transfusions for shock, and a breathing tube o keep
| her oxygenated.

Interview with Patient 1 on 4/15/16 at 11:00 a.m,,
ravealed that her biggest problem is pain and she
has to wait in pain for her scheduled pain

: medication which Is very difficult. She indicated that
: she has many problems due to the accident and is

- not improving very quickly. Patlent 1 also indicated
 that she cannot get up or turn and will need long
term care. Patient 1 was observed lying In bed,
propped with special devices to hold her extremities
in place, and was on suicide pracautions,

Review on 4/15/16 of the traurma progress note

i dated 4/14/16 revealed that due to ihe motor vehicle

; accident Patient 1 sustained Injuries including, a
fiver laceration, left arm fracture, right shoulder and
ankle dislocations, sacral fracturas, mutltiple,
bilateral pelvic fraciures, arteral blood clots, six rib
fractures, venous blood clots, fevers, chronic pain,
pancreatitls, lefl hip dislocation, multiple abrasions

1 and wounds,

. Record review and interview with administrative staff
con BAGHE al 12:00 pam., revealed that Patient 1
Lwas fransferred to a skilled nursing facility on

[ 5/13/16. The discharge report revealad that Patient 1

Eyent i NX98 T

gate-R567

Complaince and Monitoring:

The CNO provides oversight of written
policies and procedures pertaining to
patient care and ensures compliance
with Title 22 regulations. In addition,
the CNO ensures compliance with
policy guidelines set forth by the
hospital's accrediting agency.

The CNO and her designee
performad  weekly audits on  the
transport of psychiatric patients to and
from the ED , OPOS and IPU. The
goal of 100% compliance with safe;
transport of psychiatric patients was
met. Data was tracked, trended and
analyzed. Data was reported monthly
the Performance Improvement
Committee, the Medical Executive
'Committee, and every other month to
e governing body. The governing
body (known as the Oversight,
Committee) has full responsibility for
determining,  implementing,  and
onitoring the facility's total operations
nd compliance with hospital's po!icies;
nd procedures, The data of patient:
transports was provided to the
licensing agency as part of the
Program Flex.

0,61

(X3) DATE SURVEY

i 0212012018

COMPLETE
DATE
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Finding #2:

" cannot weight bear, requires physical and
occupation therapy, can be up in a chair daily, and
requires pain medication.

| Review on 1/30/18 of facility policy titled "SUICIDE
ASSESSMENT AND PRECAUTIONS" last ravised

| 8/15 revealed that patients being treated for a

complaint of an emotional or behavioral disorder will

receive a suicide risk assessment. Record review

revealed the suicide risk assessment was not done

during triage or when Patient 1 was admitied to the

emergency department, and therefore a plan was

! not developed to keep Patient 1 safe.

The facllity failed to ensure nursing staif
documented and communicated that Patient 1 had
suijcidal thoughts and failed to pravide staff to keep
her safe. The facility failed to conduct an initial
assessment of Patiant 1. These failures resulted in
a lack of monitoring of Patient 1 which allowed her
to elope from the ED and attempt suicide by lying
down in a busy street in front of traffic. Patient 1
was struck by a motor vehicle (hit and run), had
multiple fractures, emergency surgery, admission to
the intensive care unit, and endured pain and
suffering during a prolonged hospilal stay, Patient 1
then required skilled nursing care afler discharge

| from the hospital 64 days later.

The facility failed to communicate Patient 1's
suicide risk and failed to provide a safe environment
for Patient 1.

Event I NXOAT

SwlB-Q{SS?

Psychiatric patients will receive a
Medical Screening Exam in the ED
rior to transfer to the psychiatric,
nits. The ED physician orders the
atient transfer once the patient is
cleared, part of transfer orders
includes mode of transport (e.g.
bumey, wheelchair), any restraint
requirements and additional staff (e.g.
additional security guards, police) are
necessary to ensure safe patient
transfer. The hospital created policy
100.203 (Patient Transport/Escort to
and from the Inpatient Psychiatric Unit
(IPU), the Emergency Department
(ED), and Inpatient Acute Care Units).
Hospital Policy 100.203 was created
fo ensure a comprehensive and clear
process for transport of patients. The
policy requires that the patient be
accompanied by a licensed stalf
‘member and an elite security guard.
LLocal police or an additional security,
guard may be utilized, if deemed
necessary, to ensure safe patient
transport,  The process for police\
assistance  with  transporis was
clarified to require that police be
notified for assistance when hospital
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clinical staff (e.g., nurses, physicians);
This facility failed to prevent the deficiency(ies) as  determine that there is an imminent

described above that caused, or is likely to cause, threat of danger to the patient or
serlous injury or death to the patient, and therefore ! 5
constilutes an immediate jeopardy within the thheTS (e.g. uncontrollable psychotic

meaning of Health and Safety Code Section state) such that police assistance is
1280.3(g). required.  In those situations, the
patient will remain in the ED until
'police assistance is available. Prior to
[ ' transfer,  communication  occurs
between the sending and receiving
departments utilizing the Situation
Background Assessment 3/2016-
Recommendation (SBAR) form. 25117

The CEO and City of Ventura Police|
Commander agreed to amend the
cutrent police contract to provide 24
hours, 7 days a week service in the
Emergency Department. These
changes shall occur when Ventura
Police Department's staffing has|
lincreased. Under the current contract,}
the Ventura Police Department staffs
one police officer on site 12 hours per
day, 7 days per week. '1/7716

The CECQ and Associate Hospital
Administrator  (AHA)  of  Supportl
Services held discussions with the,
contracted security provider regarding
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This facility failed to prevent the deficiency(ies) as
described above that caused, or is likely to cause,
sericus injury or death to the patient, and therefore
constitutes an immediate jeopardy within the
meaning of Health and Safety Code Seclion
1280.3(g).

%the safe handling of patients in the
hospital. An addendum was added to
the security contract to increase the

number of trained elite security
guards in the ED, OPOS and IPU. |
One additional security guard was
added for transport to and from the |
hospital, OPOS and IPU. Elite |
security guards have an additional 80
hours of training, including 12 hours of
annual update training. The training
classes for elite guards include:
Safely Managing and Detaining High
Risk Patients, Crisis Prevention |
Training (8 hours), Management of
Aggressive  Behavior Training (8
hours) and Patient Watch Training
and Restraints.

In addition, the contract amendment
details, the ability of elite security
!lguard(s) to detain a psychiatric patient
when necessary. The CEO reviewed
!and approved the contract
iamendment. Nurse managers and |
the IPU Operations Manager were |
notified regarding the security contract
changes. The CMO discussed the
new transport policy and safe
fransport of psychiatric patients

12/13/16-
12/21/16

Uil
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Compliance & Monitoring

The Associate Hospital Administrator
(AHA) of Support Services will
provided a bi-annual report to the
CEOQO with the number of elite guards
Available for transports.

The AHA for Support Services will
also immediately notify the CEO of
any staffing or contractual issue(s)
that may impact patient care.

Competency  assessment(s)
documented  for  all
guards who have completed
raining and work with high
patients.

112017

are
elite  security .
the
risk
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with the chief physicians who are o

This facility failed to prevent the deficiency(iss) as responsible  for education of the

described above thal caused, or is liely to cause, physician staff under their supervision. |12/12/16

serious injury or death to the patient, and therefore

constitutes an immediate jeopardy within the ) ) '

meaning of Health and Safely Code Section Hospital Policy R-1 (Restraint use for

1280.3(q). Patients being Transported) was
developed, reviewed and approved.
Physicians, nursing staff, security
guards and safety attendants were
provided education on how restraints
are ordered and steps to take when
transporting a patient in restraints,
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DATE

This facility falled to prevent the deficiency(ies) 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 Health and Safety Code Section
1280.3(q).

Finding #3:

Prior to patient transfer, |
communication shall occur between
sending and receiving departments by
utilizing the Situation Background
Assessment Recommendation (SBAR)
form, see Hospital Policy 100.203
(Patient Transport/Escort to and from|
the Inpatient Psychiatric Unit, the
Emergency Department and Inpatient
Acute Care Unit). The CNO reviewed
policies: Z.01 (Adult Inpatient
Psychiatric Clinical Practice), MST.48
{(Nursing Care Plan), 100.023 (Suicide
Precautions), and ER.38 (Patient
Triage) to ensure the policies were
clear and comprehensive.

3/31/16-
7120116

Hospital Policy MST.48 (Nursing
Care Plan) requires the nurse to!
create, maintain, and complete care

plans in the Electronic Health Record. 4” 1716

Hospital Policy ER.38 (Patient Triage)
requires the nurse to perform a suicide
risk assessment during the triage

assessment in the ED. Furthermore,

tthe policy states the nurse is to contact
security for assistance in monitering
.psychiatric patients who are at risk

S¢

COMPLETE

|
|
i
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for elopement or there is an
imminent threat of danger to the

This facility failed to prevent the deficiency(ies) as
described above that caused, or is likely to cause,

serious injury or death to the patienf, and therefore patient _Or others (e.g. uncontroliable
constitutes an  immediate  jeopardy  within  the psychotic state). 4/1/16
meaning of Health and Safety Code Section

1260.3(g). The elite security guards were

provided direction, and their
contract reflects, that when they |
are on a patient watch they are not
allowed to leave the patient
unattended at anytime. The elite
security guard is to be in line of
sight, of patient, at all times and
will report any changes in behavior

to the patient's nurse immediately for
intervention,

12/21/16

Compliance and Monitoring:

Education was provided to all
nursing staff on the use of SBAR.
Education is provided to nurses
i upon hire and annually regarding
Care Plan creation, documentation
‘and the policy guidelines for Care
'Plans. '

The Quality Improvement
| Department reviewed 30 nursing

HEABE
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This facility falled to prevent the deficiency(ies) as
described above that caused, or is likely to cause,
serious injury or death to the patient, and therefore
constitutes  an  immeadiate  jeopardy  within

1280.3(g).

the :
meaning of Health and Safety Code Section |

(EACH CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED Y0 THE APPROPRIATE DEFICIENCY)

care plans bi-monthly for three
months and then re-evaluated to
ensure the goal of 95% compliance
was met with Nursing Care Plans
reflecting the patient's condition.
Corrective action was taken as

necessary, including staff re-
education. Data was tracked,
trended, analyzed and reported
monthly to the Quality

Improvement Department. Data on
compliance is reported monthly to
Performance Improvement
Committee and the Medical
Executive Committee, and every
other month to the Oversighi
Committee. Data on compliance is
used to enhance performance
improvement measures.

Finding #4:

The Hospitals CEOQ and Police
éCommander discussed obtaining
‘additional police officers to provide
‘on site coverage (currently there is
one police officer on site 12 hours
per day, 7 days per week).

PROVIDER'S PLAN OF CORRECTION

(X8)
COMPLETE
OATE

[re]
@
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This facilty falled to prevent the deficiency(les) as
dascribed above that caused, or is likely to cause,
serious injury or death to the patient, and thersfore
constitutes  an  immediate  jeopardy within  the
meaning of
1280.3(g).

Health and Safely Code Section |

The CEOC and Associate Hospital|

Administrator (AHA) of Support
Services met with the contracted
security provider and amended the
contract to delineate the
responsibilities of elite security
guards  responsibilites in  the
monitoring of psychiatric patients in
the hospital. The contract was also
amended to increase the number of
elite security guards in the ED, OPQOS
and IPU. One additional security
guard is stationed in the ED at all
times, in order to assist nursing and
perform patient watches. Elite
security guards complete 80 hours of
training including 12 hours of annual

update training. The training classes
will include: Safely Managing aﬂd;
Detaining High Risk Patients, Crisis

Prevention  Training (8 hours),
Management of Aggressive Behavior
Training (8 hours) and Patient Watch
Training and Restraints.

ability for elite security guards(s) to

detain a psychiatric patient when:
necessary. The CEO and Board of

Supervisors reviewed and approved
the contract amendments.

In addition, |
the contract amendment details, the

i {X3) DATE sur-qw-;y
i COMPLETED

92120120‘1 8

{85
COMPLETE
DATE
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documented for elite security guéfﬁg
This facility failed to prevent the deficiency(ies) as who have completed training and
described above that caused, or is likely to cause, work with high risk patients, which
serious injury or :%eaih t,o the 'patient, and'tr}erefore includes, but is not limited 6
constitutes  an  immediate jeopardy within  the o : ;

meaning of Heafth and Safety Code Section | rerqammg in 'the line of sight of the
1280.3(g). ; patient at all times.

Person(s) Responsible:

Nurse Managers

Associate Hospital Administrator of
Support Services

Assistant Chief Nursing Officer

Chief Nursing Officer

Chief Executive Officer






